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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date: Qﬁ(#%
GUC-00029505 1P18-00036841

Nameofthe Patient; ...  Mr® S.P. MAHALAKSHMWI
24-03-1994 32 n M 4 0

Or. MATHANGI RAJAGO

i lHllllllllllllllllllllllllllllllllll Z:rm ey

Ward: csamawnan

Certified thatin respect of the above patient:
OO a.  Therearenodrugs for return
O b. Emergencycupboardissues have been replenished
Q/( " No pending indents are there against above patient
Checked the bed side cupboard of the bed

}4 Checked by the patient’s Mother / Father in the room

Patient Autharised Sign Nurse Sign i 0
DAE: ... Date%(!:'lé
Time: éM

TIMe: oo
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~ ACTIVITY RECORD FOR BILLINC

GUC-00029905 1P18-00036641
Mrs S.P. MAHALAKSHMI
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Your Right to a Safe Delivery

WSoT Medadods Bont

Name: .. -~ AR
UHID No: &qq@@ IP No: 9)13151}( ... Consultant: (% m&l«(’p\ﬂlfﬂ%f Dept:....
Date of AdMISSION: ........coovveeereerenns TG i Date of Discharge: ... T s
Room / Bed NO: ........pueceoeevereerinens Ward Suggested Biﬂable DEA tYPe: ...
WARD TRANSFERS

Date Time From To Signature of Nurse

ﬁﬂ&!:}fkﬁo 2 20pm
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CROSS CONSULTATION VISIT

Doctor Name

Signature
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Ae N Order No.
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INVESTIGATIONS
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PROCEDURE

Date

Procedure

Quantity Order No.

Signature
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ANY OTHER INFORMATION:
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Shift / Ward

Billing Assistant

Billing Supervisor
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Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Auail Clesrance

Billing Clearance

Physical Clearance
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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://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036641

Admit Date : 27-Jul-2026

CORIRR AR TR TR N T

Admit Time :05:31 PM UHID : GUC-00029805

Patient Details :

Patient Name : Mrs S.P. MAHALAKSHMI

Guardian . Mr K. BOOBALAN
Gender : Female
Occupation

Address (H)

Nadu INDIA 600015

: 35/13 PILLAYAR KOVIL STREET SAIDAPET
Saidapet West(mer with sdp) Chennai Tamil

Age 132Y4M3D

DOB 1 24-03-1994

Religion

Martial Status

Phone No : 9095363509

E-mail . balansaec@gmail.com

™
Admission Details :

Bed Type : DAY CARE Bed No : PRE OP 806 Ward Name : 8F-OT COMPLEX
Room No : PRE OP 806 Admission Type : First Visit
Contact Details : ,
Name : Mr K. BOOBALAN Relationship  : Husband {-
Contact Address : 35/13 PILLAYAR KOVIL STREET SAIDAPET Phone No 1 8072344312

Saidapet West(mer with sdp) Chennai Tamil

Nadu INDIA 600015

W Y Mg
(2.
Signature

DO L¢ Details :
Doctor Name ' Dr. MATHANGI RAJAGOPALAN
Referral Doctor ! Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 7000.00

Payor Name . SELFPAY

Printed Date / Time : 27/07/2026 17:36

Printed By : 013787 Page 1 of 2







% (%) Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children’s .4 TEL NO :044-40122444
Hospital =g WEB : https://rainbowhospitals.in
p Rainbow
NTF E
Patient Name: Mrs S.P. MAHALAKSHMI Age: 32Y4M3D
IP No: IP18-00036641 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/PRE OP 806

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

Patient, be deemed advisable or necessary.

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

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

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

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

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

clearance. In case of failin ubmission, | will pay 200/- Rs.
(Rﬁvers Signature:..a.( ..\,

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: d/_(l)

Name: Mmr . K. Poo balarn Patient Address:

oo 35/13 PILLAYAR KOVIL STREET
Relationship:  Hzgliber 1 (g bandf SAIDAPET Saidapet West(mer with
Date: Time: S . 3 Fpm sdp) Chennai Tamil Nadu INDIA

e > (]t ime P 600015

Wittness Name: ’UDO (%Y
/"@'\("

Wittness Signature:

Printed Date / Time : 27/07/2026 17:32 Printed By : 013787 Page 2 of 2
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BILLING POLICY

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

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

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

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

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

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

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

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

h Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
~  TPA/Insurance Processing Fee applicable for all Insurance Cases.
> Inour hospital there is "No Discounts Policy". Kindly co-operate.
>
>

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

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

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

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

P Ittakes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

> Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

» Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

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

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

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

DECLARATION

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

Patient Name : & CPANANA LA’CSHM | UHID Number : QLLLf CCe2Y9qgor

Self/Attendant Name : « ].<' %0 0 CBAL—')‘V\( Relation : HL’U‘ bCl!g

LN
Self/ Attendant Signature : K wf‘ Name & Signat;o_fétancial Counselor
Phone Number : ;

A 80T3442) &
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Unique Identification Authority of India
L#CeuL (b 6Teunr/ Enrolment No.: 2726/10005/89600

@I sEnmisD

Government of India
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Mahalakshmi § P

Parthasarathy solal,, 1
87/7 2 flgor srintvasam apartment,
East jones road,

Saidupu,

VTC: Saidapet,

PO: Saidaper,

District: Chennai,

State: Tamil Nadu,

PIN Code: 600015,

Mubile: 9659993496
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Aadh is proof of identity, not of citi hip

or date of birth. It should be used with verification {online

authentication, or scanning of QR code / offline XML).

9979 2225 4816

[
'
'
|
i
1
i
1
'
'
Ll
1
i
'
i
"
1
]
1
'
'
1
]
1
]
I
I
x

................................................ Tt -
y 5 MR TR iy T
entifisation Authority o India 70 -

Details as on: 05/08/2025
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aldapet, Chen
1hn?ﬁp§aﬁu - 600015
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B Aadhaaris proof of identity, not of citizenship or date of birth (DOB). DOB
Is based oninformation supported by proofof DOB document specified in
regulations, submitted by Aadhaar number holder.

m This Aadhaar letter should be verified through either online
authentication by UIDAl-appainted authentication agency or OR code
scanning using mAadhaar or Aadhaar QR Scanner app available in app
stores or using secure QR code reader app avallable on
www.uidal gov.in,

m Aadhaar is unique and secure,

m Documents to support identity and address should be updated in
Aadhaar after every 10 years from date of enrolment for Aadhaar,

m Aadhaar helps you avail of various Government and Non-
Government benefits/services.

Keep your mobile number and email id updated in Aadhaar,
Download mAadhaar app to avail of Aadhaar services.

L ]

| ]

W Use the feature of Lock/Unlock Aadhasr/biometrics to ensure security
when not using Aadhaar/biometrics.

| |

Entilies seeking Azdhaar are obligated to seek consent.
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CUE - Ketones.

CUE - PUS Calls .

CUE - RBC Calls
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MEDICATION RECONCILIATION FORM

DUUQ ABBIOIBE? 4iuiiiniis sisrisssitinssossisisiianenseisssssmsnsemmmmmmmsbosamsnmonsannes ot known any Drug Allergies

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

SHIftBd 10! .....oeversrvvenrssenrisenesssiss s sssesssesnsans

SN0 | (GENERIC RAME CAPIAL LeTTEns) sl | o N & ) | FREQUENCY | AT DOSE ?gﬂ?%ﬁg
o=

" Tobr. THIRONOKN lcf()m PO 0 &% one
2 1Tk - THY €@NORA1 [515% lDU FL?D-EM /G/c mh
3 | Oc Ooc
| Q¢ Ooc
S Oc ooc
6 Oc ooc
7 Oc ooc
8 Oc ooc
9 Oc ooc
10 | ( Oc doc

* C- Continue, DC - Discontinue

' Doctor Name & Signature : . =

[ — -7 ’} / 03’/ 7’5 /C’LT

Nurse Name & Signature: (.7 ? h@L{«Q.OU’l el AAXT
Date & Time : . 4.71‘:% -%.- .@CD Gd 6) lE:QP'Y\/\
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MEDICATION RECONCILIATION FORM

DRI ABBIIOE: vciviisiacsssuicivminsmmsmibisismismiiismismiss it O Not known any Drug Allergies

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

‘Shifting From: J'DE' Shifted to: ...... ':FO L:l ....
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pob ' Time ?gﬁﬁ%’gg
. 08 || 2k
1 INY - COPACER \-rra Iy TDe @L [ »ﬁ; onc
. 28 2,
3 I PARACETARAOoL tey s TS @}ﬂ =t 0O0C
4 | DR 4 ¢ Ooc
JOLTIN Suppos | ToRyy l(bmﬁ Pr BD @ll[;ﬂ%.:a/
=, >
5 | T Tves | & 0oc
N LSormey  Po 1T a
6 Oc &dnc
7 Oc ooc
8 ac I:I DC
9 Oc¢ ooc
10 ¢ OdDe
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY g@ |
' Doctor Name & Signature : ... . Shoeeden. . A1gaz )
Date & Time : &g]“—"ﬂ&@?—k Ve )
< 1 A
Nurse Name & Signature: . 02... & ob

Date & Time ; ... 2. ’%3‘- @Q‘&Qf/
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DRUG CHART

2z
Rainbow® . g e v
Children’s sﬂlrtthght

Hos p ital BY RAINBOW HOSPITALS
I Lokt 2 It o tresd the line Your Right to a Safe Detivary

Additional Instructions:

Signature ...

! | Doctor’s Signature

Date of Admission: M\;’%\DD . Drug Allergies: .

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

o T [_'«J/Na known 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 pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

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

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should hamuseatanyonatine When the chart is full, a new supplement can be kept within this

drug sheet foider.
NURSES

1) Right Patient 2) Right Drug
- 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

. Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

SOS / PRN (As Required Medication)

Date

Dose Route | Frequency |Start D

Doctor's Signature. | Valid Period

Pharm.

=

Dose Route

Frequency |Start Dat

Valid Period

Additional Instructions:
L =

DRUG :
:

Dose Route

Frequency |Start Datew

Tlt;ctor's Signature | Valid Period

fAddtional Instructions:
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DRUG : Tob. THYRONORNY  [REE (T X

Dose Route | Frequency |Start Date .
SV | e | OD 2‘6'rﬂr e

B s AL e e A —

Name’& Signature of thé/Doctor | [|pelcMD{y
Starting the Drugs:
6772

Additional Instructions:

Mo, = Thmas

Daily Doctor’s Endorsement by a Sign

DRUG : TNT. GUPACEF e Sl

e

lsey | Ty [1=1) | 28kl

Dose | Route |Frequency [Start Datelfoumy \
o
N

Name & Signature of the(Qyoctor
Starting the Drugs:

‘%q,'l—\ g m) \%

Additional Instructions:

e
Til) o chevay | el —

Daily Doctor’s Endorsement by a Sign 1 1 E

= = .-n"f-——

]
DRUG: C:PAw~ D Pl A
Dose | Route |Frequency |Start Date| P /p\;

uome, |50 1= (28l [/ ]we

Namé & Signature of the Doctor

e i g .

Starting the Drugs:
\9'}”0
Additional Instructions: .
v
1 J
Daily Doctor’s Endorsement by a Sign
DRUG : T: PARACETANMOL _D‘ate X
Dose | Route |Frequency [Start Datelgar / ég,
(4 [ o [\712 |84k [/ N
Name & Signature of the Doclgr
Starting the Drugs: oo
gq 2\ "
| Additional Instructions: o4l
1
lgpw \

Daily Doctor's Endorsement by a Sign
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SIONBUIE ...consusissssusssisomssamsonsssamomsaagassass

IP18-00036641

n*rman

"1

Date> "7
VARIABLE DOSE Tipe g [wmgse [ ] womso | Messs |
Dase Dose Dose Dose |
DRUG : Dr Sign. Dr. Sign. De Sign. Dosin. |
Route Start Date i g b -
D Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dy o e s
| : De. Sign. Dx. Sign. De. Sign. Dx. Sign.
‘Additional Instructions: e - e -
Dr. Sign. Dx. Sign. De Sign. D Sgn.
VARIABLE DOSE T S i s riaw
Dose Doss Dose Dosa
DRUG : Ty wom — X
Route Start Date e - o -
Dr. Sign. Dr. Sign. De Sign. Dr.ﬂ?'l.
Name & Signature of the Doctor ] e e o
DOr. Sign. Dx. Sign. Dr. Sign. Dx. Sign.
Additional Instructions: o . o o
Dr. Sign. Dx. Sign. De Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dﬁmw Route #@m Nurses
o
- vl ar: v
A e e I 2 R W B
/ . /% e
’l&h Cle,gq_,.) Tngy. SupAcer O-1m) T 22 &P
: 1 &p
28\$plh lo 1 | INT- CupaceF )59 Tv &sfw b
N ap
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i 'JJ T % &p
%m P {|-$Shd T ™misoProSTOL oo meg Pr. w1 Sh
' - 5p
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2z
Rainbow® , s
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

bl gttt - el et
It ks ® X &0 trest the iRtie. Your Right to & Sale Delivery

Shes .. REGULAR PRESCRIPTIONS weignt .b2ES wara .. F.milloo~

DRUG: JUSTIN SUPPTSITORY

Mool

P

|

Dose Route | Frequency | Start Dt.

U/

D

hoomgy | PR | 1o | 23l1)y

Vi

/‘Q\‘.

Name & Signature of the Poctor
Starting the Drugs:

e\

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor -
Starting the Drugs:

7T T ——

Additiohal Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

[Date

Dose Route - | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

VERIFIED BY : Name ........

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Signature .....

VERIFIED BY : Name

— NN —
%
Rainbow® . e e
Patient Sticker Children’s ‘B:rthR:ght
; i BY RAINBOW HOS
rllllglshte !-E:animn. Your Right to & Sale m
Sheet No: ........... REGULAR PRESCRIPTIONS Weight ........... Ward ................
DRUG : Date

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor
Sta;ﬂnn the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Date

Dose Route Frequency | Start Dt.

Name & Signature of the Doctor _
Starting the Drugs:

Additiohal Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dats

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

IDllly Doctor’s Endorsement by a Sign
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Early Warning Observation Score Chart - Obstetrics

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

AX
M\%‘@b

Date

Time 101112 (é-rls @

RESP
{write rate in
corresp. box)

> 30
21 -30

11-20
0-10

Saturations

94 - 100 %
< 94 %

Administered

0, (L/min.) A

3, dway

40
39
38
37 7 0

36

35
<35

ey Peay

170
160
150
140
130
120
110
100
90 0
80
70
60
50
40

anssald poojg oishks

‘

190
180
170
160
150
140
130
120
110
100
50
80
70
60
50

W W

2INssalq Poojg AjoIsel]

130
120
110
100
90
80
70
60
50
a0

%ﬂ_

c"’

SR

Aert | T T T T T T T [ IVMI T I T4 T 1 1 | 11 1 1 |

NEURO
RESPONSE
31

N

Voice ~
Pain
Unresponsive

URINE
mils / hour

> 30 v pa
< 30

Proteinuria

Protein + + g
Protein > + +

LcL:hia

— -

Normal 1 ==
Heavy / Foul

Liquor

Clear / Pink

Green

(

\

1
Q

TOTAL YELLOW SCORES 7] & =] ©
TOTAL ORANGE SCORES 0 ® e = &
‘ Nurse Initial 1y a [p— [
pod O
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carly Warning Observation Score Chart - Obstetrics

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

2¢)#)2b

Date 1
Time 8 9@11 1f2]3

P ; P
(4 5|6|7(38)9 w0f11|f2)1]2]3

RESP
(write rate in
corresp. box)

> 30
21-30 =
11-20
0-10

Saturations

94 - 100 % hJ
<94 %

Administered 0, (L/min.) [

2, dwaj

40
39
38
37 T . = i
36 ¥ 2 =y
35
< 35

ajey ueay

170
160
150
140
130
120
110

100 = o oW~ . i TR
|
)

D

90 £ sl [ 7
BO O y

—>
anssaiq poojg dfoIshs

315

120 \\G

‘c--

é" WO
AR

-
2INsSald poojg dljoiseiq

130
120
110
100
90 -
80 [

70 2d ¥
60 w v":f-' Lt
50 : |
40

Y
g

NEURD
RESPONSE
[¥]

o L P S )
Voice
Pain

Unresponsive

URINE
mls / hour

>30
< 30

|1
Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liguor

Clear / Pink =]
Green

TOTAL YELLOW SCORES Q o) Fe) 11 Q & B =]
TOTAL ORANGE SCORES Pa) o/ - E y N o) 5 e
Nurse Initial \ 7 1 v J . "L
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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 v Site
Date | Time | MA® Route NG |Diahoea | Vomit [Drainage | Uring | Phiebtis | Sn.
Mouth | LV | NG
08:00 am
09:00 am 2
10:00 am \
11:00 am )
12:00 pm //
01:00 pm l
Total Intaks : Total Output :
02:00 pm R E
{03:00pm oN (RO UK
vstom Vg [0 2ol I
0500pm {1 o | (OO S [
06:00pm [’ ' |
.| 0700 pm WM 00M My P -
Total Intake : B0 < Total Output: 0| OO\
08:00 pm N | e
ootopm [ ¢ [ oo™ o v [ W7
10:00 pm -
11:00 pm kot ) v we
12:00 am v /| o W
01:00 am | yepy \gén = WA
Total Intake : Q gp™ Total Output : \
02:00 am e L
0300am [+ | [0 igo! | do [y
04:00 am ' o | we
05:00z3 L0~ | ™ etV
06:00 am Mo |
07:00am | (0 Joo™ O | «w
Total Intake : 7 ¢ n) Total Output: Y00 ™)\
Total 24 hrs. Intake z?,@om\ i Total 24 brs. Output | ¢ _(Fm\
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1. All measurements in ml. «
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

28|49 b Intake Output T

Date | Time | Nare Route (- NG | Diarthoea | Vomit |Drainage | Urine | Phiebits
of Fluid (5150t a| Vom age Sc

ore Nursé.
Mouth | LV | NE
0800am oo || comll, ; {oom)

L

0300am | v, © | rerundltoom ) Y \ \Sa)
10:00am |7 |]<x Al {ee)s)

; ) RS
11:00am fya g | l Al

| L = T T

1200pm | A5 | |25]
01:00pm [ 5. {
Total Intake : [1 O Total Output: 3 X
0200pm | '
.| 0300pm | HAo |loOfw
0400pm | H% | 50
05:00pm | Voo [l6Ovt
06:00 pm
| 07:00pm | ligo | (SO
Total Intake : PO Total Output :
08:00 pm
08:00pm | Lo | 2070
10:00 pm
11:00 pm
12:00 am
01:00am =l
Total Intake : 300/ Total output : F£0 /7 [
02:00 am ' |
03:00 am | o™
04:00 am
050080 |Hop | 200 ' ,
06:00 am joh__ !g‘O ' %‘f’
07:00 am
Total Intake : 2 () /! Total Output : g 07/
[

e

Sal

D Db o

0

e
obblablol NP
N -?’

=
-
CY

Hual

;

S

S

3

9

3
@OQG‘OO
NS

clels I© o |

P

Total 24 hrs. Intake gg’qarm Total 24 hrs. Output /8/02?”’?1
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= n
Rainbow .

BY RAINBOW HOSPITALS

iy . | & s

ospital

Tt taes ot ko trest the e,

LABOUR AND DELIVERY NUHSING ASSESSMENT

Your Right ta  Safe Delvery

Date of Admission: . .95‘,{ \?{ \%9%

Baseline Information:

Doyourequire aninterpreter? [U%es [CINo

Primary Language: [ Telugu O English O Hindi [ Others \‘{7}“ Wd *

Source of Information:© [ Family [ Others

Personal belonging if any: I'_“k/wefry mﬂing WE Bangles [JAnklets [JFingerRing [ Bracelets

:

Admissionfrom:  CJER  [DJOPD [ Admission Desk \’é{}thers specify W/ .......

.....

NBNBAOVEI 10 ..o irrsnrerrnnn AN . WRUE———

.......

If yes , identify

.......

Allergies: O Yes ELNO/ OMedications O Blood Transfusion [ Food EYOMOR ciscocintisissisioinmiioniins

Chlei alnts ﬁ)

................................................................................................................... Time Notified: 550

Doctor Notified on Admission; CDqu iﬂo
Name of the Doctor: (B}B%ﬁ W

/.
Past Medical History: Obtained From EA{aﬁem O Family Member [0 Medical Record [ Other (specify) ..........u.......
Past Medical History Past Surgical History Previous Hospital Admission
\
H \]POWOIG‘“ . BEC Q01 |
Dfc 2002
Blood Group: % Yoo LMP: 25110 I|fJSEDD Lgb"b Gestational aqe during admission; 33"[1&'
Contractions: ... “_ Vaginal Discharge: PP v et LM = i
Obstetric History: T S PR B D — L S Previous LSCS .....—.....
Height: \SU\ Weight: b‘g ~BM:. 249 i
Tomp: ..... 4 .. \°F HR: ... - - AR .00 [{V"\BP [LD. I $p0, ... 190/,
High Hlsk /mors: (Please select by ticking (v ) the box as applicable) )
O\ Hypothyroidism O Rh Incompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension [0 Others: (Specify)
0 Diabetes O Bad Obstetric History
O Anemia Meslty (BMI)

O Twins / Multiple Pregnancy
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Patient Sticker

-

Family History: L"No Abnormalities Detected

[] HeartDisease ) Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease
(0 Liver disease O Other

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

Pain Assessment:  Pain: m CONo  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: lj’@ ONo Score.......mmee (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [3¥65 CINo  SCOfe........ ... + (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem [ Walking Problem O} NeAbnormality Detected
] Developmental Delay [0 Musculoskeletal Congenita! 2bnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: s
m'éerwelght [ Poor Appetite > 3 Days O Needs Therapqimc Diet.
[ Under Weight [J Diabetes Meliitus 1 No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

(Cam & Cooperative  [JRestless CDepressed ClAgitated  [lConfused
[ Others ' '

Inform consultant for positive criteria

..........

SOCIAL SCREENING: _

1. Marital Status: (I Single E@rﬂ_ed O Divorced O Widow :

2. Special Habits:  Smoker: [ Yes CING Alcohol Ahise: OYes CNo—  Drug Abuse: OYes [Jho”
Social History: Lives With ‘HME-’“VL T (S

Orientation has been given regarding the following aspects:

Call Bell in Reach : Br¥es O No Waste Disposal Explained: tiYes ONo

Infusion Pump:  [JYes Eﬂ Hand hygiene Explained: 'ﬂ/Yes O No O Others

Above information given to ........... I AR L ICL,
Name of Person Orlentation was given 1o .....f¥¥M..: MMCL,(%M

Orientation not given Reason:; RO TRE o

Nurse Signature: (ﬁ)g;’@f&@mﬁ
D

Nurse Name: .

s e 2 (0026 cat. 5+ ooy




|P18-00036641

Guc.noﬂws
sHMI
Mrss-P wmﬂ\'gﬂﬁn {F)

"l \\\\\\\\\\\\\\\\\\\\\\\\\\

Rainb"éw'

Children’s R BirthRight
Hospital BY RAINBOW HOSPITALS
It taks & ot 40 thaat the itie. Your Right to a Sale Dalivery

OBBTETRIG TRIAGE ASSESSMENT FORM

et 3 (8 Bt

O Semi-Conscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy
O Decreased Fetal Movement

O No Fetal Movement

Time of Arrival: . g L\_‘OP‘(\ Time Seen by NursaS w30 W\

1) Level of Consciousness: Qfﬁmmus ] UnConscious

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor

O Spontaneous Rupture of Memb
O Other Reason: . hopn

/iLeaking Water PV~ * ¢_
i/ A®

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

3) |Vital Signs: Temperature: O{% . Pulse: XD, RR:AQLD... 5p0,:.L0Q. / 8p: | D.HT.ON&IQM' (0R.:..

4 Gestational Criteria:

Gravida: | G ¢ R Lo Ao
LMP 9»5\&)0\3& DD: . \“\ﬂ% Gestational Age: %g"\QMM
Uterine Contraction FiYes | ONo | ONA | Onset Time Frequency:
Membrane Rupture O Yes | No | OJNA | Onset Time Fiuid Color:
Vagirlal blaadlng O Yes N/Nn O NA | Onset Time Amount:
If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes Ezdﬂo O NA Pain Abdomen / Vomiting
Good fetal Movement \E{ Yes | O No | cona | fNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
— -ttt =
0 \/ 2 3 4 5 6 7 9 10 |
No Pain Worst
: possible pain

e Eﬂtfi

e DAys / Weeks/ Months (Strike out which is not

@ Duration: ... LR W‘LM
applicabie)
o Character: A .

o Frequancy

o 1nterventlons .........

6) Past History:
a)  Surgeries: ....

b) Medical ............ 7
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Patient Sticker

7) Allergy: O Yes E’(No, 8 O

8)  Current Medications: O Prenatal Vitamin CINone O Others: rIa 44

9)  Prenatal Medical History: “ -
~2 None O Gestational Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension L3 Others if Yes, SPECIfY ..........vuueeeeuurrmmnersieneesnsessessssesensssssonns
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[J Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
ategory lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
LI Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
OBCU Obstetrical Triage Acuity Scale (0TAS)
Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (ResuscHtative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
oo Immediate <15 minutes <30 minutes < 60 minates = o
Re-Assessment Continuous Nursing | oy 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
S of Active Labour of Labour/ | Discomforts of
Labour / Fluld Imminent Birth WJS:EE}N PPRPrgltABT 37 im;'; weeks ss?“m ﬁ?m Pregnancy
Active Vaginal bieeding | Bleedi fated with | B! associated | Spotting
Bleeding Wwim%lnmabdomln%l mﬁm) w%
pain <37 weeks (>spotting) >37
weeks
riension > 160/110| Mild hypertension
Hypertension Seizure activity ﬂﬁmm‘aa. visual m*m
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Ab al FHR
FelAssessmnt | Non et Movemen. | Sonomaldopples
Others ®Acute onsite severe @Major trauma @Abdominalback pain | @ @Anything that does not
.mn;&ag; :uﬂmrmsr;fngmm greater than expected in mmm% mw%mm
consciousness unattended birth @Rank pain / hematuia w%j : ' eCervical ripening
@Cord prolapse ®Nausea /vomiting and /o @Minor trauma (minor @0ut patient placenta
©Severe respiratory diarrhea with suspected MVC/fall) previa protocols
distress dehydration @Nausea/Vomiting and /ol @Pre-booked visits (le
®Suspected sepsis diarrhea and
. ®@Signs of infection (le injections, NST
.cough, fever, | ®Assassment for version
) ©Rashes

Time seen by Doctor: (355‘—’-30{7)0

Nurse Name Q@cgﬂ/}amv

Date: .D"‘”'jrb(;

[ AT

N ' ' M cﬂ/{/\. & |
e NUPSE Signature; ............(LZ.S R
. Time: 5-5{S'pm P




IP18-00036641

GLC-00029805 Ao ]
“ﬂHA - - ®
N eros4  32Y4MID () Rainbow

Children's | & BirthRight

fiimin optl. | Qe

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SFTE)T "
)

Dr

Date:..cA<T...

Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery)
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
Obesity v~ [ 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors

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

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

—h | oedh | ek | b | ek | ek A | b | b | ek

Stillbirth in current pregnancy

Transient Risk Factors

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

Hyperemesis
OHSS (first trimester only)

Current systemic infection

Immobility, dehydration
Total

Signature of the Nurse W/ﬁ@*ﬁ N

Action Plan

O_s-a-a-m
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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1. Completely immaobile: 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. L{ Lj L_},
without assistance. to completely turn self independantly. independently. / }-f
2. Chalrfost : 3. Wolks occasionally: 4. All patients too young to ambulate; !
*Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: %
of physical actisih," C;J nfin e: ' o.be " non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 g
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 excapt by cannot always communicate discomfort |  Has no sensory deficit that would limit \f
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 sensory impairment that limits the sensory impairment that limits ability discomfort.

Moisture Degree
to which
skin is exposed
to moisture

FRICTION-SHEAR
Friction . Occurs when
Skin moves against

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or ’
hat of body. two extremities.
1. Constantly molst: 2. Very moist: 3. Occaslonaolly molsi: 4. Rarely moist:
Skin is kept moist almest constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
by perspiration, urine, drainage, elc. Linen must be changed at least evary linen change every 12 hours. changes; linen only requires changing
Dampness is detected every time 8 hours. every 24 hours. Jf
patient is moved or turned. j ’q L)' )
1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: { /

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

Requires moderate to maximum
assistance in moving. Completa lifting

Moves freely or requires minimum
assistance. Quring a move, skin

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

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

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

TOTAL SCORE

support surfaces thrashing and friction. without sliding against sheets is probably slides to soms extent against chair independently and has sufficient
Shear Occurs when impaossible. Frequently slides down in sheets, chair, resiraints, or other muscle strength o life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position] during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionaily slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent: /
NPOQ/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for ape. For example, eats
dibumin < 2.5 mg/dl OR never eats minerais for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| maost of every meal. Never refuses a y
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 (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 supplemant.
supplement.
1. Extremely wrum: 2. Compromised: 3. Adequate: 4 nt
Hypotensive ( < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellont:

ns%":y::g;;:" - <40 in a newborn) or the patient be < 85%; hemoglobin may be be < 95%; hemoglobin may be Normotenshm. nxyqen sgturatlr:;ll“ If L‘ “tf
does not physiolagically tolerate < 10 mg/dk capillary refill may be < 10 mg/dl; capillary refill may be > 95%; normal hob; capillary

' position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Not at Risk: 19-23
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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 Tuming Schedule
; ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces
® Manage moisture, friction and shear Atternating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
@ Use the Same Protocol as for “At Risk” Patients .
g bAcurey sk ® Posil it at 30 degree lateral incline using f d £ I
shonpaen 2 e Ll Ll Alternating pressure matiress 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
o Make small shifts in their position frequently Alternating pressure matiress 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 matiress overiay
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Time :
1o g immobile: 2. Very limited: 3. Slightly imited: 4. Mo limitations: .
Mobility Doesnomﬁemsligmcmuw Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position bady or extremity position but unable changes in body or extremity position position without assistance. 47 t,
without assistance. to completely turn self independently. independently. , g J
s N | prreched
: to walk limited or Walks during day, but for :
AclllyThedegres: | 3. Baill: ﬁymmm‘mmmm very short distances, with or without | - Walks outside the room at least twicaa | ")
o physical civity” Conind o bed and/or must be assisted into chair or | assistance. Spends majority of each day and inside room at least once every 3
) ’ wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very limited: 3. Stightly limited: 4, Mo 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 restiessness; OR, has or need to be tumed; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that imits 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. iwo extremities.
. 1. Constantly moist: 2. Very moist 3. Occasionally moist: 4. Rarely moist:
M”‘f“‘;ﬂ:ﬁ“’" Skinis kept moist aimost constantly |  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
k.mc.' i by perspiration, urine, drainage, ete. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
3 0 ;;:fu Dampness is detected every time 8 hours. every 24 hours.
e patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Mo apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains refative good position|  during move. Maintains good position {1
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 sfides down.
1. Very Poor: z 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feadings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
== or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals | calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a.complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings sf protein meal. Usually eats a total of 4 or more
food intake pattern than haif of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. cf
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. Occasionalty 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 3 ,
"“G":y:::fm"g;" & <40 In a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation :
does not physiologically tolerate <10 mg/di; capillary refill may be < 10 mg/di; capillary refill may be > 95%: normal hob; capillary refill 4’
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 | NotatRisk: 19-23 TOTA. SC0RE @ 2w
Docu. No. : RCH/FRM/ CLINICAL / 119 Realsalor's Nese VA




Support Surfaces
‘Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider chpatmmerapy 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 3 Overtay
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 L g
13-14 Moderate Risk y ) ] O — ; Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges A —
Follow the same protocol as for “Moderate 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 matiress overiay
Use same protocol as for “High Risk” Patients High density foam matiress
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
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ASSESSMENT FORM LA S
i - ifyi Patienl / Fami
Date Time Pa{:; f.‘%‘scnl;re Location Duration Acuity Character I::igr? Edr:iclated Iy Intervention Sign
W \ O Continuous | [J Acute [ Sharp O Dull [0 Increasing /6 Yes Ni \ t e
ﬁq\,\\ (ﬂ'ﬂ o no i ] O Intermittent | [J Chronic [ Aching [J Burning | [J Decreasing | [J No 2 tho
=
O Continuous | O Acute OShap ODul | O Increasing | T Yes M\ A
éﬁ\a o TL‘Y’" o ho ) ) O Intermittent | CJ Chronic [ Aching [J Burning | [J Decreasing | O No ,%U
lowes | O Continuous | CrAcute [Sharp 7 Dull Blincreasing | € Yes L(‘n-f’f}'ﬂha— oY LHQZH
%\?{\'}lo Hw L ’ [ a,t[,‘* -intermittent | O Chronic OJ Aching  [7 Burning | O Decreasing | O No D&Y
s
[ ousoes) O Continuous e 0 Sharp O Dull EL::?SH? B Ves’ gh"o vide | Ti R
Q&ﬁ% 8am Df To) mi"ﬁ'%nwryﬁent O Chronic O m Burning reasing | [ No Dodt-Tor 3 [ =1
. r
’ Q%}gp&g\_l:l Continuous | [LActte 7 | O Sharp OO Dul O Increasing | @6’ ¢ P@V ,Jc.z; DEA
02 [4/2{; lﬂ.p\_, /lo o &Hntermittent | I Chronic DAy’ O3 Burning asi O No Cowqigﬁtﬁibm}q* O\‘béd'&
% v O Continuous | [ Acute 0 Sharp 3 Dull O Increasing | O ‘\L ;
35‘@\ \fﬂ‘ ol o O Intermittent | O Chronic O Aching [ Buming | O Decreasing | [0 No i vﬁ/k
O Continuous | CJ Acute OShap DIDul | O Increasing | [3-Yes Aled
2 / 1 Boe Dl to = O Intermittent | O Chronic | [JAching [J Buming | [ Decreasing | O No ,
1 o é O Continuous | [J Acute 3 Sharp O3 Dull O Increasing B/Yes Nt
lﬂ ﬂﬂ C), 7S = O Intermittent | O Chronic O Aching [J Burning | [J Decreasing | [ No ) £
&Ll‘-) e O Continuous | O3 Acute 0O Sharp [ Dull O Increasing | O Yes N M _
}@\\q 0 \U‘O O Intermittent | [ Chronic [JAching [ Burning | O Decreasing | [ N~ Q
O Continuous | [ Acute [ Sharp O Dull O Increasing | [J Yes
0 Intermittent | O Chronic O Aching [J Burning | [ Decreasing | .1 No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Al least every 2 hours for the first 24 hours b) Then every 4 hours,
€)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.
(PT0)
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Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIM ASSESSMENT SCALE (1 Menth o 7 Years)

ga——

No

@@@@@@

mmu&l

mmum Ew-lhm

- Baker (Pedialrics) Above 7 Years

lﬁ:mmm

) SCORING
CATEGORY
g ] 1 2
' Occasional Grimace or Frown, Frequent to constant frown,
Face No Pariicular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, uirming shifting back and s
Activity moves easly " ﬁmw Arched, right, or Jerking
Moans occasional i of sobs,
{ = Cry NoCry > ) or whimpers Crying steadily, screams
9 10 o st conpty
P\m'ﬂ#hn ﬂaasgtreﬂbyoccasbndwm.
Consolabliity R Content, relaxed mnwnwmmm. Dﬁﬁuntomoleorc?nmn
-~ Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Asasonhiit Sedation Hormal Pain { Agitation
Criteria
-2 -1 L] 1 2
Crying No Cry with painful | Moans or cries Appmprlmcryimhlw iritable or crying at | High-pitched or silent-
Ivitahility stimuli minimally with painful| initable Intervals consolable | continuous cry
stmull Inconsolable
Behavier State | Noarousal toany | Arouses minimally 10 § Appropeiate for Restiess, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or |
No spontaneous Little spontaneous Arouses minimally / no
maovement movement (not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expressien | No expression with stimuli intermittent continual
Cxiremifies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermitient Continual clenched
Tane Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger spiay splay
Body isnottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
AR, BP, 30, | stimufi variabifity from normal for from baseline baseline, Sa0, less than or
Hypovenfilation or | baseline with stimuli | gestational age Sa, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick { slow recovery Out of sync or
fecovery fighting ventitator

—/
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PAIN ASSESSMENT FORM o o o
Pain Score . . - Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Characler Factois Educated Intervention Sign
O Continuous | [J Acute 0O Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic [J Aching ([J Burning | [ Decreasing | I No
O Continuous | O] Acute O Sharp O Dull [ Increasing | [J Yes
O Intermittent | CJ Chronic [J Aching [ Burning | O3 Decreasing | O No
0 Continuous | [ Acute [ Sharp  [J Dull O Increasing | [ Yes
O Intermittent | O Chronic [J Aching [ Burning | OJ Decreasing| [ No
O Continuous | [J Acute (3 Sharp (3 Dull O Increasing | [ Yes
O Intermittent | [J Chronic [ Aching [3J Buming | O3 Decreasing | [ No
O Continuous | [J Acute O3 Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | OJ Decreasing [ [J No
[J Continuous | OJ Acute [ Sharp (3 Dull [J Increasing | O Yes
O Intermittent | OJ Chronic [ Aching [3J Buming | O Decreasing | [ No
[0 Continuous | [J Acute O Sharp O Dull O Increasing | [ Yes
O Intermittent | O3 Chronic [ Aching [J Buming | O] Decreasing | [J No
O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | CJ Chronic [ Aching [J Burning | OJ Decreasing | O No
[0 Continuous | [ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | [J Chronic [ Aching [J Burning | O Decreasing | [ No
O Continuous | [J Acute [ Sharp I Dull O Increasing | [ Yes
O Intermittent | [ Chronic O Aching [ Buming | [J Decreasing | [J No
Re-assessment Frequency: -
1. Every eight hours for all hospitaiized patients.
2. Fo post-surgical patients, patients with chronic pain, patient with severe pain:
a) Al least every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving interveniion. d) Within 30 - B0 minutes after pain refief intervention.
(PT.O)

Docu.No: RCH /FRM / CLINICAL / 152
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Numerical Pain Scale (Obsletric and Gynecology)
! ] 1 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month i 7 Years)

T

No

NnHun

—t

1
L} 1 ] i 1
2 3

4 5 6 T ]

Wong - Baker (Pedialrics) Abeve 7 Years

@@@@

HiﬂSUIMBi mmeum E\mm I‘hﬂsml.u

y SCORING
CATEGORY
! 8 1 2
Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Parficular expression or smile withdraw, Disorierted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, o legs brawn up
Laying quietly normal position, uirming shifting back and
Actvty moves easly ::Jq'mmnse Arched, right, or Jerking
' C ) of sobs,
i _{u Cy No Cry (Awake or asisep) Moans or whimpers occasional rying steadily, screams
1 ¥ ¥
Possile i Reassured by occasional touching,
Consolablity - | Content, relaxed hupging, or being tatked to, Difficult to console or comfort
: distractible ,
- Neonatal Pain, Agitatien and Sedation Scale (upto 1 Menth)
NASS Sedation orma Paia / Agitation
Criteria
2 1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| imitabie or crying at | High-pitched or silent-
Irritability stimuli minimalfy with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavier State | Noarousaltoany | Arouses minimally to Appropriste for Restiess, squirming | Arching, kicking constantly awake
stimufi stimuli pestational age Awzkens frequentty | or
No spontaneous Little spontaneous Arouses minimally / no
movemnent movement (not sedated)
Facial Mouth Is lax Minimai expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expressien No expression with stimufi intermittent continual
Cxremities | No grasp refiex Weskgrasprefiex | Relaxedhandsand | Intermitient Continual clenched
Tene Flaccid tane decreased muscle | feat clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay spiay
Body isnottense | Bodyis tense
Vital Signs HR | No varability with | Less than 10% Within baseline or increase 10-20% | Increase greater than 20% from
RR, 8P 520, | stimuf variabifity from normal for from baseline basefine, Sa0, less than or
Hypoventifation or | basefine with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
[J Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[0 Use safety straps on stretchers and wheelchairs while transporting patients

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

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

-
:“3'12:‘"‘ M;?’;" — ] W ,':A ““”‘“i’i«“lusn ) %w“
4u3 :14-01-19 . g -
il wasorman - oVL e | @ BirthRight
iy - "G | gzt
Morse Fall Risk Assessment veme e
L[ gahPe [2a)2
Date / Tim e
Choose Highest Applicable Score from each Category AL Q‘;? Fr C%) ! A [%?5’!” Fall Risk Grading
Score R0 20O
History of Falling Yes 25
(immediately or w/in 3 months) No 0 © 75 O Risk Level Hors:hI;:I;)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ) © O
Y 20
IV / Heparin Lock or Saline Nes - o) e%e) =0 Implement
. O Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 f:tiﬁ:hnggn
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 O O Q Implement High
Forgets limitations 15 Hiah Ri Risk Fall
tal St igh Risk = 51 :
SRS SSHES Oriented to own ability 0 O & Qa ;ﬁ‘:ﬁgﬁggn
Total Morse Fall Scale Score: O 0 X0 Q,O
3 ] <
Signature 4@}{/ e~ @’
= fm )
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mmmmlm “W““"“ Morse Fa" Rlsk Assessment Form ke 213 stk B WL Your Right to:2 Safe Delivery
N N
te / Time
Choose Highest Applicable Score from each Category Das [Ti %/-4' 29 Fall Risk Grading
core %) gl
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O ki Risk Level Morse':la:n Score Action
S)
Secondary Diagnosis Yes 15 (
(more than one diagnosis) No 0 2 &
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O 17
Y 2
IV / Heparin Lock or Saline Nes ;’ &0 22 Implement
S Moderate Risk | 25 - 50 g}gﬁgﬁg:wl
e 2 o © Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 [®) P implement High
Forgets limitations 15 wp Ty Risk Fall
Mental Status ) High Risk > 51 ;
Oriented to own ability 0 Fd) I;rteeﬁgzggn
Total Morse Fall Scale Score: M’d Ne
Signature W % "

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while fransporting patients
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Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[0 Hourly safety check
[ Assess patient after visitors, leave fo ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Children’s BirthRight MRD NO:... asstsme  szvawss ® -
Hospital . BY RAINBOW HOSPITALS B mn“m“““m““ m
It takes a lot to treat the fitte. Your Right to a Safe Delivery Age — “. “ “““ D M D F
(_PHLEBITIS ASSESSMENT | Consuttant . e
CANNULA 1 CANNULA 2
Date : '?ﬁ?\'ﬂu’ Time: j&.cra Date : Time:
Location : @ Qidl MG s Location :
| Size: Jw \ Size :
Cannulainserted by: (i W) Dean Cannula inserted by :
Date | Time |Phiebitis (infitration| "™ | Sign || Date | Time |Phisbitis Ilnﬁlh'ationllmm Sign
3% [ 307 [Oves BNo | Oves O ST DYes ONo| OYes ONo
4’10 D |OYes ﬁgs CIN6| ! /@/ OYes ONo| OYes ONo
’}Jr{ | OYes Oblo{Thes oM A han. ) Fra— OYes ONo | OYes ONo
| 0Yes OboTAYES BN b |- DOYes ONo| CYes ONo
s [O¥es Dol Gves o obten | OYes ONo | OYes ONo
M OYes ONo | OYes OMo| B lny £ OYes ONo | OYes ONo
(e 1' OYes T | C1Yes BNO| o bt i Zs:L OYes ONo| OYes ONo
| ki OYes &N | OYes tNo| A OYes ONo | OYes ONo
! 4o [y |OYes &Mo | Ve iNo WS AL OYes ONo| OYes ONo
| ____ |ovesono|mves oo OYes CINo| Oes CNo
OYes ONo | OYes ONo OYes ONo [ OYes ONo
OYes ONo | OYes CNo ClYes ONo | OYes ONo
OYes ONo | OYes [INo DOYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes CNo OYes ONo | DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo| |
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes CONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
Cannula removed : ClYes ONo, if yes date and time - Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : CYes 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).d...... Next page




(" PHLEBITIS ASSESSMENT AND MANAGEMENT RECO

CANNULA 3 CANNULA 4
Date: Time: Date: Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis |infittration| "™ | Sign || Date | Time |Phiebitis ’{nﬂttmﬂon Nursing | - sign
Intervention Intervention
CYes [ONo | OYes ONo OYes [No| OYes ONo
OYes OONo | OYes ONo [OYes ONo | OYes CNo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CONo | 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 O'es ONo| OYes ONo
OYes ONo | O'es ONo CiYes ONo| OYes ONo
DOYes ONo | OYes ONo [IYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes CINo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo ! OYes ONo| OYes ONo
OYes [No | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes CNo| 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 CINA If Yes specify- RX any initiated : CYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:

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

' V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
avident: evident: evident: evident and extensive; | evident and extensive:
# Slight pain near1.V. | # Pain near V. Site | # Pain along path of | % Painalong pathof | % Pain path of
site or slight redness # Erythema cannula % Erythema | cannula # Erythema cannula % Erythema
near LV site # Induration # Induration # Induration : g:lmgnmous -
# Palpable venous cord # Pyrexia
RESITE / REMOVE RESITE /| REMOVE RESITE | REMOVE INITIATE TRETMENT
N CANNULA CONSIDER CANNULA CONSIDER RESITE / REMOVE
Loaseave CANNULA | OBSERVE CANNULA | SANNGLA CANULACY WLACE F
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m; st Rainbow . R
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD © vareaa o, 24420 Children's | & BirthRight
,/ m Hospital BY RAINBOW HOSPITALS
ﬂ”ﬂ””m ”ﬂl’” T T p— Your Right o a Safe Delivery
Faent Teerntd '
Patient's / Learner Language: O IAL ..., Patient/ Learner Literacy: (1 Read (1Write {-Speak Wil o - Bs Healthcare Literacy: ~ Ye§1 No—
Identified Education Needs: 10. Fall Risk Education
1. an 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
piagnosis S P> U123 pain Management 7. Infection Control Measures Safaty
2§12 74, informed Consent 8. Diagnostic Test/ Procedures 12. Palleat's / Famiy Fights
2. Treatment and Caré 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
B Use codes fram the fist In part Il 4
Date Time identified Information Taught Comments 0 .ﬂ"m' oy
Person Taught lﬁ'f:ﬂ"':_f Teaching Tools 'l‘n:::'ir::%h Understanding ~
] Pa)
"COM Q( M ) © "
ﬁ“\,);e . g% gn‘,lu% Coded 70 Olden W&l&% ozl | Mow, | Meed M%:
7 i Lonbfi hm%w, hocodtget Begrrs e/ |
984# 2 Jucate i oipn aboxls 2ol :
iy 8am| s Frcn brmont | 2ERRH Nord] oval| Nors | vas | ¢jom] [/
NS fr‘d«u\/caiz :)”—M;c{ln Abput— olonk| hena o WNewne % |
2abhb S| vy =l owelfl ) ov Y©) | bl
Part - lll: CODES
Who was laught: @ Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Barriers: :
1. )No 1 a ; ive limitat i
I L e —
3. Emotional Bamiers 8. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A Audo  D: Demonswaton (V! Vieo (~ 0:) Ora P: Printed
(mm N mh:s. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator . 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: /1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM |

BWQ initiated?
a. Yés O b.No

| [ ———————————— e e S

Nipple condition:
Nipple well-formed
0 b. Flat nipple
O c. Inverted nipple
O d. Short nipple

Milk flow:

a. Good

. Dyops of colostrums
O c.Dry

Steps for Positioning and attachment:
O] a. Baby goes to the breast
E1 Mother always sits with a back support
O c. Ear-shoulder-hip should be in a straight line
O d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
O~ Y
O b.No

7. For Caesarian mothers: CN)BD

O a. Mother is required sit and feed from the 4th feed
O b. Please explain football hold

8. NICU admission: C no )9
O . Mother needs to stimufate her breast for 2 min every 2 hours

9. Additional notes:

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

. N e
Continuity of Care: 3 e
) = }PQ\; 2 }&\\'\\% &

s i ﬁ“‘L L .
- N &
P 9 19
¢ — | (-2 8 7 1=
H ) il - *
ey 4
p——— ‘—\j/ T ‘ e

£ \{: \\%75, . S—

Handover given hygthg? e 8 SR ~AG—~ Handover taken by&g\\\r

o o

SIGNALUFE ... &‘ Signature .....................! (l)i \i ........................................
(V =

Date & Time: d&[ﬂ%@IW Date & THME: .uoeveeeeeeeriereeserss s ceseses st esess et seeen
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.l Eﬁii'llg_;%ﬁ's N BirthRight
PATIENT TRANSFER FORM Hospital _ | () zesemein:
— GUC-p0029905 IP18-00036641
[ Z'i:i TQ:AM “‘2?’31’.. 30 (F) Date & Time of Admission Date & Time of Transfer Order
Dr, MATHANGI RAJAGOPALAN _ ’ )
R 27| [2b® s 3pro | 98[#ob @ 2-3opr
Treating Consuitant Name Transfer Ordered by Reason for Transfer
L% IYb&iLami; Dy - phablla. | pualfloc l/\-"?[f'
{
From Unit To Unit Information to Attendant
AV-(D P —7{: o L; YesMo il
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

A Cogeghao - eT & Ys( N~

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1 Lo} Supa cef) X
2 &pard - 7 [©
$ 1. JP’ aso. | le)
4 'f{ JKF— D ¢
5.
Shifting Summary / Notes Written by Doctor: ~ Yes Q//Ho O
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

erooBeo? | O prfrc.

Patient & Clinical Records Received by :

Date & Time of Patient Received : C}B\’\'w

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

(] Unavailable Bed (] Nurse not Available [C] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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ANTENATAL RECORD chitdren's | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
I takoes 8 bt b0 trast the 00, Your Right to & Sale Delivery
(2]
Antenatal No: .—D F‘ ) T"\C"m eA V\% L
Reg.No:
o= PEREONAL DE T AL oo e e e o T T T g T YRR 1
O w24)7 | L4 :
Name: 11128, tj&ﬁi__kgﬁ}__bg__k;g_lglb/_xq___a\gc_ 5\ Date of Bithe?4) |4 | * Education: — {0
Occupation: Phone No: Mobile:
Husband’s Name: Age Education: Occupation: E

Address ‘?ﬂfcb«_{w.&' wlegf  Cnaey wuthgelp )_Clammf P CUSV PN LIRS

Mobile: Y 0 (2 b2 O A . E-mail 1d: - :

IMPORTANT FEATURES SUGGESTED MANAGEMENT

o 2 Th iy Sl Al o o e i Yy Pttt Byt et s B e b e ghe Tl b d e e L L
2L - HISTORY:========~"br=snrenesaeescoossommmoponas e oaconnaencc e oo esesaneeanmnnneamans y
(] 1
| Year of Marriage: Menstrual History: Previous Periods | LMP 2] 1) 25EDD ll 8| 24, Corrected EDD :
' :
: OBSTETRIC FORMULA: Gy ¢ P2 L, A, !
' P u . :
E b guinity: Contraception: Gravida % Para L Live L Abortions L ‘
e === OBSTETRIC HISTORY - - - o mmmc o o e oo o o o e e e o e o e e oo e o oo e oo oo '
' SL.| DATEOF | GA _
! NO.| DELIVERY |weEkks| ANTENATALDETAILS MODE OF DELIVERY | BABY | WT REMARKS |
L] L]
L] (]
! '
' '
! '
: :
} i
¥ L]
i L)
' L]

L]
; :
' i
L |
' '
' '
E Medical History: l{\aix,_i-é\;‘j_‘;_;"-a Q:I ;5;1 - j ______ F _:i;n_tl_)-"H1>Iur) --------------------------------- :'
1 Surgical History: Allergies: i
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INVESTIGATIONS

==~ MATERNALEVALUATION
+ Blood group & Rh: Wife Husband ICT i
¢ VDRL HIV HbsAg TSH GCT
: ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS :
‘: Date Ei‘ Invetigations Report Date Eﬂ Invetigations Report E
| Wb -1p :
| Temd2 9 E
P | Ho - (19 |
b Ton—{orsy :
: ‘ i E
Tetanus Toxoid: 1* dose 2" dose

FETALEVALUATION
i ULTRASONOGRAPHY :
L Fintrimester | M- 5 @ Uknine @ Popplem 5, FTS ~ Neaats e ;
| TIFRA ng -® ; PIQten'l'm-A-nkcﬁw; @ U-}f,ﬁhe@alopp\e,g
Date | O4 ['Indication [ PP.| Wt.| Centile | GrowthVelocity | AFI | Placenta | Remarks | !
: N :
| _t ™ \ A BARY) '
5 * TV A 5N Efw- (c0 ug O o Bl :
: Growth scan I"p‘u CL=3G~ |
| onen e @) .f

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

Were any Prenatal diagnostics done-Yes D NU‘:‘

If yes, please specify the details below:

DATE

GA/weeks

TYPE OF TEST

INDICATION

REPORT




Name: NV\E:PMM{QW Corrected EDD: Parity

<<= SYSTEMIC EXAMINATION ---ncvomsosnommmnmmom s oo s oo oo
! Height cvs :
E Weight: Respiratoy System: i
i BMI Breasts: Thyroid '
= ANTENATAL VISITS - === c = oo e s o e s oo m o oo m e s m o m o e e e e me e oo oo s s e e mmmmmm e —meee s,
' Date Wit Bp GA S-F Ht PresentingPart FHS Liquor Edema Review Date
' 4 :
0alwleg | \Y :
: 'O ﬂ‘>\ :
i iad NI TS :
z o 2 s
o\ 2] 20 :
5 N :
] e N P
' \{\'l .

0—'\\"!‘”' Q‘_\ _A\D

v A,
\‘B\&v \o\r\"g \‘9‘\
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Special Concerns
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Date&time of delivery:
Forceps D

PGE2[_]
Vacuum D
Apgar score:

Avp[ ]

Method - PGEI[_|
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T Hospital | )z
It takes 3 lot to reat the e Your Right 1o a Safe Delivery

INDUCTION OF LABOR BONSENT

VY P T CONTEI, (5.4 KA. A e AGE: ovvvercririnnes Gender: Male  Female

UHIDINO & ovioiseeeesesessrssenssesessasnessasssasssassasssinssisasassesssnssssbsisssasases DALE vvririeerreeeersessessese e sinseas e

You are scheduled for aninduction of [aDOr 0N ... (EAC) - SRRSO (weeks of gestation).
THE FEASONTOT YOUFINAUCTON IS w....vevvvereceessssssssensessissssscesassmssssssss s

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

ﬁ Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity 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.
| have read the information provided and also discussed the process with my doctor.

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

Patient Patient Attendant:

Signature: .. @ P f“’)vaL/- Signature: Zaj ........
" Name: .....DD.5:S ... WM&BFQ) % Name: ......... NOW..o.... .BQQbQ_DQ.,D .....................

Date & Time: l’f—}"}-)aogmlg@b{?)’f} Relationship with Patient: Hu&?ﬂ.no, ..............
Date & Time: &_‘I'IHQEDQ-E@LFM

Doctor: Witness
\W’gk
Signature: .. Ty M SIGNALUIET «..vvcieevcecinirnsasnssasseses s s esb s ssssnsess
4 ‘ ‘
Name: ........... ¥ f ............. E ............... WM{/LN ....... INAITIE: vovooseesseveessserseasreereraebebsebsbamr e s s e b e s b e bbb s a0
Date & Time: Za/’q/qé@bd«/ Date & THTIE, cooeieersiarreranesmseesebieriraerasssssnssssssnsanisssasasssoss
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’W Perineum :

15641
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GUC-000289%
N'lﬁ S.P 12Y4 1] 5 o

PARTOGRAPH

o I o i dlate

Labour: ¥Spont OIOLPGE1 DIE2  DlOthers

LABOUR

Indications for I0L-Accel: [J None B’ﬂymcin
Memb. Repture Type: O SROM 1 PROM VARM

Presentaliun-_,z@rtex O Breech O Others

" \\\\\\\\\\\\\\\\\\\\\\\\\\ Hosp

F} Rambow
Children’s .
Hospital

trent th liste. Your Right ta a Sale Delivery

——{__INTRA PARTUM COMPLICATION

Maternal: CONome [ Pyrexia OHTN @ Others

Liquor: JAAdequate TI0ligo OPoly {Clear

Shoulder Dystocia:

H
O Yes P’No

.BirthRight'

OIBlood CIMeconium O Cord: Qe ke |awp of tofrol

" b

DELIVERY DETAILS

Anesthesia: /ﬁona

}___

O Epidural

Non-epi: (¥{ocdal  DISpinal O General
' Del. Type:vﬁ@D O Asst. Breech [ Twins
AVD: O Outlet [0 Low Forceps [ Ventouse
O Trails of Forceps
IR RONG: s rensmampsns s s sy SR
Application, Locking & TraCtion: ..............cooveveivnne
Duration of Instrumentation: ..........ooveeiiiiiiiin
NG, OF PUIIS: ..o oo visssdi s s s SR s e e m s s

Catherised : OJYes G‘ﬁ;

Type: O Fileys O Plain

htact O Episiotomy O Tear
Suture Material Used: ..........ooooniiiinniiniieiennn

—
Placenta: D’ﬁrmal O Abnormal
O CCT

STAGE Il

1 RP Clots

ORetained  JFMRP

O Traumatic ,E]’None

LA REAtIORS, .. i s v v T b SR R s e

PPH: [J Atomic

Cervical: ..

:[-r.r.hac* Ne. fea.:\

DR ES: oovisioeeeveeeeeeeeneessseressesseness e eneenenar s sss s e nen e

Perineal: ...

Prophylaxis: ! non Prostodin

Blood Loss: I | W

-—

Blood TranSTUSION: wu.civnunsivimsssissisissmmammppsmmmsesons

Other Details (if any): ... oo

Ractal Examination: Nevmo.)

J—_

— DURATION OF LABOUR +—
b €51 o [ K — ff ...................................................
10 1L — TONVNS e
3rd Stage: ... LS.V PO

Duration of Active Pushing: ........ccoooviicinininnnn.
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BABY DETAILS

Gender: ........7170
Weight: ... 2. 3%k, Rﬁ&
APGAR: ... O )10 ‘1]10

LW Doctor: ¥ MW\ABA,

LW Sister: ..............

N

Date and Time of Delivery: . &9)0“1’&92.& VY14
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PARTOGRAPH
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Record of Labor:
Maternal Condition:
Fetal Condition:
Progress of Labor;

Management: B 11 ey SH SIGNAUE: ..o

Maternal Condition;
Fetal Condition:

Progress of Labor;

Management: TIME: oo SIGNALUIE: ..o

Maternal Condition:
Fetal Condition;
Progress of Labor;

Managament: T st cmissisiintisnmmonnes Signature: ......
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INFORMED CONSENT FOR VAGINAL BIRTH

GUC-00029905 1P48-00036641
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24031994 s2vyam3sp (A
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Patient NAME © c.covcvviveres Dr, MATHANGI RAJAGORALAR | oo

Gender: 1Nl e Dr‘\mmmmi‘mm 23/}:77/6 T8 oo

K hereby authorized the performance of the following procedure:

The purpose of this procedure of vaginal birth pregnarncy.
The purpose of this procedure is to deliverthe bay vaginally.

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

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
yacuumigxtraction. 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, defivery by cesarean saction 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.¢. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need ior 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, benefit
disability, which exists for me and my baby.

s, alternatives including the remote risk of death or serious

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

guarantees.

I - - *'.' i
I voluntarily consent to the procedures described or otherwise referred to herein. | am Aware that they will be performed by a

qualified gynecologist.

. Consentee :

Signature ﬁFMMLw .............................
Name : g MAheLpkshml. ..
Date & Time : Qﬁt“f'h-‘o@b?m

Witness :
_ GINAIUTE % wovveevrennsarrsseressmmsasssassssssssmmmssssssessesss
NAME & e B, o reseensssansasissiasibitsibasresasees
Date & THMIE | wourerrremussrmsisssssusmnssrssassunsmassmsssnssiiesss
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Dr-

Name of the Doctor performing the PIOCEAUTE: ...ovvssieriasnsisssissses

Mol

................................................................. cassassnabinaisanan

Patient Attendant :

Signature : .......

Name : KEOOBAMN

f vanunnifos s fighs s st o ia uSTET e esnuansnrannnnnnrnatane

Doctor (who is takingi{hp 70N

SIgNature  ...oveeeneees

NAME & osivanentrosstaden
Date & TIME ; ccsemussmnsrninensad







