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SURGERY DETAILS

Date : ..... QNJ\S{Q\C ..........................

Patient Name: MMQ‘\&Kmf,mE:M—Q Date of Birth: lﬂ[dﬁlllﬂqﬂ Age: ;)L#j

Gender:..L.cmale. ... Ward : oo S R uHiD No.: FERLY. 7. 000 | Ocl;to
Date of Surgery: Q\\\‘ﬁ'&ﬁ ................... 10T-1 (J0T-2 [JOT-3 [JOT-4 []0BGOT-1 [10BGOT-2
Name of the Surgery : AVOW?%ﬁPﬁ&M .............. QG(UQ? .....................
N
Tinein ..........5.. [9\" ..... 00 H:0.. Time Out ﬂ(100~p(f9“1 .......
NAME AMOUNT
1. Surgeon ... OB SO B Ve e
2. Anaesthetist DR...HLexne SRSV SRS - -1 1St
3. AsSiStant SUGEON : w.oevvveeoee o oo L e
4. OT Technician prm—— S SR AR A AP RSP AUNS ANAASRaReiSRSR SRR SRS A RN
@ 5. Circulating Nurse : ......... OASHIYNAR ..o oo

6. Assistant Nurse

Special Equipment:  [| Laparascopy
] C-ARM
O

[ ] Neuro Cusa

D Shadrl

Signature of the Surgeon

Order No: ..... .Li.g, QCGOS\O\O££ .......

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

T f“!H\ijék ................................................

] Broncoscope

(] Cystoscopy

[] Others ......cooe.e...

[C] Harmonic "] Morcelator

[ Versa Point [] Liver Cusa

Signature of Circulating Nurse

¢
Order by: ................. A’( Cd/‘ ...............................
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| Name Mrs CHARMI MEHTA UHID | HNH-00010970
|
. Father/Guardian | Mr PURVESH FRUITWALA Age/Gender 27 Y 3 M 2 D/ Female
\ ‘Address H.NO: 3-6-587, FLAT.NO: 503., Himayathnagar, Hyderabad, Telangana, INDIA, 500029
| ; : = s : , ol e
IP No | IP26-00006388 Admission Date ; 20-05-2026
: % .0l : N A B S 0. S
: ~ | Ref Doctor Self.

S — B U —vs—

| Discharge Date 22,05‘,2026

DISCHARGE SUMMARY

Consultant:

Dr. SWATHIH V
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMI AT 39+4 WITH PREMATURE RUPTURE OF
MEMBRANES FOR DELIVERY

ASSISTED VAGINAL DELIVERY (KIWI) done on 20.05.2026

~
History:
LMP: 20.08.2025 Obstetric formula: PRIMI
EDD: 23.05.2026 Gestation at admission: 3914 weeks

Obstetric History:
G1 - Present preghancy Spontaneous conception.




Name Mrs CHARMI MEHTA UHID HNH-00010970
IP No IP26-00006388 Admission Date 20-05-2026
Medica! History : Nil Family History : Nil
Surgical History: Nil Allergies : Nil

Antenatal Details:

Mrs CHARMI MEHTA was booked to Rainbow hospital at 12%4 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS was low risk. TIFFA was low risk. Fetal growth
monitoring was done by serial growth scan. Scan done on 08.05.2026 showed
SLIUP at 3746 weeks with cephalic presentation with AFl 9cm with EFW 2.84Kg
(18%) with AC 3% with Doppler normal. AFl/ Doppler scan done on 15.05.2026
showed SLIUP with AFl 10.3cm with Doppler normal. She was admitted at 39+4
weeks with PROM for delivery.

Investigations: Enclosed
Blood group: "B" positve

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was
relaxed, cervix was partially effaced and 2-3cm dilated. Fetal well being was
confirmed by an admission NST which was found to be reactive. As per hospital
protocol she was started on IV, Taxim in view of ruptured membranes. Informed
consent taken for Induction of labour and vaginal birth. Labour augmented with
1 doses of PGE1. Partographic monitoring of labour was done. Patient opted for
epidural analgasia at 4cm dilatation for pain relief. The same was sited by an
anesthetist after informed consent. Further augmentation was done by
oxytocin infusion. She progressed to full dilatation at 10:30pm. Passive descent
of fetal head was allowed. She was put into_position for vaginal birth. Parts
painted with betadine solution and draped to ensure full asepsis. She was
encouraged to bear down. At crowning of head episiotomy was given under
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Name | Mrs CHARMI MEHTA UHID HNH 00010970

[ IP No | IP26-00006388 Admlsslon Date [ 20-05- 2026

e e

local anesthesia (10 ml of 2 % xylocaine solution). Baby was delivered by
assisted vaginal delivery using a Kiwi ( in view of fetal distress in second stage
labour), Cord clamped and cut and baby handed over to pediatrician. Cord
blood collected for blood grouping and Rh typing. Placenta and membranes
o delivered completely with controlled cord traction. Prophylactic syntocinon
given. Episiotomy inspected. Cervical tear (~1cm) at 3'0O clock position, suture
in layers and haemostasis achieved. Episiotomy sutured in layers. Instrument
and swab count checked. 600 mcg of misoprostol given per rectally as
prophylaxis against post partum hemorrhage. Vagina cleaned with betadine
solution.
*Meconium in hind water

Delivery Details:

Date : 21.05.2026

Time of Delivery: 11:44Pm

Type of Labour : Spontaneous

Type of Delivery: Assited vaginal delivery (KIWI)
Analgesia : Epidural

Baby Details:

- Date : 21.05.2026
Time : 11:44pm
Sex : Male
Weight : 2.860kg
Apgar : 8,9

Gestational Age: 3974 weeks
NICU Admission: Yes

Post-Partum Notes: She was closely monitored for post partum hemorrhage.

CONDAPUI AKRAMGUDA
JAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR MANAKR l-::n 0
rgancy 3 040 - 4246 2200 marge . 40 40

¥3 040 - 4246 2100

HIMAYATHNAGAR

@ 1800 2122 @& www.rainbowhospitals.in




Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice
given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. Her general
condition was satisfactory and she was found to be fit for discharge. Wound
care and medications were explained to patient supplemented by written
information. She was given the postpartum book for further reference.

Advice:
1. Tab. Taxim-O 200mg (Cefixime 200mg) twice daily till 25.05.2026 (9am-
9pm) after food.
, 2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
23.05.2026 (8am-2pm-10pm) after food.
3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 25.05.2026
(7am-7pm) before food.
4, Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 23.05.2026 (9am-
3pm-11pm) after food. -
5. Tab. Livogen (Elemental iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6.Tab. Shelcal (Elemental Calcium 500 mg, vitamin D3 250 iU) once daily
(2pm) till breast feeding after food.
7 .TAB CHYMORAL FORTE 1 TAB THRICE DAILY FOR 7 DAYS .
8. METRO- P ointment for local applicaticn.
9. Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures

T — S
Name Mrs CHARMI MEHTA UHID HNH-00010970
IP No IP26-00006388 Admission Date 20-05-2026
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* Suggest PAP smear and HPV Vaccine after 6weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. SWATHI H V after 1 weeks on 29.05.2026 at Gynac OP with
' prior appointment (Review consultation will be charged).

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
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow

Himayatnagar or just dial one toll free number - 18002122.

You can also take appomtments at any time by going online to our web5|te
www.rainbowhospitals.in | N
~ i

Reé’é strar/Resident/C.M.O

Dr. SWATHI H V
MBBS/MS
TSMC/FMR/15501

@ 1800 2122 @ www.rainbowhospitals.in




2 @ Rainbow Childrens Hospital-Himayatnagar
Rainbow % Ralnbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters rcad AP State Housing
Children’s Board Himayatnagar Hyderabad ,Telangana, INDIA ,500029.
: BirthRght
Hospital - TEL NO :040-48873000
s Ralnbaw WEB : htips:/frainbowhospitals.in
| ADMISSION SHEET

Registration Details :

IBYR LR LTI Em

Admission No : IP26-00006388 Admit Date : 20-May-2026 Admit Time : 01:07 PM URID : HNH-00010970

|

Patient Details :

Patient Name : Mrs CHARMI MEHTA Age 2TY3MI1D

Guardian : Mr PURVESH FRUITWALA DCB 1 19-02-1999

Gender : féemale Religlon

Cccupation : Martial Status

Address (H) - H.NO: 3-6-587, FLAT.NO: 503, Phone No : 9701977206/ 7893487712

Himayathnagar Hyderabad Telangana INDIA E-mail
500029 ~mal

: NA@GMAIL.COM

Admission Detai”s :
BOvpe : TWIN!SHARING Bed No :LDR-415
Roo_m No : LDR-415 Admission Type : First Visit

Ward Name :4F-OT

Ceontact Details :j
l
Name ¢ Mr PURVESH FRUITWALA Relationship

Contact Address | H.NO: 3-6-587, FLAT.NO: 503. Himayathnagar Phone No
EHyderabad Telangana INDIA 500029

|

: Husband

—

Signature

Doctor Details :
DY__)kr Name :Dr. SWATHIH V Specialisation
Referral Doctor - |; Self. Phone No

Co-Consultant

: OBSTETRICS AND GYNECOLOGY

Payment DetailL : Deposit Amount  : 10000.00
Printed Date / Time : 20{05.’2026 13:17 Printed By : 020099 Page 1 of 2

S O —




———




Shiidroms | @ BirthRight
PAT' ENT TBANS FER FO RM yﬂgasmggﬁ!m . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient Name ‘é:zlsl_:g;:;;. Date & Time of Admission Date & Time of Transfer Ozc’I%r)
HNH-00010970 x
T;:-?»? e Yamio ) \G\\ S;\q’(" @ \ 'O}Qm W\\\l b @9‘

| Dr. SWATHI HV
“\\\“\M“‘\“\\“\“\\\\ “ “““ Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
Yes— No | |
\,99- X\O’m'{
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[ | No [+
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. item Name Quantity
15
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

NO’\W\ @/ oyt DU,

Patient & Clinical Records Received by :
' AN
Gl
S

——

Date & Time of Patient Received :

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

[ | Unavailable Bed [] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Hospital @ BIrthRiant
It takes a fot to treat the little. Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
Name: -----------—--- HNH-00010970 1P26-00006388
Mrs CHARMI MEHTA
UHID No : ~p==em==eem: ;:?;Jm“" aYsMIe B onsultant : Dept @ «osemmmiom
Date of Admission : m "“l““"l'““"l"l”l“||"|| ----- Date of Discharge : ----------------- Time; --—--------
Room / Bed No : -----—-----——-- Ward : Suggested Billable bed type : o
WARD TRANSFERS
Date Time From To Signature qf Nurse

r}\g}‘o U & Mo 8% von ALaub\a I :

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Name of

pats Equipment

Connecting
Time

Disconnecting
Time

Signature

Jolehb | Talon Pumer

30

W 2 £-000 |

900k | Candfal worled

e

30,
=t 1208

5o £pi090) pif) ~

/

%Lloaqm?-
E N il Sl T Lo
" !

=

90)5 % onfgen ~ popan

AN

/

L2




PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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IP ADMISSION SHEET FOR OBSTETRICS

Presenting Complaints
Coms T PRem " [0 Am.
Lo Detey. PP
Obstetric Formula:  Zw!
AL LS
Obstetric Hostory:
G IDP Sf:c)hl‘m{\eaa_&ﬁ

(28] 5)un’) LMP: rzb\'a\ 2 62.S

Cone e{:labﬁ '

Present Pregnancy Record: &<~ C )4

kol

[1s — LR

- &
RISK FACTORS:
4 N
L J
Height:..l.?..\. ...... cm
Weight: ..............kg
ANBTGIES: ..o T e
Breast: [ 1Normal []Abnormal
General Examination: =e—~
Consciousness: = Pallor: A
Icterus: (=D Edema:
Temp: Afchd- PR:
BP: DTR: (P
CVS: RS eoeEd
Liver/Splee MD Urine Output: H'ol‘j

DIAGNOSIS ----------==----=----==--

Docu. No. : RCH /FRM / CLINICAL / 087

EoD: 2 2\S \2 o2 (|
Corrected EDD: 2?;\ S\ZQZL' GA: 24w dc(\%s '

Menstrual History: Regula:_:/El/ Yes [J No

Obstetric Examination ~ “7em. S

9w
Fundal Height:

Ut Actvity: [Felxed CIMid  [IMod [ Severe
Liquor: [ Adequate [ Oligo ] Poly

PP: D’Céahalic (] Breech Others

Head Fifths Palpable:

FHS: B{ormal (] Tachy  [Brady []Absent

Per Speculum Examination

PXPresent

Colour of Liquor: SClear

[ Absent ("] Bleeding
[] Meconium [] Blood Stained

Draining:

Vaginal Examination

Cervix: [ Long [Partially effaced [ ] Effaced
0s: Closed Dilated 2-23
Membranes: [] Present _+1"Absent

Liquor: A Clear [J Meconium [ Blood Stained
Presenting Part:  [=2-Vertex ] Breech (] Others
Sutton: F3 0-2 01 00 041 O+
Pelvis: FAdequate (] Doubtful




Mrs CHARMI MEHTA
:lor-‘o:c:':u 27Y3M1D (F)

Dr. SWATHI HV

Family History:

Surgical History:

Medical History: Medication History:
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Plan of Care: Investigations:
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Docu. No. : RCH /FRM / CLINICAL / 088
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RESULT SHEET
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Date 2D\SHz$
Time | \.S0P M
Hb \2ob
PCV 204
RBC W09
WBC b 1 B S
N/L S

Platelets g 1 b O
CRP

O ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT

g T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

gl T g 5 ¢ ng?A:: N
¢ G .
Hv P

whoaq (] We—
HeyU )
OV

CUITUS 2Nt SERSIIVIIIOE : ...v.cisismmivinimnin s s s e e s e i e o5

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

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

Radiology : 3 ¢ R

BT icioiiuiusununsn s st o s w5 i G50 S s i 5 e RSB R G A

Others (ECG, Contrast STUIES B1C.,) : ........cc.covusrenssmrsssrsssrsnsssnsarsssassrnsasassesesassassasnssassssssassrasssansassssnsans
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19-02+1900 27YIMID  (F) o= Rainbow .

Dr. SWATHIHV ] Chi|dren’s Blrtthght
WV Hospital _ | (e
MEDICATION RECONCILIATION FORM
Drug Allergigs: ................... B ety Mot 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: .....o.eeeveevieecinen, oS Shifted to: ........... IV e
S.No (Gsuﬁagﬂtﬁgg’;#m LEETTERS) (mg?:::g) (PO, ?«%U;E: v) | FREQUENCY Ilij;tseT/DT?:lEe ‘;‘2’,1?%'33
1 7 drwm | et Ao o ref < ¢ =pt
2 | 7. Calenn ey 0 42 (et — |OC [20C
3 | T b As o he/s |me Ooc
4 OC CDC
5 0Jc be
6 Oc CIDe
7 JC [(JDC
8 JC OODC
9 (JC CIDC
10 OOC CJDC

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

Date & TiME & vovvvevvrern. 29\ n6. Q. [ a0

Docu. No. : RCH/ FRM / GENERAL / 090
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an-.oz--nm 27Y3M10 (F) Rainbow® . . . .
Dr. SWATHI HV Children’s Blrtthght
“\ \\\\“\“\“\m\l\\“\\\\\\\“l\\ Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
o DRUG CHART -
Date of Admission; .. OIS’% Drug Allergies: ................... i A 4_ ..................... m known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
ﬁ - 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)

1 DRUG : Date
«l Dose Route | Frequency |Start Date ’
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
! DRUG : 'II?i?Iﬁeeb
Dose Route | Frequency |Start Date ’
K |
‘ Doctor’s Signature |Valid Period| Pharm.
!
1 Additional Instructions:
DRUG : Datey
! Dose | Route |Frequency |StartDate|
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
e —— e —
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Mrs CHARMI MEHTA

19-02-1008 27Y3M10D (F)
nI"Tﬂilrii-“]*li“'l"ml”““""“ REGULAR PRESCRIPTIONS  Weight. ... Ward. ... \OF.
vHUG: ', CEFIR\ME %ﬁgﬁ\‘v&,\S
Dose Route | Frequency |Starh Date v&S\
OBV PO s |2 Ir? (\;aﬁ LQ
Name & Signature of the Doctor ‘
Starting the Drugs: P f
TIx. Dwve } o~ -
X DV — S %/
Additional Instructions: ' /
Daily Doctor’s Endorsement by a Sign
= D P D t r
DRUG: <. PMITOPPNro(¢ [Py
Dose Route | Frequency |Start Date L. i
ubw4l PO oD :QJ (BT”:
Name & Signature of the Doctor (S N‘“ L\/
Starting the Drugs: T
s NS ”@ Ea
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
-~P ~N ~ ., b
pRuG: 5. PANENCE ML ?,fff,f,&&“ w
Dose Route | Frequency |Sta D,e ) '
"\'G,\'r\ po 1D '):“'ETQ L £ yﬁ(
Name & Signature of the Doctor | QQ(\ %ﬁ/
Starting the Drugs: a
o
- — — “‘ ( :
Additional Instructions: &,
NP
Daily Doctor's Endorsement by a Sign
o Date* M
DRUG: - DI LOFENHC  Tme\ Pl
Dose Route | Frequency |Start Date f 4N
So| o | TID AH)@%\ ~
Name & Signature of the Doctor |
Starting the Drugs: (\_/}{~ E ]
(, . S 10\
el sl & V
Additional Instructions:
St
Daily Doctor’s Endorsement by aSign | | “Y/
Page: 2/4

————
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Rainbow”

Children’s
Hospital .

It takes a lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS weight ... Ward oo
DRUG: StP overme Ihma\or)!
mep > 10

Dose Route | Frequency |Start Dt.

({M plc o0 ,_\‘1/

Name & Signature of the Doctor

Starting the Drugs:
e/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: OMT  mziRe -

Date

Time

D,oﬁfx Route | Frequency |Start Dt.
iw""f P Bo )"'lo“‘/

Name & Signature of the Doctor

Starting the Drugs: }/
o=
Pz

M EM LN DAZCTE.
Povioorii 2 Omninil

Additional Instructions: [

Daily Doctor’s Endorsement by a Sign

DRUG : e
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Jate

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




"

\

=

Rainbow” . e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your ng;ll to a Safe Delw;ary

Sheet NO: .......... REGULAR PRESCRIPTIONS weign ........... L R —

Date»
DRUG : j’qmt), DUPHALAC - Time '}” d
Dose R\dute Frequency Star) Dt. :

sl | po | op |2 PR
Name & Signature of the Doctor | ~ ( =34+
Starting the Drugs: , / .
’% Vi N T : ) [ | N—OAL
, =S A DL

Additional Instructions:

\
=

Daily Doctor’s Endorsement by a Sign

DRUG : Datey J
Dose Route | Frequency | Start Dt. )

Name & Signature of the Doctor i b
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datey

Dose Route | Frequency | Start Dt. i

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ?i?rtleeb

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional lnstructions:

Daily Doctor’s Endorsement by a Sign
Docu. MNo. : RCH /FRM / CLINICAL / 108

(P.T.0)
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Mrs CHARMI MEHTA
19-02-1909 27Y3M1D (R Weight. ..o Ward. l‘o‘?_
Dr. SWATHIHV
AT TTTECKETY — Date> | | |
g‘le Nurs‘e'Sig. | Nurs‘erSm. l Nurs&Slg, I NugSog.
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 oo Bas Doss bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pos pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU'Ie I Muts‘e'SIQ. Nurs‘e’Sig, Nurs:Slu‘ | Nurs:.'Siu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
A ROUte Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Bose Do fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: et i pose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. S Dosage & Other ;
Date Time Medication nstuctins Route Signature Nurses
L =
% ’NJ — JZM/' ’k&M
ABjg= .ﬂ,f%“‘Pf"\ CER PriMiz_ lq (M) 1 v kagdec.
25] iOOPm T M| So paoi@L 2570 P/o & . (A@*:
- : 4
255 FNEM A~ Pc [ 00 nmA 'S
s ii?ﬁpm rR — (e,
P . 'h , ——"‘Qg‘(_‘
24 S | S . Opd T @wwws U ovsy (v N B,
+ LF—L-"LL O lL ! — f
sel=B| 6 op| Bhccopan | seme M=
On ("Ir%‘“:\.g b o - M
y (] ) 2 s , .z
elchb | § 1 copri)| DRISAVALINE Uovsy v | ¥ Tl
HUDRO (L OEAE ; i , Aaly
— i Un~a | W ~
%]S’ 6‘:30?"7 Ty ONDANCETEON ) - Avwile
”/ i ! _;_Juruig F"\;,.( 3" 1 ' i Mb‘u
PR ’ < | & fwo ey hd ’ m,j V o 8 KA
T 154
; y | ] ” ” ﬁw&
%/\/ g ;go%i«( NN AR CE TR erj (\ - |
Page: 3/4 (P.T.0)
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o LV. FLUIDS CHART Weight ward. ... LOE
AERRETE TR B ey
i e it imggnmngniﬁiggh?imyi%?n‘ o) | HOUte Flor‘rilvl./lf?;i i Dgigtr? f NSl:gr;sne S?:;t);;fg Dgigtr? I’ f\él-il;}e
<
TICER ,&b
Q,ahf Hf'gbprr PeTE 4+ 4 Cmt/w ,‘:—-‘ Q‘
0 U oxy7scn &j v
G
i m NG &
_ﬂrC/ Sokffm PINGER INTCTATE | \Lwﬂ
] < 10w o [V |V [ L I3
D INCER LACTARTE
QG‘( Ly | RINCER LACTA y T £ O
T -+ 10U OKRJITOUN G— D
¢ e CANGER LACTRTE | ad] e R
| +tiou exugoc o [V | Q @
-)C\ g P :\C\\ Fi T\,-’th E (ACTKNT E'- _’I_)C‘h&\\\_,\. @ @
40w oxNTOON-| Y ) & o
ol A Y\\ ks PRE i e \V. ’?{'n“!'\\'/ G -
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Rambow
Children’s
Hospital

g\

BirthRight

Y RAINBOW HOSPITALS
Your Right to a Safe Delivery

~ STAT / ONCE ONLY DRUGS
Name: ......... ‘\&L’s ....... LML 5 1 ) Weight: .................. kgs
Sheet NO: ..o
DOSAGE & OTHER SIGNATURE
DATE [ME MEDICATION INSTRUCTIONS ROUTE  Mpoctor | Nurse-1] Nurse-2
;\\( mnv'\ J/«\J (ELOTHYIME \ 9 v *'\24 B (e
T 14 7 .} v
: VIR e N )V vz ’
QD!& \\‘,WL"J TQJ\ME&J\{'\D \0\' i/’ | A
A oot iy Meperang 02™M | WV 7 | g &g
: i J ) ‘ Y% 5 B
ﬁqu{[{‘ \ywdyTleb MICOPRYLIOL] 8DDmg| Pl g[ | %
e |grebpicogC L o] T 32 | o et
N |aesd octtoc) | ot | Nz e | 9
o\ | M) Doy TIAREXA MM (q R% vy T ¥
\ J »ﬁﬁt‘.(i) {J y
Docu. No. : RCH /FRM / CLIMCAL / 136




PARTOGRAPH

Rainbow® . N
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ITOA DA

Labour: Q{pont CJI0L-PGE1 [JE2 [JOthers Maternal: «““Nome [ Pyrexia [JHTN I Others
Indications for IOL-Accel: [ None [-Oxytocin Liquor: [lAdequate [10ligo [IPoly IClear
Memb. Repture Type: - +SROM ' PROM 1 ARM I Blood ‘D«Mﬁlium CIGAIE o eme mvnsimiispama
& [—P”ﬁglwajl/ ).
Presentation: -“Vertex [ Breech [ Others Shoulder Dystocia: [ Yes “+TNo
VEF 1 P i #
Anesthesia: [J-None _ -Epidural Placenta: ~Normal ([ Abnormal [ RPClots
Non-epi: [ Local T18pinal ) General L et - Retained - MRP
2 O ic i O
Del. Type: [1SVD 7 Asst. Breech [ Twins i GG o Hone
" Lacerations: .......... SRR
AVD: ] Qutlet [CILow Forceps [ Ventouse 5 | -
1 Trails of Forceps Lo O Cervical: ............ 1 MG@MG‘}‘SCZ Ue"‘ffba
Indications:— . e XSt LA e, Cop ..o . e N o
e fal gl o fﬂ*""’? Perineal: ... 7 oo oo Fapuel v 7
Application, Locking & Traction: ...............Z..0...... OHBES: ... e
Duration of Instrumentation: ... A-exCA ... . p .
09 Prophylaxis: Synocinon Prostodin
No. of Pulls: ......... ,\u_LLJJ ............. S——
) _ BIOOALOSS: ... 52 62 O T
Catherised :~7Yes [ No _ -
Type: Sfiiys O Plain Blood Transfusion. .......... i B
Perineum : [ lIntact pisiotomy [ Tear Other Details (if any): e L
" Ractal Examination: ol o
Mo & bda uwat fosonacd -
* o TRADL e
1st Stage: ”hmc\ ........................................ Gender: .. N\1oloclcdl
a N
2nd Stage: ... LI BRACN o Weight: ..... (;7°b(70t0 ..............................................
3rd Stage: ............ LOYRAY e APGAR: ........... e
Duration of Active Pushing: ... 20 W Date and Time of Delivery: u&dim;““f%"”
No. of VE'S: ......... & e N LW Doctor: ... X4 A 00T ‘ ('H/7B{YCB‘“Q -
LW Sister: }5{? .........................................................

Docu. No. : RCH /FRM / CLINICAL / 143

(PT.0.)

Mot



Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

- N W O,

Test

Amount

s

()

D)
()

J\L“

1%:_,[

\_,(_[\‘1 AA

A

1\'1'




PARTOGRAPH 0

A P ) L A~

NmeM/\A ........ C_}\Q\W ........................................... Obstetrics Formula: 'M{N” Blood Group Type: ....... \8%1\ ....................
Memb. Ruptured: __SROM PROM ARM T RS S

180 0 1 2 3 4 5 6 7 8 9 10 1 12 13 14 15 16 17 18 19 20 A 22 23 24
Fetal Heart @ 170

160

150
Maternal I "
BP 130

1204 e

110 AL
Maternal 5 [
Pulse 8

"
70 —*J,\.’ a«
60

A4
i
-5 §
= 4 \\
§) A\
SN IAN
=y \\
X 1
<3 : o




: : ~
Record of Labor: pA -k TS- PV es 6 . g '!U/“ jlo).
-

0 cep O .5k
Maternal Condition: b 00 ¢ /\ Lf(“ /1) L&%h g (> ,C_FUA ye o
Fetal Condition: — /, 0 f-g 9 3 4};L / 20-

. %&-tr\_;fﬁ ehoc! ;

Progress of Labor: 0 | (aSey c,uf(_'z;cf’u 3 g Q( 0 HY
Management_,;}ﬁn,c TRE e o N/ S TN sl sssaisansss e A )

N L«T/j ?(_, (-~ -
Maternal Condition: - [ L'r' \H - L€C\ Lo a ﬁm%t
Fetal Condition-— U\%J % ' e e MO
Progress of Labor: — |}~ c\.QJ U [ 20 |40 pes l (y\‘ﬂ—

Time: ‘D ..................... Signature: .............. }%

Management: 4\\/\3‘_“\1\‘& Lok Cf [ﬂM\ t O %bi\'DLw

Maternal Condition:- (ét VBT
b

Fetal Condition: Cre VQ
Progress of Labor: — L L’n &@
Management:

ot 30

: v
[ (- R SIgNAtUre; .....cco.. el nncresressnsssssssniens

Aiog—tind- D( (e, Ty boan
Maternal Condition: U “ (/

Fetal Condition:

Progress of Labor:

Management:

SKINALITG: ..ot mipmevssissisivsins

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management:

TIMBL ot s hscnissasivavisin

51117111 e Y




"NH'°°°1“?0
Mrs CHa

19-02. 1“:“ MEH fl%

Or. swaAr yy o TIM10D Rainbow” . . R
; BirthRight

Uiy~ Hospital ~ | () memssis

Early warning Observation Score Chart - Obstetrics

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

o\

Date
Time | 8 | 9

) Y A
(1 23] 4|56 @) 1¢) 17 |(120(1)f 2 6107

RESP
(write rate in
corresp. box)

> 30

21-30

Py 2

»

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dwsy

40
39
38
37

ra)
P Zmn
1 <

36

35
< 35

aiey Weay

170
| 160
| 150

140
130
120
110

100

90

80

70

60

50
40

b
anssald poojg J1|0sAs

190
180
170
160
150

140

130 \(.

120 \

110

100

90
80
70
60
50

<
aInssald poojg djoiselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE
[~

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

> 30 = -

< 30

Proteinuria

| | Protein + +
Protein > + +

Lochi —_Normal
Qchia Heavy / Foul
. Clear / Pink
TOTAL YELLOW SCORES [2) Cli1n E LA ECER @l el = "1-=l0
TOTAL ORANGE SCORES 1L [ glvlolo o Q IpA e l= P
Nurse Initial LNE/E W EN o 4 [N L o] g
: 4\ @ o ( | i




L,lf;@pm/ (éhlj,
& sopm - \’MYJ
£ 30p6n lﬁr\ﬁ
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[ Obstetrics and Gynaecology

Early Warning Signs ]

4 h

Complete a Full

Set of MEOWS
Observations

L il

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

Repeat Observations
in 15 minutes or continuous
monitoring

-

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
8
4 p
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
= Y,
4 p

* The Modified Early Warning Score (MEOWS)

o=



0010
HINH-0004
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L

\P26 _oml'!“

v o &
m\\\ \“ E?\ll?t?&ns @ BirthRight

Early Warning Observation Score Chart - Obstetrics

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

S\

RESP

(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

9, dwa|

40
39
38
37

f)

36

35
< 35

3ley Leay

170
160
150
140
130
120
110

100 A

90

80

70

60

50
40

anssald poojg joIshs

190
180
170
160
150

140

130

120

—

110

—

100

D

90
80
70
60
50

aInssald poojg JNjolselq

130
120
110
100
90

80

=L
70

A o I
&0 M | A ik
50
_

NEURO
RESPONSE
[¥]

Alert — <I I | — I I | ' o
Voice L

Pain
Unresponsive

URINE
mis / hour

-~

==

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Ay

Early Warning Signs

[ Obstetrics and Gynaecology ]

~

@

~

1 Yellow Alert :
Repeat Observations
An 30 minutes

’ J
|

- N[ A

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

\ % . N YR,

4 . )

> 2 Yellow Alerts or > 2 Orange Alerts:
. Immediate Review by Obstetrician and
! ! Repeat Qbservations -
v in 15 minutes or continuous
monitoring
\. _J

* The Modified Early Warning Score (MEOWS)
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It takes a lpt to treat the little,

[ FLUID CHART

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s ‘BirthRight"

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. : RCH /FRM / CLINICAL / 092

Intake o Dujpit & ﬁi’ﬁ“ﬁg -
Date | Time (l)\#aéﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis I\?ﬂe
Mouth LV N.G | /)
08:00 am | [
10900am e K » N
\S[000am £\ A > s
/29 11:00am o ' ( ( \
12:00 pm \{% \ ] t+—
01:00 pm 1 n—] i
Total Intake : * \O¥Q D / V Total Output : e )
02:00 pm i \ \ | L
03:00 pm Y | i e
Sgo 04:00 pm By 0 T 2|0
% os00pm o2\ s | \
06:00 pm | RLANWD\L P [ P
0700 pm | VAW 4 50 ' )
Total Intake : T df@fof\ Total Qutput : P atea
0800 pm | Py Aaped® |
09:00 pm jgy A garmlact ™ il B
10:00 pm [RLAL{ R e /A_\’G"
\§ 1100 pm | QU O Aoondl O L ™
90 | 12:00am (P&Lz[ e , \ / V.
| 01:00 am _ [ A
Total Intake : Total Output: (o3 o AAY
02:00 am Wwed i {
03:00 am |
N ) 2 e A
X [ws00am - o O\
06:00 am =it < (
07:00 am 0 Pk V
Total Intake : Voo Total Qutput:  JAAR- /
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow® . L.
Children's | & BirthRight
Hospital .lmmm.vms
It takes a lot to treat the litte. Your Right to a Safe Delivery

[ FLUID CHART |

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.

e e

IV Site

- Output

Nature

Date of Fluid

Time

Route

NG

Diarrhoea

Thrombo-
phiebitis

Vomit Score

Drainage | Urine

Sign.
Nurse

Mouth

LV

N.G

08:00 am

2 A

09:00 am \

il B

W&

TP

.‘x\( 10:00 am ?

11:00 am

12:00 pm

7

—~—]

01:00 pm

Total Intake :

Ta

Total Output :

02:00 pm

L)

03:00 pm

04:00 pm

e

05:00 pm

W

06:00 pm

07:00 pm

4
TT 99—+

Total Intake :

08:00pm| }

09:00 pm

10:00 pm

11:00 pm

=
Y <,,> ¢ i

1200am | [

01:00 am

Total Intake :

Total Output: {5 — |

02:00 am

03:00 am

04:00 am

(_
_25'--.._:

—-'?) >

05:00 am

06:00 am

>
-~
=G

v

07:00 am

Iy

Total Intake :

Total Output: () —‘Z/ M- G,

Total 24 hrs. Intake

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

Total 24 hrs. Output




F"atient Sticker

Sheet NO, {rvveererrereereererene

......

]

Rainbow® A .
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Rite. ‘Your Right to.a Safe Delivery

( FLUID CHART )

1. All measurements in ml.

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

A d e e Intaker |

,,;""'"—"";g TR R

R |

PR onp

A

bade el — “
Tl wete 19 e

s Nature
Date Time of Eluid

Rotte

NG

~{ Thrombo-

) ] . {line | phiabits | SIgn.
Diarchoea { Vomit |Drainage | Urine | PQebit Nurse

Mouth

LV

N.G

08:00 am

09:00 am

[10:00 am

11:00 am

12:00 pm

' 01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

{ 07:00 pm

"Total Intake :

Total Dutput ;

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Quiput :

02:00 am

03:00 am

04:00 am

(5:00 am

-06:00 am

| 07:00am

Total Intake :

Total Output :

Total é‘24 hrs. Intake

Docu. NO! : BCH /FRM / CLINICAL / 092

Total 24 hrs. Output




Patight Sticker

Sheet NO, : v.ocevennes rreeeesrerssanes

]
Rainbow® ®

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight"

Hospital

It takes & jot ko treat the Ditle.

( FLUID GHART )

1. All measurements i ml.
3. Add up edth coliiiifi separately. Make addn‘]ons 46rass thie pags to obtdlhi 24 his. {otal of Iniake afid oui[ihf

@s iggi‘ie g%“;s,ﬁﬁ%z

ei;a"%*fg@

5., rat i

S ARG

TR ..!ﬁﬁf "r%ﬁ?ﬁ'ﬁ

bate | Time

Nahire
of Fliifd

e e MR o

I% Wi o -eeeeezﬂﬁ’tnu! B R weite |

NG

Thrombo-

Diarrfioed | Vaifilt |Drainage | Uring | Phicbits ]&fﬁge

Mouth

N.G

08:00 am

08:00 ari

10:00 di

14:00 i

12:00 pii

01;00 i

Total itake :

Total Qutpiit :

(2:00 pri

03:60 i

(14:00 i

05:00 piri

06:00 pii

07:00 piii

Total Intake :

Total Output :

08:00 piii |

09:00 prmi §

10:00 i

11:00 phi

12:00am

04:00 ani

Total liitake :

Tolal Outpat :

02:00 armi

03:00 ami |

04:00 am

05:00 am

06:00 am

07:.00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

Docy. No. : RCH /FRM/ CLINICAL / 082

Total 24 hrs. Qutput
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T — Children’s ‘ BirthRight
' i BY RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | TG
22 [ghy .
DAY-1 o~ 5/Z6 DAY-2 DAY-3 ,
. No. SITE OBSERVATION STAGE / ACTION SCORE —m T E M | (E) M T E [N Remarks
1 IV site appears healthy %obzg‘ﬁ gﬁgmgmsl 0 Ii A O O| &
One of the following signs is )
5 evident : Possibly first signs of phlebitis 1 Ny _—
* Slight pain near the IV Site / / Observe cannula =
* Slight redness near IV Site T
Two of the following Signs G .
3 | are evident: Ezgﬁ esg:tgr?n?]flg)hlebms/ 2 |Nin _
Pain at IV site Redness -
All of the following Signs are Medium stage of phigbitis /
evident : : : .
4| Pain along Path of cannula ?es?a Catnnula il 3 Qv — | ~| -~
Redness around Site Swelling el
A"- oftne foilowing_Signs are Advanced stage of phlebitis or
5 S:;ﬂe;gigdpiﬁegi :::nhula the start of thrombophlebitis / 4 == | ==
Redness arond Site ;{e site Cannula Consider ﬁﬁ -
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of —
6 | along Path of cannula Redness ;‘hft‘,”{'bfphif’b't'% . 5 T\iﬁ- - ~
around Site Swelling palpable PULETE WU g Slle
Venous cordpyrexia Cannula
e ]
Dy
Signature of the Nurse { b in B

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

Signature of Shift In Charge :

Signature : M&M\W_ ...... Name :

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

Signature of Ward In Charge :

d : £
Signature : \\&U(am Name : ... Lﬁ..‘..ﬁ.&%ﬂs&.{n .................
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Morse Fall Risk Assessment Form Robes et
] . \.‘( -
Date / Time }v;h 5\ | "
Choose Highest Applicable Score from each Category JAL AOr Q'O]‘(h K ‘}\L\; Fall Risk Grading
Score M 9\ V\ A
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 Risk Level MOISl:“::'si)SW'e Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30 tandard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0
20
IV / Heparin Lock or Saline :es &Q 20 Q){} Implement I
0 g Moderate Risk 25-50 EAOder?.te Fall
Impaired 20 revention
- Intervention
GAIT / Transferring Weak (uses touch for balance) 10 A
Normal /On Bed Rest /Immobile 0 @ C2 i Implement High
Forgets limitations 15 S Risk Fall
Mental Status .g - High Risk 2o Prevention
Oriented to own ability 0 ~ Intervention
Total Morse Fall Scale Score: 0 20 /
Signature | & QJ

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
[1 Ensure patients use their prescribed eye glasses if any, in the hospital
(7] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Patient Sticker

Q

Morse Fall Risk Assessment Form

O

- = ®
Rainbow .

Children’s
Hosp

1t takes a lot o Great tha litse.

ital

BirthRight

BY RAINBOW HOSPITALS

Your Right to a 5afe Delivery

- i —

Choose Highest Appiicable Score from each Category Datéaclo':lme Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murst:“i:g)Scme Action
Secondary Diagnosis Yas 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
IV / Heparin Lock or Saline ;es 200 Implement
i Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Interventon
Nermai /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 p— Risk Fall
Mental Status High Risk 2 51 :
Oriented to own ability 0 E]rtt:sgﬂggn
Total Morse Fall Scale Score.
Signature

Tick (v") whichever precatition taken.

Risk Level and Interventions

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

0 Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all law risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance

I Hourly safety check
[J Assess patient after visitors, leave to ensure safety measures in place
High Risk = 51) Apply all low and moderale risk inierventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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e

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:

Mobility 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. (1 4—
without assistance. to completely turn self independently. independently. L’f
2, Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : R ; ‘ i i k: [ t least twice a
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice

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
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist aimost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes, linen ooly requires changing
every 24 hours.

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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.
Qccasionally 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 : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 |

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

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

g%
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are desmed at risk due
! to altered mobility, consider occupation therapy referral for advice
\ « Regular Turning Schedule § _
« Enable as much activity as possihle High density foam mattress
15-18 At Risk « Protect the heels Gel pads for high-risk areas

« Use pressure redistribution surfaces
+ Manage moisture, friction and shear

v « Advance to a higher level of risk if other major risk
factors are present

Alternating pressure mattress overlay

High density foam matiress

. + Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas

« Position patient at 30 degree lateral incli i
P gres latoral 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 smali shifts in their position frequently Alternating pressure maitress overlay
- ;
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patignts with Gel pads for high-risk areas

severe pain or with"additional risk factors. Alternating pressure matiress overlay
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12 tahes & bt 0 tread the ke, Your Right to a Sats Delivery

Date
Time :

Mobility

1. Completely immehile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through skight

4, N limitations:
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,
2.Chairfast: 3. Walks accasionally: 4. All patients too young te ambulate;
Vg Ability to walk severely limited or Walks occasionaily during day, but for OR walks frequently:
'Activity The degrea 1. Badfast : . , . . !, . :
of physical activity* Confined to bed non-gxistent. Canriot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into ¢hair or
wheelchale”

assistance. Spends majority of each
shift in bed or ¢hair.

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

Sansory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due t¢
diminished level of consclousness or
sedation, OR, limited ability to feel
pain over most of the body suriace.

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 aver
half of body.

3. Stightly 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 fimit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Canstantly 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

skiﬁs“gllggse d by perspiration, urine, drainage, etc. Linen must be changed at least gvery linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours,
patient Is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Prohlem: 3. Potentlal problem: 4, No apparent problem:

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

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

Requires moderate to maximum
assistance in moving. Gornplets lifting
withou! sliding against sheets is
impossible. Frequently slides down in
bed or chalr, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably stides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair ar 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 mave. Maintains good position
in bed or chair at all times.,"

Nutritienal Usual
food intake pattern

1. Very Poor;

NPD/or maintained on clear liquids,
or IVs for more than 5 days OR
alburnin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protain intake includes only 2
servings or meat or dairy producis
per day. Takes fiuids pooriy.

Does not 1zke a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR atbumin < 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. Occasicnatly will
take a distary 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, Excellant:

Is gn a normal diet providing adequate
calorigs 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 eals 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. Gompromised:

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

<10 mg/dl; capilfary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Narmotensive oxygen saturation may
he < 95%; hemoglabin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : [essthan 9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk; 15-18 | Not at Risk: 19-23
Dagu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

Supporl Surfaces
Risk Score Category Action (Piease 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 Atternating oressure matiress overla
Manage moisture, friction and shear op 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 N
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk » Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Pain Scofe Modifying | Patient / Family

Date Time o10) | Location Duration Acuity Character Factors Educated Intervention Sign
] Continuous | [ Acute ] Sharp 7 Dull ] Increasing | [ Yes JO-A @
9\0 H)ﬂ ﬁr, Pm O’\C) }ﬂ@mu_g ] Intermittent | [ Chronic [ Aching [ Burning | [J Decreasing | [ No
-Pr j) o Continuous | [ Acute (] Sharp ] Dull [ Increasing | [ Yes Degepensh
¢ I ™ r_ A h- ’,_t . ! &) %
3\0( d“l@ Yo | ’\\O ,’-@_Jme:mmnt (] Chronic [ Aching [ Burning | [3-Pecreasing | -0~ R naffl g i
&) ’,@ Continuous | [ Acute (] Sharp ] Dull [] Increasing [J Yes & per, \é Q
e ‘ d : - : : ; : s
3@ }S'E@() 6?“] 9\ YO ‘& nda, o 5N Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | ! No .y {/ﬂﬁ ] @

o b 0 m% Continuous | C] Acute (] Sharp () Dull 7 Increasing | [ Yes Mﬂ,& —

W\{Kf‘%ﬁm @{ \ O i Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing { I No Sy eredc \4/ -,
] Continuous | 7 Acute (] Sharp ] Dull T Increasing | I Yes mH—

Ul 5- ) @ N A 1 Intermittent | J Chronic ] Aching [ Burning | J Decreasing | ] No Q___
[ Continuous | [ Acute ] Sharp (] Dull [l Increasing | [ Yes MR

21 /;/Zj 6‘ P‘YJQ bh ¢ NE | o intermitent | 1 Chronic [J Aching [ Burning | [ Decreasing | [ No ' B
[0 Continuous | [ Acute 1 Sharp 1 Dull [0 Increasing | [ Yes

WS\2¢ | roem | Bl1o | NP

]
>

Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No

] Continuous | [] Acute [J Sharp I Dull [J Increasing [ Yes
[ Intermittent | [ Chronic [0 Aching [ Burning | [J Decreasing | (] No

[ Continuous | [ Acute (] Sharp [ Dull ] Increasing O Yes
1 Intermittent | [ Chronic (1 Aching [ Burning | () Decreasing | [ No
1 Continuous | [ Acute (1 Sharp 1 Dull ] Increasing [ Yes
] Intermittent | [ Chronic 1 Aching [ Bumning | (] 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) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention. d) Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)
, ' © SCORING ’ .
CATEGORY
0 1 2
" | Occasional Grimace of Frowm, Frequent to constant frown,
Face Na Particular expression or smile withdraw, Disortented quivering chin, clenched faw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up i
. | Laying quietly normal position, Squirming shifting back and ‘ . .
Activity moves easily forth; tensg Arched, right, or Jerking
Numerical Pain Scals (Obstetrlc and Gynecology) L . .
L 1 ] 1 ) | ] 1 | I l Moans or whimpers occasional Crying steadily, screams of sobs,
[ i I I 1 1 1 | I [t 1 ¢ No Cry (Awake or aslesp
0 ; > 3 i 5 H ; 8 ) y ) complaint | i frequent complaints
Mo Possie Pan - Reassured by otcasional touching,
i Content, refaxed hugging, or being talked to, Diticult to consals or comtort
Consolabilty distractbls ‘ °
Neonata! Pain, Agltation and Sedation Scale (upto 1 Month)
Assgssment Sedation Hormal Pain/ Agitation
Eriteria T
Wong - Baker (Pedlatrics) Above 7 Years 2 -1 D 1 ' 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Iritable or crying at | High-pitched br sltent-
Irritabillty stimuli minimally with painful | ,irritabla intervals consolable | continuous cry
a 4. 6 8 10 stimuli + | Inconsolabla !
Hurts Worst | Behavior State | No arousabtoany | Arouses minimallyto | Appropriatafor | Restless, squinming | Arching, Kicking constantly awake
stimuli stimull gestational age Awakens frequently | or
No spontangous Littis spontanequs Arouses minimally / no movement
movement movement {not sedatad)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any paln expression | Any paln expresslon
Expression No expression with stimuli intermitient continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continal clenched
Tone Flageid tona decreased muscle | fest clenched toes, fists | toes, fists, or finger
fong Normal Tone or finger splay splay
Bodyis notlense | Body s tense
Vital Signs HR | No variability with  { Less than 10% Within baselineor | Increase 10-20% | Increase greater than 20% from
RR,BR 8a0, | stimuli variability from normal for from baseling baseline, $a0, less than or y
Hypoventilationor | baseline with stimull | gestational age 5a0, 76-85% with | equalfo 75% with stimlation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventifator

—/
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“» Way and Oxygenation [ Relieve Pain & Discomfort [l Maintain Fluid Balance ] Improve Activity Tolerance 1 Maintain Good Nutritional Status [J Maintain Skin Integrity
s aintain Personal Hygiene ] Infection [] Meet Elimination Needs Ensure Safety ] Early Ambulation Reduce Anxiety [) Patient & Family Education
S | [ Identify Potential Complications [ ANY OHNEIS. SPRGIY. ... vttt ettt ettt et ettt ettt et e et s et ets e et
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NURSING CARE RECORD
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Rainbow® e
Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

\

[7] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance

[J Maintain Good Nutritional Status

Date: Q/Z{/Zf .................

[ Maintain Skin Integrity

§ [J] Maintain Personal Hygiene [T Prevent Infection [ Meet Elimination Needs ] Ensure Safety (] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications [0 ANY OEIS. SPECITY. ... v.veveveeeeetesieeeeeseteteseseeeeesaeeseesetesesesss s e seesesetesetanssseesesesssetesesensnsssseas :

Time Plan of Care Time Implementation Evaluation Re-Assessment 1"&?;“2;',',':
&

: n l - / h n’,‘
Il DRt H Rl eodtiddps | Aﬁ?:ﬂé/ ﬁﬁp&?c(/‘jo,
N b ‘ ; - !\(\ St \}’\L. QS\R
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pn| PO3CSS fle  PIaondBim 90 1 conelig ,
% _ i @ 95?.5{33@“‘} PA- condlien Pt A &—l% ¢ hihed
TR VIS mmt%’hiﬂ\u&ﬂu L/‘“FCLL:? @

= ' T ‘ W [
B | [ nowhoind Lo Qi o Yobed] |0 Chortd o |

| 1A ﬂfw\\miaf'\&}(, Mucl (ulim pdmﬁmz_ﬁ&mél md.(,,jum
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NURSING SHIFT HAND OVER FORM
Z | Diagnosis: C Npe wee ¥ TGPV Any Infection: C1Yes [J 1 Not Known
= P If YES SPECITY: .....eooovvererearerererenssieneiennes
=
@ | Surgery / Procedure: ‘\N() Post OP Day:
9 C
=) Date L\» 4 2
E Shift > PR
& | Medical Condition
£ | (Any special condition to be noted): '\\3;( N f) Kl 12
= -
2 | Diet LR S (@%{/ g:il
Allergy: C1Yes “No |0 Yes'#No | 0 Yes [:Ne | (1 Yes CINo |1 Yes C'No | Yes T No
Ventilation (RA, NP, NIV, VENTI): s = -
Tubes/Drains/Cathster” Y65 C1No |1 Yes [0 |0 Yes (2Ne Yes 1) No| I Yes [JNo |1 Yes O No
5 2
£ | Vital Signs: Temp: | oy . qg ¢ [ 98- |
%: Res: [ 20Wo\) %vzfalap 20p r"
@ Sp0;: | OO aa‘;a 997
% Pulse: | 1O\ b\Y K 2 b
BP: 100\ 09 nol?zknm HERS
. R ki —
LOC - <
Fall Risk Score: - - o
. w F -
Pain Score: | OO 2
Skin Integrity | CYoe i) T
Safety Needs: | C.Yes C)No|C Yes C1No | CL¥es C1No |0 Yes [JNo | OJ'Yes CINo | O Yes CINo
Physiotherapy: | - _
g Others Specify: | Yes C Mer| C Yes £7No | L Yes C-Ne |0 Yes C1No | [ Yes C1No | T Yes [1No
:_E Special Diet: | ¢ Y | S/ | R\
2 Critical Lab Test / Values: i —
E |Other Special Orders / Medications: | Yes [A%0 | 1 Yes i#No |l Yes<-No | I Yes [1No | O Yes CINo | O Yes CNo
§ PU Prophylaxis: [ Yes #No | Yes m/No Z1Yes [1No | Yes CINo | Yes CJNo | Yes CINo
DVT Prophylaxis: O Yes #No | 0 Yes D’ﬁo O Yes Z-Ne |0 Yes ONo | Yes O No| O Yes CONo
ADL (Dependent / Non Dependent): | N\~ o NP
Post Operative Procedure Special Orders: ﬁ\\P\’ N ) r\\ P
Handed Qver By Name : dw\a M/w:.)&n éh he
Signature / ID : a Aprv— Qo
Date: A e .2\] SARRALT
Time: I Qﬁn EPp ™
Taken Over By Name : WQ' 5 JYL\&/V\
Signature / ID : Mi 5‘9\/\
Date: 1)s[26 [ 2] [Sh
Time: 9 oo | 9P A
P |

Docu. No. : RCH /FRM / CLINICAL / 097
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Paient Sticker Rainbow, | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes o fot o traat the Ittie, Your Right to a Safe Detivery
NURSING SHIFT HAND OVER FORM
=Z | Diagnosis: Any Infection: OYes OONo [ Not Known
E | HYeS SPECHY: coveeercen et
5 Surgery / Procedure: ' Post OP Day:
% et Shift 2
E Medical Condition _ ’
S (Any special condition to be noted): *} 4,¢5
@ | Diel:
Allergy: OYes ONo|OYes DNo|OYes CONo (O Yes ONo|OYes ONo|OYes ONo
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: O Yes INo |0 Yes O No | D Yes T No |0 Yes ONo [0 Yes O No [0 Yes ONo
£ | Vil Signs: TBF'{‘;FSJS :
= :
@ Sp0,: p
@ Pulse: nis
BP:
LOG:
Fall Risk Score: N
Pain Scare:
Skin Integrity
Safety Needs: |2 Yes ONo|BYes ONo O Yes O'No (O Yes ONo |8 Yes DGNo |0 Yes CINo
Physiotherapy:
E Others Specify: |0 Yes O No |C Yes O'No [0 Yes ONo |O Yes ONo |T Yes O No |1Yes LINo
E Special Diet:
g i Critical Lab Test / Values:
E |Other Special Orders / Medications: (O Yes GNo |O Yes ONo,|D Yes 0 No |0 Yes CINo'| O Yes DNo [ O Yes O No
& |PU Prophylaxis: O Yes C1No |03 Yes T No |01 Yes C1No {0 Yes CINo |1 Yes ONo [0 Yes cINo
DVT Prophylaxis: OYes ONo|DYes ONo|OYes ONo'|OYes ONo|DOYes GNo|OYes ONo
ADL (Dependent / Non-Dependeni): '
Post Operative Procedure Special Orders:
Handed Qver By Name : )
Signature /1D :
Date: i
Time:
Taken Over By Name :
Signature /1D : . .
Date:
Time:
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///

W)

OBSTETRIC TRIAGE ASSESSMENT FORM

(-7 /‘-] £
Date; ...ceecters 2008 Time of Arrival: ......|. 23 42pa™.  Time Seen by Nurse: ...... L A8 Y. 7L~
1) Level of Consciousness: [+Conscious [ Semi-Conscious 1 UnConscious

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

[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV

() Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor

[1 Decreased Fetal Movement ('] Spontaneous Rupture of Membrane / Leaking Water PV

[ No Fetal Movement L] Other REBASON: ....c.ooiiiiieiee et

3) Vital Signs: Temperaturec,{j,gf/ Pulse: cac? ..... RR: (;Lﬂ Sp0,: C{‘j_ BP: ll,;tlé‘j' Weight: .............

(‘\ 4) Gestational Criteria:

Gravida: G B L A -
- \ e A
LMP: .......... 2.0 8\ o ?/’gld’)/é Gestational Age: gc}Tw\DQUe.(
/
Uterine Contraction [(JYes | CJNo | CINA | Onset Time Frequency:
/ » .
Membrane Rupture [JYes | CTJNo | CJNA | Onset Time Fluid Color:
Vaginal bleeding [JYes | (ANo | CJNA | Onset Time Amount:
; = 7 If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes | #TNo | [J NA Pain Abdomen / Vomiting
Good fetal Movement ~ |.#TYes | 0 No | 1 NA | TN specify:

o 5) Pain Screening: Numerical Pain Scale (NPS)
| L= | | | | | | | | | |
I T | | [ | | I I I |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
0T 1o P
o DUrALIoN: ..o e Days / Weeks/ Months (Strike out which is got applicable)
« Character: ................. 1 I
S (011114

I (11 T a0 eSS

6) Past History:

a)  Surgeries: ........... (
b)  Medical: ..............\ e {Y/ .

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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7) Allergy: LI 1S M YBS . cisirisnasuimansmivininsninsonimniar e b s o i s s s s T s oR e
8) Current Medications: [ Prenatal Vitamin = [T NONE L] OIS, ..vveeeeeeeeeeeeeeeeeeeeeeseee et esees s eene s
9) Prenatal Medical History:
¢ None [J Gestational Diabetes
1 Chronic Hypertension [ Low placenta
L1 Gestational Hypertension 1 Others iTY8%, SPBCHY .uxewwmiimssvriemnisrimissmmieisreaisiis
L] Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
[ Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
£ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[l Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (DTAS)
Level 3 ' Level5
hing (Urgent) __(Non Urgent)
(B.m’ < 30 minutes i léci'm’
Re-Assessment Every 15 Minutes s | Every 60 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
" Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
: pain <37 weeks (>spotting) >37
3 weeks
; Mild hypertension
e VAR ) . Hypertension > 160/110 4kl
Hypertension Seizure activity and / or headache, visual ;lgg{ggdwgg{]‘:'?n%m
: disturbance, RUQ pain symptoms
. Atypical FHR tracing,
o P Abnormal FHR tracing
Fetal Assessment abnormal dopplers
455 = | Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe « Major trauma » Abdominal/back pain - Ongoing assessment | = Anything that does not
abdominal pain = Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
% =% « Altered level of « Unplanned and pregnancy ) (for hypertension, blood]  mother or fetus
CONSCiOUSNess unattended birth » Flank pain / hematuria work) « Cervical ripening
% | - Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
E » Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomitingand |« Pre-booked visits (ie
= Suspected sepsis /or diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
a chills) = Rashes
s )
Time seen by Doctor: \%gbﬂg}ﬁ\/\

Nurse Name : ............. _béi\p.u. .......................................

Date: ........2 ler”@

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

Time: \v%‘”( %

Nurse Signature: .....

%fxf ......
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: ..... (I’)\(,‘Qﬁ .........
Baseline Information:
Admission From: C1ER [ OPD . —=Admission Desk [ ONers:SpecHY mvmimmmmsimiiiondsimimrtmdinyeib
Primary Language: L] Telugu ! English < Hindi [ Others
Doyourequire aninterpreter? [ IYes [0
Source of Information: DP:Iﬁnt L] Family ] Others
Personal belonging if any: ] Jewelry 1 NoseRing [ IBangles [ Anklets [ Finger Ring [1Bracelets
ANMABA OVEIT0 ...c.cveveveeeeetet ettt ettt b bbb e e bt £ E e e bbb bbb e st d e s SRR s R n
Allergies: [ |Yes k/ll‘l(: Medications Blood Transfusion | Food LT Ot e '
T Lo L LB ety A T 5 T o e S DR L RS T E A R
GHIBT BOMIPIRIMIST oviveiiim i s aiis s iemmsumsds i st s ceRens s s cri o Doctor Notified on Admission: ¥Yes [INo
.............................................. PE/Q“) Name of the Doctor; Dswmnf.s .
O o Time Notified: ............. {}, ........ SEL).
Past Medical History: Obtained From [ Patient Family Member  [| Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
= = —

Blood Group: \%'POS%A?LYQLMP ..... LG\%\’I&‘EED %&’)Q Gestational age during admission: 254"{.’ Js-
Contractions: .............. AL Vaginal Discharge: ................. Ua ....................................................
Obstetric History: G fees P | —— A s Previous LSCS .—.......
Height: ............... Weight: ............ BMI: ..o
Temp: ...... a‘fﬁ&f/ HR: o %"\ ............ RR:....... 05 BP: \LSLC’#Q Spo, ..... CC7 ...........
High Risk Factors: (Please select by ti‘cking (v ) the box as applicable)

] Hypothyroidism ] Rh Incompatibility Fertility Treatment

[] Hyperthyroidism ] Previous LSCS | Preterm Labour

1 Hypertension 1 Gestational Hypertension | Others: (Specify)

] Diabetes [] Bad Obstetric History

[ Anemia ~1 Obesity (BMI)

] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139
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T T

Family History: <7 No Abnormalities Detected

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

[] Liver disease R 5 e s

Pain Assessment: Pain: [ Yes [T No (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: (<Yes [ INo Score......... ... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: ,d’?e/s [INo Score....... CJ ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
[] Mobility problem [ Walking Problem [ norfnality Detected
["] Developmental Delay ['] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight ] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
LI Under Weight I Diabetes Mellitus ',?mormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Eﬁlmf& Cooperative []Restless [ Depressed (| Agitated [ Confused
IR s cona i e St 5 A S 43S AR M VSRS

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ ] Single :‘@ ("] Divorced []Widow

2. Special Habits:  Smoker: [ | Yes “No Alcohol Abuse: [Yes [TNo Drug Abuse: [ !Yes [ INo

Social History: Lives With ......................... Q:.Q&!YC;.H‘ ................ Ty A AL,
[

Orientation has been giv garding the following aspects: \ =

Call Bell in Reach :A::? No Waste Disposal Explained: /./Yeszﬁ

Infusion Pump : ,Z{Z No Hand hygiene Explained:/ “1Yes [INo L Others
Above information given to ..............cccceeuueee 5 ..(g_.l.?..@ ......................

Name of Person Orientation was given to: ... AR ........ d\ammﬂ

Orentation NOtGIven BBASON: Jauuerssiisiwipisiissstisimsssiessiabilistires stssmeasss

0

Nurse Name: .........,sefs. N oL CAUURUTO

Date & Time: D..Q\C\O‘Q(L ........... A28 e
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INDUCTION OF LABOR CONSENT

\

NAME: oo M Caomn:  Mebds Age: .27 ... Gender Male[] Female=T

UHID.NO - s fie~ego 0@ Date; .. 20! S120
. Y .

You are scheduled for aninduction of laboron............... 23(8]wzk ... (date)at............. 3’4* .................. (weeks of gestation).

The reason for yourinduction is W"/Pb”’ ..................................................................................................................

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

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

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

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

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant:
SigAtUre: ........oveoere.. e \'“L’L‘ﬁ“ .............................
Name: ..o Chermi mebt=.

Doctor: Witness

Signature: ............... L Signature: wpuz&w ............ A
Name: .............. EMorwber i, Name: M&,@ff/&«vw\z\ﬂf

Date & Time: ... 22 2/ eks. @2 L2 4P .. Date & Time: W{@/%@LQJQ@W

Docu. No. : RCH /FRM / CLINICAL / 173
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Children’s ‘Bll‘tthght

H BY RAINBOW HOSPITALS

INFORMED CONSENT FOR VAGINAL BIRTH Hospital S
Patient Name : ....../Y08. Chavmn  Mebds i, UHDNo: ... ANn 200 09 k...
Gender: [ |Male [+Female Date: ... 285202 % ... Time:........’.é."..f%.?f}?m.%.......

| hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

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

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

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

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

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

Name of the Doctor performing the procedure: ... St ehsmco s L, IS
Consentee : 5

Signature :© ................ 'WT “‘w“ ........................ ! m% ..............
Name : ............ Mo  Chaow Metse o Name:.p2 U (0 m@)"j"&

Date & Time : ... 220 v ... 025 A5 ... Relationship with Patient: ..........Mte
Date & Time : 2/ B/22e  ©  c2iwgom ...

Witness : ; .
Doctor (who is taking the consent) :

Signature : MQ&QMMK ................ Siorialika o=
vockel bianag

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

Name : ........5» MCA ML — g O

Date & Time : ....... ). {G(Q@@]@\LL‘\W Date & Time : 22102 & (1! ui'pin

Docu. No. : RCH /FRM / CLINICAL / 028
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Patlent NAMIB/t oo eeiiions oot e et asesas ok

MG & cosiiissssvaimiimsiiissssasssiis DEDETUDONL L ..sismmiiosismnisisismsdacssiis Date : ﬂ

Formy patient, Named: ........c.ccoovivieiiiieiececeee e

d he doctors have clearly explained to me that the procedure has followm? pTPSIbfe complications:

KOPA .

.................................... Gender: [ Male _

¥

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

m
~ The doctor have explained to me about the) g\ltfrnatwes risks and benefits forthls procedure that :
{j /\20\ AN 7

c< B¢

I have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: ............... .

Patient Attendant-> \

Signature : ............... K\\'\Xﬁi H\\

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

Name : .............. Woes, £ ‘r\GJQmL ...............

Relationship with Patient: ............ccccooeecvrcvneecreennens

%ate &Time: ... zalﬂ'}ﬁ@iimi)@m

Docu. No. : RCH /FRM / CLINICAL / 019

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

Witness :

Signature : Mm ..... MM

Name: ........ M" ...... mehd....mehka
Date & Time : j\Q}Ch«ZQiL@DM

Doctor (who'is taking the consent) :
Signature™-- = N
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Department of Anaesthesiology Eﬁ‘,‘i‘,‘c',’;ﬂ’,_",‘,’,s (J BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | oot

)F UHID.NO : o

............................... o

" Proposed Operation: ... N2 iorrssssinusivasensassssesis
b

DIAONOSIST cuiverdriiesenrsssnmeosinnss / ............................................................................................................. ﬁ ...................................

!

=gl v O ; 4, H— Weight.’.‘.r..é.g[ Physical Status: /1 #2 03 ©£4 05
! L~ bﬂ\&v Laboratory Data:

D oo dies (6 [TToT LT I . (1 ||| SO e HIVE v Yoo - KB G
pov ... 28=Y. UFBE: s A e HBS Ag: ?Mﬂ/ 2 - R
wec: ... AL50 Breat: oo Total Bil: oo HOV: ...\ 2D ECNO: oo
Plate: Q‘D"DU@ N oo DIEBHE s Blood group*........... Stress/AngIo: .....c.ccveveee
(=1 P K i v LDH: e ) I [0]161:] SR
BT cinvrmnidnm Cat+: o, Al phos? - .cicaisasnaisiiini 0 ey

IR o msifnassts I AMYIASE: oo, TSH........

Bl <Shisiannsmnaiaans  SBOTSBPE umamny T
) g Allergies: M&ﬂ B
Medical History: ~ CVS - yu oy,

RESP : A Diabetes —

ONS / b raoasaok=L ~V]E .

Renal : / N

Hepatic/GE: =/ - Physical Actvty:  50-5-2X

Others : 4

Past Anaesthetic Histo:y:n _IAA)_____

Physical Exam: F( e L 6_ - s o s o

Airway; MF1234  MounOpening; S/ MentonyoidDistance: | 2 Neok & o (Teet: /&7

Lungs : o ' v

bt | ) e )0 ()

ONS: ] = —~ =

Pregnant: [J¥es [JNo [INA Venous Access Site : (:D Spine Exam for regional : ( /U)
~—

Anaesthetic Plan: (' MAC _REGIONAL " GA-ETT (I LMA

Peri-Operative Plan Explained to the Patient: #Yes o No
. 3 A)
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: %(J N = 11230 e g

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<[ o

3. Informed Consent, ="Standard ;DWSK
4. Post Operative Pain Management eOfscussed with Patient

5. Other Instructions:

Docu. No. : RCH /FRM / CLINICAL / 044
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' ient St i ' BirthRight
! Patient Sticker Children’s g
X ANAESTHESIA CHART Hospital BY RAINBOW HOSPITALS
- Tt takes 8 Jot bo treat the Sde. Yaour Right ta a Safe Delivery
Pre Induction Assessment: .
< . - . R ¥
Change in Patient Condition: [(JYes [ No Fasting Status:
Physical Status: O Patient Identified [0 Consent Present O Chart Reviewed
H.R: | B.P/CRT: 1 Sp0,: | RR: | Last Feed:
Pre-0P DIagnosIs: .....vvreeerervcrressssssesesesessssersassssses OPEration: ......ccomermressssisesimisnseesessesscssssnrasasessass 07 11
1 11140]:10) | U Anaesthesiologist: ......verreerrenncesrcseseenereanes TECHNICIAN: «.veveerereereeecesnaeesees
TIME . ; s
N,0/AIR /0, LPM ]
HALO /SO /SEVO Artibiot
Drugs:
. - Suppository
Blood Loss
FIO, / Sal;
ETCO, Q
ECG
Temperature
Trine Oitpit NOTES
s
28
BP 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
“Teumiquet on Tima
Tourikquet off Time 180 E
Thecat Pack 140
Theoat Pack Out 120
100
80
60
40
20
10
o
ABG
LAB Values
GRES
Othars
1 Equipment Checked ang Temp: Induciion Reglonal:
Functional + ] HME £ Fluid Warmer aw {1 Inhal Extremity SPECY: wvurerne
[1 BP [} Cling Fllm [} OH Warmer 1 Pre 0, 3 RSH [ Spinal ] Epidural 3 Cau
3 Cuff Site: ... I} Hugger's 1 Cotton Wool [ Others Others:
O  Art Siti Othi .
O EKsLeat L e O Mask — [CJSGA Postio:
01 Temp Site Times: £ Alrway 1 Oral ] Nasal Site:
01 FO, Monitor Anaes Start: .. ETT# at cm Needle Size: Depth:
] Ag;nt Monitar 0P Start: 2 Oral ClNasal  [] Cust Parasthesia [(dYes [JNo
i1 Pulse Dximeter OP End: ] Tracheostormy [ Taplca! Catheter 2£ SKiN vuvuueeemsenees cm
O Gapnogmpp L= 7 0 RO on O Drug: Drug Name & Conc:
O Ventllator Anaesthesia: ] Awake O Direct Vision Bolus:
[J Nerve Stimulator 3 GA [ Video Lasyngoscopy 1 Stylette / Bougle Infusion: ...
Pasition: 3 Monitored Anaesthesia Care [J Fberoptic Block Leve:
R ey [ Regianal BIAEH o.ontrrenren. ABEMPLS! orriresemmrceessssessson c -
O Pressure Points Checked Difficutty Why? ONIRENts:
Line (Size & Location) Transportation to
Eys Care: CIGvP: 3 Bilat = BS Opact Oy O Qther
O Oint C1ART: 07 Semi-Closed Circle Relwant Reversed [ Yes ONo CONA
O Tape . :
O Padding gﬁ g g:;z:d Clrcte Name of the Daclor ...
3 Awake O SIGNAIUTA OF 118 DOCIOT Lisesserssrssrssseremerrssrrasreesesssrsssse
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Hospital BY RAINBOW HOSPITALS
Tt takes a lot to treat the Itte, Your Right to a Safe Delivery

_ POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU DY ; cvvervevrereevieseeeene Time Received : ........cceemmnnen. T Time Discharged : .....ccvvemreeeeree.
250
240 | wcannula e :
‘5‘5" gg ‘ 230 | O 0, Mask 7 Masal Prongs !
@ 210 ;fg [J Tracheostomy 1 TPiece ‘ ”..I
w200 ] 200 | [ Oral Alway i Masat Alrway
® 190 c 180
5 o -
§ Yo 170 | Vomiting ; C0Yes CINo Drug:
- 160
o 150 150 | NG Tube: OYes COINo I
140
[ : o
ﬁg 120 | Urinary Catheter; [ Yes i No
L 110
) 133 - 100 | Chest Tube: {3Yes ONNo
> .
5 b ‘ o | wmorat O¥es [CINo
70 70
o 50 60 1V Fluids:
a3 50 50 Oral Feeds:
O o gg 40
v 20 33
10 10
o -
5RO, 0
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrate Scor) IN 30 | 60 1 90 ouT SCORING INTERPRETATION
Able to move 4 extiemiities voluntary o7 on command =2
Abla to mova 2 extrpritles valuntary of on command =1 acTvivY A Mintmum Total Score of 8 Is Required for
Able to mova 0 extremities volisntary of on command =0 Discharge -
Sh;le to cleep u?mr:aht & cough freely = ? -
5pNEa of reathiy = RESPIRATION
::neiczo — Aﬂ; — =g Exceptions fo this, are to be explained in the
=200 cleve B . . PP,
BP = 20-50 of re phasteic evo 21 cmeuwanow . space below by the Discharging Physician:
BP = 50 of Pre Anagsthetic leve =0
Fully awike 4 *¥]
Arouszbla on callin =1  GONSCIOUSNESS
Not responding =0
Pink ] =2
Pale, dusky, blotchy)jaundiced, other =1 COLOR
Cyanoti =
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
' O Date " Time Pain Score Intervention Signature

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

Paln Too) Wsed: OO NPASS O FLACG OJWong Baker —d NPS

Anaesthesiologist Name - a.  Every 2 hours for first 24 hours

- b, After 24 hours every 4 hours
LT e Lt [ RS Ts LA - M ——— RS o Priorto paln reliing Inervention

. d.  With In 30-60 minutes after paf relfef intervention

Date & Time: SR
PACU Nurse Name: ~ wn Transferred to Unit by (PACU): ......coemmmimensnesssssmssssmssssssesstisns
PACU Nurse Signature: Date & THNE:........crvrrmrsvessmsscssosssses T .

i

Date &Time: | 00 e S




HNH-00010070 1P26-00006388
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19-02-1909 27vamM20  (F) 2

Dr. SWATHIHV . | Ra i-n bzaw’@ . . . )
i (. | @ s

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Position : ................. SPACE .o Techni&(LOR@ ..................
Catheter at Skin: ....... ?W ............ AUBMPES = cvvivees Dor e censenese .........................

Parasthesia : Yes/No if yes details : ........... S . « wel NS

Solution Composition:...m...‘ ..... O.&[. Qe eclemmho oo SIS, . . . ol )»uj ... Cod {
. - e ) i\MQM C
Any other issues : 1W s DL < W

é

i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

2307~ L Y pabo(¢5” | 1y | () sdu patequ,
m,%‘\, ¥ T Tg Joope!8 & | | 2 L‘ [MMA (\'(u, "LJI

Delivery Details :  Time : \,\‘,L\HP““ PGAR: ..................@Jnstrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : %

Patient Satisfaction : WM -

...........................................
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It takes b bt 10 freat the Bitle.

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight
BY RAINEOW HOSPITALS
Your Right to a Sale Dellvery

-

1. Breastieeding initiated?

O

2. [fNo,

a. Yes O b.No

3. Nipple condition:
“p2~a. Nipple well formed

]
g
O

b. Flat nipple
¢. Inverted nipple
d. Short nipple.

4, Milkiflow:

0

‘B,/

O

a. Good Ty
b. Drops of colostrums
¢. Dry

5. Steps for Positioning and aitachment:

‘/:L_

3
O
[l

Docu. No.

a. Baby goes to the breast

b. Mother always sits with a back supbort
¢. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola.and not on the nipple

Dy

Feeding Positions:
Cross Cradle

RCH /FRM / GLINICAL / 080

Feeding Positions:
Football / Clutch

RRBASOM wovveersieereeeeerieeesserrssseresnssonsssesessnnssssatsssasansassessassassssssnsesbabesssssssssessnssessstyssanmesnmssssnsesssseesasasstereaneeraaneeranes

HKY




6. Was the position explained:
O ] -a Yes
1 b.No

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

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

00 AU DORRIIIIIRET oo e sessnosrovmiviass s dismesti tvuse e s b eas s R A A AP TyTee PRA AAREA AeS eeA
Continuity of Care: o QO
>a%selg Abe Loty tondrio0
> plon For PRE 2ed by & bonvtpag
— men 150 Qo chont @, oroalh
S Progode  wer  (one Ap-he Pt

Handover given by ......... Ch— ............................................ HANAOVEr TAKBN DY.......c xusssenasavsusnssigipesssns sovnsinisnssdsasssnsesas
Al

Signature ................ (74 fd’"‘q ..................................... SUONAINE . ooicriimimmerasiies s i s toas soonsins s esssnva
)

Date & Time: ....... W'ﬂg ...................................... 0 G 111 TN
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| 1‘.'.33.'1“.".':“ M!H;: YaM1D  (F) Ralnt;/fw . - s
ST URINARY CATHETER BUNDLE CHECK LIST o | @
Date of Insertion: ............. Q/O\f[)/% .......... ‘Pate OhREMOVAL: <o s i
Parameters Date Shift Time Ho'd yt;o\
Need for the Catheter _¥es [INo | [IYes ,qNo CYes CONo | CJYes [INo | C1Yes CJNo | [lYes ['No | [OYes CINo
Hand Hygiene _¥es CINo | [Yes E}No JYes [INo | CJYes C'No | ClYes CINo | [1Yes [INo | ClYes [INo
Usage of Sterile Equipment ‘;,Yes [INo | CYes ﬁ No | CJYes CINo | ClYes [No | [CIYes [JNo | CIYes CINo | CYes [INo
Is the Collection bag below the level of bladder AtYes CINo | [ Yes/ CONo | COYes CONo | CJYes CUNo | [(OYes CINo | JYes [CINo | CIYes [INo
Check the Tube for Obstruction (Free of Kinking) JH¥es [INo | [IYes \D No | COYes CINo | ClYes CINo | [0 Yea CONo | CJYes CINo | [lYes [INo
Is Catheter dated as policy /DXes CINo | CIYes &No D Yesf@ew M@J_ 4#6 [1No | [(OYes [INo | CIYes [INo
Collecting bag is been emptied regularly? ;LYes CONo | ClYes OJ [\N [Yes CINo | CYes CINo | ClYes CINo | ClYes [INo | [1Yes [INo
Maintenance of closed system for the catheter J=Yes CONo | OYes O Ncﬂ [JYes [INo | [JYes CINo | ClYes [J ﬁo [JYes [INo | [JYes [INo
Dressing clean and dry? AYes TONo | ClYes D/l(o [(OYes CONo | COYes [ONo | C1Yes [ONo | (JYes INo | [1Yes [INo
Is the line removed as Policy? AYes ONo | O Ye%?i No | ClYes CINo | [(JYes [INo | CJYes [INo | CIYes CINo | ClYes CINo
Performance of Perineal Care ~HYes [INo | [ Yt{s CONo | CIYes CONo | OYes CINo | [JYes [JNo | (JYes CINo | ClYes [INo
Onset of New Fever CYes Clhe-| [ Ye\ [ONo | TlYes CINo | ClYes [INo | ClYes [INo | ClYes CINo | ClYes [INo
Asses for the leakage at the site of insertion 995 CNo | O Yes) [(ONo | ClYes [INo | ClYes CINo | [JYes [INo | ClYes CINo | ClYes [INo
Name of the Nurse k_ﬁ{a’, LS) /
Signature of the Nurse &o—

Docu. No. : RCH /FRM / CLINICAL / 114
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NARCOTIC PRESCRIPTION FORM

2 G R (PATIENT COPY)

| 0 ] » - i -
PatientName: 1 110 C pastim, (VT e Age: /. Gender: P TMeve
UHID No: W e~ Gp No: ey Date: - Time: G -NK
Diagnosis: Fyoomy |2 ‘T‘ ) R o Ve &
PRESCRIPTION DETAILS (Tick only one of the following) ICAYS B &
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI Loy |
2. | Morphine Sulphate Inj. 15mg/MI ;
3. | Remifentanil Hydrochloride Inj. 2MG N
¥ a1
Remifentanil Hydrochloride inj. 1MG e
N 7 T P, &
Doctor Name: - Doctor Registration No: A o
Signature: e N 45
o
./’/
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed) '

IP REGISITAtion NO: .....vosveeeseoeeeeeeseceseroeeeseeneeberenseee e DB e o it P

Aadhaar-No:ofthe Patent (OpHORAIY: ... i s sitrsriss sriasisrerosssios fressssrysyasssantassvises

"\ - ] v F L
1. | Name: R & Nex G AN : : Remarks =
f | ! 5 ) o L i \ ‘_’"l‘,
2. | Complete postal address (with contact number, if any) & NTQe { qoie o bd d
3. | Brief description of the illness :
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed s \
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
/ Ratient Attender
1 | A
\ ; S
- ;
S e LAl gituuy )y 2 CLm_A
Dispensed by (Name & IDNO.): ...ooovovieiiienien  FRAOR L T e, NI SIGRBIIS; ...35.ipmargy srarsoosrssees
el A F1Y ol
Received by (Name & IDNO.): .......co.ocoovrennnn. el R G e T R e L e BIOnaliNg: . o v i e R
1[5 R T Al vl A

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow”® : St
Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
7t takes a kot to treat the itie. Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
i (MEDICAL RECORD)
Patient Name: | - ; Age: Gender:
UHID No: e IP No: A Date: Time: oL
Diagnosis: t Ly
| PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI : i
2. | Morphine Suiphate Inj. 15mg/MI ’
3. | Remifentanil Hydrochloride Inj. 2MG :
M | 4 | Remifentanil Hydrochloride inj. IMG '\\&
Doctor Name: A\ 1F L2 A Doctor Registration No: /-*Ilzm
Signature: k
J O ;‘\_—
-~ NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: .................. it o s S 1 S (2 (L o W . o 5,0
Aadhaar No. of the Patient (Optional): ................ ...........................................................
1. | Name: . Remarks
~ 2. | Complete postal address (with contact number, if any)

3. | Brief description of the illness '

4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
-~ Patient Attender
‘\ ~ Bty ?
\ 1 Nl
Dispensed by (Name & IDNo.): ...t CRMESN. DS SR SN Signature: ..o 0 M b
Received by (Name & ID NO.): ...........occ...iiils Lol T NP SN Signature: ... Lt s

A e o e |

Docu. No: RCH/ FRM / CLINICAL / 133
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S Hospital, | N e

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2[//3//,.,2«{ ......... Time: . Dl S.AP......

0O ~ 26 kg/m’
Origin: ..., d fr.‘z.!./. ................. Height: EZ/U’O Weight: Iaf?f/ BMI: O ~28 kg/m’
0 ~ 30 kg/m’
\ ( L
FOOd AIIGIES: ... N o L 23 ¥
. Diagnosis: ........ [\..J)D ...............................................................................................................................................
TypeofDiet O Liguid O Soft DANormal O Diabetic
[ Vegetarian Q/Non-Vegetafian U Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk/ Barley Water / Soups
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

) -
Patient's / Attendant's » M’Sﬁi?‘ ‘ Dietician's
SIQNALUIE: ......coovr e 7 AV Signature: ........oft): {)1 }M«

NAITIE: «...covvveeeeeeseeseesessssesesssssssesessessesssssesseessessssssaens SZMQQL M /cﬁ ZQ.AW

Date & Time: /L[/S/zé//[lsfjm Date & Time: ..<occ! / NS L. 4L 1.5 am

Doc. No. : RCH/ FRM / CLINICAL / 195 PT.0)




DIETARY NOTES

Date

Time

Notes

Sign

‘,‘_L




