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& ~ Rainbow Children's Hospital - Banjara Hills

.-%
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's W ,Telangana, India ,500034,
Hospital  BrthRan TEL NO :+91-40-4466 5555
wolnio WEB : hitps://rainbowhospitals.in
ADMISSION SHEET
. . RN AR RN H T LTRRRR TN L TR
Registration Details :
Admission No : IP5-00176758 Admit Date :22-Jul-2026 Admit Time :10:23 AM UHID : BAH-00363747
Patient Details :
Patient Name : Mrs G. VARSHINI Age :3BY3IMTD
Guardian : MrG. VIVEK DOB : 15-04-1994
Gender . Female Religion
Occupation : Martial Status . Married
Address (H) : FLAT NO - 1203, BLOCK -A , FRONTLINE Phone No : 9949009857/ 9949009847
SEVEN , OPP M.G.L.T. COLLAGE Kokapet )
Hyderabad Telangana INDIA 500075 Email + NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :RC 407 Ward Name : 4F-GYN RECQVERY
Room No : RC 407 Admission Type : First Visit
Contaet Details :
Name : MrG. VIVEK Relationship  : Husband
Contact Address : FLAT NO - 1203, BLOCK -A , FRONTLINE Phone No : 9949009857 / 9949009847
SEVEN , OPP M.G.I.T. COLLAGE Kokapet
Hyderabad Telangana INDIA 500075
“Signature
Doctor Details :
Doctor Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount ;0,00
Payment Mode : Cash Payor Name . MEDI ASSIST INSURANCE TPA PVT
LTD
\ Printed Date / Time ; 22/07/2026 10:24 Printed By : 020296 Page 1 of 2
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" 15-[14-19'94 32Y3IMTD F . p
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Room / Bed No : Ward : Suggested Billable bed type : _ _ _ _ _ _ _ ______

WARD TRANSFERS

Date Time From To Signature of Nurse
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Cross Consultation Visit

Doctors Name Date Order No. Signature
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INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)
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Name of Connecting | Disconnecting :
Date Equipment Time Time Order No. Signature
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PROCEDURE

Date Frocedure Quantity Order No. Signature
S\ T -v }9WMJr \{04\1 i e
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ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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woICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. qf Pages Legibility Completeness Remarks
1 Admission sheet I/ 5
2 | Discharge Summary s}/, Lot 4
3 | Nursing Initial assessment {7 ™ ™ S g
4 | Patient Transfer form =
5 | In-patient Medical record el
6 | Doctors progress sheets /

7 Nursing plan of care and handover sheets o
8 | Consultation sheet A
9 | General consent for treatment ]
10 | Consent for Surgery
11 Consent for blood transfusion
12 | Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation
17 | Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 | Consent for HIV test i
21 | Anaestesia notes (Pre Anaesthesia& post) |
22 | Neonatal Admission/Delivery/Physical Exam -
23 | Medication Reconciliation ]
24 | Emergency Triage record o
25 | Pre operative check list /
26 | Surgical safety checklist |
27 | Operation Theatre notes |
28 | Nurses clinical Presentation
29 | TPR &BP chart /
30 | Intake and Out take chart (fluid chart) |
31 | Drug chart (Regular Prescription) |
32 | Investigation Values (result sheet) |
33 | Nebulization chart .
34 Nutritional review chart {
35 | Intensive care unit (ICU Charts) )
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale
39 Bed side check list » |
40 | PICU bed formula Dilution feg?s\w s
41 Gastro monitoring chart A
42 | Rch ED doctors note TA L ]
43 | BP Monitoring chart WX ‘f/ =
44 | RBS monitoring chart L
Total No. of Pages S s il a )\ A(
Doc. No. ; RCHBH/ FRM / GENERAL / 126 b l7 okt it 2@7 ’ a
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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RESULT SHEET

Date VS Y|
Time
Hb )2- 9
POV e <
RBC q,@;q,
WBC 30
N/L
Platelets T
CRP
ESR
PCT
RBS I o
Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine L o b
ALP '
SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 : (P.T.0)
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CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Stool Pus Cell
OVA / Cyst
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DRUG CHART

Date of Admission: 9’)‘ W[W Drug Allergies: ................. N MA* .................... EJ/G 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 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.

NURSES

S0S / PRN (As Required Medication)

Date»
Ti['ne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Datey
Ti[vne

DRUG :
Dose Route | Frequency (Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

] Date ‘
DRUG : Time J

Dose Route | Frequency |Start Date +

v

Doctor’s Signature | Valid Period] Pharm. '

Additional Instructions: !

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



BAH-00363747 IPH>-00176/758
Mrs G. VARSHINI
15-04-1994 32Y3IMTD (F)

Dr. SASIKALA KOLA - :}» ‘
||| NN”N”““ || |||||||||||||| REGULAR PRESCRIPTIONS  Weight. ».7....\ l.g(\vard. .....................

N\ D f
DRUG: T . EFoTAXME Tua;i '

Dose Route Frequency |StartyDate lllﬂ

K| Ho | €D P2 Wl &

Name & Signature of the Doctor
Starting the Drugs: b g

1 frove

Additional Instructions: “

A

Daily Doctor’s Endorsement by a Sign

— Dater
DRUG: . WML‘ Tige /

Dose Route | Frequency |Start Date /

( ? Po Eh |22{g- /
Name & Signature of the Doctor 0{/ /

Starting the Drugs:

Mmfw 7
Additional(Jnstructions: / VY /\:

Daily Doctor’s Endorsement by a Sign

DRUG : “T. TRAMADSL pato /

Tll;ne Pt
Dose Route | Frequency |Start Date / g‘

lodeg Po | & |22A )4 e
Name & Signature of the Doctor 3 D\’\'T HA
Starting the Drugs: d/ / — = ¥ 7
v Jsumn Chondn F 9 Jl

Additiond! Instructions: / i

]
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S

y

==
v
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Daily Doctor’s Endorsement by a Sign | /

DRUG : T~ DI etof2rz paer
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor (7{/ / i S YV

Starting the Drugs: [/ [ \/“\-4'»./\3
by Japx Moo / =1 D)

Additiond)/Instructions: /

()
N

), M THAL)

)
&
1e

Daily Doctor’s Endorsement by a Sign |

Page: 2/4
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Weight. ................ Ward. ..o
Date»
VARIABLE DOSE T|U]e Nurse Sig. I Nurse Sig. l Nu_rs; Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Or. Sign. Dr. Sign.
Route Sta I't Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Frmt Does o - s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose Do -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlule [ Nurs&Slg, I Nur%Sig I NurssSiu. ] NurseSlu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date - g . o fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s Bows g P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose o T o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. — Dosage & Other Sianafire
Date Time Medication Wittt Route ignatu Nurses
ﬂlﬂf% .00 | -5 TRANEXAM T | oA Jd—_tey
A D A JORAA_
O 21| 115 | W5 MORPHIVY - )y AJJ& kg
SWfbn
N
2-?/’ 777/ 26 | rwg PARACIHL | W Vv /duH: Mﬁ‘%
= il
9}{4}(?45 2, : 25PN % [AotADOL [mm& {’(K &A/ T
o A
it 2125 Diersrenae ""’“{ N | ]
ar

\

Page: 3/4 (P.T.0) \
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LV. FLUIDS CHART

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

Flow Rate] Doctor

Route mi/hr Sign

Nurse
Sign

Date of | Doctor
Stopping|  Sign

21/3;2

Efwt%ﬁ LAcTAE

W - ,_&

| R Lad-de |1 |00 1
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Weight ..............

DRUG : PM'{& Mo

Date

Tuvne

R

Dose Route | Frequency | Start Dt.

G| Vv [ ID

LY ]>-

A

")

Nadme & Signature of the Doctor ~ /

Mt HH) F§‘

Additional Instructions:

i

Jaily Docl@‘&@dorsement by a Sign

DRUG: D LO PE M AL

Date
'ﬁr'ne

Dose Rorte Frequency | Start Dt.

Cort | Plo | Rd

LM

Nakle & Signature of the Doctor | ~
Starting the Drugs:

Additional Instructions:

R meaTign |

Daily Doep&soEndorsement by a Sign

DRUG: PAA\ATOP

Date

v

Time

Dose Rorte Frequency | Start Dt.

4

J

Namé.k Signature of the Doctor
Starting the Drugs:

AR i)

tlo | Pol 12ofy

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Tupg

Dater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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It takes a lot to treat the little. Your Right to a Safe Delivery

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

DRUG :

Dater

Dose Route | Frequency | Start Dt.

Tige

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tirpe

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tiv e

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 / GLINICAL / 108
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MEDICATION RECONCILIATION FORM

Drug Allergies: .................. Med .

[ Not known any Drug Allergies

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

SHIftiNg FIOM: .o L . -
SHo|. (eeusmﬁmftl:g’;lﬁr LEErrEns) (mﬂ?ﬁg’ (PO, I:a{t';ms% tv) | FREQUENCY [Lf:::/%:ai 73’3?5?.'33
1 / Oc Ooc
£ / O¢ Obe
/ / 0c Ooc
s / OC oInc
] / O¢ 0Ioc
v / Oc Ooe
! / o Oc 0oc
8 Oc¢ Ooc
s Oc Ooc
- Oc O0c

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........ @/—«—t ...........

Date & Time : ........... ?»?/l“f)l@% -

Nurse Name & Signature

[,%(‘%

* C- Continue, DC - Discontinue

IaleSme ... A D Y2 LB A

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

Date

aém\w Time | 8 | 9 [@9]( 1(2f3|a|s|e|7]8]9fi)fra|12]1 345@7

> 30
21-30 . v
11-20 ¥ L2 L3 | W
0-10
94 - 100 % . . ¢
<94 %
Administered 0, (L/min.)

40
39
38
37
36

. 35
170
160
150
140
130
120
110
100
90

' 44 . X
L r L T CT e

50
40

190
180
170
160
150

50 1 L \Ilf§ =
1

RESP
(write rate in
corresp. box)

Saturations

2, dwa)

8
2 4
& o
‘S
=

aley Uesy

& VI
120 l‘“ b { et N

110 I’ ¢

—
anssald poojg oishs

130
120
110
100
90
80

70 Ve
&0 ' SR I
50 7 7
= :

NEURO Alert . . [ o~ —

RESPONSE Voice
[v]

M
13S
&
==
B

b
inssald poojg 1jolselq

Pain
Unresponsive

URINE > 30 A =
mls / hour <30

i P Protein + + | | | | | | | | | | | I | | | | | I | | | | I I l
Proteinuria .
Protein > + +
i Normal
Lochla Heavy / Foul
T—— Clear / Pink
2 Green

TOTAL YELLOW SCORES CRELER 00 TNV[v e [ [° A

TOTAL ORANGE SCORES ! 01N [i] % Y1 [0 Pl #’9 Q
Nurse Initial V CICENw 0N/

<t T [ g




Obstetrics and Gynaecology
Early Warning Signs

.

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 B
Complete a Full
Set of MEOWS
Observations

L S

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

Observations
in 30 minutes

L

%
\ 1

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

. Repeat Qb.se{_rvatlons
in 15 minutes or continuous
monitoring

\

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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1. All measurements in ml.

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

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

m W TAVOE#S
Date | Time (I}agﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine Dgrfgggg' &L?,gé
Mouth LV N.G
08:00 am o~
09:00 am "
10:00 am p (\
1ooam| Q0| ~ | wewn B4 1
B3\ ot —_loow CH AN N -
01:00 pm \OE\ ¥ L) peaf
Total Intake : Total Output : ™\
@] o N Tagiad 1 -] ~ [— Igexa ] )
03:00 pm 9 loossy ~ | ~ | - I Bwil o
04:00 pm % \blad — | — - — -y T D-‘.\ il
534 | 05:00 pm il ~ | — | il sovk | © G B
06:00pm| 1L | ~v Pof o wanm & — - Boel] £9 A2
ooopm| RL | ~PO oW - |7 | — |- — WS k]| °
Total Intake : Total Output : > ® Srend E‘"“\"J’E’
0s00pm| L P \ o |%udd
09:00pm | gL \ n U:OOHQ O Cuﬂul .
10:00 pm 20 | 1s0w] P\ o) oo
‘)kx 11:00pm | DL ; 1o lodyde
12:00 am YT goord| ©  badel
01:00am | V- ko o3
Total Intake : _ Total Qutput : U~ -
02:00 am o | Log.. ) Bk wel
r 03:00 am o Ca
q/’&\ wnam| gL [ W= too op i [o) QJ 0
05:00 am £ ooond| © I
06:00 am XY 9P | 1% 0 [ e
07:00 am ) ;oo,& 0 E’ ke
Total Intake : Total OQutput : U — M -~
Total 24 hrs. Intake l Y00 N&’ Total 24 hrs. Output %600 '“U
4




o
[ Patient Sticker } Rainbow® e -
hildren’ BirthRight
[FLUID CHART]  fiosiai” | (@it
1 R S

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 ™

Thrombo- .
Date | Time gagﬂ;% Route NG | Diarrhoea | Vomit |Drainage| Uring | Phlebits | Sign.

Scare Nurse
Mouth | IV 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 Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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It takes a lot to treat the little. Your Right to a Safe Delivery

; 0 daj /
Shift: ‘yormng (] Afternoon [ Night Date: ...............L :)'% ..............
! ;
ASSESSMENL: ... W " 414"\"4 (n_,f .....................................................................................................................................................................................
o | [ Maintain Airway and Oxygenation [CJ Relieve Pain & Discomfort wtain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
t_g Q/Mﬁimain Personal Hygiene Q/P@em Infection [,] Meet Elimination Needs Wra Safety ] Early Ambulation Reduce Anxiety \[_J‘Pjum Family Education
| [ Identify Potential Complications DL el e S W S SAVE e R S R
Time Plan of Care Time Implementation Evaluation

olopl ! Py Fr witeg o405t Miodve e tig Clod dewe
Lt ply v Sl potpoundi 0rg5p |t 1A% porpsdso  Cowa
L pen b W tdandz T A N

~t padued— ¢
[0 4
¢ Qu

(M .y U “ el
w2 P P i \ %wt suctnd AL eaFhus [—UTE

% aduatvar fellolm g e tdioilen
(2M 0" pan o8 ondu. fl'??,':;x peoy o4 O

T LI S o By A . po PUprowide P oA Cod
M Suppoct z“/‘{ Swfpuns .
- plom Cmg—G  OF H U o 07

Nurse Signature: ...........coovvveenni. w ........... Nurse Name: ............ccooo....... ( ................ S Date & Time: &a ';[% ..... "‘-QN }Q%

Docu. No: RCHBH /FRM / CLINICAL / 148
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M NURSING CARERECORD ~ ‘ospita |
S e Sy A SR ................. 7 . il f‘?’“"“'””“"

RSSEEEINBAL 1....covreemmecrsesenssinonsosssnitinniviissssiisssssaiatisioy IV*Z ..........
Maintain Skin Integrity

D’@:in Airway and Oxygenation Dﬂﬁve Pain & Discomfort w’ Maintain Fluid Balance Nﬁflmpmve Activity Tolerance -/ﬁ Maintain Good Nutritional Status
] Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety [[] Patient & Family Education

(%]
'S | [ Maintain Personal Hygiene [] Prevent Infection
S | [ Identify Potential Complications ) AT OMIONG, SHHORY. <. iomisuusasbosimminiss vasbensidiins vosdanisssessasss endiosanedonvansanasonsssukopumanesanminasspyen sie
Time Plan of Care Time Implementation 4 Evaluation
0 3

7 AGes! e pkkmﬁf— eropet [~ agsersd) fe pl b
—ﬁw«ﬂ W@Q)-(f& f(ﬁ-buwvo el S
e M—Fr VO.LU (050K T fvmx{\—\\wuﬂ «(V\\L«L?

Pt ____;—Qd{z\ﬁhf&lar V\/*QC”LU\J-I\& |25 0A f___..-s(-li&io\/\'gvﬂfz(w“ﬂ ’\‘Q‘Q&(J’:&\il' ;,( i e
&b ’)d Cﬁ“ji— ' : Io,_g @u (/Q;,‘..Qf’

L ol dk ey e o e St e 2R
L= ¢nount 1&7 preo trnsane d £adg

§PuU

Lofum

A

bAoA A {
REAASSASSMBNE: occivicianiiinssinsisinsuaisinsnsnsanss ' .............................................................................................................................................................................................................
............................................................................................. R T Y 5 U S
SPBCIAI NOBS: ..........oovueeeereeuesiesseesssseeessseesseesaseessseassssas R AR R8RSR RS
.............. e b s st e et RS

Nurse Name: ....... gwﬁf’({’ﬂ«@%fﬂ% ......... Date & Time: ..... ‘%;tﬂ%@w ......

Nurse Signature: ..............
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Rainbow®

Children’s

Hospital

It takes a lot to treat the fittie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: ... MRS a3 |k | Department: ... (\NEAA Date of Admlsmw ’;f%
g Diagnosis: Any Infection: 1Yes J_O/D Not Known
= ¥ 9 (g AUR If YES SPECITY: wvveevovveerereeeseeeesseeesseeeesnnenes
=
«@ _.__6/ [ vf‘

2 | Area &Xﬂ 3\
> e o\ 37\ A
S Shift Time 0, e
A
£ | Medical Condition ‘\ \
= | (Any special condition to be noted): ‘_\.P ‘N(
|
Allergy: a O Yes QN{'D Yes ™ No | Yes CINo | Yes & No | Yes CONo| O Yes O No
Tubes/Drains/Cathe};r: (Mes ONo | O Yes/t{N’o C1Yes CINo | Yes CJNo |1 Yes C'No | Yes 0 No
Vital Signs: Temp: | 96-6¢ | A¥ 4 "’.
= Res: | O WL(H
w Sp0,: aqy. o\'f?d .
w :
@ Pulse: Swt b
2 BP: | o34 | b
Fall Risk Score: 20 00
PainScore: | O/tp | glw
4 ;
Safety Needs: V“JMM g,{lc)"'\»
& Physiotherapy |C Yes g7~ Yes (#Wo  Yes CINo|C Yes C'No |0 Yes C)No O Yes CNo
=
§ Others Specify: et P
g Special Diet: | Yes CLMo| = Yes (eNo'| 0 Yes CINo | Yes (' No|C)Yes CJNo|ClYes CINo
8 |Other Special Orders / Medications:
& & N'.g
!
Post Operative Procedure Spacial Orders: | PO (32( '
Handed Over By Name : \_\Ef/' ¢
)
Signature : ey sy
Date: Mﬂ'w gj}jya/
Time: €A
& | <ot
Taken Over By Name : =
. gy |27
Signature : N QV
Date: Mv\’ 27 I
Time: ¢ %r’\ Yo 41

Docu. No. : RCHBH /FRM / CLINICAL / 097
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L Hospital_

«JRSING SHIFT HAND OVER FORM - WARD

Treating Doctor. ............... TRSRUTRNISURNP V.| oty ST T S Date of AMISSION: ..........ccooccorsurrrn
Z | Diagnosis: Any Infection: CIYes [(INo (1 Not Known
'g i e
=
w
2 | Area
é Shift Time
= | Medical Condition
= | (Any special condition to be noted):

Allergy: OYes CONo O Yes CONo |0 Yes CONo | Yes C No | Yes CINo | Yes CNo
Tubes/Drains/Catheter: CJYes CONo | Yes C'No [ Yes CINo | Yes CONo | Yes CINo |O Yes ON
" Vital Signs: Temp:
= Res:
g Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
bafety Needs:
- Physiotherapy | Yes CINo (O Yes O/No [ Yes CJNo |0 Yes T No | Yes C'No | Yes CJNo
=
=] .
g Others Specify:
g Special Diet: | Yes CINo | Yes CINo | Tl Yes (1No |0 Yes CINo |1 Yes C1No [ Yes (1 No
=
8 |Other Special Orders / Medications:
[-=

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature :
Date:
Time:

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

Rainbow® y M
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It takes a ot to treat the little. Your Right to a Safe Delivery

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

Q/Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Date / Time | &2
Choose Highest Applicable Score from each Category Sec/or; 9{'1.6 23] 'h‘"u’ Fall Risk Grading
History of Falling Yes 25
immediatel in3 h ;
(immediately or w/in 3 months) No 0 0 Q Risk Level Morsc(ehI;:g)Scure Aition
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o )
Furniture 30 o R 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 & / Precaution
None /Bed Rest /Nurse Assist 0
2 .
IV / Heparin Lock or Saline ;es 00 ab 20 Implement
0
Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobil
: : f itat? i 105 0 s Implement High
orgets limitations —— Risk Fall
ntal Status , High Risk >51 L
" Oriented to own ability 0 ) Fa) Prevent:qn
Total Morse Fall Scale Score: 20 P Intervention
Signature Larf]*
s e

Moderate Risk (25-50) Apply all low risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance
(] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs



BAH-00383747

IP5-001787
Mrs G. VARSHINI "
18-04-19p4 32 v
3
Or. SASIKALAKOLA M0 )

U o

BRADEN 'Q' SCALE

Z
Rainbow* ’ .
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It takes a ot to treat the ittle, Your | fﬂuhl toa Sate D.wer,

Date :
Time :

AT

A T eAw

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:

‘—l'}\{

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently,
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
L Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : pokil ; . g i ; :
of physical activity* Confined 1o 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 inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2, Very moist:

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

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

4. Rarely moist:

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

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Risk Score

15-18

13-14

-
c>
-+
ro

Less than 9

Category

At Risk

Moderate Risk

High Risk

Severe Risk

Action

Regular Turning Schedule
Enable as much activity as possible
Protect the heels

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

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.

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

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

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

= [T |
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CHECKL|ST FOR THROMBOPHLEBITIS [twkesa\mptoneatmelitt!e. Yourmy
2] 4 [Lb
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E N Remarks
: No signs of phlebitis /

1 IV site appears healthy it s 0 0 O Tig
One of the following signs is

5 evident : Possibly first signs of phlebitis 1 3 7
* Slight pain near the IV Site / / Observe cannula &
* Slight redness near |V Site

3 ;:r;oeeifdt:l?t.fOIIDW|ng Signs Early stage of phlebitis / 9 -
Pain at IV site Redness Resite Cannula -
AII_ of ths_a following Signs are Medium stage of phiebitis /

S i Resite Cannula Consid 3
Pain along Path of cannula Tes te a;anu g ~ g -l
Redness around Site Swelling P
A"- i foIIowmg_S|g.n e Advanced stage of phlebitis or
evident and Extensive : h f thromboohlebiti

5 | Pain along Path of cannula Ee s_tanco t m"(': Opr de itis / 4 o T
Redness around Site Te site Cannula Consider C
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of

6 | along Path of cannula Redness fh.rpmbophlebmsi/q , -
around Site Swelling palpable {;unateltreatment e site -
Venous cordpyrexia i

Signature of the Nurse fk,ﬁ‘:f; fu?L Swﬁ“’

7

/

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the 5|te should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

Signature :

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

Signature of Ward In Charge :

Signature : .............. B2 Name :




BAH-00363747
Mrs G. VARSHINI

15-04-1994

IP5-00176758

32Y3M7D (F)

SN

PAIN ASSESSMENT FORM

2
Rainbow’ j B
Children’s & BirthRight
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It takes a lot to treat the litte. Your Right to a Safe Delivery

i Pain Score : . ; Modifying | Patient / Family o
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
v 0 [J Continuous | [J Acute (] Sharp [ Dull [J Increasing | [ Yes i
a,}\"i’\ L&y f o [ Intermittent | ) Chronic [0 Aching (7 Burning | [J Decreasing | [J No g Nl%,
i)
L R,“g [0 Continuous | [J Acute (] Sharp  (J Dull (I Increasing | [J Yes
m\/ \LM ] i [ Intermittent | CJ Chronic (7 Aching [ Burning | [J Decreasing | [ No i g jorq =
[/
i [ Continuous | [J Acute (] Sharp [ Dull (1 Increasing | [ Yes
3}\?/ bk\ o\}" [J Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | [ No P 5,»—1 o=
[J Continuous | [ Acute (] Sharp (] Dull (J Increasing O Yes i
[J Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No
[ Continuous | [ Acute ] Sharp  [J Dull (] Increasing J Yes
[ Intermittent | [ Chronic J Aching (] Burning | (J Decreasing | [ No
] Continuous | [ Acute (] Sharp ] Dull [J Increasing OJ Yes
T Intermittent | [J Chronic (J Aching [ Burning | [ Decreasing | [ No
[0 Continuous | [J Acute [ Sharp [0 Dull [J Increasing I Yes
[J Intermittent | [J Chronic [J Aching [ Burning | [ Decreasing | [l No
[J Continuous | [J Acute (1] Sharp [ Dull ] Increasing (] Yes
[J Intermittent | [J Chronic [J Aching (1 Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes
[J Intermittent | ] Chronic (1 Aching [ Burning | [J Decreasing | [J No
[ Continuous | [ Acute 1 Sharp (] Dull (] Increasing | [ Yes
(] Intermittent | [} Chronic 1 Aching ] Burning | [0 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
c) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 | [ | 1 1 1 1 ]

No Hurt

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

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OO

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

SCORING
CATEGORY
0 1 2
. No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
ace 0-FArtCiiar EXprassion or smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
|5 Laying quietly normal position, Squirming shifting back and ¢ ;
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficutt to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Littie spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BR, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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e ADID MO

Patients / Learner Language: ....... [ Bre ¥ et /1ol

INTERDISCIPLINARY PATIENT
EDUCATION RECORD

/ FAMIL

M

o
-

Rainbow

\

Children’s

Hospital

It takes a lot to treat the little.

®

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRigh’t"

Identified Education Needs:

..E..L.‘.‘OL'.‘.‘Patiem/Leamer Literacy: /(] Read m /?fpeak

L4

13. Risk / Safety

Willingness to Leam:/@'é [JNo  Healthcare Literacyl/@{es ] No

s}

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 s e e TR T L B T R )
Part- i
Use codes from the list in part Ill
. Need ‘ Designation /
Date Time identified Information Taught g : M Comments Signature
Person Taught MiING | Teaching Tools | to overcome | Understandin L
y Barriers ’ barrier/s , i
_&_‘ \L_)—J— x=
/,Pou 2
%hhyﬁ%lﬁﬁ A/E;/céijf P 7 <1 ¢ . & # Al
l‘/// _A’ I y/\/{ ( et
c [ — e
| la| &C o2 A IU~d| P+ \ 0 / ol
4+
LGP SRR N PP S L a
£ ALALANAN_
2tPG g -
_JoH et e I O ( ( o
Part - lll: CODES V
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver T T R y—

Learning Barriers:

1. No Leaming Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice

T OMOrs (BPOOHY ....cicovviviissiimiahin e e e

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 BRI e T R PO SV § G O OB L
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




BAH-00363747

Mrs G. VARSHINI e
;f-r.qg:‘au m:)r.a”“”D ]
i NA Ehni. | @ sirnmighe
MULTI-DISCIPLINARY PLAN OF CARE FORM Childrers | (g BlrthRight
v ‘ R it Your Right to a Safe Delivery
Diagnosis: | Oty & (74@ - L ""/(,CL'P < N"'; MJ-LJ"? ! .
1011::1% Discipline Type - Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
(ﬁdical 01 Afifial - O Nursing
\’UE' {7 Nursing 0 Modified d)’L l’\/ E M LCJ—F ! @1 [ Others:
1 [ QOthers: £ Per-0p ' i - d[yj_
c’}V\ O PestOp A0~ 691,2/& N*fn..ﬂ—?
‘ O Medical |_Initial ! e ¥ _#Wedical
&&[*ﬂn@ (L NurSing 1 Modified QPD e Mﬂ«ta/k o) L VO£ el f CJ Others:
.| O Others: C1LAer-0p D a 40 l 4,.0 e Cow -
[0120(—'} [ Post Op UN‘ MM/ R0 €
93\?“3% O Medical | O Initial - * O Medical
: OJ Nursing [ Modified ATHC ' Nursing
@4’9" E—Gtchj‘rs: L1 Per-Op }j ob1 r d 47?:@ & 1 = 1 —+-Bthers:
. ")f fer ~++Post Op /{o? ygol !5 )
O Medical O Initial 0 Medical
0 Nursing 0 Modified O Nursing
1 Others: O Per-Op I Others:
1 Post Op
[ Medical 0 Initial O Medical
[J Nursing O Modified [ Nursing
1 Others: O Per-Op L Others:
T PostOp

Docu. No. : RCHBH /FRM / CLINICAL / 040
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ST - (s | @ irnRine
URINARY CATHETER BUNDLE CHECK LIST R | W
Date of Insertion: ......... & & \"'} ‘% ................. Date of Removal:l ...............................
Parameters - Shift Time e N e l'—i;/,&;
Need for the Catheter )ZWes O Now ‘/f’_‘Wes ONo | OYes CONo | OYes CONo | OYes CONo | COYes CONo | OOYes [CONo
Hand Hygiene D/Yee’ “INo /?ﬁes CONo | OYes CONo | OYes TOONo | OYes T3No | OYes CONo | OlYes CINo
Usage of Sterile Equipment [(1Yes” [ 1No ‘Zﬁé ONo | OYes CONo | OYes CONo | OYes CONo | COYes TUNo | ClYes CINo
Is the Collection bag below the level of bladder O¥gs CINo ZYes CNo | CYes CINo | ClYes [INo | CIYes CINo | [1Yes CINo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) (A¥és [INo | E5Yes ONo | OYes CONo | OOYes OONo | OOYes CONo | COYes CONo | OYes TINo
Is Catheter dated as policy CAés CINo | =Yes CINo | ClYes CINo | CiYes CINo | CYes CINo | CIYes CINo | CIYes CINo
Collecting bag is been emptied regularly? E_J)fe@ CONo | E2Yes CONo | OYes CONo | OYes CINo | COYes CINo | COYes CONo | OYes CINo
Maintenance of closed system for the catheter D’és' ONo | [2¥es OONo | OYes TNo | COYes CINo | TiYes TINo | OYes O No | ClYes [JNo
Dressing clean and dry? [OX¥6s CINo |-=7Yes CINo | COYes CINo | CiYes CINo | CYes CINo | CiYes CINo | CiYes CINo
Is the line removed as Policy? ¥es” C1No [H¥es ONo | OYes CONo | CYes CONo | OYes CONo | ClYes CINo | ClYes CINo
Performance of Perineal Care Lives” Lo [J¥es CONo | OYes CINo | OYes CINo | OYes CINo | CiYes CINo | CiYes CINo
Onset of New Fever CYes CINg/| CYes~TNo | ClYes CINo | ClYes CINo | CiYes CINo | ClYes CINo | CiYes CINo
Asses for the leakage at the site of insertion Q)fé CINo ‘,IZYE*; ONo | OYes CONo | COYes OONo | COYes CONo | COYes TONo | OYes CINo
Name of the Nurse ‘\‘M //IMMM
Signature of the Nurse T\'\ﬁ/ @
i

Docu. No. : RCHBH /FRM / CLINICAL / 114 /
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It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM

Nationality: ? MDY 9"'?

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

h i Anticipated Date of Discharge: ..................] TR P le X b2 d\g( 091d;_g

2 Destination Post Discharg\c:-:\}bmme

Family Members Notified (Person Contacted)

[ Transfer

Hospital Facility Notified (Person Contacted)

3. Discharge Status: [ Self Care

[] Needs Assistance In:

L] Medication L] Yas
[] Bathing L] Yes
[ Eating L] Yes
[] Walking L] Yes
] Dressing U Yes
L] Toileting 1 Yes

4, Nutritional Plan;

yﬁiy Home Care 1 Home Professional Assistance

1 Dietary Instruction Discussed with the:
D;}u«:m [ LFamily Member

9. Discharge Planning Discussed with the:

[J Patient Wi!y Member

6. Patient/Family Educational Plan:

Remarks

SN HER N, TN N A T SO R S

A
U] Educational Topic/s: .................... fw ........... D“’ %\MN) ..........................................................................

(] Patient's Educational Topic/s discussed with the:

yéﬁent ) Fainily Member

Nurse Signature: .......... M’—L—ir" .........................

Nurse Name: ........... . IN\& AN

Date and Time: 0302}‘-3»'!'1((9 ..... a0

Docu. No. : RCHBH /FRM / CLINICAL / 191
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;5-!;4‘;1;:;8”"' 2Y3M7ID g o Rain%w”
LT T T | e
OPERATION THEATER NOTES
Patient’s Name : Hﬂ ..... '\fam('t's' ................................ Age: S 4~ Gender : -CJ Male %ZFemale
UHID No.: ... BAH. - 0 OBEMWIIFME Weight : 139% HEIGHt © +.oovvvveveveeeeeeen
Surgeon : Asst. Surgeon :

Anesthetist : | . AR OT Nurse: vallo OT Technician: :
Ds. PdRL i I‘)Uaﬂvbava nician M
Pre-Operative Diagnosis: P, | Luathh AUR-L

Surgical Procedure : i
Aok - L
Indications forku\rgg &{) '\/“'\KO Qw + B , L
W Jj)
Date : Q&lﬁi\ab Stert Time 1§ t\qbn) End Time :~ 05 ZSPPQ

Pre Operative Preparations: (| ks g,p M/\ CQ.L\JOAA Q«\rw
|

Post Operative Diagnosis: ‘PQ{) — pgg\- lanOaRs Lopr MMOWMAAJ
| | g d

Peri-Operative Complications: |\ xu)

Operation Notes: D u_bl.l/\-\,, Lfﬁéqg i Alugad ‘\LO [0 wtakKx

ko e ) Ou——4>(g,g§a D%Dﬂ&g—{m
e &/vdcoxwv\lurwmow R s
WA .

2) Bl b tdian ooy

2 BlL O - Motwead

o u\ag/wxmul

b ouwx budd T vdutim . POD spd
Cd 09 i) hanomadonay 00N - of 6,

poalnes Row L wid ,umwww Rtuioaa

Doc. No. ; RCHBH/ FRM / CLINICAL / 099 ) ' (P.T.0)




- MWWMMWMW
bosbrd ' fdass,
—WW&#-}@ WW%}
09 totpotonay coad Yapoiasddp,
—BILEMWW !

Amount of Blood Loss C v )@g Fai 1 Blood Transfused (in ML) /U-MI
Name and Number of Surgical Specimen sent for examination:

&W-}P,\LW:‘»M

Peri-Operative Complic atlons

= %LWQM (3 manng R WMMDM
b HibE |
- DMed Lox:

- \/\rﬂWWL%&w
D b 4 %/@W\«f/w— b

\\M!Uw CDWN.

Name of the Surgeon: ’lw

Signature of the Surgeon: [‘Q’MFHTHM)
Date & Time: &)*/Pr?"o)q-PM ...........
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3747
am-ooﬁ
m G vmsﬂm ﬂ aw70 ®

N

Ralnbow .

? ildren’s BirthRight
\\\\\\\\\\\ N - Guidesn®) | gt

_-.wwontkT FOR GYNECOLOGY

R ] 1] e SN N, Rl Time of Admission :

oL 1 R e T NUM ............................ )Z/ Not know any drug allergies
7=~ PRESENTING COMPLAINTS : --eeeeeemseeemseemee e s e nmeeens
Bl £

Banie € SFO‘M C‘L—lﬁ-&v AE unhval c.tgte %vv < L ‘
A mowds, alw clebh @ | padiu @ : motoed
Ay medication, [ uled T.DelSven ©°P XIOfpn,

Lmes. Slalae , S-edes, cloh @, pan@: wed T
mMmehtd Tip x Rdaeey

LY Y A
15(1; 'Tl(‘:l?—é\‘ OT~33 x5\ x:”mm ’—A\I){:—T‘_ (S A rom,

{ﬂmo‘..,xf, ~Aud L Lladed TME - g XYL X S5¢™P VOITZ}G-E'T%

i ‘}x’l'l-xlfi"""‘.
POt - Lelt Lader FME — B85 x 2C xQqrom, L#QSV:L"IL%AX Al

OBSTETRIC HISTORY L0 et

73

MENSTRUAL HISTORY

M
Year of Marriage : M L - "ZO‘SfNC | Parity: frly

Previous Periods : Y%ﬂw s i ‘;{3;2 Mode of Delivery : — LSCA X0

wp: 51916, S-6do [ wociely | Lastoniasi: Les- 2003 , FTuw L8
Contraception : b <@ . ‘ :
Tobecowsd €A T mefl x3def e
— 2019 LAMe: 15 |5
S 7 heouy How .
! v
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
2016
m\' | L < 2o13

Docu. No. : RCHBH /FRM / CLINICAL / 086 (PT.0)




Cinlear
> UGKE]

FAMILY HISTORY:

%amr bt 0

Moty (pye dabebic diek

MEDICATION HISTORY:

NI,

| L&gAX2 i
Lu.Vs tercety 'J‘I 2
----- INITIAL ASSESSMENT : --eesreeemseeeemseeeeees
Date Breasts Local/Speculum Examination
Ht. Wi.
&
B.P I‘L'Z/J"), \
Pallor Bimanual Pelvic Examination
CVR Abdominal Examination Lt —Twr e?'o‘dm'ﬂ eulatgd
Respiratory System gaur +o ITM’)‘A i i
. Mok e Jine :
Thyroid O4- I4es?
abﬂ -aq ro0 —derderm *wa‘u FHee anter {zﬂw
Sfq < qqJon i
Lap. i
PROVISIONAL DIAGNOSIS : E Ane— L r °’M"ﬂ"‘( E
e 2k B }:»v & . VO';:"DJJI""H”‘”“
INVESTIGATIONS DORDERED PLAN OF MANAGEMENT )
Afve - admmion
| 4 - L . OM"‘—I
h to€ Cotoyelrlag ™Y
W\ e . M
e O Y Wy s
FHV" B'lm" - }tuw}‘/
Y VA §.0vd: 06 5 M oo
R1Z5 ~ 1L 3
PT — M [ anc hoked
4 I EL | "
ACTT ~ 31 i . Mok Gk
goae - 10 « A e o1 onc,

@y. W\

Name of the Doctor :

Date & Time : QL 1//9 h’”‘"

ignature of Doctor Q“\'

—— R MaTTH™.
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ............ a&\ﬂ%

Baseline Information:

Admission From: OJ ER J OPD Q)ﬁ;sion G RN 8 OEN

Primary Language: O Telgg/- L] English [] Hindi E1 OMBIS. SpedBll................cocconsimemmansnssssisssias

Do you require aninterpreter? [ Yes 0 T S et fe e e | A et

Source of Information: (] Pafient L] Family L Ottters sneeily . coaia BB .o senis s sss e s

Allergies: [1Yes [] N\o_/ [ ] Medications [] Blood Transfusion (] Food B RN I . S
PR MR ..o enininantinss ssasssgimisosssonsoimrbmie iR T S G el L e

Chief Complaints: ......... ?’l{t}/~ ..... Lot t..... gvfoh ......... Doctor Notified on Admission: D‘,Yes/El No

...... MMC‘*{{MCP‘(ID Crereesseessensen. . Name of the Doctor: O‘Q«rk‘ﬂv\«b\t—\

........................................................................ S R, o RAwr

Past Medical History: Obtained From Patient [] Family Member ) Medical Record 1 Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

ot QLY. Y

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
MENSHHARHISIORY. .........cooomnrensisntiomsis Caesarean Section: [1No E‘}e@; Contraceptives: = No [JYes
................................................................. Cervical Cerclage: [2M0 [ Yes Vaginal Discharge: (Ao [ Yes
OnSELOREBIBHAICHE, ................-coixshinisinomein Ectopic Pregnancy: Q’(o ] Yes Post-Coital Bleeding: [ Mo [ Yes
Menstrual Cycle: D_Begﬁ:‘ar [ lrregular | Myomectomy: @*No/ J Yes Infertility: E}Hﬁ 1 Yes
Last Menstrual Period: ( ?’J% Others: If Yes Type: [ Primary [ Secondary
Obstettic History: G......ccccvvenneee. I PR P S kit AR —

Previous LSCS: db&‘/&a\ ....................... a

Current Medication: [ Norfé 1 Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected ;
L] Heart Disease L1 Hypertension []Diatetes [ Stroke [ Seizures [ Kidney disease
] Liver disease CHOMMBE. oo i hars s e e b e T B
3 i » 5 qt‘r 4 : Pd" x ),0 (/\.t‘
Vital Signs / Measurements: Temp: ... A€, = HR: .......Cla.n RR: ....20 ¢\

g 0 Y4 ""L}Weight: AT90\. Height: 160 Gy M1 2.9 )%

Pain Assessment: Pain: [ Yes @N( (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)




Patient Sticker

PHYSICAL ASSESSMENT

General Appearance: [ '_H}anﬁy CTill looking [ Anxious 1 Agitated OIS ..o s

Fall Assessment: [ ‘@/“ [INo Score (}@ .......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [:/.VES/D No Score w ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: I a patient needs assistance with any of the following inform consultant
") Mobility problem " Walking Problem I Mebnormality Detected
"J Developmental Delay ! Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
L1 0Overweight L] Poor Appetite > 3 Days . ] Needs Therapeutic Diet.
CJUnder Weiglit [ Diabetes Mellitus [] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

O @,Im/&/Cooperaﬁve L] Restless (] Depressed L1 Agitated ! Confused
L TREERRPN R NPNNSS I bW SRS Lot et Ry N S I

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single \Q,Mﬁied [1Divorced ] Widow

2. Special Habits: Smoker: ] Yes E)t( Alcohol Abuse: [1Yes [ No Drug Abuse: [ Yes :*'No/
Tausd ot

L d g L R S, o S . RO RO A

Orientation has been given regarding the following aspects:

Call Bell in Reach : B’ﬁs: 1 No Waste Disposal Explained: [ Yes~1No
Infusion Pump : [JYes CINo Hand Hygiene Explained: Df'é 1 No [ Others
Above information givento ....................... P"*UU'UJ:‘ ...................

Name of Person Orientation was givento: ........ B . QV""”‘L—WQN ¢

SIEROMIION L QIVEI RIIBRON: ......co.ociiscinsss tocsiessimsiinsonss st S

Date & Time: ....Y.7").47. [W ..... b Ak t CGA 3




110 e ———
Asst. Surgeon : ........
Anaesthetist :

SURGICAL
SAFETY CHECKLIST

BAH-00363747 1P5-00176758

............................ Patl :‘1;.,04(‘,_1:9,:R5HN1 2vIM7D ) Age 3@\1 Gender ( . %
ﬂ ............................ S ABNCAL B i : yt{?é """ Ea'x‘l_;lcllaow, i BirthRight
d‘w ? ||||||| 11N H||||||||||H g ;Wz i, Hospital _ | () museonoi:

Scrub Nurse : PfaJd

Before Induction of Anaesthesia » »

|
Before Skin Incision » >

Before Patient Leaves Operating Room

SIGN OUT  Time....SP/M.......

SIGNIN  Time.....\. 2o,
Y
Patient Has Confirmed
Identity J(Yt;,s ONo
Site OYes Dh‘o/
Procedure #Yes CINo
Consent Jfes CINo
Site Marked [1Yes CINo KA

Anaesthesia Safety Check Completed  «.+Yes CINo
Pulse Oximeter on Patient & Functioning.,a/Yes ONo
Does Patient have a:
~ Known Allergy? OYes NG
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance

Available AYes ONo
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned Afes CINo 0 NA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last/§0 minutes?

CYes CN0 T NA

,/{Yes CNo CINA

Signature :

Name ... - Pr....

Confirm all team members have Q/
introduced themselves by Name and Role &¥es (1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm @/
Correct Patient (Check ID Band) CNo
Correct Site uzr(e? CJNo
Correct Procedure hé: CONo

Anticipated Critical Events

Surgeon Reviews: gowh
What are the Critical or Unekﬁgct [m/J“‘i
Steps, Operative Duration, ylwt4
Anticipated Blood Loss? Yes CONo CINA

Anaesthesia Team Reviews: i ! M

Are There Any Patient-specific Concems? ONo CONA

Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? Nifé ON

Is Essential Imaging Displayed?

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

[1NA

DYes-Eﬂg [JNA
OYes 4

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment

CL¥eS CINo
Yrfes ONo 0 NA

\OYes ONo CINA

Problems to be addressed OYes CieT) NA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? O Yes o

AL S, ( 'b{ ..... M M‘T}’I'\ﬁ

Doc. No. : RCHBH/ FRM / CLINICAL / 111




SUrgeon & v,

....................... . %

SURGICAL P PABEIE NEINE 5 corsensrasiinssisssiisiiscansis E— Gender : ......... Rai_nb%w: B i
T UHID NO. & ceooorrreeeeeeeeeeenee P ) R ——— ﬁg's'gi’fa’l' s .Béf:‘mﬁgm
SCIUD NUTSE © oo [T ——— INHME : ovoveesrrrersnee OUt-ME © oo Rh— e

- SAFETY CHECKLIST

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN 111

SIGN OUT  Time:

Patient Has Confirmed
Identity OYes ONo
Site OYes CNo
Procedure CYes CINo
Consent OYes ONo

Site Marked OYes ONo COINA

Anaesthesia Safety Check Completed COYes CONo
Pulse Oximeter on Patient & Functioning [Yes CJNo
Does Patient have a:

Known Allergy? OYes CINo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available COYes CONo
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes ONo ONA

Blood Units Reserved OYes ONo CONA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? OYes CONo CNA

Confirm all team members have
introduced themselves by Name and Role C1Yes [C1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) OYes CNo
Correct Site OYes ONo
Correct Procedure OYes TONo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? CYes CINo C NA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [ Yes CINo CJNA
Nursing Team Reviews:

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

Is Essential Imaging Displayed? OYes CONo CJNA

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

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

OYes CNo

OYes CINo CONA

patient name) OYes CINo ONA
Whether there are any Equipment
Problems to be addressed CYes CONo CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concemns for recovery

and management of this patient? OYes CONo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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POST-SURGICAL CARE PLAN FORM

Procedure Done: ....... £9~p .....................................................................................................................................

Post-Surgical Diagnosis: .......... p%’D ......

Post-Operative Monitoring Parameters /Frequency:
([LM '6""’ 2 sy
RP, PR Wk owpudt 7 0 2

Wound Care: M

Drain /Special Lines/Catheters:

\VCQ)\NUILQ,

o

Special Patient Positioning and Requirements:

Mo

Nutritional Instructions: d o /6’ou.ou\rcd % god/r oot
oqoa 4 PNV %

When to Start Mobiization: ~ vy P &-D— 1| | O(,trbus W P‘\/U\/\Q‘Vﬂ_,f

Special Referrals:

—_—

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

es [ No

Any Other Post-Operative Care Needed including Required Follow Up

R0 o 1) 2o 4
Time

(Signature & Stamp) Dghee o ... [ e e

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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PATIENT TRANSFER FORM !:}agasuel:ﬁ!m BY RAINBOW HOSPITALS

Your Rightto a S;fe Delivery

Ba-::.i;:om Mame & UHID No. Date & Time of Admission Date & Time of Transfer Order
ey ifi:;;:m IP5-00176758 ﬂ

15-04-1994 32Y3M7D (F) O?ng', % : 0301[ % ,7/6 D‘—(.,

Dr. SASIKALA KOLA fo-' 2.2 ﬁW\ DQJ

= |

0 Tanster Orderd by Reason for Tansler
M Som keke— 0 e Jn

From Unit To Unit Information to Attendant
AVINN 30 | gl ol
Number of Sheets in Clinical File Personal belongings including

clinical documents. If any handed Patient shifted with ID band:

'.
over to attendant Yes;/ No
Number of Imaging Films W No| |
- BN JE.............cocnoemmamssmasisemisons

HXBs WREEY i iamasminniiis

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

> P 1

4, &

5.

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

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

k- M‘)’W ) e ey |

Patient & Clinical Records Receiveé/by :
Date & Time of Patient Received : 729 - ﬁ
{326 (8 T

If the transfer order time & Completion time is more than 30 minutes, please tick the reason menfioned below :
: [ ] Available Bed not ready

] Unavailable Bed ; ] Nurse not Available

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




BAH-00363747 1P5-00176758
Mrs G. VARSHINI
15-04-1994 32Y3M70D
Dr. SASIKALA Ko

INFORMED CONSENT FOR SURGERY of I » BirthRight
SPECIAL PROCEDURE i s | A enrvia

(F)

Patient NarneC[VfArK~$H:lf0\ ............... Gender: [0 Male /T/Female Agezl%ﬂ/)
UHDNo: ....... 83 .A;H:.QQ&@.Z.’.&.E{} ............ Date : i%(qrhauc

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)

. f.fffll:%%ﬁ:é:ﬁiié:éi:'c::::ﬁﬁ:b:Mfc:ifcﬁMY'.:'.:::-:{:/.'.-'.'%.'.'.'.f\f@.’i}:@%ﬂ:'.'.‘:'.f.'.'.'.'.'.'.
M\/ON\EC—TOM') T B R S

I 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

Jarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
wie proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

My signature on this form indicates that REPALR

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

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

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

Name of the Doctor who is performing the Surgery / Procedure: ................. @'Y{ ..... gmm& ML»‘I
Consentee : Patient Attendant :

Signature : gkémhm} ................................ Signature : ................ aﬁb ......................................
Name: ............. Y@yt - . Name: ........ SAY | R e

Date & Time : Relationship with Patient: ... H:

Date & Time : .... 22 '..%i(%u-’ 07 291

Witness :

Signature : ................. ,’Eﬂ#vm ............................

PRI ...ciscsinninn MFME,M ....................
Date & Time olol]’}]'}(ggsﬂ\ffﬂ’\ &
Docu. No. : RCHBH /FRM / CLINICAL / 027




BAH-00363747 IP5-00176758
Mrs G. VARSHINI L

\\%

\’Departmeni of Anaesthesiology iy o B ‘1‘?2\:5 & BirthRight
PRE-ANAESTHETIC EVALUATION UIRIEITTN  pieat | Qpezmmenoerees

Name: (:' Narshana oo Age: .....224.. SEX: ... - UHID.No : .RA.H 700 26 3t
Date: ... A28 Time: ...\ 180 AW, .. Proposed Operation: LQPQWR tope. [ ﬁ,m,.j Wv.ww-Ld

Diagnosis: ..... E_\(’J... ..........................................................................................................................................................................
B.P/ CRT: IO‘_{QQ,HR .............. Weight: W‘j ASA Physical Status: _)/1 O3 04 05
L9
EQ ( Laboratory Data:

Hgb: ‘2-6\ Glucuse:A.A....!.‘..E!........,‘.. PRI ....ocviniainicassiginnis | I -

PCV: 38-(’ VB it [ S HBS Ag: g MNE

WBC: ........ % FOO Cront.. 00 8 . TONEE i HOV: ... %

Plate: ......2l200.0 N ot DI B o ibicrsrssritressirsss Blood group: Aot 2sS/ANGIO: ...cveeea

= 2 F W P e ussnelan s B =8 e S LMY isesniinaiin [ - R I oo vnsssingssvesghas

T e B i Rundone  NEPIOR .o i ¢ —— L

|, [ Mg+ + AMYIASE: <..ooooeeeecrrrnrnens TSH".“‘L{,

B <} csabiinmissiesissrsisshe. SODTTOBRRT: . oqicitivibanifii

Allergies:  pox, |

Medical History: CVS:

RESP: o dofl (o\d (@asonal) Diabetes: Wy |

ONS | W 5

Renal : \ Nt QH“‘Y’W

Hepatic / GE : - Physical Actvty:  MUETS >ty
Others : ] r—"zi adeh E

Past Anaesthetic History: nlo e BT T mﬁ“ ' /

Physical Exam:

n
Airway: 1184 Mouth Opening: % Mentohymd Dastance Neck: Teeth: e -l
(hb\rbl {
a3 P&P@@r eloon hfb Fearen 1 woeek ‘Dack

Heart: B ¢, 4™ dem—&h& nouw ,
ONS: GrozeUy Rk .

Pregnant: []Yes [JAfo CINA Venous Access Site : 73 Spine Exam for regional :
j—
Anaesthetic Plan: (JMAC [JREGIONAL ZGA-ETT (JLMA 2 ;
orcerile *"f‘o Rock $a%w ' 2 owow
Peri-Operative Plan Explained to the Patient: ¥e§ 0 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
; 1. DVT Prophylaxis : (o eonut wales i
| water / ORS 2 Hours $o FLOU"“’L
2. NIL ORAL<<__ g

Others 6 Hours
3. Informed Consent: [-8fandard ' High Risk

4. Post Operative Pain Management;-a‘Di/s'cussed with Patient
5. Other Instructions:

Signatfre:——5 .. s.l?.—Name: b"h«éﬂ‘gu“} ..............................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 044
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. —wuwuull ASSES

mro ©

L

sment:

2z
Rainbow®

i ’ BirthRight

ANAESTHESIA CHART  fhaaren’s | oo s

Change in Patient Condition: Yes }/( Fasting Status: /QLLLL/W’/
Physical Status: —/Pﬁant Identified Consent Present _~T Chart Reviewed
I
HR: ST/ v TBP/CAT [m)%?whsno J%  _ [RR_| /A [ Last Feed: 7 (s 174
Pre-0P DIiagnosis: ...........ooucuueuceniiiiinsissnissssiseennns OperaﬁonﬂWa.WW....bA : ashe '?]27{ .....
e / Y

Surgeon: ........... )}_/f ,ﬁj{ AR ..Lz..../ﬁﬁ‘naesthesmloglst: ......... D/ﬁ% ....... M},{&ﬁ

TIME 2111 (1141 / Eﬂﬁ\ s i . )
N.O/AIRIO,LPM " |’ 7 Vou AN &V %

HALO /SO /SEVO ! Bo DAL Antiblotic
Drugs: s AR
LWV PIDRDG] WA )
[T} LTIV | L DOPAL o= Suppository
N L H‘L Q) oAl 2 b ™2 JE2TY P
WL QLR UV B olb - g

» e /]
TSSO Do € [HO [ - i
ot ) Jhh W ‘ Blood Loss
A Q
Fi, /30, 99 [ Tonl Lol €& P00 U0 TtV Tes] 1o [1z0[[t6 [o®
ETCQ, AATA2 LA KA XK1 4 79d 1 94
ECG E ol N7l [ ¢ A aclv—1-6F 9 | »
Temperature . o & s ) M i R
Urine Output G A o = — -‘PWFJ noTEs
A"
[
£8 i~ b A
& JU L T=W A =T L - ‘_'6— 3 5] —1>
8P 240 !
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumiguet on Time
Tourniquet off Time 160
140
Throat Pack In = i = 3 4 4 ~
Throat Pack Out 120 - VY 1Y Uy N
100 | = .
80 3 ‘ - a0
3 AT 5 AW
80 Tania AT N 42 TAATICTA
40
20
10
0
ABG
LAB Values
GRS
Others.
Equlpmem Checked and Temp: Indu Regional:
onal [J HME [ Fluid Warmer v [ Inhal Extremity Specify: ..
L/M [] Cling il (] OH Warmer [ Pre, CIRSI [ Spinal [ Epidural
Cuﬁ Site: . [_] Hdgger's ] Cotton Wool [ Others
O A Site: ......., (] Other
‘/;/ERG Lead gwu”-{' [ Mask ] SGA
- [ Airwa ] Oral (] Nasal
=, TS Anaes Start: . f Q— ?)b pm ’ a...[3
= FIOMonnnr g 0. W
/ \gent Monitor OP SRt ; L‘ 6 PW] . Nas
OPENd: ........... : A = [ Tracheost rnyuTnpacal s A
/ Ise Oximeter h Catheter at skin ..., ... €M
ZT" Capnograph Leave OR: 13;2;54 U Drg:. Jl]M Drug NAME & CONC: ....vovveeygesesssasssssmsesessssssassnsnss
[ Ventilator Anaesthesia: [0 Awake [f Direct Vision IO . coum il s ssusFroboipassarsoss s Pibtmnsorpmsrsssspssssassaasas
J Nerve Stimulatpr T GA [] Video Laryngoscopy [] Stylette / Bougie Infusion: .....
it > u,ulu(,a A0 Monliofed Anapsthesia Gare L] Fiberopfic ) T I Y A
Position: ., 0. ) Regional g R s :
T] Pressure Points Checked : COmMMENtS: .........coonnsc i
Llna (sm & Location) Transportation to
Eye Care: [ PACU Jicu (] Other
;/eﬂ Relaxant Reversed [ Yes ONe O NA
: ;:z:mg Name of the Doc!or....,_Daz ,} D j,l,l/“"
C1 Awake Signature of the Doctor ......... U&
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Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

W

Rainb%w“
Children’s
Hospital

It takes a lot to treat the little.

\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

H ” . ¢ . ; - i 2 [
Received in PACU by : ..... C% ...... J T 0, oo O Time Received : ............ 27“'4 oo Time Discharged : }‘;@ ..........
aafl .lnr o . p \l‘"‘-
240 :ig IV Cannula Site : .......... Md
w 230 230 | [] OMask ("] Nasal Prongs
220 220 pi
c:o o St l;] Trachgustomy O T P|ece.
8 200 200 | [ Oral Airway [ Nasal Airway
E 190 190
a 180 180 {
8 170 170 | Vomiting : [J Yes [INo 177 e YR SRR AL s |
2 1% o INGTue:  CIves umg
140 140 s -- :
: 130 130 Lo ? ;'ﬂ 4
A 12 3 r 120 Urinary Catheter: es 1]
3( v v
o3 1 110
o 100 100 | Chest Tube: [ Yes ]‘ﬁo
= |
= . oo | wit Oral CAes CINo
i : ¢ o | Fuids: Lo e
o \
73] 5 50 Oral Feeds: 'ﬂono\dmmw .....
[F¥)
o« 40 40
30 30
v 2 ~/ 20
10 10
0 0
SPD,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 %0 out SCORING INTERPRETATION
Nl 5 e 2 xtanilios tﬁlﬁm or on Eﬁmﬂ = ACTIVITY \ \ |9 7 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ? Discharge
Able 1o deep breathe & cough freel =2 bSO -
E:ﬁ‘é‘l"“ w“’“mmm‘% b =(1) SO it il B (L Y/ Exceptions to this, are to be explained in the
il = 5
BP =+ 20 of Pre Anaesthetic lev =2 . . 2
BP + 20-50 of Pe Anaestnelc leve =1 CIRCULATION 9 i I3 Q9 L 1/ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousabl i =1  CONSCIOUSNESS
™ V- UL
Pink =2
Pale, dusky, blotchy, jaundiced, othe =1 COLOR
c;:nm?;ky chy, jaundiced, other = Ly QL i rL l
e ¢l 4 olw | ©
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
o ( z
SRR fo 09 Sedlion Y-
7 | ] g

Pain Tool Used: [ ] NPASS [J FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

[J Wong Baker

0 yps—~

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

a

b.
c.
d.

Transferred to Unit by (PACU):

Date & Time:_. 2 L]0 A 2.6.C. Fpon.>

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

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention




I#

= -t
Rainbow® . e
Patient Sticker ; Children’s | @ BirthRight
iad Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ....coeeeeee e FHDE ..visisensthrsatanns Procedure dong bY .......cccceeeeiieiiescie e
CSE /Spinal /Epidural gt 1| e —— 57 S ORI I Technique (LOR/LOS) ..................
Depth: .o Catheter at SKin: .........ccoocceviiiviiieiinnn, KUBTEI: ... cocnnsiidosaisnsnesmssmabonsansnanssssasues
Parasthesia : Yes/NOH Vs HethilS Fuinmamnmimimsmmsssimismiseimi i s s s
SOWDGN COMPOBIION S +oveserssusnsimiinisasivsssrsuussibhsmivnssirsnsesvumsssbessrssassunmsssis e reasbisarnssninas ssebieerssseresttn eeyspasessias
Any other issues :
B) srssnrns s s T e T e W ern el el v s DB B e R e T e e R
S T o
- Infusion Rate | o I Level Maternal FHR c .
ime (mi/hr) olus (ml) Left Right BP | Pulse omments
Delivery Details : ~ Time : ... .cccocerveneeeee. APGAR: .......ccooee... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLRA : ........cociiiiiecreeccctci s sb e e e sesessees s e ens st e e seenessensensnsenessensesesensrsesans
PRSI SSRGS S conilisfssainsripmsonssssbimmosmssmssusrsspssss il e i st e iviss
Discharge /Shifting ordered by
DOCOr SIgNAtUE: ..ot +

DOCIOr NAMIB: ..o e e s s e

Date and Time: cannsmmnnnsnn, SR



