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e Rainbow Children's Hospital - Banjara Hills

Z 8
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's e ,Telangana, India ,500034.
Hospital <SRy TEL NO :+91-40-4466 5555

naken WEB : https://rainbowhospitals.in

ADMISSION SHEET

(AR
Registration Details : IREHE LA ]

Admission No : IP5-00175984 Admit Date : 05-Jul-2026 Admit Time : 10:49 AM UHID : BAH-00640789

Patient Details :

Patient Name Mrs UPPUGALLA RACHANA Age :29Y11M14D
Guardian : Mr RUPIREDDY ESHWAR REDDY DOB : 21-07-1996
Gender * Female Religion
Occupation : Martial Status : Married
Address (H) . FLAT NO 303, SMR, VINAY PRANGAN, Phone No : 8790916884/ 9193545454

Madhapur Hyderabad Telangana INDIA E-mail - NO@GMAIL.COM

500081
Admission Details :
Bed Type : SHARED WARD Bed No :SW 416 Ward Name : 4F-BIRTHING CENTRE
Room No : SW416 Admission Type : First Visit
Contact Details :

L i
Name > }Q\rEUPIREDDY ESHWAR REDDY Relationship Husband
Contact Address : FLAT NO 303, SMR, VINAY PRANGAN, Phone No : 8790916884 / 9193545454

Madhapur Hyderabad Telangana INDIA 500081

Signature

Doctor Details :
Dactor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisati : OBSTETRICS AN ECOLOGY

JANAGAMA pecia ion S C D GYNECOLOG :
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 05/07/2026 10:50 Printed By : 020296 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

Presenting Complaints me: 5 [ttl’.lﬁ ' EDD: (
Clo  anat | bl comengpo:  ‘ohelad. e 23T
Obstetric Forﬁulg: : ‘Menstrual History: Regular: [] Yes [ No
2ol

Ohsteiric Examination
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s, LU S
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. & &D*ﬁdﬁs %LF( auSo
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/‘ = L3
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Draining: (] Present  [] Absent [] Bleeding

O C?phalic (] Breech Others
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Vaginal Examination /
N / Cervix: (] Long artially effaced [ | Effaced
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Weight: .............. kg ’\QQ( Os: Closed Dilated @-—’D/W‘/

L oSO ) IR, 1,5 Mambrines: @,t ] Absent
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nd Liquor: L] Clear L] Meconium [] Blood Stained

General Examination:

Cotibclousnasac o™ Palior @ Presenting Part:  [] Vertex (] Breech L] Others

lcterus: odboyewnl— Edema: ooy Sutton: O-8 18 O-1 00 O s +2

Temp: afelsrule PR: Q2| rwir Pelvis: (] Adequate  [] Doubtful
BP: ‘aﬂ%‘tmw DT!(—%

oVS: %,s»% RS bl

Liver/Spleen: Qufng{ Urine Output: ”“Q"ﬁ*&
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Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.T.0)



BAH-00640789 IP5-00175984
Mrs UPPUGALLA RACHANA
21-D7-1996 29Y11M14D (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

RO

Family History:

Surgical History:

Arr-

'\
’a"
¢

[#tor 237> Cophe gl
rAt Lty | mt.mwk

\ Hew 'In e Bm
il @M =3 S U

NN AN

Medical History: Medication History:

- T
Plan of Care: Qﬁ;h O T Investigations: ‘ |
_Ad ey -, NS MO w .
- Jﬂfﬂm.\.& \-m\%'-"’&— (V?‘"»Q) \1(@@9_))-}4\2 ’
e ()5\919 osdt @»r\cf.m - ML
= QJ!\!._LL_)Q&FOQ MG‘“\O}J‘-L’*T b - l’_l’a[:) i

15,

L

rw\\%’\ga

Ny 1@ v gk

L

Poddutopr
820

‘.ca w
Dr. Shithi @:d
Beg. Bo:
=&
3

ant Name: D-jl ..... QL’?\_LM\—( ..........

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



‘P5m175‘384

*S:ﬁ,o;:g cnl: ,:15 D F) ? ®
e bl Rainbow : .. g%
|: um REDDY \\““ Children’s . Bll'tthg ht
\ \ “\\ \\m\\\ \\ \\\ Hospit al . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet '
2 | Discharge Summary ¥ N
3 | Nursing Initial assessment . N _ ST
4 | Patient Transfer form ) i
5 In-patient Medical record e
6 | Doctors progress sheets jrh i ot B
7 Nursing plan of care and handover sheets / 5%
8 | Consultation sheet’ Sl
9 General consent for treatment
10 | Consent for Surgery
11 Consent for blood transfusion
12 | Consent for chemotherapy Tty
13 | Consent for high risk W
14 | Consent for Restraint~ \(‘th\-\oj) =
15 | LAMA consent U i
16 | Consent for special procedure / Sedation s A i
17 | Consent for Formula feed il
18 Consent for MTP
19 Consent for Radiological Investigations e A
20 | Consent for HIV test A\
21 | Anaestesia notes (Pre Anaesthesia& post) '2(/""—
22 Neonatal Admission/Delivery/Physical Exam |
23 | Medication Reconciliation |
24 | Emergency Triage record 5 [
25 | Pre operative check list R
26 | Surgical safety checklist !
27 | Operation Theatre notes S
28 | Nurses clinical Presentation ‘
29 | TPR &BP chart \
30 | Intake and Out take chart (fluid chart) il P
_ 31 | Drug chart (Regular Prescription) T e
32 | Investigation Values (result sheet) \ /
33 | Nebulization chart i ]
34 | Nutritional review chart 3
35 | Intensive care unit (ICU Charts) b 4
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale o
38 | Braden Q Scale :
39 | Bedsidechecklist ‘N Mae | 7)) _—
40 | PICU bed formula Dilution feeds i
41 | Gastro monitoring chart d
42 | RehEDdoctorsnote My by Q0 ]
43 | BP Monitoring chart -
44 | RBS monitoring chat = . / h
s loe | T~ / . ¥
/ sy L <\ \‘ VD
Total No. of Pages / U\(J{ | e \\/l’
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Date» ™
DRUG: [+ LA 3P (et [aut
Dose | Route |Frequency |Starj Dt. [S
Lo [P= | 1 § ) 2lsontd 2y
Name-& Signature of the Doctor 3 2 >
Starting the Drugs: 2 [
\Dmt A m \\) ,/ g‘ﬂ1 S
Lod, DO A
Additional Instructions: : , I\ o 1O\
9 L)
1)) \
Daily Doctor’s Endorsement by a Sign \( A~
Datek \
oruG:~T. PAnTef Ting bT BW | 2
Dose | Route |Frequency L&}tart Dt.
Lpowyp @D Rp &3
Namé & Signature of the Doctor b o
Starting the Drugs: o
£ P
AdditionalTnstructions: ()
A
Daily Doctor’s Endorsement by a Sign }/
Date»
DRUG S, M@\Mﬁye WA 4
Dose | Route | Frequency | Stajt Dt. | \Q [\ /
Vvl W | @uo | B [ NS /
Name & Signature of the Doctor o W /
Starting the&hgs P 57/ / s P
b fetbuge TR A A 3
Additional Instructions: P wr | ) / o b ?'\ A 5
b g / e =)ot
,\? { L] ! & HOo
Daily Doctor’s Endorsement by a Sign
, - Datey
DRUG: - CiFei Tie
Dose Route | Frequency | Start Dt.
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: Z}:—\\
48
Daily Doctor’s Endorsement by a Sign e
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Dose | Route |Frequency StartDt.|
2oocwt po By |Hlvhe S

Name &/Signature of the Doctor

Starting the Drugs

DWS

Additional lnstrucuons.

&
&

Daily Doctor’s Endorsement by a Sign

DRUG: T - PARACETAMOL [poe

Dose | Route |Frequency | Start Dt. ;qc &
ot | po | @up |+ :
Namé & Signature of the Doctor S
Starting the Drugs: 3 v 7
. HP) %‘ t
Additional Instructions: \"é‘mg
[l
Daily Doctor’s Endorsement by a Sign
Lam Date? &
oRUG: * | - METEf L Tip e&Q( %
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Name & Signature of the Doctor Y e
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Additional |nstruct|ons
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DRUG :

Date
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Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Rainbow"® : L
Children’s & BirthRight
Hos pital . BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Right to a Safe Delivery
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A
[ ST
Date of Admission: ......... 6\} .............. Drug AlIBIGIES: .euvevevereiieiriiiciiieissseseses e 1ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a IineI 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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Date

b

Tipe

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Date

v

Tig\e

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:
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L—
Daily Doctor’s Endorsement by a Sign 8 5 £ 424
ﬁJ_
DRUG : Tab. PARACETATOL . [T
Dose Route | Frequency |Start Date \‘5
t4 | PO QD  |ople [ow /
Name & Signature of the Doctor b /
Starting the [‘)rrugs: L o /
0 § L y
D2 IM’U}M ( 2 /,,;‘l r\
Additional Instructions: p) / e /,{\ 3
3 S
b pd Q
o S
Daily Doctor’s Endorsement by a Sign
DRUG: o b. DICLp FENAC %?Tt]‘;'\
Dose Route | Frequency |Start Date ) \
somy 0 | 7D [ehbe| |1 ] 1)
Name & Signature of the Doctor \ J T
Starting the Drugs: \
DA TETACVING W \
Additional Instructions:
Daily Doctor's Endorsement by a Sign
DRUG: Tk - TRATNADOL  DESTAL oNY | [ ]
Dose | Route |Frequency |Start Datelg, {
|ooMq PO 7iD 6/5}/2(, & O g‘% |
Name & Signature of the Doctor 0\5} l
Starting the Drugs: 73 .
DA- TETASVA] ﬁ/ ey 5 1
| | _ | = |
Additional Instructions: \% i ‘;\A ; | | \
| | [ i
L v I N — ) SN TN | SR .
f [ \ ‘ ‘ ‘
Daily Doctor’s Endorsement by a Sign Y [ I [ l i
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A D
Name & Signature of the Doctor el Do Dose ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
as . D Do D Do
Additional Instructions: o * e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme L Nurse Sig. | Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
BHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Dy
Route Start Date ose Dose Dose Dose
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Name & Signature of the Doctor pon ] Boce Doss D
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Additional Instructions: o i ok oy
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STAT / ONCE ONLY DRUGS
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It takes a lot to treat the littie, Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date L~ s 22
Time | 8 | 9 [16f11]12{/1) 2 [ﬂa' (‘E) (fs_; 7) 8 | 9 |19f11)|(12)|() als|e]7

> 30
.RESP 5 21-30
(write rate in
corresp. box) 11 - 20
0-10
. 94 - 100 %
Saturations | =94 %
Administered 0, (L/min.)
40
o
3
‘Uo
(2]
< 35
x
™
W
=3
-]
]
™

—
anssald poojg 21|0isAs

130
2 120
a8 110
& 100
| § 5 -
= 80 P! 4 la Foo o 7 o1 Y | Y BN
3 70 i e b a6 a6
2 60 y
2
H 50
40
S R |V T T O P 510,
RESPONSE Yoice il
[v1 Pain
Unresponsive
URINE > 30
mls / hour <30

Protein + +

Proteinuria
Protein > + +

{ Loehin Normal
! Heavy / Foul HEiieie i
‘ : Clear / Pink

Lispsow Green

[ = g I
-]
51N

TOTAL YELLOW SCORES e T P s "—‘ 9 T ﬁ g et B
TOTAL ORANGE SCORES T o % re} o) ¥ v ’ % , -
E! e Nurse Initial i, - L [72 i< . =
\ / ? b A o é ~
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Obstetrics and Gynaecology

]

Early Warning Signs
£ =
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ J
- LV e < .
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
4 P e v
: s N
i R > 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
X o

U |

LN T oe

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

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

10|11

0 4

11112

RESP

(write rate in
corresp. box) |

Saturations

Administered

2, dwayt

< 35

170
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120
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[v]

Voice s
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Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

s =

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

e 7

'
Lo L

* The Modified Early Warning Score (MEOWS)

L]

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

L

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ J

& S B N

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

Observations
Observations in 30 minutes

M 4 i " Y,
/ ~N

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

» J

* The Modified Early Warning Score (MEOWS)
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FLUID CHART]

i, SO
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.

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

Date | Time (I}ag::uri% Route NG | Diarrhoea | Vomit | Drainage | Urine Pgr%rgrigg ,?liﬂ'slé
Mouth LV N.G
08:00 am 14
09:00 am (5
[T EET S VA
A¢[itoam © |)Xa
& 12:00 pm ) i | 1O [
01:00 pm ho 7
Total Intake : Total Output : ¥
02:00 pm o O (Tomt
03:00 pm O Nyt
04:00 pm o Ty nJ
05:00 pm v ) o R
06:00 pm ,ﬁj AGW O of n;P
0700pm | o 255w} (ponf 0 M
Total Intake : (Vo0 TotalOutput: () — > pA —
08:00 pm gsw (.00t {f © 7
09:00pm [taoy | pipy  ['O%- e
1000 pm | wggo, oo ™0 L ) Boou | © G
1:000M | nggy, 100 €14 : o ‘-‘”’m‘a"
=1 1200am {orggo., | NP [I0DE” © \
01:008m | ey oo v~ R G
Total Intake : l'\U\@ ~ Total Output : m A
02:00 am W' T ooy~ o It
LLILLIG P IRT IR e © |\
0400aM vy AN I o ooodl 2 {1 ¢.
05:00 am B0 |joot i O i
' 106:00am , M0 iooua R
,07:00am S0 oo ww Yoy | 7
Total Intake : L| oA Total Output: .0 pON]
Total 24 hrs. Intake Total 24 hrs. Output
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Tt takes 3 lot to treat the iittle. 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.

Intake 1 i Dupet v She ‘
. Nature : : - . | Phienins | Sign.
Date Time of Fluid Route NG | Diarrhoea | Vomit | Drainage | Urine Score | Nurse
Mouth LV N.G
08002m | (ytou Cavel M [ O (lvm (
03:00am | ;oM |8 0 }g,..,\q | \ 7 O (\Unr)
Q:\ﬂw 10:00 am | g0 2 el |4 gL\P MEE S Q__|Duor
S [10an ooy B0 g I 0N 10 Jov ot
1200pm | wayl o, 25|~ ; [
01:00pm MY [ W | 2GR \
Total Intake : | ok o~ Total Qutput: () — 400"
03:00 pm H,Q,gb,},’ B s
0400pm | (S|
M W p antj» Catnd Ll i
Q) GS:Q%pm MQ/QA 4 e Q,g-m«l[,,x \nSord
06:00pm | (An1s }o%ﬁ.m[w
0000 [ gearl | Yoo |25l Sgornd.-

Total Intake : “Tetkox™ Total Output : & A sge d

08:00 pm oot @ | a0 [Sre) '
09:00 pm ,«a@, 0 (9

© [ 10:00pm o)
: Qs

4 a0 1
11:00 pm

1200am | ¢ \ \ | Lo0p,
0100am | ‘ o
Total Intake : RQ&D Total Output :
02:00 am | 20
03:00 am D 1
0400am| , ‘ g ,
05:00 am BYSTY T‘ i B
06:00 am \
07:00am| . . \
Total Intake : w Total Output :
/
B oo™
Total 24 hrs. Intake q,oovw’ Total 24 hrs. Output [/ ~—\  ™M.—O
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[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.

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

L __ Outp ] vste =
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | BIO.
_ Mouth | LV N.G p L0 L}l
00an | ) o / < bt
09:00am | WO 0 LinMe]
1000am | W\ | o0 M o Uk
11:00am | B9 | \ S o (UM
20| A | ael | © W
01:00pm| | ‘ ¥ et
Total Intake : Total Output: \). 3\ "’\1;_\
02:00 pm WO 0 Iusk~
03:00 pm i / v i
04:00 pm A0 i 0 Uik
05:00 pm : O Lotk
06:00 pm N2 i /1o lawe
07:00 pm 0 (o
Total Intake : Total Output: () § me 2—
0800 pm il T e
03:00 pm e | N0 [Twwe
1000 pm A te /1 s
11:00 pm By L MR B
At ol >,
12:00 am - \ A s
01:00am il ‘ £ U R
Total Intake : TotalOutput: 0 — . wm— O
0200am T Gl
03.00 am | huw?
04:00 am W0 4 ; ; TUNAAL
05:00 am WF‘ % LR e
06:00 am R | e 1ie A Tl
07:00 am Vi " Huw)
Total Intake : Total Qutput: |} — 8 pn —
Total 24 hrs. Intake Total 24 hrs. Output -—-cg w
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1. Al measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake e e

Thrombo- [ .
Date | Time gagll:;% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis [ Slgn.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am

12:00 pm
01:00 pm

Total Intake : Total Qutput :

02:00 pm
03:00 pm
04:00 pm
| 05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Qutput :
08:00 pm
09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am
Total Intake : Total 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
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RSSO " i {QIf\CD':’I&F‘IMO ...... 4@011 ’ﬁ")ﬂfg ..............................................................................................................
@ aintain Airway and Oxygenation [ Relieve Pain & Discomfort L-aintain Fluid Balance J_J/Im)ﬁe Activity Tolerance .,H’mm Good Nutritional Status ‘-t'l’faantam Skin Integrity
f_g [Z] Maintain Personal Hygiene _-Prevent Infection [ Meet Elimination Needs (] Ensure Safety ("] Early Ambulation Reduce Anxiety [C] Patient & Family Education
S | [ Identify Potential Complications B N 4 oS O M o Sl T SRR T e e e S
Time Plan of Care Time Implementation Evaluation
7 .
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venl
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Assessment: ....... Pﬂ\fm»—# ..... CG/"‘{)L""WO"F ...... f’ ke i Sl g i . By et OB e s e,

o | [ Maintain Airway and Oxygenation =Relieve Pain & Discomfort ~—7 Maintain Fluid Balance [ Improve Activity Tolerance (EMAaintaIn Good Nutritional Status [C] Maintain Skin Integrity
s =Waintain Personal Hygiene _-Prevent Infection (] Meet Elimination Needs [ Ensure Safety (] Early Ambulation Reduce Anxiety ~_—Patient & Family Education
S | [ Identify Potential Complications [ ATSEOMENS. SDBCHY ... s yususnsesnsiidios smsmbbisse st oo sy S s M e o BB T e S

Time Plan of Care Time Implementation Evaluation
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w | I Maintain Airway and Oxygenation Ej [J Relieve Pain & Discomfort [[] Maintain Fluid Balance [ Improve Activity Tolerance []J Maintain Good Nutritional Status (] Maintain Skin Integrity
ﬂ_g ] Maintain Personal Hygiene [CJ Prevent Infection [J Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications ELL e e N TR LY oL e o 51 S S e 0. i e (T R

Time Plan of Care Time Implementation Evaluation

tp © mOsess g palind 0 nolug opm 1agesesacol ot wodidleo

&
N gy flds & maton. 07 reotine . i kS A

- flo Qo -mauntodned £1o cha
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w | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort +Maintain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status [J Maintain Skin Integrity
'§ @Mﬁmain Personal Hygiene .__L-Prevent Infection [] Meet Elimination Needs _D/Eusure Safety [J Early Ambulation Reduce Anxiety ———3—Patient & Family Education
© | [ Identify Potential Complications L AN OONE SPOCHY- .o L o b s B g e o o L ¥ S PR e R e DT o b B e

Time Plan of Care Time Implementation Evaluation
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e | [ Maintain Airway and Oxygenation __=Ralieve Pain & Discomfort ~[J—-Maintain Fluid Balance [] Improve Activity Tolerance ] Maintain Good Nutritional Status [C] Maintain Skin Integrity
E [] Maintain Personal Hygiene < -Pravent Infection I —Meet Elimination Needs —Ensure Safety ] Early Ambulation Reduce Anxiety 1 Patient & Family Education
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- aintain Airway and Oxygenation [ Rglieve Pain & Discomfort Q/ﬁaimain Fluid Balance (] Improve Activity Tolerance \D/Maintain Good Nutritional Status [ Maintain Skin Integrity
_g Maintain Personal Hygiene Qjevem Infection ] Meet Elimination Needs r\J/Ensure Safety (] Early Ambulation Reduce Anxiety ~=Patient & Family Education
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[) Patient & Family Education

PO e oo T ot SRR B i s i AP e 0
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Shift: () Morning DAftemoon rght

Assessment: ......... Aolent 5. Thowing. .1 iscomyd

[] Maintain Fluid Balance

_[1] Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort

[C] Improve Activity Tolerance ~ ~—fT Maintain Good Nutritional Status (] Maintain Skin Integrity

§ _L-Maintain Personal Hygiene [C] Prevent Infection [J Meet Elimination Needs ——++—EnSure Safety [Z] Early Ambulation Reduce Anxiety A-tPatient & Family Education
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It takes a lot to treat the fittle.

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: %ﬁhw{h\\ ................ Department: O@L ............... Date of Admission ...

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

hl
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Z | Diagnosis: Q Any Infection: [1Yes CINo LNot Known
'g M ! O}f""“ H YOS SPOCHY: ......ooneermererecbosasenssasansonsassicn
&
2 | Area M ool o0 | w2
3 | Shift Time M_O SR m“"‘“ g " ?V“"“ 9 o0 €0
§ Medical Condition
= | (Any special condition to be noted): ) X O N
' ‘5 ‘\}Y\ ‘A o })
Alergy: ] 1 Yes (A0 | Yes 1No | 0 Yes (o | Yes (%0 | Yes_=rflo | 0 Yes ;/No
Tubes/Drains/Catheter: O Yes B«gﬁ 71 Yes #'No fn/Yes C1NoL=Yes CINo|cr¥es £ No \7Yes CINo
Vital Signs: Temp: [ Z\L | ALY Joger | AE 4@y 0Rep
e Res: At [aoHe [ 24P |10 [RD9
& Sp0; | P, | A Jog). | aaY | wol |y L
% Puise: | 9 QM| gel® | ©b|m |gopl? RIHLN
= b il
2 BP: [ 112y | o\ heaer [aul®) [\ oed oo
Fall Risk Score: | — a0 |90 19 o
Pain Score: | T U _ o) % o
Safety Needs: \fﬂ) ‘{ﬁ\ W”b o NI el
- Physiotherapy | Yes i#No | Yes (#No |0 Yes &o | Yes (o | Yes “No DQes Uflo
- & 3 SN
g Others Specify: | ™2 N\ 4 nNO- ALn
'E’ Special Diet: |0 Yes [ Ne| O Yes /7 No | O Yes v/No| 01 Yes m O Yes &N0| O Yes #/No
S |Other Special Orders / Medications: R _
- N2 i NT: o a1 N alo
Post Operative Procedure Special Orders: t,\f')/ &Q‘ n\p NS NO— (\)W
‘EWK‘
Handed Over By Name : w = ‘\‘J\ M X\, g
y b N L q
" AV 01663 ¢ (\\; orco ¥
Signature : @ S\ Sm" 3 '(l‘J\ M.qu &
Date: C \9’\'1—1 S\XA | 6 F3iNe (0\7““’ £,k éfﬁ"
L. CAUAL QT leno | N7 | g0 |Re®
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e WOA [ Talos [0A0E | (vl [ pis [3s
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It takes a lot to treat the fittie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: Df%%m&ﬁ'y ................... Department: ... 9. 300 ..o Date of Admission: ..... g l}{”(’ .....
é Diagnosis: .»{/SCS Any Infection: (1Yes [INo [ Aot Known
3 @, If Yes Specify: ........... b A
7

[
S | Area 4 og }(Pd\
—) " 4
% Shift Time &9@(‘\\” Y G
¥ | Medical Condition
S 2 - )
= | (Any special condition to be noted): \», ‘)W
Allergy: 0 Yes D{o- O Yes;z’ﬂo [1Yes CINo | Yes CINo | Yes CINo | Yes CINo
Tubes/Drains/Catheter: [ Yes (MO | Yes }zﬁo C1Yes ['No | Yes C'No | Yes CJNo | Yes CINo
Vital Signs: Temp: | o | AK€
- Res: | ibim | ohnd
= Sp0; | op1* | agr
w
2 Pulse: | q:hlw G
- BP: | piol6 | w\g
Fall Risk Score: | «,$ ok
Pain Scare: | © ©
Safety Needs: | M) | £0% AV
@ Physiotherapy | Yes (o O Yes )Z/No [ Yes CJNo [ Yes C1No | Yes ) No | Yes CINo
E Others Specify: Ner OF
'E e
E Special Diet: | Yes)E/No 1 Yes ?/No C1Yes CJNo | Yes O No | Yes CJNo | Yes CJ No
=
8 |Other Special Orders / Medications:
0= O
g
i il Orders: | N& ¥
Post Operative Procedure Special Orders:
2
Handed Over By Name : \509\’% K@S’y
g
Signature : & W
Date: ab | a\A’
Time: (AN oo™
Taken Over By Name : W (Q: e
Signature : O/ g'v—
Date: sk | gl s
Time:
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"y hicemn=. | [y BirthRight
\\\\\\\\“\\\\\\\\ . Hos pital BY RA.INBOW HOSPItALS
Morse Fa" Rlsk Assessment Form e s e e W Your Right to a Safe Delivery
. Date /Ti 9/2 4
Choose Highest Applicable Score from each Category Al :(D/E ’Tb,e & Fall Risk Grading
Score g’ﬂw\ }ff‘“ P2 el i) @p’” ~ £ eun
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O o ¢ Risk Level Morsu:'::I;)Scure Action
Secondary Diagnosis Yes 15 [ ( A Ly~
(more than one diagnosis) No 0
Furniture 30 Standard Fall
; Low Risk 0-24 R
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O O o
Yi 9_©
IV / Heparin Lock or Saline Nes 2;] 20 £ Q Implement
0
Moderate Risk | 25- 50 Moderate Fal
Impaired 20 Preventuo_n
GAIT / Transferring Weak (uses touch for balance) 10 S
Normal /On Bed Rest /immobile 0 O 2 o implement High
Forgets limitations 15 S Risk Fall
Mental Status .g = o ¥ High Risk # P;ev nti
Oriented to own ability 0 C) é O i 7
Intervention
Total Morse Fall Scale Score: -4 4 s 3 ™
Signature | JunT) bt J Ueas_>
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [7] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ["] Hourly safety check
E/Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
[Z-Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
m safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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It takes a lot 10 treat the fitte.

Choose Highest Applicable gcore from each Category

Hismry of Falling
(immediately or w/in 3 months)

gStandard Fall
Precaution

Secondary Diagnosis
(more than one diagnosis)

|mplement
Moderate Fall
Prevention

Intervention

Ambulatory Aid

IV / Heparin Lock or Saline

|mplement High
Risk Fall
prevention
\ntervention

GAIT / Transferring

Total Morse Fall Scale Score:

all low risk intervention and

Moderate Risk (25-50) Apply
pulation. Reinforce 10 always C

(] Assist and/or supervise am

ons) [ Hourly safety check
lasses if any, in the hospital ] Assess patient after visitors, leave to ensure safety measu

High Risk (=51) Apply all low and moderate risk interventions, and.
[} Initiate constant observa jon by healthcare provider as appropriate to

all for assistance

Tick (v) whichever precaution taken.
Risk Level and Interventions
Elﬂisk (0 — 24) (Standard Falls Precauti
= NSUre Patients use their prescribed eye @
(] Mse chairs with arm rests
T Use safety straps on stretchers and wheelch

res in place
patient's needs

airs while transporting patients

Docu. S
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’ - - - -
i ! ; ; Modifying | Patient / Family y
Date Time Pa;'l; ﬁ:‘)"e Location Duration Acuity Character Esktors Educated Intervention Sign
(] Continuous | [ Acute () Sharp (] Dull [ Increasing ] Yes Uy
0 : R PR e Al : . i
g\ \» \\ A"’l [\O H% ] Intermittent | ] Chronic [ Aching (] Burning | [] Decreasing | LI No r)b& p 'm‘xh on |
] Continuous | [ Acute (] Sharp (] Dull [Liacreasing |17 Yes P ot 9&0,‘“\'
{\;;L w rQ ![@) E \' | = Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | (1 No , N :
! t %&D [ Continuous | [ Acute (1 Sharp ] Dull [ Increasing L] Yes ﬂeni[cmu Ty
q*f% o ‘ [ Intermittent | CJ Chroni () Aching ) Burning | [] Decreasing | [ No / ( A
fw\ 2w \ ntermitten ronic X
l ; A 4 [] Continuous | [ Acute (] Sharp  CJ Dull [ Increasing [J Yes
) i [ i i ] Burni E i =
3 q’Q{Ig W O!TD | ~ 1 Intermittent | (] Chronic (] Aching [ Burning | [JJ Decreasing No QM%‘ Q/ngt?
; 6 ( l (] Continuous | [ Acute C1 Sharp ] Dull 1 Increasing 1 Yes O’m& of
o ‘ ' 1 Aching [] Burning | [] Decreasing | ] No o g/g
7 h’—hﬂ ‘GW R [ Intermittent | [ Chronic g g| O obfoora 4f ~ %
) !IE I [J Continuous | [ Acute . (] Sharp  [J Dull (] Increasing | [ Yes unry 4 S
ﬂ;ﬂ 78 \Oprr) 31 o Mo [] Intermittent | ] Chronic [] Aching [ Burning | () Decreasing [ [ No b an.oi_%
- - r'% . Y
l dur-afu ] Continuous | [ Acute ] Sharp [ Dull 1 Increasing | [ Yes L~ (LY (S\
ullo ) . . . ; : : : Wm
(1;] [1, \t P‘” Lt 1 Intermittent | [ Chronic 1 Aching (] Burning | (] Decreasing | [ No anrol ? eJY
fSU%\Mn [] Continuous | [ Acute {J Sharp [ Dull [l Increasing O Yes wn o < :
g\‘ﬂ'lo M 1‘TLt-(’). N ] Intermittent | [ Chronic 1 Aching (] Burning | [J Decreasing | [ No B/b R .S %q
L% CJ Continuous | [ Acute ] Sharp [ Dull O] Increasing | [ Yes wnoko) 8 Y
1A F6 1\ [ (1t | O Intermittent | (] Chronic 1 Aching (] Burning | (] Decreasing | ! No m‘% “-"Jiﬁﬁ
= N
ébﬁqej [) Continuous | [ Acute () Sharp ] Dull [] Increasing ] Yes tn Ol P 7 £
5\ g Shika \‘I\O H\, [J Intermittent | (] Chronic ] Aching [ Burning | ] Decreasing | [ No - -—!- G-'\-CEU_IC,

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
d) 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.

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 l | 1 | |

Lo ®

No Hurt

Hurts Little Bit

I I I 1 1 I I I A
2 3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul y " Occasional Grimace or Frown, . Frequent to constant frown,
o 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
SN Laying quietly normal position, Squirming shifting back and . 2
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake o asleep) complaint frequent complaints
Reassured by occasional touching,
Consolabili Content, relaxed hugging, or being talked to, Difficult to console or comfort
R 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 toany | 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,Jess than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

Sa0,76-85% with equal to 75% with stimulation -
stimulation - quick | slow recovery Out of sync or
recovery fighting _venﬁlator
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Morse Fall Risk Assessment Form At
. Date / Tim
Choose Highest Applicable Score from each Category Sec/ore ’ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:MF:g)St:ore Acties
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
: Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline oas 2 Implement
"o 0 Moderate Risk | 25 - 50 Moderels Fal
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 ’
e Fo.rgets limitations it 15 High Risk > 51 Egteﬁlilm
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score:
Signature
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) (] Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
L] Use chairs with arm rests 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. : RCHBH / FRM / CLINICAL / 006
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S I 111 PAIN ASSESSMENT FORM i 1 e
' A Modifying | Patient / Family L
— — (0/10) Location Duration Acuity Character Factors Educated ~ Intervention Sign
; i ’ - [] Sharp 1 Dull -1 Increasing |—=+Yes nd
10 | / Swyis | O Continuous |- Acute O A
oG e % intermittent | [J Chronic () Aching (1] Burning | [ Decreasing | [} No jon | PV
pm ZM A OhAeAVe
12 3[ 0 [Swx (4] () Continuous | [-Acute []Shap _1Dul | E-increasing | —=-Yes Trg. Pem ¢ .
ANt ‘ . (] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No 2 i e
pro Lile [ . Hvea
8 | Wi [ Continuous | LJ-Acute [1Shap _1pull | Lkdncreasing | =Yes UrdeA T
b “(P o 10 . J-Intermittent | [ Chronic (] Aching [] Burning | [ 1 Decreasing | [ No ' nrA _
iye Ohf eRvation
' - 4 |cC] Continuous |- Acute () Sharp 7 Dull (] Increasing |—Yes 'l’ﬁ\ ‘P e
] Sovpd [ 45D A4 AL 2
6 [W’bé (7?”"\ ‘ lo & {5 \[;nteuniﬁent [J Chronic [ Aching () Burning | {1 Decreasing | [ No FHVE O k) h‘j
\ 4 \'L’o & i< | O Continuous | [ Acute ] Sharp (] Dull [J Increasing | [J Yes Ol y
C x’Pm) \\W hh ] Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing | [ No %ﬂ—ﬂf cj,tu\ (g “/:t}r"i
N
o ® guq\a\p ] Continuous | [ Acute . ] Sharp [ Dull [ Increasing O Yes Ot
’eﬁ b [\ \\ : . ; Sl : . 3 4 e
'(3\ P \ d b (] Intermittent | [ Chronic [ Aching (] Burning | [] Decreasing | [ No O“b(bﬂb?‘) S y\;ﬁ &
&““&op ] Continuous | [ Acute ] Sharp [ Dull [ Increasing | . Yes ST €7 \l
Mf}{o o) D\\D &Q\‘l 1 Intermittent | [ Chronic (1 Aching (7] Burning | [ Decreasing | [ No B@lﬁﬂ-ﬁﬂ“ f a«w%
oo ] Continuous | [] Acute {] Sharp [ Dull [] Increasing (] Yes U/\,QLI_/ v
;(\dg\% &‘Qﬂ) \\\5'D Qe [] Intermittent | [ Chronic [J Aching (] Bumning | [] Decreasing | (] No N cjaﬁm M«dﬁ
\ ) [] Continuous | [ Acute (] Sharp 1 Dull ] Increasing ] Yes il v
&x© | \\P - - s 8 CXCPP I
’%/\é{hb \\ s’ﬁ [ Intermittent | (] Chronic 1 Aching [ Bumning | [] Decreasing | ] No
?{Jﬁy/é 1 }0 M 0&0 gé, (] Continuous | [ Acute ] Sharp ] Dull (] Increasing O Yes )\}g/ }\_\,W—\
‘ [ Intermittent | ] Chronic ] Aching [] Burning | [] Decreasing | [J No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

l 1 l ] | 1 ] ] | ]
I L I 1 1 I I | I 1

1 2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

PO ®®®

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

¢

SCORING
CATEGORY
0 1 2
No Particul . i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ; :
Activity mgveg gasllyy ! Iucim, tengse ? 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)
e 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 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 ‘| (not sedated) y
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli 7 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, BP, 820, | stimyli 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 ventilator
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PAIN ASSESSN\ENT FORM
Modifying

Fmuy

Pain Score

\ncreasing
O Decreasing

El \ncreasing
] pecreasing

) Dull

] Sharp
O Burning

] Aching

[ Acute

O Continuous
) Chronic

O \ntermittent

| |ncreasing

] Continuous | Acute ] Sharp 1 Dull
O \ntermittent 1 Chronic ) Aching ) Burning - pecreasing
] Continuous | ! 1 Acute ] Sharp 0 Dull 7 Increasing
[l \ntermittent [ Chronic () Aching Burning O Decreasing
] Continuous 3 Acute (] Sharp 1 Dull [ \ncreasing -
O \ntermittent 1 Chronic | Aching ) Burning — pecreasing
1 Continuous [ Acute O \ncreasing —
5 \ntermittent (1 Chronic O Decreasing -
Increasing

— Decreasing

(] Continuous [} Acute
O \ntermittent 1 Chronic
r1 Continuous ) Acute 7 \ncreasing
O \ntermittent 1 Chronic I Decreasing
| Continuous ) Acute — Sharp [ Dull — \ncreasing —
- \ntermittent | | Chronic — Aching Burning | - Decreasing —
O Continuous ] Acute ) Sharp ) Dull — |\ncreasing ‘
- intermitient | & Chronic — Aching [ Buring | | Decreasing —

(PT.0)

'?ﬁ;::s;;::': Frequency:

2. For DOSI-suf;‘:;; tﬂf_ all hospitalized patients.

a) Atleast eve?:gems' patients with chronic pain, patient with severe pain:

= hours for the first 24 hours Then every 4 hours.

d) Witnin 30 - 50 minutes after pain relief intervention

Drinr #n na:
mim ——ninn intervention.




Occasiong) Grimace or Frown,
Withdraw, Disorienteq

Frequent to constant fro\‘-_fn.
Quivering chin, clenched jaw

Laying Quietly normaj Position,
Moves easily

10

Moans or whi
Worst
Possibig Pain

Complaint

0) mpers Occasiong|

Crying steadily, screams of sobs,
frequent Complaints

Reassureq by Occasiong| touching,
Consofabﬂiry

huggl‘ng. 0r being talked to,
distractipje

Assessment
Criteria

Wong . Baker (Pediarrics) Above 7 Years
- TP ® g

Crying No Cry wi Painful | Moans Or cries Appropriate Crying Not Irritable or Crying at High-pitcheq or silent
Irritability stimulj minimaily with pajngy irritabje intervals consolapye continuous
4 6 8 10 Stimulj
No Hurt Hurts Littje Bit Hurts Lt More Even More Hurts Whoje Lot Hurts Worst

Inconsolable . awa¥e \
o stan®
Amusesmimmaﬂym ADpropriate for Restless, Squirming | Arching, kicking con '.‘_Je_,._-gaf“ \
muli Stimulj Gestationa) age Awakeng frequently | or Mo
No SPontanegys Little Spontaneqyg
movement

Movement

/ NO 3
Arouses minimally / ¥
(not sedated) /
Mouth is ax Any pain expression
] expressmn continua)

Expressign

Minima EXpression Any pain éxpression
with stimyi intermittent
Exlremr'ﬁe's

Tone

No 0rasp refley
Flaccid tone

Weak grasp reflex
decreaseq muscle

Relaxed hands ang
feet

.
Intermittgnt Continual clenchecs

clenched toes, fists | toes. fists, or finge: e
tone Normal Tope or finger spiay Splay R A -~
Bodyis nottense | Bogy is tense o > 2
ital §j i Se greater tha™ = = EA g
Vital Signs g No variability wit Less than 109 Within basefing or Increase 10-2p9; Increase gr 0 less BIEF" oyt = L
R. BR Sa0, stimuj variability from normal for from baseline baseline, ;(?53%"wﬂh " ;
Hypoventitation or baseline with stimufi Gestational age 5a0,76-85% with equal to = z
apnea

slow recovery Out o

fighting Vmﬂ;/—’//

Stimulation - Quick
recovery
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. Pain Score . : Modifying | Patient / Family A 2
Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
[J Continuous | [ Acute ] Sharp  [J Dull [ Increasing ] Yes
(1 Intermittent | [J Chronic (J Aching [ Burning | [ Decreasing | [J No
(] Continuous | [J Acute ] Sharp (] Dull L Increasing L] Yes
(] Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [ No
L] Continuous | [ Acute ] Sharp [ Dull L] Increasing L] Yes
C] Intermittent | [J Chronic 1 Aching (] Bumning | (] Decreasing | [ No
(] Continuous | [J Acute (] Sharp ] Dull [ Increasing [J Yes
LI Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp  J Dull L1 Increasing L] Yes
] Intermittent | I Chronic 1 Aching [ Burning | (1 Decreasing | [ No
(] Continuous | [ Acute . [] Sharp ] Dull L] Increasing L] Yes
L1 Intermittent | [J Chronic ] Aching (] Burning | ] Decreasing [ [ No
] Continuous | ([ Acute (] Sharp ] Dull Ul Increasing | .[J Yes
] Intermittent | (] Chronic (J Aching [ Burning | (7 Decreasing | [ No
[ Continuous | [J Acute ] Sharp O Dull 1 Increasing L] Yes
L] Intermittent | CJ Chronic (] Aching [ Burning | [] Decreasing | ] No
[ Continuous | [ Acute ] Sharp [ Dull _J Increasing O Yes
(1 Intermittent | (] Chronic (] Aching (] Burning | (] Decreasing | 1 No
L] Continuous | [ Acute 1 Sharp [ Dull 1 Increasing L] Yes
L] Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No J
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:
a) Atleastevery 2 hours for the first 24 hours
¢) Priorto 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)



Numerical Pain Scale (Obstetric and Gynecology)
] l l ] l

] ] ] l
- 1 1 T 1 ] 1 T T 1
0 1 2 3 4 5 6 7 8 9 vJo?si
No Pain Possible Pain

&>

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

OB D ®®

Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst

v
PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Hypoventilation or
apnea

baseline with stimuli

gestational age

5a0,76-85% with
stimulation - quick

recovery

SCORING
CATEGORY
0 1
No Particular expréssio i Occasional Grimace or Frown, Frequent toy = "
Face o Particular expression or smile withdraw, Disoriented quivering Ch:-},,“’"cs';tw o
= W,
™
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs b heo'
awy, .
o]
. Laying quietly normal position, Squirming shifting back and )
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, scrg
Cry No Cry (Awake or asleep) complaint frequent complaings S of S8
S,
Reassured by occasional touching, '
labill Content, relaxed hugging, or being talked to, Difficult to console o
fnanaany. distractible ¥ Conlort
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 minimadly 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 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, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0Jess than or

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

TR E A A S S G
Time : " §prn~
4. No limitations: &Pm 2Pm

Makes major and frequent changes in

Mobili
Y in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. ij L’ ] K(
without assistance. to completely turn self independently. independently. )
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedfast : 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.

W

L‘

A

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
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly -

by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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/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

| HighRisk:10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14

|  Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE
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Support Surfaces

a8 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 At s adi S v
Manage moisture, friction and shear gp 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 Rt
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
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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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

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.

Mobili . p e s e e = : i
Y in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. “ ' L1
without assistance. to completely turn self independently. independently. R
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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.

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Dccasionally moist:
Skin is occasionally moist, requiring

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

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.

skir:?sv:':::;se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
15 dSiahins Dampness is detected every time 8 hours. every 24 hours. \,]
patient is moved or turned. (j/ L\
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: :

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/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.

=
0
<

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
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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 _ 3
« 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 :
. Manage moisture, friction and shear Alternating pressure mattress overlay
« 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 oy
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges s
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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S\~ } P T;r”
DAY-1 617 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E T M E M N Remarks
M E
; No signs of phiebitis / = L Onedy
1 IV site appears healthy Chnaris Aavcin 0 {) 49 O & |C ) 0 i v wl ek
One of the following signs is
. evident : Possibly first signs of phlebitis ’ | S 4a
* Slight pain near the IV Site / / Observe cannula TARE e s
* Slight redness near IV Site £ gt
3 1:;083: dt;:at.followmg Signs Early stage of phlebitis / 9 _ PR -
Pain at IV site Redness Reshte Cannula Riaf S 3 X
Q\I,lig;rﬂ] e Tollowing Signs are Medium stage of phlebitis / = i
4 Pain along Path of cannula .FFP’S':G Catnnula Consider 3 — e - ‘ - il
Redness around Site Swelling o ;
All of ing Si
evi:erﬁ] g;gllnggzgivég:ns " Advanced stage of phlebitis or S
5 Pain along Path of cannula the gtan of thrombopljlebltls/ 4 T e iy ] ~
‘ Redness around Site Re site Cannula Consider _ <4
Swelling palpable Venous cord Treatment
Al of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophiebitis / B, 4 Wt o
around Site Swelling palpable Initiate treatment Re site e -y -
Venous cordpyrexia Cannula N
Signature of the Nurse 2 7 Yrt f;, Rt %Q,ETGQD =24

NOTE : Phiebitis 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 Shift In Charge :

Signature:: ................

Docu. No. :

@\J ................... Name: ......... @Q_ZJ@CC&.\.{. ....................
RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

Signature : ..........



around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Patient Sticker Rainb‘?)w" . - -
Children’s | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | .?ZJ‘:LTS?J:?S?E:?EE
' DAY-1_ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Obinvy diete s 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ::;oegifdt::t‘followmg o Early stage of phiebitis / 9
Pain at IV site Redness Resite Cannula
2&3;;? ? i e Medium stage of phlebitis /
4 Pain alo}lg Path of cihatila Resite Cannula Consider 3
Redness around Site Swelling Treatment
All of the following Si
evi:erft Z;g é)x\mgi?ég?s e Advanced stage of phlebitis or
5 Pain along Path of cannula the s_tart of thrombophlebnls/ 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5

Signature of the Nurse

NOTE : Phiebitis 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 Shift In Charge :

B e s bomssiasanensnnmis Name :

Docu. No. : RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :
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000 OO T MULTI-DISCIPLINARY PLAN OF CARE FORM Ghidre™ | ) it
Diagnosis:

_ [T’:::"; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
T Wedical | = Thitial : ) Nursing
\g(\vc-‘ﬁ Nursing O Modified é ! 2 Q N 1 Others:
S, Do O Qthers: O Per-Op ,
\o ¥ L O Post Op
O Medical |~ Tniia ) 1 Medical
Vv
ﬁﬂ% J-Nursing 1 Modified - PM N 4 M%w (7:”"7 1 Others:
G‘ pr O Others: O Per-Op ’ / ?,\7"0(%‘ f"\Wr\vff._,,\,‘,
O Post Op Ty
[J Medical O Initial b < sd‘” J Medical
4126 | O Nursing [ Modified - op- 2 20 ° S 1 Nursing
:H ‘ T Others: O Per-Op Em - ASCS J Foliek H“j"t pwkw\ Seunz _ZOthers:
q'”égw | eSS oun | A PostOp clielr
[J Medical £ Initial Ak D Coave CJ Medical
7/ 7/a2(> 1 Nursing ] Modified Pusk Pest P““L"” = 4 i CJ Nursing
Y. o Gthers: O Per-Op S @ ’ukm'\:j L 5 O Others:
P wPost Op i fuue K L’»ralnitj
) Medical O Initial I Medical
CJ Nursing O Modified 1 Nursing
O QOthers: tJ Per-Op 1 Others:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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D1, SHRUTHI REDDVID LAVANYA. INTERDISCIPLINARY PATIENT Children’s .BirthRight"

Hospital i )
ll / FAMILY EDUCATION RECORD e, | S s
Part - |. j :
Patient's / Learner Language: ...... \&: Wr?y‘”“ﬂ Patient / Learner Literacy: [ | Read [ Write [-Speak Willingness to Learn: LlYes [INo  Healthcare Literacy: _[+Yes [ No
— %
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) ~ 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights _' TTCOther NI e Lk e el o i
Part - Il
Use codes from the list in part Ill ' o
. Need ; Designation
Date Time Identified Information Taught i Comments Signature
Person Taught |  LeaMiN0 | Teaching Tools| to overcome | Understanding
Barriers barrier/s

Wb, < : :
g“%“ \0 ;’B(jﬁf\ f1) (‘{’ ﬁ%i:t?bm- ECV\,U/‘/M 2 (au /)(m/m/ ﬁf j / r@ / /

N\Dij’fm{ (8 ! med ol

é\i/\u- s 4? E/XMMA ab 0 v "Y\v%,e/f'foy-) ?T, g r 0 ( l | @

(‘nv\ﬂf %o %

R qu0 | 4 dactation diel oF | o \ | N T

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver D ORISR TBOCHN - o G bt iicinsisiveinisiveondi Fesiat
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 TR ORI SEPEOITY - oot i msisistintiaasismsssrane

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 A S R R e N e e AL O, R

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

CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: Orr é m_eLw Date of Delivery: /S‘r‘wu

Assistant Surgeon: 0 %Y A Time of Delivery: 61 21\ D i
Anaesthetist's Name: E‘ ; , u ~ w' & Gender of Baby: Ce ”\AQL
Type of Anaesthesia: \Lﬁﬁ Weight of Baby/: 1 . 238

Neonatologist: O~ 8¢ ,\[gm,\.lp\ )y D Mﬂ.\-— AGPAR Score:

ScubMurse: € P, oD NICU Admission: Yo b ON

DY wxm ST

Pre-Operative Diagnosis: ﬂéum W Y -gu h-lﬁ %W \Zw_ ) ol
U &.J’ ldaﬁ
[ Elective yEMQéncy > Indication: .| Mw ...................

. | Urgency

: [ Immediate Threat to life of woman or fetus

[J Maternal or fetal compromise not immediately life threatening
] No maternal or fetal compromise but needs early delivery

(] Delivery timed to suit woman and staff

Surgical Procedure: M Locs.

Post Operative Diagnosis: Poo—o / m; H 4.

Peri-Operative Complications: “’LN ﬂ‘/[mWﬁ‘r MM noM
Ul

Amount of Blood Loss: ~ Se0om Blood Transfused (in ML): \Q{ "

Name and Number of Surgical Specimen sent for examination:

M s,

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




Examination Findings when Appropriate:

1

Presentation: [J Cephalic ) Breech ~ CJOther ............... Cervical Dilatation: ..........ccoeeeerervniernsseriensenens cm
5th PaIPADIE: .........ccoveemmeesersirnnssmnssssnessssssssssssssssasssssasssasasasssesses Fetal POSIION: .....veecceeeceeeerecsiecsesssasrasss s :
Staton; 0O-3 0O-2 DO-1 O0 O+1 0O+2 Mouldingg CINone O+ O++ U+++
Caputt O+ O++ 0O+++ Meconium: CONone O+ [O++ [O+++
Bladder Catheterized : [ Yes J No Urine: [ Clear [J Blood Stained

Skin Incision: %ensteil [ Transverse O Midline 0117 OO
Uterine Incision:  A0wer Segment [ Classical O Inverted T 7 J Incision

Previous Scar: L Intact O Thinnedout ] Ruptured =0 Scar

Incision Through Placenta: _ [J Yes 919 '

Delivery of head: ﬁ O Forceps ,

Liquor: lear O Meconium: C!| o Om OBlood [ Offensive I Not Offensive
Delivery of Placenta: [J Manual mplete J Incomplete O Piecemeal
Cord APPEAraNCe: ..........evverussuerueebeed e IR L D Cord around the neck [lYes [JNo
Appearance of placenta: ................... M ................................................ Cavity explored CJYes (I No

Uterus, tubes and ovaries: E’ﬂﬁl 1 Not Normal Sterilization: [ Yes (INe—

Uterine Closure: ] One Layer D‘Nﬁyers ...................... \ \.'..E.?xl ........ l Sicud N Suture
Peritoneal Closure: [ Pelvic D—MMAI CINone  ....5S “Q ...... a2 Suture
Sheath Closure: e \Cta{l ......................... Suture
FatClosure: C¥¥es CONo e @Tlo\\{‘ﬁ( ..... e Suture
Skin Closure: m;ular O Mattress @ @R \s?k\%\‘*}[ ...... 2B e Suture
Vagineal Evacuated T¥s O No

Drain: 1 Yes N0 ) REMOVE iN ..oovvveeeerenernneeenes days [ Await instructions
Ctheter _HYes [ No [CIRemovein alfL ......... days O Await instructions
Swap & Instruments count correct?>=TYes [ No [ Post-op Antibiotics M CNo

Intra-Operative Antibiotics Cover: ,_ZYes CINo [ Thromboprophylaxis COYes [CINo

Post-Operative NOTBS: ..............ccouremrensennsssensscsssssosens

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

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

Doctor Signature: Gls‘ A

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

POST-SURGICAL CARE PLAN FORM

PrOCEAUrE DONE: «......veeeeveeeeseeeere E . I eng fartas IR e SR N I A e

Post-Surgical Diagnosis: ............... e AT e e g b s

Post-Operative Monitoring Parameters /Frequency:

jg,w\f) PR, r&?cfl%wna:u\&\m

Wound Care: /ﬁk T e

Drain /Special Lines/Catheters: @ Covle
ST

Special Patient Positioning and Requirements:

&x{)"ﬂ\l PRTAVE

Nutritional Instructions: KORro £ -6

When to Start Mobilization: %D,Q« T‘G%A :-UM

Special Referrals: O

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

2Xes O No

Any Other Post-Operative Care Needed including Required Follow Up

Nt g

AV >

Treating Surgeon (P
(Signature & Stamp) Date: ....... g ’4]2_(; Time: ' ...... 7‘0

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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It takes a lot to treat the litthe. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ........ L) 1‘4‘&16 EL'/hme of Arrival: w&aaﬂ) ..... Time Seen by Nurse: WQ_; ..............
0

1) Level of Consciousness: nscious [J Semi-Conscious CJ UnConscious

2) Chief Complaint (I;:?n for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
] Decreased Fetal Movement (] Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement T E T e T N SN ST SLL U
3) Vital Signs: Temperature: %l Pulse: ...2...... RR: ... ’ 8 Sp0,: ..k 1 BP: IQZ} 1 WWeight .............
4) Gestational Criteria:
Gravida: G ‘ P o R Al
; i,
LMP: ..... 5'”1% .............. eoo: . () &126 . Sttt . | 3516 M
Uterine Contraction | =Yes | ONo | CJNA | Onset Time Frequency:
Membrane Rupture [JYes | =No | CINA | Onset Time Fluid Color:
Vaginal bleeding CYes | &No | CINA | Onset Time Amount:
: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (1 Yes |-+TNo | CJ NA Pain Abdomen / Vemitng
Good fetal Movement D% O No | o NA | 'fNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)

L m | | | | | | | ] |

I | | | | | I I | 1 |

0 u 2 3 4 5 6 7 8 9 10

No Pain Worst
possible pain

o ‘Location: ........... hgi@ e RO B A
o B . s ot DO“(‘S .................... Days PWEERSTM—nm: (Stnke out which is not applicable)
B AR ’DO‘*‘-Q ................................................... ) ......................................
s I W B e S DN R | Lo TR

o DI i e i @Mﬂﬁ’“ 'K fo ?‘Qaﬂ-obd‘

6) Past History:
B TR ... i N"m ................................... T T PP
TR SRR Mf[l .................................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 098 ‘ (PT.0.)
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IR

7)  Allergy: b e s Y s i LSRRI s sesssasitiniosniaseibeins

8) Current Medications: (] Prenatal Vitamin ‘{me 1 Others:
9) Prenatal Medical History:

-None [] Gestational Diabetes
[ Chronic Hypertension L] Low placenta
[J Gestational Hypertension CHOWRE N Y08, Tty e i s e
U] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[J Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

ory ll: Emergent (Time to Physician; < 15 minutes & Reassessment: Every 15 minutes) (
Category lIl: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

CJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

L] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

o e
5 R i
< 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
weeks
; Mild hypertension
Hypertension > 160/110 b
| Seizure activity and / or headache, visual ;;gg{gg dwsl?;{'nvsﬂg:zu;t
disturbance, RUQ pain symptoms
| Abnormal FiR tracing | perecel TR 1A,
B 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 b (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/Vomitingand |« Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
» Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) + Rashes
Time seen by Doctor: ................... Waea. ...
[ TET R S, W03 LT o, O s T A, N R

Date: ... \M% .......... Time: ....... ‘D\,@%

cnmvk—F
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ..... 51:”"26 ...........

Baseline Information:

Admission From: 1 ER J OPD /D—A‘dr’nission Desk [ Others, SPECITY -.......luiisisemsennssinisssnonsrease
Primary Language: —Telugu ! English (] Hindi 0 Others, SPaBilY ..............oesimsmsnesssssussacansis
Do you require an interpreter? []Yes QN( IFYBS SPROITY .....ovvoerenccencmusciasssinsisssmsssmssssssssasssssssssss s st st sssssas s aneses
Source of Information: }Eaﬂﬁ _] Family [ OthErS, SPCHTY ....covmsererscsmsressrssssssensssshensrssmssssssssnssenssnnsasssssas
Allergies: [ Yes .;No/ ] Medications [ Blood Transfusion ("] Food WL T R R e e

LR 1 O ———— e e R R
Chief COMPIAINTS: ...........cocoove e Doctor Notified on Admission: _L¥es—['No

.......... COD\PLQA(T&’J ajn'mababmif} Name of the Doctor: .Y, EAShY ...
Time Notified: ... 10320 B

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

Nill I\l —

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ......... 2;2 CKY Caesarean Section.=No [ Yes Contraceptives: #MNo [JYes
................................................................. Cervical Cerclage: ,‘Zlﬁ' O Yes Vaginal Discharge: ‘.’ﬂ) [ Yes
Onset of MeNarche: ........coovemeevesnnieiesnns Ectopic Pregnancy;,Zf No [JYes ‘ Post-Coital Bleeding: /E!’I‘fo O Yes
Menstrual Cycle:«aﬁgular [ Irreqular | Myomectomy: L!,?IG ZYes. Infertility: o [Yes
Last Menstrual Period: 511‘1‘25 ....... Others: If Yes Type: DPrﬁary 1 Secondary
Obstetric History: G ............. L. P T B TR TR [ T e et A

Previous LSCS: ............... TR TS S

Current Medication: ‘_)}Nﬁne ] Yes, If Yes, Fill the reconciliation form

Family History: ;?Nﬁmormalities Detected

[l Heart Disease (] Hypertension ] Diabetes " Stroke [ ] Seizures [ Kidney disease
[] Liver disease FERORHar . o r .................................
Vital Signs / Measurements: Temp: 16”/ HR: ...4 5t RR: ..... L?
BP: 42;[..ﬁ$r.. Weight: .....=—.. Height: ......... woplt

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

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

PHYSICAL ASSESSMENT

General Appearance: m L1ill looking [ ] Anxious [ ] Agitated [T Others: ...,

Fall Assessment: [ |Yes [ 1No Score...... 2,@ (complete the Morse Fall Risk Assessment Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"I Mobility problem (] Walking Problem _=No Abnormality Detected
L Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: .-No Abnormality Detected
LI Overweight L] Poor Appetite > 3 Days U] Needs Therapeutic Diet.

U1 Under Weight L] Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Mm & Cooperative [ Restless L Depressed LI Agitated LI Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: (] Yes [ INO if YES SPECHY ... ovveeooeoeoeoeoeoeooeooo Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single E—‘Mﬁed [IDivorced [ Widow

2. Special Habits: Smoker: [ | Yes [INe— Alcohol Abuse: Yes [ No Drug Abuse: [ LYes 99/ |

Orientation has been given regarding the following aspects:

Call Bell in Reach : 2’%5 LINo Waste Disposal Explained: =TYes [ No
Infusion Pump : i@, ~'No Hand Hygiene Explained: Z/Yes LT No L] Others

Above information given to ................. hﬂt ..................................
Qu»nd.bj ....................................

Orientation not given Reason: ...............occeveeeeee I Y s

Nurse Signature: .......... -%t ................................

Nurse Name: .............. .gan{u'l ........................
Date & Time: . ﬂ'ﬁ 13\7@{.&" ?ng

Name of Person Orientation was given to:




PATIENT TRANSFER FORM

2

- :‘: ®
Rainbow .

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

L{,(rh W‘N

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
an?:— :S:Eﬂ':im RM:Hl.':;s:-(Aw1?5%4 (ﬁ \’?" ¢ rge e \Q,—ﬂ ¥) ‘a’ \%f& Q G "/l{%
— 21-D7-1996 20Y11M15D (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA TranSfer Ordered by Reasgn for T[ansfer
TR
From Unit To Unit Information to Attendant

No[ |

Yes{_”

Number of Sheets En Clinical File

e oo

Personal belongings including
clinical documents. If any handed

L N

Patient shifted with ID band:

over to attendant Yes[ ) No| |
Number of Imaging Films Yes C] No[ |
NG ... . oL .. .,
2
T R e ... i
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
] y
2 / &
3 s
[

4,
b.

Shifting Summary / Notes Written by Doctor :

Yes Q/

No[ |

Sk

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

¢

Patient & Clinical ﬁlecords Received by :

Dunos

Date & Time of Patient Received :

td]oee 5 s0AMm

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

. Unavailable Bed

[ ] Nurse not Available

Docu. No. : RCHBH / FRM / CLINICAL / 102 °®)

[ | Available Bed not ready
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Department of Anaesthesiology > ammsrmamenes " s | @ BirthRight
PRE ANAESTHETIC EVALUATION i @

* (@ ’ b . > 'f
Diagnosis: ..... P/(,{_ .......... uLele...... 23.1%wks, F@R} ........ 8 bmﬁlﬂdﬂf{?’ﬁ(/@?pmﬂﬂ At
B.P/CRT: .’..3..15../‘3.‘6' H.R: q man Weight: .............. ASA Physical Status: 1 Q.Z/D— 3 04 O5
c\H o
ot J Laboratory Data:

9};!(’ vk Hgb: H*‘T GHICOBBE srsesssssssssssionhisi (1)1 S—— HIV: s MR oo orimiaiet
i T 1111 HOTOUPY 1|1 HESRSRUOORPRO HBS AQ: ......cccccoeninns RN, ..
wec: [ 2,930 B i i Total Bill: oo v 2D ECHO: oo
Plate: .. 5.1 T L DIF. Bl oo BIOOd GrOup: ......... SteSS/ANGIO: ..o
BR S s ORI N R — 11, Y . O R 4 e SR D T R
PTT: eerevemeeseeienenns BB ool osissisessns APhESE: ooosmias . S, RIS S
INR: oo MO+ 47 oo AMYIASE: ...ooorrrrecrreerirnns L1, [E———

A SGOT/SGPT: oo Alergies: | ([ ppy
‘ Medical History: CVS}7
RESP k . Diabetes Q Do O 1%/ ,(.;71" %
o [ Mot Scmaificant
Renal - \ v
Hepatic / GE : | Physical Actiity: A = 1 icp, *
Others : ~/
Past Anesthetic History: o100/ rnl  coacloae & Gy renewcendtud -
Physical Exam: @ Y 0

Airway: MP1(2)3 4 Mouth Opening,y A ¢ 54 ¢, Mpntohyoid Distancﬁ%% Neck: @ Teeth: m U"
Lungs : 6 H«E@ d J F

Heart: o ) '5](@

CNS: HMm

‘ Pregnant:(,% [0 No [JNA Venous Access Site : mw@bppine Exam for regional : (,\% y
Anaesthetic Plan: O annm CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: g}es/ o1 No

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

2 NIL 0RAL<:Water/OHS 2 Hours
: Others 6 Hours
3. Informed Consent: @fﬂm = High Risk
4
5

—

. Post Operative Pain Managemem;g'ﬁﬁussed with Patient
. Other Instructions:

Signature: ................ Cv’ Name: ... A, Tﬁm

Docu. No. : RCHBH /FRM / CLINICAL / 044
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\

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: 5}?)5\6 nmeqﬂ»ﬁfm Procedure done byPﬂTg@Z A
CSE /Spinal /EpM Position 3‘&"‘?’1’3 Space C%vkir‘ ............. Technique (LOR/L e
Depth: ... TCAY)......... Catheter at Skin: ........... 1g.cm...... ARBIMPES © .o e
Parasthesia : Y&INO if yos 06t : ... OBl oot sesressssons
Solution Composition OI‘IBLLFNmﬁw&%m%fMLﬂN]ﬂHYL ..............................

Any other issues :

; Infusion Rate Level Maternal
Time | (myhe) | BoWs(m) | e Right [ BP | Puise | MR AR
Spm Coirpe | T 1 Pg [Ty )it /o proic
| . : : ‘ :
el (4Ll gmj_/m_ %ﬁﬁa’ 'a&f’fm Tio ["%m q‘?/n’m / cfzjnvm &/ﬂ fpun
Delivery Details : ~ Time @ ..o [ g1 L ———— SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : @Mm&m&lcdb‘jmamwvélcmﬂlkpﬂmwwﬂ
Leod . | =0 (u
Pt SATRTABTON § (oo eI Y srememenersassenressasis SRR S RSB T A b §

Discharge /Shifting ordered by

DoCIOr SIQNAIINE: ... Nisissisisorssssnssssassssssresssssrnseesssasuonan

Doctor Name: ... Zi=-Nerrd 2 RAMM A
Date and Time : [’)'leb ..... B0 DA ...



PATIENT TRANSFER FORM
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Rainbow® & S
Children's | @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
1t takes a lot to treat the litthe. Your Right to a Safe Delivery

Patient Name & UHID No.

BAMrUvoau; gy

Mrs UPPUGALLA Rac s T,

Date & Time of Admission

&f[") ,% (3 \'Oi\&pj"‘(

Date & Time of Transfer Order

ﬂ%/?’u ) IU:\SFTD

OeG T

WES

Vil e
(g - " (P ell o f P

Information,to Attendant
Yes K‘/ No[ |

(e

Number of Imaging Films

over to attendant
Yes[ ] N
Y8 WhAL? ....o.covivviissinssisnsins

Personal belongings including
clinical documents. If any handed

Patient shifted with ID band:
Yes/| No| |

| ¢ e (R s

Medications / Consumables / Surgicals / Hand over

- Lh

SI.No. ltem Name Quantity

1.

2
/ .

: / /

4 / /

: [

Shifting Summary / Notes Written by Doctor: ~ Yes| | No |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by :

7% P

~ P rzg%{h\
N

Date & Time of Patient Received :

s\ Rl G

I the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

.| Unavailable Bed

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

[ ] Nurse not Available

26)

.| Available Bed not ready



INFORMED CONSENT FOR SURGERY OR

SPECIAL PROCEDURE

%

Rainbow® &

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

Patient Name :

UHID No :
Instruction:

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.

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

I have 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.

I 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.

My signature on this form indicates that

1. | have read and understood the information provided in this form
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. I'have had a chance to ask my surgeon questions.

>
Gender: (1 Male -Female Aot .l (Ct,! .............

Date : _S t( 9’—5

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure:
Consentee :

Witness :
Signature : ........... Q .......................................

Name : 8 € ..@Lﬁ.ﬁfby
Date & Time : n{f;ﬂ 6.2 e(sflzpm

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

Patient Attendant :

e vk sisssmissonsssiinisnibibiones
Name : Q 'Cg['\ wQx... M
Rel&tionship with Patient: . Hu&\ow .............
R ETING : .......conaal s LR
Doctor (who is taking the consent) :

SIgNale: ............... &.« ....................................
.. oo M ...................

Date & Time : T\OA ;}/
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient mnendam

Operative Procedure: E’?ﬂﬂﬂmﬁﬂ

Y .
Anaesthesiologist: ....... D/('(Jd&tm L SN 0 S s, WCHM TRV, e

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.

0 Heart Disease ([ Hypertension [ Diabetes [ Renal Failure  [J Multi Organ Failure  [J Hepatic Disorders
[J Shock [J Obesity 5] Chronrc Ob (s,tructwe Pulmonary Disease

O Others ............. L4044 }reb(u,b_éy o ef/ﬂ‘? b]ﬂ(«"f( 24

Declaration by Patient Attendant ‘
@ j;th}r'zﬁnd give consent for anaesthesia as considered appropriate by the anaesthesia team

Regional Anaesthesia (] General Anaesthesia [J 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.

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

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

» | 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 Atjgndant: Witness:

Slgnature ................................................................... Signature: ............ U ..... M pﬂt@{g .....................
Name: ... L&L‘uﬁ oX..... QQA ........................ TN SN b 2 Ok'j o[22, Aﬂqa)
Relationship with patient: .. HMQ? ...................... Date & Time: . , [2;7 £h.... Pm

Date & Time: g[ ......................... . ........................

Doctor (who is takimggonsent):
Signature: ............. [ .. y ................. Name: . D/( /?W Date glg',[%ﬂmeqt/)m

Docu. No. : RCH /FRM / CLINICAL / 021 {26) (PT.0)
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Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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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 — % |
Known high-risk thrombophilia = 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory 3

poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-| diabetesmellitus with
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) — ¥
Age (? 35 years) -— 1
Obesity — 1or2
Parity = 3 — 1
Smoker — 1
Gross varicose veins

Obstetric Risk Factors

Pre-eclampsia in current pregnancy ] e
ART/IVF (antenatal only) —
Multiple pregnancy o

Caesarean section in labour ol
/

Elective caesarean section

Mid-cavity or rotational operative delivery
Prolongedlabour (? 24hours)

PPH (?1litreortransfusion

+0 Preterm birth? 37 weeks in current pregnancy
Still birth in current pregnancy

anh |t | |k | | b [P | b | - |-

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. 3
appendicectomy, postpartum sterilization

Hyperemesis =
OHSS (first trimester only) —
Current systemic infection
Immobility, dehydration =
Total \

Signature of the Doctor: .............. O%\M{ Date: . 6‘@\ 26"

b |k | | CO

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

RSB v o T L ) QR O

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

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

L E )
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Caesarean Section Audit Format
(To be filled by doctor conducting C-Section)

Name of the Facility:
Encircle type of facility: MCH/DH and equivalent/SDH and equivalent/AH and equivalent/FRU-CHC and

equivalent
Mention unit (Applicable for medical college/tertiary setting/district hospital)
Date: RS e L e ety
| Patient Information Response
1 Name of the woman undergone C-

section

Rcu.ﬁ«zwn»

pregnant woman belongs to

2 Age of woman *&’T g X
3 Hospital No./Patient identification (_Q—Prr\réb Qz? o 8‘1 ;
no.
4 | G/P/L/A e =
5 Booking status Booked/Booked elsewhere/Un-booked o
6 Maternal height and weight Ht: cm I Wt: Kg -
7 | Date of Admission E[-;,‘[ &L 5
8 Date and time of delivery by CS Date:
ke Time: W%
[] 9am - 6pm
[] 6pm - 9pm
[J9pm - 12am
[ 12am - 6am
[J 6am - 9am S SR
Il Obstetric History Response
1 Estimated gestation, in completed Q é‘?’(:
weeks |
1la | Encircle the appropriate basis of
estimated gestational
2 Number of previous
stillbirths >24weeks, if any
3 Was the mother referred to this
hospital from another facility SRS
3a | Gestational age at the time of
referral et - :
3b | If preterm, was AN corticosteroid
LT P e e T T R Y :
4 Tick the appropriate group in which | [] Group 1: Nulhparous with a singlecephalic pregnancy,

237 weeks gestation in sponataneous labour

[] Group 2: Nulliparous, with a single cephalic pregnancy,
237 weeks gestation who had labour induced or were
delivered by CS before labour

] Group 3: Multiparous, without a previous CS, with a
single cephalic pregnancy, 237 weeks gestation in
spontaneous labour




~

LY

———

e

[ Group 4: Multiparous, without a previous CS, with a
single cephalic pregnancy, 237 weeks gestation who had
labour induced or were delivered by CS before labour
[J Group 5: All multiparous, with at least one previous
CS, with a single cephalic pregnancy, 237 weeks gestation
O Group 6: All multiparous, with a single breech
pregnancy
[J Group 7: All multi parous, with a single breech
pregnancyincluding women with previous CS(s)
[] Group 8: All women with multiple pregnancies
including women with previous CS(s)
[C] Group 9: All women with a single pregnancy with a
transverse or obligue lie, including women with previous
CS(

Group 10: All women with a single cephalic pregnancy
<37 weeks gestation, including women with previous
CS(s)

b

' 6é£éils of Caesarean Sectiori?

Response

1 | Name the senior most obstetrician
involved in the decision to perform
the caesarean section?

Unit chief/ Dutfyiassistant/I-EOD/Assoc.
Professor/Assistant professor/Others

Decision - delivery interval

Which of the following best
describes the indication for CS?

[] Singleton breech
[[] Malpresentation / Unstable

Multipte pregnancy
Med fetal distress/IUGR/Abnormal CTG
[] cord prolapse
[[] Sepsis/Choricamnionitis
[:] Placenta previa, actively bleeding
[J Piacenta previs, not actively bleeding
B Postdatism
Oligohydramnios
Previous Caesarean section
Placental abruption
Intrapartum haemorrhage
Pre-eclampsia/eclampsia/HELLP
Failure to progress (induction/in labour)
Maternal medical disease (see key)
Uterine rupture/scar sehiscence
Previous poor obstetric outcome (BOH)
Long period of infertility
Others (Specify)

0
|
|
0
O

4 '}"Wés'pvaﬁr'tégraph used prior to
' decision for CS (if Yes, attach a copy
‘__ | offilled photograph)

8- Were the membranes ruptured Spontaneous ROM / ARM

: (ROM) prior to the caesarean

J section? . ; g

[ 6 | Duration of first stage of labour Hr: Mins:
| 7| Duration of second stage of labour Hr: Mins:




-

ef'

appropriately)

AT Stable and in satisfactory condition
// Y

B) Shifted to Obstetric HDU/ICU due to any complications
or for close monitoring

C) Maternal near miss

D) Maternal death. Mention cause of

death

8 What cervical dilatation was reached
prior to the caesarean section?
8 Were prophylactic antibiotics given? o
10 | What was the estimated blood loss?
1T Blood / component transfusion If so, mention no of units " sl
v In case of previous caesarean Response
delivery 3 e S
1 Mention the indication and gestation | LSCS 1 Gestation
of previous LSCS (start from most LSCS 2 Gestation
recent LSCS) N/A ;o
2 Was the mother offere a trial of
vaginal delivery during the
pregnancy? it
| 3 Post OP complications, if any L 2o se _1
v Current Status - Response o
1 Does this mother require ‘special’ Yes / No~
care post-caesarean section in
addition to routine post-op care?
la | If YES, where is she being managed Obs HDU / ICU
currently? General HDU / ICU
| Refrred to another hospital A
2 Whether fetal heart monitoring - A) Nogmal
Manual / Electronic was done (tick _B)’ﬁ‘rinrmal
appropriately) C) Severly abnormal
D) Not done
3 Whether Meconium-stained liquour | A) Y
present (tick appropriately) -Bﬁ
C) Not known
4 Other methods of delivery one
attempted (tick appropriately) B) Forceps
C) Ventuse
5 Delivery outcome (tick L-Webirth
appropriately) B) Stillbirth
6 Sex of the baby (tick appropriately) A) Male
B) Female
C) Unknown e
7 Birth weight et
8 Apgar score (tick appropriately) A) Score at 1 minute
B) Score at 5 minutes
C) Not done e o
9 | Transferred to SNCU/NICU (tick _A}Yes. , where e i
appropriately) B) No_ g =
10 | Maternal outcome (tick




11 | Newborn outcome (tick A) Stable and in satisfactory condition
appropriately) 2By Admitted in SNCU due to complications or for close
monitoring
C) Still birth
D) Born alive and died (Mention cause of
; 5 death
12 | Tick appropriately on the need of C msoluteiy essential at that time
Section B) More time could have been given before deciding for
CS

ﬁg&&-/m .

Name and Designation of doctor Signature with Seal .

Date

* Key for Medical Disorders:

1. Heart disease complicating pregnancy

2. Past history of cardiac surgery like valve replacement

3. Jaundice complicating pregnancy

4. Bronchial asthma / COPD

5. Tuberculosis - pulmonary / ectra pulmonary

6. Known seizure disorder - on treatment / not on treatment / treatment discontinued
7. Known hypertensive - on treatment / not on treatment / treatment discontinued

8. Known diabetic - on treatment / not on treatment / treatment discontinued

9. Chronic renal disease .
10. Anemia other than iron deficiency anemia

Glossary

® Gravida denotes a pregnant state both present and past, irrespective of the period of gestation

® Parity denotes a state of previous pregnancy beyond the period of viability

® Nullipara: A nullipara is one who has never completed a pregnancy to the stage of viability. She
may or may not have aborted previously

® Multipara: Multipara is one who has completed two or more pregnancies to the stage of viability
or more
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : N (H{%
DO ...l OISGOT .......................................... Duration of Procedure : .1{ Lw .............
Name of Surgeon : .........cccouvereene. @"" ..... "g .................... T, Date of Admission : ﬂ?h“ ........
___dle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [jf‘(@[] No
QS‘EﬁgIe Dose Antibiotic or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? Erﬁs [ INo ‘%C\
Name of the Antibiotic : ... 50035 L AALIM e

2. | HairRemoval [*Yes[JNo ifYes: Surgical Clipper
Department where Hair Removed ;ETWard [_]Operating Room %
BRI o ol e C"f

Skin preparation done (cleanse surgical area with antiseptic agent)? L+Yes [_]No

3. | Patient's body temperature immediately post operation (Recovery Room) 26 €%

(Jora Or [Ifila (Goal:36-37 °C) ét(
4. | Name of doctor or staff administering the antibiotic : ........ B/[’LWO\%A ........

Date & Time of antibiotic administration : fh’{% ....... e B i SRR -

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

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

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

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



Surgeon : O"‘ )

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon . g i es
Anaesthetist : . :° ;
Scrub Nurse : :.{&‘&

BAH-00640789 IP5-00175984
Mrs UPPUGALLA RACHANA
21-07-1986 WY1IM14D  (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

AT

.................. Age:...... Gender: .........
I" Surgery Name : ........ R
...................... TR T PRS- LG LSS 1 ]:D“bpd) s, <

-

. -‘-.-- ®
Rainbow .

Children’s Birthi.
@m- -—-Qw% -------- Hospital . BY RAINBOW HOSPI1n.

Your Right to a Safe Dalivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

b?ffei(sWNo CINA
Blood Units Reserved es CONo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? \,D*(DNO CINA

Signature .................. W/ .........................................
B e O Seqtdoannk.. .

[IYes Sﬁ(
C1Yes &NO/

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, |
Anticipated Blood Loss? OYes CJNo CONA

Anaesthesia Team Reviews: A00 -30o "VJ
Are There Any Patient-specific Concerns? DYe;,E-NE ONA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipmenf“r 0 86w/

issues or any Concerns? CYes UMG CJNA
Is Essential Imaging Displayed? OYes (A6 CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

R

% CNo

SIGNIN  Time:. Q.67 TIME OUT Time:.. 1. 5 P SIGN OUT  Time:. R85

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity ZYes CiNo inroduced themselves by Name and Role s 1No The Name of the Procedure Recorded  _{+Yes C1No

Site ‘-? 'L—.I'Nu/ Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~_Cl¥es CINo CJNA

Consent es CINo Correct Patient (Check ID Band) Pr(es CINo The Specimen is Labelled (including
Site Marked [‘;?s, CNo ONA Correct Site s [INo patient name) Yes CNo CJNA
Anaesthesia Safety Check Completed es [1No Correct Procedure Eﬁs N0 Whether there are any Equipment
Pulse Oximeter on Patient & Functioni es CINo Problems to be addressed Yes CiNo CINA

To Surgeon, Anaesthetist and Nurse:

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

[ 1Yesyo

SO i L A

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

VI procebuRe saFETY cHECK LIST (TIMEOUT OUTSIDE OT)
Procedure Name: Epwﬂwlaﬁ, ...... Mﬁw ............................................. Date: ﬂ?]&@&ﬂo ............ ln-Time:{,ﬂ’j ..................... Out-Time: ........ U! 247

. (‘ 1 a = sl ] \ de o
Doctor Performing Procedure: Dﬂlej(?b(wu .............................. Doctor Giving Sedation: ..... &P R L Assisting Nurse: %@ZL&
SIGN IN Time: &P0)..... TIMEOUT  Time: ... ¢4} 30,0l SIGNOUT  Time: . L3S 2]

:(es No_NA Yes No NA Yes No NA

Patient is verified using two identifires (Name & UHID) & Correct Patient J;z)’ = = Name of the Surgical / Invasive Procedure is recorded = [ [

All required documents, images, studies are available @/6 O Correct Site BJ/D 3 Instrument, Sponge and Needle Count Completed 8 0o O

NPO Status Checked from Patient / Patient Attendant i g b Correct Procedure P/g = Specimens are labeled o o

Consent is Signed @{j | All the team members introduced @/ =0 Any equipment problems are addressed % il e

Any need for blood products O Q/Ij/

RS COWHDIGE ... oo i i s B

Any Risk of Hemodynamic Compromise @4 =

Ll BT R S RO C UM AN i

Any drug or food allergy o Q/D

T R R D

Correct Site of Procedure Marked =T O

All resources required are correct, available and ,g/{ £ :

functioning (y} g

Blgnauie OENDDOCIOR ... . M e st b s bsiies civescia Signature of the Nurse: & BN O TRE ISR . s iiainasnassnimssiiianssarsndionass

7 -4 '
Name of the Doctor: D/‘KT A, . Name of the NUFSE: ......................... o5 9%9\ ...................... Name of the Nurse: &&QM"?

Any Adverse / Unexpected Event

Docu. No. : RCHBH /FRM / CLINICAL / 083
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gf”" - “Yeemvre GuNSENT FOR LABOUR ANALGESIA

Authorization By: W [] Patient Attendant

1, the undersigned do hereby acknowledge the following:

. r?rrﬁade aware by the doctors in language known to me the details of the procedure as follows:
Epidural Analgesia [J Intravenous Analgesia (Remifentanil)
= | have been made aware of the possible complications from the procedures as follows:

For Epidural: Fall in blood Pressure, Numbness, ltching, Headache, Shivering, Occasional incomplete pain relief, Need for
Re-Siting the epidural.

For Remifentanil: Drowsiness, nausea, vomiting, need for oxygen supplementation, itching, fall in blood pressure, heart rate
and Respiratory Rate.

» | understand that labour analgesia is offered to reduce labour pain and make the birthing process more comfortable, by reducing
pain and stress and promoting better cooperation during childbirth.

- | have been clearly explained about the benefits, risk, and alternative of the procedures.

* | authorize Dr. rfEiMm and his / her team to perform the above procedure(s)
upon the patient / lﬂyself.

« | 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: UQM ............................... Signature: .................. U'—g%mdf\k ............
T TR E P Te P T N s D..0a49 a.Pradhe..
Relationship with patient: ....... SOM o oo Date & Time: 5’)%[2.& ......... qurm ................

Doctor (who is taking consent): i b 2
Signature: ........ w Name: Diiéj ............................ Date g/'?/&éﬁmeg"i&?m .

Docu. No. : RCHBH / FRM / CLINICAL / 288 (26)
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INFORMED CONSENT FOR VAGINAL “[ilim .| ==z

e
Patient Name : ............... Qochane UHIDNO : ... \Sﬁ“ sk N

Gender: [ | Male TR T e e Sh\lﬁ .................... 1 TR \5%‘“% ...............

| hereby authorized the performance of the following procedure:

* The Procedure has been explained to me in general terms and | understand that:
* The indication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

» The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force

vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate anesthesia
may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction,

I understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious disability,
which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

I voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure: ............oovveeeveeeeeeeeseennn. DJ]%;\M"( ..................................

Consentee : Patient Attendant :
Signature : URO\QBOOW\.%. Signature : U:SQ&BG\PTC&&)’]O,
Name : UKOLLMW ......................
s g . s e i 10
Date & Time - g [ A’f se 8!0&@ i Relationship with Patient: ....... Ml .................

Date & Time : ...... (b’fu@ ........ 10458040

Witness : : Doctor (who is taking the consent) :
Signature : ..................... T CIRAING ;... S sl sassiitse s st
B %W\g HOe: i Q"L ..... '_AM A dac? i Bl

Date & Time : .............. ﬂ g{u@b’f% Date & Time : SH\—’"C ..... /\D%M

Docu. No. : RCHBH /FRM / CLINICAL / 028
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It takes a lot to treat the little. Your Right to a Safe Delivery

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

' Date: ... 27/
CHR COMBMINL ; ..o iitisers B nnesiosesens Boia..... o0 il e, | ok e
Obstetric/ Birthing HIStory : ..........ccooeveerrreenrnsd e L 4

Provious SurDICaVMEOICAIHIBIONY - .i..............c.ccooiicinnnenvsminmmmssrserssssssensssrassasnssasssasnadssnsssessnsssossssssaspsssassies
‘Assessmem E
On Observation: Mother seen’in lying down /sitting/ reclined position

Mother is acti‘v{& alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility

Ivline +/-~"
Catheter + /- v~

Postural alignment -

On Palpation : Edema - abﬁt/ up to ankle / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ apiEa/I/ diaphragmatic

e
Diastasis recti abdominis — present / absent / could not be assessed

Able to initiate Pelvic Floor Activation — & Yes [ No

Spl Notes -

Treatment Plan :
'+ ateral Breathing & Pelvic Floor Activation M’ﬁansversus Abdominis Activation
~ Gluteus Activation ?/Active Motion for Limbs (< Transfer Training & Mobility
D/Sit to Stand Eﬂ‘/Monitored Walk lﬂ/Posture & Ergonomic Education

T - ST 0, R

Name : ..... 2000 nbhaers . f s (PD

Date & Time: .......... 7[ 725 ......... . -

Docu. No: RCHBH /FRM /CLINICAL / 200
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rome | BmYiuso, 0| Chitdren's | @ BirthRight
T URINARY CATHETER BUNDLE CHECK LIST tozpial_ | @ enems
Date of Insertion: ...... g‘(’;HVé’ ....................... Date of Removal: .7 ; ?[7/(/ .............

Parameters Date Shift Time :p f"';n,:;) D% Y b P 0 G 20

Need for the Catheter #Yes [1No Ues ONo (¥es [INo | 5¥es CINo s CINo | OYes OONo | [CIYes [INo
Hand Hygiene 7 Yes CINo _~Yes [INo |~=rYes [INo | L+Yes CiNo | [i¥es CINo | CiYes ©INo | JYes [INo
Usage of Sterile Equipment _Yes [JNo Np)\‘es CINo Aﬁ; [No _gxes CONo | ZYes CINo | OYes O I'ilo [1Yes [INo

Is the Collection bag below the level of bladder |&Yes CINo | {J¥6s CINo | Yes [INo [l Yes- [INo ~Hes O N_o I'Yes /{ I\@""li] Yes [INo
Check the Tube for Obstruction (Free of Kinking) _#Yes [INo y)fes CINo /{Yes “INo 9\@5 CINo [MT¥es [INo / JD’Yeﬂ\(; ,,D N/O :{D/Yeyl No

Is Catheter dated as policy ,B"Y@s C1No 9\‘88 CINo ‘/E’(es “INo 9\@? CONo |«J[3¥es CONe~| OYes TNo DES\DND\
Collecting bag is been emptied regularly? P){es [INo \p)i’es [INo /ﬂ%s [INo &}‘@ [INo pLl*Yes [INo Yes” CINo | [OYes [INo
Maintenance of closed system for the catheter JAYes CINo \;.Wes CONo | &Yes CINo |([J¥es CINo pLtYes CINo KNOJ ¥ %s [JNo
Dressing clean and dry? AYes =6 | Ufes CINo |=T¥es CINo | =Y65 [INo | 2¥6s CINo | ClYes DIL\I? O Ye;? No

Is the line removed as Poiicy? ZYes CINo | CIYes (WMo | [Yes Do | O Yes TTNo | C1Yes OMNo | CiYes CINo | [1Yes [1No
Performance of Perineal Care [Yes A0 LAYes CINo Zﬂs [INo | [2¥6s [INo | [3¥eS CINo | ClYes [INo | (JYes [INo
Onset of New Fever “Yés [INo | ClYes [INO | CiYes £No | CIYes #7No | CJYes UNo | [1Yes [INo | [IYes [INo
Asses for the leakage at the site of insertion |, ZYes CINo | #fes CINo | &r¥es CINo | =7Ves CINo Cl¥es ONo | OYes OINo | OYes CINo
e e %D%Q} Adindh o [(Tonry | BN IC ) o0y

Signature of the Nurse % d{i 3 “t / ’&%«M
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It takes a lot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .......... B |E‘4;2§ ................. Time: ... 2.1 0ana.........8
origin: ... hadf@hen Height: .5.‘:6.3@6.3%) Weight:....-'.f.i‘ha ........... BMI: £ Gkab‘“L
FoodAIIergies:..Nlo..,......................,......................................; ...........................................................................................

'Dlagnosrs Pop- &.JEm AEES, Wﬂmﬂ&amw Gerendan. ﬁts,ﬁev)

TypeofDiet: [ Liquid T Soft ] Normal O Diabetic
L1 Vegetarian ,E/Non-\legetarian L] Vegan

Diet Advised:

........... Sejt..H 3‘"‘ Pm}e.ma&ek
......... LaEJAff_MLc_L Klf()mf—f?jt al. ﬂﬂ‘a& L/U?a U:n(/'-"

Patient’s / AQeNK Dietician’s

DINIRIDE: ...coc.oocssssbmmsonsmunsinsiinmasinsssanmiksspssins asess Signature: SW .............................................

NME: . RALAR e NamB: ... SRR ........ccscviesirennnssfensssssamsssinssraseasess

Date & Time: :*('}\% ....................................... Date & TIMB: ... FARB.....ccovrsinecdurssampsssssssioncessis
Q Oan,
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DIETARY NOTES

Date

Time

Notes

Sign
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T Hospital

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

-—

Breastfeeding initiated?
«P a. Yes [J b.No

2. MO BORBON .o, iiihccismionamsssivss snsenssnson sssianmssssbaaiyas o pibasdossbns sy isisss sessspnshenbssiinabestnsts s sases svss samisnsmesubsosuybrans AV insfon

w

Nipple condition:
" a. Nipple well formed
] b. Flat nipple
[J c. Inverted nipple
0 d. Short nipple

4. Milk flow:
J""a. Good
0 b. Drops of colostrums
O c¢.Dry
5

. Steps for Positioning and attachment:
.g a. Baby goes to the breast
O b. Mother always sits with a back support
[ . Ear-shoulder-hip should be in a straight line
[0 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0



6. Was the position explained:
1/ a.Yes
0 b.No

7. For Caesarian mothers:
] a. Mother is required sit and feed from the 4th feed

1 b. Please explain football hold

8.  NICU admission:
O a. Mother needs to stimulate her breast for 2 min every 2 hours

LI A R SRR . e S SO PE ST 0 SRR e -

Continuity of Care: Date: $|7H96

S fan q kocu@ﬁf

> aen (O e
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ACTIVITY RECORD FOR BILLING

O TR, - R N i b ARG 4 b s PG gt I K o o b I gl e o e
NG, ; _ BN s - Consultapt: -~ —Si-=aon- DEPtc-e -0 _ oo
Date of Admission: _ _ iBes - - el Date of Discharge: _ _ _ _ _ _ _ _ 171 (s
Room/BedNo:___ ______ Wi : e Suggested Billablebed type : _ _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
gl2lac 10:\cpm | 0BG v 04« Sonatuy g

Cross Consultation Visit

Doctors Name Date Order No. Signature

' | Alnc <hlre |qeeqter| Xawne
2 C@T‘/\ﬁmlf‘@t BWVI‘/
3 |oy Tl #ona®D] 2frfee | A220| |2k Lot

N
AR ul,d-(u_(\ndw/) %34 st
5 covsulfedin

8

9

10
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INVESTIGATIONS

Date Investigations Order No. Signature
5\l NYEADR % 6&“0333?;?1/’—’&%
H#rve NST ”@ ) “Tonet
U_)\:\,hro Al &1 B 5&65533%\\{’* M
5["‘"’[6 Cpnlﬁ Ll (xeal- R , Sia@a’lujq

Vrea  Cloclats, \ 2 bo b'ﬂ\)\/ﬂ\
e |
4 U \ ’\7 .
1 | orane o fbidagis <% )
Q'o{v’—p Pvg'pcjn (ﬁw_&gf‘gﬁn/) akolsjf’d\’:’l/ {guwox
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A Al 3 3\“‘5/& i
. "ﬁ::” M)




MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
Sake | Ty copoulizabion 4 :;f,
7 |4lag pac 1 667 (us | Dobrta
5 4 CQ\ALWamL%n \ 9 6¢q 0y | ln
J A s
‘_4-——"’
ot g
P - e o

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




