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Rainbow Children's Hospital - Guindy

Rainbow %u 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

Ralhbyw

ADMISSION SHEET

; ; ; TR AR T e it
Registration Details :

Admission No | |P15-00036534 Admit Date . 19-Jul-2026 Admit Time 10:11 PM UHID : GUC-00091442

Patient Details :

Patient Name . Mrs STELLA MARY .J Age :38Y5M14D
Guardian © Mr DHARMAR .M DOB : 05-02-1988
Gender ffemale Religion
Occupation : Martial Status
Address (H) - 2/188 ragavendva nagar ckikaya puram Phone No . 9790449822/ 6380043995
kovil eb Kunnathur Kunnathur Kanchipuram . . ;
Chennai Tamil Nadu INDIA 600069 Rl  Beghga<or
Admission Details :
Bed Type @ DAY CARE Bed No : ER 102 Ward Name : OF-EMERGENCY
Room No @ ER 102 Admission Type @ First Visit

Contact Details :
Name Mr DHARMAR .M Relationship : Husband
Contact Address  2/188 ragavendva nagar ckikaya puram kovil Phone No 9790449822

eb Kunnathur Kunnathur Kanchipuram Chennal
Tamil Nadu INDIA 600069

e

Signature

Loctor Details :

Doctor Name Dr SHEELA M Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor Seif Phone No

Co-Consultant

Payment Details : Deposit Amount  * 7000.00

Payment Mode - Cash Payor Name . SELFPAY

Rrnted Date - Dme - 1910772026 22 11 Frinted By 017420 Page 1 of ?







: & Rainbow Children's Hospital - Guindy

Rai_rl bowl g 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

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs STELLA MARY .J Age : 38Y5M14D
IP No: IP18-00036534 Sex: Female
Consultant: Dr. SHEELA M Ward/Bed No: O0F-EMERGENCY/ER 102

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
wnrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient

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

| 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.

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

Note

1 We do not allow use of medication brought from outside by the patient.

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

(REWivers Signature:................)

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

Signalure of Patient/Relative: 7

Name: 7 'DN\QQ{M LAY Patient Address:
Sk ., 2/188 ragavendva nagar ckikaya
Relationship \\Ww\ba”"\'& l puram kovil eb Kunnathur Kunnathur
Bl & 21U me:  LO? | Kanchipuram Chennai Tamil Nadu
Date: LO S\ 2 Time INDIA B00063

Wittness Name DVLV (N
Wittness Signature &J

rinted Date ' Time - 19/07/2026 22.11 Printed By : 017420 Page 2 of 2
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Hospital . e A A

MLLING POLICY

P Billing Cyele: - Bed charges will be calculated based on 12PM 1o 12PM checkout. Settlement post 12PM. room rent
will be charged for halt day extra & post 6PM. it will be charged lor 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.

oGS | Charges applicable on more than INR 5.000/- Bed Charges which was effective Irom 18.07.2022 as per the GS

Council.

As per the G.O.LL guidelines. we can collect Rs 1,99.999/- only in cash mode, balance patient can pay through

Credit Card’ Debit Card’ NEFT / RTGS 7 Demand Draft and Online Payment.

In the cvent 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.

[1" the Surgery - Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be

charged 30%0 extra.

Asst, Surecon and Anesthetist Charges will be charged 30% on the Surgeon Charges,

Vdmission will be done according 1o the ward category chosen by the patient: charges will be applicable as per the ward

catezory, All charges vary as per Room category. except Pharmacy and consumables.

Patient f Guardian Sell Attested Government [ proof is mandatory to submit at the admission.

|
Q vV v v v v

P PA Insurance Processing Fee applicable for all Insurance Cases,

P o our hospital there is "No Discounts Policy ", Kindly co-operate.

| 3

B No Duplicate Second copy of OP or [P bill will be issued.

» o ocase the patient is shifted from lower category to higher category. all the charges like consultant visits.
investivations. operations and procedures ete. from the date of admission will be charged according 1o the higher
categor.

P 1 the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be

charged as per dual occupancy.

B 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
peimbursed by the TPA ' Insurance Company at later stage.
Jor Non - Medicals. Disposables. Consumables. Infusion Pump. Taxes. Implants. HIV' TibsAg. Medical Records.
Insurance Pracessing Iee. Double Occupaney and Registration Charges. Fic.. credit cannot be  extended. These items are
pot payable to us as per insurance company norms (Depends on the TPA Insurance Co. T&CO),
It takes time tor cash discharge s a mimmmum 3-4hrs. and m the case ol msurance, 1t will take a mimmum 6-7hrs,
Difference. ifany between the nal bill amount arid amount permited approved by the TPA or total bill amount in case
of denial from TPAL has to be paid by the patient,

I'wo attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
catesories ol rooms, No attendant is permitted in 1CU's.

Allthe refunds more than Rs.5.000 - will be refunded through NEFT within 7 Bank working days,
Patient attendant can collect Tor 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
Wil update taken on the day of discharge. [Uis requested that patients/attendants enquire daily about the bill amount
rom billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
asis before 12 PM, Patient bill outstanding should not be increase more than 10,000/-

[ have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
cuse. the TPA Insurance Company rejects the claim for whatsoever reasons at any point of time atter discharae. |

v

ve D vy

promise t settle the claim with the hospital as per Hospital Cash Tarift.

Patiemt Name @ 2 3 SWWQ\?%S | LD Number 01 ( !4(.12’
el Attendant Name -+ > B’\\MM ™ o TRL‘“HiUH Bt 4 \c\“qu’ E

|
= s

Selft Avendant Sjgnature > ™\ ¢ Name & Signature of Financial Counselor
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MEDICATION RECONCILIATION FORM
VU ABBBIOS: . ici vsiiiissiinsonsiommssiissniasisiuasossmsssonssisssasnsniissiassasssssessos

O Not known any Drug Allergies

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

Shifting From: ......cccoreerersieninnee Shifted to: ....
| : ON
M AM
SNo| (gENERIC RAME CAPITAL LETTERS) (m’;?:ig) (70, NG, 5c, 1) | FREQUENCY o/ 1hee s
YT thYeoNORm [1%mg| po | e ne 0oc
. i | Oc erte
T. GWeomcl SWay| o | BD
. ot
3| T. Lakérpnnl (00w po | TS Oc e
F v | QD/
v !
5 Oc 0o
5 oc ooc
! Oc 0oc
8 Oc Onc
9 Oc Ooc
10 Oc Ooc

. Doctor Name & Signature : .
Date &Time : ..........
Nurse Name & Signature: .............5

Date & TIMB © .ovvvvervrrerraerserereresenees
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MEDICATION RECONCILIATION FORM
DIUG ABBIGIBS: .-vcvuusisssnsassassissinsssonssossansussosinssansasasisssasnsssssssssaasess Wn 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, or Ward to ICUs)

SRHFHING FIOM: vororerrrsrsrsere e e SHIftEQ 1O .. ’f‘ﬁ\ Floce..
" ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SMNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SG, V) | FREQUENCY | pate / Time jg::lfﬁgg
o o - '
3| Tm . PARACETBANOY 19 po TS {ac oo
"y Oc¢ 0nc
5 ¢ o
6 Oc¢ Odonc
7 Oc Ooc
- X 8 Oc ooc
g Oc¢ Ooc
|
10 ¢ Joc
* 0- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY é
Doctor Name & Signature : .... Jx.! Shrpedens.. 122

Date & Time ;... Rl 802k ...

Nurse Name & Signature: .. L.qh( ...... (LLU“‘IS&U Wj @Eﬂ)
Date & Time : ... 300, .{ ';f b’b Ak -ﬁe'Pm
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Signature

VERIFIED BY : Name ..

Date of Admission: \.r'\\—’t\\)b Drug Allergies: u‘.., ...... 7T Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT W - :
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 pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line ]/ through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. . s
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug  3) Right Dosape-  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
DRUG : | | %%
Dose | Route |Frequency [Start Date

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:

%:Tt';j

Dose

Route | Frequency |Start Date]

Doctor's Signature |Valid Period| Pharm.

|Additional Instructions:

DRUG :

%%I

Dose

Route | Frequency StartDatq

Doctor’s Signature |Valid Period| Pharm.

[Additional Instructions:
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REGULAR PRESCRIPTIONS We.gmﬂ 227 Ward, Lo

DRUG: T-LABETALpL %?f,‘: A -

Dose Route | Frequency (Start Date Bom e
v | Plo [ 14~ a0/ [ oo
Name & Signature of the Doctor
Starting the Drugs:

Q- Do

12m~

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: |- THYRONORM
Dose Route | Frequency |Start Dat

2§y Ppp | 1000 2)7
Name & Signature of the Doctor

Starting the Drugs:

2.
Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
DRUG: ( AUininA N ,Em XX
Dose | Route [Frequency [Start Date] /<)
e B A T L 6[,
Name & Signature of the Doctor 1

i Drugs:
Starting the Drugs /X ai"" /
— M

Additional Instructions: | W Ler

@/

Daily Doctor's Endorsement by a Sign w\

DRUG: T parpcsapmeot Date o>

Dose Route | Frequency |Start Date{
L B C St E E L
Nargle & Signature of the Doctor

{ Starting the Drugs: /
A\

Additional lnshuctions:m\gﬂ

Daily Doctor's Endorsement by a Sign
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Weight O\ 215! ward. . L P—

VARIABLE DOSE %’. [ ene s =xal | wurse S0 [ Norse sip
Dose Dose Dase Dase I I
DRUG : De. Sign. Dr. Sign. Dr. Sign. Dr. Sign. =1
Route Start Date 2 e S ™
De Sign. Dr. Sign. D¢ Sign. Dr. Sign.
Name & Signature of the Doctor - . o -
S Dr. Sign. Dr. Sign. Dx. Sign. Dx. Sign.
i | Additional Instructions: Ca - et oo
Dr. Sign. Dr. Sign. D Sin. D Bgn.
VARIABLE DOSE -?%%’ ey [ e s [ ongss | temes
) DRUG : De Sin. or Sion D Sign. Dr. Sign.
o | Route Start Date - . o P
E Dr. Sign. Dr. Sign. Dr. Sign. D Sign.
% |"Name & Signature of the Doctor ose $ome oo -
Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Additional Instructions: . el Oose e
Dr. Sign. De. Sign. Dt Sign. Dx. Sign.
; STAT / ONCE ONLY DRUGS
| Date Time Medication me Rowte | Sjgnawe | Nurses
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- LP.No.

Sheet No. | * Wards | Weight (kg)

_REGULAR PRESCRIPTIONS

DRUG: Com o\ 1o fohig |\

Dose Route | Frequency | Start DL
v [R)e 1o [2eYRe

7S

Name & Signature of the Doctor
starting the Drugs:

AN B-/2

Additional Instructions:

Dﬂww‘&mwlm

DRUG : . }

Dose Route Froqt_mr.y Start

Name & Signature of the Doctor
starting the Drugs: '

Additional Instructions:

Daily'Boctor's Endorsement by a Sign.

— e —,
e

DRUG :

2R

I
l

Dose Route | Frequency | Start Of.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daly Doctor's Endorsement by a Sign.

=

DRUG :

Dose Route |Frequency| Start Dt

Name & Signature af the Doctor
starting the Drugs: '

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

N

Date

Time

10/11|12|1|2|3|4|5|6|7|8]|°9 11

@

&)

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered 0, (L/min.)

3, dwa)

40
39
38
37

—

36

35
<35

aley LeaH

170
160
150
140
130
120
110

100

90

=

80

70

60

50
40

N
N>

o
anssald poojg 1joisAs

190
180
170
160
150

140/

i

e

Aﬂ

110

100

.p;';,}_?

80
70

50

‘_
ainssaid poojg Ao1selq

130
120
110
100
20

80

I

70

L b

40

NEURO
RESPONSE
[ v

Alert

r .t r ¢ 1t [ [ [ [ [/ J|

Voice
Pain

Unresponsive

=

URINE
mils / hour

> 30
< 30

. p Protein + + I
Proteinuria t?m I
| Protein >+ +

H‘ochia

Normal
Heavy / Foul

-

e e R R 7 Y S
] Green
;lmm YELLOW SCORES ) ») 'S’r ~ fad
TOTAL ORANGE SCORES a e 2 ol |
Nurse Initial X Q’( @ 3
+f \ \‘#\ [ \ -
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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,x\@v Date = ~ e by
"Lé\ Time 9 |(io) 11 1)2'345@7§)9@112123 sfe]]

> 30
21-30
11-20 W
0-10
94 - 100 %
, <94 %
Administered 0, (L/min.}
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100 =
90 =3
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70
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50
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130 — NS N\
110 A\ W | \
& 100 |1 ¥ | |
30
80
70
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90
80 |
70 J
60 Yo
50
40
T mer [ (21 7171 7T 1 £ al Il 1w “
RESPONSE Volca
[v] Pain .
Unresponsive

&

RESP
{write rate in
corresp. box)

Saturations

3 dwal

ajey LeaH

(&) 2 i e
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mis / hour <30

Protein + +
Protein > + +
Normal ~ = =l e - =% 2l o\ Vgl
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| TOTAL YELLOW SCORES Le] =) =gl I Q =] o ] (2} 7
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03 Maintain Skin Integrity

v | [0 Maintain Alrway and Oxygenation 01 Relieve Pain & Discomfort O Maintain Fluid Balance
'§ [0 Maintain Personal Hyglene O Prevent infection O Meet Elimination Needs [ &mstre Safety O Early Ambulation Reduce Anxiety O3 Patient & Family Education
© | O identify Potential Complications 0 A DIOER: BR00IE oo iiiviinssmotiovamsrns oo b oS D S R b A it v

Time Plan of Care Time Implementation Evaluation- Re-Assessment 2“;7;,,';?:,‘,‘:
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output vste
hrom
Date | Time ga];}.lur]% Route NG | Diarrhoea | Vomit |Drainage| Urine | Phiebits | Sion. -

Score | Nurse
‘| Mouth 1LV N.G

08:00 am —
09:00 am il
10:00 am [
11:00am :
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm —
04:00 pm
05:00 pm
06:00pm | - d
07:00 pm
Total Intake : Total Output :
+08:00 pm
09:00 pm , . F
1000pm | ——P O 0 6V]) K -
1:00pm WO [\ OO 200

1200am [k | 100 :

01:00am |yt o) |TO 0o 0
Total Intake : SOy Total Output :

0200am A\t D [\oow
03:00am | !

0400am [P | GO

0500 am

0600 am | |0 Yoo

0700am! - o gy . |
Total Intake : T ereeniy Total Output :

-

SRS

g

c)bo:r';%%'
c‘;
=

E

— y
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: _E/J‘/v\w

Baseline information:
Admission From: O DOOPD & Admission Desk [ Others: Specify ... %J ......................................

_ 8
Primary Language: O Telugu ) Efglish 0 Hindi 0 Others JD.DAL
Do yourequire aninterpreter? COYes OINo
gource of Information: J2 Patient 0 Family [ Others

personal belonging If any: Odewelry
L — DRl i

Allergies: DYes % CIMedications
If yes T A

Doctor za._ﬁo:aa__mmaa e

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

.........

dical Record O Other (SPECly) «vsvesereer

Past

Medical History Admission

Q.. LMP: mﬂwb_ ._.&N\w\ EDD: CRJK.. Gestational 208 during admissior: )
O, (o 0 1 I Vaginal Discharge: N W L s
Lo ISR - JE LN L eonree fsis A voooesminensees Previous LSCS [Py A

LA\

........

elect by ticking (v )theboxas @
O Rb incompatibility

a Fertility Treatment
[ Preterm Labour

[ Others: (Specify)

O Anemia |
\ ] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL /139 (PT.0)
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Family History: mn;maﬁties Detectaq
O Heart Disease a Hypertension O Diabetes 0O Stroke
O Liver disease

O MobHﬂyprobrem a Walking Problem

| Devefopmental Delay ] MuscMoskeletal Congenital Ahnormalﬂy
Inform cunsuﬂantforposfﬁve criteria

NUTRITIONAL ScRegN NG
\_D»o(.@?gm

O Poor Appetite > 3 Days

Inform Consultant for Positive criteria

PSYCHOLOGICAL SCREENING:

Inform Consultant for Positive criteria

SOCIAL SCREENING:

2. Special Habits: Smoaker: [7] yes Do Alcohol Abuse: [y ONo—

Soclal History: Liyes i e Sl .

Orientation has been u?nﬂ‘ﬁardlnu the following aspects:
Call Bell in Reach: [ es [0 No Waste Disposal Explainedyﬁves ONo

Infusion Pymp - (dYes [No Hand hygiene Explaineg: AYes ONo
Above information given to MJ..\.I@ RQUKL.... Ity '
Name of Person Orfentation was given to: Tngﬂ )
Orientation not given Reason: ...

am & Cooperative O Restless O Depresseq O Agitated

%ﬁbnonnamy Detected

O Needs Therapeytic Diet. '
O Under Weight O Diabetes Mellitus O No Abhannamy Détqctéd i

1. Marital Statys: Single Dua/med O Divorceq O Widow _
Drug Abuse: OYes “F1no

O others -




GUc-pgg,
Mrs STE| 91«2

-:-;;';em VC '::S‘HEE Ysm Rai.nb"éw: . o
e MO gy Chigrams | & ITHRIOH
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: \C[\:f\?—& Time of Amrival: .......QRXCL........  Time Seen by Nurse: ]QP(T:! .............

1) Level of Consciousness: %ﬁscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
[ Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement £ Other RBASON: ....ver N buuueesererssssssssssssssssssssssssssssssssssess
3) Vital Signs: Temperature: ............. PUISE: .c.cccceeeee RRI i 8R0S itiisaiiss: BPLions Weight:
¥ )
4) Gestational Criteria:
Gravida: G , P 1 L A .
LMP: ?ﬂ\\o\'}’(_ EDD: ....... 50 3) 24, Gestational Age: gﬁqd%
Uterine Contraction OVYes | NG | ONA | Onset Time Frequency:
Membrane Rupture OVYes | N0 | O NA | Onset Time Fluid Color:
Vaginal bleeding O VYes | O No”| ONA | Onset Time Amount:
e ! » If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms OYes | OAXG [ ONA Pain Abdomen / Vomiting
Good fetal Movement mAes | ONo | ConA | [fNo specify:
© 5)  Pain Screening: Numerical Pain Scale (NPS)
;d-) [ | | l | | | | |
T T ] ! ] I ] I 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
. possible pain
O O e AL s
O] o SP——_— 0 | | woeonnnen DAYS / Weeks/ Months (Strike out which is not
applicable)
ity oo . ..
i o S N T ————
© Interventions: .....c.coveiiiiiiiiiiiinnns ANETT s
6) Past History:
a)  Surgeries: ............... e T T U TR R LR I
N O S I A S B VIS Y9817 0 ) ADS——
Docu. No. : RCH /FRM / CLINICAL / 098 PT0)




Patient Sticker

7) Allergy: OYes &2WNo, IfVYes:
8) Current Medications: O Prenatal Vitamin O None I Others: ’jT[AW&MJlEmg;WWM Loy

9)  Prenatal Medical History: P Lohet l0ong.
O None O Gestational Diabetes
/RLeffonic Hypertension O Low placenta '
OJ Gestational Hypertension O Others if yes, specify I@P"ﬂﬁp&l&v\

P Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category Il Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
VE‘/Cateuory llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
0O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes) w~
OJ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Lavel 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
< 120 minutes
[H“L:.:E““] Immediate < 15 minules <30 minutes < 60 minutes (2 Hours)
Re-Assessment c""“"“g“l:,"“’“" Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Earty Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Bloadng Aclgvva \o‘aginalagmdlnq Bleeding a{ssoclateu v)ﬂm mmu associated Spotting
with/ without dominal cramplru <Spotﬂnn wamphg
pain <37 weeks (>spotting) >37
weeks
Miid hypertension
rtension > 160/110
Hypertension Setzure activity ?XS‘} or headache, visual ;‘s%“m“‘
disturbance, RUQpain | (0 T W/
Atypical FHR tracing,

Abnormal FHR fracing normal
Fetal Assessment Non-Fetal Movement alt"seased fotal movement

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

abdominal pain ®@Shortness of breath greater than expected in |  from out patient clinic seem o pose threat to
®Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattendad birth @Fank pain / hematuria waork) oCervical ripening

oCord prolapse @Nausea /vomiting and / @Minor trauma (minor | @Out patient placenta
@Severe respiratory diarrhea with suspected | MVC/fal) J previa protocols

distress dehydration oNausea/Vomiting and /o @Pre-booked visits (ie R
oSuspected sepsis diarrhea and progesterone

. @Signs of infection (le

injections, NST
g fever, | ®Assessment for version
i

Time seen by Doctor: Jg?m

rmssssssnsssnssnnns, NUFSE Slgnamre/)@-%/m}%
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)
DAL ..cveesemsemsenssrssenssasamsesmssesss
Pre - Existing Risk Factors Tick Score
Previous VTE (except a single gvent related to major surgery) 4 ]
Previous VTE provoked by major surgery 3
Eown high-risk thrombophilia 1 3
Medical comorbidities e.. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1 J
Known low-risk thrombophilia (no VTE) 1
o Age (=35 years) v |1
Obesity / 1or2
Parity = 3 1
rSrnoker 1
\Eoss varicose veins ‘ 1 j\
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1 j\
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
- FPPH (1 litre or transfusion) 1
rPreterm birth 37°° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Faclors J
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, .. 3

appendectomy, postpartum sterilization

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

- |- | @

Total 2

Signature of the Nurse pﬁ-j ] ot |
'/ L §

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’ If total score 3 antenatally, consider thromboprophylaxis from 28 weeks,

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

v If admitted to hospital antenatally consider thromboprophylaxis.

vIf Prolonged admission (=3 days) or readmission to hospital within the Puerperium consider mrombopru'phylaads.

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




GUC-00091442 1P18-00036534
Mrs STELLA MARY .J

J5-02-1988 BY5S5M14D {F)
Dr. SHEELA

[

I

BRADEN 'Q' SCALE

.
9

e
Rainbow”
Children’s
Hospital

B tanes bt 20 rasd e bt

&

‘

BirthRight
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Your Right 10 2 Saly Deirepry

4

; ' [ Date : 'ﬁ"%‘{j&ﬂ]l{, (Te
o Time : ST, o)
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability Does niot 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. Ll C \_P L\
without assistance. to completely turn seli independently. independently. ] k
2. Chairfast : 3. Walks occasionally: 4. All paients too young to ambulate;
o . Ability to walk severely limited or Walks occasionally during day, but for OR walks :
:;d" mﬁ:ﬁrﬁ é;m:':o‘bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
g and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once avery L' '3
wheelchair." shift in bed or chair. 2 hours during walking hours. - |
1. Completely limited: 2. Very limited: 3. slightty limited: 4. No impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due 1o communicate discomfort except by cannot always communicate discomfort|  Has no sensory deficit that would limit
Sensory Percaption diminished level of consciousness or moaning or rastlessness; OR, has or need le be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to fee} sensory impairment that limits the sensory impairment that limits ability discomfort. ({ \’ L‘
pain over most of the body surface, ability to feel pain or discomfort over to feel pain, or discomfort in one or |
o half of body. | two extremities.
Moisture Degree 1. Constantly molst: 2, Very molst: 3. Occaslonally molst: 4. Rorely moist:
i wmcng Skin is kept moist almost constantly |  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o moisfure Dampness is detected every time 8 hours. every 24 hours. (_& \f (_1

patient is moved or turned.

FRICTION-SHEAR
Friction . Occurs when
| Skin moves against

support surfaces

Shear Occurs when
skin and adjacent bony

surface slide across
one another

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

2. Problem:

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

|

3. Potentlal problem:
Moves freely or requires minimum
assistance. Quring a move, skin

shests, chair, restraints, or other
devices. Maintains relative good positio
In chair or bed most of the time but
occasionally slides down.

prabably slides to some extent against "‘

4. No apparent problem:

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

i

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eals

2. Inadequate:

Is on liguid diet or tube feedings/TPN,
which provides inadequate calories and
mminerals for age OR albumin < 3 ma/di

3. Adequute:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.

4. Excellent:

Is on a normal diet Pproviding adequate
calories for age. For example, eats
mast of every meal. Never refuses a

Nutritional Usyal a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protain meal. Usually eats a total of 4 or more ‘1
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. l{ \-f
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products anly 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
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saluration may Normotensive 0xygen saturation may - Excellent:
T’“;:y:::;f;:” % | <40inanewbom) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation ‘1
does nat physiologically tolerate < 10 mg/dr; capiltary refill may be < 10 mg/ds; capillary refil may be > 95%; normal hgb; capillary refi ul \./ “’
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal., <2 seconds.
. i : _ TOTAL SCO A B
Severe Risk : less than 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 OTAL ScoRE 28
Docu. No. : RCH /FRM / CLINICAL / 119 Evolustor's Nome 20 | B
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Support Surfaces
Note: Only required for children who are deemed at risk due

Risk Score Gategory Action
to altered mobility, consider occupation therapy referral for advice
o Regular Tumning Schedule .
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk o Protectthe heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces .
© Manage moisture, friction and shear Alternating pressure matiress overlay
o Advance to a higher level of risk if other major risk
factors are present
— — High density foam mattress
) Protoc " atients
_— kit ik se the Same ol as for “At Risk” Patien el pads for high-risk areas
o Position patient at 30 degree |ateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam matlress
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
o Use same protocol as for “High Risk” Patients High density foam mattress
Lessthan 9 Severe Risk @ Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1 Time : ]
1. completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability Does not make even sight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity posilion but unable changes in body of extremity position position without assistance. Lf*
without assistance. to completely turn sell independently. independently.
2. Chalrfast : 3. Wolks occoslonally: 4. A‘I'Im patients Ml::ﬂv;ﬂnn o ombulate;
“Activit Bedfost : Ability to walk severely limited or Walks occasionally during day, but for OR d
of nhw:;:ea::ivu::; E'mﬁned to bed non-existent. Cannot bear own weight | Very short distances, with or wi Walks outside the room at least twice a
- and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
) wheelchalr.” shift in bed or chair. 2 hours during walking hours. - -
1. Completely limited: 2. Very limited: 3, Slightly limited: 4. No Impairment:
Unresponsive (does not moan, fiinch |  responds to only paintul 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 of moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or lr
sedation, OR, limited ability to feel sensory Impairment that fimits the sensory impairment that limits ability discomforl.
pain over most of the body surface. ability to feel pain or discomfart over to feel pain, or discomfort in ong of
half of body. two extremities. L
Moisture Degree 1. Co malst: 2. Very moisk: 3. Occasionally molst: 4. Rarely molst: .
to which Skin is kept molst almost constantly Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L}
Dampness is detected every time 8 hours. every 24 hours.
1o moisture
patient is moved or tumned.
" B== | 1 4T
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction . Occurs when Spasticity, contraclure, itching, or Requires moderats to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads o almost constant assistance in moving. Complete litting assistance. Ouring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sfiding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bany bed or chair, requiring frequent devices. Maintains relative good positiol during move. Maintains good position
surface slide across repositioning with maximum assistance.| 0 chair or bed most of the time but in bed or chair at all times.”
one another occasionally stides down. |
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liguids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin <3 mg/dl for age OR eats over half of most meals.| mast 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 2 total of 4 or more Lf
tood intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy producls only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. | L P
mmw cmro?;m: 2. Compraomised: 3. Adequate: i 4 Excobont:
ensive ( < 50 mm Hg: Normotensive oxygen saturation may Mormotensive oxygen satu may 5
ﬂssg:y::::“s;t;n & < 40 in a newborn) or the patient be < 95%: hemoglobin may be be < 85%; hemoglobin may be "mmm' W‘E"" s_al:uml::;ln u—
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dt; capillary refill may be > 95%; normal hgb; capiliary
position changes. 5 2 seconds; serum pH Is <7.40. 2 seconds; serum pH is normal. <2 seconds.

-

Severe Risk : less than 9

| High Risk: 10-12 | Moderate Risk : 13-14 | Mild Ris
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k:15-18 | NotatRisk 19-23

TOTAL SCORE
Evaluator's Name
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Support Surfaces

Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
to aitered mobility, consider occupation therapy referral for advice
® Regular Tuming Schedule .
_ , ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces Al
® Manage moisture, friction and shear _ fing pressure mattress Overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
i ® Use the Same Protocol as for “At Risk” Patients —
13-14 Moderate Risk Pods : na Gel pads for high-risk areas
@ Position patient at 30 degree lateral inc ine using foam wedges ating pressure mattress ove day
. @ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® I addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequenty 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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i PAIN ASSESSMENT FORM e W
I | .
Date Time Pa;; ;;';"’ Location Duration Acuity Character : “Fm:? Pa“::::;:;"i" Intervention Sign
[0 Continuous | I Acute [0 Sharp O Dull O Increasing £s 0
_ Ao Aeb
\2b O]t O Intermittent | O Chronic [J Aching [ Burning | [J Decreasing [ O No I oV
\9 \
0 [ - O Continuous | [ Acute [ Sharp [ Dull O Increasing VE{BS !\}0 D,;% i ﬂf"éb
9_0\3\\1(’ \'lﬂm W O Intermittent | CJ Chronic [OJ Aching (3 Burning | O Decreasing | O No / \""’\\
©fio O Continuous | OJ Acute O Sharp O Dull O Increasing |, J3Tes A la Qﬁbf’[) ]~ Ao
’2{3\’\‘9" L\P’m v - O intermittent | O Chronic (1 Aching [ Burning | O Decreasing | [ No & I d)
5 O Continuous M OJ Sharp \g,aﬁllf O Increasing | [1-Yes f'm{’”)kr\mﬂm ‘
RS e | /o P |\ fermittent | O Chvonic | C1Aching 03 Burning | -Decreasing | T No Dy 1o - \oriet
¢ | O Continuous | FAcute CShap CIDul  |-BNncreasing | YOI Yes | e e \ ,0' e
P \q’" (05 o) R\\D &&‘%m 2 ntermittent | CJ Chronic [ Aching [ Burning | [J Decreasing | O No Do) H."” o
Lk 0 ll\b ]—pw O Continuous e Acute O O Dull tﬁncreasing A Yes {&m—ltﬁ”’w Y, )0 lt% o
g}\ﬁ CQ‘? ' ﬁ)—u. 'If}nlermiﬁent [ Chronic [3Aching [ Bumning | O Decreasing | 1 No oS &
9 [[tb ("ﬂl\-ﬁwj El{(lontinuous £ Acute OShap DCDul | J2 Increasing | A Yes ( j N }0 18980
cg‘e\’f ‘O\m‘ &‘\'-‘_. Intermittent | [J Chronic riAching [ Buming | O Decreasing | O No No U'Hh
: < /
O Continuous | OJ Acute [J Sharp 1 Dull O Increasing | O Yes an\ @r
%\A&D \SBQ“\ th Q\\ O Intermittent | O Chronic [ Aching [ Burning | O Decreasing | ~£1 No _
e l O Continuous | OJ Acute 0O Sharp O3 Dull O Increasing | O Yes wi)
(}w 9?’ Olw I\'j\) [ Intermittent | [3J Chronic (7 Aching [J Burning | [J Decreasing &7 No
O O . O Continuous | 01 Acute CShap ODul | O increasing | O Ves Q1) @ )
c);\\(zA \QQ‘ [ N " O Intermittent | [ Chronic [J Aching [ Burning | O Decreasing No o2hi—]
v cght hours for o bosphalind pallers.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
3} Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢} Prior to pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.
(1)

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

hhhhh
--------

1
mmmmmmmmmm

] 1 |

Wong - Baker (Pedialrics) Abeve T Years

@@@@@@

grﬁn@n E_.ucaezﬁ ._l-._....u Hurts 5&5 =__ Q.A

PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING ]
(]
' Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tenss Kicking, or legs brawn up
La ietly normal posifion, Squirming shifting back and i
| L S —
Cry No Cry (2 orasieep) Moans or whimpers occasional §§.§2§.
Reassured by occasional touching,
Consolabilty - | Conteat, relaxed Easp or being talked to, Difficult to console or comfort
-~ Neenatal Pain, Agitation and Sedation Scale e (upto 1 Month)
e Sedation Mama Paia / Agitation *
Criteris
2
Crying No Cry with painf! | Moans or cries Appropriate crying lrritable or crying at | High-pitched or silent.
feritabiiity - | stimuf minimally with painful| imtable intervals consolable | contimuous cry
stmul inconsolable
Bohavior State | Noarousaltoany | Arouses minimaly 19 | Appropriste for Restoss, squinming | Arching, icking constantly awake
stimuli stimuli pestational age Awakens frequentty | or ‘
No spontaneous Litti spontaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain axpression Any pain expression _
* | Expression No expression with stimuli Intermittent continual
Exremities | No grasp reflex Wesk grasp reflex | Relaxed hands and | Intermiltent | Continual clenched
Yone Flacid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Nommal Tone or finger splay splay
Body isnottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | increase greater than 20% from
RR, B $20, | stimus variabifity from normal for from baseline basefine, Sa0, fess than or
Hypoventilation or | basefing with stimdi gestational age Sal, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync of
recovery fighting ventilator
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1 A PAIN ASSESSMENT FORM Hospital | () ezl
i 1  Modi Patient / Fami .
J Date Time Pa;; ﬁ;{;m Location Duration Acuity Character F:c'::i;g Edu:at::i““ Intervention Sign
12[2b D—fr 3{3 pite- O Continuous | [J Acute (J Sharp  [J Dull O Increasing | \E2-Yes Mo —
2 / O Intermittent | O Chronic O Aching [J Buming | [ Decreasing | ) No P 22 |
) Continuous | O Acute [ Sharp  [J Dull O Increasing | O Yes
[0 Intermittent | CJ Chronic ) Aching [0 Burning | [ Decreasing O No
O Continuous | [ Acute [ Sharp 1 Dull [ Increasing | O Yes
) O Intermittent | O3 Chronic [JAching [J Burning | O Decreasing | I No
i
O Continuous | O Acute {3 Sharp [ Dull O Increasing | O Yes
O Intermittent | 3 Chronic (1 Aching [J Buming | OJ Decreasing O No
O Continuous | O Acute [ Sharp [ Dull [ Increasing | O Yes
0O Intermittent | O Chronic (1 Aching (3 Burning | OJ Decreasing O No
[ Continuous | OJ Acute [J Sharp OO Dull (7 Increasing | O Yes
0 Intermittent | £J Chronic O Aching [ Buming | OJ Decreasing O No
O Continuous | [ Acute [J Sharp O Dull [ Increasing | O Yes
O Intermittent | £ Chronic [ Aching [ Burning | OJ Decreasing | I No
[ Continuous | O3 Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O3 Chronic [OJ Aching [ Burning | O Decreasing | O No
[0 Continuous | [J Acute [ Sharp  OJ Dull 0O Increasing | O Yes
O Intermittent | O3 Chronic [ Aching 1 Burning | O Decreasing | [ No
0 Continuous | [J Acute [ Sharp 3 Dull [ Increasing | [J Yes
O Intermittent | [ Chronic O Aching [ Burning | 3 Decreasing | L] No
Re-assessment Frequency:
1.Everyeimnmioralmspﬁahadpaiuis.
2.mrwn‘wmummmmm‘mﬂmmm:
a)  Alleast every 2 hours for the first 24 hours b) Then every 4 hours.
) Priof to pain pain-refieving intervention. d) Within 30 - 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (TO)
1




> _ y FLACC PAIN ASSESSMENT SCALE (1 Moath ts 7 Years)
_ SCORING
CATEGORY :
Face " | o Particu o0 o sile onowmaﬂwm_aﬂeﬁmg. M___u_.w“a Sm_ma_,a..m_
Legs Normal Position or Relaxed Uneasy, restless, tenss Kicking, or legs brawn u
i Sion, uirming shiffing back and
Activity aﬁ%és W_ssao Arcted, fight. or Jerking
fgﬁliiﬁgli -
——— — g Mo Cry (Awake o aseep) s s ki s S ha t do
o 1 2 3 4
Ho Pin .. Reassured by occasional touching,
. Consolabilty - | Contut, relaxed __&i.p Or being talked to, Dificult to console or comfort
** Nesaatal Paio, Agitation and Sedation Scale (upto 1 Month)
o - Sedation Mozl Paia / Agitatien
Criterds -
Wong - Baker (Pediatrics) Abave 7 Years 2 4 . 1 2

@ @ @ @ @ @ Crying No Cry with painful | Moans or cries Appropriate crying Not Iritabie or crying at | High-pitched or sient.
iritabitty | stimai minkmally with painful| itable imervals consolable | continuous cry
sEmufi Inconsolable

. ;.5«5_3 :ﬂgzﬂ m.a.!: ;qw!_ﬂ_h Ea Worst Behavior State | No arousal to any Arouses minimally 0 | Approgriate for Restiess, squinming Arching, kicking constanty awake

| stimuli stimuli pestational age Awakens frequently | or
No spontanecus Littie spontanecus ginmgaai

: movement movement (not sedated)
i | Facial Mouth s lax Minimal expression | Relaxed Apprapriate Any pain expression | Any pain expression
o | Expression | No expression with stimui intermitient continual
Celremities | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermittert Continyal clenched
Tane Faccid tone decreased muscle | feat clenched toes, fists | toes, fists, or finger
fone Nomal Tone or finger splay splay

Body isnottense | Body is tense

Vital Signs HR No variabifty with | Less than 10% Within basefine or | Increase 10-20% _aﬁmgsgnﬁg
RR, 8P 820, | stimug variabifity fram normal for from baseline baseline, Sa0, less than or

Hypoventilation or | basedine with stimadi gestational age Sa0, 76-85% with mE 75% with stimulation -
apnea stimutation - quick low recovery Out of sync or
recovery g_!g
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Morse Fall Risk Assessment Form (T e

2z
Rainbow® . -
Children’s ‘B:rthmght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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

Secondary Diagnosis
(more than one diagnosis)

Ambuiatory Aid
IV / Heparin Lock or Saline
GAIT/ Transferring

Mental Status

Total Morse Fal| Scale Score:

Choose Highest Applicable Score from each Category

Score

MM@MM Fall Risk Grading
I I T ———r
S

Yes
No 0 © © Risk Level M“""(‘h';gg,s'm Action
Yes 15
_L_LL—_______-________-_______
Furniture 30 Standard Fall
T — Low Risk 0-24 )
Crutches, Cane(S), Walker 15 Precaution
— -
None /Bed Rest /Nurse Assist 0 A 0 10)
Yes 2 —JQD\—QQ-@N Implement
i 0 ) —0 | ModerateRisk | 75 50 Moderate Fall
Intervention
Weak (uses touch for balance) 10
______,_______._10____ b ]
Normal /On Bed Rest /immobile 0 o) O Implement High
Forgets limitations 15 High Risk > 51 Risk Fall
Oriented to own ability 0 ) 0 Prevention

. Intervention
Vo) & KL

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

Low Risk (0 - 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed €Ye glasses if any, in the hospital

3 Use chairs with arm rests

[ use safety straps an stretchers and wheelchairs while transporting patients

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

Signature ) v —

Moderate 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.

I Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form Rk i
; ; te / Time ) ) \
Choose Highest Applicable Score from each Category —%'i&é—*— L Fall Risk Grading
T i == —
History of Falling Yes 25
| ' . Il Score ;
(immediately or w/in 3 months) No 0 )] Risk Level Mnrst::‘?:s)Sc Action
Secondary Diagnosis Yes 15 15} 1w
(more than one diagnosis) No 0
e .
i 30 . Fall
: _ Fumiee | L LowRisk 0-24 ﬁi‘;‘ﬂm
Ambulatory Aid Crutches, Cane(S), Walker 15 ~
None /Bed Rest /Nursé Assist 0 © &
2
|V / Heparin Lock or Saline Yes =~ __—22-—’ Lo ] Implement
Ho 2 | ModerateRisk |  25-50 o 4 Fa
Impaired 20 s revention
i | Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest fimmobile 0 o /) Implement High
Forgets limitations 15 ' o o Risk Fall
Mental Status __Q_____—————————" S High Risk > 51 Brevention
Oriented to own ability 0 : O :
[ntervention
Total Morse Fall Scale Score: =5 —
P,
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 t0 always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave 10 ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety siraps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate 10 patient's needs

Docu. No. : RCH /FRM/ CLINICAL / 006
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!:lug asuetiam! i . Your Right to a Safe Dalivery Age / l / lm MI/’I’, /I’ x:OMOF
[ PHLEBITIS ASSES SMENT J kConsultant j
CANNULA 1 CANNULA 2
Date: 2 Oltﬁ)—b Tlme:aéﬂm Date : Time:
' Location : @w(,&uwﬁluﬂ Location :
Size : \%@\ D&"Z Size :
| Cannula inserted by : ] - Cannula inserted by :
Date | Time Phlebiﬂs llnﬂltration | nraur\rp:l:lgon Sign Date | Time |Phiebitis |Infiltration hﬂlgz]:t?on Sign
YW YN Oves Ofte | Oves Eo | ped | et OYes ONo | OYes ONo
T[R90 |ves oo | Dves o [pyobens | Vvt [I¥es ONo| OYes CONo
i\ o¥) |Oves K | ves 2o N7 v}’n/‘ OYes ONo| OYes ONo
\P)_|Oves Oo | oves PRigapher [0 DYes ONo| OYes ONo
oty [Oves oo | Oves Bo | prpder | (X OYes ONo| OYes ONo
C I |Oves oifio | mves O 0495 | Yoo OYes CNo| OYes ONo
%ﬂ/"‘ OYes 0K | CYes [No | OV2— oo~ OYes ONo| OYes ONo
D7y |DYes o | OYes Oo| pablont | AP OYes ONo| OYes ONo
Q W) |OYes Cio | OiYes ONo| Rullex | PP [IYes ONo| OYes ONo
hpr)  |oves Bio|Oves Bio| pabio~ | P OYes CNo| DOYes ONo
J0#7 |oves gyo|OYesao|p B2 [Pk OYes ONo| CIYes ONo
' OYes ONo | CiYes CNo OIYes ONo| DYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo CiYes ONo| OYes ONo
; OYes ONo | OYes ONo OYes CONo | OYes ONo
! DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | COYes ONo OlYes ONo| OYes CNo
OYes ONo | OOYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONof ,
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo OlYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time !
RX any initiated : CYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA 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

Doc. No. : RCH/ GDY / FRM / CLINICAL / 137




LPHLEBITIS ASSESSMENT AND MANAGEMENT RECOR[ﬂ

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:
Location ; Location ;
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis Infiltration ln:mugm Sign Date | Time |Phlebitis [Infiltration hmlfon Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes OINo | OYes ONo OYes ONo| OYes CONo
OYes ONo | CIYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CiNo
OYes ONo | OYes CNo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes OINo
QYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes [INo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CNo
OYes ONo | OYes CINo OYes ONo | OYes CINo
OYes ONo | OYes COINo ClYes ONo | OYes ONo
OVYes ONo | OYes CNo CYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo.
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
' Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : OYes CINo ONA If Yes specify- RX any initiated : OYes ONo ONA 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.LLP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
* Slight pain near V. | % Pain near V. Site | % Pain along path of # Pain along path of | % Pain alon path of
site or slight redness # Erythema cannula ¥ Erythema | cannula # Erythema | cannula % ema
near LV site # Induration # Induration # Induration * Induration
* Palpable venous cord| ¥ gyﬂ:g;';h venaus cord
| OBSERVE CANNULA | OBSERVE CANNULA A REMOVE %&%m %&%&%m E‘%ﬁ REMOVE | [
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BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1. Breastfegdifig initiated?
%:;“s/ . b.No
D, TN, RBASON .vvvvvvosseenisesesesesssssesssssssssesusssssssosississiensssosstsssssssasssssEss0ssensesssosEesssasssEesassssessssssssesasshsssssusseraseresssassssens

3. Nipple congitien:
- Nipple well formed

g b. Flat nipple
c. Inverted nipple

d. Short nipple

4. Milk flow:

.S/aﬁud
" . Drops of colostrums

c. Dry

5. St‘aytf Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with a back support

¢. Ear-shoulder-hip should be in a straight line  +
71 d. The baby takes a latch on the areola and not on the nipple

() A

Feeding Positions: Feeding Positions:
Cross Cradle . Football / Clutch
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6.  Was the position explained:
Ty _aYes

b. No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed
b. Please explain football hold (N [ A

8. NICU admission:
2. Mother needs to stimulate her breast for 2 min every 2 hours CN [ 2} )

Continuity of Care: Date: ‘99/7;)&’6 ﬁ
thf Matfoaiels.

[ o 2)) 2|2k

B~} L

T =1 A
c

—

—

C =0

f—2

__,(_7—

o

—

—




PARTOGRAPH

___[_ ]_._

Labour: O Spont OJI0L-PGE 1 _922’ O Others

LABOUR

——_INTRA PARTUM COMPLICATION }——

%
Rainbow” , =y
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

It takes & bot B traat the ifie Your Right taa Sate Delivery

O‘lDf\fra

J;Hﬁ N @ Others

Maternal: OO Nome [ Pyrexia

Indications for I0L-Accel: [J None D—O{y{ocin Liquor: .,Erﬁdequate O0lige OPoly OClear
Memb. Repture Type: O SROM O PROM DﬁﬁM O Blood mr:onium OCord: voveveeenennnnns
Presentation: D’@{ex O Breech O Others Shoulder Dystocia: I Yes [No
— DELIVERY DETAILS } —{ STAGE Il D
j Anesthesia: D’l@ne I Epidural Placenta: Noérmal O Abnormal J RP Clots
Non-epi: ocal  OSpinal O General DG/C'T 01 Retained LI MRP
" Del. Type: O SVD O Asst. Breech O Twins Lk /Bﬁ mic  [)Traumatic T Nona

,'-:VQCC,\L
AVD: O Qutlet O Low Forceps D’@mouse
O Trails of Forceps

Indications: ...... Versigieat.. decelesoion..

Application, Locking & Traction: ............coooeeieeennnnnn.
Duration of Instrumentation: .............cooveiiiiinnnnn
NO. OF PUIS ... anicens s s iR SR R SR R S SR s
Catherised : [ Yes Elﬁ

Type: O Fileys O Plain

Perineum : O Intact Z/Eﬁisiotomy O Tear

LACREAMIONST ... crvesesnessrsassmassrssnsssmassrassmss sessssassiaiisisosnosds
BB AL s in s TR e e TR

Permealg{ﬂgl‘:’w

B BT i v seasatsd s SR s s s R S ST

) ™
Prophylaxis: @oc? : m
-”";T’mmp —

BIOOO LOSS: ..o ooveieeicereeeeeieerasrre e eseebee e ebsesrsseraenne e
Blood Transfusion: ... NC. e
Other Details (if any): ..........occcimemnniversnnsnnsnsneassssmsnnasses

Ractal ExammalmnN""""*’“’\j

—

DURATION OF LABOUR )

st Stage: .............. Zt ho“% ....................................

2nd Stage: oo lomem

| 3rd Stage: .................. Sing

Duration of Active Pushing: ...
0. 0F VE'S: ..o coesnenearssonsansnsnensnsnsnnsssbssass e s istonsaivsin o

{ BABY DETAILS T
Gender: .......... B@j ......................................................
Weight: g‘os?wlc.j ..........................................

APGAR: ... 110, QLS

Date and Time of Delivery: QD["’!LM,IQZB
LW Doctor: Q;rg\f\@?/bl ...................................
LW'SIster: ... [
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PAATOGRAPH
NarnewlM S Obstetrics Formula: C"lplt" s Blood Group Type: ....... A’Pos’hw .......

Memb. Ruptured: ~ SROM PROM ARM ) Risk Factors: Wmt“ml%m‘mw/‘*

0 1 2 3 4 5 6 7 8 9 10 1" 12 13 14 15 16 17 18 19 20 21 22 23 24

180
Fetal Heart ® 170
160
150
140 3
130
1204
10 \ ,‘Ir\ =

100

Maternal I
BP

Maternal Wy
Pulse 80
70

60

N

s = —— A T AT A g g — T . . g ———t TSI AT T T £ T e e T e £ e — T el T e )




Time \0\\4 \‘\4 1:}‘\\0

_ ==

( ]
Signature A
e : .g;? \%@'\

Fifths Palpable 3'(1; Te| Yo
Moulding / Caput NI l \ ] ' \ \
Amniotic Fluid Feed %‘”“’“ "«L‘G;.,a,c,
Posin 2000000 N~V Y Y Y Y Y Y Y
Cephalic / Breeth N AN AANA AN AN ANAAAN A

AANAAN {

l
Oxytocin s\l K‘« q;\W
EEEEEREEEEEE 1l|ll|lllll

5 =
o \BRZZ7#
C tract E A
inO?Or?rtl:i:losns 2] ’g ’?/; ;;é'

AL
! Z % I/://
[
Drugs and
N Flids 0 [© \?u
ol ® |
Test
Urinalysis
Amount




—*

Record of Labor:

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: TiMe: wcoccvivrnrnriiiniccinsioneene, Signature:

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management: Time: cooovevvicsencciccisccionininnnnnnn. Signatures .........

; Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: T isiiiisciitonspmpomaeponsssongas BIPHALIBS uuiisvasmaiinidssssisiissmm s senss

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: T cnsasscimencasisaississitsiones SIGNALUTE: ..o

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management;

LSOO 11\ 1T (-
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Rainbow”® , S
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Hospital BY RAINBOW HOSPITALS

it takes a lot to freat the little, YougRighttos Sate Delivery

INSTRUMENTAL DELIVERY PROFORMA

OBSTETRICIAN | $r+ Sheo)
Patient Label
) ANAESTHETIST
s - Sden ASSISTANT  Rr: Pan itz
oAt [20]o) Qpas
TIME R ! 2.8 prvy .
PLACE " = ( LABOUR THEATRES
. | WARD
U CONSENT EPISIOTOMY BLADDER EMPTIED?

O | ereal) 4 WRITTEN YES) i NO FOLEY (INOUT) NO

~—_—ANALGESIA —_ CTG LIQUOR
PUDENDAL C NORMAL / SUSPICIOUS / :
AMOUNT USED lomMLS — PATHOLOGICAL

AINED/
MECONIUM ,Grvede T

OF Revei clent Recelozations
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL / SPINAL NOTES IF NOT NORMAL CTG) 0 /5 PALPABLE
GA

VAGINAL EXAMINATION
NUMBER OF CMs DILATED

-

STATION OF PRESENTING PART A 70 7 #1 / @ | +3
POSITION DOA/ LOA/ ROA / ROP / LOP / DOP ;@ /' ROT
CAPUT Q 4 EE s .,_3_.,;.
MOULDING Q}/ + ++ it
| @
|
| 7 - INSTRUMENT USED
| KIWICUP /  NEVILLEBARNES / WRIGLEYS / KIELLANDS /  SIMPSONS
MANUAL ROTATIO TIME OF APPLICATION No. OF TRACTIONS
YES /
i o} ' 27pM -
| ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
| YES /
2.t 28 pm =
‘ (FULL DETAILS IN NOTES)
. _.
|
|

Rainbow Children’s Medicare Limited
No. 157, Saidapet; Near Little Mount Metro Station, Guindy, Chennai - 600015.
For Appointments call: 1800 2122

you can take “ONLINE APPOINTMENT” from our website at ANY TIME : Log on to “www.rainbowhospitals.in”
CIN : L85110TG1998PLC029914 ‘ infa@rainbowh ' ) i '




et

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

(1
\_J

2 EXTENT OF TEAR
CEPISIOTOMY /)57 deg

ree / 2N° degree / 3A / 3B / 3C / 4™ degree

(If 3 or 4", please complete proforma)

SUTURE MATERIAL USED E TECHNIQUE PR PV
2/0 VICRYL (number.........) “CONTINUOUSAINTERUPTED .
3/0 VICRYL (number.........) SKINCLOSEDAYESINO  (VES D / NO (YES)) NO
OTHER? Rapic) 4
FOLEY CATHETER SWAB COUNT ANTIBIOTICS | ANALGESIA
YES (NO PRE - REPAIR (Caxrect .
REMOVE ......... POST -REPAR Covrect  |((YES P;’ NO @ /NO
(SHOULD REMAIN IN SITU CRIBE | [PRESCRIBE
FORMIN OF 12HRS IF | PARACETAMOL ohas P | "ONDRUG ON DRUG
REGIONALBLOCK USED) | | JSMPR &YES. g CHART) CHART)
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Rambow . - i
Children’s ® BirthRight
Hospital 'w
1t takes b 0¥ 10 treat The iDe. Your Right 1o a Sale Delivery

INDUCTION OF LABOR CONSENT

NAME: ..cvvmnenns 3‘:.:5%{:? WARY L ::T:MTF, ............................ AQE: ....ooorreeen. GENder: Male Female
05
: Dr. SHEELAM )
UHID.NO : ...... \“\ \\\\\\\\\\\\\\\\\ \m“\“\\\ ........................... DALE: .voovoneeseieresnnersssssssssessssssesssssssessses
You are scheduled for an induction 0f 1aDOT 0N ..........ccvvveecmmmmnnersnnnnnsersnssssssness (QAIB) Aluvciiiiioriiiniinniisinicnininsenes (weeks of gestation).
LT T T T R————— T R R S

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 ifthere is a valid indication.

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

The alternative to induction of Iabor 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 wishto proceed.

Patient (,3 Patient Attendant:
Signature: 'EE/ Signature: 'M’"

Name: \\ﬁﬂ‘ﬁg‘ﬁ—l}mmm—d& .......... Name: ...... f’\%&’““‘\’“@
Date & TIME: vovvorrs LN Y Do ressninee Relationship with Patient: . \'\W‘V\')‘“‘“’\J\

Date & Time: Lo\js\% ...................................

Doctor: Witness

Signatiire: . AV e D Yot anremeemasiossasmssenssuisasins SIGNALUTE: ..ovvveerrirersessssssnsaassessssssss s
Name: :,DY TR e A SN R S
R 1 LA - 00 0 ... SO e Date & THTIE: c.ooveereverereeennesiersrsasassssbsasasssibissusassassssasssssns
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Rainbow’ : .
Children’s \ & BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .%
::J'csi:n:&u;‘ oy, PG00
05
Patient Name : ......... nr.n:;:::.m BYSMI4D ;) UHID NO & civeesensirnresesrsnsrsassnsssssssssesenssasssnassssssanes

S e[ — Time .

| hereby authorized the performance of the following procedure:

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

« The purpose of this procedure of vaginal birth pregnancy.

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

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

Should vaginal delivery be unsuccessful, deiivery 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 healthy mother and baby; however, | realize that there are no
guarantees.

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

Name of the DOCtor performing the PrOCBAUTE: ........ivuwmseummussssmmsssssrsssssmmsssss s s b

Consentee : /S bg}y Patient Attendant :
Signature : ; Signature : f\'b)\’\DM« ......................

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

Name : .. YR, ... RS LAEY . Name : MS)%MW .........................

Date & TIME : ...cuerunensd =20 lﬁﬁ-b ................ Relationship with Patient: . <. ore: 77 i) S
Date & Time : ‘Z.m\"r\’bk

Tiiness: Doctor (who is taking the cegeent)-

SIGNAUIB & cisicssimssssssesnsssssmssssserssmssses Signature : .......... Y AN ‘W\?

S ——— e, P DYJ‘ ..............................

L - T 20 / 2 /w ................

Docu. No. : RCH /FRM / CLINICAL / 028







\

"%

Rﬁi?db"f)w°

: i~ht | Children’s
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CONSENT FOR BLOOD TRANSFUSION

Patient Name : N“g*ellaf‘fcwﬁ ............. AgE: ..o GeNAEr S
UHID NO.occceceniicrecienireeeinns P N e Ward/Bed No. ...............

Type of Blood Product : pRGC ......................................

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

component transfusions carry risk of transfusion associated reactions.

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

componenttransfusion to me/my Patient Named ...........ccec.ceeereeeeeeeeeeseeeees oo

Name of Patient / Attendant Mﬂ%)
Signature%ﬁa’n?! Attendant

Date (9{7/25

Time :

AT

Relationship with Patient:







)
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part- 1.

GUC-00031445 1P18-00 Z
s STEL, RY.J 524 'Ra'inbct')w' . ~
05‘ - - - -
Be o BYSM14p Children’s Bll'tthght
FHEELA Hospital BY RAINBOW HOSPITALS
T ey 3 okt 1D trest S Wtle Your Right to & Sate Detivery

gy

Healthcare Literacy:  Ye§]  No

Patient's / Learner Language: ......................___ Patient/ Learner Literacy: [ ] Read 1Write | 1Speak Willingness to Learn, ... ;
Identified Education Needs: 10. Fall Risk Education
1 Gy P12y eadD, pian 6. Discharge Medication ?i Safe use of Medical Equipment / Implantable Devices
Diagno 3. Pain Management 7. Infection Control Measures afety
) AMS- 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. Nuition / Diet 13. Risk / Safety
Part- 1l
Use codes from the list in part Il ,
Need Designation
Date Time Idestified Information Taught 3 Mech . Comments Signature
Person Taught M"'m"’ Teaching Tools | to m nderstanding
H ge . Rclpce oy | o ) oo
\W\ﬂf ‘BPM \.f_q : % v 61 Ht d:’ *LJ_LL?!LH . | hone ﬁOOC{ -
x
A | yer /) Wﬂ‘a’ / . ot
S [ 9 £ P W NO pons— | €4 Paz /%L .
Part-lll: CODES _—
Who was laught: W/Paﬁmt F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity) ..........
No Learming Barrers \_8—Tanguage Barrer Thought cial 3. 0 ral‘FlalgiunPracﬁca
1 age 7. Impaired Process/Cognitive limitations 10. Financial Difficulties 13. Cuitu
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstraion . V: Video  \_0:-Grar P: Printed
mﬁb overcome barrier/s:
1) 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator _4.Teach Family / Others 6. Respect Cultural / Refigion Preference
Understanding: (1, Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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PATIENT TRANSFER FORM

\

Rainbow® . e
Children’s | @ BirthRight
Hospital .

It takes & ot 10 treat the litthe.

GUC-00091442 IP18-00036534
I E::;{EEE :AR‘;,{, sM1sD  (f) D:;E: F’i‘%ﬁ 0[! ;?Eissjggﬁ 32;8 7.:1;31} ;t_ga;;fggrder
s IHII!III llllllllllllHllﬂlIllllll lo 11 pm) o
UGy YT sy Transfer Ordered by ' Rea;on for Transfer '
Dr. 8'{5% oa(o[ Drp &L\ugq Sﬁ& | {_O
8P (}l
From Unit To Unit lnform'ation to Attendant

FR

{16 Plood

YesVNo[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over endant
Ye No []

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

Shiﬂing Summary / Notes Written by Doctor ;

YT~ No[]

Name & Signature of Person who is Transferring

!
I Juoln
0] — e

Name of Person Ordered Transfer

mrr%tv%g/

Patient & Clinical Records Received N
.)/\0915

Date & Time of Patient Received :

3o @ IV

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

BY RAINBOW HOSPITALS
Your Right (o a Safe Delivery
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Rainbow®

Children’s ‘ .Bll‘tth ght

@

; Hos pita[ BY RAINBOW HOSPITALS
PAT'ENT TRANSFER FORM 1T takes 2 Jot 1o trest the Utle. Your Right 1o a Sale Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
' Yes [] No[]

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ ] No[T]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
5.

- Shifﬁng Summary / Notes Written by Doctor :

Yes[] No ]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

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







