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

SURGERY DETAILS

Dais: ....... 9/2(:H2€ ..........

Y
Patient Name: ......... e R)) .......... bmﬂ .......... Daje of Birth: QFHbL{mHLé ...... Age: 60)0

Name of the Surgery :

; roi P“W ......... UHID No.: £ H..2.0.0. 52 5% -0
Date of Surgery: QZ/WC

CoT-1 CJOT-2 [CI0T-3 pm 0BG OT-1 [ 0BG OT-2

Time in 1175‘4”0 ............

1. Surgeon : D( /?‘QM—KO‘M

2. Anaesthetist . D’f‘ﬂ—df'h ....................................................................................................

SRR BB & ..coonossoinsssronsssasstiansimmssisssssisssvmnsinnmnpaassnssssisivssiisvnnin s - L. csivsssttinisi s O
4. 0T Technician IONREIRRIIRIEE. 1 - . . Sbofnerie. ONUSUIRRSRSIOE SRS BRI R TR
5. Circulating Nurse %‘ ................................................................................................
6. Assistant Nurse : .........042°0CCA Wbm ............................................................................
7) 4416316
Special Equipment: \Aarascopy ] Broncoscope [ Harmonic ] Morcelator
| C-ARM | Cystoscopy [] Versa Point U] Liver Cusa

[ Neuro Cusa

Waro () menmrn

Signature of the Surgeon

L N e T

Docu. No. : RCHBH/FRM/GENERAL/114

] Others ... M2 %[X?M7ﬂq1{8 ELN
Lo @aqgwi*-—/‘o #l63¢6

Signature of Circulating Nurse
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Anaeslheslggj,aggsables lssued | used | Surgical Disposables ssued | * usea| DiSPOsables (Baby Side) | O
ETtube (g OJaS W | )| mfor Pack BMN | { | InjVitK
LMA A \\/ | — | Sutures Cord Clamp
ECG leads (AP / N T |2 Yz ) Nt Lff Suction Catheter
HME fitter (AP / N BELEN T 5 | y | Feeding Tube
Syringes : 10 cc 201 ) ___———7T1 — | Vaccum Suction Set
05 cc no|l b | Gloves—" ~ | \1 +L Y Surgical Gloves
02 cc 2w G VAL A (,L /ﬂ 04y | — | Gauze Pack
01 c o] e 45 b0 4, [26~ ] B2l Syringe 1mi/ 2mi
Cautery plate( A#B) N \ | 4| Slrgicarblade /) ;) 1x%) Surgical Blade # 20
IV set ;i _ |\ | — [ NGitube ﬁsﬁ”““ | e chies (S)
A:./ A’ﬁ/ \ )~ | Cautery penc ol Ne sopud f \
l\é &1&/ ‘}'t)\a/som( ﬁmm) 4 2-y\| Koochies iy ) |
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UGLC,C( e \ ( Suction Catheter \1{[,1 ! -
Fentanyl K - lCap Mesk oY NS % o 5 20 - \ |
Morphine Al ) | GauzePack ( @,MN) SHI9A\W U\Qp o f (.2}
Ketamine Mop Pack [ Bl (B g ||
Propofol W [ 2 | SRpigSiph ped [ (2 @LMT‘AM bobe | 1 P—
Rocuronium < | 2~ Underpad ! \ g ithon aauze [V |9
Glycopyrolate \ ) Draw sheet f | g .
Myopyrolate ) | | [ Abgel 0 A vali vetPos Asd [1+]
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Justin: 125 mg/25mg 00Ng) | | | | | Plastic Bed Sheet ( | — Q_kag T 12| —
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Yooy \O¥IoDUm A | | | Microshield ) | -
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& Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children's
Hospital

BirthRight
anhtw

,Telangana, India ,500034.
TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

RN R AL ER IR LT R

Admission No : IP5-00176744 Admit Date : 22-Jul-2026 Admit Time :06:08 AM UHID : BAH-00559170

Patient Details :

Contact Address : 8-2-703 ROAD NO 12 Banjara Hills Hyderabad Phone No
Telangana INDIA 500034

Patient Name : Mrs GAURI REDDY, ™ Age :60Y2M25D

Guardian : Mr NARESH REDDY- M . DOB 1 27-04-1966

Gender . Female, Religion

Occupation i / Martial Status : Married

Address (H) : 8-2-703 ROAD NO 12 Banjara Hills Phone No : 9848043658/ 9686817873
Hyderabad Telangana INDIA 500034 E-mail . nomallid@gmail.com

Admission Details :

Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY

Room No : RC 406 Admission Type : First Visit

Contact Details :

Name : Mr NARESH REDDY Relationship  : Husband

. 9848043658 / 9686817873

el

Signature

Doctor Details :

Referral Doctor . Self Phone No

Co-Consultant

Doctor Name : Dr. SASIKALA KOLA Specialisation

: OBSTETRICS AND GYNECOLOGY

Payment Mode : Cash Payor Name

Payment Details : Deposit Amount  :0.00

. FAMILY HEALTH PLAN INSURANCE
TPALTD

/

/

/

Printed Date / Time : 22/07/2026 06:19 Printed By : 018823

Page 1 of 2




PROCEDURE

Date Procedure Quantity Order No. Signature
Pas AR SV
3 by Ty plotad . . ) A\‘ob(

m‘%\f}’ Ceut-hed 2edog ) » Wj/

ANY OTHER INFORMATION

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

Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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BirthRight
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OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........ &&\} ..
Baseline Information:
Admission From: [J ER ] OPD ] iSsian Desk CTANHEIS, SHEEIY ... i i et e
Primary Language: O u '__i}nglish (] Hindi [ Others, SERERY ... il i o
Do yourequire aninterpreter? [ Yes \D/Nn’ YRS SPBAGHY -.ciccnionsronsonsrorsnsnmaizsbimabicaasasessos ML sishriseass ettt SRR e o
Source of Information: [ Patiént [ Family U] Others, 8patifyi.civ....... . .5 s e e e,
il

Allergies: [ Yes [ Nm/ [] Medications [! Blood Transfusion ] Food B ORRBr s e o

IEYES MIBOMRY ........... 0o cvuseininscsnssmmmnesmssssvannsi st isansiuisisnsinssrs it ... . ... L i ARMEHEA L.
Chief Complaints: .......... Lem&wde  of S/I’OJ" ................... Doctor Notified on Admission: [1¥&& LNo
............................................................ R RS Name of the Doctor: obm\"g&l
................................................................................................................... TINEHOURST: . ............coims et s s et
Past Medical History: Obtained From [ JAPatient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

HTr) LALL
- Appenirentey

Gynecology Assessment: (] Not Applicable | Gynecology Surgical History: Gynecological History:
MERSHUAL HISIOTY: ...........cococnmmsnriversvbirn Caesarean Section: [CI1No [l¥es Contraceptives: X0 [ Yes
................................................................. Cervical Cerclage: .f_]/uo [ Yes ) Vaginal Discharge: [#No [ Yes
Onset of Menarche: ...............cccccooenenencaee Ectopic Pregnancy: «No [ Yes Post-Coital Bleeding: @No [ Yes
Menstrual Cycle: [_Begular [ Irregular | Myomectomy: oo [Yes Infertility: “No [JYes
Last Mengirual Period: ..................co.....c. Others: If Yes Type: [ Primary [ Secondary
Obstettic History: G ................ FHdec P £ R L g . LD Te—
PAERES: .............ocoeonirncinens R R B

Current Medication: [ None [l Yes, IfYes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
] Heart Disease (] Hypertension (] Diabetes L] Stroke [ Seizures [ Kidney disease

o
] Liver disease CJotfer ........... Wter O o as - W o oo
Vital Signs / Measurements: Temp: Asbr ., . shint RR: ... 20 (Al
gp. . 36 [44elt Weight: ............ Height: ............... BME sadas:

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




Patient Sticker |

PHYSICAL ASSESSMENT

0
General Appearance: ‘t}lééthy C1ill looking (1 Anxious (] Agitated [ QMRS . oviisamsimmnss ssamssvss

Fall Assessment: [ Y}s” 1No Score...... ')J( (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: 9%9:; [JNo Score qj{ ........ (complete the Braden Q Sheet)

FUNCTHONAL SCREENING: If a patient needs assistance with any of the following inform consultant
) Mobilty problem ™ Walking Problem . Lo Abnormality Detected
"I Developmental Delay I Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: TMnormal'rty Detected
[ Overweight [ Poor Appetite > 3 Days ] Needs Therapeutic Diet.
[JUnder Weight [ Diabetes Mellitus [] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
U\i;aﬁ & Cooperative [] Restless ! Depressed [ Agitated [ Confused
BED (i AN AR W, <t AR SRR i e e DL DA e ] T K e R o e

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single Ewlafﬁed (IDivorced [ Widow

2. Special Habits: Smoker: " Yes L6 Alcohol Abuse: 1 \es [ y/ Drug Abuse: [ Yes__No
Social History: Lives With ............. 7 A s T e

Orientation has been given regarding the following aspects:

Call Bell in Reach : 'es I No Waste Disposal Explained: (] Yes™[]No
Infusion Pump Dé C1No Hand Hygiene Explained: [ L¥6s [1 No ] Others
Above information givento .................. PWMI— .........................

Name of Person Orientation was given to: e R LA
ONONCINOR L OVEB PN ... ... ccoimiisioiviiniimssbpitonivibnssssec o hetssasi s b3

Nurse Signature: n"‘_:ﬁ:ffﬂ ........................
Nurse Name: .................. N“"“‘d’vu-/\- ............
o

Date & Time: .....O06% l"*["/b""' .....
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Date of Admission : ..........2.2 )2 k..o, Time of Admission : ............. R R
T e T A 5 mmow any drug allergies
el 1110 L T S ——— ;

. ‘f\[@ iepisdoloe-' o{’ b“éb&] gFGH‘WU plv
- §+\s¢ 'CI_QtD QE;LJME-:D\‘

P 8lahe- Ly bunujjmmmst e o B 27 By
: L=
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jh\w\u“ﬁ ks Ohisine & abuﬂ,{g c'(:rnﬂpremh& <H'|c
I Womcd‘n'&l Ca,_;u’\d - F]Qo- pe 2 £by\:’l' 7 C. T2 gé N WA
g B B"LLU hchchLw (;,fl" MM CCle,
. — bl/, o ef @

TS 8 Frmwe

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : l Parity : ,P v 4 al- \LSer
Previous Periods : {ehol Jaunn pe el Mode of Delivery : £5€%
LMP : 'd ‘Z{K : LastChild Birth: ¢ @ - gﬂwo‘T& .
i Contraception : Q &J il : }\m]

§ mc"‘ﬁ"hl‘“\l blé'cu‘ﬂ_L1

PAST MEDICAL HISTORY PAST SURGICAL HISTORY
Htn y 28 458 -+ X 5447-4'
V“ =3 APPC"A-“C“‘ ‘"“{I b/ig“j v
= '\‘D ® per ackive «b[(’(‘del :
B
(@] 7 /raUr)).u_ (Q _AD .

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



FAMILY HISTORY:

MEDICATION HISTORY:

moM ’
! “{ l +
o erst R lu ,
B [4 0:“ s Cee  recemdoloher Pz»A .
T Mol all g siles heol

| bovarst .
\
| b tnt s 1
7= INITIAL ASSESSMENT : r+-sesecsemsesemeusenecusmoememmsmsnseemenseesmsmeseanas eoms s e s meee e et

Date Breasts Local/Speculum Examination

Ht. Wt.

BMI

B.ngh’g;ﬂu?é

Pallor Lspo, leo)- onfo*
CVR LY

Respiratory System _¢
Thyroid

Ml .

Abdominal Examination

Qo s/
obeg H‘ @

Pl Coviv A Ungine
Se

Bimanual Pelvic Examination

VF ~ llr.ulu Mobl'\c

£9(n1 ces pru

PROVISIONAL DIAGNOSIS : p| LA, l z flvwiows LSy & /)

HN) Hb_\‘J )HCU -N 2
pPT=0312

|NIL = 0\0,.

APTT = 35.9

Pr§y| - Ll'l
Coc ~ (a8
| -—

rnmhﬂ?_ 'M F—’fk.ﬁlo
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
- . Acdndhur

13)+)2¢ & Pesitive. e
i| Ho-n8 A nE
PIY > 902y e o —
Te-86k: .- oqu%‘ W pouts

FRs— 9“1‘7 leU- Chrest ,;("r 00—”"}( e (‘/(M'AL‘J

Greal = 0613, 2 4 &w (S}

S Fo 0T om o
10 M e joud

Name of the Doctor :

Ma,, {

ar IE i

i e
9 ]

Sigpature of Doctor [h g?ﬂ@r

Date & Time : MLJ_%_MQW

/\//w/@( MALTH )

Mppcw!ll gﬂo#u —

LN
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OPERATION THEATER NOTES
Patient's Name N‘I.LCTLQ%P?,QQiia ................... Age: @’DV’ Gender: [ Maleﬁle

UHID No.: ... B 00T8A4D. ... Weight : .2} Height: ...............
Surgeon : Asst. Surgeoq L

Anesthetist Ty . A J et OT Nurse: W@@/goé]@ OT Technician: (3'Ucp,
Pre-Operative Diagnosis: P\, A 2 L. [g\

Surgical Procedure :
E Avp-L (g\
Indications for Surgery :
LAvH + BJL Aadpingedons
Date: 92 pffp_g Start Time : 53 @m) EndTime: 14 00 vy
Pre Operative Preparations: o [.)_u & g odoan Q’L@" 7

Post Operative Diagnosis: i>l L‘ P 50— W* L My + E)l L QWM’H
L 3 ) U

Peri-Operative Complications: A

e, (0 Chmrn LAt cad POt | tound
(2 ) S Ryt Roduaa) potd

Operation Notes: D WAW v 2 KA A /e/)

2) RlL 0MORiu pund tulay - NG

2) Bl Rowd Lgann ks 0ad TilDouarsn Conlushod]

L Cordu Gt Mwmww
CnouGd dony Chwa  and 16D MMH

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

it |8 Ulw'gmv\wd MMM

Agatad

@MWM (Wosww ¢ waw\

D\m«w Hoongh  hogGidiion  Ound
(idup a9

-

\}‘MOM@»WMV\AWW Q’\A:lwu.

Amount of Blood Loss: r Blood Transfused (in ML)

Name and liumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

oo o thunkad )Qa,pohm&om coliy

o] Uil fon motied o Hu Pk

hou o Nvnd gt

oo oun onaoand uadlv  Lusaon

W(M»MW+&IW\

QU\J'HHF'

W@E\) G%r Q’]JQMWM 26¢ QVC?M

hmama{,o\m A2 Lovss.

ol

1o NRM

0t Gou end v

Z&Mﬁ(&/l‘;uwu

Name of the Surgeon: &/ ...................... KGUO, ..........

Signature of the Surgeon: Mg CD{MMTHM)
Date & Time: D’P"’)H 0% NG 0 S
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PROGRESS NOTES AND DOCTOR'S ORDER

Ralnbow

Children’s

Hospital

It takes a lot to treat the little.

‘BlrthRight

a Safe Delivery

23;;“, Progress Notes Doctor's Order
AR fonp
lsen Oul - dabury
L J
A SN
BF’V' \5IL%W
Ulo- 0duguar o bolad O
| o blo = Lon- |
A
N2 M
2. k-, |
Ly o'tb\ W
2. 3 64, P,er@pl
N
. cal AT
2207\ Pon
G Ut
cuzuuuux by
BP - BHFE mny  Mdw .'
Ulo Gt MR - ROflw) 1 dwas bawsd
ST ' by copr |Oas)
gt 10 Roonn g ™ S EVWIVE EI NI
: 2. g o
A - &M’U\Mr-q ; thard
s yn by — (R pemrry ) o8
(_ AN &L{}wa

Docu. No. : RCHBH/FRM / GLINICAL / 088
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Dr, SASIKALA KOLA .
iiimmn Chidrers | S BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
ga'?i!me Progress Notes Doctor's Order
i \,i\\,”,_, PoD-0] LAUHA BlL Salpwgs
2 5 don\ t{pmgmt; ) s
i ol
C{ ( :lﬁvm A /
ol kbl (’7 lgped dd Y
D\}\ _iotF Y Honho vidaggih on
B(® ) Muzn G oM
UDﬁlgDJ% Zﬁ T nfrm s
TV- (AN d L0 Wﬂ NES ’
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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Hospital

It takes a lot to treat the little.

Your Right to a Safe Delivery

RESULT SHEET

Date 3 ¥ e

Time
Hb 12+ &
PCV
RBC
WBC % (o
N/L
Platelets BIRTP
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine obY
ALP

SGPT

SGOT

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

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

0
IRV MSQ&(\ £

4=

— J

CUIUTE AN0 SONSIIVIEIES © ..oveviveerirsessesnsssnssstssnssurseisnssassessassasssasssssessssisisessssssisssessessaisnessasssessesssessessssssnassnsavansontesssssesantons

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

Radiology : ESEE  Liiunit ittt ik e e ke i e I e oo Kivarsemmeniemmensvsnmensusiimansonss

3 SR SR, L 55 . L e PO S IR Cr s SRR U R LN

Others (ECG, Contrast StUGIBS B1C.,) : ....cceuieriiuisirinsisissssinsnsmsasensinsssnssassassanssssassasssssensarensorssssossasssassnn



Drug Allergies: ............... NG . e

BAH-00559170 IP5-00176744
Mrs GAURI REDDY M

27-04-1966
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Pat

60Y2M25D (F)

%
Rainbow® ) &=
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

N6t known any Drug Allergies

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

SHIFting FIOM: oo UVN sty o B
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | oo / Time ?gﬂ:ﬁﬁﬁg
1 S Oc @b
[-Teemg %W&J Lo Jeo )
2 ‘ ﬂf}*/w [C &DC
LS ca Dorace /0 et J
3 0c CIbc
4 OOC CODC
5 ¢ Cbc
6 ¢ 0Joc
7 ¢ ODe
8 ¢ CIbe
9 ¢ CIoc
10 O0c CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

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




BAK-0085917¢

1P5-001767
Mrs GAURI REDDY L “
27-04-1068 80
0 “.KALA Y2masp (F)

mmﬂ”ﬂlﬂmlmm”m
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REGULAR PRESCRIPTIONS

‘%

Rambow
Children’s
Hospital

It takes a lot to treat the little.

Weight

[L=

BirthRight

BY RAINBOW HGSPITALS
Your Right to a Safe Delivery

Date

AN

DRUG : M/Qb&{, TamoL

T'Lr'ne

Dose Route Frequency Start Dt.

G| Iv | Tin|afp

o]

Xy

Ndme & Signature of the Doctor |
Starting the Drugs:

D M)

N

’r~/

A

<

Additional Instructions:

N

s
(>
Y/

Daily Doctnrn’ls @dorsement by a Sign

DRUG : '}:ELIMIsPﬂT P

Date

Time
v

X

Dose Route Frequency Start Dt.
§ Omy FO 2247 4

i

N %

Name & Signature of thﬁ’Fw
Starting the Drugs

n

Addmonal lnstructlons

TAM, T PH,

Daily Doctor’s Endorsement by a Sign

Dﬂugg)c ILNIVEPINE

Date

v

Tiv e

PN

Dose Route | Frequency | Start Dt.
20my| PO | R D |22/7

b

Name & Signature of the D
Starting the Drugs: M

Additional Instructions:

QW,(,), oL SAM, 8P M,

&

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Tirpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

- s

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Rainbow® . . el
Children’s (L BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery
Shost NO: ..o REGULAR PRESCRIPTIONS Weight .............. Ward.......cccommas
DRUG : Py s
Dose Route | Frequency | Start Dt. ) s

Name & Signature of the Docror
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

vRUG :

Dater
Time

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

e

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Tir'ne

Al

Dose Route

Frequency | Start Dt.

lame & Signature of the Doctor
tarting the Drugs:

Additional Instructions:
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Tt takes a3 lot to treat the litte. Your Right to a Safe Delivery
Date of Admission: ...... Qil‘? 2. DIUG AIIBTGIBS: oo eieees e (Q’rﬁt known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
: Date»
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
: Datey
DRUG : Tigne
Dose | Route |Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
|
. Date»
DRUG : Tige

Dose Route | Frequency {Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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tarting the Drugs:

A/\M‘IHM\

Additional Instructions: &@
\

N

-

Daily Doﬁﬁ'gndomemenl by a Sign
Date

oRUG: D (€ LO PEWIATC  [Tige

Dose Route | Frequency |Start Date

)
Core| Plo | Bd |2\
Namd & Signature of the Doctor ' '
Starting the Drugs:

D, ma T N
Additional Instructions: _@

P

Daily Do%ndorsemem by a Sign
DRUG: P A-DALETAMS L (o

Dose Route | Frequercy |Start Date /
Qv | Plo [1D [23]> /
Narld & Sighature of the Doctor ! /
Starting the Drugs:

W\ (D e

Additional Instructions: ]

kA

\ 4
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RN

) ™0 211

=

Daily Doctey s, Efdorsement by a Sign

Date

pRUG: P AN, 7O P T

Dose Route | Frequency |Start Date

A% Po | Bal 2M
NamJ& Sighature of the Doctor
Starting the Drugs: E

e Tun) L\

Additional Instructions:
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L e

‘ e I Nurs& Sig. I Nurs:' Sig. I Nursa Sig. l Nurs‘: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Or. Sign. Dr. Sign.
D - Do: D« Do
Route Start Date o * “ *
Dr. Sign..- § Dr. Sign. Dr. Sign. Dr. Sign.
: Dose * Dose Dose Dose
Name & Signature of the Doctor
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
s . D
Additional Instructions: e o s o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ’IE " Nurse Sig. | Nurse Sig. I Nurs;Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr‘, Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D
Route Start Date pose s - e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose e Ou -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose . o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication * ~ ) Route Signature
- Instructions out g Nurses
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Early Warning Observation Score Chart - Obstetrics

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

RESP

(write rate in
corresp. box)

Saturations

Administered

4

2, dway
wiw

Sl

b

<35

170
160
150
140
130
120
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100

aley ueay

Ak

70

e

50
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130 \
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———
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NEURO Alert

Voice
Pain
Unresponsive

RESPONSE
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L

> 30
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URINE
mis / hour

v

A=
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Lochia

| _Protein + + ] |
Protein > + +
Normal ;
Heavy / Foul

Liquor
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X
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TOTAL YELLOW SCORES ]
TOTAL ORANGE SCORES 4]
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Obstetrics and Gynaecology

.. Repeat Observations

monitoring

K

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

in 15>minutes or contitruous

Early Warning Signs
4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ -
i SNelae 5
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations " in 30 minutes
A - v,
- &

* The Modified Early Warning Score (MEOWS)



BAH-00559170 IP5-00176744
Mrs GAURI REDDY M

27-04-1966 60Y2M25D (F)
Dr. SASIKALA KOLA

© T

W

Rambow .

0

Children’s
Hospital .

It takes a lot to treat the littie.

y@:LUID CHART

Sheet No. : ............. @ ............. c}‘

Your Righ

BirthRight

BY RAINBOW HOSPITALS

t to a Safe Delivery

1. All measurements.in mil.

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

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

- | m _ Output B wse
Date | Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine ahiebits | Sign.
of Fluid Score | Nurse
Mouth | LV | NG o
08:00 am : tooed | @ ]
09:00am | Y k| H : o { ‘W [
L 09: (o) -
g. 10:00 am Q 1.06vY) %N an’\z' J \
S [1100am 0" | oA | Gq
1200 pm uErY] f go0md| O F| W
01:00 pm 0 { J Y
Total Intake : Total Qutput: ™M _ o ~ Y—ST5pm/
0200pm| QO | | 10077 ! © k TR
03:00 pm p { o] Y @/
0400pm |\ " %ﬂ' A 1M
w0 | ¥ Yo WY [ Jeomt | o0 |G
06:00 pm o . [ 0 | 4
07:00 pm S zoom| () QN
Total Intake : Total Output: P — @ Fobry
08:00pm | \ e 0 10%rT
. - YO i
09:00 pm Hao6 ) 2 S
10:00pm | . /, e i v V{‘W a
1noopm | \aow! NP p P
12:00 am Hoal asind : 2! ]gf.mﬁ’
01:00 am g ! Lboow] p
L !
Total Intake : . Total Output: | ) -0
1300am| | H 20 | \opsl O P> W
M:mam ot i VQ{ D !-] 1) @ H" 2 >
0500am | |00 B o0 |K
, b
06:00am | | Hool|'Z ] %mv s pjmf
0700 am o | 0
Total Intake : Total Output: () _ Brow ) — O
| 24 hrs. Intak | ariacadl Total 24 hrs. Output _0 JeemM) = O
Total 24 hrs. Intake | l (E 00 v U Q)f m
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Patient Sticker ’ Raini:";w"

I takes 2 lot to treat the litte.

BirthRight

e 1
FLUID CHART)  fhicier® | goinmian

Your Right to a Safe Delivery

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

Intake i om e IV Site

Date | Time (l;}agm Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis

Thrombo-

Sign.
Nurse

Score
Mouth | LV N.G T

08:00 am . N

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 Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Shift: []Mdming  [1Aftemoon ([ Night Date: B‘Q/&/Lé. ......
\ “
Ty e SRR SN (N ?ff @' ......... it ’Ef .......................................................................................................................................................
o | [ Maintain Airway and Oxygenation .12/ Relieve Pain & Discomfort [ Mainfain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
Tg' Maintain Personal Hygiene L L-Prevent Infection [] Meet Elimination Needs |~ Ensure Safety [J Early Ambulation Reduce Anxiety L1 Pattent & Family Education
S | [ Identify Potential Complications L Any GO B0 .. 0o e i e = e s LR e
Time Plan of Care Time Implementation Evaluation
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Shift: (1Moming  (JAftemoon  C1Night pate: ... A T2
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e | [ Maintain Airway and Oxygenation = Telieve Pain & Discomfort Q,Maintain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E [JAdaintain Personal Hygiene Mevenl Infection [] Meet Elimination Needs Qjasure Safety [ Early Ambulation Reduce Anxiety \__[_1-Patient & Family Education
S | [ Identify Potential Complications T A TR BOOIY...... ... onsiismmn ot nnbienichnsshassinnan sTiRiss i a MRS SRy R BRI Wi

Time Plan of Care Time Implementation Evaluation
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U . URSING CARE RECORD Hospital " | \zeucon

Shift: ) Morning Lwon ] Night Date: 02‘\2/#&,& ...................
RN ... qucwljoﬁuwﬁ@ e o T il R AR

e | [ Maintain AimWOxygenation [[] Relieve Pain & Discomfort [-] Maintain Fluid Balance 1 Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
E [ Maintain Personal Hygiene O ﬂeveﬁt Infection [ Miimination Needs !’jwsure Safety vfar/ly Ambulation Reduce Anxiety  « =Patient & Family Education
S | [ Identify Potential Complications Bl e R S Rl | AN R i e e )

Time Plan of Care Time Implementation Evaluation
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Re-Assessment: AM ....... ... vPQ‘;lw:nL@?Gb'jw/" e L H 14 &myﬂ—\’ ............................................................................

T T . — Nurse Name: &Av-“’#ﬁ( ............................. Date & Time: ... 2L '4/345 ..... @.8 pads....
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It t2kes 2 fot to treat the littie.

NURSING SHIFT HAND OVER FORM WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

2 [ ¥ne

i - \
Treating Doctor: ......... ‘)&' ........ %‘ ................ Department: ............. Q& \f"{ .......... Date of Admission: ..
Z | Diagnosis: P ) Lo Any Infection: [ Yes UNG [ Not Known
= t &L Az @ [ YES SPECITY: ..oooeoreeereee oo
E
- é(yd 1 \d
2 | Area R, he
3 Shift Time oAy > ¥ 4
% Medical Condition & ‘X \
= | (Any special condition to be noted): \29 %& “ m
Allergy: O Yes £ No1T1 Yes 0 Ne'f Yes NG | Yes CNo | Yes CNo |0 Yes C1No
Tubes/Drains/CathE?er: C¥es CINo | Yes WG | [= Yes 'Eer/J/Yes O No | Yes CINo [T Yes O No
0 -~
Vital Signs: Temp: | 96 6 [A-10F | 84  1°F
& Res: | our | o,) kb K|
E Sp0,: too 7+ [oo"- [DO‘L‘
% Pulse: | Sbuwh ggM % 0 bl
2 BP: | Mg | 12488 [100[90
Fall Risk Score: | % ¢ 174 nH
Pain Score: | 0/ro o v b f o
Safety Needs: | 4w ‘%@f"&\s 3 x ;M
" Physiotherapy |1 Yes =flo |01 Yes 16 |01 Yes guo——cyes TINo | Yes I No |01 Yes [1No
=
S =
E Others Specify: e _JE M P
& Special Diet; | Yes =No | 0 Yes C{M| O Yes (U No-+=Yes [1No | O Yes C1No |1 Yes CJNo
&
§ Other Special Orders / Medications:
VA
Post Operative Procedure Special Orders: ‘;Q:l, *:’\; \,\v N (p
Handed Over By Name : ‘% _r\,f) s =
%\ G
Signature : l% 0197: I
- \ 49 [ 0
Date: Ralplb | o2\ 24T
Time: UM e [ & o
X ‘ T [P [ I '
Taken Over By Name : QOA W"/ Q},\)
Signature : ; Q_\ 5.2 ol Q;M
Date: &? ; QQ'\'? q}i’b
Time: A
AN YRGS
Docu. No. : RCHBH /FRM / CLINICAL / 097
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Patient Sticker Children’s Birth nght"
o - Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: .......eeoeeeeeeee e PRI .....civsiiiins b Date of AAMISSION: .........vvvcerecccccsnns
Z | Diagnosis: : ) Any Infection: TJYes [INo (1 Not Known
g HTR8 BPBEHY. .cciiiciiivsnmsusmminsmmssrmsii
E
w
S | Area
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo | Yes ONo|OYes ONo|CYes CONo | Yes CONo|CYes ONo
Tubes/Drains/Catheter: C1Yes C'No | Yes CINo | Yes CINo | Yes C'No | Yes CJNo | Yes T2 No
Vital Signs: Temp:
% Sp0,:
@ Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
= Physiotherapy | Yes C'No () Yes C1No | Yes CINo [ Yes CJNo | Yes C1No [ Yes [ No
=
(=]
':.;2 Others Specify:
g Special Diet: | Yes CINo |CIYes CJNo |1 Yes (1No |C1Yes CJNo | Yes [1No | Yes CJNo
E
§ Other Special Orders / Medications:
2 _

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:
Time:

Taken Over By Name :

Signature :
Date:
Time: >

Docu. No. : RCHBH /FRM / CLINICAL / 097
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It takes & ot to treat the fittie. Your Right to a Safe Delivery
1
owe T2 ¥ TTILF
Time:| &/ P

1. Completely immobile:

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

Mobility

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 extremity position
independently.

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

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 inside room at least once every
2 hours during walking hours.

1. Completely limited:

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

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degres 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

%o which d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing ('f'
Skt'" = qx;taose Dampness is detécted every time 8 hours. every 24 hours.

0 meBtUrY patient is moved or turned. u
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

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

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

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

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

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

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 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 : _
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 - SIS i
Manage moisture, friction and shear bl )
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients Wigt
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
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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PAIN AssEssMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
4 Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fclors Educated Intervention Sign
(] Continuous | [ Acute ("] Sharp (7 Dull (] Increasing [ Yes -
0 M- . .
Dml”’l% Q‘P}- / o [J Intermittent | [J Chronic (] Aching 7] Burning | [ Decreasing | [ No — /%
[J Continuous | [J Acute [J Sharp (7 Dull ] Increasin ] Yes
91" [J Intermittent | (] Chronic 7 Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull (1 Increasing | [ Yes QMQ««
! A
),WHHG z_prﬂ OL"" NW‘ [ Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [J No
[J Continuous | [ Acute (] Sharp (] Dull [ Increasing [J Yes
)
q/vl’du’ Brf‘) O\Ao N** [ Intermittent | (] Chronic ] Aching (] Buming | (] Decreasing | [ No i g""'p/\'
(] Continuous | [ Acute ) Sharp (] Dull (] Increasing | [ Yes T peMm
s | S e | ; , ’
1,2/" [J Intermittent | (] Chronic (] Aching (] Burning | [1 Decreasing | [ No Vers
] Continuous | [ Acute (1 Sharp (] Dull [] Increasing [J Yes i ﬁ
‘V’MI ':}P'ﬂ . Mk [ Intermittent | (] Chronic [J Aching (] Burning | (] Decreasing | [ No g
\ CJ Continuous | [ Acute (J Sharp (] Dull CJ Increasing | [ Yes 1 A st —
ﬂ?)h 2 rHW\ 0 [lU M B | & Intermittent | £ Chronic [J Aching ] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp ] Dull (] Increasing | [ Yes N A 0
L R'&f b o 6‘ [0 M Pf CJ Intermittent | 1 Chronic (] Aching (7 Burning | [ Decreasing | ) No Q .
] Continuous | [J Acute [J Sharp (] Dull ] Increasing [J Yes
] Intermittent | ] Chronic (1 Aching (] Burning | (] Decreasing [ [] No
(] Continuous | (] Acute [(J Sharp (O Dull [ Increasing ] Yes
[ Intermittent | (] Chronic (] Aching (7] Burning | [ Decreasing | ] No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

B

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
0 1 2
icul : i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and j
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 (] 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I' = : J i 1 I T T T | Cry No Cry (Awake or asleep) complaint frequent complaints
0 1 2 3 4 5 6 7 8 9 10
N Pain P el Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to | 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
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,BP, 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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0RO 1 CHECKLIST FOR THROMBOPHLEBITIS Hospital | {)rumeonsin:
aa z},m
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Ohaaria darina 0 ©| 0O h
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 - i~
* Slight pain near the IV Site / / Observe cannula sy
* Slight redness near IV Site
3 Z:emeeifd?rif Diowing S Early stage of phlebitis / 9 & &
Pain at IV site Redness usie Ganmi K>
Q\I«Iig;;? ? Toown Sxmaro Medium stage of phlebitis / A
4 Pain along Path of cannula ?em:e Catnnula Consider 3 e
Redness around Site Swelling s
':&3;;? 2;3'?:;2%5;9?5 e Advanced stage of phlebiyi_s. or
5 Pain along Path of cannula the s}art of thrombophlebms/ 4 v ~
Redness around Site Re site Cannula Consider s
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancedhst%gg of
6 along Path of cannula Redness th_rqmbop lebitis / . 5 4 d
around Site Swelling palpable Iéutuateltreatment Re site s
Venous cordpyrexia ——
signature of the Nurse | (- APy w—+

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

Signature of Ward In Charge :

, A3

Signature of Shift In Charge :
SIRALLD.: ......co. D NN i e s Name : ........ / ...............

Signature : ............!

Docu. No. : RCHBH /FRM / CLINICAL / 137
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Your Right to a Safe Delivery

: _ Date/ Time |6 | )14 [2.3/ 724 . :
Choose Highest Applicable Score from each Category P mg,m =% ] Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) o) Risk Level Morse Fall Score Action
{— (MFS)
Secondary Diagnosis Yes 15 +g S
(more than one diagnosis) No 0 :
Furniture 30
| Low Risk o B
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 o V)
Yes 20
IV / Heparin Lock or Saline v = 20 26 Implement
0 : Moderate Fall
Moderate Rigk 25-50 5
Impaired 20 il Prevention
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
i [/}
Normal /On Bed Rest /immobile 0 o) implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 291 i
Oriented to own ability 0 © 0 Preventnqn
o Intervention
Total Morse Fall Scale Score: B %2
Signature | / ‘Q% " e
J
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions \Q/Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) "Hourly safety check
_] Ensure patients use their prescribed eye glasses if any, in the hospital _LA-Assess patient after visitors, leave to ensure safety measures in place
(L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI Use safety straps on stretchers and 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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T MULTI-DISCIPLINARY PLAN UF CARE FORM Children's | &) BirthRight
It takes & lot to treat the little. Your Right to a Safe Delivery
S — ?"LM-P-M&J cIMHx‘m] ke ’&’bmtc) :
%’J“’a Discipline Type Patient Needs / Problem List v Goal Plan / Intervention Signature Team Verification
_/B’m /:/m‘uﬁ ) Nursing
\ | O Nursing = Modifi } N,ws/uvﬁ’ﬁ S:)‘ .. L oterws CJ Others:
aﬁw\/w O Others: r-Op pw £ ﬂo )f)wc wawl Z‘f@r N f B g-ﬂ}ﬁ ‘
Py y 1C i 17O PostOp " ) " T,
o T kWb : -gilf""f"f e
O Medical Citial N‘P C ({ i / ©) Medical
38| M| - g © Modified 0 : to /Le,«Jbv"O S oy @ O Others:
O Qthers: -Per-Op L 00 i
4 =1 PostOp ner docofen i fdeet *
20]|#P% o :fedical o lnitialf e . o xedicai
O Nursing O Modified —0D N 7o Yy e [0 Nursing
Plate | D lmb ’ é%drd* 5% Lok, | 0 Nurin
e | st op \JAG1 rad é) ¢/ /9 b
O Medical O Initial CJ Medical
[J Nursing 1 Modified O Nursing
U QOthers: 0O Per-Op O Qthers:
O Post Op
O Medical O Initial O Medical
CJ Nursing O Modified O Nursing
O Others: O Per-Op O Others:
O Post Op

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

Part - I,
Patient's / Learner Languaye: : ... 5[ W 7

(F)

/.%;ttent/Learner Literacy /B’R'éﬁ /m'nmtg C+S8peak

2

Rainbow’ ¢ Nt

Children’s ‘B"'thleght
i BY

Hospital B RO seopRY

It takes a lot to treat the little,

Willingness to Learn ;. [J¥esTINo Healthcare Literacy :[] YesE=No~

Identified Education Needs :
1. Diagnosis

2. Treatment and Care Plan
3. Pain Management

4. Informed Consent

6. Discharge Medication

5. Medication / Trerapy (safety, effects/side effect, interactions)

7. Infection Control Measures

9, Nutrition / Diet
10. Fall Risk Education

11. Safe use of Medical Equipment / Implantable Devices Safety

13. Risk / Safety

14. Activity / Exercise

15. Social Rehabilitation Needs

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

8. Diagnostic Test/ Procedures 12. Patient's Family Rights 17. Others....
Part- Il
Need 4 o Use codes from the list in part Il S Designation /
t Tim nformation Tau . Signature
- ®  |indentiied v Person Learning Teaching “::gg::‘g%‘ S .
Taught Barries Tools barrier/s ' v
) v Cun i :
Ta } A RO v / \.
m\w\'ﬂé PEe W) ¢ , 7|y o |1 s
Ik O / M
Riopy (862 | Vrin-| paarend S d | P ! ( A |
ts Tadadn Condeol MLy
i A
\,ﬂ% maoru? L O ( ( — |&’
0> [)f"
L

Part - lll : CODES

Who was taught : PT : Patient F : Father M : Mother $ : Spouse Sn: Son D : Daughter C : Caregiver 0 : Other (SPECify).........crvureeernniviriannecnrnns
Learning Barriers :

1. No Learning Barries 4. Language Barrier 7. Impaired Thought Process / Cognitive limitations 10. Financial Difficulties 13. Cultural / Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (SPECITY) ...covvevererrieiiieirercsicriirinns

3. Emotional Barries 6. Desire / Motivate to Learn 9, Cultural Difference 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, OMEr SOOIV i sicsimiinmsnivimmissssirsiisimisssiussdossdonssansssesspmataianissssassensons

2. Obtain translator 4. Teach Family / others 6. Respect Cultural / Religion Preference

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

Nar Ma RCHRH / FRM / CLINICAL /187
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DISCHARGE PLANNING FORM

Nationality: ... TMOQAR]

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

p—y
=
A
S
=
<4
(4]
=
o
&
o
=3
=)
w
(o]
b
o
(=]
CD

n

[ Transfer

Destination Post Discharge: ‘Cyaﬁe
Family Members Notified (Person Contacted)

Hospital Facility Notified (Person Contacted)

3. Discharge Status: L] Self Care
L] Needs Assistance In:
CJ Medication ] Yes LMo
[ Bathing LI Yes Q,HO/
[] Eating L] Yes Efﬂ)
1 Walking OYes  DiAo
(] Dressing 1 Yes C Mo
[ Toileting U] Yes D‘(o

4, Nutritional Plan:
(I Dietary Instruction Discussed with the:

Wt (] Farfilly Member

B Discharge Planning Discussed with the:
] Patient [ Fdmily Member

6. Patient/Family Educational Plan:

[ Educational Topic/s: ................... fw

[] Patient's Educational Topic/s discussed with the:
;eaﬁu £ Fiy Member

Nurse Signature: ................ [U__n;l;( ........................

Burse Name: ..cocviian Rr G

A RAIIIE:. ..o e T B i

Docu. No. : RCHBH /FRM / CLINICAL / 191
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PATIENT TRANSFER FORM

e
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Rainbow®

Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
It takes 2 lot to treat the littie. Your Right to a Safe Delivery

Patient Name &gﬂ{g};j‘; Date & Time of Admission Date & Time of Transfer Order
\P5 .
aphu et LR SRS
.04-1966 6 ! .
b 'g’r_o;;;:tll-ﬁ KOLA \“\\“\“\\\ fa
\\\ \\“\“\“ \\“\“\\\ Transfer Ordered by Reason for Transfer
ng 1w Has 0 heenslso
From Unit To Unit Information to Attendant
VN 24 Ys[1o  No[]
Number of Sheets in Clinical File Personal belongings including ! ) ! )
clinical documents. If any handed Patient shifted with ID band:
&\\ over to attendant Yes[_1~ No[ |
Number of Imaging Films o Yes| No| |
P ' T I SO
Waﬂ ................................
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
3
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor : Yes-[;/

No[ |

Name of Person Ordered Transfer

ho, 5

Name & Signature of Person who is Transferring

& - lkuuj,\/\,{

Patient & Clinical Records Receive%z&d

Date & Time of Patient Received : ?) ,‘\ﬂ, @}3 @Yu\/‘—’

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

|| Unavailable Bed [ ] Available Bed not ready

["] Nurse not Available

Docu. No. : RCHBH / FRM / CLINICAL / 102(26)
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1t takes a lot to treat the fittie. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

- 2 '

To Be Filled In By Assigned Nurse : vate: 22| 24

B e SR ﬂ ................................................... Duration of Procedure : QW\ ......
\

Name of Surgeon : DYSN}\KN\C’\ ............................ Date of Admission : Ql\?ﬁﬁ

Bundle Care Criteria : (Tick (/) if done)

| Staff Signature

1. | Antibiotic given prior to surgery 2 Yes [ ] No
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered Wlﬂ'lln 60 minutes prior to incision ? pXe/lj No

Name of the Antibiotic : ...... \’Y\') ..... S i ..’.‘.T@\}k M. (?ﬂﬂ” 4’

2. | Hair Removal P}/‘fés [ INo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

I . i i A ... &‘/

Skin preparation done (cleanse surgical area with antiseptic agent)}lZﬁ%s [ |No

~. | Patient's body temperature immediately post operation (Recovery Room)é § * ié
(] Oral  Or g,m'a (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : .............N.= m ..... I’?
Date & Time of antibiotic administration : @ 4 ... D}Hﬂﬁ, _
Date & Time procedure started : .(@..............c.cc... — 2/[&’[/)...& ...... @

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

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

o Al forms (Bundle care and when required SSI form) are completed properly
Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038



Surgeon : Yo
Asst. Surgeon ...
Anaesthetist : @T .....

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : ..

™
3 an

L. G280

. Out-time : ........ B—PV)

ALL" ‘_'44

BAH-00559170 IP5-00176744
............................ M,-, GAUR! REDDY M umo é B
................... — ey - Age: 2.0 Gender (["..... Rai_?‘;:‘?:w'
S T o <AV R

’ .Bnrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

ER i g7 b

Before Skin Incision > »

Before Patient Leaves Operating Room

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

M‘ﬁtwo CINA

Signature ;..............d deﬁt ...................................
NW

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

[ Signature :........co...... /@’ ....................................

SIGNIN  Time... 9-12—. TIME OUT Time:.. 945,32 SIGNOUT _ time.... 1! 2.

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

Identity (Yes CINo introduced themselves by Name and Role Yes ©No The Name of the Procedure Recorded  \LJ¥66 [No

Site .,eﬁg CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Yes TINo Nurse Verbally Confirm ’2/1 Counts are Correct (or Not Applicable)  ¥e§ CINo [ NA

Consent ~Yes [CINo B Correct Patient (Check ID Band) Yes C/No The Specimen is Labelled (including
Site Marked T1Yes CINo_LLMA™ Correct Site (zr(s [1No patient name) L¥eS CINo CINA
Anaesthesia Safety Check Completed M ONo Correct Procedure Qﬁ:: CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (1Yes (JNo— Anticipated Critical Events Problems to be addressed OYes [{Ne~TINA
Does Patient have a: DHD/ Surgeon Reviews: W"‘l : '

Known Allergy? CYes What are the Critical or Unexpected | §, PSR, Annoripetit Skt
Difficult Airway / Aspiration Risk? Steps, Operative Duration, HUGEIE 0 ey RS iy MOy

: : Anticipated Blood Loss? Yes CINo CINA and management of this patient? OYes Cihe—

Yes, & Equipment / Assistance . ;

Available _z@ ONo Anaesthesia Team Reviews: -H .
Risk of > 500m! Blood Loss Are There Any Patient-specific Congerns Yes CINo CINA
(7mi/kg In Children)? Nursing Team Reviews: b{w

Yes, and Adequate Intravenouy’ : Has Sterility (including indicator results)

Access and Fluids Planned LA6s LNo CJNA Been Confirmed? are there Equipment

Blood Units Reservéd; / S TINo O NA issues or any Concerns? ¥'Yes CINo CINA

Is Essential Imaging Displayed? DYesW I NA

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a lot to treat the littie. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Procedure Done: LA/U o fDl L

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

Post-Surgical Diagnosis: ...... P..\ ....................... PM'O

Post-Operative Monitoring Parameters /Frequency:

%/P PR Wy e Xp Wk - | [LWALBT"Q‘QM
NSV

Wound Care:

Irain /Special Lines/Catheters:

\\/CQJ\J\AAM

et

Special Patient Positioning and Requirements: /U_,\J

Nutritional Instmctio>7 m Ped-I Cbb/w\- ﬁ&hg/& P\A,w\w

When to Start Mohjlization: w M M
e R % iy L

Special Referrals:

Avdd

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

%DNO

Any Other Post-Operative Care Needed including Required Follow Up

Treati T ’ f
(gf;;‘h%s; re&St;mp)CD‘ MATH ) Datep&f?fn’ ..... g LF“\

Note: Plan of care will be readjusted if necessary.
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Venous Access Site : @ ('9
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Peri-Operative Plan Explained to the Paﬁemﬂ 1 No
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Pre-Operative Instructions:

1. DVT Prophylaxis :
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2. NIL ORAL: Othera 8 Hou
3. Informed Consent: @'St/ar:ﬁard O High Risk
4. Post Operative Pain Management: CJ Discussed with Patient
5. Other Instructions:
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Pre Induction Assessment:
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It takes a lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition:
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%;m Monitor 8:: gt.:rt Qo O . 7 Tr:-z!h 1 S]r\_las.aia\l/aﬁaﬂ ‘ . Parasthesia [ Yes” [ No
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POST-ANAED 1 nrwin ~ARE UNIT RECORD
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i' PAIN ASSESSMENT AND MANAGEMENT FORM
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: &2‘:}% .................. T .o LHQQ{?J:'\ .........
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