% ) Rainbow Children's Hospital - Banjara Hills
Raiﬁ\g . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
ldrda’s .

Chi 3 .Telangana, India ,500034.
: BirthRight
Hospital TEL NO :+91-40-4466 5555
Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

ARERARRIRE I LR () (IR T
Registration Details : !

Admission No : IP5-00175953 Admit Date :04-Jul-2026 Admit Time :06:55 AM UHID : BAH-00656424

Patient Details :

Patient Name :Mrs Y NIRMALA DEVI Age 166 Y4M22D
Guardian . Mr VENKATESWARLU DOB 1 12-02-1960
Gender : Female Religion
Occupation 2 Martial Status : Married
Address (H) - #FLAT NO 307 BLOCK 6 DAIMOND ESTATES Phone No 1 9121400777/
::JPDP-:E égguoggkat pally Hyderabad Telangana E-mail . nomallid@gmail.com

“Admission Details :
oed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit

Contact Details :

s
Name : Mr VENKATESWARLU Relationship : Husband
Contact Address - #FLAT NO 307 BLOCK 6 DAIMOND ESTATES Phone No 1 9121400777
KPHB Jntu Kukat pally Hyderabad Telangana
INDIA 500085

e P s AL~ 1 - £
Doctor Details : [ W\/ “ \/) \
Doctor Name : Dr. RAO BAHADUR BADUGU Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 04/07/2026 06:56 Printed By : 018621 Page 10f 2
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Hospital |\ &iave sione,
ACTIVITY RECORD FOR BILLING
i By T
UHIDNo.: _________ IPNo:_____ Foprs e SR, 66Y4Mzzp ______ Dept:_________
Date of Admission: _ _ _ _ _ _ _ _ Time m N”””’ ! mm”m” "I"” ’ m ________ Time: ___ __ ___
Room/BedNo:__ _ ______ Ward: __ _ ______ Suggested Billablebed type : _ _ _ _ _ ________
WARD TRANSFERS
Date Time To Signature of Nurse
pae| 4.4 (A 0T foey
Ul W30 o bt M Sﬂum.
212 6-90;,\“ Gyl et AR

Cross Consultation Visit

Doctors Name

Date Order No. Signature

9
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Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature

WY | an, are e | BTl | Koy

{
Y HW 2 URRC )W o) dad N




MEDICAL EQUIPMENT (WARD & ICU)

!
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PROCEDURE

Date Procedure Quantity Order No. Signature
) pac 6p bosgpnl”
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Mrs Y NIRMALA DEVI A
[ T 12-02-1960 66Y4M22D (F) Ral.l’\ bOW’ . B hR' ht“‘
| Dr. RAD BAHADUR BADUGU Children’s Irt 'g

o -
Hos pltal . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........... H ")'\w
Baseline Information:
Admission From: ] OPD Q}drﬂgsion k- O] DR I ... sinasusiich cdiiniess
Primary Language: O Ig_gg/ 1 English (] Hindi [, MO ...........ooioncumsemesisicsmibrpesinsss
Do yourequire aninterpreter? [1Yes uﬂ/ S S DOB Y .ot irondnheiates e ekt 5is Ve ey ovhsasisusnshs cncsiiuinsbbusibinsupisumsvinyaghasensasie
Source of Information: ﬁlent ] Family WG T T U S I o e SR S
Allergies: [1Yes [ No ] Medications [ Blood Transfusion [ Food G, . e SIS S
1 A P SN O TN WU SEA 1114 0L U0y, el ) Yo SR R o (1 o e A
Chief Complaints: .............. C,Lo ............ 'LM ............ PUi ............ Doctor Notified on Admission: Lysff No
....................................................................... AR . Name of the Doctor: o syvala
................................................................................................................... T ... .
Past Medical History: Obtained From [ m (] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

TN 8L Mgufuui

O o Pron— heawd S |
vm\ﬂo s W

Gynecology Assessment: | Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ..............ccccoccnuneeennn. | Ca€sarean Section: 1Mo [ Yes C'ontraceptives: Cg”™ O Yes
................................................................. Cervical Cerclage: [LNo [1Yes Vaginal Discharge: (NG [ Yes
ORSALGEMENArcho: ...........coesnnaiiirisiseses Ectopic Pregnancy: [0 [ Yes Post-Coital Bleeding: Erfo ] Yes
Menstrual Cycle: () Regular [ Irregular | Myomectomy: Q—No/ [ Yes Infertility: DNTT J Yes
Last Menstrual Period: prw Others: If Yes Type: [ Primary [] Secondary
Obstettic History: G ............... Wy P s L { ...................... | T T :

Provions LBBSY ittt i svaiss

Current Medication: "] None A_p/?es. If Yes, Fill the reconciliation form

Family History: () NoAbBnormalities Detected
[ Heart Disease ] Hypertension [ Diabetes [] Stroke [] Seizures [ Kidney disease

[ Liver disease B e T e L O S o
Vital Signs / Measurements: Temp: %W HR: ... &€ W RR: ....020 k="
BP: nlfIM Weight: 63":}1' Height: ... &. "'l')waMl ..............

Pain Assessment:  Pain: [ Yes D’@ (If Yes, complete the Pain Aslsjessment/Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PTO.)




Mrs Y NIRMALA DEVI L
12-02-1960 66Y4M22D () = i
Dr. RAD BAHADUR BADUGU {

PHYSICAL ASSESSMENT

v
General Appearance: yréithy C1ill looking ] Anxious [1 Agitated LI Others: .....ccocveeeeeninininennns

Fall Assessment: [ ‘_/9( LINo Score ‘)7{ ....... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [—/ES [JNo Score \ﬂ{ ......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem O Walking Problem No Abnormality Detected
O Developmental Delay " Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: [ ))(Abnormality Detected
(] Overweight ] Poor Appetite > 3 Days Ll Needs Therapeutic Diet.

T Under Weight L Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Cah & Cooperative L] Restless [ Depressed [ Agitated [ Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single (I Married  [IDivorced [ Widow

2. Special Habits: Smoker: [ Yes 0 Alcoliol Abuse: [ Yes E_l)le’ Drug Abuse: [ |Yes )ﬂo
7T \Y

Social History: Lives With ..............oo........ LM "“b/ ................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : g;/){?] No Waste Disposal Explained: [J¥65 [JNo
e

Infusion Pump : s CINo Hand Hygiene Explained: E’(es [J No [_] Others

Name of Person Orientation was givento: ........ M. ... MW o~

OHeNtatON O OIVEITRBES0N. ... ..o vococvvarsssionsbessbusssisscsssotessssassobodoniasmmsesibansansness

Nurse Signature: (EQ#S“ .....................




BAH-00656424 IP5-00175953
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TR children's | @ BirthRight
rospital _ | () romemmens
I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : 4(9/[M% .................. TR DR IR ... covconnnnssivmsssanssivnisins dutismtiusibiosabisnrs
Allergies: NlbO/(\' ......................................... /ﬁ)t know any drug allergies
------ PRESENTING COMPLAINTS : ----eeeversssoneeeereesseeeee
F[L\ [ : meaike.:l. Meumfam& Tw 1 q93ye
Ule q)elfv\‘c cfvjan ProLapas, = had Vaad“\”“’l
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6lshe LSy abdomens Mild D«ipaiﬂwmsjab] o
C hawgen , OT = Post OF St=aius, G[chievmf/\a;d;:ﬁd
MENSTRUAL HISTORY \ OBSTETRIC HISTORY
Year of Marriage : ML ~ 133 uiz | pay: Pl .
Previous Periods : Mode of Delivery:  {L.C & - 1933, NV D
LMP : Last Child Birth ; 6’ ¢ A& H
Contraception:  ___ LCA-197 %, :
PAST MEDICAL HISTORY ; PAST SURGICAL HISTORY
ehr BTN S Vg wsd Lu_f,,’mw@«,
T2 PML 3y R LB
TR ﬂlL-— le vee fyeplab—d'
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Docu. No. : RCHBH /FRM / CLINICAL / 086
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FAMILY HISTORY:

MEDICATION HISTORY:
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----- INITIAL ASSESSMENT :
Date 'VI Q'Iﬂ,@m Breasts Local/Speculum Examination
Ht. Wt.
BMI : aho P’“’A
Pallor alﬂ/&”*/{" Bimanual Pelvic Examination
CVR SGs Abdominal Examination
Respiratory Syste B_A_@ Su-/{[ff
Thyroid @5
pE 10
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PROVISIONAL DIAGNOSIS : P 1l1 T P"J’f
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Name of the Doctor : r)\ = SW Ou.n,["-u
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Signature of Doctor

Date & Time : _L{_Jﬁ_jﬂ_m._éﬂ_ﬁ ‘A0 A
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%
Rainbow" : .
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. qf Pages Legibility Completeness Remarks

1 | Admission sheet (

2 Discharge Summary ——" L

3 | Nursing Initial assessment ™\l =

4 | Patient Transfer form s B

5 In-patient Medical record o

6 Doctors progress sheets ‘U Tl

7 | Nursing plan of care and handover sheets ikl P .

8 | Consultation sheet 1 LY

9 General consent for treatment 1

10 | Consent for Surgery \

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 | Consent for special procedure / Sedation 0 =]

17 Consent for Formula feed ¥

18 | Consent for MTP

19 | Consent for Radiological Investigations

20 | Consent for HIV test

21 | Anaestesia notes (Pre Anaesthesia& post) Y

22 | Neonatal Admission/Delivery/Physical Exam |,

23 | Medication Reconciliation {

24 | Emergency Triage record ks ¥

25 | Pre operative check list \ /

26 | Surgical safety checklist !

27 Operation Theatre notes \

28 | Nurses clinical Presentation Al

29 | TPR &BP chart \

30 | Intake and Out take chart (fluid chart) Y

31 | Drug chart (Regular Prescription) [

32 | Investigation Values (result sheet) ks \

33 | Nebulization chart \

34 | Nutritional review chart |

35 | Intensive care unit (ICU Charts) \ ;
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale P
38 | Braden Q Scale |
39 | Bed side check list '

40 | PICU bed formula Dilution feeds A

41 | Gastro monitoring chart ¢\ QL . . \
42 | Rch ED doctors note w0 : A~
43 | BP Monitoring chart ) T
44 | RBS monitoring chart il ) .

P _—— S N /
A \\ \_/ / k /(/\) WA
Total No. of Pages //\ Sq // A

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

Signature s 0l T -
(P.T.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



BAH-00656424 IP5-00175953

y :ﬂznn::‘a':am DGE:L4uzzn (F) Rain%w‘ .
~——————  Dr. RAD BAHADUR BADUGU B"_thR' ht
o Fospiial | @z
OPEKA 110N THEATER NOTES
Patient's Name : ............ MBS~ Y. NIRMACA  DEufge: .06\ Gender: [JMale O perfiale
UHID No.: ... %AH- 00656424 ... Weight : . 0% PF- T SO
Surgeon: DR, RATD ARAMADUR_ Asst. Surgeon : g

Anesthetist : P v ND Y & OT Nurse: G, . bV sl 0T Technician: M :

Pre-Operative Diagnosis: C %}o w—eﬁn_ ' .

Surgical Procedure : },; M WG‘M et M Vacd y
.Swpcm:vv. e M /é%*d /Uz/ﬂa-ah

Indications for Surgery : %}va_a_(,é._ wv'l‘ﬁ /a-x /Mf}uqﬁ,

Date : 4 ]7/26 Start Time : 5{350 ﬂ“} End Time : M+ 20 A\ .

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: PF‘ M /,j%.gabm-] Wa};’j,o(.\

R Ll lnin.d call Bt chilleds.
4@&@% Fre cn ot
VWJ QI«A M C-DIM VH/}-CA,A
nAc.,k TS cP/V—« oL aeq /.e,uq =

Ck

B Cess VAL ,//rm @ cilas)
W Lz Ol yl  ofone

(/acx/(/f W“"V-"—“u—; ’Zo\')«( n u:;z{ Al . .f'yé{a P 4
Doc. No. : RCHBH/ FRM / CLINICAL / 099 ( (P.T.0.)
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~
R S0 Y //%%‘ b .
Amount of Blood Loss: | A e ce Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Cg‘mpli ations:

X7 —

i o A
e A

5 02 pel N ‘1{1
~ Fv anl, = LI G

WL A

“"2‘9 Tovedm (pr 1247

,-.j.:] 'f\/\t’r}vdr;/f }bOh 20 (ILL-N(Q)

e 4'”5 L a‘Cz‘gA_.aénJ_ c?ﬁ‘ Q"-—‘MA{‘A

g 8 e

Name of the Surgeon: qg’?y,/ﬂ[jﬁ_f%) ff/( %4‘0
7(2<

Signature of the SUrgeon: ............cooeeveeeeeeeeeeeeeeeen df{

Date & TIME: i Dot e oipie S 0 it
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uuuuuuuu Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes l Doctor's Order
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k Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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mmmmmmmm Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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Patient Sticker E?,'i?c?&",‘{'s ® BirthRight
riospital _ | @z
PROGRESS NOTES AND DOCTOR'S ORDER
ga-:»?me Progress Notes Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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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

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




BAH-00656424

Mrs ¥ NIRMAL A IP5-0017595, >
12021960 V) 2
! Y — : Rainbow"*
". RAD BAHADUR ADy G 1 .

UR BADUGY ; ildren’s BirthRi ht_
Ui, sl | @i
MEDICATION RECONCILIATION FORM

Drug AllErgies: ..........ccevvvvvvuerecrernnes /UW Ao /@/ Not 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)

L L RN g S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | naie / Time ?gﬂfﬁm

1 T QLycometsn $°9 Vlo | Rp |l |oc g

n 5 e — 1 3‘1'0“‘71" (2 .
T Tetma— g™ T o | a¥ |3

4 T C[amenfs?h_ 44 ‘b[o oP |9

[

TR ot e Plo | e |2l Dc/D}/Dc
/
[

5 | 1 FLAvox ATe | M Plo | 0700

6~ BT é'rv\vtavao\u, 17 ele, oD | ajn |Oc 2
7 Oc 0IDe

0c 0oc
9 Oc CIoc
10 ¢ CIDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Docu. No. : RCHBH /FRM / GENERAL / 090
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}(ood aowuf? °

RESULT SHEET

Ny

N\

Rainbow" y Sl
Children's | @ BirthRight
Hospital .w

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

Date &ﬂ b ]YL(,

Time

Hb IRCNY)

PCV

RBC

WBC L l¥

N/L

Platelets

29 1L

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine o b

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.T.0)



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

0
By HB el
gw U

Ay

A

A e S . e e Bl B o M S R

Radiology : I e e I e T oy e i A

WMRT  ohiimhnsmionasauisrivessiusestassslisiss svssssssmunsapbosiibigs b iat tai erbrassuppminsssusbuipesisbovhoress

Othars (EOG. Contrast SIuMBs Ble. )2 oo ot v iy
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Children’s
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It takes a lot to treat the little.

DRUG CHART

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

FOR THE SAFETY OF THE PATIENT

/6 known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
MURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Datey
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
[ i Date}
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)



BTV -
Mrs ¥ NIRMALA Dz:t, am220 (7
12-02-1960

m.\\ m\“\m‘\’\‘\’i\“‘ﬁ\“m\j\‘\“‘\\ REGULAR PRESCRIPTIONS Weight 63"03 Ward. oo

DRUG : "Te ). (ppomwfﬁ?ﬁi’fix\‘“
Dose Rotite Frequency |Stajt Date ¥ “7
derr| Tio| kp | M’\

Name & Signature of the Doctor
Starting the Drugs:

D v octee }
Additional Instructions: fﬁrl k-f"(

Daily Doctor’s Endorsement by a Sign
1, Dater

oRUG: VR Paenceramor  ming ALK
Dose Route | Frequency |Start Date ‘fy/’
M | P0 | TID  |ulshb il X /
Name & Signature of the Doctor
Starting the Drugs:

Dr-Reunos

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DrUG:  Tag Dicorewac %ﬁ%% o
il

Dose Route | Frequency [Start Date

oo | e0 | 8D |ufshe \WYOTV
Name & Signature of the Doctor
Starting the Drugs: E g
D¢ Brund s
Additional Instructions: /

\R

)

Daily Doctor’s Endorsement by a Sign

T Date
DRUG: AR TRAMADOL L]

Dose Route | Frequency [Start Date|
woma| o | D | Yu/AN

Name & Signature of the Doctor
Starting the Drugs:

! “%%Jé\ﬁ'
NEEAAA

By -Reuvsy

Additional Instructions:

aN
DN

Daily Doctor’s Endorsement by a Sign
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HOSpita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the lttie. Your Right to a Safe Delivery
Sheet NO: ............. REGULAR PRESCRIPTIONS Weight .............. WA -.coivvimaiiossonins
Date»
orue: ~ . Pprinef Time 2
Dose Route | Frequency | Start Dt. _ i e
vl b | oD ||k
Nama® Signature of the Doctor ' = S
Starting the Drugs:
Do, Aoshuys.
Addifiondl Instructions: dJ .
@or l#
Daily Doctor’s Endorsement by a Sign
u Date»
DRUG :C;L.«\ Moy L pae S
Dose Route Frequerﬁ Sta ’S: . w/ V
°j (¢ U\Q_ D‘m A *\i o
Name & Signature of the Doctor - ok
Starting the Drugs: A . P
s ST
_‘ A —_— \NP\
Additional Instructions: [A\RLSUME oo,
o 5 e
PR KX XY | o
Al
Daily Doctor's Endorsement by a Sign
DRUG : %?rt,‘:
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’'s Endorsement by a Sign
DRUG : %?111?

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

(PT0)
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Rainbow”®

Children’s l .BsrthRu ght

Hospital BY RAINBOW HOSPITALS

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

N

REGULAR PRESCRIPTIONS Weight .............. Wand ...

DRUG :

Date

Dose Route | Frequency | Start Dt.

Tlme

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency | Start Dt.

Ti_ e

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tiv e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dr. RAD BAHAD, 2p (F)
i
/I”’/”” I/”/ ””’ll"” = Tlme NurssSig, I Nurs‘e'Stg | NurseS!g | NurSESig,
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
RUUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor po fose Dose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose e Uowe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu‘le l Nurse Sig. Nurse Sig. I Nurse Sig. Nurse Sig.
L 4 h 4 L4 v
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Bome Bose e s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other :
Date Time Medication Instnictiots Route Signature Nurses
: \OL20H TV | Yot TRANEXAMIL \ 6™ Y B.—Q_g 3 ke
u\%\“ q I ALID Roulon
XWES
uWRPS | WO N | Quer. Diaorenac 00y fle B & i
MPRb [ (IO | e Tesmanos \00My le | B4 g
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L.V. FLUIDS CHART

Weight. 68]0;?, Ward. oo

Composition of I.V. Fluid
(If infusion, mention ml./hr = Mcg/kg/min. etc)

Route

Flow Rate| Doctor | Nurse
mi/hr Sign Sign

Da?é of | Doctor

Stopping| Sign

- Sign

Nurse

1 { cal £
AL e W LA AN wi | ol
WP | 0o Boer wawre N T E4 \L%/L[ b @//@j/
G | TP
RINGER LACTHTE | 1y cpom. AT ag "}\\/ %
\,1\2\'15 lAm- 4 W . 9\\ %
04 P
9
Aoy, 2TO RLN‘ZC;;GTG i é”“‘:’/ ¢
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Early Warning Observation Score Chart - Obstetrics

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

N

Date

9&10

Time 10| 11|12 7 12 (6N

RESP
(write rate in
corresp. box)

> 30

21 -30 . ' \

11-20 )

0-10

Saturations

94 - 100 %
<94 %

[ 1

Administered

0, (L/min.)

2, dway

40
39
38

37 (L

¥
*

36 ;

35
<35

ajey ueay

170
160
150
140
130
120
110

100

90

a

‘}V

80

.70

60

50
40

anssald poojg joIshs

190
180
170
160
150

140 a0\

130 20 130

120 1o

MAL
110 i <

1>

100

80
70

50

2Inssald poojg dijoiselq

130
120
110

Vi

LB

Ll
-

NEURO
RESPONSE
1

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

el

Proteinuria |

Protein + +
Protein > + +

Lochia

Normal
Heavy Foul

Liquor

] Clear / Pink

Green

TOTAL ORANGE SCORES

=

TOTAL YELLOW SCORES
Nurse Initial

Y

Pl

de‘o
D

N
g
[



Early Warning Signs

" [ Obstetrics and Gynaecology

-

e .
1 Yellow Alert :
Repeat Observations
in 30 minutes
. | o
. =
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS ‘ Observations
Observations in 30 minutes
Ko . & y
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
.. Repeat Observations
in 15 minutes 6r continuous
monitoring
e J

* The Modified Early Warning Score (MEOWS)
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T apob Hospital | () mrsoncsmus
FLUID CHART|
CTMI & ... covoe b oo

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.

e 1 T gagﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Piebiis ﬁfﬂge
V| mouth | v | NG [ N
so0am| wi| M | foem I O 4
09:00 am o | (0o AT o) | 0 \ ML
wwan| [ T [roeX b 0
11:00am| \ 0 10 &) } A )
1200m| | 10&7 | o (| i
ot00pm| |00 2N —d
Total Intake : ) Total Qutput: ()" | pput . 40
om| J, | looxs) o1
03:00 pm )\ D ? 10 &) \ Do | D
04:00 pm # o lopa ‘m 0 \) i
05:00 pm " oo o o ]
06:00 pm oV 1o 0 [N
0.7@ pm Ay W | S'DM.I 0 .
Total Intake : Total Output : U/ ! =l 0
- | 08:00 pm 16e WA O \ﬁr:v
09:00 pm Ho 0l tpaw O Winy
10:00 pm " 100 o 0 Ekfw“/
11:00 pm ﬁL’, 100 [\Pd 6’ 23 v
120am| A | Hobliso A N
0100am| | oo wm — |evow
Total Intake : o Total Output : \kﬁoowl 0~
02:00 am . oM™
03:00 am e N
0400 am 5 LN D g
05:00 am =r 0 [
06:00 am Hop Q [
07:00 am | 100 o ) P v
Total Intake : ! Total Output : Y~ [poowf v 8O
Total 24 hrs. Intake ! \ %OOW\)] Total 24 hrs. Output t ) *2)' 30,,"\/] h&

\
Docu. No. : RCHBH /FRM / CLINICAL / 092
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[ Patient Sticker ] Rainé)%w' ®

FLUID CHART) S| ot

It takes 3 ot to treat the e armuhllo:snnuﬁm

Sheet NO. & oo

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.

IV Site

Nature Thrombo-

Date | Time | o¢Fuid Route NG | Diarthoea | Vomit |Drainage | Urine | Phlebitis | Sion.

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 Output :
08:00 pm
09:00 pm
10:00 pm \
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Ny =

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Childrens ‘BirthRight‘

I /////////77//7/////////7////;///// NURSING CARE RECORD fiospital | e

Your Right to a Safe Delivery
Shift: [ LM}WFI/Q Cl Afternouws. [ Night Date: 17"/9//2{9 ................
Assessment: f.con @ 'AW# ..................................................................................................................................................................................

e | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort &L _Meffifain Fluid Balance [ Improve Activity Tolerance [CJ Maintain Good Nutritional Status [J Maintain Skin Integrity
Tg Mn Personal Hygiene Wlmcﬁm [J Meet Elimination Needs gpeﬁ Safety [ Early Ambulation Reduce Anxiety CEJ/qRﬁaht & Family Education
S| O Identify Potential Complications T R st GO S < S SR e R

Time Plan of Care Time Implementation Evaluation

A A Pk o Wt i Rt e s PR U S

Froa| = Pl Foe Sl popondin | oo e poupsdin dona |

£Fs¢ W Ll D —t W eoda vl dewa =
ik e ] R Y el W by Steale

s B 209
U

— pln 4 TvEued 42

A Pl fsv  Grng tnlid L .
ot fo Odustons ditd | g awuhﬂ;mw"d“ I

o o8 pen o8& o9ndy - oh pa o4 B

A plon (g o 6T Vorph,~ st to o7
e oo TR L. e S OO S P AT SRR R A T L TR T
............................................................. A - N M N o LR | A BT Yol Mt S TG (U WU cs e U T VY
Special Notes: ................................. N?(o 17 LAY . A ...~ SNIIORY - = O - »..c | 5 =", WS S SO N

Nurse Signature: ................... %L_ ..................
Docu. No: RCHBH /FRM / CLINICAL / 148
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| - Dr. RAD BAHADUR BADUGU Child;‘en’s . BirthRightm
N T NURSING CARE RECORD ol
Shift: (1 Morning \Eyﬂﬁnoon (] Night Date: .. H }j% .................
- e
DRI .....coreeomconemsssessiassiosssssaissississnmsiaa s i Aonlic i RSP S UNOMINRNE: Lok - A MIM e 0 IS IOMAR) EERad S
o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort Maintain Fluid Balance [J Improve Activity Tolerance [C] Maintain Good Nutritional Status [ Maintain Skin Integrity
E Q_Mﬂﬁ'ltain Personal Hygiene DP@vent Infection (] Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety Patient & Family Education
© | [ Identify Potential Complications ) Ay OIS, SPBOHY. .. covvvvovomviiivimmsnisnssivieerse s visa vva dsss asss b brreb imes s s o sadmaneorsasnts assrenassspa ess
Time Plan of Care Time Implementation Evaluation
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N R L “f‘%ﬁf—;ﬂd. Q009 P ot e
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Rainbow® : SR "L
i l R Chitdren’s E- 3 BirthRight
Patient Sticker ‘ i BY RAINBOW HOSPITALS
o i NURSING CARE RECORD e i .—

Your Right to a Safe Delivery

Shift: [ Morning [ Afternoon Wght Date: [JII:’/% .........................

ASSESSIMEN: .....ooovveereeeeeee s ]70"/’0”7“} ......... AR ll aVc”ﬁ .............. Pﬁvﬂ/? g 2 o

i ,Zﬁi in Airway and Oxygenation /Efﬁﬁi'eve Pain & Discomfort Wain Fluid Balance [] Improys-Activity Tolerance Wain Good Nufritional Status [J Maintain Skin Integrity
E aintain Personal Hygiene ,Q—Pre/vent Infection ] Meet Elimination Needs _Q/El@: Safety [] Early Ambulation Reduce Anxiety E&/Pﬁt & Family Education
S | [ Identify Potential Complications NG, GBEI . o e T e b e N

Time Plan of Care Time Implementation Evaluation

A e patenl Bhpm ANl T pitink
Q/)h,) %memi Condits Pm?anerovi Condtym
/(/}0{#\):’1’)&‘%90 m e d)¢oti v

d%ngﬁ-}? radi e Flen ag (0/Sapmy g PRy RS /7a-7’—?en)f—
4

< R
e . L5 A
Lean T T Metnfan  Hod Bulones 12920007y fmo@n’w“/t) Jeu Astabte

ES h[-M 2
g / ‘e, 51(5*)/1
SQVY) —/fM"\/f—ZM M-JM 9705—1,’ ?f_‘.on)_4 Malfébfﬁq le 3

—“}am"i%&”“f ‘—CQ—L-L% :1:)0'#) E ngre J Lnte F@H

R < SRR VU SR SN . P (e .

............................ “7@ -Ammm/n%ém—fvm?x@

Special Notes:

q
Nurse Signature: “B.wm, ........................ Nurse Name: ‘JBVN'\ ...................................................

Docu. No: RCHBH /FRM / CLINICAL / 148
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Rainbow* : .
Children’s | @ BirthRight
Hospital . BY RAINBOW :?SgIIALS

L NURSING CARE RECORD fosplial,

2111 DA | -1 |

Shift.: (] Moming [ Afternoon [ Night

ASSESEMIBNE (it e Pt T s Bt s A e e s sl esassa S R M civeswt pmesssmnadobens Lot T T e L v o o b e T i L e i i bR e
(] Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
[[] Patient & Family Education

[] Maintain Fluid Balance
[ Ensure Safety [ Early Ambulation Reduce Anxiety

] Relieve Pain & Discomfort
[] Meet Elimination Needs

[C] Maintain Airway and Oxygenation

w
E [_] Maintain Personal Hygiene (] Prevent Infection
© | [ Identify Potential Complications 0 ATy OtNBIS. SPBOHY...c.ovvviresinrorsvsrrssnrssssnssssnssrnsssarsssssnssnssannsanssessesssanmsnssessssranssossnsnnssassinssres
Time Plan of Care Time Implementation Evaluation
He-ASSOSSMONE .ocnmnmnmnmnihmrme s s b s s i ol A b el el AN s

Date & TIMEB: oo

NUrSe SIgNature: .........ccooceveeecvieecceeeeececeeeeeennas NUSE NAIME: ...t
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12-02-1960 geyam220  (Fl Rainbow .

P DOr. RAD BAHADUR BADUGU Children’s BirthRight"
1 00O Hospital | [ zssonoms
NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: ..... DR’MMHMUP\ ........ Department: ..........} 08y = S Date of Admission: ';f['aﬁ'b
Z | Diagnosis: L Any Infection: CYes [IlNo [J Not Known
g Qe fo (el W I YES SPECHY: rrrvoroveeeveeveeeeveeseeecesesssmssenenne
&
NS
2 | Area a A0
e Ny
E Shift Time a, W (S ¢ A %WS \
% | Medical Condition & @0\
&= | (Any special condition to be noted): | (V' o
S M :
| o | S
Allergy: L O Yes ELNO/D Yes CINO [= Yes‘;/No JYes C'No | Yes CJNo | Yes C No
Tubes/Drains/CathE&{ T Yes/TINo | . Yes TINo |0 Yes Aio |01 Yes T1No 1 Yes T1No |1 Yes CNo
Vital Signs: Tomp: |98 66 | axor _M6-1F
= Res: Q}M o 1blw Q\JLWA’
8 Sp0; | A"t | ga) | \bo”
% Pulse: | Ebw | ¢<hlw | 24b n-
2 BP: [\l | oot [\ iAo
Fall Risk Score; | %€ X {
PainScore: | MW | Slp | 0 o
Safety Needs: | &' %}J U QA‘%&\B
- Physiotherapy |~ Yes A | Yes MO Yes 9No OVYes ONo| O Yes OO No|CYes O No
= . > st —
= Others Specify: e do o
'E £
“E’ Special Diet: | Yes Mo | = Yes D/No O Yes :'}96 COYes ['No|OYes ONo|OYes CINo
S |Other Special Orders / Medications:
Post Operative Procedure Special Orders: B C [\ P ﬁ)/
L
Handed Over By Name : \E&V | N}%/’
- 5
Signature : FTINN ﬁ @h/’
Date: W bf’% W7 PO [\ vk
Time: b 30}4 Q’(\\}V g Xa)
\ AN
Taken Over By Name : k\ Ulhf('i @/ \;&\M —
Signature : o 1’@ ‘@_?N/ [ /@;/
Date: wlalz6 wrp < [H{rk

Docu. No. : RGHBH /FRM / CLINICAL / 097
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" : Rainbow® . bl
Patient Sticker Children’s . Blrtthght
Hos pit al . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Troang DO s esiumasimmsmine SN DEPMIORIE .iovviisidtinanisiialadanain Date of AAMISSION: ...........vvcccrsirnstone
Z | Diagnosis: Any Infection: (JYes CINo [ NotKnown
'g If YES SPECITY: ..o seereereereenane
.: 3
w
2 | Area
% Shift Time
X | Medical Condition
= | (Any special condition to be noted):
Allergy: CJYes CONo |CJYes CONo | Yes CONo | Yes CJNo | Yes CJNo | Yes CINb
Tubes/Drains/Catheter: O)Yes CINo | Yes CINo [ Yes CONo | O Yes CINo | ) Yes CINo [ Yes CON
 Vital Signs: Temp:
= Res:
o Sp0,:
(] .
g Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes CONo | Yes ONo|C Yes ONo | Yes C'No | Yes CJNo| O Yes CJNo
=
(=]
= Others Specify:
=
g Special Diet: [ Yes CINo | Yes C1No |CJYes CJNo () Yes CJNo | Yes CJNo | ) Yes CJNo
E
§ Other Special Orders / Medications:
[+ =

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:
Time:

Taken Over By Name :

Signature :

Date: 3
Time: P

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Dr. RAD BAHADUR

M
Rainbow’ i 3 e 08
Children's ‘Blrtthght

I\

: Hos pita| BY RAINBOW HDSPI‘I'.ALS
Il ”HHIHIIIIIMHHI iy Morse Fall Risk Assessment Form e | @ i
2
Choose Highest Applicable Score from each Category L L L’l }[ % (H’f))/é Fall Risk Grading
scoe | Bpm | san)
i 5 T
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O 0 Risk Level MorsThfl:g)Score Achiok
Secondary Diagnosis Yes 15 e I
(more than one diagnosis) No 0
Furniture 30 . Standard Fall
’ Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 ' Precaution
None /Bed Rest /Nurse Assist 0 0 O
IV / Heparin Lock or Saline ;es s 20 JO Implement
0 . © ¢ Moderate Risk /25 -50 Modera_te Fall
Impaired 20 o rreventhn
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 %) 0 Implament High
Forgets limitations 15 — Risk Fall
Mental Status High Risk 51 :
Oriented to own ability 0 0 0 Prevention
Intervention
Total Morse Fall Scale Score: 3 e
4
Signature IL% ® n:ﬂ_\

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

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

e o

Moderate Risk (25-50) Apply all low risk intervention and
«_J<" Assist and/or supervise ambulation. Reinforce to always call for assistance
yHouny safety check
[ _Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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A0 Hospital _ | () suemsrmas

u1SCHARGE PLANNING FORM
Nationality: ....... Z.M. 0. & AN

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

1. Anticipated Date of Discharge: ................. .. P2 08 Vollby Advited

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

[ Transfer
Hospital Facility Notified (Person Contacted)

Discharge Status: 1 Self Care (] Earfiily Home Care (] Home Professional Assistance

[] Needs Assistance In;

] Medication (] Yes N6
[ Bathing ] Yes (A
[] Eating O] Yes D/ﬁo
] Walking LiAes ] No
() Dressing OAes ] No
[J Toileting Dyﬁ (J No

4, Nutritional Plan:
] Dietary Instruction Discusseg-with the:
O Eatiét T Family Member B bR s S R S

5. Discharge Planning Discussed with the:
O Piefi ) Eaffily Member e S A AR T

6. Patient/Family Educational Plan:

[ Patient's Educational Topic/s discussed with the:

] Pafienf (] Family Member B Il R N A 6 TR AR
Nurse Signature: ....................... ‘ L% ......................
Nurse Name: ................. “ .....................................

Date and Time: ........cccccceennnnnnn, qu)% ...... D&, ”aw)

Docu. No. : RCHBH /FRM / CLINICAL / 191
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12-02.19¢ DEvi Rainbow®
or, 66y ainbow : I
“Aoamougn;u“;f" () :| Children’s . Blrtthght
A m PAIN ASSESSMENT FORM rospltal_ | @zmmzzes
Dat Ti Fam oCOFe | | oo Durati Acuity Characiar Modifying | Patient / Family Intervention Sign
. . (0/10) . —_— ] Factors Educated
—J Continuous | [ Acute ) Sharp [ Dull O Increasing | L[ Yes -
Lf[ ‘3[% % D/‘ o ] Intermittent | [ Chronic 1 Aching (71 Burning | () Decreasing | [ No e L&&\M
] Continuous | ] Acute (] Sharp ] Dull ] Increasing [J Yes — «%2(; "%
V] ]"(’f % U Pf\q 0 [w - [ Intermittent | I Chronic [ Aching [ Burning | [J Decreasing | [ No &
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes ~ g)
< /:}/f L6 6‘ am o l;/w - [ Intermittent | [ Chronic (1 Aching [ Burning | ] Decreasing | [ No - :L
[ Continuous | [ Acute 1 Sharp (] Dull ! Increasing O Yes
] Intermittent | [ Chronic 1 Aching (] Burning | T Decreasing | [ No
] Continuous | [ Acute 1 Sharp (1 Dull [ Increasing [J Yes
T1 Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [J No
[] Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes
] Intermittent | [ Chronic (] Aching 1 Burning | (] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull [] Increasing 7 Yes
] Intermittent | [ Chronic ] Aching [ Burning | () Decreasing | [J No
[] Continuous | [ Acute (] Sharp [ Dull [] Increasing ] Yes
(] Intermittent | (] Chronic ) Aching (] Burning | () Decreasing | [J No
[l Continuous | [ Acute (] Sharp  [] Dull [] Increasing ] Yes
Tl Intermittent | [ Chronic [J Aching (] Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull [ Increasing U Yes
[] Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [J No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 | 1 1 1 1 | | 1 | |
I 1 T T LD 1 1 I I I ]
0 1 2 3 4 5 6 7 8 9 w1 0
orst
aaia Possible Pain

©0s® @

No Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

&

10

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
Face 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 : i
Activity moveg easilyy 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 hpgglnq. or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 - 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement;
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

rEcovery

5a0,76-85% with
stimulation - quick

slow recovery Out of sync or
fighting ventilator

equal to 75% with stimulation -
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Date :
Time :

GISIZA%1F

g L

1. Completely immobile:
Does not make even slight changes

2. Very limited:

3. Slightly limited:

4. No limitations:

Mobility 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 extremity position position without assistance.
without assistance. to completely turn self independently. independently. Lf’
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; : !
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:?sV:ngse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
toirialatlire Dampness is detected every time 8 hours. every 24 hours. &L
patient is moved or turned. { j
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance,

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs 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

Pib|




severe pain or with additional risk factors.

. Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule : :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces e DressUne: i i
Manage moisture, friction and shear v g e
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients A
13-14 Moderate Risk R 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 overiay
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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CHECKLIST FOR THROMBOPHLEBITIS
H 326
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears heallthy Obsarces it 0 0 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 vy
* Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site E
3 l‘r:OeSifdt::rf ollowing Signs Early stage of phlebitis / 9 —
Pain at IV site Redness Resite Cannula s n
Al of fhe Tollewing Sigtm-ars Medium stage of phlebitis /
4 | Resite Cannula Consid 3 —
' Pain along Path of cannula Tes te a;mu R =
Redness around Site Swelling L ianin ~
A"- e followmg.Slg'n 1 Advanced stage of phlebitis or
gvident and Extensive : the start of thrombophiebitis /
5 | Painalong Path of cannula Re s_ta CO rlong: B de st 4 -
Redness around Site Te s; . f:nnu DI <
Swelling palpable Venous cord ok \
All of the following Signs are
evident and Extensive : Pain ﬁld"a"gedhﬁtig? of
6 | along Path of cannula Redness T fomMbophie 't'sé \ g
around Site Swelling palpable mtlatettreatment e site g
Venous cordpyrexia Gannula
] I
Signature of the Nurse 4@_0 N %,,,0

NOTE : Phlebitis greater than grade 2 should be reported to phy

Signature of Shift In Charge :

Signature : ........... 15 < e R T S (g

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

Signature of Ward In Charge :

Signature © ..o / ............................. NAMB © .ovveeneeessmesntisssaiingy

/

sicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

ey
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gt e T’T(Z’:?...m...Panent/Leamer Literacy /6 Read Q/nte }Z/peak Willingness to Learn : %DNU Healthcare Literacy~{ 1Yes CINo

Identified Education Needs : 13. Rlsk/ Safety
1. Diagnosis 5. Medication / Trerapy (safety, effects/side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's Family Rights 17. Others.... N ——
Part - Il
Use codes from the list in part Il Designations
Date Time | dNe:itfli d Information Taught 5 nric® z rrsem—s Comments Signature
— e N eactg | %o overcome Understanding
Taught Barries Tools barrier/s
: % QL

494 S| patued frw oy | P | © Vel T R
s afow fedoo Loy

roas g : .
[ . -——

trh\fﬁ q Lacdd diek Py | o | Qaing
Part- Il coneé{m V

Who was taught : PT : Patient F : Father M : Mother $ : Spouse Sn: Son D : Daughter C : Caregiver 0 : Other (SPECHY)......c.cccurnviasemensusarssiorsns
Learning Barriers :

1. No Learning Barries 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) ..cevvveevemecccccnis

3. Emotional Barries 6. Desire / Motivate to Learn 9. Cultural Difference 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 7. Other, SPBCIY........c.ccevvirirriiriniieie et

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

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

Doc No. RCHBH / FRM / CLINICAL / 187
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; 3’3!,"’“% D Ps0irsys, . : | Raing%w' .

> MULTI-DISCIPLINARY PLAN OF CARE FORM childrer's | S BirthRight
/1///////:/::/1///////1//1///:// | i el | @zmem

Diagnos:s. T ﬁpfﬂ‘f’L_.}{A f—e,._e,l.;—a!' Z vazolb Vf/}"@ﬁﬁ{” e T HTn/Driy léz;/lnz‘;/@ L)J(_g Gy ArIer
2;::1: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Ve:ilim.

B’@;&I Initial : £ ‘ 7 ik O Nursing

w 1 Nursing ﬁdified ﬁPl / { fz"{"' dw @“[ O Othe:s:

oy 01 Others: O Per-Op Lyaw!t W <}

W @) O PostOp @OW (eriveal

4{%% O Medical ' atial NPD t l‘u»b‘“? | /E@dical

LLNrsing E/r/odified Qe s d OJ Others:
.| O Others: er-0 o ‘ @_._——«

glo{\’ O Post gp . Dy M‘O’V\ e MJJAL‘Q;‘

i o) £Co0
O Medical | O Initial - . by f 3 “ (1 Medical
|26 | O Musig | O Moo « NER patiecdt ey »ﬁﬂb’w‘f 2 Nursing
H\ 7 Others: 1 Per-Op ujl-ocd,a Eh Npo Arek ZMZ A Others:
3:5‘%\ | diehRaue | 2 PostOp ‘&fw 2 -
[J Medical £l Initial ; [ Medical
&I Nursing C Modified &) Nursing
O QOthers: O Per-Op U Qthers:
O Post Op ' '
1 Medical O Initial [0 Medical
O Nursing O Modified [J Nursing
O Others: L1 Per-Op O Others:
CJ Post Op

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



Patient Sticker

Part - I.

Patient's / Learner Language: ..........cccecvecivreiiessionenenans Patient / Learner Literacy: [1 Read [7] Write, ' ("] Speak

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

mﬂ%
Rainbow® . —
Children’s € BirthRight
HOS pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Willingness to Learn; [] Yes [ Nd Healthcare Literacy: [[1Yes [ No

|dentified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication " 10. Fall Risk Education { 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights B O e eotiiads s sias s AR i
Part - Il
Use codes from the list in part lll )
Need ; Designation /
Date Time Identified Information Taught Ui R Mechanlsnns Comments Signature
Person Taught Teaching Tools | to overcome | Understandin 4
y Barriers ’ barrier/s ;

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 0: DT (SPOCHNY -, oo erocr- i snaisssisissnismnanistids TR SEAS

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 g { Gl T R e L S 1 A -

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 BE SPREHV . ccasiincsusissrivisssmessisimotms iR oy s sosss conarsnsshrssprssss

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




(50017599

3 " Eﬁgﬁ?}:‘{ﬁﬁ . Raiin%v;; B o il
i Childrers | [RBIS

\

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

POST-SURGICAL CARE PLAN FORM

e e S ... - . Sufntiniiidion:: oA
POSt-SUTGICal DIAGNOSIS: ..vvvvvvvveeeeeeeeeeeeeeessssesseessseeeeee RD’O .....................................................................................

Post-Operative Monitoring Parameters /Frequency:

e, 86, fpr Doy ol

Wound Care: O

Drain /Special Lines/Catheters: =
(1 cowsde

¢ i

Special Patient Positioning and Requirements: (

414"

Nutritional Instructions:

Nim4- ko

When to Start Mobilization: 0;\?‘« e Q |
%

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

: e

s et
Treating Surgeon ﬁéﬁgwﬁzl 7 / ?/(D '

(Signature & Stamp) i S RN T s B

Note: Plan of care will be readjusted if necessary.

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




Surgeon : ....'%. KL
Asst. Surgeon ; ...............

SURGICAL
SAFETY CHECKLIST

BAH-00656424

e 1o e oen "
_BRoNDHA S 11T i

(F) ....?f’..‘fﬁender: p

\

=
Rainbow" ; B
Cystpouy { | Children’s BirthRight
............................. . Hospital E’f__ﬂ!lNBﬂWHOSEI"I!If
0 Tt taskes a lot tD trest the Rte. Your Right to a Sate Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Known Allergy? CYes ™o
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes 9[}19—
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned ~#Yes CINo [INA
Blood Units Reserved “fes CiNo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? L¥e8 CINo CINA

Surgeon Reviews:

\ )
What are the Critical or Unexpected ‘)W‘

Steps, Operative Duration, | payagy™"
Anticipated Blood Loss? g5 Lye§ CINo CINA

Anaesthesia Team Reviews: A

3
Are There Any Patient-specific Conwg?es C'No CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

%€ ONo O NA
CYes e TINA

_D)‘es/DNo

SIONERER ... ... ol

SIGNIN  Time... 1!0208V TIME OUT  Time:... 7€ 9r) SIGN OUT  Time....[ ¢ A<M

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

Identity ~Yes [INo introduced themselves by Name and Role [ Yes No The Name of the Procedure Recorded T Yes’ CINo

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

Procedure ‘f\}s CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CL¥68 [INo CJNA

Consent “1Yes [1No Correct Patient (Check ID Band) ~ <=Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo AR Correct Site +Yes CINo patient name) Cl¥es CINo CJNA
Anaesthesia Safety Check Completed  .+Y8s [INo Correct Procedure Y6 CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Y65 11No Anticipated Critical Events Problems to b addressed CYes Clbo™CINA
Does Patient have a: :

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

™

}Yes [JNo

aJi R
A
Signature -........ lMﬁZ[f?lz/C ............

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Hospital . BY RAINBOW HOSPITAL:

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse - Date : . LH# l%
Department : .............. PH)‘OT ............................................................ Duration of Procedure - ”WOM?]
Name of Surgeon : ............ b’a‘j ....... M'DQAHADUK ....................... Date of Admission : ‘{13[%
" undle Care Criteria : (Tick (v/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [ (I No

W Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ?_,B’{es [ ]No
Name of the Antibiotic : ............. A5 CetnTAXRIM. ... fgfw)

2. | Hair Removal D)fes/g No ifYes: Surgical Clipper
Department where Hair Removed M [_]Operating Room

Skin preparation done (cleanse surgical area with antiseptic agent)? \;Pés [ ]No

3. | Patient's body temperaturg immediately post operation (Recovery Room)'D "L ;
O] oral o \_Qﬁilla (Goal : 36-37 °C) %

4. | Name of doctor or staff administering the antibiotic : ....._. QAJ ................ e
Date & Time of antibiotic administration : .......4. | 3 24, o K204

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

»  Ifany bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

*  Allforms (Bundle care and when required SSI form) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

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




PATIENT TRANSFER FORM
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Patient Name & UHID No.

BAH-00656424 P5-00175952

¥ NIRMALA DEVI
o 66Y4M22D (F)

UR BADUGU

—

12-02-1960

Date & Time of Admission

Date & Time of Transfer Order

peg, CupuTHa

Yyl 9w ol Y)3)re - %20
6! S5/ oK,
Transfer Ordered by Reason for Transfer

ohs etrsg

From Unit

o

Information to Attendant

Yey No[ ]

Number of Sheets in Clinical File

fbelongings including
| documents. If any handed
over to attendant

Number of Imaging Films

" es [ No [ ]
VB MRAl] ... i

Patient shifted with ID band:

Yes[ 1~ No[]

e SRR, S-S S W

Medications / Consumables / Surgicals / Hand over

SI.No.

Item Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor : \\(?9/ No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

; DR, SHRAD b

Qurf\—lua/vv«\

Patient & Clinical Records Received by :

Lf[c R4

Date & Time of Patient Received :

31500m alz bl

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

| | Unavailable Bed

" | Nurse not Available

[ | Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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CONSENT FOR ANAESTHESIA

Authorization By: FTPalient #TPatient Attendant

Operative Procedure: ............ Cr fﬂc‘l‘/‘-?émf ...... vaudt aep B s i s et

Anaesthesiologist: .........A4....d it

Please read this before you consent for Anaesthesia

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

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

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

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
egional Anaesthesia [ General Anaesthesia [J Monitored Anaesthesia Care

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

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

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

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

* lacknowledge 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.

A\

Patient / Patient Attendant: Witness:

Signature: ...........5=f. R B ol S SUMEDING o pionceitliareccasnivosei P pre e ssagive

Name: gojﬁlfl\fm;wtﬁ ...................... Name: B L kA V S BN TR W2 N
Relationship with patient: fm ..................................... Date & Time: ?DD [95 3\[7
Date & Time: ............. 3)0“’ ..... J LLOlPM ......

Doctor (who is taking consent):

Signature: _Qr' ..................... Name: W’LWMM}‘{A Date B’DJLLA. Time.... 2,08 2\9....
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é'mﬁmem of Anaesthesiology %ﬁi;?f;?}s & BirthRight
" PRE-ANAESTHETIC EVALUATION !-Iwgsupitthm S o
REV/
Name: ... M2 Yo NIRMALA ... Age: .00 Sex . Lo UHIDNo: .. 2 AL '“00“6“2’”
Date: ... 890028, Time: o SPMA ... Proposed Operation: . Crhﬂlb&_ ¥y - P%I\-ﬂ-ﬂj 4-‘-{’“"“ “
DIGGNOSIS: ... AL DMW J Oy,
B.P/CRT: " ’46[9“ F?f e Weight ..f?.‘.g..%"ASAPhysicaiStatus o1 6/2:13 04 05
e Yb Alc- 67 Lavoratory Data:
Hgh: J! Glucose: P&’hﬂ L0 HV: ) e X-Ray: ..............
L Urea: . M Sl HBS Ag: ... pep R ECELATLR ...
WBC: /.4 }% Creat..... 00 oo ToBIBE .83 HCV: . - 2D EONG: v .
Plate: } T TR . LA . Bleodgrcup 0 “f Y€ stress/Anglo: .
lu .. T —— .. B o
o BEF ! iomirionsiiis  NKPIOR adebrgs L
MBS s AMPASE! ..o 2. -
Ol v SGOT/SBPT: s

Allergies: N k D

Medical History:

O Ao condmne KSadZ

Klclo tr ) 3-ay~

RESP: No_ Pagothlenren ©

Diabetes : @ 4

W O Hio vexfxalb Jm T- VveERNN 16
Renal : @

Hepatic / GE ; Physical Activity: METe > 4
Others: M7y kace pome

Cb& Hfiwwaiﬂgj&%f,’ﬂ.ﬁu

Past Anaesthetic History: ,L% L0CA , /-f/n

&Kumuw \f,.cm MﬂMIIﬂuAmM

. Ho elbo Swpey s ha

Physical Bxam: o lect [ eogelirt o o Rt Tkr CF VA 2000

Rirway: MFOZ 34 g Mouth Opening: >3 Mentohyoid Distance: ?3 Fb Neck a\.d_{u_g_He&m Ntz p
Lungs : Patl

Heart:  C,¢ @

CNS: ~NEY)

Pregnant: CJYes (3 No_LZHA

Venous Access Site : @

Spine Exam for regional: | p , 4ot
v

Anaesthetic Plan: CIMAC CZREGIONAL CJGA-ETT (I LMA

on (6 [26
Peri-Operative Plan Explained to the Patient: \g¥es  oio i bj DE‘\{%‘
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ‘J’

1. DVT Prophylaxis : 208C0 ~ 85{61
T-QLyemtT CR 5p0 BBk AD . Water / ORS 2 Hours é»zfv(o\uld ot Rl
' ’ 2. NIL ORAL Others 6 Hpars ; M7 1D MR

T HELMA -U oD . 3. Informed Cnﬂseﬂ'?%%ndam T High Risk ohul TR

T-Vepmin by 0D 4. Post Operative Pain Management, & Discussed with Patient ™) lf P H- -
opiu

_ T. eTUGE RON obh 5. Other Instructions: g J%ﬂ

s - ~T0...Collest.. Alrod Tnireds ahin~  podnah il
Signature: 1)20/ .......... Name: ....... 0. AMALLA . 7 To.. ‘@ 'Q'Mw £ ga, auua,(
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Pre Induction Assessment; 5
Change in Patient Condition: ] Yes No Fasting Status:
ge , 7L g Adeguate
Physical Status: | 7 Patient Identified JZ(‘ Consent Present A Chart Reviewed
H.R: q,dqm | B.P/CRT: \chmwl Sp0,: o\s-[, ov By | RR: \b{miw | Last Feed: )%;5

Operation: Cugsttade .+ Pgfnad Do

Date : ¢

Surgeon: .. DX R.m kﬂf" Anagsthesiolp e Basdo............. Technician: .
o WA %/
N,0 /A0 LPM e Y 3 =] it
HALGC /SO /SEVO i Antibiotic
Drugs:
Suppository
1 mcti
&admss
YL AL R W00 [\@ [ 100 100] o 100
Temperature
Urine Dutput HOTES
5 NGB (I & = )
25
1 i
8P 20 I i
v Syslolic 220 ¥
A Diastolic
X Mean 200
* Heart Ratg i
Tourndguet on Time g
Tocerduet off Tene 160 /
140
Theodt Pack In 11
Thros Pack Tt 120 = ri »
100 - > -
|4 -
&0 oY POV, A S N L
40
20
10
o
| ABG
LAB Values —
e
Gaps

Equipment Checked and Temp: Induction Regional:

Functi (] HME 3 Fluid Warmer 1 3 Inhal zfjm‘!diy BN i sy
e O] CliogFim [ OH Warmer Pe0, (IRl Spinal [0 Epidwal [ Caudal
0 Cutt Site¥..........c.. \iﬂ‘Hugge«s Cotton Wool [ Qthers Others: .

E éil‘(lﬁsi:ad ............. mf%? & o [ SGA Position \r
imes: i Bile: i =
0 Temp Ste . q20pW | Oy 0od Dt Y
; Anags Start: ..o b - 35 ¢ SN | | S cm Needle Size: ...........
3 FID, Monitor : -
[ Agent Monitor DEERIE canas gl asaitism 3 Oral O nNasal {7 Cutt Parasthesia [ Yes ﬁ&o
JZ Pulse Oximeter 0P End: .. TiHg oV £ Trachedstomy (7] Topical Catheter at 80 oo :
0o G o Leave OR: oo "“_ _________________ 0 TR Drug Name & Cone
] Ventilator Anaesthesia: [0 Awake [ Direct Vision BOKS: oo
[ Nerve Stimulator ] GA {71 Video Laryhgoscopy [ Stylette / Bougie Itusion T
- oL J_Monitored Anaesthesia Care {1 Fiberoptic Block Level: . il {4,
P T W
4 (o Line (Size & Location) Transgefation to
Eye Care: C] OV, soomsemremsmermsemremssmimnce [ Bilat = 8BS o Ok OJ Other
O Oiet EIRRT i o .. | [ semi-Closed Circl Relaxant Reversed [ Yes
. 1apa‘ V... ﬂlﬁ !J-L 3 Closed Circle
£ padding LN ccunpimossmemmesi Bomisiomsapioipnrss: ] Other
Awake u v

3
¥
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Received in PACU bxmg‘*
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B

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

%3 UM

e Time Received : .......ccoe v vsarninns 1e Discharged : ........ccoondf.?
‘i i - — T X %
iig :i"g IV Cannula Site ;... ¥ o oA, m‘r ..... w
w 230 230 | [ 0, Mask 3 Nasal Prongs
% ;ig 7 gfg [ Tracheostomy ] T-Piece
“ 200 200 | O Oral Airway {1 Mesal Airway
E 190 180
180 180
8 170 170 | Vomiting : 3 Yes Q}&f Drug:
g % lugube:  Cws e
v :;.g :‘;g Drain: [ Yes MTNo
A 120 3 7 120 | Urinary Catheter: rg,\{[] No
§ 3é3 12,3 ChestTube: [ Yes A
5 90, %01 wil oral mp
o 80 4 B0
s - o | wruis ... RL. 00 0
& 50 7 50 | Oral Feeds:
= 40 40
30 30
v Qb/ N 20
10 b 10
Q0 e}
SPO,
POST ANAESTHESIA SCORE MINUTES
(ModiBd Aldrste Score) IN 30 160 19 ouT SCORING INTERPRETATION
Ak mive? et okt s oy, =3 ATy o| t |9 |9 | AMinimum Total Score of 8 is Required for
Able fo move ( extremities voluntary or on command ={ 0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or fimitad breathin =1  RESPIRATION jy 15 , ; L
Apneic a i =0 e - @ 19 Exceptions o this, are to be explained in the
BP = 20 of Pre Anaestheiic leve g space below by the Discharging Physician:
2 e e o de (M |vie
:ﬁwéake : - CONSCIOUSNESS ©
ey 2 kot Kt £ s
E{gﬁaﬂgk& Blotchy, jaundiced, other EE COLOR ')r- ‘1, 1 961 L
TOTAL @ % q ‘U r“
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
| |
W/ v Wy 0] w Mo ibuada by e
'f/ o il 3-3% 6/ 1o Mo P Ml\/\p\ﬁ!-o %

Pain Tool Used: [INPASS [JFLACC [ Wong Baker g,uos/

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

o Do Bk
R ETIPN S

Reassessment Frequency:
1. Every eight hours for al hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
& Every 2 hours for first 24 hours
b.  After 24 hours every 4 howrs
€. Prior to pain reliving intervention
d. Within 30-60 minctes after pain refief intervention

03~ A4
Transferred to Unitby (PACU): .
pate & Time:, M| > [ ol



%

, Rainbow® . -
Patiet Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a It to treat the lite, Your Right to a Safe Detivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
DAl e | 1111 H— PrOCEAUTD UONE DY ....ocsccsumsamssivssssmssisccomssnsmssonassensanmsmmmsssasssisnss
CSE /Spinal /Epidural s BRI L morassisiiins s Technique (LOR/LOS) ..eeevvecnncene
1777 1 £ - CAhoer BRI i ARBIMIPES © ...ocomrncnsssessansnssomssssnseasersnsrassssssssassans
PAraStNEsia : YES/NO if VS GELAIS © coovevuusueressereressusssrsssmmssesssssssessssssss st anss s sn R RS R 0
SOILILION COMPOSIHION § +vvvrsesnreeesssmssesssssosessssssssssssssssassmsesssssssssssssssstsssssssssssssEasasesaEEose 1448 sa RS AR R 00
Any other issues :
R —————— R
) [ ————— e St
\ Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : ...ocoveeeereecnnaes ADEARE oc.uiiimaciinss SVD / Instrumental / LSCS (if LSCS Details)
Catheter RemMOVEd DY ANd TIP INSPECIEA | covvueuvricsssssmmsessssssssssssisssssssisssssss s ssas s s s s e
T T 1 | TR —————— R L

Discharge /Shifting ordered by
DOCIOr SIGNALUTE. ...ceceerearsssessassssssssnssssssssasssssssasassssasasassnes
DIOTOT NTTIE e cuaiaivsusiucis dasesadessmysnsssisns nan sso inserasvansasmsnsses

Date ANt THNE | cvvismsseciicicissmassesobnnsis stsansssssnissonnstnsnassansssasass
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INFORMED CONSENT FOR SURGERY OR VW g
SPECIAL PROCEDURE ner. =

Mazp
Gy L

PatlentName\/N\KMA’LApE\/) Gender: ) Male [ Female Ageééﬂr/\ .........
UHID No : EAH—OOG56W\—% Date : ql&[fmté

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

C‘_'y i e RlNEALKG,ﬂA[&

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics

srformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
yuarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

CEHANCE 0F  BLEELING ;.. BLoo D AnD. Bloen. PLopxs
........ TRANSES oW, INEECT 00, FNIRRY.. T.0. ADTAc enrr
.......... OERNENNG. Aoip. T 1y Reeptl

My signature on this form indicates that

I have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

I'have had a chance to ask my surgeon questions.

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

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

—

n

Name of the Doctor who is performing the Surgery / Procedure: .................. DT £k RM SAk APOR
Consentee : Patient Attendant :

Signature : :&mé;gé.,’_ﬁmé\% ......... Signature : ........... L€° ..........................................
Name: ... H®A: V. MIRmAtA  Devl Name : \IQQ.JL.QH .................................
Date & Time : "‘L[‘}’hmr‘u ...... > A Relationship with Patient: S@’VJ

Date & Time : %ZQ’I’LJLQJ?M

Witness : i
Signature : ................... wf—' ...........................
B ...k MNowey | Mo

Date & Time : ('il’}/ ............ Nrgﬂ’\

Docu. No. : RCHBH /FRM / CLINICAL / 027
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- “m”lmmllll”ﬂ K URINARY CATHETER BUNDLE CHECK LIST Hospial .w
Date of Insertion: ................. (4 ’ : }( % ........... g
Parameters Date Shift Time ulJf —an
Need for the Catheter Q,Yes O No Cl¥Yes CINo | ClYes CINo | OYes (JNo | ClYes [INo | ClYes CINo | ClYes CINo
Hand Hygiene CYes CINo | CiYes CINo | ClYes CINo | CIYes CINo | ClYes TINo | CiYes CINo | ClYes CINo
Usage of Sterile Equipment Hes [INo | ClYes CINo | ClYes CINo | [1Yes CINo | CIYes CINo | ClYes CINo | ClYes CINo
Is the Collection bag below the level of bladder AYes CONo | OYes CONo | CYes CINo | OYes CINo | CYes CINo | OO Yes CINo | CJYes [INo
Check the Tube for Obstruction (Free of Kinking) [QYes CNo | OYes CINo | ClYes TNo | CYes CINo | OYes CNo | OYes CINo | OYes CINo
Is Catheter dated as policy (¥es CINo | ClYes CINo | ClYes CINo | CiYes CINo | ClYes CINo | ClYes CINo | ClYes CNo
Collecting bag is been emptied regularly? [¥es [INo | ClYes CINo | CYes CINo | ClYes CONo | ClYes CINo | ClYes CINo | ClYes [No
Maintenance of closed system for the catheter “Yes CNo | CYes CINo | OYes CNo | CIYes CONo | CYes CINo | CYes CINo | OYes CINo
Dressing clean and dry? Efes ONo | CYes ONo | OYes CNo | CYes CNo | OYes CINo | CiYes CINo | Cives CINo
Is the line removed as Policy? “TYes CINo | CiYes CINo | O Yes CJNo | ClYes CINo | ClYes [INo | CJYes CINo | CYes CINo
Performance of Perineal Care TTYes CINo | CiYes CINo | [ Yes CONo | CJYes CINo | CIYes CONo | CiYes CINo | CIYes CINo
Onset of New Fever ClYes LMo | ClYes CINo | CiYes (INo | ClYes CINo | (JYes CINo | CYes CINo | CiYes O No
Asses for the leakage at the site of insertion LXés ONo | OYes CINo | CiYes CINo | CiYes CONo | OO Yes CONo | OYes CINo | OYes CINo
Name of the Nurse %’L,
Signature of the Nurse @—

Docu. No. : RCHBH /FRM / CLINICAL / 114
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: .... X :leG .................... Time: ..3:89p ...
Origin:...ﬂ}z\aﬁfm ...................... Height: ....| 4% ¢ha...... Weight:..ﬁf.‘?k........... Ml R7:.6, IML
PO .o R E T e e e e S
Diagnosis: POD~0{¢'34'D;LK£RE1¢M .......................................................................................................
Medical History: HTN,DM.W?«: ..............................................................................................................

(] Vegetarian _+Non-Vegetarian [ Vegan
Diet AQVSEd: ..o PO\H’LV&%%NPO ..............................................................................

Patient's / Attendant's Dietician's
N i .
Signature: S‘% ....................................... Signature: gm@.a .........................................

Name: ... Nizneda. dani........ NEre: AR . L s
Date & Time: .. 26| 2J26.5 ... Date & Time: ”LQ)Q—G ...........................................

‘,S'Dfm - 3'.Sbf*m :

Docu. No. : RCHBH / FRM / CLINICAL / 186 (RT.0)




DIETARY NOTES

Date

Time

Notes

Sign

5|96
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e rou i Rainbow® &

_W B AD BRI AT Children’s BirthRight
N 1T rospital _ | (e
«a«g  OUurGERY DETAILS

I\

o SR ‘H\H% ..................
Patient Name: . Hﬂ% ..... YN(KMA{A’ ...... DCU?— R ORI . oionosisocossnionsrsnibio s tionss Age: gSy
R Ward: ...... pen-or.... UHID No.: .2AH - 0065042 4

Date of Surgery: ........... Lf{ .......................... Jor-1 Jor-2 [0O0T- 3}4 [ J0BGOT-1 [ 10BGOT-2
Name of the Surgery : ............. %4 ................................ Q—*’L'f\/m*u ......... fwv@“’m“"rk' .....

(PQMN:.»Q Cepoin
P qioﬁ“’\ g Time Out :............. Ne20fhv). .
)
<
NAME AMOUNT

1. Surgeon EPRESIE AN T S REURT.U Sr TRLRT SRR UL o e . S 5, G- . -

2. Anaesthetist : DR, BPuMDH A

5. FORIBINIE SHEMIIIN - ...c.cvi i oeir brapisanons sssrepaendblitn Abbes siss dhibmssinusdssnosss irighes

4. OT Technician

5. Circulating NUrse : .......ooteomeeer .. o o SRS S

6. Assistant Nurse

Special Equipment:  [] Laparascopy [ ] Broncoscope _] Harmonic | Morcelator
(] C-ARM [] Cystoscopy _] Versa Point ] Liver Cusa
[] Neuro Cusa B T R O I O SR L

Signature of IWW ﬂ ! ( y ( Signatuan Nurse

4
Order No: %S?Urdcl .................................... Order by: ...c CMP ..............................................

Docu. No. : RCHBH/FRM/GENERAL/114
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OidarNo. .5 0n. . C‘é’&gg ....................................... Ordered by :

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

A @ b inbow" ;
P CoGRi R eee™  Children's | @ BirthRight
N 515 CONSUMABLES QE 0T Hospital_ | @usemer:
T e B S SR Techniciangy.........xm@®®................ Date : ..... K{h .................. Time :...... ? E‘r(’f)
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# The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other p edure
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7. During Non-woyking hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Cgunseling desk between 9am to 6pm

8. Differente; if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. I case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories pf rooms. And no attendant
ig'pemiitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.
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