. BAH-00483384 1P5-00176641 "
l__,,,,ﬁm_ Z _ Mrs VEDAVALLI SNEHA REDDY Rai b:‘-' ®
L
By 01-08-1989 36Y10M19D  (F) ainbow 4 . -
Or: SASIKALA KOLA Children’s . Bll‘tthght
O 1 Hospity e s
It takes a lot to treat the little. Your Right to a Safe Delivery

{L\\Qﬁ

Patient Name: uRﬁ,wAaUaUPmﬁfaR&c{dj Date of Birth: Offoﬁfl‘laq ............ Age: 36(763&2%
Gender: M& ................... Ward : ... 0L T UHID No.: BAH 00X B3 38H...

Date of Surgery: 0| +[20A8......... (10T o2 D0T3.20T4 (10B6OT1 (0BG OT2

me of the Surgery : ......52400......... . Y N AA LA ..........
‘ a,\mo@!)w
Time ... R SCPM......
NAME AMOUNT

1. Surgeon s Q/X’Q"V’LU" ................................................................................
2. Anaesthetist R - L ST U
s S
4. 0T Technician LAY Rame/f)}) .................................................................................................
5. Circulating Nurse : .......co......... .Swa-.‘m ............................................................................................
6. Assistant Nurse Pmbhaud&? ................................................................................
Special Equipment: E\ZL/aparascopy _| Broncoscope | Harmonic ! Morcelator

_| C-ARM ] Cystoscopy | Versa Point ] Liver Cusa

] Neuro Cusa 1 Others ‘}f{l%oa

Signature of the eon Signature of Circulating Nurse
Order No: Q‘Hfﬂj@.g ................................. Order by: @@10{1\1«) ..................................

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



BAH-00483384 1P5-00176641 ///Z.
A REDDY
?:so:ig::MU sr;?: 10M180  (F) wﬁq oY Q%jffec‘vm 7/ E?I.I?C?r%‘: 'S E BirthRig ht
It taheg ot tntrat the i Your Right to a Safe Delivery
Il\HIIIllHlll\lIl|||||Nl‘|lHl||!| 7 CONSUMABLES OF o7 foseial_ | Qe
2o/
................. Fechnician : ... - Date ;... 00 SRR o o
Anaesthesia Digpgsables ssued | used | SUFGICAI Bispos wsved Y ueos|  Disposables (Baby Side) | OV
e ((7.0) 7.5 | [ [Vt laganf [1ay [y | K
IMA T2y jH | —| sutires i Cord Clamp
ECG Ieadsm P/N 5193 02 6L g O Suction Catheter
HME fitter &Y P/ N a) | ] : Feeding Tube |
Syringes ~0cc |0 3}” 3 Vaccum Suction Set ]
05 cc bt b Glow{s L\ [ i‘ﬁ\ﬂ{“ nar [\x%9.| Surgical Gloves
02 cc | o g{’/ e e [ ] Gauze Pack
01 cc g R G i Syringe 1ml / 2ml
Cautery pIate{ ﬁ}P/ N o] —— | Surgical bla(@ﬂ‘b} T 14\ \ Surgical Blade # 20
IV set 0) | — | NGtube N7 Koochies (S)
RL it 0) _g Cautery pencil \ — | N\ Poami k!
NS : 1om(/ 100m) soomf7 1060m Y |) 9 3 [5-2] Koochies h\,\ b
nE% %—:'T:é: o) f Qintments ) B ni b O
Ve tu ? Cod |80/ | Suction Catheter M\»\ n 0.95 | |~—
Fentany x O/ | | Cap, Mask Ny & T
Morphine L ] Gauze Pack ( m D 1§1 - m\y\ a1y CN T T -
Ketamine : Mop Pack N N A vor § e\ L]
Propofol Yy | ) stehstin QoY1 (2 | @ndp éaﬂl F
Rocuronium @) | £ | Underpad i \
Glycopyrolate o) | Draw sheet [ L
Myopyrolate O ’ \ Abgel
Ondansetron 0) | | | Foleyscatheter Ji} | | D - w1 |
Pencan 25¢/ Spinal Needle 22 i Urobag > [ \ e e (33)), YD )# ]
Bupivacaine 0.25% ®) | ——| Chest Drainage Catheter ; _/ o,on>se( B\ o] |
Bupivacaine 0.25%(Heavy) Romodrain bag ( <D &oohH )) [
Antibiotics Bandage @u—l Sp case &7 ]
v \7(_417 ®) ! | Tegaderm 1a (p‘:" | &
Suppositories loban s 4. 74 b
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol 2@@@ ) | Vaccum Suction set \ \
Justin : 125 mg/ 25mg /{00m3) [o) [ ;| Plastic Bed Sheet ]
Tab. Misoprost: 200mg Betadine Solution \ !
2w 10 Hoowo ) 1M | | | Microshield N
(o UILQ 2 —1Cotton Balls \ \
_D‘-QC\O,— (a9 \ ¢ 'i_ 9_} Latex Gloves ,'ﬂp (V] E/‘
< cal 0. 13 | | Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Technician

Order No. :
Doc. No. : RCH/ FRM / GENERAL / 12
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ESTIMATION SLIP _ M™wdefp

cnu::;., »s| o= BirthRight'
Hos_pltal BY RAINBOW HOSPITALS

RS s S Your Right to a Safe Dellvery

sk

Date : %UHID /TPNo.; EbM. oM@ 2384 siNo. 81189

Name of Patient ! W B S*bg 3 gﬂ,ﬂg Age: _E*&_Gender:Lm,k
Fatter's / Husband's Name : RN i Corporate / Occupation : L&@?&Fi
Email: -

Procedure / Plan : M&hﬁdﬂﬁ.ﬁ#‘: _"
: (-A-E_Q

MODE OF PAYMENT : [JSELF [WIPA :

TARIFF INFORMATION : Qe
ROOM

catEcory | SV S A y

Room Rent &

Nursyefarges i | | Tt )

_ PARTICULARS AMOUNT (%)
Su 's /'Anesthetjsts's Fee / O.T. phﬂfes £n D :
O.T. Consumables q ~— Subject to approval by TPA / Insurance Company
Instrument Charges

L ] _lQ,Q:lJ —-——)}- Not Covercd bx TPA / Insurance company
Pharmacy, Cons m—

f il r actual - Not Inc in Estlmanon
Monitor : Oxygen : nfusion pump / ge pump :
Equipment -

Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix.:
Phototherapy : | Single Surface : Double Surface : Tripi'e Surface :

e
Bload/ Blood products 7¥mplantgL or /__ ——
OP Pr I Cross Co S Bl 4 e K“YI Er actual - Not Included in Estlmatlon‘\ﬁ___

Charges

Package ‘ o) D/ 3 _

Others e % el .

Initial Minimum Deposit —-ﬂ -n.mmmmm
RKS: ' :

1. The estimated amount may change according to duration of stay,medical condition, investigations pharmacy and any other procedure. A \' 4

2. The estimated surgical charges may vary subject to surgeon's decisions 5Cmnphcamnyl’anent s requirements / Mode of Procedure (Like Laparoscopic.
Thoracoscopic, etc) / Unilateral to Bilateral Procethrre=

n case the pauem is 'ihlftcd from lower category to higher categ
; ¢ higher category.
4 Room ellgﬂnllty is purely sub_]ect to TPA approval and the packagelRoum tariff starts from

3 ory, all charges t'or the condh]lant visit, mvestiganonrbperauotﬁ and/orbroeedhrcs fram the date

Adpproved, which'has to be paid epaue tand ¢

i - eh Die 4 /MAe,

6. For No cals, Disposables, Consumables, lnl'usion P, Taxes, ImpMVbesAg, M Dou e s!rallon
Char§es, etc, credit cammof be extended. Th are not payable fo4sSS per Insuran y norms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30%extra charges are appllcablc on surgical cost, and this is not

covered by TPA/Insurance company. In case the lcqgt;h of Stay.is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

i,

8. Difference, if any between the final bill amount and amount penmlted/ appmved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. In case of denial, cash tariff would be applicable. -

9. Two attendants are permitted with patients in SDLX, DLX apd PVT‘\Rﬁbms and-only one is permitted in the rest of the categones of rooms. And no attendant
is permitted in ICU's. Kindly check your billing status on day to ddy basis @ 1P Billing Depanmcm

T "DECLARATION - :
I .~ have attended the Financial Counseling desk and understood the expected costs and other conditions’
applicable. In case the nsurance Company rejects the claim for whatsoeygr reasons at any point of time after discharge, I pmmise to settle the claim with the hospital

{ Q'-.a ’
' s o |
Signature of, the Client Signatory Relationship Signaturgefthe Financial Counselor

A




z. Rainbow Children's Hospital - Banjara Hills

= @
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills .Hyderabad
Children’s ,Telangana, India ,500034.
- Hospital TEL NO :+91-40-4466 5555
WEB : https.://rainbowhospitals.in

Birth

Hainbow

ADMISSION SHEET

N

Registration Details :

Admission No : IP5-00176641 Admit Date : 20-Jul-2026 Admit Time :12:21 PM UHID : BAH-00483384
Patient Details : ; L

Patient Name : Mrs VEDAVALLI SNEHA REDDY Age . :36Y10M19D

Guardian © MR. V SHIVANANDA REDDY ! DOB : 01-09-1989

Gender . Female Religion . Hindu

Occuration g Martial Status . Married

Address (H) - PLOT NO. 79, NAVA NIRMAN NAGAR COLONY, Phone No . 9666089982/ 9100017777

ROAD NO. 71 Hyderabad Jubilee HO

Hyderabad Telangana INDIA 500033 E-mail + snehareddy89@gmail.com
Admission Details :
Bed Type D@;ﬁ CARE Bed No : RC 407 Ward Name : 4F-GYN RECOVERY
Room No : RC 407 Admission Type : First Visit
Contact Details :
Name © MR,V SHIVANANDA REDDY Relationship  : Husband
Contact Address : PLOT NO. 79, NAVA NIRMAN NAGAR Phone No : /9666089982

COLONY, ROAD NO. 71 Hyderabad Jubilee HO
Hyderabad Telangana INDIA 500033

e

~

R Signature
Joctor Details :
Doctor Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode :Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT

LTD

Date / Time : 20/07/2026 12:23 Printed By : 015513 Page 1 of 2
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Rainbow’ ! Ll
Rainbow' | @ girthRight
Ho.ipltal EEEARSOW HOSIIALS

Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING X

e e PRI . RN A SRS | B OGRSt M . UL o SN B
BAH-00483384 IP5-00176641
Mrs VEDAVALLI SNEHA REDDY

UHID No. : RN ek BY1WOM19D  (F) 2 G S

————————— ~  Dr. SASIKALA KOLA R e R

R iicans S 401 T s

Room/BedNo:___ ___ ___ Waal i o T Suggested Billable bed type : _ _ _ ___ ______ _
WARD TRANSFERS
Date Time From To Signature of Nurse
80/5/6 | Riopw| GYN b7 [ty
20 l\ﬂ?ﬂo = {‘J\ oT o k¢ e~

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

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




INVESTIGATIONS

Date Investigations Order No. Signature
{
&Ob’ L 0’%{}, s Ppe 7 6ho124256 FQA,ﬂ/
I ~ v {!
0 k/\i}" N2




MEDICAL EQUIPMENT (WARD & ICU)

Déte EI:sin;:?n (e)lf'lt Cor_}_?ric;ting Disc%1r?]eecting B Wi Signating
O Gordi ol ol b |ausa | K
7 /J
e
Sl BN




PROCEDURE

Date Procedure Quantity Order No. Signature
<

203 PAC ) 4712556

Q0] DV Plognd \q}rﬁéﬁ/s/

90 ! S C"J’(UJ‘Z%QI;/)

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00483384 IP5-00176641

Mrs VEDAVALLI SNEHA REDDY W

01 os—wzmmszvmmsn (F) RaII’IbOW . B- - .

"V e RY iy
mmmmmmmmmm Your Right to a Safe Delivery

I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : ....... ?'OI/H)(’ ............................. TimeoFAdRIESIBRE L ... s L o L N s sl
Allergies: ................... J\)lUQA- ........................................ NGt know any drug allergies
------ PRESENTING COMPLAINTS :

—\piLy P(Cmmn 204 Pregma ey
0{0 F—H /S?‘]Q kf\P pe A fGJ'Q”‘nj "l‘OkOMlA

onh
ém S 4 nJ J/glwu\ 1S Qjcwn

( lU WAL M—\'\OV\

MEETE

0‘(110[ 1y USG abl fe_QJu‘a

tyrk¢ iu}“q AQ(J Aow v

130 qylecm, Lo-6¥3m , Elo- 3-4y29c

* AV, JUY3IDYsSCry, ET-Y-§em,

dﬂw Lrvel m-l—(mq,Q Lehyd and
U

=

Previous Periods : ¥ 43 ulen

e 2 q ok 2026

Contraception : pi \

UioUU At}’ A W\u'(q} no IHP @OUOV\QV\ a”(
MENSTRUAL HISTORY OBSTETRIC HISTORY
| Year of Marriage : QQ[ Y Parity : ﬂ L J

Mode of Delivery : L SCS,

Last Child Birth: Q02D

PAST MEDICAL HISTORY

PAST SURGICAL HISTORY

N

—r

Lscg Qe 2

2615 — qprcvm(]fcflﬂ‘«’“j L“*’“’“U[Pa.

Docu. No. : RCHBH /FRM / CLINICAL / 086



BAH-UUas330%
Mrs VEDAVALLI SNEHA REDDV
01 09—1989 357107‘193 (F)

"V

‘ FAMILY HISTORY:

Jalhey - HT (Y
Hothay ~ P

MEDICATION HISTORY:

----- INITIAL ASSESSMENT :

pate__ 2.0/ 07[10)6
i 1§ 6 w_R03ky
BMI__ 2232 [ feun

B.P

—

Pallor

cVR__ S 16D

Respiratory System _gﬁ.E@_

Thyroid _/a/)
| —y

BFB&ST@ ‘

Abdominal Examination

Local/Sp

Bimanua

eculum Examination

| Pelvic Examination

PROVISIONAL DIAGNOSIS : ) | I)Pb"’”“}? W“"‘*ﬁ /rﬁm

Lapwiopic am\mv‘l

~ wa tthrw\

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

Bl1- O P3ikve.
vival- NE-

/

06 s |
Bes-g1
ovne - W

wih

a\“«'\‘u (EF' '1‘317‘21‘ , I.:}ﬂ)

o€ - pe=123 }{( -?-g

- A ers):m
— Dwr
» G&on.é; Vi

R e
(o uel

[V Canntodon
R AR

s

}(LQA A—J—L-L\
kuel Ih/fb WJ

(AT

Name of the Doctor :

Date & Time :

20[“{/25 J llfgof)yv\'

Signature of Doctor 9\




BAH-00483384 IP5-00176641

Mrs VEDAVALLI SNEHA REDDY

- WAL Ra',"b,:::s @
i Fospral | @)t
PROGRESS NOTES AND DOCTOR'S ORDER
ga;-fm Progress Notes Doctor's Order
QOH/‘V POD""O LQP{D OV (u/{lﬂ}ow
30 B pokial Sct mﬁ.ﬂl«« Lol
0 1
G 4—0}9—, AoV’
- 105 [gdung (3]) (D Ber ey Hl 12
Df& é9¢ rpwm @ T/othmlmv\
Sno) 98L gh 75 L@ o s
e pal \A Aat] mw aceliel
- D il b,
- @/Tmﬂmm fog
v Ditne
\\ 1\:%)/6/ -—WODJD#' T
e .w?"‘(\ _g_l.} X
= Cfarm IV,
gp-le[is by (D Mgt Bl 12 et
PR-652p @ Kifs d oy Lo 1240 pm
$poy ~4574 04 A1, S
D'\'P\"AUH = V
I _agwh , 3 S S A’C* dom £ oo l”’fh—&
A GNP
{gr) D\Au‘.\/\ (b s UAMLQI
R0 [&\ Mrmdl-uh\)"db M\‘lm
) &\\xi’\@/ (/:rn f s 303
)

\ Docu. No. : RCHBH /FRM / CLINICAL / 088

& a | (P.T.0)



BAH-00483384

IP5-00176641

Mrs VEDAVALLI SNEHA REDDY

01-09-1989

38Y10M200 (F)

Or. SASIKALA KOLA

Vi
PROGRESS NOTES AND DOCTOR'S ORDER

\

%
Rainbow®
Children’s

Tt takes a lot to treat the .

. . -
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

g“;fm Progress Notes Doctor's Order
e
P Comtratenle - Revioue r»o(%,g b Ay
SR IN (&_am - Qﬂipg 12/ =~ 4 Am
Ulo lpoml,tass . eMpbed Lguid clieb 4-pm~éfro
 (Hm ow empheol) - fop duet > ¢éAvn (
~\F, @120 mulhs,
HUu & hAm -
ot
TSV
Gabeaid
YY) PH (nm\l‘esﬂabta ' {
S(Lq%pfy\g
Do not want 1o be dustushed
¥ A
G v
OF -4 fualaa
Docu. No. : RCHBH /FRM / CLINICAL / 088




BAH-00483384 IP5-00176641

Mrs VEDAVALLI SNEHA REDDY

B 111 (his | @oamign
OPERATION THEATER NOTES

Patient's Name : . MBS Vecdallle. WR&JH&( Age: S%QOZMGender O Male 2T Fomale

UHID No. .BAH —.coHB38HL...... e Weight ;... RO 31*9])) T

Surgeon : IR . 4o, 20k 12 KO]& Asst. Surgeon :

Anesthetist : R M OT Nurse: P Hw( n }A 0 OT Technician: Rdn/%[]

Pre-Operative Diagnosis:

Surgical Procedure : Qﬁ
fopooscopsd 4t "o WW

Indications for Surgery - ﬂ,{ﬁ ev\a)u\.am (,a&I)uL

Date: 50 4[&6 Start Time :  3%)5, p™M End Time :
Pre Operative Preparations: (LU b -6 MW Q’\f{/v -
| J v

Post Operative Diagnosis: ?S"D’O po,g,l— ,Q_q,pa,u@i W /P/-ﬁ' Al aAlN

Optetonay + ba,uw MBJ PWW

Peri- Operatwe\éompllcatlons Y

Operation Notes: 1) A8 Muown0d i Ay
2) Foam me\% Maug.{; Wty
- Muud
Q,QJ.HW Cph [endonatinnlii) ~ Y dx Clm
%,&Jrr wa@#&&%pm A fro
0,{ U M Raluc ,wbwc el -
Dgang aolww W, cowertent Ruptuae g-f
%} v 2ond & Cheorolots Lolbug
Ww C;.&Mi:awwm
£ Hee

Doc. No.: RCHBH/ FRM / CLINICAL /099 ! (P.T.0)




¢) bgnaoid o -0t [y

OoRsiom) &%wmwww
AWLMM

QXWJW Mudad) foot %WW

pr@ﬁw beutyed m%mcuycw

/mwwqmw e
ostios 00upin gertory Aone and AnF b HPE

J)MMWNWM%MW

Amount of Blood Loss: COnM

Blood Transfused (in ML) )
Name and Number of Surg|cal Specimen sent for examlnatlon

Al
Peri- Operatwe Complications:
AN Quw{-au Duau exu td MMJ,HM\
@ o Laaead GDLW /3
) ombdass awaid
\o\ Ww(w IO, 5108 IV VIR ST YV T

ol +WWWW+#&+“
Kk s,

Hoough Ad At d i PE
\D Aocods WJ i N,
) ooadotn uai &W_ ll\.,Q—ungMM

Name of the Surgeon ;D/ ....... MM ........
Signature of the Surgeon: %‘/ CQ/ T ' e )

Date & Time: 20 ) )/(3 S})V\n

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



:A“;U:;ﬁ-‘m IP5-00176641 "
. rs VEDAVALLI SNEHA REDDY e e
P 31 !;l;:zmmuvwmzon (F) g?:llldbrow . Blftthghtﬂ
Eein b, 0 LA I en’s
A Hospital _ | ) zzuwerocre:
MMMMMMMM Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

gal"?me Progress Notes Doctor's Order
a2k
Tofm
PRiSG D%olt diet
BP: 10060 @\Mm)ru ol oval ftwudg
$p0y: (00| RA ﬁmbuLoh
Plh: Soft B -tnuge Voldivg,
BS® SEVRIIN fnbxs.lu :
Plv- Néb fﬂ*‘)mlv-nvm vy
VI0° Adeguols @ vap IVF
porvove rufﬂas {3\ Pamﬂmo {D
b s PP
flon fuctr ]
E . Pon, Iﬂb@t‘)mm L tecbonsy A(8) Stpogs
2 | i S e
“ah Ole .
¢ ol - cfb[(} olsel ﬁmﬂ/t
4 PR Sy | el fusits
BP-W@@W . Apatade |
Iy - Wl oaY  _ rtevmpe
- oyt it s’
fonele, - I/Z?«mé z"‘hﬁ&@
(s < 55
-ﬂmu e dnu i F“FNA Q(;)/ Y
1 4 ualdd 4 /4@“#
(P.T.0)

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Rainbow” ) . i G
| ek Children's | @ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
23:-?“,8 Progress Notes Doctor's Order

|

Docu. No. : RCHBH /FRM / CLINICAL / 088



BAH-00483384 IP5-00176641

Mrs VEDAVALLI SNEHA REDDY "/{é

01-09-198%9 36Y10M190D (F) » = -

Dr. SASIKALA KOLA Rainbow . 5
Children’s ® BirthRight

i crloeeys | G B ElaH

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

Date of Admission: ........ 10]4"“’“ Drug Allergies: ............... N\(DA .......................... mt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

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

NURSES

S0S / PRN (As Required Medication)

Datey
Time

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Time

v

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date
Tigle

v

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

]

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



Mrs VEDAVALLI SNERA riww
01-09-1989 35Y10M1QD (F)

Dr. SASIKA!

il

T

REGULAR PRESCRIPTIONS  Weight. %‘wzf Ward. oo

: Dater
0RUG: (V) (TEAAR [P [Tipel g,
Dose | Route |Frequency |Start Dajels. | &/
14 BO |l 41%emBAF

LAY 2pl 774%™
Name & Signature of the Doctor 4
Starting % e

sy o«
Additional Instructions: —
Daily Do@& Endorsement by a Sign
" Dater
DRUG: ) AR AL ETANMOL [Timeh™

=

i

oo plo | ip 20

Dose Route | Frequency [Start |Date

PEST

Aa

Name'& Signature of the Doctor !
Starting the Drugs:

NAANMTH fu\

%

Additional Instructions:

Daily Biggtor's Endorsement by a Sign

rRuG: ) (O PENAC

Dose Route | Frequency [Start Date

S Ho | kol | Yl

Namg/& Signature of the Doctor
Starting the Drugs:

”\/\,J/D -
MR TH .\\ o
Additional Instructions: " N

Daily Doctay’s Endggserhent by a Sign

pRUG: O PATNTOP [Foopix

Dose Route | Frequency |Start Date

Ao Mol R | Yo

o

Nam & Signature of the Doctor

Startl the Drygs:
W M7 I——-fh\

B

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Mrs VEDAVALLI SNEHA REDDY

01-00-1989 BYIWOM20D (F)
mllfﬂr"ﬁ’mlmllml I”I ”Ill Welght mgut/ Ward. oo
Date» :
VAHIABLE UuoC Tlme Nurse Sig. I Nurse Sig. I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Or. Sign Dr. Sign
ROU te Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor L I Dose [
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: o pom oes sy
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Date»
VAHIABLE DOSE Tl;E l Nurs:S‘ag Nurs&Siu. Nurs‘;Siq. l Nur.ie'Sm.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date . o o Ty
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose e Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o b Die. Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dt?sage &. Other Route Signature Nurses
nstructions ’
0
Wl oPm 1M € o
25\’\\ &P H;U'MY "Ml J g lv J ”O
20)3}16 . 2 90pw G pePACeT moll, lﬂﬂ\ |V ,Q}\ 16(.%/.?[
L= ~
0 )y ! I T R4 NAA v b— ‘
0k | 4loopa i ) a
20h | 5| U8 PN Sns MorPMING. 60 LU B2
Lo FEnaL Q7~ WM
o lnn TRAMAPOL W b dwy)
sobbe (o Lk (o «j’ Vgl —7
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INTERDISCIPLINARY PATIENT Children’s .BirthRigh’t"
/ FAMILY EDUCATION RECORD st

\

—
- — ®
Rainbow &
BY RAIINBOW HOSPITALS
Your Right to a Safe Delivery

Patient's / Leamer Language: .........tlh....o..io hieeeenennnns Patient / Learner Literacy: ;LReM Write  —+Speak Willingness to Learn: [1Yes (1 No Healthcare Literacy: [ Yes/D 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 TR e e i e y TR ]
Part- i
Use codes from the list in part Ill
Need . ‘ : Designation /
Date Time Identified Information Taught Sockenionss Comments Signature

Person Taught |  LEArMing | yeanhing Tools | to overcome Understanding

Barriers barrier/s

B2
\_AA-
==

o o g D T

‘ LT / 1 RLECN

poon anaamas « Tifomed 0 un FT

o i atuad-

AP D5 patvat  Tagqub oupriing | ph

Johtrde Contro |

ol W

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver L T T R e R R 1 A SIRORN, < RE
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 PO ASPOCHY ...oioicviiiiesiimimasisiassiasmoss betasmssisioriiisos

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 AR R RGOS S N e S e
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



iy "%

Patient Sticker , Rainb%wf’ ® BirthRight
Diagnosis: Pl ’ [ [PLUAM ‘Nj f’“%‘“«
%a':; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
0 Medical O Initial : @ i{ : 4 1 Nursing
@ L Ye 1V
\ 4\1 L | O Nursing E/Wed - ‘U A Aa J\t% Lc;pjv M or)‘ ¢ @6«»\ O Others:
4 1 Others: er-Op U‘-X)" : OVerseon 'LU‘“*
‘m O Post Op taj
[ Medical [J_Jpitial 0 !‘{HJZU N d Ry [0 Medical
‘7—0[ Dth UAflrsing 0 Modified (\LP = < L L [ © Others:
' | O Others: L-Per-0p D M‘ 8 oY) i 940 ‘Q E #_‘ !
[[“" O PostOp l e > € lowd
O Medical O Initial ) Medical
O Nursing O Modified J Nursing
O Others: ) Per-Op O Others:
[ Post Op
O Medical O Initial O Medical
O Nursing [ Modified U Nursing
O Others: O Per-Op LJ Qthers:
O Post Op
1 Medical O Initial [0 Medical
1 Nursing O Modified T Nursing
O Qthers: O Per-Op 1 Others:
CJ Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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_ Pafien OcSASikaLakova B Children’s ‘ BirthRightﬂ

T ospial | (et
RESULT SHEET

N

Date e
Time
Hb |1
PCV 29-&
RBC Y-bl
WBC q-12-
N/L ;
Platelets [¥q
CRP ’
ESR
PCT
RBS ‘e
Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine o b
ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)



Date 1632
Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst {
Occult Blood

v HReC ~VE

cfcfiﬁ

CUIUTE AN SBMSIIVITIES = o.veoeveeeeeieeeeeseesiestesssessssessessssssessessessnensasnsontaeasanssesssssssssssesssssasssessassssssassnsssnssnsessnssssnsssnessersden

Radiology : BIEHE 4 it R rss kvt D TR v el A B ey et Ba iiome s v peeren poinmmecssmesilns mesnss

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

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

MRI

Others (ECG, Contrast STUMIES BIC.,) : .oueeviieeeeeeeeeeececcee et es ettt s s e ss e e neenend
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug Allergies: ................ I\SLU())\( ................................. ——

¥ Not known any Drug Allergies

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

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

B sisssivi it sisnsasassmsanarsssonsonsont sndinnaness L R YN R, SR S

SNo | (Genenlgﬁ:rﬁﬂ;ggl#r EETTERS) (m[;?rsnf:g) (Po,I:l%l,“sE:, v) | FREQUENCY lligtseTf[;E::nEe ?gﬂ:‘%‘gg
1 [T f’mlo(ﬂkm T4ew po P 9(4/,,|0c L0
2 g - (o("{fhowv\ P\ujk /J lc,k, Po op l?/?/lb Oc 3D
3 Oc Obc
4 Oc Ooc
5 JC [JDC
6 Odc OJDC
7 (JC [CIDC
8 OJC CJDC
9 ¢ OODC
10 (JC [ODC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ... -l).. ). DJW ..........................................

Date & Time: ...........i %) “}J ..... ? ...................................

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

Docu. No. : RCHBH /FRM / GENERAL / 090
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Tt takes a lot to treat the littie. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: &0‘?)[%

Baseline Information:

Admission From: O ER (1 OPD O Adn‘ﬁgsion B R PR I SR
Primary Language: O Tg!u/guf [J English ] Hindi Bl Ty AR YL T |
Do you require aninterpreter? [ Yes ELNO/ et e 1 L N T e N e ORI
Source of Information: U\Bwént L Family L OGS BIBEI, 2 e i i S lale R Bt e s
Allergies: [1Yes f‘\/ ] Medications ] Blood Transfusion [] Food H 0, e b e
SR T T R S N R, ) SR R T N N e

Chief (:omplamls ....... ?.1..L—.J ............. FL(W\M ("ﬂ ............ Qn\d’ ........... Doctor Notified on Admission: EJ/ea/D No

Name of the Doctor: .......... DLs.. PRI

Time Notified: ................... Bk o
Past Medical History: Obtained From [ Pa#€nt [] Family Member [ Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission
LS~ o
MP \ N LLUJ
‘Lou'lfnf Appan

Gynecology Assessment: (] Not Applicable | Gynecology Surgical History: Gynecological History:
MBREIRRIEHISIONY: ... c.oooonsncaesaisisbnsesis Caesarean Section: (INo [ Aes Contraceptives: JNe OYes
................................................................. Cervical Cerclage: D‘_@o' [1Yes Vaginal Discharge: Ao [ Yes
Onset of Menarche: .............cccoveveevveernenens Ectopic Pregnancy: (N6 [ Yes Post-Coital Bleeding: -EI/NG O Yes
Menstrual Cycle: D\)eﬁ.llar [ Irregular | Myomectomy: ELN( ] Yes Infertility: B’ﬁo [J Yes
Last Menstrual Period: Q‘?Ib,'m-b Others: If Yes Type: [ Primary [ Secondary
Obstettic History: ~ G............... sl R ——. AT % " _
Previous LSCS: ........................] L ;U’Ll’ .........

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

Family History: [ No Abnormalities Detected
[] Heart Disease \Wrtension [_| Diabetes L] Stroke L] Seizures [ Kidney disease

I [ Liver disease B I s e ok T R G e R R A s
Vital Signs / Bleasurements: Temp: & 6.€. HR: ... &b W - A 20.W
Bp:. $16] 24 MY weight: £2:. (C}f Height: 1£6._ 14 BMI: .. 22 2H

Pain Assessment: Pain: [IYes M0  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0)
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B LR 1 T

PHYSICAL ASSESSMENT

General Appeara'nce: /Kealthy CTill looking [ Anxious 1 Agitated F O o s niass

Fall Assessmenl;ﬁes LINo Score qﬁ ....... (complete the Morse Fall Risk Assessment Sheet)

Riskol Pressure Sore: E_-)fé ONo Score..... ?,ﬂ ....... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
0 Mobility problem [l Walking Problem % Abnormality Detected
"I Developmental Delay  Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: Dwnormality Detected
[ Overweight L Poor Appetite > 3 Days (] Needs Therapeutic Diet.
{1Under Weight (] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Calm & Cooperative (1 Restless () Depressed I Agitated [ Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single D.Mﬁried CIDivorced [ Widow
2. Special Habits: Smoker: [ Yes Dl(o Alcohol Abuse: [1Yes [ Nc/ Drug Abuse: []Yes ;,Né

: {
Social History: Lives With ................. F’W ('& .............................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : D’(es [1No Waste Disposal Explained: D)ﬁs [1No

Infusion Pump : es LINo Hand Hygiene Explained: G"(es ] No ] Others
Above information givento ........................ Pw PAQ’ ....................

Name of Person Orientation was givento: ........... M. veSaddwn

Nurse Signature: [ .....

Nurse Name: ........... LNV S VAARAN .
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It takes a lot to treat the little. 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

0P e

Date

Time 10{11] 12 6~ 10/ 11 |(12

@)

RESP
(write rate in
corresp. box)

> 30
21 - 30
11-20
0-10

Saturations

94-100% | Pl FERantEt i -1 | a8

<94 %

Administered

0, (L/min.)

3,dway

40
39
38
37
36
35

< 35

b ¥ |

&0

*1, 4

3jey Yeay

170
160
150
140
130
120
110

anssald poo|g 21joisAs

180
170
160
150
140
130
120
110
100

-

\—-

11V)

70

50

ainssald poojg Jljoiselq

RESPONSE
gl

NEURO Aot T ]

130
120
110

B

T

Voice
Pain
Unresponsive

URINE
mils / hour

—

/

>30
< 30

Proteinuria

| Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

‘AL ORANGE SCORES

TOTAL YELLOW SCORES
TOT
Nurse Initial

; 5 :

L
{

V“ B

0
o)
<]

) B 2




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes
. w

7 N :

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

¢ %Y. e o/

£ =
> 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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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
) f)/b Date
')/\\*\A :

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
RESP

(write rate in
corresp. box)

0-10

94 - 100 %
<94 %

Saturations

Administered 0, (L/min.)

40
39
38
37
36
35
< 35

3, dway

170
160
150
140
130
120
110
100
90
80
70
60
50
40

9)ey ueay

190
180
170
160
150
140
130
120
110
100

—>
anssald poojg 21|03sAS

80
70

50

130
120
110
100
90
80
70
60
50
40

—
ainssalg poojg Jjoiselq

NEURO Alert 8 [ Y aiss o D ol

RESPONSE Vol
[v] Pain
Unresponsive

URINE > 30
mis / hour < 30

; ’ Protein + +
Proteinuria =
Protein > + +

Lochia flocpal
Heavy / Foul

U Clear / Pink
b Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




[ Obstetrics and Gynaecology ]

Early Warning Signs

f

\y

Complete a Full

\

Set of MEOWS
Observations

b

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
(
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N
(
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
5

* The Modified Early Warning Score (MEOWS)
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Sheet No. :
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Rainbow*

[FLUID CHART)

Children’s
Hospital

It takes a lot to treat the Hitle.

\

‘BihRight'

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 : m Trlav Site
Date | Time gaé}ﬂ}% Route NG | Diarrhoea | Vomit |Drainage | Urine Pé%:b:'t}:‘g_ ﬁlij?;'é
Mouth | LV | NG _
08:00 am ¥ |
09:00 am ™ \
.ﬁ\% 10:00 am Y D\ .4,
11:00 am 0 & i
12:00pm| o 4 1o0x) A ¥ }’ LW
01:00 pm oA % 0 \| &
Total Intake : Total Output :
02:00 pm
03:00 pm S @}f 2 5 ((
0400 pm i B \ \ % Pl
0500 pm & & \ Aol m | g
06:00 pm \{ % n ;’ﬂ J
07:00 pm oy \ ‘ e/ O [T
Total intake : N\ Q) Note—obunGools ‘ Total Output : \ 90— Q) Ory
0B00pm| o1 | N |penil 0 4ehoh
e o Jark
af ool " 100m4 6 Iadhal
’)/a 100pm | g [N\ [ponli il O b
1200an | 9 [eq 400 ol \ 0 [*=bah
01:00am| 1~ o \ 0 ol
Total Intake -} oLhen, ) 0t Total Output: P2f4<d_ | DO M
0200am) ¢~ A2gral)s _2oomt O loebain
R00am| Yo | 10 | o O lanesy
04:00am | , AL O Lo
p\‘/ 0500am | ¢\ omsill |0 | e
060am | PV [ 190 [pevolu Ao ©
07:00 am ¢4l ' U IFW

Total Intake : “Tcb, ~ b 00MA-

Total Output : Pugﬁj o oo

Total 24 hrs. Intake

\,9 20 mt:

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

Total 24 hrs. Output

o ’/‘60(0%(‘
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Children’s
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FLUID CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Dali_ve‘r;

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.

_ Output

IV Site

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

phlebitis
Score

Thrombo-

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

L

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

Total 24 hrs. Output




L Patient Sticker } 2
Rainbow* RO e 1
Rildoan BirthRight

ildren's | @
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It takes a ot to treat the litte. Your Right to a Safe Delivery

BREENDL e i mia vase

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 : Output IV Site

Thrombo- "-‘
Date | Time glfa;ﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis [ Sign.

Score | Nurse
Mouth LV N.G

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

Total 24 hrs. Intake Total 24 hrs. Output

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



W

\\

s Rainbow’ : .
Patient Sticker Children’s . Bll'tthght
Hos pital . BY RAINBOW HOSPITALS

1t takes a lot to treat the litte. Your Right to a Safe Delivery

[FLUID CHART)

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

B Illlake e i omput IV Site

; Thrombo- S—
Date | Time tl;%a;ﬁﬂ% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score Nurse
Mouth R 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

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Your Right to a Safe Delivery

el

shift: [ Mgming [ oon  [INight Date: ..... 5‘)0/}/7‘6 .................
A
Assessment: feon 8. P tj .............................................................................................................................................................................

e | L[] Maintain Airway and Oxygenation [7] Believe Pain & Discomfort E’ﬁimain Fluid Balance [ Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
Tg [_-aintain Personal Hygiene Prevent Infection 1 Meet Elimination Needs []_Emsure Safety [ Early Ambulation Reduce Anxiety [—Pdfient & Family Education
S | [ identify Potential Complications C] ATSEDIRIS. SOBEHY. .. 0. <5k vsnince s poosckins Borviens ssrenc inmnoss srass snsss L0 pve pameeFoon R ORa R b ViR B H s b
Time Plan of Care Time Implementation Evaluation
= \
U""%w'* plov Ao ow e | ol Wit i donar

g popoudin dond SApORT,

— plan b Sin porpourded | 12:a(
1 @V tondn 2 o0 deage ova/‘M"L

M
o plan b 2V (edon oo L6y
o plan e Qu Fd Lo

D,‘z,\%
UL‘,E%

( \ m } P

M i Pan  O% o by, oL pen oS 0.9’\C]Lb.

4 o [znow'dﬂ« PH“TWC“‘O n
G?M o”f’f"xf +-30 _Cuﬂmﬂ- Giuen
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AT T NURSING CARE RECORD Hospital .——”—k—

Shift: [ Morning [ Afternoon /Ermg{ ‘ Date: Qﬁb/ﬂl.ﬁ ..................

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

o | [ Maintain Airway and Oxygenation —=Refieve Pain & Discomfort <17 Maintain Fluid Balance T Tmprove Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
'§ [J Maintain Personal Hygiene /Uﬁé?ﬁﬁty Infection <L Meet Elimination Needs _[J_Ensure Safety [J Early Ambulation Reduce Anxiety [J Patient & Family Education
& | [ Identify Potential Complications BRI O TR U ) e U N 0 - SR s S e e - A o
Time Plan of Care Time Implementation Evaluation
. 6 2 .
2 o2 HASSe ss Mﬁ&n e Yol ConolyL No 8 1o \Owrﬁssc&fckﬂp. %R,F\Q_KQ_Q asr\aﬂ\\w&h PL- s 54(_0\[9)(
10"00g"| Moo OX Wirgds 1oV I | Wkade Qre e d By, QO) s spor Pep
. " ; ‘{'— M
Proorrs [P o w0 e of—coated i ermfenien S\We o !
} . = . ks 8 ; J\
C00AM \ll%)\(-)\_ ced— o gotd olu&b—poviele f
(00| RercoNe @v\\% EN\ oD fro‘\-ua& Cerceilio.d
g 00| QroN\de ¢ £ 0N e e d caft
Fi
L S SR N N N ) R S d ..........................................................................................................
L RS S Ot R UIELS: O TS PSR T SN LTI O S

Nurse Signature: ............ B S Nurse Name: vi%bw‘rb\. ......................................... Date & Time: Zr’krtidé (COF & <300 NN,
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It takes a lot to treat the little. Your Right to a Safe Delivery

\

Shift: W [ Afternoon

ARSI .15, o iistsosssnnmdsnebiothissssnss seliss nasiasicon il ariitmgnrendl - - e

1 Night

S

] Improve Activity Tolerance

[J Maintain Good Nutritional Status

Date: LI/?’/"’-‘ .................

[] Maintain Skin Integrity

e | ) Maintain Airway and Oxygenation T Relieve Pain & Discomfort ] Maintain Fluid Balance
§ [J Maintain Personal Hygiene [ Prevent Infection [] M#st Elimination Needs <1 Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications B T e TR SR eSO RS e, e o el S R

Time Plan of Care Time Implementation Evaluation

o v Wﬁmww&g T MW

& weulsr ©HK
= v pdmosibt wedsaly,
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Nurse Signature: ................. ,ﬁf‘D/ ..................... Nurse Name:
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[ Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [J Maintain Fluid Balance

[C] Maintain Personal Hygiene [ Prevent Infection [J] Meet Elimination Needs (] Ensure Safety [J Early Ambulation Reduce Anxiety ] Patient & Family Education

€3 | [ Identify Potential Complications WY AT RS A SR (TR AN - ERE . F R

Time Plan of Care Time Implementation Evaluation
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S

Treating Doctor:

»

z
Rainbow® i i
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

NURSING SHIFT HAND OVER FORM - WARD

Department: ................ G Mok ... Date of Admission: QO[‘)'[%

= | Diagnosis: : Any Infection: [Yes Eﬂo/ [ Not Known
=] :
5 (W - PUUUL\«A( W FERRE: ... il
=
w
2 | Area W ‘ "‘6%&0 ‘\“),)
: G 2 ’
g Shift Time g“"\ P b ol %\,Dﬂ
* | Medical Condition \
= | (Any special condition to be noted): pﬁ\ y rp( ‘jY
"= —
Allergy: O Yes (I Mo{C Yes NG | O Yes DI No | O Yes D/N( Yes CJNo | Yes ©JNo
ot e
Tubes/Drains/Catheter™ CL¥es (JNo DW{) T'Yes [JNo | Yes Dﬁ) OYes O No | Yes CINo
Vital Signs: Temp: | 46 6r | o%er| AT | Ogeiv
- Res: W W | o\ Lo\
z Sp0; | oo | adkl- 001" | o
2 Pulse: | €put| oo MWk Ashl™ N\
2 BP: | wof® [ [t v1l6d | ait
Fall Risk Score: | > a | oS %
Pain Score: | ©/¢0 B i 0
Safety Needs: 6"%\ e w}/‘/ e AN [ A
@ Physiotherapy | Yes ,D‘I(u O Yes D)J.;-Q#es 0|0 Yes 2 No|OYes ONo|OYes CONo
=]
= ify- o L
E Others Specify: N P ’r
2 Special Diet: | Yes C/No{ 0 Yes o Yes AV O Yes 40 |0 Yes ONo [ Yes O No
E g
8 |Other Special Orders / Medications:
@ Qe—
(-5 = NQ r)’f
Post Operative Procedure Special Orders: NM) MQ’ RO— Y
Handed Over By Name : t%/‘
b v o
Signature : | 4 N
Date: L[y | &0 T}# 0] 1\t 0 A]\‘h"
Time: bm B ﬁ h/\.\ 5{, o
Taken Over By Name : @ ‘Q@“ﬁ
aken Over By Name 0 b R ¥
Signature : g/\\ p Y \&/
e S ek Aok - ;
Time: o B

Docu. No. : RCHBH /FRM / CLINICAL / 097
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e Rainbow*® . g iy
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Troalting DOCTON:. .c.vcueansecsmsncanssrsusmsinsiusnestensorsarsins .. Department: ........ R 1o 9. 8 8 Date of AMISSION: ........c.ccoeevsivveee
Z | Diagnosis: Any Infection: C1Yes [JNo [ Not Known
= B - SR P T
-
w
2 | Area
§ Shift Time
% Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|DO Yes D/No CYes ONo | Yes ONo (O Yes ONo|OYes CJNo
(
Tubes/Drains/Catheter: CJYes CONo | Yes CONo | Yes C'No | Yes ONo|OYes CONo|CYes O AL
Vital Signs: Temp:
£ Res:
g Sp0.:
A Pulse:
7]
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
e Physiotherapy | Yes CJNo | Yes CINo | Yes CINo [ Yes C'No [ Yes CINo |l Yes L1 No
=
k= .
g Others Specify:
£ Special Diet: |0 Yes O'No [0 Yes CJNo | O Yes CINo [0 Yes CINo | T Yes CINo | () Yes (1N
£ |
S | Other Special Orders / Medications: \
[+ =
Post Operative Procedure Special Orders:
Handed Over By Name :
"
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Mrs VEDAVALLI SNEHA REDDY . .
01-00-1985 36Y10M19D  (F) } Rainbow® . N "
Dr. SASIKALA KOLA Children’s B|rthR|ght
ELTERET 11 W e Hospital _ | [ romenesimus
PAIN ASSESSMENT FORM i | O e
Date Time Pa;g /:1;3()"0 Location Duration Acuity Character MF:‘::‘":::" Pat::cf;:::' e Intervention Sign
0 ] Continuous | [ Acute ] Sharp [ Dull (] Increasing [ Yes -
&0}}[ 16 \P“ / {0 () Intermittent | [ Chronic [ Aching [] Burning | [ Decreasing | [J No — %L—
(] Continuous | CJ Acute (] Sharp [ Dull ] Increasing O Yes )
\ — . . 2 H .
Q0 }a,hb D [ A? /\'@)\ﬁ CJ Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [J No l 39 W
__Q A / :
\ { \Qp ] Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes
}@la/hj L I & 1’0 DU\ [ Intermittent | [ Chronic ] Aching ] Burning | [J Decreasing | [J No 1(7.,9 ﬂé,&_
g WA ; f )
1 Do | ] Continuous | [ Acute (] Sharp (] Dull [] Increasing ] Yes vH-
7/0\5/\% W\ e o) e %) ] Intermittent | [ Chronic [ Aching (] Burning | [J Decreasing | [ No ' é%l/g/\
b RY., [] Continuous | [ Acute [] Sharp [ Dull [] Increasing [ Yes N
'1/&}%’\753 B L o]10 puvlr\ [] Intermittent | ) Chronic [ Aching [ Burning | (J Decreasing | [ No 575'“7‘ -
[] Continuous | LI Acute [] Sharp ] Dull (] Increasing ] Yes ke
2| / V- olro re | , . . . . JO/\J
6;1%/) /Cuf‘ [] Intermittent | [ Chronic [ Aching (] Burning | [J Decreasing | [J No
(] Continuous | [ Acute [] Sharp [ Dull [] Increasing O Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [J No
[J Continuous | [ Acute (] Sharp  [T] Dull [] Increasing ] Yes
[] Intermittent | [ Chronic (1 Aching (] Burning | [J Decreasing | [ No
[] Continuous | [ Acute (] Sharp ] Dull [l Increasing O Yes
(] Intermittent | ] Chronic [ Aching ] Burning | [J Decreasing | [ No
] Continuous | [ Acute (] Sharp ] Dull [] Increasing J Yes
(J Intermittent | () Chronic ("1 Aching [] Burning | [ Decreasing | [/ 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)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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 gasily forth, tenge Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 l l l l W | 1 ] | Moans or whimpers occasional Crying steadily, screams of sobs,
= T 1 1 T f ! ) 1 T J Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 9 wm
No Pain Possigiempajn Heasgured 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)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -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
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Littie Bt~ Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
—
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Rainbow

Patient Sticker Children’s . BirthRight
Hospital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM It takes & lot to treat the little. Your Right to a Safe Delivery
: Pain Score Modifying | Patient / Family ‘ s
Date Time (0/10) Location Duration Acuity Character Fidlers Educated Intervention Sign
(7] Continuous | [ Acute ) Sharp  [J Dull (] Increasing [ Yes
[J Intermittent | [ Chronic ] Aching [] Burning | [J Decreasing | [J No
[ Continuous | [] Acute [J Sharp [ Dull [J Increasing (] Yes
[J Intermittent | ] Chronic (] Aching [ Burning | [J Decreasing | [J No
[] Continuous | [J Acute (7] Sharp (] Dull () Increasing ] Yes
[J Intermittent | (] Chronic (J Aching (] Burning | 7] Decreasing | [ No
[J Continuous | [ Acute (] Sharp ] Dull (1 Increasing ] Yes
[J Intermittent | [ Chronic (] Aching ] Burning | [J Decreasing | [J No
[J Continuous | [J Acute (] Sharp 1 Dull [J Increasing O Yes
(] Intermittent | [ Chronic [J Aching (] Burning | [] Decreasing | [ No
(J Continuous | [ Acute (] Sharp [ Dull [ Increasing OJ Yes
[J Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No
(] Continuous | [ Acute [0 Sharp [ Dull [] Increasing (] Yes
[ Intermittent | [J Chronic [] Aching [] Burning | [ Decreasing | [ No
(] Continuous | (] Acute (] Sharp [ Dull [ Increasing ] Yes
(J Intermittent | (] Chronic (] Aching (7] Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No
[] Continuous | [ Acute (] Sharp ] Dull 1 Increasing [ Yes
[] Intermittent | (] Chronic (] Aching [ Burning | [T Decreasing | ] 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 b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

©0E O ®®

No Hurt

l 1 1 l ] 1 l 1 1 =
T 1 I I L 1 I 1 1 1
1 2 3 4 5 ] 7 8 9 10
Worst
Possible Pain

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY =
0 1 2
Parti . i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity mgieg gasilyy : forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

—/




) ® -

=
Rainbow® e

\

Patient Sticker Children’s BirthRight

Hospital . BY RAINBOW HOSPITALS

PAIN AssEssMENT FDRM 1t takes a lot to treat the little. Your Right to a Safe Delivery

. Pain Score ; . Modifying | Patient / Family X
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
[J Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[J Intermittent | I Chronic [J Aching (] Burning | [ Decreasing | [J No
[J Continuous | CJ Acute [J Sharp [ Dull [ Increasing [J Yes
[J Intermittent | CJ Chronic ] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [] Acute [ Sharp [T Dull [J Increasing 0] Yes
(] Intermittent | ] Chronic ] Aching (] Burning | [T Decreasing | [ No
CJ Continuous | [ Acute [J Sharp [ Dull [J Increasing | [ Yes
[J Intermittent | [ Chronic (1 Aching (71 Burning | [ Decreasing | [J No
[J Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes
[J Intermittent | ] Chronic (] Aching (71 Burning | [ Decreasing | [ No
[Z] Continuous | [] Acute (] Sharp  [J Dull [ Increasing [ Yes
[J Intermittent | (] Chronic (] Aching ([ Burning | [ Decreasing | [ No
(] Continuous | [] Acute (] Sharp [ Dull 1 Increasing ] Yes
] Intermittent | [J Chronic (] Aching [J Burning | [] Decreasing | [ No
[J Continuous | [ Acute [ Sharp (] Dull [ Increasing ] Yes
(1 Intermittent | [ Chronic [ Aching [0 Burning | [] Decreasing | [ No
(] Continuous | [ Acute (] Sharp (7 Dull [ Increasing O Yes
[J Intermittent | ] Chronic (] Aching (] Burning | [} Decreasing | [ No
[J Continuous | [J Acute (] Sharp (] Dull ] Increasing [ Yes
[ Intermittent | [J Chronic (1 Aching (] Burning | [ Decreasing | [ 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention, d) Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (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 ! ! L 1 1 1 1 i ! |

I 1 1 1 1 1 L] 1] 1 1 1

0 1 2 3 4 5 6 7 8 9 10
BN Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

©0H D ® @

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

SCORING
CATEGORY
0 1 2
’ i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
. stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, BR, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Mrs VEDAVALLI SNEHA REDDY Rain bow ? ¢ -
el Children’s BirthRight
llllJln||111||]||m||m|;||1;”m CHECKLIST FOR THROMBOPHLEBITIS o I i

)2 16
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N E M E Remarks
: No signs of phlebitis /
1 IV site appears hea[thy Shastscanmill 0 © D O
One of the following signs is
2 evident : Possibly first signs of phlebitis ’ i,
* Slight pain near the IV Site / / Observe cannula - s
* Slight redness near IV Site
Two of the .foliowmg Signs Early stage of phlebitis /
3 | oW Resite Cannula 2 ¥ s e
Pain at IV site Redness
Alll of thg following Signs are Medksih stagé of phiabitis /
v Resite Cannula Consider 3
-4 | Pain along Path of cannula Tes te a{mu " - & —
Redness around Site Swelling o
A". e followmg_Slgp Ric o Advanced stage of phlebitis or
evident and Extensive : the Start of thrombophiabitls / -
5 | Pain along Path of cannula Re s_ta CO rlon'é o de - 4 p 2
Redness around Site Te S; 9 atmnu o G
Swelling palpable Venous cord e s
All of the following Signs are
evident and Extensive : Pain ﬁ;}dvanged stagg of
6 along Path of cannula Redness thrombophiebitis / 5 i el

Signature of the Nurse

™

Heheihs

7

e

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

Signature of Shift In Charge :

Signature : .......... @ﬂ_' .................

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

Signature of Ward In Charge :

Signature : ............. Ty




W VEORALL snen e ] ()% .
- 1989 38Y10M200 (F) Rainbow " " o
LT | P
CHECKLIST FOR THHOMBOPHLEBITIS nmamgmmum_ Your Right to a Safe Delivery
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N Wl E M E Remarks
; No signs of phlebitis /
1 IV site appears healthy Obisetve. cstiuls 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 :x%%g‘;,muowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness PP G
‘gilig;rt‘? e Tollowing Signs ane Medium stage of phlebitis /
4 | Pain along Path of cannula ?es'::e Catnnula Consider 3
Redness around Site Swelling i
Q\I,Iig;r:{] 2;3'?:::]23?{]5 vy Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4
Ratiass amund Siks 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 | trombophlebitis / 5

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

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 :

11 E U T R A N ATIB T .. e s  foias kedhamms e timars

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

Signature of Ward In Charge :

SIGNATED ©..ocvueonssitsrnriais hos Sonesnios Tevs Staron NAITIO | ..cocoiiimiissinmisnnssin s
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Mrs VEDAVALLI SNEHA REDDY 6 R gﬁz d
01-09-1989 36Y10M19D ainbow ) g -
i . chiciass | R BIIGHT
Morse Fall Risk Assessment Form N e LI R
| /5] 04 1
Date/ Time |oND/>/ 26 Solbe
ighest Applicabl re from each Categor 4 9 Fall Risk Gradi
Choose Hig pplicable Sco gory o T " all Ris ding
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ® Risk Level Mnrs.ir::g)Score Ketiow
Secondary Diagnosis Yes 15 5
(more than one diagnosis) No 0 ®
Furniture 30 : Standard Fall
Low Risk \_—"0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 it Precaution
None /Bed Rest /Nurse Assist 0
Yes 20 CQ.’( )
IV / Heparin Lock or Saline : 5 QL0 20 Implement
. Moderate Risk | 25 - 50 Moderita Fall
Impaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 o] (&) Implement High
Forgets limitations 15 Hiah Risk 51 Risk Fall
ntal Status - Igh s 2 evant
o Oriented to own ability 0 0 &) m‘gszzggn
Total Morse Fall Scale Score: R 3| 2o
Signature | ALy ‘é M
J i
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) A7~ Hourly safety check
m/DSUfe patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
Use chairs with arm rests Tﬁﬁﬁﬁisk ( = 51) Apply all low and moderate risk interventions, and.
= Tse 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 to treat the little. Your Right to a Safe Delivery

Date / Time
Choose Highest Applicable Score from each Category Sc/onle Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsih::g)&ore Action
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
: i Yes 20
IV / Heparin Lock or Saline . o Implement
» Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventtqn
GAIT / Transferring Weak (uses touch for balance) 10 ko
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitations 15 . Risk Fall
tal Stat High Risk 251 :
WRlER s Oriented to own ability 0 rr-tz\:enﬂgn
ion
Total Morse Fall Scale Score: nierventio
Signature

Tick () whichever precaution taken.
Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

(] Use chairs with arm rests

[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCHBH / FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and
] Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

(] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow" i L
Children’s ‘Blrtthght

Hos pit al BY RAINBOW HOSPITALS

Patient Sticker

Morse Fall Risk Assessment Form S || S ey
: Date / Time
Choose Highest Applicable Score from each Category Store Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MursTNI::IsI)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 :
Furniture 30 Low sk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
’ Yes 20
IV / Heparin Lock or Saline = . Implement
2 Moderate Risk | 25 - 50 Moderats Fal
|mpaired 20 Pl'eventlon
. Intervention
GAIT/ Transferring Weak (uses touch for balance) 10 s
Normal /On Bed Rest /immobile 0 implement High
Forgets limitations 15 Hiah Ri Risk Fall
ntal Status - — igh Risk 2951 :
Me Oriented to own ability 0 Prevention
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
(] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] 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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Date : 2ol¥e
Time :[ [OY M '(g;_ oo Por]

1. Completely immobile:

Mobility 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

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 1.7 ‘-/—
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 inside room at least once every
2 hours during walking hours.

CT by Y

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.

Sensory Perception

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
to 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.

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ki t(? s d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
5 t'" :-i el"i"’se Dampness is detected every time 8 hours. every 24 hours. 9, L}'
pic/spir patient is moved or turned. 1]
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs 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.

Nutritional Usual
food intake pattern

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.

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

Tissue Perfusion &
Oxygenation

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 : lessthan 9 | High Risk: 10-12 |
Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

B <
AR

b




Support Surfaces

Ri'sk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternati " |
Manage moisture, friction and shear WORIEH Fon i mENTO GneY
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 e
13-14 Moderate Risk 4 _ . Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges 3
_ 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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Your Right to a Safe Delivery

Date :
Time :

1. Lompiccely 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:

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance.
without assistance. to completely turn self independently. independently. L
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : i : 4 y A / g
of physical activity" Conteed 1o bl non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

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

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

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

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ki tc;s“g:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
H t" 3 ? Dampness is detected every time 8 hours. every 24 hours.
ki patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces

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

Advance to a higher level of risk if other major risk

Position patient at 30 degree lateral incline using foam wedges

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

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

Follow the same protocol as for “Moderate Risk” Patients

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

Risk Score Category Action
Regular Turning Schedule
Enable as much activity as possible
15-18 At Risk Protect the heels
Use pressure redistribution surfaces
Manage moisture, friction and shear
factors are present
« Use the Same Protocol as for “At Risk” Patients
13-14 Moderate Risk
10-12 High Risk « In addition to regular turning schedule
» Make small shifts in their position frequently
« Use same protocol as for “High Risk” Patients
Less than 9 Severe Risk .

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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SURGICAL Asst. Surgeonbé ....................................... Qﬁ%if?::““ s:::‘::fﬁ?n (F) . . G;;)der i l}%w‘ | Bi rthRught
A sthetist Tt d"a an s BY RAINBOW HOSPITALS
SIPETTCHEORLIGE | .l e a@;;;%o‘me ......................... e | @

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time:.. 220V TIME OUT  Time:. 2:15.V)... SIGNOUT  Time:............

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

|dentity Zes CNo introduced themselves by Name and Role &Yes [JNo The Name of the Procedure Recorded ~ &L¥es" CINo

Site es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ¥es CINo Nurse Verbally Confirm B/ Counts are Correct (or Not Applicable) Mé No CINA

Consent s CINo Correct Patient (Check 1D Band) gs, CINo The Specimen is Labelled (including
Site Marked OYes CONo COONA Correct Site vf{l CNo patient name) D¥ES/ CONo CONA
Anaesthesia Safety Check Completed es CINo Correct Procedure ué CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYes Mo Anticipated Critical Events Problems to be addressed CYes g O NA

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 OYes €No CINA

Blood Units Reserved O1Yes CING OINA

OYes 946

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

~+*Tes No CNA

Surgeon Reviews: Muj
What are the Critical or Unexpected

Steps, Operative Duration,

Anticipated Blood Loss? JYes C{D NA
Anaesthesia Team Reviews:

-1
Are There Any Patient-specific Concer‘éj; m'El’ﬂes ,B( CONA

Nursing Team Reviews:
Has Sterility (including indicator results)

534 CINo _CTNA
OYes E{ ONA

Been Confirmed? are there Equipment
issues or any Concerns?
E}“@ [INo

Is Essential Imaging Displayed?

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

DIAINE ..o wimsnsiinatll 5 ...... M ............................

To Surgeon, Anaesthetist and Nurse:

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

C1Yes B-No/

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




SURGICAL
'SAFETY CHECKLIST|

Asst. Surgeon : .........

Surgeon : .....coovvneee

Anaesthetist ; ...............
Scrub Nurse : ...............

......................... M
....................... Patient NAMe : ...o..ovvovvevreree seeee AGE e, GENAET © ..o..... E?‘ingfw- A 2
) - ildren’
______________________________ . UHID NO. & oooooevoceeevveeeeveee. SUFGEIY NAME £ ovvvvevvvvveevesecevienssnennaennnnanns Hol.r.pitarl‘s ‘mesg%
.............................. DA oooveeeeeeveress INHME  ooeeeeseeesss OUEEME S o | i

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time o, TIME OUT  Time:.......ccccoc...... SIGNOUT  Time:........ooooooooo......

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

|dentity CYes ONo introduced themselves by Name and Role CYes C)No The Name of the Procedure Recorded ~ [1Yes CINo

Site OYes ONo Surgeon, Anaesihes!a Professional and That Instrument, Sponge and Needle

Procedure CYes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C)Yes (JNo [INA
Site Marked OYes ONo CINA Correct Site OYes CNo patient name) OYes CONo CJNA
Anaesthesia Safety Check Completed COYes CONo Correct Procedure OYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYes C'No Anticipated Critical Events Problems to be addressed OYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? C'Yes CINo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

; Asiration Risk? Steps, Operative Duration, What are the key concerns for recovery

Difficult Airway / Aspiration Ris Anticipated Blood Loss? [(1Yes CINo CINA | | and management of this patient? CYes C1No

Yes, & Equipment / Assistance . :

Available CYes C1No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? (1Yes CINo CINA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned OYes CNo CINA Been Confirmed? are there Equipment

Blood Units Reserved CYes CINo CJNA issues or any Concerns? OYes ONo CNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CNo CONA
within the last 60 minutes? OYes CONo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. COYes CNo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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vuwee wARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

Date &@1@1{%

To Be Filled In By Assigned Nurse :

—
Department. ...................... P DF ’L‘f_" ................................................ Duration of Procedure : ..............ccccuc.e.
PRI ORIIIIRY - ..o cconviobesinsiritabensontiabie AR i i darinssisessossssassiodivion Date of Admission : &P(’Oi{ab ......
Bundle Care Criteria : (Tick (\/) if done) <
‘ Staff Signature
1. | Antibiotic given prior to surgery ? es [_| No
ingle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? Yes [ |No %

Name of the Antibiotic : JZMjCE'['fMT”}Q’ .......................

2. | Hair Removal es[ INo ifYes: Surgical Clipper
Department where Hair Removed : Wd [_]Operating Room

8 1 TR S L /%QV’__

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

3. | Patient's body temperature immediately post operation (Recovery Room) c
[Jora Or []Axilla (Goal:36-37 °C)

i

4. | Name of doctor or staff administering the antibiotic DEMTMQ! ML f-ams

Date & Time of antibiotic administration &@1 ‘f‘b-b@%\‘(m) ............ éat\

Date & Time procedure started : &DLO LT SEREE S

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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"V S i
rusST-SURGICAL CARE PLAN FORM

T e SRR e R 3¢~ A SRR N Ak SR i S S S R

Lo R e TR R NSO | - SRR A SR el s %

Post-Operative Monitoring Parameters /Frequency:

—Ep!fﬁ\)pﬂ_ Rpiny, S0P :{‘h 2 I

Wound Care:

— il

Drain /Special Lines/Ca etTrs:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon
(Signature & Stamp) D ... s Timaai. ...

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Mrs VEDAVALLI SNEHA REDDY = .
~ [1-09-1989 6Y1OM19D (F) : 0 :
Dr. SASIKALA KOLA Ralnbow

R clarens | SRR

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

DISCHARGE PLANNING FORM

NaBonality:s...... .o & o et s+

NOTES: * To be completed by a NURSE within (24) hours of admission.

17 ARLCInalad Date of DISChargly ./ vt e h et e ot svvset oo ies Hbessas Sobamin s oot e brs e I s s el et s o

£ Destination Post Discharge: 1548
Family Members Notified (Person Contacted)

] Transfer
Hospital Facility Notified (Person Contacted)

3. Discharge Status: L] Self Care Eénily Home Care [ Home Professional Assistance

[l Needs Assistance In: Remarks

L1 Medication El¥Yes B.N{ ...............................................................................................
(1 Bathing ] Yes E.-I(o
[] Eating [ Yes L‘v‘(o
] Walking O] Yes Ao
(1 Dressing U Yes Dﬂo
L1 Toileting (1 Yes D/I(o PN, L S

4. Nutritional Plan:
[ Dietary Instruction Discussed with the:
Z;l_’glent E’Qnily Member OIS Ca e

5. Discharge Planning Discussed with the:
[ Patient ] Bdmily Member W R ARE I W | e R

6. Patient/Family Educational Plan: .
(] Educational TOPIC/S: ..........vevenre. f 2o M‘M'Q ................. i .. ?V\ el TR e SR S

U] Patient's Educational ngif/?discussed with the:
i‘/Paént amily Member WE " ST ST (el I ORIN il S

Nurse Signature: (K&f’_ ..........................

A

Nurse Name: ................... NI S
Date and Time: ............. 0[] 1.k I~/

Docu. No. : RCHBH /FRM / CLINICAL / 191
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CONSENT FORM FOR ANAESTHESIA Eﬁ'.?ci’r%‘:‘{s @ BirthRight

Patient Name : ..AL ... =) w\\tc»g ................................... Age : Dé;, .. Gender : Male O Femalaﬂ/

UHID NO: g{jH ...... 0., BBXH ............................. Surgeon Name: ......... W——gﬂ‘%\(qﬂ ..... lC"je"'—'\
Anaesthesiologist : R Operative procedure planned : . o MOUAS LA DUGIAG A :
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA et Cﬁmm\l

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 without numbness can
be achieved by infusing weak solutions of local anesthetics arid 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.

O Heartdisease [0 Hypertension [ Diabetes mellitus [ Renal failure
O Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
OIncapacitating Cronic Obstructive Pulmonary Disease [IOthers:...........ccooeeiinicnenienieetescsssessesassessessessssssssneresnesassensensssansnes

* Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( OO Regional / ET/ General Anesthesia / [0 Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia.

| 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, asthmatic reactions, headaches.

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

:y explained all my queries in the language understood by me.
ent / Witness : 3

Signature : .......4 M,L@‘_j},e_a{ ..... 2 ............. SIONBING © ..o ereeeneriosss T A .
Name : M.J..&g)'\l\’\i”‘ ..... quﬁog*{ Name : \1 & \Uﬁ
Relationship with Pati Qo,LL Date & Time : ....A0. % - AL j')"/\/v

Date & Time : ..240. f}")é.v W o Uﬁ/ ......

Doctor (who is taking Ea consent) :

Signature : 9‘(/ Name :
Docu. No. : RCH / FRM / CLINICAL / 021

. QWH:*-V” Date&Time:??}2.}}:.‘.{’........{..)"*“]3‘-\4A
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S EEL_ P On SURGERY OF iy pSirthRiohe

BAH-00483384

, g‘:f;VEDAVALu 5NEHA§§SSLTG“1 D % é:urnighuc-as.afeDetvery
Patient Name : .| or sasuaanocs "M 0 @ "W Gender: () Male | Befale  Age:..20. ACav ;..
wiono- WM oate ... 2.0):0.3 /202 4.
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.

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

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
~arformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
_larantees 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

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

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

3. | have had a chance to ask my surgeon questions.
I have received all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performlng the Surgery / Procedure: .. NYS Y. S CtAiEsAc, | éﬂc\. ........
Consentee :

Patient Attendant :
T T SN v, i o W S Signature : J@.‘ .......................................
Name : ... L YS. \? SYULL\Q. mﬁ‘ e O St L

Date & Time : ............. 2.02.1.].2006 ..._;...I..?. .:' MEP™\ Relationship with Patient: kg ‘
Date & Time : ..?9.!.3.]...?_6..,..1.2..:.1,.{...;[?.1.\4..,.

Doctor (who is taking the consent) :
Signature : ...... dﬁé’ ........................................................

Witness :

Docu. No. : RCHBH /FRM / CLINICAL / 027
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PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the lite. Y;; Ea‘\;l?azgf:&l very

NAMIB. ..vveeveririaimail BRI s 12+ Thesssdinsssspessroineneres Age: oo BBX: ....ocoserenernrraseningroness UHIDND : ......cHdm e o e
Dald: ..ol &0/} ... TIME: oo Proposed Operation: ....;Xc'l&,f:?...‘...C‘..l..f.:'r.‘%.’..f.-.'“L‘L.'....‘:..\..i.,_!j;.'.‘Jf‘('(;o‘w.\_
= ¢
, S _ | 7
Diagnosis: ...... \‘j“ ........ QYO M an.........da L..\.u.L..h..n..\.-'..k:.\...L.J.E....‘T.......(....f,...&.] .............. ST FRETRNRR————— - —
B.p/6RT: 103166 HR: .. Db weight2)! 2k, 4  ASA Physical Status: 21 02 03’04 O
j Laboratory Data:

HOEE ..o i, QIOBOBE «conumiisswin  PTOBNE i iimmirisiisnsis 5 O R R SR ERUG i isinanvigs

PRV naiin., Urea: ...... i i AR 1 | S——— N HBS AQ: ....cocovrvranee s A by e <

WBE: ciiinidonan BRI ocnicaminsiinei {1 [ —— HEN ottt SUELM: cioiigiinsiieoicaie

3 1 | © O S Dir. Bill: ....ceooveevireneine Blood group: .............. Stress/Anglo: .................

4 A R SR RS s i DU I - | —— i . (e SIS Y RN e

PRE it ; T MNEDROS: ............oicate E 7 sl

| SRR AR T R B AMYIASE: ....ooorveerereene L IO ——.

o [ o - e R SGOT/SGPT: .....ccrevecc i G
Allergies: _ N, l aof

Medical History: CVS: &

RESP : e Diabetes :

CNS : e e

Renal : AT

: A\ ) . &4
Hepatic / GE : A\ o \ Physical Activity:
Others : : ‘
|
H H . | ] ~ ¢ l v

PO Netary: '{{C PALY. Uet v~ W01 P8 A Layn . w ;“1 "’nkui_(cr(cxv»/ G fzhr—\‘_

Physical Exam: ! / e, x,‘n;w»J /

Airway: , MR(1 ,1‘2 34 Mouth Openingf: .’f\f\ C,} t{_Men!ohyoid Distance: . -, 3 (- Neck: ( YV " Teeth: \/i‘\-'

Lungs : % V. Ckfth

- ¢ £

Heart: @& 4

CNS: -

Pregnant: [ Yes [/No [JNA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: CIMAC (JREGIONAL L7GA-ETT (]LMA

Peri-Operative Plan Explained to the Patient:\J Yes -1 No

CURRENT MEDICATIONS DOSAGE ] Pre-Operative Instructions:

1.-DVT Prophylaxis -
Jl

N
2. Nl M<Waef%~m0 / L// [/ /

J Imormeu ﬁ% ﬁt{
"f
4. Po Uneraﬂv iy v

.

Q\ S//— : A .5 /04{’ if(/
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P AN | Children’s | & BirthRight
- ANAESTHESIA CHART  Hospital | [ oromsowsosis
It takes a lot to treat the little. Your Right to a Safe Deliv ry
rre ingucton Assessment: A
Change in Patient Condition: (] Yes /ﬁ Fasting Status: Gmhm‘l/kx ]
S
Physical Status: r Patient Identified 7" Consent Present 2 Chart Reviewed i
|_HR: q(/f [ BP/CRT: 110 Jy0-4Jh] 5p0; G’G{' | R.R: ]LastFeed‘)C;N
Pre-OP D1agn0518 (D) LudomecC. QLA 4 Operation: ....LQWSC@(?.LC...OU&MFJ!/g. Date : 2o
SurgeoTnl. .......... J%Tge/ﬁa%éqkmﬂ. 2 %a;sthes:ologlst DR oI Techm Gapt....
5] N ARSI 7274 N T VIR TN 1T,
HALO /SOTEEV '@J_‘_“ 8 > —1 ‘_; We— Antiblotic
Drugs S 7
3] MIDAZ YT
‘ rf’L\!}\%G . ggﬁ%qg\l’\ { - "(\D@ QAA—P) "f‘ = Suppository Lo
s L Fa)
B PO CURONIUM — | Modag s ﬁP-Dtﬁs
g : KT =] m;p‘ﬁ
Sn PORACY =14 f;ulr—p
WO MGEPHRE =[] o
FI0, / S0, GEIGLINE T ELUEL
ETCo; 2s FA ATy a8 [ MBEL
Ergr(\;'vpera:ure E’:P_ ‘I/O— m .'Z"p— e 'Q- ':}mﬂ
Urine Output Yo . NOTES
1 (0L~ 011 |E N 2
£3] =
[
B.P 240 ,E
V Systolic 220 I
ARE i -
* Heart Rate 180' %_ % {
Tourniquet on Time " I:[_T 1
Tourmiquet oftTie 18011 I
Throat Pack In MO‘ 1i l
L 754 | +
100 & AVA 7
) X =
\ GG’J:FL I P S
| oEH
\ Cod il D
10 % 1
I o EEEEmEmEEs
ABG
LAB Values
GRBS
Others . 2
*7[’\“ Inducti Regional: ‘
armant Chap ! i Specify sl
] “W\\ﬂ“m U‘“}\“ﬂ am “mp \ | H'meﬂ”nl\l v m r::::l 1 E;nurm 7] Caudal
‘ ansl WM . | Pre 0, B O ——
\ 1\\\\\\\\ ' H\m U QHW‘WN (hers T
L U2 o W e
¥ ' § F OO BB oo DOz

o

parasthesia [ Yes [ Nﬂm
i -
Catheter at SKin ........-:

Drug Name & CONC; ...

folud:

f
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) Dr. SASIKALA KOLA Ralnbow
Department of Anaesthesiology IR chitdrens

PRE-ANAESTHETIC EVALUATION Hospital

It takes a lot to treat the littie.

BirthRight

BY RAINBOW HOSPiTALS

Your Right to a Safe Dei very

NEMB: ....ovrnecomss enbe it B n et oot citdisssengosnonbnnnases AgE: ..o 1) UHIDING ; .......obidonnidia. b s
Dale: ... &0/}1&5 ....................... TIME: oo Proposed Operation: ....% s.‘;:.‘. LV adaanan. 548 7€
j B : | 4-‘ - \ [
Diagnosis: ...,...,":\...C.I,{.t-........C.‘..“{.‘:ﬁ’.\..'.:’.’.L.N.'...........‘.L.'.\.:'.‘.\..'&«..'D..\-L.‘.l\:..\;i.‘L:.[..’...‘f.......(...\.:...&,J.’................,,: .........................................................
B.p/6RT: 103166 HR: . Dk weign2D:2 L 4 AsA Physical Status: 21 02 03 04 05
U Laboratory Data:
HEW: oasisiammms Glucose: ............ T Taa PIOMI: ..ooooviiciininaiii e T R, - 5 e i R
POVE o iiivcscnisiininiisi LIORE s A i HBS Ag: .......cccovsinunns 2 TR L il
WBE: s CregE ... TORL O canminnis HOV: ool ZUELND: < itesmaitesistorsssn
Plate: .......... S 2 Dir. Bill; ........ S 7 Blood group: .............. Stress/Anglo: .................
o LER. PR — B s L | - o Ohee: o e
i e BT, R B ., NKPROE csianaing Wi
|, H L MDE 42 eiensianresesens AMYIASE: oo, L P
12 s . BEOTSEPT: covsimnns Allergies: N, } S
Medical History: CVS: L
RESP : Ll o Diabetes :
CNS : N
Renal : - >
. O .
Hepatic / GE : A o Physical Activity:
Others : ‘
| ]
o - " b i o _ ! - | "‘\
Past Anaesthetic History: 4{0 Py . Uer 1~ 2On ~ PO A Lean - Liaoesd (’C(‘Lff‘f\-‘f Jr 1D
: , ! [ 1] -
Physical Exam: { elc U
Airway: MF(1 234 Mouth Opening: ﬂ-tk?\r ,J{.Mentohyoid Distance: . ~ > {- Neck: [ YV o Teeth: /;‘\J
lungs: - /. CL L
Heart: & c,)if
CNS: o
Pregnant: [ Yes [2No ([1NA Venous Access Site : Spine Exam for regional
Anaesthetic Plan: CIMAC (REGIONAL ZGA-ETT ()LMA
Peri-Operative Plan Explained to the Patient; (>Yes No
| CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis;
2. NIL oRAL<:w“"’” ORS 2 Hours Gilt LA
3. Informed Qonggp ™0 Hours A
ormed Gongent: /Standard
' High Risk

4. Post Operitive fain Mang

5. Other | Instriefypg /SL’UFW /] }7 / ” /

........

Uﬂa(ure

o g
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Fasting Status: Gnhrm

“! Consent Present

H.R:

R00; 9 R.R: Last Feed:
Pre-OP Diagnosis- L. &«domr ........... aanM Operation: .| NS00 (.?.?.C...O P _
.D - = OO & Date: gs..o
SurgeoTrll. .......... i Shocnls T R nagsthesiologist: . DQ.’Q}C ...... T Techniciah: Elop,’
N.O/AIR)D, I
HALO /SOTZEV,
Drugs: Antibiotic
f L & - & - Suppnsnory
== n ‘DO
: L0
- 3|03L0$5‘ PO
. wf @
Fi0, / Sa0,
ETCO, MmBL
ECG L';q,
Temperature
Urine Output ores
u v
BP 240
V' Systolic 220
A Diastolic
Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100 P Y
6
40 ]
20 —
10 by .
|
0 T
ABG
LAB Values
GRBS
/ dmm Temp: Inducti Regional:
ipment Checked an ' 1 Fui X [ Inhal Extremity Specify: .
- v L] HME o g S [ Pre0, : ] RSI [] Spinal [T Epidural Caudaf
Functional [ ClingFilm [ OHWarmer 0O Pre o, -
1 BP X Hugger's [ Cotton Wool [ Others Dthf-er.s. e T ———
& Cuff Site: AL 4. = Other O] Mask 7 sGA Posr.tmn.
] ArSite: .. D - O Away [ Oral '— Nasal :ne‘.ﬂ_‘.gr,‘ ............. Demh Re——
05 A 45— eedle Size: ........ — ZE .
| il B(Qa, 3 IOOPM ; ETT# .~F.... e all e Parasthesia [] Yes [ No
W AnaﬁsSi&ﬂ r'o M/] " Oral ij Nas,acal - Catheter at skin ................cm
k \%mps\\e ] * [y L! Trﬂﬁfleﬂmmy‘ ”‘Upl DmgName&anc:‘,___‘_‘,,,‘,‘,...‘.‘.‘..
. l UPSmn | M D“llj e " BAREIN .............o 1 ersirsssasssossrmmansessiiitiisitasi
” i
| i N 7 ! nfusio

i
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Your Right to a Safe Delivery

TN 171 11 2 @ oithRio

PRE-ANAESTHETIC EVALUATION Hospital

It takes a lot to treat the little

Date: &OI}JM T «.rnessssssminensassibiissinisstth Proposed Operation: .. (. Cvcwﬁmf—j{{-}f’(ﬁf\z
7 ¢
Diagnosis: ...... ;L%{ ....... QYOHM ... imaQ& ............................. 3/& ) .................. IR SERI, o P, SN

BP/ 6RT: .!Q.%J.f?.@ HR: @ mb WeightS7. 2.k ASA Physical Status: 02 03 04 O5
J Laboratory Data: :
11 OB aensrissseissisiorisesinsss IPROBBIE coovsatsssesssiississsssins HIVA A s neamnananeens N ANRIE e
URRRY i AID: v HBS AQ: oo ECG: il
GRERE ....corcrmnmmmssmsnsmsssssnias TR B oo HEWV: ootisenertemioiibons. 4 b oo I CEIIE <lipesimaiisfigesivss
oo AR o resnmnsmsrsosiaticii Blood group: .........o.... Stress/Anglo: .........cooee.
(135 T ) & i R e i R N
Alk phos: ... 7 s W
MO+ 41 cervrrmererenessessesnenn AMYIASE: oo L1, SO
1= R - S R SGOTISGPT’: ..................... Allergies N\] B
Medical History: CvVS: /gf
RESP B A Diabetes :
‘ A\
ONS : /LAJJ
Renal >
Hepatic /GE: N0\ X Physical Activity:
Others : N
Physical Exam: ! { Noe-ele f un.eﬁ,.w‘//
Airway: Mr(1)2 3 4 Mouth Opering: [\,\. ., { Mentohyoid Distance: _ 5 {-_Neck ﬂ\; Teeth: (1N
Y r ==
Lungs : (C " CQL,@,J
- £
Heart: Q’A\ 4
CNS:
Pregnant. ] Yes [XNo [JNA : Venous Access Site : Spine Exam for regional :
Anaesthetic Plan: CIMAC [CIREGIONAL ZGA-ETT C1LMA
s
Peri-Operative Plan Explained to the Patient:\’ Q’é
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
: 1. DVT Prophylaxis : B A C/Q—ﬁ
% Water / ORS 2 Hours Bult ! ‘Cﬁé
\ \ 2. NILORAL<Z( .\
3. Informed Consent:‘,B)Sgsndard O High Risk
\ \ i 4. Post Operative Pain Management: L Discussed with Patient
3 \ 5. Other Instructions:
'\\ /\ ( l ....... R, -
SIGNANNG: ...... S . Name: {"75 ...... OF MRl 2 f. ....................................................................................
I T,
Docu. No. : RCHBH /FRM / CLINICAL / 044 l\
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_j ANAESTHESIA CHART

Rainbow® X I
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. m

rre inauction Assessment:

Change in Patient Condition:

[ Yes ?No/

0
Fasting Status: Gmhrmﬂj‘x

Physical Status: 21/ Patient Identified !Z(Consent Present E’Cﬁrt Reviewed
H.R: __| BP/CRT: {10 LO.H}_,I $p0; 99 | R.R: | Last Feed: »>&'hrY
- £
Pre-OP Diagnosis? . m j&&domfhcamw 4 Operation: . lnpwsc@(?m@..&uaﬂ.?&.%. DAte : 3. ....coeverreemncds
s .
Surgeon: ......... Dv ﬁ-ag{awkm.ﬂ. .......... ﬁqagsghesmlogast DR/'QJK ...... R ?1 Techm: .ﬁap.l ..................
Tl P i Ve
N.OJAIR/ID, IpM &5 & U//W/// IR AT ST T )
HALO /SOTEEVD) - y et Antibiotic
Drugs: et %
G MIDARZO1L0 SyeuY
‘\i‘mr - CNTANNC~[1hahD Suppository
AN . PROPOFALL~ oy - Do) Thban.005 ‘D
Gh‘)h PO C.OReNTUr — [(Meodng b udn
: N7 oA t0o
Y nYs PORACE b~ 2\ i ? .
Bloodd Loss
5 VIV VG 0 2N P AV e
4 (Wi}
FIO, / Sa0 CACLENE L TELIE
£160, 25 RA 3 A B34 | ML e
ECG % W PCplmap [Tp 153
Temperature = i =g i
Urine Output g NOTES
0
1 001 et AP ardaaly
£3[ r [ =N =
23| =
[
Bp 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Qut 120 I
100 A v b
8 .
6 < 2] Fi b
40
20
10
0
ABG
LAB Values
GRBS
Others
Z( Equipment Checked and Temp: Inducti Regional:
Functional [J HME [] Fluid Warmer [\ ] Inhal Extremity Specify: ..
Z\BP ] Cling Film [J OH Warmer [] Pre 0, I RSI [ Spinal [J Epidural D Caudal
&~ Cuff Site: [ Hugger's [ Cotton Wool [ Others 0
O A Site: v L Other POSION: ....ovooeooeoeeeeeeseeeee oo
A EKGLead 3(pm ) L & '
5 Temp Site Times: 0 SHE: .o
T FiOMonitor She Anaes Start: LO0QP WA Needle Size: .................cc.... DB voovrroeoerere
(] . ;
~—"Agent Monitor OP Start: ... o M‘ D . : Parasthesia []Yes [ No
=7 Pulse Oximeter OP End: . i Py L] Tracheostomy (] Topical Catheter at skin ...................
Capnograph Leave OR: . 11 y VY - CT DRUG: oo Drug Name & Conc: .
-~ Ventilator ;}uhasia: [ Awake Direct Vision BORES ... immvomsssisamiinsciiess
1 Nerve Stimulator T GA [l Video Laryngoscopy [ Stylette / Bougie IMUSION: oo, .
[} Monitored Anaesthesia Care j j i
— lAH\ﬂ = Hegion:: ] Fiberoptic Anemm - BIOCK LBVEL: ....o.coceceeeeeeeneoneess e
DMPo‘mts chegidd. | — 7 . | et ] v ORI o incvssssasssnsmisses st e RS
Line (Size & Locatign) ’ Transportation to
Eyn o 2 1",/ MR S S 7 Bilat = BS ACU ey [ Other
"D(Omt ] Semi-Closed Circle Relaxant Reversed [ Yes [JNe [INA
LI Tape Closed Circl
O Padding ’ffﬁptg:f rele Name of the Doctor -, J Y2 'QP-’Q—MM‘\
] Awake o

Signature of the Doctor :...

i



BAH-00483384 1P5-00176641
Mrs VEDAVALLI SNEHA REDDY
01-09-1989 38Y10M200 ()
Dr. SASIKALA KOLA

00

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by :

2
Rainbow"® 2 e 1
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

L
:::’g 1 S - :453 IV Cannula Site ; ..\ M VA ol
e 230 230 | ] O,Mask [] Nasal Prongs
] ﬁg ;fg [] Tracheostomy [ T-Piece
m 200 200 | CJ Oral Airway [J Nasal Airway
E 190 190 r
180 180 '
§ 170 170 | Vomiting : [ Yes ONe— Drug: @‘\ﬂ(
1
2 o | neTube: O ves
v 140 140 | prain: [ Yes lNe—
A 130 130
120 TT% 5 120 | Urinary Catheter.#TYes (] No
i 110 = 110
xS 100 100 | ChestTube: [ Yes [ o
2 = a0 | it orai [ Yes V\_‘Q
2 70[ ] 70
d o = o | wruis: . ?\[h &D jg
%] 50 : / s | OralFods:.........
o 40 2 | 40
v o 30
20 20
10 10
0 " 0
SPO, / / :
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Scare) IN 30 | 60 | 90 ouT SCORING INTERPRETATION
Able 1 4 extremities volunta d =2 o ; -
e oot dynir e et ‘\ 214119 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 [ ) Discharge
Able to m;ap“breatha & cough freely =2 [
Dyspnea or limited breathing =1 RESPIRATION y " z 2
Apneic =0 |\ | Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
595 20-00.4 e Skt ke - o — \ e | space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve = "
Fully awake =2 3
Arousable on calling =1 CONSCIOUSNESS
Not responding -0 \ q 8. 1941
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanm;: =0 i 7/ ‘L_ q— 1
—
TOTAL G-)/ (D \D \O 5::
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

1

5 wA Q_!ID

- onfes gl

et <,
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Pain Tool Used: [ NPASS (1 FLACC [J WongBaker [ NPS
Anaesthesiologist Name :
Anaesthesiologist Signature:
Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

Date & Time:
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