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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANGE FOR DRUGS AND DISPOSABLES BILLING

Mrs ARIVUTAMLAWALA

07-05-1988 BYZM1D F \ fVL
Dr. MATHANGI RAJAGOPALAN ® Date: ? ...... m 7
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Ward: (OQQ"Y Room No: ba}

Name of the Patient: . |H ||

Certifiedthatin respect of the above patient:

O a Therearenodrugsforreturn
b. Emergency cupboardissues have been replenished
¢. Nopendingindentsare there against above patient

d. Checkedthebed side cupboard of the bed

o 8 0 0

e. Checkedbythepatient's Mother / Father in the room

Patient Authorised Sign Nurse Sign Pharmacy Sign g,

DAE: ovvoreeeveesssnenaenes Date: ‘%)“T ])’{5 Date: Q,LOT:\[QJ?

AL T— Time; ... QBT e e { Rt
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Name: T“Yﬂ“\‘}g\[\)'}ﬂnﬂ .............. mH‘lm””"m"”m”mmm ............. ]

umm;lo:...EQEEF:‘(H.............. iPNogb CONSURANE ... DEPE s

Date of Admission: bk‘%l&‘o Time: ..887..0"  Date of Discharge: ..o TIME oo

Room / Bed No: Q'-"E'«"‘_',f Ward: WF&U‘( Suggested Billable bed type: ................cucueeermmmmmmmmmsmsrens
WARD TRANSFERS

Date Time From

~ %\lj’ \IQSO .10 gm PR Q)_ﬁ“ff [oo‘( %(’){% el

Signature of Nurse

CROSS CONSULTATION VISIT

Doctor Name Date Order No. Signature

| 9 /
{ A

L

t': 9. /

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




fh

INVESTIGATIONS
* Date Investigations Order No. Signature
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[ MEDICAL EQUIPMENT (WARD & Icu)
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PROCEDURE

Date . Procedure M Quantity Order No. Signature
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ANY OTHER INFORMATION: _
Dol DOAALIS o WL, ... USRI, Ve agrmJ ..... Polivesy....
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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.' | :'I?r;;:ﬂ;::m“u;":;““ - - NAME OF CONSULTANT-
J Dr, MATHANGI RAJAGOPALAN

| AN

ACTIVITY TIME NAME & REMARIKS <To be
SIGNATURE filled by
Admins

Discharge
Announcemeént
QCu- /Lff.é

} INTIME ouT
TIME

Arrangement of File
by Nursing
Preparation of / / /

Discharge Summary

Finalization of l ’ l ! I ]
discharge summary

Transfer of file from ’ , , / /

Ward to Billing Dept

e By Y

Audit Clearance / ( l ;

o Billing Clearance / ' ,
t’h ysical Clearance I I / T
[
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INSTRUMENTAL DELIVERY PROFORMA

OBSTETRICIAN | 9\ M, 2. (i
Patient Label b '
ANAESTHETIST
GUC-00080799 1P18-00036343
mosne A . ASSISTANT Dy Ve
Dr. MATHANGI RAJAGOPAL AN
M ki
TIME ' 260mq
PLACE (| LABOUR THEATRES
| WARD
CONSENT EPISIOTOMY BLADDER EMPTIED?
/ERBALD /  WRITTEN QesD NO | FOLEY  INOUT (NO)
~ ANALGESIA CTG LIQUOR
LOCAL / PUDENDAL / SUSPICIOUS / @BLOOD STAINED/
AMOUNT USED___ MLS PATHOLOGICAL = MECONIUM
OF
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL / SPINAL NOTES IF NOT NORMAL CTG) /S PALPABLE
GA |

NUMBER OF CMs DILATED

VAGINAL EXAMINATION

STATION OF PRESENTING PART 107+ 42y Q@
POSITION DOA/ LOA / ROA I/ ROP / LOP / DOP / LOT / ROT
CAPUT 0 + ++ +++
MOULDING 0 + ok +++
INSTRUMENT USED
KIWI CUP / NEVILLE BARNES ! WRIGLEYS / KIELLANDS ! SIMPSONS
MANUAL ROTATION TIME OF APPLICATION No. OF TRACTIONS
YES /' (NO) ; bk
. 126 am | hackon
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
YES / @o>
)¢ O .
[ (FULL DETAILS IN NOTES) 4




Brief description of delivery and perineal repair.
(Please mark ventouse position on diagram)

EXTENT OF TEAR
EPISIOTOMY / 157 degre

e/ 2"° degree / 3A/3B/3C/ 4™ degree

(If 3@ or 4", please complete proforma)
SUTURE MATERIAL USED SUTURE TECHNIQUE PR PV
2/0 VICRYL (number......... ) CONTINUOUS/INTERUPTED
3/0 VIGRYL (number......... ) SKIN CLOSED? YES/NO VEs I NO | YES/ NO
OTHER?
FOLEY CATHETER SWAB COUNT ANTIBIOTICS | ANALGESIA
YES NO PRE — REPAIR
REMOVE .....ooooen POST — REPAIR VES INO | YES /NO
(SHOULD REMAIN IN SITU 5 (PRESCRIBE | (PRESCRIBE
FOR MIN OF 12HRS IF PAngETPARMOL 2&?;5';5 ON DRUG ON DRUG
REGIONAL BLOCK USED) N N, 110 CHART) CHART)




GUC-p0080799 IP18-00036343 P

Mrs ﬁFﬂVUTA“LAW;\l A 30 o Ra| f biw .

07-05-1988 Y"1 H .

Dr. MATHANGI RAJAGO Chlldyens Bil"thRi ht
PARTOGRAPH (i IlllillllllIl”lllllllllll Hospital .‘i?ff:;’??fi‘:’:‘?"ﬁl?‘:f

T—C LABOUR e ——(__INTRA PARTUM COMPLICATION }———

Labour: _,ZI/Spont OIOL-PGE1 [OE2 OOthers Maternal,_FTNome O Pyrexia OHTN O Others

Indications for I0L-Accel: _#TNone [ Oxytocin Liquor: Zi’Adequate O0Oligo OPoly COClear
Memb. Repture Type: _FTSROM I PROM [J ARM UBlood OMeconium CiCord: ...
Presentation: & Vertex [ Breech [ Others Shoulder Dystocia: O Yes #TNo

——(____ DELIVERY DETAILS I =L STAGE IIl O

Anesthesia: [Zflone O Epidural Placenta: £ Normal D Abnormal [ RP Clots
) Non-epic Zlocal  CISpinal O General ZCCT  DRetained 0 MRP
. PPH: O Atomic O Traumati £TN
Del. Type: ETSVD 07 Asst. Breech [ Twins i filomic e one
Lacerations: ........ o
AVD: -0 Outlet O Low Forceps 07 Ventouse .
a Trf)ils of Forceps Wiw i Cervical. ...........
. " 3 F " : L g ‘10
Indications: ... b oy, Makernal e”forh ) Qdfil Bt Perineal: ..... P’ 1.0 M*j
Application, Locking & Traction: .......... . .. ="~ Others: _
Duration of Instrumentation: ... Prophylaxis: Synocinon Prostodin
No. of Pulls: ............ Lo
Blood Loss:
Catherised: OYes &I No
lood fusion:..........
Type: O Fileys O Plain Blood Transfusion
Perineum : O Intact ngfSiOtUmy O Tear Other Details {lfany):
Suture Material Used: ... 260 V’U"'jf ........ Ractal Examination: ..........

———(___DURATION OF LABOUR o N BABY DETAILS jﬁ
1st Stage: Gender: ... .. G]H' ?
L L L —————— Weight: ........2:2 4 L; bﬁ
310 SUAG: .o APGAR: ......... . S0 A
Duration of Active Pushing: ... Date and Time of Delivery: q]?/ﬂbl'lbw‘"
No OEVE'S: ..ot LW Doctor: ﬂkﬂ/’m’ﬁ%, .................................
LW Sister:
L _
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Name:

Memb. Ruptured:

Fetal Heart @

Maternal
BP

—

Maternal %
Pulse

SROM PROM

ARM

O o {11111 RN

Risk Factors:

6 7 il 9 10 i 12 13 14 15 16 17 18 19 20

Blood Group TYpe: ...
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Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis
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Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THTIE. wevevcmremesmmreresssesssanansns

TP RIS

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

STGNAIUTES +.cornreemssensesssppassisssessssmssssinmssasssss

Maternal Condition;

Fetal Condition:
Progress of Labor:

Management:

THMES cveverrerrreerersaesnssarmaieransses

SIGNALUIE: 1evirrscirssssssssisssssssssssssssssessss

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THMIBY covvrevressarermseisararmrasssrsssess

SN ————EEER S

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THMIB, wevmrssenremnmiennmscssssnsisss

ST ———————
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BirthRight

BY RAINBOW HOSPITALS
Yaur Right to a Safe Dalivery

ANGI RAJAGOPALAN

T 1111 | —

Gender: [JMale [JFer. R s ek e menmssommmsmsesai Time: .o

I hereby authorized the performance of the following procedure:

* TheProcedure has been explained to me in general terms and I 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 isto deliver the bay vaginally,

vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and

LN the rectum) may be performed as partofavaginal delivery.
L) ]

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate

anesthesiamay 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.,

I 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.

| 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 PETOIG N8 DIOCBAIE: ..ot .

Consentee : f&;@\""' ' 1 Patient Attendant : ’
@ - Signature : .......... YT Vlr'/\'

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

Y- 7 TN 4 > s W
Nagme KRANOT AL AYVAL A Name : G}O Vindavama.s ..
IR P T ] S S— Relationship with Patient: ... yAlagand .
Date &Time:.....b. (.. 2. lo.... 2. Q2 2. prn
Witness : Doctor (who is taking the consent) :
D Signature : .......Vs -
AL UEE TS e e et Name : ........ Dy Misosbonroonnn
Dt & THIE: o et Date & Time ... b/ F 20

Docy. No. : RCH/FRM / CLINICAL / 128
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Mrs ARIVUTAMILAVVAI A Children’s . Bll'th ng ht

07-05-1988 BY1M29D {F) HOS pital . BY RAINBOW HOSPITALS

Dr. MATHANGI RAJAGOP. 1t takes a lof ) traat the hida, Your Right 1o a Sale Delivery

(O o
UCTION OF LABOR CONSENT

Name Age: .................. Gender Male Female

You are scheduled for an Induction of aboron ... (date) at............cooorrvrvioer (weeks of gestation).
The reason for your induction .

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 atany 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
impartant so that yournewborn does not have complications due to possible prematurity.

The alternative to induction of laboris to wait for labor to start spontaneously,
Ihave read the information provided and also discussed the process with my doctor,

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient . ) Patient Attendant: )
Signature: @@“ﬂ*’m\wgﬂ\ ......................... Signature: "(\)}g‘ﬂ)g(
Name: ..... /“RM}MLM‘HK‘ .................... Name: ....... CI'\C"I .................... ‘OS"‘*( ...............
Date & Time: {.[?/2.{, .................................. Relationship with Patient: . ' '*‘4 ................
Date & Time: L/T!a?n?\ﬁg"alrﬁ’{”

Doctor: Witness

Signature: ............. \% ......................................... SIGNAIES wovososvisesnsnnsemsesensocessosms e

Nameg: ............ (J) %«\/rwﬁ .................................. NI oot
Date & Time: ....... & /‘#}16 ...... RS v

Docu. No. : RCH /FRM / CLINICAL /173







Rainbow
Children's
Hospital

Rainbaw

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

Rainbow Children's Hospital - Guindy

TEL NO :044-40122444
WEB ! https:!frainbowhospftals.in

ADMISSION SHEET

Registration Details :

S T TR T T

Admission No : IP18-00036343 Admit Date : 06-Jul-2026 Admit Time : 10:10 AM UHID : GUC-00080799
Patient Details :
Patient Name : Mrs ARIVUTAMILAVVAI A Age '38Y1M29D
Guardian ! Mr GOVINDARAJAN R DOB : 07-05-1988
Gender . Female Religion
Occupation Martial Status
Address (H) : plot no 57 sri sudharsan flat 1st floor f1 1st Phone No © 9500126264
main road Madipakkam Chennai Tamil Nadu . . . .
INDIA 600091 E-mail . grajan123@gmail.com
Aw..dssion Details :
Bed Type : PRIVATE ROOM Bed No : PVT 607 Ward Name : 6F-PRIVATE
Room No : PVT 607 Admission Type : First Visit

Contact Details :

Referral Doctor ' FAMILY

Co-Consultant

Name ¢ Mr GOVINDARAJAN R Relationship  : Husband
Contact Address - piot no 57 ri sudharsan flat 1st floor f1 1st Phone No © 19500126264
main road Madipakkam Chennai Tamil Nadu
INDIA 600091
i
YT
Signature
i Yor Details -
Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

[}

Deposit Amount : 7000.00

Payor Name . SELFPAY

Printed Date / Time 06/07/2026 10:22

Printed By : 021591 Page 1 of 2







7 ﬁ Rainbow Children's Hospital - Guindy

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

Children's G TEL NO :044-40122444

Hospital . ' K. WEB : https.//rainbowhospitals. in

Q-ENEBALQQN.S_E.NLEQB_‘[BEAIMEM |

Patient Name: Mrs ARIVUTAMILAVVAI A Age : 38Y1M29D
IP No: IP18-00036343 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 6F-PRIVATE/PVT 607

ingirance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
C’R T 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 failing the submigsion, | will pay 200/- Rs,

(Rogvers Signature:........... . ) W%u\m‘“" :

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.

Al ]
Signature of Patient/Relative: f\]%‘m}q{

Name: Gb\) A avAnn R Patient Address:
Relationship: plot no 57 sri sudharsan flat 1st floor
: ' \'\wb\oa.n{{ 8 f1 1st main road Madipakkam Chennai
Date: p [ | 2024, Time: Do Lo Tamil Nadu INDIA 600091
Wittness Name: _A W }YWY\LLN
Wittness Signature: A .
Printed Date / Time : 06/07/2026 10:22 Printed By : 021591 Page 2 of 2
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BILLING POLICY.

P Billing Cycle: - Bed charges will be calculated based on I2PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day,

» Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges. like Diet, Investigations, IP or OP

Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

> As per the G.O.I. 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.

> Patient/ Guardian Self Attested Government ID proof is mandatory to submit at the admission.

ﬁ TPA/Insurance Processing Fee applicable for all Insurance Cases.

» Inourhospital there is"No Discounts Policy", Kindly co-operate.

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

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

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

> Room eligibility is purely subject to TPA approval, Proportionate difference of the bill amount 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 It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take aminimum 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.

ﬁ 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 Bil]
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 s 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff,

PetientName © RBW TRy i AV VAT __;\ UHID Number : G\U c - oaago"lch

SeHEA nendam‘uﬁ;a;:_

Gl{;\)' ‘\r\;dlv ﬂa\rn 2.

‘Rclation: l']M)_')\':d-f\A

g L -—y— — A

sttt/ Attendant Signature -

ﬁ"% Name & Signature of Fipancial Counselor
Phone Number : o| SO0 2 b2 L’Ll' ’d g‘/
L _— e Q

RCH/GDY/FRM/CLINICAL /426 i
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DOCTOR’S SHIFT CHANGE HANDOVER FORM
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Hospital BY RAINBOW HOSPITALS
0 takes 2 ot to trest the ite. Your Right 1o 2 Sale Delivery
Date: ..o Department: .............. SIfE: e
) o Handing Receiving
i Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
S.No Palient Idenlification / Procedure Problems / Abnormal Results / Follow up needed D%a;r D?n\::f;r
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[P ADMISSION SHEET FOR OBSTETRICS

7 :L:‘ﬂgg:mgﬂ"g i) By Gige WP OF [10] 025 eop: |5 o7 [2020
%m &_M Corrected EDD: | G 2R wkste d‘“&*
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It takes a lot to treat the litthe., Your Right to a Safe Delivery Ago --------- : D M D F
[ PHLEBITIS ASSESSMENT J Consultant ............ccveisanissss i j
CANNULA 1 CANNULA 2

Date ; b [':-T' [&Po Time: t]* 5_8 irs Date : Time:
Location : @ Anasd ot o Location :
Size: {8 Size :
Cannula inserted by : ‘g,fm__p‘m Cannula inserted by :
Date. | Time |Phiebits [nitration osind | Sign | | Date | Time |Phlebitis [infitration g | sign
r
¥ \STRR 1 SRR o Ves Qo eYes Dol alo o 1| &F ot OYes ONo| OYes ONo
L) Dy |Yes Do | Oves Op6 OYes ONo| OYes ONo
j,:'n'm Oves Ej,hfélﬂYes OYes ONo| OYes ONo
Wy |OYes oo [Cves oo OYes ONo| OYes ONo|
Mot |Oves o] Oves BNy . OYes ONo| OYes ONo
D{jﬁn DYesm DYes @o OYes ONo| OYes ONo
L) [oves e DYes NG| o b % OYes ONo| OYes ONo
BW\ OYes DKo | OYes gﬂﬁ/@bw ]J) OYes ONo | OYes ONo
geeN\ | OYes o | Oves Do oo OYes ONo| CIYes ONo
18 PINOves @ | Oves ONorhopHf\ | ul OYes ONo| OYes ONo
9 Y1 |OYes @G| OYes GiNo| ) 53 o OYes ONo| OYes ONo
A - |OVes On6| Oves oo OYes ONo| OYes ONo
& - |oves ] ves ove (')Ei _% OYes ONo| OYes ONo
L2~ |OYes ONG I:IYas,Elﬁo O hie Vi OYes ONo| OYes ONo
{V%,m OYes @0 | Oves ENo|  bya o ¥/ I DYes ONo| OYes ONo
DOYes 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 | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo| CYes 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
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phiebitis 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)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |Infiltration Nursing Sign Date | Time |Phlebitis |Infiltration Nursing Sign
Intervention = Intervention
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CIYes ONo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OVYes 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 TNo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo I
OYes ONo | OYes ONo OYes CINo | OYes ONo
OYes ONc | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes 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 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 ONoj OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : [Yes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
o V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
1] 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 I.V. | # Painnear V. Site | # Pain along pathof | # Pain along path of | # Pain along path of
slte or slight redness # Erythema cannula # Erythema | cannula % Erythema | cannula ¥ Erythema
near IV site # Induration # Induration # Induration % Induration
# Palpable venous cord : ;;:;:It:e venous cord
| OBSERVE CANNULA | OBSERVE CANNULA N MO :wyﬁ%m EE’:%% E‘%TEE &m )
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PAIN ASSESSMENT FORM Pt | W o
Date Time Pa:;;::re Location Duration Acuity Characier mng mm Intervention Sign
0O Continuous | OJ Acute O Sharp O Dull O Increasing | O '
obl# | 1ofm| 0o “—| O mtermittent | CiChronic | 0 Aching (3 Buming | [ Decreasing ‘D/n:( atl _,,&0%;‘_,
O Continuous | C1 Acute OShap CIDul | O increasing | 1 Yo~ /i
b[:}plr Apm OO — | temitent | Ochonic | OAching 3 Buming | 0 pecreasing EI(::/ P
r ’ O Continvous | ClAcle | OShap CIDul | O creasing | D¥es— | o >3
bf’{z{, DNowa | &1 |1— O intermitent | O Chvonic | 0 Aching [ Buming | [0 Decreasing | 01 No b (UL
| {OLDQ]’ O Contiguous | ClAecfe | O Shap (B80T Uzm @Y¥es @%&2@ Z@
,’?H;bg !Q—W &Zro h!’omﬁw.dg’_ ittent l:lmmnic [0 #Aching mno O No 777'?30 h. v
O Coniwoss | B7Ge | OSap B100 | O mcrssing | B8 | Byeatta -~
W L 'ZfO @’g}gu«nﬁ:;m OlChronic | [JAching [ Buming umu ONo Bfiz z q@‘m@
10k )‘ O Continuous | [ Acute O Sharp [ Dult O Increasing | BYes. CQ'D*_J.ﬁL\JQb"’
‘Z\"\\% 5"“ \\\0 e | i Jstermittent | O Chronic D) Actiing 3 Buming | E-Decreasing | I No 'M
J Dov e AGY
) L(g)ﬂﬁ r}f @}’M&a )D\-Gennnuous [ZHcute D Sharp 'Iaﬂﬂll_ O Increasing | CdVes %ﬁq&g‘wmi
I &i\x 2 Tntermittent | [ Chronic D Aching [ Buming | PT Decreasing | I No (ns \}\ o
Uyo ey O Continvous | [J-Acite O3 Sharp m O Increasing BT Yes C.b}_rm‘ J
914(\93;; 2§ [1 ye_| @ emitent | O Chronic | D)Acting ) Buring O Bécreasing | O No pout 0 "dj@!{,l
D Continuous | A 7Acute DShap OBal | O Increasing | 2 Yes \daehl.
appr Hon o) el | pfitermitent | O Cvonic | O/Aching 01 Buming | 01 Decreasing | 0 No mpm-m: g
O Continous | O Acute OShap ODWl | O increasing | D Yes i
O Intermitient | O Chvonic | C)Aching [ Buming | O3 Decreasing | O No
Re-assessment

Frequency.
1. Every eight hours for all hospitaized patients.
2. For post-surgical patients, patients with chronic pain. patienl wilh severe pain:
a)  Atleast every 2 howrs for Se first 24 hours
¢) Prior lo pain pain-refieving infervention.

Docu.No: RCH /FRM / CUNICAL / 152

d) Wikhin 30 - 60 minutes after pain refief intervention,

(PTO)
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PAIN ASSESSMENT TOOLS

+  FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

No Pain

D

. o

g

Wong - Baker (Pediairics) Abeve T Vears

@@@@

mmm Eﬂlﬂ mmu

SCORING
CATEGORY
{ ] 1 2
: 5 Occasional Grimace or Frown, Frequent 10 constant frown,
Face No Particutar expression of smile withdraw, Disoriented quivering chin, clenched aw
Legs Uneasy, restless, lense Kicking, or legs brawn up

Normal Position or Retaxed

Laying quietly normal position,

Squirming shifting back and

Arched, night, of Jerking

Activity moves easily forth, iense
e e e T .
Reassured by occasional Wuching.
Consolability Conte. 1, relaxed :glﬂmmﬂ’m Diicut to console or comfort
- Mesastal Pain, Agitatien and Sedation Scale (upto 1 Month)
Pt  Setation Mormed y Poia/ Agttation
Criteria
-2 - ] 1 2
Crying No Cry with painkd | Moans or cries wmcmwhworuma High-pliched or sllent
irritabiity stimul minkmally with painful | irmitable intervals consolable | contisuous cry
simul Inconsolable
Behavior State | Noarousaitoany | Avouses minimaly to | Appropristefor | Restless, squinming | Arching, kicking constantly
stimul gestational age Aokens frequend
No spontaneous Litie spontaneous . Arouses minimally / no
movement movernent {rot sedated)
Fachl Mouth fs tax Mikmal expression | Retaxed Appropriate | Any pain Epression | Any pain expression
Expression | No expression with stmuli ' intermitient continual
Cxiremiies | No grasp refiex Weskgrasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid fone decveased muscle | feet tlenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay
- Bodyisnoltense | Body ks tense
Vital Signs HR | o variabifity wih | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% fom
RR, BF. 820, | stimui variabiity from normal for from baseline baseiine, Sa0, less than or
Hypoventitationor | beseline with stimuli | gestational age Sa0, 76-85% with | equalio 75% with stimutation
apnea simutation - quick { slow recovery Out of sync or
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Morse Fall Risk Assessment Form Ko i o 3 5t e
i A
g T
: , Date / Time
Choose Highest Applicable Score from each Category Sclonle 0 \'T' h(:’ # 6 % Fall Risk Grading
History of Falling Yes 25
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) 0 5
fd
_ Furniture 30 e Low Risk 0-24 Standard Fall

Ambulatory Aid Crutches, Cane(S), Walker 15 b 15 |18 Precaution

None /Bed Rest /Nurse Assist 0 )

Yi
IV / Heparin Lock or Saline Nes 4 %, Implement

. b 0 © Moderate Risk | 25-50 Moderata Fal

Impaired 20 m r?venﬁtqn

GAIT / Transferring Weak (uses touch for balance) 10 e
: 2

Normal /On Bed Rest /immobile 0 O D, WiglornaciHioh
Mental Status Forgets limitations 15 (0 O High Risk S 51 E,sk Fal.l

Oriented to own ability 0 O ] _f_‘___’ in[[im;ﬁg::;?gn
Total Morse Fall Scale Score: 1T i

- [;”< _“,_':Eﬁ/ —"
Signature cﬂﬂ"’w “5?17&:5

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

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

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

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

[ 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.

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

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

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

07-05-1988 3BY1IM30D {F) ; %
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AT Eameow’ | @ irthRight
- Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form o ehrail o g SO
R TG
Date / Time 16
Choose Highest Applicable Score from each Category =l =t h £Y S¥DA Fall Risk Grading
Score \-QO 0O 00
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 D Q Risk Level Morsn(ar:;g)sl:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o ) O
Furniture 30 Standard Fall
Low Risk 0-24 g
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 ) O
20
IV / Heparin Lock or Saline :’S S &0 20 |5 g Implement
= 0 O Moderate Risk [ 25 - 50 Moderate Fall
Impaired 20 rreventaqn
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
i 0
Normal /On Bed Rest /immobile 0 ® © Implement High
Forgets limitations 15 Hiah Ri Risk Fall
gh Risk 251 ;
My Stis Oriented to own abiliy 0 0 o o i
n
Total Morse Fall Scale Score: oD 20 50
C Ll
swae ol (R [ dbn
-@\\TW L%

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

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

[ Hourly safety check

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

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

O Initiate constant observation by healthcare provider as appropriate to patient's needs
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Time : 8 1 W _'4
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: b
f Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in ]
Maobility ; X o '
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. k—r \r\
without assistance. to completely turn self independently. independently. '21:
2. Chairfast : 3. Walks occasionally: 4. All patlents too young fo ambulate;
. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬂ:ﬁigﬁ&? (]:;Jnlln ed to bed non-existent. Cannol bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every (_f L‘ \_\
wheelchair.” shift in bed or chair. 2 hours during walking hours. - C/’
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.

Sensory Perception

or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
abhility to feel pain or discomfort over
half of body.

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

to feel pain, or discomfort in one or

two extremities.

Has no sensory deficit that would limit
ahility to fee! or communicate pain or
discomfort.

b~

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly mois!:

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

4. Rarely mois!:

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

FRICTION-SHEAR
Friction . Occurs when |
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

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

2. Problem:

Requires moderats 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. Potentlal problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good pasitiun}
in chair or bed most of the time but

4. No apporent problem:

Able ta 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.”

—

Nutritional Usual

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

which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any

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

one another occasionally stides 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

calories for age. For example, eats
maost of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 18-23

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

Evaluator's Name

food intake pattern M g 2 i : 2 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. ‘-—\ ]
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Z Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may ¥ 2 .
Tissal;y::{r:‘:t?;in 5 <40 in a newbom) or the patient be < 95%: hemoglobin may be be < 95%: hemoglobin may be ";";:,m'": OXY:GR s:lgural::;_'l“
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dl; capillary refill may be 2 2 " ":d"“ hgb; capillary refi Lf \\
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. =& 300nps:
TOTAL SCORE ng |28 [



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 Atternati
® Manage moisture, friction and shear . ating pressure matiress overiay
© 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 "
13-14 Moderate-Risk L) Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to 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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' children's | @ BirthRight
BRADEN Q SCALE ospital BY RAINBOW HOSPITALS
l Patient 1D ! PR P — Your Right 1o 4 Sala Delivery
A T
B Time:[ I —
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.
without assistance. to completely turn seif independentiy. independently.
2. Choirtast : 3. Walks occaslonally: 4. All patients foo young to ambulate;
3 i Ability to walk severely limited or Walks occasionally during day, but for OR walks .
o!; hysica ,.“:Zg:eirt:f éb:r:fe;‘:o.n od non-gxistent. Cannol bear own weight very short dislances, 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 svery
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly Himired: 4. No Impalrment:
Unresponsive (does not moan, fiinch |  responds to only painful stimull, 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
sedation, OR, limited ability to feel
pain over most of the body surface.

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

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

ability to feel or communicate pain or
discomfort.

Noiatbire beien 1. Constantly molst: 2. Very molst: 3. Occastonally molst: 4. Rarely molst:
to which Skin is kept moist almost constantly SFln is often, but not always. moist. §Idn is occasionally moist, requiring Skin is usually dry, ruullr_as diaper )
skin is exposed by persplra‘ﬂon. urine, dra#nag_e, elc. Linen must be changed at |east avery linen change every 12 hours. changes; linen only requires changing
to molstura Dampness is detected every tima 8 hours. avery 24 hours.
patiant is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Polential problem: 4. No apparemt problem:
Friction . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Maoves freely or requires minimum Able to completely lift patient during
Skin moves agains! agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides lo some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheats, chair, restraints, or other musele 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 tims but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inodequate: 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

Nutritional Usual

or IVs for more than § days OR
albumin < 2.5 mg/di OR never eats
a complete meal. Rarely eats mora

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein

calories for age. For exampls, eats
mast of every meal. Never refuses a
meal. Usually eats a total of 4 or more

food intake patiern 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 Ooes not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may X

Tiseus Periusion & | <40ina newbom) or the patlent | be < 95%: hemoglobin may be be < 95%; hemoglobin may be NOTASMOANS, C4/008 SatiliSon

Oxyge does not physiologically tolerate <10 mg/dt; capiliary refill may be <10 mg/di; capillary refill may be > 85%: normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 saconds.
. : 2 2 T . TOTAL SCORE
Severe Risk :lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
Evaluator's Name
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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 o Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
o Manage moisture, friction and shear Alt_emaﬁng 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 .
13-14 Moderate Risk R taboial it e . Gel pads for high-risk areas
P
® Position patient a egree lateral incline using foam wedges Atternating 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
® Make small shifts in their position frequently - Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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OBSTETRIC TRIAGE ASSESSMENT FORM
£ f}’f(ﬁ_@, Time of Arrivat: .......{ 023  Time Seen by Nurse: SM(W&

1) Level of conscinusnuiy_fj Conscious U Semi-Conscious ) UnConscious
2) Chief Complaint (F:as/oo for Visit): (Circle the item as appropriate)

OJ Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
CJ Bleeding PV: Slight / Heavy U Preterm Labor/ Labor
O Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

0 No Fetal Movement O Other Reason: .. - -
3) Vital Signs: Temperature: fi‘&}f Pulse: 5. RR:.OX..... Sp0;: CH‘/‘ BP: UQH; Weight: b"(f

4) Gestational Criteria:

Gravida: | 6 g P o Lo A9 )
. SUDM‘J EDD: J‘T{:}/&& Gestational Age: ...... 2. VAR, 7 5%
Uterine Contraction O Yes ’}:/No O NA | Onset Time Frequency:
Membrane Rupture O Yes d’ﬁ: O NA | Onset Time Fluid Color:
| Vaginal bleedingi O Yes 'Q/No O NA | Onset Time Amount;
| ; T If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptums O Yes %\lo O NA Pain Abdomen / Vomiting
Good fetal Movement )Zﬁes ONo | Na | IfNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)
l | | [ | | 1 | | |
E ] I I I I ] I ] ] -1
@ 1 2 3 4 5 6 7 8 9 10 |
No Worst
possible pain

(i} Locatmn ot l

o' Dumtion: ... N tssssnssssssssnnnn: DaYS / Weeks/ Moniths (Stike out which Is not

applicable)
o M
© Frequency. .Y, R
o Intarventlons M)
8) Past History:

a)  Surgeries: .. N”
b)  Medical: ........ bﬁ/ or‘f«ymﬂ /J‘h'W“-léL C!V*fafd b ! iﬂ; JFem, Sbm.’”;

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0:)




Patiernt Sticker

7) Allergy: O Yes (YR S —————SUS R
8) Current Medications: O Prenatal Vitamin CJ None S ofhers: TWWMMQ%m%

9) Prenatal Medical History:

O None O Gestational Diabetes

O Chronic Hypertension O Low placenta '

O Gestational Hypertension _=Others if yes, specify “UDO ... S l . " '}4 ....................
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)
O Category IIl: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

O 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 §
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) {Non Urgent)
120 minutes
{ﬂasl:::luﬂn] Immediate < 15 minules <30 minutes < 60 minutes = (2 Hours)
Re-Assessment ““““"g::‘"“"'“' Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Earty Labour/ Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Active Vaginal bieeding | Bleeding associated with | Bleeding associated | Spotting
Bleeding withy without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37

Mild hypertension
Hypertension > 160/110
Hypertension Selzure activity and / or headache, visual ;;W‘“”“m”“'“m‘““
disturbance, RUQ pain symptoms

Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment Non-Fetal Movement m fm

Others @Acute onsite severe @Major trauma @Abdominal/back pain ®0ngoing assessment | ®Anything that does not

abdominal pain oShortness of breath greater than expected in | from out patient clinic seem to pose threat to
@Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Fank pain / hematuria oCarvical ripening
@Cord prolapse @Nausea /vomiting and /o eMinor trauma (minor | @Out patient placenta
©Severe respiratory diarrhea with suspected previa
distress dehydration @Nausea/Vomiting and /or| @Pre-booked visits (le
@Suspected sepsis diarhea and progesterone
®Signs of infection injections, NST
dysuria ,cough, fever, @Assessment for version
chills) ©Rashes

Time seen by Doctor: \0}@\/‘

Nurse Name : 4%?,%% Nurse Signature: ........ &ﬁ?"

Date: BY‘?’(MG Time: UDZ?*W‘
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L i  Chitdren's | @ BirthRight
Hospital e ATty
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: {3 ‘4[& b 3
Baseline Information: "
Admission From:  CJER  [JOPD (O Admission Desk L Others: SPCHY ..o
Primary Language: O Telugu [ English O Hindi DThers 7T &m il
Doyou require aninterpreter? [ Yes
Source of Information: [LPafient - O Family (J Others

Personal belonging if any: Ol Jewelry [JNoseRing [JBangles [lAnkiets [IFingerRing [ Bracelets
L R B T

Allergies: [ VYes Eum/['_'!Madications O Biood Transfusion ~ I Food ~ CIOtEr: ..ooovveveermmeeseerss s
I YES | IABIUIY cvovovevveeisncerriuenssississsssesisssesessss e seseses s sssesssessssse e eeeeseesmmeesseesseeeseseseeeseeeeseeense e

Chief Complaints: ... 2X..... AR ERIL....coores DoCtOF Notiid on Admission: Cl¥es EINo
s NI s ssbssissicssissiommosisusiomssiaiassisssss. NTIE OF o Dogtor: D"%‘%m
...... Time Notified: [b“%‘h*ﬂ .
Past Medical History: Obtained From atient [J Family Member (3 Medical Record [ Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

Ht{Pwa‘m d | -

Blood Group: ... AY TNe— e @dwt‘ﬂf EDD: .o.5.. [‘-‘!—I &k Gestational age during admission; .. 2845,
Contractions: .. ML\_ s Vaginal Discharge: .. N\I
Obstetric History: G. ?: PocfD... L@ Ao Previous LSCS ...
Height: (o L.  Weignt: 69, 51 BME: v
Temp: . Q. &20).. N HR: ... 1. Lﬂ.j'ﬁ‘\f RR: ...... ‘?ﬁ ........ BP: Ll%’l%;l $p0, ... .
High Rls‘k Factors: (Please select by ticking (v ) the box as applicable) ' )

\&¥” Hypothyroidism O Rh Incompatibility O Fertility Treatment

O Hyperthyroidism O Previous LSCS O Preterm Labour

O Hypertension [0 Gestational Hypertension O Others: (Specify)

O Diabetes O Bad Obstetric History

O Anemia O Obesity (BMI)

O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (RT.0)




Patient Sticker

Family History: 01 No Abnormalities Detected Fedihe

O HeartDisease [ Hypertension [ Diabetes (1 Stroke [ Seizwes [ Kidney disease
O Liverdisease [ Other.

.....

Pain Assessment: Pain: fes CINo (f Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: C1%s CINo  Score...SAC0..  (complete the Morse Fall Risk Assessment Sheet)

RiskofPressure Sore: [JYe§' CINo Score 22 (complete the Braden Q Sheet) -

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
O Overweight O Poor Appetite > 3 Days 0 M6ads Therapeutic Diet.
01 Under Weight O Diabetes Melltus D1 No Abnormality Detected
Inform consultant for positive 6rﬁeria
PSYCHOLOGICAL SCREENING:
Eﬁ:‘ Cooperative  [J Restiess O Depressed [0 Agitated O Confused
O Others I, W, :

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (0 Single \_,Elﬁarﬂed O Divorced [ Widow
2. Special Habits:  Smoker: ClYes EHG Alcohol Abuse: ClYes Cljo~  Drug Abuse: C1Yes (Do

Social History: Lives With ..........ccco....

Orientation has been glven regarding the fpllwlnq aspects:

Call Bell in Reach: $2¥es O No Waste Disposal Explained: EL& ONo ..
Infusion Pump : Ifﬁes O No Hand hygiene Explained: [Yes O No - O Others

Above information given to .. ﬁ\.ﬁ T 50 Y/ UTamasiaetio
Name of Person Orientation was given to: f"mm

Orientation not given Reason: . s e

Nurse Signature: ......... M ................

Nurse Name: ...........

Date & Time: b\d'w N Ll




.
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: cl 3 ["'?t’

Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities 8.0. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy: sickie 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) v
Obesity Tor2
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

bl I HC T AN U G B O R

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

el el I N )

Immobility, dehydration

Total \

Signature of the Nurse

Action Plan %4
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

It total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

 Iftotal 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 bieeding 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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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes 3 kot 1o treat e e Your Right b a Safe Detivery
Part - 1. . '
Patient's / Learner Language: ..................................... Patient / Learner Literacy: |1 Read ) Write | Speak Wilingness to Learn:  Yés NG Healthcare Literacy:  Ye§]  No(l
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety )
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, eflects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il
Date Time [ Meed Information Taught — — Comments ﬂm‘w!
Person Taught nam:.' Teaching Tools | {0 molgn' Understanding
Part - lll: CODES
Whe was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learning Barriers: :
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuitural/Religion Practice
2. Physical Impairment S. Educational Level 8. Respansibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate ta Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 1. 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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It takes & Iot o treat the litte. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
(/a/gsm | b.No

T i S

3. Nipple condition:
a. Nipple well formed
b. Flat nipple

c. Inverted nipple
] dvs%: nipple
4] Mik flow:

- aGo
[ Vh{r{:; of colostrums

c. Dry

5. Stewg and attachment:
a. Baby goes to the breast

b. Mother always sits with a back support
' c. Ear-shoulder-hip should be in a straight line
1 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:

b. No

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

b. Please explain football hold C N{ ﬁ)

8. NICU admission:
a. Mother needs to stimulate her breast for 2 min every 2 hours (N [ 9)

w
&
=
(=]
3
2
&
j
g

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

Continuity of Care: Date: ?"/M W
@ﬂblj Merffora ide.

[ =2

B )

T —9

c — |

it =2

8.
]

" Handover given by ......... % N:E_;CPLLL ....... AA....... HANAOVET 1AKEN DY reeveeveumsmivesssssssessressssssssssssssssssisssssins
SIGNAIUTE 1..oovveveserrmrmrrinssbasssniaes 0(67% ..................... SIGNAIUIE ..oooeeveeerssiasisimsssssesrssssssamassssssssasssssssssnssssss

Date & Time: rT/?’/?/Ga/(._)ﬁ'm Date & THME: ..vvvcvvervcivssiemmmsnrmsssensessssasssssssssssssrassssssasins




Chitdran's | @ BirthRight
PAT'ENT TRAN..SE:ED FORM Hospital .avmmeowuospmu

It takes 2 lot to treat the lttle. Your Right 1o a Safe Delivery
ULV TT

F :;{SBEF:E?:: RL::V‘:&;“L‘: ) ' Dage & Time of Admission ate & Time of Transfer Order
TR 5[ £ @ ,a,r.f o @4 "
1 wedung Consultant Name Transfer Ordered by Reason for Transfer

R, N\ﬂs}e\ﬂw-f Px. ’\'/{CMLE‘GA}%: M Mq‘““(}w”

From Unit To Unit Infg%o Attendant
Ras ‘E{o ik MUy Yes No[]

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
* clinical documents. [f any handed
' over to attendant
e Y9 -3 YsO werT
5‘7 If yes, what ?
. Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity -
1.
2,
3.
4
b

N Shifting Summary / Notes Written by Doctor : YesPT N J

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

SIv Peancera D Hathangs

Patient & Clinical Records Received by :

o/

\ & \ﬂ %" — V)
Date & Time of Patient Received : ) ’KOW \9\ \:k \ }\o Qa:'

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

(] Unavailable Bed [ Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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, Childron. | @ BirthRight
 BATI T e ORI Hospital | N zaswmneshus
or\\mfﬁmi\'“\\“““\“““\ \“ \“ . Date & Time of Admission

Datg & Time of Transfer Order
Shrbo ot | 2IE g
L0 < (0Am)
Treating Consultant Name Transfer Ordered by

Reason for Transfer
¢ ) { @ o ff_o
D - Nodflawng'e va-mdrﬁau%
J C@dradu
From Unit To Unit Information to Attendant
@& J"@’Q 6-7%[ Ff@}/ Yes[l]_—" No[]

Number of Sheets in Clinical File

Number of Imaging Films Personal belongings including

clinical documents, If any handed

Ppries & @ T ]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity -
1,
2,
3
4.
5 ;
@ | Shifting Summary / Notes Written by Doctor:  Yes [ﬁ/ No[]
Name & Signature of Person who is Tranzfeca\hg Name of Person Ordered Transfer

&[Niié}ﬁ:i/&j% g Mo g

Patient & Clinical Records Received by :

Date & Time of Patient Received : :ﬂ!’ {9% ol C)( ij

[ [fthe transfer order time & Completion time is more than 30 minutes, please tick the reason m
(] Unavailable Bed

entioned below :

(] Nurse not Available

(] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102







y 798 1P18-00036343
GUC-00080 i P
Mrs ARIVUTAMILAVV.

07-05-1988 38Y1M300  (F) Rainbow”
PALAN : 1 i 3
Or. MATHANGI RAJAQGO! Children’s . BlrthRIght
(b respi | @
It tahes 2 fot 1o treat the e, Your Right to & Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ‘Pq{a‘:}f - W A TIME: oo
~ 26 kg/m*
£ 11| EES: ool SRSV * """ || W . Weight:‘.(:aﬂmf?f.f%;.. BMI: O ~ 28 kg/m"
[ ~ 30 kg/m’
i e
Diagnosis: .Kl.w..\.......A.s.SI.S.TEb ...... Wx?:({j.ﬂmﬁ.-..‘...@ELIU.“EAS%..I:.%MLEI ..........................

TypeofDiet: HTLiuid O Soft @MHormal O Diavetic M Wﬁi .

U Vegetarian O Non-Vegetarian L Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk/ Barley Water/ Soups@
Normal Diet-Rice, Rotis, Dal and Soft Gooked Vegetables and Curd@
Soft Diet— SoftRice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient’s / Attendant's Dietician's

SIGNALUIE: ......oovvveveversareeeeecenseeesss oo Signature: A@/Cptgbfaé)

L2 1 < Name: A%&%F’ RS an..,
Date & TIME: .ovovvevvevveveereeeeeeseeoooooo
Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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