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Your Right to a Safe Delivery

| Name | Ms ANANA | UHID | HNH-00015533
Father/Guardian = Mr VEDA BASKER Age/Gender 24 Y 7 M 1 D/ Female
| Address | Musheerabad Ndso, Hyderabad, Telangana, INDIA, 500020
IP No IP26-00006408 Admission Date | 22-05-2026
S S o | [ el 3 S _
| Ref Doctor Self.

Discharge Date  23.05.2026

Consultant:

Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458

Diagnosis: PRIMI AT 12*® WEEKS FOR MEDICAL TERMINATION OF
PREGNANCY

MEDICAL TERMINATION OF PREGNANCY BY IP MERPC DONE ON
23.05.2026

History:
LMP: 21.02.2026 Obstetric formula: Primi
EDD: 28.11.2026 Gestation at admission: 121° weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil Surgical History: Nil
Family History: Mother- Hypothyroid Allergies: Nil

Antenatal Details:

Ms Anana was booked to Rainbow hospital at 12%> weeks of gestation. UPT
positive on 20.05.2026. Scan done on 21.05.2026 showed SLIUF, 11+6 weeks,
Cx 28mm, FHR +, CRL 54.6mm. Ms Anana was Counselled in detail regarding
the scan findings and pros and cons of continuation Vs MTP. She wanted to go
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Name Ms ANANA UHID HNH-00015533
IP No IP26-00006408 Admission Date 22-05-2026

ahead with MTP. Explained need for MTP by IPMERPC, risk of bleeding/
infection, chances of D&C. She was admitted at 12 weeks for I[P MERPC.

Investigations: Enclosed
Blood Group: "O" Positive

Management: On admission her vitals were stable. Routine blood
investigations were sent and traced. Consent taken for medical termination of
pregnhancy. Antibiotic prophylaxis Inj Taxim 1 gm was given. MERPC done with
Mifepristone followed by 1 dose of PGEl. She was closely monitored. She
expelled Product of conception at 02:29am of wt 40gm total. IP MERPC
continued. USG done on 23.05.2026 showed Endometrium under strict aseptic
conditions, the clots were removed under USG guidance. Her general condition
was satisfactory and she was found to be fit for discharge. Medications were
explained to the patient supplemented by written information.

Advice:
1. Tab Taxim O 200mg (Cefixime 200mg ) twice daily after food (9am-9pm})
till 28.05.2026
2. Tab Misoprostol 200 mcg thrice daily {6am-2pm-10pm) for 3 days till
26.05.2026
Tab Pantop 40mg twice daily before food (7am-7pm) till 28.05.2026.
Tab Dolo 650mg SOS (for pain).
Tab Zincovit once daily at 2pm after food for 1 month.
Tab Softeron gold once daily at 7arm for 1 month.
RPOC scan on day 4 of next cycle

NO W AW

Report to the emergency in case of heavy bleeding, pain abdomen, fever,
giddiness, foul smelling discharge.

Review with Dr. KADIYALA RAMYA THEJA on day 4 of next cycle with RPOC scan
report at Rainbow Children's Hospital 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, when and how to obtain
emergency care etc also have been explained by doctor ... in a

language that | can understand and | acknowledge.
! h 2/3
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‘Name | Ms ANANA ~ |uwp ' ']Ich?ié?{dissas R
j IP No ‘ IP26-00006408 ' Admission Date 22-05-2026 !

Patient/ Attender

In case of emergency like bleeding, pain abdomen, fever kindly contact
9154865045 at Rainbow Children's Hospital just dial one toll free nhumber -
18002122. You can also take appointments at any time by going online to our
website www.rainbowhospitals.in :

Regular Follow up with :
Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458

3/3

BANJARA HILLS A HYDERNAGAR % KONDAPUR OUTPATIENT CLINIC

Q® 1800 2122 @& www.rainbowhospitals.in

AAAAAAAAAAAAA







HNH-00015533
Ms ANANA
21-10-2001
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Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the fittie. 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 a_
3 Nursing Initial assessment =
4 Patient Transfer form —
5 In-patient Medical record {
6 Doctors progress sheets 5
% Nursing plan of care and handover sheets =
8 Consultation sheet =
9 General consent for treatment i
10 Consent for Surgery =
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 I
18 Consent for MTP 101
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 )
24 | Emergency Triage record o4
25 | Pre operative check list B\
26 Surgical safety checklist -
27 Operation Theatre notes —
28 | Nurses clinical Presentation 7
29 TPR & BP chart —
30 Intake and Out take chart (fluid chart) 1.
31 Drug chart (Regular Prescription) \
32 Investigation Values (result sheet) \
33 | Nebulization chart —
34 | Nutritional review chart -
35 | Intensive care unit (ICU Charts) e
36 | Consent for Admission in PICU / NICU _
37 The Humpty dumpty scale -
38 Braden Q Scale i
39 Bed side check list P
40 PICU bed formula Dilution feeds -
41 | Gastro monitoring chart ==
42 | Rch ED doctors note —
43 BP Monitoring chart =0
44 RBS monitoring chart ==
——
\ o
o
Total No. of Pages ~ |9
' =
Doc. No.: RCH/ FRM / GENERAL / 126 Signatu aqd Date :
(PT.0)
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ERROR LOG

LOCATICN : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NIGU /PIGU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




maa

P ETW W UWW ES N Wta—my, |

- "Rainbow Childrens Hospital-Himayatnagar

Z il
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
N WEB : https://rainbowhospitals.in

ADMISSION SHEET

IRERCLIRIREL I DELRCL TR 1

Registration Details :

Admission No : IP26-00006408 Admit Date :22-May-2026 Admit Time :09:08 PM UHID : HNH-00015533

Patient Details :

Patient Name : Ms ANANA Age 24YTM1D
Guardian : Mr VEDA BASKER DOB : 21-10-2001
Gender : Female Religion
Occupation : Martial Status
Address (H) - Musheerabad Ndso Hyderabad Telangana Phone No : 9381583604/ 9100724921
‘ INDIA 500020 - ; ;
E-mail : ananasgi2001@gmail.com

Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr VEDA BASKER Relationship : D/O
Contact Address : Musheerabad Ndso Hyderabad Telangana  Phone No 1 9381583604
INDIA 500020
\N -
L=
Dastor Details :
Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 50000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 22/05/2026 21:11 Printed By : 020099 Page 1 of 2
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Rainbow® |@

Children’s PRTRSTR
Hospital Birthight
It takes a fot 1o treat the litde. Yaur Right to a Safe Delivery.
a.. ! N o~ ] ' v T ST r
ACTIVITY RECORD FOR BILLING AR TR R R
! 3 b
Name: ““'732”13':}:’” IP2eocoosess - - L S AL A !
214102001 uy-’ . ' . '
UHID No : -Br. KADIVALA RaMY, r.un --------- Consultant L T L__ Dept': _“
Date of Ad m m " " mmmjmm u” lml | : ===----------- Date of Discharge: Time:
Room / Bed No : ~r=srevmeemamm- Ward : Suggested Billable bed type :
WARD TI'%ANSFERS
Date Time From To Signature of Nurse
!
2 Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
O |3
&4,
5.
6.
7.
8.
9.
10.

Docu, No. : RCT'( {FRM/GENERAL { 145




INVESTIGATIONS
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

o

Connecting
Time

Disconnecting
Time

Order No.

Signature

¥




PROCEEDURE
Date Proceedure Quantity Order No. Signature

V5 | N Yacemenst | G) 1510 O
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Ms ANANA %
21-10-2001 24Y7TM1D
Dr. KADIYALA RAMYA THEJA Rainbow® .
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I.P ADMISd1un oneet run uinECOLOGY e

Date of Admission : ......... PABNC TIMe Of AAMISSION © +.oovvvvoereeeeseseseeeeeeeeeseessseesseeeesnesenes
Allergies: ......ccccoeend [\“‘-’L .................................................. )Nﬂnow any drug allergies

7=+ PRESENTING COMPLAINTS : - === === === == mesmmo o m ot s m o e o e e s sn oo o :
; /,p b o \( Ahsed = MIP 101 e meez pc

| UEG (1T SLWF | e | G 98w | coan - &Y Cimn, :

MENSTRUAL HISTORY OBSTETRIC HISTORY .
: hrmayrieD :
v | Year|of Marriage : Parity : ;
; UPT Ees 4l '_ i
« | Previous Periods : g :.,ﬂg,m,) Mode of Delivery :
] LMPE 20) ¢ Ao Last Child Birth : !

+ | Contraception: — ;

miaw ~ L

: PAST MEDICAL HISTORY PAST SURGICAL HISTORY :

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)
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M)l ~4—f’7m$ Fuvauc

r==INITIAL ASSESSMENT : ----------coccmmomomco oo e cmc o moc e cena e s e e s an e nn
E Date L 3o Breasts Local/Speculum Examination
| Rt _(co wt._ Y3

: Sl

[ BMI [ B3¢

| BP_Lt2/[c9 Pe - A2

: S GESVRA—

‘| oPallor (O Bimanual Pelvic Examination
CVR ANO Abdominal Examination

Respiratory System _ 3R £() (4 J wit petfoltc

+ | Thyroid ~0

PROVISIONAL DIAGNOSIS : an‘},ﬁc / mae &

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

il
Hﬁ
Cop )
b [o-|
Pl 2903
wWBe 3%
18w
Hb A

e “*VQ‘CW“@”*“‘D i
1|

Pauvn P\tufm._,

+ l}\ﬂw;) va.}-c.f"'

T W E pbeen

- Collut Ql-ed rtfc«.-{o\
! Orwj,o s D

+ |h1auwx &y

a

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

Name of the Doctor : . Mamades

Signature of Doctor ﬁ -

Date & Time : 22 e € ,2‘,'““’[)“‘\
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Your Right to a Safe Delivery

It takes a lot to treat the litthe.

PROGRESS NOTES AND DOCTOR'S ORDER

ga{fm, Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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rHUURESS NOTES AND DOCTOR'S ORDER

a Safe Delivery

Date

&Time | Progress Notes Doctor's Order
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Dr. KADIYALA RAMYA THEJA - Rainbow® .

J Ho.s ital’ BYR.AINBOWHD.SPITALSM
AT Childrers | |y BirthRioht
RESULT SHEET

It takes 3 lot to treat the little.

Date <99/
Time 901.0%
Hb 10.1
PCV 9& T
RBC &.¢0 b
WBC Q.51
N/L S %/99-
Platelets 9 Q)
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT |

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell

OVA / Cyst
Occult Blood P .
_XV
Blbog ﬁ)w/})? b
v )
Hia Sy /;
_Hev
CURUIE AN SENSITIVITIES :© ....vvevieeses ittt et s e ss e ses st s et s et s et esesesesesesesesesesesenseenesasenetesenes
......................................................................................................................................................................................... o
Radiology : o
O
B e
] 5 O O O
L ey

Dihers (ECH, Contrast SWITIS B10L.) 5 uusmnsmsimimmsmimmisniis i i
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MEDICATION RECONCILIATION FORM

Drug Allefigies: .........cccmseissssinns “‘L ................................................. ~"Not known any Drug Allergies

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

Shifting FIOM: ......coovevverreeenn A e, SHIfted 0: .vove AT

ON
MEDICATION NAME DOSE ROUTE LAST DOSE | somiSSION

S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | hore / Time T SHIETING

1 Oc¢ CIDC
N

2 \ Oc¢ Obc
3 \ [Jc [IDC
4 \ Oc Onc
5 \ Jc Onc
6 \ Oc¢ CJbc
ﬂ‘ N

7 \ ¢ [IDC
8 \ J¢ Coc

9 \ JC CIDC

10 [JC [IDC

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

Date & Time : ........... 0L 8L 4... L\ ................... [»"'V\ ..........................

Docu. No. : RCH/FRM/GENERAL/ 09




HNH-00015533 |P26-00006408 .@
Ms ANANA - i ®
Rainbow o
TMID () ) . ¢
t’;r mﬁzkuu:::mlla Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
AR Lo |
Date of Admission: ....2.2 {STW% ....... Drug Allergies: ........cccccoeunne. M .............................. A6t known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

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

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

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

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

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

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

| GENERAL
DOCTOR

ﬂNURSES

S0S / PRN (As Required Medication)

DRUG : Tnlﬁtfe i

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

™ orue: ' ple>

Dose Route | Frequency |Start Date

e o e Bt e R il e G il

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

. Date
DRUG : Tigne

Dose Route | Frequency |Start Date

Y

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

S —— il i o i Tl

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Ms ANANA
21-10-2001 4YTM1D (R
Dr. KADIYALA RAMYA THEJA

|||l"l"””llllll"""]HI"]III" REGULAR PRESCRIPTIONS  Weight. ...\ Ward. ....... LD‘{‘

P

DRUG:IN) Carornxime (et gy N
Dose Route | Frequency |Start Date ;}Zﬂ V\Q/J

o I 80 o ® [ A

Name & Signature of the Doctor v

A
Al

Starting the Drugs: .
ot 3o

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Datey
Tirpe

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Time

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date¥
Time

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
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HNH-00015533 1P26-00006408
A S 24¥7M1D (F)
21-10-2001 .
Dr. KADIYALA RAMYA THEJA Weight. UF} ....... ward. LAY ...
ol LT e
Time [ Nurse Sig. l Nurse Sig. ! Nurse Sig. l Nis;SJq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Dy Dose Dose
Route Start Date o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose i G oL
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
‘ 75 ; D D
) Additional Instructions: e R ose ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TJU'IB [ Nurs‘e'Sig. l Ntf:'Sig. Nurs‘;Siu. ] Nurs‘e'SIg,
a Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date s i Dose Eand
| Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
|
(” Name & Signature of the Doctor Oom Rose Oge Doss
}“' Or. Sign. Dr. Sign. Dr. Sign. D Sign.
4 Additional Instructions: pose = Doy Doss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
* STAT / ONCE ONLY DRUGS
' . Dosage & Other :
Dat Time Medicatio : Signature
i Y Instructions Route g Nurses
b Mad&iﬂ
2-3‘{\ [ol\“‘;r’f/ mlégpﬂc)ﬂib C,Oomtﬂ N n'j——-' C Q T

a — M"Hgé:
1}'{ 2045 e M ise PRey T UL 4'@0('“(3 PO N, @

Iy —I%ﬁ
| 235 3 “' ONDANSErPo A 8"‘3 A L i

7 ( lwdd
M s opeeroy Goom 4 Pl o “_ Mad'!”/
]

m\( 1 3pa] T M LSO PRESTOL Upo meq Po f
U ;

23(s | J Wypm

' Page: 3/4 (P.T.0)
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V. FLUIDS CHART

Date Time
Composition
(if infusion, menti of I.V. Fluid
gf n, mention mi./hr = Mcg/kg/min. etc) Route Flonvlvvﬁate Doctor = -
r Sign S ate of | Docto
WN\ ign__| Stoppin ctor | Nurse
,\>\ ‘V) m (A% R T\/ 0 ping| Sign Sign
s

=
i

O A o
2&\ C\\*_Sg PINUER (e ::iL el &
R T e P S
{’5(“ 9;
/"‘”“ S-TO L
1]
\>\ NP s
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Uiy chidrers | S BirthRight

the littie Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

1 Date
C\?)ﬁ\jagﬁme 8|ofw|uf12f1]2]3|a]|s|[e]|7][(8)]o]10ft}12 @D« ]s[6|7)

O O e LT
1120 T 7/ 21 -

corresp. box)

Saturations

<94 %

Administered 0, (L/min.)

2, dwag
wiw
[0 B
P
.
A
=4

aley Meay
=
=
(=]

70 i )ﬂ
60 Ny
A

50
40
190
180
170
- 160
el 150
% 140 e
= 23 ! 19
t s 120 = iadl
= 110 L 4
E 100 |'II iéi kS
Z 90
1] 20
70
60
50
130
= 120
é 110
a 100
= 90 A
|8 =
Q. a
3 e H ¥
7 60 N >
=
a 50
40
NEURO Alert —1 | 1= = T
RESPONSE it 2
[v] Pain
Unresponsive
URINE > 30 — 1
mis / hour <30
9 > Protein + +
Proteinuria =
Protein > + +
=
Lochia Normal

Heavy / Foul

MGG Clear / Pink e
o Green
TOTAL YELLOW SCORES v [=)) L1y

TOTAL ORANGE SCORES p e |
Nurse Initial L)

NS

L)




Early Warning Signs

[ Obstetrics and Gynaecology J

r B

Complete a Full

Set of MEOWS
Observatijons

(
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
\. J
4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
g Y,

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TI‘%}GGEHWE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
Ja) A A

\.S—b!é Date ,_.83
&ﬂ‘) Time 9@11121234567891011121234567

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, &Ll/min;)

3,dwsyp

40
39
38
37 24, ¢

36 | T N

35
< 35

2jeY LeaH

170
160
150
140
130
120
110

100

90

80 r, O] 3

70 I

60 I@
50
40

—>
anssalg poojg 21joishs

190
180
170
160
150

)}

140

130

D |/
<

120 R

110 N N\
W /

100 T

20
80
70
60
50

a—
aInssald poojg dljolselq

130
120
110
100
90
80 Y
70 >0 ()
60 i

50
40

NEURO
RESPONSE
[v]

Alert | | l —r _l._.l_.

Voice
Pain
Unresponsive

URINE
mils / hour

| >30
| <30

-

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL ORANGE SCORES

TOTAL YELLOW SCORES A \$
7

Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology j

\

1 Yellow Alert :
Repeat Observations
in 30 minutes

- N

Complete a Full

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

~

J

Set of MEOWS
Observations
\ J .
/
.

> 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)
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[ FLUID CHART |

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

A
L5

| vsite

Date

Time

Nature
of Fluid

Route

NG | Diarrhoea | Vomit | Drainage

= Thrombo-

phiebitis | SigN.
Score Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

e

11:00 am

v

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

\

.

10:00 pm

Y

11:00 pm

C

)
\
/-1
ST
L

'Y

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

W

04:00 am

A

05:00 am

ok

1o

<V

06:00 am

V5

19 o2/

07:00 am

4%

Ega-d

180 Y/

Total Intake :

Taller

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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[ FLUID CHART |

Sheet No. : ........ m ...............

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.

a2 T R T 2! | PYRIRERAT R Y y L l, .
PR W e TOTREL e o Sl A 2 umpm -~ | Ivsite

Natur Thrombo- .
Date | Time D“f[a;}:;?j Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sidn.

Score Nurse
Mouth 1V N.G |

08:00am | j2{ [061/] /

09:00 am e} o

g& 1000am | ¢ u&{o [oor] Y 4
pB7 [rean [pe N0 @ i )
12:00 pm
01:00 pm S . ==
Total Intake : "~ (W0 4) . / Total Output :
02:00 pm 8
(y{ 03:00 pm
2gll e
:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm (
11:00 pm ' \
1200 am \
01:00 am K
Total Intake : Total Output :
02:00 am
03:00 am \
« | 0400am \
05:00 am \
06:00 am
07:00 am
Total Intake : Total Qutput :

H
S
18,

J
T

\[S
\B'NHY

i

@
L
(

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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LABUUH AND DELIVERY NURSING ASSESSMENT

Date of Admission: {1:1/\2! l% ..........
Baseline Information:
Admission From: OE [ 0PD \4 ssion Desk Others: SPECITY .....cvvvereerieriireee e
Primary Language: '\Xﬁjgu %h "1 Hindi (] Others
Do yourequire aninterpreter? [ 1Yes [INo
Source of Information: [ Patient —Family [_] Others
Personal belonging if any: 1 Jewelry 1 NoseRing [ Bangles [ Anklets [ Finger Ring [] Bracelets
T 0 1T A TE oo S L BT T T R X Y o R T o T e R
Allergies: [1Yes [ No [ Medications Blood Transfusion ["] Food ETIOMBE: < iivvoissisesivionsynssrsiusnesoiissivissen '
VOIS MBIV s i3 0 K 5 5 R S S 4 B ¥ o L s AR S —
Chiel COMPIAINES: ..ol st iinss sotbissmtssoisnss s eshisdosfavarasoss Doctor Notified on Admission: ‘% INo
............................................................ MT—‘D Name of the Doctor: WWZ{Q
................................................................................................................... T NOEREH! wvicivvascsimemnmivsisimvimsiasessssim
Past Medical History: Obtained From (1 Patient [ | Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
==t ~
R

Blood Group: ........covreviviunasoisnssns EMP: s EDD: sricisiesesms Gestational age during admission: .....................
CONTACHONS: ©..vvieirererceei e ee e Vaginal DISCRARJR: .......ocecusiemssusvensssasisssnsisiassssussisasiiaivsirssssissinsinssainn
Obstetric History: G P s L esccncimins A rsarimnine Previous LSCS.........ccnn.
Height: ............... Weight: ............ BMI: ...
Temp: wl\i— ...... HR: ?-,b ................. RR: rL@ ............... BP: H,Zm 0, .{M’) ..........
High Risk Factors: (Please select by ticking (v ) the box as applicable)

[ Hypothyroidism 1 Rh Incompatibility Fertility Treatment

] Hyperthyroidism Previous LSCS [] Preterm Labour

1 Hypertension [] Gestational Hypertension | Others: (Specify)

[ Diabetes ] Bad Obstetric History

[ Anemia 1 Obesity (BMI)

] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139

(PTO)
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..... .ulifies Detected
(] Heart Disease ] Hypertension (] Diabetes [ Stroke [ Seizures | Kidney disease
(] Liver disease 1 e
Pain Assessment: Pain: [ ]Yes [INo (If Yes, complete the Pain Assessment / Reassessment Form)
Fall Assessment: _'Yes [ INo Score................... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [ /Yes [ INo Score.......... (complete the Braden Q Sheet)

FUNCTIONAL SCI}EENING: If a patient needs assistance with any of the following inform consultint/
(] Mobility problem [ Walking Problem I No Abnormality Detected
("] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
"1 Overweight - [] Poor Appetite > 3 Days (\;N(eeds Therapeutic Diet.
(] Under Weight ['] Diabetes Mellitus _No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[JCalm & Cooperative ] Restless (1 Depressed [ ] Agitated dntused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ 1 Single [M"Margi [ Divorced | Widow _
" . ’ - ) m‘ﬁ/ - \_/

2. Special Habits: Smoker: [ | Yes [Mlo Alcohol Abuse: [ 1Yes 0 Drug Abuse: [ Yes [ INo

SOCIAL HISTOTY: LIVES WIth ..ottt ettt s ettt n e

Orientation has been given regarding the following aspects:
Call Bell in Reach : B@eﬂ {1 No Waste Disposal Explained: CINo

Infusion Pump : EFY/ess,.’! No Hand hygiene Explained: “éé:: No L] Others
Above information given fo ............. pﬂ[g{fﬂ} ...............................

Name of Person Orientation was Qiven t0: .........ocoveivereireinieeice e

Orientation not given Reason: %&9% .............................................

Nurse Signature:

Nurse Name: ...... CW ..............
Date & Time: -);J,/U[M@W
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Morse Fall Risk Assessment Form
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Your Right to a Safe Delivery

D i ‘
Choose Highest Applicable Score from each Category ate/Time |94 (0 f’%%]l’\h’q Fall Risk Grading
Score nht ?
History of Falling Yes 25 s
(immediately or w/in 3 months) No 0 Risk Level M"'S?D::g)scm 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 Q (0]
IV / Heparin Lock or Saline ;es 2[? ‘M) ) Implement
o Moderate Risk 25-50 Modera_te Fal
Impaired 20 :’rteventlgn
GAIT / Transferring Weak (uses touch for balance) 10 fervertion
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Lo Risk Fall
Mental Status 'g = =T e Prevention
Oriented to own ability 0 v Ktarventicn
Total Morse Fall Scale Score: w A0
9
Signature (\O/

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

[] Use chairs with arm rests

[C] 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 observation by healthcare provider as appropriate to patient's needs
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'CHECKLIST FOR THROMBOPHLEBITIS
225Nk

@f\h@

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

\\

Redness around Site Swelling

DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E ['N ) M_| E M E N Remarks
1 IV site appears healthy No signs of phlebitis / 0 ey
Observe cannula O | NN

One of the following signs is
5 gvident : Possibly first signs of phlebitis 1 o

* Slight pain near the IV Site / / Observe cannula %)

* Slight redness near IV Site M

sy OT e following Srs Early stage of phlebitis /
9 afe cvident Resite Cannula e

Pain at IV site Redness N fl})@ NA

v y =

gglg;;? i folloking Signs are Medium stage of phlebitis / /
4 e Resite Cannula Consider 3 R

Pain along Path of cannula Treatrient / I\

All of the following Signs are
evident and Extensive :

Advanced stage of phlebitis or
the start of thrombophlebitis /

Venous cordpyrexia

5 gaegn?g: gr[;i?doéigg L Re site Cannula Consider 4 I\C’A
Swelling palpable Venous cord Treatment W
All of the following Signs are
evident and Extensive : Pain Pr«ldvangedhsltigg of
6 | along Path of cannula Redness | trombophiebitis/ 5
around Site Swelling palpable ggfr';tﬁlgeatme”t Re site ﬂ)}‘} NP

Signature of the Nurse

()

Moo

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

Signature of Shift In Charge :

Signature : ﬁ .............................. Name: ..... [/Q ........

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

Signature :

Signature of Ward In Charge
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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

L ¥

Mobili ; A e ; 5 . 3 S :
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. A(
without assistance. to completely turn self independently. independently. ul
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
Wi s Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : = . g ) ; ) )
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirraisv::ilcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to rnois?ure Dampness is detected every time 8 hours. every 24 hours. \]
patient is moved or turned. Lf/
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
pesition 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 ’{/
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position V\
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liguids,
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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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

but will usually take a supplement if
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.
QOccasionally 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/d; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 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

=S

Evaluator's Name

=




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deerned at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overl
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
-Posttion patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :

Time:

1. Complétélfimmonie: —
Does not make even slight changes

= 27Very limiited?

Makes occasional slight changes in

3. Slightly limiiten;
Makes frequent through slight

47 No limitations:

Mobility Makes major and frequent changes in
in body or extremity position bady or extremity position but unable thanges in body or extramity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast: 3. Walks occasionally: 4, All patients too yotung to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : -exi i i i i Walks outside the room at least twice a
of physical activity’ Confined to bed non-existent. Gannot bear own weight very short distances, with or without

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

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

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

Sensary Perception

1. Completely limited:

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

2. Very limited:

responds ta 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
haif 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 ar communicate pain or
discomfort.

Moisture Degres

1. Constantly moist:
Skin Is kept moist almost constantly

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

3. Occasicnally moist:
Skin is occasionally moist, requiring

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

sk‘r:qs“g;(icg sed by perspiration, drine, drainage, etc. Linen must ba changed at least avery liren change every 12 hours, changes; linen oply requires changing
t[o rlmisgure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRIGTION-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 compietely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheats is probably slides o 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
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.i  in chair or bed most of the time but in bed or chair at all times."
one anather occasionally slides down.
1. Very Poor: 2, Inadeguate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

NPQ/or maintained on clear liquids,
or IVs for more than 9 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.

15 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
anly 3 servings of meat or dairy
products per day. Occasionally will
take & dietary supplement.

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

but will usually take a supplement it
offered.

Is on a normal diet providing adequate
calaries for age. For example, eals
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats betwean 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:

Normotansive oxygen saturation may
be < 95%; hemoglobin may he

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 85%; normal hgh; capillary refill
< 2 seconds.

oevere Risk :lessthan @ | High Risk:10-12 | Moderate Risk:13-14 |

Docu. No. : RCH /FRM / GL

INICAL /119

TOTAL SCORE

Mild Risk : 15-18 | Nol at Risk: 19-23

Evaluator's Name




Support Surfaces
Risk Score CGategory Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ ]
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hegls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
+ 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 “Mederate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular furning schedule Gel pads for high-risk areas
+ Make small shifts in their position frequently Alternating pressure mattress overlay
» Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




HNH-00015533 IP26-00006408

e v n ] 7 ’ 2?,'??‘” @ BirthRight
ildren’s
IllIlll|l||l|||l||||||||||lllllllllll PAIN ASSESSMENT FORM 4ok i .W%

Pain Stofe ; Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Eaciars Educated Alnlervention Sign
K, ] (] Continuous | [ Acute [J Sharp I Dull [ Increasing | [ Yes /])#\
(] s . : . , 7
{LE % fm D “@ )\}V} . 1 Intermittent |  Chronic [JAching [ Burning | [J Decreasing | [ No //’\f/__
I 1 Continuous | [ Acute (] Sharp I Dull [ Increasing ] Yes |47,
‘),9/{6 U,M @ W 1 Intermittent | [CJ Chronic (] Aching (] Burning | [ Decreasing | [ No ) "QQ
6)(3 ) 6\ W a/éw_/ﬁ? CJ Continuous | I Acute 1 Sharp (] Dull O Increasing | [ Yes WM \
1 Intermittent | i Chronic (1 Aching (] Burning | [ Decreasin [J No
m m %% ’ ; i Le MM O
6 @qﬂdom 1 Continuous | [ Acute 1 Sharp ] Dull [ Increasing [ Yes By oo L/(, 7 (B\
Q/(bl W /Y| €N@sin| O intermittent | T Chronic [J Aching [ Burning | [ Decreasing { ] No g2 A
[0 Continuous | I Acute O] Sharp ] Dull [l Increasing L] Yes
[0 Intermittent | 1 Chronic 1 Aching [ Burning | [ Decreasing | I No
[ Continuous | [ Acute ] Sharp ] Dull ] Increasing O Yes
[ Intermittent |  Chronic 1 Aching [ Burning | CJ Decreasing | [ No
(] Continuous | [ Acute [ Sharp 1 Dull ] Increasing [T Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [ No
() Continuous | 1 Acute (] Sharp (1 Dull [ Increasing | [ Yes
(] Intermittent | [ Chronic (1 Aching (] Burning | [ Decreasing | [ No
L 1 : -
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (] Aching ] Burning | [] Decreasing | [ No
(] Continuous | [ Acute [] Sharp 1 Dull [ Increasing 1 Yes
[J Intermittent | [J Chronic (] Aching [ Burning | [] Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) [Prior to pain pain-relieving intervention. d) Within 30 - 60 minutes after pain relief intervention.

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

" SCORING
CATEGORY
" . 0 i 1, { 2 C
At ¢ ' iy - ) '
" . . Occasional Grimace or Frown, Frequent to constant frown, !
Face No Particular expression or stmile withtdraw, Disoriented quivering chin, clenched jaw
]
wtd Legs Naormak Postion or Relaxed Uneasy, restiess, tgi‘nse | Kicking, or 1eg§'h(awn ug, l ' *
- 3y L L) L] . LY
- N " Laying quietly normal position, " | Squirming shifling back and i
Activity moves gasily forth, tense ot e ﬂérchgd,‘right. or Jerking .
Numerlcal Paln Scale {Obstetric and Gynecolagy) _ Ll s P
I I | I ] i ! l l 1 | Moans or whimpers occhsidnal Crying steadily, serpanis'of sobs, >
— i | | T ¥ T 1 = [ 1 Cry No Cry {Awake or asleep) i B 1| fréguef
0 -1 2 3 s : 6 7 8 H \-.-1 b t complaint L L fréqueht complaints
Ho Paln Possie Pan . Eeas|sured by pci:islérga] wihing) F 48 . ¥ 1
fabil Content, relaxed ugging, or being talkedo, » ~ | pifficult to consbld dr comfort 1 .
Consalablty ditractble \ sl v
Neonatal Pain, Agitation and Sedation Scale (uplo 1 Month)
Assessment Sedation Normal Pain / Agitation
- Criteria
Wong - Baker (Pediatrics) Above 7 Years p -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropn'ale crying Not| Irritatle or crying at | High-pitchied or silent-
Irritability stirmuli minimally with painful | irritable intervals consolable | continuous cry
0 3 4 P 8 10 stimuli Inconsolable
No Hurt Hurts Litfle Bit Hurts Litde More Evan More Hurts Whole Lot Hurts Worst Bsliavior State Noarousal to any Arouses minimally to Apprﬂpnate for Restless, Squirming Ammng’ k-mkjng Cﬂnstanﬂy awake
stimudli stimuli gestational age Awakens frequently | or
No spontangous Littie spontaneous Arouses minimally / ng movement
movemegnt movement {not sedated) :
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expresslon | No expression with stimué indgrmittent cantinual
Extromities | No grasp reflex Weak grasp refiex | Relaxed hands and | Intermitient Continual clenched
Tone Flaceid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tenst Bady is tense
Vital Signs HR | No variability with  { Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BR 8a0, | stimuli variability from normal for from baseline baseling, Sa0, less than or .
Hypovendilation or | baseling with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

~/
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It takes a lot to treat the little

NURSING SHIFT HAND OVER FORM

BirthRight
FY RAINBOW EESPITALS
Your Right to a Safe Delivery

S Diagnosis: Any Infection: ClYes CONo [ iqi_l_(_rlown
'g mes ) If YEs SPECIfY: ....ooveeeeeeeeeeeeiriererersieieserenenes
'— Ll
@ | Surgery/ Procedure: L ot 0 I:ost OP Day:
g2 | Date _ hﬂ/‘% "a\%\" ﬂ?i\}
- Shift ) L S NL)
& | Medical Condition —
é (Any special condition to be noted):
® | Diet: —
Allergy: “1'Yes [1No|(1Yes (10| Yes 1 No | Yes ©1No | Yes ©1No |l Yes C1No
Ventilation (RA, NP, NIV, VENTI): — £
Tubes/Drains/Catheter: 1Yes CINo | Yes =No |71 Yes 1No |1 Yes C1No [l Yes INo |l Yes (1No
E | Vital Signs: Temp: |G
% Res: | 9f)
% Spo.: | § 6
% Pulse: | ®fy
BP: N2 )99
LOC:
Fall Risk Score:
Pain Score: e
Skin Integrity |
Safety Needs: \vVes C'No | Yes C/No |1 Yes CJNo |1 Yes C1No | Yes C/No |1 Yes C1No
Physiotherapy: =
§ Others Specify: |1 Yes ™o | Yes T1No |1 Yes ©/No | Yes CINo |7 Yes ©1No | Yes ©1No
E Special Diet:
g Critical Lab Test / Values: ,:—’— )
E |Other Special Orders / Medications: | Yes Wg,,ti Yes (+No [ Yes CJNo | Yes [1No | Yes [ No | Yes CINo
,;:‘3 PU Prophylaxis: 1 Yes jrﬂ)/cr “1Yes ©1No | Yes CINo |1 Yes T1No |71 Yes ' No |1 Yes 1No
DVT Prophylaxis: “Yes MNo | Yes " No |C1Yes ©1No | Yes ©1No | Yes C'No [ Yes 1 No
ADL (Dependent / Non Dependent): =\ A) &
Post Operative Procedure Special Orders: —
Handed Over By Name : W M@I
Signature / ID : iV AER
Date: 2 b \clyf |
Time: Tﬁ(\@ﬂm
. ) I
Taken Over By Name : 'P\i gi ' "y -Q\
Signature / 1D : o
Date: a%'\é;\))?
Time: X\ am

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker Rainbow. | @ Birth Right
Hospital . BY RAINBOW HOSPITALS
1t takes & bok to reat the little. Your Right to & Safe Celivery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: CYes ONo O Not Known
E I YBS SPECHY: coeveereereereeerceeee et
E Surgery / Procedure: Post OP Day:
% Date St
&5 | Medical Condition }
§ (Any special condition to be noted):
= | Diet:
Allergy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
Ventilation (RA, NR, NIV, VENTI):
Tubes/Drains/Catheter: OYes C1No!OYes ONo |3 Yes CINo |1 Yes ONo | Yes ONo | Yes O No
£ | Vital Signs: Teﬁ";gf
= :
% Sp0,:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |G Yes G No |0 Yes ONo|O Yes ONo [OYes ONo|O Yes ONo[OYes ONo
Physiotherapy: \
g Others Specify: |DYes ONo {0 Yes ONo|OYes ONo |CYes ONo|OYes ONo|DOYes ONo
E Special Digt:
E Critical Lab Test/ Values:
£ |Other Special Orders / Medications: | Yes ONo {0 Yes ONo [0 Yes ONo |11 Yes ONo |[1Yes ONo | Yes & No
é PU Prophylaxis: f1Yes ONo|{OYes ONo|OYes ONo [T Yes ONo|OYes ONo|OYes ONo
DVT Prophylaxis: O Yes O No|OYes ONo |0Yes ONo O Yes (3No [0 Yes ONo | Yes O No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders: \
Handed Over By Name :
Slgnature / D
Date:
Time:
‘Taken Over By Name :
Signature /1D ;
Date:
Time:
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NURSING CARE RECORD

.FWé
Rainbow’ ) o
Children’s o BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
mmmmmmm Your Right to a Safe Delivery *

O lmpro&e Activity Tolerance

Date: 9«?/\.6_[% ..................

[] Maintain Good Nutritional Status [] Maintain Skin Integrity

e | ) Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O M}lmam Fluid Balance
Tg | Maintain Personal Hygiene 1 Prevent Infection [1 Meet Elimination Needs [1 Ensure Safety [C] Early Ambulation Reduce Anxiety (1 Patient & Family Education
S | [ Identify Potential Complications LT TANY OtBIS. SPBOITY. ... e ettt ee et e et e et e e et e e e e e e e s et eteseeereenen
Time Plan of Care Time Implementation Re-Assessment g"é?;n';m:
g \
\\
1/ s L
Bpm B ms% hogulent 4 | msmt’d ﬂpyWW .
wndtip (Mt(v v’/”” :. W4 [l
= q ﬂﬁ’ g
Eh0 :\)plpmquf wie to [P gaéz’ﬁ /
- N2
 flom bor Tlochact) Ly st s /wwz/ Wé/’ Wty
8hm 8Am
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0006408
HNH-00015533 1p26-0
MR ey
KA LA RAMY

or
.

T

NURSING CARE RECORD
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Rainbow* . g
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes 3 lot t traat the ittle. Your Right {0 a Safe Delivery

[] Maintain Airway and Oxygenation

| L-Maintain Personal Hygiene

[J Identify Potential Complications

TTPreventinfection

[] Any Others. Specify

[T Relieve Pain & Discomfort

] Maintain Fluid Balance
(] Meet Elimination Needs

1 Improve Activity Tolerance
[0 Ensure Safety

1 Maintain Good Nutritional Status
] Early Ambulation Reduce Anxiety

DR .o 5?8\5})4

[J Maintain Skin Integrity
[] Patient & Family Education

Time Plan of Care Time Implementation ) Evaluation Re-Assessment ’é"g?:"':?;'r'g
= A P ofl QTR A _ a
R S OV
g | elendoe itel U |1 jAcknkeln AR} e o ~of
E v (6% df  epre Slon dosd” B R0 B M({jr\/q_p L
_Img\m fowe f ped] e 5%(&%1& -
g?, = %“ ML TFO CC%:Q ]\QU\N\LQ

Night
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& 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 5 el Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital g TEL NO :040-48873000
R WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Ms ANANA Age : 24Y7TM1D
IP No: IP26-00006408 Sex: Female
Consultant: Dr. KADIYALA RAMYA THEJA Ward/Bed No: 4F -OT/LDR-416

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failipg the submission, | will pay 200/- Rs.
(Receivers Signature:..[... W [

~ 248

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

~ [
Signature of Pat'g;vtfm gcﬂ\ LW/(/\

o/ S oA '\LW ‘_),D . Patient Address:
LO Musheerabad Ndso Hyderabad
Relatighship: @\U\ CD Telangana INDIA 500020

Date: r\_-,,\g g\m% Time: a', Ucé

Wittness Name:\fp—gp,&f\ auQ O{/\M

Wittness Signature:

,© 22/05/2026 21:11 Printed By : 020089 Page 2 of 2
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CONSENT FORM FOR Rainbow’ | @ BirthRight
MEDICAL TERMINATION OF PREGNANCY  Hospital_ | {@meoniosm

I\

[]l)l

h

Patient NaMe : .. P e RO8" oo A
y.
UHID No: .. cHMv 0 00l5 S22 ... Date : oo 1S]oree
/Paﬂw) ‘
|, the undersigned, Mrs. / MISS oo BCAG e W/0,D/0,C/o....... g o knshea

aged....24~.......years and residing at . ﬂ 0«?&&'«?—&’! DOD :T’( G—Q\Oﬁ@‘)mﬂm request to terminate my pregnancy.

Is-14 TC-GCJ‘\EVS ceslan

Reason for Undergoing Medical Term of Pregnancy : (Tick whichever applicable)

The continuance of the pregnancy would involve a risk to my life due to serious medical disease.
In orderto prevent injury to my physical or mental health.

The continuance of the pregnancy has a substantial risk of the newborn being born with serious physical / mental
handicap.

This pregnancy has resulted from me being raped.
This pregnancy has occurred as a result of failure of contraceptive techniques -Intrauterine Device/ Oral Pills/ Condoms/
Coitus Interruptus/ periodic abstinence/ tubectomy/ vasectomy.

CJ In order to prevent a risk of injury to my physical or mental health by reason of my actual/ reasonably foreseeable
environment.

0O O

]

| have been explained in the language known and understood by me about all the options available, counseled about the
procedure, its risks, and costs & care to be taken after the procedure. Thus, | give my full valid consent as an act of my own free
will to undergo the above-mentioned procedure to terminate my pregnancy.

I have been explained also the risks, benefits-and alternatives of the procedure.

The future consequence of infertility has been explained to me in view of the voluntary termination of pregnancy and | am
willing to accept the risk.

| also indemnify the Doctor and Rainbow Hospitals& its staff of any liability arising because of undergoing the above-
mentioned procedure.

Name of the Doctor performing the procedure: ....... = Eomnys...... 7"“34& ................................................

Patient : Patient Aﬂend;rf/aqaw
\ 1 =i
Signature : cﬁ\/\“{ ____________________________________________ Signature : {@L?/&/%/ ..............
8
Name : M_S A‘r\rn\c\- Name: ... oG L M [;;,Z/ ....... / .......

Date & Time : ...22lsshere o Qi4span ~ Relationship With Patient: ...

Doctor (who is taking the consent) : Witness :

SIGNALUTE oo oo e BIIRRITG & o.ioomerinerinnit ot rse
Name : ... @(Mm&m N NAME © .o
Date & Time : 2>fusfim-e@ ______ G4 2 4 Sy Date & TIME : oooooeeeeevcee e ssnseeens .

*Guardian consent & signature needed in case of patient being less than 18 years or mentally unstable.

Docu. No. : RCH/ FRM / CLINICAL / 018
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Rainbow” ‘
HNH-I'.'OO‘ISS” .

Ms ANANA IP26-00006408 Children’s | BlrthRIght }
21-10-200 Hosplta| | BY RAINBOW HOSPITALS I
5 1 24YTM1D F) =t
r. KADIYALA R,

M BILLING POLICY

® Billing cycle: - With effective from 1°' January 2020, Our billing cycle to be start from 12 PM to 12 PM,

Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

® |fthe surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

°

ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,
Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any
other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

- atient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based

on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® \We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

' . T
~ e LWV(A OYL""M&/ Y W;/

.
ature of Patient/Attendant ﬂrﬁm«te—oﬁ&{mission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR -T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in

www.rainbowhospitals.in
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