L

Rainbow Children's Hospital - Banjara Hills ]
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Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
hildren’s ,Telangana, India ,500034.

Hospital " TEL NO :+91-40-4466 5555

WEB : https://rainbowhospitals.in
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Rainbow

ADMISSION SHEET

I LR R
Registration Details : R AR H L (T ]

Admission No : IP5-00176210 Admit Date : 10-Jul-2026 Admit Time : 11:36 AM UHID : BAH-00646550

Patient Details :

Patient Name - Mrs DIVYA TIRUPATI Age :33Y10M17D

Guardian © MR VISHVA KAMAL KONDAPALLY DOB : 23-08-1992

Gender : Female . Religion

Occupation ; ' Martial Status . Married

Address (H) : EMAMI SWAN LAKE APTS, TOWER 2- 1316, Phone No : 9966286674/
;(gggt?pzally Hyderabad Telangana INDIA E-mail . NO@gmail.com

Admission Details :
Bed Type : SHARED WARD Bed No :SW 415 Ward Name : 4F-BIRTHING CENTRE

Room No : Sw 415 Admission Type : First Visit

Ccentact Details :
Name © MR VISHVA KAMAL KONDAPALLY Relationship  : Husband

Contact Address : EMAMI SWAN LAKE APTS, TOWER 2- 1316, Phone No © 9985552310 / 9966286674
Kukatpally Hyderabad Telangana INDIA 500072

nature
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
JANAGAMA
F~‘=rral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
PaymentMode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD
Printed Date / Time : 10/07/2026 11:41 Printed By : 015513 Page 1 of 2

\

!



i =

Zz
Rainbow’ . vy
Children’s ‘B"'tthght

Hospial_| (@ ez
ACTIVITY RECORD FOR BILLING
Name _____________; __________________________________________
BERENBEE: o T PNE e i EonaNant - -4 - =S Dapbieer - Lo o
Date of Admission: _ _ _ _ _ _ _ _ Tiler - e Date of Discharge: _ __ ____ _ TimBee: == iy
Roomi/BedNo: - Tein=ra Wil 5 - i Suggested Billable bed type : _ _ _ _ ___ ______
WARD TRANSFERS ‘
Date Time From ; To Signature of Nurse
14 3/0¢ 6 Gan| €8-11 9oy Dooms3T ] Sandmjw
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 | Disconnecting !
s Equipment Time Time N 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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Presenting Complaints P \M\\S\yy D 2 Y |jr\l(,'
w””\mu\i§\u " Corrected EDD: )-c,‘\‘\ \M GA: 23 w\us :
Obstetric Formu.la: € 3 L"m% . Menstrual History: Regular: [l ¥es [] No
Obste;:i::mtc));y: Obstetric Examination '
W o Lontiphan .. Fundal Height: “S'SAm + ool
oduad ek \Lesa . Ut Activity: [] Relaxed ~ C3-Wfild [OMod [ Severe
Present Pregnancy Record: Liquor: | -Adequate ] Oligo ] Poly
GhHon ™k ~2eedn PP: ‘;l,GephaIic [ Breech Others
' Head Fifths Palpable:
RISK FACTORS: FHS: P»Normal (] Tachy [JBrady [T} Absent

( 3
Per Speculum Examination — ™ ©- .

Draining: [ ] Present [ ] Absent [] Bleeding
Colour of Liquor: [ Clear (] Meconium [ Blood Stained

Vaginal Examination " L

1

N / Cervix: [] Long |+Partially effaced [_] Effaced
Height: .|.59..... cm &l
Allergies: ............. v W AR Mesiliangs: - -Bassnt~ -3l
Breast: [ Normal [ Abnormal
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Liver/Spleen: m,-\* Urine Output: &
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BAH-00646550 IP5-00176210
Mrs DIVYA TIRUPATI

23-08-1992 33Y10M17D  (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA
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Family History: T ¥«
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Surgical History:
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[ aesisin “‘”0“"3, { Children’s BirthRight
jDr.LAVAN BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

\ Hospital _
| ““““\““\“Nm“““n\.u:rimENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility COmpIeteness Remarks
1 Admission sheet A !
2 | Discharge Summary . i 4 |
3 | Nursing Initial assessment ™\ = R
4 | Patient Transfer form ¥
5 In-patient Medical record L -
6 | Doctors progress sheets i
7 | Nursing plan of care and handover sheets [~ \ )
8 | Consultation sheet \
9 General consent for treatment
10 Consent for Surgery
11 Consent for blood transfusion
19 Consent for chemotherapy
13 Consent for highrisk
14 | Consent for Restraint \ [0.08). oL [
15 | LAMA consent [3) 2
16 Consent for special procedure / Sedation 9
17 Consent for Formula feed —
18 | Consent for MR 3 o bne Th
19 | Consent for Radioldgical Inv¥stigations !
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) 9 =
22 | Neonatal Admission/Delivery/Physical Exam | . bt
23 Medication Reconciliation \
24 Emergency Triage record .\
25 | Pre operative check list \
26 | Surgical safety checklist :
27 Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR &BP chart o ¥
30 | Intake and Out take chart (fluid chart) e &
31 | Drug chart (Regular Prescription) | \
32 | Investigation Values (result sheet) 3
33 Nebulization chart
34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts) | '
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale -
38 | Braden Q Scale \
39 | Bed side check list |
40 PICU bed formula Dilution feeds 1
41 | Gastro monitoring chart ¢ \ " Sy }/
42 | Rch ED doctors note A .
43 | BP Monitoring chart - My\hf; " Pk
44 | RBS monitoring chart .y e £ I
o Shall [ YW=
\ Ol o AN 5 e
Total No. of Pages ///\k/\ﬁ /.‘ X 8
O A=
Doc. No. : RCHBH/ FRM / GENERAL / 126 % S \V




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 Your Right to a Safe Delivery

ga;?me Progress Notes Doctor's Order
- PL e Sl die
KOH No C,!‘D '
oo I Bp- flln,]'?nm%ld.n
0 — € Lisina > ] J
o den s wa fA
guf\‘wf Pla- ¢ad M‘QL@M. L)QMJ“C*
Or ﬁ Lk Cw)-_»"V\j.
20 Cophole EMo %ﬁwd now
. - c;zc. Aroear grd WA
NST- Feaohve. —lisndiney  F2I I,J
T
T WREYFYES "
\ \ ?/% T uodoaic /r;c:éﬁ“ cledidegy
N\ ibze¥ Bpge B |
‘/Zj,oo 8p- Loﬁ’lg'g' [500 A
TEMELWS LMMALM
g‘,mL X2/ ixapy 5 et ’QQLFL,L_ (,qj)
fia= Lt el Jr,chgrg'kgl biky Bﬂ 2he
/J’n,_ sl Ve, \ éD}._w% o2 olmlm.!
Uf o —Zpema W D L) 08
W @ﬁeﬁw
- m lﬁ)L_ L'-t’ﬁ:#%
YU, @%mb& £ blaotu} Wi ‘

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



>

Ba
an"“m

/////////////I/II/////////;,/,,, CEr| e

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

PROGRESS NOTES AND DOCTOR'S ORDER
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Date ol
Time r
Hb p
PCV 200
RBC W09
WBC V20 1)
N/L
Platelets Q' 05
CRP :

ESR
PCT
RBS
Na ¥4 '
e : :

Cl

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 L ;
S.Cholesterol ‘ |
PT/INR ' '
APTT
CSF Protein / Sugar !
Cells : , ‘
N/L |
Docu. No. : RCHBH /FRM / CLINICAL / 0138 ' (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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Radiology : 31530 (g s TG e O SR DO A0 o8 et i A S oL o A S I CoR T RPN S LA B MR
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Others (ECG, Contrast Studies etC.,) : ........ccocovvvvrinnriinnrcninnns o TR R ORI
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MEDICATION RECONCILIATION FORM
Drug Allergies. ........... \“\ ...................................................... ~— ot known any Drug Allergies

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

o R <1 SSLE AU WS BRI, s ittt it i i o ssvasesonsin
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | 5ore / Time ?gﬂ:ﬁ%ﬁg
. =t NV L% oy ™o ?\o |Oc ooc
] C - DTG \ ey, ?\h g ‘b\o -|oc oge
a\92)
3 16 LIDG
4 ¢ Coc
5 Oc Ooc
\
: \ JC OJODC
iy
7 \ ¢ CIDc
8 \ 0c Cdoc
\
g \\ , | |oc ooe
10 (JC OJDC

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

DOCTOr Mo & SKNAIIN | ......coociition i TP s s sesshoisronss cobnghaviss sassscvssise

Date & TiMe : ..ooveee..... \C’\'\\LNIA,\ ...............................................

Nurse Name & Signature: ..... (g N
Date & TiMe : ............... Lﬂh\% ..........

Docu. No. : RCHBH /FRM / GENERAL / 090
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0646550 W —
?:H-;Wp‘ TIRUPAT 3\‘ “ M 11‘ D tF) ) :é & |
3 Y Rainbow " ® r; .
% Children’s BirthRight
\\m \\ HOS pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
L]
Date of Admission: ...\.&2. q\ ........... Drug Allergies: \k\ .......................................... _ Lot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - 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)
X Date»
DRUG : Tifne
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
: Datey
DRUG : Tine
Dose Route | Frequency (Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tie
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)



BAH-00646550 1P5-00176210

Mrs DIVYA TIRUPATI
23-08-1992 33Y10M17D (F)
Dr. SHRUTHI REDDY/Dr. LAVANYA

AR T

REGULAR PRESCRIPTIONS

Weight. ....coooeee Ward. ....................

DRUG RN (T foTh LA

‘[ Time

Date

o\

X

Dose Route | Frequency |Start Date

A\ T RN \o\"\

g

s

Name & Signature of the Doctor

Starting the Drugs W\ .

)

2 e
Yl

'ﬁ? ?‘g

Additional Instructlons.

Daily Doctor’s Endorsement by a Sign

IXARERS
[ §

. Date X
DRUG: T pApACETAmDY Tu;ne:& W
Dose Route | Frequency |Start Date _é‘ ) /!
g | po | @ip | ulsy, &
Naje & Signature of the Doctor ~ ~ ' i
StartianDr% ’é‘"’ W
<A i oy

Additional Instructions:

&

Daily Doctor’s Endorsement by a Sign

DRUG: T. cLOfEepmar

Date

Dose Route | Frequency |Start Date
Sowy TN

Starting t?%[):%

T'u;ne

A\ \ﬂ\ﬂ%@
Namew& Slgnature ofheDoctor ' T %

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
DRUG: ~T". PANTD PLA Zplde Ti{ne& \gﬁ(
Dose Route | Frequency |Start Date
éf oWl {o l 1 !7’]".- / @’
Name § Signature of the Doctor / ><\u‘ /
Staﬂing(ﬁ_lizjgé;ﬁ/v /
AdditionaHnStructions: 7 " -

S Y

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BAH-006465°0 Weight. . Ward. .......ccooorrrenenn.
Mrs nlv:g.r; TIRUPAT — g
23-08-1 A
br. SHRU LAVARE Date>
e e e s e =
Dose Dose Dose Dose
DHUG : 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 e I Dose Poes
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
e s D D
Additional Instructions: o Froee - vose
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Date»
VAR'ABLE DOSE Tlg‘le ] NurseSig‘ Nurs‘?’Sm. Nurs‘tle'Sig. l Nur%Sig‘
Dose Dose Dose Dose
DRUG : 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 Do e Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. o e Dosage & Other ;
Date Time Medication 7 Route Signature Nurs
Instructions 9 €5

|0 \:L oy | KRUS\ 2§ e \9\ 5 % %géﬂg :

- . - A
IOP j—-’ﬂm P( N 1 P/@ | 4 [4 T
“UH‘V{ZL Als0, 0 Jus i SopPx, [ oo P/y [ M= Prandf

\ ' 9&2&.5%
W\Fﬁ'ﬂa 1250 [Muip pposzel] 4 o0 _)'7// CH.w | legndl
\ Sholte
W\an’uoﬁﬂl TNT OXNTE N o

A O Clapudt,

— | efoblo ]

\\\‘4_](;; i‘ Q(M IS ﬁﬂ!ﬂéﬁ'f}'ﬂll Al {a ‘ \J Q{l’ﬁx_. ‘Q)(a;gh!_
glakto

WAbe| ubllriy mpeg | 2 W | O [exeds

Page: 3/4 (P.T.0)




BAH-00646550 \p5-00176210
Wrs nwm T'IRUPA _
yiomiro  F

23-08- 199
LAVANYA
I.V. FLUIDS CHART W
eight. .
.................. Ward. ..........

\\ii'i\‘\i{i‘\\\\\\\\\\\\\\\\\\\\\\\\\\

i V. Id

Route

(It infusion, mention mi/hr = Mc

h g/kg/min. efc) i '

\u \'i‘f\ ’)/(_1 °> _'BQ ol U " I’h Sign Sign |Stopping| Sign i
QW‘ \A eraie - oban | toowt Qg,[gﬁﬁ =

PN O\jx l/@f g ob)
|o)4|u, 31?‘@ RINWFR LACTATE g |

N R

il B ' 2ldh

- O¥WUN IOUr\:h ‘_L’ {& \a
. *‘J}O‘ ®
M

6 o0 0l st |

\Q\'j%\‘E quee | Ringel LA
: L LACTRTe |V {@ou{ﬂw

%
Seoul hu wld &
kﬁ-‘ﬂ")"&{
i o/,

N\ug

woo | f
b weep  saemte | IV howl| ;}ﬁ

S

A oo | 2 ‘Pﬁ’w

\ ) Vot tAerare | W) [mu;_\]gv& 9%3‘9
/W \\\ﬂ(

dhdda

-

shebl

M

puwger e | ey
ML

Page: 4/4




BAH-00646550
Mrs DIVYA TIRupAT)

23-08-1992 8
&
Or. SHRUTHI REDDY/r Aty e i

Vi

Sheet No: .............

IP5-00176210

REGULAR PRESCRIPTIONS

O\

Rainbow”
Children’s
Hospital

It takes 2 lot to treat the little.

‘BirthRight"

Your Right to a Safe Delivery

Weight ..............

Date»
Time .3@‘

Dose Route | Frequency

) Sud on

Start Dt.

Sy

)y
Name & Sagnature oftheDoctor / 1™

Ca:

Additional Instructions:

@MVJ*

Daily Doctor’s Endorsement by a Sign

‘DHUG ;

v

Date

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.

Tipe

“ Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

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




Sheet No: .............

REGULAR PRESCHIPTIONS

"2
Rainbow®

Hospital

It takes 2 lot to treat the littie.

Weight ..............

Children’s ‘ . BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG :

Date»

le;l'le

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

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

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tir'ne

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)



———'

,001‘,‘621 0
65
BAR-D064

Mrs

23-0
Dr.

Part - |.

DIVYA
8-199
gHRU

T
T\R“PA:, y10M170

JDr-l-’NmY .

'\\\\\\\\\\i\\\\\\\\\\\\\\\\\\\\\\\\\\

Patient's / Learner Language: (-l ...........

2 3
TH REDDY

PS5

(F)

. BAH-00646550

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

\\S . . g :
: %"j Patient / Learner Literacy: +~+Read .= Write ' C18peak-  Willingness to Ledrp:_[J-Yes (1 No * Healthcare Literacy— (] Yes [ No
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‘BirthRight“

NBOW HOSPITALS

Your Right to a Safe Delivery

Identified Education Needs:

‘/‘Iﬁ sis
/I%:Zt"r:ent and Care Plan

/J-./Pai anagement
- Informed Consent

5. Medication / Therapy (safety, effects/ side effect, interactions)
6. Discharge Medication
_JL—Tnfection Control Measures -

9. Nutrition / Diet
10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices Safety

13. Risk / Safety

14. Activity / Exercise
15. Social & Rehabilitation Needs
16. Special Discharge / Follow-up Education / Coping Skills

8. ‘Diagnostic Test/ Procedures 12. Patient's / Family Rights B T e s !
Part - Il
Use codes from the list in part Ill
. N Designation /
Date Time Ide:l?t“:ed lnionnaﬂ‘?n o Lonsileg - Mechanism/s - . Sinunamre
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3. Emotion

2. PhysicaHmpairment

al Barriers

5. Educational Level
6. Desire / Motivate to Learn

8. Responsibilities at Home
9. Cultural Differences

11. Beliefs and Values

12. Impaired Vision/ or Hearing

14. Others (Specify

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother 8: Spouse Sn: Son D: Daughter C Caregiver Sl R T R SRS o 81 1o 4] (A
Learning Barriers: B

1. No Leamning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

Teaching Tools Used:

A:  Audio

D: Demonstration V: Video 0: Oral

P: Printed

1. None

2. Obtain translator

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

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

7.  Other, Specify

Understanding:

1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review
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Your Right to a Safe Dellver‘y

Date

ie[:r Time | 8 | g 10|11 4 142 4..ki5.1 .6 817910 11§ 12)] 4 2) 3 Sf{e| 7

> 30
21-30
11-20
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Obstetrics and Gynaecology
Early Warning Signs
1 Yellow Alert :
‘ Repeat Observations
in 30 minutes
A \ o

Complete a Full 2 Yellow Alerts Of 1 Orange Alert:

Call the Obstetrician and Repeat

Set of MEOWS Observations
K Observations k in 30 minutes
> 2 Yellow Alerts or = 2 Orange Alerts: \
Immediate Review by Obstetrician and
Repeat Observations
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in 15 minutes or conti
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&

y Warning Score (MEOWS)
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\_ J
s T 4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
% o \_ Y,
3 i
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring J
\ »

* The Modified Early Warning Score (MEOWS)
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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.

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

~ Intake Output L 11 IVSite |
Date | Time | NaWre Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E‘Eg- i
Mouth LV N.G
08:00 am
09:00 am
10:00 am
11:00 am
\0\’\ 12:00 pm 80 ~ - g Eﬁ
01:00 pm 3.4 o
Total Intake : 2 Total Output :
02:00pm | N— LSenl ~ N
03:00pm | R G | N
0400pm | pL 00 ) v1o My
\0\9 05:00pm | £ 100) ‘ 0 { O\Y
06:00pm | p 1 DA ) \ -
proopm | DV 0o ™.
Total Intake : : Total Qutput :
08:00 pm lo© ‘ Ay
og00om | £N_ | yhop | toed ) 0 Jcho
[ 10:00 pm % loond p N
\o\/\/ roopm| @) [y | [0 M W0
1200am | L0 Hond B0
0t:00am | ¢} [ ol U J& ekik
Total Intake:  “y k0D Total Qutput:  \) - 6com| M~ ©
0200am| ph mm@ L, A% .:Pa_q
03:00am| Pp H.l{} e "P o~ M / A
s |00 o thoou)] © |
WY [0 ‘ | £ Lol
v 1 ol o (A
07:00am 59 [ JEERE
Total Intake : Terko.n Total Output :; - | 490 M ™ - O
Total 24 hrs. Intake 1400..{ Total 24 hrs. Output QUO OM
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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.

Intake ; Output IV Site
Thrombo- 3
phiebitis | Sign.
Score Nurse

Date | Time g.lfag::jr% Route NG | Diarrhoea | Vomit | Drainage

Mouth LV N.G

\o
7y~ | 08:00 am
N

09:00 am 0 d\\%

10:00 am N0 »
11:00 am /

12:00 pm
01:00 pm
Total Intake : Total Qutput :pp — / U-
02:00 pm
03:00 pm W2

| 0
{ ®
0400pm| - e el o .|,
A\ | 05:00 pm WV N o |
=)
o

2 s
e

S oJy9

EETT |

06:00 pm
07:00 pm
Total Intake : m =<0 Total Output: () 22—
08:00 pm
09:00 pm '
10:00 pm a D —
11:00 pm il
12:00 am P
01:00 am
Total Intake : Total Output: .
02:00 am
03:00 am Xl
04:00 am .
05:00 am WA
06:00 am \
07:00 am \
Total Intake : Total Output :

Total 24 hrs. Intake MP!‘M Total 24 hrs. Output [‘(\—cL L- é,
\
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wi C Maintain Airway and Oxygenation Cwé;ve Pain & Discomfort g/ﬁaimain Fluid Balance 1 Improve Activity Tolerance (] Maintain Good Nutritional Status J?])Mintain Skin Integrity
-4 Maintain Personal Hygiene (] Prevent Infection ] Meet Elimination Needs Ensure Safety [] Early Ambulation Reduce Anxiety ~ Patient & Family Education
€3 | [ Identify Potential Complications Bl e ST ——— R R

Time Plan of Care Time Implementation Evaluation
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] Maintain Airway and Oxygenation

[_] Relieve Pain & Discomfort

[}-Maintain Fluid Balance

[ Improve Activity Tolerance

[] Mairitain Good Nutritional Status

(] Maintain Skin Integrity

1]
'§ " Waintain Personal Hygiene L=-Prevent Infection [J Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety (] Patlent & Family Education
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It takes a lot to treat the little. Your Right to a Safe Delivery

S O Moming I Afternoon
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("] Maintain Airway and Oxygenation

—J Night

(] Relieve Pain & Discomfr

[J Maintain Fluid Balance
[J Meet Elimination Needs

1 Improve Activity Tolerance
(] Ensure Safety

] Maintain Good Nutritional Status
[J Early Ambulation Reduce Anxiety

] Maintain Skin Integrity
] Patient & Family Education

L]
§ [J Maintain Personal Hygiene [J Prevent Infection
S | [ Identify Potential Complications [ ATWORS . SPOCH. ... oo st o oo s oS 53 s s S A R S GV T AT U ds EDSe g s Mok s
Time Plan of Care Time Implementation Evaluation
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Rainbow®

Children’s

Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor; O“QMOLQ\? ......... Department: e T e Date of Admiision.‘Q.[ﬂ.[..’.?:.&..

BY RAI

INBOW HOSPITALS

.‘BirthRight"

Your Right to a Safe Delivery

§ Diagnosis: ng A J q D @ A ¢ f,) Any Infectlt.m: [1Yes \D—f(o ] Not Known
= Lt TN SRR S
E| &S (g P, | w
2 | Area 0@9 A% 2 vd 3“"“ % S
- ko N
g ' Shift Time 0%‘7 il 2 207" QVWL
= | Medical Condition
= | (Any special condition to be noted): = &Vo,\ o™
N N
Allergy: [ Yes 40| 0 Yes (TNo | O Yes o | 1 Yes MNo |5 Yes 0 No
Tubes/Drains/Catheter: O Yes CHGO | O Yes D/No O Yes‘é No | J Yes &0 | 0 Yes O No
wl Vital Signs: Temp: Pl abe [q3.dy [9¥¢ | afwr
£ Res: QN 19 wqu’m od™
z $p0; 29 | aaqv. ?.s% aay.
2 Pulse: &1 ¢ 16 1b )M
2 BP: na\dH [ 10t [ro rDH’w CIRRY
Fall Risk Score: Q O ? ( 3S$
Pain Score: 40 2, © 0
. ge |, \eb
Safety Needs: q@% ye ol
b Physiotherapy O'Yes CHNG D) Yes ONo (0 Yes “No |1 Yes TS Yes £ No
S e i
g Others Specify: WOT @ ' NP NA
= Special Diet: 0|0 Yes N0 | O Yes C146 | O Yes {No O Yes N Yes C1No
E
. & |Other Special Orders / Medications: .
(-
WM o | e
Post Operative Procedure Special Orders: N | P Na- |
S
Handed Over By Name : % x { 3 g c}rﬁq I , A M
2l
Signature : X @ I g;
Date: WY (7 [ p
Time: 2p v, | Fam
Wa_ ‘ WA
Taken Over By Name : d @té@ % \KW 5'3.-(\
Signature : 7@ @.I . %,
Date: W ‘u un |\
Time: Lo T
B P

Docu. No. : RCHBH /FRiA / CLINICAL / 097
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- . Rainbow® . Cl .
Patient Sticker Children’s . B“'thR‘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
TR DOCION il ciiniisississassasisivivasasss 17 R, NN S Date of ADMISSION: ...........ooccceeieveen
Z | Diagnosis: Any Infection: C1Yes [INo [ Not Known
'g I YOS PR L I Lt
=
w
g Area i
% Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|CYes ONo|OYes CONo|OYes ONo|OYes CNo
Tubes/Drains/Catheter: O Yes CINo | Yes CONo [ Yes CJNo | Yes CJNo | Yes CINo | O Yes T No
Vital Signs: “Temp:
E . Res:
o Sp0,:
% Pulse:
2 . BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
L Physiotherapy | Yes C1No |1 Yes CJNo | Yes [1No | Yes CJNo|CYes CINo | Yes LI No
=
=]
'E‘, Others Specify:
=
E Special Diet: |0 Yes ONo [ Yes C'No | Yes C1No I Yes C)No | O Yes CINo |0 Yes ©JNo
£
S |Other Special Orders / Medications:
- =
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature : »
Date:
Time:
Taken Over By Name :
Signature :
Date: *
Time: .

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Rainbow’ .
76210 . .
e Children's | & BirthRight
- 2 33Y10M17D {F} .
b CHECKLIST FOR THROMBOPHLEBITIS ~ Hespital, s
S ELE e : i ] ]26
'O} DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Bisarve s 0 O o @ 1) 4]
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula _ G AN ¢ B e
* Slight redness near IV Site ol e
3 | p e o Early stage of phiebitis / . L[
" i ~—~
Pain at IV site Redness Resite Cannida R | it
::\Iflig;;? ? ToNowing SoRe Medium stage of phlebitis / —
-4 | Pain along Path of cannula ?esr}e Catnnuia il . — |~
Redness around Site Swelling i Sl 5 g
All of the following Signs are 2
evident and Ex‘?;ngsiveg: Advanced stage of phlebitis or s
5 Pain along Path of cannula the start of thrombophlebitis / 4 O el
Redness around Site Re site Cannula Consider p
Swelling palpable Venous cord Treatment =
All of the following Signs are
evident and Extensive : Pain Advanced stagg of —
6 along Path of cannula Redness thfqmbophlebnis/ : 5 e i L e
around Site Swelling palpable Initiate treatment Re site -
Venous cordpyrexia Cannula
Signature of the Nurse | E ﬁuﬁé@u LB b .,,, <oulilel
- 7

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

Signature of Shift In Charge :

Signature ; ...........S . ) LL A Name: ... . INZADE. SN

Docu. No. : RCHBH /FRM / CLINICAL / 137
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Signature of Ward In Charge :
Signature ; .......Y. S8 Name: ......... g, o RN




BAH-00646550

Mrs DIVYA TIRUPATI

23-08-1992

e BRADEN 'Q’ SCALE ke | @ irtnRight
i S

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

sy in body or extremity position body or extremity position but unable changes in body or e.aremity position position without assistance. \_’
without assistance. to completely turn self independently. independently. q’“ L/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
B b Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i - : : ;
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a Q/

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:qls\":er:cgse " by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing

10 mais?ura Dampness is detected every time 8 hours. every 24 hours.

£ patient is moved or turned. ' L‘{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liguids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meai. Rarely eats more
than half of any food offered.

_ Protein intake inciudes only 2

servings or meat or dairy products
per day. Takes fluids poorly

Does not 1ake a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered

4. Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg.
< 40 in a newborn) or the patient
does not physiologically tolerate
positicn 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. Excelient:
Normotensive, oxygen saturation
> 85%: normal hgb; capillary refill
< 2 seconds

S
Severe Risk : lessthan 9 | TOTAL SCORE

High Risk : 10-12 |

. PANLIDIL) TNRE L /YIRS AL

Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

Evaluator's Name

Nan Rim PA44n
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Morse Fall Risk Assessment Form

M
Rainbow®
Children’s
Hospital

It takes a lot to treat the little,

1\

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

. .
Date/Time | 10) 16| 0/ 5| 10
. : h o LIt . .
Choose Highest Applicable Score from each Category Soom TP | m W tod Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) O O Risk Level Morst:'::Isl)Score Abtion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @) 0 O
i 30
: Furniture Low Risk 0-24 gtandatrq Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 v ) o
20 . noO
IV / Heparin Lock or Saline :es . 0 92d) Implement
. Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 :’reven’ﬂqn
GAIT / Transferring Weak (uses touch for balance) 10 i bl Sayaon
Normal /On Bed Rest /Immobile 0 V4 0 @) implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status ‘ igh Risk 251 -
Oriented to own ability 0 O 0 ') ::;;:s::ggn
Total Morse Fall Scale Score: L0 QP

Signature

bbb

Tick (v") whichever precaution taken.

Risk Level and Interventions

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

[] Use chairs with arm rests

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

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

iy

Moderate Risk (25-50) Apply all low risk intervention and
L] Assist and/or supervise ambulation. Reinforce to always call for assistance
] Hourly safety check
] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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e I Lot A PAIN ASSESSMENT FORM s | O i

“' ““I“" . . ; Modifying | Patient / Family : .
NHN“ nm“l o 10) Location Duration Acuity Character A Educated Intervention Sign
ND [ Continuous | [J Acute (1 Sharp [ Dull 7 Increasing =] Yes Al g
mb ,71)”) Oh’o 0 L1 Intermittent | [ Chronic 1 Aching [ Burning | ] Decreasing [ [ No
N L1 Continuous | [C] Acute (] Sharp ] Dull L) Increasing | [ Yes D
\O\Q Wm ® \ 10 PA{O L1 Intermittent | [J Chronic (] Aching ] Burning | [ Decreasing | [J No @—1
| }
_ U'D ] Continuous | [ Acute ] Sharp (] Dull [ Increasing 0 Yes [
\'0\') Q’\Q"‘” ? [ o !'u\n [ Intermittent | [ Chronic (1 Aching (7] Buning | (] Decreasing | [ No kO'&' fl@ﬂa
J T Z
] Continuous | [ Acute (1 Sharp [ Dull (1 Increasing | [ Yes Fpp ” i’ﬁumfu g‘/f
h [ ::f, o Ol & [’D ‘?n%ﬁau [T Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No Al e 0 éﬂ.‘_?
. : T S ; g = » = : =
Log.’ ] Continuous | [J Acute O Sha‘rp 7 Dull ‘ [l Increasing | [ Yes el $ gl / S"mm‘
IOI% 12pA |t / Tk 2bd r\% 1 Intermittent | [ Chronic (1 Aching (] Burning | ] Decreasing | 7 No
FL’;L;N\. N  §
L] Continuous | [] Acute (] Sharp [ Dull C1 Increasing | [ Yes Q r\cle\r
iR BT T o o o bnmen RN o vl 5 e ot i - Sobha
‘ (1 Aching ] Burning | [ 5] Q (3
I L] Intermittent Chronic ] ] g Decreasing No @bfj - 49(5
_ | U Continuous | [ Acute (] Sharp [ Dull L) Increasing 01 Yes \ndens E j
16[’1’ éﬁu& O‘ Lo 61& L] Intermittent | 7 Chronic (] Aching (7] Burning | [ Decreasing | [ No 'l mﬁ-?m 1"0*)
"] Continuous | [ Acute {1 Sharp [ Dull 1 Increasing (] Yes A
7 ' : . naey) Sobhat
[Ol Yau | olw _Nﬁ” ] Intermittent | T Chronic (J Aching (1 Burning | (] Decreasing | [ No obs 2
S’l A—Comtinuous | FTAcute C *’Sﬁé?p C1 Dull [increasing | #~7 Yes Y. T ramade! A QhJ |
[’P‘ I% ClQM 2’“ o A LI Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing | (1 No
L1 Continuous | 1 Acute 1 Sharp  J Dull [ Increasing O Yes und e

A LB :

N | \'\" oo Ol1g | MR 1 Intermittent | [ Chronic () Aching ] Bumning | [ Decreasing | (] No Blo saaaiitie, Q% T

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
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

[ R A S —

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

(PT.0)




PAIN ASSESSMENT TOOLS '\
|
[
!
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years) i
SCORING ]
CATEGORY i
0 1 2 !
. F 3 Occasional Grimace or Frown, Frequent to constant frown, ﬁ
Face No Fariiculs Supstion O i withdraw, Disoriented quivering chin, clenched jaw ,‘
—— [
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up ‘I
|
- Laying quietly normal position, Squirming shifting back and ' . ‘
Activity moves easily forth, tense : Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) : [
] 1 P | 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs, |
|- } } | | { i t } i | Cry No Cry (Awake or asleep) complaint frequent complaints ‘
0 1 2 3 4 5 6 7 8 9 10
ek Possile Pan Reassured by occasional touching, |
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort ‘
distractible |
I
|
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) ;
Assessment Sedation Normal Pain / Agitation |
Criteria :
Wong - Baker (Pediatrics) Above 7 Years 2 -1 0 1 2 .
|
Crying No Cry with painful | Moans or cries Appropriate crying Not| Iritable or crying at | High-pitched or silent- |
Irritabifity stimuli minimally with painful| irritable intervals consolable | continuous cry |
0 9 4 5 8 10 stimuli Inconsolable
No Hurt Hurts Litle Bit  Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated) ‘
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression ‘
Expression No expression with stimuli | intermittent continual |
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenctied ti '
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger . |
tone Normal Tone or finger splay splay ‘
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from [
RR, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or ‘
Hypoventilation or baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation - [
apnea stimulation - quick | slow recovery Out of sync or \
recovery fighting ventilator |
] )
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23-08-1992 UP:a'rmman (F) :] Children’s Bll'tth ht
Or. SHRUTHI REDDY/Dr,LAVANYA Hos ital BY RAINBOW HOSPITALS HDSPITALS
Your nghl to a Safe Delivery

I

00 1 PAIN ASSESSMENT FORM R

"o ! ' - Modifyin Patient / Famil . "
Date Time “‘{'0 /1‘6‘)’"’ Location Duration Aculty_ Character Fact':rsg Educated y Intervention Sign
- W‘Laspl'ﬂ & Continuous | L&Acute () Sharp [ Dull "I Increasing | [-Yes (T L o A5 )
Lt t oI EYW M. | % | O intemitent | O Chronic | wrAching O Buming L Oecreasing | 1 No B - g
A ol LAALnN A1
’ / ] Continuous | [ Acute (] Sharp ] Dull 1 Increasing | [ Yes P U
i i (] Aching [] Burning | [] i ol b
1 U{ n 4, O, to ik U Intermittent | T Chronic O ¥y -0 0 | [J Decreasing No Bl g0 e Bai o
B~ : ¢
' Em PK&M ] Continuous | [ Acute (7 Sharp (] Dull [ Increasing | [ Yes AR ! IU 0
: . ‘ ra
u—/} B‘QM Q/l 0 Pajf) [0 Intermittent | ] Chronic C1Aching [ Burning | [ Decreasing | (] No atuen Pt
0
n p 3 [ Continuous | [ Acute (] Sharp [ Dull [l Increasing [1 Yes Uf\d@f
ﬂ»feIM G(D ﬂﬂr C1 Intermittent | () Chronic (] Aching (] Burning | [] Decreasing | [ No : e g 3 H '
Abdomen 01 Continuous | 3 Acute [] Sharp [ Dull OJ Increasing | [ Yes . (
\"}1? bam | Y l(O P : : B S N , G T mﬁgf‘ ! Paramro
ped?) | O Intermittent | 1 Chronic [ Aching (] Burning | (] Decreasing | —J No Qi
- 3 . U
(] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes und ess
A . 9 Annamvg
l‘j’h gem 0 hb L] Intermittent | [ Chronic (1 Aching (7] Burning | () Decreasing | [ No Ob& ﬂ“’m
L1 Continuous | [ Acute 1 Sharp (] Dull [J Increasing | [ Yes
U1 Intermittent | ] Chronic [ Aching (] Burning | [ Decreasing | [ No
[ Continuous | [] Acute ] Sharp [ Dull ] Increasing O Yes
Ll Intermittent | [ Chronic [ Aching (] Burning | ] Decreasing | J No
[ Continuous | [ Acute ] Sharp ] Dull 1 Increasing =l Yes
I Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing | [ No
1 Continuous | ] Acute (] Sharp 1 Dull [} Increasing L] Yes
L1 Intermittent | 7 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)
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PAIN ASSESSMENT TOOLS

Numerical Pain Scale (Obstetric and Gynecology)

l | |

0
No Hurt

S &S

Hurts Little Bit

1
I T T T T g | T T T 1
0 1 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

2
Hurts Little More

e ®®

Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
; No Part ) v 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
s Laying quietly normal position, Squirming shifting back and : x
Activity mgveg 2asilyy fo?*m' mﬂe y Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, scr'eams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching, [ ' By
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement,
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BR, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

$a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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URINARY CATHETER BUNDLE CHECK LIST Hounl e

A-DD646550
" oww mRupAT 10"110

Dae of Insertion: ... [Q.:}’. 26 ... Date of Removal: H)q’} 246 Q-Jo, Lo ks
' ¢
Parameters < nd Shift Time | T m £l o -
| l
Need for the Catheter +TYes [INo | =¥es [INo /'yés\.\No OYes CINo [ CYes CONo | OYes CINo | OYes CINo
Hand Hygiene f,;/Yes CINo | J¥es '..iNo/zé-'-\ﬁes/fNo COYes CONo | OYes CONo | OYes ONo | OYes OINo
Usage of Sterile Equipment /Y?s CINo .ﬂes [INo [.' Yes@%’;jves COONo | OYes COONo OYes CINo CYes [INo
Is the Collection bag below the level of bladder KAYes CINo | [I¥es No Yes [INo A% 1No 1Yes [INo ClYes [CINo CJYes [INo
Check the Tube for Obstruction (Free of Kinking) JAYes [INo | *Yes [INo ’.Yes/No ’.¥s®- JYes CONo | COYes [CONo | OYes TINo
Is Catheter dated as policy ZYes CNo | [3¥e§ CINo | CYes ,)m/ ;XEB"Z‘NE/:Y&S CONo | OYes CINo | OYes CINo
= e
Collecting bag is been emptied regularly? Aes 1No | €Yes [ONo 1Yes [INo d @ INo ' Cﬁ? [INo [OYes [JNo lYes [INo
2 7
Maintenance of closed system for the catheter //Yes CONo | E4Yes' CONo lYes O N/Q_\>%s\ /Ne/ ,Ye‘s()cﬁ' CYes CINo | COYes [CINo
7 =
Dressing clean and dry? ZYes CINo | [JYes~TINo | [IYes T.QQE))L;YeS ,‘,'NQJ CJYes CONo | OYes CONo | CIYes CINo
H H U | - ”\Nﬂ/ I '/ | 1 - I~ r M i ™
Is the line removed as Policy? TIYes &N 4,¥e§ O JYes CINo _.Yetp. No [ OOYes OONo | OYes OONo | OOYes CINo
Performance of Perineal Care [(#¥és CINo | ClYes~TINo | CYes CINo | CIYes ‘@2\ S R TN | DX Tl
p—
Onset of New Fever CYes #No [a¥es NG | ClYes CINo | CiYes CINo @ iYes C No [ OOYes CONo | COYes OINo
Asses for the leakage at the site of insertion #Yes CINo | *Yes CINo | [lYes CINe tYes TINo (TJYes CONo | OYes CINo | OYes [CJNo

fthe N \ =,
Name of the Nurse V?E\OE T/ _({}(d 5
Signature of the Nurse ég : \, -

Docu. No. : RCHBH /FRM / CLINICAL / 114
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I Children’s BirthRight
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It takes a lot to treat the little. ;fc;ﬂiﬂigr’ll to; Sa]e Dél:ve}y

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Chief COmPIaint : ..o 7 P S  PSEY S |- PR v, U S
Obstetric/ Birthing History : ...........ccc..ooocccrrcvcene AR L i R N I
Previous Surgical/Medical HiStory : .........ccccoovvveevvvecnnees oo APt SN N ) SR e TE S (0

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

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

vine +7-
Catheter + /-~
Postural alignment -
g Jao
On Palpation : Edema — absent / up to ankle / up to knee/ above knee
i
On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic
T
. Diastasis recti abdominis — present / absent / could not be assessed

Able to initiate Pelvic Floor Activation — .Vﬁs [J No

Spl Notes -

Treatment Plan :
"/Lateral Breathing ‘J/F’e!vic Floor Activation ﬁransversus Abdominis Activation
,\/Gluteus Activation r‘ﬁctive Motion for Limbs = Transfer Training & Mobility
~/Sit to Stand 'ﬁonitored Walk '4osture & Ergonomic Education

Signature : ........ j)., .............................................

Date & Time: ......... t!.(?../a?...(: ............. S5

Dotu. No: RUHBH /FRM /CLINICAL / 200
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Rainbow” 2 2
Children’s ‘Bll‘tthght
i BY RAINBOW HOSPITALS
ATIENT TRANSFER FORM Hospital | s e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
mo::‘:s?ﬁ.up,m IP$-00176210 ’Ol = I°'2 6 C “ o - 6(‘% A 'l-'ngfﬁ O Q: 30&5
23-08-1992 3BYlwmM1ep  (f

Dr. SHRUTHI REDDY/Dr,LAVA

i

07 Shoudh Qza(d—j 0 bseyuation
From Unit To Unit Information to Attendant
0 i YesH~ No[ |
g -1 24dFosy Loy No [:SF}) 3
Number of Sheets in Clinical File Personal belongings including ; . ; a
‘ 26 - clinical documents. If any handed Pat'w with Ip band.
- i over to attendant Yes[ | No[ |
Number of Imaging Films Yes T No| |
5, N G RS L SR
Lr . FYes, WHELY ...t

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

Shifting Summary / Notes Written by Doctor : ~ Yes.—=—  No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
gm&j“" DY Shyukh
Patient & Clinical Records Received by : N

: TP
Date & Time of Patient Received : / %"\

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

[ ] Unavailable Bed [ ] Nurse néf Available | Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (95
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Rainbo . —
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Hospital

It takes 3 lot to treat the little,

vooicIKIC TRIAGE ASSESSMENT FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: ‘OI’HALQ""
1) Level of Consciousness: s@é}nscious

Time of Arrival: ...\

A()............  Time Seen by Nurse: ...})..:

L] Semi-Conscious [J UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain

(] Bleeding PV: Slight / Heavy
[ Decreased Fetal Movement
[J No Fetal Movement

4) Gestational Criteria:

2 OAM.....

CJ Preterm rupture of Membranes / Leaking Water PV

O] Preterm Labor/ Labor
pontaneous Rupture of Membrane / Leaking Water PV

B TR & i s e e s i

3) Vital Signs: Temperaturqu.‘.c?..g Pulse:%\ ....... RR: ... A2... Sp0,: ‘OO BP: 1.\.0.L@Weight: %3»«'—1

Gravida: G J ¢ L A
LMP: ........... TQTLQ]'J/}/ EDD: .......2 UH') 17 Gestational Age: ....... ZS¥YN.4¢dcd........
Uterine Contraction O Yes II@IO/ [0 NA | Onset Time Frequency:
Membrane Rupture @é CINo | CINA | Onset - | Tim Fluid Color:
p M;awq? G A s
Vaginal bleeding O Yes D/ﬂlo [1NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes Q/ﬁo 0 NA Pain Abdomen / Vomiting
Good fetal Movement Q/(es ONo | CiNA | 'FNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
F\ | | | | | I | | | |
| I 1 I | | I 1 T | 1
0 1 2 3 4 5 6 7 8 El 10
No Pai Worst
possible pain
e L R - S et T ST e ST NIRRT e M R TS e i TR SSRGS N S
U e STIPIRRE S (e R S T Days / Weeks/ Months (Strike out which is not applicable)

« Character: ...\....

S L AR e e e T T e ne S o e G o A S

« Interventions:

6) Past History:

B Medical: ...............

a)  Surgeries: ..... L. {UT)QLGB@\J(

Docu. No. : RCHBH /FRM / CLINICAL / 098

potkj Jv. ¢ cﬁﬂuj ...............
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Dr. SHRUTHI REDDY/Dr.LAVANYA

1

7)

I

Allergy:

ll)lHllllllU |

J Yes 0,

9) Prenatal Medical History:
@/é‘ne

L1 Chronic Hypertension
L) Gestational Hypertension

L] Diabetes

] Gestational Diabetes
] Low placenta
L1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

] Category Il: Emergent (Time to Physician: <

15 minutes & Reassessment: Every 15 minutes)

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

\D?egory I Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

L Category V: Non Urgent (Time to Physician: <

0BCU Obstetrical Triage Acuity Scale (OTAS)

120 minutes & Reassessment: Every 60 minutes)

Level 3
0TAS (Urgent)
m’ S 30 m 3
Re-Assessment Enq 15 Minutes
Suspected Pre-term Srgns of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks < |
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
: Hypertension > 160/110 G
Hypertension Seizure activity and / or headache, visual | >140/90 with/without
disturbance, RUQ pain associated signs and
' symptoms
i Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe « Major trauma « Abdominal/back pain « Ongoing assessment « Anything that does ncﬁ I
abdominal pain « Shortness of breath greater than expected in from out patient clinic seem to pose threat to
« Altered level of « Unplanned and pregnancy (for hypertension, blood|  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
» Cord prolapse + Nausea /vomitingand | . Minor trauma (minor | - Out patient placenta
« Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) » Rashes

Time seen by Doctor: ](p%fﬁw\) .....

Nurse Name : .................. ég\f”‘g ......................................... Nurse Signature: ..... ;SO\ .

Date: ...... \D\’)\% ...... J

Time:
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Dr. SHRUTHI REDDY/Dr.LAVANYA - (R:?Ill?c? i%vr‘ll’s . Birth Right“
R AR rozpil_ | s
Tt takes 2 iot to treat the iittie Your Right to 2 Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 1@[ "w’“*’
Baseline Information:
Admission From: ] ER (1 OPD w]ission Disk - 0 DAHBIS BEBBIY ... ). oo ssssasgpvnsmssionsiguoss
Primary Language: sAIugu L1 English [ Hindi 2] DersS: SPOOIY L. ool i civis- Siscaimaistsssssinssbans
Do you require aninterpreter? L1 Yes - M BIOIY ..o vooscngiaissini safiiss ik ssnotransonsinsrarmoblhchmsasssasuappsmaganansassesesists
Source of Information: )/Z@itient C! Family EEDBErS SHBBITY ... 50 oh i S Lol b
Allergies: [IYes ,/ No ["] Medications (] Blood Transfusion ] Food B ...
[FYES , IHBMLIY ...........ovuoreuesesssscnssessseesseessmsssitmsssssessssssessssssssssessstissessstnsssmssstsasessssessas s enasng s e s s s
O I . .. ... .- ciciinanmioms o sios SR kst mens ey s ssfssse Doctor Notified on Admission:v/ Yes [!No 1
; ' %ﬂ .......................................... Name of the Doctor: ..£27C. 5 4ot N\;
................................................................................................................... Time Notified: :......L. ). e XY
Past Medical History: Obtained From (| Patient [ Family Member ] Medical Record [ Other| (specify):.. . o
Past Medical History Past Surgical History Previous Hospital Admission
Iy \ 3—\*1‘3«[0\0 L C«Qf\J vql
pelpe oy
Gynecology Assessment: (| Not Applicable | Gynecology Sur;ical History: ) Gynecological History:
Menstrual History: ........ooeevvinncniinenns Caesarean Section: LA%o [ Yes Contraceptives: E/NG [1Yes
................................................................. Cervical Cerclage: ,}f No [JYes Vaginal Discharge: Iﬂ/ND ] Yes
Onset of Menarche: ....c....ccconiieniineniranns Ectopic Pregnancy:pz{’ No [Yes Post-Coital Bleedingy{ 0. 3 I'].fes
Menstrual Cycle:;/égular lrregular | Myomectomy: / No [OYes Infertility: 2\10 O Yes
Last Menstrual Period: ..... L ]0) .......... Others: If Yes Type: [ ! Primary [ Secondary
Obstetric History: G \ ..................... P il i  TEPAE N e I e CL
Previous LSCS: ..........! U T T
Current Medication: " None \F/Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
[] Heart Disease ﬁypertension I Pfabetes [ Stroke  [J Seizures [ Kidney disease
[ Liver disease 5 corns SNt R P B TSR T R S S R e
Vital Signs / Measurements: Temp: ﬂ\&@;‘( : W Cgk Rt 23N
BP: n.m.\;ﬁ.-.).... Weight: . 157 Height: ....cror.. DML i
Pain Assessment: Pain: [ Yes \'_’/ﬁo (If Yes, complete the Pain Assessment / Reassessment Form)

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

“HYSICAL ASSESSMENT
General Appearance; . Healthy L 1ill looking [ Anxious | Agitated L1 Others: ..o
Fall Assessment: [ | Yes JAU <[ TO—— (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes Jté L7 | (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
_| Mobility problem (] Walking Problem 12(0 Abnormality Detected
L] Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: % Abnormality Detected
I Overweight LI Poor Appetite > 3 Days I Needs Therapeutic Diet.

_Under Weight L1 Diabetes Mellitus "I Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
\:/qum & Cooperative LI Restless L Depressed | Agitated LI Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: ] Yes [ 1No if Yes L e T S Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single *Qyér\ried CIDivorced [ Widow

2. Special Habits: Smoker: [ Yes l\'}(c; Alcohol Abuse: [1Yes '.\*)g Drug Abuse: [ Yes / No

Social History: Lives With ................. Qﬁmbf ................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : '(/4&5 "No Waste Disposal Explained: Sﬂles LINo
Infusion Pump : \']Ces 'No Hand Hygiene Explained: ers L] No ! Others
Above information given to F ..... P G

Name of Person Origntation was given to: Mﬁ\&dx\/‘fﬂ\- ................

Orientation not given Reason:

Nurse Signature: ...............
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Rainbow" oo
C?lli?dr:vr\l”s ‘Blrtthght

Hospital | BY RAINBOW HOSPITALS

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

i )
Nationality: ......L oA ...

NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of Discharge: \'V\D'ﬂw% ............................................................................................
2. Destination Post Discharge: \ﬂ/H‘ome

Family Members Notified (Person Contacted)

(] Transfer

Hospital Facility Notified (Person Contacted)

J. Discharge Status: \/2/ Self Care () Family Home Care (] Home Professional Assistance

[1 Needs Assistance In:

L1 Medication L1 Yes L1 No
[] Bathing L] Yes L1 No
[J Eating O Yes L1 No
L1 Walking ] Yes [J No
[ Dressing [l Yes L] No
] Toileting L] Yes 1 No

4 Nutritional Plan:
L] Dietary Instruction Discussed with the:
Patient 1 Family Member

5 Discharge Planning Discussed with the:
LD/ﬁutient (] Family Member

6. Patient/Family Educational Plan:

Remarks

] Educational Topic/s: ........... Jﬂ{)‘nw ............................................................................................................

[] Patient's,Educational Topic/s discussed with the:
\.Z)Patient ] Family Member

Nurse Signature: .............. iR P e

r/
Nurse Name: ............ NS A

Date and Time: .................. IQI’I&/H” ..... l ..... A\

Docu. No. : RCHBH /FRM / CLINICAL / 191

[] Others:
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e "] Child BirthRight
i L, o | e
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
Date: “Hf»?é TREE inicvviiii g ﬁl}* ................
Origin: ......... M&* .................... Height: s Weight: ...... .'B:”C‘ff B X136 )‘—(’}/ L
@  FOOdANRIGIES: -..ovremscnsesresreeeeseereesesecs — | I T SO Voo 5 . . < - <ok

Type of Diet: [ Liquid L1Seft [J Normal ] Diabetic
(] Vegetarian )DNon-Vegetan'an L) Vegan
Diet Advised:

A &OOfL Mh bwo»!on ..... Y o e
Awidn b’é’JJ’*I 05 oxal.. Ui .

-
Patient's / Attendant‘s Dietician’s
{
<l
Signature: ...... AT AR Signature: ........ Mhﬁ ..........................................
DERVIYRe; +f
Name: ......... ) ............. Raltr” s AT NAME. ..o K@M ................................
Date & Time: ... AL QG0 Date & Time: “{:}/3-'6 ........................

Ehn Co.

Doc. No. : RCHBH / FRM / CLINICAL / 195 (PT.0)




DIETARY NOTES

Date

Time

Notes

Sign
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Your Right to a Safe Delivery

///////III/////////II/I/I/ BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
O a.Yes

2. MNoRssom.........0 854% ..........................................................................................................................

3. Nipple condition:
. 1 a. Nipple well formed
[(J b. Flat nipple
CJ  c. Inverted nipple
(1 d. Short nipple

4. Milk flow:
1 a. Good
1 b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
(] a. Baby goes to the breast
O b. Mother always sits with a back support
( L1 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

B

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




w—————'

6. Was the position explained:
yes
~"b. No

7. For Caesarian mothers: 4\30
01 a. Mother is required sit and feed from the 4th feed
b. Please explain football hold

8. NICU egmission:
&~ a. Mother needs to stimulate her breast for 2 min every 2'hours

0. Additional NOES: ........ccverevrvnn ffmfINA. ... g\’) A2 %p\w .......................................
oy <o

Continuity of Care: Date: .\ \\Pl\lg ........

Handover given by L AO% K‘\? ........................... Handover taken by ........:,,,\.mc,(;b/{m/,?.[.ml .............
} —
SIGNALUTE ...ovvvvevveeereeee & .................................... Signature ........... S {}@Lﬁzi_, .....................

—

b 7 & L g
Date & Time: “\\(l\zs.@ 6 . 25\% Date &Tlm‘g/ ........... (A Of \,—@ /-}()’(’O
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Departmer zm SHRUTHI REDDWDr.LAVANY“\ Rain ow” | . B'rthR' htm
Children’ | | '
e "GO S| iR
Name: ......ooui PIW‘{AWP\UQQ(ﬁ ........ Age: ..... D.ZS} ..... Sex: ....... ﬂ ................ UHID.No : g& *QQCO\'lQYS‘O
AR ) DJ"[]W ...................... Time: CT"EfM PRODOTOT DDIMING . issssiincscsoirsbipgauismsgiins
Diagnosis: ?nW\‘ ........ ,ﬁﬂiMMD’JJWwHCSW. .............................................................................
B:P/CRT: ..cccaveeee HR: .....cise Weigh&q..-....... ASA Physical Status: O 1 02 O3 04 0O5
Laboratory Data:

GRICOBE; ....civmmenssicossnsrisivon [PTOMBIE covvvsionmeinnccinsaranonss || S R FeRBY oevvsifiinnsansssaencs

INBEE i i sty W ool i iinivin s [y 1 — BEGE cansss ool smisiinalins

[ e R Total Bill: ..o MW s i 27 A A5 o

R 0 i F T P E—— Blood group: Gd A | Stress/ANgIO: .......ccue

B o Rrae s S U 115 e SR e Sy i - BT 1) e R S

i T e T T ssvia thrisstcsdussi s

T T S AMVIBSE ..ocoeenrvessrannerenns |51 [ —

cl /’\ ........................... SGOT/SGPT: ..vovecereennn presn
Medical History:  CVS :—2( )
RESP - i Diabetes =
CNS : (—{ N 5)
Renal : r/
Hepaic/GE: ) - Physical Activty:
Others : Kk
Past Anaesthetic History:

Physical Exam: /'\ ﬁ
Airway: M) 23 4 Mouth Opering: 1 Js__ Mentonyoid Disance, > o Neod &) teem: { o)/
Lungs: Ly € elosn S, e 3 2 o
Heart: (% | ‘/@

CNS: W‘r

Pregnant: D/es 0 No CINA Venous Access Site ﬁ) Spine Exam for regional :  —
Anaesthetic Plan: CIMAC [ REGIONAL (] GA-ETT CJLMA Q—P L
Peri-Operative Plan Explained to the Patient: () Yes 1 No
‘ 9 U,
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: W -2 t—aat

1. DVT Prophylaxis :

N 0RAL<:Wateri ORS 2 Hours (g ﬁf’? (M—‘

Others 6 Hours
. Informed Consent: ™ Standard‘ O High Risk

2
3
4. Post Operative Pain Management: CJ Discussed with Patient
5. Other Instructions:

Docu. No. ; RCHBH /FRM / CLINICAL / 044
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It takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: O Yes [ No Fasting Status:

[[] Consent Preser;t

Physical Status: [] Patient Identified [1 Chart Reviewed
H.R: | B.P/CRT: | SpO; | R.R: | Last Feed:
Pro-0P DIBgNDBIS: .......c.cocncecmemmninensossassmmnsiossssinnss UPBERHON: st b i e e D] [ T —— .
SO i s Bt e e eer s Ansesthesiologist: ....0c..c.ui i Sie et Technician: ...........ccc.......... P
TIME
N,O/AIR /0, LPM :
HALO /SO /SEVO Antibiotic
Drugs:
Suppository
Blood Loss
FIO, /Sa0
ETCO,
ECG
Urine Output NOTES
g3
£
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100
80
60
40
20
10
0
ABG
LAB Values
ES
Gthers
[0 Equipment Checked and Temp: Induction Regional:
Functional ] HME ] Fluid Warmer O w [] Inhal Extremity SpeCify: ..
O BpP [J Cling Film  [J OH Warmer O PreQ, CIRSI ] Spinal ] Epidural [] Caudal
O Cuff Site: ................. [J Hugger's [ Cotton Wool [] Others (41 R S
[ At Site: v [C] Other Hion:
O] EKG Lead L.k - LlaeA Vo
O Temp Site Times: [ Airway [J Oral ] Nasal Site: ..
O FOMonitor Anaes Start; .................. o R A Needle Size: ... sy DO
O Ag;m Monitor OP StlE i J Oral [INasal [ Cuff Parasthesia [] Yes 1 No
[ Pulse Oximeter LU0 = [ Tracheostomy (] Topical Catheter at skif ..................cm
] Capnograph Leave OR: oo B G AR Drug Name & Cong: .................
L1 Ventilator Anaesthesia: ] Awake [J Direct Vision BN s rsrsrmsgicmes
L1 Nerve Stimulator O GA [ Video Laryngoscopy [ Stylette / Bougie e e e e S

Position: .........................
Pressure Points Checked

Eye Care:
[J] Oint
[] Tape
[] Padding
[ Awake

[J Monitored Anaesthesia Care
[ Regional

Line (Size & Location

CJART:.
Ow:.
B,
BNV .

[C] Fiberoptic

Attempts: ..

[ Bilat = BS

[] Semi-Closed Circle
[ Closed Circle

[ Other

BIOCK WAL s
Comments: ............cccoen.....

Transportation to
[J PACU [Jicu [] Other
Relaxant Reversed [ Yes CONo [INA

Name of the Doctor «.................
Signature of the DOCLOT :..............oooovveooeoooo
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU DY : ... © TimsRacaived : .5 LY Time tseharged - .2
250 250 i
ot 0 WGBBIUIE SHE - i et iikesing
w 230 230 | ] O,Mask [] Nasal Prongs
220 220 TP
U:J) s i O Trachgosmmy T Pnede.
8 200 200 | [ Oral Airway [] Nasal Airway
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POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 T 60 1 9 ouT SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 e 5 x
Able to move 2 extremities :olﬂmaarr;m on command =1 ACTIVITY . A Minimum Total Score of 8 is Requtred for
Able to move 0 extremities voluntary or on command =0 L Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION L A 5 i
Apneic =0 | Exceptions to this, are to be explained in the
BP =+ 20 of Pre-Anaesthetic leve =2 i i ician:
S el B8 s Hopaaal space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1 CONSCIQUSNESS
Not responding =0 ;
Pink =2
Pale, dusky, blotchy, jaundiced, other. =1 COLOR
Cyanotic =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
-
Reassessment Frequency: ‘

Pain Tool Used: [ NPASS [J FLACC [ WongBaker [ NPS

]

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
After 24 hours avery 4 hours

b.
¢ Prior to pain reliving intervention
d

With in 30-60 minutes after pain relief intervention

Date & Time:

Transferred to Unit by (PACU):
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EPIDURAL ANALGESIA RECORD

Date: ]O/%}‘L@LL . Time: . 1L IDLM Procedure done by J’PRK\MW*{A,

CSE /Spinal /Epidural Position : 17 ‘ Space:..[g;:.L.‘:/ ..................... Technique (LOR/LOS) Lﬂj
Depth: ... 44 ... Cathoter at SKI; ... D0HALS v Attempts : qu'bLf“"P‘j
Parasthesia : Yes/No{yes details : ........cco...... R s on Bl ey sassrodl o Mﬁ,ﬂ"( ..............................................
Solution Composition : C)'l‘/g .............................

Any other issues :

T T - 2T TS TOR I e, PN L. 1. S . el SO, | S
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Delivery Details : ~ Time : ....coceeveennene APGRR: .icvsisismsiinns SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : DQ‘TUSP!RWVA—HD%,&TXMbaEL@LL&,

PatlenlSotIaehoN o it i hmin St B R e T R T S

Discharge /Shifting ordered by

Doctor Signature: ......

Doctor Name: ....... D0 \¢x\R)... RAMN Do
Date and Time : idﬂm%u§0>9M~



BAH-00646550 -

s IP5-00176210 .
A TIRUPATI {///ﬁ'

23-08-1992 3B3Y10OM17D tF) | :: ®

Dr. SHRUTH) REDDY/Dr.LAV, Ralnbow

LT Foaoral * [ oo

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

PROCEDURE SAFETY CHECK LIST (TIMEOUT QUTSIDE OT)
Procedure Name: ............... i G S ST T PR N S Date: {DJ% ....................... in-Time: .. DEP2d..... Out-Time: gg#%w

DR POYIRING PIORDIRI: ..............osmimnsssinnaniminiosssss dosnathbs pebtabios Doctor Giving Sedation: ...t IR S oo c... oo o ooosnsssans Assisting Nurse: ...2720@ 9 ..
SIGNIN — Time: . <) 4.0 TIMEOUT Time: Z1 (CP.90). SIGNOUT Time: J.2OPW..
Yes No NA Yes No NA Yes No NA
Patient is verified using two identifires (Name & UHID) L// s O i Correct Patient /vf i e Name of the Surgical / Invasive Procedure is recorded == 7 [
All required documents, images, studies are available / W Correct Site a2 c ] Instrument, Sponge and Needle Count Completed =771 [
NPO Status Checked from Patient / Patient Attendant / e Correct Procedure e = Specimens are labeled s
Consent is Signed i ;/: ] All the team members introduced P~ =G= Any equipment problems are addressed = ﬂ ]
Any need for blood products i [ i
BASEERMMONE ... o
Any Risk of Hemodynamic Compromise = (/ =]
L T T ) RO b - W
Any drug or food allergy 0 .F?/ -
IR EOINEEE = oA G
Correct Site of Procedure Marked L/ [CE)E]
All resources required are correct, available and [ '24 =]
functioning
- A\ \ (7

Signature of the Doctor: ............. A” ........................................ Signature of the Nurse: ,<ﬂ—uj‘ ........................................... Signature of the Nurse: "ﬂ’ £ N
Name of the Doctor: .............. DRLL/WJ&&M‘TA ......... TOCRTEPE T b .. (S N Name of the Nurse: "A-"j\Jl‘ ......................................

Any Adverse / Unexpected Events
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1
LUNSENT FOR LABOUR ANALGESIA

i

Authorization By: DPQ [ Pafient Attendant

1, 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:
,Zl/EpiduraI Analgesia [ Intravenous Analgesia (Remifentanil)
* | have been made aware of the possible complications from the procedures as follows:

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

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

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

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

« | authorize Dr. l'_ %A P}rW\'\{A and his / her team to perform the above procedure(s)
upon the patient / myself.

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

Patient / Patient, Atiendant: Witness:
Signature: ..... .0 L IR R s Signature: .............

Name: ........... D‘Wﬁ’\" .................................................. Name: ........\ ). 3.2 0. XAMAL. Movrreeee
PRI WHTDIUBIE .............. .0 s00imme0s il ormnsenopsndaginpadees L e S . O (RRSREING: o Rt
PUIIENINE .. volivacigiebtossiunsaisio sipopreti it et

Doctor (who is taking consent):

Signature: /Q.——— ............. Name: ... QA= S 8L RAMYS  Date \0("7‘[1”&4 Time:. 4.003.L.K........

Docu. No. : RCHBH / FRM / CLINICAL / 288 (26)
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INFORMED CONSENT FOR VAGINAL BIR "yl P=====

| 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.

¥
Name of the Doctor performing the procedure: i d X\”’ o \*‘1\‘

Consentee : Patient Attendant : £

Signature : 7@%@@&M|%Df\d@<lw : Signature : %’*}/ ......................................

Date & Time - 1 OJ/”%/’ P 108 Relationship with Patient: ...............cccccoovveivniviinreenenns
Date & Time : \0\’]3%\]3@97’7

Witness : dﬁ#f Doctgr/(who—iﬁaking the consent) :

Signature : .............. TR, S, SRRSO IR .- <
Name : .............. féw(z Name : ... D0 Mg leass (&00Yy

Date & Time : ﬂo/?j%n!&@/%m Date & Time : \“\')\MQ)\\‘K\A“
Docu. No. : RCHBH /FRM / CLINICAL / 028 -



2z

—

6 Y6 /7, Rainbow’ : LEe o/
D2 PO SBH Chitdren’s | @ BirthRight
o Hospital _ | ({)rseoniosms
Va8 Y
5o T RS 1 RN ISR VU SRRt SOt SRR JE At o LS. S0 7, RS oo §
o003 - - o1 o RS NS R S0k L SO S ORORROT o0 UL . s S O DI

& BB Tl DSEBweH Id eIrdoeik:

® 5 HBAD T FErSe HPBEE DHVODDE0D LB VD ®go BB

® 15650 OBy 308 Hires 0D HEAL BBVEHYBON.

® s HEADH AW, BP0 (BPR) Togoe Dre YHDO Bawdso.

® S Hfadb g, mwm.muo D DaT°e3R00ND mxw@&m RODoDEO
DEres HODO (AP 235:50) GBS, PBAD Daresorr Bwe F80 SHArHoD (502 BA300 T250° BEYID PIHOBEO.
TEPED TR0 BHH IDBBDE0, DHVEBTFEHE (PR HOAN BP0 Sy PG BrO BrGH0 DoGE0
Sasnty 855 BB 88¢ (565). Dires HHD0 EBH i HEcHO grcHw.
5P POHO DBADHOSO S*EJS, S35 IR 218 TB5H) SB&* DBOADS wesTe BODH BoDHORD
OBIB0 BOHHN,
DEFEOT Br HOBBO VFaoSE @0 JIGyR For TEFH VAN BED HYIVOD YaDS 088, Haroren
S0GHH)) @O, ©BY, P, 85 D0, 58 HrY)d BJVG0 DL, F8y) HON BB, g TE°0S
(OO, BEHHLH TPOHO By ®ISPE0 BH0NN, EPHr, HT OO B BHS*F0, HTOLK (PADLO HOAW
S5 RADO) HOAKD 85D 58 HBBF0HD DdwEe HOaHO HOVADEIHEO

L) DDA T° WD 6690 B> BYFD P50 HOE DVE BBS) DS B0, AT eT°ED FOAD

DO ATFED STRONO B BP0 VLY ©0B8ONT .

TPeP DO, PR TR HODOBBEO HQ SY VAN 236 BTN GOEPSR T BEVRD; WONS, DENHOS
$58nen BHBBD I (J1roardd

B DHOODD ST ST PHODD DEPTOH B K000 HDHRBLT. S8 HEAL ©Y S5 JosroR &
DERPODDBE AN D) BEVXVET®AD

£0 SECR0 BORPOS BB i s s s s oS A

a%g@gh@&owo&u g
DOOBEB oo QOBERD v
£
7 . S |
< s JRORIIR . U 0% 5ol e i
S8 DOAIN DSDAED o
D5 (DTS DB B0 0N B8)
ATn < o G TS, LT, R
" O TN

Docu. No. : RCHBH /FRM / CLINICAL / 028




