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Hospital e e s e
ESTIMATION SLIP s | O, ErasoRe
Date:_1 & /—'} L6 vr /e . Hu-pp b2 SINe. 17 10)
0., f / ;
Name of Patient : UL Kooy Sl flasile Age vy /Gender:__ L
Father's / Husband's Name : /7. %¢¢), C.) /), .&_gdbrporate/ Occupation :
Address : d Phone:  GOCIE) 5) ¥ Email : 2] a M
Procedure / Plan : ND T/ ¢4 f EDD/Dos: A‘UC/’,) 7.4
MODE OF PAYMENT : BSELF D PA . : DGIPSA: OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
Shared Ward
| Awin Shared Ward -
PrivateR@m ' T ,’ Q‘;k " - :-L.
Super Deluxe Room - ] A( v ¥ :} C r
| Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
(Package starts from the E:;;?J;S\E::a Sctggzoer:s Fee and Doctors F e, Surgeon's Fee
e 0 adiniasion) arg Anesthetist's Fees and OT Charges
] Length of Stay for : J Ty e Length of Stay for : 2N
Pharmacy up to Q 000 ,.— Pharmacy up to 12,000/ -
Investigations up to oo l- Investigations up to 2.000/~
Others A}d.c b’!pq (oo 09 _(L ”'D 20 ¢ ’/31),3’0 v

Neonatologist Charges : [ | Covered [ |Not Covered Epidural / Entonox : [ | Covered [ ] Not ‘Covered

Initial Minimum Deposit : &Y. Muuce 'hr*» ot Adnmitteq
REMARKS: /¢, upFlo, 12 9r alal ﬁ%@ﬁ
1. Room eligibility is purely subject to TPA apprdvalan ac! geﬁ ariff starts e time of &drm 1on. The estimated amount may Change agcording to duration
ﬁof stay, medical condition, investigations, pharmacy and any other procedure.
Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.
4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These it'mp are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one auendant is permitted in the rest of the categories of rooms and nio attendant is
permittedin ICU's ~
R. Tariffs are subject to revision
9. Kindly check your billing status on day to day basis at IPBilling Department.
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATIO
i A LJ'VXM)\ Kapon~ (/‘ have attended the Financial counseling desk and understood the expected costs and

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

Segnanure of the Client G Signatory Relationship : Signature of the financial Counselor
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SURGERY DETAILS

Date : '%{Uq’hf?% ..............

| g, o 9
Patient Name: W&)MkwﬁwNnm’kg ............ Date of Birth: ..L4.=02.219.499...... Age: .22
gender: 4€mal . Ward: o LD UHID NO-: oo
t LDR-T
Date of Surgery: .....! S ..{.O.kaf;ﬂ.};& ....... &&=BF=4=[]0T-2 [JOT-3 [10T-4 [J0BGOT-1 [ 0BG OT-2

Name of the SUrgery : .............cc...... NVD\!/LOCQ-D ....................................................................................

Timein:..... o000 ORI .. T
NAME AMOUNT
1. Surgeon SO D) SR TP 1 Y- S S
2. Anaesthetist L TS S
3. Assistant Surgeon : .......... DYM&”?«SL‘G ......................................................................................
4. QT Technician s R
5. Circulating Nurse S Y70 {1 R S
©
6. AssistantNurse ... MOUY)I(—(-Q .............................................................................................
Special Equipment: [ ] Laparascopy ] Broncoscope [] Harmonic [ Morcelator
1 C-ARM [] Cystoscopy [ Versa Point ] Liver Cusa
1 Neuro Cusa SR
D Mon'isha - Awthacb.
Signature of the Surgeon Signature of Circulating Nurse

Order No: ... 04 ’@002.)% X Order by: A AR

Docu. No. : RCH /FRM / GENERAL / 114
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Your Right to a Safe Delivery

Mrs RASHMI SAI NIHARIKA

Name | GOLLAPUDI { UHID HNH-00016622
e == e LWL E 2

Father/Guardian | Mr T SESHA SAI AVNESH | Age/Gender 27 Y5 M 4 D/ Female
' 1 FNO:208,SRI BALAJI BLOCK ,ADITHYA ARCADE, Azamabad, Hyderabad, Telangana, INDIA,
Address
; 1500020
—— -
|IP No IP26-00006874 Admission Date |18-07-2026
| Ref Doctor Self.

Discharge Date ;719_07.270”2677”777” -

DISCHARGE SUMMARY

Consultant:
Dr. S.SUDHA
MBBS, MD (GYN)

Diagnosis: PRIMIGRAVIDA WITH 37t4 WEEKS WITH PREMATURE
RUPTURE OF MEMBRANES IN EARLY LABOUR.

SPONTANEOUS VAGINAL DELIVERY DONE ON 18.07.2026.

History:
LMP: 28.10.2025 Obstetric formula: Primi
EDD: 05.08.2026 Gestation at admission: 37+3weeks

Obstetric History:
G1 - Present pregnancy Spontaneous conception.

Medical History : Bronchial Asthma-used inhaler for 1 year [2015].

KONDAPUR L B NAGAR NANAKRAMGUDA

3040 - 4246 2400 3040 - 7111 1333 woy) BA36931323)

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR . KONDAPUR OUTPATIENT CLINIC editvd # SECUNDERABAD
nrpenty 3 040 - 4246 2200

¥} 040 - 48873000  im 3,040 - 4466 5355, 91009 25516 n ¥1 040 - 4246 2300 7 040 - 4246 2100

@ 1800 2122 @ www.rainbowhospitals.in




Mrs RASHMI SA] NIHARIKA 1
Name GOLLAPUDI U!-![D . HNH-00016622 ]
IP No |P26-00006874 | Admission Date 18-07-2026

Surgical Hlsfory Right Femur Surgery at 15 yéa‘rg of age at ABC.
Family History : Mother -Diabetic.
Allergies s Nii.

Antenatal Details:
Mrs RASHM! SAl NIHARIKA GOLLAPUDI was booked to Rainbow hospital at

37%3weeks of gestation. She had regular antenatal checkups and
investigations as advised elsewhere. NT scan normal, .FTS Iow risk, TIFFA was
normal, Fetal 2D Echo was normal.

Betnasol covered 2 weeks back for fetal lung maturatlon Fetal growth

monitoring was done by serial growth scans. Scan done on 06.07.2026 showed
SLIUF at 35+% weeks, Cephalic presentation, EFW 2.6 kg, Placenta :Anterior

,Liquor Adequate, AFl - 11-12 cm, Dopplers normal. She was admitted at 37+3
weeks with Premature Rupture of membranes for normal Labour.

Investigations: Enclosed.

. Blood group: "O" Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was
relaxed, cervix was partially effaced and 3-4 cms dilated, Vertex at -2 station
and pelvis adequate. Fetal well being was confirmed by admission CTG which
was found to be reactive. Informed consent obtained for Induction of labour,
Partographic monitoring of labour was done. She progressed to full dilatation at
2:45am. Passive descent of fetal head was allowed for 1hr post full dilatation.
She was put into position for vaginal birth at 3:15am. Parts painted with
betadine solution and draped to ensure full asepsis. She was encouraged to
bear down. At crowning of head episiotomy was given under local anesthesia




4BB7I000  Emmcgercyd 040 - 4466 $335, 91009 15516 3 040 - 4246 2300 7 040 - 4246 2100

o
Rainbow” &
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Your Right to a Safe Delivery
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Hospital

| Mrs RASHMI SAI NIHARIKA | .. w
| GOLLAPUDI { UNID ' HNH-00016622

— ————— ——  — ——————— ——— — —

'IP No | IP26-00006874 | Admission Date 118-07-2026

| Name

(10 ml of 2 % xylocaine solution). Baby was delivered by Assissted (KIWI)
vaginal delivery, 1 loop of cord around the neck noted, Cord clamped and cut
and baby handed over to pediatrician. Cord blood collected for blood grouping
and Rh typing. Placenta and membranes delivered completely with controlled
cord traction. Prophylactic syntocinon given. Episiotomy inspected. No
extensions or additional vaginal tears found. Episiotomy sutured in layers.
Instrument and swab count checked. 800 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

Delivery Details:
Date :18.07.2026

Time of Delivery: 3:24 am

Type of Labour : Assisted

Type of Delivery: Assisted Vaginal Delivery
Analgesia : Local

Baby Details:

Date : 18.07.2026
Time : 3:24 am
Sex : Male
Weight : 2.900gms
Apgar : 8,9

Gestational Age: 3774 weeks
NICU Admission: No

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice

BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC reditedivil SECUNDERABAD KONDAPUR LB NAGAR (A% NANAKRAMGUDA
’ eeguncy 3 040 - 4246 2200 Tesgrney] 040 - 4246 2400 . 3040 - 7111 1333 E 3 040633152

® 1800 2122 @ www.rainbowhospitals.in
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given.” -Her postpartum :period foIlowmg that was uneventful On fll‘St
postpartum * day -episiotomy wound was healthy and intact. .Her general
condition- was satisfactory and she was found to be fit for discharge. Wound
care and medications were.explained to patient :supplemented by  written
mformatlon She was given the postpartum book for further reference.

- o
e ". Vow 39 P AT T A AN A

R P . ;

Advnce. . -
1* Tab.-Taxim.- O 200mg (Ceﬂx:me ZOOmg) twice da:ly till 22.07.2026 (9am-
» 9pm).after food, R P I T Egee T PR Ly P S
2 Tab. Calpol 500mg {Paracetamol SOOmg) (2tabs) thrice daily t1|l
» 20.07.2026 (8am;2pm-10pm)after food.c. yi o, wv #nv S ww otiey, 997 10
~3._ Tab. Pantodac (Pantoprazo]e 40mg) 1, tablet twnce dally tlil 22 07 2026
B (7am 7pm) before food.
‘4. Tab. Voveran 50 mg (chlofenac 50mg) ‘thrice daily till 20.07.2026(9am-
3pm-11lpm) after food.
5.-Tab. leogen (Eleméntal iron - 50mg; follc ‘acid’ 1:5mg) once daily (7am)
for three” . ‘i -wclormonth§.before breakfast. ’
6.Tab. Shelcal (Elemental Calcium 500 mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
7. Betadine ointment for local application.
8. Syp. Duphalac 15 ml {Lactulose 3.33gm/5ml) at bed time for one week.

Home Blood pressure monitoring to be done twice daily for two weeks. Report
to emergency if BP >140/90mmHg, presence of headache, vomitings, blurred
vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.
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Mrs RASHMI SAI NIHARIKA Em_ o
| Name GOLLAPUDI UHID | HNH-00016622
'IP No IP26-00006874 'Admlssion Date 18 07- 2026

Review with Dr. S.SUDHA after 1 week on 27.07.2026 at postnatal clinic with
prior appointment (Review consultation will be charged).

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

Patient/ Attender

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. You can also take
appointments at any time by going online to our
website www.rainbowhospitals.in

\a\“‘

Reémtrar[ReSIdenth M.O

Consultant: g|:!
Dr. S.SUDHA |
MBBS, MD (Gyn)

HIMAYATHNAGAR BANJARA HILLS HYDERNACAR KONDAPUR OUTPATIENT CLINIC (/¢ i SECUNDERABAD (nonbi( KONDAPUR L B NAGAR NANAKRAMCUDA
jencr} 040 - 48873000 ergescy'3 040 - 4466 3355, 51008 25516 er v} DAD - 4246 2300 stency) 040 - 4246 2100 Einergencyi} D40 - 4246 2700 . wniy) DA - 4246 2400 3040 - 7111 1333 gencs 1 04069313233

@ 1800 2122 @& www.rainbowhospitals.in
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HNH-00016622 IP26-00006874

Mrs RASHMI SAl NIHARIKA I‘;/-/é ®
14-02-1999 27YSM4D  (F) Rainbow . "
Dr. SUDHA 8 } Children’s (d BirthRight
ll' "l | a Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks

1 Admission sheet |

2 Discharge Summary |
3 Nursing Initial assessment \

4 Patient Transfer form 1
5 In-patient Medical record t

6 Doctors progress sheets g
7 Nursing plan of care and handover sheets 9
8 Consultation sheet

9 General consent for treatment |
10 | Consent for Surgery [

M, 11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 | Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
22 Neonatal Admission/Delivery/Physical Exam

23 | Medication Reconciliation l
24 | Emergency Triage record |
25 Pre operative check list {
26 Surgical safety checklist |
27 Operation Theatre notes \
ﬁ 28 Nurses clinical Presentation
7 29 | TPR & BP chart 1
30 | Intake and Out take chart (fluid chart) |
31 Drug chart (Regular Prescription) '
32 .| Investigation Values (result sheet) \

33 Nebulization chart

34 Nutritional review chart

35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale

38 Braden Q Scale |
39 Bed side check list 5
40 PICU bed formula Dilution feeds
4 Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 RBS monitoring chart

Bliuars |
V' Bodana é
Total No. of Pages 2 o B N 4\?"“’
Doc. No. : RCH/ FRM / GENERAL / 126 — Silhatude hhd Date

(RT.0)




o @ Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,
Hospital ™" TEL NO :040-48873000
Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
. ) . NEHIWR T
Registration Details :
Admission No : IP26-00006874 Admit Date : 18-Jul-2026 Admit Time :12:38 AM  UHID : HNH-00016622

Patient Details :

Patient Name : Mrs RASHMI SAI NIHARIKA GOLLAPUDI Age :27Y5M4D
Guardian : Mr T SESHA SAI AVNESH DOB : 14-02-1999
Gender . Female Religion
Occupation Martial Status
Address (H) - FNO:208,SRI BALAJI BLOCK ,ADITHYA Phone No : 9951482928/ 8247268285

ARCADE Azamabad Hyderabad Telangana )

INDIA 500020 E-mail . NA@GMAIL.COM
S

Admission Details : )
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr T SESHA SAI AVNESH Relationship : Husband
Contact Address : FNO:208,SRI BALAJI BLOCK ,ADITHYA Phone No : 9951482928

ARCADE Azamabad Hyderabad Telangana

INDIA 500020

%ﬂ’\/
ﬁ@u&
fMoctor Details :

Doctor Name : Dr. SUDHA S Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount  : 100000.00

Payor Name . SELFPAY

Printed Date / Time : 18/07/2026 00:42

Printed By : 020635 Page 1 of 2




PATIENT TRANSFER FORM

z
Rainbow’ . .
Children’s ‘BII‘tthght

Hospit a| BY RAINBOW HOSPITALS

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

Patient Name & UHIN M-
\P'ﬂ"’“m““
m«n RIKA al

WA
sA\H,',‘s“&o

ELL

Date & Time of Admission

\E\ 3\ L6

Date & Time of Transfer Order

1819124 A

Transfer Ordered by

Y- NN

Reason for Transfer

ob

From Unit

N &

To Unit

RO 0y (’506>

1$W1endmt
Yes— No[ |

Number of Sheets in Clinical File

Number of Imaginﬁms

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

: Yes No| |
WD\ ’\K Sq@ If yes, what ?
— Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
. Ol
8s.  wloumke . DT, pA0umid A

Patient & Clinical Records Received by : Q\\)K{ﬁq/ﬁ @
S\ 5 12phm

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




-00006874
HNH-00016822 1p26-0000

Mre RASHMI SAI N "’A:;K;‘ b ®
o suonAs e
(A U Rainbow’ | @ BirthRight
Hospital | @ wrereisicoomy
ACTIVITY RECORD FOR BILLING
Name o
UHDNo.: IPNO: . e Consultant: _ _ Dept:__ _______
Date of Admission: _ _ _ _ Time: . -oo Date of Discharge: _ Time:
Room/BedNo:__ _____ Ward ’ _________ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
WMo | AW | y1pp POoan (ot Nnm?bﬁ/(ﬁﬂﬁ&
Cross Consultation Visit
Doctors Name Date Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Y
Date Equipment Time Time Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow® . . a o
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Presenting Complaints
C&W\e c C / © Lu»!u7 = v
rPm@

Obstetric Formula:

Obstetric Hostory:

Present Pregnancy Record: B r«ud@ G}Tb quuor

S i Q_PNF C;rvv;/b

~ NY 95—
_,‘Tir:’?’—’r“* / r—w
Semmall G2 At
RISK FACTORS:
e B
. .
Height: .............. cm
Weight: .............. kg
” Allergies: ... Cuemmbrer
Breast: Normal [] Abnormal
General Examination: (1)
Consciousness: Fev Pallor: <
Icterus: (— Edema: ="
Temp: Kb PR: Q2
BP: 116730 DTR: &
C-VS: :7 e\ RS. BN &
Liver/Spleen: Urine Output: JLL7
- DIAGNOSIS --------------cnoenooones

R | 33t ) SRomM | 8oty ot i

23// o e

Corrected EDD:

LMP: EDD:  S7¢f ot

GA: =2 ;#_4}
Menstrual History: Regular: [(2"Yes [J No
Obstetric Examination

Fundal Height: & “7z~m Sye

Ut. Activity: [] Relaxed ild [I1Mod [ Severe
A Adequate  [] Oligo ] Poly

PP: ~ATCephalic [ Breech Others

Head Fifths Palpable:

FHS: LINormal C] Tachy  [JBrady []Absent

Per Speculum Examination

Draining: FTPresent [ Absent (] Bleeding

Colour of Liquor: £ Clear [ Meconium  [[] Blood Stained

Vaginal Examination

Cervix: [] Long [J-Partially effaced [ Effaced
Os: Closed ~3Ucw/  Dilated

Membranes: (] Present  [-Absent

Liquor:; Q’Lﬁar [] Meconium [] Blood Stained
Presenting Part: D/%lrtex (] Breech [] Others

O0-8 2% 04 0o O %1 O +2
Mdequate [ Doubtful

Sutton:

Pelvis:
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(T

Family History:

Surgical History:

&t Fernum
St

% @ sy ”gu(a&%@

Medical History:
Bonctisd et — fose whate ¥l

Medication History:

S'ﬁ‘f’pva(vzﬂf?) T (oh | vz }(_le..,)
Plan of Care: Investigations:
[Bar  ofnhe]
_ 4y ot
1 fads  prepown on 2} Fewv
<
——fV\,ﬂJW\G_J_J Conmad WRBc - Ccyo i NK\
une
o |
-+ QFT on clanhd ﬁ,,_‘
=if]=3
T InPra  VeelsArm 4:(;6/- Ao¥
G pUr— 224
e 0@ Fooe! MJ/B\-/LT‘ | .
, o Gk Vs ( Heped | _C1222T
L CYlE R’“Z”"m SF=ite | Be é,bpf-fgg-'&c@?
Copt-t-
DL — Q- | zev Q__;g,znl.]
PAL AT UpPe | Aty
Efw [ Py | B e
L Oapl
Doctor Name: ..... @/ m”wfﬂ‘*— ............... Consultant Name: \:P«S‘ﬁ"“\&« ............
SHORARUTEL .. comtiriree evscsisrsceromuismusssssssszonsiisasss Signature: %\—A&/{f .............................
Date & Time: 1€ 713020 f=-H3 Date & Time: .....! 3
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PROGRESS NOTES AND DOCTOR'S ORDER
ga#me Progress Notes Doctor's Order
(2 |Hro2e, Clsls DY MNomroho
L Qo py PVD D
Ao
Co-tor  Neboly
ko §leble )fe :OQ/J, '%J‘»Lw O / ’-‘*ﬂdf—? F(‘?wav
o Py ut wld refve ) Off?o oo CloAsfO
v J%bub} Lo 6512 vdets, 3 PV
gp})m-}ﬂw Intocesdt— gﬂwux—m,{, s {)6-‘0 Ui
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A
18] 263¢ Cesh br Morn bl -
v PaD-
te- Fr Afebar —4-‘__;10 _
UV dets s%.iq»&
S - B ks veroarl " Cup by Doer [ e Gt
Eg PV Bluset;  woue // Qrngo s fovF)
i ] 7
f %pw@ //‘Pﬂ." ok 4 B
cg/tn} v (lem whw // Emn b Aoty
o~ o A sl /// JnFon SV
l — A ShiA R Roam  p
— - 0 Ly Mo\?m w) ‘
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It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

i W @

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
& Time Progress Notes Doctor's Order
‘ ("
vy I\ > 6 YN L. (oo v pi
e pemaat
(e q\n.g/
wab (9
Ph (o)~
e N JROON (Y P 8]
T ?
| No V4 Candd D) }\ p bmc (D,
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PROGRESS NOTES AND DOCTOR'S ORDER
ga';?me Progress Notes Doctor's Order
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Mrs RASHMI SAI NIHARIKA Rainbow® . ) )
14-n:-1m 2YEM4D  (F) L & B"'mﬁ'sgm
1 BY RAIN
Ilillll|||hllllll|lll||!lIIIII|||I|| riospiial _ | Nz
Date of Admission: \GIJ ...... JMM Drug AlIErgies: ..........cccoeeeens! an’" ................. ﬁ/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 abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
0 1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
' - AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
. Date»
DRUG : Time
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency (Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
i Date
DRUG : Tie
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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or, Su;ﬁs Yiuso
i REGULAR PRESCRIPTIONS  weignt ... Ward. ..
DRUG’r C— = - Dater fﬁ
: EXIME il jQ
Dose Route | Frequency |Start Date
Yoty | Plo 8D [181F Lad PR
Name’& Signature of the Doctor i B
Starting the Drugs:
o
- A
Additional Instructions: s : L
B I 2
Daily Doctor’s Endorsement by a Sign
Date» )
DRUG ™ PANTP2AL0LE_ oS [N
Dose Route | Frequency |Start Date ¥ i
Loy | Plo| o [18]F ’
Name-& Signature of the Doctor o
Starting the Drugs: »/ " -
— TELVIES
o U
Additional Instructions:
Daily Doctor’s Endorsement by a Sign d
= Date$ \
DRUG: ~ /| ARACEIAM  [Timel of \’k\
Dose Route | Frequency |Start Date o
9 |70 | To [18/3 rr| By i/
Name & Signature of the Doctor v
Starting the Drugs: _
’ ey p
Ll (ol oy P
Additional Instructions: ' W
il
Daily Doctor’s Endorsement by a Sign
DRUG: 7. OvetoPE Ne. %%: 2 "Ki
Dose Route | Frequency |Start Date . 8
GDmf Plo GY») (§/3-Thar? \//
Name & Signature of the Doctor
Starting the Drugs: Mo
'B:\:“Cz,/
Additional Instructions: ™\
¥‘ .
Daily Doctor’s Endorsement by a Sign
Page: 2/4
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1P26-00006874

:':‘::?:E':::” M e @ Rainf%w" @
L | Children’s BirthRight
T Hospital | () smmeonoins
Sheet No: ............ REGULAR PRESCRIPTIONS weigt ........... Ward oo
Daier

DRUG: Sy@ QUPITAAC  [Timel n\t
Dose | Route |Frequency |StartDt.|
Sof | PR| o | 181

Name & Signature of the Doctor

Starting the Drugs: ;
g g W ‘p“l"

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign
ﬁ_
DRUG: Ow7 MZ9Ro-F : %‘;‘[t'i n}*@x‘(‘

Dose Route | Frequency | Start Dt.

Fé?y_, LIA"‘ B0 [ 7‘}' - %@

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: \

A selmm 3

Daily Doctor’s Endorsement by a Sign

v

Date?
ime

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

:i'”:-

Daily Doctor’s Endorsement by a Sign

Date}
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / GLINICAL / 108
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Patiant Sticker Children’s | @ BirthRight
Ho spita| . BY RAINBOW HOSPITALS
It takes ok to kreat £ RS, Your Right to a Safa Delivery
Sheet No: ... REGULAR PRESGR'PT'ONS Weight ... Ward ..oeeeerereerrenpens
) Datek
DRUG : Time ' _

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

"Starting the Drugs:

Additiona) Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG :

Time

A

{

Dose Route | Frequency | Start Dt.

Name & Signa}ure of the Doctor

Starting the Drugs:

L SIgnatrg s

Additional tnstructions:

Daily Doctar’s Endorsement by a Sign

DRUG :

|Date

ki

Dose Route | Frequency Start Dt.

Time

5
»
!

Y

Name & Signature of the Doctor
Starting the Drugs:

o

VERIFIED! BY N;ﬁiﬂ

Additional tnstructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Time

L

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Stariing the Diugs:

Additional Instructions:

Daily Doector’s Endorse_ment by a Sign

Bocu, No. : RCH /FRM / GLINICAL / 108
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NH-000168 KA
':m RA’ Hw SAL "‘"m; a0 ® T L IR Ward. ..oooveeveernenes
n SUDHAB
T L U \
\\ Ewe l Nurse g I Nurse Sig l Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Rout Start Date e o . o
oute
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Pome e i o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ros = pose et
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiU'Ie I Nurs; Sig. I Nurs; Sig. Nurs:’ Sig. l Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. r. Sign. Or. Sign. Dr. Sign
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Pia Doss Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Doos Pk s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. i~ Dosage & Other ;
Date Time Medication instmiotions Route Signature Nurses
INY MO
\ : = — - ( (s JV/ 4 -
9y | 1) cerancime 5 o
8 AW
12) 3> \ ) BU.ScPp fa,y,a [J Y. G\A\L_
- LI /0 l“\zLQl A
Liks ) *’j‘é‘m PR o TR Y "‘W‘P [V Ny— b
A»_ A0 A
191> | 28m | Eeinosin lovy> IV . T
01 Lo FENRE. a0 A
19> 2 Am Svepmnmey [@=my Pﬁ\ A WY
o f 1 NI Al
= Y O L amm -
V] UM | musopeosor GO0 ey PR Al
2
o Y PAAR
€7 | Ut | 7o geund (o mo | D
) O LY
NS y PO WA,
S EAAN L o \ b
\5\9/ (RarExim Al ’3 tiaciglel
Page: 3/4 (P.T.0)




T STV SR T TR

14-02:1909 zvvs:m (F) -
Dr. SUDHA §
I LV.FLUDS CHART  Woigt . WAt
Date Titvie Composition of L.V. Fluid Route [Flow Ratel Doctor | Nurse | Dateof | Doctor | Nurse
(i infusion, mention ml./nr = Mcg/kg/min. etc) mi/hr Sign Sign [Stopping| Sign Sign
KNG \ C ‘
2]y | iowm —*—H- R Wem |, kA,ﬂ( [ A {
FXVRNCY S NN ¥ a
= &\Pr\p :
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%
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cE%?dr%".!-s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

takes a ot to treat the itle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug Allergies: ........c.cvuune N'é .. o512 et

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)

M known any Drug Allergies

Shifting From: ............... Ve oot SR 0: oo s
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1v) | FREQUENCY | pore/ Time ‘}Dsﬂl'ﬁ,'ﬁg
2 _79/{0 Cw{ ¢ LA [ 4o Alo Jv oc-tinc
3 Jc ODC
4 JC ODC
5 Oc ODbe
6 OCc Obec
7 Jc [bc
8 Oc Obc
9 1ac anoc
10 Jc COJbc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ........... ‘ﬂ«;/ .................... R mmﬁ; ..............
Date & Time : w]}’f’*’“"’) .................. [N\ ..................................
Nurse Name & SIGATUIE: ........ceeerssusmeemsasmsssesssnssssisssserssssssasssssssssssassasassserenaes
30T 1 U RIUN WOPPOPRRORRIN . ... . - S——

Docu. No. : RCH /FRM / GENERAL / 090
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Uiy R . Hospltal| | ) mmmicmme

L

Date

Time

Hb

PCV

RBC

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
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

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

[p]2¢ OEa
W Time | 8| 9(10)1F(12l1 ] 2| 3 4\ Ske6jl7|8|9]10]111112]11 ]| 2|3 |4]|5]|6]|7

Date

RESP
(write rate in
corresp. box)

> 30
21-30

Saturations

<94 %

Administered

0, (L/min.)

2,dwa)

40
39
38
37 e A

g

36 7l

35
< 35

3jey yeay

170
160
150
140
130
120
110

100

90

80

70

M}
—tC
v

#

60

50
40

—
anssalg poojg 1|0IshS

190

180

170

160

150 ; \

e
-

140
130 P RN L S p
120 N N
110 j

100
90
20
70
60
50

-«
ainssalq poojg dIjolselq

130
120
110
100
90
80 e NT
70 =
60 IR=i
50
40

(Y

NEURO
RESPONSE
[~]

Alert | T T T T I I =1 =S

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
| @)

TOTAL ORANGE SCORES

—

.| TOTAL YELLOW SCORES 7 1.
\
'

—— T

Nurse Initial
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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

Js pl2¢

Date ]
10/ 11|12} 1

<

Al

6

1Y

9 7 11|12

(%)

Time

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20
0-10

Saturations

94 - 100 % ‘
<94 %

Administered

0, (L/min.)

3, dwap

40
39
38
37

<

36

35
35

318y MeaH

170
160
150
140
130
120
110

100 r

90

Ada

80

70

60

50
40

aNssald poojg 1|0IsAs

190
180
170
160
150

140

130

120

S
-
—_——

110

100

90
80
70
60
50

3Inssald poojg jolseiq

130
120
110
100
90

80

»

V)

70

60

S

50
40

NEURO
RESPONSE
[+]

] S I .

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

—_—

> 30
< 30

-

Proteinuria

Protein + +
Protein > + +

Lochia

Normal -~ -
Heavy / Foul

Liquor

—

Clear / Pink

*

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

210

g«&) \

:’FOO

Nurse Initial

&
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Early waining Observation Score Chart - Obstetrlcs

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

RESP
(write rate in
corresp. box)

Saturations

Administered

2,dwa)

ajey Weay

anssald poojg 21joisks

190
180
170
160
150

140

130

120

110

100

90
80
70
60
50

2Inssald poojg joiselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE
[l

i (S e ]

Alert

Voice

Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Lochia

Normal

Protein + +
Protein > + +

Heavy / Foul

Clear / Pink
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial
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Sheet NO. & e,

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 [t

Intake T
‘ : Thrombo- .
Date | Time (I}\ilragﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
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 Qutput :
08:00 pm
09:00 pm
¢ | 10:00 pm
11:00 pm
12:00 am 1
01:00 am
Total Intake : Total Qutput :
02:00 am e tvand 5
03:00 am v '

\”f& agoam| - | .. >
™~
~

05:00 am \d 1\)\( | '
06:00 am q . A v

07:00 am
Total Intake : Total Output :

U-4D

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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BY RAINBOW HOSPITALS
Your Right to a Safe Delive?y

(N TR Hospinal,

Sheet NO. & .o cmmmmmnsssins

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.

L Rt PRt A I N o
Date | Time | Netre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phieoits | SIdn.
Mouth | LV | NG | | / ey
08:00 am QA ¢ ) 1 7 )
09:00 am e ] (
\0S [1000am | ¢ 0 3 BEKNal-2
N\ U s \ ¥ 1 v \
12:00 pm J I / /
01:00 pm / { / /
Total Intake : Total Qutput: ¢/ - |
-

0200pm | | / / | )

0300pm | | A / |

04:00 pm b / o / I/ n

w 00 pm i) © v |

> o600pm | i /

07:00 pm /S /

Total Intake : Total Output :

08:00 pm '

09:00 pm [ " )

T P R = T ——

\GRET A '
:00 pm

|/ 1200 am

01:00 am

Total Intake : ' Total Output: \»y —  ~n——
02:00 am

05’ 03:00 am
\9\ 04:00 am \ w1
{* 05:00am | ol

l
06:00 am . N J
07:00 am |
Total Intake : Total Qutput: O — oy —

T

—1 L - Q)
—
o~

5
\
;
1

Total 24 hrs. Intake Total 24 hrs. Qutput

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

ShEet NO. [ voviviiririrrerisssssnnenns

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.

R e e piite G

ey irgVSitg Trsi o
e =] Thrombo-
Date | Time nl\ll‘algﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | piebits | San.

Score | Nurse
Mouth AY N.G

08:00 am

O 09:00 am

@, 10:00am

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
{6:00 pm
07:00pm
Total Intake : Tatal Qutput :

O 08:00pm
O 09:00 pm

10:00 pm
11:.00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am '
03:00am
04:00 am
05:00 am
-(6:00 am
67.00am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. Ne. : RCH /FRM / CLINICAL / 092
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Sheet No, : .ovverreee Geverresaaesanenes

Y )
Rainbow® ) R
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot o treat the Iittle. Your Right to a Safe Detivery

( FLUID CHART

1. Al rn'e'ésuremerits it ml.
2. Add up each column separately Make additions across the page to obtain 24 hrs. total of intake and ouiput.

%3 fgﬁ.l }’g’i}. "ﬁ@? }9;

S

4&2{‘& A5 ""1"‘
W %E ’)f "‘fvv %lntauke”; x’k‘é‘i‘

SN

Date Time

Nature
of Fluid

dunbatle WRTiow PR

N TEE ompuu%f N e T

Routs

NG

Thrombo-

. phlebitis | Sign.
Diarrhoea | Vomit {Drainage | Urine | PEESES | nien

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00am

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 |

09:00 pm

16:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

¢3:00 am

04:00 am

{(5:00 am

(6:00 am

07.00 am

Tota! Intake :

Total Qutput :

- Tolal 24 hrs. Intake

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

Total 24 hrs. Output
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Date: 10}?( ......... R
« | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance ] Improve Activity Tolerance [} Maintain Good Nutritional Status [J Maintain Skin Integrity
§ 1 Maintain Personal Hygiene [ Prevent Infection [J Meet Elimination Needs [ Ensure Safety [0 Early Ambulation Reduce Anxiety ) Patient & Family Education
S | [ Identify Potential Complications L ANY OENBES. SPRCIY . .. ..veveieeiieiiiiiee ettt ittt et e e e e e ee e e e e e e e e e e e b seeeaeaeaesbnan i eeeanes
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“g?;,.’;ﬁ',',‘:
=
=
=
S
E /
=
e /
=
g /
<
- 1 . ( —
Fyw | s pp=sccs At TP~ ASSER &
£\ 0470 }
= P ond () Vwé C ondta Ao
= \
“'f' MonTHv viRY
-r—}q [/\_A_k
| RN
QU oindcin 40| 2] , '
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(R O NURSING CARE RECORD MR | R

Date: ... €€[2/ 2% ..

w | [ Maintain Airway and Oxygenation [’] Relieve Pain & Discomfort (a’ﬂiintain Fluid Balance 1 Improve Activity Tolerance [ -Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ fcmaintajn Personal Hygiene L) Prevent Infection [] Meet Elimination Needs & Ensure Safety [ Early Ambulation Reduce Anxiety Patient & Family Education
& | ¥ |dentify Potential Complications L1 ANY OHNEES. SPECIY. ...ttt ettt ettt ee et e e n et ee e eseneras
) Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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T NURSING CARE RECORD

DAIB: c.verererrerersrisisssnssnesnsssnssesaas

ea | ) Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance 0 Improve Activity Tolerance 0 Maintain Geod Nutritional Status O Maintain Skin Integrity
E O Maintain Personal Hygiene €] Prevent Infection O Meet Elimination Needs O Ensure Safety 0 Early Ambulation Reduce Anxety O Patient & Family Education
© | 3 Identify Potentlal Complications [0 ANy OHNBTS. SPBCIY. c.ureeerssisirrerreersssenssrareisersissestnsensenssasssronsessrsssasssassnasssnressssnssantucesersansron
; Nurse Name
Time Plan of Gare Time Implementation Evaluation Re-Assessment & Signature
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=
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BRADEN 'Q' SCALE

P

\

=

Rainbow®
Children’s
Hospital

Tt tmkes 2 lot 1o treat the litte

.BirthRight'

BY RAINBOW HOSPITALS
Your Right to 3 Safe Dalivery

Date :
Time :

A 4
| 2 RIS TFANLIEY

1z!

Al L me £

(YN

Mobility

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. 3)0 l1 \f
without assistance. to completely turn self independently. independently. \p
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; \
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

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 restiessness; 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 molst: 2 Novy mthet: < 3 Ooonsienally molst: o 4. Ruwoly molst: .
5 which Skin is kept moist almost constantly S_km is often, but not always, moist. S_kln is occasionally moist, requiring Skin is usually dry, routine diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (’( \1
o melstare Dampness is detected every time 8 hours. every 24 hours. 11
patient is moved or turned. v
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: /

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/d| 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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

TOTAL SCORE

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

Evaluator's Name

Pl N

P <
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1 l .
. Suppori Surfaces
Risk Score Gategory Action {Please Note: Only required for children who-are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
« Reguar Turning Schedule . _
. Enable as much activity as possible High density foam matiress
15-18 At Risk »  Protect the heels Gel pads for high-risk areas

» Use pressure redistribution surfaces
~ » Manage moisture, friction and shear
» Advance to a higher level of risk if other major risk
factors ‘are present

Alternating pressure mattress overlay

, High density foam mattress
» - Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate'Risk Gel pads for high-risk areas
) « Position patient at 30 degree lateral incline using foam wedges , )
' Alternating pressure matiress 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 frequentiy Alternating pressure mattress overlay
y - Use same protocol as for “High Risk” Patients High density foam matiress
‘ - .
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 matiress overlay
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T AN RS SES ERENT FOriE rospital_ | inet

. Pain Stofe . . Modifying | Patient / Family . y
Date Time (0/10) Location Duration Acuity Character Factors Educated _Intervenhon Sign
| [ Continuous | [1 Acute (7] Sharp (7 Dull I Increasing | [ Yes /)
1|0l e : i CJ Aching 03 Burning | - = lo
e N 1 Intermittent | (. Chronic [} Aching [ Burning | ] Decreasing | [ No
w 1 Continuous | [ Acute [] Sharp [ Dull [ Increasing ! Yes AN
19’? 10y | Of17 | Vo T Intermittent | CJ Chronic [J Aching [ Buming | CJ Decreasing | (I No ) &y
> | NF [ Continuous | ClAcute (] Shap [ Dull O Increasing | [1-Yes AT
13 [ 7 /2‘: 29 e / [ [Antermittent | ! Chronic (1 Aching [ Burning ‘}n{reasing 7 No Lo
(] Continuous | [ Acute () Sharp [ Dull [ Increasing | [ Yes @
22 A
’ gﬁ‘/‘% 'gF” O/ O | M| O permitent | 0 Ghronic [ Aching (] Burning | [ Decreasing | () No Sl g
(] Continuous | [ Acute [1 Sharp (] Dull [l Increasing | [ Yes )\ ! B
04 L? h(’ (o~ | O\B0 1\01}\ [ Intermittent | (] Chronic (1 Aching () Burning | (] Decreasing | ! No CRSFL
[] Continuous | [ Acute [ Sharp  [] Dull ") Increasing | L[ Yes
[J Intermittent | [ Chronic [ Aching [ Burning | J Decreasing | 1 No
[1 Continuous | [ Acute [] Sharp 1 Dull [ Increasing O Yes
1 Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No
1 Continuous | T Acute [1 Sharp [ Dull [1 Increasing O Yes
[l Intermittent | [ Chronic (1 Aching ] Burning | ] Decreasing | [ No
[ Continuous | "I Acute [ Sharp [ Dull L1 Increasing L1 Yes
[ Intermittent | ] Chronic (1 Aching [ Burning | T Decreasing | [ No
[ Continuous | ] Acute ) Sharp [ Dull Ol Increasing | L[ 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)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  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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FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
J SCORING
CATEGORY
, 0 ‘ 1 . z ., .
, ) ) Qccaslonal Grimace or Frown, Frequent to constant frown,
Face . No Particular expression or smile withdraw, Disortented quivering chin, clenched Jaw
' ‘ Leps Normal Position or Relaxed Uneasy, restess, tense Kicking, nrlegs'bra\::p_ up .
. | Laying quietly normal posmon Squirming shifing back and .
Activity moves easily forti, tense Avched, fight, or Jerking
) Numerlcal Pain Scale (Obstetric and Gynecology) U ' . -
1 L | 1 1 | I ! 1 I { Moans or whimpers occasional Crying steadily, scréams of sobs,  °
I | 1 1 | 1 I i T | 1 Cry No Cry {Awaks or asleep)
0 , 2 3 : s 6 7 H ¢ b complaint _ . frequent complalnts
Ho Paln Po . Reassured by occasional touching, , ' v |
iy i Content, relaxed hugging, or being talked tc, Difficult to console'or comfort
Consofability ontent, re disiractive
~ P Neonatal Paln, Agitation and Sedation Scale (upta 1 Month) " s ey
b | S ' L7
Assessment Sedation Normal Pain / Agilation
Crilgria
Wong - Baker (Padiairics) Above 7 Years 2 -1 0 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Iitable or crylng at | High-pitched or silent-
Ieritabllity stimufi minimally with palnful | [mitable Intervals consolable | continyous cry
stimuli Inconsolable
Behavlor State | No ardusaltoany | Arouses minimally to | Appropriate for Restless, squinming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No sporaneous Litte spontaneaus Arguses minimally / ho movement
movement movement (not sedated)
Faclal Mauth Is lax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Expression No expression with stimull intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fisls | toes, fists, or finger
tone Normal Tone or finger splay splay
Body I5 not tensg Body is tense
Vital Signs HR | No variability with | Less than 10% Wilhin baseling or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimul variability from norma for from baseline hasellng, Sa0, less than or y
Hypoventilation or | baseling with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimutation «
apnea ) stimulation - quick | slow recovery Out of sync or
TECOVEry fighting veritifator

=/
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. 1
m““‘“ ‘mm““m |||||||||l| CHECKLIST FOR THROM BO?ELEB\QE” lospite: . SR b s
DAY-1_ et DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (' E ( N ) M @ W M E N Remarks
: No signs of phlebitis /
1 | IVsite appears healthy Observe cannula 0 o v Jo
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula M
* Slight redness near IV Site N N | NA K oo
3 l}rﬁéoegli‘égstfollowmg =i Early stage of phlebitis / 9
Pain at IV site Redness o i /\ﬂ ™~ NA‘ ND» M’.ﬂ
glflig;;? e FROHA e e Mec!ium stage of phlgbitis/
4 Pain along Path of cannula .'?SS‘:e Catnnula Consider 3
Redness around Site Swelling reaimen NA o INA Ny
All of the following Signs -
evigerft 2ng E:;r;glig 0 Advanced stage of phlebitis or
5 Pain along Path of cannula tFI;e srttaréof thrlorrébuphéebltls / 4
Redness around Site Te IE5 LATRIRS LSt I\M
Swelling palpable Venous cord reatment M (!\ Aa# (J [/
All of the following Signs are
evident and Extensive : Pain ?h?gﬁgggh?;%?;so/f
6 along Path of cannula Redness ” . 5
around Site Swelling palpable Initiate treatment Re site A% o INA np.
: Cannula -
Venous cordpyrexia
Signature of the Nurse ,(Z‘éb, %\

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

Signature of Shift In Charge :

SIORAIUNG: oo sspam somsarsomsssssbises NAMB © e

- as AL ERs LM IR AL 4927

Signature of Ward In Charge :

SIgNature : ........ocvemvie s

NAME & e s
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | | @ niemonere
H
¢ ‘L DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION * STAGE / ACTION SCORE ™ 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
5 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site « 1
3 :‘;‘é"eﬂi}g&f""o""‘"g Signs Early stage of phlebitis / )
Pain at IV site Redness {" Ftesnte ;?ai""”lq '
?\I'Ii(c]);;d: e following Signs are Medium stage of phlebitis /
4 Pain aldng Path of cannula Resite Cannula Consider 3
Redness around Site Swelling “‘Tr.eatmfnt
-
gyigér:?glig ]g:;ﬁiieég?s are Advanced stage of phlebitis or
5 Pain along Path of cannufa the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord |, Treatmeqt
All of the following Signs are
avident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess | thrombophisbitis/ 5
around Site Sweling palpable | Initiate treatment Re sitg
Venous cordpyrexia Gannuta
YR ¢ Signature of the Nurse

¥
NOTE : Phiebitis greater than grade 2 should be reported te 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 :

SINAIUIE 2 ooreeeee e enes e e NAME oo ress s mrsmass s

Dacu. No. : RGH /FRM / CLINICAL /137

Signature of Ward In Charge :

SIONALULE & coovecrvnrinnssrermsenisnssresssssesssorennons NAME  osrcareressnsisesrarnesmserrsensarsionsasssssseres
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Illlllllllllllllllllllllll lllllllllll . Hospital .W
Morse Fall Risk Assessment Form S Rt
\ j4
, Date / Time % . :
Choose Highest Applicable Score from each Category ‘a_ (¥ / &l/ 2k B/ l Tf Fall Risk Grading
Score N\ me¢
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?hl;:Isl)Score Achiai
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 rd Fall
_ L Low Risk 0-24 | ponaatdte
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 - e &
Ye 20 ° 570
IV / Heparin Lock or Saline . - ) ity 2 Implement
: Moderate Risk 25 - 50 Modera‘te Fall
Impaired 20 Preventtqn
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status igh Ris = i
Oriented to own ability 0 Proventon
Intervention
Total Morse Fall Scale Score: L) - (@]
Signature <$CJ—
ignatur A g
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) 1 Hourly safety check
(1 Ensure patients use their prescribed eye glasses if any, in the hospital 1 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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RASHMI SAI NIHARIKA s = e
o at STUTL I 1 Ral_nbow’ & = I
Or, SUDHA S ] Children’s irthRight
TR A Hospital _ | () moncsnus

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOE: nuciaiimarnsisismeraissnizsmnssisg Department: ......c.cccoooeeiciiiiieeee. Date of AdMISSION: ......ovrrreseressrerere
Z | Diagnosis: ' Any Infection: CYes [INo [ Not Known
= e
E I Y088 SPBCIIY: o civvsusmivasmmevimssssonsivesssanisss
« q Lol A&

19 e Lz
2 | Area QE
=
2 Shift Time BA\ e BT \& AL
£ | Medical Condition ]
= | (Any special condition to be noted): i —
— -
Allergy: 0 Yes#No | O Yes ND |0 Yes O (q/a/m Yes [1Ne|[1Yes CINo | Yes CINo
Tubes/Drains/Catheter: O Yes [0 | O Yes [=No | O Yes l:]% (1 Yes =No | Yes (I No | Yes CINo
Vital Signs: Temp: L;_},Q-. 78 G'f W lag 2T
e Res: | [ 26| 9hr | SobW)
= 0, |ue, [ 99y, [ a4F | \goy-
4 Pulse: |G 5 | @9 QLY | bim
2 BP: | e | ) f22 N4V [ng)46
Fall Risk Score: & - —
Pain Score: < — - S
Safety Needs: - _ = —
” Physiotherapy | Yes=No | Yes<TNo | O Yes [ Ne'[ T Yes =-Ne-{ T Yes (1 No | I Yes C1No
=
g Others Specify: 1 = - —
1=
£ Special Diet: | Yes CLNe T Yes -No | O Yes O NP O Yes_INo | [0 Yes CINo | I Yes (I No
E L
S |Other Special Orders / Medications:
= — 2
. e ~
Post Operative Procedure Special Orders: ¢ e - —
0
Handed Over By Name : - |
Moem | 8L, | Bwye
Signature : ( (}.&_, @ . DU
Date: Kjﬂ% IET}[)G \\L\"}\ﬁ’o \ |$26
Time: WA
AN i dor
Taken Over By N 2 ®
aken Over By Name MQ‘ ‘H‘ﬂ
Signature : %ﬁ' O 7
Date: 82 /26 | BV \Rlr )16
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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) Rainbow® ] ey
Patient Sticker Children’s o BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes & kot o freat the [te, Your Right to a Safe Dalivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLON: ......ccovevcre e sere e senenes Department: ........ccvevrerimserensenrennnes Date of ADMISSION: ..vvrvrceecerenrereesssree
Z' | Diagnosis: Any infection: OYes CiNo O Not Known
g If YES SPECHY: cvvrsvresressesersesessesessesssssssssonss
=
w -
2 | Area. ey ) 3 -
E Shift Time Ss
% | Medical Condition
= | (Any special condition to be noted):
Allergy: | OYes ONo | Yes ONo|OYes ONo|OYes ONo|DYes ONojOYes ONo
Tubes/Drains/Catheter: I3 Yes 3No |0 Yes ONo |0 Yes ©'No |01 Yes CiNo | 2 Yes CINo | O Yes CiNo
Vital Signs: + +Temp: . o
= Ty Res: - Y
g - 5p0,: | T
] * v, Pulse:
2 . :.. . BP: yT  #e g
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy |OYes ONo|DOYes O No (0 Yes ONo |0 Yes ONo |0 Yes ONo|OYes ONo
=
= -
E Others Specify: -
t—1
g Special Diet: {8 Yes ONo|OYes ONo|O Yes ONo |0 Yes ONo [0 Yes E1No |0 Yes OONo
= ! )
§ Other Special Orders / Medications:
=
Post Operative Pracedure Special Orders:
H
Handed Over By Name : ”
' 4 Voo o« -
Signature: P ‘3
Date: ’ T ww. R EES
Time: ' . o N
Taken Over By Name : : : e
Signature : 4 3
Date: - R -
Time: Y4 '

“Docu. No. : RCH /FRAM / CLINICAL / 097
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Nrs RASHM SAINMARKEE, ) 206 Rainbow® e

o 7 il S Children’s (d BirthRight
i e | @it

uvnudd GUNSULTATION FORM

Doctor Name : DVLSV\Q“dﬂxg Date : [gl:}'J}‘ﬁ Time: .5 F‘”‘) .......
Diagnosis : .......... t\\ VD .............................................................................................................................................

HOSPItal © oo Qe = HMINP Type of Referral :

0 Emergency
O Urgent
O Non Urgent

Referred for: [ Opinion /E/(IO-Management [ Transfer of care

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

m
Signature:
Findings and Recommendations :
L—@L-L—Q[‘l"@v’) Cove PLMV)
~ ol _owad Basst N%Fla’
9 Lsasved
— SniCk g o Aad \4
Lk o5 amonsbendes
N s deap 1o
~ coodle o Jol

~ pomomd  frads ot excesd 225 ho

MV’J Mvshﬂ @ et

— wgovm CMVL

o
— G\Fplﬂ\%naol M‘bd«\vwo 7 ]705"1" Q/Gﬂ!ﬂmy ;

— -A’OLV?C@ PBE A Flo ﬂwPﬂg
Consultant :

Name : 60’%’"0' ......... ﬁ .............. SigNature : ... X Date & Time : I /:?’[% 3}%‘1

Doc. No. : RCH / FRM / CLINICAL / 049
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or, suou,. 2Z7Ysmap 305 Children’s ‘BII’tthght
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

U0 gy g
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: /.C?/?/Z'ﬁ Time: ....... 1.2 4Z0.900.........
. _ - 0 ~ 26 kg/m’
Origi: .o s AR BL Height: L. §(H0....... Weight:.. 7..f0....  BMI: O ~28 ky/m?
0 ~ 30 kg/m’
. z
Food Allergies: ........... T O TR . 27;/”)
Diagnosis: ...........ceuueens [\]VD .....................................................................................................................................

TypeofDiet: Olliquid O Soft Sfoma O Diabetic
legetarian (] Non-Vegetarian CJ Vegan - -

Diet Advised:

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

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

Patient’s / Attendant's K/ 2 ? Dietician's
Signature: ................. »%ZQJ 1% S

SIGNALUME: ........oocveeeercrrieree e sn s ssnnens

Name: QouM°£wM’M’J<a Name: 52’&9(1“3)% QM
Date & Time: M/?/zd,?:/zmm Date & Time: /3/77/2..&,/?4’0@7

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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Rainbow® o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the fittie.

\}

Your Right to a Safe Delivery

Sl - T

Labour: &Spont [1I0L-PGE1 [1E2 [ Others

" CIHTN T10thers

Maternal: }ﬁme I Pyrexia

[ Asst. Breech [] Twins

Del. Type: D\ﬁﬁ)

AVD: (7 Qutlet

[1Low Forceps [ Ventouse
! Trails of Forceps

Indications for I0L-Accel: [ None f'w@cin Liquor: E#Aﬁequate T10ligo  “IPoly IClear
Memb. Repture Type: BﬁOM 1 PROM [ ARM CIBlood "IMeconium [ICord:..................
Presentation: Dﬁex [1Breech [ Others Shoulder Dystocia: [ Yes Alo

Anesthesia: \Z/None ! Epidural Placenta: Uflormal [ Abnormal _1 RPClots
Non-epi: #Tocal  [1Spinal [ General -~ cCT I Retained ./ MRP

PPH: T Atomic [ Traumatic ~"None

Lacerations: ... A & e,

Cervical: W“f-;/fnw ......... T—

Indications: ... MetROely ... Perineal: Q(mv”*w»j = ﬂﬁot‘w—]EUL’]L .........
Application, Locking & Traction: ...............coooninss OBNBIS: ..o
Duration of Instrumentation: .................coooiieeninn... Prophylaxis: Synocinon Prostodin
No. of Pulls: ......... SN 0 i, 1 )
Blood Loss:............... ~oloe e Tisoen
Catherised : [ Yes 1 No
o, ATD—
Tye: Clfileys O Plain Blood Transfusion: .............0 e,
Perineum: Ll Intact (=Episiotomy [ Tear Other Details (if any): .......... MO i
Suture Material Used: "?—fxcﬂ Sl 2o Ractal Examination: .......... NV 2 N
Mups [luncla | Innbrivmaks  Comd ot
TBESIAPD: ....cocvvvvnis T T e sisssissiasinsnashsssibisitamste
2nd Stage: ............~....0Ln O T s
rd Stage: ............... 5200 e
Duration of Active Pushing: .......[o™0% i, Date and Time of Delivery: [3))1>¢2< LO*?”-% M
NG OF VE'S: oo 2 LW Doctor: _=20..sSuedhac S | D Movymba,
LW Sister: ... fhnwakea k. [@ Maniea

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




Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

L |

Test

Amount

130

7'y 228

ol |
YOV Y N
N A NN
Gn'li I;AL 1% ]
HEER
| ||
oz
[V | (VF|IvF
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PARTOGRAPH

Name: ............. Mo, Nhovtheer e Obstetrics Formula; ............ P‘“‘O ........................................... Blood Group Type: 5@«-/ .................
Memb. Ruptured( SROM PROM ARM RISK FACIOES: ........ooocececet st a s s s e s as b s s8Rt b et sttt s st e es s nss
_1;0-_7 0 1 2 3 4 b 6 7 8 9 10 1 12 13 14 15 16 17 18 19 20 21 22 23 24
Fetal Heart @ 170
160
150
Maternal I L
BP 130
120
110 & y
b
e
Maternal %
Pulse 80 :
70
60

sy

7 Ve

-2 6
-2

-)
o) 3
)\ 2
— i E=S
—+7 0




Record of Labor: o =
AR wdt?S P &, 3 Gp:”_r" (—Aéui—"’_ bs)r' Prszwo AAolornans
Maternal Condition: ’ C:-pﬂi*—“ e .
Fos” Fre @ m A sed = A"fﬁmd—f~-*vw c Oohﬂzwuf
Fetal Condition: \ R Uy —2- -t~ _ R 5
wA—Hehrt LS} wlo ¥ Pn)
Progress of Labor: "SI 1064 /Mﬁ i N B R
)Q - 1
Management: pe -2 Time: ........ . 30AM...... Signature: -A—A-——
Maternal Condition: } P S o3 i;i mc__é; — i Lg)'; e
Fetal Condition: arr{;ub- . o O brnn ~Ahoprne b
Progress of Labor: & (e Ao i Ve 1 Conbnns  Fris “"CM-M‘-/"’]
oo [E‘?W ns rMJ . _
Management: Time: ..0s0230 Ay . Signature: ......... zﬁ:f o T
Maternal Condition:
aternal Conditi H‘A et 14 ox ‘ﬂ.ﬁ.] Dot /M Q(‘[%-J _ ,,.Yf‘: st
Fetal Condition: GTLJV b | o 5 _ ol _Ajw
Progress of Labor: .4\'_}],7@ - Gt s @
P YER )
Maniagement: Time: EQ“‘P'“‘“ ............ Signature: ............ Mo
Maternal Condition:
Fetal Condition:
Progress of Labor:
Management: THME: oo SHONALUITE: +.vvvvvveseeeecree e
Maternal Condition:
Fetal Condition:
Progress of Labor:
Management. 1] ;O —————— SIONAUTE; o.ovisevenias e irsrmsrsessssssbnssnasasastaes

C
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o | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .m”"m""s"”’“”s

Your Right to a Safe Delivery

: —00 - b
Patient Name : ...... [k Molookee UHD No: ... A 002 e e
Gender: [ Male [*TFemale Date: .18 X720k .. TIMe : voovovnn A

I hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the procedure:

Consentee :

Signature : ......
Name ﬂ\o NLtmLMILa\'

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

Witness : @ Doctor (who is taking the consent) :

Signature : .........\ X! Yoo Y Signature : e ]
Name : ......ccocoereunne MD.\)th ---------------------- Kang - B Mol

Date & Time : ......... 1%1!—”/)/[3 ......................... Date & Time : '3,’%’““6@(%

Docu. No. : RCH /FRM / CLINICAL / 028
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Mrs RASHMI SAI NIHARIKA
u-n:-'lm 27Y8M4D  (F)

"
OBSTETRIC TRIAGE ASSESSMENT FORM

.//{‘/_‘
Rainbow” . _
Children’s (4 BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot teytreat the littie. Your Right to a Safe Delivery

Date: .........| .«

Time of Arrival: ...\ 2B%.............

\
Time Seen by Nursé“. 2"%

1) Level of Consciousness: [ Conscious 1 Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
(] Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
L] Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
U1 Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
L1 No Fetal Movement (5] OREr REASOR: .cmamasuimmmaminiism it e s
3) Vital Signs: Temperature: @r Pulse: .S5.2— RR:...\\.... Sp0,:...AAQL.. BP: ............. Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LMP: oo EDD: oo Gestational Age: .......coceevveeeeeecieeeen
Uterine Contraction [(JYes | CJNo | CONA | Onset Time Frequency:
Membrane Rupture (JYes [ CONo | CONA | Onset Time Fluid Color:
-
Vaginal bleeding CL¥és | CONo | O NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | [J No | [J NA Pain Abdomen / Vomiting
Good fetal Movement COYes | ONo | [ONA If No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | 1 T |
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
L o o o
o DUIALHON: oo X Days / Weeks/ Months (Strike out which is got applicable)
« Character: .............feeeeeni 3 0. “ .........................................................................................
S R BUBNICY: e e ————————————— ettt e e e e
N 111 87T a1 o] RSO SE TP
6) Past History:
) I V£ 1 SOOI
D)  MBAICAL ..o oonseonvmnsonononsmnseni sionasisisisbmamis sessssses msosssusos amssssn s sin s sima s s ov'iaie S s 5/ oo 8 m'mia s i i e iR
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)




Patient Sticker

tions:

7) Allergy:
8) Current Medica
9) Prenata

[J Chronic Hyp

dical History:

ertension

[] Gestational Hypertension

[ Diabetes

[ Prenatal Vitamin

[ None

E_we's L0 N, YS & oo e e e e e st s e s s e s e neeen

I 011 3 OO

[J Gestational Diabetes
[J Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[J Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
(] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
(] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3 4
0TAS (Urgent)
tmw L ) < 30 minutes
Re-Assessment Every 15 Minutes
5 Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
e Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
- Bleeding - | with/ without abdominal | cramping (<spotting) | with cramping
L : pain <37 weeks (>spotting) >37
weeks
o= ; Mild hypertension
L i hei=s ) » Hypertension > 160/110 by
Hypertension Seizure activity and / or headache, visual | > !40/90 with/without
E disturbance, RUQ pain associated signs and
e : d symptoms
n i Atypical FHR tracing,
P | Abnormal FHR tracing
Fetal Assessment abnormal dopplers
i | Non-Fetal Movement Diseased fetal movement
m « Acute onsite severe « Major trauma « Abdominal/back pain + Ongoing assessment | » Anything that does not
i T 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
s & | + Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | = Qut patient placenta
s » Severe respiratory /or diarrhea with MVC/fall) previa protocols
: distress , suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone
L « Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
: chills) + Rashes
Time seen by Doctor: ............ \?{: §4\" ...........
.‘E‘ .
NUrse Name : ........oo.. MOSIAA G NUrse Signature: ..ol

Date: W%"?l"‘(, Time: .. 12 2




o S
uan stoms S Children’s | @ BirthRight
U VRN D Hospital _ | et

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........ ‘ ...... [ 9/ .........
Baseline Information:
Admission From: ] ER O ~TAdmission Desk [ Others, SPECIY ......c.ccoviciiiiiiiiiieciiiciis
Primary Language: T O i L] Hindi L. Others; SPECHTY ....umrsmnvoiesnaomeis
Doyourequireaninterpreter? [1Yes [INO  ifYEBSSPECITY ...ovoviviiieiiit e
Source of Information: [ Patient 7 Family LD iOthers, SPRGIY ..nuncmisiiiossisssisssisivsoinisesisiassaiss
Allergies: [ Yes _INo ] Medications [_] Blood Transfusion [ Food L] Other: .o,
E YOS BN v vsinianas oo e e s b S N A S A A A S A R R S e L S S AT
Chief Complaints: ......... Ppﬂ@/f\ ...................................................... Doctor Notified on Admission: [1Yes [INo
................................................................................................................... Name: of the: DOCIOr: s
................................................................................................................... Time Notified: .......ooooeirieceeee e
Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: || Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .........cccoeeeeveecvcccnne. Caesarean Section: TINo [ Yes Contraceptives: [(ONo [JYes
................................................................. Cervical Cerclage: [1No []Yes Vaginal Discharge: [INo [ Yes
Onset of Menarche: .........ccocovveeeveecvrinennns Ectopic Pregnancy: [I1No [ Yes Post-Coital Bleeding: 1 No [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: CJNo [ Yes Infertility: [INo [Yes
Last Menstrual Period: .............ccoevveveerennene Others: It Yes Type: (1 Primary [] Secondary
Obstetric History: G ....ocoovvevveee B e e L R
Previous LSCS: ...
Current Medication: [ None f;/ves If Yes, Fill the reconciliation form
Family Histow:}mrmalities Detected
["] Heart Disease ! Hypertension [] Diabetes L] Stroke [ Seizures [ Kidney disease
[1 Liver disease L T——
Vital Signs / Measurements: Temp: ..t HR: oo RR: e
1] \Q’ﬂ(% Weight: ............... Height: ..o BME: iz
Pain Assessment: Pain: [lYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT0.)
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Mrs RASHMI SA| NIHARIKA -
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Dr. 8UD

—
—

fifnmonm — — T

General Appearance: /Q’Healthy L1l looking 1 Anxious (1 Agitated L1 Others: ..oveceeeeeeeeen

Fall Assessment: _1Yes [INo Score.......... (complete the Morse Fall Risk Assessment Sheet)

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

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
" 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
[10verweight LI Poor Appetite > 3 Days ] Needs Therapeutic Diet.

- Clurider Weight ["] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

Calm & Cooperative [ ] Restless 1 Depressed L] Agitated ] Confused
] OthErS coveeeeeeeeee e ettt

Inform consultant for positive criteria

SOCIAL SCREENING: ;
1. Marital Status: [ Single Mivomed [ Widow

2. Special Habits: Smoker: [ Yes [INo Alcohol Abuse: []Yes [ I No Drug Abuse: [Yes [/No

BOBEN] MIBIOTNT LIVBSANHIT ;i covmisionssnssssss neyinssiss atoes o iesines 3 ceiiiens oha K43 A 5 s B0 ARSY SO 64 R B A AR KA

Orientation has been given arﬂing the following aspects:

Call Bell in Reach : es LI/ No Waste Disposal Explained: [JYes [INo

Infusion Pump : E Yes INo Hand Hygiene Explained: [ Yes LI No L1 Others
Above information gIVEN 10 .. csimsisisimsmivrrimsonsssessssssnssssmmamsnga

Name of Person Orientation was givento: ...

Orientation NOtGIVEN RBASON: ........ovivivivitiieieeieii et

Nurse Signature: ...\ oS
Nurse Name: .......... i\\DU\—\C\ﬂ .....................

Date & Time: ............ \r S}’L ..................................




