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SURGERY DETAILS
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_| C-ARM (] Cystoscopy (] Versa Point (] Liver Cusa
_] Neuro Cusa (] Others ....cooveeeeeranrecseaensereereenns
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Circulating staff :.......... W ........... Technician : ....... ? M ...... Date : 4? 7/ Zg ..... D111y
Anaesthesia Disposables mmd— useq | Surgical Disposables mﬂ Disposables (Baby Side) wm"“
ET tube Major Pack | A A @} ] VitK 3%
MA_ Sutures 33 vh byl {8 Ly Cord Clamp 0
ECG leads : A/P /N s ' {RQL ) 02-(12 1441~ Suction Catheter "
HME filter : A/ P / N o Feeding Tube {np of L—
Syringes : 10 cc gfv[ | Vaccum Suction Set o
05 cc 61 1 aoes (g £ " Surgical Gloves &[5 oL.p/
e 6 Calshe | | emmn —2C [ 04
Do e AR T2 S 3l 2 o
Cautery plate : A/P /N 0| Surgicalblade 9 0 0}V Surgical Blade # 20 Yl
IV set " | NG tube " | Koochies (8) ki -
RL i~ Cautery pencil S 2 ‘.if\\'TDCCLO UG %
NS : 10mi / 100mi / 500mi / 1000mI | Koochies XL At /rTQqadp;(m bl o
\sanwna 6&@*“‘9"*5 al Y 20c ot
e | Suction Catheter pai OO ey’ 07
Fentanyl 6 | | Cap, Mask (ot’ 7
Morphine ™ | Gauze Pack # ) Encove 6.5 0t
Ketamine Mop Pack il = -], ...m“'—/
Propofol Steristrip Tl B O CLUOCOE
Rocuronium Underpad @ L~
Glycopyrolate Draw sheet -
Myopyrolate Abgel
Ondansetron ~ | Foleys catheter
Pencan 25§/ Spinal Needle 22 10 (A Urobag
Bupivagaine 0.25% Wt Chest Drainage Catheter
Bumﬁéa'm%% (Heavy) (0 |_yRomodrain bag
Antibiotics ~ “ | Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg _—Double J Stent 1.7
Supridol : 100mg A (A Vaccum Suction set 19 %¢
Justn: 125 g/ 25mg / 10079 |1 Plastic Bed sneet,zknmw\ U
Tab. Misoprost : 200mg " | Betadine Solution g%,/
Microshield ! v T ek
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' * This prescription is valid only for specified duration.

{/J - - . -
R Rainbow Childrens Hospital-Himayatnagar
Rainbow o)
Children’s _ ™ . . , . .
o Bir thT Rainbow Children’s Hespital, Door no. 3-6-2G7, opp. Cafe niloufer, Old MLA
Hospital - ) )
Rainbow quarters road AP Slate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
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- ELECTRONIC MEDICINE PRESCRIPTION
S st g
— — e ——
MRN HNH-00002015 Name 1 Mrs M VARA LAKSHMI
Age ! Sex . 28Y 11 M 11D/ Female Doctor T SWATHIHV
Adm/Req DatelTime 03/07/2026 16:41 > Payor . 5Bl General Insurance Company Lid
Order Date 1 Q410772026 14:39 Ordernumber  : 26-0000210655
Visit D . IP26-00008733 Ward/Bed No : 4F-OT/LDR-416
Patient Address . 205 vasvi hight aphp coleny, Adikmel, Hyderabad, Telangana, INDIA, 500044
S.No Description Generic Name Dosage Route / Frequency Duraticn Instruction Qty Status
T grg&;%ix;mﬁ;g‘:‘&%N 1 Nos External / Once Daily 1 Days 20 Nos Ordered
2 .Frﬁgé ;‘g‘g‘g"“AYER 1 Nos Extemnal / Once Daily 1 Days 10 Nos Ordered
SWATHIH V
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501
* This document is just for reference purpose only. Not to be considered as primary reporl.

! a * Do not refill medicines.

‘1 Printed DatefTime 04/07/2026 14:51 O Printed By SUNKARI SANGEETHAO Page 1 of1




Rainb%w Rainbow Childrens Hospital-Himayatnagar
Children's _ - . . ’ .
Hospital | Mg Rainbow Children's Hospital, Dom: no. 3-8-267, app. Cafe niloufer, Old MLA
Rebarre quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029, ]
040-48873000, info@rainbowhospitals.in Gl

e
ELECTRONIC MEDICINE PRESCRIPTION

MRN HNH-00002015 Nameo Mes M VARA LAKSHMI
Age { Sex 28Y 11 M 11 D/ Female Doctor SWATHIHV
AdnyReg DatoTime 03/07/2026 16:41 Payor : SBI General fnsurance Company Ltd
Order Date Q4/Q712026 14:39 Ordernumber 26-0000210656
VisitiD 1P256-00006733 WardiBed No 4F -OT /LDR-418
Patient Address 205 vasvi hight aphp colony, Adikmet, Hyderabad, Telangana, INDIA, 560044
S.Ho Descripilon Ganaric Nama Dasaga Route ! Fraqg y Duratl ] i Qy Btatus
1 |csvainGs 25MUNIPRO)  |SYRINGE 2ML 1Nos Extarnal 1 Dnce Dady 10ays 1Nos|  Drepanaest i
2 :E%E;'A%%f%‘wm PRECFILED PLATED | s Extomal | Once Daly 1Days tNos| Despensed 1
3 |osvminge e qvpRo) SYRINGE 1ML 1 hes Extamal f Oocs Daiy 1 Days 1Nes| Dvpensed
2 [VACCUME SUCTION SET 1Neg Exigmal f Oncs Daily 3 Cays 1Nea]  Drsperisea
s |POVNANZ SOLURON 10% 10os Extornal I Onca Daly 10ays 20| Dispersed
6 |Encore Micropte gloves-65 m 10ncs Daky tDays 2hos|  Diponsed
7 DIOXAMIC 500 MG NS 1 Ampuls Extarnal / Onca Caiy 1Days 2 Ampula Dispensed O
8 |rEncan 276 vBRAUNY tNos Exiernal / 10 AM 1Days 1hos| Dapensed
N e el o |
10 f,%ﬁi%“;g}m’;wgﬂ 1 Nos Extoreal Once Daiy 1Days 10nos|  Dapensed
31 |RL500ML CLOSED SYSTEM ?gﬁf’étggésm 1 Boite { Once Dady 1Days tHotla|  Dvspensed;
12 {psvRNGE sMLpaPRO) SYRINGE SML 1 Hos Extomat { Onca Dady 1Daya thos|  Depansunl
(a [AMEHENY SMOBU Tvisl N } Grca Dady + Dors 1val|  trepons]
1 JvicRvL 1-0vPza25 VICRYL1-GVP2ME  |1Nos 1 00ce Davy 1Deys tnos|  Dupenses
15 |DHDERPADS 60%90 1Nos Eviermald 10 AM 1Days 2Nos|  Dpensod ‘
16 |MOPS 30X30 8PLY 58 X-RAY |MOPS 30X308 PLYDATT |1 Nos 10nce Daly 2 Days 2Nos|  Disponsad) ¥
17 |coTTonBALLS 2GM 5 NOS 1Nos Exlemal { Cnca Daly 100ys 1Nos|  Dusponseal
18 |ADULT DIAPERS-XXL 1Nos Extermnal / 10 AM 1Days 1nos] D
19 &’}:’JEN“C‘;;,’E"C“- 1Nos Exteral / Gns Daly 102ys 1Nos|  Dispensed
2 |DEPOSALLEAPRONS DITOSHBLEARPRON |1 1os 10rce Daty 4 Days anos|  Dispanses
N %vslgggsuppassmmss 1Nos External  Onco Dady 109ys 1Nos|  Dispeerseet
22 |vicRYL 1.0 oW 2364 VICRYL 1.0 W 2364 |1 Nos 10nce Daly 1Deys 1Nes]  Drspentes)
R i i 1Nos FOnca Daily 1 Days 1Nos|  Disponsoal Q
2+ |SGLOVE # 6.5[SURGICARE) |SURGICAL GLOVES 65 |1Nos Extemal { Cnca Daily 100ys 4Nos| Dispenssd|
25 |6 G ELECTRODES {ADUALT) |ELEGTRODES ADULT |1 Nea Exiamal { Once Daily 104y 3INos|  Dupensed)
26 IMONOCRYL 3-ONW 1326 |MONOCRYL 1326 1Nos 1Once Daty 10ays 1Nos|  Dupenseal
27 |SGLOVE #6 (SURGICARE)  |SURGICAL GLOVES 6.0 {1 Nos Exlernal  Oncs Daiy 1Days 2Nhos|  Dispensed)
2 |surcicaLprane 22 SURGIGAL BLADE 27 |1 Nas Eniemal ¢ Onca Dady 1 Diays 1Nos|  Diepences
20 |DSYRINGE 1GML{MPRO)  |SYRINGE 1oML 1Nos External / Once Dady 1Days 1Nos|  Dispennedl
g [T SUPPOSITORIES 100 1Nos Extemat Onca Dady, 1 Days 1Noa|  Dispensea)
SWATHIHV

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR{15501

* This doeument is ust lof refefanca purpose only. Nol to be considored as primary rapori.

Note
* This prescription is valld anly for specified duration.

* Do not refill medlcines.

Panted Date/Time ; Q4/07/2026 14:51 Printed By : SUNKARI SANGEETHA Page i of 1
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L= . ; Rainbow Childrens Hospital-Himayatnagar
Rainbow ; J‘f
H 1 SeO
ﬁggg;&? s Birthi g~ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
aRainb Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016354 Name : Baby Of M VARA L}?KSHMI
Age |/ Sex 0OYOMOD2H/Male Doctor : 5 TEJASWI REDDY
Adm/Reg DatefTime 04/07/2026 13:34 Payor : SBI General Insura?ce Company Lid
Order Date 04/0712026 14:47 Ordernumber  : 26-0000210658 |
Visit ID + 1P26-00006739 Ward/Bed No : 4F -NICU 1/ NICU’f—403
Patient Address : 205 vasvi hight aphp colony, Adikmet, Hyderabad, Telangana, INDIA, 500044 i
O !
S.No Dcscri'plicn Generic Name Dosage Route / ;requuncy Duration Iﬁslruction Qty Status
1 Sgg)zglglsf(:;i?\;z PLY (5 ga%%E T.5X7.512 PLY 1 Nos External f Once Daily 1 Days f’ 2 Nas Dispensed
2 INJEIR INS 1 h‘éG 0.5 ML 1 Nos / Once Daity 1 Days :I 1 Vial Dispensed
3 Encore Micro;;?lic gloves-6.5 1tos ! Once Daily 1 Days F’ 1 Nos Dispensed
4 TEGADERM [IPEAD) 1610 TEGADERM PEAD 1610 |1 Nos External / Once Daily 1 Days 1 Nas Dispensed
5 DSYRINGE 1ML {NIFRQ) SYRINGE 1ML 1 Nos Extemnal f Once Daily 1 Days 1 Nos Dispensed
6 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 {1 Nos External  Once Daily 1 Days ﬁ 4 Nos Dispensed
I
7 SURGICAL/BLADE 20 SURGICAL BLADE 20 1 Nos Extermnal  Once Daily 1 Days ! 1 Nos Dispensed
8 DSYRINGSﬂl 2. 5ML{NIPRO) SYRINGE 2mML 1 Nos External / Once Daily 1 Days I 1 Mos Prspensed
i
9 INFANT FEEDING TUBE-6 LNFANT FEEDING TUBE 1 Nos Extemnal { Once Baily 1 Days I 1 Nos Dispensed
1
B é e RE 1Nos External / 10 AM 1 Days ’ 1Nos| Dispensea
11 D WAT EE? 10 ML AMPULE BISTIL WATER10ML 1 Bollle External / Once Daily 1 Days 2 Botlle Disponsed
12 INTROCAN 24G IV CANULLA 24 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

Note

* Do not r?ﬁtl medicines.

[
f

Printed Déleﬂ'ime 04/07/12026 14:53

* This prescription Is valid only for specified duration.

Printed By : SUNKARI SANGEETHA

* This document is just for reference purpose only. Not to be considered as primary report.
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S TEJASWI REDDY

Reg No : APMC/FMR/94068
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L
Name Mrs M VARA LAKSHMI UHID HNH-00002015
Father/Guardian Mr KALISHEKAR Age/Gender 28 Y 11 M 11 D/ Female
Address 205 vasvi hight aphp colony, Adikmet, Hyderabad, Telangana, INDIA, 500044
’ IP No IP26-00006733 Admission Date 03-07-2026
‘ Ref Doctor DR. SANDHYA

Discharge Date (6.07.2026

~
DISCHARGE SUMMARY

Consultant

Dr. Swathi HV

MBBS/MS

TSMC/FMR/15501

Diagnosis: G4P1L1A2 AT 32+% WEEKS WITH CHRONIC HYPERTENSION

WITH PREVIOUS LSCS WITH FETAL GROWTH RESTRICTION WITH

ABNORMAL DOPPLERS FOR OBSERVATION

ELECTIVE PRETERM LOWER SEGMENT CAESAREAN SECTION WITH
o~ BILATERAL TUBAL LIGATION DONE ON 04.07.2026

History:

LMP: 09.11.2026 Obstetric formula: G4P1L1A2

EDD: 22.08.2026 Gestation at admission: 321° weeks

MAYATHNAGAR BANJARA HILLS b HYDERNAG AR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD ¢ KONDAPUR L B NAGAR NANAKRAMGUDA

® 1800 2122 @& www.rainbowhospitals.in
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IName Mrs M VARA LAKSHMI UHID HNH-00002015

I
i P No IP26-00006733 Admlsslon Date 03-07-2026

Obstetric History:

Gl -2016- TOP - at 22weeks ifv/o congenital anomaly; amniocentesis sfo ?
genetic disorder - Mertens syndrome-2, WES- heterozygous mutation- ddx58
gene

G2 - 2019- FTLSCS ( oligohydramnios) , male child, 3.2kg, A&H (amniocentesis
done at 16 weeks of gestation- normal study).

G3 - Spontaneous abortion at 5 weeks followed by Cu T insertion.

G4 - Present pregnancy, Spontaneous conception.

Medical History: k/c/o hypertension since 2 years (Tab Labetalol 100 mg BD)
Family History : Husband- congenital glaucoma+ aphakia

Surgical History: LSCS 2019

Allergies : Nil

Antenatal Details:

Mrs M VARA LAKSHMI was booked to Rainbow hospital at 9+° weeks of
gestation, She had regular antenatal checkups and investigations as advised.
Genetic counselling done i/v/o congenital anomaly in previous pregnancy, WES
of couple for carrier done- S/O only one of couple ( Mrs Varalakshmi) - carrier
of likely pathologic variant for Retinitis pigmentosa 38- AR inheritance,
Therefore, Prenatal testing not recommended and advised serial growth scans
and newborn screening. Renal Doppler done was normal, USG KUB - normal
study, ECG and 2D echo done was normal. NT scan was normal. FTS was low
risk. Early TIFFA was normal with doppler s/o unilateral artery notch noted.
TIFFA scan done at 21WEEKS was normal. Scan done at 2642 weeks showed
AFl- 12.6 cm, EBW- 886g%( 30%) with increased uterine artery resistance.

@)




Rainbow’ , o
Children’s @ BirthRight
rospital | @

Name Mrs M VARA LAKSHMI UHID HNH-00002015
IP No 1P26-00006733 Admission Date 03-07-2026

Maternal 2D echo was normal. High home BP readings were recorded at 31
weeks gestation, PE profile done and traced to be normal- physician opinion
was sought and antihypertensives revised. Fetal growth monitoring was done
. by serial growth scans. Scan done at 32+4 weeks showed SLIUP with AFI
\ 14.4cm, EFW 1557g(3%) with increased UA resistance with positive EDF, CPR
| normal, FGR stage 1. Antenatal steroid coverage ( inj Betamethasone 12mg 2
™ doses) done (01.07- 02.07) for fetal lung maturity. NICU counselling done. Scen
‘ done at 32+6 weeks showed AFl 9.1cm with umbilical artery doppler showing
few loops with Absent end- diastolic flow with few loops with increased
resistance, CP ratio below 1 centile. She was admitted at 32+6 weeks with
FGR stage 1, abnormal doppler with decreased fetal movements for
observation in safe confinement and EL LSCS.

w Investigations: Enclosed.
% Blood Group : "B" Positive

; Management: Course in hospital:
At admission on clinical examination the vitals were stable, uterus was relaxed.

. Fetal well being was confirmed by an admission NST which was found to be
reactive. Couple was counselled regarding scan findings and inpatient close
maternal and fetal monitoring. Overnight strict BP and fetal heart rate
monitoring was done. She was prepared for elective C- section 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 |V given. Patient shifted to theatre.

|||||||||||||||| RANJARA HIILS (101, & NA . MYDERNAGAR () E KONDAPUR OUTPATIENT CLINIC " SECUNDERABAD i RONDAPUR L B NAGAR (¥ NANAKRAMGUDA
S 4462 G40 - 4246 2 2400 wrgancy3 040 - 7 ergen 4069

@ 1800 2122 ® www.rainbowhospitals.in




Name Mrs M VARA LAKSHM! UHID HNH-00002015

IP No IP26-00006733 Admisslan Date 03-07-2026

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
The previous scar excised. 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 coilected for blood grouping
and Rh typing. Baby handed over to pediatrician. Placenta delivered with
controlled cord traction. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given.
Uterus closed in layers. Hemostasis secured. Instruments and swab count
checked. Rectus sheath closed. Skin closed with subcuticular sutures. Wound
dressing done. Vagina cleaned with Betadine solution after expelling clots.
Misoprosto]l 600 mcg given per rectum as prophylaxis against Postpartum
hemorrhage. Patient was shifted out of theatre to post operative recovery
room,

* LUS thinned out

* One loop of cord around neck

* Bilateral tubal ligation was done with modified pomeroy's method.

* Placental calcification noted.

ﬁelivery Details:

Date : 04.07.2026

Time of Delivery : 12:40pm

Type of Delivery :Elective preterm lower segment caesarean section with B/L
tubal ligation.

Indication : FGR stage 1 with Abnormal Doppler with previous LSCS.

Q
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| Mirs M VARA LAKSHMI | uip | HNH-00002015

Name

IP No

T ———

 1P26-00006733 | Admisslon Date 03-07-2026

2pm; llopm) after food. j

3.Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 08.07. 2026 (9am-

3pm’ 11pm) after food.

A.Tap. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 10/07.2026

(7am-7pm) before food.

5.Tgb.Perinorm 10 mg 1 tab thrice daily till 11.07.2026 after food.

6.Cap.lactare 1 cap. thrice daily till 12.07.2026 after food.

7.Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am) for

three months before breakfast.

8. T b. Shelcal (Elemental Calcium 500mg, vitamin D3 250 1U} once daily (2pm)

tilljbreast feeding after food. I

9.TED stocking x 2 weeks '

10.Inj Clexane 40 mg Subcutaneously once daily (1Pm) till 07.({)7.2026

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)

’jSuggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
our treating doctor regarding HPV vaccination.

ﬁeview with Dr. SWATHI H V after 2 weeks on 20.07.2026 e;t Rainbow
Children's Hospital with prior appointment (Review consultatlon will be

'cha rged).

Fér Women Who Have Had a Cesarean Section
Care of the wound:
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Youﬁ?\ghl to a Safe Delivery

Name Mrs M VARA LAKSHM| UHID HNH-00002015
IP No IP26-00006733 Admission Date 03-07-2026
Anaesthesia : Spinal

Baby Details:

Date :04.07.2026

Time of Delivery :12:40pm

Sex . Male -
Weight - 1.52Kg

Apgar - 8,9 |

Gestational Age: 33 weeks |
NICU Admission: Yes, Prematurity

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. Strict Vital
monitoring was done. Her postoperative period following that was uneventful.
Physician opinion was taken and antihypertensive revised. 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 10.07.2026 (9am-9pm) after food.
2.Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 08.07.2026 (8am-

KONDAPUR LB NAGAR (1Ar NANAKRAMGUOA
40 - 4248 2400 wrgeecy3 080 - 7111 1333 Emergency 3 040469313233

HIMAYATHNAGAR

HYDERNAGAR (MARH Accrad KONDAPUR OUTPATIENT CLINIC edited SECUNDERABAD realt d
. Emmrgency 3 0 146 2200
Emnsgescy 3 049 - 4264 2300 3 040 - 4246 2100 40 - 424

@ 1800 2122 @ www.rainbowhospitals.in
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Your Right to a Safe Delivery

Name Mrs M VARA LAKSHMI UHID HNH-00002015
IP No IP26-00006733 Admission Date 03-07-2026

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.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

| Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
. further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Himayatnagar or just dial one toll free number - 18002122. You can ~take

appointments at any time by goi online ttif‘[‘*\ou \

website www.rainbowhospitals.in S‘S@b J g o)

istrar/Res &th/ékm

¢ y \)/\\ ¢ /
Dr. Swathi HV

MBBS/MS
TSMC/FMR/15501

DAPUR nA » RAMGUDA
KONDAPUR DUTPATIENT CLINIC UCI Accredit SECUNDERABAD KONDAPUR L B NAGAR . : NANAKRAX E‘-”‘".!-
Esargancy ] 040 - 4106 rergency 3 U 46 2400 ergency} 000 - FiI1 Emergancy ] §93132

HIMAYATHNACAR RANJARA HILLS NARH & P HYDERNAGAR (M
Emergency 3 040 - 48873 . s 253 PR

@ 1800 2122 @ www.rainbowhospitals.in







PATIENT TRANSFER FORM

2

Rainbow’ : _
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00002015

1P26-00006733
Mrs M VARA LAKSHMI

Date & Time of Admission

% Ww%@[ﬁsm

Date & Time of Transfer Order

4320 ?6@7l7/"\\%

e §pogt

07

oty BYHMuD Transfer Ordered by Reason for Transfer
A
D¢ vena tm AL
From Unit To Unit Information to Attendant

_Yes - No[ |

Number of Sheets in Clinical File

BL’

Number of Imaging Films

W U

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

@:L- No [ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
1. 2 <hon V\J,J
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes | |

Pl

Name & Signature of Person who is Transferring

-

Name of Person Ordered Transfer

Dy . veer .

Patient & Clinical Records Received by :

S aHno.

Date & Time of Patient Received :

AWN26 @ \'hopp,

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




INH-00002015 1P26-00006733
Ars M VARA LAKSHMI

13-07-1097 28Y11M13D (F)
Ir. SWATHI H V

AL T
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Hospital |\ &,
ACTIVITY RECORD FOR BILLING
Name:__ __ ________. as00OT -
UHID No.: _ _ N“ “M::O;L s:a“f umiee = __ _Conmsultant: _ _ __ _______ Dept:__ __ _____
Date of Admission \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ _____ Date of Discharge: _ _ _ _ __ __ Time: ________
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ..ottt ] 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 another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
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FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
n - 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.

NURSES

S0S / PRN (As Required Medication)

Date®
Tigne

DRUG :
Dose Route | Frequency |Start Datew

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

"_\.l

v

Date
Tif'ne

DRUG :
Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Tir'ne

DRUG :
Dose Route [ Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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Name & Signature of the Doctor /\\ ) -
Starting the Drugs: { )
P
- M-VINEETHS >
‘7,\/ D m g\ \
Additional Instructions: b \
Q M /
o

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Daily Doctor’s Endorsement by a Sign O
. . - Dater
F DRUG: Pp; ENOXAPALI N Time é\l G‘i
s *E\ Dose | Route |Frequency |Start Dt.
2 F ot SIS DD | g o
& Name & Signature of the octor *gd‘ ¢
Mzt _‘-: Starting the Drugs:
E'f._ " q\l 1 ﬁ‘ 1) ¢ il
 Se= i é
§ fes " Additional instructions: ;

\ T‘

T Dhakshayani
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REGULAR PRESCRIPTIONS weight. #2144 ward
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Rainbow* ) .
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Hospital BY RAINBOW HOSPITALS

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

DRUG : “TAe TRAMADDL

Time

Dat
]

Dose Route

2y Po

Frequency | Start Dt.

€ bevy [oylo3 npd

Name & Signature of the Doctor
Starting the Drugs:

!L DR M VINEETYA

a7 ‘,{*J)

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

=,
D | %

.

DRUG : T2 B

Date}
Time

Dose Route

Frequency Start\m.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

: Dater :
DRUG \. D MsTHR Az & [TimslAY B
Dose Route Frequency Star‘t Dt.

Lo | Ao Y7
Name-& Signature of the Doctor £
Starting the Drugs: }4 ot "

Additional Instructions:

W%ﬁ NBA—"?l.

Daily Doctor’s Endorsement by a Sign

QP
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Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS Welght% Ward

ra
DRUG ™ [0 PagpcerimoL PRSI\ \
Dose Route | Frequency | Start Dt. i il
[ & Pl= Qio 5]3 1, pon] teoie )
Name & Signature of the Doctor !

Starting the Drugs: /Mq-—’
W*/ U
Additional Instructions:
bt™
bt

121}

Daily Doctor’s Endorsement by a Sign

Dat
DRUG: T CCRex e Tig‘leeha [ o\
Dose Route | Frequency | Start Dt. b
oond Plo | &5 [shhe et /'

v,
Name &ZSignature of the Doctfr N
Starting the Drugs: g

Additional Instructions: / W@
M e

_____._i-fss

Daily Doctor’s Endorsement by a Sign

c Date
oRUG CAP ([ PCTHA= i
Dose Route | Frequency | Start Dt.

44| Pl 71O |

Name & Signature of thé Doctor !
Starting the Drugs:

Q’

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Ty PELANOAM T

Dose Route | Frequency | Start Dt.

10 f‘ Tlo | =
Name'& Sidnature of the Doctor

Starting the lB:tugs:

Additional Indtructions:

akshayani

iic

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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ll ' Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dgoe . . pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oot o s o=
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
¢ A VARIABLE DOSE Tlu'le I Nurs;Sig, | Nurs&Sig. Nurs;Siu. Nurs‘?’sm
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose - - Eiss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o froee O Doss
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
‘ Date Time Medication Dosage & Other Route Signature Nurses
] —~— Instructions
. Tn3-PANTePRARZ~ M‘ ‘i
S R i e S O
‘ M T RS- mMETellePrRe s (N~
R A R N Sl .
~ Olo3- | 2:500y, | INT-6-TDCIN 2T0 Wl =
oulod-| LopPyy | INITRANEX ML 145 (v 2 T
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* ey
: th\'o 3 EZS O [CoppieanaD o |oo wq 1 ) E‘_ @ 'L: g
Tab . [ ) 'LL_ SJJ\-Il o ﬁ;A rQ
ula- P NICALDI B~ R My 0 Anutha S
IN) _ M
v / lﬁ :
) U M" 6 f)n') PARACED A L !ﬁ poulha
o o
- ] O |Dooopuko
57 Qﬁm NichHe D) e }OmJ 1 i ™ SLoa_He
v - ~ (A
D\') LCOCAX 20 £ P /gﬁ% n‘\’\( R i
stehe| — SR ITORY ! IR =3
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LV. FLUIDS CHART

{l

Weight. Bq

Ward. .

osition of L.V. Fluid
(If infusion, mention ml./hr = Mcg/kg/min. etc)

Route Flow Rate,

mi/hr

Doctor
Sign

Nurse

Da‘g})f Doctor

Stopping| Sign

Nurse
Sign

Sign
R\NGep " 1W|/‘§ @i %&
o \hernre . k|« } .
fNGer o [l 3&@ -
\3'\3‘:' ‘(Jl\ CPCTPRL \4’ @ uf 3~ @’
NN X
| PINGERALAPTE. e .
OLI\V*DDM"J‘Z}-}{JJU e | &m/rz 5 - e % @
ik Y
RNGER _|1ooud g% ey o DD
o\ | g et Te |V [y | 8- ’ &
RN (e 0o da
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pr_ RiNGER N (00 A 9 | A
WerniE mlh
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RESULT SHEET
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Rainbow®
Children’s
Hospital

It takes a lot to treat the lttle.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

oate [ Tp) | Lloisb

Time \__ ~/ 11 : 36 A

Hb |9 -&

PCV 265

RBC W Sb

WBC 1b -0y

N/L

Platelets 218

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 Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)



Date
Time >
CUE - Alb

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

Stool Pus Cell

OVA / Cyst ‘
Occult Blood

BT 2Mpw 295 <
(= Za4pq Aol

R Jood 3(0&? RtVE&

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

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

Radiology : BB T iinuniuusnaniuaia i mt i s A i A A M e AT b e

MIBE ciiiiniin s oo i s s S e s S A SR R T A A B RES s

Others (ECG, Contrast STUdIES B1C.,) & ....ovovoieeeeeeeeeeeee et
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g i bl

rany .../NiNg Observation Score Chart - Obstetrics

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

Date -~ A |~ .
‘b'\%" Time | 8 [ 9 [10]|11f12| 1 2f3(3) s })e) 7)o f10]1af{12)1]2)[3(]4]|s[¢]7

> 30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 % "

Saturations <94 %

Administered 0, (L/min.)

40

39

38

37 n

36 -— ")(l 2

35 S
< 35

2, dway

IS
I

170
160
150
140
130
120
110
100
90 i )

(e

2]ey Heay

80 Y
70

190
180
170
160
w
= 150 . T 2 1 P
= 140 hal < LR A\ \ i \BD
= 130 AU N P ~
T 3 120 i =
e 110 ; \ 1
a 100 h \
2 90
® 80
70
60
50
130
2 120
""6_" 110
F 100
[==]
| & = : -
a ya o
sl 70 @ -y { YV N
m
2 60 bz 4 e
5 50
40
RESPONSE P‘;'i‘:ne !
[¥]

Unresponsive

URINE > 30
mis / hour < 30

Protein + +
Protein > + +

Proteinuria

Loihi Normal =
ochia Heavy / Foul
5 Clear / Pink
Liquor Green
TOTAL YELLOW SCORES a ~ () o) [ ]
TOTAL ORANGE SCORES ) 2 \y 2 =
Nurse Initial L1 ! P i




) — '\UIU‘JUWLQ_’
o Pyﬂ gl 1v ¥ lQFWQ—

. Jppm — 152 brd—
Oy B Obstetrics and Gynaecology
LA : ~,Early Warning Signs
UAM ~ \N2 brty
Gy — jug bnd—

-2 1S
@ A ,%W 1 Yellow Alert :
A

" B Repeat Observations
\ \\D\j‘v in 30 minutes
o
' ™ / )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
. w &
Sy
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring <
\ , J

* The Modified Early Warning Score (MEOWS)
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cany walning Observation Score Chart - Obstetrics

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

@ BirthRight
BY RAINBOW HOSPITALS
Your Right 10 a Sae Delivery

Date

Time

9
e

RESP
(write rate in
corresp. box)

>30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

(2

7

4

6

7

()

)

12

73)

&

3 dwa)

40
39
38
37

36

35
< 35

ajey Uea

170
160
150
140
130
120
110

100

90

36

80

R
&

&

75

N
b =

70

60

P

50

anssald poojg 21j03sAs

190
180
170
160
150

140

VR = {15 i < [ ) 255 RN OOV SRS 15 (PO - 5 R 0 il i - 0 09 70

..
>
L S

-

130

-~

//

120

110

100

1P

90
80
70
60
50

aInssald poojg d1jolseiq

130
120
110
100

90

]‘

80

70

=

P

60

él

50
40

NEURO
RESPONSE
[v]

Alert

Voice

Pain

Unresponsive

URINE
mls / hour

>30

<30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

9]
4

Nurse Initial

Hald

-
O
K ¢

L




Obstetrics and Gynaecology
Early Warriing Signs

r N

Complete a Full

!

v f‘ 1

Set of MEOWS
Observations

N W,

# -
#
L]

r

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
/
B B .
4 A

-

> 2 Yellow Alerts or >.2 Orange Alerts!
Immediate Review by: Obstetrician and
Repeat Observations

in 15 minutes or continuous '

monitoring

- ? )
’

.
-~

LR N N
gty :

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

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

l*‘\\%

Date

S 1 ﬂ 16 Time | /8
> 30

21 -30

11 - 20

0-10
94 - 100 %

<94 %
Administered 0, (L/min.)

40

39

38

37 3 i

a
n 36 Z14 A2 A
y . 35 = )

< 35
170
160
150
140
O 130
’ 120

110

)
9

frofit) 12| 1 |(9)| 3| af(s]s|7]8]9 1121 |(F)3]|4a]s [ 7

RESP
(write rate in
corresp. box)

Saturations

N

2, dway

YV
A
&

3jeY LeaH

3
P
*
A

114

o
anssald poojg 21|03sAs
Ll
NiWw
[=]1[=]
B
'@'

50
H 130

4 120
110

100
90

80 2 ¥ r_l‘ i &

70

60 b ) T t

50 \ [@5Y ¢
20

NEURO Alert . | [ —1 T o= 1 = 1 T T = |

RESPONSE Voice |

Pain
v
(1 Unresponsive

N
=
{

\

<—
aunssalq poo|g J1|0Iselq]

P
Y

URINE > 30 == = —
mils / hour <30

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Clear / Pink
Green

| TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

Lochia

Liquor
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Obstetrics and Gynaecology
~ Early Warning Signs

_ . 1 Yellow Alert :

Repeat Observations &
in 30 minutes

.

4 A ( N ©
Complete a Full 2 Yellow- Alerts or 1 Orange Alert:
Set of MEOWS Call the Obstetrician and Repeat

Observations
Observations in 30 minutes

/ -

a ot .
: > 2 Yellow Alerts or 2 2 Orange Alerts: @,
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

O

NN

) v
A £ 'y - .
Y

* The Modified Early Warning Score (MEOWS) r
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T

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.

) Thrombo- i
Date | Time {r}a'!}:lri% Route NG | Diarrhoga | Vomit |Drainage | Urine | Phiebiti ﬁ;%gé i
A Mouth 1V N.G R
08:00 am //
09:00 am " q/
~ 10:00am = '
11:00 am Lt
12:00 pm g
01:00 pm
Total Intake : Total Output :
\ 02:00 pm m 1 N
) 03:00 pm i ] ]
| % 04:00 pm ) 1 [ |] -
\ 07 05:00 pm i O |/ Y& -
‘ 06:00 pm
9 07:00 pm )
Total Intake : Total Output : p g(_l% g%
08:00 pm
o o [2800pm 05 11
‘ { 1000 prm NN\PY yd o 8 \ N
\ ~ o | O~
X
‘ o [2wan] 0 | 0o ﬁ/jk J
‘ 01:00am | P Lop/
Total Intake : Total OQutput :
; 0200am| g | | tony E
\ \.w\ 03:00 am |- #&L @ ( Yoy) // » & \l[
| N Rl 77 O S At : Wl c\ Q
Rl 7 7 N P B\ > Y-
06:00am | 2 oY
0700am| W '
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbo . L
Cﬂ:tl‘dr?:s ‘Blrtthght..

Hospital

It takes 3 lot to treat the littie.

[ FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

R\W;'

e A --"asg i3 “ s o
T e et L .
i AN = \ .73?{;—:0,( m. ul

IV Site

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

Thrombo- —
Date | Time gaﬁfjﬁ Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis Sbg's‘é
Mouth [ 1v [ ne A &

08:00am | P& 106 s e Stk
0%:00am | P4 | n) %o v " )’
o0an| (F-1 |00 p / o
11:00am | @\ | | oo er N
1200pm | Q\ Moot [
ooopm| RV | 1 [l v

Total Intake : -1—03444.,(\ Total Output : P&Q}\Z_c O

o [0200m] RC | ny lonral Fomli—1 > Empty
03:00pm| R g \0onN " yo
04:00pm | PL 7 0ot d (W
05:00pm | KL 10omt 4 \SomL) ¢
06:00pm | P( ﬁ’ & | ooy _ b | Soml = Ll m
07:00pm | R He [looml s ?,:u

Total Intake : }pake Total Output :
Wi @ looa! i
0900pm| g [>2° 1004} \ ©

< [eoen| gL 00 , \ L~
oo [0 | p ™ N ME."E et

X [rewan |y d] = 0o Y o
01:00am | A2\ (DO

Total Intake : Total Output :
02:00am [ ,mﬂ i

3 [woml g, i

Q MWam| M 100 B0 ez ™M

i 05:00am | 2 { W A%
06:00am [ /) 1 Lo ol onudl T B
07:00 am : A \ g \,

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output 9 UQ ) w/(
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Rainbow®
Children’s .
Hospital .

It takes a lot to treat the littie.

[ FLUID CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

< |24 Intake Outp f«“ﬁ fﬁ IV Site
. Nature ; i : “ohienite | Sign
Date | Time | ;¢Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Nugrsé
Mouth | LV N.G N 1 f L
08:00 am Wiy / v ’ ‘
,&:.’ 09:00 am b L / |
} 10:00 am i} / 0 AP,
} 11:00 am Mo / i | ) 4
12:00 pm ! V4 R [ AL
01:00pm| P ()
Total Intake : {z0K¢ §) Total Output: ) d
02:00 pm \ I \
\i 0300 pm Vi // v (
04:00pm | = o o ; * b
> 05:00 pm ‘f\g; N o Pl H\
) [ o6:00pm XN / \
07:00pm| { & (O Y
Total Intake :  TotalOutput: \)- 2, WO
08:00 pm \/ / \/ Y
09:00 pm IR / / \
1000pm | ® (TN ( Z 1ol Y 1s
A}\ 11:00 pm N2 X o a
1200 am AN N\ Fall
01:00 am LY /
Total Intake ¢, bo iy Total Output: U - 5 M-
02:00 am : : ="
03:00 am / AN
0400 am e
& 05:00 am ~ W\ & / £ © gg)
06:00 am TP V] )(JH< P %
07:00 am / / %
Total Intake : thg_m -  Total Output :0 ) ny)
I 4 .

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow® ) et
Children’s ‘Bil‘tthght

Hospital BY RAINBOW HOSPITALS

It kot & kot by treat the [irfe, Your Right to a Sate Dalivery

( FLUID CHART | ‘

1. All mieasurements iri ml.

2. Add up each column separately. Make additions across the page to obtain 24 firs. fotal of intake and output. !

T

T S e e T T %I%@f ST T A B R R
i B SN RS o S e e gBDr 9 P ”{l-g"f' aget Bow B
A S f&mmtak Lledversalin e fed ¢+ Vd0utput - [ wsie |

sy
b

Thrombo-

o

) - Nature,
Date | Time | ofpnd

Route

NG

i | neat ; phibitis | Sign.
Diarrhoea | Vomit {Drainage | Urine | PREbt Nurse

Mouth

v

N.G

08:00am |

1 09:00am |

10:00am

11:00 am

12:00pm

01;00pm

Total Intake : .

Total Output: \

02:00 pm

0200pm|

04:00 pm

~uiy

05:00 pm

06:00 pm

07:00 pm

Total Intake: ¢,

Toial Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 fin

12:00am

01:00am |-

Total Intake :

Totat Qutput : -

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

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

Total 24 brs. Output
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Illlllllﬂﬂmmmmmm CHECKLIST FOR THROMBOPHLEBITIS Hospital | (o
A .
DAY-1 DAY-2 5 (3D
S. No. SITE OBSERVATION STAGE / ACTION SCORE E i /} M E (/N,\) Ml (EA% N Remarks
. No signs of phlebitis / N~ e
1 | IVsite appears healthy Otsserid careila 0 &) e D |0 O | PA Oa- 'O
One of the following signs is
evident : Possibly first signs of phlebitis
2 . . . 1 .
* Slight pain near the IV Site / / Observe cannula M f.)\ D" /) ,J '
* Slight redness near IV Site AY- NA | D N OQ
Two of the following Signs o .
s sl Early stage of phlebitis /
3 are evident: ; 2 - Al
Pain at IV site Redness Resite Canaula M }6 e e nNA )DA 'Q‘i)
AII_ of the following Signs are Medium stage of phiebitis /
* Iizliﬂeagtlhg Path of carnula ?esi:e Catnnula s d H‘ (\9 ’7 A NRL | NA IOA*LQQ
Redness around Site Swelling Ll Yy
Q\Tic?::r:? gr:gllgx\wtté?]gsﬁégp s are Advanced stage of phlebitis or S
: ' the start of thrombophlebitis / €)
5 Pain along Path of cannula ; . 4
Redness around Site f;e St'te C?nnuia Consider W /9— j\.p O N9 N A OA\ =
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain ﬁ:ﬁ?&fggh?;?)?t?s? ~ | G
6 along Path of cannula Redness e . 5 N
around Site Swelling palpable Initiate treatment Re site N/ NO A ﬂ A~
. Cannula
Venous cordpyrexia
N i
Signature of the Nurse z_ @ @ 0 | g g\,, L‘LL C£

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 r

Signature of Shift In Charge :

SIgnature : .............c..ccoveeeee. ;;. Name: .........
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=

Signature of Ward In Charge :

Signature : .............. “*?Z

o <7 ’ —

val to detect post infusion phiebitis.

.. Name : . {%{ .f Végktj
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™ Patient Sti4 ;ﬂ:\m’;wv z?wumzn F) Iéﬂ:?c?;%‘#fs . BlrthRight"
[lHHHIIIlllllllllllllllll!lml||ﬂ CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | {)smmmmess
_ = | DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE W T E TN | M T ET N I MTETN Remarks
1 | IVsite appears healthy %obgggrgz 2; E]I:lljell;itis/ 0
One of the following signs is
5 gvident ; ' Possibly first signs of phiebitis ’
* Slight pain néar the IV Site / / Observe cannula
* Slight redness near iV Site
Two of the following Signs -
3 are evident: E:rsliy;estggﬁnzflghlebltls/ 2 -
Pain at IV site Redness:
All gf the following Signs are Medium stage of phiebifis /
gvident : , :
4 Pain along Path of cannula ?eSItte Gatnnula Consider 3
Redness around Site Swelling reatmen
All.g ; t? ; fgﬂgg ing Signs are Advanced stage of phlebitis or
evident and Extensive : o
5 | Pain along Path of cannula tF?e sigar(t:of thrlonéhoppéehms/ 4
Redness around Site - Te S’m? annuta Lonsiaer
Sweliing palpable Venous cord reaiment
All of the following Signs are
evident and Extensive : Pain Advanced ?"-%9? of
6 | along Path of cannuia Redniess ]‘h,rt?’f['b?phte mi/ﬁ X 5
around Site Swelling palpable fnila e[ realment He siie
Vengus cordpyrexia Gannula
Signature of the Nurse

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

SIINALLIR & e sesenaens 12 SIQNALUTE | eveevereerien s srssensaerens NAITIE © 1orrerrecermssrsssnemsesseseasereasoncassaeserserans
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A Morse Fall Risk Assessment Form bt
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Your Right to a Safe Delivery

4 .
_ , pate/Time | 3 ) T [RF  [M{TH e o
Choose Highest Applicable Score from each Category S s Fall Risk Grading
e | 9 | Al 0f
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Lavel Morse Fall Score Action
(MFS)
Secondary Diagnosis Yes 15 = |u
(more than one diagnosis) No 0 é:;j
Furniture 30 . Fall
| T Low Risk 0-24 o e
Ambulatory Aid Crutches, Cane(S), Walker 15 L
None /Bed Rest /Nurse Assist 0
Yes 20
IV / Heparin Lock or Saline T @ o) Implement
g . ol Moderate Risk | 25 - 50 ’F‘f‘rggg:%‘g:a”
Impaired 20 0
) P (Z-o Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 ) Implement High
Forgets limitations 15 b Risk Fall
Mental Status 'g — High Fisk e Prevention
Oriented to own ability 0 Q) :
_ 7S Intervention
Total Morse Fall Scale Score: G 15 s .
Signature | (% C%D\ @
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) | 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.
L1 Use safety straps on stretchers and wheelchairs while transporting patients 1 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 el it i
| i
Date / Time
Choose Highest Applicable Score from each Category . M )—?— S} 9= 5 '4 Fall Risk Grading
Score | 9P M) 8AM *OPU"
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:r::Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 o) ia
Yes 20 o
IV / Heparin Lock or Saline . - ¥ 30 (&) Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 S Risk Fall
Mental Status High Risk > 51 ,
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: Qo0 10O Lo
Signature {?’V‘l gﬂ ] 1&.
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 cail for assistance
Low Risk (0 — 24) (Standard Falls Precautions) "1 Hourly safety check
[ ] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] 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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, immobile:

e —

Does not make even slight changes

2. Very limited:

3. Slightly limited:

4. No limitations:

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

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

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

Mability 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. Cf L{
without assistance. to completely turn self independently. independently. Y i
T
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; I l
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
Activity The degree 1. Bedfast : ot i i i i Walks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without u l’]

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:

Moisture Degres 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

— —_—

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

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

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

repositioning with maximum assistance.

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

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

sk'r:qsvﬂcsse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
tlo ll'nois!i’ure Dampness is detected every time 8 hours. every 24 hours. \7
patient is moved or turned. 34
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ! [

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 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

e e
-

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

Evaluator's Name

b
ial

ﬁ\




Suppori Surfaces _
Risk Score Category Action {Piease Note: Only required for children who are deemed at risk due
1o aitered mobility, conzider occupation therapy referral for advice
Regular Turning Schedule . '
4 Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Saime 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 overlay
: » Follow the same protocof as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk : « I addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating presstre matiress overlay
« Use same protocol as {or “High Risk” Patients High density foam maftress
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 maitress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

’ 7

G, [T
\(

Mobili - o : :
Y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 47 7
without assistance. to completely turn self independently. independently. ‘{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; . 4
» ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : : A ; : . .
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a (‘{ \

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

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

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

Sensory Perception

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

2.Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skigqswm‘:h d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes:; linen only requires changing
i :n :’:?S;e Dampness is detected every time 8 hours. every 24 hours. (7 '
. patient is moved or turned. {f’ v -/
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \ !

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mgy/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

~

Severe Risk : lessthan 9 |

High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

TOTAL SCORE

| Notat Risk: 19-23

Evaluator's Name
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®
1 L
| Support Surfaces
Risk Score Categary Action {Please Note: Only required for children who are deemed at risk due
) {0 aiterad mobility, consider occupation therapy referral for advice
Regular Turning Schedule . .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Mternating nressure matiress overla
Manage moisture, friction and shear ' gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocal 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 overlay
Follow the same protocol as for “Mederate Risk” Patients High density foam mattress
10-12 High Risk in addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add 4 pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors,

Alternating pressure maitress overlay
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R takes a lot to treat the Mie. Your Right to a Safe Delivery
VT PAIN ASSESSMENT FORM rospita " | @z
| Pain Stofe . W . Modifying | Patient / Family :
Date Time (0/10) Location Duration Acuity Character Fasiom Educated _lntervemion Sign
(] Continuous | [ Acute ] Sharp I Dull [1 Increasing | [ Yes M b
3) } C(F ™) @ N }9" ) Intermittent | (] Chronic [JAching [J Burning | (] Decreasing | [] No E
0] Continuous | 1 Acute 1 Sharp [ Dull ] Increasing | [ Yes WM 17—
3 )3’ EPW) @ N ﬁ (] Intermittent | [ Chronic (] Aching (1 Burning | 7 Decreasing | [ No E)
: (] Continuous | [ Acute (] Sharp [ Dull ] Increasing | [ Yes N —
5)9— gﬁy\’) @ N/’ﬁ’ [ Intermittent | [ Chronic "1 Aching [ Burning | [ Decreasing | [ No @_}
[ Continuous | [] Acute (1 Sharp 1 Dull [ Increasing ] Yes ;\j_?q /
'S ](3 &(‘rw 0 lD M.% (7 Intermittent | (] Chronic [1Aching (] Burning | [ Decreasing { [ No -
[1 Continuous | [ Acute (] Sharp ] Dull [] Increasing LI Yes
U\(ISL ThAm 9l /VA | O intermitent | ) Chronic | [ Aching [ Burning | [ Decreasing | [ No Y A
] Continuous | [] Acute [ Sharp 7 Dull [ ] Increasing L] Yes
' ] i Achi Burning | ' O '
H\’k \?m O r\]ﬁ [] Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No A .dg/}
( [ Continuous | ] Acute 1 Sharp (] Dull [ ] Increasing L] Yes
51 Can U’ﬁ“"p O 'rdﬂ' [ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [ No N i OQ ’
[J Continuous | ['1 Acute ] Sharp (] Dull [ Increasing O] Yes
5 ](,}«- +Am O '\} /| O Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No A /,10/7«
(] Continuous | [] Acute O] Sharp [ Dull 1 Increasing 1 Yes
% \?_ 1’,)@()m 0 Aﬁ‘ {1 Intermittent | [| Chronic ] Aching [ Burning | ] Decreasing | ! No NA o,el \
14
_ [} Continuous | [ Acute 1 Sharp [ Dull "1 Increasing | [ Yes )
J / 7‘ % © Aj’f‘* [] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No /Uﬁ"

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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v PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Paln Scale (Obstelric and Gynecology)
! 1 1 | 1 1 1 l 1

No Paln

@@@@@@

NLHun

y

ol I 1 I I I i | I 1
2, 3 4 5 ] 7 8 9 10

Waorst
Possibia Pain

Wong - Baker (Pediatrics) Abave 7 Years

Hu‘rts Lmle Bit Hurts Lrlﬂa Mors Even More Huets 'Nhnle Lot Hurts Worsl

s SCORING
CATEGORY
0 1, 2
0 L
Occaslonal Grimace or Frown, Frequent to constant frown,
Faco No Particular expresslon or smils witirdraw, Disoriented quivering ¢hin, clenched jaw
Legs ) Normal Positon or Relaxed Uneasy, restless, tensg Kicking, or legs brawn up
1 Laying quistly normal posltion, Squirming shifting back and
Activity movas easlly forth, tense Arched, right, or Jerking
Moans or whimpers oceasional Crying steadily, screams of sobs,
Cry No Cry {Awake or asieep) complalnt } frequent complants
- Reassured by occasional touching, .
] Cantent, relaxed hugging, ar being talked to, Difficult to console or comfort
Consolabllity distractivle ‘ fo
Neonatal Paln, Agitation and Sedation Scale (upto 1 Month)
Assassmont Sedation Normal Pain / Agitation
Criteria
2 -1 [} 1 2
Erying No Cry with painful | Moans or cries Appropriate crying Not| imitable or crying at | High-pitched or sﬁenl-
Irtitabiity stimuli minimally with painful| fmitable Intervals consofably | continuous cry
. stimuli Inconsolable .
Behavior Stale | No argusaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli -gestational age Awakens frequently | or
No spontaneous Litile spontaneous Arouses minimally / ng movement
movement maovement {not sedaled)
Factal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expresslon
Expression | No expression with stimull intermitient continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual ¢lenched
Tone Flaccid tone decreased muscle | feet tlenched toes, fists | toes, fists, or finger
tone Nermal Tone or finger splay splay
Body Is not tense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within baselinaor | Increase 10-20% | Increase greater.than 20% from |
RR, BR 830, | stimulj variability from normal far from baseling baseline, Sa0, less than or 1
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recavery Out of sync or
Tecovery fighting ventilator

~/
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\““u\“ PAIN ASSESSMENT FORM ot ko Sour ighfto  Sae Devery
| Pain'Scofe . W | Moditying | Patient / Family .
Date Time (0/10) ‘Locahon Duration Acuity Character Factors Educated -Imervemion Sign
D [] Continuous | [ Acute [] Sha 1 Dull | Increasin (1 Yes _
B Ol [oa |- : . S| el = Sap A
/ 0 vu{ ] Intermittent | [J Chronic [[J Aching ] Burning | [1 Decreasing | No
[] Continuous | [J Acute (1 Sharp 1 Dull [1 Increasing [ Yes
{1 Intermittent | [J Chronic (] Aching (] Burning | [1 Decreasing | [J No
(1 Continuous | [ Acute [ ] Sharp 1 Dull [] Increasing ] Yes
(1 Intermittent | (i Chronic ("] Aching ] Burning | [ Decreasing | [ No
[ Continuous | 1 Acute [ Sharp 1 Dull [ Increasing ] Yes
[ Intermittent | [ Chronic ] Aching [ Burning | [1 Decreasing{ [ No
[ Continuous | 1 Acute [] Sharp [ Dull [] Increasing [J Yes
[ Intermittent | [] Chronic (1 Aching (] Burning | [J Decreasing | [J No
[l Continuous | [ Acute ] Sharp 1 Dull ! Increasing ] Yes
] Intermittent | (] Chronic ] Aching [ Burning | [] Decreasing | [ No
] Continuous | [ Acute 1 Sharp (] Dull " Increasing | CJYes
[ Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | ! No
] Continuous | [ Acute ] Sharp [ Dull "!Increasing | [ Yes
1 Intermittent | [J Chronic [J Aching (] Burning | T Decreasing | [ No
("] Continuous | [ Acute 1 Sharp (1 Dull 1 Increasing [ Yes
[] Intermittent | [] Chronic 1 Aching 1 Burning | ] Decreasing | [ No
(] Continuous | [ Acute 7 Sharp 7 Dull "1Increasing | [ Yes
[] Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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L PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

A

Numerical Paln Scala (Ohstetsic and Gynecology)

1 1 ] | [ 1 1 1 1 | I
| 1 1 1 1 1 I ] 1 LIS 1
0 1 2 3 4 5 7 ] ] 10
No Paln Worst
Possibla Paln

Wong - Baker (Padlatrics) Above 7 Years

@@@@@@

Ne Huﬂ Hurts Lmie Bit Huris thﬂe More Even Mora Hurts '-‘mnle Lot I-Iuns WOrst

, SCORING
CATEGORY
u " 1 " 2 *t |
v [ |
) Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression o¢ 5"“_[" withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
1 Laying guietly normal posttion, Squirming shifting back and
Activity movas easlly forth, tense Arched, right, or Jerking
Moans or whimpers octasional Crying steadily, screams of sobs,
Cry No Cry (Awake of asleer) complaint _ frequent complalnts
. Reassured by occasional touching,
Content, relaxed hugging, or being taked to, Difficutt to console or comfort
Consolabllity ontent, re distractible I
Neonatal Paln, Agitation and Sedation Scale (upto 1 Month)
Crlterla
2 -1 0 1 2
Crylng No Cry with painful | Moans or crles Appropriats crying Not| Imitabla or crying at | High-pitched or silent-
Irritabitity  stimuli minimally with painful] irritable intervals consolzble: | continuous cry
stimuli inconsolable
Behavior Stale  No ardusaltoany | Arouses minimaliy to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimult gestational age Awakens frequently | or
No spontaneous Litte spontaneous Arouses minimally / no movement
maovement mavement (not sedated)
Facial Mouth i5 lax Minimal expression | Relaxed Approprizte | Any paln expression | Any pain expression
Expression No expression with stimull intermittent continual
Extremities | No grasp refiex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tong Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR, 820, | stimuli variability from narmal for from baseline basefine, 5a0, less than or y
Hypoventilation or  { baseline with simull | gestational age §a0, 76-85% with  { equalto 75% with stimulation -
apnea simulation - quick | slow recovery Out of sync or
TeGovery fighting ventilator

~/
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It takes a lot to treat the Ittle.

NURSING SHIFT HAND OVER FORM - WARD

rthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Trealing DOCIOT: . i.u s cicsvssisasssiimsrssesiemmsrssissasiiss Department: .........cooeeeevciiieeee. Date of AMISSION: .......ererreerrrirrere
Z | Diagnosis: ' Any Infection: CJYes CTINo [ Not Known
= il
E If YES SPECITVL- .coiisiinssisuressonsisivnssvissanasssossais
] ) o
S | Area " 5= o (\qf 4\’5{“
= Shift Time X\ AN L7 Ny 5PN %Y
g Medical Condition ;\{){ b e(
= | (Any special condition to be noted): f\) ‘g b

sy N | 8 )
Allergy: O Yes @No | Yes [2No |0 Yes (NG| O Yes@ﬂo/ (0 Yes UNG | O Yes )21«)
Tubes/Drains/Catheter: O Yes (No | Yes CINo pr'?fs O ng)é CINo p*@. CINo | O Yes o
Vital Signs: Temp: | QRAE lag 1Plare | o f | A | A%
= Res: | 6\ |50 9.0 10 | 10 O
E sp0;: | da)y. agl oAy any | a8 %>
g Pulse: 2\‘2 R LA 2 29 >
2 8P: \30) ) oD [1zefa3 | VMY 19169 | uyfdo
Fall Risk Score: — - — = NA ~
Pain Score: — ¢ - ] QA il
A
Safety Needs: — _ - o /¥ - v
& Physiotherapy | Yes =No | Yes =No | O Yes [1No | Yes (1 No| O Yes [iNO | Yey6 No
= L
'% Others Specify: - — 1A e A P
E
E Special Diet; | Yes =No |0 Yes<TTNo |l Yes CINo | Yes A0 | 01 Yes N0 O Yes ANo
S |Other Special Orders / Medications: . {
K —
OA | | Ar | Y
Post Operative Procedure Special Orders: = - ’J g (\p /\j F\ p(/
Handed Over By Name : 0{[’_@“\ NNSE\ ,‘ 3 ; 6’»,\1"
ﬂ\ - ?\ASLM— MUV,?” gﬁ’faﬂ{nr &}‘
Signature : CIF== A ﬁ‘-\ (r:\)\}?ﬂg/ S o fen W
5 ' o
Date: W) oI u 10t Ulabs S s/3(ae [S]pIe
Time: S Ioom | sl Cpunl Jpnn | gpe
0 Gudir | 1] g wo
lf\a \
Signature el B/ INOVE PN )
T T ¥ = G—
Date: WAV YA w] &> [sla(re | g3 |18
Time: [t 00 Am W)L\ g? )
Docu. No. : RCH/FRM / CLINICAL / 097 - ¥ i ’ |
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UMV Childrems | @ BirthRight -
Hospital .M
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating POBIOr, e s Department; ......ccoeeveveeceeeeeeeen, Date of AdmISSION: .......cvecrriecrrer
Z | Diagnosis: Any Infection: CIYes [CINo [ Not Known
= 1 YES SPECIY: w.vvvveerrrecrrsesseesseeserneee
= LSS i
w
2 | Area ny
g Shift Time K
% | Medical Condition
= | (Any special condition to be noted):

Allergy: CYes CINo| O Yes C)No [ Yes CJNo |C1Yes CINo | Yes CINo [ O Yes CJNo
Tubes/Drains/Catheter: [1Yes_CLNo (1 Yes CINo | Yes C)No |1 Yes CINo [0 Yes 0 No | Yes [ No
5 <
Vital Signs: Temp: | q¢ .9 ;l
= Res: | 2nh\®
# Pulse: | Sry Jn)
Z BP: | M [¥¢-
Fall Risk Score: —_
Pain Score: —
Safety Needs: Lf.u
I
@ Physiotherapy | Yes CINo | Yes C'No [CJ Yes CJNo | Yes CINo | Yes CJNo | O Yes CJNo
= :
g Others Specify: —_—
£ Special Diet: | D Yes_ANo|CYes CJNo (1 Yes CJNo [ Yes CJNo | Yes CINo O Yes T No
£
S |Other Special Orders / Medications:
[~ = —
Post Operative Procedure Special Orders: | —
Handed Over By Name :
Signature :
Date: A
Time: g ¥0)
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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nnnnnnn little. Your Right to a Safe Delivery

(A

% B tha!nt::; :Lr:;; ;n:yg;g:natiaﬂ O Relie_vl:at I::jn & Discomfort L] Maintain Fluid Balance [ ¢tmprove Activity Tolerance Maintain Good Nutritional Status (] Maintain Skin Integrity

S i Prevent Infection ] Meet Elimination Needs [ Ensure Saf ‘ i ) Pat o

S | [ Identify Potential Complications (7 Any Others. SPeCIfy.........c.evuviereriiiiiiriisie v " - A ey Ty
Time Plan of Care Time Implementation Evaluation Re-Assessment “},“g?;,.’;?;‘,‘:

I N #H— —

=
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= e

Ly Wﬂfé&\u‘vﬂ/
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[C] Maintain Airway and Oxygenation
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NURSING CARE RECORD

%

Rainbow* i
Children’s 2 BirthRight
Hospltal . :JYR:INBOW :OSE:ALS

It takes @ lot to treat the little.

] Maintain Fluid Balance

[1 Improve Activity Tolerance

1 Maintain Good Nutritional Status

1 Maintain Skin Integrity

@ er /;r‘:ehﬁj‘m & Discomfort !
g £ Maintain Personal Hygiene TPrevent Infection (] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety fént & Family Education
© | [ Identify Potential Complications 0 A OGS SPOOHY oo oo ciisismscostomsvevsmsaris v s s o s el S e T s e
: Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Rainbow®

Children’s (d BirthRight
H05p|ta| . BY RAINBOW HOSPITALS
mmmmmmmmm Your Right to a Safe Delive ry

Date: 5}'4'(“% ..................

?LO* ) gfl dﬁcllff‘

w | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [) Maintain Fluid Balance 1 Improve Activity Tolerance [ Maintain Good Nutritional Status 1 Maintain Skin Integrity .
E ["1 Maintain Personal Hygiene [] Prevent Infection [J Meet Elimination Needs [ Ensure Safety [7] Early Ambulation Reduce Anxiety [ Patient & Family Education
| ] Identify Potential Complications LAy OHBrS: SPECHY:. . oo i s s R Sy s e Sy e T Vv S e Ve T
Time Plan of Care Time Implementation Evaluation Re-Assessment 'ﬂ“&?;,.':?.’.‘}:
JASsesS He pt condahon D ASsessed  He pt- ;
B .. g . 5&7
- ?Jotl\ 7w tads AlNg topdeHren
=
E|To D plen 7 Tlo chootct Dwited e cheCkud | | -
E To Ls € Lo ndad J//o QQM \/lOcﬁwU“
Ve B e, Bl ptd by o o |
am am | harnTod pgy vesnterned  |Sufatlnl
FvNn D for do C't‘o?w
| = Agesset te pt S, - hgsessed o P ‘
rondg- 7o . Cond?Hion eded 0
g =) Sl asut CJ‘MJJJ = Uf’f“'ﬂj oo ¢ \O M ﬂe(l ﬁbp,tk” Mﬂ
@ % i 3 —
£ |=all wdff(ccﬂ’ivﬁj e i mdtcedton |5 Nw’“’] quﬂ

Night

r§&§p -

(AM fhe fr‘CD(kﬁlth)
= Moo, fimm
>maﬂ1wh Glo chauk
- Qﬁmm‘tdﬁ’[ wudieos
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£ Maored s o
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y —— ey e

<y Date:

(O

(3 Maintain AIrwéy and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance Ol Improve Activity Tolerance {0 Maintain Geod Nutritional Status [0 Maintain Skin [ntegrity

m N
'g' OJ Maintain Personal Hygieng 0 Prevent Infection O Meet Elimination Needs [0 Ensure Safety ) Early Ambulation Reduce Anxety O Patient & Family Education
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It takes 2 lot to treat the littie. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  t™yp. QUATRY « w1\ Date of Delivery: Oh ‘ ot [2%
Assistant Surgeon: e . NEENA. Time of Delivery: 12 24,Q P
Anaesthetist's Name: DR Nusletin Gender of Baby: NALE

Type of Anaesthesia: QAP PN CTTReS Weight of Baby: 1+52 h Q
Neonatologist: et SRS e AGPAR Score: g L9 .

Scrub Nurse: ALY N MHSIB. NICU Admissior«;/?!‘{es CINo ¥ Lem\

Pre-Operative Diagnosis: GUP\\,\MB%UD‘Q\ Cer-rttls & AeDE & 8403@—1 FGRapreu- @l

_[-Ffective - [1 Emergency Indication: ............... 9’ 4‘O e TEGR. .Meny | pve v~ L8 ¢
Urgency
_! Immediate Threat to life of woman or fetus
_I Maternal or fetal compromise not immediately life threatening
=No maternal or fetal compromise but needs early delivery
"] Delivery timed to suit woman and staff

ETREESORIUONT .20, .00 s epsssnsains E?.Q.c:.g.x.e .............................................................................................

If there was a delay QIVE the TBASONS: ..........ouiuiiieieciei ettt sa s a s st s et eneaass e eaatnan s

Surgical Procedure: PTFQ,\chve wRes . % %\L T b‘“"m‘ﬁ

Post Operative Diagnosis:

Poo -
Peri-Operative Complications: o P
Amount of Blood Loss: > RN Blood Transfused (in ML): ~ __

Name and Number of Surgical Specimen sent for examination:
Woyg

1. No. RCH / FRM / CLINICAL / 155 (PT0)




Examination Findings when Appropriate:

Presentationg,D*éﬁhalic (] Breech LT Other .oeeeeeeeeneee. Cervical Dilatation: .............. T cm

5th Palpable: I . S Fetal Position: ................ B easasas sty

Station: Q,QQ/ 0-2 01 00 O+1 O+2 Moulding: _+None [+ [I++ [1+++

Caput: . I+ [++ [ +++ Meconium: one O+ O++ O+++

Bladder Catheterized : y{ 1 No Urine: ‘,Q*C.'Ear [ Blood Stained

Skin Incision: annensteil ] Transverse _1 Midline IG5, S . L E

Uterine Incision:  C-tower _Segment' 1 Classical ClInverted T 01 Incision % LUE Y inped

Previous Scar:  ftact ‘Ewu;dout ") Ruptured [J No Scar v Yes Bt A

Incision Through Placenta: [ Yes No Orcfmc\ ::-) r\;

Delivery of heMﬁ:ual 1 Forceps # B\ Tako! Q‘:}O o mbd‘.{,feA EQM oLy

Liquor: ALfear [ Meconium: [1] my | T - CJBlood [ Offensive ] Not Offensive.;.cog;}jw

Delivery of Placenta: 1 Manual - | VEI'CﬁpEete 1 Incomplete 1 Piecemeal

COND ADDBAINCD . ohisiscsvvvimmnsovssgiissmessmning NQM‘*%‘M“‘G& ....... Cord around the neck Lu/Yes CINo u'“j

Appearance of placenta: ................. ®acow¢‘f\€ ................. Cavity explorech —=Yes [ No

Uterus, tubes and ovari-eS)DfNormal [ Not Normal Sterilization: L1¥es™ [1No A o htaf™ 6.
! ~

Uterine Closure: | [ One Layer ‘;:./Iweﬁyers ....... aJd \ ..... N T e, Suture

Peritoneal Closure: ~- "I Pelvic V%dominal CINone ... \@Eﬁ\@@?“f‘ Suture

Sheath Closure: - b (1= T T - Suture

Fat Ciosum 1 e 259 Suture

Skin Closure: ~Subcuticular [ Mattress . M ngsﬂ.\....??.f.’i). ............. Suture

Vagineal Evacuated /a{es C1 No

Drain: (0 Yes.£TNo [1RemMOVE iN .....cceeervvennerrnnnee days [ Await instructions

Ctheter ©Yes CINo [JRemovein ... . days ) Awaitinstructions .

Swap & Instruments count correct?.=Yes L[INo LI Post-op Antibiotics «—TYes CINo U

Intra-Operative Antibiotics Cover: [ =Yes (I No [l Thromboprophylaxis [ Yes M

O Lo U1 LA AT, X' AU Kev.3 X o SO o

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

Doctor Name:

DAt & TIMIB: oot




/

SURGICAL |
SAFETY CHECKLIST

Asst. Surgeon :

o
Surgeon : ..... 0*5‘) ............................

Scrub Nurse : SE.-..

HNH-00002015 r
1220000
Mrs M VARA LAKSHMI 6733

23-07-1997 28Y1
1™
Dr SWATHI HYV we

)

{F)

Anaesthetist : ﬁf'\ﬂe M:JNO [ m””l"ﬂ"lllll"""ﬂ!lml"ﬂ

n ume .

808

.......................... time :

™

""""" Ralnbow ) -
Children’s o BirthRight
................................. Hosohtal . il s
Tt takes & ot to treat the fttie. Your Right ta a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN OUT

TiMe: .o

Anaesthesia Safety Check Completed \_=¥6s INo
Pulse Oximeter on Patient & Functioning Ué “INo
Does Patient have a:

Known Allergy? OYes E‘S—No/
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes fie”
Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned s Cifde” I NA

Blood Units Reserved Yes ME CINA
Has Antibiotic Prophylaxis been given

| within the last 60 minutes? s CINo TINA

Signature ............. Q/ .............................................

Name ... D0 VIN ST

SIGN IN Time:.]z..?;.(:.P.fY
Patient Has Confirmed
Identity \UHYes [INo
Site UHes CINo
Procedure (s CINo
Consent o~ T8s CINo
Site Marked _7fes CINo C1NA

, TIME OUT Time..... ) 2.7 \|5p0)
Confirm all team members have

introduced themselves by Name and Role W

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) ¥8s "No

Correct Site D(Veﬁ’ [1No
Correct Procedure /@\ 1No

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:

“Yes CINo [INA

Are There Any Patient-specific Concerns? )Yes—* No CINA

Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? P’?’es [INo CINA

Is Essential Imaging Displayed? TYes CINo CINA
a @\ USSP

SIGNATUNE :..uvensssansiins \(QM@ ..........................

NABME &bt

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded /ﬁ 'No
That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

Yes [ONo CINA

Y68 TN CINA
[Yes A0 1 NA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

Doc. No. : RCH / FRM / CLINICAL / 111
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Date & Time of Admission

8\:{—[%@L_{;L{irm.

Date & Time of Transfer Order

ule@ [*Uefm.

St

prefoit-

Treating Consultant Name Transfer Ordered by Reason for Transfer
’ yoadhd i
3 0
% S@Ae‘* @'}( O%@q/a:}l 0
From Unit To Unit Information to Attendant
Yes.+—  No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

@ @ Yes| | N/0/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1- n 0
Z.
3.
4.
5.

Shifting Summary / Notes Written by Do

ctor : Yes_lf/' No[ |

st

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

v

Patient & Clinical Records Received by :

bl

Date & Time of Patient Received :

uladob @) |

“H’of’r}/}

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
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Hos pital BY RAINBOW HOSPITALS

It takes a lot taytreat the littie. Your Right to a Safe DellvETY

OBSTETRIC TRIAGE ASSESSMENT FORM

1) Level of Consciousness: [ Conscious

Time of Arrival: L!W\

Time Seen by Nurse: ........ C1)OPV‘7

[J Semi-Conscious (] UnConscious

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

J Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
] Decreased Fetal Movement
] No Fetal Movement

[ Preterm rupture of Membranes / Leaking Water PV

L1 Preterm Labor/ Labor

(-1 Spontaneous Rupture of Membrane / Leaking Water PV

1 Oher ROBSOM. «.uissasmmmsiinlisysts i sy i

3) Vital Signs: Temperature: G{%J{V Pulse: %RR ...... A spo;: C’i@{% BP:..)B@).%}dleight: .............

4) Gestational Criteria:

Gravida: G P L A

LMP: e EDD: oo Gestational AQe: .......coceevvevereceeeieeene
Uterine Contraction I Yes ,Q’No/ 1 NA | Onset Time Frequency:
Membrane Rupture O Yes /Zlﬁ) [J NA | Onset Time Fluid Color:
Vaginal bleeding [ Yes ;3’(0 CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | [ Yes JZTN/o O NA g;:?&%%ﬂ;?ﬁj;ict?neg/ visual Sympton ¢
Good fetal Movement | [Yes | CINo | O NA It No specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | | | | | | | | |
| | | | | 1 | | | |
. 1 2 3 4 5 6 7 8 9 10
No P ' Worst
possible pain

1 LOCHIION oo i o o veccnmnnmnmans aomisnneneessessonsibasssanssins x ssin onaisi e sorw s siscston doa s s s e s e s i e o Slm o ¥ o0 H ST
LB T Lo | R et S Days / Weeks/ Months (Strike out which is got applicable)
¥ GRBTACIEE: iy vl s onsvinmmsnsnsnsns s snnnsennsssssnssmsiss asossssmassynsssesnsenssasanssn s nnmmsobiaeine s o s ae s Ko ato maare s ¥ima aiera '

Frequency: ....\........ M 4

« |Interventions: ......./

6) Past History:

a)  SUTOBNES: ..l od v oo sinni

IR S, T § | U ST S ORI S

Docu. No. : RCH /FRM / CLINICAL /

(PT0,)




Time seen by Doctor: ........... M\l;@'\/v\

Nurse Name : .......

.............. W

Date: . 'b}’H % . Time: ...... M/ \,N

7 I A\, Nurse Signature: M@QZ( .....

e — |
HNH-00002015 1P26-00006733
Mrs M VARA LAKSHMI
23-07-1”7 26Y11M10D  (F)
7)  Allergy: OYes O )le,’lf YOS ettt ettt e et e et e e
8) Current Medications: 7 Prenatal Vitamin NONE [0 OtEIS: ......ovvvveeeeoeeeeceeeeeeecee e,
9) Prenatal Medical History:
L] None (] Gestational Diabetes
1 Chronic Hypertension [J Low placenta
L] Gestational Hypertension L] Others if Yes, SPECIY .......ccovvierverieirereeicrice e
[ Diabetes
p
Triage Category: (Please tick on the category) -~
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
C] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
1 Category II: Emergent (Time to Physician: <= 15 minutes & Reassessment: Every 15 minutes)
C1 Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
}i’ﬂﬁéqury IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
1 Category V: Non Urgent (Time to Physician: <= 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Trlage Acuity Scale (OTAS)
Level 3
0TAS (Urgent)
(Resaclitive) <30 minutes
 Re-Assessment Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of u
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
: Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
; ;s pain <37 weeks (>spotting) >37
weeks
- : ; Mild hypertension
By = Hypertension > 160/110 i
Hypertension Seizure activity and or headache, visua i jenpr e
o - ! disturbance, RUQ pain symptoms
G LN . Atypical FHR tracing,
sttt Abnormal FHR tracing abnormal dopplers
w i i Non-Fetal Movement Diseased fetal movement
m « Acute onsite severe |+ Major trauma » Abdominal/back pain | . Ongoing assessment | + Anything that does not
i ? abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
J « 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 | - Qut patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
= Suspected sepsis Jor diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) « Rashes
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Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos pita| BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a fot to treat the littie. Your Right to a Safe Delivery
Patient Name : M(s\fo,raﬂo’gﬁw ..................... Gender: ] Male emale Age: Q’Slj&" ...........
UHIDNO : oo AN H 2 OO 208 Date : LQI:’J,‘QS
Instruction:

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

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

............................... B TRR B . R IO 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.

........ &Cz?.&‘.v.e bleediy, Ircevsasthle...C Q.'.'?".}Fczt.t}cpgbh.,. L Llorce:.. B{ : iqulmf;

My signature on this form indicates that

1. Ihaveread 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. Ihave 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: ....................... Q iR

Consentee : : Patient Attendant :

Signature V\‘\”’a\ RUAZAY, S SIGNALUTE & ..ot

Name © e AV Mo L SR NME ... Jiageey oKL iShe b

Date & Time : ............ o6, )00 Relationship with Pat% ........... Husbasd.......
Date & TiMe : ..vvvvvvvevveoee "‘f*rzS@foam

Witnegs . Doctor (who is taking the consent) :

17— SIONALIG & s (ﬂ '(5":[, ...................................

BENIOIRE oo sessyvesnnsisineoss veuisseeassaisu s s Name - . LD(\Q Veewo

Dale & TiME ;& ccimmnmssimsn vt

Date & Time : ........... ”f"ffz;s@coﬂm
Nocu. No. : RCH /FRM / CLINICAL / 027 ,,
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Rainbow® . . .

INFORMED CONSENT FOR SURGERY OR Children’s | & BirthRight
Hospital .%

SPECIAL PROCEDURE b idhop?

Patient Name : . X\ RS..... M\IARP\LM:QHM\ Gender: () Male rfemale  Age: ... Z3 YRS

UHID No ;..o e s Pate e s

Instruction:

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

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

LOWER  seGmEnT  (RESCRBN SeCTeN)

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.

My signature on this form indicates that Prudug S \‘":”‘3 s AT {\\e QC\ -¢®“ Mu\\‘\dkm—

1. Ihaveread and understood the information provided in this form (NoLYy Manaegemen

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. lhave had a chance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ................... 'D\ ..... S k‘-’P‘THT" ...... ’A\t ......
Consentee : Patient Attendant :
Signature : MV ............... l .......................... SIGNALUIE oot e
Name : ... YA A VAL AR ). .... Name : ......cooverens m ........ KA Ui Hirdo
Date & Time : D\q}vﬂ%lﬁl}'xm Relationship with Patient: .......".[\\%@ ...

_ Date & Time : ....... 2L )M»’l"lm
PGS Doctor (who is taking the consent) :
FENIIE ¥ oottt e Signature & ...l
| T - .‘1\ ..... veeno .
Date & TIME & .o

Docu. No. : RCH /FRM / CLINICAL / 027
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- [ Hepatic disorders [ Shock

' i ® -
CONSENT FORM FOR GENERAL / gﬁ.?c'i’r%.? :| Eirhih
REGIONAL ANAESTHESIA / Hospital | T Rt Dby
MONITORED ANESTHESIA GARE

; 1
Patient Name : ........... M“vmw"m’ ....................... Age JEE Génder: Male 0 Fepate™

UHID NG: ... IR -7 80 231 5 Surgeon Name:

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

Anaesthesiologist : .....cceeeeeeeeeerneenns eerisee s bbb e ra st bt A R ek R et RSO e Ee st L eereresemssesseseeserasesmessaessasenasease

Er-tses |
Operative PrOCEUUIE PIANMEH T vuivevivservrirersrsrevserresmressesesessssssssseesaseassssssssssassessas s sessassnasssssssssssassssesssssassasasesssesas seseassnssessass

PLEAS? READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

Generaljanaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operatmn Drugs given through a vein and / or inhaled from an anaesthesna machine
produce it. Regional anaesthesia involves 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 drugs to particular
parts of the body after surgery or injury, using catheters,

Specific High Risk (s) : The dociors have explained to me the details of the high risk involved dus to the following medical
problems and | have sought necessary clarification on all my doubts.

1 Diabetes mellitus

O Heart disease 1 Hypertension 3 Renal fali[ure

[ Multiple organ failure £ Polytrauma / Renal Tubular Aacidosis

D Incapacitating Cronic Obstructive Pulmonary Disease

00 OHhErS e Vperonidow , Pomadmeondioy OpRY
COMIMEBILS I ...vveeeeirecreesereieeererserrassessrserrseressesisesssassessasessasassessessassessarar st sassssses sassasesantasssessharessesessssenssssasesssress sasesserssesaatves
* Doctor to document in medical record also if necessary (Gross-out if not applicable) | -

DECLARATION BY PATIENT / GUARDIAN / PROXY

[\ ......................... ""CW .......... the above mentioned operation / Diagnosi

I hereby authonze Rainbow Hospital & its authorized doctors to perform

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

K 4

consi ‘ered appropriate by the anaesthetic team.

—
upcn me / my patient
¢ / Therapeutic procedures

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

" | autharize and give consent for anaesthesia ( 3 Regipadl / O General Anesthesia / O Monitored Anesthesia Care as

| acknﬁwledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
prowded in this form [ acknowledge that | have discussed with the anaesthetists any S|gmflcant risk and Complications specific
to my individual circumstances, and I have cansidered them before Gonsenting-for anesthesm.

Docu. I(\lo.z RCH/FRM/CLINICAL/021

P.T.O




| understand that there are some infrequent complications that can occur due-to use of anaestheéia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

 authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial 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 doctars attending on me to administer blood products during the
course of operative period and immediately thersafter in need arises.

| understand that the above mentioned consuliant anesthesiologist or accasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant :ye? 1 No Q
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| 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.

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

Patient / Patient Attendantg . Witness :
Signature : m\\ ......... week i SIGNALUIE oo ennarserensserens
Name : ... %2 M= NONG LK. NATIE : wvoerrcreeers L B e AAAGHERR (WM@“ |

Relationship with Patient: ... e44):...oerernrcncn Date & Time : Q'zi,loq/J:.L {

Date & Time ; .....0 Qﬁ’o’(‘?’o ............................... @

Doctor (who is taking the cogsjnt): i s as )
SIGNALUTE © vovvrerserreseresrrnessprrrenssss s stessemaans 3 - "
T DV§A’ILA7‘/ ...................

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




I HNH-UOOUZ
| e 2.
" Y114 10D Rainbo -
Br. 8w, {F} . -
Departm!ent of Anaesthesiology m”mT"Hth Children's @ Blrtthght
rre-anasTrenic evaLuario HIIIRHNINAA1g Hospital _ | N)zzemmniemmss
Name: N’Y;VMﬂ' ... L ‘qu' ......... Age: %7( Sex: h 4. UHIDN(:M#’OOM"(_
Date: ...... l’ ..... D 3/6*/%)’5 ............. Time: 4‘00 zu E;[gposed Operation: -éL/d% .......................
a2 Wk ¢ ic.
QIO A L1 A2 € B2 BB T Chonic ! .
BP/ CRT] oo HR: Weight: .21 9 asA Prysical Stats: 01 02 03] 04 05
' Lahoratory Data: :
(17141 17 . Prolein: .......u... ‘:i'o ...... HV: e Y-RAY: crevrersernrerersnserenete
Urea: ..., Ab: ... 2.8 HBS AQ: wovvofeoeffler R v J— .
Creat D255 TotalBil: .o Dl HOV: s p| 20 B.&tuby
N cirsrerererssesssessssesensrsens Dir}Bill: O an Blood group: ’5‘*‘6 Stress/ARQIO: .verenn. W
R 11 L IL” ...... 1 O L1111 O .
CAF ! eorversessemsserarasensons Mkptios: ol d b T4 o reverasererarsersessesens v
MZ:—:—: ........................... AYIZSE: .ovvereneressrng o L ' B/M' ENTR /VOCTFE:MIL— #u
Ol e Y Y Allergles: NEDS - -
Medical History:  CVS: (st JPErTEdLion =" 2 o Tan [ARETHLL (o oMy 710
7

RESP: |l Diabets’: Lﬂ-ﬁ“ﬁ I,\,JC,ﬁprUr‘ loing 2D~
CNS I ]“ s ‘ | J

Renal ; I ’ )

Hepatic /GE : Physical Activity: |

oters: O’ i Eretpiee 1Comg — Lo Dose ooay 04 [oa]oere | Aprcenteons |

=

Past Anaesthetic History: ﬂ),’rw 2-8cg

M 20]g Jiﬂ‘& e’

Physical Eam: Mo Maei OF 2 Monv el d -

Airway: y MP1234 Mouth Opening:

Mentohyoid Distance:

Nec}« ' Teeth:

I.ungs:]_ e pet, Lewr

Heart | & 5,@

CNS: y NI,

L

Pregnapt: Y6 ONo CINA

Venous Access Site : Ryjpwsmne Ex';dm for regional :

)
Anaestfletic Plan: CJMAC gaaﬁﬁm CIGA-ETT CJLMA

iy 7

ol A
Pen~0p|erahve Plan Expla[nfzd to the Patient; _)2"@ r1No

CURRENT MEDICATIONS DOSAGE

Signature: ......... é"/ ......... Name: ..... prfkﬂlb"“'

Docu. Noi: RCH /FRM/ CLINICAL / 044

Pre-Operative Instructions:
1. DVT Prophylaxis :

Water /ORS 2H
2. NIL QRAL< erer/ ORS & ours

Others 6 Hours
3. Informed Consent: £} dard O High Risk

4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

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

oooooooooooooo




HNH-00002015 |P26-00006733 P

?5:1"3?‘““;":““0 (F) Rainﬁ%‘w" . BirthRiaht

Dr. SWATHI HV j Child_ren’s . irt ig t
||| ||“| |||”|| |||"|" |" "l"n _| ANAESTHESIA CHART  pHospital BY RAINBOW HOSPITALS

It takes a ot to treat the lite. Your Right to a Safe Delivery
116 IIUULGLIVII NOJGIDIIIGHIL.

Change in Patient Condition: O Yes wrfio Fasting Status: A7) 04 LAl -
Physical Status: | o L+ Patient Identified =~ Consent Present \="Chart Reviewed
HR: &2 [wur [BP/CRT I;fl/]m‘*'-*ﬂl S00.: [pv / [ R.R: lblw,{w- | Last Feed:
Pre-OP Dragnos;sn[)?(...‘w ........................... . Operation: Jhative. [T Date : O\*\DC}\Q{;,
Surgeon: 501(.} Yll-dmt 22001 L u‘R’né‘a'gﬂasmlog|:3t: O Nweeriaa........... Technician: MG Yallan.......
TmME ). <] Lo U8/ N JV 4
N,O /AIR 10, LPM
HALO /SO /SEVO Antibiotic
Drugs: " mw_
SECREEETIEN e i
WD TRANE XA Z TRAMWYDE Lt 1D
U fr—
WO MIPAST AV pie)
\ =) . ! - Blood Loss
N TN TV AT WAV LA e
Fio, [5a0.] | iviPIR I 174 A3 49
ETCO, .
ECG Q1 Cnl 2| Tn i U
Temperature
Urine Output NOTES
o 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
sziqumxﬂme 160
Throat Pack In 140 o ry -
Throat Pack Out 120
100 y
80 - I
60
40
20
10
0
[ 85
LAB Values v
GRBS
\-=Equipment Checked and Temp: Induction Regional:
H?/Functlnnal [J HME (] Fluid Warmer awv [ Inhal Extremnity Specify: ..
r"BP J ClingFim [ OH Warmer \Pre0,  CIRSI Wnal Ol Epidural (3 Caudal
1 Cuff Sitk; UL' Mgnar's ] Cotton Waol 1 \thers
G/ﬁlte Lother = [ SGA Position; . Q]'H’i b
= KA Lad 2 * ’ Times: 5 j Oral [ Nasal Site: . .
‘,.1‘ ::énig:mr Anaes Start: ‘2“0 m i Wiy O NaedleSlz
5 Au;nt Monitor OP Start: ... Le5. .. Lfl m 0 [INasal [ Cuff Parasthesia [ ] Yes
=" Pulse Oximeter 0P End: . i L stomy (] Topical Catheter at skin ..
O] Capnograph LeaveOH. ‘ Q?x‘, ] m [ Drug Name & Conc:
[J  Ventilator Anaesthesia: O [JJ Direct Vision Bolus: ...
] Nerve Stimulator ] GA a oscopy [ Stylette / Bougie Infusion: ..........
[C] Monitored Anaesthesia Care ] Fiberoptic Block Level:
w“"&m'm—“h@ﬂ%ﬂg‘mnaﬁ Blade# ........... Sk ,r
£3~Ffessure Points Checked DIfiCUY WRY? .. N
Line (Slze & Location) Transpgrtation to
Eye Care: T ovP: [ Bilat = BS LAPACU ey CJ Other
1 QOint ] ART: ] Semi-Closed Circl Relaxant Reversed  [] Yes ] No D«
[ Tape 1 7 — ;
EIJ Pa?‘ldlng ﬂtﬁl?e\ E g:ﬁf" Clrcte Name of the uocerE Vlukm-
L Twake ] T Signature of the Doctor :..




HNH-00002015
Mrs M VARA LAKSHMI

23-07-1997 28Y11M1
10
Dr, SWATHI H vV 2

AT

T e s =weo-

IP26-00006733

]

E UNIT RECORD

Rainbow® ) _
Children’s @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

. ’ l : ;
Received in PACU by ..... SuW)asz?'\ .......... Time Received : ))HOFM Time Discharged : ..........ccccovevenenne
250 250 IV Cannula Site : ...........ccoeee.
240 240
[oe] 230 230 | [ 0, Mask [J Nasal Prongs
5 220 220 | 7 Tracheostomy [ T-Piece
175} 210 210
= 200 200 | [ Oral Airway [] Nasal Airway
= 190 190 )
180 180 e 4 X
8 170 170 | Vomiting : [ Yes Dh( Drug: ,Lsz fjan
S 160 160
= — 150 | NG Tube: O Yes .124(0 ljﬂ’)
v 13017 ' W\Ya 140 | prain: Ol Yes o
o 130 + A TR 130
120 SAIE A 120 | Urinary Catheter: ﬁs [ No
L 1o 110
7] 1007 100 Chest Tube: 1 Yes &ZTNo
= e[l 9 il Oral [l Yes Z7No
o 80 R { u 1 80 -
&4 NN AN 0 wruigs: S
60 > 4 60
2 50 - 50 Oral Feeds: NBm
& 40 40
30 30
¥ 20 N N 20
10 O Ny 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able t 4 extremities voluntal d =2 = ; s
bl ove 3 ieralies voluntary o on oommend =1 acTviTY l 2|21 > A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or an command =0 Discharge
Able to deep breathe & cough freely =72
Dyspnea or limited breathing =1 RESPIRATION " . " "
Apneic -0 D=t d= 1 G2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
. space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION
BP + 50 of Pora ;gaegg'?esﬁcﬁelseeve =0 L 2 2 12—
xF\u"y a“t:?ka I - 3 CONSCIOUSNESS
rousable on calling = |
Nnturesuonding =0 2—\ f oo 2- | 2—
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic i i =0 2/ 2 1 ‘)/—
TOTAL 0’ @ |lo]| (0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
h- %
Y 3P &) nNA
t
H ] T | 3fm o NA- 24
\
ula |upm | © A &
il [WAm| O N A O
—

Pain Tool Used:

CJ NPASS [ FLACC

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

] Wong Baker ] NPS

'"fﬁIéﬁf\f}%@éIiéﬁfﬁfiﬁ(ﬁféf}é{ffﬁﬁffﬁf

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

a.  Every 2 hours for first 24 hours

b After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d With in 30-60 minutes after pain relief intervention

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

2@ UB 0.

Transferred to Unit by (PACU) gjd ﬁf}{ o9 }/‘ 3
2. - LB

O?j

Date & Tume




2
Rainbow® . .
Patient Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & ot 1o breat the Bitle, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ot TIME: coveerevcevccceenee PYOCEAUIE GONE DY ettt et n e
CSE /Spinal /Epidural Position : ..........c...... SPACE ©ueeer e eeercsrsrrenseerenas Technique (LOR/LOS) ......ccovereenee.
(D317 M Catheter at SKin: ....coeeeevevce e FAVIC: 1 0]
Parasthesia : YeS/NO if Y8S QEIAHS : ...vvvivevirecreimarenmeissemeierenssssiesessimssmsssasisssssesemmasssssssstasess " ..........................
SOIUHON COMPOSHION & sevvuseressiererusrermssere s sz gasssessesssses s ses s s s ms s e AR A R AR
Any other issues :
) 1eereererrertaisestsetsesae bbb etk e 48 be b eS8 4R 4R A SR RO oA S REA R4 Ee AR £ e AE £ eS8 Eo e AR R ety e r et Res
rd
1) OO O TSSOSO T rrererse et a e e reane s
. Infusion Rate | Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Commenis
Delivery Details :  Time : wvvvervenrnenseeas APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIE © .......ceveieereerertreeeteeserrerserserresseres sesssesessssseessasesssasesssseassneesnsessssessseastssssasebssensae
PAtiENt SALSTACTION & ..eeee et rs et st s st s rs s e R e R e pea R e pamE hRe R s SR RS R RO R aR e SARR R e ReRE SR EOR SR RoR e bRt e R bt sunse

Discharge /Shifting ordered by
DOCLOT SIGNAIUIE: ....overerecrerrrereeesrareseresmssresernsrsarerserassessassens
Dactor Name: ..c..cceeeeeeeraeneeenne TS S SR

Date AN TIMIE & oot erte s st sae e vessasssnesstassrsssesse
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=
= Rainbow"® P
ikl ZO/’ Children's | & BirthRight
Hospita| BY RAINBOW HOSPITALS
1t takas 3 lot o treat the Re. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ...... ..57{:{’[7/6 ...... Time: ...... JPVI ......................

o AQ 0 ~ 26 ky/m’

0rigin: o AN Height. |25, Weight .GALCA....  BME O ~28kym’
O ~ 30 kg/m’

Food Allergies: ............ NU ............................................................................................................................................
Diagnosis: ............... LS(S .........................................................................................................................................

TypeofDiet: O Liquid vEé:ﬂ ONormal O Diabetic
O Vegetarian Jaflon-Vegetarian 0 Vegan

Diet Advised:

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

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

Patient’s / Attendant’s Dietician's
Signature: ............................ Signature: ......... ; ......................................................

Name: Vﬁ\’?"ﬁhﬂ’%& Name: .@m’u%%lmg ...................
Date & Time: 5]?/}15,\}_}?9"\ Date & Time: 5]3/%,“7”‘

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




DIETARY NOTES
‘\

i

ot

Date Time - Notes Sign




%

Patient Sticker | 67_9/’ E?III?C[I)I'%\'I‘:'S . BirthRight"
Hospital § .m—“’-;:.f
CROSS CONSULTATION FORM
: )
DoctorName:..QK.‘....6NM:!?.!?.J ........................................... Date: ... )7k /% ....... Tlmel?""\
DIAGNOSIS :oroee LS eee e see et e ses e s
HOSPItal & coovevvrevveveennnd W WNIN ee Type of Referral :
O Emergency
............ ; lf‘;‘:“‘é“é“:”:”"'“;%‘:;J”""“""..""t".-"-."D...:I:.."";""“f““"".".""""." D Urgent
- Referred for : pinion 0-Managemen ransfer of care 01 Non Urgent

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

Signature:

Findings and Recommendations :

Wamﬁon cove  plan
— —— —

gl fosadd BiCast d Wl e

- PV‘V"‘Q'J Pvaf[ﬂ/m
®
o
Joshyu = oY
i g Lo Shavt E&PV@SQ—F@@’& di;:}z S
s R hows on tadh srdg  F0
bj w%Wj J/]CLC;{V&)C-A GM: PV\WHD
cyploinast oM A S mporteais
gy
Consultant :

Name : ...... CS\Q’H‘WQ‘\[COI(S ........ Signature : ....... ‘—gg‘ .............. Date & Time 5/:}/)’6/’]%

Doc. No. : RCH/ FRM / CLINICAL / 049

————
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1t takes 2 kot to treat the Ble.

| NARCOTIC PRESCRIPTION FORM

BirthRight

Your Righl to a Sale Delivery

(PATIENT COPY)
PatientName: 14y < - L\ yiaen ok <lomi Age: ~ ¥V Gender: | / /)il b
UHIDNo: | )~ boDB20! & IPNo: | P72 4~ 0000y 122 Date: L | 5 194 [Tme:

Diagnosis: ef %

‘J\)l’!n ’J N O E

PRESCRIPTION DETAILS (Tick only one of the following)

=N 3| Remifentanil Hydrochloride Inj. 2MG

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100/ ¢ | A/
2. | Morphine Sulphate Inj. 15mg/MI / |
/

r

4. | Remifentanil Hydrochloride inj. 1MG

/
f

[

Doctor Name: h\ _gﬂfﬂA;'V

Signature: ( | V

- P
-

Doctor Registration No: N”M ( 31373

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: ...... .. 2 G000 00 1.2 3 . YL A e, e B
Aadhaar No. of the Patient (Optional): ..o e e
A F : T
1. | Name: My¢ .\ vero Al ;[,, m i Remarks
Vet FARL |

2. | Complete postal address (with contact number, if any) b k] £S5 e
3. | Brief description of the illness L

4 | Whether registered with any other registered medical practioner / ‘

" | recognized medical institution ( If yes, details of the recorded) i

5. | Details of essential Narcotic drug dispensed Fe nflf Wf {

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender

& 19[¢ I n’(t ‘v'wf/ ;*"'"'71‘ .

. ’— i "»-a {1 :
Dispensed by (Name & IDNO.): ...vooeeve 0t S Lo T A e . Signature: ............ /o S ARl

I |
REERTTIC T4 : A

Received by (Name & ID No.): -.:""4")(*‘”’(02'&0") . Signature: ......~.. i" ......................
BUTBE .l o h s B et

Docu. No: RCH/ FRM/ CLINICAL /133

.l-ﬁ{ﬂé.‘ {




Docu. No: RCH/ FRM/ CLINICAL / 133

~ 2z
Rainbow” . i
' Children’s 8 BirthRight
Hospital BY RAINBOW HOSPITALS
1t sakees a ok to treat the Witk Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: _ Age: Gender:
UHID No: IP No: Date: Time:
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI
#™ 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. IMG ‘
Doctor Name: . Cn ‘g A ¥ Doctor Registration No: * ‘
Signature: ' "
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP:Registration No: 1.0 L 223 5 €ihiori e cReia vienssiassqainnns b, e O SR 1 B SRR JE R
aadtaar No. of the Fatient (CPUBRRI . «... .. k.. sl bt abiadinnssslusssnsverss svs piavonassevinuins
= 1. | Name: Remarks
2. | Complete postal address (with contact number, if any)
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed " o
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & ID NO.): ......coove bt b, e R s | SIGNBMUMe: s shits
Received by (Name & ID NO.): ..., o cidisiiiebdtnsseres fefbBA G L forssdrereseesessvvsnsnssesnnsishs SKIDBING: ... B, ovsiosoar comiamsinnis
Time: .......... - S n




