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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
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00175982 Admit Date : 05-Jul-2026

HETRURTEI AN nmm

Admit Time :08:09 AM UHID : FDH-00026418

Patient Details :

MAHAL STREET NO 7 Domalguda Hyderabad
Telangana INDIA 500029

Patient Name : Mrs RACHURI SOUMYA Age :33Y9M17D

Guaz=dian : Mr NADIMINTI PAVAN KUMAR DOB : 18-09-1992

Gender : Female Religion

Occupation Martial Status : Married

\ddress (H) - #FLAT 301 LEGEND VASUDEVA , GAGAN Phone No : 9000830220/ 8297441169
MAHAL STREET NO 7 Domalguda Hyderabad E-mail Tl st
Telangana INDIA 500029 " : PIOmaRSEaRrT.

Admission Details :

Bed Type : SHARED WARD Bed No :SW 414 Ward Name : 4F-BIRTHING CENTRE

Room No : SW414 Admission Type : First Visit

Contact Details :

Nan:» : Mr NADIMINTI PAVAN KUMAR Relationship : Husband

Co..act Address : #FLAT 301 LEGEND VASUDEVA , GAGAN  Phone No . 9000830220 / 8297441169

v
Sgnature

Doctor Details :

Do ur Name : Dr. DR.M PRATHYUSHA REDDY

referral Doctor : Self

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.00
Payor Name . MEDI ASSIST INSURANCE TPA PVT
LTD

Printed Date / Time : 05/07/2026 08:14
\

Printed By : 018621
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE
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It takes a lot to treat the little. Your Right to a Safe Delivery
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Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

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

Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. L N

DRUG : —]: MeRolA TDiE;eeL\”f

Dose Rolite Frequency Start[lin

Name-& Signature of the Doctor 1 | X
Starting the Drugs: L
(3]
Additional Instructions: P ,@;
\ A
P

Daily Doctor’s Endorsement by a Sign

& | e T PN f Datet 14

- T
/Dose Royte | Frequency | Stat Dt.
oM i D Y’A—F

Name & Signature of the Doctor

Starting the Drugs:

Oy [o

Additional Instructions: 4

Daily Doctor’s Endorsement by a Sign

oruG=, (PlotAy e |
Dose Route Frequency | Stat Dt. \
M v [ To a%—am

ﬁ; Narmie & Signature of the Doctor 9 /,:
Starting the Drugs: AP
o |uo
@?\—ML}] A i)
Additional Instructions: * R g
(1AY
i.
' Daily Doctor’s Endorsement by a Sign
DRUG : Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

\ily Doctor’s Endorsement by a Sign

\No. : RCHBH /FRM / CLINICAL / 108 (PT0)




FDH-00026418

Mrs RACHURI SOUMYA
18-09-1992 33Y9ImM18D (F)
Dr. DR.M PRATHYUSHA REDDY
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Sheet No: .............

IP5-00175982

REGULAR PRESCRIPTIONS
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Ralnbow
Children’s
Hospital *

It takes a lot to treat the little.

BY RAINBOW HOSPITALS

Your Right t Delivery

‘BirthRight'

DRUG :

Dater

Time
v

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Ti' e

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Datey

T pe—— i ..

Dose Route | Frequency

Start Dt.

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Time

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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FDH-00026418

Mrs RACHURI SOUMYA
33Y9M17D  (F) -
Dr. DR.M PRATHYUSHA REDDY

18-09-1992
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IP5-00175982

I.V. FLUIDS CHART

Weight. ...%‘Q:Lt.sﬂWard. 0.

Date Time ~ Composition of L.V. Fluid Route Flow Ratel Do_ctor quse Date pf Doctor | Nurse
(If infusion, mention mi/hr = Mcg/kg/min. etc) ml/hr Sign Sign |Stopping| Sign Sign
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mﬂl:: RE Children’s Eg&g Bolsgrll!:

T Hospieal - | (gt
DRUG CHART

Date of Admission: b’['lrllolﬁ Drug Allergies: ........... NtD/\’ .............................. u/ﬁ)t known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

Docu. No. : RCHBH /FRM / CLINICAL / 118
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FDH-00026418 IP5-00175982
Mrs RACHURI SOUMYA

18-09-1992 33Y9M17D {F)
Dr. DR.M PRATHYUSHA REDDY

T T REGULAR PRESCRIPTIONS Weigm...H&L.!&?ﬂ[wm.._.._()_%_

Date}
DRUG: INT - CEFOTAKIM  [Tipei0
ose | Route |Frequency |Start l)ate R
R

v _[BD  Islahe
Name & Signature of the Doctor ,
Starting the Drugs: £
N ¢ <
il T Nt
Additional Instructions: 2 LN
4
aiig) <\-\e""\3 v.d
i P ST\

Daily Doctor’s Endorsement by a Sign

ore: [ P&y . mm

A/,

Dose Route | Frequency |Start Date ﬂ
Name & Signature of the Doctor h
Starting the Drugs: (I i

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: |- P-BW i’lmu_%z'b\«_\

Dose &gute Frequency |Stast Date| ¢,

7 (W |x1> e
Narhe & Signature of the Doctor i
Starting the Drugs: ¢
D “h\wty 27
- L Jpr¥XL

Additional Instructions: 0

©

prﬂ

Daily Doctor’s Endorsement by a Sign

oruG:  (~ Ol (pfeppe [
Dose Route | Frequency |StarfDate| =\ &

5—”“’1 (PD 114)§'>rm$£"

Name & Signature of the Doctor

Starting the Drugs: Q'y
7
Q)\M L 0N AW

Additional Instructions: o

Daily Doctor’s Endorsement by a Sign E
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DOSAGE & OTHER SIGNATURE
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Early Warning Observation Score Chart - Obstetrlcs

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

Date Sh“ P 25 =
San - ~ 4 Ly

Time | 8 | 9 faoy11[12ff1y 2|3 (als |6 7’3@@11?3] 2 1(3)I(4)1(5) [ &0
> 30
21-30
11 - 20
0-10
94 - 100 %
<94 %
Administered 0, (L/min. 5

40

39

38

37 - y

36

35
< 35

170
160
150
140
130
120
110 Vv :

100 : W 3 WOl 3 Mﬂ':b\b

RESP
(write rate in
corresp. box)

Saturations

3, dwa)

ajey Leay

90 AN
80
70
60
50

190
180
170
160
150
140
130 X
120 i X

110 A { ] %_ =
T 3 a\ : T A NI
90 X

80

70

e
anssald poojg 2101sAs

50

130
120
110
100

80

4—-
2Inssald poojg Jljoiseig

8
3l
Cil
2SR
B
T
e

[ 40
NEURO C"?"t
RESPONSE oice
[ ‘/] Pain
Unresponsive
URINE > 30
mils / hour < 30

Protein + +

Proteinuria -
Protein > + + | e i e i B

_ Normal
Lochia Heavy / Foul SRS
P Clear / Pink
\quuor e
TOTAL YELLOW SCORES o
“~aTAL ORANGE SCORES ] 5
Nurse Initial ). A




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

. J/

s ) - | g
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS 2 pasinRan A nepe

Observations
Observations in 30 minutes

& o e &
: 4 A 4 [

~

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

t =t b -

ik » '

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

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

RESP
(write rate in
corresp. box)

0-10

Saturations

T 7% A : i Hetiaad e s N i e LR fE

<94 %

Administered 0, (L/min.)

2, dway

40
39
38
37
36 #
35

< 35

ey Leay

170
160
150
140
130
120

110 g |

100
90
80
70
60

50

A~

180
170
" 160
£ 150
= 140
& 130 \ o
T § 120 e
& 110
% 100 ity
5 ’
& 90
) 80
70
60
50
i 130
= 120
é 110
= 100
L==]
o 90
[=]
l g 2 ¥
o 70
% 60
g 50
40 = T.
_—_ lem R £ N IO T ISR R T £ R (0
RESPONSE olFe '
(V] Pain
Unresponsive
URINE >30
mis / hour < 30
; ! Protein + +
Proteinuria :
Protein > + + |[SSEEIN
. Normal
Lochia Heavy / Foul
Clear / Pink
Liquor Green R o
WL YELLOW SCORES v z
L ORANGE SCORES 2 0
Nurse Initial Q ¢




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

J
i ) 8 >
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
5 A J

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

S 7

* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the littie.

FLUID CHART

SheetNo. . ........... (D ..........

ol 28

BY RAINBOW HOSPITALS

@ BirthRight
’s . g

Your Right to a Safe Delivery

s W
1. All measurements in ml.

s

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

~ outpt

[ Twsie

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

Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%rgr%g ,?L?gé
Mouth 1V N.G
0800an | P [ 3dly | [ [OIRN
00an| y | ¢ Lol — 1A |]
10:00am | o E o
foan| @~ |, | oo o |V
20| | | Hw0 R L
oro0pm| , : v) L
Total Intake : ' 1 Total Output :
02:00 pm Lt O <M3
03:00 pm S ‘ 0 V.0
04:00 pm 1tyn | Sl
05:00 pm ‘ \’a —7 O
06:00 pm D e o — 1A ) p
07:00 pm (V| Lhott;
Total Intake : ('} 0 JAQr TotalOutput: ) =~ b D
08:00pm | ¢ onod 1 A N
0900pm) g NP o) looond| A
10:00pm | L L hoon) o \p
11:00pm | gL 00 10 A v
1200am g W)  |inged A ® |\
0100am |g, wanl "y 00| P W)
Total Intake: < {ohef\  pop ml _ \ Total Qutput:  Pavye o)
02:00am | g it . KF EF%
03:00am | g « lon o) / o7} ]
uoan| gc Lww [wod > O | ¥k
’ : X ot L
05:00am | Qe 00 \ o |\ ¢
06:00 am aﬂ, e : woed! o |\
07:00 am o~ D \
Total Intake : #\,J)w,\,mm\ Total Output: Qo) . —
Total 24 s, Intake | | o 0 | Total 24 s, Output |y 4 ) p) O
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\[FLUID CHART)

\

#

=

Rainbow
Children’s
Hospital

It takes a iot to treat the little.

®

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Yate 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.

i Intake

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
phlebitis
Score

IV Site

LV

N.G

08:00 am
3

A

) )

09:00 am

5
o>
55

;a

10:00 am

11:00 am

i
fo

12:00 pm

01:00 pm &)

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

E5
—C
~)

04:00 pm

05:00 pm

06:00 pm

b

07:00 pm

B

Total Intake :

Total Output :

%d Alop o P %éc)@o Olol

08:00 pm

09:00 pm

10:00 pm

+111:00 pm

12:00 am

4 01:00 am

Total Intake :.

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am Ji

07:00 am

Total Iftake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput




Patient Sticker

B RN 3L .o ovos e o esvessasionies

#

\

e

=

Rain. ow
Children’s

Hospital

It takes a lot to treat the little.

FLUID CHART]

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.

' Nature
Date | Time | ofpyig

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phiebitis
Score

Sign.
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

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

~ Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




[ Patient Sticker

SROING. ;... i i it

[FLUID CHART]

\

=
Rainbow®
Children’s

Hospital

It takes a lot to treat the ittie.

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

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
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 :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the little. Your Right to a Safe Delivery

— U

Shift: _D'ﬂommg U1 Afternoon [ Night
Date: 5141@?

- hprmﬁutain Airway and Oxygenation [C] Relieve Pain & Discomfort i in Flui
@ - intain Fluid Balai ivi : intai iti
g e Mem b ‘_é}:::;t . N:::S Improve Activity Tolerance Mntam Good Nutritional Status [] Maintain Skin Integrity
S i S b AU [ Ensure Safety [ Early Ambulation Reduce Anxiety —Patfent & Family Education
Time Pl
an of Ca i i
re Time Implementation Evaluation
Gamy  +¥-HSCesS Jhe gperal  Coodston of b g3 S he 719
S Sesled. Jenen al Cond

P@chenk

100 |y pprcky  elals EN el
loam |%  NST 4%, tr T | s Pﬁﬁnl’/ &
o [F T Ccannalizaction 5 i . hwlg g

SO AN I D ,
Apo |y P
Safety f s saldhy qulc!ud\

RO ............oocncmeh it mescns i kiifaglaet =

M oy canoudization

Nurse Signature; ......... '@4,7 ................................. Nurse Name: ........... {Léhun& ..................................... Date & Time: . ﬂtf l3 8. 0 R! L& a/O

Docu. No: RCHBH /FRM / CLINICAL / 148
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Your Right to a Safe Delivery

T T s NURSING CARE RECORD el
glelwo, .

Shift: [ Morning D‘(emoon [ Night Date: ...7..|.2..\,
RERRRRE o i B i P{’ ....... (omploan......-pen.... 0 LV s S W oL OO S .~ SRR [ (ORI L WO .o
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [ Maintain Fluid Balance ] Improve Activity Tolerance (] Maintain Good Nutritional Status [C1 Maintain Skin Integrity
E [J Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety (7] Early Ambulation Reduce Anxiety [7] Patient & Family Education
© | [ Identify Potential Complications T T T T L L L
Evaluation

Implementation

A8 K f#ﬁtﬂmp cpmﬁ% e A8%0 %Ko p#fcnwmﬂwdﬁs)

i
f*\/u(

ng Mmuces\ el o v s Bf'sf%@&d QQMLJM P’F‘ .
720

HminGdaln nedepe
(,[P 2 § \0, L M@Dtﬁn O! I MAPOCQJQ’\%Q a3 FLQSH dDCJ;O/Y‘

" i
if“{ G)”Y‘»Q,V&J\/\s@ ‘nleotiBn <4 b,

Re-Assessment: .

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

Nurse Signature: ............... @ ................................ Nurse Name: gﬁﬁ’f\g\ ............................................... Date & Time: %%%
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~ Dr. DR.M PRATH o (F)

Children’s . BirthRight

M o NURSING@RE RECORD Hospital| | @zl
Date: &%ﬁ

Shift: [ Morning [ Afternoon uﬂﬂght

Assesamiet ... ... PQM .......... Fﬂmplam't ......... Q«E:QJI ......... =2 PR N D AL . S T

%8 aintain Airway and Oxygenation @'ﬁeliave Pain & Discomfort JZ/Maintain Fluid Balance [ Improve Activity Tolerance QMaintain Good Nutritional Status (] Maintain Skin Integrity
E \l;/Maintain Personal Hygiene revent Infection [ Meet Elimination Needs vrl/ Ensure Safety ] Early Ambulation Reduce Anxiety L Patient & Family Education
S | [ Identify Potential Complications T ENIE: BOEIY. - B i i et i e s e s e T S e e L

Time Plan of Care Time Implementation Evaluation

o) bavye ) —the pl wndsiteo opm THMesed ot ton diliso
ap OONHOY v@ro-h —mBn:‘"’_()‘rcd V‘\LI'O-U
Lals e "\«OLLJJU

pr. X

- AT [NPYNE

\Dp O

: 1510 thed Y deaisteined Olo chard
| - batiib % gty [TV Lt e o o b
L&V %w it W ertned v TyL‘f"l

—lgboo\ ”\W\‘Bﬁ =l O0Ne @ Pen,
Re-Assessment: ... LoNg. ... Ayl Q{’}deﬂ TR - . AT R e T W

A\

SRR

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

Nurse Signature: LS'&'G-LEQL!)[&&%Q/ Nurse Name: JC'NI.MG’Z% ...................................... Date & Time: ...... 6[';”’3&\8 ....... %0;*-0 ........

Docu. No: RCHBH /FRM / CLINICAL / 1
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NURSING CARE RECORD

u{%

Rainbow”’ . o
Children’s (4 BirthRight
Hospital .w

Your Right to a Safe Delivery

It takes a lot to treat the lithe.

Improve Activity Tolerance

[J Maintain Good Nutritional Status ] Maintain Skin Integrity

O Activi i
m| Waﬁon Reduce Anxiety Wamily Education

Implementation

Evaluation

§5 88ed <the

Shift: [ Mqming L] Aftersoon [ Night P
FITT T C L TN REE Y .o~ | > . oy s SR A&Mn f ..........
» ] Maintain AWd Oxygenation [] Relieve Pain & Discomfort [J Maintain Fluid Balance
§ (] Maintain Personal Hygiene (] Prevent Infection (] Mee&gmiaaﬁo’n Needs
S | [ Identify Potential Complications LT AT TREB, SDOGHY. ..o ssiissnions s sansss soaming sies svn bWiissd s 548 63 40 a9AV O vl bR NPV vy A v i e e e
Time Plan of Care Time
10§37

Lok

A t/T/V)VL‘i-wad A T/{ﬁ f/zﬂvl
¥ o ko ol W

\R
i ol e pus 8SeHmerd
el A

253"
p
3230

PVV\

33°
6 o

el y
S b Jm‘

+ ol and J”MM”JL?’
T

s

e

: mng gafb-%/

Nurse Signature: KJ»V ............ PR Nurse Name: ....... gml% ...... *5!?#!3,7/ ....................

N sttie Sty
Re-Assessment: Aggiﬁffﬁi ........... s Qm-)o(,-ﬂuo ........... oAt me ................ 12.ca2....

[0?/4£@8//W .......

Date & Time: (?‘

.........................................................................................................................................................................................................................................................................................
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~ Dr. DRMPRATHYUSHA REDDY Children’s Birth ng ht
Hos pita| BY RAINBOW HOSPITALS
SR I T NURSING CARE RECORD Hospital | (g mumomicms:
Shift: 1 Morning [ Afternoon L[ Night BRI it oo s cowese s s
ERNUIININEHINE. . o ot mcms s ossosiedicny g 3 S A B RS SR A N i S AR A R RN RSB w TSRSV s SRR b AR S mrmemmmemmmneesmmns b e i
w | [ Maintain Airway and Oxygenation [C] Relieve Pain & Discomfort [ Maintain Fluid Balance 7] Improve Activity Tolerance [J Maintain Good Nutritional Status (] Maintain Skin Integrity
§ ] Maintain Personal Hygiene [J Prevent Infection ] Meet Elimination Needs [J Ensure Safety [C] Early Ambulation Reduce Anxiety [ Patient & Family Education
€ | [ Identify Potential Complications L] Ay 0B BN < oo vt e e S B R R T G S e e S B S e A T e wmmin
Time Plan of Care Time Implementation Evaluation
BRI ..........cc.ccccocossmmmmnsosnmsstisensonnsnsansasessssssssmesnssemstsssess s sanmsssasecsatmmemmeysavmss e v o aens BRSO S S RSS S omo b4 mor bt BEss At 88 Hets s boaLe LSRR S St bR oemms e b smssLs b b s e sm st
DI 5SS Brkbcpmeiom RS LS B bsdmsnss bt ssnsvcesbias i oegs i S bbb e S S TS b s e 5 b s Sh s S
Nurse SIgnature: .................coccocoooeoveereeee, O DTN s B s B RSB amee Swmmnmnsn Date & TiME: ...ovoveeiececeee e

Docu. No: RCHBH /FRM / CLINICAL / 148
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It takes a lot to treat the little.

Patient Sticker
| NURSING CARE RECORD
Shift: CJ Morning [ Afternoon I Night P . sismnsnssane
ABSBESMIANT ..ottt o ti s ot it i s lmnstsb breantb ik vassvhstna smsvass et besdsokin bhs ke wash vareh ab brm ks nx susismbasshsnsamnsn pebits sn2a SRS R Khe P As LS AR RR SRR 2SS EAR 814450 A RS REO Bho EHF AR T SHH SN ES AL OA PR SRSV R R AR g
('] Maintain Fluid Balance [J Improve Activity Tolerance (7] Maintain Good Nutritional Status ("] Maintain Skin Integrity
[J Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education

[] Relieve Pain & Discomfort
[J Meet Elimination Needs

e | ) Maintain Airway and Oxygenation
'§ ('] Maintain Personal Hygiene (] Prevent Infection
S | [ |dentify Potential Complications 0 ANY OtNBIS. SPBCHY. .. eeeeuvvereessrrereesrreseeseeessnssesosnseesenneeeesaneseesbsaeeassseeeassbessbbanaensbeesnssnneensen
Time Plan of Care Time Implementation Evaluation
ROASSOBBMBIN. oo i ey e T T S VI G T o o s SR T N R e s SN U S P VA S VAR R e E TV F S 608 S0 S 8 Ve T B ¥ WV Ve T T ST oo
SPBCIAI NOEBS: ... oottt ettt e s e et et es e e seae s s b s s b e R d e h e d e h e b4 b b8 E SRR SRS ESEeE sS4 E SRR AR SRR E RS S L SR SRR S AR
Date & TIME: .......c.ccceererreeeriieeeecc s snseaessesassesaes

NUrSe SIgnature: ...........ccocoeceeeeeeieeessese s NUSE NAME: ...
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NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: DY..... pminuWQD ..... Department: .............. B8N - Date of Admission: d’i’{%’

Z | Diagnosis: Any Infection: CIYes [=No L[] Not Known
'5 P M 346 Lk oy —Can17 [Abouy | 1 Yes SPECHY: woooooerrreeeeeeo
@ [‘Sﬁo'b‘} A . \ ¢
2 | Area oéé : 7 O—A
3 Shift Time WWO @ o D&
§ Medical Condition i i i
= | (Any special condition to be noted): : v
B B O
2 '
Allergy: / OYes &No [0 Yes .;'(o O Yesﬁ No [0 Yes N0 | 0 Yes 0 No |0 Yes C)No
Tubes/Drains/Cateter: O Yes 2No |0 Yes 0 No A Yes C1No |0 Yes #fo |01 Yes 1 No | Yes TNo
Vital Signs: Temp: ‘1? ‘pF ,\x ‘/ q&&‘t @!:HF
£ Res: | |gb[m | 20\™ \gf\m® | ol
= 00 | o/ | AaY o qaq /.
@ Puise: | [lop[rm \\ob|wyo W@ | chpe
2 BP: l2ko  [\WACE ha Mg uglst
Fall Risk Score: | Do »$ |1 N
Pain Score: 0 D s o
Safety Needs: | < 'dé'm'l; L N =) yug ‘
i Physiotherapy | Yes ("No | Yes ?rﬁo O Ye‘s Mo |0 Yes =Ho |01 Yes C1No | 0 Yes C1No
g e T RS
g Others Specify: (NGs @ ALO Mﬁr
E Special Diet: | Yes £No | Yes ;wfo OYes E?ﬁo C'Yes CLNo | Yes [JNo | Yes O No
g | Other Special Orders / Medications: | py¢)
= L] AP be
»
Post Operative Procedure Special Orders: | N#- ‘\W o ‘\\;x
v |
. A
Handed Over By Name : E ’ W (SM qy&r
4 ™ L
Signature : Z5W W W] e
Date Slajze [dAA | CWtv | (1w
Time: (9 1Gm &’? Ml ew® % \‘?"’W
Taken Over By Name iH &v}& (L)}f
aken Over By Name gw & x
Signature : g( X QM
Date: e O é Ay md}\:yo
Time: . il
1

Docu. No. : RCHBH /FRiA / CLINICAL / 097



Patient Sticker

%

Rainbow® g . il
Children’s i BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCLOL: ....ccccunummmmmmsunssmimsssenssmainsssssansaress DEPANIMBAL ..0..50 o cdissaaiiadiiindbend Date of AAMISSION: ..........cccorseveererees
Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
g I YES SPECHY: w..vvovvevevverreeeeereeessessssssennnennes
&

w
S | Area
% Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: 1Yes CJNo | Yes C'No | Yes CINo | Yes C)No | Yes CNo | Yes CINo
Tubes/Drains/Catheter: “1Yes C'No | Yes ©'No | Yes CJNo | Yes CJNo |CJYes CJNo [ Yes CINo
Vital Signs: Temp:
= Res:
g Sp0,:
g Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
e Physiotherapy | Yes CJNo [ Yes 1 No ) Yes CINo | Yes CINo| O Yes CINo| = Yes CINo
=
=]
'-E Others Specify:
=
g Special Diet: |2 Yes I No () Yes C'No | Yes CINo | Yes CNo | [ Yes CJNo | Yes C/No|
E
S |Other Special Orders / Medications:
e
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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[““ PO Hug: souMYA Rai 'b_‘:“ ®
Mrs RAC 110 F) ainbow " : "
— \\\\““ Children’s & BirthRight
H INBOW HOSPITALS
\\\\\\\\\\\\\\\\\\\\\\\\ Il CHECKLIST FOR TH ROM?OPH LEBITIS Hospital | (@) o osims
DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y £
; No signs of phlebitis /
1 | IVsite appears healthy g P 0 ©
One of the following signs is
» evident : Possibly first signs of phlebitis 1 i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 Zxoesii‘dt{:l’%follomg Signs Early stage of phlebitis / 9
Pain at IV site Redness eSS Gannua ik
Q‘Illi: ;lﬂ} ? following Signs are Medium stage of phlebitis / 1
4 Pain along Path of cannula ?es{[[e Catnnula Consider 3
Redness around Site Swelling S
| of the following Si
Q\Itigent an ngvréﬂgsﬁég.n i Advanced stage of phlebitis or
5 | Pain along Path of o the start of thrombophlebitis / 4 i
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5 i
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse | ¥

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 of Shift In Charge :

Signature : ...............] F IR Name: ..........

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

Signature of Ward In Charge :

Signature : ......... w.r} ..........................
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18-09-1992 REDDY = b:' ®
W PRATHYUSHA Rainbow 4 e
" Chitrers | @ BirthRight
\\\“\\“ 5 Hos p ital . BY RAINBOW HOSPITALS
Morse Fa" Rlsk Assessment Form el modmp gl Your Right to a Safe Delivery
: [ [\
: pate/Time [S16 .| €VF(no | 628
Choose Highest Applicable Score from each Categor \ Fall Risk Gradin
e Highest App gory e Qb3 P by i g
History of Falling Yes 25
(immediately or w/in 3 months) No 0 D 0 & Risk Level Murst:l\::g)Scure Action
Secondary Diagnosis Yes 15 e i
(more than one diagnosis) No 0 D ,ﬁ D
Furniture 30 i Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 B (& Precaution
None /Bed Rest /Nurse Assist 0 @)
2
IV / Heparin Lock or Saline ;BS . J0 PO b Implement
4 g Moderate Risk 25-50 Modera_te Fall
Impaired 20 Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmobile 0 0 1) 0 Implement High
Forgets limitations 15 — Risk Fall
W 0 'egmed 0 own abil s v L
i 0 oo iy 0 0 D O Intervention
Total Morse Fall Scale Score: 90 @) e I Ay
Signature FE‘J\ 9@3@&1) s
e oy a U
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions BﬂAssist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) i-Folirly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital Dakﬁess patient after visitors, leave to ensure safety measures in place
[L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI Use safety straps on stretchers and wheglchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow® : o
Children’s ‘Bll‘tthght

Patient Sticker

i Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ke et e e
. : Date / Time
Choose Highest Applicable Score from each Category Sc/ore Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsn;h::‘s')Score Action
Secondary Diagnosis Yes 15
(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
IV / Heparin Lock or Saline .. = Implement
No 0 : Moderate Fall
Moderate Risk 25-50 .
Impaired 20 Prevention
) ion
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 o Risk Fall
Mental Status .g = High Risk 3l Prevention
Oriented to own ability 0 Int i
Total Morse Fall Scale Score: s e
Signature
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [C] 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
L1 Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheglchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs
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wirs ‘“GHUR'SO u-no F) ~ Rainbow®
. ainbow ; A
w58 REDDY Y Children’s ® BirthRight
\“\“\“‘“\\ “‘ \ \“\ Hos p ital . BY RAINBOW HOSPITALS
il PAIN ASSESSMENT FORM Hosell. | L
= Pain Score I . Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Faclers Educated Intervention Sign
\3 Q o b (J Continuous | [ Acute [ Sharp (] Dull [ Increasing [ Yes ey
H\A g ( ' ‘ : i 1 Achin Burning | [ i O ‘@,’ ¥
\ C ) ) N’n ] Intermittent | [ Chronic = g g | [ Decreasing No O‘O <oV EiDQ l
g/\p{\nM [ ] ] Continuous | [ Acute 1 Sharp [ Dull (1 Increasing | [ Yes tind o»
I [ O' £ T e Ll [ Intermittent | CJ Chronic (] Aching [] Burning | [J Decreasing | [J No ——
K{‘?’{) [] Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes
i , i Achin Burning | [] i N
)@ )\PLM 0 f (‘O qu_ [ Intermittent | ] Chronic O g Gl g Decreasing 0 O %@w 9@_912 cefﬁ@(fa
“" ? MNC1 Continuous | =Acite (] Sharp _-Bull (I Increasing | L[] Yes A )
: ‘ i 1 Achin Burnin ' : ) J Qp
Q =) q M Qg(] M 5 |_—Intermittent | ] Chronic O g O g | [J Decreasing | [ No o804, mﬂ” th é}f&)\
pes ] Continuous HAcute (1 Sharp _=-Bull Jncreasing 7 Yes D 9»1('1(\‘\ 20/
Q H—’lfg 8 F‘M 3 Z) (0 Beron | -ntermittent | 1 Chronic 1 Aching [ Burning | [ Decreasing | [ No - MQ}MJG Id7® 82‘?@ %&3
L] [
ﬂ [ s [] Continuous | [] Acute . (] Sharp (] Dull [] Increasing O Yes ?nfw
Ll" 2 i » i i n i ] i g SO-'QL«:H
S\d e b prr) W e | U Intermitient | L Chronic (1 Aching [T Burning | [ Decreasing | [ No Ry, }
arbdo | O Continuous | [ Acute () Sharp (] Dull (1 Increasing | -CJ Yes < n,((JlLLrU V
A{\_‘, “‘)rn ‘\\\0 Mo () Intermittent | [ Chronic 1 Aching (7] Burning | [ Decreasing | ] No ;:q S HM
\ +Hrbto [] Continuous | [] Acute {7 Sharp [ Dull [ Increasing L] Yes U.r\.o({pﬂ _
N0 . p ; — Achi X : : ; - J
QH‘Y?& YD) M) [J Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No ana Ll L0 Mﬂz’fg
N-boky (] Continuous | [ Acute (] Sharp ] Dull [ Increasing L] Yes H 1) v S
Q\'A A 1] [ fref) I Intermittent | ! Chronic (] Aching [ Burning | [ Decreasing | [ No %\M o k
(] Continuous | ] Acute [] Sharp ] Dull [ Increasing [ Yes
g\?\ & O[ (O /J 47~ | [ Intermittent | CJ Chronic [ Aching (7] Burning | [ Decreasing | [J No Mo '-Dwrk\
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢) 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)



Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

oode®

No Hurt

! 1 1 | 1 1 1 1 |
T T T T T T T T =)
1 ] 3 4 5 6 7 9 10
Worst
Possible Pain

 Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
0 1 ng !
Fa No Particul ; i Qccasional Grimace or Frown, Frequent to constant frown,
o0 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 z i
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 -1 0 1 23
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 fad
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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yenlilator

g
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Mrs RACHURI SOUMYA Rain b~‘6w° . . 3
o, Sogay, Chitdren's | @ BirthRight
H os p i tal . BY RAINBOW HOSPITALS
1 PAIN ASSESSMENT FORM Hospital | Qg tmmeonicsmus
[ 2 Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Vastoss Educated Intervention Sign
Hl Lw NP‘ ] Continuous | [ Acute (] Sharp (] Dull (] Increasing | [ Yes il %WL
GHiLB | fopn| © ] Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No bl
\ A Yi O{}J’ x\»‘ ] Continuous | [} Acute [] Sharp [ Dull [J Increasing | [ Yes WA QWJ"O
(7 lz-Pm O] Intermittent | () Chronic [J Aching (] Burning | [ Decreasing | [ No '
4[ " OU” ?‘N}( ] Continuous | [ Acute [] Sharp (] Dull (] Increasing | [ Yes MA' %
G\ 5}”’“ ] Intermittent | 7 Chronic [ Aching (] Burning | [] Decreasing | [ No
\ ’4\’}’ G ; & O\U’ [J Continuous | [] Acute (1 Sharp (] Dull [] Increasing ] Yes W g ‘
c? P N‘P‘ [ Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [] No
] Continuous | [ Acute (] Sharp [ Dull 1 Increasing O Yes
Tl Intermittent | ] Chronic (] Aching [] Burning | [J Decreasing | [ No
[ Continuous | [] Acute . ] Sharp (] Dull [] Increasing | [ Yes
[} Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | [ No
[} Continuous | [ Acute [] Sharp [ Dull [ Increasing | [ Yes
] Intermittent | 1 Chronic C1 Aching (] Burning | [] Decreasing | [ No
(] Continuous | [ Acute {7 Sharp [ Dull [ Increasing (] Yes
[ Intermittent | [] Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull (] Increasing | [ Yes
[ Intermittent | [J Chronic CJ Aching [] Burning | [] Decreasing | [ No
[1 Continuous | [ Acute (1 Sharp (] Dull (] Increasing [ Yes
1 Intermittent | [J Chronic ) Aching (] Burning | [ Decreasing | [ No

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

Docu.No: RCHBH /FRM / CLINICAL / 152 - (PTO)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

LS

No Hurt

1 1 1 l | ] | l ]
1 1 I 1 I 1 ] I 1
2 3 4 5 [ 7 8 9 10
Worst
Possible Pain

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

)

SCORING
CATEGORY
0 1 2
F No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
A LSRG ENDR N OF SITNG withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
i Laying quietly normal position, Squirming shifting back and ; ?
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
nsolabili Content, relaxed hugging, or being talked to, Difficult to console or comfort
SO distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State No arousal toany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR, 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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Time :
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

km&l

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

of physical activity”

Confined to bed

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

two extremities.

4. No impairment:

Responds to verbal commands.

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

(_t/
L\/

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:{:s\‘:r:;gse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing ({/
t : Dampness is detected every time 8 hours. every 24 hours.
0 moisture bt
patient is moved or turned. \.f
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 positio
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 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.

2.1 3

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

e

Evaluator's Name




|

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 RS SRR SRR e Lo
Manage moisture, friction and shear gp y
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 $ i
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges 4
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :

Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili ¢ . A 5 ; , > - ) H
i in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance.
without assistance. to completely turn self independently. independently. 4
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
oA pdivi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : ! = / A 4 ;
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

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.

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.

Sensory Perception

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 1. Conslaily saiot:

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::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
p Dampness is detected every time 8 hours. every 24 hours.
to moisture p :
patient is moved or turned.
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."

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.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

Tissue Perfusion &
Oxygenation

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




f Support Surfaces
Risk Score Category j Action (Please Note: Only required for children who are deemed at risk due
| to altered mobility, consider occupation therapy referral for advice
E 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 .
. ; " Alternating pressure mattress overlay
Manage moisture, friction and shear
' 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 L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges J
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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26 | po g ost Op :
@'\2&,«, diehHhoun
-

O Medical O Initial Puslt o Dup e e ;I x:::;z
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Dr. DR.M PRATHYUSHA REDDY Rai b;_- > . . B
QT INTERDISCIPLINARY PATIENT Chidrers | @ BirthRigh
T / FAMILY EDUCATION RECORD = =fnie | Wy
Patient':*‘./ Learner Language: ...... r'I C»Q"‘\ .............. Patient / Learner Literacy: QRead\l—ﬂ Write D.%pe'ak- Wi!lih’gnes,s Wn: T Yes D/Nu, ‘ Healthcare Literacy: D/\Ces— ] No

Identified Education Needs:
1. Diagnosis

2. Treatment and Care Plan
3. Pain Management
4

5. Medication / Therapy (safety, effects/ side effect, interactions)
6. Discharge Medication
7. Infection Control Measures

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

13. Risk / Safety
14. Activity / Exercise
15. Social & Rehabilitation Needs

_16. Special Discharge / Follow-up Education / Coping Skills | - =

. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights 1 1 SRR T L PR B
Part - Il
Use codes from the list in part Ill :
Date Time Id:l:t?ftilad Information Taught P Comments "‘s’i‘,“,:‘j{ﬂ:’;"
Learning
o ; Person Taught Barriors Teaching Tools lobuavgir::}rsna Understanding et
[} : i
V2l g 1t JOL T Treadnae T CatcPlan, 1 T 1 [ L |\ i
PCMT\ MU\(\WMA s S}\}BMJ_QJWL
. N E — : x
gu‘% j..‘)m j~ EXPLCU'\’ %OWQ W\"?&Z’ﬁan fl,g ) O [ ( ? Kﬂﬂ»\&
(onTao )
P |20, 9 Lostatieon diek br L o ( L | — [k
()
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 02 Other (GDaaHY) .. ol oiivissiismicdesistinsibostesbameisnemiss
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
3. Emotional Barriers

5. Educational Level
6. Desire / Motivate to Learn

8. Responsibilities at Home
9. Cultural Differences

11. Beliefs and Values

12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio

D: Demonstration V: Video 0: Oral

Mechanism/s to overcome barrier/s:
1. None
2. Obtain translator

3. Reassurance & Support
4. Teach Family / Others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

7. (Other, Specify

Understanding: 1

Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL

/040
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Mrs RACHURI SOUMYA ] Rainbow : PP,

18-09-1992 3BYIMITD  F) ' Children’s & BWthR'ght

Dr. DR.M PRATHYUSHA REDDY " HOSPit&' BY R:lﬁ:ﬂi&' HDS:IT:OE
Your Right to a Safe Delivery

Il

7T [
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 5('1[@@ ........
Baseline Information: _
Admission From: O ER 1 0PD @Aﬂ@m Desk [ OHNErS, SPECHY ..oooeorsrreereserrsceerscenrsn
Primary Language: ./'r’_ﬁelugu [ English [ Hindi ] QWS SDBCHY ..........cocsnmisennsnciinsdopensonssens
Do you require aninterpreter? [ Yes -/No/ BRRBSEIBHY ... coie i hissmisusisarisiingissasmonsndismieestsssasertoresnassssosans s snsasibain
Source of Information: erﬁtient ] Family 1 OIS, SHRRIRY ot coii iine ciiisssisessoessonsssibuscossabasimsnsansiptissssnisashass
Allergies: [ Yes [=No ! Medications (] Blood Transfusion ] Food BEE 0 (1 N S DU B
HYES, HIBMMTY ..........occouerisenesesascicisssssmtinssscnssunsssssennansassasnsscsssibesebiisbiasbianasassboe s tndiuusisssessssnrasisnsirssnsssasesmsinsieistiibusss i
T L e S ol SRR 1 S DB A= 5 Doctor Notified on Admission: -B‘VQ LINo
i RS B DO s N ) Name of the Doctor: .D¥......DIvYe—= ...
................................................................................................................... Time Notfied: .......... QLMoo
Past Medical History: Obtained From [ Patient [ ] Family Member ) Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

- il 2

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

Menstrual History: .......... QQ adf’\\f Caesarean Section: (#No (] Yes Contraceptives: —~No [ Yes
................................................................. Cervical Cerclage: E’ﬁ [ Yes Vaginal Discharge: =No [ Yes
Onset of Menarche: ............cccocveeeesmnnceas Ectopic Pragnancy:% [ Yes Post-Coital Bleeding: T/ No  [] Yes
Menstrual Cycle;ZH?gular [ ] lrregular | Myomectomy: {4@ [1Yes Infertility: CONo [1Yes
Last Menstrual Period: ‘leag Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ...} Y et CRLTE .. N TIEC e

Previous LSCS: .................. SRS S T G O T

Current Medication: [ ,N/‘i’f,_ [ Yes, If Yes, Fill the reconciliation form

Family History: Mrmaliﬁes Detected

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

[7] Liver disease WE: o DN s e S P MR BRI . BT, I 1 (SIS0 SC U DN, < 00

} i
Vital Signs / Measurements: Ternp:...(ﬂ. .Z‘.(j" HR: .= @H\ RR: C% ........
BP: ... WKL Weight: .....5=.. Height'...... 7. BME ...

Pain Assessment:  Pain: [ Yes {1N/o (If Yes, complete the Pain Assessment / Reassessment Form)

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

18-09-1992 33Y9IM1TD F) o
Dr. DR.M PRATHYUSHA REDDY ]

A

PHYSICAL ASSESSMENT

General Appearance: /Z{ealthy C1ill looking [_] Anxious [ ] Agitated CAEE 1 ] ——————

Fall Assessment: _'Yes [ INo Score... Z?E ...... (complete the Morse Fall Risk Assessment Sheet)

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

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: % Abnormality Detected
I Overweight L) Poor Appetite > 3 Days [] Needs Therapeutic Diet.
IUnder Weight ! Diabetes Mellitus |1 Hyperemesis Gravidarum '

Inform consultant for positive criteria

Wﬁlm SCREENING:
I Calm & Cooperative L] Restless [ Depressed [ Agitated [ Confused
I A¢ ¢ LT TN SR A TR U SR Y
Inform consultant for positive criteria :
Cultural & Spiritual Needs: "1 Yes [INO if YeS SPECIY ......ovvvoooeeooeoeeoeoooooo Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single [ ried’ [IDivorced [ Widow
2. Special Habits: Smoker: [ | Yes lua/ Alcohol Abuse: [ Yes M | Drug Abuse: [ Yes MG

Social History: Lives With ............ceoHtd S0 S oo

Orientation has been given regarding the following aspects:

Call Bell in Reach : /%s [1No Waste Disposal Explained:ui'"_/Yés LINo
Infusion Pump : Xés [No Hand Hygiene Explained: _/Z’YES [INo [ ] Others
Above information givento ........... L RS e TN

Name of Person Orientation was givento: .......... kﬂB‘UDW ..............................

Orientation not given Reason: ................coo.coo........ Ty O e S

Nurse Signature: ...........\NSZML

Nurse Nameis... ... oA~

Date & Time: ....... 3.1 71 UD6.... &5




FDH-00026418

IP5-00175982
:\ﬂ: RACHURI SOuUMYA -
081992 33YIM17 t e bhow®
D
[ Dr. DR.M PRATHYUSHA i Rainbow .

iy St | @

OBSTETRIC THIAut ASSESSMENT FORM i R L

Date: ........ S‘l‘yt_’% ..................... Time of Arrival: .....8..09aM........ Time Seen by Nurse: ...&.< 2.840)...........

1) Level of Consciousness: Deﬁ:ious ! Semi-Conscious [J UnConscious

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

[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes /Teaking Water PV
1 Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
(1 Decreased Fetal Movement ._Bépontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement EE T S SRR L S A S LA L S
3) Vital Signs: Temperature: %ir Pulse: ..1lo..... RR: [{’ ..... Sp0,: ..Jo0 /.. BP: IIQ.l&l Weight: :I‘r‘iiji
4) Gestational Criteria:
Gravida: 5 P L P\
LMP: GI‘D Q'C ................... AR, 6[4[‘26 ........... Gestational Age: ..... gq-+6(r\ng .........
Uterine Contraction +£T7Yes | CINo | CINA Onset Time Frequency:
Membrane Rupture 1 HYes | CONo | COONA | Onset Time Fluid Color:
Vaginal bleeding O Yes .Dfﬂﬁ [0 NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (] Yes | 20 | O NA Pulih Abdomee / Voming
Good fetal Movement ‘,Zﬁ CNo | coNA | 1f Nospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
l\ | ] ] | | | | 1 | |
| 1 | 1 1 I | | | | |
0 1 2 3 4 » 6 7 8 9 10
o Pai Worst

possible pain
LTS | e, A w0 o Sy Yo ORGP - DUl T S et RS

¥, DD .. ottt andt a e TR B vnas Days / Weeks/ Months (Strike out which is not applicable)
o Character: .......... Nrpr
N IR o il i Tl L v onvininss vt S ik ks SV i o wib g AT P v i e 54

SR T R e e e T OISR S e IR L e T

6) Past History:
2) Sugores: ....... .. B Ll TR e L

b) Medlcaan
Docu. No. : RCHBH /FRM / CLINICAL / 098 (PT.0.)



Mrs RACHURI SOUMYA
18-09-1992

Dr. DR.M PRATHYUSHA RED

IO

[J Yes

7) Allergy:

3379M1TD

IF3-UU175982

(F)

9) Prenatal Medical History:

L1 None

1 Chronic Hypertension
[ Gestational Hypertension

L] Diabetes

[ Gestational Diabetes
UJ Low placenta
C1 Others if yes, specify

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

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

] Category Il: Urgent (Timé to Physician: < 30 minutes & Reassessment: Every 15 minutes)
CJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

i Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
=R Weeks
..... Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
il pain <37 weeks (>spotting) >37
weeks
4 . Mild hypertension
Wkt Hypertension > 160/110 i
Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
d i disturbance. RUQ bain associated signs and
g symptoms
e : Atypical FHR tracing,
Ll Abnormal FHR tracing
Fetal Assessment abnormal dopplers
: Non-Fetal Movement Diseased fetal movement
ot « Acute onsite severe |+ Major trauma + Abdominal/back pain | . Ongoing assessment | - Anything that does not
abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
« Altered level of + Unplanned and pregnancy (for hypertension, blood  mother or fetus
CONSCiousness unattended birth « Flank pam/h_ematuria work) « Cervical ripening
« Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | » Out patient placenta
. ngere respiratory Jor diarrhea with : MVC/fal) previa protocols
distress : suspected dehydration |.. Nausea/Vomitingand |« Pre-booked visits (ie
» Suspected sepsis 1 Jor diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) « Rashes
Time seen by Doctor: ...... §.00amy ..
+a ‘
Nurse Name : ........" %0 25T B W SN e Nurse Signature: ... . LA ... ssssersessnen

Date: .....!

nlA%.......

Time: .... ¢ kS ary.
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OPERATION THEATER NOTES

L R O —— s Gender : ) Male [J Female
TR T T et v e Aty Vs Te RV s basents e asatags W .covcnmmimininas MO = viseimnnsinen

Surgeon : Asst. Surgeon :

Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure :Pl\v\w vﬂj}/‘m& | . MAWW &fouuu
P Ao -

Indications for Surgery :

Date : Start Time : End Time :

Pre Operative Preparations:

NJ

Post Operative Diagnosis:

Aglae de Cow 4+ Poslerny \Jq_:}/\-hvu Lo post—

Peri-Operative Complications: J AVD . )

Operation Notes:

TCW'"- Ohire 48 o JLab 4 AR g 5
Vogad Avatl Aakecally ey lewdiny  dpwnuordy
Lewwonds Awuw»m Juw\d Ll
Lasesgity - J
&W undon  Oonatsfona Aot
ﬂu\d Leav Aulured Mow\-eﬁq
Roones @i Serned

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)




- Ly

Amount of Blood Loss: %B—Q—M Blood Transfused (in ML) b\Dq

Name and Number of Surgical Specimen sent for examination:

NS

Peri-Operative Complications:

\

e ‘P -
~ D D

4 Q,\u Mﬁ:b()wf Jeawd \V T D

Rl dd

— ARIRP Y hewly

Name of the Surgeon: )1/‘ ALAS AL X q&.ﬁ}“’

Signature of the Surgeon: .................. g A * AT

Date & Time: A{']}% ........... }.c20. A
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'”“mmlmmm ""l, Hospital .svmmsow HOSPITALS

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

POST-SURGICAL CARE PLAN FORM

L T e P NP a0 e oL T B i S R N RE L SRR

feDo

TN T T O R . s MO SRRy . | < i MUY Lo R RN U S R

Post-Operative Monitoring Parameters /Frequency: J
) PR RO, P *M@L 3

Wound Care: @

Drain /Special Lines/Catheters:
v CQ—N-«QO

Ry

Special Patient Positioning and Requirements:

ﬁung,w( (-1l

Nutritional Instructions:

fgn -6l

When to Start Mobilization:

O

Special Referrals:

S

Then}o!dﬂr for all required medications documented in the doctor order/medication sheet:
OYes 0O No

Any Other Post-Operative Care Needed including Required Follow Up

ot

Treating Surgeon : o & :
(Signature & Stamp) Date: .- C;\q\ Time: W

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

Note: Plan of care will be readjusted if necessary.

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




PATIENT TRANSFER FORM

%
Rainbow* i i
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe Del.ive?y

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
FDH- fw \ - ‘ ;
o I b coruonm | 6lHIL €buay
—  18-09-1992 33Y9IM18D (F)
ur" m ms FiRlArHvusnA REDDY Transfer Ordered by Reason for Transfer
o Snehg thsevodien
From Unit To Unit Information to Attendant
Yest—” No [ ]
P oo 39 oo %0 4
Number of Sheets in Clinical File Personal belongings including ; , h .
clinical documents. If any handed PRspert sviftod with K ban.
e over to attendant Yes [ | No| |
Number of Imaging Films Yes[ | No[ | =
. 1 i A O SR
ik 3 RS Whatlticr.... .. i
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

& ]

, ]

3 -l

4- /

5. : /

Shifting Summary / Notes Written by Doctor: ~ Yes”] ~ No[ ]

Name & Signature of Person who is Transferring

S <

Name of Person Ordered Transfer

dhe g

Patient & Clinical Records Received by :

WW@ 6! Yo LIt

Date & Time of Patient Received :

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

| Unavailable Bed " | Nurse not Available

Docu. No. : RCHBH / FRM / CLINICAL / 102 25)

[ ] Available Bed not ready
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o rewro ) Rain.l:%t;'w' ® - b
Vi S| e
R takes 5 o reat e e, Your Right to a Safe Delivery
BLOOD PRODUCTS TRANSFUSION MONITORING FORM
Date: CI&L?G ............................... TIMe: vvvvvoreennn. }Q'QW”) ...............................
Blood Group of the Patient: .......S.. ‘\Q*Cr ..... Blood Group on the Blood Bag: ......... /\iuﬂq ...... N
Blood Bank Issue No: ......%A%1.-24 .01 U017 Date of Collection: ‘%lﬁ‘&é Date of Expiry: ..., ?ff"fiﬁg
Date & Time of Starting Transfusion: ..G.[.fﬁ....%.@.&.mmned duration of Transfusion: .............. |I'U° Mb
Check for Correct Unit &1~ Correct Patient £
Blood products cross checked by: Nurse 1: ........ XLLL.(UV\«Q ............ Nurse 2: .............! cg il A . SR
Before starting transfusion vitals: Temp%.‘..??..‘?. HR .K.G.Hrﬂ RR: &Sﬁ(h BP: lSUO/ifﬂ ....... D. Q.
PLEASE MONITOR THE FOLLOWING:

P - - TR—_ ngggré 5 F?;syh Rfélrzlyrs Breatiﬁggsness A;r]c,)!ggr‘zr
gt | "W dar lamer [nadee \woi| — | — - o
A A% |agel |wWe hoos | — | — - .
c\A | WM |qp |ag o [ai\de o | — | - :

e\ | 30Min

30 Min
‘1v Hr
1Hr
ST ........concmiie i s s SIS L A T AT T IO S vty sy vepcsivites

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

Name of the Incharge-Nurse: 5&41(&,@ .............. Name of the Nurse: ........ cg o—ha(ﬂ.ﬁfil (DLesAt )

Signature of the Incharge-Nurse: 4{9\@1—21 ............. Signature of the NUSE: ......... e G5 M
Date & Time: Glﬁ‘EahQLﬁ:{rﬁ _ Date & Time: ﬁl ...... L. S L0

Docu. No. : RCHBH /FRM / CLINICAL / 078



Rainbow Hospital Blood Centre, Rainbow Childrens Hospital
D.Nu.8-2-120/103/1,2,3.4 & 5, 1st floer, Sy.Nu.129/11, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

LEUCO REDUCED BLOOD CELLS LP

Qty. 270 ml. Preparcd from Whole human blooad collected in 63 ml. of C.P.D.A.

Solution.

HIV | & 11/ HBSAG/ HCV - Non
reactive

VDRL. - Non reactive

MP - Negative

NAT(HIV | & 11/ HBsAG/ HCY)=-Non
reactive

Unit No.: BAH26-01405

Blood Group: B Rh Negative
Collection Date: 13/Jun/2026

Expiry Date: 25/] ul/2026

Rh Negativ

thout Warming. 2) Shake Gently Before Use. 3) Do Not
lood Group on Label & Recipient's
Sterile Transfusion Set

1) Administer Wi
Add Any Mcdicntiun. 4) Cheek B

-~ Dafare Administration. 5) Use
i s tlmen T Da Nat Usc if

Grour

With Issue Labe . :

her [ RS RACHURTS O KT
A -

Appr Il;aticnl's Bloed Group ;B RR Negau
Antil [F105p/Dr :Rainbow Chjj ot
2 J Udrens Hospi
}I;"HID iy FDH.ooogég]cgm H }:.[‘:;a[l,DR.pruth)‘u.\ha reddy
roduct ; [LR-PRBC —
BJood Group : BRh Negative
Unt No.. BAH26-01405
[\ Matchicg Report:Canarih
i e ; patible Exp. Dt :25/u
& o :25/Tul- 2026
e !m“}j’ — I; u Issued By : PILLEM
pital Blood Centre, Rainbow Cllildrer;
D.No.&2-120/103 3 H“Pim s
2 " /1 }:/1;2,:.4 & 5, st flaor, $y.No.129/1] 403
= Banjara Hills, Hyderahad, T:n‘an_igam; SLL:J F Roud

—— LieNo 4611DTS/20(8/

Tssue Dt : 06/Juli2026
Colin. Dt :13/un/2024

d R

Liged Frowdfuscen -



R | @ BirthRight
CONSENT FOR BLOOD TRANSFUSION :ln-lmg.supntsﬁ!m .BVRMNBDWHOSPQTALS

Your Right to a Safe Delivery

FDH-00026418 IP5-00175982
Mrs RACHURI SOUMYA
Name: ... 160%1982  sYsMmw0 /) AGE: oo Gender: Male[ ] Femalgl/l

Dr. DR.M PRATHYUSHA REDDY

UHID.No: IH|II||H|||II|IIII|II|I||II|I

Type of Blood Product: [ | Fresh Frozen Plasma \y/Packed Red Blood Cells "] Random Donor Platelets

"" .................................... Date: ........ ‘5\%&16 ..... s s

(] Cryoprecipitate (] Single Donor Platelet ] Whole Blood
(] Albumin (] Red Blood Cell [T CRY lissicinissinsssssns
e s T AT S R TR T hereby give my consent for whole blood transfusion or

he blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ... )

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: ... ,@ /@3/\./ ..................... Signature: ....... Dr.... PTGJ'QJM LV
Name: ......... th U*’mj ................................. Name: ................ (_T‘/‘r'%gw'h ......................

Date&Time......Q.\EH?‘.&....Q...1.3-.9@............. Date & Time ...... 5["*’{}&@\3“%’0 ..............
Witness %
Signature: ..............0.0. B B SN SH SS

. NPDIMINTI PAVAN  KUMAR -

Doc. No. : RCHBH/ FRM / CLINICAL / 014



\

Fnu-uuozamlsSOUMYA"’M“”S’" Rai bE" ®
——  Mrs RACHUR w . . ~
T e Children's ‘ggpmpwgggm
ERET TN J o e | Y s sseoum
'

#oH- 6602648 CONSENT FOR LABOUR ANALGESIA

Authorization By: QM (] Patient Attendant

|, the undersigned do hereby acknowledge the following:

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

For Epidural: Fall in blood Pressure, Numbness, 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.

« lauthorize D JE IV VI and his / her team to perform the above procedure(s)
upon the patient / myself.

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

Pali&nll{ﬁe?uendam: Witness: ;\é‘,/%
Qinpature: ......[.. 70 = Signature: .............. &l

- S UNETE ESOUW& ...................................... Name: NARLMINT! . PAVAN.  KUMAR
Relationship with patient: .................. Sétéz ................. Date & Time: ﬂ?‘&fo;} LS}’m ....................
Date & Time: ...... g‘%\h—b .......... s 5 1%L S,

Doctor (who is taking consent): A g

Signature: ......... & .............. Name: Dﬁrfﬁd&wm .............. Date q?JKG Time:...... 751 S0, . :

Docu. No. : RCHBH / FRM / CLINICAL / 288
(26)
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Patient Sticker : Children’s Birth nght
H OSpital . BY RAINBOW HOSPITALS
It takes a ot to treat the Kittle. Your Right to a Safe Delivery

QX Do, daYes §8bo wibodnd o

ode g dartd: [] 588 [ 5%8 80308
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Rainbow” 1 A
Patient Sticker Children’s @ BirthRight
Hos pital BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery
Procedure Name: ..... -2 Date: ..7... l ]&O&b ........... T T L S OUL-TIME: .okeccerastineenacns
. - T, s X \ B
Doctor Performing Procedure: MM}W ................................. Doctor Giving Sedation: .............. G.V ..................................... Assisting Nurse: .,....q;u.n.w. ..........
‘ —
SIBNIN  Time: . 2. 20.0.00 TMEOUT  Time: .25 2 p SIBNOUT  Time:. T 250 [
Yes No.,NA Yes No NA Yes No NA
Patient is verified using two identifires (Name & UHID) T Correct Patient ,z/ T i Name of the Surgical / Invasive Procedure is recorded 2o o
All required documents, images, studies are available \.z]/g' = Correct Site (Z’D O] Instrument, Sponge and Needle Count Completed B o o wa i
NPO Status Checked from Patient / Patient Attendant @/ﬁ =] Correct Procedure Ff i o Specimens are labeled 0O -0
Consent is Signed .{26 5l All the team members introduced o o [ Any equipment problems are addressed oy )z/ =
Any need for blood products O =t
YRS DOIENE o iarsnsc i i
Any Risk of Hemodynamic Compromise @/[:l -
ICYBRCOIMANY ..ot et
Any drug or food allergy Oors
B VBB COMIMBAE ... iviovsiiiiaiiiiinnsiommiasmsisismsiint
Correct Site of Procedure Marked \124
All resources required are correct, available and Q{S
functioning : :
Signature of the Doctor: @Y/ ................................................. Signature of the Nurse: m ...................................... Signature of the Nurse: . /[Y\
L] . -
Name of the Doctor: ,PA(TCJW Name of the Nurse: (\\IY\P‘\ Name of the Nurse: . UV\V—'\

Any Advers: nexpected Events
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8-03-1992 BYomsp inbow

INFORMED CONSENT FOR §1 *jt roisuiwice 0 ildren's | &g BirthRight
SPECIAL PROCEDURE QT B
Patient Name : ... | Gender: () Male EH%M AR e “ S‘OP"‘Q

UHIDNo:....,.ﬁ?. ..................... Date: ....... 52

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 formis to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees 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.

| 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.

explained that the following complications though rare are possible and will not hold Surgeop, Anesthesiologist or

| have been
ital staff regponsible for any-untoward gvent thereof.

the

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

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

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

3. |have had achance to ask my surgeon questions.

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

5. |authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: 0))\ ............................ ot
Consentee: Patient Attendant :
Signature : g{,\ .ok SIGNAIL : .ooovevevcerrrnnn it :
Name : ...... L. 0 Name: ..... AIPMO ....... Keemnad.
Date&Time:....S(X‘.i’..'x?..&z...?....mc.\\ﬁﬁ) Relationship with Patient: ....... hud Pard

pate & Time : . S] 28,2 WS
S LC Doctor (who is taking
WY o S BRI | oIl i rsn s ssessniubiiiens
Name : s.( .....

| SO W L. .. ) sk iamessons

l Date & Time : . (f‘?fhn .

Date & Time : .......... 5 LQA/ ....... LsSD PN
t Docu. No. : RCHBH /FRM / CLINICAL / 027
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Mrs RACHURI S0UMYA IP5-00175982 . ’f_é' &
Department of Anaesthesiology éf'ﬂ,{?rﬁm 503”"“““ ) Eﬁ'i?f-.%‘?."s ‘ BirthRight
PRE-ANAESTHEIC EVALUATION i umum i | s

Name: ... 1hAS.c... RQCM&MA.Q\LM:I@L' §3‘f .............................. UHID.No : £RH.=. Q00 2.64I8...

Date: . ;P[&GQG ............................ TIMe: ......... +.1%. Fm Proposed Operation: Efuﬁ&&(ﬂﬁ ‘A’ﬂdﬁjm

Diagnosis: W?(MLA‘& ......... 3 q.+6(4?’5—5 .......... PRI SOOI~ SOOI, , vt (4o e

BP/ORT: soconipinse TR weight: 14:9..  ASA Physical Status: 1 03 04 O5
Laboratory Data:
Hgb: fg} BRBORE: .......coon0idss | R o p 2T
POV Lk b R ciccciipuiniisinaiiinsi BB it - R R BOO: ... i e
wec: .. L3040 R L Total Bil: .................. A, S 20 EChO: ..
Plate: . R ... Ot cbgirasone DI, Bl e BI00d Group: ........... Stress/ANQIO: ...
L R TR I . 7, SN O G i . SRR O oo
PELL . icssenaiisiiatiite, [+ 2 L N . ROl :amian 7 R
I (TSP T " * S . -
, oy i i o SGOT/SGPT: .....ooocoorrce Mlergies: (1
Medical History:  CVS: (')
RESP (, Diabetes:  «—
. N o i Counf -
Renal 3y
Hepatic / GE : ) Physical Activity: A &KL
Others : K
Past Anaesthetic History:
Physical Exam: @

Airway: MP 1 @4 Mouth Opening:Wentohymd Distance) F(2, Neck: @ Teeth: ¢, r\fd. d‘ .
e L
o Ret@) cleas

Heart: _ ¢ Ly @
CNS: = HM Féf) e
Pregnant: D#Es/ 0 No CINA Venous Access Site : |8 U‘!@u épine Exam for regional : ﬁw
Anaesthetic Plan: CIMAC (BESTONAL ) GA-ETT ) LMA
Peri-Operative Plan Explained to the Patient: W 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
Water / ORS 2 Hours
2. NIL ORAL<( . ot
3. Informed Consent: &="Standard ' High Risk
4. Post Operative Pain Management: @‘D@ussed with Patient
5. Other Instructions:
Signature: ..................].. / Name: quﬁw ..............................................................................................

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



FDH-00025415

fors RACHURI S0UMY PRy
9199
. Dr.DRM 33YoMqg D

Il /I//IH/IIIIIIIIIIIIIIHIIII IH/I

Pre Induction Assessment:

ANAESTHESIA CHART

%
Rainbow* . i
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

S Change in Patient Condition: Ol Yes [ No Fasting Status: Wﬂﬂ
1
L Physical Status: mt Identified onsent Present L Mart Reviewed
1 4 A
HR: \\‘&\MIBP/CRT W T3 [Sp0; 48[, 5o J R B :
Pre-OP Diagnosis: ] Vetgapal. VQMW \D - operation: .= /LL%;O@ j__U o 155 oot i e é[']]’).;@ .......
Surgeon: ......... DA:. Hbfﬂ@«f?u’lc&t ............ Anaesthesuologlst DA lE«(ﬂUﬁ,&u ......... Tz:hmt:lan (Zasliantts ..
TIME [#40
N.O /AIRYO, LPM g
HALO /SO /SEVO — s
AL & PPTAL €9
i ﬂ 1DA Zo A e G YA |
= Suppository
(HENYUZPHRIA [ aTED - ICLOFENA( g
F pOOLL 100N
Blood Loss
o, /520, RNz gmn&@ i
ETCO, 3
ECG SK[ .S
Temperature
Urine Output NOTES
- PINGEE AT ,j; T F <00 o
a0 EUS I | 5F I;_D n yﬂn"é ffi/'l,-
Bp 240 4
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumiquet on Time
Tmmnum:‘”m 160
140
Throat Pack In
Throat Pack Out 120
100 T
80 4
60
40
20
10
0
ABG
LAB Values
E1S
Others
_—Fhuipment Checked and Temp: Houinn_al: .
Functional [ HME [J Fluid Warmer ] Inhal Extremity BRI v isniininsnissinsss
B [ Cling Film [CJ OH Warmer RSl [] Spinal \gﬁp‘ﬁml [] Caudal
\/uﬂ Site: @ %L/ [J Huggers [ Cotton Wool OUINE: e
[J Art Site: . s [ Other a7 | Position: .
O EKGLead s ‘Eg‘: s o
= 3 : | asal 20| 0 SME ...
I—l Iﬁ]m;;r;eo{ Maesm[a;lom ................. B s lerarensesoras I Needle Slze. Sy DY s
f—;, Ag; Monitor OP Start: .. !& 129 &m [INasal [] Cuff Parasthesia []Yes [ No
S:?'/Pﬁ Dximeter OP ENG: .o 0 - stomy (] Topical Catheter at skin .. ... CM
[ Capnograph Leave OR- - 1 it O ”' Drug Name & Conc
1 Ventilator Anaesthesia: [ Direct Vision Bolus: & IV LOKTH’DR.
] Nerve Stimulator O GA [] Video Laryngoscopy [] Stylette / Bougie Infusion: . -
s ] Monitored Anaesthesia Care Py T 6
c{gj eglonal Comments: .
Line (Size & Location) Transportation to
Eye Care: CIcve: ] PACU ey [ Other
J Qint EI ART: i- Circle Relaxant Reversed  [] Yes CONo [JNA
OT
0 Padding bl ?g Gy Rk - Name of the DOGKON ...
Ol Awake O ... i SIGNALUTE O the DOCRON :..........coocveeeemsesesmmsmsnsmssssrsneeens
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POST-ANAESTHESIA CARE UNIT RECORD

"z

Rainbow® . L.
Children’s i BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

1 . . .
Received in PACUbY : ........... 1 ............... IJ ..... Time Received : ..Lx0 6070 ... Time Discharged : .........cooccecnmenes
::g \ L gig IV Cannula Site : l,g% L h f-ﬂl‘?’ﬂ w
L 230 230 | (] O,Mask [] Nasal Prongs
5 223 gg [] Tracheostomy [ T-Piece
E’ :30 200 | [ Oral Airway [] Nasal Airway
g:_ 190 190 i v
180 180
8 1 170 | Vomiting : O Yes 2o Drug: %)P'{ﬁﬂx
o
= :gg :gg NG Tube : [ Yes A=fo
v 1*;3 ::g Drain: [] Yes {_Ho
T
A 120 120 | Urinary Catheter: f3-Y8s [ No
r 0
':'wj 11 ;g too | chestTube: 01 Yes »ETHo
2 9 . N 90|, il Oral 0 Yes CTNo
- 80 80 0
oL P L E e = | wpuies: A ST A
% 50 50 Oral Feeds: .............
> | .
v 20 20
10 10
0 0
SPO, ) &
POST ANAESTHESIA SCORE MINUTES T RING INTERPRETATION
(Modified Aldrete Score) W 30 60 90 ou Sco P
fﬁ!\: :2 mﬁgmmﬁ ‘53:5211:3 e E‘Smiﬁﬁ = 3 ACTIVITY ‘ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ & 9 Discharge
Able to deeprhrreathe & cn_ugh freely =2
g;:gir::ea T :3: wrte SR ) 2.l 8 ‘ Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 : . o e
B8P + 20.50 o Pro Anaasthaiceve =1 CIRCULATION ' 1 space ba!pw by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0 a & 3
o )i . :‘ CONSCIOUSNESS 1
Al bl i = |
. ale la ||
b - f COLO \ \
Pale, dusky, blotchy, jaundiced, oth = R
e S ~0 218 |9
TOTAL r oo 10 Ly
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
4 A
el [wo | e Lund ¢ OJ\QJUU}Q el -
L
1 | A &moum
A || &%) \!\\’0 SVNe ¥Y arclig etio \f
\% | Ungl : ) (obesy
b x0rD [\D ¢ Qnplgeln - \
Reassessment Frequency:

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

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours avery 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

Date & Time:
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ST Ghildren's | g BirthRight
Hospital .W
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ... I’I}?:(a .................. Time: .7 Vﬁf)m Procedure done by ... LA ’éfaﬁuu.m{. ..............................
CSE /Spmal/EpuM PUSlthﬂ:s&&Hmﬂ space:.Cz M. Technique (LOR/LOW .......
Depth: ... HC)........ Catheter at Skin: ........4.C4N0................ Attempts : ........ G T T R N
PRGN YO E VOB ORI | ..oc..ooicooc i ssimibisirshret i siptonssns bt Poeret ool 7 ik
Solution Composition - ... 011 *] RUPIVACRUIME 't"(ﬂdf/rnf FEMT AN o
Any other issues
YR e RO S SO SOl 273, SISO e R o e S, S
) SIS SRR OISO SURNGL: W AN . RO, Sl NN SOOI T SR S0l vl - i o £ G SOl
y Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
¥ 50pm 210 To o |"Po)82fkin 137 Comppt=sle.
q: 50pm £MM- 18 T 1900|19%mie Izs’ﬂm Cannpoud<ble -
lpm | gndf i %%%‘EHF% %5
Delivery Details : ~ Time : ... |02 APGAR: ................ SVD / Instrumental / LSCS (if LSCS Details)
\ 2NAOUAC
Catheter Removed by and Tip Inspected : ........ ‘f& ............................................................................................................
Patient Satisfaction : ..........cceerr.. STUADAL e e i it
Discharge /Shifting ordered by @/
Doctor SIOANITR v f ...... e
N L — QZ\% 1y W =
Date and TIME © e B LA ecareee s
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JHT

ildren’ BirthRight
m ”Illm Il' ™ ﬁggg{&? . . By :AINBDW Hols.-gnrALs
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .....¢ "*"%[fx’ﬁ ................. Time: ...... 3.4 30N e
Origin: .. AL o Height: ... 2160, Weight: LAYYlegs g 2% 4?7 [m?-
c"eodAllergies:..NQ..........................................‘.....................- ...........................................................................................
Diagnosis: P\I.D’O/}!Vb(ﬁbz&m}f&Lelf\lsagczc«ﬂﬂwﬁ.Jw)) ...............................................
TypeofDiet O Liquid  #fSoft  CINormal O Diabetic
[ Vegetarian ﬂﬁm-Vegetaﬁan [ Vegan
Diet Advised:

DOL'f HJ\B:M nve ke ﬂ{rCP

Jutfom(a {quduj CJ']L GY@Ll C_/(JOLUU.(LS.

ﬂﬁ,mcf %rhu?{ (LLALU' /MIJ ()w Sf;jf_ hmrj

’ .......
Patient’s / Attendant’s Dietician’s
Signature: ...... Q‘\f”‘l/ .......................... Signature: .. 3%\.9
Name: g/@wr’w/u ............................ L P SR S
Date & Time: ..’.6.[.%.]&15 ........................................... Date & Time: f‘p‘ﬂé ...........................................
8! Z20avn g2 0

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