2 . Rainbow Children's Hospital - Banjara Hills

Rainb‘bw . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banj
Children’s ..o ,Telangana, India ,500034.
Hospital : TEL NO :+91-40-4466 5555

o WEB : https://rainbowhospitals.in |

ADMISSION SHEET ‘

Registration Details : LML RN CR TR TR (IR 1

Admission No : IP5-00176119 Admit Date : 08-Jul-2026 Admit Time :05:57 PM UHID : BAH-00641654.

Patient Details :
Patient Name :Mrs POTHULA AKSHITHA Age :21YOM6D

Guardian : Mr PRADEEP KUMAR KOTHAPALLY DOB : 02-07-2005

Gender : Female Religion

Occupation : Martial Status . Married|

Address (H) : DOOR NO - 1408, AW2, NEBULAAVAS , Phone No : 8125082873/ 6305586410
Bachupally Hyderabad Telangana INDIA E-mail : NOMAIL@GMAIL.COM
500090

Admission Details :

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

RoomNo : SW414 Admission Type : First Visit

ContaciDeiails :

Name : Mr PRADEEP KUMAR KOTHAPALLY Relationship : Husband

Contact Address : DOOR NO - 1408, AW2, NEBULAAVAS , Phone No : 8125082873 / 6305586410

Bachupally Hyderabad Telangana INDIA 500090

. S

~ 4gnaturo

octor 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 : 08/07/2026 17:57 Printed By : 020296 Page 1 of 2
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Order No

Equipment Time Time Signature

Date

Q\P( é?’LM punm © S I = Z i’*ﬂg*‘ﬂ)\
al> | o besien pun P | ) ( v (., ,‘f)\\)\%’y‘g S
%\3/ CQ-’L&A(‘ wnt"cﬂw/ S dr X;YPM ( U\ S«c&ﬁ«v‘\




PROCEDURE

Date Procedure Quantity Order No. Signature
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Billing Supervisor




BAH-00641654 IP5-00176119
Mrs POTHULA AKSHITHA

QML  Rainkow® 4 i
QT chidrer' | S BirthRight

IP ADMISSION SHEET FOR OBSTETRICS o

Presenting Complaints LMP: ]0[ lo‘lolS‘ EDD: |:” :}[ 2906

Com< %a\ 3ok

Obstetric Formula: Pyﬁ m:a-'—w/c\o\

Qbstetric Hostory:
T~ pp- 8p- coneptovt—Bioked
al gt o Gh .
Present Pregnancy Record:

N - Arnemia i1 N
. %('Ama}v\

used oved Fableds.

RISK FACTORS:

s “
e o
Height: ...LS.S_.. cm

Weight: S6.. kg

Allergies: Nkﬁﬁ ....................... A
Breast: mormal L1 Abnormal

General Examination:

Consciousness: ( R ch Pallor: '\ ok m\r
Icterus: Cﬂ)}uﬁ ' Edema: |

Temp: a%bwﬂ, PR Q3RPM™M
BP: 66y [:1q) pTR:(D

Corrected EDD: a&fﬂ;{@' GA: ng\u ;

Menstrual History: Regular:.[Z/ Yes [ ] No
Obstetric Examination (on) i ‘*—\‘l @
™ L- 16’ io,')ob)"

Fundal Height: ~ “J €Y

Ut Activity: [ORelaxed [IMid  [IMod [ Severe

Liquor: D\Adeﬁte ] Oligo ] Poly

PP: [ Cephalic [ Breech Others
Head Fifths Palpable: . Ll [ i
FHS: Wrmal [ Tachy [JBrady [ Absent

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

Vaginal Examination

Cervix: Long A Partially effaced [ ] Effaced

0s: Closed Di[aited Acm

" Membranes: ment (] Absent

Liquor: (] Clear (] Meconium (] Blood Stained
Presenting Part: T Vertex O Breech ] Others

Sutton: 2P 04 0100 O+1 O +2

Pelvis: BAd/equate ] Doubtful

ovs: 15, RS BAEQ |
Liver/Spleen: ° Urine Output: (2S¢
able

e L
ﬂ)}-.mxn_m\,,r A l%i‘u’h'l Ceure '}umJ’OL

’

[
1
'
1
1
L
1
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Family History: \ A\ ‘r”&lg\j\ﬁ MJ Surgical History:

Mlo4 Redt S
H‘\b\inl 5‘3“ \ Am‘j\r‘h
Podncn’v Sy rhgﬁleloom%u diluy

N’

Medical History: nof evelashd | Medication History:
N"\ f< ; (o
Plan of Care: Investigations: )
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55
Doctor Name: ﬁﬂﬂ)’\uﬁa ....................... Consultant Name: ..... DYG)Y ........ 5“‘ L“" =

Signature: Cm ......................................... Signature: .....
Date & Time: @/:}JQ;J/LJLHPN\ Date & Tme/)eK%....i\..a{m .........................
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L T Hospital * | () ssmcono:
lﬂmaummh#. Your Right to a Safe Delivery
CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: Dy . P,d(ﬁiusem Reddy Date of Delivery: |{]2.6
Assistant Surgeon: Dy G, s Time of Delivery: 3,33 pev)
Anaesthetist's Name: [)y-- Brsern Gender of Baby: —fe R A/F e
Type of Anaesthesia: FP; &um{ Weight of Baby: ; ‘3 ~9 L sv,
Neonatologist: ). ,\ﬂum AGPAR Score: 4
Scrub Nurse: i BYnqaaltyd NICU Admission: [ Yes /ﬁ No
Pre-Operative Diagnosis: ~ fvivy g+ 9oL
O Elective [JEmergency Indication: ............ 814 O Rl oM
Urgency

] Immediate Threat to life of woman or fetus
[J Maternal or fetal compromise not immediately life threatening
-7 No maternal or fetal compromise but needs early delivery
£ @Delivery timed to suit woman and staff

R N AR N R S NI e
CTG DESCHPHON; ..o RN € e
HONBWaS 2 dOY QIMETNB TBASONS: ................cocoovnnnrncnniimsnnecnneasnerssmsssssssssansessenssssssnsselossessressssssssssasessssmsecsesases
Surgical Procedure:

cem - s

Post Operative Diagnosis: P op -0 Rwvy' UM

Peri-Operative Complications: [\ 1

Amount of Blood Loss: £ J00OnL Blood Transfused (in ML): ~ _

Name and Number of Surgical Specimen sent for examination:

—_—

Docu. No. : RCHBH /FRM / CLINICAL / 155 ‘ (PT.0)




Examination Findings when Appropriate:

Presentation;Z(Cephalic [ Breech W0 R C%r(\lf‘i(cra\l Dilatation: ........... ,/_‘1 ................... cm
Oth PaRIRIIR: s T i o e e iaiios s s Fetal POSItION: .............cveeeeeeeeeeeeeeeeeeee e,
Station: E./S 02 041 00 O+1 0O+2 Moulding: CINone [+ [++ [I4+++
Capub SO O [t +s Meconium: TINone [+ (144 [ +++
Bladder Catheterized : = [ Yes I No Urine: [ Clear - ] Blood Stained

Skin Incision: [ Pfannensteil I Transverse I Midline IR .. s i soonsicusis ey cavanas
Uterine Incision: Aower Segment [ Classical (Ilinverted T 71 J Incision

Previous Scar: [/ Intact U1 Thinnedout ! Ruptured No Scar

Incision Through Placenta: @fs £ No

Delivery of head: .'j:ﬂgnual U] Forceps
s"TClear

Liquor: L] Meconium: [ ] my LI CIBlood [ Offensive ) Not Offensive
Delivery of Placenta: C1 Manual CIBET A ks Lomplete 1 Incomplete 1 Piecemeal
Cord Appearance: ........................ '\) ............................................................ Cord around the neck -~ Yes 4G
Appearance of placenta: ................... M ................................................. Cavity explored ”Jfé’ 1 No

Uterus, tubes and ovaries: ««f Normal (I Not Normal Sterilization: 1 Yes W

Uterine Closure: (1 One Layer [ /fwo Layers
Peritoneal Closure: ] Pelvic L Abdominal
Sheath Closure:

Fat Closure:\)Z(Yes 1 No

Skin Closure: mcuticular L] Mattress
Vagineal Evacuated D’fés ] No
Drain: C1 Yes U’ﬁo LiRemb ...t days [ Await instructions
Ctheter fes CNo  CIRemovein..... Q.H.Wdays C) Await instructions

Swap & Instruments count correct? Q/\‘e{ CINo I Post-op Antibiotics OYes [AD
Intra-Operative Antibiotics Cover: @‘es’ "I No [ Thromboprophylaxis TIYes A0

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

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

@DT%MW ................................................................................................................................

.60\ Bl didtd TV vocnumglol. el R B
OF W kg}} .............................................................................................................................................

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

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

Doctor Name: ...... D{ ....... g Vm ....................... Doctor Signature: ................. @k L( ...............................
pate & Time: ...... A 336, RR-1T A\ .
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POST-SURGICAL CARE PLAN FORM

PRI IIIE. = oo dsiiinnsisssnvisbombopniis sansa iosis bans €TVL U\’C’L ..........................................................................

Post-Surgical Diagnosis: ................... POD Db tHGE - i

Post-Operative Monitoring Parameters /Frequency:

Vitas , Tlo '[2H
Wound Care:
Doy, x uf W
Drain /Special Lines/Catheters:
Fou% X auWnhs

Special Patient Positioning and Requirements:

Con WBUL B cugs o bed

Nutritional Instructions:

Nem x uhas

When to Start Mobilization:

Special Referrals: &

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

G’Ves 0 No

Any Other Post-Operative Care Needed including Required Follow Up

Treating Surgeon ‘3 fm

(Signature & Stamp) Date: QI# ...... Q’ ........... Time: C{ ............

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Mrs POTHULA AKSHITHA
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It takes a lot to treat the fitte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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RESULT SHEET

™

Rainbow*
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
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Date

16

Time

Hb

126

PCV

. Ul |

RBC

R .

WBC

.93

N/L

Platelets

2.5

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

o RS S T W S

~——Not known any Drug Allergies

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

B e Ellis s s turdiusssrniiavmmnsotbssnsidasinssains R I 0 I S <

X (GENERI?E&IP?‘I:TII:%I#y II.EETTERS) (mﬂ?ﬁim (PO, l:a%ug: v) | FREQUENCY h:g,ﬁ?:,i 7';':?5?"3:
1 0 B L T ()¢ —T0¢
2 *‘l : mM “’GJ_-: ‘00 ® D e ﬁ 0C
‘ Oc 0oc
4 ¢ Cioc
5 [JC CJDC 4
6 (1C CIDC
¥ OC CIDC
8 (JC COJDC
9 (JC 0IDC
10 C1C OJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ..., ... QJ,\ ................

..................... BN
F

Nurse Name & Signature: ......... LMoo,

Shlae LT R

Date & Time : ........cccovevereeerennnes 4

Date & Time :
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Sheet No: ............. REGULAR PRESCRIPTIONS Wéight .............. Wand ...t
DRUG [ . PARACETIM ol Tipe |
Dose | Route |Frequency | Start P 1|
dow | pO_| BD 4(4‘% AN
Name & Signature of the Doctor ) __((? / 4
Starting the Drugs: e N 7 o
AR
: /O v
Additional Instructions: LRl | |

/ |

Daily Doctor’s Endorsement by a Sign

Dat I‘

oRus™ (- Ao Tizn?to [l |

Dose | Route |Frequency StT Dt. l ﬂ

ot | o | 60 oWy iy |
Name’& Signature of the Doctor

- ".
Starting the Drugs: B ‘,
M \ A
Additional InstrucMgs/ !Q&, >
AL |
Daily Doctor’s Endorsement by a Sign
—~ DateF \,
orUG: * [ CEF( XML Ti e\“\:‘
Dose Frute Frequency Sta? Dt.
20y FLO | B0 | (o7 NI
Namd & Signature of the Doctor
Starting the Drugs: S
9} Aondicis D2
Additional Instructions: i! r

Daily Doctor’s Endorsement by a Sign

AT
DRUG: J- TRAMADOL  [pae

Ti[ne
Dose Route | Frequency | Start Dt.

b

\ L]
Name & Signature of the Doctor \ | Ao
Starting the Drugs: ] - =
l Fal
JL A
Additional Instructions: s 5 Iy
- a0
Daily Doctor’s Endorsement by a Sign j ,
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Weight ..............

DRUG :

Dater

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tir'ne

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

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doetor’s Endorsement by a Sign

DRUG :

Dater

Tu;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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% :} \%C Drug AlIErgies: .......cccceeevereeereeenene l‘knA' .......... '.ﬁ/d:ot known any Drug Allergies
\

Date of Admission: ......70 1. L L2

FOR THE SAFETY OF THE PATIENT |
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MED#CATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter p‘axisting instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequerlmt recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. |
Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALER# MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Orcllﬂer Palicy.
|

S0S / PRN (As Required Medication) |

NURSES -

DRUG : patey |
Dose Route | Frequency |Start Date N
I |

Doctor’'s Signature | Valid Period] Pharm.

Additional Instructions:

|
DRUG : %f:‘{‘g’
Dose Route | Frequency |Start Date [ l'
|
Doctor’s Signature |Valid Period| Pharm. |
|
: |
Additional Instructions:
|
DRUG : e

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions: |

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

nnus:_LM'. CEf-b TAp M &

Dose R(*Jte Frequency Sta[t Date

L Fen )

NN

r

1l
Name & Slgnature of the Doctor v
Starting the Drugs:

\31,— bR VOATHIVEHA -

X

Additional Instructions:

b3

e

<
A

Daily Doctor’s Endorsement by a Sign

-~

DRUG : Tab PARACE Ta-mo L

Dose

650mg PO QD | 2(Hz

Route | Frequency |Start Date

h &Y

o
Tl oA\
W

Name & Signature of the Doctor
Starting the Drugs:

vl & suqa ~

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: 1ah TRAMADOL

TDiE;% fob /

Dose Route | Frequency |Start Date

wom | Po | TiD | 9(Ha{pfs

Name & Signature of the Doctor
Starting the Drugs

fD( LSW U'N\"‘

o

M

Additional Instructions: \ D
o \vk‘ .
R
AV

ol

Daily Doctor’s Endorsement by a Sign

DRUG: @b DICLOFE piAc %%Z'\uh
Dose Route | Frequency |Start Date ) o
| Po | TD | Al
Name & Signature of the Doctor o,
Starting the Drugs: 51 e ¥
D b Ler Sorra o 7
Additional Instructions: oIy
i
S\

Daily Doctor’s Endorsement by a Sign
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Weight. B.Gﬁp Ward. Blf/

Date»
T TIU‘le I Nurs‘e'Sig. [ Nurs;im. l Nurs;Sig ] Nurs‘erS‘rg.
Dose Dose Dose i Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te S‘tﬂ ft Date Dose Dose Dose ‘ Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dy o oo | ]
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = - fose | pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date» |
VARIABLE DOSE TIUIe NuzsgSig. Nurs&Sig. || Nurs;Sig, l Nurs‘e'Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign
Route Start Date e Oose . s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor f - i fow
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: e - - fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
) _— Dosage & Other ;
D‘ate Time Medication oo Route Signature (PNLlis;U\
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QUL MULTI-DISCIPLINARY PLAN OF CARE FORM ~ chiren | ByBirthRioht
Diagnosis: 7 . P&dm ?f(\uj lwu M KJ—ZZZ_
. ?ia':; Discipline Type Patient Needs / Problem List - Goal Plan / Intervention Signature Team Verification

< ledical nﬁ : ' N ) Nursing
&'\3‘* 1 Nursing 1 Modified FOE\J'QL g O] Others:
< 1 QOthers: O Per-Op : §
L\J‘Q’\ Ol Post Op

0 0 Medi Cinital B e 7 Medi
M Medical O Initial P Al 23 JQJ} ] Medical

| & Nursing 7 Modified Wi :ﬂé C1 Others:
.| O Others: O Per-Op S : &Fg W\D

—

|
O Medical | O Initial - * [ Medical
\0\7}\76 | Nursing 1 Modified pop -| - g{ov diet So&\" F&‘ﬂl«. 3 | Nursin9
7 Others: E{ Per-Op Bk atiss . PW bevn diel LarW2— /_’f’ Others:
QM | Afehpan o
O Medical O Initial ) Medical
O Nursing O Modified e e : O Nursing
O Others: O Per-Op wi b e e LS C1 QOthers:
BRSSO e G
) Medical O Initial 1 Medical
00 Nursing O Modified 1 Nursing
1 Others: O Per-Op O Others:
[J Post Op :
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Part - 1.
Patient's / Learner Language: .............cco.iveeursscesneninenns Patient / Learner Literacy:

INTERDISCIPLINARY PATIENT

/ FAMILY EDUCATION RECORD

+Read [ Write L] Speak

Willingness to Learn: [_L¥es 1 No

W
Rainbow’ . ke
Children's | @ BirthRight
Hospital . BY RAIN2OW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Detivery

Healthcare Literacy: [1Yes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights AU e S [ EL 1 ie SReT  L
Part- Il
Use codes from the list in part lll
" Need ! Designation /
Date Time Identified Information Taught Meckanisnys Comments Signature
Person Taught |  L8AMMIN0 | veaching Tools | to overcome | Understanding
< Barriers barrier/s N
. Q
| i efonnia . ol | -
\),C: 2
j( S l’ :} 4 3
%\ v @ngt{tm Copysl  meqqyye £ L 0 \ \ 2450 'ﬁbaa
¥ e " Lot ~

) AR AN daetion di<k pr l o ( l Sainczl

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver T S NI e e

Learning Barriers:

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

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

7. Impaired Thought Process/Cognitive limitations

8. Responsi

bilities at Home

9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values

13. Cultural/Religion Practice

T DINBES  (SPBRIPERNL . oriviioiosnssiinsciiabiniisnsnsisasssnsanssbisbiaings

12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T. OB SDECHY ...t e T R o 8 L it
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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OBSTETRIC TRIAGE ASSESSMENT FORM |

\

Date: ..... QH\M ....................... Time of Artval: ... Bpm........ Time Seen by Nurse: . 2:2.pm.............
1) Level of Consciousness:.= Conscious [J Semi-Conscious ) UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate) I‘

[J Severe Pain / Moderate Pain OJ Preterm rupture (\;f?embranes/ Leaking Water PV

1 Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor w

[ Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement [ Other Reason: . .L.OL ... F .........................................

i1

3) Vital Signs: Temperature: 98:1°F puise: .83, RR: 2. SR BP; .'.9.'.\59. Weight: .. 5 é

4) Gestational Criteria: ﬂ
Gravida: G PQM L
we: ... A0.110.[a0asT... EDD: . H[ m@&.ﬁ .......... Gestational Aga. L?;&M& .................

JNA | Onset Time | Frequency:

Uterine Contraction [ Yes

Membrane Rupture O Yes [0 NA | Onset Time |‘ Fluid Color:

Z Mo
_#TNo

Vaginal bleeding 1 Yes ‘Eﬂ; [JNA | Onset Time | Amount:
e o

o NA If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting '

i i
Good fetal Movement ,Ei’ﬁes CiNo | C1na | 'FNo specify: ‘.

Pre Eclampsia Symptoms | [ Yes

5) Pain Screening: Numerical Pain Scale (NPS)
| l l l | ] ] | l l |
[ ] | | I | ] I o 1 1
0 1 2 3 4 5 6 7 il e 10
No Pai Worst

, possible pain
B e B T B o s e b i B LD I o .. fiin et s RR 55

PR T R (TR 0 T O YO0 e Days / Weeks/ Months (Strike out which is not applicable)

« Character: ... \..... ° u\

B I s ot o nsicns a i ks koh ikt s s bR b penaessassinsint R e ULy syt S

o I Rl e o s o b e A R i i 3 e e e e B s

6) Past History: :
a)  Surgeries: 'J"I

R VSRR | R S SN RO 1. R
Docu. No. : RCHBH /FRM / CLINICAL / 098 : (PTO.)
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iF)

: \\\H\\\\\\\\\\\Il\\\\\\\\\l\\\l\\\\\

--arr

w 1es  J2"No,

If Yes :

8) Current Medicatims:vﬂ{renatal Vitamin -] None

9)

~/I.E%/l\l’one

Prenatal Medical History:

1 Chronic Hypertension
(1 Gestational Hypertension

[J Diabetes

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

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

(] Category II: Emergent (Time to Physician: <

[ Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
L1 Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

1 Category V: Non Urgent (Time to Physician: <

0BCU Obstetrical Trlage Acuity Scale (OTAS)

15 minutes & Reassessment: Every 15 minutes)

120 minutes & Reassessment: Every 60 minutes)

abdominal pain

« Altered level of
consciousness

= Cord prolapse

« Severe respiratory
distress

« Suspected sepsis

« Shortness of breath
» Unplanned and
unattended birth

greater than expected in
pregnancy
» Flank pain / hematuria
» Nausea /vomiting and
/or diarrhea with
suspected dehydration

from out patient clinic
(for hypertension, blood
work)

» Minor trauma (minor
MVC/fall)

- Nausea/Vomiting and
Jor diarrhea 4 3

- Signs of infection (ie
dysuria ,cough, fever,
chills)

Level3
{(Urgent) .
<30 minutes
[Every 15 Minutes
A Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
- Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
A e Weeks
Ly Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
. Bleeding with/ without abdominal | cramping (<spotting) with cramping
: pain <37 weeks (>spotting) >37
weeks
S : Mild hypertension
it Hypertension > 160/110 i
Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
; disturbance, RUQ pain associated signs and
: symptoms
i . Atypical FHR fracing,
3 Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
Others + Acute onsite severe + Major frauma « Abdominal/back pain - Ongoing assessment | » Anything that does net

seem to pose threat fo
mother or fetus
Cervical ripening

Out patient placenta
previa protocols
Pre-booked visits (ie
Rh and progesterong
injections, NST
Assessment for version

+ Rashes

Time seen by Doctor: 6'!0Fm

Nurse Name Q&&ﬁ» .......................................................... Nurse Signature: ....... N

Date: %[’f’[u

Time: 6 3 1 A
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OBSTETRICS / GYNECOLOGY

Rainbow" . .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to trgat the e, Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT FORM

Date of Admission: %( ..... . S
Baseline Information:
Admission From: O ER 7 OPD \_.B*ﬁmission Desk Others, SPECHTY ..............ccccverermmccunssosirneen.
Primary Language: w‘l"?’félugu Z’!ﬂ;lish [ Hindi DhErS, SPACHY (. Lusiisiveiremimsmbimemiiiinsssians
Do you require an interpreter? [ Yes B T R O B SR SEIOTNN R SR S
|
Source of Information: -~ Patient L1 Family (20 CRR0IS, SPEBITY aiit.citcicnesermesitinsnsind R R
I
Allergies: [ Yes v}Nﬁ’ [} Medications (] Blood Transfusion [ Food O Otrq'er: ....................................
R R, RN T S AR SRR ok 5 SR 'x ........................................
|
T T M N G e ST P S e Doctor Notified on Admission: ~~Yes ['No
o |
...... CN\QBUK.LOL Name of the Doctor: Qxc'ﬂlg\%ﬁ
................................................................................................................... Time Notified: .S PN
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) .................

Past Medical History

Past Surgical History

Previous Hospital Admission

Ay

N\

Gynecology Assessment: (| Not Applicable

Gynecology Surgical History:

Gynecological Historv:

MBRABHAIS HISIONY: ci..ovoveenecesssamsinsarssninsnse Caesarean Section:/E/N'o [ Yes Contraceptives:‘, _lMNo []Yes
.................... RF-%U&&‘ Cervical Cerclage: ZMNo [ Yes Vaginal Dischafge: /g/;.’ﬁo O Yes
Onset of Menarche: .........cococeeeveiiiciiniian Ectopic Pregnancy: )}N'o [ Yes Post-Coital Biee‘ping:,ZﬁJ 1 Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: ,Z’ﬁo ] Yes Infertility: ‘l /'2'1*10/ O Yes
Last Menstrual Period: ............ccocoveneninne Others: If Yes Type: l_]‘l Primary [! Secondary
Obstetric History: G ... oo P R il s, M 8l Pl-ﬂ .....
TSR YD . APTRIIE TR s A S I

|

Current Medication: ' None .= Ves, If Yes, Fill the reconciliation form

[ Heart Disease

(] Hypertension

Family History: ] No Abnormalities Detected

[] Diabetes [ Stroke [ Seizures [ Kidm%y disease

Cverdisease  Cl0ther . Kefk. Sundrome.. Hbandls S&ley Qaugh B ...l
Vital Signs / Measurements: Temp: 98\ HR b~ R 20 W
BP: ..In.t[{;c... Weight: 5by,..., Height: 1&"&‘\ BMIY ...t
Pain Assessment: Pain: [ JYes (o (If Yes, complete the Pain As\sessment/Reassessment"‘Furm)

Docu. No. : RCHBH /FRM / CLINICAL / 151

! (PT.0)
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Mrs POTHULA AKSHITHA

02-07-2003 21YOM&D
PRATHYUSHA REDDY

(F)

i

PHYSICAL ASSESSMENT

General Appearance: .Zﬂﬁthy L 1ill looking [ ] Anxious (] Agitated LI Others: ......cccoeeevneeennnnnnnn...

Fall Assessment: "' Yes [ INo Score 7('@\ (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ /Yes [INo Score.2-%.. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
! Mobility problem (1 Walking Problem o Abnormality Detected
I Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ,Z{o' Abnormality Detected
_I Overweight LI Poor Appetite > 3 Days [ Needs Therapeutic Diet.

CIUnder Weight " Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
.,Z‘tﬁm & Cooperative "I Restless " Depressed [ Agitated LI Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: (1 Yes L0 if Yes SPECHY ........c...oovverrvrrrorrsceresen

SOCIAL SCREENING:

1. Marital Status: [ Single Jﬁm’wd [IDivorced [ Widow

2. Special Habits: Smoker: " Yes ).21@'0 Alcohol Abuse: Yes,EHG Drug Abuse: [ Yes o
Social History: Lives With——43ug. L‘eh ............................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : ;Vﬁ CINo Waste Disposal Explained: .~"Ves [ INo
Infusion Pump : _=Tes [ INo Hand Hygiene Explained: .Z/Yés [ No L Others

Nurse Signature: @i——— ...............................

Nurse Name: Eﬂ\ﬁw\.ﬂb ...................................
Date & Time: 3[*[%@% ..................
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R.M PRATHYUSHA REDDY Child en’s .BirthRight_

Dr. D -
iR

Early Warning Observation Score Chart - Obstetrics

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

Date

Time | 8 [ 9 |10]11 (s) 10|11 1]|2]Ga[\s)e(7)

> 30

RESP
(write rate in
corresp. box)

21-30

11- 20 90 0 P 7.0 g (4
0-10

Saturations

sasoow | [ [ [ | [ [ [ [ P01 Jgell [4%4. [ [a&4- [ JgT- o'l laagl..

<94 %

Administered 0, (L/min.)

40

39

38 =
37 A Pl H F
36 q P 1Yy 1ol

35 :

< 35

2, dws

170
160
150
140
130
120
110

100 : i

20 185 e [, ]
80 |- L L) 2 ¥

70 lh
60
50

40

21ey Ueay

190

180

170

160

150 : 9
140 p
130 )
120 2
110 e A [10 q \& o A
100 v A | X e %

90 - 3
80

70

60

50

e
anssald poojg JjoisAs

130
120 :
110 ¥

100
90

. EL S e e oE

60 3
50
40

‘_
ainssald poojg Jijoiselq

NEURO Alert I | | | I | I | L/i el P | A £

RESPONSE Voice
[(v] Pain
Unresponsive

URINE >30
mls / hour <30

I |

|
=l ) SN A

Protein + +
Protein > + + |

Proteinuria

Normal
Heavy / Foul [T

Lochia

|_Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES o T [¢] Q [3)
TOTAL ORANGE SCORES 0 0 > B
Nurse Initial L~




[

Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.

Complete a Full
Set of MEOWS
Observations

T N

Nk Sl o

Observations
in 30 minutes

~

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

\

.

r

Repeat Observations

monitoring

L7

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

in 15 minutes or continuous

N

v

* The Modified Early Warning Score (MEOWS)
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‘:n?:- :gm:: AKSHITHA )
12-07-2005 YlZJ;: ::Ei,gv . rii{/' ®
L YV PV GUMTEN' | | zianett

/ It takes a lot to treat|the little.

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 0‘“

Time | 8//[9 |10 f12 (123456789f011121 3/a|s|fg|7

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

40
39
38
37 " &
36 UAT \ bk

o : A
< 35

170
160
150
140
130
120
110
100 =
90 o a pe
80
70
60
50
40

190
180
170
160
150
140

= - \6 el
110
T e G

90
80
70
60
50

130
120
110
100
90
80
70
60
50
40

NEURO Alert |V

RESPONSE voiee
[v] Pain
Unresponsive

URINE >30
mils / hour <30

- A Protein + +
Proteinuria - e ST s S ey S S ]
Protein > + +

Lochis Normal
: Heavy / Foul

RESP
(write rate in
corresp. box)

Saturations

=
>
b

2.dway

2jey Ueay

,
¥
>

=
{
'
-
G"’

e
anssald poo|g 21joIshs

-«
9Inssald poo|g J1joiseiq

- Clear / Pink
kil Green
TOTAL YELLOW SCORES © D (@) 9] 7. Q 4
TOTAL ORANGE SCORES ) P (A Q
Nurse Initial (- e 77 [V 1 i el

3
t
|




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

/

s B\ A 8

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\e. o, & \ g
\

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

" Y,

* The Modified Early Warning Score (MEOWS) .
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tetrics

E

Early Warning Observation Score Chart - Obs

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

Date
P
(10

Time 11

RESP
(write rate in
corresp. box)

> 30
21-30

11 -20 \
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2,dway

40
39
38
37

3
ond
D

36

35
< 35

aley Leay

170
160
150
140
130
120
110

100

920
80
70
60
50
40

1al

anssald poojg 21joisks

190
180
170
160
150
140

N

130

120

=
1t
T

110

——t
et
| et
-t

e

100

>

90 S 1
80
70
60
50

ainssald poojg Jljoiseiq

130
120
110
100
90

-

80

70

N

o

60 |
50
40

O

8

NEURO
RESPONSE
v

Alert

N

— ] <

Voice
Pain

Unresponsive

URINE
mls / hour

< 30

Proteinuria

Protein + +
Protein > + + |§

Lochia

Heavy / Foul |

Liquor

Clear / Pink

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
9
. R e
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
Nk i 5
i )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

% B

* The Modified Early Warning Score (MEOWS)
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Mrs POTHULA AKSHITHA sl |
02-07-2003 21YOMED (F) E Rambow i. A ’ =
Dr. DR.M PRATHYUSHA REDDY ; Children’s ‘ B"-tthght
00RO R Hospital figeon s
It takes a Iot to treat the little. | Your Right to a Safe Delivery

[FLUID CHART

| M b
; 7
Sheet No. : ...... @ .................. ¢ |

I
1. All measurements in ml. l

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

Intake Tha - Output :‘E‘ITrIt\r,oﬁ:tgu- .
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Uring | Pedts | Sion.
Mouth | LV | NG ‘l
08:00 am |
‘ 09:00 am \ I‘
10:00 am |
| 11:00am W.
12:00 pm f
01:00 pm |
Total Intake : Total Output : [
02:00 pm : | |
03:00 pm l
04:00 pm L4
05:00 pm ho 2 !{ 0 &C(L‘—-
06:00 pm oo | )
oopn| VY B 110
Total Intake : —y (1K ¢~ Total Output: ccpdl ()— 2 )
08:00 pm .0 ! WiBEEL
. 09:00 pm -M@h [ w1 D gﬁ:
10:00 pm g O ‘ , 1 0 kol
1:00 pm " ~f ‘ ] o Mﬁ(
12:00 am nBe) D lsdigl
01:00 am 0 ] ©  kedlnd
Total Intake : -Lﬁjcm ~ Total Output : pa)AQfA e —31.
02:00 am %) & IRV IR P TR
<o/ 03:00am - TR
& [o00am | U (15, 0 | (00 1o y
< [o500am| g L toow) @)
O~ losooam | | [\ P U:OkQ o O
07:00am | P U < by | (nown 0y

\Total Intake : A\ €\ U Total Output : @a.%ej{ b(,—j_

¥
\\m hrs. Intake Tacn - Total 24 hrs. Output m— s U—%F

‘RCHBH /FRM / CLINICAL / 092



BAH-00641654 1P5-00176119
Mrs POTHULA AKSHITHA
02-D7-2005 21YOMED (F)

THYUSHA REDDY ]
Rainbow®

VT - _
I FiLUD CRART) e

Sheet No. : ........... . q 3/( Qe

\

#
=

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Binhnight‘

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

Intake " ~ Output wse Ll
Date Time ga}ﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E’Eg I\S"ijggé
Mouth | LV | NG
08:00 am Lt o 0
_109:00am 70 /O
N 10:00 am 0 4
11:00 am o %, Y
12:00 pm 6 /
01:00 pm o ( TR
Total Intake : Al Total Output: ; )
02:00 pm o \ ' D W
0300 pm G e o \ ool O | AY
of | V4t0pm N : N\ b ol O f
0\\ 05:00 pm N I i i o \
06:00 pm iy b N D 1
07:00 pm Pl \ IR
Total Intake : /Q{SI‘J\ ey Total Output : hm .
0800pm | X | 1, | 10 % a
0900pm| pA | , ‘[q&t Lo | o
o [mm 0 BT on, ; 99 [0
A\ 1to0pm| pg 1contt /2t : e
1200am | pL [ 0o Ty
01:00am| RC Joanl 0
Total Intake : 7 A/<&- Total Output : py —¢ gl — Ny
02.00am| £2L (oo | : b grL—
B0an| py |BAN, pont ’ eomd g
C\\(X. 04:00am| RL |oont Np o :
0500am| 2L (oot : AT
06:00 am He |/ . S:'
07:00 am b7 - o
Total Intake : 7 akln Total Output : U —Jovt/m— Np
Total 24 hrs. Intake Tk on Total 24 hrs. Output [;: "‘;L'WM'L

Docu. No. : RCHBH/FRM/CLINICAL/092
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Mrs POTHULA AKSHITHA

|

t//

. Rainbow” o BirthRight
oL T Hospital S i
It takes 2 lot to treat the little. Your Right to a Safe Delivery
[FLUID CHART]
Sheet NO. : ......... @ ............ \Q\Qf\qb |
|
1. All measurements in ml. |
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake e;nd output.
il 'mn i O“tpm IV Site
Date | Time | Naure Route NG | Diarrhoea | Vomit | Drainage | Uring | Phiebits | Sign.
of Fluid F Score | Nurse
Mouth | IV | NG . B &
0800 am = | a00| o [~
&09:00 am W)™ ' 2 \l s
,& 10:00am ¢ X7 o 11
\Q\ 11:00 am . o 11 O -
1200pm A 00 L 0 1) aeds
01:00 pm bl G
Total Intake : | by A Total Output:  \; —_/nA — 0
1 02:00 pm ) T|‘st'6) ]
¥ 03:00 pm H20 \ 1 o vl
oX | 0400pm o LT 0%
¥ [o00pm (A rew 11 O Qo
06:00 pm | EEE
07:00 pm Hoo ‘ |l o o
Total Intake :  “Tolorn Total Output : O -85
08:00 pm _ i .
V\‘ 09:00 pm WCLM - l 5 %ﬂﬂ}
\(\ 10:00 pm it W | o )
11:00 pm WA o iy
12:00am 1l p (@ﬁ
01:00 am W &l T
Total Intake : <\ }/1.9 Total Output: M — | A~ 3
0200 am ) R % la
03:00 am WO o |[%2uly
\l)“ 04:00 am i A W i
\\ 05:00 am oA [ 0 | {ndn
06:00 am ¥ R L
07:00 am 0 |Gt
Total Intake : <[ O\ Total Output: v\ € -0
I
Total 24 s, Intake | <, Total 24 hrs. Output |\ ,l] n-b

Docu. No. : RCHBH /FRM / CLINICAL / 092
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Mrs POTHULA AKSHITHA

02-07-2008 21Y0M9D (F)
[ Or, DR.M PRATHYUSHA REDDY

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

HE

"%
Rainbow®

non. | @
(FLUID CHART]  fospiar - | @i

BirthRight

It takes a lot to trest the itte. Your Right to a Safe Delivery

A

1. All measurements in ml.

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

Intake

_ Output - [Twsite

. Naﬁ“‘e
Date Time of Fluid

Route

NG

Thrombo-

_ i ; : hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | Poebit Nufse

- 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 Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




I"",.E " Chirdrens | @ BirthRight
iy NUBSIS SARE NS o e—

Shift: ) Morning Mﬁmoon (I Night i e . E’F ?r'..[% .....................
ABBRRNERE ..........c...ooooiucoimmiiiih ’ﬁ(uot’ba"‘”‘} ........... eay. ... f '—Qm“’-’j .......................................................................................................................................

e | [ Maintain Airway and Oxygenation T Relieve Pain & Discomfort _=+"Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
E &7 Maintain Personal Hygiene A=Prevent Infection [0 Meet Elimination Needs _Ensure Safety (] Early Ambulation Reduce Anxiety )] Patient & Family Education
S | [ Identify Potential Complications BT R M S (RO S Rt - oI L WO ST R W SRIGRE B

Time Plan of Care Time Implementation Evaluation

v - efted [be —Gepesm Cond lig,

0 s Db (e P-i tl'!ﬂ l'__. »

Eﬁ i P;(w)\ ' Pdc;er)t' tabay

6 Mgy 660 | W Modlered 4 fecorded
= O’ten?(on \or(ch‘ g'.cp

§20¢m | NST 6139_?"" -3 AT Boq'{j : Co«rfo;(ige

: T i C\f‘ CAJ"CD-({::Q& a&mfrs‘v&{e:n a-.{ A

-#frr) ol %dm?n?((;! (“leonLA(t";: %00

Jer chas\”
Qrm . C\(‘mﬂ ab -—-ﬁn'\d balan e 65 P ZFLwd balana roz?nia?oenf
L R N~ 1 R e A M e U e R A AT
........................................................... Re-msevmenl doce - Rl way Condalalle """
S SOTTRCRRRSE ] 1 SR 1 SO L1 <RI : | oM SRR T R T S I P

Docu. No: RCHBH /FRM / CLINICAL / 148
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-07-2005 5 = ®
21Y0Msn Rainbow .
Dr. DR.M p| (F)
RATHY. e Children’s BirthRight
Hospital o st
ul 0 a Safe Delivery

T NURSING CARERECORD === |

Shift: [ZlMomihg - [ Afternoon nght ‘ 0} [ .

BRI ... tonissaisifassomsiipunisansosisassss ART Eotes e e chv s s sa SR
e | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort ,Elﬁmam Fluid Balance [J Improve Activity Tolerance amtam Good Nutritional Status O ain Skin Integrity
E aintain Personal Hygiene /Zﬁe\rem Infection [J Meet Elimination Needs /Z/Ensure Safety O Eaﬂy Ambulation Reduce Anxiety Patient & Family Education
S | [ Identify Potential Complications (0 AN MBS, SDBBHY. . o iv i dunsttine e e stinhamn it msais e ma imn i it sl M SRR SRR A SR RAS DI RESOA SO Ss a0 9843
Implementation Evaluation

Time Plan of Care Time

2 = v’rt\sa N ed e oéctm}
pPM Hryre F&LQ& g >M€MMQ\\° P@&QQN& LA

R XReon)

NG &9 (o 30(”7 c:/) mr\\'lrﬂefgd f.L&Q) C,lACCL:D ‘ (5 \

l]-'&‘h? M’LQ, MQ&\CO&G‘O 1%} 33\ Mm\(\g e mec \CQ_,
)
oA #or

b
S ngm(\ @%"“‘“‘& *‘fmmdﬂgo i PN“N& |
~ >mMQ _SD\&?&‘D ne< oY) 1:30&1’) Jém)u&ﬁ.&cﬁaﬁ Smﬁe;% heech»]

RE-ASSESSIMENT: ... S PN €A

10pm’ Ly Mon

'L(-\——rq

=)

[v

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

Nurse Signature: T Nurse Name: .......... 5“-"\‘;&"‘*1.«9\ .............................. Date & Time: oqloﬂ%@%aﬂ .......
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" Children’s BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

_ "W NURSING CARE RECORD Hoselal.

T e e Rl G s

(7} Maintain Airway and Oxygenation [lReligve Pain & Discomfort [J Maintain-Fluid Balance ] Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity

(]
E () Maintain Personal Hygiene 3 Prevent Infection [Cl<Meet Elimination Needs [ Ensure-Safety [_Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications BTV oy o TN U AL W o S SN O Dl R e

Time Plan of Care Time Implementation Evaluation

L Vonilsr rale ¥ Wenlied s
lodh I -’Mmra N‘,chcatﬁ')f) “4«1__%@[& Am;}}{ajn‘oﬂj % ?M gj
4 | '
Gde e 3y, Podided it Qtle

o, ¥
¥ M[)vi[fb(r N < o MONZ[D‘:Q-—CL y

tm'@%%ﬁ*f%ﬁ-%w@@wgw.
T —— i fﬁ_, .- ...... . .................................................................................... e

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

o

B ki A A AU il s R i s Aol AR O S R AR

........... B e Rl () ey TG S
fIss Signature: ............................ . L ORI ......o.oniiivsscsonsaiionaion %WC@WQ Date & Time: ‘7/9’(%&773 .......................



ekl ‘Blrtthght

1P5-00176119
Children’s
Hospital BY RAINBOW HOSPITALS
mmmmmmmmm ittie. Your Right to a Safe Delivery
=

:";.::"'i\ m\\iﬁfﬂ\’i\u\\ | NURSING CARE RECORD

Shift: 1 Moming [ Aft 1 Night :
[ Maintain Good Nutritional Status [7] Maintain Skin Integrity
[] Patient & Family Education

Assessment:

o | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [CJ Maintain Fluid Balance [ Improve Activity Tolerance
E [Z] Maintain Personal Hygiene [_] Prevent Infection ] Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety
& | [ Identify Potential Complications B e e ey o e L o A B L Ll S L

Time Plan of Care Time Implementation Evaluation

O’bg )
' ﬁ%@%ﬁﬁ Hre YOU
O

MQM Ao ‘?"’[\'COY&‘EJIO\ 970
P |
vide] ooy (Pé =

o MGV\\)\%@L \h-Lﬂ)S :
OST 4 ( ‘3M7Ng7 CLLM,
o Cliectt momEogy | el Wﬂﬂa@%&m prﬁuﬁuﬂk
1=

-
(
) YW ), 5 ;SB\ p wmwﬁ&/; J/% \

Nurse Signature: ............... f— Sy NUPSB NS, ... R P L icssssasssinns

Docu. No: RCHBH /FRM / CLINICAL / 148
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L 21YomM8D F
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M

sk, ANight Date: Q/?’/ﬁﬁ@ﬁn”? :
T R SRR ST, Fatrcnt . deend. . . 22.. Rave. fat A ————————
e | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort [J Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
'g [C] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [0 Ensure Safety (] Early Ambulation Reduce Anxiety [] Patient & Family Education
& | [ Identify Potential Complications L P OIS BTN .7 ol vnvivbain ok s R o s S i i 6w e D S o 3 S R i Gl 4 £ 5
Time Plan of Care Time Implementation Evaluation
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176119 Rainbow* . -
o Children’s ‘B"'th""'ght
| H BY RAINBOW
s nox | NURSING CARE RECORD rospital. | LTI
r. ORM

\\\'\‘\\\\\W\\\\\\\\\\\\\\\\\\

Sl — ruomioon ) Night ; ; Date: [D/—}fd/é
ROSRIER ............... i e o £ s P MLTWAQWWW ...................................................................................................................

i ?ﬁntaln Airway and Oxygenation flﬂﬂ}a\«e Pain & Discomfort [J Maintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status O intain Skin Integrity
E ] Maintain Personal Hygiene _+Prevent Infection ] Meet Elimination Needs ‘Q/Ensure Safety [] Early Ambulation Reduce Anxiety - Patient & Family Education
S | [ Identify Potential Complications e 1 L e e
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Children’s
Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: DYRM%U.&‘:\O\ Department: ... 2K S.........vrernrcd Date of Admission: Q{*[%
z Diagnosis: Any Infection: [ Yes ,lzrﬂo J Not Known
'5 %’m"la-swﬁch ,Zﬁ’ff\)‘q [Cnmc lof M YBE SPOCHY: ... ... e oremcercossansenssanssonsnsncanse
% Sob 0 s sl
2 | Area ¢ D) Vd 7] A
3 Shift Time f\ﬁﬂﬂ C%,{"’“‘o AN B X o 59| DA
S ; 3 s \ X
;, Medical Condition o
= A ial condition to be noted): :

(Any special condition to be noted) 7 N Rjﬂ( \&P/ (J@ k! &y
£
Allergy: O Yes &No |0 Yes (NG | Yes D)k( O Yes CINo | O Yes‘ﬁN/a O Yes Do
Tubes/Drains/Catheter: 0 Yes ;200 |0 Yes (NG | O Yes O O }V@M‘Q\fes No | 0 Yes 2o
Vital Signs: Temp: | Qg.PF | o€ A § o\\ﬂ'\dy Q‘(Avfﬁ'b A8-1 | ox. s

= Res: | som | tablm| JON)| 20 WD 994n| | b i)

% $p0,: | oot agd. | AP Yk oo/ | A&y,

é Pulse: | @>m | g¢blm @OL)\\'Q £ b \N:"_ E'P‘H" QG

2 8 Lo [wafeq | \goptw [\0\DD ] 10P 1,5 |

Fall Risk Score: | 20 90 90 28 5) 2C
Pain Score: | © o ) & o 4 ol (0
Safety Needs: | Qs <, s’c&f;\‘g LE ‘ZS% 5\ (jj \ gm s \em] ¢

e Physiotherapy | Yes #No | Yes (JNG |1 Yes No | 0 Yes<TNo| 0 Yes,#/No | O Yes 01 o

g Others Specify: | N9~ NI T N o KT,

E Special Diet: | Yes.=o |C Yes Do |1 Yes C)No O Yes O No T Yes Bfﬁo 1 Yes E}NK

£

S |Other Special Orders / Medications:

g g | P W V& T W N
Post Operative Procedure Special Orders: | N7~ S .)'g @g— ‘JI?‘ N
Handed Over By Name : nQa&W“ A M ‘ (&'\ %y’( [ﬂl‘bc[

£ W L[
Signature : @/ ‘g/‘ }@‘9{ 1‘2/1/ ; ‘qy | ﬂk{:‘)
Date: Q1314 U\Y‘\" O\}B\m Q\OA | lo }?{ P 1
Time: P pm eth | ¢aa] Tl @8m-| Dopr)
Taken Over By Name : M w A /.,\ | W MOM(ELG
Signature : A AN ol ¢ [l o# | 41
Date: gl (24 0\\\23\\» Q\M Qlalsb | @2~ | lo|F
Time: gpm @A &“U‘ (@ S | i
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Rainbow®

Children’s

Hospital

It takes a lot to treat the fittle.

NURSING SHIFT HAND OVER FORM WARD
Treating Doctor: ....Y0€..... MM .............. Department: 5%\/0 ................ Date of Admission: ... )3}&

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

= | Diagnosis: Any Infection: [1Yes [INo &flot Known
(=] - . .
= PR vaenida l%f( w “’Q’/"’( TR R S e A
E Comar J}M\ I oL
T
2 | Area Ve SZdly
= : s); % ¢
= A5k &\
g Shift Time v*M q‘('%((o
* | Medical Condition
= | (Any special condition to be noted):
g | o
Allergy: O Yes & No | Yes L‘A(o OYes ONo | Yes CONo | Yes CONo | Yes O No
Tubes/Drains/Catheter: [ Yes (N0 |CJ Yes 2'No | Yes C'No | Yes ©)No |1 Yes CINo | Yes CINo
Vital Signs: Temp: Qe |{ [4f- 17
= Res: \q‘ 2.0
= S0: "Qy o | 99
g Pulse: $ 5{ | b/m
2 BP: | {6y | gl
Fall Risk Score: i o
Pain Score: hp | ol
Safety Needs: K{..ojf) NS
o Physiotherapy | Yes 6 | O Yes =No | Yes [1No | Yes C)No | Tl Yes C1No (] Yes (1No
S =
g Others Specify: | Q) vk
g Special Diet: | Yes CLNo |l Yes (=No |1 Yes [1No | I Yes [INo |1 Yes C1No | ) Yes I No
E T
8 |Other Special Orders / Medications:
= ' ‘Nf\
NE
Post Operative Procedure Special Orders: NS ~ A
Handed Over By Name : ,b%ix/\*b
™ ol ﬁ\ﬂ—
Signature : @ j@
Date: 101 [, ‘A\QL
Time: (D& pen @ M
Taken Over By Name : W %‘y// v
Signature /S\M , (J;/ﬁ
Date: 1ola\ok W\
A )
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PAIN ASSESSMENT FORM et | W e
Pain Score X Modifying | Patient / Family ;
Date Time (0/10) Location Duration Acuity Character Pt Sdecited Intervention Sign
[ Continuous | [J Acute () Sharp (] Dull [ Increasing O] Yes t 7k er (t
8{%{% 51 O/ © e ] Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | [ No - add.
| Ob.cesvaldn
[0 Continuous | [ Acute (1 Sharp  (J Dull [ Increasing L] Yes (ndoer
8“#{7‘ 0 ([‘5 N . . Achi Burni i e Fadlo..
[} Intermittent | [] Chronic CJ Aching [ Burning | [] Decreasing | [ No Dlates v (=
(o) [J Continuous | [] Acute (] Sharp [ Dull [ Increasing ] Yes
20 Lo | |
S[’f( aA4fm | oo peA®y | O Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No b teruaNenn 'BWAL-‘-X-\
, ; NO [0 Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes UWAQL .
8 ,&h’% t r") 7 l e f:of-tﬂ ] Intermittent | [ Chronic (1 Aching ] Burning | (] Decreasing | [ No 7 ’SeuAL%
ohseyvak rao '
\ g/{ " 0. , N [] Continuous | [ Acute (] Sharp (] Dull [l Increasing | [ Yes o T ¥
alto Aching 1 Burnin O
q t [ Intermittent | [ Chronic ] g O g | L] Decreasing No ol s OJ\NJW
\ >({ 2% Mo 1 Continuous | [] Acute . (] Sharp ] Dull [ Increasing | [ Yes (s
o ! BP«#V) Ol (o fvmr) O] Intermittent | CJ Chronic (] Aching [ Burning | [ Decreasing | [ No F e})Ua.gCCQ) M.OQ.L%
(=]
AJ,:LM ] Continuous | [ Acute (] Sharp (] Dull [J Increasing [ Yes O A »-\_a&
£ ’} : i ',Q
e ‘3{[1} 6 4™ i’ b pen | O Intermittent | [ Chronic [] Aching [ Burning | (] Decreasing | [ No q“t ver S LaA,
~
\ a){n,ﬂ 2 o\ (o jore ] Continuous | [ Acute £ Sharp (1 Dull CJ Increasing | [J Yes e g
< e [J Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | ) No ob M
' 1 Ng | O Continuous | CJ Acute (] Sharp (] Dull [ Increasing | [ Yes 11Nador
\ ) Intermittent | [ Chroni (] Aching (7] Burning | (] D in ON {ﬂ*‘*j
\2]?6 [Oq"rm dlle Pﬁltf) e ronic 0 g ecreasing 0 O.bqé ﬁm
\ (I Continuous | [} Acute (1 Sharp (1 Dull () Increasing | [ Yes Lin (LV, ik E
O‘(D I B";\ [J Intermittent | [J Chronic (] Aching [ Burning | (] Decreasing | (] No ‘OM P

4 brhe 1

uency:

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.

(PT.0)




s

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
. CATEGORY
0 1 2
: ; 3 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
Activity rnoyveg gasllyy : fogm. tenge . Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 | ] 1 1 1 L l l l Moans or whimpers occasional Crying steadily, screams of sobs,
I T 1 1 T i T 1 1 1 1 Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 ] 7 8 9 w;em
Spp Possible Pain Reassured by occasional touching, .
Content, relaxed hugging, or being talked o, Difficult to console or comfort
Consolability distractible !
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
o e 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 B 10 stimuli Inconsolable
No Hurt Hurts Little Bt Hurts Little More 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 | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent. Continual.clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BR 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 ventilator
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PAIN ASSESSMENT FORM 2 | W i
Pain Score L : A Modifying | Patient / Family Sian
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention ig
b [ Continuous | [ Acute ] Sharp [ Dull (] Increasing I Yes
\c)k\. AaA ) \b NA&— | [ Intermittent | I Chronic ] Aching [ Burning | ] Decreasing | [ No A M
A ‘ \
,\b (] Continuous | [ Acute ] Sharp [ Dull (] Increasing | [ Yes
O\\{’é\ \\ " M O \ \Q NQ— [] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No K P L/cj@(’f
N ‘ ) L} 7
N-Qr [ Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes
ot\‘jx\b ) [ Intermittent | [ Chronic ('] Aching ] Burning | [] Decreasing [ [ No
o 1 Continuous | &=Acute ('] Sharp ] Dull (] Increasing O Yes Wa/ _%L
Uo)s }/DM . d/ 1o m-w‘!b‘;' (1 Intermittent | (] Chronic (] Aching [ Burning | [J Decreasing | [ No "“Yur
p 6 g/,o sV . | [ Continuous | [ Acute [ Sharp ] Dull (] Increasing | [J Yes Ay ;. PP
9’9/96. arnm ] Intermittent | [ Chronic 1 Aching ] Burning | [ Decreasing [ ) No g
[] Continuous | [ Acute . [] Sharp ] Dull [ Increasing (] Yes A
A | N | Ao,
] D 19Bm| Ollo | N®— | O intermittent | 0 Chronic | [ Aching 1 Bumning | [ Decreasing | (1 No
[J Continuous | [] Acute [] Sharp ] Dull [ Increasing | [ Yes
%/ Y Wr ! , 75
%’7 / © [1 Intermittent | (] Chronic 1 Aching (] Bumning | [] Decreasing | [ No
[J Continuous | [ Acute {] Sharp [ Dull (] Increasing | [ Yes -
Vi PaV < jgﬂ
2 G’/ q g?@ o Z W (] Intermittent | [ Chronic [] Aching [ Burning | (] Decreasing | [ No
1 { ,’} v ; PUNE H o [ Continuous | -Acute 1 Sharp 1 Dull’ [1 Increasing | [ Yes At 2’;,[0;/
[ Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No
| I Continuous | [ Acute ] Sharp ] Dull [ Increasing [ Yes 3
A / 7 | b olw| nA st R red . . 5 144§ W
[J Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No

Re-assessment

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.

(PT.0)
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| PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 23 .4
; No Particul g : Occasional Grimace or Frown, Frequent to constant frown,
e 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and z 2
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) , |
1 ] 1 1 1 1 1 | 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I 1 T 1 1 i 1 | ) 1 1 Cry No Cry (Awake or asleep) i i
0 1 2 3 4 5 8 7 8 9 w], 0 complaint frequent complaints
A PossibIr:tPaln Heas:sured by pcca_sionaj touching, .
! Consolability Content, relaxed hugging, or being talked to, -+ | "Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) \
Assessment Sedation Normal Pain / Agitation
Criteria : =
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
.t NUSIEI © Horts Lt More < A oLk b 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
maovement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
» Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BF 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _ven!ilator
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Maobility

1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or e.tremity position
independently.

Z
Rainbow® v e e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot o treat the Wil vmrn»qmmasnr.wiaq

r -
Date: |24 |< };%a%%fl T2
Time : 3?__.._* b Qv,‘v Q

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

@ b

T

“Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4, All patients too young to ambulate;
OR walks frequently:

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

ﬂ,

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

.
i
1

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski r:ci's“::(mg 8ed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
10 mois?ura Dampness is detected every time 8 hours. every 24 hours. cr
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: -

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

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

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

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other

in chair or bed most of the time but
occasionally slides down.

devices. Maintains relative good position|

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

Nutritional Usual
food intake pattern

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs for more than 5 days OR

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.

—{—Proteinintake includes only 2

servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

2.1 ]

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

_generally-eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals

(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

for age OR eats over half of most meals. |
| Eats a total of-4-servings of profein

4, Excellent:

Is on a normal diet providing adequate

calories for age. For example, eats
_most of every meal-Neverrefusesa

meal. Usually eats a total of 4 or more

servings of mean and dairy products.

Occasionally eats between meals.

Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9
Docu. No. : RCHBH /FRM

| High Risk: 10-12 |
/ CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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1 Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
i to altered mobility, consider occupation therapy referral for advice
| ! Regular Turning Schedule : :
l ] Enable as much activity as possible High density foam mattress
15-18 | At Risk ' Protect the heels Gel pads for high-risk areas
; Use pressure redistribution surfaces ARSmation siaamEakithics b
| Manage moisture, friction and shear A it d
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
| o, Use the Same Protocol as for “At Risk” Patients el =
| 13-14 Moderate Risk & : e ' : Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
| Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Mobility

iy, " .

Date :
Time :

wocs

in slight changes
in bouy w. - ly position
without assistance.

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or e.dremity position
independently.

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

"Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4, All patients too young to ambulate;
OR walks frequently:

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

tc feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

4

3
9
4

skir:ci.s“::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L}_
ool sgur @ Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

a complete meal. Rarely eats more
than half of any food offered.

| Proteirrintake includes only 2

servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

2.1 ]

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

OR rarely eats a complete mealand |

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-of4-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

refusesa

meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:

Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate

position changes.

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
% Regular Turning Schedule _ _
i Enable as much activity as possible High density foam mattress
1518 | At Risk Protect the hegls Gel pads for high-risk areas
| Use pressure redistribution surfaces AR e o or s S
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
\ | High density foam mattress
l ; Use the Same Protocol as for “At Risk” Patients g
13-14 ; Moderate Risk _ ; Gel pads for high-risk areas
. Position patient at 30 degree lateral incline using foam wedges :
; Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
‘ Make small shifts in their position frequently Alternating pressure mattress overlay
{- =
Use same protocol as for “High Risk” Patients High density foam mattress
Lessthan9 | Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay ‘
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L CHECKLIST FOR THROMBOPHLERBITIS ) ﬁﬁ%mﬂ.
dhfl 195
DAY-1 DAY2 ' DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E N Remarks
; No signs of phlebitis / O
1 IV site appears hea{thy Oh karo narusis 0 0O O O O 0 O ®)
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 b —
* Slight pain near the IV Site / / Observe cannula " i AN o o
* Slight redness near IV Site
. ;";"BSI’ Vo, 5 Early stage of phiebitis / 3 i i
Pain at IV site Redness RRste e S e 23l e
o g s, o Medium stage of phiebitis / B
- 4.1 Pain aloﬁg Path of cannula Resite Cannula Consider 3 r et e oA AL
Redness around Site Swelling Treatment o
following Si
‘:yi:;r:? {;ng Sx\fgr];gsiaag:n L Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4 — < A
Redness arourid Site Re site Cannula Consider P i o 3 S
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Adyancid stage of - 7 S
6 | along Path of cannula Redness | trombophlebitis / 5 o W e
around Site Swelling palpable Initiate treatment Re site b (-
Venous cordpyrexia 7Ca_nnuia
Signature of the Nurse Kerpn M | S } ad rﬁm/ﬂﬁ%_i

)
NOTE : Phiebitis 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 : S Signature of Ward In Charge :

Signature : &d@e .......................... Name: ....... g&&(ﬂﬂ—- ................ G Signature : ......... NN ... i B I s et
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BAH-00641654 IP5-00176119

—
- - ®
Mrs POTHULA AKSHITHA Rainbow .

02-07-2005 21Y0MED  (F) Children’s .Birtthghtw
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00001 Morse Fall Risk Assessment Form oo | D oot

1

; Date / Time [‘4{ P L6 ;
Choose Highest Applicable Score from each Category / ¢ g :# q % Fall Risk Grading
Score Wp—8Po |sp v im| Sy,
History of Falling Yes 25
(immediately or w/in 3 months) No 0 (9] O f,@ Risk Level Morst:NI::g)SGore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O (@) 8
Furniture 30 o , Standard Fall
; Low Risk 0-24 P ti
Ambulatory Aid Crutches, Cane(S), Walker 15 ool
None /Bed Rest /Nurse Assist 0 ) o 0
S 20 30 Q0
IV / Heparin Lock or Saline ;e dp Implement
5 y Moderate Risk | 25 - 50 Modersta Fol
Impaired 20 rfe"em'ﬂﬂ
: ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 0 0O &) Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 2 51 '
Oriented to own ability 0 0 0 O ::ré\:gg::ggn
Total Morse Fall Scale Score: 20 20 NE)
Signature 4:'»«’— o Ao W
‘l Vi
Tick () whichever precaution taken. ~ Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form A i
. 1'9 )
Date/ Time T\ —1 D] : . J
Choose Highest Applicable Score from each Category / D £ mp’ ! r/ 1 Fall Risk Grading
Score loam | sopm)
L0
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Gl Risk Level Mnrs?“::Isl)Score i
Secondary Diagnosis Yes 15 \ N l 5 / A
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
20 5
IV / Heparin Lock or Saline ;es Qb |20 Implement
. g Moderate Risk | 25 - 50 Modgrate Fal
Impaired 20 :’rteventlgn
. ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immabile 0 Implement High
Forgets limitations 15 P—— Risk Fall
Mental Status .g 7 i e b Prevention
Oriented to own ability 0 ;
i : Intervention
Total Morse Fall Scale Score: %6 i g oy
Signature - ﬂ %ﬂt@
- Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions \J?—-Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
] Use chairs with arm rests mk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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‘iiiin URINARY CATHETER BUNDLE CHECK LIST ol |
R a A0 veet i it Your Right to = Sfe Dativary
Date of Insertion: ...... /4—/1?—6' e I ) € e T S s R
Parameters Date Shift Time | 4 l’;,m o2 23
Need for the Catheter l/Z/Yés CNo | O Y4s CONo | OYes CONo | CYes CONo | OYes TONo | OYes CINo | OYes CINo
Hand Hygiene L ~TYes CINo | Y&y TINo | CiYes CINo | CiYes CINo | ClYes [INo | ClYes CINo | ClYes CINo
Usage of Sterile Equipment / | £TYes CINo | O Y;& CONo | OYes COONo | OYes CINo | OYes CONo | ClYes CINo | OYes CINo
Is the Collection bag below the level of bladder VE’feE ONo | O *Fs‘ CONo | OYes CINo [ OYes CINo | CYes TOONo | OYes ONo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) ,/z(eé INo D"fe% CNo [ COOYes ONo | OYes CINo | COYes ONo | OYes TONo | OYes CINo
Is Catheter dated as policy /WYES ONo | O Yej CONo | OYes CINo | OYes CINo | OYes CONo | CYes CINo | CIYes [INo
Collecting bag is been emptied regularly?  Yes CINo | CYe/ CINo | CIYes CINo | ClYes CINo | CiYes CINo | ClYes CINo | [lYes CINo
Maintenance of closed system for the catheter aﬂ{e;; ONo | O YeE CONo | COYes CUNo | OYes CINo | CYes CONo | OYes CONo | CYes CINo
Dressing clean and dry? p ~fes CONo | O Y@ CONo | OOYes CONo | OYes CINo | OYes CONo | ClYes CONo | OYes CINo
Is the line removed as Policy? OYes ZMNo | O Yes] ONo | OOYes CONo | OYes CONo | COYes CONo | OYes OONo | OYes CINo
Performance of Perineal Care o [Hes ONo | O Yes{ OONo | OYes ONo | OYes TONo [ OYes CONo | OYes CINo | OYes CINo
Onset of New Fever OYes \EH(OI O Ye* ONo | OYes O No | ClYes CiNo | OYes CiNo | ClYes [1No { [1Yes CiNo——
| Asses for the Teakage at the site of insertion @es_ TNo %ﬁ_Ye} ONo | OYes CINo | COYes CINo | OYes CINo | ClYes CINe | CiYes CINo
Name of the Nurse Sut tout? . W
Signature of the Nurse f&/ 5@2&

Docu. No. : RCHBH /FRM / CLINICAL / 114
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piliin - 9 Ghldts | QyBintRgh
NUTRITIONAL ASSESSMENT F.:OR OBSTETRICS PAT‘IENTS

pate: ... 1013028 .. Time: ... 8.8 oo
Origin: ... ndhoXy... Height: .. \S§ha..... Weight:..SRKSS...... M 37 -5ba v
& FoodAllergies: RO Rt 573§ LUCH LRI, . < 5 S eopik. ‘ ..................................

Diagnosis: POD~¢!EMASQ{WM%WWCMMMW)

Typeof Diet: [ Liquid /Zf Soft [J Normal [J Diabetic
[J Vegetarian /Zr Non-Vegetarian L] Vegan

Diet Advised:

‘..
|
Patient’s / Attendant’s Dietician’s
SIGNAIUTE: ... eseeeesssssesssssesssssessesssenssnsens Signature: ..... 50_5_\_,"1{9/ ..................................
Name: P;:,(Mbg/ ....................... . Name: SOREAR R
Date & Time: ... O[22 o Date & Time: ...L2f2J26 . Lo
Soma

Doc. No. : RCHBH / FRM / CLINICAL / 195 (PT.0)
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BAH-00641654 IP5-00176119
Department of Anaesthesiology Mrs POTHULA AKSHITHA Rainbow - BirthRight
02-07-2005 21YOMED {F) chlld.ren S g
PRE-ANAESTHETIC EVALUATION  or ormeratHYUSHA REDDY Hospital %

II" It takes a lot to treat the little.

Il I!IIIIIH!IIIIHI

Name: W] 44.:... P Aesnitoa.... Age:QLY......... N xR UHID.No : B — Q0 L[S Y.
Date: . CflGﬂ’)&Oﬂh ......................... Time: SR Proposed Operation: ‘Er,é.QM 1 y

Diagnosis: . P . LR LR . OIS o fin isbosansscossidusssssssonbiiabifvasssusniimmpnisc i vateigpihsaeh

B.P/ CRT: \36] 8. He S weight SGKG - ashhysical staws: 01 05
. Laboratory Data:

Hgb: f3 Q’ - GIUCOBE: «....eooovvssussnsssonsenss PTOLBIML couivsicrserissniansnnes B a8 et dis WoRAY: -.coscihamossipes it

L\\ \ B s v dinire R ot siiissmsasapsessasesssinns |- BB .ot i
WBC 14830 Cro o TR i ) T i 1 TR
plate: ... 50" R ATNRIBI. W) B ..o BI0OG QrOUP: ..o SresS/ANGIO: .....cocoon
BT i ttess T AR s | 1 R | s S [0, AN < S
[l CBAE 4 i limomnliis FL [ A — T s i
T N Mk s EDABERRT. . niveron L1 [

Cl-: SEOT/BAPT: ...ocoumserne Allorgles: T

Medical History: ~ CVS: )
RESP : { Diabetes - B
ik pot  Lanifiank”
Renal ; .
Hepatic / GE : Physical Activity: (70 L4 4 ) *
Others :
Past Anaesthetic History: -
Physical Exam: % 7

Airway: MP 1@ 34 Mouth Opening: W@Mentohymd Distance: o F@ Neck:( ZJ) Teeth: { nkzz o)
Lons BAED  (Leol o

Heart: £ JS-),@
CNS: 2 HNFY
Pregnant: % [J No CJNA Venous Access Site : erlL 90[1 'Spme Exam for regional Q\]) :

Anaesthetic Plan: O mc-\g_amﬁ [1GA-ETT CILMA

Peri-Operative Plan Explained to the Patientpa‘ﬁ 0 No

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

Water / ORS 2 Hours
O e

s

2

3. Informed Consent: O High Risk

4. Post Operative Pain Managem nl;zﬁs—gussed with Patient
5. Other Instructions:

Signature: .......... @/ ........ Name: Dﬂq\%w ..............................................................................................

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

(F)

1 ¥
Change in Patient Condition: (1 Yes [0 Fasting Status: &?qu,MQ{
Physical Status: = Patient Identified [4~ Consent Present T Chart Reviewed
HR: L?plmm [BP/CRT: Jgolgn  [Se0; A67. on pa | RR:[Blwin [LastFeed: >6hrz

Pre-OP Dmgnosns .................................................... Operation: . ,Ervuﬁm LM ............ Ll Date:‘.:f.(.:'l’.l,?.—.é ..........

Surgeon: ..... Drp\ﬂﬂjh—] ..... gha.. . Anaesthesiologist: Ekg\n ....... ... Technician: . KUl um...

TIME EACAE R R
N,O JAIR /O, LPM
HALO /S0 /SEVO Antibiotic
Drugs:
. DA, Suppository
.| TRAm AL [00%
3 L) Daofgnh
Blood Loss
guéésw 42 |44 [lov (48 |9+
2z
ECG e (NS R [MCp [ pigp
Temperature
Urine Output NOTES
8
3
B p 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate o~
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In g 7
Throat Pack Out 120 —q : W a7
100
80 I A A A ™
60
40
20
10
0
ABG
LAB Values
GABS
Others
= Equipment Checkedand | Temp: Induction Regional:
Functmnal [0 HME [ Fluid Warmer OwN [ Inhal Extremity Specify: ..
[ Cling Film (] OH Warmer ] Pre 0, [ RsI ] Spinal D’{;:;urai Caud
E}"‘Cuﬁ Site! UL— [ Hugger's [ Cotton Wool [ Others Others: ... 410 ?34
] Art Site: . [ Other -
77 EXGLead L) Mask . - L1864 s
O Temp Sie Times: : 5"0 [ Airway (] Oral [ Nasal Site: ...
(] FIO,Monitor Anaes Start: .....c2.: P"') LR A ORI P 1 Needle Size: . Depth
1 Agent Monitor OP Start: . [J Oral DNas?J ] Cuff Parasthesia DYES [J No
#T Pulse Oximeter OP End: . d T"ac'_""’S‘”'“YDTop‘ca' Catheter at skin .. . CM
[J  Capnograph Leave UR- t& IQ PM - Drug Name & Conc 0‘2] uQNVMEf‘
[ Ventilator Anaesthesia: ] Awake ] Direct Vision BOWIS: ccoc. i PTECHAUNE. A
] Nerve Stimulator ] GA [ Video Laryngoscopy [ Stylette / Bougie INfUSION: ..o ffm] tZ'n! chi’ﬂ]
¢ [J Monitored Anaesthesia Care [ Fiberoptic Block Level: . T— a
Pusﬂlnn:,_g... A megiunal Blades# ..., AHBMIPIS: ..onveineeiieenesrsserses Commants: L'
T Pressure Points Checked DIFICUY WHY? oo
Line (Size & Location) : "r’r;ﬁmmon to
Eye Care: I CVP: . . 1 Bilat = BS PACU Jicu [ Other
I Oint T: . Q s ] Semi-Closed Circle Relaxant Reversed [ Yes CINo  [INA
L1, Tage EJ}R C"t@ M | O Closed Circle D
O Padding N ) Difsgr Name of the Doctor - 2% 1. S 5““75&
AT Awake BV it Signature of the Doctor :. il
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LTI Hospital o rancow s
1t takes a lot to treat the lite, Your Right to a Safe Delivery
rudi-anaco ncoin vardlE UNIT RECORD
Received in PACU by : .............. 'QQQLhO\ ....... " TimaReceived : ...t sl ol Time Discharged : .............ocoeuuni....
250 ] | R ] I ] 2s0 s
i & & AD ~; fd_> o] il IVCAMMBRIERE el oo Bncirossisiinesinss
w230\ N R os 3 [ N e hep Lok 1230 | [ 0,Mask [ Nasal Prongs
— 220 s e = 220 | [ Tracheostomy [ T-Piece
175} 210 210 4
B 200 200 | [ Oral Airway [ Nasal Airway
gC_ 190 190
& 180 180
8 170 170 | Vomiting : O Yes =0 5,1 I, . MO SN e
- S 1o | NGTube: (I Yes G
v 140 140 | Drain; [] Yes (KO
A 130 [ AT = 130 ;
120 AT 4 B T f iR 74 I 120 | Urinary CatheterxCt¥es [ No
110 Uy 110
71 100 100 | Chest Tube: O Yes &G
= b I . / 19 | Nitoral C]Yes N0
Q. 80 - x 1 i 80
i b e e
o
w 50 50 5 e L S SN VT AN Y | T
= 40 40
30 30
v 20 20
10 0
0 0
SPO, :
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | %0 ouTt SCORINF INTERPRETATION
Al 0 move 2 cromies voray o oncommand = 1 AcTMTY } | >[>—|p—| | AMinimum Total Score of 8 s Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION )] O 49— 7 . iy
Apneic =0 : bl Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthatic leve =g space below by the Discharging Physician:
BP + 20-50 of Pre Anaesthetic | =1  CIRGULATION n—+ "
BP + 50 of Pre Anaesihes t:e\mwe =) kol )" %
Fully awake =2 ;
Arousable on calli =1. CONSCIOUSNESS b g =
e ) ¥, 8 ros B
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR =Y
Pl Y, , jaundiced, other = f)/ X 9/,‘),_—-
TOTAL q Lﬂ Lol ©
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
a\*x | &p>| © Mo Paed &
Pain Tool Used: (1 NPASS [ FLACC™ [] Wong Baker ] NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours

After 24 hours avery 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :

Anaesthesiologist Signature:

aeow

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:
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ST e |
It takes a lot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: c]\:fhﬂr% Time: .. #5.. L.2.A1) Procedure done by PA(PZJM ...............................
GSE/SpinaI/EpiM Position:..Si.kﬁ[\j Space LB'Lli .................. Technique (LOR/LOS) ......c.crveene.
Depth: .......20MN......... Catheter at Skin: ............ W s 16 O AtEMPLS : ..ooveeeee | S0 I AN Y 5
Parasthesia ; YES/NO T YBS GBTAIS © ........cceeveueeeirieeiriies sttt
Solution Composition : .....0.21x). BUPIMACAINE 1 . mﬂﬂ}H‘LFﬁwab ......................................
Any other issues : :
) O e R S R
DT NI g % W SR T T S L

Time Init;;s‘i‘?/l;"l?ate Bolus (ml) LenLev!;lgm Bh;ater:::se FHI‘% Comments
630 g oAk 1k g i
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Your Right to a Safe Delivery

Patient Name : MVSR)’{HULAAIGH”A' Gender: —J Male MIe Age: .. Ql £9Y)
UHDNo: ... B 2006 9.165Y......... b 91312C

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)

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

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

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

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

ff:iﬁﬁé&:\:?ﬂi:.ﬁﬁﬁf'fﬁibf.t;f{l:d;;“".'«'."C;;g”"-&!"\bdM’{”bﬂé@(ﬁ{ """ ~ ;';"J"','f,fs;_'_'_'.'f_'.'.'.'ff.'.'.'f.'.'.'
______________ T e g it S U

My signature on this form indicates that

1. I'have read and understood the information provided in this form

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

“ | have had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: ...... D{P? ...... VVSH.A ..............................

Consentee : ; Patient Attendant :
T \

Signature : QQ‘ .................................................. Signature ... LIRS . ... ciirstiberessassenee
Name: ... AYS. 1A hQ\\‘H"‘:\ .......... Name : P (P‘ra CQE»E.FJ:U"‘NOJL ..........
Date & Time : ......}. H’\ 20.. ! ~22.3.0P¥A Relationship with Pajlent U%b“"\d

Date & Time : .. 7,26¢ R BOPM
Witness :

Doctor (who is taking the conserqt) -

Signature : ........cevuenenee Rt N i

Signature ; .. LY AT, ....... TR P
Name: ........ 070{ * R, S 1
Date & TiMe : ........coooe... 6\\":}/(()6@ E-M Date & Time -3, , 261 2. 120p0as
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CONSENT FOR ANAESTHESIA

Authorization By: 7 Patient [ Patient Attendant

Operative Procedure: —Wfa .................... T R NI R 0 DR

Anaesthesiologist: . 3}* g\&\n Aﬂm ................ Surgeon: ......... Eﬁ ...... PY ff.“‘\‘-\bz\.o.p... .......................................

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 ?ollowmg medical problems
and | have sought necessary clarification on all my doubts.

O Heart Disease [ Hypertension (J Diabetes  (J Renal Failure [ Multi Organ Failure (0 Hepatic Disorders
[J Shock [ Obesity (] Chronic Obstructive Pulmonary Disease |

O Others . "s'\pﬁvwwj, Wrdetng.. B \u@i‘j ................................................................. b el s il

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
Regional Anaesthesia [ General Anaesthesia OJ Monitored Anaesthesia Care |

o | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, vanatlohs 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) whzch are considered
necessary by them during the course of surgery.

o |also authorize and give consent to the team of doctors attending on me to administer blood products during the course of

. operative period and immediately thereafter if need arises.

* | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, berneﬂts 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.

: ‘M *‘\9‘ Witness:

Patient / Patient Aﬂeﬂt

Signature: .. Signature: .............
Name: ...... 1‘311 IL Name: .
Relationship with patient: ........... s o B Date & Time:

pate & Time: ... A Lo 26 . 3 %3Pm). |

Doctor (who is taking consent):

Signature s ke
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INDUCTION OF LABOR CONSENT

Age: ...... @_\ U Gender: Male[] Female—

DRl .. YL:*\F”LC, ................

You are scheduled for an induction of laboron ................. % '[\4‘ .... i (date) at 5% ........ Rl (weeks of gestation).
The reason for yourinductionis ..........ccocevemererrennnen. vjﬂ&d\n .........................................................................................................

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 healith 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 arg 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.
| 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 ? M % Patient Attendant:
G ] e 1B 5 SR SRS S R T e Signature: ... :

Name: ..........., 74 \%\1?\*"& ............................................ Name: ‘K ...... rlrt.'.-..eQ .............
Date & Time: X‘:H?DJSS;DUPV\ ....... Relationship with Patient: M\.‘PW‘\ .....................
Date & Time: ...........5.. 1 ‘2(‘ ...5..‘..9.".). ‘I\

Doctor: Witness

LT SRR, o~ R et Signature: ............... Zé/ ..........................................
R C s @}W ................. Name: ............. S(,e,Qﬂ.«xV\ FR SR ST

Date & Time: 3k1
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