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A Rainbow Children's Hospital - Banjara Hills

ol .
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 7 TEL NO :+91-40-4466 5555
T WEB : https://rainbowhospitals.in

ADMISSION SHEET

B atration Detals : IRV RN H LR LR LR

Admission No : IP5-00175992 Admit Date : 05-Jul-2026 Admit Time :06:08 PM UHID : BAH-00657750

Patient Details :

Patient Name Mrs SRIRAM SUSHMITA Age :26Y9M3D

Guardian © Mr SETTY VENKATA SAI SUDHEER DOB : 02-10-1999

Gender . Female | Religion :

Occupation : Martial Status ¢ Married

Address (H) - PLOT NO - 32, AYYAPPA SQCIETY ,SRI SAIl Phone No 1 8332952197/ 7893186527
g g Hyd""abf’d Telgens E-mall - NOMAIL@GMAIL.COM

Admission Details :
Bed Type : SHARED WARD Bed No :SW 418 Ward Name : 4F-BIRTHING CENTRE

Room No : SW 418 Admission Type : First Visit

Contact Details :

Name . Mr SETTY VENKATA SAl SUDHEER Relationship : Husband

Contact Address - PLOT NO - 32, AYYAPPA SOCIETY ,SRI SAlI Phone No : 8332952197 / 7893186527
NAGAR , Madhapur Hyderabad Telangana INDIA
500081 P

o

Signature
Doctor Details :
Doctor Name Dr. DR.M PRATHYUSHA REDDY Specialisation . OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount - 0.00
Payment Mode Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD
Printed Date / Time : 05/07/2026 18:09 ! Printed By : 020296 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

Nate s oo Tt e am P s R SERLNT L o o alaBe ko aeiinde s
IO Ng: ) Sy S - IPNo: g?}l%%?x“w':g :5:0:"5“2 ___________ Depts - — .o .
RM PRA <
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WARD TRANSFERS
‘ Date Time From To Signature of Nurse

E12HW] Dsopu| 06K - po=Tn | elokts
Glordng (\T's% B | Lot (20

Cross Consultation Visit

Doctors Name Date Order No. Signature
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of

Connecting
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Date Equipment ¥ime Time Order No. Signature
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PROCEDURE
Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Dr. DR.M PRATHYUSHA REDDY Rai_n b%w:’ . . " i
ST Children's | & BirthRight
IP ADviISSION SHEET FOR OBSTETRICS

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

Presenting Complaints LMP: ﬁz‘[o‘l - EDD:

Foa. T - Corrected EDD: C{}?H)_ C GA: ?>¢f'\'3 '
Obstetric formula: Menstrual History: Regular: [] Yes L1 No
Obstetric%?fory: Obstetric Examination

‘— S0 @\hﬂj«\ﬂ«M&Q '\pﬁn'dalHeight: - fiQ/‘“\"\

Q- w\ugﬁmlkﬁ&«l 4 24 wlohUt. Activity: ChAelaxed [IMild  [JMod [ Severe

Present PregnancCy Record: Liquor: Eﬁquate ] Oligo (] Poly

| PW Ne mp‘ & " PP: LxCephalic [ Breech Others

e 2z el
’ 3 i 95 Fom ot 34 Head Fifths Palpable:
RISK FACTORS: | * o ~Avsriio FHS: CHWormal () Tachy  [JBrady [ Absent

% ™

Per Speculum Examination
Draining: (] Present  [] Absent (] Bleeding
Colour of Liquor: [ Clear [C] Meconium [ Blood Stained

Vaginal Examination
- S Cervix: Q*on/lj Partially effaced [ ] Effaced
Height: ............... cm Qiﬁi

Os: Closed ) Dilated

Weight: .............. kg ‘\m
-

'A"ergies. ....................................................... Membranes‘ [:I Present D Absent

Breast: [ Normal []Abnormal
b Liquor: (] Clear ] Meconium [] Blood Stained
General Examination:

Consciousness: C@f\m Pal!or"w“ Presenting Part: [] Vertex ] Breech (] Others

Icterus: Edem&ifﬁjﬁ Sutton: 03 Ol O4 OF D+f 142
Temp: PR: S palvis: [] Adequate [] Doubtful
BP: Wo sty &

ovs: ) ns WN(e)
Liver/Spleen: QBUJrine Output: (N&LW

Jor DIAGNOSIS - mmmmmm s oe e oo ,

¥2 why o oL
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'\ Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.T.0)
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Family History: Surgical History:
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Mathen - Hn, ailln dod 4 -
Medical History: LT\ Medication History:
1wy
T hatd
Plaaof Care: Investigations:
/V?/g m&mmm NI AVANT
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It takes a lot to treat the ittie.

UEFICIENCY CHECK LIST OF CASE SHEET

‘BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Doc. No. : RCHBH/ FRM / GENERAL / 126

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet 3
2 | Discharge Summary .. {~ | |
3 | Nursing Initial assessment "N > F
4 | Patient Transfer form i d
5 In-patient Medical record
6 Doctors progress sheets { b
7 Nursing plan of care and handover sheets T §
8 Consultation sheet /
9 General consent for treatment
10 Consent for Surgery
1 Consent for blood transfusion
12 | Consent for chemotherapy e
13 | Consent for high risk s
14 | Consent for Restraint- \ (08 i
15 | LAMA consent b L
16 | Consent for special procedure / Sedation 9
17 | Consent for Formula feed ; TR
18 | Consent for M | o b-2ria [
19 | Consent for Radiological Investigations |
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) y T
22 | Neonatal Admission/Delivery/Physical Exam | ,
23 | Medication Reconciliation \ 3
24 | Emergency Triage record ¥ [
25 | Pre operative check list vt )
26 | Surgical safety checklist \
27 | Operation Theatre notes
28 | Nurses clinical Presentation e
29 | TPR &BP chart o
30 | Intake and Out take chart (fluid chart) K
31 | Drug chart (Regular Prescription) |
32 | Investigation Values (result sheet) FNE,
33 | Nebulization chart |
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts) i
36 | Consent for Admission in PICU / NICU
H The Humpty dumpty scale
38 | Braden Q Scale
39 | Bed side check list
40 | PICU bed formula Dilution feeds N~0e \tul )
41 | Gastro monitoring chart Y e
42 | Rch ED doctors note i |
43 | BP Monitoring chart veill s
44 | RBS monitoring chart ~ — P | o il
R [ T / P TV
i il 4 d'fe'a ¥
Total No. of Pages L= el B
y =° 7

(P.T.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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It takes a lot to treat the little. Your Right to a Safe Delivery
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Date

6| It

Time

YD)

Hb

-

PCV

364"

RBC

L-H6

WBC

\ Q-36.

N/L

Platelets

2Eh

CRP

ESR

PCT

RBS

Na

K

o

Ca/Mg

Phosphate

Urea

Creatinine

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

. No. : RCHBH /FRM / CLINICAL / 0138
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CUE - Alb :
CUE - Sugar At sl d
CUE - Ketones |
CUE - PUS Cells
CUE - RBC Cells
CUE : oy

Stool Pus Cell
OVA / Cyst
Occult Blood

__.Blmlﬂmm. i
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.........................................................................................................................................................................................

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

Radiology : N WO AR T U BRI U T R A N T 0 e S

V1T ol it i Rt e R A o N . ..........

Others (ECG, Contrast Studies efc.,) : ...........cocicensuneneusnsnscsenss LA R e
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AL
MEDICATION RECONCILIATION FORM

DIUg AIEIGIES: ..............cccooveiiirenirirrecriiieeireresr s sasesnesesaenns W 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)

DI RIL ....................ccocoioenininciiniieresnnernrenerssssicas SOIEIO: .......oomvsnenitiiotis ioti i ettt e
520 (seuemﬁ'ﬂﬁfﬁ?#ﬂ LEEnERS) (mg?:::g) (Po,i%l,”s%, v) | FREQUENCY B‘:gs:/DT?:,E 7';’;’1?5?":[;‘
1 ,
KR \_j’\"\\ Mt P oD OC [0DeT
2 .c M \ fem fo » SIS
3 Oc Obc
2 Oc Ooe
: Oc Coe
§ 0C 0IDC
7 [1C CIDC
8 (JC CJDC
9 OJC ODC
10 CJC COJDC

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

Doctor Name & Signature : .................,

M/ GENERAL / 090




BAH-00657750 IP5-00175992 -

Mrs SRIRAM SUSHMITa Rain H"gwe Py
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Sheet N@ REGULAR PRESCRIPTIONS  Weigh ........... Ward: S
DRUB: <T )] £ LOFENAC PR
Dose | Royte |Frequency |StartDt.| .
sow| ®lp | Tlp| é ? > 7~
Name & Signature of the Doctor b
Starting the Drugs: A /

raved T

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T+ pANTOPEA 0L £ REENX b
Dose | Royte |Frequency |StartDt.| |
Ao | Flo| 0°0 | 6/5
Namé’ & Signature of the Doctor s
Starting the Drugs: Q““ b

2 SR

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
DRUG : g“l/P Pup H‘A’U(L Tij;ne%\;{
Dose Rd, ﬁe Frequency | Sta

et | A $

Name & Signature of the Doctor
Starting the Drugs:

. @%

Additional Instructions: \'Q

Daily Doctor’s Endorsement by a Sign

Datey
TLr'ne

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108 (PT.0)
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REGULAR PRESCRIPTIONS
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It takes a lot to treat the little.

| @ BirthRight
. BY RAINBOW HOSPITALS
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Weight ..............

DRUG :

Date»

Tignj

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

Date]

ime

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

T@e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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D, By Chitdren's | @ BirthRight
] ///////// by YUy, RE[;:y F) HOl!i p:’tear; : BY RAINBOW HOSPITALS
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Ly DRUG CHART
Date of Admission: 6\4‘\)} DIUG AUTGIES: oo SN Eomaregy Hogg Mo

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
t - 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.

- Orily 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)

Datey
DRUG : e

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Dater
Ti['ne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

v

. 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 (P.T.0)
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|” ”I“ '”"’“""u II" |||||"|| REGULAR PRESCRIPTIONS Weight. H&EFVard
oRUG (¢ FOHMaM ¢ [Timel

t)ose Route | Frequency St%t C\_X’

&

Signature of the Doctor i 0 ;
Startln he Dru ? R -
L
i L. &

\%_)

Additional Instructions: U I | Oy
0 //
Daily Doctor’s Endorsement by a Sign \] =T
Date I
DRUG : M\ C“ﬂfﬂ'{\(me T w_(
Dose Route Frequency |Start rate A
=
o |V B) | 6D A S
Nadne & Signature of the Doctor
Starting the Drugs: Q.
b i
Additional Instructions: N
A s
~
Daily Doctor’s Endorsement by a Sign
\ Dater~ <
oRUG:  Tee) METROGY L [finenC | o8
Dose Route | Frequency |Start,Date| \ /S
509 |2 [v|TID |4[% fal/\ =
Name & Signature of the Doctor | =
Starting the Drugs: = |
[AN)
Y raveds PR \lbt
Additional Instructions: ﬁ A
Y R0y

XL“[L" 7!70," ? ,S‘fsj‘

Daily Doctor’s Endorsement by a Sign

DRUG: ~ [, PARACETAMs TDI?;E,’\’X,X(

Dose R07 Frequency |Start Date 7 A{:}
o | Tip | §/ I THRAE

N%me & Signature of the Doctor - -

Startin Drugs ;J\ J
\ ) [
o)

Additional Instructlons.

\ﬂﬁ\ /§§

Daily Doctor’s Endorsement by a Sign
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DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Do Dos Do
Route Start Date s ¥ ’ il
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose a o -
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Dose Dose Dose Dose
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Route Start Date pose s i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose . m i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Hase flowe e P
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STAT / ONCE ONLY DRUGS
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It takes a lot to treat the little. Your Right to a Safe Delivery

tarty warning Observation Score Chart - Obstetrics

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

Date

Time 101112 10| 11

OBEO,

RESP
(write rate in
corresp. box)

>30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37
36
35
< 35

-

ajey Leay

170
160
150
140
130
120
110
100 :
90 - ; i
80 .

70 y ‘Az
= .

50
20

S

anssald poojg 21j03sAs

190
180
170
160
150
140
130
120
110

110
N\

v

2Inssald poojg djoiseiq

130
120
110
100
90
80
70
60
50
40

7
5

\"-_

q

2

NEURO
RESPONSE
[v1

Alert | |
Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria |

Protein + +
Protein > + + |ESIN

Lochia

Normal
Heavy / Foul

Liquor

|_Clear / Pink

Green

AL ORANGE SCORES

TOTAL YELLOW SCORES
TOT
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

/

5

f )
1 Yellow Alert :
Repeat Observations
in 30 minutes
58 J
s ' )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
5 & Y,
i N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
5 J

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

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

\q/ Date | 5 ]
b Time |[8) o [do]11ff2])1 [z (45(6789\1011121®3ﬂ5@7

S—
RESP = ?go
(write rate in
corresp. box) 11-20
0-10
94 - 100 % t
Saturations <04 %
Administered 0, (L/min.
40
39
& 38
-g 37 ry ol AL " o q' . pe WY :
o' 36 2610 oY [S6 DU ~ alii o
<35
170
e
]
[-%
=
=
&
m
170
s 160
= 150
% 140
@ 130 5
T § 120 ! 332 . o - {b 994
< 110 1] ‘M_'I 1) 4 s A
3 100 13 O o5 Q"
c 90
i 80
70
60
50
s 130
= 120
é 110
=3 100
=]
| § 5
a 80 /A ]
7 I T 72 I '®) P
8 60 = \ 7 ] [ vIT7Tl
= 50 74 U
m
40
NEURO A 1=t | ) i .
RESPONSE e :
[v] Pain
Unresponsive
URINE
mils / hour <30
: 5 Protein + +
Proteinuria -
Protein > + + T e O R R O e s s e | (BT
Lochia Heavy / Foul §§
— Clear / Pink
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES % (% - o
Nurse Initial ) — | / 5
1 cg = § 3= et




[ Obstetrics and Gynaecology

Early Warning Signs

>

e

Complete a Full

\

Set of MEOWS
Observations

i

Rz

2 R
1 Yellow Alert :
Repeat Observations
in 30 minutes
, >
E A
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N 7
= &

> 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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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.

i T owp||| e

Thrombo- A
Date | Time cﬁa;}:{i% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

core | Nurse
Mouth 1V N.G

08:00 am il
09:00 am L A

10:00 am
11:00 am o

12:00 pm i
01:00 pm
Total Intake : Total Output :
02:00pm '
03:00 pm 89

j\s 04:00 pm _
\ 05:00 pm : A _
4 Losoo pm | 4 0 @A_

07:00 pm \/
Total Intake : Lo @ Total Output :  Per¥s

Y 08:00 pm . D
'\} 09:00 pm
}., 10:00 pm pec> v

11:00 pm Kt 0 _ s 3

12:00 am

01:00 am Ma U
tan

]

L]

=

i
212 A plolkpblk

Total Intake ;\_g \c £
02:00 am
A 03:00am »l

i\\/ 04:00 am

& [ 0500am :
il T
07:00 am ' i

ket
Total Intake : Total Output : “‘

, Total 24 hrs. Intaké Total 24 hrs. Output

Total Output : PoIA

ud

\-..)
q

-

&
()

o
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Rainbow®

Children’s ‘Bil‘thRighf

‘Hospital

It takes a lot to treat the litte.

FLUID CHART

BY RAINBOW HOSPITALS
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.

lm L . mut ! L Tr!\rloﬁiltgo-
Date | Time ('#agﬁfi% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ,?l'ﬂge
Mouth | LV | NG 1 0 |
Q) | 0800 am Lo l _ i M
& [ 0g:00 am : A 0 /
\k 10:00 am Lo ™ s WP
\oN [tooan| g | 0040 % QK
1200m| ) Mo A )
o] gL o] i 1
Total Intake : < | 4 laon, Y a2 Total Output : ; 4
o0pm| o~ Tt X4 Y Bt © | o
@ 0300pm| R )= t qf = NIECHITR s
o [ GV A 4 m\NCHANTN
\ 0500pm| K b = 10 '
O\ [os00pm 0 / oM @ (¥
07:00 pm 7 ﬂ
Total Intake : O\ = Total Output : O gl (oA
08:00 pm Mo L urga
09:00 pm S Dmr‘é;»
10:00 pm H) 0 8 (D)
om0, v ] © [ugle
1200am | QY |n 4 ©  |rurdel
0t00am| | \ 0 |lpwse
Total Intake : ‘ Total Output 1) — GO M'é
02:00 am W0 0  lourd
0300am| [N oeon | o w(_}‘-\
0400am| | |dpn O | puryz
0500am | b0 - ol 0 lousgk
0600am | 2 ¢ |0 goon]] © |purge
0700am| | : 6 |owne
Total Intake : ; Total Output : () — 400 nL —y

Total 24 hrs. Intake

PN
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BY RAINBOW HUSPITALS
our gnt a afe elivery

e | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort J?@—nt-ain Fluid Balance [] Improve Activity Tolerance aintain Good Nutritional Status 'S/Maimain Skin Integrity
E ,,E’ﬁinlain Personal Hygiene ,E’{e;en: Infection [ Meet Elimination Needs (-:rﬁEure Safety [C] Early Ambulation Reduce Anxiety - Patient & Family Education
S | [ Identify Potential Complications A R NN TS R T T OGO R SO SRl G ot e

Time Plan of Care Time Implementation Evaluation

2pm 2 HEie A oL P:&C@A&—- g1 40 =) s sseal He ie_u_‘gf'

condt e o condheen FA 2 p a&w\.&' U

LAl Mon‘ilrov e viledy. . [°-30, | =D Mo(iic)mrfra e u?ﬁ) 51“’@[&
QQL Q“ OQ Yeco €0

ey D) NS T 2 \r\@mlky w o

1930 [ =) 8T 3 N‘-‘W\J‘ ove

2-Hv) Mmlﬂu&'\‘% MQL&ﬁCo&gf’ FFWQFQAMJ\ALMOQ IV\QA CO&@'B?

1

3730
NOVA T Ps cblo e

2 1) swe(;ﬂ, 7“0‘1] 429w PﬂD\JPog\QC0 ofﬁmﬁd

%Am%ﬂér\g\p,,e. _Soeﬁdr\y ne 199‘% 3 20 g ) W

—

Date & Time: OS”/OQT)%QK,M
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Shift: & Moming [ Aftemoon [ Night N Date: QC’Q—'&LQ, ..............
RGN ...........ccieiiaimiitiiomsisimsid Daneiasihes) Cona FOUN ........ RDG"’ ....... ARSI o o DOT e e e e
'"w O M;i'n-t-ai-n Airway and Oxygenation [] Relieve.Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance ~_——=—TMaintain Goo;i- Nutnnonal S-tatus ] Maintain Skin Integrity

Tg - Maintain Personal Hygiene [J-Prevent Infection [] ¥eet Elimination Needs [FEnsure Safety [ Early Ambulation Reduce Anxiety =~ ——Patient & Family Education
S | [ Identify Potential Complications ET A0y OB BPBCHN i .. favsuiissonaaminitinnmsnin s msseus svsybsmabiehams s seisv s s b s s s S i s P SRS
Time Plan of Care Time Implementation Evaluation
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Special Notes:
Nurse Signature: ........... 8- ................................. Nurse Name: ..... 8’(.023’(«& ............................................. Date & Time: Q‘Zﬂ—h ....... 2467 ................
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Shift: ] Morning  [Affernoon [ Night

[) Maintain Airway and Oxygenation <" ] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Toleran

W —
26Y9M4p F) W

[J Maintain Good Nutritional Status [] Maintain Skin Integrity
aintain Persona | Hygiene [ Prevent Infection ] Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education

[ Identify Potential Complications Any Others. Specify..

Time Plan of Care Time Implementation Evaluation
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Re-Assegr’nenI:

Nurse Signature; ............ Oz__/ ........................ Nurse Name: ............... / ............................................ Date & Time: 6/ ?"/%Q %\

Docu. No: RCHBH /FRM / CLINICAL / 148



"

BAH-0065775¢ !
Mrs SRIRAM SUSHMITA Reureg Rain lfl’;-(;wqb
e drens | @ BirthRight
| Dr. DR-M PRATHYUSHA R F) Children’s g
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Dtli;;;

NURSING CARE RECORD foid oW

i
e OV o2 Yoo hevrd  duemdoxt T

ASSRSRIBIINT .o ivsiseivisrtitbn hiustossim i s obab ibuivivau s s i s st o b b
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NunSING SHIFT HAND OVER FORM - WARD

Treating Doctor: DTSJ\ .......................... Department: OQLGQ .................. Date of Admission: S’f?h%
Z | Diagnosis: I e Lot Any Infection: JYes g,u( CJ Not Known
= & Dy \Pb> e If YES SPECIY: ....covcveeeeeeeeeieeeceesee e
2 i nw/
= 4y TE
2 | Area n 3 N2
£ Al )

- & .

g | Shift Time x: { , 4 m’w(
& | Medical Condition

= | (Any special condition to be noted): @/{y Mg( @( Pm/

Allergy: O Yes A0 | 0 Yes ™No |0 Yes 06| 0 Yes ci40o | 0 Yes C1No | O Yes CINo
Tubes/Drains/Catheter: O Yes znﬁ O Yes [0 | XS D}o O Yes N0 | Yes CINo |2 Yes CINo
Vital Signs: Temp: [ A% § %3 £ A% g./ q& oF
e Res: | oblwo | 90 [5G | 3C
% $p0;: | aq.]- | g ok . 1%,
2 Puise: | gcpbW| Fsbim_ | ONSY gqbly
2 8: pialed [1afed | NI\ aonfu]
Fall Risk Score: | 9 D 10 agS 10
Pain Score: | O O e
Safety Needs: \4@ %4.9) W ‘[&f
= Physiotherapy [C Yes @No | Yes o D Yes EPN/ [ Yes Q-ND’ [JYes CINo | Yes CINo
=
'2 H .
E Others Specify: p{x MQ\ M NIzl
£ Special Diet: | Yes ?Ng O Yes €TNo | Yes 1Mo+t Yes [ Mer|[T) Yes CINo O Yes C1No
=
8 |Other Special Orders / Medications:
& > APt ,
o NG| N

Post Operative Procedure Special Orders: ‘3?( U@" \QW NV

| n N
Handed Over By Name : 5”’»& Q,T)W@j\ Q}N&a“

Signature : f - 0/ 2 (M’
vt VT EAT RN T
Time: Ko | WY Cg}‘\?\ W
Taken Over By Name : @J@m @yj‘ h\VM \;\\\m}“‘”
Signature : vg . 0./ . 452/’ @
Date: Mﬁb YQ\-)R(\,V oo 3hhG

\ Time: Rl N S %vfr’" S

' Docu. No. : RCHBH /FRi / CLINICAL / 097 ’ % I/\
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| Patient Sticker Children’s . B|rthR|ght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TN BOEIN: oot i cvinmmeminsiasines b braciims HBRAMIMBHE .ccissinincniinmismissssnssos Date of AdmiSSION: .............c..cccvvvees
Z | Diagnosis: Any Infection: C1Yes [JNo [ Not Known
g If YES SPECIfY: ....vvereeeeereeeeeeeeeeseee
=
-]
S | Area
3 Shift Time
< | Medical Condition
= | (Any special condition to be noted):
Allergy: CYes CONo|C1Yes CONo | Yes O No|C Yes ONo|OYes ONo|OYes CJNo
Tubes/Drains/Catheter: O1Yes CNo | Yes CJNo |C1Yes CINo | Yes CJNo [ Yes CJNo | Yes T No
Vital Signs: oo Temp:
= Res:
g Sp0,:
g Pulse:
2 ey / DR
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes (1No |(]Yes C1No |CJYes CJNo | Yes CINo|ClYes C1No | Yes C1No
=
=}
= Others Specify:
=
= Special Diet; [ Yes C1No | Yes CINo |1 Yes C'No | Yes CINo | Yes C)No | Yes CJNo
E
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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BRADEN 'Q’ SCALE

.
Rainbow" 3 et
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lof to treat the littie. Your Right to a Safe Delivery
J ] A ] A |

Date :
Time :

oS [ 21,

EEER

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

S SOV G

L
| QA

| Mobility Makes frequent through slight
, in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. ‘-1 »\
‘ without assistance. to completely turn self independently. independently. /
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; .
‘ "Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity®

Confined to bed

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

tc feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

~L

é%
ér
é{v

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

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

skir:(i’svg:clggse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
ity Dampness is detected every time 8 hours. every 24 hours. 11
patient is moved or turned. k‘F
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2 -
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

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

=

Severe Risk : less than 9

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

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

23

Evaluator's Name

L




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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© Dr. DR.W PRATHYY i | Ralnbow . . ~
T T ®, Childrens | (@ BirthRight
CH Ec KLIST FOR THROMBO akEBI.I.IS t‘;’//.‘;;-4 1t msmem,_m Your Right to a Safe Delivery
DA LR DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E Remarks
. No signs of phiebitis /
1 | IVsite appears healthy Ofiearvednee 0 O D |°P o
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1 o £ ,
* Slight pain near the IV Site / / Observe cannula oy gk
* Slight redness near IV Site
Two of the following Signs 2
3 ey e Earl;; stgge ofI phlebitis / o — ot
Pain at IV site Redness ol WP SR
2&3;;? ? ongo e Medium stage of phlebitis /
4 Pain aloﬁg Path of canmiili Resite Cannula Consider 3 St | - e
Redness around Site Swelling Treatment
QL';;E?EJE'E’X“{::‘%SE”S — Advanced stage of phiebitis or o
5 | Painalong Path of cannula the start of thrombophlebitis / 4 L7
Redness around Site Re site Cannula Consider b [y
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain A;Idvan];:edhsltell)gg of
6 | along Path of cannula Redness | thrombophle |t|s|/q . 5 WM By
around Site Swelling palpable gutlateltreatment € site 2
Venous cordpyrexia Al
Signature of the Nurse X W Duygel

!

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

Signature of Shift In Charge :

Signature : ......... .@,\ ...................
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Signature of Ward In Charge :
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'PAIN ASSESSMENT FORM

Rainb%w’
Children’s
Hospital

It takes a lot to treat the litte.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pain Score

Modifying

Patient / Family

ﬂe-uussmem

1. Every eight hours for all hospitalszed patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

‘Date Time (0/10) Location Duration Acuity Character Fiitare Biscated Intervention Sign
' 0, (] Continuous | [ Acute - (] Sharp [ Dull (] Increasing | [J Yes 2L
Aa{ﬁﬁ < l)'m O/l[é) P (] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | ([ No DBS QMQ’U&W SMcQC«uVﬂA
7
O 1 Continuous | [J Acute (] Sharp [ Dull (1 Increasing | [ Yes W 0
Y l's) o & ; . e o 0
(&D(K [OP“’) bl [ e | [ Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing | (] No obs m L"?X‘"
F d
rRO | [J Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes : gl ol ‘
pANS \2-pm)| O ! b ) | O Intermittent | CJ Chronic O Achir:g (] Burning | [ Decreasingg ] No S“""‘:’Q'&"’}
_ ot Sos eh vedin
nlo [] Continuous | [ Acute (] Sharp  [] Dull 1 Increasing ] Yes Und 2
s \‘& K’b e D\ o Poun [ Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [ No %g o QP aJ..dLvL
B
A dolo (] Continuous | [ Acute () Sharp (] Dull ] Increasing O Yes £ oyl m | e ¢
5\;(/@[., G‘ﬂ@ L\\ \o men - [ Intermittent | [J Chronic (1 Aching (] Burning | (] Decreasing | [J No 'HD ) Sa)dl_l!,r
48
( ;,Q Vw@ [1 Continuous | [ Acute . (] Sharp ] Dull 1 Increasing O] Yes Uﬂoﬂ 0al
. . — . — . = =% T
e Ly X y l v 5 "]nél [J Intermittent | [ Chronic (] Aching (7] Burning | [ Decreasing | [ No ggb
& | ok tuiedon e
G/H_P o [ Continuous | [ Acute (] Sharp (] Dull 7 Increasing | [ Yes _mm\rdm
| 1O 6 [ 0 o | O Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No B i %Qo
A l Yo @%094 \mﬂiﬁ 28
MU Continuous | [ Acute {] Sharp (] Dull (1 Increasing | [ Yes )
QE‘H!@ \lpM ‘lf {v) A CJ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No Ax 8%)&714
\ ] % C1 Continuous | [ Acute 1 Sharp ] Dull 1 Increasing | [ Yes g
6 q/ﬁb < | O Intermittent | [ Chronic [1Aching [] Burning | [J Decreasing | [ No M
«9\‘“ O/ ax ; o) G VY.
\ 9{ (1 Continuous | [ Acute (] Sharp (] Dull [ Increasing =] Yes
Ay ), / () ’U@ ] Intermittent | [ Chronic (1 Aching () Burning | (] Decreasing | [ No M
M en A I

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
F No Particul y i Occasional Grimace or Frown, Frequent to constant frown,
e 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and \ :
Activity moveg gasuyy ,qum' tenge . Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 ] 1 | 1 1 Moans or whimpers occasional Crying steadily, screams of sobs,
I i T T T 1 T T T 1 Cry No Cry (Awake or asleep) . =
0 : 5 3 . - 6 7 9 w1 0 complaint frequent complaints
—n Possli?l?t Pain Reassured by occasional touching, -
nsolabili Content, relaxed hugging, or being talked to, Difficult to console or comfort
: g distractible
L [ ]
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)-
b Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimaily with painful | irritable intervals consolable | continuous cry
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli . intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent - Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BR, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yemi!ator
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I: :':'.,:_?xm suwzhs‘r\r'.:m4n (F) : ; Children's Bil’thRight
R.M PRATHYUSHA REDDY PAIN ASSESSMENT FORM @ Hospital BY RAINBOW HOSPITALS
IHIIIIIIHIIIIIIIIIIIIIIIIIIIIIIII?I T SRR TN
rain >core Modifying | Patient / Family
Time (0/10) Location Duration Acuity Character Fostus Educated Intervention Sign
70 [] Continuous | [J Acute . [1 Sharp [ Dull 1 Increasing [J Yes
L ’3/!’@ s oA O / © N s | O Intermittent | ©1 Chronic (] Aching [ Burning | [J Decreasing | [J No MNr— M")
! - I
. " (] Continuous | [ Acute ] Sharp [ Dull [ Increasing O Yes
b i i Achi Burnin i
-‘Y\"f\ ;Q,Prtf/ 0 }I”U ﬁg‘n (1 Intermittent | (] Chronic C]Aching [J Burning | [CJ Decreasing | [ No Al ms‘?.a
ik [ Continuous | [] Acute (] Sharp ] Dull [ Increasing ] Yes
q)ﬁ{w 6 A } 0 ’;Bw [ Intermittent | [ Chronic [] Aching [ Burning | [] Decreasing | [ No [\’ Ve @“7,.\
[ Continuous | [ Acute (1 Sharp (] Dull [ Increasing 1 Yes
[ Intermittent | ] Chronic [J Aching [J Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp (] Dull (] Increasing CJ Yes
[ Intermittent | ] Chronic (1 Aching (] Burning | [ Decreasing | [J No
(1 Continuous | [ Acute . [ Sharp  [J Dull (] Increasing ] Yes
(1 Intermittent | (] Chronic () Aching [ Burning | ] Decreasing | [ No
[0 Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes
L1 Intermittent | [J Chronic _1 Aching [ Burning | (] Decreasing | [ No
(] Continuous | [ Acute {1 Sharp (] Dull "] Increasing | [ Yes
[ Intermittent | [ Chronic (] Aching [ Burning | (0 Decreasing | [ No
[] Continuous | [] Acute ] Sharp 1 Dull [1 Increasing | [J Yes
[1 Intermittent | (] Chronic [ Aching [ Burning | [ Decreasing | 1 No
C1 Continuous | [ Acute (] Sharp [ Dull [ Increasing 1 Yes
(] 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.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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Numerical Pain Scale (Obstetric and Gynecology)

] ] 1 l 1 1 1 | 1 ]
1 I I I 1 1 I I 1 4

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

Wong - Baker (Pediatrics) Above 7 Years

OB ®®

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

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2 :
F No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
L 0T RGN Xprastion or smive 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 2 y
Activity moyveg gasilyy ; foqrth, tenge . Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, B, 8a0, | 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

Sl .
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Hos pital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM ot g
Pain Score . : Modifying | Patient / Family
Date Time 0/10) Location Duration Acuity Character i Educated Intervention Sign
] Continuous | [J Acute J Sharp  [J Dull [ Increasing ] Yes
CJ Intermittent | ] Chronic ) Aching [ Burning | (] Decreasing | [ No
(] Continuous | [1 Acute (] Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [J No
] Continuous | [ Acute (] Sharp [ Dull 1 Increasing [J Yes
[ Intermittent | [ Chronic (1 Aching [1 Burning | (] Decreasing | [ No
[] Continuous | [ Acute (1 Sharp I Dull (1 Increasing ] Yes
[J Intermittent | (] Chronic (1 Aching (7] Burning | (] Decreasing | [ No
[1 Continuous | [ Acute (] Sharp  (J Dull 1 Increasing ] Yes
(] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No
() Continuous | [ Acute (] Sharp ] Dull 1 Increasing ] Yes
[J Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [J No
[ Continuous | [ Acute ] Sharp [ Dull [J Increasing | . Yes
[ Intermittent | CJ Chronic (] Aching 1 Burning | [J Decreasing | ] No
[) Continuous | [ Acute {1 Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | (] Chronic (1 Aching (] Burning | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp I Dull " Increasing | [J Yes
(] Intermittent | [ Chronic (] Aching 1 Burning | J Decreasing | [J No
[ Continuous | [ Acute (] Sharp (] Dull 1 Increasing ) Yes
] 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. - d) Within 30 - 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

l l | ] 1 l l l ] ]
1 I 1 1 1 I I I | 1
1 2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

0B ®®

No Hurt Hurts Litte Bt Hurts Little More Even More Hurts Whole Lot Hurts Worst

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

o ——
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Morse Fall Risk Assessment Form et e e . b e
' s
p=] ] T
y [ Time | $ Pff v
Choose Highest Applicable Score from each Category Lol —5 é le i ’2@ Fall Risk Grading
Score  [Bpr 20 2y i
History of Falling Yes 25 ;
(immediately or w/in 3 months) No 0 0 (o) Risk Level Morsc(ahl;glsl)Score Action
Secondary Diagnosis Yes 15 U
(more than one diagnosis) No 0 " PN i
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 D
IV / Heparin Lock or Saline :ES 200 2€ 2/97 2:0 Implement
- Moderate Risk 25-50 Modera.te Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 te I
Normal /On Bed Rest /immobile 0 Y % implement High
Forgets limitations 15 . Risk Fall
Oriented to own ability 0 0 Y Eﬁ\:\e’gﬂggn
Total Morse Fall Scale Score: Q0 20 35
Signature rf‘w% g&,ﬂy@ zu_/,&,
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) “ T3 Hourly safety check
| Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Use safety straps on stretchers and wheelchairs while transporting patients L] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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. Hospita| BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form s e e
_ Date / Time 2L " k
Choose Highest Applicable Score from each Category / "l H’\ Fall Risk Grading
Score CAm
History of Falling Yes 25
(immediately or w/in 3 months) No 0 IY) Risk Level Morst;l;:lsl)scm Attlon
Secondary Diagnosis Yes 15 | —
(more than one diagnosis) No 0 7
i 30 '
. Furniture Low Risk 0-24 g:anga{icé Il:all
Ambulatory Aid Crutches, Cane(S), Walker 15 -
None /Bed Rest /Nurse Assist 0
. Yes 20
IV / Heparin Lock or Saline . : 20 Implement
g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Forgets limitations 15 . Risk Fall
Mental Status On'tfnte 10 own abil 0 Hagh sk 25 Prevention
y L Q Intervention
Total Morse Fall Scale Score: 90
Signature | D F*
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) (] Hourly safety check
["] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patierjt after visitors, leave to ensure safety measures in place
[l Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

3. Nipple condition:
. Nipple well formed
(J b. Flat nipple
0 c. Inverted nipple
L) d. Short nipple

4. Milk flow:
[J]_-a. Good
L/D b. Drops of colostrums
O c.Dry

5.  Steps for Positioning and attachment:

a. Baby goes to the breast
/g b. Mother always sits with a back support
(I c. Ear-shoulder-hip should be in a straight line
L d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080
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6. Was the position explained:
0 a.Yes

/Q/' b. No

7. For Caesarian mothers:
.00 a. Mother is required sit and feed from the 4th feed
0  b. Please explain football hold

8. NICU admission: N@
(7 a. Mother needs to stimulate her breast for 2 min every 2 hours

T Vi 1y . RO N I SO S SN U s S AP p———

Continuity of Care: Date: JMM
2 D Quen.

=S Wosun_ (e

Handover given by HaNOVET LIRS DM 4 e i it s sssinonsssanssssissisasa

BROOBIING :clociiisssrsissssssniimmmrilimuiismmsivmasossamyitismrsises T TS L st R ——

Date & Time: ..... 6[’%/,9(6‘_0% 3R —
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//////////////II//////,/}/;,/;}/// ’ URINARY CATHETER BUNDLE CHECK LIST tiospial _ | {meomore:

Date of Insertion: ...................... Qf‘?”{% Date bf Remoyal: n?‘i*)&[)
Parameters Date : Shift Time e C : 081\/\
Need for the Catheter FTYes O ﬁo} M CYes CONo | CtYes OONo | OYes CONo | OYes CINo | CYes  CINo
Hand Hygiene ~EYes ONo | £Yes TUNo | CYes CINo J| O Yes CINo | ClYes CINo | (JYes EINo | C1Yes CINo
Usage of Sterile Equipment ~=Yes [INo Qng«-EtNo [JYes /E Nn}/ _F%E [INo | [IYes D‘No ClYes (ONo | [CJYes [INo
Is the Collection bag below the level of bladder : yes ONo | O ONo | O \‘é/!j rﬁ: \fl-\‘es CONo | CIYes CINo | CIYes CINo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) ~ZYes [INo OYes7[INo | OYes O NFW }ﬁ)ﬂé%@&; )éﬁYes CINo | [1Yes [INo
Is Cafheter dated as policy «TYes CINo ~Yes CONo | CIYes DLNO/ D\Yés V@lo’ O Yes/ZT)NO OYes CINo CYes CINo
Collecting bag is been emptied regularly? JHYes OONo | _[l¥es- CINo | ClYes CONo | O %ﬂu& {DD E:J Yes (ONo | (JYes [INo
Maintenance of closed system for the catheter | /Défes CONo [ [¥es”CINo | OYes CTINo | O Y%s—Ei-Nn/ “[Yes éNo ,7[%3 CINo | CJYes [INo
Dressing clean and dry? AYes CONo (_=2¥eS CONo | OOYes CONo | OYes CINo | OYes CONe | CiYes CINo | CIYes CINo
Is the line removed as Policy? CYes @No | CJYes CNo—b C1Yes CINo | ClYes CINo | ClYes [INo | ClYes CINo | ClYes [INo
Performance of Perineal Care Yes [ONo | 2¥ess CINo | ClYes [INo | CJYes CINo | ClYes [INo | CJYes [INo | ClYes CINo
Onset of New Fever OYes (2No | ClYes (Noo| OYes CINo | CYes CINo | ClYes CINo | ClYes [INo | ClYes CINo
Asses for the leakage at the site of insertion #Yes CINo |~=¥es CINo | CiYes CONo | CYes CINo | O Yes OONo | OYes OONo | OYes CINo
Name of the Nurse % %@ (B"M’
Signature of the Nurse g g & —
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Rambow . B
Children’s @ BirthRight
NT TRANSFER FORM Hospital _ | () sameonadns

Patient Name & UHID No. Date & Time of Admission ‘ Date & Time of Transfer Order

e s e N S el

J/r. DR.M PRATHYUSHA REDDY

1
DR P OFdj:@ Reason for Transtr

)
Y ghg
From Unit — To Unit q) Information to Atten_d_zint
g E :’,‘U &ML@ Yes [ No| |

Number of Sheets in Clinical Fi

Personal belongings including

" clinical documents. If any handed Patient shifted with D band:
25 over to attendant Yes[ | No[ ]
Number of Imaging Films * Yes ] No[ |
L] N . el ety
é 1 Yes, What? ....ococooeeeoersrrene

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

: 7

Shifting Summary / Notes Written by Doctor :};-- No[ |

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

', (WCedlbi | TYE bl

Patient & Clinical Records Received by :

R\;}“\Zﬁ
Date & Time of Patient Received b\q(\ Ao Ao

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

"'Unavailable Bed " | Nurse not Available || Available Bed not ready

\: RCHBH / FAM / CLINICAL / 102 (2%)
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BAH-D0E57750 IP5-00175992 Rai b': ®
e "~ Mrs SRIRAM SUSHMITA alnbow . . -
é 02-10-1993 26Y9M4D  F) Children’s . Blrtthght
~—— Dr. DR.M PRATHYUSHA REDDY HOS pital . BY R:msow :::s:l‘:’.n_@
Your Right to a Safe Delivery

UIINMIM  sveTRicS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ..©S.. [@"l'wlﬁ

Baseline Information:

Admission From: [JER 1 OPD VLZA/(Hn_ission Desk [ Others, SPECHY ...........cocecviseresuressusennsinces
Primary Language: .;Zﬁj-gu (] English [ Hindi [T OB SR ...........conesenmscnmass s sigissanisns
Do you require an interpreter? [ Yes N0 TYBSSPBOHY ....corveerceercrneecensscnenssissetsssessmssamsssssssansssssssassssnssssssassssssssnusssssssnsasss
Source of Information: ,?F’ﬁt ] Family L0 MBS SPEOIIY .. siiis i sisimissns sasinsdsisvapssusaidtoininassasegimnes
Allergies: [Yes Zﬁ- [ Medications (] Blood Transfusion (] Food [ELOMRer: c.cticivides ittt

HYBS , HBIITY .....veorveeeeneeiercnereensseneseensenssnessesasinases s sssssasen s s bbb b b b R s
e R TR A SO Doctor Notified on Admission: = Yes [!No
CNQ_A@(E(OL ............................................ Name of the Doctor: {)g-&],u,&a}(aﬁ .............
................................................................................................................... Time Notified: ...S..... QRN crrrrrr
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (Specify) .......c.ccuuviuen.

Past Medical History Past Surgical History Previous Hospital Admission

A R
W\ Biads o
N bf‘o ad ewror -
Oxawsen 2003

Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .a.......qeecommeinreseineninens Caesarean Section: _D'Nf (] Yes Contraceptives: Mo [ Yes

................... L CervicalCerclage:_}}NE (] Yes Vaginal Discharge: J.;/'fo ] Yes
Onset ok Menamche:’”.............cccccoovnvivinnnrnnne Ectopic Pregnancy:}f}ﬂn [ Yes Post-Coital Bleeding:/"xﬂo (] Yes
Menstrual Cycle%ﬁ@ar [J Irreqular | Myomectomy: )No/ (1 Yes Infertility: /4]{ (] Yes
Last Menstrual Period: .............cccoccecvuenennn Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .oy P o St Eocill . A

T T R s SR P LN VNS s s e L

Current Medication: /@None [ Yes, [f Yes, Fill the reconciliation form

Family History: 0 Abnormalities Detected

(1 Heart Disease [ Hypertension [ Diabetes  [1Stroke [ Seizures [ Kidney disease
1 Liver disease AR e, il o et o enanan TR Sossnonbann e s e s
Vital Signs / Measurements: Temp: Ak C’f HR: S-OJe( b RR: ... 2019’*‘)
BP:.\19./64 Weight: ....LQ.ui. Height: ............... BME: ...t
Pain Assessment: Pain: .7 Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form) ;

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




BAH-00657750 IP500175392
Mrs SRIRAM SUSHMITA

_ D2-10-1999 ZGYiM‘lD {F)
Dr. DR.M PRATHYUSHA RE

S

PHYSICAL ASSESSMENT

General Appearance: -/QH/ez;lthy L1ill looking 1 Anxious | Agitated LIOthers: ...

Fall Assessment: [JYes [INo Score 2. (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ 1Yes [ INo Score '))/ ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
LI Mobility problem I Walking Problem \Mbnormality Detected
"I Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: MOrmality Detected
L1 Overweight (] Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[1Under Weight "I Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
<1 Calm & Cooperative I Restless LI Depressed L1 Agitated L Confused
LT OBNBIS 1.vcovviirvmmeersrssssssssssssssssnssesssssssssssneesassessess 4800348888885 0mR RSBS54 £ttt ettt ssetee e e e

Inform consultant for positive criteria

Cultural & Spiritual Needs: (] Yes [ 1No if Yes BPBBNY voccvviimnimnai i e L Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: ISingle _Warried " Divorced [Widow

2. Special Habits:  Smoker: [ | Yes /No/_ Alcohol Abuse: [ Yes A0 Drug Abuse: [ Yes o

Social HIStory: LIVES With .................ccooummmieneeeeeeeeeeeeeeeeceeeeemsssessssessese e

Orientation has been given regarding the following aspects:

Call Bell in Reach: “Yes [INo Waste Disposal Explained: _LAes TINo
Infusion Pump : /)@ " 'No Hang\Hygiene Explained: /Zfes L1 No LI Others
Above information given to ........... Y CAX, L .......

Name of Person Orientation was given to:

Orientation not given Reason:




BAH-00657750 IP5-00175392

:‘2“1 Dsr:i;;AM SUSHMITA Rai ::‘% ®
h : 3 26Y9M4D (F) a'_n ow . B.l'thR. ht“
DIND i I fospital * | ) zsmnoon

dicinv tunue 3SESSMENT FORM

Date: ,{]2’\% .................... Time of Arrival; S_QO:PIV\ Time Seen by Nurse: SF,“%Q,PT()

1) Level of Consciousness: MUS L) Semi-Conscious L) UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain ] Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor
O] Decreased Fetal Movement (] Spontaneous Rupture of Membrane / Leaking Water PV
T No Fetal Movement [J Other Reason: .............. @DL,Q .....................................
3) Vital Signs: Temperature: q\,}vf pulse: . %. 4 bbRR: . 20bh sp0,: ..aY:/- Bp: 1 { 6.1 Weight: .. ]D){
4) Gestational Criteria:
Gravida: ; G o P et ‘ A A )
LMP: .25 \GI\LS’— ....... eon:. A |22l Gestational Age: .. 34 > 1EA
Uterine Contraction ‘_DA‘e{‘ [(JNo | CJNA | Onset Time Frequency:
Membrane Rupture CJYes | gLNo )| CJNA | Onset Time Fluid Color:
™
Vaginal bleeding ] Yes Dd( [JNA | Onset Time Amount:

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement | .crVes | C1No | C1NA | fNospecily:

Pre Eclampsia Symptoms | [J Yes | 2490 | (] NA

5) Pain Screening: Numerical Pain Scale (NPS)
l l l | l ] l ] ] l |
| | | | | ) T I I | 1
0 1 2 3 4 5 6 7 8 9 10
No Paj Worst
possible pain
B I . e o A Al i 4 U 8 05 S B sl g 4 S Db
£ RN, ..ok csnitiisiintiherms iR RS i Days / Weeks/ Months (Strike out which is not applicable)
« Character: .. ‘X{m
B T e e Wi mias s ke w4 S B s S s E AR e s TR s
TR T T T NG N SRS EURON ORI 17 R () SRS LR R PRI . Sy | R - e SN

6) Past History: & {J’P
R . - B st e s s S T s AR s s
\ b) Medical: ..... I‘)‘JLL ...........................................................................................................
. Docu. No. : RCHBH /FRM / CLINICAL / 098 (PTO)
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BAH-00657750

Mrs SRIRAM SUSHMITA
02-10-1999 26Y9M4D
Dr. DR.M PRATHYUSHA REDDY

i

1P5-00175992

{F)

8) Current Medications: Matal Vitamin [ None

9) Prenatal Medical History:

Me

[J Chronic Hypertension
] Gestational Hypertension
L] Diabetes

R

] Gestational Diabetes
1 Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

(1 Category llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ﬁ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[J Category V: Non Urgent (Time to Physician: <

Suspected Pre-term

Signs of Active Labour

OBCU Obstetrical Triage Acuity Scale (OTAS)

Signs of Early Labour/

120 minutes & Reassessment: Every 60 minutes)

Discomforts of

| Non-Fetal Movement

Diseased fetal movement

Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
) Mild hypertension
sion > 160/110 T
disturbance, RUQ pain symptoms
Abnormal FHR tracing mmﬁpmm'

= Acute onsite severe
abdominal pain

« Altered level of
consciousness

« Cord prolapse

» Severe respiratory
distress

» Suspected sepsis

« Major trauma

= Shortness of breath

= Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

» Flank pain / hematuria

» Nausea /vomiting and
Jor diarrhea with
suspected dehydration

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

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
/or diarrhea

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

chills)

+ Anything that does not

seem to pose threat to

mother or fetus

Cervical ripening

« Qut patient placenta
previa protocols

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

» Assessment for version

» Rashes

Time seen by Doctor:

Fend.

Nurse Name : .....

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

Date: d?K[ % T Time: ... 1002 ..

Nurse Signature: ........ ép/ .......................................
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

2z
Rainbow"® : i
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Healthcare Literacy: +—Yes

A

Pati I” I ” ” ’ ’ ” ’m"””” m ”"" m ...................... Patient / Learner Literacy: < TRead [Arite [HSpeak Willingness to Learn: C=Yes [| No 1 No
Identmed 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 A SN e S TG e A XS S
Part - Il
Use codes from the list in part Il ;
Need Designation /
Date Time Identified Information Taught e st Comments Signature
Person Taught oar Teaching Tools | to overcome | Understandin
g . . Barriers . barrier/s ’ n _
\‘1}" . ' 0 | !
;\Q L { 31 \I:)'Q" - 90 Comgend- - l Srt |

(4]

Y

jopm |

Talection cordred measures

P+ \ o

'%L

Part - 1ll: CODES

Who was taught: PT: Patient F: Father

M: Mother

S: Spouse

8n: Son D: Daughter

C Caregiver

A8 A R S e NN W 08

Learning Barriers:

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

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

7. 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
TR OIS CODBEHY ooy oariseishssmsesnssmisssnsmssssssimesissisnsdisssinsaiosd

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 L 1 o i et
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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

Patient Sticker _ Rainbow® ® -~ et
= MULTI-DISCIPLINARY PLAN OF CARE FORM Ghildren's | () Saaraant
Diagnosis:
‘ 2;::; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
_edical it 77 Nursing
\Q\g} 1 Nursing 01 Modified F@L L Q Nw D 01 Others:
9 I QOthers: 1 Per-Op -
QQ‘N\ L] Post Op
f\ A
: '\SO ;?dicm - Initial P"v&“@«&‘ \@W"ﬁ QQCQM@@ Ma Pyo VLOQQOQ O Medical
,?i\ ZNursing. [ Modified 0 aQ 1 Others:
\ . | O Others: O Per-Op ‘:{Q-Q"L “""‘Q /?‘&0-4/ Y< ‘Qd\eﬂ B‘Z fec ’%Aﬁ(«
g Q‘Q O PostOp |- ’ i
WO . Bnxr DB }LL/Q/QZ’\Y Swppor
O Medical O Initial £ Medical
O Nursing O Modified 1 Nursing
OJ Others: O Per-Op [J Others:
1 Post Op
O Medical O Initial [0 Medical
O Nursing O Modified [ Nursing
O Others: ) Per-Op [ Others:
) Post Op
O Medical O Initial (1 Medical
OJ Nursing O Modified OJ Nursing
I Others: ' Per-Op ) Others:
' PostOp

Docu. No. : RCHBH /FRM / CLINICAL / 040
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e, | Eﬁii?c?}:é‘é‘l{fs ‘BirthRight“
ospita BY RAINBOW HOSPITALS
,“ ””” ””"J"""” "’”,",,,“ It takes a lot to treat the littie. Your Right to a Safe Delivery

CONSENT FOR LABOUR ANALGESIA

Authorization By: @»Pﬁt [ Patient Attendant

|, the undersigned do hereby acknowledge the following:

= | have been made aware by the doctors in language known to me the details of the procedure as follows:
pidural Analgesia [} Intravenous Analgesia (Remifentanil)
* |'have been made aware of the possible complications from the procedures as follows:

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

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

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

-~ Ihave been clearly explained about the benefits, risk, and alternative of the procedures.

« | authorize Dr. ’ra h Lot n 1'. and his / her team to perform the above procedure(s)
upon the patient / Q}setf.

* | 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.

t / Patiept Attendant: Witness:

Signature: /W‘%ﬁ” .............................................. Signature: 5 C ,/\Q r\"&w\ "\

Name: .... %LLM&HLAM ............................... Name: .......... ol L\Q?_l'.’a T LN FORELR,

.Iatlonshlp with patient: ...................5. 4‘%/ ...................... Date & Time: (?f}:}f?—é!&& o RS T
Date & Time: ... }gbﬁz ..................................................

Doctor (who is takin sent):
Signature: .............. m .........

Date @/:} 26 Time:....... [:QOHID

Docu. No. : RCHBH / FRM / CLINICAL / 288
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BO & DEOCDO: vevviverirererriesrensiressassessesssssssascsssssans
aog6 :
DOBUG: & s DD s s BE & DBOCDO: ceveeieeerereeiereereereeeeeens I

i

Docu. No. : RCHBH / FRM / CLINICAL / 288



BAH-0065775,

P
;::?9:: M SUSHMITA e
Dr. ORM pRATY 26Y9M4p £

: _ ‘thRight
INFORMED CONSENT FOR VAGINAL BIRTH I pjiin ===

Patient Name : MC\A " w D NG .o, Cgijqr‘o .................

Gender: [ ] Male W Date:......,.........§i.\\i’£.\.2§.f. ................... TlmeCPm‘ ......................

| hereby authorized the performance of the following procedure:

* The Procedure has been explained to me in general terms and | understand that:

* The indication requiring the procedure of vaginal birth is pregnancy.
¢ The purpose of this procedure of vaginal birth pregnancy.

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

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and

the rectum) may be performed as part of a vaginal delivery.

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

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

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

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

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

rfiienstsennnsnsnnrssannasicantitannsesanns

Name of the Doctor performing the procedure: ..............ccoeveeevevcurnnnenn D},a .......................

Consentee : .
Signature:.fg.=Mm ............................... Signature:S ¥ ‘atl‘ﬂ a

Name : Name : SC['L"*:{”{O“d'd‘ ..................

Date & Time : 5 ?fh-e 1) 6,? “ Relationship with Patient: st*fe'{ ...............
Date & Time : ... 5. %(')6@69“')
Witness : ; Doctor (who is taking the consent) :

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

Date & Time : @’t%’fzﬁ@"\ﬁrm ..........

Docu. No. : RCHBH /FRM / CLINICAL / 028
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INDUCTION OF LABOR CONSENT

Name: ............... Ma'l X

UHID.No :

You are scheduled for an induction of labor on

Thi réason for yOUr IngieBOnEE .. 5. 0 i i)

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant:

Signature: ﬂ%w/@w‘- ................................. S:gnature..s. ..... £ J’\Q[_k_(/\a .........................
Name: . Name: ...sS.x C['\Q‘_("O\‘\ 0

Date & Time: ....S.... l 2 ['\/6 (@_ G s a Relationship with Patient: . ;SD
Date & Time: ...... Q{( 2 ’r'\.ﬁeéP"’) ...........

Doctor: Witness

1 MR o o SRR e S S ) Signatre: .............x { .............................................
N 031 ..... 1 ........ ‘N? ........... Name: SMSUANV’\ ................................

Date & Time: 5[%1 3-&/ ...... ’C@Yv) . Date & Time: g’/%[lGQqu
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It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM

Nationality: ..... 3'\&{&() .................

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

¥

e

Anticipated Date of Discharge: .................... of[d?,m% .........................................................................................

Destination Post Discharge: vr’_'@me
Family Members Notified (Person Contacted)

K{ansfer

Hospital Facility Notified (Person Contacted)

Discharge Status: [-Self Care 1 Family Home Care L] Home Professional Assistance
U] Needs Assistance In: Remarks
[] Medication 1 Yes ¢ PRI LDt I RS B B DYV s S AN g . S
CJ Bathing OYes  ONo b b SRRl

2
[] Eating [ Yes [] No QS ..... M .................................................

L] Walking Ll Yes i (R Do LT e B OS5 SN 0 O W
(] Dressing L1 Yes LB 7 B ittt i i o A A b bt o
L] Toileting ] Yes Al o Bl TR Pl AR I o S e e
Nutritional Plan:
LI Dietary Instruction Dis::?drw'm the:
[] Patient Family Member E s TR TRl T i SN SRR N P

Discharge Planning Discussed with the:

[J Patient ,E’@y Member SR SRR R S e S

Patient/Family Educational Plan:
[ Educational Topic/s: M by AR Gt C o SN B e

(] Patient's Educational Topic/s discussed with the:
(] Patient E{an\]iiy Member K It OO W= W) ol O

Nurse Signature: ............ g/

Docu. No. : RCHBH /FRM / CLINICAL / 191
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Hospital BY RAINBOW HOSPITALS

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

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACUDY : .......ooovcvcevieeeecceee " Time'Received : ... i aiatl h 400 Time Discharged : ............ccccvvuneee.
250 250 o
240 20 IV CANNUIA SHB : ....oeveeereenrerenrseressaesersessasssnsanes
W 230 : 230 | [ O,Mask [J Nasal Prongs
220 220
] Pk 15 O Trach:.msiomy O T-Plece’
& 200 200 | [ Oral Airway [7] Nasal Airway
E 190 190
o 180 180
=] 170 170 | Vomiting : [JYes [JNo [1/)1 IR e SO ol Bntec el
S 160 160 _ : =
o 150 150 | NG Tube: [J Yes [JNo
\% 140 140 | Drain: [J Yes []No
A 130 130
120 120 | Urinary Catheter: [] Yes [ No
o 110 110 ;
%] 100 100 | Chest Tube: [J Yes CINo
s | 90 90 .
C &0 &0 Nil Oral [ Yes: [ No
- gg ;g Ll 5 ][ ——
«w 50 50 Ol FEme: . Lot aimieion
o 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 9 ouT SCORING INTERPRETATION

Able to move 4 extremities voluntary or on command

Able to move 2 extremities voluntary or on command = ACTIVITY ‘A Minimum Total Score of 8 is Hequired for
Able to move 0 extremities voluntary or on command = Qischarge
Able to deep breathe & cough freely

RESPIRATION

Dyspnea or limited breathing g ; 3 "
Apneic__ Exceptions to this, are to be explained in the

8E+20 of Frs Afpesifwiic kave space below by the Discharging Physician:

o=njlo=nlo=plowp]lo=m

BP = 20-50 of Pre Anaesthetic leve z CIRCULATION

BP + 50 of Pre Anaesthetic leve = i

Fully awake = -

Arausable on calling = CONSCIQUSNESS

Not responding = L
Pink =
Pale, dusky, biotchy, jaundiced, other = COLOR
Cyanotic =
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ NPASS [ FLACC [ WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name ° 2. For post surgical patient, patient with chronic pain, patient with severe pain
I T T S T OO A &  Every 2 hours for r24 Wive
Anaesthesiologist SIGNAMUIE:  ..........ooovooriiiooeoeeeeeeoeoeeeeoeoeooooooo b Aer 24 hours ovry 4 hours
. Prior to pain reliving intervention

Date & Time: d With in 30-60 minutes after pain relief intervention

PACU Nurse Name : s e 1TANSTEMR tO Unit by (PACO):
PACU Nurse Signature: Date & Time:

Date & TIME: et
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EPIDURAL ANALGESIA RECORD
Date: . Iﬂ&@% ........... Time: .22 5. A0, Procedure done by ... 124" JEJ@XWJM ...................................
CSE/SpinaI/Epiaxﬁv Position : élkfrmj Space :.... L'g, ....... ‘1 .............. Technique (LOR/LOS) ...
Depth: ... 82.26.M.... Catheter at Skin: .....J. 2. CA0.............. Attempts : ....... L S..

Parasthesia : Yes/Nb{y;s O T onisd -+ S e SSmonss NI OY 0 OY (W N TR MOV,

Solution Composition : @'l')'B“}PN&C&WETMCJ/MFENTWYL*

Any other issues :

) [T PP R R BRI

BB <-cessssessssesosussnensensr e e asesmsnmses a4 845414 4 1S NS s s e
Time Imﬁ?ﬁ,gam Bolus (ml) Leﬂl'e\ﬁil;lm Bl\gater:::se FHRk Comments

bAm e ok a5l gzmnmfrwm wwwie

Lo osam el - @dmm 1'257,rvwn commmfc .

G 300m @iy | % T | e T8 Jho | ol it Coushuitub b
100641 Gl fix-. ﬁﬁ!&% g Ta |Vl 18kl [tk Cadolads (o

i
bL{lyw\ Hwi !L\,{ 7‘{« e | M0
|
Delivery Details : ~ Time : ?p OO\ _—APGAR: . %rO{ ...... D / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLEA = ......c.cuiriiirimri et
Patiefit SAHSIACHON 7 ....coipeiurerrsisermanmeesionnisosassssssssssnsias i I e v depukatt S s v e s RO R s 778 DY TR

Discharge /Shifting ordered mx}
Doctor SIGNAtURE: .........cocceesBpflinrnrnnssnsmnamsasssensusnsmsenssensnsees

Doctor Name: ..... C\‘\.\U
Date and Time : ’\}1 {'Z/K % @ 6]%/\

)
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Patient SHEker 1 ANAESTH ESIA CHART pital . BY RAINBOW HOSgTALS
It takes a lot to treat the little, Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: [JYes [ No Fasting Status:

Physical Status:

(1 Patient |dentified

[1 Consent Present

1 Chart Reviewed

H.R:

| B.P/CRT:

| Spo; [RR:

I Last Feed:

PIG-0P DIARROSIS: ..cconiisisisiilisinisiossissinsssomsnssadiitint Operation: ............. N R e Bl i e
SRR ST e Foagsthesiologist . o2 s e Tahnidan S mnn ot
TIME
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
Suppository
Blood Loss
FIO, / Sa0 ,
ETCO,
ECG
Urine Output NOTES
£
[rey--]
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 160
Toumiguet on Time
Toumniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100
80
60
40
20
10
0
ABG
LAB Values
GRBS
] Equipment Checked and Temp: Induction Regional:
Functional ] HME [J Fluid Warmer Ow [ Inhal Extremity R S
1. 8P ] Cling Film (] OH Warmer [ Pre Q, I RSI [ Spinal [] Epidural [J Caudal
) p LR, ] Hugger's (] Cotton Wool [ Others OWORE: i
B ALEhs ... [] Other =
[J EKG Lead U Mask L1 SGA —
O Temp Site Times: ] Airway ] Oral ] Nasal B i i s e s
O FO,Monitor Anaes Start: ...... BT i B A () Noal SUE. ... R s
) Agent Monitor OP Start: ] Oral [INasal [ Cuff Parasthesia []Yes [ No
O Pulse Oximeter OPEnd: .... L] Tracheostomy L] Topical Catheter at Skin................. cm
O Capnograph Leave OR: . 1 e s mnnnisssii. Drug Name & Conc: .........
[ Ventilator Anaesthesia: [0 Awake [] Direct Vision T Yot e P AR
[ Nerve Stimulator O GA [C] Video Laryngoscopy [ Stylette / Bougie Infusion: ...........
L] Monitored Anaesthesia Care [] Fiberoptic Block Level: .......
Position: ...............c.c....... ] Regional Blade# .............. Aftempts: ..... Comments:
s e Poke Chackel DUy WY B e e S e S S
Line (Size & Location) Transportation to
Eye Care: Cows . [ Bilat = BS L CJ Qs
S ?’aﬁe CIART: | O Semi-Closed Circle Riuprhoweed Live  [ifo W
S R [J Closed Circle
[ Padding ON: o O] Other ; LR R (LR S R
[J Awake

NG i

Signature of the DOCLON ©..........ccovivimiiiiinisinsissinieens




"2
g . BAH-00657750 \P5-00175392 Rainbcawo
Department of Anaesthesiology ";’13"?;2’3"‘ suskMrTe | ) Children’s BirthRight
PRE-ANAESTHETIC EVALUA1 ™% cs Hospital .?a;m:zms

U i l\\\\\\\\\\\\ oSl

Namegﬁwm}‘lﬂc{}ﬂ - Age: QL2 Y...... sex Foatd...... UHD. No-%*ﬂ?bg’!]w -

Date: Gl?{&ﬂ&é ..................... Llaoam....... Proposed Operation:
’3
DiagnoSis: ............. % ...H—., ........... 20’1&(]1‘4 ..............................................................................................................................
BP/CRT: ..o HR: o weight: 29K-44.. ASA Physical Status: 01 0203 04 05
Laboratory Data:
Hgb: ..... ”‘ .............. GUICOBB: iciiuisivessminissisien Protein: .....ooveveveneiceee WG i Wl cocssssmsmmnenstanainss
PCV: i, A ssesiageitaes (111 COOO BB sniamsiiesigi - — G o S
wec: . A%60 Creat: oo, TORI B oo MOV osimicssasi 2D ECNO: oo
Plate: 9'@6 ......... B s commeridi etk iR 5] g T ————— Blood group: .......ccov... Stress/Anglo: .................
Pl oo RO | ¢ , ot TA i 4 1)
L D s AIK PhOS: .voveveeeeereaene T icossimmnndinain
L MO s YT, A — L1, [R—————
[« PO, SGOT/SGPT: w..oreerrer Alergies:  A/Kf)- -
Medical History:  CVS: ')
RESP - / Diabetes : —
|74
GHS pot SCoan LA Cann k
Renal : U v

Hepatic / GE : } Physical Activity: -HZM

Others :

Past Anaesthetic History: ~ _ -~

Physical Exam:

Airway: MP 1 @ 4 Mouth Opening: A~2cp Iﬁentohynid Distance: = ¢ Neck: G\j) Teeth: ;ﬂj—a 7Y e
1 <=

Lungs :

Heart:
CNS: g
Pregnant: Y8 1 No [INA Venous Access Site : [6@1@“§pine Exam for regional : @

Anaesthetic Plan: ) MAC, >REGIONAL CJGA-ETT CJLMA

Peri-Operative Plan Explained to the Patientpz’ié o No

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

Water / ORS 2 Hours
. NIL 0RAL<: Omers 6 Hours

2

3. Informed Consent: ndard yisk

4. Post Operative Pain Management="Discussed with Patient
5

. Other Instructions:

Signature: @/ .............. Name: Wlé %uu ...................................................................................................
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