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ESTIMATION SLIP

Date : C;){ )( ’.3{_:, UHID / IP No. :

ient : C ] nder:
Name of Patient : _[ ] . W O Age — Gender: _f~
Father's / Husband's Name : __ [N . \ \J PDUPER Corporate / Occupation :
Address : . Phone: _oyc g ¢ ez;”&l‘m‘;ﬂ:
Procedure / Plan : ) L £g : EDD/Dos: A}é-_‘_&uf .
MODE OF PAYMENT : [ | SELF [Ij;pm M G de [ |GIPSA: OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
-
. .ared Ward
Twin Shared Ward o, - m ": fﬂ!/}/ (-‘1 \,!‘—7\_
Private Room o 7' >11 i ,2.:7 ,1: :
Super Deluxe Room ps '
Suite Rogm +  MNon l)ﬁ!r_a Llg E wite ICp
Package includes Room Rent, Nursing Charges, oom Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
m ]
(?ackage sta:rts. R Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
: Length of Btay for : ,.Q My Length of Stay for : 2 Dz
~
Pharmacy up to 4 200 J< Phannacy-up to (2 000 ,__
Investigations up to ) e b Investigations up to 2000, "=
S Wiell  buby  Lue 190 Ap  2CH
Neonatologist Charges : [:] Covered I___] Not Coveréd Epidural / Entonox : ]:] Covered ]:] ‘Not Covered
al Miulmum Deposnt £ 10 2V 4] )' Af‘ﬂ Wine € ‘h:/u L 0/’ M il 09

1 Room ehgll:nh:y 18 G:.m{y subje? tto Aapp!ﬁva&dp e@ a%;g [{ko{m Fariff st‘éns%‘og thé nJg‘ﬁ/ aéission. The estimated amount may Change agcording to duration
of stay, medical conginon 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 inciude admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete. :

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 pérmitted,
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 Registration Charges, ete. credit cannot be exchanged. These items are not payable to us 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 attendant is permitted in the rest of the categories of rooms and 10 attendant is
permitted in ICU's ~

&; 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 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.
{‘ ).) Fie _/f 777

MU lw- J
Signatory Relationship Signature of the financial Counselor

Signature of the Client
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SURGERY DETAILS

Date : g)){:[% ...........................
Patient Name: ....... M)’&Suﬁf%a .......................... Date of Birth: ... [MFHO ................... Age: 56}/
gender: ... oo le . Ward: o QT . UHID No.-H TR0 ST Y-
Date of Surgery: ﬁ\lﬂbé () OT-1-=0T=2 (10T-3 [10T-4 (JOBGOT-1 []OBG OT-2
NEME OF e SUFGETY : ... R e L A,

1. Surgeon

2. Anaesthetist ST ) B ¢ 1 5§ ———
3. Assistant SUMGEON  .o...oovoeennns D R S
4. 0T Technician %\(mfﬁ\('D ...............................................................................................

5. Circulating Nurse : ......... %ﬁ(fqu ..................................................................... T
6. Assistant NUTSE ... ;¢ “(Saﬂje?f&f% .....................................................................................

Special Equipment: [ Laparascopy (| Broncoscope | Harmonic _ Morcelator
.| C-ARM (] Cystoscopy | Versa Point ! Liver Cusa
(] Neuro Cusa (] OtherS .o

Wm’\/u' %4 .

Signature of the Surgeon Signature af Circulating Nurse

Order No: .26..00002.01380......... Order by: 5MM@‘?/W)M2¢/S/%

Docu. No.: RCH  /FRM/ GENERAL / 114
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HNH-00015547 IP26-00006397 . o
:n?;t;:lrm ey ] 22:?1‘?:;\:5 ‘ Bll'tthght
oems Hospital _ | [ museoncsm
T I||I|II|I CONSUMABLES OF 0T ™
Circulating staff :........cccoennes P&A}Q ......... Technician : *B’E)Jfﬂ(]j .......... Dats : ﬂ)JS) 2 b, Time : .
Anaesthesia Disposables M'ﬁ' usea | SuUrgical Disposables md“' ueea| Disposables (Baby Side) _‘“V_
ET tube | [aorPack S¢S | Aoy [ itk ol
LMA suwres Q3 242 4] |~]_Cord Clamp o "
ECG leads (A P/ N 1o 3123ub , 2462 A4 [~ suction Catheter '
HME filter: A/ P /N L - Feeding Tube Eo oy
Syringes : 10 cc M EE | Vaccum Suction Set
05 cc o7 | sioves Hl[g 103 | surgical Gloves §, &', Y14l 1 4+
02 cc il 0% ryoye €L 104 ,| GauzePack ~—{ -~ 1T
01 cc |0 V| Syringe fml/ 2mi 05;/
Cautery plate (’] P/N 10 Surgical blade ] 9) /6) Surgical Blade # 20 ®) i
IV set _ | NG tube | Koochies (5) 0 e
RL ~"[0 72 Catery pencil A0\ |24-coo020129]8
o NS : 10mi/ 100mi / 500mi / 1000mi || Koochles XL Aol Toai
OX Y300 10 Y | Ointments i
Suction Catheter o .
Fentanyl 0 ) | Cap, Mask -fo frto "
Morphine GawePack <f.C Ao
Ketamine Mop Pack O
Propofol Steristrip e
Rocuronium Underpad Ao
Glycopyrolate Draw sheet
Myopyrolate Abgel g
Ondansetron 1~ | Foleys catheter ‘
‘lf)(('\f Pencan 2y Spinatteedie22 |~ [ & | | Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) 0 [ | Romodrain bag
Antibiotics " | Bandage
Y Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg " | Double J Stent
Supridol: 100mg — | ~"|g| [ Vaccum Suction set O]
Justin : 12.5 mg / 25mg / 100mg ] | Plastic Bed Sheet o
Tab. Misoprost : 200mg Betadine Solution 1ot
L leves L0 “1o Y | Microshield Ol
hauze T[SV | o"FeCotion Ball 1O}
o8 | Latex Gloves —1A0
Ramdione Scrub /
S (702 Sl Ao 10 Y
Surgeon Anaesthesiol esl OT Technician

Order No. : 26-0000 201293/ 2?‘/ Ordered by :
Doc, No. : RCH/FRM / GENERAL / 125
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DEFICIENCY CHECK LIST OF CASE SHEET

BirthRight

BY RAINBOW HOSPITALS
;.r Right 1o 4 Sa'e Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Hem!rks T
1 Admission sheet A
2 Discharge Summary i -
3 | Nursing Initial assessment | =
4 Patient Transfer form |- S e |
5 In-patient Medical record i N ]
6 Doctors progress sheets 2 T
7 Nursing plan of care and handover sheets \
8 Consultation sheet
9 General consent for treatment |
10 | Consent for Surgery
1 Consent for blood transfusion —
12 Consent for chemotherapy
13 Consent for high risk
14 || Consent for Restraint
15 | LAMA consent
16 | Consent for special procedure / Sedation
17 Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post)
22 | Neonatal Admission/Delivery/Physical Exam ]
23 | Medication Reconciliation i
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 V..
30 | Intake and Out take chart (fluid chart) RE
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 ﬁ{
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Reh ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart
RiLIAA ] N
oy G.
Total No. of Pages 9\ X
— Signature and Date :

Doc. No. : RCH/ FRM / GENERAL / 126
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Your Right to a Safe Uellv;\:\-

Name | Mrs D SUNITHA UHID | HNH-00015547

Father/Guardian Mr D VEERESH Age/Gender 36 Y/ Female

Atdians dundigal h no 6-58 gandi maisamma mondal medchal dist, Air Force Academy, Hyderabad,
A Telangana, INDIA, 500043

IP No IP26-00006397 Admission Date 21-05-2026

Ref Doctor self

Discharge Date  24.05.2026
DISCHARGE SUMMARY

Consultant:

Dr. MAHALAKSHMI GOLlI,
MBBS , MD(OBG)
AMC16257

Diagnosis: PRIMIGRAVIDA WITH 38 WEEKS PERIOD OF GESTATION
WITH IVF CONCEPTION WITH CEPHALO PELVIC DISPROPORTION WITH
CHRONIC HYPERTENSION IN LABOUR FOR DELIVERY

History:
ET: 06.09.2025 Obstetric formula: Primigravida
EDD: 01.06.2026 Gestation at admission: 38 weeks

HYDERNAGAR 4
Y DERNAGA! KONDAPUR OUTPATIENT SECUNDERABA KONDAPUR
‘ Ul ABAD ONDAPU

3040 - 4248

Q18002122 @& www.rainbowhospitals.in




Name Mrs D SUNITHA UHID HNH-00015547 ‘

1P No IP26-00006397 Admission Date 21-05-2026

Obstetric History:
G1 - Present pregnancy, IVF conception.

Medical History: Chronic HTN -diagnosed in pregnancy.
Family History: Nil

Surgical History: Hysteroscopy in 2025.

Allergies: Nil

Antenatal Details:

Mrs D SUNITHA was booked to Rainbow hospital at 38 weeks of gestation. She
had regular antenatal checkups and investigations as advised. She had regular
antenatal checkups and investigations as advised. She was diagnosed with

Chronic HTN at 9*3weeks, started on antihypertensive. Home BP recordings
done, within normal limits. NT scan was normal. FTS was low risk, TIFFA was
normal. Fetal 2D Echo was normal OGTT at 24 weeks(89/61/154). Fetal growth
monitoring done by serial growth scan. Growth scan done at 03.05.2026

showed SLIUP at 36%° weeks with Placenta fundo posterior, Cephalic
presentation with AFl 18-19cm with EFW 2800gm, with Doppler normal. She
was admitted at 38 weeks with CPD in labour for EM.LSCS.

Investigations: Enclosed
Blood group: "A Positive"

Management: Course in hospital:
She was prepared for emergency C- section in view of CPD in early labour with
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Mrs D SUNITHA UHID HNH-00015547

IP No IP26-00006397 Admission Date 21-05-2026

precious pregnancy. with indwelling Foley’s catheter and IV canula under
aseptic conditions. Written informed consent for surgery taken. Preanesthetic
check up done. Anesthetic premedication (IV Pantop and Perinorm) given.
Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient shifted to theatre.

Surgery Notes:
Under spinal anesthesia she was painted and draped as per hospital protocol.

Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing donc.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

*LUS - Vascular.

Delivery Details :

Date : 21.05.2026
Time of Delivery : 9:58pm

Type of Delivery : Emergency LSCS
Indication : CPD in Labour

Anaesthesia : Spinal

BANJARA HILLS YDERNAGAR KONDAPUR OUTPATIENT CLIN
Y -
c J
46 2180

@ 1800 2122 @ Www.rainbowhospitals.in

!EI_Y_EEIE\IBOW HOSPITALS
Your Rightto a Saf(TDxt;;




Name Mrs D SUNITHA UHID HNH-00015547

IP No IP26-00006397 Admission Date 21-05-2026

Baby Details :

Date : 21.05.2026
Time : 9:58pm
Sex : Male
Weight : 3.3kg
Apgar : 8,10

Gestational Age: 38 weeks
NICU Admission: No

Post-Operative Notes: \
She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. 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 twice daily till (9am-9pm) 29.05.2026 after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
27.05.2026 (8am-2pm-10pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 27.05.2026 (9am-
3pm-11pm) after food.
4. Tab. Pantop 40mg twice daily till 29.05.2026 (7am-7pm) before food.

O
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Your Right to a Safe Delivery

Name Mrs D SUNITHA UHID HNH-00015547

IP No IP26-00006397 Admission Date 21-05-2026

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 for after food.
7. Nebasulf Powder for local application.

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

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

Review with Dr. MAHALAKSHMI GOLI after 1 week on 01.06.2026 at
postnatal clinic.

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.
2.The wound can get wet during a bath or shower. Dry it thoroughly and gently

by dabbing with a gauze piece. Do not rub the wound.
3.This gauze piece needs to be discarded after one use.
4.Prior to touching the wound clean hands thoroughly with Microshield solution

and allow them to air dry or use disposable paper napkins.
5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

BANJARA HILLS
HYD
R S i DERNAGAR KONDAPUR OUTPATIENT CLINIC ' SECUND!
2 i ; S 2w CUNDERABAD

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs D SUNITHA UHID HNH-00015547
IP No IP26-00006397 Admission Date 21-05-2026

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. w/
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 appointments at any time by going online to our

website www.rainbowhospitals.in
ReglstT;X/ ReSIdent/C M.O

e
s 1€ < A N,
r

Dr. MAHALAKSHMI GOLI fes i';';-. 2\
MBBS , MD(OBG) (& imerstmaan)3 )
AMC16257 \&\ =228 /o)

\ — /



z. ‘ Rainbow Childrens Hospital-Himayatnagar
Rainbow '
Children’s

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Saie Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

ital gl

Hosp K

TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

VMR RCRTRE LA T TR (R
Admission No : IP26-00006397 Admit Date :21-May-2026

Admit Time :08:08 PM UHID : HNH-00015547
Patient Details :
Patient Name : Mrs D SUNITHA Age :36Y
Guardian : Mr D VEERESH DOB : 01-01-1990
Gender . Female Religion
Occupation : Martial Status
Address (H) - dundigal h no 6-58 gandi maisamma mondal Phone No : 9666024185/ 7659030447
medchal dist Air Force Academy Hyderabad E-mail
Telangana INDIA 500043 -mal

: veeresh.duddala@gmail.com

/Mission Details :

Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT
Room No : LDR-415 Admission Type : First Visit

Contact Details :

Name : Mr D VEERESH

Relationship : Husband
Contact Address

. dundigal h no 6-58 gandi maisamma mondal  Phone No : 9666024185
medchal dist Air Force Academy Hyderabad

Telangana INDIA 500043

L™ Mor Details :

Doctor Name : Dr. MAHALAKSHMI GOLI Specialisation

: OBSTETRICS AND GYNECOLOGY
Referral Doctor :self

Phone No
Co-Consultant

Payment Details :

Deposit Amount : 10000.00
Payment Mode : Cash

Payor Name : MDINDIA HEALTH INSURANCE TPA
PVT LTD

Jate / Time : 21/05/2026 20:12 Printed By : 020099 Page 1 of 2
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PATIENT TRANSFER FORM lll-'!g?nei'}.g‘!lm BY RAINBOW HOSPITALS

\\

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015547 1P26-00008397
SR | 06|y ] 99150, © 5
r. MAHALAKSHMI GOLI

T Transtr Ordered by Reason for Transter
L3

From Unit To Unit Information to Attendant
- ]
ANES [T \315 ) e e
Number of Sheets in Clinical File Number of Imaging Film/s Personal belongings including
— clinical documents. If any handed

over to attendant

NS{\ ~ \ Yes L1 No[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S1.No. ltem Name Quantity
1. eL A
A —_—
| R
3.
Z
4. /
5. ¢
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Wordluanidd @ Mol | pn- Swodhe
Patient & Glinical Records Received by : &A/\U’M ng/ @ 5.30 AaAm

Date & Time of Patient Received : _ A} XA 5 [ %

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
ocu. No. : RCH /FRM / CLINICAL / 102

—



PATIENT TRANSFER FORM

2

Rainbow"® . S
Children's | @ BirthRight
Hospital .ﬂw
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015547
Mrs D SUNITHA
01-01-1880 BY

1P26-00006397

Date & Time of Admission

05|26 @ GoEh

Date & Time of Transfer Order

) 590 3000

- Dr. MAHALAKSHMI GOLI

PARA Po

IHHHIIIIHIIIIIIIIIIIIIIIIIIIVIIII e Reason for Transier
pn- o 653
From Unit To Unit Information to Attendant

Yes |t No[ |

Number of Sheets in Clinical File

0)6

Number of Imaging Films

e 20

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

Yes[ | N
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1
Q) [Za)
M N

2

3

4.

B

Shifting Summary / Notes Written by Doctor :

Yes. &~  No[ |

Name & Signature of Person who is Transferring

st ad ot Fa® dosd fn

Name of Person Ordered Transfer

Y eoth o

Patient & Clinical Records Received by

fula

Date & Time of Patient Received : 2| { 5’9,6 @ q'zam.

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

"] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ | Nurse not Available

|| Available Bed not ready




ACTIVITY RECORD FOR BILLING

UHID N

Date of Admission :

HNH-00015547
Mrs D SUNITHA
04-01 mo

|Pzﬁ-oooasm

\\\\\\\\\\\\\\N\\\\\\\\\\\\\\\\\\\\

ate of Discharge :

r{/

Rambow
Children’s .
i
Hospital BlrthR ght
Illakesalottoh’eatme\m Your Right | loan Dl very.
sonsultant : 3]0 S ——

Room / Bed No : --------==---—- Ward Suggested Billable bed type : -------------===mnnceev
WARD TRANSFERS
Date Time From To Slgnature of Nurse
WG [0/ | pnegpe§d | O Cha=
526 | 10.Spm DT pwpf | ] P
995 | govm | pALRPSH (Bl ) Q [CGa—

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

9.

10.

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




INVESTIGATIONS

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

Dat Name of Connecting Disconnecting Order N Signat
ate Equipment Time Time raer o 'ghature
= . W?J/‘Q
il @ﬂJJemw«w}aq__mbeW O ) f o_)‘k ) (-
5 \mfuﬁ g\omfr/\"mﬂ \0:54 vy VYT @/
] | . A Vv — ;
_ Qe




PROCEEDURE

Date Proceedure Quantity Order No. Signature

915 | \wplaeceamend | (DD Y ok

2) | 5 | eodhanizeny | ) AAVETT{

2))5 P&PL-@?) D 11222} -

aill ¢ (/'/‘M”;%Z”L

/N
., Y
T ~ g
22/<p |l NUO (1 bfar | g
;4 ] A 7 RIS ... e

= ( pf ~ ;S
CnAs< LI/QL'LX€ iy LN <

ANY OTHER INFORMATION

Date: Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00018547

Mrs D QUMTHA 1P26-00006397
01-01-19p0
Dr. MAHALAK ,//é

iy Chiarer' | @ BirthRight
IP ADMISSION SHEEI FOR OBSTETRICS

It takes a lot to treat the little. Ya:; Iiighl to a Safe Delivery

Presenting Complaints LMP: EDD: |\ lg [ 85
Lo Con 88 Corrected EDD: GA: 3Rusec b
Obstetric Formula: ~ ©ctrnt Menstrual History: Regu@E/Yes ] No

Obstetric Examination
Obstetric Hostory: TNF cownee "E\‘".

ol ’@ €78 - (e sl Fundal Heightt O\ ~Teven

TIF:QZ‘%?@) - C"T'P - %"(\Igﬂm Ut. Activity: _gﬁf;xed ‘/B’WI Citlod. ) Severs

rd

Present anby cord Liquor: .E/Kdequate [] Oligo ] Poly
G'O"SH" @ PP: \Qﬁﬁphalic (] Breech Others
~ Head Fifths Palpable: N«
RISK FACTORS: FHS:  (*Nomal [l Tachy [lBrady [JAbsent
~ )
> -
OW“’“‘ RS _Per Speculum Examination — No! dow e
( Siopqu odrer v, T Ks ~ Draining: (] Present  [] Absent [ Bleeding
P'c»'@) Colour of Liquor: [ Clear (] Meconium [] Blood Stained
' Vaginal Examination . Net doae
L : : / Cervix: [] Long [} Partially effaced [] Effaced
Height: ............... cm / .
Weight: . RTRE E Os: Closed _ Dilated
ﬁ Allel'gies ...N\.\ ..... rsscessasssiskriats i stanidi M embranes: El Present I:] Absent
" Breast"/E'Nﬁmal ] Abnormal
Liquor: L] Clear (] Meconium [] Blood Stained

General Examination:

Consciousness: @ Pallor: @

Presenting Part: [] Vertex (] Breech [] Others

lcterus: &) Edema: (2 Sutton: O0-3 0O-2 0O-1 00 O+1 0O +2
Temp: —N@:‘Df‘\e PR: 8bpn. Pelvis: ] Adequate (] Doubtful
BP: ‘zl(gw%g, DTR:
CVs: Q8400 RS @l _rovat
Liver/Spleen: @ Urine 0utpu®
080 (BIMERRARE < s A i o i e S i

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




HNH-00015547 |P26-00008397

D SUNITHA
:::1-1»0 38Y )
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R ‘BirthRight"
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DRUG CHART
Date of Admission: %\\G[% Drug Allergies: NAA ................... 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

o

NURSES

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

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

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

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Date

Time

Dose Route | Frequency

Start Date

Doctor’s Signature |Valid Period

Pharm.

"\Additional Instructions:

DRUG :

Date

TirTne

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Tirvne

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118
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m ””mm"m"” ,m""m REGULAR PRESCRIPTIONS Weight. ................... ward. ........ccoooon......
DRUG: TN - Ceroraxime A%
Dose Route | Frequency |Start Date i
19 w | B [9tfrlag
Ndme & Signature of the Doctgr r 1 -
Starting the Drugs: }‘4:1( _qof, M
y’ 1) o\ [S Vo .

Additional Instructions: (

o

Daily Doctor’s Endorsement by a Sign

DRUG : 7. CEMRAHNE

Date

Dose Route | Frequency |Start Date

LW BO 2[she

Tif'ne

o

AU

N

Nahe & Signature of the octor
Starting the Drugs: S
g g ; \}f P
& L
Additional Instructions:
D
]
(% 7207
Daily Dactor’s Endorsement by a Sign W |
Dater NG| \
DRUG : ) - NEWRONIDAO LE  Timgh\ N\é&)ﬁ\g
Dose | Route |Frequency [Start Date| & ) b

Dongd W | T |alghek®

Name-&/Signature of the Dogtor

Starting the Drugs: /A

93571\%.

Additional Instructions: ©

X Thap

.
%

Daily Doctor’s Endorsement by a Sign

DRUG : PARACETAMO -

RN

Dose Route | Frequency |Start Date

lgw | ple | TiD e

Name & Signature of the Doctor
Starting the Drugs:

i’ 0"/{. W

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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nRalnbow
Children’s .
Hospital

It takes a lot to treat the little.

REGULAR PRESCRIPTIONS weigni

Ward

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe De(iver}

DRUG: Dl&orenal

Date

>

Tipr

Dose Route | Frequency | Start Dt.
T | Pl 115 ”/f

Name & Signature of the Doctor
Starting the Drugs:

-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : TRA MA DO L-

o
Ti%i@(’

Dose Route | Frequency | Start Dt.
/19 2-5 Plo |MD /i

al

Name & Signature of the Doctor

Starting the Drugs:
T TY

v

Additional Instructions:

<

R

i

Daily Doctor’s Endorsement by a Sign

2

DRUG: 7 y €10 FENA-C Supii

N

Ld

Dose Route | Frequency | Start Dt.
Foea ﬁp\-ﬂ% 24/0f

Name '& Signature of the Doctor

Starting the Drugs: .

i

Additional Instructions: § g

Daily Doctor’s Endorsement by a Sign

DRUG : TA, PANTOP

ate
me

S

Dose Route | Frequency | Start Dt.

—

gon| Plo | o U

Name & Signature of the Doctor
Starting the Drugs:

| Z N
Additional Instructions:

Daily Doctor's Endorsement by a Sign

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




HNH-00015550 IP26-00006399
Baby Of D SUNITHA
21-05-2028 OYOMOD2IH (M)

Dr. SPANDANA PASUPULETI

O
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Rainbow®
Children’s .
Hospital .

It takes 3 lot to treat the little.

|

BirthRight

BY RAINBOW HOSPITALS
'vu;mgm to a Safe Delivery

DRUG : b WD{,E&&“ Dlzrtleenh\{ {K’ \7‘\&

Dos Route Fréquency Start Dt.

g po | BO 235

£

A S

N & Sigpature of the Doctor
Starting the Drugs:

__——/ )

N
A I

Additional InstrutTions:

Daily Doctor’s Endorsement by a Sign

< [J

pruG 4B M LOEES ot ORI
Dose Route Freql]’eﬁgy Sta ng P
llab| PR.| TID 9JT ~ + X
Name & Signature of the Doctor ' .
Starting the Drugs:

. g

Additional Instructions:

[corm
C,Lsugpmw>

P

Daily Doctor’s Endorsement by a Sign (V4
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 : TDi?[g%b

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additiona! lirstructions:

Daily Doctor's Endorsement by a Sign
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Time Nurse Sig. Nurs‘e'Sig. urs‘i ig '_' '
m 3 I I Nurse S I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROUtB Sta n Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Cose Oose R
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: O o = e
Dr. Sign. Dr. Sign. Dr. Sign. Dr, Sign.
Date»
VARIABLE DOSE Tlme Nurs‘sSig Nursssgq, Nurs‘erSig. I Nurs‘e'Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date oo Dose Dase Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor e Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: et pose pose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ?ﬂﬁc%g:er Route Signature Nurses
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=
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Dt i «~...0sition of LV. Fluid Route [Flow Rate J

(If infusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
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VERIFIED BY Name ....... a0

Patient Sticker —l Weight. ..oovveerverennens Ward. .o,
Date»
VARIABLE DOSE Tigie | Nurse Sig. | arsa sig. | Hurse Sig. ] Nusesig. |
Dose Daose Dose Dose ;
DRUG : Dr. Sign. D, Sign. Dr. Sign., O, Siga,
RDUtB Sta l't Date Dose Dose Dose Dose
|
br. Slga. Dr, Siga. Dr. Sign. Dr. Sign. }
Name & Signature of the Doctor Bose Dose Dose Dosa ‘
Dr, Sign. Dr. Sign. Dr. Slga. Dr. Sign. .
Additiona! Instructions: Doso Bose Dose Dose
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige Nurse Sig. Nurse Sig. | Nurse Sig. Nurse Sig.
Dose Dose Dose [osa
. !
DRUG : Dr. Sign. or. Sign. Or. Sign, Dr. Sign.
|
Route Sta it Date Dose Dose Dose Dose
Dr. Sign, Dr, Slgn. Dr. Slgn, Or. Sign. ‘I
|
Name & Signature of the Doctor Dose Doss Dose Dose E
}
Dr. Sign. br. Slgn. Dr. Sign. Or. Sign. &
Additional Instructions: Dose pose pose Dose
Or. Sign. D, Sign. br, Sigm, Dr, Sign.
STAT / ONCE ONLY DRUGS i
. L Dosage & Other : |
Date Time Medication Instructions Route Signature Nurses
g
< |
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Rambow
Children’s .
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It takes a ot 1o treat the little.

W

mcDICATION RECONCILIATION FORM

Drug AlIBIGIES: ....cveeeeeee ettt ea e ¢

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

| Not 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

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

another unit.

(T e e b e e e P e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1) | FREQUENCY | pare /ime | AREESIN
1 > ¢, Cufc
ThR - (RO Hob Plo Ot Lols e
2 ¢ \&5C
TS CheM Mo do | on | ol
3 ¢ Coc
4 Oc Cioc
5 COc 0oc
6 CC CJDe
7 ¢ Ooc
8 Oc Ooc
9 (JC ODC
10 ¢ Coc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ............ ﬂ bk GVeena
Date&Tlme &'/5 he.@....00M....

Nurse Name & Slgnat;;" w G.E!Z&A/\'YVLLQLK @ \‘ﬂﬂldld.,
Date & Time : 2NN %@q@w\ .........................

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

'\




00015547 |P26-00006397
HNH-000 ‘ e
Mrs D SUNITHA

04-01-1900 8y 2 S Rain b:B_w“’ .
D, MAHALAKSHI GOLI | oo | @ BirthRight
b T hildrer' | o anant
= RESULT SHEET
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Date Ti] =
Time | " /
Hb . & /
PCV 35 /
B0 Y

WBC IG.00 1

N/L i) “q !

Platelets ?:]
CRP

ESR

PCT
& RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT |
T.Bill/Conj
T.Protein
% S.Albumin
S.Globulin
A/G Ratig
Uric Acid
S.Amylad!e
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

-
—

F

T
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Date ) 3
Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

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

Radiology : U G & ettt ettt ettt e e s e eaeeer et enenn
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ing Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Obstetrics and Gynaecology
Early Warning Signs

£
1-Yellow Alert :
Repeat Observations
in 30 minutes
\.

2 S e
2 Yellow Alerts or 1 Orange Alert:

Complete a Full Call fhe Olittatric: d Repeat
all the Obstetrician and Repea
Set of MEOWS Observations

Observations in 30 minutes

A / \

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

S

* The Modified Early Warning Score (MEOWS)



HNH-00015547 1P26-00006397

:'1:? :::lm sy "%
Or. MAHALAKSHMI GOLI Rainbow"® . .
i lll|l|||||||||||||ﬂ||||||||||||||||| e i i ‘Elﬁi?ﬁé?ﬂi

Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date
Time 39ﬁ0111212’\345(€§7891 11121@345

> 30
21-30 ‘
11-20
0-10
94 - 100 % b 0
<94 %
Administered 0, (L/min.)

40

39

38

37 9 g o
36 1E1 %
35
< 35

170
160
150
140
130
120
110
100
90 \ A Q 21 p 2
80 [ 44\ )% L 2

70 o \

60
50
40

190
180
170
160
150
140 kT
130 LY Y
120
110
100
90 \
80

70

60

50

130
120
110
100
90
80 I% 3 % i ’J’
70 U_I oa -

60

50 L Y
40

NEURO Alert | | l ;2 | | l ;? | | | :I | | | el | I | —

RESPONSE j——Yoice
[v] Pain
Unresponsive

URINE >30
mils / hour <30

(2}
~

(Write rate in
corresp. box)

Saturations

3 dwa]

1)
i

aiey Ueay

P
TR
—
i

8
T

—_—
anssaid poojg 21j0isAs

-«
ainssald poojg J1oiselq

Protein + +

Proteinuria ~
Protein > + +

Lochia Normal

Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES O

Liquor

" exfial

SEE
‘\

Nurse Initial

TOTAL ORANGE SCORES @




Early Warning Signs

[ Obstetrics and Gynaecology ]

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
,
- N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
'Observatiops in 30 minutes
N\ J Y,
4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
o ¢ Repeat-Observations
°e “in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)
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Early Warning Signs
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1 Yellow Alert =~ "
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- in 30 minutes
\__ i i J
e N | h
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
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> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
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- bl in 15 minutes or continuous
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* The Modified Early Warning Score (MEOWS)




HNH-00015547 IP26-00006387

Mrs D SUNITHA )
01-01-1990 Y (F) 2
—— Dr. MAHALAKSHMI GOLI Rainbow® ' -
U AT Children's | @ BirthRight
Hospita . BY RANBOW HOSPITALS
It takes & lot to treat the lttle Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

6 '% Date
.%\ Time 8191101111121 1]12|3|4]15]6]|]7]8]9%|210]21]112]11] 2 3jl4]15]16]|7
A

> 30
21 - 30
11- 20
0-10 ' i ' | ‘ | i ‘ . -
94-100% --7.FJI--------------‘-------
<94 % | ) | 5= | B [ |
Administered 0, (L/min.

40
39
38
37
36

RESP

(write rate in
corresp. box)

Saturations

2, dway

< 35
170

150
140
130
120
110
100
90
80
70
60

q
DS
50
FCOM 1 o P 1 e WY il i ) e e )
|

2jey Ueay

190
180
170
. 160
. 150
| 140
| 130
120
110
100
90
80
70
60
50

130

120

110

100
90
80
70
60
50
40

NEURO Alert v | S S N R [ [ o) () [l

RESPONSE | Yoice
[¥] Pain
Unresponsive

URINE | >30
mis / hour I <30

—
anssaid poojg oIshs

-«
ainssaid poojg Jljoiseiq

Protein + +

Proteinuria
Protein > + +

Normal
Heavy / Foul

Visir |_Clear / Pink =
9 | Green
TOTAL YELLOW SCORES

Lochia

TOTAL ORANGE SCORES
Nurse Initial
[




S - 7 -
R

-t

-

—

—~-Obstetrics and Gynaecology
Early Warning Signs

- ™)
1 Yellow Alert :
Repeat Observations
in 30 minutes
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Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
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in 15 minutes or continuous
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1. All measurements in ml.

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

T wsie b
& Thrombo- [ o
Date | Time | Nawre Route NG | Diarrhoea | Vomit | Drainage | Urine | Phieoit o
Mouth LV N.G
08:00 am | g
09:00 am
10:00 am Pl
11:00 am \X
12:00 pm ‘5\
01:00 pm /
Total Intake : / Total Output :
02:00 pm
03:00 pm L
04:00 pm /
05:00 pm /
6oopm|
07:00 pm s
Total Intake : Total Output :
oopm[gy | l*mwf R -
C 09:00pm |9 n N mMV A Vol l’ /}
\. TD:OOme\L_ O Yo . 0 :

N Toomle L | Y YO ﬁm&*—'r“("('@i /?
1200am |1 | o4 | \oom i D 177
0:00am [QL- | | \opud '7”@m) [V

Total Intake :* [, ® y1 Total OQutput: D o) 5 Le Pd
0200am | p | \0 g

/ 03.00am | 1 \0ow! R

JANg T - % G
05:00am | € 1_ | © o Gogpd—T
06:00am |\ \OF : Y| B
07:00am | (- \0 ¢ V

Total Intake : Total Output :

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

LaoelE 0 o e TAV sng
Date | Time g%% Route NG | Diarrhoea | Vomit |Drainage | Uring ﬂé%g‘gg ,&'ﬂge W
Mouth | LV ,| NG ),
08:00 am {0 j
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Lo
g\% 11:00am N~ @‘(\ I‘('fl)"" o - W
ool | SR 10 A I
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02:00 pm N bposT— |
03:00 pm = ) / '
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Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake i Duipa

. [ wsie

Date | Time | Nalure Route NG | Diarthosa | Vomit | Dranage | Urine | Phiebiis e
Mouth | LV | NG P
08:00am | / il 1)
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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.

IV Site

Date

Time

Nature
of Fluid

Route

Thrombo-

. . i ; phiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PReo™ Nurse

Mouth

LV

N.G

08:00 am

0’(\

09:00 am

10:00 am

&

B

11:00 am

12:00 pm

e O P
R
9.

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 Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

“07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake
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[J Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

E(LMaintain Fluid Balance

[ Improve Activity Tolerance

[7]“Maintain Good Nutritional Status
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Pain Stofe = Moditying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character i Educated .Imervantlon Sign
| [ Continuous | [ Acute ] Sharp (1 Dull [ Increasing | [ Yes /\/,A— @’
iﬁf}é A oo | — [ Intermittent | CI Chronic [J Aching (] Burning | () Decreasing | [ No
: [ Continuous | [ Acute ] Sharp [ Dull [ Increasing [J Yes Y
‘L{ [ 5 LU)’V“\ ? — {1 Intermittent | [ Chronic ] Aching (1 Burning | [J Decreasing | [J No /@
% () Continuous | [ Acute 1 Sharp [ Dull L Increasing | [ Yes MAF— -
WG ‘LQ“M - CJ Intermittent | [ Chronic (] Aching () Burning | [J Decreasing | [ No (
\
p . , - . .
9}7/) — - [J Continuous | [ Acute O Sha‘rp ] Dull . [ Increasing [ Yes W\
h é ﬂ i 9 (] Intermittent | [ Chronic J Aching T Burning | [J Decreasing { [ No @
04 M 0 ] Continuous | [] Acute ] Sharp (1 Dull [ Increasing C1 Yes Jd o \
2?»/5 104 " | O Intermittent | I Chronic ] Aching () Burning | ] Decreasing | [ No o @ o+
] Continuous | [ Acute ] Sharp [ Dull 1 Increasing [ Yes \OA
2\,’ S QQT“L O - [ Intermittent | ] Chronic [ Aching (] Burning | (] Decreasing | [ No N @ d
( 1 Continuous | [ Acute (] Sharp 1 Dull L] Increasing L] Yes e
M lOF'Y\ O ] Intermittent | ] Chronic 1 Aching [ Burning | (] Decreasing | [ No dila &
’)2[5 0 T Continuous | [ Acute ] Sharp 1 Dull [ Increasing | [ Yes
— D A | —e—— &
M'Y') b (1 Intermittent | I Chronic 1 Aching [ Burning | [ Decreasing | [ No
(1 Continuous | [1 Acute 1 Sharp [ Dull a Increas;ing [ Yes
| N
%‘5 LS GJQFY\ O L!.O [} Intermittent | I Chronic ] Aching [ Burning | ] Decreasing | [ No SRl @’7
Continuous | CJ Acute ) Sharp [ Dull ] Increasing | [ Yes N A ﬁ

Intermittent | I Chronic 1 Aching [ Burning | (] Decreasing | [ No

éo
|

23/5’ [ 0dm

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
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r P PAIN ASSESSMENT TOOLS A

FLAGG PAIN ASSESSMENT SCALE (1 Month o 7 Years)
. SCORING
CATEGORY
s 0 ] 1 2
: —
. Occasional Grimace or Frown, Frequent to constant frown,
Face . No Particular expression or smilg withdraw, Disoriented quivering chin, clenched jaw
Legs ’ Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs'brawn up
LI
. "1 Laying quletly normal position, Squirming shiffing back and .
Activity moves easlly forth; tense Archied, right, or Jerkdng
Numerical Paln Scale (Obstetric and Gynecology} . . .
1 1 l | | 1 l 1 ) 1 { ' Moans or whimpers occasional Crying steadily, streams of sobs,
I i i i | 1 i 1 | I~ ] Cry No Cry (Awake or asleep) ; :
0 i > 3 a 5 8 7 3 S complaint _ ) frequent complaints
Ho Pan Poss[glr:tPam - Raasgsured by occasional touching, .
Consotability Content, relaxed hugging, or being talked to, Difficult to consolé ot chmfort
distractible
Neonatal Pain, Agitallon and Sedation Scalg {upto 1 Month). PN ( v
Asspssment Sedation Hormal Pain / Agitation '
Criteria ‘ -
Wang - Baker (Pediatrles) Above 7 Years 2 -1 0 1 2 .
Crying No Cry with painful Moané or cries Appropriate crying Not| Iritable or erying at ¢ High-pitched or silent-
Iritabitity stimuli minimally with painful | irritable intervals consolable | continuous cry
stimull +| Inconsolable, | "
Mo HUft Hurts Lrttie Bit H“fls l-"ﬂ' Mﬂfe EVB" More Hurts W“"'e Lot HU”S W°'3‘ Behavior Stale | No arousaltoany | Arouses minimaly to | Appropiate for Restless, squirming | Arching, kicl{ing'constantlyaw;ke
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontangous '| Arouses minlmally / no movepment
{ movement movement sh | (not sedatod) <,
" Fatial Mouth 3 Tax Minimal expression | Relaxed Appropriate | Any pain expression ‘Any pain exprassion
Exprassion No expression with stimufi intermittent comtinual .
: } o Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | Intermittent  *" |/ Gontinuial clénched «
Tone Faccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Norma! Tone or finger splay splay
. Bodyisnottensd || Bodyistense '
Vital Signs HR | No variability with | Less than 10% Within basetine or | Increase 10-20%’ Increase greater than 20% froin
AR, BR Sa0, | stimuli variability from normal for from baseline baseline, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age $a0, 76-85% with | equalto 75% with stimulation -
amnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator

o =/
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b g —AMOBile: 2. Very limited: 3. Slightly limited: 4. No limitations: '
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (-f
without assistance. to completely turn self independently. independently. ‘7
2, Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; )
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity" Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

1. Completely limited:

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

Sensory Perception

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

3. Slightly limited:

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

1. Constantly moist:

Maisture Degioe 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

. :q i by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed D is detadied ; 8h
Yo tnoiturs ampness is detected every time ours. every 24 hours.
patient is moved or turned. |
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient ((
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely q ("
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.{ in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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.

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
oftered.

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.

;
L,[
7
7
7
7

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/d|; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

=

Severe Risk : lessthan 9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Cnly 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 Pratect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
| : 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 -
43-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
! Follow the same protoca! as for “Moderate Risk” Patients High density foam matiress
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
Usa same protocol! as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress averlay
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Date :
Time :

235 TIP3 ]eg
M6l T2 ]

1. Compietely 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

Maobil T : o : : . =t . .
ty 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. kf
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; §
i R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : o ; i i i ide th t twi
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

1. Completely limited:

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

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

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.

y
AP

1. Constantly moist:

Maisture Degree 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

ski;?s\zr:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to muis?ure Dampness is detected every time 8 hours. every 24 hours. ‘-f
patient is moved or turned. Zf—
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: f

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

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

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

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

5

Evaluator's Name
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Support Surfaces
Risk Scbre® Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
, . « Regular Turning Schedule _ _
b B « Enable as much activity as possible High density foam matress
15-18 At Risk » Protect the heels Gel pads for high-risk areas
+ Use pressure redistribution surfaces Alternating pressure matiress overla
o » Manage moisture, friction and shear ap y
) + Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
. « Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overiay
i - Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Get pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure mattress overlay
o - Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas
x i
b
LY t:-:; .
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Morse Fall Risk Assessment Form Goitn et | o e
A L
Date / Time | 5?%
Choose Highest Applicable Score from each Category S &2/ 9}//5;/ L QQ! T') 24 Fall Risk Grading
coe | 2 | |OM | G
. - =T
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A) I, - Risk Level Mors%::g)Scuw Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
| Furniture Low Risk 0-24 IS)tanda;_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 o0 @) 6
) Yes 20 g o
IV / Heparin Lock or Saline | ; L L Implement
0 Moderate Risk | 25 - 50 Modrate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 3] €) O nplemedt High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status igh Ris > :
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 21 2.0 26
Signature @, @ ) @»
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [1 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [1 Hourly safety check
["1 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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Morse Fall Risk Assessment Form — Sk Al ot
D
Choose Highest Applicable Score from each Category atsecIO:lme ’13 k! 2% Fall Risk Grading
7
History of Falling ‘ Yes 25
(immediately or w/in 3 months) No 0 @) Risk Level M“'“(';:';)scm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O '
IV / Heparin Lock or Saline ;"s 200 2 Implement
0 Moderate Fall
Impaired 20 Ao G Prevention
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 1 g Risk Fall
Mental Status .g 2 = 5 High Risk = Prevention
Oriented to own ability 0 O :
Intervention
Total Morse Fall Scale Score: 7D
Signature @/
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) [J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital 7] Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[0 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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'CHECKLIST FOR THROMBOPHLEBITIS

9

9

"2
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

-
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

—DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ ™=, @3 N E M E Remarks
: No signs of phlebitis /

1 | IVsite appears healthy Qbiciia sail 0 Uu,4 il
One of the following signs is

» evident : Possibly first signs of phlebitis 1 ‘

* Slight pain near the IV Site / / Observe cannula ljlél Ma-
* Slight redness near IV Site
Two OT the Tollowmg Signs Early stage of phlebitis /

a Sl Resite Cannula 2 e o
Pain at IV site Redness I‘/
Qﬂi(?;r:{] e oSowing Signs e Medium stage of phlebitis /

4| Pain along Path of cannula ?esgg Catnnula Ciomdar J &NQA
Redness around Site Swelling Lol
All of the following Signs ar
evigentzng E:é?]gi\sr;g: s are Advanced stage of phlebitis or

5 Pain along Path of cannula the s_tart of thrombopplebms/ 4 - P/‘,r
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stagt? of

6 | along Path of cannula Redness | {rombophlebitis / 5 e 7
around Site Swelling palpable Initiate treatment Re site M
Venous cordpyrexia Cannula

Signature of the Nurse @@4

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 :

d
Signature : ........ MMMM[M ...... Name . .............M\@2 OV

Docu. No. : RCH /FRM / CLINICAL / 137
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Signature of Ward In Charge ;

<

Signature : ... 2 . Name . .....
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: CJYes [INo [ Not Known
g B T L ——
5 Surgery / Procedure: / Poit OP Day: » Al
a < X \&
E o Shift W i 5@ 4 LY 5MG ' 66‘9- i Y
@ | & | Medical Condition =T e — . —
= | (Any special condition to be noted): — =
3 | Diet W N[ W Sokid, | — - 2oy
Allergy: 1 Yes (Ao (L Yes O No | LYes, Ao | L Yes 0|01 Yes oMo | O Yes\p‘ﬁo
Ventilation (RA, NP NIV, VENTI): = = — Ry = - il
Tubes/Drains/Catheter: 0 Yes (#No | O Yes T No | Vesufo | 0 Yes (N0 | 1 Yes Ao | 01 Yesy#fio
£ | Vital Signs: Temp: | A% | dB-uv |9 S'F a‘n’fb? CI&‘?’“T—%‘QPF
i Res: | & 22 | 9anon 1890~ | 20blm | 22K
& 0; | QA) | g/ | % | [wf; | wo% | LoV
8 Puse: | @ | 81— | 83in| of Eth s | RUblm
8P [\\ ) | e/ —lup[ar [120/77 [igoles [nafdr
LOC: — — - ~ _—
Fall Risk Score: == T = b = —
Pain Score: il il = i — -—
Skin Integrity | — | Gaer] - — Gipoc]
Safety Needs: | L¥es [ No [{2.Yes ™ Noy| 2 Yes C/No | Yes 2 No | LLYes I No [yrfs 1Ko
Physiotherapy: = — -— — be s
z Others Specify: |1 Yes [>No |1 Yes “klNoAT] Yes o | I Yes =o | Yes #No | O Yesu=No
E Special Diet: — 1 e - e —_—
@ |Critical Lab Test / Values: o — | = — T =
E |Other Special Orders / Medications: |1 Yes Lo |0 Yes 0 No J7/ Yes G | C1 Yes CLNe{ 1 Yes £rNo | O Yes iAo
& [PU Prophylaxis: 0 Yes No |0 Yes 0o} Yes=No | 0 Yes C1Ne| 0 Yes TTNo |0 Yes,=No
DVT Prophylaxis: O Yes O-No | O Yes O ﬁe—-mﬁes@wﬁ O Yes C1No | T Yes TTNo | Yes &flo
ADL (Dependent / Non Dependent): - b — ST
"
Post Operative Procedure Special Orders: = - — - —
[ G
Handed Over By Name : ']OUZ&M M ﬂ_,""L AT :L O‘ﬁ‘/ﬂl/"&‘ Mval ,&“aﬂ&
Signature /ID : IO LK < | %f’“ A — S
Date: MG | g [Yu] Ahshe [12\ ok anlshe Z‘l%i%
Time: ) E;;M\, @ how| pon | gpm | S |
Taken Over By Name : % %ﬁl;\ BTFWW‘ i\)\g@ /E,\,‘;
Signature /D : : - | @ﬂ, UD,L_,, , -
Date: 1L 5 Lo | 22{5] Vb Q‘{['Lb QEI‘Y['H 22|5p e
Time: % D\L’H %f M XQ’W\ &)ﬁm' 2P
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Patient Sticker E?llltllcll:)r%vl:’s . Birtthght' )
Hospital . BY RAINBOW HOSPAALS
I takes & Jot £ treat the Inte. Your Right to a Safe Dallvery
NURSING SHIFT HAND OVER FORM.
= | Diagnosis: Any Infection: OYes TINo [ Not Known
E If YBS SPeCify: ..ccvcririnninrsnsrecsenrerernensensensens
:'/:: ‘ Surgery / Procedure: Post OP Day:
g’ ‘“Q'at? : Shit - LA
,:5:‘? Medical Condition N E . Ty
< | -(Any special condition to be noted}.
= Diet: R . q
# [CHllergy: ™ tYes ONo |0 Yes ONd|=Ye$ ONo |01 Yes ONo |0 Yes ONe |0 Yes T No i
~ | Ventilation (RA, NF, NIV, VENTI): - 4
" Tubes/Drains/Catheter: G Yes ONo |OYes CiNo |0 Yes C1No |0 Yes T No [0 Yes ONo |2 Yes O No
| ital Signs: Tomp: | ,.
N ] RS
g‘g;' " . .‘Spogr £ -
—%ﬁ\f v ' ‘PUIBSS v 7
S DL ©Loc [T R
I Fall Risk Score:
- Pain Score:
Skin Integrity ,
ey Safety Needs: |©.Yes ONo DlYes CINo |C Yes ONo | Yes DI?Io OYes ONo |3 Yes ONo O
~ Physiotherapy: . '
2 Others Specify: |DYes TINo |0 Yes ONo |O.Yes ONo [T Yes ONo |0 Yes 0 No |01 Yes O No
E Special Diet: |- =~ ~ |~
E Critical Lab Test/ Values: -
E |Other Special Orders / Medications: [O'Yes C'No |0 Yes DONo [0 Yes ONo {1 Yes ONo |0 Yes ONo | O Yes ONo
é‘ PU Prophylaxis: ~[0 Yes O No |1 Yes LINo |OYes ONo |2 Yes ONo|O Yes ONo|OYes ONo
~|DVT Prophylaxis: O Yes tINo |0 Yes [INo |0 Yes ONo [T Yes ONo| O Yes ©No |0 Yes O No
~~ |ADL (Dependent / Non Dependent):
Post Qperative Procedure Special Orders:
Handed Over By Name : -
<Signature /1D : - . - T
Dates} . P . .,r = b |
<Tig: * K i Lo 8
Taken Over By Name | « % . o ISP RS
Signature /ID i~y -y &2+, L v 1 ol Al
Date: 2y . ~1 - 3,
Time: R A RS AR
~ ;- 1 | :

Docu. No. : RCH /FRM /CLINICAL / 097
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lllllllllllllllllllllllllllllllllllﬂ URINARY CATHETER BUNDLE CHECK LIST rozpial_ | () zzamz
Date of Insertion: ........... "L,l ll;// ........ Dite_ OF BEMOVAL osinnasirmsmssnsvnne
Parameters Date Shift Time N [
Need for the Catheter (El)(és O I'\lo ClYes CINo | ClYes CINo | ClYes [INo | [JYes CINo | CIYes CINo | ClYes [CINo
Hand Hygiene _TYes D\?\ CJYes CINo | [IYes [JNo | ClYes [(INo | (iYes CUNo | [IYes [INo | [lYes [INo
Usage of Sterile Equipment es [INo Eﬁw\[:l No | ClYes CINo | (JYes CINo | [IYes CINo | CIYes [INo | ClYes [INo
Is the Collection bag below the level of bladder s CONo | ClYes D\D\\ OYes TONo [ CYes CINo | ClYes CINo | COYes CINo | TYes [No
Check the Tube for Obstruction (Free of Kinking) /a’ﬁs- [ONo | [JYes [INo bbs\D No | CYes CONo | CIYes (INo | [lYes [CINo | [JYes [INo
Is Catheter dated as policy (Q'Yeg CONo | COYes [INo [1 Yes a?e\ ClYes [ONo | ClYes (ONo | [JYes CINo | C1Yes [INo
Collecting bag is been emptied regularly? /Q)(ﬁ COONo | COYes [CONo | CIYes [INo SY{S [ONo | CIYes [INo | [JYes [INo | CJYes [INo
Maintenance of closed system for the catheter /u‘re/s CONo | COYes [ONo | ClYes [lNo | [ Yesw TJYes [INo | TJYes TINo | [lYes [INo
Dressing clean and dry? (EP@ CONo | ClYes CINo | [J Yes/éﬂ ,nLIIYes O @0\\1%3 [(INo | [1Yes CINo | [lYes [INo
s th ine emoved zs Policy? ¥ ONo | O¥es CINo | O¥es ﬁwn e fNo | D¥BONo | D¥es (N0 | C¥es o
Performance of Perineal Care ,E’Ye/s (ONo | CYes COINo | OYes f . (1Yes EI No - Q‘F W C mb\ [JYes [INo | [IYes [INo
Onset of New Fever ClYes &ho | [CIYes CINo | CiYes CINo ’\_I Yes CINo | ClYes™(INo }‘Yes CINo | [JYes [INo
Asses for the leakage at the site of insertion ~Yes [INo | [IYes CONo | [JYes [INo | ClYes CINo | ClYes [INo | [IYes [INo | [JYes [INo

Name of the Nurse %qﬂ()

Signature of the Nurse @

Docu. No. : RCH /FRM / CLINICAL / 114
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It takes a ot taytreat the (ittie, Your Right to a Safe Dehver_y

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ;U»J{’J/T}DW ........... Time of Arrival: S«M Time Seen by Nurse: g—f"’“ﬂ"‘/}

1)
2)

3)

4)

9)

6)

Level of Consciousness: ;}Cﬁscious L1 Semi-Conscious £ UnConscious

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

(] Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV
(] Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
[*] Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
L] No Fetal Movement L) Other RBASON: .....coveeeiieiceiceeciieee et sa e
Vital Signs: Temperature: Czrg F# Pulse: 4b.... RR:.27.... Sp0,: 415)’ BP: !(.Q.{?f.. Weight: .............
Gestational Criteria:
Gravida: G P L A
LMP: oovmmrnmnn s EDD: cccmimssminimmsmmssirvnssis Gestational AQE: ......ivismassissevsissssiia
Uterine Contraction ClYes | CONo | CI-NA | Onset Time Frequency:
/4
Membrane Rupture [JYes | [JNo |[“TNA | Onset Time Fluid Color:
Vaginal bleeding CYes | CONo | Z'NA | Onset Time Amount:
: . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | [J No AZ’NA Pain Abdomen / Vomiting
Good fetal Movement A Yes | OO No | CJNA It No specify:

Pain Screening: Numerical Pain Scale (NPS)
/-

| 1 | | | | | | | | |

‘ | | | | | | | | | |

1 2 3 - 5 6 7 8 9 10

ain Worst
possible pain
o LOCAHONG wisicesiersvsinas somins inmsmsisnasimsipitssns v oy S B T T e S S R s S e R s
o |DURBLON: cousiciosivinmomisiponitevseraanss 0 .......................... Days / Weeks/ Months (Strike out which is got applicable)
- Character; ............... Vooia 1\} A’f ..........................................................................................
I T N
o RBIVEMHONE: - oniensnmns socaus v iiars s s B A s e T Sar s s R o i 7 oA (s PR s Tt s PR P S e e e
Past History:

8)  J'SUIGeres: «usssusssusssusnsssas ﬂﬁ1 ........................................................................................

DY RVBAICBIE <ocsviivimciimaiioins mvaslininenis s sammh de ST A A SRR A S48 i S F SR SR Y am S A e X F e e My

Docu. No. : RCH /FRM / GLINICAL / 098 (PT.0.)
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8)
9)

one

|P26-00008397

Il \\\\\\\\\\\\\\\\\\ \\\\\\\\\\\

s 16D

Current Medications:

17 No,

Prenatal Medical History:

L] Chronic Hypertension
[] Gestational Hypertension
L] Diabetes

L] Prenatal Vitamin

If Yes :

[ None

L OBNBIS: oottt e e e

] Gestational Diabetes
1 Low placenta
1 Others 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)

] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

CJ Category II: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
C1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
% Level
; 4 ) < 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
3 Weeks
= Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding | with/ without abdominal | cramping (<spotting) with cramping
4 : pain <37 weeks (>spotting) >37
weeks
DX ; Mild hypertension
SN Hypertension > 160/110 i
Hypertension Seizure activity and | or headache, visual | > 140/90 with/without
- disturbanca RUQ' aln associated signs and
: p symptoms
. E . Atypical FHR tracing,
i . Abnormal FHR tracing
Fetal Assessment abnormal dopplers
s * | Non-Fetal Movement Diseased fetal movement
: Others ; « Acute onsite severe + Major trauma « Abdominal/back pain « Ongoing 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 /vomiting and | « Minor trauma (minor | « Out patient placenta
« Severe respiratory for 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
1 dysuria ,cough, fever, |« Assessment for version
chills) + Rashes

Time seen by Doctor: ................. Sl O
Nurse Name : ........ { ¢ i

Time: ..

e

Nurse Signature: ...... @/ ..........................................
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Rainbow .

Children’s . BirthRight
BLRAINBOW HOSPITAL..‘_)
Your Right to a Safe Delivery

Hospital

It takes 2 lot to treat the little.

CAESAREAN SECTION OPERATIVE NOTES

MW """‘
Surgeon’s Name: [y Frupreet s .

Date of Delivery: -0!1 fD < /);_,u

Assistant Surgeon: D o C-f_mw.f CTHU Time of Delivery: q tSSPf"?
Anaesthetist's Name: }}q FAN (e Gender of Baby: s o 0

Type of Anaesthesia: LA Weight of Baby: 3 3lxy
Neonatologist: AGPAR Score: &l

NICU Admission: [ Yes )Zi’ﬁo

Scrub Nurse: _ W ;
SIN5 :
[} Elective

Pre-Operative Diagnosis: ’
%ergency
Urgency

] Immediate Threat to life of woman or fetus

" No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

DECISION TIMB: ettt e see e e et eere e seeesneesneeas

[] Maternal or fetal compromise not immediately life threatening

Indication: ... YU, - (& 90,

Knief 10 reCtUS: ..ovveeeeeeeeeeeeeeeree e

50 o L 1 o Loy

T T T R O L

Surgical Procedure:

- E&\,\J\?QM (W) -

Post Operative Diagnosis: - P. Y

Peri-Operative Complications: —..J

Amount of Blood Loss: ~ 500 w8

Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155
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Examination Findings when Appropriate:

Presentation: Zﬁphalic [ Breech C1Other ..., Cervical Dilatation: ...J.. O, cm
T V2 FEtal POSIION: «...vvoooeveeeeeeeeeeee oo
Station: <3 -2 0O-1 OO0 O+1 [I+2 Moulding: [INone [+ [I1+4++ [1+++
Caputt O+ [O+4++ [ +++ Meconium: JNone [+ [I++ [O+++
Bladder Catheterized : = Yes 1 No Urine: [ Clear [ Blood Stained

Skin Incision: T?Pf/mnensteil L Transverse ] Midline 00 Other ...ccooveeeeenecnienieenseaesenenenaas
Uterine Incision:  [-tower Segment [ Classical [JInverted T 1 J Incision

Previous Scar: [ Intact L Thinnedout | Ruptured =No Scar -

Incision Through Placenta: ~ “Yes [ No A 0I5 varywlow -
Delivery of head: [ Manual Z’F&ceps

Liquor: CrClear [ Meconium: [ CI Il [CJBlood [ Offensive [ Not Offensive
Delivery of Placenta: rManual ) I Z’Cfmplete (] Incomplete 1 Piecemeal
Cord Appearance: ..... @ .......................................................................... Cord around the neck [“Yes [JNo
Appearance of placenta: @ ............................................................. Cavity explored <~7Yes [ No

Uterus, tubes and ovaries: Normal 1 Not Normal Sterilization: ['Yes [INo

Uterine Closure: ! One Layer X_‘ﬁo LAYBIS: s et No‘lﬂ ........... Suture
Peritoneal Closure: [ Pelvic C1 Abdominal [1None ... M b A0 LR Suture
Sheath Closure: . f?(&fg'."'.\.'.’.‘.‘suture
Fat Closure: *Yes ‘I; No LM ............ 5 WL T Suture
Skin Closure: rSubcuticular ) Mattress ... Ragndk am ‘-’V}"NDJ‘“D Suture
Vagineal Evacuated %Yes 1 No

Drain: “1Yes ~=TNo "] Await instructions
Ctheter LJYes [ No _J Await instructions

Swap & Instruments count correct? 7 Yes [ No [ Post-op Antibiotics #TYes  TNo s
Intra-Operative Antibiotics Cover: B/Yes LI No  [JThromboprophylaxis - t1Yes  [INo

POSE-UDBIIINE MBS .. ....osreseersmssores senssmenssssesssssageasnssssames s omasene Ry me A ey R Aa R S e YOS AR s SN SRR OG AT EARS MBI ERSSS

DOCIOT AMIB. ... amsssisisesamsarmminssmimmtnsss b s pRseasts 107w 01t 55 1 St At e el KL RS

DAte & TIMIB: toviieieeee st e et ee e e e s e et s e e et te e e e raenessaaereeas




SURGICAL i
SAFETY CHECKLIST

Surgeon : ....... Wﬂhm' HNH-00015547

Asst. Surgeon ........

Anaesthetist : ......J) K....Saml ............
Scrub Nurse : ... S¥ - 8.& Qﬁﬂ .

Patient Nami  mrs o suNITHA

01-01-1990
UHID No. or, mmmm

Before Induction of Anaesthesia » »

Before Skin Incision » »

IP26-00008397 76}/_,Gender Sem
oue: 2115 llllllllllllllllllllllllll Il

ambow 3 T
ML g | Children's @ BirthRight
Hospital . BY RAINBOW :js;_-nm.s

It takes 3 fot to trest the iNtie Your Right to a Delivery

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

Available !./ﬁs [1No
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned Bs CINo [ N%<
Blood Units Reserved ClYes LMD [CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes_LND 1 NA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment
issues or any Concerns? ’ﬂ CINo CONA

Is Essential Imaging Displayed? 2=Yes CINo CINA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. ~Yes C1No

SIGNIN  Time:.. ([JCH IV TIME OUT  Time:.. ..S.L£17 SIGN OUT  Time:.. 0. 3047}
b ~

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

Identity %S T1No introduced themselves by Name and Role +Yes CINo The Name of the Procedure Recorded ~ ~=Yes—1No

Site [es C1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure L¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  ~=Yes [INo [JNA
Site Marked CYes CINo CONA Correct Site Y5 O No patient name) -©TYes [JNo CONA
Anaesthesia Safety Check Completed (26 (1No Correct Procedure _Oi¥es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning %5 ©1No Anticipated Critical Events Problems to be addressed “TiYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? DOYes C ;ﬂo/ What are the Critical or Unexpected Te Swrgoon, Anseethetizl ad Murse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

LA Anticipated Blood Loss? Yes CONo CINA and management of this patient? ~LlYes CiNo

Doc. No. : RCH / FRM / CLINICAL / 111
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Your Right to a Safe Delivery

Children’s .Bil‘thRightw

PATIENT TRANSFER FORM Hospita)

Patient Narre & UHID No. Date & Time of Admission Date & Time of Transfer Order

01 01-1900

ey A alofse © 89 qilcpeo j0: Skpm

l\lI\lll|\\\\\|\l|l|||\\|\\\\\\\\\|\\ Transter Ordered by
NySan OMRenadiof)

From Unit To Unit Information to Attendant
Yes [ - No
oT frefart- e n
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

@ ' Yes| Nol L

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
2N\

! P (1)

2

8

4,

5.

i
Shifting Summary / Notes Written by Doctor : YM No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

s . Q‘%O W San®y

Patient & Clinical Records Received by :

(Moot btut v

Date & Time of Patient Received : % } X / % @) / 0 5; ,Q / }@

If the transfer order time & Completion time is more than 30 mmutes please tick t(e reason mentioned below :
|| Unavailable Bed || Nurse not Available ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1 E?eeding initiated?
a. Yes 0 b.No

2. B NOIRBASON ..o rrveenencsrssmorsimsimssissassosommssissoass e et Be o N B S e R TN Vs ASS e b xS T v

3. Nipple condition:
0  a. Nipple well formed
b. Flat nipple
c. Inverted nipple
d. Short nipple

Ooag

4.  Milk flow:
[] 4. Good
b. Drops of colostrums
O ¢.Dry

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

Ooo

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




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

7. For Caesarian mothers:
]  a. Mother is required sit and feed from the 4th feed

) b. Please explain football hold

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

9. AQIHIONAI NOTBS: ...ttt et e et es e e esesseseeesenaeeesesesessseseassseneesesesesesessessseeseneaes

Continuity of Care: Date:

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

=y AS My a1l (pudf

S uited B ewal

S [@CW welrfedn

= fzvd*lwm@( PBE W]

o/



Department of Anaesthesiology Eﬁ'l?c?:f:’!‘fl:; ® BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .%

.................. 155, OO 115 110 1 ! T A
) A Lo
................. 8 M Proposed Operation: ......cccccccimneveeeememss e essesmseseseseenenas
(plonre
.Y nsAPhysicalStatus: £11.2% 03 04 005
Laboratary Data:
S & 7111 N HIV: et X es XRayY: v
BID: e eesressne HBS Ag: ... LA ECE: wooveremrerrenn
o TORIBIE oo 110,V 2D ECHO: <ererrer v
DI Bl e eereeevanesvanerses Blood group: ﬁp"q Stress/ANGI: .o
LOH: ceeersstrecnceeeee | 1 (031371 oo
. AKDHOS! .. M Fole
o ATYIASE eorrreeseennnrenene T8H. ' / oA’
SGOT/SGPT: coovvveresssrres Allorgies:  ~d &b A
Medical Histosy: ~ Cvs:  / |
RESP: g allent aygpsently ,&mwc, , Diabetes : "'/"’"Wef%
T l i - -—
ONS: 47¥Ch - Meprlon - /"FME’W 7N 1 G s faud, Frealinent
] T 7 777 f-A S .
Renal : , Znd 7}@‘
Hepatic/GE: | /' Physical Activly. gspol AeAL -
: /4 ' ©
Others ; ;
Past Anaestheic History: 2ves- Myf lwsreepy +U77F W / WF & TIVA
Physical Eam:  LoW)eLdv , Lo inent .
Airway: MP@z 34 Mouth Opening: A«A{/ Mentohyoid Distance; 9% Neck: @) Testh: ,{M"W
Lungs: A4 E Uedr M«‘A&y . :
Heatt S5V
oNs: |

Pregnant:\p?’(es (JNo LCINA

Venous Access Site : /\_@V'.MAﬁﬂi,ne.Exam forregional : st~ -
7 7

Anaesthetic Plan: COMAC \D}EG@AL [JGA-ETT C1LMA

Peri-Operativ:e Plan Explained to the Patient: \;)é &1 No

CURRENT ME

DIBAﬂﬁNS DOSAGE

Pre-Operative Insiructions: /.. - Leneh

beospur

1. DVT Prophylaxis :

15DM

fe/er

Water/ ORS 2 Hours
2. NIL 0RAL<:0thers 6 Hours

3. Informed Consent: j&Standard O High Risk.

Ggpern (7Y

Signature: ..... M ............. Name: .

Docu. No. : RCH /FRM / GLINICAL / 044
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l\\ll\lllll\llllllllllllllIlllll\llll i ANAESTHESIA CHART  Sodare ° .M

1t takes a kot Lo treat the ltde. Your Right to a Safe Delivery

a‘\\\

Pre Induction Assessment:

Change in Patient Condition: 0 Yes y2’No Fasting Status: M
Physical Status: _L>~ Patient ldentified ~1 Consent Present | = Chart Reviewed
Z , ] - g
H.R: gym___| BP/CRT: //5’/?1/ IETRZA [RR:_/%/ | Last Feed: > 6 A7 -
. ’
Pre-OP Diagnasis: . UMY .........oovnemesrnssssn OPEIAON: vt GG .. oresrrrseessssssssessssisses Date : .20 % ...
Surgeon: 27" (afalrm /”’/ . .. Y eeeeeereeeeeoen Anaesthesiologist: 2 SA44 ... Technician; G-Aseers: .
TIME ﬁg —1 O — fDAP .
N.Q/AIRIO, LPM 77 T T .
HALG /S0 ISEVO . Antiblotie .
Drugs: W ’
Aax 77 v EW 73 /;V\ P }.r 2 l"” [d V’/' H‘.' ) Suppository
iy ' Y /Céof’ﬂv"“
fl AN /¥ 2 7 oD f""
oL L
BloodLoss <77 y
FIQ, /520, YL RN AT ARY L A fSoml 3
ETC0,
ECG | S| 50| o*
Temperatura
Unine Gulput NOTES
fr AN e rd
88
2&
8P 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Toumiqued on Tive
Tonanicueet off Thne 160
Throat Pack In 14
Throt Pack Ot 120N
100, Y'Y L A
il
60 \:'rkr A A NN A A
40
20
. Q
0
| A5G
LAB Values
GRES
sl [
vz/ Equiprent Checked and Temp: Induction Reglonal:
nctlonal 3 HME [ Fluid Warmer 0 O Inhal ngtr?lvf SPECITY! coeermmeeeerrrvmrrsssensesrnrsans
8P V% O ClingFim 5 OH Warmer 03 ke0, OIRSI pinal O Epidural [ Caudal
B Cuff SlteAlL.....n..cees {3 Hugger's 3 Gotton Wool £ Others L0111 7 ot SO
11 H =1 Other
_p/w EKG Lead u/l et O Mas 03 56A P°5‘“°2
O Temp Site :::“-S ] §14 gm O Afrwa T Orad 1 Nasal Site: 2? Q @
Ol A0, Manitar BS ST v one s ETT# at om Needle Size: (D171 O,
[1_.Agent Manitor gP‘E&:rl: ................. A g ?ralh \ E]'Il\’la.‘.iialt O Cuff Parasthesla []Yes [JMNo
Pulse Oximeter P En racneostoigy L lopical Catheter at skin ...
[0 Cazpnograph Loava OR; ........ [ﬁ} ................. O Drug: Drug Name&Conc /p”éf//'ﬁ“”ﬁ’{@
O Ventiator Anagsthesla: O Awke [ Direct Vision BOS: .o o B ML (REN TR
O Nerve Stimulator _ 0 GA _ O Video Laryngoscypy [ Stylette/ Bougle Ifusion: .. £
O Menitored Anaesthesia Care O Fiberoptic Block Level: 72 A/k ﬂ{ﬂ-"/ ’6/10"/““‘ i
Regional Blade# ...vurennene AHENIPIST vevervmeevrarseerrmsarssens Comments:
Difficulty Why?
) Line {Size & Location) Transportation ta
Eye Cate: CIcve: O bl = 2Ry iy €1 Other
O Oint - O lia [ Semi-Closed Circle felocntReversed  [IYes 3 Na Lo
Ot o A 5’6 .................... T3 Glosed Circle
[ _Padding C!IV 1 ot Name of the Dactor ;..... h
Awake & %
v Signature of the Doctor : //

-~
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POST-ANAESTHESIA CARE UNIT RECORD

%
Rainbow"” . g gt
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Received in PACU by - ... L &ML/ C L €277 Time Received :....5 ...l ... Time Discharged : .ccoomminnin
. A }F /
250 & 250 A;é’ )
240 5% IV Cannula Site : ..... A et ERTEREREY
o 230 230 | [0, Mask [ Nasal Prongs
= ‘;'fg gfg [[] Tracheostomy ] T-Piece
e 200 200 | [0 Oral Airway [7) Nasal Airway
E 190 190 -
180 180
8 170 170 | Vomiting : 1 Yes }']/‘0 15 O,
9 160 160 — 0)
@ 150 150 | NG Tube: 1 Yes ‘CINo
v 140 140 | prain: O Yes Mo
A 130 7 130
120 Yy v 120 | Urinary Catheter: [ s [7] No
w o Y {‘.{ \ \f 10 .
@« 100 il ] 100 | Chest Tube: ] Yes [1No
ﬂ I L 1 = . :g Nil Oral [0 Yes [INo
70 -y 70 ) K b
60 60 IV Fluids: ..
o
& 50 50 | Oral Feeds: . whm.
o 40 40
O.\;g- .
= = 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
" (Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Able to move 4 voluntary or on command =2 P s .
Able to movaz extremities wolﬁntag or on command =1 ACTMITY ! } y A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
Able to deep breathe & cough fresly =2
Dyspnea or limited bredthing =1 RESPIRATION 2| 2 2~ ) . o
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 : . R
BP = 2050 of Pre Andesthetic lave =5 CIRCULATION 24 24 2~ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
i - CONSCIOUSNESS
Arousabia on callin =1
Rotrmspording =0 214 21 =
Pink | =2
Pale, dusky, blotchy, jayndiced, other =1 COLOR I
Cymtic "1 =0 12 2-
|
| g9llo|lo
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

s |

Ll ol

Y74
BV

S 1229

LS LA | 410

250 20w £ /10

Lk
Pain Tool Used: (7 N PASS [JFLACC [IWongBaker —INPS - Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
i i 3 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesuolouqt Name : a.  Every 2 hours for first 24 hours

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

................ LWU& mm Transferred to Unit by (PACU): _
(1/‘—2/\)\) L"L‘Eg OKQ Date & Time: (\/‘\z\ S\f\)\u\ m “N\

b After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

A\
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Patlent Sticker Hosp ital BY RAINBOW HOSPITALS
‘ It takes & lot to treat the Mitte, Your Right to a Sate Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD ot

17 U 11 ¢ - SN Procedure done DY . rnnesesee st v e se s ensnnans
CSE /Spinal /Epidural IPosiﬁon N v SPACE Lo Technique {LOR/LOS) ......coceuee..
01011 ) Catheter at SKin: ...ceerervennnnesssensssrannens AHEMIPES & e
Parasthesia ; YeS/NO if YBS BIAHS : ..oveeeercmrce ettt sb s fe st b ssas e sesen s
Solution COMPOSHION © ...ce.eereeeeeeee et see s R
Any other issues : L
B) rerrrcunarsrenrs st s e bR b e bR bR s RA bR b R b R et e e
1) OO SO U U OO O SR O OO
" Infusion Rate Level Maternal
Time. (ml/ar) Bolus (mf) | et Right | BP | Pulsc FHR Gomments

) \ Y|

L
Delivery Details : ~ Time & ...ovvvevevrevennee. APGAR: ... SVD/ Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction :

---------------------------------------------------------------------------------------------------------------------------

----------------------------------------------------------------------------------------------------------------------------------------------------------

Discharge /Shifting ordered by ‘

Doctor Signature:

Doctor Name:

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

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

....................................................................
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CONSENT FORM FOR GENERAL / El;ld:“; ‘5&(&2&1@5
REGIONAL ANAESTHESIA / reternsem. | O ooty
MONlTUlRED ANESTHESIA CARE

Patient Namewb‘g"’mw‘;‘ ......................................... Ageg’é"{ Gender : Male T3 Femaleua/
UHID NO: HMHA5§L}¢]- ............ Surgeon Name: ............. D(MMM ........................................
Anagsthesiologist : ”’“’W’"W‘?"&" ...........................................................................
Operative procedure planned : Viq ....................................................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaeﬂs’ihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through-a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involvés using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic druigs to particular
parts of the body after surgery or injury, using catheters.

Spegcific High Risk (s} : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

O Heart disaase O Hypertension O Diabetes mellitus 1 Renal failure
* O Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

D Incapacitating Cronic Obstructive Pulmonary Disease

® & Gthers : ...2" /NMWMFWM .........................................................................

COIMITIBITS © oottt it s st e svs st sssasasusesbssasssissab et shbasseebab et b et aRbasndeabsReNAa RO LaORE S PO ES R Esre Vo rhE RO aTsPRTeN AT Urnens msRasarnsrateassnnsssermrrns

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform  upon @ my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

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

" | authorize and give consent for anaesthesia (,D’ﬁegiona! / O General Anesthesia / T Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowlenge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments dnd answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.; RCH/FRM/CLINICAL/021 P.T.0




™~ understand that there are some infrequent complications that can occur due fo use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficufties, asthratic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, Gentral Venous Pressure line,
arterlal line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

[ understand that the above mentioned consultant anesthesiologist or occasicnally a colleague deputed by him/ her
will administer the Anaesthesia.

- Pregnant uZ(Yes OO No ,
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

I declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :
Signature : @‘V .................................................. Signature : ............ } D"U ....................

Narme : @-VBQTC’X&; ....................... NAME § vovvrrver M/’{

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

Relationship with Patient: ...... HWQL?CW:J ....... Date & Time : W‘(‘&{( .........................

Date & Time : ........ Q"‘OS%Q’E’ ......................
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INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight”

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes 3 lot to treat the little. Your Right to a Safe Delivery
Patient Name : ...... MRS SN THR: Gender: [J Malfi/DrFeﬁ;ile Age: ... 50ysem ...
UHID NO & oo Date .2t s 126
Instruction:

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

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
et L TNCRGENCY. . ADWRR . SCGINENS).... ODESAREMN. . SECTION. .o
..................... SRS QU TR WY Name of the Patient) e

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

the hospital staff responsible for any untoward event thereof.
..Ehcessine. oleadiv .,...,M{)m.)cum...\.'mmrb.cag.(. & Qe ’}“rnfs&{i.mbm ...... L:l.‘?.c!\.{..o.r

......... Plosd . pradudts., T inedverad. in . A9 ol Bladder. o wreters, udtend. Tndaton,

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

3. Ihave had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: BJLQ\&O-DNZLQ@W“Q ........................

Consentee : D S &5 Patient Attendant :

U cone§
SIGNALUIE © ..o Signature : E\; ...............................................
Name : ........ D SWMQ« ...................... Name : ... ‘QVEQYQ“’? ..........................
Date & Time : .24 DBTL’OZB@g 20f Relationship with Patient: ..... H’/’QKQ&” ...................

Date & Time : ... 21 70.5-2028 (@ x50k

el . DRI R i
Doctor (who is taking the consent) :

SHINGIDIE 2o mo\guu‘\ """""""""""""" Signature : ..... i ......................................................

o ..... hodhnsider.... i

Date & Time : ‘],)\\Q[ 4 _@gﬂr%@ﬂ“"/\ Date & Time : ... /26 @ F 2087

Docu. No.: RCH/FRM/CLINICAL /027 o rrmmmwimsmmmemmmmmmmm
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A& 9§ - oooo20nl g 2t Children's ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

It takes a kot 1t treat the Mtle.

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Your Right IEO Sale Delivery

Patient Name: MAS U Sundho Age: b7, Genderr [!mMelC
UHDNo: HIN M - DOD'S-S(U}"NO: ) {-000063¢ 7)a4tel IS DhTime: S22
Diagnosis: Y 4 ( Red- 077 )
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage _ Remarks
1. | Fentanyl Citrate Inj. 50mcg/M| WU mea o1 AmF

: Morphine Sulphate Inj. 15mg/MI
Remifentanil Hydrochloride Inj. 2MG

pu— —

— ——

||l

— S—

Remifentanil Hydrochloride inj. 1MG

Doctor Name: Wmi't’ Doctor Registration No: 6’% j’q

Signature:&l/lo_ W\{ 9?(}_"

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspenjecy / ) 5

Jb-0000639 7 ))

IP Registration No: ... Date: ..

%\haar No. of the Patient (Optional): ..

1. MAS D JU!\J,/ O I ’emarks
2. | Complete postal address (with contact number, if any) : r;ﬁ“%% m mo T 0 '3-’ Jﬁ
3. | Brief description of the illness 1 Jcd
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded)
> J (7]
5. | Details of essential Narcotic drug dispensed J ’\J { i L']/
Signature / Thumb
Date Name of the Essential Narcotic Qrugs Quantity | Impression of the patient/ | Remarks, if any
\ 34 ) X Patient Attender
N INJ frder 0l Vo~ 0
[
: : )
Dispensed by (Name & IDNO.): ..........,..... 44 "UJ ........................................... SIGRAIUIR. i.. o orsererlitrns- deri ot
M Aviin l’dmoq CJUJ’ /“
Recaived by NGB ID NOI)Tc ... v i smstonias v o gD T AR 1 i et SIGNATURES. . e S 1 v Bl IO
"‘:""‘ 'y 9§ 2
1A e e R

Docu. No: RCH/FRM/ CLINICAL / 133




HNH-00015547 1P26-00006397
Mrs D SUNITHA , s

- 1Y #) Rainbow’ . Rt
: nﬂmuxsuuoou } b }5 Children’s . Bll'tthght

i - Chidrars | B BirthRoh

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2//1/572.7( ....... TIME: oo Lt 2L

b , i L 0 ~ 26 kg/m’

Origin: ....... &jAOJJCU/,? ................ Height: /fé(/‘? Weight.....;fub....%%... BMI: [ ~28 kg/m*
0O ~ 30 kg/m*

Food Allergies: ............. m.u ....................................................................................................................................... '
Diagnosis: ............. LSC».S ........................................................................................................................................

TypeofDiet Oliquid  OSoft ~ TNormal 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
S Signature: ,f&évym
Name: ......... ”qu .................................... Name: . w%,(g ﬂfg,éxz/es%

Date & Time: . 22(/ £ ,,& ............ U 4dawn... Date & Time: ... / SR ]t %

Doc. No. : ncwmwcummms (RT.0)




DIETARY NOTES

Date

Time

Notes

Sign




