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Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WEB ; https:{frainbowhospitals,in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036219

ST T T i

Admit Date : 27-Jun-2026 Admit Time : 06:41 PM UHID : GUC-00092814
Patient Details :
Patient Name : Mrs JAYALAKSHMI.B Age 127Y9M23D
Guardian  Mr BALA VIGNESH.J DOB : 04-09-1998
Gender : Female Religion
Occupation Martial Status
Address (H) : NO: 19B JAGANATHANPURAM, 1st STREET, Phone No . 8220567904
1st MAIN ROAD, VELACHERRY CHENNAI . ,
Velacheri Chennai Tamil Nadu INDIA 600042 E-mail + NO@GMAIL.com
[ y - - -
~wmission Details :
Bed Type : micU Bed No : MicU 801 Ward Name : 8F.OT COMPLEX
Room No  : Mmicu 801 Admission Type : First Visit
Contact Details :
Name © MrBALA VIGNESH.J Relationship : Husband
Contact Address : NO: 198 JAGANATHANPURAM, 1st STREET, Phone No : 8220567904

L

1st MAIN ROAD, VELACHERRY CHENNAI
Velacheri Chennai Tamil Nadu INDIA 600042

CAL.

‘gignature

ﬁtor Details :

Doctor Name : Dr. PADMASHRY PARIMALAM

Referral Doctor ; DR.PADMASHR! PARIMALAR

Co-Consultant

Specialisation - OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode - Cash

Deposit Amount :0.00

Payor Name : SELFPAY

Printed Date / Time : 27/06/2026 18:42

Printed By : 017420 Page 1of 2







Z. & Rainbow Children's Hospital - Guindy j
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015,

Children’s i e TEL NO :044-40122444
Hospital s WEB : https://rainbowhospitals.in
wRainbaw
GENE C E REATM
Patient Name: Mrs JAYALAKSHMI.B Age : 27Y9M23D
IP No: IP18-00036219 Sex: Female
Consultant: Dr. PADMASHRI PARIMALAM Ward/Bed No:  gF-OT COMPLEX/MICU 801

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,

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of My personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such Personal items and valuables,

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

Note:
We do not allow use of medication brought from outside by the patient.

1
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.

(RENivers Signature.................)

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: > 6 -/M
Name; 7 (6&5"" Patient Address:

ol p NO: 19B JAGANATHANPURAM. 1st
Relationship: 5 a he" Y STREET, 1st MAIN ROAD, VELACHERRY
. - - T ' CHENNAI Velacheri Chennai Tamil
oate: 27~ 06 -olp ¢ Virme: 6'/'// Nadu INDIA 600042
Wittness Name: ﬁ}bﬂ[hﬂ

Wittness Signature: f‘k?Q”

Printed Date / Time : 27/06/2026 18:42 Printed By : 017420 Page 2 of 2
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Patient Name - H

Self/Attendant Name - 6) B&b%
Self/ Atiendant Signature : B

Phone Number - 6

Rainbow | -
Children's & BirthRight
Hospital © | g sty it

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 Dijet, Investigations, IP or Op
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will e charged extra.

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

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

In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

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

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

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

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

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

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

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

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount 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.

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are

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

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in [CU's,

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

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

.

Relation :

Name & Signature of Financial Counselor

Temilca. 2
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MEDICATION RECONCILIATION FORM

O3 Not known any Drug Allergies

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

Drug Allergies:

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

Shifted 10! ...v.cevvvcrrecrirneiceniesin e
8¢ weuzmﬁiﬁﬂ%#ﬁ Ezrrens) {m[;?lflf:g) (m,ig%. iv) | FREQUENCY 'ﬁ':ts.,T,D#,ﬁﬁ ?';:%lgg
1] -ALYioMET Soony| Plo Feo ~1 Oc Jr0e
. Oc Ooc
3 ac ooc
4| Oc 0oc
5 Oc¢ Ooc
6 Oc goc
7 Oc ooc
8 Oc¢ ooc
9 | Oc Ooc
10 Oc Onc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

S e D Vo R

Doctor Name & Signature : M—

Date & Time : g:['[DL)-QJOOd G%P“’

Nurse Name & Signature: gl D'W@‘lﬁﬂg
Date & Time : W(DH%Q’H’B’DP‘

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

z







GUC-00092814 |P18-00036219 .
Mrs JAYALAKSHMLB

04-09-1898 21vamasn  (F) Rainb"gw' . . . -
Or, PADMASHRI PARIMALAY Children’ BirthRight
1M Hospital _ | ) eumomss

MEDICATION RECONCILIATION FORM

................................................................ O Not known any Drug Allergies

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

Shitting From: :FF(C?O{F Shifted to: ............ N,
o (mmﬁn&mw I!.EEITEHS) (mg?:lig) (PO, :%[,"sfc, v) | FREQUENCY ;:f:,:ur?,ﬁf, ?g’:%’}?g
1] TINT Supacer EHEY B 2t ooc
2 T PAnNTOPRAZ0 | € QrDMﬁ Po BD Q’é mh
3 | T PARACETRAOL 9 Po Q1D At Ooc
4 .jl)g‘l'l N SoPPTs) TORY |ODmu3 Pe ' 2 1)21 Gj Joc
5 Oc Odnc
6 Odc Obc
7 0c nbc
8 ac l:l DC
9 | Oc Ooe
10 Oc¢ doc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED AVERIFIED BY

Doctor Name & Signature : LW&W&%‘"“W“’“
Date &TiMe: ... 27

Nurse Name & Signature: ................ 2. AN
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Drug Al ergigs:_ """""""""""""" k h ----------------------------------------------- ENot known any Drug Allergies

Medication Recnncll!aﬂon will be dong at the time of admission and also wheneyer

In the treating team o shifting from one unit to another unit,
(Example: at the time of admission shifting from 1oy to Ward, or warg to ICUs)

Shifting From: QT Shifted to: orsnnsnssd G e o

there is change

MEDICATION NAME DOSE UTE ON
8.No LAST DOSE
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*C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / v RIFIED BY
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DRUG CHART

Date of Admission: ...
FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

g:}_.lrt?o‘b_% DIUQ ABTGIBS: . .ounverreessmsmsrmssassssmssssssess st

(ot aown any Drug Allergies

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 pharmaceutical names. BLOCK LETTERS, metric dosage. English instructions.

. Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

. Discontinue a drug by drawing a line J through it and a similar fine through subsequent recording panels.

. ThedataandmofSloppingmedrugalonuwimmedodorsnameandsiunrmslbemanﬁomd.

- 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.

1) Right Patient

. Nurses must follow strictly the FIVE RIGHTS before administration of medication.

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: - ja:i KLE-lonoV

Datef \
X

Dose | Route
‘;p'r-\”k T 80%

Frequency |Start D

v
ol ]

9% [;, %

Doctor's Signature: Vakd Period

Pharm.

Additional Instructions:

DRUG :

Date

VERIFIED BY : Nafne

| Dose Route

Frequency |Start DataT )

'Doctor’s Signature Valid Period

L

Additional Instructions:

.

o E——

DRUG :

Dose

Frequency |Start Data‘

Valid Period

Doctor's Signature

[Additional Instructions:

e
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Dose Route Frequency |Start Date| | ﬁ@' e | —
59 | v tv | g9t P )

Nameé’& Signature of the Doctor

Starting the Drugs: =
g g & It P
. Lin - ]
Additional Instructions: | \
3 doges 5 1
K% —1
Daily Doctor's Endorsement by a Sign D \
DRUG: T. PAgACEAAMeoL Daty (ﬂ ; fﬂ F ’ y f .
Dose | Route ’ Frequency |Start Dat Pl il =
G [ %0 Jiqoq | sl i
Namme & Signature of the Doctor %
Starting the Drugs: o
- 4% Sl hof
Additional Instructionsyma B9 LW P
b )
4 L_F"”_ "It?-\
Daily Doctor’s Endorsement by a Sign s
DRUG: T PPnaoprazore  |Date {¢] @4lba0\l |
Dose | Route |Frequency [Start Dat o\ e Cd
g | © |V sl W GAT
Name & Signature of the Doctor &
Starting the Drugs: —L@
Additional Instructions: \IW\H F &,
™ INS Zn
”
—Faﬂy Doctor’s Endorsement by a Sign

DRUG : CKJL'? V- Cpppod (0er Dm}ﬂi‘ﬁ 9
Dose Roul:] Frequency [Start Da . %
Wwordl | v |ssle "y ]
Name & Signature of the Doctor |
Starting the Drugs: = * ==
LA I -

|
|
|

Additional Instructions: 2

Daily Doctor’s Endorsement by a Sign
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Ref. No.:F/HW /DC/RP/INPR /05.2

I.P. No. SheetNo. | * Wards | Weight (kg)
' " REGULAR PRESCRIPTIONS
i Date
DRUG: ¢. | pcrpee Tl 211 }b\k
Dose Route | Frequency | Start Dt 7

Dtabs | $0  [2-2-2]05],|of

Name & Signature of the r
starting the Drugs:

L._’;‘%E 22 | 1

Additional Instructions:

Dwyw:&mwlm

DRUG : Ciop C1RAN U LES

*sp'| po |1=1+ 296 oy

Tima
Dose Route | Frequency| Start Ot fg}m

Name & Signature of the
starting the Drugs: .
’ y

192211

¥

Additional Instructions:

(in | Slane of milk) tope] T
s [0
Daily*Boctor's Endorsamaent by a Sign.
DRUG: 7. CEPfUm ;::’ .;’equo,}o\"
Dose Route | Frequency | Start Of.

X@)dasys

‘-::'lbma PO V=0~ | ,2?1]1,1-;{ Pass
Name & Signature of the Doctor ;
starting the Drugs: ;ﬁ
. Fen
Additional Instructions:
_ "
@ dasy S
Dally Doctor's Endorsement by a Sign, Q) Lpg)_‘,
DRUG: T zERoDoL P Toebalileol
Dose Route | Frequency | Start DL, m P
Mab | po | -1 29| Jof NS
Name & Signature af the Do
starting the Drugs: ' ;
P2 ERITH
Additional Instructions: !

\Op™P

Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914

Fre

www.rainbowhospitals.in







WHEOmAEIe :F/HW /DC/RP/INPR/05.2
hln;gw ﬁ'fﬂi":m:m'-’ . Ref. .uo... /HW /DC
Children's 501990 27Y9M260
fospital' 2:1-. PADMASHRI nmhlﬂ-ml ““\l
B o b e e s
| paienna || IRV e | svete, | Woms Twea

* REGULAR PRESCRIPTIONS
. 2 Date %
DRUG : T'BEPLE‘){. R TE Time J.ﬁ]lh
Dose Route | Frequency| Start DL, 0 N ey,
|Tab | Po oo Palian] [T
Name & Signature of the D
starting the Drugs:
‘ '\Q'PZ\ A
Additional Instructions;
& @ cﬁ;:ug,}
Daily Doctor's Endorsement by a Sign,
DRUG : : Dt
Dose Route | Frequency| StartOt [
Name & Signature of the Doctor
starting the Drugs: :
Al
Additional Instructions:
Daily‘Doctor's Endorsament by a Sign.
DRUG : =
Dose Route | Frequency| Start Ot
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Dally Doctor's Endorsement by a Sign. :
'DRUG: 2
Dose Route | Frequency| Start Dt
Name & Signature af the Doctor
starting the Drugs: '
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
CIN : U85110 TG1998 PTC029914 e
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[v] Pain
Unresponsive
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mls / hour <30
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Liquor Green
TOTAL YELLOW SCORES [OT~ foe) N
TOTALORANGESCORES | | ] *H Py [ 4L OTVTY
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. I
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Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

o
=

Rainbow"®
Children’s
Hospital

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

BirthRight

BY RAINBOW HOSPITALS
Your Right to & Safe Delivery

d S\

Date

AN

Time

8 |k |10

1112
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11|42 ()1

RESP
(write rate in

>30
21-30

corresp. box)

11-20
0-10

Saturations

94 - 100 %
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40
39
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7

3, dwag
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-

35
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160
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% | Pain
Unresponsive
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Proteinuria Srofein + 4
Protein > + +
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Loghia Heavy / Foul
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Li
auer Green
TOTAL YELLOW SCORES =] o 9]
TOTAL ORANGE SCORES © -~ ] |17} _”
Nurse Initial ) D o X p ot
|7 ! i
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tarly Warning Observation Score Chart - Obstetrics

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

:6 Date I 4 \
&QI[% Time891011&3,123(4}557@91011";)12 als|el7

> 30
21-30 (8]
11-20
0-10
94 - 100 % P . '
<94 9%
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36 e — ===
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p 7
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—
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fas J
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| Narmal
Heavy / Foul
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TOTAL ORANGE SCORES i
Nurse Initial
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(_FLUID CHART )

33 vblomb

1. All measurements in mi.

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

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

Intake Output
= IV She
Date Time otaFluli% Route NG | Diarrhoea I Vomit | Drainage | Urine ?&E’E":g. ﬁ'ﬂn
{ Mouth [ 1v | Ng =
08:00 am ———
09:00 am |
10:00 am i
11:00am \ /
12:00 pm /
| 01:00 pm | ]
Total Intake : | Total Output :
02:00 pm [ l [ '
03:00 pm | I
04:00 pm /
05:00 pm y /
06:00 pm | - 2z s
‘ - o | O ‘IRp
TmiNee | = [ g addn T < 0[5~
Total Intake : RL Total Output: ~ Bgom)
.08:00pm| N Sooml &
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Anaesthetist's Name: @, , [3.; Yool rovvs hans Gender of Baby: Boy Gy )

Type ofAnaasmesia:;ggpfna} Ammla Weight of Baby: - . 3;_3 kq 2:to3 k‘j
Neonatologist: B - Ovtlak ¢ ryys AGPAR Score: /1o, /i €lo, 0

LSr:rub NUrSe: €z ¢ 7o, oA NICU Admission: &Yes 01 o No
Pre-Operative Diagnosis:

O Elective E/Er%ergency Indication: Blswdmtbcmmim“m ..... heddoe,
Urgency -

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening

O No maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff
Decision time: s KIIGEO TECHUS: 3‘"‘“’!
CTG Description: ....Reachive
If there was  defay give the reasons: .................._ AR
Surgical Procedure: Erme "rc:ben(_,j kowser S‘eﬁwenf (ecavyean Section
Post Operative Diagnosis: p, | . | pop - o | Posr Lece | Giom o OHA
Peri-Operative Complications: Ny |
Amount of Blood L0ss: 3 .y, Blood Transfused (in ML):
Name and Number of Surgical Specimen sent for examination:

(PT0)

Dacu. No. : RCH /FRM / CLINICAL / 155




e ——

Dlevue toried on s axis 10 lewwided -

Examination Findings when Appropriate:
Presentation: .Y Cephalic 01 Breech  CIOHEr .ocovvivrien COrViCal DIRLAHON: .....vveveerrvessseessssssssssssininne cm
5th Palpable: .. 0 Dl OTONUUR - - FEtal POSHION: 1vuvoveeeersrsrisssensssisimasmmsssssissmsisessnsnes
Station: 1:1-3 [:1-2 1:1-1 |:|0 O+ DO+2 Moulding: CiNone O+ DO++ DO+++ »
Caput O+ DO++ O+++ . Meconium: [Ifone O+ O++ DO+++
Bladder Catheterized: _E&Yes ~ CINo Urine: C¥Clear O Blood Stained
Skin lhcision: & Pfannenstell O Transverse O Midiine 3 OHNEF wovrrerrnrsernes
Uterine Incision: = Lower Segment O Classical ' O Inverted T O J Incision
Previous Scar: O Intact O Thinnedout [ Ruptured LNb Scar
Incision Through Placenta: [ Yes oNd Tin-1 = lephakic , Uried aftes Stoudatip,
Delivery of head: C¥Manual O Forceps Todn- 2 - (ephalic, (ried immedialely afle bivtt,
Liquor: CrChar O Meconum: O1  OW O OBlood O Offensive  J3VoY Offensive
Delivery of Placenta: O Manual  oBICCT Lenininnns &Complete I Incomplete [ Piecemeal
Cord Appearance: .. o Newmad. . Cord around the neck C1Yes 2No~ [
Appearance of placenta: .. Nevmal... {DCP*“: P\“C@OT%) . Cavity explored CYeé ONo
Uterus, tubes and ovaries:Normal  CJNot Normal Sterilization: CYes .2No
Uterine Closure: O Onelayer  Wo Léyers e T VLER Y K scsneisnennnnnses SUMUTE
Peritoneal Closure: 1 Pelvic [iAbdominal O None oo CHeemiG. LATAWT. ....... Suture
Sheath Closure: il E MAERM i SULUME
Fat Closure: CIYes LINo i sssasi e OUILTG
Skin Closure: O subcuticular 1 Mattress e NONOCRY uuiiersssinerns SURIME
Vagineal Evacuated eTYes O No
Drain: OYes OO0  [CJREMOVE N woovevvvevenssssssssnsnns days O Await instructions
Ctheter Vs CNo [lRemovein...- C|m. 12podays O Awalt instructic.is
Swap & Instruments count correct? OYes O No O Post-op Antiblotics Dfes ONo _
Intra-Operative Antibiotics Cover: OvYes @No O Thromboprophylaxis OYes OlNo (—
Post-Operative NOteSs: .........w.. AT T N o = P R — od\o Chauting
CmIve oL@ ngmi)\m'
N V‘W eV 72 T W
o= ANg Supacer \og Tv X ® dases vl
1P PAr\inemzm,E 49008 FR.ALIR N T TRE  ommmisssisis
=GN $OFPOS' lTDRYIOQmJ.;j.PR crermexomtusnopensusdh BRI RAIIHES
’ g, KEToNe V. 27, I 273D
T e, 2 e odiee Ambulakiog...
CERe . ppRS o0 PoD - 2 r.'

Doctor Name: . 2. Fodmass. ha Favienadeon  Doctor Signature: ..
Date & Time: S LR 7 X T —

.. (g2
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eon XN 0. . ’)’DPCW‘ .c[ 04-00-1098 7Yemao (g
" %ﬁ}rmf%wﬂn:?

i, Ot Ths. | or PAOMABHR PARIMALAM o AR Condor | Rty o
SAFETY CHECKLIST | s B Pt (T - S | @ s

I g . . Hospital s
) " — ety o Bl AR BN N Bt S a
Scrub Nurse : 3[nl... 8.8 SHETET 2 mfﬁ?m Out-time
Before Induction of Anaesthesia » > Before Skin Incision » » Before Patient | eaves Operating Room
SIGNIN  Time:.. 10} 20 TIME OUT Time:._ /o1 2 SIGNOUT  7ime. ..:(%.
— 1 = . *LP‘:" &
Palient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Aes CiNo introduced themselves by Name and Role ONo The Name of the Procedure Recordeg 27 g
Site &Yes ONo Surgeon, Anaesthesig Professional and That Instrument, Sponge and Neegle
Procedure Jg? ONo Nurse Verhally Confirm Counts are Correct (or Not Applicable) DS TING A
Consent s ONo Correct Patient (Check I Band) _B¥es ONo The Specimen is Labejjeq (including
Site Marked OYes Gffo CINA Correct Site O¥es ONo patient name) OYes ONG QINA
Anaesthesia Safety Check Completed Des ONo Correct Procedure OX¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 0¥es N Anticipated Critical Events Problems to be addresseq OYes ONo @ax”
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes OB What are the Critical o Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery
:(es 2 Equ‘l;:mer:/ - Anticipated Blood Loss? O¥es'ONo cna and management of this patient? Yes ONo
Ava'ilable E}yeg CNo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? es ONo ONA
(7Tmi/kg In Children)? Nursing Team Reviews: Man: 202506 2_
Yes, and Adequate Intravenous Has Sterilty (including indicator resys ) [[STEAM | 5. 2000 ol
Access and Fluids Planneg D¥es ONo o NA | | Been Confirmed? are there Equipment Tl (s £
Blood Units Reserved m{g No CONA issues or any Concerns? OYes BKG CNA Sreon s 121°C - 15 . ‘3
re = . e min.
Has Antibiotic Prophylaxis been given _ Is Essential Imaging Displayed? OYes ifio ONA oIR8, steriized S 1arc-asmin
within the last 60 minutes? ;p{s ONo CINA Power Supply, Earthing, Power Backup ,z/
and functioning of equipment checked. Yes ONo
Signature %‘@’V Signature Signature a’%ﬁqul
—_ p .
Name @‘t“‘j”’ Name:............ Name:........cc..... Z03ne

Doc. No.:HCH.’FHM{CLINICALHH






GUC-00092814

:""_"n"‘"l-mlum .8
8-1098 27 Y . M 2’ o

T

IP18-00036219

i

@ Raimbow
WO Roshi PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: o!j\ 6\ 26 @ [[tlop @1k TRANSFERRED TO : Y\ ¢ )
1_|Patient Identification [ YES/INO REMARKS

2 Patient Identification Patient name, age, UHID/hospital number confirmed ™ f(} P

b.SurgicaI procedure & correct site verified \ﬁ o f
2 | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured Yor
b.SpO: within safe range W g
. 1f ETT: position confirmed, ties secure, cuff inflated h u:,;
3 | Cireulation & Hemodynamic Stability
2 TV lines secured & infusion running correctly \{H
b.No active uncontrolled bleeding
o Last vitals recorded before transfer Uy
d.Central line hubs are closed | AL
e.Dressing Intact Uy 4
4 | Pain Assessment B
Pain score assessed & analgesia given ‘fe ?
lb.Reassessment done .y
5 IWound. Dressings & Drains
a.Surgical dressing intact 5 S
b.All drains fixed, output noted l
- Catheter secure & urine output recorded LA
d Splints/casts/traction devices stabilized &) @
6 | Medications Pre & Post-Op Orders
Medications due time noted o
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ‘-'f y 2
¢.Emergency meds given in OT (time & dose documented) ‘ "’LH
7 | Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside IMQ ]
b Bed/side rails up and brakes applied Yy
c.Special positioning maintained as per surgery ; A
8 | High-Risk Patient Safety (if applicable)
2.Chest tube: underwater seal below chest level N\
b.Epidural catheter secure, infusion checked N0
c.Pressure areas protected (heels/e Ibows) K-
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED e
10 IREPORTS AND LABS HANDED OVER | No
11 |BIOPSY/HPE SENT | Ne
| 12 [Docum entation
a.Documentation completeness Wy
Transferring Nurse: %’60%}14
Receiving Nurse :
Signature of Incharge: 7 |
TR

RCH/GDYIFRMICLINICAL]ESS
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' Chirans | R BIHRINS
PATIENT TRANSFER FORM Hospital

o
Your Right 1o a Sale Delivery
GUC-00002814

']
u:c:::‘::“ “"”;’,'Y Date & Time of Admission Date & Time of Transfer Order
emM23p

ot I ”ﬂ ) \&4\6\1(: @ 6“4\?'-.._ &;{!Gllfg @ “:20[)'»\

IP18-00036219

T

oGy ~- Transfer Ordered by Reason for Transfer
O * ,\Dac‘m thn peodoc an Ashuoin ﬁn\/ . et/
mamq,mu/)J
r From Unit To Unit information to Attendant

o'r miod Yes[;l/ No [}

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including j

clinical documents. If any handed

M

over to attendant

\ GP For : YesCL— No (]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

FSLNu. Item Name \ Quantity
1

| |

2
3.
4

5.

Shifting Summary / Notes Written by Doctor:  Yes[} No[]

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

0959 72\ 6}' ,&Mw;m

ng |y

Date & Time of Patient Received : (

Patient & Clinical Records Received by

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

[} Unavailable Bed ] Nurse not Available [ Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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L ‘nm‘ﬁﬁfmnmnmmumm it | @ A

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: Q‘?}b}m% Time of Arrival: b:go 3. Time Seen by Nurse: .. .3:1}'.3 5 2 W

' 1) Level of Consciousness: cio O Semi-Conscious 0J UnConscious
J 2) Chief Complaint (Reason for it): (Circle the item as appropriate)
’ O Severe Pain / Modem‘fM{i:sl O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy U Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement C3 OB ROBBON: .ocrovorsssmssiitisnssssmmeomomesmemescs e

mmH

@ 3 VitalSigns: Temperature: I8P Pulse: . B&bdmn S,QJW\sp 932 e 015 efgm: b@}aq

4) Gestational Criteria:

| Gravida: |e, P — T A —

LMP; .....:m“}.\.c{/.am&: EDD: ....m.s—:].].:;,].:a,,mkp Gestational Age: ....... 3.5 w23.2.D.
Uterine Contracl;ion o | No l O NA Onsa:tl E’é‘, P’:’h Time béb}a Frequency lo;;?;g
Membrane Rupture OYes | @X0,] ONA | Onset | | Time Fiuid COIor:

Vaglnal bleedlng OYes | .O4X6,/ ONA | Onset Time Amount;
Pre Eclampsia {:l»ymptoms 0O Yes !}No/- 7L‘.I NA g;:ii%ﬁfn"g‘ };%ﬁg:? / Visual Symptoms /

Good fetal Movement | vss ] 0 No | ona | If No specity:

™
5)  Pain Screening: Numerical Pain Scale (NPS)
| | | | | | ] | | |
=< 1 | 1 1 T f l f =
" g] 1 2 3 4 5 6 7 8 9 W]:}(:st -
9 a':_ possible pain
® Location:
............... ‘O\.QQ?;. o.ﬁac:'}omQ.DFlﬂ,D
L L —————— SR | ays Weeks/Months (Strike out which is not
applicable)
® Character: .
..................... wild. moaun.
® Frequency:

................... lo.min..onco.. JS.8Q¢...
® Interventions: .. ?ETOVIc:J,Q.. ComFaﬁ‘th\Qu ﬂ?ia&\ l:.lCQn

6) Past History:

a)  Surgeries: ....... Reo. i c;mmq,l . L ST )or& ch.ﬁ: ............
b)  Medical: ......no. R P
Docu. No. : RCH /FRM / CUNICAL/ 098 (PT.09
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Mrs JAYALAKSHMI.B

04-09-1988 27Y9IM230 (F)
MAS! MALAM

_°'in'ii‘1’umi' i

. m———— —_—

Fn.ﬁ‘!

9) Prenatal Medical History:

e
O Chronic Hypertension
O Gestational Hypertension
O Diabetes

-B’Egaﬁ%nal Diabetes

O Low placenta
] Others if YeS, SPECHY wuuuesrrrrcssmusssssssssmssssssssmmssssssesmmsssssseseseess

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician:
O Category li: Emergent (Time to Physician: <

egoty Ill: Urgent (Time to Physician: < 3
O Category IV: Less Urgent (Time to Physician: < 60 minutes
O] Category V: Non Urgent (Time to Physician: = 120 minutes

Immediate & Reassessme:
15 minutes & Reassessment: Every 15 minutes)
0 minutes & Reassessment: Every 15 minutes)
& Reassessment: Every 30 minutes)
& Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

8) Current Medications: I Prenatal Vitamin CJ None ngmon@m}

nt: Continuous nursing care)

e

AS Level 1 Level 2 Level 3 Level 4 Level §
ot (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
inutes
{Be'uu::i::u'.] Immediate < 15 minutes <30 minutes < 60 minutes . ﬁoﬂam
Re-Assessment Caulinuant Inrave Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Earty Labour/ Discomforts of
Labour / Fluld Imminent Birth habouri PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Beks
Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
waeks
Mild hypertension
rtension > 160/110
Hypertension Seizure activity R or headache, visua ;;Wm”“d‘"w” iphirg
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing normal dopplers
FosfAntessiment | Non-Fetal Movermet E?seassdfatal movement
Others @Acute onsite severs | @Major trauma oAbdominal/back pain | @Ongoing @Anything that does not
abdominal pain @Shortness of braath greater than expectsd in from out patient clinic seem to posa threat to
wAltered level of oUnplanned and pragnancy (for hypertension, blood | mother of fetus
consciousness unattended birth @Flank pain / hemaluria work) oCarvical ripening
@Cord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @Qut patient
@Severe respiratory diarrhea with suspected previa protocols
distress dehydration o and /od ®Pre-booked visits (ie N{
oSuspected sepsis and
. @Signs of infection (I8 injections, NST
dysuria ,cough, fever, @Assessment for version
chills) o©Rashes

Time seen by Doctor: b:&orm

A

6
Nurse NmeﬁMPWQ&kOM Nurse Signature: &Ib&@% R S -

Date: ll’-}“a}ﬂwb Time: E%Sﬁiﬁ-




Date of Admission; . 4

‘-F/Lp/::rfo
Baseling Informatiop

Admission From; Okr 0D O Admission Degk O Others: specify J»..'Dll
Primary Language; O Telugy 0 English O Hing Cloters 7 T }' /

Do yourequfreanimerpreter? OYes E"ﬁ’?
& Pationt”

Source of lnformatfon:

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

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

SDoctor Notified on Admission: mm

................... Name of the Docto- :DfVIDlt@.ﬁl_

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

Bs
2. LMPQQ.—,}J.Q}.?..O “EDD: 2. ?H Gestational age during admission: ... 35,

Blood Group; @FQ:&[H ) »

~ 7 R
Contractions: ....J.C}.Mj.m....‘.\.,t.....CO.D.t[@.C..fJPaE;:ra’ D sﬁ:craaame: "__
Obstatric History: G S LI g, b b Aoiei Previous LSS
Height: lg_:,rfuﬂmlght 63.'[ !' BM:: ... 8556

Temp:.....‘.}ﬁ?p... HR: ... 8 .b' RR:.....?.—.QJ.’). BP:.11.S) 49 m;za‘_???/

O Hypothyroidism O Rn Incompaﬂmmy 0O Fertility Treatment
o

[ Hypertension L+ Othlers; (Specify)

3 oo %\
§N
Docu. No. : RCH /rRm / CLINICAL / 139 (RT.0)

|




I

patient Sticker

fFamily History: 0 No Abnormalities Detected

[ Liver disease

Inform consuttant for positive criteria

NUTRITIONAL SCREENING:

{nform consultant for positive criteria

PS‘IBHOLOGICAL SCREENING:

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

SOCIAL SCREENING:
1. Marital Status: [ Single

\nfusion Pump

FUNCTIONAL SCREENING: If apatient needs assistance with any of
a Mobility problem m} \Walking Problem
O Developmental Delay a Musculoskeletal Congenital

1 overwelit 03 Poor Appette > 302y
[ Under Welght (1 Diabetes Mellitus

m & Cooperative [ Restless [ Depressed

0 ,
2. Special Habits: smoker: 1 Yes aNe ) Alcohol Abuse: [1Yes ONo—" DU Abuse: CJYes 2o /

Social History: Lives With . '\"J\A!sf:m)O) e ———

Orientation has bheen Mlm the following aspects:
Call Bell in Reach © es O No \Waste Disposal Explained:

OYes [luo/—) Hand hygiene

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

[ Divorced

~Jalghm)

124 ONo
Explained: g‘ﬁ D'!_io

m} Heart Disease [ Hypertension [0 Diabetes O Stroke O Seizures o
[ Other . Pa,ﬂﬂaiv

the following inform consultant

aucrﬁﬁﬁpﬂamy Detected

Abnormality

O Needs Therapeuti Diet.
O No Abnormality Detected

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

0 Widow

Kidney diseaseé

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

O vt
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Eﬁiﬁ:ﬁlﬁ&‘:" " Rain;%w: . iaht
A fexpi | g SR

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

Previous VTE (except a single event

Previous VTE Provoked by major sy

Known high-risk thrombophilia

Medical Comorbiditjes €.0. cancer, heart failure; active Systemic lupys erythematosus,
inﬂammatnry polyarthropathy or r'nﬂammatory bowe| disease; nephrotic Syndrome; type | diabetes
mellitus with nephropathy: sickle celf disease; current intravenoys drug user

Family history of unprovoked or Bstrogen-relateq VTE in first.
Known low-rigk thrombaphilia (no VTE)
Age (=35 years)

rgery

Gross varicose veins

Obstetric Risk Factors

Pra-eclampsia in current Pregnancy
ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in laboyr
Elective Caesarean sectjon

Mfd-cavfty or rotationa| Operative delivery
Prolonged labour (24 hours)
PPH (1 litre or transfusionj

Preterm birth 37+o weeks in cy
Stillbirth in current Pregnancy

Transient Risk Factors
Any surgical procedure in Prégnancy or puerperium EXceptimmediate repair of the perineum, e.g.

dppendectomy, postpartum sterilization ..
1

Hyperemesis

OHSS (first trimester only)
e n

Current systemic infection

immobility, dehydration
-

Total
Signature of the Nurse

lfliun Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

~/ Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.
 If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.
 If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
+ If admitted to hospital antenatally consider thromboprophylaxis.
v If prolonged admission (=3 days) of readmission to hospital within the puerperium consider ﬂ}rombopmphwaﬂs.

For patient with an identified bleeding risK, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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Morse Fall Risk Assessment Form

—

History of Falling
(immediately or w/in 3 months)

Secondary Diagnosis
(more than one diagnosis)

Ambu!atory Aid
IV / Heparin Lock or Saline
GAIT/ Transferring

Mental Status

Total Morse Fall Scale Score:

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

) "
Rainbow"®
Children’s
Hospital

ittaisaalﬂllobaathehﬂle.

Choose Highest Applicable Score from each Category

Yes
No
Yes

No

Furniture

Crutches, Cane(S), Walker

None /Bed Rest /Nurse Assist

Yes

No

Impaired

Weak (uses touch for balance)
Normal /0n Bed Rest /iImmobile
Forgets limitations

Oriented to own ability

w Risk (0 - 24) (Standard Falls Precautions)
/g Ensure patients yse their prescribe

(3 Use chairs with arm rests

d eye glasses f any, in the hospital

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

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

)
Date / Time | 99 [LIYL
Score Ed!& Fall Risk Grading
25 _
0 o : Morse Fall Score :
7 o Risk Level (MFS) Actien
I
fo e -
' o |5 o
30 _ ; Standard Fall
15 - Low Risk 0-24 Precaution
= 80 ———42—0——_—'3L Implement
2‘:} a < o Moderate Risk | 25 .. 59 ggs:;?f‘;”“"
Intervention
10 O > 1D
[ —
0 Implement High
. . | e[
fa]
» O
'-r
i N AT O [
Sanau] DI & h%

Moderate Ris (25-50) Apply all low risk intervention angd

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

03 Hourly safety check

O Assess Patient after visitors, leave to énsure 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

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivary

‘BirthRight"




»




9 )

cUC—owm-“ ’F‘Ilwu I.n . . ™
kv s AkinLe - Chlldrer;’s & BirthRight
A 27Y9M24D . Hos pita . BY RAINBOW HOSPITALS
N ' Morse Fall Risk Assessment Form bdiloesion. | ST IR

M

i
: Date / Ti 4
Choose Highest Applicable Score from each Category BT K)'HG’& ‘?ﬁ /26 24 65’“’ Fall Risk Grading
Score %0 27) p
History of Falling Yes 25
(immediately or w/in 3 months) No 0 148 O O Risk Level Morse F:g Score Action
(M
Secondary Diagnosis Yes 15 )
(more than one diagnosis) No 0 0O e o
Furniture 30 o Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O A0 ©
IV / Heparin Lock or Saline ;es 2 20 € Zeo Implement
2 o Moderate Risk [ 25-50 Moderate Fall
Impaired 20 :’r[evenllon
: ti
GAIT / Transferring Weak (uses touch for balance) 10 16 10 b ey ntervention
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitati 5 R— Risk Fall
NGl Sl o.rge s limitations . 1 e High Risk > 51 O
Oriented to own ability 0 ) b ) Int i
Total Morse Fall Scale Score: Be [27 2Q ereon
yil A
Signature ) e %,_
Q9 A~

Tick (¥) whichever precaution taken,
Risk Level and Interventions
Low Bisk (0 - 24) (Standard Falls Precautions)
sure patients use their prescribed eye glasses if any, in the hospital

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

\Zy(chairs with arm rests
Use safety straps on stretchers and wheelchairs while transporting patients

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







BY RAIN

Hosplw Nour Right to a Sate Detivesy

- , ) D ."wg
Rainbow’ ! B o
Children’s ..Btrtm}:gﬁ

GUC-D00R2B14 |P18-00036219
the litthe.

Mrs JAYALAKSHMLB
04-09-1998 vomasn  (Fl

T T

gcore from each Category

Choose Highest Applicable

History of Falling
(immediatety O W

standard Fall
Precaution

fin 3 months)

Secondary Diagnosis
(more than oné diagnosis)

Ambulatory Aid Crutches, Cane(S),
Rest /Nurse Assist
{mplement
Moderate Fall
Prevention
\ntervention

IV / Heparin Lock Of Saline
jmplement High

Risk Fall
prevention
\ntervention

GAIT / Transferring

Oriented to own ability

Mental Status
Total Morse Fall Scale Score: :
1 ‘I'\
; D p
Signature ey i
Moderate Risk (25-50) Apply all low risk intervention and
bulation. Reinforce 10 always call for assistance

[ Assist and/or supervise am

Tick (v) whichever precaution taken.
Risk Level and Interventions
\/Uwﬂisk (0—24) (Standard Falls precautions) [ Hourly safety check
‘?SUTB patients use their prescribed eye glasses if any, N the hospital [ Assess patient after visitors, leave 10 ensure safety measures in place
Use ghairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
§e safety straps On stretchers and wheelchairs while fransporting patients O Initiate constant observation by healthcare provider s appropriate 10 patient's needs
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PAIN ASSESSMENT FoRM Hospital * | [y - LhRight
Date Time Pain Score Loéation - i ] e 3 et 1t e B Your Right 1o St Datiary
= L. ity Character ' Moditying | Patient / Famity
g\:’_l {)bb E)- 20 >’| 5. Lo - O Continuous 0 e O Shap ] Faclors Educated 'ﬂl:ﬂenﬂon rT'
O pon ’ D‘@mmem O Chynic J Aching 3?.;,,,0 ga::s;;: ';?: 4, |
‘777}2{,[94. P Jolo "I WW O So6 | O regeons PogPn =
j ner ermittent | OChonic | 03 Aching (3 Buming el by __Cor»ﬁo.elqéfq .
O Continuous | HCute Posifin
f\ﬁ\,‘o y ! ) : OShap mpg O _ .O!f(o‘ﬁ_,___
m ;/ 10 QPU’{ \U/h;iermmm 3 Chronic OAching O Buming Increasing Cg»\: M
O Contin ¥ E :
9ale by [P0 %ﬁ: S g [o m D00 G v };?:Lw“\ /oi_ﬂj
0 Buming | 23 Decreasing | f—KDddav]
S ' No [ "
3-8,6 & Q-r.b S\bp g’f:;t::::: ‘DD-Awla OShap Oow | g ~ %MWL . O
%f —==" = | Chronig C3Aching (] Burning 9"‘0"&19 ,D; NO'B -_G:m{uriqbu (‘9{ =
ey 1O Cont : : o 5%
. ——— [0 Burning : f —
éﬁgilg gff?f?“)gj/? O . 0 Continvous | [ Acyte 0 Shap i Decrasing __Ezjfi__ﬁ__ S <j§3:§§;1
| | O intermitent | 03 Chwonic 0 Aching g“"“_ Smfasm es ;{/tg =)
%}b%gmf’()/[o . O Continvous | 07 Acute OSap o Decreasing | O Mo P%
| O Intermittent | 03 Cheonic : Dull [ O increasing | s NiC —
D e D) Aching - 03 Burning O Decreasing | [0 | P 5
’lﬁl b 1&9'£§§Yv\\ @) DO Continuous 07 Acute 0 Shap No ?hréf
. O " | O intermittent | [ chronic el ol &E
: o | — |0 oo | D e 200 | 0 s | T
A\ R | Dlrzn::::]: S?ﬁi O NP 00O inceasing | 77 ) ‘ | O,
T e e | DM 08ung | 0 pecrasng | iy [
2 1 o sunycal patiets. patients with Chvorie i, paen with savee g ‘ —“'—'——-—\L_______________ .
0 Hﬁn:'mmm b) Dlnm;:hm
%) Within 30 - 60 minues afier . .
Pain refied intervention,
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Motk te 7 Years)

— e

SCOMNG
e
1 2
(Occasional Grimace or flown, Frequent lo constant frowm,
withdeaw, Disoriented quivering chin, clenched jaw
Uneasy, restiess, tense Kicking, Of legs Brawn up

B

Laying quietly normal position,

Squirming shitting back and
maves easlly forth, tense Archied, fight, or Jerking
Moans or whimpers pecasional Crying steadiy., screams of sobs.
i {requent complaints
L] 9 10
Worst
Possiie _
Difficut to console of gomfort

A

- meumm-nuwie(wmmy

Assessment i wormal | ! Pala / Aqhtation X
Criteria | i W =
2 1 H )
SIS
.| Crying Ho Cry with painkd rritable or crying 3t High-plched or sent-
\rriadility stimuli intervais continuous o1y
- ‘ nconsolable
8 ] ]
Hurts Whole Lot Hurts Worst pehavier Slate Ho arousal 1o &y Arouses minknatly 10 Appropriste for Restiess, SQUiMMIng mmmm
stimull shorufi gestational agC Awakens of
No spontaneous Liitie spoTdanzOus Arouses minimally / n0
_____________________._________MT"“ (not sedated)
Facial Wiouth s 1ax Minimal expression Retaxed Appropriate Any pain Expression Any pain ©Xpression
fpressien | No expression with stimui ! iniermitierd
Lxtremibes | No grasp rofiex Wiask grasp reflex Retaxed hands and interrritent Continual clenched
Yene Flaccid tone muscle | feet genched toes, fists toes, fists, or finger
fone Normal Tone or finges splay
_ Body is nottense | Body s tense
. =
Vial Signs WA | No varizbility wEh Less than 10% Within basefing of increase 10-20% than 20% from
RR,BP.$20, | stmul varkability from normat for from basefine 5a0, less than o
Hypoventiation of baseline with simui gestational age Sa0, 76-95% with equal o 75% with stimutafion -
1 aprea | shmwtation - quick slow recovery Out of sync of -
recovery fighting ventilator
L ~/
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J“'::ﬂm”“x ’ — @ - ' Eﬁ'&fﬁ‘é‘.’; ® GirthRight
"m0 PAIN ASSESSMENT FORM Hospital_ | () resommsus
il il 7 ] el I T B -0 0 e -
N r26| 8P  olto | . | O onims oy o o i et e ﬁ%
it R el = N o o - e i
AN D) 610 | — |0 | e | iy | 2 | 8% i Yy

O Continuous | [J Acute D Sharp O pu O Increasing | O3 Yes
O Intermittent | O Chronic O1Aching [ Buming O Decreasing | I No

O Continuous | 01 Acute O Sharp 3 puiy O increasing | O Yes
O Intermittent | [3 Chronic O Aching 3 Buming OJ Decreasing | 0 No

O Continuous | O Acute O Shap O pun O Increasing | [ Yes
O Intermittent | 03 Chronie D) Aching (3 Burning O Decreasing | I No

O Continuous | 0J Acute O Sharp " O pui O Increasing | D Yes
O intermittent O Chonic O Aching [ Buning O Decreasing | 01 No
O Continuous | [J Acute O Sharp 3 puil O increasing | O Yes
O Intermittent | O Chronic O Aching ] Burning O3 Decreasing | 0O No
DO Continuous O Acute O Shap O puii O Increasing | 0O Yes
O Intermittent | 0 Chronic O Aching (] Buming 00 Decreasing | 0 No
O Continuous | 01 Acute O Shap  Opu O Increasing | O Yes
O Intermittent O Chronic [J Aching [ Burning O Decreasing | O No

FRe-assessment Frequenty:
l,zm'ﬂwmhswm
2,&%@““!&“9&.”%%&:

Hl mmmzhuhunam b} Then every 4 hours.

€)  Prior 1o pain pain-refieving inferveition. d) wmau-enmmnhmmm
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a | PAIN ASSESSMENT TOOLS

ﬁ = wha L ABCPAIHASSESSIIEKI SCALE liMlnﬂeml
CATEGORY = -~
PR ] ¥ 1 ?
N ] Omasmaisﬁmceuﬁm Frequent 1o constant frown,
Face No Particufar W of smile withdraw, Dm.t’.m | quivering chin. Cbnmuﬂw?”
Legs Nomm_l Postion of Relaxed Uneasy. restiess, tense Kicking, or legs brawn up
B Laying quietly normal positon. Squirming shifting back and Db Cx]
Activity moves easily forth, tense Aiched. ight. o Jedkng
-_._.._-—-—'—'_" - ——
Moans occasiona! ing steadily, ol
i Gy sl or whimpers ::rm eadily, screams of sobs,
_ s .
mmnmmmm.
Consolability Conle. 1, retaxed hugging. of being taked ¥ Dificadt 1o console or comfort
LXL_,II’—L‘E{L——
: mulm,wuﬁnmmm(wmmy
Assessment  fetaton woemel . Peln / Agttation
Criteria
-2 A (] 1 2
) e —
. | Cryiog Mo Cry with painful Moans o cries Appropriate crying jrritable or crying 3l High-pliched or slent-
brrfiabiiity stimuli mmuau iitable Intervals consolabie continuous cry
i | g st Inconsolable
Behavier State | Mo arousal 1o afy Jrouses minimally 10 Appropeiate for Restiess, sQuiMing Arching, kicking constantly aweke
stimul simuli g gestational age fowrabiens frequently | O
No sportancous Litle spontan2ous Asouses minimally / no
movement movement (not sedated)
Facisl Mouth is lax Ninimal expression Relaxed Appropriste Py pain EXpression Any pain eXpression
- | Eapression No expression with stimus jefermitient continual
Txtremities | No grasp reflex Vieak grasp reflex Relaxed hands and | ntermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists foes, fists, or finger
fone - | Normal Tone or finger splay
? L Body is nol iense Body Is kense
Vil Signs WA | No variabilty with Less than 10% Within baseline of Increase 10-20% Wcrease greater than 20% from
RR,BR.$20, | stirwi varkabiity from normal for from basefine paseline, Sa0, less than or
Hypoventitation of Daseling with sEmul gestational age S30, 76-85% with equal o 75% with stimulation -
- apnea : shmukation - quick slow recovery Out of sync or
recovery mm
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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 QP
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independentiy.
2. Chairfast : 3. Walks occasionally: 4. All patients foo young fo ambulate;
S A . Ability to walk severely limited or Walks occasionally during day, but for OR wulks
mz :(':Elret; tl;;):r?::;‘t'o'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at feast twice a g 3 3 8
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) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or rastiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L’,
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over moslt of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonolly molst: 4. Rarely moist:
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 parsplraf.‘un. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours. t‘f L’-
patient is moved or turned. u
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4, No apparent probiem: [
Friction. Occurs when _ |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction, without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Sheor Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L‘l’ L).
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position Lf_
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/ar maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or [Vs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a L)_
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 Lf
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
:&E;mmely ;:mmmised: ; 2, Compmﬂrr;elsed: : Adequate: & Excollent
ensive < 50 mm Hg; Narmotensive oxygen saturation may ormotensive oxygen saturation may : : (—r (-)
Tissue P:;f:“sinn & <40in a newborn) or the patient be < 95%; hemoglabin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation tf
Oxygenation does not physiologically tolerate <10 mg/dI; capillary refill may be < 10 mg/dl; capillary refill may be > 95%: normal hgb; capillary refill »(
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. «296tonds.

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 |

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

Not at Risk: 19-23
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Support Surfaces

Risk Score Gategory 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 Altemating pressure matiress overla
® Manage moisture, friction and shear ap y
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients i i
13-14 . Moderate Risk " ; Gel pads for high-risk areas
. . Lincli .
® Position patient at 30 degree lateral incline using foam wedges Afternating 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 overiay
o 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 : 16| 29
B Time : v E nJ
1. Completely immuuile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf (+ l" 7
without assistance. to completely turn self independentty. independently. ]
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
T : Ability to walk severely limited or Walks occasionally during day, but for OR walks 1
tﬁngﬁﬂ? ;:;i?:;:?o'be d non-existent, Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 5 5 g
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) to painful stimuli due to communicate discomfort except by cannot always communicats discomfort !  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need (o be turned; OR, has some ability to feel or communicate pain or C[—
sedation, OR, limited ability to feel sensory impairment that fimits the sensery impairment that limits ability discomfort. 9’ -# (f
pain aver most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molist- 2. Very moist: 3. Occaslonally molst: 4. Rarely molst:
t0 which Skin Is kept _moist _a!mnst constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, eic. Linen must be changed at least Bvery linen change every 12 hours. changes; linen only requires changing ,f
to moisture Dampness is detected every time 8 hours. every 24 hours. Lf
patient is moved or turned. L‘
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem:
Fricfion. Occurs when |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin maves againsi agitation leads to aimost constant assistance in moving. Complete lifting assistance. During a move, skin position change, maoves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably sfides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bany bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good pasition
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." + (f
one another occasionally slides down.
1. Very Poor: 2. Inadequote: 3. § 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 fer more than 5 days OR
albumin < 2.5 mg/dl OR never eats

which provides inadequate calories and
minerals for age OR albumin < 3 mg/di

provide adequate calories and minerals.
for age OR eats over half of most meals.

calories for age. For example, eats
most of every meal. Never refuses a

Nutritional Usyal 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 II
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 tood 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. L’
per day. Takes fluids poorly, products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extramﬁy compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Tissue Perfusion & Hypatensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may Normotensive, oxygen saturation t—l Jl

Oxygenation

<40 in a newborn) or the patient
does not physiologically tolerate

position changes.

be < 95%; hemoglabin may be
< 10 mo/dI; capilary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be

< 10 mg/df; capillary refill may be
2 seconds; serum pH is normal.

> 85%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk - 13-14 |
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Mild Risk : 15-18

| NotatRisk: 19-23

TOTAL SCORE
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i 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
o Use pressure redistribution surfaces Aternating pressure mattress overla
® Manage moisture, friction and shear emating p y
@ 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 o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree ateral 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 overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk o 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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1. Completely immebile: 2. Very limiled: 3. Slightly limited: 4. Mo Emitatiens: _
Mobility Does not make even slight changes- | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position | position without assistance. \f
without assistance. to complétely turn self independently. independentiy. : |
2. Chalrfast: - 3. Walks occasionally: ;lrm young o ambulate;
> du , but for frequently:
“Activity The degree | 1. Bedfast Ay o ;’ xﬂ,w ,“.::,h mm . | Wik cutst the rooe s i i
Sy | Comesd i and/or must be assisted into chair or | assistance. Spends majority of each | day and inside room at least once every
) ) wheslchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very Emited: 3. Slightly lmited: 4. No impairment:
Unresponsive (does not moan, flinch | responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomiort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
ASéistins Degrde * 1. Constantly moist: 2. Very moist: 3. Oceasionally moist: 4. Rarely moist:
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
% frolsture Dampnass is detected every time 8 hours. every 24 hours.
patient is moved or turned. Q’
FRICTION-SHEAR 1. Significant problemc 2. Problem: 3. Potential problem: 4. No apparent problem: L
Friction Occurs when Spasticity, contracture, itching. or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably shides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to Iife up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position 7
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.
1. Very Poor: 2 3, Adequate: 4, Excelient:
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 Tor more than 5 days OR which provides inadequate calories and | provide adequate ealories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/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 servingsef protein meal. Usually eats a total of 4 or more

food intake pattern

than half of any food offered.
Protein intake includes only 2

generally eats only about half of any
food offered. Profein intake includes

(meat, dairy products) each day.
Occasionally will refuse a meal,

servings of mean and dairy products.
Occasionally eats between meals.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may :
Tissﬂu:y::‘r‘faugxn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be Normotensive, axygen saturation
does not physiologically tolerate <10 mg/dt; capilfary refiil may be < 10 mg/dr: capillary refill may be > 95%; normal hob capiltary 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 | Not at Risk: 19-23
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severe pain or with additional risk factors.

. Support Serfaces
_ Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
B ' to altered mobility, consider uccqmioq 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 Altemating pressure matiress overlay
Advance to a higher level of risk if ather major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients g gy 2
13-14 Moderate Risk Postion patient 4t 30 degree latral ncline Using o Gel pads for high-risk areas
sitio ree latera e us s
np eg incline using foam wedge T i
Follow the same protocol as for “Mederate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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II Rain ;‘g%“wm (Patient’s Nama. 1P1800036219 e,
| GUC-00092814
,' ﬁhild_re?’s ‘BirthRighf MRD NO:. ?;ziﬂli‘i“l""'z'fwmn Ve,
t BY RAINBOW HOSPITALS Dr, PADMASHR) PARILE

| i T T —
| Consultant

(_PHLEBITIS ASSESSMENT )| Sonsuttan )
! CANNULA 1 CANNULA 2
[ Date : élq (fk) Time: ‘ﬁ’m Date : Time:
] Location : LQﬁfm%f v/ Location :

Size : lPM Size ;

e =

Cannula inserted by : gldﬁkdﬂy%@‘

Cannula inserted by :

Date ' Time

Phlebitis [Infiltration lm’::’:ﬂ”;gﬂ Sign Date | Time |Phiebitis (inftration ,m':fv":‘n';’;n Sign
oY 2D Y ovee ONer&iYes o[ Nsom OYes ONo| Oves CONo

nA_{OYes OG | Oves ONG] 22T

OYes OINo | OYes ONo

(oA [Oves One] DOYes Og|. 212

OYes ONo | OYes ONo

ALY ] OYes K6 [ OYes TING M AN

OYes ONo OYes ONo

“loo™ [oveson OYes o[ )

OYes ONo | OYes ONo

3R TR

> 1 29%~Oves g OYes BNG| 73 1

OYes ONo | OlYes ONo

| & A veswﬁvm‘né‘ﬂ
o m OYes Do OYes Do
o201 OYes QNG [ OYes Uﬂwq}gus

OYes ONo | OYes ONo
OYes ONo| OYes OONo
OYes ONo | OYes ONo

OYes ONo | OIYes ONo

N £~ [OYes Ny OYes OKo| (¥4~
i |Oves oG Oves gs| Db~ 84

OYes ONo | OIves ONo

10 P |Oves ong DYes GNo| )
Mbh 27 OYes &0 | Oves &x9o | Pl {

OYes ONo| Oves ONo
OYes ONo | OYes ONo

OYes ONo| OYes ONo

2P |OYes Oo{Oves ang I
Iy OYes QMo OYes Gng] Dion

m

OYes 015 |

EY&S%QM A

OYes ONo| OYes ONo
OYes ONo| Oves ONo
OYes ONo | OYes ONo

12N

OYes OING |

OYes &No| FAy | P (o

OYes ONo | OYes ONo

M

| 677 ovesong SYes Dot D] Plo
e
Pl

L. aves ONe OYestNo| ) b OYes ONo| Oves ONo
' bey_|0¥es ONo f6ives BN Obon | & OYes ONo| OYes NG
OYes ONo | Oes ONo OYes ONo| OYes ONof |
s ONo | D¥es e OYes ONo| Oves Ono
= {_Jovde omo | s o OYes ONo| OYes ONo
N\ [0ves\ano | s g OYes ONo| Oves o
OYes I:\Na ’ﬁYes ONo OYes ONo| OYes ONo
OYes OMb | Oves B OYes ONo| Oes ONo
! Qe Yes CNo OYes ONo| OYes CNo

Cannula removed : OYes ONo, if Yes date and time -
RX any initiated : OYes ONo ONA If Yes specify-
Phiebitis score: ¢ |

Lo g

Cannula removed : OYes ONo, if yes date and time -
RX any initiated : OYes ONo ONA If Yes specify-
Phiebitis score:

NOTE: # Tobe assessed within 30 minutes of insertion,

¥ Every 2 hours if on fiuid infusion.

% Every 4 hours if only on IV medication,

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(" PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
uto | Time |Phiebitis |initration] soeere | Sign | | Date | Time Phisbitis |infiration| v | Sign
OlYes ONo | OYes ONo [OYes ONo | OYes ONo
OYes CNo | OYes ONo OYes ONo| OYes ONo
OYes CiNe | OYes ONo [OYes ONo| OYes ONo
DiYes [INo | CiYes ONo OYes CONo| OYes ONo
OYes CNo | OYes ONo [OYes ONo| OYas ONo
OlYes ONo | OYes CINo [OYes CNo{ OYes CONo
OYes CINo | OYes ONo OiYes ONol OYes ONo
OYes CINo | OYes ONo [OYes ONo| OYes ONo
[JYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
[CYes ONo | OYes CiNo CiYes ONo| OYes ONo
[IYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes DONo | OYes CONo OYes ONo| OYes ONo
ClYes ONo | OYes ONo %12 [OYes CNo| OYes ONo
[Yes ONo | OYes ONo OYes ONo| OYes CINo
OYes DONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [INo | OYes CiNo [OYes ONo| OYes ONo
[lYes ONo | OYes ONo \ [iYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes CNo - o [Yes CNo| OYes ONo i
OYes ONo | OYes ONo OYes ONo| CIYes ONo|
[JYes ONo | OYes ONo OYes ONo| OYes ONo b
[Yes ONo | OYes CNo OYes ONo| OYes ONo
OYes CNo | OYes COINo [Yes CNo| OYes ONo
" "cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes [CINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo 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.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) A
0 1 2 3 4 5

|V/ site appears healthy ONE of the following is TWO of the following is | ALL of the following is | ALL of the followingis | ALL of the following is
evident: evident: evident: evident and extensive: evident and extensive:
# Slight pain near |.V. | # Pain near 1.V, Site ¥ Pain along path of % Pain along path of # Pain along path of
site or slight redness # Erythema cannula % Enthema | cannuia # Erythema cannula # Erythema
near L.V site # Induration % Induration # Induration # Induration

# Palpable venous cord| * Palpable venous cord
# Pyrexia
OBSERVE CANNULA | OBSERVE RESITE /REMOVE | RESTG/Xconsio vt INITIATE TRETME
e B Smreue | Saudtitn | RSO
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‘i

P

i
- b:- ® . . :
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD EﬁlgtT @ BirthRight
Pan-l. !Bh.scbthmhlﬂlz. Your Right to a Safe Detivery
Patient's / Learner Language: ....... j .............................. Patient / Learner Literacy: [ ] Read Write. ..Speay Willingness to Learn: Hﬁ? Healthcare Literacy:  Ye§] Ntﬁ-‘l)

Identified Educa!lon Needs:

S oy o

. Discharge Medication
. Infection Control Measures

6

[}

8. Diagnostic Test/ Procedures
g

)
10. Fall Risk Education

11. Safe use of Medical Equipment / Implantable Devices

Safety

12. Patient's / Family Rights

2. TWWG“ 5. Madicaﬂmiﬂlerapy(safely.eﬂeds/sidaeﬂec!.kmwons} . Nutrition / Diet 13. Risk/ Safety
part-1l |
Niod Use codes fram the list In part Il
Date Time | | iontitied Information Taught Comments | Dsignation /
Person Taught Learning Teaching Tools Ml:::':m Understanding
Pl YE | g mgnm@ua Sy
‘ L
cdutabe about Pe f-m..? - 92N o oV &
4 ¥ Ej ¢
JSMA i b - x?;\’* Dol . o
5 e A . :
VLA el ol s R T
DAD ) b _
" O

. JLﬂb\\o\ W | W %@\\D " “p Gm | {’RV,M Vulg [ Oy Ny 70/3 ?va,ﬂ %

Part - lll: CODES,__ ) e

Who was taught: (/P patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify] ...

Learning Barriers; =

Pikloiwiee o s P e 6 poete ) g

3. Emotional Barriers - Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used:  A: Audio  D: Demonsvaon V. video (0:) ora P:  Printed
( N;I:Mhmmm barrier/s:

1. 3. R S 3 :

Obtain translator 4. Teﬁmf omuggon 2 mzﬂmﬁgﬁ;in Preference o
Understanding: (T Nerbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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L e Eﬁii?dt_';i:::s ‘BirthRight’
T nospltal, | g oo
BREAST FEEDING HANDOVER AND

ASSESSMENT FORM

1. Breastfeedi initiated?
Ag b. No

B S

@ 3. Nipple condition;
o “Nipple well formed

b. Flat nipple
C. Inverted nipple
d. Short nipple

4. Milk flow:
1 a. Good

__r-\/lyﬁraps of colostrums

c. Dry

5. Steps for Positioning and attachment:
a. Baby goes 1o the breast
~~"b. Mother always sits with a back support
¢. Ear-shoulder-hip should be in a straight line
' d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docy. No. . BCH (FRM / CLINICAL / 080 010




Was the pgosition explained:
~/a.Yes

= b.No

7. For Caesarian mothers:

a. Mother is required sit and feed from the 4th fee@>

b. Please explain football hold

8. NICU admission:
~ a Mother needs to stimulate her breast for 2 min every 2 hours

9. ADGIIONAI NOMES: covvvvirrrssinssimsssssmsmssssssssssmmssnnnsssesenss

Continuity of Care: Date:
) glbbb QA% Lo\ b\t
=1 % 8 ) bk - F Hal @
Q) 7 5 - E e ™ e
¥ = Cc ~ . . = ]
q i e~ ho—

-

" Handover given by Qﬁiﬁpw"bk Handover taken by .......

Signature (ﬁfb’”q“'&“ Signature ............ A

Date & Time: ;QWH% Date & Time: .. %




\

/4
7YoMasp
Dr, PADMASHH P,

ARIMALap g}a'l : ?dlii‘:'lr’: (4 BirthR Ig ht
H it BY RAINBOW HosPiTsL 5
gl [l i noibltal .

SSI PREVENTION CHECKLIST

INTEHPRETATION

PREOPERATIVE

Using chlorhexidine gluconate ang alcohol-
in combination

Containing skin Preparatory agent

— Maintain anqg monitor blood glucose levels regardless of diabetes status
between 110 and 150 ma/d|

Docu. No. : RCH / GDY / FRM / CLINICAL /322
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00092814 1P18-00036219 inbow® .
T W Chilirer's | @ BirthRight
m“’i‘mmn‘m"mm Il URINARY CATHETER BUNDLE CHECK LIST oo Bl

Date of Insertion: ... 1. /GKO’ L .................... Date of Removal: 'Qéin/‘é AQ}‘*S' %9”/ %
| Parameters Date —Shift Time | )% It w;‘ 08[°

Need for the Catheter !?@ CJNo L Yes D No L‘IIYes CNo | CiYes CINo | [iYes CINo | CiYes [ No | CiYes [INo

Hand Hygiene (#Yes CINo | 10Yes LN}7<‘I Yes CINo | CiYes CINo | CiYes CINo | CiYes CINo [1Yes [INo

Usage of Sterile Equipment Mes CNo | (2¥es” T / D%s\lj No | ClYes CINo | [iYes 1 No | CIYes CINo | [IYes [ No

Is the Collection bag below the level of bladder Yes [1No E/JYer CONo | [Yes El\lo\ Li¥Yes [CINo | ClYes CINo | [IYes [1No [1Yes [INo

Check the Tube for Obstruction (Free of Kinking) “Yes CINo C¥S CINo | ClYes CiNo \\{_] Yes CINo | CiYes CINo | CiYes CINo | ClYes [ No—

Is Catheter dated as policy M{es CINo | [2¥8s CINo | [Yes [INo D\b{ LINo | ClYes CONo | CiYes CINo | CiYes [ No

Collecting bag is been emptied regularly? I:Mes [INo IM CINo | CiYes [INo | [JYes \No [ .Jl(es LINo | ClYes [INo | [lYes I No

Maintenance of closed system for the catheter D}e{ CNo | Ci6s [ No | ClYes [INo | ClYes r1 l:l}//u Yes CINo | ClYes CINo | [Yes [1No

Dressing clean and dry? Aes [INo [¥6S (INo [1Yes L[1No F%s/lj No | CiYes CINo | ClYes [INo | [ Yes [INo

Is the line removed as Policy? !{Yes CNo | X6 CiNe | Yes CINo | ClYes CINo | 0 Yes CINo | CIYes CINo | [lYes [ No
—Performance of Perineal Care E!’?E; CINo | Ci¥es WNo | [iYes CINo | ClYes [INo | Yes CINo | [1Yes [INo | [lYes [ No

Onset of New Fever OYes o | O Yes (40 | Ci¥es [INo | CiYes [INo | (IYes (1 No | CiYes CINo | [Yes [1No

Asses for the leakage at the site of insertion B es CNo | _[2¥es [INo | CiYes [INo | [ Yes CINo | ClYes [INo | [IYes CINo | Yes [1No

Name of the Nurse %(mu}”‘a %‘(K,\

Signature of the Nurse Ahber? oot D%

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs JAYALAKS HMI.B

U4-08-1998 2? ‘I’9 M23p (F)
Dr. PADMASHR)

i

E g | RAEST- PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: N \¢ U TRANSFERRED TO : d
1 |Patient Identification |_YESNO | REMARKS
laPatlent Identification Patient name, age, UHID/hospital number confi rmed ’ yod !
b.Surgical procedure & correct site verified ‘/fo J
2 |Airway & Breathing 1
a.0Oxygen delivery (mask/cannula/venti lator) secured DY ‘
.SpO: within safe range Y3 '
’c IfETT: position confirmed, ties secure, cuff inflated ;\[d\ '
3 IClrculatmn & Hemodynamic Stability
IV lines secured & infusion running correctly ﬁ!ﬂ{\'
b.No active uncontrolled bleeding N
c.Last vitals recorded before transfer *{“?,1
_f\_ d.Central line hubs are closed Alp ’
e.Dressing Intact | NN & '
4 | Pain Assessment
-Pain score assessed & analgesia given ./Wl-
b.Reassessment done [ 1)
5 |Wound, Dressings & Drains
a.Surgical dressing intact ne
.All drains fixed, output noted ALD
c.Catheter secure & urine output recorded Ve
d.Splints/casts/traction devices stabilized )
6 | Medications Pre & Post-Op Orders
Medications due time noted Alp
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ND
c.Emergency meds given in OT (time & dose documented) AN
7_| Equipment Safety & Transport Preparedness
o .Oxygen cylinder full & ambu bag at bedside ‘ ved '
b.Bed/side rails up and brakes applied Ned '
c.Special position ning maintained as per surgery f XYO./J [
8 |High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level Nﬂ. 1
b.Epidural catheter secure, infusion checked ND- ‘
c.Pressure areas protected (heels/elbows) A - '
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED R~ B f
10 REPORTS AND LABS HANDED OVER yes |
11 [BIOPSY/HPE SENT X
| 12 [Documentation
a.Documentation com pleteness M ‘
ransferring Nurse: }%,L\Qhﬁqﬁ v ‘
Receiving Nurse ; gfb’f,o’}}?r ' =
Signature of Incharge: ’

RCH/GDY{FRM/CUNICAL/SSB
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Mrs JAYALAKSHMLB

04-09-1998 2TYaM23D (F)
©  Dr, PADMASHRI PARIMALAM

A T .

PRE - OPERATIVE CHECK Lio AT .mj;ﬂl'fjg,ﬁf
1t e 8 ot b et e e mﬁrs;’.__m‘;‘;'
Date: O—ﬂh}ﬂh
Patient’s Name : I:QR&J&\;&&—HLSHMI Age: .. r%“f'\f ........... Gender: (1M >
Blood 6roup : 3. ik eum : Hoc=.Fa8. o

Plamed Sugery: 1= M2 5 REAENCA. A5 Kurgeon: .. DR.... PBDIOBIRIPHRIAM
Anestnetist: DR..... QLMY M. Date & Time of Operation - .D&’.—.J L;,Jaogb...@..m.')m

Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse -
$.No INSTRUCTIONS YES | NO | NA
1. |  Weight checked and recorded? Ol o
@2, | isthe patientfasting forover 6 hours Pre-Operatively? O =11
- 3. Check Pre-OP Investigations & Results (CBP Blood Group, BT, CT, PT/ APTT, E”"EI |
Viral Screening, CXR etc) available before starting the procedure

4. | Enema given / Bowel Preparation O| &va
5. Remove all omaments, etc and sterile gown given 11 0O
i Is Blood arranged as required? miR=gUn
7. If Blood has been ordered - is Blood bag ready? O B70
8. IV Cannula to be placed / IV fiuids if Indicated a0l 0
9. | Pre Anesthetic consutation with anesthesiologist o700
10. | Pre Medications Given? (Sedatives / etc) EMO | O
11. | Skin Preparation B O
12.|  Stteis marked B0l 0O
T | ot o et o et =7t | o
14. ] Implants are available O =V0
15. | Equipment is avaialble D470 1 0
16. Other (if any) O O

NOTE: if any of above is ticked *NO" Discuss with the registrar / consultant immediately

Billing Clearance taken W
S .......... ,‘é 'é} Nurse In-Charge Name : . S5y [FAR X -

Billing Executive Name : rf*
Billing Executive Signature : .. %77 &~ Signature of Nurse In-Chagge :...1.... ..

Date& Time: ... X/ a kL R4... L23.. Date&Tme:Q_’:f:}b. 2l

Doc. No. : RCH / FRM / CLINICAL / 107
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Rainbow*

INFBRMED CONSENT FOR SURGERY OR Children's | @ BirthRight

SPEG'AL PRnﬂFn“nF !-I-e'sle!sa-'-‘ Wﬁ
T GUC-00092814 IP18-00036219

Patient Nam u’ilm‘;?l'm"':fnum ) S Gender: O Male vE(Ferna!a AQB: oo
UHID Ng: D PADMASHRI PARIMALAM

lngtruq,!lon: H

I ha{aby authorize the perfgmance of the following Operation (s) or procedure (i) (use no abbreviation / Avoid ter:'hnical terms)
............................ ~Mestgen ﬁﬂ.....&)m.@i...ééa.ﬂﬁl.! e CRAGMEQn .. seckan...
i O e R (_!_‘nd.'!lcl)ﬂﬁmmﬁﬂke}ﬁuufabouﬁ)
upon ..................................................................
. (NameofﬂwPahent)Nrs:ragafak%m

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

.Bleeaing, . ia eckion.,.. Joy 0. Murtoundin 4*(11/@&%(51?&»0,
L‘hddij—réwb(mei;}@:;g{&],ade:aynl:oH!tu, ...............
..baby..a\alaﬁMiom..(D...M(ﬂ..,.,Mt‘rﬁhrﬂ...d&f‘n&&.;....ﬂ:@_!ﬂuﬁﬂ...mmpfida#o%

My signature on this form indicates that

1. Ihaveread and understood the information Provided in this form .

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

3. lhavehada chanceto ask My surgeon questions.

4. Ihave received all the information | desire concerning the operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure,

Name of the Doctor who s performing the Surgery/Procedure: ...

Consentee : Patlent Attendant : ; {
Signature : B‘T&ﬁ«@é@(zﬁvf Signature : .. S m=gee 5 ‘K’M ........................
Name : M?}'Hyﬁ Q}unf' Name : 'Em.nw&:m&sx—a e
Date & Time : ........... 9% Db\m Relationship with Patient: . 4-}uu& b
Witnoss : Doctor (who Is taking the consent) :

SIGNAMUIE © .ooocvreesnrresnsscssesmsnen o Signature : s,
e S Date & Time : .2-'1’,[6/,:16

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR ANAESTHES5 Chiow® ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

|P18-00036219 It takes 3 iok to treat the e, Your Right to a Safe Delivery

-00092814
———— GUC-0 .
Mrs JAYALAKSHML.B

iF)

Patient Name : ... g HYRED BV e AGE ! ... Gender : Male g Female OO
o TGN

Anaesthesialogist

PLEASE READ THIS BEFORE YoU CONSENTFOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an Operation. This ensures the patient is not aware of events and doeg
not feel pain during the Operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using alocal anaesthetic to numb a Specific area of the body for Surgery: Prolonged pain relief without numbness can
be achieveqd by infusing weak solutions of logal anesthetics arid narcoti drugs to particular parts of the body after surgery or injury, using
catheters,

e Operative Procedure planned -

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

O Heart disease O Hypertension [ Diabetes mellitys O Renalfailyre
[J Hepatic disorders O Shock O Muttiple organ failure O Polytrauma/Renal Tubular Aacidosis
0 rncapacitating Cronic Obstructive Pulmonary Disease O Others

*  Doctorto document inmedical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT/ GUARDIAN/ PROXY

[ hereby authorize Rainbow Hospital & jts authorized doctors to perform upon me/ my patient the above mentioned operation / Diagnostic /
Therapeutic procedures,

| authorize ang give consent for anaesthesia ( O Regional / O General Anesthesia / O Monitoreg Anesthesia Care ag considered
appropriate by the anaesthesia team.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
and immedfate!y thereafterin need arises,

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

I have been explained all my queries inthe language understooqd by me.

Patient / Patient Attendan - Witness : /L

Qo
Signature : gg&':f Signature ggﬁ—é

A
Name : M(' Name: ....... B* WES14 -

Refationship-with-Patient: IR - s Date & Time : 89[3629@13

Doctor (who is taking the consent) ;
b L R Nt Date & Time : ..o

Poce. Mo RGH(( (M { GLINICAL /021







.-I Department of Anaesthesintugy :uc:r:?m’"“"’ lmwm‘;] 'b%\”' i)
PREA Siim S o Eow B ZirthRight
L TG Sy F T Yo
Name; Age: e, Sex: . UHID.Ng -
Date: ’QZ{Q\W Trrne‘levﬁ"“ Pruposedop;araﬁon:...‘.. £ uq
E ' Diagnosis:.,......,....._,...,....., : i

f BP/CRT: .

—

Pre-ﬂperaliva Instructions:

1. DvT Prophylaxis - o
Water / ORs 2 Hours

2 NIL DRAL<:OIhars 6 Hour

3. Informeg Consent; J Standard High Risk

4. Post Operative’pain Management: iscussed with Patient /

5. Other Instructions: .

Signatur'e;:.,. \6,‘;% Name@‘@%""aﬂ“

Docu. No. : RCH /eRM / CLINICAL / 044 |
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' « Patient Sticyer

POST-ANAESTHESA CARE UNIT RECORD

Received in PACY by :

*PULSE ~ < BLOOD PRESSURE

\ RESP

ol [
I
§PO, ......I.II.

POST ANAESTHES A SCORE
(Modified Aldrete Score)

mamdmmwmmmwom
mmmzwmmwmw =1 AcTVITY
mamummmmmncmm =0
mwwmmumm

Muhmbmmnu

Anaesthesiologist Name -
|
Anaeslthesiofogisi Signature:

Date & Time:

PACUNurse Name: et

PACU Nurse Signature: T S e

Dae & Time: L

0 0, Mask
] Tracheostomy
0O ora Alrway

Vomiting -

NG Tube -
Drain:

Urinary Catheter-

Nil Oral

1

Transferred to Unit by (PACU):

Date & Time:

IV Cannula Site -

ney:
Every eight hours for

2z
Rainbow*® o
Children’s | @ Birﬂ'lnght
Hospital .e\r INBOW HOSPITAL §
nm:uumhm. anu-s«.ﬂ«hm
............ Time Dischargeq -

0O TPiece

0O Nasal Prongs

O Masa Airway

Oves One Drug: ......

OYes One
0O Yes ONe
O Yes O Ne

ChestTube: [ Yes CIne

Disch

Exceptions to this,
Space below by the

SCORING lNTERPnETATIOM
A Minimum Tota) Score of 8 js Required for
ischarge

are to be explained in the
Discharging Physician:

all hospitalized Patients.
For post Surgical patient, patient With chronic pain patient with severe pain

Every 2 hours for first 24 hours
After 24 hours every 4 hours
Prior 1o pain reliving intervention
With in 30-80 minutes alter pain refigt nlervention




ﬂ " patient Sticker i : - . _
; Hospital 8Y RAINBOW HOSP =
1 takes 3 ot o et The S ;
" * ’

rtment of Anaesthe‘siology

Depa
EPIDURAL ANALGESIA R-GORD

e —

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

L 1111 R Procgdure done by
Technique'lLOR(LOS) ..................

(PR sorsssannpsiaiisasmmpmet SRS
. o

POSItION & conceremseeseeees

CSE /Spinal [Epidural
Catheter at i S R

PR corsssmssesmezeerss

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

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

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

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

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

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

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

~ gyD / Instrumental / LSCS (if LSCS Details)

THME & ennereenesmses

Delivery Details ©
and Tip N

Catheter Removed by

Patient GatiSTACHON © .ovvereveseenemee

Discharge /Shifting ordered by

Doctor Signature:
Docﬁ;r Name:
Date and Time



Ref. No. : F/ HW / CON / HR / 05

= | INFORMED CONSENT FOR HIGH RISK

. Rainbow®

BirthRight | Children’s Patient Name : ...........cooooorvvviinn _
.—:r_!rfgw ool 1 s B OF- IPNo.: E,E:E?EE;‘;,H,:,:Y:::’:“”; .....
Ward / Bed NO. : ....cc........... OrPADMASHR PARMALAM
AEAETEVTER T
W o cosmmonsn st G ot ewmms e s have been explained L S

about the medical condition and the proposed procedure.

I/We have been told that our PBUBO s concssessns s AR ammpmen oo e has the

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

[/ (We the relative / legal guardian) have been explained in the language understood by me / us,
about the medical condition mentioned above and that our patient has following risks involved

.blf@djﬂg‘..).nfaf-io.a.,...f'.f.?.).u.md...z‘o..A.uumuaa&hg...MuM..;.....b.@by.....admi@n fo
..I\[!.C.U.,...HLA{)F.MHJ.ty....dld.ﬁm..,...pm#ﬂﬂ..mf.‘!pbfcdh?m& ......................................

I/ We have been explained that our patient carrier a higher risk than usual and there reason for the | / We have been informed
that the ongoing treatment in the 1CU involves the risk of unsuccessful result, complication, temporary or permanent injury or
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me /us
concerning the results |/ We have understood the consequences of not undergoing the proceed treatment. |/ We hereby give
(my / our) full consent for the above ~mentioned treatment.

Name of the Doctor performing the procedure

Patient Attendant : Witness : |
///J

Signature : .. & fW@W ,J.f .................... Signature q-zE:‘ {5"“/'\

B T Y U P,

Name: ... B0ln NiGwesw-I

Date & Time : ..2-..?..!..9.!%.../.:?ee.%siz....z’.’i...3.’..5..‘? s

Doctor (who is taking the consent) :
Signature : {}J.J;%fg .................................
Date & Time : 23/{;[&&, ..........................

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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~ --- i BY RAINBOW HOSPITALS
PATIFNT ™" .. R FORM Hospital | e
- .:!uc Je:nmsﬂu BY ous o ©
\\“\ “ Date & Time of Admission Date & Time of Transfer Order
\\\\\\\\\\\\\\\\\ o bt o 3111t ol topm
Treating Consultant Name Transfer Ordered by Reason for Transfer
pofdedhisl | g peitten | et dradmen
From Unit To Unit Information to Attendant
M\ co OT YesZ]'/ No[]
@ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
= /7 over to attendant
0‘7 ale - T Y Ys(]  No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1.
2.
3.
4,
™ 5.
Shifting Summary / Notes Written by Doctor:  Yes 0O No[]
Name & Signature of Person who is Transternng Name of Person Ordered Transfer
/g A/QV‘{O':I\/ j)z = /’dv}‘/_ﬁ/@i&_
Patient & Clinical Records Received by :
{Hp“{ ( a1 Teb
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 (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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. i RAINBOW HOSPITALS
PATIENT TRANSFER FO RM nHme.S“prt.g!m ::lrﬁighl to\:rsu.ﬂ:livm
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
o I facstud RF (616 et b:a10m | og]4/96 wr thm
Treating Consultant Name Transfer Ordered by Reason for Transfer
LN Pacﬂvm S A Piww Tt Lo
From Unit To Unit Information to Attendant
2y p— -;}"H;FW Yes l:] No []
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
:; Y over to attendant
j b Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Si.No. Item Name Quantity
LI s %) Qe d V- v -»
d ! 4 |9
2. Dt 3>
> e fluy ) 0 e
Y domb fig i\ 7
& ottn O? Doy | Ood— [

Shiftmg Summary / Notes Written by Doctor :

e

No []

ﬂ()ﬁr’rtu o1

iy

Name & Signature of Person who ig Transferring

Name of Person Ordered Transfer

1:}%6 o@,z ! pﬁtﬂ-‘j’[x"‘*

Patient & Clinical Records Received by :

, 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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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: SL‘TIOE’QFOLb Time: p,OQP'“‘\

4\'2E>"kg;’m2

Oigin: v T RSN Height:../S. 7 .Cans. Weight: é-.?akg BMI: O ~28 kg/m’
0 ~ 30 kg/m’

FOOT AIBIGIBS: ..o Ctersine s sess st
Diagnosis: ):'—MER(AEI\JLV] .......... 4 4. T3

Type of Diet: iquid ZSbft L1 Normal LI Diabetic
U Vegetarian M\fegetarian LI Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups &
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet—SoftRice, Dal and Vegetable Curries Soft Cooked, Curd (=)

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

Vil ®

Patient's / Attendant's Dietician's

Signature: ..... Bjaj’mt\; ......................... Signature: A(}q%(ow&s&;)
Name: ....... Bﬁvﬂﬂ%&’ﬁwl ...................... Name: ﬁgﬁ&%mrﬂﬂm ..........
Date & Time: 9°\l°bl>‘°@ ..... [0 Date & Time: .....?:.CI.J.::.(a.‘.:n‘fo‘....@......[RR’:%.‘

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




DIETARY NOTES
Date Time Notes Sign
o] 2.6, 0[5 Am NIPo .
Al
U 2O P ~= NPo v D\M ---béea~ A“?,«.“o(_-o ("””&QQ
Ouorsse s Av/)’)/
U (‘.,1313(9,
,q/oc,/n,e. BA" 2o - Fm —L1SC% dre QO zafp/lse
@4‘ L1 P,
f"?&t@hﬂ‘ A Nis ()94_7(—}._ 3=t
—Rtret m dheble . Osel s A)_<
74—1.::: AA.Q_IQ-" (,tg;’,é)
= »’L-J.-.h LacLE_fC‘iQ FQ,JW. oLQ.zz —
C/;
Z7
-_7A fFArﬂQl "7\3\5,& j—xm ?'L.:{ﬂ
im,lo
(}M%&HL%%&W
\M»i/L Jnf‘kut—m* Ggoa‘(
ol (@ Octa (=
‘--"'“"'_____‘ P@E ‘F_h———‘ccv.%/_fn\/
%\’n])fo % e Am_. -—"Po‘\-t‘m AN B ge’ét:i‘ Qp‘c’f“
1 L\ Am : Q}u(_‘@
A‘c”tﬂ._a. A‘//}
L Bos M 350 )
c Poaclds PoFor . Pore ol /igu‘—;




