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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Mrs VAISHNAVI MANO
01-01-1994 d2vem19p (F)
Name of the Patient: . or. MATHANGY T

oo TN

GUC-00013971 IP18-00036532 . - \ ’4{ \q}
HARAN Date; &

Certified that in réspectof the above patient:

.D/a/ﬂmre areno drugs for retyrn

D-{Ib. Emergency Cupboardissues have been replenished

Dl[ €. Nopendingindents are there against above patient
MBCRE bed side cupboard of the beq
0O_&" Checkeg bythe patient's Mother / Father in the room

Patient Authoriseqd Sign

Date:
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01-01-1994
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ACTlVlTY RECORD FOR BILLING

GUC-00013971

IP18-00036532

Mrs VAISHNAVI MANOHARAN

u1 01-1994

2Y8M18D  (F) "2

MATHANGI RAJAGOPALAN

i

[[HREIEY f.—‘é",}'s BirthRi ght
2 ___plt . BY RAINBOW Hosp:rnl.s
It Eakes a jot to treat the ktie. Your Right to a Safe Delive ery

Name: .......

UHIDNo: ..

IP No: . ... Consultant: ... Dept: ..
Date of Admission: ............ . Time: Date of Discharge: ........ Time: ..
Room / Bed No: Ward: Suggested Billable bed YPE: oo
WARD TRANSFERS
Date Time From To ‘Signature of Nurse —’
DRbe | [ opm | cop ot (SIhlger
CROSS CONSULTATION VISIT

Doctor Name /Dﬂ\ Order No. Signature

) |

2
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: /
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10.
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INVESTIGATIONS
Date Investigations Order No. . Signature |
W\ chL 2602397 Z ;
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MEDICAL EQUIPMENT ( WARD & ICU)

-Date

- Name of Equipment CDT.}?;{;UHQ Disc?‘?nlzecting Order No i
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PROCEDURE

Date

Procedure

Quantity

Order No.

” ﬁignamra Y

o

I AT

HeEldab

p\ulowrﬁ

ANY OTHER INFORMATION:
mh‘s’rbo% qm\-— T

. --.u-..".........-..-...-..-....u.-...-..ou--.-.u errssssann

TR —

Shift / Ward

Billing Assistant

Billing Supervisor
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GUC-00013071 1P18-00038532

Mrs VAISHNAVI MANOHARAN
01-01-1894 32YEM19D  (F)
Or, MATHANGI RAJAGOPALAN | "

I
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DISCHARGE TRACKING SHEET

'L Pt

NAME OF CONSULTANT-

ﬂ

ACTINVITY

TIME

NANL &
SIGNATURE

REMARKS

<To be
filled by
Admins

Discharge
Announcemént

o) Yt
ok Apm

INTIME ouT
TIME

Arrangement of File
by Nursing

&) bk
ot 0 prm

Preparation of
Discharge Summary

L

{ Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

LAuu'it Clesrance

LBiIh‘ng Clearance

l Physical Clearance
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i, Rainbow Children's Hospital - Guindy
) _ ,@% Door No. 157 to 160, Anna Salaj, Guindy, Guindy .Chennai  Tamil Nadu, INDIA 600015,
Children's

Rainbow i
. TEL NO :044-40122444
Hospital

i

o WEB : hups:r‘frambowhospitais.m
r|I
ADMISSION SHEET |
|
. : . RN T T, I
Registration Details - AT T TTTTTTTI L 1
Admission No - IP18-00036532 Admit Date - 19-Jul-2028 Admit Time : 0926 PM  UHID : GUC-00013971

Patient Details - f‘

Patient Name “Mrs VAISHNAVI MANOHARAN Age 132Y6M18D l
I
Guardian © Mr BHARATH CHAKK/\RA\/ART HY D DOB 101-01-1994 |
Gender - Female Religion
|
Occupation Martial Status .
Address (H) NO 2/33, SINGARAVELAN ST, KASTHURIBAI Phone No .+ 7418333902/ 9789240027
NAGAR WEST TAMBARAM Tambaram West E-mail SaTEH 1 |
Kancheepuram Tamil Nadu INDIA gil -+ Vashuvm1@gmail.com

Admission Details :

‘.
Bed Type : Micu Bed No :MiCcU 803 Ward Name - 8F-OT COMPLEX |
Room No | micu 803 Admission Type - First Visit 5

Contact Details :

Name Mr BHARATH CHAKKARAVARTHY D Relationship - Husband

NAGAR , WEST TAMBARAM Tambaram West

Contact Address NO 2/33, SINGARAVELAN ST. KASTHURIBAI Phone No 7418333902 ’
Kancheepuram Tamil Nadu INDIA

gnature

|

> (2 of |

Si !

L Ctor Details - f

Doctor Name Dr. MATHANGI RAJAGOPALAN Specialisation - OBSTETRICS AND GYNECOLOGY
Referral Doctor Dr. Mathangi Rajagopalan Phone No

|
|
Co-Consultant ﬂ

Payment Details - Deposit Amount . 7000.00

Payment Mode - Cash Payor Name ' SELFPAY [

ittea Date ! Time | 19/07/2026 21 24 Frinted By - 017420 Page 1 of 2







Rainbow Children's Hospital -

Rd!:l'l bo w & Door No.157 tg 160 Anna Salai, Guindy, Guindy .Chennai, Tamil Nadu. INDIA 600015,
Children's - TEL NO :044-40122444
Hospital WER htzps:firar'nbOwhospr'ra!s.r'n

GEN T
Patient Name: Mrs VAISHNAV| MANOHARAN Age : 32Y6mM18D
IP No: IP18-00036532 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 803

I'understand that the confidentiality of a| medical records shall be Protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

n:rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
Ciie of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,

procedure, treatment. therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and lor treatment.

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

I'am aware that during

the patient care it is Inevitable that certain ré-useable equipment shall be re-used after sterilization
and disinfection. | am iInformed 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 I have to return it back at the time of final bill
clearance. In case of failing the submission. | will pay 200/- Rs.

(@ Deivers 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: » M

|
Name 5 @uARATH CHAKkARAVALTHY D Patient Address:
— { NO 2/33. SINGARAVELAN ST
Relationahi f sk ANE ‘ KASTHURIBAI NAGAR , WEST
Date )d?'_ 6;7’020% Time: O ﬁ"}(}’ TAMBARAM Tambaram West

Kancheepuram Tamil Nadu INDIA

Wittness Name Q}Wr § o
Witthess Signature ﬁ,

; 12 Page 2 of 7
led Date - ima 19072096 21 20 Printed By 017420 g
rinted [JaAte im L 126 21 29
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Patient Ny

Sell” Attendan Name : Y BuAraTH CHﬁlckﬂ@uﬂR'Tf-w D || Relation 'y H‘USBAND |

Self -\ucnlhnn Signature 2 }/Ld\

Rair1b'é:W‘ Y .
Children's @ Bll‘tthght
Hospital . A O nOS 1, &

BILLING POLICY

Billing Cvele: - Bed charges will be calculared based on 12pMm 0 12PM checkout, Settlement POSt 12PM, room rent
will be charged for half day extra & POSL6PM. it will he charged for fy)) day. Less than 24 hours stay will be considered
as one day,

Room Rent inclusjve ol Bed, Nursing, Consultation Charges and all other charges, like Diet, [nvestigations, [P of op
Procedures, Equipment. Cross Consultations, Blood/ Blood Products, Implants, Wargd Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wi| be charged extra.

3% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 a5 per the GST
Council

As per the GO Luidelines, we can colleer Rs 1.99.999,. only in cash mode. balance patient can pay through
Credit Card Debit Card) NEFT RTGS Demand Drafi ang Online Paymen.

In the event or TPA/ Cashless denial or approval not received dye Lo any reason then hospital tariff wij be
applicable ang any - discount or special rates given 1o | PA'S " Corporare won't Qeapplicable,

I the Surgery ' Procedures performed in cmergenes hours (8PM-gA M). Public Holiday and on Sunday will e
charged 30 extra.

ASSE Surgeon and Anesthetist Charges will he charged 30% on the Suraeon Charaes,

Admission will be done according 1o the ward category chosen by the patient; charges wil| be applicable as per the ward
cateRors. Al charges Vary as per Room category, except Pharmacy and consumables,

Patient / Guardian Sell Attested Government 11 proof s mandatory to submit g the admission.

[PA Insurance Processing Fee applicable for gl Insurance Cases,

Inour hospital there s "No Discounts Policy". Kindly co-operate,

No Duplicate Second Copy oI OP or IP bill will be issued,
I case he patient is shified from lower cdtegory 1o higher category. all (he charges |ike consultant visjs,
investigations, operations and procedures cte. from the date of admission will be charged according 1o the higher
Ceteaory
It the paticnt is shified - the 1CU. the anendan should vacate the room. I the attender oceupies the room. it wijl be
Charged as per dual oceupancy .
Room eligibility js purely subject 1o TpA approval. Proportionate difference of the bil| amount is applicable in case the
patent opts for higher category higher than he IPA approved. which has o paid by the patient and may not be
reimbursed by the TPA Insurance Company at later stage.
For Nan - Medicals, Disposables, Consumables, Intusion Pump, Taxes. Implants, Hiy HbsAg, Medical Records,
Insurance Processing Fee. Double Occupaney and Registration Charges. Ete.. credit cannot be extended, These items gre
not piyable o ys gs per insurange smpany norms (Depends on the TPA Insurance Co. T&C),
It takes time for cash discharge is g minimum 3-fhrs. and in the case of insurance, it wil| take a minimum 6-Thrs,
Difterence. iy any between the final bil) amount arid amount permigred approved by the TPA or 1014 bill amount in ¢gse
ofdenial 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
citesories of rooms. No attendant is permitted in ICU's,
AlEthe refunds more than RS.5.000/ wil] be refunded through NEFT within 7 Bank working days,
Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be bused on the acknowledged services in HIS. Final Bil] of the patient may vary from the Interim bill based on
detil update taken on he day o1 discharge. It js requested that patients‘attendans enquire daily abour the bill amoun
from Billihg section and pay the Qutstanding as on tha day. You are requested to clear Youroutstanding amount on daily
basis Belore |2 PM. Patient biy vutstanding should no be inerease more than 10,000),-

TC TION
Fhave witended the | inancial Counselling desk & understood (e expected costs & other conditions applicable. In this
case, [J{u FPA Insurance Company rejects he claim for whatsoeyer reasons 4t any point of (ime alter discharge, |
promisd 1o settle the claim with the hospital us per Hospital Cash Farift

ne LUHID N ber : |
7 VAISHVAY| MANORARAN | umoer [33 7/ |
[ =3 o

Name & Signature of Financial Counselor

|

Phone Number 7 q:}_ngq_oozqu







GUC-00013g 71 i'F‘!!ﬂDOJBSSE
Mrs vaj SHNAV MA.NOHARAN

01-01-1994 2Y6M1gp

= T BalnbSw & st

Hospjtal BY RAINBOW HOSPITALS

X Cobt 8 0 10 b the B, Your Right 1o 3 Sa7a Dativers
IP ADMISSION SHEET FoR OBSTETRICS e
Presenting Complaints tMp: | ?/ (D / 2C EDD: a!'/ g /16
'Qd“&"@ {bx oL Corrected EDD: 2 O f‘?/iﬁ GA: R&w R a
Obstetricc;’ Fom;gla:t_ Menstrual History: Regular : 7 ys O No
2 4 Fojoal i) s . : ;
Obstetric Hostory: ah iy ~Obstetric Examination Mw‘\k-[ H 73 < ) N¢ M
G Gyrs [ SYn] Gy 12~ 34 kg Fundat Height Tesin - |
’ R p38luo lex B itable 3] Sm _cecond | 16 hung
Gyt PP 18P Auk A Dopp Activity: X Relaxdd" ¥ Mg Mod [ Severe’
oY ’ 1]:11, Present Pregnancy Record: Liquor: P Adequate O 0Oligo 3 Poly
" ‘i h D.w 6d ;‘ NT N ‘-g;\g L:(co ‘0{& Vm"cepha“c Dareach ) Others'. v .
Ao ts-Lia fg,o T 9y thE Head Fifths Palpable: ) cth \ Y
RISK FACTORS: FHS:  EfNomal [ acny . OlBrady_[J Absent
H H Po 'la”‘d Yol c’ Per Speculum Examination _ _—
Draining: O Present wEf Absent [J Bleeding
Qf M,M.L\ Colour of Liquor: [ Clear [J Meconium [ Bload Stained
Vaginal Examination
Cervix; [ ong O Parﬁaligeﬁapgg} [J Effaced
Height:.....fﬁ.%..cm ad:
weight: T0::.9. kg Os: Closed Dilated _Loﬁ_gagm
Allerglesf\(t’ Membranes: &1 Present O Absent -
Breast moma: Kl Abnormal Liquor: . O Clear - [J Meconium [ Blood Stained
General Examination:
Consciousness: Pallor: Presenting Part: E’Venex 03 Breech L3 Others
lcterds: Edema: Sutton: B3 02 04 00 g4 0 +2
Temp! PR: Pelvis: J'Adequate [ Doubtiy]
BP: p |90 DTR: -
ovs: S48, @ rRs NvR<
Liver/Spleen: Urine Qutput:
oo [DIAGNOSIS ~---vvweeeeeeeooi bl hood--yoweeo

G P | 3803 ) Asthima ™ Poiiiisnal obsclii)
 Hipothyroid |

- crmetnieeddtncansaffleatn . et
................




___'_____,__.___,__————r-__-——-—-—

r Patient Sticker J

 Adwasfo N
. T Pmpam#on
(TG B4

\ - Rlg @ SaM

\ wlr_ Lo(\Jr\'o('_F!O(’A ) Meﬂ"b

Family History: 1 Surgical History:
Vol PR - DM N
© Medical History: \~ (bild kood |  Medication History: !
occosional wheeje ( Astesbic) Gwspm" 5 sziéi’z:”
; ' ¥o oV - S - @
e HHP'OW'CJ" )LWO’jeﬂ T T
fRS I~ )u(zrmw -n’l"_n
Plan of Care: Invesugations:

c-ér__Gg

P’y |

Doctor Name: .:D)'VHM)L&L

SIgNATUNe: .cvvuvsisrasssssese

A T T

Cmmunamw ..D& (\(a”ex@(g:‘
Signature: ... Vd&? o
Date & Time: .. I QJ :F
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Mrs VAISHNAMI H:;“;"::':: o ®
avortem 32Y e
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Rainbow®
Children’s
Hospital

N ks & ot b et e e

- ® BirthRight

BY RAINBOW HOSPITALS
Your Right 1o  Sate Doivery

-RESULT SHEET

Date

29/6

24 ]+ |2k

Time

Hb

Blosd

120

1y

ardfi%iﬁmuﬂﬁvt

et |

| Py

339

3y

NCfa_ﬁt"\ﬂE_

| RBC

3-8y

\Vv

{

WBC

12000

7, | bo

{bhsAq

‘!D

AQ

N/L

321y

Hey

e L

Platelets

179000

2:071

\/DRL

CRP

ESR

PCT

FRS|: F0

RBS

PPRsl “1np

Na

K

F T

PR

Cl

£Ty : 09

Ca/Mg

18H 2.l

+HOo Lo

Phosphate

Urea

4h

20

Creatinine

0-3)

ALP

2 aned

SGPT

SGOT

g3 ]

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

$.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N
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fﬂw

Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Cells _

'CUE .

-Stoq) Pus Call

OVA / Cyst

OccultBleod '

Culture and Sensitivities ; ........

weaw

Radiology :

ECHO :

CcT:
MRI

Others (ECG, Contrast Studies etc.,) :

usa: .

8lal2b

Q{s LA "’ CJ

SIE

O] ~ fsdeioy

EEL : 2CT0 a

No ppledt.... Norwal
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Il

Tt takrs @ ot 1o trest the Ute.

PROGRESS NOTES AND DOCTOR'S ORDER

IV Children's | @ BirthRight
Hos pital . 8Y RAINBOW HOSPITALS

Your Right 1o a Sate Delivery

Date

& Time Progress Notes Doctor's Order
) 8lg DeVipstf

Fe Y ..o

o PL poviewea] | ne o

O(e 't o
pfF] : )‘l; “tHM 4
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P(?E; S}d? /Q‘{’J“ VAo STAVRIN | T
R .

ak S :l0am

4

- CTG’? @ 610 am
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. I;idﬂn?m Sacg
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GUC-00013971 |P18-00036532
Mes VAISHNAVI MANOHARAN
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Children’s
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T taes @ Jot o treat

BirthRight

Y RAINBOW HOSPITALS
Your Right ta a Sale Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

T_Da'ta
& Time Progress Notes Doctor's Order
o1 2024 tls|l s Br PanviRoal o
_’__...-""'
QI 2,0 &AM J Y " . :
P redewned, M | efo Pshitn " Rnsadion
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GUC-00013971

IP18-00036532

Mrs VAISHNAVI MANOHARAN

01-01-1994

Dr. MATHANGI RAJAGO
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PROGRESS NOTES AND DOCTOR'S ORDER
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Hospital

1t takes g 1ot to treat the e,

BY RAINBOW HOSPITALS
Your Right 1o a

Sale Delivery

Date
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Rainbow' | @ pirthRight

Patient Sticker Children’s
H Osp i tal ' B RAINBOW HOSPITALS
Your Right To & Safe Detivery

1t takies @ loL 1o teat the ide.

PROGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

Gt Progress Notes

& Time
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Patient Sticker ?Z?‘lii?g%\z's . BirthRight' .
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MEDICATION RECONCILIATION FORM

L T————————— ca/ 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 ilfn/)z)of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ..o N SHIfeA 10! vovvvvveeeeeseeeeeeeeseeeeeeeeeeeoo
81 (szuem::‘fagmwgﬂ meRS) (mg?;ig) (PO, 2?;?5:, Iv) | FREQUENCY lﬁ:ﬁ;ﬂ?ﬁﬁ jg'::'lg:s}':"g
! Oc oOoc
. Oc Ooe
G Oc Ooc
4| Oc Ooc
5 Oc¢ Odbnc
6 Oc doc
7 Oc dnc
8 Oc Ooc
9 | Oc goc
10 Oc Joc

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

Doctor Name & Signature : SeuaeissAsEeb s e ssasnenranasaasnesRsnEsFe e niamsbn et bbne s

P R S —————————— L
Nurse Name & Signature: C@QSQWMD%@W ‘
Date & Time : lﬁﬁfkaaﬁa@gqopm
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DRUG CHART

Date of Admission; (ﬂHf&@% ]

FOR THE SAFETY OF THE PATIENT

Drug Allergies: e S \Iﬂot known any Drug Allergies

GENERAL - Ensyre that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - please use only approved abbreviations (refer to Hospitaj's approved list of abbreviations).

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

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

drug sheet folder.

O MRSES - Nurses must folow sticty the FyE RIGHTS befors adninistration o medicatin
| R Peent 2) RightDrug 3) Righ Dosage 4 ugnt P 5) Right Time
e NG VERBAL ORDERS. NO VERBAL ORDERS FOR HigH RSk ALERT MEDICINES

(EXCEPT FIRST DOSE OF

EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PAN (As Required Medication)

Enaua.-

Dose l Route 'Frequency [start Da

Doctor's Signature. Valid Period| Pharm,

Additional Instructions-

e
g
- § IJHUG:
i | Dose l Route | Frequency [Start p

* [Doctor's Sgnaturs TVai P Pharm.

Date

Date

Additional Instructions:

Date
ime

§ Dose | Route Frequency |Start pat
>y
Doctor's Signature | vaiig Period| Pharm.

&
£
g

Additionaj Instructions:

Docu. No. : RCH FRm / CLINICAL / 118

Page: 1/4 (PT.0)




GUC-00013871 1P18-00038532
Mrs VAISHNAVI MANOHARAN
01 01« 1m 32yYem190 (F)

AJAGOPALAN

"

REGULAR PRESCRIPTIONS
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pRUG: ) - TH yRONOR M ia“’ X nw -]
Dose i}p Frequency Start Date !
A R s B =
Name & Signature of the Doctor
Starting the Drugs; =] i =1 |
yand. \ e 1 leoled gt i W .
Additional Instructions:
Daily Doctor’s Endorsement by 2 Sign T N
Date g 1 ‘
DRUG: TAR . AUGMENTIN [N "
Dose Route | Frequency Start Date / L
po |t1-) 20\1\ah [
Name & Signature of the Boctor
Starting the Drugs: == S
O =) TN B
a7
e — T
Additional Instructions: B
\op =
Daily Doctor’s Endorsement by a Sign \Z |Dr}
Date
[orue: (- PA~ D ]| 1
Dose Route | Frequency Start Dat /|
\,1 @) o \o-) oQO\‘] B
Name & Signature of the Doclor
Starting the Drugs: = ==
g2\ |
Additional Instructions:
11! 2c,
\ Daily Doctor’s Endorsement by a Sign | L J
Date | | | ] il
DRUG : T PARACETAIMO L Timepe\ )| & i .
Dose | Route |Frequency Start Date} 52 /K, | L
16 | &¢] Y | ‘ ._._——.__-.._——.._-——_.—-—l_—-—._-—-—..-—--—-—-
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0-10

Saturations |

94 - 100 %
< 94 %

Administered

0, (L/min.)
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1. Al measurements in ml.
2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output v 5o
Date | Time m;ﬂlﬁ Route NG | Diarhosa | Vomit |Drainage [ Urine T%EE? ,.?5”,20'
1 Mouth A" N.G
08:00 am
09:00 am_
10:00 am
11:00-am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00pm | -
07:00 pm ;
Total Intake : / L f &8 5 Total Qutput :
+08:00pm | 0}'\ ft %i’,{f«tﬁm ~— x
0900 KR [ DAO 170 | &° 1Py
10:00pm | "? ) ‘D’
11:00pm LU [T750mI . e [ DI
1200am | : W | Y
0:00am (VRO [|OD Q0T (A
Total Intake : L %W\/’ . Total Qutput: - (NC) W\) -
200 [0 (oo 0 Ko 0%
| 03:00 am , £00 W' 17X
Lo00am [Hs T popd . o |[KNo TPr
lﬂﬂﬂam-{%m oy - ' : WL |
0500am | Py @@m‘ ] | 200 [~ TP
| 0700am | | ERE | P 0 | ]
|_Total Intake : L!D@W 24! "':" s Total Output: OO .+ ° ]

Total 24 hrs, Intake ‘ 260\(\(\} ’] | L‘I’ptalzllhrs.ﬂulpul \(50 v |
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( FLUID CHART )

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

Intake

Output

Date

Nature
Time of Fluid Route

NG

Diarrhoea | Vomit | Drainage

IV Site
Phienits
Urine | Pasore

Sign. -
Nurse

Ve

‘| Mouth 1V

N.G

08:00 am

0900am My, o, [Seored

10:00 am | 2R

v [ 1 el 155

12:00 pm \2¢5

A©®®@Q
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0L00pm [ oo [l | Vo5 T
Total Intake: || =

Total Output :

;
{

02:00 pm

0300pm MHe iy | |6O

o400pm | pull [1€@©

> K

05:00 pm o

S
as

06:00pm | {0V [AUY

<

07:00pm | H 5 7) 100

A
2

Total Intake : f;“"hom !

Total Output : {pf 0 /0 !

{+08:00 pm “%_W

0900 | 140 | lson]

10:00pm | pz\do | \B\%}

11:00 pm

120{}am

01:00am ~\
Total Intake : !ogt)rvx]]so

Total Output :

,5'50

02:00 am reo-J

03: UUam

| 0400am |y, Lo/

03:00am | VW&o \'50,\_]

06:00am | \ o \\0. ! \DB #

B

olollolefo [olofellelo| ©lsk 0|

150!

DpErE BEEREM

| 07:00 am | LYY LoeA
Total Intake : Sﬁoﬂ\- e

!n':'

- —

Total Output :

?00«4

Total 24 hrs. Intake & %00 ml

i
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Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or rastlessness; OR, has
sensory impalrment that limits the
ability to feel pain or discomfort over
half of body.

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

ability to feel or communicate pain or
discomfort.
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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
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf' j}_ L’
without assistance. to completely turn selfl independently. independently. J
2. Chairfast : 3. Walks occoslonolly: 4. All patients foo young fo ombulate;
. ) Abliity to walk severely limited or Walks occasionally during day, butfor | OR walks [(_
;mmg:ﬂg t‘:u:f:r?::‘t‘ 'be d non-existent. Cannot bear own weight very short distances, with or without Walks outside the ruum at least twice a
Lk b o and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every _? b
wheelchair." shiftin bed or chair. 2 hours during walking hours. -
1. Completely limhted: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit Lf'

Moisture Degree
1o which
skin is exposed
to moisture

1. Constontly molst:

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

2. Very moist:

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

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

4. Rarely moist:

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

FRICTION-SHEAR

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

Friction . Occurs when

1. Significan? problem:
Spasticity, contracture, itching, or
agitation leads to aimost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides 1o some extent against
sheats, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but

4. No opparent problem:

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

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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one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequote: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calaries 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 (_,r
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern than half of any food offered. generally eats only about haif of any (meal, 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 meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement. I
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may - Excellent:

““;:y::n"::;‘:‘“ & | <40inanewbom) or the patient be < 95%; hemoglobin may be be < 85%; hemogiobin may be Noookeste. €08 sroralgui G
does nat physiologically tolerate < 10 mg/dr; capillary refill may be <10 mg/dt; capillary refill may be > 95%; normal hgb capillary refil
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. (f
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
@ Regular Turning Schedule )
; ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces " "
® Manage moisture, friction and shear At ng pressure m overiay
o Advance to a higher level of risk if other major risk
factors are present
High density foam maitress
o Usethe Same Protocol as for “At Risk” Patients -
13-14 Moderate Risk o ’ Gel pads for high-risk areas
’ © Position patient at 30 degree lateral incline using foam wedges Afterating pressure mattress ove -
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently - Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immabile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does nol 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. LE
without assistance. to completety lurn sell independently. independently.
2. Chairfast : 3. Walks occoslonally: 4. All patients oo young fo ambulate;
- ) Abiity to walk severely limited or Walks occasionally during day, but for OR waolks
;ﬁwzgﬁ? (I:;ngbed non-existent. Cannot bear own weight very short distances, with or without Walks outside the loom at least twice a }
. and/or must be assisted into chair or assistance. Spends majority of each day and inside room at ieast once every
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Complately limlted: 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 stimuil due to communicate discomfort except by cannot always communicaie discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sansory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2, Very moist: 3. Occaslonolly molst: 4. Rarsly molst:
10 which Skin Is kept moist _airnnsl 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
to moisture Dampness is detected every time 8 hours. every 24 hours. Cr
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No cpporent problem:
Friction . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheats, chair, restraints, or other muscie strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.* ‘.r
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequata calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
tood 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 meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. tf
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. Excllent:
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may :
““;;:::;f;‘;" & 1 <40ina newbomn) or the patient b < 85%; hemoglobin may be be < 95%; hemoglobin may be ey bt Sonen siise
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/d; capillary refill may be > 95%; normal hgb; capillary refi
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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TOTAL SCORE
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
® Regular Tuming Schedule )
_ ® Enable as much activity as possible High density foam matress
15-18 A Risk © Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Atternating pressure maitress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o® Use the Same Protocol as for “At Risk” Patients _
13-14 Moderate Risk vl i oy A — Gel pads for high-risk areas
o® Position patient a egree lateral incline using foam wedges Aternating prssure matiress overlay
o 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
o Make smallshifts in their position frequently Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay




GUC-00013971 IP18-00036532 65 S =

O
g

__ Mrs VAISHNAVI MANOHARAN ¥ = @
Rainbow . A
| o wAThane maagormLa | | Children's | @ BirthRight
LT i fiospial_ | (s
PAIN ASSESSMENT FORM e
Date Time Pa{'; :;n}:re Location Duration Acuity Character ‘ “thn::'s" M?d":: all ;“i“ lnlemnti:m Sig}n)
\4\”’6 ) i o | — OO Continuous | O Acute 0 Sharp 3 Dull O Increasing | BT Ves No {L‘CQE/J
ﬂ Fyﬂ D/ﬁrmitlem [ Chronic O Aching [ Burning | [J Decreasing | I No v\ i
h] oA (2 0 L ) o O Continuous | I Acute [ Sharp  [J Dull O Increasing EH{ Mo el
20 A O Intermittent | J Chronic [ Aching [ Burning | [J Decreasing [ [J No > : 0 I
H’b{) )& Po Cf< | O Continuous b-acote m SV o O Increasing bes gmm %h |
20 Py ) 0y | O-ermittent | O Chronic | CJAching (3 Buming | C-Decreasing | 0 No o ¢t & FUAH
. . D
Q Bﬁg[ﬂé O Continuous Cute O Sharp @Bl | O Increasing B6s K’OWM
3@H t}& W z v WMJ EAffermittent | O Chronic [0 Aching [ Burning | [Y4-Becreasing | O No 7@; PYca e ’d
Lo | O Continuous | ErAcute O Sharp+—7 Dl O Increasing !D)m/ MW«
o0 | b Dy
b i

oA i - Achi i i h
O-ritermittent | O Chronic O Aching (1 Burning | [ Decreasing rfg@,“;tb,, ? m .

: l,t;u_@-’ Elc/oninuous ﬂ@e O Sharp 7 Dull O Increasing ,/Bﬁes Qb 0
W %w\ )’Q)CD QM@YWWMN O Chronic wng O Buming“,EP?ecmasing O No qu\ g Ve

Bp{ydMG Continuous J;Jaﬂe OShap OO0l | O Increasing | O .
go\gjr\mc,\pm ku@ 5»{1 | Ctmitent | O Chionic | [AGNng 01 Buming | [ brcreasing ({r:? . N lm‘

O Continuous | [ Acute O Sharp [ Dull O Increasin O f -
o0f 126 FHP| 0/ | roid . | | . ol gl .
O Intermittent | O Chronic O Aching [ Burning | O Decreasing | O No 02 ¢,
; O Continuous | 01 Acute O Sharp 7 Dul O Increasing | O Yes M\ @
o | O :
9)\'2;\930 \ \ w N\ﬂ O Intermittent | O Chronic O Aching [J Burning | [J Decreasing | Erfo ©L1ae
. O Continuous | CJ Acute OShap ODul | O Increasing | O Yes o\
o | © \
2\\'3}*’ B \w i} O Intermittent | CJ Chronic O Aching [ Burning | [J Decreasing oo L

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2, For post-surgical patients, patients with chronic pain, patient with severe pain;

3) Al least every 2 hours for the first 24 hours b) Then every 4 howrs.

€} Priof to pain pain-refieving intervention, d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerical Pain Scale (Obstelric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth to 7 Years)

@ @

Wong - Baker (Pedialrics) Absve 7 Years

CONCONCONCL

muﬂeum EMH!! Huml‘ﬂl‘.lal.d

10
Worst
Possible Pam

um:sww

j SCORING
CATEGORY
i L} 1 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or sl withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed | Uneasy, restless, tense Kicking, or legs brawn up
’ Laying quietly normal posifion, uirming shifting back and
Activity moves easly fﬁmwm Arched, right. or Jerking
' Moans slonal i \ of sobs,
Cry NoCry p—— or whimpers occa Crying steadily, screams of Sobs
Reassured by occasional touching,
Cansolability Content, refaxed :mwwmmm. Difficult to console or comfort
-+ Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Azsssoment Sedation Hormal Pain / Agitatien
Criteria
-2 - ] 1 2
Crying No Cry with pairful | Moans or cries Wcmmimwma High-pitched or silent-
Urritzbility stimuli minimally with painful| inftable Intervals consolable | continuous cry
smull Inconsolable
Behavier State | Noarousal toany | Arouses minimally 10 § Appropriste for Restiess, squirming | Arching, kicking constantly awake
stimulf - stimuli pestational ape Awakens frequently | or
No spontaneous Little spontaneous kmrrirmalwmrrmmﬁ
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Apprepriste | Any pain expression | Any pain expression
Expressien | No expression with stimui intermitient continual
Extremities | Nograsprefiex  |Weakgrasprefiex | Relaxedhandsand | intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet ciénchied toes, fists | toes, fists, of finger  « &y
tone Normal Tone or finger splay splay
Body is nottense | Bodyiis tense
Vital Signs HR | No varabifity with | Less than 10% Within basefine or | Increase 10-20% | Increase grgater than 20% fiom
AR, BR 830, | stimui variabiiity from normal for from baseine basefine, Sa0, fess thantr ~
Hypoventilation or | baseling with stimuli | gestational age SaD, 76-85% with | equalta 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=/
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/ ﬂlﬁ RAAGOpa ,~ () :
/MMI”WMM Location | Duration Acuity Character (oo Patient/ Fafl | intervention Sign
21Hpo| | ™1 o110 - O Continuous | O Acute 0 Sharp  O1Dull O Increasing | [1Yes™ N )e— P V
) [ b O Intermittent | O Chronic [J Aching [J Burning | O Decreasing O No 124 o2/
[ Continuous | O Acute 0 Sharp O Dull 0 Increasing | O Yes
O Intermittent | CJ Chronic [ Aching ' [J Burning | O] Decreasing 0 No
O Continuous | O3 Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [J Bumning | O Decreasing O No
O Continuous | O Acute [ Sharp [ Dull [ Increasing | O Yes
O Intermittent | O Chronic [JAching [ Buming | [J Decreasing | 1 No
O Continuous | [J Acute [ Sharp  OJ Dull O Increasing | O Yes
‘0 Intermittent | T Chronic [ Aching (7 Burning | O Decreasing J No
1 Continuous | TJ Acute (] Sharp O Dull [ Increasing | O Yes
[ Intermittent | 3 Chronic ) Aching [J Buming | O Decreasing | [ No
O Continuous | O Acute [J Sharp O Dull 0 Increasing | O Yes
O Intermittent | O3 Chronic [ Aching [ Buning | O3 Decreasing | CJ No
I Continuous | I Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Burning | O Decreasing | [ No
O Continuous | OJ Acute [0 Sharp O Dull [ Increasing | O Yes
O Intermittent | O Chronic [JAching [ Burning | [J Decreasing | I No
O Continuous | [ Acute [ Sharp  [J Dull [ Increasing | O Yes
O Intermittent | O3 Chronic [0 Aching [J Burning | [J Decreasing | L] No
Re-assessmen! Frequency:
1. Every eight hours for all hospitaized patients.
2. For post-surpical patients. patients with chronic pain, patient with severe pain:

a)  Atteast every 2 hours for the first 24 hours
¢} Priof to pain pain-refieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.O)
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) SCORING
CATEGORY
d [ ] 1 oaint; . L2 <3 o gt
Uccasbnaﬁrhmnrﬁum Frequent to constant frown,
Face o Particutr expression or smie withdcaw, Disorlonted quivering chin, clenched jaw
Legs Normal Po.ition or Refaxed Uneasy, restiess, tense Kicking, or legs brawn up
L ieffy normal posttion, uirming shifiing back and
Activty l'ﬂm :ﬁ ﬂs,‘:m_ tense Arched, right, or Jerking
I No i Mom_armwsuoceshnal Crying steadly, screams of sobs,
15 Cry Cry (Awale or asteep) complaint frequent complaints
Possbi foin Reassured by occasiond touching
Consolability - | Content, relaxed fugging, or being talked to, Difficuit to consols or comfort
- distractble :
“Hmwhhlﬁhﬁnﬂmmtnmimrm
Assersment Sedatian Msrmai Paia / Aghtatien
Criteria .
2 1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not] imitable or crying at High-piiched or sitent-
Ireitabiiity stimufi minimally with painful| irrtable intervals consolable continuous cry
SEmuli Incansolable
HWIS“’W Behavier State No arousal to any Arouses minimatly to Appropriaie for Restless, squirming Amhmﬁdunmnﬂym
stimuli stimuli gestatonal age Awakens frequenty | o
No sporianeous Littis spontaneous Arouses minimally / no
movement movement {not sedated)
Facial Mouth is fax | Minimal expression Relaxed Appropriats | Any pain exprassion Any paln expression
Expression | No expression with stimuli _ intermitiant continual
Extromities | N grasp refiex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | N yariability with Less than 10% Within basefine or | Increase 10-20% Increase greater than 20% from
AR, BR 820, | stimyj variabiity from normal for from baseline baseline, Sa0, less than o
Hypoventilation or baseline with stimuli gestational age Sa0, 76-85% with equalto 75% with stimuation -
apnea stimustation - quick slow recovery Out of sync or
TeCOvery fighting ventitator

~/
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i ﬂmﬁiiﬁiﬂﬁhm Morse Faj Risk Assessment Form 'SES‘SE“?: .E,i’,;ﬁf!,ﬁi?,,ﬂf

Your Right 15 5 Sale Delivery

History of Falling
(immediately or wyin 3 months)

Morse Fajy Score
(MFS)

Secondary Diagnosis
(more than one diagnosis)

Standarg Fall
Precaution

Arnbuiatory Aid

IV / Heparin Lock or Saline

Implement
Moderate Faj
Prevention

Intervention

GAIT/ Transrerring

Mental Statys
Total Morse Fall Scale Score:
L .
-ﬂ - 7 :i =d
@ Y '

Tick (v') whichever Precaution taken,
Risk Level ang Interventions
Low Risk (0 - 24) (Standard Fays Precautions) 0J Hourly Safety check
[J Ensure Patients use thejr Prescribed eye glasses jf any, in the hospital El

Hi

Implement High
Risk Fall

Prevention
Intervention

Assess patient after visitors, leave to ensyre safety measures jn place

(3 Use chairs with arm rests gh Risk ( > 51 ) Apply all low and moderate rigi intenmntians, and.

O use safety straps on stretchers ang wheelchairs while tmnsporting patients

Docu. No. : RCH /FRM / CLINICAL / 006
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Or, MATHANGI RAJAQOPALAN . Hos pltal . E:Y R:T"aow :m::g‘“"s
T Morse Fall Risk Assessment Form e LT
~ T~
. ; Date / Time : i .
Choose Highest Applicable Score from each Category 205 QA’ 2/ / #/ Fall Risk Grading
Score B.DY) LA
History of Falling Yes 25 . 4
(immediately or w/in 3 months) No 0 0 o Risk Level Mursip::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O v
i 30
. ' Furniture Low Risk 0-24 Is):anga{id lfall
Ambulatory Aid Crutches, Cane(S), Walker 15 RGAHD
None /Bed Rest /Nurse Assist 0
20 20
IV / Heparin Lock or Saline Yis cd Implement
o 0 Moderate Risk | 25-50 Moderate Fall
Impaired 20 Prevenllqn
) 7 Intervention
GAIT / Transferring Weak (uses touch for balance) 10 \p o
Forgets limitations 15 - Risk Fall
Mental Status Go-g ed t bil 0 y HhghRisk =9 Prevention
riented to own ability [®) ; Intervention
Total Morse Fall Scale Score:
Signature Y vag }7 @‘z, 2/
Tick (v) whichever precaution taken. . Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [J Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
O Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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It takes a lot to treat the litte, it BN 7 T R
CONSUIANE .....coovrecrerrrncree e enesnssseesssesssssenss
(_PHLEBITIS ASSESSMENT j {* y
CANNULA‘I CANNULA 2
Date : &@ M Date : Time:
Location : GQP%" V\QA/\-. Location :
Size 2 Size :
Cannula inserted by : &M@}U Cannula inserted by :
Date | Time |Phlebitis |lnﬂltmtion Im&n Sign Date | Time |Phlebitis |Infiltration Int'::‘vr:::nigon Sign
Z_QE?:W OYes OKG | OYes 0G| b’]& oV OYes ONo | OYes ONo
(0¥ [OYes DHEBYes 80| hcor | ope? OYes ONo| OiYes ONo
[ L e L N - DYes CNo| OYes ONo
')_, Ptvves gNot+Yes l]l}la‘:@_ﬁtﬂ— [Alg— OYes ONo| OYes ONo
¥) |OVes @0 | Oves o ohasr |V pe OYes ONo| OYes COINo
oyt |9 Yes Do | OYes DNo[ py o | Af), OYes ONo| Oves ONo
) [OYes ONoiDlYes ONo| Phbho— P OYes ONo| OYes ONo
10 AT mﬁ'ﬂﬁmeqpméw fo OYes CINo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes [INo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OlYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes CINo OYes CINo| OYes ONo| |
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OOYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CNo, if yes date and time :
RX any initiated : ClYes ONo CINA 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 fiuid infusion.

% Every 4 hours if only on IV medication.

Doc. No. : RCH/ GDY / FRM / CLINICAL /137
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( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD |

Cannula inserted by :

CANNULA 3 CANNULA 4
Date : Time:; Date : Time:
Location : Location :
Size : Size :

Cannula inserted by :

Date | Time [Phlebitis [initration] "¢ | Sign || Date | Time |Phlebitis [infitraion|, A" | Sign
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo \
OYes ONo | OYes CNo [1Yes CNo| OYes ONo |
OYes CNo | OYes ONo OYes ONo| OYes ONo| ~ ¢
OYes ONo | OYes ONo |oYes ONo| OYes No| ¢
OYes CNo | OYes ONo a4 {ovesONo|OYestNo] ¢
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ClNo OYes CONo| OYes ONo
OYes ONo | OYes ONo Yes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes ONo (IYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA |f Yes specify- RX any initiated : OYes OINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on |V medication. *
(- V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) k
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following Is | ALL of the following is ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near |.V. | % Pain near 1V. Site | % Painalongpathof | # Pain slong path of | % Pain along path of
site or slight redness | % Erythema cannula # Erythema | cannula % Erythema | cannula # Erythema
near 1.V site # Induration # Induration # Induration # Induration
# Palpable venous cord| % ‘;;m’l’a" Venaue:cord
OBSERVE CANNULA | OBSERVE cANNULA | RESITE/REMOVE | RESTE/TENGIEe, | CANNULA GONBIDER RESTE | REMOVE |
\: CANNULA TREATMENT TREATMENT CANNULA J
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R Shinbow’ | @ BirthRight
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION REcoRrD | il Children's .;':....... Righ
Part-1. 2 E
Patient's / Learner Language: fu{WLCg Patient / Learner Literacy: 1 Read  Write | GJ Willingness to Learn: NGSW/ﬂn/HeaMcara Literacy:  Ye§J Hﬂ/
Itlentlﬂed Education Needs 10. Fall Risk Education
6. Discharge Medication giﬂsyafa use of Medical Equipment / implantable Devices
D sis Management 7. Infection Control M
s M ﬂ)t% :' :;:med(:mserl [ Diﬂﬁﬂes?{ﬁiﬂi 12. Patient's / Family Rights
2. Tustnentand é’gﬂs Medication/ Therapy (safety, effects/ side effect,interactions) £B Nutiion / Diet 13. Risk/ Safety
Part-1l
Use codes from the list in part il
Date Time Hﬁ%ﬂ Information Taught — i e . Comments D;ml
) Person Taught Sariers Teaching Tools | 1o m ndersianding
t£ [ [CCC@ &0 x — “ e :
4 Nubnh on Feedy . Reatin ©°
a b .
Fﬁ'ﬁb ,o;p-n w 7%//4/) a‘?acr‘ /PM} Y 8/7 0'7/3”/ AL ﬂ WCZ/ g{ég/ /
JMWZ/,_JE‘CZ’LA = P26
Ao Wfan ‘ppo %f 12, Nha o=/ | [k
l)Fhe G g2 “F 7 HOn pats [ | M prt i ’%5’:95/
Part - lll: CODES
Who was taught: (B Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECY) ..o
MGMQW 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
Physical 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (SPECHY .....o.vvveroeooeoer
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cuitural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audioc  D: Demonstration V: Vido (" 0 Oral P: Printed
mmnmmm
41 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Otldnh'anslator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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| Childron's sBirEhl'\:isg"lg
PATIENT TRANSFER FORM fospi e atoter

Patient Name & UHID No. Date & Time of Admission te & Time of Transfer Order

| \‘Utt-:ﬁ%eejf QIBn | 2o b g

Treating Consultant Name Transfer Ordered by Reason for Transfer

| From Unit To Unt Information to Attendant
‘ : . LJD D _;FO % Ye?D/) No[]
Number of Sheets in Clinical File Number of Imaging Films Personal beldngings including
‘ ) ' clinical documents. If any handed
' over to attendant
HF fDP_Cf;‘L Clm =
: ('Tb\ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3.
4.
5.

o Shif:}ng Summary / Notes Written by Doctor:  Yes J No
- R Pudken
Name & Signature of Person who is Trans!g;rwg _ Name of Person Ordered Transfer
S+ Ll PR
Patient & Clinical Records Received by : ?5
V- K gede!

Date & Time of Patient Received : ?0‘ !:ﬂp—b @ f’-' M :
2.00

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

(] Unavailable Bed [C] Nurse not Available [C] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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LABQUH AND DELIVERY NURSING ASSESSMENT
Date of Admission: iq\sf?\‘-’{?f}(:
Baseline Information: |
Admission From: OER [DOOPD [ Admission Desk  CLOMers: SPECy .................. Ir.\z_@' b I

Primary Language: E{Telugu [ English O Hindi [ Others T&Wzd
Do you require an interpreter? Dfes OINo
Source of Information; [ Patient

Personal belonging if any: EJdewelry [ Nose Ri

DandEAOVErto.......oc.vovvrevercsreerrcsre HL&X;U/\.

O Others
ClBangles [ Anklets OJFingerRing [ Bracelets

I Family

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

Allergies: OYes [Wo DOMedications O Blood Transfusion [ Food VOO ioiisiomis i s
3 YO8 MY csisuscssmssmmanainmisavssiiaisisiais
Chiet Comptints:, DULVRINE. LOIC.... BB Doctor Notied on Admisson G/Yes =
-@()LMKIQLW Name of the Doctor: . ;.DR MIMALCVLY.
Past Medical History: Obtained From [J Patient (3 Family Member [ Medical Record [J Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
\ ‘ '
oceostonal uthasle
\ .
thh(
( HPO’W\HADHL
'_F M Y\,ef \ i
Blood Group: .. Wlﬂpwh LMP: . QS ........ EDD: E:}ﬂ..H.’...bE‘Gestatilnnal age during admission: .32+3u4
Contractions: .. VAGING] DISCRANGE: ......voseceeecersemeseesesosmmmeesessssssssessessesseseeseensieens
Obstetric History: L, o Aiiciiisiinie Pravious LSCS ... ...
Height: . oL... Weight—'F H‘f BM: e-'l:fr 25 .

BP: [\‘b&ﬁt@ 50,...1020Y,

Temp: QQ-"“: HR:.

. T~ o o IR

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

Mypomyroidism O Rh Incompatibility O Fertility Treatment
[0 Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension O Others: (Specify)
' O Diabetes O Bad Obstetric History
' O Anemia ' Obesity (BMI)
OO Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 . (PT0)




Patient Sticker

Family History: 01 No Abnormalites Detected ~JCCHAQA ¢
O HeartDisease [ Hypertension \CZ Diabetes (1 Stoke (I Seizwes [ Kidney disease
O Liver disease O Other

Pain Assessment:  Pain: CJ/‘{es CINo  (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: Ofes  CINo  Score.......... %..... (complete the Morse Fall Risk Assessment Sheet)

Riskof PressureSore: (@Yes [INO  SCOMe....dQ..... (completatheBradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
CJ Mobility problem O Walking Problem {0 Abnormality Detected
[ Developmental Delay [0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
Mrweigm I Poor Appetite > 3 Days O Needs Therapeutic Diet.
O Under Weight O Diabetes Mellitus 1 No Abnormality Detected ;

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Q{alm & Cooperative [ Restless [ Depressed [ Agitated [ Confused
CIOMINS civicinssssivisccasianicinii T ————— '

cccccccc

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [0 Single [ Married O Divorced O Widow

2. Special Habits:  Smoker: [ Yes o Alcgfl Abuse: [JYes D;J)lo/ Drug Abuse: [JYes Letio
Social History: Lives With HMM TR DR OR o R e e P e
Orientation has been given regarding the following aspects:

Call Bell in Reach : es ] No Waste Disposal Explained: I'.B{es ONe .

Infusion Pump:  ClYes M0 Hand hyubune Explained: Cffes ONo O Others

Above information given to W'chih{lﬁw ' ¥
Name of Person Orlentation was given to: ....... 13004+ J 7 —
Orientation Not given REASOM: ..........o.cerewr b (S,

Nurse Signature: C% ..... &OMW“

Nurse Name: ... D@44t O1FIT)
Date & Time: ...\ L[ Ko 6...9.40 pm
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L b Rainbow®
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: .. ciL:F kx’lg’ e Time of Arrival: & (@PW ... Time Seen by Nurse: ... 5. Q{D{n/g

1) Level of Consciousness: \DfL(onscmus O Semi-Conscious L1 UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to & Sale Dalivary

O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
OJ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement U Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement 00 Other Reason: ... O.lcv v
3) Vital Signs: Temperamre:qga???.f. Puise: . 23... RR:.2€.. spo,:..100./. gp: m..@&o Weight: . 1.9 Ko
™
4) Gestational Criteria:
Gravida: G D P L Lt A
;... A8 MON.S . EDD: %g“”f'}vﬁwﬁ Gestational Age: .......2..
Uterine Contraction OVYes | @No | ONA | Onset Time
Membrane Rupture O Yes EB/No O NA | Onset Time
Vaginal bleeding OYes | @fo | ONA | Onset Time Amount:
rr i
! If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O Yes | (%Mo | OO NA Pain Abdomen / Vomiting
Good fetal Movement Eées ONo | CyNa | 'FNospecify:
N 5) Pain Screening: Numerical Pain Scale (NPS)
| | 1 | |
= } % % I i 1 i f 1
g _ 1 2 3 4 5 6 7 8 9 w}:?m '
= possible pain

] Location NL L
o Duranon N“" Days / Weeks/ Months (Strike out which is not

appllcable)
® Frequency: NI L
® IntanafenﬁcmsNIL

6) Past History:
a)  Surgeries: . N[L

b Medicat: . OWQMWWWLLM{M({HC HL} ;:o“fl‘i‘ymd
.09




Patiernt Sticker

7) Allergy: CIYES  TEND, HYES © oooerreeeseersessensssssssessassasasssssssssssssssssssassasasssssstsssessssnssssssessshensssnsntsnssnasansns
8) Current Medications: [ Prenatal Vitamin [iNone O Others: fTH\{XamOWmlSMC? .
9) Prenatal Medical History: .

(4 None O Gestational Diabetes

O Chronie Hypertension O Low placenta

O Gestational Hypertension O Others if yes, specify .........

O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician: Inmediate & Reassessment: Continuous nursing care)

O Category Ii: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (ResuscHative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(Resuscitaive) Immediate < 15 minutes <30 minutes < 60 minutes b by
Re-Assessment Catimies s Every 15 Minutes Every 15 Minutes Evary 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Earty Labour/ | Discomforts of
Labour / Fluid Imminent Birth Ws” PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
86!
Active Vaginal bleeding Bleeding assoclated with | Bleeding assoclated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>s||:|ﬂﬁm) >37
weel

Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity mygg or headache, visual >14wciatad smwittwﬂlmmt
disturbance, RUQ pain g::‘ptom signs

Atypical FHR tracing,
Abnormal FHR tracing normal dopplers
TS Non-Fetal Movement ?]?smed fotal movement
@Acute onsite severe @Major trauma @Abdominal/back pain | @Ongoing assessment | @Anything that does not
Others abdominal pain oShoriness of breath | greater than expected in | from out patient clinic | Seem 1o posa threat to
@Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattanded birth oFlank pain / hematuria | work) oCervical ripening
oCord prolapse oNausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected previa protocols
distress ) dehydration o and /or| ®Pre-booked Visits (le R
oSuspected sepsis diarrhea 7 and progesterone
: ®Signs of infection (i injections, NST
dysuria ,cough, fever, | @Assessment for version
) ©Rashes

Time seen by Doctor: quPW\

. e ' %9
) S0bQLuward.. QL. Nurse Signawre: ... %’ - e

Nurse Name : ,....
Date: |¢{H 96.... Time: ﬂiopm
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1t takes 3 It to teat the |itle. Your Right to a Sate Delivery

INDUCTION OF LABOR CONSENT

IR vt o st e R ES v meR RS Age: .........c.....  Gender: Male Female

UHIDINO oot es st DAE: ..t
You are scheduled for an induction 0f Iabor On .............ooevvvemeoereeeoes i, (a8 it msmsmnstsmns (weeks of gestation).
THE reasON fOr YOUFINGUCHONIS .............coueumuiierrinsmssssmseeesssseesesee s essse e eeseeee oo

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

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

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

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

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

Patient Patient Attendant;

™ Signature: .......... ‘%‘\'d}"bw .................................. Signature: .....f
Name: V&sjhm‘mg\m\fﬂi Name: ......2NRNMAZ N, A AAeL BRer Ve

Date & Time; ...s..... ZOfQ:"/ 222Q oo, Relationship with Patient:

Date & Time: ... 2R /(2528
Doctor: Witness
Signature: ..........ccoov..... Vl%g%'?: .............................. T L T T ——
NME: .o D VIR Mt T
Date & Time: 20,?{3—% ................. 17 o ———— e

\'.
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Rainbow® . "
Children’s SBlrthRight
INFORMED CONSENT FOR VAGINAL BIRTH o i o
.) -
Patient Name : ....YLLY\... Mp{l ........... % esremsmssasrsnssmninri  AIUDING & iussssicsiasiomomivinivisssssosiansssssionsissisviveniins
Gender: (JMale [ Female Date:....:ﬁﬂ.f,ﬁfi. BD...... Time: ...

I hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the PrOCEAUIE: ............cuveruerusiressiessesesesssssesssssesesssessse s e e eseesae

Consentee : ’ Patient Attendant :

Signature : ............ m W Signature : ...... l/—) "““%‘Qx .......................................

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

NAIME oo eeseeeeeseseessesesees e esessions Name : %h@\’qﬂ\’{‘a‘akk&wwm‘# D

Date & TIME oot ssessesensens Relationship with Patient: ...... H‘-‘jw .................
Date & TMe: connanuvmusiassmimmdamm
;ﬂhtness : \/ Doctor (who is taking the consent) :
MORAIB L omsses Nbmrsmmsssmmmemmsmssesso Signature : ................. s
NBITIE © oot ess et ses s 124
a NAMB:L wovcaiiicinins va?w%
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY §

Date: {q @Eém%
Tick

Pre - Existing Risk Factors Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease: current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Dbesity v’ |1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesls 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total (4]
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

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