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l It takes 2 lot to treat the little.
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< \ ! '{][M\ ,]
Patient Name: ........ M?‘g"‘“g‘a ....................... Date of Birth: '}allo'chl:}——- ..... Age: éﬂ
Gender: ..... ’I‘W“‘L" .......... MR 2t sspsicsahasiin UHID No.: B A —00 64 1% -
DAte OF SUTGETY: ...r.rrovvoocer CoT-1 CJOT-2 [JOT-3 (JOT-4 _/J@H [ 0BG OT-2
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J torent
P e wie0pm.. odon- 20 ...
NAME AMOUNT
1. Surgeon 2 Pwﬂﬂ%\m .................................................................................
2. Anaesthetist ‘9‘@“""“"10\ .............................................................................................
3. Assistant Surgeon :.,...Bn....,D.un‘llm .............................................................................................
4. 0T Technician o ey k.t.bwv— ......................................................................................................
5. Circulating Nurse &SQJDULQ ....................................................................................................
) 6. Assistant Nurse &IQTTWM ..............................................................................................
Special Equipment: [ | Laparascopy | Broncoscope 1 Harmonic ] Morcelator
LI C-ARM (| Cystoscopy "] Versa Point [ Liver Cusa
] Neuro Cusa L] OIRBS........connmismimsssnssscavssssassisnensi
Signature of the Surgeon Signature of Circulating Nurse
. \
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RTINS Technici 85110 N e (e B
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05 cc “le§ deoes oV 1641 N3]z Surgical Gloves ¢ e
02 cc b Lor bBle Gauze Pack 4!
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Myopyrolate o | Abgel O
Ondansetron : Foleys catheter
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Bupivacaine 0.25%(Heavy) A | Romodrain bag O, Mae i o
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Justin : 12.5 mg / 25mg / 100mg " s} Phastic Bed Sheet o I
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2 . Rainbow Children's Hospital - Banjara Hills

W

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 Bt TEL NO :+91-40-4466 5555 |

s WEB : https://rainbowhospitals.in |

ADMISSION SHEET

111 (R LE (LN R i
Registration Details : IRV

Admission No : IP5-00176169 Admit Date : 09-Jul-2026 Admit Time :07:35PM UHID : BAH-00641787

Patient Details :

atient Name : Mrs SHAZIA FATIMA Age :28Y8M19D

Guardian : Mr SYED FAROOQ ALI DOB : 20-10-1997

Gender : Female Religion

Occupation Martial Status . Married

Address (H) . FLAT NO 501, SAARAH HEIGHTS, NEAR AL Phone No : 7842459782/ 9032380444
SABA HOTEL, 7 TOOMBS ROAD Tolichowki s - [, 5
Hyderabad Telangana INDIA 500008 Eenall : fshazia578@gmail.com

|

Admission Details :

Bed Type : SHARED WARD Bed No :SW416 Ward Nar%ne : 4F-BIRTHING CENTRE

RoomNo : SW416 Admission Type : First Visit

Contact Details :

Name : Mr SYED FAROOQ ALI Relationship : Husband

Contact Address : FLAT NO 501, SAARAH HEIGHTS, NEAR AL Phone No . 7842459782

SABA HOTEL, 7 TOOMBS ROAD Tolichowki
Hyderabad Telangana INDIA 500008

-

/

—

S ture

Doctor Details :
Doctor Name : Dr. DR.M PRATHYUSHA REDDY Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 09/07/2026 19:36 Printed By : 015284 Page 1 of 2 “
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ACTIVITY RECORD FOR BILLING
BAH-00641787 IP5-00176169
Name : Mrs SHAZIA FATIMA
— 7  20-10-1997 26Y8M20D B] B G i o e e S TR LA T e g e
Dr. DR.M PRATHYUSHA REDDY
oo IMMAININ - Contant:___________ ——
Date of Admission: _ _ _ ___ Timee.— st = Date of Discharge: ___ THReLS i 2
Room/BedNo: Wl - - Suggested Billablebed type : _ _ _ _ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
\D\?&M" 4426 Xf"“ ORN Room (Z‘-il’) (rUnM
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
b
6
¥ d
8
9
10
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE
Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date Time Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00641787 IP5-00176169

Mrs SHAZIA FATIMA _
20-10-1997 28Y8M200  F)

RATHYUSHA REDDY ,4%

S AT A gi‘.‘i‘u‘c‘f}:;‘;:;; ‘Birthmght—
ospita BY RAINBOW HOSPITALS

IP ADMISSION SHEET FOR OBSTETRICS L
Presenting Complaints LMP: Ql\l'o\'& e EDD:

RD\Q'\QL Corrected EDD: Q‘BI#‘.LC GA: 2t
Obstetric Forpula: g £ Ao Menstrual History: Regular: [J Yes [ No

S .

Obstetric Hostory: Obstetric Examination
| V@ J@”?f&’-& 4 Fundal Height: Joon
m’ 3 W‘-’-E:Y] &MN&Q mUt' Activity: Eﬂlaxed ] Mild [IJMod [] Severe

:ﬁemngaﬁec rd: Lo /mm&m&h&?" 4 Kdequate [JOligo  J3Poly

o . , . _
lo-t2 mmy - PQ‘A* NS - B’Cﬁhallc [J Breech Others

Czwg\»uﬂcho’o/ o W : Head Fifths Palpable:
RISK FACTORS: 0 FHS: FNormal  [JTachy [JBrady [JAbsent
(e odiilammbin 2 ﬁw—ﬁ(l)

Per Speculum Examination
Draining: (] Present [ Absent (] Bleeding
Colour of Liquor: [ Clear [J Meconium []Blood Stained

Vaginal Examination

B / ‘ J Cervix: ong (] Partially effaced [ Effaced
Height ............... cm | Y
\ : \ :

Weight: ............. kg : Y Os: Closed 1% Dilated

. A\ |
TS L S Membranes: ] Present [ Absent

: N I CJAb | ‘.
s Woms wihn Liquor: ] Clear ] Meconium [] Blood Stained
General Examination: ; |
ConsciousnessCrvaa. Pallor: ol Presenting Part: [ Vertex (] Breech [_] Others
Icterus: oJeaed— Edema: _,L,w, Sutton: 0-3 O-2 O-1 '_[] 0 O0+1 O +2
Temp: ‘?{ PRZ'J@[ML*.* Pelvis: [ Adequate [] Doubtful
BP: Ay, DTR: (—
cvs: f RS o1 @)
Liver/Spleen: \ JA. Urine Output: quv‘g‘
R L L TR P T EE TSR s SR S

%—m\a _‘&q rgii;\: e %ﬂw«h«\’é\%u}j

Docu. No. : RCHBH /FRM / CLINICAL / 087 ‘ (P.T.0)



BAH-00641787 IP5-00176169

Mrs SHAZIA FATIMA

20-10-1997 26Y8M20D tF)
Dr. DR.M PRATHYUSHA REDDY

0O

Family History:

T - ij Hiw.

Mothan - ashthersids tn ac\x@Piu.;)

Surgical History:

e e

Medical History:

A=

Medicﬁi{c}l\n History: "¢ s ‘“"‘3“1 ;
. datd

"\;\Lhmqu

Investigations:

SN

g_ﬂfg 3”%*/ M[e\fm,;[‘
A1 99-¢ I . Y mctp— 2
AC By | gl

Cmall bounl leop ogprer dadd
\M?m.‘\) . PMO‘V“‘BQ

Comgloon ¥er

Doctor Name: ............ D 4\3“4‘5 ......

54 PR, - .. M e

DE (R [ —— |62 s 0, 1R

a l"& 3C /?\ QM

Signature: ........ X" / ( ................................
Date & Time: ............ q '*,94 .......................
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i, Mrs SHAZIA FATIMA ”
—;;m RN . Rainbow" @ BirthRight
AT Fospiel | ()t

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: T W\@W&h Peod 0\'_7 Date of Delivery: ~ \0O e

Assistant Surgeon: . M Uu;‘x\t M&d 1 Time of Delivery: .~ {7\ @fﬁ)

Anaesthetist's Name: T . Qﬁ, ’Dﬂ;u}{’ Gender of Baby: Lo 1€

Type of Anaesthesia: {M LDW\A Weight of Baby: @“) -Qfla Kﬂ?_

Neonatologist: £ ’?GQ\/\@RM AGPAR Score: Qﬂ

Scrub Nurse:  @_ &1'\‘\9)&/\( NICU Admission: 1;}4(33 o LD

je-Operative e Qpﬁmf} 3Ftleols L[ ol ]ﬂHoLMhnnjauS} o - melﬂ!n ?Acn -
[l Elective [ Emergency Indlb/at:oM ...... J&:&Jceci ..... Deok.. ... Lot a1

Urgency A, nen 12 s
‘;Bfnmediate Threat to life of woman or fetus (:ZN« 3
- [0 Maternal or fetal compromise not immediately life threatening MNPy lvOQa_Q kgy

) No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

Surgical Procedure:

~NJ

Post Operative Dia is:
st Operative Diagnosi Moy '

Peri-Operative Complications: sl

Amount of Blood Loss: Fool Blood Transfused (in ML): ~ ___

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCHBH /FRM / CLINICAL / 155 | (PT.0)
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Examination Findings when Appropriate: L{
Presentation, = Cephalic [ Breech [ Other ................. Cervical Dilatation: .... =zl le-\sd . cm
R T R AT SRR 11 U2 W PO POSIION. .....oomemsssissssinsmimssseminismnisisiisns
Station: 47=3 L,Lz/z O-%.-00: - 0+1 O+2 Moulding: .SNone OO+ O++ O +++
Caput O+ O++ 0O +++ Meconium: -=None [+ [O++ [O+++
Bladder Catheterized : | ="Yes J No Urine: £ TClear [J Blood Stained

Skin Incision:  ~©TPfannensteil L] Transverse L1 Midline ERRIII oo siviiimiiosasramsssisiinss
Uterine Incision: —=-tower Segment [ Classical (I Inverted T 1 J Incision

Previous Scar: [ Intact [J Thinnedout CJ Ruptured ~=NoScar

Incision Through Placenta:  [J Yes—tT No

Delivery of head: >-Manual ] Forceps

Liquor: ~—=Ckar O Meconium: )1 Ol ON OBlood [ Offensive I Not Offensive
Delivery of Placenta: _—=rManual B i 5] SN ] Complete CJ Incomplete (] Piecemeal
Cord Appearance: .................. meml ............................................... Cord around the neck [1Yes (240
Appearance of placenta: ........... DA e R oL Cavity explored [2Y6s  CJ No

Uterus, tubes and ovaries; = Normal [ Not Normal Sterilization:  (1Yes (N0

Uterine Closure: CJ One Layer Two BE . . U e No...... ff-'nw?{ .............. Suture
Peritoneal Closure: [ Pefvic O Abdominal I Nome ... AAG... 22 e ,m_7(  Suture
Sl Beae @ . T TR el L IR el ot Suture
FatClosure;_4Yes CONo .. No.Z—c;n /}:ﬂ_ ALas.. Suture
Skin Closure: Subcuticular ) Mattress .. N WX - Y mfﬂd? ur(% : Suture
Vagineal Evacuated \,Q’Ves CJ No .

Drain: OYes ELNO [JRemovein............o.... days [ Await instructions
Ctheter (Yes TINo [JRemOVeiN ..., days [ Await instructions
Swap & Instruments count correct? szes () No [ Post-op Antibiotics L+Yes OINo

Intra-Operative Antibiotics Cover: 2*Yes [ No [ Thromboprophylaxis *Yes [INo

Post-Operative Notes: ................ccccoeuunen. VIR 10T 3 DG PRPSICTREIP ML oseltvicimt AN |
naseemmssiseissinssienssrssssissssmaslinsei st e e sotelDic Amiuv
................................................................ £ SQB{’ obd‘dz:mm ;
.............................................................. - VR e Lol
................................................................ b, O F *Smﬁ@i
—E};ﬁ@xm.sag .............................................................................
............................................................. el S | f % B
............................................................. T kedD ol LR MDA XY

Doctor Name: ... %{\

Nate & Time:*

----------

oo

Onﬂ \As ~
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— B Ranbows | @ BirthRight
G Fospial | () renemem

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

el s e

o
Wound Care:

?m&%? X 8l

Y

Drain /Special Lines/Catheters:

Cottede p 26t
Glrm;)Lc« bi /L%W

Special Patient Positioning and Requirements:

..1-

Nutritional Instructions:

RN g

c Deces CA‘C/uuAa dodorey '—Lﬁ/}) C?;%QP- Aot defop

oMo codleter e -

When to Start Mobilization:

Special Referrals:

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

_D¥es ONo

Any Other Post-Operative Care Needed including Required Follow Up

-
[
|

Date: . ) /j,,@ Time: .5.L4)...

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
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It takes a lot to treat the little.
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‘BirthRight"

Your Right to a Safe Delivery

Date

W6

\\\"fﬂﬁi |

lT

Time

-

qAM

Hb

\0- &

-

PCV

13-

RBC

M0t

U0t

WBC

149

10-95

N/L

Platelets

\: GO

Uz

CRP

ESR -

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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MEDICATION RECONCILIATION FORM

U A R S SN SR S [ 6t 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 FOM: ..o N Shifted to: .......... o N e

. (aeusn.?;"ﬁi'ﬁféﬂ':#?{“ II.EETTERS) (mﬂ?fcg) (PO, ?‘%u;% g | PRI i /T ?g:‘{‘?gﬁ':g
L T T ket ® Qp OC [ibe
7S - )ZMJ&Q It fo 3 Oc Ope
3 ¢ COIDe
; Oc Ooc
- Oc Ooc
6 Oc Coe
d O¢ 0oe
 J Oc 0oe
" ¢ CIDC
10 Oc CInc

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

Doctor Name & Signature : ........................ hor....... Dy
Date & Time : i[‘(f\x/(‘ ..................
Nurse Name & Signature: (P u.n.t-ff ..................................................
Date & Time : C‘L\ G %Ym

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

%
Rambow
Children’ Bll‘thRIght
Hos pital BY RAINBOW HOSPITALS
It takes 2 lot to treat the little, Your Your Right to a Safe Delivery ight to a Safe Delivery

Weight ....... } ......

Date

DRUG: —5y1 Crexgne -

Ti['ne

ot

Dose Route | Frequency | Start Dt.

bew| o/, | op |0|a)e
Name/& Signdture of the Doctor

Starting the Drugs:

-
L

el g gl-

Additional Instructions:

e o 1| 7|ag:

Daily Doctor’s Endorsement by a Sign

DRUGT T DYNTofpg 2ot

Date
Time

Dose Route | Frequency | Start Di.
Lo | D A

Zb! aj/u bB'J

" Namg/& Signature of the Doctor

Starting the Drgi,—“—*

Addmonai Instructions: S —

Daily Doctor’s Endorsement by a Sign

DRUG: | - CCPyy/me

Date

Ti@e

Dose Route | Frequency | Start Dt.

oo P

34-

0
Name & Signattire of the Doctor
Starting the Drugs:

DR R ATpASHA

l\\\q)\wt

Addjtional Instructions:

- 1
ag
1\

Daily Doctor’s Endorsement by a Sign

s

DRUG :

Date

Tlr'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign
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REGULAR PRESCRIPTIONS

z

Rainbow”’
Children’s
Hospital

It takes a lot to treat the fittle.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight‘"

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

DRUG :

Date»

Dose Route | Frequency | Start Dt.

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tlrpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

\ 2

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

Dose Route | Frequency | Start Dt.

Tirpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dr. DR.M PRATHYUSHA REDDY Hospital . BY RAINBOW HOSPITALS
AREERT) (TRED e
DRUG CHART |
|
Date of Admission: Q’:HQL ..... Drug AlBIGIBS: .....oveveveeeeieiereeeiee s eee e ‘-_ﬂ/rNot known any Drug Allergies
\
FOR THE SAFETY OF THE PATIENT |

|
Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDIFATION ORDERS.

GENERAL -
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
|
- 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 éxisting instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequerﬂ recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be Imentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. :
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication. |
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route 5) Right 'ﬁime
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal OrdPr Policy.
S0S / PRN (As Required Medication) |
. Date» ‘
DRUG : Tigne 1
Dose Route | Frequency |Start Date |
|
Doctor's Signature |Valid Period| Pharm. l‘
|
Additional Instructions: {
|
|
. Date» ‘
DRUG : Tige '
|

Dose Route | Frequency |Start Date
|

Doctor’s Signature | Valid Period| Pharm.
|

Additional Instructions:
|

DRUG : Jae
Dose Route | Frequency |Start Date i .

Doctor’s Signature | Valid Period| Pharm.
|

Additional Instructions:
|

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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D”mﬁiﬁiﬁmﬁmv’ I REGULAR PRESCRIPTIONS  Weight. gf( Ward. .. 8BS
. . Date¥
DRUG S\, Co M e fMimed A
Dose Rotite Frequency |Start Qate ol
Ul | Rp |9 4[1 2010 /g}%
Natfie, & Signature of the Doctor Ny S| LA
Startigg the Drugs: M Ab 4 {\ v I |
&* ol oRar AN
Additional Instructions: 7 [ ] & ( 0 Q;M -
o{c?[,ubu-l ’ \ X N A
ZXT Y 'K
Daily Doctor’s Endorsement by a Sign i A
~ . Datey
DRUG T I ko et mo L (oot £l [Y
Dose Route | Frequency [Start Date % i i
Name & Signature of the Doctor s j{
Starting the Drugs: e 4
PR lgel gmy)  SHIEEEL
Additional Instructions: \
DR/
Daily Doctor’s Endorsement by a Sign A
oRUG T DVCLOFfa (P28
Dose Route | Frequency |Start Date i I
A | PO | T | |yl At
Name & Signature of the Doctor i M~
Starting the Drugs: %
Or- le Secpmya - P
Additional Instructions: ()
CEE ii:! P
Vi
Daily Doctor’s Endorsement by a Sign v,
DRUG: 1 * [ RAMANY L %at?a:\\j}
Dose Route | Frequency |Start Date
| Plo | o | [
Name-& Signature of the Doctor J
Starting the Drugs: UQJ
A DRl QR ETT
Additional Instructions: A
VRN s
)
Daily Doctor’s Endorsement by a Sign OV

Page: 2/4



BAH-00641787 1P5-00176163
Mrs SHAZIA FATIMA {
20-10-1997 28Y8M200 F)

SHA REDDY

B T
1 VDA Tige [oxs [rgss I [
Dose Dose Dose | Dose
- )a}-‘h\m  uond

DRUG : _1'\.'5( CLA *A {.\‘ e— ‘ ‘ \ ]M__Pk Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.

Route Start Date / - | = e -
Q c_ } A Dr. Sign. O Dr. Sign Dr. Sign. Dr. Sign.

l o #w / =~ = i\

Name & Signature of the Doctor <Pk B 092\ I pose e
A,, DR k- o pAM "(4— Sign% ?C\ Dr. Sign Dr. Sign Dr. Sign

Additional Instructions: / o e . -
x\‘ 0 A‘“j Dr. Sig Dr. Sign. Dr. Sign Dr. Sign.

Date» |
VARIABLE DUSE Tiu‘\e Nurs‘e'Sig. Nurs&Sig l Nurs‘e'Sig. Nurs‘gSig,

Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

ROU te Stﬂ it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

Name & Signature of the Doctor s e . fose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.

Additional Instructions: - pose - -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.

STAT / ONCE ONLY DRUGS
: G et Dosage & Other ‘ "
Date Time Medication Msbuctions Route Signature Nurses
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It takes a lot to treat the little. Your Right to a Safe Delivery

/ FAMILY EDUCATION RECORD

Willingness to Learn: []Yes T No

LT e

¢ .
Patlent‘s/Learner Language: ........... -H‘l ................. Patient / Learner Literacy: +TRead +TWrite [+Speak Healthcare Literacy: [<¥es— [] No

13. Risk / Safety

14. Activity / Exercise

15. Social & Rehabilitation Needs

16. Special Discharge / Follow-up Education / Coping Skills

Identified Education Needs:
1. Diagnosis

2. Treatment and Care Plan
3. Pain Management

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

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

4. _Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights i G AT M SRS | 2130 L ISR WUt S - %
.
Part - Il
Use codes from the list in part Ill ; R L
. Need esignation
Date Time \dentified Information Taught s Comments Signature
Person Taught |  LeaMIN0 | yeaching Tools | to overcome | Understanding
Barriers barrier/s 4
e R IR OIPE R W I B %
a\ ) . N

losin - abord infesh "
A [op| o [P B T T o | U]t [ e

=
WAk4 440 4 loctadion  biet— ol U sl =1 1 Lo |&e
/
Part - lll: CODES
Who was taught: PT: Patient F: Father ~ M: Mother S: Spouse Sn: Son 5 D: Daughter C Caregiver T P e S
Learning Barriers:
1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

11. Beliefs and Values TOMOD (SPBEIN .- ciiveissdeisnsissimssiingiimsssissitis sty

12. Impaired Vision/ or Hearing

8. Responsibilities at Home
9. Cultural Differences

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment
3. Emotional Barriers

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 TN R R ST T L Sy SN IR LA e
2. (QObtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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"y MULTI-DISCIPLINARY PLAN OF CARE FORM  Gisicr | g it
Diagnosis:
‘ %‘::; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
. =Wedical reTnitial : 1 Nursing
v\a} O Nursing O Modfed | TR IS 2 \wD ) Others:
A O Others: O Per-Op
O Post Op
: \V\a = Medical <" Initial NVM M‘Lf o C T Medical
”\\/’\ LAursing, 1 Modified g P L { (F)n A ] Others:
o |OC Others: O Per-Op \\\j()?jhoﬂ j/: Tpas
e\ ?v\ U PostOp
\ }(o O Medical O Initial 1 Medical
X ) Nursing O Modified : \ 1 Nursing
\‘\4 M 00, | O oty ’r Ob—( [ Lt &@ﬁd’éf Lopt Pﬁ A e =-Bthers:
Post Op : s
prade radi
]
1 Medical O Initial O Medical
1 Nursing 1 Modified O Nursing
O Others: O Per-Op ) Others:
O Post Op
O Medical O Initial 0 Medical
O Nursing O Modified ) Nursing
O QOthers: O Per-Op ] QOthers:
£ Post Op
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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

IP5-00176169 A

r

C\\é( D.ate i i i F

RESP
(write rate in
corresp. box)
Saturations =94 %
Administered 0, (L/min.)
40
28
g 38
37
- ' 3 L
a° 36 o £
35
< 35
170
160
150
140
130
% 120
= 110
= 100
=1
o 90 Al ol
80 (7] 4 {2
70 e !
60
50
40
190
180
170
e 160
G 150 ol
> 140
® 130
Mg ‘ \ o ’
= 110 B [
g 100 s |
E 90
80
70
60
50
= 130
E 120
5_" 110
o 100
=
a 80 A\
=] 70 S 2
m 4
& 60 ¥ | Tt
=
@ - —
NEURO C"?“ )
RESPONSE ce
[¥] Pain
Unresponsive
URINE > 30
mils / hour
3 : Protein + +
Proteinuria .
Protein > + +
$ Normal |
Lochia Heavy / Foul
Clear / Pink
U
A S Green
TOTAL YELLOW SCORES [] [8) g
TOTAL ORANGE SCORES v Q
Nurse Initial 4 s A o




Obstetrics and Gynaecology
Early Warning Signs

s 3
1 Yellow Alert :
Repeat Observations
in 30 minutes
g y
= 2 R
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
A > R v
™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. \_ J

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

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

Date
lo]:}'}/)é Time | 81 9]10j11]12) 1 (?) 3|1{4] 5 @j 7

> 30
21-30
11-20
0-10
94 - 100 % »
<94 %
Administered 0, (L/min. /

40

39

38

37 : Ak i i g,

36 : d , X X ): e

35
< 35

170
160
150
140
130
120
110
100
90 i

0 X > e, o N
115 i N i P
60 !
50
40

190
180
170
160
150
140
130
120 t R \2
YT (0 5| L (A i ) 5
100 = 1 i
90
80
70
60
50

130
120
110
100
20
80

|}
70 ’ i & .
ek W I 4 A L e
50 1
40
NEURO Altj_'rt LA ) ('JI 1 L)I B |
RESPONSE Voice :
[v] Pain __
Unresponsive

URINE > 30
mls / hour <30
3 A Protein + +
Proteinuria
Protein > + +

Cochia Normal v
Heavy / Foul

| Clear / Pink
Green

TOTAL YELLOW SCORES o] s}
H TOTAL ORANGE SCORES 3] 7 ey o
Nurse Initial [N 4 2.

P % >
<
8

9(1_0)11121 2l3]a|sfs]7

RESP
(write rate in
corresp. box)

Saturations

2, dwayg

ajey ea

(34

—>
anssald poojg 21jo1sAs

-
ainssaid poojg jjoiselq

Liquor

)

e
i
<7’<§0

-




Obstetrics and Gynaecology
'Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

: )
2 Sl %

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

Observations
Observations in 30 minutes

e o L Y,

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

LS P,

* The Modified Early Warning Score (MEOWS)
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cany waiding Observation Score Chart - Obstetrics

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

.ﬂ’?”
Rainbow"® i

BY RAINBOW HOSPITALS

Children’s .BirthRight‘

Hospital

It takes 2 lot to treat the little. Your Right to a Safe Delivery

Date

e p—

2

fioli1]12[ 1] 2]3]4als

L\\W«L Time

> 30

RESP 31-30

30

(write rate in

corresp. box) 11-20

0-10

94 - 100 %

Saturations <94 %

Administered 0, (L/min.)

40
39
38
37

3, dwa)

36

35
<35

170
160
150
140
130
120
110

100

ajey Leay

90

80

70

60

50
40

190
180
170
160
150

140

130

120

110

100

R
anssald poojg 1j01sAs

20
80
70
60
50

130
120
110
100
90

80

70

r»’ Co

60

e 4

-
ainssalq poojg 21jolselq

50
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NEURO Alert

v

- v

|

RESPONSE | Yoice
[¥] Pain
Unresponsive

URINE | >30
mils / hour < 30

¥

¥ |

£ : Protein + +
Proteinuria :
Protein > + +

Normal

Lochin Heavy / Foul

"

=

Clear / Pink

o i Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

1n:?b

NaNS
Jr‘sc




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

R J
i N g A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
A b = 4

a B

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

9 .,

* The Modified Early Warning Score (MEOWS)
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It takes 2 lot to treat the littie.
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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

Date
Time | 8 | 9410 11k124 94 243 | 4 |56 7 -84 9p10p11|120 1 | 2| 3 | 4]|5]|6]|7

RESP
(write rate in
corresp. box)
Saturations
Administered
oy
3
o
e 36
35
<35
170
160
150
140
130
§ 120
2 110
= 100
o 90
80
70 |
60 I
50
40
190
180
170
160
v
5 150
s 140
(2]
@ 130
T § 120
e 110
@ 100
w
§ 90
80
70
60
50
130
o
5' 120
5_' 110
o 100
w
l g 90 !
=3 80
] 70
a 60
=
- 50
40
- E—— Alert el T T AEWES PO T [
RESPONSE oice
[v] Pain
Unresponsive
URINE > 30
mls / hour <30
; . Protein + +
Proteinuria =
Protein > + +
z Normal
Lochia Heavy / Foul
U Clear / Pink
gl Green
TOTAL YELLOW SCORES |

TOTAL ORANGE SCORES

Nurse Initial [




Obstetrics and Gynaecology
Early Warning Signs

X

1 Yellow Alert :
Repeat Observations
in 30 minutes

J

% Nefer(

Set of MEOWS
Observations

¥ o

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

Observations
in 30 minutes

o

4

X

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

Repeat Observations

in 15 minutes or continuous

monitoring

~

* The Modified Early Warning Score (MEOWS)
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Children's | & BirthRight
Hos pital . BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right o a Safe Delivery

FLUID CHART '

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

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.

L Intake Omni" 1 [ vste
: Nature . « e L Y
Date | Time |  ¢Fuid Route NG | Diarrhoea Vnny Drainage || Urine | PREDYS | W/ rcs
Mouth | IV | NG ]
08:00 am i
09:00 am L
10:00 am o 1
11:00 am A
1200 pm £l
01:00 pm ik
Total Intake : /YSV‘ Total Output :
02:00 pm ' 4 :
03:00 pm /
400pm| A
0500pm |
06:00 pm |
0?':00 pm
| Total Intake : : Total Output :
‘ 08:00 pm 8 15
09:00 pm B e | ©8 Iunt
10:00 pm oo g\W | O q\m._f
g\\ 11:00 pm o \ | O |(Tonf
12:00 am \ | Q_fundf
01:00 am o \ ' | D o]
Total Intake : (V. Total Output: () — 2| M-
02:00am | - " it | Mnef
03:00 am Eve | 2 hund
0400 am P2 w1 Of gt
05:00 am 1 | @ ISund
06:00 am o | O S
07:00am Rl

7

Total Intake : (A I~

Total Output: U — & [ d

Total 24 hrs. Intake

(R gl

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

Total 24 hrs. Output | ) — é | M -0
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(FLUID CHART]

Hospital

Tt takes a lot f0 treat the litte.

\

Rai b?‘ . - "
cﬁ'a?dr‘é".!”s ‘Blrtthght

BY RAINBOW HOSPITALS
Your Right o 3 Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

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

ol Pb. _ Intake . Vst |
Date | Time ga&lﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine Pé%?;gg" S&?ge
Mouth | LV | NG :
08:00 am Dlred & \ v | O |€wy
09:00 am R O | 2w
10:00 am o L L
\Q\’) 11:00am m Al g ﬁl
12:00 pm O~ o |&/
01:00 pm & 1o 2 |€
Total Intake : T ofs ow S Total Output : oag <
02:00 pm 1o Ly
B00pm| gy | 4] tpod a (
\0\'\ 04:00pm | @ | \00,\*? L M 9 4
0500pm| gL | D 1008} L I O1lel
0600pm| o~ | 00 sl | e
07:00pm | gL - 100 ol ) oo~y ¢/ [%,Sf !
Total Intake : OO Total Output : ndf . |
0800pm | g8 | pad | toow r I YK
0900 pm QJ\\ \\\‘S‘J\ \‘W"J/J JI LI‘DDTV! a(\ unw
000pm| [\ 0 pegf o O | Mune
11:00pm) O\ 1o | Al
20am| | <@ [{og? ‘ o C Gk
01:00am| | ool 20:L] o )
Total Intake : Total Output: ) - 600 [M U
02:00 am topwl B
03:00 am K2 lLinnd o) )
04:00am | L1680 0 a200M| o ||
os00am| & |4 o [jo0) ER o M | 3-ky
06:00 am i (000 o [0 {
07:00 am 06w Jd _b
Total Intake : Total Qutput: M — O v - 500~
0 N
\P
Total 24 hrs. Intake QNG oo e Total 24 brs. Output | kO v~ (aC°




Mrs SHAZIA FATIMA
20-10-1997 znauaoo F) st e
Dr. DR.M PRATHYLSHA RE Rainbow .

O e (FLUID CHART)  ftimral” | oty

It takes a lot to treat the little. Your Right to a Safe Delivery
BRI » ..o oiiimmuinianivi

[ BAH-00841787 IP5-00176169

N

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.

Thrombo- )
Date | Time (I:a;__clul;% Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis I?ngge
Mouth | LV | NG - {
08:00 am % £
09:00 am ”"'(\ 0
\\\9( 10:00 am 9%Y o | lCBeg
11:00 am W e
12:00 pm \ goowd 9
01:00 pm l i 0 J|
Total Intake : Total Qutput: ey _ T — W
02:00 pm 0,
03:00 pm " - N
\“X 04:00 pm l 0 I A
W L0500 pm w0 f v | o [gedN
06:00 pm ¥ X 0
07:00 pm \ 9
Total Intake : : Total Output: )~ 2 o o O
08:00 pm 1 0
09:00 pm oa a
10:00 pm - X I
11:00 pm How A 0 plalest
12:00 am \ LA ik
01:00am 11 ! ) TR
Total Intake : Total Output: N\ -0 (H - 2
02:00 am \ n.
03.00 am T \ 9 )
04:00 am \0 P
05:00 am B W e ol (NTH
06:00 am W O
07:00 am ¢f | il
Total Intake : Total Qutput: | O\ —~OU—~ 2
|
Total 24 hrs. Intake Total 24 hrs.Output | | V) OV —C

Docu. No. : RCHBH/FRM/CLINICAL/092
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ot 7T R o -t e

Rambow
Children’s
Hospital

It takes a ot to treat the little.

FLUID CHART]

//

\i

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Output

Naﬁire
Date | Time | o kg

Route

NG

Diarrhoea

Vomit

Drainage

Urine

IV Site
Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth LV

N.G

08:00 am

09:00 am

. | 10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake : =

Total O

utput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 0

utput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total O

utput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total O

utput :

Total 24 hrs. Intake

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

Total 24 hrs. OQutput
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m a Safe Delivery

K T NURSING CARERECORD ~ Hospitl ,
Date: ..... CT{:HM- ........

Shift: O Mornihg "] Afternoon _L-+Night

Assessment: ...... ? @Q’ICM ........ Cﬂ”“PL&U !N‘f.fg ..... O‘IL ...................... QWE’P‘{ ..........................................................................................................................

[ Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation /E'Hé'lieve Pain & Discomfort }Maintain Fluid Balance [ Improve Activity Tolerance =" Wintain Good Nutritional Status
E intain Personal Hygiene -Prevent Infection [J Meet Elimination Needs '_Q,Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education
© | [ Identify Potential Complications B T R TRy SR  LR Pe R SR SO0 (U e I o C T e
Time Plan of Care Time Implementation Evaluation
D MM ed Mg ?Jr Cam@-ﬁop Paj?—,ﬁ '43

Qf?m ég)%q}/g—%*f?odﬂ@d quoﬁf{—ior) \OPm.-
5) NCT ool Conndprcferbste

opra b PUR - Moo 12 |
2~ Ty Pocemend- 2y

Sty HdminiAtzstion medicafing Upm
NP Enduow ga‘&,ﬂ«f £ pn
R Ulo Mowiterirg i

=) rvﬁd,((y;}fon 34\\/6"\ -
=) R'AL Aoddh FNWM~

=) V[0 MN'JmNEZ Sorz |

IR ..o i b ik b S Al A i e b emt ks i il i A s A acia i Sl
FHR 4 %Oc:d;wlb ....... ) &QOOO*' .............................................

Nurse Signature: ............. o Nurse Name: ............. Clpwed b Fii
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Mrs SHAZIA Fariy 1P5-00176164
20-10-1g997 %y
Or. OR.m PRATHYUSHAGRHZSDDE i
I/I//I// Rainbow’ . e
ST Children’s .' Sirthight
Fatent vuw. H BY RAINBOW HOSPITALS
—_— St NURSING CARE RECORD ,',-'ug,suphg,ﬁ!.m Vourqul;i\nasareD;L;v;d
Shift: ./D/Morning El/éternoon 1 Night Date: ‘O]q’/”é .....
0
ASSESSMEN; .................... ¥ Cd ... ). CMN...... L 10041& ....................................................................................................................................................................
e | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort [JJ Maintain Fluid Balance _1 Improve Activity Tolerance [Z] Maintain Good Nutritional Status (] Maintain Skin Integrity
"g' (] Maintain Personal Hygiene Prevent Infection [JJ Meet Elimination Needs ‘yuswe-Safety [*J Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications ANy O BB oo i v ve e T s o s S A8 S RN G e e v e o ek e A A e b i
Time Plan of Care Time Implementation Evaluation
1 \ l)
Go - Havl Ty FM“uwﬁ- ot et o'
GomFosdehle ,

Gl Aay e Fo»bt}um?’
Covclrtu'on . g ¢ ordsHulon .
e, ST é“*"‘d Lol ZE:O N NST o@b‘f«uﬁ &M&J wd,’vld\
o0 S - Bsw
o

B (A Cﬁoncovth/

“Telitl owitine 1| bwo
f?"“‘ Ow rﬁow.

Qeprt |

dpry |* pleo forr Agex o opre o B B "t T
Fpos | * do choutirg ff\“gm T1op = g2 hiad NP | i iRee) Do
Re-Assessment: ........... K. COLLE C/‘&M—f .................................. N S T DA L A T L

Ao
[oem |

wH (Ps!odem; Qﬂfﬂﬂ)

-

Nurse Signature: ...........ccocvvee.... @M Nurse Name: ................ ZLUO*J’\ ............................... Date & Time:

Docu. No: RCHBH /FRM / CLINICAL / 148
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L Chitdren's | @ BirthRight
MR LR T A NURSING CARE RECORD Hospital _ | Wiueno

our Right to a Safe Delivery

Shift: [ Moming [ Afternoon __HNight Date: lO!:H%
Assessment: f&?ﬁewf ....... Qe,,«vf)(‘g.,y\:bﬁo .............................. i T a ..... £ Lon ok, b B wa o Rl e
o | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort Win Fluid Balance 1 Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E ~=Taintain Personal Hygiene [=Prevent Infection [ Meet Elimination Needs J=—Ensire Safety O] Early Ambulation Reduce Anxiety -~ Patient & Family Education
© | [ Identify Potential Complications AT GRS BRI, 2. s insibinitonsinnipubo i ot a4 o v 4R M8 NS SRR b e el by AR SR ST gk i maawas
Time Plan of Care Time Implementation Evaluation

3P B At the pakerd- 3P =) HRA@gﬁQH{Q Fiiiwﬁob Yy
i L CONV;Z:NQAL(.

Cprs DTV M 0.5 Rrgen \otfefe ongsirg
b B Adrinibhnedion e digefiod a105m 5 medicadion Fiven Apen
e |y prevert PWJ@’%") Aoig. £) d:;jwqut{v;% nicuinem
aHHn |2) v f% Y088 ) oty i Al F}Lw"o&?ﬂ

Bhw =) ule MON—}—O?‘\)P‘C}T

.S)U[O MON.—;{)?\,; oX.@y\g_
FA~ | = 6 Adwedtlen we o{iCaO«\«-

vﬂ(\lmd ns ,g£m| NQ(\I:CQ&L\

-------------------------------------------

L RO SRRESO I LSRRty PUPSR S 6., SIS MBI AWIRGI: 1 CHICIIONUNR AR, DR Ao
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BAH-00641787 IP5-00176169 u
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LT NURSING CARE RECORD Hospital _ | () emeonosin:

Shift: Morning [ Aftenoon [ Night Date: Il\?’i&f ........................

ABRORIIIE ..o orsinsstssssisssessimsidiissssss f"”{%w”ﬂ“ ..... Pziﬂéfdﬁwml?-ﬁdr ........................................................................................................

e | [ Maintain Airway and Oxygenation ﬂﬁeve Pain & Discomfort (] Maintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status %m;intain Skin Integrity
E @/Maintain Personal Hygiene VZ’Prevent Infection [C] Meet Elimination Needs L J—Ensure Safety [[] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ |dentify Potential Complications L ATV OIS SOOI s B R e S e e S T e e e

Time . Plan of Care Time Implementation Evaluation

2 an e potud-  Genenal | o, = fpened o pedfet Gererel)
34'\“’\ ]7 20
(1t)ncl<-3‘]'?"’0 P condidron P(;L,Q—Fewp- <

020
o g?ﬁ Lﬁ'vv ‘-Sg@;ﬂ - 5]
g |7 Ao do podtads romborla i |7 B madnleber Tlo

lole- POS?‘FOQ oy er K 'encou‘rg—ﬂa&.‘ orvull Tnleld
! =¥ o ol tnledec,
fm Crcowraps O e - 0 Fﬂmodug Lomderieble.

2pm TR provide  Enpun i posP4eon

/?Mfm ...............................................................................................................................
Nurse Name: .............& @ujq ........................................... Date & Time: !(l@—[@é@%’”ﬁ
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- | NURSING CARE RECORD Hospital _ | () emmiosins

Shift: [ Morning J’Aﬁnoon [ Night Date: ..... LJ‘-[-[QQ ....................
Assessment: ............... po:ﬁudhaﬁm?m?kf ........ fmj’f)-%oli.scomﬁfta:hg ............. =0 N

B ain Airway and Oxygenation [J Relieve Pain & Discomfort [] Maintain Fluid Balance [J Improve Activity Tolerance [JJ Maintain Good Nutritional Status [ Maintain Skin Integrity
§ Maintain Personal Hygiene ~LZ-Prevent Infection ] Meet Elimination Needs Q/dure Safety [ Early Ambulation Reduce Anxiety s _[=-Patient & Family Education
€ | [ Identify Potential Complications ELRIIE RO . o s e i s e e e e A R RS e RS BB N S Al D ey

Time Plan of Care Time Implementation Evaluation

Q__PN_ —> %sws‘-%—, Pa;ﬁcr\i TU\CYC’J QJ.BUPrw 7, q%scssca! v—“r\L F{IH‘&IC& CiﬂfﬂYOJ?, PQ:HQM oy
Cdﬁd_lhon : CODdT‘\_Tm on ‘H'\e, B?d_ ( ! ! ()Ow

HPNL "}‘ To monitor” MS | K30 ._7L ‘ mOOT,{_o,\)CA \/H'QJ'S ;

5 T wouptaey I
™ Gl 0 chart 5/;3 = modindaingd Tlo Choot

¢ ‘;\'0 > To P'mﬁaeimﬁ:a;%im’ teble G‘,??O -5 P’YOY:CICO( ebrmtortodslel <
i it Pt - ¥ o

i S R ' position o Hhe  podfent

LAY pii B, elraliat s e medicktoas

- -

RO-RARREREITIIIN: ............cooaiins i d e e S A e ienmiesrieus e nbin i dioekin vl R bk oL s cabe s s e A A 2 S5 P T A s S A H G AR A VA PR R e s a s

Nurse Signature: “........ e Nurse Name: ... b QAZBIAL o, Date & Time: \\\:’rhg@ﬁkpf-\ ...........

-
Docu. No: RCHBH /FRM / CLINICAL / 148 ‘
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Shift: [ Morning (] Afternoon ¢ LLNight ~ Date: lll'—'l'b-‘(l ......................

T IR Sl P:].L%AP ...... M\)Tmrm?l&m‘ingfcl%m&{r ....... chr E)(.'C!ﬂ ..... 5#94 ...........................................................

o | [ Maintain Airway and Oxygenation __LF+REMve Pain & Discomfort (] Maintain Fluid Balance [Z1 Improve Activity Tolerance ~ (_L3—dimPain Good Nutritional Status (] Maintain Skin Integrity
§ []_Maintain Personal Hygiene Wem Infection [] Meet Elimination Needs [JJ Ensure Safety (] Early Ambulation Reduce Anxiety  (_1—Patient & Family Education
S | " Identify Potential Complications (T ONBIEESOBERY ... 1o rrren Bt o oiapomusainsden ol musrbi s v s on i bl mstpats bm e S g st B i e s

Time Plan of Care Time Implementation Evaluation
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Treating Doctor: .....
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Do
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Rainbow®
Children’s
Hospital

It takes 2 lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

O

. Department:

Date of hdmission: a‘\:”%

-

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

L™

= | Diagnosis: Pqipns I% :F{’ 2wl o i@Lf Any Infection: CJYes [INo D(NerKnown
E @ B R | S, )
=
= C \ |
E Area 0&5 /‘ N (;‘ ‘& o (3))
3 ShiftTime | org i QJ% e o Cy("' 2 % X
£ | Medical Condition o~ o . g
< | (Any special condition to be noted): ; ¥ ]
g T e T
Allergy: O Yes B’(o O Yes C1Ne [T Yes pﬂo O YesBNo O Yes No | Yesgmfd
Tubes/Drains/Camﬁér: O Yes CINo [ Yes CINo [ ¥es [ N‘o/a@s' )No |0 Yes Mo |0 Yes o
Vital Signs: Tmp: | A€ | G| A8C | atif |30 | d e
e Res: | Qo le | 20 Robln | e
= Sp0,;: | AR~ %;.. 4%- Qg4 q9)- ag -\ -
4 Puse: | X% | 04 | 04~ | Bob\“ | fuhl < W\
2 BP: | b\ te\ek | \odB At ot g8 1ar | aa\xo
FalRiskScore: | 36 | 2 [a¢ 9 Y 2§ XY
Pain Score: | () O ) = o 0
Safety Needs: | “{ e& Yg; N eA e ¥ g()io;\g
o Physiotherapy | Yes Mo | Yes No 0 Ves ¢No | Yes Mo |0 Ves o | 0 Yesro
3 omersspecity: | A0 | wa— | oF | Ao | e |
g Special Diet: | Yes T g O Yes D’E O Yes. #No | O Yes \D/Nﬁ 5 Yesw/No | 0 Yes =0
8 |Other Special Orders / Medications: B
3 Y | g e S B
Post Operative Procedure Special Orders: SP‘ N a, \‘W‘ ‘\\D ngD’ (S
R
Handed Over By Name : /(\)‘\ at
Signature : M | ZA 2 (g NN Ao |
Date: VoW 1ol [ WAL | W2l | apded | walel
Time: Cgprl o8| @ @%?" b @%{g @fg
Taken Over By Name : M (@‘\\:\ é\j@l\g @!“’&\ Q.,DLJ é':f i
Signature : — | &) O | ¥
Date lojing | \o\KWA m\ﬂ\‘w et | webe [\ 3
Time: £ (% APV |#) 2.4m
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Rainbow®
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Hospital

It takes a lot to treat the litthe,

NURSING SHIFT HAND OVER FORM - WARD

. . e
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe DEIE

Treating Doctor: O{P@\ ......................... Department: &‘ﬁ o8 . Date of Admission: OLM/)"[
E Diagnosis: ‘{,\ Wyﬂ"\ W (90'\/ Any Infection: C1Yes [INo /G/Not Known
= Q{" Q) If YeS SPECHY: ....oooverrrveririerrnnenerseesiesns
=
w

PR .\ o

2 | Area Q;A
2 Shift Time
g - R
& | Medical Condition
= | (Any special condition to be noted): ﬂf—’r

Allergy: O Yes CENeTS Yes C)No [ Yes CJNo |0 Yes CJNo | I Yes CINo | Yes CINo

Tubes/Drains/Catheter: O Yes CNG | Yes CINo | Yes C'No | Yes CINo | Yes TINo | O Yes O No

Vital Signs: Temp: | Q9+\
= Res: | 1q.b{m
W Sp0,: qy
2 Pulse: | qghblM
w
2 BP: LOD !%
Fall Risk Score: | =&
Pain Score: ©
Safety Needs: ‘\[Qf

. Physiotherapy | Yes ("No7C Yes CJNo | Yes CJNo |1 Yes CJNo | Yes CJNo | Yes C1No
=
(=]
= Others Specify: | a0
=
z Special Diet: | Yes ®N0 | Yes CNo | Yes ONo | Yes CJNo () Yes CINo | Yes CIN
5
8 |Other Special Orders / Medications:
- NS

Post Operative Procedure Special Orders:

N3

AN

Handed Over By Name : \:{é&
S
Signature : ‘%—'—
Date: \9 D_
Time: 'l( A\

Taken Over By Name :

PR

Signature : @\
Date: N
Time: £)2BA
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"R PAIN ASSESSMENT FORM S e
Date Time ra;:; ﬁ;‘;"’ Location Duration Acuity Character MFZI::i:::gg Pa‘:’;l:{{aﬁ:;" ily Intervention Sign
QP f{) 0 l[ Mb (] Continuous | [] Acute (] Sharp (] Dull [] Increasing [J Yes U)\de)] P
q\j( 0 p s~ | U Intermittent | () Chronic (J Aching (] Burning | () Decreasing | [ No Ohsed Mbh IUOM\‘
; L[] Continuous |-=Acute [] Sharp 1 Dull A Increasing | ——Yes D
e B [Hio. ™ % D | Tz
pro Poin ~+ntermittent | [ Chronic () Aching [ Burning | () Decreasing | [ No thgav\acﬁaw unQ4,
2 9/[[ Abodopet O Continuous | < Acute ) Shap  =HBulr | Sricreasing | —-Yes Undes phy o
\o\ﬂ/ pm b Fad i [Intermittent | CJ Chronic (1 Aching [ Burning | [ Decreasing | [J No \/b\JF'iOY‘} (Ton»f
\ ,’\/ : .)/{ PfW‘"f ) Continuous | ~Acute () Shap DUl |77 Increasing | = Yes urgleA
\o ;W,n b fod, & Tntermittent | ) Chronic (] Aching (] Burning | [] Decreasing | [ No o4 w(,-.-ﬂ)‘ow e
cal | 01 Continuous |~ Acute (] Sharp I reasing s 0
lolg- | 9%~ | 1o | Studbtat,
X Cd-ntermittent | (] Chronic (1 Aching (] Burning | (] Decreasing | [ No J
Cycead tee -
; cadly | -Continuous | [ Acute-. (] Sharp __+-Bull 1 Increasing | _[1 Yes 23 4,.44},0,4
, W l a [ O i [ Aching (] Burning | [ i O
lbl,‘i\f \ [[{1O _I)O(]WYIE [ Intermittent Chronic O g O g | [ Decreasing | [J No C)Off&h fr'( ﬁw
V0 i | L _Continuous | [3-Aette— ] Sharp [ Dull (] Increasing | _[Yes Ry tdhinsy)
: ) , m i Aching [ Burning | [J j i /
l":’— WJ l *to ] Intermittent | [J Chronic O g C]/_Q De(@smg No ‘Q\Q! Lo~ g—,,uy
(] Continuous | [ Acute (] Sharp (] Dull "] Increasing | [ Yes v
™0
Mo ©1)0 (] Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No A
L0 . e~
A (] Continuous | [J Acute (] Sharp ] Dull [ Increasing (] Yes o~
Lo\’}, gpvw © \\0 fr‘-{f) [ Intermittent | CJ Chronic (] Aching (] Burning | [] Decreasing | [ No %
\-l v
\ ' ~O (] Continuous | [ Acute (] Sharp (] Dull (] Increasing [ Yes N .
© 3 (Y 0 x [ Intermittent | (] Chronic ('] Aching ("] Burning | ("] Decreasing | [ No
v o \\ PoAD
A v
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)
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PAIN ASSESSMEN1 100LS

Numerical Pain Scale (Obstetric and Gynecology)

&

0
No Hurt

1 1 1 1 | 1 L | ]
1 1 T J 1 I I 1 1
2 3 4 5 6 T 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OH S ®®

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

J
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
0 1 2
E N icul £ i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
' Laying quietly normal position, Squirming shifting back and :
Activity moves easily forth, tense Niched, figie, or kg,
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)
Sedation Normal Pain / Agitation
Assessment
Criteria - . r
-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 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, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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iy sl i ol o
: Modifyin Patient / Famil
Date Time © /13} Location Duration Acuity Character Factrzrsg Educ/ated d Intervention Sign
10 Ol N ) Continuous | [ Acute (] Sharp (] Dull [J Increasing | [J Yes prder T
\o\i\}da P 10 F 04 1y | oAftermittent | (1 Chronic (] Aching [ Burning | [J Decreasing | (] No O sy b, Mt
: Z [J Continuous {71 Acute [ Sharp  =Dull [ Increasing | = VYes T2 poracefes C(; & L
[ﬂ(;‘ }'ZG 640 | ,, 0 £ { |- Tntermittent | [ Chronic [ Aching [ Burning | = Decreasing | (] No o 2 WS
( (] Continuous | [ Acute (] Sharp (] Dull () Increasing | L[] Yes ) c{ D < LJ"
[ 'q)qﬂ A+ | o] 10 NA | O intermitient | O Chronic ] Aching (] Burning | (] Decreasing | (1 No Ohtenvehe e
(] Continuous |_[-AGute [ Sharp [0l (] Increasing | =T Yes b TSR B @.Euﬁ
n h/h/é 0 nm 9/) (] m L+ Thtermittent | (] Chronic (1 Aching (] Bumning | +Decreasing | [ No
(] Continuous | [ Acute 1 Sharp (] Dull [ Increasing ] Yes L pAe .
‘Lll?/)/vb --lL"rr) D o N [ Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [J No Obexyadion iS% t
l;l-f . .H 0 SI, y (1 Continuous | \CrAcute ] Sharp ] Dull 1 Increasing |7 Yes T. Nelofiyemo
o Spn~ 0l [\Antermittent | [ Chronic (Aching (] Burning | (] Becreasing | [ No A ven B. vodhs’
\Gr\ 41 O\TD [J Continuous | [ Acute (] Sharp (] Dull "I Increasing | [ Yes e
A o= NB- : - A ina. [ Bui ; < : Y
¢ ] Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No Giiio E Paatttr
: & / (J Continuous | L+Acute {] Sharp _Dull ) Increasing |__[1Yes <. 5-NiclofE [t@ o é,
(] [3] 16 | ff"/ a.[(f) S { Intermittent | [ Chronic [ Aching [ Burning | [J-Becreasing | [ No oL Slware L,
‘ (] Continuous | [ Acute [J Sharp [ Dull O Increasing | [lYes | (A-K)(JCH T [j ts " L_i-
g\ 3]'\6 (245¢ O( (O t\Lﬂ- 1 Intermittent | C Chronic 3-Aching 71 Burning | [ Decreasing | [ No O btey e Cla
: \ / ] Continuous | 47 Acute [] Sharp  Dull [ Increasing | . Yes 7 | )"" EZJ’UT( L
B 1:;—\% LA 20 <l #T Intermittent | [ Chronic £ Aching () Burning | [-Pecreasing | [ No /Z‘L/\cmefaqm y
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)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 l I |

No Pain

SEACE AR

No Hurt

I 1 L} I 1 I 1 N | 1
2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Litle Bt Hurts Littie More Even More Hurts Whole Lot~ Hurts Warst

SCORING
CATEGORY
0 1 2
. : . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
] Laying quietly normal position, Squirming shifting back and )
Activity moves easily forth, tense Arched, right, or Jerking
Tﬁoans 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 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 | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP 8a0, | 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

o —
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(T O PAIN ASSESSMENT FORM . |1 R
rani dG0re J ? Modifying | Patient / Family ;
pate Time (0/10) Location Duration Acuity Character Fiictors Educated Intervention Sign
L1 Continuous | [J Acute (] Sharp [ Dull L Increasing | [ Yes "([”7070 - SL ;mf( L
2 l»‘}f{?}: r | dlo nA o Intermittent | ) Chronic [ Aching (] Burning | (] Decreasing | [ No o Leials
(1 Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes
] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No
[J Continuous | [ Acute (] Sharp [ Dull O Incréasing O Yes
(1 Intermittent | [J Chronic (] Aching (1 Burning | [T Decreasing | [ No
] Continuous | ] Acute 1 Sharp (] Dull L1 Increasing U Yes
(1 Intermittent | 1 Chronic C1Aching [ Buning | [ Decreasing | [ No
[1 Continuous | [ Acute (] Sharp [ Dull L1 Increasing L1 Yes
[1 Intermittent | 1 Chronic (1 Aching (1 Burning | [ Decreasing | [ No
1 Continuous | [ Acute ] Sharp (7] Dull [J Increasing C] Yes
(] Intermittent | (] Chronic J Aching (] Burning | [J Decreasing [ [J No
(] Continuous | [ Acute (] Sharp 1 Dull [ Increasing | [ Yes
L1 Intermittent | [J Chronic (] Aching (1 Burning | [J Decreasing | [ No
] Continuous | [ Acute {) Sharp [ Dull L] Increasing C] Yes
LI Intermittent | ] Chronic (] Aching (7] Burning | [ Decreasing | [ No

[ Continuous | [ Acute (] Sharp [ Dull L1 Increasing C1-Yes
thi | ST —| I Intermittent | C Chronic (] Aching [ Burning | [ Decreasing | ] No

[] Continuous | [ Acute [ Sharp [ Dull [l Increasing L] Yes
[] Intermittent | ] Chronic 1 Aching [ Burning | [] Decreasing | [ No

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

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
; t Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenchied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and : :
Aoty movis gasilyy i 1uqrm. oo Arched, fight, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 L 1 1 1 1 1 L 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T T T T T T 1 T T 1 Cry No Cry (Awake or asleep) : :
0 1 2 3 : 5 H < - g 10 complaint frequent complaints
o posl'u?».'?‘ Pain Reassured by pccasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficut to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -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
0 2 4 6 8 10 stimuli Inconsolable
o Fhe HurtsLitte Bt HurtsLitleMore  Even More Hurts Whole Lot Hurts Worst | 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, BF, 8a0, | 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 _vemilator

.
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’ ’” ”’” PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score k 7 Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
] Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes
(] Intermittent | ) Chronic (] Aching (] Burning | [ Decreasing | [ No
1 Continuous | T Acute ] Sharp ] Dull C1 Increasing 1 Yes
[0 Intermittent | 1 Chronic (7 Aching [ Burning | ] Decreasing | [J No
[J Continuous | [] Acute ] Sharp (] Dull ] Increasing O Yes
(] Intermittent | J Chronic 1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | ] Acute [ Sharp 7 Dull [ Increasing T Yes
L] Intermittent | (] Chronic CJ Aching [ Burning | ] Decreasing | [ No
[J Continuous | [ Acute (] Sharp 1 Dull T Increasing | [J Yes
] Intermittent | ] Chronic (1 Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute . [ Sharp (] Dull ] Increasing ] Yes
(] Intermittent | (I Chronic J Aching [ Burning | (] Decreasing | [ No
L] Continuous | [ Acute (] Sharp 1 Dull "1 Increasing | .[] Yes
1 Intermittent | [ Chronic (] Aching (7] Burning | [ Decreasing | [ No
(] Continuous | [ Acute {7 Sharp [ Dull (] Increasing = Yes
] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | 1 No
O Continuous | CJAcwte | CIShap  CIDul | Ol ncreasing | ¥es— | W
i B — [ I Tntermittent | ) Chronic (1 Aching (] Burning | (] Decreasing | (7 No
(] Continuous | 1 Acute (] Sharp (] Dull (] Increasing ] Yes
L] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

(PTO)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
— 0 1 2
: : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and L P
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 Moans or whimpers occasional Crying steadily, screams of sobs,
: I al { : I I T J T 1 Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 g 10
- Possw Pain Reassured by occasional touching,
il 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
Wong - Baker (Pediatrics) Above 7 Years -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
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to Appmpnate for Restless, Squil’ming mhmg, klclﬂng cmmy awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli ’ intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,Jess than or
Hypoventilation or baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting yenﬂtator
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1. Completely immobile:

in body or extremity position

Does not make even slight changes

2. Very limited:
Makes occasional slight changes in
body or extremity position but unable

3. Slightly limited:
Makes frequent through slight
changes in body or e.:tremity position

4. No limitations:
Makes major and frequent changes in
position without assistance.

o

3

g

gas
2

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

day and insice room at least once every
2 hours during walking hours.

without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : : % : i w . :
. i - alks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without utsi ‘ \

Sensory Perception

1. Completely limited:
or grasp) to painful stimuli due to

sedation, OR, limited ability to feel

Unresponsive (does not moan, flinch
diminished level of consciousness or

pain aver most of the body surface.

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:

Dampness is detected every time
patient is moved or turned.

Skin is kept moist almost constantly -
by perspiration, urine, drainage, etc.

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

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:

or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
| than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly
Does not take a liquid dietary
supplement.

NPO/or maintained on clear liquids,

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 &

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

Severe Risk : less than 9 |

SOCUINLY TDRA DL IRIC AL 440

High Risk : 10-12 |

Mederate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE Do |8 |1e
Evaluator’'s Name qp mpne sl . g],qwz&

r
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(EHFET T CHECKLIST FOR THROMBOPHLEBITIS bt ol .?:::‘.'1?2‘::352:?::
T TiEIE Wlgdh g
DAY-19 O]7- DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E T8 W LE R I RTE M Remarks
: No signs of phlebitis /
1 IV site appears hea[thy Obsarve sl 0 O O © @) 0 i O
One of the following signs is
” evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula - —
* Slight redness near IV Site Tia — X Tt coa
e =
3 Z:;oe\?:d?;.m"owmg Signs Early stage of phlebitis / 9 S > ;
" . Resite Cannula . —
Pain at IV site Redness - e =
I f ing Si
gvfc(j);:? e Slowing S, Medium stage of phlebitis / "
-4 | Pain along Path of cannula $esrte Ca):mu!a Consider 3 " M e Dl s
Redness around Site Swelling TERamEN 38 e
All of the following Signs are .
evident and Extengiveg: Advanced stage of phlebitis or
5 Pain along Path of cannula gle sjart of thrombophlebltm/ 4 S ey e ay
Redness around Site e site Cannula Consider , B B
Swelling palpable Venous cord Treatment e
All of the following Signs are
evident and Extensive : Pain Advanced stage of £ R,
6 | along Path of cannula Redness thrombophlebitis / 5 il i £ &
around Site Swelling palpable Initiate treatment Re site -
Venous cordpyrexia Cannula
Signature of the Nurse (U | Ly, K- Ton Rt Koadty| S

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 phiebitis.

Signature of Shift In Charge :

R N Name: .......... ‘(j‘\.?\ .................... -

Docu. No. :

RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

Signature : \[M ......... Name: ............. V ..................................
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TR CHECKLIST FOR THROMBOPHI(E ITIS Hospital | Qg eimuneanosns
| 21?1
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | E N E M E Remarks
- No signs of phlebitis /
1 IV site appears healthy Absania cirnula 0 0
One of the following signs is
5 evident : Possibly first signs of phlebitis , -
* Slight pain near the IV Site / / Observe cannula
* Slight redness near |V Site
3 ;:;oesifdm.followmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Cannula i
AREY the oy SomE Medium stage of phiebitis /
g o Resite Cannula Consider 3
Pain along Path of cannula TeS|te atnnu s
Redness around Site Swelling i i
A”. g followmg_Stg_n o Advanced stage of phlebitis or
evident and Extensive : h f thromboohiebiti
5 | Painalong Path of cannula the s_tartco rloné s de fis / 4
Redness around Site ?e site Gannula Gonsider ~
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness }hqumbophlebltlsé : 5 i
PO S WSﬁeSwe{Hngﬁmpabm,, ,rlmate,ltreatment, ,Qite, » ALY ARG g o8] i oy S
Venous cordpyrexia Cannula
Signature of the Nurse 95\11

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 phiebitis.

Signature of Shift In Charge :

i T S T N S S T

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

Signature of Ward In Charge :

SIHNBIIRS £ scdivns b NAITIE ..o srssnesisnn ... ...
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Morse Fall Risk Assessment Form

Hos

Wi

//

Ralnbow
Children’s
pital

It takes a lot to treat the little.

\

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

pate/Time (A2 [1o/376 | o[ 1nc
Choose Highest Applicable Score from each Category e :H = ! / / ] 2 — Fall Risk Grading
Seoe |8 | Comgg 4P

History of Falling Yes 25 o L W
(immediately or w/in 3 months) No 0 O () Risk Level MDTS?I\::E)SWW Action
Secondary Diagnosis Yes 15 |5 I g
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 :

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 )] 0

A0 20
IV / Heparin Lock or Saline ;es “ ot Implement
0 . 0 Moderate Risk 25-50 mgsg::itgnﬁ"

Impaired 20 g4 Intervention
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /iImmobile 0 @) Q@ Implement High

Forgets limitations 3 . Risk Fall
Mental Status -g e 7 1 Hghi Risk - P;evention

Oriented to own ability 0 ©) & Iidsrventicn
Total Morse Fall Scale Score: ¢ o S

Signature £ TUNRL, J2 /}_?, N,

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

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

L] Use chairs with arm rests

L] Use safety straps on stretchers and wheelchairs while transporting patients

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

Muderale Risk (25- 50) Apply all low nsk mtervamlnn and

“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

Assist and/or supervise ambulation. Reinforce to always call for assistance
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v DRLW PRATHYUSHA REDDY Children’s K BirthRight
I Fall Risk A : Hospital _ | () smseorsssrs
Morse Fall Risk Assessment Form e s e e
71
Date/Ti i
Choose Highest Applicable Score from each Category AL } #1% I 1"}_ Fall Risk Grading
Score g Jerea
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) O Risk Level Mnrsal;:g)&:ore Action
Secondary Diagnosis Yes 15 ({ \(
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O 0
IV / Heparin Lock or Saline :es o Lﬁ 30 Implement
. 9 Moderate Risk 25 - 50 Moderate Fall
Impaired 20 :’revenﬂqn
GAIT / Transferring Weak (uses touch for balance) 10 S—
Normal /On Bed Rest /Immobile 0 0 O it ok
Forgets limitations 15 — Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 & B ]I:lrtt;»r'sgﬁggn
Total Morse Fall Scale Score: o= a%
Signature | ¢ Lw"ﬁ‘ﬂ S‘L:‘ﬁ%l‘@\

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

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

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

[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

LI 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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OBSTETRIC TRIAGE ASSESSMENT FORM
Date: .......... 0\ \P(\M’ ............. Time of Arrival: ..... :"".\D ). Time Seen by Nurse: _‘Pl ..... - S

1) Level of Consciousness: ,Zﬁlscious [J Semi-Conscious (J UnConscious

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

] Severe Pain / Moderate Pain LI Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor
[ Decreased Fetal Movement L] Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement . T T ST
3) Vital Signs: Temperature: 1Q ..... Pulse: ‘—'f)_,,, RR: ..2.42.. Sp0, "1"1‘1 BP: .ll.Q)[r’.[OWeight ﬁff
4) Gestational Criteria:
Gravida: G J/ P LIS R i A TR
LMP: 3'1]012& ........ EDD: Qb‘.‘ﬂ}(. Gestational Age: %:f'{'L"‘)l"‘
Uterine Contraction [JYes /3 No | CINA | Onset Time Frequency:
Membrane Rupture ClYes ¥T0No | CINA | Onset Time | Fluid Color:
i . e~
Vaginal bleeding CYes | CONo | CJNA | Onset Time Amount:
ot If Yes specify:
h pecify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | [J No | [ NA Pain Abdomen / Vomiting
Good fetal Movement | cr¥es | [ No | 0 NA | !f Nospecify:
-
. 5) Pain Screening: Numerical Pain Scale (NPS)
i | l | ] | l ] ] l |
| | I | 1 I | | I I i
0 1 2 3 4 5 6 7 8 9 10
n Worst
: possible pain
L) e i TR e B A SRS e Wt TR DN i IS S 3 IR R et TR
0 IR .. o sisssas NV‘/ ........ Days / Weeks/ Months (Strike out which is not applicable)
o ORISR ... DK ....................................................................................................
I = o SR o - b oo o s i s s DR LR A . . B U
B el SRS PR SR LN O ORI A S | <) O LR 0 (B P

6) Past History:
A o SUNEEE SR

b) Medlcal.rt’W(.,“"ﬂ"g\-@L ..............................

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

L 160

8) Current Medications: ;\/Pfenatal Vitamin L) None

9) Prenatal Medical History:

/Eﬂ(o;ze

[J Chronic Hypertension
(] Gestational Hypertension
] Diabetes

Mes R UL . e T .

R I e

[] Gestational Diabetes
] Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[ Category llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
,Zétegory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[J Category V: Non Urgent (Time to Physician: <

Signs of Active Labour

OBCU Obstetrical Triage Acuity Scale (OTAS)

120 minutes & Reassessment: Every 60 minutes)

e Suspected Pre-term Signs of Early Labour/ | Discomforts of
| Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
A Weeks
3 Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks

(>spotting) >37
weeks

; Mild hypertension
rtension > 160/110 s
Seizure activity ﬂ’? or headache, visual | 2 (A0 VATl |
disturbance, RUQ pain symptoms
Abnormal FHR tracing ﬂﬂﬂﬂ;ﬁ:&‘g'
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe « Major trauma « Abdominal/back pain - Ongoing assessment | » Anything that does not
| abdominal pain « Shortness of breath greater than expected in from out patient clinic seem to pose threat to
| « Altered level of » Unplanned and pregnancy , (for hypertension, blood|  mother or fetus
| consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
« Cord prolapse - Nausea /vomitingand | « Minor trauma (minor | - Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress i suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
« Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) » Rashes
Time seen by Doctor: ............. :l ....... Loy
Nurse Name : ................ (\ 1;)\’\\-& ..................................... Nurse Signature: ....\{... [ ..............................................

cmyk—j
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B T OBSTETRICS / GYNECOLOGY R

NURSING INITIAL ASSESSMENT FORM

Baseline Informatlnn.

Admission From: JER ] OPD _E’Aﬁmission Bk, T OGS SPOBIN ..........connssirimasimspur ssszssigsossass
Primary Language: L] Telugu “ English ~ _—=fmdi B R e
Doyourequire aninterpreter? [1Yes  [LNG  ifYESSPECHY ..ot b
Source of Information: ~ _LPdtient [} Family [ Others Sposly . -3t o Ll st finsisasnsss
Allergies: " Yes ;Jdo" [ Medications [ Blood Transfusion [] Food o] - Hhar S it

Ifye5|dent|fy ............................................
Chief Complaints: ................. (Y OL/ .................................................. Doctor Notified on Admission: —Yes _INo
................................................................................................................... Name of the Doctor: ............ %H?\M—‘Yﬂ.
................................................................................................................... Time Notified: ‘4’3??0?"’)
Past Medical History: Obtained From [ Patient” [ | Family Member [ Medical Record [ Other GpeeHY) it

Past Medical History Past Surgical History Previous Hospital Admission

e W' enolelho

A
M"\p
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gvnecologicqi History:
Menstrual History: ........cccoeveeeiczeinnnn. Caesarean Section:/_'Z‘N?J [ Yes Contraceptives: ~ _[No [ Yes
Cervical Cerclage: [ JNo [1Yes Vaginal Dischérge: _=No [ Yes
Onset of Menarche: ......... s A Ectopic Pregnancy: —No (] Yes Post-Coital Bleeding: [ No [ Yes
Menstrual Cycle: .4Regular [ Irregular | Myomectomy: 9[}10’ []Yes Infertility: CONo [JVYes
\ o i

Last Menstrual Period: &J\HJ\P( Others: If Yes Type: [] Primary [] Secondary
Obstetric History: G ...... £\ RN Padcn TR Lol ... IS

Previous LSCS: ........... NO ..................................................... }

Current Medication: [ None | [-Yes, If Yes, Fill the reconciliation form

Family History: 1 No Abnormalmes De cted _
[[] Heart Disease x’ﬁype ns Mes [1 Stroke [ Seizures [ Kidﬁey disease

[ Liver disease ETLEMINIE soiatcnsniioghssssihessstigiorasns sovsoaihissanaiions isasiiasssssb s assbh NS Er s ISR s
Vital Signs / Measurements:  Temp: . A&.. [ HR: :H// RR:.. 272
BP: \M\H( weight: $€.S. Height T BME. T

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

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




BAH-00641787 IP5-00176169
Mrs SHAZIA FATIMA
20-10-1997 28Y8M20D iF)

Dr. DR.M PRATHYUSHA REDDY J

I AT

PHYSICAL ASSESSMENT

General Appearance: /E@nhy L1ill looking 1 Anxious [ ] Agitated LIOthers: ....coooeeeeeee,

Fall Assessmenl:;)es/[j No Score......... é( (complete the Morse Fall Risk Assessment Shegt)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem " Walking Problem —~~THo Abnormality Detected
I Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: o Abnormality Detected
L1 Overweight L1 Poor Appetite > 3 Days | Needs Therapeutic Diet.

_IUnder Weight | Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Zﬁm & Cooperative [ Restless " | Depressed | Agitated ! Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [1Yes [ INO if YES SPECHY .....vvoovveoeoeeeoeeoeoeoeoo Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single Afaried  [IDivorced [ Widow

2. Special Habits:  Smoker: [ Yes [_hNo— Alcohol Abuse: [ Yes [ No— Drug Abuse: [ |Yes [ INo
Social History: Lives With ...... Fﬁ \"J ............................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach =——=Yes [INo Waste Disposal Explained: [ =Yes 'No

Infusion Pump : ClYes LMo Hand Hygiene Explained: ——Yes [ No [ Others
Above information givento ..................... F "\"HW ......................

Name of Person Orientation was givento: .... (’i) n ...................................

Orientation not given Reason: ..................ccc.covveeue 1 L LN .

Nurse Signature: ............ ./ﬁu) ..........................

Nurse Name: ............... ﬂW";P .................
Date & Time: ........ 1\4/\74? ...... Q :{,e L\O Y“)
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

(Postnatal Assessment and Management (to be assessed on delivery suite)

Pre-Existing Risk Factors Tick Score | Tick \ Score
Previous VTE (except a single event related to major surgery) b b ‘:

| Previous VTE provoked by major surgery ;
Known high-risk thrombophilia g

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory - .
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type- -l diabetesmellitus with | =+ i
nephropathy; sicklecell disease; current intravenous drug user |

W W w |

Family history of unprovoked or estrogen-related VTE in first-degree relative 4. 1
Known low-risk thrombophilia (no VTE) _ | 4 1
Age (? 35 years) | + 1
Obesity ; | [— 1or2
Parity = 3 I 1
Smoker ] m | 1
Gross varicose veins -

Obstetric Risk Factors

Pre-eclampsia in current pregnancy .
ART/IVF (antenatal only) —
Multiple pregnancy -
Caesarean section in labour L_jI

Elective caesarean section

Mid-cavity or rotational operative delivery .

Prolongedlabour (? 24hours) ' _ _ i

PPH (?1litreortransfusion ’ R

+0 Preterm birth? 37 weeks in current pregnancy - &

Still birth in current pregnancy ||
Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. | | 3
appendlcectomy, postpartum sterilization

|
|
|
e —1
|

Hyperemesm

| e | o |k | | [ [ N | b | b | -

OHSS (first trimester only) B
Current systemic infection .. _ 3
Immobility, dehydration

Total - ' 3
Signature of the Doctor: .......&.L... W ...................... Date: . /@ 4 Time: ......¢&

ACHON PIAN: .......ooooovevrrvvveervvveenineen )U') wwaboflw P Laasson I8 L2,

e B N ]

Risk Assessment Tool for Deep Vein Thrombosis
[1 [Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.
,‘?ﬁml score 3 antenatally, consider thromboprophylaxis from 28 weeks.
[~ If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
[1  Iftotal score = 2, Hydration & Ambulation.
1 If admitted to hospital antenatally consider thromboprophylaxis.
(] If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophyiaxis
(] For patient with an identified bleeding risk, the balance of risks of bleeding and thrombaosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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takes a lot to treat the little. Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

You are scheduled for aninduction of [aDOr on ...........ccevvereedireneeeeeereneinennes Baeiats . e L (weeks of gestation).

THG e TOE VB IS .. o B L. i PPl _ﬂ.m‘ ..................................................................

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant;

Signature: .. S ...... ZU’* .............. m ......................... Signature: ...~ :
Name: ........ .S\AQ?/!& ................... N R s Name: ..... <-g ...... ... O )
Date & Time: ..... (“5 ....... 1mz%.......fl..‘-.‘.’.ab_pm.: Relationship with Patient: SL? U F N

Date & Time: a‘\:H% ........ @ \%/?W) ......

Doctor: Witness
SIGRANNE: e Signature: ... KM
NEME: ot Name: ., L e o (‘\\21‘\ ...................................

e 8T ... AN DR \4( 26 Q. Fpme

Docu. No. : RCHBH /FRM / CLINICAL / 173
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INFORMED CONSENT FOR VAGINAL BIRTH | mﬁ ”"”” ", ” " TR
r&ﬁﬂr oL Y|

Pl B i T e T L e UHIDING = .c...commiil s el s s
Gender: [I1Male [1FEMAE DA .oovooveeveeeees oSt mseresesseeesassaenssnsanes Time : ......... ... it S

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate anesthesia
may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction, ‘

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious disability,
which exists for me and my baby.

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

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

Name of the Doctor performing the procedure:

Consentee : Sq\& - Patient Attendant

Signature : ...\ DOADINA i SIONAND : ..ovvo.. SRS b s

Name : .. W0Ze L0 e (ol Ftrgalos™

Date & Thkad: \ ‘Sui\l f26. (538, pin Relationship with Patient: .. _g 5474 AR
Date & Time : .......\. W}G(Q:H”’ ........

Witness : Doctor (who is taki consent) :

Signature : ‘(ﬂu\ ............................ Signature : ... SRS . - .yl
L R /fk‘j . T S 0"%&«39

Date & Time : .............. a \[—{r ................... :(’P ik Date & Time : ......... THLU‘ ....... ':]6?‘\_\ .......

Docu. No. : RCHBH /FRM / CLINICAL / 028
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Surgeon : 'a%/ ........ f %)HWL

BAH-00641787 IP5-00176169
Mrs SHAZIA FATIMA
20-10-1997 28Y8M200 (F)

Or, DR,M PRATHYUSHA REDDY

SURGICAL PR L S — VIV R A o~ wainiow: | @ i
Anaesthetist : ... 7 *& pun P s surgery Name : ........ NAL LK., | Children's v 04
SAFETY CHECKLIST Scrub Nurse : &Ims ... | BN In-time:.Dp@o.P.NQut-time: ..... $r_(k)@9 Sas s .“mmm

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Avallable

Risk of > 500ml Blood Loss
(Tml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

/Dw,rs, [JNo
}Yes CINo

/aYes CINo CONA
y@ CNo CINA

a)as/ano CINA

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,

Anticipated Blood Loss? OYes-TINo CINA
Anaesthesia Team Reviews: /5’

Are There Any Patient-specific Concerns? T Yes £ 'No O NA
Nursing Team Reviews: //B

Has Sterility (including indicator results)
/DYE('JNO C1NA
OYes CONo CINA

Been Confirmed? are there Equipment
L(m

issues or any Concerns?
| RSO /a')\\-j.’\ﬂm‘ .............................

Is Essential Imaging Displayed?

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

SIGNIN  Time:.. M.\ 20 1. TIME OUT  Time:.....1.530.(™ SIGN OUT  Time..... 5010

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

Identity CYes CINo introduced themselves by Name and Role [oYes 1No The Name of the Procedure Recorded }‘r‘es ONo

Site OYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “IYes CINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) ‘/sYes CINo CINA

Consent /[XES CINo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked CYes CINo [JNA Correct Site /LZY’eE TNo patient name) ‘}Yes CONo CINA
Anaesthesia Safety Check Completed /LZ?ES CINo Correct Procedure C1Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _AYes TNo Anticipated Critical Events o Problems to be addressed ClYes [CONo CINA
Does Patient have a: /

To Surgeon, Anaesthetist and Nurse:

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

M ‘IZ] No

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




BAH-00641787 1P5-00176169 ‘
Mrs SHAZIA FATIMA

;o-m-m'r 2YBM200 (F) ]

r. DR.M PRATHYUSHA REDDY {alnbow . . -
vommis oo T s | @ einneign
PRE-ANAESTHETIC EVALUATION iospital _ | ) emeoncins
Name: ........ ghaaiﬂﬁa,bm Age: . 2B..... Sex.. P_ ............... UHID.No ‘ ...........................................

i
7 PR O NP TR . - 155 TWIE iy icion s R Proposed Operation: .................... (mw' ..................
Diagnosis: . J’Y\MW 5. f'LPoL\jlxjA-mm,.% o0, hhmom blb 3(:5(.‘0)(%
BPRE HR ... Weight: . é, 1f ASA Physical Status: 01 02 D3 04 05
/ Laboratory Data: ,
GUICDSO; coorsenieroassomsesservons Protein: .......ccoeveeevenvereereas HB s . it I bt TR,
UMBR! vt i DS s isisssiisirsssssasisisas HBSAG: .-coitocaiianies I BB ouvsepsnsiosemnnsasoiassens
Great......... S P LB HCV: . 20 Echo: .
N oot i TR S SR Blood group: ﬁ*\/( Stress/Anglo
K: . : | o S SR r. ...........................
7 %, oA, S Ak phos: ..o T hgseniieessssesssnssssuiss
1R S T A O TBH . iesmeeitinsenssisaien |
-t RO ot 2 L0 SGOT/SGPT: .......ooorvccece Allergies: — — |
Medical History: ~ CVS: _ atlo_Juthaplabla - & A, —s Yot Lot ntls
RESP /A g Diabetes : ‘ g 9 o WAz, ¢
&y ? .
N A /

Hepatic / GE ; I v \éhﬂ'-‘ 2010 A g Physical Activity: é _éf"e
S

U ,pm?u.t.ag bl TN -~CLAVANIE =ty 00 mﬂ.ﬁfz AOM
Past Anaesthetic History: _ Do ’VJ wlﬂmu_ oy /A

Physical Exam: (Wew hefln hmc} M 2

Airway: MaﬂE 34 Mouth Opening )3M Mentohyoid Distance: >ﬁ“" Neck: ﬂ Teeth: (/ ,u.))
s 0%l

Heart &y, () o Plo cold [ gl - Y At

CNS:  Ndued - 3% & :

Pregnant: CL¥6s I No [JNA Venous Access Site/7p) ) ,,,.  Spine Exam for regional
v b LB ’l’
Anaesthetic Plan: [JMAC [JREGIONAL CGA-ETT [JLMA oAt U.M
Peri-Operative Plan Explained to the Patient: (1Yes 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis : J
Water / ORS 2 Hours (3 &%’L\M/

. NIL OFIAL<0mer 2?%0“/
. Informed Consent: tandard [ High Risk

2

3 {

4. Post Operative Pain Managerﬁent: ?Dﬁcussed with Patient
5

. Other Instructions:
................ laeﬂ.es.....&o.sa.,cﬂ.ml.t..... Yaauh € o= ¢

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

Signature: Adf ................. Name: P‘?'rm{ﬂ/’r mi/4

................................................. rssesserensissmmssnsnsunssseniassssassss
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BAH-00641787 IP5-00176169
Mrs SHAZIA FATIMA
20-10-1987 28Y8M200D (F)

Dr. DR.M PRATHYUSHA REDDY

AT

Pre Induction Assessment:

MABL_

ANAESTHESIA CHART

18 ~f

2z

Rainbow" " e
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

4
Change in Patient Condition: ! Yes L«o Fasting Status: M
Physical Status: /D/ Patient Identified [ Gonsent Present B/Chart Reviewed
r
HR: 98, | B.P/CRT: no{#ou;JJ/‘ﬂSpO Kiqr/’l |R.R: RPINA | Last Feed: >/ h,/\
T T
Pre=0P Diagnosls:i: ... cussusisosgoto stsnssststss Operatlon ......................................................... Il ;...
Surgeon: ............. DR ... g oo ANAgSthesiologist: . ﬁ)()-?kh ...................... Technician: ’z—a""’)‘-”‘-"’v
TIME Al gy F AU
N,O /AIR /0, LPM . Y
HALO /SO /SEVO Antibiotic
Drugs:
W BAD -] FovT anM -3&&_&) Suppository
o= -~ 4
= ] EFTEN o ¥ TAaM e - i Alv)tf)lwpw
) o ISRy
o o ! z — 7 W g 1
= "‘L_W 7 Blood Loss L(
Il\’A b0l — ",.e("'l/j A i ‘_ o v
!','sao " / E 1 . T ’P"Lﬂm
ETCO, 8 )7 !
ECG C
Temperature = N(}TEOSo /
Urine Output
Bload lavty
= A G 1 Vel
oo L =
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time =
Totmiquel:ﬂﬂme o
140
Throat Pack In e o la ]
'mroatP:szm 120 Hgfh A ’if— 4
100
80 7
60
40
20
10
0
ABG
LAB Values
| GRS
Others
Equipment Checked and Temp: Induction Regional: ' A
Functional [J HME [ Fluid Warmer ow ] Inhal Eﬁjf’trgm&/ Specify: v i T ' A
_,-Z." BP [J Cling Film [ OH Warmer O Pre 0, [ Rsl pinal [ Epidural [] Caudal
AT Cuff Site: . ] Hugger's [J Cotton Wool [] Others (0, | TE
O] ArtsSite: . [ Other Position:
) Mask  [1SGA
‘2: 5::1::;3 Lk i [J Airway [ Oral [] Nasal Site: Q\. ‘KT&\A l,.m
O FIO,Monitor Anaes Start: . " ETTH ey B censeeciacasanes (CTTY Needle Size: . % .. Depth: .
] Agent Monitor 0P Start: .. [J Oral [INasal [] Cuff Parasthesia [] Yes E No
;fPuise Oximeter OPENG: oo K D) [ Tracheostomy ] Topical Catheter at skin ..
Lt a,
71 Capnograph Leave OR: oo L DI orermseesteoismmmici g R T Drug Name&Conc Q—CL(% 0E A ) Voo e
] Ventilator Anaesthesia: [0 Awake [ Direct Vision Bolus: ... : J W/t
] Nerve Slimuiato(\ O GA [ Video Laryngoscopy [ Stylette / Bougie Infusion:
[J Monitored Anaesthesia Care [ Fiberoptic Blaci Eval i M’ﬁ'—l'
Polget . VIO Ll [ R R ——— o
Pressure Peints Checked 3 R A o R S .
Line (Size & Location) Transportation to
Eye Care: I GVP: .. ] Bilat = BS ACU Jicu [C] Other
Ol Oint ] ART ] Semi-Closed Circle Relaxant Reversed [ Yes CNe [INA
] Tape CT @ ‘)"ﬁlll ﬁ
[ Padding b e B& 9' b LA e Name of the Ductorpﬁa'r.ﬁfl{ M""\! 3
O [0 Other
Eﬁwake D W. Signature of the Doctor /\.L'"

NS

/



BAH-00641787 IP5-00176169

Mrs SHAZIA FATIMA
20-10-1997 8Y8M200 Z
Or. DR.M PRATHYUSHA REDDY Rainbow"® .

i Shire | @ BirtRaNS

Hospital B
POST-ANAESTHESIA CARE UNIT RECORD
> ' 2
Received in PACU Dy : ... ‘%q‘tﬂWLS - Time Received : .......... 6% T\~ Time Discharged : ..........ccocooocveee

(4 o
L ol ) =d
;ig : T 1f - ! gig IV Cannula Site : [PX/\@K
i 230 230 | [ OMask [J Nasal Prongs
;53 gfg :fg [ Tracheostomy [ T-Piece
& 200 200 | CJ Oral Airway [ Nasal Airway
5 190 190 J =¥ §
180 180
§ 170 170 | Vomiting : Ye 1%1 Drug: 'rff\j‘ ihedhovers SR 8
160 160 .
= 150 150 NG Tube : [ Yes ‘
v 140 140 | Drain: ‘
130 130
A 120 1 £ / 120 Urinary Catheter:{{”1 Yes ?
= 110
E-, :gg = 100 Chest Tube: J
90 \ 90
% = = Nil Oral Yes [INo
- R R . N SR
% 50 50 O FORIEL . inine s i e s S T o
= 40 ;g
30
v 20 20
10 10
0 0
SPO, ‘
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 | 90
Able tt 4 extremities voluntary or on command =2 e | 7 R
ADI: tg mﬁz extremities voluntary uu;on command =1 ACTMITY 1 9 L H - )/ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to mmp1 breathe & cough freely = E " (L r)/ |
D imited breathi = SPIRATION | . i
o e i 21 9. | % Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 \ i i ician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION (k Q 0'2 space below bP’ the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 0? 3\
. 0 CONSCIDUSNESS |
Arousable on calli =1
quresponding - =0 1T L LAy 2
Pink =2
Pale, dusky, blotch, diced, oth =1 COLOR 7/
Cy:not:]:y. otchy, jaundiced, other = !2 2|0 N
o A o o [ho]l0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
fo \q’ Qo/})rv\, @\' L r5 &Vf
| /‘\
| jopm| o]f0 D | JJnro,
- -
Pain Tool Used: [ NPASS [J FLACC [J Wong Baker ‘Z( NPS Reassessment Frequency:
" 1. Every eight hours for all hospitaliged patients.
Anaesthesiologist Name © ~........ Dﬂ_. [Q?p\.[ 2&4\)\% ........................ 2. For post surgical patient, patient with chronic pain, patient with severe pain

a. Every 2 hours for first 24 hours

Anaesthesiologist Signature: b, After 24 hours overy 4 hours.
¢ Prior to pain reliving qtewemlm

d

Date & Time: With in 30-60 minutes after pain relief intervention

Transferred to Unn by (PACU) 0

Date & Time:.._ \4’( .............. @ W"‘

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:
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Rainbow® ) N
3 " Patient Sticker | Children's | & BirthRight
o ¢ aie s Hospital . BY RAINBOW HOSPITALS

It takes 3 Jot to treat the fitte. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ..ooveeeieeeeee Time: .o Procedure done DY .......oooveceeieeceeeeeee s
CSE /Spinal /Epidural i | E— L RO . S, Technique (LOR/LOS) ..........c......
Depth: ...ooveeeeeeeeee Catheter at SKin: ..........ccccoeeevveieerccnene AT .o csiipisfisasb idessasswnsmmaraannsssesanss
G or R T T T SRS P Sl SR . UNUWSESSUTRS. SEP 15, SRR B SRR 5 (W A
SORNIDE COMBABKION © ....cooailiopebinduiidsmnbinstusilisussisnodeoinrmmnbimssriovsitliiisiii oo paiveeipn

Any other issues :

', S SRS N Dy -1 SORONE T SCE? SRS (010" SERREST LB RAG 8 aths’ bR
1 QRS W R v FPOU O LIS CSPLA. clRINO MO .= RO -1 1) s SOOI . O AN
Time I"“;:Ef/':lgate Bolus (ml) Leﬂteﬁl ol FHR Comments
ght | BP | Pulse
Delivery Details : Time: ..........c...c....... APRAR.. ..o SVD / Instrumental / LSCS (if LSCS Details)
Cathelar Ramovi Dy and 'TID MBDBEIIE -2 e iaiisiesiiinmmssmissmisisattin i s s B R i v es s i
PRI SOUSIMOTIONS ... cixcvrsiomnisusmvinsnissnonssissss iaisiisssii osiabsianssusss i ks manaie soad A RenNavaR OV i o R IR PR s R o

Discharge /Shifting ordered by
DOCIOR SIGNBIEIND: \.......oinemerspssaniaress ibnpunsssansnemsasiasaiysonsnsansiings
DOCIOF NAMOE iuvsosicrvess ittt BasivisesadReetssatlivscsinvesili

Dateand TINe S et s e



%

INFORMED CONSENT FOR SURGERY OR Rainbow” | @ gy oo
SPECIAL PROCEDURE rospital _ | (o

It takes a lot to treat the little.

Patient Name : W(Mm/ WUHTM/ ... Gender. O Male O ale Age : .L¥%
UHID No : FDP(H‘”OI”?"' ‘1@‘1 \/Eem/ Date : ’p‘, .

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.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
z‘bﬁ % upo |

| 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

juarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
.he 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff respopgible for any untoyard eyent thereo h ! ﬂ &w M/ ! [ 44

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.
3. |have had a chance to ask my surgeon questions.
4 | have received all the information | desire concerning the operation or procedure and
| authorize the consent to the performance of the operation or prOﬁydurP.r

Name of the Doctor who is performing the Surgery / Procedure: . MUY
Consentee : Patient Attendant

Signature : .S\\V&\ % o Signature : ................ %

L ,.S'W %‘}\ ........... Name : W&W ............
Date & Time : .......... \G!M%é% Relationship with Patient:

Date & Time : .....\. 0. [(’T{‘L{)@);ﬁ/‘

" Doctor (who ig\taking the consent) :
Signature : ................. ﬁ@y’ ................................ Signature :

Name: .... QL\A/A,C: ......................... . I

Date & Time. . ............] QY. OE. .. f ... i Date & Time - ’

Docu. No. : RCHBH /FRM / CLINICAL / 027
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i o | Qe
Tt takes 3 lok to treat the itde. Your Right to a Safe Delivery

CONSENT FOR ANAESTHESIA

Authorization By: m atient Attendant

Operative Procedure: E‘M%@ ........................................................................................................................................
Anaesthesiologist: ........ D{kaﬂl%ﬁ"\‘/‘g* ST RS S

Please read this before you consent for Anaesthesia

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

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

U HeartDisease ~ [J Hypertension [0 Diabetes  [J Renal Failure [ Multi Organ Failure [0 Hepatic Disorders
[J Shock [J Obesity [J Chronic Obstructive Pulmonary Disease

Declaration by Patient Attendant
o | authorize gnd give consent for anaesthesia as considered appropriate by the anaesthesia team
Q@al Anaesthesia [ General Anaesthesia [ Monitored Anaesthesia Care

e |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 Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery.

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

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

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

Patient / Patien)t At!eJldan - o Witness:

Signature: g}w@”\ ..... Mw@ ................................... Signature:\..g).....

Name: ... W2 TGO Name: ....5=>! “L)C’L ................. Adnaa O@ ...............................
Relationship with patient; ................ 4 QI( ......................... Date & Time: ....... !01'11'10%,-‘}—1,0;7M ............
Date & TiMe: ....c......co.... TR 2\ B0 PN X

Doctor (who is taking consent):

Signature: ..... A&’ ................... Name: DBk CR(JAMYA Date To}&/wlé Tln'llezﬁgpylﬂ

Docu. No. : RCH /FRM / CLINICAL / 021 {26) (PT.0)
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Mrs SHAZIA FATIMA Pt
20-10-1997 28Y8M20D  (F) Rambqw” . i i i
Dr. DR.M PRATHYUSHA REDDY Children’s Birth nght
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’ "I l |" It takes a lot to treat|the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM I‘.
Nationality: ...... ‘ENQJOW, ................

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

1. Anticipated Date of Discharge: \'l)\ ﬂ%

2. Destination Post Discharge:/lz\m

Family Members Notified (Person Contacted)

[ Transfer ‘
Hospital Facility Notified (Person Contacted) '

3. Discharge Status: }BéﬁCare L1 Family Home Care [ Home Professional Assistance
1 Needs Assistance In: Remarks

[ Medication }XYes [] No

[ Bathing ¥ Yes 5 NS NS e e st . SRR i (S TN, .t SN
[ Eating )Z(Yes (1 No
[1 Walking 9/Yes L] No
[l Dressing (Q( Yes L] No
C1 Toileting LYYes L] No

4. Nutritional Plan: |
L] Dietary Instruction Discussed with the: ,
_ L Patient [ Family Member LR Bl ot oo il ‘

by Discharge Planning Discussed with the:

[jﬂenl L] Family Member BRI il T i i eob B Pisssas sevtsrinsgatimntar s B e

6. Patient/Family Educational Plan:
[l Educational Topic/s: .......... Wan .......... &nmﬁﬂ‘.&.@..\ ......... Meetese b,

(1 Patient's Educational Topic/s discussed with the: '
kLPatient (1 Family Member SL0 o W A T B

. 3 |
Nurse Signature: /[H ............................ |

Nurse Name: (\)'N"\ ................. |

Date and Time: ........... Q\WJ/G ..... G Q_ |
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Mrs SHAZIA FATIMA

20-10-1987 26Y8M 200 (F)
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ... 11324 ... Time: ............ 4 A“" .................
Origin: ......... Fiar Height: ... 1SS0 . Weight:..........@ﬁ.—.ﬁ.... M. 33 3K8[mz
FoodAIlergies:......................................................NQ .....................................................................................................

) Diagnosis: e b | Ll o mwiegmwmfwe O

TypeofDiet: [ Liquid ~ —=TSoft [ Normal
L] Vegetarian Zﬁ-Vegetaﬁan

Diet Advised:

[ Diabetic

L] Vegan

A

,en(,rl( Hﬁh P‘K)Jfflf\ bk

\
\
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'Pl_c;da} 0f..... ALK

2...Aoad Slhig o Leilied. G udiide Upucda

\£
o |
Patient’s / Attendant’s Dietician’s
Signature: ‘9 ........... DL\ .................................. Signature: zafh\}, ..................................
NAME: «.veoeereeeeeeenes £ ]\O'fjf" ............................ NAME: oo &QL@M ...........................
Date & Time: ............... “13}"25 .............................. 10 B Q| [ ———— jr{%/lé ................
b éh
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Notes
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