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SURGERY DETAILS

Date : . Ul@'lj’e’%
Patlent Name: TY)oX... Ana.%m N\mm"g&c}’éﬁte of Birth: .. ST L 11%611 Age: . ny

Gender: 27T LA . Ward:...gé.éal? ....................... UHID No.: & AA-=0.6. 2\ 9520
Date of Surgery: ... 1,‘4 [«% (70T -1 rw 10T-3 []0T-4 [JOBGOT-1 []0BG OT-2

Name of the Surgery : . B o7 S T %lp d,w;’u(\p ...........................................................................

T 0 Time Out ;... c?/ﬁ"ﬂ ......................

NAME AMOUNT
1. Surgeon : (Q'T '}(/\0#@.61% ..................................................
2. Anaesthetist Y s Q ..................................................
3. Assistant Surgeon : D Q%H,Lu&ﬁ—@f\m ge‘dd/tj ..........................................................
A SQTEEEHNICIHITT it i i s R | | assssssssssnadioatpa disves ot I

5. Circulating Nurse gg:s. ECA-% [mﬂ7 ...................................................................................
6. Assistant Nurse zg gm&ﬂﬂd‘ﬁ\ﬁ ..................................................

Special Equipment: [ Laparascopy (| Broncoscope (] Harmonic [] Morcelator
[] C-ARM | Cystoscopy ] Versa Point ] Liver Cusa
[ ] Neuro Cusa L] OMBEE-.......cvniccnasscniiniionmiittn

Signature of the Surgeon Signature of Circulating Nurse

Order No: ...... CIQCTO‘G 5 i Onder by ... e S NG Lo R
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Date: ... 5| HLG........ Time: ... 1013080 ...
origin:. Faeldanac . Height: .16 2crx....... Weignt:....&'.Q.:ﬁ?..[@afS.... BMI: oﬂ.ota[m’”
ﬁoodAIlergwsm ...........................................................................................

Diagnosis: PMD-[‘SUD(SFGMMQ%V&‘@NJIJAV%) .............................................

TypeofDiet O liud  DSot  ZNormal O Diabetic
[ Vegetarian Eﬁon-Vegetaﬁan L Vegan

Diet Advised:

.............. Nezmad chd!k 'moi-efm Aiek
............. voraclude F.Lwdﬂa,cgi)ﬁ‘a.{ Liaciels

................................................................. Pueid. apicg, Lhied awd sutsidulond

Patient’s / Attendant’s Dietician’s
A\ ,
Signature: Q% ................................ Signature: .. SAAYB= e
NAME: .evoverrereeennn A"a—"ﬂfx ............................ Name: . SAIMB e,
Date & THNE: o HJ 2o pate & Time: .. 21228
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Rainbow Children's Hospital - Banjara Hills

. 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
,Telangana, India ,500034.
TEL NO :+91-40-4466 5555

: https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00175950 Admit Date : 04-Jul-2026

IRV LR TN I

Admit Time :02:57 AM UHID : BAH-00349330

Patient Details :

rl

Patient Name : Mrs ANANYA NIMMAGADDA

Guardian : MrNV ANIRUDH

Gender : Female

Occupation

Addross (H) - HNO. 8-2-293/82/A/856/1, ROAD NO. 44

Jubilee Hills Hyderabad Telangana INDIA
500033

Age :35Y0M12D

DOB : 22-06-1991

Religion

Martial Status : Married

Phone No : 9000703243

E-mail : nomailid@gmail.com

wdinission Details :

Bed Type : SUITE Bed No :SUITE 1 (311) Ward Name : 3F-ZONE A
Room No : SUITE 1 (311) Admission Type : First Visit
Contact Details :
Name : Mr NV ANIRUDH Relationship  : Husband
Contact Address : H NO. 8-2-293/82/A/856/1, ROAD NO. 44 Phone No : 9000703243
Jubilee Hills Hyderabad Telangana INDIA 500033
Signature

Doctor Details :

roctor Name : Dr. PRANATHI REDDY A

Referral Doctor : Self

Co-Consultant

e

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00

Payor Name : SELFPAY

\\Prinled Date / Time : 04/07/2026 02:58

\
\
\

Printed By : 018621
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ACTIVITY RECORD FOR BILLING
Name : ________________________________________w___
BAH-00349330 |P5-00175950

Mrs ANANYA NIMMAGADDA

UHID 2zns-1991 35YDM‘ID {F)

- ——————— —— —— — —————— —— ——— o ——

Date Ui, el B e e
Room/BedNo:_ _ _______ Ward: __ _ ______ Suggested Billablebed type : __ _ _ _ __ ______
WARD TRANSFERS
Date Time From To Signature of Nurse
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)
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PROCEDURE

Date Procedure Quantity Order No. Signature
O
wi4 | W }’)lP\W" d o LYY D,
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W f L phl, o\ A4 903: @_ﬂ_
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N

ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Presenting Complaints

Obstetnccﬁormula

Tl ho,
Obstetric Hostory:

ﬂ, M- ET- 10D (Fopieps)
m/m M MH/(

%SK FACT

\‘T‘ e

wh MW Q’-AW\.Corrected IJDD

Head Fifths Palpable:
s: H WD WM " FHS:

- Draining:

EDD: HW‘H?@QJQ,
u2h = 4l

[J Yes [J No

e |9 Wl%fﬁ

Regular":

Menstrual History:

Obstetric Exammatlon

Fundal Height: MLWV Qr%

. [JRelaxed ©/Mid  [IMod [ Severe
|qu0r A'Adequate [ Oligp  []Poly
JZ} Cephalic ] Breech Others

) Normal - [ Tachy

ve) NG Lndiye,

Per Speculum Examination- 5

(] Brady [ Absent

Vot 1ndinld
[] Absent [} Bleeding
] Meconium ] Blood Stained

U vl 12

J Pamally effaced [ Effaced

[] Present

Colour of Liquor: ] Clear

Weight. -D-'--L---kg %@__ (a ’Os Closed Dilated B[{ﬁf%
Allergies: ............ U WA— ............................ I(Iiembranes ol Absent
t ~rNormal (] Abnormal

e a Liguor: [] Clear ] Meconium [ Blood Stained
General Examination: Q—B’(’

: Conscmusness wna)‘mpa"or m% Presenting Part: ertex (1 Breech 1 Others
Icterus Edema
Temp
BP: wp 5)

Jrine Output:

Lwer/Spiee
DIAGhM
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

ﬁfm Progress Notes Doctor's Order
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Rainbow® & BirthRiaht
dﬂrmtwm'm ”’ MULTI'DISCIPLINARY PLAN OF CARE FORM ﬁg;lglrtear" 4 .avr!amsowuolsgm.s
Diagnosis: 1S D)/h;ﬂ'l-— Iég'” "M I L MWW l GN/(H (2 fost
%‘":1% \ Discipline Type Patient Needs / ProbIeT List Goal - Plan / Intervention _Signature Team Verification
‘J/Medica! eAital C\~ {, 'H] s . W
O\\m [J Nursing O Modified g W a/ A " w v ML WW4 ) Others:
] I Others: ' Per-Op { : ﬂ é&;
L;“ w = Post Op 4} . p V PT érr
2 U l vy
- Medical C/Initial ' \J/Medical
Nursing O Modified Ve | x I Others:
Y h‘% ©) Others: ) Per-Op &au‘ Qj m %3{5%-,&)0 K
3P o ey mﬁcﬁef cdoc~bon g\,ﬂ;w
1 Medical O Initial () Medical
5\:}\9} 1 Nursing O Modified PNb -I No p Ng‘)m'aj H)i‘zl_ P - O Nursingr
) /‘Zf‘Others: O Per-Op SvVp- dlek P_m esa J;AL} 2 I Others:
IO | diiRa . | POOP \
) Medical O Initial Pasle W, b Ou{:- eve [J Medical
¢l7f2e | o Nursing O Modified PuD L e s 8 ¢ 1 Nursing
;;:FM ~ Dthers: O Per-Op X e "“‘K"‘”‘"‘“j CJ Others:
" Post Op :) W A L(’Y"“"“j
[ Medical [ Initial CJ Medical
[T Nursing 1 Modified 1 Nursing
L1 Qthers: .- Per-Op L1 Others:
[ Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Patient Sticker In i ERDISCIPLINARY PATIENT Children’s LIS
Hospitai BY RAINBOW HOSPITALS
/ FAMILY EDUCATION RECORD It takes a lot to treat the littie. Your Right to a Safe Delivery
Part - I. ; -
Patient's / Learner Language: ...........cocoeveeevmeeerereerennnn, Patient / Learner Literacy: [ ] Read [ Write ] Speak Willingness to Learn: [] Yes [] No Healthcare Literacy: [Yes [/ No
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet * 14, Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15, Social & Rehabilitation Needs : ;
.A./I?ain Management 7. Infection Control Measures _ 11. Safe use of Medical Equipment / Implantable Devices Safety'l 16. Special Discharge / Follow-up Education / Coping Skills «
4. Informed Consent 8. . Diagnostic Test/ Procedurgs ~ . - . ‘ 12. Patient's / Family Rights . AT IS ...l (e e e s R LW ]
f
Part - Il | ‘ ‘ ; i
] ' a ¥
i (| Use codes from the list.in pﬁrt 1]}
s : ; Al Ly . Designation /
Date Time Identified _ Information Taught / : s Comments Signature
Person Taught |  L€MING | yeaching Tools| to overcome | Understanding | )
Batriers barrier/s

0|3 | e Mswmand g | 0o | P | R

0
OV S Lakdion dpej Py | o l l G PR w‘t/‘é'—*

Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 1 1T ) A Dt s S0 ) S
Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ...........c..... SURECEL i I [ =t B

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P:  Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T RIS PRI i R T e e

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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MEDICATION RECONCILIATION FORM
Drug Allergies: ...............couveens N \(DP; ........................................... Mt known any Drug Allergies

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

Shifting From: ..........c.ocoooveveveeee T Shifted to: ........ N'A' ............................................

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | nare ) Time / SHIFTING
LT Doy Ao A A O s
SN R I T
o | DI B> | Vb P | 0D Bacg oo e

4 ¢ COoc

5 \ O¢ Ooc

6 \ Cc Coc

7 ¢ OJDC

8 LJC CJDC

g \%I] DC

10 LI1C [LIDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY REC

Doctor Name & Signature : ... MYp. . \/¥.Y Y.
Date & THeShi............oooo o N NAL ML AL O\ 2. Z ML K

Nurse Name & Signature: ...

Date & TIME 2 voivercieneieieerene b L 0 L GO R e reeeeseesas

Docu. No. : RCHBH /FRM / GENERAL / 090
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. L
RESULT T

Date a0 5Tl
Time T\ | Tallan
Hb Bals, 10.9
. s |36
RBG - 4.2 | 3G1
WBC nAl- 110U
N/L
Platelets n A0 999
CRP ¥4

ESR
PCT
RBS
Na 3 / .
K :

Cl ;
Ca/Mg (35)
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

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.1.0)
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Date
Time
CUE - Alb )
CUE - Sugar R
CUE - Ketones | A
CUE - PUS Cells :
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

oV

ARG o/ ¢
RVTERS
ST L

m‘[f

BHiteand Sepsivitieg et et . SR i Sse e e W LR i < 0 S

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

Radiology : e S T L ST e VT T A £

T et RS e T o PR S SR —

Othars (GE G COTIREEBRIIDS B0, ) - i i ssiinitarionasss g dssvnsssvsssmloss Muipuisgisssss s nsns ssssinssrsassss
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Hos p ital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............
Date$
DRUG: SYP  DOPHALA < Ti?ni % L\'\( W

Name & Signature of the Doctor
Starting the Drugs:

P -

Dose Route | Frequency | Start Dt.
Kl | o [])) ajzjw

\0

A%}

Additional Instructions:

o st dr

Daily Doctor’s Endorsement by a Sign

Dater
DRUG:T- PARP CETPMOL.  [Time <\.Q‘ ALS
Dose | Route |Frequency |StartDt. |t | ?Zy
\Go | P | TID [c]|ov (1A
Name & Signature of the Doctor ' oMY
Starting the Drugs: v g\%,
CEA“! OY Y bvako TRt
Additional Instructions: il ‘
YR
YA &/
Daily Doctor’s Endorsement by a Sign | ~ | |
1 , Dated, )
DRUG: |- BUSCOSHI_ Tim b ‘a\
Dose | Route |Frequency |Start Dt. N\ e
)b | Po i) 3‘[;] 24 &
Name & Signature of the Doctor
Starting the Drugs:
‘ 0, =
d{ Y Dy Saho ENT
Additional Instructions: fe: )
\& :i?/t%r‘
[T
Daily Doctor’s Endorsement by a Sign |
DRUG : pate
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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Sheet No: .............

REGULAR PRESCRIPTIONS

M
Rainbow®

{\

Hospital

It takes a lot to treat the little.

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s | .Blrtthght

DRUG :

Date»

Dose Route | Frequency | Start Dt.

Ti{vne

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 :

Dater

Tij;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Y

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
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DRUG CHART

\

Rainbow* . R
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie, Your Right to a Safe Delivery

FOR THE SAFETY OF TH

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

Date of Admission: b\ ‘1
PATIENT

GENERAL -
DOCTOR

?’0% ...... Drug Allergies: .......ccccceeeveee .

L+Not known any Drug Allergies

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

E 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

1) Right Patient

2) Right Drug

3) Right Dosage

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
4) Right Route
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

5) Right Time

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

9

DRUG : e
Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : TDi?rtlzb
Dose Route | Frequency |Start Date| ’
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : et
Dose Route | Frequency |Start Date )
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)



Mrs ANany, IP5.0p4
A 75950
22- 56-1991 Mm A

B I/ ///I REGULAR PRESCRIPTIONS Weight. ................... Ward. ..osaidin
/llll/lll/llllllll i
Dose Route | Frequency [Start Date ul
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign ¥

DRUG: «T. PARAace7AMO %Ertt%'u\a /

Dose Route | Frequency |Start Date|\v

Nde & Signature of the Doctor '
Starting the Drugs:

Pt o S

N/ 1/ /
9 o | @i |alyl 950/\‘%"& A
N \
VA ,

N

w N/ 2 |
Additional Instructions: O // @ \q_\‘?
L S ARMPS
NAERPAN
- =—TY

Daily Doctor’s Endorsement by a Sign

Dat
DRUG: T+ DicloFermnc Ti?n% "\\\ S\e( /

Dose Route | Frequency [Start Datev\' \ / “gF / r; ~ ¢
/\ § i

p P g‘)
Sow) > Jalofu [ AR [ [T A
Name & Slgnature of the Doctor ) < |/ N\ |
Starting the Dr 9 o N\
R VARETSES : & |
T SAT P S O |
Additional Instructions: ; N - ;\‘?\Q N .\)\ ]

Daily Doctor’s Endorsement by a Sign

Date /
DRUG: T PAARTS Pra 2ole Tir_ne:x\ N}\,\IX
Dose Route | Frequency |Start Date|y >

boy| Po | B0 | 4)7hs o/ AV

Name & Signature of the Doctor ’ N

Starting the Drugsgvda K ‘ﬁ.ﬁ?‘
§4-  [NCUIS

VERIFIED

Addmonal Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Mrs AN‘NYA N'MMAGADDA HVYE

22-06-1991 sy : ‘
Dr. PRANATHI RED '”“20 (F) Weight. ...cconcinunin Ward. ........I¢ b
T '
. Time Nurse Sig. | Nursg Sig. i Nurse Sig I Nurse 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 fa fose . D
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i e i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time Nurse Sig. I Nurse Sig. l Nurse Sig. Nurse 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 Dose - - D
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e oo - i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
y - Dosage & Other :
Date Time Medication Signature
Instructions Route g nNUTSGS

hnfl7]
ud
i

NG

¥ | 2230 [ ODVUAL ENENA JML Y
e [T WO U | LY
1190 a0 PAYES Ly | P
il methy | 2w | I
\AW“}“ VM Tostim sorsirdny |¢:0w~1U T4

L,\V)N" \A | 7AP MASDI et 490:1 /L %&\?\:"f&s
q\e}\y)o _\1/‘ \0;{‘“ TNT OXYTe N 1ov d I 4 50?4%
LV g e VT ANTI-D[ 30049 | Tra s
B
Wolgd N T-gusieptN | fgpp | PO o
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PRANATHI REDDY A

%

BY RAINBOW HOSPITALS

o T Chirdrens ‘BirthRight"

Hospital

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

Early Warning Observation Score Chart - Obstetrics

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

l\/\od’” Tipe | SISO I EE2 1 941 21 3 4 'S e pEN 9 t10p11112] 1] 2 45’6’77

Date

RESP
(write rate in

> 30
21-30 ; 5

corresp. box) |

11- 20 (1]
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dwap

40
39
38
37 e |

36 by f

35
< 35

a1ey LeaH

170
160
150
140
130
120
110

100 ; i

90 7

80 ' - . e A

70 O,

60 ' /

50
40

—
anssald poojg 21|0lsAs

190
180
170
160
150

140 Y

130 A

120

110 £ 1%

100 L £ \ e

S0
80
70
60
50

-
ainssald poojg J|oiseiq

130
120
110
100
90

80 7

70

60

--:l’-“

>

Ly d

50
40

NEURO
RESPONSE
(]

— Alert N A SR T e ) W S ) e

Voice ] i 4
Pain
Unresponsive

\ URINE

> 30
< 30

\ mils / hour
Proteinuria

Protein + +
Protein > + + |

\ Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

e ] | | el | | | | I |
TOTAL YELLOW SCORES .
TOTAL ORANGE SCORES 3o
Nurse Initial N ;A
LR




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

(
N
4 s
Complete a Full
Set of MEOWS
Observations
E S
(

e

> 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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l: Mrs ANANY ssyomizD (B Rainbow”® .

22-06-1991

"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

o Children’s .BirthRight"

Early Warning Observation Score Chart - Obstetrics

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

Date I
. o P Y -
l-{\:}\léa Time&8910111212)3 4(‘567891011121@345 7

RESP
(write rate in
corresp. box)

> 30
21-30

PA . " ".

Saturations

<94 %

CEES G700 N i S 7 ] P N 1Y T .45 O O A 7

Administered

0, (L/min.)

2, dwa)

40
39
38
37 £

36

35
< 35

3jey Lieay

170
160
150
140
130
120
110

100

2 oy g a0 : - &4 1%

70 4 2]

60 ‘ !

50
40

—
anssald poojg 1|0IsAs

190
180
170
160
150

140

130

120 P

’f
P
.
24

110 AL B i

100 ¢ [\ T C
90
80
70
60
50

<+
2Inssald poojg joiseiq

130
120
110
100
90

80

70

i
itd
B
+

i

60

50
40

NEURO
RESPONSE
[¥]

—Alert N N S T i TP i 4 Y o S |

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria |

Protein + +
Protein > + + |8

Lochia

Normal
Heavy / Foul |88

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES BT T 08 ™ (@) o) 0
TOTAL ORANGE SCORES 0. Q e & i& / ér)

Nurse Initial } [ ‘:v\/




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

-
-
4 g e
Complete a Full
Set of MEOWS
Observations

o o

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

(

-

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

* The Modified Early Warniﬁg Score (MEOWS)
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Mrs ANANYA NIMMAGADDA

e A B
f | Rainbow® : el
WA ‘ Children's | @ BirthRight

Early Warning Observation Score Chart - Obstetrics

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

Date \

; - ol
Time 8|9 f10)11|12({1{2]3[4a|s[6Y7[8]|ofwo|ufr2la][2]3]a]s]s
> 30

RESP
(write rate in
corresp. box) |

21-30

Saturations

<94 %
Administered 0, (L/min.)
40
39
g- 38
37 a\
- -
a° 36 Ll
35
< 35
170
s
(]
[}
-
-
']
w

170
160
w
G 150
=3 140
(2]
= 130
T g 120
[= 9 .
= 110 \ \\R.w i 1H1
2 100 ; LB { ' =y 1 ]
= 90
9 80
70
60
50
130
2 120
g 110
= 100
< 90 : : : R
2 80 al » <
o 70 g V4 A
m
2 60 P ] ‘_{O 0‘3 L}
H 50
40
NEURO Alert W | | ™ S | T-T, | |
RESPONSE Voics :
[v] Pain

Unresponsive

URINE > 30
mis / hour <30

Proteinuria frotein + +
Protein > + + [N
¥ Normal
bachia Heavy / Foul [RNNINE
Clear / Pink

Liggee Green

TOTAL YELLOW SCORES [ [@) @] ‘ 2
TOTAL ORANGE SCORES & e - 7
Nurse Initial )ﬁ - ( 5




Obstetrics and Gynaecology
Early Warning Signs

5

1 Yellow Alert :
Repeat Observations
in 30 minutes

J

2 el

Set of MEOWS
Observations

X it =

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

Observations
in 30 minutes

.

%

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

Repeat Observations

in 15 minutes or continuous

monitoring

* The Modified Early Warning Score (MEOWS)
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Dr. PRANATHI REDDY A Rainb-—éwo "
THTTATTTTERCTICN Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. m

Early Warning Observation Score Chart - Obstetrics

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

i P
5(}[7/6 Date - s IR
Time 8'9)101112_12’3‘456789}101112123456('7

30
RESP T

(write rate in _ -

corresp. box) 101 = 200
-1

94 - 100 % o
<94 %
| Administered 0, (L/min.)

40
39
38
37
36
35
< 35

170
160
150
140
130
120
110
100

Saturations

2, dway

218y UeAH

70

50

190
180
170
160
150
140
130
120 3 =
110 Fte

—
aNssald poo|g 1|01sAs

130
120
110
100
90 . - .
70 ; ! :

60 i 7
50
40

NEURO | Alert (7 il w5k 63 = P 57 5

RESPONSE b
] Pain
Unresponsive

2!

&
aunssalq poojg Jljoiselq

URINE > 30
mis / hour | <30

Protein + +

Proteinuria =
Protein > + +

Normal
Heavy / Foul
Clear / Pink L
Green
TOTAL YELLOW SCORES (3] )
TOTAL ORANGE SCORES f ~

e L
Nurse Initial a

Lochia

Liquor




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

8 7
e o i
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
X £ \ »

-

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

N y

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

IP5-00175950

GADDA
SSYOM"‘D (F)

\%

Rambow . -
Children’s ‘BII’tthght
BY RAINBOW HOSPITALS

Hospital

It takes a lot to treat the little.

[FLUID CHART

Your Right to a Safe Delivery

1. All measurements in ml.

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

IV Site

i Natu're
Date Time of Fluid

Route .

NG

Diarrhoea | Vomit | Drainage

Thrombo- :
Urine phiebitis S'Q“-
Score | Nurse

Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

/ Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

7’9

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

~ Total Output :

02:00 am

03:00 am

04:00 am

| [san

06:00 am

07:00 am

Total Output :

Total Intake : )\ lo. )

Total 24 hrs. Intake

GAteen)

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

Total 24 hrs. Output




BAH-00349330 IP5-00175950
Mrs ANANYA NIMMAGADDA
22-06-1951 3YOM1zD

[ Dr. PRANATHI REDDY A

Loy Rainbow” | @ oo o
FLUID CHART) sy | g BihRiont
Sheet No. : @

(F)

\§

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and out;r 1.
3. 24 hrs. tot‘i’ij to be entered in the kardex in RED.

WM Intake Output st
Date | Time (I}ag;tri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiti n?f,?-gé
Mouth | LV | NG

08:00 am TP g o % . — 6 — o PL{,_
09:00 am Gaia 1 Bi 50 - il e o |1
1000am | P) h \,tf:l 0 C‘M.l O n)?[f,n,e i
11:00 am O IRH J‘-ﬂ;&,
12:00 pm N O Zrend]| O
0100pm| C ., | el

Total Intake /\/ 4 gt Total Output :
0200y \|He0 flod | = | - =
0300pm| Y |1 [lood] | - - L,
04:00 pm g A 1& 2
05:00 pm T : 2
06:00 pm i ,
07:00 pm O |

Total Intake ;7 |, 9"\ /" Total Output: P24
0800 pm | ' v
09:00 pm Y Y,
10:00 pm 48 %fﬂm
11:00 pm r

Xﬁz:oo am 0

8\ 01:00 am

Total Intake : Total Output ;
02:00 am e r
03:00 am
04:00am lo
05:00 am 0 i
06:00 am ‘
07:00 am ‘

Total Intake : ‘u TY Total Output : HZM ~0 p

VN "! ! i
Total 24 hrs. Intake Total 24 hrs. Output U< oMo

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

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

(F)

%

\

Rainbow" ] ik
Children’s (L BirthRight
'Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

[FLUID CHART]

1. All measurements in ml.

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

[ wsite

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

e - — Thrombo- -"::E
Date | Time gﬁ?ﬂ% Route . NG | Diarrhoea | Vomit |Drainage | Urine | PRiebitis ﬁ’:ﬁge
Mouth | 1V | NG
\X [ 0800am EEA L | O [QuLo
4) 09:00 am 1.0 D) S{U,?JH;.
10:00 am i W W‘J{‘——
1100 am 0 o 8
12:00 pm h 1 10 | n R
01:00 pm ey : 0 ML
Total Intake : = { ¢ \Ken . Total Output : QO.%S
| 0200pm b0 o
1300pm v O R
g\\g( 04:00 pm i () 0 [euskg
05:00 pm \1n O v 1O [RuHe
06:00 pm O | Budlhs
07:00 pm 9D O Tl
Total Intake - — > \/ @ Total Output : Y2 G5
08:00 pm' " ‘ fa
09:00 pm 18l - Fa
10:00 pm L
11:00 pm e da )WP“ \
12:00 am WwoXd (o)
01:00 am 7 \
Total Intake : T LA ' Total Output :
02:00 am
03:00 am N
0400 am LAy War. S~
05:00 am i IV [
06:00 am :
Wam \]J(k}’h v IV/ 29 F
Total Intake :  ~ (WA Total Qutput: Yyt —e1
Total 24 hrs. Intake WN\ Total 24 hrs. Output porhs{
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Dr. PRANATHI REDDY A

M

(F)

o

Sheet NO. : oo Nl

[FLUID CHART)

N\

=

Rainbow®
Children’s
Hospital

It takes a iot to treat the litte.

BirthRight
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.
3. 24 hrs. total to be entered in the kardex in RED.

Intake ~ Output vsee I0
Date | Time m@:&% Route NG | Diarrhoea | Vomit |Drainage | Urine T;‘é?g;t'r:i%g ﬁﬂgrge
Mouth LV N.G )
08:00 am th O ‘ \/ o 2
\v“ 0900 am ¢ W0 o 3:;1%
\‘)s 10:00 am |- Hho T~ Lol 5
% 11:00 am -0 \ ;7 b 2
12:00 pm ™ Sl \ , el #50 [0s8
01:00 pm AlrS) | L~ | ® 5 lged
Total Intake : mhm Total Output : ¢ p s
02:00pm | ' o a .
03:00 pm Ha 9 M%\
04:00 pm | O
05:00 pm W) | Ludi
06:00 pm H© e 1
07:00 pm - \
Total Intake : Total Output:  —
08:00 pm ' JUL
09:00 pm e A
10:00 pm : ‘ A
11:00pm Lo W [
12:00 am i / f ’
01:00 am
Total Intake : /[ avf/\ Total Qutput :
02:00 am k
0300 am W] bt o
04:00 am L [ikie] gAA
05:00 am el B
06:00 am WAy ¥
07:00 am
Total Intake : “T u/\ Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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T

NURSING CARE RECORD

Shift: [ Morning - () Afternoon Night

KSSORBINIIL .......ccrvoodscsssnsiismmsssssmmonsnssenss bbb W oS P

A4l 20a4....

Date: .....

Y121 [ R TP JRON -2 0T, (A, S

i/?ieve Pain & Discomfort
re

[J Maintain Airway and Oxygenation

Q’ Maintain Fluid Balance

[J Improve Activity Tolerance

[J Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

[J Maintain Skin Integrity
1 Patient & Family Education

é (] Maintain Personal Hygiene vent Infection ] Meet Elimination Needs Ensure Safety
S | [ Identify Potential Complications EL A SR ot s D e e e e e e i e L
Time Plan of Care Time Implementation Evaluation
\ ” ;9\ < g—lf\b&‘ S ‘aj
Q30 = AgLes Pf“{’l ok COHOQI"’IWC? Zew |2 M
e P | Leckdeo] 10 chet—

Check

ELYSY NS

£\Obyr

=] LT (ewtd.&aj.

D @Pl\duw-

oorm | =5 et ~h
| k-
bo0pm| 2 W PlﬂW\\“ G{CBJ'D- u«-g_g;m - \W PV\MOM }V
(L'
Sty |7 Ereme., - Cospmbd  Crumoy  Gpven: Sk

6 i) | = éf.a.cwu)(?
1hm| = %0 d«o«ﬂv&«o«@z( | | ugp, |2 o) Y0 O Q@,M
BEERRIIIRE. —.......... .. coomesotasssmnasassensyojusyesatesfeinsmrnsssprsinnsnsend B R A N T

NUESE Slgnatre: ............ o000 CﬁM

Docu. No: RCHBH /FRM / CLINICAL / 148

Nurse Name: .....cc..ccoueee..
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| NURSING CARE RECORD Hospital | [ muwoncms

Shift: - 0 Moming \yfﬂernoon [ Night 0 l ‘é & - :
ABBOSBTIIING iscsustissiusistisnsassssssosssssamiboisssisipisinsscss F&:\LGVL ......... C OMPZ@” .......... gSv«@OJKQ!ﬂLﬂﬁﬂﬁﬁﬁ .............................................................

[7] Maintain Airway and Oxygenation (] Relieve Pain & Discomfort O Fluid Balance B ove Activity Tolerance [] Maintain Good Nutritional Status ju#avﬁin Skin Integrity
intain Personal Hygiene event Infection ] Meet Elimination Needs [] Ensure Safety : Early Ambulation Reduce Anxiety [C] Patient & Family Education

[ Identify Potential Complications ] NS S DB v e o A S P s S S S R e T S e e S RS e

i Plan of Care 1 Time Impjementation Evaluation

wpssess He bqbd éenamv( Cord %ng #9%%&8%@0»{/@@«/ igg,é\ﬁ' G ne.

""EOV)QOﬂ OJEY VO b | | ”'YO\O COVLJEO‘{'EOV) 5

%PW;JQ Tj; | ;4 K 7lg - provieol Mon%evvwfaﬂj-e— alled—
e |0 nmon4eyen 9

- prov | Wﬂ b WV?G.@QB[O MDWJC/Y?V“M C@’Hﬁ%\d«aﬁ&,

onle comPlabte pogi
o 6%(/’ c#'m@dffa/ C@M‘ﬁa/aéfe

e
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Mrs ANANYA NIMMAGADDA
Rainbow” . e L4
8 BaUhSrowun M Children’s = BirthRight
||| CLITEI T T NURSING CARE RECORD pttal B Baon ot
Shift: [ Morning [ Afternoon /Wﬁ ight Date: \J]r-ﬂib ...........................
ASSESSIMBNL. .....c.veooevveeeeeeeeseseessseesseesseesssesssesesesens MH-KNT COIDP\.&DD& Uﬂ[ C[I “C)m(ttgf .......................................................................................................
e | ) Maintain Airway and Oxygenation [[] Relieve Pain & Discomfort p/M'amtam Fluid Balance [ Improve Activity Tolerance ,Q/Maintain Good Nutritional Status [J Maintain Skin Integrity
E A=Taintain Personal Hygiene ,Bﬁent Infection ] Meet Elimination Needs Ensure Safety (] Early Ambulation Reduce Anxiety [0 Patient & Family Education
© | [ Identify Potential Complications B e e o
Time Plan of Care Time Implementation Evaluation
7 J X!
10 As%ss —the Patient  Conditho [g- 000 Acged the patent Opdrtion  puyy
3P ‘ %UPQ’\ 4 P(]ﬂmr IS g{ﬂbh

Wpan 2 MNTHY Uitals | 107 20pm £ VAl Chelia nd  arad

Am P2 oM 4l0 - Chok lam H MU 4l Qharhin?

. ! |
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an | MUE gy | Y (gl ol
IR ... o i i clisicon i b o ams s A e A B el b e s s msmyiiadia esiossubosgiasisind 3 ok suinin hinigsnsdebliaibi oo ORI T s SOOI TRIECN 7 5.1 98 OO
ﬁfﬂugﬂw ........................... SR e s il iem e o
R SR S AT ﬁnﬂ(ﬂﬂf ...... 600(4 "ﬂt{) .......................................................................................................................................

Nurse Signature: % ............................... Nurse Name: &JM ............. Date & Time: Q\:HM@ ..... RTINS —
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NATHI REDDY A

! BB, | @ irthright
T Lo i | @ s

Shift: /E@ning Aﬂernoon (] Night Date: ....=... /04/%96 .........
T T G NS S T W“ﬁrzéﬂp&ﬂg‘j;ﬁem ........................................................................................................

© [CJ Maintain Airway and Oxygenation [CJ Relieve Pain & Discomfort )Adntain Fluid Balance /[Hmirove Activity Tolerance /leﬁmaln Good Nutritional Status /EfMaintain Skin Integrity
8 | ~Maintain Personal Hygiene /Lymﬁm Infection [] Meet Elimination Needs (1 Ensure Safety (J Early Ambulation Reduce Anxiety ] Pati i

[J Patient & Family Education

[ Identify Potential Complications A OIS B IR0 v s s iy s odiint f oo e s e e A R £ 8 R R AR 0 A A AR

Time Plan of Care Time ImplementLation ) Evaluation
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%Pm g_mnu.oﬂe D{ﬁ-.()%'j} %.Qe O pr’ﬂ . mDU:eeﬂ m-'ﬂ"'{@m/ \‘fa—ﬁC-L'{
Re-ASSesSMent: ............oooooo A e N3dendmemt | S done.... fmﬁem‘ S wals.. G.aaev ...................................................

Nurse Signature: ::g&::{; ............................... Nurse Name: .__g ............................................................ Date & Time: ﬁwflcégm
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NURSING CARE RECORD

2z
Rainbow® : R
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
mmmmmmmmmmm Your Right to a Safe Delivery

Shift:  [J Morning  [1 Afternoon _LMight
ASSESSMENE ..o srereee s

p{e‘:li/ ‘Pain & Discomfort [J Maintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity

s Bl %aﬁtain Airway and Oxygenation
'g [J Maintain Personal Hygiene revent Infection [J Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications AT R T R R S NS R I e LT M N S

Time Plan of Care Time Implementation Evaluation

%M
of™

|
W Tu

> fese Sl

Pyl Jo Moy

fuhed W,

Pq hed
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Mrs ANANYA NIMMAGADDA 2
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T chidrer's | S BIrthRight
| s G CARE RECORD Hospltal BY RAINBOW HOSPITALS
NURSING CARERECORD @2 [ospital - Right oS o
" . . L
Shift: Wlng ] Afternoon [ Night Date: ..... 6[4 [ ..... 6 ....................
PEBOBEITANE .l i i e icnsnninsomiinifiinensaiinsesannss SNBSS s o e P et M e e N S, LN AT b iiiiusinsutossinsininsioansdinsilonidniaiisahlsssssoiddusisassbuipasonvsss
e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort in Fluid Balance /Q/me Activity Tolerance O alnlam Good Nutritional Status /Mntain Skin Integrity
§ ntain Personal Hygiene D}wﬁm Infection Meet Elimination Needs 2 [ Ensure Safety | Eany Ambulation Reduce Anxiety [[) Patient & Family Education
[ Identify Potential COMPICAONS o [0 ANY OHNEIS. SPBOHY. ... ... eveeeee oo et e et e e ee oot e e e et es e
Time Plan of Care Time Implementallnn Evaluation

Som RS e pﬂfen-[gmwoﬂ 505 L+ naessed He poé%ﬂ-al o _,[ N
Conolcfen (C,‘?LQVIQ,VGJ condi{ior) pod ey 18

<] 45
'OAm d&moweae MO"LQL(’// - ) 10(6’ # W@v?&og rion e V ghlab[@.
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2 :
i ﬂ&@mw @/h[SofeA _Pfﬂ i oyoviec] podien] fely,
Re-Assessment: %Z@ ﬂ%&équﬁlvw/n.lu ad.ane. i poﬂqem Yakal. %s. @u?’cﬂ ................................................................

12 pm

Nurse Signature: ...... T 7N
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NURSING CARE RECORD

"z
Rainbow®
Children’s
Hospital
It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
fe Deliver

You

Shift: ] Morning U’@on [ Night

. L
Date: ﬁ[?’[zg .............

BRI .ot npivinminiidivisn i L
e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status []J Maintain Skin Integrity
§ [] Maiptai sonal Hygiene ent Infection ] Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety W Family Education
S Identify Potential Complications BT R T O OO S R SO SO SO S e W e
Evaluation

Time Plan of Care
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Re-Asséssment:

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

OO .ottt asirssissisrossiisi iassiadaissisating /\&’L ...... g "\Ijé .

Nurse SIgREIIE: (s i

Date & Time:

................................................................... ﬁ}/&’ow{ GBLAE s By 88t
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Rainbow &
Children’s Blrtthght
Hospltal BY RAINBOW HOSPITALS
takes a lot to treat the lite. four Right to a Safe Delivery

B I

NURSING CARE RECORD
st & 4 2.6

Shift: [ Morning * [ Afternoon ght
O %w& ....... l..K .............. /&(H.U”@
iti [J Maintain Skin Integrity

ASSESSMBNL. ... e e s e
e | [ Maintain Airway and Oxygenation [ﬁ;eve Pain & Discomfort /L.»Mamtaln Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status
E [C] Maintain Personal Hygiene [C] Prevent Infection [ Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications L1 ANy IOthErs. SPECIV. .- L oomnimamiinins o o s e s s e s p ey et s b svaies

Time Plan of Care Time Implementation Evaluation
\ Q/‘\}:Q‘ ‘_J 1
Polvendt gusasall|jopm |7 M&?\f/o/u,;j wiily  oud
}'1 \MJ \
4 ¥

Bp M RIS
(ondé Wom

U Nonstsst

TZdlM
e agrdo o
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U o o pedicaliy ’ ,

P a deater i I pelrcalipn s doobo
-

Andotohon S22

oead | oy %WZ? wsicds s Shblo

Re-Assessment:

SWM/MM&MM :

Date & Time —Z 728 e—é’/é}fﬂ»,z

Special NOteS: .............c.cocoirrrrrerccreeceessnnssseeessssesesssssss Mot ool g ooy ﬂé ..................................................................................................................................

Ml bt —

Nurse Signature: ..........cccooveeeviineriiirreeesee s

Nurse Name: ..coosiamnnig E e o R
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Mrs ANANYA NiMMAGADDS oS0

;:m’,:;, “"“‘":D (") Ramt;riw ® e
S (T Forpis | W@z

NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: @’7 ............. M ........ Department: ......... Eﬁf? .................. Date of Admlssmn 4”[‘1/] "

g Dmgnosus 6_2 5 %7 7/L 7,47/ g  ( ag Any Infection: [JYes Dﬁo [1'Not Known
g W‘M” If Yes SPeCify: ....oovuvveeeereeeereeeeee e
o P o
2 | Area 73 PN )
3 — shittime_|b7 m@"‘m Qé\v s S szg\%’ Ty
g Medical Condition A oK ‘ @(
= | (Any special condition to be noted): : Q
o w/ N ¥
)
Allergy: L O Yes CINo | Yes U/No O Yes & Ro | O Yes@‘ﬁo 1 Yes d(fNo DYes\)Z@
Tubes/Drains/Ca%ﬁeter: O'Yes CINo i:tl/Yes CNo |0 Yes [No | O Yeg JNo | O Yes D{No O Yes;xlﬁ
Vital Signs: Tomp: | g 6 | qEGXT a0k oS (ALY Jag o F
E Res: | 2g¢ l9 [a bt \al— | 90 \¥ 1 4
g 0; | A9 |ty |t [a¥% [1%F Tgay
@ Pulse: % %W’ s D a0 Qs
2 BP: NG () | g 2% [y () pof#RY [LU [ 3 (8
Fall Risk Score: | ) 2o % W [P0 10
Pain Score: | (O 0 % 8] O ()
Safety Needs: | e Y"‘{ X “fﬂ/g \-‘)-5\ ) \-/ e
& Physiotherapy | Yes #No | Yes =0 | 0 Yes }H‘ﬁ) D'Yes:P‘N”o T Yes q{ No|O) \;es,@ﬂﬁ
§ Others Specify: | P M \\,1\ Nl Q\M | OB
g Special Diet: | Yes _F{ No I Yes Q,Ntr 0 Ye(s 0|1 Yes Z'No | T Yes P{ No | O Yesé,D—N{
S | Other Special Orders / Medications: .
§ S VTee RS I L B S R o
Post Operative Procedure Special Orders: l\p/ M - ,] P F'Ds 15?(
&~
Handed Over By Name : (F % ] O?“‘W \ M \g\}\b‘y
— - @y;_% A %
Signature : £ A | 9%
Date: AXT | YTG [0 [sEA AW [\hp
\ Time: b ) @‘(&1’; me Q"w Q/V“) [
0
Taken Over By Name : })UA#O/\M Qe Sf ‘ Q ‘\pf‘r‘ g u\‘ @M
Signature : £ 0N A1 X &
Date: \J\J“Q/ we  [SPADA] oy b\*\\/\’ \QW
\'Ume: %ﬂ/ UM am | %ﬂn’) &[ﬂv\l\
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Mrs ANANYA NIMMAGADDA i

35Y0M1AD (F) -
. Rainbow &

" w Chilarers | g BIrthRight

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

NU SING SHIFT HAND OVER FORM WARD
Treating Doctor: ... ... Department: ........J20= i A ATARE Date of Admission: .. 6 26
= Diagnosis: Any Infection: C1Yes [INo nown
= VL B8 SORCY. iovovsmaninummnsassnmsannss
s PN D pecify
w
2 | Area @j
]
3 ' Shift Time jM %?m‘bw
< | Medical Condition :
= | (Any special condition to be noted): @K
Ly
Allergy: O Yes 5/N/o/ O Yes En/o CYes CONo | Yes CINo (O Yes CONo |2 Yes CINo
Tubes/Drains/Catheter: O 'Yes C)Mo | Yes 910 CYes CINo | Yes CJNo |C1Yes CINo | Yes CJNo
[
Vital Signs: Temp: | 4¢-2r Y- Lf/ |

Res: | aofu 1 1%

f—
z L
2 sp0; | 100 %a| \0&T
a Pulse: . L 4 U\
2 BP: [ 112 ]2 | \\0 (YO
Fall Risk Score: | o
Pain Scare: | ) i
Safety Needs: W VAN
i Physiotherapy | Yes N0 | Yes :r(o O Yes CINo | ) Yes (INo |l Yes CJNo [ Yes CINo
=
- i
_*_2 Others Specify: \\32( P M~
g Special Diet: | Yes gMo (L Yes O I}o’ O Yes O No|JYes CJNo | Yes CINo [ Yes T No
E
S | Other Special Orders / Medications:
Post Operative Procedure Special Orders: @K /\J'X
|\
~
Handed Over By Name : / Q U\"//’
L
Signature : A% - o>
Date: 3;\\?(\1/39 (9{\3(

Time: ‘ W E QDQV‘VA\

Taken Over By Name :

"

Signature : 0%
Date: bl
Time: 4 W
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BAH-00349330 IP5-00175950
Mrs ANANYA NIMMAGADDA ]
_ _ 22-08-1891 35Y0M12D (F) Rainb‘Bw” .
. Dr. PRANATHI REDDY A Children’s & BirthRight
S 1111 T Hospital _ | () suemeierns
+wSTETRICS / GYNECOLOGY
Date of Admission: MM'LO%,
Baseline Information:
Admission From: O ER ] OPD Wmission Desk [0 Others, SPOCIEY i-....c.r-reorersssssssnsigensessassspsisnis
Primary Language: ;;/felugu ] English 1 Hindi Ml OHBREBIIENY i
Do you require aninterpreter? [ Yes ﬁo TYBS SPECITY .....cvorercuecerenncnssisscerisssrs s ssssss s ssss s sass s s
Source of Information: _ |/ Patient L] Family ] ERIORS. BBBEINE ...coiissuiiuibusiyisssnssons ivassniossrtianarnrasartinsiasasasns
Allergies: [ |Yes .Z/ No [J Medications [ Blood Transfusion L] Food B RN e S
FYES , HBMLITY ........ucorreesensesesssecesssensssensssssnssesssssssussssmss s as s s s AR AR RS R S s R
T T S LS SRR, A SR A R R e L Doctor Notified on Admission'j Yes [INo
............................... FF\,LO ADLALD.oo Nameof the Doctor: O Leepile . .
................................................................................................................... Time Notified: 525-0
Past Medical History: Obtained From /Zlﬁant (] Family Member (] Medical Record [~ Other (specify) .................
Past Medical History $ Past Surgical History Previous Hospital Admission
~ ) Ny )
i Gynecology Assessmey{ Not Applicable | Gynecology Surgical History: Gynecological History:
' T Caesarean Section: gfﬁo O Yes Contraceptives: Mo [1Yes
' - Cervical Cerclage: @’ﬂio [1Yes Vaginal Discharge: \J/ No [JYes
Onset of Menarche: ..........cccovveveveererenenes Ectopic Pregnancy: \2/ No [JYes Post-Coital Bleeding:\fy) 1 Yes
Menstrual Cycle: v/‘egular (] Irregular | Myomectomy: \Z No [1Yes Infertility: MNo [Yes
Last Menstrual Period: ..... ‘..Q.‘..\@JM ....... Others: If Yes Type: [ ] Primary [ Secondary
| Obstetric History: G .8 oo P G SR A et

“Previous LSCS: .............. L s R O
Current Medication: D None @/?es If Yes, Fill the reconciliation form

Family History: Emlo Abnormalities Detected

["] Heart Disease L] Hypertension (1 Diabetes [ Stroke [ Seizures [ Kidney disease

1 Liver disease LTRREE .ooivisnniissnsnmmasissssnissiaisiisosssissssistissinmaTsnssbissosssarivsndpiisivasssrssnssvui s e DA T RS
Vital Signs / Measurements: Temp: "EQ‘}: HR: .....&]... RR:.020. ...
gp-110$). Weight: ............... Height: .............. T

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

\\ Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)
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22:06-1991 3syomizd (A

il

T

PHYSICAL ASSESSMENT

General Appearance: \;/ﬂearthy C1ill looking ] Anxious [] Agitated L1 Others: ....vveeeeeeieeeeen

Fall Assessment: \gﬁfes [INo Score..ad(On...... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: E( Yes [INo Score.. 247 (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
L Mobility problem [ Walking Problem ,\;Ko Abnormality Detected
_I Developmental Delay (I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

w

NUTRITIONAL SCREENING: L)/NO Abnormality Detected

" Overweight (] Poor Appetite > 3 Days ) Needs Therapeutic Diet.

"I Under Weight L] Diabetes Mellitus .| Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:

_/Calm & Cooperative L] Restless _| Depressed I Agitated LI Confused

LT MMV 0050 assmres oo s R e A e
Inform consultant for positive criteria
Cultural & Spiritual Needs: " Yes [INO if YeS SPECHY ......vvvvveoooeoeoooooooo Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: " Single Warried " Divorced [ Widow
2. Special Habits: Smoker: | Yes L/((; Alcohol Abuse: [ Yes Dfﬁo Drug Abuse: [ Yes ,;/N'b
Social History: Lives With ........... gé-e'wuj .......................................................................................................
Orientation has been given regarding the following aspects:
Call Bell in Reach : ’C/@s LINo Waste Disposal Explained: _/¥es [INo
Infusion Pump : VIYes [ INo Hand Hygiene Explained: /I'Yes [ No | Others

Nurse Signature:

Nurse Name: ............... T A o,

pate & Time: ... 4381 26, S P,

...................................................
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I

\\

Ralnbow
Children’s

Hospital

-
[tmsaﬂlnh?ﬁﬂ’lelmk. .

- OBSTETRIC TRIAGE ASSESSMENT FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

pate: ... A ) 08k, .

Time of Arrival: ....

1) Level of Consciousness: \E/Conscious
2) Chief Complaint (Reas;n/fw Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
[1 Decreased Fetal Movement
L1 No Fetal Movement

3) Vital Signs: Temperature:ﬁ&.\.ﬁ? Pulse: ....23).. RR:.2.Q.. $p0,; ¥1...... BP: “Ul% Weight: .............

4) Gestational Criteria:

R0,

[J Semi-Conscious

Time Seen by Nurse: ...

[J UnConscious

(] Preterm rupture of Membranes / Leaking Water PV
[J Preterm Labor/ Labor
[J Spontaneous Rupture of Membrane / Leaking Water PV
EUBIEE RBEBON: i i s it v st rssssisissinn

Gravida: G ‘S" Py L o~ A o
... ' .Q.l.lQ..\&,Q..% EoD: ... ) 1% ). 2086, Gestational Age: e RS OO S
Uterine Contraction @4;5 [(ONo | OJNA | Onset N m Time gDvw Frequency: - 1p
e J
Membrane Rupture [ Yes EM{t’J [J NA | Onset Time Fluid Color:
A
Vaginal bleeding O Yes 'E/No (] NA | Onset Time Amount:
" If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (1 Yes Q(IJIO [0 NA Pain Abdomen / Vomiting
Good fetal Movement ﬁ Yes | CINo | Cina | FNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
L | /h | | | | | ] l |
[ T I | ] I ] I I I I
0 1 u 3 4 5 6 7 8 g 10
No Pain Worst
possible pain
. Location:.......@Nm..:ﬁ‘bd.mm .......................................................................
o DI ...ooonsusiviminrinisia d”‘b\f; ......................... Days / Weeks/-Menths (Strike out which is not applicable)
« Character: ............... BRI . e ey U R R
- Frequency: ........... 15...41. NALD)...
« Interventions: .............. c&’}”ﬁfcjﬁ\f fr‘% é’LULQ,\
6) Past History:
a) Surgeres: ............ I‘”' ..................................................................................................
b)  Medical: ........oover.... | A R S| ot SN LTI

Docu. No. : RCHBH /FRM / GLINICAL / 098
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, nnergy:

9) Prenatal Medical History:

one
[J Chronic Hypertension

L] Gestational Hypertension
1 Diabetes

Triage Category: (Please tick on

[] Gestational Diabetes
(] Low placenta

[J Others if yes, specify

the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[0 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

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

E/Caiegory lI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
(1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

WI“,... 3|- o
< 30 minutes
=9 LY S2e¥
Every 15 Minutes
s E N 1
; Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
Hypertension > 160/110 g
Seizure activity and / or headache, visual | > 140/90 dws'?%‘g"g‘r%“t
disturbance, RUQ pain symptoms
| Abnommal FHR racing | At¥Pical FHR tracing,
{ Non-Fetal Movement ; P
Diseased fetal movement
Acute onsite severe « Major trauma « Abdominal/back pain « Ongoing assessment | « Anything that does not
abdominal pain « Shortness of breath \ greaterthan expected in | from out patient clinic seem to pose threat to
Altered level of » Unplanned and pregnancy y (for hypertension, blood,  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
« Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | = Out patient placenta
Severe respiratory /or diarrhea with ; MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomitingand |+ Pre-booked visits (ie
Suspected sepsis Jor diarrhea Rh and progesterone
\ « Signs of infection (ie injections, NST
dysuria ,cough, fever, |- Assessment for versicn
+ chills) + Rashes

Time seen by Doctor:

Nurse Name : ............. é

Date: .......... A(KM% Time: gﬂﬂ)

Nurse Signature: ....... C{
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||||l||||||||l|\|||||||||\I|I||II|IlI CHECKLIST FOR THROMBOPHLEBITI§{/ Hospital | [ srumeoviosns
MQ’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| IVsite appears healthy P, g 0 olo |0 |0 D)
One of the following signs is 7
evident : Possibly first signs of phlebitis g |-
2 * Slight pain near the IV Site / / Observe cannula 1 e i g ‘ M/U"’@/L“L-
* Slight redness near IV Site
3 aT:;oe\?:dg]:t'f ollowing Sigree Early stage of phlebitis / o —
Pain at IV site Redness AR s . 0 g A,
eA\i;lic?é;? ? Tiiing Sotnan Medium stage of phlebitis /
.4 e Resite Cannula Consider 3 g i ] P
Pain along Path of cannula Noatment il
Redness around Site Swelling o
All ing Si
-Of bayeni 'S|g.n e Advanced stage of phlebitis or
evident and Extensive : h t thrombonhiebit
5 Pain along Path of cannula ihe SUACEOF [IFOmECsR vkl 4 L i
Redness around Site Re site Cannula Consider il . —
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ,ﬂ;]dvanced ?tzgt_a of
6 along Path of cannula Redness } rt_)mboph ebitis / : 5 — % e kT
around Site Swelling palpable n|t|ate|treatment Re site —
Venous cordpyrexia Cannula
B
Signature of the Nurse &kfp{ WQ! @_Lf%‘ﬁ,%ﬁ«-

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

Signature

Signature :

Docu. No. :

of Shift In Charge :
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Signature of Ward In Charge :

Signature :

\

Name : ...ieise e i 1g, O SRR H
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ]
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in )_<
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. \.j l/\ V
without assistance. to completely turn self independently. independently. X,
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; : '
YA rndi ‘ Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c;lr\:;’t:ig:eag;girtz? éoms:o i non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \/’
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every \f
wheelchair.” shift in bed or chair. 2 hours during walking hours. ¥ |
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: !
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or '\f
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. Ls)
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or \-’3
half of body. two extremities.
Moisture Degree 1. cmm’ molst: : 2 \rary molst: . 3 9“9"3""‘"" g : i 4 !!arsly molat: : ’
to which Skin is kgpt _mmst gimost _constantly : S}(m is often, but not always, moist. Skin is occasionally moist, requiring Skin is ust_sally dry, rnutu_m diaper |
skin is exposed by perspiration, urine, dramag_e, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing }f
o moletits Dampness is detected every time 8 hours. every 24 hours. \1
patient is moved or turned. b’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ) ‘
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient ({
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely }“e
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another - 1 occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement,
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: . Bmoilberii:
: F Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 4 : 3
T'S%J:yz::auﬂs‘;?_‘n & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N%;n;qtenswe.l ;xyl'gen s_e:lt:ralso;}" (1 k{
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be # S, NOMMAl NG, capiiary rei)
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds.
LS Y
ORE a
Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 — Mt % % g (L(é)
]
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Action

Support Surfaces

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

Regular Turning Schedule
Enable as much activity as possible

Use pressure redistribution surfaces
Manage moisture, friction and shear
Advance to a higher level of risk if other major risk

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

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

— -

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

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

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

Risk Score Category
15-18 At Risk Protect the heels
factors are present
13-14 Moderate Risk
10-12 High Risk .
Less than 9 Severe Risk .

Use same protocol as for “High Risk” Patients

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

High density foam mattress
Gel pads for high-risk areas :
Alternating pressure mattress overlay
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Patient ID Tt takas & kot to trest the e, Your Right to a Safe Delivery
bate:[ B/ 7 o | «
Time:| Z /] 1Oy Q
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: < R e R "’l
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. L,( b{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i ' 4 J 7 d 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 L[

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.

H

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist aimost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

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

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

4. Rarely moist:

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

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

1. Significant problem:

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

e |» > &

B

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

j 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 : i
| + 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 Aeniiing Sritaie St bes
} « Manage moisture, friction and shear 9p y
; « Advance to a higher level of risk if other major risk
[ factors are present
L E A RN IS . SN . ) MBI~ (il lle. RN T AR TV e e A T Y S
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients s
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

Alternating pressure mattress overlay
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Total Morse Fall Scale Score:

Morse Fall Rlsk Assessment Form 1t takes a ot to treat the little. Your Right to a Safe Delivery
Choose Highest Applicable Score from each Category s T M‘jjﬁ) \/| mﬂ 4 blac Fall Risk Grading
Score S & A0 T
History of Falling Yes 25 3
(immediately or w/in 3 months) No 0 " 5 6 Risk Level Morst(ah::g)Score Action
Secondary Diagnosis Yes 15 sl -
(more than one diagnosis) No 0 0 A o
Furniture 30 i m 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 A Precaution
None /Bed Rest /Nurse Assist 0 ’e) © J
IV / Heparin Lock or Saline ;es i Q0 20 &0 Implement
0
9 0 R Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 intervention
Normal /On Bed Rest /Immobile 0 O A 0 Implement High
Forgets limitations 15 Y i |
Mental Status ‘g : = S ahion el };;zl\:eFrﬁiion
Oriented to own ability 0 0 o 2 Intervention

20 20 Q0

Signature C&&\,{ M &N’U\

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low (0 - 24) (Standard Falls Precautions)
/ sure-patients use their prescribed eye glasses if any, in the hospital
& chairs with arm rests
Use safety straps on stretchers and wheelchairs while transporting patients

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

g J
Moderate Risk (25-50) Apply all low risk intervention and
(| Assist and/or supervise ambulation. Reinforce to always call for assistance
("] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form

Choose Highest Applicable Score from each Category D/ Tipe 08 I Ft 6[ ?{;\ :]:_ Fall Risk Grading
S0t |Gy 8pm | B0 M B “pi)
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level | Morse Fall Score Action
MFS
Secondary Diagnosis Yes 15 i
(more than one diagnosis) No 0 R,
Furniture 30 Standard Fall
. Low Risk 0-24 b
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O
IV / Heparin Lock or Saline ks i 2O O @) Implement
= ; Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 :Drteventi?n
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /immaobile 0 D Implement High
Fo limitati R ;
o S rgets imitations 5 15 High Risk > 51 E:tel:natlilon
Oriented to own ability 0 D :
Intervention
Total Morse Fall Scale Score: Q0 O 0
[@]
Signature gmﬁ#f& / pren |

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

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

L1 Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form T
Date/ Time | [, W7
hoose Highest Applicable Score from each Catego Fall Risk Gradin
¢ i oy Score (W Iy .
History of Falling Yes 25
(immediately or w/in 3 months) No 0 © Risk Level Morsn:nl;:lsl)Score Action
Secondary Diagnosis Yes 15 £
(more than one diagnosis) No 0 0
i 30
. Furniture Low Risk 0-24 g:gndﬁiid rl:ail
Ambulatory Aid Crutches, Cane(S), Walker 15 R0
None /Bed Rest /Nurse Assist 0 (9
Y 2
IV / Heparin Lock or Saline Nes , Implement
2 g % Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 1F'rteventl?‘n
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 @) Implement High
Forgets limitations 15 Hiah Ri > 51 Risk Fall
Mental Status & igh Risk e ausntl
Oriented to own ability 0 4] Fegvention
Intervention
Total Morse Fall Scale Score: © 3 Ve d
Signature Q/WAM' %‘
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
[} Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
-1 Use safety straps on stretchers and wheelchairs while transporting patients "] Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM B, | W s
Pain Score L ; Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
L vt | [ Continuous |[—=-Acute (] Sharp (Bl 1 Increasing | t+Yes e .
A’YQF 2Ac0 | O l\O Do) ?—Eﬂntermittent (] Chronic (] Aching (] Buming | (Decreasing | [ No O . éy
\ A oves | 1 Continuous AGCute (] Sharp Tl "1 Increasing /d Yes Mkjm 4
4"[”]‘ oo | ol MM)E’Interm'rHent (] Chronic (] Aching (] Burning /Z/Duecreasing ] No ENeRe St/ Q)?K,«,f
m k COnOex, ] Continuous | [1l-Atute 1 Sharp  [<Oull Hncreasing | &+Yes <=, /
04 |\0 Y ou #7 Intermittent | ] Chronic (] Aching [ Burning | ] Decreasing | [ No 4 (L,,"Caf' Q?
7
' (] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [J Yes ~o-
Mt 6 pm|0l10 | 1n . R 1~ | . A,
o, U1 Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [ No
1-{/1 4 o [J Continuous | [ Acute ] Sharp (] Dull U1 Increasing O Yes rD {&
| 8&| o [ Intermittent | [] Chronic ] Aching [ Burning | [ Decreasing | [ No
h»o p~1n - 9 _ g ) (1
\,ﬂ% )| 0 Continuous b1 Acute C)Shap @Dl | Clincreasing | <7 Yes
W (%V“t ¢ / Lo »Pflntermittent (] Chronic 1 Aching [] Burning | (] Decreasing | [ No :
= Oﬂ M;ﬂ [] Continuous | [] Acute (] Sharp [ Dull L] Increasing | J2-Yes /
U\,\R/ 97"" 0 (] Intermittent | (] Chronic (] Aching (] Burning | (] Decreasing | [ No RI—
; I [J Continuous | [] Acute {] Sharp [ Dull [J Increasing | Yes .
Upm| ©fto [ Wihy— . _
W ’/"7 , [ Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [ No f\,(/%
ofﬂo M’J/ ] Continuous | [ Acute (1 Sharp 1 Dull (] Increasing D/@ '
W) ong [J Intermittent | [ Chronic (] Aching ([ Burning | [ Decreasing | [ No Nb— M?
' N N C] Continuous | [ Acute (] Sharp (] Dull (1 Increasing | [ Yes /
/\,{\Q\&t lme 0\ \ " | O Intermittent | () Chronic (] Aching (] Burning | [] Decreasing | ] No NA CZ@ZI
Re-assessment Frequency: E

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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)




PAIN ASSESSMENT TOOLS

Numerical Pgln Scale (Obstetric and Gynecology)
1 1 1 1 1 ! 1 1 |

No Pain

&

0
No Hurt

I I I 1 I 1 I I I
2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

OB DD ®

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY )
0 1 L2
Fa No Particul i 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 " L
Activity mgveg easily Io?'th. tange y Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sabs,
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) K
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 minimaily 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 Sa0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score : : Modifying | Patient / Family :
Date Time (0/10) Luca?on Duration Acuity Character Facters Educated Intervention Sign
W D \ I] gm [ Continuous | =Acute (J Sharp [ Dull E{::ﬁeasin ~L-Yes @Q e u;ﬂaﬂ\
2’ L Intermittent | [ Chronic -Aching [ Burning gcreasing | [ No
G L B LA W Ple_pivey
. [J Continuous | [ Acute (] Sharp (] Dull [ Increasing [J Yes M
M}E f S0uM ) TY@ 7\31?’/ C1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No O
(] Continuous | [ Acute (] Sharp ] Dull ] Increasing O Yes y
gfq/%,e 50\#"\ O [ D /I A/ O] Intermittent | ] Chronic (1 Aching (] Burning | () Decreasing | [ No n ;Z}f M
¥ ¥
; ] Continuous | [ Acute ]'Sharp (] Dull ] Increasing | [ Yes e : b%
g\ﬂim g-ﬂ") ? lLO Q.Ilr (1 Intermittent | [ Chronic ] Aching (] Burning | (] Decreasing | [ No S)
§\3(\ ’)Jo 4} l[ 0 (42 cﬁ O] Continuous | [ Acute 7] Sharp [ Dull ] Increasing | [J Yes Tob' R dmmom g ﬂO _jr L‘&
AL ; ] ; ; ) Celian s sy
- ] Intermittent | ] Chronic (1 Aching [ Burning | ] Decreasin [J No
b—’?l? pca N\ : ; s Ts QQ\J(‘O
h\ 'Ll \ ( 0. L @ | ] Continuous | [ Acute . ] Sharp [ Dull U] Increasing O Yes %) y‘j\pj_@j' SOU/LC'-) M
( O-p E i i Aching [] Burnin i
5 20m " Intermittent | ] Chronic a g O g | O Decreasing | I No L C,YVOJ'?OH
\/M{UO ( 0 N O [J Continuous | [ Acute (] Sharp [ Dull 1 Increasing | . Yes e < @ 4 LL a
g ) _gi)m O\ P a‘j N L1 Intermittent | 1 Chronic (] Aching (] Burning | (] Decreasing | [ No i i
(] Continuous | [J Acute {] Sharp [ Dull "I Increasing | [ Yes \)m_.i e e ’Hm
3’[1:‘( I'L[’_:I-P D[ (D M'pf [] Intermittent | [ Chronic (] Aching [0 Burning | [J Decreasing | [J No Gg? Sunethq
m 0 bs ex'Vodion
(] Continuous | [ Acute (] Sharp (1 Dull [ Increasing | [ Yes 1] /
% [ q( ﬂwm o/ LD /‘ﬂr | O Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | [ No a“r %
] Continuous | [ Acute (] Sharp 1 Dull [] Increasing Ul Yes A )"A’ SUIS J’&,
6\4/ [2.om 0[[ 0 | M | 5 ieomitent | Ccronic | 0 Aching 0 Buming | O Decreasing | [ No

Re-assessment '

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

0
No Hurt

| 1 1 l | 1 1 | 1 |
1 1 I I 1 1 I I a3 I
1 2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OB D ®®

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

SCORING
CATEGORY
0 1 2
F No Particul . i QOccasional Grimace or Frown, Frequent to constant frown,
ace 0 VaFicylar RXpraSsion F syTike withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and : ]
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
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 A . 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 hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP, 8a0, | stimuyli 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
Tecovery fighting yerm'lator
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It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1]

Modifying

Patient / Family

Date Time (0/10) Location Duration Acuity Character Fiior Educated Intervention Sign
[] Continuous | [ Acute [Sharp CIDul | [ Increasing | [ Yes - g
ol1 |2pm|0le | 10D . . . | moy Mb Buma
Pm (] Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute (] Sharp (] Dull [ Increasing 1 Yes )(\H QL«M%
E) G‘W*‘\ 0 \o VS” (] Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No
D) /1 51 [J Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes AL /
97 2. M (] Intermittent | [J Chronic (] Aching (7] Burning | (] Decreasing | [ No A‘_“’\
[] Continuous | [J Acute (] Sharp (] Dull [} Increasing ] Yes
[J Intermittent | [J Chronic (1 Aching (] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
] Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute . (] Sharp  [] Dull (] Increasing [ Yes
[] Intermittent | (] Chronic (1 Aching [ Burning | [] Decreasing | [ No
[J Continuous | [ Acute (] Sharp ] Dull [ Increasing | .[J Yes
[} Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull (] Increasing ] Yes
[ Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing | [ No
] Continuous | 1 Acute ] Sharp (] Dull [] Increasing | [J Yes
) Intermittent | —J Chronic [J Aching (] Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull [} Increasing ] Yes
(1 Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospnalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



~ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 | | 1 | ] | |

S —_

No Pain

oo

No Hurt

Hurts Little Bit

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

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
; i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
3 Laying quietly normal position, Squirming shifting back and 3 5
Activity mgves easllyy : forth, 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, Difficutt to console or comfart
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 minimaily with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaito 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 s 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, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

5a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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- i URINARY CATHETER BUNDLE CHECK LIST e | @
Date of Insertion: ........ MH ........................ Date of Removal: /F ..... .
. (g e ()
Parameters Date Shift Time 'S £
7 J \ - ;
Need for the Catheter Yes CINo Yes [INo D/Yesﬁ\lo (tYes CONo | OYes CONo | OYes CONo | OYes . CJNo
Hand Hygiene - ' [Aes CINo ﬂ'\?es CINo (zgs‘ CONo | OYes OONo | ClYes CINo | CIYes E1No | ClYes CINo
Usage of Sterile Equipment || fHes ONo ‘{Yes CINo es [INo | OYes CINo | CYes CINo | OYes CINo | OYes CINo
Is the Collection bag below the level of bladder : /&"Ves CINo ﬂﬁs CINo B’@ [ONo | ClYes CINo | ClYes [INo | CJYes CINo | CIYes [JNo
Check the Tube for Obstruction (Free of Kinking) _Res CINo cjz‘ﬁs INo yé CINo |- ClYes /L/No | [Yes D No Q@ CJNo | CIYes [INo
Is Catheter dated as policy #Ves [INo /{\’e C1No ﬂ_{gﬁ_ﬂﬂo__ﬂ_\!eﬁié:&o/w&(\ﬂls 0’1}3\(06—%5 (TNo—T—Yes—L1No
Collecting bag is been emptied regularly? ;)fe’s CINo /{Yes “INo D}es CONo | COYes CONo | C0Yes [CONo | COYes CINo | COYes [INo-
e
L
Maintenance of closed system for the catheter LYes [INo \,1{\’33 ONo | O Yy CONo | OYes OONo | OYes CONo | OOYes CONo | COYes [CINo
, > .
Dressing clean and dry? p)!es INo Lﬁ‘;es [INo D)eé’ COONo | OYes OONo | OYes CONo | OYes TONo | OYes TNo
Is the line removed as Policy? OYes Sflo | O Y?svmﬁ % CINg | CIYes CINo | ClYes [INo | [JYes CINo | [Yes [INo
Performance of Perineal Care ¥6s [1No J{Yes CJNo es CNo | ClYes CINo | ClYes CINo | ClYes CINo | ClYes [INo
Onset of New Fever ' OYes Mo | O Yes‘/é No | ClYes [JNo~1 ClYes CINo | ClYes CINo | ClYes CINo | ClYes CINo
Asses for the leakage at the site of insertion | _LAfes [INo ﬁes CINo Qfes/ ONo | OYes CINo | CYes CINo | OYes CONo | CJYes [CINo
¥il
Name of the Nurse M W__ ' :
' W
Signature of the Nurse (f é o _ﬁ,_ @
)

‘ \
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m H‘ “ ‘ ““ ||‘|||“\ It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM
Nationality: ......... ,QO’MO .........

NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of Discharge: tol?’I'LUM, .....................................................................................

2. Destination Post Discharge: ybﬁlme
Family Members Notified (Person Contacted)

[] Transfer
Hospital Facility Notified (Person Contacted)

a3} Discharge Status: _)Zé;f Care (] Family Home Care [] Home Professional Assistance
[] Needs Assistance In: Remarks
L1 Medication L] Yes 10 RN P SN M OSSO RS SR SR R,
[] Bathing ] Yes EENOT= 7 . i R B i o R T et
[ Eating OYe 2 Ol e - i ol g«\ug)‘ ....................................................
[ ] Walking [J Yes CENGT F imisisiestomissmansinecioetiis oottt i 2 T T BUM R s e
[1 Dressing (] Yes ) PR (. T SR I
[ Toileting L] Yes EING © 0 0 denesiieseiisneiitiee st s nssdiisi s adonsitor e be ek CUNS U s

4. Nutritional Plan:
[ Dietary Instruction Discussed with the:
atient ("] Family Member B3 R ST G LSRR ok - A -

s Discharge Planning Discussed with the:
/v%!tient ] Family Member L I o s diobenssailosnis s ks sraiscnissisn

6. Patient/Family Educational Plan:

[] Patient's Educational Topic/s discussed with the:
F/Pﬁent ] Family Member LRI oo ikl b bt imrane buci s

Nurse Signature: ............ M ..........................
Nurse Name: ................. & MMXAT.........

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

Doctor Giving Sedation: ............cccccevvevrveecennnne.

.r///.
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

\

PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE OT)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight‘"

m ’
In-Time: ......S /IP ............ Out-Time: ........... 2947,

A e

.............................. Assisting Nurse: Q&ﬁ‘vo%

Any need for blood products
BN BOMMENE .....ocoonaiiiininimmadmmins

Any Risk of Hemodynamic Compromise
IENES CORMMBNE ..occniiinsissisnsissnsvisboiiontinsii asssis

Any drug or food allergy
¥es COMMBRE. ... Lot b it

Correct Site of Procedure Marked

All resources required are correct, available and
functioning

Signature of the Doctor: ...,

)

il

El

=1

= 0O

[ g I

=8 1§ =)

v il

Signatire ofthe NISO: .......cuna L BRo=d i cnsissianisosis

Signature of the Nurse: i ‘

SIGNIN  Time:.... S poa... TIMEOUT  Time: .S S SIGNOUT Time: ...&f:.....!.é.’,}z

Yes No NA Yes No ' NA Yes No NA

Patient is verified using two identifires (Name & UHID) = — — Correct Patient oo Name of the Surgical / Invasive Procedure is recorded e O O
All required documents, images, studies are available ——+ — Correct Site oo Instrument, Sponge and Needle Count Completed o —
NPO Status Checked from Patient / Patient Attendant — — =L | Correct Procedure Pl - Specimens are labeled 9 I O
Consent is Signed =5 O All the team members introduced F - o Any equipment problems are addressed / o [ =

ba AL

NS 0T e NUISE: ......ciovicmmiisssisssinerine

V\r)

Docu. No. : RCHBH /FRM / CLINICAL / 083
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Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS

"1l \\\\\\\\\\\\\\\\\\\\\\\\ Hospital | () uenmodnes
CONSENT FOR LABOUR ANALGESIA

Authorization By:’fm (] Patient Attendant

|, the undersigned do hereby acknowledge the following:

Patient / Patient Attendant: " Witness:
Signatire sy, 2. % ........................................................ Signature:

| ha;:zm}dbaware by the doctors in language known to me the details of the procedure as follows:
idural 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. %u-Q'WW\QV\.u&MM and his / her team to perform the above procedure(s)
upon the patient / myself. U

| 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.

Name: ....... QrN%"‘“‘ ........... & \Y“'“\(\ \Aﬁ)b(‘\‘ Name: . Q;N\(Z\Jﬁ‘\m

Relationship with patient: .. A U R O Date & Time: ....J.\ \Nb .......... H\

te & Time: S% ........ L& ....... 2 Ql@p

Doctor (who is taking consent):

Signature: Q_C\/ : B58 B

Docu. No. : RCHBH / FRM / CLINICAL / 288
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- N SR AT B i v e e s e i
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330 AGADDR  ——
BAHOUEE maGADD N

Mﬁn:’::91 3syom1z0
22 EDDYA e
or, PRANATHI R \\\\\“\\\ Z
: Rainbow"® : N .
Department of Anaesthesiology \\\\\\\\“\\\\\\“\\\\\\\ Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | ) zsonsesms
Name: P“\Clméq ....... nomnegudd Age: ... 2. Sex: TeWJ .............. UHID.No: ... PHe O 9349333
Date: Ltf?’{lug .............................. Time: .. 333 Clann ... Proposed Operation: ..... \.CA D GAA....... C-g\‘ G].M«ﬂ
Diagnosis: QﬁP‘L,g.&/%&wCCL“O}RL\ ....... N e 0. w..)eanly P 7 SR
BP/CRT: ...oovoevee HR: oo, Weight: ?Obltr ASA Physical Status: 11 =2~ 03 04 05
VLaboratory Data:
GIBORES .. .onississaminiss PO oo nanane R YR, cicvoisicsipisions
LIPS ol csctmnmnbimanasisios 1] 1 R E— HBS Ag: ...covvnsiunnines BEB: i isiuiisssminiinsiald
i RS, e TolbO i HEN: dianinbaanit QDEEhD: ........iiiviiinns
[T S LT =S Dir. Bill: oo Blood group: CB AL XS uJ\-Stnass;fﬁmqloz .................
K devoeciiollo S iin 00 i3] S — 1 2 O S (1,1
Ca++ Alkphes: .............cciciiec | 7 MRE——
71 R S AMYIASE: ..oooooeerrereornne, L1, De——
B S SOOT/BEPT: ...iccivvivisiains

Allergies: 1\

Medical History: VS \—

RESP: () Diabetes :  —\

CNS: @

Renal: C )

Hepatic / GE : (™ -3 Physical Activity:cx_o
Others :@

Past Anaesthetic History: W\

Physical Exam: . X

Airway: MP@ 4 Mouth Opening: .& Mentohyoid Distance: w“ Neck: V\i Teeth: ‘\-U
Lungs: a4t Clw

Hea: S5, A\ .

ons: Gs-

Pregnant: =-Yes [ No [ NA Venous Access Site : + Spine Exam for regional : J

Anaesthetic Plan: MKC REGIONAL (1 GA-ETT (LMA

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

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

Water / ORS 2 Hours
- NIL 0RAL<:Othars 6 Hours

2
3. Informed Consent: = Standard ' High Risk

4. Post Operative Pain Management: ! Discussed with Patient
5. Other Instructions:

Signature:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Patient Sticker l

Pre Induction Assessment:

st W

ANAESTHESIA CHART

Rainbow®
Children’s .
Hospital

It takes 2 lot to treat the littie.

%z

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Change in Patient Condition: [1Yes [JNo Fasting Status:
Physical Status: (] Patient Identified (] Consent Present 1 Chart Reviewed
H.R: | B.P/CRT: [ Spo; | R.R: | Last Feed:
Pre-0P DIiagnosis: ...c.cceveveveieremmmmmimnisssisnsnsnsssiescisnes OPEIALION: ..vvovoecenrcieienscsemsss st 171 JLA R
SUIGBOM: ...eceerermcmrerssennsassmsensssssssnssssssssassssssansessanscans Anaesthesiologist: ..c.oveveiieinmieimeiiisaees TechniGian: o mnanidiae
TIME
N,O /AIR /O, LPM :
HALO /SO /SEVO Antibiotic
Drugs:
Suppository
Blood Loss
FO,/ Sa0 ,
ETCO,
ECG
Temperature
Urine OQutput NOTES
28
8P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 160
Tourniguet on Time
Toumiquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100
80
60
40
20
10
0
786
LAB Values
GRES
Others
[ Equipment Checked and Temp: Induction Regional:
Functional ] HME ] Fluid Warmer Ow ] Inhal Extremity SPECIY: .oeoereene
O 8P ] Cling Film [J OH Warmer [ Pre 0, I Rsi [T] Spinal [ Epidural [] Caudal
L1 Gl She: s [] Hugger's ] Cotton Wool ('] Others Others: ......cccvusierne
Art Site: ...... Othi T
E e ILead L Other ] Mask ] SGA POSHION: .veoovveerrvnnssseneneinas
5 Temp Site Times: [ Airway [ Oral [ Nasal L+ L. ui
] FIO,Monitor ANGES SHAM: ..ooooceeenicisnnrnnins 1 IR s Nee | Needle Size: ... o DEPHN: s
O Agent Monttor OP SR sl oS O Oral [INasal  [J Cuff parasthesia []Yes O No
[ Pulse Oximeter OP End: .. [ Tracheostomy (] Topical Catheter at SKif ................... M
[] Capnograph Leave OR: .. 0 DIUQ: ceoeinasisussearsinsrmssnsssinsssissnsssesasas Drug Name & Conc: ...
[ Ventilator Anaesthesia: [ Awake ] Direct Vision [ P .
] Nerve Stimulator O GA [ Video Laryngoscopy [ Stylette / Bougie INFUSION: .eovvvrreeeee
[ Monitored Anagsthesia Care [ Fiberoptic Block Level: ...........
POSItION: .....oovoresrvvnrie ] Regional Blade# ......ooor. AHEMPIST oriiiiiiineees Comments:
[0 Pressure Points Checked DIffICUY WHY? .o snsssssnnss R R SR
Line (Size & Location) Transportation to
Eye Care: G, T [ Bilat = BS [ PACU oicy L] Other
1 Oint [] Semi-Closed Circle Relaxant Reversed [ Yes CNo [INA
] Tape )
[] Padding Ei glt::fd Circle Name of the Doctor «..........00
[] Awake Signature of the DOCIOT ©......vvuvveviiiinns
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It takes a lot to treat the little. Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

Recelvad In PAGUDY ... ivavnimninatonss Timie Received : .50 m i 5 Time Discharged : .......cccovnvipnnnen.
250 250 LAV CANNUIA SO = ..o esmsrasesseres
240 240
w 230 230 | [ 0.Mask [] Nasal Prongs
= gf” gfg (] Tracheostomy [ T-Piece
% zog 200 | [J Oral Airway [J Nasal Airway
o 190 190
..
= 180 180 L. ’
=) 170 170 | Vomiting : [JYes [JNo 31+ SRR . ..., . A
o
2 i | NeTube:  CIYes CINo
v 140 140 | prain: [ Yes []No
130 130
A 120 120 Urinary Catheter: [] Yes []No
i 110 110
@ 100 100 | Chest Tube: [J Yes [ No
2 = % | winoral O Yes CINo
Ay 70 70 )
& 80 80 IV Fluids: ...
w 50 50 Oral Feeds: .......
& 40 40
30 30
v 20 20
10 10
0 0
SPO, _
POST ANAESTHESIA SCORE MINUTES TERPRETATI
M Ao Sonel IN e i) 0 SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 - R A
Able tg move 2 extremities volumag u; g: command =1 ACTIVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION L : 3 i
Apneic =0 Exceptions to this, are to be explained in the
B = gg?opnrf .il“::m:ﬁeve 04 CIRCULATION space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling = CONSCIOUSNESS
Not responding =10
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
e
Pain Tool Used: [ NPASS [ FLACC [ Wong Baker [J NPS Reassessment Frequency:
‘ 1. Every eight hours for all hospitalized patients.
Anaesthesiolo gist Name 2. For post surgical patient, patient with chronic pain, patient with severe pain
N e e U, SO O 7 o Evory® hourh i S s
Anaesthesiologist SIGNALUIE:  .........oooooooccooooesoeoooeoeooooooooooo b. After 24 hours every 4 hours
¢.  [Prior to pain reliving intervention
BIBE TR ¢ mmmiceameemommmm: d. With in 30-60 minutes after pain relief intervention
PACUNUISE NAME © oo Transferred to Unit by (PACU): ..

PAGLENURSASIgNAting.  « cosmumnansiasmmmimsam B ik Date & Time:

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

M Qﬁ
DA ......coonmmmmmersransnsassrsniasss Time: QEQ Procedure done by b‘/ .......... . % .............................

. N
@Spinal /Epidural Position : %:@_\ pace LLt——[g“ ........ Technigue (LOR/LOS) a dre
Depth: ... L{ ..... CUV\ Catheter at Skin: .........7...\.. CM/\ ...... Attempts : ........... ] ...........................................

Parasthesia Yes@ YES GBLAIS T +ovuvuereeersrescieesist st ss e

Solution Composition Qfomﬂ ) DS\M/Q ...... D50
Any other issues : ' - 6l 8 Va (@ + 2wl /\M.g @v\m
eemamizme] tpdiba * O o o i i

1) TS ————e——————— SRR R S R
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) | | et Right | BP | Pulse FHR Comments

drroCu| QM “‘4« - Ty T& 17 | 69 "t.‘fw‘

Cuoom| snalfin [§2°% | 1, [uojro| 72 [t4) qo poais on ket g
AA At o [\ 17 1
el I

G55 [G\ML“M\ ng TC( l04f10 €2 1 40 Pa it COu«Py fa_g{,\

@4 Ad 1Ol [ b ~ - - |ofro| g | 135 'Céf\aln{r
A by P tom]bu TS Te- 16 'QQ!@L 15 | lae | SR qui e

%\V‘U D‘f'/-.b: 1 ‘
L1 3040 m:f[{,.,r mmu??fﬁ i 7 W | jo2 | Lyo tlo por

eusA ot = Tg Tg l(OHo| 10S | Iy !_‘,‘W
1 4
o= 2
O A glivery Details : Time:......ﬂ.}mm APGAR: a“LD SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : DKKH:LNY ................................................................................
Pt SallEtOON T wouiesiquimmmmnosimmnnsmmmsnry C/O .....................................................................................................

Discharge /Shifting ordered by

Doctor Signature: ............cce.... r!'LS"/J ............................. e
DOGHOF NAME: +..vvevverreveeennreenees R S TN

Date and: Timei: . camminaimmesie I/ ....... ('f .....
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INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .W—“:“?SEE%:—?

Patient NameAﬂW/mm Y \ADNAUL....
Gender: '_ZMaIti}Eeﬁale Date : V\\ v

| 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,

I 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.

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

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

qualified gynecologist. Q{ W .
Name of the Doctor performing the procedure: - TMVDHM M ' -A

Consentee : Patient Attendant :
Signature : ..... Q‘ ................................................... SIS . . R i
Name ... ANATIEA | Narasenoe vame . ASEUDA. Nimm 440D
" S EA '&\\J LR AAJD

b o i L’/f ’rr%;€L 40.0m, Relationship with Patient: ...... Y\ 3S®"™ "~ .

Date & Time : /? quf%;f)‘l’(?ﬁm
Witness : Doctor (who i§ taking the consent) :
Signature : .................... CEM ........................... ST R S AT . AN

Name: ................4 r“?\ki\lg ...................... Name : ................
Date & Time : A’tbfr'ua;%%()&ﬂ’) Date & Time : hl.\ %%Q%

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