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% (%) Rainbow Children's Hospital - Guindy j
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai »Tamil Nadu, INDIA 600015,
Children'’s - TEL NO :044-40122444
Hospital ; ; b? WEB : https://rainbowhospitals.in

wRainbow
ADMISSION SHEET
! : . LTI i
Registration Details :
Admission No : IP18-00036524 Admit Date - 19-Jul-2026 Admit Time 03:40 AM UHID : GUC-00086061
Patient Details :
Patient Name : Mrs DHARANI PRIYA Age '28Y10M 13D
Guardian :Mr YOKESHWARRAJ DoB : 06-09-1997
Gender . Female Religion
Occupation Martial Status
Address (H) : NO.11/7, LAKSHMI NAGAR, 10TH CROSsSs Phone No © 9940620275/ 9566093924
STREET, Porur Kanchipuram Tamil Nadu ’ .
INDIA 600116 E-mail : YOKESHHQB@GMAIL,COM
o—
Admission Details :
Bed Type MICu Bed No : MiIcU 802 Ward Name 8F-OT COMPLEX
RoomNo : micy 802 Admission Type : First Visit
Contact Details :
Name : Mr YOKESHWARRAJ Relatfonship : Husband
Contact Address : NO.11/7, LAKSHM NAGAR, 10TH CROSS Phone No : 8940620275

STREET, Porur
600116

Kanchipuram Tamil Nadu INDIA

ture

."-\stor Details :

Doctor Name : Dr. MATHANG] RAJAGOPALAN

Referral Doctor - Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation - OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

L

Deposit Amount : 7000.00

Payor Name : SELFPAY

rinted Date / Time : 19/07/2026 03:41

Printed By : 017420
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% . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ‘Tamil Nadu, INDIA ,600015.
Children’s Belicie TEL NO :044-40122444
Hospital - WEB : https://rainbowhospitals.in

wRainbiow
QENE-BAL—QQ&S.ENLEQB_U&EAIMENI
Patient Name; Mrs DHARANI PRIYA Age : 28Y10M13 D
IP No: IP18-00036524 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 802

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct roufine 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.

I understand that the confidentiality of al| 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

Rurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
2 of the patient,

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

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

Note:
1 We do not allow use of medication brought from Outside by the patient.
2 | have received attendant passes as Per my room category. | understand that | have to return it back at the time of final bill
clearance, In case of failing the submission, | will pay 200/- Rs,
(Receivers Signature:........... . )
™

3 IF Guide book has been given to and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseli en done to me,

Signature of Patient/Relative:

Name: > YO KE‘S HN ! Q RM Patient Address:

HUS BA N NO.11/7, LAKSHMI NAGAR. 10TH
CROSS STREET, Porur Kanchipuram
Tamil Nadu INDIA 600116

Relationship: =

Date: (QP 07'“,,\4 24 Time: 0240

Printed Date / Time : 19/07/2026 03:41 Printed By : 017420 Page 2 of 2
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BILLING POLICY
Billing Cvcle: - 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 Cha rges and all other charges, like Diet, Investigations, [P or
OP Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consuma bles, Infection
Preventive Measure Cha rges, Pharmacy and Consumables will be cha rged extra.,

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was cffective from 18.07.2022 as perthe
GST Council,

As per the GO, 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 ismandatory to submit at the admission,

TPA/Insurance Processing Fee applicable forall Insurance Cases,

Inourhospital there is "No Discounts Policy". Kindly co-operate.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant
visits, investigations, operations and procedures efc. 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 billamount is applicable in ca se
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 / Insura nce 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 forcash discharge isa minimum 3-4hrs. g nd 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 billamount 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 onactualupdate taken on theday of discha rge. Itis 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

I have attended the Financial Counselling desk & understood the expected costs & other conditions app!i?a ble. In
this case, the TPA/Insurance Company rejects the claim for whatsoever reasons atany point of time after discharge,
T'promise to settle the claim with the hospitalas per Hospital Cash Tariff,

Patient Name : » D Hﬂ QHN_T p‘z I Yﬂ UHID Number : 8 (:‘DOéf

Self/Attendant Name : > YOKESHUJHQ QFYJ— Kelation; » HU‘S BQN__'D

Self/ Attendant Signature C / % \ Name & Signature of Financial Counselor

Phone Number : 7 q5660q3324
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MEDICATION RECONCILIATION FORM

DIUG ABTGIBS: wevervrssrrnessesesssesssssssssssss s s (CLAGT 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)

SIFING FIOM: ...vvcvvuecressssnensssmnsssssssssnsssessssssassssssssenss SHIFEEA 10: .vveerereresnrerersererensasmsessnssssssssersssnssssasssses

c ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPIAL LETTERS) | (mg, meg) | (O, NG, 56,1V) | FREOUENCY | paeTime | ) Shiemng
- | 12 [>p4
1 T tuMe Tpance & | Y go | (=1 | ac aﬁ
P 2 Oc ooc
3 Oc Ooc
4| QOc doc
5 Oc ooc
6 ¢ Ooc
7 Cc Ooc
o 8 Oc Ooc
(& :
9 Oc ooc
10 Oc¢ Ooe

_ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY a}/
e

Doctor Name & Signature : ‘Dﬁ%‘”‘”w
Date & Time : HJD:’CW%@B‘M
Nurse Name & Signature: ‘SCFQ)]E\,% 1"\?"“&&@
Date & Time : lﬂhb&
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DRUG CHART

FOR THE SAFETY OF THE PATIENT

‘Date of Admission: tQ{HE;é Drug Allergies: ,,QL/I?M known any Drug Allergies

GENERAL -
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmacgytical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line 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.

Oﬁymchanshouldbeinuseatanyonetlme.Whmthechartlsfull.anewswplemelncanbekaptwmnws
drug sheet folder. gt g

. Nurses must follow strictly the FIVE RIGHTS before administration of médication.

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 Hospital's Verbal Order Policy,

S0S / PRN (As Required Medication)

DRUG :
:

Date

Dose | Route [Frequency |Start Da

v

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions: a ! ,

Signature .......

DRUG :

Date( valil

\‘.\ | Dose | Route |Frequency |StartDat )

’/J'

Doctor’s Signature |Valid Period| Pharm.

‘c:ﬂtional Instructions:

.

-
b
. .

| Date

8 Route |Frequency |Start Da

V—ctor's Signature |Valid Period| Pharm.

Additional Instructions:

:

Docu. No. : RCH /FRM/ CLINICAL / 118 B P10




1P48-00038524

GUC-00086061
Mrs DHARANI PRIYA -
06-09-1997 28Y10M13D {F) |

GOPALAN

(i

Dr.

Wt TR s

REGULAR PRESCRIPTIONS
DRUG: ) DaHa > - ]
UG: g Quphcee ime] 4
Dose Rolte Frequency |Start Date
beg | v [ (A | [ 3795 uPs
Namé & Signature of the Doctor
Starting the Drugs: o=
. weals
Additional Instructions """ g~ -
L
XS doéu A .’.:.‘ ‘/‘/
[ 7 A
Daily Doctor’s Endorsement by a Sign

DRUG : FRR—PAN

|1[?1atet

Dose Route | Frequency |Start ?até] .

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

prug: C-PAN D

HOwy o | 1-0

Dose Royte | Frequency |Start atedjm
17

Name & Signature of the Doctor

Starting the Drugs;
[2m3 H o VA -
Additional Instructions: i AN
Daily Doctor’s Endorsement by a Sign
DRUG: T PAPRALETAMO L Date \V’
Dose | Route |Frequency |Start ?atﬁ e Y
lq | Xv |1-in) | Qs L 190
Nafflg & Signature of the Doctor i
Starting the Drugs: ‘ /
i 7913 "
Additional Instructions:
oF |33
A} / Y/

Daily Doctor's Endorsement by a Sign
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Pittent Sticks

Weight v+ U0 warg, Y

Signature .

L

VERIFIED BY : Name.............

. Date» ]
VARIABLE DOSE 1‘% [ Mo 59 [ s g [ Mursa Sig | Mesesy |
Dose Dose Dose Dose Y ]
DHUG " Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Route Start Date b g - -
De Sign. Dr. Sign. De. Sign, Dr. Sign.
Name & Signature of the Doctor By Ut - —
e Sin. O Sign. o Sin. o Sgn.
: | Additional Instructions: idi oo o ol
i Dr. Sign. D Sign. Dx Sign. o Bon.
VARIABLE DOSE Tow iR s TR in
DRUG : Dr. Sign. e Sign Dr Sign. Or. Sgn.
Route Start Date i e o .
Or. Sign. Dr, Sign. Or. Sign. D Sign.
Name & Signature of the Doctor e - Puee -
Dr. Sign. Dr. Sign, Dr. Sign, Dr. Sign.
Additional Instructions: e - hese s
Dr. Sign. Dr. Sign, De Sign, D Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication p s ol Rose | Signatre | Nurses
‘ -SpD
\C\\'x 3P Smf Qupacee o i d A/ =
; _gp
qf’\\?‘ L4y =t m\ Copretiey {'DME-;V' Po %\Mf“ﬂ‘ .—bq
INT . R e 7 g <P
\‘\\';‘“EH ' il fEmHipme YOMj -INl 2011 3 ‘PC;
T ok R 125 & q b
\E\WG:#‘LWJNT PHENERG AN XAy T M L %ﬂ
_ T (.
,\c\\:,‘(lb Lol | INT.LYaTo 10 v M i 0
B |y @ [ TNT- TRAPIC '3 v ¢ ‘;;2)2
\o\\;\\w Y. INT MEeTHERSM 02048 | ™M A %T-
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GUC-00086061 1P18-00036524
Mrs DHARANI PRIYA

06-09-1997 8Y1IOM13D ) |
Dr, MATHANGI RAJAGOPALAN . ______J =
I RO LFLUIDS CHART  WeighT A Y0 Ward
e | T | o Comostonor 8 | o powpael e | b | SRR OO | oy
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RN e 6 Chiare | Q irhRihe
i i | W bt
STAT / ONCE ONLY DRUGS

NAMB: Loveiecrenens oo,
........................................................... Weight: :FI‘LHU kgs
Sheet No: @J
DATE TME .MED]CMION DEGSS&I%E&'?JHSR ROUTE Doctor s:?uNr::linEN 2
- Uurse-,

191724 91X |TusTin SUPPOSITORY — 1Haks | PIR | 2 |\ 4
19]9)2t| 10pra| Ties. TRAPY ¢ lq LV F | op (;S
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SIGNAUTE ......ovvoreeeeceercmseemscssenssesssessans

VERIFIED BY : NAME .......ooouivrirmvisismsnsaresenesiesenannaenses

|p48-00036524

ﬁlf::ﬂ;sxrp ;:null““ (F) 2

bt Rainbow®
i s l g oo
Sheet NO: ............ REGULAR PRESCRIPTIONS weight........... Ward .o

DRUG: o) 3T /nf SUPPDSITORY

O 0

AR |10~ |17

D[O,!ff!, Route | Frequency | Start Dt. |@asd

Name & Signature of the Doctor

Starting the Drugs: ¢

(vlmh

b

Additional Instructions;

Daily Doctor's Endorsement by a Sign

Datep
DRUG: J4p, . AVt MENTT N Time ad1
Dose Route | Frequency | Start Dt. r
brisd Po | (w0 fpll] R

Name & Signature of the octor
Starting the Drugs: .
gq,?; L

J_‘[T"\

Additional Instructions:

o
D
Daily Doctor's Endorsement by a Sign
Dated

DRUG: Time
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign
DRUG : pate

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endmameni by a Sign
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VERIFIED BY : Nam® ...........oooooovoomoo

Z

E:%?db;z";-s, SirthRight
Hospital _ | () meonosms
SheetNo: ... REGULAR PRESCRIPTIONS Weight .............. Ward oo

DRUG :

e

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

DRUG :

Date
im

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datat

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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Your Right to a Sate Delivery

Early Warning Observation Score Chart - Obstetrics

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

l Date
lC‘v Tirne8910111212345678910111212/345'7

> 30
21-30
11-20
0-10
94 - 100 % %)
<94 %
Administered 0, (L/min.)

40

RESP
(write rate in
corresp. box)

Saturations

2. dway
w
~4
et

aleY LAy
g
\

ey

ol

ajo
r‘é

—>
anssald poojg 21j0lsAs
o
o
g.

3
VEeid

o
ainssald poojg Jljoiseiq
[+:]
(=]
IS

40

o— " Alert N i e S S A [ o PO O PO I

RESPONSE yolce
[v] Pain
Unresponsive

URINE >30
mls / hour <30

Proteinuria protelny
Protein > + +
o —

A Normal =
Lochia Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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Rainbow"”
Children’s
Hospital

s

BY RAINBOW HOSPITALS
Your Right to a Safe Dallvery

‘BirthRighf

Early Warning Observation Score Chart - Obstetrics

b

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

A

Date

Time

(%)

10 (11 ff12 T)2

GIEL®IG)

10

11

)

RESP
(write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
< 94 %

Administered

0, (L/min.)

W~ - 0

3, dway

40
39
38
37

!

36

35
< 35

318y Ueay

| 170

160
150
140
130
120
110

100

90

80

O

59
rs

70

60

50
40

e
anssald poojg MjoisAs

190
180
170
160
150

140

130

/,,

120

110

100

90
80
70
60
50

-
ainssald poolg 2lo¥selq

130
120
110
100
90

80

-
i
5

70

-~
~

|~<

P
N

60

50
40

=
[

7 A0 AE Yo ¢ [P Iy N
-

NEURO
RESPONSE
[¥]

Alert

|

[«
L=

il Eali 7l 2 4

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
<30

ald

C el e T2 ¥

Proteinuria

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

| _Protein + +
Protein > + +

TOTAL YELLOW SCORES 8 (5]
TOTAL ORANGE SCORES 0 P n
Nurse Initial i Sl | < ¥
b 5 v 5
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Rainbow* . .
Children's | @ BirthRight
Hospital | | azuemosmus

(_FLUID CHART )

1. All measurements in mi.
2. Add up each column Separately. Make additions across the Page to obtain 24 hrs. total of intake and output.

Intake

Output IV Site

Date

Nature

Time | of Fiuid

Route

NG

Diamrhoea

Vomit | Drainage | Urine g e

Thrombo-

| Mouth

v

N.G

08:00 am

LY

09:00 am_

i

7
e

10:00 am

N

11:00-am

12:00 pm

01:00 pm

Total Intake :

Total Output ;

02:00 pm

N l

03:00 pm

04:00 pm

=
\\ [

06:00 pm

06:00 pm | -

07:00 pm

Total Intake :

Total Output ;

1+08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

\_Tutal Intake :

Total Output :

e
|

Qdm & u:’m

}_

o

0200am| #
03:00 am

Do6d

‘_4 00 am
05:00 am |cheiee.

05 00 am

k.

F TR

|

[{]?ﬂﬂam‘

(@]
D
i 0
R)
g

J i o

Total Intake :

%m\ﬂ

Total Output: ey (]

Total 24 hrs, Intake [ CIO@LJ
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Rainbow* et e L
Cgli'I‘drzv:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

—_—
e s ot 8 treat the e, Your Right to a Safe Dalivery

Co (_FLUID GHART )
Sheet No. : ... @

19\&l0ob

1. All measurements in mi.

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

Total 24 hrs, Intake ‘ L{ fio) bo"\_o [ i

Docu. No. : RCH /FRM / CLINICAL / 092

119/ 40k Intake Output Vo
Dzl!;a Time | Nature Route NG | Diarhoea | Vomit |Drainage | Urine | Phiebitis | Sign. -
of Fluid Score | Nurse
1 Mouth LV N.G
0800am Mye (o0 | o ™ 2N _|Q v
B0am) Woolicoul®y  |apom! loowd) g %Z
10:00 am | U loo
Tyl ﬂw@ e 0o
200 0 | ronDlgba] Berm) coud O [
0:000m | 9.0 [y eyend) Qhged [ Vo) locry|] ©
Totalimtake: 99 |op) | Total Output : bo <o .
02000m |gos | o | 1360 o |
03:00 pm ) o /X’,_
04:00pm hpw &Y W) W@ | v (b
050011 o [19,c| CH%%
06:00 pm | - Ll i
07.00pm [er—  [jof ©  |p.
Total Intake : ) (7, Total Output: 9ym |
+08:00 pm | e o
08:00pm [ Q0 | \Gon %ol O | pp
10:00pm | VRO \-mx} 0 Do
11:00pm | \\e. | toon) oo | o | an
1200am | Vg o \oo~ O | pe
0:00am [ X0 | tsos] ‘ O | He
Total Intake : ) eyl Total Oulput: OO
02:00 am Q ‘\.1\
03:00am | Wev |y ,_j [e) "PA-
(4:00 am Voo !\ O (a¥ oY .‘
05:00 am \,‘3&_0_ \50...’] A _I1OA
06:00 am ' gm,,{ 5’ OB
[0 W& oo | E ey
Total Intake : \G0 ~) ey Total Quiput: SO0~ i |

Total 24 hrs. Output 14 R20 "‘}
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NURSING CARE RECORD

z | |
Rainbow® . L
~— Children’s & BirthRight
Hospita[ .Br RAINBOW HOSPITALS
Jt Takes 3 lot 1o treat the e Your Right to & Sale Detivery

[ Maintain Airway and Oxygenation

elpve Pain & Discomtort

[J Maintain Fluid Balance

O Improve Activity Tolerance

Date: (q(dt—{—[)a%

O Maintain Good Nutritional Status O Maintain Skin Integrity

§ [ Maintain Personal Hygiane [ Pravent Infection O Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Amxety [ Patient & Family Education
S | O Idantify Potential Complications i .11 PSR R SRS —— e s e e R

Time Plan of Care Time Implementation Evaluation. Re-Assessment 'i"&?;nﬁ‘m
|- \
= \
2

~pssezafo Lo gf T
Mua ° o
i o ecoph Mo @2}9 U e o) Mggm,,gﬁ s
Eoom Plin tonbol o ] Sl Tlo bon B L,
(1"‘“@‘«5{@_ - %Uicgﬂ C&Mtfybg (QO“LQ :
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o | O Maintain Airway and Oxygenation ve Pain & Discomfort [J Maintain Fluid Balance O Improve Activity Tolerance /?Iﬁmﬁmd Nutritional Status [0 Maintain Skin Integrity
'S | O Maintain Personal Hygiene 0 Prevent Infection O Meet Elimination Neegs O Ensure Safety Early Ambulation Reduce Amdety [ Patient & Family Education
€3 | [J identity Potential Complications EY A ORI SPION,....ccconsnseesmanssssssssanssasessssenssrsasasinssSiodMaECUHRRASS S HORR oL
Time Plan of Care Time Implementation Evaluation- Re-Assessment %"éf;"’;?u",':
Pci@up pa accoplly, | PSS pair o
.- o L
£ aip Contyo 0. 20 A@ _
E| 2oum (¥e’ ko
s Cor fox o afasly Foc | betloz e - vaf Ibgea‘
8 = Pasi Kien pak By Zod L{C‘.Qqﬂ
Com;ﬂas’\mb ]Q.
MMt eetn = Tb Moukeuw' ’
s o : = The fm]’mvé’ca The Petront
g %M = i Ontenige. W . »
&m . h‘*w 'F'l (oY oy =¥ gmm : Qt—a b’?ﬂ'
AL et
To Nowite® 1 xo Ao : <l | the  cadfod
& 'O \oq.c. ! 4 WO LYoV ol
E‘ o Q\&\\\\Oﬁm} 5 V R W bons) wivedy A Q
4 Sodun. el Protain (& hokes Qb -

Docu. No: RCH /FRM / CLINICAL / 148




L °]iﬂ{f\ii\nnnm\mmmm\n\\ o s
NURSES NOTES Hospital

|P18-00036524

0 Known Drug Allergies

O Drug Allergies
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BirthRight
BY RAINSOW HOSPITALS
Your Right (o 3 Safe Detivery

DATE

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE
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Mrs OHARANI PRIVA.

Nrs DHARAM PRITA ) or ilmanat masncoram.

e B [IIROONIN  sainbow: | @ givhright
I URINARY CATHETER BUNDLE CHECK LIST il | @z
Date of Insertion: Hl—'f'!ﬁl‘[;;. ................. Date,of Remoygl h ] :)' [LQ? ..........

Parameters Date Shift Time “\9@-\‘ | /
Need for the Catheter AYe EI No | CIYes CINo | CIYes [INo | ClYes [INo | C1Yes CINo | ClYes CINo | ClYes [INo
Hand Hygiene =Yes’ CINo | TYes [INo | CiYes CINo | [ClYes [INo | ClYes CINo | ClYes CINo | ClYes C[INo
Usage of Sterile Equipment Bs/INo | C1Yes CINo | Yes CINo | [OYes CINo | Yes TINo | ClYes CINo | ClYes [INo
Is the Collection bag below the level of bladder S)CINo | ClYes CINo | Ll¥es—IND | W\D?@ CINo | CYes CINo | CYes CINo
Check the Tube for Obstruction (Free of Kinking) -Er’?e/s7 [JNo | [COYes [ @ [OYes [ No‘ [JYes CINo | CJYes INo | (JYes CINo | ClYes CINo
Is Catheter dated as policy ey [INo | [(JYes CINo | [JYes [I No\ [(OYes CINo | [Yes CINo | [IYes CINo | ClYes [INo
Collecting bag is been emptied regularly? ,\W (INo | ClYes [INo | CIYes LINo \ [1Yes CINo | [IYes [CINo | [JYes CINo | ClYes [INo
Maintenance of closed system for the catheter S/INo | [JYes [INo | CYes [ NDJ [1Yes [INo | [1Yes CINo | [lYes [INo | ClYes [JNo
Dressing clean and dry? .1 HINo | CiYes [INo | CYes [INo | CI1Yes [INo | [IYes [INo | ClYes [INo | ClYes CINo
Is the line removed as Policy? g [(INo | [(OYes [CONo | [Yes [INo | [JYes —TTYes O NO. [OYes CINo | ClYes [INo
Performance of Perineal Care W [INo | LlYes [INo DYe? W/l_l Yes Df‘f’_h V\L/J\Ewé’ blYes [INo | C1Yes CINo
Onset of New Fever [JYes EW [1Yes [INo | ClYes CINo | L[IYes DE)E | [1Yes [INo | [IYes CINo | [1Yes [INo
Asses for the leakage at the site of insertion M [INo | [1Yes [INo | ClYes (INo | CiYes CINo | [lYes [J No | [lYes CINo | [Yes [INo
Name of the Nurse ﬂa,_c-/‘}

Signature of the Nurse ﬁ‘a \0\&%

Docu. No. : RCH /FRM / CLINICAL / 114
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Ref. No.: F/ Hw / CON/ANES /02

z CONSENT FORM FOR

Rainbow® ®:

Childran's o, et AL / REGIONAL
aisath S s o HESIA/ MAC
— A B
i e —— ADE {iiiiiinnnn,

Gender: MO Al ——————— Consultant: ... . ﬂam&% i
Ward /BOANO. it Anaesthesiologist : aaﬂ-ﬂp\um

Operative procedure planned : Ma«_q\ Mt od...... A, b

PLEASEREAD THIS BEFOREY0U CONSENT FOR ANAESTHES|A

General anaesthesia involyes rendering a patient unconscious before ap Operation. This ensyres the patient s
not aware of events and does not feg| pain during the Opeération. Drugs given through a vein and/ or inhaled

O Heart disease 5L Hypertension 01 Diabetes mellitys O Renal failure

O Hepaticdisorders O S'ﬁdck LIMultiple organ failure O Polytrauma/RTA

D Incapacitating copp O Others : ..,.].ri?:f.f@.‘.(’..m.k.\.ﬁm/....Q:.R&g-,)(..mqe_b.m}ﬁb.ﬁ}{ /
Comments:............ s onsss s ‘PDN\{

* Doctorto documentin medical record ajsg if necessary (Cross-out if notapplicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY '

| hereby authorize Rainbow Hospital & jts authorized doctors to perform upon me | patient

...... the above mentioned Opeération | Diagnostic | Therapewt(t procedures
................................. LAaR. aw\bummm&qm

I aut!iorize ang give consent for anaesthesia ( glonal/ O General Anesthesia/ Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

anesthesia.

CIN: U85110_ TG1998 PTC029914 Www.rainbowhospitals, in




| understand that there are some infrequent complications that can oceur due to use of anaesthesia, these

\Nriclude pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
"headaches.

"I authorize the anaesthetic team to perform any additional procedures (for example, GVP line, arterial line, use
of nerve blocks for pain rellef, changing from regional 1o 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 10 administer blood products during
the course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consuitant.anesthasioiogist or occasionally a colleague deputed by him
| her will administer the Anagsthesia. ‘

Pregnant: O XeS ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia/ MAC to be given and
discussed the risks that particularly concern this patlent.

| have given the patientan opportunity to ask questions and | have answered these.

patient / Patient ttendant: Witness :
Signature & wokhmidion — s Signature : !
Name : MBS AL RRGEL ’?'ﬂ s “/DYES“WQQ 08

Relationship with Patient: ... Ml@.ﬂb " Date & Time ‘C}, _'HD‘L‘ @... 4 laud
Date & Time :. 19 ! = },9 colo{GR-Ahauro

Doctor (who is taking the consent) :

Signature-:ﬂ....,c{,..ﬂ‘.gv&{p-, ........

10124
Name : 9&,.&&%\.«»!1...9 ...........
Date & Time : 1%\%‘%\1&1\4

CIN : U85110 TG1998 PTC020914 www.rainbowhospitals.in
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artme « 00086061 1P1e00036524 Rainbow®
Dep nt of Anae: :f:ous “pm;mmo i Child!'ens BlrthRIght
PHE’A“AESTHET]' 0&09'19“' Hosp‘tal zmm

[ \\\\\\\\\\\\\l\\\\\\\\\\\ \\\\\\\

Name: . Mg ... BB g S M UHDNO ... B\ SR ly ...

pate: ... \A. “l!% Tlmt.. hﬁ‘m ... Proposed Operation: . {fp,,&gu}, x.AfV\&%«(L‘Oj.
l ; LC

. HR: f‘lo/ Weight: . "lluhjlswhysuwsms ai nfaa 04 O5
1 _

Hepatic/6E: Py \vzg e 'r‘..&n&*;m‘ 3@,,20"% e L
(thers :

Past Anesthetic History: 1] |
mEn Mﬁftm&ww« AL (‘QM ] Gmhm%

Alnm: MP ing: Mentohyoid Distance: Neck Teeth:
Q,L NNAC o A:_Qo_b«h =

Heart: S\S 2 A—« [N Wa T 2T WISV VN

os: N

Pregnant; [;L)(w[] No ONA Venous Access Site : Spige Exam for regional :

R'ga '
Anaesthetic Plan: CIMAC :wﬁm CIGAETT DA ' ~

Peri-Operative Plan Explained to the Patient: q)!s/ o No

| CURRENT MEDICATIONS - DOSAGE Pre-Operative Instructions: @2 Q-\ q\ .,_J ) M_ ~al‘
| “ 1. DVT Prophylaxis :
|T. LR €69ny 0d . Watee/ 0RS 2 Hours Abren
il 2. NILORAL<T_
| 3. Informed Consent: tandard O High Bi
4. Post Operative Pain Management: istussed with Patient
5. Other Instructions:

Signamrefzge%k. Name: I Loa PPN 0 (o

Docu. No. : RCH /FRM / CLINICAL / D44




Patient Sticker

Pre Induclio_n Assessment:

ANAESTHESIA CHART

iz
Rainbow®
Children’s
Hospital

Tt taves a Jof T Treat e itTe

@ BirthRight’

Change in Patient Condition: OYes [ No Fasting Status: :
'Physical Statys: Patient Identified [0 Consent Present ' Chart Reviewed
H.R: | B.PACRT: «1 | Sp0,: | RA: | Last Feed:
Pre-0P Di@QnosSis: .........cvevvueuereereemssnassesneresesssnenes OpERBONY 3L abd it aimssiossia VIR cosiccissscinssinss i
SUIGBOM: ovvvoveoeveeeeereseeoseesreessenenneseesessesreesesssesesseerss ANAESESIOIOGISE: ....ovvvvooereveosnvnveerressssiecneenre TECMCIANS wovvvevesessnsermsnnecsnes
TIME }
N.OAIRIO, LPM T . al ¥
HALO /S0 ISEVOD ' Antibiotic
Drugs: "
Suppastory
W/
i Biood Loss
FD, / Sa0,
E1CO,
ECG
Urine Output NOTES
8
H
BP 240
¥ Systolic 220
A Diastolic
X Mean 200 g
* Heart Ratn 180 -
w:m ) 1860
TJIIIBIMII! 140
Tromat Pack Out 12&
100
80
60
40 Kin')
2 ¢
10 7
c |
a6
LAB Values
I
ey
O Equipment Checked and Temp: Induction Regional:
Functional [ HME O Fluid Warmer awv O Inhal Extremity N
O er [ CingFilm [ OH Warmer Opeo, ORS [ Spinal Epidural [ Caudal
O CufiSite;..... . {3 Hugger's O Cotton Wool O Others Others: ...........
I phsmet-r v il O Other I el I
O EXG Lead ) O Mask  [15GA s
O TempSté - O mway [0l [JNasa : :
O Fi0, Monitor L g O—— ETTH bt Bisiteamnnsinisics €M Needle Size: Depth:
O Agent Monitor | —— O Onal ONesal O Cutt Parasthesia CI¥es [INo
O Pulse Oximeter 0P End. ... - O Tracheostomy [ Topical Catheter at SKif .............. €M
O Capnograph Leave OR: i 0 Drug: Drug Name & Conc:
O Ventitator Anaesihesia O Awake [ Direct Vision BONISE. ... i
0 Nerve Stimulator 0 Ga O] video Laryngoscopy O3 Styletie / Bougee Infusion:
O Monitored Anaesthesia Care O Fiberoptic Block Level
Peamicn:. O Hegional Blade# . ... AMEMptS: ... Comments
O Pressure Points Checked g T P S ST B 15 §IEATIY
Transportation to
o ypond O siat = 85 Omcs O OOm
g ?"“ O3 Semi-Closed Circle Relaxam Reversed  [CI¥es  OINo OINA
ape ;
O Padding g gl;’:ocm Name of the DOCIOF ©.....ovvierr o -
e o Signature of the DOCION ... .
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Rainbow® . -
! Patient Sticker Children’s @ BirthRight
E Hospital BY RAINBOW HOSPITALS
it takes 8 t t tuat the Itie. Your Right to 8 Sale Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU DY & ..ooveeeeeesreeeveeeac e Time Received : ....ooveeeeevveeeeeenene Time Discharged : ........occooounn......
:i’g ﬁ IV Cannula Site :
s 230 230 | [J 0, Mask [ Nasal Prongs
2 20 2o | D Trcheostomy O TPiece
o w0 200 | O Oral Airway [ Nasal Airway'
E t: 150
1 180
§ 170 170 | Vomiting : OYes ONo Drug:
8 ® :% NGTube:  [JYes CINe
Y :;g :30 Drain: [ClYes CNo
A 120 | Urinary Catheter; (] Yes [ No
§ :g ::: ChestTube: [ Yes CINo
2 5 [Wom  Dws O
A | - il T L A
7] s0 50 | OralFeeds: ...
& 4D 40 -
75 x 2300
10 10
10 0 ] " |
SPO, H
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 [ 60 [ % out SCORING INTERPRETATION
prosgepisnsfrmderespirasm oty [ PO A Minimum Total Score of 8 is Required for
Able 1D Move O extremites voluntary o on command =0 g Discharge
T Er— ' i
=0 Exceptions to this, are to be explained in the
B S g— space below by the Discharging Physician:
BP = 50 of Pre Anagsthetic leve =
Fulty awake =2
Ampsabie on caing =1  CONSCIOUSNESS
ol responding =0
P, s bl i omwr =3 oomn
Cyanotic =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [INPASS [JFLACC DO WongBaker CINPS Reassessment Frequency:

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: .

PACU Nurse Name :

PACU Nurse Signature:

*Date & Time;

1 Every eight hours for all hospitalized patients
2 For post surgical patient. patient with chromic pam, patient with severe pain
a Every 2 hours for first 24 hours
b, After 24 hours every 4 hours
c Prior to pain reliving intervention
A With in 30-80 mimutes ater pain refief mtervention

Transferred to Unit by (PACU):

Date & Time:
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Rainbow®

Patient Sticker Children’s @ Birth Right
- Hospita| BY RAINBOW HOSPITALS
It ks & bt h reat e S, Your Right 1o & Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA [..CORD

Date: ...} Q.. &“1\ Uo....... Time: . JAP™A..... Procedure done by ... DRa ASH UL

CSE ISpmaI- Position : wct..ﬁ Space .. La__L ’tl = Technique@/LﬂS) K-@J\

Depth: ... 5. S0 Catheter at Skin: ... \&uCros.......... Attempts .. SAPERLE oo

Parasthesia : Yes/No ) yes details :

Solution Composition : . \sﬂﬂ :ﬂ @QPWﬂ%NE wagmwgfm ....... o

Any other issues :
W oo e R

) QL—P@M\/M-’,[CT%W ------

Infusion Rate - Level Maternal
Time | Tiwin) | oS (") | on Right [ 8P [puse| TV Pl

1:106M 1Sl | T T N4 -(,‘?q 13¢

Delivery Details : ~ Time © ..o APBAR" ..ovmmunasn SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECTET © ..veuvvueierceuiiuicirecaens s
PRI SAUSIACHON = ...o.v.ovoeceecieeioseesereesensssss e s aecseemsesseses s ssses R R8RSR s8R

Discharge /Shifting ordered by
DIOCHN SN - .....ooicomssssamivomsiosemssmrassnsnsrertessysssrosns
Docldr 37 T oy or, P R ees

DAt AN TIMIE & oot aas s eseeeecnen

e A T e e . B -

- g——

i —
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Rainbow*® . —_
C?lli?dr%vt:'s ‘Blrtthght

INFORMED CONSENT FOR VAGINAL BIRTH  Hospital, | () zememnio

Your Right to & Safe Delivery
GUC-00086061
Mrs DHARANI PRIYA

Dati wo-08-1907 28Y .
Patient Name Or, MATHANG! Ra s M 30 () e TN smmusymommimtani o st sl ey R SR LES

Gender: [J ,“ ,’ ] ,,mmm”m’liﬁmm 07 T LT

I hereby authorized the performance of the following procedure:

IP18-00036524

* 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, defivery 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.,

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

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

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

Name of the Doctor performing the procedure: Ebdm"’“fzf s

/

Consentee : \A/\“ Patient Attenda 0
Signature : )V ................................................. SIGNALUTE : .vyo N L srieessssiressssressssesssssvenssenns
Name : .. DD8S : JPLO‘%P}.I ...... P SN Name : ..... YOKE‘S WAL BRT...L..
Date & Time : lcr['s:‘-!,%fk Relationship with Pa(’(ent: DVSRAND..........

Date &Time:..l.C{. SHAD.

Witness : Doctor (wha is taklw‘:ogsem) :

. ¢ L Im
BIGNAUTE © o LT TR redf O
NAME & oo sssaiens Name : W-@%m,..

Date & TIME & ..o ebersnenens Date & Time J.Q{r:tbé

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow” . N
Children’s ‘BarthRught

Hospital BY RAINBOW HOSPITALS

1t takes 2 lot to treat the jite Your Right to a Sale Delivery

INDUCTION OF LABOR CONSENT

GUC-00088061 IP18-00036524
Mrs DHARANI PRIYA
NAMIE: c.vvvcrvcver O, MATHANG! Ao B0 @) ees AQE: oo, Gender: Male — Female
TS 1|11 — Date: ..
) U« ;
You are scheduled for an induction of laboron............. ]C}fo? % ................. (date) at........ ?‘3+ . { ................. (weeks of gestation).
The reason or your induction s .............ooooooo... ¢££MIOL!FMM .......................................................................................

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 labor is to wait for labor to start spontaneously.
Ihave read the information provided and also discussed the process with my doctor.

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

Patient P Patient Atte

Signature: ......... )y ....................................................... SIgNatUre: AT

Name: .............. s, uDL;O&.Q_Dl P’{S‘l O Name: . YU kESH}Jﬂl? RM -
pate & Time: ...\ 9. ’4{% ................................... ' Relationship with Patient/ ........ HU&BHN)

Date & Time: (Cf 'il?{:: ..................................

Doctor: A/ _ Witness

%a"
Signature: ..........c....... Vv Ht" ........................................... ey L
Name; D - Porina NAITIE, ..o ese e essssssssseesee e eseeessess s

Date & Time: .{9. !F‘Tﬁ% ........................................ BB BT s s R e
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: \C{ :ﬁ Q—;

Baseline Information:
Admission From: OER DOOPD O Admission Desk _Dﬂners specify ... ‘l% .............

Primary Language:  [J Telugu O English O Hindi '_,D@hersw

Doyourequire aninterpreter? [JYes

Source of Information; ent 3 Family O Others

Personal belonging if any: O Jewelry O NoseRing [J Bangles Ol Anklets CIFingerRing  [J Bracelets

handedoverto................ 1t

Allergies: [ Yes OMedications (3 Blood Transfusion J Food CIOther: ..o
Y8 | IQBMY ..o '

Chief Complaints: ......................... T NS Doctor Notified on Admlsslon

@Mﬁkhﬁw?w Name of the Doctor: . ’.P‘JJ/

pm——————————————————— s TITIS NOtfIGE: ..

Past Medical History: Obtained From [J Patient [ Family Member 3 Medical Record (O3 Other (specify) ..................

Past Medical History Past Surgical History Previous Hospltal Admission

k‘CED OiPm oy - Sebaroous 3,259 -
oD, |

Blood Group: .. B3, . pwtw WP 13 025 EDD: 2006, Gestational age during admission: mﬂd

Contractions: ., s Vaginal Discharge: ...
Obstetric History. G \ Eriiitiionecnsses Ao Previous LSCS ...
Height: LS3...  weight o194 smr: .26
Temp: 9394{ LR S— RR: woofeBrrie BP: mo("fu sp0, (ODY......
High Risk Factors: (Please select by ticking (v ) the box as applicable) ' ,

| Hypothym_ldism O Rhincompatibility O Fertility Treatment

O Hyperthyroidism O Previous LSCS O Preterm Labour

O Hypertension O Gestational Hypertension O Others: (Specify)

O Diabetes O Bad Obstetric History (D

O Anemia |__[27 Obesity (BMI)

' d Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




Patient Sticker

Family History: O No Abnormalities Detected

O] HeartDisease  [J Hypertension ngﬂmes [ Stroke [ Seizures [ Kidney disease
[ Liver disease E3 DHBY ..cocnmnoneessessivsisionsssassonsasssoses ;

Pain Assessment:  Pain: VEH)s CINo (i Yes, complete the Pain Assessment / Reassessment Form)

Fall Amssmmﬂes CONo  Score...\ Q. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: 9,\%}5 CINo  Score. k... (completethe Braden QSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

£ Mobility problem CJ Walking Problem })lﬁ;bnonmlltwmcled
O Developmental Delay 7 Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
Ep'zameigm CJ Poor Appetite > 3 Days [ Needs Therapeutic Diet.
] Under Weight [ Diabetes Mellitus 1 No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

‘;ﬁm & Cooperative ] Restless [ Depressed [ Agitated O Confused
(0117 T j '

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (3 Single _,Dflﬂ?rﬂed [ Divorced O Widow
2. Special Habits:  Smoker: [ Yes DN? Alcohol Abuse: [lYes Q_Nﬂl Drug Abuse: OlYes CINo

Social History: Lives With ............A&

Orientation has been given regarding the following aspects:
Call Bell in Reacvﬂ?es O No Waste Disposal Explalnedﬁs O No

Infusion Pump : e O No nd hyglene Explained: s [ No (m) Omers 4
Above information given to .. M | | i
Name of Person Orientation was given to o - 03 fﬂmd\:um 'PN.J,‘,,

Orientation NOt GIVEN REASON: .........cssessvsmsss Sormmmmmmssssesssssssssssssmsmmssssssssssassssssssssssesssss

Nurse Signature: . Qﬂ s\ \90"! e

Nurse Name: . (X ........
Date & Time: .. \‘3
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date! @[fﬁ*% Time of Arrival: ... .M. Time Seen by Nurse: ....2- 5. .

1) Level of Consciousness: J:Lef,hscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement _/El’Ppontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: .......ceueevesnins
a
3) \Vital Signs: Temperature: Cf&f Pulse: Q{U RR: .{B.... $pO;\....... BP: fm{?b Weight: :fu' Ll- [ ft?
m
' 4) Gestational Criteria:
Gravida: | G | P L A A
LMP: G’.\“ﬁlg@'}g EDD: ..... -3‘0{54[39% Gestational Age: 3603"'{-14
Uterine Contraction O Yes ; pﬂ? O NA | Onset Time Frequency:
Membrane Rupture C,Dr‘r?s ONo | ONA | Onset f':‘“bb Time &fm | Fluid Color: Q,ann
Vaginal bleedinq!,_ O Yes I:_}/N07 OO NA | Onset Time Amount:
j If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymp’(oms OYes | 26 | ONA Pain Abdomen / Vomiting
Good fetal Movement _,,,-4‘_‘17Yes ONo | coNa | ffNospecily:
™ 5) Pain Screening: Numerical Pain Scale (NPS)
| l | | | | | l l | |
I~ | | I I T | | i I 1
1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
@ Location: f
.......................... N LS ST O PP PP DL DT T TS EETLD
© Duration: ........coevueninniea hlt.(t ... Days / Weeks/ Months (Strike out which is not
applicable)
® Character: f
................................ iy L -
o Frequency: {
.................................. M.L...
® Interventions: ........ccooinnenss! MW s

6) Past History:
a)  Surgeries: .......... SQ.QJRXQ@%%&EQ\ ...............................................................

b)  Medical ........ocoene. . on...0HE.....
Docu. No. : RCH /FRM / CLINICAL / 098 (FT.0)




Hatiern Sticker

7)  Allergy: O Yes ):H'? If Yes : L S R———————— e S
8)  Current Medications: 1 Prénatal Vitamin  OJ None /D'Pthers: ....... b L!LQ&A?P\\G&_Q
8) Prenatal Medical History:
O None ‘/D'ttestaﬁonal Diabetes
O Chronie Hypertension O Low placenta
O Gestational Hypertension D3 Others if Yes, SPECHY ....vvvuuuuuuueerecnnnerneesesessssmeessmssssssessssess o,
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
L Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
O Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(RuLu':e'i!I:tM} Immediats < 15 minutes <30 minutes < 60 minutes 5 ﬁ‘}q,m]
Re-Assessment °“"”“"g‘.‘:,""‘""' Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
of of Early Labouy | Discomforts of
Labour / Fluld Imminent Birth :L\%;EE?GPPRHE’ET 37 ilggmzc‘sma s SSE& >E;¥y\wﬂts Pregnancy
Active Vagin B associated Spatting
Bleeding with/ wlmnoutajag]::dmmi c::medcllﬂlna (<spamng‘;‘m mmm
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension Seizure activity mrgﬂhse‘aoga:n:ﬂuﬁ mw
disturbance, RUQ pain e
Atypical FHR tracing,
FHR
Fetal Assessment m Mwm ;?sawa:;l ggmpplm
Others ™ | “Orater than sxpsdngn | 90ng0g assessment i
@Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Fiank pain / hematuria |  work) @Cervical ripening
oCord prolapse @Nausea /vomiting and / @Minor trauma (minor | @Out patient placenta
©Severe respiratory diarrhea with suspected MVC/fally previa protocols
distress dehydration ®Nausea/Vomiting and /or| @Pre-booked mm%
®Suspected sepsis diarrhea and progesterone
. ®Signs of infection (le | injections, NST
dysuria ,cough, fever, | @Assessment for version
chills) ®Rashes

Time seen by Doctor: ........ 2.

Nurse Name : ......

Date: l“{H%

(PDOJM Nurse Signature: /\.ﬂl‘lf‘?‘?{@l' i

... Time: _’.);-Bry\
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It takns 3 lot o treat te little.

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY

fibe,

BirthRight
BY RAINBOW HOSPITALS
Your Right o a Safe Delivery

Dale:....lc% % o 2, o
Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease: nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or gstrogen-related VTE in first-degree relative 1
Known low-risk thrombaphilia (no VTE) 1
Age (=35 years) j ! 1
Obesity \/ 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
NhTf IVF (antenatal only) 1
Multiple pregnancy 1
Gaesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
ﬁrolonged 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 0’
Signature of the Nurse

Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v’ If total score = 4 antenatally, consider thromboprophylaxis from the first frimester,

v If total score 3 antenatally, consider thromboprophylaxis from 28 wegks.

v If total scorg = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v If admitted to hospital antenatally consider thromboprophyiaxis.

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.




BRADEN..Q' SCALE

iz o .
Rainbow’ . —
—_Children's ‘ @ BirthRight
Hospital | s':_mwgs::::

Date :

SECIENN. )=
Bam

o " Time :) . _%m,_g.’lat':]1
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 L_f
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. K—}V tf
without assistance. to compietely turn self independently. independently. [
2. Chairfas? : 3. Waolks occasionally: 4. All patients foo young to ambulcie;
. = Ability to walk severely imited or Walks occasionally during day, but for OR walks frequently:
:fm ngﬁfﬂ? é;):;:;:‘t‘u'hed non-existent. Cannct bear own waight very short distances, with or without Walks outside the room at least twice a 2
o and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
whesichair.” shift in bed or chair 2 hours during walking hours. - 3 <
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort excepl by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Percepticn diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L}J

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ahility to feei pain or discomforl over

hall of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Moisture Degree
to which
skin is sxposed
to moisture

1. Constantly molst:
Skin is kept molst aimost constantly
by perspiration, uring, drainage, efc.
Dampness is detected svery time
patient is moved or tumed.

2. Very moist:

Skin is often, but not always, moist.
Linan must be changad at least every
8 hours.

3. Occaslonally molst:
Skin Is occasionally moist, requiring
linen change every 12 hours.

4. Rarely molsi:

Skin Is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR

1. Signiflcon! probiem:

2. Problem:

3. Polential problem:

4. No apparent problem:

foe | b |

k’,
W
(_)

Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Maves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complate lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has suificient )
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely l_)
skin and adjacent bony bed or chair, requiring frequent | devices. Maintains relative good position]  during move. Maintains good position LP
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs fer more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For exampls, eats
albumin < 2.5 mg/dl GR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over hall 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 feod offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. q/
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not requirs supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered. \_,
Does not take a liquid dietary take a dietary supplement. te
supplement.
mlrmly rnur:gmn;;m: " 2. Compromised: 3. Adequate: 4 Ecabent:

tensive < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may ; 3

nﬁ;;::;':;;iﬂ & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Ngr;;‘m;; oxyu_en salluraﬂr:ﬁn“

does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/dt; capilary refill may be > % acnifel hobs; caphiary Y
) position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. CIMEU. k{
~ i T
Severe Risk :lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 L | 2F | 2R ad
Evaluator's Nome M DA -
JJ.-"
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Support Surfaces

Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule -
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Aternating 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 .
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
© 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 overiay




\

Moisture Degree
to which
skin is exposed
to moisture

pain over most of the body surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfort in one or
two extremities.

=
Rainbow" . L
— A 'Q' SCALE ~——children's | @ BirthRight —
I - BR _ ﬂ AL Hospital A S
. tient 1D Bt 3 0 o el o s
o i
E Date : _a.ﬁT'c} 2p]59-
Time : _ A
. 1. Completely immobile: 2. Very limited: 3. Stightly 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. Lr
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients foo young fo ambulate;
“Activity ] Ability to walk severely limited or Walks occasionally during day, but for OR walks n
of o4 -T]:z;eif.;‘e; :‘.;;}n't‘i':s':st'a.bed non-existent. Cannot baar own weight very short distances, with or without Walks outside the room at least twice a % g
i and/or must be assisted into chair or assistance. Spends majority of eagh day and inside room at least once evary
wheelchair.” shift in bed or chair. 2 hours during walking hours. -

1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impalrmeni:

Unresponsive {does not moan, flinch |  responds to only painful stimull, cannot Responds to verbal commands, but Responds to verbal commands.

or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would fimit
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 &{—v

sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.

-

1. Constantly mois!:

Skin Is kept moist almost constantly
by perspiration, urine, drainage, slc.
Dampness is detected every time
patient is moved or turned.,

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occaoslonally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rorely molst:

Skin s usuvally dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction . Occurs when
Skin moves agains!
support surfaces
Sheor Occurs when
skin and adjacent bony
surface slide across

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

2. Problem:

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

repositioning with maximum assistance.

3. Potentlal problem:

Moves freely or requires minimum
assistance. Ouring a move, skin
prabably slides o some extent against

sheels, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the tima but

4. No opparent 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.”

Nutritional Usual

a complete meal. Rarely eats more

OR rarely eats a complete meal and

Eats a total of 4 servings of protein

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
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 gals minerals for age OR albumin < 3 mg/d for age OR eats over half of most meals.| most of every meal. Never refuses a

meal. Usually eats a total of 4 or more

food intake pattern than I‘will of any food offered. generally eats nn!ylab'uul hgrl of any {rneat.l 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, Qccasionally eats between meals. L,
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. producis per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement,
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 nt
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excello
nm:au;;:n & | <40ina newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation
does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/ds; capillary refill may be > 95%; normal hgd; capilary refill C‘f 99
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.
; i . — g TOTAL SCORE
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 D1
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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 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
o Use pressure redistribution surfaces
©® Manage moisture, friction and shear Altemating pressure mattress overlay
o 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 .
13-14 Moderate Risk T— 204 : . Gel pads for high-risk areas
i} i nt incli i
osition patient at 30 degree lateral incline using foam wedges Aternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk o In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently - Alternating pressure mattress overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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Rainbow* . e
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Hospita BY RANDOW HOSPITALS
PAIN ASSESSMENT FORM e S
i Patient i . "
Date Time Pa('; f%'}m Location Duration Acuity Character '.::::m:a 3'&':“::;“"1 Intervention i Sign
f,(o O Continuous | O Acute [ Sharp 3 Dull O Increasing \_,D*?E% . / j é( A pou
lq \:}‘% 30\ [ D O Intermittent | [ Chronic O Aching [J Burning | [J Decreasing | [ No
C W5 | O Continuous ute O Sharp 7 Dull O Increasing % ‘cw 4
= Z n
t:ﬂ% éhhq 90 QHM\D—*\(?nnitlem [ Chronic O Aghing (7 Burning | [J Pecreasing | O oo F < (pw
9 lowoea | o continuous O Shap I Dull Qﬁneraa;smg Gves ) ab; vk
l‘ﬂ-‘}[n[o Baum / TS ‘%‘jﬁf,’hw O Chronic (] Aching~ (1 Burning | [ Decreasing | LI No 2 e fone “::gtg
( O | O Continuous | J 0 Sharp 7 Dull O Increasing | O ¥%§ PﬁiwioPQ
H I?Pb ’f)-h\/ ‘/[ o O—@ﬂ_tmpmm O Chronic mmﬁm Burning treasing [ O No oG~ E‘m ﬁr@ﬁ
U 4 ’ O Continuous | I Acute [ Sharp [ Dull O Increasing Yes Q: ‘g : | 0
klo | 9pan l ;, Nﬁ;;: l:lziﬂ?nnittem L‘_Lﬁzronic [ Aching g&uming [}Pecreasing O No qu ! 9
[ ) { x4 P\h
., 4 C s O Continuous | O Acute O Sharp  3Dull [3-increasing | B-Yes @ b.v,"f
& (@) abi
ql:%hb 6?'“ ) Jo el [ _Intermittent | E+Chronic DO Aching [J Buming | (J Decreasing | 01 No PD §) Hor 1540
) 0 Continuous | [J Acute 0 Sharp O Dull O Increasing | O Yes [ \ ~)s
)0\&’\“*" \26m) 0\\0 A\ O intermittent | CJ Chronic O Aching [ Bumning | [ Decreasing | I No
) O Continuous | 3 Acute 0O Sharp O Dull O Increasing | [ Yes i\ @
O \
%\4\% b leo O Intermittent | 01 Chronic 03 Aching 3 Burning | [1 Decreasing [ 1 No 02 Jag,—
O Continuous | [ Acute O Sharp O Dull O Increasing | O Yes INR1 ;b
o) le )
3o ]a Jab ?m\ ) A O Intermittent | £ Chronic [J Aching [J Burning | [J Decreasing | [ No \pb?"}w
: {\/@ O Continuous | [J Acute O Sharp 3 Dull O Increasing | DJ\Yes—" nR M
QOH [56 %)M D UD O Intermittent | [ Chronic O Aching [J Burning | [ Decreasing | . No Ky

Re-assessmenl

Frequency:
1. Every eight hours for all hospialized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
3)  Atleast every 2 hours for the first 24 hours
¢} Priorto pain pain-relieving intervention.
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b)  Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.

(PTO)
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Namerical Pain Scale (Obstetric and Gynecslogy)
i 1 1 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Meath o 7 Years)

e
-t
O s

1
L] i 1 1 1
1 2 3 4 5 6 T

3oT

No

Wong - Baker (Pedialrics) Abeve 7 Years

©0®DD

o

Ho Hurt Even More Hurts Whole Lot

Hurts Little More

) SCORING
CATEGORY
] 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smie withdraw, Disorionted quivering chin, clenched faw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, of legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity moves easly " forth, tense Arched, right. or Jerking
L I ' Moans or whimpers occasional Crying steadily, screams of sobs;
C No Cry (Awake or asleep) -
: % ¥ _ complaint frequent complaints
m‘l?uﬂm Reassured by occasional touching,
corsolahllityl' Content, relaxed hugging, or being talked to, wmmmu!euc?mm
-- Nesnatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assatsmont Sedation Hormal Paia / Agitatisn
Criteria
2 ] L3 i 2
Crying No Cry with pairhl | Moans or cries Wmmhﬂiurwhni High-pitched or silent-
Trvitabifity stimuli minimally with painful| irritable imervals consolable | continuous cry
stimuli Inconsolable
bt Wort Behaviar State | Noaousaltoany | Arouses minimally to | Appropriate for Restiess, squinming | Arching, kicking constanty awake
stimuli stimuli gestational age Awakens frequentty | or
No spontansous Litite sportaneous Arouszs minimally / no movemen|
movement movement (not sedated)
Facial Mouth Is fax Minimal expression | Retaxed Approprizte | Any pain expression | Any pain expression
Expression INo expression with stimuli _ infermittend contiual
Exiremities | No grasp reflex Weskgraspreflex | Relaxed hands and | lntenmitent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body isnottense | Bodyis tense
Vital Signs HR | No variability with | Less than 10% Within baselineor | Increase 10-20% | increase greater than 20% from
RR, BF, §a0, | stimufi vartabiiity from nommal for from baseiing basefing, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age SaD, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick  { slow recovery Out of sync or
recovery fighting ventilator

ot
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2
ient Sti Rainbow® . e
Patient Sticker - Children’s. . BirthRight
Hospital ' BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM b | O i
Pain Score . - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
O Continuous | 3 Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [J Aching [J Burning | OJ Decreasing | O No
[0 Continuous | O Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | I Chronic O Aching [J Burning | O Decreasing | O No
O Continuous | OJ Acute O Sharp 07 Dull O Increasing | O Yes
O Intermittent | O3 Chronic [J Aching [ Burning | [J Decreasing| [J No
[0 Continuous | [J Acute O Sharp O3 Dull [ Increasing | [J Yes
O Intermittent | O Chronic I Aching 7 Buming | [J Decreasing | [ No
O Continuous | [J Acute [ Sharp 7 Dull O Increasing | O Yes
O Intermittent | O Chronic [J Aching [J Buming | [ Decreasing | [J No
O Continuous | OJ Acute (J Sharp O Dull O Increasing | O Yes
O Intermittent | CJ Chronic O Aching [J Buming | [J Decreasing | [ No
O Continuous | [ Acute O Sharp O Dull [ Increasing | [J Yes
O Intermittent | OJ Chronic O Aching [J Bumning | [J Decreasing | [ No
O Continuous | I Acute 0 Sharp O Dull O Increasing | O Yes
O Intermittent | I Chronic O Aching [J Burning | O Decreasing | I No
O Continuous | I Acute O Sharp [ Dull O Increasing | O Yes
[ Intermittent | [ Chronic [J Aching [J Burning | OJ Decreasing | [ No
0 Continuous | [J Acute O Sharp O Dull O Increasing | [J Yes
O Intermittent | O Chronic O Aching [J Burning | [J Decreasing | ] No
Re-assessment .
1. Every eight hours for afl haspitalized patients.
2. Fot post-surgical patients, patients with chronic pain, patient with severe pain;
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-refieving infervention. d)  Within 30 - 60 minutes after pain relief intervention.
(PTO)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Meath is 7 Years)

1 1 i
uuuuuuuu

Wong - Baker (Pedialrics) Abeve 7 Years

S ®SS S

Ed_.-!m- _&a_hun!ﬂu mﬁnlﬂu _._Eﬁi_xi_..ﬂ

CATEGORY .
: Occasional Grimace of Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed | Uneasy, restless, tense Kicking, of legs brawn up
Layi normal i uirming shifting back and . -
Activity sﬁ% e g Archind, Ao, or ey
] Moans or whimpers occasional Crying steadily, screams of sobs,
ﬂ.ﬁ_ Cry Mo Cry (Awake or asleep) complaint frequent complaints
%@s Reassured by occasional touching,
Consolability Content, relaxed hugging, or being tafked to, Difficult to console or comiort
-+ Nesnatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Wermal Pain / Agitatien
Criteria
[
Crying No Cry with painfut | Moans or cries g_&aqﬁ_zss_ﬁs crying at gsa&-
frritabliity stimuli minimally with painful | iritable intervais consolable | continuous cry
_ stimufi inconsolable
_E,w orst Behavier Stafe | Noarousal toany | Arouses minimally 0 | Appropriate for Restiess, squirming zdﬂau&anﬂmgi
stimull stimuli gestational age Awakens frequently
No spontaneous Littie spordaneous Eﬂnﬂ:&ﬁi—iﬂ

movement | movement

(ot sedated)

Mouth is lax Minimal expression
No expression with stimuii

Relaxed Appeopriate | Any pain expression | Any pain expression

infermitlent | continual

Flaccid tone decreased muscle

acial
| Eapresaion
Exiremities | No grasp refiex Weak grasp refiex
Tone
fone
Signs

Relaxed hands and Intermittent Continual clenched
feet clenched toes, fists | toes, fists, or finger

Normal Tone

Vital Signs HR | No variability with | Less than 10%
AR, 8P 820, | stimui vartabifity from
Hypoventilation or | baseline with stimuli

Within basefine or Increase 10-20% Increase greater than 20% from

normal for from baseline baseline, Sa0, less than or
gestational age SaD, 76-85% with | equalto 75% with stimufation
stimulation - quick | slow recovery Out of sync
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Hosp ital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form s e e e

Your Right to a Safe Dalivery
HELTaat
. . Date / Time | R ¢ :
Choose Highest Applicable Score from each Category / IQ{ :”26 qh’ \2 Fall Risk Grading
St | M | Qo | b
=
History of Falling Yes 25
(immediately or w/in 3 months) No 0 @) (o) @ Risk Level Mursih!;:g}Scure eiien
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 o
Furni 30 rd Fall
- | e Low Risk ICTR |
Ambulatory Aid Crutches, Cane(S), Walker 15 .
None /Bed Rest /Nurse Assist 0 (#) (@) 1o)
. . 20
IV / Heparin Lock or Saline ;es Ao |20 | Implement
> 0 Moderate Risk | 25-50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 (O 1O Lo
Normal /On Bed Rest /immaobile 0 Implement High
Forgets limitations 15 I Risk Fall
Mental Status 0 ‘g o1 il 0 O High Risk =91 Prevention
fented i awnanily 0] e Intervention
Total Morse Fall Scale Score: ) 3o 2n
srare | P | B2 U
7 A ] U s
Tick (') 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
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J 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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Choose Highest Applicable Score from each Category

Kistory of Falling
(immegiately or wyin 3 months)

Ambufatory Aid

IV / Heparin Lock or Saline

Impaired

GAIT / Transferring Weak (uses touch for balance)
Normal /0n Bed Rest /immobile
Forgets limitations

tal Status
Men Oriented to own ability

Total Morse Fall Scale Score:

Tick (v') whichever Precaution taken,
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precau!inns)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
3 Use chairs with arm rests
[ use safety straps on stretchers and wheelchairs while lransporting patients

Docu. No. : RCH /FRM / CLINICAL / 006
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mﬁl-ﬂoﬂS&ﬁJ = 5_-' ® )
= e - gﬁ's?d"_’r‘é‘.}"s ‘BirthRight
°'|';ﬁ[‘|"|i‘m]’|’|ﬁiﬂj]mm“u Morse Fall Risk Assessment Form Hlospital oL

—~ .

Morse Fall Score

Standard Faj|

0-24 Precaution

Implement
Moderate Fajl
Prevention

Intervention

Implement High
Risk Fall
Prevention
Intervention

O Hourly safety check

O Assess patient after visitors, leave to ensure safety measyres in place

High Risk ( > 51) Apply all low and moderate risk immenﬁans, and,

O Initiate constant observation by healthcare provider as appropriate to patient's needs
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; | -"’{_’? - Patient’s  cuc-ooossost o« P ORI iunsuissseninnases
Rainbow . . . . :q:n:mm P YoM 13D
/- Children’s Blrtthght Dr. MATHANGI RAJAGOPALAN  +
| Hospital | [ srenmiosius J B AT
r; It takes 2 lot to treat the ittle. Your Right to a Safe Delivery AQB . OMOF
|
/ [ PHLEBITIS ASSESSMENT j \Consultant R /
CANNULA1 CANNULA 2
Date : [Cl be Time: 3\ Date : Time:
Location @ hdﬂmmg.tj ) Location :
Size : rgb) Size :
Cannula inserted by ;_ﬂf\\ \gb_beg_&m i Cannula inserted by :
Date | Time |Phiebitis [infiration| S8 | Sign | | Date | Time |Phiebitis [ifitration| M | sign
_ﬁh—-q.wtpvew Oves g ooy [RY_| OYes ONo | OYes ONo
_ dpiry |Oves o | tives DNg| o [her wig| Bovt OYes ONo | OYes CNo
n m OYes 210 OYesBo| HhCoa) & OYes ONo | OYes ONo
8o, |OYes OietTVes ONet 2f-c0 0 | OYes ONo| OYes ONo
\ Oy pyy | O Yes Oks [ Ves Oo{ 20 o<y [Yes ONo| OYes ONo
L9~ OYes ONoYiYes TNt e ot CYes ONo| OYes ONo
},%L;\ OYes O] OVes Bkl ras DOYes CNo| OYes ONo
UND _|oves &ffo [ oves mfoovie~ [ £ OYes ONo| OYes ONo
o7 |OYes Bfio|Oves 0| OB~ |A OYes ONo| OYes CONo
OYes @fo | OYes G| (r3_ |\~ OYes ONo| OYes ONo
O™ _[Oves &0 |Oves @Ro| paHo., [Ah OYes ONo| OYes CNo
295{3: 0 Prer  |Oves oo |Oves Dvo| palie- | o OYes CNo| Yes CNo
<o) |Oves ONs|Oves O%6| palke- | o OlYes ONo| OYes ONo
8 A~ |OYes ONolYes et oo Ve | _J— DOYes ONo| OYes ONo
) OYes ONo | OYes ONo| OYes ONo| CIYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
ﬂ OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo OlYes ONo| OYes ONo| |,
OYes ONo | OYes ONo OYes ONo | COYes ONo
' OYes ONo | OYes ONo OYes ONo | OYes ONo
: OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
' OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
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 CINA 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.

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




[ PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis |lnﬂltmion | ,"""'“I? Sign Date | Time |Phiebitis Infiltration m’:“;f;‘gm Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONoa| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo,
OYes ONo | OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes 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 OYes CNo| OYes CINo|
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, 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 fluid infusion.
# Every 4 hours if only on IV medication,
4 V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) B
0 1 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near I.V. | # Pain near LV. Site | # Pain along pathof | # Pain along pathof | # Pain path of
site or slight redness # Erythema cannula # Erythema cannula # Erythema | cannula # Erythema
near |V site % Induration # Induration # Induration # Induration
% Palpable venous cord : g;awﬁﬁe venous cord
| OBSERVE CANNULA | OBSERVE CANNULA e %@E&Em me %ﬁ? IrevoE
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD
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re\:’s @ BirthRight

BY RAINBOW HOSPITALS

Your Right to & Safe Detivery

Part- .
Patient's / Learner Language: . ‘fﬂ,&w_,o .. Patient/ Learner Literacy: [ Read i | Write t',Spe?( Willingness to Learn: ‘}s/)ﬂﬂ Healthcare Literacy: W NaJ
Idenhﬂed Education Needs; mezﬁ Risk Education
( Al CJ/ Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
nmsis"ps&w 22017 3™ pain Management 7. Infection Control Measures Safety o
4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- Nl
Use codes from the list in part Il ,
Need Designation
Date Time Identified Informalion Taught . e . ’t‘:""‘ N Comments Signature
Pal . i I "TR0S | Bariers wacking barriers sisen
Ral oo q{fiﬂ/ TS "QWLO No %
E\Dﬁc Hrm\ o O (/\1.@7
AN AN Yo ek reals(chul aidy ol [ [Fanill @] noa| Yes
o
S € - I\ -E/
he)9)2t | &P e edsicate abeat faut Sule b miz ool | News Y Pk s
____.{_ICBC']PQ}\JEJH ot Cr_‘M{-‘mﬁJ Cﬂ.&’u) e
Part - lll: CODES
Who was taught: c’rﬂmm F: Father M: Mother $: Spouse Sa: Son D: Daughter C: Caregiver 0: Other (Specity)
% 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3 Emo&wdsmm 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V. Video < Ol P: Printed
Mechanism/s to overcome barrier/s: 7
?_,m 3. Reassurance & 5. Respect values & befiefs 7. Other, Specity
translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
LA Viybalizes Understanding 2. Demonstrates Understanding 3. Needs Review
¥
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PATIENT TRANSFER FORM Lol i

Z,

Rainbow"® . e
Children’s ‘ BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

GuUC- ~00086061
B Es:i?:;m 2”:.:::365: Date(?. Te of Admission Datet& Timc of Transfer Order
r THANGI
0 Il ks S
B Treating Consunai vanes Transfer Ordered by ' Reason for Transfer
~ o . nwWy(NT -
TR -methang | et foba e
From Unit To Unit Information to Attendant
/’,@ Q .‘:P\H ;(@Q@ ) Yest™ No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical d;):eurT:f;tsé rl1fd :?g handed
_ ffav - t"r(/\ & Yes[] N@E/
= If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

Item Name Quantity

‘—\L V fD{u‘ LOwAd “rf(z) Dfﬂcb‘l\(b\)(,

] :L_M L L

'90\!6‘-{

l
8. ﬂ 24 M ‘*% j /’7"\'
e ﬂ%lm LG = il L -
5 !\Pw B —%9 — pld o ~—TF
Shifting Summary / Notes Written by Doctor - Yes[] No[] ¢

F R

Name & Signature of Person who
g{[\[ Sehebiv— //\.j(g 5.3 RYITRELD

is Transferring Name of Person Ordered Transfer

»

Patient & Clinical Records Received by :

i

Date & Time of Patient Received :

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

D -

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available (] Available Bed not ready
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RAINBOW CHILDREN’S MEDICARE LIMITED Rain.b‘?)w“
4 157 - 160, Anna Salai, Guindy, Chennai - 600 01 5. Children’s ‘ BirthRight

HOS p ital B8Y RAINBOW HOSPITALS
It tmies @ ot o treat the Hitle. Your Right to a Sate Dalivery
siNo, 2817 NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name : ' netean! PRIWYA Age: 2 BY L Gender: I~ opv. @
UHID No: ¢ 00 #406] PN en pate: 1 14 o1, Date: 1 [t [ Yeall
Diagnosist'p\jimj ,3‘3‘UJ_4 {,f ’py O Time: 4 Ping
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials / Ampoule Remarks
Inj Fentanyl Citrate (100 meg/2mi) - -
) Fentanyl Citrate 25 mcg patch i -~
3. | Morphine Inj 10 MG /ML ~ -
| A Pethidine 50 MG / TML S0 wmy -
]
Doctor Name: Doctors Medical Council Registration No.
: "3 1 R 4 ’ : e
Signature: o 12 4ty
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
IP Registration No: ...} 2. 0002692 % Date: -1 O*‘l?c:.?b .....
Aadhaar No. of the panent(opﬁonal)'
1. | Name |y, Remarks
- LsEnim EErE SR LA Nnun"E \[U‘“"
2. | Complete postal address (with contact number, if any) Voes <y prE UL OV s T I
| 3. | Brief description of the iliness e = ket 1l
4 Whether registered with any other registered medical practioner /
: recognized medical institution (if yes, details to be recorded) —
8 Details of essential narcotic drugs dispensed -
& Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity Impression of the patient Remarks, if any
. T § AN
albbe ey, PE R BIME B ‘/y[ (LA
| \_.1 -
- “3 £ -
§ :"[’«_n PRy B /; / 1 f
Dispensed by (Name & ID No): & + {J=&& ="~ 277~ R Signature: * A
Received by (Name & ID No.j"0C V< ]Q\‘H—l_ir- | Signature:. /2y
i ‘ f} l' ‘I("

Time: ) o\ A

Docu. No: RCHBH /FRM / CLINICAL / 133
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08-09-1997 zavwmao Ral_ﬂbOW’ . BirthRi ht
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Hospital BY RAINBOW HOSPITALS
M ll R |

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ';..olo':}[;nm;g,, Time: [?fP'“’\.ﬁ

— ) ~26 kg/m*
OGN oo Height: \ S Cova....... Weight: “muk& BMI: (1 ~28 kg/m?
&7 30 kg/m’

Food Allergies: ... [\)\QH’"&NU\ ( ...... ) ................................................................................................................

Diagnosis: Nmﬁq,kv\q%nmkgeﬁ:wuqfﬁMLE

A
Type of Diet: G/L-iquid O Soft AT Normal ) Diavetic </ “f 9 - G"DM & ONF Ay

Cphege -

LI Vegetarian Zﬁ*-dﬁg—,\fegetarian LI Vegan
Diet Advised:
Liquid Diet- ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups @
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd )
Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet-Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers) 2%~

Patient's / Attendant's

Signature: .....\..... Ll idummee Signature: ﬁ%j(olQABQ

Date & Time: .. me ll% Q\ 12PM.. Date & Time: ...:,.sel.m?c.h-.h.@......i.?:ﬁm.

Dietician’s

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