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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 : IP18-00036384 Admit Date

: 08-Jul-2026

HENTI N e

Admit Time :08:44 PM UHID : GUC-00091632

Patient Details :

Patient Name : Mrs SAVITHA PRIYADARSHINI

Guardian : Mr SUJAN KUMAR.S
Gender . Female
Occupation

Address (H) : PLOT NO 109, 10 TH STREET, SRI

Chennai Tamil Nadu INDIA 600041

D

VENKATESWARA NAGAR Tiruvanmiyur

Age :34Y7TM25D

DOB $13-11-1991

Religion

Martial Status

Phone No : 9176585505/ 9962764683
E-mail . www.savitha.com@gmail.com

Admission Details :

Chennai Tamil Nadu INDIA 600041

Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit

Contact Details :

Name : Mr SUJAN KUMAR.S Relationship  : Husband

Contact Address : PLOT NO 109, 10 TH STREET, SRI Phone No : 9176585505

VENKATESWARA NAGAR Tiruvanmiyur

<\}_—

'

Signature

woctor Details :

Doctor Name
Referral Doctor : Self

Co-Consultant

: Dr. AISHWARYA PARTHASARATHY

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :0.00

Payor Name . SELFPAY

Printed Date / Time : 08/07/2026 20:48

Printed By : 015040 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 ™% TEL NO :044-40122444

Hospital =" WEB : https://rainbowhospitals.in

Rainbaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs SAVITHA PRIYADARSHINI Age : 34Y7M25D
IP No: IP18-00036384 Sex: Female
Consultant: Dr. AISHWARYA PARTHASARATHY Ward/Bed No:  8F-OT COMPLEX/MICU 801

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
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

h ance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
caie of the patient.

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

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

edication brought from outside by the patient.

2 | have received attendaht passes as per my room category. | understand that | have to return it back at the time of final bill
cleggance. In case of faitiNg the submission, | will pay 200/- Rs.

(N vers Signature:...8Y]. ~eriasl)

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

Signature of Patient/Relative: Mia)—"

Name: M‘f“- LA\~ b‘UNM_~ Q0 Patient Address:
e PLOT NO 109, 10 TH STREET, SRI
Relationsie: s guasess VENKATESWARA NAGAR Tiruvanmiyur

Chennai Tamil Nadu INDIA 600041

Date: off (,:,-‘ ‘g__L, Time: ©R\ J-l)'bPP'\
Wittness Name: P M S—D\/'QM
Wittness Signature: F \ v&_\

Printed Date / Time : 08/07/2026 20:48 Printed By : 015040 Page 2 of 2
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BILII POLICY

Billing Cvele: - 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 wil] be charged extra.

v

> 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council,

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

» 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.

B 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 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

vy

3

In our hospital there is "No Discounts Policy". Kindly co-operate.
P ¥ by P

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

In case the patient is shifited 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,

» It 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.

yvyv vy

»  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).

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-Thrs.

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 Twao 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,

> Allthe 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff
‘ Patient Nayne : =

e s
‘ Selt/Auendant Name - f\lww,gu fl g Relation : K N
‘Scll'.'"!-\ucndam‘Sigu-lauu'. S Rkl e | Nasse & Sienature ot T

Name & Signature ofFinanc
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MEDICATION RECONCILIATION FORM
DIrUQ AIBIGIES: ......cocccrvvvverrrreeeseeeseensessssssooeeososooeoeoeeooeeee D_Not‘klﬁ any Drug Allergies

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

e in the treating team or shifting from one unit to another unit.
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Medication Reconciliation will be done at the time of admission and also whenever there is change
In the treating team or shifting from one unit to another unit,
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
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FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
= Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I thvough it and a similar line through subsequent recording panes.
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(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
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Additional Instructions:
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Early Warning Observation Score Chart - Obstetrics

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

Intake

Output

IV Site

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Dhenke | Sign. -
Urine Score | Nurse

N

‘| Mouth 1V

N.G

08:00 am

09:00 am_

/

10:00 am

X

11:00-am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00pm | -

07:00 pm

Total Intake :

Total Output :

a4\

508:00 pm

onl ¥ L -

09:00 pm

—

10:00 pm

~al

11:00 pm

)

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

Conbon()

| 07:00 am

Total Intake : S-QO,M) Lt

-—

Total Output :

Total 24 hrs. Intake

Mw

f
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1.| All measurements in ml.

2| Add up each column separately.

Make additions across the page to o
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\o =t lob Intake Output ok
Due | Time | e Route NG | Diarvhoea | Vomit | Drainage | Urine oepts | Sk,
of Fluid : score | Nurse
[ TMouth | WV | NG
08:00 am ' |00 Qpone, @ PN ..
0900am | Maa | Hho o] -] O
10:00 am Q| °
[11:00am | 134 | 100 [V
[1200pm| |4go | Sow dfom| B | ©
[01:00 pm | o
Totol Intake :  C9 DOM Total Output: b Qow |
02:00 pm © Nﬁw \
03:00 pm D Si
04:00 pm ovn] € L'E
05:00 pm ! (& i)
06:00pm {0 2 |10yl € "l im
07:00 pm ko3 Lvv
Totalintake: 400 v Total Output : o v
,08:00 pm Hlag ) (o) a{df\)‘
02:00 pm | s M| e s o~ |
o 10:00 pm . | O |8
ﬁ :00 pm —6{)"’” & o
| 12:00am > © LOBW) ‘ 0 |& "
rﬁmwm wy | D |y
rTutaI intake : .20 ~Zo0M) : Total Output : HR&™ ) :
I [0200am | \ o | .
1 0300am Ko q |\ o) g | © | GOV
| | 0400 am ' o %
I P}S:UU an [N, [EOVm) ' . wﬂ’ o ’ l
| [ 0600am L sk o |y~
'-| | 07:00 am 442 © &Qa—m 1 N \ lpoom) ¥ O t'l QQ«J
| TotalIntake : W2 © — 2Aewin)* R ',___ Total Output: %50 M ) |
(Tutal 24 hrs. Intake \ lg, #1020 Y’03 cdl i | Total 24 hrs. Output Q); ’_\_:F‘:{ y P
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Tt takies 3 hol to treat the Wile.

NURSING SHIFT HAND OVER FORM

1
@

Your

BirthRight

BY RAINBOW HOSPITALS

Right to 2 Safe Delivery

Z | Diagnosis: Cﬂ%g& l ey B B?WLS Any Infection: —1Yes C'No ' NotKnown
= i "
é Dy £ Corc QD\r\ | YES SPECHY: ...ovuvrmrrnnserssssicsimsinnssssiseses
@ | Surgery/ Procedure: 2.\ 3 PostPOP Day: % g
e | Date . \y‘ \;lfmy o )
€ [ Medical Condition T [ nlete sheq
:'_f, (Any special condition to be noted): NOCCA (\QPSW/x - & o \M\‘": i
=] Diet: q)%_?coii;‘c‘_ Prakedic Q\W& Pfﬂ{l
Allergy: 1 Yes :.bkr"}?*(es L?No O Yes” G | O Yes Ao | Yes O\ = Yes AT
Ventilation (RA, NP, NIV, VENTI): P e [ NO % N oA
Tubes/Drains/Catheter: “IYes w=KG | Yes C4fo | 0 Ves (K0 | O Yes #No | T Yes M~ Yes o |
£ | Vital Signs: Temp: | 6 [AOF C!%?' AP AF | T TS"‘EF
% Res: | o bhpih 2% | 55\ 10) 8 | dow Sobpo
3 $00; (49 7. 1 | AdT- | agff | Ao .| gapwd|ad ).
2 Puse: | Foloprd_Lve\nd |AnBtI)| 104 Lm‘ Hw | ¢0bp—
BP: | )1g|0 | ted e ;ool:ra w@/ 108 |bovs | (88 [ bo
LOC: |roperia (onstay (J@{\,L[M Lo oW L' o
Fall Risk Score: o o 20 | Qo > de
Pain Score: t o [ [ID 0ViD QN’J ofie
Skin Integrity lnsco;lt Saled] [ Tfad| onlaet | W7 | endacd
Safety Needs: | Y68 [/ No | Afes 1 No || Yes-£) No | Ves O No O Yes-2/Nb | = Yes =No
Physiotherapy: | pp AN\ > = 245 wP A
2 Others Specify: | I Yes NG} Yes a’ﬁp ClYes (BKNO|C Yes o | Yes L‘/_ND 1 Yes &rNo
=] H PN [al e lho d -
§ Special Diet: | D! Do - Sr fpm @HCTS’ ) gh\ i ek
S Critical Lab Test / Values: — = &
E [Other Special Orders / Medications: | Yes <G |7 Yes “fio |l Yes o |01 Yes “#A%3 | 7 Yes ~No |\ Yes —No
o
& |PU Prophylaxis: Yes MNo[T2 Yes o | C1 Yes .'.?‘ﬁo L Yes @No | Yes K0 | . Yes —Ne
DVT Prophylaxis: C1Yes ,,Nr“:?‘{% No | T Yes Z/No “Yes ©No |1 Yes ©fo| 0 Yes o
ADL (Dependent / Non Dependent): | NQD, aondob Depanda - N ;
M WM}%M
Post Operative Procedure Special Orders: = = —
o
- / 0 A
Handed Over By Name : s G, pmmoegva% 5 Wu %&\wﬂ‘\ ‘g‘,,\,:_‘__g
Signature /1D : | mp% = 7 p‘@cf‘ . .,
5 o e \ i
et e et {9256 elalh € ol
Time: Talo®| Wi~ Npcus (Hacam| | 2pm
Taken Over By Name : W ’ H~- f.wm‘ﬂ TR EE%Jf \
Signature /1D : O al e, ) L gopw | By
Date: Al e [ \o btatl Lol
fime; (e il B 1 [Bpw
N X l
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v | 01 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance [0 Maintain Good Nutritional Status [ Maintain Skin Integrity
'S | O Maintain Personal Hyglene [3.Preent nfection O Meet Elimination Neegs O Ensure Safety O Eady Ambulation Reduce Andety [ Patient & Family Education
S | O Identity Potential Complications (8 T T T OO — e RS —
Time Plan of Care Time Implementation Evaluation- Re-Assessment '{“;?;,,’;?;’,‘:
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[ Maintain Airway and Oxygenation -Aelieve Pain & Discomfort

NURSING CARE RECORD

O Maintain Fluid Balance

O Imprave Activity Tolerance

3 Maintain Good Nutritional Status
[J Eary Ambulation Reduce Anxiety

1 Maintain Skin Integrity
[ Patient & Family Education

cwo&?dTL

§ O3 Maintain Personal Hygiene 0 Prevent Infection O Mee Elimination Neegs O Ensure Safety
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CAESAREAN SECTION OPERATIVE NOTES

01 No maternal or fetal compromise but needs early delivery
[J Delivery timed to suit woman and staff

Decision tMe: .....c.eismares

if there was a defay gIVe the TBASONS: v

Surgeon’s Name: D v A hwaosya Date of Delivery: 9 3 (R6
Assistant Surgeon: ~ Dy-. § &MQ«SL“-Q'\Q _ Time of Delivery: D6 am
Anaesthetist's Name: Dy~ mhé&\ Gender of Baby:  AQV
Type of Anaesthesia: G blha,\ ‘ Weight of Baby: 3 Q& kg_
Neontologist: 7y, 4} |aksme AGPARScore. 57 10, 3]15
ScrubNurse: o |y 8 Mva - NICU Admission: O Yes 2o
Pre-Operative Diagnosis: _ \
- - T
e Flective 0 Emergency indication: ...... BWQCLLQ[PHU”TW)%W
Urgency f l}lk l) o
O Immediate Threat to life of woman or fetus a' ab}
O Maternal or fetal compromise not immediately life threatening

PR 1 - .| S—
CTG Description: [ Y v: - P ——

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

Surgical Procedure: E (.LC"I\U; Laca - l\/ %

Post Operative Diagnosis: P, Y '\ EleeHve LACS

Peri-Operative Complications: i

Amount of Blood Loss: @ vt Blood Transfused (in ML): N
225

Name and Number of Surgical Specimen sent for examination:
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Examination Findings when :apypﬂm
B

Presentation: [ Cephalic reech [ Qther s Garvical Dilatation: O cm
oth Palpable; .. st UM POSIION: oo
Station: D~3 |:1~2 o 1 I:lo C.l+1 E]+2 Moulding: CINone O+ O++ O+++
Caput O+ E]++ O +++ . Meconium: [ None O+ O++ Q++4+
Bladder Catheterized : LBYes  ONo Urine: O-€féar [ Blood Stained
Skin Incision: SPrannensteil O Transverse O Midiine O Other .........ooee
Uterine Incision: &1 Tower Segment O Classical O Inverted T O J Incision
Previous Scar:  [J Intact O Thinnedout O Ruptured o Scar
Incision Through Placenta: O Ves =) (
Delivery of head: 0 Manual O Forceps B’r&%ﬂk dLL{b(ﬂE?
Liquor: B Tlear O Meconium: 0O o On am Blood O Offensive I Not Offensive
Delivery of Placenta:  \ cfiany OceT .., \Comite  Clincomplete [ Piecemeal
Cord Appearance: ... 00 s, GONd around-the neck [ Yes uaﬁo e
Appearance of placenta: . ‘I\QTNM rensssnrsnsennes CAVItY explored s [ No

L Uterus, tubes and ovaries: D—Nﬁnal o Not Norma! - Sterilization: OYes ,[C1Ng”

Utering Closure: (1 One Layer & fiyo Layers

Peritoneal Closure:  [J Pelvic O Abdominal J None
Sheath Closure:

Fat Closure: ClYes 0O No

Skin Closure: chsﬁ&uncular O Mattress

Vagineal Evacuated BYes O No
Drain: OYes 0ONo DORemovein .................. days
Ctheter (Ves CONo ORemovein....\OPMY). days

Swap & Instruments count correct: BV%es CNo O Post-op Antibiotics EHYes
Intra-Operative Antibiotics Cover: <&TYs CNo [ Thrombopmphyla;ds \OVes
Post-Operative Notes: ... NP.6).x . I DWWL?:

LNE@ QsmURss,

*1 LEReC %J AVIDG b 3dosen
PPKMYTBNDL A \44*{

G PAND..... (=00
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O No

\ ONo

Llemoun NE FATLH.,

Doctor Name: . ;D* _%
Date & Time: .................
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Fall Risk Grading

Choose Highest Applicable Score from gach Category

Morse Fall Score
(MFS)

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

Secondary Diagnosis

(more than one diagnosis)
Standard Fall

- 0-24 -

Ambulatory Aid Precaution

|V / Heparin Lock or Saline : implement
95 - 50 Moderate Fall

Prevention
Intervention

GAIT / Transferring
» \mplement High

Mental Status Risk Fall

e atu 5

Oriented to own ability T{{gri:;t[:%g )
Total Morse Fall Scale Score: __
7
[ 9 X 3 . '3‘1}

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

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

[0 Hourly safety check
[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and,

[ Use chairs with arm rests
[ Initiate constant observation by healthcare provider as appropriate 10 patient's needs

[ Use safety straps on stretchers and wheelchairs while transporting patients

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






Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
1 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

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

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

[J Initiate constant observation by healthcare provider as appropriate to patient's needs
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= Rainbow -
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. ospita BY RAINSOW HOSPITALS
Morse Fall Risk Assessment Form e o Sl Dy
N
Choose Highest Applicable Score from each Category Date / Time 1109 , #H’ 1 !1! . Fall Risk Grading
Score 35
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O T Fall Score | pction
MFS
Secondary Diagnosis Yes 15 \s~ g e
(more than one diagnosis) No 0 b
Furniture 30 ® Standard Fall
_ Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 0 oW Precaution
None /Bed Rest /Nurse Assist 0 2 o)
IV / Heparin Lock or Saline :es 2{;] 20 Implement
0
o Qo Moderate Risk | 25 -50 Moderate Fall
Impaired 20 (v) rr{evermgn
GAIT / Transferring Weak (uses touch for balance) 10 & Ll
Normal /On Bed Rest /immobile 0 ’: ) Implement High
Forgets limitations 15 P—— Risk Fall
Mental Status ‘g = High Risk 231 Plrevenﬁon
Oriented to own ability 0 O | ) Intervention
Total Morse Fall Scale Score: Z;; £
B Signature > Oﬂ,
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Support Suriaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
to altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces
® Manage moisture, friction and shear Altemating pressure matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
U P "
1314 Modssils Rl © Use t_ha Sar?e rotocol as for “At Hfslr" Patie.nts 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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e aane, BRADEN ‘0’ SCALE Chidrers | L BILRION
-11-1891 uY Hospital - BY RAINBOW HOSPTALS
‘;‘ AISHWARYA PARTHASARATHY ._...'.’.--_- o Foght 1o # Safa Drlivery
““\\ ’ X ot ol P o
mme:[ O | E N :
1. Complately immebile: zmm 3. Slightly imited: 4. Wa limitations: .
Mobility Does not make even slight changes- Makes occasional slight changes in Makes frequent through sfight Makes major and frequent changes in 5\ 4 ‘(
in body or exiremity position bodyotmﬂypuslﬂmbutumble nminhodyuwmﬂvpom position without assistance.
without assistance. to complétely tum seif independently. independently. -
' 2. Chalrtast: ; .| 3. walks occasionally: 4. All patients toe young to ambulate; -
- . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
"Activity The degree 1. Bedtast : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice 2 .)1 (_,
of physical activity' Confined to bed and/or must be assisted into chaif or assistance. Spends majority of each day and inside room at least once every J'[
- wheelchair.” shift in bed or chait. 2 hours during walking hours.
1. Compietely limited: 2. Very Emited: 3. Siightly limited: 4. No impairment:
Unrespomlv![dmmtm.ﬂm mpondsmompmﬂlisﬂmulennut ﬂespmdswmhaloonmldS,bul wnwm.
or grasp) to painful stimuli due to communicate discomfort except by mmwmmmmmm hmmd&ﬂcﬂﬂﬁmum ‘
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or ];\ Af
sedation, OR, limited ability to feel senso;yknpa&mnntimitsm semnryinpaimnlmmtsm discomiort.
pain over most of the body surface. abiity to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Deg 1. Constantly moist: 2. Yery moist 3.0ensiutﬂ_!udst 4, Rarely moist:
"t hu:hm Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin s usually dry, routine diaper
moisw by perspiration, urine, drainage, etc. Linen must be changed at least every finen change every 12 hours. M:mﬂmu&um )\ ,4/
8 o m;slwmﬂn=°ﬂ Dampness is detected every time 8 hours. every 24 hours. L]
patient is moved of turned.
FRICTION-SHEAR 1. Significant problen: 2. Problem: 1. Potential problem: 4. No 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 aimost 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 and has sufficient ‘711
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely l\ f_’ ,}
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good 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 occasionally shides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPOJor maintained on clear fiquids, Is on liquid diet or tube feedings/TPN. Is on tube feedings or TPN, which ts on a normal diet providing adequate
= or IVs for more than 5 days OR whlehpmvldaslmdaqumm!orlesmd prwidemquatualorumdmra!s calories for age. For example, eats
albumin < 2.5 mg/dl OR never eals minerals for age OR albumin < 3 mg/dl Inugeﬁﬂadsmrhaﬂu!mostma!s, most of every meal. Never refuses 2 L)
Mutritional 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 ,’\ 4{
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Oecasionally 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:
. Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Mormotensive oxygen saturation may i %
T‘“S':y:::a“g;“ & | <40inanewbom) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nommotensive, oxygen sauration 1 L)
doss not physiologically tolerate <10 mg/di; capillary refiil may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capiliary refill —Lf
position changes. - 2 seconds; serum pH s < 7.40. 9 seconds; serum pH is normal. <2 seconds.
< . < . TOTAL SCORE
Severe Risk : lessthan 9 | HighRisk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 QX 2 g 7 2?
Docu. No. : RCH/FRM / CLINICAL / 119 Evaluator's Name & | et V- g




. _ ' - Support Serfaces
‘Risk Score Category o Action i (Please Note: Only required for children who are deemed at risk due
: . : = to altered mobility, consider occupation therapy referral for advice
- e ._.._.._.__._._._____________ ey ——————— =i - . — — o e ] : —— —— e ]
* Regular Turning Schedule
* Enable as much activity as possible High density foam mattress
. Pressure redistribution surfaces .
« Manage moisture, friction and shear Alternating pressure matiress overiay
»Advance to a higher leve| of risk if other major risk
factors are present
i s o=t S (SR, ) ) _
Use the Same Protocol as for At Risk” Patients N N am
. Se as o i 4 s
Lt Wodare fisk Position patient at 30 degree lateral incline using f wed el ads; for high-isk areas
. 0am wedges
g foam wedg Alternating pressure mattress overlay
N ; e s
+ Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk * Inaddition to regular turning schedule Gel pads for high-risk areas
. Makesmanslﬂftslntheirpositionﬁequenﬂy Mﬂﬂgl"ﬂmm&tﬂmm
e
* 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
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PAIN ASSESSMENT FORM e
; 1 s 2
__Date Time Pa;; ﬁ;‘;m Location |  Duration Acuity Characler : “Fu:ﬁw Pa“:::g;““ Intervention Sign
O Continuous | 1 Acute [ Sharp O3 Dull O Increasing | O Yes Ao paen .
fogl 7 (35 Ipro U/ o | MIC | o ntemitent | O coric | QAN Buming | O Decreasing | O No / =18
. | ' O Continuous | O Acute 0 Sharp O Dull O increasing | O Yes | N~ &'/O
@\\(\“’D RO O\w ~ | O Intermittent | CJ Chronic O Aching 1 Burning | O Decreasing | O 50/ Dt —
O O Continuous | [J Acute [ Sharp O Dull O Increasing | BYes— 7 | Vo Rze n i
G\]}}Q[o J aum A ) || O mtemitent | Dtvonic | 01 Aching 03 Buring | O Decreasing | I No / =
, (s ,,E; L[| O Continuous DACute O Shap ©&aIl | O Increasing o6 ( pﬁoﬁﬂeiaé la 2 Q)
3,&;;\91, pm | ! L sile O ntermitient | O Chronic [ Aching 3 Burning creasing | 1 No . ﬂé,g'l«‘m olgedg
3,?&,0 O Continuous L ACute 0O Sharp ull O Increasing £ Ves C;:N-k% 94 [,,L;; 8: (2 .
d’lj’ ‘ b ]&\\f f L /%'”-Q Wﬁﬁﬂlﬁem [ Chronic [ Aching* a TLI’IQ Lg'ﬁlecmasing J No P\;’DH\M DU{ o:}(‘z
| f @ O c;n}hums a AGite [J Sharp 03 Dull O Increasing Brves omal . Qf@i
‘3[ 13’}76 )Vm ( } (0 af O Infermittent | O3 Chronic [0 Aching [ Buming gereasing | 01 No - (}ﬁo o) b
<@ 7 Continuous | O Acute [ Sharp 01 Dull O Increasing s\ LUNN / & J‘“
\.;\\‘\” o™ | o - O ntermitent | 0 Chronic | 0 Acting 03 Buming | O Decreasing | 1Mo
{1 Continuous | I Acute [ Sharp O3 Dull O Increasing | & Tes A ‘f_p %ﬁ,
|| b .)'P"" o)t = O Intermittent | O3 Chronic ) Aching [ Burning | O Decreasing |  CJ No bor>
O Continuous | OJ Acute [ Sharp O3 Dull O Increasing | BT Yes bi\_\ p
\\"3\‘K‘!§:%"0 WY\ O ’ w = O Intermittent | CJ Chronic O Aching [J Burning | O Decreasing | [ No @;'
W | w0 _ | O Continuous | 00 Acue O Shap 10wl | O Increasing g)‘e‘é’\ ~il
\\\}‘\ % © 0 intermittent | O Chronic [ Aching [J Buming | [J Decreasing .0 No &Q .
Re-assessment Frequency.
l,Ewweiqrnhous{otﬂmsoHndpaﬁem
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
o) Priof to pain pain-refieving intervention. d) wmw—sﬂmmmmnwﬁmm
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1/

: _ mpmﬁgggb—h:;:uﬁi
) SCOAMG
CATEGORY ’
: ; Occasicnal Grimace or Frown, Frequent fo constant frown,
Face No Particuar expression or smile withdraw, Disoriented Quivering chin, clenched jaw
Legs Normal Position or Retaxed Uneasy, restless, tense Kicking, or fegs brawn up
Laying quietly normal position, Squi ifting back and
Activky moves easiy gﬁmﬁwg Asched, right, or Jerking
Cy No Cry (Awal or astegp) Moans or whimpers occasional :nmﬁﬁ_ag.«gnwa&.
§3§§.
Consolabitty - | Content, relaxed fugging. or being talked to, Difficutt to cansole or comfort
;gggaiggfaﬁsg.
e Sedation | Pain / Agitatien
Criteria
2 (] 1 2
Crying No Cry with paind | Moans or cries Appropriate crying Irtable or Crying at | High-piched or siient.
brvitabitity stimuii minimatly with painful| iritable Intervals consofable | continuous cry
. sEmudi inconsolable
Behavier State No arousal to any Arouses minimally 10 | Approprists for Restless, squinming Arching, kicking constantly awake
stimuli stimedi gestational age Awakens frequently | or : )
No sportaneous Littia spontaneous Arouses minimally / no
movement movement (ot sedatad)
Facal Mouth fs Lax Minimal expression | Relaxed Appropriate Any pain expression | Any pain expression f
" | Expressien o expression with stimuii Intermittent continual
Exremities | N grasp refiex Weak grasp reflex | Relaxed hands ang (nfermitient Continual clenched
Tone Flaccid lone decressed muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay Splay
Body is not tense Body is tense
Vital Signs HR No variability withi | Lsss than 10% Within baseline or | Increase 10-20% Increase greater than 20% from
PR, 8P 820, | stiyy variabiity from normal for from baseline baseiing, Sa0, less than
Hypoventilation or baseline with stimuli gestational age Sal, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quic! slow recovery Out of sync or
recovery fighting ventilator \
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PAIN ASSESSMENT FORM HoSREem | W o
. :
Pain Score _Modifying | Patient/ Family ; "
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign §
e o e O Continuous | CJ Acute 0 Sharp O Dull O Increasing /B‘@ ) o @‘_‘
\\‘(\ 1S Q \AX\ 7 Intermittent | O Chronic [ Aching [0 Burning | O Decreasing O No >
[0 Continuous | 1 Acute 0 Shap O Dull O Increasing | O Yes
O Intermittent | O3 Chronic 0 Aching 01 Burning | O Decreasing | O No
O Continuous | O Acute 0 Sharp O Dull O Increasing | O Yes
] Intermittent | O Chronic [ Aching 1 Burning | O3 Decreasing O No
O Continuous | CJ Acute {1 Sharp O Dull 01 Increasing | O3 Yes
O Intermittent | O Chronic 01 Aching [ Burning [ Decreasing | O No
[ Continuous | [J Acute (3 Sharp [ Dull 01 Increasing | O Yes
O3 Intermittent | O Chronic [J Aching (3 Burning | 1 Decreasing O No
[J Continuous | O3 Acute (] Sharp [ Dull 01 Increasing | O Yes
O Intermittent | O Chronic ) Aching [J Buming | OJ Decreasing O No
[0 Continuous | I Acute {3 Sharp O Dull [ Increasing | O Yes
O Intermittent | O Chronic 03 Aching [ Bumning | O Decreasing | OJ No
[ Continuous | I Acute {3 Sharp  J Dull [ Increasing | DO Yes
O Intermittent | O3 Chronic O Aching 03 Buming | O Decreasing | T No
O Continuous | O3 Acute [ Sharp 3 Dull [ Increasing | O Yes
O Intermittent | O3 Chronic (1 Aching [ Burning | OJ Decreasing O No
[ Continuous | O Acute [ Sharp 1 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Burning | [J Decreasing O No
Re-assessment Frequency:

1. Every eight hours for all hospitaized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Thenevery 4 hours.
c} Prbrmpdnpmmm‘ d) wmmsu-musmparmaammm
Docu.No: RGH /FRM / CLINICAL / 152 (FT0)



I T ——————————— :
\ 41 ol PAIN ASSESSMENT TOOLS
4 o _ s FLACC PAIN ASSESSMENT SCALE (1 Moath ts 7 Years)

. scomms
CATEGORY
; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expressien or smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Lz normal irming shitiing back and
Activity ;ﬁﬁuﬂu - ﬂﬁ.ﬁw.ﬂg Arched, right, or Jesking
umetical Pain Scale (Obstetric and Gynecology)
[ I | 1 | —t 4 ., Moans or whimpers occasional niaggamﬁ.
C No Cry (Awake or
TR N B B B B T e s o R D famosstd) | o et compiarts
Mo Pain _ L. Reassured by occasional touching,
' Cansolability Conteat, refaxed hugging, or being talked to, Dificutt to console or comfort
,_,zos.ig.{g..i#&isnlg_:aé
Assessment Sedation Mormal Pala / Agitation
Criterla
Wong - Baker (Pediatrics) Abeve 7 Years 2 1 (]
Crying No Cry with painfit | Moans or cries Approgpriate crying Imitabe or crying at High-pltched or silent-
brritabliity stimuli minimally with painful| inftable Intervals consolable continuous cry
4 stimuli Inconsolablie

) 6 8 10
No Hurt Hurts Littie Bit Hurts Little More Even iore Hurts Whole Lot Hiustls Worst Behavior State zngsna EEE Approgriate for gﬂmuﬁ!ﬂ!ﬂ g.gngég
or

stimulf stimeli gestational age Awakens frequently
No spontaneous Littls spontaneous Arouses minimally / no
movement movement {not sedated)
i~ | Facial Mouth is tax Minimal expression | Relaxed Appropriate Any pain expression | Any pain expression
| Expression | o eyvession with stimui Intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands ang Intermitteni Continual clenched
Yone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone finger splay

or
Body is not tense Nﬂw tense

Vilal Signs HR No variabifity with | Less than 10% Within basefine or | tncrease 10-20% increase greater than 20% from
RR, B 520, | stimyj variabifity from norma for from basefine baseline, Sa0, less than or

Hypoventlaion or | basoine with stimusi | gestationst age Sa0, 76-85% with | equalto 75% with stimuation -
apnea stimulation - quick slow recovery Out of sync or




! ‘ nffé . Patient's Name:. _ e A:;;:?osau ...... w
Rainbow . . 3 " wrs SATHAPRY SN wzs @)
Children’s B"'tthght MRD NO:...ccconnene L‘;’:;;mmnummsa\li\ﬁf\\“\‘\\ ,,,,,,,,

. i Y RAINBOW HOSPITALS \
rospital _ | @ izemnes B T
| CONSUIANT fcrercrmmsereasmmsmssssassmssssssasssssssssesassmsessssesses
(" PHLEBITIS ASSESSMENT BI& )
CANNULA 1 CANNULA 2
Date : 0[ "'] ) &6 Time: %AM Date : Time:
Location : Location :
Size vb'/\ Size
Cannula inserted by : 9 ) MWL 0 M— Cannula inserted by :
oate | Time |Phiebitis [infitration], M | sign || Date | Time |Phiebitis infilration]|, VW9 | sign
i o . Intervention Intervention
ATV~ [0/— |oYesfo|Oves N Dl | SN OYes CINo| OYes ONo
YA, |OYes OK0 | OYes ONG| o] &P OYes CNo| CIYes ONo
\ © e |OYes Gffo | OYes Ops P8 OYes ONo| OYes ONo
194 |DYes 3G | DiYes ON Aetvi | DYes ONo| OYes ONo
- OYes @0 | OYes Oko o;ﬂgﬁ A [OYes CNo | OYes ONo
’2. Dv‘\ OYes @Ko | OYestNo 3\/\ OYes CINo| OYes ONo
\ A |OYes 2o | CiYes 2o d v~ DYes ONo| OYes ONo
U2 pv1_|Oves ONo | Oves ol sy | 8/ OOYes ONo| CYes ONo
oY Oves 200 pYeé/ ONol \\ VA OYes ONo| OYes ONo
T3P |Oves DG | OYesBiNo| _ » h OYes ONo| DYes ONo
A DYes [0 | OV, i hs [OlYes ONo| OYes CONo
y P [Oes pM6{Oves ol Vi OYes ONo| OYes ONo
" svA|Oves DiofOvesTiNol o Wi DlYes ONo| OYes ONo
wt” | KB [Oves ONd VeriNo 6 g A - OYes ONo| OYes ONo
) Wiy |OYes QG| OYes TONo| Opww 4 1 [lYes ONo| OYes CONo
0w, |OYes B |Oves TR0 lis OYes ONo| OYes ONo
I |Ovesefo mes,lzﬁg%_m G OYes CINo | OYes N
OYes ONo | OYes CONo [lYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo | e OYes ONo | OYes ONo
OlYes ONo | Oves ONo|  / OYes ONo| OlYes ONo|
OlYes ONo | OYes ONo| /. OYes ONo| DYes CNo
OYes ONo | ClYes lTJN;;fr OYes ONo| OYes ONo
OYes ONo | CYes Offo DYes CNo| CYes ONo
OYes ONo | Oes/aNo OYes ONo| OYes ONo
OYes ONo |OYés ONo| DOYes ONo| OYes ONo
CYas ONo | OYes ONo OYes ONo| OYes ONo

Cannula rg_rnoved - OYes OINo, if yes date and time : fb} :,cf \b| | Cannula removed : OYes ONo, if yes date and time :

RX any initiated : OYes ONo ONA If Yes specify- o ¢ RX any initiated : ClYes ONo OINA If Yes specify-

Phlebitis score: ol 1 | Phiebitis score:

9’?1%4
NOTE : # To be assessed withi ihutes of insertion.

# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137




(_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  (Phisbitis (Initration| W30 | Date | Time (Phiebitls finfitration| "8 | g1on

Intervention Intervantion
OYes ONo | OYas CINo OYes CINo | ClYes CNo
OYes ONo [ OYes ONo (1Yes ONo | OYes ONo
OYes ONo | OYes CNo OYes CNo | OYes CINo
OYes ONo | OYes ONo OYes CINo | CiYas CINo
OYes ONo | CYes ONo OYes ONo | DlYes CNo
OYes OINo | OYes CINo OYes ONo | CiYes CINo
OYes ONo | OYes CNo OYes ONo| CiYes CiNo
OYes ONo | OYes CINo OYes ONo| OYes ONo 9
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes CINo | OYes CINo DYes ONo| OYes CINo
OYes ONo | OYes CINo CYes ONo | OYes CINo
OYes ONo | OYes OONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes CINo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | CiYes CINo
OYes ONo | OYes CINo ClYes ONo | OYes CINo
CiYes ONo | OVes ONo OYes ONo | OYes CINo
OYes ONo [ OYes CNo OYes ONo | CYes ONo
OYes ONo | OYes ONo ) OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes CONo| OYes CNo
OYes ONo | OYes CINo OYes ONo| OYes ONo ‘ﬂ
DYes ONo | OYes CINo ClYes CINo | OYes ONo
OYes CNo | OYes COINo OYes ONo | OYes CINo
OYes CINo | OYes ONo DYes ONo | OYes ONo
' Cannula removed : OYes ONo, if yes date and time : Cannula removed : [JYes ONo, if yes date and time
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE: # Tobe assessed within 30 minutes of insertion,
* Every 2 hours if on fluid infusion,
% Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)

0 1 2 3 4 5
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: ident:

evident; evident: evident and extensive: | evident and extensiva;
* Siight pain near LV. | # Pain near |V, Site * Pain along path of | % Pain along path of | % Pain along path of
site or slight recness | # Erythema cannula # Erythema | cannula % Erythema | cannula % ema
near .V site # Induration # Induration % Induration * Induration
# Palpable venous cord :g;'g;‘;'e Yenous cond

TARNULACONSIDER | CANNULACONSIDER | meoar REMOVE
CANNULA TREATMENT TREATMENT CANNULA

RESITE / REMOVE RESITE { REMOVE INITIATE TRETMENT
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE J
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

‘B 00036384
GUC-00091632 m:-.m 363
Nirs SA\ﬂTHﬂ P ‘ADARS 50D F}
13-11-1991 uyYTuE
THY

(i

Pz

W

sz "
RaiNbOW® | @ m: tt.0i bt
Children’s @ BirthRight
Hospital :«Wmmfﬁ

It taies o lot o irest the HTe

Faen Tore. o W No—Featcan
Patient's / Learner Language: Lod‘n 51 Patient / Learner Literacy: (1 Read Write. (2 Willingness to Learn: ~ ¥és I cathcare Literacy:  Ye&1 NoJ___—
\dentified Education Needs: ' 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / implantable Devices
Dm%;sgﬁﬁ ) @‘H 3. Pain Management 7. Infection Control Measures Safety i
;é‘ 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Medication/ Therapy (safety, ffects/ side effect, nteractions) 9. Nutrion / Diet 13. Risk/ Safety
Part- Il
Use codes fram the list in part il y
Need Designation
Date Time Information Taught Learning - Mechanism/s | Comments Signature
| Person Taught Barriers Teaching Tools | to m nderstanding
1 IL
i pse CQ;,F’OR:)@& prieny MNene, Y09y g G i j LibeP
Ex P O oxie alouh Fm.;\ a/@_m . i J’_’
‘ Neype G’_ﬁ.ng ' (=3 §
tﬂ‘\’){\?& Qmﬂ 7/0'% L onag0men 1 (} l l\{ iz >[ 5 %we*ﬁg_
3 . [ Kt .
™ wey f i e i e ]
4 »—ll .
> - I oA
\8\(}, - ?-ﬁ) W Bmﬂ’ﬁ_ .4%.2 W FB,} 1@), AR S50 B I NCNS \&) ?&Eﬂ ‘é,,
- K . U
Part - lli: CODES 1
Who was taught: ent / F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: OHET (SPEEIY) ouvvuvecensisssmsmssminssssssss s et 10
No Le Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13, Cuftural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify .......
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Ditferances 12. Impaired Vision/ or Hearing
Teaching Tools Used: A Audio  D: Demonsttion Vi Video @0 /P Printed
Mechanism/s to overcome barrier/s:
1. None 3. R & Support 5. Respect values & befiefs 7. OUEE, SPECITY .overeeeriessisressammsssssmsssssssms s ssanssss
2. (Obtain translator —Teach Family / Others 6. Respect Cultural / Religion Preference ——
Understanding: Ws Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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|1 ARTHASARATHY Rainbow® " . -
B 1T chicrer' | & BirthRight
URINARY CATHETER BUNDLE CHECK LIST nosn- | WS
Date of Insertion: ... Q\")}},Gﬂyk?g\) Date of Removal: ...:..19.]3.15»}..@..‘1'31’ A
Parameters Date SnTime [\ 1 s )
Need for the Catheter J}’ﬁ ONo | OYes ONo JXfes CINo | OYes ONo | OYes CONo | OYes ONo | OYes CINo
Hand Hygiene _t9Vs DCINo es ONo | C¥es ONo | OYes ONo | OYes OONo | OYes ONo | OYes ONo
Usage of Sterile Equipment _efVes ONo JI?%S ONo | Ci¥es OINo | OYes ONo \Ves "DOYes ONo | OYes DONo
Is the Collection bag below the level of bladder /Iﬁas ONo Jzés ONo | CPres ONo | OYes EIN};/ /D%‘S ONo | OYes ONo | OYes CINo
Check the Tube for Sbsiruction (Free of Kinking) - /Efe; ONo z(Yes ONo | Oi¥és ONo | OYes I:l(No ' [:IYeé\ ONo | OYes ONo | OYes DNQ
Is Catheter dated as policy | Z1fes ONo | D6 ONo | Odes ONo | DYes DONo | Di¥es \EI No | OYes ONo | OiYes TNo
Collecting bag is been emptied regularly? ‘ )a‘ﬁs ONo 9% ONo | Ces ONo | OYes OONo | OYes ‘FINo OYes ONo | OYes ONo
Maintenance of closed system for the catheter i /B{es-DNo Ey‘éfs CONo 2‘755__ ONo | OYes ONo | OYes AJNO OYes OONo | OYes DONo
Dressing clean and dry? /El'{es ONo I;f(e/s ONo |-Z%es ONo | OiYes ONo | OYes [INo | OYes CNo | OYes CINo
Is the line removed as Policy? &ves ONo ;zﬁes ONo | 2¥6s DONo | OYes CINo | OYes MINo | Oves CINo }J'{'es ONo
Performance of Perineal Care F% ONo @fes ONo | &1%s ONo | OYes ONo | OYes lPh!o I:IYes}lN( OYes ONo
Onset of New Fever UYeséNo DYes,lZﬁo OYes~TINo | OYes CINo ElYes/‘:l /EI‘@ ONo | OYes ONo
Asses for the leakage at the site of insertion 9Xe/s ONo E’J/esp,':'"‘i\ ﬁ{es ONo | OYes ONo CIY?//EF( OYes ONo | OYes ONo
Name of the Nurse: XNW d @w' c &“w\‘\‘
Signature of the Nurse &l/ Lt &\\( '

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

/U







|P48-00036384

GUC-00091632 - "

T;fﬁi‘é?‘“‘”“sfﬁlﬁ ® Rainb‘gw"’ . Bi thRi ht
| G4 Dr AISHWARYA PARTHE e Children’ irthRig
L Chider | \gmmemames

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. i;a/sneeding initiated?
a. Yes 0O b.No

2. If No, Reason

3. Nipple condition:
> 0 _a. Nipple well formed
' 21/?1 Flat nipple
O c. Inverted nipple
O d. Short nipple

4, Milk flow:
O a Good
52/ b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
0 a. Baby goesto the breast
] b. Mother always sits with a back support
P 0O c. Ear-shoulder-hip should be in a straight fine
& d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

LR

u. NO-
ot o«

AL/ 080 PT.0




6. Was the position explained:
O~"a. Yes a
O b.No

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

O b. Please explain football hold  pay

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

9. Additional notes: —

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

Continuity of Care:

L. =9

Handover given by .......... /g o iy & - Handover taken by F INAWALY
Signature Zg""%é'ﬁ’ .
O

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




RainboW, |
ch id %35 - BLOOD STORAGE
o e 31000 RESERVATION CONFIRMATION SUP )
oroERNO: 187 (1oU26% e 0at? lab
w4+ cauitha po adasshun! TIVE: - .
AG BLOOD GROUP OF PATIENT AB PO&WU@

. ~
: (j?h_ai)/# ¥
TECHNECIAN SIG MEDICAL QFFICER
Note: :
1. This reservation is valid for 48 hours fro’fn the date and t'lme"of issue of confirmation slip. .
2. Reservation does not hold for whole plood, FFP, platelets and Cr-\foprecipitate. Number .
ndicates confirmation of these components for the patient.
_ |

men’tioned above i







LS e GUC-00091632 |P18-00036384
Eﬁl_?é)ow’ Mrs SAVITHA PRIYADARSHINI
‘ ; ~ 13- 1:91 MYTM25D  (F)
Bi rth R| o) ht ilaren’s " HWARYA PARTHASARATHY

D owmoias | Hospital
e U

CONSENT FOR BLOOD TRANSFUSION

Ns e ?qmr sl
Patient Name : [\’hg‘gO\hWaP\’N\aQ&%é 5 Gender :. r
J

UHID NO.L cissisin sisvvnismisisssnusnionsa s :IP No.: ... Ward/Bed No. ............

1 a .
Type of Blood Product : ............ A ....... B ......... P it oo ’!‘7\/’\@ .......................................................

.. M'B ?ﬂm M N, M ad, Mf"/ WV] . hereby give my consent for whole blood

transfusion / blood components as part of treatment of myself / my patient while being admitted at
Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if it is in the “window period” and
also due to various other infections which have not been screened for. | also understand that any blood

component transfusions carry risk of transfusion associated reactions.

All the above-mentioned risks have been explained to me by the doctor treating me / my patient inthe
language that | fully understand and | accept the same and give my consent for the whole blood

component transfusion to me / my Patient named .. &,

Kpmm} PLMAD ALSHIN &
Name of Patient / Attendant

¢ Sw&/
Signature tient / Attendant

g\ 02k

Date

Time : 1‘0 ’gm

Relationship with Patient:







SURGICAL

SAFETY CHECKLIST

Anaesthetist : .
Scrub Nurse : .

)

GUC-00091632 IP18-00036384
Mrs SAVITHA PRIYADARSHINI
Pn-ﬂ-nu 34YTM28D (F)

r. AISHWARYA PARTHASARATHY

[

" _ -
mg%s&mg oo | @ BirthRight
me ;. Elaetxye. L8CS, G ren's Bl _;_g_
...... Um—umeﬂio :m.u-_-- T “':

Before Induction of Anaesthesia > »

Before Skin Incision > »

Before Patient Leaves Operating Roomn

SIGNIN  Time:..J....¢ TIME OUT  Time...... 210 SIGN OUT  Time..©1.:7) ..
Patient Has Confirmed - : Confirm all team members have Nurse Verbaily Confirms with the Team:
Identity £ffes TN introduced themseives by Name and Role 1165 CINo The Name of the Procedure Recorded s ONo
Procedure 2%es ONo Nurse Verhally Confirm ( Counts are Correct (or Not Applicable) zﬁ ONo ONA
Consent ONo Correct Patient (Check ID Band) Yes ONo The Specimen is Labelled (including
Site Marked Bfes ONo CINA Correct Site p¥es ONo patient name) OYes CING' CINA
Anaesthesia Safety Check Completed s ONo Correct Procedure s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_=%es CINo Anticipated Critical Events Problems to be addressed O¥es oflo ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes 9,(,3 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Ditficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery Pﬂ/
o 9 : and management of this pati OYes_[lo
i — Anti(:fpated Blood Loss OYes CNG CINA gement of this patient?
Available OYes 9)10/ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [DOYes Efﬁo ONA
(Tmi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given

within the last 60 minutes?

Signature :..

OYes EY(GDNA
OYes NG CINA

9,\{[:”40 ONA

Name :. BI MO\/\OU/\ Mm

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?
Power Supply, Earthing, Power Backup

and functioning of equipment ghecked.
i/

Signature :..

CiYes O CINA
ClYes ONG CINA

Yesla'm/

Name :. ﬁ] %M&Xﬁa Mﬁmﬂ(fﬁj '

Name :..

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






GUC-00001632 IP18-00036384
Mrs SAVITHA PRIYADARSHINI
13-11-1091 MyYrm2ep (F)
Dr. AIBHWARYA PARTHABARATHY

0T

Ranin ko™

Date & Time of Transfer:

‘ ir Figr Chviladrmmns
Wi S pATIENT TRANSFER NURSING HANDOVER CHECKLIST

OT TRANSFERRED TO : MILV

1 JPatient Identification

YES/NO

REMARKS

a.Patient Identification Patient name, age, UHID/hospital number con

firmed

b.Surgical procedure & correct site verified

2 |Airway & Breathing

__a.Oxygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

c.If ETT: position confirmed, ties secure, cuff inflated

3 | Circulation & Hemodynamic Stability

.1V lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressi:Lg Intact
4 | Pain Assessment

a.Pain score assessed & anal gesia given

b.Reassessment done

5 | Wound, Dressings & Drains

a.Surgical dressing intact

b.All drains fixed, output noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

NN NN NN ERY N

6 | Medications Pre & Post-Op Orders

a.Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) commun’ :

c.Emergency meds given in OT (time & dose documented)

7 | Equipment Safety & Transport Preparedness

.Oxygen cylinder full & ambu bag at bedside

h).Bedfside rails up and brakes applied

c.Special positioning maintained as per surgery

8 |High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

’b.Epidural catheter secure, infusion checked

k.Pressure areas protected (heels/elbows)

9 1BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 REPORTS AND LABS HANDED OVER

11 [BIOPSY/HPE SENT

12 |Documentation

{a.Documentation completeness

\IYROKE] NN N R

Transferring Nurse:

P

s UL
J

Receiving Nurse :

«}

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







P —— o — —— = -

GUC-00091832 IP‘I.MO”SM
Mrs SAVITHA PRIYADARSHINI
13-11-1091 MYTM26D (F)

—= Dr, AISHWARYA PARTHASARATHY

[N

“0ORM

. = [
Rainbow .

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to tret the e, Your Righi to a Sale Delivery

Date & Time of Admission

Date & Time of Transfer Order

A |26, e reab A

Treating Consultant Name Transfer Ordered by Reason for Transfer
Prtnasarativy anagemany
From Unit To Unit Information to Aftendant

o1 Mt . Vs No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

L

. clinical docurnents. If any handed
O we \mu over to attendant
- Yes[] No/[z/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. Item Name Quantity
1.
%
3.
4,
L}

Shifﬁng Summary / Notes Written by Doctor : Yas;/ No[]

%lr\\@xﬂﬁh’ﬂﬂ\\

Name & Signature of Person ho is Transferring

Whon

\,2
1
e L4

Name of Person Ordered Transfer

AAO o -

Patient & Clinical Records Received by :

<o @ \Qgﬁﬁw

Date & Time of Patient Received :

C\\(ﬂ(\% 3 ape

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

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

[TJ Nurse not Available

(] Available Bed not ready
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' pounep conser Fonsunceny o8 1L T e
SPECIAL PROCEDURE s T
PatientName:..MP&?'..S.R\M..’!.TX@B o e Gender: O Male ) Fémale Agte,\gﬂt‘u&"“:ﬁl"’A
UHID No: Q\bggvﬁildﬁmn% " Date : B\O*[’ZO%

instruction: _

This consent form should be signed by Patient (If an adult 18 years or older) orby a parent/ guardian, if the patientis minor of

lacks the ability 10 make an informed decision. The purpose of this formis 10 yerify that you have received this information and /i
have given your consenttothe surgery of special procedure recommended 10 you. \

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

DA e PoREECR o ARS  SRAVEIN. .. PRI ADARES! l

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an artas a science and therefore acknowledge that no

arantees have been of can be made regarding the likelinood of success of outcomes. My questions regarding the condition,
the proposed surgery andthe outcome have peen answeredtomy satisfaction prior 10 signing this form by the surgeon.

| have been explained the risks of this surgery [procedure and also about the reasonable alternative and the relevant risks,
penefits and side effects relatedto such alternatives, including the possible results of not receiving care of treatment.

| have been explained that the following complications though rare aré possible and will not hold Surgeon, Anesthesiologist Of
the hospital staff responsible for any untoward eventthereof.

My signature on this formindicates that

1. Ihavereadand understood the information provided inthis form l

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

3. |havehada chanceto askmy surgeon questions.

4. lhave received all the information| desire concerning the operation of procedure and

5. lauthorizethe consenttothe performance of the operation oF procedure.

Name of the Doctor whois performing the Surgery/ Procedure: .....--

Consentee : W

Signature &

o .S S B N oS N e -
Date & Time : ql?]i‘}og'bff

Witness :

Signature

Date & Time

Docu. No.:RUUFRMICUMCAUO‘Z?
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CUNSENT FORM FOR ANAESTHESIA °

D NO:

PLEASE READ

Paﬁemmamg'. ."""".._“_“_“_,,......v--~-------"vv---‘--"'""""""""“------H---

——

THIS BEFOR

GuU

(i

00091632 |p48-00036384

\l
\THA PRIYADARSHIN
M:-:ﬁn yrmaso
" NSHWARYA PAR ARA

I

\\\\ @ BirthRight
L

A

D AGE e Gender : Male O Female O

orsoneen Surgeon Name: P&NS!WWP?}PLEMFRW

£ YOU CONSENT FORANAESTHESIA

PrT (- FATTTPTRTLL L m ¢
ist: ?QMQW}O&(JM‘{ﬁaVGB{r?m? procedure planned : HMV&WW%QE cmeNT

cnk preen PEed Lo N

Genera anaesthesialavalves rendering a patient unconscious beforean operation. This ensures the patient is notaware of events and does

catheters.

Specific High Risk (s) : The

have soughtne

cessary clarif

[ Heart disease
[ Hepatic disorders

not foel pain during the operation. Drugs given through 2 vein and / or inhaled from an anaesthesia machine produce it. Regional

anaesthesia involves
be achieved by infusi

usinga local anaesthetic to numb specific area of the body for surgery: prolonged pain relief without numbness can
ng weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery of injury, using

doctors have explained fo me the details of the high risk involved due to the following medical problems and |

jcation onallmy doubts.
O Hypertension \,D'Bﬁhetes mellitus

(1 Renalfailure

1 Shock [ Multiple organ failure 01 Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Puimonary Disease T Others:.AM PoThS R . O A ,PD £H)

«  Doctorto documentin medical record alsoff necessary (Cross-out if not applicable)

DEc_LﬁRATlON BY PATIENT/ GUARDIAN/ PROXY
| heteby authorize Rainbow Hospital & its authorized doctors to performup
Therapeutic procedures.

| authorize and give consent for anaé

appropriate by the anaesthesiateam.

onme/my patient the above mentioned operation/ Diagnostic/

sthesia (\%egmnal / O General Anesthesia / O Monitored Anesthesia Care as considered

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, isk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have

f\ acknowledge that | have
and | have considered the

read and understood the information provided in this form |

discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
mbefore Consenting for anesthesia.

| understand that there are some infrequent complications that can occur due touse of anaesthesia, these include pain or some injury atthe
site of injections, temporary preathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesiateamto performany additional procedures (for
tlocks for pain relief, changing from regional to general anaesthesia etc),

surgery.

That | authorize and give consentto the team of doctors attending on met0

andimmediately thereafteri

nneed arises.

| understand that the above mentioned consultant anesthesiologist or 0C

Anaesthesia.

| have been explained all my

patient / Pati

Signature ! ......»

NAME ¢ oooreeserserebeld Qi Runsten 30
Relationship with Patient: j?a.ﬂ:IQ.b

queries inthe language understood by me.

Date & Time : g{’;—]g-ai).b

Doctor (who is taking the consent) :

SigNAtUre & ococememmsssseeesey

O\ — NAME & ool

r\'-'n

Docu. No. : RCH/ FRM / CLINICAL / 021

Signature © ...

example, Central \enous Pressure line, arterial line, use of nerve
which are considered necessary by them during the course of

administer blood products during the course of operative period

casionally a colleague deputed by him / her will administer the

adboss

. Date & Time ! 6”\ "'{?
\\.Lp??‘*"‘ '

. ———
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Department of Anaesthesiology b A - Rainbow ®

- PRE-ANAESTHET IC EVALUAT| ospital Y RANOW HospTA 5
. s e, R o S G

I

Name: S, Age: Sex UHn'D.ND,'..‘

Date; g"*"“b Time: .. 11:.4. ST \
Diagnosis: aﬁ‘%-/ﬂ‘fw

B.P/CRr: e . 1 L

R X-Ray: ..

prg

1003 g AR+ WiStresgangio:.._ . 3

K: T L e S el

Past Andesthetic History:
Physical Exam:

Pre-Dperauve Instructions-
i PfODhY*aXi'LSM; /0RS 2 Hours

2. NIL DRAL<:Om:is Gt:-luurs

3. Informed Conseny: OStendard O High iy

4. Post Operative pain Management- C-B1STUsSed with Patient
3. Other Instructions

Signamre;'...,.hh(.f Name: :DA(P L
¢

Docu. Ne. : RCH /FRM / CLINICAL / 044

‘T Childrens | @ g bt
T e | @ Bomian

...« Proposeq Operation- HQCJ_MOCQLQ

WVr) 2D Echo: MK,L,OMA‘

Bb/.

\\
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Rainbow, | @ girthRight -
W

Mrs SAVITHA PRIYAD IP18-00036384 Child!'en S =
e ANAESTHESIA CHART  HospitZl.. s

[ g B

Crange in Patient Conditior O ves O

i &

. : 1 ,'

physical Status: patient \dentified . l
’ o) ¥

BP/C

i
ik
il
i

Blood LOsS

3
@

op Start: 0 ot ; :

O END: civemines a Tracheostomy 0 Topicd) Cameleratsm,,..,,.,.....‘....tml

Leave QR i [ Drugr oo P PR E D‘wNam&mQ.:‘.s_m S Q 't"Q(')
Capnograph o e ) » e e

O Ventiiator Anaeslhuia‘.q\q. ) Awake [ Direct Vision us HW & v
[0 Merve Sumulaler O jm] Video Laryngoscop [ Stylete/ Bouge intusinn

A
Wﬂn“g‘mm Care [0 Fibetophc BIOCK LEVEL, oiivemiss E‘
—— 0 Redlona Blage# L Mempts COMUTENS: .iimsiemreers 1 [‘O
_D/ésmm Dificutty Why? e Transcortation 10 ’f(a {

Line (Size & Location)

Eye Care: CIOVP: mressiicss gl 0 ilat = 8s . [J PACU o

O Oint CIART: e O semi-Closed G Retaxant Reversed - [ Yes L
% Ta?;!m Elli:; !talc"‘ """ \) g gl':;fd owen i Name of mei}mmr:,..m.... it e

5 e o oy




. g

f ) Patient Sticker I

'PUST-ANAESTHESIA CARE UNIT REC

ORD

&
Rainbow® : N
Children’s | @ BirthRight
Hospital . RA

nnh:-lutwuuhlm.

Your Right toa Safe Delivery

Received in PAcU by : ... ez oL ey N, . ... e -
L T T 11T
ol T H-HH
& ] NENE
2
&
(=
(=1
(o]
(=]
3
v
A Urinary Catheter: [ Yos (5 No
io” ChestTbe:  Jves One
2 il Oral OY¥s DN
S
% e
o
/
POST ANAESTHESIA SCORE MINUTES
(Modited Aldete Scor) IN 30 | 60 [ 50 out ' SCORING INTERPRETATION
mam4mmmwumurmcm =2 ok F .
- ’
m:m gmmmhm;r::mm =1 aemry ‘ ’ r Skwéﬂgm Total Score of 8 s Required for
mnmmmsmm =2
Dyspnea o limited breathing RESPIRATION ks
L | Exceptions to this, are to be explained in the
CHCUL AN 9 < | Space below by the Discharging Physician;
CONSCIOUSNESS 9 , q
COL0R 9 ]
TOTAL /Fo (v
1T

Pain Tool Used: O N PASS OFACC O Wong Baker 3

Anaesthesiologist Name -
Anaeslhesmiugisl Signature:

Date & Time:

PACU Nyrse Name

PACU Nirse Signature:

Date & Time: éij'f}-%

I

PAIN ASSESSMENT AND MANAGEMENT FORM

Intervention i i |

%udﬁ\,u oy e

Reassessment Frequency:
T Every eight hours for aj hospitalized patients.
2 Forpost surgical patient, patient wirh chronic pain. patient with Sévere pain
& Every 2 hours for first 24 hours
D Afer 24 hours every 4 hours
C Prior to pain reliving intervention
1 Vith in 30-60 minutes after pam reliet inlervention

Tansferted to Unit by Pacy): S Eg""’m’t‘“

Date & ﬁme
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Raini:‘féw' 2 " o
Children’s @ BirthRight
RAINGOW HOSPITALS

” patient Sticker : :
. - ~ Hospital BY RAINBOW HOSZZ—
m-uuﬂ'um me.asﬁm -

Department of Anaesthesiology
EPIDURAL ANALGESIA R-CORD

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

DALEE covvesermemmensssrssssmmme s st T
CSE /Spinal /Epidural it (LORJLOS) -oeeessmrssesss

DD ovvvvsnmnmsmsemerre
parasthesia : Yes/No if yes details

B R

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

Catheter at SKIM: w.oessesessesseseeees

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

Solution Composition -
Any other issues - - :

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

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

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

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

Catheter Removed by 210 TID INSPECRE § rereenfisssss s

Patient GAlSTACHON & ...ovvosvnessmssesoneeesereeee77e

Discharge /Shifting ordered by

Doctor Signature:
Doctar Name:
Date and Time :
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13-11-1991 34YTM26D F)
Dr. AISHWARYA PARTHASARATHY

VAR A

- Balotiner
@ Biotniuant RSB PATIENT TRANSFER NURSING HANDOVER CHECKLIST

~

Date & Time of Transfer: Afge;,()r— TRANSFERRED TO : &
1 _[Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed U\
b.Surgical procedure & correct site verified \blﬂ)
2 |Airway & Breathing
[a.Oxygen delivery (mask/cannula/ventilator) secured Q\b
b.SpO: within safe range

c.IfETT: position confirmed, ties secure, cuff inflated

3 [Circulation & Hemodynamic Stability

a.IV lines secured & infusion running correctly \'1' LY
b.No active uncontrolled bleeding N
c.Last vitals recorded before transfer Y
d.Central line hubs are closed YWY
e
e.Dressing Intact N
4 | Pain Assessment
a.Pain score assessed & analgesia given A
L=

b.Reassessment done

5 | Wound, Dressings & Drains
a.Surgical dressing intact \b
b.All drains fixed, output noted
c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders
.Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) communicated \{04

c.Emergency meds given in OT (time & dose documented)

7 | Equipment Safety & Transport Preparedness

.Oxygen cylinder full & ambu bag at bedside

gy

b.Bed/side rails up and brakes applied

c.Special positioning maintained as per surgery

8 | High-Risk Patient Safety (if applicable)
.Chest tube: underwater seal below chest level LN

b.Epidural catheter secure, infusion checked

| le.Pressure areas protected (heels/elbows)
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED o

10 REPORTS AND LABS HANDED OVER B

11 [BIOPSY/HPE SENT -

12 |Documentation

| .Documentation completeness @‘%A}”—'
Transferring Nurse: "y ' T )

Receiving Nurse : &'AJ [ 2an A o‘/-/"‘g /GJ?bw
[

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







GUC-p0091632

IP18000
:ﬂs-r:‘ S?V.ITHQ PRJ\"ADARSHINI‘ -
1-199
O Al My ? M 26 D {F}

i IIIIIIIIH

RCH/GDY/FRM/CLINICAL/598 : E

%!’ff-F-ll-*;é&n‘ 5"““-'&3' - PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: | g H ‘L&@:Lfb TRANSFERREDTO: ()T
1 [Patient Identification ' YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirméd tJ Qg
: b.Surgical procedure & correct site verified ‘f 2]
2 I Airway & Breathing
' -Oxygen delivery (mask/cannula/ventilator) secured C/@‘g
b.SpO: within safe range '1’ Qﬂ
c.IFETT: position confirmed, ties secure, cuff inflated ik
3 | Circulation & Hemodynamic Sta bility
1V lines secured & infusion running correctly VQS
B b.No active uncontrolled bleeding fUO
c.Last vitals recorded before transfer v &y
d.Central line hubs are closed ] fVO
- F.Dresﬂg Intact W
4 | Pain Assessment
la.Pain score assessed & analgesia given oy
b.Reassessment done ) kl/ M
5 |Wound, Dressings & Drains
Surgical dressing intact o
b.All drains fixed, output noted
c.Catheter secure & urine output recorded L/OR
d.Splints/casts/traction devices stabilized W
6 | Medications Pre & Post-Op Orders
.Medications due time noted ¥ Qd’
b.Pre & Post-op instructions (NPO, position, mobilization) communicated \l/ﬂ A ,
c.Emergency meds given in OT (time & dose documented) i 9
7_| Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside (ol
| bBed/side rails up and brakes applied ey
f\ c.Special positioning maintained as per surgery ’7/0)/
|8 | High-Risk Patient Safety (if applicable) )
a.Chest tube: underwater seal below chest level o
b.Epidural catheter secure, infusion chiecked ()
c.Pressure areas protected (heels/elbows) ﬂ'/(}
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED Ny
10 [REPORTS AND LABS HANDED OVER N
11 |BIOPSY/HPE SENT ' W
12 |Documentation
Documentation completeness - Ly @d‘.{
[Transferring Nurse: g \\H\mﬂw‘ ol
Receiving Nurse: = . ® . Aol 20~
Signature of Incharge: Qly\ 'ﬂﬁﬂm@é}\w_ ¥
| . —
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13111991
Dr. AISHWARYA PARTHASARATHY

11111

MY7TM25D  (F)

NN

¢St PREVENTION CHECKLIST

' S.No

INTERPRETATION

PREOPERATIVE

he surgical site unless the presence of

Do not remove hair att
Use clipper if necessary

hair will affect the procedure.

Decolonize surgical patients with skin antiseptic(Chlorhexidine

bath /wipes)

Antibiotic prophalaxis given within 60mts prior to skin incision

Kiist based on the world health organization-19 item

Use a chec
ecklist to ensure adherence to best practice

surgical ch

INTRAOPERATIVE

Using chlorhexidine gluconate and alcohol-containing skin

preparatory agent in combination

Miaintain normothermia during the s

urgical procedure (>36 deg

Q)
POSTOPERATIVE

Maintain and monitor blood glucose levels regardl
status between 110 and 150 mg/dl

ess of diabetes

n of incisional negative pressure wound dressing

No

Applicatio
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D Eﬁia?é“:‘l‘.}’; @ BirthRight
|¢|r|-n - HOS ita . BY RAINBOW HOSPITALS
PATI Eug;grag:[ﬂn n l Hl:?assau RM It takies 3 npm treat the lirtle. Your Right 1o a Sale Delivery
R Mrs SAVITHA P mvm&“ 15 o
13--.1 -.991 “\““ \““\ *m Date & Time of Admission Date & Time of Transfer Order N
\\\\ \“\ \“\\ / of / sao b, &P ﬂﬂ»ﬁ/;&/ﬂoz&@ \g"-"p
Treating Consultant Name Transfer Ordered by ’ Reason for Transfer

Dy Bl&hwm\,};a DY - 1) Fuadflos w\jlf

From Unit To Unit Information to Attendant
Ioe. ghfleos | woJud
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
™

over to attendant
CaSosheo (- OT@) Yes [ ] N —>

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1.
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor: _ Yes D/7 No []

Name & Signature of Person who is Transferring

Q&\,OCL‘AJ. " L
Hoperameliios] P Teg

¢ M\w Dttt

- ) =)
Date & Time of Patient Received '
M& Al $as
If the transfer order time & Complétion time is more than 30 minutes, please tick the reason mentioned below :

[C] Unavailable Bed (] Nurse not Available (L] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102 |

Name of Person Ordered Transfer

Patient & Clinical Records Recawed by :







%

) Childrens | @ BirthRight
PATIENT TDAMQC:DIQRM !—l_g:shphi‘tuaulm RSO HOSPITALS
GUC-00091632 IP18-00036384 '
T Mrs SAVITHA PRIYADARSHINI
[ :’T:';::;M" Fn:::;::; Date & Time of Admission Date & Time of Transfer Order
XD
0 A IIIIIIHIIII g|n Nadgs | 2 LIS
Treating Consultant Name Transfer Ordered by I Reason for Transfer
Qb\s‘ W SWJ Nl?rn % m\,\% . Qf,\x B
From Unit To Unit Information to Attendant

AP P

[

Yes F]/ No[]

Number of Shests in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant -
If yes, what ?
Medications / Consumables / Surgicals / Hand over
| Sl.No. Item Name Quantity

1.

2

3. -

4,

5.
Shifting Summary / Notes Written by Doctor : YesEl/ No[] R

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
'Sk wau OWSU—
Patient & Clinical Records Received by : 2 b Ra- AN~
oC @’
I O \\O [ \t\b

Date & Time of Patient Received :

I the transfer order time & Completion time is more than 30 minutes,

[] Unavailable Bed

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

[ ] Nurse not Available

please tick the reason mentioned below

(] Available Bed not ready
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Rai b..--' ® . ) )
Children's ‘Blrtthght

PATIENT TRAM® "R EORM Hospital | (g)smeneries
- Guc- oanmﬁﬂ m :::m m
W, sAV“"" u we Date & Time of Admission Date & Time of Transfer Order
\\\\ il \\\\\\\\\\\\ I i g ’ﬂif’ pif ql+ b6 a;-% o
Treating Consultant Name Transfer Ordered by Reason for Transfer

. QEL»‘JM‘V j}R. \,f.‘.uf'%:g *[—wﬁ:u 'at'iemtwenJ-

From Unit To Unit Information to Attendant
Mireu. 4 ploos YesPT  No[J
ﬁ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

} ' over to attendant
@r L}\" — Crr(/\ Yes [] NDE]/

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SIiNo, ltem Name Quantity
A
! Q?LLIJ Jacpic Geomg ﬂ;}i)
] \
2 @m & wa,o} |- 4y —
=
B T- f2 xl (o —((0
p C- r,?m /Tj Lo moy *F((:),:)
al - f'bw S‘ruﬁngf f\,ma#fn *@
Shiftlng Summary / Notes Written by DJctor Yes [____l No [:]
Name & Signature of Person who is Transfarﬂng Name of Person Ordered Transfer
X ,gh»f _ Dr- vinstha
O Sty o :

Patient & Clinical Records Received by :

§ & o ab4uIS P

Date & Time of Patient Received : :

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

[] Unavailable Bed (] Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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(=) Chitdren's | @ BirthRight
PATIFNT TRANCCER FQRI Hospital | W mmuemnors
GUC-D0091632 1P18-00036384
Mrs SAVITHA PRIYADARSHINI f
::.11 i ARYA pi‘g‘{la'éiiﬂm ‘ No. Date & Time of Admission Date & Time of Transfer Order i
T PHIokat § poprftlerlabat 7 sop
- Treating Consultant Name Transfer Ordered by Reason for Transfer

Do pshuai iy

EL 8%

From Unit

[ Dp of

Information to Attendant

Yes@7 No []

Number of Sheets in Clinical File

tohole e e

Number of Imaging Films

Ctn ~@

Personal b@longings including
clinical documents. If any handed
over to attendant

Yes[] N
If yes, what ?

Medications / Consumables / Surgicals / Hand

over

Sl.No. ltem Name

Quantity

o R

5,

Shift}ng Summary / Notes Written by Doctor ;

Pt shi¥ed +o %

Name & Signature of Person who is Transferring

QfWnokya__

Name of Person Ordered Transfer

Patient & Clinical Records R

L dycparcocy™ fig 0300,

Date & Time of Patient Recewed

AN oy 7

If the transfer order time & Completion time is more than 30 minutes,

7 dota

please tick the reason mentioned below :

[C] Unavailable Bed (] Nurse not Available

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

(L] Available Bed not ready
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R et S [ —mm - Dr AtSMWARY A AR R ai_ n b"ow: . . . -
i Fospica) | | oiiommi

OBSTETHIC TRIAGE ASSESSMENT FORM
DQIOTF}—"LO,D_E Time of Arrival: ........

3({:5’}?("’7 Time Seen by Nurse: .83

Docu. No. : RCH /FRM / CLINICAL / 098

1) |Level of Consciousness: @mus O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement OJ Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: ..... 844 S22, 1211
Q y "
3) Vital Signs:  Temperature: .9 & > Puise: .oy RR: ..Q.—QngO,: a7 s \l0 ) 1
Lgn 4) Gestational Criteria;
Gravida: Gy P L — A o
LMP: ....... l.ﬁ..[..;.;..[.migenn: ........ Q;Q..L.:-ﬁ.[.émab Gestational Age: 3@w+bl?
- 7
Uterine Contraction O Yes | ©46,/] O NA | Onset Time Frequency:
Membrane Rupture OYes | ONo VI NA | Onset Time Fluid Color:
Vagmal b!eedmu | O Yes I:laNoj’l:] NA | Onset Time Amount:
) If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms O Yes ,D»NE; O NA Pain Abdomen / Vomiting
Good fetal Movement  _LerTeg’ | O No | o N | f No specify:
(™ 5) Pain Screening: Numerical Pain Scale (NPS)
/7 1 | | | | I | | |
I ] I I | I I ] i T 1
" g 1 2 3 4 5 6 7 8 9 w:: Est "
p Fein possible pain
® Location: N [ C
® Duration: .........n2 L Lr..... eeneeee DAYS / Weeks/ Months (Strike out which is not
applicable)
@ Character:
...................... L
© Frequency: N CC
® Interventions: ....... N, | Co........
6) Past History:
a)  Surgeries: ....[). ff)
b)  Medical: ..y D




Patient Sticker

7)  Allergy:

9) Prenatal Medical History:

OJ None

O Chronie Hypertension
O Gestational Hypertension

O Diabetes

O Yes Eh-l(\?\‘es 2 osnessnasesepmnmpsasareert bR AR

8) Current Medications: (I Prenatal Vitamin [ None I Others: ... DIN..Q0... 11’)&.&!’} .................

[ Gestafiofal Diabetes

O Low placenta
O Others if yes, specify .....

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 II: Emergent (Time to Physician: < 15 minutes & Reassessment. Every 15 minutes)
I Category II: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

ory 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)

Leval 1 Level 2 Level 3 Level 4
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent)
(H“L,;"S,:m} Immediate < 15 minutes <30 minutes < 60 minutes
Re-Assessment Continudus Nursing *| - gyery 15 Minutes Every 15 Minutos Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth wLahuu“r! PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
G
Active Vaginal bleeding Bleeding assoclated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension — and / or headache, visual mw
disturbance, RUQ pain symatoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fatal movement
Others e@Acute onsite severe @Major trauma Abdominal/back pain | @ assessment | ®Anything that does not
abdominal pain ®Shoriness of breath greater than expected in | from out patient clinic seem to posa threat to
®Altered level of @Unplanned and pregnancy (for hypertension, blood | mather or fetus
consciousness unattended birth @Fank pain / hematuria work) oCervical ripening
oCord prolapse @Nausea /vomiting and /or| @Minor trauma (minor | @Qut patient placenta
oSavere respiratory diarrhea with a:spade MVCAall) previa protocols HtJ
distress dehydration oNausea/Vomiting and /or{ @Pre-booked visits (le
@Suspected sepsis dhrmo: s and pmgu't'irsTm
: ® infection injections,
dysgl‘r‘la.cmmm @Assessment for version
chills) @Rashes
Time seen by Doctor: <1FTO
Nurse Name : . .... Nurse Signature: ..... EI——
o] ba=d

Date: . Q@{'—T— ;':)a:l.leme s Pm



GUC-00091632 IP18-00036384
Mrs SAVITHA PRIYADARSHINI
13-11-1891 4YTM25D F)
Dr, AISHWARYA PARTHASARATHY
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e —

=
Rainbow® . .
Children’s | @ BirthRight
Hos pital . 8Y RAINBOW HOSPITALS
It takes @ fok to treat the litte. Your Right 1o a Sale Delivery

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

Pre - Existing Risk Factors  Tick | Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,

inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy: sickle cell disease; current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Knpwn low-risk thrombophilia (no VTE) 1

Agé (=35 years)

N

Obesity Tor2
Parity > 3 1
Smioker 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

Proionged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

Stillbirth in current pregnancy

| b |k | ek | et | s g || |

Transient Risk Factors

appendectomy, postpartum sterilization

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

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

3
4
1
1

Total

Signature of the Nurse

04
pasamiHroos /0/

b8og

|
Acli?n Plan

gro
o

Docu. No. ; RCH/ GDY /FRM / GLINICAL / 116
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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.

__ . i




GUC-00091632 IP18-00036384
Mrs SAVITHA PRIYADARSHINI @

13111881 MYTM2TD Ralnbow
RTHASARATH
AT Children’s | @ BirthRight
” l”'"”"mll l" ”I" ml" Hospi‘[al . BY Rnwﬂownosplmu
It takes & fot 1o treat th e, Your Right 1o a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: IOIO'}[Doﬁo Time: \'1‘9‘;%
0 ~ 26 kg/m*

OIQIN: oo T Height:...l..ﬂ:.c:..Cm,.. Weight:....F?l.q..Ké._...._..‘.‘ BMI: OO ~ 28 kg/m?
B

Diagnosis: EL}ECTIYFL9(>

Type of Dist:  [2Ciquig ~—TTSoft HNormal - & Diabetic (A Ora e Idedan

I Vegetarian Mfﬂ'qn-\fegetarian [ Vegan
DietAdvised:
Liquid Diet-ORS/ Coconut Water/Butter Milk / Barley Water/ Soups D
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd@

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

Moglrary Dietician’s
Signature: A@/(«L&%&b)

Patient's / Attendant’

Signature: )

Date & Time: 5. 1*:3!:}..!9..@.‘.]2.‘.\9.55?:.’.\....‘.‘ Date & Time: .....L‘.’..[S?.Q.I.J,.bm@\..‘L).?,.-Q.SIEM
Doc. No. : RCH/ FRM / CLINICAL / 195 (FT.0)
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GUC-00091632 1P18-00036384

”ymmHlNl
Mrs SBAVITHA P ’” ey RS

:"I
En-‘l'l -1091 ARTHABARATHY Rainbow.

i Rambow’ | @ BirthRight

Hospital BY RAINSOW HOSPITALS
I ke & ok b0 vt e Rle. Your Right to a Safe Delivery

SURGERY DETAILS

Patient Name: .M.’IS..-..Sa.Klﬂ'ﬂ...}biy.a:fmuﬁ:&tmm of Birth: I%)i}/lﬂ)‘:}) Age: ... Y1
Gender: f@mw‘?" U E— . S UHID No.: Q;h%’}l?ﬁﬁy
Dato of Surgary: .6.91. . 011206, DOT-1 O0T-2 673 [10T-4 CIOBGOT-1 [J 0BG OT-2
Name of the Surgery : ngf_ch'rﬁ.l—ﬁﬂg, eSS ASIENTS

-] am W)
Time in ’?O Time Out 9“)

NAME AMOUNT
1. Surgeon D Hﬁﬂamkgm QMW@.&M@&M
Anaesthetist BEI Solaan. Mab,’ b - @YJHMMQJ‘&Q
Assistant Surgeon : as‘ ...... Sangee T
OT Technician

Circulating Nurse S

Assistant Nurse . N 4 (./\f .§.1 Ya. mp.oﬁﬁy

A

Special Equipment: [0 Laparascopy [ Broncoscope O Harmonic ] Morcelator
O C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa

3 Neuro Cusa [ Others ......ccoovnnu.n
@m&

Signature of Circulating Nurse
®rcovd hmb‘fo_ o

Order NO: «..voevveeersresivenrasneeneree " 8 g 1 R AR

Signature of the Surgeon

Docu. No. : RCH /FRM / GENERAL / 114
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= SN Chirdarons | @ BirthRight
i \ s
. Patient Sticker ! M_ ﬁgg‘g@: I .',L“:.l'ﬂ'f"ﬁf%i
< CONSUMABLES OFOT ™™
Circulating staff Pm‘d&\?k Technician : . H’\ Eﬁ@m Date : Q]I'I.I% L1, 2O ———
Anaesthesia Disposables jsves | ueea | SUrOICal Disposables s | usag | _DISPOSabies (Baby Side) | TV 1
ET tube MajerPack ( o o € )| InjVitk 0!
LMA Sutures O Ay ST ey | Cord Clamp . [
ECG leads Y:J P/N 2 QROS > ] | Suction Catheter
HME fitter : A/ P /N ! sn A & (| FeedingTube &y O}
Syringes : 10 cc— ! Vaccum Suction Set
05 cc_— 24| Gloves 7 o p ( Surgical Gloves
02 cc~ | Br Vs ey ) | Gauze Pack o)
01 cc L\en Syringe 1mi72mi )
Cautery plate {/AV/P /N { | Surgicaiblade =~ o | ©) | Surgical Blade # 20
% \ | NGtube " | Koochies (S)
RL_— £, | Cautery pencil ~— )| Fvaderjn b
NS : 10mi/ 100m! / 500mi / 1000mi [ | Koochies A8 radpamdts b
| Ointments "ol Cmewn) 4] |7
Suction Catheter wWhitoreang J
Fentanyl Cap, Mask New Mo 26070 {
Morphine Gauze Pack — {18 & U] Smi Ewernld g
Ketamine Mop Pack ay §%ing [/ t
Propofol Sterlstrip s in G2 /
Rocuronium Underpad ~— > | Q LJ);M 222 L fl
Glycopyrolate Draw sheet fz,,, ey 2|
Myopyp:lata Abgel — Ol £ ,,'
Ondansetron Foleys catheter Lmu [CR Y Sy
Pencan 25¢/ Spinal Needle 22 Urobag T ®/
Buplvacaine 0.25% Chest Drainage Catheter WIOLS o] e o/
Bupivacaine 0.25%(Heavy) Romodrain bag WIS ven RAH O/
Antibiotics Bandage Raat o s O\ 8)
Tegaderm (W\U& At.o) D
Suppositories loban o e Rl Df
Anamol': 80mg / 250mg / 170 mg Double J Stent '
Supridol : 100mg Vaccum Suction set e '
Justin : 12.5 mg / 25mg / 108nT5 C>) | Plastic Bed-Shem ¢ by D 0|
Tab. Misoprost : 200mg 1o, © | | Betadine Solution oy
e Microshieid
Cotton Balls
Latex Gloves RO
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
e QRO 2 wooiiiiicaciisiisiiiississimssmssmsiiinai

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







%:
- Rainbow .
Children's BRisht
Hospital  BirthRish

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

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

Tel No : 044-40122444

Rainbaw VAT TIN : 33AABCR4014M12K CIN : L851 10TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 +Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
INPATIENT ISSUES AGAINST ORDERS il IO lil
IP No IP18-00036384 Ward 8F-OT COMPLEX
Patient Name Mrs SAVITHA PRIYADARSHINI Bed Name MICU 802
Age/Sex 34Y7M26D/Female Order No 18-0001724367
Date 08/07/2026 09:53 Prescription No PRIP18-0625992
Payor SELFPAY Dispensed Date 08/07/2026 09:54
UHID GUC-00091632
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 E%Q}VE 7.0(POWDER ANSEL GENERAL 2603008317 03/29 1 128.00 128.00
Total : 128.00 128.00

Receiver Name

ted Time : 09-07-2026 09:54

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Page 1 of 1







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

&
. g S Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
~ Rainbow 600015
Children's _ - Tel No : 044-40122444
Hospltal alr'lhl-,":_.'.:
. Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L851 10TG1998PL0029914
DL NO:
Registered Office: 8-2-1201103;’1,Suwey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR THRI ] A TN ][]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036384 Ward 8F-0T COMPLEX
Patient Name Mrs SAVITHA PRIYADARSHINI Bed Name MICU 802
Age/Sex 34YTM26D/ Female Order No 18-0001724366
Date 09/07/2026 09:53 Prescription No PRIP18-0625991
Payor SELFPAY Dispensed Date 09/07/2026 09:53
UHID GUC-00091632
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 QT“W‘N'HEAW SMORIE i L ibdiorios 4 H KP1713925 12127 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ Phanmaceulicats H C3BI0004 01/28 2 73.23 148.46
3 a‘épmiﬁs'c NP G Laboratories Ltd 45121 01/29 1 31.10 31.10
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24Ke7 01/31 1 21.83 2183
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 3 21.56 64.68
DSYRINGE EMERALDSML  BECTON DICKINSON
6 BP (8D) (80) 5322615 10/30 1 12.00 12,00
7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
8 &gﬁ%ECTRODES IMS GENERAL 12226508G 03/28 3 32.34 97.02
9 EFIPRES INJ 30 MG 1 ML LEON LABORATORIES 1231095 01/28 1 45,90 45.90
) SUNOCMORTOCMING e ttciioiion g H 091690 02/28 5 18.90 94.50
INTRAFLOW (AUTO STOP) 1131 25, 525.00
11 ROMSONS ROMSONS K26B8010515 01/3 1 525.00
12 NEEDLE 2511 2INCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
PREGELLED SURGICAL GENERAL 2510302409 10/27 1 1,275.00 1,275.00
" PLATES(ADULT) 3 d e
RL 500 ML CLOSED Fresenius Kabl India 10262078 03/29 2 69,39 138.78
" sysTem PvtLud
RL 500 ML CLOSED Fresenius Kabi India 10262104 03/29 2 69.84 139,68
" svstem Pvi Lid
i ﬁr’:-:?ri‘& :&EDLE 276G VYGON 2502016 01/30 1 837.03 637.03
Total : 2,879.22 3,275.08

Receiver Name

ted Time : 09-07-2026 09:53

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

- B . Door No.157 tg 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
~ Rainbow 600015
Children's : Tel No : 044-40122444
Hospital ~ Brthin
Rolnbaw VAT TIN ; 33AABCR4014M1 ZK CIN : L85110TG1 998PLC029914
DL NO :
Registered Office: 8-2-1 20/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
U AT T (e m
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036384 Ward 8F-OT COMPLEX
Patient Name Mrs SAVITHA PRIYADARSHIN| Bed Name MICU 802
Age/Sex 34YTM26D/ Female Order No 18-0001724365
Date 08/07/2026 09:53 Prescription No PRIP18-0625993
Payor SELFPAY Dispensed Date 09/07/2026 09:54
UHID GUC-00091632
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20x10 Sutures India GENERAL R110325 11/28 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) codbbrtiad GENERAL 250824 08/28 1 1,303.00 1,303.00
(=]
3 g#i‘;?f;ﬁ';“ RN Mediblue 1010626 04/29 2 120,00 240,00
4 E_f;wﬂ Microptic gloves- H 260501801T 05/29 2 128,00 256.00
GAUZE 7.5X7.5 12 PLY (5
5 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
1 M ’
6 %‘f_ﬁg‘gfg&x i Bapuj Surgicals GENERAL M2645010 0329 3 123.00 369.00
7 "ML:;S;’;‘ SUPPOSITORIES 100 | Laboratories Ltd | BLNP274053 11/28 ! 18.74 18.74
8 LSCS DRAPE PACK Medibiue - 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
9 B00MCG1S CIPLA LIMITED H 6GHO182 oa/27 1 . 10512 105.12
10 MONOCRYL 3.0 NW 1325 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X.  DATT MEDI
11 o PRODUGTS H M2642004 12/29 2 949,00 1,898.00
NEW MOM DIsp
12 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 105327 01/31 1 210.00 210,00
XL
NEW MOM Disp 204,
13 MATERNITY PADS MAXiPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 04.00
NITRILE EXAM]NAﬂGN 2 5, 00,00
14 GLOVES P F. MEDIUM ELITE MEDICALS GENERAL ENPF030020 11128 0 25,00 5
15 PDS-11-0 NW 9352 ETHICON SUTURES-J&.J T5001 03/30 1 1,026.00 1,026.00
16 PROTECTIVE SHEET 20x20 Local 1010626 05/29 1 250.00 250.00
QUICKSUITE OT TABLE 75, 775,
W Siper MIDLINE SUITEL H 2606161 08131 1 775.00 75.00
18 :‘&MSPWE SOLUTION 10% RAMAN & WEIL PVT RC126029 03/28 2 103.00 206.00
9 SOLOVEW7.5 POWDER ANSEL GENERAL 2602085605 02/29 1 128,00 128,00
0 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
UNDERPADS CARE 60 X 50 1 1 205,00 205.00
1 ( FRIENDS) 20062026 2/30
2 VACCUME SUCTION SET ROMSONS GENERAL G26C010430 02/31 1 543.00 543.00
3 VICRYL PLUS 1 VP -(2347)  ETHICON SUTURES-J&y o1 15072 10/30 2 951.00 1,902.00
Total : 10,672.53 13,644,53

ceiver Name

ted Time : 09-07-2026 09:54

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN

L

'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

ol L 3= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's Birthiay T8I No 1 044-40122444
Hospital &
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG‘1998PLCU29914
DL NO:;
Registered Office: 8-2-120/1 03/1 Survey No.403,Road No.2,Banjara Hills, Hyderabag 500034,
Telangana,
N UL T I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036388 Ward ?F—F‘VT!SUITE
Patient Name Baby B/O SAVITHA PRIYADARSHIN| Bed Name CRDL-SU!TE?‘!Z-T
Age/Sex O0YOMOD1 H/ Male Order No 18-0001 724374
Date 08/07/2026 10:01 Prescription No PRIP1B~0625997
Payor SELFPAY Dispensed Date 09/07/2026 10:02
UHID GUC-00093630
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8p) ;%?TON DICKINSON GENERAL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26D010693 03/31 1 63,00 63.00
3 Menadione Sod Bisul 1 mj HINDUSTAN LaBS 0075 12127 1 28.92 28.92
Total ; 115,92 115.92

Receiver Name

d Time : 09-07-2026 10:02

for RAINBOWY CHILDREN'S MEDICARE LiMITED

Authorized Signature
Pharmacist Name * GRACE PAUL RAJAN

Page 1 of 1







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

z @

Rain bgw . Door No.157 1o 160, Anna Salai, Guindy, Guindy Chenpai Tamil Nady INDIA
600015
Children's Birthig 18/ No: 044-40120444
HOSDII&I R,,,,,,L;;, VAT TIN : 33AAEICR4014M1ZK CIN : L85110TG1998PL0029914

DL NO :

Registered Office: 8-2-120/103/1 Survey No.403,Road Nn.2,Banjara Hills, Hyderabad 500034,
Telangana,

U] AT T limm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036388 Ward TE-PVT/SUITE
Patient Nam_e Baby B/o SAVITHA PRIYADARSHJNI Bed Name CRDL-sUITE 71241
Age/Sex 0YOMOD1H ! Male Order No 18-0001724372
Date 09/07/2026 10:01 Prescription No PRIP18-0625996
Payor SELFPAY Dispensed Date 08/07/2026 10:02
UHID GUC-DOUQSGSO
e \
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss Qry Unitprice Net Amount
——————— P \
BABY DIAPER NEw BORN
1 TEDDYS 10s p ACK H 07072028 12/30 1 255.00 255.00
2 Sggfﬁgﬁi;g;z PLY (5 Bapuji Surgicals GENERAL M264111g 04/30 | 100,00 100.00
3 KLICK cLAMP ROMSONS G260040017 03731 1 42.00 42,00
4 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
—_—

Total ; 647.00 647.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRAcE PAUL RAJAN

Receiver Name

Page 1 of 1
d Time : 09-07-2025 10:02







e
- £ Door No.157
Rainbow 600015
Children’s

Tel No ; 044-40122444

Hospital  BirthRin

Rainbisy VAT TIN : 33AABCR4014M 12K

to 160, Anna Salai, Guindy, Guind

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

CIN :

Y Chennai Tamij Nadu INDIA

L851 10TG1998PLCO29914

DL NO:
Registered Office: 8-2-120.-’103!1.Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR A TN ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036388 Ward TE-PVT/SUITE
Patient Name Baby B/O SAVITHA PRIYADARSHIN| Bed Name CRDL-SUITE712-1
Age/Sex 0YOMOD1H/ Male Order No 18-0001724373
Date 09/07/2026 10:01 Prescription No PR!P18-0625995
Payor SELFPAY Dispensed Date 09/07/2026 10-01
UHID GUC-00093630
S.No ltem Nafne Manufacture Name Schedule Batch No Exp Date Iss Qry Unitprice Net Amount
BABY WIPES 725
1 BUTTERFLY H 44RW44GU 03/28 1 299.00 289.00
Total : 299,00 299.00

Receiver Name

d Time : 09-07-2026 10:01

for RAINBOW CHILDREN's MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







