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ESTIMATION SLIP Hospital |

 Sourfight o Safe elvery
Date: /g ’&é UHID/1PNo.: _ LN =(0OIC2GG  SiNo. | 1o
Name of Patient : !\4 y (. C V/j elipd Age: _Gender: é

L= —— =¥

Father's / Husband's Name : Ceorporate / Occupation :

Address : Mééﬂ’!t!& A k.»ﬁﬂ/_*l Phone : g5l1/rgng;@¢maﬂ: E}[jgg Q!J;{?f'g/
Procedure / Plan : N P ) L {14 g EDD/Dos:
[ ]GIpsa: %TEIR

MODE OF PAYMENT : E,SELF [j TPA:
TARIFF INFORMATION :

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward ' aGc 00 o / —
T 1 T
g DFta  Qjyady
Twin Shared Ward r J |
Private Room - | Jar L1 fe
Super Deluxe Room
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
tarts from th )
(-Package 2 X = Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission} ’
; Lengthof Btay for: 9, { Length of Stay for : 2 e
; Pharmacy up to a. )2 Pharm.acy‘up to | l ot /__
(P, NI (= _[Investigations upto 9, (g |= | Tovestigationsupto 2"y 4.
Otiers hoel  Lydy Coue ICL 4y 2Tk

Negnatologist Charges : [ ] Covered |___|Not Covered Epidural / Entonox : D Covered D Not Covered

Initial Minimum Deposit: ___</) ‘/ Af’i[.[( ¢ Hme of Admitspno
BEMARKS : fr)(7; poin 0 ol , C2P ple
Aoom eligibility is purely subject to TRA appr&val and the Px{cﬁageq\ Tanﬂ‘) starts frontthe time of ;dlmss The estimated amount may Change agcording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.
4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and RegistrationCharges, ete. creditcannot be exchanged. These items are not payable tous as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one an.cndnnt is permitted in the rest of the categories of rooms and 1o attendant is
permitted in ICU's -~ .
8. Tariffs are subject to revision
9. Kindly check your billing status on day to day basis at IP Billing Department,
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

—— _ DECLARATION

I ol have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

ke % g@f
Signature of the Client Signatory Relationship _ Signature of ancial Counselor
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SURGERY DETAILS

Date : Zﬂ’ﬂ% ............................

Patient Name: TY 7S voonna. shkeleon . Date of Birth: .2\ .. S\ QL . Age: . 32N.....
GENGEr: .. Vo Ward : ... L RK UHID No.: ... EE M. =000 15 269
Date of Surgery: ..... L{]EHM, .................. £10T-1 £30T-2  [30F-3 [10T-4 T70BGOT-1 308G OT-2 ) prii |
‘0 .
Name of the Surgery : ... I\0x02 b, .. ,O?Lﬁ\/kp(“f ........ whidh.... ég?TdMY ...... I e
-~
Time in v 220000 Time Out .......... "EWO ....... Q ).
NAME AMOUNT
(o]
1. Surgeon S 0T IQOMdC! ..... R i U
2. Anaesthetist R 0 EIS U @ % teT. 77 T 20 WO
3. DORBINESUIBONN © v i osassermaminaioat frmasseesam R RN Tt v Mbarasitoniriots | SASSRER LS KAEAADA AR R RS TR AR SRR
4. 0T Technician P MO T o 7.~ A S T RO L
m 5. Circulating Nurse : ........ ﬂth?lq .......................................................................................................
6. Assistant Nurse @ .......... —.Mo.m‘?..l.t..q ................................................................................................
Special Equipment: [ Laparascopy (] Broncoscope ] Harmonic ] Morcelator
_1 C-ARM [_] Cystoscopy (] Versa Point _1 Liver Cusa
] Neuro Cusa L] OIS oo aoiiinaraiaans
Signature of the Surgeon Signature o; éirculating Nurse
- 0
Order No: ... 2670000 2\0G9 257 Order by: ‘ﬁph‘[a ...............................

Docu. No. : RCH' - /FRM / GENERAL / 114
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DEFICIENCY CHECK LIST OF CASE SHEET

SL.No. List of Records No. of Pages Legibility Completeness | Remarks
1 | Admission sheet \ I N =
2 | Discharge Summary \ - . I
3 Nursing Initial assessment ) I B ]
4 Patient Transfer form }- | - D
5 | In-patient Medical record } - ! ]
6 | Doctors progress sheets N ¢ e o
7 Nursing plan of care and handover sheets \. B
8 | Consultation sheet o
9 | General consent for treatment Y -
10 | Consent for Surgery
11 | Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint
15 | LAMA consent
16 Consent for special procedure / Sedation |
17 Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anagsthesia& post)
22 | Neonatal Admission/Delivery/Physical Exam \
23 | Medication Reconciliation L
24 | Emergency Triage record
25 | Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
28 | Nurses clinical Presentation
| 29 | TPR&BP chart YRR |
30 | Intake and Out take chart (fluid chart) Q- |
31 | Drug chart (Regular Prescription) |-
32 | Investigation Values (result sheet) |
33 | Nebulization chart
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale & B
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note 1
43 | BP Monitoring chart
44 | RBS monitgring chart
RUBTY: § -
szl b
Total No. of Pages il |

Doc. No. : RCH/ FRM / GENERAL / 126

q

Signature and Date : b

L




e . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’'s _ " Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital & TEL NO :040-48873000
" WEB : https://rainbowhospitals.in
ADMISSION SHEET
: . . TRER TR LR BT LR
Registration Details :
Admission No : IP26-00006731 Admit Date : 03-Jul-2026 Admit Time :02:27 PM UHID : HNH-00015299
Patient Details :
Patient Name : Mrs VOONNA SHALINI Age :32Y1M12D
Guardian : MrV GOWTHAM KRISHNA DOB : 21-05-1994
Gender . Female Religion
Occupation : Martial Status
fA(ldress (H) - SESHADRI TOWERS,1ST FLOOR ,MADHURA Phone No : 8341139510
€ NAGAR Yousufguda Hyderabad Telangana E-mail . gudlashalini2010@gmail.com
INDIA 500045
'S .
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : MrV GOWTHAM KRISHNA Relationship : Husband
Contact Address : SESHADRI TOWERS,1ST FLOOR ,MADHURAPhone No : 8341139510
NAGAR Yousufguda Hyderabad Telangana
INDIA 500045
I D:g/"\
ﬁﬁt‘ure
-
Doctor Details :
Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 50000.00
Payment Mode : DC/CC Card Payor Name . SELFPAY

Date / Time : 03/07/2026 14:40 Printed By : 020635 Page 1 of 2
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Name Mrs VOONNA SHALINI UHID HNH-0001529¢9
Father/Guardian MrV GOWTHAM KRISHNA Age/Gender 32Y 1M13 D/ Female
SESHADRI TOWERS,1ST FLOOR ,MADHURA NAGAR, Yousufguda, Hyderabad, Telangana, INDIA,
Address
500045
IP No 1P26-00006731 Admission Date 03-07-2026
Ref Doctor Self.

Discharge Date (05.07.2026

DISCHARGE SUMMARY
Consultant:
Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458
Diagnosis: G2A1l AT 38+1 WEEKS WITH SMALL FOR GESTATIONAL AGE
FETUS WITH PREMATURE RUPTURE OF MEMBRANES FOR DELIVERY
SPONTANEOUS VAGINAL DELIVERY ON 03.07.2026
History:
LMP: 29.09.2025 Obstetric formula: G2Al
EDD: 05.07.2026 Gestation at admission: 38+1 weeks

Obstetric History:

G1 - 2021- Spontaneous conception, Complete miscarriage at 7-8weeks, SERPC
done.

G2 - 2025 - Present pregnancy, Spontaneous conception

Medical History : Hypothyroidism since 2021- On T.Thyronorm 62.5mcg OD

Surgical History: Diagnostic Laparoscopy and Hysteroscopy in 2025, D&C-
2021 Family History : Father-HTN

KONDAPUR QUTPATIENT CLINIC ¢ SECUNDERARAD

® 18002122 @& www.rainbowhospitals.in
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Name Mrs VOONNA SHALINI UHID HNH-00015299

1P No IP26-00006731 Admission Date 03-07-2026

Allergies : Nil

Antenatal Details:

Mrs VOONNA SHALINI was booked to Rainbow hospital at 29%® weeks of
gestation. She had regular antenatal checkups and investigations as advised
elsewhere. NT scan normal. FTS low risk. TIFFA normal. She had history of
anemia at 26 weeks and received Parenteral Iron 1gm. She had history of 7
Leaking PV at 30 weeks, she received 2 doses of steroids and managed
conservatively, Scan done on 19,06.2026 showed single live fetus with cephalic
presentation with AFI-10.6cms, EFW-2.3kg(8%), AC-<1%, Placenta-anterior
high, normal dopplers s/o Small for gestational age. She was admitted at 38+1
weeks with leaking per vaginum.

Investigations: Enclosed
Blood group- "O" Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was
irritable, cervix was 1 finger dilated and clear leak noted. Fetal well being was
confirmed by an admission CTG 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. Labour induced with 2 doses of PGEL.
Partographic monitoring of labour was done. Patient opted for epidural
analgesia at 3-4cm 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 11pm. Passive descent of
fetal head was allowed post full dilatation. She was put into position for vaginal
birth at 11pm. 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 local anesthesia (10 ml of 2 % xylocaine solution). Baby was
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Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs VOONNA SHALINI UHID HNH-00015299
IP No IP26-00006731 Admission Date 03-07-2026

delivered by induced vaginal delivery, Cord clamped and cut and baby handed
over to pediatrician. Cord blood collected for blood grouping and Rh typing.
Placenta and membranes delivered completely with controlled cord traction.
Prophylactic syntocinon given. Episiotomy inspected. No extensions or

™ additional vaginal tears found. 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.
*Manual removal of placenta done in view of retained placenta - left
cornual implantation

Delivery Details:

Date : 03.07.2026

Time of Delivery: 11:20pm

Type of Labour : Induced vaginal delivery
Type of Delivery: Induced

Analgesia :Epidural

Iindication : PROM

Baby Details:

Date : 03.07.2026

™ Time : 11:20PM
Sex : Female
Weight 1 2.4Kg
Apgar 16,8

Gestational Age: 38+1 weeks
NICU Admission: No

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted

uuuuuuuuuuuuu
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® 1800 2122 @ www.rainbowhospitals.in




Name Mrs VOONNA SHALINI ' UHID HNH-00015299

in

IP26-00006731 ' Admission Date 03-07-2026

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.

2.

3.

1
1

HFow® N

Tab. Taxim - O 200mg (Cefixime 200mg) twice daily till 08.07.2026 (9am-
9pmy} after food.

Tab.Metrogyl 400mg thrice daily (8am-2pm-10pm) till 08.07.2026 after
food

Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
06.07.2026 (8am-2pm-10pm) after food.

Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 08.07.2026
(7am-7pm) before food.

Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 06.07.2026(9am-
3pm-11pm) after food.

Tab. Livogen (Elemental iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

Tab. Shelcal (Elemental Calcium 500 mg, vitamin D3 250 iU) once daily
(2pm) till breast feeding after food.

Metro-P ointment for local application.

Syp. Duphalac 15 mi (Lactulose 3.33gm/5ml) at bed time for one week.
Continue T.Thyronorm 62.5mcg once daily

FT3,FT4,TSH after 6 weeks

Home Blood pressure monitoring to be done twice daily for two weeks.
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Name Mrs VOONNA SHALINI UHID HNH-00015299
IP No IP26-00006731 Admission Date 03-07-2026

Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. KADIYALA RAMYA THEJA after 2 weeks on 18.07.2026 at
Rainbow Children's Hospital with prior appointment (Review consulitation
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. V) )
Patient/ der

In case of emergency like bleeding, fever [please refer to postpartum book for

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

Children's Hospital just dial one toll free number - 18002122. You can also
appointments at any time by going online to
website www.rainbowhospitals.in

;ake

Registrar/Res@ﬂint/C. 1.
Consultant:

Dr. Kadiyala Ramya Theja,
MBBS/DNB
TSMC/FMR/01458

@ 1800 2122 @ www.rainbowhospitals.in

NANAKRAMGUDA
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PATIENT TRANSFER FORM
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Rainbow” . R
Children’s 4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015280 1P26-00006731

Mrs VOONNA SHAUNI

21-05-1004 32Y1M13D (F)
DIYALA RAMYA THEJA

Date & Time of Admission

op\*}«\'yb @8

Date & Time of Transfer Order

\:Qi\%\}b © £ Ughn

I,

Transfer Ordered by Reason for Transfer
M \ 2
1 0\bLe
From Unit To Unit Information to Attendant
Yes| |- No[ |

Number of Sheets in Clinical File

Number of Imaging Films

oﬂ/@

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[ | No[ -

® 2
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1.

2.

3.

4.

3.

Shifting Summary / Notes Written by Doctor :

Yes| |

No[ |

MO

Name & Signature of Person who is Transferring

Mol @

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

|| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[] Nurse not Available

[ ] Available Bed not ready
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ACTIVITY RECORD FOR BILLING

Namals . . e e e e e
T T T HNH-00015208 y |P26-00006731 -
UHIDNo.: '::fo:-emms”?!“"m ®  \sultant: Dept:_________
Dr. KADIYALA RAMYA THEJA
P (1T D
Room/BedNo:_ _ Ward: Suggested Billable bed type : _ _ _ _ _ _ _ _ ____ _
WARD TRANSFERS
Date Time From To Signature of Nurse
W [ £ uwse] ton oo [vonfke| CR
Cross Consultation Visit
Doctors Name Date Order No. Signature
T D T@)c’u\\u‘ PECIC;\) HI"}?»E; 04 5{\\/ C@.’s
g _< T . e [ = )
? (nos  ChpeKec ‘r‘[f’ti
3 (/)\/ Sinn c-(_ -
o

4

5

6

7

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
7| gt~ Vs 2x 0 S/ Baa2
513 N1 9 /O9F 1 (O
0y we1 (B /393 @
3 C 0P Nogre—T o
o s - (@ oS v
~/ o puedddo
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MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁﬂ::; g:'ut Cor_tlzilgceﬁng Disc?nrlzcting Order No Signature
| P L Wl
g, i L/\ b BT /
W) oadioc  mooitsy \O?rﬂ \ ) ol .
; \ Qg/\/ s,
A Tufufon pomd [ 4F B ouk? | (N o Akl
W eWdured  pel | 91 VA [ | o\
= [ =
- a F‘J\@t .S:\ fa)
C"BQW V(}&L\)’\
| Cwd chedKee ddno- ‘—’3/

M A «(‘k‘\f




PROCEDURE

Date Procedure Quantity Order No. Signature
3)+ [N DAotetment @ oynet @
A | Cafbeleszotio _Mpog | ©
s PHe @ il )0£2 J=— — )

| B PSS
Lhs | A [V Aol2) | G
i A — = A N
=S Y] = h (/f_ L.(@_Ci\' Cﬁ?’l\L
:/ j SN A Q

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Mrs VOONNA SHALINI
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IP ADMISSION SHEET FOR OBSTETRICS

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

Presenting Complaints LMP: 21 [ 9 ( 20 EDD:
S
clo (eol‘iu.? Pl . Corrected EDD: (?’ll% GA: 38* [\Dk_‘
o —_—
Obstetric Formula: C B, Menstrual History: Regular : Yes (1 No
a
Obstetric Examination
Obstetnc Hostory:
t v ight:
PMD \p-Ccr\cp . (omp\:i( m\\gm?;:je'ght' W) ~Nerw
Bne \
Pr&%__) e co Ut Activity: []Relaxed \LFMild  [IMod [ Severe
Present Pregnancy Record: Mcts e"‘""‘“‘"ﬁ'ﬁﬁér: ﬂdequate ] Oligo [] Poly
n Roeked (@ 2™ s, 4 8 @ PP: ephalic  [7] Breech Others
¢S \lowak, TMEFR @ ‘ ﬂ(
Gt _® > “, @ gy « Stevoi (hHead Fifths Palpable: (¢

2d ofey,
RISK FACTORS: Recevved !C\ N T @EHSI: },N(’)rmal (] Tachy  [JBrady []Absent

G ( E
\ —SGA Per Speculum Examination
M —S5

Draining: #_iAPresent [ Absent ] Bleeding
Colour of Liquor: [AClear [l Meconium [] Blood Stained

Vaginal Examination

- " Cervix: [Jlong  _[J-Partially effaced [ Effaced
Height: ........! 1< em . ]
ﬂ Weight:..é.\.f......kg Os: Closed Dilated ! ':%e,v

A"el"gies: ................ ﬂ.\:!.'..,. .............................. Membranes: \Ms—ént D Ahsent

Breast: _4Normal [] Abnormal _ . .
o Liquor: =TClear (] Meconium [ Blood Stained

General Examination: _

Consclousness: @ Pallor: @ ) Presenting ParE/B’Vertex ] Breech [] Others

Icterus: @ Edema: e Sutton: -3 2 O-1 00 O41 O +2

Temp: /L(d..n' le PR @2 lo(-m Pelvis: = Adequate [ Doubtful

BP: &0 /%"J_cﬂ DTR: @
CVs: o3, @ RS R(LNyBS

2
Liver/Spleen: (5 ) Urine Output: @

s DIABNOSIS --=--==nomm oo =
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HNH-00015299 1P26-00006731
Mrs VOONNA SHALINI
21-05-1004 2Y1M12D (F)

Dr. KADIYALA RAMYA THEJA

o ]
Family History: Surgical History:
’Fa Cor - brm’ D L“‘P(\thbvj -2028
¢\ Mgk
) ! ‘\'\5 st D¢, C-2n]
Medical History: Medication History:

A
()\W'FC IT‘GK/

1 b

klclo HBP (ﬁo\c&um s

Plan of Care: Investigations:
Dbge‘“c"ko“ €\ 0oL - %@C\ Girowp -.lo _qukqe’ -
- Mmmgd Cormact Db -
[~ v\\--— )
B @%M‘\Sﬁbh TG, WO
; g
- pTCPQ._,\.L F;;‘_j H\ashs
- T- Mgy P\bs—\g) 2 @ WeN
(ﬂLP“‘ LsG . CW\MZGA o 32 ek
- NsT 3‘(\ \“B o LA \
Ol-Dad “ligh.
— fre M \\(\\.) gur |, 0\-A g N
—\'do! mov?;"bﬁj AF\ —1 0§
!}.:E! Cep\'\ﬂ\:c
— Ayt C,BC. QC L\'I'
CFw-2-3ky (s

@ Oow\eq @)

L
.‘:;,Trj-ﬂ\ Consuﬂant Name: D ..... B"«yﬂ ......... \%

Doctor Name: ........ (QSPPY ¢SV /2T H— or RA o
b i sl
STV (IR, AW R AR

Signature: ........eeevees /; I Y it
Date & Time: . ,z.,h'{.;g(\l ............

Date & TIMe: oo s d26.@A2. 20
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PROGRESS NOTES AND DOCTOR'S ORDER
gartfm Progress Notes Doctor's Order
\1\db_
il LlO ‘U\a&w N Ay
ﬂ\/ ('C ,\\qﬂol er&érﬂ* r) ﬁq}a il ol ¥y (a) Ypm
\;\W\\l Hk d N J |
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Nt or DR [ anfaomd o ugg
Ng\\ L\)‘ib,uﬁf‘ w
1L . )
%\q 2ot ® Q\é\\:;qb D R&n\k\‘q.
2 \S ™ p
O\Q C{('&cu'v «)c—&u\
Bt le e Creni
\1\'\@\5— Dcsira — U /LH‘ ) Q))Q.\\Z:CA‘;\'
PR~ kx_\‘ '\Q}LW\ ¥ e- \cL bfﬂ‘ Sex:\'“\\
i, O - - B\ hoks' 1) RL @
T s Crllhy s S gope
i e < ghtnt) TR o low
| e G- ANt \y
So”lee\\oeed — psT ANy
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; woiEnes,

Docu. No. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Noles

Doctor's Order
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 1/7/“7}/).%( TME: v L L] DM

0 _ o’ 26 kg/m’
Origin: ... ﬁr&.&nﬁ .............. Height: .. 5. 400..... Weignt.......[f.é%ﬁ?.. BMI: O ~ 28 ky/m’

0 ~ 30 kg/m?
Food Allergies: ................... DN D enveerssssassssssssssssssssesssssssassssssssssasssssssassssssssesassesessestasssssssesssessasasessssesasasssessssasasessesasseseass

Diagnosis: ........ /\JV D ..............................................................................................................................................

TypeofDiet O Liud  (38oft  CINormal O Diabetic
O Vegetarian Non-Vegetarian O 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 Dietician’s

Signature: ............ JER S Signature: ... »@éy//ﬁ ......................................
Name: ........ %M ...... M‘N .............. Name: M;&%’M ........

Date & Time: Qﬁé,ﬁ/q’%c)mv Date & Time: . ’é ) /J,zz” o Ll 2

Doc. No. : RCH/ FRM / CLINICAL / 195 (1.0
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CROSS CONSULTATION FORM

Doctor Name : . V... ZOYAYL).c.oooeeeeeeee Date : 3{/4/}6 Time : ... Lf PV7 ......
Diagnosis : LSC> ..................................................................................................................................................

Hospital © ........coovvvvee... QCH'—H’MMK .............................................. Type of Referral :

0 Emergency
I Urgent
0 Non Urgent

Referred for : [ Opinion mManagement O Transfer of care

o Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:
Findings and Recommendations :
m&aﬁow covd_ v
— A ——

— Wl forvad Braast @ N‘}Ppldjj
_ (olostzum  Sedm
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-

Consultant :

Name : &}Hﬂhﬁkﬂg} ............... Signature : ... .....ooooovreen. Date & Time : Hl:}[%/’lfpﬁ,
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DRUG CHART

W
Date of Admission: .B\C-’ U‘.’ ........ Drug Allergies: .............. M\ ................................... Wown 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.
ﬂ L Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
| Datepy
DRUG : Time
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route [ Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




W‘—_—-—

{NH-00018340 IP26-00006734
Iaby Of VOONNA SHALINI
13-07-2028 OYOMODT7H
)r. SINDHURA MUNUKUNTLA
WA T || REGULAR PRESCRIPTIONS ~ Weight. ............... Ward. ..o
DRUG: VNS CC PO TAX M A oy T
Dose Iioute Frequency (Start Date = PN
A v | R Y (ol
Name & Signature of the Doctor \«'OH \
Starting the Drugs: 'l
>
@5 D Naveenad e %J} s
_ ] & '“'};{
Additional Instructions: i W' 1
- " :}9 Y
ATY Fo R 2dades v ~ V/ Y. pa
M o A\ /i
Daily DoctoXs Endorsement by a Sign v
DRUG: ) DY METROGNL (DI I\ | | )
Dose\ rﬁoute Frequency |Start Date il . /
leoml [ TN [T [ g} o T
Name & Signature of the Doctor
Stagting the Drugs: U{J
Dy -Noveev-en N O Al
AN ol WA A
Additional Instructions: U g e
for 2a0MRY Wik 1
!\XL ey al NN VY \l
Daily Doctdr’s Endorsement by a Sign w | A |
DRUG : 1Ny PANTOR enal TD,%Z'\‘X
Dose | Route |Frequency [StartDate| A
Aoy | IN | BD qh
Name & Signature of the Doctor N 'U
Starting the Drugs: ‘ &\f‘ ’e}‘ \(
@ D\- Youveenad W / :‘? 4!
Additional Instructions: Jf: v
1 ¥
for 24 MRS 25 4
Daily Doctor’s Endorsement by a Sign
DRUG: T PHRACeTAmal  DHEFAAX
Dose Route [ Frequency |Stagt Date i ) ¥
1Gm| po | Tio - [a\N e S
Name & Signature of the Doctor d
Starting the Drugs: .
@ D R0t == K b\
Additional Instructions: Joid
7
Daily Doctor's Endorsement by a Sign

Page: 2/4
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M

Shegt No: ............ REGULAR PRESCRIPTIONS  weignt .......... L

DRUG: T- D\ Fernnc %ﬂ;‘;oy X |

~

Dose Route | Frequency Sta(t Dt.
3N o RN, i
Name & Signature of the Doctor N VT

Starfing the Drugs:
—a

Additional Instructions:

N T
A Daily Doctor’s Endorsement by a Sign n
DRUG: N - DuPHALAC %ﬁi&x
Dose Route |Frequency | StartDt. | )
S\l PO | ©O qu\}

Name & Signature of the Doctor
Starting_the Drugs:

O~ - Nt e I

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

pRug: O ST meTtRey(-p [Rate ‘X%\”\

Time
Dose Ro\l&? Frauency Sta‘lgrt. ) A y /
L% S} oL,
-~ Gt N > Iyﬁ‘

Name & Signature of the Doctor
Starting the Drugs:

(>
Additional Instructions: wgb L

oe.ek—-ﬂ\ 4

Daily Doctor’s Endorsement by a Sign

DRUG -\l B SO0 prol £ Da"ew CK*;

Time|4

Dose Route | Frequency | Start Dt.

Mon | fa &H |\l gAML @j“

Name & Signature of the Doctor

Starting the Drugs: W
L)

Additional Instructions: [ ?’r’\% /
>~

£

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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Sheet No: .............
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Rainbow”®
Children’s .
Hospital .

It takes 2 lot to treat the (ittle,

REGULAR PRESCRIPTIONS et ..........

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Name:«&JSignature of the Doctor
Starting the Drugs: ‘g ‘

f

Date®
DRUG: . CCgexmnC Tizni V&(
Dose Route | Frequency | Start Dt. \ / "
doons| Pl | g0 |Llibe RS

Additional Instructions:

N

£
&

Daily Doctor’s Endorsement by a Sign
DRUG || METRONIOazo L [mactah (XX
Dose Route | Frequency | Start Dt. ) : .
“o0my| Plo o |« oV R
Named& Signature of the Doctor
Starting the Drugs:

o/

e

Additional Instructions:

N

N
Daily Doctor's Endorsement by a Sign
DRUG : bate
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’'s Endorsement by a Sign

>

DRUG : e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additiona! lnstructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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HNH-00015208 1P26-00006731
Mrs VOONNA SHAUNI
z-. ns-nm B mﬁ' : ; : ll: oD (R Weight. .......cccnee.. Ward. ....cooveeee
lll T L T =
lu'le I Nurse Sig. I l‘«lurs:r Sig. l Nurs‘: Sig. l Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: flose T o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DDSE TIQ’I& | Nurs;Stg. l Nurs&Sig. l Nurs;Siu, l Nurs&Siu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Or. Sign. Dr. Sign.
RO ute St art Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s Posd floee Dot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose — Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?rsl:gﬁ c%i g:;'er Route Signature Nurses
Nt M,
T+ AEOPP O L XN { ]& ,
Aabe| 2Pm b : e 4+ (W
s %
QLOPWRIND CCrerdieemd 5 Jé" "
226 QUM (o) | e ﬂ al )
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STAT/ ONCE ONLY DRUGS Weight: .........coc.o. kas
NI s it e S T PR S e B S el v AR Sheet NO* oo
' DOSAGE & OTHER SIGNATURE
OATE TIME | MEDICATION INSTRUCTIONS ROUTE Doctor | Nurse-1| Nurse-2
o G‘ .
30 o 0 EERENEE ] somG | IV e @] @
= : T Y- O DEMSETRN m 0\ )
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MEDICATI N RECONCILIATION FORM

Drug AlIErgies: ......cccoveeeveeveeeeeereeen M (}/\@t 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 nf admission shifting from ICU to Ward, or Ward to ICUs)

NS
ST FIOMY, <vevssssimesiansmsmsiania MX ..................... SUIBE 107 i s oresssssinsusssmmssssisssndisyins
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | hoie  Time ?g’ﬂ:ﬁmg
1 O0C Lt
The - \RoN Ak blo oD 11)4]26
2 5 o) ») ¢ L2100
1Ae  cmcivm ( teb F(G 2l be
3 ,BC/D DC
THB-THYRONORM | (20w r(o oD }/9/%“
4 =1 Cc Coc
5 Oc¢ doc
6 (I1C CIDC
7 LJC JDC
.
8 \ ¢ Ooc
\
9 (JC OJDC
10 [(1C [IDC
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIgdB(Y

Doctor Name & Signature : ........coeveeveenns Q ...................................................

Date & Tlme TSRS, -4 CWﬁ“"' ........... 3,1?.[26 (D2 Jopw

Nurse Name & Signature: .. CA,QE(@(MTY\Q %@@M@d&,\
Date & Time : \L}o;\] Lg@? ....... %G\ ..................

Docu. No. : RCH/FRM/GENER
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RESULT SHEET

"l

q
Y

Date O
Time

Hb D
PCV ‘5
RBC 4
WBC T
N/L M.
Platelets %
O [we

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

o SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

9
iy

_>3<
I's

\

S

5
>
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

[\

Uood 8’1()\1?: (

w1\
whed N
M u

7

CUIUI AN SBNSIIVITIES © ..ottt ettt et esees e s e e et eseessese s e s ensesseasesseaeanaesen e s e s aneeneeneessaneessenersennensannn

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

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

Radiology : e e SR

R bbbt es

Others (ECG, Contrast STNAIBS S10.,) 5 immismsmimiseisssisinaisisinitsisssssssissisioiimmisissisin
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Early Warning Observation Score Chart - Obstetrics

\")/(0 CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
®h TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
e 1 o
Time [ 8|9 f10|11]12] 1] 2 3Jr4 s (6 )7 sI(;)1o1(1"2)1 2(3]|4a|s([(@]7

30
RESP =
£ 21-30
(write rate in
corresp. box) 11-20
0-10
: 94 - 100 % *
Saturations oA %
Administered 0, (L/min.) — —
40
39
& 38
3 37 s —
~° 36 |
35
< 35
170
=T
(]
o
=3
=
o
o

190
180
170
160
w
% 150
=3 140
o
= L3 \ X umn
12 120 T ™ N v
- 110 : ¢ = \" S
2 100 l 4 )
§ S0 T
80
70
60
50
- 130
5 120
8 110
5 100
(= =)
z 90
2 80 ke LT
= 70 Lol o b ! >
3 60 Nt (o =F
5 50 RY 7>
1 40
NEURD Alert | T Coal] I T P i | T T T
RESPONSE “::i‘;e
[v]

Unresponsive

URINE >30
mls / hour <30

" . Protein + +
Proteinuria :
Protein > + +

Normal
Lochia Heavy / Foul

Li " Clear / Pink
i Green
TOTAL YELLOW SCORES L/ A 0 ) D)
TOTAL ORANGE SCORES ) %] 0 P
Nurse Initial . b g ~ /D A
¥




Early Warning Signs

[ Obstetrics and Gynaecology ]

/

-

~

Complete a Full

Set of MEOWS
Observations

J

+

r
- 1 Yellow Alert :
Repeat Observations
in 30 minutes
-
(
2 Yéllow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\-
4 '
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\.

|

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

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

'S
Date
ot N 2 e mn 16
Time | 8|9 fi0y11|12|1|/Z2Y3|afs|)e| 7|8 o9]|10)11]12]1 3[afs|(e)7
RESP 230
: . 21-30
(write rate in s
corresp. box) 11-20
0-10
. 94 - 100 %
Saturations =94 %
Administered 0, (L/min.)
40
39
) 38
-§ 37 g s ya
a° 36 at & |
35 3
< 35
170
160
150
140
130
T 120
2 110
ol 100 -
g’ 90 = B R
80 . n 14 ]
70 ~ \‘u \.ﬁu & Ui o
60 O J L \"
50
40
190
180
170
160
"f: 150
= 140
T = 130 BT v 2
] 120 A \ o N
= 110 WY s (i A\\ I} s ,
@ 100 U (B' N x
2 90
® 80
70
60
50
130
2 120
3 110
a 100
l & 90 3
S 80 VA )
o
3 70 B & r
] 60 J T 7 05
5 S0
40
NEURO Alert | I —+ T T T T~ I 3
RESPONSE ARHOS =
v Pain
(] Unres
ponsive
URINE > 30
mis“f hour | | <30
Proteinuria Protgin rt
Protein > + +
Normal
e Heavy / Foul
. Clear / Pink
Liquor Grier,
TOTAL YELLOW SCORES v ) @ [=) (4]
TOTAL ORANGE SCORES 7 o) | @
Nurse Initial 3 Ct
=




[

Obstetrics and Gynaecology

)

Early Warning Signs
4 )
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\§ J Y
4 A
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ y

* The Modified Early Warning Score (MEOWS)
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Hospital .W
It takes a lot to treat the little. 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.

SO T weE T FRTE T omput e,
Date | Time ga;_-[ﬂ:'i% Route NG | Diarrhoea | Vomit |Drainage | Urine | PIees ,\S"iﬂgé
~ Mouth | LV | NG i

0800 am P
09:00 am el
10:00 am N
11:00 am P
12:00 pm )
01:00 pm /

Total Intake : == Total Output : \
02:00 pm {
03:00 pm - \
04:00pm| P L t Eaﬂ - v L

~ 05:00pm| ) L )gg}@ } BOW), P o B2 va&‘é’p

3¢ [oeo0pm| g N 7 -
07:00pm | Q1 oo \
™ Total Intake : 1 Nt Total Output ) O =
0800 pm | § L3 4 h K
09:00pm | .y rigP \00n] el )
_ 10:00 pm Q:‘L £ \ov~ o)

\?\( 1:00pm| Q- [WYD . }
1200am | ¢\ i
0t:00am |} A —

Total Intake : (\\D&Lw\ , Total Output : w(.p Ut ~
02:00 am \
03:00 am e - ]
04:00 am <P I o

M 05:00 am L “V N ” <}

06:00 am % ' o |\
07:00 am f

Total Intake : Total Output U .y N—

Total 24 hrs. Intake Total 24 hrs. OQutput

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes 3 iot to treat the littie.

| FLUID CHART |
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Your Right to a Safe Delivery

1. All measurements in ml.

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

inae e,
Date | Time | Naure Route NG | Diarrhoea | Vomit |Drainage | Urine | Phleotis | cion.
\ Mouth | LV N.G
08.00am | | . ) 7
osooam | ' 1INV | / -
00am| = 1 Vi V 1%l
$’ 11:00 am ’ we R e
X | 1200m mal A /
01:00 pm 2
Total Intake : Total Output :
02:00pm | 4 . / ) A\
wuml | | XV [/ i v R
N [ooopn| , [ & / v N w&\‘/
\2)( 05:00 pm v\ %@ D‘,\ ,3( vl Y (
SN 06:00 pm \ /\ : \
07:00 pm l 4 / )
Total Intake : ) “Total Output nil
08:00 pm e ) | ) [
09:00 pm Kfa\cd‘ 4 ‘ /|
W [100m| o [, o /. O C T A I
\3&\ 11:00pm| | v \ F‘t\ \/ e \
1200am | | A | A |
0t:00am | < | - -
Total Intake : Total Output : O Rk T R
02:00 am P 1/
03:00 am N r P p k, ~
o}.\? 0400am | WV < o il o
\ 05:00 am kS & 7
N o600 / ‘ / v { ]
07.00am | | / £ i
Total Intake : Total Output : VeZ V0

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Date: QD[% .................

o | [ Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort (7]_Mdintain Fluid Balance [} Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
§ [Z] Maintain Personal Hygiene 7T Prevent Infection 1 Meet Elimination Needs /B/Ensure Safety [] Early Ambulation Reduce Anxiety Patient & Family Education
S | [ Identify Potential Complications l/ L1 ANY OHIBIS. SPBEIY . ..o e ettt e ettt et et e ettt <
7
! x < . Nurse Name
Time Plan of Care Time Implementation /,—E\'aluallon Re-Assessment & Signature
=
2 /ﬁx
=]
=
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Afternoon
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It takes a lot to treat the little. Your R;ighll to a Safe Deiivar\;

[7] Maintain Airway and Oxygenation

[C] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[Z] Improve Activity Tolerance

[0 Maintain Good Nutritional Status

pate: .. ML

["1 Maintain Skin Integrity

D) vonidove ol He vitaly |

: ~ Wt Qlo Chark W "
= \)V\Q{(('rfl'lt | f(u (LM | Marttms @ _é\(y @L tgj_t{;&/
) (l,\/u% N ey 0 CJW}/ MLGU:(U&U@'M O C‘O\)LQN
opn | chad . ,, X % O oo Chwy Kot

w -
E [J Maintain Personal Hygiene [] Prevent Infection ['] Meet Elimination Needs [] Ensure Safety [ Early Ambulation Reduce Anxiety [} Patient & Family Education
S| [ Identify Potential Complications ] ANY OHNBIS. SPECIY. ... eveeeitieiiteeeeetee st ieeee st eesessbessssamssesseessesssessesseenseenseneaesseseersnansenn
Time Plan of Care Time Implementation Evaluation Re-Assessment §“§?§,,'§?u",‘§
W DASSONR phcondidion [<Ag 9 Pt d the prconclifin,

;\c»"“ WA
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| given < gy
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P assecs s padid] T T Agsess (dte _
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’" ””,””’"M,,”"H“’,” PAIN ASSESS M ENT FORM It takes a Jot to treat the Moe. Your Right to a Safe Delivery
Date e (0/10) Location Duration Acuity Character MF‘:::IlTrzg Pat?d";:al:::“ Iy Intervention Sign
[} Continuous | 1 Acute L1 Sharp [ Dull (1 Increasing | [ Yes Nl A
4 N ‘,_.-—'—J i ) ) ] \ 'v \ |
E\Y 6? D \@ [ Intermittent | 1 Chronic (] Aching [ Burning | [J Decreasing | [ No l
, ] Continuous | [ Acute (1 Sharp [ Dull 1 Increasing | [ Yes e Lo é @_/
ZP, 0] P"'} ® ( (O o [ Intermittent | [] Chronic "] Aching 1 Burning | [ Decreasing | [ No
_ | LI Continuous | [ Acute 1 Sharp 1 Dull [ Increasing O Yes Al K
gl - ; : . .- . - . 7 4
uy- | A0 [ 1D O] Intermitient | I Chronic | [ Aching (1 Burning | T Decreasing | [ No v
(1 Continuous | [ Acute [+ Sharp [ Dull [ Increasing | [ Yes N 6‘
"fl? SO Uho - ] Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [J No . o
'L. " [] Continuous | [] Acute [ ] Sharp (] Dull ] Increasing [] Yes ) @
W tofdﬂ o|ly (| Intermittent | (| Chronic (] Aching [] Burning | [ Decreasing | [ No Lads
| '] Continuous | [ ] Acute (1 Sharp [ Dull [ Increasing [ Yes
7 . Bl ine
L\g\w Qﬂtﬂ 0, 0 1 Intermittent | [ Chronic [ Aching ] Burning | [} Decreasing | [ No e =
[| Continuous | [ Acute [ Sharp [ Dull [] Increasing [] Yes
1 Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | ! No
] Continuous | [ Acute (] Sharp (] Dull ] Increasing [ Yes
[ Intermittent | LI Chronic ] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute 1 Sharp (] Dull I Increasing | [ Yes
[ Intermittent | [ Chronic 1 Aching (1 Burning | [] Decreasing | [ No
[ Continuous | ] Acute 1 Sharp 1 Dull [] Increasing L] Yes
[ Intermittent | [ Chronic [ Aching (] Burning | (] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Rumerlcal Paln Scale (Obstetric and Gynecology)

éq-——

@@@@@@

Ne Hurt

Hurts Lmle Bit

3 4 § [ 7 8 9 10
Worst
Passihla Paln
ity

Wong - Baker (Pediatrics) Above 7 Years

Hurts Ume More Even More Hurts Whole Lot Hurts Worst

\ SCORING
CATEGORY
0 | 1 o 2y -
) Occasional Grimace or Frown, Fiaquént to constant frown, '
Face No Particutar expression or smils withdraw, Disoriented quivering chin, clenched jaw
Legs ’ Normal Position or Relaxed Uneasy, restless, tense Kiclsi"pg. or Iegs’?rawn up
| Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Asched, righ, or Jerkdng
Moans or whimpers occasional Crylig steadily, screams of sobs,
Cry No Cry (Awake or aslesp) complaint ) frequent complaints
. Reassured by occasional touching, | 1
Consolabllity Content, relaxed hugging, or being talked to, Diticalt to console or cofnfort
distractible |
¥
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) « t
Assassment Sedation Normal P‘alnlnullallun'
Criteria i N
2 4 0 LSS | KR RN
Crying No Gry with painful | Moans or crigs Appropriate crying Not| Irmitable or crying at | High-pitched or silent- '
Irritahility stimuli minimally with painful] irrtablg intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | Noarjusaltoany | Arouses minimally to | Appropriats for Restless, squirning | Arching, Kicking constantly awake
stimoli stimull gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / ne movement
movement movement {not sedaled)
Faial Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continual
Exremities | No grasp refiex Weak grasp refiex. | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone of finger splay splay
_ Body isnottense | BadyIs tense
Vital Slgns HR { Mo variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR SaD, 1 stimull variabllity from normal for from baseline basgling, Sa0), less than or “
Hypoventilation or | baseline with stimull | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TECovery fighting ventilator

=/
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N T P }
RS AR AmL =
Time: [ | 3 A

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

VN
=z |
\1

Mobili s : o . i . " - I 4 3
ny 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. Lf OI
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
oA it Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . . ) . ) ; =
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a (/f \-(

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 almost 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 only 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.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
{o aitered 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 @el pads for high-risk areas
Use pressure redistribution surfaces plternating pressure matiress over
Manage moisture, friction and shear ap y
' Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
» Use the Same Protocol as for “At Risk” Patients -
"13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateraf incline using foam wedges ,
Alternating pressure matiress overlay
« Follow the same protocol as for “Moderate Risk” Patients High densiiy foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position fraquently Alternating pressure mattress overiay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severé Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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2 At |
, Date / Time r)l/ i 0 s -
Choose Highest Applicable Score from each Category % \ lbf P’ ¥ Fall Risk Grading
Score o NQ/ M
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?“::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @ O 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
. Yes 20
IV / Heparin Lock or Saline . 9~ D 2 D 20 Implement
. e Moderate Risk | 25- 50 Maderate Fall
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status Igh RIS = i
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: g 20 90
A
Signature | X\ @~ v
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions ["] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) 1 Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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m“\nnmnm‘iﬁﬁ!ﬁm‘m CHECKLIST FOR THROMBOPHLEBITIS llt-tlatgfug!retagn!nme s:u?;ﬁ?tzv:g:ﬂ%i
5!5-1~ D U [4-pay-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (/ﬁ\ V™[] N E Remarks
. No signs of phiebitis / | ]
1 IV site appears healthy b e 0 v O 6 |—
One of the following signs is
2 evident : Possibly first signs of phlebitis i -
* Slight pain near the IV Site / / Observe cannula — 1 <
* Slight redness near IV Site
3 'armoe(‘];dtgstfollowmg Sigas Early stage of phlebitis / 5
Pain at IV site Redness Fesita Gannula il D T —
Q‘I:igé;? e Tolowng igns e Medium stage of phlebitis / o
4 Pain along Path of cannula ?es?e Catnnula Consider 3 — — "
Redness around Site Swelling L
Qgi:;r:? g;gllg:;r;giségzns e Advanced stage of phfebitjs or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 O
Redness around Site Re site Cannula Consider - o
Swelling palpable Venous cord | "eatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of o
6 | along Path of cannula Redness | trombophlebitis / 5 = -
around Site Swelling palpable 'é“’"a‘e treatment Re site -~
Venous cordpyrexia annula "
Signature of the Nurse o 7 ] [&[ 2

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

Signature of Shift In Charge :

Signature : .

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

Signature of Ward In Charge :

Signature : ...........&
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | o S o
1 - DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION - STAGE / ACTION SCORE M E | N M | E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
9 gvident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two Df the followmg Signs Early stage of phlebitis /
3 are evident: Resite Cannula 2
Pain at IV site Redness
2‘]:"?;;? e following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Gannula Consider 3
Redness around Site Swelling Treatment
,;\ylgér’:lgg;gllgg;rr\gﬂgns are Advanced stage of phiebitis or
5 Pain along Path of cannula tF[;e s_tart of thrombophiebltls/ 4
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain T]dvantt}:edh?t%?tg of
6 | along Path of cannula Redriess } I ?m oph'e 'sé : 5
around Site Swelling palpable é“t ateltreatment B site
Venous cordpyrexia annuia
Signature of the Nurse

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

Signature of Shift In Charge :

R0 1111 OO ternssprnnes NAME T ottt snerenes S

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

Signature of Ward th Charge :

SIINAMULE £ vt serssasiaressoresaeseasees NAIMB © cerrseceerresenesesennassresnanassensmenserersens




HNH-00015299

Mrs VOONNA SHALINI
21-05-1994 2yimi2p
Dr. KADIYALA RAMYA THEJA

gl

1P26-00006731
" —

M

\}

Rainbow®

Children’s

Hospital

It takes 2 lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Troatig DOCION: .iviissssscsissviisisssssimsisonisnmmonss Department: ........cccoovveevecieeiireenen, Date of AAMISSION: .....coeerrreccrrrrrn,
Z | Diagnosis: ' Any Infection: C1Yes [INo [ Not Known
= ify
=< \ \‘j If Yes SPecCify: .......ccccevvveiiriiieircsiannes
= ~
5 W

v \ q o
S | Area A ; :
=
§ Shift Time é__ U ?\f\b ‘)/ P ™\
g Medical Condition
= | (Any special condition to be noted): _
Allergy: O Yes 0|0 Yes CNo | Yes }Zﬂo O'Yes LiNo [ Yes LJNo | Yes CNo
Tubes/Drains/Catheter: O Yes PTNo |0 Yes £40 |0 Yes fﬁﬁo O Yes/ﬁ No [CJYes CJNo | Yes 2 No
_ ' s
Vital Signs: Temp: | oA o A0 | 49~ | abal
. Res: | O Wﬁm 2—4/)5 204 on
o sp0; | o\ |lovl [woy, | \s0Y.
4 Puse: | a0 | 25Hlm @90 %'m
2 BP: [\ \o} e
Fall Risk Score: = = =5
Pain Score: | — — = —
Safety Needs: | . ~ o «—
o Physiotherapy | Yes M(o OYes &No | U Yes Eﬁo 0 Yes.=2No | O Yes CONo [0 Yes CINo
S . e
g Others Specify: — < -
E Special Diet: | Yes =fo [T Yes &No | O Yes ;Vl(o 01 Yes No [ I Yes [ No | Yes CINo
E
§ Other Special Orders / Medications:
[+ LD /
\/ r~ e s
Post Operative Procedure Special Orders: P =~ e
P . \ /
Handed Over By Name : ? \3,\3/ &A/O/'C{p
- .'\V%ﬁb \r%a \
Signature : (’j\d' RN N )
Date: O {yHre [ S
Time: S | 20w | Bn
i I
Send
Tak By Name : 59{ \M‘HP
aken Qver By Name %‘\L 3 :
Signature : N \)-A( e
Date: U\éf 9 u[}‘b
Time:
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Rainbow® . . e
Patient Sticker Children’s @ Birth R|ght
Hospital . BY RAINBOW HOSPITALS
It takes B lot to Ereat the Mije. Your Right to a Safe Dallvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLON ..ovvvrecrerrenrerensersssressssesseressensesnassans Department. ... Date of AdMISSION: uvussmmmmssssssssssene
= | Diagnosis: Any Infection: OYes CINo [ Not Known
'==T: If YES SPECHY: oeveereesreresrrensesrenrensassesssaneans
=
[~
2 | Area. ’
2 Shift Time
§ Medical Condition
= | (Any special condition to-be noted):
Allergy: 1= Yes ONo[OYes ONo|OYes (INo|OYes ONo (DO Yes iNo | F1Yes TNo
Tubes/Drains/Catheter: OYes ONo|OYes ONo O Yes ONo |0 Yes CINo |OYes &1No |2 Yes DN
Vital Signs: Temp:
= Res: i
o . Sp0,:
A * Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
. Physiotherapy | Yes CiNo |0 Yes ONo |3 Yes ONo |0 Yes (O Ng|O Yes ONo | O Yes ONo
=
[~
% {Others Specify:
= Special Diet: |3 Yes ONo [0 Yes O No |1 Yes C1No [0 Yes OJNo |O Yes ©No | Yes O No
£ 3
& |Other Special Orders / Medications:
[+
Post Operative Procedure Special Orders: .
i
Handed Over By Nams : .
Signature: | - : ,
Date:
Time: < .
Taken Over By Name :
Signature : '
Date: e .
Time: -

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

»
n



Chibaws | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH !gimgasueu;glm .BYRAINBOWHOSPITALS

Er Right to a Safe Delivery

Patient Name : .................. Mys.... Voonra.... *SL aflini .. UHDNO © oo RNR- conl$2249...

Gender: I:IMalIe/Q’Fgmale Date3}=i}?—£~., TR coismnsenmssienssess s

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the procedure: .............ccco.e..... @Ro-mfo ........ ' . \7 i\ 31, S e N 1 B

4
Consentee : Patient Attendant :

Signature : ......... O I R, TS Signature : k&auuL—, ........................................
Name : oo S S ha iAo Name : .../S\.: TN - T
Date & Time : 3/3/2‘50),5% Relationship with Patient: SN

Date & Time : 3/?/56;4289\’1

Witness :

),/ Doctor (who is taking the consent) :
5 N b oA o .
i = Signature : &Lﬂ‘ B el s S i
Name : .......... M aae  Hega v O, G \f

: 2\,)1&\‘ D2 Name : ..o SR ML NSCRAG L TR
Ll A L Date & Time : 3191[1&.@&&va

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow® ) e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

INDUCTION OF LABOR CONSENT

c \
Name:...........................mr,s.:....\.‘..txsi..[f.m.‘ .................................. Age: ....... 3?.;.1 ..... Gender: Male[] Femalgt?”
e
OHIDNO oo INH-6000 15599 Date: .o B2 L2
ey
You are scheduled for an induction of laboron....... Jl’—thé ......................... (date)at.....conw i (weeks of gestation).
The reason for yourinduCtion is ..............coevvevveereerireenns (oY e TS

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.

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

Patient Patient Attendant:
Signature: .....\ S A Signature: ](.Sﬁm\&f ........................................

[T Mes - Shodindone Name: K Y
Date & Time: .....vvveeeeenn. 3)9)26 ...... @ ........ 2:.30 [0 Relationship with Patient: Sks‘f'ﬁf

Date & Time: .31::‘-/@,6/ ............. 2.:28.EM

Doctor: Witness

Signature: ................... ﬂiﬁ% .................................... Signature: MG(_M’! ......................................

Name: ..... (Q‘qu-"f«kﬂ ................... Name: ........... NO. .................................................
D8 & THME <.cvrerrrrrsrrrnrn Alaae. 2 300m Date & Time: %)9‘/%@%%%

Docu. No. : RCH /FRM / CLINICAL / 173
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Rainbow" i L
Children's | @ BirthRight
Hosp ital BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

Labour: [ Spont ;MOQ%H [JE2 [0 Others
Indications for IOL-Accel: "1 None Win

Memb. Repture Type: [/ SROM /VﬁOM 1 ARM

Presentatior%ex [1Breech  [] Others

[JHTN [ Qthers

Maternal_=Nome [Pyrexia
Liuor: _~Adequate 10ligo  CPoly CJGtéar
[IBlood C1Meconium CICord: .......covvvvennns

Shoulder Dystocia: [ Yes ,'71%

pidural

Anesthesia: ' | None

Non-epi: = Tocal [JSpinal [ General

Del. Type?'/ﬁ( 1 Asst. Breech [] Twins

AVD: C1 Qutlet [ Low Forceps [ Ventouse
L) Trails of Forceps

e e

Application, Locking & Traction: ......L LA.P.Joeeeennn.n.

Duration of Instrumentation: .......... . ......ooee .

RO oo i cimsme e s s Ri SR AN it B

Catherised=—Yes [ No

Type: ~Fileys [ Plain

Perineum : (! Intact _;-?Eﬁatomy 1 Tear

Suture Material Used: .. \X «NKN\&—O

Placenta: .~ Normal [!Abnormal ) RPClots
«J@CT [ Retained \u«@
PPH: [l Atomic [ Traumatic ~ =None
EROBERHOHE: ............. oo vivinissvsassivisssssaminsvinas
Cervicatl. ..................... T
Perineal: .................. o
o R st S

Prophylaxis: /Sy/nécinpu \ Prosi&:ﬁn _
| £ 'V\
Blood Loss: ZC—W&N\V\&\ ...............

Blood Transfusion: ......... —_—d’

Other Details (if any): MQ‘ ...... 4 Mm#

Ractal Examination: Nﬁ‘b ....... YU’{(Q'QW
\'r\Lé\k_‘

Duration of Active Pushing:
NO.OFVE'S: ..o

Date and Time _of Delivery:

LW Doctor: ot o

174

" AW Modae s
o

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

L
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Rep
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Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

- N W

Test

Amount

(/IS
()

()




PARTOGRAPH

Name: W\")n ...... ‘f W .................................................. Obstetrics Formula:

Memb. Ruptured:  SROM ARM Risk Factors: ................a80..:

180 0 3 4 5 6 7 8 9 17 18 19 20 2 22 23 24

Fetal Heart @ 170
160
150

Maternal I - W
BP ‘130
120
11pge
100

Blood Group Type: O%NOVS ..........

Maternal
Pulse 8

70
60

AR

< ¥ 7

=\ 8

o

AL 2




Record of Labor:

Maternal Condition: j Q)Cﬂ
Fetal Condition:

Progress of Labor; gﬁ oé]

Management:  GHE n‘ﬂkﬂ - W

a’(}m&

t

G for

v & W

Mf CLL&-ﬂ (-I ﬁuﬂ AALAAS @
L%rl\audg, it ook u O (‘Ofu/{f é\/\
w ©

‘ Qﬂﬂ“’*q
“ y
Time: & .... Ei . M ... Signature: ...\ e
\
L]

Maternal Condition:

j o(sec-c‘_ . \, Q P\‘Q&Q\NOJ

Fetal Condition:

Progress of Labor: \
\r\‘\oxgm Y ‘PD%{‘\‘\‘GV\ :

B e_g_x_xo"“‘c;\

Management:

s Y

P\ o \\Re\\aoed‘
Qe dlal <4
CQ)\PuJ‘ s

0, 5 Mol B signature: oo o

Ph > ud- ﬁc\‘\"q‘

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management:

T B s vmronpisoen e i SINAUIE: s e

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management:

e SIANAMIG; cucevomissimivssssiverassimisinmussminis

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management:

ITHTE e e SIINAUIES covvnicisaossoosinmsivmssiasssistinmc

€
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Rainbow .

BY RAINBOW HOSPITALS

Children’s .BirthRighf

CONSENT FOR SPECIAL PROCEDURES b el

Your Right to a Safe Delivery

Patient Name : .......... 173 . ‘/"D"“M’C ....... e S Gender: [ Male _Female

UHIDNo: .......... ’P‘N”/DD,SLGM ........... Department : ......ooveeeeee e Date: ...... bg,sklu W
o N Mvs: Voomnt Spantete S/D/W/Q oottt

Here by give consent for procedure of . ...........ccocoeeeen g ; O"m .............. e M m'&] H m/ ...........................

FOr MY PALIENt, NAMEU : c.vvvvvevoveeeeereeereeseoeessseeeesesesseesseesesssssessssssseeees '

The doctors have clearly explained to me that the procedure has following possible complications:

Umrmze i beece ... *‘rwj/éww— .....

Relationship with Patient; ............c.ccemmisvsenssassanses DA S IR0 - nnanisimseaisi

"‘Date T o e

Doctor (who is taking the consent) :

SIORAING T occovivominizs R R ——
NGME : oo, D “EMess
Date & Time : .....2 3/"?’/""’4 ....... K$°}M

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




HNH-00015299

M8 VOONRA it 1P26-00008731 @
e it L Rainbow*
i r. ALA RAMYA
oneAnREsTHEN EvaLosior NN~ Ghiceer™ | Gy BicthRioht
PRE-ANAESTHETIC EVALUATIOI Hospital 3:::::"?3:::‘55533
. Sttt 5
Name: ........... Mss:. Voornta =" Age: ..._5.3:'.].-../ SEX: ... L’ ..... UHID.No Ly o0 Igzﬁ
at ... 03 (02 2o0e . &isopm popesas oprion 7 anw‘wwm’
7 Lo pA
DIAGMOSIS: +vvvvvvveepe oo eeeeseeesgeesesssesessesesssese s S IR S St Tl ot
B.P/ CRT: P'z't’lgfz_HF{ ....!.?f...‘ff’Welght ét’b‘)/} ASA Physical Status: ©1 | 3 04 0O5
. ’Lalmralnry Data:

Hgb: ... ’—LL} ...... GlucoSE: ..o Protein: .....cccovevecreeeceennnn HIVE e X-Ray: oo

pov. .. S8 UrBE: vorooeeseees A o HBS Ag ECG: o
WBC: 193‘-3‘ GIREE: ..umsviimsievosnsin: VOB o erensessacsssesios HCV: v 2D EChO: v
pate: .. 2 dtlepehe o oo oo DU B oot Blood group: .21V € Stress/AnglO: ...............

|2 Rl s (R 1§ | - - R L[ (111 i P

PTT: (o L AKPIOS, i | T S

[ MG+ 5 crrrrremereeessereeerenn AMYIASE: ..o, L1, [SRE————

B e SGOHBEPT . e Allergies: ’\’f‘-ﬂﬂ/

Medical History: CVS:

RESP : Diabetes :

CNS : L)

Renal :

Hepatic / GE : Physical Activity:

Others : }hpomwrofs&/ 20 2

Past Anaesthetic Hlslery

Physical Exam: Mod Bsn Ut L ~onn ¢lned .

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth: M LA
Lungs : b/q,m; 4 dons

Heart:

¢4
CNS: KAl

[

Pregnant: =*¥es [1No [INA

Venous Access Sit

e

Spine Exam for regional :

Anaesthetic Plan: (I MAC []BEGIONAL [ GA-ETT [LMA

\J ]

Peri-Operative Plan Explained to the Patient: =rYes 0 No

CURRENT MEDICATIONS DOSAGE

Signature; ........... éy ......... Name: D(kajn/

Docu. No. : RCH /FRM / CLINICAL / 044

Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<Z[ "
3. Informed Consent: D/G\é:dard O High Risk
4. Post Operative Pain Management: I Discussed with Patient
5. Other Instructions:




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

2
Rainbow® ) -
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takis 2 kot o freat the Bttle, Your Right to a Safe Dellvary

Change [n Patient Condition: C0Yes [ONo Fasting Status:
Physical Status: ] Patient [dentified (] Consent Present O Chart Reviewed
H.R: [ B.P/CRT: [ 8p0,: | R.R: | Last Feed:
Pre-0P DIiagnosis: ..eeeeccesesnereseencrrseesssenesesessoseanns L8] 4 F=1 110 W Date s irreninnt
13141 |10 LT Anaesthesialogist: ......creerrrerereerereesseeereseens TECRRICIAN: veveeervveceecenmneesnranens
TIME
NO/AIRIO, LFM
HALQ /SO /SEVO Antiblotic
Drugs:
Suppository
Blood Loss
FI0, / S0, :
ETCo,
ECG
Temperature
Tirina Outpt NOTES
23
BP 20
¥ Systolic 220
A Diastolle
X Mean 200 {
« Heart Rate 180
‘Tpeerriicuet on Tima
Teutniuet off Tuma 160
140
Thvost Packin
Thvost Pack Ot 120
100 =
80
80
40
20
- O
0
ABG
LAB Values
GRES
Cthars
O EquipmentCheckedand | Temp: Induction Reglonal:
Functional 1 HME 1 Fluid Warmer Ow (3 Inhal Extremky SPECHY: 1evremearseeamsresraseseanenanes
O sp 3 CingFitm [0 OHWarmer 3 Pre 0, O RSl 1 Spinal O Epidural {1 Caudal
[1 Cuif Site: .... 3 Hugger's 1 Catton Wool 3 Others - Others:
Art Site: e Oth Hion
S kG Lot o o O Mask  [356A Postion
O Temp Ste Times: O Akway C10@l [l Nasal Site:
p Anaes Start: ETT# at cm Needle Slze: Depii:
{0 A0, Monitor
O AgentMonltar O Oral [INasal [ Cutf Paasthesia [¥es [IMNo
(1 Pulse Oximeter 0P End: B Tracheostomy [ Toplcal Gatheter at SKIR vavveernnsusenn cm
[0 Caprograph T UL 10— £3 Drup: Drug Name & Conc:
[0 Ventilatar Anaesthesia: £ Awake 1 Direct Viston Bolus:
B Nerve Stimulator O GA £1 Video Laryngoscopy L1 Styletta/ Bougle Infusion:
] [0 Monitared Anaesthesla Cata 1 Flberoptic Block Level;
POSHION: covesorsssrsaresonns [ Reglonal BIALEH vuverrssnensnne Attempls: Comments:
] Pressure Points Checked Difficlty Why? )
Line {Siza & Location} Transportation to
Eye Care: I CVP: 3 Bilat = BS O PACU ey [ Other
0 oint CIART: O Semi-Closed Circle Relaxant Reversed  [1Yes CNo  [CINA
O Tape Ow: O Closed Gircle
O Padding = O] Otter Nama of the Doctor
O Awake (w1 Slgnature of the Doctor :




| Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

Y
Rainbow® ) -
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

It takes a ot to treat the Httle. Your Right to a Safe Detivery

I\

Received it PACU BY & coveerevsvenersvessssasesensenssesnn Time Received : .....ccocemernen veveeeriiones 1IME Discharged ;oo
250 250 .
%40 240 IV Cannula Slte : :
uy 239 230 | ] 0,Mask 1 Nasal Proags
;5_) gfg ;fg {3 Tracheostormy O T-Piece
@« 200 200 | OJ Oral Alrway ] Nasal Airway
e 190 ! 190 !
= 180 180 .
o 170 170 | Vomiting : O vyes CONo Drug:
= :
& ::gg :gg NG Tuba : [ Yes ONo
v 140 140 | Prain: JYes CINo
130 130
A 120 120 | Urinary Catheter: (] Yes [ No
110 110
= 100 100 | Chest Tube: dYes ElNo
= 80 90| it Oral O Yes C1No
o ‘80 80
70 70 ,
o fso 60 IV Fulds:
o3 50 50 Oral Feeds:
2w «
30 30
v s 20
Ho 10
fo 0
560,
i
| POST ANAESTHESIA SCORE MINUTES
i (Motified Alste Score) IN 30 1 60 1 90 out SCORING INTERPRETATION
"Able to move 4 extremitias voluntary or on command =2 Yaonm : . R .ox
Able to move 2 extremities voluntary or on command =1 ACTIVITY A Minimum Total Score of 8 is Reqwred for
Able to move 0 extremities voluntary or on command ={ Discharge
pnea or limite ng = RESFIRATI . .
Apnee & =0 Exceptions to this, are to be explained in ihe
BP = 20 of Pre Anaesthetlc I =2 i : iniom
A o e v - T—— space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic [eve =1
Fully awake } =2
Arosable on calling =1 GONSCIOUSNESS
Not responding = {
Pink L =2
Pale, dusky, bibtchy, Jaundiced, other =1 COLOR
Gyanofit | =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

Pain Tool USIBI!: OONPASS [ FLACC [ Wong Baker

E1NPS

Anaesthesjologist Name : .. piiabasas eaeantentrenrarse et seR AR RO st R s R R e

Anaesthes|ologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

B T T P P P PP P O

Date & Time: rerrree st ranrarenees v e o

Reassessment Frequency:
1. Every sight hours for all hospitalized patients,
2, Forpost surgical patient, patient with chronic pain, patient with severa pain
a.  Ewvery 2 hours for first 24 hours
b.  Afier 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d.  WithIn 30-60 minutes after pain relief Intervention

Transferred to Unit by (PACU):

B e T P PP TP P T T

Date & Time:__,




HNH-00015299 1P26-00006731
Mrs VOONNA SHALINI

21-05-1994 32Y1M1ZD (F)
Dr. KADIYALA RAMYA THE.

i Shidars | @ girtoRige

Hospital BY RAINBOW HOSPITALS

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

\i

>

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ...... MI"S}'%M‘ ..... Time: @u]c ..... Procedure done by D'C”'“"f .....................................
CSE /Spinal /Epidural Position g’”"" Space : («}u} ................. Technique (LOR/LOS) ..%25........
Depth: ........... ‘1 I o Catheter at Skin q > Attempts : .......... ol AR
Parasthesia : YES/NO if YBS GBLAIS : .......cccvieieiie ettt sttt sttt e et b s n e en st et eneetenseneneeseseennseeerennenees
Solution Composition : ........0."\. / ............. “"’U”'“"rwj,”‘{ ........................................................................
Any other issues :
O O S R
D) oo eeeeeeeseeesseese e Rt
Time I"“;::%Saw Bolus (ml) Leﬂl'e‘::il e FHR Comments

ght | BP | Pulse
A oo™ — gl [9)¢d 1¢
4:18 Ll ,l Wl = [Ty T¢ |2 %
Delivery Details : ~ Time: ........! .[.E.?:‘?..[Z“*APGAR: .................... sﬁlnstrumemal / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : .........ovven.o v SW'M ...............................................................................
Patient Satisfaction : @ 28 T i,

Discharge /Shifting ordered by
DOCIOr SIQMAMING: «...ccsivmissssmsissunsonssvumssnssssaris assiossiinanasiten
DOCIOr NAME: ...t

D10 1 0 1 1] e o e e ot



HNH-00015209 1P26-00006731

Mrs VOONNA SHALINI e
21051904 2Y1M12D  (F) "z,
Dr. KADIYALA RAMYA THEJA Rainbow .

~ DTV Colaans | B mae:

It takes a lot to treat the little.

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: (}1‘}_{1’\;&
Baseline Information: ,

Admission From: [1ER [JOPD [ Admission Desk [ Others: SPECIY st
Primary Language: | Telugu (1 English (] Hindi L | Others
Do yourequire aninterpreter? [ /Yes [ /No
Source of Information: [ Patient L] Family L] Others
Personal belonging if any: [ ]Jewelry [ NoseRing [ /Bangles [ Anklets [IFinger Ring [ ] Bracelets
NANABA OVEIT0 ...ttt st e b oot eb e b e bbb e em bbbt
Allergies: []Yes No [IMedications ["] Blood Transfusion "] Food 0T e
U T L8 ) U0 e mr e ey T T T P R R O B B R P T S
Chilel Complaints; ... mus e st Doctor Notified on Admission: 'Yes [No
N B&,@‘Fﬂlga ........................ Name Of the DOCLOT: ............ovevevveeeeercerseerrerrerennes
Time Notified: ......ocoooeiii
Past Medical History: Obtained From [ Patient 1 Family Member [ | Medical Record [ ! Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

WA NAA i/

Blood Group: ........... C)f-‘(\/e,/ LMP: 9(\\5\1( EDD’)\?‘\VE' Gestational age during admission: g%’“w{

CONTACHONS; ixiomvsmimsissisiinsimonssiinsmissmmsiis i VROl DISCRATDE. tvsiesisissnsissmsnisgnsiosnaonstsnassbshassseashniuhmssssbse v aaonts
Obstetric History: Gy P, Lo, A ) ............... Previous LSCS ................
Height: %gé@‘ Weight: .. BMI: oo

Tomp: . A 4K HR:. qg\th RR:@@.@MK gp: A\ O\D..... Spoz...ﬂﬂ..?.j.ﬁ...

High Risk Factors: (Please select by ticking (v ) the box as applicable)

[] Hypothyroidism [1 Rh Incompatibility 1 Fertility Treatment
1 Hyperthyroidism [] Previous LSCS [] Preterm Labour
[] Hypertension [ Gestational Hypertension ] Others: (Specify)
[] Diabetes [] Bad Obstetric History
[ Anemia [ Obesity (BMI)

[] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PTO)




Patient Sticker

Family History: ] N0 Abnormalities Detected
[] Heart Disease L] Hypertension [ Diabetes L[] Stroke [ Seizures [ Kidney disease
[ Liver disease 11 e

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

Fall Assessment: [1Yes [ JNo Score....... Q@ ....... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [Yes b?rﬂb Score....xX0......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant )
("] Mobility problem L1 Walking Problem p«NﬁfAbnormality Detected
("1 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:

1 Qverweight 1 Poor Appetite > 3 Days [] Needs Therapeutic Diet.
1 Under Weight [1 Diabetes Mellitus D/No«Kélormality Detected
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
@4: & Cooperative [] Restless ("1 Depressed (] Agitated ] Confused
L e e S e o B e A s ek s

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (] Single /LZ’Married [7 Divorced (] Widow
2. Special Habits: Smoker: [ Yes El)la' Alcohol Abuse: [Yes El)le Drug Abuse: [1Yes [INo

Social History: Lives With ..................... ;&\*QMM ......................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes [ No Waste Disposal Explained: _=!Yes [JNo
Infusion Pump : [*TYes [INo Hand hygiene Explained: [ Yes [ No ] Others
Above information given to Q ...... Qﬁ ...................... iieiae

0
Name of Person Orientation was given to: c{\\k’ ...... S\’\ﬂ}*‘w .........................

Orientation NOEQIVEN RBASON: ...c..susisisussisisssesssisssssimssssonsisasasasinssnioissssasspnsnoivssossinsss

Nurse Signature: ......... @ 9 ...........................
~
Nurse Name: .........c...... d\“pd\\ ......................

Date & TiMe: ovvveerrenenn. \b\?&\w ...................
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It takes 2 lot taytreat the little. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: (";.—»\t>r ................. o Time of ATVl oo Time Seen by NUFSE: «.c.oniuiimssasssisssiinn
1) Level of Consciousness: 9&0@: [1 Semi-Conscious [ UnConscious

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

[1 Severe Pain / Moderate Pain (] Preterm rupture of Membranes / Leaking Water PV
I Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
[J Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement ENEE RBASOM: ...eiveeieieie ettt
3) Vital Signs: Temperature:‘.?t?‘..g? Pulse: 61@ rRR: Q0. Sp0,: q%“ BP: X\Q\,?[f\%leight: R
4) Gestational Criteria:
Gravida: G P L A
LMP: ... % .&XQ\\”/( EDD: ‘S\'}\% ................... Gestational Age: . S8=t\we k8 1
Uterine Contraction (1Yes | [JNo | CJNA | Onset Time Frequency:
Membrane Rupture 1 Yes /{No [0 NA | Onset Time Fluid Color:
Vaginal bleeding ] Yes {{No [T NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes ‘Q’lﬂ) I NA Pain Abdomen / Vomiting
Good fetal Movement /D/Y/és O No | oona | 1 No specify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | | |

| | | | | I | | | |

0 1 2 3 4 5 6 4 8 9 10

No Pai ’ Worst
possible pain

N o |10 e T L e
o DUration; ..omnininhiotaemimsmsamramsmme Days / Weeks/ Months (Strike out which is got applicable)
i i 1 o L ORI,

o FrEQUENCY: «ovvvvvvvee N, ]\Eﬁ) ....................................................................................

N [ 1 LU e

6) Past History:

)  SUNGENES: ..cooesuimmresniin on \,\9'” ........................................................................................

b) Medlcal/{)}\;
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)
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7) Allergy:

8) Current Medications: [ Prenatal Vitamin

9) Prenatal Medical History:

1 None

] Chronic Hypertension
[] Gestational Hypertension

[] Diabetes

] None

[1 Gestational Diabetes
[1 Low placenta

i

thers if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
(7] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

=

ry lll: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)

1

ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
(n.mm:nn) < 30 minutes
Re-Assessment Every 15 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
weeks
: Mild hypertension
: 3 Hypertension > 160/110 i
Hypertension Seizure activity and or headache, visual | >140/90 with/vithou
J disturbance. RUQ }Jain associated signs and
' symptoms
; Atypical FHR tracing,
R 5 Abnormal FHR tracing
Fetal Assessment abnormal dopplers
: ‘ Non-Fetal Movement Diseased fetal movement
" Others | + Acute onsite severe |+ Major trauma » Abdominal/back pain | « QOngoing assessment | « Anything that does not
3 abdominal pain » Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
+ Altered level of * Unplanned and pregnancy ) (for hypertension, blood  mother or fetus
Consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
« Cord prolapse » Nausea/vomitingand | « Minor trauma (minor | « Out patient placenta
£ « Severe respiratory /or 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
=i chills) - Rashes

S

Time Seen by DOBLOT: ...cimmissemssimssisssrvmsnsssn

CA/

NUTSE SR -5 s

Y,

NUrSE NAME : .ot A A Y oo D
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
] a.Yes [J b.No

2. TFIND, RBASOM ..o e et et e e e e e e s e e e e e e s e e e e et e ess e e ena et e ese e e s s e e e e e e st e e s s et e ens s ant et e e nteeanees s e er s e nnr e eanenrnas

3. Nipple condition:
(]  a. Nipple well formed

]  b. Flat nipple
(1  c. Inverted nipple
L] d. Short nipple
4.  Milk flow:
] a. Good
(] b. Drops of colostrums
O c.Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




&

Was the position explained:
0O aYes
O b.No

7. For Gaesarian mothers:
O a. Mother is required sit and feed from the 4th feed
C1  b. Please explain football hold

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

9. AQGIHONAI NOES: ....eoereeeeecererrereerrerreeseseevesseesesersssssssssssseressassensasessaseseassssssensarsasssersassassssassresssssemsassssnsorsarsasseseess

Continvity of Care: DALE: oovvrereereererssessesresssnsnrsseres
Handover giVEN BY ...ccevenienninimsennsnsinsinsecnsieoenes Handover taKEN DY ......ccvveeeeeremeernssenssnssssersssssessssrasnsenes
SIQMARITS ...veveseerermenrenreresresrarsessemsarsesssesensmsesssmsssassessensaras SIINAMUIE uevveriiiireemrrsssinvassstseensiesraessssensarrsessassasaserennse

DALE & THME: cevreerieecesnecseeeness e s e sessrsrasssesasssmssnrassasanas DAE & THTIE evvoerreecrerr e rerenssr e essessnssneneasasssesasssnes




