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ADMISSION SHEET

[
Registration Details : (T LR ORELY T LU T L I

Admission No : IP5-00176588 Admit Date : 18-Jul-2026 Admit Time :08:51 PM UHID : PHW-00108658

Patient Details :

Patient Name : Mrs KAVYA JAMPALLY Age :21Y0OM28D
Guardian : Mr SRIKANTH DOB : 20-06-2005
Gender : Female Religion ‘
Occupation Martial Status . Married
Address (H) - VIKAS NAGER Hanamkonda Warangal Phone No : 6301857272
Telangana INDIA 506001 " . = :
E-mail . jampallysrikanth@gmail.com

Admission Details :
Bed Type : SHARED WARD Bed No :SW 417 Ward Name : 4F-BIRTHING CENTRE

Room No : SW 417 Admission Type : First Visit

Contact Details :
Name : Mr SRIKANTH Relationship : Husband

Contact Address : VIKAS NAGER Hanamkonda Warangal Phone No : 6301857272
Telangana INDIA 506001

38

Signature
Doctor Details :
Doctor Name : Dr. DR.M PRATHYUSHA REDDY Specialisation : OBSTETRICS AND GYNECOLOGY
Relerral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
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PH MTGLHO COCJI%VW (SﬁfﬂIOL Corrected EDD:le} ,)_6 GA: 2 1—} gw( S
Obstetric Formula: w ( Z‘F&w Menstrual History: Regular: [ Yes L] No
B ic Hostory: Obstetric Examination
T @P 3P Contap 4 e Fundal Height: NTLWV\

Hack eulOLMﬁN(O Lowz;(jd Ut Activity: [Jelaed [ Mild [(OMod [ Severe

Present Pregnancy Record: R Liquor: [\Adequate [ Oligo ] Poly
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Vaginal Examination

*s ~ Cenix long (] Partially effaced [ Effaced
Height: ..16..2,... cm

Weight: :}3 kg Os: Closed Dilated

Allergies: ......! N l(DAﬁ ................................. Membranes: DfPéent [ Absent

g E]’Namal LA Liquor: I;XC/ [ Meconium [ Blood Stained
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Tt takes 2 lot to treat the littie. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet

Discharge Summary |

Nufsing Initial assessment \

2

3

4 | Patient Transfer form b e 4
5 | In-patient Medical record :
6

7

8

Doctors progress sheets U
Nursing plan of care and handover sheets S
Consultation sheet
9 | General consent for treatment 1\
10 | Consent for Surgery

11 | Consent for blood transfusion
12 Consent for chemotherapy

¢ 13 | Consent for high risk

14 Consent for Restraint

15 | LAMA consent #
16 | Consent for special procedure / Sedation 7] =\
17 | Consent for Formula feed

18 Consent for MTP

19 | Consent for Radiological Investigations
20 | Consent for HIV test

21 | Anaestesia notes (Pre Anaesthesia& post) \

22 | Neonatal Admission/Delivery/Physical Exam

23 Medication Reconciliation \

24 Emergency Triage record t

25 | Pre operative check list \

26 | Surgical safety checklist (
27 | Operation Theatre notes \ ;
28 | Nurses clinical Presentation

29 | TPR &BP chart A
30 | Intake and Out take chart (fluid chart) o
31 Drug chart (Regular Prescription) \
32 | Investigation Values (result sheet) s
33 | Nebulization chart :

34 | Nutritional review chart L

35 | Intensive care unit (ICU Charts) '

36 | Consent for Admission in PICU / NICU
37 The Humpty dumpty scale

38 | Braden Q Scale L .
39 | Bed side check list '
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note Y
43 | BP Monitoringthart> |
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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__ PHW-00108658 IP5-001765 =
Patient Sticker m KAVYA JAMPALLY * Rainbow* ® - s
e D"::O: 21voM2,D . Children’s Blrtthght
RA s ital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Il e b
Jﬂﬂ@lﬂ{’iﬂ.ﬂ!uj’.’q ~. cRATIVE NOTES

Surgeon’s Name: Di. pmmmm QQC»U\'-: Date of Delivery: g | A \ t ‘9.6

Assistant Surgeon: DA, k&\\ TORAA 4O, Time of Delivery: g ‘62 PN\
Anaesthetist's Name: e Y %’J Gender of Baby: W\ /\ a2 ..
Type of Anaesthesia: 3 gp\- r\cgj , [ Weight of Baby: - 4 G2 [¢gr;
Neonatologist: Der- @e&éﬁ;:@ ‘0“ 'PCL\SQP? AGPAR Score: 4|10

\ Scrub Nurse: £ 4. Disinain. NICU Admission: [JYes -TNo

Pre-Operative Diagnosis: @“M‘WA \ LI N r %w Tol

O] Elective /E/rnergency | Indication: ........ N‘Ol"“wm‘”d]f
.| Urgency | edoan
: OJ Immediate Threat to life of woman or fetus
[ Maternal or fetal compromise not immediately life threatening
0 maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

e . 2 ram
L T R R R B B TRy £ ORI S LG T RN 0

T P R S Ot IO SOT e  E  STRA

B TR T PO ... ccinssissinrosisssansincossossmnansesimstionsgs iibmmmnenionbi e s - hhinsesstbinssnsssssoiibb R e

Surgical Procedure:

%V\/LW‘JQN-S Lo Scqt (oo, ELealion

Post Operative Diagnosis: Po p-0 [ P
Peri-Operative Complications: N
Amount of Blood Loss: 2004 Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCHBH /FRM / CLINICAL / 155 (PT.0)
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Examination Findings when Appropriate: |

Presentation: (] Cephalic (! Breech Other ......coccveee.. Cervical Dilatation: .........cc..coevvvveeecicnneceereenen, y
R & TR i oaissvinessanis seississsasasnssssbsntianssassnsdsisisanins POt POSRION. < itvistuninnsnssmnisnisins *
Staton: 0O-3 O-2 O-1 O0 O+1 O+2 Moulding: INone [+ ++ O+++ ;
Caput: [+ O++ [ +++ Meconium: [None [+ ++ +++ |
Bladder Catheterized : [ Yes No Urine: Clear [ Blood Stained 1
Skin Incision: ﬁmii _] Transverse 1 Midline 1) RN S S L7 VPR |
Uterine Incision: [ J4ower Segment [ Classical Jlnverted T 1 J Incision

Previous Scar: Intact ! Thinnedout ! Ruptured _LINeScar

Incision Through Placenta; _, [ Yes ,7%'

Delivery of headﬂaj ] Forceps

Liquor: ~Clear [J Meconium: [ | LI CJBlood [ Offensive Not Offensive
Delivery of Placenta: mE R i SRR ~TComplete ' Incomplete | Piecemeal

Cord Appearance: ...........c.ccoueeruennnes 'O :j .............................................. Cord around the neck [ Yes <N( 5
Appearance of placenta: ................. ‘0 ................................................... Cavity explored /@ 1 No |
Uterus, tubes and ovaries: ;./Nﬁal I Not Normal Sterilization: [ Yes /NE |
Uterine Closure: ] One Layer Zﬁayers M\A’O ................... Suture
Peritoneal Closure: () Pelvic ZA/bt:J0minaI RN, Q&pn\\/‘m{h‘o ............. Suture
Sheath Closure: V\\b«ﬂ{\i\*c .................... Suture

Fat Closure: _#TYes [ No Q-aplc\\/\ | T Suture
Skin Closure: /ﬁ:}ticular O Mattress = .......2 RV I'LFO ........... Suture
Vagineal Evacuated /@ 1 No

Drain: TYes N0 CIREMOVE N oo days [ Await instructions
Ctheter 4‘@ L] No CIRemovein 3/‘3{\!""‘ days [ Await instructions

Swap & Instruments count correct?/ﬁs (1 No I Post-op Antibiotics .2’@3- - INo
Intra-Operative Antibiotics Cover: )XYES [J No LI Thromboprophylaxis L] Yes /b'rNo
D DRI TIEREE. .. cvisvesssenccncenssvibinomensesionssitissmrliviasbboioi b asitniinssns blibomashes cHsssuns e ab SR HS SRR S S e RS RS RaS

............................................................... Hoc,lmwbv‘;
I V-1 T S o PR Y S

Doctor Name: %’m Doctor Signature: ............ @"" ............................................
Date & Time: ....... 111”1’1-614:/ ..... .
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1t takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight'

Date |

| KNG

w32k

Time

Hb \ﬁ)(\)

10.8

(D.Cl

PCV '&" /

30.9

3% 2.

RBC

3.6

o¥a

WBC /

10,200

R-bY

N/L /

Platelets

%]

CRP

2. 000, a0

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

Q.6

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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CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells v aF .
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Stool Pus Cell
OVA / Cyst
Occult Blood
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MEDICATION RECONCILIATION FORM
e SR R L6 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)

L R R Ry S R R e i oo iy tmvcens vrie s Fosors
0| IO | oS | o T | ey | ASTDCSE | o
1 rr [:uog/u\_l_ (val (P)o o) )’51521\ [C [UBC
TJe )(’TM(AL'LLDHGb PD @Dlgl;h Oc Qoo
3 OC ODC
4 CJC CJDC
5 Oc [ODC
6 OC CODC
7 JC CIDC
Oc pc
9 ¢ CDC
10 OC [1DC

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

"
Doctor Name & Signature : .......... 9. WD’% ...........................
Date & Time : ....... |g,1}’7/b/ :

Nurse Name & Signature: ............... @f ................

G . 1 34 ?/JFLGQ p\M
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Sheet No: ............. REGULAR PRESCARIPTIONS Weight .............. Wl s
oAve: ~T- ¥ AwTo PR Bages X
Dose | Ro Frequency | Start Dt. L
Low | P 6D 19l L2100

Namel& Signature of the Doctor

Starting the Drugs:

Additional Instructions: m\f

(Y g L.

Daily Doctor’s Endorsement by a Sign

DRUG : e
" Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: o
Daily Doctor’s Endorsement by a Sign
DRUG P
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor
Starting the Drugs:
| Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : pater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign l
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DRUG :

Date»

Tirvne

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

D_ate

Dose Route | Freguency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

A

Dose Route | Frequency | Start Dt.

Tige

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Y

Time

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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DRUG CHART

Date of Admission: (g\/’I u ..... Drug Allergies: .............. wLDA— ....................... \?@nown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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
1) Right Patient

2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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)

DRUG :

Date

>

Tij;ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Time
v

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Ti@e

Dose Route

Frequency |Start Date|

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:
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DRUG: al. PRereETH el TD;;%' \W%\\*

Name & Signature of the Doctor

Dose | Route |Frequency [Start Date A
| ® | @ [ A
A
o

Starting the Drugs: v}éy i
T K 2 S)umfa A o
N
Additional Instructions: \ry'\ “(u
. ;{D o000

Daily Doctor’s Endorsement by a Sign

Date

DRUG: “lob TRAwMA-DDL e

Dose Route | Frequency [Start Date

ol Po | TID | Kiv [

Name & Signature of the Doctor

Starting the Drugs:

s B A
<3

e U = Sovye i ‘\"h'

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : “Tab- DICLOFENAC %‘;‘[ﬁee \K)N

Dose Route | Frequency |Start Date v

Q‘D"j Po T | ]l

Name & Signature of the Doctor

Starting the Drugs: ¢
P
Dr l‘,__. kh)‘ 1 ‘X/ ¥ '/ 2N /’.( -, ﬂ
Additional Instructions: V] ﬁv
T

Daily Doctor’s Endorsement by a Sign

DRUG : '«T<~? CEFOAXIME et

Dose | Rowe |Frequency |Start Date (
Agqm T CX)) ‘ﬂlﬂ’ AN L
Nahne & Signature of the Doctor £

Starting the Drugs:

(b ™ a

Additional Instructions: &"(f WV

x| 3 v

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BT T e
Tl e N.urs& Sig. ‘ Nurs‘i Sig. I Nurse Sig. I Nurs‘e' Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
D D
Route Start Date e = e m
Dr. Sign. Dr. Sign. Dr. Sigt Dr. Sign.
Name & Signature of the Doctor - Dose . -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: - v - e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
VARIABLE DOSE Loty
Tlu]e I Nurse Sig. l Nurse Sig ] Nurs; Sig. I Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
ROUtB Start Date Dose Dose Dose Dose
Dr. Sig Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dose s s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oo i - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. e Dosage & Other ;
Date Time Medication : Signatur
0 Instructions Route gnature Nurses

9
J
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&1 My
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Diagnosis: 'DY)'!’VW )% :FH)U)'*T } "F"}‘ Tol 1§
2;’;1"8 Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
= Medical O Inital : ‘ = ' O Nursin
Y [ jl,‘\{ 0 N:rsl;Z o Mt DC/Q‘U""\ 30*( D@QLU«\ S (L 8 @% 0. i
/ O Others: CLPET-0p :
T NPEAY A a O Post Op

‘\b o Medical O Initia ' /~ 01 Medical
\ CJ Nursing, “TModified rga:}% Mﬁi ] Others:
ST Others: ) Per-Op VS, ]c\__‘ % \E%( POL &—

\OM O Post Op FE
O Medical -| . Initial ; . . : ) Medical -
{0’4{&5 CJ Nursing O Modified B So)r eliel o)k Higl P O Nursing
: 1 Others: O Per-Op Em. Lscs .} | ks Siek ? }f Others:
8:20 | 4te¥fan 7 Post Op LB \
na
) Medical O Initial 1 Medical
1 Nursing L) Modified 1 Nursing
1 QOthers: CI Per-Op 01 Qthers:
O Post Op : ;
) Medical I Initial ' {1 Medical
(J Nursing 0 Modified J Nursing
1 QOthers: O Per-Op [ Others:
O PostOp '
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Part- .

Patient's / Learner Language:

R

(F)

INTERDISCIPLINARY PATIENT

Patient / Learner Literacy:

/ FAMILY EDUCATION RECORD
) Repd W6 (] Speak— Wilingness to Learn:

/

Z
Rainbow’
Children’s Bll'tthght
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your ngh! to a Safe Dallvary

(] Yes (J No

Healthcare Literacy: EB’ES/Q 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 b0 R R O | et R
Part - Il
Use codes from the list in part Il
: Need Designation /
Dati Time Information Taught Comments
g Identified 9 PR Mechanism/s Signature
Person Taught Barri g Teaching Tools | to overcome | Understanding
L W barrier/s
MV, VARE T D‘QJN}M/ [Yeau t Caie (C‘U, p7/ I ‘ / Q\
R G WPy Pa\h Manageund 4 Icqu;«u cougy ( 0 / ‘
Xof
? \ N A ’
Aul Qeuy| F SnbecOpvy C/gﬂ—lﬁﬂl MO0 QLY - Dﬂ[« S B O k -
Qo[¥|26| 8130 | 4 Ladation dick PT{m ( o ( ( 3 Sains |
amm
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver S T T R S LR M
Learning Barriers:
1. No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14.0thers: (SREOHY.....uisvminasadiississsiiasmmniis
3. Emotional Barriers 6. Desire / Mativate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T, Other, SPECHY ..ottt nns
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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It takes a lot to treat the little. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \QA‘%/{% ......... Time of Arrival: %\\\’L% Time Seen by Nurse: ‘\(\\UKSQ:

1) Level of CUnsciousneM'/Peoﬁscious 1 Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
(] Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy ) Preterm Labor/ Labor
[J Decreased Fetal Movement CJ Spontaneous Rupture@gmbrane / Leaking Water PV
[J No Fetal Movement \J‘i/ CJ Other Reason: 0 ST LR § A G
3) Vital Signs: Temperature: &?j =0} Pulse: . S5 RR:. \q . $p0; 100 £ BF‘{Q@@ Weight: .. 7}%%
|) Gestational Criteria:
Gravida: G P M L
LMP: .....2Q..... 1\&‘% EDD?;l %4 by 5 3 Yol Gestational Age: . “Z,qj%u?u/\
Uterine Contraction OJYes | N0 | CJNA | Onset Time Frequency:
Membrane Rupture O] Yes | 3-No | O NA | Onset Time Fluid Color:
Vaginal bleeding JYes | [1Ne—~| (JNA | Onset Time Amount:
; — If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | CJ Yes | (3No | [J NA Pain Abdomen / Vomiting
Good fetal Movement «ﬁ ONo | COONa | 'TNo specity:
i)  Pain Screening: Numerical Pain Scale (NPS)

| | | | |
| | |

| 18 | | |
1 2 3 4 5 6 T 8 9 10

6)

No Pain Worst
possible pain
« Location: .......,
B BIIIIONY, ..ol iiconioe P atiaionin con ST e Tt Sk i Days / Weeks/ Months (Strike out which is not applicable)

S R U A S S e R S ey L S o S i

« Frequency: ...........

A EIVEITIONS: ... Xt i B i st e s a T s i e R L L R

Past History:

B RS ............0ci0000 A&\u ......................................................................................
B I i son e esssngassosesiness ﬁ\l[ ()(
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(F)

7) Allergy:

8) Current Medications: _+ Prenatal Vitamin [ None
9)

Prenatal Medical History:
(1 Gestational Diabetes

one

[J Chronic Hypertension
] Gestational Hypertension

(1 Diabetes

UJ Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

(] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

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

OBCU Obstetrical Triage Acuity Scale (OTAS)

120 minutes & Reassessment: Every 60 minutes)

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

~ Level 3
Every 15 Minutes :
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 >140/90 with/without

Abnormal FHR tracing
{ Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Acute onsite severe

+ Major trauma

« Abdominal/back pain

« Ongoing assessment

« Anything that does not

abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
Altered level of + Unplanned and pregnancy (for hypertension, blood|  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening

Cord prolapse « Nausea /vomiting and | . Minor trauma (minor | « Out patient placenta
Severe respiratory Jor diarrhea with ; MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
Suspected sepsis Jor diarrhea Rh and progesterone

« Signs of infection (ie
dysuria ,cough, fever,

. chills)

injections, NST
« Assessment for version
Rashes

Nurse Name : ............... M

Date: . %{l ’b Time: ...\ Q. {UUT

Time seen by Doctor: .........

Nurse Signature; ........ @4“ .......................................
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OBSTETRICS / GYNECOLOGY

'NURSING INITIAL ASSESSMENT FORM
Date of Admission: 1{1”}/{,@6

Baseline Information:

\%

Admission From: [JER (1 0PD ] AdmisSion Desk [ Others, SPECHY ...........c.coeccueuurereumsrensenrannne
Primary Language: M‘@ " English 1 Hindi D) OO SPOCRY ...............oooncoiensccsonessnansce
Do you require aninterpreter? [ Yes (N0 ifYes T R S e N S e L RN S o
Source of Information: W | Family 3 WO, PR Bl s assonmnsnssdbnborscbdbiavinissess
Allergies: " Yes :m Medications L] Blood Transfusion (] Food BT R RN T —
P e R PRl IR L W e o R et U B R R 36T
B e i iiousssw wipson Epmabchimempenpasssutomsinsastsny Doctor Notified on Admlssmn =78 TINo
............................................. Q,D e | (D \\f\d—\/\
................................................................................................................... Time Notified: % \JOM
Past Medical History: Obtained From Patient ] Family Member (] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

R W po

Gynecology Assessment: | | NetApplicable | Gynecology Surgical History: Gynecological History:
BIEEHUBBIISIONY. .......5. 00 iivsisensenssenss Caesarean Section: T'No [ Yes Contraceptives: — T TNo [ Yes
................................................................. Cervical Cerclage: _.=No [ Yes Vaginal Discharge: _{ INo [ Yes
Onset of Menarche: ................. i Ectopic Pregnancy: (LNo (] Yes Post-Coital Bleeding/:f [ONo [JYes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: CONo [dYes Infertility: LNo [ Yes
Last Menstrual Period: ............cccoovvinneee Others: E If Yes Type: [|Primary [ Secondary
OustetricHistory: 6. B QCQ.MQ ......... I D R e

Previous LSCS: .................... L\.@ ......................................

Current Medication: [ ] None _',,Yes./IWes, Fill the reconciliation form
/.

Family History: i;rnﬁtmormarities Detected
[ Heart Disease 1 Hypertension I Diabetes [ Stroke [ Seizures [ Kidney disease

_| Liver disease O T Lvaniinis oo sss aasssinsa i T T I e s SN e R B P ass o+ o astssa b osos e TR T
Vital Signs / Measurements: Temp: 0@ “*Y HR: . SEEy-.- RR: .. Q...
BP.C.La.f.lEkO. Weight: q.g..@,,rk Height: .............. B ...l

Pain Assessment: Pain: [ |Yes __Ne— (If Yes, complete the Pain Assessment / Reassessment Form)

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

PHYSICAL ASSESSMENT

General Appearance: ealthy C1ill looking (] Anxious (| Agitated CTOthers: ..o

Fall Assessment: [ |Yes [ No Score 8\0 ....... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: " 1Yes [ 1No Score..... 9‘% (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consuftant
{1 Mobility problem LI Walking Problem € No Abnormality Detected
(] Developmental Delay [ 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: =No Abnormality Detected
L] Overweight L Poor Appetite > 3 Days L] Needs Therapeutic Diet.

LI Under Weight [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYC GICAL SCREENING:
[1Calm & Cooperative L] Restless (] Depressed L Agitated L] Confused
TEEL 117N ol s e . OOSOO ROOYBSATE0 1e5e NAA  J et SUNCL HPOR

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes [ N0 if Yes SPECIfY ..........coooooirvimriiiriiiccces Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ |Single Eﬁz;rried [IDivorced ) Widow

2. Special Habits: Smoker: [ | Yes [ (Mo~ Alcohol Abuse: [ Yes [ No Drug Abuse: [1Yes xlh&_

P T T T ) et i Rt =C VoL ol SR P A e VTS el A

Orientation has been given regarding the following aspects:

Call Bell in Reach : ++Yes [ No Waste Disposal Explained: “TYes [No

Infusion Pump : Yes [ LNe Hand Hygiene Explained: CVes [INo [] Others
Above information GiVEN 10 .......c.coeeeeieecieecce e A e

Name of Person Orientation was given to: ?@WC‘@\Q\?’W

Orientation NOtGIVEN REASOM: ......cuovieiiiriiicic ettt eeen

Nurse Signature: ......... QL/

Nurse Name: .....ocoeveeern 5SS AR A

Date & Time: ]%Hl@@(%
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It takes a lot to treat the little. Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

4

~ 1 Date
Time

8|9]10l11|12 9jwof11f12|1]|2[3)]a]|5]6[(7
RESP = ?go
(write rate in =
corresp. box) 11-20
0-10
: 94 - 100 % G
Saturations <904 %
Administered 0, (L/min.)
40
39
;-3,,4 38
= 37 o~ A
a° 36 A T°0 D
35
<35
170
X
m
-9
=
pre ]
o
o

190
180
170
L 160
= 150
e 140
= 130
T § 120
- 110
@ 100 =
e 90
i 80
70
60
50
130
= 120
g 110
& 100
g 90 /
=3 80
O
3 70 id)
@ 60 T =
5 50
40
NEURO Alert | i I | TR | ] &
RESPONSE ";c;'icne 4
] Unres i
ponsive
URINE
mls / hour
: - Protein + +
Proteinuria = ;
Protein > + +
i Normal
tochia Heavy / Foul
"y Clear / Pink
Ligvar Green
TOTAL YELLOW SCORES g
TOTAL ORANGE SCORES (8] -
Nurse Initial W o) 4




Obstetrics and Gynaecology
Early Warning Signs

X,

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

Repeat Observations

in 15 minutes or continuous

monitoring

~ )
1 Yellow Alert :
Repeat Observations
in 30 minutes
o
o 3 I &
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
R J £ o
- 3

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

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

e

\7‘ Date
\0\ :

.

P

Time

(8} o (10f22]ad] 1|2

>30

RESP 3130
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Protein > + +

Proteinuria

Normal
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Clear / Pink
Green

Liquor
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TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

e &
1 Yellow Alert :
Repeat Observations
in 30 minutes
N P

r N Ay aile

Complete a Full

X

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

o

Set of MEOWS
Observations
K i S
7
R

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

.y

* The Modified Early Warning Score (MEOWS)



PH’N-uMDBG“ PALLY ‘Psmﬂﬂma e Rai n L?{‘ogwo

'f&’o:?gg:;:&;ﬂ&‘e?& " | Elhildrer'l’s ‘ BirthRight
n DRMPRAIE S om0 i it BY RAINBOW HOSPITALS
e Eol

tarly Warning Observation Score Chart - Obstetrics

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

Date oJv P
RO01F(2b. [, .
lme891111212345678910111212)3456}7
> 30
B 21-30
(write rate in ¥
corresp. box) e AL \) " x|
> e 7 S T T N N L =" A
Administered
40
39
"g‘ 38
37 ] (— " =
29 36 L ‘ 1 ~
35 5
< 35
170
160
150
140
130
% 120
- 55
=
% 20 t &« = P P’ N
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Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

5 J

% N bl h

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

Observations
Observations in 30 minutes

< ) e s : J
(

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

k. : ; Y,

* The Modified Early Warning Score (MEOWS)
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1 Yellow Alert :
Repeat Observations
in 30 minutes
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2 Yellow Alerts or 1 Orange Alert:

Complete a Full Gl e Clbtetaic X Repeat
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> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
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* The Modified Early Warning Score (MEOWS)
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1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
. IV Site

Thrombo- 9
Date | Time g:,a,%% Route NG | Diarrhoea | Vomit |Drainage | Urine | phiebitis | Sian.

Score Nurse
Mouth 1V N.G

08:00 am
09:00 am { i 1
o oo A

11:00 am S [
12:00 pm
01:00 pm |
Total Intake : Total OQutput :
02:00 pm : {
03:00 pm a1
04:00 pm : \ ; :
05:00 pm YR £ ‘ :
06:00 pm \ E MY
07:00 pm il
Total Intake : Total Qutput :
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&\U 09:00 pm T g
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Total 24 hrs. Intake 7 b Total 24 hrs. Output s ’,% 88
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1. All measurements in ml.
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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[ Maintain Fluid Balance
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oail Bl Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [] Maintain Fluid Balance [] Improve Activity Tolerance [C] Maintain Good Nutritional Status [ Maintain Skin Integrity

-g [] Maintain Personal Hygiene ] Prevent Infection [] Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education

S | [ Identify Potential Complications T T e e O M0 T8 S ST YO SO 1 A S dihs Yo

Time Plan of Care Time Implementation Evaluation
T T e e i R Lt e L T N e T
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NURSING SHIFT HAND OVER FORM - WARD

ikl

Treating Doctorm QBN«QL\M epartment ................................ Date of Admission: ..
g Diagnosis: . w Any Infection: C7Yes, [1No- CJNot Known
= o T N g
| o o
5 ) UAf L 'JP\
2 | Area 'Q97 5{‘\ 8% gﬁ(o .—bl‘\k‘&f,f
3 — sittime | S s .,ﬂ«\’?’ e 0o 2% 4 ey
£ | Medical Condition 5e S . g
= | (Any special condition to be noted): :
S| e L ke
Allergy: 0 Yes 2No| 0 Yes G | 0 Yes G | O Yes |0 Yes ;Mo |0 Yes 7o
Tubes/Drains/Catheter: 0 Yes CNoferYes O No |@r¥es O No Dffes CiNo | Yes JZ No | Yes TNo
Vital Signs: Temp: | &0} 0\1%6‘? as.uUH 0\19930 481F | 0%-\{
. Res: | & B2 20 |nwo A0 2
2 S0: | \0b . | oot [ qoy, | @ | ooy | woy.
2 Puise: | QAT b1y @Sblyl My, | 8<Ho | 52B
A ad T 4
% BP: 04‘9«\9'0 \ ) & o @ ©
Fall Risk Score: | <3 0) ~D | 26 a0 RO - oL
Pain Score: | /7)) 0 ) 0 o 0
satey Noeas: X, AN 230> yes |4 |5t prdisivg
- Physiotherapy | Yes (aNe DO Yes%g Yes .o | O Yes 9!0' O Yes ;LNO O Yes =fNo
S % ' i
5 Others Specify: N 7\»/ oN | L e
g Special Diet: |©) Yes C NoT Tl Yes (Ng| () Yes Lo (O Yes No | DYes @No |0 Yes =No
E
S | Other Special Orders / Medications: 4 w\,bc
e e ? OH (WA N4
Post Operative Procedure Special Orders: | (Y M P LB &ﬂ N‘p(
Handed Over By Name : @ny\ $ }‘fo Q\\(\f" g 7 Laf M
&é}’ﬁ a){. A N -
Signature : o7 W K - 74 26/
Date: NO| nled 4 o fHitlga (S 207 | as\o
: Al ‘ |
Sag Dtasypn i | Eopmie s
Taken Over By Name : Q)\J“ g o W Mw M
Signare : Z [ %2 19, [ adea | M2 Lot
o a7 AR 175 05 b, oot [ &
Time: et | 2am AP | (O IAM " oLl
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VAR s ST HAND OVER FoRM - WARD
Treating Doctor: ......[22..c... Pa&e@&’iu,&d-ﬂf .............. Department: ............ SJ ...... MW Date of Admission: ..... ’?9/2?2 .........
9 Diagnosis: Any Infection: CTIYes [INo E}Nﬁt Known
= . If YES SPECHY: ....oovveveerrrverasereenessassenesisaeas
§ ¥ T\“M ‘9”( u)k/’ , Spocky
e o
2 | Area )
= i &
E Shift Time g{g
% | Medical Condition
< | (Any special condition to be noted): Nﬁ
Allergy: O Yes Ey(o [Yes CJNo |1 Yes CINo [ Yes CJNo | Yes C1No | Yes CJNo
Tubes/Drains/Catheter: O Yes Q’ﬁ) [1Yes CJNo | Yes CJNo | Yes C'No |C1Yes CINo|CJYes CINo
Vital Signs: Temp: | G£. 't
. Res: | 1qblm
g Sp0: | A9
“ .
ﬁ Pulse: |- f Ebl ]
2 B ey
Fall Risk Score: | 2
Pain Score: | D110
L
Safety Needs: \fd
o Physiotherapy |O Yes/z'ﬁo 7 Yes C'No | O Yes C1No |1 Yes CINo |1 Yes CINo | Yes TINo
2 ‘o
'E Others Specify: | | B
£ Special Diet: | Yes (#flo |0 Yes C1No | Yes C/No | Yes C1No| O Yes CJNo | ©) Yes CINo
E
g | Other Special Orders / Medications:
[ ; (\Q.ﬁ—
Post'Operative Procedure Special Orders: Mg,
Handed Over By Name : LW
Signature : Lotk
Date: r }4]3’
Time: @ §Fry
Taken Over By Name.: ; ui\f’}y\.
Signature : v
Date: | l?
Time: J (o0 yw{|
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/

: Pain Score f ] i Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eoators Educated Intervention Sign
Vi
[0 Continuous | [ Acute (] Sharp [ Dull (] Increasing [J Yes
\%’\')f\r\/b \0 0 l\’o l\&}ﬁ CJ Intermittent | [ Chronic (] Aching (7] Burning | [J Decreasing | [ No W 2&4@‘\
T Continuous | [J Acute [J Sharp  [J Dull [ Increasing | [J Yes g P
[ Intermittent | J Chroni ] Achin Burning | D i CON ﬁ%
\P\X}A\& \ 0 \\O 1\&% ronic g O g ecreasing 0 g ,]\M oy
[l Continuous | [ Acute [J Sharp 1 Dull [ Increasing (] Yes
\C\\:ﬂéﬁ uﬁrf\ 0 \\0 NA (1 Intermittent | CJ Chronic (] Aching [ Burning | [] Decreasing | [ No NA T
AQ, L] Continuous | [ Acute ) Sharp (I Dull L) Increasing | [ Yes LANQQT £ 9
[ Intermi 1 Chroni (] Aching 7 Burning | [ i ] <
\"1\,3/ 8"“”7 01”3 SR ntermittent Chronic g g Decreasing No O_L.':S - 3 o Sut._a_, I
‘\' [ Continuous | [ Acute ] Sharp (] Dull O Increasing | [ Yes e S 9
O e ' i Achin Burnin i i = (e
llq\A’,' QA 0[ 15 f\‘ ' | [ Intermittent | [ Chronic O g O g | CJ Decreasing | [ No ok ceavet o Caea
)\‘0 [ Continuous | [J Acute (1 Sharp [ Dull [ Increasing | [ Yes ( k.cﬁqr CQ
© i ' Achin Burnin i o
1 a‘\;\’ \)P;,’ @)‘ 10 ¢ ,‘ [J Intermittent | [J Chronic PRl | g | [ Decreasing | [J No @l‘> _C,eWC’cBJO\ Suk@\t\
QD [J Continuous | [ Acute (] Sharp  J Dull [] Increasing ] Yes 2o &ﬂ(
{O‘\Jr' 9 P O\ (o) T\POB,Z L] Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | [ No UL N gOO‘\ SAL—M&G"L
(] Continuous | [ Acute (7] Sharp [ Dull [ Increasing ] Yes
\ o el Sun
o (1 Intermittent | [J Chronic (] Aching (1 Burning | [ Decreasin 1 No
A Upm [10 frave) ’ . - obseyvotfon _
\’1\4' 0 5 l % No L] Continuous | [ Acute ] Sharp  CJ Dull 1 Increasing | [J Yes U )nd er & - (E
[J Intermittent | CJ Chronic 1 Aching [ Burning | (] Decreasin ON . “Unw
F’O fa'n . ’ " ' d Ologeyvation |
( - o No [ Continuous | [ Acute (] Sharp [ Dull ] Increasing | [ Yes o ~
ﬁl:" F“) o P(lt‘n [ Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [J No Ohge at b ( quxt”\ﬂ/
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

&>

0
No Hurt

L 1 1 1 1 1 1 1 1 ]

I 1 1 1 I 1 1 1 1 1

0 2 3 4 5 § 7 8 oM
s Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OB D @B

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

SCORING
CATEGORY
0 1 2
ricul ; " 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
i Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous 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 §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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. Pain Score : ) Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
o /‘7— |0 A I\/O\ [ Continuous | [ Acute ] Sharp 2 Dull [ Increasing [ Yes wndles
am - /’ 0, W [ Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing | [ No 0 & ecvaxt~ VP bt
[J Continuous | [J Acute [ Sharp  J Dull [ Increasing O Yes
2 4

3@13( Q'P‘"\ b[ to M?M [ Intermittent | J Chronic 7 Aching (] Burning | (] Decreasing | [ No "’Mb&%’q fg&\——
] Continuous | [ Acute {7 Sharp [ Dull 1 Increasing ] Yes un dﬂ

0? U)-?' um b } ,U ”ﬂ— [J Intermittent | [ Chronic ) Aching [ Burning | ] Decreasing | [ No 0 b;dtfoh’or\ Mj?k{

: (] Continuous | [] Acute ] Sharp (] Dull [] Increasing L] Yes £
Dl,-:)f FLar) 0}/9 . - 3 Chron Achi Buni - N’:?eﬂ[' F Lot
,\ﬁ W)ﬂm [J Intermittent | [J Chronic (1 Aching (1 Burning | (] Decreasing | [ No x’ )

' [J Continuous | [ Acute ] Sharp (] Dull L1 Increasing J Yes 4 ml(ﬂ

')"fi :}_ b & 0} [ D M Dpain i 0O i Achin Burnin i !
[] Intermittent Chronic ) B g | [ Decreasing | [ No eIV dﬁ’ 0
() Continuous | [ Acute (] Sharp [ Dull (] Increasing [J Yes
O] Intermittent | [J Chronic [J Aching [ Burning | [J Decreasing | [ No
[0 Continuous | [J Acute (1 Sharp [ Dull (7 Increasing 1 Yes
J Intermittent | [J Chronic (J Aching [ Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [] Increasing O] Yes
J Intermittent | [J Chronic (1 Aching [ Burning | () Decreasing | [J No
[} Continuous | [J Acute [J Sharp O Dull LI Increasing (] Yes
[J Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | 1 No
(] Continuous | [ Acute (1 Sharp [ Dull [ Increasing O Yes
(1 Intermittent | [ Chronic [J 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:
@)  Atleast every 2 hours for the first 24 hours
c)  Priorto pain pain-relieving intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
_— 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
e Laying quietly normal position, Squirming shifting back and ;
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) ‘ i
1 1 1 1 I Moans or whimpers occasional Crying steadily, screams of sobs,
: t : } T : 1 t 1 1 1 Cry No Cry (Awake or asleep) complaint frequent comglaints
0 1 2 3 4 5 6 7 8 9 WL?St
it Possible Pain 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 Py 4 6 8 10 stimuli Inconsnlal_nle
No Hurt Hurts Litle 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
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BR 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Date : VA -
Time : @_ - 0
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. “f
without assistance. to completely turn self independently. independently. \/\ q”" (7
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
ol > Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;T:%g;}%gﬁegf ébm?::é bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every q,_ Lf Q/
wheelchair.” shift in bed or chair. 2 hours during walking hours. bl
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: ;
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L( C7
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. q
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or
2 half of body. two extremities. \I\
Moisture Degree : (:nnstanﬂy molst = \fery moist: / 3 pcf:aslonnl_ry moist: _ e 4. Rarely moist: ; _
e wihigh Skin is kgpt 'mmst almost constantly S}(m is often, but not always, moist. S_kln is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
6 ikt Dampness is detected every time 8 hours. every 24 hours. q “( Qf
patient is moved or turned. : \4
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: )
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position] during move. Maintains good position q L(
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." \A\
one another  ~ : occasionally slides down. i
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more >p
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. q
per day. Takes fluids poorly products per day. Occasionally will offered. \‘[
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 3. EhcoRant:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - k e
TIS%I:WP::;?;? A <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N(;?;OFBHSIVE,I ‘;"5;98" 5:;‘“"’"0",'“
does not physiologically tolerate <10 mgv/d!; capillary refill may be < 10 mg/d!; capillary refill may be > S%; ROrmal hgh; capilary rl q_
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
ORE L 29
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 — v D'g- 4 Z L
]
Docu. No. : RCHBH /FRM / CLINICAL / 119 PR - S a2l g




Support Surfaces

-

severe pain or with additional risk factors.

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mability, consider occupation therapy referral for advice
| ‘Regular Turning Schedule . i
| 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 A
< 7 Alternating pressure mattress overlay
: Manage moisture, friction and shear
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 R
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ’
Alternating pressure matiress 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

Alternating pressure mattress overlay
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2. Very limited: 3. Slightly limited: 4. No limitations: 4 o T £
Mobility Does not mare even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in

in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. \A

without assistance. to completely turn self independently. independently. !
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;

“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity" Confined to bed

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

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

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

1. Gompletely limited:

Unrasponsive (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
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. cm"“' molsl: 2. \l’enr mulet: N s 9“?’”‘“““'." molst: . L 4 Rarely moist:
e wetich Skin is kgpt .mmst jalmost f:onstantiy - S}cln is often, but not always, moist. $km is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by persplrapon. urine, dramaqe, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i ek Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. ﬂf \j
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: : [ '

Spasticity, contracture, itching, or
agitation leads to almost constant

Friction Occurs when
Skin moves against

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \,’
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionf  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. 4, Excellent:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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.

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.

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.

— —L&

<

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 : lessthan9 | 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

Kt

Lk




-

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 Tuming 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 ,
. - Alternating pressure mattress overlay
- Manage moisture, friction and shear
« Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
l c + Use the Same Protocol as for “At Risk” Patients 2
13-14 . Moderate Risk 2 ‘ e D R Gel pads for high-risk areas
3 - 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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YUSHA RE . . ™
R Children ‘5; rthRight
CHECKLIST FOR THROMBOT@EB T%g \ mg,shpml,maﬁ;,m Your Right to a Safe Delivery
| ﬁf MUZAPN i {qlﬁ d@pﬁ/}
DAY- DAY-2 Y-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E N M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Otmiies kit 0 O O O |0 0 & 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 S
* Slight pain near the IV Site / / Observe cannula NS B 5 i
* Slight redness near IV Site
3 :xoesifd?r:et.fol!owmg S Early stage of phlebitis / 9 e
Pain at IV site Redness fesite Canuia
‘:‘Illigér:? ? Tollowing Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
2&3;:?2;:?%225?;% - Advanced stage of phiebitis or
5 Pain along Path of cannula the gtart of thrombopr_llebms/ 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
gvident and Extensive : Pain Advanced stagc_e of
6 | along Path of cannula Redness | thrombophlebitis / 5
around Site Swelling palpable gnnate treatment Re site
Venous cordpyrexia annula
Signature of the Nurse e,uuﬂf‘%jlt' gQ W

I v
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 : Signature of Ward In Charge :

L R St S Name :
Docu. No. : RCHBH /FRM / CLINICAL / 137

Signature ; ..........k7%4
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T ey \\\\\\\\“\\ Children’s BirthRight
[T CHECKLIST FOR THROMBOPHLEBITIS . e
&5 DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E Remarks
: No signs of phlebitis /
1 IV site appears healthy Obscrin il 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 Z:;Oe\(r): d?[:atfollowmg Signs Ear[y stage of phlebitis / o
Pain at V site Redness TR (s
é\yig;:{' 9 SR i Medium stage of phlebitis /
4 Pain alo}lg Path.of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
All of the following Signs ar
evident and ExtengsiSeg: e Advanced stage of phlebitis or
5 Pain along Path of cannula tF;le start of thrombophlebitis / 4
Redness around Ste e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | thrombophiebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

BUERIATHER ... 0 o it L s s (T L NPT L LT S NG T 115111150 O S . P IRl e e e

Docu. No. : RCHBH /FRM / CLINICAL / 137
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\\\\\\\\\\\\\\\\\I\\\\ (I Children's ‘m hRight
Morse FaII RISk Assess ment Form It takes a lot to treat the little. Your Right to a Safe Delivery
l ‘ \ L s
: . Date / Time || ° W JapvS g b [4 ;
Choose Highest Applicable Score from each Category e 1 & éhh\(,w W\L — ¢ 0 Fall Risk Grading
pm
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O o) Risk Level Morse:r::g}Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 7 O
i 30 s
Furniture o Bk 0-24 gtandﬁgd Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 AP
Yes 20 2.0
IV / Heparin Lock or Saline . 5 ?__/g 20 Implement
. Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
Interventi
GAIT / Transferring Weak (uses touch for balance) 10 B
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
| igh Risk 2 5% ; ;
g Oriented to own ability 0 O 0 Preventhn
Intervention
Total Morse Fall Scale Score: D & QoD
Signature M Cu
Tick (v) 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) e Hourly safety check
[! 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.
[] Use safety straps on stretchers and wheelchairs while transporting patients [1 Initiate constant observation by healthcare provider as appropriate to patient's needs

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

i
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\\\\\\\\\\\\\\\\\\\\\\\\ i Children's | & BirthRight
\\\ Hos pital BY RAINBOW HOSPITALS
Morse FaII RISk Assessment Form 1t takes a lot to treat the little. Your Right to a Safe Delivery
N7 b 48 13124
Date / Time AN 290 K
Choose Highest Applicable Score from each Category Sc/onle }?‘—v ) (g -Z '?fg Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Rk bavel Morse Fall Score Aétion
(MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 () o B
20 2-0 0 A0
IV / Heparin Lock or Saline :‘es - '2 2 Implement
o O Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 lPreventnqn
GAIT / Transferring Weak (uses touch for balance) 10 T
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 High Ri Risk Fall
Mental Status Orlented to own ability 0 O o a Iah Risk = Prevention
Intervention
Total Morse Fall Scale Score: Lo O Lo
Signature # Pl f'}/ﬁ"_

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

["] Use chairs with arm rests

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[] Assist and/or supervise ambulation. Reinforce to always call for assistance
[] Hourly safety check
[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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006 nyimgp Rainbow [

" 1T sy ildren’s BirthRight
i Morse Fall Risk Assessment Form ot | @z

Date / Time
Choose Highest Applicable Score from each Category e 'ég ‘rﬁy Fall Risk Grading
History of Falling Yes 25
i iatel in 3 months :
‘ (immediately or w/in 3 ) No 0 O | sk Level Mnrs?h::gfcore s
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0
Furniture 30
. Low Risk 0-24 CEHRE et
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 1)
Yes 20 o
IV / Heparin Lock or Saline v - 2 Implement
0 ‘
Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile : :
ormal / / 0 (V) Implement High
Forgets limitations 15 L Risk Fall
Mental Status = High Risk > 51 .
Oriented to own ability 0 IF’rtevenn?n
ntervention
Total Morse Fall Scale Score: 2.0 ’
Signature LA,
Tick (v') 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
(] Ensure patients use their prescribed eye glasses if any, in the hospital Assess patient after visitors, leave to ensure safety measures in place
L1 Use chairs with arm rests High Risk ( = 51) APply all low and moderate risk interventions, and.
] 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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20-D6-2005 21YoM28D (F) : é

Department of Anaesthesiology Dr. DR.M PRATHYUSHA REDDY Rc'-.li_l‘ll):'(-)W:3 . . . -
PRE-ANAESTHETIC EvaLuaion  JIINININININNINN s .Eﬂ,ﬂﬁiﬁﬂf

Name: ki@.uﬂmfl‘awa_tfx ............... Age: 2\‘—\ S ... b e UHIDNo : ... PHM('C’“‘OS{’&?
. ik ‘q\’t’(u ..................... Time: .. 04 Proposed Operation: ..... s£0A2 Ve u(u&f .....

ASA Physical Status: 01 3 03 04 o5

Laboratory Data:

v
@Kﬁ Hob: .. JQ. T

BT R R R i S S b e
PCV: %O"\ L R T HBS Ag:?ﬂfﬁ ....... B i
wec: ... 2008 Creat:.... 0. 6 Total Bil: ............. O ., 20 Echost i
. Plate: ... 2.1 0 (gl Nlhiiiaa e et - DiBl e o Blood group: ATTP?S‘ e Stress/Anglo: ............ .
e e Bidimn o 1 112, 254 38 s el 1 et T W 3 it R,
PTT CREf g em e e ) - AN BNOR! it B Rt

Medical History: CVS:

RESP "l Diabetes : M|

CNS i s

Renal : 7

Hepatic / GE : Physical Activity: METe vk

Physical Exam:

Others :
Past Anaesthetic History: o

:’reégge;ati\;]e Ilns_lructions: PR RN o Q1. 0oLy
: rophylaxis : AR r DOy

: Water / ORS 2 Hours L‘U“"l' g i
2. NIL ORAL<] """ ik
3. Informed Consent: D‘Sf:;‘:dard O High Risk
4. Post Operative Pain Management: E{iscussed with Patient
5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Dr. DR.M PRATHYU : " = @
A REDRY Rainbow’ | @ n: B i
TR Children’s | = BirthRight
ANAESTHES'A CHART Hospltal BY RAINBOW HOSPITALS
1t takes 2 lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: ] Yes B’IG Fasting Status: W
Physical Status: ~1~Patient Identified T Consent Present _~=Chart Reviewed
HR: £S Y B.P/CRT: '3\ |+ Sp0; 46" | onR A RR: \Ulmd Last Feed: 7~ & hve
s .
Pre-0P DIagNOSIS: «.ccoumsssrerorsmnsssssssmmmmesssssss ot Operation: <=0EL AA00AL.... & 2 S—— Date : \% Tl e
Surgeon: 391....3:9..&\.& AR, .o pissssit ot Anaesthesiologist: .+2r. K....- S S Technician: .. Yenkaii........
TIME oo |34 ‘20 T U W00
N.O /AR /O, LPM s —
HALO /SO /SEVO Antibiotic
Drugs:
= b Suppository
— - DA DFERNSE
-t o B 1o
T o i D Team Aol
o coe B il
FI0, / Sa0
ETCO,
ECG oo | W Lot Nl N8 [N
Temperature
g Gl NOTES
Male botxdty
£ e @, 3R p
!. o]
240
B8P o B
V Systolic 220 B (=) | ]
A Diastolic - u . m :[ HE
X Mean 2000 e EEEE e L] = 5 EEEE =
« Heart Rate 180 = ] & | 1 L I T R =
Tourniquet on Time | | EEHE = ]
Tourniquet off Time 16011 = 1 .
140 u - [
Throat Pack In - -
Throat Pack Out 120 r S = - EWER e
100 e - L —— —
EE = EEER 1 R EEE EEE 1
80 A A A A = m T ) il FIR = =
. O 1 6 R A E 6 T E_:— o
40 1 1 =™ 1 1] 1 e
- u mEE . EEBE P B TR
L o Bl W [SasS e ) N
T
o 1
[
LAB Values -
GRES
Others
_= Equipment Checked and Temp: Induction Regional: 2O
Functional ] HME ,@/Huidw‘armar aow (] Inhal Extremity Speclfy\
=8P ] Cling Film ] OH Warmer ] Pre0, CJRSI Spinal ] Epidural ] Gaudal
= Cuff Site: @ - [ Huggers [ Cotton Wool o P
[ AnSite: .. ] Other Position: LY
[1 SGA i
%/?:r?\: eSa'rlde e O Oral [] Nasal Site: ...... 7
O] FIOMonitor Anaes Start: . P o ... CM Needle Size: .
O Ag;m Monitor 0P Start: .. [ Oral a N853| |:| CLI‘H Parasthesia D ves [ No
Pulse Oximeter OP ENd: oooveveveeree O Tracheo W‘VDT"WM Catheter at SKiN ..........cc.....-- €M
] Capnograph Leave OR: ........ O Drug: oo Drug Name & Conc: 0.5 . RUR. LA E
[] Ventilator Anaesthesia: [ Awake [ Direct Vision BOIUS: oo VRN Bhel 5
[ Nerve Stimulator O GA [ Video Laryngoscopy [J Stylette / Bougie R O« m mc,e; e [\t‘LﬁN‘r {
[] Monitored Anaesthesia Care ] Fiberoptic Block Level —Et
Drﬂegiona\ Blade# ... AltE T1 - TR R
P T L L A, N ARG
Line (sm & Location) Tr;\;;pymon to
Eye c.nre: ] CVP: . [ gilat = BS ACU Jicu [ Other
g ?'"t ART }Q. ; o : [ Semi-Closed Circle Relaxant Reversed [ Yes [INo [INA
[ Padding El iV: C‘,( g gl;::d o 0 Name of the Doctor DY L-".gf\ %L.:VV\
P hwake EIVE csscompntmermonsi B signature of the Doctor : (=T rke:

1




- mwuy

2ygy
Dr, 28D
r. DR.m PRA YUSHA REDDY

///lii//u/l//i/imm/l//l////// |

e, .

(F)

:

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow® : g
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the ittle, Your Right to a Safe Delivery

Q 5
Received in PACU by : Sum'ﬂﬁ ..................... Time Received : ... %710, IR .l Time Discharged : ......... ..
iy — a
250 VAl 250 .
=it [ o IV Cannula Site :
E:u 230 230 | [ O,Mask [J Nasal Prongs
=] gfg ;fg [ Tracheostomy [ T-Piece
2 200 200 | [ Oral Airway [ Nasal Airway
E 190 190
o 180 180 /
o 170 170 | Vomiting : [ Yes No Drug:
= 160 160
o 150 150 | NG Tube: [ Yes
140 140 in: Q/
X b b Drain; [ Yes o
120 120 | Urinary Catheter: es []No
o 110 = 1 110
iz 100 I 100 | Chest Tube: [ Yes (]
T S 20| it ova s D)é./
= 70 i
o - : o | W Fuids: M
o] 50 | 50 Oral Feeds: .............
& - 40 40
30 = 30
¥ 20 20
10 [€ 10
0 0
5PO,
POST ANAESTHESIA SCORE MINUTES
(Moied Aldrete Score) IN 30 | 60 [ 90 out SCORING INTERPRETATION
Able to move 4 extremitie olunta n mand =2 e . N
Abl 0 move 2 extomie voamer) ooy oG =1 acmy L A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 L 2_ Discharge
Able to deep breathe & cough freely =2
Dyspnea or lmited breathing =1 RESPRATION 4] 2r &l , : e
Apneic =0 e = E Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic e =2 i i ician-
BP = 20.50 of prrwineti R %1 . CRARAI L 5 7] space below by the Discharging Physician:
BPtSDufPreAnaesmmwva = i
mawaka : =2
sable on calling =1 CONSCIOUSNESS
Not responding =0 1—- 2—-— 4
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR e
Cyanotic i 4 =( P)-" 4 2
- A D] (®

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score

Intervention

Signature

O

AL

U

NG

C_ab—

G ol D

MO

Qo

v

\a\\'z\fl

|

Pain Tool Used: [ N PASS (O FLACC O Wong Baker [ NPS
Anaesthesiologist Name - Dwk— o e UWV\ ................
Anaesthesiologist Signature: ... :{SL ..... ; q«L,v
Date & Time: ﬁK:(/

PACU Nurse Name : < ..................................................
PACU Nurse Signature:

Date & Time:

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Atter 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

pain, patient with severe pain

b.
c.
d.

Transferred to Unit by (PACU):
Date & Time:
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Patient Sticker Children’s . Blrtthght
A D Hospital .BY RAINBOW HOSPITALS

It takes a lot to treat the little.

Your Rgﬁl to a;ie Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD '

DALE: ..oovenerreresaneasusnsasannasusasnse TAMIE: voeeeneenermenasanass PIOCEAUTE ONE DY cronnnsmeeiassssssssssssssssssssssssmssssssss s e s

CSE /Spinal /Epidural POSItION © w.ovcererererene: SPACE %uvcrrrnensisessassmserssassseness Technique (LOR/LOS) w.cvvveenseeenee

21111 | MOV Catheter at SKIN: ....cvweemmsmssmussssmssseeeses AHGITIDES § covvvsesssesmsonssssnssssansasassssensanastasesssasesss
parasthesia : Yes/No if yes i i et o e (e s R .
T S . e aawis: TS clAli L

Any other issues :

Discharge /Shifting ordered by
DOCEOT SIGNAIUIE: «..cevessrsressssssssmmssssssessmssssrasssessassssgasssssssseess '
DOCHOT NAMIE: “u.viebrsesesisisnsnsessusasesssnsnassassrafissiussensasmnsasassress

Date aNd TIME  covveeveerieesienrissessmsanssssinesnesssansssssstssassassnasens !




W.00108658 |P5-00176588 ; I";’Z'
P = ainbow® g
KAVYA -‘”‘“’A -t ) . %
AN 3 Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

"l Hospital _
CONSENT FOR ANAESTHESIA

Authorization By: Eétient [ Patient Attendant

Please read this before you consent for Anaesthesia

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

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

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

O] Others . &%&ﬂ .,,du'\cu.nj }td.m’ﬁ \Sﬂa&g{nghm ’PLMZ%MNT\LW(L

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(E)*Heg/ional Anaesthesia OJ General Anaesthesia O Monitored Anaesthesia Care

e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing diffi cumes allergic reactions, headaches, variations in blood pressure, nausea -
and vomiting.

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

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.

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

¢ | 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 senges.

Patient / Patient Atiendant:
F
Signature: ... ,}( A

Relationship with patient: ....... )H{ .......................................

oate & Time: .1 000264, 2:12.0m) ...

Doctor (who is taking consent):

Signature:

o Name: ... 10 Yo Gon... QUﬂf« ........ Date f\h"h:& TlmeD\‘)w\

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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Surgeon : Daas O

Asst. Surgeon ; ...
BoL

Scrub Nurse : ....S%... S 1NONR L L ......

SURGICAL
SAFETY CHECKLIST

Anaesthetist : .

0B658 pRTE08

PHW-0010!
Patient N‘ Mrs KAVYA JAMPALLY i
20-06-2005 21YOM28D {
r. DR.M PRATHYUSHA REDDY

e iR

Before Induction of Anaesthesia » »

Gend 2
............. BRORE. ... ... Rainbﬁw
Children’s BirthRight
...................................... Hospital .mmmmm
T takes a kot to trest the Mtle. Your Right to a Safe Delivery

Before Skin Incision » »

Before Patient Leaves Operating Room

Has Antibiotic Prophylaxis been given

within the last 60 minutes? OYes CNo CJNA

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

Is Essential Imaging Displayed? OYes CINoVZ NA

Power Supply, Earthing, Power Backup

and functioning of equipment checked. \B%s ONo
Signature : ‘a,.(/ ........................................
RO Y XY

SIGNIN  Time:..2..22. 2%, TIME OUT  Time:... . Yo fAm SIGNOUT  Time.... .

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

Identity EYes ONo introduced themselves by Name and H}I},ET‘(es CINo The Name of the Procedure Recorded \yég CINo

Site Elﬁs CONo Slll'qeon, Anaesthesia Professional an That Instrument, Sponge and Needle

Procedure &Yes CNo Nurse Verbally Confirm ( Counts are Correct (or Not Applicable) \Eyfm No CJNA

Consent Z¥es CINo Correct Patient (Check ID Band) Yes CINo The Specimen is Labelled (including
Site Marked [Yes CINo VA Correct Site #fes CINo patient name) OYes O No\gm’
Anaesthesia Safety Check Completed _[>Yés CINo Correct Procedure 995 CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning +Yes C1No Anticipated Critical Events Problems to be addressed DYGS;@(‘; CINA
Does Patient have a: Surgeon Reviews: G

R Aoy OYes oMo What are the Critical or Unexpected B\ At To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
v./ ; : Anticipated Blood Loss? 2 Yes CINo [JNA and management of this patient? CYes CINo

Yes, & Equipment / Assistance

Available CYes CNO Anaaslhgsla Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? COYes CINo CINA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned aﬁ; CONo CINA Been Confirmed? are there Equipment

Blood Units Reserved ClYes CAND CINA issues or any Concems? OYes &lo CINA

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



SIROBOND .. ftsvinsonvins

SUHGICAL Asst. Surgeon : g — - — Gender . ........ Rain%’w' @ BirthRiaht
ANABSHNBHSE * oo, 8 TR SUTGENY NAME © ..o Elh“d!'te'rs wﬂsgmlsg&s
SAFETY c HECKLI ST SCIUD NUFSE © vvvvreee e D oo T TIREIE P OUE-BIB  ccoccsmssisssassossios r B . el

Before Induction of Anaesthesia > »

Before Skin Incision » »

Before Patient Leaves Operating Room

Blood Units Reserved

within the last 60 minutes?

Nam

Has Antibiotic Prophylaxis been given

OYes CINo CJNA

OYes CONo CINA

CYes CONo CONA
OYes CONo CINA

issues or any Concerns?
Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes ONo

B Te.......ees TIMEOUT Time...................... SIGNOUT  Time..
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity CYes CNo Introduced themsolves by Name and Role O Yes CiNo The Name of the Procedure Recorded ~ CYes CINo
Site OYes CINo Surgeon, Anaesthesia Professional and That Instrument, Spongé and Needle
Procedure TYes CINo Nurse Verbally Confirm Counts are le/(?)r:gbelot Applicable)  C'Yes CINo CINA
Consent OYes CNo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked OYes ONo CONA Correct Site CYes CNo ent name) OYes CONo CONA
Anaesthesia Safety Check Completed OYes CONo Correct Procedure OYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYes CINo Anticipated Critical Events /,// Problems to be addressed OYes CINo CONA
Does Patient have a: Surgeon Reviews: ) /./'/
Known Allergy? OYes CNo What are the Critical or Unexneetéd To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Durat What are the key ke fpr gl d
! OYes CONo CONA and management of this patient? CYes CNo
Yes, & Equipment / Assistance
Available OYes CONo
Risk of > 500ml Blood Loss Any Patient-specific Concerns? CYes CINo CJNA
(7ml/kg In Children)? ursing Team Reviews:
Yes, and Adequate Intravenous - Has Sterility (including indicator results)
Access and Fluids Planned OYes CINo CINA Been Confirmed? are there Equipment

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




PHW-00108658 IP5-00176588
Mrs KAVYA JAMPALLY

INFORMED CONSENT FOR SURGERY OR & Scwswnmseareonr ' jrthRight

g
SPECIAL PROCEDURE RO ==
Patient Name : KAV\/AJ_AMW’(LL\I Gender: ) Male ;/Female Age : ?/LCIN)
UHDNo : ... AR . 0010 X653 ... pate: .. 19|91 10%¢.
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)

EMERGENCY.. LD .@Qf}fi....&fé,..m.{fw.’.t......L.E..&&KE.?%(\.J.....S.E.Q.'[Lo.r-.\.l'................

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelinood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

| 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.

CHANCE OF RLEEOCING. o BLOoD. Anp. Rloap. PROPULTS.......

e TKANSEOSION. ... CHANGE. oF TN EcTLlan., . ToAIREN. . T.o. ART AGA
.......... ARGAS.... . SH. AL B DWEL. Awp. BLAPPER.. AWR 13 REpAe

My signature on this form indicates that
1. | have read and understood the information provided in this form
. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. |have had a chance to ask my surgeon questions.
4. | have received all the information | desire concerning the operation or procedure and
5. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure. ................ 0'7 0 T, " [ 8 T Mol IS &

Consentee : Patient Attendant :

IRND . ... o o i e s AR Signature : ...\

Name : .......... . FNYOE & Name : ....cevveeneeee ¥V S

Date & Time : ....... 11[&[%141 ...... [:30pm Relationship with Patient: : :
Date & Time : ......\¢

S Doctor (who is taki

NN o1 I § A Sl sasissoinsinsin pinmatinuiecsiniss

| R LA Q0L e R N

Date & Time : lq,.!}iﬁﬁé .......... ﬂ-m.f..%%b/’ Date & Time : H[;T[%\G,l

Docu. No. : RCHBH /FRM / CLINICAL / 027
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Dr. pg,

I\

Rainbow®

iy s dl T

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

INDUCTION OF LABOR CONSENT

Name: ....... NVS ....... lCCL T)AM P!‘f L \7 ............ I ..... Gender: Male[] Femate™]
UHDNO: ... L H wv\q)ol AXATY .. .. Date: ... 121/‘1/?{.’, ..................
15 he i

You are scheduled for aninduction of laboron......... 1 ....... '-l— 6 ..................... (date) at........ ; ........................... (weeks of gestation).

The reason for yourinductioniis ............... ch .......... 11‘{‘”‘/\ .................................................................................

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

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

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

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

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

Patient Patient Attendant: cSz %f‘
32T ], A - SR T B = A b SIgnatine: ... B ......................................................
Name T MOl G MR e o ke

Date &Time )g}j/ ’ { <l Relationship with Patient: P‘{Q‘}[’L(Y
Date & Time: (f!4!161/‘g°01d3h

Doctor: Witness
Signature: .. W .................................................... Siahatisie: ... ... | e RV

Name: ......... DYDJ ............................................. Name;; o e ey J ..............................
Date & Time: ........... {37(?/2(/ .................. Date & Time: \fgi ....... f)[,Cﬂ@ LQ

Docu. No. : RCHBH /FRM / CLINICAL / 173



PHW-00108655
;ﬂrs KAVYA JamPALLy
0-06-2003 21 Yomp

IP5-00176585

INFORMED CONSENT FOR VAGINAL Blnrhm”"I’llﬂlﬁ.ql!yf.’ﬂ"f’[”"’ oy
patient Name ... A pally J(ﬁ.,mj TN wora:...H =00 (ogesy
Gender: [1Male [JFemalg” Date: ... X, "3‘24 ........................ ((1{\1[2/4

I hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force

vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

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

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

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

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

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

Name of the Doctor perforrhing the proceduref ................ I}{YPYC/‘{\W&(M&, .................................................
Consentee : Patient Attendant : 5
Sgnaling: ..o e Signature : B%{ ..............................
Name: ... M)’..) ........ k Cl_ Lt _____ Fji _____________ DI o 5 R s ves oo ssnsossosiisbosiomsietrrace

i Xl? / 7/6, JUM Relationship with Patient: ........ ot LY oo

Date & Time : lb"ﬁJ%,«JL‘liP"“\
Witness : Doctor ( taking the consent) :

T LG T T e S R
L B R B R R l R s Name : me )., .....................................

Date & Time : ... Qé\fl/ubg Date & Time : ...5. / [ f 2 fon S AP

Docu. No. : RCHBH /FRM/ CUMGAL/ 028
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PHW.00108655

Mrs P59
20.92" u‘:) JAMPALLY e ”’é %
> 4 : Dr. DRy OM2sp Rainbow
t Patient Sticker .

e, © Soirers | G BithBloht

RISK ASSESSMENT TOOL FOR DEEP VEIN THRUMBOSIS |

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

Pre-Existing Risk Factors Tick Score Tick Score

Previous VTE (except a single event related to major surgery) -
Previous VTE provoked by major surgery —

Known high-risk thrombophilia il

W W ||,

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

Family history of unprovoked or estrogen-related VTE in first-degree relative il 1

Known low-risk thrombophilia (no VTE) — 1

Age (? 35 years) — 1

Obesity — for2

Parity > 3 - 1

Smoker oy 1
Gross varicose veins -2

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Elective caesarean section

s
Caesarean section in labour 9
7

Mid-cavity or rotational operative delivery
Prolongediabour (? 24hours) —

PPH (?1litreortransfusion —
+0 Preterm birth? 37 weeks in current pregnancy
Still birth in current pregnancy o

Transient Risk Factors

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

RGN T (ST O (S DR L TR (G S

Hyperemesis —
OHSS (first trimester only) S
Current systemic infection it
Immobility, dehydration —
Total -

P S B =

Signatiure of the DOCIN: ....c.cimemmsusssaitsrititaziriess ssises Daly: ... L K. .. i

RUBEPUE .....cisoionesirit bbb ipooissbion it H Gl(\"‘-k‘ ......... o

Hlsk Assessment Tool for Deep Vein Thrombosis

If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis.

If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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pmesee | W™aVewns @ Children's | @ BirthRight
| iy e | @mm
It takes a lot to treat the little. Your Right to a Safe Delivery
POST-SURGICAL CARE PLAN FORM
Procedure DONE: ................coore.. % Ma"jﬁuﬂj ..... howey. Seud (erancoy Seiben.....
Post-Surgical Diagnosis: .....................cco...... T TR SRS O NI e . O
Post-Operative Monitoring Parameters /Frequency:
b oy Aalo
Wound Care:
~— W [} 'PL\J Me,c,cl»-)
Drain /Special Lines/Catheters:
c{;lt»(kj » Q_,q hq
Special Patient Positioning and Requirements:
Lol OAlan e g;_l_e-‘;-o S\L—\i '(“LBG-{
Nutritional Instructions:
-  OD &V\/ 4—¢ \A’)/-\
"en to Start Mobilization:
- o~ Revraral a1 te leary
Special Referrals:
"
The new order for all required medications documented in the doctor order/medication sheet:
OYes O No 5

Any Other Post-Operative Care Needed incl't@ng Required Follow Up
Treating Surgeon
(Signature & Stamp) Date: ["{f%['l@ Time: ... F-8m

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106




PHW-00108654

Mrs Kavya IP5-00176585
; :
Patient Sticker 20-06-200 5 AMP:;';“;M "%
; Dr. OR M PRATHYUSHA el (F) Rainbow® &

Wi ospic " | (@) mimcitl

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : MRS TR I

THRTETEERE TGN < Y 05 ) (e R Duration of Procedure : lH’Q’h
Name of Surgeon : .............. D s 9_9\0 ......... WOV ady. Date of Admission : \%/\'\[%
Bundle Care Criteria : (Tick (\/) if done)
l Staff Signature
1. | Antibiotic given prior to surgery ? [_{¥es [ ] No
] Eéingle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60‘minutes prior to incision ? (B'ﬁs [ ]No M
Name of the Antibiotic : .....Z>7...... Vowm.... /,LOJ*‘CV* ........
2. | Hair Removal Ms [ INo ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]Operating Room
L e R /@'

Skin preparation done (cleanse surgical area with antiseptic agent)?,B'Yes [ ]No

3. | Patient's body temperature jmmediately post operation (Recovery Room)? Z“C W
(] oral O Zﬁ: (Goal : 36-37 °C) :

4. | Name of doctor or staff administering the antibiotic : QQA ............................
Date & Time of antibiotic administration : .... \CA,\.71. o e R @}JQ
Date & Time procedure started : ................. l ﬂ’/“% ............................. ;T

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

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

e Allforms (Bundle care and when required SSI form) are completed properly

e Forms must always be kept in Infection Control folder in respective department

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




PAHENT TRANSFER FORM

.p.f//é
Rainbow’ s .
Children's | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

PHW-00108658 P5-00176588

— Mrs KAVYA JAMPALLY

Date & Time of Admission

\ g\t

Date & Time of Transfer Order

MH{M@Q\,ASPM

oM28D {F)
06-2005 21y
-t THYUSHA REDDY

"

Transfer Ordered by

L [(ovoa

Reason for Transfer

por-

From Unit To Unit Information to Attendant
$ Yes L~ No[ |
Ot 0T oI5
Number of Sheets in Clinical File Personal belongings including . : :
clinical documents. If any handed Fationt styted with 1D band:
over to attendant 1= No| ]
Number of Imaging Films Yes[ ] No[ |
e R
BV WA i s
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name o Quantity

P

§  1g Summary / Notes Written by Doctor :

Yes[ | No [ |

Name & Signature pf Person who is Transferring

2% | @y

Patient & Clinical Records Received by :
Ve

Name of Person Ordered Transfer

D'Y' C@UQT}\_’C:L

Date & Time of Patient Received : \O{\XD’Q C’:) L{:L [ g-fg”]

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

| | Nurse not Available

—

_ Unavailable Bed ] Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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Mrs KAVYA JAMPALLY »"?.-‘
- 20-06-2003 21Y0M29D  (F) ‘ inhow®
o DR.M PRATHYUSHA REDDY e ) [ -B Ra'_nbow . . s 5
| Children’s BirthRight
I AR Hospital ~ | () rmeonosmus
It takes a upmmum Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ....... ozot\aﬁ ............... Time: ...8.: 30v...............
Origin: el - Height: ... 16.3¢xx....... Weight: .. 5\2?3 ......... BMI: Z3°5 Fa | m*
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