#. Rainbow Children's Hospital - Banjara Hills

&

Rainb‘éw ‘ 8-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
i

Children’s ,Telangana, India ,500034.
Hospital ; TEL NO :+91-40-4466 5555
Rlne WER : https://rainbowhospitals.in
ADMISSION SHEET

; Il I CLEE LR LIRS
Registration Details : ULLLLLL LU

Admission No : IP5-00175986 Admit Date : 05-Jul-2026 Admit Time : 11:47 AM UHID : BAH-00584697

Patient Details :

Patient Name Mrs NADIRA SHEMA SAMIA Age :31Y6M12D

Guardian Mr SHEIKH HAROON ABDUL WAHEED DOB 1 23-12-1994

Gender : Female Religion . Muslim

Occupation : Martial Status : Married

Address (H) . H NO 19-4-274/1,NEAR ZOO PARK, BNK Phone No : 9347322062/ 9182918858
%%ligr;gogggadurpura Hyderabad Telangana E-mail . NOMAIL@GMAIL.COM

Admission Details :
Bed Type : SHARED WARD Bed No :SW418 Ward Name : 4F-BIRTHING CENTRE

Room No : SW418 Admission Type : First Visit

Contact Details :

Name © Mr SHEIKH HAROON ABDUL WAHEED Relationship : Husband
Contact Address - H NO 19-4-274/1 NEAR ZOO PARK, BNK Phone No : 9347322062 / 9182918858
COLONY Bahadurpura Hyderabad Telangana
INDIA 500064 X
Doctor Details :
Doctor Name 2. HIMP)éINDU VEERLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode  Cash Payor Name : SELFPAY

Printed Date / Time : 05/07/2026 11:48 ] Printed By : 020296 Page 10of 2
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Cross Consultation Visit

Doctors Name

Date

Order No. Signature
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
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Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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23-12-1994 31YEM120D
(F
Dr. HIMABINDU VEERLA = "%

T Eﬁ'.?c'i'_rt%".}'s ‘ﬂpﬁgﬁgﬂ
IP ADMISSION SHEET FOR OBSTETRICS e |

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

Presenting Complaints ivp: W f (O\lf . EDD:
fo Porm oddoron. . . gt
Comected EDD: Q2 [{9. ¢, 6A 27 . B
Obstetric Formula: Menstrual History: Regular: [ Yes LI No
aPrL Lot B Obstetric Examination

Obstetric Hostory: )
d-Cuoufundal Height j&*m

l’ owal }r W | ;
- NVO, Ut. Activity: [] Relaxed ] Mild od [ Severe

Present Pregnancy Record Liquor: E’Ad/eauate (] Oligo (] Poly
& fﬁ) ‘ P C-€eéphalic [ Breech Others
Head Fifths Palpable:.

RISK FACTORS: FHS: Q»N{mal [JTachy [JBrady [JAbsent
g ~

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

Vaginal Examination

\ / Cervix: [] Long [] Partially effaced ced
Holghk s i cm

. . > ,
Weight: ............ kg 0s: Closed Dilated Ty

\\ =
A“ergies: .................... M ............................ M embranES. m D Absen«t

Breast: [ INormal [ Abnormal

General Examination:
ConsciousnesemGss ~ Pallor: aloynl - Presenting Part: [ Vertex (] Breech L1 Others

lcterus: Edema: . atsatl  Sutton: O-3 O-2 B4 T4 +2

Temp: » PR ‘37\mw\ Pelvis: (] Adequate (] Doubtful
gp: \I M, DTR:

Vsl s [
Liver/Spleen: g)‘Qfggé\Urme Output: ‘;‘so"‘év*"&r

DIAGNOSIS -~

Liquor: ] Clear [] Meconium [] Blood Stained

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

fee o,

Surgical Histo:I: u
i %.J:: \ (

Medical History:
U

Medication History:

Ty

Plan of Care:

Do,
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ined, § P 2

W [pPoL

=t

34
Fandlal | 2D
A3 .12 | T 3304k 3

Ne - 40w {Jgﬂ,l.,\.@

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

DEFICIENCY CHECK LIST OF CASE SHEET

0

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \
2 Discharge Summary i
3 Nursing Initial assessment { '
4 | Patient Transfer form R
5 In-patient Medical record
6 Doctors progress sheets '\
7 Nursing plan of care and handover sheets LA
8 Consultation sheet 3 \
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
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 {
25 | Pre operative check list '
26 | Surgical safety checklist
27 Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR&BP chart i T
30 | Intake and Out take chart (fluid chart) \
31 | Drug chart (Regular Prescription) B
32 | Investigation Values (result sheet) \
33 Nebulization chart
34 Nutritional review chart 1‘
35 | Intensive care unit (ICU Charts) :
36 | Consent for Admission in PICU / NICU
af The Humpty dumpty scale
38 Braden Q Scale A
39 | Bed side check list :
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitormgThas- js@,\&_y\w Q 1
1
) ]DS &{ 1
Total No. of Pages é
1 “{‘\J\‘ 21 & ’B

Doc. No. : RCHBH/ FRM / GENERAL / 126 ,)) Snshuraded 008
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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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PROGRESS NOTES AND DOCTOR'S ORDER
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MEDICATION RECONCILIATION FO

B v hsinsss shstsasiussssasnnasassnsnssssmsssasisisess

ot 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)

T T, (U S N BINBRO B e i or Bt auiii s sisorsissasis
% | (GENERIC RAME CAPITAL LETTERS) {mg?:ig) (°0, NG, 86, ) | FREQueNey | LET FES 72’3%%’3

et TV R ol O¢ 200

2 o bl [t e o ¢ -6 |
. ¢ CI0C
‘ OC CIoc
5 OC CIDC
6 ¢ Ooe
, ¢ Coc
8 ¢ Ooc
9 ¢ Ooc
10 ¢ Ooc

MEDICATION HISTORY RECORDED / VERIF)ED BY

Doctor Name & Signature : .

* C- Continue, DC - Discontinue

......... mw

IR TINE...............o. i g[jiﬂ-ﬁ’(’/i@’\ ................

Nurse Name & Signature: ...........c.c.......... % ..............

L — 5[%% .......... [W ......................

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

2
Rainbow® . o
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the little.

s S
Date of Admission: 6% ................ Drug AlIBIGIES: oevoeeececirieesissisee s /ﬂwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
: Dater
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
] Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tirvne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)
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Mrs NADIRA SHEMA SAmiA
23121994 NY8M12D

m ””””iﬁi’"’mm i REGULAR PRESCRIPTIONS  Weight. ... Ward. ... M
ORUG: G DuphprirC RIS
?So'm Elute Fregu;ncy St;EETi& v
Name & Signature of the Doctor
Starting thq Drugs: S
L__M NEN

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

AT

pRuG: [ (PEpceTPm_ [Pae
Dose Route [ Frequency |St ate| . \/
| & | Tp 1)/'_47“{1

Name & Signature of the Doctor

Starting the Drugs:

Q;Azﬂ;r (. g
1

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

pRUG: (- D{ QU NP

AKX N

gDose Route | Frequency |Start Date
D

q__ 4
& Signature of the Doctor
Sta g the Drugs
L-

l\

£
\!
Additional Instructions: Y,
R Q{‘ &&\‘f
NNV
Daily Doctor’s Endorsement by a Sign
. Date»
orue: * PAN TN
.Dose | Route |Frequency |Start Date N \
V
= e | Rp 712 X
Name"& Signature of the Doctor A\

Starting the Drugs:

Oty

Additional Instructions:

-19

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Or. HIMABINDU VEERLA
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Weight Ward
Date»
VARIABLE DOSE Time I Nurse Sig. | Nurse Sig. I Nurs;Siq I Nursssm.
Dose Dose Dose Dose
DRUG : Or. Sign Dr. Sign. O Sign Dr. Sign.
Do
Route Start Date T oo S -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s e - oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose - .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T@e ] Nurse Sig I Nurse Sig. I Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. D, Sign, Or. Sign.
ROU te Sta n Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor foee fow e s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fose . pose =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other .
Date Time Medication kistictions Rc.)ute ilgnature Nurses
| Sandet
NL| oo | l fl J,\A 5
ANE |1 0%, | Tatme g Dabectes-
WS :E} NIV oV I ™ 0\_ Sand b
S\a A pM Sare | Dabedct-
' \b a’) (3 Y oom lL L_\ Lond et
Vg A \em| 1 %4 p) !
P 1 Vﬂb(a:a—’
W st toony | l I |oaddT
Yo\Ls

Page: 3/4
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L | LV. FLUIDS CHART Weight. ............... Ward. %

Date of | Doctor | Nurse
- iti V. Flui Flow Rate| Doctor | Nurse . _ |
e Hime (i imu;;I,mgu%ngn?E»ch%rﬁn. etc) Route | ri/hr Sign Sign | Stopping| Sign Sign
o
QJI\J\.{NL LA 1Y . L ol N 3«&“ 3
Ve | .00 v \SG'\M Lol %\30 -
' aua e
b/\) ‘ anf XTO Dabrcead " A
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NYEM
mmmm VEERLA Rainbow® ® - R
T Children's | g BirthRIght
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. WEHE oo
Date
DRUG: —1 . CLPLUM L lgneﬁ‘q"
Dose Pute Frequency | Sta
Loompl 12 (%) 34
me-& Signature of the Doctor 1 ¢
Starting the Drugs:
Dochilyy - (IS
-Additional Instructions: a
LA AN
Y
Daily Doctor’s Endorsement by a Sign
DRUG : E;Itfe’
Dose Route | Freguency | Start Dt. 3
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : %?;ee
Dose Route | Frequency | Start Dt. 3
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : pate
Dose Route | Frequency | Start Dt. é
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Sheet No: .............

REGULAR PRESCRIPTIONS

2
Rainbow”

Hospital

It takes a lot to treat the little.

WelE ..o

Children’s ' .Bnrtth ght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG :

Dater

Tupe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Al

Tige

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency | Start Dt.

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Dr. HIMABINDU M120 ) Rainbow®

i~ ] S
RESULT SHEET |

IP5-0017598¢
mia

\

Date % |30 26 e
= 134
PCV 2%

RBC | WL 24
WBC L0 %A
N/L
Platelets AU C
CRP i
ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

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

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T T e N T ST O RNNICI A% IR R SRl e N By T

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

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

Radiology : RIOIR 112, Loineiniiiravistiisna st tiestnasvenasessespensrrioenindliI R e v oo s0 asansnsnsassassases

T e R

EINOES fEERS R DRI BEOIIBE WA ) ... ccuevnonooiisssinntinsmiubibisyRonsvinssaa dbnnsdabss spiomigs bessnid diivmnnini bbgssyara
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5-00 2
wmﬂ“‘mem has © : Rai_nb‘Bw:" : e
1\ii\.\\\\\\\\\\\\ MULTI-DISCIPLINARY PLAN OF CARE FORM Children’ gggggﬁgg,b;
Diagnosi. \\\\\\\\\
‘ 2;':; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
&Mﬂﬁ:at Bﬁ - : O Nursing
: %\‘)} ) Nursing 00 Modified g/\/\, J\Q,L_ﬁ\, Ad,\_] M)\D - /ﬂ Others:
S ¢ O Others: 1 Per-Op
= Post Op
‘l{)m
; £ Medical O Initial L) Medical
w (1 Nursing O Modified J)pf' i &JQ; JL O ethers!
§ ‘2@ 1 QOthers: 1 Per-Op ”‘Q,, W/ﬁﬂ R % '
‘ O Post Op d‘« v
p’fﬂkp ‘ Syu.f;@ ()
M 01 Medical 01 Initial A C1 Medical
R | 0 Nursing 1 Modified - PND -0 : ! °7"'4y - &V;% 1 Nursing
5\?\ /Z/Others: O Per-Op SVD o G[/I OP H'?Lv I?VU}CW ; /B)(;thers:
537)’“' | dielneun A Post Op )
) Medical L1 Initial ) Medical
O Nursing O Modified O Nursing
O Qthers: O Per-Op O QOthers:
1 Post Op
O Medical O Initial 1 Medical
O Nursing O Modified L1 Nursing
O QOthers: O Per-Op 1 QOthers:
) Post Op

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




INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient Sticker

Part - I.

2
Rainbow® ) s
Children’s @ BirthRight
Hospital . BY RAINEOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient's / Learner Language: ..............ccoe.ivvereerereeernes Patient / Learner Literacy: }H‘ﬁ‘ﬁ& L Wiite ~#Speak Willingness to Learn: WNO Healthcare Literacy, —-Yes [ No

Identified Education Needs:

1. Diagnosis - 9. Medication / Therapy (safety, effects/ side effect, interactions)
2. Treatment and Care Plan 6. Discharge Medication

3. Pain Management A Infection Control Measures

4

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

13. Risk / Safety

14. Activity / Exercise

15. Social & Rehabilitation Needs

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

Informed Consent 8. Diagnostic Test/ Procedures ! 12. Patient's / Family Rights \ b el R e IR L S L 5.

Part - Il f
Use codes from the list in part Il 1
. Need : j Designation /
Titte Time | \gentified Infoemation Taaght e Comments | “sjgnature
Person Taught Iiearping Teaching Tools | to overcome | Understanding
iz = arriers barrier/s

AN - ( l

< D\ ” ol - £ \ b=

é%ﬁww &

,Qnguﬂ%nv csn%quw«%w pi 1 ©

Part - lll: CODES

11. Beliefs and Values
12. Impaired Vision/ or Hearing

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment
3. Emotional Barriers

8. Responsibilities at Home
9. Cultural Differences

Who was taught: PT: Patient F: Father M: Mother S. Spouse Sn: Son D: Daughter C Caregiver 0 DhenS0e0IN) -0 i i G e
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

p Ul el el T e e R R SRR

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 FPIIE 11 s  E  N I I o e
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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Vi Chiders | Q) BithRight
OBSTETRIC TRIAGE ASSESSMENT FORM

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

Date: ..... g[{‘}[’)’g ..................... Time of Arrival: !l@@owf) Time Seen by Nurse: II:KGM}
1) Level of Consciousness: [ Conscious ] Semi-Conscious J UnConscious

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

CJ Severe Pain / Moderate Pain CJ Preterm rupture Uembranes/ Leaking Water PV
1 Bleeding PV: Slight / Heavy & Preterm Labor/ Labor
] Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
OJ No Fetal Movement BR: oo o REEERAIAR e ek R SRR 1 S
3) Vital Signs: Temperature:%.!:fg Pulse: B2..... RR: l‘% Sp0,: 100 /... BP:l@{B’.‘{.’ Weight: ............
4) Gestational Criteria:
Gravida: G % P L l A |
P ... | 12] 23........... O b e S
Uterine Contraction ‘ym{es [JNo | CJNA | Onset Time Frequency:
Membrane Rupture JEYes | OONo | CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes ﬂ’“ [0 NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes da{o ONA | pain Abdomen / Vomiting
Good fetal Movement _ | Qﬁ. CNo | 01 NA | IfNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | ] | | | | | | |

| 1 | | | I | 1 | 1 |

0 1 v 3 4 5 6 ;4 8 9 10

No Pain Worst
possible pain

o AN ......... o0 e :’&MWM}/ .......................................................
o R ... ity [ ......................................... Days / Weeks/ Months (Strike out which is not applicable)
v CHArACIBY ... m . 15-'3

S e SR - 01 3 T B RO e S R Og o L

« Interventions: .................. Bﬂé’:ﬁ’iﬂ"a ..........

6) Past Hlslorv

T -« < oY s 4 moi s sanidsdnkasvaniillin s by il .
Docu. No. : RCHBH /FRM / CLINICAL / 098
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8) Current Medications:
9)

Prena

J None

s [J Chronic Hypertension
[J Gestational Hypertension
] Diabetes

edical History:

U Prenatal Vitamin ] None

2GS

[J Gestational Diabetes
[J Low placenta
L1 Others if yes, specify

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

O

Category lll: ergent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
CJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
CJ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity

Suspected Pre-term

Signs of Active Labour

Scale (OTAS)

Signs of Early Labour/

egory H: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

Discomforts of

Imminent Birth 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 i)
Seizure activity and / or headache, visual ;1 mggdwmfmjm
disturbance, RUQ pain s g
symptoms

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain

« Altered level of
consciousness

« Cord prolapse

« Severe respiratory
distress

« Suspected sepsis

+ Major trauma

= Shortness of breath

« Unplanned and
unattended birth.

« Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

- Nausea /vomiting and
Jor diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
(for hypertension, blood|
work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
Jor diarrhea

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

» Anything that does not
seem to pose threat to
mother or fetus

« Cervical ripening

+ Out patient placenta
previa protocols

« Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

« Rashes JU

Time seen by Doctor: ........... 1% ................

Nurse Name ;

3P

o
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ..... 5\}\2; ...........
Baseline Information: :
Admission From: T ER J OPD Mion DR L DR IOY............cvuerevcsscssineriions
Primary Language: 1 Telugu " English /Hm CE DI I ...............cc0m000ens s ssiisiocis
Do you require aninterpreter? [1Yes [HNO™  IFYBSSPBCHY ......c.ceceerceicusirssssnssisssnncssasnmssssssssssbansensesssssisssssssssasssnansnsansasansas
Source of Information: _[-Patient 1 Family TR L S GRS
Allergies: [ 1Yes [INo ] Medications | Blood Transfusion ("] Food ET 7 A e ey

YOS , HABMY ..........cveuerseeerueeuiaessseessecssscsassssesassssssssssessassasssssasasssesasssss s o bR AR R R RSP SRS
CITOOMPIAINE: ... .. i it iinnseiteemsasusiiemasssirsis o sivocsanivebip s onns Doctor Notified on Admission:—=Yes ~INo

S

............................ h\/,,/‘/@t/ Naihe of the Doctor: . 1. ThENMS~ ...
................................................................................................................... Time Notified: ........... ... F0am) ...
Past Medical History: Obtained From [ Patient (1 Family Member  [] Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

; pdectom es
| Aped iRy 4
Gynecology Assessment: | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........X~ ULQ"‘V ..... Caesarean Section: H0 [ Yes Contraceptives: “No  [Yes
................................................................. Cervical Cerclage: /fo ] Yes Vaginal Discharge: TNo (] Yes
ORSEE Ol MBNAMCRO .. .ot e saeitintisi onie Ectopic Pregnancy: TINo ] Yes Post-Coital Bleeding: =7 No [1Yes
Menstrual Cycle_+Regular [ Irregular | Myomectomy: "ﬁ ] Yes Infertility: 7iNo [1Yes
Last Menstrual Period: ﬂkt“o\Qs Others: If Yes Type: [ Primary _1-Secondary
Obstetric History: G g, Pising { .............. L R — NS 5 A e
Previsus LSES: ..ot il Rl | S e
Current Medication: .'/Nﬁ [] Yes, If Yes, Fill the reconciliation form
. Family History: [ No Abnormalities Detected
G v y

[] Heart Disease | Hypertension (] Diabetes [] Stroke (] Seizures [ Kidney disease

“LLiver disease L QM ..o B ot ot s catosins it bagsssissnsasispasasssnniaisaionsispioniotrssoghnbens cosuenaina nasmrinns usnsenersd prinngons
asurements:  Temp: .. A6/ F R ..oB S I L
B M2 ]G Weight:............ HEIgH: .o BME o

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

/FRM / CLINICAL / 151 (PT.0.)
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7/

L

General Appearance: ‘}Heaﬁﬁy L1ill looking 1 Anxious [ Agitated R TIOES: .iciioiiciicsnmrammmmeommn

Fall Assessment: (1Yes INo Score..... .QO (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: " 1Yes [ /No Score....... 2 C)’ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
| Mobility problem L Walking Problem L NoAbnormality Detected
L Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: A Abnormality Detected
! Overweight L) Poor Appetite > 3 Days | Needs Therapeutic Diet.

IUnder Weight L) Diabetes Mellitus ! Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
/;ﬂm & Cooperative I Restless | Depressed | Agitated I Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes [No if Yes SOBEIEYE: L. o L e e Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: " Single \/Married _'Divorced [ Widow

2. Special Habits: Smoker: "1 Yes =No - Alcohol Abuse: [ Yes L1 Ne— Drug Abuse: T Yes [No

Social History: Lives With ....... *H‘LLAWP ....................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach .V"_/Yes LINo Waste Disposal Explained: _~Yes [No
Infusion Pump : (Yes T INo Hand Hygiene Explained: (/@ ! No _! Others

Above information givento ............... P@befft, ................................
Name of Person Orientation was givento: ........ S:mc% T A R

Orientation not givVen RBASON: ..............covevemeeeeeereeerreeee el st e eese s,

Nurse Signature; ............. j/ .........................

Nurse Name: ...........o......... gﬂﬂ ....... Bt ©

Date & Time: ............. gqpﬁ%
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It takes & lot to treat the Iittie 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

L
Date e
C % Time | 8] 9 |10[11)12) 1 3fa)s 78| o|@0y1a]az[2[2]3]|a]5](s)|7

(v D

> 30
RESP
(write rate in
corresp. box) g z
- sa-00% | | | | Al Il Bal [ L [ [ A9, -------ﬂ-
<94 %
Administered 0, (L/min.)
40
o
3
uo
o
<35
-
-]
o
a
X
-3
m
180
170
160
w
= 150 .
=R 140 i
(2] -3
2 i3] A

T g 120 H2 f2 g .
= 110 f?‘\i
o 100 ]

a 90
&
80
70
60
50
130
o
E- 120
5_* 110
& 100
@ )

l g 90 / ‘
: T LR : Z:
- § 10 LS NI ¢ e
@ 60
c
2 50

40
NEURO Alert 7 e p=:
RESPONSE Moige
[v] Pain
Unresponsive
p
URINE >30

mls / hour <30
: F Protein + +

Proteinuria

Protein > + + |
. Normal
Lochia Heavy / Foul [ AR i
E Clear / Pink -
Liquor | T
TOTAL YELLOW SCORES © A/ O [} (@]
TOTAL ORANGE SCORES S (¥ [9) Z L
Nurse Initial 5 v 2 R ey
i [ yd



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\. /

2 il %

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

X > N i

£

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

= _/

* The Modified Early Warning Score (MEOWS)
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tarly Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

RESP

(write rate in
corresp. box)

Saturations

Administered

39
g 38 R
37 Fil]
°, e
o 36
35
< 35
b
@®
-]
=3
]
=
™

190
180
170
160
w
% 150
=% 140
) 130 10
T 3 120
(=9
= 110
- 100
wy
& 90
s 80
70
60
50
130
2 120
3 110
= 100
(==}
l g 90
g 80 /2
= 70 ¥
o
g 60 L0
s 50 -
40
NEURO Ak :
RESPONSE Voice
[v] Pain
Unresponsive
URINE >30
mls / hour < 30
Proteinuria Protein + +
Protein > + + |SSIEN
Lochia Heavy / Foul Bl
] Pi
Liquor = TP

TOTAL YELLOW SCORES e
TOTAL ORANGE SCORES %)
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

Y 7

@ o' s S

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

Observations
Observations in 30 minutes

o 5 = 7,

j

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

& 3

* The Modified Early Warning Score (MEOWS)
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[FLUID CHART|

Sheet No. : ............. I ‘:],[%

1. All measurements in ml.
2. Add up each column separately. Make additions across the page t0 obtain 24 hrs. total of intake and output.

- e L . : . e W ;
Date | Time ('}aéluuri% Route NG | Diarrhoea | Vomit |Drainage | Urine Pé‘%:){’:‘gg- h?tlﬂge
Mouth | LV | NG . N
08:00 am o /&g
09:00 am 1\ = h O ¥ &
\ov [ 1000am N Q
€ [1100am & o P&y
1200pm| D¢ ¥ |loom ‘ ' 0 O hged
otoopm| P [yno | 100H : LN
Total Intake : | Total Output: P2 Yoed, i
czoopm] § 4 D3ha [ toosd ] 1 o A
0300pm| Q0 \ l&m“‘ | \) >
w0pm| Mool ‘ sl o
N | 0500pm £ ) v | D | Kol
06:00 pm vh/) D n )
07:00 pm ) 0 Vlum
Total Intake : : TotalOutput: 0 ) (2|
08:00 pm £ o i
09:00 pm 10 0
i\')( 10:00 pm e P
11:00 pm &W o ¥
12:00 am AH0 = 0
01:00 am 0
Total Intake : Total Qutput: o« H 9— |
02:00 am t ; a
03:00 am O \ 0 K
L\'x 04:00 am ] o [
05:00 am Y% NZAIRIY
06:00 am W ‘\ z o ik
07:00 am 5 \ 0o J
Total Intake : : ! Total Qutput: n—p U —0
e O
Total 24 hrs. Intake Total 24 hrs. Output
{3~ 3=

Docu. No. : RCHBH /FRM / CLINICAL / 092
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[FLUID CHART)

It takes 3 ot to treat

Rainbow®
Children’s
Hospital

the litthe.

.BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

Output

IV Site

e . Nature
_Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo-
phlebitis

Urine Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

2

09:00 am

10:00 am

11:00 am .

N

1200pm| N

01:00 pm

ii > 0cts

Total Intake :

Total Output :

\
(o
£
%

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

* 111:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00-am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow " 4 ’
\\\\\\\\\\\\\\“\\ Children’s | @ BirthRight
"y NURSING CARE RECORD Hospital_ | ) ressonos
Shift; orning [ Afternoon 1 Night Date: glﬁ)’l?/@
Assessment: ..... Pﬁﬂl‘( ot Q’lm.e ‘IKO/ d‘&"" 74’/3020(\4,40 F CLL.() .....................................................................................................
e | [ Maintain Airway and Oxygenation ieve Pain & Discomfort \,u’ﬁaintain Fluid Balance ] Improve Activity Tolerance —[1 Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ Wtain Personal Hygiene " Prevent Infection [J Meet Elimination Needs {L~Eisure Safety [J Early Ambulation Reduce Anxiety f_ atient & Family Education
S Identify Potential Complications AR e T AR RN O ST . M e R T IR O el R T e —
Time Plan of Care Time Implementation Evaluation
' e
n.i0  + ey patien
-,Sa/m Hced f . R tied T«

a) umb 00
- Qable

Ut'»l‘QQ/f. @f._pl( % X
Comindad Lo

W |- Arers dow  patfent

Krayal Mﬂf’daf)

—  monior  \idey L manrfod

| 1o | Re Spy, Chedked | Ploredd
onw‘ dlet P

4 ~ Soft olel ke

M - 4 U
Mostah! Blo ot | Plo  chart maff*#@&%?
faé&M prodded

om0 [ Engure St g
T —

Re-Assessment: ....................[[ ¢

Date & Time: ...... 5/%6 ....... @ ’Lf»?? .......

Special Notes:
gm&&? ................................................................................................................................................................................................................................
-gﬂr\ﬂ

Nurse Signature: ...... p’fﬂ ......................................... [T Ty 1 & 0 N SR

Docu. No: RCHBH /FRM / CLINICAL / 148
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Shift: 1 Morning [ Afternoon I Night el B S A T L

T L b o)L P e e O ab B SR SR o NSO EOMIERSY i e | BN, TRndeea . ol s e o e D L e 8 B e Lol W e e i e i SR

[ Maintain Skin Integrity

O Malnlain Airway and Oxygenation [J Relieve Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance

©

'§ intain-Personal Hygiene [] Prevent Infection ] Meet Elimination Needs [] Ensure Safety [] Patient & Family Educaffon

S | [ Identify i lications W A ot | e DL o S |
Time \hu\f\(:are Time Implemeglaﬂo{ Evaluation

/]

NUrse SIgnature: ... T DB & THIE . onviinidiahnbaiiiibiitistisn bl sutlosia
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Y- RPN Chliers | @ BirhRight

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

Shift: 1 Moming [ Afternoon [ Night

Assessment: }O'{’ .......... Ckmp[ﬁﬂ% Hp

o | [ Maintain Airway and Oxygenation [T Relieve Pain & Discomfort intain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
E Maintain Personal Hygiene Iﬁ’revent Infection [J Meet Elimination Needs Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
& | [ Identify Potential Complications RTINS R . 1 s SO T SR M R o7 SR S

Time Plan of Care Time Implementation Evaluation

Ipu Aol F{’ W conc %, 0”‘%‘74‘%@9%%* }emﬂcwﬂl@%

3 Myngtess VF\CG,O 1 $poa [JMCQ:LL"J | - 2> o
4 Jf%’ %}icfacfj gt
. WAy m%\grapt%ﬂ MJ:%@A%V; Adwaz® ad%aden U2y
feprad oo cfor ordey M
EA S %’W )W}V%iﬂd :ﬁg%m fu/Mj ’DrOw%JLCZ

BN '.......ov.oomn it nnsdingsicnsoannmassnatnesionssieas s nmbsinn ittt e L il eo b e e nlon DT e iR bbb Lo i e I

T R SR RN WONR N . < IS L . - DA . N SR L A1 W SRR R (SO SRR S S, oL e

Nurse Signature: Yf' ............................ Nurse Name: ﬁfg%'? ............................................ Date & Time: %ﬁ/&g@f)@,ﬁ/
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\95-““‘1““
WW“‘. QHEMA e ‘“ 130 " -

Rainbow® . L.
i S | @ sirnigt

/ \ NURSING CARE RECORD st .?—*1:;%;‘?‘”;“‘355'?”
Shift: ) Morning [ Afternoon 12(NEght Date: D,‘;Tl?’lm .......................
L A ek R f)a«Henbe\gV?r\«&(Pofn ...................................................................................
- Relieve Pain & Discomtort. e Mair;l'a.in P [ : rmpruveAcnwty .T.(.J;t.ara.nc;a ...... :l "Maintain Good NutnnonaIStatus ------ m t.ain Sk;n Int(;glj.ri.t; ........

[] Meet Elimination Needs «—T"Ensure Safety arly Ambulation Reduce Anxiety [J Patient & Family Education

Evaluation

5 Wintﬂin Airway and Oxygenation
E ~aintain Personal Hygiene \/B'P'revem Infection
S | [ Identify Potential Complications () Any Others. Specify...............

Time Plan of Care Time Implementation

=7 ) : 10
Bpm) —Hha P:»JMF Qeneral 8?’77 > aoesed Mo podient :
. condf o0 Gpenered- CondiFon P“J\ Fok- T
CPM T fhirek e pobient vy [0 | W0 pattent- Comberfakle
< ¥ Viedy  ¢f
220 |[=% ngf\+e£-m.d Alo  Chark

= To rointeline Zlo clag-

- %-‘enCouTD-’aﬁ_ O‘POLL o\ﬂ—\ala‘e-—
= To qurde— Cﬂm-fm’-l—%l&

PDSF ‘o

[RFpy

b
o
6 B

=\ —&neo uTO)dﬂ-{l D{uL ?n}akt
tded combeddedsle

Pog? 200

=% q:){oxh

Re-Assessment:

Special Notes:

I Nurse Name: ........

Nurse Signature: ............cccueve....
Docu. No: RCHBH /FRM / CLINICAL / 148

quauf ............................................ Date & Time: @Gl:}’{aézﬁm
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NURSING CARE RECORD
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Rainbow"* . SR
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the little. Your Right to a Safe Delivery

[] Maintain Airway and Oxygenation

o _L1 Relieve-Pain & Discomfort [J Maintain Fluid Balance [CJ Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
E w%mnaf Hygiene ] Prevent Infection [ Meet Elimination Needs L1_Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications B T S S W SR N R e ol DA e Y
Time Plan of Care Time Implementation Evaluation
som  [Aasess fo tha pateant condubn| eppy [Agsessed ¢o dhe padend ondipy
an |Maentain o chand- oy [Haerdaend s chans-
: | [W@nf’M[Z_QC/ U/'-'f‘ftbf,
bestion MaontasN  vitald A
o , Y’ > adcant QU
1 ?t;?m
plan to ancum.cge STENINS - F@fmm" Ambudad-eq @»rcucmg,
3 ¥ LD 7
1071119 wid & sofy fdesel, Hory |sof+ dust 4 pensy of fuid.
P2 g oli catron 1'2‘5’;7 maa cation quuan ay edurced,
LT RS AR R e I NN S RGN 0 S T O R R
Cumr.ummq”(’r@“&2mpa’rtmwmﬁﬂ ..............................................................
RO ............oocciiiiiniiiii TR N R S TR X Y. (5L IR g n - i AN TR
Nurse Signature: ...\ e Nurse Name: ................. ﬁ.@u,L,haA.f.m_' ..................... Date & Time: Qb&@iﬂh ...........
Docu. No: RCHBH /FRM / GLINICAL / 148
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o \\\\\\\\\\\\\\\\\\\\\ NURSING CARE RECORD il bW

Shift: .. wmoming I Afternoon [ Night 371 G e R
F T 1 | P e e e R O o S Trrr BN L s b Lot o ol i
.......................................................................................................................................................... u : mmvem ww T Dlerance i D . Ma,mam Gm Nmm ,onm S,ams H M amn Skmmgmy R

(] Relieve Pain & Discomfort (] Maintain Fluid Balance
[ Early Ambulation Reduce Anxiety (] Patient & Family Education

e | [ Maintain Airway and Oxygenation
Tg [C] Maintain Personal Hygiene [_J Prevent Infection [] Meet Elimination Needs [ Ensure Safety
& | [ Identify Potential Complications e L L e 1 s i e R U D G R i i
Time Plan of Care Time Implementation Evaluation
o T O, o, IOV, WA TR RS SRR, T Y RPN SR SRS SOV o ORI ST L S UM YOl - RSSOl (R0 ol - A R B 2. - 7ot o SO
T O R I O SR RN N LS RS S SDITIRS S PP SNSRI, B T S S PSR SRR JPCHOR [ —
IVOIBE DRI, ©.cociiisinvisvionsiinnssissssimabiismiiins iy st 3 o S L SO N

NUESS SIBNALLIE: ........conrecmmnoncensminsmrsisnsnssssstasssnasiss
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Rainbow’
Children’s 2
Hospital .

NURSING SHIFT HAND OVER FORM - WARD

7 o
Treating Doctor: m“lsi’f‘lmqblﬂdﬂ

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.............. Date of Admission: .8 K7 F.55.....
Z | Diagnosis: { Looy Any Infection: C1Yes CINo [ Net Known
= VBRI .............conmmeiiseammasresnssssriingss
g i
S | Area g qv
——
% : Shift Time e A0 qgij‘ (‘;Qﬁ 4;)&‘0
¥ | Medical Condition a
< | (Any special condition to be noted): ’Q X M \Sg(
Allergy: O Yes [INO | O Yes Wﬁc; = Yes z(l)\l[g [ Yes CJNo | Yes C1No | Yes CJNo
Tubes/Drains/Catheter: O Yes pAlo | O Yes Bﬁ ] Yes.,z(No T1Yes C'No | Yes CJNo | Yes CINo
3 J -
Vital Signs: Temp: | Qo4 | AN\ lgg0°F
= Res: | \Ablwy| 2° 20blm
= Sp0; | 1004 | AR | 99y
Q ’ Pulse: Q)/{gh) Y- Joblo
¢ .
: BP: [ 110160 | ((3\bS"| Yanl %o
Fall Risk Score: | 0 20 20
Pain Score: | ) /N e)
Safety Needs: &‘%N) gfé{?v;? Y
N
@ Physiotherapy | Yes D)tﬁ O Yes [>N0 | C Yes &No| 0 Yes C1No |11 Yes C)No | Yes 0 No
2 - L
§ Others Specify: Yo L\\W N
= Special Diet: | Yes D/No O Yes D’(o O Yes.Z(N\o CJYes CONo | Yes CJNo [ Yes [1No
E 7
S |Other Special Orders / Medications:
- V& W N
Post Operative Procedure Special Orders: ‘M 0&(6/ 1\9"”
Handed Over By Name : %\g}/\ 4
e | 2 e
Signature : (&
Date: s\6bf 19\6\Yo lgiaivs
#rA | pu) |6) gam
Taken Over By Name : M @";«-‘ﬁ\ lZD@th
Signature : ’ & {@’)’ " o4 )é ’
. ‘ o Y P
SR [k e
Time: O | 6 gprd | 0"
g

Docu. No. : RCHBH /FRi / CLINICAL / 097
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e Rainbow® . . oo
Patient Sticker Children’s . B"'thR’ght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TR LI i it dumsdonidessasssinsssnmmrrmsmmisnnsssobrms s Department. ............cdeefinniecbicdinenns Date of ADMISSION: .........cccorcccrvvne
Z | Diagnosis: | Any Infection: C1Yes [INo [ NotKnown |
g If YES SPECIY: ..ervoeeeveceeeeesreesseeeeseeees e
=
w
2 | Area
- Shift Time
E |
% | Medical Condition
= | (Any special condition to be noted):
Allergy: C'Yes CINo [ Yes CJNo [ Yes CJNo ) Yes CJNo | Yes CINo | O Yes CINo |
Tubes/Drains/Catheter: CJYes CINo|CJYes CONo | Yes CDONo | Yes CINo | Yes CINo | Yes CINo
Vital Signs: Temp:
E Res:
% Sp0,:
ﬁ Pulse:
@ BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes CJNo | Yes CINo |CJYes [JNo | Yes CJNo () Yes O No (O Yes CJNo
=
(=]
E Others Specify:
=
= Special Diet: |~ Yes C'No [0 Yes CJNo | Yes C1No |1 Yes C1No | ) Yes [1No | (I Yes CJNo
E
S |Other Special Orders / Medications:
[~ =4
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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r. HIMABIND Rainbow . i
il \\I\\\\\NI\II\HI\\\\\l\\\\\ll\\ Children's | @ BirthRight
HOS pital . BY RAINBOW HOSPITALS
Morse Fall Rlsk Assessment Form i s
1o sf 16
Choose Highest Applicable Score from each Categor Date/ Time | o) o 'ZM‘Y et (1t Fall Risk Gradin
g pp gory Soor = Dfry [ [ q
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 o) & Risk Level MorSTI\::g}ScﬂrB Action
Secondary Diagnosis Yes 15 T W I
(more than one diagnosis) No 0 D" 5 ‘ b
[ 30
! Furniture Low Risk 0-24 Igtandatr}j Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 TRGAON
None /Bed Rest /Nurse Assist 0 A O ©
20
IV / Heparin Lock or Saline ;es 0 20 0 Implement
. . Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rrteventign
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O O © Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status Igh Ris. e eniedit
Oriented to own ability 0 3, 0 0) Prevention
Intervention
Total Morse Fall Scale Score: T . e %‘r‘
Signature ggﬂ@’& @3
j; [kt |y
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) (L] 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
L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients CJ Initiate constant observation by healthcare provider as appropriate to patient's needs

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



BAH-00584697 IP5-00175986
Mrs NADIRA SHEMA SAMIA
23-12-1884 31Y&M1ZD (F)

Dr. HIMABINDU VEERLA

T

BRADEN 'Q' SCALE

2

Rainbow"
Children’s
pital

1t takes a ot to treat the littie.

Hos

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'"

rnl‘ n n 1 i
Date: )} U7 e |3V [Z1T]
Time : | LAYy

241

1. Completely immobile:

Mobility Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

YN

pres

7

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

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

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

in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. C_/ L}
without assistance. to completely turn self independently. independently. J V{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: ¢
‘Activity The degree 1. Bedfast : : i i . A : ;
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a l

]

1. Completely limited:

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

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

1. Constantly moist:

Moisture Degree Skin is kept moist aimost constantly

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

3. Dccasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

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

ski;c:stTSZSe d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing q
o o diacrn Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L)
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4. Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan 9 | High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

- S

Q8

Evaluator's Name




Action

—

Support Surfaces

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

« Advance to a higher level of risk if other major risk

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients

Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients

Risk Score Category
« Regular Turning Schedule
- Enable as much activity as possible
15-18 At Risk « Protect the heels
; « Use pressure redistribution surfaces
« Manage moisture, friction and shear
factors are present
13-14 Moderate Risk
10-12 High Risk + In addition to regular turning schedule
Less than 9 Severe Risk .

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas _
Alternating pressure mattress overlay
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Mrs NADIRA SHEMA sml\-:iﬂowms = Rai 'r% s
23-12-1994 31Y6M1zD (F) alnbow . . ™
“"'””,"'i"‘ﬁ”i’“ VREALA Children’s (L BirthRight
H Al
M CHECKLIST FOR THROMT)PHLEBITIS Hospital _ | {)msworcsms
| L e
<7 pay-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy G b Sdila 0 0 A 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula -@ FREE Ll
* Slight redness near IV Site
3 ::;oeeifdt::t.followmg Signe Early stage of phlebitis / o
Pain at IV site Redness Resite Cannula )
':‘ll'ig;;? ‘.3 folowing Signs are Medium stage of phlebitis /
4 | Pain along Path of cannula ?esrze Catnnuia Consider S0 el T
Redness around Site Swelling oo = \
: -
Q\Iflic?e;? g;glg\ggii@ g Advanced stage of phlebitis or
5 Pain along Path of can'nula the start of thrombophlebitis / 4 e
Redness around Site Re site Cannula Consider — s
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancedhstagg of —
6 along Path of cannula Redness th_rt_)mbop Iebltlsé . 5 il
around Site Swelling palpable Imtrateltreatment e site -
Venous cordpyrexia Cannula
Signature of the Nurse j;p %@%

. |

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 Ward In Charge :
Signature : ... Lld e, Name: .. VY €LAq o

Signature of Shift In Charge :

Signature : ........ % .............................. Name : .......... ﬂekém ......................
Docu. No. : RCHBH /FRM / CLINICAL / 137
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Mrs NADIRA SHEMA SAMIA . — ®
Rainbow “
Y&M12D  (F) ' . .
Dr, HMABINDU VEERLA ‘ Children’s (d BirthRight
| Hospital . BY RAINBOW HOSPITALS
AUHTITEE PAIN ASSESSMENT FORM Hospital | | () smmeorccus
Pain Score : ! Modifying | Patient / Family L
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
(o [J Continuous | [ Acute () Sharp [ Dull ) Increasing | [ Yes Rrratldng :
S’\’FU/( (A'\*m 002! 0 ar’ﬁ ) Intermittent | [ Chronic (] Aching (1] Burning | [] Decreasing | [ No W"&—(’/
Lo [ Continuous | [J Acute [ Sharp [ Dull 1 Increasing | [ Yes &reatin s
g\;rlu o QQJUD W () Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | [ No Gy so ?\i
C@ [ Continuous | [J Acute (] Sharp [ Dull 1 Increasing O Yes wwoﬁim
ﬁﬂ‘l@, ) fv\ 6)) lo ‘Q’Jw‘ )| O ntermittent | C Chronic (] Aching (] Burning | [J Decreasing | [ No @t,gg X ‘] © c?'PMé‘E‘:,D
: ; [] Continuous | [J Acute™ | (] Sharp [1BAl | [ Increasing | [+Ves 7 o/ ﬁd/ [
» - N . . . ] / /
K\QA% épm Q}‘\ o &W C_Intermittent | (] Chronic (] Aching [ Burning (L Decreasing | [ No {MIM W a
(] Continuous | [ Acute (] Sharp  J Dull (1 Increasing | [ Yes ¢ /W ) 4
[l Intermitte i [1Aching [ Bumning | (1D i N
d?/igé ?me 0 / /0 LA n nt | [ Chronic g | g ecreasing 0 ‘/9; ‘comediss| o 222
[ Continuous | _[J-Aeute [ Shap DUl | [ Increasing | —=Yes b . talond
6,?’1’“ 6 +Hm &\\o %\‘5 _Lintermittent | (] Chronic (1 Aching (] Burning | +Decreasing | () No . . @ﬁdﬁ
] Continuous | [ Acute (] Sharp [ Dull (] Increasing | [ Yes Undes
G W TN | P IlD P9 | [ Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No Ob Wd—i’gq @guﬁ
(] Continuous | [ Acute {7 Sharp [ Dull [ Increasing ] Yes
1 Intermittent | [ Chronic (7] Aching [ Burning | [0 Decreasing | [ No
[] Continuous | [ Acute ("1 Sharp (] Dull (] Increasing O Yes
[J Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing [ [ No
(1 Continuous | [ Acute [J Sharp (] Dull (] Increasing | [ Yes
[] Intermittent | (] Chronic (] Aching ] Burning | [J 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
¢)  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)

L 1 1 1 | 1 l l 1 1 ]

I 1 1 1 I I 1 I | 1 1

0 1 2 3 4 5 6 7 8 9 10
No Pain

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

COS S ®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2 E
: Parti : " QOccasional Grimace or Frown, Frequent to constant frown,
e No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ; |
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
labili Content, relaxed hugging, or being talked to, Difficult to console or comfort
e distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli § intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

5a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting yenﬂlalor




S Rainbow® . N
Patient Sticker ‘ Children’s . Bll'tthght
Hospital .w
PAIN ASSESSMENT FOHM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score ’ Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faatars Educated Intervention Sign
[ Continuous | [ Acute ] Sharp  [J Dull [ Increasing | [J Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [J Acute (] Sharp [ Dull [ Increasing ] Yes
[J Intermittent | (] Chronic (] Aching [ Burning | (] Decreasing | [ No
[ Continuous | [J Acute (7] Sharp [ Dull (] Increasing [ Yes
(] Intermittent | 1 Chronic (] Aching [ Burning | (] Decreasing | [J No
[J Continuous | [] Acute (] Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull ] Increasing [ Yes
[ Intermittent | (] Chronic 1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | [] Acute . (1 Sharp [ Dull 1 Increasing [ Yes
[ Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [J No
(] Continuous | [ Acute (] Sharp [ Dull (1 Increasing | .[J Yes
C1 Intermittent | [J Chronic (] Aching [] Burning | (] Decreasing | [ No
[J Continuous | [ Acute {1 Sharp [ Dull 1 Increasing O] Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp (1 Dull ] Increasing O Yes
] Intermittent | CJ Chronic (] Aching [ Burning | [ Decreasing | [J No
[ Continuous | [ Acute ] Sharp [ Dull 1 Increasing T Yes
[ Intermittent | [ Chronic (] Aching [J Burning | [ Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (RT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

g

SCORING
CATEGORY
0 1 2
Fa N e ; i QOccasional Grimace or Frown, Frequent to constant frown,
e o Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and - :
Activity mgvag gasllyy a |0?-m. mge " Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
l 1 1 ! ] 1 1 1 I | Moans or whimpers occasional Crying steadily, screams of sobs,
I 1 T T 1 T T T T 1 Cry No Cry (Awake or asleep) . .
0 3 3 % : g : - 4 do?st complaint frequent complaints
sty Possible Pain Reas§ured by pccasionaj 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 minimaily with painful | irritable intervals consolable | continuous cry
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit  Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP 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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| hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

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

vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and

the rectum) may be performed as part of a vaginal delivery.

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

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

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

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

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

qualified gynecologist.
@,\‘i lV\Q)o\ i

Name of the Doctor performing the ProCeaUre: .............c.oveveveeveeereeeeeceeeeeee e eseeens . AT
Consentee : ¢ Patient Attendant ] QL
Signaturs s ... o AL i STTVIE 1IN M VAN %o "ot A

Name ¢ nt.Qi:m _________________________________ Name L S i -t L e e 1L

Date & Time : @1\4{2@(3))«4

Witness :
Signature : ....... (? .............................................

Name : ........ QWBM .......................................
Date & Time : ‘\Zﬂ:}’[’l&wﬁ”"\

Docu. No. : RCHBH /FRM / CLINICAL / 028
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ....... o) 2| 26........... Time: ... 1. 80P
orgi: .. Ao foun.............. Heignt: ... [SSCh..... Weight:.. 33Kay .. M 50 bg

R B L i e S i

Type of Diet: [ Liquid OSoft T Normal {J Diabetic
[J Vegetarian /Bﬁn—Vegetaﬁan (] Vegan

Diet Advised:
Nozmal H’ als lawokf diek

Patient’s / Attendant’s Dietician’s

Signature: ...... gw‘lw ‘Lj Signature: 3“"’; ...................................................

Name: ......S@Me........... e o o v Name: ... SBTID. ..o

Date & Time: .. 4R Date & Time: 5| F.J28..s
H:a0 /m\, {20 pm
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DIETARY NOTES

Date |  Time Notes Sign

6!4[@6 [1'R0am. Paﬁud 13 3falole, ovold fdaKe s ?}wocg l
certiviase Nnnvmj dief N\w’
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
a. Yes 1 b.No
R R BT R e S e MR T 1 R PRNREIE S TSR <o R, R S PO S G Mt o2.
3. Nipple condition:
a. Nipple well formed
b. Flat nipple :
1 c. Inverted nipple :
(J  d. Short nipple ' 3 : A .
4. Milk flow: ! ! cx
a. Good
/ b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
(] a. Baby goes to the breast
[J<” b. Mother always sits with a back support
] c. Ear-shoulder-hip should be in a straight line
(1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

9

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0



6. Was the position explained:
O aYes

/D b. No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed
1 b. Please explain football hold

8. NICU admission:
[0  a Mother needs to stimulate her breast for 2 min every 2 hours

R T TR S Y SO G L e T SR MR e | R /s 2T e o

Continuity of Care: Date: Sé"//lﬁ
o & ey AP nd Ay
) Pl pndlin't  exploin.d

r g

D nple N wu  famed
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It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM

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

2 Destination Post Discharge: .1 Home

i Discharge Status:

] Needs Assistance In:
[ Medication
[ Bathing
(] Eating
[] Walking

[] Dressing

Natronal:ty fﬁ..’.’l ...................
1. Anticipated Date of Discharge: ................... 2.40.. 30&2?{ .......................................................................................
Family Members Notified (Person Contacted)
[ Transfer
Hospital Facility Notified (Person Contacted)
[ Self Care (1 Family Home Care [ Home Professional Assistance
Remarks
] Yes T R e S T ORI S e, SR
1 Yes B IR L e R R T T I LS T
U] Yes T TR A A 1 O S SO
[ Yes g e e mw&d ..............................................
2
] Yes =7 TR e TP Qa éfh'ijrﬁ”f(’, ...........................................
J Yes S S, M S T 1 e S

L] Toileting

4, Nutritional Plan:

! Dietary Instruction Discussed with the:
(1 Family Member

[] Patient

b. Discharge Planning Discussed with the:

[J-Patient

(] Family Member

6. Patient/Family Educational Plan:

__L-Educational Topic/s: ..

(] Patient's Educational Topic/s discussed with the:
L1 Family Member

] Patient

Nurse Signature: ‘:Cjﬂ ..................................
Nurse Name: ........... .‘gsOrLﬂ ..................................

Date and Time: .........H... [ ........ [416 @
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AT'ENT TRANSFER FORM !-lmgasmpm!:aal.nlm. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAK- < ‘QA' e W\ QAYL& \
Mrs ND:DI“;A“:HEMA u'l‘s-qmsm 0 \ rl A@(*/“\ % \ M & , %
Bt ;3-1:1»4 a1veu1za (F
r. HIMABINDY (F)

Vi

Transfer Ordered by

0 _/Wg\“g\

Reason for Transfer

e

From Unit
ﬂ

\})//

To Unit

oy (29°)

Infog@a«lﬂ Attendant
Yes | No[ |

Number of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

Number of Imaging Films

over to aitendant
Yes | A No[ |

T A e

Patient shifted, with ID band:
Yes ] No| |

T R S S SO S

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name
y 4

Quantity

A

4 /

5 V4

—

Shifting Summary / Notes Written by Doctor :

Yesr—  No[]

Name & Signature of Person who is Transferring

s ol

Name of Person Ordered Transfer

0 <Avche

Patient & Clinical Records Received by :

@W/@Eﬁ o

\ & / Y u
Date & Time of Patient Received :

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

| Unavailable Bed || Nurse not Available [ ] Available Bed not ready
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