UHID No: . ‘]9[0@0
Date of Admission: .. g g } %L

'ACTIVITY RECORD FOR BILLING

Guc-ggy,
Mrs 92680

D IP1g
03-05- ':::?::4“ KSHm %3580

///////Il/////l/l

HM s (F)

Ul //I////I/I//I// 3’:’ =

et the fittle,

‘Blrthﬂtght

BY RAINBOW HOSPITALS
Your Rig| Sate Delivery

Name: .,

A8 DDA BLAKSIIME
IP No: \%60_8 Cmsuuer@ Pmﬂd/dg}”@pt Z—‘D&

nr. Datte Of Discharge: ... v Time ...
Room/Bed o ........... Ward: ... Suggestedamabiebedtypa:
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SURGERY DETAILS

. Date : 1951’712,&
Patient Namef“h&b\mmﬂalﬁagmf Date of Birth: ...,8[5_..'..!.'.:fﬂi?...............Age: ,561
T TR OSSN o IO UHID No.: 01265”0136603/

Date of Surgery: &6[’][2{-’, 5671 JOT-2 [JOT-3 O0OT-4 (J0BGOT-1 [J0BGOT-2

Name of the Surgery : W&ﬁnpﬂ ............. PBM

Time in CT‘SOQ-"‘) Time Qut H'{o])

NAME AMOUNT

1. Surgeon g @ﬁdmlmghﬁ’)f

2. Anaesthetist T 0h e,

3. Assistant Surgeon : .G¥Y.c.....= A eshthe. ,G}i qu.cH‘

4. OT Technician m*ffﬂmﬁmqu'

5. Circulating Nurse CfALRiSOC. .

6. Assistant Nurse Qi!\.[ ¥ T s e

1004 Am 10 qoneo) 1 F328 (2

Special Equipment: B{mrascopy [0 Broncoscope O Harrﬁonic O Morcelator
[ C-ARM [0 Cystoscopy [ Versa Point [ Liver Cusa
[J Neuro Cusa D) OMBIS «.cocciaossississisassssnvansnass

Rowwd frialiseef .Lg”' e;ﬁ’*"\

Signature of the Surgeon ignature of TirCulating Nurse

ORABEND: oyoonromemsiesiiisisisiinissrniniiasnosisinnsosiossaiionsios Ordar by cosreisaserssss
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Patient Sticker f )N\g\l% EEISIdII’%aI'II'S ‘ Emmﬁ
CONSUMABLES OF QT === =
Circulating staff mef-. Technician : (f/[w\.cpe._n ......... 1 B L[|
Anaesthesia Disposables sssa ) uea | SUrgICal Disposables ssves | uesg| DiSposables (Baby Side) [ TV _ |
ET tube MejorPack Ty fviy o, {7 | InjVitk
LMA utures S Cord Clamp
ECG leads€A/P / N Suction Catheter
HME fiter : A/P/N A Feeding Tube ﬂ
Syringes :10cc 2 Vaccum Suction Set \__| | M
05¢c __— Y fBoves L6, DF 24— Strgical Gloves
02cc __— J( 4 1 PE | _A" Gauze Pack
01 ce Syringe 1mil / 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set /NG tube Koochies (S)
RL  L— | __%/ Cautery pencil AL nopuns ('ﬂﬁ |
NS : 10mi/ 100mi / 500mi/ 1000mI f«/KoochIes (:, Plae Aol wan ?f)/’
NS 30 || | Onmens D Wokey lowa| | o
Suction Catheter Abraen ( s |
Fentanyl ['| Cap, Mask Itnee \oona 4
Morphine Gauze Pack Doy pre ’{,44; \Conra, Toublia '
Ketamine Mop Pack (] Baael Bl dia s
Propofol 2| Steristrip ATVOA Coppanrs |
Rocuronium Undepad [/ Rhero wdom 1ol At/
Glycopyrolate Draw sheet ' "Wlora veieed Axe »d
Myopyrolate  —— [ Abge A_k-@o 17
Ondansetron Foleys catheter |2, “ | Sfn ko =g
Pencan 250/ Spinal Needle 22 Urobag- e Le \ LGB speon 17
Bupivacaine 0.25% Chest Drainage Catheter A Aesps Pl ! =
Bupivacaine 0.25%(Heavy) Romodrain bag ' ‘ 1
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg ’ Vaccum Suction set !
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet 7
Tab. Misoprost : 200mg Betadine Solution 1
Microshield b
Cotton Balls il
Latex Gloves [op
Ramdione Scrub '
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
|Order No. : : i Orderad BY » i sinmiiniausmmiismimiimii s s
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RAINBOW CHILDREN
Rainbow Children's Hospital - Guindy

'S MEDICARE LIMITED

e Door No.157 to 160, Anna Salaj, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow .

Children’s Tel No : 044-40122444

H 0s p! tal vRainbow VAT TIN : 33AABCR4014M 1ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/1 03/1,Survey N0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
i lHlllillllllllllll”llﬂll”ll ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036608 Ward 8F-OT COMPLEX
Patient Name Mrs DHANALAKSHMI s Bed Name MICU 801
AgelSex 56 Y2M 22D/ Female Order No 18-0001732838
Date 25/07/2026 12:34 PrescriptionNo  pRip1 8-0629121
Payor SELFPAY Dispensed Date  25/07/2026 12:38
UHID GUC~00392530
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AMNEPARA 100ML GLASS
1 i H L0016008 12i27 1 787.00 787.00
2 ARTACILZSMG25MLINS  Neop Laboratories Lid i 1303356 o721 1 45.30 45.30
CALCIUM
3 GLUCONATEINJ10ML- SWISSCRITICURE i 0548 08127 1 7.13 7.13
SWISSCRITICURE
4 DSYRINGE 10ML (NIPRO)  NipRO GENERAL 26E02K29 04/31 6 28.13 168.78
5 DSYRINGESML(PRO)  nipro GENERAL 26C13K17 02/31 4 21.56 86.24
6 OSYRINGS 25ML(NIPRO)  NipRo GENERAL 2681244 01/31 4 11.25 45.00
Aculife Health Care
7 DWATER 10 ML AMPULE Soppelirsrs 2254585 11/28 5 258 12.90
8 &gﬁ%ecmoass IMs GENERAL 20326508G 05/28 3 3234 97.02
9 EFIPRES INJ 30 MG 1 ML ffc?“ LABORATORIES 1231005 02/28 1 45.90 45.90
10 LOXICARDINJ 2% 50ML  Neon Laboratories Ltg 4 KM238100 11/28 1 55.48 55.48
11 MCT-ROF 100MG fomL Neon Laboratories Ltg NA1353004 1027 2 69.10 138.20
12 MYOPYROLATE-INJSML [‘.fg’” LABORATORIES |, V350487 11/27 1 140.20 140.20
RL500 ML CLOSED Fresenius Kabi India
L B 10262104 03129 3 69.84 20052
14 TROPINE INJ AMPO.6MG 1ML LEON LABORATORIES KM038118 11127 1 7.30 7.30
15 VASOCON INJ MG 1ML LEON LABORATORIES KP8s5439 02/27 1 13.04 13.04
Total : 1,336.15 1,859.01

Receiver Name

Printed Time : 25-07-2026 12:38

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







F RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy
%
o g . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennaj Tamil Nadu INDIA
Rainbow . 600015
Children's - Tel No : 04440122444
Hospital ~ Birthon .
S RaInb VAT TIN ; 33AABCR4014M1ZK CIN : L851 10TG1998PLC02991 4
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabagd 500034,
‘ Telangana,
LI AT T, i
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036608 Ward 8F-0T COMPLEX
Patient Name Mrs DHANALAKSHMI S Bed Name MICU 801
Age/Sex S6Y2m22p/ Female Order No 18-0001732839
Date 25/07/2026 12:34 Prescription No PRIP18-0629122
Payor SELFPAY Dispensed Date 25/07/2026 12:39
UHID GUC-00082680
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 & Aoore Microptic gloves- H 2603019005 03129 3 128.00 384.00
ENCORE MICROPTIC
2 GLOVES.7 PF ANSEL 2604014105 04/29 1 128.00 128.00
FOLEYS CATHETER 14rR
3 POLYMED Polymed c1 2516836N 11/30 1 249.00 249.00
GAUZ SWAB 10 X 10 om ) ;
4 12PLY 55 X.RAY Bapuji Surgicals GENERAL M2645010 03/29 2 123.00 246.00
§ HYSTEROSCOPY PACK Amaryllis 1010626 05/29 1 1.255.00 1.255.00
6 IRRIGATTO(T.U.R SET) ROMSONS GENERAL K26D010015 03/31 1 532.00 532,00
7 K-80 URETRAL CATHETER  Blue neem 19032026 12/30 1 84.00 84.00
MOPS 30x30 8pLY 55 x. DATT MEDI
8 RAY PRODUCTS H M2642sFo2g 03/30 1 949,00 949,00
NEW MOM Disp
g MATERNITY PADS MAXiPAD DYNAMIC TECHNG 0153715 03/31 1 204.00 204.00
NEWMOM DIsPosagLE
10 p ADFIXATOR-XXLARGE DYNAMIC TECHND 148605 03/31 1 221,00 221.00
NITRILE EXAMINATION
11 GLOVES P F- MeDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
| Aculife Health Care
12 NS 1000 ML ACCULIFE-EN PVt LIG(Nirff H 2C260729 02/30 1 105.22 105.22
: Aculife Health Care
13 N$ 3 LTRS BOTTLE Pvt.LId(Nirlf 5A260054 04/28 1 747.00 747.00
14 PROTO Gown (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
QUICKSUITE OT TABLE
15 SHEET MIDLINE SUITEL H 260616] 06/31 1 775.00 775.00
16 ?&MJFINE SOLUTION 10% R]J_\[!;MN & WEIL PyT RC126036 04128 ; 103.00 103.00
UNDERPADS CARE 60 x 90
17 ( FRIENDS) 07072028 12/30 1 205.00 205,00
UROMETER ADULT.
18 MEASUREXX GENERAL K26E010304 04/31 1 978.00 978.00
19 VAGCUME SUCTION ST ROMSONS GENERAL K28D010296 03/31 2 811,00 1.622,00
Total : 7.872.22 9,537.22
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 25-07-2026 12:39 Page 1 of 1
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Hospital BY RAINBOW HOSPITALS

Tt takes & ot to treat the lire. Yaur Right to a Safe Deljvery

DISCHARGE TRACKING SHEET

Name of Consultant :

DATE :_ 5~ [@ho

v = 1

Floor : s UHID :

TIME
. tivi
S.NO Activity IN ouT Name & Signature Remarks
TIME | TIME
| 1| Dr. Announce Time
6)‘?‘“ &\h\%h ]
|
2 | Arrangement of File by Nurses %,;X‘f:
3 | Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
(™ | 7 | Senttolinsurance & Approval
- Received
: Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 Activity Sheet updated by
| Nursing
i
12 Activity Sheet updated by
| Pharmacy

Doc. No. { RCH / GDY / FRM / CLINICAL / 288
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GUC-00082880 IP18-00036608
Mre DHANALAKSHMI .8

03-08-1070 sey z M22D0 (R W
Dr PRIYADHARSHINI 8 Ralnbow .
IV Soiorer® | @ EiRigne
OPERATION NOTES

’ Surgeon : ¢ . PR AYADHPRCH ). Asst. Surgeon DR LV Em\bp__w[ﬂ
Anesthetist : PR - O oM m\\ OT Nurse :

LPre-Operatwe Diagnosis:—x S :ﬁ_ \ MWD | X201 oo o R S Pus)hipictorn qQ \ﬁﬁ G-T'I
Surgical Procedure : YWNSTEeQRoScomc pp N PECTo MY Pes Ny
Weight : J Date: 2 sb}?—«b l Start Time : ’ End Time : ]

Post Operative Diagnosis: Ly I Pop 3#{:)\ \\\squoscuwc ?UL&?QC#DM ;
J

b’erﬁ-Operative Complications: My o

I

L(}peration Notes: \L 5‘}? i/ G:D, daﬁo\%\vw (9031%@\";,
Landings POYS @otodad ond Srased %Qnﬂovlvcwmv

4 wellAs € Sy OO Jip (v
R sqﬂ—w &0 JovR T WaRaws oliaEo =

el T oy ggie” \m‘h\&m&%&uo PELNEN ool Qo fng|,

7
;!-\:A_n:i_H\Dm ﬁmm& Lo oty —2dmle ok qed ‘?""{j‘? wﬂ
act fovrwpe
m%qu Eundus acd B oah YMeuadisod m.mﬁ .
Yacie geciuisod . Ryadoley Coeldn ado s god taoh Mn W By

Yoloi 08 LOUE, L C\Lya;_\?\gr_g..} NO wndug M igeclin
I_r\n\\ocg

~

Amount of Blood Loss: SN itng\- Blood Transfused (in ML)

?

Name and Number of Surgical Specimen sent for examination:

Eedomatact ?91..53-9 :

Doc. No. : RCH/ FRM / CLINICAL / 099 (RT.0.)
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S e = It _,I Rainb:aw@ . . .
I._._ Patient Sticker l Children’s . B"-tthght |
' Hospital . BY RAINBOW HOSPITALS
POST-SURGICAL CARE PLAN FORM t
Post-Operative Monitoring Parameters [Frequency. L e }
. \NTO A 2Nousrs - |
L akaet s C..)r\ou'*‘j\‘\%. )
i L ow reoriess s | eomademnnatl
Wound Care: %Mjgr\\ A e :s,,? ?m~
v ooz oL et el Al
. RY (P® S99 -mon\ﬁzafxnss Q2™ -
Drain /Special Lines/Catheters: , (RD BN bLe™ w
. XNV @ Yo o) \\n\r
. PO Msautaen

WS e\ s AW 1 [N B

. IR TAN. aowR R)o BD:
e, 9RO N\ fle 1=)1=1).

(Nutritional Instructions: . fol\owo MM AT

( Special Patient Positioning and Requirements:

, ot b\udtﬁcs P\
Db naavﬁ-mci qg sk

\When to Start Mobilization:
; Ly

Special Referrals:

i

The new order for all required medications documented in the doctor order/medication sheet:
OYes ONo

[ny Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: .....nm.,.g%\.ﬁm.ﬁm&.\ﬂm.\.. S s ¥

Signature of the Surgeon: 2@(“"‘3
NS

Dt & TIME: v 25NNy ML SORAD



GUC-00092680 1P18-000366,

08
Mre DHANALAKSHMI .8 ) "/J
03-05-197p 88Y2mMm 220 (F)

Or. PRIYADHARSHIN|

| SURGICAL | e &PZQE s ([T J— e | o | @ g gne

irgery Name :+fs4 waem,m ?' ...... Children’s

Anaesthetist :Qx........ I\8NEx.............. Fee o7 RANBOW HOSHTALS
SAFETY CHEGKLIST Sc::I:Nfurse Sf&ﬂﬁ‘?\%a.ﬂﬂ; .............. I Date : 251"‘1{% Intime : .. 1§08 Out-time - ... [/ 8 R

e e 8 et s ot O S Vet Right 1o & Safe Delivery

Before Induction of Anaesthesia » > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:.. 6% A TIME OUT _ Time:.....[ 00U A SIGN OUT  Time.../[ /004~
Patient Has Confirmed ‘ Confirm all team members have Nurse Verbally Confirms with the Tearn:
Identity ABaves o introduced themselves by Name and Role C)¥s§ ONo The Name of the Procedure Recorded  C¥esCINo
Site ~fes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure —Egs_ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  [2/6s CINo CINA
Consent ONo Correct Patient (Check ID Band)  @¥és ONo The Specimen is Labelled (including '
Site Marked OYes ONo -&NA Correct Site 2ves ONo patient name) Jés ONo CINA
Anaesthesia Safety Check Completed  -ETVes CINo Correct Procedure yes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning -£7%s CINo Anticipated Critical Events Problems to be addressed OYes ONeTINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes. &G What are the Critical or Unexpected To Surgean, Anaesthetit and Nurse:
et ey g it o | | ey
Iﬁ:h:b:}quipmenu AsktinGs ¥6s ONo Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? %’ﬂ No ONA | - Man:2025-06
(7mi/kg In Children)? Nursing Team Reviews: | 6 Pt oo i B
Iis:eand Agegu;t: :tra:ee;ﬂus l;as Séenlfr!y (i :{;:I}udtn%:ndlcglq fesuris) || ot L ‘2“: 755 E
Ss and Flu an e i ? are there Equipm £, gy 12V C= 8 min,
i ,z':;f ;LJE/‘; ::i isiur;s 3;13:::: {:unc;ns? quipmen O¥es 346 CINA || ISO 11:40 Sterilized ™" j35¢ 35 min &)
Has Antibiotic Prophylaxis been given _ Is Essential Imaging Displayed? OYes J:H‘ﬁ ONA
within the last 60 minutes? s ONo ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. 9X€s ONo

Signature :........... C]?’”/—j Signature :........ j Signature :.............

.......................................................... \}/qﬁ\'ﬁf

Name é)?_,.\ﬂ\:/v\ Name :............. Y.

Name :..........
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Children's

Hospital BirthF\"s'_-'._m%

« Rainbow

Rainbow Children's Hospital - Guindy

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

ADMISSION SHEET

Registration Details :
Admission No : IP18-00036608 Admit Date : 25-Jul-2026

LR AR CORRIRLA TRTRRR AATTY [N

Admit Time :07:26 AM UHID : GUC-00092680

Patient Name
Guardian
Gender
Occupation
Address (H)

‘—P\

Patient Details :

: Mrs DHANALAKSHMI .S
: Mr SENGOETAIYAN PERIYANNA GOUNDAR
: Female

: casagrand savoye Karapakkam Karapakkam

Kanchipuram Tamil Nadu INDIA 600097

Age :56Y2M22D
DOB : 03-05-1970
Religion

Martial Status

Phone No : 8994600233
E-mail . NO@gmail.com

Room No : MICU 801

Admission Details :
Bed Type : MICU Bed No : MICU 801

Ward Name : 8F-OT COMPLEX

Admission Type : First Visit

Name

Contact Address

Contact Details :

© Mr SENGOETAIYAN PERIYANNA

Relationship : Husband

: casagrand savoye Karapakkam Karapakkam Phone No : 9994600233

Kanchipuram Tamil Nadu INDIA 600097

N &Crﬁ

Signature

Doctor Name

Referral Doctor

Co-Consultant

g
D. _tor Details :

: Dr. PRIYADHARSHINI S M

: Dr. Priyadharshini S M

Specialisation : OBSTETRICS AND GYNECOLOGY
Phone No

Payment Mode

Payment Details :

: Cash

Deposit Amount  :0.00
Payor Name : SELFPAY

Printed Date / Time : 25/07/2026 07:27

Printed By : 017420 Page 1 of 2







e . Rainbow Children's Hospital - Guindy

—

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

Children's o TEL NO :044-40122444
Hospital  FirthRignt WEB : https://rainbowhospitals.in
-Rainbow
GENER ON E
Patient Name: Mrs DHANALAKSHMI .S Age : 56Y2M22D
IP No: 1P18-00036608 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 801

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

Patient, be deemed advisable or necessary.

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

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

Note:

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

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

(R Divers Signature.................. )

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

.1
2./
Signature of Patient/Relative: 7— c’ﬁ

Name: > /_’Q}l ' N ()f/é k&{ Wz, j Patient Address:

; - _ casagrand savoye Karapakkam
Re!atlonshrp._? /7//0 %éf)( Karapakkam Kanchipuram Tamil Nadu
Date: 255 — O (~ol»2h Time: 71, 4 INDIA 600097
Wittness Name: QM W3,

J
Wittness Signature:

Printed Date / Time : 25/07/2026 07:27 Printed By : 017420 Page 2 of 2
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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.

5% GST Charges applicable on more than INR 5,000/~ Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.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 ID 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.

No Duplicate/ Second copy of OP or IP 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 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 6-7hrs,
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.

Patient T\Jame > b hﬂ 12 /ff by kfm.-'.; UHID Number ; (xf £ é\ fo

Self/Attendant Name : o /OA;”'&;]% /(MM%" f Relation : > /M ﬁ*ﬁf’?’

Self/ Attendant Signature : > (', [Ql_,’ Name & Signature of Financial Counselor

Phone Number : > 77;250’/{95&6 (_#9 ”
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GUC-00092680 IP18-00036608 P
Mrs DHANALAKSHMI .S Rain 2 )
M220 F B b‘OW'_"" = . =
gtuiz:::)mns&:::;au = Children’s (d Blrtthght
AT | Hosplial | @
URINARY CATHETER BUNDLE CHECK LIST S st
y ~
| [ : —Qw/& -.07/‘0)
Date of Insertion: .2-D.. ":f' 24b.@ [loonad. i —
S "
Parameters Dt —inime |25 ot 202 o
=
Need for the Catheter 2¥es ONo (D¥s ONo | OYes CNo | OYes ONo | OYes CNo | OYes CNo | OYes CiNo
Hand Hygiene L¥fés ONo [ 2¥¥s ONo | OYes CONo | OYes OONo | CiYes ONo | OYes OINo | OYes ONo
Usage of Sterile Equipment es OINo DD‘@ ONo | OYes OONo | OYes ONo | OYes ONo | OYes CONo | OYes CINo
Is the Collection bag below the level of bladder ,I}Ys(' ONo | _D¥es ONo | OYes ONo | OYes ONo | OYes ONo | OYes OONo | OYes COINo
Check the Tube for Gsiruclion (Free of Kinking) - Bes ONo | &¥es ONo | OYes ONo | OYes ONo | OYes CNo | OYes CNo | DiYes ONo
Is Catheter dated as policy OYes ONo | [Mes ONo | ClYes CNo | CYes ONo | OYes CNo | OYes CINo | CYes CINo
Collecting bag is been emptied regularly? OYes ONo /Dﬁ; ONo | OYes ONo | OYes ONo | OYes ONo | OYes OONo | OYes ONo
Maintenance of closed system for the cathler { [2¥6s-ONo | e ONo | DYes ONo | OVes DNo | DVes ONo | OYes ONo | ClYes CINo
Dressing clean and dry? OYes ONo aB‘i’gDNo OYes ONo | OYes CINo | OYes OONo | OYes CONo | OYes ONo
Is the line removed as Policy? OYes CNo .E’@DNO OYes ONo | OYes ONo | OYes ONo | OYes CONo | OYes ONo
Performance of Perineal Care | ¥es CINo _,ET@ ONo | OYes ONo | OYes CINo | OYes ONo | OYes CINo | OYes OINo
Onset of New Fever OYes N0 DYes/BN/o— OYes ONo | OYes OONo | OYes CINo | OYes OONo | OYes CONo
Asses for the leakage at the site of insertion O¥es ONo WDNO OYes ONo | OYes OONo | OYes ONo | OYes OONo | OYes CINo
\
Name of the Nurse Q/{’gnﬂ e0|C
Signature of the Nurse %wq o B,

Docu. No. : RCH /FRM / CLINICAL / 114
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“z
Mrs DHANALAKSHMI .S . 1= e _ )
o ey 0 : Eﬁ'i?c?r‘;‘;‘;’,s ‘Eﬁ!‘ RDLQHE
AT Hospital | ) ammennosmes
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature

25170k | 83000 [\zomald |o ppshite [SRHIESTA L
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GUC-00092680 1P18-00036608
Mrs DHANALAKSHMI .S
03-05-1970 s6Yama22D {F)

Dr. PRIYADHARSHINI § M

. wien's | @ BirthRight
PRE - OPERATIVE CHEL.. ..., Hospital | () maseonom

: . = J Date: QIF'H.'LE}
Paﬁuu’qﬂame:..m @Hﬁf\‘ﬂb’;ﬁ%ﬂ% 31)}[-— Gender: [ M D-?

. . ql g e €
i yllcsiopy = IO BTy ol

Anesthetist : T . 1) IRIing Date & Time of Operation - QS‘FHQ—B ............

Tick lale Boxes
To be filled by Nurse Incharge / Senior Nurse :

S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? (OO
2. | Isthe patient fating for over 6 hours Pre-Operatively? U0 O

Y A B | 0|
4. | Enema given/Bowel Preparation ' OO
5. Remove all ormaments, etc and sterile gown given S0 0

| 8| IsBlood aranged as required? O340
7- | MBiood has been ordered - is Blood bag ready? [ E)0
8. | IV Cannula to be placed / IV fluids if Indicated 0|0

9. | Pre Anesthetc consultation with anesthesiologis =y ==
10. | Pre Medications Given? (Sedatives / etc) 810|0
11.|  Skin Preparation 10|00
12.|  Siteis marked OO
| oot e et o b o D|o|o
14. [ implants are availabie OlOolo
15. |  Equipment s avaialble (OO

6. Olfler (if any) Q? RN

NOTE: if any of above is icked *NO~ Discuss with the registrar / consultant immediately

Billing Clearar!ce taken
Billing Executive Name - . K- C .. Nurse In-Charge Name ﬁ@jm ..Q}lm
Billing Executive Signature - ... (CeJOLULE e SigNature of Nurse In-Charge : ....... (60—

o i o

Date & Time : ... 2572 o, ¢ L2.000.... Date & Time -

s
Doc. No.: RCH/ FRM / CLINICAL / 107 J 'S—I%
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INFORMED CONSENT FOR SURGERY oR Chitdven's | @ BirthRight
SPECIAL PRArENI IDE Hospital | () museoncis

Mrs DHANALAKSHMI .S )

Patient Name : ... 03-05-1970 evzMzz0 ) Gender O Male 0 Female A i

Dr. PRIYADHARSHINI § M

wos i .

This consent form should be sig
lacks the ability to make aninformed decision, The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or spacial procedure recommended to you. \

'l he(eby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

Shrrsnnssnnaan sseae

BB :feél.éés'.é;;r.g ...... a%.4....'.'f.'.é.l.%';{éfé{»f]éi{;jfff'.°.'.ﬂ..f.z,mpég;f.'ffffﬁ""""f

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

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

My signature on this form indicates that

1. Ihaveread and understood the information Provided in this form .

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

3. Ihavehadachanceto ask my surgeon questions.

4. Ihave received all the information | desire concerning the operation orprocedure and

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

Name of the Doctor who is performing the Surgery/Procedure: ........... ... O P ]“‘ﬂ"“’”‘fm BYA...
Consentee :

Sgratwre:. T2 Poikad”
Date & Time :...... 2 H.omd.

Witness :
Signature : Signature : | ol
Date & Time : Date & Time - '?_g‘g}f’l,t,z 6

Docu. No. : RCH /FRM / CLINICAL / 027
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| . mimcsum s . Age :
fl i - Ip l;ﬁ-ﬂ;i::gmsus:,:iuuu ®) ..COI‘ISUJI&HT.’....’ﬁ'ﬂa..@..,.u M
.f Ward /Bgq ,, . ,//I/””//’”I/”I”’//”M/ﬂl’/l Eldiund m,%:%maw

O Heartdisease a Hypertensfon DDiabates mellit 0 Renaffa:!ure (f
O Hepatig disorderg O Shock O Multip/e 0rgan fajlyy OPolytr, Uma/RTA ;
ﬂ |
Hincapacitating popp, D0thers HY RIENG 0y RRAT Y0 0 o fQay |
Comments ’

Dactorty document in medica fecord ajsq Ifnecessary (Cmss-out!fnotappffcab:‘e)
DECLAHATIOH BYPATIEHT/ GUARBIAN/ PROXy '

I hereby authorize Rainboy Hospita) & Its authorizeq doctors tg Perform ypop me | my patient r
MR .=..I>.mwm-m:£4tm,l. the aboysg Mentiongy Operation | Diagnostig | Therapeytig Wc/edaﬁs ,
iuys'rffenosmfy.q-emf e

la ‘thcﬂze and give consent for anaesthegia (O Regional / eneral Anesthesia / O Monitored anesthesia /
ca:L (MAC)) as considersq aPpropriate by the anaesthetic tggm

Vacknowledge that the anaesthetists have informeg Me about the anaesthetic Procedure, alternatjyg treatments ,'
andanswered my specific guerios and concerns apo¢ this matter, | hay réad ang understaodlﬂ.ae informatiop |
pmui;jded in this form | acknowledge that | haye discussgq with the anagsthetists any significant risk and

Complications specificsty my individya cfrcumstances. and | haye Considered them beforg Consenting for (

anesthesia. = | i
. I
ww.rainbowhospita]s.!n |

GIN': U85110 TG1998 PTC023514 \ |




|

_

\iaclude pdln of SOme injury

_headaches.
l\\

\authorize he aneestt
of nerve plocks for
necessary by tnem duringtne course of surgeny:

pain relief, changing from regional 10 ganeral anaestnes!a etc),

R

| ur-z\dg,lrs'tand {hat there aré some infrequent compﬂcaﬁons that can occur due 1o use of anaesthasia, {hese
at the site of injections. temporary preathing ditticulties,

asthmatic reactions,

glic team 10 perform any additiona! procedures (for example, CVP line, arterial line, use

which are considered

That! authorizé and give consentio tne team of doctors attending 0N me 0 adrminister blood products during
the course of operative period and immediately tnereafter in need arises.

\ ynderstand {hat the above mentioned consultant anestheslo\oglst or occasionally 8 colleague deputed bY him

{herwill agminister the Anaesthesia»

pregnant’ 0 Yes ONo

DEBU\RN\ON BYTHE ANAESTHETISTS PROVIDING IHFORMM\DN FORTHIS CONSENT

| declare that | have explained the naturé of General hnaesthes‘iaf Regional Anaesthes'\al MAG to be given and

discussed the risks that pan\cu\aﬂy concern this patient.

| have given the patientan uppuﬁun\w toask questions and | have answered these.

poctor (who is taking the consent) :

witness
Signature : }1@'[/2
N Dl aeSia et

Date & Time: 9“’..1‘7?\.3’0‘,"..

CIN: 85110 TG1998 PTC020914

ww.reinbowhospias.n
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GucCH +0009! 092680 IP"!-OWWS “b‘féw.
Department of Anaesthesioltogy e DS :mm;: o @ ldren's @ BirthRight
: PHE-ANAESTHETIC EVALUATION o, PRIVADHARS pital | BY RANBOW HOSPITALS

A i iy B
Name: W,MW&WM Age: . 510 hgakSex ,{,a«w-h. I B0 B J ' M

Daieu.\““l\m A 0 0 2 proposed Operation: W;ﬁiﬂ?+w

Diégnosis: % : HM(W%QRVW}WM

8P /CRT: LRaA |

G058 b e PIORBE i s

:PchB'_l UFER: o BBt Jq‘ A: . ,,A, ,b.&gé
WBC: o Creat. . Q‘, 15,[1 Total Bill: Q-4

Plate: ..... @\Agj) | I T O ———— Dir Bil: £D.0.0-"-
? K . e LDHE

Ca++: 10. QL; MphOG ..... gJ{ -—l‘l
MO+ msssnimeees ase: o
Cl-

sem;ssm e

Physical Activity:

epatic / GE
Others

Past Anaesthetic History- “! Qg _ E |, G P il
Physical Exam: - )

/

Rirway: WP 1(2) 4 Moth Ogening: Metohyoid Distance: Neck: = MY
Lungs : IS

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL UHAL<: Others 6 Hour

3. Informed Consent: O Stindard O Hig i
4. Post Operative pain Management: O 4cussed with Patient

5. Other instrucilons

Signature: \S{%ﬂ Name: ‘.:b&_.‘.ﬁ&e\.w.}:\l\q"‘g } L@)\r\ _@kﬁoPr“’\

Docu. No. : RCH /FRM / CLINICAL / 044
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. Rainbow® ® - 1
e S rgB W i ’ BirthRight
Paten Stcker ANAESTHESIA CHART ~ Children’s B s oo
- . !.'hgful::-t-g!m ::‘m.lﬁwr
~_Pre Induction Assessment: : ' e
!Change in Patient Condition: OYes ONo l Fasting Status:
L Physical Statys: ’ Patient Identified ___— ’ O Cgs.em-Presem I (3 Chart Reviewed

H.R: M~ TBP/CRT. Wo Jo. [Sp0;: ) poo N, [RR: VdTann ] LastFees

Pre-OP DIagnosis: ..o Operation: l‘b;ﬁzaaz.r-,r?‘lﬁc/*rna:e b
Surgeon: OTP&BMN“L\RH' Anaesthesiologist: %‘”\M‘f\ ............ Technician'ﬁ&m.................
| | ]

| | | | ]
N.O/AIR O, ] I__Jl_ | | N |
HALO 130 ) B =1 . N = Aot
-, | | f | } |
Gy J ] S o Sapostry
R P | 2o - i s
: s | ] | l!
SEEEE Blood Loss
| |
FID, /5an, =] |
i - 2 : |'
== A | -
|
| |
SE 7 | |
— ‘E[L:h,*; -~ I .
A #40 o ] i
nwaw;e 201+ 1 T
:Mm 200 i|
* Heart Rate 180 1
Tourmiguet on Time
Totemiauet off Tine 180
Trwuat Pack in ND:," P
Thenat Pack Oug 120 4 £ =
100
"f nY N |
& 7 E 1
a0
20
0 1
| 836
LAB Values :

Drug Name &¥one:

O Merve Simutaror
Position: -t WM

opy [J Stylens ; Bougie Infusian: »
Block Lever ...\,

L3 Monnored Anaestiesia Care

1 .
L Fressure Pints Checkeg T g:::u:, ?Auempm Comments: ..o oo
Line (Size & Location) Transportation to
Eye Care: DOV iz D«ﬁ; Omey o 07 Omer
D) Ot 3;;(;- ..... O semi-Ciosed Circle Relaxant Reversed [ ves One DOwa
= m. " O Closed Girgte

e

O Other Name of the Doctor:. /. R
O Awake Ow
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Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

GUC-0009264

Mrs DHANALAK

03-05.1 m KSHMI s
Dr, Pmy

Wiy i

1P18-009 36608

wEmo ‘BirthRight'

BY RAINBOW HOSPITALS
Your Right 1o 8 Sale Delivery

ﬂ Date Time

* p
Received in PACU DY : .............. EU“‘— ............. Time Received : r[f“’..&r*’) .... Time Discharged : ......! [ L(M"‘*
250 250 | v Cannula Site :
240 240
s 230 230 | [0, Mask O Nasal Prongs
s 220 | 1 Jracheostomy [0 T-Piece
wl 210 210
& 200 200 | O Oral Airway [ Nasal Airway
(== 150 180
= W 180 -
=] 170 170 | Vomniting : Ovyes ONo Drug:
= o |Mewe:  DOves Oto
v o
A g 120 | Urinary Catheter: (] Yes [ No
] 50 ¥ o |Crestwe  Oves Ono
g :g : : Wil Oral OYes OlNo
T T0 .
e 63 o \V 60 IV o cissmcssaamipmpssssi st
S o 50 50 Oral Feads: .........
& g 40 ;g
30
b \d 20 3 20
10 10
1] 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified A Score) IN 30 T 60 [ % out SCORING INTERPRETATION
ot faesrtirimni s e S A Minimum Total Score of 8 is Required for
Abk 30 Move O exremives voluntary of on command =0 Discharge
mumpmmacwm -i S
mﬂ breathing = RE:
=0 Exceptions to this, are to be explained in the
B = 20,0 v vt v < J——— space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 2
Futty zwake =2
Arousable on cading =1  CONSCIQUSNESS 2\
Not responding =0
?h:mmm.ma omer :E coLR 2
TOTAL \qo
PAIN ASSESSMENT AND MANAGEMENT FORM
Pain Score Intervention Signature

2 Pg'-cf‘;m Lo

WA wMﬁr g L,

Parm lan v TS
\ W4 I

Pain Tool Used: CINPASS DOIFLACC [JWong Baker

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
*Date & Time:

P e I

Reassessment Frequency:

1 Every eight hours for all hospitalized patients.

2 For post surgical patient, patient with chronic pain, patient with severe pain
Every 2 hours for first 24 hours

After 24 hours gvery 4 hours

Prior to pain reliving interventon

with in 30-60 minutes after pam reliel miervention

O nNPs

Transterred to Unit by (PACU): Mo
25\ 2lre e lon.

Date & Time:__

ﬂ




Pétienl Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA R-CORD

]
Rainbow”’
Children’s
Hospital

1t takes & lot to et the litte.

BirthRight

Date: ......

CSE /Spinal /Epidural

Depth: ....

TINES nsamainsass Procedure done by

Technique (LOR/LOS) .......ccccounne
Catheter at SKin: .....c.eoeevereneceerireriiieenns NOIPS T cvnnismimmmsasiaims

Parasthesia : YES/NO if YBS GBLAIS © .........c..oveiriurecueiueussiisessemsicsienssarssres s s sssasss st s sa s s as s sintssens

SOILEON COMPOSHION © .....voveeeeoeereresecesssessassssesisassessscesssssses s 448 AR R

Any other issues : .
) [, pr—————————SSSSEEEEEE S S

Time

Infusion Rate
(ml/hr)

. Level
Left Right

Maternal

BP | Pulse

FHR

Comments

Delivery Details :

TIME & oo

SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEA < .....uveimriiiiicmire Nttt s

PACIIt SAUSTACHON © ..ooooeoe e eeseeesesssssnssssssssssnsebassssesssssssessedessosssrsssnnsassstassssstses s srscint s crs s ssnranacsSsARSE SRS RRE S 00

Discharge /Shifting ordered by
DOCHOr SIONBIIES -:oosvipeisaniiiinn iscnssinmassiismsssssiseassvissss
DOCHOT NAMIES oo eeeeees oo

DatE AN TIMB iocvinniv v e s s sieews

felt'-’-_-_".'—""‘—""_?"'l""—‘-.“- __'_’—.—n--‘

e S — S A
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Rof‘. No. : FIGYNIC/H8
® - .
BirthRight s";‘.',',':,t':‘,‘:', |.P. ADMISSION SHEET FOR GYNECOLOGY
bl ospita
Ty 4 1 e Gy l—unp 0 vk P . GUC-00092680 {P18-00036608
s DHA;LM“H:::: —_— - Date ﬂfAdﬂuM H
03-05-19’
Dr. PRIYADHARSHINI § M of Admission :
R ———— L
s ..‘.-.-...--........--%
; Name :__ Mf'{g' Dhanolodthimn - St ' ' DeteolB E
| UHID No: LUO- 4268 ¢ . _— ;
i E Department ;_° orh . Consulfant : E
: i ::::: IP- LAL L L L LR} .é .C.a- Ssesssanss :....----...-:---..-.....-.“ :d-.‘...-....---...-:.-.-.-.......‘--. :-..-.-..---.-.:-.-.---......:.‘.---:.. --------- .:
: CbYns :
: P+ PEW\"WFMAA@J J.,1 % 10y eaAs. i
: Prev EMVVD E
: Len - 3Auns | s : :
: 07 dovie gl iesgs T / Y
E P } came IWiHR t(c [rwee  abd r,a;n A,\,gu.a Wil L‘%\Cfﬂudo%u!
' L on £ Cﬁ:( . E
E = : “ wint U“J Miff&mﬂg,t (n,{w\ vmgn’nx& ,(M PM fg
E T A ‘-Cb\w{;t r(:;\’Y FR{-’L { tondly . é
. = g iw nNIF mdatid B wAmatzon i
) Mewd  gmd Rekodx bl Novmed, .
MENSTRUAL HISTORY OBSTETRIC HISTORY
; Year of Marriage : o Yns Parity : Py E
' Previous Periods : Mode of Delivery -y ¢v FF'NYD! -‘})’ 3 U | E
| ve: () Last Child Birth : AsH - |
b | g QP N
L :
:q-L ............................................... LR LT AR R L R R P R Y IS SSseENsEREREEREERERES .i




MEDICAL HISTORY

SURGICAL HISTORY

T =
1Fr;_ﬂ

wrer

_h k"&lo ahehe on oHA rP’Y ATG.A’}"
2 - ik Y st o
T om Lt"((:c'(h‘\;ﬂ 1:01"6 o—v 1

| Hypeuspadinsa on peduwastotin O

Cfecitn Comem dnas

FC deve o Ga-

e Qo PAMTLY HisTORY * o> NOTES / ALLERGIES
Nii IND)

|
o ARATIAL AMMMINT § s oo o3 550 503 Sondaeaiantione SUSS R YR PO S VS SR s
Dase__ 5 Breasts Locsl / Speculum Examination '
: L ple- (opwvix bt :
} . \SY  we_ Sbo¢ CoH - ) | | H’H :
i M 274, i d ltants (@ |3
: G mmbly - :
s lax’ £ gl Bimanual Pelvic Examination :
+| Pallor No - Abdominal Examination :
H , Ply - Ceanix Fu,pg NELipred
s 0% @ Qofd - :
: _ Ubeans N@f\g{ nE
: NV & v’ :
E Respiratory System & Mk o :
| Thyroid :
PE- AL min
Qpo, Gl P :
ey e PRSP S A RS SRRSE e APPSR A AR 30% “« |
FROVISIONALDIAGNOSIS: |, ‘?eu.--*r M eriopaeod { Wadem Voginad B QLW‘%T
:|  INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION
UYe1ERoLDOTY  Ang | - NPO ;
: _dNF T RC :
: EnDOmETeiA L RofiY t ; ~J :
i L ;L,.i TAXIMm a v Ll
§ — @ Pen yorng Lv St i.»
<3N Emegeq g BV I
:,Nnme of the Doctor : Here PM«.M

-

- : Q..g‘f CH r 50 U @ . ignature of Doctor
B e it b S e s eyl N Ao s S T o= oy 7R 41 1 SRR ;%/"U _
4 . - i ‘rv*,
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03-05-1870
Dr. PRIYADHARSH|

GUC-00092680
Mrs DHANALAKSHMI .S
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IP18-00035608
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- RESULT SHEET

~Z
Rainbow®
Children's
Hospital

I e & lok b trmat B 09,

@ BirthRight

RAINBOW HOSPITALS

Your Right 1o & Sadu Detvary

Date

SER 1§

Time

—_—

Hb

12: ¢

PCV

3y

\\YV 7

RBC

WeDg k

WBC

N/L

Platelets

CRP

ESR

Rk
i

PCT

RBS

I

_TgH -

Y%

Na

K

k(\""‘l\w

- £ cho -

EE e/

Cl

Co I duastri

Cag
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MEDICATION RECONCILIATION FORM

DIUG ABOIGIBS: ...t known any Drug Allergies

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; .................. L—:DTL SIFtEA 10: wovvvereevvrreeeoveeoreee s

i (ﬁnsmgﬁaﬁﬂ%#ﬂ EETTEHS) (mgf'.f.ig) (PO, 2%?&, v) | FREQUENCY tﬁi’,"ﬁ,ﬁﬁ ?gﬂ%ﬁg
: T mMEAFORM) N 2Pt ve o= - tc e
J K ROSUVALpq - Smf ¥o oo | Sl 016 L2me
g 0c Ooc
‘| Oc Ooc
5 0Oc Obc
6 Oc¢ Ooc
7 Oc gdoc
8 Oc doc

9 Oc Ooc
10 0c Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ﬁ"?cw”’v"*k"tt’{w

Date & Time : ?5{"’)'[%"@7"”‘"

Nurse Name & Signature: &\I\H‘) ngﬂﬁ%%@—
Date & Time : %D‘éd%
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DIUG AJBIIBS: coeovessssrssmssssssmse s own 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)

@ girthRight

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

Shitig FIOM: v.ovsfeld Bor Shiftedte: O
A (smm'é‘ﬁ'i'f{é'li'#.'r'ﬂ" LEEITEHS) (mﬂf’fig; (PO, ?4?5?::. v) | FREQUENCY Eﬁi’,“#,ﬁ; ?gﬂ:‘:ﬁ%ﬁ’g
TNy eaw AR s gngi\m’ Joc
2 [y ganeses Aawmq W 2%1%_ ¢ Ooc
8 IINT Ty S yeald - e . 2.35,5: O¢ Ooc
4 | INS TR Ve | AV 93’9\312 O¢ Onc
ZRLR
5 Oc ooc
6 Oc ooc
7 Oc Ooc
8 Oc Ooc
9 | Oc Ooc
10 Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .... TME
243K
Date & Time : %‘/D"}(Q—DQ—[;?\

Nurse Name & Signature: 54 R o i Y = 9 ) Z
Date & Time : 3@]:}&19

Docu. No. : RCH /FRM / GENERAL / 090







GuUcC-00092880

IP18-00036608

Mrs DHANALAKSHMI .8

03-08-1970

unmzzn ()

Dr. PRIYADHARSHINI 8

Iy

Drug Allergies:
Medication Reconciliation will be done at the

MEDICAT:ON RECONCILIATION FORM

—ENot known any Drug Allergies
time of admission and also wh

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

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

Rainbow® . —_
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i BY RAINBOW HOSPITALS
Tt takas 3 bt & troat the Retle, Your Right to & Safe Dalivery

enever there is change

in the treating team or shifting from one unit to another
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
Shifting From: ..................00 AL L
ON

MEDICATION NAME LAST DOSE

SNo| " (GENERIC NAME CAPITAL LETTERS) (PO, NG, SC, IV) Date /Time | )2 SSION
1 as\ale 0c Oec
& ot Mosrea §) Crp-1oP+

2 Oc Obpc
3 Oc doc
4 Oc Oobc
5 0OCc Obc
6 Oc @doc
T 0c Ooc
8 Oc dbc
9 oc ooc
10 ¢ daoc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .
Date & Time : .........

Nurse Name & Signature:

Date & Time ; ..............
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UHUG CHART

Signature .......

VERIFIED BY : Name

Date of Admission: g’%/

FOR THE SAFETY OF THE PATIENT

.......... Drug AIBIGIES: .....vuermmumrsssussessarass

% i
.,EH?l known any Drug Allergies

GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
. Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
. Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Oﬂyomchartshouidbalnusealanyomm.mmacmnlsmu.amwsupplemeMcanbekemwmnuﬁs
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient 2) Right Drug  3)Right Dosage 4) Right Route  5) Right Time
. 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.
$0S / PRN (As Required Medication)
DRUG : %%L
Dose | Route |Frequency |StartDa .
Doctor's Signature | Vaiid Period| Pharm. Vi
Additional Instructions: -
B
I/ =
=
DRUG : L
Dose | Route |Frequency |Start Date g
#]
Doctor's Signature | Valid Period| Phgefn.
Vi
Additional Instructions:
DRUG : b
Dose | Route |Frequency |StartDa N

Doctor's Signature | Valid Period

Pharm.

[Additional Instructions:
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REGULAR PRESCRIPTIONS weigmﬂ:.hf@. Ward, .

T RS s ————

e e

LTy

DRUG : Yyxy UL ) A

Date
ime

|

[

Dose Route Frequency |Start Date) o ntvy
Y™ | W [t-0 ey

Name & Signature of the Doctor

Starting the Drugs: y

\ZZ4L3xX

Additional Instructions:

bu d\s.

Daily Doctor’s Endorsement by a Sign

DRUG: Th ©p

Dose Route Frequency |Start Dat

QOWEI

L~ [2< R4

Name & Srgnature of the Doctor
Starting the Drugs:

(2743

Addmonal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: TA®, ppen

Date

Dose Route | Frequency [Start Dat

9™ | Plo [1-1-\ [esty)xf

Name & Signature of the Doctor

Starting the Drugs: E

128

Additional Instructions:

s d LA

Daily Doctor's Endorsement by a Sign

DRUG: THB TheTrorm) s

Date

Dose Route | Frequency [Start Dat

2o R)o |o -0 - [zt

Name & Signature of the Doctor

Starting the Drugs: @

(23038

Addmonal Instructions:

Afiar Moy -

Daily Doctor’s Endorsement by a Sign

1|
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VARIABLE DOSE IEQ I I Nurse Si. | Mersa SK. l Nurse Sig. l Nurse Sig
Dose Dose Dase Dose ! |
DRUG : Dr. Sign. Dr, Sign. Or. Sign. D Sign.
Route Start Date o o e e
D Sign. Dr. Sign, De. Sign. Dr. Sign.
Name & Signature of the Doctor e Dase o o
Dt Sign. Or. Sign. Oc Sign. Dx. Sign.
Additional Instructions: e o t S
Dr Sign. Dv. Sign. Dx Sign. De Bign.
Date» [
VARIABLE DOSE Tige T [oes [ [ |
Dose Dose Dose Dose
DRUG : Dr. Sign. e Sign Dt Sign. De Sign.
Route Start Date o e o o
Dr. Sign. Dr. Sign. Dx. Sign. Dr. Sign.
Name & Signature of the Doctor - o Pose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e fi Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Oosage & Other Route | Signature |  Nurses
Instructions
St
i | g-0H™ i’“l TAX v O- 1 (4 L Cp
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Hospital BY RAINBOW HOSPITALS

1t takes & 1ot 10 trest the iRtle. Your Right to a Safe Delivery

Sheet NO: ........... REGULAR PRESCRIPTIONS weight .......... Ward........c.oococc

DRUG: TAR ROSUMSTHATIN

-

Dose Route | Frequency |Start Dt.

v

s ()0 o ~o-\| 290\

Name & Signature of the Doctor
Starting the Drugs:

wraal’

Additional Instructions:

AT
Daily Doctor's Endorsement by a Sign
DRUG : paer

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date f

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

it

Additional Instructions: /

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Rainbo
Patient Sticker cﬁ l?d r%\:’s BirthRight'
rospital_ | (@ zaemonasns
Sheet No: ............. REGULAR PRESCRIPTIONS Welght ...cccoec  Warlalbiainlc
DRUG : %‘“ﬁf]’

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

1

[Date

Dose Route | Frequency | Start Dt.
/|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
DRUG:

Date

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Early Warning Observation Score Chart - Obstetrics 7

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT 7
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

\q_ Date | _ |
95 Time (78 )) 9 |(20) 1?171;)4557891011121234557

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.

40
39
38
37 N 0
36 L

35
< 35
170

160
150
140
130
120
110
100 ) 2
50 Acwd™ | AR | o

80 : A "g%v > ol

70 = £ h, /e‘
60 4 LW,
50
40

190

180

170
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150 =
140 Y I}‘\‘ A\ ’_ﬂ -\“‘\J “?
130 k. ¥ Ty

120 4\ R

110 - +
100 \ -)

| 90 >
™ &0
70
60

50

130
120
110
100
90 ; |
80
70
&0
50
40

Alert

ESPONSE e

(] Pain
Unresponsive

URINE >30 —
mis / hour <30

RESP
(write rate in
corresp. box}

Saturations

2, dwag

aley Yeay

—
anssaig poojg JIjoIshs

4
=~

*—.
aInssalq poojg a1joiselq

X

A rotein + +
Proteinuria | Erotei

Protein > + +
| Laekia | Normal — -
Heavy / Foul
Clear / Pink | — —
Green

TOTAL YELLOW SCORES =
TOTAL ORANGE SCORES e

Liquor

L)
2]

m?
c

R0l

t o
bt}
Nurse Initial L ’_/ &
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( FLUID CHART |

ok

1. All measurements in ml,

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output LV sie

Nature
Date Time of Fluid

Roye

NG

Diarthoea | Vomit |Drainage | Uring | Piebiis | Sv

‘1 Mouth

R

¥

N.G

08:00am |y |

B-LSDD !

200

03:00 am.

10:00 am

13 -ty

11:00am

Fbor

hom

12:00 pm

1

118

|0

01:00 pm

|26

\
Coleid|o|Q
Ve
N

|0

Total Intake: ) D00 ™}

Total Output: {) THm )

0200om (150 {] 99

\bo

0300 pm s %80 o, N

oS

%E
0 O

04:00 pm

00

B e [0

\e©

06:00pm | -

<
-
-]
4

.

q4Q]s

07:00 pm

Total Intake :

+08:00 pm

08:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

P Total Output

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

| 07:00 am | |

b

Total Intake :

Total Output :

Total 24 hrs. Infake
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NURSING SHIFT HAND OVER FORM

=E= Diagnosis: Pl L oS MeNd P« c( Any Infection: T1Yes CINo / Not Known
E proe M”U.'DP ’ e (RS R
& | Surgery / Procedure: WW{O C ;E,dgmow &WP Day:
e | Date %‘fy (%o i
= Shift ™ al
€ [Medica Condition e | AODM
§ (Any special condition to be noted): oo
= [om NP0 Tiged.
Allergy: OYes O C1Yeg Ao |1 Yes INo [T Yes C'No | Yes — No|—Yes ~ No
Ventilation (RA, NP, NIV, VENTI): N | pa
Tubes/Drains/Catheter: [ Yes C Ny T Yes [NopC Yes CONo [ O Yes CINo [ Yes = No |~ Yes L No
e}
e | Vital Signs: Temp: | BP0 | 94
2 Res: | Dobl™ | 4
2 Sp0;: | \99y. | (oD
2 Pulse: | QOBN) | R0 .
BP: [19,}90 [ 120lR0
LOC: | D8N | Lo vei™ )%
Fall Risk Score: | DO 20 /
PainScore: | ©hD | o N P
Skin Integrity | < SN0y /
Safety Needs: | -Yes C1No|C¥ps CNo [0 Yes CINo | O Yes OJNo v Yes 1No |1 Yes CINo
Physiotherapy: | — — P
2 Others Specify: |1 Yes £ NGl Yes ZNp [C Yes (1No | Yes £1No | Yes © No |~ Yes CiNo
= ial Nipt: P X
3 Special Diet: NPD hqu 4
- & |[Ciitical Lab Test / Values: L) — [
E Other Special Orders / Medications: | Yes —.'4»19 _)qu CiNo | Yes CINg/{ I Yes ZINo |~ Yes —No |~ Yes = No
& |PU Prophylaxis: ' Yes LiNo)| -1 Yes =Ko | O Yes :pﬂo TiYes ONo|TYes No|_Yes i_No
DVT Prophylaxis: [ Yes ©Ng |01 Yes”D o | o Yes £1No |71 Yes iNo | Yes c1No | Yes - No
ADL (Dependent / Non Dependent): | A/ORp el aorod
o R
 Post Operative Procedure Special Orders: i
Handed Over By Name : g'm 2\ ﬁ:ﬁDYGI’Um Q@(G\q
Signature /1D : l CHO\DT) D,
. Date: 8T g' :“:fg;
Time: RPN "
w
Taken Over By Name : wv)
- _ Y
ignature / ID : A dove
Date: g‘;\#&ﬁo
Time: AP
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NURSING CARE RECORD Hospital _ | () moncsn:
- Date: ...... 5,’}#3‘03-}9 ......

O Maintain Skin Integrity

w | O Maintam r. .. [ Relieve Pain & Discomfort O Maintain Fuid Balance O Improve Activity Tolerance
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission;

Baseline Information:
[JER
[ Telugu

Admission From:

Primary Language:

Doyourequireaninterpreter? OYes OO0 Af Yes specify

0O OPD

I English [0 Hindi

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

'I'_'I/Atﬁ?ssion Psk © C)Others, SPEcHY ... B il
E’I"O'Pwers specify .. L.\ Az [ S

A -
_____ woter e

- pastroeyassed ...

Source of Information; Ij—Pa’tiE@ O Family D0 Othels, SPEBHY . ivsvisisiammemsiisiti s assis
7
Allergies: ClYes O [ Medications [J Blood Transfusion O Food O Other: .o iiissnsesserens
[Fyes , 10BNty ..o oo T s R St et T T
15 W11 1] 1) S —————— Doctor Notified on Admission:

Name of the Doctor: Y POL 4774 1y 8

Time Notified: .

ﬁfﬁm

Past Medical History: Obtained From D’PEH@( [ Family Member [ Medical Record [ Other (Specify) .......ccoeveene

Past Medical History

Past Surgical History

Previous Hospital Admission

1UDIM
% cfie 3tol yewr

ST ore

Gynecology Assessment: Dﬂo;ﬂppllcable

Gynecology Surgical History:

Gynccological History:

Menstrual History: .......cccceeveeeveeerireennnnn. | Caesarean Section: W EI"(?Q% Contraceptives: O 0 Yes
..................................................... Cervical Cerclage: CING /1 Yes Vaginal Discharge: d’:\TE" D’f@
Onset of Menarche: ............. s s Ectopic Pregnancy: CING /[ Yes Post-Coital Bleeding: B‘N‘é? O Yes
Menstrual Cycle: [':!’F\?g'@ar [ Irregular | Myomectomy: [:Iﬂ?)? O Yes Infertility: Omp  OYes
Last Menstrual Period: ............ 7o | Others: If Yes Type: [CO-Prmary [ Secondary
ST T S (S SRR (1) [ — Ko
Previous LSCS: NO
Current Medication: [ None D’@ If Yes, Fill the reconciliation form
Family History: [J No Abnormalities Detected

OJ Heart Disease [J Hypertension [1Diabetes O Stroke [ Seizures [ Kidney disease

[ Liver disease Y
Vital Signs / Measurements: Temp: ‘?W HR: ....... '?;ﬂ” ol RR: . -QOH")

ap: |20 RSO™ o SB‘HFﬂ height: 1SS.PM s 2):)

Pain Assessment:  Paim:

D¥es"7]No

(It Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151
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PHYSICAL ASSESSMENT

General Appearance: B-Heﬂmﬁ? ‘Till looking OAnxious I Agitated I Others: ....eevrevreeeereeeninennns

Fall Assessment: ELYes’, ONo Score ;S- ..... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: Q—Yc? ONo Score ‘94 ........ (complete the Braden G Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
[ Mability problem [0 Walking Problam ormalily Detected
O Developmental Delay [0 Musculoskeletal Congenital Abnormality Em?w

Inform consultant for pesitive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected

O Qverweight O Poor Appetite > 3 Days O Needs Therapeutic Diet.
O Under Weight” O Diabtes Meliitus O Hyperemesis Gravidarum
Inform consultant for positive criteria )

PSYCHOLOGICAL SCREENING:
B’Cﬁﬁ?} Cooperative O Reslless O3 Depressed [J Agitated O Confused
OIS cievonremunsnsseensssssnssssssopnsssssssrsssnsassexsssopansemsyossyemssesswisiassssessisesesassukssisssssssdonsshambissibaisdsastssssnnts habsstviscdicis st b

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single arrie O Divorced O3 Widow

2. Special Habils:  Smoker: O Yes [:IW%”L Alcohol Abuse: [ Yes EINU7 Drug Abuse; [ Yes DN?

Social History: LIyes Wil ... S0 X INEROMILNE. i e N

Orientation has been given regarding the following aspecls:

Call Bell in Reach - Gﬁlag/rauo Waste Disposal Explained: C1¥6s CINo

Infusion Pump es) OINo Hand Hygiene Explained: m No O Others
Above information given 10 ......oeevewee o JLXAALE T i,

Name of Person Orientation was givento: ...... /WYS.’:’D MJ”M ,

Orientation ROt GIVEN RBASON: .....cvvviveieceiiresiserseeresseseeseseeeeeseesesssssesssssssesessssssesssons

Nurse Signature: gj '\j JtHU?f'o? / &ugo
Nurse Name: .. Sﬂ Q' w

Date & Time: ............. S H L‘J«fJOd -'f '} pa
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

pate-....... G HRL .
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) =711
Obesity 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
ﬂ 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

. : |
Signature of the Nurse ?J wt%ﬂ“

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 Iftotal 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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||||| Illlllllllll|||||||\m|||ill|l Morse Fall Risk Assessment Form ro e e TR R
=
> i D Ti S H
Choose Highest Applicable Score from each Category ate/ Time | 3 + flh %5 Fall Risk Grading
Score AP /
History of Falling Yes 25
(immediately or w/in 3 months) No 0 b @) Risk Level Mursmz;?g)&ure Action
Secondary Diagnosis Yes 15 \& K=
(more than one diagnosis) No 0 0
Furniture 30 Standard Fall
- ‘ Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
mHeparin Lock or Saline Lic. 2 40 C Implement
e g Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Pre\fentlcfn
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10 ) (e
Normal /On Bed Rest /immobile 0 0 Implement High
Forgets limitati T Risk Fall
Mental Status 0 ‘rge 2 d‘ 4 atmnst L 0 High Risk 291 Prevention
riented to own ability 0 (@) Intervention
Total Morse Fall Scale Score: 3L W
Signature ﬁj{«-}y_ﬂa ‘.\af |
G@@i—_u’m
Tick (v') whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
w Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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patient is moved or turned.

™
Date : aﬁ ~ D]
) Time : S -m @?n}
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: A
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. l.1 OH_

without assistance. to completely turn self independently. independently. ]
2. Chairfast : 3. Walks occoslonally: 4. All patients too young fo ambulate;

“Activity The degree 1. Bedfast : Ability to walk severely limited ar Walks occasionally during day, but for OR walks frequently:
' of physical activity" Confined 1o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a g

and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every B
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.

or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception diminished level of consclousness or | moaning or restiessness; 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. J—i—

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
haif of body. two extremities.

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonally molst: 4. Rarely moisi:
to which Skin is kept moist almost constantly Skin is often, but not aiways, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin s exposed by petspira!ion. urine, drainaqe. ete. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L}‘
to molsture Dampness is detected every time 8 hours. every 24 hours. %

FRICTION-SHEAR

Skin moves against
support surlaces
Shear Occurs when
skin and adjacent bony

Friction Occurs when |

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

z' M‘m-

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

3. Potentlal problem:

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

4, No apparent problem:

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

surface slide across repositioning with maximum assistance.
one another occasionally slides down.
r 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
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| ~most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy praducts) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 2
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does nat require supplementation.
per day. Takes fiuids 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 Hag; Normotensive oxygen saturation may Normotensive oxygen saturation may . %
‘nss;:y:::;?;zn & <40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be "g’s";.",“"m ':I”:B“ s:ltumlog"
does not physiolagically tolerate < 10 mg/di; capillary refill may be <10 mg/d!: capillary refill may be > 95%; normal hgb; capillary re (.)_,
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan 9 |
Docu. No. : RCH /FRM / CLINICAL / 119

High Risk : 10-12 |

Moderate Risk : 13-14

| Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Nome

9
HEPG .

o>




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 5
® Manage moisture, friction and shear Altemating pressure mattress overlay
® 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 e
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges )
Alternating 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 Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Hospital | @i | ages.. M Il sex:omorF
Consultant :........cceuees
(_PHLEBITIS ASSESSMENT | ¢
CANNULA 1 CANNULA 2
Date : &S /ﬁ#ﬂb Time: 89”” Date : Time:
Location % el ¢ QP W JC rein Location :
Size : ,g m Size :
Cannula inserted by : S;;J M@‘ Cannula inserted by :
Date | Time |Phiebitis [infitration| M0 | Sign || Date | Time [Phlebitis Ilnﬁlh-atlonll herd | sign
85 [t |5 .200|OYes OaOYes OMoy OhAae? | AP OYes ONo | OYes ONo
9P| OYes ON6 | OYes Onoy 90/ | $A OYes ONo| CYes CNo
2pM [OYes OoffiYes ONol Oge | SP— OYes ONo| OYes ONo
9Dy |OYes ONe{OVes&Mo| p e < DYes CNo | OYes ONo
UL Dy [OYes 2o | OYes £1No & C1Yes ONo| OYes ONo
" |ovesoONo|ovesoNo| : OYes CNo| DYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | Dés ONo
OYes ONo | OYes ONo DYes CNG| OYes ONo
OYes ONo | OYes ONo DYe€ TNo | CYes ONo
DYes CNo | DYes ONo _ABes ONo| CIYes ONo
OYes ONo | OYes ONo / OYes ONo | OYes ONo
{Yes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo 4 OYes ONo| OYes ONo
DYes ONo | OYes ONo ol OYes ONo| OYes ONo
OYes ONo | OYes ONo / i OYes ONo | OYes ONo,
OYes ONo | OYes ONo " OYes ONo| Cies ONo
OYes ONo | OYes CNo o OYes CNo| OYes ONo
OYes ONo | OYes ONo 3 d DYes ONo| OYes ONo
OYesONo|OYesONo|  / OIYes ONo| DYes ONo|
OYes ONo|OVes ONo|  // OYes ONo| CIes ONo
OYes ONo | OYes ONo| / OYes CNo| DYes ONo
OYes ONo |OYes O OYes ONo | OYes ONo.
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONoj OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

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

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




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )R

CANNULA 3 CANNULA 4 y
Date : Time: Date : Time;
Location ; Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |infiltration Im’::':‘:uﬁm Sign Date | Time |Phlebitis [Infiltration ln:‘mw Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
OYes ONo | OYes ONo DOYes CINo | OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | GYes ONo OYes CING | OYes ONo
OYes ONo | OYes CINo ‘es ONo| OYes ONo
OYes ONo | OYes COINo OYes ONo| OYes ONo
OYes DONo | OYes ONo | Oves Ono| Oves ano
OYes ONo | OYes ONo D OYes ONo| OYes ONo
OYes ONo | OYes CINo P CYes CNo| CiYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo / OYes ONo| OYes ONo
OYes ONo | OYes ONo / OlYes ONo| OYes ONo
OYes ONo | OYes ONo / DYes CNo| OYes ONo
OYes ONo | OYes ONo / OYes ONo | OYes ONo
OYes ONo | OYes ONo Fs OYes ONo| CIYes ONo
OYesONo|OYesONo|  / OYes ONo| OYes ONo
OYes ONo | OYes ONo| / DYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes CONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
¥ Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
( V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) e
0 1 2 3 4 5
IV site appears healthy %Eeﬁtf the following is mg r?tf the following is :‘I’.Ila :;l?e following is xl& :;Iﬂ;: ;o;lxnl:dnr;lg \f:: % :: t‘ha:d ﬂm:
* Slight pain near V. | # Pain near V. Site | # Pain along pathof | % Pain along pathof | % Pain E’D'E path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula % Erythema | cannula #%
near L.V site # Induration ¥ Induration # Induration * Induration
# Palpable venous cord : ;;I'ep:i? Vanone £ord
 OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE mag&ﬁgen %‘%@%n :;"%EEE&L‘;M‘"’O"?E"" )

e
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i PAIN ASSESSMENT FORM Hoseal. | @i
: _ . Patient /
Date Time Pa(|; ;gre Location Duration Acuity Character N::lﬂ:‘;g E d"u: at:Inﬂ' Intervention Sign
D b [ Continuous | O Acute 0 Shap O Dull O Increasing I‘_’r-\‘es> %A%
O —
35?7 ST / (O O Intermittent | O Chronic O Aching [ Burning | O Decreasing | O No PN O\ S0k
I
g b ey e O Continuous | O Acute OShap CDul | O Increasing | O i %%'
fch‘ ‘ l‘“ O Intermittent | [J Chronic 0 Aching [J Burning | [J Decreasing | O No m‘?"f Q:ﬂw
(;c O Continuous | [J Acute O Sharp O Dull O Increasing QB/Y}S it f ! 7,, (pro
%ﬁx o 2pm O NLC O Intermittent | 3 Chronic CJAching [3J Buming | O Decreasing | [J No SFo.
O Continuous | [ Acute 0O Sharp 3 Dull O Increasing | O Yes
O Intermittent | £ Chronic O Aching [J Burning | [J Decreasing | [J No
O Continuous | O Acute 0O Sharp  [J Dull O Increasing | O Yes
O Intermittent | O3 Chronic [ Aching [J Burning | OJ Decreasing { [J No
O Continuous | OJ Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic D Aching [ Burning | [J Decreasing | [J No
ontinuous | [ Acute O Sharp O3 Dull O Increasing | O Yes
al nt | O Chronic [ Aching [3J Buming | [0 Decreasing| [ No
O Continuoud D Acute 0 Sharp  OJ Dull O Increasing | O Yes
O Intermittent \S_Qhronic O Aching [J Burning | OJ Decreasing | O No
O Continuous | OJ Ac: [ Sharp OO Dull O Increasing | [J Yes
O Intermittent | CJ Chroni [JAching [ Burning | OJ Decreasing | O No
[ Continuous | [J Acute [ Sharp [0 Dull O Increasing | [ Yes
O Intermittent | [ Chronic O Aching [ Burning | [J Decreasing | +[J No
Re-assessment Frequency:
1. Every eight hours for al hosphalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b} Thenevery 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain refief intervention.
(PT.0)

Docu.No: RCH /FRM/ CLINICAL / 152
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No Pain Possibie Pain

Wong - Baker (Pedialrics) Absve 7 Years
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PAIN ASSESSMENT T00LS

FUACC PAIN ASSESSMENT SCALE (1 Menth 1o 7 Years)

_ - SCORING
CATEGORY
: Occasional Grimace or Frown, ) Frequent to constant frown,

Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up

jetly normal : Soui iftin d
ctity —— - s heched, igt, or Jerking
Cy NoCry of asleep) Moans or whimpers occasional Crying steadity, screams of sobs,

Reassured by occasional touching,

Consolabiity - | Contest, relaxed fiugging, or being talked to, u..anssaa%qg._aan

-+ Nesnatal Pain, Agitation and Sedation Scale (upfo 1 Month)
Criteria

4 2

Crying No Cry with painh! | Moans or cries Appropriate crying Not liitable or crying at | High-phiched or silent-

iritablity | stimuf minimally with painful| Iritable intervals consolable | cantinuous cry
stimuli inconsolable
Behavier State | Noarousaloany | Arouses minimaily to Appropriste for Restiess nﬂ_.ia Arching, kicking constantly awake
stimuff stimull gestationsl age ...zus:mg or
No spontaneous Litls sportaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth is tax | Minimal expression | Relaxed Apprapriate | Any pain expression Any pain expression
Expressien | No expression with stimuli _ Intermitient continual
Extremities | No grasp refiex Weakgrasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay spiay

Body ismottense | Body is tense

No vaniabifity with | Less than 10%
stimuf variabiity from
Hypoventilation or | basefing with stimuli
apnea

Within basefine ar Increase 10-20%

normal for from basefine

gestational age Sa0, 76-85% with | equalto 75% with stimuiation -
stimulation - quick { slow recovery Out of sync or

recovery

Increase greater than 20% from
baseline, Sa0, less than or

i
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part- 1.

Patient's / Learner Language: ..

7510»7

... Patient/ Learner Literacy: [ 1 Read

1 Write. |j':9pejk

- GUC-00092680

)

1P18-00036608 >

Mrs DHANALAKSHMI .S

03-05-1870

Dr, PRIYADHARSHINI § M

Willingness to Learn:

56Y2M220  (F) Rainb;gw’ . .
Children’s ® BirthRight
Hospital BY RAINBOW HOSPITALS

It iakes @ ot 1o freat the Hue.

Nﬂ-j Healthcare Literacy:

Your Fkght ta a Safe Detivery

Yes‘JNcD\
P

ldenﬁﬁeﬂ Education Heeds

flf

m@"’”‘”@"‘“’“"

Paln Management
4. Informed Consent
5. Medication / Therapy (safety, effects/ side effect, interactions)

4

6. Discharge Medication
7. Infection Control Measures
8. Diagnostic Test/ Procedures

Q.H-N’riﬂonfﬂlet

f
10. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices
Safety
12. Patient's / Family Rights
13. Risk / Safely

Part- 1l I
Use codes fram the list in part Il
Date Time | e Information Taught Comments | DeSigRation /
Leamin f 5 -
Person Taught ?mu: Teaching Tools | to mw;c Understanding

5k

&Hm

14=%

Folucodted  bovt Jre
Npo erefes

ot

v

50

@ﬂub

ARG

Part - lll: CODES
Who was laught: @mm F: Father M: Mother S: Spouse Sn: Son 0: Daughter C: Caregiver 0: Other (Specify)
ng Barriers: —

No Leaming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuttural/Religion Practice
Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ...

3. Emotionai Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing )

Teaching Tools Used: A Audio D: Demonstration V:  Video ( 0: )Oral P:  Printed

s to evercome barrier/s: il
( S 3. Reassurance & Support 5. Respect values & beliefs To OBE SPIOUY oo s orumuscssniomsnons (i e oS S e erErrasss sy s s
" Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: m.maﬁzes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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g o Gamanal PATIENT TRANSFER NURSING HANDOVER CHECKLIST

1 e

o o 1l TRANSFERRED TO: e

Time of Transfer:

Patient name, a& mﬂ’

ite verified

Date &

controlled blee
itals recorded before transfer

d.Central line hubs aré closed

Safety & Trans ort P
linder full & ambu bag at bedside
brakes app lied

-. jgnature of Incharg

el
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GUC-00092680 1P18-00036608
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03-05-1970 56Y2M22D  (F)
Dr. PRIYADHARSHINI S M '

Ratnbow’
“hildren's

L : ch
G Sisniten | Hosens! PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 3 g_ !‘:1’ L]-b Lﬂ)’p/

DT

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

TRANSFERRED TO:
1 |Patient Identification [ yESINO | REMARKS
_%Patiem Identification Patient name, age, UHID/hospital number confirmed l %
b Surgical procedure & correct site verified l &1’ €3
2 |Airway & Breathing l
la.Oxggen delivery (maskfcannuiafvenlilator) secured l‘( e3
ib.SpO: within safe range

3 | Circulation & Hemodynamic Stability

1.1V lines secured & infusion running correctl

e Dressing Intact

= 4 | Pain Assessment

b.Reassessment done \/ @A

}a.Pain score assessed & analgesia given 1 ‘i @

s & Drains

Wound, Dressin

Sureical dressing intact

b.All drains fixed, output noted

¢ Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

.6 | Medications Pre & Post-Op Orders

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

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

M

O
‘Medications due time noted ‘—f@g
g
vad

7 | Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside Y‘Qj

b.Bed/side rails up and brakes applied

¢ Pressure areas protected (heels/elbows)

c.Special positiormintained as per surgery | e |
™ | 8 |High-Risk Patient Safety (if applicable) .
Chest tube: underwater seal below chest level wo
b.Epidural catheter secure, infusion checked i V<

10 [REPORTS AND LABS HANDED OVER

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED }Vo
A

11 |BIOPSY/HPE SENT |
12 iDocumemation
Documentation completeness L‘{ g/_g /
Transferring Nurse: QJ ;\%&fﬁl A
Receiving Nurse : ESYZ < (.-359131;(
Signature of Incharge: Q| 0\\ -ﬁhi} Ve

RCH/GDY/FRM/CLI NICAL/598
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Dr, PRIY
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D | g
PATIENT TRANSFER FORM Hospital | e S aivers
e DWM::}EF} : zo ® o Date & Time of Admission Date & Time of Transfer Order __1
[T IS |F126 Ad Fp- 3570 b st o MS

‘ Treating Consultant Name Transfer Ordered by Reason for Transfer

W

-
3

oo poyqdbadhi | D P#AhITha

W_ PY &
1 dpeesrd PP

From Unit

LDe

To Unit

oT

Information to Attendant

Yes % No [}

Number of Sheets in Clinical File
/b1 Jp
el

Number of Imaging Films

—

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

Yes[] N@

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 No[]

rchidged 60T

Name & Signature of P'erson who is Transferring

SR o

Name of Person Ordered Transfer

ot AERT%T

Patient & Clinical Records Received by : a\
\ ;\\ 2 Ef’) O
Date & Time of Patient Received : ?/’5 X C/O\ 3

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

] Unavailable Bed [ Nurse not Available

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

O Available Bed not ready
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PATIENT TRANSFER FORM Hospha . e S B
e GUC-00092680 1P18-00038608
__ Mrs DHANALAKSHMI .8
03-05-1070 s86Y2M220  (F) Date & Time of Admission Date & Time of Transfer Order

Dr. PRIYADHARSHINI § M

(AT

i

&5 |te @ F:26nm

95 dhe @ Plone

Treating Consultant Name Transfer Ordered by Reason for Transfer
oo ?fr?&x&lmqsb i o - Mokeen N ’ﬁc“"ﬂ'\“
mmcbawuv\\
From Unit To Unit Information to Attendant
Yes No
Gr\# AL ﬂ/ D

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
\ (j‘ ’(«\x — Yesg/lj No [}
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
¥
2.
N P
4,
5.
e
Shifting Summary / Notes Written by Doctor . M No[] =
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
bﬁ'}‘\ Dv- moheun

Patient & Clinical Records Received by :

S

Date & Time of Patient Received :

IslHobat U-13P

If the transfer order time & Completion time is m

[] Unavailable Bed

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

[] Nurse not Available

ore than 30 minutes, please tick the reason mentioned below :

[] Available Bed not ready
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