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GUC-00093215 IP18-00036241 ;’%’-‘ °
Mrs V. SARANYA ainbow . . L
30-09-1993 2Y8MND  F  hildren’s _ B“-thR|ght
\ BY RAINBOW HOSPITALS

3 Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLI iy~ 2222
Name: “\WIQQ 1 s 1o, T e R
UMDRe] e NG A e srenin Consultant: V..UM ......... DeptDp’

DateofAdrnission:.....&.‘]..l..h.p:b.. 11— Date Of DISChArge: .......coooeevrvusesssrnismrenss T wovsussssnnnsissiass

Room / Bed NO: .....ccoeeumenmenisessinss Ward: cooeerereceesene. Suggested Billable bed type: ........cooovvviviicinninmmimmsisnisees
WARD TRANSFERS

Date Time From To Signature of Nurse
9qlbl2bd | 19 1mp [-DR. oT U N e sgen
» 24 [6)2e | 1Cp~ - Al Micu ﬁlﬁoa@,@r
ﬁﬁ[! l-)!]lb 5: 40 Pin LD foy 155 W

)

| LY

CROSS CONSULTATION VISIT

Doctor Name Date Order No.// Signature

-~ phe 99] bl I =
2 lpy Dodels 0 20 |k ford M\;/);,/%w

;_ 7
s- 7

10. 7 . L

Docu. No: RCH/ FRM/ GENERALJ 145




| MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature
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GUC-00093216 P18 :
00036
~ Mrs V. 8ARANYA w
30-00-1003 2y
[ . 8M30D ()

AN

Rainbow® . s s
Children's | @ BirthRight
Hospltal BY RAINBOW HOSPITALS
 takas & ot 0 breat The ik, Your Right 16 a Safe Dalbvary

SURGERY DETAILS

Patient Name: M'ﬂ&@laﬁﬂq

Gender: ..

Name of the Surgery : ..............

~Pomale..... Ward : ..o
Date of Surgery: Q%]EQDQ%

Date : &CJIHAM’G

Date of Birth: —cgblﬂ“flcl,?" Age: B%—)ﬁ'& :

R A T UHID No.: ‘i’amfjgutr ).

0oT-1 OoT-2 [30T-3 CJOT-4 (J0BGOT-1 [J0BGOT-2

2l

Time in ..

1. Surgeon ¢ i G

Time 0ut i LB M

NAME AMOUNT
SANG....
D ..S.(:ﬁ&/\\&\’\ % WQMCMW

2. Anaesthetist
3. Assistant Surgeon : . @E % QAn¥a..
4. 0T Technician M ‘EJOJ(&

5. Circulating Nurse

q‘"m:g.a,af:)&; X ww..jm ............
éfw ...... nﬁﬁmq @23

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

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

6. Assistant Nurse
Special Equipment: [ Laparascopy
[ C-ARM
[ Neuro Cusa
Signature of the Surgeon

“Yecrord

Order NO: ..cvuvee

scu. No. : RCH /FRM / GENERAL / 114

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

O Harmonic

[ Broncoscope O Morcelator
O Cystoscopy O Versa Point O Liver Cusa
[T OhErS ..ovvveeeeseereersmesssssassasnssesssnsss

(@ 60 o0 b |

Signature of Circulating Nurse

._'T'-ir{\\:i led\ Aon<

=X ﬁ’\n;p;n\
(1111 1)
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Rainbow®

o Patient Sﬁﬁr

Tt T IVTTTErTTT WYY TS vy vy TR

e ArakAian_ AmiAiniaal Al o ol el vt S F I T TFIT VI TPy eayYy

TP TP I AT IT T F T IryTsEIvriTeryvweas

Children’s @ BirthRight
Haspled ST
CONSUMABLES OF OT
Girculating staff ;. LI, .- Technician : .YVt kr>...  Date: 29l612.... 9—01(&[&
Anaesthesia Disposables w"" Surgical Disposables ceont Y oad nlspmablu (Baby Side) | 0
ET tube S Major Pack B“ m L. - | Inj Vit.K
LMA Y Sutures Ll ta e a b'l 2/ Cord Clamp
ECG leads 7A /P /N 2 als. voabosid 1304 { | Suction Catneter - ¥
HME fitter : A/P /N Yook lettny. ( | FeedingTube @ FR
Syringes : 10 cc~~ % P.E & } .| Vaccum Suction Set
05¢c < 20\ | Goves P svo Lleo 3. | Surgical Gloves (5Ya¢ [,
02 cc Ay { .| GauzePack Plon l
01 cc D F _G‘~_T 0, | Syringe 1/ 2/ Sm(
Cautery plate [AY P/ N | | Surgicaiblade o { | Surgical Blade # 20
Vst~ ] | NG tube Koochies (S)
R = | Cautery pencil [ | Dan bz
NS : 10mi/ 100m7500mi / 1000mi { | Koochies éﬁﬂﬁy&;@. .
Ointments Litveanais
Suction Catheter S oA reratled,
Fentanyl Cap, Mask F: _' ' J
Morphine Gauze Pack R [ y e
Ketamine Mop Pack L
Propoo Stersty o e
Rocuronium Underpad (] Cokd na J
Glycopyrolate Draw-shest Quuu. 0o t . E\/&\}g e e
Myopyrolate Abgel Lot 9 sp, 20m|
Ondansetron | | Foleys catheter OaboPrno<sc
Pencan 25¢/ Spinal Needle 22 " | Urobag il
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
- Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set A1 °
Justin : 12.5mg/ 25mg /1 | | Plastic Bed Sheet
Tab. Misoprost : 200w (1 oy , | Betadine Solution 1
J Microshield
Cotton Balls
Latex Gloves ;
Ramdione Scrub qu
Saral
@Q‘ . 4 [ ) ' : -
Surgeon Ura { hnaesmesioigﬁ Seduab Nursf by ‘j'a"g'wd\q OT?e\c,Izn
Order No. : verererenrenans Ordered by : ....... i

Doc. No. : RCH / FRM / GENERAL / 125




Receiver Name

| Printed Time : 29-06-2026 1513

RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
L
e B @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow % 600015
Children’s ™ Tel No : 044-40122444
Hospital """ "  varrin:  ssasscreotamizi CIN:  L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road Nuv.2,Banjara Hills, Hyderabad 500034,
Telangana.
NN HEnmm
INPATIENT ISSUES AGAINST OCRDERS
IP No IP18-00036241 Ward 8F-OT COMPLEX
Patient Name Mrs V. SARANYA Bed Name MICU 803
Age/Sex 32Y8M30D/Female Order No 18-0001719227
Date 29/06/2026 15:00 Prescription No PRIP18-0623921
Payor SELFPAY Dispensed Date 29/06/2026 15:13
UHID GUC-00093215
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ﬁg'ég)‘" € 7.0(POWDER ANSEL GENERAL 240601021T 06l 1 128.00 128,00
Total : 128.00 128.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
. o Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children's = TelNo: 044-40122444
Hospital ="/ ) )
Rainbow VAT TIN : 33AABCR4014M1ZK CiN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana
(LR RN TR O TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036241 Ward 8F-OT COMPLEX
Patient Name Mrs V. SARANYA Bed Name MICU 803
Age/Sex 32Y8M30D/Female Order No 18-0001719198
Date 29/06/2026 14:24 Prescription No PRIP18-0623920
Payor SELFPAY Dispensed Date 29/06/2026 15:13
UHID GUC-00093215
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
i ::g';‘;‘ SUPPOSITORIES 100 o0 | gboratories Lid M BLNP274053 11/28 1 18.74 18.74
2 LSGS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
3 i i CIPLA LIMITED H 6GH0162 oalz7 1 105.12 105,12
4 MONOCRYL 3.0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 ' 997.00
5 NS 100ML ACCULIFE - EH gjrf’égﬁ‘“ Care 102613660 02/20 1 44.93 44,93
6 ESE(E)}V E#5 (FOWDER ANSEL 2603010017 0329 1 128.00 128.00
7 SGLOVE 5.5 SIGNATURE 250905391 09/28 3 117.00 351,00
§  INCUTCHROMIGGATOUT oiiee tide A2501608 11130 1 223.00 223.00
9 VICRYL PLUS 1 VP -(2347) ETHICON SUTURES-J&J C1 15072 10430 2 951.00 1,902.00
Total : 4,834.79 6,019.79

Receiver Name

- Printed Time : 29-06-2026 15:13

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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\Cs

600015
Children’'s

Tel No : 044-40122444

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

. ol a5 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ‘

: BirthRignt
Hos P ital Rainies VAT TIN : 33AABCR4014M1ZK CiN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road Nw.2,Banjara Hills, Hyderabad 500034,
Telangana.
(LR RN (ORI A TRRAR TR TR ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036241 Ward 8F-OT COMPLEX
Patient Name Mrs V. SARANYA Bed Name MICU 803
Age/Sex 32Y8M30D/Female Order No 18-0001719199
Date 29/06/2026 14:24 Prescription No PRIP18-0623919
Payor SELFPAY Dispensed Date 29/06/2026 15:12
UHID GUC-00093215
S.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO) NIPRO GENERAL 026B824K67 01/31 3 21.83 65.49
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02131 4 21.56 B6.24
3 aréﬁ%scmooss IMS GENERAL 12226508G 03/28 3 3234 97.02
INTRAFLOW (AUTO STOP) ’
4 ROMSONS ROMSONS K26B010541 01/31 1 525.00 525.00
5 ONDOKIND INJ 4 MG 2 ML SWISS CRITICURE BA26025 01/28 1 12,72 12,72
PREGELLED SURGICAL s
(] PLATES(ADULT) Erbee GENERAL 2510302409 1027 1 1.275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India ;
T SYSTEM Pyt Lid 1D262078 03/29 3 69.39 208.17
Total : 1,957.84 2,269.64

Receiver Name

Printed Time : 29-06-2026 15:12

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1




. RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
s G o . o
N Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ‘ 600015
Children's _ ™ Tel No : 044-40122444
Hospital &t
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road Nu.2,Banjara Hills, Hyderabad 500034,
Telangana.
N 0CINR I e
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036241 Ward 8F-OT COMPLEX
Patient Name Mrs V., SARANYA Bed Name MICU 803
Age/Sex 32Y 8M30D/Female Order No 18-0001719225
Date 29/06/2026 15:00 Prescription No PRIP18-0623918
Payor SELFPAY Dispensed Date 29/06/2026 15:11
UHID GUC-00093215
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare 5
1 BIGXAMIC 500 MG INJ Pharmaceuticals H @moooa 01/28 2 73.23 146.46
2 BUPRIGESICINJAMPOS  Neon LaboratoriesLtg  H 45120 11128 1 31.10 31.10
3 ﬁg%of ROSTINJAMP250  Neon Laboratories L1d ~ H 097132 08127 1 318.50 318.50
DSYRINGE EMERALD 5ML  BECTON DICKINSON L
4 BP (8D) (8D) 5322615 10/30 1 12.00 12.00
5 E\:SIOMCL'N (OXYTOCIN)INJ oo Laboratories Ltd 091690 02128 3 18.90 56.70
6 EVATOCIN (OXYTOCINYINJ  Neon Laboratories Lt~ H 091690 02128 2 18.90 37.80
7 LOX INJ 2 % 30 ML Neon Laboratories Ltd ~ H KM144328 Mnzr 1 33.30 33.30
Total : 505.93 635.86

Receiver Name

Printed Time : 29-06-2026 15:11

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 0of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
- ?’
ol F . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™ Tel No : 044-40122444
HOSpital Blrlhl‘ilé"?
Ralnbow VATTIN: 33AABCR4014M1ZK CiN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road Nu.2,Banjara Hills, Hyderabad 500034,
Telangana,
DR IRLCRRRER L O R R T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036247 Ward TF-PVT/SUITE
Patient Name Baby B/O V. SARANYA Bed Name CRDL-PVT704-1
Agel/Sex OYOMOD2H/Male Order No 18-0001719233
Date 29/06/2026 15:10 Prescription No PRIP18-0623917
Payor SELFPAY Dispensed Date 29/06/2026 15:11
UHID GUC-00093227
S.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) ?BEDC)TON DICKINSON  GengRaL 6043348 01731 | 24.00 24,00
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 1 2156 21.56
3 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26D010693 0331 1 63.00 63.00
4 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12127 1 28.92 28.92
5 SUCTION CATHETER 8 ROMSONS GENERAL K25L010489 11/30 1 91.00 91.00
Total : 228.48 228.48
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Printed Time : 29-06-2026 15:11

Pharmacist Name :

Page 1 of 1

GRACE PAUL RAJAN




RAINBOW CHILDREN’S MEDICARE LIMITED
B Rainbow Children's Hospital - Guindy
2
g L .-": Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's Tel No : 044-40122444
Hospital wambsw  VATTIN:  33AABCR4014MAZK CIN:  L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1 ,Survey No.403,Road Nu.2,Banjara Hills, Hyderabad 500034,
Telangana.
ICECORE O
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036247 Ward TF-PVT/SUITE
Patient Name Baby B/O V. SARANYA Bed Name CRDL-PVT704-1
Age/Sex OYOMOD2ZH/ Male Order No 18-0001719232
Date 29/06/2026 15:10 Prescription No PRIP18-0623923
Payor SELFPAY Dispensed Date 29/06/2026 15:14
UHID GUC-00093227
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 E’é"m Microptic gloves- H 260501801T 05129 1 128.00 128.00
2 ﬁggfﬁé;i;i;z PLYG  Bapuji Surgicals GENERAL M2641119 04130 1 100.00 100.00
3 KLICK CLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
4 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010826 05/23 1 250,00 250.00
5 Eg'ég)‘" E#6 (POWDER ANSEL 260301001T 03129 1 128.00 128.00
Total : 645.00 645.00

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 29-06-2026 15:15

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
X Rainbow Children's Hospital - Guindy
5 Za
L ﬁ“ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennar Tamil Nadu INDIA
Rainbow 600015
Children's Tel No : 044-40122444
H 0s P ta l Ridabai VAT TIN : 33AABCR4014M1ZK CiN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana. -
HEHT i mnnm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036241 Ward 8F-OT COMPLEX
Patient Name Mrs V. SARANYA Bed Name MICU 803
Agel/Sex 32Y8M30D/Female Order No 18-0001719226
Date 29/06/2026 15:00 Prescription No PRIP18-0623922
Payor SELFPAY Dispensed Date 29/06/2026 15:14
UHID GUC-00093215
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced ;
1 (ADVANCE) cadiaiail GENERAL 250824 08/26 1 1,303.00 1,303.00
2 o Micoptegloves: H 260501801T | 0520 2 128.00 256.00
3 ?:;ﬁs:sw;eﬂgx 10CM  Bapuji Surgicals GENERAL M2645010 03729 4 123.00 492.00
MOPS 30X30 8PLY 55 X- DATT MEDI
4 i PRODUGCTS H M2642SF029 03/30 1 949.00 949.00
NITRILE EXAMINATION } '
5 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11628 20 25,00 500,00
QUICKSUITE OT TABLE ;
8 SHEET MIDLINE SUITEL H 2606021 0631 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT o
7 100 ML i RC126029 03178 1 103.00 103.00
8 SURGICAL BLADE 22 Surgeon GENERAL 051125 10130 1 7.67 7.67
UNDERPADS CARE 0 X 90 L
9 (FRIENDS) 20062026 12730 1 205.00 205.00
10 VACCUME SUCTION SET ROMSONS GENERAL K26C010031 02031 2 739.00 1,478.00
Total : 4,357.67

6,068.67

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
GRACE PAUL RAJAN

Receiver Name
Pharmacist Name :

Printed Time : 29-06-2026 15:14 Page 1 of 1




Rainbowe! (
Children's L

Hospital

DISCHARGE TRACKING SHEET

BirthRight

GUC-00093218 1P18-00038241 i
Mrs V. SARANYA FLOOR- NANE OF CONSULTANT-
R2YIMOD {F]
AR A
ACTIVITY TIME NAME & REMARKS <Tobe
SIGNATURE filled by
\ :‘3( | o 4 Admin>
Discharge \ QL7
Announcement 1 p/o\.-&
(-3 AM
INTIME ouT
| TINIE £
Arrangement of File \\
by Nursing Lowpﬁb&%ﬁ"
Preparation of -
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance




GUC-00093215 1P18-00036241 2

;‘o:&:::‘ N EM30D  (F) Rain b:gW: ® - o 4 -
SR calareys | QEithRigh
VDA Hospital | @ musoniorms

BED SIDE CHECK LIST FOR NURSES
fmi#ﬁk%@ﬁgy\yk
Doctor’s Orders H‘eﬂ’ N "[Gg

Carried out or not ";]'”q) N | Yy
Bed Side ; D

Structured Handover done

IV Site NI
Central Lines

R
F
¢

1o

YO\
|
NA | w® | oy
Arterial Lines NP os 8
Feeding Catheter N 1™ | gy
Urinary Catheter I;ré uo |
Skin Care \
4% |yo> | YO
Eye Care L N7 L( o
Mouth Care yeb o> Y@)
Sterillum Bottle, Stethoscope y29 O t{@
Suction Bottle (Shouid be clean & empty) | A NA 0N
Intubation Tray NP | ne f{qf
Emergency Tray
Loaded Syringes with Midazolam Y7
S.Vecurunlum and Flush) NA™ Io®

Ampoules of Adrenaline
Ventilator Tubing, (Any Water, quod)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb NA Ned
M

Handed Over By Name : PJ-*; \ﬁ\"\

Signature : M A

K
§
[

Date & Time: 9’1? \°) S 3
2 U
Hand Over Taken By Name : ( 4 L
v [~

Signature : o

[l

\'d\ A
D { \

ate & Time ‘_’,O%“,n \

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow
Children's s
Hospital ':l“ba”

Rainbow Children's Hospital - Guindy

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

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

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036241 Admit Date

UORN LT TR TR T

1 29-Jun-2026 Admit Time :10:24 AM UHID : GUC-00093215

Patient Details :

Co-Consultant

Patient Name :Mrs V. SARANYA Age :32Y8M30D
Guardian : Mr P. IMMANUVEL DoB : 30-09-1993
Gender : Female Religion
Occupation Martial Status
Address (H) : NO:39/69, ALANDUR ROAD, SAIDAPET, Phone No : 9677141685/ 9003031597
CHENNAI Saidapet Madras Chennai Tamil .
Nadu INDIA 600015 E-mail . NO@GMAIL.COM
~wnission Details :
Bed Type : MICU Bed No : MICU 803 Ward Name : 8F-OT COMPLEX
Room No : MICU 803 Admission Type : First Visit
Contact Details :
Name : Mr P. IMMANUVEL Relationship  : Husband
Contact Address - NQ:39/69, ALANDUR ROAD, SAIDAPET, Phone No 1 9677141685/ 9003031597
CHENNAI Saidapet Madras Chennai Tamil Nadu
INDIA 600015
A
ignature
M :tor Details :
Doctor Name :Dr. UMA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor ' DR.IK.UMA Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00

Payor Name . SELFPAY

Printed Date / Time : 29/06/2026 10:25

Printed By : 607335 Page 1 of 2




2 0 Rainbow Children's Hospital - Guindy

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

Children'’s i TEL NO :044-40122444

Hospital rR _ u??.f " WEB : hitps://rainbowhospitals.in

» Kainbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs V. SARANYA Age : 32Y8M30D
IP No: IP18-00036241 Sex: Female
Consultant: Dr. UMA K Ward/Bed No: 8F-OT COMPLEX/MICU 803

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

Patient, be deemed advisable or necessary.

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

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

| 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 gs per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of faillgg the subinission, | will pay 200/- Rs.
Meceivers Signature: X}/ € ... )

3 IP Guide bock has been given to me and | have been explained about the Hospitals rules and palicies.

4 Financial and billing counseling has been done e.
Signature of Patient/Relative: 4/4

Name; o | . P Patient Address:
. )| NO:39/69, ALANDUR ROAD, SAIDAPET
i 3 L] " 1
Relationship: |t ydsound - CHENNAI Saidapet Madras Chennai
Date: 3a l_pb [ L Time: (025 A Tamil Nadu INDIA 600015

Wittness Name: ?M

Wittness Signature: M

Printed Date / Time : 29/06/2026 10:25 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 9eapplicable.

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

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

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

hb Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.
“»  TPA/Insurance Processing Fee applicable for all Insurance Cases.

» Inourhospital 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).

> Ittakes 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.

ﬂb 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,

P All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

> Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

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

Mt N - Soxnanyq Gue-00093s (5
v

Self/Attendant Name :

)'.P‘ Dmm ?/\ Relation : a’d .

Self/ Attendant Signature : Name & Signature of Financial Counselor

L

RCH/GDY/FRM/CLINICAL/4%6

Phone Number :

4 ) b1 fosT— W__;
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IP ADMISSION SHEET FOR OBSTETRICS
Py Clo Show Gince Yedouy Movnu
" * Presenting Complaints : e o1 0] 2005 EDD: 09 /07]| 2014
% Patient] was adeitted for Lece : o
% Able to pevcene Jeta) rmovements uell Corrected EDD: GA: 3¢ weeks + 5 douyy
* N clo Lower obdomi na) Pain ,‘(ﬂa)uf‘u’j pv .
Obstetric Formula: Menstrual History: Regular : 7 Yes [ No
Prieny :
Obstetric Hostory: Obstetric Examination ™Mis-2 Y, Ne Im.
C1, - Pp, QPJf""FCLr@/J\u C’TM&P ‘hch_ Fundal Height: Te vm
Ut. Activity: 3 Relaxed ) Mild CIMod [Severe
~ Present Pregnancy Record: Liquor:  [IAdequate [J0Oligo  [JPoly
ke : ot -
@ 24 94 Trmunised PP: [rCephalc  [1Breech  Others
N Caan -Nemed ; Prs. Low sk Head BMia pakakie: 4™
Arceng Scan ~ Nevmg) " 8 pabe - -
RISK FACTORS: FHS: [Normal [ Tachy [JBrady [ Absent
1 N -
B'w) Beby - 3 Tkg Per Speculum Examination
Draining: O Present [ Absent [ Bleeding
Colour of Liquor: [ Clear [J Meconium [ Blood Stained
Vaginal Examination
. T < Cervix ]'L/Lonq [ Partially effaced [ Effaced
Height: ... 89 ...cm ' ¥
Weight: F0= b kg 0s: Closed Dilated __ 0 waﬁ ore firger +ig 4
) Allergies: .. N"' Membranes: ETPresent [J Absent
" Breast: _D”ﬁ&rmal EIAbnonnaI
Liquor: . O Clear [ Meconium [ Blood Stained
General Examination: e
CONSCioUSNess:Cone ciows Pallor: N> Presenting Part: [ Vertex [ Breech [ Others
Icterus: No Edema: Ng Sutton: Bvim O-3 O-2 O-1 00 O+1 O +2
Temp: @ PR: €2\ run Pelvis: S Adequate [ Doubtful
BP: )20 |sorami DTR: :
VSt g, @ RS B|LNvR¢®
Liver/Spleen: Urine Output:
= DIAGNOSIS :-------memsmmsse e %
i Piwi | e oy | 88 Soweckitodayy |
E Mls - ud"‘\_ EDD - O‘S]oj]gw_L Bia bab :
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- RESULT SHEET

Date 5Ll an] 1) g 12 o [0 oA -
o ﬁ - PACITIVE
L 3. ¢ 12. b TR _ ' -
PCV R 2L = —
RBC
WBC
N/L
Platelets = —
2 I Ecne J Nevral
= Txivie) TR
PCT Toivel th_

-
:BS = : __er-bo .
a

K
Cl TSH-—1+25
Ca/Mg Pre —\- 27
Phosphate Bl —21°)
Urea
Creatinine d HbAayct B2
ALP
SGPT
SGOT BT - lpid 26S0 ¢4
T.Bill/Conj CT - Aorin Y0osec
T.Protein
S.Albumin Hlv [ '
S.Globulin He.o Ag [x Non~Bod hs
A/G Ratio ' \DeyL 3 |
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR 12 /1o [
APTT U 0
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MEDICATION RECONCILIATION FORM

DrUG ABIGIES: .vvoocvveronrerseesssensssrssssssssssesssssssnesssesesssssenesesereessssens =gk 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)

Shifing FrOM: oo B ShIMRANO0

' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO| " (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, ) | FREQUENCY | pare /Time | ARMISSION
! i — = —_— ~|oc Ooc
¢ Oc¢ 0o
: ¢ ooc
‘| | Oc Ooc
| ]
/
5 / ¢ 0oe
6 } ¢ CIDe
/ / ) Oc¢ Ooc
]
_.__--"',
8 Cjc CInc
9 Oc Ooc
10 ¢ 0oc

\ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY %\
2\ )

Doctor Name & Signature : @‘g\""’eﬁdeﬂ

Date & Time : 3‘1]5\9@4’&}‘?‘%9”}

Nurse Name & Signature: S‘Nﬁ WW%Q
Date & Time : %"llagbg&q‘?ﬂﬂ"l

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

Drug ABIBIGIBS: .....cvucererrreririsssnnsseesesnssessasssesssssensessmssesessessssssns

t 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: ..... e Shiftedt0: OF e,
. ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | oy /Time ey
\o\ﬂ/”
1| TnT. SLUPACCE l'sg | Iy LR \‘\“? DG,[Z’ﬁC
2 |INT. PA ™ l{omol Tv eTAT Jmth:\?:;ﬂﬁ\'(m G fEbC
\
1>
3 Tvoevieser Yrng Tv | emAy \l W L (e
4 Oc Obc
5 OC ODC
6 / Cc ooc
Y
N 3
7 e Oc ooc
L/\“I
8 c D DC
9 Oc¢ ooc
10 OCc dnbc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
. 1
Doctor Name & Signature : .. 2. S\""’QQAW WA, AL X \
Date & Time : ..... 3‘:1\'01.9/03‘% af t WW

. ..“"/@’m g r:lE?OS?

Nurse Name & Signature: -SJ 90 47 sl

291Kkt 19 (opn

Date & Time : vcovvvevverens

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

DrUG AVEIGIES: ..vovvvrvovreercvvssessesessessesssses oo Z Nobknown 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)

Shitting From: ... DR Shifted to: .......... o

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

: ' oN
8.No (smm?mgﬂ#ﬂ fsmns) (mﬂ?fim (PO, ?a%?;f:. v) | FREQUENCY 'ﬁ:ts:;n#,ﬁﬁ ?2’:.'?%?3
NBE EIRES
i Z\} SUPPLEF (- 55, ol b LE OL &t ooc
~ D¢
| I TRBPIC |Yopm| @V | 5D ETREp oo
| Y

3| Ty PAW Hwmg | IV £ g’ FE’OE’; 2¢ oo
4 L{’meﬁmu o | 2V |1y P - o

! (D s
5 l € QVN_[O n RL j\/ @IWW/N £ BC/D DC
}: K 2
6 Oc Ooc
Th. OcC gdoc
8 Oc Odoc
9 | Oc ooc
10 Oc¢ Ooc
: ya|

. * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / /%Jé D D -
Doctor Name & Signature : . \WQW
Date & Time : ;gcQQ}E/{Q{;/S B e
Nurse Name & Signature: jsﬁé . O SN ﬁ!%'ﬂdgﬁ
Date & Time : 3‘”5[ 3&'&»

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

Drug Allergies: J\H\ 3

] 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 shitting from ICU to Ward,

or Ward to ICUs)

SNFING FIOM: vovreersersssssssndibesnssssssssnsssssesee Shifted to: e ALY g
rs.uu (amsm'gﬂ:nns“c?\‘;#ﬂ LETTERS) | (m‘;‘,’ﬁfm (poll;%l"g%’ 1v) | FREQUENCY ) ,“g;i p}nsujgﬂgg
. @) 3 Oc CIoc
. Oc Ooc
8 oc doe
‘ Oc Ooc
3 Oc 0o |-
¢ oc Ooc
1 Oc Ooc
B Oc aoc
9 oc Ooc
10 oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : —
Date & Time : I N AN ST o —— |
Nurse Name & Signature: ’}}mﬁr%ﬂ{‘wwwj%/@/w” o4

A Ve e A QkF e P -
Date & Time : .C\“’\"«’;*w‘“YWW

Docu. No. ; RCH /FRM / GENERAL / 090
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t DRUG CHART

-Date of Admission: gollul:b Drug Allergies: 'E’Nymom 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter existing instructions.
- Discontinue a drug by drawing a line J' through it and a similar line through subsequent recording panels.
- Thada!sandtimeofStOPPhuﬂletkuuﬂmomﬁwdoctmsnameandsignmstbemenﬁomd.
- Omymechartshouldbeinusaalmomm.\ﬁnlenﬂnchartlsfuu,anewwpplemaﬂcanbekaptwlﬂtnﬂis
drug sheet folder,
gy NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication,
: 4 1) Right Patient 2) Right Drug  3) Right Dosage ~ 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

* _ S0S / PRN (As Required Medication)
DRUG: TINT .TRamap() L i |
Dose | Route |Frequency |Start D 3
| il tomg|Tm [(Gs) |Bale
: s Signature- | Valid Period| Pharm.
gg_ﬂ—ﬂ_
Additional Instructions:
s
S DRUG : g
’1 Dose | Route |Frequency [StartD
1
' Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
Date
| oAus m

TDose Route | Frequency StartDateW

Ecmr's Signature |Valid Peried| Pharm.

Additional instructions:

VERIFIED BY : Name

SRR
Daeu. No. HCH.?FRM J CLINICAL/ 118 Page: 1/4 (PT0)




‘\—-an.'n;""'-—ﬁ——___-—n

Guc. -00093215

Mrs v. sapay ANYA

Jo-un-ms
ulu K

Iy /II/IIIIII//HI/II/IIIH

‘ VARIABLE puse
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Date»
[ Tipe

} Start

Date

Name & Signature of the Doctor
Additional Instructions:
! VARIABLE DOSE |
n ‘ DRUG : ‘
E Route [Start Date 7
=} . Sign. . Dr. Sign.
o ! . s b |
% Name & Signature of the Doctor F Dos Puse ’ f“‘” Dose
Dr. Sign, Dr. Sign. Dr. Sign, Dr. Sign.
mew Instructions: L - - D"; [’ N; J’ ",
J Dr. Sign. Dr. Sign, | Dr. Sign, Dr
STAT / ONCE ONLY DRUGS
E ”Tate , Time Medication L D‘,’mwr ’ Route [ S{',?ﬂaturn ’ Nurses ]
j ‘a‘ﬂ}“w A LD T SUPACEF o jml P\ ’ ‘%EQW_,-‘%
né @\bm ‘a'HUF} T P Ao Monn% Ty fg',;'sll‘f %—‘
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Ref. No.:F/HW /DC/RP/INPR/05.2
Childres ::;:}::,R“”Yd” 1P18-000384, . | ;
L e e e
~_REGULAR PRESCRIPTIONS
T 1
Dose Routs | Frequency o

Start Dt.
svoeg| Po | 1707 1)

Name & Signature of the D
starting the Drugs:
o\
(e

Additional Instructions:

Daily Doctor's Endorsementby a Sign. | | |

DRUG : T PAWTD PRAzo L ‘M"\\ﬂ
Dose | Route [Frequency| StartDL (-] /{’
yorng | PO |12 hqlah[

Name & Signature of theyDoctor
starting the Drugs: :

\82% -

Additional Instructions:

i

Daily*Boctor's Endorsement by a Sign.

DRUG: T Comp) FL4n,y "T:.
Dose Route | Frequency| Start Dt. UiV

e | PO |11~ | 1))y, %-9

Name & Signature of the D !
starting the Drugs:
A,
LAY 5

Additional Instructions:

Daily. Doctor's Endorsement by a Sign.

: Date X
DRUG : —

Dose Route |Frequency| StartDt.

Name & Signatur;a of the Doctor
starting the Drugs: '

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
| CIN: UB5110 TG1998 PTC029914

www.rainbowhospitals.in
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carry «w.....{ ODS€rvation Score Chart - Obstetrics

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

H

Date

Time 8

s (@

11

13| D)2

1011 |g2)1 ) 2| 3

’@jse}-

RESP

>30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38
37

2 dwa|

36

35
< 35

»

170
160
150
140
130
120
110

100

ajey peay

90

&

80

o=
1
3

70

e
\
\Y= )

~H

By

d
Ck

60

—
anssald poojg 1|oisAg

90

BO

70

[Sn

60

=
ainssald poojg Jjeiselq

50
40

NEURD

Alert

HE

-1

RESPONSE
[#]

Voice
Pain
Unresponsive

URINE
mls / hour
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Protein + +
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Lochia

Normal
Heavy / Foul

Liquor

| Clear / Pink

Green

le S

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

Date P
0[blod ' y
3[ Time319101{1{:12345673910111123»’ 5|67
RESP = 30
1-30
(write rate in
corresp. box) 11-20
0-10
il 94 - 100 %
Saturations Py
Administered 0, (L/min.)
40
39
& 38
2 37 o~ N
At 36 o % ] 2 v
| 35 == |
< 35
170
) 160
150
140
130
g T :
A
= 100 bk ) 3
o o
T 30 L
80 * AL ) W) A
70 N M -
s0 /
50
40
190
180
170
- 160
= 150 = a
X 140
= 130 W \ Al / s
T 2 120 N = v /N
r 2 b
; 110 = A
g 100 |
£ 90 I
= 80
= | 70
50
50
- 130
g 120
g 110
& 100
l %—“ 20
a 80 ‘_f A 5 |-
x 70 VA AL v A, % V
4 €0 - 10 h o % X 0
s 50 \ =
(1]
40
NEURO Alert N ‘
RESPONSE pomcs
[v] | Pain
Unresponsive
URINE | > 30 —
mls / holur <30
. Protein + +
Proteinuria | T
; Normal
Lochia Heavy / Foul
Liauor |_Clear / Pink
quo Green
TOTAL YELLOW SCORES el .y [7i o )
TOTAL ORANGE SCORES Nt 7 [ &) : (=) B
Nurse Initial o { ¥) [ [7
A

Docu. No. : RCH /FRM / CLINICAL / 053




GUC-00003215
Mrs V. SARANYA
30-09-1893

Or. UMA K

IP18-00038241

Y8BM300  (F)

IH||||IIHIlIIIIIIIIIHIIHIIIIIIIII

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

"z
Rainbow*
Children’s
Hospital

e ot & ot 10 Urent B e

( FLUID CHART )

BirthRight

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

Intake Output Vste
Date | Time ;aﬂ"uﬁ% Route NG | Diarhoea | Vomit |Drainage | Urine | Phieots ,?:gge :
I Mouth | 1V | NG
08:00 am =
09:00am | N) i 1 :
10:00am | .0 > ool Q 1P
100am| 'a <] O | 3k
1200pm| i O | SK
ot00pm | K& {1"200M oSO ~ | W@
Total Intake: |\ COOWMIPR 10> Total Output:  SOOMD
0200pm | o S [vep P 1 ¢g | >
0300pm | | P< ] \00 =0 )
0400pm | Y \ob 0| O |4
0500pm | o+ [©0 a0 k|
06:00pm | - WO | oubhrobittle +b O !M
oroopm |20 [SOM [ ve&D [ 7 ) KO ’
Totitake: <O Fopn 4 HEDMWS Total Output: /) booywd
.08:00 pm T&g— \bom a0 (&) PU"
moopm ¢ 1™ )3t | oo 100 | © | Pl
10:00 pm \ac | Joor 100 | 0 | Pb-
11:00pm fJuye 1507 | 1987| WOAolnio Aot 10 | o | P
12:00 am ENE 100 % pl-
o0am | Te. | 6D | |RE] Do |00 o
Total Intake : [\ ED ro| + ss0m +b "") §00™"  Total output: 530M | ;
0200am|  _ \ac | 1007 o0 O
0300am | Junvs | IS0 [ 188 | 100 oo O
04:00 am l&s | 100 Wy e qs0|0 Pl
s00am [T [1S0 | \&& [ 100M 2" [ e ggol p |V
060 am ~ [ag | oo™ 160 . p | Pl
or00am [rrwies. [sO! 185 [ 10pM 0 |
Toallntaks: £ $O A qig'—_o'—}_-boo =[Soond Tt outpit{ Soomd
(Tutal 24 hrs. Intake é 1050 nJ , , | Total 24 hrs. Output j_j-g}é‘l OV\»\Q
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

50\bl2b Intake Output o
Date | Time | Netwre Route NG | Diahoea | Vomit |Drainage | Urine prioons | Sign.
of Fluid Score | Nurse
TMouth | 1v | NG
08:00am pewijer | gpoe] | VA el O | AP
0900am | B | sl Y4 ospM | © | AA
1000am | o [\ | 14X bood| O |AA
1:00am [ oy~ | 100 |27 | 1850 1.0 OB
12:00pm | QP oo | V5] et QuESp (AR | o 1AM
ot00pm | M@o| (god ) 10 B
Total Intake : Y RNl Total Output: QOO EATR
0200om |))n 1~ Lo ey I
0300pm| ! (O
04:00 pm F]C O+ 4{1’) WT
05:00 pm 2R
e .
oz00pm | 408 (0 v et b
Total Intake : VA Total Output: 2400 -1 <P 4 kI
0800pm| [ P S
02:00pm | H 20 000 © LU
10:00 pm 7 oD | e | &
1:00pm | P20 | 200 O | 2w
1200am | (420 | |00 : p | S
0:00am | |}, | 2600 20| o [{im
Total nteke . “doppak ~ Total Ouput:  Sxop)
0200 am o | S
woan | )50 (900 20| o |€
0400am | 1) 5 hoD : © | S5
0500am | . © Ay
06002 | (] o | 360 Z50l 0| (sP
r00am [} 5. 0O n 0 [ &a i
Total Intake : {0 pd - ‘.‘-'," A Total Output : '_COI"‘P 1
Total 24 hrs. Intake 293¢5 9’ i Total 24 hrs. Output _Q_,,f',oop«P
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HH“ NURSING SHIFT HAND OVER FORM
Z | Diagnosis: " . Any Infection: [ Yes '“-A-Ne? Not Known
g Pm“m, gg-fgd%/ Q% Bﬂb—y If YBS SPECHY: vvv.vvocvreeeeereesereneeoeeeseeeeennnn,
@ | Surgery/ Procedure: E/n IXIR . o Day: X b .
- A ST
g ate - A ) o0 |:,\ ﬁb T3 ol
& | Medical Conditi \
§ (A?'iycspac?:ﬂ coggiﬁon to be noted): N\ & Nb NO'}E’CJ NO\Q& “U@ @ ND"QA
=3 Yt
= | Diet: Npo NPO | Npo /o LA\ dhﬂ@t dy
Allergy: O Yes LTI | O Yes AMGH0) Yes (WG | 1 Ves' (0 | 1 Yes &No | -(Ves /I’I\?i
Ventilation (RA, NP NIV, VENT): | NI P | R+ 0 | PP a
Tubes/Drains/Catheter: L1 Yes ONo)| 01 Yes NG T2 Yes WNo [0 Yes 2o | 1 Yes @0 | - Yes~ Mo
& | Vital Signs: Temp: | 98F "TBO = ‘ag_-l‘f: o b€ q # P e e
= Res: | 0bm | DoBn-! 20b)m QA é)@hb Sobpe
g Sp0;: | | ¥ Gﬁ W | 98> o). | 48/ > 1 4 ).
Z Pus: RG Plm | Bo bt Fbbir| gl BAD M4y,
8P: N0 18 _iofel [aty) |1 Wol™ igy)#¢
LOC: |oppSud Jal QﬁSEL?-LDNW (CopAwe (OWROU! (s o
Fall Risk Score: | © 20 0 U0 90 QAo
Pain Score: C?/)U \ /lo [V/) 1D Vio { [0 Lo
Skin Integrity [N 1 nfact T ialk \ Onlact
Safety Needs: | Yes X¥eS 2 No [0 Yes CiNo [ ¥es CNo @Yes I No | -¥es = No
Physiotherapy:| A~ | N B N N WY | ap
2 Others Specify: | Yes C Mo, Yes Uo7 Yes Mo |01 Yes Do | U Yes [N Yes 7o
5 Special Diet: [N} pb PO NPP | sy ik ol e 4,4
& |Critical Lab Test / Values: ™R MEEY) NN AN Y
§ |Other Special Orders / Medications: |1 Yes 1o} Yes GG/ Yes =G| 0 Yes 2o | o Yes <G| Yes =0
E PU Prophylaxis: "1 Yes CLiNOCI Yes 2400 |2 Yes <7 No | O Yes (ANo|ClYes [#No | 1Yes [7No
DVT Prophylaxis: L) Yes =p |0 Yes NG Yeserfo | 0 Yes (#No | Yes Mg/ - Yes “/No
ADL (Dependent / Non Dependent): [WSped | D Coposde MWM
I J ) ' \
Post Operative Procedure Special Orders: Nm L _ — -
Handed Over By Name : th\ {s\bdg?&; M PR &OM
Signature /D : 59‘0.\3“‘@._ e
Date: 9o 20|
Time: Dp \"IVBPM
Taken Over By Name : gir_) AT
Signature /1D : T
Date: S 1L Jol)
Time: ﬂD\[
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CAESAREAN SECTION OPERATIVE NOTES

O Immediate Threat to life of woman or fetus

| Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff

“

CTG Description: ... Reachive -

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

Surgeon's Name: Do, Uy, Date of Delivery: 29 /ot | 2024,
Assistant Surgeon: D . p; wan kg Time of Delivery: }> : 33 p™
Anagsthetist's Name: ©, . p.+ uadhaxshing Gender of Baby: Roy
Type of Anaesthesia: _’CP . an‘J Weight of Baby: 3,05 5 I<g
Neonatologist: (P, €2 ks hert AGPAR Score: 9, , Ao
Scrub Nurse: 0, aee Hao NICU Admission: OYes LNo
Pre-Operative Diagnosis:
O Elective JZ/Emergency Indication: ............ 00D,
Urgency »

Decision time: ................. sasnsmnenesssssnnsesnenes— KNIBE 10 rectus: 3’“*”

Surgical Procedure: EMERCIENCY [ODWER SEGMENT CESAREAR SECTTON

Post Operative Diagnosis: PL, ) FOD-O' PocT LScs

Peri-Operative Complications: ;)

Amount of Blood Loss: 25w | . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Dacu. No. : RCH /FRM / CLINICAL / 155
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Hos P ital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form Kok v e . TR DAy
™M L 1S5 N
. . ate / Time : 24
Choose Highest Applicable Score from each Category Date/ Time | 29 ‘ M’L 1 ;’ 'o, &‘7} 6} Fall Risk Grading
e | A0 | 90 20

History of Falfing Yes 25

(immediately or w/in 3 months) No 0 - O Vo) Risk Level Mom?hljgg}Scure Action

Secondary Diagnosis Yes 15

(mare than one diagnosis) No 0 9 o P
Furniture 30 I Standard Fall

: Low Risk 0-24 :

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 © O n

IV / Heparin Lock or Saline L o) 20 20 Implement
| 0 Moderate Risk [ 25-50 Moderata Fall
Impaired 20 Prevention

- Intervention

GAIT / Transferring Weak (uses touch for balance) 10 \D
Normal /On Bed Rest /iImmobile 0 Q O Implement High
Forgets limitations 1 — Risk Fall

Mental Status .g I = 2 High Risk 29 Prevention
Oriented to own ability 0 O (@) & Intervention

Total Morse Fall Scale Score: 10 20 20

Signature f#m% s MD& gé’:;“
SOV
Tick (v') whichever precaution taken. : 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
ow Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check

[ Ensure patients use their prescribed eye glasses if any, in the hospital 00 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 I Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form ok e ol o St Oty
ﬂ L L i
Date / Time olb | )% B o
Choose Highest Applicable Score from each Category 4 %D‘ \8 '370) LJJML Fall Risk Grading
Score ) E A9
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 () e Risk Level Morsu(:hfgg}Sccre Action
Secondary Diagnosis Yes 15 e e L s
(more than one diagnosis) No 0 o O ;)
i 30
‘ Furniture ! LowRisk 0-24 gianda(d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 0 O ©
Yes 20 S~
IV / Heparin Lock or Saline N 8 ;& 25 . 1 Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 f ftevenfn‘?“
nterve
GAIT / Transferring Weak (uses touch for balance) 10 Yo e
Normal /On Bed Rest /immobile 0 0 [ O implement High
Forgets limitations 15 High Ri Risk Fall
gh Risk =51 :
Mental Status Oriented to own ability 0 9] ) O Prevent;qn
Intervention
Total Morse Fall Scale Score: P\(’() Pals)
Signature d‘-‘-/ UO}?/ (J"" -
,/ s 099
L=
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [J Assist and/or supervise ambulation. Reinforce to always call for assistance
LowRisk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
‘ﬁsme patients use their prescribed eye glasses if any, in the hospital O Assess patient after visitors, leave to ensure safety measures in place
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 O Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form
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It takes 3 lot to treat the fitle.

\
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BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Detivery y

Date / Time
Choose Highest Applicable Score from each Category . == Fall Risk Grading
History of Falling Yes 25 '
(immediately or w/in 3 months) No 0 (o Risk Level Morse Fall Score o
MFS
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 O
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 ‘ Precaution
None /Bed Rest /Nurse Assist 0 la>)]
es 20
IV / Heparin Lock or Saline ;0 : Implement
& Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevennqn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /Immobile 0 ) Implement High
Forgets limitations 15 High Ri Risk Fall
Mental Stat igh Risk =51 )
Sl e Oriented to own ability 0 & ::::t Z‘:ﬁ"ﬁg"
e
Total Morse Fall Scale Score: ’_\CJ \ 0
Signature /

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

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

[ Use chairs with arm rests

[J Use safety straps on stretchers and wheelchairs while transporting patients

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

HRo

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

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

[J Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to pafient's needs
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PR RLY Y el
Date: | [VT 7991y [ 9 |6
Time:[ {0 A~ |- ~ | @y
# 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 position position without assistance. ﬁlJ‘ P“ ﬁ\
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally; 4. Al patients too young fo ambulate; U
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity" nw%a& _o.a& 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. - %I
1. Compietely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds ta verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would Emit

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to fesl

moaning or restlessness; OR, has
sensory impairment that limits the

or need to be turned; OR, has some
sensory impairment that limits ability

ability to feel or communicate pain or
discomfort.

Maisture Degree
to which
skin is exposed
to moisture

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

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

Skin is occasionally molst, requiring
linen change every 12 hours.

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
1. Constantly moist: 2. Very moist: 3. Occasionaily moist: 4. Rarely moisi: /

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

)y
2
g
o

FRICTION-SHEAR

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony

Friction . Occurs when

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

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
withaut sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

3. Potential problem:

Moves freely or requires minimum
assistance. During 2 move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position

4. No opparent 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

albumin < 2.5 mg/dl OR never eats

minerals for age OR albumin < 3 mg/dl

for age OR eats over half of most meals.

mast of every meal. Never refuses a

surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one anather 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 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

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 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 it Does not require supplementation, \‘ Q
per day. Takes fluids poorly. products per day. Occasionally will offered. F._,
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely Eoo__sb__uuamu%nnu ” 2. 932“”&9 w_ Adequate: 4. Excellenit:
Hypotensive < 50 mm Hpg; Normote oxygen saturation may ormotensive oxygen saturation may ’

jmﬂ*n.émuaﬂcﬂﬂ: & <401in a newborn) or the patignt be < 95%; hemoglobin may be be < 95%; hemaglobin may be z_wmao.guzw._ ”a%m: wm__gaﬁ_”___ J
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dt; capillary refill may be > 85%; normal hgb; capillary refi ﬁ\

;r position changes. > 2 seconds; serum pH is < 7.40. 2 secands; serum pH is normal, <2 seconds. (T

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

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

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE
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position changes.

> 2 seconds; strum pH is < 7.40.

2 seconds; serum pH is normal.

< 2 seconds.

=
—— e — ; Y1l e i
Rainbow” T BRADEN 'Q' SCALE
Children’s (L BirthRight 0 - AQC..c o cccmieineseneene GENdRE : O L AL
Hospital _ | () mimmorme: (for Paediatric use) @ Y, I%E
Date : 2y (@)l /
1. Completzly lmmobile: 2. Very limitsd: 3. SHghtly Bmited: 4, Ho limitations: r e
Does not make gven slight changes Makes occasional slight changes in Makes frequent through sight Makes major and frequent changes in
Mobiitty
in body or extremity position body or extremity pasition but unable |  changes in body or extremily posiion |  position without assistanca. LY
without assistance. to completely tumn self independently, independently.
2. Chalrfast : 3, Walks occaslonaily: ;ﬂpmumhm ;
walk fimited of Walks du but for wralis frequentiy:
*Activity The degree 1. Bedfast : Ay & Sy w :;,gm Walks outside the room at Jeast twice 2
of } activi ¢ 410 bed non-axistent. Cannot bear own weight very distances, with or without
s 4 oaied 10 and/or mus! b assisted into chairor | assistance. Spends majorityof each |  d2y and insida room at least once every
whesichair.' shift in bed or chair, 2 hours during walking hours.
Beied 2. Vary Bmilad: 3. SEghtly Bmitod: i
MIMMMum flinch responds 1o only palaful simull, cannot |  Responds to verbal commands, but 4. Mo Impairment:
nm;: paintul stimul du; 0 communicate discomfort excepl by cannot always communicale discomfort |  Responds to verbal commands. :
Sensory Perception mn "Inizadullwl ': sclousness of moaning or restiessness; OR, has or need to be tuned; OR, has some Has no sensory deficit that would imit L}’
sadation Da.lhn?hdu:hlmluml sensory impairment that limits the sensory impairment that limits ability ability to feel or communicate pain or
paluwu;mmioﬂhnbodymf:m ability to feel pain or discomfort over 1o feel pain, or discomforl in one or discomfort.
haif of body. two extremities.
1. Constantly molst
Moisture Degree . 2 Very moist o‘ jonaly molst J.anm:
to which :’an:‘;;;ilg: lzlr;:nmzu;iu::g Skin Is often, but not always, moist. :Idn is occasionally moisL, requiring Skin Is usually dry, routine diaper
skin is exposed . . s Linen must bs changed al least every changes; linen only requires changing
Dampness is detected every time ah linen change every 12 hours. every 24 hours.
o moisture patient is moved or lumed. 0o A \!-
FRICTION-SHEAR 2. Problem: 3. Potential problem: '
Friction Occurs when Aequires moderate to maximum Moves freely or requires minimum ;hrl:mtmmm —
Skin moves against 1. Significant problem: assistance in moving. Complete liting |  assistance. During a move, skin ks m‘:. g amgin
suppor surfaces Spasticity, contracture, iiching, or without sliding against sheets is probably sfides to soma extent against p.r.l;alr inde %w"manmd has sufficieat
Shear Occurs when agitation leads to almost constant impossible. Frequently slides down in sheets, chair, restraints, or other el sl?‘“ Bt WV oD complitely L'r
skin and adjocent bony |  thrashing and friction. - bed of chalr, requiring frequent devices. Maintains relative good pasitionf 2 mwmu.ﬂualntahs p N o '\f
surtace slide acruss repositioning with maximum assistince.| In chair or bed most of the tima but in D:: e thekr sl bmegs. po
one another occasionally sfides down.
1. Very Poor: 2. Inadequats: .
NPO/or maintained on clear kquids, Is on liquid diat or tube feedings/TPN 3 Adequate: 4. Excellent
or IVs for more than 5 days OR which :tuv'liu inadaqnalcmries and | 1S ontube teedings o TPN, which Is on a normal diet providing adequate
albumin < 2.5 mg/dl OR never eats minerals lor age OR alburnin < 3 mg/dl provida adequata calories and minerals calories for age. For example, eats
Nutritional Usual 2 complete meal. Rarely eals mare OR rarzly eats a completa meal and 'Emt:g.u?t?t":l: mw :: m”‘:i:'“b‘ most of every meal, Never refuses a 3
food intake pattern than hal of any food offered. generally eats anly about half of any - g e meal. Usually eats a total of 4 or more g
Protein intake includes anly 2 food offered. Protein intaks includes |meat, dalry products) each day. servings of mean 3nd dalry products. S
servings or meat or dairy products only 3 servings of meat or dalry Occasionally will refuse a meal, Occasionally eats bet Is
per day. Takes fluids poorly. products per day, Occasionally will dut will usually taks 3 supplement Does not require supplementation.
Does not taka a liquid dietary take a dietary supplement. offered. j
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excell
Tiesus Perfusion & Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may N‘ ik ""‘.: )
300 SrIUSNG <40 a newbom) or the patient be < 95%; hemaglobin may be be < 95%; hemoglobin may be ormotensive, oxygeri saturation
Oxygenation 95%; normal hgb; fill -
does not physiologlcally tolerate < 10 mp/dt; capillary refill may be < 10 mo/d¥; capillary refill may be > $3%; noomial hgb; capiary re

Highest Risk: 7 | High Risk:8-16 | Mild Risk: 17-21

| Mo Risk:22-28

TOTAL SCORE

|0
ENA

. N

Evaluator's Name
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Dale :
. Time :
1. Compietely immebile: 2. Very limited: 3. Slightly limited: 4. Mo lmitations:
Maobility Does not make even slight changes | Makes occasional sfight 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 uﬂg%%
without assistance. to completely turn self independently. independently.
< 2.Chalrfast: - 3. Walks occasionally: rbﬁ’!jl;
e Ability to walk severely limited or Walks occasionally during day, but for frequently:
bﬁutﬂv.._._.__anﬁ_naa 1. Bedfast : :gwx_ﬁnaﬂgiginaa very short distances, with or without gi_ﬂ‘gﬂg.g-
R oy, Confined to bed 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.
_.Fa._is.-__...ln 2. Very imited: 3. Stightly limbted: 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 discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished levei 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 to feel pain, or discomfort in one or
half of body. two extremities.
Moisturs Degree *.gi 2 Very moist: 3. Occasionaily moist: 4. Rarely moist:
to which Skin is kept moist aimost constantly Skin s often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is & by perspiration, urine, drainage, etc. Linen must be changed at least every finen change every 12 hours, changes; linen only requires changing
10 aowuse___.aumn Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problent: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when Spasticity, contracture, itching, or Requires moderate 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. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably siides to some extent against chair independently and has sufficient
Shear Occurs when Impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
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:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
— or IVs for more than 5 days OR which provides Inadequate calories and provide adequate calories and minerals calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| 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 3 total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day, servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
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. Excollont:

> Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normolensive en saturation g

jam@:hw“wm_.ﬂw:m <40 In a newborn) or the patient be < 95%; hemoglobin may be . be < 95%: Haooﬂ_oa_ n may be oy Normotensive, oxygen saturation
does not physiologically tolerate <10 mg/di; capillary refill may be < 10 mg/di; capillary refill may be > 95%; normal hgb; capillary refil
position changes. > 2 seconds; serum pH s < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk :

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

lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaiuator's Name
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PAIN ASSESSMENT FORM P | RS
Date Time Ps{i;ﬁ;s;re Location Duration Acuity Character m P:ﬂem Intervention Sign
\,\'j} O O Continuous | O Acute O Sharp  [J Dull O Increasing D—h7 Si " Z 94 z
%\ \vfin ) 9 [ O Intermittent | 1 Chronic O Aching [J Buming | O Decreasing | O3 No. 4;?1-‘ Y 0\35@5
SW O Continuous e [ Sharp I]:lm:gsmg‘ O Dm-%l li
%Pﬂw Ifl..’;%g "’7‘;»0 di- | O nlegmittent _mm [ Aching m D Decréasing | O Pvgl;‘?;‘?b;g _.__-————-%fﬂi‘;’y.
| s R chntinuous Eu:;? OSwp Opdl | O i |Providle :
DC],[D/J—'cB{D.W /[U ,g] OintGindittent | O C Buming m 0 No ks = (%@F&
T T U { A . N * - J T
<, O Continuous | OJ A O Sharp O Dull 3 Inereasing ,cgﬂfﬂ\
.QW b2 %”“ )// O agﬁ [-intermittent [%:m: Qdening [J Buming | O Decreasing L%):/ w},, g;ﬂm ﬂfé;ze(--
O Contiouous | O Acute OShap C0ul | O increasing | O Yes T '
&b O Intermittent | ) Chronic | CJAching [ Buming | [ Decreasing | ) No
Quvgg| O Continwous | 01 Acute OShap DCIDul | O increasing | O Yes - W0
Lol )90 (& | \\ 10 w O inermittent | O Chyonie | ) Acting 01 Buming | O Decreasing | [ o~ = %m&ch
' = ﬂ1C 0 Continuous | [2-Acue O Sham 0 O Increasing
, Cl¥es— b
%fb[;%ﬁpm g}l/(o O | oremitent | Ocovonic | 0 Aching Emg O Deereasing | 01 No Wm@w f%
T " ™
, ) | O continvous | T Acute OShap CIDWl | O ncreasing | £Ves e borlabl T 1)
BO[Q‘ELB @n*- }[0 ;‘?:_P 3 Intermittent | [ Chronic O Aching [J-Buming | [ Decreasing| [ No .dﬁu‘i o3¢
| Susgud O Continvous | CGute OShap OO0l | O increasing | &7 Yes l , E'Dﬁ@g
o6 |2am | tho fesg, |42 Tiermitent | O Civonic | £ Aching 1 Buming | 3 Becreasing | 1 No w;g@&
O Continuous | I Acute O Shap [ Dull O Increasing | [ Yo o N
#/5194 toa | /4 /‘qO O Intermitent | O Chvonic | 1 Aching [ Buming | [ Decreasing | 01 No i
Re-assessmenl Froquenty:

1. Every eight hours for all hospitaized pabients.
2. For posi-surgical patients. patients with chronic pain. patient with severe pain:

2)  Alleast every 2 hours for e first 24 how's
€) Priof 1o pain pain-relieving infervéntion.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.
d)  Wiihin 30 - 60 minuies after pain refief intesvention,

(FTO)
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Rain%‘w 4 (Patient’s Name.......... racooizl
- 00093215
Children's ® BirthRight  |wro no T s N
Hospita . BY RAINBOW HOSPITALS CUMAK
S TTEEEE L S couor
L PHLEB'TIS ASSESSMENT j \Consultan. SNNSaEverNARNReRseaT RN dssntnannae j
CANNULA 1 CANNULA 2
Date : 39 ' l)\-lb Time: | DRAM Date : Time:
Location : J_% Mg (oY bq«f e Location :
Size Size :
Cannula in[si:: by %, N ﬁtl@'d*{ﬂl 01" Cannula inserted by :
Date | Time |Phlebitis {infitration) ™9 | Sign | [ Date | Time |Phiebits |inftration ntarsig | Sign
| 0% 308n|Cves £1vp | Oves (=5 OYes CONo| ClYes ONo
') lépm OYes O ¢ OYes ONo| OYes ONo
OYes obswed DOYes ONo| OYes ONo
OYes ONo | OYes Qo {/ OYes ONo | OYes ONo
B x5 ves prs] oves et N > DYes ONo| CIYes ONo
£Pr |OVes 8% | Oves a0 | 202 Pl OYes CINo| CYes ONo
) OP 1 [O¥es tiNo | Oves G| AhdP P OYes ONo | OiYes ONo
0 812L| ) 27 Oves BiNa| OvesBiNo| Jpto—| PAF OYes ONo | OYes ONo
2 A70ves Elyo- DYes #iNo gpe—| Vv OYes ONo| OYes ONo
LA™ |OYes OefOves BKo| gpse— [P Ty~ OYes ONo| DYes ONo
b77" [aves DYes£iNo ' B OYes ONo| OYes ONo
 [un [DYesOM6 | Oves ON Bt OYes ONo| Ces ONo,
T L ANY [aves ONefOves i ol |V OYes ONo| OYes ONo
‘ V\ \ OYes @G OYes mﬂ?"@w - OYes ONo| OYes ONo
| Oves o] Oves 26 | Yoy, ~ OYes ONo| CIves ONo
: OYes DNG|OYes GG~ fi - OYes ONo| OYes ONo
P 2 OYes Oer| OVes ONo| ppreyns A OYes ONo| OYes ONo
otk 1Y amlovesons] oves ere Lw) OYes ONo| Oves ONo
* A; B |OYes&to |Ovesafio] © DYes ONo| OYes ONo
R = e DlYes ONo| OYes ONo
\_|Oes ONo | : OYes ONo| OYes ONo)
4\ [ovesmno |ovds oo OYes ONo| DiYes ONo
Yd Yes CONo | OYes CNo OYes ONo | Oves ONo
DYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINa OYes ONo| OYes ONo
OYesBNo | OYes CNo . __a CYes ONo| OYes ONo
Cannula removed : [¥es Ebuo, if yes date and timg : |_p J ,H Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CYes CING CINA If Yes specify- RX any initiated : OOYes CINo CINA If Yes specify-
Phl%Fbitis score: f T 3/ m Phlebitis score:

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/GDY / FRM / CLINICAL /137
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Rainb‘ow"' @ n: g~
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Ghildren's | & BirthRight
::t?er-ﬁ!:sneamer &1 e kAR SN Patient/ Learner Literacy: ] Read [~ Write. u&m’ Willingness to Learn: s Ndj He:artm:are Literacy:  Ye§! Nﬂj
:denﬂlled Educa'tlon e an 6. Discharge Medication f | :g ;:em:e?Mm Equipment / Implantable Devices
e : e .
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9N / iet 13. Risk/ Safety
Part- Il /
a2 Use codes from the list in part Il ;
mea ed ‘ormal om 0
e " r—_ et Person Taught 'i'"':'ﬂuﬂg Teaching Tools w Understanding T e
. Mod )
et el e G Pl [ P [ [T e
9 ' o
o] ¥ | hws oo el Sg [ g 2] bt | 9] 05 | 5o 00 |
OO0y qub;{ffm_‘-\\mgz y Loy y A S
t/Lh. loar O %}w pag)| | al ¥ |00 %{

Part - ll: CODES,_—
Who was taught: ;i PT)hnent

F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ...
ng Barriers: <
A 0 Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficutties 13. Cultural/Religion Practice
Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (Specify .........................
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio  D: Demonstation v: Viko  (0:)0ml P: Printed
anismy's to overcome barrer/s:
.~None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify ...
2. Obtain translator _—. 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understandiag: {C_ Votbalizes Understanding 2. Demonstrates Understanding 3. Neads Reviow

Doc No. : RCH/ FRM / CLINICAL / 187
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o A § Chitdron's | @ BirthRight
T ORINARY CATHETER BUNDLE GHECK Lise Fowcrer™ | (g mecnaht
Date of Insertion: ......... ,9‘}“){% ................. |  Datg of Removat: .= 0\1" I?J"I fifb )\}?‘:A
Parameters | Date 55 Tane 30: ‘m’;\ T a0 o ;7{0;\" P =
Need for the Catheter EW}E ONo Eﬁ’eﬁh}u OYes Cio lp"ﬁ ONo | OYes ONo | OYes CINo - OYes ONo
Hand Hygiene D¥s ONo | O%6s ENo | Oves N6 | Des ONo | Oves ONo | Cives ONo | O¥es Oome
Usage of Sterile Equipment Ejj{e§ ONo D_Ies;ﬁNo “OYes [INg % ONo | OYes ONo | OYes ONo | OYes CONo
Is the Collection bag below the level of bladder E—\'bs IjNo %DN() OYes ONe| ’9)@ ONo | OYes ONo | OYes CINo D;Yes ONo
Check the Tube for Gbsiruction (Free of Kinking) - OYes ONo | =¥’ ONo | DlYes s] g El){s ONo | OYes ONo | OYes CINo | OYes CINo
Is Catheter dated as policy C¥%s ONo %DNO OYes yr 'EI‘%SI ONo | OYes ONo | OYes CINo | CiYes ONo
Cpllac!ingbagis beenemptiedregukady? ClYes CINo E6g” ONo OYes \Dﬂo/ L‘,W%_DNO OYes OONo | OYes CONo | OYes CINo
Maintenance of closed system for he catheter | C)Yes -CINo | 365 CINo OYes NG~ D{efs ONo | OYes ONo | O¥es ONo | OYes ONo
Dressing clean and dry? O¥es ONo | O¥es TINo | OYes ONo™ I:e]4e,s DNo | OYes ONo | OYes ONo | OYes CINo
Is the line removed as Policy? O¥es ONo | s TINo OYes RIMNg~ ;Ef{;s ONo | OYes CNo | OYes OINo | OYes DONo

: . sl
PetformanceofPaineal;Care | Qs ONo | OYes~CNo [ s CiNo | Cives ONo | OYes ONo | OYes ONo | OYes CNo
Onset of New Fever OYes D&:g OYes DN0;7 OYes pNe”| OYes £3flo [ OYes CINo | OYes CINo | OYes CINo
Asses for the leakage at the site of insertion LY¥gs ONo WDNO OYes %No/ \p‘és ONo | OYes ONo | OYes CONo | OYes CINo
7 - <
Name of the Nurse gkr&“iﬂ:%/ 5’;‘3 0‘"‘9?_%,\ LN\'U*-‘
Signature of the Nurse ©\3° Iz ?gfé"” M‘/

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

,‘@

1. Breastfeedingnitiated?
w b. No

2. If No, Reason

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

3. Nipple gondition:
'/:nl&pple well formed

b. Flat nipple
~ he

C. Inverted nipple
d. Short nipple

4. Milk flow:

,_y?od
= b. Drops of colostrums

1 ¢.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with a back support

-«/CEamyculder-mp 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

ocu. No. : RCH /FRM / CLINICAL / 080 PTO0
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Rainbow®
Children’s
Hospital

TL (3kes @ lot to treat the it

SSI PREVENTION CHECKLIST

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
' the procedure. Use clipper if necessary (’r&j
2 Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) y@
3 Antibiotic prophalaxis given within 60mts prior to skin incision \.{ 53
4 Use a checklist based on the world health organization-19 item surgical l_/ fz{
checklist to ensure adherence to best practice
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent 4
i in combination \5“&
6. Maintain normothermia during the surgical procedure (>36 deg C) ! y' Q.;g
POSTOPERATIVE g
7 Maintain and monitor blood glucose levels regardless of diabetes status
™ between 110 and 150 mg/d| o
8. Application of incisional negative pressure wound dressing N©O

Docu. No. | RCH / GDY / FRM / CLINICAL / 322
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L Chitdren's | @ BirthRight

Hospital BY RAINBOW HOSPITALS
It takme @ ot e trmt the litie. Your Right to a Sale Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM
3""{“7]9"’3-)” Time of Artvat:.......:32A.  Time Seen by Nurse: &qlbbﬁlﬁ

1) | Level of Consciousness: ongcious O Semi-Conscious U UnConscious

2) | Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
(hBleeding PV: Slight/ Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: ..

3) Vital Signs: Temperature: . SIS puise: $AB0 e 3"1‘)“" SpO;; IDD" BP: fé”?gﬁ wei;h? —’i‘m’o@

4) Gestational Criteria:

Gravida: G | P - L = =

LMP: |l;DIQO}§ EDD: %’I—}]Q,@;b Gestational Age: 3&7[5_4%
Uterine Contraction 0O Yes I:JNU7 OO NA | Onset _ Time _ | Frequency: —
Membrane Rupture OvYes | O Nﬁ";’ ONA | Onset | Time — | Fiuid Color:, -
Vaglnal bleeding ErVgs | ONo | OINA | Onset g{ﬁy}o\)j’ Time b 240 | Amount: %w@

If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia gymptoms OYes | CTN® | OINA Pain Abdomen / Vomiting  —

—

Good fetal Movement O3S | O No | O NA If No specify:

(™ 5) Pain Screening: Numerical Pain Scale (NPS)
| | [ |
(Pt
d g . 1 2 3 4 5 6 7 8 9 WL?S t '
pree possible pain
o Locanon )'L
of Duration: . SIS it DY ISR Wit 5k ot whiGh i et
applicable)
® Character: }“L
o Frequency l\)\ L
® Intervenhons el ) 8
6) Past History: Vﬁ
1 MJ
a) Surgenes TO 9”?% @%Hy/ea?ﬂm ...........................

Docu. No. : RCH /FRM / CLJNICka 098 (PT.0)
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Signature ,,_....&Q‘]‘———*

Signature 7(‘5'\ Nl U2
Name @T\/m‘%

Surgeon : %umq T TG -
SURGICAL Asst. Surgeon ... Prearyond... woeavewso ) Age: 22V Gender:. . E:;?db%w: ® GirthRioh
ST CHECKLIST | o Cistogetie | TN o s s | S| @ v
Sorub Nurse - /N Gangeztioa.. | (INIMINNMINTWAHLEE Out-time :....s. £ §-P'M - T
Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.)2. (S om TIME OUT _Time:.../2..20pm SIGNOUT  Time...| 1< pm
Fatient Has Confirmed _ Confirm all team members have Nurse Verbally Confirms with the Team:
\dentity _afes ONo Introduced themselves by Name and Role 3Yed” CIN The Name of the Procedure Recorded 268 CIo
Site &¥es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle -
Procedure J2Yes ONo Nurse Verbally Confirm Counts are Correct (or Not Appiicable) p@ ONo ONA
Consent es ONo Correct Patient (Check ID Band) J3¥Es ONo The Specimen is Labelled (including
Site Marked _OYes'DNo CINA Correct Site D¥8 ONo patient name) OYes CING CINA
Anaesthesia Safety Check Completed s CINo Correct Procedure D¥es ONo Whether there are any Equipment D—N/
Puise Oximeter on Patient & Functioning &1¥es CINo Aniicipated Critical Events ¢ Problems to be addressed OYes ONo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes 9)(61 What are the Criical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficut Airway / Anpivatinn i f i".’ﬁ%’?ﬁf&“ﬁ”ﬁﬁfﬁﬁ?"‘ OYes 26 ONA mﬁaﬁfﬁiﬁﬁm‘é‘mﬁcwm OYes G0
I{:;._l:biqumam,f Aninance OYes E}N{ Anaesthesia Team Reviews:
Risk of > 500mI Blood Loss Are There Any Patient-specific Concerns? OYes ONdOINA
(7Tmi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned @¥es ONo ,ONA Been Confirmed? are there Equipment
Blood Units Reserved OYes ONG ONA issues or any Concerns? OYes CiNo OONA
Has Antibiotic Prophylaxis been given ! Is Essential Imaging Displayed? OYes DNG' O NA
within the last 60 minutes? A{Yes CNo CONA [ | Power Supply, Earthing, PoweBackup
and functioning of equipment Checked.  D1Yes el

Signature /gu\
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"
PRE - OPERATIVE CHECK LIST m ”“““““!!Lp“al !ﬂ‘tiﬁ“?m
P Tken & 10k 0 Emet the emle, Your Right to 3 Safe Datwvery

oute:... B | D

i

Patient's Name : {YY TS Im Age: %}P Gender: [ M
sootson. T, TADIE 7

Planned Surgery : Eﬂ)}m Surgeon ::ﬁ* : UM fq » t .
anesthetst - D, AWM Date & Time of Operation : 9—“3“7]330
Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | NA
1. Weight checked and recorded? Tj0(0
2. Is the patient fasting for over 6 hours Pre-Operatively? EhO| O
R. ahr:,c;;r:aﬂP Investigations & Results (CBP Blood Group, BT, CT, PT/ APTT, ] B—, 0
. ng. CXR etc) available before starting the procedure
4. | Enemagiven / Bowel Preparation O O
5. Remove all omaments, etc and sterile gown given T )1 | O
|8 Is Blood arranged as required? I:I Q7 O
7. It Blood has been ordered - is Blood bag ready? J |27 O
8. IV Gannula to be placed / IV fiuids if Indicated O(g
9. Pre Anesthetic consultation with anesthesiologist 27 Ol 0O
10. | Pre Medications Given? (Sedatives / etc) D_) OO
11. | Skin Preparation Bl O
12.{  Site is marked I___i,_ OO
| i e ot by s 0,0|0
14. | Implants are available Ogolg
15. | Equipment is avaialble ololog
16. Other (i any) r_’U & i il

“ T
w-.c:if any of above is ticked “NO” Discuss with the registrar / consultant immediately

Billing Clearance taken
Billing Executive Name : .I".¢ 4
Billing Executive Si

Date & Time : ﬁén/'l{g :
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INFORMED CONSENT FOR SURGERY OR Children's | @ BirthRight

PSPECIAL PFoooeemr R | @
Patient Name : ...... E‘i"{ﬁ: “YSM20  ® . Gender: O Male O Female Age‘
e MY

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you. )

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

o EMengency..... aow.w...Aﬁgﬁ«m:@...fmm...mch‘.@n...............;.........
[——eiss s W sttt
e DS SUNORRY. . Mas... Sonanya......

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

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

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

..... Blaedsog. . infeckpan.,.. Jn Ay B Asonad 4. ks (howd,

~hladd e, . blsod.. vessels | ,MMM:QQ&:/‘UCA,
baby..odmiddiva. do.. NICL.,.. tuspivatory... didteess,

My signature on this form indicates that

1. Ihaveread and understood the information provided in thig form i
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information, :
3. Ihavehadachanceto ask my surgeon questions.
4. Ihavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.
Nz;ne ofthe Doctor who is performing the Surgery/ Procedure: s b et esssssene s s ssaseenes, S—
Consentee : ) Patient Attendant
\ ¢ B
s»ilamre : *{QL&"‘% SIgNAIN ..o o Ve
Name : s, MNYR Name: o ... Ludosduvd Lo
Datp & Time : &lblwﬁp Relationship with Patient; . £).11.2.12 8 AR)........
Withass : Doctor (who Is taking the consent) -
SIGNAIIG : «....ccocerearnesnree e Signature . L‘L@;-{B ..............................
L . ) , ! 1.
T T Dr VGl
Datg & TIMe : ..o Date & Time . D9 ! 1 / L7

Docu, No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR ANAESTHESIA Children’s | @ BirthRight
. Vrsvsante  P1so00sszg; Hospital .flf:f,'fﬁ‘f SEe
30-09-1993 RYysmap {F)
Patient Name : ........ 0. UMa K esssvsssiis AQR L vovvvvsnnnn.. GONder : Male O Female O3

ol LT —

Anaesthesiologist : . DR..... S ATEHHLI 4 [Dﬁ?ﬂ%‘{ﬂnperzﬁve procedure planned : .. ECECTIVE... Ko WER

e WEARE AoV R
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA EasenT P SRR
General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does

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

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure

O Hepatic disorders O Shock O Muttiple organ failure O Polytrauma/ Renal Tubular Aacidosis
U Incapacitating Cronic Obstructive Pumonary Disease [ Others MPW*LQNt@L&D‘fMt&,Pp P L ,

*  Doctorto document in medical record also ifnecessary (Cross-outif notapplicable) 96-‘\ ATV AN ONL
DECLARATION BY PATIENT / GUARDIAN/ PROXY

Therapeutic procedures.

| authorize and give consent for anaesthesia yzﬁe;;innal / O General Anesthesia / OJ Monitored Anesthesia Care as considered
appropriate by the anaesthesia team,

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

lauthorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial ling, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of

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

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

Patient / Patient Attendant ; Witness ;
Signature : . \....2 ';*f,iq“ Signature : ...« )....s\.... A Aamm X
Name : mtmﬂi Name : ... OV o0 i YEL
Reletionship-wit Patient fa"ﬁe"f oae &Time: ... 39 ) pJ20

Doctor (who is taking the co, ent_j)-'./ . .
Signature ; %\a Name : D‘P‘&V‘fﬁ‘ﬁ Date & Time : ‘Qc”h(?i

Dacu. No. : RCH / FRM / GLINICAL / 021 ]\ BQCL{/\




™ d.Central line hubs are closed

g} b.Bed/side rails up and brakes applied

GUC-00093215 IP18-00036241

_' / E‘i:ﬁauma R g
_ z QT

- S
Wy Resan PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: Ol TRANSFERRED TO: M [CU

1 [Patient Identification YES/NO REMARKS

ja.Patient Identification Patient name, age, UHID/hospital number confirmed v

b.Surgical prdcedure & correct site verified

2 | Airway & Breathing

a.0xygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

Cc.ITETT: position confirmed, ties secure, cuff inflated

3 | Circulation & Hemodynamic Stability

a.lV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

e.Dressing Intact

4 | Pain Assessment

a.Pain score assessed & analgesia given

b.Reassessment done

S | Wound, Dressings & Drains

a.Surgical dressing intact
b.All drains fixed, output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

a.Medications due time noted

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

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

7_| Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside

c.Special positioning maintained as per surgery

8 | High-Risk Patient Safety (if applicable)

Iu.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 REPORTS AND LABS HANDED OVER

OV NN NN KNS T RS KSR RN K

11 BIOPSY/HPE SENT

12 [Documentation

a.Documentation completeness [ il
[Transferring Nurse: ' .\(QM:}W
Receiving Nurse : ol h\c’{.\\q:%ﬁ;@
Signature of Incharge: Y '

RCH/GDY/FRM/CLINICAL/598
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} Children’s BirthRight
v / H | OSPITALS
PAT'txT TRANSFFR FORM Hospital .%
r vmm“ 1P18-00036241
;I}-;D:‘I:::ANY‘ 2vs
p— M
0. UMA K nom Date & Time of Admission Date & Time of Transfer Order
L 84 |11 ol et
APM
Treating Consultant Name Transfer Ordered by Reason for Transfer
Pr. uma B - Qo gh Fuiliey
maﬂ’\ﬂ@fv‘% e
From Unit To Unit Intogati}to Attendant
Yes No
& Miewv - .
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
F’:l* over to attendant
. - Yes[] N
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1;
2.
3.
4.
5' =

Shifting Summary / Notes Written by Doctor : W/ No []

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Q'M\.M WM%W/JQ,\ <®0  Aa s

2 oMY

Patient & Clinical Records Received by :
AR IS0 8
26 \[o\w ok [ P~

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

[] Unavailable Bed

Date & Time of Patient Received :

] Nurse not Available (] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow® o
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
X et 2 ot b0 treut the ISe. Your Right to 2 Sale Delivary

LABOUR AND DELIVERY NURSING ASSESSMENT

aqb12b

Date of Admission:

Baseline Information:

Admission From: Ot OO0PD
Primary Language: [0 Telugu

Do you require aninterpreter? [JYes

Source of Information: LT Patient)

@ Ranighon Desk 1 Others: speciy
0 English 3 Hindi
0

Family [J Others

oohep Fom |

Personal belonging if any:  [TJewdiry [JNoseRing [lBangles [JAnkiets [JFingerRing [ Bracelets
handedoverto-ﬂ‘ﬂ:’mlﬂ/“ .....................................................
Allergies: [JVYes 0 ) OMedications O Bloo& Transfusion [ Food DO ciiniiiminniiismmis
If yES , IABNUTY .....coeveeeeecerinernsrsnss s snessmssssssssnssans s
Chief COMPIAINES: ....cc.coervoronpcssnesosernens . Doctor Notified on Admission: | No.
WCOM?}W%’{E}W m@ Name of the Doctor: )& kT NLINS. ..
Past Medical History: Obtained From EI‘PE?m O Family Member 3 Medical Record [ Other (Specify) ........c.coovvves
Past Medical History P Past Surgical History Previous Hospital Admission
Htoy Gif 7@ o/h
BTG d (3
: ”ncw = A Tgmet e
/ayf{*j Y- 9’0?& y ey
A
Blood Group: ... 01YE.. . v . ) |°19.5‘ E0D:&. 17 [,Qb Gestational age during admission: - 3‘?*§ j'qﬁ/‘
Contractions: .. ND Vaginal Discharge: .. ] .
Obstetric History: Lscsicosi T o S Previous LSCS . N D
Height: .} 88..  Weight ‘%@59 BMI: ﬁ‘bﬂ v
Temp: . QRF...... wR.FABm... ARV Bp: |22, 300 g, [oF ..

High Risk Factors: (Please select by ticking (v" ) the box as applicable)

O Hypothyroidism

O RhIncompatibllity

[0 Fertility Treatment

O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension [0 Gestational Hypertension [0 Others: (Specify)
O Diabetes O Bad Obstetric History ‘=
O Anemia £ Opesity (BMI) Bl

0O ﬂllns!Mulﬂpla Pregnancy —

Docu. No. : RCH /FRM / CLINICAL / 139
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It takes & bot to trest the bttle. Your Right io & Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SL{IT )
29 bho

Date:
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
ﬁ Age (=35 years) 1
Obesity wel lor2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
n PPH (1 litre or transfusion) 1
Preterm birth 37°° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
: OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total |\
Signature of the Nurse QLR%%
Action Plan

Docu. No. : RCH/ GDY /FRM / CLINICAL / 116
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Ty
o SSSETS p ATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: 29 , ()l Oc)b L DP-  transrerrepTO: Q7

1 |Patient Identification YES/NO REMARKS
la.Palient Identification Patient name, age, UHID/hospital number confirmed (all (2]
b.Surgical procedure & correct site verified y @3

2 |Airway & Breathing
la.Oxygen delivery (mask/cannula/ventilator) secured %gj
b.SpO: within safe range. M2
c.If ETT: position confirmed, ties secure, cuff inflated {V‘g

3 | Circulation & Hemodynamic Stability |

IV lines secured & infusion running correctly L{ ﬁ);
b.No active uncontrolled bleeding b
c.Last vitals recorded before transfer L( %)
ld.Central line hubs are closed vy,
e.Dressing Intact (O

4 | Pain Assessment )
a.Pain score assessed & analgesia given : A £
b.Reassessment done uE’é

5 [Wound, Dressings & Drains :
ja.Surgical dressing intact l‘\)\o
b.All drains fixed, output noted _
c.Catheter secure & urine output recorded %&5

. |d.Splints/casts/traction devices stabilized A

6 | Medications Pre & Post-Op Orders
la.Medications due time noted \(Cﬂ
b.Pre & Post-op instructions (NPO, position, mobilization) communicated 1/ @5
c.Emergency meds given in OT (time & dose documented) —t{ w

7 | Equipment Safety & Transport Preparedness .

.Oxygen cylinder full & ambu bag at bedside Y GJ
b.Bed/side rails up and brakes applied f.{ €3
c.Special positioning maintained as per surgery e

8 | High-Risk Patient Safety (if applicable)

.Chest tube: underwater seal below chest level erﬂ
b.Epidural catheter secure, infusion checked ' V\‘_T
ic.Pressure areas protected (heels/elbows) i

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED e

10 IREPORTS AND LABS HANDED OVER NO.

11 [BIOPSY/HPE SENT [

12 [Documentation }
la.Documentation completeness \‘{@g
Transferring Nurse: L\\\X W‘mtﬂ/ﬁﬁm%
Receiving Nurse : )
|Sigﬁure of Incharge: Q]W‘fq
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Dr. UMA K Q lfD ) (9 b Q/b TS

T o $7|blo84 P, | | arlblobet ey

HUTHTIY UUTIOUTUIE 1Y i Transfer Ordered by Reason for Transfer
o Uma - D vimiTh i
From Unit To Unit Information to Attendant
LDP— DT Yes[] *’7 No [

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

: over to attendant
U/}ﬂ)[? W (Tlfl'*@ Yes[] No%
. W If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
Z
3.
4.
5.

Shlfﬁng Summary / Notes Written by Doctor:  Yes

No []

P+ <h, s;%ﬂi‘to or

Name & Signature of Person who is Transferring

Q}A%@

Name of Person Ordered Transfer

,_‘Drrm%ﬁf\&

Date & Time of Patient Received :

gm\b\}d}%- X s o

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

Patient & Clipical R by: /
e . I\B}U\(} ecejved by Q_,\Q&LA?% VQJ\.’\ _
& - N
 §

[} Unavailable Bed
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] Nurse not Available

[] Available Bed not ready
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