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CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date: Qﬁ‘[?(lb

MAB-00219438 IP18-00036632
Name of the Patient: L AN

i
UHIDN: ........... THANGI RAJAGOPALAN Gender:.. Eemale
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Certified thatin respect of the above patient:

O a Thereareno drugs for return

0O b. Emergency cupboardissues have been replenished
\9/ ¢.  Nopending indents are there against above patient
VB/B. _ Checkedthe bed side cupboard of the bed

e.  Checked bythe patient's Mother / Father in the room

(0
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(\
Date: ..o Date: .27 {ﬁzf
TR b cvssian Time: ,&M

Docu. No. :RCH /FRM / GENERAL / 117







UHID- FLOOR-

DISCHARGE TRACKING SHEET

NANIE OF CONSULTANT-

(

l!.'ll'fliil-l'[""
= Heplya et Clildegn'y
L Ml Hot pital

MAB-0021943¢ IP18-00038632

Mrs 8 JANANI
02-09-1808 7Y
Or. MATHANGI RAJAQOPAL

|

IlIlHllIllllllllllll!l!lllllllll

ACTIVITY

INTIM | ouTt NAME &
E TIME | SIGNATUR
E

<To be
filled

Nursing

Activity Sheet -
update by

| s

Activity Sheet
update by
Pharmacy

||







MAB-00219436 IP18-00036632

Mrs S JANANI 2
02-09-1998 zr 'r (F) bt
<, MATHANGI RAJ 100

| @ Bi
_ Actvry recoro For enue TN 55 | i

MR EETISNEEW o

e: mx‘S(}eu\a_m“

UHIDNO: .....oooovvvvvrvrrirrensrsvnersinnecsennss PN oo, 21T ST 5 .S
Date of AdmiSSION: ...........oooooovevvrcervecr TIDEE oo Date of Discharge: ... TIMEL soovoooo
ROOM /BEANO: .ccorrcrs  WBI: oo, Suggested Bilable bed DB s

WARD TRANSFERS

Date Time From To Sig of Nurse
2ol Yuen | op T Floor | (e

> 2F[F>b | G [b ™ FTE oo - L DR P‘_(S//,&OQQO(

8ok ([ Wocen 1. iew, oo A el

. ¥
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Doctor Name / Date \ Order No. Signature
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Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from

Ward to Billing Dept

Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance
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Rain é;bw_ & Door No. 157 to 160,
ildren's %
Hospital B":“M ‘

Rainbow Children's Hospital - Guindy

Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036632 Admit Date

: 27-Jul-2026

IR ERRRTTY TR TR TR

Admit Time : 10:10 AM UHID : MAB-00219436

Patient Details :

Patient Name i Mrs S JANANI
Guardian : Mr VIGNESH
Gender : Female
Cccupation

Address {H) : manjunath enclave sathya sai layout

560066

Whitefield Bangalore Karnataka INDIA

Age 127Y .
DOB : 02-09-1998
Religion

Martial Status

Phone No . 8939591714/
E-mail . vignesh@gmail.com

o

+ ission Details :

Bangalore Karnataka INDIA 560066

Bed Type : MICU Bed No : MICU 803 Ward Name : 8F-OT COMPLEX
Room No : MICU 803 Admission Type : First Visit

Contact Details :

Name : Mr VIGNESH Relationship : W/O

Contact Address : manjunath enclave sathya sai layout Whitefield Phone No : 8939591714

%’\J

™ tor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Referral Doctor : SELF

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  ; 7000.00

Payor Name : SELFPAY

“rinted Date / Time : 27/07/2026 10:10

L

Printed By : 607335 Page 10f 2







e 5 Rainbow Children's Hospital - Guindy

Rainb"c’aw’ . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015,
' Children's ..o TEL NO :044-40122444
| Hospital i, «.o WEB : https://rainbowhospitals.in
QENEBAL_C_QN.&ENLEQB_’[BEAIM
Patient Name: Mrs S JANANI Age : 27Y
IP No: IP18-00036632 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No:  8F-OT COMPLEX/MICU 803

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

Patient, be deemed advisable or necessary.

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
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
c@™f the patient.

In giving my general consent to treatment, | understand that I 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.

| "I'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 failin Submission, | will pay 200/- Rs.
(Regeivers Signature:.... . N D)\

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: ﬂ\fy

Name: Vionesh Patient Address:
. . manjunath enclave sathya sai layout
Relationship: @ ibem b Whitefield Bangalore Karnataka INDIA
_ e 560066
Date: &‘{(o‘f(%lca Time: oo 9‘\1

Wittness Name: }M: Hara

Wittness Signature: ﬁh‘ﬂ-_j’):'a

Printed Date / Time : 27/07/2026 10:10 Printed By : 607335 Page 2 of 2
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Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

5% GST Charges applicable on more than INR 5,000/~ Bed Charges which was effective from 18.07.2022 as per the GST
Council.

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

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

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

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

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

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

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

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

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

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

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in 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 [nterim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM, Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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

Patient Name :

Mﬂﬂ‘cg-ofana.nf UHIDNumber:M#B—-DDl{‘?%G ]

Self/Attendant Name :

v VIMNESH M Relation : Hu-l,l:&ﬂd(

L

Self/ Attendant Signature : \}
Phone Number : &

Name & Signature of Financial Cou‘nse!or

®93959171 4 %’ﬁ?ﬁ .

RCH/GDY/FRM/CLINICAL/426 A
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Drug Allergies: ... L [J Not known any Drug Allergies

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

Shifting From: M[CH SIfted 10! vvvvvvvvereececeereeescs oo
0| G NAMECAPIALETERS) | (g o) | v | s | AT D0
1 - - ~ - — |0OC Obc
2 Oc Oboc
3 Oc 0Ooc
4 ' COc Ooc
5 0c Onec
6 dc dboc
7 Oc Joc
8 c D DC
9 | 0c Ooc
10 COc doc
_ | - * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : (ar@‘“ﬁ’eed@w%wﬂ”

Date & Time : 1"1[°1]W
Nurse Name & Signature: .{?’JNPDO\}Q/O[?H%
Date & Time : Q/?HDGCE{;I@M ‘

Docu. No. : RCH /FRM / GENERAL / 090
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MEDICATION RECONCILIATION FORM

Drug Allergies:

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

aJ4 Not known any Drug Allergies

' Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to ancther unit.

(Example: at the time of admission shifting from ICU to Wa

AN

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

Shifting From: ... Shifted to: .
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE

SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, S¢, Iv) | FREQUENCY | oo e ﬁﬂgﬁﬁg

1 - £ Erc/ oc
Ly osupscef | 1Gq | w o | [T
2 ) O Oc goc
3 gc doc
4 Oc doc
5 Oc Obnc
6 OC¢ Odnc
7 Oc Odonc
8 Oc Ooc
' 9 ac gdoc
10 Oc gdoc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDE 0&1 )
/0\/ ’1_ Vv
Doctor Name & Signature : . &
7 ?
Date & Time : ........
- Nurse Name & Signature: C%ﬁ
Date & Time :. éliflbﬁ b@gﬂg sy Ao Qctpm r
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DRUG CHART

pC
Date of Admission: D/g’l}“/(‘-’ Drug Allergies: N. (] Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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.
n...’ 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.

GENERAL
DOCTOR

$OS / PRN (As Required Medication)

| DRUG : 1[%

Dose Route | Frequency [Start Date|

Doctor's Signature | Vaiid Period| Pharm.

Additional Instructions:

g

«

| € i Date

5 | oRa: i
Lem.i| Dose | Route |Frequency StartD

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG : %’ti

Dose Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

VERIFIED BY * NAME wooovovooeooeoeeeeeoceeseesssessssssssesesesense e

[Additional Instructions:

Docu. No. : RC}i}FRM}CLNICAL! 118 Page: 1/4 (PT.0)
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lu|I|II|HI|||\|I|III1IlWMI|I||l| | REGULAR PRESCRIPTIONS Weight...JQ}fb.. W, |

X

N

Date
DRUG: vy, SUPALEE Time
v f, /

2]
Dose Route | Frequency [Start Date Ly A A
655 | Tv ==y 2’1}1’2& / |

<R

e

Starting the Drugs:

Name & Signature of theéoctor

1g2211

Additional Instructions:

Daily Doctor's Endorsement by a Sign D

DRUG: “[aby, AUGMENTIN [Pt X

Dose Route | Frequency |Start Dat

02%mel po |14 | 28 R

Name & Signpture of the Doctor |

&
X
Starting the Drugs:
\b"'\“}\{? }B“ %
S/

e

N g

Additional Instructions:

WPy
Daily Doctor’s Endorsement by a Sign b i o
prUG: Tob. ACION OR e ] o
Dose Houte Frequency |Start Date] _
|qnw 1 128y B/ Jom L
Ngme & Slgg ture of the Doctor, [ >
Starting the Drugs: ‘?/(
Additional Instructions: L 5 i, J
'3
V'R

Daily Doctor’s Endorsement by a Sign

orus: (" gy PAN =D
Dose Floule Frequency |Start Dat

A po | 1P |od4
Name & Sigrature of the Doctor | D

Starting the Drugs: %
ot

Additional Instructions:

5T 5
=%

4

=

Daily Doctor’s Endorsement by a Sign ' !
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= o U0 SUPPOSITOF Y e enly T 17 [
Dose \ Route ‘Frequency \Startm § i |
(M| pe 2% BN \\

\

Name & Sigature of thg Doctor |
Stan!nq the Drugs:
/&/4%
\b A

Additional Instructions:

|
|
\
-

=

- LJ__L__ .

M

Daily Doctor’s Endorsement by a Sign

DRUG : | [Datet
Dose | Route \Fraquency \Start ot.|

AEERTAREE AR

/

Name & Signature of the Doctor .
Starting the Drugs: -

SIGNAUIE corrervrsssrsesssssssesess s

Additional Instructions:

Daily Doctor’s Endorsement by 3 Sign

e

DRUG : Date
Dose | Route |Frequency \Start ot|

Name & Signature of the Doctor
Starting the Drugs:

._.—._—,_—___,__.—,__.—
|

__._.—__.—-,__.—,._.—..,_.—4
I

-

| Additional Instructions:

ik 1R

Dally Doctor's Endorsement by a Sign | | l

DRUG : (Date { \
Dose | Route \Fraquency \StartDt.

Name & Signature of the Doctor |
Starting the Drugs: r— \

Additional Instructions:

|
|
|
|
|
|
|
|
|
|
|
N |
|
|
|
|
|
|
|
|
|
|
|

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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SheetNo: ... REGULAR PRESCR'PTIUNS Weight 7V | Ward
DRUG : Date

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor
Star_ﬂng the Drugs:

Additional Instructions:

[ o]

1____

. ! !
l J
Daily Doctor's EndorsamenthyaSlgn ; | [ { ] | ) [ ( | _J
| oRug: IHHI El

Name & Signature of the Doctor
g Starting the Drugs:
i | Additiohal Instructions; ‘ i [

Daily Doctor's Endorsement by a Sign

DRUG :
Dose Route Frequency Start Dt.

Date
g

SEa=

Name & Signature of ths Doctor
B i e e
A |
Additional Instructions: ‘__-L
I
Daily Dactor's Endorsement by a Sign | ] e

[oru:

2

ng the Drugs:

Additiona| Instructions:

Dose ’ Route [Frequency rStartDt,' ' l
Name & Signature of the Doctor

+

| Daily Doctor's Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108




Date»
el o | T [ [gss [ogs [ s |
e - e T
Dr Sign. Or. Sign, D, Sign. Or. Sign. )
Start Date fm Dose Dose Dose
Dr Sign. Or. Sign. De Sign. O Sign. _
Name & Signature of the Doctor s oo e gy
' Dc. Sign. Dx. Sign. Oc Sign. 0. Sign. ]
;| Additional Instructions: o Dose Dose Dose *I
: [_ De Sign. Or. Sign. Oc Sign, ™ ‘I
VARIABLE DOSE Date> N
Tipe [ Morsesig | Moo g | Moo sg [ Morsesi|
Dose Dose Dooe Do
!IITRUG : Llr.Tm, 'nr.s_ym O Sign. Oc Sign. q
Route Start Date o e - - o
g Oc Sign Ty Oc Sign. O Son. )
. | Name & Signature of the Doctor Dose Dose Dose Dose
Or. Sign. Or Sign. Oc Sign. O Sign
Additional Instructions: E oo Dose Dase Dose
: J Dr. Sign. Dr. Sign. Or Sign, Or Sign, T
STAT / ONCE ONLY DRUGS
; . Casage & Other
Date Time Medication Instructions Route Slanature h:urses
A Nk v s | o | ma |
% -
02 H fog",qm InT EYNTo 0 v TV 4’/ :%\O/
' o e A
ﬁh b"‘;‘m INT-TRAPIC ;g LAY, 4 o
e T ! : = 9 b
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Your Right o a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

O/mg Bate Pt Vi 7% - g Lo
time | 8 [ o ffio)un[(2f 1 2] 3 [Rts |6 7(g[F)10]12[12)1]2]3]|fa")s 7
RESP 230
(write rate in -y
corresp. box) 11 - 20
0-10
94 - 100 % . . "
Saturations <949
Administered 0, (L/min.) fl
40
39
= 38
3 37 L N N3
b2 36 O\ ) | 1% 3 ) Y
3s i W L o
< 35
r 170
160
‘ 150
140
130
s 120
% 110 i
> 100" . LT AN Y 3 lé,_
® 50 0% "l N 0L ¥ POA" NP
80 ¢ \ (Lo} 1A Ve e .
70 - N NS 1) \Y/
60 & \s -
50
s a0
190
180
170
" 160
= 150 I
g 140 9
(]
=] 130 .ﬁ/ AL B Pk )
13 120 O 7 200 T O T » N
% 110 N oy 4N
3 100 4 )\ |
c 90
& 20
70
~ ;
s 50
130
2 120
& 110
& 100
= 90 I ! : [ ; - _
[=] .
l g 80 \ f-b \ /
o 70 XV 5 v /] W)y VA
a 60 \ [ A% b4 A%
% 50 - hd AR 4l a1
40
NEURO Alert 7 S e N 5 I 7, | ) 157 o T — 5] S i I sl ) . (I
| Voice A i -
RESPONSE | 55
[ ] Pain
i Unresponsive
URINE > 30 | ok i V4
mls / hour <30
: Protein + + "
Lochi Normal —_— = - [ — = "= =
Qs Heavy / Foul
| Clear / Pink - - = —
Liqupr Green
TOTAL YELLOW SCORES 4 © 0 T O 2 ©
TOTAL ORANGE SCORES ) R A 0 0, (] F
Nurse Initial Fd X Y [2TA 7 T
Al i/ | L] D L o -
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cany wufNing Observation Score Chart - Obstetrics

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

N A,
\_,S&;.” Date N = \ . =
J.% Time f{8 [)o |fo|M1)12]| 1|23 [a)f5]6][7 (8| 9 [10|11( 1|2[3|(a)s|6]7

. 24
> 30
RESP 31-30
{write rate in 5
corresp. box) 11-
0-10
94 - 100 % © g
Saturations <94 %

Administered 0, (L/min.)
| a0
38
38
37 s
36 ' L\U \J D!
35
< 35

L

3, dway
D

110

100 Z 11 AW
90 _ s AN A (=
80 " 90 A ﬁ ! s Nt ‘

ajey Ueay

70
60

50 |
190
180
170
160
150
140 ol o
130 5 s \e
120 INEY, \ﬁ HJ";
110 N A AN I '
100 Y
50
80
~ »
60
| 50
130
120
110
100
90
80 W
70
60
50

y]

-y T

4

e\
A

—
anssald poojg 21|oishs

—
i

0} {_
uz:
o
Iz

&

3'«-—.

-+
ainssald poojg ljoiselq

40

Alert | e

NEURO

RESPONSE Yolce
[« Pain
Unresponsive
URINE > 30
mls / hour <30
" X Protein + +
Proteinuria Frotelns 1.4
Normal
Lechia Heavy / Foul
iGeF Clear / Pink | w =
q Green
TOTAL YELLOW SCORES % fiv) locd i L4 [ 17
TOTAL ORANGE SCORES [+] Q. € 2 -
Nurse Initial (] & N okt at™ " LA
= P 14 Fig
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(_ FLUID CHART )

1. All measurements in ml. .

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

Output

Docu. No. : RCH /FRM / CLINICAL / 082

.
Date | Time | Natre Route NG |Diarhoea | Vomit |Drainage | Urine | Pheotis | Sion. -
AHMoth | LV | NG
08:00 am
09:00 am
10:00 am = 10N | gdmivibn = D
\‘)5 11:00 am . <1:_/_
()7( 1200pm [0 |Lpow o000 | © D
0:00pm | U | 200 (Se] ¥
Totalntake : o6, [ Total Output: > Cptuy
0200m | B ¢, | oy - : o 1)
.| 03:00 pm [2el loom _éﬂ’"f 8] C’i
0400pm | (9 | 6o )>) b
05:00 pm o o
06:00pm | 2o | (5D~ ooy | O a
.| 07:00 pm e =
Total Intake : 4 por Total Output : L5
08:00pm| O %\‘iﬁ
08000 A\ afer [\ Lem) DY+
10:00pm [ ader |l ool B—Oml ) g
11:00 pm | Jverkes leon~d e /go
1200am | fuder [reen Voord| 0 |
01:00 am QO | X
Total Intake : o |, Total Output : - <O 9.
02:00 am o | A€
03:00am |} Joo | 1SOM) o | © | gf
0400 am [Vcles | doom) | “hpnn ] o |4
05:00 231 | p esrgiin, Roem|, e | &
06:00am [f. i Jot [ Voo [¥om | © | £
07:00 am O | A
Total Intake : oo n| ! c oo p) Total Output: M som |
Total 24 hrs. Intake olyoom | e Total 24 hrs. Output P Joemi
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1, Al measurements in ml.

2. Add u each column separately. Make additions across the page 10 obtain 24 hrs. total of intake and output.

\’Sr intake Output WV Site
o | NS Route NG tnl.anhoaa Vomit | Drainage | Urine | Peors ﬁg,
Moth | LV | NG ] |
000am | oo Poo NS l o
09:00 am s 0
1000am | g ded Seod| 25— - \ep | O
1:00am ju~ . P00 T FAY DD O o
12:00 pm ®) Ao
01:00 pm (9) Yoo o}
Total Intake : t12 O o+ A5 =F Total output: U —Zgom)
02:00 pm D
| 03:00pm | }J |oor Zpou| ©
04:00pm | {d8, | SOV o)
05:00pm | \Ja | 10DV 6
06:00pm | )3 2,0 | SV~ deon| ©
Joroopm| yiap)c0 e | &
Total intake : P Total Ouiput: SO0 A
08:00 pm o [
00:00pm |V o 20r)| © ¢
10:00 P[54 & |4 oo e 1)
11:00pm | o @00y © bl
1200 am Soord © | &
0 Do Qoo | 1 ° 1k
i mae: oo +acp = FF eowd Total ouput: 5 0O
02.003_1_1\_ Myse ?.ng'ﬂ*; o2 0
0300 am e Il Ll
M:wamH'Jo Reﬂ\ﬁ'{ o 1A
05:00 a1 o~ )
0600am |\ 1, o lao woor] . A
07:00 am l ) i
Total Intake : 5-© © W Total Output: < 0O~

Tmm e | 2§55l "J
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NURSING SHIFT HAND OVER FORM

@® BirthRight

BY RAINBOW HOSPITALS
Yaur Right to a Safe Delivery

-

Z | Diagnosis: S Any Infection: [1Yes CANG~ 1 Not Known
§ Pﬂ N %—‘— WA I YES SPBCITY: .vvovvvecerercerssenessenessessseensssness
= Surgery / Procedure: T M}‘gn @-J:qugw( - W Day:
= AT )
% Date Shif ()h\on ﬁ?\ ax L A ‘.
% | Medical Condition " —_—
% | (Any special condition to be noted): . = - A
2 [om NV TS (O A Y R (I
' Allergy: 0 Yes |';&%/Yes Mo () YesnCl plo | O Yes p)m’ " Yes /\(o] C |Yé"§.ﬂ'ﬁ-0
Ventilation (RA, NP NIV, VENTI): e (PN | oA oD o RF
Tubes/Drains/Catheter: O Yes [ Me{D) Yes vﬂrq O Yes Eeuo’ 0 Yes (M0 | O Yes b | 0 Yes LA
= | Vital Signs: Tomp: | @ & |2 0t (AT F| B¢ | 41€F (A7 60
e Res: | 2\MX| oM | 20b 0| agd™| ds™ | 2ph ™
@ spo;: | o0 1 [A0QY. [497 | (o0 qg). %’
2 Puise: | \ool K [qgplw | @& M @k Qo &OPr0
BP: | l2o] Fo| (10 o [[20/ 80 \WE@ ns\\or | e (s
LOC: CDMWi(omLM Lol - hovet® | fumy | p ey
Fall Risk Score: | |b 20 D Un 1, O
Pain Score: | O] LD &LL’O oo |plbo, | oW %@
skin Integrity | oLU0 | NV o s | (O :
Safety Needs: | Yes &fio| 01 Yes 0|0 Yes p6[2fs 0 No | TVesTTNo | O Yes 400
Physiotherapy:| NH | N /| poA e ok . NP
2 Others Specify: | Cl Yes o | O Yes MNo | O Yes R No'| O Yes ln,No"U Yes O | O Yes S#ATo
= Special Diet: [Ty N QO&D [0 | @
& |Critical Lab Test/ Values: Y | pd NA | — il ~ |
E Other Special Orders / Medications: | Yes *7fio |1 Yes auKo | Yes {2 Ner| g ¥es O No | O Yes (#No'| O Yes No .
§ PU Prophylaxis: [1Yes CAMNG| 1 Yes OANNo | Yes @Mo [l Yes [ ] ) Yes NG| O Yes IMIE
DVT Prophylaxis: [1Yes Cyple |0 Yes 7y Mo | CI Yes g0 [T Yes L‘ﬁo O Yes (1 No{O Yes 400
ADL (Dependent / Non Dependent): | n/ W N Ner &g{ﬂy‘;)‘ |0er m{’)eia
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: .. labb
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Admission From: OER OOPD ([ AdmissionDesk O : specify L'DL .........
Primary Language: [ Telugu O English O Hindi S-hers THMI L

Doyourequire aninterpreter? CDYes O I'lo/
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Personal belonging if any: ewelry [INoseRing [JBangles [JAnklets [CJFingerRing  [JBracelets

handed overto %Vej‘)/—;p

Allergies: (1 Yes DMD/DMedlcations O Blood Transfusion ~ [1F000  CIOMEE: ..o T

If Ys , IEALIEY ........oovoeeveve e EPDY Sl e Oy ek i it
Chief Complaints; ... vereeenmennne DOCtOT Notified on Admission; Eh‘aa/l:l

m N i ?7'3 Tb ka % " wnmeeenee - Name of the Doctor: W ,AM}:JM '
i Time Notified: ..........
Pl

Past Medical History: Obtained From’\_;,nﬁt [ Family Member 3 Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospltal Admission

oD N nW -

LwQ 2
e

Blood Group: D"\—VQ— . LMP: Qfﬂ e/ W EDD: ﬂg% Gestational age during admission: gf{-w
Contractions: ...... NLL Vaginal Discharge: I LA T T MlL

Obstetric History: G P RIBONERA Y i — Previous Lscs ... N[

HeigntiLﬂfa,@? Weight: ‘3‘0% BMI: . ﬁ >
Temp: ... 3o W5 b Al M’ e (1030 $PO, ... (27‘/
High ﬂialt Factors: (Please select by ticking (v ) the box as applicable) ,
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O Anemia 21 Obesity (BMI)

"D Twins / Multiple Pregnancy
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Family History: ISU( Abnormalities Detected
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(7 Liver disease O Other ...

" .
Pain Assessment:  Pain:_ [3s ONo (I Yes, complet the Pain Assessment / Reassessment Form)
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(7] Developmental Delay [ Musculoskeletal Congenita! 25normality
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01 Under Weight [1 Diabetes Melitus E\Wma!ﬁy Detected

Inform consultant for positive criteria
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alm & Cooperative [ Restless CDepressed  ° O Agitated OConfused .

] Others ....
Inform consultant for positive criteria

SOCIAL SCREENING: ' e
1. Marital Status: [ Single O M{’ O Divorced O Widow : :
2. Special Habits:  Smoker: [J Yes Alcohol Abuse: [ClYes [J Drug Abuse: O Yesvzl(’

Social History: Lives With QQ'EM})GD/S itase

Orientation has hanrg?w regarding the following aspects:
Call Bell in Reach : ng:lo Waste Disposal Explained: /ﬁlﬂ'ﬁa No .
Infusion Pump:  O%¥es CINo Hand hygiene Btp{a{ned: Yes OONo -0 Ulhe'rsl-' 3

Above information given to NY\;(’BQ Lih JEED ;
Name of Person Orientation was given to: .................L.

Orientation not given Reason: ........ e

"9
Nurse Signature: R(}%D{\a{%
Nurse Name: ...........\¢.. » L\-
R A

Date & Time: ..............
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Hospital BY RAINBOW HOSPITALS

It takas & lok to treat the Bitie. Your Right to & Sale Dalivery
OBSTETRIC TRIAGE ASSESSMENT FORM
o5,
Date: . 9’649 Time of Arrival: [D‘j“! Time Seen by Nurse: /O“é"?
1) Level of Consciousness: I Cahscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
3 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture uf Membrane / Leaking Water PV
I No Fetal Movement \D’tﬁer Reason: ............
3) Vital Signs: Temperature: q@ f Pulse:. [OD/‘”JF; 2‘[%0, Q ? BP: [ M}?D Weight: ..... 7’0"3
4) Gestational Criteria:
Gravida: | G | P — |t = A -
w2910l eon . S1812G...  GestationalAge: ... 2. B ES LA |
Uterine Contraction O Yes i:l\lp//lfl NA | Onset Time Frequency:
Membrane Rupture OVYes | QI Mo"| ONA | Onset | Time Fluid Color:
Vaginal bleeding . OYes | GG MNo | ONA | Onset Time Amount:
Wiy
i
= If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms OYes | NG | ONA Pain Abdomen / Vomiting
L~
Good fetal Movement OLves | O No | oA | IfNospecity:
5) Pain Screening: Numerical Pain Scale (NPS)
W | | | ! | 1 | | |
Lt 1 | 1 | | T T 1 1
0 1 2 3 4 5 6 7 8 B 10 |
No Pain warlsetpam
possi
o Location: N
©® Duration: /\\lL Days / Weeks/ Months (Strike out which is not
applicable)
® Character:
............................... SN G-
L] Frequency ,jd [ L
® Interventlons ................... MLL T
6 stH .
) Past History | o3 [L
a)  Surgeries: ..

b)  Medical: ............ 1.9.0-‘7:& oD (onponaljle

Docu. No. : RCH /FRM / CLINICAL / 098 (RT.0%)



Patlent Sticker

7)  Allergy: O Yes Ewa/rf\(es nasemensrnsrsomoussuastasisreas isesAsbISRsRYSITS

8) Current Medications: O Prenatal Vitamin I Nor@ [ OHNGFS: ...o.ooooooveeeeoseeeeseennnonns
9) P;:?u(mdlcal History:
one O Gestational Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension 03 Others i y08, 3POCHY .ccciiiivcuisssiviisnsnmssisisissiivesnisssins
O Diabetes

Triage Category: (Please tick on the category)

Refer tg OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O %wgw I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
" Category II: Emergent (Time to Physician: < 15 minutes & Reassessment; Every 15 minutes)

[J Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

OTAS Level 1 Level 2 Level 3 Level 4 Level §
(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
120 minutes
{aul:::l:tm} Immediate < 15 minuies <30 minutes < 60 minutes = (2 Hours)
Re-Assessment Continoous Numeg Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluld Iimminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks

_ Hypertension > 160/110| Mild hypertension
Hypertension Selzure activity and / or headache, visual associated signs and
disturbance, RUQ pain symptoms

Atypical FHR traging,
Fetal Assessment | Abnormal FHR tracing | 5pnormal dopolers

Non-Fetal Movement | isgased fatal movement

Others oAcute onsite severe oMajor trauma @Abdominal/back pain | @Ongoing assessment | @Anything that does not
abdominal pain @Shortness of breath greater than expectad in | from out patient clinic seem to posa threat to
®Altered level of @Unplanned and pregnancy (for hypertension, blood | mather or fetus
consciousness unattended birth @Fank pain / hematuria | work) @Cervical ripening
oCord prolapse oNausea /vomiting and /of @Minor trauma (minor | @Out patient placenta
o@Severe respiratory diarrhea with suspected | MvC/all) previa protocols
distress dehydration .mmmmml @Pre-booked visits (ie Rh
oSuspected sepsis diamrhea and ks
. ®@Signs of infection injections,
.cough, tw(: ®Assessment for version
chills) ®Rashes
Bs
Time seen by Doctor: .......... \ D .....

Nurse Name : ......... %\NQOO\}Q[NH Nurse Signature: PD’Q}OL 10!9{%
Date: 9/?[\9{% Time: \Q.\Oht{‘
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Rainbow®

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes & ot to trest the Bttie.

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

Date: (}ﬁll 9 J % .

Children’s ’ ‘ BirthRight

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
ﬂ Age (=235 years) 1
Obesity Tor2
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
H Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy )|
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in préegnancy 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 @

Signature of the Nurse

ik

Action Plan

?m)‘f

("'M
=

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

v Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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[ mm"mmumm ' I ok 2 b 1 i e b Your Right ko » Safs Dulivery
O~ BRI e | e N
. Date : F T‘z'?} ﬁ ik =1
B ) ) Time :| | = N %—w—'
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ‘I
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in L1 LP
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. v
without assistance. to completely turn self independently. independently. |
2. Chalrfast : 3. Walks occcoslonaliy: 4. All patients foo young fo ambuiate;
“Activity 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks 2
of Mgz:;&"; ésmo'hed non-existent. Cannot bear awn weight very short distances, with or without Walks outside the room at least twice a ,2
e ? and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 3
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discornfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or [f Lf
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. (_P
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
Il half of body. ) two extremities.
Moisture Degree 1. Constantly moisi: 2. Very moist: 3. Occaslonally molst: 4. Rarely moist:
| 2 “m‘chg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
£kif 5 Bxposad by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
% mod:fur . Dampness is detected every time 8 hours. avery 24 hours. V ,_, L(
patient is moved or turned. -
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparem problem:

Friction  Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

Moves fresly or requires minimum
assistance. Ouring a move, skin

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

support surfaces thrashing and friction. without sliding against sheets is prabably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequantly slides down in sheats, chair, restraints, or other muscle strength to fife up complately
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position CEJ
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.” 9
one another occasionally slides down.
1. Very Poor: 2. inadequate: 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 IVs for more than § days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy praducts) 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. q
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 er:PpromBud: 2. Compromised: 3. Adequate: AE
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellent. .

Tissus Perfusion & | 40 a newborn) or the patient | be < 95%: hemogiobin may be be < 95%; hemoglobin may be R U

Oxypena does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dt; capilary refill may be  UOR0: A g NoU; oty (o88 Lf
: position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

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

N

Severe Risk : lessthan§ | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23

TOTAL SCORE

o

Evaoluator's Name

IR




. 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 hesls Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Afermaling pressure maltress averiay
© 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 ) Y
13-14 Moderate Risk Bl o ; Gel pads for high-risk areas
(1) sition patient at 30 degree lateral incline using foam wedges Allamating pressure matiress overfay
® 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 overiay
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Mobility

—

L

1. Completely immobile:

Does not make even sfight changes

2. Very limited:
Makes occasional slight changes in

T 3. Slightly limited:

Makes frequent through slight

4. No limitations:

Dale :
Time :

Makes major and frequent changes in
position without assistance.

BT |
i

B2

|

Sensory Perception

diminished levei of consciousness or
sedation, OR, limited ability o feal
pain over most of the body surface.

moaning or restiessness; OR, has
sensory impairment that fimits the
ahifity to feel pain of discomfort over
half of body.

Moisture Degree
o which
skin is exposed
1o moisture

1. Constantly maisi:

Skin Is kept moist almaost constantly
by perspiration, urine, drainage, &tc.
Dampness is detected every time
patient is moved or tumed.

2. Very moisf:

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

JES—
FRICTION-SHEAR
Friction_Occurs when
Skin moves against
support surfaces
Sshear Occurs when
skin and adjacent bony
surface slide across
one another

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

2. Problem:

Requires moderale lo maximum
assistance in moving. Gomplete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discamfort in one of
two extremities.

ability to feel or communicale pain or
discomfort.

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

3. Potentlal problem:
Moves freely or requires minimum
assistance. During 2 move, skin

1 probably sfides to some extent against

sheats, chair, restraints, or other

devices. Maintains relative good positio

|
l in chair or bed mast of the time but
| occasionally sfides down.

4. Rorely moist:

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

4. No opporent problem:

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

in body or extremity position body or extremity position but unable changes in body or extremity position )_, 0(1 L’
without assistance. to completely turn self independently. independently.
2. Chalrfast : 3. Walks occaslonally: 4. All patients too young 1o ambulote;
" . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
:',c ::yt:i:;eag;w E&:;:::’: n‘b ed non-existent. Gannot 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 {east once every
2 wheelchair” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3, Slightly Nimited: 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 10 communicate discomfort excepl by cannot always communicate discomfort| Has no sensory deficit that would limit L’

~1-

e e

Nutritional Usual
food intake pattemn

1. Very Paor:

NPO/ar maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never gats
a complete meal. Rarely eats more
than hall of any food offered.
Protein intaks includes only 2
servings or meat or dalry products
per day. Takes fluids poarly.

2.1 -

nadequate: 3. Adequote:
Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which
ovi

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eals only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will

Eats a total of 4 servings of protein
(meat, dairy praducts) each day.
Decasionally will refuse a meal,

but will usually take a supplement it
offered.

provide adequate calories and minerals
for age OR eats over halt of mast meals.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, sats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eals between meals.
Does not require supplementation.

|

Y

Severe Risk : lessthan 9 |  High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| NotatRisk: 19-23

TOTAL SCORE

Evaluator's Name

Does not take a liquid dietary take a dietary supplement.

supplement. 1t ———
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may % )'f

“sf:‘;:y:::;f;:" & | L40inanewbom) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be "‘jé'““_““”‘“‘lmg‘;;;'""“ﬂl
does not physiologically lolerate < 10 mg/dl; capillary refill may be < 10 mg/dt; capillary refill may be > 2 . " hob: ary
position changes. 5 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < B




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 Tuming Schedule )
‘ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Aternati .
©® Manage moisture, friction and shear ating pressure m Overiay
® Advance to a higher level of risk if other major risk
factors are present
3 High density foam mattress
(] ol as for “ k” Pati .
1314 Nodsrith Riak Pse the Same Protocol as for “At Ris Patients d Gel pads for high-risk areas
" r 2
© Position patient at 30 degree lateral incline using foam wedges Alternating pressure matiress ove riay
® 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
Seévere pain or with additional risk factors. Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

Rain %w“
Child;en’s .
Hospital .

\

BirthRight

El Rﬂlﬂﬂw HOSPITALS
Your Right to a Safe Delivery

} K E N —_
Choose Highest Applicable Score from each Category Dat;:;;me 2 ? ‘?é b ;34 = 3 ﬁz Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 D) 6O 0 Risk Level Morse Fall Score Action
MFS
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 (-) O A
Furniture 30 s Standard Fall
; o4 _
Ambulatory Aid Crutches, Cane(S), Walker 15 Low High 0-2 Precaution
None /Bed Rest /Nurse Assist 0 ) O A
IV / Heparin Lock or Saline :‘: 2: le 2C Implement
) Moderate Risk 25 - 50 Moderate Fall
@aired 20 Prevenl]n_n
GAIT / Transferring Weak (uses touch for balance) 10 i i
Normal /On Bed Rest /immobile 0 ) o 1) Implement High
Forgets limitations 15 —— Risk Fall
Mental Status 9 _ High Risk > 51 b i
Oriented to own ability 0 ) O b, gt
Total Morse Fall Scale Score: [b o0 26
: ; .
Signature [)00 ) %’ %f’ ﬂ%

Tick (v) whichever precaution taken.
Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
4 Eqsure 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

NZIL A

/-

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

[ Assist and/or supervise ambulatio

[ Hourly safety check

[ Assess patient after visitors, leave to ensure saf
ply all low and moderate risk interventions, and.
propriate to patient's needs

High Risk ( = 51) Ap
[ Initiate constant observation by healthcare provider as ap

ety measures in place

n. Reinforce to always call for assistance
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Morse Fall Risk Assessment Form ok st Bermipes ey
Date/ Time |2 lg,_ : 2 )
Choose Highest Applicable Score from each Category Soore v Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O O &) Risk Level Murst:;:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 e Ve,
' 30
- Furniture Low Risk 0-24 ?tanda;d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 b Y O
Yes 20
IV / Heparin Lock or Saline - 3 26 “Wal SAe— Implement
> Moderate Risk |~ 25-50 Moderate Fall
Impaired 20 Preventm_n
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10 Ly e ]o
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk 51 Risk Fall
Mental Status g RIS . i
A Oriented to own ability 0 @) O V) Prevention
Intervention
Total Morse Fall Scale Score: 20 Ao 20
Signature % &x éﬁ.
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) [J 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.
[J Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
Docu. No. : RCH /FRM / CLINICAL / 006

.
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Z= Patient’'s N~—-* , R .
Rainbow® , o :”,:‘f;"_‘,’il’:ﬁf (Presooosss
Children’s . Bll’tthght MRD NO:.. i 8 ..o T reaenenraeanann
Hos P ital . BY RA.INBOW HOSPITALS H llll l ml m
It takes a lot to treat the fitte, Your Right to a Safe Delivery Age ........ m .mml' .“.““m :OMOF
CoNSUIANT ovvieiecrisemrammsinmassnsssssssssssssssssssnsassssenes
(PHLEBITIS ASSESSMENT ) *
CANNULA 1 CANNULA 2
Date : ;L#\#D& Time: \|, H&Dz’"\ Date : Time:
Location () QQ Location :
Size : \%(J‘\ Size :
Cannula inserted by ((Q\ AL Duv [ o Cannula inserted by :
Date | Time |Phiebitis [nftration] M0 | sign | | Date | Time |Phlebitis [infitration|, husig | sign
DX [2p v |OVes BN | O¥ee tiNopet e oty CiYes ONo| OYes ONo
S |oves nd|oves iye] ol | AOS || OYes ONo| OYes OINo
‘ﬁm OYes ONer| Oves ong| OWA™ | 71— OYes ONo| OYes ONo
g P7|oves oo |aves ps| o< | F-(— DYes ONo| OYes ONo
" |yO pe |OYes o | Oves [ IS | £ DOYes ONo| OYes ONo
98\ D [P [Oves o | OYes DNE%"; L OYes ONo | OYes ONo
Opwy |Oves GRlo | OYes Do E;’%:%:;i At DOYes CiNo| OYes ONo
\Upwy |OYes GG | OYes ONG| € e | ST OlYes ONo | OYes ONo
Lon- |Oves Bio|Oves NG LA & DYes ONo| OYes ONo
220\ |Oves DYes B0 |\ Fer o OYes ONo | OYes ONo
Loy v\|OVYes =hd E!Yewﬂr o\ ar ¥ i OYes ONo| OYes ONo
! OYes NG| OlYes ONef ’plowv— OYes ONo | OYes ONo
Oves Qo] DVes ONod o | 4—1 OIYes ONo| OYes ONo
. OYesTNo | OYes'EiNG | exg2 i DYes ONo| OYes ONo
OYes 2% | OYes BNG | ¢ F57¢ OYes ONo| OYes ONo
| (M |ovesens|oves Bus| (hsee DYes CINo| OYes ONo
[ |@B H [oves ONo[Oves ONo| o | & OYes ONo| CYes ONo
3 & |Oves ONo|Oves ONo| gt \li/ Y- OYes ONo| OYes ONo
J1 0\ |OYes ONo|OYes ONo e [ OYes ONo| OYes ONo
O\ |ovesono[oves ool .. | L OYes ONo| CIYes ONo
) O [Oves DG | Oves o r q) DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes CNo | OYes ONo
OYas ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CTYes ONo ONA If Yes specify- RX any initiated : OYes 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.

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........
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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  (Phiebitis [nfitration|, """ | Sign || pate | Time |Phishitis Infiltration|, MrSin8 | g0
Intervention Intervention "
OYes ONo | OYes DNo [Yes ONo| OYes ONe
(Yes ONo | OYes CINo CIYes Obio | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes CINo | OYes ONo
OYes ONo | OYes CINo OYes CNo| OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| [IVes ONo
OYes ONo | OYes CNo OYes ONo| OYes CONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes CNo DYes 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 | CiYes ONo 14\
OYes ONo | OYes ONo , OYes ONo| OYes ONo '
OYes DONo | CYes ONo OYes ONo| OYes ONo
OYes DNo | OYes CONo OYes OINo| OYes ONo
ClYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes CNo, if yes date and time : Cannula removed : OYes OINo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes CINo 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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the 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 path of | % Pain along path of
site or slight redness * Erythema cannula ¥ Erythema cannula # Erythema cannula # Erythema
near .V site % Induration ¥ Induration % Induration * Induration
* Palpable venous cord| * g}g;‘;“’ Venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | RESHE/REMOVE CANNGLAGORGIDER | MATATE TRETWENT
K CANNULA TREATMENT TREATMENT CANNULA J




MAB-00219436 IP18-00036632 f ) )

= Ef"i;';?.i’im - — ' Rarﬁi)%w: ® niihn; -—
i e | P o
PAIN ASSESSMENT FORM s e oSy
Date Time Pa(i;g:}:ra Location Duration Acuity Character m PUlaL] Foonioy qum]nﬁon Sign
t t O Continuous | O Acute 0 Sharp  [J Dull [ Increasing "y ¢ L ﬁgd
9.35?&\’*‘ e O \to| &l | O ntermitent | O Chronic | D) Aching 3 Buming | D) Decreasing the.

O Contingous | ClAede | O Shap ([ADet | O increasing
;:FH% f%’@f””\ QI_LD % DM;;m O Chvoric | 0 Aching (] Buring | (1 Dsereasing

| ! # Aoudy O Continvous | Olheste | OShap 366 | O Increasing
%W% gf:m Aw PM DW J Chronic [J Aching D&m D) Betreasing

| =1 T3 L% )

Alle
- =N M

sk O Continuous O ute 3 Sharp abul 3 Increasing C;)ﬂ‘-ﬁu,ql;Léﬂ
QGMM Dpen]| | ('-’ %mm & Tntermittent | O Chvonic | 0 Aching (3 Buming | ] Decreasing pp;{‘pv /%%a%—i
‘ C _ému:aqr- O Continuous | [T Acule 0 Sharp & Dul ;?ﬂm ébﬁ,ﬁ,’p_)ﬂ, £ Lx w ot
&QIQLQC: ;1111"\ [les p?ﬁ‘“ﬂ [l intermittent | ] Chronic [J Aching [J Buming creasing f))ﬁ')t’m PlucB_|.

{ (M (Qdes | O Continuous | ¥ Acute OShp ODul | O Increasing
CE\')r‘Ho ban] ! M"L"W [-intermittent | O Chvonic | Er#ching [ Buming | HT Decreasing

\:3:@‘: : (,q,o EE!St u,rE] Continuous [[Dclrt/e_' O Sham 0 Dull _ O Increasing
e K™ \f, [DAntermittent | [ Chronic \ Pching 0] Buming | [ W
[ Continuous | [J Acute DO Sharp O3 Dull O Increasing

ﬁﬁ\«fh 9@*’ o 4 OJ Intermittent | [ Chronic D Aching [ Buming | [J Decreasing

" O Continvous | 01 Acute DShap ODul | O Increasing | O Yes ySull %p

%’M j?p»t P/ O Intermittent | O Chvonic | [ Aching {1 Buming | 01 Decreasing | 0 No

O/'D O Continuous | OJ Acute 03 Sharp O Dull O Increasing | O Yes ~Y E;ﬂ—
Jq,? C@ﬁ"‘ i O Intermittent | O3 Chronic 03 Aching [ Buming | [J Decreasing | [ No DEEVIR

Ae-assessmenl Frequency:

1. Every eight hiours for all hospRaized patients.

2. For post-surgical patients, patients with chwonic pain, patient with severe pain:

2)  Alleast every 2 hours for the first 24 hours b)  Then every 4 hours.

t) Priof lo pain pain-refieving inlervention. d)  Within 30 - 60 minutes after pain retief infervention.

Docu.No: RCH /FRM / CLINICAL / 152
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Humerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

i
. ——

s1:-1--
e

S @

¥iong - Baker (Pediatrics) Abeve 7 Years

S D ®eE

mutllon Emllcn mml.nl

SCORING
CATEGORY
[ 1 2
= . 5 Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and . .
Activity moves easily forth, tense Arched, nght, of Jerking
Moans or whimpers occasional ing steadily, screams of sobs,
i { Cry No Cry (Awake or asleep) complaint mmm
10
Pttt Pt Reassured by occasionaltouching.
Consolabilty Conte. ., relaxed mﬁiﬁ:’ being talked to, Ditficutt to console of comfort
- Neenatal Pain, Agitatien and Sedation Scale (uplo 1 Month)
Assaismint _ Setatisn Hermal . Pain / Aqitatien
Criteria
-2 1 L} 1 H
Crying No Cry with painful | Moans or cries mmmncmuwhmﬂcma High-pitched or silent
Irritabifity stimufi minimally with painful| irrita intervals consolable | continuous cry
sEmufi Inconsolable
Behavior State | Noarousaltoany | Arowses minimalty to | Appropriate for Restiess, squirming | Arching, kicking constantly
stimul stimuli gestational age Awakens frequently
No spontaneous Litie sportanzous Arouses minimalty / no
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Apprepriate | Any pain expression | Any pain expression
Expression | No expression with stmuli intermittent continual
Exiremities | No grasp reflex Wesk prasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone o finger splay splay
R Body is nottense | Body s tense
Vital Signs HR | No variabiiity wih | Less than 10% Within baseline of Increase 10-20% | Increase preater than 20% from
RR.BP 520, | stimui variabiity from normal for from basefine baseline, S20, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equallo 75% with stimulation
apnea stimulation - quick | slow recovery Out of sync o
recovery fighting ventilator




MAB-p02
s s v e Rainbow®
09-1998 27y | . PR
F-— - Dr. MATHANGI RAJAGOPALAN Children’s . B"'thﬂlght
rm Hospital_ | () seomesns
PAIN ASSESSMENT FORM bt | O s,
Pain Score . - Modifying | Patient / Family ;
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
991505 | G, O Continuous | [J Acute OShap ODul | O Increasing | BVes ) M
o(w i O Intermittent | O Chronic O Aching ] Burning | [J Decreasing | [J No ’Q}-}_%_[
O Continuous | O Acute {3 Sharp 3 Dull O Increasing 1 Yes
[ Intermittent | (I Chronic O Aching [0 Burning | [J Decreasing | I No
[ Continuous | O Acute O Sharp O3 Duil O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Bumning | O Decreasing{ O No
[0 Continuous | O Acute [0 Sharp [ Dull O Increasing O Yes
[J Intermittent | [J Chronic OJ Aching [J Buming | [J Decreasing| [J No
O Continuous | [J Acute 0 Sharp I Dull O Increasing | O Yes
I Intermittent | [J Chronic [ Aching [ Burning | [J Decreasing | O No
O Continuous | [J Acute [ Sharp [ Dull [J Increasing | O Yes
O Intermittent | 3 Chronic O Aching [J Buming | O Decreasing | [J No
O Continuous | O Acute 3 Sharp O Dull [ Increasing | [ Yes
O Intermittent | [J Chronic O Aching [J Burning | [J Decreasing | [ No
O Continuous | OJ Acute [ Sharp O Dull O Increasing O Yes
O Intermittent | O3 Chronic O Aching [ Burning | O] Decreasing | [ No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | 3 Chronic O Aching [J Burning | O Decreasing | [ No
0 Continuous | [J Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | 3 Chronic O Aching [J Burning | [ Degreasing | .J No
Re-assessment Frequency:
1. Every eight hours for al hospitalized patients.
2. For post-surgical patients, patients with chronic pain. patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
c)  Priof lo pain pain-relieving intervention. d) Within 30 - 60 minutes afler pain refief intervention.
(PTO)

Docu.No: RCH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month ts 7 Years)

@@@@@@

mrIsLRﬂeﬁl

1
I 1 1 1 1
3 4 5 3 t

Wong - Baker (Pedialrics) Above 7 Years

muﬂem

Huﬂsml.d

A SCORING
CATEGORY
. ] 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Parficular expression or smile withdraw, Disoriented quivering chin, clenched jaw
“Legs Normal Position or Relaxed Uneasy, restless, tenss Kicking, or legs brawn up
Laying quietly normal posifion, SQWSWMM )
Activity moves easly forth, tense Arched, right, or Jerking
Moans sional Cryi 3 of sobs.
E 30 iy No Cry (Awake or asleep) or whimpers occa mst:aiym
Pusehls ain Reassured by occasional uching,
Consolabilty - | Conteat, refaxed mmmm Difficult to console or comfort
-+ Nesnatal Pain, Agitafion and Sedation Scale (upto 1 Month)
Assessment Sedation Mormal Paia { Agitation
Criteria
-2 1 L ] 1 2
Crying No Cry with painfl | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Irritabliity stimufi minimally with painful | imitable intervals consolable | continuous cry
: stimui Incansolable
H“"WW Behavier State | Noarousal loany | Arouses minimally 1o § Appropriate for Restiess, squirming | Arching, kicking constantly awake
| stimuii stimuli gestational age Awakens frequently | or
No spontaneous Liitle spontaneous Arouses minimally / no movemeny
movement movement {not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriste | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremiies | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tene Fiaccid tone decreased muscle | feat clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BP. 830, | stimuf variability from normal for from baseline basefine, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age SaD, 76-85% with | equallo 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventilator /
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part- 1.

Patient's / Learner Language: .. ‘TH Mt -

MAB-00219436
Mrs S JANANI
02-09-1998

IP18-00036632

2
Dr. MATHANGI RAJ

Vil

L] LA bd i tal w;__m
2 takes & bt 15 et e WD, Your Right to a Safe Detivery

® BirthRight

Healthcare Literacy: ~ Ye§1 No(l_____

.. Patient/ Learner Literacy: (] Read @ Write M Willingness to Learn: ¥

)

Identifjed Educati eds: 10. Fall Risk Education
1. IJBW 3 1de Pan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
iagndsis To 2 Pain Management 7. Infection Control Measures Sately _
L ed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the fist in part Il )
Date Time “:“m“ Information Taught — Msthastenys Comments 0 'M'I'"'““
Person Taught Barrfers Teaching Tools Inhm Undersianding
- wkE  Fbection /7 s
1| by e Eduiate qlp . L ovh it yaXf | $o04 a_ﬂj/y
277 | brmyyEs |5 alond Cobbent pacond \p  pevrd| ap b 7
Caft aloout 1
L ‘EfM ool Caf M&%—»H Moy | o ke ve  [one (/UDJ e
- 4 ’
succte  obput Vo oyl Verdd bt
S Mo ANONS- (orred
21—,1, il [ Toin fraotvent fl
Part-lll: CODES _—
Who was taught: P Patient F: Father M: Mother $: Spouse sa: Son D: Daughter €: Caregiver 0: Other (Specify)
Barrlers: :
No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive fimitations 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 Visiony or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video [0 Qm—— P: Printed
mummn:
3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4.—Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1)_Véfbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

DocNo.:RGH!FRM:‘CLlNICN_.HB?
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

—_

Breastfeeding initiated?

,:,Er\a. Yes O b.No

HEND, RBASON ...cc.cvnvtivrssssssisssssmnsargsssssessssssssesssessss s sisssessesessssssesss sttt et

N

o

Nipple condition:

~ ‘JE/I a. Nipple well formed
i O *b. Flat nipple

O c. Inverted nipple

O  d. Short nipple

i

Milk flow:
O a. Good

_/er\ b. Drops of colostrums

c. Dry

o0

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PTO




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

7. For Caesarian mothers:
0 a Mother is required sit and feed from the 4th feed
O b. Please explain football hold Q\\{ N

8.  NICU admission:
O a. Mother needs to stimulate her breast for 2 min every 2 hours @ ‘ Y

. ACGRIONG] MOMES, reevrreeresssnsosssssusessssssasessssssssesssnssssssssssenssssssssbssss a1 EEARLRL £S04I ERELR IR RS

Continuity of Care: Date: g’sh'bl—.g

2
\3

9
i
\
= Y=
==}

\
Handover given by QEOD Slomiisiissssieenese Handover taken bY ... beqelen R
o s
Signature (_’?Oﬂ‘u SIGNALUFE .vvvvveeeererersrrenre L3S N
Date & Time: %\:}&)ﬁ Date & Time: @%\QT%@“%M
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Rainbow® . o
Children’s ..Blrtthght

HOSDit&' BY RAINBOW HOSPITALS

It takes a ot to treat the e Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

VIAB-D0219436 1P18-00036632

::a:-:::am Y * 4 1 Fermal
Name: ......... Dr. MATHANGI RAJAGOPALAR 1] S——— ender: Male emale
e U o
You are scheduled for an induction of labor on ... 24l 01]&02.& .............. (date) at.. 38 We€ka Y S‘,lejweeks of gestation).
The reason for your induction is I X a0 YOO SRR R

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

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

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

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

|understand the risks and benefits of this procedure and wish to proceed.

Patient % ,g M Patient Attendant:
Signature: ..... .. - ' Signature: ... \j

) Name: ... SS’%MA'H] .................................. Name: ..... V'-(“NESH ...............................................
Diata & TS oo o iimivarvaimiesiianssivm dos s sens Relationship with Patient: HUSBP’ND ................
DAtE & TN 1veveueremeersensreraresssarsiossssmsressrsusissnsisnssssssansios
Doctor: AN Witness
Signature: ......[2.¥ 1’ ...................................................... SIGNALUIE: cvvvevenassmiissrnsssssnsssssssissasmassassssms st iasasss
Name: = S‘MM‘W\ ......................................... NAIMIBY oovsscosacssisbiasersbariosssiiesesintsustissshsnarsnsriassnsisverasanens
Date & Time: ..... Q’llﬂ"lm% .............................. DYAIE: & THNIEE ooresreensanesmumssmsasnssosssrssiiiisaiotioisspisisasisssnni

Docu. No. : RCH /FRM / CLINICAL / 173
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Chidren's | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH  Hospial_ | sz

Your Right o a Safe Delivery
MAB‘UM‘ma P !-00035532
Mrs S JANAN!

Patient Name : . gﬁ":‘:"' 2 UHID NO & covoeeecenseeeassnsesisssssessssssssssassssssssssnsassss

T 1 —

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

e & o B

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

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

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

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

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

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

Name of the Doctor performing the procedure: QYMO*%M%A ................................................................................

Consentee : % @ Patient Attendant \5
Signature : ...... ’ Signature : .......... \

| Name : D SIMAIN Name : ..... \H[S}NESH ........................................
0T R LT T — Relationship with Patient: ......... HUMRAND. ..
DELR & THNO : vivesiiissiasnaisisisssinsninsssssonsrossassararagssasanase

Wilnges: Doctor (who ig taking the consent) :
SINALUTE : +.oooreiniicesincmsessssessssssissssiss s sssssees Signature : ...’ gﬁ\
NBIMNIE 2 oo roeseesisrimessbonsressaisssaausdsisasnnsissnonsssnsonssvss Nafg: @FQWV.QJW ..................................
Diate & TIMB .. i Date & Time : .27 191[3'0 IS

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow’ . o
Children’s i BirthRight
i PITALS
PATIENT TRANSFER FORM Hospital | () Fmericsins
_  Mas.
e Mnl:zﬂ:‘;' 1P18-0003843,
ot :’;’”‘ Date & Time of Admission Date & Time of Transfer Order

Ty | IR

Treating Consuman rva... Transfer Ordered by Reason for Transfer

From Unit To Unit Information to Attendant
gth T lo o= DR Yes[J No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
» over to attendant
Tp Celes 2 & Yes[] No
r
If yes, what ?
- Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. | £
2.
3.
4,
5.

Shifting Summary / Notes Written by Ductor:  Yes @/ No [

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
e e | DTV YA
M By - DR - DIV Y
Patient & Clinical Records Received by : .}"’ 5V
0 \5}\6 \a
Daté & Time of Patient Received : a/}( J\/(

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

Unavailéble Bed Jurse not Avaiahle Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Ralrib%w' . i —
Children’s e Bmms
PATIENT TRANSFER FORM Hospital | e st Boes
- WAB-00219436 IP18-00036632
“rs S JANANI
02:09-1998 27y ) Date & Time ﬁn‘ﬂssion Date & Time of ransfer Order
Dr, MATHANGI RAJAGOPALAN W\ﬂ
A EEY ot [t T o m | 22 kb eI\
Treatmg Consultant Name Transfer Ordered by Reason for Transfer
H n—g@a
®s \x«\c@%»%\ s QW S & ta
From Unit To Unit information to Attendant
Y
VR Fo > egl'}] Wi
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
' over to attendant
@eﬁ P EFQJ ~ Yes [ No (]
If yes, what“%
“ Medications / Consumables / Surgicals / Hand over
SI.No. ttem Name Quantity
1' Y o4 onpo fPD.{O. \D_\_ﬁ:o_iéjf}'gu; LDt N m @_LQ
& Qtl.ptl.ﬂd\ i % ('bf.lko«r P A O W (@ f@!IIbJ

3 Lst M@&_\%ﬂ %wuhcny &) :@ J
4.

5.

Shifting Summary / Notes Written by Doctor:  Yes O !
Name & Signature of Person who is Transferring

< o Qoo Choetin

Name of Person Ordered Transfer

Ors fp[ L%\:\hﬁ&%

Patient & Clinical Records Received by (}(\"
NAM
W@ 1. 0BM .

Date & Time of Patient Received :
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