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@‘)(Z‘tk Date : nq[oda& ..........................
Pati;nt Name: ...... RG%Q\B‘ ..... T SCNTOLAAY...... Date of Birth: ..Lk.{Q.L_.fl..‘i@.? .......... Age: 3@7
Gender: ... ~tenodL... Ward: ... bbﬁ“DT’E UHID No. BAH..=. 2050060 kg
Date of Surgery: ..b.uutb. k... [10T-1 &x0T-2 []OT-3 [10T-4 [JOBGOT-1 [ 0BG OT-2 \
Name of the SUFGEry : ...........cocree CQJWAU?& ...................................... ....... ALY F%/lhbbo@

Timein .......... 1&,’02}?’77 %’: Time Out :.......... w2 ; o) A
AMOUNT
1. Surgeon .)R-. . Ro0..... Bafndu‘o’ BOA?O& ..................................................
2. Anaesthetist fo ...... gk,@ ......................................................................................................
S ESTREANE SOPOON - ....oovcrvemsmemsenesssiiomnasisibissnn SN ks s s A IR A R e s Fhet S sunsidhpesdvnsnssoniaressmmsosssss
4. OT Technician bu)\)? ..............................................................................................................
5. Circulating Nurse : ......... ﬁwa,@rg,‘ .................................................................................................
6. Assistanthurse . ..ot Ape T N T S
Special Equipment:  [] Laparascopy (1 Broncoscope (] Harmonic [ Morcelator
L] C-ARM ] Cystoscopy ] Versa Point ("] Liver Cusa
(] Neuro Cusa BE ORI B | i 3
il

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



w149
lquw/\ \\ ¢ Yo
E}fﬁ——‘,

¢
Aibj; 5] Gl b [ 11:390
W 9( Qﬂwv AﬂvQ c-+ 4+
b C- Y

0y (1e9,) (597)
v Y 604D
My ) 6990
Al
Doy 689
O M
o, 1 S
14 Boct-



/OOI‘CO(’\"Y L PXY "2
e e g Cer® gL 01— Rainbow* ® - B ot
Childrer;'s .Blrtthght
Hospita BY RAINBOW HOSPITALS
CONSUMABLE OT Ittakﬁalc!ujommemﬂe. Your Right to a Safe Delivery
A B Technician : ..... Quet®................ Date H\ﬁ ....................... Time )Q’“%%

sthesia Disposables ssund | used | SUrgical Disposables wewod Y ueea| Disposables (Baby Side) | Y
ETwe L 1-© "< ({0 [ __ (nqamwﬂmm [\ [ miVitK J\ao o~ (]
LMA et | 4 | — | Sutures Cord Clamp
ECG leads (A P/ N T [en| @8- o 2 1} Suction Catheter
HME fitter (A /P /N o1 | _ | asupe (92490 |2 |2 | Feeding Tube
Syringes : 10 cc Jo ke N— Vaccum Suction Set

05 cc ® |0 | Glove( T 242 | 1x) | Surgical Gloves
02 cc (©-lga T e |9an | ja)\ | Gauze Pack
01 cc o - Syringe 1ml / 2m
Cautery plate (AJP /N O) | oy | Surgicalblade 15{2n N )4y | \ Surgical Blade # 20
IV set O) o) | NGtube " Koochies (S)
1100 | Cumsry pancl 1 [V | NS Bogm) bl
NS : wml/(ﬁmm)soon( 7100om) |4 2|t 491 Koochies g T g T
Ao £ ?sp Fae | | | @ | Ointments }@ 5l i3 R
Va4 x b |0 | | o | | Suction Catheter ol . ) | —
Fentanyl s ‘I o " Cap, Mask ~ .5)(” m - { |
Morphine Gauze Pack MJI\P* \ 237 | ©) 3 |
Ketamine Mop Pack S ot DAY T ol
Propofol O | — | Steristrip = s
Rocuronium 0 — | Underpad | \
Glycopyrolate ©|) | — | Draw sheet ' N
Myopyrolate o] | — | Abgel a5
Ondansetron © )| —| Foleys catheter mh\\ 1M | Wl
Pencayf 25§ gpinal Needle 22 | S] [ ) | gfobag) g > N TR
Bupivacaine 0.25% Q) | — | ChestDrainage Catheter | & e 33 el=
Bupivacaine 0. 25%Q-Teavm &) |y | Romodrain bag O 23 |14 |—
Antibiotics Bandage Oonoel(a ) DI |-
©J ey O} |— | Tegaderm Sce fooh Com)H|—
Suppositories ' loban
Anamol : 80mg / 250mg / 170 mg Double J Stent b = 72 709} o
Supridok 100y ot O | ) | Vaccum Suction set ) 1
Justin : 12.5 mg/25m@‘007§ M G ) | Plastic Bed Sheet § ]
Tab. Misoprost : 200mg Betadine Solution . 1
U osap (seon twaec™ | |49 | — | Microshield 1 |
(‘m@/ Jf*tfu)-s‘-“f  $3es) )+ ) | Cotton Balls 1 e
b&&/ & U ponece |+ L |~ 4| Latex Gloves 10f- gﬂ—*—
Y Caslo. . Dopty | [&| — | Ramdione Scrub
A, 33 0p oy — | Saral
Surgeon Anaesthesiologist Nurse OT Technician
Order No. :........ ? ..... a- r@—j ........................... ORI Y : .....ooocoionmmiioni Bl i b
Doc. No. : RCH/ FR /GENEHAL/ 125
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T T ESTIMATION SLIP

RAINBOW HOSPITALS
Your Right to & Safe Debvery

Lo

Date:_io;M_ﬁHIDIIPNo.  TZAM-00SSDGMY  SINo. 808bl

Name gf Patient : __. M u. T2 i) Tavammard Age: ;%Gender: M‘,
Famé:/ Husbands Name : ___ ¥ l:j (', j& sﬂ 12 é'.dz Corporate / Occupation’: 12, Lroesl

Address : —  Phone: ‘it 28 Email:
Procedure / Plan : (o ddtecs ~alX

MODE OF PAYMENT : [ SELF MZ:

OTHERS
TARIFF INFORMATION : Q- : ;
ROOM s
CATEGORY ow | SGer) TSpl BT AT R icu | prcu | micu | DAY
Room Rent
Nulsmiﬂléa \ Dl / /

e Pl 3«
g |
~ PARTICULARS —~ p i (M}WUNT )

d Surgeon's / Anesthetists's Fee / O.T. Charges | ) . e

" | O.T. Consumables > ¢ ject to approval by TPA / Insurance Company
Insteument Charges % Not Covered by TPA / Insurance company
Pharmcy, Cgnstimables & Inv;iﬁaﬁoﬁ As per actual - Not Included in Estimation

i

S Monitor : Xygen / Infusion pump / Syringe pump :
i gl:::::;m Ventilator : Conventional : . . |AFO-SLE 5000 : HFO Sensormedin::
Phototherapy : | Single Surf/aé : / Double Surface : Triple Surface :

Blood/ Blood products / Tntplants / IP o m . :
| OP Proceguf@s / Cross Consulfatio n}/&\ T ] f’ As per actual - Not Included in Estimation

te: e ———————
Package /é \ /

Others ///M ) g’, ﬁ d‘-‘j—'—lﬁ'

Initial Minimum Deposiy/ ) AL

> .
. % aaylsp : ot .Toy\-»q, -
1. e estimated amount may changé according to tion of stay, medical condition, investigatlons, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements / Mode of Procedure (Like Laparoscopic,
Thoracoscopic, etc) / Unilateral to Bilateral Procedu¥e: ~

W
"3, Incase the patient is shifted fn i tegory, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission wi according to the higher category.
~

.\ e VL noim
4. Room eligibility is purely subject to TPA approval and the package/Room tariff starts i 'ssio§)‘ 9 »
5. aProportionate difference of bill amount is applicable in case the patient opts for a categor

@her than the TPA approved, which has to be paid by the patient an

ay not be reim e i e - PAC_, f [=]
6. r NogMﬁfcals, Dispos:l;l:i,Cdnsumnbla, Infi Pump, Taxes, lants, HIV/HbsAg, Medical Recordé, Double pancy and Registration
Charges, etc, credit cannofb€ extended. Th 'ms are not pay 0 us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not

covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

8. Difference, if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant
is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

: N &fé 150) DECLARATION

have attended the Financial Counseling desk and understood the expected costs and other conditions
applicabler case the ﬁwumee Company rejects the claim for whatsoever reasons at a&poim of time after discharge, I promise to settle the claim with the hospital
\ e g

(B wiye ® a-
Signatire of the Client Signatory Relationship Signature o ial Counselor
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Date: 12/May/2026

TO WHOMSOEVER IT MAY CONCERN
FOR THE PURPOSE OF CREDIT LETTER REQUEST FROM SBI

or yOu thal OV patient Baby Shanvi Dj’ldl'iJVJt:’i, 10Y 3\, Female witi

Jib! WVIAR-OU3154461, U/ o avir, sateesh Unaravatn (3Bl cimp iu. ou4510c

j ot v

Swathi Rani has been admitted on 07-Apr-2026 under care of Dr.V.V.R Satya Prasad
and diagnosed as (Medical Summary Enclosed). The child would require a ward stay

of 2-3 days.

The inpatient expenses of the child would be approximately Rs.91,900/- (Rupees

Ninety One Thousand Nine Hundred Only).




Rainbow Children's Hospital - Banjara Hills

% &
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s ,Telangana, India ,500034.
Hospital TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

BirthH

Rainbaw

ADMISSION SHEET

RN L Oy R

Registration Details :

Admission No : IP5-00175965 Admit Date : 04-Jul-2026 Admit Time : 10:58 AM UHID : BAH-00550644

Patient Details :

Patient Name : Mrs RAFAT TARRANUM Age :38Y0OM20D
Guardian : MR SYED BASIT DOB : 14-06-1988
Gender : Female Religion : Hindu
Occupation ; Martial Status : Married
£ “dress (H) . 4-2-71, ZAINULABADEEN GALLI, BHANISA Phone No : 9912777325
Bhainsa Adilabad Telangana INDIA 504103 Eiatalt . NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No : RC 407 Ward Name : 4F-GYN RECOVERY
Room No RC 407 Admission Type : First Visit
Contact Details :
Name : MR SYED BASIT Relationship Husband
Contact Address - 4-2-71, ZAINULABADEEN GALLI, BHANISA Phone No /9912777325
Bhainsa Adilabad Telangana INDIA 504103
Loy

Ry~

ature

Doctor Details :

Doctor Name Dr. RAO BAHADUR BADUGU Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Paymient Details : Deposit Amount 0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 04/07/2026 11:03 Printed By : 015513 Page 10of 2

'
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ACTIVITY RECORD FOR BILLING

RO it T 0 TE e e e i S e

=7 \P5-00175965
UlioNo.: PN AT TARRANUM t: . Dept: ___ _____

14-06-1988 ssyomzo0 (I === mmmmmm T

TR e oo

- Suggested Billable bed type :

Room / Bed No :

WARD TRANSFERS
Date Time From To Signature of Nurse
wWake | fedop  wun oT /‘%&
Y% 2 W oT Gyn =7
Y)5f%] 20 ! Qya| ZY4o Ty f—
' : J
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
uka Blo ot 5 PPE La2bo 162 .
uly 5[00:1 GO0 UYL Ry 2bobbqb{ Lp/
J !

U




MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁﬁggrigrfﬂ Coqi:;cgmg D'SC(.)r?r:?tmg Order No. Signature
Yy bedopm | SWu| 40EFN) fewy

(rcdon A WIT

Ol




PROCEDURE

Date Procedure Quantity Order No. Signature
Pac D bou &
X% Quplbant ) S

ul32% Gt Wdin D N =7

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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::'H‘Ru‘f:’:?xmw"m 00175965 Rain bOW - z -
AL L LI ﬁhﬂdrerll s ‘Bll’tthght
UR B i BY RAINBOW HOSPITALS
- i cne | Wireerrasere—
i aiintney
| 1
Date of Admission : ..............{.. P\LG‘ ....................... Time of Admission : ................ \ \P"V) .......................

U A . - s R SR A S {M any drug allergies

------ PRESENTING COMPLAINTS : ---reeeeeeesseseeereeeassneceeees

PﬁL,_‘} Pg\w NVD/ uo ::qwmmmﬁ’ LT hwe

469\5 :

klcto (g&«auﬁe_ o Dy

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : 2o DQ, Parity : B] Lﬁ
Previous Periods : m‘ﬁ“& oy -k /?P.\_\ﬁ Mode of Delivery:  NW -
P: o [ clae Last Child Birth: 202 )
Contraception : .
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Porionet 1z sb iy - 2y

Nocu: N : RCHBH /FRM / CLINICAL / D8R (PTM



Mirs RAFAT T"RR'“"U" )

"y 1 \\\\\\\\\

MEDICATION HISTORY:
N
M[ ‘ » ‘
|
|
----- INITIAL ASSES SM|ENT g
Date ‘{‘! :ﬂ 2 Breasts Local/Speculum Examination
Ht. Wt. Q’(
BMI
gp__ \l ™
Pallor R R+ YW Bimanual Pelvic Examination
CVR th({-Q) Abdomina| Examination
Respiratory System lk'ff[@ gl
Thyroid i

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

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT

O@ue (o . S5

R
22 o SR
Q‘ih-‘mcn-"\‘“awm- pmque et

419 hade Blood  rodabddy
bope - 31 fend Ol onel

el - 249 \led  Movadyy

Vi) NE .

PROVISIONAL DIAGNOSIS : ‘?4 L - Psan Nyo Cooed 012 + %j"'“‘h :

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

Name of the Doctor : _Mﬂuﬁ Signature of Doctor ‘T..L'
Date & Time : va )




|p5-00175955

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Rainbow: | @ gy ooy
Hospital_ | ) zamemmere
OPERATION THEATER NOTES |
Patient’s Name : f;edﬂaf ...... (I? ..................................... Age:Sg. ......... Gender: [ Male [F@w\ale
UHID No.: .. AL H = 805 50U ... Weiight : kf HEight : oo
Surgeon : Asst. Surgeon : .

Anesthetist @r 5{,3,&1\ OT Nurse: QM‘ OT Technician: bw&
Pre-Operative Diagnosis: Pz, L 4 - (PS“H v D %MM u“n.-t %J“I:aii

Surgical Procedure :
" Cng\UCA/Q Wbﬂ'ﬂhw —+ %/j
Indications for Surgery : E: 0 k&_(l - % !l @h

Date : oqhy{_ka\(q Start Time : 1 Q¢ 3% pm EndTime: |14 FW\
|

Pre Operative Preparations:

A
Post Operative Diagnosis: P&D o | Cona LOQ,_P\‘WP \LLUC\‘W\* %’h‘f@&‘f
: =r "6"-‘69'@1?\:1 .

Peri-Operative Complications: kil

Operation Notes: \3/ WC @,\M&M gk %)WM E{ mﬁ:&tmyw
Clwm& M\Cf M!‘lﬂ-&

Hn&w ) Mol Wttocle Noledl-

m Conuy 1< Lﬂmug_ld b balley Exedevdhp

ol Sy [¢ ( dJ
Compent oo Qraiicel Armpudidicn —dakou -

(&)%kns» deod  \p 4 o Lo it
%&w&@ Carot J\dp

Doc. No. : RCHBH/ FRM / CLINICAL /%99 (P.T.0)




\I\%;M-’Hw

Amount of Blood Loss: o SH‘*"'-{ Blood Transfused (in ML) Wl

Name and Numbey of Surgical Specimen sent for examination:
MM Cowx

Peri- Operatwe Complications:

"?\ FO\Q-':H bull,  Eopt “inbm ofad
Wotthh C.\,\vh“.ﬁ-& \t\:mh-’ %W Cndt sderahy

mwcﬂ.&)-w. \U’\’\W*J

Name of the Surgeon: ................ V ....... AN R~

Signature of the Surgeon: .............. W"g .......... % ( 3 lw L&

D& THNE ..o iy s s s Dbt e s
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BAH-00550644

it TARRANuulps-auﬂs%s %
14-06-1988 BYOM20D  (f) Rai_n b‘owa . y - o
i Or. RAD BAHADUR BADUGU Chlld_ren’s B"-thR|ght
I Hospital _ | )z zuem o

OBSTETRICS / GYNECOLOGY

Date of Admission: ........... M’é—"bb

Baseline Information:

Admission From: CJER ] OPD WN L LT TR ——
Primary Language: ] Telugu . English J/Hﬁldl TR A | S e
By rontire an terphdfer? [IYeS.  EINOET IEYBSBOBOIN .. ... .. icnsismmsssssstsmssisniorirsnsesshsascsdasinonsastnsssasachsmangasesrarisasnsrsbsnssnhiss
Source of Information: Z/Daﬁént ] Family E1 Othors, SPBII L .. S ity siis Rans it sk W
Allergies: [ Yes Ew/ ["] Medications ("] Blood Transfusion ] Food [l 2 57 A P .

Chief Complaints: ........... P"TL"T .................. C’D ....... M Doctor Notified on Admission: [ Yes~T I No

Past Medical History Past Surgical History Previous Hospital Admission
7o quD‘ o9
vT Q-
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ..............ccccovnunieuecnecns Caesarean Section: [ZNo [ Yes Contraceptives: CAo [ Yes
................................................................. Cervical Cerclage: [A%0 [1Yes Vaginal Discharge: D,Nb 1 Yes
Onset of Menarche: ..........ccccoveeeeeevnreennenes Ectopic Pregnancy: (¥No [ Yes Post-Coital Bleeding: EH(O O Yes
Menstrual Cycle: D}egular (] Irregular | Myomectomy: [ON0o [OYes Infertility: o [Yes
Last Menstrual Period: [kum[){.%«g Others: If Yes Type: (] Primary [] Secondary
Obstetric History: G .........ccoovvvvceree. P o L g g~ S PR N ,
Previous LSCS: ...............ccccccveenee ST Vg L SN P i

Current Medication: D/NOhe 0 Yes, If Yes, Fill the reconciliation form -

Family History: [ NvAﬁormaiiﬁes Detected
[] Heart Disease .- Hypertension 1 Diabetes [ Stroke [] Seizures [ Kidney disease

1 Liver disease AL L R e e R D L LR e L O LS e L L e
Vital Signs / Measurements: Temp: .. 4%.6.¢ HR: ... 56 (ak RR: .. 0. Ak
BP: (tﬁf“HfMﬂ Weight: :H’ldj ,  Heghtt ..50..L... BMIL: ..o

Pain Assessment: Pain: [ Yes @)/(If Yes, complete the Pain As%}essment/ Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 . (PTO.)




BAH-00550644 IP5-00175965

Mrs RAFAT TARRANUM I
14-06-1988 38YOM20D  (F) T

Or.

AD BAHADUR BADUGU

L

PHYSICAL ASSESSMENT

General Appearance: ;)féalthy [Jill looking ["] Anxious [] Agitated R S

Fall Assessment: [ j@z [1No Score '\@ ....... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Y}( [INo Score...... q.g ...... (complete the Braden Q Sheet)

FUNCTHONAL SCREENING: I a patient needs assistance with any of the following inform consultant
"I Mobility problem "J Walking Problem \}(0 Abnormality Detected
O Developmental Delay "I Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: \Q/No Abnormality Detected
L1 Overweight L1 Poor Appetite > 3 Days [) Needs Thgrapeuﬁc Diet.
L1 Under Weight L[] Diabetes Mellitus [J Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
O %1 & Cooperative L] Restless L Depressed [] Agitated ! Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Duaﬁ'ied [1Divorced [ Widow
2. Special Habits: Smoker: [ Yes El)kf Alcohol Abuse: (I Yes [Ng/™ Drug Abuse: [lYes [+No~

Orientation has been given regarding the following aspects:

Call Bell in Reach : Q/{es [ No Waste Disposal Explained: ’foés [INo

Infusion Pump : LAYes LINo Hand Hygiene Explained: es [] No ] Others
Above information givento ..........c.cccveneee. PQ"UUM‘-— .......................

Name of Person Orientation was givento: ........... H@P_APQ—T ...................

OGN IO QIO RRREONE (o i e e s rsiniibs i omssr or s bR Ea o ch s e Fene st

Nurse Signature: .............. @" ......................

Nurse Name: '\ ............
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Rainbow" 3 o
Children’s k. BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. 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 {
2 Discharge Summary \
3 Nursing Initial assessment {
4 Patient Transfer form f
5 In-patient Medical record
6 Doctors progress sheets i B
7 Nursing plan of care and handover sheets \/\
8 Consultation sheet
9 General consent for treatment |
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 e X |
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
2141 Pre operative check list \
26 | Surgical safety checklist |
27 | Operation Theatre notes {
28 Nurses clinical Presentation
& 29 | TPR &BP chart 1/
30 | Intake and Out take chart (fluid chart) \
31 Drug chart (Regular Prescription) }
32 Investigation Values (result sheet) \
33 | Nebulization chart !
34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts) = ;
36 | Consent for Admission in PICU/NICU (4gid )
37 | The Humpty dumpty scale
38 | Braden Q Scale 4.4
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 monitoring chart A
&M‘\V\ ]/
oy | 1 4 1| —
Total No. of Pages
o :5‘__%9 W
. gnature an: z
Doc. No. : RCHBH/ FRM / GENERAL / 126 § . eto

X



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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Rainb‘aw‘
Children’s
Hospltal

It takes a lot to treat the little.

our Right to a

PROGRESS NOTES AND DOCTOR'S ORDER

‘Blrtthght

BY RAINBOW HOSPITALS

Safe Delivery

2a-rlfm A : Progress Notes ' Doctor's Order
e ‘ﬁ%i’ fod— . [ouicel Tmputadiion L ¢ hald
—Pr Y Pepas-
/ Lo | «=L — 41@m g S e
le Radal T
Pl - Lo e i @F V1 orA‘cQ»\qulJ
Or_. &P - lte —}omuﬂq S qdb«M
.__::, :-.- Q("’ﬁ"qb‘_ %49y e | E{)L Flud, . lBGY‘«ﬂ
Cln_— o -£«Q.a¢ el
N n ?L\\."M . Mf—A'f"lL“‘ )
a]-«j:ﬂ;’-u}b@lé B e Q’(‘k e
o A
| [
- \/\, ;S" - q)ODQ
L o o~ Tl Nigpds-
. ST P-Tpm
//4’:»2%' Ofetoral gl £ (2 L3 lopm
Pe_-Dol |- ~ \ralg e,
BP ' Homnuts Dmuo & ool
'\J‘l, “ Q,DD‘N\Q i ?ﬂ - %7@?;./ ‘
e & h;bio&umﬁ
- foovvid
P\m A L = Pl oo
S— ) el f TR . \ = 7[ b \ﬂl\lg
—GJN(\JQF—U-‘(Q/-—\“(G{ %{?}1 (__";)’Y\" [o&l’uﬂ 2 | b

Docu. No. : RCHBH /FRM / CLINICAL / 088

(P.T.0)



BAH-00550644

P5-00175965

Mrs RAFAT TARRANUM
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PROGRESS NOTES AND

1988

M
Rainbow®
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POST-SURGICAL CARE PLAN FORM

b o T e R R e Shh... 0,
POSEOIRICHDMMIN0SIS: ..............cccooncormscisasssibasbpncins T LRI NP - B~ Sl ) PR . X

Procedure DONE: ........ccccoveeuvvenenee.

Post-Operative Monitoring Parameters /Frequency:

j‘“’"f PR, BE. Qe - %‘wﬂ&wq\”

p—

S ,

Wound Care:

| Drain /Special Lines/Catheters: /! | COQ (ESQ% @v\j— —_;9 SNermmus
| x

Special Patient Positioning and Requirements:

%uf;u \a-1ehe -

Nutritional Instructions: y AT < 4 K

| When to Start Mobilization: E‘P‘A‘ @9 {ﬁfLC W .

Special Referrals: @

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

,E’(es O No

Any Other Post-Operative Care Needed including Required Follow Up

P

It g :
Treating Surgeon W \’) k"/o ' 3 \1{\)"0

(Signature & Stamp) Date: \)\ e ..

Note: Plan of care will be readjusted if necessary.
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e U meeienimt RO Dr. RAD BAHADUR BADI 2
SURGICAL Asst. Surgeon ......................................... Patient N: I” ”I” ”I I’ ||||||| " ||| it Gender L Raint:%w' ® BirthRig

s Chent, |l ml T e Children's | &g BirthRight
SAFETY CHECKLIST Scr::NErlsse P’IQ@‘»@M% ............ Dateoq!oﬂj};,ln-tlme o DXM)Outtlme ..... ng Y RS . ““"“"”“‘*t‘?

Before Induction of Anaesthesia » > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:......|.\ A&« TIME OUT _ Time:.. /).t 2€pm SIGN OUT _Time....[L. 42 P/
L}

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

Identity vﬁes CINo introduced themselves by Name and Role &¥es © No The Name of the Procedure Recorded s [1No

Site OYes Dﬂ( Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ~Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) /Q)‘ES/D;% CINA

Consent A Yes CINo Correct Patient (Check ID Band) Yes [1No The Specimen is Labelled (including
Site Marked [OYes CONo DN’A/ Correct Site es CINo patient name) CYes &0 CNA
Anaesthesia Safety Check Completed es CINo Correct Procedure m—| No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning,_#Yes 1No Anticipated Critical Events 8 Problems to be addressed OYes /N’/ NA
Does Patient have a: Surgeon Reviews: Mﬁf

Known Allergy? [1Yes er/ What are the Critical orm To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, Lq\ywl / What are the key concerns for recovery /W(

: : Anticipated Blood Loss‘{n es CJNo CINA and management of this patient? -Yes #No

Yes, & Equipment / Assistance

Available ¥6s CINo Anaesthesia Team Reviews: W z(
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1¥es,.#No [JNA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned w¥es CNo [1NA Been Confirmed? are there Equipment /

Blood Units Reserved CYes LA CINA | | ssues or any Concems? bs CINo |
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? | lYes-Ef() INA

within the last 60 minutes?

\D/VES/ CONo CINA Power Supply, Earthing, Power Backup
ioni i [1Yes )Z'Io(

and functioning of equipment checked.

B vereecsmssessansnessis st ek bl Signatre :.............. /’@% ....................... Signature :..........J... oA
Name :........... Y- SAma kA AT L RN < VA ‘51,4;6([37@( .................... i (,( :
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

Date : ©OH ]D"‘I@é

B ...................coon gol"ﬂ ................................................. Duration of Procedure : ... ......co........

RS S S SRR SR 0 . 1 Date of Admission DULOHM .....
Bundle Care Criteria : (Tick (/) if done)

To Be Filled In By Assigned Nurse :

Staff Signature

/
1. | Antibiotic given prior to surgery ? [jP?é []No
@a{ﬁgle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? 4] Yes [_]No ‘g.g_gég_

2. | Hair Removal es [] No ifYes: Surgical Clipper
Department where Hair Removed : ard [_]Operating Room g )
BT R T SO D il

Skin preparation done (cleanse surgical area with antiseptic agent)? @gs [ ]No

/o
3. | Patient's body tempgtyuz’mmediately post operation (Recovery Room) 28 °C
illa

[J ora  Or (Goal : 36-37 °C) }“L‘W\/‘

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

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

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

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

Date LSIEA
Time
Hb 0nF
PCV 2
RBC Yyy
WBC G127 .
N/L
Platelets 249
CRP '
ESR
PCT i
RBS |0k
Na bL &
K 29
c 10%-
Ca/Mg
Phosphate
Urea
Creatinine O b
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 ) 1.0
o

APTT

CSF Protein / Sugar qL
Cells
N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
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CUE - Ketones
CUE - PUS Cells ih
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst {
Occult Blood

(

v, HILAY
He Y

V&

T

Culture and Sensitivities : ‘
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.........................................................................................................................................................................................
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MEDICATION RECONCILIATION FORM
I oo onomonsinsiinnsiins dississ s ssps i bbb pne s DM(nown 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 adm:ssmn shifting from ICU to Ward, or Ward to ICUs)

GERE THOITT: ..o nsinmmsssssnninavistsssnmsnand 0 ‘ .............. Shifted t0: .....cccvvnee. 3 q’b .............................

| ON
MEDICATION NAME DOSE ROUTE LASTDOSE | somissioN

S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pare /ime | ' erite

1 Oc¢ 0o
2 ¢ 0oc
7 :
3 / 0c CJDC
v
4 , / 0Oc¢ Ooc
' PL

5 / ¢ Obe
6 ! / [1C ODC

7 OcC [ObC
8 ' Oc Ooc
L 0c Ooe
10 Oc ooc

* C- Continue, DC - Discontinue

Date & Time : 4\1 B e )

s

Nurse Name & Signature: .............. 02 20D B [ﬂ/ ........

Date & TiMe : ... U[>,J S P 7 (ol WP

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

"%
Rainbow’ . R
Children’s ® BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Date of Admission:
FOR THE SAFETY OF THE PATIENT

DIUG AUIBIGIES: ..vveorvveeeeveseeeseeesesseeeeesseresssesesesssssens Wown any Drug Allergies

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 : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
: Dater
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

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

REGULAR PRESCRIPTIONS  Weight. :FO\’Ja{ Ward. oo

. L2\ 41
oRUG T CerslPing  PERRN A
ose | Rdute |Frequency [st 6 Q\ 0 2
k)?mn W [ £D H*\ S Y »
Name & Signature of the Doctor S 7
Starting the D \/ . -
L R

=9

Additional Instructions:

AN\

Daily Doctor’s Endorsement by a Sign

DRUG: 7. pApACETAMOL.

%?rt:: X o

Dose Route | Frequency [Start Date

e N/

dam| Plo | @Tp |ovyoifar |\ (
Narfie & Signature of the Doctor VIR &
Starting the Drugs: é AN %{\
DR HIN —7 VA

Additional Instructions: /\

TLINY%
Daily Doctor’s Endorsement by a Sign

Datey
DRUG: T -DTcecopsarac TimeU\?&

Dose Route | Frequency |Start Date

Soms | plo | TT 0 oqfofllww)&\

Name & Signature of the Doctor
Starting the Drugs:

o SHIN] 1

™

S\ v
oK &Y

Additional Instructions:

‘:il
X[+

Daily Doctor’s Endorsement by a Sign

orue Ty M TR0 (L [2R\X b n

Dose Rdute Frequency Start T = &W"\
Soona | L0 [ TTID l"f = /N

Name & Signature of the Doctor LI R P

Starting the Drugs: qm N‘[:’; =1, ‘,\_, )

A\oghy s 3 .
X W N
Additional I\structions: YW VNS X
VIR 2

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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40{? Wand. ...

é:-i:g: - :8 BI;U,‘GzGD . Weight. ... (
T He ,
,”’ m | Tige | twrse Sig. [ turse i [ wurse sio [ Mursesis |
i Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date . - o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e e . o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: pose - i oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiUle Nurs‘ESig. Nurs‘e'Sig, NﬁSrg‘ Nursiiig;_‘
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Does e Ooss e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose - Boss Oues
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dt?r?;grﬁc%gnﬂ;er Route Sigpature Nurses
—
; Oy hey
ool ot [T pplrop | =M [V ot
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Dr. RAD BAHADUR Rainbow® ; .
i thlke | @ o
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward ........coccuee.

orue: Jab- FONTOP sl i
s Dose Route | Frequency | Start Di. .
g | > | BD 14 3 2

amg & Signature of the Doctor | ~

rting the Drugs: L
&y_ 5‘-\//’ @“«}V

—Additional Instructions:

T

Daily Doctor’s Endorsement by a Sign

pAUG: ~ [, CSf{xun ¢ TD;I‘,‘; ag

Dose Route | Frequency | Start Dt.
Lowy| 0o | gy "Y&‘D}"

Starting the Drugs:

DJ\#\T\M

Additional Instructions: »

Name_8 Signature of the Doctor 3\‘ A

s}
Daily Doctor’s Endorsement by a Sign
DRUG : poler
Dose Route | Frequency | Start Dt. E
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

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

IP5-00175965

(F)

REGULAR PRESCRIPTIONS

"
Rainbow®
Children’s
Hospital

It takes a lot to treat the ttie.

BY RAINBOW HOSPITALS
Your Right ta a Safe Delivery

‘BirthRight"

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

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 :

Dater

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»

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Time

v

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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Early Warning Observation Score Chart - Obstetrics

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

Date

)2 W,

&

RESP

(write rate in
corresp. box)

Saturations 94 %

Administered 0, (L/min.)
40
39
g 38
37 o 1 1 %
- 36 S I W I
. 35
< 35
170
= o}
1]
[-7}
= 1
-
2
m

180
170
£ =
a
% 140
-} 130 = 0 [Ul
tsg 120 T/ b, Tl
o 110 \ LA -
-
o 100 |
w
z 90
i 80
70
60
50
130
=2 120
g_ 110
= 100
oo
o) 90
18 =
(=8
o 70 e
g % él‘-mjfe ok T »
s 50 ] g o IS ¥ =1
40
—~
NEURO 3"?“ VA VA4 V17 A T
\ESPONSE o i
[+] Pain
Unresponsive
JRINE > 30
\/ hour <30

Protein + +

sinuri =
2 Protein > + +

hia Normal
Heavy / Foul

Clear / Pink | | | I | I I | I | | I | | | I | | | i | | I | l
w |
Green

\YELLOW SCORES

qlo

'ORANGE SCORES

Y]
)

2

(=

| Nurse Initial

—-1%15 Cad
avb =

i

9 ok

78

chb

7

£
0
4]

Lo

v
Q
s

o)
Fel
CA



Obstetrics and Gynaecology
Early Warning Signs

il N
1 Yellow Alert :
Repeat Observations
in 30 minutes
o J
7z S =
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
. Observations -, . in 30 minutes
N L el
4 %
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
*:in' 15 ‘minutes or continuous
monitoring
e ' ¥,

* The Modified Early Warning Score (MEOWS)
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ACCTERA TV Hospital | oo
%\a!any warning Observation Score Chart - Obstetrics

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

Date

Time

> 30

RESP 31-30

(write rate in
corresp. box)

Saturations

Administered 0, (L/min.)

40

39

38

37 o] z
¥ T*

36

35

I8

2 dwsa

a

170
160
150
140
130
120
110
100
90 i@
80
70 - g

ajey LeaH

50
40

190
180
170
160
150
140
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NEURO Alert [ LA | I/
RESPONSE Voice

Pain
v
L¥d Unresponsive

1h7 A
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b
anssald poojg 21j01sAs

<
aInssald poo|g Jljolseiq

Qg 2]

URINE > 30
mils / hour < 30

Protein + +
Protein > + +
Normal ?

Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES -6 [
TOTAL ORANGE SCORES
Nurse Initial

Proteinuria

Lochia

Liquor

ol <l

gﬁ




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\

~ e

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

N b

(

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

e o

* 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

RESP
(write rate in
corresp. box)

Saturations

Administered

9, dwisl
w
~

ajey 1eay

190
180
170
160
150
140
130
120
110
100
20
80
70

—e
anssald poojg d1j0Ishs

50

130
120
110
100
90
80
70
60
50
40

NEURO Alert

RESPONSE "";‘:icne
e
[¥] Unresponsive

URINE > 30
mls / hour <30
Proteinuria Pmt?m b
Protein > + +
Normal
Heavy / Foul
Clear / Pink
Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

—
ainssald poojg 21j0iselq

Bl | & 18

Lochia

Liquor




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\. J
CRAPIR & ¢ )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N 7 3 ’,

2 N
> 2 Yellow Alerts or > 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

K P,

* The Modified Early Warning Score (MEOWS)
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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.

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

Date | Time g:‘afgi::ﬁ?i NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\Shllgrgé
N.G
08:00 am )
0900 am =
Q&){ 10:00 am B 20
fnwan| L | 1 |10oM 0/
12:00 pm | 1oe# o( | fy
01:00 pm 106~ 0 N =
Total Intake : Total Output : ,::
om| RL] N[ oo : Q|
L wso0pm 9 | 106~ 206m) .0 P I
04:00 pm «1-} (00 ; O> '
05:00 pm al [ oM | D “b“
06:00 pm '? IO : Zoom) © ,
07:00 pm tog o) g - 0 Lo
Total Intake : ' Total Output :
oopm| ! | ... | &£ [4)
09:00 pm i )
ﬁf\\ 1030 pm : % m all O ?"“‘%fk\
N 1t00pm| L o oF 0
12:00 am e | o i o oo
01:00 am & l 0
Total Intake : o Total Qutput :
02:00 am e o b ]\
03:00 am kil & o )
}Q 04:00 am - o i
isoam| o L[ "7 [ @ R o (| pdysw
06:00 am o - ‘ toom) | o 4 /
07:00 am & ‘ -
Total Intake : Total Output :
Total 24 hrs. Intake | Total 24 hrs. Output Tm o ,v= oo ) ’
3

L————————
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Your Right to a Safe Delivery
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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.

3. 24 hrs. total to be entered in the kardex in RED.

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

m ; om IVSite i =
Date | Time | Nature Route NG | Diarthoea | Vomit | Drainage | Urine | pebiis | Sian.
of Fluid Score | Nurse
Mouth | LV | NG \ O
08:00 am ety 14 4 \ » a) ,
09:00am | RN £ yood| o #PV
000am| & | £ UL e s
] WO T ) coll] &
1200pm| ) i4 [ @
0100pm| ( Ak |
Total Intake : ” o Total Output: M - ¢ U~ qo2
02:00 pm W | Aot | b~
03:00 pm Leoh e
04:00 pm o 3 yeond 0
05:00 pm Nl 1o Hskikl,
06:00 pm X\ 0 | | 200N] 9 |
07:00 pm J \)
Total Intake : Total Output: g -© © _ 400l
08:00 pm | o |
09:00 pm 10 ] 0
Q\’\ 10:00 pm 3 f R AT ot
11:00 pm Wy~ P i \
1200am i 5 i B
01:00 am vy ‘ poend|
Total Intake : Total Output :
02:00 am # 244
03:00 am WP T
A O it
: WO Q0
06:00 am : 2000 |
07:00 am Wy Wy vk PR
Total Intake : Total Output : i
Total 24 hrs. Intake Total 24 hrs. Output

T e
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ASSESSMENL: ......covveernrrrnrnrnnnn @B WA, F(y ...................................................................................................................................................................................

] Improve Activity Tolerance ] Maintain Good Nutritional Status [] Maintain Skin Integrity

e | [ Maintain Airway and Oxygenation elieve Pain & Discomfort [J Maintain Fluid Balance
'-'_g aintain Personal Hygiene [Prevent Infection [J Meet Elimination Needs ] Ensure Safety [J Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications B ke T S TR, I o s SRR e L S e 0

Time Plan of Care Time Implementation Evaluation
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Nurse Signature: M’ ................
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o | O Maintain Airway and Oxygenation Qﬂﬂr ve Pain & Discomfort [ Maintain Fluid Balance [] Imprave Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
_g Mtain Personal Hygiene LLprévent Infection [ Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety [ Patient® Family Education
© | [ Identify Potential Complications T AT OIS SPOOHY:..... syeonvo irvss bmnnsisssimranssins i ihis £10HS TN 4435 03B ¥0usm b aor sy aTh S v sdngans FH s amt s S enrisassn
Time Plan of Care Time Implementation Evaluation
QL}% g la, Ao Tt potend 2\,‘%-4 Oadund— Twe— Pt ﬁpa@bﬂ‘ /e
tenddA 0 ‘
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Nurse Signature: .........c...... /U‘Lﬁ\r{ ................... [T R SRR 11, o O Tt .l e Date & Time: .........ccceveeee U\]}VL(,JM
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e | [ Maintain Airway and Oxygenation Zl@e Pain & Discomfort [#~ Maintain Fluid Balance [ Improve Activity Tolerance B’m@ain Good Nutritional Status [JJ Maintain Skin Integrity
g aintain Personal Hygiene [ Prevent Infection
(<]

[ Meet Elimination Needs —Efisure Safety D—*Earl/y Ambulation Reduce Anxiety = ent & Family Education
[ Identify Potential Complications [CJ Any Others. Specify

Time

Plan of Care Implementation

Evaluation

X e ~Aesed
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1 Improve Activity Tolerance --/D/Maintain Good Nutritional Status [J Maintain Skin Integrity

o8 FMaiﬂtain Airway and Oxygenation 1 Relieve Pain & Discomfort =Waintain Fluid Balance
E Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs +=7 Ensure Safety ) Early Ambulation Reduce Anxiety 7 Patient & Family Education
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wome Lo wvorning [ Afternoon

Zﬁight

[C] Maintain Airway and Oxygenation
;Zﬁ::tain Personal Hygiene

[J Identify Potential Complications

(] Prevent Infection

[J Any Others. Specify

(] Maintain Fluid Balance
[ Meet Elimination Needs

[J Improve Activity Tolerance
[J Ensure Safety

Date: d'lllb

L aAAOﬂLdJ&&Cervxﬁ-d\f ........ PN, eernn iy

D/mgtain Good Nutritional Status
(~Farly Ambulation Reduce Anxiety

[ Maintain Skin Integrity
Patient & Family Education

Time Plan of Care

Implementation

Evaluation
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It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: D‘L ...... ‘P‘M ....................... Department: &YM\ .............. Date of Admission: .. [&M
= | Diagnosis: & Any Infection: DYes}—{G ] Not Known
e o (ol o B
= o
§ f Ly LL\ 0{ g“l'f) B TR i icscinivsimammisitioossestiasinus
o !

2 | Area (N ot 5&%": ,}'é\,{@" gret
3 Shift Time geu) o a@“ Sam
% Medical Condition (§
= | (Any special condition to be noted): '
o\ e o o
Allergy: = OYes DVNJ'D Yes &'No | Yes ILN'O’% Yes :LNG O 'Yes [#NO | Yes CINo
Tubes/Drains/Cathe'-ﬁa{ :«Yeg O No ?Yes CINo |0 Yes 0 E Yes ;n% 71Yes -/No | Yes CINo
Vital Signs: Temp: %@‘ b ¢ Olg‘pp’ th f‘ - 1€ 6[ gofk’
L Ros: | 20U | gy flop| b | 20V 194/
E S00: | ad | 497, | g4 - loe .
& Puise: | &p mﬁ{m Qablm | 20 b
2 B | Wpind 1oy [roolpo | 100 B0 1ofes
Fall Risk Score: | .0 o0 » % 20
Pain Score: | 9|0 O 0 e
i L)
Safety Needs: | HEI NSOy | 5SS | A2y [ Sde g
- Physiotherapy |~ Yes NG| Yes ziﬁé_ Yes =0 | Yes pﬁ C1'Yes Mo |C Yes CJNo
= e i
§ Others Specify: — i ﬁ\ - | = peld
= Special Diet: | Yes JNo | Yes O Yes&flo |0 Yes ,"'/\(o O Yes A0 | O Yes O No
E A 3 L)
2 | Other Special Orders / Medications: | £O % e 2 .L:g}i“
o« ¢ W
& X 2D
Post Operative Procedure Spacial Orders: Y *‘3‘:\ P
Handed Over By Name : 4 vy (“M , o5V '
Signature : [ WA { = Q (@l‘q
Date: Ul b 7 |\ AU 6IL7
Time: gary | YW | oY g
i 7 J“/ f ' \/‘ 5 q 2
Taken Over By Name : P;,JOM 5}?—‘% S W P\N&M
Signature : ‘ o & W | :
Date: A s> | Qdd] 44
Time: W %a,&- QU b3
\ T o

Docu. No. : RCHBH /FRM / CLINICAL / 097
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NURSING SHIFT HAND OVER FORM - WARD

T R L L B 1 S 15T T e A Date 0f AAMISSION: ...
Z | Diagnosis: Any Infection: C1Yes [INo [JNot Known
E ‘ g T R R R
=
w
2 | Area
g Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):

Allergy: O'Yes ONo|CYes OONo | Yes CINo [ Yes CINo | Yes OJNo | Yes CINo
Tubes/Drains/Catheter: C1Yes CINo [ Yes CINo | Yes CINo [ Yes CJNo |CJ Yes CINo [ Yes CINQ
 Vital Signs: Temp:
= Res:
HE-I Sp0,:
ﬁ Pulse:
2 BP:
Fall Risk Score: \
Pain Score:
Safety Needs:
- Physiotherapy |C Yes CINo [ Yes C1No [ Yes CNo [ Yes CJNo | Yes OO No | Yes C1No
=
o
= Others Specify:
=
E Special Diet; | Yes CINo | Yes CINo [ Yes CINo [ Yes C)No | Yes 1 No [CJ Yes O No
8 |Other Special Orders / Medications: ; J {
[+

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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//////////////l/”/ Children’s BirthRight
i RAINBOW HOSPITALS
//I///////I/I//I// CHECKLIST FOR THROMBOPHLEBITIS !:!g,sng!mtmq';!m ::urRithaaSahDelivery
WH% <o) L[
DAY-1 DAY-2 "DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E Remarks
; No signs of phlebitis / O '®) 4
1 IV site appears heatlthy Olisarve. ciitinads 0 o O ) O
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 -— -
* Slight pain near the IV Site / / Observe cannula . T ¢
* Slight redness near IV Site Vi
Two o_f the .followmg Signs Early stage of phlebitis / ¢ ,
S are evident: Resiy Cantiola 2 . Bt g
Pain at IV site Redness 5 il
glllig;;? ? folowig SIS Medium stage of phlebitis /
o Pain along Path of cannula .?es':e Catnnula Consider 3 o i £
Redness around Site Swelling g s c %
’:&3;;? f;ggllngtvg:giség:ns - Advanced stage of phlebitis or
5 Pain along Path of cannula the s}art of thrombopr_nlemns/ 4 o it T &
Rodness atoiind Ske Re site Cannula Consider S 0.
Swelling palpable Venous cord Treatment .
All of the following Signs are e
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | trombophiebitis / 5 2 b
around Site Swelling palpable Initiate treatment Re site A 7 3 — —
Venous cordpyrexia Cannula
Signature of the Nurse |\_'§’L H ) Bn SL?JT;' ol s

-

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

Signature of Shift In Charge

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

Signature of Ward In Charge :

Signature ; ...........J [(/"M
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Your Right to a Sate Delivery
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Date: | &) 2 L]

1. Completely immobile:

2. Very limited:

3. Slightly limited:

Time :{ 27 ©@lung

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 extremity position position without assistance.
without assistance. to completely turn self independently. independently. 4—
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; i
Wt Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : . : : : ; i
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

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
W by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed ; 4‘,
o molotites Dampness is detected every time 8 hours. every 24 hours. ['d ‘
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

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

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 :ﬁ
in bed or chair at all times." 4/

occasionally slides down.

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

j&

Tissue Perfusion &

Oxygenation

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

2. Compromised:

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

< 10 mg/d; 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.

TOTAL SCORE

20

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

Evaluator's Name

2N <
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: Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces AR ik s tvais
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients g
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
| Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM ot | O s
Date Time Pa(is ﬁ;‘;"’ Location Duration Acuity Character M;:‘;:x:,:u Pa“;d"::;:;mw Intervention Sign
(] Continuous | [ Acute ] Sharp ] Dull [ Increasing [] Yes e
LP[?[w [[ (244 0/[0 [ Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No —_ [UL%W
] J
E/ﬁtinuous DfAﬁa ] Sharp ull [ Increasing Q/ﬂg ?
(1 Intermittent | I Chronic ] Aching [ Burnin creasin L] No
A1 o, szro .»clfj . ’ v te’f o
l [J Continuous | [J Acute (] Sharp ] Dull ] Increasing ] Yes L) adot l;
(i3] O i ] Aching [ Burning | [ i 0 ki Z
4/[\ " ' P_m OLL o M A | Intermittent | [ Chronic g g Decreasing No %ﬂ M &1 fiaa !
L Z/ontlnuous " hcute ] Sharp Dl [ Increasing | [24Yes Bl Bt ondona ﬂ
CH O i ] Aching [ Burnin i ] -
‘;,{ 1 Gay) 4,?“) Q ,-C ntermittent Chronic =] g -1z g ecreasing No f ‘K- Ly leh
[] Continuous | [ Acute (] Sharp  CJ Dull [] Increasing I Yes £ ) c&h /
[ Intermittent | [ Chronic (] Aching ] Burning | [] Decreasin ] No s
517 Moma n[fw AL A : ' . 0 obseswodovi | k. 1, , o a
' [] Continuous | [ Acute ] Sharp  CJ Dull [ Increasing [ Yes | q EEI i “
& l’),, h—PM \{l(b 61( ] Intermittent | ) Chronic [ Aching [ Burning | [J Decreasing | [ No $ > Ain .
(] Continuous | [ Acute [ Sharp 7 Dull [l Increasing | L[] Yes nnctenﬁl_
& l«}’ ~ Olw N 2 ¥ i O i Aching (] Burnin i g ForwOue Yy
"LP (] Intermittent | [ Chronic 3 ] g | [J Decreasing | [J No Glare ® '\
] / ] Continuous | .>-Acute () Sharp =Dl [ Increasing | [J-Yes b e, O jc, L« g
5/1 alu | Py Q"ﬁ $14 | = Tntermittent | T Chronic () Aching [ Burning | 1 Decreasing | [ No i ST ¢ heegl,
[] Continuous | [ Acute ] Sharp  CJ Dull 1 Increasing 0] Yes enn = o
cg\:}‘u v | oo NG i 1 Chronl ' Achi - - und - sl
(] Intermittent | (] Chronic [J Aching [0 Burning | [J Decreasing | [ No Ob (vesor
$[§ % | (= Continuous Acute () Sharp [ Dull [J Increasing | [2-Yes 7 PTPTN %
adecle| [ Intermi O ' JAching [ Burnin ' i O >
(‘q I? o o 4/!10 Heade ntermittent Chronic ?a/ g g | [FDecreasing No [ b [ oy
ne-meumm

1. Every eight hours for all hospﬂahzed patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
c)  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 L 1 1 ! ! I ! 1 |
m 1 1 1 T T T T 1 1
0 2 3 4 5 6 7 8 s
B Possible Pain

PGS ®®

No Hurt

Wong - Baker (Pediatrics) Above 7 Years

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

SCORING
CATEGORY
0 1 2
No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Farticular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o 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 asieep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hpggmq. 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 S| 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 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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;“’:‘;‘Lﬂ." BYomM210  (F) Hospital . BY RAINBOW HOSPITALS
m””””mi",""”l""m s PAIN ASSESSMENT Fonmd"ﬁ“n R It takes a ot to treat the itte. Your Right to a Safe Delivery
co ;
(w/A0) Location Duration Acuity Character Faclors Educated Intervention Sign
(0 [] Continuous | [ Acute (] Sharp ] Dull 1 Increasing (] Yes vaJ it
5{:’) ~ Pwm\ 0 , (0| ~Ne— | L Intermittent | 7 Chronic [ Aching (] Burning | (] Decreasing | [ No Ol Goniten P Laian
,EJ/ Continuous 171 Acute (] Sharp ull 1 Increasing | = Yes 1] (o U}-— v
) Intermittent | [ Chronic []Aching [ Buming | [ Decreasing | I No / .
617 lom| 4ol s 9 fnak * halin .
] Continuous | [J Acute (] Sharp ] Dull ] Increasing ] Yes } fanalor U
- (7 Intermittent | [J Chronic [] Aching [ Burning | (] Decreasin (1 No P "
6 "7 Tounn O{g o | NG ’ .l Leswvetien kod,lﬂa s
i [J Continuous | [ Acute (1 Sharp I Dull 1 Increasing O Yes v
[J Intermittent | —J Chronic (1 Aching (] Burning | (] Decreasing | [ No
[] Continuous | [ Acute (1 Sharp (] Dull 1 Increasing ] Yes
[] Intermittent | [ Chronic [1Aching (] Buming | (] Decreasing | ] No
(] Continuous | [ Acute . [ Sharp I Dull ] Increasing 1 Yes
[] Intermittent | I Chronic 1 Aching [] Burning | CJ Decreasing | L[] No
[] Continuous | [ Acute [ Sharp 1 Dull Tl Increasing | [ Yes
[] Intermittent | [J Chronic (] Aching (] Burning | ] Decreasing | [ No
[] Continuous | [] Acute {J Sharp [ Dull ] Increasing ] Yes
(] Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | J No
] Continuous | [ Acute [ Sharp 1 Dull [J Increasing [ Yes
[ Intermittent | (] Chronic (1 Aching (] Burning | (] Decreasing | [ No
[ Continuous | [ Acute (] Sharp ] Dull 1 Increasing [J Yes
[] Intermittent | (] Chronic [J 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:
b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a) At least every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

(PT.O)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

l 1 | ] 1 1 1 ]

oodd®

No Hurt

Hurts Little Bit

T I I T 1 I T 1
3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
8 ! ; : Occasional Grimace or Frown, Frequent to constant frown,
acs 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 ngveg ga:g'y : fol:ml mnge . 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,
Consolabili Content, relaxed hugging, or being talked to, Difficult to console or comfort
i 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 1 (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, 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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Morse Fall Risk Assessment Form

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
‘,Z”Ensure patients use their prescribed eye glasses if any, in the hospital

\Sﬁﬂ chairs with arm rests
Use safety straps on stretchers and wheelchairs while transporting patients

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

0

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

Date / Time r i
Choose Highest Applicable Score from each Category L C1Es L ’gqu } e é[ 'l!J‘L Fall Risk Grading
Score G o R
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O 0 0 Risk Level Morsc:nl;:g)Score Avtion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 O 0
Furniture 30 Standard Fall
Low Ris _— 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 " Precaution
None /Bed Rest /Nurse Assist 0
20
IV / Heparin Lock or Saline ;es o) 20 20 Implement
. . Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventaqn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 ’
Normal /On Bed Rest /immobile 0 O 2 O Implement High
Forgets limitations 15 —— Risk Fall
Mental Status .g = I} ik P = Prevention
Oriented to own ability 0 {90) ) Niaraentln
Total Morse Fall Scale Score: 20 90 20
Signature /\Qq e i
b J
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m::f::;?’ TARn;::JPHWSEGS Rai_nb‘fw,' % BirthRiaht
7/7]%7[%%15” MULTI-DISCIPLINARY PLAN OF CARE FORM Chilarers | &g BirthRight
Diagnosis:
[T’m Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
0}’ i al ,G’lﬂ 1 Nursing
Nursing O Modified ' 01 Others:
&‘\ I Others: O PEF-UD (.ZQM (W 01': P ]
Q\'\ ' Post Op
£ Medical LAnitial : F! QZ! ; Y [ Medical
q\&hfb Arsing O Modified -, !U’fm {b tr) M‘F [/V\d ( [ Others:
O Others: LiAPer-Op
0 PUStOB) DMW wfc L“L‘-M G@,L oY) 'F &'W
[ ’ ) Medical ) Initial pop -| : ; : () Medical
5[9[26 | O Nursing O Modified : y A 28t Hlal. Al 1 Nursing
. Others: ) Per-Op el F alios S’Od foier l L ‘ZU b e A Others:
Voo |dtebfan | 2 Postop | eyfoecte Repais o , -
- Medical - Initial _ : ) Medical
=1 Nursing O Modified ' (7 Nursing
O Others: O Per-Op J QOthers:
O Post Op
L Medical O [nitial =) Medical
LI Nursing J Modified ) Nursing
I QOthers: .0 Per-Op [J Others:
0 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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_ BAH-00550644 1P5-00175365 Rainbo - —
AT owme — INTERDISCIPLINARY PATIENT” ﬁh..d_.-e‘?l,'s ‘B‘lrtthght
et S
ar \\\\\\\\\\\I\“\\\l\\\\\\\I\I\\l\ / FAMILY EDUCATION RECORD e
Palants] @000 st Patient / Learner Literacy: | }Rﬂad (I Wgite- [ Speak  Willingness to Learn: J_!os—[fr No Healthcare Literacy: [1Yes [ No
Identified Education Needs: 13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights AT RS Ui B el L B . ¥ e N
Part - Il
Use codes from the list in part 1l
Need : : Designation /
Date Time \dentified Information Taught : N Nochaniems Comments Signature
Person Taught Sarmin Teaching Tools | 1o overcome | Understanding | !
. Barriers L7 barrier/s ! ’ ¢
C) - - O t*_\
Sg W20 A! : j:\m(\m_g\ (mw (Z( ( ( k s
AR\ 0 - ;
\
S s
A | Wop| 1| B gued- frwd«d wordy | py P ey / , V.7
bl
: h
%‘U"’ PUNBRAT'Y DP9 © 1’MA:
o~ £ n\n. a T Ls_ 0 ot o L ('nel ES
Eat By oflrolhTr s Ne L
Part - ll: CODES*™ POy oA ! ¥ (8] o 1 .
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver [ 0 [ e R e .. i
Learning Barriers:
1. No Learning 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. Others (Specify ................. NIRRT . .10 I ESI
3. Emotional Barriers 6. Desire / Motivate 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 FONERT ) e s s 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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3 5 T:n:ﬁ::;T youmo Children’s BirthRight
: e Hos pita| . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\I\\\\\\\ Hospital _
w1oCHARGE PLANNING FORM

Nationality: (z M o G—QA’

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

1 Anticipated Date OF DISCRAIDE: .iii.......cccninersuimsiorsistfasimimessives

2 Destination Post Discharge: F%
Family Members Notified (Person Contacted)

L] Transfer
Hospital Facility Notified (Person Contacted)

K § Discharge Status: ] Self Care E&af{ly Home Care ] Home Professional Assistance
[ Needs Assistance In: Remarks
(1 Medication 1 Yes
(] Bathing ] Yes
[] Eating U] Yes
[] Walking L] Yes
[ Dressing Ul Yes
[ Toileting (] Yes
Nutritional Plan:
[ Dietary Instruction Discussed with the:
D/Pafe(;: ﬁarnily Member B R S S e S R o Y oM
3 Discharge Planning Discussed with the:
O] Patient C1_pafmily Member e AR W 2 | TR e
6. Patient/Family Educational Plan: M
[ Educational Topic/s: f ............................................................................................................................

U1 Patient's Educational Topic/s discussed with the:

(] Pafient @/Fe{nily Member LTOMBES: ... sttt SR RO ... oo tpsisnssscilins
Nirse Signahime; ... & ............................
NS NG [ ....................... \
DalgandElmne ... \{ \ ..... \% D&

Docu. No. : RCHBH /FRM / CLINICAL / 191
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PATIENT TRANSFER FO RM !:!gasuegag\elm . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

3?,“R°fii‘l°ﬁm~uu"’“°"““ Date & Time of Admission Date & Time of Transfer Order
w.os-ms u:aslg:ezon (F) y ] 9},?_,6 04' b:iqm L{]"}]'Lb j&/
IHHII\IIllllI\lIlIIIIl\Illlllll or, v
Transfer Ordered by Reason for Transfer

PR/ C(“/aj]_,\ 0 M{,Lﬂ:!/‘-’ﬁ

From Unit To Unit Information to Attendant

Cuy 40 YeefT™  No[]
Number of Sheets in Clinical File Personal belongings including ] ? : :
%) clinical documents. If any handed Patient shifted with ID band:

over to attendant Ye;;_/ No[ |

Number of Imaging les Yes 4~ No[ |
A BN i s Bt sivia
IBYESaNal? e e

Medications / Consumables / Surgicals / Hand over

SL.No. ltem Name Quantity

—
s- —

4. /

/
5. A
Shifting Summary / Notes Written by Doctor : ~ Yes" ] No[ |
Name & Signature of Person who is Transferring : Name of Person Ordered Transfer

Q, Rs s b8 nannli,

Patient & ClinicakRecords Received by :

SMV?SL

Date & Time of Patient Received : ’4 3 ( D W

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

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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Department of Anaesthesiology \\\\“\“\\\\\\\\\“\\\\\\\\\\“\\\\ ?;';’E".!; @ BirthRight

PRE-ANAESTHETIC EVALUATION .wuspital BY RAINBOW HOSPITALS

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

Name: ... b e 6 - - L SO T N UHIDNo : BRH-opsS Ve uYy,
Date: 3\3’\7’(' .................................. Time: ... 25 329.PM..... Proposed Operation: CL/BQWCUL AN
Diagnosis: W D o SO B 1 B SR AU Y TR SR - |15 S W J ORI, WL e |
8P /CRT: 1AL 22 WA Weight: 70.£7)¢  ASA Physical Staws: 402 03 04 05
Laboratory Data:

Hgb: W i S Glucose: '0(9 Proteln: .....peecccsissuasnnians |, [P T X-Ray: .. -

BV .ot mpacsipmoins IR~ S S TN AU HBS Ag: . } N-Ke ECG: 9] AL

wec: ... 2.22:0.. . Croat ... 0. H......... Towom L. HCV: . ZDEcm@gmd_ﬂ

prate: .34, 9... PRSP | ¢ SR ) TR W LA Bioodurmt Stress/Anglo: ..

L 0 ok R OB s s M% ...........................

PT: Bl PR T T L b e-6-S

NR: ) O MO 32 iciinitillin. - ATIIASEL oo feuurisinsicions P L .

R BOTROPT i Allergies: w\

Medical History: CVS C ~)

RESP: (=) Diaetes : ()

CNS:@

Renai:@_)

Hepatc / GE :C) Physical Activity: > 4 rOeT .
Omers@

Past Anaesthetic History:  w \

Physical Exam: §

Airway: MP1@ 4 Mouth Opening: N Mentohyoid Distance: wJ Neck: -«l Teeth: w\ loow
Lungs: oyt i

Heatt S 5w

oNs: Gues- fall

Pregnant: () Yes [1Ne-INA |- 0~ 'ST T2 yenous Access Site: qcal  Spine Exam for regional : «J:
v

Anaesthetic Plan: CIMAC SREGIONAL [ GA-ETT (JLMA

Peri-Operative Plan Explained to the Patient: C1Yes— 1 No

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

Water / ORS 2 Hours
NILORAL<TL

2
3. Informed Consent: -=Standard T High Risk

4. Post Operative Pain Managemenfy’ﬁscussed with Patient
5. Other Instructions:

Signature:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ANAESTHESIA CHART

2z
Rainbow" . R e s
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little, Your Right to a Safe Delivery

[ Yes \IZ(NO

Channe In Patient Condition: Fasting Status: Cer#~ Ve d
Physical Status: | | [~ Patient Identified & Consent Present 7 Chart Reviewed
HR: 2 bym | BP/CRT: 142 /6O [Sp0; um/ [RR: I8 Cpim | Last Feed: ~> Chry
v d T
Pre-OP DIRONOSIS: .........cooomorsecerictinsmsessissasasassinsssnscs Operanon ........ qu fogede. ﬁqpau.\, ............ Date : 04;] 0 9f2 é..
v
Surgeon: ............. De.Ra Q..LM).‘:(—?L&%’:..&ﬁm‘fﬁmnaesthesrologlst PRAHENA. Technician: ...GQPL.............
TIME 19" =T

N,O/AIR/O,LPM '

HALO /SO /SEVO Antibiotic
_Drugs:

5 Suppository
‘j:j_mgp&%%m ¥ YD T mg_chf
C . - yor IR
Mp LN ac¢ I°H "
Loss "t] JK

Fi0, /Sa0 , ton Iab | b [J60] T0Y fop)

ETCO n
ECG_ Sr SR TR IR
“Yemperature gi
Urine Output NOTES
g g i i =
£3 I _—) I

L] 3 0 = o ¥

BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Time
TW:TH'M 160
Throat Pack In )

Throat Pack Out 120 = > =7,

100\ AT o = o -
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20
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0
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LAB Values
[ GRgs
S}/Eq’uipmam Checked and Temp: Induction Regional:
z/gmcﬁonal [J HME [] Fluid Warmer ml [] Inhal EET?W Specify: ..

A" BP UL_. [ Cling Film [[] OH Warmer [] Pre 0, CJRSI pinal [] Epidural DCaudaI
7 Cutt site: . @ [ Hugger's [ Cotton Wool [ Others Others: .
t]/g(tGSE:ad SR [ Other 0] Mask ] SGA Position: Sliluﬁ
O Temp Ste 'l‘lm.s- ] Airway [ Oral [ Nasal L S—— a—b e
T FIO.Monitor 12,\ ap‘lﬂn' Bl s 8 cinom Needle Size: ,&SC‘W "

O Agent Monitor DPSIarI: J« O] Oral CINasal [J Cuff Parasthesia [ Yes [HNg
Pulse Oximeter OP End: .. 4 L] Tracheostomy (] Topical Catheter at skin .. /

; _ |, o
] Capnograph L0 OR: . cdinie T 5 11 e Drug Name&Conc b §7 B I\ a(w' V‘U |
] Ventiator Anaesthesia: O] Awake [ Direct Vision O i pzc.c .95 My Fentroy
[ Nerve Stimulator [ GA [] Video Laryngoscopy [ Stylette / Bougie e

- (.c, ] Monitored Anaesthesia Care [] Fiberoptic Block Level: ...
postton 11+ 16012 1 Ey&m Blade# ............. Atiempts: ... h P |
\S Prossere Poiots Cloc] o oA
Line (Size & Location) Tfﬂyﬂm to
Eye Care: Wiy S ] Bilat = BS ACU Oicu O Other
] Oint %1,?] S ] Semi-Closed Circle Relaxant Reversed [ Yes [ No W !
O Ta oG
P:A B ... [J Closed Circle Name of the Doctor - DI 8 HIN"] i
ing CJIV: . 1 Other
Awake DIV e e st Signature of the DOCtor .............. fef.....

v i
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POST-ANAL

Received in PACU b Time Received : ........... &'20 .......... Time Discharged : ........cccoiivnnnene
240 ;ig IV Cannula Site : QIV\l’
w 230 230 | [ O,Mask [T] Nasal Prongs
é ;fg gfg [ Tracheostomy [ T-Piece
] 200 200 | [ Oral Airway (] Nasal Airway
& 190 190
180 180
8 170 170 | Vomiting : [ Yes D»ﬂf T B, - AN LA N e o
g 160 160 | NG Tube: [ Yes Q‘Ng
150 150
v - 10| bran O Yes 0N
1
A 12 A7 120 | Urinary Catheter: [] !:)4' 1 No
110
i J;;’ 400 | ChestTube: [ Yes =e 74
= 90 %0
= e 5 Nil Oral 5 [JNo
;U FN - 2 whuids: e R 000 f L0
& 50 P L
e 40 40
30 30
v 204" 20
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0 0
SPO,
POST ANAESTHESIA SCORE o VTR v INTERPRETATION
(Modified Aldrete Score) IN 30 | 60 | 90 i SCORING
‘Able to move 4 extremities voluntary or d =2 Cat . :
Abl o move 2 exremiles voluntary o on command =1 AcTMITY 0 \ " o B A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
S & o il 3~ 4 2> Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 i i fntan:
BP = 20-50 of re Anaesthetic leve =1 CIRCULATION a1 0 space below by the Discharging Physician:
8P =+ 50 of Pre Anaesthetic leve =0 2
poh 1 CONSCIOUSNESS
Arousable on call =1 NE
Nmur::p:n?i?rz: i =0 ()’ fL r)’_ 9
gﬁ dusk diced 2% cown )
, dusky, blotchy, jaundiced, other =
Cyanotic ’ i = (Jf 1 5
TOTAL Q 0\ IO Sl
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
w7 Y ‘)f%orv ofto 6 Sedodk 0 ey
T
C L
Ul M Yom 0[to F advandis) fé_!/

Reassessment Frequency:

Pk sl 1. Every eight hours for all hospitalized patients.

D]\ & 1 (/J M 2. For post surgical patient, patient with chronic pain, patient with severe pain
B i e gl a.  Every 2 hours for first 24 hours

b After 24 hours avery 4 hours

"""""""""""""""""""""""""""" c.  Prior to pain reliving intervention

d

Pain Tool Used: [ NPASS 1 FLACC [ Wong Baker 9)»96

Anaesthesiologist Name :

Anaesthesiologist Signature:

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

PACU Nurse Name : Transferred to Unit by (PACU): .......... 34'0 ..................................
PACU Nurse Signature: : pate & Time:______ W] Ug..c........

Date & Time: e [&[Mz 5 ol il 5 '(10 ‘\M
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

VTR Y -1 TR s cvmdisin PIOCOULTE GOTI DN (st cotnsidomasstanisbibnptuitonsinsmmass ssnbassonssguissnssssposss
CSE /Spinal /Epidural o1 A L e B L, SRR Technique (LOR/LOS) ..................
1 o) A — MDA UL i bl oty SN e xS S

e LR R R e SERE A ST R O e T S (L W S,y T . R
Solution Composition : ............cu...... B LIPS T TPRNIER B T G ATt o 2 AT NI = Ly STl Lt 55 S

Any other issues :

)t MR s s i s i s T s i e s ek s e
1 SNSRI IR TST7. TE T o, T ORI SN SOMININE 0 SRRV 3 oot 60 A Iy S o 1L % 6 i
1 Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details :  Time: ......cccccovvrveeee APGAR: ... iniienninnns SVD / Instrumental / LSCS (if LSCS Details)
CANOTor REMOVEK Dy AN TID MBDRBINE & i i s s s bha s b e o o s e s s obnamassa s v s nn it
B A R o e i e A AT L R Rt Bt

Discharge /Shifting ordered by
DOCIOr SIGHatiTe: v immrsmmamsiasnsises s s ies
DOGtor Namie: ..........o. b8l n i dia o

Dateand TIN8 | oo mmiint
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CONSENT FOR ANAESTHESIA
Authorization By: [] Patiert [ Patient Attendant
Operative Procedure: ... T ok AR T R, G R A S S SO S S
Anaesthesiologist: ..... [ Sl .. o0 db Surgeon: ...... mP’ﬂN( ...... DTMM ...........................

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

O] Others ...... l‘@p &wmm % e R L e TG ST T 5

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
DjemAnaesthesia (] General Anaesthesia [J Monitored Anaesthesia Care

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

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

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.

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

Patient / Patient Attendant: Witness: g

Signature: Rﬂ#“}— ......................................................... SR . R e s thoied
Name: ... Rafat. AaXxanaum......... Name: ... UER: ReceN L
Relationship with patient: ..... %Elf ....................................... Date & Time: ... 3.J7[2.6.... 555M .............................

Date & Time: ... /(2 4..... AR P

Doctor (who is taking consent):
Signature: .= :

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
ocu. No / / CAL/0 (PT0)
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INFORMED CONSENT FOR SURGE ([t i W | @ BirthRight
SPECIAL PROCEDURE (MR AN .Enfmﬁﬁsgl‘l

Your Right to a Safe Delivery

UHDNO: ........... P 00S 0644 Date - éf‘—'f\u'

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)

I 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 likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing 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.

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

the ho&itztz(ﬁ responsible for any uptoward gvent thereof.
’ Convnm, fenetd o

My signature on this form indicates that

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

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

3. | have had a chance to ask my surgeon questions.
| have received all the information | desire concerning the operation or procedure and

o. | authorize the consent to the performance of the operation or procedure. ? K I g

Name of the Doctor who is performing the Surgery / Procedure: .............ccoevvevee L LR SO e

Consentee : Patient Attendant : .
Signature : ........... W ................................ Signature : ........... 'J .........................................
e .............cc sy VAEAY TARRANGY NaTE: ...l 0 - IAPSLUT .
Date & TiMe : ...covveee... L\\?]%N' ...... /910 PYY  Relationship with Patient: ...... ”R/‘&b A S
Date & Time :
Doctor (who is takin
Signature : ............ .
L R D

Date &- . N A gd’ ‘9—%

Docu. No. : RCHBH /FRM / CLINICAL / 027
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INFORMED CONSENT FOR SURG  [|[[lII/IMKINMIN  ef-s | @ BirthRight
SPECIAL PROCEDURE - .“1i
Patient Name : ............ Q,Q-Fﬁn ..... mg..MGender:DMale i—mﬁa'/ Ageal
UHIDNo : ..... ?%'0055‘3““( ................ Date : ‘rh]lﬁ

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

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

erformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
yuarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing 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 al stgﬁ responsible for any Kuowan\evem thereof. P s

it
........ leedinp  Rloo Kicm Va0 )T r WIS SV ST o TN ROPR
S f : e R O

My signature on this form indicates that

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

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

. I have had a chance to ask my surgeon questions.

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

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

~

Name of the Doctor who is performing the Surgery / Procedure: ........................ &1, I 2™ R ettt '
Consentee : Patient Attendant :

;" :
Signature : .......... /24%«?— ................................. Signature : ............. BT e ot e ot

Name: ........... MLt RALAT 1A RRANUNM) Name: ....... SHED . RO T
Date & Time : ....... Lf[‘-‘!—]% ...... o= (1LAv0. Relationship with Patient:

\‘.Tltness: X . Doctor (who is taking'the consent) :

BIIIIY © ......conmcntiscihicirtrii B vaososssssssnerasees Signature :

B s obetapereo [\ ......... M‘M ............ i D’t |

Y SR T SO U
CEET TR TERY OOE Y PR TR LT ./J. ............. -

Docu. No. : RCHBH /FRM / CLINICAL / 027
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T URINARY CATHETER BUNDLE CHECK LIST Hospltal, | @zl
Date Of INSErtion: ................. ¥H2e ... Date of Removal © [.’?j.?.—.& =3 Gan,
Parameters Date Shift Time | .’“ 5 Q;P 51 .
Need for the Catheter QXes O No [¥és CONo | OYes ONo | OYes ONo | OYes ONo | OYes CINo | OYes CINo
Hand Hygiene [Hfes CINo | [fes CINo | CYes CINo | ClYes CINo | ClYes ONo | CiYes CINo | ClYes CINo
Usage of Sterile Equipment LHes [INo p»rers ONo | OYes CONo | OYes CONo | OYes CONo | OYes CONo | CJYes CINo
Is the Collection bag below the level of bladder Jr¥es [CINo p‘%s CNo | CYes CONo | CiYes CONo | CYes CONo | ClYes CINo | OYes CINo
Check the Tube for Obstruction (Free of Kinking) LAes CINo pﬁs ONo | COYes OONo | CYes CINo | OYes CONo | COYes TONo | OOYes COINo
s Catheter dated as policy OYes TINo @)@s ONo | OYes ONo | OYes OONo | O Yesl COONo | COYes COONo | COYes COINo
Collecting bag is been emptied regularly? “¥es [INo | &Yes [INo D%—s@j@ ms (’9 NV ONo | OYes ONo | OYes CINo
Maintenance of closed system for the catheter “Yes [I1No Eﬁs ONo | OYes ONo '[l Yes v!] No | O YI;S CONo | OYes CINo | OYes CINo
Dressing clean and dry? ‘-Eﬂes CINo E’(es CINo OYes CONo | OYes CONo | COYes CINo (OYes CONo | OYes ONo
Is the line removed as Policy? ~#fYes CINo | ClYes @No | (IYes CINo | C)Yes CINo | CIYes CINo | ClYes CINo | C1Yes CINo
Performance of Perineal Care +Yes CINo ﬂﬁs CONo | OYes OONo | COYes CONo | COYes CONo | OYes OONo | OYes ONo
Onset of New Fever CYes, Mo | ClYes [0 | CYes CINo | COYes CONo | COYes CINo | CJYes CINo | OYes CINo
Asses for the leakage at the site of insertion UYes [INo E@s CONo | OYes CINo | OYes CONo | CYes CONo | COYes CONo | OYes CINo
Name of the Nurse M"ﬂv\', S,
Signature of the Nurse @_ ¥ N "

Docu. No. : RCHBH /FRM / CLINICAL / 114
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 5",}!9—5 Time: ... A.. 40.0W............
Orighhc . DA Height: . 198 ... Weight: .. FOK9S BMI: igl‘f‘%}wl’

Food Allergies: B e e TR e e T

Diagnosis: POP“Q‘LMiQx«smuKM*CﬂbWﬁW ....................................

Lo TR VRN . R S LS B B SR

Surgical History: Mdtmva ................................................................................................................................
_"Vegetarian [J Non-Vegetarian ] Vegan

DIt AQVISEC: ..o S A ﬂkfmakw.chd‘ .................................................................

.......................................... N MLMQJ.P.LLM?%MQIMCU(&QQA
........................................................... Pvoid. S W,Lcuwgfgmo&dw&

Patient’s / Attendant’s Dietician’s
Signature: ..... /2":&@* ......................................... Signature: ..... é’aﬁ% ..........................................
Name: ......... R, ™ 0 S TR
Date & Time: 5"3'[@‘ ............................................
q! 80

Docu. No. - RCHBH / FRM / CLINICAL / 186 (RT0)
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