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Childran's | ‘BirthRight’”

Hospital e
Name Mrs B SANDHYA UHID HNH-00016358
Father/Guardian Mr RAHUL Age/Gender 31Y3M12 D/ Female i
Address Himayathnagar, Hyderabad. Telangana, INDIA, 500029
IP No IP26-00006766 Admission Date 06-07-2026
Ref Doctor Self.

Discharge Date 07.07.2026

DISCHARGE SUMMARY

Consultant

Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMI AT 10%6 WEEKS CAME FOR MEDICAL TERMINATION
OF PREGNANCY .

MEDICAL TERMINATION OF PREGNANCY BY MERPC DONE ON

07.07.2026

History:

LMP: 22.04.2026 Obstetric formula: PRIMI

EDD: 26.01.2027 Gestation at admission: 10 %weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil

1) NANAKRAMGUDA
XONDAPUR wrpency 3 04060

BANJARA HILLS
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Name Mrs B SANDHYA TUHID

HNH-00016358
IP No IP26-00006766 Admission Date 06-67-2026

Family History: Nil
Surgical History: Nil
Allergies: Nil

Antenatal Details:

Mrs B SANDHYA was booked to Rainbow hospital at 1074 weeks of gestation.
Previous ANC's elsewhere. She had regular antenatal checkups and
investigations as advised. History of Urinary tract infection 1 week back .
Viability Scan ( outside)on 02.07.2026 at 10+2 weeks showed Single live
intrauterine gestation ,CRL-10 CMS , simple left ovarian cyst measuring 4.6
*4.7 CMS . Couple not keen on continuation of pregnancy and wishes to go
ahead with MTP. Couple was explained in detail regarding pros and cons of
continuation Vs MTP with rare possibility of SERPC/ infection/ haemorrhage/
need for blood or blood products transfusion. Informed Consent.taken. She

took Tab. Mifepristone 400mg on 04.07.2026. She was admitted at 106
weeks for MTP by MERPC. .

Investigations: Enclosed
Blood Group: "B" Positive

Management:

On admission her vitals were stable. MERPC done with 3 doses of PGE1. She
was closely monitored. She expelled products of conception (Fetus and
placenta in toto). RPOC scan (07.07.2026) done , showed no evidence of
rpoc,ET-15.7 mm. She was found to be hemodynamically stable and fit for
discharge.
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Rainbow” .
. Children’s @ BirthRight
Hospital | ,BYRAINBOWHDSPITALS
Name Mrs B SANDHYA UHID HNH-000163 NoueRiphtto.a Safe Dellysey |
IP No IP26-00006766 Admission Date 06-07-2026
Advice:
1. Tab. Misoprostol 200 mcg twice daily till 10.07.2026. |
2. Tab. Taxim 200 mg twice daily ( 9am-9 pm) till 12.07.2026
3. Tab. Softeron Gold, 1 tablet, once daily for 1 month.
4. Cap. Suport, 1 tablet, once daily for 1 month.
5. USG Pelvis after next cycle

Review with Dr. SWATHI H V, after 2 weeks on 21.07.2026 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.

Patient/ Atferder
TSR |
In case of emergency like bleeding, fever kindly contact 9154865045{1'5..“f0¥,.€-af"'L?.‘::‘:"‘:' |

also take appointments at any time by going online \m our /.= |
\EoN /s

S AN I

website www.rainbowhospital.in % Ny %027
Regist r//Refident/C.M.O |

Consultant \
Dr. Swathi HV

MBBS/MS

TSMC/FMR/15501

HIMAYATHNACAR

BANJARA HILLS ! HYDERNAGAR (M A KONDAFUR OUTPATIENT CLINIC (JCI Accreditedivi)  SECUNDERARAD (N L KONDAPUR L B NAGAR NANAKRAMGUDA
rpency 3 D40 £ 3 3 040 - 42486 7300 146 21 Eommrgency § 040 - 4246 120 mergeniy ] 04 s

® 1800 2122 & www.rainbowhospitals.in




HNH-00016358 1P26-00006766
Mrs B SANDHYA | 2z .
25-03-1995 3MY3ami120 (F) ) Ram S

Dr. SWATHI HV Children’s BirthRight'
(i Fosprca | (@) etummasns
DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet
Discharge Summary
Nursing Initial assessment I

\

I

R (\P

2

3

4 Patient Transfer form

5 In-patient Medical record
6

7

8

Doctors progress sheets 0 _—
Nursing plan of care and handover sheets v T
Consultation sheet
9 General consent for treatment
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
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
24 Emergency Triage record
25 Pre operative check list
26 Surgical safety checklist
27 Operation Theatre notes
28 Nurses clinical Presentation
29 TPR & BP chart
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
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note

43 BP Monitoring chart
44 | RBS monitoring chart,

-

e

[ S

R 2roy s

??&itﬂ A
Total No. of Pages. - Tk i
—————

Doc. No. : RCH/ FRM / GENERAL / 126 Signature and nat&\ .
Qf'{;‘?é@/b (PTO)




ERROR LOG

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

OBSERVATION :

, (B, !
DATE : ] SIGNATURE OF{MRD INCHARGE / EXEGUTIVE

f-g, L]

N} )
\a"u{.ﬂ f‘ ~ j’.-,
T

E]
4w




A . 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 2 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital &™) TEL NO :040-48873000
iy WEB : https://rainbowhospitals.in
ADMISSION SHEET
) ) VR NIRRT AL AR TTE LREY (R 1
Registration Details :
Admission No : IP26-00006766 Admit Date : 06-Jul-2026 Admit Time :08:03 PM UHID : HNH-00016358
Patient Details :
Patient Name : Mrs B SANDHYA Age :3MY3M11D
Guardian : Mr RAHUL DOB : 25-03-1995
Gender : Female Religion
Occupation : Martial Status
Address (H) - Himayathnagar Hyderabad Telangana INDIA Phone No 1 9703964394
A E-mail : SANDHYABOYYA112@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No :PP0O-418 Ward Name : 4F -OT
Room No : PPO-418 Admission Type : First Visit
Contact Details :
Name : Mr RAHUL Relationship : W/O
Contact Address : Himayathnagar Hyderabad Telangana INDIA Phone No : 9703964394
500029
~~ ' Signature
Doctor Details :
Doctor Name :Dr. SWATHIH V 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 : 06/07/2026 20:04 Printed By : 020099 Page 1 of 2
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CONSENT FORM FOR Rainbow' | @ BirthRight

MEDICAL TERMINATION OF PREGNANCY onuy.. .m—“—;

7
e N ‘
Patient Name : W % QJ\AVP/\»\’ 4 Age : 3

UHIDNo :...... SR 0 016368 . Date .16 b]aé .........
e

I, the undersigned Mes-/4iss : C ......... ‘:{ Q“QLV\{& ............................ W/o,D/o, C/o e M Rawd

aged.. B\T“ﬂ years and residing at H!Mj&%haﬁc‘% ................................ request to terminate my pregnancy.

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 order to 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.

7 This pregnancy has occurred as a result of failure of contraceptive techniques -Intrauterine Device/ Oral Pills/ Condoms/
‘ Coitus Interruptus/ periodic abstinence/ tubectomy/ vasectomy.

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

ElSECE]

| 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 acceptthe risk.

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

ﬁName of the Doctor performing the procedure : ................... \ “{Q‘N MH\F \\( .............................................
Patient :
Signature : Pp}}: ..... .,r/{ ........................
Name : ........... Me.... S"“’ ...... NG
Date & Time : .S/ 3@ € S . Relationship with Paieft: ...... 2w e
Date & Time : ........ é’\ﬁla ....... (Q ......... qu’\,
Doctor (who is | king the consent) : Witness :

Signature : ....... ) C}‘Nu‘ ...................................... Signature : .........cccouees g"’w’ ----------------------------
e %1 WA Hasn ET1 )T g-“da\%’o\ ...............

Date & Time - Q\Q lgg (A Bhm— Date & Time : 6]"}’['15@2%() .........

*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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ACTIVITY RECORD FOR BILLING
Name e ::"’:;:L‘;:i . P2e00o0szes T TTTTTTTTTTTET
UHIDNO.: ___pr sramr gy Y310 @) __Consultant: ____________ Dept:__ . _____
satootacrisss DMIMNNINND e otomcrore:_______ rme:________
Room / Bed No :__h_________Ward :: ________ Suggested Billable bedtype:._ ____________
WARD TRANSFERS
Date Time From To Signature of Nurse
- |
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10 |
Docu. No. RCH/FRM/GENERALI145 a




INVESTIGATIONS

Date

Investigations

Order No.

Signature

My | RPoe Seom.

RAbAb- 0589.%

®




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Order No

Equipment Time Time Signature

Date




PROCEDURE

Date Procedure Quantity Order No. Signature
bla- | v ploocare £ O 211346 Ruy
MY | MERPE Dy T®

ANY OTHER INFORMATION

Prepared By :

Staff Nurse Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00016358 1P26-0000676€
r;:«s:o';DMA Mnyamno "z
_ Dr.SWATHIHV Rainbow® ' o
T Chigrs| @ girthRigt
|.P. ADMISSION SHEET FOR GYNECOLOGY B
Date of Admission : ................. 6 \W\Q\L .......................... Tiﬂef of Admission : ...... NQ’L ..........................................
AlBIAIBS! «.cvvivviivavinises [\J&\' ................................................ [ ZNot know any drug allergies
7=~ PRESENTING COMPLAINTS : --------vonmmmoroosmomm oo oo m oo oo oo oo oo oo oo oo
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Ul gy ergpped A Sty 2
e

LOWN

\{\’1\34‘

4 Q 5
WoaliWg — Cren O &\" \at A’d““w '
. o
JUNE, 1977 e
MENSTRUAL HISTORY OBSTETRIC HISTORY
2
o A '} A v
Year of Marriage : ~ — VWY b Parity : B
Previous Periods : " WO Mode of Delivery :
LMP : apk\ ‘k\ 14 Last Child Birth :
Contraception : o QQC\ '. 1%\1 Wl
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
[
W\ N(\

Docu. No. : RCH /FRM / CLINICAL / 086
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r-- INITIAL ASSESSMENT :
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Pallor \ @J ~
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Respiratory System Vi ( 3

Thyroid i)
A

Breasts

®

Abdominal Examination

Local/Speculum Examination

&

Bimanual Pelvic Examination
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whng | N
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PROVISIONAL DIAGNOSIS : anlmi \ (‘gﬁ- - \ Conn (L-fx TP
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
v e

WA Lot N i) Gapwinalon Og Lq?npmanwg
med b & “ ;

M |
o

QA* O\Rw

oy Canne & Q"GM)NW
N st o
_ Mondr ey

q,\{g«w Lot

- J- Mue Soome PV Py coomey

O e ofore

Name of the Doctor :

Date & Time :
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Mrs B SANDHYA
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088




|P26-00008766
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PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HDSPITALS
Your Right to a Safe D I very

:a;?me Progress Notes Doctor's Order
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Vitals  svebl
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Docu. No. : RCH /FRM / CLINICAL / 088
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HNH-00018358 3
26-0000676
Mrs B SANDHYA . =

_ .. 25-03.19p8 NYIM1MD (g Rainbow® @

Pati Or. SWATHI H v Children’s .Blrtthghtm

il

It takes a ok to treat the ite. Your Right to a Safe Delivery

MEDIQ;{‘ATION RECONCILIATION;O)VI
Drug AllBrgies: .........ccccooevvcne VA ~"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 From: ........... [N Shifted to: oo NB
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | poro Time ‘?gﬂ:ﬁfm
1 . 0 -l c CIDC
Ol wiberaeons | qoomy)  fo | O o
2 (JC [JDC

3 : LIC IDC
N

4 \ C1C [JDC

5 \ ¢ e

6 \ Oc Dipe

7 \ Oc [bc

8 \ 1C [CIDC

9 (JC CJDC

10 [JC [IDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECQRDED / VERIFIED BY

Date & TIME  voovovrevereeereeseeseeriooes Q\
Docu. No. : RCH/ FRM / GENERAL / 090



BY RAINBOW HOSPITALS
Your Right to a Safe Deliv:r;

HNH-'o:Te;sa IP26-00006766 %
Mrs B SANDHYA ooy
;sr:o:m::mv MYIMID  (F) (U Eﬁ:?ﬁ:’%ﬁ,s ‘B'rthRight
VANV R
DRUG CHART

Date of Admission: ........ G 715'; ....... Drug Allergies: f\}\l/(otknown 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.
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.
S0S / PRN (As Required Medication)
DRUG : %?;Z
Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : pa
Dose Route | Frequency |Start Date ;
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : poe

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)




HNH-00016358

|

K78 B SANDHYA 1P26-00006766
or swamuy "YMIO |
m ””, "" m’m"””" " m,' m REGUILAR PRESCRIPTIONS Weight. .......ccoovneee Wward. ...
[ DRUG : Wy LB TR AU M) PR
Dose | Houte |Frequency [Start Date ;(H'F ,&M
W [ W [y [EVWTREC
Name & Signature of the Doctor
Starting the Drugs: | ‘
W QRN
Additional Instructions: N | &)

Daily Doctor’s Endorsement by a Sign

DRUG : ?i?lﬁ?a'
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pae
Dose Route | Frequency [Start Date y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : potey

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



HNH-00018353 {P26-00006766
Rirs B SANDHYA M//Z

— 25-0)-1908 i O %
o ‘BirthRight’

]
1 I Hospital |

Sheet NO: voeerece B ~HEGULAR PRESCRIPTIONS  weign: ..

. Date
DRUG : Tie

Dose Route | Frequency | Start Dt.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

¥

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement hy a Sign ﬂ

= . Date
——— DBUG . Tlr'ne

Dose Route | Frequency | Start Dt. f

L4

Name & Signature of the Doctor
Starting the Drugs:

e

Additional Instructions:

Daily Doctor’s Endorsement by a Sign ]

. Date}
DRUG : Tims

Dose Route | Freguency | Start Di. d

L4
seaan

Q Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

“ | Daily Doctor’s Endorsement by a Sign

. Date
DRUG : Time

Dose Route | Frequency | Stast Dt.

L

Name & Signature of the Doctor
Starting the Drugs;

Additionat Instructions: ”

Daity Dogtor’s Endorsement by a Sign
Docu. No. : RCH /FRM/ GLINICAL / 108 J PT0)
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HNH-000 18388

Mmp SANDHYA
25031908

Or. SWATHI Y
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Sheet No: ..oovveneenee

IP28-00008768

MYamup ()

2
Rambow

Children’s
Hospital .

Tt takes & bot to treat the Jitte.

REGULAR PRESCRIPTIONS weigt...........

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Detivery

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

DRUG :

Tir'ne

Daler

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doclor's Endorsement by 2 Sign

DRUG :

Date!

hd

Ti;pe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doclor’s Endorsement by a Sign

DRUG :

Date

¥

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Docior
Stariing the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date)

b

Dose Route | Frequency | Start Df,

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RGH /FRM / CLINICAL / 108




HNH-00016353

Mrs B SANDHYA 1P28-0000676¢
25-03.1pps Myamg
Dr. SWATH 4 v D Weight. ........co.c....... Ward. ......c.oocveveen
— Uiy =
e | Nurs‘e' Sig \I Nu«s& Sig. I Nuis§ Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDUtB Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o How e s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ] = oo i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg]e I Nurse Sig. rNurs&Siq, I Nursg Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor e flose Ope Dyee
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: e i pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. e Dosage & Other i
Date Time Medication Ifistrictions Route Signature IEI_EJESBS
Gl > | R dym T Miso PROYTH 8oomces oV -
1 J
/ Siu 4%0"
G\‘?\No (U Yghn | Mot MAEQPRALOL byem fo Yo Anusha\ &
=
1 /A . ¢
Xﬂm Yo, ohi]| o idafReeot 6 vamiy to \0""/- D!PU; l“
: - R A
g i
| 1eam | T Tacenat \D0 NG R R Py o
g-UV] "JG/L! -
- Buccopnny 3000, QoW W
‘*\W\% V> Mopm W o Apvsha -k
Page: 3/4 (P.T.0)
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Date

Time

Hb

PCV

mn | — ] — —

RBC

WBC

N/L

Platelets

GRP

ESR

PCT

- RBS

Na

K

Gl

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
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

bood gz00p R "Posth w

O T L BT Y

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

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

Radiology : UISHE & st cusionsonnast chnss i s i sy ool T e A R S S R 564 A i
KABVAYLS ..rucmunurass cassssuspsnssusnssssnrsrassspansneressasussssasanssonssnsmssnsasansys snessns Evivangs Cosss g obint siss R RAMSITS AT RA OSSR ST
1, S RO . I S
BT 2 crveermenmmsmrusmmesremssrrasnemsesmeas s ustas ies roes SASATAS R RS AR RS TSR UR S R R AR SR ARS8 g RN BT SR RR S
BVIRL oo 4343 bk Sem b o S s G A MR d

Others (ECG, Contrast STUIES B1C.,) & ..o.vvvvireriiiriieccrieciessi s
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1t takes a lot to treat the little. Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: x’\/e}/{%yfo

Baseline Information:
Admission From: (JER  [10PD /D’A{ission DESK (1 OthErs: SPECHY w.e...eoreeseodeeemsrrsoeneasseesesssssnsessasessasssenes

Primary Language: T Telugu ['] English (] Hindi [] Others

Doyourequireaninterpreter? [ 1Yes [1No

Source of Information: [+Patient _ATFamily "1 Others

Personal belonging if any: [ /Jewelry [ 1 NoseRing [ 1Bangles [ Anklets [ Finger Ring [ ] Bracelets

NANABA OVEIT0 ...t e s e s s a1t s e s s s s ea e 23R e R e b e e s et s et e bttt sesenenenesesensasn e e e s

Allergies: [Yes fNo [Medications ] Blood Transfusion [ Food L ORIOT s covivissssasiinsonsiiamsmesnenssmaiiatons
YOS , HBIIEY ..cccociuiiiisuiimsyvon i omssmasmisn susinssvussnsns issonsbionne sedans asssas it s s s ssus muawoh s avansiinsoshtvanns ey

Ghiel COMPIBINS: .ot s s vints castarbsenistomny Doctor Notified on Admission: ﬂ‘ﬂﬁ No

Temp: aﬂélo(} HR: .%o ...

Past Medical History: Obtained From (| Patient [ Family Member (| Medical Record [ Other (SPECITY) oo cins snassnsnns
Past Medical History Past Surgical History Previous Hospital Admission
= ~ i
o= '

Blood Group: ...... 7. LMP: wul EDD: e Gestational age during admission: .............c.......
[610] )14 (12110 - VagInal DISERANNE: v s sl b e e i
Obstetric History: G... [ ........ Pl Lursm A ——Previous LSCS ................
Height: ..oivvsiies Weight: ............ BM: i

RR: .. 20 BP: !O}};?Q{ 590,..987........

High Risk Factors: (Please select by ticking (v ) the box as applicable)

[ 1 Hypothyroidism

[ Rh Incompatibility

[1 Fertility Treatment

[1 Hyperthyroidism

] Previous LSCS

[1 Preterm Labour

['] Hypertension

1 Gestational Hypertension

[ Others: (Specify)

[] Diabetes

[] Bad Obstetric History

[ Anemia

] Obesity (BMI)

[]" Twins / Multiple Pregnancy

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

(PT.0)
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T

 sanvane y smowny. L INU HUIIU]Inalities Detected
[ Heart Disease [ Hypertension [l Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease I )15 OO

Pain Assessment: Pain: [ Yes DNo/ (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [1Yes [ Score ........ ... (complete the Morse Fall Risk Assessment Sheet)

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

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem (] Walking Problem "1 No Abnormality Detected
[ Developmental Delay (] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
] Overweight ] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
(1 Under Weight L] Diabetes Mellitus L No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative ["] Restless ] Depressed (] Agitated ] Confused

LT ONBIS ouvveeiee ettt sttt et s et se s e e s e st ee et e e e e e ese e s e s e s eeseseeessesaseenees st asesesesasasassesesessenssenesesesesesesatesnesesesesararasserasnans
Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single .Zmied [ Divorced 1 Widow B
2. Special Habits:  Smoker: [ Yes D,Nn/ Alcohol Abuse: [Yes %/ Drug Abuse: [Yes QNO/

Y TR T L T (T TR T

Orientation has been given regarding the following aspects:

Call Bell in Reach: [ Yes LI No Waste Disposal Explained: [Yes [INo

Infusion Pump : L1Yes CINo ngene Explained: [1Yes I No L Others
Above information givento ............ O\h

Name of Person Orientation was given to: M .........................................

Orientation not given Reason: \\?\ ......................

Nurse Signature: ... TN e

Nurse Name: ... AT
Date & Time: ..... so\jj\ .................................




HNH-00016358 1P26-00006766

Mrs B SANDHYA
25-03-19058 MYIMI11D (F) o
Dr. SWATHIHV Rainb‘gw.
T TN Children's | @ BirthRight
Hos p |ta| BY RAINBOW HOSPITALS
a ot to tre the Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetncs

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

Date
e, WS
éz}{% Time [ 8|9 |10|11|12[1[2[3]4a|5]|6]|7]8[9(10f12 1 )2 )3 Vals)(e N 7)

> 30
21 -30
11-20
0-10
94-100% | [ | | | [ | [ [ [ [ | | ¥ ‘do\idal dal 43k WAl ] dd-if
<94 %
Administered 0, (L/min.)

40

39

38

37 P

36 (A

35
< 35

170
160
150
140
130
120
110
100

90 ) r a
80 b4 e ) b O o)
70 P i

60
50 g
40

190
180
170
160
150
140
130
120
110
100
90
80
70
60
50

130
120
110
100
%0
2 A / A
L] Va's Xl 6 {‘Jzé 29 s [
60 f h<) L
50
40

NEURO Alert | | —1 -] =1 |— =T =T

RESPONSE Nolce
[v] Pain
Unresponsive

URINE > 30
mlis / hour <30

Protein + + i
Protein > + +

RESP
(write rate in
corresp. box)

Saturations

D
3, dws)

2]ey Leay

e

4

\I_'J—nql 1\'1

=

=

st
=
=3

--";?_'&

—
anssald poojg 21|0)sAS

VAN
N
6

S
3INssald poojg J1joiseiq

Proteinuria

Normal =
Heavy / Foul

Li |_Clear / Pink

O Green

TOTAL YELLOW SCORES ) O] O o
(@)

)8 (S}
TOTAL ORANGE SCORES o) S -y
Nurse Initial 7
Nurse Initial y ~ P \A r/’/

Lochia

L =]

-

L]0
¥ 1010

100




Early Warning Signs

[ Obstetrics and Gynaecology

f

\-

Complete a Full

~

Set of MEOWS
Observations

J

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 a
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\. /
4 I
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ J

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
\ Date | s
(/}?l%ﬁme'ési@ni’g1 3fa|s|e|7]|8|o|10fuaf2|2a|[2|3]a|[s]|6]7
> 30
e 52
0-10
Saturations 94<'914°;%
Administered 0, (L/min.)
40
39
= 38
-?, 37 L AWl
o 36 i ‘)b ?U !
35
< 35
170
®
=

170
s 160
é 150 = ]
% 140
- 130 N
1 EETR V70 1 S
% 110 v LA A
3 100 4
£ 90
® 80
70
60
50
=z 130
g‘ 120
g 110
& 100
= 90
§_ 80
> 70 ALMP
2 60 ol | i i
5 50
40
NEURO L LT £ " - [ — —
RESPONSE Voice :
[(¥] Pain
Unresponsive
URINE > 30 s
mls / hour <30
Proteinuria Eratsin o

Protein > + +

Normal

Lochia Heavy / Foul

Ulanor Clear / Pink
q Green

TOTAL YELLOW SCORES [Z) [ ,9
TOTAL ORANGE SCORES 7 ? e
Nurse Initial iy [
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Obstetrics and Gynaecology
Early Warning Signs

IR LN

Complete a Full
Set of MEOWS
Observations

r N

\_ _ \_

e ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. _/
\
2 Yellow Alerts or 1.Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
_J
4 N
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)
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[ 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.

AR

Intake

IV Site

Thrombo-

Date

- Nature
Time | of Fluid

Route

NG

. _ . i | phiebitis | Sign.
Dlarrhoea Vomr[ Dralﬂage Unne Score NUFSB

Mouth

LV

N.G

P

08:00 am

L)

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

\

N
CENL

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

C’“’“\/“\

Total Intake : W

Total Output : 2 )8 ¢

»

02:00 am

03:00 am

_p

04:00 am

05:00 am

06:00 am

07:00 am

\
—l1 P =l
\S\Q
~

Total Intake : ¢ )

Total Quiput: (i j o/

Total 24 hrs. Intake

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

Total 24 hrs. Output
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QU (" FLIID GHART ) R

Shaat No, & .lwuiiticinniisinenn

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.

: /JT’\’?"(% ;,4. LN '?m-ﬂlﬂmﬂ 0 [ wsms |

B Thrombo- o
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | Sidn.

Mouth LV N.G a1 N "

0g00am[D 7 | N\ 10”.!
000am (D 1 | A [voo e
o 1000am (@1 | ) [\00 0 (2
};\ 11:00 am ’P_L i \06‘*{“’

1200m] @) Uy f€]]oom /

01:00 pm /
Total Intake : Total Output: iy X v;f
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

— 1

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCH /FRM / CLINICAL / 092
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NURSING CARE RE

CORD

2z
Rainbow’ .
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the fitte. You Rehll a Safe Delivery

Date: {;/9‘/3{7% .......

e | [ Maintain Airway and Oxygenation Eﬂaﬁm & Discomfort [C] Maintain Fluid Balance ["1 Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
Eﬂ_D_Maimam Personal Hygiene Prevent Infection [] Meet Elimination Needs [1 Ensure Safety [1 Early Ambulation Reduce Anxiety <1 Patient & Family Education
S [ [T |dentify Potential Complications L1/ ARY MBS, SPOOIY. o cievreesmi o e Snmi s Fomm i e N A BTN et ke AR B S A WA
. . - . Nurse Name

Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
o
=
=
B
=

\\
h-""-._
\ NQ\

= -\
(=]
=)
£
£
<

&

/

.,

Night

> Aeeerpe Ao pHo
ew& Fhe. I//*FuQJ'

S o o el
> YE Pl Blafiged]

M&? S

|

0 JAseesie.) P ondgs

.}W(@/ (/fzﬂ
| NBeid 7 C/f

FL /'~j

el

;\/Z/BW

Docu. No: RCH /FRM / CLINICAL / 148
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(7] Maintain Airway and Oxygenation

NURSING CARE RECORD

Rainbow®
Children’s .
Hospital .

It takes 3 lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

] Relieve Pain & Discomfort

A_‘l Maintain Fluid Balance

||

Date: ..... -9- /9-/26 .........

Improve Activity Tolerance (] Maintain Good Nufritional Status [ Maintain Skin Integrity

Morning

]
g [_L-Maintain Personal Hygiene A=Prevent Infection ] Meet Elimination Needs ] Ensure Safety - ['] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications I3 A OUHBES. SOOIV s vrcssiiss sinbisuinstsinsia e momie s sie s e e e e e e s Eoieies
. ; . - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

&

? %Mﬂ/emw"
yRZGK %Qm

et

Ehm

S 1 et

é’,/f{e ;

s

AVi'ded g
No e/

2 PHg
SFedle

Mad
[<Z

Afternoon

Night
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Morse Fall Risk Assessment Form

) z
Rainbow’ . L
Children’s (4 BirthRight
Hospita] . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the little.

| o
Choose Highest Applicable Score from each Category Date / Time ,6 ( ﬂ% 9'} 9’ Fall Risk Grading
Score f‘VQz K} Fis
N
History of Falling Yes 25
(immediately or w/in 3 months) No 0 (D @ Risk Level Mors?MF:I;)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 s )
Furniture 30 ) Standard Fall
Low Risk 0-24 A
Ambulatory Aid Crutches, Cane(S), Walker 15 ' Precaution
None /Bed Rest /Nurse Assist 0 [z @
Z o)
IV / Heparin Lock or Saline :Ies 200 (% Implement
s L2 (@l Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :’reventhn
GAIT / Transferring Weak (uses touch for balance) 10 e
Normal /On Bed Rest /Immobile 0 @, 2 implement High
Forgets limitations 15 Lo Risk Fall
Mental Status ,g = i Flsk =3l Prevention
Oriented to own ability 0 e | & i
Total Morse Fall Scale Score: W M 0{&
Signature @

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions)
("1 Ensure patients use their prescribed eye glasses if any, in the hospital

(] Use chairs with arm rests

[] Use safety straps on stretchers and wheelchairs while transporting patients

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

A\

Moderate Risk (25-50) Apply all low risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance

["1 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




Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some

4. No impairment:

Responds to verbal commands.

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

H . :
S ) > 2
28.05.,.NOHy, 1P26-0000¢ Rainbow . e
O sypas 31 e n Children’s (] BirthRight
l Hy Y3y, BRADEN Q SCALE Hospital .WM'NBU‘"““SL“LS
/////Il rF‘ Tt takes 3 lot 1o reat the Mt Your Right to a Safe Delivery
n IR it e
Tme:| A/ | s
1.Comp...  nmobile: 2. Very limited: 3. Slightly limited: 4. No limitations: %
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. (‘/
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; r
SR ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;‘:t"‘l’“:ig;}"‘ag;si:;e ::u mo bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
PRy and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair." shift in bed or chair. 2 hours during walking hours. Cf

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Maisture Degree 1. Gonstantly molst 2. Vory moist . 3. Occaslonalty moist: | o 4. Rarely molst: .
t which Skin is kept moist almost _constamly S!(ln is often, but not always, moist. §km is occasionally moist, requiring Skin is usqaﬂy dry, routlr_le diaper '
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o moldtiite Dampness is detected every time 8 hours. every 24 hours. %
patient is moved or turned. M
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: l

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Reguiar 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 Afternating pressure matiress overla
Manage moisture, friction and shear 9p 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
Position patient at 30 degree lateral incline using foam wedges .
' Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure 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 arsas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Date :
Time:
1. Completely immohile: 2. Very limited: 3. Slightly limited: 4. No limitatlons:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
In body or extremity position body or extremity position but unable changes in body or extremity position position without assistanee.
without assistance. to completely turn self independently. independently. .
2. Chalrtast : 3, Walks occaslonally: 4, All patients too young to ambulate;
B it . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;";"‘:%gaﬁzsﬁgﬁ ::n ?1%?1‘::?:0 - 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
wheglchair.”

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

day and Inside room at [east once every
2 hours during walking hours.

1. Complately Bmited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No Impalrment:
Responds to verbal commands.
Has no sensery deficit that woutd limit

Sensory Perception diminished lavel of consclousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate paln or
sedation, OR, limited ability to feet sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Molsturs Degres 1. gopstanﬂy m9ist:_ 2.1'.'ery moist: ) 3. pcgas[unally moist: . B 4, fla!'ely molst: L
to which Skin is kept moist almost punstamly Skin Is ofien, but not always, moist, Skln is ogcaslonally moist, requiring Skinis usqally dry, ruutlpe diaper ]
skin Is exposed by persplm;lan, urine, dra:nage, etc. Linen must be changed at [east every linen change every 12 hours. changes; iinen only requires changing
to molsturs Dampness is detected every tima 8 hours. every 24 hours. .
patlent is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Prablem: 3. Potential problen: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticily, cantracturs, itching, or
agitation leads to aimost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
asslstance. 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 indepandently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to lite up completely
skin and adjacent bony hed or chair, requiring frequent daevices. Mainfains refative good position|  during move. Maintains good position
surface slide-across repositioning with maximum assistance.} in chair or bed mast of the time but in bed or chair at all times."
ons anothar occasionally slides down.
1.Very Poor: 2. Inadequate: 3. Adequate: 4, Extellent:

-|=——MNutritional- Usual— _

feod intake pattem

NPO/or maintained on clear liquids,
or |Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

_ acomplete meal. Rarely eats more

T {hdi halt 6f ang food offered. =
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.
Does not take a liquid distary
supplement,

Is on liquid dlet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complets meal and

==generally gats only about half of any

food offered. Protein intake includes
only 3 servings of meat or dalry
products per day. Occasionally will
take a diefary 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 produts) each day.

Occasionally will refuse ameaf, ——
but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hynotensive (MAP < 50 mm Hg;
<40 in a newbornj or the patient
does not physlologically tolerate
position changes.

2, Compromised:

Normatensive oxygen saturation may
be < 85%; hemoglobin may be

<10 my/d); 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; capiltary refill may ba

2 seconds; serum pH is normal,

4. Excellent:

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

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM/ CLINICAL / 119

TOTAL SGORE

| Notat Risk: 19-23

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mohility, consider occupation therapy referral for advice
Reguiar 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 nressure matiress overla
Manage moisture, friction and shear ngp y
Advance to a higher level of risk if other major risk
factors are present
) High density foam maitress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
- Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position fraquently Alternating pressure matiress 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

severa pain or with additional risk factors.

Alternating pressure mattress overlfay
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Ui | chidre's | QU BIrthRight
i i W | PAIN ASSESSMENT FORM rospital_ | Wz

Pain'Stofe i Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character G Educatd 'Interventinn Sign
G O [J Continuous | [ Acute ] Sharp (] Dull ["] Increasing [ Yes i
o !?f% 1 /LVL//' [ Intermittent | [ Chronic [JAching (7 Burning | [ Decreasing | [ No MA}-/ 4
1 Continuous | [] Acute ] Sharp [ Dull [] Increasing L] Yes ﬂ! y/,
G [ } [OP'T” @ - T Intermittent | [J Chronic [] Aching [] Burning | ] Decreasing | [ No - @
(1 Continuous | [ Acute ] Sharp 1 Dull [] Increasing [] Yes n / ﬁ\
"%l} Q” 4 @ e C1 Intermittent | [ Chronic “1Aching [ Burning | [J Decreasing | J No @
[1 Continuous | [ Acute 1 Sharp (] Dull [ Increasing ] Yes AS ,'EL\
%»\} %H”M @ - C Intermittent | [J Chronic ] Aching [] Burning | [ Decreasing { ! No l @Q
' U] Continuous | [ Acute ) Sharp (] Dull L1 Increasing | [ Yes WA
9‘) g‘* “ B‘\ @ = [ Intermittent | [_] Chronic (] Aching (] Burning | 1 Decreasing | [ No L(€
N\
’ % [1 Continuous | [ Acute (] Sharp (1 Dull [] Increasing ] Yes w\
8:)9" @ — (1 Intermittent | 1 Chronic (] Aching (] Burning | (] Decreasing | [ No @
[] Continuous | [] Acute ] Sharp ] Dull ] Increasing O] Yes \
[1 Intermittent | ] Chronic ("] Aching [ Burning | [] Decreasing | [ No
1 Continuous | [ Acute ('] Sharp (] Dull ] Increasing ] Yes
[} Intermittent | [ ] Chronic (1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp (1 Dull [} Increasing 1 Yes
] Intermittent | J Chronic (] Aching [ Burning | [ Decreasing | [ No
(] Continuous | ] Acute [ Sharp [ Dull ! Increasing [ Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At leastevery 2 hours for the first 24 hours b) Then every 4 hours.
c¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 1562 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerieal Pain Scale (Obstetric and Gynecology)
| 1 1 1 | L L { 1

No Hurt

] | | I I 1 I LIS 1
2 3 4 § § 7 B 9 10

Worst
Possible Pain

Wong - Baker {Pediatrics) Above 7 Years

0B ®®®

Hurts Littie Bit Hurts Littie Mora Even More Hurts Whate Lot Hurts Worst

‘ SCORING
CATEGORY
0 1 2
Qccasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smila withdraw, Disorfented quivering chin, clenched jaw
Legs Normal Posttion or Relaxed Uneasy, restless, tense Kicking, of legs brawn up
R | Laying quistly normal position, Squirming shitfing back and . .
Activity moves easiy forth, tense Arched, right, or Jerking
Moans or whimpers oceaslonal Crying steadily, screams of sobs,
Cry No Cry {Awake or asleep} complaint frequent complalnts
- Reassured by occasional touching,
; Content, relaxed hugging, or being talked o, Difficult to censole or comfort
Consotablity distractible iffi
Neonatal Pain, Apitation and Sedation Scale (upte 1 Month)
Assezsment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| lrritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful{ irritabla intervals consolable | continuous cry
stimuli Inconsoltable
Behavior Stale | No andusaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kdcking constantly awake
stimuli stimuli yestational age Awakens frequently | or
No spontaneous Littie spontaneous Arouses minimally / no movement
maovement movement {not sedated)
Faclal Mouth is lax Minimal expression | Refaxed Appropdate | Any paln expression | Any pain expression
Exprosslon | No expression with stimuli irtermitient continual
Extremilies | No grasp reflex Weakgraspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or fingar
fone Normal Tone or finger splay splay
Bady is not tensg Body is tense
Vital Slgns HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | increase greater than 26% from
RR, B} 520, | stimuli variability from normal for from baseline baseling, Sa0, less thanor 1
Hypoventilation or | baseling with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator

—/
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Mrs B SANDHYA [R2FSiaes e "
—a0vmes stvamiip Rainbow® .
Lnn T Children’s & BirthRight
QA Hospital _ | W nemere
1t takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCEOr: ......cooviiiiiiee e DOPBRIITHIE .o cconoicinsinssmsiessimasnst Date of AAMISSION: ........ccerverersnerrnnes
= | Diagnosis: Any Infection: TIYes CINo [ Not Known
= | \L If Yes Specify: ...,
2 AR @V
b \ ) N
2 | Area
g Shift Time ' \‘Q—'\r w‘{]p
£ | Medical Condition =
= | (Any special condition to be noted):
oM _ Glc v -
. Allergy: O Yes 0| Yes &No (D Yes CONo [T Yes CNo |0 Yes O No | Yes O No
ﬂ| Tubes/Drains/Catheter: 1 Yes<=No | Yes @No |1 Yes CINo | Yes I No | I Yes CINo | Yes CJNo
O =
| Vital Signs: Temp: e ) 72| A )]
- Res: | 1O N\o
s P01 | ag ¢ .| Q9 Y.
w 2 Puse: | 4 2, | QO
7] . e N
2 8P [\ YO 6] 3)
Fall Risk Score: Ho:
Pain Score: —
Safety Needs: . —
“ Physiotherapy | Yes C1No | Yes =N 11 Yes ©)No | Yes T1No | T Yes T No | Yes CNo
=
g Others Specify: — =
=
o £ Special Diet: |O Yes,m«o OYes ©'No [ Yes C'No |0 Yes CINo [ ) Yes T No |1 Yes ©1No
E —
S |Other Special Orders / Medications:
o f\} A_ —
Post Operative Procedure Special Orders: | »~) A o
Handed Over By Name : j&(’u\}}'
. Moul‘%
Signature : ®/
Date: 1L\ of20)6 | H UL
- P ’
Time: 2 16.$vy
e .
! Taken Over By Name : M
Signature : @
. Date: {M’%}%
Time: ‘@W

Docu. No. : RCH /FRM / CLINICAL / 097
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— Rainbow® . .
Patient Sticker Children’s . Bll'tthght
Hospital . BY RAINBOW HOSPITALS
It tnkes @ lot to treat the Ltte. Your Right to a Safe Dellvery
. NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: .vvreverivrrrreinrisesstestssssensseresssnsassaossen Department: .......oceveeervrrnencareveserans Date OF AGMISSION: +vvresrsussssrenserssesernes
Z | Diagnosis: : Any Infection; OYes CINo O Not Known
= 1F YES SPBCITY: coeroeeerecsemmeerssnenessescesesammanon
B
[°-]
2 | Area
% Shift Time . :
= | Medical Gondition
& | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONojOYes ONo|DYes ONojOYes ONo|DYes ONo
Tubes/Drains/Catheter: OYes ONo|O Yes t1No |O Yes ONo (O Yes DNojd Yes £1No|O Yes ONo
Vital Signs: Temp:
£ Res:
ey 5p0,: "
&
&4 Pulse:
ﬁ BP:
Fall Risk Score:
Pain Score:
Safety Needs: ‘
- Physiotherapy |2 Yes CiNo | Yes CNo [O Yes CJNo |0 Yes ONo | O Yes O'No |0 Yes O No
=
g Others Specify:
E Special Diet: |3 Yes TNo |D3Yes O No (O Yes ONo|OYes CONo O Yes ONo|OYes ONo
E
§ Other Special Orders / Medications:
[~ ~

Post Operative Procedure Special Orders:

Hanﬁed {ver By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature™:

Date:

Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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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

i 1P26-00006766 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
st i TEL NO :040-48873000
zsr-'n:-ms Yamnmp () WEB : https://rainbowhospitals.in

"V :

Patient Name: Mrs B SANDHYA Age : 3MY3M11D
IP No: IP26-00006766 Sex: Female
Consultant: Dr. SWATHIH V Ward/Bed No: 4F -OT/PPO-418

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
47 consent to the use of health related information/ audiovisuals of the patient for research & fraining 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.

"l 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 atte t passes as per my room category. | understand that | have to return it back at the time of final bill
:arance. In case ission, | will pay 200/- Rs.

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.

N}me'.’ ?M Patient Address:
Re{cmship: HU.@ {0 M . Himayathnagar Hyderabad

Telangana INDIA 500029
Date: ["':( [Q, (23 Timezgfﬂﬂ

Wittness Name:

Wittness Signaturg:) -

Printed Date / Time : 06/07/2026 20:04 Printed By : 020099 Page 2 of 2
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Rainbow" T
Children’s ! ‘Blrtthght

;‘ HNH-00016358 |P26-00006766 Hospital BY RAINBOW HOSPITALS |
Mrs B SANDHYA : i Yodi Roaht r 2
25-03-1008 MY3IM1MD (F)

| Dr. SWATHIHV

] NN BILLING POLICY

| ® Bunng 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 GOl 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.

® |f the 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).

Patient 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.

A M} gt

Name & signature of Patient/Attendant @a?urfof Ad‘rgnission 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







