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Name Mrs KAMIREDDI RAMADEVI UHID HNH-00013319

Father/Guardian Mr S LEELA MANIKANTA Age/Gender 31Y1M21D/Female

Address Himayathnagar, Himayathnagar, Hyderabad, Telangana, INDIA, 500029

‘ IP No IP26-00006921 Admission Date 22-07-2026

| Ref Doctor SELF

0 Discharge Date 23 .07.2026

DISCHARGE SUMMARY

Consultant:

Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMIGRAVIDA WITH 30 WEEKS WITH ANTEPARTUM
HAEMORRHAGE FOR OBSERVATION.

History:
LMP: 11.12.2025 Obstetric formula: PRIMI
EDD: 30.09.2026 Gestation at admission: 30 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil
Family History: Mother -HTN, Maternal GM -DM.
Surgical History: Nil
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Name { Mrs KAMIREDDI RAMADEVI IUHID ' HNH-00013319
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iP No IP26-00006921 Admission Date 22.07-2026

Allergies: Nil

Antenatal Detalls:

Mrs KAMIREDD! RAMADEVI was booked to Rainbow hospital at 6+ 3weeks of
gestation. She had regular antenatal checkups and investigations as

advised.NT SCAN done showed nuchal translucency above 95t centile.FTS low
risk . Amniocentesis done at 1712 weeks -normal .TIFFA -normal. Fetal 2d echo

at 23*3 weeks -normal.She was admitted at 30weeks with complaints of
spotting PV since 1 day, 3 episodes.

Investigations: Enclosed
Biood Group: 'O" positive,

Management: Patient was managed conservatively . On admission her vitals
were stable. NST done 6th hrly , Inj BETNASOL 12mg 1 dose given for fetal
lung maturity in view of anticipated preterm labour on 22.07.2026 at 10 pm,
Modified bed rest ,Growth scan was done on 23.7.26 showing SLIUF ,Breech
,EFW -1764 gms [80th centile] ,AC -84 %,

AFl -18.4cm ,fetal and uterine dopplers normal ,placenta -anterior high ,there is
no evidence of retroplacental haematoma . Pt recovered well with this
management. There were no further episodes of bleeding PV at the time of
discharge.

Advice:
1. Tab.Livogen 1 tab once daily till delivery,
2. Tab.Shelcal 1tab once daily till delivery.
3. Cap. Susten 300 mg once daily after dinner.
4. Restart Tab. Ecospirin 150mg once daily from 25.07.2026
5. Inj Betnasol 12mg 2nd dose to be given today(23.07.2026)
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Name Mrs KAMIREDDI RAMADEVI  UHID HNH-00013319

IP No IP26-00006921 Admission Date 22-07-2026

6. Modified bed rest.
7. Strict fetal kick count.

Review after 1 weeks on 30.07.26 at Rainbow Himayatnagar hospital.

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 .................. (T a

7

language that | can understand and | acknowledge.
Patient/ Atte&der

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number - 18002122. You can
also take appointments at any time by going online /tei c"ﬂm

website www.rainbowhospitals.in A
e/ \
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BANJARA HILLS (101 1 *
HYDER
713 040 - 4466 555, 91009 25516 s, KONDA’Ulournnm(u,‘.c G Actrediied SECUNDERARAD
wrgency] 40 A
4245 2300 murgencyd 040 - 4246 2100 Emergency 040 - 4246 2200 KONDAPUR L B NAGAR (1 umuu.ucum\

IMErGERCY Y 040 - 4246 2400 Emergency ) 0

® 1800 2122

@ www.rainbowhospitals.in




HNH-00013319

IP26-00006921
:l;s KAMIREDDI RAMADEVI
-08-1095 MY1imM21D o
Dr. SWATHI HV ®

|
T —

\%

Rambow
Children’s
Hospital

It takes a lot to treat the little.

DEFICIENCY CHECK LIST OF CASE SHEET

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet /
2 Discharge Summary t
3 Nursing Initial assessment 1
4 Patient Transfer form o
5 In-patient Medical record !
6 Doctors progress sheets -
7 Nursing plan of care and handover sheets —
8 Consultation sheet -
9 General consent for treatment o
10 Consent for Surgery -
11 Consent for blood transfusion -
~ 19 Consent for chemotherapy =
13 Consent for high risk -
14 Consent for Restraint L
15 LAMA consent -
16 Consent for special procedure / Sedation =
17 Consent for Formula feed —
18 | Consent for MTP -
19 Consent for Radiological Investigations 3
20 Consent for HIV test =
21 Anaestesia notes (Pre Anaesthesia& post) e
22 Neonatal Admission/Delivery/Physical Exam il
23 Medication Reconciliation [
24 Emergency Triage record s
25 Pre operative check list -
26 Surgical safety checklist <
27 Operation Theatre notes -~
28 Nurses clinical Presentation
29 | TPR &BP chart N
) 30 | Intake and Out take chart (fluid chart) ]
31 Drug chart (Regular Prescription) !
32 Investigation Values (result sheet) 1
33 Nebulization chart -
34 Nutritional review chart —
35 | Intensive care unit (ICU Charts) ~
36 Consent for Admission in PICU / NICU ~u
37 The Humpty dumpty scale \
38 Braden Q Scale !
39 | Bed side check list )
40 PICU bed formula Dilution feeds =
4 Gastro monitoring chart =
42 | Rch ED doctors note —
43 BP Monitoring chart —
44 RBS monitoring chart B
Total No. of Pages 'fﬁ) .
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date : 7/35
@‘7_ (PT.0)
e ——t— e —




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,G) / NICU /PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

ey oy

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




ACTIVITY RECORD ENB 0 sooes2
nnn-oom:‘l;m R

“nom:! aryim200 (P

r‘,//é
Rainbow®
Children’s
Hospital
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BirthRight

SV RANBOW HORFITALY
Your Right to a Safe Delivery.

BAMSR viiL
UHID No : ------ \““\m“ ---- Consultant : -=-===emeccmcmma e Dept
Date of Admission : -=========-=---- Time | ———esee Date of Discharge : Time: -----------
Room / Bed No : -------====---- Ward : -=-==emmmmmeeeen Suggested Billable bed type : ---------==-mmmemmmmmee
WARD TRANSFERS

Date Time From To Signature of Nurse
! dﬁ}\'\‘ "

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE
Date Proceedure Quantity Order No. Signature
‘ .
A Ak Ay placemend @ 613914 Cs
./{ 7o) ISL

ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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1t takes a iot o treat the little. You —ii_g-hl to a Safe Delivery

Presentlng COmplalnts | LMP: \1\\ ’L\ZOLS EDD: 36\ Q\Q_Q‘ZC
e \ Ny . Corrected EDD: \ \ & GA
%JSt&tI'IC Formula: \)n Peas! Menstrual History: Regular .-=+Yes [J No

) Obstetric Examination
Obstetric Hostory:

Fs PP, Spn neou.s?‘cﬂm“u?unda! Heightt = BHouo

|
o Ut. Activity: [+ Relaxed 1 Mild [OMod [ Severe
Present Pregnacncy Record: ) Liquor: #T Adequate [ Oligo [1Poly
x(=as]
\T = _\ \,us PP: #TCephalic (] Breech Others
ePts & NIFT- e (e
T\LEA — 76 Head Fifths Palpable: S
RISK FACTORS \o.\ abec > 3+5‘A‘FHS [Normal (] Tachy  [JBrady [] Absent
Oftt -3\ \\sq\L'L?- Per Speculum Examination t\o\ AC:-"\C’—
Draining: # [ Present [] Absent [] Bleedin
ﬁm“\&eﬂ\e Nk O\.mﬂ.& g , _ g
Colour of Liquor: [] Clear (] Meconium [ ] Blood Stained
@ Rus &m.LLS — 1\\
WOV G yaginal Examination Y\c:)r'AOY\G ;
\ / Cervix: 1 Long (] Partially effaced [] Effaced
‘ Height: ......cooceinse cm ,
Weight AL kg M \ Os: Closed Dilated
\
.AA"el'gleS. ....................................................... Membranes: D Present D Absent
gl cchtiomna L Shnommal Liquor: ] Clear (] Meconium [] Blood Stained
General Examination: A | _
. c\c Palior: =€ . Presenting Part: [] Vertex ] Breech (] Others
Icterus: Y& Edema: —\e Sutton: O-3 0O-2 O-1 00 O+1 O +2
| Temp: 2\0“\{ PR: gl\:’?“’ Pelvis: [] Adequate [] Doubtful
| BP: \a\ArFm™ LDTR: ,
ovs: SSAD vemue™Pag ol ok
Liver/Spleen'. Urine Output: QA&C{}&‘)&‘

[ Y N SRR VY Y SRR\ oY

Q:\>S€NQ\WBY\ ’ :

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

Docu: No. : RCH /FRM / CLINICAL / 087
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Signature: ........... = et e e Signature:
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Medical History: Medication History: "
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Mrs KAMIREDD! RAMADEV] "z
l 02:08-1905 MYIM200  (F) Rainbow
1]

D8 Children’s .Bil‘thRighf‘

i Chirer's | o BirthRIght
- ] RESULT SHEET

Date
Time
Hb
PCV
RBGC
WBC
N/L
Platelets
CRP
ESR
PCT

- RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Srlipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (P1.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood P
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SR Mrs KAMIREDDI RAMADEVI Rai = @
ainbow .
02-08-1908 MY1IM20D F = H 1
Dr. SWATHI HV * Children’s % BirthRight
Hospital BY RAINBOW HOSPITALS
|” |“ Il II "|I|||III|"|||”II"II'II It takes a lot to treat the little. Your Right to a Safe Delivery

m:uuil\\TION RECONCILIATION FORM
Drug Allergies: ........ccccccccenvennee R‘ ............................................... ,EHWBt known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ....ooeeeeeeec e Shifted t0: ....oveevieeecece e
S.No (GENEﬂlfgiAmﬁ:Tégm:P lI.EE'ITERS) (mg?:ig) (PO, ?J%U;E: Iy) | FAEQUENCY lLa‘a‘tseT/DT?:ng ?gﬂ?gf,':,’g
11T YRoeWN ATaR Po Y zz\l &c Onc
2 | "V-CALCLLM: AR % oD ‘39\\} ¢ CIDe
3 CJC OIDC
4 Oc ooc
5 ¢ Coc
6 Cc DC
7 JC [JDC
8 ¢ Ooc
9 Oc Obc
10 JC COJDC

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

Doctor Name & Signature : D‘ Noceera @— .

Nurse Name & Signature: ..............J0. N7

Date & TIMB & oo Y e nae s ensnennsennosnens anssanrnarasesnsanssoe
Docu. No. : RCH/ FRM / GENERAL / 090
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P28-00008921 e
) HNH-00013348 e . = e
! KAMIREDD! RAMAD ¢ Rainbow . « e
nnl?ns-ms nyimzepr F Children’s @ B|rthR|ght
L or. SWA : BY RAINBOW HOSPITALS
? e ozphal_ | e
3 DRUG CHART
Date of ADMISSION: ...oveerivnrreerarressnssnsonsans Drug AlIBYGIES: ..ecovveeririereresarmeesmmsmmrssssssensussmnnnssssnsnvasses [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations {refer to Hospital's approved list of abbraviations).

- Use approved pharmaceutical names, BLOCK LETTERS, medric 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
O drug sheet folder.

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

T 1) Right Patient 2} Right Drug 3J) 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 GPR). Follow Hospitals's Verbal Order Policy.

< S0S / PRN (As Required Medication)
- Daie}

DRUG : Time
Dose Route | Frequency {Start Date

Doctor's Signature | Valid Period] Pharm.

Additional Instructions:

. Date
é DRUG: Tie
Dose Route | Frequency |Start Date

L

Doctor’s Signature | Valid Period] Pharm,

Additional Instructions:

] Date
DRUG : Tiime

Dose Route {Frequency |Start Date

v

Doctor's Signature |Valid Period| Pharm.

VERIFIED BY I NAME 1ovivveereceeererneeensecseneresisesssssiscanes

Additional Instructions:

Docy. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 {P.1.0)
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Mrs KAMIREDD RAMADEVI "

02-08-1905 MmyYim200 (

nrmﬁ'\'\ﬁim““““mm“\ '\CRIPTIONS Weight. (o‘\ ....... Ward. ...... )_DQ

. 3 \ valer
DRUG: - TRo™o Tie

Dose Route | Frequency |Start Date
Atal | Po oD [22\0

Name & Signature of the Doctor
Starting the Drugs:

(P DvNaveers

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

P v CA\V Date
pRUG: 1= (RLS\Oom™ Tine

Dose Route | Frequency |Start Date
ATRG | po op |22\

A

Name & Signature of the Doctor
Starting the Drugs:

D N vee~e-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ey

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs: :
)

¥

o

Additional Instructions:

Daily Doctor’s Endorsement by a Sign i

Datey
Tige |

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4 r
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i
| Date»
VARIABLE DOSE Tige Nurse Sig. | Nurse Sig. I Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dose Dose Dose Dose
Route Start Date
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor L Dose — oo
Dr, Sign. Dr. Sign. Dr. Sign. Dr. Sign.
i 4 Di
Additional Instructions: e il S =
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
ﬂ VARIABLE DOSE Tlg'le [ Nurs‘:Sau. Nurs;Sig‘ NurseSlg. | Nurs:Siq
= Dose Dose Dose Dose
6 DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| 4 ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Do Do Dats
! Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
i
\ Additional Instructions: . Dose s fose
‘[ Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
'} STAT / ONCE ONLY DRUGS
: I Dosage & Other :
Date Tim Medication : R Signature r
\ e 0 etiBons oute g Nurses

ccopm| V' NY - BeTAmeTi ~ HawALb
?,?/\j' locopmy & Spak \ MG At A @ e

TN TRAMEKAMC SO iy ! o
3‘32\3 C\‘i%%ﬂ ACID &@Bmox (N @ = A Aclf[

20

S

? Page: 3/4 (P.T.0)
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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

%Q'IQ Date q’*\ .
&9\\"\ ‘| ime | 8] 9 10]11]|12[1|2|3|a]|s5]|6]|7]8]|9)10]11]ff2 2| 3f@Ys{s)z

RESP
(write rate in
corresp. box)

>30
21-30
11-20

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

2, dwsy

40

39

38

37

36

35

<35

djey Jeay

170

160

150

140

130

120

110

100

90

80

70

60

50

40

—
anssaid poojg joishs

190

180

170

160

150

140 ' d )

130 7 s

120 \

110 , \#
100 7“\

90

80

70

60

50

P a—
Inssald poojg Njolselq

130

120

110

100

920

80 1

70 -t < 1

50 93 0 A 10y
50 =

40

NEURO
RESPONSE
[~

Alert | l | | = _I_T s ____'_]

Voice X

Pain

Unresponsive

URINE
mils / hour

> 30 o
< 30

Proteinuria

Protein + + i
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES [& ) [a¥ U
TOTAL ORANGE SCORES g

Nurse Initial ffkr %‘




Early Warning Signs

[ Obstetrics and Gynaecology j

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

\

J

4 N
Complete a Full
Set of MEOWS
Observations
\_ J \
s

X

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

\

* The Modified Early Warning Score (MEOWS)

52&| 3 |2026 _
Dpm == \y2 b o
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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

Date P
-\—E’A
_ﬁg\%{ﬁg_ﬁme8f9101112‘1'2)\§lbss7891011121234567

RESP
(write rate in
corresp. box)

> 30
21 -30
11-20

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)
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NEURO
RESPONSE
(1

Alert _[_I_r....l_

]

Voice

Pain

Unresponsive

URINE
mls / hour

>30

< 30

Proteinuria

Protein + +

Protein > + +

Lochia Normal
Heavy / Foul
Clear / Pink
Liquor Green
TOTAL YELLOW SCORES £ il U
TOTAL ORANGE SCORES [ I @)
Nurse Initial
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[ Obstetrics and Gynaecology ]

Early Warning Signs

-

e

Complete a Full

\

Set of MEOWS
Observations

A

(
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
g J
4 )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ L/

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.

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

Intake

VSite £

. Nature
Date Time of Fluld

Route NG | Diarrhoea

- Thrombo- [~ .':
phiebitis | Sign.
Nurse

Drainage Genrr

Urine

Mouth

LV N.G

08:00 am

09:00 am

10:00 am

LA

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

(99:00 pm

o

N

10:00 pm

Y T

11:00 pm

12:00 am

A O

a@\’&
01:00 am

Total Intake : (]“mfﬁ

Total Output :

P auded

02:00 am

BTy

03:00 am

e

A

04:00 am

s

ta}

05:00 am

06:00 am Rl

07:00 am

Total Intake :

Total Output :

"fm&aé)

Total 24 hrs. Intake

ELNN

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

Total 24 hrs. Output
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Your Right to a Safe Delivery

1. All measurements in ml.

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

Output

' Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo-

i phlebitis
Urine Soera

IVSite |

Sign.
Nurse

LV

N.G

}

08:00 am Uy T

S / [

09:00 am PV

¥ [1000am S

mn"w
X

11:00 am

12:00 pm W

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total 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 / CLINICAL / 092

Total 24 hrs. Output
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ............ a}\éK%
Baseline Information:
Admission From: U ER [] OPD E‘fﬂm:m Desk 1 Others, SPECITY ....coecvrirverireeirescreneennee
Primary Language: Q,Islugu/ L] English U] Hindi [ Others, SPECITY ...cveoveeirieinenreiesisisiaessesienies
Do yourequire aninterpreter? [1Yes [] No— if Yes o T
Source of Information: [ Patient }U Fanily ] Others, SPECITY ..veeeee ettt
Allergies: [ Yes D/NG/D Medications (1 Blood Transfusion ] Food L Other: wusssmsmemnnmmm
LW RS  IBIEITY ..ottt et a e e b es e b bt st e b s bt et eh oAb e b h st e e
Chief Complaints: .............coooiriiie e Doctor Notified on Admission: ﬁ@ LINo
.............................................. | \/Spﬂr% Name of the Doctor: DP-'\‘QWG_@.I\Q\
................................................................................. Vrerererneneeeseesesessesesesenes - Time Notified: ... QLD 2. 40
Past Medical History: Obtained From [ Patient [] Family Member [ Medical Record ] Other (specify) .................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ 1 Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .......ccccovveeevviiiirianns Caesarean Section: [1No [ Yes Contraceptives: m
................................ %900\&9'& Cervical Cerclage: Lﬁ | Yes Vaginal Discharge: WNU/ [ Yes
Onset of Menarche: ........cccoeevvvevicieeenennnn Ectopic Pregnancy:E‘No} es Post-Coital Bleeding: ﬂ; []Yes
Menstrual Cycle: | qular [ lrregular | Myomectomy: CONo [dYes Infertility: fon [ Yes
Last Menstrual Period: .............cccoeevviennnnn. Others: If Yes Type: [ Primary [J Secondary
Obstetric History: G ........ FIOR P } ............... T L s T A, N
gL T R — \Qpr’ .............................
Current Medication: [ None Erﬁ If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
(] Heart Disease msion [] Diabetes L] Stroke [ Seizures [ Kidney disease
] Liver disease T IEIRT: s vivisrsvossonsmn s s S o Y S O G b B A S s
Vital Signs / Measurements: Temp: q\jb{’ HR: ....... 6%’ RR:.......... 90
T N Weight: éll Height: ............. BME ...
Pain Assessment: Pain: [lYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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PHYSICAL ASSESSMENT
General Appearance: ealthy L1ill looking (1 Anxious [] Agitated [T Others: ..o.vvveeeeeiceeieien,
Fall Assessment: [ Yes 1?%)( SCOe v, (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes D’{ SCOMR:.cvusscnsruss (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
O Mobility problem O Walking Problem ~“No Abnormality Detected
L] Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

e
NUTRITIONAL SCREENING: E’Nﬁormali‘w Detected
[ Overweight _I Poor Appetite > 3 Days (] Needs Therapeutic Diet.
[7Under Weight L1 Diabetes Mellitus LI Hyperemesis Gravidarum
Inform consultant for positive criteria
PSW SCREENING:
[+Calm & Cooperative L] Restless L] Depressed L1 Agitated LI Confused

T DBMBTS ettt ettt ettt et ee et et eeae e as e et et eae st e eeese et st e eeeae et et eseee st et es et ererenee et etneeanae s et et erene et enebene

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single m (_IDivorced  [1Widow

2. Special Habits: Smoker: [ Yes 0 Alcohol Abuse: [ Yes D'm/ Drug Abuse: []Yes Hio

Social History: Lives With ............co......... Wbm\& .....................................................................................

Orientation has bee::/i?p regarding the following aspects:

Call Bell in Reach : \/_¥es .1/ No Waste Disposal ExplaineMes [INo

Infusion Pump : \;wé [TNo Hand Hygiene Explained: Yes 1 No L] Others
Above information given 0 .........coccvevevreenen %‘3 ..... ; ONT

Name of Person Orientation was givento: .............. Mj"% ..................................

Orientation NOt QIVEN RBASON: ......cvcviveeeeeeieceeecece et

Nurse Signature: M“‘V .................................

Nurse Name: . \M/ ............................
Date & Time: . MA’K ...... : Q-’\Q‘P/V‘
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PRIERY

Date / Time '2_ J«ﬁ;&
Choose Highest Applicable Score from each Category { 2 ( ?‘SP’ Fall Risk Grading
Score A pm My 6
History of Falling Yes 25 !
(immediately or w/in 3 months) No 0 s} o Risk Level Morst:';:IsI)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es = 20 2D A0 Implement
3 0 Moderate Risk 25-50 Modera.te Fall
Impaired 20 rreventtgn
: tervention
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 (L op Risk Fall
Mental Status ool T highicisk e Prevention
Oriented to own ability 0 ;
Intervention
Total Morse Fall Scale Score: X0 20 A0
Signature | s }bL @'

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

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

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

(| Initiate constant abservation by healthcare provider as appropriate to patient's needs
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CHECKLIST FOR THROMB%&H&JT'S It takes @ lot to treat the little. Your Right to a Safe Delivery
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E M E N Remarks
: No signs of phlebitis / :
1 IV site appears healthy Observe cannula 0 }(}* =
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula )\(}h -
* Slight redness near IV Site '
3 :\:\éoeggggt:TOHOW|ng Signs Early stage of phlebitis / 2 p#( )tQ P
Pain at IV site Redness Resite Cannuia — -
S\I’Ii g;;r? Uk ol are Medium stage of phlebitis /
4 | pain alo}lg Bty of cnubi Resite Cannula Consider 3 ip) -
Redness around Site Swelling Treatment
All of the following Si
evit(jler:t ?mg ng;’;?]gi?;grs are Advanced stage of phlebitis or
5 Pain al(]ng Path of cannula the Sltart of thrombophlebltIS/ 4 N(,‘y
Redness around Site Re site Cannula Consider I
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of oA
6 along Path of cannula Redness }h.r c.)mbophlebltlsllq . 5 ' -
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Y]
Signature of the Nurse LA @{

S

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

Signature of Shift

Signature : ............%

Signature of Ward In Charge :

Signature : .......

a

K‘W .............. Name : ...........t. NHETRA eeeseeeesssesenns
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& / + o e
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
: No signs of phlgbitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
> gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
: Two of the following Signs -
| 3 | are evident: Eigﬁ eStggﬁn?ﬁ ; hlebitis / 2 -
Pain at IV site Redness
A"-g : tltne following Signs are Medium stage of phlebitis /
gvident : : .
4 Pain along Path of cannula 1F}est;[e Catnnula Consider 3
Redness around Site Sweliing reatmen
Syic?efzrﬂ] g;g"g:;gﬁég?s ae Advanced stage of phlebit_i§ or
§ | Painalong Path of cannula g‘e séaréof thr[orgb(')]pp(;ebltls/ 4
Redness around Site Te SHe Lanntia Lonsider
Swelling palpable Venous cord reatment
Al of the following Signs are
gvident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redriess {h[[?r?bfphlteb‘t'% ) 5
around Site Swelling palpable nidate ireatment ne Stz
Venous cordpyrexia Cannula
Signature of the Nurse

SIGNANTE © evvereeecrrerrisrerseen e enerensasessarens NAME | oo e enees

Signature of Shift In Charge :

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

Signature of Ward In Chargs :

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

L1 T1147:1131 - OO NAMB I s esraemerstianad PN
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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

] in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Q,\ L/
without assistance. to completely turn self independently. independently. L{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
ki . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;"t'r“”tgig:‘:gggi::‘f :: B"*,‘":;‘to' bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a Y
phy UL and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L]
wheelchair." shift in bed or chair. 2 hours during walking hours. U
1. Completely limited: 2.Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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.

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.

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.

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

ki;‘:;:’::gs d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \7’
2 % ture Dampness is detected every time 8 hours. every 24 hours. \.\

ALl patient is moved or turned. (‘{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

Nutritional Usual
food intake pattern

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.

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.

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.

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 mo/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 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

B




FE

Support Surfaces
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
\ to altered mobility, consider accupation therapy referral for advice
Regutar 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 Alternating pressure matiress overla
Manage moisture, friction and shear g pre y
Advance to a higher level of risk if other major risk
factors are present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients .
13-14 ~ '"Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges , _
Alternating pressure mattress overlay
Follow the same protocol as for “Moderalte Risk” Patients High density foam mattress
10-12 ' High Risk In addition to regular turningschedule 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 densty foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severs pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM o, | O agiisseie
Pain’Scofe Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated 'Intawentlnn Sign
Lé Continuous | [7 Acute ] Sharp 3 Dull [ Increasing [ Yes /\Q*-ﬁ 42
/X i ' [J Aching [ Burning | O i O
S\W 1 Pf\g 0 ‘l 6 FC 0N Intermittent | [ Chronic [ g g Decreasing No
T Continuous | [ Acute [ Sharp I Dull (1 Increasing ] Yes /&Q(ﬁ— 4&0
8 ,}‘ F( Q 12 & l\o }ngm Intermittent | [/ Chronic ] Aching ] Burning | [J Decreasing | [ No e
[qj Continuous | [ Acute ] Sharp ] Dull (I Increasing | I Yes f(‘ .. }
' ‘ ‘ ) Aching (] Burning | | ‘ )
Qg : L{ﬂ‘(ﬁ\ ? \10 dwm Intermittent | [ Chronic () Aching [ Burning | [J Decreasing | T No &
_ ] Continuous | [] Acute (] Sharp 1 Dull [] Increasing [ Yes /\L . f)
’RQ‘HP '}{ g‘ﬁn’\ o \\0 ﬁQ 0 Nk/@ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing { [ No . A
] Continuous | [] Acute () Sharp (] Dull (1 Increasing | [ Yes Y
23 IA’ 9 PK) O J'O AJ,,Q ] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No V& @\
] Continuous | [] Acute (] Sharp (] Dull [ Increasing [ Yes
1 Intermittent | [ Chronic ("] Aching ] Burning | ] Decreasing | [ No
] Continuous | ] Acute (] Sharp (] Dull [ Increasing ] Yes
U1 Intermittent | I Chronic ("] Aching [ Bumning | [} Decreasing | [ No
] Continuous | 1 Acute ] Sharp (] Dull ] Increasing L] Yes
[ Intermittent | [ Chronic 1 Aching [ Bumning | () Decreasing | [! No
[ Continuous | [] Acute C] Sharp 1 Dull [] Increasing L] Yes
{1 Intermittent | I Chronic [ Aching  [) Burning | (] Decreasing | [] No
[] Continuous | [ Acute ] Sharp [ Dull 1 Increasing U1 Yes
[] Intermittent | [ Chronic 1 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) At least every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



Numerical Paln Scale (Obstetric and Gynecology)

i I 1 i 1 i 1 | ] |
1 ] 1 1 ! i i 1 LR 1
1 2 3 4 5 6 7

Worst
Passiblg Paia

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

Ho Huﬂ Hurts Utﬂe Bit Hurts Lmie Mora Even More Hurts Whole Lot Hurts WOrsl

e

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

. SCORING
CATEGORY
0 i 1 2
. , ) Occasional Gimaca or Frown, Frequent to constant frown, ( ‘
Faco No Particular expression or smile wittdraw, Disorlented quivering chin, clanched jaw
tegs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
| Laying quletly normal position, Squirming shifting back and .
Activity moves easity forth, tense Arched, right, or Jeridng
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Gry {Awake or asleep) complaint _ frequent complaints
. Reassured by occasional touching,
j Content, relaxed hugging, ar being talked to, Ditficult 1o consola ar camfort il
Consofability distractble
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month)
Assossment Sedation Normal Paln / Agitation
Crileria
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or erying at | High-pitched or silent-
Irritability stimuli minimally with palnful Irritable intervals consolable | continuous cry
stimuli Inconsolabla
Behavior State | No ardusalto any | Arouses minimally to | Appropriate for Restless, squirting | Arching, kicking constantly awake
stimui stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Approptiate | Any paln expression | Any pain expression
Expressien No expression wh‘h stiruli intermittent continual
Extremities No grasp reflex Welak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Slgns HR | No variability with | Less than 10% Within baseline or Increasa 10-20% | Increase greater than 20% frem
RR, BR, 520, | stimull variability from normal for from baseline baseling, Sa0, less than or .
Hypoventilationor | baseline with stimuli | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimufation - quick | slow recovery Out of sync or
recovery fighting ventilator -

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

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ..coveeeeee e Department: ........ccocovvveieiecenine Date of AMISSION: w.ovvurrvvrrerereererinens
Z | Diagnosis: "“b Any Infection: C1Yes [CINo [sotKnown
:g: D Vv (*: : If Yes SPECIfY: ....cvveeercrrereisieceeeeieeeeee
s A r\‘\n a 3 f\‘ L
2 | wea A
é Shift Time _ ;pfn b
£ | Medical Condition
- = | (Any special condition to be noted): — /
™
Allergy: O Yes ('No | O Yes N0 | Yes CINo [ Yes CINo | O Yes CJNo | O Yes CINo
Tubes/Drains/Catheter: [Yes 0G| 0 Yes mﬁ) CYes C'No|TYes O No | Yes ONo|O Yes CONo
Vital Signs: Tomp: | GMb T4y P
- Res: D |
:% Sp0,: | @O q‘q L.
2 Pulse: %ﬁbhd* 4
2 oP: [\ [ | [12BT
Fall Risk Score: 1 =
Pain Score: | - —
Safety Needs: | "\ f -
"""
) - Physiotherapy | Yes =0 | Yes CNo | Yes CINo | Yes CINo | Yes 2 No | Yes I No
=
= Others Specify: | -
m| E =
= Special Diet: |0 Yes O4¥@ | Yes C'No | Yes CJNo |0 Yes CINo |0 Yes C/No | O Yes T No
E
& |Other Special Orders / Medications: -
o —
/' -—
Post Operative Procedure Special Orders:
Handed Over By Name : y € M
®an
Signature : A | s
Date: FEG %h’ n
Time; 225 | G
vy
Taken Qver By Name : 7
Signature : Cl)
Date: %M o
Time: %{AM
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RSING SHIFT HAND OVER FORM - WARD

O O

C O

Treating DOGION: - ovveenvereseesereeres . Department: ..o Date of AAMISSION: ..ooereeeessscseesennasens
= Diagnosis:_ Any Infection: [IYes ONo O Not Known
g I YBS SPECITY: oo csersnans
E
[7-}

2 | Area
E Shift Time
> | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes OONo|DOYes ONojidYes ONo|OOYes ONo |0 Yes ONo O Yes ONo
Tubes/Drains/Catﬁeter: OYes OJNo {1 Yes L No |2 Yes ONo D Yes ONo |O Yes ONo|O Yes ONo
Vital Signs: Temp:
£ Res:
% Sp0,:
ﬁ Pulse:
2 BP: L
Fall Risk Score:
Pain Score:
Safety Needs: _
» Physiotherapy [0 Yes O0No |0 Yes CiNo.{ 0 Yes ONo (O Yes C1No [ Yes, ONo (O Yes ONo
=
=] .
’-_E.g Others Specify: |
g Special Diet; |0 Yes ONo|OYes ONo|DYes O No O Yes CNo | O1Yes [ No |DYes T No
§ Other Special Orders / Medications: X
=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature . *
Date: £ s .
Time: '
Taken Over By Name :
Signature’;
Date: .
Time:
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