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Name Mrs SAFA SALEEM UDDIN UHID HNH-00016306
Father/Guardian Mr SHAIK HAMEED Age/Gender 31Y1M23 D/ Female
Address H.NO: 1-9-129/29/D/46/2., Ram Nagar, Hyderabad, Telangana, INDIA, 500020
IP No IP26-00006716 Admission Date 02-07-2026

Ref Doctor SELF

Discharge Date 03.07.2026

DISCHARGE SUMMARY

™
Consultant:
Dr. Mallavarapu Tripura Sundaramba
MBBS, MD OBGYN
AMC12288
Diagnosis: G6P3L3A2 AT 7+6 WEEKS WITH RH NEGATIVE PREGNANCY
| WITH LEFT OVARIAN ECTOPIC PREGNANCY WITH K/C/O
HYPOTHYROIDISM WITH FIBROID UTERUS FOR FURTHER
MANAGEMENT
|
| History:
LMP: 08.05.2026 Obstetric formula: G6P3L3A1
M EDD:12.02.2027 Gestation at admission: 7+6 weeks

Obstetric History:

BANJARA HILLS HYDERNAGAR KOWDAPUR OUTPATIENT CLINIC e SECUNDERABAD KONDAPUR L 8 NAGAR NANAKRAMGUDA

‘ ® 1800 2122 @ www.rainbowhospitals.in




Name Mrs SAFA SALEEM UDDIN UHID HNH-00016306
IP No IP26-00006716 Admission Date 02-07-2026

G1 - 2016 - FTVD, Female, 10years, 2.9kg, A&H, took ANTI D

G2 - 2018 - FTVD, Female,8yrs,2.1kg,A&H, Anti D received

G3 - 2018- MERPC at 7weeks

G4 - 2020- FTVD, 2.4kg,A&H, hfo NICU stay for 9 days i/v/o jaundice, took ANTI
D

G5 - 2026- MERPC at 7weeks, D&C done, not received Anti D

G6 - Present pregnancy, Spontaneous conception

Medical History: Hyperthyroidism since 1lmonth on T.Methimazole 50mg once
daily
Family History: Mother-Ovarian Cancer, Hypothyroidism

Surgical History: D&C in Jan 2026
Allergies: Nijl

Antenatal Details:

Mrs SAFA SALEEM UDDIN was booked to Rainbow hospital at 7 %weeks of
gestation. Previous ANC's elsewhere as advised Dr.Tripura Sundari.She had
regular antenatal checkups and investigations as advised. Scan done on
1.07.2026 showed Bulky uterus measuring 12.8x7.4x6.8cms,Posterior wall
fibroid measuring 6.4x6cms,Anterior wall fibroid measuring
6.9x6.7cm, Posterior wall cervical fibroid - 5.6x5cms,Left ovary an echogenic

lesion 20x13mm adjacent to left ovary with gestational sac ~ 11+ 4weeks with
?left ovarian ectopic.Beta-HCG(30.06.2026)- 6667mlU/mi. She was admitted at
7+6weeks with 7Left ovarian ectopic pregnancy

"~

im




Rainbow®
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Hospital
Name Mrs SAFA SALEEM UDDIN UHID HNH-00016306
IP No IP26-00006716 Admission Date 02-07-2026

Investigations: Enclosed
Blood Group: "AB" Negative

Management: Pt. came with complaints of pain abdomen. On admission her
vitals were stable. She was started on conservative line of management with
Inj.Methotrexate 75mg Intramuscularly. Stict vitals monitoring done. Scan
done on 03.07.2026 showed single intrauterine pregnancy with Gestational sac
measuring 12.3mm,yolk sac visualised,no embryo, Left ovary-corpus luteal
cyst measuring 20x18x17mm,Uterus fibroids-Posterior left lateral Intramural-
7x7.9cmx6.6cm,Posterior and right lateral subserosal fibroid in lower
corpus,pedunculated fibroid- 7.3x6.5x6.7cm,Fundoposterior Intramural and
subserosal fibroid-8.1x8.3x8.6cm. Pt.recovered well with this management.

Advice:
e Repeat CBP and Serum Beta HCG and review

Review with DR.TRIPURA SUNDARI on 6.07.2026 with Serum Beta-HCG
and CBP reports.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain

emergency care etc also have been explained by doctor ................ . in a
language that | can understand and | acknowledge. :;/
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
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Name Mrs SAFA SALEEM UDDIN UHID HNH-00016306
IP No IP26-00006716 Admission Date 02-07-2026

further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. You can also take
appointments at any time by going online to
website www.rainbowhospitals.in

Registrar/Residen
Consultant:
Dr. Mallavarapu Tripura Sundaramba W
MBBS,MD-Obstetrics & Gynaecology
AMC12288




. Rainbow Childrens Hospital-Himayatnagar

Rainbow ' Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital o TEL NO :040-48873000

Rk WEB : https://rainbowhospitals.in

ADMISSION SHEET

NEEER T e

Registration Details :

Admission No : IP26-00006716 Admit Date : 02-Jul-2026 Admit Time :12:14 PM UHID : HNH-00016306

Patient Details :

Patient Name . Mrs SAFA SALEEM UDDIN Age :3MY1M22D
Guardian : Mr SHAIK HAMEED DOB : 10-05-1995
Gender : Female Religion
Occupation : Martial Status
Address (H) - H.NO: 1-9-129/29/D/46/2. Ram Nagar Phone No : 9346501567/ 9182828420
- Hiyderatad Teiangana INDIA 500020 E-mall . SHAIKHAMEED3367@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No :PPO-418 Ward Name :4F-OT
Room No : PP0O-418 Admission Type : First Visit
Contact Details :
Name : Mr SHAIK HAMEED Relationship  : Husband
Contact Address : H.NO: 1-9-129/29/D/46/2. Ram Nagar Phone No . 9346501567
Hyderabad Telangana INDIA 500020
|./ L
< bl o™
“Signature
~
Doctor Details :
Doctor Name : Dr. Mallavarapu Tripura Sundaramba Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 15000.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 02/07/2026 12:25 Printed By : 015898 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

. HNH-00016306 IP26-00006716
Name : Mo BAFASALEEMUDDIN = r e e e e e i o e g e e T e e e e

10-05-1995 MY1IM22D (F)
UHID Ni nrllmﬁvllmi|iiiﬁ‘|rl. ||| ’ ” I"l I|| _________ Consultant: _ _ _ ______ __ Dept:__ _______
5 — S L Date of Discharge : _ __ _ _ __ _ Time:___ _____
Room/BedNo:__ __ Ward:__ _______ Suggested Billable bed type : _ _
WARD TRANSFERS

Date Time From To Signature of Nurse

2

Cross Consultation Visit

Doctors Name Date Order No. Signature

| -
: %

8 /
9 /

10
Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
O 00
o \Teds tM S Ruh -00quyc | ol




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting

Date Equipment Time Time

Order No. Signature

/

/

/




PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Ao

Billing Supervisor
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Mrs SAFA SALEEM upDIN

10-05-1995

Dr. Mallavarapy Tr pura
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I.P. ADMISSION SHEET FOR GYNECOLOGY
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Rainbow® . Lo
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a  Safe Deliv very

Date of Admission : 2, 3‘{ LMo
AlBIGIES: ... eeie et eie e ese e s e enees
7--- PRESENTING COMPLAINTS :

L

Time of Admission :

#7 Not know any drug allergies
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HNH-00016308 1P26-00006716

Mrs SAFA SALEEM UDDIN

1D-ﬂ!-1.05 M Y 1M22D (F)
arapu Tripu

i

' MEDICATION HISTORY:

~ FAMILY HISTORY: |
% \
mabe - O @ — Qo | =% Mg_-\—\\{mtsc, < ~
|
L L
Date &\}\%% Breasts Local/Speculum Examination
@\ ABAN T 52\a
BMI No ol ne) done
BP_lot]sg  PL -9
Pallor Bimanual Pelvic Examination
CVR Abdominal Examination
Respiratory System S:::\\ (M\" \\b\ A@“e'
Thyroid
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Name of the Doctor :

Date & Time : 3\\ \
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HNH-00018308

Mrs SAFA SALEEM UpDIN
10-08-1998
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PROGRESS NOTES AND DOCTOR'S ORDER
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It takes a lot to treat the littie.
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HNH-00018308 IP26-00006716
Mrs SAFA SALEEM UDDIN

10-05-1005 MyYim220 (F)
Dr, Mallavarapu Tripura
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It takes a lot to treat the litte, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




HNH-00018308 1P26-00006716 p
Mrs SAFA SALEEM UDDIN "Z

—— 10-05-1908 MYIM2D  (F) Rainbow® .

L | Dr, Mallavarapu Tripura Children’s Birth Rig htm
0 R WORR A Hospital _ | ) rzuemn o
MEDICATION RECONCILIATION FORM
Drug Allergies: 7\0 ........................................ __Net'known any Drug Allergies

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

Shifting From: ...ocvviveeccc e Shifted 10: ...vovveieeeecece e
S.No (Genenlm.]\]raﬂ%#:r fETTERS) (mg?:::g) (PO, ?I%U.I;E: v) | FREQUENCY BgfeT/[]T?riE ‘}gﬂ?%,'ﬁ'g
1| "U- MNETY\™MA\e SN TO oo |\ [1c-01DC
2 OC [IDC
3 C0c [CIDC
4 Oc DC
5 c JDC
6 CJC JDC
7 CJC ODC
8 (JC [OJDC
9 CIC [Ioe
10 c Cbc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : D\k\‘c‘“@e‘ ..... N @

Date & Time : ....... &\4'—2@7'6@ ..... j‘?>C-‘P"’“ .........
Nurse Name & Signature: Ma.é{fmmfalﬂ@i\/fmm
Date & TIMe : ..o 9. ]3—/'24,@/’50‘%

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

* C- Continue, DC - Discontinue
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HNH-00018308

1P26-0
Mrs SAFA SALEEM UDDIN e
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It takes a lot to treat the little. Your Right to a Safe Delivery

DRUG CHART

Date of Admission: ...... 62/]3‘}% Drug Allergies: ........ccoeevveeinenns M ....................... 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

ﬂ

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

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses 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)

DRUG :

Date»
Tir'ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tirvne

~

Dose

Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tir'ne

hd

Dose

Route | Frequency |Start Date

Doctor’'s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




\P26-00008716

HNH:00016308
Mrs SAFA SALEEM upoin 0
10-05-1905 Myima2o {

Dr, Mliavaropu T""“’““Hm“““ REGULAR PRESCRIPTIONS ~ Weight. ............cccoo.. Ward, coovccenvirenncnncs

AR

DRUG :
Dose Route | Frequency |Start Date

Date
Tigne

v

Name & Signattre of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : bate
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor 7Q |
Starting the Drugs: }

Additional [nstructions:

Daily Doctor’s Endorsement by a Sign

Dater T

DRUG : Time

Dose Route | Frequency |Start Date

Y
-IA—IHJ"L*‘-?AJA_ILA‘—'! e b m R e o e et A e - Fdrdeadaeaa.ai € -

Name & Signature of the Doctor
Starting the Drugs:

o

Additional Instructions:

Daily Dactor’'s Endorsement by a Sign

L

Date;

DRUG : Tig

Dose Route | Frequency |Start Date

Name & Signatire of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Do¢tor’s Endorsement by a Sign

Page: 2/4
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10-05-1095

MYIM220  (F)

Dr. Mallavarapu Tripura

RN

Weight. ......oovooeee.... Ward. .....ooovverreerenn,
Date»
VARIABLE DOSE Tipe | wursesig [ Murse sio [ Norse sis. | Nurse g
Dose Dose Dose Dose
DHUG : 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 e fone Dass o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: — - o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TlQ’le I Nurs:Siq‘ ] Nurs;Siq. —I Nurs‘e'SIu. I Nurs‘e'.Sig‘
Dose Dose Dose Dose
DRUG : Dr. Sign. D Sign. Or. Sign, Dr. Sign,
HOUtE Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - = Dose pasa
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Fose fheet T H
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) A Dosage & Other i
ignature
Date Time Medication nsthichions Route Signatu Nurses
.| Ne l* T Y METHO TRE- N+—
a\q %}Nre'ﬂ' - XK & \@6 ma 'E M : Q) Vs
J : VY | WMo o
Page: 3/4 (P.T.0)
—e — e
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90E9LA00-HNH
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91L90000-9Zd]
Pafient Sticker
ki LV. FLUIDS CHART Weight, oo Ward, oo
Composition of 1.V. Fluid Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
Date Time {f Enfuston, mention ml/hr = Mcg/kg/min. tc) Routs mi/hr Sign Sign _|Stopping| Sign Sign
f
| it
I
I 1
i Page: 4/4
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2%

Date

Tirmle )
Hb
PCY
RBG
WEC
/L
Pldtelets
CRP
ESR

PGT
Na
K
C
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
O S.Albumin
S.Globulin
MG Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesteral
PT/INR
APTT
' CSF Protein / Sugar
Cells
N/L

Daocu. No. : RCH /FRM / GLINICAL / 0138 (RT.0)
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Rlpod Moup pp "
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Radiology : USG © ettt
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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

.
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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50
40

190
180
170
160
150

140

130

120

\ol.

09\

110

100

—>
anssald poojg J1|01sAs

20
80
70
60
50

130
120
110
100
90

80

70

60

il

]
T1AA

e
2INssald poojg 1|oselq

50
40

Alert

1T T

NEURO

RESPONSE
[+

Voice
Pain

Unresponsive

URINE > 30
mils / hour <30

" : Protein + +
Proteinuria
Protein > + +

Lochia

Normal

Heavy / Foul

=

@

/3

- Clear / Pink
q Green
TOTAL YELLOW SCORES [ | ~Y © x 7]
i 4

TOTAL ORANGE SCORES

Nurse Initial

&

e

'

2

4]
?
v

+%



[

Obstetrics and Gynaecology
Early Warning Signs

/

-

Complete a Full

Set of MEOWS
Observations

\

[ ]

J

r

4 N
v 1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
4 N\
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N\ _J
4 A
> 2 YellowmAlerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

¥

* 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

- \
Date o -
Time 8'\ 9 K10) 11 1 j 3|1 4]5)|6yq7]18|l9]110]111]12] 1 2 314|565 6|7
30
RESP e
(write rate in ol
corresp. box) 11-20
0-10
Saturations 94( 914026%
Administered 0, (L/min.)
40
39
= 38
3 37
o’ 36
35
< 35
170
= =
™
(-7
3
=
o
m
190
180
170
160
ﬁ' 150 . Pl
B 140 AL ALD
o 130 " MANL)T
T g 120 & ¥ L \)(] 5
110 7
== [Pa
2 100 L i 8 f
B 90 ) i
® 80
70
60
50
= 130
2 120
‘:,_f}_ 110
= 100
V§ = ;
2 80 ~ [d W
5 P BT
@ 60 \
=
5 50 1
40
NEURD Alert -~ ) i T 1 i | ]
RESPONSE xpice
[v] Pain
Unresponsive
URINE > 30
mils / hour < 30
Protein > + +
Normal
Lochia Heavy / Foul
Clear / Pink
Liquor Gre/en
TOTAL YELLOW SCORES <1 /10 il nlll I A
TOTAL ORANGE SCORES -1/ 1a T )
Nurse Initial [ -V \ Ny =1
L\ e e




Obstetrics and Gynaecology |~
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\. J

- N (O \

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

N J _ Y,
— 2

> 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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| | FLUID CHART )

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

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.
| wste |

Intake , i .
Thrombo- :
Date | Time g'faé;ﬂi% Route NG | Diarrhoea | Vomit |Drainage | Urin | Phiebitis | Sion.

Score Nurse
Mouth .V N.G

08:00 am
09:00 am
10:00 am

\ﬁ— 11:00 am -
Y\ | 1200pm v

01:00 pm
Total Intake : Total Qutput : L

02:00 pm . — \,K
03:00 pm T AIM. f\/ M )
0400 pm D
\ﬂ' 05:00 pm — | AKX
g} 06:00 pm o & L[
07:00 pm B l/

T
—xT

Totalintake: 1 QL K M) Total Ouput: Py X @

08:00 pm

09:00 pm
| | 10:00 pm

‘@ 11:00pm |

} 1200am | | L s

01:00am| |

Total Intake : Total Output :

02:00 am

i 03:00 am .
1 04:00 am AT |

N
\% 05:00 am

06:00 am
07:00 am
Total Intake : Total Qutput :

\o

—_—

\

S
D

Ll
My

p

_-"_'..'4-‘

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Children’s .BirthRight"

i oy Chicrers | (S BirthRight
| FLUID CHART |

SRBBEE NG i ssnistonsine

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

s — ' e Thrombo-
Date | Time oNfaIEﬁ:ri% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phlebiis | Sion.

Score Nurse
Mouth LV N.G

08:00 am

el
09:00 am m /
0: W
1000am | AX»P @ (\ -
Vi
(

NN

11:00 am
12:00 pm W /
01:00 pm i ( i
Total Intake : A~ Total Output : WM
02:00 pm ' W
03:00 pm AN\
04:00 pm NB
05:00 pm b
06:00 pm
07:00 pm
Total Intake : Total Quiput :
08:00 pm
09:00 pm
10:00 pm o
11:00 pm
12:00 am
01:00 am |
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

/sy

~37

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1t takes & lot tayireat the little.

Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ..... ‘3’),%'2% ...................... Time of Arrival: IW Time Seen by NUISE: .....ccoeeveevvreeneeenee.

1) Level of Consciousness: [ Conscious [ Semi-Conscious [J UnConscious

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

1 Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [] Preterm Labor/ Labor
(1) Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
[l No Fetal Movement I OMNET BOASONY svumunissmsses s s Sy siasss s s e vionis
3) Vital Signs: Temperature: Cﬁ%’: Pulse: (L ¥...... 15 A— SPO; cirinannsns BP: s WHIGHE - oinivin
4) Gestational Criteria:
Gravida: G b PY Lo A q
LMP: e EDD: e Gestational Age: ..........ccooeviiiiiciiiic
Uterine Contraction CJYes | LI No) | CJNA | Onset Time Frequency:
Membrane Rupture ] Yes Z{N@ [0 NA | Onset Time Fluid Color:
Vaginal bleeding 1 Yes J ?Io O NA | Onset Time Amount:
) If Yes specify: Headache / Visual Symptoms./
Pre Eclampsia Symptoms | [ Yes ﬁ %\Io 7 NA Pain Abdomen / Vomiting
Good fetal Movement [ Yes MNO -1 NA | [TNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | I | | | | | |
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
LT 0o 1[0 O OO PR

« Frequency: ...|....

« |Interventions:

6) Past History:
R T o e e R e L e

b)  Medical: ............ G e R A A AR TR RS A R R P RN o RN e e e xR AR
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)
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7) Allergy: R (< O o TR | (OO

8) Current Medications: [ Prenatal Vitamin = LI NONE [0 OtNETS: voovvveeeeeeeeeeeeee oo eeeee e sesess s ees e
9) Prenatal Medical History:

] None [] Gestational Diabetes

] Chronic Hypertension [1 Low placenta

L] Gestational Hypertension C1 Others if yes, SPECIY .......ccovvevvieeiiececeseecee e
[J Diabetes

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)

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

gylegury Il Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

PR e
LR e

Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ 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 agg / or headache, visual :slgg{ggdwsniglr,\gl?n%m
disturbance, RUQ pain symptoms
Abnormal FHR traging | \ypical FHR tracing,
Fetal M abnormal dopplers
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe « Major frauma + Abdominal/back pain « Ongoing assessment | » Anything that does not
| abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
» Altered level of = Unplanned and pregnancy (for hypertension, blood| ~ mother or fetus
consciousness unattended birth » Flank pain / hematuria work) « Cervical ripening
» Cord prolapse + Nausea /vomitingand | . Minor trauma (minor | « Out patient placenta
« Severe respiratory Jor diarrhea with MVG/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
» Suspected sepsis Jor diarrhea Rh and progesterone
» Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) + Rashes
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: m)ﬂﬁ ............

Baseline Information: /
Admission From: L1ER_ (] OPD [YAdmission Desk ] Others, SPECIY ....cecvvevveceiiiiiccieeieceeie
Primary Language: Telugu [*English L] Hindi L Others, [SpRCIY ... v isisiss sxssmsonss
Do yourequire aninterpreter? [ Yes i/No I YBS SPBCIY ...
Source of Information: L] Patient [ Family CIVOMNEES; SPBOHY: «cciisiiiiiiiminsiniiscnsinsimnbas dmssvs niasbibas o siants asisisss
Allergies: [ Yes [ INo [1 Medications (] Blood Transfusion [ Food LT OhRE: .ooveeereeeeerenneeressersonsesessns
EVBS:, TV s inisumiaiis im0 B A R M B R S R S N 4
Chief COmMPIaINtS: ..........oooveveiee e en s Doctor Notified on Admission: "IYes "INo
Namieof the DOCIOr; ...cuviainssavarnaisisiai
................................................................................................................... Time Notified: ..o
Past Medical History: Obtained From [ Patient [ | Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
—
\‘“'-—7_
Gynecology Assessment: (] Not Applicable | Gynecology Surgicaﬂlﬁorv: Gynecological History:
Menstrual History: ..........cocqeeene. — Caesarean Section: T 1No [ Yes Contraceptives: “TNo [ Yes
Cervical Cerclage:’ﬁo 1 Yes Vaginal Discharge: /M’ﬂ [ Yes
Onset of Menarche: .......c..ccoeeeevereeceveenns Ectopic Pregnancy. [ No ~7 Yes Post-Coital Bleeding/jﬂo [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: *”ﬁo T Yes Infertility: /No [ Yes
Last Menstrual Period: ...........ccoeevniinnenes Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ..o e o L e v A corismsvenseiciiss
PYOVIDUS LBEGS: ..ol sssrmivmivnparadiss o pssseiussasoats '

Current Medication: | None [ Yes, If Yes, Fill the reconciliation form

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

(] Liver disease ] Other s
Vital Signs / Measurements: Temp:W.... HR: gb BR: oissioiisnies
BP: tfﬁﬁﬂ ..... Weight: ............... Height: ............... BMI: ...

Pain Assessment: Pain: [JYes [ INo (If Yes, complete the Pain Assessment/ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.O.)
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VT | PHYSICAL ASSESSWENT

ueneral Appearance: | Healthy C1ill looking [ Anxious (] Agitated 157 e

Fall Assessment: "1 Yes [/ No Score f?h@ ....... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [1Yes [ INo Scoreﬁm\ ...... (complete the Braden Q Sheet) ' .

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consuit\agw/
! Mobility problem "I Walking Problem 0 Abnormality Detected
! Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: "I No Abnormality Detected
(] Overweight LI Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[ Under Weight [ Diabetes Mellitus L1 Hyperemesis Gravidarum

A

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[1Calm & Cooperative L Restless [] Depressed (! Agitated L Confused
LD OHHEIS coveveeeeriiiireseiieerere st se s s b s eae s s b ebess b bsbsbabesasae st s s et esebebabasesa e R eR SR e s R aae R s R s s R b aR e e e R e R eReserEeResessrensesersanasebenesasnsassansaren

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single “{Marri

‘Xd [IDivorced [ Widow / i ,
2. Special Habits: Smoker: [ Yes 1 No Alcohol Abuse: [|Yes | No Drug Abuse: [Yes ‘Zf(o

S0CIAI HISTOPY: LIVES WD . ... tae s s et ea s s s s e s s s se e a e s s sa e a s ennasen s

Orientation has:i?en regarding the following aspects:
Call Bell in Reach~1 s [1No Waste Disposal Explained: L& LINo

Yes [1No 7‘ Hand Hygiene Explained: \Z@: [J No [] Others

Infusion Pump : %

Above information given to qun ..................................................
Name of Person Orientation was givento: .

Orientation NOLQIVEN RBASON: .......oovieieieiiieece e

Nurse Signature: [:j, ....................................

Nurse Name:

Date & Time: W%OMLW
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PAIN ASSESSMENT FORM 1t takes a lot to treat the Mie. YourﬂightlnaSafeDaliv:w
" Pain Stofe . ’ - Modifying | Patient / Family - -
Date Time (0/10) Location Duration Acuity Character Eestnn: Educated Intervention Sign
1 ] Continuous | 7 Acute 7 Sharp ] Dull [J Increasing | [ Yes WP
i i (] Aching [ Burning | [ i O !
ﬁfﬂ% %}m ) Im M' -D Intermittent | I Chronic g g Decreasing I No @_\
@ 1 Continuous | [ Acute 1 Sharp (1 Dull [l Increasing | CJ Yes 7)/ A \
‘)—)9‘ 8‘% N ‘B C1 Intermittent | [ Chronic ] Aching [ Burning | (1 Decreasing | [ No . @ 2
fq, ] Continuous | [J Acute | Sharp [ Dull ] Increasing | [ Yes A @
) L pm |0)¢ Sl B e B
] Intermittent | I Chronic [ Aching ] Burning | [1 Decreasing | T No k{
o [1 Continuous | [ Acute 7 Sharp ] Dull (] Increasing [l Yes
< “Q\/ 10 O \M\a—T7 Intermittent | (1 Chronic [ Aching [ Burning | [ Decreasing { [ No i cﬁ__
1 Continuous | 1 Acute ('] Sharp (] Dull [ Increasing [ Yes
?) \(-‘J( |PVVJ 0 )\/J:-}r—- ] Intermittent | [ Chronic (1 Aching [] Burning | [] Decreasing | [ No ,1/4_ %
] Continuous | [ Acute (] Sharp (] Dull [l Increasing 1 Yes
[] Intermittent | [ Chronic ] Aching ] Burning | [ Decreasing | I No
[ Continuous | [ Acute ] Sharp (] Dull [71 Increasing ] Yes
[ Intermittent | Chronic 1 Aching [ Buming | [ Decreasing | [ No
[ Continuous | [ Acute ] Sharp (] Dull I Increasing [ Yes
C1 Intermittent | [ Chronic [1Aching [ Burning | [ Decreasing | [ No
C! Continuous | [ Acute [ Sharp ] Dull [] Increasing LI Yes
[ Intermittent | (] Chronic 1 Aching 1 Burning | [] Decreasing _I'No
] Continuous | [ Acute (1 Sharp ] Dull [ Increasing L] Yes
[] Intermittent | [] Chronic [ Aching (] 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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

,('\ -
LY N *
\
Numerical Pals Scale (Obstetric and Gynacology)
1 | 1 ] 1 1 ] 1 L [
{ | | I T | ] | T T,
¢ 1 2 3 4 5 ] 7 8 9 10
No Paln

L]

Wong - Baker (Pedlatrics) Above 7 Years

°0® 6 ®®

Ho Hart Hurts Litsie B Hurts Lite Mone

Even More Hurts Wholg Lot

Hurts Worst

SCORIKG
CATEGORY
L] 1 ' 2 .
T T O
Occasional Grimace or Ffawn, Fréquentto constamtfown,  ¢f f |'
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenclmw
Legs Normal Posttion or Relaxed Uneasy, restless, tense; \ Kicking, or legs brawn up_ 3
: | Laylng quietly normal pesition, Squirming shiffing back and .
Activity ‘mogves easly forth, tense Arched, right, or Jerking
L 3 y
Moans or whimpers occasional Crying steadily, sereams of sabs,
Cry Ho Cry (Awale or aslegp) complant frequent complalnts
- Reassured by occasional {ouching,
i Conlent, relaxed hugging, or being talked to, Ditficult to console or comfort .
Consolabllity distractible
Neonatal Pain, Apitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Eriterla
-2 1 0 1 2
Crying No Cry with painful | Moans or cties Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irvitability stimuli minimally with painful| imitable intervals consolable | continuous cry
stimull | inconsolablg
Behavior Stale | Noarousaltoany | Arouses minimally to { Appropriate for Restess, squimming | Arching, kicking constantly awake
stimuli stimuli gestationaf age Awakens frequently | or
No spontaneous Littte spontaneous Arouses minimally / no movement
movement movement (not sedated) :
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Expression | No expression with stimuli intermittent continual
Extremitles | No grasp reflex Weak grasp reflex | Relawed 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 [s not tense Body Is tense
Vital Signs HR | No variabllity with | Less than 10% Within basefins of | Increase 10-20% | Increase greater than 20% from
AR, BR 820, | simul - variability from normal for from baseling baseling, Sa0, less than or
Hypoventilafion or | baseline with stimull | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | siow recovery Out of syrc or
recovery fighting ventilator

/
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BRADEN 'Q' SCALE
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Rainbow" e
Children's | @ BirthRight
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Tt takes @ kot to treat the fittie Your Right to a Safe Delivery

L

-

=

Date :

Time :

7 ?/8

R

1. Completely immobile:
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

oo
v

a

Ly
U

Mobili ; ? At ; 24 ! : - 5 : .
fty 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. L\’ LF
) 2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; : ] f
rpe 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:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

sk'r:qsv:mgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
tlo i|110i:‘t)ure Dampness is detected every time 8 hours. every 24 hours. C
patient is moved or turned. Z}/ P ( 1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: A f -

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
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/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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name
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severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aitered mobility, r.;onsider occupation therapy referral for advice
R : Regular Turning Schedule _ .
. Enable as much activity as possible High density foam mattress
15-18 M Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear P y
K 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 o
13414 |, 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

Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form

2
Rainbow® &
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date / Time g
Choose Highest Applicable Score from each Category S . Q’W‘ i ) 2 2//.‘77— Fall Risk Grading
e | fg | g %
—_— 1) L=
History of Falling Yes 25
(immediately or w/in 3 months) No 0 I, Risk Level Mors? hl;:isl )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @)
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 £ O e
Yi 20 Y
IV / Heparin Lock or Saline Nes L".O 20 DD Implement
0 0 Moderate Risk | 25 - 50 Woderals 4l
Impaired 20 :’feVB”t'D"
. terventio
GAIT / Transferring Weak (uses touch for balance) 10 fiervertion
Normal /On Bed Rest /immobile 0 @) Implement High
Forgets limitations 15 e Risk Fall
Mental Status 'g = EIgh Sk =21 Prevention
Oriented to own ability 0 ﬂ Intervention
Total Morse Fall Scale Score: L) - 2, :
Signature (L o5 . @
—“'""-_

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[1 Use chairs with arm rests

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

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

(M0

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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uﬁ/""‘-wm Tours " 220 ) Rainbow” & .
”//Immm]/}[/[/”m Children’s . BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | Q@ o
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks

1 IV site appears healthy If)obzfrcz g‘;ﬁmg't's / 0 O
One of the following signs is

5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula T
* Slight redness near IV Site

3 ;:\;083: dtgre“following Signs Early stage of phlebitis / 5 -
Pain at IV site Redness Fsii Canmuid
All :f the following Signs are Medium stage of phiebitis /
evident : . ;

41 pain along Path of cannula ?resgﬁ]cr?tnnula ol 9 il
Redness around Site Swelling Bl
vt and Bcongve | Advanced stage of pieis o

5 | Pain along Path of cannula g]: Ssiigrég:]:}':lrlg"égﬁgmz?ms/ 4 | __
Redness around Site Treatment
Swelling palpable Venous cord Ll
All of the following Signs are
evident and Extensive : Pain ?hdvanlgedh??)?t? of

6 | along Path of cannula Redness i sé . 5 |7
around Site Swelling palpable E(r;mateltreatment e site
Venous cordpyrexia Hinlla

Signature of the Nurse @

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

Signature of Shift In Charge :

Signature

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

Signature of Ward In Charge :
Signature : ............ / .......................

Mo

..............................
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"
Patient Sticker Rainbow® ) Y
n' ‘ Children’s ‘Bll‘tthght
> CHECKLIST FOR THROMBOPHLEBITIS Hospital | o e e ey
| DAY-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 siie appears hgalthy - Observe cannia 0
One of the following signs is
2 gvident ; Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannuia
* Slight redness near IV Site
3 Z‘;\éoe?j{(}gﬁgouow'ng Signs Early stage of phlebitis / 9 .
Pain at IV site Redness Resite Gannula
A1 of e folloving Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannuia Resite Cannula Consider 3
Redness around Site Swelling Treatment
‘:\‘,'ig;ﬁ,{?mﬂgﬁ;gf‘s ae Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord | 1reatment
All of the following Signs are
evident and Exiensive : Pain Advanced stage of
6 | along Path of cannula Redness th_r ombophlebits / . 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :

Signature « ... baeretsber e s raar s NAME 1 covrvrevreenemrerengrssrsssssserssasssessesssasains

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

Signature of Ward Ih Charge :

SIINAIUTE & covvsererrersermrererrensrrnrsesersnserensseres NAIME | ceererensrerenreasnseasssiss
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NURSING CARE RECORD

%

Rainbow® \ _
Children’s (4 BirthRight
Hospital .BV““‘NB""!ELUEETM
Tt takes a lot to treat the littte. Your Right to a Safe Delivery

Date: Q’b’f)«ﬁ ........................

«w | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort =Maintain Fluid Balance []_Improve Activity Tolerance [) Maintain Good Nutritional Status 1 Maintain Skin Integrity
§ \Q-Marntmn Personal Hygiene L Prevent Infection [] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety C1 Patient & Family Education
& | [ Identify Potential Complications [0 AtV OHIBrS: SPBBHI vt e e s v s e e s a o b v e e
. . - Nurse Name

Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=N
=
g | _— M| —
= g
= — b
=

Afternoon

‘§°

N

P }ﬂ/{/‘rﬁ/ﬂ/‘w % / /

7)%!%65/%7 7
P o) 4

G
DS Jpbnta b

e
P

ol ni ()
fr‘lfyMCLl(\"]’(‘,L‘ﬂ o ll‘/-’
S

¢ [Ac?'DQ

TS NS HO] ned?

)

( o o —fo< Doctor]

4 ~p 4 £sets e d’f N | =% - Vel e s ed e
P S A -
v @i O dﬂ-’:&ﬂ
£ C_ef\dr*]'\oﬂ rnonrh)r Vet T Cen )
il T | = onongoved Vaes B ‘Fk (e- cheok ovh
)

se Stable

B

Docu. No: RCH /FRM / CLINICAL / 148
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Dr. Mallavarapu Tripura i BY RAINBOW HOSPITALS
I AT bl sl an il R | W
Date: ...==....Z. j//] ... ety
o | [ Maintain Airwéy and Oxygenation [ Relieve Pain & Biscomfort ] Maintain Fluid Balance [ Improve Activity Tolerance }utlaintain Good Nutritional Status wm Integrity
Ef ] Maintain Personal Hygiene Infection eet Elimination Needs ML’E/nsure Safety [ Early Ambulation Reduce Anxiety atient & Family Education
€ | 7 Identify Potential Complications LAY OHNEES. SPBCITY. e ee ettt ettt et ettt ettt et et et et e et et et eeae et et esm et e st en e s ens e
\ . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

gcw

Morning

>dfe

e

2 feceg s [W(D/\IJ(Q{?%V
S oo ARe VIS

9?m/7 B’ch W/EEW)

(,OLQ_/QJ( e 7=

) M

f

(ondor

r

Shee i e

)
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R s (s
porved]

cledyle

4
e

Afternoon

Night
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"y ozpial | (@ra

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOT: ....covveeeeeceeeeeeeee e Department: ..........ccooveveeveiviicieienns Date of AAMISSION: ..........voceevvccriinnns
Z | Diagnosis: ' Any Infection: CIYes CINo 1 Not Known
g If YES SPECITY: vevvoveveeeeeeeeee e
=
« va L )

2 | Area N\ 9 g
-_—
3 Shift Time 0 27\ [0
(=] ; = i b T
% | Medical Condition eos
=) 5 - )
= | (Any special condition to be noted): - o

Allergy: O Yes &No | Yes}Nd C1Yes 2'No [0 Yes C1No | Yes ©1No | T Yes [ No

Tubes/Drains/Catheter: O Yes [#N0 | O Yes /9&!{ O Yes [JYes C1No | Yes CINo [T Yes T No

Vital Signs: Temp: [ A%~ | oo | o[ f
= Res: | QO 2O <o
2 SP0: | AGPY | wdd | o).
% Pulse: | % < ééd
@ BP: [ 104 W '3‘] NO\TO | gy X m
Fall Risk Score: - - —
Pain Score: = - =2
Safety Needs: - _
@ Physiotherapy |1 Yes (<o | M O Yes-£TNo | Yes O No | Yes CJNo [ Yes CINo
:'E Others Specify: - — —
=
g Special Diet: | Yes ETNo | Yes (o | T Yes #No | O Yes CINo [ O Yes C/No O Yes (1 No
g i
8 |Other Special Orders / Medications: o
S i ™
Post Operative Procedure Special Orders: —

Signature : @. { A}_\Q_/
Date: o ] \;/)\\ N L%,
Time: g A SO cow

A
Taken Over By Name : J\/\ nﬁﬂ‘}
OO |
Signature : (W |
Date: Q\l}ﬂ YL ?,MQ/’&
Time: Q’}ﬂ ﬁ" GA
Docu. No. : RCH/FRM / CLINICAL / 097

/ =
Handed Over By Name : >
%(‘pjf&*) \OU"N M
I ~ A .
N
Xy
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10-05-1005 MYIM2D (R dIinpow . . ™
i:l:r. Mallavarapu Tripurs Children’s . BII"tthght
Lol i B o s S Bty
AR rospital_ | ()
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL: ...cveeeeeerrecveerseresresrieresasessssssesnssmsnsane Deparimient: ....oecceecereeieseceercerasaene Date of AAMISSION: .oovvecvormmssssssressens
Z' | Diagnosis: Any Infection: OOYes [INo ([ NotKnown
= If YES SPBCITY: vvuvreeeceecreemerersisensesseasissasesnons
E
2]
2 | Area. ‘
E Shift Time | -~ .
2 | Medical Condition
& | (Any special condition to be noted):
Allergy: OYes ONo|DO Yes ONot[ Yes D No|[OYes ONo|OYes ONo|OYes T No
Tubes/Drains/Catheter: OYes ONojOYes ONo|OYes ONo|HYes ONo (O Yes ONo|OYes ONo
Vital Signs: Temp:
= . Res: )
& Sp0,:
A Pulse: -
% BP:
Fall Risk Score:
Pain Score:
Safety Needs:
. Physiotherapy [0 Yes O No|OYes ONo|OYes CNo ;i Yes ONo (O Yes ONo|O Yes ONo
=
E—] +
E Others Specify:
=
£ Special Diet: |0 Yes ONo O Yes ONo|O Yes ONo (D3 Yes ONo|OYes ONo 0OYes ONo
g :
& |Other Special Orders / Medications:
(-
Post Operative Procedure Special Orders:
!
Handed Qver By Name : .
Signature :
Date: r =
Time: ' " s
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL 7 097




