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SURGERY DETAILS

| Date 3!)’.[/25
Patient Name: MYJDNW Date of Birth: 2.2 12 . 2.2.2..... AgE: &.lz.y..r...

GONGE: oo WA e T UHID No.: 84509/3—1’6&5

Date of Surgery: 3[}‘”“ gor-1 OJOor-2 L':Iﬁ'!‘ -3 JOT-4 [J0BGOT-1 [J0BGOT-2

Name of the Surgery : fmfr»}‘n“}LsCJ

Time In v 2tk 2P s TIME OUL e i BT BT

NAME AMOUNT
1. Surgeon O 2 1 ‘d:!ﬂ*-"?,'...
Anaesthetist S /0w Kol .V o S
Assistant SUrGeon : ool Vet DALY D
OT Techniclan ;v AL B8 A

5. Circulating NUrSe  : ..ovoes €A S M AL
6. AssistantNurse ... Cg/” Siva.

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

> oo
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O C-ARM O Cystoscopy O Versa Point O Liver Cusa
[ Neuro Cusa B T PROR————

o ru’
Signature of the Surgeon @E U&(l s ""/"ﬂ' 'S d CJ ‘;Lr %ﬁmn! of/élrculaﬁng Nurse
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ECG leads(" A/ P/ N ' Ty O | Suction Catheter
HME fitter : 3/ P / N  Feeding Tube— £ (
Syringes : 10 cc_— % L B ¢ 7| Vaccum Suction Set
05 cc— Y Hiloves™), O T r Surgical Gloves
02 cc— ‘ﬁ_ﬁ/\ YR F\Ay O\ | Gauze i
01 cc 4 o by o] Syine 1m)/2mk S [
Cautery plate /AY P/ N | €| Surgical blade o » o\ 4 Surgical Blade # 20 :
Vst x— NG tube "~ Koochies (S)
RL— 1y 4" Cautery pencil — O] Duvdar 1o \ o
NS : 10ml / 100mil / 560mi \1000mi (\'\ /\Koochies ?;L; Po o218 ﬂ/:
= | Gintments Sl Eppie Lok ]
Suction Catheter ne \\sp Neef 7
Fentanyl Cap, Mask e 7,'@,@,4,
Morphine Gauze Pack—( RO Y ‘9 &ls, Caomy N4 M
Ketamine Mop Pack — /] Eib SeEEANE 7]
Propofol Steristrip labooPro s i [ 4
Rocuronium Underpad — oVlgueatecin
Glycopyrolate Draw sheet T L
Myopyrolate Abgel —— o1 prowin G T
Ondansetron,— | A Foleys catheter ReOr 2e2 s ¢ vl
Pencan 25/ Spinal Needle 22 Urobag LT
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm — @ o\ \ ® |1
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg accum Suction set ~— o4
Justin : 12.5 mg / 25mg / 100mg—. |7 Plastic Bed-Sheet pesacin ey
Tab. Misoprost: 2000 Gy o /| Betadino Solution 0\
S/ ACATE S OJ./{M
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Saral
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. Receiver Name

| printed Time ; 31-07-2026 18:16

| RAINBOW CHILDREN’S MEDICARE LIMITED
! Rainbow Children’s Hospital - Guindy
2
. = s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
' Rainbow 600015
ﬂ Children’'s _ .o Tel No : 044-40122444
Hospital = = ) )
: b VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
1 DL NO:
| Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
! Telangana.
|
[ITRIALLY LRI T
1 INPATIENT ISSUES AGAINST ORDERS
t IP No IP18-00036683 Ward 8F-0OT COMPLEX
'l Patient Name Mrs DIVYA S Bed Name MICU 801
N AgelSex 26Y0OM9D/ Female Order No 18-0001735598
Date 31/07/2026 18:18 Prescription No PRIP18-0630224
', Payor ICICI LOMBARD GENERAL INSURANCE COLTD Dispensed Date 31/07/2026 18:18
. UHD GUC-00086600
|
|
| S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL R110325 11128 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (RDVANCE) aimed GENERAL 250824 08/28 1 1,303.00 1,303.00
. DISPOSABLE APRONS .
:f 3 STERILE XL Mediblue 15072026 06/29 3 120.00 360.00
|« P Microptic:gloves- H 2603019005 03129 2 128.00 256.00
f ENCORE MICROPTIC
5 B OVES.T PF ANSEL 2604014105 04/29 3 128.00 384.00
AUZE 7.5X7.5 12 PLY (5 F—
6 Sog.} Eoﬁ x;iﬁ‘, PLY(5  papuji Surgicals GENERAL 2641150 06/29 3 100.00 300.00
AUZ SWAB 10 X 10 CM U
7 ?ZF';JLYSES‘;’?RMX 10 Bapuii Surgicals GENERAL M2545021 11/29 2 123.00 246.00
8 ﬁ’éyg SUPPOSITORIES 100 oo Laboratories Lid M BLNP274055 12128 | 18.74 18.74
9 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
10 gooMcG1S CIPLA LIMITED H 6GHD162 08/27 1 105.12 105.12
| 1 MONOCRYL 3-0NW 1326 ETHICON SUTURES-J&J C1 T6003 12130 1 1,066.00 1,066.00
; MOPS 30X30 8PLY 58 X-  DATT MEDI
: 12 | Ray PRODUCTS H M26425F029 03/30 1 949.00 949.00
| MOPS 30X30 8PLY 56 X-  DATT MED!
1 Rav PRODUCTS H M2642SF051 05/30 1 949.00 949.00
| NITRILE EXAMINATION
| 1 GLOVES P F-MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
15 NS 100MLACCULIFE-EH by | id(Nirlf 1C2613680 02/29 1 44,93 44,93
I QUICKSUITE OT TABLE
| 16 SHEET MIDLINE SUITEL H 2606201 06/31 1 775.00 775.00
' RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
'1 17 jo0ML LTD RC126036 04128 2 103.00 206.00
18 SGLOVE # 7.0(SURGICARE)  ICARE (KANAM LATEX) GENERAL 2685016M 01/31 1 91.00 91.00
T ?EECE’VE #7.5 POWDER ANSEL GENERAL 260300891T 05/29 1 128.00 128.00
20 | SURGICAL BLADE 22 Surgeon GENERAL 22C010126 12130 1 787 7.67
TEGADERM WITH PAD
21 Te501)BIG SCM'25CM 3M HEALTHCARE GENERAL R04260809 03/29 1 894.00 £94.00
UNDERPADS CARE 60 X 80
JI 22 | (FRIENDS) 18072026 12130 1 205.00 205.00
| 23| VACCUME SUCTION SET ROMSONS GENERAL K260010296 03/31 1 811,00 811.00
| 24 VICRYLPLUS1 VP-(2847) ETHICON SUTURES-J&J C1 15072 10/30 3 951.00 2,853.00
Total : 11,426.46 14,853.46

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
%
R @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow = 600015
Children's _ Tel No : 044-40122444
HOS ltal BirthHignt
P b VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR AR L LY N
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036683 Ward 8F-0OT COMPLEX
Patient Name Mrs DIVYA S Bed Name MICU 801
Age/Sex 26Y0M9D/ Female Order No 18-0001735597
Date 31/07/2026 18:18 Prescription No PRIP18-0630225
Payor |CICl LOMBARD GENERAL INSURANCE CO LTD Dispensed Date  31/07/2026 18:19
UHID GUC-00086600
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Met Amount
1 ’:EAW'N HEAVY BMG INJ4  goon Laboratories Ltd ~ H KP1713936 01128 1 3147 31.47
Blocare
2 BIOXAMIC 500 MG INJ e H C38I0004 01/28 2 73.23 146 .46
3 ngﬁfsm INJAMP 0.3 oon Laboratories Ltd — H 45121 01129 1 31.10 31.10
4 a@%of 5‘337 INJAMP 250 pooq Laboratories Ltd  H 097133 08127 1 318.50 318.50
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04131 2 28.13 56.26
8 DSYRINGE SML(NIPRO) NIPRO GENERAL 28C13K17 02/31 3 2156 684.68
DSYRINGE EMERALD SML  BECTON DICKINSON
7 BP (D) (80) 5322615 10/30 1 12.00 12,00
8 DSYRINGS 25ML(NIPRO) ~ NIPRO GENERAL 26B12K44 01/31 3 11.25 33,75
Aculife Health Care
] D WATER 10 MLAMPULE byt ia(Nirlf H 2254585 11/28 1 2.58 2.58
10 ﬁgﬁ%ECTRODES IMS GENERAL 203265086 05/28 3 3234 97.02
11 EFIPRES INJ 30MG 1ML i LABORATORIES 1231096 02/28 1 45.90 45.90
12 ETS:O&N (OXYTOCIN) INJ oo Laboratories Ltd M 091690 02/28 5 18.90 94.50
13 MEMINJ 02MG 1ML “L*'TE;}N LABORATORIES 039256 0s/27 1 15.90 15.90
44  NEEDLE 2611 2INCH Dispovan GENERAL 01654R 12130 1 3.38 338
15 ONDOKIND INJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 12,72
PREGELLED SURGICAL
16 pLATESADULT) Erbee GENERAL 2510302409 10127 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabl India
77 SySTEM s 1D262104 03/29 4 69.84 279.36
SPINAL NEEDLE 25G 90MM ~ BECTON DICKINSON
18 WHITACARE (D) 2512026 11/30 1 448,50 448,50
Total : 2,452.30 2,969.08

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 31-07-2026 18:19
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Intubation Tray 4
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Rainbow .
Children's

Hospital BirthRight

Rainbow

Rainbow Children’s Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

IR RN CIRRURLRL L CLAR AR PR R

600015

Admission No : IP18-00036683 Admit Date : 30-Jul-2026 Admit Time :12:15PM UHID : GUC-00086600
Patient Details :
Patient Name - Mrs DIVYA S Age :26Y0OM8D
Guardian © Mr VIJAY KRISHNAN DOB : 22-07-2000
Gender : Female Religion "
Occupation Martial Status
Address (H) - 89/4, PERUMAL KOIL STREET BACKSIDE Phone No . 9092879906/ 8838959621
Saidapet Madras Chennai Tamil Nadu INDIA E-mail . NO@GMAIL.COM
600015
_H‘
Admission Details :
Bed Type : MICU Bed No : MICU 803 Ward Name : 8F-OT COMPLEX
Room Ne : MICU 803 Admission Type : First Visit
Contact Details :
Name : Mr VIJAY KRISHNAN Relationship : Husband
Contact Address : 89/4, PERUMAL KOIL STREET BACKSIDE Phone No 1 9092879906

Saidapet Madras Chennai Tamil Nadu INDIA

4
Signature

™ .
L _cor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Referral Doctor : Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount 1 7000.00

Payor Name . SELFPAY

f Time : 30/07/2026 12:16

Printed By : 017420 Page 1 of 2

A







Y Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444

Hospital a"r:h";i“ WERB : https://rainbowhospitals.in
alnbaw
EN L N T EATMENT
Patient Name: Mrs DIVYA S Age : 26YOMS8D
IP No: IP18-00036683 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 803

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
ing™nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
cai. Jf the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

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

Note:

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

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

(Rfvers Signature..................)

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

Signature of Patient/Relative: > % ; 25
Name: 7\):'QQA_ K‘é\ﬁ\m nan - (r Patient Address:

. o SRS 89/4, PERUMAL KOIL STREET
Relatignship: HUS\)OJ\CL : BACKSIDE Saidapet Madras Chennai
pate: 20~ 1 F-a00A Time: [Q}]5 Tamil Nadu INDIA 600015

Wittness Name: /)W {N.

Wittness Signature: )‘5%/

3/ Time : 30/07/2026 12:16 Printed By : 017420 Page 2 of 2
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Hospital B AN BOW HOSPITALS

an e st ey

BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA [ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.
If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy,

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved. which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

For Non - Medicals. Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in [CU's.
All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.
Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS, Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should

not be increase more than 10,000/-

DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : > N UHID Number :
el rDm\)\,jC\ S umber 3,6600

Self/Attendant Name : > \;\;)Qﬁ {*\eﬂb\nﬁﬂﬂ 6’7 Relgion) ; 2 HUSIDQD’)A _

Self/ Attendant Slg,nature ? _8(
Phone Number :

Name & Signature of Financial Counselor
2

BB 2399962\

RCH/GDY/FRM/CLINICAL/426 S
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| Pres;:thg;ugmpl;ldnb ) - LMP: o2 |ul2o2s EDD: @9 log| rork
x’f%le o PEF™M uwell Corrected EDD: GA: egweek» +4 d"‘*"jb
% No tlo lonex Abdomina) Run |, bleeding or leaking pv

Obstetric Formula: Menstrial History: Régular: 3 Yes (1 No

— Ho:::;m Obstetric Examination Mle- LYy 5 Nem

Gy~ PP> Sorteweaws  Conception Fundal Height: 1&v™

Ut Activity: ZTRelaxed [IMild  [IMod [ Severe
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MEDICATION RECONCILIATION FORM

Drug Allergies: ... O 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)

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pyg i | ADMISSION
1 . YeAloe oee|”
_a. T4Pe X S fv + O %\\q)‘yv?’m
< i A
2 , : g\\'\\ (E1C YO0 |
dAps MOIRE g g | O 24 N Lo W
i Wiioe o6 |
3 - If
AR GAC 3t dma_ | v N R
, @)
4 Oc 4dnbc
5 Oc 0Obnc
5 Oc Ooc
7 Oc¢ 0Ooc
8 . 0Oc Odoc
9 Oc¢ Ooc
10 Oc¢ doc

* C- Continue, DC - Discontinue

Doctor Name & Signature : ................

Date & TiME & vovvvvvvernne
Nurse Name & Signature: .........

Date & Time ; .....
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MEDICATION RECONCILIATION FORM
Drug Allergies: ......................... . R Sl O 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: :}Mélbﬂ ........................ Shifted to: ......... el Aot S
SN0 | (GENERIC NAME CAPITAL LErrens (mﬂf’:i,) (P NG, 56, ) | FREQUENCY Do/ Tine ?gﬁ?gﬁ'ﬁg
1 0c Ooc
2 Oc doc
3 Oc¢ Ooc
4| Oc¢ Ooc
5 Oc doc
6 Oc Ooc
7 0OC Obc
8 Oc doc
9 OC [Ooc
10 Oc¢ Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDE

__l-q{w,-\, .
Doctor Name & Signature : ............. (A A

Date & Time : .. ﬁa{ % @ 2 %‘—
Nurse Name & Signature: ... \z:. A1y Quns %3)?
Date & Time ; Em]? &5@33%
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Drug Allergies: ...........coeouueees! N ES e O3 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 tl!\nll\a of admission shifting from ICU to Ward, or Ward to ICUSs)
| A
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: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
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* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORD!

Doctor Name & Signature : .........L..\..... ‘GVWQD}
Nurse Name & Signature: .... < Z/W/20). 4. 0[3’/96
Date & Time : Z@l?y[ﬂé@k['){go M .
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Br.,l M"‘?.".‘,‘qu_ EA;;P::‘?‘ ® ok @ ot 0 treat the Wtle Your Right to a Safe Delivery
Date of Admission: ‘3‘0)9’% Drug Allergies: N\(’ (7 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 pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
- Discontinue a drug by drawing a line J 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.
- Odymchanshouldbehusealanymﬁm.Menmecharnsfun.anwmmmﬂcanbekeptwmﬂnﬂis
drug sheet folder.
4 NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosane‘ 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 : e
Dose Route | Frequency |Start D r
Doctor's Signature. | Valid Period| Pharm.
: [Addtional Instructions:
e
=
o
5| bRua: o
f“'l’ Dose | Route |Frequency |Start Date|
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date "
DRUG : TILTI
é Dose | Route |Frequency |Start Dat
E
& | Doctor's Signature | Valid Period| Pharm.
o
&
§ [Additional Instructions: =

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P10)




{0 O AR

|P18-00036683 i

cuc-uuuss;oo
rs DIVYA '
e I, " REGULAR PRESCRIPTIONS  Weight. 8 )...... Ward. .7 ] loe
r. MATHANGI RAJ CR egight. J&.5A........ Ward. 2.5 4126/
O Ty T ' ®
AT . Date¥ _'3,‘:\
DRUG: /4~y SUFACET Time ‘lﬁl o\/@
Dose | Route |Frequency [Start Date| JF on P )
vef | |im—t > g7 s P e -
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Starting the Drugs: D23
R e P24 Qop plier 1 pm dowe
{L Sy o :
Additional Instructions: \n{ b ] 2! EL\L’
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Date
DRUG: (' PAry D ‘nﬁIaHal_/og o
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cuc—;m*’ iz
ol 4 evomsn  (F Ralnbow® | . "
e Children’s ® BirthRight

m\\m\\uﬁ\iﬁ\mfﬁﬁﬁi\f\\\\\ “Hospital | B ANBOW HOSFTAS
CAESAREAN SECTION OFERATIVE NOTES

l-lh Surgeon's Name:  Dr - M «Haﬁ-«? I Date of Delivery: 3| , o /24:
[Tkssisiant Surgeon: Dr D hiv Y Time of Delivery: 323 pP™
E Anagsthetist's Name: Dr. m ohan Gender of Baby. ﬁ ir L
!_Type of Anaesthesia: ), Cp Weight of Baby: 3' © S 3.!5;7
| Neonatologist. D # + R leS ladte AGPARSCO'E. 8|10, Alio
Scrub Nurse: j)/., Sive NICU Admission: OlYes Jflo
Pra-Operative Diagnosis:
[ Elective l/lzémergency Indication: N"NP"“"LR%Q‘!‘FL&@R
Urgency _ .

7 Immediate Threat to life of woman or fetus

1 Maternal or fetal compromise not immediately life {hreatening
03 No maternal or fetal compromise but needs early delivery

03 Delivery timed to suit woman and staff

DECISION TIME: 1vvvevecerieresrsereacsessmsstinmmsessassasassssnansssssnes KIIET 10 TRCIUS: .oeivivrsrnsmsessmsssssasssrsmsnsssssnanssssses
CTG Description: T 1725 5 ——————

If there was a delay give the reasons: ..............

Surgical Procedure:
EiERGINCM  Lowee SEGMENT CAE Ca ey JECTION

Post Operative Diagnosis:

Prbe | pogr QLA

Peri-Operative Complications:

[ =

Amount of Blood Loss: 350 . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT0)
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Head

4/ s,

Examination Findings when Appropriate:
Prasentation: ephalic O Breech I Giher......
oth Palpable; ‘)‘.Iﬂ'h

Station;
Caputt O+ O++ 0O +++

Bladder Catheterized : M Yes O No

Sale

tesesnananny

“03 02 01 00 O+ o2

Corvical Dilatation: ...... 457, oo

Moulding: CiNone % O++ O ++4
. Meconium: .-None [+ O++ O+++
Urine: _[D-€lear [ Blood Stained

Skin Incision: X Pfannenstell O Transverse
Uterine Incision: 23 Lower Segment O3 Classical
Previous Scar: I Intact O Thinnedout
Incision Through Plagenta: ' OYes &'Ng
Delivery of headfﬁ anual O Forceps
Liquor: Clear O Meconium: 01}
Delivery of Placenta: O Manual

Appearance of placent: ...........(.......
Uterus, tubes and ovaries; [¥Normal

Cord Appearance: ..............

JaTCT ...........

OO Not Normal

O Midline
O Inverted T
O Ruptured «ENo Secar

an Om  OBlood O Offensive  EX0ot Offensive
omplete O Incomplete Piecemeal
4 Q“ { mpoz Lo a-wu‘n‘f N
seosesnnsssssessissssnaess OORG nd-ﬁn&c_ ; § ONo*
e, CaVItY eXplored  [I¥6S O No
Sterilization: I Yes ;mo '
I

(J One Layer ‘Eﬁqo Layers
O Pelvic 0 Abdominal

Uterine Closure:
Peritoneal Closure:
Sheath Closure:
FatClosure: DO Yes GAb

Skin Closure: A Subcuticular O Mattress

Vagineal Evacuated L& Yes ONo
Drain: O Yes Do

Ctheter tB8%s O No

Swap & Instruments count correct? BT Yes I No
Intra-Operative Antibiotics Cover: LE3Yes [ No

O Removein ..., days
ORemovein..................... days
O Post-op Antibiotics

O Thromboprophylaxis
Post-Operative Notes: .......... NSO 2 howas

- trv'rmq(.

[D-None

O Await instructions
0O Await instructic.is
O No

e T T T T T T T T .

o SIS QUPPOLIA0RY  TeDie

srarsmmarsananng

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

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

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

DWCM&'“‘ saai

----------

~

Doctor Name: jﬂ%m%&ﬂ .

Doctor Signature: A‘}(ﬁ/ e edhes

14
b

e .




\\ VLV

2 mmaw&mmmmmmmmm

a)  Atleast every 2 hours for the first 24 hours
€}  Prior o pain pain-refieving inlervention.

Docu.No: RCH /FRM / CLINICAL / 152

B)  Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention,

-
(p00038652
Gu::‘;u::e:o 25\:“1‘:“ " 3 J
—— 220120000 | oaInGOPA il 2 =
MATHAN T jow"*
or. ““M““ Rai n bOW % > -
1] | L Ll Children’s & BirthRight
PAIN ASSESSMENT FORM Rl e
Pain ! -
Date Time (';n:?re Location Duration Acuity Characler ' mﬂ " mﬂuflml g Intervention Sign
‘ O Continuous | O Acute O Sharp O Dull O increasing | O
120 };} P D /w ~—| O intermitent | I Chronic | 0 Aching [ Buming | 0 Decreasing DV s ﬁ 90}%
O Continuous | [ Acute J Sharp O Dull O Increasing | [ Yes
%[a gir~|o|te | - O Intermittent | I Chronic | [J Aching 00 Buring | [ Decreasing | 01 No = Vkaau
)0 Contingeus | O Acute T Du
ke o DShap CToWl | O icreasing | s | @ppdbyderlole
\h\} bam 1o Ounrmitent | O Chronic | OO Buming | J Decfeasing -
TR )] Wioclome | O Continuous T Acute n:::: - : - e =
‘ N Hs -~ uous 1 OlDall | O Increasing | [@Yes bonde Yias,. o - [Pt/
1 P’qn L ermitent | O Chvorie | 3 Aching £ Buming | 0 Decreasig | 01 o Doty on S
Aldlry | O Continuous | ETAcute OShap OBl | O increasing | O i .
B él} Te) Dy | ntermitent | O Chronic | 3 Aching 1 Buming | CJ Decreasing bh/f ﬂm (}%”‘?"
Ls ¥ oWl | O Continuous Sharp [ Dull i
1) b pn| 24 Lo G5 Qb | @ | o1 |
)h e W ORB imermitent | CTohone | 03 01 Burming | ) Deeasing SX DatDy -%@
O Continuous | {[3-4Cute 0 Sharp i O e
A Qo I - LI300™ | O incrsasieg tonupeci
9:(_"\ B?\Y\ \\ ngl Wmmm 3 Chronic O Aching [ Buming m O No = D‘l:':“ /N%RL‘__
‘ 0&"“"7 o Contin.uous Dacute (u] Stmp T Dull O increasing | [ Yes (O Vit s
QA\&“% ‘P‘“ 9?\\0 Pg\ o~ | O ntermittent | O Chronic [ Aching [ Burning DW 0 No };’;ig)-’pi —%'U'
Bilcl% | o2 A7 04! 40 Continvous |.Claedte | O Sharp CEADUl | [ Increasing | CEF¥es ; ,
| & ///0 ﬁ,m - O Jntermittent | O Chronic | [ Aching 03 Buming | 1 Decreasing | I No ég;;fff /)f:)
\‘\qp q“"\ 5 - O Contin‘uous O Acute D Shap [ Dul O Increasing | C36S \ it
Q O Intermitent | CJ Chvonic | £ Aching [ Burming | O Decreasing | 1 No oV
Re-assessmeni Froquency:
1. Every eight hours for 38 hospitakzed patients.

(PT0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

2°T

Mo

&

0
Mo Hunt

&

Wong - Baker (Pedialrics) Abeve 7 Years

@@@@'

le&IhI

SCORING
CATEGORY
] 1 2
" ] Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particular expression or smile withdraw, Discriented quivering chin, clenched jaw
Legs Notmal Position or Retaxed Uneasy. restless, tense Kicking, or legs brawn up
" Laying quietly normal position, irming shifting back and ;
Activity rrmme;easﬂr mi.m - Arched. right, of Jerking
] Moans or whimpers occasional Crying steadily, screams of sobs,
i Y Cry No Cry (Awake or asieep) complaint tmqrzmcurzhm
|
Pns:l':m Raas_scredl:yoecasionalloudlhg.
Consolability Conte. . relaxed hugging. or being talked to. Difficuft to console or comfort
distractible
~ Nesastal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment - Sedalien Hormal % Pain / Aqitation
Criteria
-2 -1 L] 1 H
Crying No Cry with painful | Moans or cries Wcmmmumu High-pitched or silent-
Ierftability stimul minimally with painful | irrita intervals consolable | continuous cry
sEmufi L Inconsolable
e Wost | Setavir S Noarousaltoany | Arowses minimaly 10 | Appropriate for Restiess, squining | Arching, kicking constanty awake
stimuli stmuli gestational age Awakens frequently | or
No sportaneous Litie spontaneous Arouses minimally / no movemend
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stmus intermittent continual
Extremities | No grasp reflex Weask graspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Bodysnoltense | Body is tense
Vital Signs HR | No variability wih | Less than 10% Within basefine or | Increase 10-20% | Increase greates than 20% from
RR,BF. 330, | stimuii variabilty from normal for from basefine baseline, Sa0, less than of
Hypoventilation or | baseline with simufi | gestational age Sa0, 76-85% with | equalto 75% with Stimuiation -
apnea stimulation - quick | slow recovery Out of sync of
recovery fighting ventitator

_/




36683 e >
GUC-00086600 e j )
m.nm’“ “Nuwn ) ' -2
-"-muﬂ = o '
Rainbow y S
m \\m\\ M\“\\ Children’s ® BirthRight
-Hospital dcmend il )
PAIN ASSESSMENT FORM s e e
Date Time "‘;;g;‘}"“ Location |  Duration Acuity Character ’ “m fying “m” Intervention Sign
e | O Continvous | O Acte | OShap DCIDWl | O increasing | C1¥es N\ L@w/ ..
\"b (gg s — | O mntermittent | O3 Chronic OJAching [ Buming | [ Decreasing [ 1 No
O Continuous | O Acute 0O Sharp 07 Dull D Increasing | [l-Yes vi
m|o|le —_ AL
\[f}&" AP ] O Intermittent | I Chronic O Aching [ Burning | 0] Decreasing | O No pod? W
O Continvous | [J Acute [J Sharp [ Dull O Increasing | [Hfes Ay
| to = i
slg Jas |2Pr-| ©| O intermitent | O Clvonic | CJAching 1 Buming | [ Decreasing | D No foo@"f?’
‘ O Continuous | CJ Acute OShap [CIDul | Oincreasing | OY¥es— | A9,/ c@;
2}8)2[; 9P i, 0/40- O Intermittent | CJ Chronic D Aching [ Buming | [J Decreasing | [J No ' “
O Continuous | [ Acute 0 Sharp [ Dull O Increasing | O Yes
O Intermittent | 3 Chronic D) Aching [ Buming | [J Decreasing | I No
O Continvous | [ Acute OShap CIDul | O Increasing | O Yes
O Intermittent | [ Chronic O Aching [J Buming | [ Decreasing | [J No
0 Continuous | [J Acute O Sharp O3 Duil O Increasing | O Yes
O Intermittent | [ Chronic [ Aching [J Buming | [ Decreasing | [ No
O Continuous | [J Acule O Sharp O Dull O Increasing | O Yes
O Intermittent | [£J Chronic O Aching [ Buming | O Decreasing | LI No
O Continvous | [ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | 0 Chronic (] Aching [ Buming | [J Decreasing | [ No
O Continuous | CJ Acute [ Sharp O Dull [ Increasing | O Yes
O Intermittent | [ Chronic [ Aching [J Buming | [J Decreasing| [ No
Me-assessment Frequency;
; Eymm;sxxm'mwn patient with severe pain:
2) mﬂumrmzmuumum b) Then every 4 hours.

t)  Prior o pain pain-refieving inlervention.

Docu.No: RCH /FRM / CLINICAL / 152

d)  Within 30 - 60 minutes after pain refief mnlervention.

(PTO)



PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMEKT SCALE (1 Moath te 7 Years)

SCORING
CATEGORY
L} 1 4
. Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particutar expression or smile withdraw, Disoricnted quivenng chin, clenched jaw
Legs Normal Position or Retaxed Uneasy, restless, tense Kicking, or legs brawn up
B Laying quietly normal position, irming shifting back and
Activity moves easily m Ien:e Arched. ight. or Jerking
Numerical Pain Scale (Obstetric and Gymecology) -
L 1 i . 1 1 i 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs.
L L 1 i 1 1 1 T T T 1 Cry No Cry (Awake or asleep) complaint I
0 | 2 3 4 5 6 7 ] 9 “:3’ o s s
Norn Possble Pan Reassured by occasional touching,
Consolability Conte. t, relaxed m& being talked to. Difficuft to console or comfort

* Neenstal Pain, Agitatien and Sedation Scale (upto 1 Month)

Assezsisest ~ Sedstion Normal . Paia / Aqitation
Criteria
- Baker (Pediatrics) Above 7 Years -2 -1 ] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| lritatée or crying at | High-pitched or silent-
lrritability stimuli minimally with painful] irritable inlervals consolable | continuous cry
simufi Inconsolable
s Lt Mo mm mmw Behavior State | Noarousaltoany | Arouses minimalty 10 Appropriate for Restiess, squiming | Arching, kicking constantly awake
i . HMTHJ
Mo spontaneous Litie spontaneous Arouses minimally / no
movement movement {not sedated)
Facial Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimufi Intermittent continual
Cxtremities | No grasp reflex Wesk grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscie | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone o finger splay
. Bodyis nottense | Body is tense
Vital Signs HR | No variabiity with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, BF. 520, | stimus variabiiity from normal for from baseline basefine, Sa0, less than or
Hypoventilation or | baseline with simufi | gestational age Sa0, 76-85% with | equalfo 75% with stimulation
apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventilator /
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IP18-00036683 I oo o d "
iishbiogy 260 Dm:_}g% 20l 4 (202
. M8D (F) : e t
__ Dr. MATHANGI RAJAGOPALAN - - Time L L4 2pm A )
| 1. vompietery monubile: 2, Very limited: 3. Slightly limited: 4. No limitations: ) 7
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. y | 1 L, Lf
without assistance. to completely turn self independently. independently. J
2. Chalrfost : 3. Walks occaslonally: 4, All patlents foo young to ambulate;
. L Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: 3
:}Mphysl:a’:eacd:igiwty? ::;:nai?:;:‘:o'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 ‘_2)
. 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. -

1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannat | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomnfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or nead to be turned; OR, has some ability to feel or communicate pain or ? J—,
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L‘
pain over mos! of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or

- half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonolly mols!: 4. Rorsly molsh:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, efc. Linen must be changed at least avery linen change every 12 hours. changes; linen only requires changing 'Lf
A oisI:um Dampness is detected every time 8 hours. every 24 hours. LE/ Lr
s \ .

patient is moved or turned.

FRICTION-SHEAR
Friction  Occurs when
Skin moves agains!
support surfaces
Shear Occurs when
skin and adjacent bony

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

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

3. Potential problem:

Moves freely or requires minimum
assistance. Quring a move, skin
prabably slides to same extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chalr independently and has sufficient
muscle strength to life up completely
during move. Maintains good posilion

surface slide across repositioning with maximum assistance.|  in chair or bed most of the tims but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequaie: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liguid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal digt providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more 'f f'"
than half of any focd offered. generally eats only aboul half of any (meat, dairy products) each day. servings of mean and dairy products. L‘L L’—

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

food intak i
S Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does not take a liguid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: ” ot
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may - Excellont:
m;;y::::ﬂi? a <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saimﬁr:; I-T [7
does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/dl; capiltary refill may be >85%; “°d““" hb; capillary refill
' position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. K2 4eonds. 1
[
; i . . , TOTAL SCORE [} |2 %A
Severe Risk : lessthan@ | HighRisk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 29 ¢
Evaluator's Nome Py | -
77
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Support Surfaces
Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk @ Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces . :
® Manage moisture, friction and shear Altamating pressure 53 overiay
© 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 Altemating pressure matiress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
@ Make small shifts in their position frequently Atternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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and/or must be assisted into chair or

assistance. Spends majority of each

B U Ly Lo e ) o !rlllll.litlllﬁ.__.l..mﬁ opr ¥

1. Completely immobile: 2. Very limited: [ 3. Stightly limited: 4. No limitations:
Mability Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. P‘ (g ._I Jw

without assistance. to completely turn self independently. independently. !
2. Chalriast : 3. Walks occastonally: 2. All patlents foo young fo ambulats; !
. = Ability to walk severely imited or Walks occasionally during day, but for OR walks frequentiy:
hgﬂﬁhﬁmum_ﬁw m . __ﬂ&nu.“ S non-existant. Cannot bear own weight | very short distances, with or without Walks outside the room at least twice 2 .N %
. ANEIDE 19 08 day and inside room al least once every \T

Sensory Perception

Moisture Degree
1o which
skin is exposed
to moisture

FRICTION-SHEAR

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

. _ _ _ __—

wheelchalr. shift in bed or chair. 2 hours during walking hours. -
1. Gompletely limited: 2. Very limited: 3, Slightly limited: 4. No Impalrment:
responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.

Unresponsive (does nat moan, flinch
or grasp) to painful stimuli due to
diminished lavel of consciousness oF
sedation, OR, limited ability lo feal
pain over most of the body surface.

communicate discornfort except by
moaning or restiessness: OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

1. Constaniiy molst:

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

2. Vary molst:

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

fFriction . Occurs when

1. Significant problem:
Spasticity, contracture, itching, or
agitation lgads to almost constant

2. Problem:
Requires moderats 1o maximum
assistance in moving. Complete lifting

-

thrashing and friction. without shiding against sheets is d
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum wmm._ms:nm__
1. Very Poor: 2. Inodequate:

NPO/or maintained on clear liquids,
or 1Vs for more than 5 days OR
alhumin < 2.5 mg/di OR never gats
a complete meal. Rarely gals more

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin <3 mgidl
OR rarely zats a complete meal and

i

cannot always communicate discomiort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in ona or
two extremities.

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

3. Occoslonolly moisk:
Skin is occasionally moist, requiring
finen change every 12 ours.

3. Potential problem:

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

4. Rorely molst:

Skin is usually dry, routing diaper
changes; linen only requires changing
avery 24 hours.

4. No apparent probiem:

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.”

3, Adequate:

Is on tube feedings or TPN, which
provide adequate calaries and minerals
for age OR eats over halt of most meals.
Eats a total of 4 servings of protein

4, Excelient:

|s on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses 2
meal. Usually eats a total of 4 of more

i A S S

Nutritional Usual
.oo_m erm umhﬂm.z than hall of any food offered. generally eats only about half of any (meal, dairy praducts) each day. servings of mean and dairy products. kﬂ fj‘
Protein intake includes only 2 {ood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take 2 supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not taks a liquid dietary take a dietary supplement.
supplement. .
1. Extremely aﬂuwaaﬁan 2. Compromised: 3. Adequate: 4E
Hypotensive ( < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may . Exceflent: A
rf
ﬁﬂ%“huahﬂﬂz & <40 in a nawborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be zm.m_uruﬁ.sh.woéow: %Bﬁ_ n:
does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/dt; capillary refill may be 4o normal hgb; capiliary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
, . : TOTAL SCORE Dy o
Severe Risk : less than @ |  High Risk: 10-12 | Moderate Risk : 13-1 4 | Mid Risk:15-18 | Notat Risk: 19-23 N‘
Evaluator's Name Do r@u o
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Support Surfaces
(Pleasa Note: Only required for children who are deemed at risk due

Risk Score Category Action ,
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule .
' ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Al it
® Manage moisture, friction and shear ating pressure 5 Dwiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® “ i
. it ik Use the Same Protocol as for “At Fllsk". Paherrts Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges Aermating prassure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :

Time :

_hr \ ¢ :
LLJ&&@Z&

1. Compisiu,, ...imobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l—,
without assistance. to completely turn self independently. independently. 7
2. Chairfast : 3. Walks occastonally: 4. All patlents 100 young to ambulate; ¥
“Activit ; Ability to walk severely limited or Walks occasionally during day, but for OR walks
of phw,;r:z;eig:;: é;):;:'e:st'o-hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the ronm at least twice a %
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
wheelchair. shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Respends to verbal commands, but Responds to verbal commands.
‘ or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

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

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

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

discomfort.

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally molst: 4. Rarely moist:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
<kin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing s
1o molsture Dampness is detected every time 8 hours. every 24 hours. ‘ /L
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No aopparent problem:

Friction, Occurs when _

Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient

support surfaces thrashing and friction. without sliding against sheels is probably slides to some extent against
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L,‘ 4
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which |s on a normal diet providing adequate

Nutritional Usual
food intake pattern

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

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

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,

calories for age. For example, eats
maost 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.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.

supplement.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 85%; hemoglobin may be

3. Adequate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

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

does not physiologically tolerate < 10 mag/di; capillary refill may be < 10 mg/dl; capillary refill may be
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
: TOTAL SCORE =2
Severe Risk : lessthan @ | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 J':I ?
Docu. No. - RCH /FRM / CLINICAL / 119 Evaluator's Name e o




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
© Regular Turning Schedule . .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Aternating pressure mattress overla
® Manage moisture, friction and shear ap ¢ y
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients i
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




I

GUC-00086800
Mrs DIVYA S
22-07-2000

1P18-00036683

geyom100  (F)
AJAGOPALAN

T

BRADEN 'Q' SCALE

Rainbow”
Children’s
Hospital

s e 2 W 6ty Thee S

N

i

| BirthRight
‘e Wit 10 Sali Dalivery

’7 Date :
Time :
1. Completely immabile: 2. Very limited: 3. Slightly limited: 4, No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chalrfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activit . Ability to walk severely limited or Walks occasionally during day, but for OR waolks frequently:
of Dhﬁi;r:':g'?irt? ::oanT:;:s:abed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
: wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No Impairment:
Unresponsive (does not moan, flinch | responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort| Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  maoaning or restlessness; OR, has or need to be turned; OR, has some ahility to feel or communicate pain or
sedation, OR, limited ability to feel sensory Impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very moish: 3. Occoslonally moist: 4. Rorely moist:
to which Skin is kept moist almast constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
okin is ex by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
posed 2
to moletures Dampness is detected every time 8 hours. every 24 hours.
patient is moved or tumed. SeL
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Spasticity, contracture, itching, or Requires modarate to maximum Moves freely or requires minimum Able te completely lift patient during

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

agitation leads to almost constant
thrashing and friction.

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

repositioning with maximum assistance.

assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other J
devices. Maintains relative good positio
in chair or bed most of the time but
occasionally slides down.

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

1. Very Poor:

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

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|

3. Adequate:

Is on tube feadings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than hall of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 tood offered. Protein intake includes Occasionally will refuse a meal, Occasignally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Ha; Normotensive oxygen saturation may Normotensive oxygen saturation may ’ : ;
nss&’:y:::;isii" o < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nm@“mﬁen sg:;um:eo!rlu
does not physiologically tolerate < 10 mg/di; capiltary refill may be < 10 mg/dt; capillary refill may be > 5 fH0F gb; capillary reit
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23

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

TOTAL SCORE

Evaluator's Name




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule ) ]
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
©® Use pressure redistribution surfaces .
® Manage moisture, friction and shear Altgrnating pressure mattress overlay
® 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 5 s
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ;
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form R o
]
415\
Choose Highest Applicable Score from each Category Date / Time |3 ¢ 9}7»6 n)a |8kl a) i Fall Risk Grading
Score | 2P 2 20
History of Falling Yes 25 ' .
(immediately or w/in 3 months) No 0 48] - Morse Fall Score >
: : O © Risk Level (MES) Action
Secondary Diagnosis Yes 15
(more than one diagnosis) NO 0 O o
i)
Furniture 30 Standard Fall
2 . Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 : Precaution
None /Bed Rest /Nurse Assist 0 5) - -
IV / Heparin Lock or Saline ;;es 2 20 Implement
0 . 0 © v Moderate Risk | 25-50 Wodecas s
Impaired 20 :JI'EVEHIIOH
; terventi
GAIT / Transferring Weak (uses touch for balance) 10 N - ntervention
- v =
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitati Sia Risk Fall
Mental Status u.rge 8 B = = High Risk =51 P:Zver?tion
Oriented to own ability 0 N © O :
2 Intervention
Total Morse Fall Scale Score: fﬂ e

Signature Poo;%}‘%*“ p"%'

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
[J Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

7 T

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

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

[0 Hourly safety check

[0 Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[J Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form e o i 5 Dl
e X !
Date / Time % g\*
Choose Highest Applicable Score from each Category / ‘l’l t bb &\\3\ \\ Fall Risk Grading
Score & 0
History of Falling Yes 25 "
(immediately or w/in 3 months) No 0 D 0 o Risk Level Mors::’::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 (8] ¥ -
rniture 30
, il Low Risk 0-24 ﬁta"dfﬂr.d Fa"
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
11— None /Bed Rest /Nurse Assist 0 © 0 0
Yes 20 O
I\(/ Heparin Lock or Saline . 0 O?D QO Implement
¢ Moderate Risk 25-50 Modera.te Fall
Impaired 20 I:rtevent;?_n
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 ) A o implement High
Forgets limitations 15 I Risk Fall
Mental Status L High Risk > 51 :
| Stat Oriented to own ability 0 = D 0 Prevention
Intervention
Total Morse Fall Scale Score: 0 O 00
Signature %ES ch
ooy
(v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
isk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call 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.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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0L - Hospital _ | (g mumeoniores
Morse Fall Risk Assessment Form e e
S ,Jo )\j ;)l |
Date / Time b
Choose Highest Applicable Score from each Category sé{ore \\A\ L !2 j‘;" 2 .«'5 :L? = Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O o o Risk Level thwi r::lsl‘.)scm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) B
mi 30
, FUnRAE Low Risk 0-24 ]ﬁmg‘;"ﬁﬁa“
Ambulatory Aid Crutches, Cane(S), Walker 15 recaud
None /Bed Rest /Nurse Assist 0 ®) == (@)
Yes 20 iy -
IV / Heparin Lock or Saline ~ =~ QL L0 A= Implement
i Moderate Risk | 25 -50 Moderate Fall
Impaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
| Normal /On Bed Rest /immobile 0 © o 64 implement High
Forgets limitations 15 N Risk Fall
Mental sl Orignted 10 own ability 0 RS = Frevermion
(9) © Intervention
Total Morse Fall Scale Score: 90 80
: {f‘ﬂ 9™
| Signature @\? b®
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [J Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient’s needs
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Morse Fall Risk Assessment Form R o B S e
Date / Time
Choose Highest Applicable Score from each Categary Srfore Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsu;;:g ,Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
0
IV / Heparin Lock or Saline ::’S 20 Implement
. Moderate Risk |~ 25-50 Moderate Fall
Impaired 20 Frteven‘u?_n
GAIT / Transferring Weak (uses touch for balance) 10 a4 .
Normal /On Bed Rest Jimmobile 0 Implement High
Forgets limitations 15 —— Risk Fall
Mental Status ‘g = High Risk 251 Prevention
Oriented to own ability 0 f
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

[ 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 intervention and

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

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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ospran | @zmmmems | iy +owe
(PHLEBITIS ASSESSMENT J \Consultant R PP LT T LU L _/
CANNULA 1 CANNULA 2
Date : 2D me: 2 ™ Date : Time:
Locatio@ \_& WM«G BQ:P Location :
Sizé : 30 Size:
Cannula inserted by i\\"\\ poP ! Cannula inserted by :
Date | Time |Phlebitis |Infiltration| Date | Time |Phisbits [inftration] NS4 | Sign

3\
?po-\:% e |OYes ONG | OYes

OYes ONo| OYes ONo

DOYes ONo| OYes ONo

Dev) |OYes O | ves Qo| OACE

[lYes ONo | OYes ONo

Sign
c A
y P DiYes CNG | OYes ONG | & oneveck AT
AP
3

| 8 |OYesho OYes ONo | S || OYes ONo | OYes ONo
9\ PHo \")'«Pﬁﬂ OYes [NG | OYes 2o ol (v OlYes ONo| OYes ONo
 hvptY) Oves 06 | Oves 6| (S <flw OYes ONo|{ OYes ONo
Lo |Oves oRio | Oves Tflojeh Ao~ s DOYes ONo| CYes ONo
2oy |0Yeg Do | OYes ONo}-Oha A o [IYes CNo| OYes ONo
\nfi™ |OYes ONo | OYes ONo ClYes CNo | CIYes ONo

\2DY [OYes ONO) OYes OFo) OYes CNo | OYes ONo

~ DN |aves Onofves OKop(lY) | 0> CYes ONo| OIYes ONo

T\ |Dves OpetiYes Ong| & | S0 OYes ONo| CIYes ONo

bw~ |Oves phofOvespisfon |\ CIYes ONo| OYes ONo

DY) [Oves [No | OYesTOINo Q860 e OYes ONo| OYes ONo
Lol"~_|Dves 0o | OvesBNofoyb~ Y2 OYes ONo| Oes ONo

ofa 127 |oves DNolerves ol /2% M 4 OYes CNo| OYes ONo
“ oA |ovesns|ovesaro| //EL | 78 OYes ONo| Yes ONo
(7 77°) | Oves Qo | OYes GiNo| 7 ALC F (¢ DYes ONo| OYes ONo

1177 |oves gie| OvesTiNo| 0 /4| /70 OYes ONo| OYes ONol

WYY @ b |OVes G| CiYes ONOK) pgr 4

OYes ONo | OYes ONo

10 py | [Oves D O¥es Doy Hisd o

ClYes ONo| OYes ONo

|2.p\_|OYes Oio| OYes Qo poutta W -

OYes ONo| OYes ONo

WOV |OYes W6 | OYes Oko q& Lﬂ.

OYes CNo| OYes ONo

[OYes CINo | OYes ONo

| ol VS OYes QS| OYes BNol g0 Wt e =
| _ﬂj% )~ |OYes Do DYesg'N_e_mr od

CIYes ONo| OYes ONo

[Yes ONo| OYes ONo

r— DYesDNﬁT:IYesM v i '
OYes ONo | OVes Elﬁa

ClYes ONo| OYes ONo

Cannula removed : OYes ONo, if yefd‘ﬁfé’ and tim
RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: 01 i

- A&1

ar Lﬁp Phiebitis score:

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify-

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

Doc. No. : RCH / GDY / FRM / CLINICAL / 137

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........

Next page




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECO

RD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location ;
Size : Size :
Cannula inserted by: Cannula inserted by :
Date | Time |Phiebitis [infiltration mmns?m Sign Date | Time |Phlebitis [Infiltration mmm
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes CNo
OYes ONo | OYas ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo | OYes ONo
OYes ONo | Oves CNo OYes ONo| Oyes ONo ¢
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo{ OYes EINo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | Yes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes CINo
ClYes ONo | CYes ONo OYes ONo | OYes CINo
OYes ONo | OOYes ONo OYes CONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo.
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes DN CYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : QYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo OINA If Yes specify-
Phlebitis score; Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
% Every 2 hours if on fluid infusion,
* Every 4 hours if only on IV medication. )
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) =)
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the followingis | ALL of the following is
evident: evident: evident: evident and extensive: evldept and extensive:
* Slight pain near V. | % Pain near LV. Site # Pain along path of % Pain along path of * Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema | cannula ¥* Erythema
near .V site #* Induration * Induration # Induration * Induration
# Palpable venous cord : ;ﬂﬂ;ﬂh venous cord
 OBSERVE CANNULA | OBSERVE CANNULA At EMOVE %ﬂﬁﬁg&ﬁm giﬁmfﬁo%ea %%Emm )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD . MATHANGI RAJAGOPALAN Children’s é”"'t o i
R taites & lof o trest the Mte. Your flight ko 8 Safs Ostivery
2 Hospltal
Part- . P\,m‘ - ) ;
Patient's / Learner Language: ......J.. L2 Patient / Learner Literacy: | Read 1 Write ..-Bp( Willingness to Learn: Yés No Heallhcare Literacy:  Yes]  Nall__
Identified Eﬂucatlon Needs: :10 ;ﬁﬂisﬁ %m S —
6. Discharge Medicatio . Safe use qui Devices
magnsﬁ M ZX T.BM . Management 2 hfec;ng:}mtml Me:sures Safety -
ormed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2 ""’m"“’ca‘“ 5. Medication / Thorapy (safety, effects/ side effect, interactions) 9. Nulrtion / Diet 13. Risk/ Safety
Part- Il
Use codes fram the list In part i
Date Time H:':“':“ Information Taught -, . S Comments nm /
Person Taught Iurrlug Teaching Tools lonum Understanding
Edgote al0ut Indudin
‘ | ol 50 | S0
50)9}% [,Vm %% Of (abouy  Lopdent Wﬁ»&ﬂ”f ne C@&ﬂ il acs
4
&2 xpl) & b o 7 / COrerd 9 . 2 ol
S| 1P| g | EFP st fecctn’s T O poe | we §o07 e
s ’ Vet | Gl | Fon
ar etk ' T ) = @wn (Fou)
\\"6\ &W \\9"‘ m {"A”i twpuh»* P...l,.n *l o Orar rlo
Part-ll: CODES  _—
Who was taught: e #fent F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity)
arriers: .
1. Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficuities 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (SPECHY ...ocerremrmrmerrissssnssines
3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differances 12. Impaired Vision/ or Hearing
Toaching Tools Used:  A: Audio  D: Demonsiaion Vi Video lo—om ~ p: prnted
thm barrier/s:
7" None 3. Reassurance & Support 5. Respect values & beliefs : 7. Gther, Specify
2. Obtain translator A Téach Family / Others 6. Respect Cultural / Religion Preference
Understanding: g~ Verbalizes Understanding 2. DemonsatesUnderstanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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L URINARY CATHETER BUNDLE CHECK LIST e | W s
Date of Insertion: ...... QE l 1 GV LT e — " Date of Removal: ..&. l / 8’ /26 @é E
\W
Parameters Date SHi Time 1 r \\a
Need for the Catheter QXes) CINo |L¥es CINo | C1Yes [INo | ClYes [INo | ClYes [INo | [!Yes CINo | CIYes [INo
/
Hand Hygiene D¥e§ LINo ﬂ%s [ONo | COYes CONo | OOYes CINo | IYes [INo | COYes TONo | ClYes [CINo
Usage of Sterile Equipment Eljei [1No -E%s [ONo | [lYes [INo | ClYes [INo | [1Yes CINo | C1Yes [INo | ClYes [INo
F
Is the Collection bag below the level of bladder D/Yas) [ONo | L2fes CINo | [IYes [INo | [lYes (INo | ClYes [INo | [JYes CINo | CIYes [CINo
Check the Tube for Obstruction (Free of Kinking) g,yeﬁ CONo |~~fes [INo | CIYes (INo | [(JYes [INo | [1Yes [INo | [1Yes [INo | [1Yes [INo
P 7
Is Catheter dated as policy /Y%s 1No -H‘?es [INo | ClYes [INo | [lYes [INo | [lYes /L:) INo | ClYes CINo | ClYes [INo
Collecting bag is been emptied regularly? (Wes [INo | #fYes CINo | [I¥es jiNg | CIY AT TS CNo | C¥es ONo | CiYes CiNo
/ o
Maintenance of closed system for the catheter Diﬁes CINo | J#%es [INo | [1Yes Yes CINo | (OYes [INo | C1Yes [INo | [IYes [INo
Dressing clean and dry? [jxe)s [ONo | [#fes [INo | [lYes [INo | [lYes [INo | [IYes [INo | ClYes CINo | [IYes [INo
Is the line removed as Policy? [Pfes [1No Zﬁs CINo | [JYes [JNo | ClYes [INo | [IYes [INo | ClYes [INo | ClYes [INo
Performance of Perineal Care DY?s [INo | &+ves [INo | [JYes [INo | [JYes [INo | ClYes [INo | [lYes [INo | [1Yes [INo
Onset of New Fever [1Yes .FI/NQ C1Yes [#No | C1Yes [INo | ClYes [INo | [ClYes [INo | CilYes [INo | [1Yes [INo
Asses for the leakage at the site of insertion FI-\‘E"QJ No | L+¥es [INo | [lYes [INo | CIYes [INo | ClYes [INo | [JYes [INo | [lYes CINo
Name of the Nurse %\ A.{) % O\ﬁ[ N Do
Signature of the Nurse /,:()W m’a

Docu. No. : RCH /FRM / CLINICAL / 114
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
' a. Yes O b.No

I [V 2 75| PR ——————E SRR R

3. Nipple condition:
a. Nipple well formed
i ] b. Flat nipple
O c. Inverted nipple
0 d. Short nipple

4,  Milk flow:
O a. Good

A5+~ Drops of colostrums
O c.Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PT.0




6. Was the position explained:
a. Yes

O b.No

7. For Caesarian mothers:

O  a. Mother is required sit and feed from the 4th feed
OJ  b. Please explain football hold @\

a. Mother needs to stimulate her breast for 2 min every 2 hours

8. NICU admission:
[]

9. Additional notes: ,ﬁ,‘f’\

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

Continuity of Care: Date:
MY, 2 L = 2
T A}
e ) T =
92— C -~ g
/ -
7 Al -
_____..---"-_ =]

Date & Time: 5\\:}\% Date & Time: %1[0%6@1925@“
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R e | @ BirthRight

PATIENT TRANSFER FORM Fospital | ) zmmemmrms
g g Piema Date & Time of Admission Date & Time of Transfer Order
e, 20 [FH)G s 77]")9*6 b

0

Dy . Mﬂ']’ﬁom%—‘{

Transfer Ordered by

D fow 1Py

Reason for Transfer

Fified i o

Aob

7P

From Unit To Unit Iniogw&ﬂendant
JOR {4+ FlooY il
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

cTo)

clinical documentsif any handed
v attendant
Yes No (]

It yes, what ?

- Medications / Consumables / Surgicals / Hand over

SI.No.

tem Name

Quantity

. ’Pm X’wmﬁ | - |

ey,

S T- 0(»1 pasl

’ONJ Dwn}ﬂf Jm'?uymg}r—

(0/!

Cio)

N P{U\ 1) Mc}n;% %
> '_fwthn r% W/

Shifting Summary / Notes Wrmen by Ductor

No[j

Yes

S ﬂ(%

Name & Signature of Person who is Transferring

6\6712
c}

Name of Person Ordered Transfer

:DY - Fbw ;‘f‘ﬁ’a@{

Patient & Clinical Records Received by :

QM

o»““zo

Date & Time of Patient Received : 3l ‘O%Dﬁ-b @ ]ro.[].{)Y

raitl

" |1 the transfer order time & Completion lime is more then 30 minutes, please tick the reason mentioned below :

Unavailable Bed

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

Nurse not Avaiiable

Available Bed not ready
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SURGICAL

D

Surgaon}r M athamg.

D

Asst Surgeon: ... D4 RhivYa....

SAFETY CHECKLIST Angesthetist - 2

Scrub Nurse : J/ﬂ;ﬁ"'ﬁ

Patient Name : M}SD’W’Z"‘ Age : .<2.€.4)Gender - F...
UHID No.: 3.66.2.2. ... Surgery Name : Emerg.. L8 9.
Date :. 2. ﬂﬁi Intime : .Z....[ O P17 Out-time : .44 2.3 P

Rainbow” y N
Children’s BirthRight
Hospital Y RAMBOW HOSPAALS
s 6 D D Vesar Wight 1 & Sate Dalivary

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

TIME OUT  Time:.2..[3.0.7.

SIGNOUT  Time:..s.. 5.2

Patient Has Confirmed
Identity
Site
Procedure
Consent
Site Marked
Anaesthesia Salety Check Completed

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(Tmi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fuids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been glven
within the last 60 minutes?

Name :............ =<2 \¢/

Pulse Oximeter on Patient & Functioning

SIGNIN  Time..3. (L.

'E@ ONo

ONo
ONo
ONo

COYes CONo COINA
B‘é ONo

ﬂé ONo

OYes X0

oYss ONo

s ONo CINA
OYes &Mo ONA

&fes ONo ONA

Confirm all team members have
introduced themselves by Name and Role e1%es CINo

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) ~ ET¥es ONo
Correct Site ?s ONo
Correct Procedure Yes ONo
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? OYes &flo CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

OYes @0 ONA

GYes ONo ONA
OYes EfNo ONA

/Ifl/Yés ONo

SIGNALUIE 7. e cre et et enas s aenae s

NAMP 5ot o ases

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded  .EX¥es DINo

That Instrument, Sponge and Needle h/

Counts are Correct (or Not Applicable) Yes ONo ONA
The Specimen is Labelled (including

patient name) DYes 2o OINA
Whether there are any Equipment

Problems to be addressed OYes 2lo ONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

s oo

Signature &a{n

0"/%
Name jw’

Doc. No. : RCH/ FRM / CLINICAL / 111
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Date & Time of Transfer: 3 | , o124

@ . R
W i Redbiad PATIENT TRANSFER NURSING HANDOVER CHECKLIST

OT  TRANSFERRED TO: M| CU

1_|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \y #9
b.Surgical procedure & correct site verified {g:j
2 |Airway & Breathing '
[a.0Oxygen delivery (mask/cannula/ventilator) secured A D
b.SpO: within safe range V4
c.If ETT: position confirmed, ties secure, cuff inflated ,No
3 [Circulation & Hemodynamic Stability
a.IV lines secured & infusion running correctly v
b.No active uncontrolled bleeding ’N:’
c.Last vitals recorded before transfer v
d.Central line hubs are closed ;J'D
e.Dressing Intact ;;v
4 |Pain Assessment
a Pain score assessed & analgesia given }/»9
b Reassessment done Y E
5 | Wound, Dressings & Drains d
a.Surgical dressing intact Yy
b.All drains fixed, output noted v
c.Catheter secure & urine output recorded /1 vd
d.Splints/casts/traction devices stabilized e
6 | Medications Pre & Post-Op Orders
la.Medications due time noted v
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ’1/‘3
c.Emergency meds given in OT (time & dose documented) j[@ﬂ
7 | Equipment Safety & Transport Preparedness i
a.Oxygen cylinder full & ambu bag at bedside NO
b.Bed/side rails up and brakes applied Vo
c.Special positioning maintained as per surgery VYY)
8 |High-Risk Patient Safety (if applicable) /
a.Chest tube: underwater seal below chest level | N
b.Epidural catheter secure, infusion checked N e
c.Pressure areas protected (heels/elbows) 2 #
9 BLOOD AND BLOOD PRODUCTS TRANSFUSED .fvo
10 [REPORTS AND LABS HANDED OVER W o
11 BIOPSY/HPE SENT Nro
12 |Documentation
.Documentation completeness . 4 .t v
Transferring Nurse: e 9 }*\l U‘gﬁsg ' r

Receiving Nurse :

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







\
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\ i BY RAINBOW HOSPITALS
- PAT'ENT TRANSFER FORM Hospltal., | @i,
__ Mrsoivvag IP18-00036653
~ 22-07-200p 2YoMs
"i’ ﬁﬁm*“@ WAGOP,\L:L # Date & Time of Admission Date & Time of Transfer Order
QM 201t @ sppailet/26 2
Treating Consultant Naine Transfer Ordered by Reason for Transfer
‘ lenq |
D Mad 9 Dr- Moha Far,}'L‘f 7’4"“""‘“{'—
From Unit To Unit Information to Attendant
Ot M(ce Yes [T No [
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
. over to attendant
o 4 f16—1 — Yes[] NoF
: If yes, what ?
Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

1.

2.

3.

4.

5.
Shifting Summary / Notes Written by Doctor : Yes £ No[]

Name & Signature of Person who Ef' Transferring Name of Person Ordered Transfer
~ e oh*™
QQ[ % Mo1as " _D‘Y'ﬂ
Patient & Clinical Records Received by :
\Qg— Lo
( ¥

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please fick the reason mentioned below :

[C] Unavailable Bed [C] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[] Available Bed not ready
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INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight

Hospital BY RAINBOW HOSPITALS
SPEGIAL Pnpg.lgprn‘g!s!gF P B ks 5 ot 15 e U B, Your Right to a Sate Delivery
Mrs DIvya s 18-00036683 :
Patient Name : ........ 35%’:.1"“”2.@ Zvomsp .,  Gender: O Male DOIFemale  AQE: ...

RAJAGOP,

e T i

Instruction: .

This consent form should be signed by Pauvin yr we we-__ 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. \

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

‘Emeeceney  Lowee  SELvENT  CArgaeeen  Qecqion.

............................................................................... T T T L L L T L LT T —

S FAlLveE O RBRL R ELS o UPOM e ee oo
e dNAME Of the Patient)

Ihave been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form f

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information. ;

3. Ihave had achance to ask my surgeon questions.

4. Ihavereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ;fb‘TMfW\&-r\én -

Consentee : ,\ J X/ Patient Attendant : .

Signature : /f Signature : /{;7 .................................................

Name : ‘[‘r\?-.&‘..ﬂLQ‘\l@ﬁu.S e

Date & Time : .. NI NLE . Relationship with Patient: . KjUSkwsafl................
Date & Time : . 1 F )22

[iess: Doclor (who is taking & copsent) :

BIGNAMUTE : ...t Signature N\{Ufﬂ/

NAME oo T j)qf fowuhlrm .........................

DAB & TR .ociciccisiivsinisissivsiisiaiisasisissinisss Date & Time : ... gflfm [%? b,

Docu. No. : RCH /FRM / CLINICAL / 027







Ref. No. : F/HW /CON / ANES / 02

2 CONSENT FORM FOR
Rainbow® &

Children’s .BirthRight‘ GENERAL / REGIONAL

Hospital | () armmeonosimus ANAEsmesm/ MAC
:uﬂc;:::s:on IP18-00036683

22:07-2000 zarnusn
Dr, MATHANGI RAJAGOPALA|

RRLIONE NATRE s m m”mm"””” "m””" ........................... BOB § isiarisisisissatesmens
Gender: MO FO - IPNO: e Iltant:.........,.&maﬁ%‘..a.m
Ward/Bed NO. : ..o .. Anaesthesiologist: .. 5.2—

Operative procedure planned: ............... Qﬂ‘(‘ “U qtl.;J"‘r ﬁ.oc.’(Ci-o ;:.d\An p‘d‘*m

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is
not aware of events and does not feel pain during the operation. Drugs given through a vein and / or inhaled
from an anaesthesia machine produce it. Regional anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing weak

solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the
following medical problems and | have sought necessary clarification on all my doubts,

O Heartdisease O Hypertension O Diabetes mellitus O Renalfailure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA

O Incapacitating COPD O Others: %S}ﬁﬁbh) dWA&ah e &" L Lbnpin &,
COMMEBNLS ©..tvevvveessrrsissssnssisessssssssssessssssssssssssesssssssssssesessessenseostecessemmsesseesesssms, .&‘f#.a#ﬂ Ny

*  Doctorto document in medical record also if necessary (Cross-outif not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

| hereby authorize Ralnbow Hospital & its authorized doctors to perform upon me | my patient
... the above mentioned operation | Diagnostic | Therapeutic procedures

I authorize and give consent for anaesthesia ( E:I,Regi/o_nlal / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

I acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and

Complications specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia. -

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in




I understand that there are some infrequent cumpllcatlnns that can occur due to use of anaesthesia, these

‘Wnclude paTn or some In;ury at the site of injections, temporary breathing difficulties, asthmatic reactions,
ihgadaches.

“lauthorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain rellef, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
* Iherwill admlnistertgi?esthasia.
Pregnant: es ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anassthesia/ Regional Anaesthesia/ MAC to be givenand
discussed the risks that particularly concern this patient.

[ have given the patientan opportunity to ask questions and | have answered these.

Patient / P@@t: Witness: 15
Signature : ... )Af A 3

Elismmmsearessasssssnrimsorssssnsosirassranssssasannss Signature : ........ {} lj? s
Name w \ }Q\'% . Name .
Relationshipwith Patient: “iPr_' T Date & Time : .2\ 53Nk
Date & Time : '?5) \1\2!2
Doctor (who is taking the co
Signature.,,
Name: - q)- -
Date & Time : .ccnvcsninensiks

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

V‘\

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in
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Er s T—

Department of Anaestiesiology EE{‘Z?:B:“ 2”0':1::“”5“3 :ii?dl;:%:vr\:'s’ BirthRight
rremnesmenc eouanon iy el | Qs
Name: ....... corsees AR it SOX i UHIDANO ;.

H”‘l% o THOB: eorsssonncssscissssssiinnnnnes PYOPOSEM Operatlon &-’6'61( tﬂn, .
Diagnosis: .. SRV ? Drwan. F‘)-T" -

B.P/CRT: lwfar‘lm twlla‘ Waohtﬁ‘-'hﬁ ASA Physical Status: O 1 c:z/_::, 04 O5
Hw \\*b [ | e X-RaY: oo reecrnnn
PCV: HBS Ag: .... ECR: .5 2,
WBC: _zb)‘ 1, ", 20 Echo:
Plate: ... 27 Blood group: Stress/Anglo: ...,
) o T4
NR: ... SH...... .2 |
Allergies &N -
Medical History:  CVS |
RESP: / ‘ Diabetes :
CNS : /
 Hepatc /G : [ | Physical Activity:
Past Anesthetic History:
Physical Exam:
Rirway: P 1(Z D4 Mouth Opening,—  Mentohyojd-Bistance: Neck «~ Teeth ———
Lungs : /
| /5] —
CNS: [ ve, (U7
Pregnant: CJYes CINo CINA Venous Access Site: _— Spine Exam for regional : _——

Anaesthetic Plan: g EResOAL CIGAETT 0 Lt

Peri-Operative Plan Explained to the Patient: OYess oNo

CURRENT MEDICATIONS DOSAGE Pre-Operalive Instructions:
1. DVT Prophylaxis :
2 Water/ ORS 2 Ho aé
2 N1L URAL‘<: ater urs

=== Others 6
\‘ 3. Informed (:ons O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

Signature: .. /0.
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Pre Induction Assessment:

ANAESTHESIA CHART

Rainb%w" ;
Children’s @
Hospital

It tanes 3 It 1 Teet the e

)

BY RAINBOW HOSPITALS -
Your Right toaSate Selivery

.BirthRig‘ht'

Change in Patient Condition:

WS’UNU

Fasting Status: M‘S%

Physical Status: patient Identified /D"C_unsem Present D/Cnarl' Reviewed
HR__ PrS]iew [BP/CRT: uo [bo [Sp0.\ [RR:_ M/ Anmm [ Last Feed:

Pre-OP Diagnosis: ....7. O ans ... MBS

Operation: %4@{‘\514

Surgeon: QJHJ}MQ'\

<
Technician: . € oo

Anaesthesiologist: &MM

TIME
& I P Z I
HALO /S0 vy 5 . fobios
Drugs: 1
LN
W_LH kL u?\a-;_ﬂg A Suppostory
D B iy O AR
R
l o e A
M'_ ¥ y Blond Loss
[y C [74 N2 A
it S T v P
FD; /520, e [ 1 v J ) T i
E1C0, 5 o1
LG L -
P \ — P t— 1
Urine Output NOTES w
A A - " =3
8 g | —— 5 J =
E >
8P 240
v Systalic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniguet on Time
Toormaguet off Time L
Troat Pach & o
Trenat Pack Out ﬂq -
100 : =3 s
m - ¥4 - LT r
40
20
10 -
o
(06
LAB Values
(GAES_
[=Tquipment Checked and Temp: Induction
_—~Funictional O HME [ Fluid Warmer Owv O inhal
O P O ClngFim [ OH Warmer 0O Pre0, ORst
O Cufi Site: @ 22, | O Hugger's O Cotton Wool [ Others
O AtSHE oo [ Other a
[0 EKG Lead .
B Temp Site T O A [ Nasal 4
& o, ANBES SEATE. ...cooocensemmrmremsssssassanenss W) ) Needie ST ....oowiscivinsns 5, | ST
Agent Mont (11T, — 4 a ONasal O Cutt Parasthesia [JVes Mo
E Pulse Oximeter P BN oo ssrsnssmsmmsisasessraseasionss a my [ Topical Catheter at SKin .....cocenrr .tm
[0 Capnograph Leave DR o iecscsemmn e O Drug: N Drug Name & Conc: .
O Ventilator Anaesihesia: O Awake [ Direct Vision Bolus: ... d
O Nerve Stmuator 0 GA [ Video Laryngostepy [ Stylette / Bougee U T ¥ .
g [ Monitored Anaesthesia Care [0 Fiberoptic piock Level: ... ToMLL A .
Pasii I'% O seonal Blade# .. ... At . . ToMeg-p b 1t
[0 Pressure Points Checked DHREUIY WHY? ovoeroeivevens N+ o N i
Line (Size & Location) Transpurtation 1o
o O Bilal = B Oracy KU O Other
D ot O Semi-Ciosed Circle Retaxant Reversed [ Yes One ONA
O Tepe O Closed Circle
O Padding O Other Name of the DOCIOT &..... L.

Signature of the Doclor d‘:—AM

=
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’. pPatient Sticker l

POST-ANAESTHESIA CARE UNIT RECORD

\

Rainbow’ o
Children’s @ BirthRight
Hospital BY RANBOW HOSPTTALS
nu\ﬂlhwmum, m!ighlwl‘_'-ﬂclkliwr\r
*H ' v Eom——— T E———

IV Cannula Site - SR e e
W 2% [ 0, Mask iasal Prongs
% a0 [ Tracheostomy [ T-iece
[77) 210 — - — 210
oo w0 = 200 | O Orel Alrway [ Nesal Ainway
£ 10 | _%_,_. 190
% 180 — 180
‘é 170 - 10 |voming: Oves ONe U i S
160 1 160
2 150 i = tso | NG Tube: O Yes CINo
v e R 140 | Drain: OYes OMo
A D < i 130
120 ___r‘l 120 Urinary Catheter. (7 Yes Ono
% 133 B 1 ::; Chestiube:  O1Yes OO0
5| % =E aSum 90 | it orat OYes ONo
r-:- 80 N A - 80
70 i 70 Z
. 60 N 60 IV Fluids: .
7] 50 50 Dral Feeds
E 40 40
v ;‘3 ;g
10 10
1] 0
| SP0,
MINUTES
"057[,“,, ““ﬁﬁs‘“mﬁs"‘s sﬁ““‘ N o Teo [0 ouT SCORING INTERPRETATION
mﬁ"&’!“m"‘“h%“’ﬁ“"‘“ =2 o B  Minimum Total Score of 8 is Required 1o
‘Abie 10 move D extremites volumary of 07 =0 Discharge
mmwma:mm =2
Dyspnéa of =1 RESPRATION
| honeic =0 2‘ Exceptions to this. aré 1o be explained in the
Br=20 Pre Anaesthetic =2 o 2 pgpts
B 2 Anaeset e =2 ouaTOn 2. space below by the Discharging Physician:
__‘BP:SﬂdPlIMII:SMhI =i
Futty awake -?
funyrsatile on CABNG =1  CONSCIOUSMESS
ot responing =0 9.
Dok, dusky, by, =
. 00 , undiced. other -1 COLOR & B
om “
f. t s SRRm—

PAIN ASSESSMENT AND MANAGEMENT FORM

Pain Sl:orﬂ

intervention

L |

pain Tool Used: OIN pass I FLACC [JWong Baker

Anaesthesiologist Name .
anaesthesiologist Signature:

Date & Time:

PACU Nurse Name
PACU Nurse Signature:

*Date & Time:

R Verp et A L
Moyt wvel,

Reassessment Frequency:
1 Every eight hours for

Transferred 10 Unit by (P CU); 2 L0
Date & Time:...... 2 ‘T‘f 2B A

all hospitalized patiests.

2 Forpost surgical patient, patient with chronic pam. patiemmsuempain
a Eww!Mmfwlm?dWS
b Afer 24 hours gvery 4 hours
¢ Priof to pain reliving intervention
© wiinin 30-60 minutes afier pam religl inervention
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| Rainbow® =

| Patient Sticker : Children’s ® Blf‘tthght
' = Hospital .w

1t tahes & ot to trmet the e mm»-mm

Department of Anaesthesio!ogy
EPIDURAL ANALGESIA | ««GORD

Date: B L 11 S Procedure done L o

CSE /Spinal /Epidural

Depth: ... Catheter at Skir .............. . ABGIDAS st L
Parasthesia : Yes/No if S e stenanssevsessssisiianissic
Solution e et o
Any other issues -
e
i ——

Infusion Rate _ . \[::val Maternal :
- \

Delivery Details : Time : ..............0.5 APGAR: ... SVD/ Instrumektal / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected -
Patient Satisfaction -

Discharge /Shifting ordered by
Doctor Name:
Date and Time :




Guc-go 085600 P1 800036683

_Patient st %"M?EEE s Ll Rain%w‘ i o
Uiy Hospita) SM

| LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission; . g’bﬁ / %

Baseline Information; :
Admission From; O Oorp o Admission Desk [ Otiers: < rs: specify ..... L’ D@/_ ....................................
Primary Language: 3 Telugu O English O Hindi ers '}—;}m I

Do yourequire an interpreter? [JYes DV

Source of Information: ent 3 Family 0 Others

Personal belonging if any: M O NoseRing 3 Bangles [ Ankets OFingerRing Bracelets
handedoverto... 27 ca2)... .. W{)M ............................... i
——

Allergies: [ Yes []N.Q/Dﬁ‘edications O Blood Transfusion O Food O Other: e ————

Chief Complaints: e Doctor Notified on Admission; l'.?f’ ONo

PW %f T%wg e Name of the Doctor: . H‘Mh'

:P'O L s, TiMe Notified:

Past Medical History: Obtaineq From m O Family Member [ Megical Record 01 Other (specity)...... .
Past Medica) History l Past Surgical History ) Previous Hospital Admission

Seaonal Bhma. b |
=Y I NIL . N LU
/bl2e.
Blood Group: ......[). H/E . LMP: 9—-/ I}/ X5 eop: (f/X /}15 Gestational age during admission: "y igb
Contractions: ....... '\) [L ................... Vaginal DHChaNe: i NL.
Obstetric Hlslory | P'"'"‘ T Previous LSCS . N{L

Height: ,t - Welght: <] 0.

Tamp A L Xt(ﬁ/uf nn (ﬁqﬁ!w BP:. [1 ?«/a"lf ........ 197

ngh Risk Factors: (Pleage select by ticking (v ) the box as applicable)

| O Hypothyroidism O RhIncompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Pret,em Labour
t O Hypertension O _Gestational Hypertension B Gthers: (Speciry)
| O Diabetes O_Bad Obstetric History Coot yonod Dedhmy |
| O Avemia besity (BMi) S
L iy Twins / Muttiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (RT.0)




e ——

l patient Sticker

Family History: O No Abnormalities Detected m — TﬁD

(] HeartDisease [ Hypertension O] Diabetes [ Stoke O3 Seizures O Kidney disease
{71 Liver disease (0111 (RN

sarnaaes PRrp T PRI LT Tl bbb

Pain Assessment: Ptin-_/B::&eS/ CINo (i Yes, complete the Pain Assessment / Reassessment Form)

Fail Assessment: E}K O Nc/ Score [0 .......... (complete the Morse Fall Risk Assessment Sheet) 1
Risk of Pressure Sore: Q/Yas/ [ONo Score.... O[UO (completethe Braden Q Sheet) 1

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant ' |
[ Mobility problem {1 Walking Problem Mm;lnalny Detected
| DO Developmental Delay ] Musculoskeletal Congenita! A5normality

inform consuttantfor positive criteria |

NUTRITIONAL SCREENING: x |
[ Overweight [ Poor Appetite > 3 Days O] Needs Therapeutic Diet. A

[ Under Weight C1 Diabetes Melitus [E])rﬁfnnrmaﬂiy Detected

inform consultant for positive criteria

PsvchWmNa:
0 & Cooperative O Restless (1 Depressed ’ [ Agitated O Confused . ..

Inform consultant for positive criteria

SOCIAL SCREENING: '
1. Marital Status: D3 Single wﬁ/ O Divorced 01 Widow
2. Special Habits: ~ Smoker: OYes O Alcohol Abuse: CIYes fl:!(go/ Drug Abuse: CJYes

social History: Lives Wit MM‘QQD‘ g

Orientation has been given regarding the following aspects:

Call Bell in Reach : ;{VVNU Waste Disposal Explained: [j\‘fﬁ No -

infusion Pump:  Cl¥es ONo Hand hygiene Explained: ss ONo O Others
[ 3 ;

Above information QIVEN 10 wovcuenreees m % ...... D\V ‘\3>

Name of Person Orientation was given to: ’P AX \w

Orientation not given Reason:

NUFSE SIGNAMIE wvvvecsmmmsmsfplinessees e
NUISE NAME: covissrnessrsssssssssmaethssfasdens e s

Date & TIME: ..ovvuerarmaseenermenns
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"~ Dr. MATHANGI RAJAGOPALAN
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OBSTETRIC TRIAGE ASSESSMENT FORM

Z
Rainbow"®
Children’s

Hospital

T a3 ot o et the e,

® BirthRight

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

20k

Date: ..ol 2

1)| Level of Consciousness:

scious

Time of Arrival: .........

O Semi-Conscious

2)| Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Preterm rupture of Membranes / Leaking Water PV

O3 Severe Pain / Moderate Pai

n

O Bleeding PV: Slight / Heavy
O Decreased Fetal Movement

O No Fetal Movement

O3 Preterm Labor/ Labor
O Spontaneous Rupture of Membrane / Lealdng Water PV

or Reason: ..

X

T r—

0 .9
Ig,gf)m Time Seen by Nurse: }ngﬂ’) ...........

O UnConscious

n...ofabnur .

3) italSigns: Temperatre: 45,1 pusse: £\ Re:. .N;LJ sp0;: . %1 BP. “U?ﬁveugm: Fae

4) Gestational Criteria:

Gravida: | G \ P = L . -

LMP: QU[}M EDD: 0{18/%’9 Gestational Age: gg%%m.?wj ;
Uterine Contraction O Yes E]/No” O NA | Onset Time Frequency:
Membrane Rupture OYes | (N6 | ONA | Onset | Time Fluid Color:

Vaginal bleeding O Yes M OO NA | Onset Time Amount:
1
N - If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes /E\No/ ONA Pain Abdomen / Vomiting
Good fetal Movement s | ONo | ona | 1fNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
L+ 1 [ | | | | l | ! |
PP = ] I I ] I T I i i 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain wiobrlsetpain
poss
® Locatnon |\) Lk_
o Duration MLL ....... Days / Weeks/ Months (Strike out which is not
applicabie)
® Character: .
@ Frequency: Nt
® Interventions: ................ N .\
6) Past History:
N
8) | SUNDBIBS: . siviennsrnsensananms srmsmmsemmmssenssspmmssemsesnon s tdthsobs fuoboss i osvenrssensalersnnesnseresine / .............
Medical: . Mﬁ-""—ﬂ ........ Mm L. F(LM...Q/) ...... é/b@ .....

Docu. No. :RCH /FRM / CLINICAL;' 088




)

Fatiernt Sticksr

7) Allergy: O Yes M&s

8) Current Medications: ([ Prenatal Vitamin O

9) PCI::WMI
one

cal History:

O Chronic Hypertension
OJ Gestational Hypertension

3 Diabetes

[ Gestational Diabetes
O Low placenta
O Others if yes, SPECITY ....oeveerernerirranns

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
Q/Mﬁg:z II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

O Category Il Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

Mne/ljomers: Lt i s S s LT D

O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

OTAS Leval 1 Level 2 Level 3 Level 4 Level 5
(Resuscitative) (Emergent) {Urgent) (Less Urgent) (Non Urgent)
{Him) Immediate < 15 minutes <30 minutes < 60 minutes - léom)
Re-Assessment Gostnuons Morskg Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Activa Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth mﬂ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spoiting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual mmﬁﬂ mut
disturbance, RUQ pain symoloms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
@Acute onsite severe oMajor trauma oAbdominalback pain | @ oAnything that does not
Others abdominal pain oShoriness of breath greater than expected in | from out patient clinic seem to pose threat to
@Altered level of ®Unplanned and pregnancy {tor hypertension, blood | mother or fetus
consciousness unattended birth @Fank pain / hematuria oCervical ripening
oCord prolapse @Nausea /vomiting and /o1 @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarrhea with suspected uJ previa protocols
distress dehydration (] and /o] @Pre-booked visits (ie Rh
o Suspected sepsis diarrhea and progesterone
i @Signs of infection (le injections, NST
dysuria ,cough, fever, | ®Assessment for version
- chills) ®@Rashes

28
Time seen by Doctor: \.Q/Plﬂ

Nurse Name : ..........

Date: QDQW’}Q Time: \')/q(f.}m |

()00)*10‘919“”’

v NUPSE Signature: ‘)@OIQ/O’

[76
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It takes @ lot to treat the Btls.

Your Right to a Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: EOIWW j

Lt

Pre - Existing Risk Factors _Tick | Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease: nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Dbesity lor2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Sjilfbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
&Iyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1

Total | D )
Signature of the Nurse ?0 O\Jq /bla’}é

Action Plan

Dogu. No. : RCH/ GDY /FRM / CLINICAL / 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.
v Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
v/ If admitted to hospital antenatally consider thromboprophylaxis.

v" If prolonged admission (=3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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i

SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at' the s_urgfcal site unless the presence of hair will affect
" | the procedure. Use clipper if necessary \1 %
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) Q{ %
_ 3 Antibiotic prophalaxis given within 60mts prior to skin incision (_/ @7
! Use a checklist based on the world health organization-19 item surgical L
5 4 checklist to ensure adherence to best practice Y’d
INTRAOPERATIVE
'i'l' 5. Using chlorhexidine gluconate and a!cohol-containing skin preparatory agent

in combination

s

6. Maintain normothermia during the surgical procedure  (>36 deg C)

POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status o
}f " | between 110 and 150 mg/d|
-
8. Application of incisional negative pressure wound dressing AO

Docu. No. : RCH/ GDY /FRM / CLINICAL / 322







GUC-DMO IPﬂ-DDGNBIJ
MNNWMC
22-07-2000

' % | | O MATANGL pasg ok tD (P thRight
- INFORMED CONSENT Fgp VAP' 1 giTH AR i o

Patient Name ;.. M. & Wor S HDNo: ...
Gender; OMale [T Female D2 s, Time::

Yome

* Thepurpose of this Procedure s 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 forpe
vacuumextraction. An episiotomy (acut performed for enlarging of the vaginal Opening in the Space between the vaginal and

&M the rectum) may e performed as partof a vaginal delivery, *
Should vaginal delivery pe unsuccessfyl, defivery by cesarean section with an abdoming incision under appropriate |
anesthesia may e necessary, /
Inan attempt to deliver the baby either naturally or with the help of instrument i g, forceps or vacuum, there ma ¥ be risks of:

infection, allergic reaction, scarring, blood loss, neeqd for blood transfusion, pain and discomfort, injury to urinary tract,

Possible injury to the baby (!aceran'on, hematoma, skull fracture, nerye injury and brain injury) and Possible future pelvic floor |
dysfunctr’on.,

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

l'am aware that in most cases, vaginal delivery results ina healthy mother and baby; however | realize that there are no [
Quarantegs,

, ' N
| voluntarily consent to the procedures described or otherwise referred to herein. | am aﬁare that they wi be performed bya )
qualified dynecologist, j

) } _‘.\Jame ofthe Doctor performing the Procedure; ..., &r W‘ ................. s )

-Consentee : !

Signature ; .. Signature - {

Name:...... D> Name : U\ﬁ.ehﬂk.\f‘%hﬂWIﬂq |

Date & Time : Relationship with pafjgnt. ~HOSBAND |
Date & Time - BD : B ajl33°

Witness ; Doctor (who s tak; g the consent) :

Signature [ Signature : .fpy @17’”

i:lame:" ......................................... 'Name:...,%..-......‘}f\. .......... S

DAELTIN .ot o Date & Time - 2oly oy a} 2%
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It takes a Iot 1 treat the e,

INDUCTION OF LABOR CONSENT

Name: ..., VM pwjﬂ - AGE: v, Gender: Male Female
BHIBNO tisainin, . = o e Date: oo

You are scheduled for an induction of laboron ......22) 27| @p2b (date) at ... =38, H??ka..‘.?.l.?‘ﬁy(weeks of gestation).
TR RO YOUFIIGUCHONIS ... TR 55555t st S

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
' \fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor i to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor,

lunderstand the risks and benefits of this procedure and wish to proceed.

L
Patient Q}\ Patient Attendant: 9?
; , 7 ,I

Signature: /

Name: Ul\imﬁv\ﬂbh&\m\é—) .........
Relationship with Patieny: .. 4fUSRANE
Date & Time: ......30).. ":(‘héno—&,.gg 4. HN—

Doctor: %/ A Witness
fov Agaz)
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ooy B A TIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: <] } J l_) b [2Dp  TRANSFERREDTO:
1 _|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \{ @/
b.Surgical procedure & correct site verified \/ e
2 [Airway & Breathigg i )
a.Oxygen delivery (mask/cannula/ventilator) secured VM
. b.SpO: within safe range UM
c.If ETT: position confirmed, ties secure, cuff inflated 7\/0
3 | Circulation & Hemodynamic Stability :
‘a.lV lines secured & infusion running correctly l(&é
b.No active uncontrolled bleeding (\AY
c.Last vitals recorded before transfer \/@f
d.Central line hubs are closed t&@
e.Dressing Intact 'n'ﬂ
4 | Pain Assessment
a.Pain score assessed & analgesia given l/ﬂ
b.Reassessment done \.;GJ
5 | Wound, Dressings & Drains *
.Surgical dressing intact no
b.All drains fixed, output noted Z
c.Catheter secure & urine output recorded Vi &
d.Splints/casts/traction devices stabilized M
6 | Medications Pre & Post-Op Orders
‘a.Medications due time noted ‘{Og_
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ng:,
c.Emergency meds given in OT (time & dose documented) C/@)
7_|Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside “f %,7
b.Bed/side rails up and brakes applied y
c.Special positioning maintained as per surgery M
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level f\nb
b.Epidural catheter secure, infusion checked l\m
c.Pressure areas protected ( heels/elbows)
9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED AN
10 REPORTS AND LABS HANDED OVER Nﬂ
11 |BIOPSY/HPE SENT A\
12 |Documentation s
a.Documentation completeness " L{ X
;h‘ransferring Nurse: d A—ﬁ\m 0\Sb&
!Receiving Nurse : Cly 9 [;*Q) RER ,
Signature of Incharge: - Q:Q-Pm MT/O |Q:},ng

RCH/GDY/FRM/CLINICAL/598
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Date & Time of Admission
20)5)3k @) (o 1§ ow

Date & Time of Transfer Order

30 )+ 126 @ ¢.30p ™

ITE3UNg Lonsunant Name Transfer Ordered by Reason for Transfer
0 P : Pye.
oY [u!? y
or - Ma . Davl Thea
g Pap ot
From Unit To Unit Information to Attendant
. ?Mcﬂoﬂ LPr \@3 No[T]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
3:?\ ‘I’— Le Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
2.
3.
4.
3.

Shifﬁng Summary / Notes Written by Doctor ; def]

No []

\L bl vanS
”Pﬁs'ﬂ‘w

Name & Signature of Person who is Transferring

Name of Person Ordered Tran sfer

M}QM%‘RW ,

Patient & Clinical Records Received by:
\
{

o ﬁ“@ﬁa

Date & Time of Patient Received ;

If the transfer order time & Completion time is more than 30 minutes,

solAho cegiopm

please tick the reason mentioned below :

[ Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL /102

(] Nurse not Available

(] Available Bed not ready
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PATIEN"' TRANSFER FORM
U g

Date & Tam; of Transfer Order

e?c[# 26 af 55[)”*

Guc. Date & Time of Admission
::r: uu:::s;m 1P 1800036683 ! (
-07-2000 ) - e
O ATHANG A e 8D ol |9b ot
Treating Consultant Name Transfer Ordered by

P Pavfhgﬂo

Reason for Transfer

[,m_l'H}m —L{c;a*[‘mcm J

From Unit

To Unit
= Niew

4 | ¥ e

Information to Attendant
Yesa’/o No[]

Number of Sheets in Clinical File Number of Imaging Films

¢t (&Y

@\7 Q\‘\Q

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

Yes[] No
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name

Quantity

4,

5.

Yes (] No []

Shifting Summary / Notes Written by Ductor :

Name & Signature of Persan who is Transterring

/Q /S(/\}’%Mﬁ‘ib

Name of Person Ordered Transfer

Pa?nﬁﬁfq

Patient & Clinical Records Received by : o s
,§ . %°
6\

Date & Time of Patient Received

" 1 the transfer order time & Completion time is more thon 30 minutes, please lick the reason mentioned below :

Unavailable Bed Nurse not Avaiable

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

Available Bed not ready







Z
@ Children's | @ BirthRight
PATIENT TRANSFER FORM Hosphal s s
’- E{uﬁ:&im Jiéiﬁ%ﬁ“ l“ o Date & Time of Admission Date & Time of Transfer Order
L i VG ot
p Zof{ 2b o 11S| 31 fG
Treating Consultant Name Transfer Ordered by Reason for Transfer

D\ m&dﬁé%""

5)& ¢ PG\V%W

Em )80

From Unit

To Unit

Information to Attendant

Aelfeoee

A
Zér-l) ° DT Yes!jj No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
C(j}D ( © i}o over 10 attendant
CTH Yes[] No
By ﬁM If yes, what ? D>
- Medications / Consumables / Surgicals / Hand over
'SI.No, ftem Name Quantity
2
3.
g 4.
5.
Shifting Summary / Notes Written by Ductor:  Yes Qj No ]
f3 Shided £o b7
Name & Signature of Person who is Transter?ing Name of Person Ordered Transfer

Do fﬂﬂﬁ?ﬁ

Patient & Clinical Records Received by :

3l Satisn

Date & Time of Patient Received :

3[11\2,5 @ 2,-\°P

" Il the transfer order time & Completion time is more thon 30 minutes, please tick the reason mentioned below :

Unavailable Bed

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

Nurse not Avaiahle

Available Bed not ready
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' It takes & lot tn troat the istle, Your Right to a Safe Delivery
o
- - ' . 44 2%
Antenatal No: . - : —DP' I‘FLD\* h V\? ¢
Reg.No:
| 77" PERSONALDETAILS === ---- oo o e . é‘éb"c') ------------- '
E Name: M P_—q_, i zl\\{b‘_j ‘?1;5 __Agc_,:‘g-g Date ol’[iinlpg i."_'l__ 1 Ed;:caﬂnn:___ — e :'
E Occupation; Phone No; WS | 'Mob.ilc: iy .:
" 4 ]
:I Husband’s Name: e JEducation: Occupation: i .:
: Admeﬁz_m@fﬂt_ tAnch ot . o vinon®, Tthinag L ad enoday, |
! Mobile_ R 2379851 L 9 | E-mail Id: : { ;'

femcccccmsccccpemccemccacemcee e cc e e e oo - L T P ey TSRO P — 3=

IMPORTANT FEATURFES SUGGESTED MANAGEMENT
P PRIM ) & = AL
; MP o 1714_"9&:_) ol
: EDD - oq log |202e
U
; } 11 v | 11y A ’ ¥1 4 Y ' |

]
= L
--------------------------------------- 1""‘""‘“"'""':!’Lq““""‘""‘""""“-'-‘—-
777" HISTORY - == =co-mmome oo caa e aceaaas e e e '
i Year of Muﬁage:mh{msml History: Previous Periods | LMP 1' U] l 285" EDD Corrected EDD Eﬁ loﬂ '
) '
.' OBSTETRIC FORMULA: P\ | |
5 Cofwaguinty. Contrmuppioe: Gravida |} Para Live Abortions :I
----- OBSTETRIC HISTORY - - ---[

SL. DATE OF GA

NO. DELIVERY | WEEKS ANTENATAL DETAILS MODE OF DELIVERY BABY wT REMARKS

C‘f‘ PP, Sportaneshis Conception

'

1 -
. Surgical History: N‘,] Allergies: N ‘
LI

.

Docu/No: m /CLINICAL/139




Rubella T4 & 2> Negakive
INVESTIGATIONS Iﬁ

===~ MATERNALEVALUATION - === =====mmmm oot m oo m s oo oo
! Blood group & Rh: Wife © pesiBve  Husband [cT-Naﬂa.hve_ E
! VDRL Mﬂ&h‘vﬁ HIV Non-Reackie HbsAg  Negalkive TSH = D' | @ GCT
: K Ti-\00 5 T4-1) :
: ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS :
E Date 9“"} . .I:wetigations Report Date E‘:ﬁ Invetigations Report ;
‘ ) Sl ‘
: URELT i —O :
p | tveatinine ~0: 5O Seiseli :
P Hb- fo-8 i pofetinwit :
: FB8s - : :
Pl - |2:43 Ba it va - nt :
: Hb ~ 107 E
P | Fes—[14 Hbdy|q 5+ 3 :
P Urire|Re (D Py - 3) Hb eledLopkores i€ - Nevead Hb :
E Pk -~ 3.4 Hay |
; N/L = o] ;
Tetanus Toxoid: 1* dose l : ' 2*dose

e FETAL EVALUATION . oo e mmmmmmmmmmme e memc—m-——-————ooooooooe
« ULTRASONOGRAPHY :
f First wrimester | \(T ¢ ¢an o)) &) Vhevire B Fopple~s ; FTS Slreen - e
v | TIFRA Arm—na.ln Sean ~M 5
:.' , Date gﬁ Indicatiop | "PP' | Wt.| Centile [ Growth Velocity AFl -| Placenta Remarks i
E Growth scan ( E
' ] ¥ = n
: J ! :
: Others :

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

Were any Prenatal diagnostics done-Yes D NOD If yes, please specify the details below:

DATE GA/weeks TYPE OF TEST INDICATION REPORT

.




Name: [Yv4: 9‘1‘-'?\ S Corrected EDD: Parity PR1m)

-~ SYSTEMIC EXAMINATION ----===cesssnsmmmmmmnsomossnoooenasmomo oo oo s ssnnn s o ooy
Height Sl 5™ Cvs Si%:. ®
Weight: btl&b Respiratoy System: %L NV S é
BML: Breasts. DL Nomal Thyroid Novma)

(== ANTENATALVISITS ---=-ccssoanccme oo n oo o s oo nn s oo s s e o s n oo :

é Date Wt Bp GA S-F Ht PresentingPart FHS Liquor Edema Review Date i
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RAINBOW CHILDREN’S MEDICARE LIMITED "Z

iy ) Rainbow’ : T
# 157 - 160, Anna Salai, Guindy, Chennai - 600 015. Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a ot to treat the little. Your Right to a Safe Delivery
SINo. 2598 NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name :M¢e " . Diyva 3 Age: *L Years Gender: ¥ & roA\ g
UHID No: G - popR bl co  IPNo: I9- oo sLL83 Date: Z1lo=l2p 2 Date: M)onlsy,
Diagnosis: (¥ 1) l I2WEEKS 4+ 5 DAV l \fnour AnarGiista ‘ﬁme:‘-‘ bWy pm
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials / Ampoule Remarks
1 Inj Fentanyl Citrate (100 mcg/2ml)
o Fentany Citrate 25 mcg patch -
3. Morphine Inj 10 MG / ML
4. | Pethidine 50 MG/ 1ML Bores (D Y
PE-vinN T
Ductor Name: - Doctors Medical Council Registration No.
Signature: t.‘-”r 212
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
o , A 3 ~ ‘ - .
IP Registration No: \2-c00 3LL 2 Date: Jll-')'? L0 2 A
Aadhaar No. of the patient@PLONAI:. ... esssesesssasssebess
F e Y
1. | Name : Remarks
2. | Complete postal address (with contact number, if any) { ;:',T s TR B u:}r .',-;a ?n”' i 2
3. | ! Brief description of the lliness Ri W‘l 138 WEFKSY SDAVS ’Mwm” s 1
4 Whether registered with any other registered medical practioner /
3 recognized medical institution (if yes, detalls to be recorded)
5. Details of essential narcotic drugs dispensed
L . Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity Impr assinr)h & patient Remarks, if any
219 201k | T3 . PETIIDINE sveeg | (D = .
— &’—_—_:—'"‘"—""‘
Ny A h&/w,
Dispensed by (Name & ID No.):/ ~ 4

Received by (Name & ID No.):

Time: ! N -

Vvt

Docu. No: RCHBH /FRM / CLINICAL / 133

Y

:

Signature:

Ll

Signature;i
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ey Rainbow®
-07- 26Y0M10D  (F) ' ) . )
::.‘::mum RAJAGOPALAN Chlldren’s . B"-th nght
Hospital BY RAINBOW HOSPITALS
T ospital | (@t

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: Ql]’n&]?vi&. Time: l..[S—PM

- O ~ 26 kg/?
;R N RN R LAY Height: .| €o... 5ea Weight 43_4@‘% BMI: 01 ~28 kg/m?
AT 30 kg/m?
Food Allergies: ......... (\:Liaz./
Diagnosis: “EM'ERG;EMCV“L&C,S\
) SQ_a./&Gnv( ﬁdﬁ““""

Type of Diet: ﬂiquid 1 St O Normal O Diabetic
U Vegetarian Bﬁ%-\fegetaﬁan O Vegan

Diet Advised:
Liquid Diet-ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups (1
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
SoftDiet~SoftRice, Dal and Vegetable Curries Soft Cooked, Curd @
Diabetic Diet—Brown Rice/ Qats/ Dahlia/ Rotis, Dal and vﬁgefables and Curd (Avoid Roots/ Tubers)
|
DIvyA- g

Pefnlent's / Attendant’s Dietician’s

_ g
Signature: @ Signature: 7‘{%%0”3?;&9
Name: D(\/VA‘? " Name: Aéa&%%m&m

Datg & Time: ”3(1(0®lrf§(?l‘1 Date & Time: gi'OEIEZ@@\‘.‘JS?Pr\

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)
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