HIMAYATHNAGAR

N

-
-

N\

Rainbow” ‘ & .
Children’s | BirthRight
Hospital .

Name Mrs M KUSUMA KUMARI UHID HNH-00016225

Father/Guardia ) bpAKASA RAO Age/Gender  71Y 1M 18 D/ Female

n

: ‘R RESIDE -9- | i INDIA
Address 508,ASHOKA AMBER RESIDENCY 1-9-296, Vidyanagar, Hyderabad, Telangana, INDIA,

500044
IP No 1IP26-00006729 Admission 03-07-2026
Date
Ref Doctor Self.

Discharge Date (03.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. INDIRA RANI'Y
MBBS, DGO
700113

Diagnosis: POST MENOPAUSAL WOMEN WITH POST MENOPAUSAL
BLEEDING

DIAGNOSTIC HYSTEROSCOPY+ CURETTAGE DONE ON 03.07.2026

History: She presented with complaints of postmenopausal bleeding, 1
episode associated with passage of clots lasting for 1-2 days,changing 1-2
pads/day. USG done on 26.06.2026 showed Uterus measuring
7.2cmx4.1cms,Thickened endometrium measuring
16.7mm,Heterogenous,Hyperechoic,vascularity present.She was admitted for
Diagnostic hysteroscopy and polypectomy.

Menstrual History:- LMP- Menopausal 12 years back , LCB-44 years
Previous cycles: Regular

Obstetric History: P2L1A1 with NVD

Medical History: k/c/o Hypothyroidism since T. Thyronorm 25mg, k/c/o HTN
since 20 years on T.Telma H 40/12.5mcg once daily, k/c/o DM since 1 year on
T.Glimipride + Metformin 500mg twice daily, K/c/o dyslipidemia in T.Rosuvas
Gold + Clopidogrel 75mcg once daily

Surgical History: H/O D&C for misscarriage
Family History: Mother-DM and HTN
Allergies: Nil

Investigations: Enclosed.
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Name Mrs M KUSUMA KUMARI UHID HNH-00016225
IP No IP26-00006729 Admission Date 03-07-2026

Blood group: "O" Positive
Surgery Notes: DIAGNOSTIC HYSTEROSCOPY+ CURRETTAGE
Indication: POSTMENOPAUSAL BLEEDING

Operative findings:

- Cervical canal normal.
Uterine cavity- Endometrium thickened and vascular.
Mound of endometrium (white) in posterior wall.
Curettage done and sample sent for HPE.
Curettage are vascular .

- Adequate hemostasis achieved .

- Patient shifted out in stable condition.

Post-Operative Notes: She was closely monitored in postoperative period.
Her vital signs remained stable. She was encouraged to ambulate and void
spontaneously. she as shifted to room. Her general condition was satisfactory
and she was found to be fit for discharge. medication were explained to patient
supplemented by written information.

Advice:
1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 07.07.2026 (9am -
9pm) after food.
2. Tab. Drotin 40mg SOS for pain after food.
Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 07.07.2026
Tab. Zincovit once daily (2pm) for 1 month after food.
Tab.Cobinorm Plus twice daily (8am-8pm) for 1 week
Collect HPE report
Continue all previous medications.

W

~ow s

Review consultation with Dr. INDIRA RANI Y, after 1 week on 11.07.2026 with
HPE report in Gynec OPD (Review consultation will be charged).

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

Patient/ Attender

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number - 18002122, You can
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H05pita| BY RAINBOW HOSPITALS
[ Your Right to a Safe Dé\.wer_y
|
| Name Mrs M KUSUMA KUMARI UHID HNH-00016225
IP No IP26-00006729 Admission Date 03-07-2026

also take appointments at any time by going online to our
website www.rainbowhospitals.in
i

Registrar/Resident/C.M.O

Consultants :

Dr. INDIRA RANI Y |
MBBS, DGO, DNB

700113 |
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2 & Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  ® g TEL NO :040-48873000
o WEB : https://rainbowhospitals.in
ADMISSION SHEET

Reglstratioh Details : HELE T

Admission No : IP26-00006729 Admit Date : 03-Jul-2026 Admit Time : 11:39 AM UHID : HNH-00016225

Patient Details :

Patient Name : Mrs M KUSUMA KUMARI Age :71¥Y1M18D
Guardian : Mr M PRAKASA RAO DOB : 15-05-1955
Gender : Female Religion
Occupation : Martial Status
Address (H) - 508, ASHOKA AMBER RESIDENCY 1-9-296 Phone No : 9440051628/ 9441083236
Vidyanagar Hyderabad Telangana INDIA .
500044 E-mail : NA@GMAIL.COM
™
Admission Details :
Bed Type : TWIN SHARING Bed No :PP0O-419 Ward Name :4F -OT
Room No : PPO-419 Admission Type : First Visit

Contact Details :
Name : Mr M PRAKASA RAO Relationship : W/O

Contact Address : 508 ASHOKA AMBER RESIDENCY 1-9-296 Phone No 1 9440051628
Vidyanagar Hyderabad Telangana INDIA 500044

Lo o

Signature

(N By sy Q?u‘\)

octor Details :
Doctor Name : Dr. Y.INDIRA RANI Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 50000.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 03/07/2026 11:44 Printed By : 015898 Page 1 of 2
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Cross Consultation Visit

Doctors Name
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁggg;g\t Cor}{?;c;ﬁng Discc%_?r:zcting ) Order No. A Signature
/

%\ﬁr Cond Qe Montiyy] 1730p®) ™MP mz e — LoD .
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PROCEDURE

Date Procedure Quantity Order No. Signature
YD N Dlalevent ‘ |63 l/f iy dé;\f“\
b | 9he (e ocbaghr (V-
L/‘ ) o & S

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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f Patient Sticker
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r-- INITIAL ASSESSMENT :

Date %j? l24

Breasts
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L] BM @

Local/Speculum Examination

@ Nip,

Pallor =y Bimanual Pelvic Examination
CVR S,‘g:@ Abdominal Examination

: Respiratory System €], N VES &6-{' N/
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HNH.099 ——
s My ",um :m.o?m:,',,THEATER NOTES
Dr, vmm 1 71 M1g
Patient's Name : ... lllIIIIIMIINIR g e ccveeeemmeeeeeennens BB = i BOnder:: .o
: Uiy g o
UHIDE ..oiiviommmvainesmmsimmmesss e e eight: ...
Surgeon : DR - iNDIRA RAN/ Asst. Surgeon :
Anesthetist DR. \JINEETA OTNurse: S/ pAty)

Surgical Procedure :
g ODIWRGNORTIC  HYsTC eescowy <+ CoRRETAG e

Indications for Surgery : Post meNeepaL BLEEDING
- - DI .

Date : Start Time : End Time :
PRE-OPERATIVE PREPARATION :

4 (Noder  Sheel  aaeghe r%emﬁl‘\om, Dx‘ ~kegt in
B

OPERATION NOTES i (i) canal - T
* ThRidke Otedge @.\itg- Qrdome&igm“‘l\\‘c_hucd <
vascu\or
Meued of _endomehiam (sbile) in posterior wall
er(dhn ({bhc ordl %m\e SGR\ nlb'[ HPG
= (\\.\\’r‘f*'\m& avYe \n.scu.\Qr @

—LEMQLMNA

N S\'\‘h\)‘ccl pedip bl annditing,

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :
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urgeon's Signature



HNH-00018225

SURGICAL } SUrgeon : ......... )q %%emw :ﬁ'?ﬁ’::%}'" o 728

SUTGBON © oo pangepnvreegere | QO gy g e Al inbow® o
SAFETY CHECKLIST ﬁf.ist;’;ﬁifn Mtk | UHID o, ,"’ HlMlM’hl@lmu ............................... - EEEISE'ES ‘Eg_r,mggjg :
‘ Date : 3L {1:« _— ‘t time : | (P rmm——

.“\%

Scrub Nurse : 3(@5&1)’1 ......................

«

Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.[D.. %0 ¥} TIME OUT Time:..}7..2. 2. % £ SIGN OUT  Time:.....oooooe

Patient Has Confirmed Gonfirm all team members have M Nurse Verbally Confirms with the Team: ‘

Identity es Co Introducod themsaivas by Nanig and Role =Y6s CIlo The Name of the Procedure Recorded ~_L¥és [INo

Site L2Y6S CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure L2¥Es T No Nurse Verbally Confirm 7 Counts are Correct (or Not Applicable) /TXes CINo CINA
Site Marked L2Y65 CINo CINA Correct Site HAes patient name) ¥es TINo CINA
Anaesthesia Safety Check Completed  <-Y6S [No Correct Procedure 2¥6s CNo Whether there are any Equipment -
Pulse Oximeter on Patient & Functioning Y65 —No Anticipated Critical Events Problems to be addressed DYes Ao CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? C¥es TNo—" What are the Critical or Unexpected TR AN Bt S S TRe:
Difficult Ai iration Risk? Steps, Operative Duratron What are the key concerns for recovery

itficult Airway / Asplratloe Risk Antcipated Biood Loss? ‘ &s CNo CINA | | and management of this patient? /U‘lfs N0

Yes, & Equipment / Assistance ) )

Available C qe(v No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? | MO INA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned 1Yes NG CINA Been Confirmed? are there Equipment

Blood Units Reserved CYes NG T NA issues or any Concerns? ZYes C'No CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CINo CINA
within the last 60 minutes? ._)((s CNo CINA

L
Signature ................ lQV .......................................... Signature :............... < o 717 RS YA A
-0 D q.h i 4

Name ... DO MV TWne NG QWM@[Q&RP - Name Todie R -

Doc. No. : RCH/ FRM / GLINICAL / 111
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i Rainbow’
Children’s ‘ .Blrtth ght
BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | e

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| Y.
::H:W;ns 1P26-00006729 ' /) [f\/,l ;;)é \\ ya,\/‘ j ZY / L@ \ ‘\\ %
1!-05-:::3 UMA KUMARI

MY1IM18D (R

|
o

Dr. Y.INDIRA RAN|

|

Transfer Ordeked by

qy«[%nﬁy‘ﬂ‘

A
Reason for Transfer

CO/M '/Mé?h\

-
Fomunt To Unrt InforWendam
0\ ,@ Yes [T No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ftem Name Quantity
: L 7,
Nt
2.
3.
4,
3.
/-———7
Shifting Summary / Notes Written by Doctor : YM No[ |

Name & Signature of Person who is Transferring

ey

Name of Person Ordered Transfer

¢ \/ ?nuﬂv'\

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

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

" | Nurse not Available

[ ] Available Bed not ready




Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSF‘IT.ALS
SPECIAL PROCEDURE It takes 2 lot to treat the little. Your Right to a Safe Delivery
Patient Name : .......Mt&:...k.us.-.Lma ...... kuman.... Gender: [J MaIe/El/Femaie BB e crrensosissismvariT S es
UHIDNO pate ... 3k 2k
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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)

e DAGNOSTUG.... . AYSTERONOPY . 4. PO PECTOM Y i veeressees
U 1710 PSPPI
.............. LARS:. lonxaomn... kumoR... (Name of the Patient) e

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event therfg(.

........... & .Ct:Y..si.\fs...L.‘e.e.ciii\?....,...ns.e.d..... Qr....‘&mné.\a 'nﬁéaﬂorbfoﬁdﬁcﬁ‘@,

........... u‘icﬁn:....esré&. Y -3 o N TSRO

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: .............ccccouveunne. .LQAQV\J" . Roai....

Consentee : Patient Attendant :

Signature : ..... MJ ................. \ ..................... Signature ;222 A

Name : ... MN& Buouma, Eomen Name : M,?&RKM&&_&Q ......

Date & Time : .... 211262 . G [0: 280w Relationship with Patient: ... +:.s.band...........
Date & Time : ..s3.¥2a%.. S 202

Doctor (who is taking the consent) :
L Signature : .......... j .................................................
NAME © oo oD erae e ssaenans Name - .. (Q Ao
R0l . TN bt Date & TiMe : .............. $[7/25.. € t5:300m

Docu. No. : RCH /FRM / CLINICAL / 027




Rainbow’ )

CONSENT FORM FOR GENERAL / Children's .E&Eﬁghg
REGIONAL ANAESTHESIA / nosp. | W

MONITORED ANESTHESIA CARE

ANESESIOI0GISt : DT S A U et

Operative procedure planned :

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia 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 doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[0 Heart disease [ Hypertension [0 Diabetes mellitus [J Renal failure

- [ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I'Zl Incapacitating Cronic Obstructive Pulmonary Disease o

Comments : ’ .................................
* Doctorto dbcument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized docto‘a, to p\e}orm upon me / my patient
..... Kugy e, . the above mentioned operation / Diagnostic / Therapeutic procedures

gt hMusdapi e g ..

* lauthorize and give consent for anaesthesia ( O Regional ¥ General Anesthesia / 0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge 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
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

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




| understand that there are some infrequent complications that can occur due to use of anaesthesia, 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 doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her »
will administer the Anaesthesia.

- Pregnant: O Yes \.E!’(o
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.

o

Patient /Patient Attendant : Witness :
Signature :‘ ................................................................. Signature : ...... M’ .......................... B,
Name : PWPMK\\,'%Q‘__QA.@" Name - DA - l<U$UM‘A‘1QU ™ Ja\_/{
Relationship with Patient: H.&S.ﬁ.hx\\.& ........ 57 E T 1 O ——
Bt & T8 iconipmmsiammsinnihsmsispomssmmasiiispares

Doctor (who is taking the consent) :

Signature : . @'A’W}i ......................................
Name : BK ARELLA: 'ﬁ
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Department of Anaesthesiology Children’s E ] BirthRight
PRE-ANAESTHETIC EVALUATION | Hospital _ | () memmosmus
Name: . KM LA DA Age: YUY sex o B 1TETT7 . e —
Date: Q‘Q[G\")*UQJ” ................ Time: M\ -O0AM . Proposed Operation:%:ﬁfﬁm.?;ﬁg.ﬁ......... B il
Diagnosis: M%”NWQMMWQ*MQEWVJ;W%’P .........................
B.P/CRT: wilioy we o3 Weight: .46 . ASA Physical Status: 1 1 ~22/ 03 04 05
i Laboratory Data:

Hab: \11 ....... Glucose: . N2 2l Protein: Yoo HIV: s X-RAY: oo @
L 11 AIB? wcisossessssmmassiiorms HBS Ag: }NR ECG: (uéALVHU;\LgLQ fop
wec: LY., 5a0.. Creat: ... 027 . TOWlBil | HOVE ccosaocsupians 20 Echo:() il

Plate: ... Y0, ... WB: sy DI Bl Nocouag AL ¢ Bloodgroup:@..t‘..j..b Stress/AngIo:.....‘fl;’.... CT'TUMLWJ
(= (A, erannenesesyaen K oreeeesseseeessssesseseesenens EDHE o T3 civnsissmsmviianmie Other: o caunsciss i

PrT: L AL BRE 4 oo ARPIOE Ko .02 bh. CUES Gluew + +

INR: ... 3\817 MG o reriirssision AY1aSE: Lo LS A e = Rlwod + +-

= ol . .
&t} i O Ol 2 usssissicissimnsinississis SGOT/SGPT: ..o Allorgies: 1l -

Medical History: CVS: TN lavm; 1 w\nf -
RESP: NJO hlacewnt (e Coungin vy Diabetes : D¥) *." Ligr ¢ &y -
CNS: / = E i

Renal :

Hepatic / GE : / X ipr w[’;ﬁ Cf\ﬂi— Physical Activity: aclw C METEZ 4,

QOthers : /Tgﬂ ™ v Hblnnmch 16 WA ‘l-%mm%m 20N g for deﬂrg 4G LW i
Past Anaesthetic History: P 2‘ e VI¢edpu toow ulg: B
Physical Exam:

Airway: MP 1@ 4 Mouth Opening: 3 & Mentohyoid Distance: 3 Fl Neck: @ Teeth: @)

Lungs: 20e @ olr -

Heart: (il @
es:  clcle -

— = ya
Pregnant: [1Yes [INo oA Venous Access Site Spine Exam for regional :
ACCER T Tttty
Anaesthetic Plan: CIMAC [1REGIONAL [ GA-ETT\lZﬁA - —
Peri-Operative Plan Explained to the Patient: efes  oNo
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

— 1. DVT Prophylaxis : -~
P Tehvwan - H Wowmg+12-0g . 00. Water / ORS 2 Hours
2. NIL ORAL<, }

T-GLinax {14 ¥ Others 6 Heurs
Glmiapridt ¥ Mutfoonvm  RD 3, Informed Cansent 2 Standard. T High Risk

T Rotwvans old LOPA OGN | <™l 4. Post Operative Pain ManagementxDiscussed with Patient
MUT . 5. Other Instructions: 4
- A0S, RoLunas asid. S Ao iy o Sk

b (MML"/K-U‘HV} cheat a e {b@lf\m E;m/ >

Signature: ..... @ W‘N‘a ........ Name: D% (OKHTILA -k - = 90 Skip gH A om day ah. 85, A1 ETTV fid

---------------------------------- preeees Srssssssssarasssasgberesnsrasarararnaernrrararararararogrrrarsfiarerasadaasianinrnrrararanans

Docu. No. ; RCH /FRM / CLINICAL / 044 be Can on day o, e (10 get alung).
— GRRC owv ccd MBSO -




Patient S

ticker

Pre Induction Assessment:

Rainbow® @ .
i ’ BirthRight
ANAESTHESIA CHART  fhaaren .w'g

Change in Patient Condition:

[ Yes

o

Fasting Status: WML\—

Physical Status:

o= Patient Identified

o Consent Present

Mart Reviewed

H.R:

%rwut., [ B.P/CRT: (%] A0 "HESRO:

[RR: W6] WL

| Last Feed:

Pre-OP Diagnosis: f{\JPp a2 Q?U\MWWAJ [%weratlon “ﬂﬁgﬂﬂ)

Wk . 02401 24

Surgeon: ﬁ'ﬂ’

Anaesthesiologist: (T @Afd &M Technician: 2 Aavind -

yl Q)

TIME |, =
N.O/AIR /O, LPM %
HALO /SO /SEVO Antiblotic
Drugs: /JSVEM/ -
MDA |
- LaddP B Suppository
A 1Ly] 7 v %01 TV 2 2501 V7] #A
=t —J
FETOTPRIY T 1060 L |
D
p Blood Loss
WOV | b
P .J e
FI0, / Sa0, T o (08
ETCO, —LLr. -
ECG Y <y
Tiine Output NOTES
1 I
£8 " d Y
& Ao
Bp 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Toumiquet of Time 190
140
Throat Pack In A
Throat Pack Out 120
100
soH
m -
40
20
10
0
[46a
LAB Values
GRBS
L/ Others
=" Equipment Checked and Temp: Induction Regional:
bB/Funcuonal = FME O rudwamer | LETH LETRRe i QPRGN i
@U [ Cling Film ] OH Warmer A 0, 1RSI [] Epidural [] Caudal
] Cuff Site l/ wqer's [ Cotton Wool [] Others Others
Art iax
O Site: . er —— ,'[.?SfiA,-l MJ (= e, VS S
T EKG Lead : .
= Temp Site \D— HU P irway w [[] Nasal SRR, W B S
« =10, Monitor Anaes Start ”) BFF ot | Needle Size: ... \......ccoooeee. DEP ovvecvnvciicirins
r/'-?/ ’mMonlmr OP Start: .. \A, : hﬂJ ] Oral O Nasal ECuff Parasthesia [ 1 No
u:?)l;’ﬁff.e Oximeter OP End: . d/ E Tracheov% | Topic Catheter at skin ......\.......... CM
&jﬁmﬂﬂravh Leave OR ‘ l‘(f’n U Deug: DR NEE B CONBE N vciicos desermsissismmeinsisisssniisrs
-+ Ventilator lﬂmﬂlﬂl! [] Awake []. Direct Vision T TS
] Nerve Stimulator [J Video Laryngoscopy (] Stylette / Bougie O .
l ‘m(l QU onitored Anaesthesia Care [l Fiberoptic BIOCK LBWOE ©coiicscsisonsnimiieisiasisiisaska s
Pest WW 5 Regional Blade# .............. Attempts: . FY
pressure Pom Chacked Di"lcuny Why? - W B e T L T T LT L T T e e
Line (Size & Location) 9' W-W-/ Transportation to
Eye Care: CICVP:. L Bilat = BS [] PACU ey [ Other
U ol D ART;... UL ] Semi-Closed Circle VW \ﬁhw} Relaxant Reversed [ Yes [ONe [INA
ape @-D Q.t 2 b = Bosedci el Tl
[] Padding L’ 0O g::z:d Gl Name of the Doctor : .W n"VUJ
I Awake EI N: Signature of the DOGCLON &.....c..ccvev.
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POST-ANAESTHESIA CARE UNIT RECORD

%z
Rainbow® . _
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 8 lot to treat the little. Your Right to a Safe Delivery

Received in PACU DY : ... Tt i L VT f\Recelved ................................ /{[\ ime Dlscharged ..........................
2 A5 O .09 r\ .-. ‘
A - !‘ I A I ‘
3452 = ‘ ;53 IV Cannula Site : il s
- 230 230 | [ 0, Mask ] Nasal Prongs
2 ;fg :fg [ Tracheostomy [ T-Piece
@ 200 N 200 | [ Oral Airway [ Nasal Airway O
o 190 180
o Fa
180 180
g 170 AL (1’ 170 | Vomiting : [ Yes Mo/‘ Drug: ) A j C/\ K q/
= :g ::g NG Tube : [ Yes Drﬂo/
v 140 140 | prain; O Yes g}m/
A3 { 130 E/
120 I T 120 Urinary Catheter: [] Yes o
110 110
‘j” 100 ‘-f 100 | Chest Tube: O Yes 9{
= 90 ~ 90
o- gg I N 80 Nil Oral [ Yes [SAlo A ;-P [})
& = © | whuids ... 2N OV <
o
% 50 N 50 Oral Feeds: M‘%
& 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 1 60 | 90 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 L5 A 7
Able to move 2 extremities voluntary or on command =1 ACTVITY l ,)/ ’)/ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deeﬁ_br;:gmg & t‘:noiuuh freely = ? »
Dyspnea or fimi reathing = RESPIRATION L - 3 = f
Apneic =0 f\/ ¥V Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i ician®
BP + 20-50 of Pre Anaesthetic leve =1  CIRCULATION A L space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 . -
Fully awake =2 5
Arousable on callin =1 CONSCIQUSNESS
Not responding s ={ f‘)/ /)/
Pink =2 i /"V/
Pale, dusky, blotchy, jaundiced, other =1 COLOR L
Cyanotic =0 (V K-)/
2
TOTAL 0\ \g | Q)
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention

[

Signature

O\\0

Yo

Aoy

DNk

U

Pain Tool Used: [ NPASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

[1Wong Baker  [J NPS

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

Transferred to Unit by (PACU):

Date & Time:
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= ol &
Rainbow ®

Patient Sticker Children’s BirthRig ht
Hos pital . BY RAINBOW HOSPITALS
It takes 8 kot to treat the Ritlae, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(D1 SO L1111 S ProCEdUrE dONB DY ....cevevvrmseerersanrrerinereensresnseseesssssessssessassensorsnss
CSE /Spinal /Epidural Position : .......cvenee SPACE ©uvererereremseemsarresassrens Technique (LOR/LOS) ..cvvvvereirene
310112 RN " Catheter at SKIn: ......oc.eeeveevereecrerecneenes AHEIIPES < oot ereene
Parasthesia : YES/NO if YBS GBLAIS : ....ceevverisirernureisisiieissessiesensesssssssorsesssssesesssssosssssssssborssssseseassessssesssssesnessasassesssssasseasesses
SOIUtION COMPOSIHION ; .vvveiviieiiieniiresiinienerneeresrsesesassssseseessesessessaressesees T S—
Any other issues : ' .
) creerrrrrerseranseraerssinersssssasetastrssn b st sa e s s s At san e asEeRaE e ek bR e R RAnE SR eR AR R ReR SRS RO SR e R vanE s raR s et e s aeanRe s R bnes i aeeserersseesnaeneseasaenen
D) et e e A AR AT e PSR REA SRR SRS ROR AR TSR SRR AR AT AR E SRR RS AR RO E SR SRS RO S SRR A bbb R b bRt n e ne
T Infusion Rate | o Level Maternal FHR c ¢
ime (mi/hr) olus (M) | yoh Right | BP | Pulse omments
[
Delivery Details :  Time : ...ceeverreernennen APGAR: .....ccoeorrenene SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed Dy and Tip INSPBCLEM © c..c.ee et sessress s sensesars s sesesaenssesassssensassaenssssasesasmsssmenesaensssnns
PatIBRT SAHSTACHON © ...ceemr st rsser e resserene s s e ravsrssresrsarsesasressssesssarenssaresaseresssErar st seresr s s bebabsbss s senrasrmnnasnnen
Discharge /Shifting ordered by
DOCEOF SIgNALUIE: ......ce e ecrercceemerenesremserseerserasessenssssnsssseanes
DOCIOr NAME: ... e eeer e res e vassevasnasnsmssnenen

Date and TIME © ..cvcvciiiiineieiseninsisiassssssesssissssesoeemesseseoesens




Rainbow® . e
Children’s ‘Blrtthght
PATIENT TRANSFER FORM Hospital il sl

i

gy et

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
, st
HNH-00016225 |P26-00006729 91 ?f% @ 3[ %/ 2@ IQ ' ‘
Mrs M KUSUMA KUilﬁR““ 80
et ™ Transfer Ordered by Reason for Transfer
r. Yl

Hﬂg@m@ O@mﬁ@&w

From Unit

e v/ 2%

To Unit

pT

Infow to Attendant
Yes A No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

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

' Kk LD

2.

3.

4.

8

Shifting Summary / Notes Written by Doctor :  Yes| | No| |

Name & Signature of Person who is Transferring

Patient & Clinical Records Received by : Ve RN
l\X
7~ ‘QJ

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ | Nurse not Available

Name of Person Ordered Transfer

b e

Date & Time of Patient Received :

[ | Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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DRUG CHART

\\§

R b : —_
calullld%v:s ‘BlrthRught

HOSpitaI BY RAINBOW HOSPITALS

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

ﬂNURSES

Date of Admission: 3] Hirace

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Drug AlIBIGIBS: .ocveviiieeiiiirie e Q/ Not known any Drug Allergies

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

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

drug sheet folder.

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

S0S / PRN (As Required Medication)

DRUG :

Date

=

Dose Route | Frequency |Start Date

Time
hd

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency |Start Date

Time

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency |Start Date

Time

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)
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Rl
Aﬂuhqmuo F
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REGULAR PRESCRIPTIONS

Weight. ..o Ward, .......commmms

DRUG: TrJ- CeFeThx 1m g

Dater \c\];@bo

Ti['ne

=

Dose Route | Frequency |Start Date
!0’ vV 80 342

/451%‘

A
-

Name & Signature of the Docto
Starting the Drugs: (? )

Y

Additional Instructions:

qu

Daily Doctor’s Endorsement by a Sign

DRUG : TAR ' VARALETHMAL

Date»

Dose Route | Frequency |Start Date

14| PO |bhew [02ot

Tirge

Name & Signature of the Doctor
Starting the Drugs:

LS\ WM,\“(}J@@W b

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tif'ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

¢

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route [ Frequency |Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4



Weight. .......ccoecuee. L' 7o R —

Date»
VARIABLE DOSE TIU'Ie Nurs‘ESig. I Nurs;Siu. l NurseS}g. I NursgSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route S tart Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e e Dose A
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - o SO S
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE *LLg
Tlg'le I Nurs&Sig. Nim&Sig_ Nurs‘e'Si;; I Nurs:'Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Ceoe fcee s Bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fose i il pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) _ Dosage & Other ;
Date Time Medication instructions Route Slgnfture Nurses
SROOINT eawTaPRARLE 440 o/ ﬂ (J N
shbe |ye® N A
- ! A £l
23“(1& \\ L{l,o N memo%moe lQ‘Ij I ﬂd% Cmq
3)*’ gonr Mo PROSTOL 4'C°ML3 PV M Ci
[ “
W (A 8]] = ;
3> A& —TEN NS Totoin Ak ey  fvit — paz
i
pzlod| [P, | PP TEAMADIL| (oo r I
?7\ Tm g Pe L =
9@{04 110 P |40 - RRACEIDDNVY %> (v |k N~
- (&

Page: 3/4
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L.V. FLUIDS CHART Welght. v Ward. .ovciciiminins

Flow Rate| Doctor | Nurse | Date of | Doctor

. Composition of LV. Fluid
Datg | Time . Route |“mihr | sign | Sign |Stopping| Sign

(If infusion, mention ml./hr = Mcg/kg/min. etc)

ﬂ
e | e | [N ;

z—

/]

3
3

§

s

Dg\” B WWW e

\Va

x

a
)

RINGER

W
> \%‘O La cwte |V Jﬁc’ =N APy &

NN
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' T RESULT SHEET

Daie
Time
Hb|
PCY
RBC
WEC
N/l
Platelets
CRP
ESR
PG
- RBS |
Na Ny s‘: § 0
K ' ' Y
gt
Ca/Mg ' ‘ T
Phosphate ‘ R
Urea , -
Créatinine ’ :
ALP

SGPT

SGOT

T.Bill/Conj
T.Brotein
S.Albumnin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
SrlLipase

Blgod Lactate
S.Cholesterol
PT/INR

ARTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (®T0)




Date

Time

CUE - Alb

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

Stool Pus Cell .
OVA / Cyst
Occult Blood

Bloo

vl

¥
Loty
77

HeV

S

Guitire ant SENSHIVITIES: 1o ot rm s e i i o s e R s ian s A o e el e

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

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

Radiology : 2 O U PR E  SDPO

T JseersrnreasommsasssrsanessnrpassesesmansopmssearmammassindsiXmmnstinn eai st messst fnmn omse oA A S e PSR IR AR B g st

................................................................................................................................................
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Uiy AL ] - Ykt
OBSTETRIC TRIAGE ASSESSMENT FORM

It takes & lot taytreat the ittle.

Date: 9[9’[% THNO OF ANIVEL i oerinnensiesesssisisonsoss Time Seen by NUPSE: .......ccoumsamimsnsisnsss

1) Level of Consciousness: [ Conscious 1 Semi-Conscious [ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
[ Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement L] Other REASON: ....cvveveeeveeiereeteee et s ene e vaa e eneean e
3) Vital Signs: Temperature: ............. Pulse: ............. RR: oo SP0,: BP: ............. Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LMP; . onvisscmvssmrimiiassisnms BDDE «vsmimmmar s o GostalONAl ADB: v.c.vuuiimumuismsmsbisismsegimess
Uterine Contraction ] Yes ‘{No [0 NA | Onset Time Frequency:
Membrane Rupture 1 Yes Qﬁ: [0 NA | Onset Time Fluid Color:
Vaginal bleeding ] Yes % I NA | Onset Time Amount:
; . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | ™ No | [0 NA Pain Abdomen / Vomiting
Good fetal Movement ‘@@ O No | c1na | T Nospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | 1 | |
0 1 2 3 4 5 6 i 8 9 10
No Pain ’ Worst
possible pain
B 7 11 Ty
o DUrgton: ..coulow s s 8 s i i Days / Weeks/ Months (Strike out which is got applicable)
®  IDBBIACKBE: s cvilin cowninananeviain S iniosiohs soniins o5n 56 55sssoiuli iossssss s s Uuus MM BN S S Wl Sl s g s R RS R
« Frequency: .....\...... ‘\TW ....................................................................................................

o [INEIVEIHONS: od i e oo s st s o e A e e T T e B s e e e kbl o £ S e s e

6) Past History:
8 OUIIBIIO8 - nisiuinss e et i sttt o RS A S A e R P e M e A e s

BY  MBBGAI .. ccviimsiiinssnmstinnems s i N oS e A S A e s S A S s 7 2 i L ins e
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)




’ Patient Sticker \

7) Allergy: EIYE8 T MO.  HYES | ciiommsmrmminmiimsis st oo i s s s s arshor sovssditammmamnenmn anasmnane
8) Current Medications: [ Prenatal Vitamin =~ CINONE  T0 OIS, vvevveveeeeeeeeeeeeeeeee oo
9) Prenatal Medical History:

L1 None [] Gestational Diabetes

L1 Chronic Hypertension L) Low placenta

[J Gestational Hypertension LT Others IT Y88, SPACHY uusamnvainmmanmimaissiimrisisiorms

L] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
1 Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
@/tgt‘:zorv IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

.

Discomforts of

with/ without abdominal

cramping (<spotting)

with cramping

Suspected Pre-term Signs of Active Labour | Signs of Early Labour/

Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks

Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting

Seizure activity

and / or headache, visual
disturbance, RUQ pain

pain <37 weeks (>spotting) >37
weeks
Hypertension > 160/110 “ﬂ%g,yggﬁ?h?’ﬁgmut

associated signs and
symptoms

* | Abnormal FHR tracing
st Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Acute onsite severe

« Major trauma

- Abdominal/back pain

+ Ongoing assessment

» Anything that does not

abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
« Altered level of + Unplanned and pregnancy (for hypertension, blood| ~ mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | « Out 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
Time seen by DOCHOT: .......occovvreeicececec
NUFSE NAME : ..o NUISE SIGNALUME: ......vvveeecicceeecee e

Date: oo TIME: e
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Uiy OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

b

Date of Admission: 2[?{% ........
Baseline Information:
Admission From: O ER 'EyD’ [] Admission Desk ] Others, SPECIfY ......oveveereeeeeeereceeeeeeeene
Primary Language: [ Telugu " English L] Hindi [1 Others, SPECITY ...covvvvierciiecciieieec e
Do you require aninterpreter? [1Yes [ N\o/wfes SOBOIIN i S R A P e e A e Y
Source of Information: ! Patient T 1 Family [ Ohers, SPECITY .....cvvvveriiereieiceee ettt
Allergies: [Yes [No (] Medications ('] Blood Transfusion [] Food [T ONBLE s iisisiimonesineisimgnine
WS IABIIEY .ottt et ettt b s e et s e sttt es e es s e st s e st st ea e s st en e aseae et ean et en et b et e s enn e
Chiet ComplaIntS: . .oo..... .o s s Doctor Notified on Admission: Yes [INo
................................................................................................................... Name of the DOCIOr: .....cccovevevecieeceeecee
................................................................................................................... TTIMENOUAIR: .cvvvinvisssmsimmsiomssimsssessvsssissssvsansnsinses
Past Medical History: Obtained From [] Patient [] Family Member [| Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
r"/f- —
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgi MT)‘DW: Gynecological HIS:%
Menstual HISLOTY; o.cvimmssimmsmmmsiams Caesarean Section 1 Yes Contraceptives: }ﬂﬁ 1 Yes
.......................... &g&ppﬂ}{ Cervical Cerclage: ™| No— [ Yes Vaginal Discharge: X 1 Yes
Onsetiof Menarche: ..........misinsieisens Ectopic Pregnancy: ¥ INo. [ Yes Post-Coital Bleedlng(y [ Yes
Menstrual Cycle: (| Regular [l Irregular | Myomectomy: TNo []Yes Infertility: [ Yes
Last Menstrual Period: ...........ccceveennnee Others: If Yes Type: (] Primary [ Secondary
Obstetric History: G .......coocoovevevee S R S —— A
PravigUs LSCS: .......cciiiviiaiaisimsivmsimimsmisiiisivssisimssissnsissn
Current Medication: ] None [J Yes, If Yes, Fill the reconciliation form
Family History: -E/No Abnormalities Detected
[] Heart Disease L Hypertension LI Diabetes L] Stroke [ Seizures [ Kidney disease
[] Liver disease | T L
Vital Signs / Measurements: 111 o SP—— o3 IR 1
B e Weight: ............... Height: ............... BMI: ..............
Pain Assessment: Pain: [1Yes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




Patient Sticker i

PHYSICAL ASSESSMENT

General Appearance: [ | Healthy L1ill looking ] Anxious [] Agitated CVIONRIS: < v cvvivsnsrmssmaniminimass

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

Riskof Pressure Sore: [1Yes [INo Score.......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform GDI’!S\[?/
- Mobility problem "I Walking Problem "I No Abnormality Detected
"I Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
[]Overweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.

LIUnder Weight [-] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative I Restless ! Depressed ] Agitated I Confused
| [CTUOMIETS: cucsrmvsianssssssinansssmsnimisesseesisimsnsns £ IS OAYS His s s e hrsoiv e s PP r e A s R SRS AR AR RS R T R Bes e  Fe PRV R AR e

Inform consultant for positive criteria

SOCIAL SCREENING: \/
1. Marital Status: [ Single #IMarried” [ IDivorced [ Widow

2. Special Habits:  Smoker: DYes\E/h: Alcohol Abuse: [ Yes bNo/ Drug Abuse: E@:ﬂo

SOOIB) FIBIDEY. LIVBS W ... cococoniosonismuaminniiasiinonnassnsubasiinsossnsasis skobskabas oot Swodim iR eass s el ik sovs Vingasins sinsui i s s

Orientation has b arding the following aspects: \/
Call Bell in Reach ™11 ¥es [ ] No Waste Disposal Explained:% [INo
1 Yes

1 No ] Others

Infusion Pump : 1Yes [INo Hand Hygiene Explained:
Above information GIVEN 10 .........ccccviimioneessaiasmesenesmesssesnsssssasnssssrarssasss
Name of Person Orientation was gIVeNT0: .......uciiiiiisimisiisessismsimssinsasossnsssass

Orientation NOLGIVEN REASON: ......cvvveieiiiceccisie ettt

NUrSe SIgnature: ........oococoeeeviiiiieeseees
NUISE NAME: .evieieii e

Date & THME: oot
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Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

2(Hop

Date

Time

11

12

112 3)4

10

11

12

RESP

> 30
21 -30

o

(write rate in
corresp. box)

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered 0, (L/min.)

40
39
38
37

36

L 3, dway

35
< 35

170

160
150
140
130
120
110

100

3ley Leay

90

80

70

60

50
40

190
180
170
160
150

140

130

120

AY bl

110

100

—>
anssald poo|g 21j01sAs

920
80
70
60
50

130
120
110
100
90

80

70

60

-
ainssalq poojg Jjolselq

50

40

NEURO

Alert

11

RESPONSE

Voice

Pain

[v]

Unresponsive

URINE

> 30

mls / hour

< 30

BT e TR e e e e o P

Proteinuria

Protein + +
Protein > + +

Lochia

Liquor

‘ Normal
Heavy / Foul

Clear / Pink
Green
o

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

=




Obstetrics and Gynagcology ¢
Early Warning Signs

L]

-
—  1¥ellow Alert :
Repeat Observations
in 30 minutes
\.
4 N| A
Complete a Full Z Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ J - Y
4 T N
> 2 Yellow Alérts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in§15 minutes or continuous
monitoring
\ J

P

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

| o o [
Date | Time | Nawre Route NG | Diarrhoea | Vomit | Drainage | Urine | Piediis | Cian.
| mouth | v | NG 1l
wwa | P51\ opgl /
wwo0an | e i |
ﬁbw:onam ¥h | 2 M AN
A [ e 0T 9 TEE0 Al
5 200pm| pL_| 1TV [ ped, | —
01:00pm | P L— toow NV
Total Intake :  ~T7\\d—¢ N\ Total Output DCM‘QO L A
oopm| pr [ 4] [1oem) ' |
io0pm| o) | R [tecedd
ws00pm | e | [N\ oy ~
0500pm| ' ‘ (-
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

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




Patient Sticker

Sheet NO, & coveveeeeeeerecine

§

Rambow ) oy
Children's | @ BirthRight
H [0} p ital BY RAINBOW HOSPITALS
1t takes & lot to treat the Ditle, Your Right to a Safe Dellvery

( FLUID CHART | -

1. All measurements i ml.

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

N -' "’ - ‘- ‘“yj kD ‘ﬂ‘»j’é‘{ %;"1“ %{ﬁ{i‘a ,,l

i3 ﬂu!put - IV Site oo

T Nature
Date Time of Fluid

Thrombo-

_ , - hisbitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | Pgiebitls | & 5

Motith

08:00am| ¢

Ty =

09:00am |

10:00am’

T o

11:00am

12:00pm

01:00 pm

Total Intake :

Total Oufput

02:00 pm

63:08 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

(8:00 pm |

09:00pm

10:00 pm

11:00 pm

12:00am |

01:00am

Total Intake :

Total Qutput ;

02:00 am

03:00am |

{(4:00 am

{(5:00 am

06:00 am

07:.00 am

Total Intake :

Total Output :

Total 24 hrs. Infake

Docu. No. : RGH /FRM / CLINIGAL / 092

Total 24 hrs. Output
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NURSING CARE RE

CORD

%
Rainbow® . s
Children’s @ BirthRight
Hospltal . BY RAINBDWHDSP#TAI:S_
mmmmmmm Your Right to a Safe Delivery

[J Maintain Airway and Oxygenation
[1 Maintain Personal Hygiene
[ Identify Potential Complications

Goals

[] Relieve Pain & Discomfort
[1 Prevent Infection
[C1 Any Others. Specify

[ Maintain Fluid Balance
[71 Meet Elimination Needs

1 Improve Activity Tolerance
[ Ensure Safety

[ Maintain Good Nutritional Status
[] Early Ambulation Reduce Anxiety

Date: %19’/7/6 ....................

[] Maintain Skin Integrity
-
[C] Patient & Family Education

Time Plan of Care

Time

Implementation

Evaluation

Nurse Name

Re-Assessment & Signature

B %SUZ‘%:W:?M/L
7) }Jfﬁ?? Jor W/g/
> plom For P10 thay

Morning

10
Y

Ehr

v

D ynanbey?

) gl M Vb
7 om Ao

ﬁ/zz/
) M%ﬂ@*ﬁw

/

e/

¢
syly

=

W 74
i
/L

Pt

Afternoon

g iy

\

Night

Docu. No: RCH /FRM / CLINICAL / 148
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[ NURSING CARE RECORD e | Qe
v
o DB -vveveveseereeeeeeeeeeeseresesseeeeeeseeeen
o | & Maintain Airwéy and Oxygenation 1 Relieve Pain & Discomfort [J-Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status [ Maintain Skin Intagrity
S| O Maintain Personal Hygizne 00 Prevent Infection O Meet Elimination'Needs O Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [T Identify Potential Complications [0 AT OHIEIS. SDBOHY. .1 cvovememvetacesisinsemeceseeensressesenesenesensaseseesenessansemeaemsensenesassesensasessesenmaenens
Ti " . Nurse Name
ime Plan of Care Time Implementatian Evaluation Re-Assessment & Signature
“ st 1 1 . ¢ AN oAt (WY e Ty s
,\x A = * L . ' H v % ‘ {
“‘5 [ W \ \\;‘\ ' ' t
- LS A e w A
. ) 4 . —— v “ A ) ‘, A
E"‘ A \ A N W . . \ 4, . ¥
. v . - « # -
= 3 } \ T . . e AR ( W I‘? I
Tt . =1 [ - i *
[=] - o . ] 7 * [
= . , .
wly . w 1. - A ' \ A et \ R
* * \ \\{ AN e wl- - ! ' ' \ . ’ﬂ
. “
= v
[=]
=} - ' o .
£ 1 '
=
<
» i
In
= .
=
=




e T ) > 2
15-08-1985 717?’ Rain "OWG R . -
Or. YINDIRARAN, | M'8D () Children’s . BII’tthght
QT PAIN ASSESSMENT FORM Ll 2n
’ Pain scofe : : Modifying | Patient / Family . .
Date Time (0/10) ancaliun Duration Acuity Character Eactors Educated Intervention Sign
[l Continuous | [ Acute (] Sharp 1 Dull {1 Increasing | [ Yes /1\1 MA——1
3{744 &W O \UD ] Intermittent | ] Chronic (] Aching (1 Burning | ['1 Decreasing | [ No e B %
- 1 Continuous | [] Acute [ Sharp (] Dull IIncreasing | LI Yes o) A
. r\k L{i&w\ D Iy — . . . g _ . . . . =N
'} 1) Intermittent | 1 Chronic (1 Aching (1 Burning | ['] Decreasing | [ No ==
[l Continuous | 1 Acute (] Sharp (] Dull [] Increasing [1 Yes
[] Intermittent | J Chronic ] Aching [ Burning | [ Decreasing | 1 No
(1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing [ Yes
" Intermittent | LI Chronic (] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp () Dull "1 Increasing ] Yes
1 Intermittent | 1 Chronic 1 Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (1 Sharp [ Dull (] Increasing ] Yes
[l Intermittent | [ Chronic "1 Aching (] Burning | [ Decreasing | I No
| Continuous | [ Acute "1 Sharp (] Dull Tl Increasing | [ Yes
[ Intermittent | [ Chronic (] Aching (] Bumning | [ Decreasing | [/ No
[ Continuous | [ Acute [1 Sharp (] Dull [1 Increasing ] Yes
[ Intermittent | [] Chronic [ Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute [ Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (1 Aching 1 Burning | [ Decreasing | [/ No
[1 Continuous | [ Acute [ Sharp 1 Dull ] Increasing ] Yes
[} Intermittent | " Chronic (] Aching (] Burning | [1 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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PAIN ASSESSMENT TOOLS

FLACE PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCOAING
CATEGORY :
0 | 1 ! 2 \
e - - — ; -
Occasional Grimacs or Frown, Freqt'ten{to constant frown,
Face No Particular expression or smila withdraw, Disotfented quivering chin, clenched jaw
Legs ) Normal Position or Retaxed Unsasy, restess, tense Kicking, or legs brawn up
| Laying quletly normal postion, Squirming shiffing back and .
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Paln Scale {Obstetric and Gynecology) =
| 1 | ! 1 1 1 { 1 1 1 Moans of whimpers occasional Crylng steadily, screams of sobs,
I I i T i T | i 1 . 1 Cry No Cry (Awake or asleep)
o . > 3 } : 6 3 B o wm complaint _ ) frequent complaints
Na Pain Poseml baln - Eeas;ured l:gfnnﬁmalmmuching,
Content, relaxed ugging, or being h Difficult to console or comfort
Congolability distractibls to
Neonatal Pain, Agitatien and Sedation Scale (upla 1 Month)
Assessment Sedation Hormal Paln / Agitation
Criteria
Wong - Baker (Pediatrics} Above 7 Years -2 -1 )] 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
leritability stimufi rinimally with painful| Erritable intervals consolable | continuous cry
stimuli Inconsolable
No ““" Hurts ‘-“"“ Bt Hurs ”‘“9 Mo Even M°’° Hurts W'“”“ Lat- H"'“ W“m Bohavior State | No arousalto any | Arouses minimaliy to | Appropriats for Restless, squiming | Arching, kicking constantly awake
stimuli stimall gestational age Awzakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated}
Faclal Mouth is lax Minimal expression [ Relaxed Appropriate | Any pain expression | Any paln expression
Expression No expression with stimull Intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Gontintsal clenched
Tane Flaceld tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Bady s tense
Vital Signs HR | No variabity with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 520, | stimuli variability from normal for from baseling baseling, Sa0, lessthanor 7]
Hypoventilation or | baseling with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimmulation -
apnea stimulation - quick | slow recovery Out of sync or
! Tecovery fighting ventitator

=/
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Tt takes & Jot to treat the ittie, Your Right to a Safe Delivery

Date :

Time :

A58
S

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

S
O~

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

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

Mobilit : : W : £ : : ” b : :
/ in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
WA ot Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; ; i ; W A )
- Iks out: th t least t

of physical activity" Gonfined to bed non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

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

= = ¢

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.

Maves 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.

skir:oisvg:(m:se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to moistpure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk: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

NS ms
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’ Suppori Surfaces
Risk Score Category Action {Please Nole: Only required for children who are deemed at risk due
to aitered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
e Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Atternating nressure matiress overla
Manage moisture, friction and shear ap y
¥ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
, Use the Same Protocol as for “At Risk” Patients 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 “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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IHllllllllllllllllllllllllllllllllll . Hospital | () s

Morse Fall Risk Assessment Form Kot | M R
Date / Time
Choose Highest Applicable Score from each Category Scjore ! ?}/ 2& Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mursi;:IsI)Scnre 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 O
Yi 20
IV / Heparin Lock or Saline NBS 20 Implement
u g 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 High Risk > 51 Risk Fall
Mental Status : = bl - Prevention
Oriented to own ability 0 0 ineiveAtiah
Total Morse Fall Scale Score: W
Signature / ),

Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions 1 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ] 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
L] 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 (1 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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CHECKLIST FOR THROMBOPHLEBITIS
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Rainbow” . R
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. \’ou ngh1 to a Safe Delivery

[%LL

DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE Remarks
[M /| E | N | M | E M | E | N
: No signs of phlebitis / 4
i IV site appears healthy Observe cannula e 0
One of the following signs is
9 evident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site M\
Two OT the foIIOW|ng Signs Early stage of phlebitis /
3 are evidant Resite Cannula 2
Pain at IV site Redness M
:\:rli 3‘:;{] ? Ekwing algna am Medium stage of phlebitis /
4 | pain aloﬁg Pathof cannila Resite Cannula Consider 3
; : Treatment NB’
Redness around Site Swelling
All following Si
e\iigér:? znglg::g:giség?s are Advanced stage of phlebitis or
. Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment I/‘W\
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 along Path of cannula Redness th'r (_)mbophlebltls/ . 5
around Site Swelling palpable Initiate treatment Re site ﬂﬂ}/}
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :
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Signature of Ward In Charge :
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O

-]
Patient Sticker Rainbow® . . -
Children’s . BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital Tout it Sl G
. )] i
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCUBE M E N M E ™ E N Remarks
. No signs of phlebitis /
1 |V site appears healthy Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site ‘
3 l:;oeggdtgﬁt.followmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Gannula
Q\Tic?;r:![] e following Signs are Medium stage of phiebitis /
4 Pain a!ohg Path of cannula Resite Gannula Gonsider 3
Redness around Site Swelling Treatment l
glllic?tfar‘:!: g;gllng{é:gﬁég:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula gze start of thrombophlebitis / 4
Redness around Site e site Cannuta Gonsider
Swelling palpable Venaus cord Treatment '
All of the following Signs are
evident and Extensive : Pain Advanl;:ed Slt?)g? of
6 | along Path of cannula Redress thrombophlebitis / 5
around Site Swelling palpable lmﬂate]treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge

SIGNALUTE : veveeree s en e e enemenarsenans NAME : «oovvererveremesresresessarresesstsenseesaresmesenses
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Signature of Ward Ih Charge :

SIgNALUIE : v ereserensensaearerennes NAITIE & oo revesreeisseessssssnssrssmarsarsssresmsssss
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Mrs M KUSUMA KUMARI Rainb:_g 0
15-05-1988 TTY1IM18D (F) w . . -
Dr. Y.INDIRA RANI J Child_ren’s . BII‘tthght
l It takes a ot to treat the litte. :urn:ighl to a Safe D:livery
AL R Hospital_ | () zaemnorn
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: .......cccvrueenenrerieneeeceeeeseenseseseesnsneenns Department: ..........ccoccovevvvvccereenen, Date of AAMISSION: .......covrrnrreesrrnn.
= | Diagnosis: ' . Any Infection: CJYes [CJNo [JNot Known
- LHybSee s
= " HY0S SPRCINE «covsiivimssmmnunssinssis
e ‘
w
2 | Area
- e
3 Shift Time 2 =
2 | Medical Condition i
= | (Any special condition to be noted): N Ul
: -
Allergy: T Yes NG| Yes C'No |1 Yes CJNo | Yes [No | O Yes 1 No | Yes ) No
Tubes/Drains/Catheter: O Yes Duarﬁ Yes CJNo (O Yes CINo (O Yes CINo | Yes CINo | Yes TJNo
Vital Signs: Temp: | G316
- Res: n A
= Sp0.: ’
E p 2" Orof\j
% Pulse: | <4
@ BP: \ 64—
Fall Risk Score: —
Pain Score: O
Safety Needs: | \/ 9)}
J Physiotherapy | Yes (NG |11 Yes C1No |1 Yes (1 No | Yes CINo | Yes ©1No |01 Yes £ No
=
=]
Others Specify: | ——
=
2 Special Diet: | Yes ©MNG'| 0 Yes CINo |l Yes CINo | Yes CINo |7 Yes CINo |1 Yes [ No
E
§ Other Special Orders / Medications:
== =
Post Operative Procedure Special Orders: NN

Handed Over By Name : =W! -

Signature : b L

0

Date: \ 9 \l'\’
Time: L/ .,
V‘_«

Taken Over By Name :

Signature :
Date:
Time:
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A
: Rainbow® ] R
Patient Sticker Children’s (. BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 3 kot to treat the Litle. Your Right to a Sale Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL, ...ocvvee vt re st rnees Department: ............. irireeretssn s Date of AAMISSION: .uuvvereererrersossssssnres
=’ | Diagnosis: Any Infection: OYes OONo [JNot Known
'g | 1 YES SPECIY: .uvrrrecrrereessirsseieseseessesecsereens
I: rd
(7]
2 | Area. (n
% Shift Time
% | Medical Condition
= | (Any special condition to be noted): N
- j.
Allergy: |0 Yes O No (£ Yes O'No.|O Yes ONo | Yes ONo |0 Yes No |0 Yes O No T
Tubés/Drains/Catheter: O'Yes CINo | Yes CxNo |0 Yes C'No |21 Yes ONo |0 Yes O No [0 Yes ONo
Vital Signs: Temp:
= Res:
& Sp0.: "
7] Pulse:
(7] . -
) BP:
Fall Risk Score: -
Pain Score:
Safety Needs:
" Physiotherapy O Yes ONo |0 Yes ONo |3 Yes 3 No [0 Yes O No |01 Yes O No |O Yes O No
=
= -
:’E Others Specify: -
& Special Diet: |F1Yes ONo (O Yes ONo O Yes ONo|OYes ONo|OYes ONojOYes CINo
8 |Other Special Orders / Medications:
= ~,
Post Operative Procedure Special Orders:
/
Handed Qver By Name : ~
Signature : | .
Date: .
Time:
Taken Over By Name :
Signature :
Date:
Time:
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