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SURGERY DETAILS

L 8
Patient Name: ........... QJﬁm&“ ........... Date of Birth: ........
N

Gender: ...........

Date of Surgery: ...... 0][’]\’\/’0 ................ J0T-1 JOoT-2 [J0T-3 (10T

NDE O SUNGOTY : .....ccusasimsiimassosrinse 54 .............

-4 0BG OT-1 uﬂé 0T-2

(-\
Time in <o, - O RN . Time Out :....h....... L\\7"13\#\/&, ........
NAME AMOUNT
1, SHBIOA 5 iR [l i . b ""’”’L‘”“Q" .....................................................................
2. Anaesthetist O”S/U .......... s e NN 2SS S I
3. Assistant SUrgeon : ................. Q. O ‘{(."/\ .....................................................................
4. OT Technician  : .ooovovvrvvvecccee g&k_u(,ﬁum ........................................................................
5. Circulating NUrSE : ..o.ooo..: bt Buohlge oooF - an Sl xRS
B oAsalstantrse. . .................... g L ....... d; sz( ............................................................
Special Equipment: [ | Laparascopy | Broncoscope | Harmonic | Morcelator
[ 1 C-ARM .| Cystoscopy | Versa Point 1 Liver Cusa
| Neuro Cusa L] OMMER...... oo eisinbiinsissisniisssiiin
Cj\&\’\/\/
Signature%ﬁ%m% Signature of CirCutatihg Nurse
-_‘——-__
‘16‘16‘1%‘?’ ............................. Order by: ....... &%

“SNERAU/114
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e . 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 | Broeant TEL NO :+91-40-4466 5555
W WERB : https://rainbowhospitals.in
ADMISSION SHEET
N : (RO LR LI O
Registration Details :
Admission No : IP5-00176131 Admit Date : 09-Jul-2026 Admit Time :06:35 AM UHID : BAH-00660194
Patient Details :
Patient Name : Mrs R RADHIKA Age :49Y
Guardian : Mr VENKANNA DOB : 09-09-1976
Gender : Female Religion
Occupation Martial Status : Married
Address (H) - #R VENKANNA H.NO:6-2-514/3, VINAYAKA Phone No : 9490090668/ 9642811141
GROUND N G COLLEGE BACK SIDE SRI E-mail . nomailid@gmail.com
NAGAR COLONY Nalgonda Nalgonda o : PR T
Telangana INDIA 508001
Admission Details :
Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit
Contact Details :
Name : Mr VENKANNA Relationship : Husband
Contact Address @ #R VENKANNA H.NO:6-2-514/3, VINAYAKA Phone No : 9490090668 / 9642811141
GROUND N G COLLEGE BACK SIDE SRI
NAGAR COLONY Nalgonda Nalgonda
Telangana INDIA 508001
R, v®\li<om nd/
Si;gature
Doctor Details :
Doctor Name : Dr. HIMABINDU VEERLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : STAR HEALTH AND ALLIED
INSURANCE CO LTD

Printed Date / Time : 09/07/2026 06:36 Printed By : 018621 Page 1 of 2
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o s CONSUMABLES OF 0T Foseial | pzmemes
. \\\\\\\\\\\\\\\\l\\\\\\\ \\\ \\\\\\\\\\ ol
Circulatir,__ .. g Technigian ; ... [noaalin .. .. ... Date: ... N i {11 AR T S S
Anaesthesia Disposables mma_'v ueea | SUrgical Disposables ssued | useq | DiSPOSables (Baby Side) .. %
ET tube MajerPack Aaes Dy Alnj Vit.K 2 o
LMA A suures ey _t~| Cord Clamp @ 2
ECG leads (AY P/ N o 224 o /}/ “Suction Catheter G-\ | |+
HME filter : A/ P /N 94 A | ] 4 Feeding Tube .. il ‘//'
Syringes :10cc > - " accum Suction Set ~.,/‘r
05 cc A emves 6.4 1T _r%8]2]3Surgical Gloves V. A
02 cc X Bhair ", | Gauze Pack oY R 2
01cc TRl ; " |, Syringe 1ml / 2m— e B
Cautery plate {A) P/ N & | surgical blade 39 - & | Surgical Blade #20) — [\ _}+T |
IV set | NG tube | _Koochies (S) "¢, N
N &% ey ot Wit L
NS : 10ml/ 1(m“/m| / 500mi / 1000m! ,/o | | Koochies AC— £ ; | .
Mindg pike 5/ | Qitents i s
lox 1Y | ©47 Suction Catheter /T atak auy
Fentanyl o | | Cap, Mask )"5(’ J,,ﬂ/ | /,__,J-w—
Morphine " | Gauze Pack v L
Ketamine Mop Pack e e
Propofol Steristip- 9 pug ; jY
Rocuronium Underpad 5 /‘( yio
Glycopyrolate Draw sheet 73 low Sult— e /
Myopyrolate _ -~ Rbgel ks e A%
Ondapset{on //o/ Foleys catheter
(Pencan 25}y Spinal Needle 22 ‘ Urobag
Bupivacaine 0.25% il |_Gifest Drainage Catheter
Bupivacaine 0.25%(Heavy) ~ |of_ {Romodrain bag
Antibiotics y Ty g @ i | Bandage
Moo o « | T | Tegaderm o
Suppositories 4 loban Ad o sl o 1
Anamol : 80mg / 250mg / 170 mg | duble J Stent et TR e e /,r“""
Supridol : 100mg ,97 Vascum Suction set ¢ /{/ # :
Justin: 125 mg/25mg/100g | | o | PIastic Bed Sheet . -
Tab. Misoprost : 200mg | 977 | Betadine Solution . I
()\W}—ocm _ ApMCroshield [ 5
w Ol A7 | Cotton Balls i
a 7 p’g Latex Gloves
T - __+— Ramdione Scrub = e
" o Saral DA =d
Surgeon Anaesthesiologist Nurse OT Technician

Order NO. ..o 15T N Ordered by : ... &4 61-@,.._ ........................................................

Doc. No. : RCH/ FRM / GENERAL / 125



ACTIVITY RECORD FOR BILLING

Name : BAH-00660194

Mrs R RADHIKA

08-08-1876
Dr. HIMABINDU VEERLA

(Ll ||||\Il|\|||l|

Room/BattNo: —7F -~ -
WARD TRANSFERS
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IP5-00176131

2
Rainbow’ . o g~
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Hosnpital BY RAINBOW HOSPITALS

o treat the little Your Right to a Safe Delivery

Date Time

To

Signature of Nurse

a\1\26 | 2ooAm

rD.ofT

2ASY

4]2) %

LA

o

24 &

M%/

\g1>1%

U

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
9/ > Ciopy v Hpe oy
a\) Cep

)




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Order No

Equipment Time Time Signature

Date

A | Oredia wolin | gpo | > |A694FFE dDD—

et 1




PROCEDURE

Date Procedure Quantity Order No. Signature
aAxlss | 4y dacmet  dowp .- A9 ¢ 35 ?
o\, PaC  dowe  oplope ‘ OP B 1P -
o I T4 ‘_g{v_
o \o\ 3o (hleng o0 Ao | abd4 T)EJP\X
lah. | §u dion ”Ihomfcuk- ’ N6az1| Yapr

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of AAMISSION : .........cccoonvvranee. 4’%[‘% .................... Time of Admission : .................. G l'@”“” .......................
T T e R o Ntm ...................... _‘ZNDt know any drug allergies

PRESENTING COMPLAINTS :

Mo akee|

HFodeoran
1l /M

ey

Q.6 XS-Al -

$lohs

Cla oy W ottty riols .,
o pussnge /owfs g PW Aodvrt”

Nt

Ak

WW £ T Zgm,

[U/ Cl

(rz ém {?‘“3(’")
g 4
mixce  ehor (0 oty o

i il ot ¢ tnelomitha g Squamon) nctoplat

' ch’awa/x“

lepone!

hﬁ\\ ‘Bﬁ 2l vl P
- het? (7()5’3 S | a!) Iﬁm&_’[emﬁ/& /W Ué Spleuttines
MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage : M Z 3 Parity : P}[}
Previous Periods : R[fm (oA Mode of Delivery : N Vﬂ
LMP : b ) bloe LastChidBirth: (&~ [196
Contraception : P
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
527
N7y _ s
Noy 20h  “Andgvehial

/21‘0/447 .

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

Aot - HTNPM

MEDICATION HISTORY:

et eeteeal
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INITIAL ASSESSMENT :
| Date ’_"7 ) :’/M Breasts Local/Speculum Examination
i 1SS w606
o 6 &4 Em® @
B.P
Pallor Agut Bimanual Pelvic Examination
CVR 5 L@ Abdominal Examination
Respiratory System IZ:{ IZQ? /@ﬁ( nwn M‘“
7 <
Thyroid % ~wul [opolrt
. | PROVISIONAL DIAGNOSIS : falz C/BW WP A UB A M & %2;%
' INVESTIGATIONS ORDERED /F‘LAN OF MANAGEMENT
A aggalive / i
5hh _ NBM
p > 1%
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ignature of Doctor
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Date & Time :
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Mrs R RADHIKA e
00-09-1976 4 Rainbow
Dr. HIMABINDU VEE

] Chitdren's | @ BirthRight
(T L il | @
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ...... oll’]’f?—g ............
Baseline Information:
Admission From: I ER ] OPD Va@m Desk - 1 OMIS, SPOOHY b.....ooooceoerseerserirnnes

Primary Language: Jﬁ ! English ] Hindi ET ORI IR .............ciocuseicncsssiasonsissiinss
E EINE - AHABREDEONY .......coco ooty ein o ctoelnhaaioh Raas tre ks s o sssisssnavomussatmmrennnsnssssbhoporiesas

Doyourequireaninterprete:{./!ﬁ C ywspecify
Source of Information: /atient /1 Family ] DiRers; SPRCHY ... immsnsinsissing B cuigciscu Do adpssvedinsarvvatrns

Allergies: [ | Yes ./',Z/No [J Medications ] Blood Transfusion ] Food B | SRR SR
BFYES , HBMEY .........0oorceveecesecmsscnssesssssassessssse s ss s russssss s s R s AR bR R
_—
Chief Complaints: .1)...........) RN . AN . Y Doctor Notified on Admjssion/@ LINo
Name of the Doctor: ...¥-SAmEmg .
Time Notified: .......... LT W
Past Medical History: Obtained From _/Bd[ﬁn O Fynily Member [ 1 Medical Record [ Otlher (SPOCHY) .....i.convinisia
Past Medical History - Past Surgical History Previous Hospital Admission
Endo i nen o
@i s — @‘ P
P
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .......cccoovvvinncicincnnes Caesarean Section: _,Nﬂ' [ Yes Contraceptives: JNeg [ Yes
................................................................. Cervical Cerclage: (N6 [ Yes Vaginal Discharge: [ M6 [ Yes
DRSEL BEMONArChE: ..........0nT ciivcinneresns Ectopic Pregnancy: '._,)Nfo 1 Yes Po§t-Coital Bleeding: _Mo [ 1Yes
Menstrual Cycle: | Regular [ Irregular | Myomectomy: /ﬁ O Yes Infertility: | fZ(o [ Yes
Last Menstrual Period: !.GLAL?//L Others: If Yes Type: |D Primary [ Secondary
Obstetric History: G ............ccooovvveneee. PEN. T et T F POAL, o« T
Previous LSCS: ... (X4 A TN S Ll
Current Medication: | /me’ | Yes, If Yes, Fill the reconciliation form
Family History: /'IG Abnormalities Detected
(] Heart Disease [] Hypertension (] Diabetes [ Stroke [ Seizures [ Iﬁidney disease
LI Liver disease W IR Ot v U SR s L e Mo SO
Vital Signs / Measurements: Temp: G8-£€ HR: ... &N RR: I&Lff'
BP:...t10JRRDp, WGt ........... Helght: ......1- 5 BME e

Pain Assessment:  Pain: [ Yes Zy’ (If Yes, complete the Pain Assessment/Réassessment Form)

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




BAH-00660194 IP5-00176131
Mrs R RADHIKA

09-09-1976 oY

Dr. HIMABINDU VEERLA

A |IIINI|IIII||

> PHYSICAL ASSESSMENT

General Appearance: %thy L1ill looking L1 Anxious [ Agitated e

Fall Assessmenl:«f;/\‘bs [INo Score 9. (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [_¥6s [ 1No Score..o%. ... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem I Walking Problem ; Abnormality Detected

L] Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria /

NUTRITIONAL SCREENING: | Alo Abnormality Detected
I Overweight LI Poor Appetite >3 Days L1 Needs Therapeutic Diet.
(I Under Weight ! Diabetes Mellitus ' [ Hyperemesis Gravidarum

Inform consultant for positive criteria

R o
PSYCHOLOGICAL SCREENING:
#Calm & Cooperative [ Restless "I Depressed L Agitated [! Confused

EY g SRR SSECR Tty NI SN e S W < S AT S A
Inform consultant for positive criteria
Cultural & Spiritual Needs: [ Y;,s LINO ifYes Specly ..............ccoociiitniinsinemsanreserensasessnas Inform consultant for positive criteria.
SOCIAL SCREENING: /
1. Marital Status: [ Single /' Married  [1Divorced Widow
2. Special Habits: Smoker: | | Yes | Ql_o/ Alcohol Abuse: [ |Yes [ Ao Drug Abuse: [ Yes ‘_)Jo

Social History: Lives With ........ (900" ....................................................................................................................

Orientation has been giveafegarding the following aspects:
Call Bellin Reach: J”"Yes [INo Waste Disposal Explained: [ ¥6s ~~

Infusion Pump : _Yes [INo Hand Hygiene Explained: L] Others

Above information givento ...........ocoooeeee . XN o, / .............

Name of Person Orientation was givento: .....¥..... @VA ...... ﬂﬂ(ﬂﬂfh’“‘ '/\M ;

Orientation NOt GIVEN REASON: ...............vvveeeeeeeiresnsereseressseseesesssesessese s esoess

Nurse Signature: ... %0 e

NUrse Name: ........... 82 s

Date & Time: &\7&)‘5@/“5}\/ .......
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OPERATION THEATER NOTES
Patient's Name}yﬁigpp“‘ﬂskq .......................... Age‘j—f‘? -.... Gender : ‘D Male ‘ZF/emale
UHID N ... BRH.. = 006 60U Weight ... 4. [<98 Helght: ..o

surgeon: A&, . R\ \\kg Q) Asst. Surgeon : \\O'ﬁ '()_Q\k&&\gﬂ .
Anesthetist % gepm) A OT Nurse: %a{, yerlk / ‘QWQDJ OT Technician: M

Pre- Operatlve Dmgnosns Ny — QQ\\Q\&U&\Q%Q\ (‘ Qe O e A
Surgical Procedure : RN & \3@\§ %&\\’{ Q C\Q Q\“Q\\}\\Ji :

-~

Indications for Surgery : SRR RBQ\‘\QM\\QQ&& ) R&Q\k@N\\G}\H\G t

Date : gq b §9 b Start Time : - - End Time : |

Pre Operatwe Preparations: () A\t k@( £ Q S Q)
r‘:&\ b\ Qo (\H\xc\\x\u A\ (\MM\\\!
& S\ Neey R

Post Operative Diagnosis: [\ We\\ et &L G& LS Nl R
: X R

Peri-Operative Complications: A

-3

Operation Notes:

A \(\Q gA~. (ASe \'\\f\ QOO Qv % (\\’1& QA0 \\)
. v&\\&\(}\\\\\\ Qg}% Q\QR\Q A I A AN Mo
Lagsa W cal \ ;
A &\(\\Q}&\
ACMANL - — N0\ M\\fo\\_c\\

o N SO
U%\* AN T = WIO\WK \%

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)
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Amount of Blood Loss: AN W \(\ Blood Transfused (in ML)

‘

\‘\\.\\

Name and Number of Surgical Specimen sent for examination:
WA & el e §<& N R

Peri-Operative Complications:
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POST-SURGICAL CARE PLAN FORM

Procedure Done: ......." 7%, 5}\'\‘?%\{} ...... %Q&\\%Q\\K%Q?\M&Q
Post-Surgical Diagnosis: ....... %&Q\.&@\L\Q@Q\,%E\\ WO DAL O\

Post-Operative Monitoring Parameters /Frequency:

PRI\ R — vy \(‘QQ:\,\ \& %.\m-\g
\Q\\\\KQRQ\;QK AR éﬂ@ Q\'N?\S\\\S} n

Wound Care:- \
2O o

ﬂ' rain /Special Lines/Catheters:
Drain /Special L /cht% e | N \m @\M&&\M& Q\\T@\
M\WQ .,

Special Patient Positioning and Requirements:
X N \
N&R@ A (onvdwnien G -

Nutritional Instructions:

R %&L RN ey ONEWES gy

When to Start Mobilization:

o N\\\Q& QN QQ{ X

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

\ 5. =
; 3 : X Qm‘\(“\%\\\k\@x %\\}dq)
Ié?;::t%rsg";gg?anmp) Date: C\\A‘\E‘% Time: %\\\\Q ‘

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106




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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Docu. No. : RCHBH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER
ga}?me Progress Notes Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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Dr. HIMABINDU VEERLA
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Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the ittie. Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

&Time | \ o~ Progress Notes Doctor's Order
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It takes a lot to treat the littig.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

0.5k

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

\Na. :RCHBH /FRM / CLINICAL / 0138
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Time

CUE - Alb. ;
CUE - Sugar Aleix
CUE - Ketones :
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood
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MEDICATION RECONCILIATION FORM
o S SR B NEE ;LNoﬂ(nown 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)

SHIfING FIOM: oo - Shifted t0: .o i RN
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | e/ Time 72’,’::?%',?:
1 0c¢ Ooc

\ (J1C CIDC

3 \ [JC CIDC

4 \ Oc COIDc
5 \ UJC OJDC

6 JC CJDC
7 \ Oc Ooc
[JC CIDC
9 [J1C CIDC
10 LJC LIDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY %AW g
0% g
Doctor Name & Signature : .............cccccoeeee.. AQ ................................................
Date & Time : %}Q{% ........... ®..8.500m.......

Docu. No. : RCHBH /FRM / GENERAL / 090
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HIKA Rainbow®
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u-oMm
Hos |t BY RAINBOW HOSPITALS
p 19 little.

I\\N\l\l\llll\\\l\\\lﬁ\\\\\ HDso e

SNeet NO: ..o REGULAR PRESCRIPTIONS Weight ...L .......... Wl

onus: 1N - HAGNEY FoRaE Tosp\ S s\ |
Dose Route Frequency | Start t. o
L XS

[s9gm g 111

Name & Slgnature of the Doctor |

Starting t rugs
n;% e o/

Additional Instructlons <] (A
| dischrurg,

|

\

|

\

Daily Doctor’s Endorsement by a Sign f
|

oruG ) w]- METROLyL IT);;ZA'X \O\arﬂh'
Dose | Route |Frequency |StartDt.|4- N\ i
Sorg WV | TID f/(cﬁg X I CH j

Name & Signature of the Doctor |
Starting the Drugs: F
A AVA

fDiDhﬂ’ ’ |
‘ >~

Additional Instructions:

h ¥ f |
/Xf%thjw%i” | %ﬁ

Daily Doctor’s Endorsement by &JSf J
i

Dat
onue: ] PAMDLLALle P O
Dose Route | Frequency | Start Dt.
ot e | BD |4
Name & Signature of the Doctor
Starting the Drugs: &

4

-3

Additional Instructions: f

Daily Doctor’s Endorsement by a Sign

. D
oru: L, Phescetemd ooty b |
Dose Route | Frequency Stth)t_ o A
1

bl Wy - [T

NaMe & Signature of the Doctor

Starting the Drugs: ,
DAty b

Additional Instructions: \

Daily Doctor’s Endorsement by a Sign |

Docu. No. : RCHBH /FRM / CLINICAL / 108 (PT.0)
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REGU

LAR PRESCRIPTIONS

"%
Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

‘BirthRight’

Your Right to a Safe Delivery

Wellhto s

XQA\We

Date»
Tir'ne

DRUG : E} (?
Frequency

Dose
g C O

fecuiq
Signature of the Doctor ;/[

Name
Starting-the Drugs: 4__,;0 |
™8 - He g Mo

%%}

Additional Instructions:

i m—

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tu'ue

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Time

v

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency

Start Dt.

Time

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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DRUG CHART

\%

K

Rambow

Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"

It takes a lot to treat the little.

Your Right to a Safe Delivery

Date of Admission: ........ ﬂ’l&[?/@ ......... Drug Allergies: ............ AHCM ............................... Wown 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.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

DOCTOR

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

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

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

drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
: Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige

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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BINDU VEERLA

"V |||IHIIll||\I

REGULAR PRESCRIPTIONS

Weight. ...

ED(' L Ward.

DRUG : f{y‘ (EFOTA XIME

Dater
Tige 9\\?(

Dose Route | Frequency (Start Date

(g | (V LD 14 1>

Name & Signature of the Doctor
Starting the Drugs: Q

N

NN\
H\

Additional Instructions:

:

é:%

-
.
]

b

gD

Daily Doctor’s Endorsement by a Sign

DRUG: “1Ae ChenceTamal

10

I8

(1]
¥

Dose Route | Frequency [Start Date

Ao | vo  |6Muooey| Y3t

Name & Signature of the Doctor

Starting the Drugs:
_/
Dy~ Beonnp:

e

h

£

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Tag. Mcworenac

Date

v

Dose Route | Frequency [Start Date

g | P EMaovey| PP

Time

Name & Signature of the Docto
Starting the Drugs: g __cb,/

Dr-Beoy

Additional Instructions:

/\.
VY

Daily Doctor’s Endorsement by a Sign

DRUG : I TeamenoL

Date

v

Dose Route | Frequency |Start Date

loowg | 0 | Muovey| qfppt

Time

Name & Signature of the Doctor
Starting the Drugs: 2/&

D Byanh-

(D}

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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';"g'.’nif's'?i"'“ 49y L Date> -
Dr. HIMABINDU VEERLA Time l Nurs‘&_ség I Num;Siu. l Nurs‘?'Sig. I Nurs:.r Sig
\“ l \\ \“ “\\“\“\““ ““\ \“\“ ‘“ Dose Dose Dose Dose
AN Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor S Dose . Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose vese . .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dat
VARIABLE DOSE Tlg‘lee) Nurs&Sig, Nurs‘clerSig, NurssSig. Nurs&&g.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Lo oo L —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i pose e oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬂﬁé‘iﬁger Route Signature Nurses
5\\%* amw | g Penceroma tem \v B %
‘\\'a— Qe | do-navpamenn| 14w Vool &%ﬁ
. ey
0\\3’ a:20m |05 Mopprane A7 W g,g,/ Yo
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o4 % | - 2pM] ] | Ioovsg 0 Lo M _
|
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N
Date Tine Composition of 1.V. Fluid Route Hor\lq’l/ﬁ?te Doctor | Nurse | Dateof | Doctor | Nurse

(If infusion, mention ml/hr = Mcg/kg/min. etc) Sign Sign | Stopping| Sign Sign
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| HIMINHIIIMIHIIIMIIIII

(FLUID CHART)

2z
Rainbow”® : e
C?llidr?r\ll’s ‘Blrtthght

Hospi tal BY RAINBOW HOSPITALS
It takes 2 ot to reat the littie. 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.

~ Output T vse ||

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

Date | Time ga;ruri% Route NG | Diarrhoea | Vomit |Drainage | Urine ng'rggﬁg b?:ﬁrs]e
Mouth | LV_| NG
0B00am| Pt ) | viDo 2 g
09:00 am '?‘ (067 |svom) g |/
g\ |00 (067 T
11:00 am O |)pwn 0
12:00 pm L0gur) 9 @"
01:00 pm [ 0D - T
Total Intake : Total Qutput :
oo | RL [ 19 [ wou]) . | goom)| o )
0300pm 106w ! ; Ay
o\ Y | 240pm 10Gan|) AN
05:00 pm oo e W N
06:00pm | A 1004 2 7Y
07:00pm | A A— \ Qo ) ofopn O
Total Intake : "1” leer -3 ; Total Output : QA.;&'e g 5epp
08:00pm| g 1 oV ' d AN
0900pm| \ & 1Y
10:00 pm " ©
11:00 pm ,J)\/ Q)OQ 0 &
1200 am \ goo) | 0
01:00 am { 5 \
Total Intake : 1 Total Output:  £00 {1
0200am| o ¢ o | oA
03:00 am 4004 | 9 1/
04:00 am \S'b‘ © 7
05:00 am \S},j 0 [ .
06:00am | _ S0 o () L
0700 am [ 3" \S op| O
Total Intake : 0) 00 ) Total Qutput : Q_‘fgb ¥
Total 24 hrs. Intake g A DO'\ Total 24 hrs. Output ()/,N
\
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Mrs R RADHIKA ) =z "
09-09-1978 Rainbow .
pr. HIMABINDY

i Chiders| @ BichRiot

FLUID CHART]
B o i \OWQL

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

Intake _ Output T Wsme
Date | Time (I}a&luri% Route NG | Diarrhoea | Vomit |Drainage | Urine Tﬁé%:b‘r%g l\?llgge
Mouth LV N.G
08:00 am _ 0w |
09:00 am A0 8 ; - , B
10:00 am e el )’ lm_ ’
11:00 am T 1 0 |
] B aib\y | 0|1
01:00 pm \ e |8 Mt
Total Intake : A Total Output :
02:00 pm ., dar ' p M
03:00 pm t\ o Wi ¢ )
, | 0400pm o ] 3 et & '
05:00 pm ik T ig
06:00 pm i R e
07:00 pm : ke f
Total Intake : DN Total Output : g
08:00 pm X Py
09:00 pm A»OQ'\ ) J
10:00 pm : = vl o / d
11:00 pm 18 i y{ 0 P slead.
12:00 am : | v O\
_ | 01:00am Y \ o v 1 i
Total Intake : - Total Qutput: W\  —O0 U —
02:00 am vi 1ol
03:00 am W o ; O |
04:00 am . | v raiw
05:00 am N ’ A \p s ed
06:00 am 0N » i o \
07:00 am : % v ko P
Total Intake: = Total Output: ¢\ - O () — 4
Total 24 hrs. Intake Total 24 frs. Output ad sl U 2E

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Or. HIMABINDU VEERLA

i FLUID CHART

%

BirthRight
EY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a ot to treat the little.

DI L i iirsiinises st Netes

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.

Nm.re._ | i = st Sign_“
Date Time | of Fluid Route NG | Diarrhoea | Vomit | Drainage | Urine P’S"ggr'gs Nufso

Mouth LV N.G

08:00 am f=
09:00 am od

,X\Q," 10:00 am A0 P’?
'\\\ 11:00 am \
12:00 pm
01:00 pm
Total Intake : Total Output : pn. — )~
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 I
Total Intake : Total Qutput: |
02:00 am i
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am

Total Intake : Total Qutput: |

¥y
ik,

o P o
e TN

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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5T Rainbow® . L
ngker Children’s ® Birth Right
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the fittle. 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.

" mm i i ; 0‘“"?“‘ ; ::.LITrIIIVSit: ;
| Nature | it | Dra e | sl | Sin
Date | Time | ¢Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PEeoes | \ees

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 Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

Date : Q‘{(“j—llé

~
Department : POI"_LY_ ......................................................... Duration of Procedure : ..... BMM
Name of SUrgeon : ................. M wemoeanpv Date of Admission : OCT(O {86, .

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

Staff Signature

Antibiotic.given prior to surgery ? IE‘Y/es ] No
ingle Dose Antibiotic ~ or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? @ﬁs [INo

Name of the Antibiotic ’I“T .......... [.'n(y.q.é@mfm& ...... 1/7»\,.0 :
i v

G

Hair Removal Yes [ I No ifYes: Surgical Clipper
Department where Hair Removed : M [_]Operating Room
LhOer ... 5. o TR ST P,

Skin preparation done (cleanse surgical area with antiseptic agent)?:g)leﬁ:] No

My,
Patient's body temperature immediately post operation (Recovery Room) Ky y

f10m o [ ytra (Goal : 36-37 °C)

=

Date & Time of antibiotic administration : ...... q [‘F[ 'L&DAQ" ........ gp""?
Date & Time procedure started : .................. G’I}[LB ....................  § ""@“

ey

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

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

for management |
All forms (Bundle care and when required SSI form) are completed properly
Forms must always be kept in Infection Control folder in respective department

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



BAH-00660194 IP5-00176131

SUIGBON ;... L et Mrs R RADHIKA ;
SURGICAL Assi| Surpion L IR e o - e ) i Age]'{jl (;mder { . R?‘i.'l"g’%w'

naesthetist: ). RUMDA I me’ [ AL bl ol lega i cpiean
SAFETY CHECKLIST g;me;tgztr;;__%ﬁ ...... o LT T o g

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time...... 6 2640y TIME OUT  Time:.. 6.5 &) SIGN OUT  Time.......|> S o
[

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

|dentity ~Yes CINo introduced themselves by Name and Role _)¥és C1No The Name of the Procedure Recorded ~ =¥6s CINo

Site _#1Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _AYes CiNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) =6 CINo CJNA

Consent LEs CNo Correct Patient (Check ID Band) zfes ONo The Specimen is Labelled (including
Site Marked CYes CINo MR Correct Site _D)(es CINo patient name) X6 CINo C1NA
Anaesthesia Safety Check Completed __L¥es CINo Correct Procedure s CINo Whether there are any Equipment
Pulse Oximeter on Patient & Funclioninwus CINo Anticipated Critical Events Problems to be addressed ClYes NG CINA
Does Patient have a: Surgeon Reviews: i

Known Allergy? CYes yp/’ What are the Critical or Unemectew To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 9, 0 What are the key concens for recovery y/

Anticipated Blood Loss? gpew/ _i#Yes CNo CJNA and management of this patient? es CINo

Yes, & Equipment / Assistance

Available (Yes CINp—7 Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Con ? Q)fe's ONo O NA
(7ml/kg In Children)? Nursing Team Reviews: b

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

Access and Fluids Planned Yes U'h‘( CINA Been Confirmed? are there Equipment D‘/

Blood Units Reserved _O¥es ONo CINA | | issues orany Concems? - ;:VJ -
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes [Al0 CINA
within the last 60 minutes? s CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. 2¥és ONo
Signature : f .............
Name : m }"‘CLLLC! % VARCESS...

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



{11 7201] | Ty Ry o o ———— - |
i : -, . . =2 |
GlCAL ‘ Asst, Surgeon s ... S l Patient- Nam-i—rrrerrermremeerremee 21t TS Gender © ......... Rainb%w‘ & BirthRight"

AFETY CH ECKLIST t ANABSHNBLIS & oo e e e UHIDNO. st 5 M Surgery 111 T ———— ﬁl;islglrtea?’s BY RAINBOW HOSPITALS

i 1t takes & log to treat the . Your Right ta a Safe Delivery
- TR S ——————— DA .o ot RIS o ciciiinssiasliin 810 P ERT— B

Before Induction of Anaesthesia » > Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time.ooooooooenn. TIME OUT  Time:..........ooocooeee.e.. SIGNOUT  Time:......cooooooorerecees

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

Identity OYes CNo introduced themselves by Name and Role CYes CJNo The Name of the Procedure Recorded ~ C1Yes [INo

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

Procedure OYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ OYes CNo CJNA

Consent CYes CINo Correct Patient (Check ID Band) OYes CNo The Specimen is Labelled (including
Site Marked OYes ONo CONA Correct Site CYes CONo patient name) CYes CINo CJNA
Anaesthesia Safety Check Completed OYes ONo Correct Procedure CYes CINo Whether there are any Equipment :
Pulse Oximeter on Patient & Functioning [1Yes CINo Anticipated Critical Events Problems to be addressed CYes CiNo CINA
Does Patient have a: sllrgeo“ Reviews: -

Known Allergy? OYes CINo What are the Criical or Unexpected TRTRS, et e

i i i isk? Stéps, Operative Duration, What are the key concerns for recovery

— Ajrwayl/ Asplraﬂon. . Anticipated Blood Loss? CYes CONo CONA and management of this patient? CYes CNo

Yes, & Equipment / Assistance ! :

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

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

Access and Fluids Planned CYes ONo CONA Been Confirmed? are there Equipment

Blood Units Reserved OYes ONo CINA | | issues orany Goncems? CiYes Dita: DINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displa"mj? CYes CONo CJNA
within the last 60 minutes? C1Yes ONo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CONo

I ...t it Y SRR .. oree cernsenmnminessacdiaEinlons swessuisstppmemsasbspbiRedia Signature :.......... @ ...........................................................
S WIS NP - TR NORRITIC, R 6 G e ) RRPERNEL L JRN ¥ 51 | U, S R PO T 1 I SR VPR R UL S T,

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



Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Name: ...\ %
VB Ad e

T b

i, G A r s

Date: .........

Diagnosis: ...

" L Lf G} ..... L A :
[:300M......

B.P/ ORT: H&’I&: HR: :mg\r Weight: Dy rfx ASAPhysmal Status: \&r1 02 03 04 05

N

Rainbow® d e
Children’s BirthRight
oot ok oA

BEH.00560/7 -
m%y
ﬁ,‘ talptey

Proposed Operation: ...0.[7.. zn.fpm LopiL.

DAL /P.zia Lavm)...

- 19weeks 4v i

b Laboratory Data:
\XQ\ Hgb: T;L[ Glucose: . '; Y Protel: .........cooeeemsencncene i) S S P AR e
o T YL{ Alb: HBS Ag e
WBC: .. 8. ... Great:... 0 I‘L{ Total Bi: I 2 BOG v e
Plate: .30’ Na: ... D:f Biil Q 0 L Blood group: .............. Stress/Anglo: ......co.co.o.e..
Bl L ersiiisinions K it MR v s TR cisiinies i iisians ATRRRE R
4 2 A B i Alkphos. T4.. vee 9 ta - exq s x /-3
INR: e Mg++ s DI =i TSH 4 [-Uf( 1
Medical History: ~ OVS: Ao caudhar 7¢cul” prle (A0) Aot fHullcd |
RESP: (2 | Diabetes: ()
CNS :

G Al Synaficek

Renal &, / Ancs CC,M,_;,\_W
Hepatic / GE : / Physical Activit: Aeh 7L
’ FEALS B A = s
Others : F B Tron Suriiose Ingethim X 2 dofot | Dee 2024

Past Anaesthetic History: N'i’ T J% .Ekglo e A:AI Blop< y \L Seda A Ao
Physical Exam: 2y Jot. - ' Y |
Airway: MP 1@3 4 Mouth Opening: 23%  Mentohyoid E}istance:@ Neck: axiq'uﬂ—o» Teeth: (A Jxfod L-
Lungs : BrED i
Heart: |

S5, @

CNS: NANY)

Pregnant: C1Yes [INo JANA

Venous Access Site : (&) .

Spine Exam for regional : (F)

Anaesthetic Plan: CJMAC [REGIONAL J8A8TT C1LMA

Peri-Operative Plan Explained to the Patient: \¥6s 11 No ?
CURRENT MEDICATIONS DOSAGE Pre-Operative instructions:
1. DVT Prophylaxis : s
Water / ORS 2 Hours e/z.{)W

2. NIL 0RAL<:mw56HUm

\\ 3. Informed Consent: , C 8t Aandard O High Risk

\ 4. Post Operative Pain Management, 2 Discussed with Patient
5. Other Instructions:
A.,,,'?I"Q.,.ﬁf.t ALk CBP ......................................
o a( AMJ—f UY) .
....... DT 0. i, MK bty duniy
Signature: m Name: ..... DA AMALL .

Docu. No. : RCH /FRM / CLINICAL / 044



BAH-00660194 1P5-00176131
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NI T[T ——- 1 A

Your Right to 2 Saie Delivery

Tt takes 3 ot tn trest the lithe. ,

Pre Induction Assessment:
Change in Patient Condition: O Yes Mﬁ Fasting Stams:W
Physical Status: _)Zf Patient |dentified _,IZ( Consent Present ,@/ Chart Reviewed
H.R: @{\opwo | B.P/CRT: |29 Wrewslg | Sp0,: Whon 4| RR: | Last Feed: 721 mg agn
\ e
Pre-OP Diagnosis: PQ,L),OW&—QALMW Operation: . T\—\'H:Q, u«tnmﬂ Date : . A\ 3k.......
Surgeon: 20 e W Nesslon ... Anaesgmqotogtst D’f ........... ;qchmc:an an,&ﬁ
__ﬁ,ﬁ;ﬂﬁ A 338% (EI \9" l‘ﬂ__/_WJA (\ -J Z \ / I = !
NOWIO} LPM___ < e > e Antibigtic
HALO /80 4 . — __4._.:; -._..-—-—--___.__, R s e
Drugs: S ngevd
v F20UAM [ 2001 \V
¥ Suppository
FOL\SD /a v T‘W\OM#[L
\
£ N1 mmmmq.w
MG V- Blood Loss
AD, ] 520, W0 [0 Tvop [ 109 1 Em”’m\w \§D | 00| \gp | 10D | 10D o0/ 100 1o | wo | &
ETCO @ g,g‘ 2% &% [LELYVHINS !3\.1 uy lyaluly [(TTRAYLE
ECG i SRR s A L' s
Temperature —_ 2 {, (A
Uring Qutput NOTES
A S — 3 ==
frog-<]
BP 240
V Systolic 220
A Diastolic
X Mean 200
+ Hearl Rate 180 -
¥ et on Tom
Tiedte -
140 i E
Thoat Pack In A n
Throak Pack (ut 123- J v (~ « b o /: ‘; kI < S -r‘-.:'.;‘
100 ) -~ ~ =
B“’v: P [ 4 ? ¢ v 5 "
60 DN CLOE N AY Pt e VAN r W V" Ve ‘ataY . g 4 Vel P
40
20
10 i
0 f 11 i
A8
LAB Values S
GRBZ
- SR
Equipment Checked and Indystion Regional:
ﬂl Functional JJ%ME ] Fluid Warmer ﬁ Df(hai Extremity Specity
ing Flm ] OH Warmer Pre 0 RSl 1 Spinal [ Epidural f
o CuHSme %UL .D)Pi:ugqcrs {3 Cotton Wool [ Others . YOO
3 ArtSite: .. [ Other 07 Mask £15GA PRSI . X cccsriiinspssndsssnsinisnissomsnmsie
EKG Lead \LM] —— ‘ Sils:
¥emp Site imes: g..w [0 Airway 3 Oral Nasal e
7 A, Man m&h Anaes Start: ... 452 z/fmf i ST . Needle SiZ6: —...\evcrrmrmne
Agent Monitor OP Start: .. o Oral [ Nasal LE{Euﬂ Parasthesia [
Pulse Oximeter 0P End: .... . Lo— O Tracheostqy (] Topical Gatheter at skin .om.Nomeemee
g Caprigiagh Leave OR: ... af‘-{} 0 Drug'..‘.%mu.m ......... e
Ventilator Anpesthesia: 0 Awake B/ﬁlmct Vision BORRE: .. viaiss
[ Nerve Stimulator AT {J Video Laryngoscopy [ Styletie / Bougle SR . VR
e O Monitored Anagsthesia Care 00 Fiberoptic BOCk L o s s s
ks S r] RF\}\O!Id Blade# "5 Attzmpts: ... \ COIMIIE v bR s
F:‘!ej% Ghecked DO WINT s ik s
Mﬁm {Size & Location) Transportation to
Eye Care: VOV o smisoms i \2( Bilat = BS (I PACU E‘],% -Q(Umer
J Oint ‘S/em_uom Circle Relaxant Reversed Yes CINo  CINA
" 4
-Q’Pagdmg O g?:d S Name of the Doctor ... b_f_’ 3 SR ‘
1 Awake Signature of the Doctor .......... Bzt e |




Anaesthesiologist Name
Anaesthesiologist Signature:

Date & Time:

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

DR R RANA

1. Every eight hours for 2l hospitalized pati
2. For post surgical patient, patient with

a.  Every 2 hours for first 24

b, After 24 hours every 4 hours
¢.  Prior to pain reliving interventiol
d

BAH-0D660194 IP5-00176131 %
Wirs R RADHIKA Rainbow"’
oe—uo-ms a9y (F) 4 : H 3
HIMABINDU VEERLA Children’s ol BirthRight
Hospital BY RAINBOW HOSPITALS
Ill\lllllllllllllllllI||I|!I|lll|l Hospital | g amesocsms
e e e e s s s aEmwr RN WA U IT RECOHD
ived in PR I e ¢« S Time RECEIVED © ..........ens roer e Time Discharged : W .
| Received in PACU by P ,ﬁ“ ., ll‘\ g
25 250 1y Cannula St : W hum d
w 230 | 230 | [] 0, Mask [ Nasal Prongs
5 ;Tg ) - - ifg [ Tracheostomy O T-Piece
§ 200+ 200 | OJ Oral Airway [ Nasal Airway
& 190 — t 180
+ 180
8 :28 170 | Vomiting : O Yes ED( B o coiic i
2 :gg :2 NG Tube ; O Yes Di(o
v Mo 140 | Dran Oves oo
130
A 12 A7 120 | Urinary Catheter: Ewé O No
ﬁ :Ag :102 ChestTube: [0 Yes O%o
g b ! Q Nil Oral s CINo
"R ! o | et ... 2L . E‘) EC ........
o
1771 50 ~ 50 Oral Feeds: b
o 40 40
30 30
v 2 v A 20
10 4 10
0 0
8PO,
(Modified Aldrete Score) W T30 [e0 oo |2 NIE
i r = i.g | . £
2.?155.??332 2 prsre ﬁt”’n{m - mﬁﬂ <) ACTIVITY ) i = 2 A Minimum: Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command = Discharge
Able to deep breathe & cough freely =2
Dyspoea or limited breathin =1 RESPIRATION S Y ' Fal
Agosc " =0 L Exceptions to this, are to be explained in the
g g e Y |2 space below by the Discharging Physician:
BP + 50 of Pre Anaasthetic leve =0
ol =2
ﬁ;%ﬂ;&nmg : ‘l] CONSCIOUSNESS ‘ ‘ ),, 'L—
E%m dusey oty aundies, ot S E COLOR H 319~
TOTAL & ﬂ ‘0 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
7y | & o]0 &) s dodnin) foy -
! 4
9 0
7 _qpo b on S d o169 M:AJI/—
Pain Tool Used: [J NPASS [1FLACC [ Wong Baker \L:'..’up( Reassessment Frequency:

ic pain, patient with severe pain

With in 30-50 minutes after pain relief intervention

Transferred to Unit by (PACU):

Date & Time: ... 1013{?4—@&;)
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DRI s ccsscuncsommrminasamnsnnaniiboins THOE: ciceciccciniomenions: | PROBDOIIETINI BY .oocivicncniiiniiiionsissintonnsassisssnememmiasanssssanain
CSE /Spinal /Epidural POBIION © ooiiivssiainncss - SO fsvessinsinmsisssomsmnssusiss:  THGHRIGNS (LOBADS) ......cococooenne
DOPRL .o cssnsasnsiss Catheter at SKiN: .......coeereereneeserereeneesnenns NIRRT AR
R L O OO —
SONKION COMPOSIIDN ; cv.neonennecensenstipisssmmsssssimsnsssssssssssmassississsssssinsssminsssssisssensyusesanedfssssssiatosssnmmibusssansa bunanseselisssssisnsonss

Any other issues :

) [OOSR
DY ssccssssmssesssssmpessodoioy o onsensassonsiicbfnainistanshspeshin S PR FAA R s A A o A bl s
i : Maternal

Time m":::?/':ngm Bolus (mi) Leltm;‘iei'ghl BP |Pulse| TR Comments
Delivery Details : ~ Time : ...cccccecvveeesene. APGAR: e, SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECTEA © ...ucuveucercrmcrsssimarssssms s ssessss st s s sss s saas s s s s
Patient SAHUSFACHON : ..ooveoececesmesessssossssnssmansinsessssstassssssssaasassonsssissssaisssisdsnnsssassassssensssns sosusssmniantessanssssasnstansaseantansinssnsasasnss

Discharge /Shifting ordered by
DOCIOr SINBUNY, .cooiosssincimsscmmisasasminpessivrosssiininonismassenserss
DOEEO NAMY < occivesssisimamassspsmsiiasi s ks

DAt A THTI0 C <.ooo e senes sssscassamsiusssssiss sissim RTINS AT sasn )
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IIIIIIIIIIIIIIIHIIIIIIII el
CONSENT FOR ANAESTHESIA

Authorization By: atlent [ Patient Attendant

Operative Procedure: ................L. S T0L. .4 af NACSCONAL. ,“&(’fﬁwb ....................................................................
Anaesthesiologist: .....&X... f“ﬁ ... Surgeon: ... A8..... #1°M9~61wdu!r%/&~ ........................

Please read this before you consent for Anaesthesia

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

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

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

T Others ......... AtamabROpA A L. LM AP AL . LAY ... Lt 02 g0 0 22 &I b 4

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[J Regional Anaesthesia th{eheral Anaesthesia [J Monitored Anaesthesia Care

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

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

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

o | 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.

|
Pafient } Patient Attendant: Witness: /russamnd

SIGNAUIE: ..... JCA. L2AMEIRA ..o eereereesessesmnsesssssesssmenes Signature: ......... Y OB L
Name: . fZ.-....Q.sAkuﬂe.a. ........................................... Name: it R...kie,n%@.nﬁa ...........................
Relationship with patient: ........ S84 ....corvrsorrrnn Date & Time: ... SX 62 | oo

Doctor (who is taking consent):
Signature: 42"'[.'2.-‘ ............ Name: .......... DL Aransen.......... Date ... A2 6. 26 Time:.... LMoo

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (RT.0)
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INFORMED CONSENT FOR SURGERY OR Rainbow’ | @ piit picht
SPECIAL PROCEDURE Hospital _ | () raaemm:

\

Patient Name : .................. R ..... Wé&’ .............. Gender: 1 Male D_}erﬁ'e 77 LN L[ ﬂ ..................

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

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
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
quarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
he 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.

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. Ihave had a chance to ask my surgeon questions. : b :
4. 1 have received all the information | desire conceming the operation or procedure and "
.. | authorize the consent to the performance of the operation or procedure. )J/\ }
Name of the Doctor who is performing the Surgery / Procedure: RERCD-S M‘lﬂm”l/ .........
Consentee : Patient Attendant : ;
2

Signature : QQQCJ&‘K"{ ...................... Signature R“&w
Name : QRA&WLI% L B S et SO ON LR i MR ol
Date & Time : ......... a\f,} h/‘@ ..... 6.0 Relationship with Patient: .......... H‘Wfbw ........... |

Date & TiME : vvooorvrreerernnes. 4[ﬁu@6’fd‘r‘1
s Doctor (who is takin consent) :
Signature : .................... \
PRI . i it N

Date & Time : ........... G”H QA(’i'&W\ ‘

Docu. No. : RCHBH /FRM / CLINICAL / 027
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URINARY CATHETER BUNDLE CHECK LIST

Rainbow*
Children’s
Hospital

It takes a lot to treat the litte,

N

BirthRight
BY RA!NBOW HOSPITALS
Y‘ n ghl u a Safe Delivery

i

Date of Removal: ........ [.O. /M e

Parameters Date Shift Time ;. 3 ‘l\ PN

Need for the Catheter M CINo 4~TiYes CINo | CYes CINo | CiYes CONo | OYes CONo | CYes CONo | ClYes [CINo
Hand Hygiene Yes C1No Yes OONo | COOYes CONo | OYes CONo | OYes CONo | COYes ©INo | COYes [INo
Usage of Sterile Equipment s CINo ,Z@_ ONo | OYes CONo | OYes CINo | OYes E]_No OYes (O rio F Yes [INo
Is the Collection bag below the level of bladder s CINo es ONo | OYes DANO OYesNONo | O Ye¥ [;J)JW\VE]'(&O/ é;Yes “INo
Check the Tube for Obstruction (Free of Kinking) s [INo ,Z]@ ONo | OYes éﬂe\‘ \&)ﬂ% ;AWO O Yesrm‘p]o [1Yes [JNo | T1Yes CINo
Is Caiheter dated as policy Yes [INo s ONo | OYes \j No | [ YesYD No | OYes OONo | OYes CINo | OYes CINo

> an (/"’J
Collecting bag is been emptied regularly? es [INo es (JNo | CJYes CONo | COYes CONo | (OYes (CONo | CJYes [INo | CJYes CINo
Maintenance of closed system for the catheter es /[j_ No /Zg CiNo | /5’%3 CONo | ClYes CONo | COYes CONo | CYes CONo | OYes CINo
Dressing clean and dry? es CINo /{Yes ONo | OYes CONo | OYes CONo | COYes CONo | COYes CTONo | OOYes CINo
Is the line removed as Policy? C'Yes &N/o‘ O Yes/_@(m COYes CINo | CYes CINo | C1Yes CINo | ClYes CINo | CIYes [INo
Performance of Perineal Care ,/Elfeg CINo Yes CONo | OYes CONo | CYes CINo | COYes CONo | CYes CONo | CYes [INo
| onset of New Fever R O¥es =0 | CiVes Mo | C¥es INo| IYes TINo | CI¥es CINo | CiYes CINo | CYes CINo |

Asses for the leakage at the site of insertion M CINo (Z@\ ONe | OYes CONo | OYes CINo | OYes TONo | OYes CONo | COYes [CINo

Name of the Nurse

A% %

gl

Signature of the Nurse

@

@
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PATIENT TRANSFER FORM

.% |
Rainbow” ’ B
Children’s # BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right o a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| pmmn e | Aple@ b 0 |3 g o,
O Transfer Ordered by Reason for Transfer
00PN A e
g AR (e
From Unit To Unit Infc;rmation to Attendant
N Mo D fpe) B

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
« “){O 3 Yes[ ] N9 ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
2 l‘ \
3 ) |
' / |
5. |
Shifting Summary / Notes Written by Doctor : m No[ |
Name & Signature of Person who is Transferring Name of Persoh Ordered Transfer
. o SR
Patient & Clinical Records Received by : At =3
3
Date & Time of Patient Received : \0\«‘\/\&6 @ 1 30{) -

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

.| Unavailable Bed
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] Nurse not Available

| Available Bed not ready



PATIENT TRANSFER FORM
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Rainbow® - e
Children’s (d BirthRight
H (9] s |ta| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the littiel Your Right to a Safe Delivery

Patient Name & UHID No.
BAH-00660184 IP5-00176131
Mrs R RADHIKA
— 00-00-1976

Date & Time of Admission

A|afre @ 6:35am

Date & Time of Transfer Order

al|24 (@ _g:004m

Dr. HIMABINDU VEIRI..A

|||HI|||||||IIPIIII|||||||||II||II|I

Transfer Ordered by

:_DT , Jameenn

Reason for Transfer

—for TLH

From Unit

04 b\xc/\-’)

To Unit

Pbﬁ&fﬂﬂt o’i

Information endant
Ye No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to aftendant
a7 Yes No [ ]
T
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
B. /

Shifting Summary / Notes Written by Doctor :

ek

No[ |

Name & Signature of Person who is Transferring

%\W

Name of Person Qrdered Transfer

“&' Ca neen

Patient & Clinical Records Received by : O\ Q’Y

 fod

Date & Time of Patient Received :

qsqsw .

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

[ ] Unavailable Bed
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[ ] Nurse not Available
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BAH-00660194 IP5-00176131

Mrs R RADHIKA
08-09-1976 a9y (F) 2
Dr. HIMABINDU VEERLA y : ; 2
— 5.
JRLACRE T T Rainbgw! | @ BirthRight
g Lt/[) Hospital BY RAINBOW HOSPITALS
llllll m the litte. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

g \Di;}lQé ............... Tae:.. 20
ONgIN v IS Height: 5% Weight: gq’kﬁ’l ..... BMI: ... 353)%3/”32’
|
B INE: ... e MO .............................................................. RN e — - S PR R
T N l" RS S jT’/H‘“% ...................................... el i
DI RSRNY ... .o cimnmpssapsssanisans /— ......................................................................... s
SUDICE RN ... oo vviives ciain MM““L ....... }%]O ............................... e g
}Msgetarian ] Non-Vegetarian 1 Vegan |
PN ... ..o T PR oW TN i
................................................................ P IR R i e e——
............................................................................................................................................ TPIIRETS &
Patient’s / Attendant’s Dietician’s
Signature: ........... /8 c%fé@, ...................... Signature: ........... -( af/hé; .....................................
BRI o b isiin s W e NRIDE: ooiciiicicd it 2ealf}"“‘( .................................
Date & Time: ............... (+ '%O o, [ 0= 3726 Date & Time: ................. 1“3/4/2—6 ......................
Ly 90/) i
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Mrs R RADKA Rainbow” "
] Children’s @ BirthRight
Hos pita| BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

08-08-1876 49
It takes a lot to treat the litte.

, Y (F)
| Dr. HIMABINDU VEERLA
SO 1T

NURSING CARE RECORD

11

Shift: Morning [ Afternoon (] Night
B ... Com fov  Swr o SR SR ¢ A T BN M . A, SENCCE
- - o -

.............................................................................. ~Zn 'ﬂﬂa' L AP TR T e
wl B tain Airway and Oxygenation j ain & Discomfort [ Maintain Fluid Balance ] Improve Activity Tolerance [Z] Maintain Good Nutritional Status ] Maintain Skin Integrity
E Maintain Personal Hygiene ~T Prevent Infection (] Meet Elimination Needs O Ure Safety [ Early Ambulation Reduce Anxiety [[] Patient & Family Education
S | (1 Identify Potential Complications G R OO e T U S o S N e B R S

Time Plan of Care Time Implementation Evaluation

RS
—vy P"LPQ"'J m q:_&?M ot P.'LP(M,&] o dow ) " o’)(;\lu\.l'—
A provided covfpTble C"“f“’q'\om

7ed.
o o salaGom e p i G B

— your M el Wvﬂw\‘

V%o | 9 plon
b

e\ﬁM O Provide conpTobl Lo[
— P BT Ly Cenlatede g

co |t Pl v pow sedigy
L Pom e 10 PRAC Oy, ¢

Erio 1 9 : y
. _ __‘wa\ Sw}ql[ (ij o?fm

2:¢©

SpeSlal Melee: .- ... .G CL"'PO 4 ‘ #
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Patient Sticker
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Rainbow" . —
Children’s (L BirthRight
Hospital .ws
Your Right to a Safe Delivery

NURSING CARE RECORD

It takes a lot to treat the littie.

Shift: [ Morning [ Afternoon

1 Night

D17 11 s AP e . SRS SO

T N TP SRR AN 01T R TS AN AN TSR Rt o 04~ < THMPRS S i 1 A, SMER LSt 5 0, oL <L C 0 LA LRICE 20 =R N L O

[] Maintain Good Nutritional Status

[] Maintain Skin Integrity

[C] Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

[J Maintain Fluid Balance
[] Meet Elimination‘Needs

[J Improve Activity Tolerance
[J Ensure Safety

(] Early Ambulation Reduce Anxiety [ Patient & Family Education

(%]
E [] Maintain Personal Hygiene [ Prevent Infection
& | [ |dentify Potential Complications AT NGEE. SHEBHV. ... cx s sibt i o e o e e s LA w s S A ST Eh N e PR p ot Ch P as es
Time Plan of Care Time Implementation Evaluation
| 4 |
]

BRSO oot B T ol o B e asun bt b s sy s prvasAibnsipss: ool unssvsont ikt van s aliuisbbust e TRL b OO L Tl o Mot ST e AT vmsolo i it

SPACIAINOIBS: .........oc.ccovirieueenssesmureasissesssmssstssesssasssasssssssssssessasasssaasssossssssons s 4044144004 044800 4001244004 480088 R 4294480440 200440004 F R4 4000854144500 43031108 40404 0A SR80S RS RSS SRR SRR SRR S

.................................................... z.-................................-......----------.-...-.-------“....--.--..-...-.u-..-..-..-..-.--..-.--..u--u-.....................-.....-.........................--------.---.......t-..-u------u---....................

Nairse Name: 2. cmmmnniassnnnmmisivi it s, Date & TIMe: .....coiiibd N A S AN M s

Nurse SIgnature: ..........c.cummesmessissnsssissssasesins
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Rainbow
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i . | BirthRight
. el NURSING CARE RECORD Hospitai | () zzconern:
T R NI

Shift: [ Morning  [] Afternoon

Assessment;

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

[7] Maintain Skin Integrity

[J Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

[] Maintain Fluid Balance
[7] Meet Elimination Needs

[2) Improve Activity Tolerance
() Ensure Safety

[ Maintain Good Nutritional Status
[Z] Early Ambulation Reduce Anxiety

[C] Patient & Family Education

[ %]
'S | [ Maintain Personal Hygiene (] Prevent Infection
© | [ Identify Potential Complications (B T T e PSR o s 0 e SIC LI DO B e, S
Time Plan of Care Time Implementation Evaluation
T AR LS D o TR A RIS SR AT TR A T T e e e ST
TR T R T T PR SG Br e SR N S LSSII . /B ST, PRSI G UTRE R o
Nurse Signature: ..... IO S NOEBAINAMIO. . .ottt it Bl rvii s ariimsiossssssass eI e el DA S TIMB: ool it e e B 5
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Mrs R RADHIKA it

un-on-ms (F) g
Rainbow .

} Children’s BirthRight
i R s | @ et

It takes a lot to treat the litte,

Shift: ] Morning aﬂﬁemoon 1 Night

TR TR YU e SR P —Bbwt" ..... [’ ........ (Y) ......................................................................................................................................................................

o | [ Maintain Airway and Oxygenation er Pain & Discomfort J-Maintain Fluid Balance [J Improve Activity Tolerance [1 Maintain Good Nufritional Status ] Maintain Skin Integrity
E [“NMdintain Personal Hygiene menl Infection [ Meet Elimination Needs ~_L] Ensure Safety [] Early Ambulation Reduce Anxiety L1 Patient & Family Education
& | [ |dentify Potential Complications ] AT OORE, SOOBHN & v s son s vha vs A a v s sk A M T S s DRy s et S v
Time Plan of Care Time Implementation Evaluation
s oV el
1 R Okt o poticat I “riged v h polied- s
3 .
Ca i il i Lol
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T

Wuv - R WL . ~ froweded &wdz/oﬁuﬁrﬁg

Re- Assessmem ..............................................................................................................................................................................................................................................................

i
§

Date & Time: ................. [ ;}l% ........ M ..........

Nurse Signature: ................ 527 NITSE NBIIR: . oo oot nnn ssing ENOMIONG, 4055535 uisvsasmamisesidsnaminass
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NURSING CARE RECORD

2
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Rainbow"® . Sl
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the litte.

iN(ight

Shift: [ Morning [ Afternoon

Date: qzﬁﬂé

RO ... v slidisvcssssus i) Luy m& ....... " sy S RTINSO SRR BN SRR S W L S SRS

E{Rﬂiﬂﬂain & Discomfort
Prevent Infection

Wmay and Oxygenation
Maintain Personal Hygiene

[] Maintain Fluid Balance
[J Meet Elimination Needs

Improve Activity Tolerance
) Ensure Safety

[J Maintain Good Nutritional Status
[J Early Ambulation Reduce Anxiety

[] Maintain Skin Integrity
[[] Patient & Family Education

coundlifon

2 [{SET ._%uq’_
-

=
3 [ Identify Potential Complications T s P S el L e A
Time Plan of Care Time Implementation Evaluation
; s (lable ~the Pl —
> ch.hu*l

Condbtion .
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ol a e }____
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Ub«ﬁ]%\o_
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“ \“\\\“\“\\ Hospit al BY RAlnggw HOSPITALS
\\\\\\\\\\\\\\\ NURSING CARE RECORD It takes a lot to treat the fittie. ur Right to a Safe Delivery
Shift: L. orhing [] Afternoon ] Night Date: ...IO.’:}.[&.G ..........................
T I L fatknd........ Omplaink...... MO paln.on.. Surcam! 47 PRI LN S (T A
o B Maintain Airway and Oxygenation [] Relieve Pain & Discomfort (".;»Majntain Fluid Balance ] Improve Activity Tolerance /Eﬂﬂaintain Good Nutritional Status [J Maintain Skin Integrity
E I-+Maintain Personal Hygiene <= Prevent Infection [J Meet Elimination Needs /[L Ensure Safety [J Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications ARV NS SOBEHY .. . - hams i st PR S S P e e A WA oo T WA AT Sy
Implementation Evaluation

Plan of Care Time

70 fseS the panb— (ondlitiory g1y
W Monior visals =

yfsed the patent (ondfton  Vitalc

chetted & Recorded
] Posient is Stal

W 2 Ddminictt Mgty I} S0P T* vl wtlo A cahm
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P sy fl20pn 1 £DOUS OpEY ‘.
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Nurse Signature: ......... &ﬁ ..................................... Nurse Name: ﬁlmn& ................. C@%i’) ........... Date & Time: ’Ol"noléﬂgph
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PR .. ... iiimsins ion bbb e p( @e‘&ﬁ ............ CLGV?HCA/ ....... ‘M?/(/FJ"? ....... q&ﬁ&%@}z'““&?lf .....................................................

e | [ Maintain Airway and Oxygenation [*] Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance min Good Nutritional Status [ Maintain Skin Integrity
s intain Personal Hygiene T3 Prevent Infection ] Meet Elimination Needs =+ Ensure Safety [ Early Ambulation Reduce Anxiety [ J-Patient & Family Education
S | [ |dentify Potential Complications B e O R AR LETTIRAr L ST Ioat oo R i e

Time Plan of Care Time Implementation Evaluation
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| Children’s @ BirthRight

H\\“\\ \\\\\“\\\“\\“\“\ NURSING CARE RECORD i Ll .?Lf‘:‘%;i?fl"!:i—fiii‘ti
1 TR —

Shift: [ Morning [ Afternoon [ Night

R T e e NN - IS T SX0 M NIRRT Ml = o DO DO, it AN SR - e PR S5 o By et DT S R S
i iti [1 Maintain Skin Integrity

[ Relieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status
[ Meet Elimination Needs [J Ensure Safety [] Early Ambulation Reduce Anxiety [} Patient & Family Education

[C] Maintain Airway and Oxygenation
(] Prevent Infection

(2]
g (] Maintain Personal Hygiene
S | [ Identify Potential Complications ETOATY HETRISPOCHY - Bos s e o gace 00 e e N G Lot STl Ly S LNl Tt e 2
Time Plan of Care Time Implementation Evaluation

Date & T = s DR R e
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BAH-00660194
Mrs R RADHKA
08-09-197¢

Dr. HIMABINDY vg

IP5-00176131

ol HHHHHMIIIIMH IHIHIIIHIII

"2
Rainbow"* ; =
Children's | & BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ........... I Hh Nlm\i{ ..... Department: ................. MULO ....... Date of Admiss/ipn: ﬁ[”‘f%
Z | Diagnosis: Any Infection: [1Yes 0 [ Not Known
& e
§ /\\M R L i
w
2 Area ‘l\\U‘, \_\\(‘0 ‘h\(}’) (ﬁr é\ dg
3 __ shinTme | Zox N oI g
< | Medical Condition .
= | (Any special condition to be noted): ‘\k °)\ N \P‘

\\ o RN ™
Allergy: & O Yes Ao [0 Yes G| Ye;.;-{m O nyzrﬂ'b O Yes ﬁ(f\lo CJYes O No
Tubes/Drains/Cathote{ es C1No Q*@ ONo y(es ONo|O Yes/aﬂﬂ 0 Yes #/No | O Yes CNo
Vital Signs: Tomp: (508 | 9€0€ | ag | gr, i€ [ 98¢
= Res: | \WMU™ | poud | \BAT| \(mb | 9eb!¥
= Sp0;: 4 \(/ oy AAY .| ke lol oA
g Pulse: | QA ot | N | gan—| 1Ll
2 BP: o e [t [ 4| WAy m&\%&iﬁ hol ¢
Fall Risk Score: | 1 o 20 20 .4 9o
Pain Score: | 9 % ty“o awd | Alro
Safety Needs: Q;xb&,\ //@AS;M' qg\%)/r/g}é‘? N @\;sci‘ik/
- Physiotherapy |C Yes 2/No O Yes NG | O Yes,zﬁo 0 Yes [0 | O Yes )2‘(0 0 Yes [ No
f§ Others Specify: l&K // - O™ Lk pljﬁ
E Special Diet: | Yes/1No |0 Yes [LNo| 01 Yes j#No DYe;ﬂﬁo O Yes 9510/ [J Yes CJNo
E - .
8 |Other Special Orders / Medications:
@
10
- Ak | ¥ R |\ AF
0
Post Operative Procedure Special Orders: Q\\J \W q\ 0 N (Q A
" \
Handed Over By Name : w W é{f\ﬁ
Signature : M pouy O/- @ L“E
Date: ‘ \qu')k q,, !)i'l.b ‘\ai‘)& \Q\A\B& U\"Pr)'\f
Time: & & 0’;'\‘/ g/‘?h‘\ %%\’ b Y d"f“J
4
r \fﬁ“g Q)
Taken Over By Name :
aken Over By Name \Q-B( » W £ ;}7
Signature : W ¥y N [N @I)"\
Date: 1o o\\ﬁr\)&’ \6\9\“5 m\;r\ﬂo \W
Time: @'49, N gow” Q G ;}%goﬁ bgm
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[ Mrs R RADHIKA
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Rainbow”®

Children’s

Hospital

It takes a lot to treat the fittle.

NURSING SHIFT HAND OVER FORM - WARD

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

I DO s B0 0ok ssnonsssipsnsins v susnvnsansihinni DEDURORE: ... L lath bt Date of ADMISSION: ..........occcccrerrereee
=z Diagnosis: Any Infection: C1Yes [INo [ Not Known
= f YES:SPOOHY: ....ovvceonrencennsnnscnsecnsenssenearensuens
=
w
2 | Area
E Shift Time
% | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes OONo | Yes CONo | Yes CONo | Yes OJNo [ Yes CONo | Yes CINo
Tubes/Drains/Catheter: 1Yes CONo | Yes CINo | Yes CINo [ Yes CJNo'| D Yes C1No | Yes CJNo
Vital Signs: Temp:
. Res:
g Sp0,:
% Pulse:
7]
@ BP:
Fall Risk Score:
Pain Score:
Safety Needs: .
i Physiotherapy | Yes CINo () Yes CJNo [CJ Yes C)No | 1 Yes CJNo |0 Yes 1 No | O Yes CINo
=
=
E Others Specify:
E Special Diet: |~ Yes ONo|O Yes O No [JYes CINo | ) Yes CJNo | Yes CJNo | ] Yes CJNo
I
8 | Other Special Orders / Medications:
[ =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date: |
Time:
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Rambow

BRADEN 'Q' SCALE ospital l i

It takes a jof W Weat the Htle Your Right 10 a Sate Delivery

i - L
Date: [ Jy[Cbq -?H win | VB
LT = Yo 4 Y SRS WA=
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: gPT\ i s
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. (f, L/ ‘:r
without assistance. to completely turn self independently. independently. (1
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; /
A 5 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c;:;tsyi J;:Zgggi;‘;ﬁ éams:o bed nen-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a (_r
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. LI f{ i
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: , ’
Unresponsive (does not moan, flinch responds to only painful stimulii, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp} to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communlcate pain or L,r
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or “?-/
half of body. two extremities. V f
Moisture Degree pu poﬁ"smm' "’.“is': 2 \_fe!-y moist: ¢ * pog:asional_ly moist: : e 5 Ba!-ely M : :
+o which Skin is kgpt _mmst _aimost _constamly S}«n is often, but not always, moist. S_km is occasionally moist, requiring Skin is usu._nany dry, routir_le diaper :
skin is exposed by perspiration, urine, dramag_e. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i wletice Dampngss is detected every time 8 hours. every 24 hours. ’T
patient is moved or turned. . ] Ci——
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4, No apparent problem: /
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shkear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.{ in chair or bed most of the time but in bed or chair at all times." t/
one another occasionally slides down. "?’
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
atbumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.] most of every meal. Never refuses a
Nutritional Usual a compiete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than haif of any food offered. generally eats only about half of any (meat, dairy products) each day. servings ot mean and dairy products. 5‘: 7
. 1 Protein-intake inctudes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. ? ;
1. Extremely ::&r:grm;(ijsed: . 2. Compromised: 3. Adequate: 4 Bucaont: T
: ; Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive 0xygen saturation may
T'S%‘:,;::;f;? & < 40 in a newborn) of the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N%?;?'ens""e'l C;‘Xige“ Sﬁlm'at'o:,'"
does net physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dI; capillary refill may be NN, DOUNDAGL, CONBLYER Cf
position changes. > 2 seconds; serum pH is < 7.40 2 seconds; serum pH is normal. < 2 seconds V CJ/’
!
s o : Y : TOTAL SCORE = (e Dz
Severe Risk:iessthan @ | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 — g
MNanie Ma PN TR [ DLIREC AL J 44N Evaluatnr's Hame y % & (?
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lll ”"”Il“l"‘ll“" ““Hll"““ Morse Fall RISk Assessme nt Form 1t takes a lotph:mmum:. Your Right to a Safe Delivery
. }g
Date / Time I . ;
Choose Highest Applicable Score from each Category s %\El%h whbe T Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 f 6 Risk Level Morse(NI;:ISI)Score Ration
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 0. @)
i 30
: Furniture Fow ik 0-24 g:gggﬂtrlc:) rI:all
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0
Yi 20
IV / Heparin Lock or Saline i 5 20 A a9 Implement
o Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Prevention
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 0 0. P Implement High
Forgets limitations 15 © O Hiah Risk > 51 Risk Fall
Mental Status e = '
Oriented to own ability 0 0 Prevention
Intervention
Total Morse Fall Scale Score: o 26 Qo
Signature @ /p./ d))’ A
Tick (") 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
[ 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 [7] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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L ;a:o: r’;zuu oy & Rainbow"®
’.. Or. HIMABINDU VEERLA Children’s . Bu‘thRight
IH H' |. ””II'IIII"I l"mll“"“ CHECKLIST FOR TH ROMBOPH LEBITIS !:!g,suegﬁ,!,m . %ﬂ::;?iv: :::25:{::5
' 7/ 2 1ol#12 6
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Obsari it ks 0 0 o O O 0 6
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 5 — 7|
* Slight redness near IV Site )] 3
Two oj the.following Signs Early stage of phlebitis / B p*
3 are gvident Resite Cannula 2 g e
Pain at IV site Redness ) -~
A"- Of th? followiag Sk0s £ Medium stage of phlebitis /
4 ik Resite Cannula Consider 3 -~ ™ £
Pain along Path of cannula Te et 0 = e~
Redness around Site Swelling » .
A”- . fo!lowmg_Slgp i Advanced stage of phlebitis or
g sdvongieg the start of thrombophlebitis / e
5 | Pain along Path of cannula Re gta CD rl""{‘; pr . 4 s IS
Redness around Site Te S; 8 ?"n“ o 0 ~
Swelling palpable Venous cord .
All of the following Signs are
gvident and Extensive : Pain idvangedh?tigg of o
6 | along Path of cannula Redness ;[ ,“?T ?p te m% " 5 o
around Site Swelling palpable g't'a el FORTTIENL e 510 3 T
Venous cordpyrexia annula ; e
A Signature of the Nurse bw“;wf{\_ ) b ) [aﬂ(j’

1-..—'—-

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 :

SIGNEINE: ..........c.... OO e L M’ ..................

Docu. No.

: RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

Signature : ...........%.

L 9gL

VRN R Lo frpmm SIS BRI LSRN




BAH-00660184 IP5-00176131 i
——— Mrs R RADHIKA Rainbow® ; Z
ou-nm:n"nw“ _ Children’s . Blrtthght
i 1l ||I||!IIll||l| Hospital _ | (e
PAIN ASSESSMENT FORM e, | W
. Pain Score i Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character s Educated Intervention Sign
L] Continuous | [ Acute - [[] Sharp (] Dull I Increasing [ Yes Oaled ~
$ 2 i . B . = L | r\
a\]”fb’{’ w D QA,,\ [ Intermittent | [ Chronic (] Aching [] Burning | (] Decreasing | [J No 0o 4'“(' J,Ln_ CQQU_.
L1 Continuous | [ Acute (] Sharp ] Dull [] Increasing | [ Yes D
9) jv AT N 28 L1 Intermittent | [ Chronic [ Aching ] Burning | [] Decreasing | [ No ﬁ )
: 4 O] Continuous | [ Acute (7 Sharp [ Dull [1 Increasing | [ Yes o) g/
’\Y’ Qg‘?*"" O \py | O Intermittent | CJ Chronic (] Aching (] Burning | (] Decreasing | (] No
: A7 Continuous |<=T Acute [Shap ' 1Dl | -~TTcreasing| (1 Yes £ abodlice
oy [10H @m Eﬂhgép L1 Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing | [ No 0[ AW I E
| 0 Continuous | 7 Acute (] Sharp [ Dull [ Increasing ] Yes
i i Achi Burni i '
L(\\ A \ ?m 0 \ ‘ \d o L1 Intermittent | [ Ch;omc C1Aching [ Burning | ] Decreasing | [] No 0 E(le-i o 7 : &
{ ] Continuous ,Zl/Acute. ) Sharp ] Dull " Increasing Z@ Tnb Per~
\o FHlad LITN 1\10 51D [_ntermitient | [ Chronic | <+Aching [ Burning | <-Becreasing | [ No é £~’; ; «}Zaw/w\
QL’D | L Continuous | [ Acute (] Sharp [ Dull L Increasing | [ Yes / Ty
\AJ?(/ %TW\ © w U] Intermittent | (] Chronic (1 Aching  [J Burning | [ Decreasing | [ No 94 . @5 g(éwu\
{ ¢ ’ CJ Continuous | —=-Acute [ Sharp -l ] Increasing | L1 Yes :_Qh] L P ” '\1
1017 | (0w 5/ lo S| -ttemitient | ) Chronic | I Aching ) Buming | = Decreasing | No L 91&' w ¢
L] Continuous | [ Acute (] Sharp ] Dull L] Increasing | [ Yes VP 54 B 0 LG o
b} o nlm : i i . o S lal T
t (}]Q‘“ Q)" N | 0 intermittent |1 Chronie £1-Aching 1 Buming | [ Decreasing | L No @ Jorentots
l ? { / | [J Continuous | [LAcute (] Sharp —=Oul | [ Increasing | &7 Yes Q’H | sy < S L
y 2
014 E-Hm Q[ £ -7 Intermittent | [ Chronic [JAching [ Burning | =rDecreasing | [ No P A )
Re-assessment Frequency:

1. Every eight hours for all hosprtallzed patients.

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

)  Atleast every 2 hours for the first 24 hours
c)  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.

(RT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

206 ®®®

No Hurt

l | | | l | 1) 1 1 ]
I 1 I 1 1 1 I I 1
2 3 4 5 6 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
s No Particul. . i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 F ATUGIREF SXPrEssIOnOn SHie withdraw, Disoriented quivering chin, clenchied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ;
Activity mgveg gasilyy ; foqrm, tange ’ 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,
nsolabil Content, relaxed hugging, or being talked to, Difficult to console or comfort
R distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria -
-2 = "4 0 1 2
4
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli /A 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 handsand | 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 | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




BAH-00660194 IP5-00176131 Rai n'g%w°
Mrs R RADHIKA : 3 o
[oe-onm oy (F) : Children’s . B"'tthght
Dr, HIMABINDU VEERLA Hos pital . BY RAINBOW HOSPITALS
0000 PAIN ASSESSMENT FORM s | Yt oo
‘ . Pain Score : £ : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Pl Edwcated Intervention Sign
! ( { (1 Continuous | [] Acute (] Sharp 1 Dull I Increasing [ Yes LArY dtﬁ 5 ¢ Z e t
H (¥ v|Fem  OffO % L) Intermittent | CJ Chronic [ Aching (7] Burning | (] Decreasing | [J No O I evehy I 1L
(] Continuous | ] Acute (] Sharp [ Dull [ Increasing 1 Yes
(1 Intermittent | (] Chronic (] Aching (71 Burning | [J Decreasing | [ No
[] Continuous | [J Acute "] Sharp (] Dull [l Increasing [J Yes
L] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[1 Continuous | [] Acute (] Sharp (] Dull L[] Increasing [J Yes
L1 Intermittent | [ Chronic [ Aching (1 Burning | [J Decreasing | [ No
[ Continuous | (1 Acute (] Sharp (] Dull L] Increasing ] Yes
(] Intermittent | ] Chronic 1 Aching [ Burning | [] Decreasing | [ No
[] Continuous | [] Acute ("] Sharp ] Dull [] Increasing ] Yes
U] Intermittent | [ Chronic [ Aching (1 Burning | (] Decreasing | [ No
[J Continuous | [] Acute (] Sharp ] Dull [J Increasing | [ Yes
L1 Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [ No
(1 Continuous | [] Acute {1 Sharp [ Dull [ Increasing [J Yes
C1 Intermittent | [} Chronic (1 Aching () Burning | ] Decreasing | [ No
] Continuous | [] Acute (] Sharp (] Dull [J Increasing O Yes
~ | [ Intermittent | [ Chronic [ Aching ) Burning | [} Decreasing |1 No ros: == s
(] Continuous | ] Acute (1 Sharp (] Dull L1 Increasing (] Yes
L1 Intermittent | [ Chronic ] 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 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)



PAIN ASSESSMENT TOOLS

Numerical Pain Scale (Obstetric and Gynecology)

1 ] 1 l 1 l ] ]

F°T

No

OO H®®®

No Hurt

ol

Hurts Little Bit

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

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
F No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Partctiar exprassion of &miie 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 : fr::yqugnt 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 - 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 mo
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 basefine 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 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

—/
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Childrens ‘BirthRight'
PRE - ( mm::; 1P5-00176131 Hospital _ e T
g:. nl:;ll:.:unu VI:RT.A Date : q[ﬂH

e TR e % v

s h T TR W VO o B
Planned Surgery: T1LHL l?.].(,, ﬁd\g%eon ..... Dr- Himabingg.. ..
Anesthetnst,_b.’f....g ...Date & Time of Operation : . l’ﬂ "—5

Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :
S.No. INSTRUCTIONS

ER/Ward,Nurse| OT Nurse
Yes

1 | Weight checked recorded ? é A

_ | Is the patient fasting for over 6 hours Pre-Operatively ?

3 | Check Pre-OP Investigations & Results (CBP. Blood Group, BT, CT, PT, APTT
Viral Screning, CXR etc) Availablebefore starting the procedure

Enema given / Bowel Preparation

L

DN

Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures

Sterile Gown Given

Is Blood arranged as required ? 0 —Ve

If Blood has been ordered - is Blood bag ready ?
IV Cannula to be placed / IV fluids if Indicated

10 | Pre Anesthetic consultation with anesthesiologist
11 | Pre Medications Given ? (Sedatives / etc)

w (==} -~ | B
rd

N/O| 8O INNIN[OO

12 | Skin Preparation

13 | Site is marked

14 | Surgery Consent / High Risk consent taken by surgeon?
(Consent should be taken by the operating surgeon only)

Implants are available

16 | Equipment is available

17 | Antibiotic Prophylaxis is given within the last 60 minutes

18 | Other (if any) 5]
NOTE : if any of above is ticked "NO" Discuss with the registrar / consultant immediately

Billing Clearance Taken: [ ]Yes [] [
B e, .. ER/Ward Nurse Name (3.

Billing Executive Name : .
... Signature of OT Nurse : .. ... Signature of ERMard Nu

Billing Executive Signatug : oA
Date & Time :.e......... ... Date & Time ;. cf ,«9‘[ % . Date & Time :......... 4., t 1A
g0

OO opobneNoobg olb|o]?
|l [=] == EEE ] E R R = ==
ooolaloo|oalololololololal ololals
poo|lolo|lo|jololojolola(alolal o|alals

OO N O\o [ NOYNON\O o [tNo\a| o\aa

... OT Nurse Name ; .......

Doc. No. : RCHBH/ FRM / CefN
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f %W
Patient's / Leamer LANQUAQE: ...........ccocceetsrnrvmssvessosenc Patient / Learner Literacy: [ LRead [JWrite [1&peak

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Willingness to Learn:

N\

Rainbow® : A
Children’s & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

[1Yes [1No  Healthcare Literacy: _[J¥es [ 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 R R R et e I L cisiommiivgs besdsiibes
Part - Il
Use codes from the list in part lll -
" Need Designation /
Date Time Identified Information Taught e Mockaanvs Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
. Barriers ’ barrier/s '
aniw A | (Y | Dagnown . Treatnaeat AM/)fWr Pr [ 2 g T Vé
Aot (vl coed f
o) v
Thie 0 |5 [ Pobuet et Shedg P 40 dwbd o] e
&,
e tadada LMth/ Mg oy
ﬁ_—wn Lo
Part - Ill: CODES SE SETUTERE ¢
Who was taught: PT: Patient F: Father M: Mother §:Spouse Sn: Son X D: Daughter C Caregiver G e T e N e RS e
Learning Barriers:

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

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

T

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

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

13. Cultural/Religion Practice
14. Others (Specify

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 P T R e SN R, ) 20 2 SR R
2. (Qbtain 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



Patient Sticker Rainbow® Y

MULTI-DISCIPLINARY PLAN OF CARE FORM ~ chiidrer's | (g BirthRight

: Hospital o Rght e Sfe ey
Diagnosis: ﬁ(a i AVB-A ‘/ 6YY TH B3
. ?iar::a Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
_fledical | _ClAnitia EzL;L) ABH | o1 Nursing
0 1 Nursing 1 Modified ‘ ﬁ/r (e J Others:
I QOthers: 0 Per-Op : &ﬁ( 7(' F / ’fo
O Post Op ekt
A% pre
0 i iti ‘ O i
. - Medical | &tal Rpo & Halba Sipiadel - Meica
U Arsing [ Modified [ Others:
> | O Others: <"Per-0p Dy Lol ) wik r,ui &th" 20 09 L0010 ’
. O PostOp |
O Medical | O Initial - e | : | o1 Medical
1 Nursing 1 Modified ’ [J Nursing
0 QOthers: O Per-Op W, \ J 0 QOthers:
O Post Op 0 1 S i
O Medical O Initial CJ Medical
£ Nursing & Modified O Nursing
[0 QOthers: O Per-Op O QOthers:
O Post Op : ‘
CJ Medical O Initial [0 Medical
O Nursing O Modified I Nursing
O QOthers: 0 Per-Op O Others:
) Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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e Rainbow® B
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Children’s BirthRight
m ”l ,, "” , lmm nmm,”m Hosnpital . BY RAINBOW HOSgTALS
It takes a lot tp treat the Iittie. m

Early Warning Observation Score Chart - Oqstelrics

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

\ Date
0\?\9‘5 Time Fo J10]11|12] 1 [DO|@]s|(€)] 78] o]w0fa1f12]1[2|3]a[5][6]7
> 30
(wri?jf:te in 2k 3
corresp. box) 11-20 U
0-10
94 - 100 %
Saturations = 940906
Administered 0, (L/min.)
40
39
g 38
E- 37 L g
a° 36 0°
35
< 35
170
160
150
140
130
% 120
e 110 :
= 100 3 E -
o 20 ' ot Al W
- - L3 t m . - /
i FHR T ey W
60 N
50 |
40
190
180
170
160
w
G 150
S 140
(el
T e 130 : ? T (}I ‘ \ e
S 120 SLE' u R
o
- 110 _1“5' LI [\ % !
§ 100 L4 .
< 90
52 80
70
60
50
= 130
-3 120
é 110
& 100
(== .
l = 90
a 80 A # Al [ P
» 70 5 oy b gl
a 60 Lo et 1 M e
5 50 L”
40
NEURO Alert | - [ 1 4 4 rd v
RESPONSE Valce
(] | Pain
Unresponsive
URINE > 30
mls / hour <30
Proteinuria | Pmt?i" e
Protein > + +
A Normal
Lochia Heavy / Foul
¥ Clear / Pink
quuor Gre/en

TOTAL YELLOW SCORES - 6, MR R | S g oy r | /]
TOTAL ORANGE SCORES ) a0 i A o 2 -
Nurse Initial /] #_@ Fal > (1 &




]

»

[

Obstetrics and Gynaecology

)

Early Warning Signs
o A
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
aa o & =Y
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
: Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e A =
' 4 JAE . 3 \
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

.

in 15 minutes or continuous
monitoring

\s

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

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

Date Pt = —

time | 8 |9 [19[11][ 12| [ 2] 3] 4 spe]7[{8loffoluafiz]1]2[3[a]sfe)>

> 30

RESP 31-30

(write rate in

corresp. box) 11-20

0-10

94 - 100 % ! «
<94 %

Administered 0, (L/min.)

Saturations

40
39
38

3, dwa|

37 e ai {95 : Qs
36 Gl D 5

35
< 35

170
160
150
140
130
120
110
100

90 0o

ajey Leay

80

70

%

60

50
40

190
180
170
160
150

140 }

130 i

120 3 i

110 N0 | N > Mok

100 ;. 1)

—
anssald poojg 21j03shg

20
80
70
60
50

130
120
110
100
S0

80 1]

&
-

70 v i
60 0
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[v] ] Pain
Unresponsive

URINE > 30
mis / hour <30

Protein + +

Proteinuria -
Protein > + +
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

& J

7 \ & ™
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\_ Y = Y,
& \

> 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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DISCHARGE PLANNING FORM
Nationality: ANDEAN

NOTES: * To be completed by a NURSE within (24) hours of admission.
i Anticisateg Date of DISCHAIDD: ... B 8L e i i Biecuasivoantriscorti sl i TR . ivssssmmsensnsosans

2 Destination Post Discharge: ] Hefhe
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facility Notified (Person Contacted)

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

[] Needs Assistance In: Remarks
L1 Medication OJ Yes ij)( ...............................................................................................
[] Bathing 1 Yes Qfﬁt;
[] Eating (] Yes Uﬁo
[ ] Walking U Yes \D’ﬂo
[1 Dressing ] Yes %0
L] Toileting U Yes 0

Nutritional Plan:

| Dietary Instruction Discussed with the:
[ M ] Family'Member [ RRE Lk e e SR o e T

b Discharge Planning Discussed with the:

(] Patient ‘D/Frnily Member BN . 1 (T
6. Patient/Family Educational Plan: ‘P M (M{ V)

BE. gl - R AR o RTINS W R RO SO e AT IR s

[ Patient's Educational I)ozpys discussed with the:

b\TyPgtient 71 Family Member N .. e B i i T W L - PP

Nurse Signature: ................ . NS T

Norse Ramigs.. 2. .. t .................................

Date and Time: q ............................ Q"‘Q/
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