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Hosp ital BY RAINBOW HOSPITALS

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

Date : ({)3”?3/014 ....................

z ::-*Ko:x:‘::um mmé’é”'” . [
Patient Name: ... 1s1o1m ACLE T R— Date of Birth: Lffro 198 Age: 9}’30
Gender: ............ m ”””l ’”m,l"m "I”'Il ll"" ............................. UHID No.: &*H*DO&‘{W’G) .....
DAt Of SUTGEIY: w.vvveeeereeersseeressen & T4 [10T-2 []OT-3 [10T-4 []0BG OT-1 Lr08G OT-2

Name of the SUFgery : .........ccovereereeeererennes Ejaﬁu ........... QQ .......... Lg?')nﬂj ....................................

Time in & 0] ..................... Time Out -............. D ..................................
NAME AMOUNT
1. Surgeon @nga@v\ ..... UIQ} OLj ......................................................................
2. Anaesthetist @(ﬁuﬂj ...............................................................................................
S RSB Tt il nassenssiomsrasmiisismsssonesssessuiassemesssnnmnii ', = messiiostionisTntiensiiny e
4. OT Technician ... MU?\\/K\JSMA .................................................................................
5. Circulating Nurse \LM ..............................................................................................................
6. Assistant Nurse Q[’lﬁ“’- .......................................................................................................
Special Equipment: [ Laparascopy | Broncoscope _| Harmonic (] Morcelator
[ C-ARM 1 Cystoscopy ] Versa Point ["] Liver Cusa
] Neuro Cusa [0 MR i hcscnmyssciinssespmciions

Aot

Signature of the Surgeon
SOOI . cussssssnsnisoss &1\6 g B/:}—gre? .....
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Signa%&%irculaﬁng Nurse
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Hospital

It takes a lot to treat the little.

.BirthRight‘
BY RAINBOW HOSPITALS

Your Right to a Safe Delivary

Circulating staff :..... SR2.Léat-H¥A.......... Technician: . G - — Date q[ eHA3699... Time . Qro0. ﬁnj
Anaesthesia Disposables Issueda usea | SUrgical Disposables Lo " wea| Disposables (Baby Slde) s w o
ET tube Major-Pack () ( o P 0y | Inivitk L1/
LMA Sytres 0 | {: 51|_Gprd Clamp i
ECG leads :(RY P/ N 2 m 2 lo7"| Suction Catheter anp i
HME filter : A/ P / N . AL, ISt Féeding Tube el
Syringes : 10 ¢cc ; M L / 4accum Suction Set - ‘o
05 cc | &5 gove £ i i (A1) Surgical Gloves A0 .3 -
02 cc @ I A 7 4 Gauze Pack 'D,V/
01 co— NI > | _Syringe 1mi/ 2mi 6L
Cautery plate (Y P/N 631/ [ Surgical blade n6 I~ 07 | Surgical Blade #70 o)~ ;
IV set 1A tube Y | | kotehies () gy
RL #67 | Cautery pencil w1
NS : 10mi (100mi) 500mi / 1000mi | o1 Koochies Fx e 7 [ —
m> anSpf: Kt To /| Ointments ;L 3
O X1 ,,(é n of3 | Suction Catheter L Aab g
Fentanyl y | Cap, Mask 7 [=ow 7
Morphine Gauze Pack e gy -
Ketamine Mop Pack o 54; i
Propofol Steristripg le o5 3 A L’
Rocuronium Underpad =y -
mycopyrolate Dravrsheet@w e JL, 1 g I ]
Myopyrolate Abgel ot »
Ondansetron oD | Foleys catheter G o
Pencan(25g) Spinal Needle 22 o1 Urobag
Bupivacaine 0.25% _,g‘usst Drainage Catheter
Bupivacaine 0. QS%Q-leavyj) ¥y Romodrain bag T
Antibiotics ;i 4% Bandage 7
Tegaderm b
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent /
Supridol : {00mg A5\ | Vaccum Suction set AT
Justin : 12.5 mg / 25mg (100my |8 Puastic Bed Sheet - P T .,
Tab. Misoprost :Qoony 1@< | Betadine Solution HOAT  Exfiecin i
Gﬂl! WAL - Qalal Na-ony| Microshield 01 _ ]
\ox i,% © p| Cotien Balls &1L
TRt O rosr ] atex Gloves #
phens phaent <, | Ramdione Scrub e
A tﬁ Sl N\ .
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Ordered by :



. . Rainbow Children's Hospital - Banjara Hills

ainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
ildren's ,Telangana, India ,500034.

W

Hospital Bt TEL NO :+91-40-4466 5555
Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET

Registration Details :

Admission No : IP5-00175955 Admit Date : 04-Jul-2026 Admit Time :07:32 AM UHID : BAH-00645119

Patient Details :

Patient Name : Mrs KAWSAR JAMA MOHAMED Age :27Y8M19D
Guardian : Mrs MARYAN SALAAD DOB : 15-10-1998
Gender : Female Religion
Ocr mation z Martial Status : Married
Address (H) - Alhasanath colony Tolichowki Hyderabad Phone No : 7569371607/ 7569371607
VERNGIRA TSN (00003 E-mail : asaliye24@gmail.com
Admission Details :
Bed Type : SHARED WARD Bed No :SW 414 Ward Name : 4F-BIRTHING CENTRE
RoomNo : SW414 Admission Type : First Visit
Contact Details :
Name : Mrs MARYAN SALAAD Relationship : MOTHER
Contact Address : Alhasanath colony Tolichowki Hyderabad Phone No : 17569371607
Telangana INDIA 500008
gn&ture
=
.Dnctor Details :
Doctor Name : Dr. K BHARGAVI REDDY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 04/07/2026 07:35 Printed By : 018621 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

' BAH-00845119 IP$-00175955 .
Mrs KAWSAR JAMA MOHAMED e
15+10-1998 27Y8M180  (F)
Dr. K BHARGAVI REDDY

IHHll!lllmllllllmu|||1|1|||m oo Consultant:___________ s

R Time: __ __ __ __ Date of Discharge: _ _ __ _ _ _ _ Time: __ ______
Room/BedNo: _ ______ Ward: __ __ _____ Suggested Billablebed type : _ _ _ _ __ _ _ _____
WARD TRANSFERS
Date Time From To Signature of Nurse
Y64 S ORY oT S
urthd o A o T 01g Lutty
Ultloed 2 srﬁg’?’d D Znd -ﬂoo{ 22k Sﬁml&g
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
4 ;
6
7
8
9
10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE
Date Procedure Quantity Order No. Signature
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Yo | Iy ﬁ')buf.wwuk// m Qbeag| Aule
ESS / Q485
1.
Codlede 1 petya | Q 6T
/|
ANY OTHER INFORMATION
Date Time Prepared By :
Billing Assistant Billing Supervisor

Staff Nurse

Shift / Ward




BAH-00845119 IP5-00175955
Mirs KAWSAR JAMA MOHAMED
15-10-1998 27Y8M190 (F)
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Children’s
Hospital BY RAINBOW HOSPITALS

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

IP ADMISSION SHEET FOR OBSTETRICS
PresgnlinngoTplaints e LMP: 2 [ \o ]'M“ D =2 | 5] * Joe
m‘Tjﬁ; ijt:);; C;L (s, Corected EDD: | 5 [:p Jhow GA: 3;3'*3%

Obstetric Formula: Menstrual History: Regular :/Q/Ves (] No
' Obstetric Examination
Obstetric Hostory: )
ML- 2ol b, Nem Fundal Height: “Tén
X—tePy vk CET-1A [tolva) Ut. Activity: {Relaxed ] Mild [JMod [ Severe
Present Pregnancy Record: Liquor: ﬁAdequate ] Oligo ] Poly
a |3 Wb
& @"Ohea ok g PP: A Cephalic [ Breech Others
ea\ R e , ,
P" J %m_f Mot } Head Fifths Palpable:
RISK FACTOHS FHS: ﬁ Normal [J Tachy [JBrady []Absent
5 i
PYD)Y @‘“‘*SOC‘[/“C:‘ Sty Per Speculum Examination
AvpiAvntha [ Deficoy Draining: []Present [ Absent [ Bleeding
Colour of Liquor: [ Clear (] Meconium [ Blood Stained
. Vaginal Examination
iy J Cervix: (] Long i Partially effaced [ Effaced
Height: \ 51 cm .
Weight: . Qo. kg Os: Closed Dilated
- AIIergies: MLL'DA" ................... Membranes: ] Present ] Absent
Breast: N | [ Abnormal
il -orma i3 s Liquor: ] Clear [J Meconium ] Blood Stained
General Examination: ~Teeepp @ 41 F _
Consciousness: kmer  Pallor: a‘mu(- Presenting Part: [ Veriex [] Breech ] Others
Icterus: et Edema: celosd- Sutton: O-3 0-2 O-1 00 O+1 O+2
Temp: A& e b Le. PR: 8% Pelvis: (] Adequate ] Doubtful
BP:  jo a1 DTR: (=)
CVS: (51D RS RAEED
Liver/Spleen: RO A~ JJ.(» Urine Qutput; <A+ qm‘-«
F
e R e e R e 5
@Y\mw& = a3t lre TuE Coweeption %e_r\( £ L4«/):
o{&M—S aLe{,.cbuj ! I
3 ,@M vewioin T defey 5
Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.1.0)
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Family History:
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Surgical History:
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PROGRESS NOTES AND DOCTOR'S ORDER
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Children’s & BirthRight
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Tt takes a lot to treat the little. Your Right to a Safe Delivery
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| Rainbow® B

| Pt Sl ' Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes ) Doctor's Order
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BAH-00645119 IP5-00175955
Mrs KAWSAR JAMA MOHAMED

15-10-1998 27Y8M18D  (F) Rambow .

O, K BHARGAVI REOOY | Children’s .BirthRight‘

U, | Hospital _ | () rusontosinns

1t takes a ot to treat the little. Your Right to a Safe Delivery

\\‘

RESULT SHEET

Date 2/6)46
Time 8
Hb 124 -
PCV :
RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate

Urea

Creatinine
ALP
SGPT

SGOT b
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 ' v
CUE - Ketones '
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

Rived paoef'— | AFV
5 e

Liv G- Heshel np.

N

T T e e N D os G S L S R e T

Radiology : 1 . & Ly B, Lo T MRS S 5, < AN LSS R

MRI .o o RMBTRE ) e oo SRR SRS SN, S R e

Others (ECG, Contrast Studies etc.,) : .......ccccoovrvnrvivnrcincnnns e AR s T T s s SR



BAH-00645118 |P5-00175955
Mrs KAWSAR JAMA MOHAMED - ‘ . z

L?::::lnmw ::B‘;:'" we @ : ’ Rai.n b%w" . . 1 2

jfi(iMimawn ~ MULTI-DISCIPLINARY PLAN OF CARE FORM  Guarer | ug o
Diagnosis: [/;W)’lm b 1'3+jw (J‘*@sz"ff”‘“‘ ¢ M‘JM\( mc[q{rc, 1 (H-deiv— J‘Cd/‘-{ TV Copue

2;::: _ Disciplihe : Type Patient Needs / Problem List Goal Plan / Imeryention lSignature Team Verification

VV

/Z/Medical /{ Initial Mm; [ Siq-‘Lﬂ/Ivt - | =Nusing
Wil —f o Zede g gt | O | 7o
ﬁ\(‘:of/\ L1 Post Op : OB'L“‘JJI : .
O Medical | Tnital Cate Opgzgﬁeﬁ o M ga_ﬁe 6&9&37 A edical

U\\(,\/\/\é_ | »L-Nrsing O Modified P O Others:
O Others: O Per-Op : é&‘iﬁi C!H.u,d @//‘/ ; .
J » : !

Ll Post Op .
O Medical | [ Initial ol : 5 . : ) Medical
6 1 Nursing [ Modified T t 3 ) OL'Q,P ~ J Nursing
J{\b{ﬁ’ A Others: . | I Per-Op din | Lﬂ”vw J Sz VO’thers:'""-
W dlehhoun | S/ PostOp diel ‘ ' :
C) Medical O Initial | O Medical
[0 Nursing O Modified 1 Nursing
O Others: O Per-Op O QOthers:
O Post Op
) Medical O Initial : O Medical
=7 Nursing O Modified : : [J Nursing
= Others: a- !;er-Og . _ O Others:
CJ Post Op

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



BAH-00845119 IP5-00175955

Mrs KAWSAR JAMA MOHAMED . = . ,f{-‘-"' 5 I z
e {TERDISCIPLINARY PATIENT ~ Children's | @ BirthRight
[ 1] 5 i .
AT T Hospital .3_:;::';?::“::::;1::::

/ FAMILY EDUCATION RECORD
Part - . l _ - -
Patient's / Learner Lan¢juage: (TWVJ .%m/mamer Literacy: A1 Read [])rite %épeak Willingness to Learn: / Yes (INo  Healthcaré Literatyg Yes [ No
[4 }

Identified Education Needs:
— Diagnosis
7. Treatment and Care Plan

/Ham Management

13. Risk / Safety

14. Activity / Exercise

15. Social & Rehabilitation Needs ‘

16. Special Discharge / Follow-up Education / Coping Skills

9. Nutrition / Diet
10. Fall Risk Education _ g
11. Safe use of Medical Equipment / Implantable Devices Safety

5. Medication / Thérapy (safety, effects/ side effect, interactions)
6. Discharge Medication

——7 Tnfection Control Meastires

4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights A0, e oo R o1 MR L
Part - Il
Use codes from the list in part Il ; ’
Need - : Designation
Date Time \dentified Information Taught - YR Meciudiavs Comments Signature
| Person Taught : Teaching Tools | to overcome | Understanding |
. Barriers ’ barrier/s ’
X ta e Q
Vtw g&“"] e £ (ae P}Lau( Pauc PTlg 4 |o 4 4 ISIAG RS §
4 =

- il e

‘{\’—}Ma Qe 3/ L Addos qbot w 03%5 2 o \ | we -y
' P \ lli A
y l/a(/m : ' ‘ V

'-[:f-‘u’ pm| 9 Kakotien diek Pl [ o ( ! — | Sams
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 0 D S DBEIN Y i dve i ressimmsbarsersussnnssasssilstebints
Learning Barriers:
1. No Learning Barriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home . 11. Beliefs and Values VA OHHBES (SPOCHIV wouiviiisnnmimmsmsisisspsiinsitasnin
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
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 Oher SPRBHY i s S i
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 / CLINICAL / 040



BAH-00845119 IP5-00175955

Mrs KAWSAR JAMA MOHAMED
15-10-1998 TYIMBD () Rainbow®
Dr. K BHARGAVI REDDY . " .
A childrer's | S BirthRight
Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIErgies: .............oooo.o. AN A, /ﬁot 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)

DTN FIOMIY. ........corecommsimsmsciommsnsirns epmibassisis b as 1614 Ly R R S SRR . SO

ON
MEDICATION NAME DOSE ROUTE LASTDOSE | xomissioN

S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1V) | FREQUENCY | pate / Time / SHIFTING
1 =l i Tvon MM PZO o) 3!'&%509&
|
2| . ra0s Mt P/() o | 7¢I
I

R b Sy | op |2¢[¢ |OC yﬁc

T Ecanpmin | D0 "\ S - A

s T, e l:fj\ e\ o lowse | Y 4ET OO0

6 [JC JDC

7 (JC [I1DC
N

8 \ Jc OJDC
N
9 \ JC [IDC

10 N\ ¢ DG

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

Doctor Name & Signature : ...........cccocevevnes @-»“:JD\B’\/CK‘@L‘ ...........
Date & TiMe : .......cccovcrvrreeenss %/ {?{W,Q"j .....................

Nurse Name & Signature: ..o &AM

Date & Time :

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



VERIFIED

T p—

VERIFIED

VERIFIED

:ﬂsl: :::.m .Jm;? :O'ﬂ'::‘:g {'4-
Or. K BHARGAVI RE; ) Rainbow®
i ’ BirthRight
T chdren' ’ B RN
Shegt No: ........... REGULAR PRESCRIPTIONS  Weight ........... Wants o0
onue 3, (e oMty [P
Dose | Rdute Frequency V- Y,
\?m o LD T:ﬂ‘ Rl A |
Name & Slgnature of the Doctor 'S ,
Starting the Dr /
W%W \
Additional Instructions: q b??ﬂ ﬁw D}J% =
0. 5 X L]
P s % .
lEily Doctor’s Endorsement by a Sign e

RUG: 17 PP 1o f

Dose Route | Frequency | St

[
fong | ™ @0 4 ’H@«* w1l
Namg & Signature of the Doctor e -
Starting the Drugs:
10
’“ Y| b
Additional Instructions: ! J;' /d’ 22
\
Daily Doctor’s Endorsement by a Sign e, W
M . Date»
DRUG: ) - (osPIRIN [ime
Dose Route | Frequency StT‘[ Dt. :
S| po | °0 |5l 0,
Name-& Signature of the Doctor LYY
Starting the Drugs: "
e
( E
I ~ PN
Additional Instructions: / il 3,
b 5% g

Daily Doctor’s Endorsement by a Sign

oruG: T- H( O~

TinelSh 6!

Dose Route | Frequency Sta)10.

2oy po | 6D |S]Y

1b

Name & Signature of the Doctor

Starting tw‘?v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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VERIFIED

BAH-00645119 IP5-00175955
Mrs KAWSAR JAMA MOHAMED 2

15-10-1998 27Y8M190D Rai b:-"é ®

Or. K BHARGAVI REDDY ainbow . < = -
Children’s BirthRight

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

Sheet No: @ REGULAR PRESCRIPTIONS  Weight (107, wara .. 005>

orug - |+ C S € AR P
Dose Route | Frequency | Start
NEE

oo |f> | B

Name % Signature of the Doctor

Starting the Drugs (,
‘-—___-’./j i

or

r

%??

Additional Instructions: \EQV' @\p
Cad i

Daily Doctor’s Endorsement by a Sign

DRUG : e |
Dose | Route |Frequency |Start Dt. +

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : P

Dose | Route |Frequency |StartDt. |

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108



BAH-0084511p
Mrs KAw IP5-00175955
15-10.,,,:“ JAMA MOHAMED
Drxsua REDDY

Vi IWIIIHII

DRUG CHART

2

Rainbow” -

1\

Hospital

BY RAINBOW HOSPITALS

Children’s . BirthRight

It takes a iot to treat the little.

Your Right to a Safe Delivery

Date of Admission: .... tq/[q,() ...... Drug Allergies: .........ccccceu. MLLOA’ ..................... /\l‘ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES

1) Right Patient ~ 2) Right Drug
- 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 must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

-

T'ggne

Dose Route |Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency |Start Date

Tirvne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Y

Dose Route | Frequency |Start Date

Tir'ne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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A 000 e

AMED
T:«:-‘::‘:RMW;MTM wo (A
@AVI REDDY
\\,{ a“mﬁ‘\ “\“‘“ “\“\\“\“ REGULAR PRESCRIPTIONS Weights scrcsa Ward: :ccoovnnnnns
—_ Date
DRUG: T. PARACETAMOL MmN p\X 610«\0(‘
Dose Route | Frequency |Start Date ]y i e _‘(
dam | Plo | 910 pylorhf 718 W o
J . i L
" Name & S|gnature.0f the Doctor N\vA \( < X
- Starting the Drugs: A
3 g [ AN/ -
[+ 4 m SH iNLf \mfp‘\/ éi
g Additional Instructions: 2
W ,v
w FANN 4 I/I@
# \\ d
Daily Doctor’s Endorsement by a Sign ;> /Z%,L
DRUG: 1. TRAMADOL %;tﬁ;{\\i
Dose Route |Frequency |Start Date| ‘;,r \
womq Plo | 790 |y fstpdier e
Name & Signature of the Doctor ’ \ ¢
Starting the D : \
arting the Drugs g ,g}w >M
PR SHINY &~ \
Additional Instructions: o b 7 %\ N
a\ ,& )
8
) 0/
Daily Doctor’s Endorsement by a Sign
DRUG: T DICLOFenNac Tle[‘]ee[‘H nd M\\
Dose | Route [Frequency [Start Date-w ok loR &fw
a 50 M4 flo TIO | oyloT/ik tNQ'M /
- Name & Signature of the Doctor i Q
v Starting the Drugs: Y e,
(74 9 g Ly ve ’
w DR j ) 7
> SHT NY
Additional Instructions: :QM‘\ > d/_(&»
‘iﬂ, .
\
Daily Doctor’s Endorsement by a Sign k- \ P ?l
Datey )5
DRUG: Iy CLEvANE Tige S\‘kb\q/
Dose Route [ Frequency |Start Date
uomgl Slc |  ob [oypg/?4.
£ Name & Signature of the Doctor
| Starting the Drugs:
S e OfmpO 7 AN
® DR S Sy EE722°04
' g Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



LT

B
Weight. .7 ... Ward. .. OKS. .
Has

Date»
VARIABLE DOSE I lee Nurse Sig. I Nurse Sig. | Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB S tart Date Dose Dose Dose Dose
Dr, Sign, Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Does Roy 2 g
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e pose e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VAR'ABLE DOSE TiU]e I Nurs‘:Sig. Nurs&Sig‘ l Nnis;Sig. l Nurs&SigA
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Ciowe s hout e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ™ oose . =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, _ Dosage & Other Bandiien
Date Time Medication lihiliotions Route Signature Nurses 3
: y \ oot
ol %}?M\ To CeFoTAME T Fo | Cy B itk [
Ao ‘ £
Wbl | T prwereok o | O7 R T
= 7 X
M
[f]/l. ‘ ; NOEM , L\/ O |Gt €
bl g | %y Al org | T e
At | -
640724 q:ayam[TRs O¥HTOCIN | 3V 3UFIU | v S |k 7
TouT TRANEXEMTC 4 v fro—gTS Lt
64 o1d] 4 icpm [T T ACTO g™ ! Xn{le
A TS |
64 [ohd 10 00AM §0P TR ArADOL IODML,j PIR ) W\&b .10:‘
oylo1)2d [0:00AM | SUP Drciorsnat  100™4 PIr ¢~ \Cnlie fort
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LV. FLUIDS CHART

Weight. % ¢l

e e, Ward. ...

vuinposition of 1.V. Fluid

Flow Rate

Doctor

Nurse

'ﬁate of | Doctor

Date L (It infusion, mention mi./hr = Meg/kg/min. etc) Route | “mihr | sign Sign | Stopping| Sign | Sig‘n
A’u; Jl\J 2 j;L/ (&2 s l&ﬁ\&‘j‘\'&u :
u&\ (;(é)ﬁ V]‘;l,ulru KM‘ \ \F&&‘ \\ == \mj\\\""

0‘*\0{1\%; St Roag et tacTaTE ||V F | 4 Kﬁi\\; -
e [\ |, ¢
AP o2 TR RINGER LACTRTE | WU | fF | Ay X W\ G =
)b\\g ‘g “E’]A\\ .
\Q)’ Rimceg CAcTe Ly l“’“?dC{ ZJ}'M '\)\,\ﬁ/ %S g W
A o] et dov
0\\’%}1 }P"*\ Qucqézp_ LA e W o ]QJ(\,%L\S\ W\Qr M
s Lo e
- o esodd o
(o\(]\\‘ biwlsl LPe7 e t f @“/i ' - W |
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L TR Mrs KAWSAR JAMA MOHAMED Rainbow®
' q 15-10-1998 27Y8M19D ] * . B
e Fim_( ks Or. K BHARGAVI REDDY Children’s . B"‘thR|ght
: |||||||| ||H||\||||||||||||||||||||| Hospital o
It takes a lot to treat the little, Your Right to a Safe Delivery

LAEDAKEAN SEU1ION OPERATIVE NOTES
Surgeon's Name: /. luy(crw \QQU(J Date of Delivery: 1 l>j }% ;

1
Assistant Surgeon:  — U Time of Delivery: “ \_'LD
Anaesthetist’s Name: b}r QLJ ay Gender of Baby: C(IT\OLU\
Type of Anaesthesia: v Weight of Baby:
VL2 A o

Neonatologist: )y . QMLLDL AGPAR Score:
Scrub Nurse: Q(QHID~ NICU Admission: U=Yes 1 No

Fa
Pre-Operative Diagnosis: ﬂ/J\svn 20D g’ 3-%—3“,[1:, e Fun Q %‘_&uw‘a o-:%ﬂmﬂ

. : [
2’@;3 (] Emergency Indication: ........... ™M GInxan{ l'd .....

Urgency
1 Immediate Threat to life of woman or fetus
(] Maternal or fetal compromise not immediately life threatening
(] No ppaternal or fetal compromise but needs early delivery
/GD/eli\?ery timed to suit woman and staff

BCISION BMNE: .........cococriiiiiicninnnieegessarsnsssssssnsnsonsessesessenssnmans Knief 10 reCtUS: ..o
CTG DeSCription: ................0 LS

If there Was a delay GIVE the TBASONS: ................vueuiuierieeieeie e eeseesseeeseaesessesseesessesesssessses s sessesssese e sessssseesssens

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

Surgical Procedure: m\* LS

)
Post Operative Diagnosis: (feg-o /ﬁm e p.,J—M L ,,f"“"“ﬁ chth”hmduw
| .

Peri-Operative Complications: INY

Amount of Blood Loss: ~ 5 Oom’{ Blood Transfused (in ML): Fay

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCHBH /FRM / CLINICAL / 155 (PT.0)



Examination Findings when Appropriate:

Presentation: (] Cephalic [ Breech CJother .....ccveeeee. Cervical Dilatation: S ‘cm
TP ... i imie s omsmenmscusserusisssavevconsahssssaissass PRI POSIION: ..coocnsisnnissiimssisissssmsismsnsinsnesneraammann ‘
Staton: 0O-3 0O-2 O-1 O0 O+1 0O+2 Moulding: (JNone O+ O++ [+++
Caputt OO+ O++ O +++ Meconium: CONone [+ O++ [ +++
Bladder Catheterized: [ Yes CJ No Urine: [ Clear [ Blood.Stained

Skin Incision: Ei’l{ensteil [J Transverse (] Midline LT Oher ...,
Uterine Incision: Q’Iﬁ:?:r Segment [ Classical CJ Inverted T 1 J Incision

Previous Scar: [ Intact 1 Thinnedout L) Ruptured CiNo"Scar

Incision Through Placenta; ] Yes [0 '

Delivery of head: [T Manual - [J Forceps

Liquor: Bﬁear LI Meconium: [ | an Dﬂ OBlood [ Offensive (Mot Offensive
Delivery of Placenta: J Manual atlT ... 0. Complete [J Incomplete [ Piecemeal

Cord APPEAranCe: ...........cccvvueeereerercrerersrres s e e ves e eseeeees s, Cord around the neck (IYes NG~
ADPEATANCE OF PIACEITA: ...........oeopmeeeeereretessoes eameeee e eseeeeeeeseeseeses Cavity explored ﬁ“ﬁ [J No
Uterus, tubes and ovaries: @Nor/m;l [J Not Normal Sterilization: [Yes C-No—

Uterine Closure: (J One Layer B%Layers

Peritoneal Closure: [ Pelvic ZAbdominal one
Sheath Closure:

Fat Closure: L*5Yes I No

Skin Closure: rSubcuticular  [J Mattress
Vagineal Evacuated FTY¥es O No
Drain: _ CJYes No [CIRemovein ... days  [J Await instructions
Ctheter JIFYes [ONo [CIRemovein ... days  [J Await instructions

Swap & Instruments count correct? +Yes [ No [J Post-op Antibiotics 2¥es [INo
Intra-Operative Antibiotics Cover:  CJ¥és [ No [ Thromboprophylaxis  [J¥eS~ [INo

POSE-OPEIALIVE NOIES: ........ccoevuirereerieciesiecessesies sttt s st s s s et e e see et ees e eses s s s et ss e s e e sesses s e s sesseeesneens
........................................................................ M@‘ﬂﬂ'aﬁl

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

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

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

DOCIOr NaITR: s DJ‘\"AU“
2( -

E -
Date & Time: LL St
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Mrs KAWSAR JAMA MOHAMED S
- 15-10-1998 7Y8M190 () Rainbow .

Patient Sticke  Or. K BHARGAVI REDDY Children’s . Bl rt h R'th-

L sl e
POST-SURGICAL CARE PLAN FORM

Procedure DONE: .......ooooveeeeeeeeeeoeeeoeoesoons ‘H’Ed]% ............................................................................................

Post-Surgical Diagnosis: fﬁ-ﬁ ..................................................................................................

Post-Operative Monitoring Parameters /Frequency:

jﬁ/‘m?) ?p; %%(Z M)\UL"\QK

Wound Care:

~

Drain /Special Lines/Catheters:

t%Qngo@

Special Patient Positioning and Requirements:

‘\.Aﬁmwz (Lo

Nutritional Instructions:

NiGm,  <4-6h

Nhen to Start Mobilization: % ; Q
\.

Special Referrals: @

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

;L){s O No

Any Other Post-OpM eded including Required Follow Up

\ - MNW d
/6 Rk

Treating Surgeon \'& b/‘ 1“*”"
(Signature & Stamp) Date: L| .................. T s

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Children’s i BirthRight
Hospital .MWBOWHOSP'TALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Level of Consciousness: Conscious

[J Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy

] Decreased Fetal Movement
7 No Fetal Movement

Time of Arrival: ........... H"DQW‘ Time Seen by Nurse: ...... :}5’7" ... Y 4%

[ Semi-Conscious [J UnConscious

Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Preterm rupture of Membranes / Leaking Water PV
[J Preterm Labor/ Labor :
] Spontaneous Rupture of Membrane / Leaking Water PV

(] QOther Reason: .............. 'é:”"[’“éw’ ..... P MR

(] e ”
3) Vital Signs: Temperature: QS’IF . .2 Sp0,: C{C{p BP: lo“tﬁg ‘Weight: ’:ILO"’G %
4) Gestational Criteria:
Gravida: G P ; L A
] .
LMP: ... HIO 2D DD . [5—"’1’ 26 . Gestational i 3RTIUFE.
Uterine Contraction 1 Yes ‘El)lo-, CINA | Onset Time Frequency:
Membrane Rupture O Yes Cplea (1 NA | Onset Time Fluid Color:
Vaginal bleeding O Yes EI/No [JNA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (] Yes | CLNO | (O NA Pain Abdomen / Vomiting
Good fetal Movement /mﬂ; CINo | CONA | fNospecify:
]
5) Pain Screening: Numerical Pain Scale (NPS)
l | | l | ] | l ] l |
/ T I | | I T | | | 1
- 0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
o LBEIE . ooi v P e RN R 5 . e AN e MO, S
g - DI ettt N?” ......................... Days / Weeks/ Months (Strike out which is not applicable)
o UL . oo i Aot o R O v s e Sl T
o OB o s Ni[] ...........................................................................................
o Interventions: ..................... L IO M et SR e
6) Past History:
a)  Surgeries: ......... Mﬂgﬁ%

b)

T A gL F‘?" ..................
Docu. No. : RCHBH /FRM / CLINICAL / 098




BAH-00645119 IP5-00175955
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:1:31:’:“;\\:1 n‘gn\;w"n F] :'

A 0

AR —— o ool DRI St o B Bl Sl Sl TR s st
8) Current Medications: [ Prenatal Vitamin = I NONE 10 OtherS: vvoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeoeeoo

9) Prenatal Medical History:

] None U Gestational Diabetes

[J Chronic Hypertension U] Low placenta

[J Gestational Hypertension ] Others if yes, specify PO'}(?NC@(”&GQO“'Z’
() Diabetes :

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
(] Category Ii: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes) '
(] Category lI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
egory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
(] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
<30 minutes
Every 15 Minutes
: Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
| Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37 =5
weeks
: Mild hypertension
Hypertension > 160/110 i
| Seizure activity and / or headache, visual | >>140/90 with/without
disturbance, RUQ pain associated signs and
! symptoms
| Abnormal FHR tracing .:gggglamﬁgg?ggg.
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe + Major trauma « Abdominal/back pain - Ongoing assessment | « Anything that does not
abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy . (for hypertension, blood]  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
« Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
- Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes
Time seen by Doctor: ........... Df Moﬁ"‘ .............
NUrSE N AME .t B e L T ol e e

pate: ... A% ... Time: . 307 :

cmy k—4—
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NURSING INITIAL ASSESSMENT FORM

\%

BY RAINBOW HOSPITALS
- Right to a Safe Delivery

Children’s .BirthRight"

Date of Admission: k‘Hfi/l .........
Baseline Information:
Admission From: CTER _LAOPD () Admission Desk (1 OHErS, SPECHY ...
Primary Language: L1 Telugu m L1 Hindi 1 PRI SPROHE S .cov.. 5 e ifiossstombisnsssosd hbis
Do you require an interpretq_'.%‘ﬁe; IR BYORBPOOHY ....... oo coisnnenemcini sy amiionsiuabosnsnsinsasboismmspnsasriabonssassiiissa sy asnssioy
Source of Information: [/ Patient ily RO SOBBIRE i e Bnseisgias aisboabassssossst
Allergies: ! Yes T/No» ] Medications (] Blood Transfusion (] Food R e
YRS, HBIEY ........eeorvecieeeieeesissiucesees e ses s s e8RS R SRR
Chief Complaints: ........ '-é(L»L'vQ[g ............................................ Doctor Notified on Admission:e;\‘sé/ LINo |
................................................................................................................... Name of the Doctor: D{FE 97'6:{
................................................................................................................... Time Notified #30"")“7_
Past Medical History: Obtained From [ Patient [ Family Member (| Medical Record [ Other (specify) .................
Past Medical History Past Surgical History Previous Hospital Admission

SOH N feforoe|
o el T f ’

Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecologicai History:

Menstrual History: ......... R ..... Wedp | Caesarean Section: 7 [ Yes Contraceptives: _~THo [ Yes
................................................................ Cervical Cerclage: 21@ (] Yes Vaginal Discharge: /To’ 1 Yes
Onset of Menarche: ........viieiiaii Ectopic Pregnancy: /Zﬁo 1 Yes Post-Coital Bieeding%‘ﬁo 1 Yes
Menstrual Cycle: (] Regular [1lrrggular | Myomectomy: Zﬁfo 1 Yes Infertility: CONo [JYes
Last Menstrual Period: . }:H'Oj ......... | Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .............ccccccee p O . M o B

PRONIEES LBOS: ... 5 it Sl R R AN

Current Medication: [ None %Yes, If Yes, Fill the reconciliation form

Family History: 1 No Abnormalities Detected

[ ! Heart Disease (] Hypertension [ Diabetes [ Stroke  [] Seizures [ Kidney disease

U] Liver disease OB 5 s tisiuisismssnininatinnsvsasssnsanssssissisvasinivnsominss b iesnssesvasassnabnsnyerseinsrenemn ol SRt SN
Vital Signs / Measurements: Temp: Org“,j L HR Q 2 | €.

BP: LD‘ﬂ“"f"“[ Weight: ...... Ff@ %Helgm ............... BN .

Pain Assessment: Pain: [JYes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)
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i

PHYSICAL ASSESSMENT
General Appearance: [ Healthy L1ill looking L] Anxious [ Agitated LI Others: ......coeeveeeeeee
Fall Assessmenl‘:_;)fes/ LINo  Score.......... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sure:/Q'res [JNo Score...... ‘QJQ ... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant N
! Mobility problem [ Walking Problem I No Abnormality Detected
[ Developmental Delay - Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: [ | normality Detected ‘
" Overweight LI Poor Appetite > 3 Days ~ | Needs Therapeutic Diet.
_IUnder Weight g L] Diabetes Mellitus I Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
/znﬁ& Cooperative L] Restless I Depressed | Agitated . Confused
S R e P AU SN SO S5, 0 DAy L N N
Inform consultant for positive criteria . ]
Cultural & Spiritual Needs: y@s CINO i YES SPECIFY ..o Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single u«mﬁj CIDivorced [ Widow
2. Special Habits: Smoker: _| Yes [ J)La/ Alcohol Abuse: [ Yes [ Ne/ Drug Abuse: [ Yes .”No/"”
Social History: Lives With ................... : W)l i IUCTERS s e
Orientation has been given regarding the following aspects:
Call Bellin Reach: []Yes [ No Waste Disposal Explained: " Yes [INo
Infusion Pump : [lYes [CINo Hand Hygiene Explained: | Yes "1 No ! Others
Above information given to ...................coo.......TI4SRAN
Name of Person Orientation was givento: ............... =4 ”“/} .....................
Orientation not given Reason: ................cco.oooov.n..) il A SIS
Nurse Signature: ..................... g"‘*’l" ...............
Nurse Name: ................. g,[,, ..........................
Date & TimMe: .......occcovevvvrnenn. L{[Wrﬁf‘w’ﬁ” ;




N

5955
BAH-00645119 1P5-0017 P
Mrs KAWSAR JAMA MOHAMED =

15-10-1998 27vem190  (F) Rai_n bow*® . R . 2"
. K BHARGAVI REDDY Children’s B|rthR|ght
R i Hospital | ) mooncoms

rarly Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date ..
Lt\ﬁ,l%‘ Time | 8 |9 |1o]|1a]12[1[2|BYa|s|le) 7|8 9(?5}1112 1|2))3[a]s{e]7

> 30
21-30 3 " o
11 - 20
0-10

RESP
(write rate in
corresp. box)

94 - 100 % " aB

Saturations <94 %

Administered 0, (L/min.)

40

39
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37 = R - > p
36 Do\ Fo |l <+ i
35
< 35

2, dwa|

170
160
150
140
130
120
110
100

90 o 2 1 SN Wi

% 1% N A 0 O 2 A ooy ) P e i
70 %k ¥ X T r

70 |

50
20

ajey Leay
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170
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130 2
120 0 S 10
110 Ny 4 Lo | A A

100 IM 5 . \_ll\g_a vy
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-
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130
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110
100
90
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60 v -
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40

Sy

<
ainssald poojg 21joiselq

NEURO Alert {8~ [ _LESEA] | Vs 5 [ —F

RESPONSE Voice
[v] Pain
Unresponsive

URINE > 30
mis / hour <30

Protein + +

Proteinuria =
PrOte|n >+ + et s Liibismaiis i i Leidiaine. . e faclell,

Normal

Lochia Heavy / Foul [§

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES ©
TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

N
( 1 Yellow Alert : .
Repeat Observations
in 30 minutes
\ il

4 i “ S
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Set of MEOWS Call the Obstetrician and Repeat

Observations
Observations in 30 minutes

% s R J

e =
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

\ 7

* The Modified Early Warning Score (MEOWS)
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Obstetrics and G
Early Warni

ynaecology
Ng Signs

1 Yellow Alert -
Repeat Observations
in 30 Minutes

Complete 3 Full
Set of MEOWs
Observations

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 Minutes

> 2 Yellow Alerts or > Orange Alerts: '
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuoys
Mmonitoring

*The Modified Early Warning Score (MEOWsS)
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tarly Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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PN - A =

Time | 8|9 (%0f11|12{ 1|2 3[a|s]|f6]7]8]0o]apf1a][12]1 3lals

N

RESP
(write rate in
corresp. box)

> 30
21-30

Saturations

<94 %
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[ Obstetrics and Gynaecology ]

Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

7

. X <hgie

Set of MEOWS
Observations

N 2

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

N

-

\-

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

monitoring

* The Modified Early Warning Score (MEOWS)
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[FLUID CHART)  fmidrer | pgoicthiion

It takes a lot to treat the ittle. Your Right 1o a Safe Delivery

Y s s

1. All measurements in ml.

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

Yl Intake Output Vsite |
Date Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine it | Sian.
of Fluid Score | Nurse
Mouth L.V N.G
08:00 am N Pl v [l Kop
09:00 am iy, B laty
Lol | Pl ) 2oow] o |G
11%8!‘" g w/ / d D g@,/:,ﬂ
12:00 pm gl n @ﬁ
01:00 pm w ) | s - !é E/;z
Total Intake : [M : Total Output : ?.-ODWﬂ
200m| Oy |tiin | 1o . . P ;(fﬁ
300pm| @1 | |ina [ e
04:00 pm W9 : Moo 0 m‘;
05:00 pm A M 0 -
06:00 pm e ) D
07:00 pm. & | 2 YR
Total Intake : r]am ’ Total Qutput: N— O o oeudl
08:00 pm 85 ba,
09:00 pm . o ‘n’lﬂy
0&8" 10:00 pm oV o) ;%‘ W7
N\ | 11:00 pm S Vi,
12:00 am Y Eg
01:00 am Badd] ¢ 197
Total Intake : J ALK 2N Total Output :U:—Mhuxg >0
02:00 am ; (&) ‘\“)ﬂﬂ“
03:00 am s o And
48° [ 0400am = - " <gﬂﬁ“
e 05:00 am ' NIENGI
06:00 am ke Ca/| 2 \ [D:
07:00 am || et

Total Intake : 1119""

Total Output : U=l ‘M= A

Total 24 hrs. Intake WA'J"

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

Total 24 hrs. Output ~ (~ 3104& =0
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Mrs KAWSAR JAMA MOHAMED - Rainb‘ow"

e B 5/fa o Children’s | @ BirthRight
AL rospital _ | (e
FLUID CHART|
Sheet No. : ..... @ ..................

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.

Intake S ' _ Output L 2 Sit;z
Date Time ga}!ﬁ% Route . NG | Diarrhoea | Vomit | Drainage | Urine Pg'r?g‘gg ﬁﬁge
Mouth | IV | NG 3 5 |
08:00 am \ =y
\:q{u 09:00 am o g Ty e ’#_ q
S g0am , N B e
11:00 am b v 0 Zwé
12:00 pm il 0 N4y
01:00 pm L B |
Total Intake : [ alce 1 Total Output:  ¢(-9 nq1=])
02:00 pm A \ A A
03:00 pm kN tir] b
04:00 pm } . o D
& 05:00 pm 24 4 e 1 m
06:00 pm = T 0
07:00 pm MM )
Total Intake : <\ o\ e/ Total Output: U —2 ('
08:00 pm | 0
09:00 pm 1Hao \ A 0
10:00 pm .n‘nﬁ 0
N 11:00 pm HA0 | y N0 Ay
1200 am L 0 (ﬂmM
01:00 am HAO @) ) q
Total Intake : Tl ~ Total Qutput: yy () ) — Q
02:00 am o
. | 03:00am 10 O A
zg‘ 04:00am | e O D
05:00 am Ha0 ' 0 lmas
06:00 am E T
07:00 am O ‘Mmad
Total Intake :  “Tlc pn Total Output : yy\ —O U— [
Total 24 hrs. Intake Wg/n Total 24 hrs. Output l’Y\‘*] U

Docu. No. : RCHBH /FRM / CLINICAL / 092
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26

Rainbow® ¢ L
Children’s ® BirthRight
Hospital Y RAINBOW HOSPITALS

It takes 2 lot 1o treat the ittle. 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.

3. 24 hrs. total to be entered in the kardex in RED.

| IV Site
Thrombo-

Date

. Nature |
Time of Fluid Route

NG

Diarrhoea | Vomit | Drainage

; phlebitis Sign.
Uring Score Nurse

o

Mouth LV

N.G

08:00 am

_—

09:00 am W tﬂﬂ

¥
~x\

B

10:00 am

11:00 am

3V

12:00 pm MJ

™ ﬁ-
-

01:00 pm

Total Intake :  7CUALL7

Total Output :

<
\JQGOSBO

£y
1
§

o

02:00 pm

-l

03:00 pm wa3¢)
. |

X
.

04:00 pm Laip
05:00 pm .

%

)

06:00 pm

Z-___..-
~
-

07:00 pm

Total Intake : 7 AL

Total Output :

\

08:00 pm

09:00 pm Ho

10:00 pm -

11:00 pm

T
L
=

12:00 am

01:00 am

Total Intake : 7 A=Y

Total Qutput :

02:00 am

03:00 am I %

04:00 am

05:00 am

06:00 am et

07:00 am

Total Intake - A EC/)

Total Output :

3
12
'\
N

R,

Total 24 hrs. Intake Jakel)

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

Patient Sticker Children’s ‘Blrtthght“

HOSpitaI BY RAINBOW HOSPITALS

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

FLUID CHART

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
Intake | Output _[Twse

: .Natljre. A i i : Thr:f"}',’i%m Sign.
Date | Time | ofFid Route NG | Diarrhoea | Vomit |Drainage | Urine | PEeoes | Nirse

Mouth v N.G

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

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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NURSING CARE RECORD Hospital _ | {)eruseonosmns

Date: Q{f,}f’z{

Shift: }fﬁ)mmg (] Afterngan ] Night

ASSESSMENt: ............oeoneenn e LB ATO. QGMH& .................... } FANRRRRTN K POU UG -01 ASRTCA . 52 1, R SRRSO
w | [J Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort [] Maintain Fluid Balance F/Q-—-Impmve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
E ] Maintain Personal Hygiene —=Frevent Infection [J Meet Elimination Needs /Eu.usure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications TG TR e O S RN e e D Lot MU S S0 LB sl T
Time Plan of Care Time Implementation Evaluation

o |* rAgW"‘){"’L FW&&}CM@ o [ tA%L(«G/{%L PMWQ ol : Fc«whe%f \005
g ok o pon—of meelfrtutn) grio IES &1t —cp meclfetuoc 3«&% (rndes—hbie .
o |

& QA{fr—ﬁ'Hd“f'D oT. ﬁ d o oT.
Woomn | FCN"’TPW 25 NRM- [ovio | X Rlo e oommwm,/'

&O‘W" 9}' ' L/U}‘!L E'}fﬂb&?a . !70: KV /_gjfeog)gy M(;UPNC‘X/.

/ - - Oé‘bf"‘fot:ﬁ!@ C@M?se{w{ IOJ_ [ygy,o.%‘ oot d Luacércw
}Fﬁ) Sode onlf’u&ﬁ. V‘M ope(we,qé;-lg@ﬂ. 0.

Fa
/

Nurse Name: f;i@/vwab ..................... Date & Time: ......... - H’h’éJ—PV‘} ....................

Nurse Signature: ...........cocccc a0 N b,
Docu. No: RCHBH /FRM / CLINICAL / 148
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Shift: T Moming Afternoon [ Night Date: ..... A, [?—B’L.L’ .....................
L]
T I P{' ...... [D.m,a..?ﬁ.m ..... 3 O WS OO -0 0 .3 RO ST
o | ] Maintain Airway and Oxygenation [_) Relieve Pain & Discomfort HMaintain Fluid Balance (] Improve Activity Tolerance 5 Maintain Good Nutritional Status [] Maintain Skin Integrity
E ;.]’Ma/imain Personal Hygiene T Prevent Infection [] Meet Elimination Needs _L4—Ensure Safety [J Early Ambulation Reduce Anxiety T Patient & Family Education
S| O Identify Potential Complications L A O DOV i iins innnn iosnsenanshnns s sams ha s b ahs ke Lt e e n e e i ain ainsissre ss
Time Plan of Care Time Implementation Evaluation
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B I T Chirans | @ BirthRight
...... NURSING CARE RECORD Hospital | () smennsines

Shift: 1 Morning [ Afternoon \}H@t Date: Q{O#Qéwﬂl.m
ASSESSMENL: ..........ooovverererrrrnn: ?a{\u&mﬂkema(m 1B L I W 5 I S TR WL L VLTS i)

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

[J] Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [] Maintain Fluid Balance {]_lmprove Activity Tolerance (L Maintain Good Nutritional Status ~t=Maintain Skin Integrity

2]
s \[_Iaintain Personal Hygiene L-Prevent Infection | Mserﬁination Needs [ Ensure Safety (] Early Ambulation Reduce Anxiety [J—Patient & Family Education
€| [ Identify Potential Complications BT T e P TGN 1 SRS R G

Time Plan of Care a) Time Implementation ) Evaluation

Qe | A&x%-we emo@ oadditne “X sl dmmafme ol ooy di/ ik Te Qealde
e Pam& e vy Aty Hue paﬁcq& Gnawea/ oS ks i
s 9 Gamfg mgl-"ca%m o0 °sej, Lot 122~ oo medecafion a4 adlged.
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669 |y G“M\“1 wune atdp >’ Sty %Oﬂw«ex{ Wane oa&wg'

Qoo |2 GuefiLe %Qﬂ% L | euem? envqred g:_@-?(
RE-ASSESSMENL: ... Y.mn....ﬁaﬁge,d ................................................................... i A NS T T GRS
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v

Nurse Signature: ............ Q%ﬁ ................................. Nurse Name: ................ P u:j.q ............................................... Date & Time: ﬂﬁ‘f&ﬁ BB ol svininsonsns

Docu. No: RCHBH /FRM / CLINICAL / 148
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Shift: Z{wﬁmlng %ﬁon [ Night Date: ..... 5@@@ ..................
IBDOBRITMMIES vssississvininsinaibbiasissammedhieisdiusans meeseriindiiinkos ;DC(}J ................ - ik Mﬂ%f’afln« .......................................................................................................

[[}_Maintain Good Nutritional Status [ Maintain Skin Integrity

e | ] Maintain Airway and Oxygenation CLRefieve Pain & Discomfort W Fluid Balance [l,_lmprtve Activity Tolerance
-g ‘Q}Mﬂ Personal Hygiene ] Prevent Infection eet Elimination Needs [ Ensure Safety [C] Early Ambulation Reduce Anxiety atient & Family Education
< dentify Potential Complications L0 ANY OBIS. SPECHY. ......eeeeeeeeee ettt e e et e e et e e et e e e s eseneeeren e et e e enteeeens

Time Plan of Care Time Implementation Evaluation
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o | [ Maintain Airway and Oxygenation [l Relieve Pain & Discomfort [[] Maintain Fluid Balance [] Improve Activity Tolerance i”ﬁnmain Good Nutritional Status ) Maintain Skin Integrity
E ;,‘/Manta‘m Personal Hygiene (] Prevent Infection [C] Meet Elimination Needs "/Ensure Safety Early Ambulation Reduce Anxiety [] Patient & Family Education
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It takes a lot to treat the little.

Shift: w/«mrornmg

(-] Maintain Airway and Oxygenation

[ Afternoon [ Night

[C] Relieve Pain & Discomfort

[J Maintain Fluid Balance

[} Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: ....... Q) &zzé ................
ASSESSITIBNT. ..o eeese e s eeseeseee s eeeeseesseesesessesseesesesseseeseensesaseeeseseesnnens Mf}? O\JO .........................................................................................................................

§%“E2L”J§i"pif£§§2f e W=~ g s oy T
Time Plan of Care Time Implementation Evaluation
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and/or must be assisted into chair or
wheelchair."

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

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

1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: Wﬂ'
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in ‘-—/
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. kr
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; T J

bk Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Activity The degree 1. Bedfast : i . d . : : ;

of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

Ml |1

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

€ 4;

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

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

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

repositioning with maximum assistance.

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

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

ski 1:(:5“22';25\9 d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
6 mistire Dampness is detected every time 8 hours. every 24 hours. f.r
patient is moved or turned. u /
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: [

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement,

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

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

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Action

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

Risk Score Category
« Regular Tuming Schedule
« Enable as much activity as possible
15-18 At Risk « Protect the heels
« Use pressure redistribution surfaces
« Manage moisture, friction and shear
; factors are present
13-14 -Moderate Risk
10-12 High Risk - In addition to regular turning schedule
Less than 9 . Severe Risk .
severe pain or with additional risk factors.

« Advance to a higher level of risk if other major risk

« Use the Same Protocol as for “At Risk” Patients
. Position patient at 30 degree lateral incline using foam wedges

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

- Follow the same protocol as for “Moderate Risk” Patients

Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients
Add a pressure redistribution surface for patients with

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

}
Date : EIEIEI ClI1 /o
Time JA0PM | igaly) /oon

4. No limitations:

Mability Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance.
without assistance. to completely turn self independently. independently. q' a
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Dattast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and insice room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

tc feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Wi
5

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skilioisweTszse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
10 encigturs Dampness is detected every time 8 hours. every 24 hours. ‘1 L(
patient is moved or turned. q—»
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dI; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Qy

Evaluator's Name




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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YIH e @Ay-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE " m [ E [ N M | E N E | N Remarks
; No signs of phlebitis / , D

1 IV site appears heallthy Obesnin camils 0 0 &O|® KN ® & o
One of the following signs is

2 evident : Possibly first signs of phlebitis 1 —_ e U [Ny
* Slight pain near the IV Site / / Observe cannula 1 — - o —
* Slight redness near IV Site e

3 lxoe\?if dt:r?t.foilowmg g Early stage of phlebitis / 9 -
Pain at IV site Redness Rithe Garnue i 1 L T e " e
A“- ” th(.)' followien Sl Medium stage of phlebitis /

A evident : Resite C la Consid 3 i 2

; Pain along Path of cannula Temte atnnu e Y Wiy, 2154 -
Redness around Site Swelling i kil — o
A T
”- g e followmg_Slgp g Advanced stage of phlebitis or

evident and Extensive : o start of thrombophiebltis /

5 Pain along Path of cannula tRe S CO ! rlon:: o 'de - B
Redness around Site Te s;te I SRR A
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advangedhsl,tagg of o

6 | along Path of cannula Redness thrombophlebitis / i g
around Site Swelling palpable Igmate treatment Re site ot . bt
Venous cordpyrexia annula

Signature of the Nurse | € .4 ;ﬂ&n, ﬂ%‘ % M ol [ A Latg Z
J b 8

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

Signature of Ward In Charge :

Signature of Shift In Charge:
ek SIgNAtUre : ..oococevee \Jeenay N F— ,\RCN&‘ ......................

T | o YO NamMe : ..oovveenns k Y'O"“Jf(f)f ........... -

e
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Morse Fall Risk Assessment Form

Choose Highest Applicable Score from each Category Datseclo':;me L” :H% Ll w “\WQ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mursc:“::g)Score Action
Secondary Diagnosis Yes 15 |5~ L S (5
(more than one diagnosis) No 0
Furniture 30 Standard Fall
2 Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline :es = 28 . W ‘Qf’ Implement
| -, : 200 Moderate Risk | 25-50 | Moderate Fa
mpaire .
GAIT / Transferring Weak (uses touch for balance) 10 / ST
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitati g ek Fal
Mental Status Orge ol o 3 HigtrBisk #an Eg\jeFr?t‘ion
Oriented to own ability 0 intervention
Total Morse Fall Scale Score: 25— 3&/" 20
Signature Cge,g'{‘q
g’““? pﬂ A

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
L] Use chairs with arm rests

L/wm Risk (25-50) Apply all low risk intervention and

ssist and/or supervise ambulation. Reinforce to always call for assistance
r\.X_’do safety check

\/Eé:;;ﬁent after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

L] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHgH / FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form

Date / Time | 5 - -
Choose Highest Applicable Score from each Category Sc/ore o :r X0 A lq/ '5/ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsa;'::g )Score Aclian
Secondary Diagnosis Yes 15 15 l ( e -
(more than one diagnosis) No 0 k]
Furniture 30 Standard Fall
Low Risk 0-24 A
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
0
IV / Heparin Lock or Saline :es = D")‘ 0 ’1/0 Implement
. 2 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :’f evention
nterventio
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /immaobile 0 Implement High
Forgets limitations 15 — Risk Fall
Oriented to own ability 0 :
—— Intervention
Total Morse Fall Scale Score: 25 35 -
4
Signature 10, Jl X ! o el

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Piccautions)
L] Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests

Moderate Risk (25-50) Apply all low risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance
] Hourly safety check

[] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

L1 Use safety straps on stretchers and wheelchairs while transporting patients ] Initiate constant observation by healthcare provider as appropriate 0 patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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| PAIN ASSESSMENT FORM o | R
Pain Score i P Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Pactors Educited Intervention Sign
[J Continuous | [J Acute (] Sharp ] Dull [ Increasing ] Yes NA—
q”’]% G | Ol AA | O Intermittent | () Chronic | ([ Aching [ Burning | [ Decreasing | [ No ' &l
[] Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes AA—
L”‘I’}% [oewv O[( O WA | O Intermittent | [ Chronic (] Aching ] Burning | [J Decreasing | [ No ’ ‘é‘/?
} [} Continuous | [ Acute (] Sharp ] Dull (] Increasing ] Yes
ml| © ] i i [J Aching (] Burning | ] i O
L,”@,{% l—f [ D N Q—-/ [ Intermittent | 1 Chronic g g Decreasing No %
' D [] Continuous | [1 Acute ] Sharp  [J Dull ] Increasing ] Yes
q ( 3 ‘QN b hp wa (] Intermittent | (] Chronic {1 Aching [ Burning | (] Decreasing | [J No &.&— %
L ] L
l&"b [] Continuous | [ Acute ] Sharp [ Dull (] Increasing OJ Yes
L\\:l’{?b L*‘?"\ 0 [\1} P a.n; (] Intermittent | [I Chronic ] Aching (] Burning | ] Decreasing | [ No e !)Q M \
[J Continuous | [ Acute . (] Sharp (] Dull [] Increasing | [ Yes
YPAL ey o\ey | od | O Intermittent | C Chronic () Aching (] Burning | (] Decreasing | [ No b
(] Continuous | [ Acute [ Sharp ] Dull [ Increasing | [ Yes /
NECIS i\ &Q AN T Intermittent | —J Chronic [ Aching ] Burning | [J Decreasing | [ No ey &j"
1] Continuous | [ Acute (] Sharp  [J Dull (1 Increasing O Yes
5[’7[&1 Ted| 2 lo " ‘
s b [ Intermittent | ) Chronic [J Aching (] Burning | [ Decreasing | [ No AL W
Z & / - [J Continuous | [ Acute 1 Sharp 1 Dull [ Increasing [] Yes
S? a ©0 : : ; ﬂy‘@/
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [J No e
[ Continuous | [ Acute (] Sharp (] Dull 1 Increasing ] Yes
NP
b Lﬂ")@ ?OP'D 01'0 NE | o Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No il mm

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.

(PT0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

L&

No Hurt

Hurts Little Bit

I I I 1 1 I I 1
3 4 5 6 Z 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 -2
. No Particul i i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farticufar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and :
Activity movag gaslly forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort.
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Astessmont Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior Stale | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick [ slow recovery Out of sync or
TECOVErY fighting _ventilator
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Pain Score L Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
[J Continuous | [J Acute [1Sharp  CJ Dull J Increasing | [ Yes NP M‘)
2 "’T 10 Gm 0“ D | NP | O intermitent | 0 Chronic | £1Aching [ Buming | 1 Decreasing | [ No
vl o O] Continuous | [J Acute ] Sharp ] Dull (1 Increasing | [ Yes A Pr—
b ’ Q” ‘;ZP lI v N (1 Intermittent | 1 Chronic (1 Aching [ Burning | (] Decreasing | [ No e
(J Continuous | [] Acute (] Sharp [ Dull [ Increasing (] Yes
6’/:}- 37”) p . : . : : Sud/
oo wNA- | [ Intermittent | [ Chronic [ Aching (] Burning | ] Decreasing | [ No A7 ——r
(1 Continuous | [J Acute (] Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | ] Chronic CJ Aching [ Burning | (] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing (] Yes
L1 Intermittent | [ Chronic (1 Aching () Burning | [] Decreasing | ] No
C] Continuous | [ Acute . (] Sharp I Dull L] Increasing ] Yes
[0 Intermittent | () Chronic 1 Aching [] Burning | [ Decreasing | [ No
(J Continuous | [ Acute (] Sharp [ Dull [ Increasing | .[J Yes
[J Intermittent | (] Chronic (] Aching () Burning | [ Decreasing | [ No
1 Continuous | [J Acute ] Sharp (] Dull [ Increasing U] Yes
[ Intermittent | [ Chronic 1 Aching (7 Burning | [] Decreasing | [ No
L] Continuous | ] Acute ] Sharp [ Dull 1 Increasing O] Yes
] Intermittent | [ Chronic () Aching [ Burning | [ Decreasing | [ No

Continuous | [ Acute (] Sharp ] Dull L] Increasing O Yes
Intermittent | [ Chronic (7 Aching [ Burning | [J Decreasing | [ No

El L]

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

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 | ] 1 1 1 ] | ]
1 I I 1 1 1 1 1 1 1

1 2 3 4 5 6 7 8 9 10

FoT

No

Wong - Baker (Pediatrics) Above 7 Years

OO

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
) . ) Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense '| . Kicking, or légs’brawn up
Laying quietly normal position, Squirming shifting back and - :
Activty . T forth, tonse. Avched, igh,orJeking
Moans or whimpers occasional Crying steadily, screams of sabs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _venﬂlamr




BAH-00645119 IP5-00175955

e mYeM1e0 = - 2 4

i Chlres | g SrthRig
URINARY CATHETER BUNDLE CHECK LIST Hosphal_ | @

Date of Insertion: .......... L-? 1 j,{o.—é ................ Date of Removal: ................... [y

Parameters ‘D|a|e Shift Time 605 .z;ﬁM O &y A 7

Need for the Catheter a 1LiYes. O No _—E'%é’s O No ._B»Y% O Nlo CYes CONo | OYes CONo | OYes CONo | CIYes [CINo

Hand Hygiene - : ‘/Z@ CNo | ~=¥es [INo | Cl¥8 [INo EJY@Té) ONo | OYes ONo | O Yﬁs EONo | OYes CINo
Usage of Sterile Equipment ‘/DJ(es CINo | _L+¥es [INo A¥es [1No _ E_JE’E I‘Tyﬂ ) O ﬁ? % es CONo | ClYes [(INo

Is the Collection bag below the level of bladder | [l¥es [INo | &*Yes” [INo ﬁ'@sﬂ ONo | O Jes %@/c O \ies CONo | ClYes CONo | COYes [INo
Check the Tube for Obstruction (Free of Kinking) s [ONo |~YeS INo “ﬁs COONo |- OYes W%@ﬁé%@? No | COYes [ONo | ClYes [INo

Is Catheter dated as policy |_LHfes CINo ,2’?6? [INo ﬁ’—es CONo | CIYes DVNI) El/yjes O No (JYes CONo | COYes [INo
Collecting bag is been emptied regularly? ClYes [1No 2’7%7 [INo 'F,(Ye.:‘, CINo | OYes O I\Q_/éﬁe% Ik- COYes CINo | COYes [INo
Maintenance of closed system for the catheter es [INo s’ (INo |~=TYes [INo | (JYes CINo | ClYes CINo | CiYes CINo | CiYes [1No
Dressing clean and dry? }Xes [INo Yes [INo Lﬁ/Yes CONo | OYes CONo | OYes CONo | COYes CINo | COYes CINo

Is the line removed as Policy? CYes ClNo—t ClYes No™ | ClYes [[Ne-—T [1Yes CINo | (IYes [INo | C1Yes [INo | CJYes CINo
Performance of Perineal Care _Yes CINo oAes O No |_£+Yes CINo | [I1Yes CiNo | [1Yes CINo | ClYes CINo | ClYes [INo
Onset of New Fever : ClYes CINo— [1Yes @NG | (IYes E’I@ OYes CONo | OYes CINo | ClYes TONo | OYes CINo

Asses for the leakage at the site of insertion Qﬁs [JNo es CINo | ¥6S CINo | CYes CINo | ClYes CINo | ClYes CINo | CIYes [INo

Name of the Nurse i M jfr é“f A -

Signature of the Nurse g\w} - 4 P\u i

Docu. No. : RCHBH /FRM / CLINICAL / 114
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

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

Staff Signature

1. | Antibiotic given prior to surgery ?(E]ﬁs [ ] No

Me Dose Antibiotic  or  Long Antibiotic Regime g’*] 'tfﬁf-/

Antibiotic administered within 60 jmutes nor to mcnsmn '?/B'Ye/s [INo

Name of the Antibiotic : ...........5n 2 4.2 VA VAN .

2. | HairRemoval [ ]Yes[ JNo ifYes: Surgical Clipper W
Department where Hair Removed/:E’WErd [_]Operating Room
FIOWEEE ... ... i e
Skin preparation done (cleanse surgical area with antiseptic agent)?/QJ{e? [ ]No

o. | Patient's body temperature immediately post operation (Recovery Room) Z'L) c g—\:@tﬂ
O oal o [Hila (Goal:36-37 °C)

4. | Name of doctor or staff administering the anﬂ%u;tr} BVD& ‘\U)" @:\QM

Date & Time of antibiotic administration : ....1.. L2 L& . ... e

Date & Time procedure started : .......... W \ 7(%/{0 ..... q .................................

e 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 Allforms (Bundle care and when required SSI form) are completed properly

Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

(Postnatal Assessment and Management (to be assessed on delivery suite)

Pre-Existing Risk Factors Tick Score Tick Score

Previous VTE (except a single event related to major surgery) — 4
Previous VTE provoked by major surgery = 3
Known high-risk thrombophilia o4 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory 3
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-I diabetesmellitus with 2
nephropathy; sicklecell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative —— 1
Known low-risk thrombophilia (no VTE) = 1
Age (? 35 years) — 1
Obesity — 1or2
Parity = 3 = 1
Smoker — 1
Gross varicose veins -l 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy i 1
ART/IVF (antenatal only) o iy 1
Multiple pregnancy 1T = 1
Caesarean section in labour | “ 2
Elective caesarean section | \ i
Mid-cavity or rotational operative delivery 7 ' 1
Prolongedlabour (? 24hours) N 1
PPH (?1litreortransfusion : = 1
+0 Preterm birth? 37 weeks in current pregnancy B - 1

| Still birth in current pregnancy - 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. s 3
appendicectomy, postpartum sterilization
Hyperemésis s - 3
OHSS (first trimester only) ) ) 3 B
Current systemic infection - - 1 ]
Immobility, dehydration & = 1
Total \\

Risk Assessment Tool for Deep Vein Thrombosis

If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis.

If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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INFORMED CONSENT FOR SURGERY OR

SPECIAL PROCEDURE

R RRR—T———————=.
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Y

Instruction:

UHDNO: oo SN

Gender: [ Male [ //emale A & o R s vivein
pate: [ - (2.02¢.

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

..................... Tiaesaas R £ S Petessssscssass s nssssnsses

o ELECTIVE... LoWEe.  SEGMENT.  CESAREAN. SECTION. ................

......Upon

1ave been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications

though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff responsible for any untoward event thereof.

TR ANSEO SO, CAANCE..

My signature on this form indicates that

G).... L1000, AL Bloop.. R ROPVCTS. ...
Qf. . TNFECTlon., T.IRRY To. APIATAT

1. I'have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. |have had a chance to ask my surgeon questions.

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

5. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ............... 07 & i B"\ ............ QM. Q Cf—'i‘:[‘j

Consentee : Patient Attendant : ’

SIORBIING ; ...ocont BTt Mk oonsnsosssssisaisrsntons D & R o ciiiisnsgaiinssoebmassarsaimsassaiiesibice

Name : Josa Name: . Akl LR

Date &Time : ........c.c.c....... @""‘A ...... @“’}

Docu. No. : RCHBH /FRM / CLINICAL / 027

Relationship with Patient: .............ccocooeiriiieee,
Date & Time : ....... Y L’% 10k, . &&u..

Doctor (who is taki@f:msent) :
SIOIBIINN L ... e BB e e hovioncssesssespimesbenrsnsesivaimrnes

Date & Time : l{l"rle(omc@“‘;
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\\ m\\\\\\\ wONSENT FOR ANAESTHESIA

Authorization By: [J-Patient [ Patient Attendant

Operative Procedure: ..\ L4k LOEREN..... faw Lase dacta. S.C i i R s
Anaesthesiologist: .....J 2. A BN o Surgeon: .........10X.. '&hcmj; ...............................................
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.

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

[ Others \\jf\hm}% ..................................................................................................................

Declaration by Patient Attendant
o | a;tia?riﬁand give consent for anaesthesia as considered appropriate by the anaesthesia team
egional Anaesthesia (] General Anaesthesia [0 Monitored 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.

o | 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.

» | 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.

» | 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 Attendant: Witness:

Signature: .. B L R N Signature: ......L LGl Ao ... R e Sk R
Name: .. |.<LLLU% RRAY- 777 VPR Name: ... SR AANRE N L2 ‘@t
Relationship with patient: . e Date & Time: U= 2. = 4ot 2olo...... 1258 k...

Date & Time: .....>. /....[.?.92.1?. ...... 500 Ao

Doctor (who is takin consenl)

Sgr'an.n,/g ...................... Name: ... L. SR rrenrrrererren Date .. J T[2.6... R (1 P Y2 O

Docu. Mo. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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Name: .. KM SO ... JOAAAGL o ceevennnene A A sex: . fevaals. ... UHIDNO : ..05 08 - ... s
Date: ... 4L 120060, Time: ... L255.C4444........  Proposed Operation: ... EL L LiME......... (N o S
g D
Diagnosis: Pumd.... }pumg‘)ﬂ#\%\whaumm ...... o W Cij ...............
BRYCRT: s, HR: oot Weight: ...?f.tﬁ.‘.. ASA Physical Status: ©O1 &2 03 04 05
e Laboratory Data:
[ 1\1 gb: A3 B PO i T . s L ST
' POV: e T AR R D - g RO SR i, 5., T e
WBC: .5.10.9........ o[ e e SR Total Bill: coooooeoeree. HOV: oeeiecenscsnni 2D Echo: ... 1= k... 65 e
Plate: ..l. .40000 W iR toes RGOz Blood group: ..f. £ Stress.fAnuio md ol
o IO T 5 7 - (11 TR S W = (07117 A '\“M‘g . Lv
PIT. .. 31%... AIK PROS: oo A - (A —
INR: D(‘t(’\ e Ly [ S SRS SO
SGOT/SGPT: ..o Allergies: v \
Medical History: CVS:(-
O ol -
RESP: (&) Diabetes :("—)
CNS: (l\.
Renal :(‘\
Hepatic / GE : @ Physical Activity: e s - .
Others :
Past Anaesthetic History: \
Physical Exam:
Airway: MP 12 4 Mouth Opening: W) Mentohyoid Distance:  w) Neck WA Teeth: wl los ¢
Lungs: clunt clooas—
Heatt S,G,uw)
eNs: Gies- )
Pregnant: =-Yes [ No [ NA Venous Access Site : Spine Exam for regional : VJ
Anaesthetic Plan: TJMAC =REGIONAL ] GA-ETT [JLMA
Peri-Operative Plan Explained to the Patient: _—Yes— 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: NG © 9
1. DVT Prophylaxis : (\DCM ,& <

Water / ORS 2 Hours
ML IR

Informed Consent: -Standard T High Risk
Post Operative Pain Management: C Discussed with Patient
Other Instructions:

;"2 Earr Loh T T L et s
Signature: Name: ../ ShaA b

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ANAESTHESIA CHART
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Change in Patient Condition:

] Yes E'{o

Fasting Status: (o ,\1%‘ d

Physical Status: L+ Patient Identified \.J~TConsent Present [{_4fart Reviewed
HR: 165G by [BP/‘GR’F"“[u 791S0; g7 [RR: 1gu,.,, [ LastFeed: > £ o
Pre-OP Diagnosis: ... Dkaas. LN T Operation: ... Atbant... ddChe Date : ...044. /0.2 /2.6
Surgeon: ....... ;L..Q&I.‘.ABHA&QA.VI....6&!?[2}!. Anaesthesiologist: ... L2 R..... 4. 2 NY........... Technician: ..G.0LL...........
TME __ §{- "1™ 16.]10%
N,0 /AIR /O, LPM [
HALO /SO /SEVO Antibiotic
Drugs:
D outoun Aadbragd+2) [y 5 Suppository P)’
] i} + + 5] T}mg_ im(:ye
ff__j Irnn‘nrn_rnu’r H,/ | R I P
ot f O elegeaec] Y
Blood Loss
_Fi0, [$a0 4C 195 195195
ETe0, Yot E
ECG (LI 2 1K
“Temperature - - -
Urine Output
ddpd.
m . Bedg =
Y — | e £ Q7 3okm
¢k D (oL I/ _
8P 240 ?a-nﬂ\g‘/ g ”
v Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Ti
TompmotTme 190
140
Throat Pack In
Throat Pack Out 120\ v
100 ey e
NS
80 |
60 ¥ "L AL ~
40 ,“'
20
10
0
| ABG
LAB Values
GABS
Others
i~ Equipment Checked and Temp: Induction Regional:
unctional [J HME [] Fuid Warmer awv [ Inhal Extremity Specify: ..
[ ClingFilm [ OH Warmer ] PreD, CIRSI p{pinal [ Epidural O] Caudal
Lrﬂ Site: @ UL [] Huggers [ Cotton Wool ] Others rs:
E/?:GSEB [ Other O] Mask ] SGA Position:
- Times: ] Airway ] Oral [] Nasal Site: .
[ Temp Sit : ;
= FE)mh:an:or Anaes Start: quq_"\ ETT# ..oicrmerovense. B aoromeinosnraserses G Needle S|ze &(C\ U‘}L’
E]  SgaitMonts OP Start: . O Oral [CINasal [ Cuff Parasthesia (] Yes =
Pulse Oximeter OP ENCE ..o manse s cnceeie [] Tracheostomy [] Topical Catheter at skin ..
O Capnograph Leave OR: ... .0 O\ Pov W T . M Drug Name & Conc: a g/ Muac%“w XECF
] Ventilator Anaesthesia: [0 Awake [ Direct Vision Bolus: . 25 Mca Fg,-\hy-
L] Nerve Stimulator O @A () Video Laryngoscopy (] Stylette / Bougie infusion; ,——- i
[J Monitored Anaesthesia Care [J Fiberoptic Block Level:
"“‘m""‘----s-uﬁmﬁ‘ Q/:egional Blade# ... AHBMPLS: oo G 1 \"
Pressure Points Checked DURCURY WIT s cisnnnisimsimnaisismus 5 i
Line (Size & Location) Transpodation to
Eye Care: _l CVP: . [ Bilat = BS ACU icu [ Other
L1 Oint O] Semi-Closed Circle Relaxant Reversed [ Yes CONo TINA
[J Tape .
(] Padding S g:;:d a Name of the Doctor ............ DK SH&J‘j
LY Awake Signature of the Doctor 1&(‘3
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POST-ANAESTHESIA CARE UNIT RECORD

”//f_
Rainbow® . -
Children's | @ BirthRight
1 BY RAINBOW HOSPITALS
Hospital _ | () oo

‘ é v i e AN ived : . IOZ .. ol 1. Time Discharged : .........oooooo....
Received in PACU by : ............ =15 kf ......... Time Received ; .......... ‘
1o ke pum e H— o . . ] N ' .
s i =
258*‘ ; . A : "1 : + 258 IV Cannula Site : ........... M
GRS sdatl -
2% ;30 0,Mask ] Nasal Prongs
& ggg ifg (] Tracheostomy [J T-Piece
2 i 200 | [ Oral Airway [] Nasal Airway
E pris 190
190 )
g 180 :
g 9 170 | Vomiting : Yes &0 WU sl e bt consiisisn
o 170 e ‘ "
o 150 | NG Tube 7 Yes Am/
5 el 140 | Drain: ] Yes [ING
x 4 oo Catheter: [J.¥es [ No
Urinary Catheter: es [
Az I Mo C
77 :l;g 100 Chest Tube Yes /Ne
= 80 % 1 Nil Oral 1 Yes [ldNo
z N o 80 LV
’ 70 . 7 1 W Fuids:
0 .
& % 50 Oral Feeds: ........c..ooccoovnvurennnnnne m-' Bm
7] 50 »
L 40
o 30 30
" .
10
0 0
SPO
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on commang = ;2 v ‘ A Minimum Total SCGFB of 8 is RBQUIFEU for
Abl 2 extremities voluntary or on comman = §
Ah)l: :g gg:: 0 :n;gg(l:es voluntary or on command =0 L ()/ 2,_ '), [ — DISChHI’gB
Able to deep breathe & cough freely =2 . .
Dyspnea or limited breathing = é RESPIRATION ()( )/ '7— ,1’ 2 Exceptions to thls are tO be explamed in the
A - . - ') =
Bgnilc” of Pre Anaesthetic leve = space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION ) o
BP = 50 of Pre Anaesthetic leve =0 2 e S Y
Fully awake 2 .
Arousable on calling = 1 CONSCIOUSNESS
Not responding =0 7 ? 2 18 1
e diced, oth : ? COLOR
Pale, dusky, blotchy, jaundiced, other = |
Cyanotic 0 /L -4 3 g 2
TOTAL KT 1010 |0 |20
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention

Signature

uhe | 0.0

D!{D

VA

G

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:
Date & Time:

d{}} }lé \~-on) Olle N gm;y
Pain Tool Used: N PASS FLACC Wong Baker ] NPS

Reassessment Frequency:

a.

b
[
d

1. Every eight hours for all hospitalized patients
2. For post surgical patient, patient with chronic

pain, patient with severe pain
Every 2 hours for first 24 hours

After 24 hours svery 4 hours
Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention
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EPIDURAL ANALGESIA RECORD

L\

Rambow .

1 Fiotore” | ) moremmans

Your Right to a Safe Delivery

It takes a lot to treat the little.

DA i nsnarmnnsn TRM8; sscsmmmsrnnias: Procedure done DY ..........ccooveecieeicecieeceeceecee e s e e e s e e e
CSE /Spinal /Epidural Position : ................. OPAOB ©...icuicnsimnisvaminssisssesn Technique (LOR/LOS) ..................
Deplly; .icininsimsnimane Catheter at SKin: ............cccoovvvvvivcreee AREMPES & o,

Parasthesia : YES/NO if YBS QBLAIIS : ..........cccoveeeieeieciictccietcciet ettt e en e e e s en e e s e ensene e enenes N
SRR COMPOSIHON 5 csuallumsissmmmassi it pmamsammmemmiiiassisdsveisomikerinsbisebiosssisbes pnibdosemha et iisssmesssensions

Any other issues :

- U U PP DU, SV SNV SR N S ul NN SO Y
) OO USRPOU N PSP - SUUL. 0 S N WL OO SO e % ) W OO
o Infusion Rate | o I Level Maternal R ATy
| Time (ml/hr) olus (M) | ot Right | BP | Pulse
-
— |
‘[7 _ - B
|
\
| |
— »
| |
| |
| 1 -
| [
f !
( '\
| ‘I |
............... SVD / Instrumental / LSCS (if LSCS Details)
De"very Details TIMO & cuvesiliticssassonsanse APGAR: ..... / (

aharge qpifing orered ©Y

_____

\\.

\ (‘\\\\\'h\\\\
\\\\\\
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BY RAINBOW HOSPITALS

PATIENT TRANSFER FORM ot i B

Your Right to a Safe Delivery

Patient Name & UHIDB,';‘ Date & Time of Admission Date & Time of Transfer Order

mﬁ""“ NP EO" @ \/LR-'%[?,Q /'}LZLM b\(q—wqg 2 :SDPV‘

\5-\0-'\"‘ m\\ \\\\\\\\\ Transfer Ordered by Reason for Transfer

From Unit To Unit Information to Attendant

okt Yes(T o[
Number of Sheets in Clinical File Personal belongings including . , . _
% %',-—ev clinical documents. If any handed Patiert shifted with ID band.

- over to attendant Yes mo W

Number of Imaging Films Yes&— No[ ]
MINIOCT . 5. s emssussonsninatinnssensesisiice
YO8, WHALT .. .iisisicnin b

Medications / Consumables / Surgicals / Hand over

SL.No. ltem Name Quantity
A

] 2
2. 7

; =

. 7z

C
5.

Shifting Summary / Notes Written by Doctor :  Yes | +——NoF |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

A ﬂmﬂﬂﬂ Dy Somariman
Patient & Clinical Records Received by : .
219 Lm0

Date & Time of Patient Received : u \ :'_’Jf 2 6 @ L‘ P \ul

I the transfer order time & Completion tlme is more than 30 mn&ﬁe’s please tick the reason mentioned below :

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

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

a8 l.?i‘.&& ............... Time: "l(arn .........................
Oﬁgin:..jmﬁmsﬂsﬁmm,?...... Height: ... |2 (... Weight:......‘nt.m?'.&...... BMI: So-?kﬁ]ml’

Food Allergies: .. .N,.Q .........................................................................................................................................................

Type of Diet: T Liquid [J Soft L] Normal [J Diabetic
L Vegetarian /E/Non-Vegetarian [ Vegan

Diet Advised:

Patient’s / Attendant’s Dietician’s
Signature: ....="705 S o S Signature: gﬁ”‘% .............................................
Name: ... S BENB oo
Date & Time: *}. 31@5 Date & Time: H%?'Qb ..........................................
L ‘e

Doc. No. : RCHBH / FRM / CLINICAL / 195 (PT.0)



DIETARY NOTES

Date Time Notes Sign
5]?[&6 I 10 am P::UH(MJ' ds srable, Ova] durake 5
ﬁgcw! eovch i ¢ Qe{i" aﬂ,\'d/ gﬂ’f%
6[#26 Lo:40am | pocdiont uis Stable, oral dnia e £

é.’}éf)ﬁfﬂal, Cordi nust S‘DJVd‘J/; ek

N@\dﬂé’——




