.GUC-00092073

IP18-00036501
Mrs M VEENA

08-08-1993 “2YNMNo (F
Dr. | MATHANGI RAJAGOPALAN

Ty

"
Rainb‘ow'
Children’s
Hospital

It takis & Hh!ﬂhlﬂh

® BirthRight

BY RAINBOW HOSPITALS

o
Your Right to a Safe Delivery

SURGERY DETAILS

Patlent Name: .. M“ﬂ wam
Gender: l: Ward : ...

3 A T

) L ——

Date of Surgery: .........

Date : ‘417{[26

Date of Birth: b}gl[?‘?ﬁ Age: :9)27:
Q2033

N =1 — UHID No:..oont 2.0

OoT-i CoT-2 JE0T-3 O0T-4 0BG 0T [ 0BG 0T-2

Time in O{LIQQJT\

—t

‘Anaesthetist

Assistant Surgeon

> © ™

o

6. Assistant Nurse
Special Equipment: [ Laparascopy

[ C-ARM

[ Neuro Cusa

Signature of the Surgeon

. Surgeon A

ll
) *ﬁﬁhvﬁ:m %jaadb[l )
dal/ u.{/?’ﬂ @ f"nn/f’u.(

OT Technician IYY“
Circulating Nurse Cfnj_ch;‘nr R

AMOUNT

P G5 [T SR,

[0 Broncoscope [0 Harmonic [ Morcelator
[ Versa Point

%»}z;

Signature of Circulating Nurse

O Cystoscopy O Liver Cusa

Qmmm\ *—'eff'ﬂ&l m{ (Qom

Order NO: oveveriersssnsinases

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

Order by: ..







-

"

A sow” . -
~ Patient Sticker Eﬁii?t? r?r:’s @ BirthRight
Hospital | @ o
CONSUMABLES OF OT
GCirculating statf : AN AANG.......... Technician : .(IV..] W ATk Time L L Ra8..
Anaesthesia Disposables m_nTv_ Surgical Disposables o] Disposables (Baby Side) _W_;
ET tube MajgePack 19C3 | | njvitk ——— a1
LMA Sutures | V,M,p 231 3 | CordClamp « — ;
ECG leads'(A) P/ N CI— J 129 4 (| Suction Catheter
HME fiter : A/ P/N FeedingTube & R 4
Syringes :10cc (- Y 30 &% || Vaccum Suction Set
05¢cc _—" YH Gloves & o Q/ Surgical Gloves .5~ -y |
02¢cc __— ¥ p.c ™ | | Gauze ngy @l
01 cc P 53 | | Syringe 14T/ 2mi \
Cautery plate {A) P/ N \ | Surgicalbiade > . \ | Surgical Blade # 20
Vset \__— \ | NGtube Koochies (S)
RL e 9 | cautery pencil IR ~4
NS : 10mi/ 100mi / 508ef{/ 1000 ) | ooshies- |29 b - o putegedan £\
Ointments Bab, I s i
Sucﬂon Catheter B SO oA ‘
Fentanyl 2, Mask A5 MIX ¥ 3 | ekt
Morphine GauwzePack R[p . B O
Katamine Mop Pack Atcrro s 1n (
Propofol Steristrip £t Mo A hﬁ“)
Rocuronium Underpad Vel Bimmecynaa & i
Glycopyrolate Draw sheet O Ao TD N S
Myopyrolate Abgel @ | Bvoin heavyl [T
Ondansetron = —— A\ | Foleys-estheter Q_\,{WN;%Q . D
Pencan 25¢/ Spinal Needle 22 Urobag S oiren Auedus 15 8 WY v (7).
Bupivacaine 0.25% Chest Drainage Catheter Cobo Prusy - G )
Bupivacaine 0.25%(Heavy) Romodrain bag Nae Sue 2to x \ ‘b ] )
Antibiotics Bandage e 2o o g AT
Tegaderm £ O1 ¢ .
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaggum Suction set [ :
Justin : 12.5 mg/ 25mg / 100mg— | ) | Flastic Bed Sheet
Tab. Misoprost : 208mg— Betadine Solution
Maen_oal | | Microshield
vy - datiy | .| Cotton Bas
0 Qb | Latex Gloves o f
N - =__--——~_;-Q%> Ramdione Scrub 7
Zva 9 \ovu;f Ot | Serl
DR - AshuuioVy 3]@}_9])82@1. o 0\77/104%«»)
Su'geon Ej Anaesthesiologist Nurse OT Techni “
Order No. : OFGBIEA DY & ovvenerareenssossssnsssmsssssessssesssssssssssmanssssssssssssssamssssasssssssssssssssassses

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







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

.

; ?:'{,
=Ey Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
- Il
Children's = 1\ 044-40122444
Hospital Bzrthr-.'i__l_:’:
wREBhGw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
LR LR T T ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex 32Y11M11D/Female Order No 18-0001728791
Date 17/07/2026 11:59 Prescription No PRIP18-0627659
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 12:06
UHID GUC-00092073
S.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 m‘“‘w'” HEAVYSMGINJ4 ) Laboratories Lid KP1713938 01/28 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ e H 3810004 01/28 2 73.23 146,48
3 agpfﬁmc INAMPO3 Laboratories Ltd M 45121 01/29 1 31.10 31.10
4 ﬁ‘é%ﬂpﬁfs'r INAMP290 " poacii Labciatinis Ld  H 097133 08/27 1 318.50 318,50
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 4 28.13 112,52
6 DSYRINGE SML.(NIPRO)  NIPRO GENERAL 26C13K17 02/31 5 2156 107.80
7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 4 11.25 45.00
8 {uigﬁ%scmoues IMs GENERAL 12226506G 03/28 3 32.34 97.02
9 EFIPRES INJ 30MG 1ML NEONLABORATORIES | 1231095 01/28 1 45.90 45.90
10 Eﬁﬁﬁ’" (QRVTOCMIIYS et Liiatorton d M 091690 02/28 5 18,90 94.50
INTRAFLOW (AUTO STOP)
AL ROMSONS K268010515 01/31 1 525.00 525,00
12 MEZOLAMINJSMGSML  NeonLaboratories Ltd 1 V304645 04/28 1 3155 31,56
13 NEEDLE 26 1 1 2INCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
14 ONDOKINDINJ4AMG2ZML  SWISS CRITICURE BA26025 01/28 1 12,72 12,72
PREGELLED SURGICAL
15 Plares ABULH Erbee GENERAL 2510302409 1027 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
6 el i 10262104 03/29 3 60.84 209,52
SPINAL NEEDLE 256 90MM  BECTON DICKINSON
g (D] 2512026 11730 1 448,50 448.50
18 TROPINE INJ AMPO.SMGIML NEON LABORATORIES |, SM038138 11527 | 7.30 7.30
Total ; 2,985.67 3,543.24

Receiver Name

Printed Time : 17-07-2026 12:06

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name - GRACE PAUL RAJAN

Page 1 0of 1




RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy -
« f:' 0 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015 .
Children's _ Tel No : 044-40122444
Hospital gl fw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
Ralnbaw : 3
DL NO:
Registered Office: 8-2-120/103/1 ,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LR LRI LA TR T T
IP No IP18-00036503 Ward 7TF-PVT/SUITE
Patient Name Baby B/O M VEENA Bed Name CRDL-PVT702-2
Age/Sex 0YOMODZ2H/Female Order No 18-0001728797
Date 17/07/2026 12:05 Prescription No PRIP18-0627660
Payor SELFPAY Dispensed Date 17/07/2026 12:06
UHID GUC-00093975
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (ED) EBEE‘;;TON DICKINSON  eennr 6043348 01/31 1 24.00 24,00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26E010069 04/31 1 68.00 68.00
3 Menadione Sod Bisul 1 m HINDUSTAN LABS 0076 03/28 1 30.00 30.00
Total : 122.00 122,00

Receiver Name

Printed Time : 17-07-2026 12:06

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 0of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
= ks Rainbow Children's Hospital - Guindy
e
e b= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
= i}
Children's = Tel No : 044-40122444
Hospna' Btr'thl:'-';'-:
Ralabow VAT TIN : 33AABCR4D14M‘!ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-1201103!1.Survey No0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
N T TTTTTTIN I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex ZYNIM11D/ Female Order No 18-0001728793
Date 17/07/2026 11:59 Prescription No PRIP18-0627661
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 12:07
UHID GUC-00092073
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) dadlamed GENERAL 250824 08/28 1 1,303.00 1,303.00
2 SE”;""" Microptic gloves- H 2603019005 03/29 3 128.00 384.00
ENCORE MICROPTIC
3 GLOVES.7 PF ANSEL 2604014105 04/29 1 128,00 128,00
UZ SWAB 10 X 10 CM - )
4 ?2‘1,@ 5§x.a,£rx 0 Bapujl Surgicals GENERAL M2645010 03/29 2 123,00 246,00
5 :}ésgfg SUPPOSITORIES 100 \ - Laboratorles Ltd M BLNP274055 12/28 1 18.74 18.74
g LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
7 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T6003 12/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X- DATT MEDI
8 RAY PRODUGTS H M26425F029 03/30 2 949,00 1,898.00
NEW MOM DISP
9 MATERNITY PAD FIXATOR -  DYNAMIC TECHNO General 165510 04/31 1 221,00 221,00
XL
NEW MOM Disp
10 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 204.00
NITRILE EXAMINATION
1 GLOVES P F- MEDIOM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500,00
12 NS 500ML CLOSED BOTTLE  Denis Chem Lab Ltd H 1D262046 03/29 1 94,55 94 55
13 PROTECTIVE SHEET 20X20 Local 1010626 05/29 1 250,00 250.00
QUICKSUITE OT TABLE
14 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
- RAMADINE SOLUTION 10%  RAMAN & WEIL PVT RC126036 04i28 2 103.00 208:00
100 ML LTD
SGLOVE #6.5
16 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91.00 91.00
17 SGLOVE 5.5 SIGNATURE 2601000217 01/29 1 117.00 117.00
18 SURGICAL BLADE 22 Surgeon GENERAL 220010126 12130 1 7.67 7.67
TEGADERM WITH PAD
19 (8591)BIG SCM 25014 IM HEALTHCARE GENERAL R04260909 03/29 1 894,00 894.00
UNDERPADS CARE 60 X 50
20 ( FRIENDS) 07072026 12/30 1 205.00 205.00
21 VACCUME SUCTION SET  ROMSONS GENERAL K26D010294 03/31 1 811.00 811.00
22 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 3 951,00 2,853.00
Total ; 10,645.96 14,453.96

Receiver Name

Printed Time : 17-07-2026 12:.07

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbgw
Children's Eb
Hospital phik i

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

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

Tel No : 044-40122444

Rainbaw 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,
L T TN
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036503 Ward TF-PVTISUITE
Patient Name Baby B/O M VEENA Bed Name CRDL-PVT702-2
Age/Sex 0YOMOD2H/Female Order No 18-0001728795
Date 17/07/2026 12:05 Prescription No PRIP18-0627662
Payor SELFPAY Dispensed Date 17/07/2026 12:08
UHID GUC-00093975
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 10S PAGK H 07072026 12/30 1 255.00 255.00
2 Sggfﬁ;j’;;if PLYG.  Bapii Surgicais GENERAL M2641119 04/30 1 100.00 100.00
<) PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
4 SGLOVE 5.5 SIGNATURE 2601000217 01/29 1 117.00 117.00
Total : 722.00 722.00

Receiver Name

| Printed Time : 17-07-2026 12:08

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

% &

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

Children’s Birtho Tl NO: 044-40122444
HOSplta’ gﬂmh;:w VAT TIN ; 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8—2-120!103!1,Survey No0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T TN
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036503 Ward 7F-PVTISUITE
Patient Name Baby B/O M VEENA Bed Name CRDL-PVT702-2
AgelSex OYOMOD2H/Female Order No 18-0001728796
Date 17/07/2026 12:05 Prescription No PRIP18-0627663
Payor SELFPAY Dispensed Date 17/07/2026 12:08
UHID GUC-00093975
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY WIPES 725
1 BUTTERFLY H 44RW44GU 03/28 1 289.00 299.00
Total ; 299.00 299.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 17-07-2026 12:08 Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

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

Children's = Tel No : 044-40122444
Hospital = it
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029314
DL NO:
Registered Office: 8-2-120/ 103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
0T wmm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex 32Y11M 11 D/Female Order No 18-0001728846
Date 17/07/2026 13:45 Prescription No PRIP18-0627681
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 13:45
UHID GUC-00092073
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
EVA STERILE GLOVES
(PAR) Eva 0825 08/28 1 44,00 44,00
Total : 44.00 44,00

Receiver Name

Printed Time : 17-07-2026 13:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1of 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 _ Tel No : 044-40122444
Hospital  BrthRan
»Rainbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 ,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
RN LR T AT
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex 32Y 11 M 11D/ Female Order No 18-0001728845
Date 17/07/2026 13:45 Prescription No PRIP18-0627682
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 13:45
UHID GUC-00092073
S.No ltern Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 108 PACK H 07072026 12/30 1 255.00 255.00
R Ui L R e BLNP274055 12128 1 18.74 18.74
3 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42.00
4 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T6003 12/30 1 997.00 997.00
5 N5 MASK KARE-ROMSONS ROMSONS 16032026 12130 3 56.00 168.00
6 PROTECTIVE SHEET 20X20 Local 1010626 05/29 2 250.00 500.00
7 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010826 05/29 2 250,00 500.00
QUICKSUITE OT TABLE
¥ SHEET MIDLINE SUITEL H e 0331 : 77040 i
Total : 2,643.74 3,255.74
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 17-07-2026 13:45 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
i
™I @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow a 600015
Children's : Tel No : 044-40122444
Hospital  BirthRign:
Rainbaw 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 R TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex 32Y 11 M 11 D/Female Order No 18-0001728845
Date 17/07/2026 13:45 Prescription No PRIP18-0627682
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 13:45
UHID GUC-00092073
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 108 PACK H 07072026 12/30 1 255.00 255.00
I L i L T BLNP274055 12/28 1 18.74 18.74
3 KLICK CLAMP ROMSONS G260040017 03/31 1 42.00 42.00
4 MONOCRYL 3-0NW 1326 ETHICON SUTURES-J& c1 T6003 12/30 1 937,00 997.00
5 N85 MASK KARE-ROMSONS ROMSONS 16032026 12/30 3 56.00 168.00
6 PROTECTIVE SHEET 20X20 Local 1010626 05/29 2 250.00 500.00
7 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 2 250.00 500.00
QUICKSUITE OT TABLE
8 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
Total : 2,643,74 3,255.74

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRAGCE PAUL RAJAN

Receiver Name

Printed Time : 17-07-2026 13:45 Page 1 of 1
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Rainbgw
Children’s ‘

RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

600015
Tel No : 044-40122444

: BirthRizht
Hos pltf:ll e VAT TIN ; 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-1201103!1.Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LTI T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036501 Ward 8F-OT COMPLEX
Patient Name Mrs M VEENA Bed Name MICU 803
Age/Sex 32Y 11 M 11D/ Female Order No 18-0001728846
Date 17/07/2026 13:45 Prescription No PRIP18-0627681
Payor GENERALI CENTRAL INSURANCE COMPANY LIMITED Dispensed Date 17/07/2026 13:45
UHID GUC-00092073
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
5,‘;‘:RS)TER”'E GLOVES Eva 0825 08/28 1 44.00 44.00
Total : 44,00 44,00

Receiver Name

Printed Time : 17-07-2026 13:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbow®

Children’s BirthRight
Hospitai .avmwnosm:.gs
B Ut o 8 1 et o e Yower Right 10 3 Salc Deiirary

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00092073 IP18-00036501
Mrs M VEENA Date: l (1 ‘r[ [JJ,
u&n&‘m ”711 "130 - sessnashane ELLETY PR T -

Or, MATHANGI RAJAGO

’ .. Gender: ..
Ward:. \'\‘\%ﬂ A, Room No: .. *9 f

Certified thatin respect of the above patient:

There are no drugs for return
Emergency cupboard issues have been replenished
No pending indents are there against above patient

d. Chiecked the bed side cupboard of the bed

Meck&d by the patient's Mother / Father in the room

i

Patient Authorised Sign Nurse Sign Pharmacy Sign

Datel oot Date: ....... \ﬁ[%l‘ﬁo Date: \‘1\—'!' Z“’
TN e diaiciinsanenee Time: E)m ....... T et

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







( l!.\iuh(nll-:

0092073 1P18-00036501 il =T
C-0
:‘:-ﬂ\f::"" say1im1a0  (F
K T '
mmmm\ m JISCHARGE TRACKING SHEET
URID- FLOOR- NAME OF CONSULTANT-
ACTIVITY INTIM | OUT NAME & REMARKS <To be
. E TIME | SIGNATUR filled
by
Admin
, >
Activity Sheet -
update by
Nursing
Activity Sheet
update by
Pharmacy
L







e ——

e B e

Wmveen:  Peooss 1z
}. e |se 06-08-1953 :3‘(11&11&0 (F) ow g .
| o T | BirthRight
" ACTIVITY RECORD FOR BILLING IHIIHIMHMIIIMHMIl/mMIl il | @t
Name: .00, o ha.... .
UHIDNo:.....‘?D:QEETB.............. IPNo:.. 3{3‘;@1 Consultant mhqu%nepr_ ................................
Date of AdmiSSION: ..........coeemmnrsensrenses Time: ......cc.correeeemne. Datte of Discharge: ..... TIme: .o,
R00M / Bed NO: o Ward: oo Suggested Bilable bed type: ...
WARD TRANSFERS
Date Time From To /§ignatureofNume
Lok | \Noow [ vee [ 4770008 (S,
o] $126 A | N oY Do
{ :%f %‘f 26 /o0 B 61 mlew 6597 4
\?{Hi]zb : &*}s"Pm EDE Fo) 1{)%&' '
CROSS CONSULTATION VISIT
Doctor Name Date Order No. ASignature
il Y e W b o> poek . D
Hz.
|1 3 (/' " /
4. /
5, ' /
e- /
8. //
9.
10 Q /

Docu. No: RCHI FRM/ GENERAL/ 145




INVESTIGATIONS e -
Date Investi~~*~ns Order No. @Mm‘
\%\,‘-“e\ao b el 2 booap3d // { 2 \*“”/

T s——— . R




! | MEDICAL EQUIPMENT (WARD & ICU)

.Date , Name of Equipment Cm;hrl};zﬁng Diso?_?nqgcﬁng Order No. /?S\nature
e \-\ o
WY ~Y 007692 g
| a,P el g rusion Ruwe |4 Jo—m' 171 1“{1‘:/\% lol('hj
\
e




PROCEDURE

/ﬁ‘mf acha ..... ik ' . (e.c.

Date Procedure Quantity Order No. Signature '
‘1\1210 v 'D\Q(Qmen:j (D ‘) @ ﬂ
codey o lion. @ i( \'%3@(95@/ I M@/@w«cﬂ
-\/\\\‘\\)" N = = ) 142865 }// A/ 01265)
g b Dlet Guuaodlong (L) 42488571 /’i’\%,w/
v}
etk | pudaieapy | (0 209022 Phoglmy
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Rainbow® .
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS

It Eakes & ot 19 trent the e, Yeur Right 1o 8 Safe Delivery

BED SIDE CHECK LIST FOR NURSES

Date: |y=+ \% \}'}\)(X \0\4(

Doctor's Orders \
Carried (‘;‘%{L w '.AJ%L

arried out or not o \j}’a’ PR
Bed Side { s
Structured Handover done Yo chn Yoo

U )

IV Site e 97 e
Central Lines ‘gs .| NP ,\(i n
Arterial Lines N LU TS
Feeding Catheter Aep NS sl
Urinary Catheter KO p N P N
Skin Care \peo L | e
Eye Care 3 " ,Uf ¢ -iu
Mouth Care ¢ 7

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty) ,"on gxfm d &
Intubation Tray g

N ALE [T
Emergency Tray

g.oaded Syringes with Midazolam
Vecuronium and Flush)
Ampoules of Adrenaline

i | g

Ventilator Tubing, (Any Water, quod)

el e | e

Humidiﬁcatlon

o LR Aor

Check all Infusion
(Labelling,Correct Preparation)

pob | pte | e
Chest Physio & Neb RSP | hop | DOP
Handed Over By Name : v Bl e Q\,b;,
Signature : %j/oq‘aﬁ vk
3 [
Date & Time: I Jghp (52"
V'
Hand Over Taken By Name : \P/ M/
Signature : @\«Gﬁ#—b}
Date & Time:

"N Fad
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Rainbaw

Rainbow Children’s Hospital - Guindy

Z &
Rain bowl D Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's _* TEL NO :044-40122444
Hospital WERB : https://rainbowhospitals.in

main road, ramapuram Kudlyiruppur Chennai E il
Tamil Nadu INDIA 600089 ~HE

ADMISSION SHEET

] . ) nenrmnn
Registration Detalls : T v
Admission No : IP18-00036501 Admit Date : 16-Jul-2026 Admit Time :09:26 PM UHID : GUC-00092073
Patient Details :
Patient Name : Mrs M VEENA Age :32Y11M10D
Guardian . Mr PRAVEEN S DOB : 06-08-1993
Gender : Female Religion
Occupation : Martial Status
Address (H) . plot no.104, door no. 2/2a, anadam nagar Phone No : 9940251363/ 7845582854

. no@gmail.com

Aumission Details :
Bed Type : MICU Bed No : MICU 803

Room No : MICU 803 Admission Type : First Visit

Ward Name : 8F-OT COMPLEX

Contact Details :
Name : MrPRAVEEN S Relationship
Contact Address : plot no.104, door no. 2/2a, anadam nagar main Phone No

road, ramapuram Kudlyiruppur Chennai Tamil
Nadu INDIA 600089

: Husband

: 9940251363

> VAM‘/\’

Signature

ﬂ;or Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation

Referral Doctor : Dr. Mathangi Rajagopalan Phone No

Co-Consultant

: OBSTETRICS AND GYNECOLOGY

Payment Mode : Cash Payor Name

Payment Details : Deposit Amount

: 7000.00
: SELFPAY

Printed Date / Time . 16/07/2026 21:27 Printed By : 017420
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% . Rainbow Children's Hospital - Guindy

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

Chlldren S gith TEL NO :044-40122444

Hospital ""R K WERB : https://rainbowhospitals.in

E A TMENT

Patient Name: Mrs M VEENA Age : 32Y11M10D
IP No: IP18-00036501 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 803

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatienti 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
ingmsance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

cai. 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.

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

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

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

Signature of Patient/Relative: 2

Name: 4 qQ. ?Qnu EEN Patient Address:

i i s plot no.104, door no. 2/2a, anadam
Re!ahonSh]p' HUQE’H”D nagar main road, ramapuram

; Tl N Kudlyiruppur Chennai Tamil Nadu
Date: [bl-otdo2£ Time: O712.26 INDIA 600089

Wittness Name: %‘LJ N

Wittness Signature: &’
\

Printed Date / Time = 16/07/2026 21:27 Printed By : 017420 Page 2 of 2
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BILLING POLICY

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

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

v

> 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.l. 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,

P 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 Yeapplicable.

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

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

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

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

>

>

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

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

» I the patient is shifted to the ICUL 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 s 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.

Hor Non - Medicals, Disposables, Consumables. Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,

Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., eredit cannot be extended. These items are

not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

> lttakes 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.

ﬂ T'wo attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

>
>

v

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

All the refunds more than Rs,5.000/- will be refunded through NEFT within 7 Bank working days.

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

DECLARATION
[ have atended 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. |
prTmisc to settle the claim with the hospital as per Hospital Cash Tariff,

B |

|[ Palin‘q‘ﬂ- Name :2 M VEEMH. UHID Number : 5720’7 ;
, | S s———— 1| !
| Self/Atendant Name : 2 2. PRHVEEN Relation : H'UQ'BHND
L] ;

Self’ Attendant Signature : -Pm%_ ~ Name & Signature of Financial Counselor

Phone Number > $ ‘

tRUss gL 9L ,é@
S = S l
7

RCH/GDY FRM/CLINICAL/426
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= (4] a BY RAINBOW HOSPITALS
P Anwussmu SHEET FOR OBSTETRICS e
Presenting Complaints ‘w22 1b/28 . 23] 25
de% ot Cf[tiv ‘C’_es Corrected EDD: GA: S€w)d
Obstetric Formula: Menstrual History: Regular .21 Yes (J No
63 ki Obstetric Examination Mastibal H': € (darq -

Obstetric Hostory:
G;:|2020 35 [seS /G“’!;‘Eﬂf‘ah"” ) nﬂfﬁda’ ﬁeigh{:}

Gy 2 Mibtasiage @ Gw | pX ¢ wbdone \y pcyyny: (ORelaxed [CIMid  CIMod [ Severe

msent Pregnancy Record: Liquor: P71 Adequate [JOligo  [JPoly
ey ¢ &My Ng o+ ), 35
‘ FTS:  Neahve PP: A Cephalic [ Breech ~ Others
yl3 - naawli“ v Head Fifths Palpable: Yo
RISK FACTORS: FHS: JANormal  [JTachy [JBrady [JAbsent
B; wbpad aorH ¢ Per Speculum Examination
Vol ve Draining: ClPresent T Absent (1 Bleeding

Cas'{&iolnas :(table Maternal tastdiac

| © obtond o fohu of Praent) Colour of Liquor: -1 Clear [ MeGonium 1 Blood Stained
2 Cosidine evaluakipn !
ua%e:;é ( gcs;é Vaginal Examination -
< Cenix  [JLong O Partially effaced [ Effaced
Height: .. 3.3....cm ' »
Weight:.&12.4.. kg Os: Closed Dilated
~ AliergiesNJ Membranes: OlPresent  [J Absent

Breast: ETNomal - O Abnormal Liquor: . O] Clear - [J Meconium [ Blood Stained
General Examination: g L0
Consciousnessto n8cioua Pallor: N o Presenting Part: [ Vertex [0 Breech (] Others
leterus: o Edema: No Sutton: O3 02 0100 0+1 O+2
Temp: pf‘fﬁb&éfc PR: &4] i) Pelvis: [0 Adequate (3 Doubtful
BP: 9406 )bo DTR: :
VS <, %0 RS AIVG &
Liver/Spleen: Urine Output:
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S.Globulin il

A/G Ratio : )

Uric Acid T R - F T Fad : vy |

S.Amylase | - pPRS 984
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Blood Lactate
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Cells ' UU“&'\
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Docu. No. : RCH /FRM / CLINICAL / 0138 co (RT.0)




Date
Time
CUE - Alb
CUE - Sugar
CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Celis
CUE
Stool Pug Call
OVA / Cyst
Occult Blood )
Culture and Ssnsitiviﬂes.:‘
q|9|2b K
Radiology:  USG: ] l Riwmld
X-Ray : Cffph.eﬁaa bl atesioN..
EOHO ! e S B i
b i 2
MRI . Popplest. . Noxadad !

Others (ECG, Contrast Studies etc.,) :
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CROSS CONSULTATION FORM

DOCHOT NAME L cevessrsssspsssiss sz s Date: By I D i THB svuvepressepensifostodeic

Diagnosis:

Type of Referral :
O Emergency

O Urgent

O Non Urgent

71 W Ep————— L e R S R S

Referred for : O Opinion O Co-Management 0 Transfer of care

Reason for Referral: [ffor concurrent care specify the particular need, especially in the absence of asecond diagnosis:

Poste natal €o0 awd @Aufw AR \f@&

Signature:

Findings and Recommendations :
e WMM{J’“F Noles  Dr W[pf}
6B & fynec

Consultant :
SIGNALUIE & covvssserersssssnsssssssmsssseenss Date & TIMB & woevvverrrerensussinanninss

Doc. No, : RCH/ FRM / CLINICAL / 049
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIBS: ....curvrrniirminssinssisississssssisesesssensss s ssensssenaesses 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.
(Exampla[' ai the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ... ieieicnnan SIIRII0: . cnussiuissiivsmmsisssssmiississs
SNO | (GENERIC NAME GAPTAL LETTERS) | (mg,meo) | (O, W6, 5, V) | FREQUENEY | G Timg ?2“4%'3:
1 = o— Oc Ooc
2 Oc Odbc
3 Oc ODc
4| | Oc ooc
5 Oc Ooc
6 dc doc
7 Oc 0Ooc
8 ' gac C! DC
9 | | Oc Ooc
10 Oc¢ Ooc
_ | * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ........... V“HQ{’/ 07%“&"9\1

Date&Time:...................1.(.?.,{:'?"../..?.,6............ e Sl

Nurse Name & Signature; &‘rpoo(éa@ NM%
Date & Time : ...\ {a.. %C&L%D—o’?“n'

Docu. No. : RCH /FRM / GENERAL / 080
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MEDICATION RECONCILIATION FORM
Drug Allergies: .................. M \ ......................................................
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)

Z

Rainbow® . i
Children's | @ BirthRight
Hospital .Wjﬁ
I Eakeas 8 ot £ treat tha Betie. Your Right t5 a Sale Dalivary

(B,Nut known any Drug Allergies

Shifting From: ........coeveu... ShIBA 10 ...ocovesuiniviiiia

- iﬁfﬂfﬂlgmlmmfﬂms) (mg,meg) | (0, WG, 86, w) | FREQUENGY | pol e ﬁﬁgﬁﬁg
1| INT. SupALEF |56 \v ™S QJ f'%,m ooc
2] Ing. Trapic 19 Tv BD l:l ¥ ooe

Tl

3 | InNg. LLEXANE o | BC op — 81T ODc
4] CoPan D Yorg | po Bp | —  p&t Ooc
S | T PAracetpvoL (g ) ain ~ |&=At Ooc
8 | Juetin GuPPos|TORY lcomal PR Bp glﬂiiﬂ’ﬁ Qe
7 - Oc Ooc
8 Oc doc
9 Oc oo
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .. &.: Chreed et/ !?:22”

Date & Time : 'TIO"!]AD%@-QS N

Nurse Name & Signature; ...2f 2. [2 2. &

wh"—{ b te. 2.

Date & Time : ...

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

* C- Continue, DC - Discontinue
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[ naomais R an's | @ BirthRight
T Hospital | (st
| MEDICATION RECONCILIATION FORM

DIUG AJBTGIES: wovrerrrsvessssssssssssssssses YN[ I ot 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)

L L — 5., L R — Y LS —
I e . P Ll
1| N7, SynTOCAN BV | AV Mak ‘-]Gl\;-g‘;: O met
2 | =T TMNF;QH-X\: (l;“ \g v, Mak cl;' -1]% ‘D ¢ e
3 | r. EwaeteT 4ng ny, Mel 2\:'5\;‘:’?0 oot
4 | NT. cAeRQ P T Ou L Axak 2-‘11\51;1:0 =gt
5 - Oc 0o
6 Oc Ooe
7 gc 0Ooc
8 ac D DC
9 Oc ooe
10 oc O DGJ

* (- Continue, DC - Discontinue
MEDIGATION HISTORY RECORDED / VERIFIED BY '

Doctor Name & Signature : ......D.e.....ggxm".u.a.._( .......... dl%

Date & Time : m]-:,\%‘LSQP:m
/]

Nurse Name & SIGNAtUTE: ....cccvereessnes e 5 Y0 V<A - K620

Date & Time : [”ft"gf@@‘?%n%

Docu. No. : RCH /FRM / GENERAL / 080
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DRUG CHART

5

Date of Admission: t(ﬁ 1.\ 24... Drug Allergies: y,“/lﬂﬁl known any Drug Allergies

EOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alier existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

i —

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

drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug  3) Right Dosage, 4) Right Route 5 Right Time

. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

$0S / PRN (As Required Medication)

DRUG : D

v

Dose Route | Frequency |Start Date|

Doctor's Signature. | Valid Period| Pharm.

Additional Instructions:

DRUG : Dae

Dose | Route |Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date}
e

Dose Route | Frequency [Start Date|

| Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:

Docu. No.: RCH /FRM / CLINICAL / 118 I

(PT.0)
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983
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"TiTwm

2y1IM1D R

REGULAR PRESCRIPTIONS  Weight. . Z5\....... Ward. 31%&“

- Datep

DRUG : InNT., CupALEER ﬁm: l‘l}' \q,\‘* l
Dose | Route |Frequency |Start Date|8 A /Ip\¥ P i
L5 | Iv | 11 ke 7 AW T\
Name & Signature of the Doctor
Starting the Drugs: tq g;‘j \\

‘gm‘l\"' ‘
Additional Instructions:

%

Daily Doctor's Endorsement by a Sign

DRUG : INT . TRAP|

Date

Tmel \ 7] \‘}f(

Dose Route | Frequency |Start Date A 9N

9 [TIv |t-o-] [t1h]ay /,{(_

Name & Signature of the Doctor \
Starting the Drugs: ﬂ \
8 9211 \
Additional Instructions: ﬁP"/W‘-_ , \]
Daily Doctor’s Endorsement by a Sign
t
DRUG : INT. C LEXANE %;]—:th \%@‘ \‘7\\(5(
Dose | Route |Frequency (Start Dat lopr oA
homig| Sc |D-o-) 1Tl (€7
Name & Signature of the DoGtor _
Starting the Drugs: g
gr2\

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: C- PAn D T hieR [k
Dose | Route |Frequency [Start Datef 74 /4%%
oyl Po 1o fi1)4)a

Name & Signature of the Doctor
Starting the Drugs: %
&2

Additional Instructions:

S
2

Daily Doctor's Endorsement by a Sign

Page: 2/4




SIONAMIE .....ocoserismnsermmsonssserssssessssussassess

)

VERIFIED BY : Name ...

Date»
VARIABLE DOSE Time Nurse S, I torse S l Nurse Sig | Nurse Sy |
' Dose Dose Dose Dose | ]
BRUG . Dr. Sign. Dr. Sign. Dr. Sign. De. Sign. -1
Route Start Date oy o pose i
Dr Sign. Dr. Sign. De. Sign. Dr. Sipn.
Name & Signature of the Doctor Dee Gow oo g
: D Sign. Or. Sign. D Sign. D Sign.
Additional Instructions:- : e l e Hog 70
| Si, =h Dt Sign. Dr. Sign. e Sign. [ wen.
Date»
_ oA - j J Dr;n1 | Dose _ | Dose C Ihu’ [ 2~
DRUG ; . i Dr. Sign. oc Sion Ot Sign, o S
Route Start Date . . o o
% , S T Dr. Sign. De Sign. R
Name & Siﬁnatur;. of the Doctor* -4 * i " e i
K Dr Sign. Or. Sign. Dr. Sign. O, Sign.
Additional Instructions: o i - -
Dr. Sign. Dr. Sign. D Sign. D Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Domw Route Signature Nurses
t*—i]q b an Ngaf:buourd o.5 M Nl \"%‘33 ﬁgh’.(sr
l?]q ﬂGc\M NE 8. BUDECORT 0-5 my Ndﬁd& Taina én,&fr‘
5 [T 54 S
| W'? % Byos- InNg- SuPACEF -1~ Ip 2m3 ray
- — W | W
_ H}? q&gaﬂ TnT SuPACEF ,’-5~‘j i ) 12m32 [T
; W 1S
3] | 8=0a~ | Ing .PAN 40 g v t’;';;r,_? e
19] 9 | 8300~ | TNT.EMESET 4y v | W o
o ‘ = 5
“A "l\q‘ AN ‘j
\ o, c;b*’f'b{:s‘ SyrcTocint 5V hio\vsu? ps
A\Ve S ues T, TRANGRA™MC | AV Aﬂl’p"/ By
\'\\‘ \ A. Acc ;M\ % L0 114“2 PJ
M\'JT 5%P TNT. CARgoeeT  O. L b |
WM a+5% (T 0. A6y %qiﬂﬁ s ]
Page: 3/4 (PT.0)
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Dr. MATHANGI RAJAGOPALAN j
RO AR | |
I.V. FLUIDS GHART Weight. f\ ........... ward. ................
D | T | g o oy | P [ T i) DR TRRE e

43| bart|  1ORL IV AN \\P: T
Pl N

'\
A\Paed”™Re by e ] by i %
e ‘#\w 3

,\ Ve _ | RL.\@ T L& _ !
\/\\\ O\"‘;?'F'ﬂ Q"n% 29U e PD-P/LA ’_;?5 ikl F.q_,i_s_c ‘
: ol F)f() : \.o\fy\'(yS

\,\\«\\w k RL .\ e 12%
. I vV Wy{:ﬁﬁ ) hl"llf‘r _‘/\\9_

Signature
6

\W \{C\ IVL lOR ¢ Tz ' D é} / ‘é
+ il I -

VERIFIED BY : Name

Page: 4/4
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VERIAED BY = Name ..........ccocoovesr

GUC-00092073 1P18-00036501 2z "
[ e mviwno Eﬁ‘:?d"i.%‘.‘?’-s ® girthRight

Il lll”llllllllﬂl”llllﬂlﬂllﬂ Hospital e
- ra— REGULAR PRESCRIPTIONS wegn £17f was... 8NH*™

X

DRUG: T PARACETAMOL --?w’rﬂ & \q\‘*
Dose Route | Frequency | Start Dt. [LA /Ip%_ B
tg | P Ji~t-4l174lad [/ T° D
Name & Signature of the(gcmr

Starting the Drugs:
] g |20 \m

go2\
Additional Instructions: L

%
25047 %%

Daily Doctor's Endorsement by a Sign

DRUG: JuariN SupPssiTopY o ‘11‘:&'\0\&

Dose | Raute |Frequency |Start Dt.[Fir / W S
omg| PR |1—<-) |vihk{ ¥V [val<H
Name & Signature of the [@tor

Starting the Drugs:

\@oll

Additional Instructions:

sy |

Daily Doctor's Endorsement by a Sign

—— —_— p—

DRUG: T CEFTUM Tt H O

Dose | Route |Frequency |Start Dt. | )
goomy| Po | 1=0- fighlay alif
Name & Signature of the %ﬂor

Starting the Drugs:

ga2?

Additional Instructions:

Daily Doctor's Endorsement by a Sign ™ L%

DRUG : T+ FLAGY L T2l
Dose | Route |Frequency |Start Dt.| Sam -l 6M
Yosrg| Po | 171 | Bhlay [ HONY

Name & Signature of the %ﬂor (58

Starting the Drugs: - . e ,9%

Additional Instructions: '2:: ¥
kopg &

Daily Doctor's Endommani by a Sign ™ [9v]

Docu. No. : RCH /FRM / CLINICAL / 108
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Patient Sticker C:I?d_r%vl‘:'s . Bu‘tthght
Hospital _ | ) aemesms
Sheet No: ............. REGULAR PRESCRIPTIONS  weight........... Ward .o
DRUG : Datef
' Time:

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

%%%{

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date
im

i

Dose Route | Frequency |Start Dt,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

&

Dose Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endommoni by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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STAT / ONCE ONLY DRUGS
Name: M/\F‘lﬂm ................................................................ Weight: .. &) kgs
Sheet No: ...
ONE e M EDICATION D&%ﬁig#gﬂgﬂ ROUTE Doctor S::lur:ll:ﬂENurse-z
AR |\s50er] 4. MEOROSL | topmen & o2 2y |Ps

W\w \'0"5901"7 Tve T SUPPUSITDK_L; lcom g Pe r&,ﬂ_r u.) ‘Pj

g\q\lb ﬁ’%fﬁUmex SupposI | 2 o 128 § 1] S [t
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Early Warning Observation Score Chart - Obstetncs

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

Date .
k l% Time89101112123456789{10111211234567

> 30
21-30
11-20
0-10
Sal:'r.xrations 94<-914D$6%
Administered 0, (L/min.

40
39

RESP
(write rate in
corresp. box)

37
36

2, dway

(&

<35

170
160
150

~ =
4 130

120
110
100 i
S0 7
| 80 oW (g "@

ajey ueaH

5

70 (o g -~
60 [a N
50

190
180
170
160
150
140 P
130 e 3
120 Vs Y s N
110 / 4 =1 e
100 |
30
80
70
60
o =
| 130
120
110
100
20
20 /
70 = .
60 l 1
50
40

| neuro AlertIIIII[IIIIIIII]’*’][T./Ii|A|||'

RESPONSE Noice
(V] Pain
Unresponsive

URINE > 30
mis / hour * < 30

Protein + +

b
anssald poojg joIsAS

s

e

<«
aunssaid poojg J1joiselq

Proteinuria

Protein > + +
. Normal =
Lochia Heavy / Foul
Clear / Pink b — —

Green
TOTAL YELLOW SCORES o A
TOTAL ORANGE SCORES =] o)

Nurse [nitial ',B‘

Liquor

.—-Etb 2

Dotu. No. : RCH /FRM / CLINICAL / 053
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cany warning Observation Score Chart - Obstetrics

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

Date 9}-’—' .
\ :{—\% Time (%)| 9 [(10)l (1) 3|les|6|7(8)o|1wo|1afh2)1r|2]|3da)ls]|6]7
RESP 230
(write rate in 21230 T o —
corresp. box) 11-20 %
0-10
Saturations —gi_g—?;%
Administered 0, {L/min.) [
40
39
= 38
é 37 ] . d g
~ 36 W Z/ i | el S

=
2
=1
e x|
|
T
Al
2
=
o
T 8 120 L __};ﬁj . \\‘9 'ﬁ% N X%
ing 110 AV VTR I N (X
3 100 i N ¥ 4 1
2 a0
= 80
L ;
| 60
] 50
130
= 120
é 110
& 100
o i .
'L g 90
S 80 L Ty N ,' \ "
3 70 yEARVIFE IR v ~J My 3
a 50 o I, I A A © ‘db
5 50 b ¢ (@ 7
m
40
JNEURO Ail::rt [ Al | 4717 171 7
RESPONSE Ygice
E‘/] Pain
| Unresponsive
URINE > 30 -
mls / hour <30
Proteinuria Protta:n r
Protein > + +
Lochi MNormal
8 Heavy / Foul
. Clear / Pink | —
avor Green

TOTAL YELLOW SCORES o RTe o P10 @) [=} °
TOTAL ORANGE SCORES Q c lg |© |o o 0 Q
Nurse Initial & Ard a1 [ i &
— L /4 u
Docu) No. : RCH /FRM / CLINICAL / 053
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_ ..y wdrning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

\%\ﬁ;\‘”o

~

)E

Date
Time ’l 8

10 | 114 12/ 10|11

d & @lﬁ

RESP
write rate in
corresp. box)

> 30

21-30 O

11-20 5

0-10

éaturations

94 - 100 %
<94 %

Administered

0, (L/min.

9, dway

40
39
38
37

..
_l;\
h.;

v

—r

36

3s
< 35

a1ey Ueay

i70
160
150
140
130
120

110

100

4

90

H

%

80

b

70

-

60

@t

50
40

anssald poojg |oIsAs

190
180
170
160
150

140
130

120

110

24’

100

©

90

80
70

60

50

ainssalg poojg NjoIseiq

130

120

110
100
90
80
70

60
50
40

D

“V

NEURO
RESPONSE
(v

Alert T A [ 1 a4l T

T T Tl T 1 |

]

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal 1
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

\QC
e

6]
v -
v

s

Nurse Initial
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| (_ FLUID CHART )
Sheet No. : ..., | L ...............

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 IV She
Date | Time | o | . Roue NG | Diarthoea | Vomit | Orainage | urne | Phebtis .
A Mogh [ v | NG
08:00 am / \\
03:00 am_ \
™ 10:00 am By
' . 11:00-am \\
1200 pm N
01:00 pm
‘Total Intake : Total Output ;
02:00 pm \
03:00 pm \\
04:00 pm S
05:00 pm )
06:00 pm | - e
07:00 pm j il
Total Intake : Total Output : e
+08:00 pm . - = ™|
W 0g00pm [ —— 0 N oAl —

) % 10:00 pm L
11:00 pm 1 _|
f200am | p} : Qsod | W [Tho
01:00 am ‘Q; Yo e

Total Intake : ‘ Total Qutput: Q. SO~
[0200am] An | B
0300am | N\ RIBNE YN
0400am | vy : W AP
0500am| \ ' ; & Ay
owmn [ | | el © a5
oam| 1 Dogeyl | o [ m

Total Intake : : s Total Output: 0 9 o <

Total 24 hrs. Intake 9-50 “*\ i Total 24 hrs. Output )_‘ %0 ml

Docu. No. : RCH /FRM / GLINICAL / 092
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1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 frs. total of intake and output.

\-.

Intake

QOutput

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

\;@ ;g\@b IV Site
Date | Time | NAu'® Route NG | Diarhoea | Vomit |Drainags | Uring | Phiebiss | Sk,
I Mouth | v | NG

08:00am | p/ | QB ) Gom | O K&
0:00am | 1y Lo o™ o o
10:00 am ,.E fﬂ%otf\-! 2o0n|] O
11:00am | ¢ 30 le lpew
1200 pm \@% 108 | . | o
01:00pm ok 0™ 12X o' | o o

Total Intake : Ib@m‘ Total Output : 3 0"\\
200pm| T | (tadllac $< O o]
03:00 pm log 250 | O

'.%\2\0 0400pm [YT ey 200 | 55 1S 1@ |

\"“\ 5500 1y 9 |00 s {splo  LED

06:00 pm [2-% {polo -@;Q
07:00 pm Ho.o 200 |125 310

Totalintake: 55O J-FS0- ) 410 Total Qutput: S 0 opwh
[0800pm | pio [l (1o gorll 0 | cAp
03:00 pm ;;4@_@ ) \ ‘l‘%‘g_mu ) por
10:00pm [waslle | YOO~ ,@!\0 ) A O
11:00m | Yo |lx0 Q P
12:00 am j O 402s
01:00am | W3y | [oo o | pm

Total Intake : (o50a ¥ 2500 < o[oon-J Total Output : '%S()V\»—\
02:00am bl O | pp
03:00 am e | O | PP
uooan (N0 [1gOM 0 __Lpe
0500am| ’ WM o1 it B
06:00 am Mﬁf&qw OxoM o ; et ol
Loro0am| ‘ O | .

Total Intake - mSOM % . Total Output: SOV~ |

Total 24 hrs. Intake | [ 301‘) Total 24 hrs. Output | 9,530 X
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U AW

Sheet No. @

(FLUID CHART )

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

\ 2ok Intake Output e
Date | Time | N Route NG | Diarthoea | Vomit |Drainage | Urine | Phieotis | Blon. -
{ Mouth | LV | NG

06:00 am Moo | Poerd] ¢ Zoovvy % ’P\b—,
0900am| % F’;rlﬁﬂf“ Ci=
100an | |43 ¢ |Qoent| o | §—
1100am| noonll O P\
12000m 11 o o Doyl 0. | ph~
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" Hospital BY RAINBOW HOSPITALS
R thns 8 12 10 st the e, Your Right 12 a Sate Dallvery
CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: @y . Matian, Date of Delivery: 1. . 20 5,
Assistant Surgeon: @y, . pm,;ﬁa,ga O Shveede,; | Time of Delivery: 4 - 5% Am
Anaesthetist's Name: Prr - Ashwing Gender of Baby: (i )
Type of Anaesthesia: Spina) Weight of Baby: 3.827 kq
Neonatologist: B Silaks b AGPARScore: £/, 9,5
PrbMmne )y Soncgets NICU Admission: CIYes ETNo |
Pre-Operative Diagnosis: G 5 P, | Al 32weEk, +104y | PrRevIOUE Lecs
& Elective O Emergency lndlc:aticmPRFVEUUSLSCg
Urgency : -

0O Immediate Threat to life of woman or fetus

D Maternal or fetal compromise not immediately life threatening
0O No maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff

"]

L LI R Knief to rectus: ... 30
CTG Description: R@lﬂjf"vc SR UEE i
If there was a deay give the reasons: ...

Surgical Procedure: ElechH ve Yepeat |ower @amenif Cesavenn Seckrom

RostOperatlveDlagnosls: Pa L, 4, }PDD ~o° ] POST Lacse

ﬁeﬁ-Operaﬂve Complications: N

Amount of Blood Loss: 3o on | Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

b
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Bensive endemetiosic moted ‘v BlL tubes , Mesosalphiny

and ‘Ebs-}e'ﬁmf suwafoce Of: (tenad

Examination Findings when Appropriate:
Presentation: D*C?phallcw C1Breech D1 OMEr oo CONVICA! DIBIAHON: s O

5t Palpable: ... 1.5 s Fetal Position: . ; .
Station: CJ{S Q-2 El-1 DO l:l+1 D+2 Moulding: I:INone O+ O++ El+++
Caput O+ DO++ DO+++ . Meconium: CINone D1+ ¥+ O+++
Bladder Catheterized : @es ONo Urine: Clear 1 Blood Stained

Skin Incision: & Pfannensteil O Transverse 0 Midline 0 Other ....cevenmserianenss

Uterine Incision: ErLower Segment O Classical O Inverted T 1 J Incision

Previous Scar:  E¥fhtact O Thinnedout O Ruptured ) No Scar

Incision Through Placenta: Ol Yes  BNd B o

Delivery of head: o fanual O Forceps 6\?‘[""’{{ T MSL

Liquor; OClear O Afeconim: 01 & OW  OBlood O Offensive  EXNot Offensive

Delivery of Placenta: 1 Manual 7 (—— [Complete O Incomplete [ Piecemeal
Cord Appearance: o Ne i GOM around-the neck 1 Yes _ETNog -
1

ADDEAANCE Of PIACENLA: .. ST s GAVRY explored EYes O No

Uterus, tubes and ovarias I:I Normal 1 Not Normal Sterilization: CJYes

Uterine Glgﬁazw %ﬁfuyer O Two Layers b= VIR sccnsennssssssssssesesns SULUTE
Peritoneal Closure: O Pelvic TR ¥ < U ——L L
Sheath Closure: i VS VLERYL...cnurasnsssinanensss SULUTE
Fat Closure: [1Yes =flo i e T ik OIS
Skin Closure: OSubcuticular O Matiress D ~OMONOCR Y s, SUUTE
Vagineal Evacuated =Yes O No

Drain: OvYes ONb CIRBMOVE N coovoirirrininmmmsssnsss days [ Awaitinstructions
Ctheter CYes O No [OJRemovein thb'J‘DPm days [ Await instructic.is

Swap & Instruments count correct? Yes O No O Post-op Antiblotics OYes ONo
Intra-Operative Antibiotics Cover: OYes O No O Thromboprophylaxis O Yes ONo

Post-Operative NOeS: ............w ﬁ?oxﬂﬁw ............................................................
s YiTads. vafiwrwa

o NEIQRLA. lar:rd)lrm..

—INtrStzPAch .58 1 L Lon ) (MRS

I TRARIG. ...Ifjadosea 15 >t ) W i B S
e L PAN D MO N L. > o VO
- Tr&mcmwu LG fo.. '*H-l
= TNSTIN.SVRPERETIRRM. Los:aw_v] PR.. \v )
e ERRL 'h?d'a‘_‘} QR

. .u--}:u-. wees

Doctor Name: .. @‘
Date & Time: ... H]O’? \pm«b

Q_L\ 1
Doctor Signature: .. f g 4 i
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Children’s . BITthRight MRL '::nmau zvnmun N ]
Hospit al . BY RAINBOW HOSPITALS “““ “\\\ \“\“\\\
It takes & lot to treat the littie. Your Right to a Safe Delivery \\\“\\“\ \“\ eSex: O MOF
[ PHLEBITIS ASSESSMENT ) C‘-onsultant PSP PETTTT TR L L
CANNULA 1 CANNULA 2
Date : \'ﬁ-\ F\)\ Time: bfl'm Date : Time:
Location ! V\Q&) Location :
Size : Size
Cahnula inserted by : SV ow ""qu Fg ' Cannula inserted by :
Date | Time |Phiebitis [initration| o | Sign || Date | Time (Phlebitis finfitration e | Sign
_|OYes ONo | OYes ONo P OYes CONo | OYes ONo
\ OB [ aves pr\ Oves 2o |Rrblon | Gdds OYes ONo| OYes ONo
(#1200 | A ayp |OYes ONo | OYes ANo|opke. |d¥~— DOYes ONo| OYes ONo
bpf  |OYes GNo |OYes ONofelssn DA DOYes ONo| OYes ONo
j 2P |OYes ONG[DYes ONolovse  [Dex” OYes ONo| OYes ONo
by |OYes Do DYes&INd Q(-,@ﬂ%_#‘_ [OYes ONo| DYes ONo
'[Obm OYes 096 | OYes 20| prllon. | "oy OYes ONo| OYes ONo
%W\ OYes @No | OYes (o w (2] OYes ONo| OYes ONo
g\ P OYes (G | OYes Bfo| opulso~| P OYes CINo| OYes CNo
(s G Y| OYes 6} OYesENo w | - p OYes ONo | OYes ONo
(o St OYes 5| OYes B0 . OYes ONo| OYes ONo
(2 \n~| OYes Do | OvesiNo iﬁm \pe 7 DOYes ONo | OYes ONo
© L\~ OYes @0 | OYesTNo|' opter | ~er 2 [Yes ONo | OYes ONo
YA . |OYes 2o | Cves TINo o red OYes ONo| OYes ONo
s |OYes @fio | OYes CHG | mm DA OYes ONo| OYes CNo
2 Do |Oves 216 | Oves 26| plbipn | $4 OYes ONo| OYes ONo
i OYes ONo | CIVes ONo DOYes ONo| CiYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
A ,{JYes ONo | OIYes ONo OYes CINo | OYes ONo
/" |Oves oNo | mves DN OYes ONo| OYes ONo
/ |ovhs ONo|Oes DN CIYes ONo| OYes ONo|
OYes\ONo | CIves ONo OYes ONo| OYes ONo
OYes aﬂo OYes ONo OYes ONo| OYes ONo
OYes ONOJ OYes ONo| / [Yes ONo| OIYes ONo
. OYes ONo | NYes ONg{ OYes ONo| OYes ONo
| DYes ONo | v ANo DYes ONo ClYes ONo
' OYes ONo | 0Yés ONo OYes ONo| OYes ONo
Cénnula removed : OYes DNO'Tf yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: 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.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time;
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [Infiltration| NVrsing Sign Date | Time |Phiebitis ||nﬁ|1mjon m:mw Sign
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONs | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OOYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo.
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo|
| cannula removed : OYes ONo, if yes date and time - Cannula removed : CYes CNo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes OINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
# Every 2 hours if on fluid infusion,
# Every 4 hours if only on IV medication. *
= V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) ¥ )
0 1 2 3 4 5
T | e | S ot g ko | L et o e
* Slight pain near LV. | # Pain near|V. Site | # Pain along pathof | % Pain along pathof | % Pain along path of
site or slight redness | % Enythema cannula % Erythema | cannula # Erythema | cannula # Erythema
near LV site # Induration # Induration # Induration #* Induration
# Palpable venous cord :‘;;"ﬁewsm
| OBSERVE CANNULA | OBSERVE CANNULA gﬁﬁﬂ'ﬁ&REMOVE %@ﬁsﬁen g%ﬂiﬂgﬁamnsn %‘:&Eﬁ%ﬁ&” )
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" Hos P it al BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form TR | W ey
r A =
Ehouse Highest Applicable Score from each Category 2208/ Thne (;’ S 0o bbb z :F D;(I Fall Risk Grading
Score | lopvy | oo 20
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Morse Fall Score :
. _ © () Risk Level (MFS) Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O O ©
Furniture 30 Standard Fall
' S Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O O )
IV / Heparin Lock or Saline Yes 2 &éj 29 Implement
= 0 5, Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rievegﬂgg
. n
GAIT / Transferring Weak (uses touch for balance) 10 (5 0 i Ve
Normal /On Bed Rest /immabile 0 Implement High
W . isk Fall
el Bt Forgets limitations 5 15 High Risk > 51 E;g:e?ﬁon
Oriented to own ability 0 o) &) (@ isrvention
Total Morse Fall Scale Score: (6 0 0
- i
Signature . 2 H~ 29

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

Low Risk (0 - 24) (Standard Falls Precautions)

O3 Ensure patients use their prescribed e

[ Use chairs with arm rests

ye glasses if any, in the hospital

1 use safety straps on stretchers and wheelchairs while transporting patients

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

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

[0 Assist and/or supervise ambulation. Reinforce to always call for assistance
O Hourly safety check

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

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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. Hospit al BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ot e e e e e
Nl ¥ =
Choose Highest Applicable Score from each Category o J AL ‘ﬁﬁﬁ&% l& .h_.[&f" (€ "!-H 28 Fall Risk Grading
SEe te 1,20 36
I-_iislory pf Falling Yes 25
(immediately or w/in 3 months) No 0 O o) o Risk Level Momt:’::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 O o
Furniture 30 v . Standard Fall
L -24 .
Ambulatory Aid Crutches, Cane(s), Walker 15 L : Precaution
None /Bed Rest /Nurse Assist 0 @) O o
IV / Heparin Lock or Saline :es 200 20 2 290 Implement
2 Moderato Risk | 25-50 | Moderate al
— 2 interventon
GAIT / Transferring Weak (uses touch for balance) 10 \© Lo lo
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitations 15 ‘oo Risk Fall
ntal S High Risk > 51 :
Werisl ians Oriented to own ability 0 (&) 0 o ::gs:unggn
Total Morse Fall Scale Score: 20y 20 e
Signature @;\WC ) EJ— %‘X
PV oo B

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

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

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

O Hourly safety check

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

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs







Patient Sticker

)

Morse Fall Risk Assessment Form

\

B ens. %BirthRight"

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the litde

Your Right ta a Safe Delivery

N ™
Choose Highest Applicable Score from each Category Date / Time_| 18 #'hb 5 ‘ . !'u‘ Fall Risk Grading
Score 20 20

History of Falling Yes 25
(immediately or w/in 3 months) No 0 'S P Risk Level MmsT;:g)Scure Action
Secondary Diagnosis Yes 15
(mare than one diagnosis) No 0 O s

Furniture 30 Standard Fall

' ) Low Risk 0-24 :

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 © bt
IV / Heparin Lock or Saline :fs 2 20 am Implement

a 200 Moderate Risk | 25- 50 gggg}gn‘:a“
Impaired
. P Intervention

GAIT / Transferring Weak (uses touch for balance) 10 \0 ©

Normal /On Bed Rest /immabile 0 Implement High

Forgets limitatio 1 — Risk Fall
Mental Status .g - = : High Risk 250l P:evention

Oriented to own ability 0 0 (= Intervention
Total Morse Fall Scale Score: G 2e

Signature ey ] L3t

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

— e

Moderate Risk (25-50) Apply all low risk intervention and
[0 Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs

T e —

e — o _—
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PAIN ASSESSMENT FORM Dwes st M
Date Time Pa:; fi;‘)’re Location Duration Acuity Character ' “F";'g::g Pat:.:: :;:;ﬂﬂ‘f Intervention ‘ Sign
\ [0 Continuous | I Acute 0O Sharp [ Dull O Increasing r_,l:lzts f\\t[‘ él N2
\\o\ﬁ\{w \opm | © Lo | et f O Intermittent | O Chronic [J Aching [J Burning | [ Decreasing | O -——b\ﬂuo
2 \ \lb o . \ O Continuous | O Acute O Sharp  [J Dull O Increasing | O Yes fo“ M
23 & L\P;W\ (o ot O Intermittent | CJ Chronic [J Aching [ Burning | [J Decreasing | [@No . ~=1
O Continuous | O Acute O Sharp [ Dull O Increasing | O Yes l\;: ) g
\& Hb[oam [© lo | O Intermittent | O Chronic | CJ Aching  [3 Burning | O Decreasing | &No bt g
| O Continuous | [J Acute O Sharp 01 Dull O Increasing | - @¥es N? | Gﬁ%;q._g
ﬂv‘ﬂrt’l& Qo~| Ol® ‘ﬂ%&f O Intermittent | O Chronic | D) Aching (1 Buming | CJ Decreasing | 2No '
\ 0 pen "2[\ c&ﬁu{’ O Continuous | ETAcute O Sharp  OJ Dull P Tncreasing | B Yes (_Ovy\:&yw o | PDan
& 3 \ 2 0 Qide [G-rfermittent | O Chronic BrAching (] Buming | [ Decreasing | I No | 23] s "= P
. / ’:1 Ll o a L O Cotinuous | Cléeste> | OShap DDl | O Increasing | O1X¥§ 7 P&oy)‘ Q)Q ﬁﬁ' .
: ; i 3 i ¢ L O
¥ FT‘) / (o & BHmermittent | O Chronic QAching> [ Buming | (-Becredsing | O No ‘ﬁ_‘ﬂ‘l VT o |
O Continuous | ClActte [ Sharp 7 Dull O Increasing | [Ips :
\—3&-‘&\% %Q\'ﬂ VUZJ &‘ﬁ J2 Intermittent | OJ Chronic Prfching [ Buming [xDecreasing | O No \—? m“@’gﬂw~
\%@b o o _ O Continuous | I Acute 0O Sharp [ Dull O Increasing | O Yes N)‘l‘ @(
@ Q o O Intermittent | CJ Chronic O Aching [ Burning | O Decreasing | &'No
O Continuous | O Acute [ Sharp  OJ Dull O Increasing | ElYes Nl {g f—
[3’:’725 3 O/ e = O Intermittent | O Chronic [ Aching [ Burning | [J Decreasing | [ No f Uo’?‘zé’
i [ J
8’[ 5 Nm D [ Lo % @ Continuous | CFAcute [ Sharp B Dul O Increasing | [gVes SN rid ﬁtl';%t&
_ : : Achi A .= il .
,(,db, O Intermittent | [ Chronic [ Aching [ Burning | (3 Decreasing | ‘0J No L ;bm .
Re-assessment

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Alleast every 2 hours for the first 24 hours
€) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



4 v ~ PAINASSESSMENT ToOLS B

FLACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)

) SCORING
CATEGORY . -
. ] 1 : 2
; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoriented Quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normai Squi ifting back and ‘
sty oy [
Humerical Pain Scale (Obstetric and Gysecology)
L 1 ! 1 I | L i | 1 ! Moans or whimpers occasional Crying steadily, screams of sobs,
c No Cry (Awake o
I I RN R IO i e s T | comwn feqent comyiits
No Pain : ' s Reassured by occasional touching,
‘ Consolabiity - | Contit, refaxed fugging, or being tatked to, Difficult to console or comfort
; distractible _
-~ Nesnatal Pain, Agitatien and Sedation Scale {upto 1 Month)
Sl Sedation ' Herma Paia / Agitatien
Criteria
Wong - Baker (Pediatrics) Abeve 7 Years -2 -1 & 1 2

Crying No Cry with painful | Moans or cries Wmnﬂmﬂma High-pitched or silent-
irritabidity stimui minimaly with painful| irritable intervals consolable | continuous cry
smuli inconsolable

mmm mnm mmm Hmswam Behavior State | Noarousaltoany | Arouses minmally 10 | Appropriate for Restless, squinming { Arching, kicking constantly awake
stimuli stimull pestational age Awzkens ireguently | or
No spontaneous Littie spontaneous Arouses minimally / no
movement movement (not sedated)
Faclai Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimufi intermitient continual
Cxiremities No grasp refiex Weak grasp reflex Relaxed hands and Intermittent Continuai clenched
Vane Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with: | Less than 10% Within baseline or increase 10-20% | Increase greater than 20% from
AR, 8P $20, | stimuf variabiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimudi | gestational age Sa0, 76-85% with | equallo 75% with stimulation -
apnea stimulation - quick siwmy&latsmm




D s ™

: . o — — Rainb'gw’ F NPT —
FvtP.atuam.sucacec - —— gh“d_.-erl.-s ® girth Right
Y. \eend ospital | g ovrameow woseruis
L PAIN ASSESSMENT FORM et | O
> Pain Score | - Moditying | Patient / Family ,
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention ii!:
lﬂ'[ o ~ \ O Continuous | OJ Acute 0O Sharp 7 Dull O Increasing | O Yes ~) ? %
13 H 6| 8PN / | M O Intermittent { O Chronic O Aching [ Burning | [J Decreasing | [J-No
& . ) O Continuous | I Acute O Sharp 7 Dull O Increasing | O Yes ) } @
\-, %) \ . ; : . . \
P\\'f’\' 9,9’"9 wa ~ O Intermittent | [J Chronic O Aching 7 Burning | [J Decreasing | 3o O —
O Continuous | OJ Acute 00 Sharp 3 Dull O Increasing Ll es il fiy
O : e
Al7]s6 |spm |Clts [An] O Intermitient | O3 Chronic | (I Aching 03 Buming | 01 Decreasing | 03 No [ e320%
O Continuous | [ Acute 0 Sharp 3 Dull O Increasing | I Yes
DO Intermittent | OJ Chronic O Aching (3 Buming | [J Decreasing | [ No
O Continuous | [J Acute [ Sharp 7 Dull O3 Increasing | O Yes
O Intermittent | OJ Chronic O Aching  [J Bumning | [J Decreasing | [ No
[ Continuous | [J Acute O Sharp [ Dull O Increasing | 0O Yes
O Intermittent | CJ Chronic O Aching [ Buming | [J Decreasing | O No
0 Continuous | O Acute O Sharp 3 Dull O Increasing | [ Yes
O3 Intermittent | O Chronic O Aching (3 Bumning | [J Decreasing | 01 No
O Continuous | O Acute O Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [J Burning | O Decreasing | O No
O Continuous | OJ Acute 0O Sharp I Dull 00 Increasing | O Yes
O Intermittent | [J Chronic 01 Aching [J Buning | O Decreasing | I No
O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes
OJ Intermittent | 3 Chronic O Aching  [J Burning | [ Decreasing | .[J No
Re-assessment Frequency:
1. Every eight hours for af hospitalized patients.

2. mrmsn-mmmmmm.mmmm:
a)  Atleast every 2 hours for the first 24 hours b)  Then every 4 houss.
c)  Prior o pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PTO)
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Numerical Pain Scaie (Obstelric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth to 7 Years)

?gf.:.,-

&

-

S S S

mmmsl

1 1 1 i
3 4 5 6

Wong - Baker (Pedialrics) Abeve 7 Years

HI.I‘BUIB!HCI'!

me

@

Huns Wﬂf‘sl

1 SCORING
CATEGORY ’
] 1 2
Occasional Grimace or Frown, Frequent 1o consiant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity m:as? ” forth, tense Aeched, fight, or Jerking
p : Moans of wh pecasional i ) of 50bs.
Cry NoCry orasieep) or whimpers Crying steadily, screams
Reassured by occasional touching,
Consolability Conturt, relaxed tugging. o being talked fo, Dimaltnmaeorcw
-« Neenats! Pain, Agitation and Sedation Scale (upte 1 Month)
Rt Sedation. pormai Paia / Agitation
Criteria
2 -1 ] 1 2
Crylng No Cry with painful | Moans or cries mmmmmuuma High-pltched or silent-
frritabifity - | stimull minimally with painful| inftable inmtesvals consolable | confinuous cry
stimuli Inconsolable
Behavier State | Noarousal toany | Arouses minimally 10 | Appropriste for Restiess, squirming m.mcormmm
stimuli stimli pestational age Awakens frequently -
No spontaneous Littie spontaneous mmﬂlwm
movement maovement (not sedated)
Facial Mouth Is tax Minimal expression | Relaxed Approprate | Any pain expression § Any pain expression
Expression No expression with stimuli intermittent continual -
Edremities | No grasp reflex Weskprasprefiex | Relaxed handsand | Intenmittent Continual clenched
Tone Flaccid tone decreased muscle | feel dlenched toes, fists | toes, fists, or finger
tone Nommal Tone of finger splay spiay
Body isnottense | Body s tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increasa greater than 20% from
AR, BR 820, | stimuf varkabiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseling with stimuli | gestational age Sa), 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { siow recovery Out of sync of
fECOVETY fighting venilator
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Support Surfaces
Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule ]
' ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels  Gel pads for high-risk areas
@ Use pressure redistribution surfaces
©® Manage moisture, friction and shear Altemaﬁng pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients cu
13-14 Moderate Risk —_— . el Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges Aternating pressure mattress ove flay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
) ® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

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

assistance. Spends majority of each

MMWHMMMMMMM S TEL N T
Time:| JS /S [ [ B )7 118 (F tq e
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 CF‘
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ' 4 9 \_'
without assistance. to completely turn self independently. independently. ]
2. Chairfast : 3. Walks occasionally: 4. All patients too young fo ambulate;
. ; . Ability to walk severely limited or Walks occasionally during day, but for OR walks trequently:
mrg;’:zgzgi’;f E :I?:mo'h ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
2 day and inside room at least once every ,q—‘

wheelchair.”

shift in bed or chair.

2 hours during walking hours. -

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No Impairment:

Responds to verbal commands.

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

- =

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4. Rarely moist:

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

FRICTION-SHEAR

Friction . Occurs when

Skin moves against

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

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets Is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides dawn in sheets, chair, restraints, or other muscle strength to life up completely (_)L L}‘ L—f
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.” (Fk
one another occaslonally 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
food intake pattern

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.

minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any

for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.

most of every meal. Never refuses a
meal. Usually eals a total of 4 or more
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: 8. ExcaNgnt ((
; Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may i 3
T’sm:;g";;‘:‘" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be "gs";#?sm'l:wg"" s_aﬂluratrls;:“ 171,
does not physiologically tolerate < 10 mg/dI; capillary refill may be < 10 mg/dt; capillary refill may be * Sen r:dma gb; capifiary )
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. SeSeroms.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 |

Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule .
‘ - ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels  Gel pads for high-risk areas
@ Use pressure redistribution surfaces Alternati tr |
® Manage moisture, friction and shear 1 PUASSITBANRIERGS Qvbray
® Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
© Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk N ) Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to reqular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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Date :
Time :
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or exiremity position body or exiremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chalrfast : 3. Walks occosionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy: )
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) 1o painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ahility to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over ta feel pain, or discomfort in one or
half of body. two extremities,
Moisture Degree 1. cusﬂmﬂy moist: 2. Very molst: ) 3. Occaslonally molst: 4. Rarely molst: )
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o molature Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent 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 agains! 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 slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides dawn in sheels, 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 anather occasionally slides dawn.
1. Very Poor: 2. inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liguids, 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/dl for age OR eats over half of most meals.| ~most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy 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 sesvings of meat or dairy but will usually take a supplement it 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 Fﬂgmmised: 2. Compromised: 3. Adequate: 4. Excellerit
Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : B
ﬁﬁ;:y::::é;’;ﬂ & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nogr;nn_tanswi.l %xygen s?llurati:trll
does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/d; capilfary refill may be > 95%; normal hgb; capillary refil
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23
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TOTAL SCORE

Evaluator’s Name




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Patient's / Learner Language: (_‘ILIV%.O ................
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Rainbow’ . .
Children’s (L BirthRight
Hospital BY RAINBOW HOSPITALS
Bt takes @ bt 10 trest the litte. Your Right to a Safe Detivary

Healthcare Literacy: ‘;;Ea/) NaC]

L

Patient / Learner Literacy: [ ] Read 1 Write /Sfﬁjc Willingness to Learn: ,)’e{) No
Identified Education Needs: : ":}g Risk Education
1. 6. Discharge Medication 1 e use of Medical Equipment / Implantable Devices
Diagnosis G‘)‘-z»llrl ; 7. Infection Control Measures Safety
%E‘,w-\g‘] L%j,q mmcmm 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nurition / Diet 13. Risk/ Safety
Part-1i
Use codes fram the list in part Il
Date Time | gNeet Information Taught Comments | Desiwmstien/
0 Person Taught |  L83MIM0 | Teaching Tools ta overcome Understanding
Edicats abad @&U SIS Qd@ gl e ﬂ N
f " W CB‘Z &DV\.Q Q,?'" / ¥ PU
LD opm| v hoole  Cad aido satile i g oo t Goo’ [
h ol:&.»l- g o LN PN
AT T s P ekl peterh i gus ol |Niove [Ves Croodl | o=
=¥ sy o]
oL 0
Fts| 101 43 | €>4F! "u@ca,?‘”ﬂ,wo pint | N {oval |wona ¢S |good 1B,
j \a® apoul av et » A oo é/
) aad bl A NOTIC SN G L rove PP PR [
Part - lll: CODES
Who was taught: /.n/#m F: Father M: Mother $: Spouse $n: Son D: Daughler  C: Caregiver 0: Other (Specify)
ﬁ g Barriers 4. Language Barrier 7. Impaired Thought Process/Cogritive fimitations 10. Financial Difficulties 13. CuituraYReligion Practice
. Educational Level 8. Responsiilities at Home 11. Beliefs and Values 14. Others (Specify
. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video _0: Oral) P Printed
to overcome barrier/s: 7
1.,:% l 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2.© Obtain 4. Teach Family / Others 6. Respect Cuftural / Religion Preference
Understanding: 1. Mummlm 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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T Chitdrens | @ BirthRight
URINARY CATHETER BUNDLE CHECK LIST e
Date of Insertion: . L;FLO‘LL 202k, (. GB‘V\ Date of Removal: ...\ WXQ:P\QU)‘Q @\0 Pm
Parameters Date Shift Time % G H;iv ) 999{ \ ot
Need for the Catheter ﬂs ONo | BYes ‘DNo _D—Ye?\JEINo g’res i:INo OYes ONo [ OYes OONo [ OYes ONo
Hand Hygiene Eﬁ}zs ONo | @Yes ONo | DY’ ONo | HAYes CINo | DlYes @0) Yes ONo | OYes OONo
Usage of Sterile Equipment ,ETTes ONo | @XYes ONo | WEINO [fes ONo | OYeS CINo \FIYes CONo | OYes ONo
Is the Collection bag below the level of bladder P;yes ONo If\ﬂes ONo WDHO [¥fes CINo | OYes CINo l‘_\‘Yes ONo | OYes ONo
Check the Tube for Ssiruction (Free of Kinking) - -D{res ONo | di¥es ONo | D¥6S70No Cess ONo | OYes OONo | OYes ONo | OYes DNQ
Is Catheter dated as policy D;@s ONo | @fes ONo | ¥es/hNo | ks ONo | Oves CINo Dﬁss ONo | OYes CNo
Cp_ﬂeclingbag isbeenemptiedregulaﬂy? &Yes ONo Ofes ONo | E=PY6s,/ONo DAks ONo | OYes CONo E]YAF ONo | OYes ONo
Maintenance of closed system for te catheter _P¥es ONo | Ei¥es ONo | CT%8’ ONo | Pes DNo | DYes CNo 0¥ ONo | DYes ONo
Dressing clean and dry? es/ @No | OYes EIRo WDNO Eﬁ}s ONo | OYes ONo DYes\ ONo | OYes ONo
Is the line removed as Policy? ﬂ@'E’No OYes ENo UXe?DNo Ll;l’flts CNo | OYes ONo DYesll: ONo | OYes ONo
Performance of Perineal Gare [ Bs ONo | B¥es ONo | B¥%shiNo | Qs ONo | O¥es ONo | D¥es ONo | Ei%es ONo
Onset of New Fever OYes Ao | OYes Bt | OYes CONo—} OYes @ | Oves ONo Dw OYes ONo
Asses for the leakage at the site of insertion @Yes ONo | C¥ves ONo | FYes’ONo D’(esENo OYes ONo D-Yes ONo | OYes ONo
Name of the Nurse- /\bhiine AP rm?’}o‘/ v
Signature of the Nurse o Moz~ § 1@9@ -
&1 (A
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Chitdren's | @ BirthRight

) dren”
PRE - OPERATIVE CHECK LIST fospital - oo

patient's Name: MRS - ™\ EEND ae: BANPE - Gender: Ou (AF

Anesthetist - Date & Time of Operation .. 31155 1.9 60 9 S oeymy
Tick Appropriate Boxes

To be filled by Nurse Incharge / Senior Nurse :

$.Ma INSTRUCTIONS YES | NO | WA
.| Weight checked and recorded? a1o|o
2. | Is the patient fasting for over 6 hours Pre-Operatively? @O0
e e e | 0] o
4. | Enema given/Bowel Preparation a|o
5. | Remove all omaments, etc and sterile gown given Zgiulin]
6. | s Blood aanged as required? O|alo
7. | #Biood has boen ordered - is Biood bag ready? O|&0
8. [ IV Cannuia to be placed/ V fuids 1 indicated oo
9. || Pre Anesthetic consuitation with anesthesiologist @100
0. | Pre Medications Given? (Sedatives / etc) 210|0
1. || Skin Preparason oo
112, | ste s marked _ s =g )
13. ]| Suwmnmiﬁgﬁﬂistmmaenbymgem? B .

| (consmsmmmwmmmsmmm g/ O ]

14. | | implants are available olalo
15. | | Equipment is avaialble glolo
16. | | Other (if any) O|lalo

mwawufanmssﬁma'm'mmmmmmummm

::: mei:z: . Tk Cf‘ Nurse In-Charge Name : ........ &i%ﬁ/ .......
oo | T A ey SO G
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) Mre M VEENA : .
06-08-1093 2Y1IMMID  (F) 3

Dr. MATHANGI RAJAGOPALAN

" (]
surgeon J0u>. maficux t..@mu II
SURGICAL srgen i Pl SRR MOMRIHIN et ...| i | @ g
SAFETY CHECKLIST | Awestretst: ot Sy ——— I UMY N i ouyery Name : ......2&:.[&’.@3’. ............. g’;‘;g{g} s oirtvignt
2t 0 N T 0w ESe. Your Fight 1 a Safw Dallvery
Scrub Nurse : .§M.,§amfem'6r. ............ Date : l.?i.].%ll.z.é. Intime : . GL410. 6. Out-time : 1 ieenn
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time: i LA, TIME OUT  Time...... 7.5 4.7 SIGN OUT  Time:. /D25 By
Patient Has Confirmed ' Confirm all team members have Nurse Verbally Confirms with the Team:
Identity m{ cNo introduced themselves by Name and Role ¥es OINo The Name of the Procedure Recorded ~_§2Yes CINo
Site gf' ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) & ¥es ONo CINA
Site Marked WENW'(A Correct Site _I2¥Yes ONo patient name) OYes CIN6 ONA
Anaesthesia Safety Check Completed s [INo Correct Procedure _Di¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning QY¢S TNo Anticipated Critical Events Problems to be addressed DYes COle"DINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes QV What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Diffi Steps, Operative Duration, What are the key concerns for recovery
“;““ ':l’:‘"_ / “’:::’::: “t;sn"? Anticipated Blood Loss? DYes ONo CONA | | and management of this patient? _oes ONo
es, & Equipme istance
Avaﬂableq S ’ OYes O U}’/ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? ClYes ONo ONA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous D/' Has Sterility (including indicator resufts)
Access and Fluids Planned es N0 CONA Been Confirmed? are there Equipment
Blood Units Reserved m)ts/;m ONA issues or any Concerns? OYes Ohe-ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes Ole ONA
within the last 60 minutes? s CINo ONA Power Supply, Earthing, Power Backup
and functioning of equipment chetked. D’é ONo
Si nature:................fg.fu.“..‘.!'. 2 T, SINAUNG 2. Lo ool L MO S i iisissiinsnn e = 1 T T
g B \'LHQ’ ignature 3 ; S5
B ¥ L NAME ..vvooeeesenns T orueensssssessssmssassnsssaasas Name ‘(QAM

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow’

INFORMED CONSENT FOR SURGERY OR Ridren's | & BirthRight

= H i i BY RAINBOW HOSPTTALS
SPEB|A :i;l'c':io:::? — tuEasu?uEau- ‘ Your Right to a Sale Delivery
Patient Name Bttt o T s Gender: O Male D Female  AQE: o
SRR 111111 T P—

Instrugtion: .

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

| hereby authorize the performance of the following operation (s) of procedure (s) (use N0 abbreviation / Avoid technical terms)

| = leakive... lowoent. . A ek COAAHEAN.  AELEON o™
| ....CJ’}A.A.;..fmulum....(é.".l.% ........... GO s i ssss oo TSRS conniisisssssssnrs s
Qe 7 Name o repaten) ... Mas.. Veeaa

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

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the refevant risks,
benefits and side effects related to such alternatives, including the possible results of notreceiving care ortreatment.

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

@lced.mg.,....infcd:ton',...bboa...ﬁmgmmm.?......W.Gﬁ.uzbj....fo...émm.u&d«iﬂ9
...Ahual-.u.m&....(..w.te.m.4.....b.c>.m.e,l.,...b!.qd.d.m...f), ................................................
.-,....f,r.nblj....adM“'AAi“Q!l....{‘o..Ntw.,.....%&ap?.t.q.hxy....diﬁﬁhm .........................

My signature on this form indicates that
1. lhavereadand understoodthe information providedin this form

‘ f‘-\ 9. 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. |havehadachance 1o ask my surgeon questions.
4. Ihavereceivedalithe information | desire concerning the operation or procedure and
5. |authorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the SUIGErY / PIOCBAUIEL .ooossscsursesssmereessssss™™

Consentee : patient Attendant : |
Signature : M\FW Signature 4?”“2{' .............................................
R Y/ VL 2 So—— R T —
Date & Time : ...Ié..[..Q. T}M&&W,{fk . Relationship with Patient: ..... L AT AR —

0ate & Time : Ll 0112028, K. SN2
Witness :

Doctor (who s taidng the consent)
SIGNALUNe : weconsseeeeed : n’j
SRS 1 Y S———

Signature .
T R
Dt & TIM & ocorerrnsssssssmssssssssssmssssss s eee e
Docu. No. : RCH /FRM / CLINICAL / 027
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Ref. No.: F/HW / CON / ANES / 02

. e CONSENT FORM FOR
Chirtraws | @ BirthRight | GENERAL / REGIONAL
Hospital | @) zzsemers | \NAFSTHESIA / MAC

W

Ik takes 8 lot to treat the Uttle,

GUC-00092073 1P1800036501
g . Mrs M VEENA .
Patient Name : ..... deobmm v T {1 [ T ————

r. MATHANGI RAJAGOPALA

ot 9 T T oo - kbong Begogebaler

Ward/Bed No. ologist: .4 \/M\wq
Oparatweprocedureplanned {Qﬂ.&l«l«l tfn«u&% v&ﬂwwt MMJWQW

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Heart disease 'O Hypertension O Diabetes mellitus O Renalfailure
O Hepatic disorders » O Shock O Multiple organ failure O Polytrauma/RTA

O Incapacitating COPD I'.'lOthers:......H}f..P.QIW.&&QM}.@.@M#M*g...{...R.QW}. PD Y
COMMBIS s isisiimmanianii y

* Doctortodocumentin medical record also If necessary (Cross-out if notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

P d

| hereby authorize Rainbow Hospital & its authorized doctors to péno[m_upuh me b my patient
M A B AWM the above mentioned operation'| Diagnostic | The

¥itic procedures
.............................. %M b Wﬂm

| authorize and give consent for anaesthesia (N2 Regional / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

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

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

CIN : UB5110 TG1998 PTC029814 wwiw.rainbowhospitals.in




| undgr_s’tgnd that there are some infrequent complications that can occur due to use of anaesthesia, these

‘-"'\Tn'élﬁde' pﬁtn or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,

~headaches.

‘Tauthorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial ling, use

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during

.. .=} c the.course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him

‘Ihsrwil!admin!ste::?nassthesia. ; RO
Pregnant. 2 Yes  CINo

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

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

I have given the patientan opportunity to ask quas_t]ons and | have answered these.

Patient / Patient Attendant: Witness:
Signature : ... M‘Wf Signature : G;?myr
Name : ..M. Mo s.a Namia i C. Pravepd
... Relationship with Patient: .....,.. S Date & Time : 1801 2226  (0:.30pu.

Date & Time : .| €/ 2.2).2.026..4...10.22.3m

Doctor (who is taking the consent) :

Signat&m..........ﬂ....M

: \olr
Name : BQ,&%Q.&H
Date & Time': ljljjhgamm (uTtale

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in



I/ P — T

e e e

S Nt

™
&

2
- Department of Anaesthesiology gﬂ:ﬁ’i‘:s BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ .:fm.:wﬁwmﬂ:ﬂ
GUC-00092073 1P18-00036501
Name: . ?:n:::im SiY“PrLl? A Age: 3.1".{ SexF UHID.NO : e
17 T Y

Anaesthetic Plan: CIMAC Mu DIGAETT O LMA

BRI T e R T I S AR e R R R R B B
8P/ CAT: .-%’ /5713 ﬁb /hwamt 8’ \ U—j/ASAPhysrcaIStatus a1 o
' ' uhmnmnm. s 3 AGACY WA
Urea: R -ﬁ_ Alb: e N
Creat . DD TOBIBIE o ; y
Na: : Dir. Bil:
K: LDH:
Cat+4: .vrrssscnnscenneee AKPROS: oo
Mg+ + Y 1 TSH ‘0 0‘0—1 9
Cl-: .. SORRERRS. SGDT!SGPT TSI, AIFNgIes [ NL—'
L so @( 26008 )"
Diabetes : &
- M(&Cm\‘r\‘m_.@ =
Renal - =T LS\ O = Y (2 82T
_ Hepatic / GE : Physical Activity: g
o Mo Wl (‘ﬂ\rr\,_J PQ\(‘I !_FQNQJ)
Past Anaesthelic History: U
Physical Exam: J ;
Rirway: MP1234 Mwmopenmu ' Menlnhrmdﬂlstame " Neck” * | Teeth:
ungs: Ry cep) m C\HD(O Bﬁ)mrc \{f-\r N2 1 [
Heat: <o 3 @ NS Q}\ A‘lfl
CNS: /‘d L!"/Eﬁ 6&'1[ Mlé\ A
Pregnant: [Mes CINo CINA L Venous Access Site : Spine Exam for regional : PY.Q\D__FQ_

(/.)n \rrlf\\m _1_'\_1 raey

Peri-Operative Plan Explained to the Patient: Q)a/ o No

CURRENT MEDICATIONS DOSAGE

Signature: g oy

" Docu."No. : RCH /FRM / CLINICAL / 044

Name: ... g ...

Pre-Operative Instructions: "‘ﬂﬁw

1. DVT Prophylaxis : —Coudiae Ltalny ok

Water / ORS 2 Hours
2. NIL ORAL<Z__
3. Informed Consent: O O High Risk
4. Post Operative Pain Managemen\p’Tg::ussed with Patient

Dthers 6 Hours
5. Other Instructions:




Patient Sticker

- Pre Induction Assessment:

ANAESTHESIA CHART

“

I\

Rainbow®

Children’s © Bll‘lthghf

Hospital BY RANBOWHOSPITALS
Your Right toe-Sate fielvery

I omies 3 ot 1 tread the WTe.

Change in Patient Condition: 0O Yes L‘\})i( Fasting Status: > b~
Physical Status: [TT Panen\].a‘ﬁtmed wnsent Present | O Chart Reviewed
HR: 19 Jweda | B.P/CRT: qq_;aﬂ7,d RR: |
Pre-OP Dlagndéls :dg&u-\w ..... LE cation: €0 Xt Bz 1 Py
o | N 7
Surgeon: ..sQk s siologist M-Mwﬁ Wagmens.......  Technician: Mg Rasay----
TE q . ) e £ i
N,O/AIR /O, LPM S ¥ I ’ i
HALO /SO ISEVO . —
Drugs = L
I\ W-;_b-ﬂq,_iv  suppostory
b : N Biood Loss ¢
L 3 \d "
F .
FiD, /520, e all Telya ?
ETCO, 0 i
ECG -
Temperature
mw NOTES
8 < R 2o v Litkyd =3
[ K-\ P
. 240 r
V. Syswlie 220
A Diastolic
X Mean 200
Hearl Rate I
Tera
o W
Thwoal Pack in W
(Y ‘m‘,‘ "‘. Y MVANARN al g Lol 1 Lol iy
100 A s \1 J <
Mnarnx T * )
CAAAMAA AL AR AN A
40
20
10
o
3
LAB Values -
| GBS
(TS
/ Ders
0 pment Checked and Temp: Induction Regional:
. nal | O HME [ Fluid Warmer 1 O inhal \?ﬁy Specily: ......
j S . 1 ctipg¥im ,  [J.0H Warmer Pre0, LIRS Spinal [ Epidural O Caudal
O I:ul‘fSrle @ W upger's O Cotton Wool O Shers Others; ........
D/‘" 0 Omer O v\ OsGA postion: SALE % .
-0 TenEpL;:: oy O Airway\, D0l [JNasal sm:._L:z.._
O F0, Monktor Araes Srt: . Qw40 B 00 S T em Needie S22 Qg
O Maonitor 0P Start 0 Oral Nasal [ Cuff Parasthesia [(Yes OO
ﬂ/n':zo:mﬂ 0P End: -.... O Tracheostomy Cameter at skin V1. cm /
O Capnograph Leave DR ......... HIM €3 Dvuls o N Drug Name & Conc: Q.g&,..{ oe_ 9] '_G-y .
O Ventilator Ansesthesia: O Awake Direct Visicn Bolus: M\/ Lolits [ ,l 4+
[0 Nerve Surmulator O Ga [0 Video Laryngoscopy 1 Infusion l‘ O .
o N 0 :&?\“ﬂﬂnae&theﬁlﬂ Care O Fiberoptic Block Level ... - ) cg
DSILpE. O Kefonal Bladew Atempts: .......... °G .
m)h:ssureP:tIs Checked Diffcutty Why? [WVTLTETTE S | SO— e ! ’
Line (Size & Location) Transpopdtion to
Epecae: : . O silat = BS cu Clicy [ Oter
g Qint . O Semi-Ciosed Circle Relaxant Reversed [ Yes O ne
Tape -
0 asing > &0 g B (f e Name of e Docor.... D R ». B8 I L §
Awake | L. . Signature of the DOCION &......i. - !

B




R ———

R — S —,

—@0

2D

' s g
Rainbow® . L.
!r * Patient Sticker Children’s @ BirthRight
B, Hospital .w
11 takes 2 ot to trest the e, Your Right te 3 Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
o« A X i e
Received in PACU by © ........... ,2!;% Time Received:...........Z[..—..Q‘Q.B-ng Time Discharged : .../ -0 Bh—
250 250 | v Cannula Site :
240 240
w 230 230 | [0, Mask [0 Nasal Prongs
5 2 220 | 0 Tracheostomny [ T-Piece
% 200 200 | O3 Oral Alrway [ Nasal Airway
E 190 :3
8 :x 170 | Vomiting : OYes ONo Drug:
3 190 |NGTbe:  Dves ONo
vy 140 10| orain OYes [INo
)}
A ::g 120 | Urinary Catheter: (3 Yes [ No
b :;g ::,g ChestTube: [ Yes [CINo
é Jos %0 | witora O¥s ONo
2 O W ol
& 50 so | Dral Feeds
& 40 40
Y » =
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modi Siae) IN 30 T 60 1 90 ouT SCORING INTERPRETATION
e o s oy o connatd <1 ACTMTY _ r A Minimur Total Score of 8 is Required for
Able 10 move O extremities voluntary or 0n command =0 l Dlscharge
Ak o doepbeate B ough eey =2
| sovee p R 2| 2|2 Exceptions to this, are to be explained in the
LT S mme | 222 space below by th Discharging Physician:
BP = 50 of Pre Anaesthelic leve w0
Fuly awake -E o
Mm:;w =0 2" 2‘ (=
Pirk =2
TOTL q 19 Q
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ) Signature
,\\w OK ” NEPO »l %J_. ,-c( J-!ﬂw
j }S o \ g e RNC T
‘\ \\ﬁc’ / I‘U'F‘ ‘OOw-U ' i s .3
\le F] ; — Faw J
2y ..bgj_milro lg +'v Ldu

@ reedl Sorg 20 (600) Tyt (5

Pain Tool Used: [ N PASS ,Q{ACC O Wong Baker  CINPS Resssessment Frequency:

' 1 Every eight hours for all hospitalized patients

T i . 2 For post surgical patient, patient with chronic pain. patient with Severe pain
Anaesthesiologist Name : }%.‘ﬁﬂw soiingtil ... N Bt s et owcs
Anaesthesiologist Signature: ... J\%« e i b AR 24ous every 4 hirs
c Prior 1o pain refiving intervention
: \ol 3113 4 With in 30-80 minues after pam reliet intervention
Date & Time: e e
1117 126 UAA

PACUNUSE NAME 1 s i, 15,0, SO Transterred to Unit by (PACU): {2’[3’{ 2.6..0V] L

PACU Nurse SIgnature: .o T B3 ecicinne Dl BTHVE i Z[A.f\
*Date & Time: \q’{ﬂ%@uﬁvﬁ
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_ ' Rainbow® " =5 il
Patient Sticker - Children’s ® BirthRight

. Hospita' .a«rmmmmm&s

It takes 8 10t 10 trest the lite. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA R=CORD

DAY s cammpmmmansnuss TIIB s s Procedure dome DY ...........coccueevimmsenrnenirnie s sesaesesssessesssessessanens

CSE /Spinal¥Epidural Position : ................  SPACE ..ccccoooriorveccrrcrreenenn. TECHNIQUE (LOR/LOS) ..................
Depth: ..........\..... o Catheter at SKIn: ..........cooiwinisisiossins [ 1L P EERSR SN P

Parasthesia: YOS/NO T YaS OUAIIS T i .u.cucisimsiaimnsissimeitiisnsismisis iassivssasissnssiosinasiisnsssosbissinmiskorasessms somemsasesanesmatassestithas

OOIHON COMPOBIIONR: <::iiiciiiiiciiniivianiiammassarsnsiiesisnsasrtsiisiimonerarsarosassaissssass sissmsssonmsssstasussres b iasomssmorssmnarsensopmseiaboms

Any other issues : _ .

¢t

Infusion Rate - Level Maternal
Time (mi/hr) }o\lus (M) | Lert Right | 8P | Puise| FHR Comments

P
CC

Delivery Details : ~ Time: ... APGAR: .- SVD / Instrumental / LSCS (if LSCS Details)

Catheter Remnoved Dy and TiP INSPECIBU - .......eceeeeeeeee ettt Aer e eseessasesssnsasesseeeseseneaseesetesssesesessssssnsasesnnsssnassaseanenes
Patient SASTACHON © ..o A 521 B .

Discharge /Shifting ordered by
DORIOrBIGNBINE v Rt meess
Docto} NAME: et

Dateiand TImMe: anunnnmnunmismimmi i i

A [ (et et Y gt T
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Rainbow"® . o e
Child_rer;'s ‘Bll‘thﬁgﬂﬂ
v BY RAINBOW
PATIENT TRANSFER FORM il o R TEAIY
— :UC:zt;szm 1P18-00036501
- s ENA
gf'm“;:: vornY 2v11M11D pate {éf)i;na of Admisio.:\/ \7 e ii?\%’ Eme of Transfer Order
mmumuummummmmm W o W 245
Treating Consumam wariic Transfer Ordered by Reason for Transfer'\
© Qi pped 1
“_c,_xv“"'*"\\ ﬂ wA D A v
A% v
From Unit To Unit Information to Attendant
\\J\\'U‘\ i S\\ \e Yes[@  No[]
~ - Number of Sheets in Clinical File Number of Imaging Films Personal belongingis 1ncl;dindg ’
' clinical documents. If any hande
- © (XA @ er to attendant
W e Yes (] No[]
' If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1. I3+ Caniftals 5
z olsy i
3. D g ) j(—)
3 R sooud C
c A L C Por | T Doso— lo
* | shifting Summary / Notes Written by Doctor : Yéﬁ ' No O
o O Svabted o wed  ovdey hd  w Diwe

ko % 53

Name & Signature of Person who is Transferring

\o%c%

Name of Person Ordered Transfer

Dy J)‘l\ﬁ”a)m@‘i@ﬁgw

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

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

(] Nurse not Available

(] Available Bed not ready
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Rainbow® . . L
Children’s @ BlrthRnlsgﬁht

PATIENT TRANSFER FORM Hospital _ | {meenem:
:T:::ﬁf IP18-00036501 Date & Time of Admission Date & Time of Transfer Order
giﬁ]:‘::S 33Y11Il10|:l (F) \b\a\w M’ C\:)—q‘m l}_la-\ .,_4 C\ 10 3

”"”mm,m, m ,I m’” ,” Transfer Ordered by Reason for Transfer

o . QL_;\- t\q_l }O
- o b Qa\w \A A w -
From Unit To Unit 5 Information to Attendant
SREEN M{od T Yes [~ No []
. Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
M ' clinical documents. If any handed
gyerto attendant
. Yes [] No []
: Sty Q)
jv,h\@ @ B If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. tem Name Quantity

1.

2.

3.

4.

5,

oAl

P Ombed | bt

). Shifting Summary / Notes Written by Doctor :

Ye?:] No []

OV

vy Rt

aw WEEGT

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D Prosbee,

Patient & Clinical Records Received by :

éﬂ%«m ol 9 .%pm

Date & Time of Patient Received :

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

(] Unavailable Bed

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

(] Nurse not Available

(] Available Bed not ready







PATIFNT TRANSFER FORM

GUC-p0092073

I\

Rainbow® . C
Children’s @ BirthRight
Hospital .avmnsuw HOSPITALS
It takes a lot to treat the litle. Your Rignt to a Sale Delivery

E;% EEE:: 2y 11 u 100 () Date & Time of Admission Date & Time of Transfer Order
i b [F)26 @ avbpml 14 Klb @ B Emsam
Treating Consultant Name Transfer Ordered by Reason for Transfer
Dt Mathang Rupoplat s, \rktha fid A3 oo
M™Mie y
From Unit To Unit Information to Attendant
-;}r"‘ S | o Yea L}~  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Ty - A‘ Q-Tgr = Yes )\ No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity -
1.
2
3.
4,
b
Shlftmg Summary Notes Written by Doctor:  Yes[] No []

40 Ovr M Lew @ng{bJ‘ Do Ve thas

bt
KHWW

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D/?'VW\,L’_}‘[’G&

Patient & Clinical Records Received by :

\,ga
W //o\ﬂ: \?\\" a A0

Date & Time of Patient Received :

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

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

[C] Nurse not Available

[C] Available Bed not ready
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GUC-00092073 1P48-00036501
Mrs M VEENA
O:QE-‘I“S 32Y11M100D (F)
"V S ors ' —
! I <f PREVENTION CHECKLIST
S.No INTERPRETATION PERFORIMED
WS T
PREOPERATIVE :
Do not remove hair at The surgical site unless the presence of ¢
1 hair will affect the procedure. Use clipper if necessary ,
BN L s }(0,/4
Decolonize surgical patients with skin antiseptic(Chlorhexidine \2{05
2 bath /wipes)
5 Antibiotic prophalaxis given within s0mts prior to skin incision \’[OQ
Use a checklist based on the World health organization-13 item .'
4 surgical checklist to ensure adherence to best practice \}@5
_-—!—'_'_._.- e
INTRAOPERATIVE
- Using chiorhexidine gluconate and alcohol-containing skin
¢ |preparatory agentin combination Yo
Maintain normothermia during the surgical procedure (>36 deg
'S | 6 O qeb
= POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of diabetes
2 lstatus between 1102and 150 mg/dl NO
' )
L 8 Application of incisional negative pressure wound dressing NV o







GUC-00092073
Mrs M VEENA

06-08-1803

il

1P18-00036501

322Y1MM110  (Fl
NGI RAJAGOPALAN

[T

@ R PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer:

AAlw,  TRANSFERRED TO :O'!

1 _[Patient Identification YES/NO REMARKS
a.Patient Identification Patient name. age, UHID/hospital number confimmed "[(;,5‘
b.Surgical procedure & correct site verified /o

2 [Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured Ao
b.SpO: within safe range vV 2A
c.If ETT: position confirmed. ties secure. cuff inflated nlo

3 | Circulation & Hemodynamic Stability N g
fa.IV lines secured & infusion running correctly Alo
b.No active uncontrolled bleeding Ve
lc.Last vitals recorded before transfer Ao
d.Central line hubs are closed Vs
c.Dressing Intact

4 | Pain Assessment
a.Pain score assessed & analgesia given Yo
b.Reassessment done N3

5 [ Wound, Dressings & Drains
a.Surgical dressing intact No
b.All drains fixed. output noted Ko
ic.Catheter secure & urine output recorded Yii
id.Splints/casts/traction devices stabilized N o

6 | Medications Pre & Post-Op Orders
. Medications due time noted Vs
b.Pre & Post-op instructions (NPO. position. mobilization) communicatgd %/ 2§
c.Emergency meds given in OT (time & dose documented) Ao

7 | Equipment Safety & Transport Preparedness
a.0xvgen cylinder full & ambu bag at bedside Vgl
b.Bed/side rails up and brakes applied Yed
ic.Special positioning maintained as per surgery -\/@

8 [High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level Alo
b.Epidural catheter secure. infusion checked (o
c.Pressure areas protected (heels/elbows) rfo

9 BLOOD AND BLOOD PRODUCTS TRANSFUSED ANlD

10 REPORTS AND LABS HANDED OVER V2>

11 BIOPSY/HPE SENT Nho

12 [Documentation
a.Documentation completeness Ve
I'ransferring Nurse: Nz
Receiving Nurse : \)rR
Signature of Incharge: M s

RCH/GDY/FRM/CLINICAL/598







GUcC-00002073 IP18-00036501
Mrs M VEENA

08-08-1093 2Y1imnp
Dr. MATHANGI RA,

i

(F)

= Fo s N
‘ Frotuan ;.*::Eg‘f';'{'.- PATIENT TRANSFER NI QSING HANDOVER CI&[I!:CKLISTf
Date & Time of Transfer: || 4 2 @ }) oo D~ ([ TRANSFERREDTO: /V)jcc)
1_|Patient Identification 3 [YES/NO! REMARKS
a,Patient Identification Patient name, age, UHID/hospital number confirmed \/é?r
b.Surgical procedure & correct site verified ter
Z | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured - A9
b.SpO: within safe range \Jerp
cIfETT: position confirmed, ties secure, cuff inflated niLO
3 | Circulation & Hemodynamic Stability '
alV lines secured & infusion running correctly \f,a ')
b.No active uncontrolled bleeding tfes
c.Last vitals recorded before transfer ' : Ve
d.Central line hubs are closed A
e.Dressing Intact e
4 | Pain Assessment .
a.Pain score assessed & analgesia given \—[ ¢
b.Reassessment done \/or
5 | Wound, Dressings & Drains '
a.Surgical dressing intact e
b.All drains fixed, output noted
c.Catheter secure & urine output recorded ; ‘/E’J i
d.Splints/casts/traction devices stabilized £l
6 | Medications Pre & Post-Op Orders
a.Medications due time noted Y(Jy
b.Pre & Post-op instructions (NPO, position, mobilization) communicated | “/4 ¢
¢.Emergency meds given in OT (time & dose documented) Y24
7_| Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside NG
b.Bed/side rails up and brakes applied Yo,
c.Special positioning maintained as per surgery N
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level A/ D
b.Epidural catheter secure, infusion checked AN
c.Pressure areas protected (heels/elbows) NO
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED Ko
10 [REPORTS AND LABS HANDED OVER Ao
11 |BIOPSY/HPE SENT N
12 |Documentation
a.Documentation completeness ) \/g ) ]
Transferring Nurse: 7‘(5 oyﬁi
Receiving Nurse :
Signature of Incharge: ,,{'; )
. /\'C ’}21 2‘;; A
RCH/ GDY/FRM/CLINICAL/598
H







(yue-9 2,013

2

Rainbow"” . N

ANTENATAL RECORD Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It thies & bt £0 trend the hitle ¥our Right to s Sate Detivery

J

Antenatul No: DR Ma f—fﬂ ) H?I{ !

Reg.No: i

£=5" PERSONALDETAILS == === e e s e e e e g e i e s s R sl s pg s s s s s s n e atamndancdas 1

: a9 3 :

¢ Name: ‘\n Izg - M. L[{'-C L) f\gc'g,'?_ Date of Birth & ? ! __Education: '

. '

E Oceupation: - Phone No: Mabile: E

[ '

¥

¢ Husband’s Name: PRI e Age Education: __Occupation: E

E Address: E

L L}

L) L}

1 Mobile: ! E-mail Id: ‘

IMPORTANT FEATURES SUGGESTED MANAGEMENT
: P :
: C’\;; LG Ay lh’]f’- 93’"]10’3093’_ i
K Previows  LSCS b E
i Epp. 9] 00 ;
; GOM on mnT :
3= TETIORV: == == == n=soponsnterrrassasnesmnguny e S e S o g e e :
' Year of Marriage: E’"ﬁ% Menstrual History: Previous Periods | LMP 95 | 10| agEDD 27 ]'T’,i()(‘nrruclcd EDD :
: OBSTETRIC FORMULA: G5 P, Ly A :
E Consanguinity: Contraception: Gravida Y Para | Live | Abortions | E
----- OBSTETRIC HISTORY -- [ -------------------------------------------------------------------- '
' SL DATE OF GA e s L S e > . Gt seen i
! NO.|  DELIVERY |wreks| ANTENATALDETAILS MODE OF DELIVERY | BABY | WT REMARKS !
E;C‘l‘ P ESNe 'b\jm , Giivl , ‘Tﬁa_njawx, Tnd - Not w labowu | 39+2 o ,3 5_1(&
LG~ Misgaviage| @b queeks
'G1 Ny s QW““"DJJ'\AA (/.TOLQPT[W z
I N e ;
: | ; N 1.' ‘ E
v Surgical History: | §C ¢ X Allergies: '

Dot S RO FRAM CLINICAT 13y




VDRL \8:3

MATERNALEVALUATION

INVESTIGATIONS

Blood group & Rh: Wife © posiive H

HIV NQ{)

ROUTINE INVESTIGATIONS

usband

HbsAg I\E@

s — 0 0b

GCT

SPECIFIC INVESTIGATIONS

Date GA Invetigations Report Date GA Invetigations Report
(181! goax Vvea - 24 31q Jan

h_.ﬂ-_;-:~92 Cvect - Of5 g7

V| 187 ACARS s Ll

vt -1y b ';:-jqﬁ OTire Al bumin ~(N)

Ovieg R e [F® Pt -3:3

Orige cle | Nogrouthy  GJLT - 1o

Tetanus Toxoid: 1” dose

T4 % 'Lo\m%“i"%

FETALEVALUATION . oo e iemcmcmee-ess-eec-ccceiecmascese-=eee-cecamm=—===-=
ULTRASONOGRAPHY

First trimester

| 2w

Fca

NT-(RD ) N seen > () plemne A€ Aopplevs ; CL- 33Mm § FT5-

TIFFA Afmab.j Qeap - Noverald Placeats - Antevi oy 4 LL—qomMﬁe-ME'th:_@
Date \("T Indication | PP | Wt | Centile Growth Velocity AFI Placenta Remarks '
woks » !
L}
2 | | : i
Sk NQSMN E“j :
Growth scan V E r
' p
Others :
Were any Prenatal diagnostics done-Yes |:| NDD If yes, please specify the details below:
TYPE OF TEST INDICATION REPORT

DATE

GA/weeks
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----- ANTENATALADMISSION - -========s==ccnecoasmmmmmnmmmmmsersoooesoceeooc—cossm=ss=scecccesoccscy

\ DOA DOD 9\‘? Complaint Management Advice E
'''' BRIEF DELIVERY NOTES ----=======------cseco-oomcsmmooomooosm o s oo m e

Gestaional age:

Type of labour: Spontaneous

Mode of delivery: SVD[_]

Induction:

Induction:- Indication

pGE2[]
avp[_] Vacuum|_]

Method - PGEI[_]

Date&time of delivery:

Forceps D

Indication:

Caesarean section: Emergency [:‘ Elﬂ.‘(i\"l:l:]

SALIENT FEATURES:

Postpartum Period:

Raby details: Girl D B.\_\D Wi

Apgar score:

e
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Rainbow® &

Children’s BirthRight
PATIENT TRANSFER: FORM Hospital .3?2‘.’1?2'.‘5.;‘?;’2?.‘,?
""""::: ::'.?:’ 1P18-0003555 ks
e M:T,::W i :::{;; ::; 0 ate & Time of Admission Date & Time of Transfer Order
Gy " | e #4206 @ oo,
Treating Cdnsu!tant Name Transfer Ordered by Reason for Transfer
T+ wedhounay, © Ps: Hsheoin Fov Few

e s

From Unit To Unit Information to Attendant
‘ 6T NAle YesL 3 NoL]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents, |f any handed
A over to attendant
\ Y A — Vs nopy
I If yes, what 2
Medications / Consumables / Surgicals / Hand over
Sl.No. ’ Item Name [ Quantity “
Shifting Summary / Notes Written by Doctor; ~ yeg | No[] b =

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

g O Ashuoin

Patient & Clinjcal Records Receiveq by : o

hw.{(kwo_‘\ plnk
Date & Time of Patignt Received : &0 \

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below
("] Unavailable Bed (] Nurse not Available (] Available Bed not ready

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







" PATIFNT TRANSFFR FORM

2z

Rainbow"* ot e v
Children’s @ BirthRight
fospital _ | ) zeniome

It takes & lot to treat the Htte.

GUC-00092073 IP18-00036501
_ Mrs MVEENA
06-0B-1593 RYIIM10D (F)

Dr, MATHANGI RAJAGOPALAN

Date & “?7 of Admission Date & Timg of Transfer Order ‘
bl 490 P To (3 be-'zg“\\\ov(\

(DR

TOU‘—?L\(F@OI\/

Treating Consultant Name Transfer Ordered by Reason for Transfer
s - \wﬁr\%ﬁg i + R Pt @
From Unit Information to Attendant

No []

YEE/E%

Number of Sheets in Clinical File

Number of Imaging Films

Personal bﬂungings including
clinical documents. If any handed

_ over to attendant
CF\ P ;Fﬁo & - @ Yes [] No [
: b If yes, what 7 7
Medications / Consumables / Surgicals / Hand over
Sl.No. Iterm Name Quantity
1.
2
3.
4,
5:

Shifﬁn_g Summary / Notes Written by Doctor :

Yes[ ]

@ Uy N\ef’/@

No[]

& QPOO

Name & Signatum of Person who is Transferring

d“k:%m

Name of Person Ordered Transfer

@“\’Ikﬁlﬁw,

Patient & Clinical Records Received by :

oy @NHn

Date & Time of Patient Received :

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

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

(] Nurse not Available

(] Available Bed not ready







GUC-00092073 IP1E-00036501
Mrs M VEENA

06-08-1983 2Y1IM10D  (F) ;?::- p
[—=————— ", MATHANGI RAJAGOPALAN Rainbow . . .
MR P Children’s .‘ BirthRight
i BY RAINBOW HOSPITALS
li:lﬁglslue!ntlah!m Your Right to & Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY S m{g)

Date: \ E

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 thrombopbhilia (no VTE) 1
Age (=35 years) 1

Obesity | |[1or2
Parity > 3 K
Smoker 1

Gross varicose veins 1
Obstetric Risk Factors

Pre-eclampsia in current pregnancy
ART/IVF (antenatal only)
Multiple pregnancy

Caesarean section in labour
Elective caesarean section —7
Mid-cavity or rotational operative delivery [
Prolonged labour (24 hours)
PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

-h | ot | h |t | |t [P |t |t |-

Stillbirth in current pregnancy

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization

Hyperemesis

OHSS (first trimester only)
Current systemic infection
Immaobility, dehydration

Total 02 |

Signature of the Nurse o s

Action Plan

- | = e

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

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




GUC-00092073 IP18-00036501

I T i T Chier: | @ Dlcth i g

OBSTETRIC TRIAGE ASSESSMENT FORM
l&Hb&? Time of Arrival: .. CF 20Pw....  Time Seen by Nurse: .. 1:.2Gpvy.

1) Level of Consclousnesr/t?cnscious O Semi-Conscious CJ UnConscious
2)  Chief Complaint (Reason for Visit); (Circle the itemn as appropriate)

O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV

O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor

O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement -B’()?’er Reason: ..... A« S

m 3 VitalSigns: Temperature: %9': Puise: .22, RR: ... Sp0; (2. BP: (DDfﬁo Weight: ’5.‘...5!?(“’6&
4) Gestational Criteria:

| Gravid: |63 | P L, A
LMP: D:LILQI’PGH EDD: _;qf#h% | Gestational Age: %éw'ﬂcﬁ
Uterine Contraction 0O Yes }/\70 CONA | Onset Time Frequency:
Membrane Rupture OYes | ONo | ONA | Onset | Time Fluid Color;
Vaginal bleedlng OYes O | ONA | Onset Time Amount;
Pre Eclampsia é.vmmoms OYes | ONo | ONA gj:ﬁ;ﬂ?% ?%ﬁfu"nﬂgf Visual Symptoms /
Good fetal Movement _‘{,Dﬁs ONo | O NA | IfNo specify:

~ 5) | Pain Screening: Numerical Pain Scale (NPS)
| ! | ] | l ] | | |
/IL/“L | ] ] ] | 1 ] I | 1
0 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
(1] Location (
o Duraion R =) Days / Weeks/ Months (Strike out which is not
apphcable)
k.. Bttt ..
o Frequency o/
o lnterventruns ................... msﬂ
6) Past History:
a)  Surgeries: ....... w ...............................................................................
b)  Medica:..........| C?ﬂlm
Docu. No. : RCH /FRM / CLINICAL / 098 (P1.0)




o —

Patierm Sticker

7) Allergy: OYes ,;Hﬂ T ——
8) Current Medications: [ Prenatal Vitamin CUNOMR 03 OHIBIS: covvssessssmsssesssssss e
g) Prenatal Medical History: '

one O Gestational Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension 0] Others if yes, SPECHTY wucwerisisssmssnssnmssens
0O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

] Category I: Resuscitative (Time to Physician: immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time t0 Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes) <
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
Level 1 < 120 minutes
(Resuscitative) Immediate < 15 minutes <30 minutes < 60 minutes (2 Hours)
Re-Assessment Continuous Nursiod | - gyary 15 Mintes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Earty Labour/ Discomnforts of
Labour / Fluld Imminent Birth m; PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
e
Active Vaginal bleeding Bleeding associated with Bleeding assoclated Spotting
Bleeding withy without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtensi 160/110
Hypertension Seizure activity anHw&;' ot neadache, visual absiswu nﬂmdmt;n L
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment | Nop-Fetal Movement ‘D‘,’mm“ud f?&mmmmm
Others @Acute onsite severe oMalor trauma @Abdominal/back pain ©0ngoing assessment @Anything that does not
abdominal pain oShortness of breath greater than expacted in from out patient clinic seem to posa threat to
oAltered level of ®Unplanned and pregnancy (torhypumsbn,bbod mother or fetus
consclousness unattended birth @Ftank pain / hematuria | work) oCervical
oCord prolapse @Nausea /vomiting and /o @Minor trauma (minor @0ut patient placenta
oSevere respiratory diarrhea with suspected previa
distress dehydration om«'m and Jod @Pre-booked visits (ie
oSuspected sepsis diarrhea and
: oSigns of infection (e | injections, NST
dysuria ,cough, fever, @Assessment for version
chills) ©Rashes

Time seen by Doctor: q;’&h‘im

Nurse Name : .......

™

........ QVDOW Nurse Signature: &éh\\%m

Date: \%,h\(% Time: ... Q. Sk o\




P18-00036501

F11C-00092073 nﬁVé
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?:n:f;i" 2y1M1o  © Rainbow

RAJ

i ezptel

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

Children’s ‘BirthRighf'

1. Breastfeeding initiated?
(/D/ a. Yes O b.No

2. If No, Reason .................

™ 3. Nipple condition:
/Er' a. Nipple well formed
O b. Flat nipple
O c. Inverted nipple
0 d. Short nipple

4, Milk flow:
00 a. Good
D. Drops of colostrums
O c.Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
/2’ a. Yes
O b.No

7. For Caesarian mothers: (v,
0 a Mother is required sit and feed from the 4th feed

O b. Please explain football hold

8 NICU admission: Civd)

0O a Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional notes: (‘SW”\&M ..... Wk BFAR s
Continuity of Care: Date: \ f-ﬂmu” ...... .
181610k »
L -1 L ¥ 2
A -1 A2
T =3 T 2
. ~ L e - )
. Sl M~
= <
7 4f

o
AP
Handover given by 3?\ ...................................................... Handover taken bY ......cccovvevienans
_ ©
Signature .......c.... W\ SIGNALUTE ...vvovverrsisrsesssssssssssssssssssrnsssrssansenssssens
Vo 8X Lol
Date & Time: \3\’\\\‘“" ....................... DAtE & TIMIE: vevverrrmrersssuiniesisaiseressssasiersbsssssnsassnsnsasssaass

- eee—— R R S —— = | eee—




