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Name Mrs MEGHANA REDDY G UHID HNH-00003087
Father/Guardian Mr B SU|ITH REDDY Age/Gender 29Y 2 M 14 D/ Female

Addrass FLAT NO 201 A BLOCK SUBHISHI GOWTHAMI KOMPALLY, Kompally, Hyderabad, Telangana,

INDIA, 500014
IP No IP26-00006887 Admission Date 19-07-2026
Ref Doctor Self.

Discharge Date 2(0,07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: G3P1L1A1 WITH 10*3 WEEKS PERIOD OF GESTATION WITH
PREVIOUS LOWER SEGMENT CAESEREAN SECTION FOR MEDICAL
TERMINATION OF PREGNANCY

MEDICAL TERMINATION OF PREGNANCY BY MERPC done on 19.07.2026

History:
LMP: 2 Months back. Obstetric formula: G3P1L1A1
EDD: 08.02.2027 Gestation at admission: 103 weeks

HIMAYATHNAGAR Lam AL
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7040 - 4246 7100

@ www.rainbowhospitals.in

5040 - 4466 5555, 91009 25518

@ 1800 2122




1y

[rv— e —

| Mrs MEGHANA REDDY G UHID | HNH-00003087

fl\lame
—— b o e "
IP No y IP26-00006887 Admission Date . 19-07-2026

e [Egree— - PP [N

Obstetric History:

1 - 2025, FTLSCS (INDL.: Maternal Request), Female, B.Wt.:3.7 kgs, A&H,
Uneventful.

2 - Present Pregnancy, Spontaneous Conception.

Medical History: Nil.

Surgical History: 2025 feb - LSCS; 2025 june - Cu - T Insertion; 2026 july - Cu
- T removal in view of Pregnancy.

Allergies: Nil.

Family History: Father - Pre T2DM,

Antenatal Details:

Mrs MEGHANA REDDY G came to Rainbow hospital at 1073 weeks of gestation
with CU T in situ. Couple wanted to go ahead with TOP. Under all asepsis, Cu T
was removed. Scan on 16/7/2026 - Single live fetus at 10%3 weeks with Right
Ovarian Corpus luteal Cyst. Couple was counselled regading Inpatient MERPC
+ possibility of SERPC/ infection/ haemorrhage/ need for blood or blood
products transfusion. Informed Consent taken. She took Tab mifepristone

600mg on 17.07.2026. She was admitted at 1073 weeks for MTP by MERPC.

Investigations: Enclosed
Blood Group: "B" Positive

Management: On admission her vitals were stable, Routine blood
investigations were sent and traced. Consent taken for medical termination of
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Name Mrs MEGHANA REDDY G UHID HNH-00003087
IP No IP26-00006887 Admission Date 19-07-2026

pregnancy. Antibiotic prophylaxis Inj Taxim 1 gm was given. MERPC done with 1
dose of PGE1. She was closely monitored. She expelled products of conception
at 12:45am with placenta expelled in toto. Scan done on 20.07.2026 showed
RPOC measuring 22x14x20mm in fundus with organised clots in lower uterine
segment and cervical canal. Gentle curettage done under USG guidance. Her
general condition was satisfactory and she was found to be fit for discharge.
Medications were explained to the patient supplemented by written
information.

Advice:
1. Tab Taxim O 200mg (Cefixime 200mg ) twice daily after food (9am-9pm)
till 24.07.2026.
2. Tab Misoprostol 200 mcg thrice daily (8am-3pm-10pm) for 21.07.2026
3. Tab Pantop 40mg twice daily before food (7am-7pm) till 24.07.2026
4. Tab Dolo 650mg SOS (for pain).
5. Tab Zincovit once daily at 2pm after food for 1 month.
6. RPOC scan on 03.08.2026

Review with Dr. SWAPNA SAMUDRALA after 2 week on 03.08.2026 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.

BANJARA HILLS » HYDERNAGAR KONDAPUR OUTPATIENT CLINIC cereditedivi]  SECUNDERABAD (NABH 1 KONDAPUR L B NAGAR
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Name Mrs MEGHANA REDDY G UHID HNH-00003087
IP No IP26-00006887 Admission Date 19-07-2026

Patierﬂﬁier

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

You can also take appointments at any time by going online to our

website www.rainbowhospitals.in .
Registrar/Resident/C.M.O

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924
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DEFICIENCY CHECK LIST OF CASE SHEET

Doc. No. : RCH/ FRM / GENERAL / 126

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet \
2 Discharge Summary \
3 Nursing Initial assessment =
4 Patient Transfer form e
5 In-patient Medical record =
6 Doctors progress sheets 2
i Nursing plan of care and handover sheets 1
8 Consultation sheet i}
9 General consent for treatment f
10 Consent for Surgery -
11 Consent for blood transfusion -

12 Consent for chemotherapy -
-~ 13 Consent for high risk s
. 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 2t

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 1

30 Intake and Out take chart (fluid chart) 1.
! 31 Drug chart (Regular Prescription)

32 Investigation Values (result sheet) 7

33 | Nebulization chart /

34 Nutritional review chart r=

35 | Intensive care unit (ICU Charts) =

36 | Consent for Admission in PICU / NICU —

37 | The Humpty dumpty scale t

38 Braden Q Scale |

39 Bed side check list t

40 PICU bed formula Dilution feeds -

41 Gastro monitoring chart —

42 | Rch ED doctors note —

43 | BP Monitoring chart s

44 RBS monitoring chart —

Total No. of Pages m

Signature and Date : 50 /3—/"2/0 246

(RT.0)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000
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. hitps://rainbowhospitals.in

ADMISSION SHEET

Admission No : IP26-00006887

Registration Details :

Admit Date : 19-Jul-2026

URRRLRTRRRL O LR

Admit Time :10:36 PM UHID : HNH-00003087

Patient Details :

GOWTHAMI KOMPALLY Kompally Hyderabad
Telangana INDIA 500014

Patient Name : Mrs MEGHANA REDDY G Age :29Y2M13D

Guardian : Mr B SUJITH REDDY DOB : 06-05-1997

Gender : Female Religion

Occupation Martial Status

Address (H) - FLAT NO 201 A BLOCK SUBHISHI GOWTHAMI Phone No : 8686041821/ 9515173333
KOMPALLY Kompally Hyderabad Telangana . :
INDIA 500014 Sl ‘

A GMEGHANAREDDY2011@GMAIL.COM

Admission Details :

Bed Type : TWIN SHARING Bed No : PDA-413 Ward Name : 4F -OT

Room No ' PDA-413 Admission Type : First Visit

Contact Details :

Name : Mr B SUJITH REDDY Relationship : Husband

Contact Address : FLAT NO 201 A BLOCK SUBHISHI Phone No : 8686041821

Signature

Doctor Details :

Doctor Name

Referral Doctor

Co-Consultant

: Dr. SWAPNA SAMUDRALA

: Self,

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode

: DC/CC Card

Deposit Amount : 50000.00

Payor Name : SELFPAY

Printed Date / Time : 19/07/2026 22:40

Printed By :

020635 Page 1 of 2
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ACTIVITY RECORD FOR BILLING
+ HNR-00003087 IP28-00006887 !
MMrs MEGHANA REDDY G
. 08-05-1887 /YIMIZD (R
Name: Br. SWAPNA SAMUBRALA
T TV —— e (AT ane: Dept
Date of AdMiSSION : =m=r==mocewmenz TiM@ : ———cComeemee Date of Discharge : Time:
Room / Bed No : ---——---———--Ward : Suggested Billable bed type:
WARD TRANSFERS
Date Time From To Signature of Nurse
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
3.
&,
5,
6.
7.
8.
9.
10.

Docu. No.: RCH / FRM/ GENERAL f 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Date EN"“T“E of Cor}r_:ecting Disc?rpnecting Order No. ~ Signature
quipment ime ime . //
;) = 7 A M
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Time :

Prepared By :

Staff Nurse Shift / Ward

Billing Ass

istant

Billing Supervisor
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Date of Admission : ..... / L"OHDG ................................ Time of ADMISSION : ..o,
ANBTGIOS ! coiuvivisinisivvinerorssvitivas st Shesisiine svbnass sek s Eoaians [] Not know any drug allergies
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MENSTRUAL HISTORY

OBSTETRIC HISTORY

Year of Marriage :  2_c> 2\~
Previous Periods : P\e_%ula_l )
LMP: 9 7

Contraception : \\\of\@ :

Parity : Gl 2,?\\ )
Mode of Delivery : ?\;e N\ oL \<c ¢

Last Child Birth: 2 > < -

PAST MEDICAL HISTORY

PAST SURGICAL HISTORY

iy

\ SC ¢ — 1025‘1\*6\3 '

Docu. No. : RCH /FRM / CLINICAL / 086
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- INITIAL ASSESSMENT ------------------------------------------------------------------------------
Date \C\\ 04\ 202 6 Breasts - Local/Speculum Examination
m LolemS w36\ Kg |
BMI gamﬂkﬂm@ Nﬁ nQ*AEWQ
B.P KC4AG5“““¥¥R.
—J . . - -
Pallor Bimanual Pelvic Examination
CVR N l® No MW Apdominal Examination
Respiratory systen&\LM‘-}@S@D Q \\ l\\\'\; Y\b\ é“'he
o
Thyroid C\\D pre- ) VP
pRoVIsIONAL DiaNosts : (- Py 1A 1 NEILN \?’:‘&"’)2’ dows PeG wiHh P‘IG\{‘SC;‘?
§ INVESTIGATIONS ORDERED PLAN OF MANAGEMENT ; &O"‘ _
l _\; : bany
G)C\T \»',) Pc:‘a ok & PCLLS t cn_g&on ’ I
)

o lanlzo2 ).
coe lulrlze

| xLe - \ses

Ny A4 LRRY, |

Ak —2:42 W v N®

P — B A RV
WP R L

-1 V\\‘s.cs‘)\c:,s\ro\ Qe meq

V- sk
\p\ T P\ \D\eeﬁé?

\
Qi")\l S on CSS\NEQL»
Youn Q\bc.}rlomen ’
Mbh\'let V\'Lq\s

i\\v\\c}{m B8

Dr Swapna ng W
PensuttantObstetrics ynemuczD octor

Name of the Doctor ; b" gb\—‘&{?ﬁﬁ= S
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L r
Date \ANY

Time

Hb 24

PCV b 1=

RBC 1Y b

WBC 2.5

N/L

Platelets auy—

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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MEDICATION RECONCILIATION FORM

--------------------------------------------------------------------------------

_="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: ...ocvvivciiiceccee e ShIfted 10: ..o
ON
MEDICATION NAME DOSE ROUTE LAST DOSE

S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | note / Time ?gﬂ:ﬁfm
1 —_ (0C CIDC
2 . O¢ CInc
3 (1C CIDC
4 (JC CIDC
5 [1C CIDC
6 LJC JDCE
7 LJC JDC
8 JC OJDC
9 (1C [CIDC
10 (1C [CIDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & S|gnature D ....... ™ \QUQQY\O“ ......... )@ ..............

Date & Tlme ..................... '%\'LCQG .................... OSC)PM‘ ...........

Nurse Name & Signature: ................... gg.l«‘;a\)“’l ............... §7 ..................

Date & TiMe : ....ooovvvveeeeeee. ! l}‘ 1Bl L2 30(,?\7

Docu. No. : RCH / FRM / GENERAL / 090
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; i DRUG CHART

-

Date of Admission: ......... —-—____ Drug AIBIGIES: ..eveerecerrrecnsnsrsssrarsrmanssnssasessnsssmnassnrensss 7 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

y - 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.

1
- 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, 2 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: Dater
i i{ Dose | Route |Frequency |StartDate v
{ Doctor's Signature |Valid Period| Pharin,
Additional Instructions:
e
=
} 2 Datef
: = | DRUG: Tigne
@ Dose Route | Fragquency |Start Date|
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
| pRuG: Dater
c, Dose Route | Frequency |Start Date|
5
=
Z | Doctor's Signature |Valid Period} Pharm. e
o
= .
g Additional Instructions: \
\\
N

Docu. No. : RCH/FRM/ CLINIGAL / 118 Page: 1/4 (P1.0),
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//////W/W/Immﬂ/l;}[ﬁ " | REGULAR PRESCRIPTIONS  Weigh. ............ R

pr——

. Date
DRUG : Tir'ne

v

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign ‘]‘
) Datef o
Dase Route | Frequency {Start Date .

7\
./

Name & Signature of the Doctor
Starting the Drugs:

i

-3

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater .
)

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: g

Daily Doctor’s Endorsement by a Sign

Date
Ti[ne

A

DRUG :
Dose Route | Fraguency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




o0

VERIFIED BY | HaME e oo rersensacensseerees

SINAIE oot crreeccrerrrerenne e seceeronaes
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Your Right to a Safe Dellvery

Sheet No: ...ovveeen REG ULAR PRESGR'PTIDNS Weight ......coeeeeee Ward ....ccoveveeerene

Dated

DRUG : Tie

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: -

Daily Doctor's Endorsement by a Sign
Dater

DRUG : Tie

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docter's Endersement by a Sign

DRUG : TDi?Itg"
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DAUG : ey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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“ Rainbow” | \ vy
Patient Sticker Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a ki to treat the Rte, Yeur Right to & Safe Dalivery
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward ...
. Dater
DRUG : Tife

Dose Route | Frequency | Start Dt.

_Name & Signature of the Doctor
Starting the Drigs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Jater
Dose Route | Frequency | Start Dt. 0

Name & Signa’{ure of the Doctor

Starting the Drugs:

Additional Instructions;

Daily Doctor’s Endorsement by a Sign

DRUG : Datey
Dose Route | Frequency | Start Dt. ¥
Name & Signature of the Doctor

Starting the Drugs:

Additiona! Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Late}

Dose Route [ Frequency |Start Dt.

Name & Signature of the Doctor
Starfing the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM/ GLINICAL / 108
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WAPNA SAMUDRALA Date»
_pim———,— Z= N
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date o Dm o i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pass e = ol
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = pose pose i
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
VARIABLE DOSE Dde>
Tlg'le Nurs‘erSlg‘ [ Nurs:Sig. | Nurs‘ssm. I Nurs;Sig.
Dose Dose Dose Dose
a DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Bope Dowe Bosa nase
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fose pose - o
‘ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
STAT / ONCE ONLY DRUGS
) - Dosage & Oth ;
Date Time Medication Instgructionser Route Signature Nurses
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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

I

P i ¥ P

f rll

Date

(]
=)

2)

Time 9

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37

36

35 -
< 35

ajey Jeay

170

160
150
140
130
120
110

100

90

RO

80

70 7

60

50

IV £ 5% s 5 = 7 P e i T (4 D Y O e P el 5665 8l )|

anssalq poojg joIsAs

190
180
170
160
150

140

130

120

110

‘\ ‘-’
)/

Vi
o _a.
[ |8

100

90
80
70
60
50

2Inssalg poo|g djolseiq

130
120
110
100
90

Th o
i

NEURO
RESPONSE
[¥]

Alert
Voice

70
Pain

60
Unresponsive

URINE
mils / hour

50
> 30
< 30

Proteinuria

40
Protein + +
Protein > + +

Lochi Normal ~— = 2

e Heavy / Foul

. Clear / Pink = s =
Hquor Green
TOTAL YELLOW SCORES fal Q -~ (2] -~
TOTAL ORANGE SCORES 0 [=] = g

Nurse Initial | , X )
Uu— Ul i




[

Obstetrics and Gynaecology
Early Warning Signs

f
\ 1 Yellow Alert :
Repeat Observations
in 30 minutes
\_
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ / - Y,
. X 4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\- J

L
< L]

.
" ~ ~% 1
- e

4
“The Modified Early Wa

o~
-

~

rning Score (MEOWS)
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eat the litie Your Right to a Safe Delivery

\?N/b Early Warning Observation Score Chart - Obstetrics

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

o e
Time [[8)] o |0} 11| 121, ﬁ;—if\_z)(fass7sg1o111z1za4ss7

RESP
(write rate in
corresp. box)
Saturations
Administered 0, (L/min.)
40
39
& 38
13, 37
o 36
35
< 35
170
160
150
140
130
‘:‘I’: 120
3 110
= 100
=4 90
80
70
60
50
40
190
180
170
& 160
5 150
=N 140
P 130
T g 120 0 .
= 110 % D
3 100 IS
g 90 H
9 80
70
60
50
= 130
E{ 120
8 110
= 100
| & = &/ /
(=9
o 70 g =2
2 60 gﬂ T
§ 50
40
NEURO Alert L T 1 I
RESPONSE Nooe
[v] Pain
Unresponsive
URINE >30
mls / hour < 30
Proteinuria ey
Protein > + +
. Normal
pacis Heavy / Foul
. Clear / Pink
BT Green
TOTAL YELLOW SCORES : [¥) ) u (9]
TOTAL ORANGE SCORES e 4 a 2 .b
Nurse Initial ) - K \
SIS i - 3

o




Obstetrics and Gynaecology | »
Early Warning Signs

u
¥ -

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 \ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ / .
( o S ". \
> 2 Yellow: Alerts or >2.Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. ’ J

L]

* The Modified Early Warning Score (MEOWS)
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Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

[ 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.

Intake

IvsSite |

| 2 Naturé
Date Time of Fluid

Route

NG

~ Thrombo-

. . : i phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PGEREs |\ wes

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

: ‘Q\?( 11:00 pm
A

12:00 am

01:00 am

Total Intake : {4 a0l

02:00 am

Total Outputiwn ed

03:00 am

8?( 04:00 am

<
=
&

?- 05:00 am

06:00 am

07:00 am

Total Intake : —\—03 K-U{']

Total 24 hrs. Intake

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

Total Output M-@J

Total 24 hrs. Output
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SheetNO| & i

<

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

[ 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.

~ Output.

Nature
Date Time of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

v Sne
Thrombo-
phlebitis

Sign.

Score ) Nurse

A

08:00am | I

09:00 am A

10:00 am

11:00 am
1200pm | R fp | 7,

01:00pm | g HH

Total Intake : W

Total Qutput :

02:00 pm

(Ve
0300pm| OR | (W
e

04:00 pm

05:00 pm

=P~

06:00 pm

07:00 pm

‘=l I

/"—'\S\H\. -

Total Intake :

Total Qutput :

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




Patient Sticker

Sheet NO. & ovviviinvineninnnae

N\

2
Rainbow® o
Children’s (L BirthRight
Hospital .w

1t takes a Jot to treat the Iittle, Your Right'to.a Safé Delivery

( FLUID CHART )

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

T - VNature
Date Time of Fluid

£V site

" Thrombo-

- o T a1 phiebits | Slgn.
Diarrhoea | Vomit | Drainage Pooors. | Nurse

N.G

(08:00 am

09:00 am

1000 am

11000 am

12:00 pm

01:00 pm

Total Infake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

“Total Intake :

)

Total Quiput :

08:00 pm

9:00 pm

1000 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 U,uipht :

Tatal 24 hrs. intake

Bocu. No. : RGH /FRM / CLINICAL / 092

Total 24 hrs. OQutput




Patigt Sticker

Sheet No, : ............ ererererenns
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M

\

Rainbow®
Children’s

Hospital

It takes a kot to treat the Hitle.

(" FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Al measuremenis in ml. ;
2. Add up each column separately. Make additions across the page to obtatn 24 hrs total of mtake and output.

Date Tine of Fluld

ature

Route

NG

Diarrhoea | Vomit | Drainage

Urine

[V Site

. Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

RY

N.G

08:00 am

09:00am |

10:00 am

11:00 am

12:00 pm

{1:00 pm

Total Intake :

Total Outpul :

02:00 pm

03:00pm | _

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Iniake ;

Total Output :

08:00 pm |

09:00 pm

10:00 pm

11.00 pm

12:00am |

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. : RGH /FRM / CLINICAL / 092

Total 24 hrs. Output
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CHECKLIST FOR THROMBOPHLEBITIS

TR )))

[9/26

%

Rainbow"* : A
Children's ‘Blrtthght

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DAY-1 * . | o  DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E (N ) E N M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Oisrie canniis 0 0 ® P,
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 13'&( —
* Slight redness near IV Site M}f)-
i OT e followmg Slgns Early stage of phlebitis /
8 are evlveant Resite Cannula ¢ =
Pain at IV site Redness VA P
. . R 1
Q\I"I]g;:?e oRGwig Signs o Medium stage of phlebitis /
4| Pain along Path of cannula ?es?e Catnnula Gansily 3 \}L\ —
Redness around Site Swelling i M
A”- Bithe fOHOWInngJQ.ﬂ el Advanced stage of phlebitis or
evident and Extensive : the start of thrombonhiebitis /
5 Pain along Path of cannula Re ;tarco rlorg op! de i 4 A i
Redness around Site Te Stl b :;mnu ik e Nﬁ\
Swelling palpable Venous cord fedlmey
All of the following Signs are
evident and Extensive : Pain ?h?ggggghﬁ?t?sc;f
6 along Path of cannula Redness i . 5 ~~
around Site Swelling palpable Igmateitreatment Re site gl ]\ﬂﬂ
Venous cordpyrexia S ;
. s
Signature of the Nurse @ / ﬂ/ K"% )
= |2

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

Signature of Shift In Charge :
SlgNAIE T i s Name: ..o QAKU .......................

Nartt N - BCH JEBM / CLINICAL 71427

Signature of Ward In

Charge :




3

O

M
Patient Sticker Rainbow® . e
Children’s BirthRight
. » GHEGKLIST FOR THROMBOPHLEBITIS Hospital | o o3 e
L DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE/ ACTION SCORE E N M E M E Remarks
: No signs of phlebitis /
1 |V site appears healthy Observe cannula 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula '
* Slight redness near IV Site
Two 01f the _followmg Signs Early stage of phlebitis /
3 are vident. Resite Cannula 2
Pain at IV site Redness |
2&3;;? e following Signs are Medium stage of phlebitis /
4 | pain alo}xg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
Qﬂ,gg{’g;ﬁ"&ﬂ%ﬁf“s are Advanced stage of phiebitis or
5 Pain along Path of cannula tge s}art of thrombop[ﬁebltls/ 4
Rednass around Sits g site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬁldvaﬂgedh?tgg? of
6 | along Path of cannula Redriess f rombophlebitis / 5
around Site Swelling palpable nitiate freatment Re site
Venous cordpyrexia Cannula
,  Signature of the Nurse

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

Signature of Shift In Charge :

SIGNALUIE & ovoeeerereereremsereremerscnsssreseserssnones NEME oo eneresnrsnsersenns !

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

Signature of Ward Ih Charge :

31011111 OSSO L P
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Morse Fall Risk Assessment Form

"%
Rai_nb‘ow® o
Children’s
Hospital

It takes a lot to treat the littie,

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

> ) "
Date / Ti (X 20
Choose Highest Applicable Score from each Category ato/ Tims | 'Y \ () ‘}DD}M l:'/léb Fall Risk Grading
Score 7\ 81 £
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?;:lé)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O
Furnitu 30
| urniture Low Risk 0-24 gtanda{_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 . recaution
None /Bed Rest /Nurse Assist 0 [U VD)
Ye 20 QL
IV / Heparin Lock or Saline Nes ) 0:2 L 10 Implement
- Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 ffteVBﬂ“?_"
GAIT / Transferring Weak (uses touch for balance) 10 ik e
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Lo Risk Fall
Mental Status .g o Hig Rise =5l Prevention
Oriented to own ability 0 [()) o :
| Intervention
Total Morse Fall Scale Score: 2 12, YG)
Signature @, CZZL

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

.

Moderate Risk (25-50) Apply all low risk infervention and
[] Assist and/or supervise ambulation. Reinforce to always call for assistance
["1 Hourly safety check

[C] 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




Patient Sticker

O

]
Rainbow® . L
Children’s ‘Blrtthght

Low Risk (0 - 24) (Standard Falls Precaulions)
(T} Ensure patients use their prescribed eye glasses if any, in the hospital

(3 Use chairs with arm rests

(Tl Use safety straps on stretchers and wheelchairs while transporting patients

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

[J Houry safety check

. Hospital BY RAINBOW :It:szl‘:’lALS
Morse Fall RISk Assessment Form It kakes a lot o treat the little. Your Right to a Safe Delivery
Date / Ti
Choose Highest Applicable Score from each Category atgclor;me Fall Risk Grading
History of Faliing Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?hf;glsl)Scure Action
Secondary Diagnosis Yas 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambutatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
20
IV / Heparin Lock or Saling ;es ; Implement
0 Moderate Risk | 25 - 50 Moderate Fal
[mpaired 20 Prevention
; rvention
GAIT / Transferring Weak (uses touch for balance) 10 Inervent
Normal /On Bed Rest /Immohile 0 implement High
Forgets limitations 15 S Risk Fali
Mental Status High Risk 251 .
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score:
Signature
Tick () whichever precaution taken. Moderate Risk (26-50) Apply all low risk intervention and
Risk Level and Interventions O Assist and/or supervise ambulation, Reinforce to always call for assistance -

O Assess patient after visitors, leave to ensure safety meastres in place
High Risk { = 51) Apply all low and moderate risk interventions, and.
7 Initiate constant ohservation by healthcare provider as appropriate to patient's needs
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BRADEN 'Q' SCALE

‘l‘\%

Rainbow"®
Children’s
Hospital

It takes & lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

sBlrtthght

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

Date : \O[L‘)j 28 M [ﬁ.‘-‘}——
Time:|  )\)| g ’% £

4. No limitations:
Makes maijor and frequent changes in

Mohex in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L? \1
without assistance. to completely turn self independently. independently. B/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; f
g - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬁm':'%;'}zg;grrt;e :; W bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a u
ot py aniinec 1o:oo 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. t
1. Completely limited: 2.Very limited: 3. Slightly limited: 4. No impairment: f

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

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

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

Responds to verbal commands.

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

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionalrty moist: ‘ - 4, fla!'ely moist: o
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usyally dry, routuje diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \“{
o Folstiit Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L}’ L/
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ' \

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
prabably 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."

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.

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

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 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 : lessthan 9 | High Risk:10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

:S;—Q.

Evaluator's Name

S




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
'_ to altered mobllity, consider occupation therapy referral for advice
Regﬁ:ar Turning Schedule _ _
) Enable as much activity as possible High density foam mattress
15-18 » At Risk Pratect the heels Gel pads for high-tisk areas
Use pressure redistribution surfaces Alternatina oressure matiress 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 .
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges , ‘
' - Alternating pressure matiress overlay
? r , ., P
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning scheduls Gel pads for high-risk areas
Make small shifts in their position frequently 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 maftress overlay
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BRADEN ‘0" SCALE
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]
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Rainbow®
Children's
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It takes & kot o freat the te

BY RAINBOW HOSPITALS
Your Right 10 8 Safa Delivery

‘BirthRight"

Date :

Time:

1. Completely immaobhile:
Does not make even slight changes

2. Very [imited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. Na limitations:
Makes major and frequent changes in

Mobili . " - ; - . y : - e 5 !
obility in body or extremity position body or extremity position but unable changas in body or extremity position position without assistance. *
without assistance. to complately turn self independently. independently,
2. Chairfast : 3. Walks occaslonally: 4. Al patients too young to ambulate;
o s Ability to walk severely limited or Walks occasionatly during day, but for OR walks frequentiy:
‘Activity The degres 1. Bedfast: i . " . ; . .
of physical activity® Confined o bed non-gxistent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair.

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

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

1. Completely limited:
Unresponsive (does not maan, flinch
or grasp) to painful stimuli due to

2.Very limited:
rasponds to only painful stimuli, cannat
communicate discomfort except by

3. Stightly Emited:
Respands to verbal commands, but
cannot always communicate discomfort

4, No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consclousness or | moaning or restiessness; OR, has or need to be tuned; OR, has some ability to feel or communicate pain 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 Degree 1. 00!lstantly molst:l 2. !fe[y moist: 3. I_Jccaslunally moist: B 4. Rarely moist:
to which Skin is kgpt .mulst alimost constantly Skin is often, but not always, molst. Skin Is occaslonally molst, requiring Skinis usgally dry, rouﬁqe diaper
skin is exposed by perspiration, urine, drainaga, eic. Linen must be changed at least every linen change every 12 hours. changes; Imenﬁonly raquiras changing
to molsture Damgpness is detected every time 8 hours. avery 24 hours, .

patient Is moved or turned. ' | *

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin movas agalnst

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

Requires moderate to maximum
assistance in moving. Complete lifting

Moves fresly or requires minimum
assistance, During a move, skin

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

support surfaces thrashing and friction. without sliding against sheats is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheats, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position;  during move. Maintains good pesition
surface slide across repositioning with maximum assistance.] in chair or bed most of the time but in bed ar chalr at all times.*
one another occasionally sfides down. 1
1. Very Poor: 2. Inadequata: 3. Adequate: 4, Excellent:

Nutritional Usuat
food intake pattern

NPO/or maintained on ¢lear liguids,
or [Vs 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 flulds poarly.

Daes not take a liguid dietary
supplement.

Is on [iquid diet or tubs feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally wilt
take a dietary supplement.

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

but will usually take a supplement if
offered.

Is on a nermal 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 betwesn meals.
Doss not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypolensive (MAP < 50 mm Ho;
<40 In a newbom) or the patfent
does not physiologically tolerate
position changes,

2. Compromised:

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

< 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; serurn 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
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TOTAL SCORE

| Notat Risk: 19-23

Evaluatoi's Name




N Support Surfaces
Risk Scare Category Action {Please Nate: Only required for children who-are deemed at risk due
1o atterad mobility, consider occupation therapy referral for advice
Redu:ar Turning Schedule . '
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the feels Gel pads for high-tisk areas
Use pressure redistribution surfaces Alternating pressure mati |
Manage moisture, f‘rictipn and shear frialing prossure matiress veriay
Advance to'a higher [&vél of risk if ofher major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients ,
13-14 Moderate Risk (el pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ) ,
: Alternating pressure mattress overlay
» W 'r 7 N dht
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 protocof 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
sever pain or with additional risk factors. Alternating pressure matiress overlay
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\“ \“\““\“‘\“\m\“\“\\“\““ P AIN Ass ESSMENT FO RM ﬁgasmpml‘tﬁ!m .ﬂlm%‘tfjf:t:’
Date Time Pa:gﬁ:t))fe Location Duration Acuity Character MFZT:::ZU Pa“;;l:;af::“ ly Intervention Sign
] [J Continuous | [ Acute [ Sharp [ Dull [J Increasing 1 Yes A
\‘\\A’ \\Q“"\ 0 \\O - [ Intermittent | [ Chronic [} Aching (7 Burning | [ Decreasing | [ No ol @,—
1D e ] Continuous { [ Acute (1 Sharp 1 Dull [ Increasing [J Yes . @/
m?)/ ?M / {7 Intermittent | ] Chronic 1 Aching [ Burning | [ Decreasing | I No Nt
( [ Continuous | [ Acute (] Sharp 1 Dull ("1 Increasing T Yes
wh 10 M QPCO — [ Intermittent | I Chronic "1 Aching (] Burning | J Decreasing | T No N @
[ Continuous | I Acute [ Sharp 1 Dull [ Increasing ] Yes N
Wb’} W @U ) ~ | OJ Intermittent | [ Chronic ] Aching (7] Burning | [ Decreasing { [ No Al /‘ﬂ
(P ' / —_— [] Continuous | [J Acute ] Sharp 1 Dull [ Increasing (] Yes (
0 Z i u M 0 /0 CJ Intermittent | CJ Chronic 1 Aching (] Burning | [J Decreasing | [ No A 4’ QZ(!
= ~
[] Continuous | ] Acute [ Sharp [ Dull [ Increasing (1 Yes
[ Intermittent | 1 Chronic ] Aching ] Burning | [ Decreasing | _J No
[] Continuous | [ Acute (] Sharp ] Dull [1 Increasing [ Yes
[ Intermittent | [J Chronic ] Aching ] Burning | [ Decreasing | ! No
J Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes
1 Intermittent | [ Chronic [] Aching ] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp 1 Dull [ Increasing LI Yes
[ Intermittent | [J Chronic [ Aching [ Burning | () Decreasing | ! No
(] Continuous | [ Acute [ Sharp [ Dull L1 Increasing CI Yes
[] Intermittent | (] Chronic (] Aching ] Burning | [] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
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.

(PT0)
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PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month 1o 7 Years)

Numerical Pain Scale (Obstatrlc and Gynecology)
1 1 1 1 ) | 1 I {

O

Ko Pain

&

0
No Hurt

1 I ] T T 1 1 T 1
2 3 4 § § 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics} Above 7 Years

SODBD®

Hurts Littia Bit Hurts Littls More Even Morg Hurts Whote Lot Hurts Worst

g SCORING )
CATEGORY i
] 1 . 2 .
] .. N . 1
Qccasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile ‘witidraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Rejaxed Uneasy, restless, tense Kicking, of leps brawn up
! ' Laying quietly normal position, Squirming shiffing back and ]
Activity moves easily forth, tensa Arched, Hght, or Jerking
Moans or whimpers occasional  Grying steadily, sereams of sobs, « :
Cry No Cry (Awake or asleep) compaint . frequent comptdints '
- Reassured by occasional fouching, y
i Content, relaxed hugging, or being talked to, Diffichlt to consold or comiort {
CUnSU}abimy d]mcﬁplﬂ | P ‘\.‘ |;'¥ i
Neonatal Pain, Agitation and Sedatiot Scale (upte 1 Month) N
1
Assossment Sedation Normal Pain / Agitatlon
Critaria ;
2 -1 0 1 2
Crying No Cry with painful | Moans or crigs Appropriate crying Not| Imitable or crying at | High-pitched or sitent
Ieritability stimuli minimally with painful{ iritable intervals consolable | continugus cry
stimull Inconsolable
Behavior Slale | No arousaltoany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimuoli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movememt {not sedated)
Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermitient continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid tone decreased muscie | fact clenched toes, fists | toes, fists, orfinger
tone Normal Tone or finger splay splay
Bodyisnottenst | Bodyis tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RA, BR 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or .
Hypoventilation or | baseline with stimuli | gestational aga Sa0, 76-85% with | equalto 75% with stinwulation -
apnea stimulation - quick | slow recovery Out of sync or
_Tecovery fighting ventilator

=/
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NURSING CARE RECORD

2z
Rainbow* . _y
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Date. ......\%L. \A x .......................

W wm Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status [.] Maintain Skin Integrity
E aintain Personal Hygiene /lzﬁvem Infection M&t Elimination Needs W Safety = Early Ambulation Reduce Anxiety iﬂlﬂgﬂt & Family Education
S | [ Identify Potential Complications [ ANY OHNBIS. SPBCITY. ... evevetee e eeit ettt e e ettt e e e ee s s e e e e e s be bt en e e e e e s e rernrinan
Time Plan of Care Time Implementation Evaluation Re-Assessment %"é?:n';m:
£
c
o
=
§ /
€ —]
b=
RO A8 et4 At Pioedifon | QP OB el bt planndifio) s
, 9 ' . ) . VAVY
= mnmﬂ)"f A yida\l «-*)momf-ow’f Je wlay b (O A
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Goals
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NURSING CARE RECORD

//,//

Rainbow®
Children’s 4 BII‘tthght
Hospltal . BY RA NBOW HOSPITALS

Maintain-Airway and Oxygenation

[ Relieve Pain & Discomfort

'] Maintain Fluid Balance

1 Improve Activity Tolerance

[J Maintain Good Nutritional Status

Date: 'Z&b’[w ....................

[J Maintain Skin Integrity

Morning

[ Maintai
W Personal Hygiene _HPrevent Infection C] Meet Elimination Needs O] Ensure Safety [1 Early Ambulation Reduce Anxiety /E‘/Patient & Family Education
(] Identify Potential Complications L AT ORI BDBCIY. s s i s S e e s om o s s e e e S erein s fe o
; . Nurse Name
Time Plan of Care Time Implemematmn Evaluation Re-Assessment & Signature
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Rainbow” R

ot S Children’s @ BirthRight
Pan e NURSING CARE RECORD Hospital | W)z
;11RO

O Maintain Good Nutritional Status O Maintain Skin Integrity -

e | O Maintain Airway and Oxygenation (2} Relieve Pain & Discomfort C Maintain Fluid Balance O Improve Activity Tolerance
— i
& | O Maintain Personal Hygiene 3 Prevent Infection O Meet Elimination Needs [ Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
€ | O Identify Potential Complications [ ANy OENEES. SOOI . e eeceeiereeee e nrnruriesiererer i it ress st e b eaanta s bensseresraataresaetessatnterasssrsiesasanininrene
Ti Planof C Time Implementation Evaluati Re-A t Hurse Name
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Rainbow . . L
Patient Sticker Children’s ‘Bll’tthght
i BY RAINBOW HOSPITALS
NUHSING CARE RECORD !x-!gasueu:ﬁ,!m. Your Right 1o a Safe Detivery
Date: ....ocvvererene, v
e | = Maintain Airwéy and Oxygenation [ Refieve Pain & Discomfort ] Maintain Auid Balance O Improve Activity Telerance [J Maintzin Good Nutritional Status O Maintain Skin Integrity
& | O Maintain Personal Hygiene 3 Prevent Infection 0 Meet Elimination Needs O Ensure Safely O Early Ambulation Reduce Arxiely O Patient & Family Education
S | [ Identify Potential Complications T ANY DHNBIS, SPBOIY..1.vesessererissersesesssseseesssasaesssesesessessosatsenesassassesossesssenssonensasantenensrsentases
Time Plan of C Ti Implementation Evaluali Re-A { Nurse Name
an of Care ime P valuation e-Assessmen & Signalure

Morning

Afternoon

Night




HNH-00003087

1P26-00006887
T e ANA NG z
1007 Y 2 M 13 iy . =
Or. SWAPNA SAMUD N Rainbow &

BirthRight

T T — Hospital - | ) mammmiocm:

NURSING SHIFT HAND OVER FORM - WARD

TreatingDOCION . i coresnmvaisrr e st Department: LDQ/' ............ Date of AAMISSION: .......covvvrvveersinnnnnns
Z | Diagnosis: ' Any Infection: CIYes [CINo [ Not Known
g I YES SPECIY: ovvvvevveeeeeeeee s
=
(-]

2 | Area ‘ (ID\' : \@/ i
3 shift Time QAN &Y (Vi
% Medical Condition
= | (Any special condition to be noted): w 1\[ o
Allergy: 0 Yes [>No |1 Yes C/No | Yes CINo | Yes LINo | L Yes L No [T Yes 0O No
Tubes/Drains/Catheter: O Yes [z‘lﬁ C1Yes TINo | Yes CONo [ Yes CNo | Yes CONo | T Yes T No
a4 3 £ 7
Vital Signs: Temp: [ Q2 aj}'xff ‘Q’M’z
= Res: g\\gl?r(\&’ 1'} 3. @
] Sp0,: | Qe \jg 0‘! 5{0%
2 Puise: | (b qY |14
= & 7
2 BP: | \siXU | \IOYP | "nR ]34
Fall Risk Score: |~ i B
Pain Score: | ©\\© il o
Safety Needs: JeJ >
\
@ Physiotherapy | Yes CiNe7Cl Yes C1No | O Yes J-No | O Yes CINo | O Yes TINo | T Yes CNo
g Others Specify: | — -
§ Special Diet: | Yes (2No [T Yes CINo |l Yes ©/No | Yes CINo | Yes CINo |C Yes CINo
E
8 |Other Special Orders / Medications:
[-E]
. | il | ve
Post Operative Procedure Special Orders: (&P«’ Nﬂ” (@ X
z fy
Handed Over By Name : NS M W
M fl ‘ i
Signature : - o ‘
Date: >o\Py e %VH QO@(W
Time: £omn] s\v "W VCA’){\M\
Taken Over By Name : DU))J ) ‘\h/
Signature : N/ e
Date: UwW m - \;)JQVW}O
Time: (LY A
AV

A v
Docu. No. : RCH/FRM / CLINICAL / 097 oxX
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- Rainbow® . e
Patient Slicker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
I tokes = lok to ezt the ittle, Your Right o a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCtOr: ....cvvieereereeeceer e s Department: ... Date of AGMISSION: vovcessessesssssrsssssessns
Z' | Diagnosis: Any Infection; CiYes [INo (O Not Known
‘g [f YES SPECIY: w.vverceeceseeresee s
=
(7]
2 | Area. . P
3 Shift Time Ml
< | Medical Condition
= | (Any special condition to be noted):
Allergy: (@ Yes ONo|{OYes ONo|OYes ONe|OYes ONo {03 Yes ONo| O VYes ONo
Tubes/Drains/Catheter: [1Yes T No|O Yes O No O Yes ONo |0 Yes O No |01 Yes ONo|D Yes T No
il &
Vita! Signs: Temp:
= Res:
% Sp0.; ?
ﬁ Pulse:
@ BP: ’
Fall Risk Scare: | |
Pain Score:
Safety Needs:
. Physiotherapy | T Yes O No|OYes C1No [T Yes (JNo [0 Yes CINo |0 Yes ONo |OYes ONo
=
[~}
g Others Specify:
"E’ Special Diet: |1 Yes ONo|OYes ONo|OYes ONo |OYes ONo{IYes ONo 0 Yes O No
8 |Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
{
Handed Over By Name : i
Signature : ;
Date:
Time:
Taken Over By Name : : g
Signature ; v
Date: \,
Time:

Docu. No. : RGH /FRM / GLINIGAL / 097
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CONSENT FORM FOR Raipows | @ BirthRight
MEDICAL TERMINATION OF PREGNANCY Hospltal | .w.%
Patient Name : MRSN\QC\“F\‘““P\QDD\l ........................... Age: ... 2‘6\\“?‘& .........
UHD No: ... ANY - Seeo3 oI+ Date : \Q\\Q’—*\""CDZ b
I.theundersigned,Mg./Miss:....\}Q%&ﬁ.ﬁ&}ﬁ....?.\..%.??:{ ..... W/o,D/o.C/o.TX?..' ..... goﬁ\TH ...... ReDD\{
aged 2ANRS yearsandresidingat.... SN O LLY 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.
—1 This pregnancy has resulted from me being raped.
\Z/T his 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 heaith by reason of my actual/ reasonably foreseeable
environment.

5 [

5 A

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

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

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

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

Name of the Doctor performing the procedure : D swenenn . SAmuopres

Patient : \ Patient Attendant / Guardian :
/7 ~ e 1 ) -
SIGNATUTE & oo Ao ettt Signature : bﬁ_,(%ﬁ: ... (L “L ...............

Name : . N\RS: Mec\\\Q“&RE’AAL{ . C} : Name: ... DOR: %SL\.\Y)‘\W ﬂR&Aé \&

Date & Time : [C{\t\\’zcgzé,@Q(q_s ™ Relationship with P\tie
Date & Time : ...\ 0\—42‘:’2(’@ Q4SS p™

Doctor (who is taking the consent) : Witness :
SIGNALUIE oo, @ ........................... SIGNANIR: csismsisusiinnns é?"ﬂ ..........................
Name ... DY, NDRvC € e NAME © oo Suatte........

Date & Time : \‘1\') \ib"l.g @ UL Spn Date & Time : Hl?[m&@"t'fﬁ“fm

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