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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
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(IR AR L TR AR

Admission No :IP18-00036216 Admit Date : 27-Jun-2026 Admit Time : 12:31 PM UHID : GUC-00093155
Patient Details :
Patient Name : Mrs RAJESWARI Age 134Y10M13D
Guardian : Mr MURUGANESAN DOB : 14-08-1981
Gender . Female Religion
Occupation Martial Status
Address (H) . 19/39, SASTRI ST, CHENNAI Gunidy North Phone No . 8778273695

Chennai Tamil Nadu INDIA 600015 E-mail . NO@GMAIL.COM
A ission Details :
Bed Type : MICU Bed No : MICU 802 Ward Name : 8F-OT COMPLEX
Room No @ MICU 802 Admission Type : First Visit
Contact Details :
Name : Mr MURUGANESAN Relationship : Husband
Contact Address : 19/39, SASTRI ST, CHENNAI Gunidy North Phone No . [ 8778273695

Chennai Tamil Nadu INDIA 600015

Signature

:'f\tor Details :

Doctor Name - Dr. PUSHPA BALASUBRAHMANYAM

Referral Doctor : SELF

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00

Payor Name . SELFPAY

Printed Date / Time : 27/06/2026 12:32

Printed By : 021591

Page 1 of 2







%4 & Rainbow Children's Hospital - Guindy

Rain bow . 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 RAJESWARI Age : 34Y10M13D
IP No: IP18-00036216 Sex: Female
Consultant: Dr. PUSHPA BALASUBRAHMANYAM Ward/Bed No: 8F-OT COMPLEX/MICU 802

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
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ce'. f the patient.

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

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

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

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

clearance. In case of failing D bA an, | will pay 200/- Rs.

(Rmivers Signature:..... ﬁ',ﬂ%

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been e to me.

Signature of Patient/Relative:

Name: W« Aen Patient Address:

At = Q 19/39, SASTRI ST, CHENNAI Gunidy
Relatiopsiip: o North Chennai Tamil Nadu INDIA
Date: 0 l{)@}’lz% Time: J2 2 PH\ 600015

Wittness Name: E\ 81\1&/&}\\1}(9’»\

Wittness Signature: A\:

Printed Date / Time : 27/06/2026 12:32 Printed By : 021581 Page 2 of 2
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BILLING POLICY

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

as one day.

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

Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

b 59 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.

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

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

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

»  Admission will be done according to the ward category chosen by the patient: charges will be applicable as per the ward

category. All charges vary as per Room category, except Pharmacy and consumables.
»  Patient / Guardian Self Attested Government D proof is mandatory to submit at the admission.
1PA/Insurance Processing Fee applicable for all Insurance Cases.

» Inourhospital there is"No Discounts Policy". Kindly co-operate.
»  No Duplicate/ Second copy of OP or IP bill will be issued.
» In case the patient is shifted from lower category 10 higher category, all the charges like consultant visits,

investigations, operations and procedures etc. from the date of admission will be charged according to the higher

gatcgory.

» If the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be

gharged as per dual occupancy.

» Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be

reimbursed by the TPA / Insurance Company at later stage.

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

not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).
It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

vy

of denial from TPA, has to be paid by the patient.

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

All the refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

vvid

Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case

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

| 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 Name : M’\(b- 5 @M UHID Number:  (Ciuc . 000 93 15 H
SdifAtendant Name © - o Relation = 1 Ao
(:/_”_ . M l,{VL/{gﬂ)_SK”’
Self/ Attendant Signature= Name & Signature of ffmancial Counselor
Phone Number : A P
| 8173695 |

RCH/GDY/FRM/CLINICAL/426
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T T ————

D/mmn any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change

in the treating team or shifting from one unit to

another unit.

(Example: at the time of admission shifting from ICU to Ward, t;‘g'd to ICUs)

Shifting From: Lﬂ? Shifted to: ...

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

et e

SN0 (smzmﬁnm“cimﬂ Eemns) | (mﬂ?iﬁg} (po,?.%‘,’ii v) | FREQUENCY '52?: ,D#,f‘i ?l;hﬁgfm
f Oc Coc
e Oc Doe
C Oc ooc
4 Oc ooe
S Oc 0oe
6 Oc Ooc
7 Oc ooc
5 Oc ooe

E Oc 0nc
10 Oc 0Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

e T R T E————————
Nurse Name & Signature: S(N M'I;QQ‘A‘C’MT%
Date & Time : 9’&'{@:/}‘60&“%
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Date & Time : ...occevrevnnee.
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(Example: at the time of admission shifting from ICU to Ward, ﬁard to ICUs)
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7 Oc 0Dc
8 Oc Ooc
9 Oc Ooc
10 Oc 0oc

* (- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
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h (UG CHART
| Date of Admission: 9"}"6}?’6 DIUQ AUBIGIES. ....oovescerscosonsissassssssssssasmmasmassarersssmsspasss m\vn any Drug Allergies
| 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 J through it and a similar line through subsequent recording panes.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Oliyoneclmuhouldhamtmealwmm When the chart is full, 2 new supplement can be kept within this
drug sheet folder.
NURSES - . Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
P‘- - ﬁMJIO TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
- (EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

(| DRUG: TJNT.TRAMATOL %%[
: Dose | Route | Frequency |Start Datel

vyl Tim | Sos gl
Doctor's Signature- | Valid Period| Pharm.

A Additional Instructions:

Signature
g
3

Dose Route | Frequency |Start Datej

! Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:
Date
DHI!G b b

Dose Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

—7——___-——-L__—
[Additional instructions:

VERIFIED BY : Name ...........
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lsq | Iv [lo- [&leled el 2o
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Starting the Drugs: E (7‘\‘)\" ‘:l \p1 ,;:
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Wpen{eEd
t g/ﬁl*
Daily Doctor’s Endorsement by a Sign < I'Do
. Date]” |\ |_\( - T T
DRUG:T N7 .PANTOPRAZD Le 2yl
Dose | Route |Frequency |Start Date{ 1An>| Savst
bod Tv (1o |R)ula [T \ )
Name & Signature of the Dgttor : 11 o4 \p \IF
Starting the Drugs: = N
st W
822" g | o
Additional Instructions: oS B
TPl
Daily Doctor’s Endorsement by a Sign
DRUG : Tnv? . TRAPIC Dato} o)
Dose Route | Frequency |Start Dat 952}/
9] Iv |r=14 |28 ' L o
Name & Signature of the Dogtor ; ‘ 1 \m ]
Starting the Drugs: % g B 7% »
\& 1—7"“ / D..g X
Additional Instructions: L AN‘TA &
%D deows i
Daily Doctor’s Endorsement by a Sign
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Rtk 3 4k 10 ek the e, Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening
01 No maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff

Decision time: ....... s Knief to rectus: .

CTG Description: .. ”‘*‘(‘“W QQW “kuaw

If there was a defay give the reasons: .

Surgeon’s Name: sz VPOSHPA Date of Delivery: Q,Q [o6 [v02l
Assistant Surgeon: DI PAVT 7412 / pe-Cugeepey . Time of Delivery: @' : leAm.
Anagsthetist’s Name: DR PELYADHARLHINT - Gender of Baby: Boy
Type of Anaesthesia:  Cpjnac  ANAEQ ) pES 2A Weight of Baby: 2952 |eg,
Neonatologist: DR« PER Snasvalan * AGPAR Score: %( o, 9 ( [0~
Scrub Nurse: g /N [T NICU Admission: CIYes []No
Pre-Operative Diagnosis:
O Elective Mnergency Indication: .PE4SISTENT | FEAL Thtitcp
Urgency »

Surgical Procedure:

_Post Operative Diagnosis:

Py [ posq tecs

Peri-Operative Complications:

Amount of Blood Loss: 750 Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

-
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i
Examination Findings when Appropriate: / \
Prosentation: [¥Cephalic 1 Breech 0 O ........o......  Corvical Diataion: ... 507 O
50 PAIPABIE: ..o F ST s Fetal PoSHtION: .. = .
Station, 44-3 0O-2 O-1 O0 O+1 0O+2 Moulding: vchone O+ O++ O+++
Caput O+ DO++ 0O+++ . MeconiumTINone O+ O++ O+++
Bladder Catheterized : 21 Yes O No Urine: 3 Clear 01 Blood Stained
Skin Incision: 2 Pfannensteil O Transverse 0 Midiine L Other ....cecvenennsnnns
Uterine Incision: A3 Lower Segment O Classical O Inverted T O J Incision
Previous Scar: O3 Intact O Thinnedout O Ruptured LB No Scar
Incision Through Placenta: O Yes B No
Delivery of head; &3"Manual O Forceps
Liquor: O Clear O Meconium: Of O Ol OBlood O Offensive CH( Offensive
Delivery of Placenta: 01 Manual  GCCT w.oovvrcnen uatfmpleta l:llncompla!e 01 Piecemeal
l‘mE o~
Cord Appearance: ......... WUREIEL 1)~ ANET] Umpem, ... Cord around the neck 10 ¥es ’g ""d'l
| Appearance of placenta: ........ @ . ... Cavity exploredl,la'?es O No u
| Uterus, tubes and ovarjes; 3 Normal EINot Normal Staﬂu;aﬂon: OYes 0
T 7T i - I b e A
ERy
Uterine Closure: [ One Layer '/D/TﬁLayam .......... f‘"V'“‘a*( ... Suture
Peritoneal Closure: O Pelvic O Abdominal  'TTNone T o 11 11
Sheath Closure: (f\flv\?l ... Suture
FatClosure: OYes @MN6 e, S aniseeissstascies ARG
Skin Closure: _B-8ubcuticular O Mattress Gy W“”“{;ﬂ Suture
Vagineal Evacuated @¥es ONo
Drain: OVYes [0  CIREMOVEIN .ooovrroorrocresennrenn days O Awatt instructions
Ctheter _EYes ONo DORemovein (%.3f1).....days O Awaitinstructic.is
Swap & Instruments count correct?. 22 Yes O No O Post-op Antiblotics \GHes  ONo
Intra-Operative Antibiotics Cover: Yes O No EIThmmbopmphylaxls ‘P«Yes O No u
POSt-0perative Notes: ... NED. K L BOUAL .ovriersrsssssssscsn
LB - JVFE (0) f'?rhm’ /Iwm
- ;f.? QUPALEF |- rai (= C.s’d,og’_ff__)
- ;,7 Tefele 14 N | (=dotes ).
%}1 _Phrappehzott. Yore S Lo
= Iy PARACEMRL 33 o T S
| o —Qﬂ’l“b‘ﬂ . 0
S > 8 v%ﬁﬂal— .S:D"‘]' "*"’"‘ 505 - i
. apD. @ Erm / Clexone. q,am%v S od @ 2png. e mtjb*‘ah‘ty
- r:.;l_e— r‘)-nk adstih h%; 'l{\ .+Fwﬁr.[
Doctor Name: .....<2X PMN’“‘, DOCIOF SIGNAIUTE: ...vvevvveressereeNoesesrree
Date & Time: %‘G[WWN B
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Morse Fall Risk Assessment Form

J

%
Rai_nb‘Bw” &
Chlld_ren’s
Hospital .
It takes a bof to treat the litthe.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

™M N
! ) Date / Ti
Choose Highest Applicable Score from each Category 2/ 1ime 9;"\6 } H'EE’ 2 —“HU b Fall Risk Grading
Score | b %
History of Falling Yes 25
" (immediately or w/in 3 months) No 0 0 A ) Risk Level Morsr;'::Isl )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O Ve) O
“ Furniture 30 < Standard Fall
'J : Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 b Precaution
None /Bed Rest /Nurse Assist 0 D O .
() 20
IV / Heparin Lock or Saline L. £ =2 Implement
L g & Moderate Risk | 25-50 ";“’de"ge Fall
Impaired 20 revention
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10 .
Normal /On Bed Rest /lmmobile 0 0 o © ipleriont High
Forgets limitations 15 P Risk Fall
Mental Status _g e High Rlsk 231 Prevention
Oriented to own ability 0 O @) (2 I -
ntervention
Total Morse Fall Scale Score: o S0 20
swawe | (Sl De| £

Tick (v') whichever precaution taken.
Risk Level and Interventions

Risk (0 — 24) (Standard Falls Precautions)
Ensure patients use their prescribed eye glasses if any, in the hospital
I Use chairs with arm rests
\Eﬁ::aiety straps on stretchers and wheelchairs while transporting patients

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

Maderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
O Hourly safety check
[0 Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow® ) o
T Children's @ BirthRight
. D e KeennsmartEoh Hospital _ | {mmenem
| (®  Morse Fall Risk Assessment Form boksiraoee | O Yo oSy
NA | =4 r\.ffé
Date/Time @&l s b 2&(10/24
: . Y / I Ri
Choose Highest Applicable Score from each Category g Q] 1 WJ 20 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o m o, Risk Level Horse":;l:lé)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o 0 8]
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o o Vo)
Yes 20 (s} 20
IV / Heparin Lock or Saline 5 5 o2 20 % Implement
0 0 @ Moderate Risk | 25- 50 Modrate Fall
Impaired 20 ﬁ;ﬁgﬂggﬂ
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 D /6 o) Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Stat gh RIS & )
gl otane Oriented to own abilty 0 o ) %] E{éﬁmgn
Total Morse Fall Scale Score: Qo 4o /-t{')
o g 0
Signature n % 0
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Leve! and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
—gfﬂm (0 - 24) (Standard Falls Precautions) [J Hourly safety check
‘[jnsure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
;iée chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
se safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant abservation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Hospital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form et it el s

= & r

)
Date / Time 9 ) . ;
Choose Highest Applicable Score from each Category o :? ’ %’ ]l !" 2 c” bé' Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) o) ’ 2 Risk Level Mnrss;;:i;)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 (&) 0
i 30
sl Low Risk 0-24 o
Ambulatory Aid Crutches, Cane(S), Walker 15 n
None /Bed Rest /Nurse Assist 0 (®) [42) P
Yes 20 Qe 26
IV / Heparin Lock or Saline N = 20 Implement
S Moderate Risk | 25 - 50 e ot
Impaired 20 reven’uqn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 (®)] O o Implement High
Forgets limitations 15 High Risk > 51 Risk Fall
Mental Statu - igh Ris > !
fig) oiatis Oriented to own ability 0 © @ ~ Preventu_n
7 7 Intervention
Total Morse Fall Scale Score: Q6 ') D 4
Signature | @ %
v “—
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Loy Risk (0 — 24) (Standard Falls Precautions) [0 Hourly safety check
s Ej sure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
se chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

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






::cém:;’ss IP18-0003621¢ ] ) :) lr;fg- .
t:-omm MY10M13D (f Rainbow i . ~
i & children's | & BirthRight
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Morse Fall Risk Assessment Form ol e ek
Date / Time M.
Choose Highest Applicable Score from each Category { ?) 2 \L) s Fall Risk Grading
Score M
History of Falling Yes 25 3
(immediately or w/in 3 months) No 0 O Risk Level Mnrst:;:lé)&ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 9]
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
Yi 20
IV / Heparin Lock or Saline Nes = Implement
0 i Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :’rtevenu?n
GAIT / Transferring Weak (uses touch for balance) 10 igabiciev)
- 0]
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 e Risk Fall
Mental Status _g = High Risk 29} Prevention
Oriented to own ability 0 \, O Drpaeames
Total Morse Fall Scale Score: W
Signature

Tick (v") whichever precaution faken.
Risk Level and Interventions
L sk (0 — 24) (Standard Falls Precautions)
V%Eﬂsure patients use their prescribed eye glasses if any, in the hospital
U

hairs 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.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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LW O Chitdron's | @ BirthRight
Hospital Y RAMOOW MOSPITALS
PAIN ASSESSMENT FORM Bebmemu e s ¥4
Date Time Pa:;;;a}m Location Duration Acuity Characler mlnm M:W Intervention Sign
2o O Continvous | CJ Acute OShap ODWl | O Increasing | (¥eS NI ,ﬁ@}g)
O;\AQO\’&) bﬁm OZ(,O NI | O itemitent | O Chvonic | D3 Aching 3 Buming | O Decreasing | 0 No S;{ . O 614
o Lf? wey O Continuous EI"@ute O Sharp Gl “Doincreasing | A0 Yes émﬁk
ﬁ?wﬁf'ﬂ /?0 ja;{gc]owxujummm Ofhonc | DAcing 01 Buming | O Decreasing| Do [~ oosy,) 7;%,
Lou-lﬂa El' Continuous | CJACute O Sharp [ ouil Drfncreasing | | KHYes J.!m@exsﬁﬂ»!ﬂ
9/}[1,})/9 <P J—I = Wmennﬂtem [J Chronic [JAching [ Buming | O Decreasing | 3 No L 303
(o) | O Continuous | [ #Cute Oshap D001 | DiAfcreasing | s .
28] h |2 | RAM Hpo Ndonon | & ftermitent | OChvorie | CAching 03 Buring | O Decreasing | 01 No Dﬁoﬂ_&w QCW g
(Wuv | O Continuous | 4=+-ACute OShap E0ul | Oincreasing O7Ves  [( ﬁﬂ-;:hé,_*q M '
gglb}gb 6ﬂn‘) //ID Cﬁjl‘ J3-ntermittent | [J Chronic [ Aching [ Buming |-PT Decreasing | [J No oy (1 3 0’,%
" Iutus | O continuous | Sricute Oshp @00 | O icreasing [-CTVes | 'vmrmlqhu ‘% .
bl pe s, 1)’“ Sth | 2ntermitient | O Chronic | CJAching [J Buming | DrDecreasing | O No = . pe2TTE
_ : 0afoud| o continuous | E1Acute O Shap 10w [increasing | EFYes ? ?)'7 )
%T'b(t%gﬂn /Hw g,‘d?(. D -intermittent | 1 Chronic {1 Aching [ Buming mﬁmsmg ‘O No chuor)» %%%%Y
bb m 0 J Continuous | [ Aeu@ O Sham L Dull” [ Increasing | {-Yes @Wﬁ@—f z
pslobb (&P 11 W \CJtermitient | CJ Chvonic | [ Aching [ Buming |(C) Decreasing | D No fp%/(w F%’Z
APy o L DO Continuous | [ Acute O Sharp O Dull O Increasing | [3 Yes /V/ ' 2 ((
&?/é% > olio N O Intermittent | O Chonic | CIAching [ Buming | [ Decreasing [ I No Eéﬂ%
\ O Continuous | [J Acute 0O Sharp [ Dul O Increasing | D¥es— N0
97/1’/;'%0 C@mﬁ’/’t() Fenf O Intermittent | [J Chronic I:Im [ Buming | O Decreasing | O No Y ﬁ)gb\"“
Re-assessment o
e St S ol s st it s e
a)  Alleast every 2 hours for he first 24 hours b)  Then every 4 hours.
¢) Prior o pain pan-relieving intervemtion. d)  Within 30 — 60 minutey after pain refief intervention.
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PAIN ASSESSMENT TOOLS

+ FUACC PAIN ASSESSMENT SCALE (1 Mesth ie 7 Years)

SCORING
CATEGORY
L 1 4
) a Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Discriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, lense Kicking, of legs brawn up
_ Laying quietly normal position, Squirming shitting back and g
Activity moves easily forth, lense Arched. right. or Jerking
Moans or whimpers occasional ing steadlly, screams of sobs,
Cry No Cry (Awake or asieep) wmh:; ' mmm
Reassured by occasional louching,
Consolability Conte. . relaxed hugging, or being tafked o, Diflicult to console or comfort
. distractible
[ %
- Mesastal Pain, Agitation and Sedation Scale (upto 1 Month)
Kitessmail ~ Sedation Hormel 4 Pain / Agitatien
Criteria
-2 -1 ® 1 2
Crying No Cry with painfud | Moans or cries Appropriate crying Not] Initable or crying at | High-piiched or sient
brritadifity stimufi minimally with painful| imitable iniervais consolable | continuous ery
simufi Inconsolable
Behavior Stafe | Noarousal toany | Arouses minimally 10 | Appropriate for Restiess, squiming | Arching, kicking constanlly awake
stimuli stimuli ’ gestational age fowrakens frequently | of I
No sportaneous Litie spontaneous Arouses minimally / no
movement movement (not sedated)
Facisl Mouth is lax Winimal expression | Relaxed Appropriate | Any pain Bxpression | Any pain expression
Expressien | No expression with stimuli - Insermitent continual
Extremifies | No grasp reflex Wesk graspreflax | Refaxed hands and | Intermittent Continual clenched
Tene Flaccid lone decreased muscie | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone or finger splay splay
) - Body snotiense | Body Is tense
Vital Signs HR | No variabiity with | Less than 10% Within baseline or ltl.'@gnlm increase greater than 20% from
RR,BR 330, | stimuf variabiity from norma for a0, less than o
Hypoventitationor | baseline with simuli | gestational age s;o.mw. equalio 75% with stimuation
apnea stimutation - quick { slow recovery Out of sync or
. recovery fighting ventitator
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PAIN ASSESSMENT FORM e | O
Pain Score - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fachica Educated Intervention ign
0O Continuous | [J Acute O Sharp 3 Dull O Increasing | [3-fes Vﬁi L
Q'Q{w%m D’LLO = 3 Intermittent | O3 Chronic (JAching [ Buming | OJ Decreasing| [J No . ; [f" E
%”)’ ‘& lp;\-mU“D__ . O Continvous | 1 Acute O Sharp [ Dull O Increasing | Cl¥es Nl :
- O intermittert | O Chronic | £1Aching (3 Buming | [ Decreasing | I No - o7
O Continuous | OJ Acute | O Sharp O Dull O Increasing | LJ-¥es Nl k%joo?
39“”% bA6lio] — O intermittent | O Chronic | [CJAching [ Buming | [ Decreasing | O3 No PA 126
O Continuous | 1 Acute OShap CI0Wl | O3 Increasing | O Yes N A féL-
&n\&:\% & hees Q\Q —| O Intermittent | OJ Chronic [C1Aching [ Buming | O Decreasing O N~ —-’W
O Continuous | O Acule [ Sharp I Dull [0 Increasing E\ebs - '
0 intermittent | [ Chronic [JAching [ Buming | [J Decreasing | [ No
[J Continuous | [J Acute 1 Sharp O Dull 0 Increasing | O Yes.
O Intermittent | OJ Chronic O m ‘01 Buming | O Decreasing | O No
O Continvous | D Acte | CShap CI0Wl | O increasing | O Yes
O intermittent | [ Chronic [ Aching [ Buming | [ Decreasing | [ No
0 Continuous | [J Acute O Sharp O Duil O Increasing | [ Yes
O intermittert | I Chronic | D) Aching [ Buming | O Decreasing | CJ No
[ Continuous | [J Acute O Sharp O3 Dull 0O Increasing | [ Yes
O Intermittent | [J Chronic [ Aching [ Buming | [J Decreasing | [J No
[0 Continuous | [J Acute [ Sharp O Dull [J Increasing | O Yes
O Intermittent | [ Chronic [J Aching [ Buming | [J Decreasing| O No
Re-assessment

Frequency:
1. Every eight hours for all hospitaized patients.
2. For posi-surgical patients, patients with chronic pain. pabient with severe pain:
3)  Atleastevery 2 hours for the first 24 bours
¢)  Priof lo pain pain-relieving infervention.

Docu.No: RCH /FRM / CUNICAL / 152

b) Then every 4 hours.

d) Within 30 — 60 minute after pain refief intervention,

{PTO)
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PAIN ASSESSMENT TOOLS

. FUACC PAIN ASSESSMENT SCALE (1 Month i 7 Years)

SCORING
CATEGOAY
(] 1 2
) J (Occasional Grimace or Frown, Frequent 10 constant frown,
Face No Particutar expression of smile withdraw, Disoriertted quivering chin, clenched jaw
Legs Nmma_f Position or Retaxed Uneasy, restless, tense Kicking, or legs brawn up
_ Laying quietly normal position, Squirming shitiing back and TV (-1
Activey moves easly forth, tense Arched. aight, o Jerking </ {
s i y Moans or whimpers occasional Crying steadiy of sobs.
- , SCreams
—t— iy 1 i f E _su Cry No Cry {Awake or asleep) wnwrl . trequeni complaints '
o 2 4 5 [ .
No Pain M?-’m Reassured by occasional touching. ! }
Consolabilty Conte. 1, relaxed :;Wl 0 being tafked o, Difficut 10 console of comfort |
- I
- Mesastal Pain, Agitatien and Sedation Scale (upto 1 Month) ]
Assessment _ Sodatia Rarmel % Paln / Agitatien
Criteria
Wong - Bater (Pediatrics) Abeve 7 Years 2 -1 (] 1 2 ‘
l:qu No Cry with painfud | Moans or cries mmamuimuwumn Wusm-
Irvitability stimuli minimally with painful| irritable imervais consolable | contimuous cry |
oy simuli Inconsoiable
..,M mmm !nlm mmm Sehavior State m'mamm mwrl‘lylo Appropriata for Restiess, squimning | Arching, kicking constantly awake |
stimull stimuli " | pestational sge Avakens frequently | of
No spontaneous Little spontaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain gression | Any pain expression
Expressisn | No expression with simu - intermittent continual
Cxiremities | No grasp refiex Weak graspreflex | Relaxed hands end | Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone or finger splay splay
= Body isnottense | Body is tense
Vital Signs HR | No variability wih | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR,BP.$20, | stmui variabiity from normai for from basefine basefine, 520, less than o
Hypoventilation or | baseline with stimuli | gestational age 30, 76-85% wih | equalto 75% with stimutation -
4 - apnea simutation - quick | slow recovery Out of sync o
N
R T ——
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1 tairs 3 by i e e Bee Worur Right te & Salw Delwvery

oy |
I sl 2oy sl
Time:| 1Y) E N
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. t—f L}
without assistance. to completely turn selfl independently. independently. L‘l
2. Chaoirfast : 3. Walks occosionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day._but for OR walks frequently:
of physical activity’ Confined 1o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a '3
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 _j) 3 &
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to paintul stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit L,,
Sensory Perception diminished level of consciousness or {  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L’ é, f_f
pain over mast of the body surface. ahility to feel pain or discomfori over to feel pain, or discomfort in one or
half of body. two extremities.
1. Constontly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:

Moisture Degree

Skin is kept moist almost constantly

Skin is often, but not always, moist.

Skin Is occasionally moist, requiring

Skin is usually dry, routine diaper

ml:c;su;h;c:“ d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1 ol sfur 2 Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. }'f
FRICTION-SHEAR 1. Significan? problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: 4
Friction. Occurs when |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

Skin moves against

agitation leads to almost constant

assistance in moving. Complete lifting

assistance. During a move, skin

position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets s probably slides to some extent against chair independently and has sufficient
Sheor Occurs when impaossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L’ IZ Zj k—)
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3. Adequate: 4. Excelient:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

Nutritional Usual
food intake pattern

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products

minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eals only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy

for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if

maost of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liguid dietary take a dietary supplement.
supplement,
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
. Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :
“s;u:ymﬂ?‘" " <40 in a newbomn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nogr;ﬂo_tensive. :'xy;;!en s;}uraml t‘f
does not physiologically tolerate <10 mg/di; capillary refill may be < 10 mg/dl: capillary refill may be > § %';‘g‘“" 03; capiary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < ¢ seconds.

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

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

TOTAL SCORE

Not at Risk: 19-23

Evaluator's Nome




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule ) )
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear “?e’"a““g pressure matiress overiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
@ Use the Same Protocol as for “At Risk” Patients g
13-14 Moderate Risk 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 overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date : LA L1>9( e[ 2C
Time : - f 2z (L
1. Compiatoly immebile: 2. Vary limited: 3. Slightly limited; 4. No limitatiens: _ K
Mobility Does not make even slight changes- Makes occasional slight changes in Makes frequent through slight mmwmm :
in body or extramity position body or extremity position but unable | changes in body or extremity position position without assistance. L—‘ Lf-
without assistance. to completely tum self independently. independently. :
. 2. Chairfast: - 3 - | 3. Walks occasionally: (ﬂ“hmhm :
: i Ability to walk severely limited or Walks occasionally during day, butfor | OR walks ;
Activity The degree 1. Sedinat ; nom-existent. Canot bear own weight | - very short distances, with or without | Walks outside the room at east twice a z'f Y L(
of physical activity' | Confined to bed dndior must be assisted nto chair or | - assistance. Spends majority of each | day and inside room atleast once every "'r
) = wheelchair.” shift in bed or chair, 2 hours during walking hours.
1. limited: 2. Very Emited: 3. Stightly Hmited: 4. Mo impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or [f LF \'f-'
sedation, OR, limited ability to fee! sensory impairment that limits the sensory impairment that fimits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to fee! pain, or discomfort in one or
half of body. wo extremities.
£ 1. Constantly moist: 2. Very moist: 3 moist: 4. Ravely moist:
MDT:":}IQ?M Skin is kept moist almost constantly Skin s often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
P by perspiration, urine, drainage, ete. | Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing (_{, \-F L{
s 0 i:p;uosed Dampness is detected every time 8 hours. every 24 hours.
oSt patient is moved or turmned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. 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 almost constant assistanca in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequentiy slides down in sheets, chair, restraints, or other muscle strength to life up completely L‘
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 slides down.
1. Very Poor: Z Inadequate: 3. Adequate: 4. Excellent:
NPWormhﬁnadondaarﬁquiﬂs. rsunﬁquiddiﬁufmuefeeclhwrm. Is on tube feedings or TPN, which Is on a normal diet providing adequate
- or Vs for more than 5 days OR which provides inadequate calories and provide adequate alories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats mlneralsluraoeﬁﬂabwnmdmdl for age OR eats over half of most meals. most of every meal. Never refuses a ?)
Nutritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more 3
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day, servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 2
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. Eicelnt
- Hypotensive (MAP < 50 mm Hg; Oxygen saturation may Normotensive oxygen saturation may "
Oxy:::auus;?an 3 <40 In a newbomn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be """““."'BM- 0xygen saluration §£)
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 mg/di; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.

Severe Risk : less than 9 | High Risk : 10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

¥




Support Surfaces .
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due 4
; 1o 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 x
Manage moisture, friction and shear Alternating pressure matiress overiay ‘
Advance to a higher level of risk if other major risk .
factors are present
High density foam matiress (
Use the Same Protocol as for “At Risk” Patients g e (
e Macssie Bisk Position patient at 30 degree lateral incline using foam wed o pac for ok srwes f
e m
4 = s DI Alternating pressure matiress overlay l
-y 0
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam matiress
10-12 High Risk In addition to reqular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overiay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay
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NP e BRADEN 'Q" SCALE Hospital - | () snueceiosn:
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o, pu;'" Uriomip ' i
: PUSHPA !Amunmmuvm Dats : A0
Qmmn T =
mmebile: 2. Very limiied: 3. Slightly limited: 4. Ne limitatioss: -
v e even slight changes- Makes occasional slight changes in mmmm Makes major and frequent changes in :
Wy in body or extremity position body or extremity position but unable changes in body or extremity position position assistance.
assistance. to complétely turn self independently. independently. - 2
. 2. Chalrtast: - : < | 3.Walks occasionally: ;ﬂ#h“bm
. Ability severely limit Walks occasionally d , but for walks :
Activily The degres 1. Sedigat : mnimcam beg'rna:‘:n‘::eight m:mnmmrm Walks outside the room at least twice a 3 3
of physical actiayy’ Confined to bed and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
) : wheelchair.” shift in bed or chair. Zhundlﬂnmhlghoun.
1. Completaly limited: 2 Very Smited: 3. Siightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands. )
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort ihsmmdaﬂﬂlﬂmmuhm
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 ;T
sedation, OR, limited ability to feel sensory impairment that fimits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or f
half of body. wo extremities.
1. Constantly moist: 2. Yery moist: 3. Occasionaily moist: 4. Rarely moist:
”""“’";}J?“" Skin s kept moist aimost constantly |  Skin is often, but not always, moist. Skin s occasionally moist, Skin is usually dry, routine diaper
D il by, berspiration, urine, drainage, et | Linen must be changed at leastevery | finen change very 12 pones changes; linen only requires changing
sw e;f Dampness is detected every time 8 hours. every 24 hours. Lf
L patient is moved or turned.
FRICTION-SHEAR 1. Significant problen: 2. Problem: 3. Potential problem: 4. No apparent problem:; /
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction, without sliding against sheets is probably sfides to some extent against chair and has sufficient
Shear Occurs when impossible. Frequently siides down in sheets, chair, restraints, or other muscle strength to life up : Lr
skin and adjacent bony bed or chair, requiring frequent mnxnmnsmmm 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 slides down.
1. ery Poor: 2. Inadequate: 3. Adequate: 4, Excollent:
NPOIornﬂnuinoﬂunaaarﬁqulds. lsonllqmddinormbnhodinqm. Is on tube feedings or TPN, which houamuldidpmvidnqadaqm
- or Vs for more than 5 days OR which provides inadequate calories and provide adequate salories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats mlneralsforaneﬂﬂalhmﬂnqufdl for age OR eats over half of most meals, most of every meal. Never refuses a
Nutritional Usual a.complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake patiern than half of any food offered, generally eats only about half of any (meat, dairy products) each day, servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. C{
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. Lf
per day. Takes fluids poorly. products per day. Occasionally will offered. ]
Does not take a liquid dietary take a dietary supplement.
sSupplement.
1. Extremely compromised: 2. Compromised: 3, Adequate: 4
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may . Excellent
ﬁss&:;;::;uﬁs:;n & <40 In a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation V
does not physiologically tolerate <10 mg/dl; capilary refill may be < 10 mg/d; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH s < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

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

| Notat Risk: 19-23

TOTAL SCORE

Evaluaior's Name
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a Support Sarfaces
‘Risk Score Category Action (Please Nate: Only required for children who are deemed at risk due
' to altered mobility, consider occwaﬂql_mrmy referral for advice
Regular Turning Schedule ) |
Enable as much activity as possible High density foam mattress
15-18 At Risk 3“‘3'3‘ the heels . Gel pads for high-risk areas
. se pressure redistribution surfaces ;
' Manage moisture, friction and shear Alternating pressure mattress overlay
Advance to a higher level of risk if other major risk
factors are present
\ e o Proi (o “At Risk” P High density foam mattress
* se ame col as for “At Risk” Patients .
e Modert fisk Position patient at 30 degree lateral incline using foam wedges S8 o T
3 " e ¢ Alternating pressure matiress overiay
\ Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overiay
. Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
T e — =
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Childrerln’s & BirthRight MRD NO ﬂn,?;?*ww "‘"*me:
Hos pita . BY RAINBOW HOSPITALS P USHp4
1t takes a fot to treat the fitte. Your Right to a Safe Delivery AQO o / /”/ l I III II ”I/l”// ex:OMOF
I//
[ PHLEBIT'S ASSESSMENT j \Consultant v B T T ...D
CANNULA 1 CANNULA 2
Date: 27 é) b,f) Time: zf S})r{) Date : Time:
Location : 5’9‘_% FﬁﬂQJ'C( Coa’Pc% Location :
Size : Size :
Cannula znserted by : grw ‘_ﬁﬂ L&DO A Cannula inserted by :
Date | Time [Phlebitis llnﬂltrationl ans | Sign | | Date | Time |Phlebitis [inftration| M | sign
I 471N intervention Intervention
o 1P |oes Do Gives O PR [TU [IYes ONo| OYes ONo
) OYes Oje {OYes v | eS| 0 OYes ONo| OYes ONo
ﬁp'ﬂ\ OYes OND{ OYes Doy A o OYes ONo| OYes ONo
OYes Qo fOIYes uu}rj\g«f@k Nid OYes CNo | OYes ONo
]pm OYes 2 | OYes 20| ) Sowke]l () OYes ONo| OYes ONo
%\b\g@_% OYes [0 | OYes BNo W Q]m OYes ONo | OYes ONo
M _|OYes BNo | OYesEINo Lw) OYes CNo | OYes ONo
A |y OYes 210 | Oves 26| ehitva | - A OYes ONo | OYes ONo
\ ' h OYes @No'| OYes o] ,.E,\.P _~ OYes ONo| OYes ONo
|1 OYes OjNo| OYes Os] @] | '%5 A OYes CNo| OYes CINo
OYes NG | OYes Oo| DA ( OYes ONo | OYes CONo
A D)\oves one | Oves oe| bhd”| &) OYes CINo| OYes ONo
| £ N [oves o] oves oot | OYes ONo| OYes ONo
10' P loves iNo | OYes o] A ikl OYes ONo| OYes ONo
o AT10Ves o | Oves o] £) E’éL P DYes ONo| OYes ONo
) ';07’/ DYes 2R |Oves @fo| A7, 2% OYes ONo | OYes ONo
40 (O] @ 1) Ovesins | oves o] @ L/ OYes ONo| DYes ONo
" | oA\ [OVes Dol Tves 6| o (o OYes ONo| OYes ONo
T OYes QNG| OYes Dm % OYes DNo | OYes ONo
OYes @No | OYes nrgoagw’t" A [Yes OINo| Coes CINo
L DVloves oK | Oves On | AN DOYes ONo| OYes ONo|
YAP Moves 0o Dves O, lm,ﬂ/ pi OYes ONo| OYes ONo
3 AT A oves @16 | Oes “;% OYes ONo| Oves ONo
* oves @u«ﬁn@u&‘% CIYes ONo| OiYes ONo
OYesONo|OYesONo| .. A | — OYes ONo| OYes CNo
DOYes O N5 OYes ONo| OYes ONo
_—BYesEINKTIVes ONo ) OYes ONo | OYes ONo
Cannula réfioved N@fes ONo! if yes date and tlma‘sﬂ% Cannula removed : CYes ONo, if yes date and time :
RX any initiated #Yes ONo ONA If Yes specify- b RX any initiated : CYes ONo OINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_ PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebits finfitration]  **">'¢ | Sign || Date | Time |Phiebitis |inftration] M09 | sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYas ONo [lYes CiNo| OYes OONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo [OOYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONoj OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : CiYes ONo, if yes date and time : Cannula removed : (Yes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any,initiated : OYes ONo CINA If Yes spectfy
Phlebitis score: Phlebitie score: -
NOTE : # To be assessed within 30 minutes of insartlon. e
# Every 2 hours if on fluid infusion. U
# Every 4 hours if only on IV medication.
( V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) R
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
?i“g::;:l pain near |.V. elﬁmnaar L.V. Site ;ﬁg:?n“along path of :vi g::: ﬂm&? : ‘;wdpgirﬁ mmmgfm
site or slight redness | # Erythema cannula ¥ Erythema | cannula % Erythema | cannula % Erythema
near LV site * Induration * Induration ¥ Induration # Induration
# Papable venous cord| ¥ gﬁpﬂg‘ venous cord
| OBSERVE CANNULA | OBSERVE CANNULA i BEMOUE %&Emogm %Ww %mm )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

GUC -0

i IIIIMII/ i IHIIIII Reidven's | @ BirthRight
Hospital_ | @i

-~

ves—No Healthcare Literacy: Yeﬁa/ﬂdil

Part -1 :
Patient's / Learner Language: .. Tm} _ Patient / Learner Literacy: 234@ ﬂe l".Speﬁ Willingness to Learn:

\dentified Edugation Needs: ' 10, Fall Risk Education

7)9 | 3—[’”@”” 6. E:‘de;ggmmca;m ;wedeEWflmmm
agement 1. ection Control Measur
Vmcm 8. Diagnos!icokstl Pmu:ed:sras 12. Patient's / Family Rights
2. Treatmont and Caro 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrion / Diet 13. Risk/ Setety
Part - Il
Use codes from the list in part Il
Date Tme | e g Information Taught e Conneits, | SN/
Person Taught 'i'm Teaching Tools mhw Understanding d
e FliGited] © et
h|lo-20 8 C"OJV okt NO nora | votk| |G g
W\Bb YY) | (T fﬁéum tu aboul /om Wt IMTOM— o?ﬂl p o8 7P
PE [ﬁ:‘l& € PN @ﬂ} u A wu“:e Vs i) (Fahq‘k N cmal N\ ot )R Pl G ocwc‘ Rty
;m,h}uz‘g copm €A eﬁ; W ; }qumﬂ VU Vel hee ‘f@ Eje ,E tgﬁgu
" [N

g Q\"b\ ol % Nong_ il
S X ._ ‘(% ; \13<d wf O )Jmm N | Yedibd 4 ‘?wﬂ ~ st

Part - lll: CODES e

Who was laught: PT: Pfenl F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver u:oma{Specﬁy) ........

1. qumasxﬁm 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficuliies 13. Cultural/Religion Practice

11. Beliefs and Values 14. Others (SPECHY .....ccooecoimmniiomneres

8. Responsibilities at Home

2. Physical Impairment
9. Cultural Diﬁumces)

3. Emotional Barriers 6. Desire / Motivate to Learn

12. Impaired Visiony or Hearing

Teaching Tools Used:  A: Audio  D: Demonsiration V. video ol P Printed

Whmmh
4 3. Reassurance & Support 5. Respect values & beliefs

6. Respect Cultural / Religion Preference

7. Other, Specify

2. Obtain transtator A Teach Family / Others

Understanding: K/érban_zes Understanding 2. Demonstrates Understanding 3. Needs Review
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children's | & BirthRight
Hos p ital BY RAINBOW HOSPITALS
It ke o bt To treat the e, Your Right to a Sate Delivery
Part- L. : . _
Patient's / Learner Language: ............cewsimereesemmsiaisens Patient / Learner Literacy: Read Write Speak Wilingness to Learn: ~ Yes  No  Healthcare Literacy: Yes! No |
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Management 7. Infection Control Measures Safety -
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part-
Use codes from the list in part 11l —
Need ; Designation
Date Time \dentified Information Taught - ‘ Mechasiamls Comments Signature
Person Taught Barriers Teaching Tools tohna\:?ir:ar:a Understanding
Part - lll: CODES
Who was laught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECHY) -.cvurresrammriserseisssissssssssssssssss s
Learning Barriers: >
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (SPECHY c.coveviinverieimrimnnssis st erese
3. Emational Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Videa 0: Oral P: Printed
Mechanismy/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, SPECHY ....oviiciiamiismrrmmsnssmnisannines TR o o R e
2. Obtain translator 4, Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demanstrates Understanding 3. Needs Review
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
>OSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date...... <k 3 1 R
Pre - Existing Risk Factors Tick | Score
Previous VTE (except a singie event related to major surgery) “
Previous VTE provoked by major surgery 3
Knawn 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 gstrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) |1
Age (=35 years) T
Obesity v'£ | tor2
Parity = 3 1 J
~.gloker 1
Gross varicose Veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 3 1
ART/IVF (antenatal only) 1/ 1
Multiple pregnancy 1
Eesaraan section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Ellbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.g. 3
appendectomy, postpartum sterilization
|—Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total _ 62
Signature of the Nurse Q [N '-—F;:l i (AZU- 0|67
Action Plan

Docu. No. : RCH / GDY /FRM / CLINICAL /116
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

v Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks,

v If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

v’ If admitted to hospital antenatally consider thromboprophylaxis.

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

.
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W o B CirtRighe
"PATIENT TRANSFER FORM Hospltal o
N 1::;}%:{::::;:: P18-0003521 Date & Time of Aani‘ii:sion I(& Time of Transfer 0r$r
Dr. PUSHp, "‘“l‘!ao b go ™
i 710008 a1 pm
I}!’!”y ”l”mm””” Transfer Ordered by Reason for Transfer

Dr initha

pbg Vo tTon

From Unit

Y

To Unit

a\Va g

Information to Attendant

YesE'7 No [}

Number of Sheets in Clinical File

'\D\mlff f

Number of Imaging Films

CTUT

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[] N
_ﬁ[(’ LB If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. Item Name Quantity

1
2.
3.
4.
5.

Shiffin_g Summary / Notes Written by Doctor ;

[%S%f%é@ +o way G{

Yes

No[]

Name & Signature of Person who is Tr

Qrm o

ferring

Dy

Name of Person Ordered Transfer

yiniiha

Patient & Clinical Records Received by :

r%}p“’ﬁ\sw

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

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

[] Nurse not Available

[C] Available Bed not ready
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Rainbow"’ . .
Children’s ® B‘“hﬁ'?ﬂf
i BY RAINBOW HOSPITA
 PATIENT TRANSFER FORM Hospital _ | () srumeonosms
GUC-00093155 1P18-00036216
Mrs RAJESWARI
g nrannRe Date & Time of Admission Date & Time of Transfer Order

VTR | onbbb ab o | 2t aki13pm

Treating Consultant Name Transter Ordered by Reason for Transfer

pH « puitPa D panithed -~ Jol

From Unit To Unit Information to Attendant
Yslr~  No[d
+1h Flooy L DR
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

1T (o ’@ over to attendant
jL]P P()b y 4% (FM Yes[~  No[O

If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. tem Name Quantity

" | gy Supaol €.

. omd NV @ -

> Lot Jd [ mothor ¢ hnﬂﬂ@ D)

¢ pac o L (D

5.
Shifing Summary / Notes Writen by Doctor:  Yes[Z¥~  No[] | ~l

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

©
X (\,\adwm 4, W
Patient & Clinical Records Received by :
g % i o

, omo"’
b
\ 5
Date & Time of Patient Received : O??{ \ P""

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







::J'G-Rn:::::::u IP18-00036216 )
- i .&lﬂﬂﬂﬂa}( R& ? 1H:UL:;AMA:Jm:vm(F] P
SURGICAL ............... o RTTTTaT Gender : ......... = _ —
SAFETY CHECKUST x?esf:;ﬁ:m oy %ﬁﬂm “mimmmlm“lmmm]“ irgery Name : .. SM s EEI‘ES?E!E'S o Emm
Scrub Nurse : . S(Ai 7 ; | Date: g,g(gﬁﬁ intime: o0 1oa 2 . Out-time : . 31,2%_‘) R e e e 3 Yo gh 3 S Oery

Before Induction of Anaesthesia > >

Before Skin Incision » >

Before Patient Leaves Operating Room

Yes, and Adequate Intravenous

Access and Fluids Planned O¥es ONo ONA
Blood Units Reserved OYes fHto ONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? ?Yé ONo DINA

Signature :..

e

o Oyl

Name :....

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 checked.

OYes gﬂa ONA

OYes OWNo ONA

B@No

NAINE ©ovoviieeeee e Noreesrsrssgfonense Nassssssssonarsmasssnnsansssnenses

SIGNIN  Time.e2:0.2Hn TIME OUT  Time:... S {o4f SIGNOUT  Time....... 3.1 080
Patient Has Confirmed - Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _O¥es ONo introduced themselves by Name and Role.&xYes' OINo The Name of the Procedure Recorded ~_Di¥es ONo
Site /WS ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure )z‘ﬁs- ONo Nurse Verbally Confirm Counts are COrrect (or Not Appﬂcable) _pfes ONo ONA
Site Marked s ONo ONA Correct Site ] ONo patient name) OYes pﬂe—'ﬂ NA
Anaesthesia Safety Check Completed ~ 0¥eS’ ONo Correct Procedure }m—n No Whether there are any Equipment Q(
Pulse Oximeter on Patient & Functioning Cl¥esTINo Anticipated Critical Events Problems to be addressed }Qﬁ o ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes N0 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Steps, Operative Duration, What are the key concerns for recovery
fficult Airway / Aspiration Risk? Articipated Blood Loss? O¥es ONo ONA | | and management of this patient? es ONo
Yes, & Equipment / Assistance
Available }Ye& ONo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? (DA‘E§T:IN0 ONA
(7mi/kg In Children)? Nursing Team Reviews:

SIGNAUIE :...ovcovsneenrnnFoonen N QLT

Do

NAIE sscaccasinasssonsanssansonse

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







PRE - OPERATIVE CHECK LIST il ““”Ilm““"

GUC-00093155 |P18-00036216
Mrs RAJESWARI

14-08-1891 MYIWOM14D (F)

> Dr. PUI

. PA BALASUBRAHMANYAM
L [}

[N

lirthRight

t RAINBOW HOSP!'I’_A_Lé

Nk e e, | ngm"??s_'w:_wu
g . Dale&(flr"’?b
Patient's Name : MRS . Ea’fo's OO G0 L e gender: (M [LE-
Blood Goup: ... . uho .. SIS
Planned Surgery : PR VA ... Surgean : ALW
Anesthetist d}}}}@&cﬂn}w ate & Time of Operaon .. 228 | §\zs. o L
Tick Appropriate Boxes
To be filled by Nurse Incharge | Senior Nurse
S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? ool
2. |s the patient fasting for over § hours Pre-Operatively? ﬂ’ ol|g
L\a. Check Pre-OP Investigations & Resutts (CBP Blood Group, BT, CT, PT/APTT, | [A") [ O
f Viral Screening, CXR etc) available before starting the procedure
4 | Enema given/ Bowel Preparation Oohkerl O
T Remove all omaments, etc and sterile gown given \Q’ ST ED
6. .ls alood arranged as required? a \’Z O
1= \f Blood has been ordered - is Blood bag ready? O|or O
o || IV Cannula to be placed/ IV fuids f Indicated ol 0
9. Pre Anesthetic consultation with anesthesiologist ;}* old
10.|  Pre Medications Given? (Sedatives / etc) ‘;2’ Oo|g
11.|  Skin Preparation L2 Bl
12.|  Steismarked 27010
| e GEIE
14. | = implants are avalable wZingEn
15.| | Equipment is avaialble g’" Oo|lg
16. | | Other (if any) D/ o\

Biliing Clearance taken

Billing Executive Name : . \ “ Nurse In-Charge Name ...

Billing Executive Signature : . ?‘_“\”Lfﬂimmre of Nurse In-Charge ;

Date & TiME & wouurerneeee Date & Time - ... &%\'&\ﬁb e 1N

- -’E if any of above is ticked "NO" Discuss with the registrar / consultant immediately

\

Doc. No.: RCH / FRM / CLNICARLI0Z .
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Rainbow"

INFORMED CONSENT FOR SIIRRFRY OR ﬁl;isldlr:ar;'s @ Emr\‘jﬂ”
g SPEGIAL PHU;E.:%:W‘” 34YIOMI4D  (F) ._._E_"_ Tour g 3 Dy

Patient Namem“mﬁﬁfmmmmmfﬁ Gender; O Male O Female Age:..t....

UHID NG corvee e 0711 SO

Instruction:

This consent form should be signed by Patient (1f an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form Is to verify that you have received this information and
have given your consent to the surgery of special procedure recommended to you. \

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

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

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

N0 9118 PO qu@ﬂa“%wmm)
| 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 art as a sclence and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to 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,
benefits and side effects related to such alternatives, including the possible results of notreceiving care or treatment.

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

My signature on this form indicates that

1. 1have read and understood the information provided in this form '

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

3. |have hadachanceto ask my surgeon questions.

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

5. |authorize the consent to the performance of the operation or procedure.

Name of the Doctor who s performing the Surgery/ Procedure: D’YYML:‘M&'
Consentee : ¢ Patient Attendant :
Signature : [JM%M LTI IR ot DO
Name : BASE.. RO Name ... 0 MO RO s
Date & Time : 93|b 2.4....aut. 0088, Relationship with Patient: ]1;-14 sheadd

Date & Time : ... 281 6326 64 20 h e
Wieiass: Doctor (who is taking th y:
SIGNAIE : <oveeverrrseescssssmrssmsramsssssssssssssssssssssssasasss Signature : W{W’ .......................
NAITIE © oovvorvereersssassanseesessessessasssasssesssassssnsssssssssses NAME oo @ l’\'%\y"w ......................
Date & TIME © coovvoeeeesoosernressssssessseassssssssessssasee nate & Time : ... AP o(o['bo%@

Docu. No. : RCH /FRM / CLINICAL / 027







\

=

GUC-00093 . Rainbow® ® - -
CONSENT FORM Fisioss  siigocsesn Children’s BirthRight
14-08-1994 MY 10M1ep Hospital . BY RAINBOW HOSPITALS
o Dr. PUBHPA Mu'mmvmm It takes 2 fot to treat the e, Your Right to a Safe Delivary
Patient Name : ..o I” IH mu mm""”mm ’” ’I’ Age: ... Gender: Male D Female OJ
L o R TR TR POONVIBE oo oo ra S
Anaesthesiologist : ?&PQ YD HA AN 11Y..{ Operative procedure planned : tmﬁmlﬁi\‘wkmﬁ&
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA (CLMENT ks ArBAN 3 Bchon)

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

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

O Heart disease O Hypertension O Diabetes mellitus 0O Renalfailure

O Hepatic disorders O Shock O Muttiple organ failure O Polytrauma/ Renal Tubular Aacidosis
Lincapacitating Cronic Obstructive Pulmonary Disease [ Others - MFOYﬁthr‘{j{?QA'OHCﬂT‘DH\,PO P W

* Doctorto documeminmedicairecorda!so'rfnecessary (Cross-outif notapplicable) ron V) DEGaTv P70 |

DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation/ Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( /2 Regional / O General Anesthesia / CI Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia. '

lunderstand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficutties, asthmatic reactions, headaches.

lauthorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, changing from regional to general anaesthesia étc), which are considered necessary by them during the course of
surgery.

Thatl authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
andimmediately thereafterin need arises.

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

I have been explained all my queries in the language understood by me,

Patient / Patient Attendant : Witness : M

Signature : m;M&g@& SRR Y o ciaciosssniiisassicstisnnismsizicsinsion o
Name “\M‘,QM}\U_LLLJ' Name : V\MUKUD’{@&N&
Relationship with Patient: iBIb\QKx Date & Time : ..... &Elﬁb&ﬂl%m
Date & Time : ’Pukkw

Doctor (who is taking the consent) : N
Signature : ....... (__&\/;HW ................. Name : tgvTB\A/‘QC/OAMCN‘) Date & Time &D{El‘-\a.

Docu. No. : RCH / FRM / CLINICAL / 021
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GucC- 0009315 L BM}B!\S %

M . meswm inbow”
pepartment of Anaesthesiology mmw L O idren’s [ Blrtthght
ﬂRﬂWHﬂSPﬂaLS

PRE-ANAESTHETIC EVALUATIDN \\\\\\ \\“\\\“\\“\\\“\“\\ spital | T

Narrie: u“ YL 2 14 5 G—
[ S0 2. & Mot 5‘2 n Uf]{ Lacy . -

Proposed Operatmn

-

Anaesthetic Plan: CmAC RQAEGIONAL CIGA-ETT CJLWA '
e Patient. es o No

Peri-Operative Plan Explained 10 th

Pre-Operative Instructions:

1. DVT Prophylaxis :
Waier:’ QRS 2 Hours

2 NIL ORAL o
thers
3. Informed Ccnsew/gg;nd::}ﬂtgh Risk
4. Post Operative pPain Manage O Discussed with Patient

5. Other Instructions:

Signature: ....

Docu. No. : RCH [FRM / CLINICAL / 044




[ e R — CHART  Children's P -hRight

__Pre Induction Assessment:

I 7 iy [ ] Aowbiorc
£ S s, 3 ‘;L;T“
)
{
) Iy
Biood [ nss
NOTES

Induction
Ow O inhal
O Pre g, Onrs
0O Others

00 Mask [0 s6a

O Airway 0 oral 0 Nasal
ETTe . T

....... ; 0O Oral Onasf Doy Parasthesia [] yes ONe
s Ly O Tracheostomy [ 7op al Catheter atskin....._ _ em
. Leave OR: g[ L SR s Drug Name & ¢ ;_‘ge,osz' v S.f (H)
O Ventilator R Anaesthesia; O Awake O Direct vision Bows: . £ & ‘-l.-ﬁ-. 'f (o] ‘
] Nerjnmurarm O Vvideo Laryngg Py O Stylene / Boyge intysion fz 2 :
‘ Block Leve) S
- d Blades Atempts: ; B M
O  Pressure poi 5 Checkeg Oiticury iy [ " L Gomments............... 0, ALK e
Transportation o
....................... ) ; O sitar = gs Qeacy ﬁ O Other
Y O Serni-giny d Cirgle Relaxant Reverseq Oves One Om

e sy

Closed g T
g 0:::0 e Name of the Dogtar - fo'l ..... R"Uz X . K\

’, i
Signature of the Doctor

\SUGAH>

[

p—— T T —
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. Rainbow’ kA
Qi (d'f Patient Sticker l Children’s @ girthRight
T~ Hospital BY RAINBOW HOSPTTALS
A y ks o Kt 10 et e IO, Soor Fight 108 Sae Dalivery
“?UST-ANAESTHESIA CARE UNIT RECORD
L]
.................. Time Received . "wﬁ-ﬁ Time Discharged : 23'\—9!)..,-\
i
w - 2 e s e
Z S (Bo o
bl Nasal
& O S B *
: famaseeeh
% ========= :;ou \:;mitr-u: OvYes OIhNo DIUG: st T
Tube : Yes No
i A = | i
! 2 7 o o
" EEEEEE = ™ o o
Luj =======- ;;;q Chest Tube: DYes ONo
-
& e En n I b aws B
- e | wes
u_ --..--- m i T
o EEEEEREE 50 S ——
o« ----I--. 40
v A 52 EEEE 30
B T 20
--.--l-- 10
EEEEEEEE 0
.--.----
POST ANAESTHESIA SCORE | MINUTES
pmnrp st N e T | SCORING INTERPRETATION
ﬁ::m;wmm:‘:ﬂm 23 ey ; ‘ l A Minimum Total Score of 8is Required for
mumum-mmmcm =0 Discharge
m“::;“m“f‘u’:é‘ﬁ? - =1 RESPRATION L7 Y ) , S
Apoeic =0 Exceptions to this, aré 10 be explained in the
& i?&":mm "2 CecUATON o ) space below by the Discharging Physician:
| ep=oPu Anaesthetic love =0 il
e oncaig =2 cowcorssess | Q. 2
Not responding =0 —=1
Cyanotic =0
o e B
T 0

Pain Tool Used: onNPasS DIFLACC [0 Wong Baker

g e

Anaesthesiologist Name
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name
PACU Nurse Signature:

“ate & Time:

Reassessment Frequency:
1 Every eight hours for al hospitalized patents
2 For post surgical patiert, patient with chronic pain, patient with severe pain
a Ewahwsiurim 24 hours
n. Ater 24 hours gvery 4 hours
c Prioe 1o pain reliving intervention
4 with in 30-60 minutes atter pam rehied inlervention

Transterred 1o Unit by (PACUY: .covovocvs RALER .scsimes

o T A— &gfﬂ [Ibb i
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. o Rainbow® T L
| Patient Sticker - = Children’s 3 Bll'th -
- = Hospital ._m“m
¢ It takes 310t o tret the i, Your Right 10 2 Safe

Department of Anaesthesiology
EPIDURAL ANALGESIA R-CORD

D! oo Time: ... Procedure done by .......... . .~ -1 AN

CSE /Spinal /Epidural Position : ... . Space ....... . Technique“(LDRJmS) ..................

Depth: ... e Catheter at Skin: B et L CE R R |
Parasthesia : Yes/No if yes R S A

Solution Composition - s

Any other issues - W
s e
T

Infusion Rate Level /| Maternal !

Time (m'n,",’ Bolus (l’l‘ll} Lan Hig _BP Pulse FHR

Delivery Details - Time: ... .. APGAR SvD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip P et
Patient Satisfaction - TR,

Discharge /Shifting ordered by,
Doctor Signature: ..

Docéd-r Name:
Date and Time -




GUC-00093155 IP1B<00036216

o z;;zs:?wm 34Y10M13D  (F) Rainl:f"&w' .
: t. PUSHPA BALASUBRAHMANYAM H ! B.rthRi ht-
BN ([ Children’ | g zmmmmnsrs

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 9%}6)?5{) Time of Arrival: KO&Oﬁm Time Seen by Nurse: [030?%0

1) Level of Consciousness: Conscious O Semi-Conscious O UnConscious
2) Chief Compiaint (Reason for Visit): (Circle the item as appropriate)
01 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Wa%
O No Fetal Movement mﬂﬂaason: CONPIC&QIES@J 0] PM"L&

3) Vital Signs: Temperature: C[i? Pulse: @MR &Qbimspo,: f[a” BP: (12 JF3 weight: g’ﬂﬁ

- 4) Gestational Criteria:

Gravida: G 92 - L — A )

LMP: IO“C’I}E EDD: /%}’TZ;L{; Gestational Age: gff;’}‘}‘fdo-by
Uterine Contraction OVYes | GlNo~ | O NA | Onset Time Frequency: !
Membrane Rupture OVYes | o | O NA | Onset | Time Fluid Color:

\!agil;al bleeding DOYes | ONo | ONA Onset Time Amount:
] o | e | DA | e | e ek Hestade Vil B!
Good fetal Movement ?é ONo | CNa | f Nospecity

5) Pain Screening: Numerical Pain Scale (NPS)

™ | [ | l | | l | l |

I I ! I I I I ] | | 1
1 2 3 4 5 6 T 8 9 10
No Pain Worst
possible pain
® Location: N (L.
© DUration: ........ccoeeeen VL C——— Days / Weeks/ Months (Strike out which is nat
applicable)

© Character: i £
o Frequency: H\ ¢
© Interventions: ............. 1\ If,/

6) Past History:
a)  Surgeries: &Wj:f i MUI@Q’JQSE .%QOI)Q’T:Z)..EC}. b Shao(apmﬁg?y. /'D,E
B)  MEGICAl ....evvrrrierinneneess 5‘5“‘-}«&.) Ll'f—,f—%ud

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




Fatlent Sticks;

7) Allergy: O Yes Eﬁ(nY&s

8) Current Medications: Prenatal Vitamin

one O Others: ...

9) :zr'aym Medical History:
None [J Gestational Diabetes
O Chronic Hypertension O Low placenta
[J Gestational Hypertension O Others if yes, SPOCHY ciicvuciicaiisisissiinnmmmonsonesnarsssons
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIA GE ACUITY SCALE (OTAS)

a Cateuory I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II; Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

oc ry ll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
mzﬂ?t:::ry 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 (0TAS)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{Hetm:llul Immediate < 15 minutes <30 minutes < 60 minutes = }%‘},:',,,,
Re-Assessment c"“““"gga"“""‘ﬂ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Slgns of Active Labour - Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth {ﬁmgi PPROM <37 | >37 weeks SROM > 37 weeks Pregnancy
8l
Active Vaginal bleeding Bleeding associated with Biseding associated Spotting
Blseding with/ without abdominal cramping (<spotting) with cram
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertansion > 160/110
Hypertension | Seizure activity and o headsche, Mous o
disturbance, RUQ pain associated signs an
symptoms
Atypical FHR tracing,
Abnormal FHR tracing
nt abnormal dopplars
reathsessmart | on e Movamen Diseased fotal movement
©Acute onsite severe ®Major trauma oAbdominal/back pain @0ngoing assessment ®Anything that does not
Others pain @Shortness of breath greater than expected in from out patient clinic seem to pose threat to
®Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Flank pain / hematuria work) oCervical ripening
®Cord prolapse @Nausea /vomiting and /01| eMinor trauma (minor | @0ut patient placenta
®Severe respiratory diarrhea with suspected MVC/all) ‘4 previa protocols
distress dehydration ®Nausea/Vomiting and /o) @Pre-booked visits (ie Rh
®Suspected sepsis diarrhea and progesterone
' .dysmdcough fever, OAsssssma":sz versi
L " L w m
chiils) ®Rashes

Time seen by Doctor: ........ :.D Yﬁ{%&dﬁa [ '%
Nurse Name : S]{f\(trf "Dlﬁ’l?@ Nurse Signature; Sl i %;bﬂo

Date: Q%M’bb Time: {b}o;:}n)
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Rainbow’ . _—
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
It tokes & lot b trast the e, Your Right 1o a Sale Dalivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: .......e#

olebb...

Baseline Information:

Admission From: CJER DO 0PD [ Admission Desk l'}( T - }D)«? .....................................

Primary Language: O Telugu O English O Hindi E’ﬁars JoAM/ }

Dnyouraqulreanimerpreter? O

Source of Information: ent [ Family [0 Others

Personal belonging if any: I'}Jm O NoseRing ClBangles [J Ankets  [JFinger Ring [ Bracelets

N ... 5 112 R ——

Alergies: DYes m_ua/u odcaons O Blood Tranfusion  C1F000  EIOMI: e

Chief Compl .(CLLA.&E ...... ﬁfe{' ....................... Doctor Notified on Admission: Im‘eg/No

cﬁ ;LDLD Name of the Doctor: . P2y 1Y s &6\.&1‘@9*
e eessstsies . TiM@ Notified RN 1, < - ) —
/
Past Medical History: Obtained From Dﬂéem 0 Family Member [ Medical Record [ Other (SPECIfy) ......oovvrvrveee

Past Medical History

Past Surgical History Previous Hospital Admission

Faud |

TUL bhycles

Gppada T

- Endom@AdyCos s
20(¢ (ﬁngnogh"i
Hx{s fotolepyoscop

i

~2023 ~-Dig ¢ Stotp
) (u}Dn ¢ fod
L T - ., LMP:.!Q.(.(.Q/ZI# EDD: j%‘)”,tb:f: Gedtational age during admission: 35‘-—!—}15@1/5
Contractions: NS ssseiisinn - Vaginal Discharge: .......
Obstetric History: L) E— T U A ,! ........... Previous LSCS . Ju [ L,
Height: ) H.%.Dﬂ'ﬂ‘!eight: 3 Jee M 32’ ]
Temp: .... o 2F . Cf ..... Q Qb{fm gp: .L]R. ?‘2 Sp0; ... f:';g /1

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

[0 Hypothyroidism

O RhIncompatibility [0 Fertility Treatment

[0 Hyperthyroidism

O Previous LSCS [0 Preterm Labour

[0 Hypertension

[ Gestational Hypertension (1 Others: (Specify)

O Diabetes

O BadObstetric History

0 Anemia

03/ Obestty (BM)

O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 138
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Patient Sticker

Family History: O normalities Detected

O Héart Disease [ Hypertension O Diabstes [3J Stroke O Seizures [ Kidney disease
O Liver disease O Other.

Pain Assessment:  Pain: [ Yes o (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: CYes  OwWe” Score..... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: OlYes Mo Score.... (complete the Braden Q Sheet)
FUNCTIONAL SCREENING: fa patient needs assistance with any of the following inform consultant
£ Mobility problem [ Walking Problem mnormalﬂy Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL EENING: _
Dlhwr(el:hfn CJ Poor Appetite > 3 Days ' QNeedsThempgducDiel.'j'._. :
O Under Weight [J Diabetes Mellitus 01 No Abnormality Detected -
Inform consultant for positive criteria
PSYCHOLOG SCREENING: '
alm & Cooperative [ Restless [ Depressed [0 Agitated O Confused
O Others SRR
Inform consultant for positive criteria
SOCIAL SCREENING:
1. Marital Status: [ Single o % O Divorced 0 wid
2. Special Habits:  Smoker: (1Yes [J Alcohol Abuse: [JYes EI—No/qw Drug Abuse: [JYes Eh‘(
Social History: Lives With ﬁtmzlg .
Orientation has been given regarding the following aspects:
Call Bell in Reach : [J¥és [ No Waste Disposal Explained: ?s ONo .
Infusion Pump:  [JYes” TI No Hand hygiene Explained: Yes [ No O others
Above information given to delﬁﬂ,(‘ ............... s :
Name of Person Orientation was givento: ... Mas.:.. Qfﬁff-ﬂﬂ

Orlentation not given Reason: ...

Nurse Signature: ..... &CN

s e ... Sl s sl o 16
Date & Time: Q—"‘Hb :lf)d.ﬁ"lﬁﬂ)
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Ralnbow . S
Children’s & BirthRight
Hogpital . BY RAINEOW HOSPITALS
Tt takes & lot to treat the litle. Your Right to a Safe Delivery

__ Mrs RAJESWARI
14-08-1981 4YIOMI4D (F)
l’*‘s"T‘ ‘l‘l‘i'iis”ﬁl‘i‘l‘l’iﬁi‘i‘l‘l‘m“ Date & Time of Admission Date & Time of Transfer Order
QI e @03 Pn | Z5lups ad oo
Treating Consultant Name Transfer Ordered by Reason for Transfer
o R Puitior | i
From Unit To Unit Information to Attendant
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
[ over to attendant
//i 0 ﬁd\ Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2
3.
4
b,

Shifﬂn_g Summary / Notes Written by Doctor :

Yes “[I/ No[]

Name & Signature of Person who is Transferring

qgm )J\u.-HL\ Yo\ Hu b

Name of Person Ordered Transfer

ArQ»HrW*-

Patient & Clinical Records Received by :

GIw_ 2 asines

Date & Time of Patient Received :

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

[] Nurse not Available

[] Available Bed not ready







PATIENT TRANSFER FORM
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_ Mre RAJRSWARI

14-0.-1..1 34Y10M14D (F)
IH PUSHPA BALASUBRAHMANYAM
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IP18-00036216

\%

Ralnbow - o
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes & lot to treat the Ucie- erRig".--uSat:Qell\fm

Date & Time of Admission

Q4 ehe @ 1231

Date & Time of Transfer Order

g lelet © 8rren~

[[EdulY LUISUILAIIL NaING Transfer Ordered by Reason for Transfer
Pui\w PC— Iox P"”‘S‘“””"‘ bt ,‘ﬁn{ Hutte
Sub'f 0w Menceptmu~ J
From Unit To Unit Information to Attendant
§) T WL G’ Yes[1— No[J

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
™ W\ /Hq (’/;LL Yes[] No(3—
.
If yes, what ?
Medications / Consumables / Surgicals / Hand over
| Siio. item Name Quantity
i
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor : Ye@/ No[]

Name & Signature of Person whq is Transferring

: éop'gﬁ.\

Name of Person d Transfer
Uhgesbor-

Patient & Clinical Records ﬁeceived by :

\a’*“"“

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

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

] Nurse not Available

(] Available Bed not ready
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Rainbow’ - .
Children’s ® BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .TJ—%.%,
GUC-00093155 1P18-00036216
anzswlm jom130 P ; =
Patient eosto0t  MYIOMEVAM AN UHDNO o GRL 7 0moQ30 5L

pr, PUS PA BA

s (RN . LA SR OB

| hereby authorized the performance of the following procedure:

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

« The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Narme of the Doctor performing the roceaure: ... Moo NAZSNER Sl veuressnssessssssrissssssssssssssssssssssssssssssssess

Consentee : _ Patient Attendant : )

Signature : L RABSE i IR T S, 1 (I « Ep e SO

Name : ?,ﬂ»-sc.g.g.ag.n Name : G)’muvw&&%ﬂ’i\i ..................

Date & Time : Z‘?Ha\?.’a Relationship with Patient: rere e MAA TS DR g
Datte & TIME - ..o 22 o) o

Yitngss Doctor (who is taking the consent) :

el 11 £ R e e SIGNAUTE : .oy It

e T mm——— R, . }Lm

Date & TIME | .ovvrerermressmsuorisnsrirmsarisssssssisasnssassasanss

Date & Time ; "“716,17”5

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow® \ -
Children’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

It twkes & lot o treat the Vme. Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

GUC-00093155 IP18-00036216
Mrs RAJESWARI
14-08-1991 MYIOMI1ID (F)
| I ——— °"||"i"s'*l'i*|ﬁﬂl~|iii|'iiﬂmmvm ............. AGE: ..ovoovveeneeee. GENder: Male Female
g "l”l”l || I ............ DAl cosiusiivionsssssansmsansanyssrmss

You are scheduled for an induction of laboron......... 17\1:)?4; . (date) at........ 226275 AT (weeks of gestation).
The reason for yourinductionis ...... 1 mm%%&:u.ls ........ B VA SRR S ST SR e s T SRS

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

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

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

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

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

Patient Patient Attendant:

signature: M- REAGLIET ... SIGNALUTE: oo S et

Name: ........... A o s NAME: ... Co e DAV B GES BN e

Date & Time: ;L}’)L\% Relationship with Patient: W\O%Cl
AT . 0 o ——

Doctor: Witness

Signature: ‘2&9 SIGATUTE: ...cooevevrerserssnsmssenssesnsrusassssessmnssassnerssasssasasansisssecis

2265<
Name: ............ AT . e O W WIFTTD [ TR/ —— NAITIE: oo s eees et esae s s ebs et
Date & Time: 77){3 )?/6 D0, & THIB.c.onersnsensmsssenseesmmsbi AR RS

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







\%

¥

GUC-00093155 IP18-00036216 Ra] nbow .

o uvion 3 Children’s BirthRight
o USRS Hospital oo s

© o
oEAST FEEDING HANDOVER AND

ASSESSMENT FORM

1. Breastfeeding initiated?
ﬂs b. No

2. HEIND, BBASON ..oeeiietieestriessessaresssssessssstmrerssmsssasasessssssssesseosssseeashensssssunshibanetsrasssonssssnion iabsaatoreratonasisniusssanssisisisabarine
3. Nipple condition:

. Nipple well formed
b. Flat nipple

= c. Inverted nipple

d. Short nipple

4. Milk flow:
[~ a. Good
b. Drops of colostrums
c. Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PT0




6. Was the position explained: )
%ﬁ’zs

b. No

7. For Caesarian mothers;
a. Mother is required sit and feed from the 4th feed (\,m
b. Please explain football hold

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

Continuity of Care: Date:
) 12 ':%D\}"\%
fr i
T -

L‘

v
1—
b -
ﬁtr*ﬂ: ¢ g ‘]/— |
H o
c--“‘L'__

e
fy

e
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14081991 34Y10 \ . 1= ®
Or. PUSHPA BALASUBRAHMANYAM T E?l?llg r%‘::’s . BirthRighf
T Hospital _ | () sseonsms
URINARY CATHETER BUNDLE CHECK LIST e S —"
Date of Insertion: ..... cQ Bl \.25 ................ . Date of Removal:' ::)8 H’[@B% E)Pm
A r o N
B 5
Parameters Date it Time 0)3\‘0\ W b
i |
Need for the Catheter {Yes C1No WYes C1No Xes [ No | CiYes CINo | ClYes [INo | CiYes CINo 1Yes [INo
Hand Hygiene Dr(es [1No Aes CINo iAes [INo | CYes CINo | ClYes LJ No | TIYes CINo | [1Yes CINo
Usage of Sterile Equipment mﬁs C1No fes [1No u’ﬁs INo | ClYes CINo | ClYes CINo | ClYes CINo | CiYes [ No
Is the Collection bag below the level of bladder s [INo | [Yfes CINo Eﬁés CINo | CYes [INo | CiYes CINo | ClYes [J No | TJYes [JNo
Check the Tube for Obstruction (Free of Kinking) lﬂ’%s C1No Lﬂ)ﬁ CINo [,Z(es CNo | CiYes CINo | ClYes CINo | ClYes CINo | [ Yes [INo
Is Catheter dated as policy s UNo | \0¥E CINo | s CNo | CiYes CINo | CiYes ONo | DiVes CNo | CYes CINo
Collecting bag is been emptied regularly? mﬁs [INo uyé' CINo | CiYes—#1No | CiYes CINo | EiYes CINo | [J Yes CINo | [C1Yes [JNo
Maintenance of closed system for the catheter Llf%s [1No |A|Aé [1No [j)(e{ CINo | OYes CINo | CiYes CINo | CiYes CINo | [ Yes [INo
Dressing clean and dry? ~Aes TINo | (D¥6s CINo Ij)(eé “INo | ClYes TINo | CiYes CINo | ClYes CiNo | CiYes [ No
Is the line removed as Policy? ©¥6s CINo | CiYes CWN6 | t#fes [INo | CYes CINo | CYes CINo | CiYes CINo | CJYes U No
Performance of Perineal Care Es CINo E@s L1No ,B‘@ CINo | ClYes CINo | C1Yes (INo | [JYes [INo | ClYes LI No
Onset of New Fever s Uil | Tives (4G | Cives Mo | Cives CINo | [iYes CINo | CiYes CiNo | CiYes U No
Asses for the leakage at the site of insertion Yes LINo ‘?{Q [INo QYes' [INo | [1Yes [INo | C1Yes LINo C1Yes CINo | [(OYes [INo
Name of the Nurse W MI\ &O\Lﬂ’?
Signature of the Nurse W % WU - &0\}4@ -
2 Gtvu‘@ = k.
STEAM |t sipe 1> 5
Aef: 106.303.0500 =
Docu. No. : RCH /FRM / CLINICAL / 114 Lot 14011 5
| J0Pe, Smens, e e O
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\\\\\\\\\\\\\ T
SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect ‘)/@ 5
i the procedure. Use clipper if necessary
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) 7[ ed
3. Antibiotic prophalaxis given within 60mts prior to skin incision >/Q/S
4 Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice Y"’/B
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
I in combination
k?l}li
6. Maintain normothermia during the surgical procedure  (>36 deg C)
POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status
i between 110 and 150 mg/dI
A
8. Application of incisional negative pressure wound dressing )‘p

Docu. No. : RCH/ GDY / FRM / CLINICAL / 322
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GUC-00003185

1P1
Mrs RAJESWARS L

e g e
Wi I
- Ratntle- ot
W gt RSET PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: o?ﬁ / ;[2 A @ 310 hH~ () TRANSFERREDTO: JW/¢c

1 _[Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirméd V L
b.Surgical procedure & correct site verified =

2 [Airway & Breathing
8.0xygen delivery (mask/cannula/ventilator) secured L{f.{
b.SpO: within safe range
c.If ETT: position confirmed, ties secure, cuff inflated N

3 | Circulation & Hemodynamic Stability
a1V lines secured & infusion running correctly kEM
b.No active uncontrolled bleeding "Lh
c.Last vitals recorded before transfer e

m d.Central line hubs are closed 0.
e.Dressing Intact tj [

4 | Pain Assessment i
a.Pain score assessed & analgesia given \‘{M
b.Reassessment done Y ;;

5 | Wound, Dressings & Drains u:vr
a.Surgical dressing intact LU'\
lb.All drains fixed, output noted A
¢.Catheter secure & urine output recorded ' "{M
d.Splints/casts/traction devices stabilized }\)fr

6 | Medications Pre & Post-Op Orders
a.Medications due time noted Yy
b.Pre & Post-op instructions (NPO, position, mobilization) communicated "{'7
c.Emergency meds given in OT (time & dose documented) | 'f}{

7 |Equipment Safety & Transport Preparedness . I
a.0Oxygen cylinder full & ambu bag at bedside Ny
b.Bed/side rails up and brakes applied MNi
c.Special positioning maintained as per surgery M-

8 |High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level | N~
b.Epidural catheter secure, infusion checked N
c.Pressure areas protected (heels/elbows) (el

9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED KO

10 REPORTS AND LABS HANDED OVER N~

11 BIOPSY/HPE SENT Ny

12 [Documentation
a.Documentation completeness \—Ly
Transferring Nurse; A\
Receiving Nurse : v i
Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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Mrg RAJESW.“R} fPTs'ooGJsts

iy

Pug,,? 8a Sqrwuun @
i
2%\5\ pE'N I//”/”//
- S pATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: | - TRANSFERRED TO !

1_[Patient Identification | YES/NO REMARKS

b.Surgical procedure & correct site verified
2 |Airway & Breathing [ |

a.0xygen deljve {maskfcannulafventi]ator) secured
b.SpO: within safe range

IFETT: position confirmed, ties secure, cuff inflated

3 ICirculation & Hemodynamic Stability f

a.lV lines secured & infusion running correctl )
l_
m
m
¢.Dressing Intact

4 I Pain Assessment I J

-Pain score assessed & analgesia given

-Reassessment done

e & dose documented) u{_q

7 ’Equipment Safety & Transport Preparedness

Oxygen cylinder full & ambu bag at bedside
b.Bed/side rails up and brakes applied

lc.Special positioning maintained as per surgery

[

8 | High-Risk Patient Safety (if applicable)
.Chest tube: underwater seal below chest level
.Epidural catheter secure, infusion checked

Pressure areas protected (heels/elbows)

9 'BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 [REPORTS AND LABS HANDED OVER
11 [BIOPSY/HPE SENT

SREAER
]

12 |Documentation

a.Documentation completeness 5&;{ ‘}
ransferring Nurse: ;P \.i‘\ﬂ\ '

[Receiviﬂg Nurse : 2N ’

iSignature of Incharge: c;.yf*—&

RCH/GDY/FRM/CLINICAL/598
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Mrs RAJESWARI !'Z'
14-08-1881 M4YIOM14D (F] R
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Dr. PUSHPA BALASUBRAHMANY A H .
Children’s (L BirthRight

|

" Ill I|| HOS pita[ . BY RAINBOW HOSPITALS

It takes 8 ot to treat the e, Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: }Q1“’6‘;v9‘° Time: .. Ao P M o
, ] ~ 26 kg/m’
Origin: covveveeren... Com Height: ..|702.Can.......  Weight: 5&4!%_ BMI: O ~ 28 kg/m?
2~130 kg/m’

FoOd AlIEIgIes: ........... /e,
Diagnosis: ..E.MER(:.\EN.CM# ...... S

Type of Diet: E/I;iquid [ Soft @ Normal L] Diabetic
LI Vegetarian 'i@(—\!egetarian LI Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water / Soups @"“J
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd ¢ 1)
Soft Diet-Soft Rice, Dal and Vegetable Curries Soft Cooked, Cur@

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

Patient’s/AI@'s Mm Dietician’s

Signature: .. &. !(s_-:;&.m*&h"—\ L,.m‘ ......... Signature: Jﬂ[//{wj("‘*?’ﬁ*a
v =

Name: \\ W QWKJ\MNQLO(%L Name: A*gwl\%?@ﬁ\m

Date & Time: .-’;Ei.lp.h.).ah...@.....l.?.&.‘:..?:@.i%‘m Date & Time: QQI%Jl%@”g"PM 3

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




DIETARY NOTES

Date

Time

Notes

Sign
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