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Patient Name: My % QC%GJU%(AUHH) No: 7992 3 BedCaegory: 70

AT-ADMISSION DESK:
o Explain about admission process
¢  Welcome Kit

SERVIGES IN WARD:
o Explain about room facility like how to use the patient COT, Nursing Bell, important
contact details.
Room cleaning and wash room ¢leaning will be done regularly.
Patient bed sheet & clothes will be changed every day morning.
I patient got shifted to OT. please enquire with nursing station to get further updates
Wash room hot water will be available round the clock
For patient food please reach to Dietician / F&B Call @ (2203)
Don't keep waste in the sink or other drains
Food for the patient strictly as per the advice in-house dictician
No outside food is allowed for patients
Fruit juices, coconut water, salads. are available in canteen
Patients’ Rights & Reasonability explain to the family.

Only 2 attender’s allowed inside the room with patient.

BILLING:

« Take billing update on daily basis at ground floor IP Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time:)

e Ifany insurance query and corporate information, please reach to ground floor insurance/

corporate desk.

For Insurance patient give documents after admission.

Please carry attender pass at the time of visiting patient.

VISITING HOURS for Pediatrics (0SAM -09PM & 4PM -6PM)
VIS{ﬂﬁi'!‘-IOURS- for OBG (12PM -01PM & 4PM -6PM)

[:xplain about concern department contact details. which mentioned bedside chart.

MANAGEMENT TEAM:
o Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263) available round the clock.
o Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

THANK YOU AND GET WELL SOON

Signature of patient/ patient Attendance Signature of the Introducer
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BED SIDE CHECK LIST FOR NURSES

Date: \{%\
Doctor’s Orders %d7
Carried out or not 3;’9}"
Bed Side

Structured Handover done

IV Site

Central Lines Ne
Arterial Lines B
Feeding Catheter N
Urinary Catheter NE
Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

SRARALIES

Intubation Tray

Emergency Tray

g.oaded Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Blo_od)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb W
Handed Over By Name : M
Signature : W
Date & Time: y:}r\ f;ﬁ”
Hand Over Taken By Name : N
Signature ;

Date & Time:
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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : 1?718-00036481 Admit Date : 15-Jul-2026

(IR AR TOE LT T

Admit Time : 11:28 AM  UHID : GUC-00079923

Patient Details :

Patient Name - Mrs PRIYADARSHINI SWAMINATHAN Age 129Y5M11D

Guardian © Mr VENKATAKRISHNAN .S DOB : 04-02-1987

Gender . Female Religion

Occupation Martial Status

Address (H) . mayur apartmnets -f2 7 th main road Phone No 1 9952296526
ags colony Velacheri Chennai Tamil Nadu E-mail . BotErmal
INDIA 600042 HnR + no@gmeail.com

A!-.__;E'ssion Details :

Bed Type : MICU Bed No : MICU 803 Ward Name : 8F-0OT COMPLEX

Room No . MICU 803 Admission Type : First Visit

Contact Details :

Name . Mr VENKATAKRISHNAN .8 Relationship  : Husband

Contact Address ~ mayur apartmnets - {2 7 th main road ags Phone No : 9952296526

colony Velacheri Chennai Tamil Nadu INDIA
600042

i habe rilae

Signature

™ or Details :

Doctor Name - Dr. MATHANGI RAJAGOPALAN

Referral Doctor : Self

Co-Consultant

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount @ 7000.00

Payor Name . SELFPAY

iPrinted Date ¢ Time : 18/07/2026 1129

Printed By - 807335

Page 1 of 2







2 & Rainbow Children's Hospital - Guindy

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

Children’s _ = TEL NO :044-40122444

Hospital ™ WEB : https://rainbowhospitals.in

Rainbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs PRIYADARSHINI SWAMINATHAN Age : 29Y5M11D
IP No: IP18-00036481 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 803

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
c;'ﬂwf the patient.

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

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

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

Note:

1 We do not allow use of medication orought 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 th s@mission. | will pay 200/- Rs.

(Receivers Signaturesﬁ'.f.gf\.‘?.‘.‘;ﬁ ~e\e

3 1P 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;* S+ UEJ\\F-J(\ Newshm_

Name: Vmwbhan S Patient Address:
Rel ity mayur apartmnets -f2 7 th main
Qo Hu‘:od\c‘ road ags colony Velacheri Chennai

Date: 5 \D"[l\z.og.b Time: . A6/ Tamil Nadu INDIA 600042

. 1
: ~
Wmncssl Name: Mm

Wittness Signalure:m

Printed Date | Time © 15/07/2026 11:29 Printed By : 607335 Page 2 of 2
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Patient Name

RCH/GDY/FRM/CLINICAL /426

Sclf!i'/\ucndam Name . }'.6-\:0;:-.\-. \G%"v- : Relation -
-5

Self’ Attendant Signature P S\J@"\kd‘- \““éh Name & Signature of Financial Counselor

Phone Number :

Rainbow"® | i
Children® @ girt hRight
Hospital ~ [ » ey o

BILLING POLICY
Billing Cyele: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM. room rent
will be charged for hall day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products., Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2027 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
Uredit 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 tari{f 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 forall Insurance Cases.

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

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

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

If the patient is shifted to the 1CUL 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.

l'or 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 0-7hrs.
Difference, if any between the final bill amount arid amount permitied / approved by the TPA or total bill smount in case
of denial from TPA. has to be paid by the patient.

I'wo attendants are permitted with patients in Deluxe, Private Rooms and only one is permitied in the rest of the
categories of rooms. No attendant is permitted in 1CU'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 busis. 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/atiendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested 1o clear your outstanding amount on daily
basis 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
case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of tme after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

UHID Number: .
G{ue -c00T 9923
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MEDICATION RECONCILIATION FOR

3R RO —— ot 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: oo DB s Shifted to: %P{QOQ/ ..........

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, 1v) | FREQUENCY | nave / Time ?I;Pg:gﬁgg
1| Tab. AU ENTIN , € ODe
Cigm | O 5
ﬁ 2 | Tab. PARACETAMA 19 Po T8 A1t O0C
3 | C PAND yoery | PO BD @t Ooc
4| (R0 /Dc/ ooc
Jvenin Soppmmry i mea| PR B ok 3. 0mm
5 0Oc¢ Onc
g Oc oc
7 Oc¢ Onc
e .-.;‘."'_ 4 . D C D Dc
~ 8
9 Oc ooc
10 Oc 0ODe
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY £
- > ¢ |
Doctor Name & Signature : %9""“’3‘?&%131}\
Date & Time ;...\ 0.1 JAB2Y i
Nurse Name & Sngnature }N(‘ﬁ‘ﬂf[/&@Qﬂj wosi ST e
pate & Time: (0. [?b’f) ALLE s b Hopm....
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otknown 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)

ShIFNG FIOM: vovvevreverrss PR

Shifted 10: ....cocereiuresasenne
T T Giuveaner soomg | Po ) ~o ) Oc doc
2 | T LoseT loo ™y Po V=0 - Oc Ooc
8 Oc Oone
4 Oc Ooc
S Oc Ooc
6 Oc Ooc
7 Oc ODec
8 Oc Ooc
E Oc ooc
10 gc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : R R e s L

Nurse Name & Signature: 8}»9 -
Date & Time : ls*)ﬂzm&
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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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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 ’& e of admission shifting from ICU to Ward, or Ward to ICUs)
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Dose [ Route }Frequency Start Dat

VERIFIED BY : Name .

: LS_J_'I‘J.Q—IU Drug Allergies: et p st e L?mo(@vn any Drug Allergies

Date of Admission:

FOR THE SAFETY OF THE PATIENT »

GENERAL -
DOCTOR -

NURSES -

- Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) RightDrug  3) Right Dosage  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.

S0S / PRN (As Required Medication)

DRUG :
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Dose | Route ] Frequency ,Start Da

Doctor's Signature | Vaiid Period| Pharm. L |
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z EEREN
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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( FLUID CHART |

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.
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Hospital Y RAINGOW HOSPITALS

It takes ot o et th il Your Right to a 5ale Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: 1;14].&[3

Baseline Information:

Admission From: OER OOPD O Admission Desk [ Others: specify \D@

Primary Language: O3 Telugu [ English O Hindi C-oters Ta__r(‘)-l ’
Do you require an interpreter? O Yes Emo/7

Source of Information: D‘Paﬂqp 3 Family O Others

Personal belonging if any:  CldeWely ([INoseRing [JBangles [J Ankets [DIFingerRing  [JBracelets
handed OVErto ............esseeseee: H u&b%ap ................................... Ty

Alergies: OlYes Cie— DlMedications [ Blood Transfusion ~ C1F00d LI OMEE. s

-f

YS!, JBOEHY c.ooisisiissiiisissismsiimmmsisssusssssissiosiasissansssussrnsssssamssssssssscsssosassasssrs

Chief Complaints: ...... L NR2... Flg}s.....](x:‘ucklm Doctor Notified on Admission: mﬁ'/tmo
C%Q lQ—bOU.Q\. e NaMe of the Doctor: ... IO FQ._MIMO
G Time Notified: ........ ” R0

Past Medical History: Obtained From DW Family Member OJ Medical Record [J Other (specify) ....... e
Past Medical History Past Surgical History Previous Hospital Admission

M Op OH
G D ML Pl

GIHTN

Blood Group: ... PQ&LH..‘.’?MP 1S I IQ,%S’EDD 2203 Ql-ﬁastaﬂonal age during admission: 3C1 hsgk.g
Contractions: ........... N [...... oo Vaginal Discharge: .. NLL......

Obstetric History: G. [ /o Previous LSCS .7=..c0ue.
Height: l(:»rCm Weight: o“,.go MI: %Q'th]“"’?'
ey .. G- HR..LoO Pm RR:. :k:).—;*ﬁm BP:.| 20, l%@mmsma}q/

High Rlsk Factors: (Please select by tictlng (v ) the box as Iplll?l:lllll) )
[0 Hypothyroidism O Rh Incompatibility O Fertility Treatment

O Hyperthyroidism O Previous LSCS O Preterm Labour

O Hypertension U/Gﬁtauﬁnal Hypertension C—Others: (Specify)

O Diabetes O Bad Obstetric History DN OD ARS

O Anemia [@_Cbesty (BM) il
O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 138 (PT.0)




I R WA

Patient Sticker

Family History: OO No Abnormalities Detected
O Heart Disease O Hypertension [ Diabetes [J Stroke [J Seizures [J Kidney disease
O Lverdisease O Otter .. patiQs.=.. :D.i.o.brz&?m,.-./.}a.uFWi..a.m........... .
|' A

Pain Assessment:  Pain: W O No (i Yes, complete the Pain Assessmems Reassessment Form)

Fall Assessment: Y65/ CINo  ScOre...........(complte the Morse FallRsk Assessment Shef)

Riskof Pressure Sore: -P1%s £INo  Score.....Q...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patientneeds assistance with any of the following inform consultant
1 Mobilty problem O Walking Problem G Abnogralty Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
erwei O Poor Appetite > 3 Days O Needs Therapeutic Diet. * -
O3 Under Weight 01 Diabetes Mellitus O No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Mouperaﬂve [ Restless O) Depressed [ Agitated O] Confused
O Others ..., '

Inform consultant for positive criteria

SOCIAL SCREENING:

1.Marital Status: CISingle ~ CMarley/ O Divorced O] Widow
2. Special Hablts:  Smoker: C1Yes Co~ /  Alcohol Abuse: ClYes NG ) Drug Abuse: CI¥es Ee

Social History: Lives With Hu‘aﬁa_no}

%

Orientation has huummg the following aspects:
Call Bell in Reach : s 0O Waste Disposal Explained: M No

infusion Pump:  ClYes Cldo™  Hand hygiene Explained: ZrVes £1No O Others
Above information givento ........MTS. ... D& Luct.%g%‘l DI

Name of Person Orientation was given to: ... ). & P(\" ) 2 }')0—91&%1 N
Orientation not given Reason: .. - ....L

o
Nurse Signature: ........ @\k}%\b&og ...........
Nurse Name: grm
15‘} 3‘} Q,Q.Q,f:: & |\

Date & Time: .........c........
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OBSTETRIC TRIAGE ASSESSMENT FORM

<=
Rainbow’
Children's
Hospital

I tnonr & et by trmat e e

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Sals Delivery

1) Level of Consciousness:

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

O3 Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy
[0 Decreased Fetal Movement

O No Fetal Movement

@ 3 Vital Signs: Temperature: .f’fﬁ‘fp Pulse:l@Qb\?\B

4) Gestational Criteria:

Time of Arrival: 10%5'@3“

onseious O Semi-Conscious

Time Seen by Nurse: ]Q(.{S‘Q_m

O UnConscious

O Preterm rupture of Membranes / Leaking Water PV

O Preterm Labor/ Labor

O Spontaneous Rupture of Membrane / Leaking Water PV

D,Dmrﬂ}bson: EDduLl:TmCQ?—
R: 20 i ~/ ap. Q_D,gj Wﬂﬁ s
: l:d}épo,. Cjﬂ/ BP: 122[5 Weightt.... 4. '80,7

b)  Medical ....... GDM..a.nR..QHP...
Docu. No. : RCH /FRM / CLINICAL / 098

Gravida: | G P — = A —
LMP: ..... !5}.1@/.%9.2;&.‘:" EDD: .:11)2}1902&: Gestational Age: ....3MYCDvrvrv
Uterine Contraction O Yes G:Nn’/'ff'tl NA | Onset Time Frequency:
Membrane Rupture O Yes E’Nﬁ: )OI NA | Onset | Time Fluid Color:
Vaginal bleeding . 0 Yes .E"No’/’?!:l NA | Onset Time Amount:
i
| If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia g;ymptoms O Yes E’No//-% NA | bain Abdomen / Vomiting
Good fetal Movement | 3765,/ CiNo | o Na | fNo specily:
-
5) Pain Screening: Numerical Pain Scale (NPS)
:/—,{7 | | | | 1 | | |
| "1 | | ] 1 | T T |
0 1 2 3 5 5 7 8 9 10 |
No Pain Worst
A possible pain
® Location:
.................. Lot
® Duration: ............. hal. L.r resrnenennenennenns. DAYS / Weeks/ Months (Strike out which is not
applicable)
(i) Character. Ko [L_
o Frequency
........................ N | S,
© Interventlons...........NL.(._,...
6) Past History:
a)  Surgeries: ............ T ——

Z(:g‘ﬁ’;’w ...............................................




\n

Fatient Sticksr

7) Allergy:

9) Prenatal Medical History:

[J None

O Chronic Hypertension

[3-8estatidnal Hypertension

O Diabetes

O Yes DﬂYes

8) Current Medications: ([ Prenatal Vitamin O None M T la hQJ:

stationdl Diabetes

O Low placenta
01 Others if yes, SPECHY .......ccecrcueunenssasnscnsensasens

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)

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

ateg

{mn‘U@f T Céil

IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

oSuspected sepsis

®Signs of infection (le
dysuria ,cough, fever,
chilis)

Level 1 Level 2 Level 3 Level 4 Level §
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
120 minutes
{Hemillamo] Immediate < 15 minutes <30 minutes < 60 minutes - éonﬂ_n}
Re-Assessment Contnents torsog Every 15 Minutes Every 15 Minules Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labowr/ | Discomforts of
Labour / Fuld Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pragnancy
Weeks
Active Vapinal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension | Seizure activy and/ o eadace,viua | > 1400wtV
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Foal Assossmart | \on et Movement. | o doplrs
@®Acute onsite severe | @Major trauma oAbdominalback pain | @0ngoing assessment | @Anything that does not
Others abdominal pain oShortness of breath | greater than expectsd in | from out patient clinic | seern fo poss threat fo
®Altered level of ®Unplanned and pragnancy (for hypertension, biood | mother or fetus
consciousness unattended birth oRank pain/ hematuria | work) @Cervical ripening
@Cord prolapse @Nausea /vomiting and /o1 @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarrhea with suspected mrﬂ previa protocols nrJ
distress dehydration ® ng and for, ®Pre-booked visits (ie
diarthea and progesterone

injections, NST
®Assessmant for version
©Rashes

Time seen by Doctor: .......

Nurse Name : ...25] o2

Date: l(}’—‘}[.?«a

. Time: .......

0]

u.:..Q&hﬂ"

Nurse Signature: ﬂle%O%
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date:.....[S + QQD—L! ........
Pre - Existing Risk Factors Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity ._/7 1or2
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 procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total O )
Signature of the Nurse &m W
Action Plan l / o “ﬁpé

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 Iftotal score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
v/ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified 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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| | PAIN ASSESSMENT FORM Hospital ‘méﬂt
Date Time |PaimScore| , o o e — Your Right o 3 Sae Debvery
(0/10) " Duration Acuity Character 4 l::ﬂdillvfno Patient / Familty o
: actors Educated ervention Sign
I%L [l am O o k= 0 Sharp O3 Dull O Increasi
: . ‘ sing
/{O O intermittent | O Chronic | [ Aching 1 Burning | 1 Decreasing E‘-—::ﬂ = ] . .
[5. o RO [T O Continuous | [ Acute O Sharp 1 Dull 0l - 7/ e
l:’l]}‘o D?ﬁ—f' [ o O Intermittent | [J Chronic 1 Aching [J Burnin ncreasu?g W o Py .
U i R 9 | O Decreasing| O N
’a& bﬂlﬂﬂﬂ Continu O Acie - ’ ; ol &
\g\?‘()}o E)P“‘ I’ (o | QW:‘: s ? OShap OOl | O Increasing | O ¥
] , Chronic [ Aching (] Burning | [J Deereasing| O3 No P il %
\ O Cont ¢l
\ ‘5v\")° 3N t/ o PLJ""""" mf::ﬂ:;t::‘ P’*fute. OShap QU1 | O Increasing | 2 Ves / ch‘?i?ﬂ ol
J Chronic C1Aching [ Burnin : _Cb"_“%ﬂ" e Lo
\ \?)‘ N[O Conti = [ Decreasing | L] No .
e e e e i
‘5 @ S ermittent | CJ Chronic [J Aching [J Burni ncreas:?g G fes Comprrstec/r b
k}'i% 56 ng 1 F1 Decreasing | I No :0 f
[ nti !30.2{ Y %) ]
t‘e oA V) ‘2[ (& ‘2@ Wﬁoﬁ:}wus m_ OShap @oa@ | O increasing | O¥6 (2 (N T }‘: 0! ’
ittent | CJ Chronic O Aching [ Buming | (3 Deereasing | 01 No t&u’ W
O Conti ' o T
”0]4 ki OQ(LU % ,: nous | ErAate | OShap D06 | O Increasing [LEFVes ﬂbgt ph— 0L
h - ermittent | [ Chronic D Aching 01 Buming | \J Decfeasing | I No Cennr C})Qpﬂl & %
= = g
th V’leﬁw\ )’f (S aﬁé\? D/Cﬂ/"“"uws @hcde  |OSw@p ODW | 9 Increasing | DY@ fcsgcﬁw <o -
(6 [ FL Lo b i CLehifg 03 Burning ecréasing O Nes Coppdo 7 M
= 6;&1% 21 E@: O Continuous [\ CJ-AcCut S0l ’ m:lﬁ;m’ o }F?—t
L b O fntermittent | 0 C ev & Sha.rp : Ol Increasing | {J-¥es / (?@L,OP P
]’} L{ g’ Al hronic [ Aching [J Burning \D’B& ceasing | 01 No (O Lo 21
1‘0 y h’Y‘ 74 m\/ sﬂco/nunuous cute 0 Sh [’/’ mﬁﬂ
w A . ap CIOW | ETTcreasi ol T
Piuc, | femitent | O Chroric | 0 Aching 01 Buring | 3 Dacr:ea:sl::g -SN;]( (vt
oSt ol W

Re-assessment

1. Every eight hours for al hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

b)  Thenevery 4 hours.
d)  Within 30 - B0 minertes after pain refiel intervention

2)  Atleast every 2 hours for the

first 24 hours

€}  Priof to pain pain-refieving intervention.
Docu.No: RCH /FRM / CLINICAL / 152
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Numericai Pain Scale (Obstelric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month fs 7 Years)

@@

1
L) 1 L) 1
7

Wong - Baker (Pedialrics) Abeve 7 Years

CONCONCIONGEY

mmm

L)
B

Eﬁl“.'tl mmm

) SCORING
CATEGORY
. [] 1 2
] : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smie withdraw, Disoriented quivering chin, clenched jaw
“lLegs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
and
Actvly ummmm mmm Arched, right, or Jerki
4 {u Cy NoCry or askeep) or whimpers occa Crying steadfly, screams of
2 1 complaint frequent complaints
mme Reassured by occasional fouching,
Consolability Content, relaxed hugging. or being talked to, " Difficult to console or comfort
- Neonatsl Pain, Agitatien and Sedation Scale (upto 1 Month)
T Sedation Harmal Paia / Agitatien
Criterla
-2 4 3 1 2
Crying No Cry with painil | Moans or cries Wcmmmmma High-pitched or siient
Irritabllity stimuf minimally with painful| irritable intervals consolable | continuous cry
_ stimuli inconsolable
W'“WW Behavier Stale | Noarousalioany | Arouses minimally 10 | Appropriste for Restiess, squirming mmmm
| stimuli stimudi gestational age Awakens frequently
No spontaneous Littie spontaneous Mmusrrhm!y!m
] movement movement {not sedated)
Facial Mouth Is lax Wnimat expression | Relaxed Apprapriste | Any pain expression | Any pain expression
Expression No expression with stimuii Intermitten! continual
Exiremities | No grasp reflex Weak grasp reflex | Retared hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger spiay splay
Body lsnottense | Bodyis tense
Vitai Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from  |»
RR, BP, 820, | stimuf variabity from normai for from baseline basefine, Sa0, less than or
Hypoventilation or | baseline with smuli | gesiational age Sa0, 76-85% with | equallo 75% with stimuiation
apnea stimutation - quick | slow recovery Out of sync or
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Pair Score . . - - Modifying | Patient / Family .
Date Time (0/10) .Lur:atlorl Duration Acuity Character ) Factors Educated intervention Sign
\')ID ( OLme O Contipuous | O Aeefé OShap 0Bl | O ncreagig | O¥~ L2 i ,@
\B\? DW Bl (0 GQWM O Cvoric_| OAching 01 Buming | O] Defoasing | 01 No =
EP}}T@U VD Conti 0 Aftie O Shap 0O B( O Increasing | O Yes—
\E\'f’bﬁ ]/{ pm I! lO SE@ / I]"\ﬁmm ittent | [J Chronic O Aching [J Burning | [J Dectéasing| I No e
\ _ 7 B 7
]?A 5 Di‘%l‘o O Continuous | [J-Acute O Sharp  [JBut | O Increasing | —5-Yes Aals posd. ﬂ/%/
\& %. @fp vl lu ¢4 | P-intermittent | O Chronic | I Aching [J Burning | [3-Decreasing | O No 14 ~ 5720 . O00¢d
{ 6@)&-‘91’) 0O Continuous | S-Acute O Sharp  [(3-Ball O Increasing | B Ves i \
) 2 y ;
Pfl ,]Ig LU} | w ) ¥ | Dintermittent | CJ Chronic [0 Aching [J Burning ecreasing | [J No @ ak 4,,‘01(1‘ ﬁ Otgr
: i Sharp [ Dull O Increasing | O ML
A OJ Continuous | [ Acute O G
\<* HPE) € 0 }'O Nl— O Intermittent | O Chronic (3 Aching [J Burning | [J Decreasing No ’F 6504
0 Continuous | O Acute [0 Sharp [ Dull O Increasing | O Yes
I Intermittent | [J Chronic [J Aching [J Buming [ O Decreasing | O No
O Continuous | OJ Acute O Sharp O Dull O Increasing | O Yes
[J Intermittent | OJ Chronic DO Aching [J Burning | [J Decreasing | [ No
O Continuous | O Acute 0O Sharp O Dull O Increasing | [ Yes
O Intermittent | O Chronic O Aching [J Buming | [J Decreasing | [J No
O Continuous | O Acute 0O Sharp  [J Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | [J Decreasing | O No
O Continuous | O Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | [3J Chronic O Aching [ Buming | O Decreasing { [ No

Re-assessmenl Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleasl every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.

(PT.0)




i sl PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth to 7 Years)

SCORNG
CATEGORY
(]
_ Loy Occasional Grimace or Frown, Frequentfo consfant frown, -
Face No Particular expression or smie withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying normal position, i:._.:n shifting back and
Actiity ss._m% " _wssau ’ Arched, right, of Jerking
umerical Pain Scale (Obstetric aad Gynecology) __
Moans or whi occasional |, | C - of N
f —tt — Cry No Cry (Awake or asieep) §§e e Eeiiaﬁ?ﬁiﬂaﬁﬁa i
n. IR SRR R [ A T A R - S ||
o Pain . ... Reassured by occasional touching.
' Consolabilty Content, refaxed fiugging, or being talked to, :?as&gaeowaaa
- Neonatsl Pain, Agitation and Sedation Scaie (upto 1 Month)
Assessment Sedation Msrmal Paia / Agliatien
Criteriz

Wong - Baker (Pedlalrics) Above 7 Years -2 -1 ]

1 2
Crying No Cry with painful | Moans or cries _§av§ crying Not] Iritable or crying at | High-pitched or silent-
..._.mg stimufi _.i!nQ with painful | irftabls intervais consolable | confimuous cry
Inconsolable

) _.EaEwn z__.-.ﬁaun-._ﬂd !-Ew ggﬁmg _.__._ oﬁ Behavior State { Noarousalloany | Aruses minimally to | Appropriste for gga Arching, kicking constantly awake
stimuli stimuli gestational age Awakans frequently | or _
No spontaneous Little spontaneous Arouses minimalty / no
movement movement (not sedated)
- | Faclal Mouth is lax Minimal expression | Relaxed Apprapriate | Any pain expression | Any pain expression
.~ | Expression | No expression with stimufi intermittent continual
Cxiremities | No grasp reflex Weak grasprefiex | Relaxed handsand | Intermitient Continual clenched
Tone Flaceid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No varability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, B8R 820, | stimui variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | basefing with simuli | gestational age Sa0, 76-85% with | equalto 75% with stimudation -
apnea stimulation - quick | slow recovery Out of sync or
fRCOVEry fighting ventilator
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1. Lompietery immooile: 2. Very limited: 3. Slightiy 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 exiremity position body or extremity position but unable changes in body or extremity position position without assistance. k} U
without assistance. to completely turn self independently. independently. (-P
2. Chairfast ; 3. Walks occasionally: 4. All patients foo young to ambulate; [
. ) Ability to walk severely limited or Walks occasionally during day, but for OR wolks frequently:
:fd T;:;g:g:;f (I:;):I'?:;?t'u-hed non-existant. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ?
o and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every -
wheeichair." shift in bed or chair. 2 hours during walking hours. - ‘2
1. Completely limited: 2. Very limlted: 3. Slightly limlted: 4. No Impalrmeni:
Unresponsive (does not moan, flinch |  responds ta only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicale discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restiessnass; OR, has or need to be turned; OR, has some ability to feel or communicate pain or % LY
discomfort.

sedation, OR, limited ability to feel

sensory impairment that limits the

sensory impairment that limits ability

patient is moved or turned.

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or (7’
= o half of body. two extremities.
Molsture Degree 1. Consfantly moist: 2, Very molst: 3. Occasionolly molst: 4. Rarely moist:
10 which 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, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing y
it Dampness is detected every tima 8 hours. every 24 hours. L7[f
/ _

6

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

one another

1. Significan? problem:
Spaslicity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problom:

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

3. Potentlal problem:

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

4. No apparent problem:

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

Nutritional Usual

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more

2. inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein

4. Excellent:

Is on a normai diet providing adequate
calories for age. For example, eals
maost of every meal. Never refuses a
meal. Usually eats a total of 4 or more

-

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

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not taks a liquid dietary 1ake a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4, Excellent:
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may ; '
Tissue P’:;'{Is;';" & <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be ““"‘“_“"‘”" om.”" s.;suraﬁon K‘ q
Oxyge: does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/d; capillary refill may be > 95%; normal hgd; capillary refill (Y
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal, <2 seconds. L‘P
g
, o , _ , TOTAL SCORE o ) »
Severe Risk : less than 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 9:,‘: ){'\
| N.4AM=)
Evaluator's Nome m::'—? :
O

<
®




Support Surfaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
to altered mobility, consider occupation therapy referral for advice
© Regular 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
© Manage moisture, friction and shear Altermating pressure mattress overlay
© 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 i s
13-14 Moderate Risk " 8 : Gel pads for high-risk areas
. +30 d o ’
® Position patient at 30 degree lateral incline using foam wedges Atterating pressure matiress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently g 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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or grasp) to painful stimuli due to

communicate discomfort except by

cannot always communicate discomfort

l Patient ID | et st e T s
. ’
pate: [ 1~ | [
Time:| gy | I~
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: { ' !
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. %
without assistance. to completely turn self independently. independently. f
2. Chairfast : 3. Walks occaslonally: 4. Al patients too young to ambulate; | |
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity c'unfln ed t a-bu d non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair. shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment: I
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds ta verbal commands, but Responds to verbal commands.

Has na sensory deficit that would limit

Friction  Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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.

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

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L
half of body. two extremities. |
Moisture Degree 1. mnmw maist: 2. Very moist: 3. Occoslonaily moist: 4. Rarely molist:
to which Skin is kept moist almost constantiy 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
16 moicture Dampness is detected every time 8 hours. every 24 hours. L\‘_ L_/
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: r p

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."

—F
—C

Nutritional Usual

or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more

which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eals a complete meal and

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

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

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

N E—

Moderate Risk : 13-14 |

Mild Risk : 15-18 |

Not at Risk: 19-23

Evaluator's Name

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation,
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
; Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may L -
Tlssoua P:::us;n * <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normo‘tensive. 0%“!8“ s.TI!uration
0 does not physiologically tolerate < 10 mg/d; capilary refill may be < 10 mg/d; capillary refill may be > 35"'- normal hgb;, capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 soconds. V
TOTAL SCORE NS




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 Aternating pressure mattress overla
® Manage moisture, friction and shear ap y
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
, o 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




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

[ Use chairs with arm rests

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

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

[0 Use safety straps on stretchers and wheelchairs while transporting patients

g 00 T -
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Morse Fall Risk Assessment Form Sbustiaicns | S RO i
[Tarm 9 PM 804
Choose Highest Applicable Score from each Category Dite] v [';'! ‘-'l-!lk |S] %’I}‘E’ W ﬂ-h: Fall Risk Grading
Score |5 3‘_‘;—- Bs—
History of Falling Yes 25
(immediately or w/in 3 months) No 0 © © 0 Risk Level Morse;:g)Score Action
Secondary Diagnosis Yes 15 ¥ = Il \x— :
(more than one diagnosis) No 0
Furniture 30 Standard Fall
. . Low Risk 0-24 2
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o o O
IV / Heparin Lock or Saline ;es 2 20 20 Implement
e E %4 Moderate Risk | 25 - 50 Moderats Faf
e - ervenin
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 & o) D Implement High
Forgets limitations 15 @ . Risk Fall
Mental Status High Risk 251 ;
Oriented to own ability 0 O O 0 :;rtzv.rfig::ggn
Total Morse Fall Scale Score: [ S R
Signature f&'ﬁ Jy/ %
Tih U

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

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

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form
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Your Right to a Safe Del.cvenr

M t\l
D Ti
Choose Highest Applicable Score from each Category g/ Time \'0\!('{"—4 \.6 :ﬂ}(, ’ é;/.i— Fall Risk Grading
Soe | @ ' 26 | e
History of Falling Yes 25 )
(immediately or w/in 3 months) No 0 O O O Risk Level Morse'::g)Score Action
Secondary Diagnosis Yes 15 (n [& 2 T :
(more than one diagnosis) No 0 E?;
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 s Precaution
None /Bed Rest /Nurse Assist 0 ) (& 0
IV / Heparin Lock or Saline :es 200 Q0 &6 QL Implement
2 9] Moderate Risk | 25-50 | Moderate Fl
Impaired 20 : Inrli\:'ﬁg:ggn
GAIT / Transferring Weak (uses touch for balance) 10 :
Normal /On Bed Rest /immobile 0 O O O Implement High
Forgets limitations 15 P— Risk Fall
Mental St High Risk > 51 :
il Oriented to own ability 0 QO (@) P> E}ﬁﬁgﬁggn
Total Morse Fall Scale Score: Nk 3hH r\? Q’/
Signature W "f’ a@ /%

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Fails Precautions)

[J Ensure patients use their prescribed eye glasses if any, in the hospital
[J Use chairs with arm rests
[J 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
O Assist and/or supervise ambulation. Reinforce to always call for assistance

[J Hourly safety check

[J 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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Morse Fall Risk Assessment Form St S S S
3
: Time .
Choose Highest Applicable Score from each Category Dat;cfore I FHE‘L Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Murs?;g)&ore Action
Secondary Diagnosis Yes 15 S
(more than one diagnosis) No 0
, Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 )
: 20
IV / Heparin Lock or Saline ves p22Z) Implement
o g Moderate Risk |~ 25- 50 Moderato Fall
Impaired 20 Prevent[o_n
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 O Implement High
Forgets limitations 1 o Risk Fall
Mental Status OO_rge dlrm ati _ 5 High Risk 251 Prevention
riented to own ability 0 _ Intervention
Total Morse Fall Scale Score: pe—
Signature  |#<
/ uo_&‘g

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
[J Use safety straps on stretchers and wheelchairs while transporting patients

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

[ 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

Docu. No. : RCH /FRM / CLINICAL / 006
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(_PHLEBITIS ASSESSMENT )

ALe S iiivisiins

CONBUMANE: 5.ciiisviviinssinssiisionsisnsinmssissssinis

N\ w
CANNULA 1 CANNULA 2
Date: | SLE Time: \Q_F\T) Date : Time:
Location : - @‘ch Vea P Location :
Size : ‘ 8(9’ ngm; Size :
Cannula inserted by :  &S[po pARCAY o\ Cannula inserted by :
Dato | Time |Phiabits Jimtivation| ntonen® | sign | | Date | Time |Phisbitis [Infitration it | sign
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Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

Cannula removed : OYes ONo, if yes date and time :

NOTE : # To be assessed within 30 minutes of insertion.

# Every 2 hours if on fluid infusion.

¥ Every 4 hours if only on IV medication.
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

Cannula inserted by :

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size Size :

Cannula inserted by :

Date | Time |Phiabitis [niration|, "™ | Sign | | Date | Time |Phiebiis |mitraton g | sign
OYes ONo | OYes ONo [OYes ONo| OYes ONo
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DOYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : [OYes CONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion.
# Every 4 hours if only on |V medication.
> V.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy SVP;IdEmoLhe following Is mc; :E the following is ':\I.f-ilée ofn ‘l::ha following is :til& :: m ;ollowh‘-g ls: ':\«le&:;(';:d m\r‘::
* Slight pain near LV. | % Painnear |.V. Site | % Pain along pathof | % Pain along pathof | % Pain along path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula % Erythema | cannula # Erythema
near L.V site # Induration # Induration : g‘ﬁ;ﬁ:ﬂm ot : g‘:‘ﬁgﬂws .
#* Pyrexia
LOBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE %@Wm %Wm %&m )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Paﬁ - l. o -
Patient's / Learner Language: ...........° 1.0, Patient/ Learner Literacy: (] Read

T Write | ‘Spe

)
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s PRIVADARSHN| SWAMINATHAY Children’s ] BirthRight
04-02-1987 H05p|tal BY RAINBOW HOSPITALS
B takes kot i treat the it Your Right to & Safe Detivary

D“mmm‘“ﬁiimmmm . 0/ Heatthcars Lteracy:  Yomi—Rid

Identified Educatjon Needs:
i 6. Discharge Medication

10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices

1. 1) Plan
Diagnosis 3. Pain Management 7. Infection Control Measures Safety
él A 33w 4. Informed Consent 8. Diamosﬁc?eslfﬁr;::fmres 12. Patient's / Family Rights
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 pari i Didinain
Date Time [ Meed Information Taught Comments | =g re
Person Taught m Teaching Tools ’i'om Understanding
' QU a);@tué— R T
< #Jé td ucake In FD ] i ‘ p @r} l
’]' Lo | Yes ?!M oLt P None | osa] Paﬁ)m;l?__ yes: j Uavgaé
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ol e | € Qﬁpﬂ.p freal] e ok MV | vergad] Fooe [T,
. Ao £opl cn,aboct- y - b | gomd | i
hltﬂ% 7| fres Rt F o e | poove | omad |\ vo o (WsboA | go Viois
Part-lll: CODES
Whowas taught:  PTMPaient ~  F: Father M: Mother S: Spouse Sn: Son D: Daughter €: Caregiver 0: Other (Specify)
NoL Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. CulturalReligion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video Q6> P: Printed
Wbmmfc
- None' 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify
2. Obtain translator 4._Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1.—V6ibalizés Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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GUC-00g7
—_— Mrs P.l'ay 00036451
" S : mm}sw;l:'zmm Date & Time of Admission re & Time of Transfer Order
Il/I//III//IIIIWIIII//IIIIIII/HII B7H26 [6 ‘
[-2a p HOPYY) |
Treating Consultant Name Transfer Ordered by i Reason forTranstf;:r)
, \ Sfirbtod
Pr. Madfeugs | Dr. prshietiy ered for Trthof
From Unit To Unit Information to Attendant
‘e Fhfleof | wB
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
~ ' clinical documents. If any handed
NTo, ver to aftendant
fﬁpfﬁl 3 aleat —@ YeMNo[j
. * If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1. T-b8ckon lq Mm
2 CPon D }mrma —Ao)
3. 7ﬁ,¢mn (’LUDDIN im\u %)
% 'EF' Gemh o Jm 7435—/ «—@
5. /
~ Sh'rfﬁng Summary / Notes Written by Doctor : YasQ?_]/ No (]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Sheadelil | v o

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

(L] Available Bed not ready







PATIENT TRANSFER FORM

—— GUC-00079923 IP18-00036481
—— Mrs PRIYADARSHINI SWAMINATHAN

“z
Rainbow® . .
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS
It takes 2 jot to treat the Httle. Yaur Right 1o a Safe Delivery

\

FPe

g:'if::::m WZ:;;; :l : (F) Date & Time of Admission Date & Time of Transfer Order
W | oot © [tfoab
Treating Consultant Name Transfer Ordered by Reason for Transfer '
golt Maﬁﬁanati Dy - }}](5@’]’6{0\ Foslles l”'\a‘ﬁ‘*
From Unit To Unit Information to Attendant

YBSMND ]

r"\ Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Ca&Q&%QQJ:# CTG '@ Yes[] NOB’D .
' If yes, what ?
Medications / Consumables / Surgicals / Hand over

SL.No. tem Name Quantity

1.

2.

3.

4.

5.

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

Name & Signature of Person who is Transferring

e pooeto

o) bd&

Name of Person Ordered Transfer

Dr < plfinthio

Patient & Clinical Records Received by :

/éuw

Date & Time of Patient Received :

o
S Vo A e

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

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

(] Nurse not Available

(] Available Bed not ready
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PATIENT TRANSFER FORM sospial .’If:.“"”s.,.m.
GUC-00079923 IP18:000364a1
[— r: :anuARsm;: ::v:a:r:&:rm:ﬂ Date & Time of Admission Date & Time of Transfer Order
Or. MATHANG| g
. 73 ] (vE=s w}b
VWi | olosser@ g e
Treating Consultant Name Transfer Ordered by Reason for Transfer
Dy .MQM@( v, Mo - Priya -PWf\%" hru o'j‘”'“
From Unit To Unit Information to Attendant
LD Q . YBSLZ) No D
Number of Sﬁeeis in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[] No (2"
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

1.

2. |

2 5=

4,

5,

Shifting Summary / Notes Written by Doctor :

Yes/@ No[]

e

i\ (e

Name & Signature of Person who is Transferring

O\~

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

), S

Date & Time of Patient Received :

()
\6\*‘56%

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

[ ] Unavailable Bed

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

[_] Nurse not Available

please tick the reason mentioned below :

(] Available Bed not ready
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| Children’s ® BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH  Hospital | .%
. GUC-00079923 |P18-00036481
Patient Nam  Mre PR ADARSH ) s UHIDNO e

ANGI RAJAGO

Gender: [ Dr“mﬂim“m“““miilmim“ DALE © oo TIME & oveerrerivrsesennnnns

| hereby authorizea tne 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, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

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

| understand and accept that there are complications, benefits, afternatives 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.

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

Name of the Doctor performing the procedure: @TNM ............................................................................

Consentee : 3 ? Patient Attendant :
Signature : 0‘9\"‘;@?“’ Signature : 5‘*"@‘\“‘\“\“‘&1’“"— ...............
Name: ... 2. YRy ADARemY Name: .S oveak \shaan

Date &Time:......’.-g..j.?f'.jzb...&t”.b?m Relationship with Patient: ...... M ANG.....
Date & Time : ]ﬁ’}b‘baﬂiﬁm

Witness : Doctor (who is taking th%:nsem) :

ian A S AU L s . A 7
Signature SHINANNE S wusivisniinsviiokidlin B csccsasassimmiz

AR Y s NAMO oo %Me’h& .............................

PARGTING! ocemmunionumsnsymmma i AL R —

Docu. No. : RCH /FRM / CLINICAL / 028
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INDUCTION OF LABOR CONSENT

GuUC-po079923 IP18-00036481
Mrs PRIYADARSHINI SWAMINATHAN

NaME: .............. owoz-1907 BYINNOD: @ incsaiimiiommm MO sassessicississa Gender: Male Female
Dr. MATHANGI RAJAGOPALAN

oo [[INININNINNNIY ... Date: ........
You are scheduled for an induction of labor on 1‘5’01’&0% ................... (date)at...... 2T wee s (weeks of gestation).
AT YU IGIONIS . JEODE... 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 if there is a valid indication.

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

The alternative to induction of laboris to waitforlaborto startspontaneously.
I have read the information provided and also discussed the process with my doctor,

I understand the risks and benefits of this procedure and wishto proceed.

Patient Patient Attendant:

Docu. No. : RCH /FRM / CLINICAL/ 173
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Children’s ‘Blrtthght

Hosp ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

INSTRUMENTAL DELIVERY PROFORMA

OBSTETRICIAN | £ ™Matf; :
Patient Label M%A
| ANAESTHETIST
P18-00036481 z .
:?:;or:?r?:;i;sma SWAMINATHAN ASSISTANT R A keluithg
04-02-1897 2vsmz0  F
Dr, MATHANGI RAJAGOPALAR \ DATE 1k ‘ 0'1] 20 2.\
(i -
e
PLACE ( LABo:;\ THEATRES
WARD
CONSENT EPISIOTOMY ~— BLADDER EMPTIED?
a, | (VERBAL ) [ WRITTEN YES / NO FOLEY  IN/OUT NO )
4 ANALGESIA CTG LIQUOR
PUDENDAL NORMAL) SUSPICIOUS / (CLEARJBLOOD STAINED!
AMOUNT USED_fov| MLS ATHOLOGICAL MECONIUM
OF frsislert vaniable deceleragtions
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
PIDURALY SPINAL NOTES IF NOT NORMAL CTG) © /5 PALPABLE
A
VAGINAL EXAMINATION

NUMBER OF CMs DILATED
STATION OF PRESENTING PART A 0 0/ +1 /] (#2)1 +3

POSITION DOA/ LOA/ ROA / ROP / LOP / DOP / LOT /[
CAPUT + ++ 4+

MOULDING @ + ++ +4t
INSTRUMENT USED
KWICUP) /  NEVILLEBARNES / WRIGLEYS /  KIELLANDS /  SIMPSONS
UAL ROTATIO TIME OF APPLICATION No. OF TRAGCTIONS
e | |
2056 prm
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
YES /
2. 577 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 info@rainbowhospital.in www.rainbowhospital.in




repair.

diagram)

Brief description of delivery and perineal

(Please mark ventouse position on

Nt

15T degree / 2'° degree / 3A / 3B / 3C / 4™

EXTENT OF TEAR m
_degree (If 3" or 4", please complete proforma)

|, SUTURE MATERIAL USED ECHNIQUE PR PV
200 VICRYL @Erﬁmme PTED | :
(number.".......) 300 KIN CLOSED?(YESINO YES ) / No |YES) NO
VICRYL (number......... ) - T
OTHER? RAPID v ¢ R/
FOLEY CATHETER SWAB COUNT ANTIBIOTICS | ANALGES
YES PRE - REPAIR ct IA
REMOVE ... POST - REPAIR Sovve 4 g;;? /NO @
. SCRIBE /
(SHOULD REMAIN IN PAR::;;‘;MOL D'CLO(;SE%C ON DRUG NO
SITU FOR MIN OF ES b Sio é‘é‘lsﬂ o CHART) | (PRESCR
12HRS IF REGIONAL IBE ON
BLOCK USED) DRUG

CHART)
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GUC-po079923 IP18-000356481 ,,2_
Mrs PRIYADARSHINI SWAMINATHAN R il . bow
-1997 29Y5M12D {F) . .
PARTOGRAPH o Rt e Ghildrers ‘?Jﬁf&ﬁ‘%‘:t
1 i
T LABOUR )} INTRA PARTUM COMPLICATION |
% 4 .
9 1 OHA
| Labour: OSpont O I0L-PGE 1 \JZ/' ﬁ”O’thee(j Maternal: ONome OO Pyrexia .L?f TN L}Others
Indications for I0L-Accel: [ None _DOx/mcin Liquor: {dequate O0lige  OPoly CiClear
Memb. Repture Type: OOSROM [ PROM ,E]/ERM OBlood O Mecunium OCord: .................
Presentation: ertex OIBreech O Others Shoulder Dystocia: [ Yes Jz’ﬁo
__ — —
DELIVERY DETAILS - —( STAGE IlI )
Anesthesia: [ None CEpidural Placenta: Q/I'formal 0O Abnormal O RPClots
’ Non-epi: l:.l}oﬁl O Spinal I General JZ&T URetained O MRP
: O i i
Del. Type: O SVD O Asst. Breech O Twins b Atomic. 00 Traumatic & one
Lacerations: ... ...
AVD: O Outlet  OLow Forceps Q/@tugse

a Trails of Forceps Cervical. ...........
Indications: .. s¥ent Wﬂ%’% .degele‘fﬂ.“c"é#eringal; G\?l Sio ]'ppmj
Application, LDCk'"Q & Traction: ............00000 Others:
Duration of Instrumentation: ............... .. Prophylaxis: @ Prostodin
N BloodLoss: ..........380m) .
Catherised : ExVos =
Hpe: Fileys O Plain BloudTranstusion:.....‘...‘..NQ.‘....‘...‘..‘.........‘................
Perineum : [ Intact G/Eﬁisiotomy O Tear Other Details (:lany)
Tuturg Material Used: . RATID. NICRY L. & . Ractal Examination:.....‘.w...,....,..‘.......,..,.....
' a2 “OVICtR Y (L

——__ DURATION OF LABOUR I H BABY DETAILS -

1st Stage: &’IWOLM Gender: .. @11 ...

20d Stage: ........\oowna.. Weight: .3 22 ’?f

3rd Stage: .. .. St APGAR: ... 8|10, Ci‘ ' O
Duration of Active Pushing: Date and Tlme of Delivery: ., Hﬁ 1 l‘:-’“‘» @ 2.5 F ™
s K LW Doctor: %

LW Sister:

Docu. No. : RCH /FRM / CLINICAL / 143 (PT.0)
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NAME: 1oveeeeericinresieees

Memb. Ruptured: SROM

Fetal Heart ®

Maternal I
BP

Maternal  x
Pulse

ARM

PROM
2 3

4

&

Obstetrics Formula: ........
T - T VYU . Lo V—

Risk Factors: ...
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Time
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Fifths Palpable
Moulding / Caput

Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

Contractions
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Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

0111111 AR .

Maternal Condition:

Fetal Condition:

Progress of Labor:

Management: O ) |- DR
Maternal Condition:

Fetal Condition:

Progress of Labor:

Management: TINE! oviiessssssssseseriensssisssenees OIGNALUIED cooieerrisssisinsm s

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIMIE oiiveresserereinirneeresmnnearans

1017111 1SRRI

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THOEE oo sesorneressib b siia s enstsssin

STV 11O
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— Chlaers | Q@ BIthRIgh
o \\\\\lﬁ\ \\\N\\\\\\\I\\\M\\\ URINARY CATHETER BUNDLE CHECK LIST Hoseital .r.u.n-m.s.,.m

Date of Insertion: . , 6 #356 ..................... Date of Removal: ....... [6 ! ?{7’6 .......

Parameters Date Shift Time \o d‘\N = £

Need for the Catheter &1Yes [INo M’ﬁ CINo | ClYes CINo | COYes [CINo | CJYes CINo | ClYes CINo | ClYes CINo
Hand Hygiene /B’?ks C1No Wés CINo | ClYes CINo | [1Yes [INo | [JYes [INo | [OYes [INo | CIYes [INo
Usage of Sterile Equipment _L#es [1No D‘és [ONo | [OYes [INo | [IYes [INo | LiYes [INo | IYes CINo | JYes [INo
Is the Collection bag below the level of bladder /Eﬂes INo CLY@ [ONo | [Yes [JNo [1Yes [ONo | CIYes LINo " ClYes COINo | [JYes [INo
Check the Tube for Obstruction (Free of Kinking) |_#TYes CINo Eﬂ){s [INo | ClYes [INo | [JYes [INo | ClYes CINo \j Yes CINo | ClYes CINo
Is Catheter dated as policy /fj/\;es [1No b’{s [DNo | OYes [ONo | CdYes [INo g%Yes’{o 8 [TYes [INo | TlYes [1No
Collecting bag is been emptied regularly? “1 ;es CINo Fll)(é CINo | ClYes [CINo | [lYes Eﬁqlﬁ% Yes [INo | [1Yes [INo | [lYes [INo
Maintenance of closed system for the catheter «Eﬁés [INo Fﬂ)(e/ll_l No | ClYes [INo Q ETEIO [1Yes [CONo | [CYes CINo | [CIYes [CINo
Dressing clean and dry? _L*Yes [INo | C S CiNo | O Ye/s /JN/ &Yes [ONo | CJYes [INo | ClYes CINo | ClYes [INo
Is the line removed as Policy? _Yés [INo B.L\’es/lj No D%’a\ﬂ No | [IYes [INo | ClYes [INo | (IYes CINo | [1Yes [INo
Performance of Perineal Care _#Yes [INo [LX¥6s CINo | CYes CINo | CiYes [INo | [Yes CINo | [iYes CINo | CiYes CINo
Onset of New Fever [1Yes /6 No | CiYes UJ-N{ [JYes [INo | ClYes [INo | [lYes CINo | ClYes [INo | ClYes LINo
Asses for the leakage at the site of insertion }JA’ES [1No rﬁx@ [ONo | CJYes [INo | ClYes [INo | [JYes [INo | [1Yes [JNo | [1Yes [INo
Name of the Nurse W Ml

Signature of the Nurse %‘/ﬂb ’@mx
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Ref. No. : F/ HW / CON / ANES / 02

z CONSENT FORM FOR

. : ®
Rainbow .

Children’s .BirthRight‘ GENERAL / REGIONAL

\

Hospias wamesninns | ANAESTHESIA / MAC
Patient Name : .... 'f:.}:.f';;?ms":nsmn PR S—— AQE & s
RAJAGOPALAN

Gender: MO FC

Or. MATHANG QSO IBTIBI T <ooveeveisns GORBUMRIE G cucsnsanusnanssvsaassssuasssismmsmummmanimmisns
B 1111 T o

IRIOEIBEL i uuinisamnissmieaiisias RS
Operative proCeAUE PIANMNEA : .....ccuiveieirisereriir s eseesss e sarssseesessnssessessesessessessesensenssssnssasessessesensenseenensens

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heartdisease O Hypertension O Diabetes mellitus O Renal failure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauha/ RTA
O Incapacitating COPD (0§11 £ PPN

COMMBIES  wuiciuicussaissimassiissssuniainniing

*  Doctortodocumentin medical record also if necessary (Cross-out if notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

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

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

| authorize and give consent for anaesthesia ( O Reglonal / I General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

lacknowledge that the anaesthetists have informed me about the anaesthetic procedure, 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 specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia,

CIN : UB5110 TG1988 PTC029914 www.rainbowhospitals.in




I undg_rs't;nd that there are some infrequent complications that can occur due to use of anaesthesia, these

\riclude pain or some Injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
~headaches.

" authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain rellef, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to 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
I her willadminister the Anaesthesia. '

Pregnant: O Yes  OINo
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia/ MAG to be givenand
discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Atteridant : O Witness:

Signature : % ?m » Signature : &.; "en\“'{“ Newishe,
Name : ?ﬁ\‘{ﬁ&l.fxgﬁ,;&; ....................... Name : 5 Vet atn Yot hen
Relationship with Patient: Salf- Date & Time : [ é]ﬂfbﬁ Al M Bom

Date & Time : f&('{"fﬁ-ﬁ @E’ f ?@Hﬂ

Doctor (who is taking the consent) :

Signatare<,,..

Name:

Date & Time:

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in
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BY RAINBOW HOSPITALS
Your Right 10 & Sate Delivery

' Department of Anaesthesiology s A8 zsrsmzn ) s l .Blrtthght

PRE-ANAESTHETIC EVALUATION (i Mllllﬂﬂl!lllﬂllm Il pial

NAME: .o ere s essnsaeccessnasesssesssssnesns AOBL covierviireniense OBX rvivesnrsnemssscsmmerenne. UHIDNG T i
DB s senenssssssrossssemsssmsssssrmesmsrmmimmssnisiis NS sisisicsiisinissmiosiisnciiinn,  FYDPOSEd OPRIANON: cciiignivmnnnminwnmnmamiain

D O S B R e A G O P oy s B S e TSI
B.P/CRT: ....ce...... HR: ... Weight: ............. ASA Physical Status: O1 0O2 Q3 0O4 05

Laboratory Data:
GRICOSE <inmanmi - PO o i By i

20 Echo: ...........

Hepatic / GE : Physical Activity:
Others :

 Past Andesthelic History:

Physical Exam:

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs :

Hearl:

CNS:

Pregnant: CYes [JNo CINA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: COMAC [JREGIONAL CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: [3Yes o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NiL OHAL<: Others 6 Hours

3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

SIgNAMUIE; .......ooooveveeereeerenee.. NAMES e,

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




Rainbow® ® v
- I 2 .
Patient St Children’s BirthRight
atlent Stcker ANAESTHESIA CHART  Hospital el g
N . It s 3 i€ &0 tree! e fitie Your Right toar e feiwery
- Pre Induction Assessment:
Change in Patient Condition: OvYes [ No Fasting Status:
Physical Status: Patient Identified O Consent Present [3d Chart Reviewed
H.R: | B.P/CRT: | Spo,: | RR: | Last Feed:
Pre-0P Diagnosis: ........coceeurecceeceeree OPOTRBON. .........oo sisisivimsiisissssismiisiviriiseiizais DOBE codaa g
SUPGBOM: ...ceevvecumsaneessssncssnsnssssensessssssssnnsessassnss ANAESESIOIOPISE: ....cvrvnrvcenesremsrrnsnnsemnsreerseseeee TECHIMCIANL wevcvrrurenrssssssssrssnessse
TIME I
N,0 /AIR 1O, LPM . !
HALO /SO ISEVO Antige
Drugs:
Seppastory
Biood Less
" THD, /520,
EICO,
ECG
Urine Oulpdd NOTES
ik
8P 240
V Sysioiic 220
A Drastolic
X Mean 200
* Heart Rate 180
oot
140
Treuat Pack in
Trenat Pack Dy 120
100
80
&0
40 “
20
10 —~
0
3
LAB Values
ES
O Equipment Checked and Temp: Induction
Functional OH O Fluid Warmer Ow O inhal
o ep [ Cingfilm ] OH Warmer Ore0, ORS
O CufiSite: . . [ Hugger's [ Cotton Wool [ Others
O AdtSe: ... ... O Other
O EXGLead Vs 0 Mask  [JSGA
O Temp Ste ’ O Aiway OOl [ONasal
O F0, Monitor ARBOS BINE .o crvommsmsssiasissyrsinien {3 7 SR ——
O Agent Montox OF SIIL il i O ol ONesal O Cutt
O Puise Oximeter OP BN, s it O Tracheostomy D] Topical
O Ventilator Anaesthesia: O Awake O Direct Vision
O Nerve Stmutatar 0O Ga O Video Laryngoscopy [ Styletie / Bouge infusion
) O Monitored Anaesthesia Care O Fiberoplic Block Level
Position: ) O Regional Blade# Attempts: . o
O Pressure Paints Checked DItRCUty WhY? i s
Line (Size & Location) Transportation to
Eye Care: OOV O siiat = 85 grscy  Oicu [ Other
0 Oint D AR e e [0 Semi-Closed Circle Refaxant Reversed [ Yes Ono DOna
O Tape OV e, A . O Closed Circle
O Padding ow . . O Oter Name of e DOCIOF :...vcovveerrvoe
O Awake = 1, e = Signature of the DOCTOr L.............
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| Patient Sticker Children’s BirthRight
' Hospital BY RAINGOW HOSPITALS
Jttakes 8 lot tn trogt the Exle. Your Right to 3 Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU DY © .oeiieesininssssannansees Time RECEIVED | w.vesererenmmmsssnererssensnss Time Discharged : ......covoremreeeuruecens
;ig % IV Cannula Site :
w 230 230 | [ 0, Mask O Nasal Prongs
§ gfg gg [ Tracheostomy 0O T-Piece
B w0 200 | O3 Oral Alrway [ Nasal Airway
[ =t 150 190
- 80 180
= 170 170 | Vomiting : Oves OiNo Drug:
60 160
- 2 1 Ynowe:  Ovs ON
v Mo 140 | prain: OYes ONo
A 130 130
120 120 | Urinary Catheter: [ Yes [ No
% i M0 | crestTube: O Yes CINo
2 pis % | wioat OYes CINo
T 70
B [T —
& % %
W 40 40
30 30
4 20 20
10 10
o 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Madified Aldrete Score) IN 30 160 [ %0 out SCORING INTERPRETATION
Rennocteae A 0T 11 somay A Minimum Total Score of 8 is Required for
‘Able 1o move O gxiremites voluntary of on command =0 Discharge
R S pp—
Apneic =0 Exceptions to this. are to be explained in the
B i o T space below by the Discharging Physician:
BP = 50 of Pre Anasstholic leve =0
Foy skt =2
Arousable on cating =1  CONSCIOUSNESS
Not responting =0
Pk =2
Pale, desky. biokchy, @undiced. other =1 COLOR
Cyanolic =i
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature
Pain Tool Used: [JNPASS [ FLACC O Wong Baker O NPS Reassessment Frequency:

1 Every eight hours for al hosphalized patierts
2 For post surgical patient, patient with chronic pain. patient with severe pain

F U LT L 7 e ———————— e 4 Every 2 hoursfor st 24 houss
i Anaesthesiologist Signature: : ;ﬁf:;"f e:umi:iriﬁm
| R 7 T o Within 30-60 minufes afier pam rekel ierveion
E e T —— Transterred to Unit by (PACU): ...
i N T TR R L1 A ————— Dae B THTL . oooooeoeesesessssseansiossss e
: Matle & TIME:
|
]
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) Rainbow® ® o
L Patient Sticker | Children’s .Blrtthght
: : I Hospital BY RAINBOW HOSPITALS

prisfeiagetlyrtadabaichos e tenas
It akes & bt to traat Ohe firde. Your Right 1o a Safe Delivery

Department of Anaesthesiology
EPIDURAL ANALGESIA [ _.0RD

DAl coccciiiiisisiniiiivnmnionnmmnsnsens  THTI sosvsssssssusonnsssiass Procedure done by

CSE /Spinal /Epidural POSTION: ivveassmaiie . SPAOB Lt roemrenrece s Technique (LOR/LOS) ..................
Depth: Catheter at SKin: ..o Attemnpts ©.................
Parasthesia : Yes/No if yes details :

Solution Composition 6

Any other issues : _
A csiaceincirr s S S oesmnrent

Infusion Rate . Level Maternal

Delivery Details : ~ Time : ... APGAR: .................. SVD/Instrumental/ LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected - .............
Patient Satisfaction : ...

Discharge /Shifting ordered by
Doctor Signature: ....................oocoooveroo

Docto_r INBHTIRS . ronissssssiiinsssnssionsnmememmsmsmmmrescosmasasssessresciicies




