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MEDICAL EQUIPMENT (WARD & ICU)
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o vouso EEE%?’?‘ @ BirthRight
a BY RAINBOW HOSPITALS
0 I m e R
SURGERY DETAILS
_ Date : ... 252 [ oklaoak...
Patient Name: NT%M&Q&&V[; bate ot 2R\CCHRE | ager.. ALY
Gender: .. £SM0e o Ward: &L UHID No.: %ﬂalﬂ,}ggmﬁ
Date of Surgery: %OLO‘{? ...... 09—‘*’-‘ ....... Bﬁ-‘l gor-2 [Q@O0T-3 JOT-4 JOBGOT-1 [JOBG OT-2
Name of the SUFZEIY : ....cvierernrnsnnnssrensessessssssserse ﬂH ...... ﬁ_., .......... BSD .........................................................
Time in lﬁgfpm Time Ot -..oos22. .0 220,
AMOUNT
1. Surgeon
2. Anaesthetist [
3. Assistant Surgeon (Em M BI (?Y\UQQQ,QAMW\&
4 OTTechnician  :..3M... S,,\(Lﬁm .......................................................................................
5, Circulating Nurse :}%Q‘nﬂﬂefx’\ =7 Re XL Y10 N rmste e A
6. Assisant Nurse .l Sund ass. NIRSWTA NI LS 2 oo ——

g;‘)ﬁﬂr J lpm — & 8o v Q—?ﬁng)
Special Equ_lpmant: Lap

copy [ Broncoscope O Harmonic [ Morcelator
[ C-ARM [ Cystoscopy O Versa Point O Liver Cusa
(2 Neuro Cusa YOG Lsioismsmmsasinsonsniss

Tk”ﬂé/ ag Wak o ) 1Py —8. 40 % o S

Al }T’;Qhoux Q%mm ed ) -

Signature oftha urgeon A ) 4 % j Signature of Circulating Nurse
HAL

Order No: ....... (118 o AR
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Doc. No.: RCH/ FRM / GENERAL / 126

Patient Sticker Eﬁii?t? r%‘:’s l BirthRight
rospital_ | ) masserms
CONSUMABLES OF OT
Circulating staff W . Technician Mlﬁufﬂm Date : 50/61A00§ THD:Sivnesmmumenaseisiorassiiiss
Anagsthesia Disposables dr" Surgical DisposaBles sood Y usea| Disposables (Baby Side) _T_:
,E’f_ﬂa <0 m*@éﬂ \ Major Pack .— 2| | niVitk
LMA_ Sutures/-9.3 (, " ,/ | Cord Clamp
268 iebdsCAV P/ 1326 ; | Suction Catheter
HME fiter : A/ P/N " | Feeding Tube |p |
Syringes :18tc’ Y Vaccum Suction Set '
85 cc Lp | Goes &G pF 4| Surgical Gloves
02¢C y Lo LY £ 3 | Gauze Pack
- 01cc P-E X s / Syringe 1ml / 2mi
_Cdutety plate() /P /N | | Surgical blade ] | [ | Surgical Blade # 20
A sat b | NG tbe " | Koochies ()
B\ o 944 Cautery pencil Py uRe Jip |
NS : 10mi/ 100 / 500mi / 1000 o1/| Koochies TPl [
T S || Ointments el ¢ 3
iilli Suction Catheter DAvadas oM 4
Forfany] Q_| Cap, Mask Hhaece way (B0 I
Morphine Gauze Pack /P o z/:z.joxv;pn
Ketamine Mop Pack e = — <!
{Fropofol 9. | Sterstip Amnefase 4y
Rocuronium Underpad p! é..?_—'i’ 7—,‘” ap mj"‘{lﬁ ooy |-
Glycopyrolate Draw sheet T T .
_Mykpyrolate | | Abgel L dcTatle SET
Ondansetron | Foleys catheter ), ol | preteprovn -
Pencan 25¢/ Spinal Needle 22 Urobag ol <cRp S A — =7
Bupivacaine 0.25% Chest Drainage Catheter Mg Qew 0 mad )
Bupivacaine 0.25%(Heavy) Romodrain bag = o
Antibiotics Bandage ' i
Tegaderm £592 ol
Suppositories loban B ’
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg B Vactun Suction set ! ‘
Justin : 12.5 mg/ 25mg / 100MG p| | Plastic Bed Sheet Hpoi, o4
Tab. Misoprost : 200mg ""| Betadine Solution 02,
Microshield
Cotton Balls
Latex Gloves lo
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse ician
Order NO. :.....cnisenmimensersones 0rdered BY : ......ccoommeummssssssmssssssenssnsasons
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Rain bgw ‘

RAINBOW CHILC
Rainbow Childre: ’
Door No.157 to 160, A

d 600015
Children’'s W= Tel No : 044-4012244
3 irthhighil
Hospital ™ '"2"  varmin:  ssaasc
DL NO:
Registered Office: 8-
Telangana.
INPATIENT
IP No IP18-00036255
Patient Name Mrs RENUGADEVI S
Age/Sex 41YO0MGB D/ Female
Date 30/06/2026 17:47
Payor MEDI ASSIST INSURANCE TPA PVT |
UHID GUC-00088012
S.No Item Name Manufacture Name Sch
: AMNEPARA 100ML GLASS H
BOTTLE
2 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd =~ H
DNS 500ML BOTTLE-
3 NIRLIFE NIRLIFE HEALTH CARE
4 DSYRINGE 10ML (NIPRO)  NIPRO GET
5 DSYRINGE 5ML.(NIPRO) NIPRO GE!
5 DSYRINGS 2Z5ML(NIPRO)  NIPRO GE!
Aculife Health Care
7 D WATER 10 ML AMPULE Pyt LIG(NIif H
E.C.G ELECTRODES .
8 (ADULT) JMS GE!
9 EFIPRES INJ 30 MG 1 ML [‘foo“ LABORATORIES
10 ET TUBE - 7.0 MM WITH
CUFFED-ADLISC
11 INFANT FEEDING TUBE-10  ROMSONS GE!
INTRAFLOW (AUTO STOP)
12 ROMSONS ROMSONS
LECTRO SPIRAL PRESSURE )
3 | MONITORING LINE VYGOoN e
14 LOXICARD INJ 2% 50 ML Neon Laboratories Ltd ~ H
15 MCT-ROF 100MG 10ML Neon Laboratories Ltid M
16 MYOPYROLATEINssML ~ [FONLABORATORIES
17 OxygenMask With Tubing - ar
Adult ROMSONS-FC i
PREGELLED SURGICAL ,
| PLATES(ADULT) Erbee GE
19 |RL500 ML CLOSED Fresenius Kabi India
'SYSTEM PvtLtd
20 RYLES TUBE 14 POLYMED  Polymed H
- THREE WAY EXTENCTION  BECTON DICKINSON GEN
1100 CM (B.D) (BD) Z
Recelver Name

Printed Time : 30-06-2026 17:47

E LIMITED

nedy Cliennat Tamil Madu INDIA

CiN: LB5110TG1998PLC029914

L 1Poad Mo.2 Banjara Hills, Hyderabad 500034,

NST ORDERS

fard HF-OT COMPLEX
LICU 802
18-0001719877

ORI LT TR

‘on No 111P18-0624100
! Nate AN062026 1747

i _l :; Date Iss QTY Unitprice Net Amount
22T 1 787.00 787.00

3 45,30 135.90

1 40.80 40.80

1 5 21.83 109.15

1 4 21.56 86.24

? 11.25 2250

5 2.58 12.90

3 32,34 97.02

1 45,90 4590

1 437.00 437.00

£130 1 63.75 63.75

1 525.00 525.00

1 653.00 653.00

1 55.48 55.48

2 69.10 138.20

1 140.20 140.20

1 335.00 336.00

1 1,275.00 1,275.00

3 69.39 208,17

1 75.00 75.00

1 317.81 3178

Total ; 5,025.29 5,562.02

for RAINEOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1







"

RAINBOW CHILD!
Rainbow Children’

Lo | . Door No.157 to 160, Anr
Rainbow . 600015
Children’s i Tel No : 044-40122444
: irthRight
Hospital "' '53"  vartnv:  ssansces
DL NO:
Registered Office; 8-2-
Telangana.
INPATIENT !
IP No IP18-00036255
Patient Name Mrs RENUGADEVI S
Age/Sex 41YO0MBD/Female
Date 30/06/2026 17:47
Payor MEDI ASSIST INSURANCE TPA PVT LT
UHID GUC-00089012
S.No  Item Name Manufacture Name Schu
DISPOSABLE APRONS
1 STERILE XL Mediblue
2 Encore Microptic gloves- H
6.
FOLEYS CATHETER 14FR
3 POLYMED Polymed c1
GAUZE 7.5X7.5 12 PLY (5 ; . G
4 NOS) NON XRAY Bapuji Surgicals GEN
B 1 : i
5 %{i%\’s\f;_&f ocM™ Bapuji Surgicals GEN
6 IRRIGATTO(T.U.R SET) ROMSONS GEN
7 JM%S:;‘ SUPPOSITORIES 100 Neon Laboratories Ltd H
8 MAJOR PACK Mediblue
9 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1
10 MQOPS 30X30 BPLY 55 X- DATT MEDI H
RAY PRODUCTS
NITRILE EXAMINATION -
1 GLOVES P F- MEDIUM ELITE MEDICALS GEM
Aculife Health Care
12 NS 1000 ML ACCULIFE-EH PyLLtd(NIrlif H
13 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltd H
14 PROTO GOWN (ADULT) Diamond Medicare GENF!
15 QUICKSUITE OT TABLE H
SHEET MIDLINE SUITEL
16 RAMADINE SOLUTION 10% RAMAN & WEIL PVT
100 ML LTD
SGLOVE #6.5 M
17 (SURGICARE) ICARE (KANAM LATEX) GEM!
18 SGLOVE 5.5 SIGNATURE
TEGADERM WITH PAD
19 SX7CMS (3582)(8582) 3M HEALTHCARE GENI
20 UNDERPADS CARE 60 X 80
( FRIENDS)
URQBAG (ADULT) - "
21 URODYNE GENI
22 VACCUME SUCTION SET ROMSONS GEN!
23 VICRYL PLUS 1 VP - (2347) ETHICON SUTURES-J&J C1
Receiver Name

Printed Time : 30-06-2026 17:48

19098PLC029914

lvderabad 500034,

CETIR T

N EX

Unitprice Net Amount
120.00 480.00
128.00 1,024.00
249,00 249.00
100.00 200.00
123.00 369.00
532.00 532.00
18.74 18.74
2,800.00 2,800.00
997.00 997.00
249.00 949.00
25.00 500.00
105.22 105.22
93.94 93.94
250,00 250.00
775.00 775.00
103.00 206.00
91.00 182.00
117.00 117.00
175.00 700.00
205.00 205.00
395.00 395.00
739.00 739.00
951.00 951.00

10,041,90 12,837.90

' CHILDREN'S MEDICARE LIMITED

Authorized Signature
sl Name : GRACE PAUL RAJAN

Page 1 of 1
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Mrs RENUGADEVI S 00036255

DISCHARGE TRACKING SHEET 24-08-19g5

Dr. MATHANGI RAY " ”"'D

UHID- FLOOR- NAME OF CONSULTANT !HﬂHll!lﬂllllllmHIIIIHHHIII

ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>

I

Discharge
Announcement

INTIME ouT
TIME a -
Arrange_ment of File \QN\ \r\_,r: \@Cj
by Nursing Oy

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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Rainbow Children's Hospital - Guindy

Rai'n bow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Childen's . TEL NO :044-40122444
Hospital = = WEB : https://rainbowhospitals.in
Rainbow
ADMISSION SHEET
. : . (TR IAR TR R U

Registration Details : )
Admission No : IP18-00036255 Admit Date : 30-Jun-2026 Admit Time :07:03AM UHID : GUC-00089012

Patient Details :

Patient Name - Mrs RENUGADEVI S

Age :41YOMED

Guardian . Mr SIVASHANKARAN .V DOB : 24-06-1985
Gender . Female Religion
Occupation Martial Status
Address (H) . no 3 subam flats gandhi st kaveri nagar Phone No . 7200413535/ 9841247828

Gunidy North Chennai Tamil Nadu INDIA E-mail . no@gmail.com

600015 o : gmail.

7
._.mission 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 SIVASHANKARAN .V Relationship  : Husband
Contact Address : no 3 subam flats gandhi st kaveri nagar Phone No . 7200413535
Gunidy North Chennai Tamil Nadu INDIA 600015

N - ._/5‘\\! Qg\—'/

Signature

ﬂtor Details :

Doctor Name - Dr. MATHANGI RAJAGOPALAN

Referral Doctor . Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode Cash

Deposit Amount  :0.00

Payor Name . SELFPAY

d Date / Time : 30/06/2026 07:05

Printed By : 017420

Page 1 0of 2
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Rainbow Children's Hospital - Guindy

Rai_n bow . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai ,Tamil Nadu, INDIA ,600015.
Children’s =~ TEL NO :044-40122444
Hospital : \‘w WEB : https://rainbowhospitals.in

Rainbaw

GENERAL CONSE OR TREATMENT

Patient Name: Mrs RENUGADEVI S Age : 41YO0OM6E6D
IP No: IP18-00036255 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN 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

wance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
& 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.

it
" am aware that during the patient care itis 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.

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

Signature of Patient/Relative: 7>

Name: > STVASHANKA RAN. V

Patient Address:
; i B UsE no 3 subam flats gandhi st kaveri
Relatignship: &eo0 : nagar Gunidy North Chennai Tamil
pate: | 30 -0Ob ~Ap26 tme:. 0103 Nadu INDIA 600015

Wittness Name: ﬁ}w N/

Wittness Signature:

Printed Date / Time : 30/06/2026 07:05 Printed By : 017420 Page 2 of 2
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|7PaltTnt Name :> RE&UGHA'DEVI < UHID Number : 80“”9
~_sl:11‘f—x\nendam Name : 2> s:r_vgsHANKAEAN -V Relation : > §POUSE

--‘ﬂ‘—, i
Balnhans @ BirthRight
Rospital | QP o e

ey R

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.

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

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

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

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

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

Patient | Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.

In our hospital there is"No Discounts Policy". Kindly co-operate.
N
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
category.

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

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

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

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-Thrs,
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA., has to be paid by the patient.

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

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

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

DECLARATION

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

Self/ Attendant Signature : >\ J kswagg Name & Signature of Financial Counselor

Phone Number : >

1800413536 Aﬂ-‘

RCH/GDY/FRM/CLINICAL/426 [













4 M‘d (113

-
-

o

GUC-00089012
Adrs RENUGADEV! 8

| ONGUH_OdLoLan o &}vuhm*‘toﬂ s 3.

\P18-00036265
"z

Rainbow”’ .

41vumso (F)

Children’s .BirthRight"
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OPERATION NOTES

r_Surgenn Por . Mm‘&oan\ Asst. Surgeon% %ua&ﬂmm )

et iy g Y] Dot |7 Qi Qund 7 foul gl
Pre-Operative Dlagn05|s P?.L 3] AL 7 1_44. %HMD:& et

Surgical Procedure :

Total 1mpwwswpmc b\rjbl-@;.{ec@o/«ﬂ | oith
bilateral &alpmgd opkos»redauj

Weight: *T2 L}J.\q Date 80,]0 ,gm StartTlme.L:)‘ggpm‘ End Time :
Post Operative Di'agnc\fsis: Tiy & "R'30) TEERE R

i

Peri-Operative Comphcaﬂons

Fmqu& Otows bu.lhq ﬂiqM- JolUopion #be © ydsodal i a x
Operation Notes: Rﬁa&# Ovasy - a_f&hc 3 Rg& lasige bowel odhmenﬁ to od
Findings: L% 2Desrupid tyat X2 em. appeatts eoblid ; Lq} Plopian
toiled and cunled asound lojy ovcuu.; . adhestent o UV fold
Thin ‘adhesioon between ltzfl» odnexa and ladewal pelvie wall .

/

Pf\&.\hwpem:l-anmb{ treadiad
h poskR -~ | 1D MM Au{:'m uo«h?he_@? tamesta povk Made . Two
lql- Ia}enol Pork _and Bae S sught lateral working Povi  »

and ot OVas {reed ja_a latesal peluic _twall
H%#emd—om-( p'ro¢eeolcd by cauderistag  and euthing bilatesiod

wwhm peluvie. ligaments .
Amount of Blood Loss:* - NIvid . Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination;, '

Utewn, bilatesal galﬁoplan fubsea 00;761

By RAINBOW HOSPITALS
Yaur Right to & Safe Dellvery

Doc. No. : RCH / FRM / CLINICAL / 099 LG\ &0 (PT0)
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exa
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Procedure N;gr | Soile anephic Fw.g.-:aghqng pt iq h)pﬂl, po'.;“‘l-?éjn, pashs paiated and duaped.
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ade
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POST-SURGICAL CARE PLAN FORM

7 Post -Operative Monitoring Parameters [Frequency:

v ‘fold ezf Pou'l-oncum eut and bfaddv-r Pu»&L.uJ dotwf

Bilalesial ukesine versels coudenned and ou%
Rilatesal Mdchmnod-}s and’ ul-e;-w.«sacwaﬂ bgamen}s

Wourd 0% s besgingd | o ol et
Ubertn Aepeﬂa“‘ﬁcl éh’DM VaudP u,smg cw,demj

Smu nen  yelweved chm n“u

e e Rainbow® : . "
b PNt Stiche | Children's | @ BirthRight
D Hospital . BY RAINBOW HOSPITALS

It taves 3 lot 1o tresd the little Your Right to asale Delivery

4 i

. € Pon —-D hDMmg 1 ~D b Ll o
- TJukdin Supppgitnry | dal P{R | ~b~1

Draln/Spec:al Lines/Catheters: )
Vould Aonhusued wiin \mc}tﬂl -
Merodtari s  aew LJ %
Sabioe, Wrigakon done . 8. Ute}vf mauohcd R;-ws**alm
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Q/ Not known any Drug Allergies
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Medication Reconciliation will be done at the time of admission and also whenever there is change

in the treating team or shifting from one unit o another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
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Medication Reconciliation will be done at the time of admission and also whenever there is change
in the ireating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to I1CUs)
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Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
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FOR THE SAFETY OF THE PATIENT :
GENERAL -  Ensure that all patient details are entered aDOVE. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved st of abbreviations). ‘
. Useapproved pharmaceutical names. BLOCK LETTERS, metric dosage. English instructions.
. Any changesin drug therapy must be ordered by 2 NEW PRESCRIPTION. Do not alter existing instructions.
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P 1) Right patient  2) Right Drug 3) Right Dosage 4) Right Route. . 5) Right Time _
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Morse Fall Risk Assessment Form e o gl A
i | W
D Time
Choose Highest Applicable Score from each Category oyl 2 at b 30\ c’bb/ 3 bb:b Fall Risk Grading
Score ’ Bl P\’D?
pn | X
History of Falling Yes 25 !
(immediately or w/in 3 months) NoO 0 O,,.., P o) Risk Level Hnrst;;arlsl))Score Action
Secondary Diagnosis Yes 15 \ >
(more than one diagnosis) No 0 . O ©
Furniture 30 ‘ & Standard Fall
— Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 : Precaution
None /Bed Rest /Nurse Assist 0 © @) O
IV / Heparin Lock or Saline 8 2 ', 20 fovle Implement
N . Moderate Risk |~ 25- 50 Moderate Fall
impaired 20 ﬂ;ﬁ:’r"tﬂign
GAIT / Transferring Weak (uses touch for balance) 10 o) fZ 1z
Normal /On Bed Rest /immobile 0 il \mplement High
Forgets limitations 15 A Risk Fall
Mental Status .g = High Risk &9 Prevention
Oriented to own ability 0 0 (& /®) liervenfiort
Total Morse Fall Scale Score: e 20 %0
Signature ( ol ™
i | A

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

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

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

[0 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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Total Morse Fall Scale Score:
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Choose Highest Applicable Score from each Category Score Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 (0] Yz P Risk Level M“'sihﬁ:’;)s EOte Action
Secondary Diagnosis Yes 15 »
(more than one diagnosis) No 0 0 L ©
Furniture 30 Standard Fall
' : Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 V. pe)
IV / Heparin Lock or Saline \:5 2{;] e 2o 22 Implement
0
’ Moderate Risk |~ 25-50 'r;“’de“:.‘e Fak
mpeiro L intovention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 0 O Implement High
P . ; . H k
—" Forgels limitations _ 15 High Risk > 51 g:zv;:tl':on
Oriented to own ability 0 © Intervention

Tick () whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
[J Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients
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Moderate Risk (25-50) Apply all low risk intervention and

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

1 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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! Tr ¢ | o | : }
Date: 50/ 6 13565 F1o6
Time : Ubm| N g
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. I-'A LIL
without assistance. to completely turn self independently, independently. |
2. Chairfast : 3. Walks occasionally: 4. All patlents foo young fo ambulate;
"Activity The degree 1. Bedfast - Ability to walk severely limited or Walks accasionally during day, but for OR walks frequentiy:
of physical activity c;:nffnad to.hed 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
wheelchair.* shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.

Sensory Perception

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

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

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

two extremities.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Y
¢
Y
!

Moisture Degree 1. mmlv molst: 2. ’\rs_q moist: 3. Occasionally molst: 4. Rarely moist: L
to which Skin is kept _rnolst _almust constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by persplrapnn, urine, drainage, elc. Linen must be changed at least avery linen change every 12 hours. changes; linen only requires changing L{
to molstine Dampness is detected every time 8 hours. every 24 hours. ( \ L}
patient is moved or turned,
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: !

Friction. Occurs when _

Skin moves against

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

Requires moderate to maximum
assistance in moving, Complete liting

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

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against
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 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. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

Nutritional Usual
food intake pattern

or IVs for more than 5 days OR
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
per day. Takes fluids pooriy.

which provides inadequate calories and
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
products per day. Occasionally will

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

but will usually take a supplement if
offered.

calories for age. For example, eats
most of every meal. Never refuses a
meal. Usuvally eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Lo

Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compramised: 3. Adequate: 4. Excellent:
. Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - .
nss;:y::ﬁ?;ﬁ" & <40 in a newborn) or the patient be < 85%; hemoglobin may be be < 95%; hemoglobin may be Nt:s";",mm o:ngen s;ltnram“ LP
does not physiolagically tolerate < 10 mg/dt; capillary refill may be < 10 mg/d; capillary refill may be 2 i “r; hgb; capillary
position changes. > 2 seconds; serum pH is < 7,40, 2 seconds; serum pH is normal. =<spronds. LI-J

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

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

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

TOTAL SCORE

26

Evaluator’s Name

TF 2

ol

/
67/

a7




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 Afternating pressure matiress overla
® Manage moisture, friction and shear p y
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
o 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 maitress
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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| ® & © &
( | PAIN ASSESSMENT TOOLS

, FUACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)
:
TEGOAY ~
. 2 Occasional Grimace or Frown, Frequent 0 constant frown,
No Particular expression or smie withdraw, Disoricnted quivesing chin, clenched jaw
Legs Normal Position o Relaxed Uneasy, restless, tense Kicking, o legs brawn up
N Laying quiety normal position. Squirming shifting back and _ g
Activity moves easily forth, tense Auched, fight. of Jerking
Womerical Paia Scale (Obstetric and Gynecoiogy) . : = =
Moans steadily, screams of sobs,
b ettt — Cy No Cry (Awake o asieep] e i Slimb i
=y oy g 8 ¢ T o4 _h.l
Consolability Conle. . relaxed hugging, of being talked 10. Difficult 1o console of comfort
: stractible
_ giigniuiigifi_
Assessment ..UE Hermel X Pain / Agitatien
Criteria
i.-t%gug -2 -1 ] 1 z
- | Crylng No Cry with paiiul | Moans or cries Appropriate crying Not| lritable or crying al High-pliched or sient-
inrftadifity stimui minimally with painful| irritable istervais consolable | contimuous ery
~ 2 S r e » L : simufi : Inconsolable
MoHn =~ HudsUmeBt Hurts Lisie Mory Even bore Hurts Whole Lot Hrts Wors! Behavior State | No arousal 10 any Aouses minimaly 10 | Appropriata for fRestiess, squiing -gl.ﬁngnggg
stmull stimuli " | gestational age Awakens frequenty | of
No spontaneous Litle spontaneous Arouses minimally / no
movement movement {not sedated)
o Mouth I tax i cression | Reaxed Approprise | Ay pain pression | Ay pan expression
Expression | No expression with stimui ' Intermittent continual
[xiremities | Ho grasp refiex Weak grsprefies | Relaxed hands and Tetsrmittent Continual clenched
Tane Flaccid fone decreased muscle | feet denched foes, fists | toes, fists, or finger
fone Normal Tone of finger spiay spiay
- Body ks nol tense Body is tense
Vsl Signs MR | No variabifty wih | Less than 10% Within baseling or | Increase 10-20% Increase greater than 20% from
AR, BR 320, | stimul variabiity from normal for fombassine | baseline, Sa0, less than of
| Hypoventiation or baseline with simuii | gestational age Sa0, 76-85% with 10 75% with stimutation - |-
apnea ’ t stimudation - quick slow recovery Out of sync of !
/ recovery fighting ventiiator '
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wirs RENU AYOMED ) Children’s Blftthght
Hospital . BY RAINBOW HOSPITALS
your Right to a Safe Delivery

UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

gl S

Baseline Information: M(/ L—m—
Admission From: OER 0O opPD 0O Admission Desk B8, SPRCITY croormsvsnirsssssmmass s sssrsssssts

Primary Language: [ Telugu O English 0O Hindi thers, specify ... q .. l ... )J .. ... ). i L_ ........
Doyourequireaninterpreter? O Yes Dug/ITYesspemfy
gource of Information: ient [ Family [ Others, specify

Allergies: O Yes O l\[o/D Medications [ Blood Transfusion
A ——

Doctor Notified on Admission; Yes OnN

Tbé%plan Name of the Doctor: WPC’Vﬂ
gO*

Time Notified:

O3 Family Member ] Medical Record O Other (SPECHY) «ooerseeenrsees

past Surgical History Previous Hospital Admission

PS Awn

Gynccnlugical History:
Contraceptives: O nNe— T Yes
Vaginal Discharge: e OYes
Post-Coital Bleeding: DiNe— O Yes
Infertility: Cihe [ Yes
I Yes Type: 2 Primary [ Secondary

Gynecology Surgical History:
Caesarean Section: [}Nf O Yes
Cervical Cerclage: [0 D1Yes
Ectopic Pregnancy: [ﬂﬂﬁ [ Yes
Myomectomy: 0 OYes
Others:

Gynecology Assessment: (I Not Applicable
Menstrual HISIOTY: ceuemsssssssssmummmeseseses
.............. jme%uuv
Onset Of MENAICHE: ovvemmneerssmssssses e

Menstrual Cycle: O Reqular reqular

Last Menstrual Period: 25[5!;&1

Obstetric History: [ TRRRRR e —
Previous LSCS: N\l...._

o Yes, |If Yes, Fil {he reconciliation form

Current Medication: ad

Family History: Wliﬁes Detected

[ Heart Disease [J Hypertension []Diabetes [ Stroke O Seizures O Kidney disease

O Liver disease O Other

Vital Signs / Measurements: Temp: .9 5.1 HR: ... .. ' RR: ... 7o h MY

BP: ! H’O Weight: 7.

Pain Assessment: pain:. &Yes [OINo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL /151 (PT.0.)




|
|

— —_— -

Patient Sticker |

..... complete the Morse Fail Rigk Assessment Sheet)

(complete the BradenQ Sheet)

FUNCTIONAL SCREENING: I3 patient needs assistance with any ofthe following inform consultant

LI Mobility problem [ Walking Problem LI No Abngrmalit Detectad
\_//_rlw 4 (i
LI Developmental Delay DMuscuioskcletar CongenftafAbnormaliry ;
Inform consultant for positive criteria @ |
NUTRITIONAL SCREENING: 0 Abnormality Detected I
O Overweight O Poor Appetite > 3 Days OJ Needs Therapeutic Diet. I
OUnder Weight O Diabetes Mellitus O Hyperemesis Gravidarum ’
Inform consultant for positive criteria J
PSYCHOLOGICAL SCREENING: Ir-
O Calr & Cooperative OJ Reslless O Depressed O Agitated O Confused ‘
e S Jﬁ
[
Inform consultant for positive criteria I
l
SOCIAL SCREENING: |
1. Marital Status: 3 Single \Zme; ODivorced O Widow Q@ |
2. Special Habits: Smoker: OJ Yes e Alcohol Abuse: [ Yes O V Drug Abuse: O ves 0 f
Social History: Lives with N 4 VIU.A,%N){ |

Orientation has been give egarding the following aspects:
Call Bell in Reach - ZéJ No Waste Disposal Explained: [Svss ONo

Infusion Pump : 7€ ONo ~ Hand Hygiene Explaineg: E"rg O No O Others
atreat

Above information given to f .................................................

Name of Person Orientation wag givento: ... m”'Wm&ﬁ(/ 7 |

Orientation not given R e I

, X
Nurse Signature: ,@% '
Nurse Name; ... g(f)[?@EU‘?

Date & Time:
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Rainbow® . _
Children’s @ BirthRight
Hos pital BY RAINBOW HOSPITALS
It takes 3 lob to teal the litthe. Your Right to a Sale Delivery

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

Date:... 32 bftgomé- :

Pre - Existing Risk Factors Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or gstrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) |1
Obesity for2
Parity = 3 1
Smoker 1
Gross varicose veins 1
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
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
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical pri@tlaﬁjn’mw_ﬁlerperium except immediate repair of the perineum, e.g. \/ 3
appendectomy, jpostpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total . |pA
Signature of the Nurse M\ \
=\
Action Plan

Docu. No. : RCH / GDY /FRM / CLINICAL / 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s irthRight
Hospital BY RAINGOW HOSPITALS
It takes 8 lof 0 treat the iRt Your Right to a Safe Delivery
Part- 1. .
Patient's / Learner Language: %mu ..... Patient / Learner Literacy: | Read 1 Write. uapeSak/’w,illingmss to Learn: \‘F.s/ﬂﬁ Healthcare Literacy:  Ye§l NECL—
Identified Education Needs: 10. ;:1; Risk t:lu’:m e o T
; PI 6. Discharge Medication 11. Safe use i
:;;,,E,ELZ 9%0 a.um agement 7. Infection Control Measures Safety _
T e u/nﬁm Consent 8. Diagnostic Test/ Procedures 12. P;amﬁmm
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9.  Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part lll
Date Time | e Information Taught - _ — Comments | D§nanation/
Person Taught Barriers Teaching Tools mhmﬂmuh Understanding

about oMenk

=%
Ao atke o

2laa) £y Poctient

20l b V5

erbes

s,

NI

L

Part - lll: CODES

11. Beliefs and Value
12. Impaired Vision/

5. Educational Level
6. Desire / Motivate to Learn

8. Responsibilities at Home

2. Physical Impairment
9. Cultural Differences

3. Emotional Barriers

Who was taught: re Patient F: Father M: Mother $: Spouse Sm: Son D: Daughter C: Caregiver 0: Other (Specify) -.......
Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuttural/Religion Practice

S
or Hearing

14. Others (Specify

Teaching Tools Used:  A: Audio D: Demonstration V: Video 0:\0r— P: Printed
Mech to overcome barrier/s:
3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4. Tedch Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1)_vebalizes Understanding 2. DemonstatesUnderstanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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MWWBW
Tubeﬂedby"msalndua

rge / Senior Nurse -

AV

If Blood has been ordered - i Blood bag ready?

ﬂ V Gannuta 10 be piaced / 1y s Indicateq

o/d]y
[\]

[\]
B

S
HEELE
HHEHE

sgg
< 2|5
[~%
HE
8
l‘lml‘!

B
~§§a~a—ag:
2 Ezga
AN
ééa-%%
g %ég&
X

g

: g5
gz

385

: Lid
S5

EX

blog]

| SMing Clearance ke "

j‘ Billing Executive Name - M’éw .. Nurse In-Charge Name:,.,....,ngj.ﬁ..f ...............
Billing Executive Signature : .. ol - Signature of Murse Jn.g; rge : W\[Oﬁ@}

Date & Time - jg/né] ) .‘ O )bz Date g Time:...... 20 6{2641&&» ......

QRCH/FRM/ CLINICAL / 107 /{
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pamcr roaueres CoRM tospital_ | () zemiezus
U 00089012 |P48-00036255
= wrs RENUGADEVI § 0 “ 7 4 )

mmm “ Y Dater. nle of Admisslon \& Tirge of Transfer Drder
\\\\\\\ll\l\\\l\ll\\\\\\\l\\\l\\\\I\\ o' -
Treating Consultant Name Transfer D:dered by Reason for Transfer
: Han  Ioungens
W‘ W\QMQ W h{ﬁu}b(/}(.(p EF"’“’
From Unit To Unit

(DF—

o A

Information to Attendant

Yes Q/ No [}

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

B over to attendant
“
g%ﬁ _ Yes [] No‘l___l/
. if yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
i

1. ¢ puia --\f ((5) .

Luﬂ&-_%f‘?)‘

2 r““r“
2 Ligs * U}W\M

K?' m urflrﬂ,nq

N

bl £V

% RL\ Seowml (s F’cw Ju‘vww{‘ h@ ‘
4 Swlz " S an --f- 3 5
5" D o | \{:}D Wt —-%ﬁ)

Shifting Summary / Notes Written by ﬂoctor: Yes[] 0 No([___l

Name & Sig

re of Person who is Transferring

(QN&WM

Name of Person Ordered Transfer

Paufﬂ’zrfﬂ 4

Patient & Clnical Records Recelved by :( 1) ¢ %\Jb(@. He rﬂ
0%, 9 \ 7

- —

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







. = ®
' Chitdran's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | () zesenmiue
——. GUC-00089012 IP18-00036255
e Mrs RENUGADEWI 8
f""..’;’ ::iu i ay u u ] n (F) Date & Time of Admission Date & Time of Transfer Order
v L0 Polejrecy, o | Il heots ot
Treating Consultant Name Transfer Ordered by }ufeason for Transfer
Or . Maftenage B gttty maragenent
From Unit To Unit Information to Attendant
or Ml cw Yes No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

Fd.l over to attendant
Ona gl Yes[]
If yes, what ?
Medicatiqns / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
2
2.
3.
4.
5.‘ g
‘Shifting Summary / Notes Written by Doctor : Yey/ No [}

14

e & Signature of Person who is Transferring

S,

Name u{ Person Ordered Transfer

. SeTustv

Patient & Clinical Records Received by:

s

Date & Time of Patient Received

go\!obﬂc

Q@ B UESPy

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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Chiares | QSirthRiaht
PATIENT TRANSFER FORM Hospital | i
e GUIC-00089012 1P18-00036255
Mrs RENUGADEVI 8§
mwss ”:1 ;3 ; Efu F) Date & Time of Admission ‘ Date & Time of Transfer Order
IHIHIIIHI\IHIII [ LAY solbhed Faome  |261% ol | R
Treating Consultant Name Transfer Ordered by Reason for Transfer
&> - walhass o Gk L b
From Unit To Unit Information to Attendant
UWpR YO}/ No[d

ST

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

. over to attendant
¥ Q‘?& e \%\Q‘Q = Yes[ ] N
| If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
1.
2
3.
4,
5.
Shifﬁ'ng Summary / Notes Written by Doctor 1~ Yes ] No[]
N T+ pldw

Name & Signature of Person who is Transferring

&~ VP(DEG-J tf:.&?_m

Name of Person Ordered Transfer

IS -p\&\x&&‘e ,

Patient & Clinical Records pived by :
% M

Date & Time of Patient Recewed 20 b t@@g_&, {9 D) 0@/_ :

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’ i
cﬁ'i?dr?evr:'s ‘Bll‘tthght

PATIENT TRANSFER FORM Haspital | bt
GUC-00088012 1P18-00036255
Z*I‘ui?.‘l‘f“’”i YoMeD  (F) Date & Time of Admission Date & Time of Transfer Order
oy Gl RAJAGOPALAN 1 u (
T 90l6b6 ad Han. | Fololo6 ol 1an
Treating Consultant Name Transfer Ordered by Reason for Transfer

TR methg TR nertlong Prece o

From Unit To Unit Information to Attendant

Yes[ No

NO- ML oL .

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
- over to attendant -

¢ ¥ Y YesFT +  No[J

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SLNo. ltern Name Quantity
L e R oo L)

o
2.

< A =
A Copa @t \Egm

3 \o ¢ eIy I
4 an

5. =

Shifting Summary / Notes Written by Doctor : Yes‘[;I/' - No[] e

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

,&%w DR metargy

Patient & Clinical Records Received by : "
e e
& e Lé\%\f N

Date & Time of Patient Received : "D;oUo b/b vé U Wshon

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

(] Unavailable Bed (] Nurse not Available ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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— . GUC-00089012
| Mrs RENUGADEM §

PATIENT TRANSFER FORM

IP1800036255

Hospital

‘BirthRight'

R T —
It takies & lot to treat the Uttle. Your Right to a Safe Delivery

24-06-1985 41Y0 u e D
Dr, MATHANGI RAJAGO!

IHIIIIIIHlllllllllllllllﬂlllIlllll

Date & Time of Admission

/lk
2 |bjb € .

Date & Time of Transfer Order

‘3’0“)}?/4 C\‘L\O%

\

Treating Lonsurnarnt gamn Transfer Ordered by Reason for Transfer
D R MGI‘SK ?’W M
A
R e DR AT
From Unit To Unit Info{?aﬁ to Attendant
W}W Q'H\ »?KG?V}' Yes No []
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
A 1o attendant
2 File) YsO  NoCJ
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity

1
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor: ~ Yes[ ] \/40 O @E : Pw h ; j}\?

Rbber

Name & Signature of Person who is Transfsrring

@1949/?

Name of Person Ordered Transfer

o NSOV

Patient & Clinical Records Received by :

f@(@l‘-\@‘

-
plol: of A v~

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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S T —

| CCl o 1 |
| s lr L L1 % o
}-—n :.._[. ———— e i . .I_ | _I_||
! |
1 Po not remove hair a1 the surgical site unless the presence of hair wil = C
afiect the procedure, Use clipper if necessary VG S
2 DE‘CO|OFLI£P surgical patients with skin antiseptic(Chilorhexidine bath =
) /\-’\EFJE"‘] VES
3 Antibiotic prophalaxis given within 60mts prior to skin incision tz G“Q

4 |Use a checklist based on the world health organization"19 item surgical
checklist to ensure adherence to best practice l(,/@

INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory
agent in combination y 04
N I r
6 Maintain normothermia during the surgical procedure (>36 deg C) )/QA
POSTOPERATIVE

7 Maintain and monitor blood glucose levels regardless of diabetes status
between 110 and 150 mg/d| \'h?

8 Application of incisional negative pressure wound dressing -—‘:f@LO

00

RCH GDY/FRM/CLINICAL/043
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URINARY CATHETER BUNDLE CHECK LIST st HEBAE A
Date of Insertion: QD(,C;% ...................... ' np Date OfRemoval ..o '
Parameters W;O\H #‘bpm 40 ;/[?YD \é‘\)w
Need for the Catheter \}Yes:DNo @X{JEINO | EiYes CINo | OYes ONo | OYes ONo | OYes ONo | OYes CINo
Hand Hygiene 3 |BYes” ONo I‘_’f(es ONo | [2fes ONo | CYes ONo | DOYes ONo | OYes ONo | OYes DINo
Usage of Sterile Equipment es ONo es CINo -p‘fés ONo | OYes ONo | OYes ONo | OYes ONo | OYes ONo
Is the Collection bag below the level of bladder \C¥es ONo $’ONo | [%s ONo | OYes ONe—{TiYes CNo | OYes DNo | DiYes CNo
Check the Tube for Gbsiruction (Free of Kinking) - (] I:ENo EI,Yes” ONo |2’I§es CINo @es‘ ONo | OYes ONo | OYes OONo | OYes ONo
Is Catheter dated as policy 6 ONo | O%€ ONo | bxfes ONo | OYed DONo | O¥es ONo | O¥es ONo | D¥es ONo
o] Fpilecﬁngbauisbeenerrmﬁedr&gulaﬂv? s ONo @es/’ ONo | &Yes OINo EIYeJ ONo | OYes ONo | OYes OONo | OYes OINo
-Maimeﬂanceof_dﬁsedsvstemtortheéarmmer - - {\UZes -ONo s ONo Bﬁs_ ONo | DYes ONo | OYes ONo | OYes ONo | OYes ONo
Dressing clean and dry? \_,CP( ONo WDNO s CINo Dm r_EI\Yes ONo DYej{tho OYes ONo
Is the line removed as Policy? MNO IP)G(DNO [¥es ONo | OYes DNO&@FMWWDNOA OYes ONo
Performance of Perineal Care IMUNO S ONo | LYes ONo | OYes TNo | OYes ONo | OYes ONo | OYes ONo
Onsetof New Fever EJYeW—Na’ OYes E{o OYes O#o | OYes CONo | OYes CONo | OYes ONo | OYes ONo
Asses for the leakage at the site of insertion |_EiYes ONo D’é,gﬁ"p [Yes ONo | OYes CINo | OYes COINo | OYes ONo | OYes ONo
Name of the Nurse :g]:b"\c" %\ m Dlobol«en
Signature of the Nurse <J§7"*WO M’YW CE%%H

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs RENUGADEVI 8
24-06-1088 41YOMED {F)
Dr. MATHANGI RAJAGOPALAN

m 1 0

PATIENT TRANSFER NURSING HA] DOVER CHECKLIST

IP18-00036255

Ralnirow

- 0 Childran’s
WP SihRiE | Heser)

Date & Time of Transfer:

7?7 TRANSFERRED TO: MO

1 |Patient Identification [YESINO| REMARKS

la_Patient 1dentification Patient name, age, UHID/hospital number conﬁrmi;d W l

b.Surgical procedure & correct site verified | < ‘
2 | Airway & Breathing || l

a.Oxvgen delivery (maskfcannulafventilator} secured ____’_\ ,/

b.SpO: within safe range Sy /

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

Circulation & Hemodynamic Stability \ \

1V lines secured & infusion running co

le.Dressing Intact
) 4 \ Pain Assessment
la.Pain score assessed & anal esia given
lb.Reassessment done

5 | Wound, Dressings & Drains
Surgical dressing intact

\b‘AIl drains fixed, output noted

\c.Catheter secure & urine output recorded

d.Spiintsfcastshraction devices stabilized
6 | Medications Pre & Post-Op Orders |
a.Medications due time noted

b Pre & Post-op instructions (NPO, position, mobilization) communicated § 1
c.Emergency meds given in OT (time & dose documented) ,

7 \ Equipment Safety & Transport Preparedness

a.0Oxygen cylinder full & ambu bag at bedside im
b.Bed/side rails up and brakes applied

)

c.Special pcsitiolir_ngﬂaaintained as per Surgery

8 | High-Risk Patient Safety (if applicable)
\ﬁ:hest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

- Pressure areas protected (heels/elbows) . ‘
5 [BLOOD AND BLOOD PRODUCTS TRANSFUSED L2 |

10 IREPORTS AND LABS HANDED OVER s ¢
11 |BIOPSY/HPE SENT e

12 ‘Documemation

la.Documentat‘.an completeness ’ = l 4‘

.’l'ransferring Nurse: ( ogokb(

Eﬂeceiving Nurse : : u i
lSignature of Incharge: | 1

RCH/GDY/FRM/ CLINICAL/598







@  mapme
) Birthiight | Hespiia) PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: \(ﬁi TRANSFERRED TO: O ["

"1 |Patient Identification [ YESNO | REMARKS
Patient Identification Patient name, age, UHID/hospital number confirmed

Surgical procedure & correct site verified ot

o ——

D \Airway & Breathing l ‘ _l
a.0Oxygen delive maskfcannu!a/ventilator secured o

M.S 102 within safe range

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

3 | Circulation & Hemodynamic Stability

correctl

a1V lines secured & infusion running
b.No active uncontrolled bleeding
Last vitals recorded before tr

ansfer
d.Central line hubs are closed
e.Dressing Intact

4 lPain Assessment l \ J
Pain score assessed & analgesia given \

»3

b.Reassessment done

Wound, Dressings & Drains
M.Surical dressing intact
b.All drains fixed, output noted
Mcmem secure & urine output recorded
d.Splints;‘castsftraction devices stabilized
6 l Medications Pre & Post-Op Orders
a2 Medications due time noted

oen cylinder full & ambu

b.Bed/side rails up and brakes applied
c.Special positioning maintained as per surgery
8 \ High-Risk Patient Safety (if applicable)

2

2.Chest tube: underwater seal below chest level

A
b Epidural catheter securc, infusion checked m_
< Pressure areas protected (heels/elbows) m
9 WOOD AND BLOOD PRODUCTS TRANSFUSED Tl
10 Mponﬁ AND LABS HANDED OVER s, |
11 |[BIOPSY/HPE SENT |

12 |Documentation

2. Documentation com pleteness M

ing Nurse: A4

- ionature of Incharge:

RCH[GDY!FRMICUN!CALISSS
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Rainbow®

: . . | Children’s
BirthRight | Hospital

Your Right to a Sate Delivery It takes a lot to treat the little.

CONSENT FOR BLOOD TRANSFUSION

Patient Name : I 2 CUCY  oY8 WEREE Age: ..AA%...... Gender A T
UHID NO.faeeiersseasessnassassssssssasssssses P NOLL cuvrrasessessseasensssusesssssssasess Ward/Bed No. ..ER s
Type of Blood Product : ......... - ST
e—— RS S 7] S b1 A W 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 itis inthe “window period” and
also due to various other infections which have notbeen screened for. | also understand that any blood

component transfusions carry risk of transfusion associated reactions.
All the above-mentioned risks have been explained to me by the doctor treating me / my patient inthe

language that | fully understand and | accept the same and give my consent for the whole blood
component transfusion to me/my Patientnamed ...... R e MEM L

Name of Patient / Attendant Zeaxova Dats /
Signature of Patient | Attendant S - Ror u/'%g\ dﬁ%j?
Date 7o)t \'ZL,
Time: \\ o

Relationship with Patient:







“z

'INFORMED CONSENT FOR SURGERY OR Shitdrens ﬂma%az.

.SPECIAL PROCEDURE Hospltl | @R
Patient Narv ~ cuc.ooossotz | WA s Gender: O Male [ Female  Age: , ...............................
UHIDNG : . ﬁ.ﬁﬂra A T Date : .

or.
_%mwu%mum —s f_—ggﬁg_:s—%—;;_ .. anadult 18 years or older) or by a parent/ guardian, if the patient is a minor or

lacks the abily w maxe an informed decision. The purpose of this form s to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. \

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

B N T ST —
g?ﬁ@qﬁzl%a%ama?égc
Aﬁ -

| have been advised of the benefits and reason of {he 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 science and therefore acknowledge that no
guarantees have been or can be made regarding the likefihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answeredto 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 not receiving care or treatment.

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

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form ﬁ

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. |havehadachanceto askmy surgeon questions.

4. |havereceived all the Information | desire concerning the operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / PrOCBAUIE: ..........ccc.cveimmsemssmssnsmsssnssserssssssssssssssssssississsssississsssnsess

Consentee : Patient Attendant :

v [d

Signature : %ﬂm%%%ﬁ_ .......... Signatu Z«ﬂmw,x&ﬂ.mvr\\l

Name : ... )M Re E_%Q%C\» Name é.mw<$w.m¢g*$bmw.a ;

oa;daami__:boonm Relationship With PAHENL: .........coocureerrcssssssres e
D8 & TN S ociscssisnissssissasssnsinesses

Wiasas: Doctor (who s taking é

SIGNAUMB : ....cevernsrncnninesinssmsmnsssssessassssssssnsasrassaans SIGNAUFE : . MO

AT . cernmcmmonsrnnepsansnensrntsaisbbsiassaR bAoA : U: ?&S?%p:

Date &TimMe : ...oovevvceae

Docu. No. : RCH /FRM / CLINICAL / 027
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inbow® . G
CONSENT FORM FOR ANAESTHESIA Ratnbows | @ BirthRight
- Hospital _ | (g zssersss
) "‘":::,?;lzoa\ﬂ e P
Patient Name : .... ‘::W::smm ,,_:moﬂ“‘“ i BGE v Gender - Male D Female O
UHID NO: coiiiaeenns m\\h{i\\\\\\\\\\\\ \\\\\\\\\\\\\\\\\\\ ......... Surgeon Name: M»Mj%n@ww
Anaesthesiologist : MW Operative procedure planned : 'ﬂ’*"‘ﬁ&v ....... FR——

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation, This ensures the patient is notaware 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 alocal 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 soughtnecessary clarification on all my doubts.

[0 Heartdisease O Hypertension \-Eﬁﬁ@etes mellitus O Renal failure
O Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis

O Incapacttating Cronic Obstructive Pulmonary Disease Others:.& L{POT’E“’“WN,/WWU\; p
«  Doctorto documentin medical record also f necessary (Gross-out if notapplicable) DEQ Aty LATIEY , FolN V

DECLARATION BY PATIENT / GUARDIAN/ PROXY

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

| authorize and give consent for anaesthesia ( TJ Regional / Q,Gﬁral Anesthesia / O 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 spegcific to my individual circumstances,
and | have considered them before Consenting for anesthesia. ‘

| understand 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 difficulties, asthmatic reactions, headaches.

| authorize 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 gtc), which are considered necessary by them during the course of

" surgery.

That | authorize and give consent o the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafter in need arises.

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

| have been explained all my queries inthe language understood by me.

~<

Patient / Patient Attendant : Witness :
5 . o D5 R

Signature : Q&W%\_.Dro":;k” Signature : ... M NLET <2 Wingnin

NBITIE E wooooecssessssssensesssssssasesssesssbsisssisssissssnssbibissasiass Name“é‘xvﬁgﬁﬂ-NkﬂQQ‘N .
Relationship With Pient: ... DR & TIME | worveveririiissmssssssmsesssasssssssssmasssasss

Date & THTIE | covcrrecsiersmmsesrseasssmsansnamstsamsssassisssbatessses

Doctor (who is taking the consent) :

Signature ; M\ﬂ" ............................... Name : %?N{E&QN/"C:“:' Date & Time : cw/bfgb‘

Docu. No. : RTH / FRM / CLINICAL / 021 T lear »
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z4-ns-1m AYOMBD  (F) i b
Department of Anaesthesiology MATHANGI RAJAGOPALAN a'.“b"“’ BirthRight
PRE-ANAESTHETIC EVALUATION I, Sspr l o
name: M8 Rynaho.. Mb‘{ .. Age: .. sex.f UHID.NO: 291013,

A | 05 b VR

Av@/@
B.Pf‘cm:ﬁ.%:\&g HR: A

DIagNOSIS: ....ovvcc..

h XS ana- Prupased Uperatlon

) evarsan. dorrasd u;(

M&eﬁo

P i A Lo
| =i " o e

Signalurei..,AA,.%hﬁ. Name: PX?‘-‘U‘\O@

Docy. No. : RCH /FRM / CLINICAL / 044

weight: 12.: % ASAPhysical Status: D1 03 04 05

& ’,, . l PP - Laboratory Data: ' '

BB e e B Glucose:\gg {o&zm b, A5 HA HV: e xhay: ... NLAD.

POV e 9:9 msm:,.‘.,Mﬂz.,cJﬁm N e

wee: 1% .00, creat .00 3a....... 'nmlau 0 R MOk e RO LLIY A

plate: . 3x .. B oereemmsommomeniseinss DI B siiciasstmsiasiicsit Blood group: . QrtwL smssfm .......... T Lo /
ﬂ P s s K LDH: = - Y ;“M

| PTR s ans s . o 1 N K — L Al sl - <L Y IR RO
Wi Mgt #: Lol NS 2y, O TSH I,&g
. oo B -‘ssmisafmi,g....&.'.'... Niergies: N (D Py

h _I!etliulHismrr. ' CVs: \g[(‘,{o T2DM ot O 4A -

RESP: Diabetes :
| CNS:

Renal :

Hepatic / GE : Physical Activity: %a{ 0y { E

e PC3) NvD . Glaacnce .
Past Andesthetic History: 3./ PC odent
Physical Exam: TR .
_25"\ -
- mae wfip3 mumnpesm;ﬂ(-elnq Mentonyonn;sza(cehbj ek (N ) teen Coaoried ()
| RGN )

ONS: Nl

Pregnant: CYes CINo OMK i Venous Access Site : 4o ¢ e p (SPlje pxam for regional: ﬁ\h
' Anaesthetic Plan; CIMAC [JREGIONAL-C]GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: g}( o No ngj ok ‘jprﬂ 2 ]3\ ?/ d/

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: I
1. DVT P |
a _L\' cea s | M %S s amfvatermns 2 Hours

| L 25] 2. NILORAL<T .06

T S 3. Informed Consent:

Standard DW
4. Post Operative Pain Management: O B ussed with Patient
5. Other Instruchons
A/&m.u ECCH D). &L
1O fepe .
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% .
- Rainbow® ® n; -
Patient St Children’s BirthRight
sl i ANAESTHESIA CHART  fospital | ) erasconosiius
. It @ B 10 froat the itie mmmﬂ*”:gq
*_Pre Induction Assessment: 5
Change in Patient Condition: 0 VYes w Fasting Status: > G pr
L bl Vd P
— it ~
| Physical Status: 7] Patient lden[iﬁatf I]/fonsem Present @/Cﬁart Reviewed
H.R: jg{fw;,\ | B.P/CRT: H10/9 U_ﬂ) 99 oo/ [RR: (¥ | Last Feed'O 294
Pre-OP Diagnosis: ... A\LL, . Ao ] T/LH:{-_@ o WP i | :3:1....\1..!,.2&...
Surgeon: &{-MI .0 Mgesthes fogist: .. 8. AP it cian: J"O\-eeﬂg\a«v
TIME 2 J 1 2 S YW P
WOIARIO, P} 7T 5 7. ' N - 55 o i f
SALOS0 ISEVD (T 5 N ¥ Sl | ' 3 = 1 Rl
" I ﬂaf;a-q{
P9 4 R ] 6 sesnbt§ 47y
B 19 S N LV a 17,
e CAAT .S, Pg W e 0.3 2 .
chPocand 3o fuscin @ tous /L O
s UMD TR N 240 [
:éu;( ekt : 7 —f LG 1o ) ey
ol 'L.. -: y L g {; At O ? lml S
: : ~J i
G, /550, Z_10¢ ¥4 0o /r—U—’ U | o~ 3%
£CG = e e °4‘Q0~L.
Urine Outpat = ? - NOTES @
& _‘_@ v
gp 240
vV Sysiolic 220
A Diastolic ¢
X Mean 200
* Hea T 180 -
W:: 160 -
— 140 i
Troat Pack Ot 120 ¥ Al p t
100 \ $ ! A 2 0
80 - - { ! 1 1
60 t% zum '
40 b3 . 3 X w
20
10
D k3
(305
LAB Values
[ Ghes .
Ig//' [ - 0
Equipment Checked and Temp: Indyetion
ctional O HME [ Fluid Warmer \é;/ Qﬁ
II.|A::1 O CyafFim O OHWarmer Pre 0, ORs!
O Cut Site: Qrry ‘s [ Catton Wool 0 Others-
g/IﬂSﬂe; .............. O Other e
Lead A 6"‘
) Times: O dirway O 0l Nasal
g Msoiiu Anaes Swz.._,_._}&.},.gb .. P 3 I ﬁllﬂ =
E/’G S— 0P Start: ...l L sa,gv ONasal g,eﬁ‘
M?EUKWTW [0 1 O Tracheostomy [ Topical Catheter at skin ... ...
D/w ograph Leave OR: .. A?N\ : L Drug Name & Concd . N.........
Ventilator Anaestpesia: O Awake O 1 Vigion Bows;
O nNerfEPaguzg ' ‘ [ Vvideo Laryngoscopy [ Stylene / Bougie Infusion
y ' [ 10 Wanitored Anaesthesia Care [ Fiberop : sl
rakng ¥ g i L] Regional Blage# . Lé . Atempts: ‘ ém i
sure Points Checkes @ Ditficumy Why? . OMITRALS. e e
Line (Size & Location) Transgertation to
g‘ﬁ‘: [y, . 3 Bilat = BS [ I 0 Onter
2 1.1 | O S, S S [ Semi-Ciosed Circle Relaxant Reversed One DOna
Tape G{r 2l o i
O Padding []w. . gh@ . g g;:ﬁ“cff'f Namé of the Domr)&.“ﬁwlhllug
O Avake Ow O Signature of the DOCIOF :......... i

) \O\T4

]

B it Lo L
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Rainbow. | @ BirthRight

i Patient Sticker Hose p ital v s
= M takes 3 kS 1D et e Etie. Your Right to 3 Safe Delivery
| POST-ANAESTHESIA CARE UNIT RECORD gv
& e
Received in PACU by : 'thm Time Received : ............... '!t ............ Time Discharged : ....2......J/<..
250 250 | v Cannyla Site :
240 240
w 230 230 | [J 0, Mask O Nasal Prongs
s 20 | [ Trcheostomy O TPiece
cumr: g:;g 200 | O Oral Airway [ Nasal Airway
£ = 2
! = o |voming:  Dlves OMe Drug:
‘ 2 o mewee:  DOves DO
v M 1o | orie OYes Mo
i}
(S i 'S 120 | Utary Cameter: (3 Yes (I Mo
il 1o 10 -
4 A & :x ——*—!D‘é& ;gg ChestTube: [ Yes [INo
‘ - g o | wioal OYes ONo
70
i o ;3 60 | VRIS i i
& 50 50 ORM FOBIES ...iocisimisinsiiins s e e e s s
o 40 g
£ 2
ﬁ 10 10
1] 1]
- 580,
POST ANAESTHESIA SCORE MINUTES A
_1 |I s bbb N s T T SCORING INTERPRETATION
e homms =1 sowam A Minimum Total Score of 8 is Required for
Able 10 move O extesnities Yoluntary or 0r command =0 Adla | Discharge
m»wm&cmm -E
o : = W con QAN |2 Exceptions to this, are to be explained in the
B0  20-0.01 o Anthte e 21 cmoumou AN A space below by the Discharging Physician:
BEP = 50 of Prz A leve =0
Fusly gwake -3
e -0 A A| M
Fink =32
q o o 1o [\o

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention : Signature
} o -
® 15 200 B ket L
| ¥ | O e 8 1oowt/k gt
.‘ ek = 7 ; -
|
!
] Pain Tool Used: CINPASS O

1 Every eight hours for all hospitalized patients.
Anaesthesiologist Name : ... DQ.M H o And el : ’“"*:““g:xmm‘;“:ﬁ:” pan. pasient wih severt pai
Anaesthesiologist Signature: ... .. ‘M-"O‘gitg 8 mgﬂ’::‘;::::ﬁ::::@
L
with in 30-60 minutes afier pam rehiel mtervenbon

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

*Date & Time:




\

' : Rainbow® =
Patient Sticker ' Children’s . Birth nght
- — Hospita' BY RAINBOW HOSPITALS

It ke a ot o treat the firde. Your Right to a Safe Deffvery

Department of Anaesthesiology

EPIDURAL ANALGESIA E=LORD

o TN cosmuoneals  PIOCBAGIE ORBDY womnamnuisnnmmswinsmimmemasamireis

CSE /Spinal /Epi POSIioN’! .. SPAC & vvcanimisaiiasisisasionsiuas Technique (LOR/LOS) .......cccovuunee.

DEPHY. cvisussasonssensediNpusss Catheter at SKIn: ....oevecerveveecervciecreenes ARBMIPIS oo

Parasthiesia s Yes/No if Vs detalls 2 cnunnminnninkeBliismmnunsmisme it e s rim ot s s s asinsisyiandsas

SOOI DOTIDOSIION 5o sorsiosiansiosss s smeo e sk s sy i TR eeavs L et TSt
Any other issues :

Infusion Rate . Level Maternal
Time (ml/hr) Bulus(\‘) Le Right | BP | Pulse FHR Comments

Delivery Details: ~ Time © .......c.ccccccneeeee, APGAR: ..., S SVD / In§trumental / LSCS (if LSCS Details)

L]

Catheter Removed by and Tip INSPECIEA  .....ccoeueeen it carsss e s ss b

PRI SR IATTION G oo sy s e o A e S S T S T s e S NG S35 PSP op S S SN AT Eea s epsarsnns

Discharge /Shifting ordered by
Doctor SIgRAIE: ... e i
Doctc;r N AITIE, ettt eae e srensen s arssaems e ameennenssnennen

DEtE AN TS s cns s sinms s weses SR TR

B —
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3’5253“:'?’0‘35“3”]:1:?05255 EEH‘J’E‘;‘{; W BlrthR: ht
g L) o
RBS CHART
_ Date Time RBS (mg/d ) IVF % Signallﬁa_
20 [Lbosz tom | 18 (my H’A B0ty :
az\%&;b ng lz:;ma d r%w Mobaia w,;\;g

i

Docu. No. : RCH /FRM / CLINICAL / 185







