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Rainbow Children's Hospital - Banjara Hills

Rain bbW . 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
e WEB : https://rainbowhospitals.in

l

ADMISSION SHEET

Registration Details :

RN RO TR T TR A

Admission No : IP5-00175906 Admit Date : 03-Jul-2026 Admit Time :07:54 AM UHID : BAH-00475350

Patient Details :

Patient Name :Mrs Y. SREE RAMYA Age

Guardian : MrY .KRISHNA CHAITANYA DOB

Gender : Female Religion

Occupation : Martial Status

Address (H) : FLAT NO-401 BLOCK -3 MY HOME AVTHER Phone No
Manikonda Hyderabad Telangana INDIA E-mall
500089 .

:3BY5M1D
. 02-02-1991

. Married
. 8977665959/ 9885452340
© nal23@rainbowhospitals.in

Admission Details :
Bed Type : SHARED WARD Bed No :SW 418
RoomNo : Sw41s8 Admission Type : First Visit

Ward Name : 4F-BIRTHING CENTRE

Contact Details :

Name o MrY KRISHNA CHAITANYA Relationship  : Husband

Contact Address - FLAT NO-401 BLOCK -3 MY HOME AVTHER Phone No . 9885452340 / 8977665959

Manikonda Hyderabad Telangana INDIA 500089

Signature

voctor Details :

Doctar Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY

Reierral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount

Payment Mode : DC/CC Card Payor Name

1 10000.00

: MEDI ASSIST INSURANCE TPA PVT
LTD

\ed Date / Time : 03/07/2026 13:16 Printed By : 015513
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MEDICAL EQUIPMENT (WARD & ICU)
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BAH-D0475350 IP5-00175306
Mrs Y. SREE RAMYA
0202 1991 5Y5M1D {F)

i Chies | @ iR
IP ADMISSION SHEET FOR OBSTETRICS
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It takes a lot to treat the little. Your Right to a Safe Delivery

Presenting Complaints LMP: W l q|as EDD:
(ﬁgf Slutive AU comectedEDD: 1] [¥le Ga: 4515
Obstetric Formula: Menstrual History: Regular '}} Yes [J No
H Lf Obstetric Examination
Obstetric Hostory: %
Ql 1 V)(A QORU Oh’{ﬂ f;f'mJVt Fundal Height:
Malt ¥ .1[1.44 M 4 Ut Activity: -"TRelaxed [IMid  [JMod [JSevere
Present Pregnancy Record: Liquor: -‘ﬂdequate ] Oligo 1 Poly
cll' W ‘1 7’ o PP: ’ﬁphaﬁc (] Breech Others
KP"WWW W Head Fifths Palpable: (‘P\j"
RISK FACTORS: &JOM@ @‘ 4"‘9 krfFHS (] Nermal [J Tachy  [1Brady [ Absent
qm MM"’ Per Speculum Examination . 2,pf Clurt
- Yow? nwv Draining: (] Present  [] Absent (] Bleeding
- Toolt v T @n a"}")’ Colour of Liquor: [ Clear (] Meconium [ Blood Stained
3 Qt‘/lt HU['O h«%ﬁ() cl Vaginal Examination no Fare
o L al- 53¢ ¥ Cervix: ] Long [] Partially effaced [ ] Effaced

Height: ...L6. .. cm Timm
Weight: 0{060 kg Os: Closed Dilated
AH H . NK’DA

o N & . AR W Membranes: []Present [ Absent

Breast: [_Mormal [ Abnormal

) - Liquor: L] Clear (] Meconium [_] Blood Stained
General Examination: _fau !
Consciousness: \{; Pallor: OUVMM'( Presenting Part:  [] Vertex (] Breech L] Others
Icterus: bt Edema: Nn\u{ Sutton: O-8 O-2%0< 00-0 +1T1L] +2
Temp: o tlon U PR: Pelvis: [J Adequate () Doubtful

BP: ot Mops|
ovs: 699 RS pluwBsd

Liver/Spleen:

ol o " Moaed S0
%Ru\ %150k| MMM} BoM it (omili~ | MWNW
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il RS i ey . N N(/j _________
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Dr. SASIKALA KOLA
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It takes a lot to treat the littie. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET
SI.No. List of Records No. of Pages Legibility Completeness Remarks

1 Admission sheet {

2 Discharge Summary e

3 Nursing Initial assessment { i

4 | Patient Transfer form 1

= In-patient Medical record

) Doctors progress sheets ‘>

7 Nursing plan of care and handover sheets N

8 Consultation sheet

9 General consent for treatment
10 Consent for Surgery

,p 11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 | Consent for special procedure / Sedation L
17 Consent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations
20 Consent for HIV test

21 | Anaestesia notes (Pre Anaesthesia& post) |
22 Neonatal Admission/Delivery/Physical Exam

23 | Medication Reconciliation \

24 | Emergency Triage record {
25 | Pre operative check list A

26 | Surgical safety checklist |

27 Operation Theatre notes
.28 Nurses clinical Presentation

29 TPR & BP chart 2
30 /| Intake and Out take chart (fluid chart) B
31/ | Drug chart (Regular Prescription) \

32 Investigation Values (result sheet)
38 Nebulization chart

34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts)
‘36 | Consent for Admission in PICU / NICU
S The Humpty dumpty scale

38 | Braden Q Scale \
39 Bed side check list

40 PICU bed formula Dilution feeds

4 Gastro monitoring chart

42 | Rch ED doctors note

43 | BP Monitoring chart

44 | RBS monitoring Thart— %\MO\“\?‘)\ |

o A, /P
[a) - i)
Total No. of Pages a3 o —
_’_____.—-’" \

e Signature and Date :

Doc. No. : RCHBH/ FRM / GENERAL / 126 \/\f 5 ®1.0)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Hospital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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BY RAINBOW HOSPITALS

Children’s ‘Bll‘tthght

Hospital

It takes 2 lot to treat the littie.

~..—- .REAN SECTION OPERATIVE NOTES

Your Right to a Safe Delivery

Surgeon's Name: g% Ca () \cods \Q&q

Date of Delivery: g)\'\ \')/l,

Assistant Surgeon: T) s VA L s Yodd 4

Time of Delivery: & . ur{ Ay

Anagsthetist's Name: Dy \aloue

Gender of Baby: =)

Weight of Baby:  § . 0A \cc))(

Type of Anaesthesia: | g{p,\y\
Neonatologist: ¢ . ) it

AGPAR Score: @ & -

ScrubNurse: & QU ~y\ia

NICU Admission: [ Yes ';No/

Pre- Operatwe/Blagnosm G( v ot 32*@ ek, G CTD/V\ ™ w’\ L ({4,&

lective (] Emergency
Urgency

Indication:

) Immediate Threat to life of woman or fetus

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

[ Deli med to suit woman and staff

o L U

KM IO i e

CTG Description: ............coceene ASAANNNY & IS0 1 s b Fr s o
If there was a delay give the reasons. ................. IR 6 Sy S A g

Surgical Procedure: W e 4+ WM

Post Operative Diagnosis: E:l/{w/ D Q- —pOAL- s |2 %

Peri-Operative Complications: (x4 Q)i An Pose pa%
d

Amount of Blood Loss: 5 0

Blood Transfused (in ML): /U,q

Name and Number of Surgical Specimen sent for examination:

Mol fiu M&Q ~ H (-

Docu. No. : RCHBH /FRM / CLINICAL / 155
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Ao
............

o g,

Doctor Name: ..

. Date&Time: ... 3 [H Ve SP...

Examination Findings when Appropriate:

Presentation: alic [ Breech  [OQther............. Cervical Dilatation: .............cccceveveeevieciceriececnee cm
LT R R e R O Y L Fetal POSHION: ............cooooeeervveoeeeseeeeeec e L
Staton: 0O-3 0O-2 O-1 0O0 O+1 0O+2 Moulding: TINone O+ [++ O +++
Caput O+ O++ O+++ Meconium: INone [+ [I++ [ +++
Bladder Catheterized : [ Y I No Urine: O ‘gear/ ) Blood Stained

Skin Incision:  C-Pfannensteil O Transverse O Midline O Other LA LAALGAAL .
Uterine Incision:  [=-tower Segment [ Classical (I Inverted T 0J J Incision Jeow .
Previous Scar: [ Intact OJ Thinnedout (J Ruptured CJ No Scar Lo tnd
Incision Through Placenta: [ Yes [ No™~ '

Delivery of head: [ Manual [}Fﬁ‘éeps

Liquor: L) Cleae ) Meconium: U | o O OBlood [ Offensive [ Not Offensive
Delivery of Placenta: CiMdnual 0T .....Lccninn ] Complete O Incomplete 1 Piecemeal
CONS ADDBRYEIICE ..cosusicosisrssolres B AINIY, ccassrersssisssimsasammsaiansissinsiinn Cord around the neck QY/es,. CJNo
Appearance of placenta: .............. M ............................. Cavity explored [ Yes/ I No

Uterus, tubes and ovaries: E'No/m;al ] Not Normal Sterilization: [1Yes SN0

Uterine Closure: ] One Layer O-fwo Layers

Peritoneal Closure: [ Pelvic [3-Atidominal CJ None

Sheath Closure:

Fat Closure: L[1¥6S (I No

Skin Closure: B‘Sﬁcuticular L] Mattress

Vagineal Evacuated s [ No

Drain: WYEs (2N () Remove in ‘ [ Awdtt instructions !
Ctheter [i¥6s [ No () Removein 024 ............... [J Await instructions
Swap & Instruments count correct? S%s CONo O Post-op Antibiotics F}Yks/' J No

Intra-Operative Antibiotics Cover: D)r'é U No CJ Thromboprophylaxis O Yes k9&0
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Mrs Y. SREE RAMYA : Z
02-02-1991 BYSMID Ralnbow ; o
Dr. SASIKALA KOLA | Children’s . B"‘tthght
1000 O Hospital eroumeon s
Tt takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: .........cccoeeeeeeeeerreerennne.d M [C Dl) .............................. );kﬂot known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting FIOM: ..........cco.cvrrrerrrren 5. S Shifted t0: ............ B ..ot
0| e ) | e | o | g | SETRCSE | i
1 T THYRONORM ggm@ W op 51 |oc oee
2 Tag THYRONGM | i | o o | 256 |Oc e
3 Teb: GUOMET Qony| P Bb | 2h |Oc Do
¢
| b pumpwg (ol 1 | 2l oe o
5 [«,l' TRES(BD lyv (e on | 2y |oc s
6 Tus [ROM % o |y |Oc pac
nl CHLLLOM po o |up |Oc 2
8 CJC CJDC
9 CJC CJDC
10 JCc [JDC

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

Doctor Name & Signature : ..................... 9{ ....... Cz"’“’""‘ ........ ﬂ ..............
Date & TIME - vovvvverreeeerrervennnnn (B, 13'{1/(0@ ............. AL

| Nurse Name & Signature: ...y....... adSbii b P
\ ll.é ..... Gt %M .....................

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

\ Date & Time : .......ovu.....
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It takes a lot to treat the littie, Your Right to a Safe Delivery

DRUG CHART

Date of Admission:

3 li‘ ‘ g Drug Allergies: ............... NkDA ................................ Y’{Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Date»
Time

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tige

v

Dose

Route | Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tir'ne

Y

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4
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U

REGULAR PRESCRIPTIONS

/-1 || ——— Ward: .o

DRUG: - PANR A CetTy L

Datey
Time

/

Dose Route | Frequency |Start Date

e o |6k |347P2s

Name & Signature of the Doctor
Starting the Drugs:

m S P -
g

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :") - ic L0 EA™NNC

Dater
Tir'ne

Dose Route | Frequency |Start Date

S| od | g |30/

Name'& Signature of the Doctor

Starting the Drugs:

™M Smpan D

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T -1ramtbDoL

Date»
Time

Dose Route | Frequency |Start Date

o6 Lt G‘\dj 5[‘-\ 3/”)\’

Name/& Signature of the Doctor

Starting the Drugs: %/

M Seepny

Additional Instructions:

Daily D ior’sJEndorsement by a Sign

. : Dater ‘
orue: CEPO T iha rimen B KD
Dose Route | Frequency [Start Date ‘ﬂh P

o | WV | Bk |1 LSl I
ame & Signature of the Doctor [~ 17 Q"SW
Starting the Drugs: )
N~ (D, MTHAN [ o F
Additional Instructions: é / ¢ L0

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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It takes 2 lot to treat the littie. Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS Weight ............ Ward &% i
oRUG : Yo Dot .
Dose Route | Frequency | Start Dt. A

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

"oRue:)A R ACE 1A MOL

Dose Route | Frequency | Start Dt.

1 311/

Neéme & Signature of the Doctor
Starting the Drugs:

b Thn )

Additional Instructions:

Daily [m;B!s Endorsement by a Sign

DRUG: D | (L0 BE AL

Tipen® | 5 o0

Qony | Mo | RA

Dose Route | Frequency | Start Dt.

L |

3

Nanfg & Signature of the Doctor
Startmg the Drugs:

a Wmt«rm\

5_:!
&
g

Additional Instructions:

Daily an}grﬂs Endorsement by a Sign

DRUG : PAALTOP Datehde LA |0

Tup&

ALY

Dose Route | Frequency | Start Dt.

Plo | Bol 1§71~

" Narpd & Signture of the Doctor

Starting the Drugs:

b i

VERIFIED

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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1 00 Hospital _ | {)uonssi
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward .. ....................
Date

DRUG: NG ([ AN

Tirvne

Dose | Route |Frequency |Start Dt.
Aot | SIC | oD S’h{u’

Name & Signature of the Doctor

L

Starting the Drugs:

PR

Additional Instructions:

qAM

Daily Doctor’s Endorsement by a Sign

DRUG : batey

Dose Route |Frequency |Start Dt.|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater

Dose Route | Frequency | Start Dt. 7

Name & Signature of the Doctor

Starting the Drugs: i

5 |

|

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : paer

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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02-02-1991 BYSEMID (F) Weight. ..o Wand.coaaanas
Dr. SASIKALA KOLA
00N BT o>
Time | Nurse Sig | Nurse Sig. [ Nurse Sig | nurse sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDUte Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor e Dose Dose s
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: . flose Deoe e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|Q‘|e I Nurse Sig. l Nis;Siu. l Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte St& it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dok L Dose am
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - T Ooee -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
. - Dosage & Other .
Date Time Medication frectmcRone Route Signature
: - LerTAIM \ Y
At | Tt M o v
g\ ] (i d ﬂ
| ¥, bibh Uwy — |\V
L
A3 | Clgn | by peRIMOM 10nnf v /&
- v
5/}'}{ [0« JoCuun Dlc\orc‘-r\mcm\-1 Loo mg PR %
| L ! G
3)7 [ \ AL " g’/
11 R Su-n{w&\\j Loo any PR
5/ ‘?/ 16 o h ; \ & t Q 87
ol ‘L_\ TRENETRAT™A ¢ iyze J w s
5\‘\‘26 [,_%OM ?MC/IEmo(, L9 W %
L)
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il |II|II|||||IIII| ’ .
vue | e | SRS oy | Pt PR S | S |shono) s | S
f Y o

}W | RINGER » m{ % P \\}/r
e et 217 Lpa | D

L L

13)1he [ Frsaw | RNaers LA W Eow/ %—

: 3 ?1& G s ReNG EA LA crme N SQ0~4‘? g:;21\\5 ’%Af{tzdg::;?[ [/JzL)
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Pdll. =T

Patient's / Learner Language: 'TCﬂ"’L‘\ .................

INTI:*ISCIPLINAHY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: -—Read [—#Write “TJ Speak

Willingness to Leamrt! Yes [[] No

2z
Rainbow" & .
Children’s @ Birth Right
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare LiteragyT Yes [] No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education _ 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights AT R N A RTL S - et ) S SR
Part - Il
Use codes from the list in part 1l :
Need : Designation
Date Time |dentified Information Taught R - Comments Signature
Person Taught 'i“’:""ﬂ Teaching Tools | o overcome | Understanding |
, ' | \ arrers barrier/s i -
3\ Q\')_UV ‘dfhf\” "'31‘1 D] CU} }’M)S\d, [ Yiadnwt 9 { G P[Ol”'\ \ D ] \ CFLJ‘
Q ' PC}\Y\ Yo V\uALMNL,JL Jﬂ}% M_f_/td QOW/L'. f T %
r 7
4 ‘ \ t %'“_7 ,
\%\0—, W | 3 Pam NMana P ( O ~
LY
e A -
\’X\l(ﬂ' ol 9 loctehon bAd— 5 o L ( — [T
t_.
;————_.
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother 8: Spouse Sn: Son D: Daughter C Caregiver 02 NG (EPRGINY i Toainiibabianisyiug ssvisk cbiass

Learning Barriers:
1. No Learning Barriers 4. Language Barrier

5. Educational Level

7. Impaired Thought Process/Cognitive limitations

10. Financial Difficulties
11. Beliefs and Values

13. Cultural/Religion Practice

3. Emotion

2. Physical Impairment

al Barriers

6. Desire / Motivate to Learn

8. Responsibilities at Home .
9. Cultural Differences

12. Impaired Vision/ or Hearing

T4, DHIBIB (SPOCHY ciezovvenssorsesrssasrassnssrsonssssssseigiiaiEs i

Teaching Tools Used:

A: Audio

D: Demonstration

V: Video 0: Oral

P: Printed

1. None

2. Obtain translator

Mechanism/s to overcome barrier/s:
3. Reassurance & Support
4. Teach Family / Others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

PR R R ke | OO e S

Understanding:

1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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s e o MULTI-DISCIPLINARY PLAN OF CARE FORM ~Ghiirs | QUBirthRish

St e L‘ ‘ gg‘ffwl(s ’ P‘uv L\H / m o Tnuliv, (,{-ul H‘['P‘-’H")’h" (Jjr I’lo’?t'l (“"'\f’l te Jv\) rw,\
Date Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
Time - a : :
O Medical O Initial DM ow '-TWuJJ‘V} ANy ( ' : :‘t"\ 0 Nursing
VB\'*\ )/ _ 0 Nursing 1 Modified C\QL 'H v o—l[,h’w‘ J, ——\AG-:\J\ A Q'LM .Ei s l) S-"i' L‘ L iR Lh‘a’\- L Others:
i e J Others: M—Op J) ,,1 —+ m:]‘n a4l nwj
Q[o° j\’\ 1 Post Op ho rum[J e ul‘ﬁ
Presmn ey, ;
l d
O Medical nitial M /6\0.,.@ X W/\/) ~Medical
o)\??\% *1_Narsing 7 Modified @ ’%_{ZCW\W v A W 71 Others:
=1 Others: = Per-Op : ¢ —Ar zr :
AN~ =1 Post Op (eod Q: W
Re \3,[, O Medical O Initia _ : = Medical
(1 Nursing O Modified ’ )N WA | I Nursing
6 b., ,%Dme[s; ] Per-Op t)Ob-— | / LS@ g% dJ‘eéA g% 2 < 10?—-"'— ~=Others:
1904 | st 0p PW‘O-"‘ ndid -
[ Medical O Initial Bt o e ® T O Medical
4l7 /ou; O Nursing O Modified st 28c4 st g (o i s &7 Nursing
4 “Others: O Per-Op e vy /uJSroJM‘»J 4 {20 <UL_Others:
s Post Op . TN
) Medical O Initial 0 Medical
7 Nursing O Modified [J Nursing
) Others: L0 Per-Op CJ Others:
(J Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Early Warning Observation Score Chart - Obstetrics

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

lj\

Date .
Time 9101112123456789i0111212345/67

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20
0-10

Saturations

NA 1AL AL el [ bwloal 1 (& [ [ [ 1 | | Jogf |

94 - 100 %
<94 %

Administered 0, (L/min.

2, dwal

40
39
38
37 s .

+

36

35 N
< 35

aley Leay

170
160
150
140
130
120
110

100

90 i

80 a9 ey

P
=

60

50
40

—
anssald poojg 21|oisAs

190
180
170
160
150

140

130

120

110 \

100 B 4 s

90 X
80
70
60
50

«—
2Inssalq poojg J|olselqg

130
120
110
100
90

80 = / i~
70  fd 1%
60 2 3 i

50
40

NEURO
RESPONSE

[¥]

| |

Alert

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + + [

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES o

TOTAL ORANGE SCORES

Nurse Initial

&
(9
) O}




Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

3 T

Set of MEOWS
Observations

& 7

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

Observations
in 30 minutes

B

A

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

in 15 minutes or continuous

monitoring

~N

R

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

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

Oy
& Date -
W Time | 8 | 9 | 10|(11) 12 (I 0)11[12[1[2]3]a]|s|(6)7
> 30
RESP. 21-30
(write rate in
corresp. box) -
Saturations
Administered in.
40
39
& 38
g 37 ~ X
& 36 AT '
35
< 35
170
160
150
140
130
% 120
2 e
-
50 G <t WA b
80 ' > 1
70
60
50
40
190
180
170
@ 160
Pl 150
S 140
T &2 130 Wwa
g 120 0> A\ ) ]
o
a 110 N ) arl
@ 100 4
a 90
o 80
70
60
50
130
o
s 120
a 110
& 100
[==]
| g %
g 80 A D 5
» 70 = ;!
2 60 i -y
c L f
- 50 ' L
40
Alert ! A A l [ l
NEURO Voi
RESPONSE oice
[v] Pain
Unresponsive
URINE > 30
mils / hour < 30
. 3 Protein + +
Proteinuria -
Protein > + + w
. Normal L] £
L Heavy / Foul
, Clear / Pink
Liquor Green
TOTAL YELLOW SCORES A L fe))
TOTAL ORANGE SCORES 2] Oy %’ 7% %,/
Nurse Initial { A




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\. J
# N k
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
o/ " p,

i D
> 2 Yellow Alerts or > 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

\L J

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

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

% \f)v(o

/‘/}\ Date

> Time | 8| 91011} 12| 1| 2 44-5-4 G4 F-d-8-4-0-4:20411F121 1.1 2 |.3 | 445 L6 |7
> 30

RESP
(write rate in
corresp. box)

21-30

Saturations

Administered

2, dwiag

36
35
< 35

aley Leay

100
90
80
70

50

anssald poojg 21jo1sAs

190
180
170
160
150
140
130
120
110
100

P&

80
70

50

2.nssald poojg Joiselq

130
120
110
100
90
80
70
60
50
40

[ant

NEURO
RESPONSE
[v]

| T A ) ]

Alert
Voice
Pain
Unresponsive

URINE
mis / hour

>30
< 30

Proteinuria

Protein + + ;
Protein > + +

ESehi Normal
ociHa. Heavy / Foul
— | Clear / Pink
q Green
TOTAL YELLOW SCORES = =
TOTAL ORANGE SCORES [®) =
Nurse Initial 2/ AR



Early Warning Signs

[ Obstetrics and Gynaecology ]

o )

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

\ ok

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

\

\

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

* The Modified Early Warning Score (MEOWS)
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FLUID CHART

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

Docu. No. : RCHBH /FRM / CLINICAL / 092 O
0

L e o
Date | Time ga}ﬁ:}ed Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebiti i?llﬁge
Mouth LV N.G
0300am | RC | (AN v 4 | 0 |l
0900am | o | NOW | (ooed 0 [frwn
1000am [9 (| | ol A SN O e
X [man [ C Tovpm [ L R 0 [
D [0 [RT | MW \non) " 6 | frod
omen 90| i sl | o oo
Total Intake : Total Output :
0200pm| ) 7 | sl M /)
0300pm| | b , O
ot | | Wy | <coud 4 oo | 0 |/
05:00 pm gL (e’ : A tﬂt
A fomml s T ToE)
0700 | | )lY 200 3 |
Total Intake : : % 9 Total Output :
08:00 pm __loond o.f
09:00 pm Usod [ton : O™
10:00pm | | g L) 0 11
A 1100pm % - o 100cs) o [[fdr
"‘\\ 1200am | lpo~4 O
or00am | | oo A/ loewd[O )
Total Intake : ~Total Output: - 0 97—
02:00 am loond o [
03.00 am it i
04:00 am (00wl T
&X)( 05:00am | | _\_oowjj l\LP @) W“t{
06:00am | | ot ' ool ©
07:00am| | e Joex\| O
Total Intake : Total OQutput : Y1) — = Rl
400 _\'
Total 24 hrs. Intake Total 24 hrs. Output m~0. O~RF

0 \\,\“\L
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Rambow

i FLUID CHART)  fipial”
Sheet No. : &1’3’\9’6

‘ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in mi.
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 - a e vSte ||
Date | Time ga;ﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%;%gg- r?ti:grgé
Mouth | LV | NG 0
0800am| * | .p ] O
09:00 am ol ] SR EE ) v
10:00am | | ' pgf v a ) Eg 3&3
1100am|. .~ |[H=20 B 6 \
)XY 12:00 pm : \ A \
01:00 pm | o) //
Total Intake : m — O—| Total Qutput :
02:00 pm @ O
03:00 pm | e {4
04:00 pm WP a b Y
\,VW 05:00 pm " A 5P
06:00 pm A &
07:00pm | ' Rarie e {1 )
Total Intake : Total Qutput: nn  ~ |, - /;)j
08:00 pm 7 ' h o/ p
09:00 prm SR o\
10:00 pm ey L 1N /
L\ [ropm | % ol MY
12:00 am Yo ] il s
01:00 am | [9)
Total Intake Total Output: \q _ ) L —_
02:00 am O
03:00am \) 12 O]
\'}\’ 04:00 am , A L P
B 05:00 am P | R
06:00 am 1 0
07:00 am ' ‘ a7
Total Intake : Total Output: oy —O  y —
Total 24 hrs. Intake Total 24 hrs. Output | y - &
u—4
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Tt takes a lat to treat the little. Your Right to a Safe Delivery

SHBEE NG . o i i i,

1. Al measurements in ml.

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

3. 24 hrs\mal to be entered in the kardex in RED.
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06:00 pm
07:00 pm
Total Intake : Total Quiput: ¥y - o
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12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
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Total Intake : Total Quiput :

Total 24 hrs. Intake Total 24 hrs. Output
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It takes a lot to treat the littie. Your Right to a Safe Delivery

FLUID CHART)

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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; Naiuré }
Date Time of Fluid

NG

Thrombo-

. ; : ; hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PEe0E® | Nurse

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

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
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Date :

ka

1. Completely immobile:

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or e.dremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

1]

o L

R I K
At

Time : |7 A

269

+

k»j

\_,1

Mobility _Does not make even sllqh_t changes
in body or extremity position
without assistance.

"Activity The degree 1. Bedfast :
of physical activity" Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:

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

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

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. Constuintiy Sster:

; “? which by perspiration, urine, drainage, etc.
skin Is exposed Dampness is detected every time
to moisture P iy

patient is moved or turned.

Skin is kept moist almost constantly -

2. Very moist:

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

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

4. Rarely moist:

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

I e P

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

1. Significant problem:

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

o
f
H

i<

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.

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/di
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 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




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

1\

_ Date/ Time | 21T ] ST} s HAr
Choose Highest Applicable Score from each Category / / 3 H; bd % Fall Risk Grading
Scor Lo Bpn) B4y
History of Falling Yes 25 1
(immediately or w/in 3 months) No 0 D o) & Risk Level Morsin::g)&:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 T8 O i
Furniture 30 g ¥ il i Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ) 0 O
20
IV / Heparin Lock or Saline ;es (')“D '?//0 Q40 Implement
g L Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 1Prteven!h?n
’ ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 o) O O Implement High
Forgets limitations 15 — Risk Fall
Menta[ StatUS 3 g = ngh RISk = 51 Pr.evention
Oriented to own ability 0 ) O 0O :
Intervention
Total Morse Fall Scale Score: 9.0 o). %0
i o
Signature P S g% @" g
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) ["] Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
"1 Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

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

"z
Rainbow®
Children’s .
Hospital

1t takes a lot to treat the little.

.BirthRight"

Your Right to a Safe Delivery

Date / Time

Choose Highest Applicable Score from each Category Scf:')re !"?’M Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A Risk Level Morsmgg,&mre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 A

Furniture 30 il . Standard Fall

Low Risk 0-24 ;

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0

Yi 0
IV / Heparin Lock or Saline Nes 20 Implement

¥ O Moderate Risk | 25 - 50 Moderate Fal

peed 829 i
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 (@) Implement High

Forgets limitations 15 . Risk Fall
Mental Status .g e e o Prevention

Oriented to own ability 0 (o) Mhrwiion
Total Morse Fall Scale Score: 20

Signature Of "'TV

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[ Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

v

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

(] Assist and/or supervise ambulation. Reinforce to always call for assistance

L[] 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.

L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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o Rainbow” | @ . b
T AL Children’s W BirthRight
i BY RAINBOW HOSPITALS
AR TR CHECKLIST FOR THROMBOPHLEBITIS roseitel. | W@
£ & q/( 20 ¢ ]2 ]24
5 [ _DAY-1 ~ "DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE . E N M E N M E N Remarks
1| IVsite appears healthy “(')Obzgsse g;g::ﬁgmw 0 0 O lo |© |6 o |o
One of the following signs is 5
evident : Possibly first signs of phlebitis o I DR 2 i e V7
2 * Slight pain near the IV Site / / Observe cannula ! SR %{?M 3
* Slight redness near IV Site e Romp \{/ﬂf
¢ J
5 1::083: dtehr?t’followmg Signs Early stage of phlebitis / it e Lol
Pain at IV site Redness Resite Gannla . Ko
All (;Jf the following Signs are Medium stage of phiebitis /
evident : : :
. 4 Pain along Path of cannula ?emze Cﬁtnnula Consider 2 -
Redness around Site Swelling b
| of the following Si
glri(?er:t gnglgx\:;r;giség:ns = Advanced stage of phlebiti_s or
5 Pain along Path of cannula 21: ssiiaencgfn:lhurg%%?]ps?(lizeltls/ e e =
Redness around Site Traatimsat
Swelling palpable Venous cord T
All of the following Signs are
evident and Extensive : Pain mdvan;:edh?tall)gt_a of ¥ WP 5
6 | along Path of cannula Redness } romoopnie msé ,
around Site Swelling palpable mtlateltreatment e site
Venous cordpyrexia Cannula
. Ql 1) ;
Signature of the Nurse W‘g' .}{ng% ..? [ R e Q% ol
&

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 phiebitis.

Signature of Shift In Charge :

Signature : .........c........... @V ........ Name: ............ \<®¥\s\\‘\\ .......... " s

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

Signature of Ward In Charge :
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\\\\\\\\\\\\\I\ll\\\\l\\l\\\I\\l\\\\ PAIN ASSESSMENT FORM et | O e iossseo
Pain Score . g Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Fagtars Educated Intervention Sign
" [J Continuous | [ Acute ] Sharp [ Dull ] Increasing | [ Yes /\A p
9“:}’% %?‘ 0 N()T (] Intermittent | [J Chronic (] Aching (1) Burning | [] Decreasing | [J No : [ANT VNN
(] Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes A
i J
;HJ“ N\N\\ Q M [ Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | ) No M
i Sharp ] Dull [ Increasing | [ Yes AN
v [J Continuous | CJ Acute O [ﬂ
3"?*3/{0 D_'\) o b [ Intermittent | CJ Chronic [ Aching [ Bumning | [J Decreasing | [ No AW
_a.9k " ] Continuous | [ Acute ] Sharp ] Dull [ Increasing | CJ Yes ST}
S ?P O 0 4 [ Intermittent | J Chronic [ Aching (] Burning | [J Decreasing | [ No . M
‘ D ( !\3% ] Continuous | I Acute ] Sharp (1 Dull (7 Increasing | CJ Yes @[D[{e{ 0 %ﬁu
‘)_)K’,{/\Lb € =) (O P&JO (] Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | 1 No 04 AEYY Gﬁ‘v(h Sux
rﬂ%ﬂ"‘f ) [ Continuous | [J-Acute . ) Sharp (] Dull Ul Increasing | [4Yes Y %m ©
Pm o ¥ Sw
5 \-ff Lb ((O pau L-Antermittent | [ Chronic D/thl’ng [ Burning | ] Decreasing | [J No hl’? SOYY ez[‘
D [ Continuous | [] Acute (1 Sharp 1 Dull [ Increasing | [ Yes Oqu{
ol e . _ : . , Liofey, a—uwn!
%h[ 1h &p M I /) | O Intermittent | [ Chronic CJ Aching [ Burning | [ Decreasing | [ No o by=p Yvod’[lan
f - -
: [J Continuous | [}-Acute C) Sharp  [Dul *J Increasing | =1 Yes Tebe can ﬁPDK y
\JL\']/\ nd 6 ¢‘ 10 Q‘.u \Q/ﬁtermittent (] Chronic (1 Aching [ Burning | [ZDecreasing | [ No %O\
| [ Continuous | [ Acute ] Sharp [ Dull [J Increasing | [J Yes Lnd o
\J\k}h/(; %ﬁ O‘ o) \\Mjf 1 Intermittent | ] Chronic CJ Aching [ Burning | (] Decreasing | I No o bﬁ%“"“ﬁ" '6 )ﬁ gﬂ
: [ Continuous | CFAcufe (] Sharp 1 Dull [ Increasing | £ Yes 71 Z?x’(’,/c’}f(:oaa g A oy
‘I“)-‘? } 26 Vo ( Séf _LLIntermittent | [ Chronic iAching [ Burning | [-Pecfeasing | [J No C; g 107 & e
Re-assessment (,-/

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

L 1 1 1 ] | 1 1 e ]
I 1 1 I I 1 1 1 1 I
0 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
Possible Pain

&

0
No Hurt

Wong - Baker (Pediatrics) Above 7 Years

LSS

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

SCORING
CATEGORY
0 1 2
F No Particul . i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farucanar expression or smiie 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 easily g 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,
Consolabil Content, relaxed hugging, or being talked to, Difficult to console or comfort
e distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 | 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 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, $a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator
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000 PAIN ASSESSMENT FORM PR | O

Pain Score Modifying | Patient / Family

Date Time (0/10) Location Duration Acuity Character Rictors Educated Intervention Sign
(1 Continuous | [ Acute ] Sharp [ Dull (] Increasing | _[3-Yes “2‘ ; éi: f A : /7
oY ; i ; i ' i YR TAgsEN
0(\317}3 [Oﬁr)7 @, y 5 [ Intermittent | 1 Chronic [ Aching [ Burning | (] Decreasing | [ No A bcsy ralt o
' [ Continuous | [ Acute (1 Sharp (I Dull [T Increasing ] Yes 7 £ p Lt
5(\9 ns 2 pm \ b /j [ Intermittent | CJ Chronic [ Aching () Burning | [J Decreasing | [ No q] wn _( ol s
[ Continuous | [ Acute (] Sharp (] Dull [} Increasing U] Yes 0 h,h /ﬂ P
A\a\’} \)/Q, q_?m @) (T [ Intermittent | (1 Chronic (1 Aching (] Burning | [J Decreasing | [ No o ‘é oy Lo X ou,( }Jﬁ
: ] Continuous | _—-Acute [] Sharp Bl L Increasing | = Yes I, - C@p—m}ﬂ— \
fi?b énﬁm \ SAA <—=Tntermittent | [ Chronic ] Aching [ Burning | -Decreasing | [ No 3 %
" ] Continuous | [ Acute 1 Sharp (] Dull ] Increasing O Yes On ey
(}:),h/g 3“’5’1 (D) W [ Intermittent | 1 Chronic [ Aching (] Burning | [] Decreasing | I No ObWTWWlPOﬂ Qﬁ"aﬂ

1 Continuous | 1 Acute (] Sharp (] Dull [ Increasing | -Yes e éf)a f m
STakx Hm| | Sfs | L itermitent | 1 Chronic [ Aching () Burning | [ Deereasing | (] No v g Jous

[ Continuous | [ Acute (] Sharp ] Dull (] Increasing | [J Yes Jss A or «_,O@CL/! A o
§ / a ) ZQ) ( @rrn O g [ Intermittent | [ Chronic 1 Aching ] Burning | (] Decreasing [ [ No o bmr LoD >
[] Continuous | [L-Aette— ] Sharp [ Dull (] Increasing | LJ-Yes m Dcrny .
(b m ‘%m | e jj ntermittent | (] Chronic | L-Acking [ Burning | [ Decreasing | [ No : qrxlw 5 UILM'IMVH
[] Continuous | [ Acute ) Sharp  [C] Dull (] Increasing ] Yes ) ,Jﬂ N
\ [ ittent | 1 Chronic [ Aching [ Burning | [ Decreasin ] No
\')&‘3[) %'?m O _f\/ W b ' ? y - @éca/t veton | L0éme |
1 Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes opeden
f‘\% —_— 0 s ] Intermittent | [ Chronic (] Aching () Burning | (] Decreasing | (] No sisenvation |Leems

Ha-amssment Frumm:r\
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.
¢) Priorto pain pain-relieving intervention. d) Within 30 - 60 minutes after pain relief intervention.

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



Numerical Pain Scale (Obstetric and Gynecology)

[l | 1 l 1 l ] 1 1 | |

| I 1 I I I I T I I L

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

Wong - Baker (Pediatrics) Above 7 Years

oL ®

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

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
. . 2 Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ) g
Activity moves easily forth, tmge y Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal toany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP, 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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i BV | Children’s @ BirthRight
iy, URINARY CATHETER BUNDLE CHECK LIST ol | @
Date of Insertion: 93 s o7 Q’E ........................ Date of Removal: l l?/’g 9dpm

Parameters Date Shift Time qﬁwwv\/‘fb ! ;\ ? \k\;‘g:m,agm

Need for the Catheter thYeg CINo ,L?i",és‘ [JNo /Emas OONo | OYes CONo | OYes CINo | OYes CINo | CYes CINo
Hand Hygiene %s “JNo /Zﬁes ONo | I¥es CINo | OYes CINo | OlYes U_’(No l]/fés \2 No ( E/;Ye/!sl,iﬂ}lg
Usage of Sterile Equipment ClYes ONo | 1%es CINo | #¥es [INo ~jYes [INo_ | (gyes @Jo % W Nes™ [CINo

Is the Collection bag below the level of bladder : (E}'Yes [INo F/Z'%s [INo ;P(es CINo KEQMYE\Q%DK/D Yes O No COYes CONo ¥ COYes CONo
Check the Tube for Obstruction (Free of Kinking) _Yes CINo _~TYes [INo ;Yes CJNo |- ClYes [INo ( ff S’ J NQ <@Yes L No C1Yes [CINo

s Catheter dated as policy [Yes NGO | [Yes 0 | OOYes.=No | ClYes [CINo Dk(es INo ’@st CINo | T1Yes CINo
Collecting bag s been emptied regularly? AYes CINo | #T¥es CINo | ClYes CINo | CiYes CINo | CiYes CINo | CiYes CINo | CYes CINo
Maintenance of closed system for the catheter Qfes “INo es [INo | [#Yes [INo | ClYes CINo | CiYes CINo | 1Yes CINo | CIYes CINo
Dressing clean and dry? Z%es CINo | #¥6s CINo | Yes CINo | CYes CNo | CiYes CINo | CiYes CINo | CiYes CINo

Is the line removed as Policy? [1Yes Dﬁ(o [1Yes Eﬂg [OYes Bﬂo/ IYes CINo | CIYes CINo | CIYes CINo | CIYes [INo
Performance of Perineal Care #Yes CINo | [Wes CINo | [1¥eS CINo | CiYes CINo | [IYes CINo | ClYes CINo | ClYes CINo
Onset of New Fever OYes EPNS OYes (Mo | OlYes No | CYes CINo | ClYes CINo | CiYes CINo | ClYes C1No
Asses for the leakage at the site of insertion L“¥es CINo es [INo ,E'Yeg CONo | OYes CONo | OYes CINo | CYes CONo | OYes CINo
Name of the Nurse F)/?,U/V“ﬂ Suva.l«l,\_ﬁ\ @5 4%

Signature of the Nurse . g (@ ..,

Docu. No. : RCHBH /FRM / CLINICAL / 114
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Chief COMPIAINt : ..ooooooeerorn foein e e ael R
Obstetric/ Birthing HiStory : .........ccoccoovvereveee. QP22 LSS L3 e MR
Previous Surgical/Medical HIStOry : .........cccoovverrrvvennensd T A A WAL S i

Assessment :
/ - . . g
On Observation: Mother seen in lying down /sitting/ reclined position

/
Mother is active & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility

i
lvline +/-
Catheter +/-%"

Postural alignment -

On Palpation : Edema - ab‘§gnt / up to ankle / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ apﬁﬂdiaphragmatic

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

Able to initiate Pelvic Floor Activation — “Yes O No

Spl Notes -

Treatment Plan :
T ateral Breathing ~Pelvic Floor Activation E’ﬁansversus Abdominis Activation
= Gluteus Activation ~~Active Motion for Limbs = Transfer Training & Mobility
fﬁto Stand j/Mon’itored Walk Jﬁsture & Ergonomic Education

SIGNALUE ..o oD rterereeeeseeeeneeseneesseeessseessanens

Name : ... 2. Tubsers.... &emres (6D

Date & Time: ........... ARG b

Docu. No: RCHBH /FRM /CLINICAL / 200
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OBSTETRIC TRIAGE ASSESSMENT FORM

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

e Dl-od, WA ... Time Seen by NUTSE: ........veeeeeerrereennns
1) Level of Consciousness: P}’C'onscious ] Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Severe Pain / Moderate Pain O] Preterm rupture of Membranes / Leaking Water PV

[ Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor

[ Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

CJ No Fetal Movement T TR = s &0 i R

3) Vital Signs: Temperature: 136, Puise: 235, RR:.\ % spo,: . [08F. BR:\0(T0. weight: ...........

4) Gestational Criteria:

Gravida: G P i A
BN ..l e, il A L R e TP oy L S BEEEREARR: ................oreressoomearerivarses
Uterine Contraction O Yes ;PN(? 1 NA | Onset Time Frequency:
Membrane Rupture O Yes m [J NA | Onset Time Fluid Color:
Vaginal bleeding I Yes AZI{ 1 NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes m ] NA Pain Abdomen / Vomiting
Good fetal Movement es | OONo | C1NA | f No specify:
5) Pain-Screening: Numerical Pain Scale (NPS)
| | | | | l | | l | |
[ | T I I | I I 1 | 1
0 1 2 3 4 5 6 7 8 9 10
No Pai Worst
possible pain
B I . et P et tusrs phmimarcrqesneedepasse s s st m mabob R s e L i i AR -
I BREREN TR S R ORI Days / Weeks/ Months (Strike out which is not applicable)

« |nterventions: .

6) Past History:
a)  Surgeries:
b)  Medical: . . :

Docu. No. : RCHBH /FRM / CLINICAL / 098 (PTO.)
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7) Allergy: [ Yes No, If Yes

8) Current Medications: [ Prenatal V‘rtaminP/EVNﬁ

9)

Prenatal Medical History:

None
L1 Chronic Hypertension
[J Gestational Hypertension
[J Diabetes

L] Gestational Diabetes
[J Low placenta
L] Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

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

(] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

(J Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

OBCU Obstetrical Triage

Signs of Active Labour

Signs of Early Labour/

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

Suspected Pre-term Discomforts of
| Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
|| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 -
| Seizure activity and / or headache, visual | > 140/90 wrpv'wmn:jut
: disturbance, RUQ pain | 2SS0ciated signs an
symptoms

Abnormal FHR tracing
| Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

| « Acute onsite severe

abdominal pain

| « Altered level of
CONSCiousSness

+ Cord prolapse

| + Severe respiratory
distress

« Suspected sepsis

+ Major trauma
+ Shortness of breath
« Unplanned and

unattended birth

+ Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
/or diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
(for hypertension, blood|
work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
/or diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

« Anything that does not
seem to pose threat to
mother or fetus

= Cervical ripening

+ Qut patient placenta
previa protocols

« Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

» Rashes

Nurse Name : .......

Date: 31:1'('3/0 Time: {'301’)1‘1

Nurse Signature:

cm vk——
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OBSTETRICS / GYNECOLOGY :
NURSING INITIAL ASSESSMENT FORM -

\

Date of Admission: 5’31"9"’ .......
Baseline Information:
Admission From: CJER [J OPD \_LAdmission Desk [ Others, SPECIfY ........cccoowvvmrvuvmmsinssscnniniinnnns
Primary Language: | Tefugu English A1 Hindi B s () T A
Doyourequireaninterpreter? [1Yes L0 ifYBSSPBCHY .oooourveeirc e
Source of Information: [ Patient—  [_-Family TR BRI ... oo sosisiisainssosaniasavsiuis
Allergies: [ !Yes 7)‘( [ Medications (] Blood Transfusion [] Food ] OO capisisssvenpiosesssibnamns
HYBS , IABILIY ..........ovverssueseseesssessressssusssssssssrsssessssaressssss s se s R SRR R A1 SR
L R e L IRy, T SRR A Doctor Notified on AdmissioM CINo
............................................ Bl D i ssesssssneeennName of the Doctor: Prhgq,mhg
................................................................................................................... T4 T e A RN R - e
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) .................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: " Not Applicable | Gynecology Surgical Histo Gynecological History:
Menghual Hstory: ... )i e Caesarean Section: X’ [1Yes Contraceptives: ('Zﬂo/) 1 Yes
.................................................. Cervical Cerclage: ,Z( Vaginal Discharge: =10 [ Yes
Onset of Menarche: ....Y...........commpernnne. Ectopic Pregnancy: 4’ 7 Yes Post-Coital Bleeding:-~TNo [ Yes
Menstrual Cycle: ular [lrregular | Myomectomy: ] Yes Infertility: /ﬁ) [ Yes
Last Menstrual Period: ..........ccccovvervrerenene Others: If Yes Type: [ Primary [ Secondary
Bhstelic HISlore:. . Gt i SERRAE A e R s i A )

o o e L R Sy 1 20 IR Ay O Tl o

Current Medication: ] None mYes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[} Heart Disease 1 Hypertension (1 Diabetes [ Stroke [ Seizures [ Kidney disease

[] Liver disease Y s s e s i st s s amibus s aisss sidEsngoontoSTRIR R v+ v vwips s -ns N NP TR

Vital Signs / Measurements:  Temp: .& -r‘f( HR: .. ZP...... RR:..0Z0).....

...... Ll WeIgt: ..o HEIGHE: .ooovriire + BME e

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

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




|P5-00175306

BAH-00475350

Y. SREE RAMYA
':;02 1991 3sY5M1D (F)
Dr.

(i

PHYSICAL ASSESSMENT

General Appearance: QZH%} L1ill looking L] Anxious [ | Agitated B IIIE: ouoiivinsm s smmaommammmnins

Fall Assessmew “INo Score \g ......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: M INo Score ‘),UI ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
<~ Mobility problem [/ Walking Problem [/ No Abnormality Detected
[ Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Mnormalﬁy Detected

1 Overweight [ Poor Appetite > 3 Days 1 Needs Therapeutic Diet.
I Under Weight LI Diabetes Mellitus I Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
~Tam & Cooperative ! Restless I Depressed .| Agitated ! Confused
Bl e LS o OO T vt w1 s B St R o TP

Inform consultant for positive criteria

Cultural & Spiritual Needs;Zﬁ [ING BYOR SPOCHY ..o i insians Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [Single _<Warried _ [ IDivorced .| Widow

2. Special Habits: Smoker: [ | Yes_,E'Nc/ Alcohol Abuse: [ Yesyo/ Drug Abuse: [ Yes/Z‘Nf

BORMTHRIRION: LIS WHE ....c..... ooy oneciucsssimsimesenmanabitssyssessssommeserssssiamsshomsssessmmiisieamtniosm o srenemse e o

Orientation has been given regarding the following aspects:
Call Bell in Reach /‘«(ﬂ:o Waste Disposal Explained: —Yes [J

Infusion Pump ’ Hand Hygiene Explained: +Yes (1 No 1 Others

L
Nurse Signature:ag%S ...........................

Nurse Name: ...........e= oA o

Date & Time: BH{W@C{M
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score 7 Tick Score
Prewous VTE (except a smgle event related to major surgery) _
Prevmus VTE provoked by major surgery
Known hlgh -risk thrombophilia

Medical comorbidities e.g. cancer, heart failure; actwe systemlc lupus erythematosus, inflammatory
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type- diabetesmellitus with |
nephropathy; sicklecell disease; current intravenous drug user

Family tﬁstory of unprovoked or estrogen-related VTE in j_gtﬂegree rctativg

\
/
A Rt T
Known low-risk thro_rrtbophilia (noVIE) e '_ 1
. o 1 _
| ,
)

Age (735 years)
Obesity

Parity = 3

Smoker

Gross varicose veins

Obstetric Risk Factors -
Pre- eclampsm in current pregnancy N | 1
ART/IVF (antenatal only) i 1
Multtple pregnancy o 1 1
Caesarean section in labour B 2% i 2 2
| Elective caesarean section & ol i -~ & A
Mld-cawty or rotational pperatwe delwery > 4 o | 4 3
Prolongediabour (? 24hours) . ! o N ___; ,f: 7 o
| PPH (?1litreortransfusion ¢ : ;i L g : K $ :_ .3 x
+0 Preterm birth? 37 weeks in current pregnancy ok il 7 s ! v 2
| Still birth in current pregnancy - g e = Jmf 11
Transient Risk Factors s o % R
Any surgical procedure in pregnancy or puerperium except 1mmed|ate repair of theperineum, e g 3
appendicectomy, postpartum sterilization
E IR R
| OHSS (firsttrimesteronly) & . 3 | ]Z‘ 4
L_Current e T U g e Aol
L R R Rt G S j{_____-_l__,,,,,f,
Total

Al
Signature of the Doctor: ...... M\/v el L Date: %/] A ML R, ’&f“} ........
ACHON PIAN: oo QI i O r A M ..........................................

Risk Assessment Tool for Deep Vein Thrombosis

] Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.

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

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

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis.

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

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

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 372
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POST-SURGICAL CARE PLAN FORM

PrOCediNE DORR: i e R T

Post-Surgical Diagnosis: ......... g

Post-Operative Monitoring Parameters /Frequency: aJLOUJ') M,PM/ 'rzé W,QH b\r
: NIV
P R m M/LN BU@ LU/
&<euM\/ou%WmJ\ 0 > Lorvond 6‘43‘9! [“JL7

und Care: U
Wound Care W@ 1VW @

Drain /Special Lifes/Catheters:

PB’D’V W

Special Patient Positioning and Requirements:

A

Nutritional Instructions: W NS i 4 oo, M
by Zg: olrat
When to Start Mobilization: e ) 60— @_ﬁj}_‘ M M&/ ;

Special Referrals:

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

T Yes” O No

Any Other Post-Operative Care Needed including Required Follow Up

=

Tréating Su CQ/ NS TH N
(Signatare & Stamp) ) Date: 3/[7/{:)4/ ..... Time: ... )T ™

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

2| 9(26
To Be Filled In By Assigned Nurse - oate: 31.7025...

Department : ................. T S < N R A S Duration of Procedure : ...I..0 C‘LUL-\
Name of Surgeon : .......... DYSQ&@?@..QQ ............................................ Date of Admission : ... 2/.1.26........
~-~dle Care Criteria : (Tick (/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ? E‘(es []No
E‘Sﬁgle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? ¥=Yes [_|No MM
Name of the Antibiotic : M-T@WVW ...................................
2. | Hair Removal Yes [ ]No ifYes: Surgical Clipper
Department where Hair Removed .\Zﬁard [_]Operating Room

I OISR bt W
Skin preparation done (cleanse surgical area with antiseptic agent)? [ | Yes [_]No

[] Oral  Or la (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ..... 5{5,10{‘@4&&‘ ......
Date & Time of antibiotic administration : 3[1126@ ....... TR A
Date & Time procedure started : .......... Blﬂlﬂﬁé)Q‘qﬁ‘A W

TR
3. | Patient's body tempgm/re_immediately post operation (Recovery Room) 34 °C ” |} )
Axil

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

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

e Allforms (Bundle care and when required SSI farm) 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 Mg <7s | PatlentNa wrsY.SREERAMYA () e Gender : ......... S e
Asst. Surgeon : ... . MLk J asysmip  (Fl Rainbow” | @ BirthRight

naesthetst . Dre, A MoiA L. b Dosamoavot oL SRR S copbabi
SAFETY CHECKLIST | tons S 5Bl | e MMM o oS @22

Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.\:0.5%4... TIME OUT  Time:.. A\ Ly 35 SIGN OUT _ Time:.. )L 5. 213
|

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

Identity =¥es CNo introduced themselves by Name and Role <es (1No The Name of the Procedure Recorded ~ #Yes ('No

Site TYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle :

Procedure =Yes [INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Aes CNo OINA

Consent #Yes [INo Correct Patient (Check ID Band) #Yes (INo The Specimen is Labelled (including
Site Marked OYes CINo [3HNA- Correct Site #Yes INo patient name) @,\‘es{No CINA
Anaesthesia Safety Check Completed L1¥es ONo Correct Procedure Z‘(es C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning —.Yes T1No Anticipated Critical Events Problems to be addressed OYes (A0 CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes CNo— What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery ,

Antici ? CONo O and management of this patient? CYes (Mo

- S nnc[pated Blood -Loss B¥eS CNo CINA g p

Available 1Yes -=HNo- Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? gL¥es~CINo CINA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned CYes (No CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes (#No CINA | | issues or any Concems? ClYes ONo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CINo CINA
within the last 60 minutes? S¥es ONo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CINo

e—

Name . DRESENRRRL. . i

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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DISCHARGE PLANNING FORM
Nationality: MOJV\

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

i3 Antipipated DateroFINSCIAMTE. ..t oot e sttt P s e S e s

2 Destination Post Discharge: [] HGme

Family Members Notified (Person Contacted)

] Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: (] Self Care ] Family Home Care ] Home Professional Assistance
(] Needs Assistance In: Remarks
(] Medication O Yes Ao
[] Bathing [J Yes Zﬁ)
] Eating ] Yes D/Nﬁ
(] Walking ] Yes :)kﬁ
(] Dressing L] Yes [ No
[ Toileting Oves @No

4. Nutritional Plan:

. Dietary Instruction Discusset:vv%hthe:
C)_patient ] Farfily Member Mg D W G

5. Discharge Planning Discussed w'rt?a:/’
71 Patient 1 Family Member L B o n i nm i i e e e Hetoe s passdiienenras

6.  Patient/Family Educational Plan:

LJ/Eﬁucational Topic/s: W\.\’\A@&\(\ ............ \OQJ“‘?Q(\“& ............. HN%\‘&M ...............

L] Patient's Educational Topic/s discussed with the:

" Patient [ Family Member I RO SO o= R o A hef |
Nurse Signature: .............. ool I,
Nurse Name: ............o......... X SO~ ...
Date and Time: ............ S(Q%&‘(}Pﬂ\
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Department of Anaesthesiology m ’ ” ﬂ l , ’ /m""" mm m"m Children’s ® BirthRight
PRE-ANAESTHETIC EVALUATION Hosplt:::‘el“me .W__%i
Name: .xee. Rovneo Age: ... D9....... ex ... Featal .. UHID.No : BRH. 0043 5330.....
Date: .3.}..31.20.2.6 .............................. Time: ... S.414.M\..... Proposed Operation: EM*“:‘.LSCS’_N@“’ Wie c
Diagnosis: C\ ................. CB&LUC((A.) ........... S B et B -, 0 OO WA 3 SO SRS WS (. -
BP/ORT: ot L Weight: ..ﬂ.\.\é@{. ASA Physical Status: 01 [22° 03 04 O5
\k N Laboratory Data:

Hab: u’r GlIRORI  e earassicosies  PIOMHNE cocicacicininaniines HIV: ... YERBN ..o ecemiesiesni il

POV: oo T i 4 A AID: oo HBS Ag AT R - o

wec: \iHo. Creat Tt Bl e HCV: 2D EGNO: v

piate: ... )12 al . N oo e Blood groug: . OWM Stress/Anglo: ..

L N R N T 1 T s T P TE i Oter: ......ooeeeeeereceee

g R T S el 1071 Al phos: ... Rae v T it e isvidi e

[, ;i S SR Mg+ + o TR i iisniccinssiagaaisin 0 A

Glitierc.  cxo SGOT/SGPT: .o Allergies: N\

Medical History: CVS: Lo

RESP : /g Diabetes : w\

ONS - Qi

Renal : / \0&7

Hepatc/GE TR

Physical Activity: exetfn,

%pe%\ﬁdbv\n

Past Anaesthﬁc- Hlslor;: v LSS S shp

Physical Exam:

Mouth Opening: 3t

MP1(2 } 4

Airway:

Mentohyoid Distance:

2¢ Neck: \,J Teeth:  wA loos,

Lungs :

g
A e

Hea: S G, L

ons: Gy ¢ - Gud

Pregnant: =TYes [ No [INA

Venous Access Site

w

= Spine Exam for regional :

Anaesthetic Plan: [ MAC aaeclbﬁ [ GA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: _¥es o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
- 1. DVT Prophylaxis :
1 ‘N\ﬂ 0O Ny 0 vw ; <:Water/ ORS 2 Hours
— 2. NIL ORAL Others 6 Hours
3. Informed Consent: C+Standard [ High Risk
4. Post Operative Pain Management: = Discussed with Patient
5. Other Instructions:
Signature: ... /76/2 .................. Mame: . SN SHRBIND..... it i iiastassoosanes

-
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o ANAESTHESIA CHART Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Deiiwr;
Pre Induction Assessment:
Change in Patient Condition: 1 Yes [SNoO Fasting Status: omwu;c-
Physical Status: i—Pdfient Identified [(=—Consent Present [+ Chart Reviewed
HR: 14 | B.P/CRT: 130/§6 | Sp0; o0 [RR: 1§ | Last Feed: > € luy
Pre-OP Diagnosis: ... L. patuein.... 534S Operation: . LM\«LS(;WWL) Date: ..3/7J202()......
. U g
Surgeon: ..MM LA er oo Anaesthesiologist: ... (1. SDubna. .0 Technician: . Jatbasanm |
TIME 1 ol
N,O/AIR/O,LPM
HALO /SO /SEVO Antibiotic
Drugs:
‘;E.:.Wl’ (ORPET oM 1oduna, Suppository
1 TRONE ¥ i nic
| ¢ PewD \q Lo N 00vY
3 RO, b
Blood Loss ] j
_FI0, / Sa0 1ne lesty 190 10 1190
ETCO,
ECG SR | selsn [sn [sR
Temperature
Urine Output NOTES
[ penGen
§§I,! CACTR i
&P 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate -
Ti i i
i 190
140
Throat Pack In W
Throat Pack Out 120 - L Fo
100
801 1 4 "’ £
80
40
20
10
0
ABG
LAB Values
S
Others
D{Quﬂjmem Checked and Temp: Induction Regional:
Functional ] HME [ Fluid Warmer Ow [J Inhal Extremity Specify: ..
&8P ] Cling Film [J OH Warmer [J Pre0, RSl ET/Splnal [ Epidural DGaudal
0 cutf site: (R 03w0) O] Huggers [ Cotton Wool O Dthers\ e L
O ArtSite: ................... [0 Other Positi
T EKG Lead ) _— g :“k ggs? S ,:. e
[3—Temp Site Stuaa " rway ral as o
O ﬂozr:nnﬂor Anaes Start: . c\ b1 W ETT# ..o @evconnecesscseenss CM Needle Size: . 23"1‘ DEPHN: oo
[7] Agent Monitor OP Start: . O Oral ENas.al [ Cuff Parasthesia [] Yes D No
_Pulse Oximeter opP End.. A O Trac. [ Topical Catheter at skin ..
Capnograph Leave OR: .. L Drug: . Drug Name&conc ?\Ml 0 £ D&Lrl.\!gc‘u'
[ Ventilator Anaesthesia [ Awake [] Direct Vision Bolus: ........ 4. 25y et awal. ..
L Nerve Stimulator [ GA O Video Laryngoscopy [] Stylette / Bougie INFUSION: ..ovovoeeen \.«3
Ve Bt (] ‘Mankoced Anassthesie Gare L1 Fiveroptic BIOCK LEVEL: ... V4.
«+Regional Blade# ...............\ Attempts: ... C )
MSSUT& PDimS ChBCkEd Dﬁﬁculty why? T i B R I O s i siiaitid s s a AR e i sy s
Line (Size & Location) Transportation to
Eye Care: O OVP: e O] Bilat = BS SPACU  Oicu 0 Other
LJ Qint CJART:. ] Semi-Closed Cirdle Relaxant Reversed [ ] Yes COJNo A
L] Tape V()Y i
[ Padding 'gw:. @ g glﬂo.::d e Name of the Doctor Q’\SW
Awake R Signature of the Doctor s i
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Y
Received in PACU by : %‘{M Y31 Time Received : ...... LWII/““) Time Discharged : ............ccooveeunees
- “ Ivl' {‘ ‘ !ﬁ :}L\I '3 A L - ¥
2501 M@ 250 s
240 I o o IV Cannula Site : ‘m
% 230 230 | [] OMask ] Nasal Prongs
220 220 i
) e 3 ] Tracm‘austamy O T-Piece.
& 200 200 | [ Oral Airway ] Nasal Airway
o 190 190
a 180 180 ¥
o 170 170 | Vomiting : [J Yes [0 DS
S 160 160 )
B 1m0 190 | neTube:  Cives |
% 140 140 | Drain: O Yes Mo
130 130
A 120 - = 120 | Urinary Catheter; _+*¥és [ No
110
w o A S - 100 | ChestTube: [ Yes [HG
= 90 ’
90
2 - a9 | NirOral g,n([wo
i E . D] W e I B
% 50 50 Oral Feeds: ...........
= 40 40
30 30
o 20 L. 20
10 A\ 10
1] =< 0
seo| [ [
POST ANAESTHESIA SCORE IN i L I O SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to 4 extremiti 1 d =2 & ? x
Abl 1o move 2 extromites :aﬂm."“?“’n,iﬁﬁ Coning =1 ACTVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 * r)/’ ) Discharge
Able to deep breathe & cough freely &= ? L
D limited breathi = RESPIRATION 4 & P .
Aﬁﬁgﬁa i i = \ = Exceptions to this, are to be explained in the
BP"+ 20 0f Pro Anacsthetic leve = space below by the Discharging Physician:
BP + 20-50 of Pre Anaesthetic lev =1 CIRCULATION -
BP = 50 of Pro Anaesthetcleve =0 \ -2 L
oodieen =% consciouswess
Arousabl i = | -
s i Vil @] 2ot
Pak, 21 cowm
Pale, dusky, blotchy, jaundiced, other =1 | <—
s APARE
TOTAL ( Ao (o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
\
40 | | © o Ears,
”é\,Bk N NO— o
Pain Tool Used: (] NPASS [J FLACC [ WongBaker [ NPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

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 avery 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): w

Date & Time: ...
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: .o TIM0! cocieabaliiatitliinieg FIDEBOUIR AONE DY ..o iniininsvitiinimsremmmmmmeesssece B il
CSE /Spinal /Epidural Position : ................. BPROR 282  viohnepureminasinse Technique (LOR/LOS) ................
Depth: oo Cathstr & Sl it AHBIMPAS : ...........ooconmireisnssnscasasionsssisacstbsmsisen:

Parasthesla : Yes/NO i Y88 GBS - ...es.useummmuirscsassbifbbesmssimsemsarsnsosiiionsasanmas snssssosassssusnsstossissdisssssessoomtbiores Mos e ]
SOITION CORMBOBIIGH L &....coumsimommimmssssarlt e o b st meemsmmesmern o e oo oot

Any other issues :

B cmcemisrmnyenmm o B T S G et o A b it bibossessonnanl]
NSO N NS G, A SRRk bl -~ eI
: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Puise FHR Comments
Delivery Details : ~ Time : ....cccooeveveennnnne APBAR: iiviiiesiiincsicess SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA - ........c.ciiiveeiieceie ettt s st st b et et ee et e eeneseseeeeneneeserenneneans
el or ot L e e R SRS Stk AR L4 2 S L. SETURUOR S SRR TP

Discharge /Shifting ordered by
DOCEOr SIgNALUTE: ...ttt s ens
DOCIOr NAME: wisvvisssssmstivhiisistiesrssunssmssmsmssainisnnisiias

Date AN TimMIB & oottt e et e et e e e eeee e s e eeneeaaann
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INFORMED CONSENT FOR SURGERY OR Rainbow' | @ b+ Right
SPECIAL PROCEDURE Hospital | () mssonosmes

It takes a lot to treat the little.

PatientName:.............}...m.......gﬁ..... ... Gender ) Male [JEsmmale  Age:...B%...n
UHIDNO : .o RAH-.00MT 5350 ... pate: .S IA®.......

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 following 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

werformed, | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

uarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

i

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.

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

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

Name of the Doctor who is performing the Surgery / Procedure: @%{&IM@' ...................

Consentee : Z Patient Attendant : "

T L A R A B T e - N N R

Name : 7&Y£c Tt N W—— Name : \{Kﬁ’.ﬁwf"(”ﬁ‘lﬂ“\/ﬁ ......................

Date & Time : ... 2| 7| 024" 2. 10AM Relationship with Patient: @OJSE .....................
~

Witness :

Date & Time : 3]4[34}’3!0%\

Docu. No. : RCHBH /FRM / CLINICAL / 027
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

pate: ... 1 A[%...... TIME: oo Ghr.......
Origin: ... ameleay Height ... | B A0, Weight:....... ﬁ.@.’.égkg v 33138 /mz
FOO ANBIGIES: ..o e
Diagnosis: ..............[2. O S W 2SN | Ve, 199 nand... oA BRI

TypeofDiet: [ Liquid  _[2-Soft CJ Normal [ Diabetic
7 Vegetarian  [J Non-Vegetarian [ Vegan

Diet Advised:

feoddc L:T,\ Ib»o:#cfr\ bt
Auign plodxj O il A0dan

—=...Add ﬁp{c; (. Chalred g@uﬂb&té@m

Patient’s / Attendant’s Dietician’s

LT T STS, PP Signature: ............. faﬁf’,’.é—v ................................

Name: W&MW}K ........................... NAME: oo Y RN

Date & TiMe: .....euvrvreeeeeenn. L[/iﬁj.’lg ..................... Date & TIME: ....vvveveeeeverernenen LH’:’L/-QZ’ ............
K, S

Doc. No. : RCHBH / FRM / CLINICAL / 195 RT.0)



DIETARY NOTES

Date

Time

Notes
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BAH-00475350 IP5-00175306
Mrs Y. SREE RAMYA ] Rambow
931 35Y5M1D F) | . v _
Dr SASIKALA KoLA Children’s ® Birth Right
Hospital BY RAINBOW HOSPITALS
T Hospital | | N ememeesnes

CONSENT FOR ANAESTHESIA

Authorization By: [3-Patient (] Patient Attendant

Operative Procedure: .. =LA 44 V...... Lol LN, SE wJCwMTMﬁowtbj
Anaesthesiologist: ..... 82 S Ao Surgeon: ... LN SARIMALALuheeereeresereomemsssssesssseon o0

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk(s): The doctors have explained to me the details of the high risk involved due to the following medical problems
and | have sought necessary clarification on all my doubts.

[J Heart Disease [ Hypertension [ Diabetes  [J Renal Failure  (J Multi Organ Failure [0 Hepatic Disorders
O Shock [J Obesity O Chronic Obstructive Pulmonary Disease

O Others ......ﬂ.a‘m\i&mxwr lllb.uﬂ.u:] L R e S Y S

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

e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

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

o | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient AuendW Witness: :
Signature: ... Signature: .. (‘&\}U .........................................................

Name: ........... Y. REE Ranh . Name: A\WS\*‘WWVW .............................

Relationship with patient: .....S¢\. [3 Date & Time: ...3.4.3.[202K......5.:0 4. Sdarcnrnnne
Date & Time: ..... &}IOLQCLO&C‘M ....................

Doctor (who is Iakinilnsem}:
..... Name: ... [0 Saob Ner .. Date 3/3120” Time:....... 5. .80 fonn

Signature: e

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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