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INVESTIGATIONS
" Date Investigations Order No. nSignature
hC 2) Ao— /‘{gﬁ,.
Sln o Ch IRV e 22

e ——————

- e —



I

MEDICAL EQUIPMENT (WARD & ICU)

Connecting | Disconnecting

Date Name of Equipment Time Time

Order No. Signature
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PROCEDURE

Date » . Procedure Quantity Order No. Signature
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SURGERY DETAILS

Date: ... OEJ l [D—b
Patient Name: .. M'TQ %gﬁ,nkﬂ, Date of Birth: . ]j'f 1.4.].): 8.5k, age: . 24
. - X UHID No.: q%%%llgb?»lg

Date of Surgery: . b 1“1 l‘?-b v IOT-1 1OT-2 EOT-3 C1OT-4 CIOBGOT-1 [ 0BG OT-2

Name of the Surgery : ﬁ»MVQHL,STM

Gender: ..... J-.62)

s
LE(11CY [ — G\Q(Hm Time Out :}A'Dam'
AMOUNT

1. Surgeon E}C vaeobt :Lo‘

2. Anaesthetist Et JMelem. ; P, @o HQ&QL‘-MM

3. Assistant Surgeon <. SO0 AR\

4. OTTechnician ;.. MY QWM ST . Sp oy
‘ 5. Circulating Nurse : ... K200 %VQ«SM_OLWB\M ..................................................
| ® 6. Assstanthurse :..S1al Mo R

Special Equipment: [ Laparascopy [ Broncoscope [ Harmonic [0 Morcelator

d«d O C-ARM O Cystoscopy O VersaPoit  [J Liver Cusa
Q\/\ © Neuro Cusa O Others .

' : NS
" oo
Signature of the Surgeon R!U-O raf,. %\fﬂ %@w Signature of Circulating Nurse

Order No: R Order by: ......cceeuvininns
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| Hospital _ .::;:::‘:m*:
CONSUMABLES OF OT
Circulating staff Q/N;ﬁr"‘:&? Technician : “‘S VAU nrrnne Date : CQL’K\LE T e
Anaesthesia Disposables mdﬁ ueea | Surgical Dispodables ,nmm\' usea| Disposables (Baby Side) | 5
ET tube - MajorPack L S0S | | oNARIVIK ; l/
LMA - Sutwes QR LH |_Cord Clamp _—\ =\
"ECG leads {A/P /N 2V W Y \JSuction Catheter /
HME fitter : A7P /N ARES (1 PP _Feeding Tube | cp o
_Syfinges :10cc RV Vaccum Suction Set
- 05cc _\ Datioves bl (lwWF |1 |_sdrgical Gloves b[bip ﬂ_\,?
L 02cc _\ 2 F VPP Uowdt '[\/@uze Pack 0.
1cc B2 S eang 7 ] 01\ Ayringe il /i /
Chutery platef A /P /N ) \] Surgical blade A \}. Sufaical Blade # 20
IV st * é = b UG tybe ~ Kopehies (S)
L RL/ AN '/‘ utgcﬁrtary pencil =~ l ‘Z/é woxettey vorb 1
NS : 10m!/ 100mi / %6l / 1000m) B chies (ApTEC \cona |\
Y te « | omtments Epipros G {
' Suction Catheter gumr,ot L Cp mdm
Fentanyl Cap, Mask mose 8 1 1
Morphine GawzePack R|o~ 1K ‘—};OLQLLQ/ L )
Ketamine Mop Pack AN i
Propofol Steristrip ~7 | pewumom pad [l
Rocuronium Underpad OV Piyakoy 1
Glycopyrolats Draw sheet Bethy _tuy Pl 1
Myopyrolate Abgel od D[‘aﬁﬂ’ I"\f/
Ondansetron Foleys catheter pm oW N 0
Pencan 25¢/ Spinal Needle 22 Urobag Pyote( 1, 1ol
Bupivacaine 0.25% Chest Drainage Catheter L
Bupivacaine 0.25%(Heavy) Romodrain bag .
Antibiotics Bandage
Rlo¥om o N Abgaderm !
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent P
Supridol : 100mg i Vaoetim Suction set O “.
Justin: 12.5 mg/ 25mg / 100mg_~ \\} Piastic BedShest oyl | 97
Tab. Misoprost : 200m0 Lpes-tyies- _“\TW’““ Solution 2
Qpueatd joeocove Y [(17 |~ \_JAicroshield
_r’LQQDlE' O by Nz |\ JARtexGloves— Ny [ | Lo~
T ML emErnl O \ M,Rimatone Scrub 1
L Qu\!ﬁ\(m% \\ oT [ 0l @.
Surgeon Anaesthesiologist @;ﬁ.}%}:
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Doc. No. : RCH/ FRM / GENERAL / 125




Ly e

-




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

?’.a
' By . Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's  TelNo:044-40122444
Hospital ™ " =" yarTin:  33asBCRa0tamizk CIN:  L85110TG1998PLCO29914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
OMUNRE L ORRCRL R CCRT AT At il
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036333 Ward 7TE-PVT/SUITE
Patient Name Dr. PRIYANKA ARAVINDARAJ Bed Name PVT 704
Age/Sex 29Y 9M 22D/ Female Order No 18-0001722581
Date 06/07/2026 10:14 Prescription No PRIP18-0625278
Payor SELFPAY Dispensed Date 06/07/2026 13:05
UHID GUC-00093481
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL R110325 11/28 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) i GENERAL 250824 oa/ze 1 1,303.00 1.303.00
DISPOSABLE APRONS ;
3 STERILE XL Mediblue 1010626 04/29 2 120.00 240.00
4 E';W'a Wicroptic gowes H 2605018017 05/29 4 128.00 512.00
ENCORE MICROPTIC
5 GLOVES.7 PF ANSEL 2604014105 04/29 1 128.00 128.00
GAUZE 7.5X7.512 PLY (5 . .
6 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
GAUZ SWAB 10 X 10 CM )
7 19PLY 5S X-RAY Bapujl Surgicals GENERAL M2545021 11/29 3 123.00 369.00
8 yoa' SUPPOSITORIES 100 Neon Lanoratories Lid  H BLNP274053 11128 1 18.74 18.74
9 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
10 MONOCRYL 3-0NW 1326  ETHICON SUTURES-J&J C1 T5124 09/30 2 997.00 1,894.00
MOPS 30X30 8PLY 5§ X-  DATT MEDI
1 RAY PRODUCTS H M2642004 12/29 3 949.00 2,847.00
12 NEOMIZ 200MCG TAB 4S Neon Laboratories Ltd ~ H AUM12ABA 09/27 3 20.15 60.45
NITRILE EXAMINATION
13 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
14 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltd H 1C261607 02/29 1 93.94 93.94
15 PDS-111-0 NW 9352 — ETHICON SUTURES-J&J T5005 08/30 1 1,026.00 1,026.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
186 10b ML 7D RC126029 03/28 2 103.00 208.00
SGLOVE #6.5
17 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26C3005 02/31 1 91.00 91.00
18 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
19 (FRIENDS) 20052026 12/30 1 205.00 205.00
20  VACCUME SUCTIONSET  ROMSONS GENERAL 0K26B010638 01/31 1 739.00 739.00
21 VICRYL PLUS 1 VP -(2347) ETHICON SUTURES-J&J C1 T5072 10/30 2 951.00 1,902.00
J Total : 9,529.50 14,743.80

Receiver Name

Printed Time : 08-07-2026 13:05

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
A
: A= . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’s _ e Tel No : 044-40122444
. irthiight
Hospltal iy VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
VTR LTI L TCRRRAT T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036333 Ward TF-PVTISUITE
Patient Name Dr. PRIYANKA ARAVINDARAJ Bed Name PVT 704
Agel/Sex 29Y9M 22D/ Female Order No 18-0001722582
Date 06/07/2026 10:14 Prescription No PRIP18-0625277
Payor SELFPAY Dispensed Date 06/07/2026 13:04
UHID GUC-00093481
S.No [ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 BIOXAMIC 500 MG INJ g;‘f‘;ﬁn";ceuﬁca]s H C3BIO004 01/28 2 73.23 146.46
2 alépfﬁES'C INJAMPO.3  \oonLaboratories Ltd ~ H 45121 01129 1 3110 31.10
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 2 21.83 4366
4 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 031 2 2156 43.12
DSYRINGE EMERALD SML  BECTON DICKINSON
5 8P (8D) (8D} 5322815 10/30 1 12.00 12.00
6 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B04K17T 01/31 2 11,25 22.50
7 agﬁ_lﬁ;.scmooes IMS GENERAL 12226508G 03/28 3 32.34 97.02
8 g‘ﬁ‘:ﬂ:ﬂ“ (OXYTOCIN)INJ - \oor Laboratories Ltd ~ H 091690 02128 1 18.90 18.90
INTRAFLOW (AUTO STOP)
9 ROMSONS ROMSONS K26B010515 01/31 1 525.00 525.00
10 NEEDLE 26 12 INCH Dispovan GENERAL 16612R 03/31 1 266 266
PREGELLED SURGICAL
11 PLATES(ADULT) Erbee GENERAL 2510302409 10027 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
12 SYSTEM i 10262078 03/29 4 69.39 277.56
13 SPINAL NEEDLE 25 ?BEEgTO” DICKINSON  cengRaL 2510021 09/30 1 22150 22150
Total : 2,315.76 2,716.48

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 06-07-2026 13:04 Page 1 of 1







RAINBOW CHILDREN’'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
gfl
L 1= ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™ Tel No : 044-40122444
Hospital BirthRight
Rainbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana.
(LR RR LT A LT LRRERE TR
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036333 Ward TF-PVT/SUITE
Patient Name Dr. PRIYANKA ARAVINDARAJ Bed Name PVT 704
Age/Sex 20Y9M22D/Female Order No 18-0001722760
Date 06/07/2026 13:22 Prescription No PRIP18-0625283
Payor SELFPAY Dispensed Date 06/07/2026 13:22
UHID GUC-00093481
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 NEW MOM DISP DYNAMIC TECHNO 164101 04131 1 204.00 204.00
MATERNITY PADS MAXIPAD ! -
NEWMOM DISPOSABLE
2 PADFIXATOR.XXLARGE DYNAMIC TECHNO 106693 01/31 1 210.00 210.00
3 PROTECTIVE SHEET 20X20 Local 10106285 04729 1 250.00 250.00
QUICKSUITE OT TABLE
4 SMEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
Total : 1,439.00 1,439.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 06-07-2026 13:23 Page 1 of 1







; RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
A
L L= @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’'s _ ™ Tel No : 044-40122444
HOSpital BirthRight
Rainbaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC020914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
0T AR
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036333 Ward TF-PVT/ISUITE
Patient Name Dr. PRIYANKA ARAVINDARAJ Bed Name PVT 704
Age/Sex 29Y 9M 22D/ Female Order No 18-0001722761
Date 06/07/2026 13.22 Prescription No PRIP18-0625284
Payor SELFPAY Dispensed Date 06/07/2026 13:23
UHID GUC-00093481
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 g\ﬁ"rﬁ,ﬁ.’“ (OXYTOCINYINJ - eoon Laboratories Lid~ H 091690 02/26 4 18.90 75.60
2 NEEDLE 26 1 1 2INCH Dispovan GENERAL 01654R 12130 1 3.38 3.38
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
3 WHITAGARE @8D) 2512026 11/30 1 448.50 448.50
Total : 470.78 527.48
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 06-07-2026 13:23 Page 1 of 1
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GUC-00093481 IP18-00038333
Or. PRIYANKA ARAVINDARAJ
14-08-189€ 20Y0M220 {F]

T

2

Rainb‘gw‘ . R
Children’s @ BirthRight
Hospital .w
Tt taies & ok 1 treat the iRt Your Right to a Sale Delivery

BED SIDE CHECK LIST FOR NURSES

Date;kmqs ,(?\* 8\#
Doctor’s Orders ' ol
Carried out or not \ii:_ \i\/’l \rf@g
Bed Side 4
Structured Handover done Moy | K
IV Site &J‘ 31(9:) y’.o@
Central Lines L P ING T}Jf’r
Arterial Lines e | e | N
Feeding Catheter Np (e | NR
Urinary Catheter on (N | O
Skin Care Jo |V |\
o .

:e Care }“ Ve %

outh Care Uﬂ,u V) \&JQ
Sterillum Bottle, Stethoscope Mt | YO \{dg
Suction Bottle (Should be clean & empty) \l,\m NA NPr
Intubation Tray Ne | v Np
Egg&geedng;g;ag}és with Midazolam T\)ﬁ
- U Ll
Ventilator Tubing, (Any Water, Blood) | b | p/a—| s
Humidrﬁcaﬁon e NB ﬁ“}
Check all Infusion . ﬁ’
(Labelling,Correct Preparation) ~Pro| N M
Chest Physio & Neb ~p | AT &n‘
Handed Over By Name : M.\; M &ﬁ
Signature : %;W M W e
Date & Time: Llw)ab (£ | &0
Hand Over Taken By Name : &g&@
Signature : é;@ g\@

Date & Time: :51[?1; %\‘&@\'

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow Children’s Hospital - Guindy

Ra{n bow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s ¥ TEL NO :044-40122444
Hospital i WEB : https://rainbowhospitals.in
ADMISSION SHEET
; ‘ : LR (RN LI AT CLRTARN AT TR
Reg!.?l;tratlon Details :
Admit Date : 05-Jul-2026 Admit Time :07:53 PM UHID : GUC-00093481

Admis%s‘.ion No :IP18-00036333

Patient Details :

Patient Name : Dr. PRIYANKA ARAVINDARAJ Age 129Y9M21D

Guardian : Mr DR.ARAVINDRAJ DOB : 14-09-1996

Gender : Female Religion

Occupation Martial Status

Address (H) - NO-8, 1ST CROSS ST, VIVEKANDHA NAGAR, Phone No : 9597992878
VILLUPURAM Villupuram East Vellore Tamil " o ; ;
Nadu INDIA 605602 E-mail . sivapriya141996@gmail.com

. nission Details :

Bed Type : MICU Bed No : MICU 802 Ward Name : 8F-OT COMPLEX

Room No : MICU 802 Admission Type : First Visit

Contact Details :

Name : Mr DR.ARAVINDRAJ Relationship  : Husband

Contact Address : NO-8, 1ST CROSS ST, VIVEKANDHA Phone No

NAGAR, VILLUPURAM Villupuram East Vellore

Tamil Nadu INDIA 605602

{M:tor Details :

_Doctor Name :Dr. NIVEDITHA V C

Referral Doctor : 8ELF

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  :0.00

Payor Name . SELFPAY

Printed Date / Time : 05/07/2026 20:05

Printed By : 021591 Page 10of 2







Z. G 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 ‘: WEB : https://rainbowhospitals.in

ainbow
GENERAL C NT F AT

Patient Name: Dr. PRIYANKA ARAVINDARAJ Age: 29Y9M21D
IP No: IP18-00036333 Sex: Female
Consultant: Dr. NIVEDITHAV C Ward/Bed No:  8F-OT COMPLEX/MICU 802

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

i;;;rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
. of the patient.

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

I 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.

rhteivers Signalure:.@.%wtv/‘-"-) "f

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

Signature of Patient/Relative: d %ﬁ :

Name: | Dy - APAVTABIAAT - [ Patient Address:
. NO-8, 1ST CROSS ST, VIVEKANDHA
- ,{; z ' "
Relationship:  Hu¢ ganp NAGAR, VILLUPURAM Villupuram East
pate: o5 (07(26 - ' Time: 07! 53FM Vellore Tamil Nadu INDIA 605602
o
Wittness Name: /A 9’*\' W’ﬂ l‘b\q
4

Wittness Signature: _A

Printed Date / Time : 06/07/2026 20:05 Printed By : 021591 Page 2 of 2







.-% |
Rainbow® | 54
Children's @& BirthRight

RAMLIOWY MOLI
Pt M e e

LIN LICY

P 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.

[n 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.

I 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.

4

|

>

| 3

>

>

> Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
9 ’r TPA/Insurance Processing Fee applicable for all Insurance Cases.

» Inourhospital there is "No Discounts Policy". Kindly co-operate.

4

>

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.

P 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).

> Ittakes time for cash discharge isa minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-Thrs.

> 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

n categories of rooms. No attendant is permitted in ICU'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. I
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Patient Name :

B E\‘ ﬂ:))\/f"lcnl(a .A?)N‘fb{ N UHID Number : GLL)L -——DODC}BZ{Q]
Self’Attendant Name : bw W’W}?AM’-L‘ - Relation : Wr‘a’

L

(._... s : I

&Self/ Auendant Signature : . & Yo Name & Signature of Financial Counselor
Phone Number : g¢q9 992 8 1/
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Drug Allergies: .... N '1. 1 CJ Not known any Drug Allergies

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

NG FIOM: s L Shiftedtor ... J\A A . .

) ON

MEDICATION NAME DOSE ROUTE LAST DOSE
SN0 | (GENERIC NAME CAPITAL LETTERS) (mg, meg) | (PO, NG, SC, 1v) | FREQUENCY | por Time ?gﬁgllgg
1] 43, Ues SETQ( |y T..-D\"I) /)/Qnm v | e | b4 R‘*F‘” 0c E’!f)
Fr | s | g
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5 . | OC doc
6 | 0c ooc
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* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / \rEHlFIED BY '

A3 A
Doctor Name & Signature : . 9)2 ‘\'fi"-"'-'\"l"‘*‘h kBt D Abod Indda .
Date & Time ; Q] “f[)

Nurse Name & Signature: o et e S0, ST LBV AR
Date&Time:..............G...[J':i.l A
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Mn 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)
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1 R S (RN \q \ Vv STRT g€t ooc
2 s v é{% \ Vv STRT Oc¢ Ooc
3| s Exneset £yvq \WV ST @c-10C
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5 goc Ooc
6 Oc¢ Odoc
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* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...
7 ‘%‘S

Date & Time : . ol 17\2 .

R SR \TRTY

Nurse Name & Signature: . SIN 'ﬁuﬁ, AL L2022, S
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DRUG CHART
Date of Admission: I;HLL}E) DIUG AIIGIES: ...vvveveesseeeessesesesscscerereosreseeseeessgagrenees ot 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 alter existing instructions.

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
DRUG : L

Dose Route | Frequency

v

Start Da

Doctor’s Signature- | Valid Period

Pharm.

Additional Instructions:

DRUG :

Dose | Route |Frequency [Start Da1e1
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
ED o=
Dose | Route |Frequency [StartDate]
Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:
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Dose | Route |Frequency |Start Date T/ &4‘7“/‘“/ P
'q IV | -0~ | §|3 il i K
Name & Signature of the Doctor
Starting the Drugs:
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Additional Instructions: m 7Y
A N X
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Daily Doctor’s Endorsement by a Sign
. 7

DRUG: INS . PAN] %ﬁ;e}ﬁ’ﬁo\%\
Dose Route | Frequency |Start Datef F?;M / \\\ -\J>.
sz"‘*1 IV | 1-p4 6}?- [ A<M
Name & Signature of the Doctor
Starting the Drugs:U

ik Tpn | Qe /
Additional Instructions: A% /@A

\

Daily Doctor’s Endorsement by a Sign
DRUG: INF . PARA ceTAMOL Dater ok O\ Xk
Dose | Route |Frequency [StartDatel .| NNl

ty | v [ 1~ | 4)7 e

i

Name & Signature of the Doctor
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Starting the Drugs: v ﬂ@%ﬁﬂ
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DRUG ALLERGIES :

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

Ensure that all patient details are entered above. ONLY AD
Please use only approved abbreviations

OCTOR SHALL WRITE MEDICATION ORDERS.
(refer to Hospital's approved list of abbreviations).

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

- Any changes in drug therapy must be ordered by a
- Discontinue a drug by drawing a line Ithrough ita
the drug along with the doctors name an

- The date and time of stopping

NEW PRESCRIPTION. Do not alter existing instructions.
nd a similar line through subsequent recording panels.
d sign must be mentioned.

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

sheet folder.

NURSES
1) Right Patient

Nurses must follow strictly the FIVE RIG
2) Right Drug

3) Right Dosage

HTS before administration of medication.
4) Right Route
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR).

5) Right Time
ALERT MEDICINES

Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)
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VARIABLE DOSE Time | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.

Dose Dose Dose Dose
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".Nu-q Fentany| LB, 84 tmg
Excipients q.5.
. Application /Dosage : As directed by the Mfg. Lic. No.: 33/UA/2010
Specialist, Institution or Hospital, M, by ; ) =
Dose Delivery : Refer leaflet before applicanion. Verve Human Care Laboratori -
Store in sealed pouch. Do not store above 30°C. {4 Rt of Venor Pharma Led )
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vary warning Observation Score Chart - Obstetrics

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

‘j\Q}U Date ; ‘
%" Time 91011121234567(5_&)9101112/1234‘557

> 30
21-30 A
11-20
0-10
94 - 100 % i -
<94 %
Administered 0, (L/min.} .

40

39

F 38

2 37 .

o 36 | Bzl L7
35 |

<35

170
160
150
140
130
120
110 \ |

100 - 1 i
90" ® G
80 =
70
60
50
20

190
180
170
160
150 | 0
140 a N N f4]

RESP
(write rate in
corresp. box)

Saturations

)}
C

oy ueal

120
110

—>
anssald poojg JjoIshS
W
o
A 74
S
D
"

-—
ainssaid poojg joiseid
w|o
oo

b
-
=
c k:
A\
b~

NEURO Alert

ESPONSE yee
% Pain
Unresponsive

URINE | > 30
als / hour =30

[ =]

Protein + +

roteinuria =
Freteinur Protein > + +

Normal o= = _——
Heawvy / Foul
Clear / Pink

Green

“"ELLOW SCORES O
{NGE SCORES ¢ ©
| Nurse Initial 1\

Lochia

Liquor

A

\/( 3
(CH /FRM / CLINICAL / 053







GUC-00093481
~————  pr. PRIYANKA m"‘“[’““;"p
14-09-1996 29Y9M

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

|P18-00038333

(F)

1 "\“\‘\i‘\i\'i\mm\\\\ T

“Z
Rainbow® ) o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
& tales & ol b0 trast the Betle. Your Right o & Sale Delivery

( FLUID CHART |

1. All measurements in ml,

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

Nature
Date Time of Fluid

G P Intake
D) |

Route

NG | Diarrhoea

Output IV Site
Thrombo-
Vomit |Drainage [ Urine | Phiebtis

| Mouth

A

N.G

08:00 am

09:00 am,

10:00 am

11:00-am

12:00 pm

(2N

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00pm | - 5

07:00 pm Q"—'

N

Total intake :

Total Qutput :

+08:00 pm

RO ||
09:00 pm [,.[ao [<D
10:00pm | Wit

11:00 pm

12:00 am

AR

Total Intake :

Total Qutput: -~ >

WV
01:00am| @
P

02:00 am

03.00am | ~

| 0400am |

05:00 am

L.
0600am| §

[ 07:00am | O

Total Intake :

Total Output : K0

Total 24 hirs. Intake
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page t0 obtain 24 hrs. total of intake and output.

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

b\F vb Intake Output W ste
Date | Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Shn. -
of Fluid Score | Nurse
T Mouth | 1v | NG
08:00 am 13 coml 297 hom! | © |&
09:00 am, 125m) Jeml | © A
1000am | peafes | Serl 1260 seml | © | A
1:00am | TC1e) | teem |15t gom | © | &£
12,00 pm Wsml Som]. | ©
01:00 pm 12 M hor! o ﬁ@—
Total Intake : 200 | T 1S M| Az cM Total Qutput : 305 ™) / 4
0200pm |Hewaly 200 | 125 ; 1sO | © | O
03:00 pm ]2 [sO| © | Qw
0400 Hepafglooo | S 1s0 | O 54
05:00 pm . 125 200 | p St
06:00 pm [§ e 20D | 125 2GD | © ‘| Qwm
07:00pm | Ly | (OO 12S 200 © [ Sy
Total Intake: —f~r 00 L3S0 = |4.50m0 Total Output: | | O ML
.08:00 pm | /S 1 O © [0
0g00pm | KR [HEY 17> | ¥V ©
1000om | hwud WO |\ o0 [Y IO
1roopm| P90 [18° [\ T O
12:00 am \C v | O [ QW
oro0am| W |pED | \7C P | O
Total Intake : §O0 + 1 Y~ Total Output: - ) b SO
0200am \ (OB 0 (O
Ban| PR | V00 | \9< YO | O
04:00 am | SRR
0500am| prH| 100 | Vo | $c0 | © |
06:00 am N &0 | O _QA)_
or00am| a1 102 T\ | Py 0! O |
Total Intake : Lo vi DS 0wy Total Output: |00~y |
—— =
Total 24 hrs. Intake | LMY i Total 24 hrs. Output (L A0S My
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

T [+ Jab Intake e Output v Sts
Date | Time Qaptiﬂﬂﬁ Route W Diarrhoea | Vomit |Drainage | Urine T:Er%ﬁg‘ 3:,?2'3 '
1 Mouth LV N.G
08:00am | io s | p<0 o S
03:00am | 1\ Qe rmn{ Lo viod. O 0
10:00am | Soip |10 260 | o | Cwa
f1:00am | \A@y0 | o) Bpor| O gwﬁ
12:00 pm e An S ~
0100pm 3?5 lsord T 2| o | ke
Total Intake: Qo ) Total Output: O 1y o
02:00pm | ' Y l s
03:00pm K1) | Do oo 0 [
0600pm| ' Qi ' %
05:00 pm w . [\ O
06:00pm | o o ’
07:00 pm | 1 - 2 1 WM.
Total Intake : o0 Total Output: ooy »
1s08:00 pm 0
0900pm (1)) |2 mom] fom\| ©  |Hoo
10:00 pm | WK | | oo ) ool © [He=-
1100pm 10 (2 eoym) 2um| | O [\
12:00 am A‘Trn ; - Q |l
01:00 am O 1y
Total Intake :  \500 ) ~HC0oM) - Total Qutput: - ~ADOM)
02:002m |3}y |0 o) om0 | Hoo
0300 am - 0
04:00am [V oy | VBom) . Ow)| O L\Qf\
05:00am | 1o o | ymovy) ' ; Q)| O [y
| 06:00 am | o
(0P, Qoormd! . | | | O e~
Total Intake : \ AL Total Output: .2\ 5Om )
Total 24 hrs. Intake aé‘oo ) ‘ i | Total 24 hrs. Output L | 03733!]
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|P18-00036323 . O
g‘:‘,;"ﬁli‘ﬁ “ﬁfﬁﬁn ) % ' @(\\aw Ralni:%w' ® ri s
Pt Children’s | .= BirthRight

(T idrers | G SIRIgH
CAESAREAN SECTION OPERATIVE NOTE_TS

win=T Twsio -0

Surgeon’s Name: Date of Delivery: ob |o7) 20246 06 |0y | 2024
Assistant Surgeon: Time of Delivery: 4. 2 9 A b:2ab Arvy
Anagsthetist's Name: Gender of Baby: Gy~ Gii
Type of Anaesthesia: Weight of Baby: _t 92 b lq 2:3bekg
Neonatologist: AGPAR Score: 5|10, 8]1o 5)o,|8)10
Scrub Nurse: (N bwv\q ] NICU Admission: O Yes NG
Pre-Operative Diagnosis:

™ Elective O Emergency Indication: ..PE.DA..wing A Twin. 2. Prans %
Urgency .

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery

0 Delivery timed to suit woman and staff

DECISION HME: vvvvovvseeresessseresseessssesssssssessssensserssssssssssssssassassessasesss KNIET 10 FECIUS ovveriaenens
CTG DeSCrpton: ......cccousicirassnsmsnsisnsons

If there was a delay give the r6asons: ................

Surgical Procedure: Bl tctiveE lowEr CeemMmeENT CESAREAN CECTIow

£ | Post Operative Diagnosis: p, | , ] Pop - © | PosT pecS

Peri-Operative Complications:

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

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT0)
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—
Twin - T Ce{*\:\h‘c \-’/_—
Twin- T Trancwevse—s Pelivered as B

Examination Findings when Appropriate: _
Presentation: CJ Cephalic  [J Breech  [J Other s COrVical Dilatation: ............oo cm

Sth Palpable: i PO POSKION: vt
Staion: O-3 O-2 O-1 OO0 O41 O+2 Moulding: CNone O+ DO++ [O+++
Caput O+ DO++ DO +++ . Meconium: ONone DO+ O++ O+++
Bladder Catheterized: ZYes O No Urine: _ETClear I Blood Stained

Skin Incision: & Pfannenstell O Transverse O Midiine O Other ..........couo.........

Uterine Incision: E’Ifwer Segment O Classical O Inverted T O J incision

Previous Scar: O Intact O Thinnedout CRuptured  ~&IRo Scar

Incision Through Placenta: O Yas ENo

Delivery of head: Manual O Forceps , .

Liquor: Stlear O Meconum: O OHN OW DOBlood 0O Offensive  CINot Offensive
Delivery of Placenta: ~ C)Manual ~ GCCY ............ JComplete Olncomplete  [1Piecemeal

Cord Appearance: ............Nexwad ..o Cord around the neck CI'Yes [ - N
Appearance of placenta; DC)&P\QC%*C\ Cavity explored Cl¥és [ No
Uterus, tubes and ovaries: CINGrmal 01 Not Normal Sterilization: CYes [’

e

Uterine Closure: (I One Layer [ Layers SRR .| 7517 8 SRRy -
Peritoneal Closure: I Pelvic O Abdominal B’ﬁla sotsssersaenssnsasininsasiasarsssasasrsansnssnssasseasenseness OUILIE
Sheath Closure: NI, . <5 L
FatClosure: OYes CINo e Suture
Skin Closure: Ogtbeuticular 0 Mattress nsrernn 2 Q0 MONOCR YL Suture

Vagineal Evacuated El{e:s ONo

Drain; OYes BNo CIRemoOVein .....oooovvovoveonnn, days O Await instructions
Ctheter ETYes CINo OlRemovein..ClM oA days [ Await instructic.is
Swap & Instruments count correct? E{es O No [ Post-op Antiblotics El’ﬁ% O No .
Intra-Operative Antibiotics Cover: O Yes CINo O Thromboprophylaxis DlYes G | vV
Post-Operative NOtes: ...................NPQ.. X. 2 howas .

IN?PAMDPRA.ZQLEHW@IV‘“D?
iﬂf%cwurjlvl““‘ R S NG

‘JLJQTTNSVEPG‘ITPR‘IM%%I"D‘i ‘

—— -1V
v CBD 0 bA
SUUOPPRRROTRY G = N 1 21 + 3

T SEEC A NG, Y. 1 2.0, 5

Doctor Name: %‘N“‘@O\‘*ﬂ« Doctor Signature: hglﬁiﬂj
Date & Time: QEIO'IJ&‘Q*J" —
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Dr. PRIYANKA ARAVINDARAJ '

14-09-1996 29Y9M21D  (F) )
[: Dr. NIVEDITHA V & =

AT Rainbow: | @ giiici
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Morse Fall Risk Assessment Form bkt a b ooy
X L L E-—
. . Date / Time > ; .
Choose Highest Applicable Score from each Category L "HM }ﬁ , 4 } ?[ Fall Risk Grading
Score O o D
)
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 (>} D Risk Level Mors?;:g)Score Actien
Secondary Diagnosis Yes 15
(mare than one diagnosis) No 0 8) O D
i I
- i = Low Risk 0-24 ol oy
Ambulatory Aid Crutches, Cane(S), Walker 15 1<
None /Bed Rest /Nurse Assist 0 D =
Y 20 2.5 ©
IV / Heparin Lock or Saline = = ImpiememF :
10 g O Moderate Risk | 25 - 50 1’;’232;‘;}3“ .
Impaired 20 Intervanition
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immabile 0 o) ) © Implement High
Forgets limitations 15 iah Ri Risk Fall
Mental Status _g p O ) High Risk =9 Prevention
Oriented to own ability 0 © Intervention
Total Morse Fall Scale Score: 0 Vo 3¢
Signature | %}4 @-&%’.E_i ?%L
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 [0 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.
[J 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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ﬁ - Hospital ' BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form N o el o
M i >
Choose Highest Applicable Score from each Category Lo llL "’I‘L!‘ 2k '.'-‘H:ﬁﬁ Al tﬁ B‘ Fall Risk Grading
Score e - O
History of Falling Yes 25 .
(immediately or w/in 3 months) No 0 o N Risk Level uursv:hliglé’Soore action
Secondary Diagnosis Yes 15 i 4
(more than one diagnosis) No 0 o ~
Furniture 30 = v Standard Fall
L isk -24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 ve s 0 Precaution
None /Bed Rest /Nurse Assist 0 © o Tﬁ
26
IV / Heparin Lock or Saline ‘:;es 20 2.0 28 Implement
S . o & Moderate Risk | 25 -50 g“r‘;dgﬁ.‘g:a“
S al 2 lnte‘:vention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 o 1%, o Implement High
Forgets limitations 15 . Risk Fall
s Oriented to own ability 0 O O 7 K&ﬁ:ﬁggn
Total Morse Fall Scale Score: 7 o 6 PO
Signature "’k;%rl /@‘(;’-L— Oﬁ

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

1 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
[J 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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Morse Fall Risk Assessment Form

AZ
Rainbow® .
Chﬂd_ren 's
Hospital . B
Tt takes a bot to treat the xte.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

= =
STt a4 ul

Date / Time
Choose Highest Applicable Score from each Category ;Cfm;m - Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ®) ') Risk Level h!orst:l::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 = 7>
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 > 6
Y 2
IV / Heparin Lock or Saline NBOS {;] 20 20 Implement
o < Moderate Risk | 25 -50 'I;*‘r‘;gg;ﬁjtg:a"
mpaire )
| ention
GAIT / Transferring Weak (uses touch for balance) 10 nterventi
Normal /On Bed Rest /immobile 0 (&, O implement High
Forgets limitations 15 AT Risk Fall
Mental Status High Risk > 51 ;
Oriented to own ability 0 i, O Ergﬁggggn
Total Morse Fall Scale Score: 9 @
Signature @9 @w‘

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 ta 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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([ PAIN ASSESSMENT FORM e | DR
Date Time “'(‘Eﬁ:;;'m Location Duration Acuity Characier m:? me intervention Sign
_ O Continuous | OJ Acute () Sharp [ Dull O Increasing (res NI q ﬁm ]
g)}bﬁ 8}901 ) !(a VL | O intermittent | 01 Chronic O Aching [ Buming | [J Decreasing | I No : C’IEI
| ’ D) Continuous | 1 Acute OShap CIDul | O increasing | DI Yes N 04
\o\ﬂ\gﬂ’ ot{t-\xm MR — | O mtermittent | O Chvonic | CJAching 03 Buming | O Decreasing |\ [30 Pl
I ( [J Continuous | CJ Acute OShap CI0ul | O increasing | T Ves akeb /@{}_,Q/
E) '5}[% See~ | 1lee | — | O intermitent | Cichronic | CAching (3 Buming | [ Decreasing | T No Corsfafeve i 8
O Contiwous | ClAcuie | IS CI0ul | O lncreasing | £HYes __u’mm;/@é/
é'/%{@ﬁ?’fm [[o | = | o femiten | ervonc | DAtliog 0 Buming | CrDicreasing | 0o M O |
D Continuous | ClAeute O Sharp (7 Dull CLinereasing | [3-Yes ; , - ) % '
®© -
G)’-f[ﬁ" @~ ‘I[ C-ifermittent | Chehronic | C3Aching [ Buming | O Decreasing | 3 No \p‘w:w e
O Continuous | [J Acute O Sharp 7 Dult 0O Increasing | A2-Yes t,
?H‘FPP" (8-Ar bl O intermittent | CJChronic | D) Aching (1 Buming | O Decreasing | O No os{no™ b =29
b O Coninvous | DActe | OSwap CI0W | O icressing | B1¥es | poune) & Jabols -
3[‘5?[03 Yo g = O Intermittent | O Chvonic | D) Aching [ Buming | [ Decreasing | [0 No ‘gmhﬁ; LoP W
912 | gy | o] | O contmuous [ Dacwe [ OStap O | Oocrasing | Dk ‘N 2) /{1%_
9 M | OfLo O Intermitient | CJ Chronic | [J/Aching 3 Buring | ) Decreasing | O No 7555
ﬂ O Continvous | CAcste | DShap CIDul | O increasing | f3¥es q
?)\Ff)% w v/tol — |g Inlmnilensl 0 Chroni i i y hee W
nic [ Aching [ Buming | O Decreasing | [1 No
- f’;&l ' (Lo - O Continuous | OJ Acute [ Sharp [ Dull O Increasing | Cl¥es” : ;A,E% (%g
'W 8- |0 O intermittent | O Chvonic | CJAching [0 Buming | O Decreasing | O No o
- vy gt hours fora Rsphalaed gt
2. For post-surgical patients. patients will chronic pain. pabient with severe pain:
) Atleast every 2 howrs for the first 24 hours b) Then every 4 hows.
t) Prior 1o pain pain-refieving infervesntion. d)  Within 30 - 50 minutey afier pain refef inlervention,



b

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth ta 7 Years)

SCORMG
CATEGOAY
i 1 z
3 ¢ Occasional Grimace or Frown, Frequent 10 constant frown,
Face No Particular expression or smile withdraw, Disoricnted quiverng chin, clenched jaw
Legs Nolmal Position or Relaxed Uneasy. restiess, tense Kicking, or Jegs brawn up
o Laying quietly normal position, Squirming shifting back and )
Activity moves easly forth, tense Arctiod. ight. or Jevking
Mumerical Paia Scale (Obstetric aed Gynecology)
L 1 1 1 1 1 1 ook 1 1 Moans or whimpers occasional Crying steadily, screams of sobs.
C No Cry (Awake or :
S G S L T T = epl | complam oot conplns
e Possible Pain Reassured by occasional louching,
Consolability Conte.. ¢, relaxed mﬁf being taked 10, Difficult to console or comfort
MHesnstal Pain, Agitatien and Sedation Scale (uplo 1 Month)
Assessment ~ Sedates Mermal . Paia / Agitatien
Criteria
Wong - Baker (Pedialrics) Abeve 7 Years -2 -1 ] 1 2
@ @ @ @ @ @ Crying No Cry with painkd | Woans or cries mmmmmauma High-prched or sient
brritabifity stimul minimally with painful| irritable intervals consolable | contimuous cry
‘ simull Inconsolable
' mlﬂm m'-""" E'-'l" mmw Behavier State | Noarousal toany | Arouses mininaly 1o | Appropriate for Restless, squimming | Arching, kicking constantly awake
stimul shimuli . gestational age Awakens frequently
No spontaneous | Litie spontaneous mmmmu]
movement movement (not sedated)
Facki WMouth fs kax Minkmal expression | Relaxed Appropriate | Any pain Eiqression | Any pain expression
Espression | No expression with stimuii - inkermittent
Cxiremities | No grasp reflex Weak pasprefiex | Relaxed hands and | Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone | Norma! Tone or finger splay
s Bodyisnottense | Body s tense
Vital Signs HR | No variabiiity with | Less than 10% Within baseline of wgmn-m Increass greater than 20% from
R, 8P 320, | stimuk variabiity from normal for from basefine baseline, Sa0, less than or
Hypoventilation or | baseline with stimusi | gestational age Sa0, 76-85% with | equalto 75% with stimuiation
- apnea stimutation - quick { slow recovery Out of sync or
recovesy fighting ventitator




GUC-00093481 IP18-00036333 ) )
Or. PRIYANKA ARAVINDARAJ '

:mmunvmnn (F) <
[ [ ' inbow® R -
IR eoildren's | @ BirthRight

~ ‘Hospital $Y RAMROW HOSPITALS

PAIN ASSESSMENT FORM s et L
Date Time P‘;; ;:‘;m Location Duration Rcuity Character w;u MW lw ﬁ
\"}. o5 o / ___ | O Continvous | O Acute (3 Sharp O Dull O Increasing A Yes N } { f ¢ )

2 2pr & O Intermitient | O3 Chronic [JAching [ Buming | [J Decreasing | [J No Q2ro
O Continvous | ClAce | OShap CIDul | O Increasing | ET¥es o K=

&t b |apr el W |~ | Q emitent | OCvosc | OAching 01 Buming | O Decreasing | I No

O Continvous | OJ Acute [ Sharp 1 Dull O increasing | O Yes
O Intermittent | 3 Chronic ) Aching [ Buming | O Decreasing O No

O Continuous | [J Acute O Sharp O Dull I Increasing | [ Yes
O Intermittent | [J Chronic OAching [J Buming | OJ Decreasing | [J No

[0 Continuous | [ Acute [ Sharp O Dull [ increasing | [ Yes
O Intermittent | O Chronic [JAching [ Buming | [J Decreasing | [ No

O Continvous | I Acute OShap OIDuWl | O increasing | O Yes
O Intermittent | O Chronic | D Aching (3 Burning | [ Decreasing | 1 No

O Continuous | [J Acute [ Sharp * [ Duli O increasing | [ Yes
O intermittent | J Chronic [ Aching [ Buming | [0 Decreasing [0 No

O Continuous | [ Acute [ Sharp O Dull O Increasing | [ Yes
O Intermittent | 3 Chronic O3 Aching [ Buming | [ Decreasing | [ No

O Continuous | [ Acute O Sharp 1 Dull O Increasing | O Yes
O Intermittent | [J Chronic [ Aching [ Buming | [J Decreasing | O No
O Continuous | [ Acute [ Sharp (1 Dull [ Increasing | O Yes
O Intermittent | [J Chronic D Aching [ Bumning | [J Decreasing | [ No
Ae-assessment Frequency:
1. Every eight hours for 2 hospRaized patients.
2. For post-surgical patients, patients with chronic pain. patient with severe pain.
3)  Atleast every 2 hours for e first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving inlervention. d)  Within 30 - 60 minuies after pain relief intervention.

Docu.No: RCH /FRM / CUNICAL / 152 (PTO)
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PAIN ASSESSMENT TOOLS

+  FLACC PAIM ASSESSMENT SCALE (1 Meath (o 7 Years)

SCORING
nnnnnn
1
: Occasional Grimace or Frown, Frequent 10 constant frown,
No Particular expression or smie withdraw, Discriented quiveding chin, cienched jaw
Legs Normal Position or Relaxed Uneasy, restless, lense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and
Activity moveseasly | forih, tense Asched, right, or Jerking
Mumericsl Pain Scole (Dbstetric aed Gymecology) v .
Moans or occasional i , screams of sobs,
f—t—t——tt———1 | Mo Cry (ke o sep b St o
»»»»»»
?ﬂiﬁ! Reassured by occasional louching,
nnnnn ity Conle. . retaxed hugging. of being tafked 1o, Difficift to console or comfort
distractible
- Weeasial Pzin, Agitatisn and Sedation Scale (uplo 1 Month)
Assessment  Sedstion Hermal . Paia / Agitatien

Colerta
) 7 2 A 1 2
@ | Crying No Cry with painks | Moansor cries | Appropriate crying Nolj Iktable or crying at | High-peched or skent-
liabiity | stimul minimally with pairfu | irtzble intervals consolatie | continuous ery
- = , : stmof consoiabic
Seharts

2 4 & 0 . : :
| HutsligeBr e Ui Mo Evan More Hurts Whols Lot Hurts Worst ©Slate | Noarousalloany | Arowses minimally 10 | Approprists for Restless, squimming | Arching, kicking constantly awake
L stimull shimusi ) gestationai age Awakens frequently | or ;L
No spontaneous Litle sportancous Amuses minimally / no

movement movement {not sedated)
) Facll Mouth Is ax Minkmal expression | Retaxed Apprepriste | Any pain éxpression | Any pain expression
+- | Espressien | Ko expression with simuii _ Inkerrrittent continual
Edremities | No grasp reflex Weskpasprefiex | Reloed hands and | Inermittent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone of finger splay spiay
Bodysnottense | Body ks tense

-

Vial Signs HR | No varabifity wih | Less than 10% Within basefine or | increase 10-20% | increase greater than 20% from
AR, BR 530, | stimui variabiity from normal for from baseling baseline, Sa0, less than or

: apnea . | stimitation - quick | slow recovery Out of sync or

Hypoventiiationor | baseline with stimuli | pestational age Sa0, 76-85% with | equallo 75% with stimulation -
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Mability

1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn sell independently.

3. Slightly timited:
Makes frequent through slight
changes in body or extremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

\1

Lr

“Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairtast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or

3. Wolks occosionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each

4. All patients too young to ambulate;
OR walks frequently:

Walks outside the room at least twice a
day and inside room at least once every

E
.
L,

Sensory Perception

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, cannot |  Responds to verbal commands, but Responds to verbal commands.

or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

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

cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

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

Moisture Degree
to which
skin is exposed
to moisture

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

2. Very moist:

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

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

4, Rarely molst:

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

| ¢

FRICTION-SHEAR
Friction . Occurs when

1. Significant problem:
Spasticity, contracture, itching, or

2. Problem:
Requires moderate to maximum

3. Polentlal problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

Skin moves against agitation leads to almost constant assistance in moving. Complete lifting
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient L(
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good posiiinnl during move. Maintains good position Lr
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times." L}
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. : 4. Excellent: J
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet 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 ma/dl for age OR eats over half of most meals.{ most of every meal. Never refuses a
Nutritional Usual a compiete 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 half 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 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. % 3 g
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 Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 5 : :

ﬂssou:y::;rauugézn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nt;rsrr;{.ln;l.wlsl\ma.l oxyh;‘un siallwmtrlzfr"l | L{
does not physiologically tolerate < 10 ma/d!; capillary refill may be <10 mg/dt; capillary refill may be > 95%; normal hgb; capiitary cefl
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered 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 T —-
® 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 (o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
@ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to reqular 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: [ '] g_
. Time : gm_ 12 2P
1. Completaly immebile: Z Very limiled: 3. Slightly Emited: 4. o Emitations:
Mobility Does not make even slight changes | Makes occasional sfight changes in Makes frequent through sfight mmmmmn ; 1
in body or extremity position body or extremity position but unable changes in body or extremity position pmﬁlﬂulum 2), tr q
wﬂlnulawstanu to complétely turn self independentiy. independently. ;
2 Chairfast: - .| 3. waiks occasionally: &a::mumhm . '}
) Walks occasionally dul but for frequently: :
Aty Thedegees | 1. Bidtaats mmﬁ% veyshortGisances, wit o wihout | Wk cusid th oo st i 3 3
ofptysicalaciivy” | Confined to bed and/or must be assisted into chair or |  assistance. Spends majority of each | day and inside room at least once every B g
) . wheelchair.® shift in bed or chair. 2 hours during walking hours. —
1. Completaly Nmited: 2. Very Emitod: 3. Stightly 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 stimuii due to communicate discomfort except by cannot always communicate discomfort |  Has no sansory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some abiiity to feel or communicate pain or Lf
sadation, OR, limited ability 1o feel sensory impairment that limits the sensory impairment that limits ability discomfort \_} kl t’
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
haif of body. two extremities.
5 1., Constantly moist: 2. Yery moist 3. Occasionally moist: 4. Rarely molst:
M”"l;":hgh’"”‘ Skinis kept moist aimost 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, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detecled every time - 8 hours. every 24 hours. Cf
patient is moved or turned. 4 i L‘f
FRICTION-SHEAR 1. Significant problem: 2. Problesn: 31, Potential problem: 4. Ko appareat problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Ioves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance In moving. Complete lifting assistance. During 2 move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position L} L% L_’
surface shide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at ail times.®
one another occasionally slides down.
1. Very Poor: % L iradegquate: 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 Is on a normal diet providing adequate
or Vs for more than 5 days OR whilch provides inadequate calories and |  provide adequate ealories 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 servingssf protein meal. Usually eats a total of 4 or more
food intake patiern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dalry products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 3 g
servings or meat or dairy products only 3 servings of meat or dairy but will usualty take a supplement if Does not require supplementation. 5
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:
- o Hypolensive (MAP < 50 mm Hg; Normotensive oxygen saturation ma Normotensive oxygen saturati 4
"Sﬁ':yz::a“j;“ 5 <40 In a newborn) or the par:?n be < 95%; hemogiobin may be “ 1 5 <95%; z';m:g’.ﬂbm may :: "M | Normotensive, oxygen saturation (}
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 ma/d; capilary refill may be > 95%; normal hgb; capillary refill t—{
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH s normal, <2 seconds. (-}'
evereRisk:lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 ! bbb ”6 ‘%
| :
Docu. No. : RCH/FRM/ CLINICAL / 119 : Evolualor's Name i — %




Support Suriaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
: 1o altered mability, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam matiress
15-18 At Risk Erotect the heels _ Gel pads for high-risk areas
se pressure redistribution surfaces ' :
Manage moisture, friction and shear Hiermating prEssus MEtESs vy
Advance fo a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients iE
e Moderate Risk Position patient at 30 d lateral incline using f d I N g
3 ncline u
sition p egree ine using foam wedges N ,
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to reguiar furning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress 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

-
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[ PHLEB'TIS ASSESSMENT J \Consultant e AP i)
CANNULA 1 CANNULA 2
Date : b ‘ d ’ M Time: L\ At Date : Time:
Location: &F Wend e&;#d&(@ ‘\n_.hw?-u " Location :
Size : \hn 7 Size :
Cannula inserted by : . \LNMO%\' Cannula inserted by :
Date | Time |Phlebitis [infiltration|, Nsind Sign Date | Time |Phiebitis |Infiltration|, N\ Sign
i Infervention Intervention
blT |wpw |Oves Ox6|Oves 0o W2y | & OYes ONo | OYes ONo
b B |Oves oo | Oves ORofobseny | 56 OYes ONo | OYes CNo
27y |Oves Op6|OYes Eojro>eve | & OYes ONo| OYes ONo
E@ P |OYes ONG | Oves Do OBV | S OYes ONo | OYes ONo
> pn— |OYes Offo|Oves O [ A3V = | g DYes ONo | OYes ONo
O Py |Dves oo | Oves BRo bggsast "L DYes ONo| DYes CNo
"L Py |OYes Do | OYes PNo clyov| Swm OYes ONo | OYes ONo
H}'ﬂ“\ _|ves o | O¥es o o g | Sy OYes CNo| OYes CNo
O |OYes Qo |OYes ENojejns - | VA OYes ONo| OYes ONo
hOp.  |OYesOho|OVesTNo[L . | neup OYes CNo| DYes ONo
BlAne [12 Ay [Oves Oio|OvesBNOlOLy . | o OYes ONo| OYes ONo
K O Py |OYes QMo | OYesTINo |t | Ao o OYes ONo | OYes ONo
L Ay [OYes ONotEIYes ONo| &Lcecs | ne. o OYes ONo| OlYes ONo
oA [OYes ONo{DYes BNo| Bbc. | \r. g | OYes ONo| OYes ONo
\of\r |OYesBiNo | OVesTNo|Db e | S OYes ONo | OYes ONo
OYes BNo | OYes Oflo ,OIJV‘/ QL\ OYes ONo | OYes ONo
s DnAq0Yes OioDYes Eé'ﬁ rt;@d/* 1 OYes ONo| OYes CINo
BD@ OYes ONo| OYes D6 | ¢ /~— | 4 OYes ONo| OYes ONo
AV | & ] oves g lOves BN L 27 | ol OYes ONo| OYes ONo
T 11 Bow |oves ows | oves e | DI | & OYes ONo | DYes ONo
(Op) |oves Ons | oves oo | OIYes CNo| Yes ONo|
s D |Oves Bivs | Oves Bl sy | ALY DYes ONo| OYes ONo
V' I0ves ONo | Oves ONo [ OYes ONo| OYes ONo
OYes ONo | Oves pNg] 0O ¢ DYes ONo| Oves ONo
oy iofdome] 1 OYes ONo| OYes ONo
/ OYes M%Yas ONo OYes ONo| OYes ONo
1 DYprﬂllo OYes ONo o OYes ONo| OYes ONo
Cannula removed \D%s ONo, if yes date and time : 3 "Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CYes [INo OINA If Yes specify- “00F | RX any initiated : OYes CONo 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.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page

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




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time (Phiebitis [Ifitration] 1'"*" | Sign || Date | Time [Phiebitis lintteston g | Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | OYes ONo OYes ONo| OYes ONo
CIYes 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 [Yes 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 CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | ClYes 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| DYes CNo
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| 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 CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
[Yes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CNo, if yes date and time :
RX any initiated : OYes CNo CINA If Yes specify- RX any initiated : OYes CONo CINA 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.L.P. 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 following is | ALL of the following is
avident: evident: evident; evident and extensive; | evidentand e e
* Slight pain near 1.V. | % Pain near L.V, 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 L.V site # Induration # Induration # Induration ¥ Induration
* Palpable venous cord| ;;:BP%T Venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE | R O e | i MOVE 2 | INTIATE TRETMENT
\_ CANNULA TREATMENT TREATMENT CANNULA P
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part - L.
Patient's / Learner Language: ..........£.!

)

Guc- -00093481
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14:09 199g
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L] / g g
TCLm}) Patient / Learner Literacy: -’.“@ 1 Write. l_iSpeak/ Willingness to Learn: P’:’W

"z

Rainbow® . . N
Children’s Kl BirthRight
Hosp|ta| BY RAINBOW HOSPITALS
1t taes, 3 kokt &0 trest the M. rum#uasmwm

Healthcare Literacy: m«j

10. Fall Risk Education

Identified Education Needs:
mngm 3b Uﬂﬂﬁf}"m 6. Discharge Medication 11. Safe use of Medical Equipment / implantable Devices
D ¢ n Vzuynmw 7. Infection Control Measures Safety )
ATW) 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, ieractions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part Ill e
Date Toe | e Information Taught - = Comments |  Sionature
Person Taught N | Teaching Tools | to overcome | Understanding
1 ) barrier/s A
it 2 | pductlad o frliont Rl o orc70 MNonQ mbaf c‘é‘(mp 32;2@_.
G aloul 5 a?o,wj onse - TS e
G e ant | N bt | gno [ 18Los
l(a\’i Eifer | Hoagett Pewﬂ %J%mnl r“’Q’m Ll il A
) ., .
i i:' mW
_ = D '
la) <t m Yao| Eacpl cecdf Q&ﬁe B Wu«,}" nO | owd] | daou ?m(] Ve
ﬁﬂ&’l—gﬁ An gmz@{[mfﬂf 0 WL
Part - lil: CODES o g
Who was taught: ent F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Barriers: -
1.“No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: \ofal P: Printed
mmwm overcome barrier/s:
1. /a Reassurance & Support 5. Respect values & beliefs 7. (Other, Specify .........
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. “Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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GUC-00093481 lmnosnn o ?
r. PRIYANKA ARAVIND ainbow® e -
?Ja-n:mv HYsins (F) Children’s (4 BirthRight
Or, NIVE! Hospital BY RAINBOW HOSPITALS
(e URINARY CATHETER BUNDLE CHECK LIST et | e
] : (B33
M %
Date of Insertion: Ob\(\ \% ...................... Date of Removal: (\\‘\\'}/}0 ........ ad
-t l\’“}h ;
Parameters Date Shift Time ,@5\; N Lol . ,.t?fw\) /
i
Need for the Catheter %s ONo | C¥Yes OINo es CNo | OYes ONo | OYes ONo | OYes ONo | OYes ONo
Hand Hygiene : _ofes ONo | Cifes ONo | CHES ONo cyes/ ONo | OYes ONo | OYes ONo | OYes ONo
Usage of Sterile Equipment \‘Elfeﬁ ONo | &3Yes ONo p’ﬁ‘s ONo //DYes ONo | OYes ONo | OYes ONo | OYes ONo
Is the Collection bag below the level of bladder _J'Zl{es ONo sz\}es ONo es 914) \\DYes ONo | OYes ONo | OYes ONo | OYes OONo
P Check the Tube for Sbsiruction (Free of Kinking) - )Zés‘ ONo | @Yes ONo ,[:P(Gs/ ONo N’es‘ ONo | OYes ONo | OYes ONo | DOYes ONo
A Is Catheter dated as policy ‘_g)fe's ONo | HYes ONo p’ﬁé ONo | OYed ONo | OYes ONo | OYes ONo | OYes DNo'
Collecting bag is been emptied regularly? es ONo Qles ONo p)(eMZINo OYes h&lo OYes CONo | OYes ONo | OYes OINo
-Maiﬂmanceofclosedsystemiurmecaﬂleter _  O¥és -ONo | (IYes ONo Pﬁfes ONo | OYes CINo\| OYes ONo | OYps ONo | OYes ONo
Dressing clean and dry? OYes ONo Difes ONo Eﬁas ONo | OYes ONo [\OYes OONo /6Yes ONo | OYes OINo
, Is the line removed as Policy? XS’ ONo @?es ONo | &1%s ONo | CiYes ONo | OYes D/No/ DYes ONo | OYes ONo
Performance of Perineal Care yes ONo |w3Yes CINo B’(es ONo | OYes ONo E]Yeyéﬂo OYes ONo | OYes ONo
Onsetof New Fever OYes N0 | DYes ﬂ’ﬁo OYes ZNo | OYes ONo LE&% OONo | OYes ONo | OYes ONo
Asses for the leakage at the site of insertion [¥fes ONo Ofes ONo lz{es ONo | OYes CONo | OYes ONo | OYes ONo | OYes ONo
. o~ | A
} Name of the Nurse T %\M’j’/
Signature of the Nurse | M/ Qi V4
4 = P -
Bhan; 202505
Docu. No. : RCH /FRM / CLINICAL / 114 e I
T Lot.: 141}5010500-5
| Iso }T/ﬁ?g S?’;zﬁ;:d Sv: 121°C - 15 i, =

34°C.as . (Y






SURGICAL
SAFETY CHECKLIST

)

Surgeon . m. NJ.W

Asst. Surgeon : ﬁ‘( of.
Anaesthetist : @Y IS

Scrub Nurse : .47

Patient Name ﬁl"

UHID No. :

i -3V 1, SuroaryName
[Jl"”% ntime : 6.5.0.S%" outtime :.

?
Q—ﬂﬂﬂ.ﬁ..l\ge 3% gencer: Y.

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

B Y

s
Rainbow"
Children's
ospital

@ BirthRight

Before Induction of Anaesthesia > >

Before Skin Incision > >

Before Patient Leaves Operating Room

o

'l ....... \8\*3."12/ ..................

Signature :

Name :.

Goo.

SGNIN  Tre o]’ TIME OUT _Tme-... Bty SIGNOUT _ Time.. Jo.Ly

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity Ja'es ONo introduced themselves by Name and Role CPfes CINo The Name of the Procedure Recorded Y68 TINo

Site /B{e ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure % ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) g,ve,/t:mo ONA

Consent ? ONo Correct Patient (Check ID Band) /ﬂ@ ONo The Specimen is Labelled (inc]udng '
Site Marked ONo CINA Correct Site < ONo patient name) OYes ONeEINA
Anaesthesia Safety Check Completed jz’ TNo Correct Procedure 9\'& DONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning #fYes CINo Anticipated Critical Events Problems to be addressed OYes Cpo TINA
Does Patient have a: m( Surgeon Reviews:

Known Allergy? OYes flo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

Steps, ive Duration, What are the key concemns for recove
Dimi{u“ ”'“'." Asplrauon' e D/ Ant?cipgi?egthloodDLoss? OYes CHid TINA and managerne:t of this patient? e OYes PN‘(
es, & Equipment / Assistance )

Available OYes o Anaesthesia Team Reviews: D(
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? OYes @No O NA
(Tml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results) /

Access and Fluids Planned OYes (} ONA Been Confirmed? are there Equipment

Blood Units Reserved OYes OO0 ONA issues or any Concerns? OYes ONo ONA
Has Antibiotic Prophylaxis been given 9( Is Essential Imaging Displayed? OYes E?(D A
within the last 60 minutes? OYes o ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes O

Signature :

Name :..... ... Y88 L/

Doc. No. : RCH/ FRM / CLINICAL / 111
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Ralnbo

Date & Time of Transfer:

- y ‘__h“d";:\:"‘
WP SR Aosbiral . PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERREDTO : N ) (O 1

1 |[Patient Identification

YES/N

REMARKS

a Patient Identification Patient name, age, UHID/hospital number confirm

b.Surgical procedure & correct site verified

d/,'
vl

2 | Airway & Breathing

a.Oxygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

L a
=

¢ If ETT: position confirmed. ties secure, cuff inflated

3 | Circulation & Hemodynamic Stability

a.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

™ d.Central line hubs are closed

e.Dressing Intact

4 | Pain Assessment

la.Pain score assessed & analgesia given

b.Reassessment done

5 | Wound, Dressings & Drains

.Surgical dressing intact

bh.All drains fixed. output noted

. Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 |Medications Pre & Post-Op Orders

Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) communi-

ated

c.Emergency meds given in OT (time & dose documented)

7 | Equipment Safety & Transport Preparedness

a.Oxygen cylinder full & ambu bag at bedside

ﬁ b.Bed/side rails up and brakes applied

c.Special positioning maintained as per surgery

8 |High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 |REPORTS AND LABS HANDED OVER

11 [BIOPSY/HPE SENT

12 |Documentation

[a.Documentation completeness

Transferring Nurse:

Receiving Nurse :

Signature of Incharge:

TN RN [N RN S M NN

RCH/GDY/FRM/CLINICAL/598







Chlirers | @Bt Rght
PATIENT TRANSFER FORM Hospital

fl\\\

—_—
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Dﬁ@\&w%“ Sl i \%‘-1 Y Y B o—
Treating Consultant Name Transfer Ordered by Reason for Transfer
\ C S z }f\n/\"(,vv
e« M\ veds &('"’\ @ N 5& INVEANOG Y
From Unit To Unit Information to Attendant
| o4 ML eV afli=
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
@ , L‘A’ g— over to attendant
Yes (] No p/
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SL.No. Item Name Quantity
1.
2!
3
4,
Shifting Summary / Notes Written by Doctor : Jes‘ﬁ No[]
Name & Smnature of Person who is Transferring Name of Person Ordered Transfer
i fﬂ \‘ j
Patient & Clinical Records Received by : ’
\ o,
/ / i = \;l ;" l &
Date & Time of Patient Received : (7 2\ g e ‘
o

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

[ Unavailable Bed ] Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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GUC-00083481 1P18-00036323
Dr. PRIYANKA ARAVINDARA.
14-00-1898 20Y0M220 (F)

T

) Paakandranae”
S, : Tl et
| ;.'_":!‘."' BITC IR TR

PATIENT TRANSFER N

que, UHID/Dos Jital num

Date & Time of Transfers - '
1 [Patient dentification
fo Patient Identification Patient name.
Iy, Sureical rocedure & correet cite verified
2 [ Ajrway & Rreathing
L Oxyoen delivery (mask:’cnnnu1:11\'cnlﬂ:-.tnr) secured
1, SpO: within safe range
e dET:
3 | Circulation & Hemotynamic Stability

asition confirmed. ties seeure. cuffinNated

A0V lines seeured & infusion running cameetly

| [b.Na active uncontrolled bleeding
' | le.Last vitals recorded before pransier
d.Central line hubs are closed

o .Dressing Intact

Pain Assessment

4.Pain score assessed & analuesia given

b.Reassessment done

URSING HANDOVERCH ECKLIST

TRANSFERREI

REMARKS

YES/NO

Ler confirned

z(5|6

5 | Wound, Dressings & Drains

a1.Sureical dressing intact

1. All drains fixed, output noted

«.Catheter sceure & urinc outpl recovded
A
cl.S-,:limsi’cnsishrnclion devices stabilized U el

6 |Nedicntions Pre & Post-Op Orders

o Medications duc time noted
b.Pre & Post-op instruc

tions (NPO. pusition, mobilization) communicaty

=

T (time & dose documented)

c.Emereency meds eiven in O

7 | Equipment Safety & Trans yorl Pre yarcdness
1.Oxyeen cyvlinder full & ambu bag at bedside

b.Bed/side rails up and brakes ap slied

¢.Special ashimﬁnum:ziulnincd 1S per surgery’
High-Risk Patient Safety (ifap yicable)
2.Chest tube: undenvater seal below chest level
b.Epidur
o Pressure areas ratecte
BLOOD AND B1.OOD

—
—
I

al catheter seeurc, infusion checked
d (hucisa"cli'-m\'s]
PRODUCTS TRANSFUSED

12 Dacumentation
1. Documentation com yleteness

REPORTS ARD LABS HHANDLED OVER
11 [mopsynire SENT
. () Sl I —

e

Pransferring Nurse:

Receiving Nuvse

RCH/G D\'[FRM]CLIN!CRL/SB 8

Signature of Incharge: :







GUC-00093481 1P18-00036333
Or. PRIYANKA ARAVINDARAJ

14-09-1896

T

28Y9IM220 (F)

¢St PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site Unless the presence of \
1 hair will affect the procedure. Use clipper if necessary { %
Decolonize surgical patients with skin antiseptic(Chtorhexidine “f Q4
2 bath /wipes)
3 Antibiotic prophalaxis given within 60mts prior to skin incision t{0)>
Use a checklist based on the world health organization-19 item
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
B Using chiorhexidine gluconate and alcohol-containing skin %
%5 preparatory agentin combination _H
Viaintain normothermia during the surgical procedure (>36 deg
6 Q) V QA '
POSTOPERATIVE -
Maintain and monitor blood glucose levels regardless of diabetes \ |
7 status between 110 and 150 mg/dl Ne
o K\‘I C_‘
8 Application of incisional negative pressure wound dressing '







<
Rainbow®

, - | @ Bi -
ild irthRight
PRE - OPERATIVE CHECK LIST !%E,S,q@ : = g :

-
‘anar Mgt 18 & Sl Dwary

Planned Surgery : - AT AN WB“ N\vo.cl’\lﬁ ve
Anesthetist : Date & Time of Operation : . blab ar\ay
Tick Appropriate Boxes
Jo be filed by Nurse Inchiarge / Senior Nurse :
ﬁF, INSTRUCTIONS YES |, N0 | A
3. | Weiont checked and recorded? HiOo[o
2 | Is the patien fasting for over 6 hours Pre-Operatively? o0
| Gheck Pre-OP Invesigatons & Resuts (CBR Bood Group BT, CT P/ APTT dolo
Vial Screening, CXR efc) available before starting the procedure
2| Enema given/ Bowel Preparation o|s40
5. | Removeall omaments, etc and sterie gown given P |00
6. | tsBlood amanged as required? a|0
7 | 1 Blood has been ordered - is Biood bag ready? 0|40
5 | v Cannula to be placed /N fuids i ndicated 7lo|ga
o | Pre Anesthetic consultation with anesthesiologist o100
10.|  Pre Medications Given? (Sedatives / etc) ol0|0
11.|  Skin Preparation Sginjis
12.|  Steis marked _ nl&Efa
B ey e ey s a|ofo
U7a | implants are available 0Ol 8o
15.|  Equipment is avaialble O|&10
16. Other (i any) ﬂ, |l O

muwmmsmw'mmmwzmm

Biling Clearance taken “
Billing Executive Name : { .
Date & Time : .. [ {8,200 LRsapa— Date & Time

N
Doc. No. : RCH / FRM / CLINICAL / 107







PATIENT TRANSFER FORM Hospital,

™

Rainbow® . o
Children’s ..Blrtthght
BY HN.NROW HCISP‘FT!MS

GUC-00003481

ﬁ-::m'“"‘::':':ta%n:nmt] Date & Time qf Admission gate & Tlnja of Transfer Order
Or. NIVEDITHA V €
5| j al [3-)>-6 al-
WA Fb I
[reaung Lonsunai rarw Transfer Ordered by Reason for Transfer

Ty . N vedefha

_ &
Dr. Niwdio

o doy Ls¢S

fjjp £ (e

From Unit To Unit Information to Aftendant
Yes W No D
M 77 |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
CTOt @ YesD/“ No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
sI.No. ltem Name Quantity
1.
2.
3.
4,
5.
- Shitting Summary / Notes Written by Doctor:  Yes (_j/ No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transter

&ﬁ\f @L%Q%/ Dr. Nived g

Patient & Ghmcw t Q_/

Date & Time of PalienReceived :

RPN or-b 0007

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

[ Unavailable Bed

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

[T] Nurse not Available [] Available Bed not ready
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Rainbow"

INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight

Hospital BY RAINBOW HOSPTALS
SPEGIAL PﬁonFnl::l: .F“Mm_n i Givat 8 kel 10 et The BDe. our Right 1o & Safe Delivery
GUC-0008
KA ARAVINDARAJ .
PatientNarne DL::\;:: pyomn® O oo OMale DFemale  AGE: .o

oo AN S

Thls cqnsent form shouid be signed by Patient (If an adult 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 tarms)
.. LELELTING. L oW ER.  SEGNENAY.. . RESRREONL.S ECTION .

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

...Upon ---HHD‘%.'---S’.%}-\.-’.%\%.at.'ﬂ.“.............u.u.
B .

I'have 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 s 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.

I 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.

I 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.

CAREECTION. ¢ BLEERIN 6., RLERDSR. . . ReM2EA-. B oy e

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

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

Mv signature on this form indicates that
I have read and understood4he information provided in this form

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

3. Ihavehadachanceto 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: ’DkH\YQdH—\rﬂ:I
Consentee : Patient Atiendant :

Signature : . O AV 17PN Slgnature ............ /‘ ...... % .
Name : .. Dz vmﬁm e ARV DORAT
Date & Time : ﬂ?]u‘ Relaﬂonshlp with Patient: . Mwarestng........
et Doctor (who is taking the consen) :

OIONBIUID oo saiisassirsssaossismismnicaisonssonsesssnsassasiaubonis SIONAID o

BOBRINUD oo R RS SR SS SaNe Name s . .. m M

Docu. No. : RCH /FRM / CLINICAL / 027
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Rambow . -
CONSENT FORM FOR ANAESTHESIA Children's | @ BirthRight
E Hospital _ | ) mmmnen
GUC-00093481 1P18-00036333 s 816k o et e e
—  Dr. PRIYANKA ARAVINDARA,
Patient Ng  14-08-1998 DYOMAD  (F)  coeemreressssssssssssssssassiensss AQE L ivrurennnaannnns GENEr : Male O Female O

Dr. NIVEDITHA V C

w0 [N e ot

AnaeStheSIOIOgIST : .44 Meuevvitsobintetecsmersens 2R AP Operative procedure planned : . "LLP"CIWE lrvaFJl

E A
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA Famen c.;; G?E(#‘\Qf\]

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware 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.

[ Heart disease [ Hypertension O Diabetes mellitus O Renal failure
[J Hepatic disorders O Shock O Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others: M CoTENSLON,.. BRA DY (2010 J

«  Doctorto document in medical record also if necessary (Cross-outif not applicable) Dé-c ATV HATON PDM;P&

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia Regional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and 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 specific to my individual circumstances,
and| have considered them before Consenting for anesthesia. '

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, 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
andimmediately thereafterin need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

I have been explained all my queries in the language understood by me.

Patient / Patient Attendant : Witness : %ﬂ_ e

Signature - .................. M 1Jadvjan Signature : . é ,/

Name : ..o DEIERIMANK A)........... Name : . )K-ARHV}NM ﬂj
Relationship with Patient: ...... SM ....................... Date & Time : gl"j‘b&dﬁ?m

Date & Time : ... l;}bﬁ ok f

Doctor (who is taking the consent) :

Signature : %'ﬂ?— Name : MPU-'&!/\ ..... . Date & Time: 51"’}”1{:
Docu. No. : RCH / FRM / CLINICAL / 021 4 5"\&
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QUED .ainbow’

- Department of Anaesthesio!ogy ?L:Dﬁ:::mamzzﬂ::a:‘n;.ln s DUdpeq’s ® BirthRight'
_PRE-ANAESTHETIC EVALUATION lospital | (g &Y RANGOWHOSPTALS

Ill|l\llﬂlllllllllllllll\lllllllll\l R | e,

77 s S T S UHIDNO < .oeccresiennanemcrins
TR o U . Proposed Operation: ... SIS eTIV IR S {8

(11770111 SO SOOI SO I R e et
BP/CRT: oo T; Weiqht'lll(% ASA Physical Status: O1 <22 03 04 05

, \ \0¥  Laboratory Data:

B NPTt O (7 J [ o

T 1) [ S S Y i R
Plate: ,“Q‘Q__/lvm SSPTTRTTOSN || A EORS— Blood group: g i

P i@ N YUY | | (— {] T :

C1 = s cnnnesesssseressssesncs SBOT/SBPT: i - Allergies: U\CDQ

Medical History: ~ CVS: TvE Con et pfion

RESP: I Diabetes :
CNS:

Renal : M WW:[;-LD‘-!

Hepatic / GE : Physical Activity: g~ A0 Auuns [ TC! 5

Others )]

PastAnaesthetic History: [ %,w, A,

Physical Exam: A

noar W1QB4  MomOpenog dne MewohyodDisace (D Neck (R e (1)

wgs: 9}, 0@ :

Heart: f 9, @

CNS: ) NV 5

Pregnant: es CONo CINA Venous Access SHE:MW for regional : f ﬂ '
N

Anaesthetic Plan: Dmc\pﬁémm DIGA-ETT CILMA

Peri-Operative Plan Explained to, the Patientvz?g o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<T_

3. Informed Conseny_GSfandard O High Risk

4. Post Operative Pain Management: ‘I:I/Difussed with Patient
5. Other Instructions:

o da..

Signature: ............... M‘? Name: :.... o@c P ..........

Docu. No.« RCH /FRM / CLINICAL / 044




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

"z
Rainbow® : P
Children’s ® BirthRight -
Hospital BY RAINGOW HOSPITALS
2 ks ot £ troat The iTTie Your Right toarSate fleindry

Change in Patient Condition: O Yes \pfﬂ’ ' Fasting Status: } 6/04*
Physical Status: Patient ldentiﬁad/ I Consent Present (_+ Chart Reviewed
HR: &S \wo 8P/ CRT: AXD [590; {JU[ [RR: WO \|m~ | LastFeed: _
Pre-OP DI&QI‘IOE!S I . Mo Operation: -...... 2. kla... t&% Date : Jﬂ%?}a

Surgeon: . .Q{ NLMW

Anaestheslu!ugist‘ﬁl..d_ﬂ@&ﬂ...l.m..f*ﬁ‘ﬁ‘ﬁicianz ...... d R agann]
= ' 5 U

O

T TIME K |
N.O JAIR /0, LPM ]
HALO-‘SO!SEVO ' Antiviete
Drugs: . _ o
i DN Ll laohbacd U .
+ | < . Foul . 'u_ 'ﬁ Suppastory
‘ L]
Blood Loss
VET
ETCO, B Fa n A o
ECG A AP | el [
Uring Output = NOTES )
~3x01 e
- e
ap 240
¥ Systalic 220
A Diastolic | T
% Mean 200
* Heart Rate 180
Tournicuet oo Time
Tourniguet off T 160
Trrcat Pack in Ll
Tharoat Peck Out 120, r pm +
E =
€0
40
20
0
LAB Values
GABS
- (Frars
@ Equipment Checkedang | Temp: induction
ﬁma O HME [ Fluid Warmer Ow O inhal
ﬂ/af [ CingFilm [ OH Warmer O Pre 0, (m ]
Cuff Site: ... i [0 Hugger's 3 Cotton Wool O Others
/D/Rnsu B 0o
= Lead 0O Mask O sGAa
Temp Site O Aiway  [o0ml /[ Nasal
D Fn,"m“ﬂ' ETT# . el O
O Monior g Oral g O cCutt FParasthesia (JYes [ No
se Oximeter 0P End: .. Sababri s “lﬂmﬂm‘ff Catheter ai skin .
O capnograpn Leave OR: ... > TR O D ong: Drug Na.me&Cmf;z adY\/l 0- S? U‘U O
O Ventitator Anaesthesia O Awake [ Direct Vision Bols: A ‘fO ]
O Nerve Stimulatop— O Ga O video Larynboscopy O Stylette / Bouge Inusion
Position~]. w;:da\mmmm Cave Bl?ade:bmpm P Block Level
5 i ST . -
ssure Phihis Checked Dms:urry e Comments: ... h e v AR T
Line (Size & Localion) Transportation 1o
Eye Care: OCVP i, . O silat/= 8BS Orcy | DHer
g ‘I::e QAR ... ; O Sen-Cosd Citie Relaxant Reversed UYE DNn O
| 1 NG . W O Ciosed Circle
‘_E;?:?I Ow I&C\ 1 Other ’ Name of the Doctor ;..
O ke O . . Signature of the Doctor : )/H
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Anaesmesio'.ngis\ Name

E Anaesmesm'mgisl Signature:
Nﬁ Date & Time:
\

PACU Nurse Name -

PACLU Nurse Signature:

+pate & Time:




Time eresiiagaie, e,
Catheter Removed by ang Tip Inspecteq -
Patient Satisfaction Sumiz,

' Discharge /Shifting ordereq by

Doctor Signature: e
Doctb} Name:
Date and Time -




sUL-D0023481

14-09-1986

Dr. PRIYANKA ARAVINDARAJ

W T

IP18-00036333 . 1= @
Rainbow , L
29Y9M21D  (F) Children’s . Bll’tthght
Hospital BY RAINBOW HOSPITALS
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ....
1) Level of Consciousness: mious
2)

3)

4)

5)

6)

Time of Arrival: ....

Time Seen by Nurse: ﬁ’}[()m

O UnConscious

O Semi-Conscious

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

0 Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy
0O Decreased Fetal Movement

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor

[ Spontaneous Rupture of Membrane / Leaking Water PV
O Other Reason: .. l‘ﬁw£| ﬁﬂ; JR ELJSCE

O No Fetal Movement
Vital Signs: Temperature: "’7‘% Pulse: ﬂﬁbﬂ"mn &Dbz[{rspo, qo{,'jm BP: W—}/ lfWelght #’rﬁ?
Gestational Criteria:

Gravida: | G P P L — K

LMP: Q’\_ll(?}?—ﬁ_ EDD: 1/3}}6 Gestational Age: 5‘6’}"%
Uterine Contraction O Yes DaNo/ CJNA | Onset Time Frequency:
Membrane Rupture O Yes g/lﬁ O NA | Onset Time Fluid Color:
Vaginal bleeding O Yes 9{(}/ ONA | Onset Time Amount.

1
1l .

Pre Eclampsia Symptoms | O Yes ;2440 O NA gg:s£%%c$h?%m:g/ Visual Symptoms /

Good fetal Movement 9»@ ONo | cona | 1fNospecily:
Pain Screening: Numerical Pain Scale (NPS)
é\ | | | | | | | | | 1

7 I I I I I ] T i ] 1

1 2 3 4 5 8 7 8 ] 10 |
No Pain Worst
possibte pain
@ Location: N‘. C
P T TN A VA N SH——— ) L Weeks/ Months (Strike out which s not
applicable)

© Character: Vil

() Frequency AL

() lntarvantions LN

Past History:

a)  Surgeries: ........... [ 4 O ———

b)  Medical: .............. N(L.........

Docu. No. : RCH /FRM / CLINICAL / 098

(PT.0)




Hatlern Sticksr

7) Allergy: [ \Yes D\.No/Iers

8)  Current Medications: 1 Prenatal Vitamin M O Others: ...ccciicoimininn

9) !z:::}mdical History:
ne

O Chronic Hypertension
U Gestational Hypertension

O Diabetes

O Gestational Diabetes
O Low placenta
CJ Others if yes, SPECHY ............cooooovoo

Triage Balagoﬁr: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reass
O Category II:
O Category Iii:

ac

essment: Continuous nursing care)
Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

ory 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)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
m“l':,?iuﬂm Immediate < 15 minutes <30 minutes < 60 minutes * };ommj
Re-Assessment W““g:‘:n""”'“" Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term of Active Labour Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 i‘%‘;m SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with Blseding assoclated Spotting
Bleeding with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Miid hypertension
Hypertension > 160/110
Hyvertension | Seizure activity and  or headiche, visual | 1400 Wivwithout
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing normal dopplers
Fo Asssesment Non-Fetal Movement 5hlseassd fatal movement
oAcute onsite severe oMajor trauma @Abdominal/back pain @0ngoing ©Anything that does not
Others abdominal pain oShagrmassuihruam greater than expected in from out patient clinic seem to pose threat to
@Altered level of @Unplanned and (for hypertension, blood | mather or fetus
consciousness unattended birth ®Flank pain / hematuria work) ©Cervical
oCord prolapse ®Nausea /vomiting and /of @Minor trauma (minor | @Out patient placenta
©Severe respiratory diarrhea with suspectad ) ” previa movglta o
distress oNausea/Vomiting and /or| @Pre-booksd
oSuspected sepsis and o
; @Signs of infection (e Injections,
dysuria ,cough, fever, | @Assessment for version
chills) @Rashes

Time seen by Doctor: g30/7(]!7

Nurse Name : @/N(hm;JAQQM\OH’"Pa N

Date: f)-["ﬁ){) Time: B,Pm

urse Signature: @[ﬁ%
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: l 3’6

ey

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
Obesity |/ 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) Nk
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section v |
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
Stillbirth 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
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total . O_%
Signature of the Nurse g ’ W ’PCUJJ SQ(,/(: o l b2
Action Plan ‘ ’

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

T




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

v If total score 3 antenatally, consider thromboprophylaxis from 28 wesks.

v It 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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LTI Hospiral,,
BREAST FEEDING HANDOVER AND

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

..BirthRight'

ASSESSMENT FORM
1 Breastt/eeding initiated?
a. Yes b. No
2. If No, Reason

3. Nipple condition:
2. Nipple well formed
b. Flat nipple
¢. Inverted nipple
d. Short nipple

4, Milk flow:
~  a.Good
_/b Drops of colostrums
c.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with 2 back support
¢. Ear-shoulder-hip should be in a straight fine
‘,/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

PT0




6. Was/tneposition explained:
/" a. Yes

b, No

7. For Caesarian mothers:

a. Mother is required sit and feeg from the 4th feeg N
b. Please explain football hold R

8. NiCU admission:

9. Additional notes; S SRS commeeat s

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

Continuity of Care: =
Tootn T L o Tl 2 op = 1
e B -3 P
1 _ =9 T -9
B = o C -
H o~ )

" Handover given by g

oh
Signature ........ . /g(gl'_%:\p

Date & Time: Lx\'j’\ %@%W\‘

Handover taken by ...

Treesasavanas

Signature e abstatsis

Date & Time: s




PATIENT TRANSFER FORM

H’

Rambow

Children’s ‘ .Bll‘tth ght

\\

Hospital

It takas a fot 1o treat the Bide.

GUC-000034g1
— f:r_ é?sgr:m m:mg,gglo:amn Dat‘a 8[; T{m‘;l of g?isélin !ia;e‘& Time otc;rra;%t:r Order
i S B
Stob v
Treaung vuirsuw.. . - l Transfer Ordered by Reason for Transfer
) . - N Fb v 6"*“9\—‘
o Oiwsdl= v BEA I Tva ?P\moc
From Unit To Unit Information to Attendant
ol L o WE D]

Number of Sheets in Clinical File

Number of Imaging Films

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

M‘l,b‘u € TG Yes ] Nof ]
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1 Qe s
: an-j Lok Wy |
2. SIS !uwf——;\ ’
8 Fer BALS !
— T )
4,
5,

Shift]n_g Summary / Notes Written by Doctor :

Yes [ No[]

Name & Signature of Person who is Transferring

<[at W*M%W

Name of Person Ordered Transfer

Dy pled

Patient & Clinical Records Received by :

ofn o,

Date & Time of Patient Received :

6] :})}6 ab <pio

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

(] Unavailable Bed

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

(] Nurse not Available

(] Available Bed not ready

BY RAINBOW HOSPITALS
Your Right 10 a Sale Delivery







Rainbow® ‘ e
Children’s & BirthRight
. i N i
PATIENT TRANSFER FORM Hospital | .M
(D Patient Name & UF!IID No. Date & Time of Admission Date & Time of Transfer Order
AV R 24 \ 53 § &
P/‘-*JE/N ;E?’['}L’ 2.0 :CP"“ %\'ﬁ 56 C‘-ﬂ'f"' >
Treating Consultant Name Transfer Ordered by Reason for Transfer

ES)R . ‘\\: v@i}%ﬁe e

-Q'L ?O\\r J‘""a/"-‘q

-

‘Ld;{‘(hu i . -

From Unit

U

To Unit

p- Sl APPY

Information to Attendant
YesQ/rl No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@P ﬁr\k‘& T 'CD Yes[] Nal
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltern Name Quantity
1.
2.
3.
4.
5.

Shiffin_g Summary / Notes Written by Doctor :

Yes[] No []

Name & Signature of Person who is Transferri
g €

ole

Name of Person Ordered Transfer

T

{)aq\uﬁ}-ﬁh

Patient & Clinical Records Received by :

G b oo 215

Date & Time of Patient Received :

T <

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

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

[C] Available Bed not ready







PATIENT TRANSFER FORM

.&Y/
Rainbow® . 8 g
Children’s ( BirthRight
Hospital . BY RAINBOW HOSPITALS
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GUC-00083481 1P18-00036333

PRIYANKA ARAVINDARAJ
5% 39 YOM21D {F)

Date & Time of Admission

Time of Transfer Order

IoR

T Plooy’

&
i e L@P';
ireaung Gonsuitant Name Transfer Ordered b.y gﬁ.uﬂeaso’-' fj T’aggr B
Dy Nivediffy v prsttfio For o] Cae.

Yy No [}

Number of Sheets in Clinical File

PP File)

Number of Imaging Films

e <)

Personal belongings including

clinical documents. lf-any handed
over endant
Y No []

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. tern Name Quantity
1.
2.
3.
4.
s- i

Shifﬁng Summary / Notes Written by Doctor :

Yes[Z]/

No[]

Name & Signature of Person who i

v ﬁgwig%q%@o

s Transferring

Name of Person Ordered Transfer

D« F}ﬁ%f}ﬁgy

Patient & Clinical Records Received by :

Date & Time of Patient Received :

VM&«\“" a4 Q"‘"

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

[J Unavallable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

] Nurse not Available

(] Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .“Q“A\Q.}XM.% ....... Time: o J o At i
] ~ 26 kg/m’
OGN oveeveeeeees el Height: .. k2. 2Can.....  Weight: —nbe'?_ ....... BMI: O ~ 28 kg/m’
27130 ka/m’
Food Allergies: .......... oI eI . S
Diagnosis: Bl e .. | 207 TR A——_ S
Type of Diet: ¢ Liquid _k1Saft O Normal I Diabetic
O Vegetarian JZ/N]Jn-Vegetarian [J Vegan
Diet Advised:

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

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

7\

Patient’s / Aftendant's ’C\UAQ""’“A : Dietician's

Signature: C‘ ........... / ............................... Signature: °IA U f CaWb?»(a)
N o D2 LAV RADA...... e A 5§ odi oo Forblzsame....

Date & Time: ’q«lq{%@n?ﬁ?y\ Date & Time: ..‘.(;LTQ;La.:k.\..:.&@.:..fl.}:;}?fﬁ'l

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