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* ACTIVITY RECORD FOR BILLING
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PROCEDURE
Date Procedure Quantity Order No. Vi Signature
altlw |1, P va e n (1) {"19‘"'1"”3/ 9
Toub< 5/

}aelﬂ’lgb

—
L L€-009957 | c dinrK
/

—

N

Date: "O('Ft\Q"() Time: 1,7;;,,\ .....

Prepared By: .....

&S

] By
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ANY OTHER INFORMATION:
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Z, 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 - WER : https /rainbowhospitals.in

ADMISSION SHEET N
LI 00 0OR O 010 0

Registration Details :

Admission No IP18-00036525 Admit Date 19-Jul-2026 Admit Time - 09:59 AM UHID GUC-00047617
Patient Details :
Patient Name Mrs D KALAIVANI Age 3B_YgmM28D
Guardian MR T SURESHKUMAR poB 1 21-09-1990
Gender . Female Religion :
OccuIation : Martial Status :
Address (H) - 51, JAYARAMAN FLATS, 5TH STREET, Phone No . 7639039878

SAIDAPET, CHENNAI Chennai Chennai Tamil : ;

Nadu INDIA 110005 E-mail sureshkr1984@gmail.com
Admission Details -
Bed Type  micy Bed No : MICU 803 Ward Name - 8F-0] COMPLE X
Room Ne = MICU 803 Admission Type = First Visit
Contact Details :
Name C MR T SURESHKUMAR Relationship - Husband
Contact|Addrcss 51, JAYARAMAN FLATS. 5TH STREET, Phone No : 8220738179

SAIDAPET, CHENNA| Chennai. Chennai Tamil

Nadu INDIA 110005 |

/1/‘/&**&.’ h
= A
‘ Signature <’
L’A}tor Details :
Docter Name Dr LUCETTA AMELIA DIAS Specialisation OBSTETRICS AND GYNECOi.OGY
Referral Coctor Dr. Lucetta Amelia Dias Phone No
Cr-Consultant
|
Paymerli Detaiis : Deposit Amount  : 7000.00
Payment Mode Cash Payor Name - SELFPAY
VT 2026 D959 Printed By - 013782 Page 1 of 2







- ® Rainbow Children's Hospital - Guindy

Rainbow W [Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennai . Tamil Nadu, INDIA 800015,
Children's ™ TEL NO :044-40122444
Hospital WEB hitps./irainbowhospitals.in

Hambow

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs D KALAIVANI Age : 35Y9mM28D
IP No: IP18-00036525 Sex: Female
Consultant; Dr. LUCETTA AMELIA DIAS Ward/Bed No: 8F-OT COMPLEX/MICU 803

outpaqiiem procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.
Patient. be deemed advisable or necessary.

I 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

N ance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
Care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test
procedure. treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine 1s 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,
deslruction 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 feceived attendant passes as per my room calegory. | understand that | have to return it back at the time of final bill

Clearance. In case of failing the: submission, | will pay 200/- Rs

n!ﬂ:wer‘s Signature. Z/’{'&’;

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

L
Signature of Patient/Relative: /)-VK"%

Name %ﬁﬂ‘aﬂ tuj Patient Address:

e v 51, JAYARAMAN FLATS, 5TH STREET.
elationship “ s SAIDAPET, CHENNAI Chennai. Chennal

Date: \¢1lb'7 l%?—é Firdien Orﬂ Famil Nadu INDIA 110005

Wirtness Name Tjgﬂ Unﬁy
Wittness Signature  ~—

Bate lime 19022026 09:59 Printed 3y . 013782 Page 2 of 2
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BILLING POLICY

> Billing Cyele: - 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. I.ess 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 QP
Procedures. Equipment. Cross  Consultations. Blood/ Blood Products, Implants, Ward Consumables. Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

P 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council,
P As per the GO guidelines. we can colleet Rs 1.99.999/- only in cash mode. balance patient can pay through
Credit Card: Debit Card NEF] RTGS  Demand Draf and Online Pay ment,
P Inthe event of TPA / Cashless denial or approval not received due (o any reason then hospital tariff' will pe
applicable and any discount or special rates viven 1o TPA's Corporate won'r Yeapplicable.
P I the Surgery Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be
chareed 30% exira.
P AssL 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 . exeept Pharmacy and consumables,
s P Patient/ Guardian Sclt Attested Government 11 proof'is mandatory 1o submit at the admission,
Q) IPA Insurance Processing Iee applicable torall Insurance Cases,
In our hospital there is "No Discounts Policy", Kindly co-operate.

No Duplicate’ Second copy of OP or IP bill will be issued.
I case the patient is shified from lower category 1o higher category. all the charges like consultant visits.
investigations, operations and procedures ete. from the date of admission will be charged according to the higher

calegory,

» Il the patient is shified to the ICUL. the attendant should vacate the room. If the attender occupies the room. it will e
charged as per dual accupancy

> Room eligibility is purely subject 10 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 1o paid by the patient and may not be
reimbursed by the TPA - Insurance Company at later stage.

P lor Non - Medicals, Disposables. Consumables, Infusion Pump. Taxes. Implants. HIV HbsAg, Medical Records,
Insurance Processing Fee. Double Qceupancey and Registration Charges. Ltc., eredit cannot b extended. These items are
ot payable w us as per insurance company norms (Depends on the TPA Insurance Co. T&C).

> ltiakes time for cash discharge is a minimuny 3- thes. and in the case ofinsurance. it will 1ake a minimum 6-7hrs.

P Difference, iCany between the final bill amount arid amount perniitied approved by the TPA or total bill amount in case
ol'denial from TPA, has 10 be paid by the paticnt.

Q Fwo attendanmts are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

categories of rooms. No attendant is permitted in ICU’s,

> Allthe refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

> Patient attendant can colleet 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
trom billing section and pay the outstanding as on thar day. You are requested o clear your outstanding amount on daily
basis before 12 pMm. Patient bill outstanding should not he increase more than 10,000/-

| DECLARATION

Ihave atiended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

cape. the TPA Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, |
promise to settle the clain w i the hospital as per Hospital Cash 1 aritr

|
P;umn'ln Name ka__b:{v@_u [ UHID Numlwr:é e v 00@4‘76/3,[ '

. scuf.a\'ncmium Name : M&L JCLUM-! " II Relation HDL_\, :}/ |]

/ - . = =R — _.____.__. —
. Selt Antendant Signature - Signature of Financial Counselor

|
!1 - _I_--me :
Phone Number /5“_ /C_&%’j Name &
—7639039¢7] =
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IP ADMISSION SHEET FOR OBSTETRICS —
Presenting Complaints -LMP: \ 3,,, [ 2< EDD: 9_0, 2 / 3—()
Qo  abdomen pain o0 ‘“’ff‘{ Corrected EDD: 6 2Swad

Obstetric Formula:
Obstetric Hostory:
G, 200 Sw ; pont expublo")
G, 2022 12w 2pork expulsion
Present Pregnancy Record:
RISK FACTORS:
N
(howore HTN
T2DM 00 O HA
\. _J
Height:.....) BY_..cm
Weight: .1 D23 kg
Allergies: ..... SN
Breast: d}Normal EIAbnonnaI
General Examination:
Consciousnessfonbtiows  Pallor: &)
lcterus: © Edema: ©)
Temp: ﬂ‘fﬁ'ﬂ#‘ﬁle PR:
BP: DTR:
cvs: SHi<.@® RS NIVRS
Liver/Spleen: Urine Output:

o= DINGHOSIS ~-r-mor=nmmsssimasinsseses

£
;
3
z
3
&
&

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

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

Menstrual History: Regular (& Yes OJ No
Obstetric Examination MMM " SH'KS

Fundal Height — \CBBAm . Dw ;

Ut Activity: [JRelaxed  ZIMild ~ CIMod [JSevere
Liquor: [J Adequate [J0Oiligo  [JPoly

PP: O] Cephalic  [JBreech  Others |

Head Fifths Palpable:
pis:  ([¥foma  DTachy = [)Brady O Absent

Per Speculum Examination
Draining: OPresent  2f Absent = [ Bleeding :
Colour of Liquor: [ Clear D Meconium [ Blood Stained

Vaginal Examination
Cervix: [ Long [ Partially effaced [ Effaced
0Os: Closed Dilated

Membranes: [ Present [0 Absent

Liquor: . O Clear [0 Meconium [J Blood Stained
Presenting Part: [ Vertex [ Breech [ Others
Sutton: O-3 0-2 O-1 00 O+1 0+2

Pelvis: [0 Adequate [ Doubtful

........................................................
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21091990 Hospital BY RAINBOW HOSPITALS
Dr. LUCETTA \\\\ 1 s 2 00 vt B e, Your Right 16 3 Sate Detwary

o
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Date ’qh.l”i _
L:{i;ne Rlave . R ,ﬁmi#ve
® 9 T Ndﬁ
RBC
WBC
N/L

Platelets L&Y Freg = |
CRP | 3 FTg : 2
: 2

ESR T
PCT

RBS . :

ﬁa EC‘:{, Nox me
ol 14[1 |* hbAe | £-O
Ca/Mg ;

Phosphate s HI\ !
Urea q : Hbs ! ! R
Creatinine 0- HEn J

ALP 2 -
SGPT Q prR 09
SGOT Iy . :

TBillCon] 032513 TR L

T.Protein el
Cyedt 0-X3
S.Albumin

S.Globulin
A/G Ratlo
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L
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MEDICATION RECONCILIATION FORM
LG e D’Tj& known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the ireating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
| Shifting From: T o 1D —————
) ON
. MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (PO, NG, SC,IV) FREQUENCY | pate / Time ?‘;“J:ﬁ_?:gg
! Oc Ooc
_ 2 Oc One
~
| 3 Oc Ooc
4| Oc Ooc
5 Q¢ Oonc
6 Oc doc
B 7 Oc 0oc
8 ac D DC
® | Oc ooc
10 ¢ [doc
* 0- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ..
| Date & Time : .
1 Nurse Name & Signature: . SJ ‘\\ %@-—0"@.‘ ;Q/ gq)&}‘
Date & Time : 191%’%%0”3”\

| Docu. No. : RCH /FRM / GENERAL / 090
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DRUG CHART
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Rainbow’ .
Children’s @ BirthRight
Hos pi[al . BY RAINBOW HOSPITALS
T taket 3 kot 10 treat the Ut Your Right to a Sale Delivery

.. Signature

VERIFIED BY : Name .......c.c.oeeens

Date of Admission: ﬁwﬁ"'ﬁ’ T D A

S rﬂ@ 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.
- 1hedateandlimeolstoppinothadruoalonawimmedoctorsnmandsignmsthemenﬁomd.
- 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
- Ay‘DID 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.
$0S / PRN (As Required Medication)
DRUG : e
Dose | Route |Frequency |StartD i
Doctor's Signature- Vaﬁd Period| Pharm.
Additional Instructions:
DRUG : P
Dose | Route |Frequency |Start DatT )
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : Dats
Dose | Route | Frequency [Start Date]
Doctor's Signature | Valid Period| Pharm.
[Additional Instructions:
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Mrs D KALAIVANI
21-08-1980 sYosmMaeD (F)

Dr. LUCETTA AMELIA DIAS ; | | i
TR T REGULAR PRESCRIPTIONS  weignt .} 02} Buara...[ D@

DRUG: T-LAGETALY Datep \A]

ime
Dose Route Frequency

Start Date, ;
fS‘ONj P!o '~0-D ]

|3
Name & Signature of the Doctor

Starting the Drugs:

byeo

it

—

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: 7. | ABETAL oL -ﬁ?;: q\*d’p\“ I

Dose Route Frequency [Start Date

O] Pry (01~ 193

Name & Signature of the Doctor

Starting the Drugs:

Dn $H-
jﬁrﬂ. ' §~_£>
Additional Instructions: »
lnﬂ -"-rl'\;)'
Daily Doctor’s Endorsement by a Sign
RUG: (. DEPM e ke
Dose oute _ | Frequency |Start Dat /| %o
oay | Pry |10~ 19]% VAG
Name & Signature of the Doctor b.’}f’
Starting the Drugﬁ ! <
(24112 M kH

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : TNT-DUVAD) Lo A Datet \n [ \x

Dose | Route |Frequency |Start Date /

Ong [ TM [ 10~ | 1q)3 ™4 9

Name & Signature of the Doctor Qo™

Starting the Dnﬂ.
NE :

21 I

Addmonal Instructions:

baily Doctor’s Endorsement by a Sign N

Page: 2/4



SIGNAMI ...ooooricsnnssssrnnnsrassssossasssssssesesss

vsa’.?;n T T T

M ORI s weight | 0918 wars. LDE.
21-09-1880 ISY9M28D (F) ]
Ur. LUCETTA AMELIA DIAS Date> ]
AL TR 2 [ T N T .
Dose Dose Dose Dose — T 1
DRUG: D Sign. O Sign. D Sen. e |
Route Start Date o e Dose Dos4 o
Dr. Sign. Dr. Sign. Dr. Slgn. Dr. Sign.
Name & Signature of the Doctor Dom Dose Dose Dose
De Sign. Dx. Sign. e Sign. Dr Sgn.
Additional Instructions: . Dose Dose Dose
D Sign. O Sign. B Sen o on
Date» '
VARIABLE DOSE Tige i Fres e s
Dose Dose Dose Doss
DRUG : s i T -
Route Start Date e Oove Dose Dose
De. Sign. Dr. Sign. De. Sign. De. Sign.
Name & Signature of the Doctor Do Dose Dose Dose
Dr. Sign. Dr. Sign. Dx. Sign. Dr. Sign.
Additional Instructions: fow Dese Dose Dose
Dr. Sign. Dx. Sign. e Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Time Medication Cosage & Other Route | Signature Nu;es
= 5 | Sh
\C\Nﬁw.@%}o T DEPIN 10 My h | e
L
\qm D%m Ing. DuvAditon 10 & ™ uﬁm ’%e
193 | a3t | T-DEPIN ooy | o | 4 E2
" ™ CET A,
lqrq al INg. EMESE b~y ARY N A=
B
Page: 3/4 (P1.0)
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Do | 0 | peremeni oy | e o s Do |t siopoing| Son | ‘S
e 4
g S
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%
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SIGNIELIIS evrevrevmibrroerreessrsbsssvdeosisbormiin

VERIFIED BY - NAME ........cooeeneminsii ssmsmmrmmemmemsmrovavesronses

GUC-00047617 IP18-00036525 M

Mrs O KALAIVANI bf"' o
s 1 ] Sailaren's | @ BirthRight
AT AT Hospital _ | () momessries
ShEBLNG: e REGULAR PRESCRIPTIONS e m%-’%ﬁm LDE .
DRUG: T - GLYCOMET SR ﬂ%\“\v\ Vit |

Dose | Rgute |Frequency |Start Dt. / .Q

S-DOMJ lo |1=1=0 l‘f;?g 7 "

Name & Signature of the Doctor ¢

Starting the Drugs: ! QW_

L%R 2?‘\ réﬁ_
Additional Instructions: .

Daily Doctor's Endorsement by a Sign

DRUG: T GLYEO MET SR ooty

Dose Route | Frequency | Start Dt.

gson Flo |O~o~1 | 193

Name & Signature of the Doctor

Starting the Drugs; ;5,

122

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Dose | Route |Frequency | Start Dt. &m A4
b | Pro |1-0 ~1| 19]3 &0
Name & Signature of the Doctor
Starting the Drutﬁ-:g

1 2Y 12'7,
Additional Instructions: & o

Daily Doctor's Endorsement by a Sign

pRUG: V- DICcALIS '%%'n\"ra?@(

Dose Hﬁute Frequency | Start Dt.

14aly o | D<1-0| Ja)y
Name & Signature of the Doctor o0
Starting the Drugs; g
U2 PINS &

12m 2

Additional Instructions:

Daily Doctor's Endommeni by a Sign
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Mrs D KALAIVA
21 1)9 ‘l!%

SIQNAMUIe ...

VERIFIED BY : Name ...........oooveooereeeoo

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

35v9u=aD (F)

" i -

z
Rainbow® — .
Children’s | @ BirthRight
Hospital " | () zoseomem:

REGULAR PRESCRIPTIONS Wi \02/’( Naa...

Date$
\

DRUG: T DY DRD 4 E ST

Timel

Dose Route | Frequency | Start Dt.
0y | Py |F0-1 | 19)g

d

N

Name & Signature of the Doctor

Starting the Drugs:;

T::;n e ! ?S,
Additional Instructions: /pv
Daily Doctor’s Endorsement by a Sign
DRUG: T MARTI FUR PRel A eV

Dose | Royte | Frequency |StartDt.[ . /[ew __
tOo ‘S o=l [ 19]% %"d/ JP i \)
Name & Signature of the Doctor \
Starting the Drugs: T
i{),q.@ oz
D_m'l I.‘Q'
Additional Instructions:
Daily Doctor's Endorsement by a Sign
oRUG: SYP- ) TRAL IkA  [PREE VIS
Dose | Route |Frequency StartF R /:gp
(S| Flo [1=1~1 | 19]y v "
Name & Signature of the Doctor //
Starting the Drugs: U- - &
mug
Additional Instructions: A %»
,U:en%

Daily Doctor's Endorsement by a Sign

DRUG :

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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i Rainbow.s | @ BirthRight

L | T Children’s
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Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

i TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
\q\)ﬁ Date . N
ﬁ Time89}10111:2@@[5:) 7 )8 100|12]12|1]2[{3|4]|s5s 7
> 30
RESP. | 21-30
(write rate in
corresp. box) 11-20
0-10
Saturations 94(-9];‘0;%
Administered 0, (L/min.)
40
39
-,34 38
37 (o) ™
2 36 ® 4l bt G2 7
35
<35
170
160
”
_ 140
130
120
g 110
§ 100 = L~ ™\
. 90 ! o i OROINE ~t
| 80 @ Pl e e
70 | 574
60
50
40
190
180
170
160
"ﬁ: 150 i
El 140 \BH\21a2.0 )
= 130 ] YA N \
1y = R AR -
i 110
s 100
@ a0
r 80
70
n 2
&y 50
130
g 120
Z 110
=3 100
l 2 90
2 80 «\J 4y q,':‘_ oA )2 ‘L
=z 70 = e 5 N 10N =
2 60 v " pp[\OOIEM [ 8 7 o0
= 50 b v N
(5]
40
NEURO Alert e I,1-/] AT T Lyl 1] [ T — -
RESPONSE Voice !
Vi Pain
Unresponsive
URINE > 30
mils / hour < 30
Proteinuria -
Protein > + +
Lbchi Normal i) [l =
pea Heavy / Foul
Clear / Pink
L!quor Green
TOTAL YELLOW SCORES &l Ala 0] 4N
TOTAL ORANGE SCORES %, / Nzl P FS (%) & 7 2
| Murse Initial b/ ‘@; i d " | 1 /y £ F o
v U lr g Fad
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)
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Dr. LUCETTA AMELIA DIAS

ospital BY RAINBOW HOSPTALS
A AN T : ] R | W
' FLUID CHART
Sheet No. : @

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

Intake Output Vst
Date | Time g{aﬁ'ﬁﬁ% Route NG |Diamhoea | Vomit |Drainage | Urine | Phiebitis ﬁmé'
| Mouth | 1V | NG
08:00 am L ) B
09:00 am_ = N 3 9
100 fivo  ||vo | K N 200 | A SE-
11:00am ) 9 _|lg
1200m |\ ye | RO PPlo Pip
01:00 pm 1D D 1H
Total Intake: 2901\ Total Output : £ DOvvy)
02:00 pm
0300pm [0 | oo o0 | D o
0400 pm il
05:00pm [HF20 | o D ;
0600pm | 14| {ion) g
07:00 pm ' O | %
Total Intake : ~ ADNWA Total Qutput:  SOOW),
.08:00pm | 4l gfy
09:00 pm Hgg_ | Woow 0 &
10:00pm | Y g0 | 5004 o 4
1:00m | Dap | yoovd asor | & | H
12:00 am : o | &
01:00 am 9] 4
Total Intake :  J §OW : Total Output: - 3 5bm
02:00 am 0 [ h-
03:00 am o -
04:00 am : 0 L
05:00 am ' . ® v |
06:00am | 1330 10'0.4 | 3pot| o | il |
| [o700am| Wao | 504l <. | © | | | 9 | M
| Total Intake : i _ Total Output:  %00.- 'r
Total 24 frs. Intake Woows =11 | Total 24 hrs. Output 14 sows
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i NURSES NOTES Feshial

\

- @ Rainbow"
Children’s

A Known Drug Aliergies

O Drug Allergies

BirthRight
BYRAINSOWHOSPITAL%
Your Right 1o & Sale Delrvery

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

DATE

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE

b

ADMm 1cClony  NOPES »

%ﬁwm}qQ1mn PV
4T )

\q‘“!‘-f-‘]_').(g }'Dai;{(‘)__ﬁl;— Comnlahnﬁm__g_op

abdomen %h?n. ll}\%;i_em— pesSA
Conditiop pate . Vitela ase
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I . LLICOﬂO Sa o fhpm_k:lm-n—

ehockan)  coptrackion 1 contx
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e~ == e f
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7. 'DQ%HY\ lo may D\n Qe -

RRS - |Sstrmo | (j\ \r)-QormrIJ ko

1Dy Vini

lroam

\’0\" DWQ@}[}JQQ loroa | g ivon .
—5 f —

TJhose. g ng (‘m?\‘ﬁﬂﬁl“
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Lepp oy line otakb \n
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NURSES NOTES

... wruy Allergies

O Drug Allergies

Your Right to a Sale Delivery
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DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
Q\"—?\DJ" VP Ipr. lucoblo. aa i Ho [:q_Q—lonF
o Chackool 8can. rm!mood Lo
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Your Right ta fe Delivery

No Known Drug Allergies
O Drug Allergies

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

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
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CETTA nuau::: abl @ Rain ‘OW. 5 -
— Child BirthRight
i Chldren’ |\ eemmes

LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: Hlﬂ_@[a

Baseline Information:

Admission From: OFR OOPD O Admission Desk [ Others: specify ......... B

Primary Language: O Telugu O English 0 Hindi EQW Taumj

Do you require an interpreter? [1Yes E-Nﬁ

Source of Information: ent J Family O Others

Personal belonging if any: Cdewely O NgseRing [JBangles I Anklets CFinger Ring O Bracelets

handed overto........ AR RION i e T

Allergies: O Yes Medicaﬁons O Blood Transfusion [ F00d  CIOMEE s
T —— s

Chiet Complaits: ... .2 onk. comPlasnkEa  Doctor Notfied on Admission: S5 ANo
Name of the Doctor: T2 ML, Vs Mo W

................................................................................................................... M L HC = .5 o o IS—

Past Medical History: Obtained From ELPIW O Family Member O Medical Record [ Other (SPECHY) ...oocevreernens

Past Medical History Past Surgical History Previous Hospital Admission
Chyonic HIN
Fox
T2 Dm
\1 o e

Blood Group: .. PQ&YE\VC?— LMP:§ 2. 1\ .S TEDD: . ?O;@ ]%emﬁonal age during admission: 35"/\5'["‘
Contractions: .. LOWLEX 9o AAVAGINal DISCRAIGE: wovvrss s e
Obstetric History: G. it T s v RO L Pravious LSCS .===vveee
Heignt: . oS Weight: LOSF BME e

Temp:..q.%"’p ..... HR: . C-?Lob.. .. PRR:. Mhﬂ)"‘- BP: 130'9;;:3\/“""’5‘;\03;:7((110/

High Risk Factors: (Please select by ticking (v ) the box as app'lcuhlu)

O Hypothyroidism O Rh Incompatibility [ Fertility Treatment
[0 Hyperthyroidism O Previous LSCS [0 Preterm Labour
1 Hypertension () Gestational Hypertension 1 Others: (Specify)
O Diabetes [ Bad Obstetric History Choont ¢ BTN
O Anemia O Obesity (BMI) Do T
[0 Twins/ Multiple Pregnancy 3

Docu. No. : RCH /FRM / CLINICAL / 138 (PT.0)




Patient Sticker ,

Family History: [J No Abnormalities Detected
O Heart Disease I Hypertension O Diabetes [J Stroke O Seizures 0O Kidney disease

O Liverdisease [ Other...... F&M—Dm it

Pain Assessment:  Pain: W ONo (i es, complete the Pain Assessment / Reassessment Form)

Fall Assessment: MO Score .. 3557, (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [0 Yes™ T No Score..Q Fe.....  (complets the Braden Q Sheet)

FUNCTIONAL SCREENING: If patient needs assistance with any of the following inform consultant

O3 Mobility problem 01 Walking Problem Wﬂy Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SGREENING:
Dﬂ(wei‘j CJ Poor Appetite > 3 Days O Needs Therapeutic Digt. =~ -
O Under Weight O Diabetes Mellitus 1 No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
& Cogperative [ Restless O Depressed O Agitated O Confused
BIOMELS oo L2 W
Inform consultant for posttive criteria :

SOCIAL SCREENING:
1. Marital Status: (3 Single CMarfieg” O Divorced 0 Widow

2. Special Hablts:  Smoker: [ Yes DN'G/7 Alcohol Abuse: [JYes I;I.N_q_// Drug Abuse: [1Yes O

Social History: Lives WmHufs‘faOs.na.l AR,

Orientation has been given regarding the following aspects:
S-es g

Call Bell in Reach : No Waste Disposal Explained: Dves) ONo
Infusion Pump : sta’l:l]\lo Hand hygiene Explained: Bﬁ) O No O Others

Above information given to m‘.‘g.‘\m..QQiLQJZ)I
Name of Person Orientation was given to: mﬁl;o.JQ.IUQni

Orientation not given Reason: R e ersmectpmascsissis i

Nurse Signature: &\b@ ........ -

Nurse Name: ...........}S].
Date & Time: .....A. .1, F.J.




GUC-00047617

E:Eﬂi:” “':::omz Rai n:%w' . o
T Chigens | (9 SIThRGht

OBSTETRIC TRIAGE ASSESSMENT FORM
\ﬂl'ﬂ?—b Time of Arriva: .

Level of Consciousness: m.f;inus

Date: ........

1) O Semi-Conscious OJ UnConscious

2) Chief Complaint (n::yumm): (Circle the item as appropriate)
O Severe Pain / Mo Pal O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement [0 Other REASOM: ..cvvrssuesssesserssssssssassssssasassssnssssasssssssssssnssssassnssnsas
3) Vital Signs: Temperature: 650 E Ppulse: . ?OWJ\R Mﬂ}jpo qci/ BP: ]30{80 Weight: T
(™ 4) Gestational Criteria:
Gravida: | Gy B o L s A,
;... 3] )2 EDD:..20)8 o\ Gestational Age: ..3. 572X D v
| Uterine Contraction m)(as/7|:1 No | O NA | Onset Time Frequency:
Membrane Rupture O Yes | NG J| OINA | Onset | Time Fluid Color:
Vaginal bleeding . O Yes Q—NU’/' O NA | Onset Time Amount:
[ i
i if If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia é__ymptoms OYes | ONo JONA | ooin Abdomen/ Vomiting
/ ;
Good fetal Movement es/| O No | O NA If No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
— Attt
0 1 2 3 4 5 6 7 B 10 |
No Pain Worst
et possible pain
© Location:
............... 10@%&%0’0mgo[xuﬁ
© Duration; . Ry ... Days7TWeeks/ Months (Strike out which is not
appllcable)
@ Character:
.................... M) |of[>cu,,0
o Frequenc
q ..... y .......... Horal.nD....0D.
® Interventons: ..., 2OV, ide..comfasbable.. Fo&t cl. @,n
6) Past History:
a)  Surgeries: .. %:ASL.J PQ S l ] PO hfda l n...Roth... lmjx;?g ln HTLS’%G?
b)  Medical: ... xQ SIS NLS W R
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Patient

Sticker

Allergy: O Yes Eﬁ BYOE . iiiiinmmnmemsamasraessis

8)  Current Medications: I Prenatal Vitamin CINone O Others: Chxonic N, TanM....
9) Prenatal Medical History:
O None O Gestational Diabetes
ronj¢ Hypertension O Low placenta
O Gestational Hypertension OJ Others if yes, specify T&,DM) .
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Qﬂ{gx HI: Urgent (Time to Physician; < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Lavel 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{Hu"l:::'l:ﬁve] Immediate < 15 minutes <30 minutes < 60 minutes - léouw
Re-Assessment c““"““gﬁ,“"’"“ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
of Early Labou/ | Discomforts of
Labour / Fluid Imminent Birth %ht%ﬁgp%ﬁn: 37 Eg;l; %ﬁm - %96':‘ :2?% Pregnancy
Active Vaginal bleed B ociated B associated 5
Beedng | Wil wihoutabdominal | crampig (oot | Dlrang 250 o
pain <37 weeks (>spotting) >37
weeks
Mild
Hypertension | Seizure activity A or et | >140/9 wiwktout
disturbance, RUQ pain m signs and
Atypical FHR tracing,
Fetal Assessment m mm mw
M k
M| | | eieriatt | ooty | oy e
.cansclausnesus ounlgsndad birth @Fank pain / hematuria o e .%wﬁﬁf?n?nn
oCord prolapse @Nausea /vomiting and /ol @Minor trauma (minor | @Out patient placenta
@Severe respiratory diarrhea with previa protocols
distress dehydration and /or) @Pre-booked vists (e i
®Suspected sepsis . and ks
. .m ,cough, fever, | @Assessment for version
) ®Rashes

Time seen by Doctor: ... 2. 208N

W

Nurse Name : ......

Date: tGHcf

ol

Eﬁr“jf Nurse Signature: ... ‘@Qf\\cﬁo&
Vs THMBS ooinns &.-...L.T;S.'@/"
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Bale:..l,ﬂ. -I"\ﬂ—lo ...................

IP18-00036525

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; sickie 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) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy R o 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 02
Signature of the Nurse (_C, [ %) P N
! I Ulo
Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

v Iftotal 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 bieeding 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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1. Completely immobile: 2. Very limited: 3. Slightly fimited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes In
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. N|w Q L__ n‘
without assistance. to completely turn self independently. independently.
2. Chaoirfest : 3, Walks occasionally: 4. All patients oo young fo ambuiate;
. ; ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
nﬂn ﬁhﬁﬂmmﬁﬁm mrau_ﬂnmﬁu_-o.aa non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ,w @ W
e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once avery W
: wheelchalr." shift in bed or chair. 2 hours during walking hours. *
1. Completely limited: 2. Very limhed: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not maan, flinch |  respends to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessnass; OR, has or need lo be turned; OR, has some ability to fael or communicate pain or .:
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. f

pain over most of the body surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfort in one of
two extremities.

Moisture Degree 1. Constantly moist: 2. Very molst: 3. Occoslonally molsh: 4. Raraly moist:
1o which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin i exposed by perspiration, urine, drainage, eic. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
@ haletire Dampness is detected every time 8§ hours. gvery 24 hours. ﬁ\N
patient is moved or tumed.

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

Friction . Occurs when Spasticity, contracture, itching, or Requires modarate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Quring a2 move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably shides to some extent against chair independently and has sufficient

Sheor Occurs when
skin and adjacent bony
surlace slide across

impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.{

sheets, chair, resiraints, or other
devices. Maintains relative good position
in chair or bed most of the time but

muscle strength 1o life up completely
during move. Maintains good position
in bed or chair at all imes.”

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

one another occasionally sfides down. ]
1. Very Poor: 2. Inodequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which |s on a normal diet providing adequate
or IVs for more than 5 days OR wihich provides inadequate calories and |  provide adequate calories and minerals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over haif 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 Eals a total of 4 servings of protein meal. Usually eats a total of 4 or more .——

food intake pattern than ?.a._ of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. n\
Protein intake includes only 2 {ood offered. Protein intake includes Occaslonally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fiuids poarly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely .Sz__uwa_maa&” 2. Compromised: 3. Adequate: 4, Excelient:
Hypotensive < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may ; :

dﬂoﬁwﬂﬁﬂﬂa A <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zozuro.ﬁaqﬂ-.r ee_m.: uw:_an-”“_ _ ﬁ“ m_
does not physiologically tolerate < 10 mg/d!: capillary refill may be < 10 mg/d; capiliary refill may be > 95%; normal hgb; capillary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. i

Evaluator's Nome




Support Surfaces
Risk Score Category Action (Piease Note: Only required for children who are deemed at risk due
to aitered 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 A i
® Manage moisture, friction and shear ating pressure 8 overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Posil ) ) ; Gel pads for high-risk areas
- ;
osition patient at 30 degree lateral incline using foam wedges Alternating pressure matiress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date : T
Time : .
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity pasition position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occosionally: 4. All patients too young 1o ambulate;
- Ability to walk severely limited or Walks occasionally during day, but for OR walks trequently:
Thi Bedfast :
;c:awhﬂy:icalzgtei?ﬁ? é.;]nﬁngd to'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightiy limited: 4. No Impairment:
Unresponsive (does nat moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
) or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.

pain over most of the body surface. ability to feel pain or discomfort over 1o feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very moist: 3. Occaslonally moist: 4. Rarely moist:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is ex by perspiration, urine, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
posed .
1o moisture Dampness is detected every time 8 hours. every 24 hours,

patient is moved or tumed. ]

FRICTION-SHEAR 1. Significant problem: 2. Probiem: 3. Potentlal problem: 4. No apparent problem:

Friction . Occurs whan
Skin maoves against

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

Requires moderats to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. withaut sliding against sheets is probably slides to some extent against

Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positio during move. Maintains good position

surface slide across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.

1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPOQ/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
acomplete meal. Rarely eals more

minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and

for age OR eats over half of most meals.
Eats a total of 4 servings of protein

most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

Nutritional Usual
faoleli Ima:: p:tl::ﬂ'l 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.
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:
g Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may 4 z
““g:y::”m‘;f;‘:‘" & <40 in 2 newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be "‘gg‘.‘,f.‘m"":;,?’h‘f‘" 59,‘:"“':22,,
does not physiologically talerate < 10 ma/dI; capillary refill may be < 10 mg/d!; capillary refill may be e ““d gh: captiary
position changes. > 2 seconds: serum pH is < 7.40. 2 seconds; serum pH is normal. % £ S0eams:
. - : X e . TOTAL SCORE
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 A
Evaluator's Nome
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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 2
® Manage moisture, friction and shear Alterating pressure matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges ;
Alternating pressure mattress overlay
@ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position 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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PAIN ASSESSMENT FORM R e e . i g
Date Time |F a('; ffg‘;"’ Location | Duration Acuity Character ' "'F"L"::'s"‘ P"m‘f;;“‘" Intervention Sign
l louc2™ O Continuous | C OShap ODul | OHnergasing | [l¥es—7 oVid ks
HI :)t!ﬂo ?CU N AO Qbm |"f"“'”‘M—’D—J:rrre‘r‘miﬁent [J Chronic [lAckipg [J Buming | O Decreasing | O No ot oo dﬁﬁ—&
7 | = S
o ; O Continuous | O Acute [J Sharp 1 Dull O Increasing No pas 5 )
f‘] }#p_b [ o) /1 - rIC | O intermittent | O Chronic | CJ Aching [ Burning | I Decreasing | O No J =\ s
I ‘ - O Continuous | OJ Acute [ Sharp [ Dull O Increasi o )
ng | O VYes L
14 } :&lq 13?""‘ olw| WU | g emitent | OChronic | OAching [ Buming | O Decreasing | G- %\;
'@’“ N g W O Continuous | [ Acute [ Sharp  OJ Dull O Increasing ?ﬂ nhl (ﬂ,
\0\\'3 %’P‘\ Q O Intermittent | OJ Chronic 1 Aching [ Burning | OJ Decreasing No
Conti Sha i L L
\«@P JERN ~ TR O Continuous | O Acute. [ Sharp 1 Dull _ O Increas@g 0 yes PN
B O Intermittent | CJ Chronic O Aching [ Burning | [ Decreasing | O No
Y . O Continuous | [J Acute O Sharp O Dull O Increasing | J2Ves MY /g.L,O :
201H2% | 8 | olio | M O Intermittent | 01 Chronic O Aching [0 Buming | O Decreasing | O No &panr
O Continuous | O3 Acute 0O Sharp [ Dull [ Increasing | O Yes
O Intermittent | O3 Chronic [JAching [ Burning | OJ Decreasing | [J No
[ Continuous | O Acute 3 Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [0 Aching [J Burning | O Decreasing [ [J No
O Continuous | OJ Acute O Sharp [ Dull O Increasing | [ Yes
O Intermittent | O Chronic [1Aching [J Burning | J Decreasing | L1 No
[0 Continuous | [ Acute [0 Sharp [ Dull 3 Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Buming | [ Decreasing | :[J No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients. patients with chronic pain, patient with severe pain:
2)  Atleast every 2 hours for the first 24 hours b) Thenevery 4 hours.
t)  Prior to pain pan-refieving intervention. d) Within 30 - 60 minutes after pain refief intervention.
(PTO)
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FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
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Wong - Baker (Pedialrics) Abeve 7 Years

Looeee®

Eac___ B Eu:a.:ﬁ 93..3 EEsEE Easﬁ .

CATEGORY .
! . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disorlonted quivering chin, clenched jaw
Legs Normal Posiion or Relaxed | Uneasy, restiess, tense Kicking, of legs brawn up
Laying quietly normal position, Squirming shitting back and
Activity asarm._.l&m forth, tense : Arched, fight, or Jerking
1 J ; Moans or whimpers occasional Crying steadily, screams of sobs,
(¥ No Cry (Awake or )
7 : fy asleep complaint frequent complaints
Postls Pan Reassured by occasiona touching,
Consolabilty - | Contunt, relaxed tiugging. or being tatked to, Difficult to console or comfort
distractibie .
.,giggninanfgiﬁggaﬁ_
i Sedation Wormal Paia / Agltation
Criteria
2 -
Crying No Cry with painfuf | Mozns or cries Appropriate crying Not| kritable or crying at | High-pitched or silent-
Ieritabllity stimuf 3%&% irritable intervals consolable | continuous cry
Inconsolable
Behavier Slate | No arousal to any Arouses minimally 10 | Appropriate for Restiess, squinming | Arching, kicking constantly awake
stimull stimuli gestational age Awakens frequently -| or
No spontaneous Littie sportaneous Arouses minimally / no
movement movement (not sedated)
Faclal Mouth Is lax Menimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
* | Expressien | No expression with stimufi intermitient continual
Extremities | No grasp reflex Weakgrasprefiex | Relaxed hands and | intermittent Continual clenched
Tene Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Bodyisnottense | Bodyis tense
Vital Signs HR { No variability with | Less than 10% Within basefineor | Increase 10-20% | Increase greater than 20% from
AR, 8P 820, | stimu§ variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equaito 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Morse Fall Risk Assessment Form e SaH R
B m ¥ I V)
: Date / Time A 1+ . 2
Choose Highest Applicable Score from each Category ————— QL’ —EEL———\L* Fall Risk Grading
Score z o Ry -
< e |
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O O ® Risk Level Morseui:lé):icore Action
Secondary Diagnosis Yes 15 (& \'S s
(more than one diagnosis) No 0 @
_ Furniture 30 Low Risk 0-24 Standar_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 @) ®) ®)
Yi 20
IV / Heparin Lock or Saline = 2O P IV dp !rnp(l}ernaint‘: "
1L g Moderate Risk | 25-50 ‘;"r‘;vg:mgﬂ a
Impaired 20 :
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 ®) O 0 implement High
Forgets limitations 15 (b R Risk Fall
Mental Status ‘g = 0O @ High Risk %51 Prevention
Oriented to own ability 0 o intervention
Total Morse Fall Scale Score: IG5 %
Signat X g !7
ignature [P ] ,ﬁﬁﬁ'
Tick (v) whichever precaution faken. : Maderate 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 [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [0 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Consultant ...
(" PHLEBITIS ASSESSMENT __J{ 5,
CANNULA 1 CANNULA 2
Date: 1 l'-f-,‘.’)_b Time: (0 -30Qpn| | Date: Time:
Location : 1€ = roecace TPQ—P Location :
Size : ] - Size :
Cannula inserted by : &fro Wﬂ&m Cannula inserted by :
Date | Time |Phiebitis [infitration] "™ | Sign || Date | Time |Phlebitis infitration|, hursg | sign
AL | W oo | DYes DNg[OYes B oo b o OYes ONo| OYes ONo
L \ DA DYBsWﬂSUW7Ob(QJJﬁ\/ OYes CINo | OYes ONo
= wb'm OlYes @0 OYes EMo| pi\rz VN~ OYes CNo | OYes ONo
-?:{é:mn OYes O | OYes BNo | (Br— OYes ONo| OYes ONo
'y |OYes O |OYes G| gyp— | (RY— OYes CNo| OYes ONo
Vs |OVes DNo{DYes 6] 0w | OYes ONo | OYes ONo
o Q A~ |OYes B0 | OYes Dol phami | 4 OYes ONo| OYes ONo
¥ i |DVes DNG|OVesONo| v | 0 OYes ONo| OYes CiNo
PO | OYes @fio | Oves &0 | lpe | A OYes ONo| CIYes ONo
| Py |OYes 3 | Oves 2o gy | fed— 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 | CYes ONo OYes ONo | OYes ONo
OYes CINo | 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 CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONoj |,
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
Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : O0Yes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_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 _(Phlebitis (infitration], " | sign | | pate | 1ime Phiebitis [Infitation] /S | sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes CNo
OYes ONo | OYes CiNo (Yes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo Cl'Yes ONo| OYes ONo
OYes ONo [ OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes CNo OYes ONo| OYes CONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo 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 CINo OYes ONo | OYes ONo
OYes ONo | COYes ONo OYes ONo | OYes ONo
' Cannula removed : OYes ONo, if yes date and time Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phiebitis 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) Ty
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
evident; evident: evident: evident and extensive: | evident and extensive:

% Slight pain near V. | % Pain near V. Site | % Pain along path of | % Pain along pathof | # Pain aleng path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema | cannula # Erythema
near .V site # Induration # Induration # Induration : ’Prggmenous o
# Palpable venous cord # Pyrexia
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | RESTE/REMOVE CANNULAGONSIDER | LATIATE TRETMENT
N
\ CANN 9 CANNULA TREATMENT TREATMENT CANNULA )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

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

J

GUC-00047617 IP18-00036525 ]
Mrs D KALAIVANI " = @&
‘ainbow -
21-09-1950 35Y9M28D < . . 5
Dr. LUCETTA AMELIA DIAS * ‘hildren’s Blftthght
I” n Il"“ "mm”" "u |"||I I Ill lozpity - =
fakes, & ot 10 trest the Mie. Your Right to a Safe Detivery

T%\-*l Patient / Learner Literacy: (] Read ! Wiite | ZMngness toLeam: Ygs—~No  Bealthcare Literacy: Ysﬂ/ﬁ

Identified Education Needs:

10. Fall Risk Education
11. Safe use of Medical Equipment / Impiantable Devices

6. Discharge Medication
Dmng;i_g MgS_W"’g Pain Management 7. Infection Control Measures Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. “‘W“m 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- Il
Use codes from the list in part Ill —
Heed Comments | PSSO
Date Time \dentified Informatien Taught . o Mechanism/s . Signature
Person Taught Barriers Teaching to m nderstanding
ucate aboug; ; .
49}4: [ Bam = % R;ﬂ;}c;d: roond oval | vene y'Qs 70@9 (:@
1 S JrP]c:_rza c‘aﬁ troatvOnts
5103(4 — L4 u o ke ot @hoult pakiend | nom~ 0val |NoOw da,u S'ob& 9/9,_).,{,
3 o o Pl i
‘ (
Part - lil: CODES
Whowastaught:  PT:Patent ) F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity)
‘JW:‘;M 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
§, Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (SPECHlY .....ccoeoveeriveereinnnnne
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 c:@/__e;’ Printed
barrier/s: e
1. 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: Wlm 2. Demonstrates Understanding 3. Needs Review
A
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(1 Chitdrans | @ BirthRight
' PATIENT TRANSFER FORM C :’ Hospital _ | ()iueonorms
GUC-00047617 1P18-00036525
m : mro.mm wyo " W Date & Time of Admission Date & Time of Transfer Order
Tl A\ bbakarg | 1a2bad 709
N - N0 PG i
TBAUNY Lutounu +wiTE Transfer Ordered by Reason for Transfer

D e

Do, Ve

Dbowoton

To Unit

%ﬁ%w’

Information to Attendant

YFS‘E? No[]

Number of Sheets in Clinical File

Whole Tp

Number of Imaging Films

(e — @

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

ﬁl@) Yes[] Na—%
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1.
2.
3.
4.
5

Shifting Summary / Notes Written by Ductor No[]
SChi J fo wH 4

Name & Signature of Person who is Transternng

g ;
“%

Name of Person Ordered Transfer

Dot YislFs

Patient & Clinical Records Received by :

AR 1o

Date & Time of Patient Received :

s qH‘TD}’

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

[ Unavallable Bed

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

[T] Nurse not Available

(] Available Bed not ready
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GUC-00047617 1P18-00036525 e

11 no-1m u ~r n n 280 (F Rainbow” . . . -
Children’s BirthRight
[ |H||||\l\||l|l||||lll\l i Hospital | (@)rissnien:

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ..... 5 olon|nert Time: ..... (2 loPra
O ~26 kg!m
OGN e S Height: .| @8 e Weight:. L2z F K= BMi O ~28kgm’
130 kg/m’
Food Allergies: ........ E\J ............................................ T |
, Al e Bon|
Diagnosis: . L‘\>76( /'%5- ...... =l 3A... / L"@T‘-’\C. HTN. !TLDP\ D Q‘H&-—l 2 Q&% ‘
L. |

> C/E-’\-mu"(_ TN qu-%u‘?hm |

© T OM dinge on Pregonty, - |
Vegetarian I Non-Vegetarian OVegan » 3 PS5

¥

Diet Advised:

TypeofDiet OLiqud  CSoft O Normal <2 Diabetic

Liquid Diet—ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups

|
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Daland Vegetable Curries Soft Cooked, Curd

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

Pm i' Attendant's Dietician's
Signature: .... Mc Signature: ...... /\'/)2/(0‘253@ .............

Name: ........ fD}'ﬁa'm"aﬂ' ............................. Name: ;/]&m\k‘f}« ........... AN .
Date & Time: 20loal26. Q). e Date & Time: .....0....9:.(.-:».:a.-.l.;.&:....@.....l.?..‘..@.cafm

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




DIETARY NOTES

Date

Time

Notes
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