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Children’s
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ESTIMATION SLIP =03
J
Date : é’gbf UHID / IP No. : HNH-Coo!t U6 2 siN.
Name of Patient : D’] ¥ JJZ endl Age-%_‘t_\*Gender:___E_
Father's / Husbang's Name: _ /Y. \ i O Corporate / Occupation :
Address : ijf'ff"urulc i Phone : _ 4211222 C ;,q_jﬂmau QuUDLII TR
Procedure / Plan : ND ”,Sf L : EDD/Dos: 'JUI"P e
MODE OF PAYMENT : [_| SELF [CYTPA: __Pij6/ [ ]GIpsA: OTHER
TARIFF INFORMATION :
Particulars ' Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
(]
. .ared Ward
Twin Shared Ward - @Ot e
Private Room i , £ O B t i , Y iy

Super Deluxe Room

Suite Room -+  Non !ﬁtmb/{g [')‘,b\t /Yt o Jo¢

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
{PAckage startsifiom the Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
WA Labour Ward Charges Anesthetist's Fees and OT Charges
; : Length of Btay for : —g/ &"({ ¢ Length of Stay for : 2 Dty ¢
Pharmacy up to €] , 000 )~ Pharmacy up to 12,000 e

¢ 6P / N Y] ¢ [ Tnvestigations up to o, ﬂ—w | Investigationsupto < A pp Jm
Others Well  hoby  Coue JC a0k

F Neonatologist Charges : Covered [:]Not Covered Epidural / Entonox : [:] Covered D Not Covered

-

MlmmumD osit: /0,000 /- AG’WH(F Hﬂ"f’ af Aer'Jf-bn
valt rohon | Kre

1 Room cllglbl h:y is pure]y subject to TRA appr
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be

reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,

ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,

additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double

Oceupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of

denial, cash tariffwould be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is

permittedin ICU's -
8. Tariffs are subject to revision
9. Kindly check your billing status on day to day basis ai IP Billing Department.
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

: g
WW' B wyond 'y!‘}{‘.—"

TR TN
and the Pnckage/ Roorn Tariff m the fime on\dJmsslon The estimated amount may Change a¢cording to duration

Signature of the Client Signatory Relationship . Signature‘b—fr the financial Counselor
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Name Mrs PERALI REVATHI | UHID f HNH-00011462
| | ! —_— e S R
| Father/Guardian | Mr M VARUN Age/Gender |28 Y 11 M 21 D/ Female
fAddress ' 2-1-565/1/a, Nallakunta, Hyderabad, Telangana, INDIA, 500044
rERd 8 s —F =< il . 5 e ST, Rtk T
IP No | IP26-00006398 | Admission Date | 21-05-2026
| |

UL 1 ! S S Logd I

- Ref Doctor Self.

! — =S B S =S - e ———————raree——prer

Discharge Date | 23,05.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
OBSTETRICIAN & GYNAECOLOGIST
69924

Diagnosis: PRIMI AT 38 WEEKS IN EARLY LABOUR FOR DELIVERY

SPONTANEOUS VAGINAL DELIVERY DONE ON 22.05.2026

History:
LMP: 28.08.2025 Obstetric formula: PRIMI
EDD: 04.06.2026 Gestation at admission: 38 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History : Nil Family History : Nil

@ www.rainbowhospitals.in

Your Right to a Safe Delivery




Name Mrs PERAL] REVATHI UHID HNH-00011462
IP No IP26-00006398 Admission Date 21-05-2026

Surgical History: Nii Allergies : Nil

Antenatal Details:

Mrs PERALI REVATHI was booked to Rainbow hospital at 355 weeks of
gestation. She had regular antenatal checkups and investigations as advised
by Dr. Rajani Kumari . NT scan was normal. FTS was low risk. TIFFA was low
risk. Fetal growth monitoring was done by serial growth scan. Scan done on

05.05.2026 showed SLIUP at 35%> weeks with cephalic presentation with AFI-
15.5 cm with EFW 2.77Kg (52%) with AC 34% with Doppler normal. She was
admitted at 38 weeks in view of early labour for delivery.

Investigations: Enclosed
Blood group: *O" Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was mildly
acting, cervix was partially effaced and 2cm dilated. Fetal well being was
confirmed by an admission NST which was found to ba reactive. Partographic
monitoring of labour was done. Patient opted for epidural analgesia at 4cm
dilatation for pain relief. The same was sited by an anesthetist after informed
consent. She progressed to full dilatation at 7:10am. Passive descent of fetal
head was allowed. She was put into position for vagmal birth. Parts painted
with betadine soluticn and :lraped to ensure full asepsis. She was encouraged
to bear down. At crowning of head episiotomy was given under local
anesthesia (10 ml of 2 % xylocaine sclution). Baby was delivered by
spontanecus vaginal delivery. Cord clamped and cut and baby handed over to
pediatrician. Cord blood collected for bléod grouping and Rh typing. Placenta
and . membranes delivered ‘' completely with controlled cord traction.
Prophylactic- syntocinon given. Episiotomy mspected Left [ateral vaginal wall
friable and diffuse ooze noted. Episiokecmy sutured in layers and haemostasis
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Your Right to a Safe Delivery

Name | Mrs PERALI REVATHI . UHID | HNH-00011462 |
.IP No IP26-00006398 ' Admission Date | 21-05-2026 {

achieved. Instrument and swab count checked. 600 mcg of misoprostol given
per rectally as prophylaxis against post partum hemorrhage. Vaginal pack kept
in-situ and later removed after 3 hours and cleaned with betadine solution.

Delivery Details:

Date : 22.05.2026

Time of Delivery: 7:32 AM

Type of Labour : Spontaneous vaginal delivery
Type of Delivery: Spontaneous vaginal delivery
Analgesia : Epidural

Baby Details:

Date : 22.05.2026
Time . 7:32AM
Sex : Male
Weight s 3.1k
Apgar : 8,10

Gestational Age: 38 weeks
‘ NICU Admission: No

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice
given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. Her general
~ condition was satisfactory and she was found to be fit for discharge. Wound
care and medications were explained to patient supplemented by written
information. She was given the postpartum book for further reference.

wwwwwwww FHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (¢ ed SECUNDERABAD KONDAPUR L B NAGAR 1 b NANAKRAMGUDA

| @ 1800 2122 @ www.rainbowhospitals.in




“Name Mrs PERALI REVATH! UHID HNR-00011462
1P No IP26-00006358 Admisslon Date 21-05-2026

Advice:
- 1. Tab. Taxim-O 200mg (Cefixime 200mg) twice daily till 26.05.2026 (9am-
. 9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily {ill
24,05.2026 (8am-2pm-10pm) after food.
3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 26.05.2026

{(7am-7pm) before food.
4, Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 24.05.2026 (Sam-
3pm-11pm) after food.
5. Tab. Livogen (Elemental iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6.Tab. Shelcal (Elemental Calcium 500 mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
7 .Tab chymoral forte 1 tab thrice daily for 7 days .
8.Metro-p ointment for loca! applocation.
9. Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week,

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

* Syuggest PAP smear and HPV Vaccine after 6weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with D SWAPNA SAMUDRALA after 2 weeks on 06.06.2026 at
Rainbow children's hospital OP with prior appointment (Review consultation

will be charged).

iy
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Name b \ Mrs PERALI REVATHI R UH;D - VTHIVH-;)WgO;lgéz ) I
w No [ IP26 00006398 gAdmisslon Date |21 -05-2026

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

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
. further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
‘ ™ Himayatnagar or just dial one toll free number - 18002122.

You can also take appomtments at any time by going online to our
“ website www.rainbowhospitals.in

‘| | i
| Registr y%sident/C;M.O
'|1 Dr. SWAPNA SAMUDRALA :

OBSTETRICIAN & GYNAECOLOGIST
69924

@ 1800 2122 @ www.rainbowhospitals.in
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SURGERY DETAILS

Patient Name: .mm..:...[?.mﬂi.,ﬁngua%bate of Birth: ... 7670997 ..... Age: 2.83[F
Gender:......ﬁ.&.m.aﬁ.& ....... Ward: .. L=DR UHID No.: HNH"OOOlJﬁé-"-—

Lor —. |
Date of SUIGErY: .......covveveeceeeceeeeeeee e, B - - | 0BG 0OT-2

Name of the Surgery : ..............\ MUWCJA‘QJ ..... s <Ly TgP‘CdU“(\QJ ......

Timein ............. :f"ifm ................ Time Out ............. 5’*‘/”0 ...................
NAME AMOUNT

1. Surgeon .DR...SumPhes.... San?U&f*la/ﬂfk ..................................................

2. Anaesthetist DR‘SU&"&QV\A@V\‘Q—QT{\ ............................................................

3. Assistant Surgeon : ............... @D@l—l ........ &L&%‘IIPW“OHV ..................................................

4. 0T Technician J— R e e

5. Circulating Nurse : ............. -NAQA. d/‘*m* ......................................................................................

6. Assistant NUFSE  : .o........... C. Y/\and“’@‘k% ............... .

Special Equipment. [ | Laparascopy _| Broncoscope [ Harmonic | Morcelator
| C-ARM | Cystoscopy [] Versa Point ] Liver Cusa
| Neuro Cusa C] Others ..o,

Signature of the Surgeon Signature of Circulating Nurse

Order No: 26'-0000201301 .............. Order by: .S«L‘J’O/M"O\. ............. e

Docu. No. : RCH /FRM / GENERAL / 114
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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 . Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

Hospital o TEL NO :040-48873000
Ratnbow

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Detalls : NCEII IR

Admission No : IP26-00006398 Admit Date :21-May-2026 Admit Time :11:27 PM UHID : HNH-00011462

Patient Details :

Patient Name : Mrs PERALI REVATHI Age :28Y11M20D
Guardian : MrM VARUN DoB : 01-06-1997
Gender : Female Religion
Occupation ! Martial Status
Address (H) . 2-1-565/1/a Nallakunta Hyderabad Telangana Phone No . 9440692531/ 9948335434
INDIA 500044 ; . ; : ;
E-mail : revathi.perhi@gmail.com

Ashnission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : MrM VARUN Relationship : W/O
Contact Address : 2-1-565/1/a Nallakunta Hyderabad Telangana Phone No © 9440692531
INDIA 500044

o>

Sighature
D¢ or Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 20000.00
Payment Mode - DC/CC Card Payor Name . BAJAJ ALLIANZ GENERAL

INSURANCE CO LTD.

Printed Date / Time : 21/05/2026 23:33 Printed By : 020089 Page 10of 2
\




PATIENT TRANSFER FORM

I/ﬁ
Rambow

Children’s | @ BirthRight
Hospital .BVRMNWHOSPM
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
::H;oooﬂm 1P26-00006398
S e n | 21| @ 2y |20l ]3e @
N T s e
obsnweHon
DR - Nowvee Nox
From Unit To Unit Information to Attendant
» LR Poom WD i

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
-y Yes[ | No| |
@ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
) RL —Soamt @
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No | |

Rig-

Name & Signature of Person who is Transferring

Qe

DR -

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

MJL%[Z

NaVe.¢_Ner

Date & Time of Patient Received :

y 2/5RE

If the transfer order time & Cumpleuon tim

] Unavailable Bed L

Docu. No. : RCH /FRM / CLINICAL / 102

is more than 30 mlnules please tick the reason mentioned below :

| Nurse not Available

[ | Available Bed not ready
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It takes a lot to treat the lite. | Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
Name: ----========----- HNH-00011462  1p26-00006398 )

Mrs PERALI REVATHI

UHID No : ~-==---------- & ?;::Au,,ﬁ;v" M2 ) psyltant : Dept : =---mmmmmmmmmnan
Date of Admission : -- ml‘”l""""lll""”"'“”l"" --- Date qf Discharge : ----------------- Time: --+-=--—--
Room / Bed No : ----=-=====---- Ward : --—=--eseeeeeeaes Suggested Billable bed type : ---------—=sreeccccnam-
WARD TRANSFERS

Date Time From To ture of Nurse

92 5 he LDR Roo m @ T

—

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Connecting Disconnecting Order No. . Signature
Equipment Time Time
U5 |Conno L eonmonlen| B2A™N qam 273 @
945 Qpidmﬂe,l/pw 81208 o fm - ,Q @vﬁ\’
e
i @t (S
— 0
Cooss |cheelled) dog Y
, /
c&mam{ﬁ,/\“'/




PROCEEDURE

Date Proceedure Quantity Order No. Signature

9115 | qNpleemendt | (T L 11949 ] @

U5 | Godhoniton | @ W25, @

AP | o melioy\ D %l%v/@\%ﬂn

a 71/37% Ve (i) | \séy Lﬂ”@?x&

— g k/,. Y

2 &
CasS cyw(wl (L)’\SL ‘ﬁj ‘f‘@v%
S

ANY OTHER INFORMATION

Date : ; Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00011462 1P26-00006398
Mrs PERALI REVATHI
01 06-1897 28Y11M20D0 (F)

r. SWAPNA SAMUDRALA

T

IP ADMISSION SHEET FOR OBSTETRICS

z
Rainbow® . L.
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the lite. Your Right to a Safe Delivery

Presenting Complaints - J @ Ut

pros et
! D)wﬁ»ﬁ?’fj“c

Obstetric Formula:

Obstetric Hostory: - ]LEW
(v _
. P15 : Mn_ RNT ©

Present Pregnancy Record:

_ TIpA
anlc © ‘-”’7“ < LWPVDN‘“
-0
RISK FACTORS:
- 2

K oD Bvrpies.

L /
Height: .1.5.. F-...cm

Weight: . 61}5’ kg

L R
Breast: Z/rmal ] Abnormal

General Examination:

Consciousness: Pallor:

Icterus: Edema:

Temp: PR: "3)5[""

BP: - 100 &0 DTR:

ovs: RS j P2

Liver/Spleen: Urine Output:
DIAGNRSIS --eovrmmrmmmme e e

Docu. No. : RCH /FRM / CLINICAL / 087

- Corrected EDD: 4_[&: | 2026

5 Pﬁ,w\.; @ I Fols

LMP: 28] D% )iz 25

EDD: qﬁgholb_

GA: 2 FuslZ.

Menstrual History: Regular : £T Yes [J No

Obstetric Examination

Fundal Height: 3¢ exnz

Ut. Activity: [] Relaxed gﬁ [JMod []Severe
Liquor: Eﬂequate [] Oligo ] Poly

PP: E’Cephalic [] Breech Others

Head Fifths Palpable: %/ ™

FHS: Hformal ClTachy  [JBrady (] Absent
Per Speculum Examination

Draining: ] Present Eﬁsent (] Bleeding

Colour of Liquor; [ Clear (] Meconium ] Blood Stained

Vaginal Examination

Cervix: [] Long [2-Partially effaced (] Effaced
Os: Closed () tarn - Dilated

Membranes: B’ﬁesent 1 Absent

Liquor: (] Clear ] Meconium [] Blood Stained
Presenting Part: = Vertex (] Breech ] Others

0-3 02874 00 O+1 O 42
[ Adequate ] Doubtful

Sutton:

Pelvis:




HNH-00011482 1P26-00006398
Mrs PERALI REVATHI

01-06-1987 2BY1IM21D  (F)
Dr. SWAPNA SAMUDRALA

ARV

Family History: Surgical History:
K !
Medical History: Medication History:
ned )
Plan of Care: In,vesngations
T -OT
. W 2 9 BG 7
~Aelaer SN . 1e J |
P gl lac
o C\/qd-f Hb> 5 AB y’\j n.
—LTG -3
—hoaund CBP

hosmst sCor: SPSTM
iy I L - Lo F@ Bswonsd

bsd /9" Fﬁ“—‘q ne-VYa
A9 |
" Gnf B0 Sl C54)

Doctor Name: ...

Signature:

Date & Time: ogtfvfflﬂi«(@'llBD}/\ .

Signature: .../ [V 1Y

Date & Time: ..\, \% A,




HNH-00011462
Mrs PERALI REVATHI

1P26-00006398
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order
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Date 2L
Time |
Hb 6.9
PCV Q)3
RBC 4.9
WBC q.95
N/L L& o9
Platelets 1@y
CRP l
(. ESR

' PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

ﬂ 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
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Early Warning Observation Score Chart - Obstetrics

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

Qrgr[w Date
‘u Time | 8|9 |10f11]12[ 1] 2[3|als]|6|7]8|o|wofi)12l1V2])3]|aV6)s]7

> 30
21-30
11 -20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
(g n
37 h A D
36 b/ YA
35
< 35

170
160
150
140
130
120
110
100 V¥
90 o

80 d (49]
70 /

RESP
(write rate in
corresp. box)

Saturations

2, dwa)

9
aley Meay

O

100 [i

—>
anssaiq poo|g 1jo1sAs
o f
N|wW
(=] =]

130
120
110
100
20 P
80 J 4 N
70 IJ-1
60 W’ L] T
50
40

NEURO |_Alert | i o o S ~]

RESPONSE | Yoice
% Pain
Unresponsive

URINE >30
mls / hour " <30
i " Protein + +
: Normal
sBcing Heavy / Foul

| Clear / Pink

Green

, TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

-
2Nssald oojg oIselq

Liquor

&

oy B

q&ﬂm
\




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

Y \_ Ky J

4 N \

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

Set of MEOWS Observations
" Observations in 30 minutes
SEANGE _/ \_ J
4 ™
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
- N 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

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

o\ |1

Date

|

RESP
(write rate in
corresp. box)

> 30
21-30

- 4
Time

10 11

12

()

| 11

12 1(5

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dwal

40
a9
38
37

36

35
< 35

o9jey UeaH

170
160
150
140
130
120
110

100

90

80

gsf

f<s)

Gi#

0

70

)

60

50
40

190
180
170
160
wy
2 150
g 140 %q*_
@ 130 ¥ j— o Yo ut .UT [ WY
1‘ g 120 L 0 i by
= 110 /
z 100 | L4
wy
a 90
i 80
70
60
50
= 130
5 120
g 110
e 100
l éﬂ 90 w
8 80 \ V1 2 P | A / -t
¥ 70 65 \v.4 T .J i 5 i o %
a 60 L P> 288 — =
5 50
40
NEURO | Alert S _— V4 = — I 2 e
RESPONSE Volce
[ 7] ‘ Pain
Unresponsive
URINE >30 —| —| — ==
mls / hour < 30
Protein + +
Protenura | S R s e
Normal — — — —
U i Heavy / Foul
Clear / Pink -~ =
Liquor T
TOTAL YELLOW SCORES daele yi o I © @ <
TOTAL ORANGE SCORES ’? =1 o " o 2
Nurse Initial > |zl ¢ =
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Early Warning Signs

[ Obstetrics and Gyﬁaecology ]

s p

Complete a Full

r

_Set of MEOWS

QbsewatiOns

N J

-
1 Yellow Alert :
: Repeat Observations
in 30 minutes
\.
4 1
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
\ g in 30 minutes
/

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

- i - .1 B -
~ Ain 15 minutes or-continuous
monitoring

'/

* The Modified Early Warning Score (MEOWS)

-
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Lafiv ling Observation Score Chart - Obstetrics

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

Date
C:\'b\")/ Time | 8 | 9 11|121 1|2 |3]4]|5]|]6]|]7|8]9%|10|11j12|1}|2]|3]|4]5]|6]7

> 30
21-30
11 - 20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37
36 \Y
35
< 35

170
160
150
140
130
120
110
100
S0
80
70
60
50
40

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

130
120
110
100
90 ‘
80
70 =
60 )
50
40

NEURO | Alert = T T [ ] P 1T 1]

RESPONSE Voice

Pain
[¥] Unresponsive

URINE >30 -—
mls / hour <30

Protein + +
rotein > + +

RESP
(write rate in
corresp. box)

Saturations

3, dwap

L uid

ajey Ueay

dg_
9.

,..
J

—_—
anssald poo|g 21|03sAs

R
aInssalq poojg Jljoiselq

Proteinuria

Normal =
Lochia Heavy / Foul

Gieguior Clear / Pink —
Green
I TOTAL YELLOW SCORES

(@]
TOTAL ORANGE SCORES 73
Nurse Initial J@




Early Warning Signs

[ Obstetrics and Gynaecology ]

- ~

Complete a Full

& ’

1 Yellow Alert :
Repeat Observations
in 30 minutes

4

Set of MEOWS
Observations

\- ./

\-

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

\

{

/

\

> 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.
. “ IV Site

Intake %
e Thrombo- :
Date | Time gal':tluuri% Route NG | Diarrhoea | Vomit |Drainage| Uring | phiebitis | Sion.

Score Nurse
Mouth 1V N.G

08:00 am ;
09:00 am penne=E
10:00 am
11:00 am
12:00 pm nes =
01:00 pm N
Total Intake :
02:00 pm |7
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm /
Total Intake : Total Qutput :
08:00 pm
09:00 pm

77
{@ 10:00 pm : i /l
}g\' 11:00 pm D '//_ [) ./

Total Output :

12:00 am -
01:00 am

Total Intake: (o) K M - Total Output :
02:00 am ' T T 1
03:00 am F

~ [0400am| Py o L Ll e g
0500am 19 7 | AP \oonf ' v

06:00am | 9 \ ) r ]
07:00am | ¢ | 6w Y/
Total Intake : TO\ 4% Total Output :

A

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a lot to treat the little.

[ FLUID CHART |

Ik

Children’s BirthRight
Hospital .w

Your Right to a Safe Delivery

1. All measurements in ml.

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

R DR AR

~ Ouput_

IV Site

Nature
Date | Time | i

NG

Diarrhoea | Vomit | Drainage | Urine

Thrombo- .
phiebitis | Sign.
Score | Nurse

RY N.G

08:00 am R(,

/ /

&
)

03:00am | QU [1dhy

£ an

%

4 l

34 @

N

5a

é 10:00am | oL | M of
b\ 11:00 am %‘R@
Vo o]\ [Wo

/ /

—~
—

01:00 pm

. 207

Total Output: | }

Total Intake : 14-1'\
02:00pm | '

1/

03:00 pm

05:00 pm

=

W

Y 06:00 pm

e

/

04:00 pm N
\ &
AL
\ 4] ¢
5%4

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

/ 09:00 pm é\\

©

—‘\f-—-.

. 7
3\7 10:00 pm v
11:00 pm

0\l

Q

v .
12:00 am o

01:00 am

Total Intake :

02:00 am

)

05:00 am

o\

03:00 am
4 M| o WP
\Y
Y

06:00 am

F

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Sheet No. :

Rainbow®
Children’s

Hospital

Tt takes a ot to treat the littie.

[ FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

R s

¢

Intake

-

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

~ Thrombo-

phlebitis
Score

Sign.
Nurse

e

Mouth

LV

N.G

08:00 am

/

09:00 am

/

10:00 am

@ —

R

11:00 am

/

12:00 pm

/

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




. Patiant Sticker

2

Rambow
Children’s
Hospital

Tt takes 2 Jot 1o treat the Mithe,

( FLUID CHART )

ShEet ND, 2 v sesnsessse s

BirthRight’
BY RAINBOW HOSPITALS
Your Right 1o a Safe Dallvery

1. All measurements i ml.

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

'azw; A

Foriad

T ,e«ﬁt *“»%v“

l;%;* %*‘g’%é’-»&»‘ i %““’g‘ Gutput Ao

.

i Rctind

!

IV Site

Nature
Date | Time | ofFjid

NG

Urine

philebitls
Scora

Thromba- |

Diarrhoea | Vomit | Drainage

(08:00 am

08:00 am

10:00 am

11:00 am

12:00pm

0100 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

1 04:00 prn

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Tolal Output :

08:00 pm

09:00 pm

10:00 pm

11:00 fm

12:00am |

01:00 am

Tolal Intake :

Total Output :

02:00 am

03:00am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Tolal Output :

Total 24 hirs. Intake
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Total 24 hrs. Quiput
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NURSING CARE RECORD

i\'\‘%

Rainbow"®
Children’s
Hospltal

It takes a lot to treat the litte.

‘Blrtthght

four Right to Delivery «

[J Maintain Airway and Oxygenation

gﬂiuhin Personal Hygiene
Identify Potential Complications

Goals

[T Relieve Pain & Discomfort
[T Prevent Infection

[J_Maintain Fluid Balance [ Improve Activity Tolerance
<O Ensure Safety

[ Meet Elimination Needs

=
A OGS BB i s e s S S e e e R SR T

_[_Maintain Good Nutritional Status
[l Early Ambulation Reduce Anxiety

Date: %8.5(/2’5 ..........

[]_Maintain Skin Integrity
[ Patient & Family Education

Nurse Name

Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
—
g L ke —
5 N7

[ |

s
£
=
=T

Night
-3

b

) ﬁswxi ﬁ?z ?f%’Mf

) ﬂ 7 é”/f V6ehaty

‘S’/n'

Sipt

;,>;@&ﬂ/w'%7f rel
Sy yreudntedr TO

D psobect Hep/

G Al

/ﬁ/lW/ |
Sfald

Lbanf

! (/4
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HNH-00011462

] Maintain Airway and Oxygenation

1P26-00006398

%z

(] Relieve Pain & Discomfort

1 Maintain Fluid Balance

1 Improve Activity Tolerance

[[] Maintain Good Nutritional Status

[ Maintain Skin Integrity

d\an{’

_§ ] Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs 1 Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications [0 Ay Oers: SOOI st i s T T S S B e s
Time Plan of Care Time Implementation Evaluation Re-Assessment 'fa'"é?ﬁn'!?ﬁ‘r‘ﬁ
IASes Y pt dhseted the P
Bpm L 1w -
) &AM tondu b= - 54
Cordi Hon , )
£ P bl oe gy |7 WSS shedd Yot petievtls
2 I 6 oy d :
2 | ag 7 Do ot * Su M
D Poh ga nadin | poi A el rld
WM 2 A the pt ondikm . [pw B Anoned. the pt condli b
. Dmonddey the vy | Prondved the vidols -y o 15 stable D e anpud
8 P Muatan (o chut. D alintet ned e Q\WN Noto the | 1 @‘/
< %(!N\L% q/ruq as pev . Ol\fug -;}C&“lc}& Q]/fuﬁ (B PO/d\{qgr . , f{o J UMQ : MQJL('
o0 (‘_\"t(b.f o Ac\m)*
T — Aot dha & L Asgees dQa {—-
o toocbon ! || conditon P —Now  pb i |—Recheekec)
=| X0 '*“400{1[0’3 . dhe ‘//4 % —W)onnlon e '/[S <Jeable HULV/& ®—'
E%ofo—Mw tain ke Ty 0o Maounteun s IID
A ad  pen Ly aA  PRY




A
HNH-00011462
Mrs PERALI REVATHI
01-00-1“7

1P26-00006398

28Y11M21D  (F)
WAPNA SAMUDRALA

"

K

)

NURSING CARE RECORD

)

W \ T
Rainbow® . oy
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. Your Right to a Safe Delivery

Date: Qﬂjsl‘&.ﬂ .......................

©» D Mainta'fn Airway and Oxygenation "] Relieve Pain & Discomfort (1 Maintain Fluid Balance ) Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
- ) Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety [l Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications [0 ANY DINEIS. SPEOHY.... .ttt ieteetsietetes et es e et et s e et et e e et s e ettt se st et eaes st st sn e e sans
Time Plan of Care Time Implementation Evaluation Re-Assessment ';"?i:ngm:
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i
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e« | 11 Maintain Airway and Oxygenation {77 Religve Pain & Discomfort [0 Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status O Maintain Skin Integrity I
'g [J Maintain Personal Hygisne [ Prevent Infection [ Meet Elimination Needs O Ensure Safely O Early Ambulation Reduce Anxiety O Patient & Family Education
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; : - Nurse Name
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NURSING SHIFT HAND OVER FORM

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

Z | Diagnosis: Any Infection: (1Yes [INo [l Not Known
g NV P If YeS Specify: ..ccocvvvieieeeeeeceiccee e
5: Surgery / Procedure: Post OP Day: -
o | Date |y 4, s <
§ Shift 'V-'Aﬁng C Y
& | Medical Condition — e —
% | (Any special condition to be noted): il -
‘ .
= | Diet WA L oA ua [ ows | oddid
Allergy: 1Yes | ,ul'(o O Yes r.‘u'(o 0 Yes LNe | O Yes,pl’No T Yes &No |~ Yes 1 No
Ventilation (RA, NP, NIV, VENTI): N = - | —
Tubes/Drains/Catheter: «/E/ Yes [1No | /es [1No |1 Yes-=M0 | 11 Yes j#No [ Yes =TNo | I Yes (2 No
= | Vital Signs: Tmp: O ) | aaf | 2.90|q&Flag.qF
= Res: | qf) ng | wbly | Wm | adlk
2 S0, \®D -k 4/ | WY %/,
2 Pulse: | 90 g 3 \bl, BUHA\ fbln
BP: [ \WOWD [w¢ \5¢ | tie [ (U275 117/21
LOC: = — = -
Fall Risk Score: o - — il -
Pain Score: — — s v =
Skin Integrity | — Coo d G]aedp Koo d
Safety Needs: ./ Yes 1No| (1 Yes 71 No [~*Yes (1 No [i~fes 11 No [&+Ves I No | Yes L No
Physiotherapy: — | Qi - — —
g Others Specify: |1 Yes~No |1 Yes NG |71 Yes =No | Yes.”No | Yes =No | Yes CINo
E . Special Diet: _ « A - - =
e Critical Lab'Test/ Values: - = T 33 ()5 — A S6
E | Other Special Orders / Medications: Yed INo | Yes (a0 | - Yes &-No | 0 Yeg~No | 1 Yes =No | 1 Yes [1No
o
2 |PU Prophylaxis: Yes Mot Yes (KT |1 Yes o |0 Yea”No | 0 YesNo | 11 Yes 1 No
DVT Prophylaxis: " Yes ™No |01 Yes No | [ Yes—=No | - Yes” No | = Yes =No | (1 Yes c1No
ADL (Dependent / Non Dependent): | Ny —_ — —
Post Operative Procedure Special Orders: ‘ (\\ﬁ =
:anded Over By Name : Cé;wé‘ 2 ‘:é\y'\ mal«i ‘ S _— m}l_l
ignature / ID : [ = 7> )
Date: W\W A¢ ) Is{v | 2] 5]
i a7 w2\ NG| RETV 93/ U
L ierm [ eom. | Ram Ph
f \l | Lj
Taken Over By Name : €, ) J,L\_ ona ki mak:
Signature / ID : A L R, @
Date: J'? b ”—fS
o al ¢ 1] 99| 9] 5/ 28 )s/20
Time: g A M 9\@)” 8'Dm 9 om
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. 1ST 0 ®
Patient Sticker ER:?.II?CI{) r%‘g's . Bir tthght"
Hospital . BY RAINBOW HOSPITALS
Tt tokes 3 kot 10 treat the itle, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: [3Yes CINo I Not Known
E If YBS SPECITY: cveereereeererrenrreersersenraen e sneans
= Surgery / Procedure: Post OP Day:
g pate Shift
E Medical Condition -
=] {Any special condition to be noted):
< | Diet: ‘
Allérgy: [IYes ONO|O Yes ONo' O Yes ONo O Yes ONo |0 Yes ONo |0 Yes TNo
Ventilation (RA, NP NIV, VENTI): )
Tubes/Drains/Catheter: OYes ONo|OYes ONo |0 Yes O No | O Yes O No {0 Yes ONo|OYes ONo
| Vital Signs: Teﬁ";gf
= :
7 Sp0,:
2 R Pulse:
BP:
LOC:
Fall Risk Scare:
Pain Score:
Skin Integrity
Safety Needs: |C Yes ONojOYes ONo|DYes ONo|OYes ONo|DYes ONo | Yes LINo
Physiotherapy:
E Others Specify: |OYes ONojOYes ONo|OYes O No |0 Yes ONo|DOYes O No | Yes O No
E Special Diet:
E Critical Lab Test / Values: ’
E [Other Special Orders / Medications: |0 Yes ONo{O Yes 01No |03 Yes ONo |0 Yes ONo | D Yes O No | O Yes O No
E PU Prophylaxis: O Yes O No|OYes ONo |3 Yes T No|OYes ONo | Yes UNo | Yes ONo
DVT Prophylaxis: _ OYes ONoi{ClYes ONo|OYes ONo [1Yes ONo|OYes ONo|OYes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders: |
Handed Over By Name : 4
Signature /1D : . -
Date:
Time: t
Taken Over By Name : I i
Signature /1D ; .0 ]
Date: . v
Time; : i




::u;o:g:aﬂz‘ 1P26-0000394 :) ':) %
01-08-1997 20y 11 " Rai I'Ib:i.)“!le . . g
nms,\imim sy e m Children’s ‘ BirthRight
i H BY RAINBOW HOSPITALS
I [ CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g)ammsorosms
22- S DAY-1 /s DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ N @j E N M E N Remarks
1 | IVsite appears healthy |\(|30b:glrf\1’2 ggﬁml;ms/ 0 O |V A [ | pp
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula V) Pf L\ ba
* Slight redness near IV Site Nk
; :‘;"g d‘gst_“’”"w'“g Signs Early stage of phiebitis / > i g
: : Resite Cannula (\'P« N@L "
Pain at IV site Redness
i é’f The following Sighs are Medium stage of phiebitis /
evident : : X
4| pain along Path of cannula ?esrttg Catnnula Gansider : V)8 N\ VR
Redness around Site Swelling fediion l\] P‘
Al 3 Kihe fgilgwing Signs are Advanced stage of phlebitis or
evident and Extensive : e
5 | Pain along Path of cannula tr?: ;‘taerégmrlgnegﬂgmzemw 4 M R
Redness around Site 1 ?\] ﬁ
Swelling palpable Vengus cord reatment
All of the following Signs are
evident and Extensive : Pain ;?;ﬂgggh?;%%?sﬁ
6 | along Path of cannula Redness s : 5
around Site Swelling palpable Initiate treatment Re site 1J A U ﬂ WP ”ﬂ
Venous cordpyrexia Cannula
Signature of the Nurse | (0 (Zzw) @,@)

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

Signature of Shift In Charge :

Signature : .............. g/«) .................. Name : 8,_,(49;,%‘&. ...................

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

Signature of Ward In Charge :

Signature : .............
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HNH-00011482 1P26-00006398
Mrs PERALI REVATHI
01-08-1997 28Y11M20D (F)

Dr. SWAPNA SAMUDRALA

P

BRADEN 'Q' SCALE

o

"%
Rainbow"
Children’s
Hospital

1t taskes a lot to treat the ttie.

@ BirthRight

BY RAINBOW HOSPITALS

Your Right tG 2 Sale Delivery

UNARRMMIRT - ST TP
Time : 521[2\.\,} G | M

1. Completely immobile:
Does not make even slight changes

2. Very limited:

3. Slightly limited:

4. No limitations:

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

of physical activity® Confined to bed

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

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

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

Ie

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.

Sensory Perception

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.

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

Moisture Degree
to which
skin is exposed
to moisture

2. Very moist:

Skin is often,-but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen oply requires changing
every 24 hours.

15
=S
£

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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

1. Very Poor:

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.

Nutritional Usual
food intake pattern

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.

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

oy

Severe Risk : lessthan 9 | High Risk : 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

%
13

{
N



, 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
o Regular Turning Schedule _ .
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels , Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure mattress overla
“ 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 o
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
+ Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequentiy Alternating pressure 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

severe pain or with additional risk factors,

Alternating pressure matiress overiay

i'

-
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Or. SWAPNA ayDRa 4 0 (F) | Rainbow”® ‘ .
| I ”mmmm””mm Children’s @ girth Right
- Hospital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e . || (R o s st
) Date / Time ' g . .
Choose Highest Applicable Score from each Category S % [r /26 7'3/{ {—\ Q?/s‘“ Fall Risk Grading
core /\j/ £ 0N g
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level M“’sihﬁ:'s')sm'e Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 p 0 &
. . Yes 20
IV / Heparin Lock or Saline . ; 79 20 o Implement
0 Moderate Risk 25-50 Mndera;e Fal
Impaired 20 Preventhn
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 Implement High
Forgets limitations 15 A Risk Fall
Mental Status = s o T . O % High Risk 251 Prevention
i ol Q Intervention
Total Morse Fall Scale Score: rzf) b 2
\
Signature Q @7
&
Tick (") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always cal for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital ] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[T] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

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







Patient Sticker

J

Morse Fall Risk Assessment Form

3D

2

X

Rainbow®
Children’s .

Hos

pital .

It takes a lot to treat the Jitle.

A

-
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safa Delivery

) . Ti
Choose Highest Applicable Score from each Category Datseclor;me Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months} No 0 Risk Level Morstzhlflgg)Scure Action
Secondary Diagnosis Yes 15
{more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Risk 0-24 ;
Ambulatory Ald Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Safine :es 20 Implement
0 0 Moderate Risk | 25- 50 Moderats Fall
Impaired 20 rrte"e"t'g“
f ntervention
GAIT / Transferring Weak {uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations o Risk Fall
Mental Status e — s High Risk 251 Prevention
(Oriented to own ability 0 intervention
Total Morse Fall Scale Score:
Signature

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

I Use chairs with arm rests

0 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 andfor supervise ambulation. Reinforce 10 always call for assistance

[0 Hourly safefy check

(3 Assess patient after visitors, leave to ensure safefy measures in place
High Risk ( = 51) Apply all low and moderate tisk interventions, and.
] Initiate constant observation by healthcare provider as appropriate to patient's needs
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HNH-00011462 |P26-00006398
Mrs PERALI REVATHI
01-08-1807 28Y11M20D (F) ) ]
—— Dr. SWAPNA SAMUDRALA Rambow . A
S T T chidren's | S BirthRight
HOSpital ] .sv RAINBOW HOSPITALS
PAIN ASSESSMENT FORM R takes a ot to treat the Mie. Your Right to a Safe Delivery
Pain Stofe . . Modifying | Patient / Family . :
Date Time (0/10) Location Duration Acuity Character Faclors Educated -Intanenlmn Sign
[J Continuous | [1 Acute ] Sharp (] Dull [ Increasing [ Yes ﬂ//ﬂ\ /
‘J\g h/b \D Y}'I/\ f Mf@ Ny | O Intermittent | (J Chronic ] Aching [ Burning | [ Decreasing | [ No ’ BN
] Continuous | [ Acute (1 Sharp [ Dull [ Increasing | [ Yes “‘t &
")X\S—b,kx } \ Sq'k @,7 “fD M A | o Intermittent | [J Chronic [ Aching 1 Bumning | [] Decreasing | [ No /
[ Continuous | [J Acute (7 Sharp ] Dull T Increasing | I Yes Vi
C‘L&LZ g 9/9‘“ & /’4./7 [] Intermittent | (I Chronic (7] Aching ] Burning | I Decreasing | I No YCQ
_ [J Continuous | [ Acute [ Sharp [ Dull [ Increasing ] Yes [k H—
9/% b E | @ v %~ | O Intermittent | CJ Chronic 1 Aching ] Burning | T Decreasing{ [ No i Q
[ Continuous | [ Acute [ Sharp [ Dull ! Increasing 1 Yes
W{ ( > l‘)_ﬁn O ,J A [J Intermittent | CJ Chronic (] Aching ] Burning | (] Decreasing | [ No ‘ ] A ﬁ —
! [l Continuous | [ Acute (] Sharp (] Dull (1 Increasing (1 Yes L0/
2 C o L) X —i ¥ — " — . — " . FAa
¥ rr\ Y [ Intermittent | CJ Chronic 1 Aching ] Burning | [] Decreasing | [ No
o [ Continuous | [I Acute (] Sharp [ Dull 1 Increasing 1 Yes = @
D’\}( IDF‘“ W | np [ Intermittent | I Chronic [ Aching (] Burning | () Decreasing | [ No pla
) Continuous | [ Acute (] Sharp [ Dull [ Increasing [ Yes o Hia
q}\( 20m D) Lo MA [ Intermittent | | Chronic (1 Aching [ Burning | (] Decreasing | [] No o @
[ Continuous | 1 Acute ] Sharp ] Dull [ Increasing ] Yes N
Qj’\ﬁ E,arf\ 0 L(ﬁ NP [ Intermittent | [} Chronic 1 Aching ] Burning | [ Decreasing | [ No S @V
[ Continuous |  Acute ] Sharp [ Dull [ Increasing O] Yes i
28 /5- ( Ol o VA o . : ; = ok o . . ot
?f‘h [] Intermittent | [ Chronic "] Aching [ Burning | ) Decreasing | [ No e
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
c) Prior to pain pain-relieving intervention,

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)

Numerical Paln Scale (Obstelric and Gynecology)

& ——

No Pain

No Hort

——

Hurls Little Bit

] 1 I I 1 I LIS 1
3 4 6 6 7 8 9 10

Wong - Baker {Pedlatrics) Above 7 Years

coD®®®

Hurts Liite More Even Mare Hurts Whole Lot Hurts Worst

{4

M SCORING
CATEGORY X
1] 1 A 2 ) “'_
. ’ Occasional Grimace or Frr'own, Fﬁﬁu&n‘t 1o constant frown, F
Face No Particular expression or smile withdraw, Discriented quivering chin, clénched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or]egs’jbrawn up H
A |
! | Laying quietly normal position, Squirming shiffing back and " .
Activity maves easky forth, tense Arched, right, or Jerking
- ™ [l
. Moans of whimpers occasional Crylng steadily, screams of sabs,
Cry No Cry (Awake or asleep) complaint _ frequent complaints ,
- Reassured by occasional touching, , .
i Content, relaxed hugging, or being talked fo, Difficutt to consolg or comfort
Consolablity distractile \ g of
Neonatal Pain, Agitation and Sedation Scale {(upto 1 Month)
]
Assessment Sedation Hormal Pain / Agitatlon '
Criterla
-2 -1 0 1 2
Grying No Cry with painful | Moans ur'cries Appropriats crying Netj Imitable or crying at | Hiph-pitched or silent-
Irritabitiy slimuli eninimally with painful | {rritable intervals consolable | continuous cry
stimuli Lt b+ 7| Inconsolablg, .
Behavior Stals | No arousal to any Arouses minimally 1o Appmf)ria:e for Résﬂess. squirming Arching: kicidng constantly awake
stimuli stimuli gestationat age Awakens frequently | or
No spontaneous Little spontaneous ( Arousss minimally / no movement
movement movemnent Vo . .1 Y| (not sedated) A
Facial Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expressian! Aniy pain expression
Expression | No expression with stimul intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed handsand | Intérmitent o 1| Cantinual clenched ! -
Tone Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body Is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Witin baseline or | Incfedse 10-20% | Increase greater than 20% from
RB, BR Sa0, | stimul variability from normal for from haseline baseline, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of syng or
recovery fighting ventilator

=/




D

>

::H;?:,:L“:gv,‘m 1P26-00006398 ,/// L
IIIIHIIIIIHTflIlﬁifIﬁﬁIMIIIlII ’ URINARY CATHETER BUNDLE CHECK LIST ghlgbm', ‘gggngmggf

Date of Insertion: @, 62,_() Lj— ............. Da-ti of Removal: ..........coooeiiiiiiiiiii

Parameters Date Shift Time ™ QW S_C/

Need for the Catheter Yes ['1?35’ J2¥es ONo | COYes CINo | ClYes CINo | ClYes CINo | ClYes CINo | [lYes [INo
Hand Hygiene ;LYes [INo | EYes [INo | CIYes [INo | C1Yes CINo | CiYes CINo | CIYes CINo | [JYes CINo
Usage of Sterile Equipment AYes CINo |-TYes CINo | ClYes CINo | CIYes [INo | ClYes [INo | CIYes CINo | (IYes [INo
Is the Collection bag below the level of bladder })ﬂas [INo |—=1Yes [INo MKD No | OYes CONo | CJYes [IJNo | TlYes CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) Yes [INo |-=+Yes [INo | [CIYes m [(1Yes [(ONo | ('Yes [INo | ClYes [INo | [ClYes [INo
Is Catheter dated as policy ATYes TINo | Z¥es [INo ﬁYes ONo | O Ym [IYes [INo | [IYes [INo | CIYes [INo
Collecting bag is been emptied regularly? JYes CINo |~TYes [INo | [IYes [INo | C(IYes [INo Mu [lYes CINo | CIYes [INo
Maintenance of closed system for the catheter _FYes [INo | &#Yes TINo | CIYes [No .E Yes xJ Noﬂ ClYes O Noﬁx i S¥es [INo | CiYes LINo
Dressing clean and dry? Aﬁ'fes ['No —E(Yes [INo | CJYes [INo \{{ eeéw[\fijﬁﬁ( [1Yes CTINo | CIYes [ 'No | CIYes [INo
Is the line removed as Policy? /Q'(és (ONo | [1Yes CINo | CJYes [INo | [JYes [INo | CIYes [CINo | TlYes [INo | [lYes [INo
Performance of Perineal Care ~TYes [No |_+Yes CINo | CYes [INo | [lYes (INo | (IYes [INo | CiYes CINo | [lYes [INo
Onset of New Fever OlYes,~=MNo | ClYes==No | OYes CINo | ClYes [INo | [JYes [INo Yes CINo | [1Yes [INo
Asses for the leakage at the site of insertion /Jﬁs INo |+~Yes [INo | C1Yes [INo | [lYes TINo | [IYes [INo | C1Yes CINo | [IYes [INo
Name of the Nurse Na{ﬁéét’ ma}\_{"

/
Signature of the Nurse @ g’}‘

Docu. No. : RCH /FRM / CLINICAL / 114
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HNH-00011462

|P26-00006398

m:::;u R“AI‘:"'""”D m Raingfﬁw” & BirthRight
r. SWAPNA SAMUDRALA hild . i r i g
R Hospital * | ()rsemorosnas
DRUG CHART
Date of Admission; (\!l[uﬂ%&)l& Drug Allergies: .............. t“‘d .................................. 1 Not known any Drug Allergies

FOR THE SAFETY OF THE'PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
ﬂ 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)
. Dater
DRUG : Tigne
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
ﬂ . Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date*
DRUG : Tie
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-00011462 1P26-00006398
Mrs P REVATHI
01-06-1907 28Y11M20D (F)
Dr, SWAPNA SAMUDRALA
m ”m ""Imm"m”llmm'" REGULAR PRESCRIPTIONS Weight. ........oooov.. ward. ........cooevenne
DRUG: 1. CEF1rIME TDi?'[t,‘Z’g'a\"

Dose Route | Frequency |Start Date
pcemql fo | BD (2215 [ X

Name & Signature of the Doctor \
Starting the Drugs:
65 D‘. \\oveeva

Additional Instructions:

ok
\
e
Fr
Bk

W

pAtTee CeoDd

Daily Doctor’s Endorsement by a Sign o~

- Datera\) :
DRUG - - PAN To PRA 20l € Tine \ ‘e% |

Dose Route |Frequency |StartDate| | .y =, f
acn§| po [ B |22l ERYXTH
Name & Signature of the Doctor \
Starting the Drugs:

(PO Dv Noveera

Additional Instructions:
Y
LERORE FeoD: EAN7}
(4%

Daily Doctor’s Endorsement by a Sign

Date»
DRUG : 1 TARACCTA ML Timeﬁ){o‘

Dose Route | Frequency |Start Date

R
Scaemq | PO BD  [2218 w’\y:?,

Name & Signature of the Doctor \
Starting the Drugs: ﬁ

@ Dy Novee—a

Additional Instructions: mw-\
AbTe FeoD

Daily Doctor’s Endorsement by a Sign 0
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DRUG: SYP- DuPHALAC (DA
Dose Route | Frequency | Start Dt. i
S\ | P | D |oals
Name & Signature of the Doctor
Starting.the Drugs:
De-\Nbvee—a, DL
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Additional Instructions:
Daily Doctor’s Endorsement by a Sign o /
e
pRUG : O(net- METRE MO 4 Ze [Datel o B
Dose | Route |Frequency |Start Dt. '\\ D¢
Lih | BID | 221s N X
Name & Signature of the Doctor
Starting the Drugs:
‘D\ . }\hb e e~ 7 gq" K_/
Additional Instructions:
W
Daily Doctor’s Endorsement by a Sign b
Dater
DRUG: 7. CCrexime Ti eq‘é\
Dose | Route |Frequency | Start Dt. _
o e kb
Name &Signature of the Dogtor =——
Starting the Drugs: }J
Additional Instructions: A
T
Daily Doctor’s Endorsement by a Sign
DRUG : Dater
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor
Starting the Drugs:
Additional instructions:
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Sheet No: ............. REGULAR PRESGRIPTIONS Weight .............. Ward .ovvveevenrinenens
DRUG : o .

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctar’s Endorsement by a Sign N

* rd
. Date “;5..
DRUG : Tiime

Dose | Route |Frequency |Start Dt. o f

v

Name & Signature of the Dactor
Starting the Drugs: 7

Additional Instructions:

"

Daily Doctor’s Endorsement by a Sign

A —— —  p———

DRUG : Datey : oh o e ,
Dose | Route |Frequency |StartDt.|
) 3 N . r 4 ~

Name & Signature of the Doctot g _
Starting the Drugs: ‘
Additional Instructions: R

o
Daily Doctor’s Endorsement by a Sign
DRUG : %f;f;

Dose Route | Frequency | Start Dt

Nama & Signature of the Doctor
Starting the Drugs:

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




|P26-00006398

::Ir:::run:wﬂﬂl Weight: e Ward. ..o
01-06-1907 28Y11M21D  (F)
[ Or. SWAPNA SAMUDRALA Date»
| |“ |“ ‘l““““l““lm“‘m‘“m TIU']E [ Nurs& Sig. [ Nurs‘?' Sig. l Nurs£ Sig. I Nurs': Sig.
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DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO ute Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose pier foss Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: = = Dose faces
f Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme [ Nurs‘e'Sig. l Nurs_:Sig. Nurs‘e’Sm, l Nurs‘:'stg,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
ROU te Star’( Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Ohes fess Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose . Dee Dose
{ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
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" iifinn ) Rainbow”

Children’s | @ BirthRight

Forre Ko twd-— Hospltal BY RAINSOW HOSPITALS
nnnnn the bisle. Your Right to a Safs Delivery
STAT / ONCE ONLY DRUGS
INBINIO s i dhorsmissossniisnsinssonisssases aninissnsiontissiasiosviisnisastibssnpineabibhtiessmaiantars Weight: .................. kgs
- E1 172§ [ R—
e e DOSAGE & OTHER SIGNATURE
MEDICATION INSTRUCTIONS ROUTE  "poctor [ Nurse-1] Nurse-2

OJ\;CLX-; Bl2oPwn InJ-EFothtime o \\ ;ééj' N/[M
' =T

Docu. No. : RCH  'FRM/ CLINICAL / 136




/ ( ! / f ’ %
HNM-000 11 4c.. Z“'ﬁ‘d‘éﬁ A . Rainbow’
| e 25-000353, 30 l : Children’s BirthRight
S 01-08-1037 “T”’ . ! Hospital . BY RAINBOW HOSPITALS
Dr. gw, 2 takons  lot 10 trest the Bile. Your Right to a Safe Delivery

I//I/III/I/II
Nu’!’”rf{””{//.m \SSESSMENT FOR OBSTETRICS PATIENTS

§

LZ 3' L. TIMe: vooofoon L#J';éﬂ’
0 ~ 26 kg/m’
Origin: jV\}{A'*’ﬁ ............ Height: ..... "}W Weight: . /5 ? / °7°’ BMI: —-28 kg/m*
~ 30 kg/m’
Food Allergies:............ N 5 - - T
Diagnosis: ......... /\J\/) .......................................................................................................................................

TpeofDiet Cllid  OSot  2Nomal O Diabetic

D{egetaﬁan ] Non-Vegetarian O] Vegan
Diet Advised:

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

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

Patints/ Atendant's Dietician’s
" Signature: .. ”...égl(f}{

NAIME: .coeeeoerseeeeeeressssssessssnsssessessssssnessessessssessessensesees Name: ........ @%u A. J‘E/ . ;ZA ,«Za(lxuy
Date & Time: ....<.. 2// 5 /M, 2. Z/I/w Date & Time: . 4.4/ /. b3t 24 57 ﬂ

Doc. No. : RCH/ FRM / CLINICAL / 195 ®T.0)

Signature:
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Notes
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Rambow
Children’s
Hospital

It takes & iot to treat the littie.

N

MEDICATION RECONCILIATION FORM

DrUg AIRIGIES: ovo kL. oo

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

| 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: oo ShIfted 10: ....ovveeeiee e,
0| cnen sy | oSy | ro M,y | vy | SATOOS | oo
1| Tyen  (a . e | Plo ep.  |2y)os |=€ Onc
2 [JC [IDC
3 (1C [CIDC
4 Oc CDc
5 Jc OObC
6 (JC (JDC
7 (JC [(JDC
8 [JC [JDC
9 (1C [IDC
10 (JC ODC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature ; B—nngﬁ&w ...... o s

Date &T|me ............................ ﬂp C ..... f ST M
Nurse Name & Signature: N&MW&Q@M

Date & TiMe : ............... %11@[&{9@1“309)”"\

Docu. No. : RCH/ FRM / GENERAL / 090

T —
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Rainb’Bwf ® - C
PARTOGRAPH Ghlarer’ |\ immnin:

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Labour: ;}Sﬁnt T1I0L-PGE1 [CIE2 [1Others MalernAome 1 Pyrexia CIHTN [ Others

Indications for I0L-Accel: [ None ~="Oxytocin Liquor: }ﬂﬁequate [10ligo ' Poly CIClear
Memb. Repture Type: [ SROM [ PROM -=TARM CIBlood IMeconium [ Cord:—.@ ............
Presentation: Z’ﬁex ~IBreech  []Others Shoulder Dystocia: [ Yes AZJ/NO

sl
Anesthesia: %ﬁé

Non-epi: [local  [ISpinal [ General - ceT "I Retained L/ MRP
PPH: I AMomic [ Traumatic  (=None

~ DEL

pidural Placenta: Normal [ Abnormal L1 RPClots

Del. Type: +SVD (] Asst. Breech [ Twins

Lacerations: ........ !wg ....................................................
9~ g%::::tof FO;LL(;W e Cervical: ............. .»-J .....................................................
Indications: ..... "‘p ............................... Perineal: ................ ,@9 @ toline vaoy | u\ﬂ_
Application, Locking & Traction: ... ~...........ocooiins Others: ..........ccooooveeveeeieececeecens AL Oéi':;; 71
5uratifo: (:: Instrumerit_a_tion: ..... B e v s e A e Prophylaxis: /Sﬁ:}non Prostodin

0.00PullS: .........0
—— % o Blood Loss: ........... BOOAD e
P Zﬁleys 1 Plain Blood Transfusion: .................ccccoovviiinniieicceenee
Perineum : [Intact L Episiotomy  Tear Other Details (ifany):.............cocovvvrviiiic e
Suture Material Used: . (2 q_f\,cq Umzv;ffND'ﬂ Ractal Examination: M.v.£01.0. 2SO .
1st Stage: ............ &-bﬁ(’*“ys .............................. Gender: .......... MQJ’“‘ ..................................................
2nd Stage: ............ LOAASD e, Weight: ............ LN
3rd Stage: ... LOYNER e APGAR: ... B[ oo
Duration of Active Pushing: ... EAaE Date and Time of Delivery: .25 [ 2652 3 1324
NO. OF VE'S: .o Bt tw Doctor: ... Dralaanc [’} Dac S AT AT
LW Sister: .50/ NMW'V&LO\ ..........

Docu. No. : RCH /FRM / CLINICAL / 143 (PT.0.)




Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis
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2 77

) 7 ’11 /’//‘
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Test

Amount
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PARTOGRAPH

Name: .............. .o RN\' ;

............................................................... Obstetrics FOrMUIA: .........0.cooieeecceece e e Blood Group TYPE: .....cvveeeeeeeeeeeeeeee
Memb. Ruptured:  SROM PROM ARM RISK FACEOIS: ........ouiiiiiiciieciicieisi st

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 2 22 23 24
180

Fetal Heart @ 170
160

Fas
150 >

Maternal I 190 =
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n
N
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D
2
‘&_..

Maternal #
Pulse 80 W
70
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10




Record of Labor: i u,a_ Yo7 PU ¢ bl
N ([(oooq ,W

Fetal Condition: _ ¢, o 4

» . " daa~ &cl/ﬁrw
Progress of Labor: RN d w, )’3'[ (o[>0 f i
Management: Time: ... 5.1 300N SIQNAtUTE: ......... e

Maternal Condition:

Maternal Condition: — OUfg : /MQM@ PA L BGU-’% pv: &3 M'ﬁuf dC%?LJ l'cs.lﬂ_%
Fetal Condition:  _ Qoooo f= COOb]M_ Cﬁqu—a’& @/95\ Ny 5;14\ *"D}\EQ: g
Progress of Labor: - Av\)a@@ d- LRy - ooy Lamsy.

Managermett:.  — Ed/\u;uf‘"’?‘ )u_afyu—’ dgusn Time: . T2 LO M " Signature: ........... 2%
—

3ol 3u-0"

) /“\ .....................
Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: L1111 SIGNAMUIE: wvvvveveereeeeeeee s

Maternal Condition;
Fetal Condition:
Progress of Labor:

Mgt TIME: e SIGNATUTE: .o

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: THREE st svmmmmmt ot SIGNALUTE: <..vvvvveeveeeeveeeseeeseeee e

€ ¢
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PERAL REVATH ® _——
ra08-199 “"“""m 7 Rainbow’ )

smm Children’ BirthRight
N \\\\\\\\“\\\\“\\\\\\“\“\ Fospital * | () mummostus
wworEIKIC TRIAGE ASSESSMENT FORM

Date: .l/\\gl% ................. Time of Arrival: 1}}9’”’) Time Seen by Nurse: H/ .................

1) Level of Consciousness: [ Conscious L1 Semi-Conscious [J UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

(1 Severe Pain / Moderate Pain U] Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor
(] Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement E1 OthEE BBASEIN: . ssisvvesvsssvvessonmasssissaisssasssan sanasasssionsisisaasaaisnnnisy
- l
3) Vital Signs: Temperature: CL& F Pulse: QE’ - RR: {2@ Sp0,: w@ ..... BE: v Weight: .............
4) Gestational Criteria:
Gravida: P L A
LMP: M\S;U/S ........ EDD: L{’“) ........................ Gestational Age: ... 28 UOED
Uterine Contraction O Yes t«o [0 NA | Onset Time Frequency:
Membrane Rupture O Yes E{ No | CONA | Onset Time Fluid Color:
Vaginal bleeding ] Yes J No | CJ NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes -Q/ No | 1 NA Pain Abdomen / Vomiting
Good fetal Movement NYes | C1No | Cona | !fNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
- | | | | | | | | | 1
Sl 1 2 3 4 5 6 7 8 9 10
—W Worst
possible pain
o LOBAIIONG s s oicesis s e o e do ik A Vs SV A s R e i S AL a5 g e A Y S AN e P N S RN R S e
O D 1o | T Days / Weeks/ Months (Strike out which is got applicable)
N 3 1 L) L e
S B S e e e i v s e T s e e T e e Y T ST e AP AT T e o Tt S S et

6) Past History:
I 11T [ L

D) | MBOIIAE: e vis o cnnoninnSgon sl LRI s o e s 4ob i A S S e 4 e A S R B e s s e S e s
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0,
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Mrs PERALI REVATHI
01-06-1907 28Y11M20D0 (F)

Dr. SWAPNA SAMUDRALA =

T AT

7) Allergy:  [lYes [rNo, IfYes:

8) Current Medications: [ Prenatal Vitamin ;«Nﬁe

9)

one

Prenatal Medical History:

] Chronic Hypertension
] Gestational Hypertension

[ ] Diabetes

] Gestational Diabetes
C1 Low placenta

] Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

[l Category I: Resuscitative (Time to Physician: Inmediate & Reassessment: Continuous nursing care)

(] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

é/‘ategury llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
mm':u“) < 30 minutes
Re-Assessment Every 15 Minutes
S Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
z Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
G E pain <37 weeks (>spotting) >37
weeks
. : Mild hypertension
‘] L Hypertension > 160/110 e
Hypertension Seizure activity and / or headache, visual | > 40/30 with/without
\ ; disturbance, RUQ pain associated signs and
' symptoms
2 ! Atypical FHR tracing,
e \ Abnormal FHR tracing
Fetal Assessment abnormal dopplers
ST . | Non-Fetal Movement Diseased fetal movement
Others = Acute onsite severe + Major trauma « Abdominal/back pain « Ongoing assessment | = Anything that does not
i) abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
» Altered level of » Unplanned and pregnancy ) (for hypertension, blood]  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
| + Cord prolapse » Nausea /vomitingand | « Minor trauma (minor | « Out patient placenta
- Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
| + Suspected sepsis for diarrhea Rh and progesterone
i - Signs of infection (ie injections, NST
dysuria ,cough, fever, | = Assessment for version
chills) - Rashes

Nurse Name : ......

Date: "),Hg

Nurse Signature: ...........

M.acdn...........
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Mrs PERALI REVATHI

01-06-1997 28Y11M200  (F) %
Dr. SWAPNA SAMUDRALA Rainbow® . . -
i (i | @ ernrign

It takes a lot to treat the litthe

LABOUR AND DELIVERY NURSING ASSESSMENT

Your Right to a Safe Delivery

Date of Admission:u..LXT[.D{E..........

Baseline Information:

Admission From: \yr 1 0PD '\/Mmission Desk 1 OMhers: SPECIV:.csimvimmminmsmemsissiismizmsig
T Telugu

Primary Language: ] English U1 Hindi [] Others

Do yourequire aninterpreter? [IYes No

Source af Information: [ Patient %n;y 1 Others

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

T L s e b T A 2 e P T B OO T Do o o oS e R o T EE T oo

Allergies: [1Yes [ INo [ IMedications ] Blood Transfusion ] Food IS0 15 ) e e e e SR e '
IEVES OB v oot s s sayias sisw vesiesssinaoss st soas ihons ot in e obdDa eSS U SO SR a4

Chiat COMPIRIMES: .....cocnininimiigsasesimerisiveissesiinshiins aiamtis Doctor Notified on Admission: [ 'Yes [INo

.................................. (PQ}\I\QM Name of the Doctor: D‘)’w&f
......................................... e, TiME Notfied: LL/MO

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
= N
Blood Group: @’\,VP .......... LMP; iz EDB: .o Gestational age during admission. .....................
CONTACHIONS: c.vviveee et Vaginal DISCRAIGE: ........ceeeieveeeerieseee e
Obstetric History: G ioveosmiviinie L s susaiens Ao Previous LSCS ................
Height: ........ «... Weight: ............ BMI:

Temp:...q,Dﬁ\ff_.. HRQQQ RR: .. LO.......... BPL’LD% sp0, .. LOBD ..

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

~| Hypothyroidism 1 Rh Incompatibility ] Fertility Treatment
1 Hyperthyroidism 1 Previous LSCS Preterm Labour
] Hypertension | Gestational Hypertension _ Others: «(Specify)
[] Diabetes | Bad Obstetric History
1 Anemia 1 Obesity (BMI) '
[] Twins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)
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01-08-1997 28Y11M20D (F) ’

Dr. SWAPNA SAMUD

L

Family History: yNo/Abnormal‘rties Detected
(] HeartDisease [ Hypertension _| Diabetes [ Stroke [ Seizures [ Kidney disease
1 Liver disease I O Lt e S

Pain Assessment: Pain: [!Yes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)
Fall Assessment: [ Yes [ INo Score...f..... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: "1Yes [No Score (U ........... (complete the Braden Q Sheet)

FUNCTIONAL S(:flEENING: If a patient needs assistance with any of the following inform consultant
(] Mobility problem (| Walking Problem ‘o Abnormality Detected
("] Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight (1 Poor Appetite > 3 Days ty&ﬂherapeuﬁc Diet.
(] Under Weight [ Diabetes Mellitus " No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

[]Calm & Cooperative [] Restless ["1Depressed (] Agitated ’\'Zéonfused

(T OMUBES ity i oo 58S RS oo G NG RS KA e AR s WS g A s RS
Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ 1 Single l‘y/arried "1 Divorced yﬂow
¥ No Alcohol Abuse: [ 1Yes ™No Drug Abuse: [1Yes %

2. Special Habits:  Smoker: [ | Yes

SOCHAN HISTOTY: LIVES WIE ... s es st

Orientation has bee:m)en regarding the following aspects:

Call Bell in Reach : ;/Yw’ﬁ No Waste Disposal Explained:
Infusion Pump: ¥Yes [INo Hand hygiene Explained:

¥

Above information givento ............ P &ﬁ'@m ...............................
' & Reveldln
Name of Person Orientation was given to: ......,...eo0m i) LY £ MEAL AL .

U1 Others
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Uiy fosprca " | (@ racmestt

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

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
] a.Yes 1 b.No

P 1 1[0 T 2 1= 1o AP RRPPR

3. Nipple condition:
a. Nipple well formed

1  b. Flat nipple
0 | c. Inverted nipple
1 d. Short nipple

4.  Milk flow:

O Good
,Z/Z.‘ Drops of colostrums

[0 |c.:Dry

5.  Steps for Positioning and attachment:
[] a.Baby goes to the breast
[0 b. Mother always sits with a back support
[l c. Ear-shoulder-hip should be in a straight line
[ d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
] a.Yes
O b.No

7. For Caesarian mothers:
(] a. Mother is required sit and feed from the 4th feed
O b. Please explain football hold

8. NICU admission: N @)
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AAGIIONAI MOTES: ....v.vveeteeeeeieesiets et es e e e es e e e e s e s e s sseseseseseseseseseeeseseees et e e et e e et e e e e e e

Continuity of Care: Date: 2)/){'%{

Dassess Yt P (pndUden

D bl are  dvakd ¢ o€l nded
- W o dpstt NS YA far pi o
S ond LHJ/}/ DR £ }u' vel)

Handover given by .............., C?//} M%L ............. Handover taken DY .........ccoovevciviivemeiieccs s
SIGNAtUre .........cccevriviererninnnsesennne ﬁﬂ ......................... SIGNATUTE <ot

Date & Time: '21({ ...... (%QC{BM DD & TIME: i fiemsismssstagssonses
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Rainbow"® . -
Child_rerll’s ‘Blrtthght
CONSENT FOR SPECIAL PROCEDURES faspital el
.......................................................................................... Gender: _ |Male Eemate/'
Department : oAV oo Date : 7J//r ..................
. M Ve

The doctors have clearly explained to me that the procedure has following possible complications:

A5

i s LD Cc;,.-uﬂb‘vbr'\.;}' )

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

The doctor have explained t/

me aboutthe alternatives,

......................... oducondss. /. 43%7//Cff~%w//ft/u

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

risks and benefits for this procedure that :

| have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: .........

Patient Attendant :
Signature : .Sz @J\'E_‘L. ...............
® :

............................... P/

- Lo 71{ JL?N&L-

Witness :

Signature : ....... v\{»ﬂ% ..................................

o \/MM ..............................................

Name
¢ / X y q .
Relationship with Patient: ............ ’(Vf .................... Date & Time : ......... 2w A [/Q(ﬁ’«r
Date & Time : ... 2. 2/l 7Y ama-

Docu. No. : RCH /FRM / CLINICAL / 019

Doctor (who is taking Ihp{ qkrflsenl) ;
| (v

SIGNALUTE  ..oveoiinsessisinis l.....fﬁ......) ..............................
Name: ......... Q ...... 2 ”/ ‘/[‘f ......
Date & TiMe o 2 S







«07/
R . o
C}a'lll?c?r%vr\:s ‘BlrtthgnhLE
INFORMED CONSENT FOR VAGINAL BIRTH Hosphat | e
Patient Name : Ip ...... JZ@JVC"J(JU ..................................... UHID No : ONH ool ER..

Gender: [ ] Male M’ﬁnale Date:..?i?.’f.@..ﬁ?&% .............. L1111 RO

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the procedure: ..... (;Djl SUUW#’( . S ..................................................
Consentee : M Patient Attendant :
Signature ; ... ¥ YV VA Signature ; ........ WM .....................................

NAME ..o e Name = .. NOSAS .o
Date & Time : ... Q. 2.].5.1.0. k.. @ ’( ).Aw) Relationship with Patient: Jl"l"\‘&%‘“*\d ...................
Date & Time : .2..2-].5./90.6.@...1.4

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

Signature : ... NAGVEMAS . Silte @ _____________________________________
Name : Mm«e&%\lﬁ\«t H.... Name : @/xﬁ’qﬂﬂﬁtf"%\/ ..................
Date & Time : %\SL%@lW * pate & Time : .. L. 0.0 [ 220 (2 1247 .

Docu. No. : RCH /FRM / CLINICAL / 028

h
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Department of Anaesthesiolo Rainbow* . N
o Children’s ‘BlrthR|ght

\\

PRE-ANAESTHETIC EVALUATION Hospital

BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Right to a Safe Delivery
- f) "‘ i Al ; D 0
Name: /O .Q‘-LL'(‘MW([’ ....... Age: ..... % ...... Sex: /(/N% ....... UHID.No : MW/{'_H(ML ........
Date: ..ot ............................. ime: Proposed Operation: f ............................................. oo
Diagnosis: {
B.P/CRT: 103 F-HR Weight: ... q/ﬁ{ ASA Physical Status: —1 22 003 04 05
/ Laboratory Data:
GINCOSE: civsnrisssmsimsninins | PIOMIE Snassessismssmassssie HIV sonicalessasis X-Ray: oo
1 Y - |« HE HBS Ag: ..., ECG: oo
CI0al - s, TOIANBIE s HCV: . 2D Echo: ..o
T R 1 | - || SIS e — Blood group: é’{(’bv’ Stress/Anglo: .......
U = o |, - e T |- - N, | (0111 S
Cat =+ voovvoiicviinns. Ak PhOS: ..o T4 .............................
MO+ +: e AMYIASE: oo, L1, E——
Bl =5 cismmmiamnmmmne OUOT] BT fswsstasstiaii Allergies: Al o —"
Medical History: ~ Cvs: /. |
RESP: A/} A VO WA//L) Cham/ wid . /Lcaéfe}abetes:
!
CNS: %L&« ;-’}{JIVC» [ ~dine - Upanén %L{ =
Renal : ( / /
Hepatic / GE : / - Physical Activity: %ﬂc{ QQ/)'I,U
QOthers : /
Past Anaesthetic History: Y
Physical Bxam: (/.
Airway: MPTﬁ B4 Mouth Opening; éu&) Mentohyoid Distance: %#7%>  Neck: @Teeth: o)
1 L= / .
Lungs : /* .
Heart: /
CNS: _ } s
Pregnant: E‘I/YBG/_J No [INA Venous Access Site W/Mwﬁpine Exam for regional : AL
: y :
Anaesthetic Plan: =) MAC W\L [JGA-ETT [JLMA //
Peri-Operative Plan Explained to the Patient: ;)@sj 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
{e (j 1. DVT Prophylaxis :
A LA Water / ORS 2 Hours

- NIL DRAL<Others 6 Hours
. Informed Consent: =-8tandard ~ High Risk

2
3
4. Post Operative Pain Management. ~ Disetrssed with Patient
5. Other Instructions:
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Rainbow . . .y
Patient Stick Children’s BirthRight
atlent stcker ANAESTHESIA CHART Hos pital BY RAINBOW HOSPITALS
I takes & kot tn treat the bittle, Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Cendition: OYes O No Fasting Status:
Physical Status: 1 Patient Identified 0 Consent Present [0 Chart Reviewed
HR: | B.P/CRT: [ Sp0,: | RR: | Last Feed:
Pre-0P DIagnosis: v e veerererserersesssnresssarsesssmasess Operation: ........ eriaaisbernereerarsessbesee e sre st enn e eamnnaas Bate : ...
L1 Anaesthesiologist: ......cveeeee rerebesbsetenennereransane TECHRICIAN: cvvveeseevesrsernneeneerenns
TIME ;
N,0/AIR IO, LPM
HALO /S0 /SEVO Antiblatic
Drugs:
Supposhory
Blood Loss
10, / Sau;
£1C0,
ECG
Temperahurs
Urine Outpad NOTES
2z
Bp 240
¥ Systolic 220
A Blastolic
X Mean 200
« Heart Rate 180
Tourlguet on Tima
Tourniguet off Tine. 160
Throat Patkin 140
Throat Pack Out 120
100
80
60
40
20
10
0
ARG
LAB Valtes
GRBS
Ottiers
7 Equipment Checked and Tamp: Induyction Regional:
Functional 3 HME 3 Fluid Warmer aw ] Inhal Extremity SPECHY: cocerrrrerrrsersrmissaneessensenss
1 BP {7 Cling Fllm F OH Warmer [T Pre 0, BIRSI [3 Spinal 3 Epidural O Caudal
[ Curff SHE: vevevrvensasssans [ Hugger's 1 Cotton Wool 1 Others Others:
O ArtSie e [J Other ] Positian:
[J EXGLead [ Mask [ 8GA ositian:
O Temp Site Times: O Arway  C0ral (5 Nasal Shte:
O FIO, Monitor Anaes Start: e ETT# al cm Needla Size: Depth:
] Agenl Monitor (1130517 ¢ S 0 O C] Nas.al A Cutt Parasthesia m Yas O No
[ Pulse Oximeter 0P End: D ‘Tracheostomy (1 Topical Catheter at SKIN ..ovveevesmneeeenes cm
3 Capnograph Leave OR: ..o vcnmassmssssstnncrens O Drug; Drug Name & Conc:
O Ventila:olr Anaesthesia: 7 Awake i Direct Vision Bolus:
03 Nerve Stimulator g GA [ Videa Laryngoscopy £ Styletta/ Bougie Infusion:
POSHION: e | [ R e ES CA12 O Fiheroptie Block Level:
gional 1oL O 1111111 |-
O Pressure Points Checked Difficulty Why? Comments:
Eva Cara: Line (Size & Location) Transportation to
E‘; ont o cve: [J Bflat = BS O PACU CHicy 1 Gther
O Tape [ ART: G Semi-Closed Circle Relaxant Reversed i Yes TINo [ONA
0 Paddi G 1 Closed Circle
ng O O Other Name of the Doctor :
] Awake O
- Signature of the Doctor ;
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: Rainbow® ® - L.
Patient Sticker Children’s . BirthRight

Hospital BY RAINBOW HOSPITALS

— s
It takes 2 lot to treat the Mtle. Your Right to a Safe Delivery

I\

, POST—ANA%STHESIA CARE UNIT REGORD

Received in PAGU by : . i ived : i
“ Y 2 it ersranas SR Time Received : ............. s Tirme Discharged : ....... vevrerearensassnes
250 : -
210 gfg IV Cannula Site :
% ggg 230 | [3J0,Mask T Masal Prongs
@ 210 gfg 3 Tracheostomy O T-Place
o ';’gg 200 | [T Oral Alrway [ Nasal Alrway
& by 190 -
8 170 = 180 . .
8 b — 170 | Vomiting: OYes CINo Drug: ..
o 150 ::g NG Tube : CiYes [CONo
X :gg I . :;g Drain: IYes [(ONo
ﬁg 120 | Urinary Catheter; [] Yes [ No
) 110
g 133 B 100 | Chest Tube: OYes CINo
& 20 o | woorat Ol¥es CINe
70
A ® 1 wrnids:
(7] 50 .
2 P ig Oral Feeds:
v 30 30
20 20
10 10
0
SPD, ¢
POST ANAESTHESIA SCORE MINUTES
ot AldetsScare) N 5 Teo To 10U SCORING INTERPRETATION
ﬁ:a :g move ; %mﬁ{es 3okmtary or on commmand =2 A
e {0 move vrities Jolumtary or on command =1 § ini i 1
Ao e 2 xgentes Yoastaryo on o =i omy Dig.d{;'r:g?glgm Total Score of 8 is Required for
Able to deep broathe & cuuqh frecly =2
Dyspnea or Bmited breathin =1 RESPIRATION
Apneic L. =0 i i i
e o - Exeeptions to this, are to be exp!ained_ in the
U VS ety kA TR =% mcuLamon space below by the Discharging Physician;
BP -+ 50 of Pre Anaesthetic Jave =0
Fully awake =2
Arpuszbla on calling =1  CONSCIOUSNESS
Hot responding =0
Ol
. Pale, dissky, blotehy, |aundiced, other =1 COLoR
Cyanctic =10
TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signalure
1 L]
Pain Tool Used: [ NPASS DIFLACC OJWongBaker LINPS Reassessment Fraquency:
1. Every eight hours for alt hospitalized patients.
. . . 2, +For post surgical patient, patlent with chronjc pair, patient with severe pain
Angesthesiologist NAME 1 wvvcnrmrmnssssssstsssssssssssssssnssns - ‘ 2 Every 2 hours for first 26 hours
. . , b.  After 24 hours every 4 hours
Anaesthesiologist SIgNature: . eeeeeensniinenn ¢, Ppriarto paln relving intervention
Date & Time: d.  WithTn 30-60 minutes after pain rellef infervention
PACUNUISE NAME:  cevrssommmsmrsssssscns st e sesenss R Transferred to Unithy (PACU): ..o esismssssarsssssassssssarsssserees
PACL NUFSE SIGNAIIIE: seeeemsssmrmsremsssommsimssnnssssmssess st ssss ssss Date & THNEL,.......ooouveenerrenssrametssssssssssmsmsasssssessssses

Dale &TINE, 0 e
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. S Rainbow® . L
Children’s @ BirthRight
e Hospital .Bvamuaowuosmm_s
It takes a lot to treat the litthe. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

2,2/\/ , gL;(QW e Lﬂe'f/l%'\ é(u«?@&”

DB cocviis ot rmsisss s g Time:.d L2 0 PIOCEUIR O0N. DY .....ccocivissmmnivssiiosmmlivasssisimimmim
~< i L3-y )
CSE /Spinal /Epidu Position @me]a ..... ADACH L vsisinscimanisssnanzinany Technigue (LOR/LQS).................
Depth: .............1.&Av Catheter at Skin: .....[ OV o Attempts : .......... = N
Parasthesia : YeS/NoTT YBS ABLAIIS © ............ccoviiiiicii e U
\ 74 Lﬁ{{}( ~ Z//‘Ll Y ml
Solution Composition : Cfﬂ[ ........ ﬂﬁf .............. 15T ot fﬂb%wﬂf ......................................

Any other issues :

BY i1 iusinsesnessortaskrstemnssiisnnesnans rrsrmatten s amsstasnes R HBRE RIS AR ERS A RPN LA S AR S O RO R R R e
)OS

: Infusion Rate Level Maternal

Time | (mir) | Bolus(m) | yen Right [ BP | Puise| PR e

YD, — emL ;ag%g) rco'f& 9% | 1% 5.&)/_ Lo Ao B~
r
-

Delivery Details :  Time : ...+ 32/ pgar: i.\.‘.’) ....... @lnstrumental/Lscs (if LSCS Details)
Catheter Removed by and Tip Inspected : %\W:%’ RO | S

Patient Satisfaction : ... ?\’ ......... W ...............................................................

Discharge /Shifting ordered by

Doctor Signature: ........ R @ e o

Doctor Name: .................. b\'w ...................... .
Date and Time : Qﬁ\f\]ﬂp,}em :
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Rainbow® B 00 SRR
n ) 3 B . C?ili?dr?;’s ] BirthRight
NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

Patient Name: | /[0 €, l7éa} {o Kevod It Age Y 5\\ Gender: e mal/€l
UHID No: } INH =€ f;fr}f,-' b ;',ZIP No: p ,ﬁ,g;c'j‘fci@_ l% Date: 99 ..ﬁQ (')Time: Ly, ')OH 7]
Diagnosis: NV D A

PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Ddsage Remarks
Fentanyl Citrate Inj. 50mcg/MI e Vs | Arpted
Morphine Sulphate Inj. 15mg/MI ‘

1.

Z

3. | Remifentanil Hydrochloride Inj. 2MG
/™ | Remifentanil Hydrochloride inj. 1MG

[~ £
Y\ £/ =5
Doctor Name: Q v l W)'V] ly Doctor Registration No: g%)ﬂ'

Signature: QH m\/\ 1 47 C{;

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
§) / A, oy 8 : ot e
IP Registration No: 2600006398 . Date: ....... '2‘266
AAAENO Il e PRSI IODUONAL: ...« chrvssissinsinenissss o nesiasatanepiassesapasiion sais s
1. | Name: Remarks
f\ } f {'ﬁé“ﬂ/];l_.(“, P.,[Lé_(bkc.g]ﬁr’m
2. | Complete postal address (with contact number, if any) Linpole e berdd
3. | Brief description of the illness (N2
' Whether registered vith any other registered medical practioner / Bf
t recognized medical institution ( If yes, details of the recorded) '
: N -
5 | Details of essential Narcotic drug dispensed
| Signature / Thumb -
Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Date 3 Name oﬂhle Es?ﬂd 3 [Patient Attender
% , \i | W a2
A Al oy .
| |
‘(Ol?'wg> oo AT SMIRATIIR. . v dndda osdusss soviosn
D NO.J: coveeseemmet s v ] (o1£2 L s ol A
Dispensed by (Name & ™Mo (’;‘ o mfl'ggt") Signature: B == o W
Received by (Name &1DNo) t
el :
TIRIBS er oo remsssore 2 ; :

33
Docu. No: RCH | FRMI CLINICAL 1
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Rainbow”® . Cme
Children's | @ BirthRight
Hospital .memmu?'ms
‘;'____ Tt taket 3 k% to treat the Rtle, Your Right lo & Sale Delvery
(MEDICAL RECORD)
Patient Name: : _ Age: Gender: €
UHID No: . P No: o Date:§)s 7 ¢ Time: /.. Qa2 p »A
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
¥ | Remifentanil Hydrochloride inj. 1MG
Doctor Name: ' M Doctor Registration No: [\’ d
mu : 7504
Signatur&; \ ( ‘?.,,““ { { '
LW amrl G,
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ............civivieeciensive it sheenns ; e Date: ... 2. B K o
papiarNG O eI ate Rt (OPHONAIN . v aveisitonedh i bsasaissiavvipmestb bt Fassnsmnvesssiduer
1. | Name: Remarks
2. | Complete postal address (with contact number, if any) ' Ham
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
o \J - A
Dispensed by (Name & IDNo.): ........ o 'wc;!{f“f*) .................................. L] P S s B B
Received by (Name&lb NoJ: ... LA Sk o s = e e R Bgr Bt PR o LT Signature: ... b deten s

Time: ....... \“ ...................

Docu. No: RCH/ FRM / CLINICAL / 133
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