e . Rainbow Children's Hospital - Banjara Hills
= ‘ ; i
Rainbo . 8.-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s _ & Telangana, India ,500034.
Hospital B TEL NO :+91-40-4466 5555 |
o WEB : https://rainbowhospitals.in |
ADMISSION SHEET |
L ; IR LR T LY
Registration Details :
Admission No : IP5-00176188 Admit Date : 10-Jul-2026 Admit Time :07:24 AM | UHID : BAH-00655417
Patient Details :
Patient Name : Mrs SWATHI YAMSANI Age (44Y
Guardian : Mr YAMSANI SRIDHAR DOB : 23-09-1981
Gender : Female Religion
Occupation Martial Status : Married
Address (H) - #4-42/A KOHEDA MANDAL SANIGARAM Phone No : 9640513217/ 8074419237
Siddipet Medak Telangana INDIA 502103 3 : & .
E-mail : nomailis@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No : RC 406 Ward Name : 4F-GYN RECOVERY
RoomNo : RC 406 Admission Type : First Visit
Contact Details :
Name : Mr YAMSANI SRIDHAR Relationship : Husband
Contact Address : #4-42/A KOHEDA MANDAL SANIGARAM Phone No : 9640513217 / 8074419237

Siddipet Medak Telangana INDIA 502103

N

Doctor Details :

Doctor Name : Dr. SASIKALA KOLA Specialisation

Phone No

Re"zrral Doctor : Self

Co-Consultant

: OBSTETRICS AND GYNECOLOGY

Payment Details : Deposit Amount

Payor Name

Payment Mode :Cash

:0.00
: SELFRAY

\

A

|

\inled Date / Time : 10/07/2026 07:25 Printed By : 018621
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ACTIVITY RECORD FOR BILLING

Room / Bed No :

WARD TRANSFERS

e e e e ————— — —

BAH-00655417

Mrs SWATH YAMSANI

23-00-1981
Dr. SASIKALA

IP5-001761gg

iy

N e

>
Rainbow’ ‘ . b
Children’s ‘Blrtthght

!‘lgshP!tal BY RAINBOW HOSPITALS

'to treat the littie. Your Right to a Safe Delivery

Date Time

* From

To
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o] A Vo 11-20/m
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Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

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




INVESTIGATIONS

Date Investigations Order No. Signature
o] - Riofut drs Ppe bhrlegogy | M
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting | :
Date Equipment Time Time TS 0. Sighative
O | Cosrduin 'l | 12:%0P) 2 20| 4696204 (e




PROCEDURE

Date Procedure Quantity Order No. Signature
Phc op b\ o %
Lo [ 5}% v pluunt ; aY ‘)\ﬁ'i’}/
10)3/2 (ot aendoo 1 N
~
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00655417 1P5-00176188
Mrs SWATH YAMSANI
23-09-1981 e (F ]

Rainbow®

S [T T o | Qe
UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

V]

Date of Admission: .............. \ \?\%

Baseline Information:

Admission From: C1 ER 1 OPD [ umﬁsion Desk [ Others, SPECIHY .......c.ccecvcuceenssessnsnasessssssiasnass

Primary Language: O Tal,ug{ "1 English ) Hindi Wl TR T e Bt

Doyourequire aninterpreter? []Yes ,.’_T/ﬁo HYES SPBCITY .....ouorenseruerscrssssssssesssssssasssssussrsssssassbasssassassssasssesnssansssnssussiasssassssasss

Source of Information: f}étient 1 Family [ OHhers, SPECIFY ........cecerrereeueesburrasssssenssusansmssmscassasuassssasansansses

Allergies: [ Yes [ l\l/ (] Medications 1 Blood Transfusion [] Food [ OB, ovvcovbinyin o o il tesgpiiinben
AT 1 O ———————e e UL

Chief Complaints: .............. Po.ba . Clo... . Bouw

Past Medical History: Obtained From L.f.ﬁm@t "1 Family Member (] Medical Record [ Other (specify) .................

Past Medical History Past Surgical History Previous Hospital Admission

) fE) A

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

BB HISIONY: ........cnesmbsemmnrerassssgossas Caesarean Section:\;ﬂn O] Yes Contraceptives: CINo~ [lYes
................................................................. Cervical Cerclage: (Mo [ Yes Vaginal Discharge: [JMG [ Yes
OREEEDTMEnarche: ............cceiensseniiananss Ectopic Pregnancy: LA 1 Yes Post-Coital Bleeding: _A0 [ Yes
Menstrual Cycle: @eg’ular [ Irreqular | Myomectomy: ;N{ [ Yes Infertility: jN( I Yes
Last Menstrual Period: GOIH’W Others: If Yes Type: [ | Primary [ Secondary
OhstetricHistory: G..............c....... P& ........................ L G o B T AN

T e e O SRR T8 it O O PR L

Current Medication: [ Neffe [ Yes, If Yes, Fill the reconciliation form

Family History: I No Abnormalities Detected
[] Heart Disease [_] Hyp€rtension [ Diabetes (] Stroke [ Seizures| [ Kidney disease

(1 Liver disease G017 A IR SR S T il . <" Gy ORI er SRR R S T R T T
o e I
Vital Signs / Measurements: Temp: ..... Q€ bF HR: ..ot RR: .00 W

Bp: ... ..!.E!.l.#..‘?“muﬁw.aignt: ............... HEIgHE .z, 531 P, BMIE i

Pain Assessment:  Pain: [ Yes _;No (If Yes, complete the Pain Assessment/Reﬁssessmeﬁt Form)

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




BAH-00655417 IP5-00176188
Mrs SWATHI YAMSANI

23-09-1981 44y (F)
Dr. SASIKALA KOLA

iy

PHYSICAL ASSESSMENT
General Appearance: Z)\ealthy LTill looking [] Anxious [ Agitated EEr R
Fall Assessment: [ | \_(99/ [INo Score (‘o ......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: T_% [INo Score....... QX ..... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"I Mobility problem (] Walking Problem Mormality Detected
"I Developmental Delay - Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Dyﬁ‘ﬁnormaiity Detected
I Overweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.

L1Under Weight ] Diabetes Mellitus ; ; LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
L1 Cdlm & Cooperative I Restless " Depressed ! Agitated ! Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [1Yes [INO if YeS SPECHY w......ovvveeooooeooooooooo Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single Qwrg;ried “IDivorced [} Widow

2. Special Habits: Smoker: [ | Yes | )6 Alcohol Abuse: Yes/g)(o Drug Abuse: DYes_)Jo

'
Social History: Lives With Mtﬁ’ ...............................................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach : (_/Aes [No Waste Disposal Explained: =¥6s [ 1No
Infusion Pump : Aes TINo Hand Hygiene Explained: __¥e§ [ No 1 Others

Above information givento ............cccco......... P ......................................

Name of Person Orientation was givento: .........[L . %% e M i

Orientation NOt GIVEN RBASON: ...............veoeeeeeeeeeeeeeeeee e




BAH-00655417

IP5-00176188
Mrs SWATHI YAMSANI

23-03-1881 2
Dr. SASIKALA KD:,:Y il Rai.nb:éw“’ . B. thR. ht‘
iy Foiare | (g Pt

I.P. ADMISSION SHEET FOR GYNECOLOGY

Date of Admission :

Time OEAIMIBEION i el e i e iiin

LHET e el SR Ll SO S mm'w any drug allergies

PRESENTING COMPLAINTS :

% Mm—ﬂﬁ\_ i"ﬂ-ﬂ%
l:j’_)/,madr?-m&;f{k,]r Plow-
MH- j‘f[ioﬂlod) -

5 it SUPNLIRS

—

4{3[-&' ) M/{w\ﬁ::g l CQ“WQQ )
,AJ UPVM '[nf&(\i&\\{\‘ipﬁkmé num &l- s mm.
Em \;_golwfaﬁﬁ W\b{/ﬁﬂ\lajgkwo‘b—&"\ \}Wﬂa Pt

Mo e Ol (i

Rbﬁlcﬂ‘. \wg;w«i IR CTX THmum - & =™
LUlowtn oaps wah

A'tﬁtmmwmﬂ-ﬂtu‘mb{i
v d"o"‘;?‘ﬂ' ﬁ/j"ﬂﬂﬂ‘k&f

MENSTRUAL HISTORY

OBSTETRIC HISTORY {

Year of Marriage-©°4

\T'r

Cy | Parity: Pg__\-’l.-./

—

et Y

/
Previous Periods : Pb\/\)/ A [ 3\15,9 - Mode of Delivery : 575&4' NvDS
LMP : &Dl o 36 Last Child Birth: 28 )2
Contraception :
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
N{] S

V\M.c&&&wn k&'\-ﬂ?

Dnru. Na. : RCHBH /FRM / GLINICAL / 086

(PT.0N



BAH-00655417
Mrs SWATHI YAMSANI
23-09-1981 44Y (F)

N

IP5-00176188

QI

Mok Dy, M

4.
Bﬁ%::w.

Dw

MEDICATION HISTORY: \

Y,

E—----INITIAL e R ARG . e . D . -, 1 T RN
: Date 1° ( Ca PES Breasts Local/Speculum Examination

Ht. Wit.

BMI A

Bp___ M

Pallor A Bimanual Pelvic Examination

CVR S’[J\_@ Abdominal Examination

Respiratory System M—@)

Thyroid =)

PROVISIONAL DIAGNOSIS :

‘l&-r%ﬂﬁ. Rhm&‘MMh,A#wﬁvﬁ

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

BOw -

ad)

6
o
PIv905
Bl 1546

Waody- ML

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

Name of the Doctor :

404

Date & Time :

m»fﬂmt\ﬁ

20, NRY
p




1P5-00176188

S \\\\\\\\\l\\\lllllll\lll|\|\||ll\\|l\ . Egii?g?g;s i
| riospitai_ | {zcn
OPERATION THEATER NOTES

Patient’'s Namegum 27, 30" V. Age': U\"\f\ Gender: [ Male ale
UHID No.: ... D AR — 006 S9P Weight:...éz.'.ﬂ.hg)\: LT A

Surgeon:, N~ | da) leadon Asst. Surgeon : W
Anesthetist : "l,)p\,; Tlafer OT Nurse: WM OT Technician: dROAULI(Y

Pre-Operative Diagnosis:

Surgical Procedure :

L%Pﬁ%mw\t ASSISTED VAGIAL HYSTERECTONLY

~t Bl ATERAL L@ALPHANG&CTOM\[ “/ 4- A.
Indications for Surgery :

Date : *tOl!’r\Qﬂ’Lﬁ StatTime: Y() . 06 Fw)| EndTime: [ 4P

Pre Operative Preparations:

]

Post Operative Diagnosis: - POD- O ‘ v |

Peri-Operative Complications: ,

Operation Notes: ], <Ac ephic clhhibay (A 5|
Part ;pm.,&eeLq ‘D’yapﬁé - -w .
mc’{’m Om\oiuca.J WTY)O’M Pt p @ R'wc;/bu{
?SQCQV\A-OJ‘-LJ ooty @ Le)“,- I_a:kncd e con
Por b Sy P\qceé ' I
fiudicga t- ‘ i
\ bt o qiobuﬂaw 6 1BobsSie.
26l dobes-@ , O Gl ownie,-(B
4)LeJAr Covps LJ%@J cmm |
5) R‘mh% Gde o) Lenus <:\e_w>tu Lk R ). e

Doc. No. : RCHBH/FRM / CLINICAL / 099 1% (PT.0)
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7
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Amount of Blood Loss:  SO@ ) Blood Transfused (in ML) +—

Name and Number Cf Surglt;aI{Spemmen sent for examination: POM N rfd\m < d £"" l;\-P’E
,LL/ fouf-lnmeh‘oﬁr Nodole ~ S&f }MH""'E
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uq VIV ,Le:\cl o pencd.
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o, \(ljlmmﬁfuﬂv\ C heeliod fa'n’rwb$CQ) p%&ﬂiﬂ

—  _Tvotlhary .. e move.d. c.\.]l Visigr.

i chj-‘:mL s ‘ﬂQmoduﬂomchm &fahba *ﬁrku? =

Tpe eimen coneighd uﬁf?m‘

WMM J—\AQI* AN

Name of the Surgeon: ........... %gﬁﬂﬂﬁhbﬁ'\ SEoM i

Signature of the Surgeon ......................................................
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Docu. No. : RCHBH /FRM / CLINICAL / 088

Mrs SWATHI YAMSANI %
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PROGRESS NOTES AND DOCTOR'S ORDER
2a1t-fme Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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M ‘ e
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IP5-00176188

““““““ f:o:m:" mm‘ F) Rainb%w . .
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PROGRESS NOTES AND DOCTOR'S ORDER

ga_:leme Progress Notes . Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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e svAT %

Mirs SWATHI YAMSANI , -
23-00-1981 Y Rainbow . . .
Children’s & BirthRight

. BY RAINBOW HOSPITALS

"V foicrens | G ot
PROGRESS NOTES AND DOCTOR'S ORDER

e Progress Notes Doctor's Order

& Time

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



|P5-00176188

BAH-00655417
Mrs SWATH! ‘“""5“:' (F) "%
23-09-1981

44 —
T ASIKALA KOLA Rainbow” | @

L Chiare's | S BirthRight

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

MEDICATION RECONCILIATION FORM
E}Nm any Drug Allergies

B N RPN S L LI SRR,

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)

R W R e W S, RS SO, . il .. ... it B e
. (GENEmrcﬂfuTﬁthlzggl#r Emsns; (mg?:f:g) (PO, ?e%ms% v) | FREQUENCY E:i’,"rfi’.f,ﬁ ?g'g?gfm
] 0 0InC
’ 0c 0oe
’ 0c 0oe

4 / Oc Ooc
/
5 / Oc Ooc

7

P 4
6 Oc¢ Obe
7 [JC CJDC
° JC [IDC
9 JC CIDe
10 . Ee Cipe

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

Doctor Name & Signature : ...........- 3 .......... MR N B i

Docu. No. : RCHBH /FRM / GENERAL / 090



BAH-00655417
Mrs SWATHI YAMSANI
23-09-1981 44
KALA KOLA
|
(|

i

IP5-00176188

)

Children’s
Hospital

It takes 2 lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"
RESULT SHEET

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

i T -
B S S

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138

1



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Q

B, Hechal | VE
s o)

B T BT [ e 2 o e e Sl b st R

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

Radiology : B e S - e RO e e (ORI R O

MR' ................................................................................................................................................

OUREIMECG, COMEraNE SIS BI0.3 % .. ..iiosiosconssssissmssbinn st s summsntirnsnshssanssiak o Fidssassnnasnssnsnisasasass



BAH-00655417 1P5-00176188
Mrs SWATHI YAMSANI

23-09-1981 a8y (F) I’?%‘
Or, SASIKALA KOLA Rainbow” & 5w
i (s | @ arumgn

SheetNo: ........... REGULAR PRESCRIPTIONS  weight .24 ! warg ..
o T g At 10

Dose | Route |Frequency [StarfDt.| |\
509, | Plo| Typ |too B

Name g Signature of the Doctor <g—{bﬂ i

Starting the Drugs: %

Dy Gavedes  [*F

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
DRUG : -T. D1 C—LD‘F(:NA“L Time
Dose Royte | Freguency Star) Dt.
sowq | Flo | B lo[a |y
Namel& Signature of the Doctor ;
Starting the Drugs:

7)44"@«4%‘

Additional Instructions: SR Et

2% | d E

3

Daily Doctor’s Endorsement by a Sign

oaue: T P ANTOPRAZIGZEEN o)

Dose Ro]te nguency Starg Dt.
~| Plo | 0'D |lofn JCNN o
Name'& Signature of the Doctor %
Starting the Drugs: 7 ¥
D PWJ‘*'
Additional Instructions: g

i da

Daily Doctor’s Endorsement by a Sign

DRUG : Jer
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign |

Docu. No. : RCHBH /FRM / CLINICAL / 108



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

REGULAR PRESCRIPTIONS

;

\

—

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

DRUG :

Date»
Tlrvne

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater»
Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108

(PT.0)



BAH-00655417 1P5-00176188
':;_‘o::‘::;“ YAMSANI Raini’%‘w‘ | .
i s | BirthRight

il Chidrers | S BITthRigh

DRUG CHART |

. )/C 1
Date of Admission: ............ \ 0\& ....... DrUg ALBIGIES: oovvveviceeeceerecmcerisssnssreaenen e EWW 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 abbreviatiofs).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instrugtions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter éxusnng 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|ment|0ned

Only one chart should be in use at any one time. When the chart is full, a new supplerhent 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 ALER?[ MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

|

S0S / PRN (As Required Medication) |

_ Date} |
DRUG : Tie |

Dose Route | Frequency |Start Date| |

Doctor’'s Signature | Valid Period| Pharm. \

Additional Instructions:

DRUG : %ﬁﬁ‘: |

Dose Route | Frequency |Start Date I

Doctor’s Signature |Valid Period] Pharm. ‘

Additional Instructions:

v

] Date
DRUG : Tie |

Dose Route | Frequency |Start Date \

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



23-09-1981 4Y
ASIKALA KO

I\\Hlllll\llll\lllllNIlllIIIllll\l neGuLaR prescrpTions  wegn 84 ) s

DRUG :‘;r\jbt Cebsoum ¢ 7ime it
0se Rotte | Frequency |Sta
P?M Ay 'l KhE

Name & Signature of the Doctor N
Starting the Drugs: X

Oehitly -

Additional Instructions:

%)

Daily Doctor’s Endorsement by a Sign

DRUG: T * PMAE oL [
Dose Route | Frequency |Start Date .

A P]O Qo 10\ 3
Name & Signature of the Doctor HAN
Starting the Drugs: \
D+ s £ N

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
DRUG: " - D\UOFeNAT Time

Dose Route | Frequency |Start Date

S| flo Mo [l R
Name & Signature of the Doctor \ ) \
Starting the Drugs: \ 5

Of 1wy ¢ \

Additional Instructions: \

Daily Doctor’s Endorsement by a Sign

Date»

DRUG: | * —TiAymdoL e
Dose Route | Frequency [Start Date
Ny o Mo i+

Name & Signature of the Doctor
Starting the Drugs:

Df (enan- €

Additional Instructions: \
of\

o

Daily Doctor’s Endorsement by a Sign |
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gtt';‘s‘mu -w::Y ( Weight éq'; ......... ), £7 1 ——
LETL TR S |
Tim | Nurs@, | M.:rs"zlar Sig ‘Nursa Sig. ‘ Nur:igsm.
Dose Dose Dose [ Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Route Start Date Dose Dose Dose I\ Dose
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Name & Signature of the Doctor D Dowe e ; e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: a — oo ..
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date» \
VARIABLE DOSE Tig]e [ Nurse Sig. Nurse Sig. |l Nurse K. Nurs:' Sig.
Dose Dose Dose ‘ Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign ‘I Dr. Sign.
Route Start Date Dose Dose Dose " Dose
Dr. Sign. Dr. Sign. Dr. Sign | Dr. Sign
Name & Signature of the Doctor - e B | s
Dr. Sign Dr. Sign. Dr. Sign. | Dr. Sign.
Additional Instructions: e — [ \I pose
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
l
STAT / ONCE ONLY DRUGS '
Date Time Medication Dc:rs‘ggﬁ cgt‘i (())rtger Route Sig?ature Nurses
, * oA CEFo1Po b (v Y
' ‘1{15_ 1 MT 8-"(’ A P Wi
© pl Loy S s
1| A Ay [T PPMIOP W Toual;
|4 | 1090 | RHACETAMOL \ W ¢ —
0 | 101w0M 1Ay MORRHIN brogy W ¢ ML"‘
\0\‘4’ 10 U Hn \N“ ST C-HTLD ‘@m ol W — % D!
L ['} Nt 0 D)
to}’ AP Gyl - MoEbe \p0 Wy PR C‘é}"@f (Y
7
> n AP Gup- TAmgv L LevAnA M @ W
-
ol ' | X zoftt | ~Amg = 3 [v (L J
c | B
o VN by pem Vi s e
v
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hildren’s BirthRight
Hospital .m‘m

Surgeon : D.?«....:...S i BRI Won' si'ﬁi"’f:hmsm e e 2
SURGICAL T e R e e i ®...Age: M. Gender: .E.. Rainbow® | @

WY e 2hUALS Lsup

SAFETY CHECKLIST | Anaesthetist: Dox..... 3 LA ut |‘|N|||N“|

Scrub Nurse : . g mwlgmé.—.\q ......... 5 Outtime : (& 50/7‘9 i e
CIES ) —@<YD P
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:. 4220 TIME OUT  Time:..[®.2.1.4. A SIGN OUT  Time:...!2 {38 oty
7
Patient Has Confirmed . Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Yes CNo IR PN S o e TR The Name of the Procedure Recorded  5¥6s CINo
Site Les ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure AEs [1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ <.¥e§ (INo CINA
Consent es CINo Correct Patient (Check ID Band) “\/Bm The Specimen is Labelled (including
Site Marked CYes CONo wNA Correct Site " OYes uug/ patient name) es CINo [INA
Anaesthesia Safety Check Completed ~ +*Yes [INo Correct Procedure \;ueg/m No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning «¥8s No Anticipated Critical Events Problems to be addressed O Yes [Qe"TINA
Does Patient have a: Surgeon Reviews: S\b(
Known Allergy? OYes 4"% What are the Critical or Unexpected Q5 3'360 To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 8" What are the key concerns for recovery
v./ ” : Anticipated Blood Loss? Q\ Q)/ CONo CONA and management of this patient? OYes CINo—
Yes, & Equipment / Assistance }
Available C1Yes o Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? CYes CING [ NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes B‘Nf CINA Been Confirmed? are there Equipment
Blood Units Reserved CYes 84 CNA issues or any Concemns? Vwrﬁ No CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? " Ye?)}m/m’ NA
within the last 60 minutes? U’?és;'ﬂ No TONA Power Supply, Earthing, Power Backup — —+ — — — - e
and functioning of equipment checked. es CINo
Signature -.......... Q .................................................... L R ———— 9/ ..........................
Name ............ DQQW[MR .......................... o ARSI ARy e o \ ......................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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X :l;.; SWATHI YAMSANI iz
9-1981
" or, Rainbow*® : S
1; Patient Sticker °"mls'ﬂm KOLA Ehildren’s . Blrtthght
i ot | (@
It takes a lot to treat the litile. ‘our Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency: W
Bp, PR o eunkpud - L—

Wound Care:

A

Drain /Special Lines/Catheters:
\V Wﬂ ) @

e

Special Patient Positioning and Requirements:

Nutritional Instructions: O“%I“ & m ‘(f -hw

:n to Start Mobilization: N P@’D’| Q%QJ‘ 4602»434 MM/}

Special Referrals:

o]

The new order for all required medications documented in the doctor order/medication sheet:

E*ﬁs‘ O No i

Any Other Post-Operative Care Needed including Required Follow Up

o (,«Q A TAN)

Treatinrg"Surgeo ;
(Signature & Stamp) Date: l\')l:}’f‘w Time: .l:P . A

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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+ BAH-00655417 |P5-00176188
Mrs SWATHI YAMSANI
| Patient Sticker | il Ralnl’;ri - ®
BirthRight
"V Ill\||||)ll\l E'é'{fi'f |
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse : it l Z’ L3 £
37 R e S P'U—T ................................................ Duration of Procedure : A
Name of Surgeon : D.'\(" ........ > R ............................................... Date of Admié.sion : \@\?\ZG
Bundle Care Criteria : (Tick (/) if done) |

Staff Signature
1. | Antibiotic given prior to surgery ? es [ | No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? s[ |No Q/

Name of the Antibiotic : ....%. % .c..... ’Qmﬂm\%\m

2. | Hair Removal MNO if Yes : Surgical Clipper

Department where Hair Removed : [_IWard [_]Operating Room
BRI .

Skin preparation done (cleanse surgical area with antiseptic agent)? es[ |No

3. | Patient's body temperature immediately post operation (Recovery Room) gﬁgl '’C

A
[] Oral Or Q,Aﬂlla/(eoalzss-:a? ') &
B

4. | Name of doctor or staff administering the antibiotic : NG OV\’\\ ..... G’k
Date & Time of antibiotic administration @ Q=08 By A613.118
Date & Time procedure started : O .......... q‘f‘cm'IOIT,{’Z_& .....

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

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Al forms (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
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Hospnt |

o treat the little Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

\0\?\%' :::: s@@@@@@@a sfe)7]s]e 10|11 [12] 1 33 a|s|fe)]7

RESP
(write rate in
corresp. box)

>30
21-30

11-20 Yl & L4 1
0-10

Saturations

94 - 100 % ¥ -
<94 %

Administered

0, (L/min.)

3, dwa)

40
39
38
- 1.4

36 L -

4
'S
X
E
N
<3
LUNY

35
< 35

ajey LeaH

170
160
150
140
130
120
110
100

90

42*
o3
By
av

b)
r—-Ls
B
8

>,

‘1:*

7 X7 f’?

60

50
40

—
anssald poo|g 2101sAS

190
180
170
160
150

=
8]
4

e, A oh

120 W

.,.._
—

b
=
T~
B
Py

110 1

100

90
80
70
60
50

4—
ainssald poo|g Jijolselq

130
120
110
100
90

=T s
7 1\,'3
Gg -v \ b,( 7

50 !
40

NEURO
RESPONSE
[¥]

Alert | o B4 Vi | 5 O T T T SRR ET |

Voice

Pain
Unresponsive

URINE
mils / hour

> 30 el ] 7
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal [ Vs %o
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES 0 v &/ 0 I
TOTAL ORANGE SCORES Rl aln 1& L D] Q ) 0 gy !
Nurse Initial /o1 (W o @{_,65 %4 |
L, i X ¥ v N




[ Obstetrics and Gynaecology ]

Early Warning Signs

(

S

Complete a Full

\

Set of MEOWS
Observations

3

e "
\ \p C2 T8 v s W \a N,
. -

E o
1 Yellow Alert :
Repeat Observations
in 30 minutes
N J
4 E
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
- J
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring )

-

* The Modified Early Warning Score (MEOWS)



Part - I.
Patient's / Learner Language:

BAH-00655417

Mrs SWATHI YAMSANI
23-09-1981 44y (F)
Dr, SASIKALA KOLA

AT

IP5-00176188

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy%ad & Write (E/Speak Willingness to Leamn:

M

4“@

Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

es [ No

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRigh’t"

Healthcare Literacw—‘rvs ] No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
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 FREREENE N e S e
Part - Il
Use codes from the list in part Il ,
Need Designation /
Date Time Identified Information Taught s s e S Comments Signature
‘ earning :
» Person Taught Barviers Teaching Tools lohmlrgg’gm Understanding
\
) Kl )
bk\@qﬁ; g3 Do R [awu,pﬁaﬂ piis ourt 7 4{ S A _j A @1_,_5
LR e SR ' o e
[o} ] B0 A S~ ey D /
L 'Lﬁ b ¥ P F
L2
Co-nteol et

Part=ili- CODES—————————— et e SN PR 0 SR

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver 0: Other (Specrfy) ............ S 5 0 o A o N
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 0 ) e i Rl I e

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 7. Other, Specify .........crcveenne

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




|P5,n017h1 Bo

::.*:::::: T""“f::‘ () : —
E EASKALAKOLA | ' <
(A v Rainbow” | @ oo
| MULTI-DISCIPLINARY PLAN OF CARE FORM Chidrer's | & BirthRight
Diagnosis: _ 2 Ly oL +HO08 7 Lf:‘c"‘"‘"{‘fo o ]
| ?‘iant; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
0 Q‘m 4@1 : ‘ =) Nursing
b\{s(\} e i 01, Nhaditied HLDT L - By 01 Others:
* O Others: O Per-Op ey ’
Q- efv) O Post Op
\0[3]2b O Medical | LThitial MVD to Mot s d 0 Medical
rsing 1 Modified W F O Others:
.. | O,0thers: L Per-0p b 5 e ' : s »,
£a "0 Post0p : 'WO e W bt | R 09 £l /\;P
O Medical O Initial . 'O Medical
1 Nursing ) Modified [ Nursing
O Others: O Per-Op I Others:
Ol Post Op
O Medical O Initial 0 Medical
O Nursing O Modified £ Nursing
1 Others: O Per-Op I Others:
O Post Op 4
O Medical O Initial 0 Medical
J Nursing O Modified ' Nursing
O Qthers: O Per-Op £ Others:
LI Post Op

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

| =
Rainbow®

N

@ BirthRight

FLUID CHART)  fhise | (peichan

o]

a lot to treat the

| 26

Your Right to a Safe Detivery

1. All measurements in ml.

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

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

of intake and output.

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

Date | Time gaﬁ:&% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis :?:3—2{;
Mouth [ LV | NG f A\
08:00 am p\, . toovy \/.« 0 &
\Q( 09:00 am N \0 4 A e AV
N Towam| QL] P | ey e o TN e
11:00 am a t O0A 9)
12:00 pm T ety o 111y
01:00 pm ' 2.3 |
Total Intake : Total Output :
02:00 pm N | tbow ( L
03:00 pm o | logw \ 0 k¢t
5& soopn| W] ¥ | Toew ol boow], A =
05:00 pm 0  1h
06:00 pm DO nhMe!
07:00 pm 1DaNo
Total Intake : Total Output: YY\— ) U ~ 2000
06:00 pm L 100w] o D
0980 pm WA ook Qoo 0 i,{f‘i
\/A 100 pm i woed| o [V,
0 [ 11:00pm | oK) A p. | Vefl |
12.00 am Tad b ? 4
01:00 am N1 A )@:
Total Intake : | |\ (/) Total Output: = | A | po0 N D
02:00 am \ e v
03.00 am | oo Ve 0 §%f7_
[t\{)( 04:00 am U‘}V 4 /7 &
o] [ T T
06:00 am 75 ook p [
07:00 am M) ) )w’
Total Intake: "\ QLI Total Output : |(A - M- ©
Total 24 hrs. Intake |\ o\ Total 24 hrs. Output | | sty Y- O




BAH-00655417

="

IP5-00176188
Mrs SWATHI YAMSANI
23-00-1981
Dr. SASIKALA KOLA

R T III!IIIIIIIII

44Y

| [lar
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\\

FLUID CHART

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

Rambow
Children’s
Hospital

1t takes a lot to treat the [ittle.

.-,!\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

A

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

Intake

Output

IV Site

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

phlebitis
Score

Thrombo-

Sign.
Nurse

Mouth LV

N.G

08:00am

09:00 am

10:90 am

11:00 am

12:00 pm

01:00 pm

T;tal Intake :

Total Output :

02:00 pm

1

L 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 Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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rs SWAT v, 1P5-001764 inbow®

Zs0p-19y  MSAM - Rainbow ® i _—
AL koL Children’s BirthRight

) BY RAlNBOW HOSP"AL$

.: //////////////lflllll//;l///// m M NURSING CARE RECORD g
Date: l O}9} %

Shift: OJ Y .. O DN 7 0 Lo e T e T et it R N O T e TBWE v s

DRI ..ol Feoo & M‘rﬁ ..........................................................................................................................................................................

[J Improve Activity Tolerance [J Maintain Good Nutritional Status [J Maintain Skin Integrity

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ‘E]/Maintain Fluid Balance
E [JyMainfain Personal Hygiene vE]/Bm?ent Infection ] Meet Elimination Needs Q/Enéure Safety [] Early Ambulation Reduce Anxiety whetﬂ & Family Education
€ | [ Identify Potential Complications BT AT . S R, e S S O R o S S SRR

Time Plan of Care Time Implementation Evaluation

EBINN Py hr w' g:%féa"'w“"‘b"( 'ty Ced 4[70&410«1* 1<
Toggt Pl e S Pocpoali | g ] T o s dovs | pomdillae

@[ plag hr v ol 2edan Cotgy— LV O T 20 g

@yt Pleyy s W L. Ciga  w Ptd R 0 £900.
 to Aduwrtvn huddeli]  €gg — Adua v ST NN 2
o8 Py o4 09 dus AL P, OX 0 9\ deg.
T+ 0 Pwn'de  Pe il q:}%':f fpvo L' ded ‘PMWM _ |

QVﬂunT T b ‘QMPT’W ol . __ S SR

R o L DS e T S (R NS L IV AN TP SR IY SOOR

(el

el

Special Notes: ................cooooooveeeerrreers N~PD ..................... i eviimd. . AR P 2 ST S S e A LS
Nurse Signature: ............ /(% ............................ Nurse Name: ......ccccvcvvveeen o ioesnes ' .................................. Date & Time: 10(&[%@(‘* ..............

Docu. No: RCHBH /FRM / CLINICAL / 148
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Dr. SASIKALA KOLA Rainbow .

: hildren’ BirthRight
UIm NURSING CARE RECORD insprial | \g)emmmmoins

Shift: ] Morning ermoon [ Night Date: feO/.}[Lé ...........
T g AR SNC . R Db ] S NTRRE R AN | o S 1 M 2. £ U oyt e
e | [ Maintain Airway and Oxygenation L Aelieve Pain & Discomfort rqyafmain Fluid Balance (] Improve Activity Tolerance [] Maintain Good Nutritional Status [J Maintain Skin Integrity
'g [-{ Mairmtain Personal Hygiene qL}Drevenl Infection [] Meet Elimination Needs (] Ensure Safety (7] Early Ambulation Reduce Anxiety [ Paterit & Family Education
€ | [ Identify Potential Complications TR T e o RN 2 SO N a3 1S SO At NI o U T 1
Time Plan of Care Time Implementation Evaluation
: N Q_ ;
ll.&?t\“ — o Helm Twa P [1«!{7" o Aygw_dr Twne PM’Ub&_

ton da’on) e ton dalaon . : ‘
fm — to MA(‘V\IV( tu’ (@l M?’S | f’:mM‘_{ M’N\IA’" W'D{ CJ/V\.(_A dm-\.l_ C/O‘Y"JIVQAQ
“BOM-_* to Mutwa Ho Cuet L,
—t o AdunlBue Medn (o9 " 1 Adar bona MLJA'W
a_jM i QNG 7,

e P M oot dry . : 7»._0\3 P29 - DN

kTR A vy 3Pt 0 I (ol
‘EP{:——{ RO O e e ,-PNIX:‘O""‘M P

S t ~
+pm me W o Mom. | 4 |2 dnt e SUow .

LT R e I

_ o
Nurse Signature: ..........cccccrimmrdrmrercesesaessnsnens TR AT b SIS RN TR Date & Time: t{&[% ...... 9&‘ ............
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e ] ﬁl;gg Ir:!alil ’s .E:ﬁgﬁﬁ&g
||l|1|||IIIIIIIlIIIIIIlI I NURSING CARERECORD @ Hospital ISR 7rviamon woorrus

Shiftt [Moming  [JAfternoon  [<+Night Date: . 10/‘7/‘@4

e R o I IS L TR a2 i AT, fﬂﬁm%/té ................... ”E/F@UOJQQAB ...............................................................

o wm Airway and Oxygenation L}Hﬁm Pain & Discomfort Wid Balance [ Improve Activity Tolerance [ Mai Good Nutritional Status Dwn Integrity
l:! aintain Personal Hygiene D.Ptfv?nt Infection eet Elimination Needs Q/Em:afety [ #arly Ambulation Reduce Anxiety ("] "Patient & Family Education
3 | [ Identify Potential Complications SR T T TN e ). 1 IR SIS S et R s e

Time Plan of Care Time Implementation Evaluation

e pationl is
Lo WM%A vitels- POl nuovortored, \ileds Stabl,
70?:; ﬁ;:”‘/‘wggwwm st AAWM/S%M vv\y_ﬂbmo_ .
H APARE : Erhured S
bAY7 | WiF adive E\AMQW& i | A( % \

P | | éggoﬁ’o w UF %L@‘H/C’“Lw@f
S vt — Pte-thask—— WM'WW‘%ECM%JA

I o s T e e R e Ll L ciuusssnssinis o sy basvsdsdasansua o

....................................................... R LT AN {15 D S SR IR e DM Sho s WA R P T 0 S e e e
Special Notes: ............... U&P@Eﬁ*‘o .....................................................................................................................................................................................................

Docu. No: RCHBH /FRM / CLINICAL / 148
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Vi b e Chidrers | @) BirtoRig

i R R L o RS e

Shiftt  [J Morning (] Afternoon [ Night

[J Maintain Fluid Balance ) Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
[[] Patient & Family Education

[ Relieve Pain & Discomfort
[] Meet Elimination Needs [ Ensure Safety [J Early Ambulation Reduce Anxiety

[JJ Maintain Airway and Oxygenation

[
= [C] Maintain Personal Hygiene (] Prevent Infection
S | [ Identify Potential Complications DAY OROtE SPEHY. ... o i v e e B
Time Plan of Care Time Implementation Evaluation
BTN ..o orst i iy il maasoauersiinyssianeii S oo SaadAsesss s bl Sedy etukesusbin st gy bl st el B I 50, b e Bl SRR ee L 2GRN A

B L L P T T ere N e DPR

NS DI oocaammnnnsissismiiiiiasissiisis N B .
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23-00-1961
Dr. SASIKALA

(i

{

“Z ® |
Rainbow" A it
Children's | @ BirthRight
Hosp“a] BY RAINBOW HOSPITALS
It takes a lot to treat the little. | Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD |

Treating Doctor: ...... I)Q»Qw(\‘lﬁuﬂlk ........ Department: ........... O Dite of Admission: .. Lﬂ’ Yt
z Diagnosis: Any Infection: TJYes C1Me” CJNot Known
= Pq, e AVY LT N I |

|
% |
. A
S | Area L ?\b\’:ﬂ,
3 Shift Time s
< | Medical Condition
< | (Any special condition to be noted): \3‘1 ‘J\fk
Allergy: CYes &40 | O Yes (YNo |0 Yes C1No |1 Yes /No |01 Yes CINo | I Yes CINo
Tubes/Drains/Cétrﬁer: L¥6s TINo | Yes No| 1 Yes CINo |0 Yes O No | Yes T No O Yes 0 No
&/ 1
Vital Signs: Temp: | 4g6¢| 490 F
- Res: | 90 Wk ab¥w
=
= Sp0;: | 49 | 9.
w /
E Pulse: | ¥bwk | %4y \:\rf)
2 BP: | Loy | Wolm
Fall Risk Score: | Q0 oL
Pain Score: | 0D oWl
Safety Needs: | £VC24 | 1, Mol
. Physiotherapy |~ Yes y 7 Yes E/No Yes CJNo |1 Yes (1No|[1Yes CJNo | Yes CJNo
5 | .
E Others Specify: < 3
=
£ Special Diet: | Yes CLNo | Yes CLNo | Yes CINo|C1Yes C1No|C) Yes C1No | O Yes [ No
E
8 |Other Special Orders / Medications:
2 W‘D‘
!
. : R WA Y
Post Operative Procedure Special Orders:
H Q»Prn @ﬁaw
|
Handed Over By Name : ! % w
Signature : \ : Dy
Date: 1o 1326 | W\el
Time: @ R’Fm éf W
Taken Qver By Name : W‘ }W}Lq
L—7
Signature : W %
Date: \o\g\\iﬂo Y
Time: LS Qm

Docu. No. : RCHBH /FRM / CLINICAL / 097
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e Rainbow® . e
Patient Sticker Children’s . B"'tthght
Hos pita| . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
YOI DO i cninmmsinsisne 5o st ssitasins Department: ........... 5 .ot 238. Date of AdmiSSioN: .............cuuvvreee
Z | Diagnosis: Any Infection: (1Yes CINo [ Not Known
‘g HYeS Speelye L. oll.co i e
= :
w
2 | Area
g Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|OYes ONo|CYes ONo|CYes CNo | Yes COONi
Tubes/Drains/Catheter: OYes ONo|OYes ONo | Yes ONo|CYes CNo|CYes CINo | Yes CINo
 Vital Signs: Temp:
E Res:
o Sp0,:
a Pulse:
g BP:
Fall Risk Score:
Pain Score:
Safety Needs:
» Physiotherapy | Yes CJNo | Yes CJNo | Yes CJNo | Yes ©1No |1 Yes (JNo | ] Yes CJNo
=
(=]
= Others Specify:
s
= Special Diet: | T Yes COONo {C Yes C1No | Yes [1No |C1Yes CINo | Yes CJNo [T Yes CINc
E
§ Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
Handed QOver By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Morse Fall Risk Assessment Form

%z

Rainbow”
Children’s .
Hospital .

It takes a lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

te / Ti Af) Zb
Choose Highest Applicable Score from each Category Dasecgr;me ‘m) 7 /) —/ 2 / X Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ° " Rk Laved Mnrst:MF:g)Scure Action
Secondary Diagnosis Yes 15 /
(more than one diagnosis) No 0 b
D
Furniture 30 ) b Standard Fall
Low Risk 0-24
Ambulatory Aid Crutches, Cane(S), Walker 15 o Precaution
None /Bed Rest /Nurse Assist 0 © D
IV / Heparin Lock or Saline :es 200 20 g Implement
. Moderate Risk | 25 - 50 Moderats Fal
Impaired 20 Prevention
: ti
GAIT / Transferring Weak (uses touch for balance) 10 TS
Normal /On Bed Rest /immobile 0 0 G Implement High
Forgets limitations 15 A Risk Fall
Mental Status 'g = Ié] bigh Bisk 25 Prevention
Oriented to own ability 0 © kitarvsetion
Total Morse Fall Scale Score: 20 20
Signature M,g/ {f}k@ -

~Tick (') whichever precaution taken.
Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions)
pﬁ'lsure patients use their prescribed eye glasses if any, in the hospital

?U!).e chairs with arm rests
Use safety straps on stretchers and wheelchairs while transporting patients

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

"

ol

Moderate Risk (25-50) Apply all low risk intervention and
[] Assist and/or supervise ambulation. Reinforce to always call for assistance

["] Hourly safety check

[[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow’ : i A
Children’s ‘Blrtthght

b5 MKALA KO!:: Y -
l////”/”/”’m//ll/l/lll/ CHECKLIST FOR THROMBOPHLEBITIS Nepial 1 W
/”// lo)3] 2%
DAY-1 DAY-2 DAY-3
S. No. SITE 0B>cnw..[ION STAGE / ACTION SCORE ™ m E E M E N Remarks
1 IV site appears healthy hgb:?rcz g;,?g:ﬁgitis / 0 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 - -~
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
5 |ar iR Early stage of phiebitis / 5 & LT
Pain at IV site Redness Resite Cannula
All of the following Si : i
= e URowving S s Medium stage of phlebitis /
a evident : Resite C. la Consid 3 ol
d Pain along Path of cannula Tes te a{mu e .o i3
Redness around Site Swelling TR
A"- SLo e 'Slg.n ol Advanced stage of phlebitis or
evident and Extensive : h f1h hiebiti
5 Pain along Path of cannula ;e gtanco \ rlonébop_ debms/ 4 ~ %)
Redness around Site Te site Cannula Consider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness :Ir:irt?;;)?rgglfl?:rﬁ /Re s 5w tu ~
around Site Swelli Ipabl LR R S e
und Site Swelling palpable s s, P ) R r

——{Venous cordpyrexia

Signature of the Nurse

it

=5

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 : .................. L

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

......................... NENE il VA

TR

Signature of Ward In

SIGNARIB 3 o.ovvvisisinin

YSUUN

Name : .....cuie Q,Q“Lx‘

[Gon"
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BRADEN 'Q' SCALE

2
Rainbow* y axp L
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

Date :

Time :

4%

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

of physical activity"

Confined to bed

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

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.

7
7
[

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

- r:?sv:tlggsad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (\7
t : Dampness is detected every time 8 hours. every 24 hours.
0 moisture .
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."

Nutritional Usual

food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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




Support Surfaces

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

« Regular Turning Schedule
» Enable as much activity as possible

« Use pressure redistribution surfaces

« Manage moisture, friction and shear

» Advance to a higher level of risk if other major risk
factors are present

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

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

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

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

Use same protocol as for “High Risk” Patients

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

Risk Score Category
15-18 At Risk « Protect the heels
U R O F i R Foii” 5
13-14 Moderate Risk
10-12 High Risk .
Less than 9 Severe Risk A

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

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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“r - ‘ Children’s (d BirthRight

Dr. SASIKALA KOLA Hospital . BY RAINBOW HOSPITALS

U PAIN ASSESSMENT FORM oo | O i

Date 1ime a:g ﬁ;‘;m Location Duration Acuity Character MI;‘::'::::U Pat:’d“::af::‘ ily Intervention Sign
2t ] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [J Yes ®

\D\?‘w gér 0/’ o L Intermittent | [ Chronic C1Aching [ Burning | [ Decreasing | [ No o %
& ol [ Continuous | [ Acute ] Sharp (I Dull 1 Increasing ] Yes

\Ph % ?d) OLW _ | O Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No %@a\

/ AJ, C] Continuous | [ Acute (] Sharp  [] Dull (] Increasing ] Yes Tl 1 Dizﬂgfz nat
to / 2 (Dj)(q \ [ W dW ] Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [ No e i ’g\giﬂ%
(A
N Dp 1 Continuous | I Acute (J Sharp  (J Dull (1 Increasing | [J Yes Lol ¢8 ]
U)Z 9 Zlé H’ 4 44 48 O Intermittent | ) Chronic (] Aching [ Burning | [ Decreasing | [ No ’ OLVMM é‘@/
[] Continuous | (i Acute (] Sharp 1 Dull [ Increasing | [ Yes
[ Intermittent | I Chronic ] Aching (] Burning | [ Decreasing | [ No
[] Continuous | [ Acute . (] Sharp [ Dull [ Increasing O Yes
[] Intermittent | I Chronic [ Aching (] Burning | [ Decreasing | [ No
[] Continuous | [ Acute (1 Sharp (] Dull ] Increasing | .[] Yes
[ Intermittent | I Chronic (] Aching (] Burning | (] Decreasing | [ No
(] Continuous | [ Acute {J Sharp [ Dull (1 Increasing | [J Yes
[J Intermittent | [J Chronic (] Aching ] Burning | [ Decreasing | [ No
fore 7 Continuous | [T Acute | [1Sharp C1Dul | O Increasing | [JYes |

[ Intermittent | [ Chronic ("] Aching ] Burning | (] Decreasing [ [ No
[ Continuous | I Acute (] Sharp (] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (1 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
¢) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

d)  Within 30 — 60 minutes after pain relief intervention.

(PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

Lo

HurstitUeBn

3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

HwtsLiIﬂeMotB EveﬂMme HurtsWMlﬂl.ot HurtsWDtsl

SCORING
CATEGORY :
0 1 2
y ; z Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity S gasuyy g e 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,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability 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 arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
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 ventilator

3/




ATIENT TRANSFER FORM

Rainb%w
Children’s
Hospital

It takes 2 lot to treat the fittle.

‘ .Burtthght

Your Right to a Safe Delivery

w&’és“?ﬂ*v Mamn O 00176188 | Date & Time of Admission Date & Time of Transfer Order

Mrs SWATH! YAMSAM\ i (0] "L{’ o'} t-

23-09-1931 1‘4' 1_4_'0’.“,) lor;z tq—gwaﬂ- L”,")
ST T £ S

DR, Swolin

0 he et 60)

From Unit

Gy Al

To Unit

233

Information to Attendant

Yes;/ No[ |

Number of Sheets in Clinical File

Personal belongings including
clinigal documents. If any handed

Number of Imaging Films

over tg attendant
oW @Z/Q No [

If Yes, what? @(iC@\ .

Patient shifted with ID band:
Yse© No[]

IPRBE N, d. o ... i R S

Medications / Consumables / Surgicals / Hand over

Date & Time of Patient Received :

SI.No. [tem Name Quantity
1.
]
3.
4,
5.
Shifting Summary / Notes Written by Doctor :  Yes) No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
& 2 m’}/\,\p\ DQJ Q\Aﬂ/«-ﬁ/\
Patient & Clinical Records Received by : “ mm
(v \-10fo
-

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

[ ] Unavailable Bed

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

| Nurse not Available

[ ] Available Bed not ready
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| Or. SASIKALA KOLA Children’s . B".thR'ght
R (T ospil | i
It takes 2 lot to treat the Iilﬁel Your Right to a Safe Delivery

DISCHARGE PLANNING FORM |

Nationality: ?MDQ&&’ ........
NOTES: * To be completed by a NURSE within (24) hours of admission. .
1. Anticipated Date of Discharge: ................ A S.p.ew P Ty Ad" e i
2. Destination Post Discharge: \D}l{me
Family Members Notified (Person Contacted)
L] Transfer
Hospital Facility Notified (Person Contacted)
5. Discharge Status: [] Self Care Mmily Home Care [] Home Professional Assistance
L1 Needs Assistance In: Remarks
(] Medication J Yes Ao
[] Bathing [J Yes Uflo
[] Eating [ Yes Ao
] Walking COYes &Ko
[] Dressing (] Yes Mo
[] Toileting L] Yes Q/ﬂo

4, Nutritional Plan:
LI Dietary Instruction Discussed with the:

) patieny~ [ Faffily Member o ORI | AR RS

D. Discharge Planning Discussed with the:
] Patient [ Eafily Member A e U R N 4 s S

6. Patient/Family Educational Plan:

L1 Patient's Educational Topic/s discussed with the:
y{mnt O WMember B R AR il T i 2

Docu. No. : RCHBH /FRM / CLINICAL / 191
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2";:: ol 1:‘“184 15001764 Rai n%w' s
or, nL’,f:u “y' * Children’s @ BirthRight
/////////l///ll/'ii/?fllll/l/lll////// N URINARY CATHETER BUNDLE CHECK LIST ey | e
Date of Insertion: ................. 'Ol :" h"’ ......... Dﬂef’f T DA S A
Parameters Date Shift Time \© \?’ A > eD
Need for the Catheter yes O Nc)I OYes OONo | OYes CINo | OYes CINo | OYes CINo | OYes CINo | ClYes CINo
Hand Hygiene L¥es CONo | OOYes ONo | TYes CINo | OYes CONo | COYes CONo | OYes TINo | COYes CINo
Usage of Sterile Equipment &Yes [INo | ClYes CINo | CJYes CINo | CJYes [JNo | CYes CINo | ClYes CINo | ClYes CINo
Is the Collection bag below the level of bladder JAYes [ONo | OYes CINo | ClYes CONo | ClYes [CONo | CYes CONo | CiYes CINo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) «Yes CINo | OYes CINo | CiYes CINo | OYes CINo | OYes CONo | OYes TNo | OYes TINo
Is Catheter dated as policy ;D(es CONo | OIYes Cl No [ OYes OONo | OYes CONo | OYes CONo | OYes CJNo | OYes CINo
Collecting bag is been emptied regularly? AFYes OONo | ClYes (ONo | COYes CONo | OYes CONo | OYes CONo | OYes CONo | COYes CINo
Maintenance of closed system for the catheter L¥es ONo | OYes CONo | OYes CINo | OYes CONo | ClYes CINo | OYes TINo | OYes CINo
Dressing clean and dry? ﬂs ONo | COYes CONo | COYes CONo | OOYes CINo | OYes OONo | CYes ONe | CYes CINo
Is the line removed as Policy? A¥es CONo | ClYes CINo | [IYes CINo | CJYes [ONo | CYes CINo | CYes CINo | CJYes CINo
Performance of Perineal Care ,mﬁ [INo | ClYes CINo | CiYes CINo | ClYes CINo | OiYes CINo | ClYes CINo | OYes ONo |
Onset of New Fever CJYes CINo~1 CYes CINo | CYes CINo | OYes CONo | CIYes OONo | CiYes OONo | OYes TINo
Asses for the leakage at the site of insertion C¥eS CINo | ClYes ONo | ClYes CINo | ClYes CINo | ClYes CINo | CJYes CINo | ClYes CINo
Name of the Nurse Mauf—»
Signature of the Nurse @( ;

Docu. No. : RCHBH /FRM / CLINICAL / 114
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Dyt et or TR e | Gy BithRight

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

L] L) |
Name: SM?O‘H""\{%QQM Age: ... AY.... Sex .., UMIDIND © .| cocoeesinonnesssssmsmsssssasssssssnss

\
Date: .......... 2 .Qzﬂ.jlﬁ ......................... Time: ... 2. 2.5 M\ .., Proposed Operation: LAN. H +.B i S@Jp&g&‘bmﬁ
Diagnosis: Muihp&ﬁibm‘c’d. + F@anmg mc%

B.P/CRT: Wf"fﬁ HR: ... weight .aﬁl.l.a\ASA Physical Status: ©O1 02 O3 04 O5
ya [

J
P Laboratory Data: (
’/\ Hgb: 'D‘l‘( (‘:mct:%F63 % PO« s sscssssomsinsiniin HIV: ....LJ. p“ Xﬂay ........................... tDC'C .fo
... A W T RE hes ag: .. N I S r\i’r
WeC: §-6.00.. D o o Total Bill: ..... TS - 2D Echo: . E‘ 6/ %-
Plate: ... 3005 SR s L Dir. Bl .} oo Blood group: ﬁ‘l‘\{ StysyARIEL
PT: A2 T A DT BT v T i o e . dmhh
PIR e, B AIK PROS: ....corvvevviasissisnes T4 eniiissssssscssnnsnes CNO oM A
etk MO i il o s IAIIVIBRE: .....oocucissssonronsess TSH 3-,31-« anad (V g”-}nut
aPTT -3 | L R SBOT/SGPT: ...cocrvcce Allorgles: = ] . f&u-Jw
Medical History: CVs: ,
RESP : 9 Diabetes ; = |
ONS : ( |
Renal : \ i -
Hepatic /GE: ) - Physical Activiy: o L. M et -
s % >u Pl -
Past Anaesthetic History: 28— Cal ﬁ :
Physical Exam:

Airway: MP 1 2@; Mouth Opening: ) BLM Mentohyoid Distance:}s}w\MNeck: @ Teeth: ( w low Ly A8
[EYION e T P’e%:%l"‘”

Heart: o ¢ km | Qw,plow““

ons: Qv |

Pregnant: [ Yes Ew{'ij NA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: TIMAC [REGIONAL Z/GA-ETT (ILMA

Peri-Operative Plan Explained to the Patient: g)é o No '

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

/NIL ORAL<" el 0%S 2Hgm (Bb't?t‘“ "\éﬂ

Others 6 Hour
3. Informed Consent: ! rjrd 0 High Risk

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

.................................................. L
Signature: ,gﬁw._ .............. Mime: R T TORL O o o it A s

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



BAH-00655417 IP5-00176188

Mrs SWATHI YAMSAN'
23-09-19&1

Illllll\lllllll\llll“!lIlI\||||l|Ii|

Pre Induction Assessment:

ANAESTHESIA CHART

2 o
Rainbow* . e
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

O Yes {ﬁo

Change in Patient Condition:

Fasting Status:

>ehg

Physical Status:

../B/ Patient Identified

| a1 Corisent Present

_LChart Reviewed

HR:  €0wm - [BP/CRT: 4§30  [Sp0; rao-[- [RR:  tuimm " | Last Feed:A [t
) o . Ay [
Pre-0P Diagnosis: ..........cccceevvmivvereererseesnsensssssesessane Operation: ...... L H ..................................... Date : ‘OHJ ............
Surgeon: ......... ﬂgﬂg‘@fb‘ﬂ-} ......... s, e Anaestppqologlst DO s Technician: ... ouh: &)
TIME MPs ~ IjV
ﬁ?ﬁuﬁq LteM Y Lgnm
HANGATEEYD | WY Antibioic
Drugs: —_—
LIVE 29 e
* -\ oy 1 1 Suppository
(] v [=]
e ol o fj‘” Poicey e
6P - IM\J\.A’&V
oo
Blood Loss
Fi0, / 520 \oJ oz 7 VY Vo0 [ 1g0] tge [LFV ] LoV oo 3 ‘N\O
ETC, YRR (% 135 | 24 a8 %8 [ 13 1% SovwWH
ECG  Jetw [SE [ [F TRATHL [ IR | €70
Temperature 214 362 n{.c 2 br b fits -
Urine Output NOTES
| AL 21 2 | et | ¥ i’ G Zit T 7 ——
2
23
8P 280 %
V Systolic ]
Ao 77 B i
X n
= Heart Rate 180 30
Tourniquet on Time
Tourniquet off Time 20 ¢<lb W
Throat Pack in O AREErTncy
Throat Pack Out 120 =
100 1 ;’ LAY TEAREARL LS v
80 H# 7 +
80 b .Y L O » i h ALhA
40 ks s 5
20
10
0
| ABG
LAB Values
GRBS
/Q/Equipmam Checked and Temp: Induction Regional:
unctional ME L Fiuid Warmer }47 _LHrhal Extremity Specify: ..
BP Qk UV ] Cling Film [] OH Warmer /L;er 0, CJRsI [C] Spinal [J Epidural E] Caudal
[ uff Site: .. /Z)H::ggar's [J Cotton Wool [] Others |y TR i S
Art Site: . T O oth e
/E4KG Lead g\vfi i AT Mask  []S6A PosHtion:....... s a b
Times: [ Airway Oral Nasal [T B LN
emp Site \ Yo
)J/:loz:\onitorm Anaes Start; ...... b3 Lol ETT# .. :E "’ .cm Needle Size: ...................... DB .oooooooococoooeee
“ 2" Agent Monitor OP Start: ....... L Unl E]Nasal Parasthesia []Yes [ No
Pulse Dximeter OP End: ... Ty 'éﬂarfm L Tm'_‘““&é“{g%a.m ! Catheter at SKin ............... cm
77 Sapnograph Leave OR: ... XM L] Deug DFUG NAMe & CONC: ...
Ventilator Anaesthesia: [ Awake T Direct Vision T .
[0 Nerve Stimulator GA [ Video Laryngoscopy (] Stylette / Bougie T LSS e SN S Y
HP@ onitored Anaesthesia Care [ Fiberopti BIOOK LBVBES. 0. o o et s
Position: .HXY...... } i (] Regional Blade# .55, . Attompts: ..\, O
Line (Size & Location) Trg;ppnﬂﬁl to \
Eye Care: DBV o cosmssimsismnn: | T B8 ACU  CJicu [ Other
O Oi [ Semi-Closed Circle Relaxant Reversed &‘S [ONo [INA
e Closed Circl W’
] Padding i! 0:::: . Name of the Doctor :. me
[ Awake Signature of the Doctor . &‘ J l a I
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POST-ANAESTHESIA CARE UNIT RECORD

%

Rainbow’® h ST
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

< : i 2 . . . L g )
Received in PACU b&ﬁ....é‘.'..‘...." T Time Received [9'30 ..... Time Discharged @ ........=.... go w
7 L |
= J
250 250 | |y Cannula Site : &WNM
240 - 240
w 230 |——— 1 1 230 | ] O.Mask ] Nasal Prongs
220 ——— —— 220 | — T-Pi
8 el TR T T 210 j Trachsjustomy LJ T Pmece.
v 200 t__ =] 200 | [ Oral Airway [] Nasal Airway
g:_ 190 — — 190 [
180 1 i 180 |
% 170 — — — 1 170 | Vomiting : [ Yes v?ﬁo [} T ———EE
0 =t 60
= T 1150 | NgTube: O ¥es zf’y ‘
v 140 T 1| 140 | Drain: [1Yes CTNo
x 130 1 - 130
12 i Y v~ 120 | Urinary Catheter: ] Yes ‘yfﬁo
i 110 =11 [ 110 -
83 1001'7—1’4—-‘ "":_: 100 Chest Tube: ] Yes EINo
o e 7 Yes CINo
;D 7 ) o LI I B B S e ey ;g IV Fluids: N«D“)‘l
& s0[ e Y 3 50 o T EA
el . 40 0 ) T T s | 40
v 30 30
20 \ 20
10 10 |
0 0 |
SPO,
MINUTES
POS':'MT):“AS’SA'I[::SEISAW?S e IN 30 1 60 | 90 ouT SCORING INTERPRETATION
‘Able to move 4 extremities voluntary oron command =2 s A . .
Able to move 2 extremities voluntary or on command =1  ACTMVITY ‘ \\/_ - 1 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
‘Able to deep breathe & cough freely =2
Dyspnea or fimited breathing =1  RESPIRATION €] b i % o P s L S
Apneic =0 Exceptions to this, aré to be explained in the
BP + 20 of Pre Anaesthetic leve =2 | i i inian:
8P = 20-50 of Pre Anaesthetic leve =1  CIRCULATION (I/ 4t 91 > space below bythe DiacHEpi Py
BP =+ 50 of Pre Anaesthetic leve =10
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Not responding =0 \ ‘ ()_- q“
Pink =2 (),
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0 N ()ﬁ "L
TOTAL % q \O ‘o

PAIN ASSESSMENT AND MANAGEMENT FORM

T Date

Lol % brw

Time Pain Score Intervention Signature
Lot | p TP ofte b Seded 09 o
Y N

10

Wt

peen {ﬁ'w\
My b

|
tv ijw\,

109 29
!

r

Pain Tool Used: I N PASS [ FLAGC [J Wong Baker %s

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Dﬂqu ......................

T olr [ Cpk &:%0p0

T lo)3]oh et %%y

s

(=

C.
d.

A

Date & Time:

— ———

Reassessment Frequency: |
1, Every eight hours for all hospitalized patients.

For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours avery 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): o R e
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LA Rainbow® . iy
< Patient Sticker ’ Children’s . Birth ng ht
UM NP I 0™ (1 AMNAIIRY ol Hospital BY RAINBOW HOSPITALS
It tokes 3 lot to treat the littie Your Right to a Safe Delivary

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DS .. st s TS v niiiaiin L ORI v s e i N SET)
CSE /Spinal /Epidural RO iy e inrns DRI | ool vesimein s hasonist Technique (LOR/LOS) ............... ..
DODBE o ovmsanssizns R | R S e AUBIMPLS : ......covececnrcnccsnecnsireenresresansoneasonsibe
Parastnesia : YOS/NO If Y85 TBIAIE Yi....ciuvuiuins ussniisivinisissnsosiiasmsbisnioiio Dosssnnetsssingssvssisnis Mumgsnosssssi o sssssssbisssasssniibins
SRR G ORI Lo D i i e B issirhssitn s onsi o ssmsniiinns diemen pasnaniintne SRR M braryes s marsqracerorsrnl) .

Any other issues :

B aessusresemmumensnamiinssbomsmecunitdsrsesessens el i oot S i e I LISL St S ik Sl ol
) (FOURNURRNIOr SUOTUM - % WO WIS Lo oo e o w1 SR 0. ARSI - SO D A |
Time lnll;ﬁ:?/ll‘]r?ate Bolus (ml) Le“l'e‘::il g FHR Comments
ght | BP | Pulse
Delivery Details :  Time : .....ccccevvveinene |l TP, SR SVD / Instrumental / LSCS (if LSCS Details)
CGathetor Removed' Dy and TIDIDSDRCHEE o« i i uiiwrivnssvverenolussianssians stss vacabslb s TR ass (e viN b ses Sur st T g wosss oy to thi
PRSI SERSTANTION .5 ) A S it e SR RN S L B el b B B iycsiaoets

Discharge /Shifting ordered by
DOCLOr STONMRUNEED 3. 5iseihio bt bapnaciiaid ssdbsfusanbiniigyoiss dosssosiest
Doctor Namie: ...........0uld SN eerssssmasssripmainsassasingsesnns

Date and TIN5 ...cmvsivmsisiisitin st i P b
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CONSENT FOR ANAESTHESIA

.

Authorization By: (2Fatient Iﬂ{atient Attendant : |

Operative Procedure: ........... LANH. BlL. Qﬂ\JPW\% tJ"'ﬂJ‘f:TGﬂ#‘”‘{Q"?WﬁMLI%M
Anaesthesiologist: ..PR.~. k... SE|.R&AMYA-..... PR L S 1 5 A N o

. " |
Please read this before you consent for Anaesthesia ‘

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the pahent 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.

OJ Heart Disease ([ Hypertension [ Diabetes [ Renal Failure  [J Multi Organ Failure | [J Hepatic Disorders
[ Shock ] Obesity : [J Chronic Obstructive Pulmonary Disease i

Declaration by Patient Attendant ‘
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team |
|

[ Regional Anaesthesia p«ﬁeral Anaesthesia [J Monitored Anaesthesia Care

o |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. |

o | authorize the anaesthesia team to perform any additional procedures (for example, Central Ven#us 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 prc+ducts during the course of
operative period and immediately thereafter if need arises. !

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

e | 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 m‘b in my full senses.

Patient / Patient Attendant: Witness: .

Signature: ......... y%—«ﬁ':h"" Signature: .......

Name: ... TR 200D, SA")\ Name: ....... SR\DHALY&MSAN"L ......................
Relationship with patient: .................. Qo . Date & Time: .. 2/2] &[22 1 Lo kO

Date & Time: 30161%110 ......... Litocenm.. . |

Doctor (who is taking consent): ‘
Signature: J/ .................... Name: pg“t‘—*&l%!"\‘fﬂm, Date mlgjnﬂﬂ,ﬂmel\q'?m ...........

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (RT.0)
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INFORMED CONSENT FOR SURGER  ITIIIININ | @ giivhmight
SPECIAL PROCEDURE vopnar | (rmeonis

(F)

Patient Name:....g.?.\f-?ﬁﬂ.’.(..\ ..... Vm%‘ ........ Gender: ] Male =Female Age: ... "/l'i( ...............
UHDNo: ... P00 6B 414 - pate:. 10l 22,

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)

"have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
_2rformed. | 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.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
mWstaﬁ responsible f(:iany untoward event thereof

. Moﬂk&vfmuj;ér@jﬁ Buriieg. ...

My signature on this form indicates that
1. | 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.

.. | have had a chance to ask my surgeon questions.
4. | have received all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery / Procedure: ............ccoceeevevevevvnnee. Byl k},b&q ....................
Consentee : Patient Attendant :

SIgnature : ... ... S ZX oo Signature : ... SLRXOAD o
Name : ... B s Swlod 3RS e Name : ....... SE\D{AR\{WS’M
Date & Time : ........ lOl&I'L(,Q.F— ........... Q O Relationship with Patient: Q\DOL{/@

Date & Time \o]o’l(%go}

Witness :
- Doctor (who is taking ecohsent):

Signature : f\U#_mm ........................ S
Date & Time : ....... ml}i ............... M‘((L

Docu. No. : RCHBH /FRM / CLINICAL / 027




