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GUC-po0BS5192
Mrs NIVETHIKA P

03-12-1985

Name: .......
UHIDNG: .. B D2t PNO: o
Date of Admission: fah% | - S
ROOE BB NO: ..o W wiascsaipsasiniis
WARD TRANSFERS

IYTM3ID
Dr. MATHANGI RAJAGOPALAN

ACTIVITY RECORD FOR BILLIN iy i

IP18-00036349
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‘BirthRight‘

- Your Right to a Safe Doliv:r-y

W\%‘N{Ml‘? ..........................................................................................................................................
Consultant: P2~ n&gﬁu}@ Dept: ... @E’?C?] ...........

Date of Discharge: ...

Time:

Suggested Billable bed type: .............ccovrvniminiinnnsnns

Date Time From To L Signature of Nurse
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INVESTIGATIONS

- Date Investigations Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment g pcEnecis Order No. | Signature
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PROCEDURE

Date , Procedure | Quantity Order No. Signature
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




|P18-00036349 g ®
C-00085192 Rainbow . R
'{.'1 T, KAP wyIee, ® Children's | @ BirthRight

Hospital BY RAINBOW HOSPITALS

\\\\\\W \\\\\\\\\\\\\\\\\\\\\\\\ | Hospital _ | ) masemmovms
SURGERY DETAILS

Date : . / '1'[2. &...

Patient Name: ”’,.SNIVQ’H""‘* Date of Birth: .0.3.7.0.2.5.L.2.9.5........ Age: 22 Y.
T R T 7 EORY = X <N UHID No.: £5.4.9.2.[3.63.4.1.....
Date of Surgery: .. 7/ T/..?. [ —— Oor-1 dJoT-2 [J0T-3 [JOT-4 [(JOBGOT-1 [JO0BGOT-2

Name of the Surgery : Ewﬂy%c‘;[dﬁé

Time in blgﬁ,..,. Time Out 749‘”” -

NAME AMOUNT
1. Surgeon D”*‘ﬁ’f’L"‘"‘c?:
Anaesthetist | .Z?rC‘A/:f.P*H"‘&?
Assistant SUIGBON : ....... Dkl ALt E St

ol

OT Technician  : Mtdé;{w
Circulating Nurse : E.I?.ﬂ&.sfﬁﬁ-*(l":‘ T
6. AssistantNurse ... 3 n. . Ln0n e

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

o

Speclal Equipment: [0 Laparascopy [ Broncoscope O Harmonic [ Morcelator
O C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
#‘\ [ Neuro Cusa [ Others ......cvcerssssssesssccssssssssssnssens

R ko dert,
[?_ewrj Fi @*lqm

e
Signature of the Surgeon Signature of Circulating Nurse

Order NO: ..vcecieiiisssasissnsnisisnsssssssssssssssssssnsaseeenss OrdBr DY ouasussisssasaisssosss

Docu. No. : RCH /FRM / GENERAL / 114
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Patient Sticker ﬁW‘ 2 N (R:?‘lillllldb;%n's l BII’tthght
rospital_ | () mermms
CONSUMABLES OF OT
Circulating staff :.. (7. .52, 444 ""#‘ Technician : «rDoAhdcaernimmmnnins Date : ..o.ord. l1!1L B 111 —————
Anaesthesia Disposables - Surgical Dlsbbsahlas lm?r" Usad Disposables (Baby Side) __'_ﬂ’ ___]
ET tube =T [Mar Pack 1 QCS NI = ¢
LMA suwres (/) PR(g(eped | 9| CordClamp _— |
ECG Ieadsm)P,fN 2| 5l/2 PE (loudS "0 Suction Catheter
HME fitter : A/ P / N L PC otk Q)| | FeedingTube [ pg l
Syringes :10cc ) ). Vaccum Suction Set
05¢cc 3, | Gloves 1 PR I | Surgical Gloves - PR f
02cc ) Uy | Qg0+ 7 - 0| GauzePack
Olcc T 22390 . © | | Syringe 1enf7 2mi
Cautery plato (AP /N \" | Surgical blade 9.9 O | Surgical Blade # 20
Vst _A\ ) | NG tube Koachies (8} (5o ol
AL\ < 1) | Cautery pencd Olliox o 12> [
NS : 10mi / 100mi/ 508 1000 j | Koochies Davrter iDmi_ H_
EEie~e8S | | Ointments peEDIO 9 b1l ||
Y poto ¢ | Suction Catheter ANRPORT |
Fentanyl "| Cap, Mask ] N toemMu {
Morphine Gauze Pack ) / 'K/ 1 /0] Spipet_peeo\d?
Ketamine Mop Pack 1 D (n /" v :I 1
Propofol Steristrip P aome 1 ~ EANT
Rocuronium Underpad 0] Duoragm EAM | |
Glycopyrolate Draw sheet
Myopyrolate Abgel ) |
Ondansatron &) \D O |e | D | | Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Blo¥oant o | Tesaderm  G54[ g/
Suppositories loban
Anamol ; 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set O/
Justin : 12.5mg / 25mg /1 | | Plastic Bee-Sheet aPJ’OfJ] D
Tab. Misoprost : 208mg 1) ) ] (" 1 | Betadino Solution £y
oyl 08 % H | Microshield q
J Gotton-Balis® ¢ 7 U ‘W) 9]
iy g;ms’pom | | tatexgioves— N (Y| Lo
: = “Ramdions-Serub ;
l=p| s Quuck Chddl O]
Surgeon Anagsthesiologist %@ OT Technician
Order No. . (011 T T B AR RN
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RAINBOW CHILDREN’S MEDICARE LIMITED
; Rainbow Children's Hospital - Guindy
Zin
L = ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™% Tel No : 044-40122444
Hospital "
Rainbaw VAT TIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR (RN CIRREERL L CURRAE T AL BT ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036349 Ward 8F-OT COMPLEX
Patient Name Mrs NIVETHIKA P Bed Name MICU 802
Age/Sex 30Y7M4D/Female Order No 18-0001723285
Date 07/07/2026 10:49 Prescription No PRIP18-0625544
Payor SELFPAY Dispensed Date 07/07/2026 10:58
UHID GUC-00085192
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
?_%g}"’ EFAPONOER ANSEL GENERAL 2406010217 06127 1 128.00 128.00
Total : 128.00 128.00

Recelver Name

Printed Time : 07-07-2026 10:58

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
g/
by T . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™ Tel No : 044-40122444
Hospital ®rn
Sainbiony VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
VR RN CIRRIELRL L CURRAET (AL RTCHR ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036349 Ward 8F-OT COMPLEX
Patient Name Mrs NIVETHIKA P Bed Name MICU 802
Age/Sex 30Y7M4D/Female Order No 18-0001723284
Date 07/07/2026 10:49 Prescription No PRIP18-0625543
Payor SELFPAY Dispensed Date 07/07/2026 10:53
UHID GUC-00085192
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL R110325 11/28 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) adioned GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS .
3 ERILEX Mediblue 1010626 04/29 2 120,00 240.00
4 g’;"’“’ Microptic gloves- H 260501801T 05129 2 128.00 256.00
GAUZE 7.5X7.5 12 PLY (5 .
5 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
AUZ SWAB 10 X 10 CM R
6 ?2PL"'_Y gl Lt Bapuji Surgicals GENERAL M2545021 11/29 2 123.00 246.00
7 ‘;‘UGS;'Q SUPPOSITORIES 100 \oon 1 aboratories Lt~ H BLNP274053 11128 1 18.74 18.74
8 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
9 S0OMCG1S CIPLA LIMITED H 6GHO162 08/27 1 105.12 105,12
10 MONOCRYL 3-0NW 1326  ETHICON SUTURES-J&J C1 T5124 09130 1 997.00 997.00
MOPS 30X30 8BPLY 55 X-  DATT MEDI
11 B RGeS H M2642SF029 03/30 2 949.00 1,898.00
NITRILE EXAMINATION
12 & VS P F. MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
13 NS100MLACCULIFE-EH bl o (i 1C2613680 02129 1 44,93 44.93
14 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltd H 1C261607 02129 1 93.94 93.94
15  PROTECTIVE SHEET 20X20 Local 1010626 05129 1 250,00 250.00
QUICKSUITE OT TABLE
16 i nUINE SOITEL H 2606161 08/31 1 775.00 775.00
RAMADINE SOLUTION 10% RAMAN & WEIL PVT
17 h by oD RC126029 03/28 2 103.00 206.00
18 g&;g;’ E#G(POWDER ANSEL 260301001T 03/29 1 128.00 128.00
19 SGLOVE 5.5 SIGNATURE 250905391T 0%/28 1 117.00 117.00
20  SGLOVE 5.5 SIGNATURE 260100021 01/29 1 117.00 117.00
21 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7867
TEGADERM WITH PAD
22 (5591)BIG SCM25CM 3M HEALTHCARE GENERAL R03260006 02/29 1 814.50 814,50
UNDERPADS CARE 60 X 90
2 ERIENDS) 20062026 12/30 1 205.00 205.00
24  VACCUME SUCTIONSET  ROMSONS GENERAL K26D010294 03/31 1 811.00 811.00
25  VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 2 951.00 1,802.00
Total : 10,687.90 13,536.90

Receiver Name

Printed Time : 07-07-2026 10:53

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

Page 10f1

GRACE PAUL RAJAN







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

o
o LS ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow '

) 600015
Children's ™ Tel No : 044-40122444
HOSpitaI Birlh--:__ t
RaEAboW VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
0T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036360 Ward 6F-PRIVATE
Patient Name Baby B/O NIVETHIKA P Bed Name CRDL-PVTE04-2
Agel/Sex OYOMODA4H/Male Order No 18-0001723291
Date 07/07/2026 10:51 Prescription No PRIP18-0625542
Payor SELFPAY Dispensed Date 07/07/2026 10:52
UHID GUC-00093543
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 gg'é%" E 7. MPOWDER ANSEL GENERAL 240601021T os/27 1 128.00 128.00
Total : 128.00 128.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 07-07-2026 10:52 Page 1 of 1







RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
.
. @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children's ™= Tel No : 044-40122444
Hospital  BirthRan
Ralikiow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-1 20/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR TRN LTI TRRTR L (YR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036360 Ward 6F-PRIVATE
Patient Name Baby B/O NIVETHIKA P Bed Name CRDL-PVTB04-2
Age/Sex 0OYOMOD4H/Male Order No 18-0001723289
Date 07/07/2026 10:51 Prescription No PRIP18-0625541
Payor SELFPAY Dispensed Date 07/07/2026 10:52
UHID GUC-00093543
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
Total : 250.00 250.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
RecelveriNarme Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 07-07-2026 10:52 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
. Rainbow Children's Hospital - Guindy
L
. b= s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s _ ™% Tel No : 044-40122444
Hospital B
‘Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR IHR T LIRRRE R TCRRR T TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036349 Ward BF-OT COMPLEX
Patient Name Mrs NIVETHIKA P Bed Name MICU 802
Age/Sex 30Y7M4D/Female Order No 18-0001723283
Date 07/07/2026 10:49 Prescription No PRIP18-0625540
Payor SELFPAY Dispensed Date 07/07/2026 10:52
UHID GUC-00085182
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice MNet Amount
1 ANAWINHEAVY SMG INJ4 o Laboratories Ltd ~ H KP1713925 1227 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ S ek H C3BI0004 01/28 2 73.23 146.46
3 o TIGESICINJAMP O3 Noon Laboratories Ltd  H 45121 01/29 1 31.10 31.10
4 TROPROSTINJAMP 250 Neon Laboratories Ltd ~ H 097132 08/27 1 318.50 31850
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 2 21.83 43.66
6 DSYRINGE 5ML.{NIPRO) NIPRO GENERAL 26C03K96 02/31 3 2156 64.68
DSYRINGE EMERALD 5ML  BECTON DICKINSON
7 8P (8D) (BD) 5322615 10/30 1 12.00 12.00
a DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26812K44 0131 4 11.25 45.00
DUODERM EXTRA THIN
9 10X10 CM(187955) Convatec GENERAL 5E05979 05/30 1 275,30 275.30
Aculife Health Care
10 DWATER1OMLAMPULE oo/ (oo H 2254574 10/28 4 2.58 10.32
11 E;gii%scmooes Ms GENERAL 12226508G 03128 3 3234 97.02
12 EFIPRES INJ 30MG 1ML NEONLABORATORIES 1231095 01/28 1 45.90 45.90
13 ETS:‘:&'N (OXYTOCIN)INJ oo Laboratories Lid. H 091690 02/28 5 18.90 94.50
14 LOXINJ2 %30 ML Neon Laboratories Ltd ~ H KM144328 11/27 1 33.30 33.30
15 NEEDLE 26 11 2INCH Dispovan GENERAL 01654R 12130 1 3.38 338
16 ONDOKIND INJAMG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 12.72
17 PEDIADRIPSET PLUS ROMSONS G26C020226 02/31 1 311.00 311.00
PREGELLED SURGICAL
18 p{ATESIADULT) Erbee GENERAL 2510302409 10027 1 1,275.00 1,275.00
RAMS CANNULA N4803
19 (NFANT) 20250500 09/30 1 2,953.00 2,953.00
SPINAL NEEDLE 27 G
200 asieE VYGON 2502016 01/30 1 637.03 637.03
Total : 6,121.39 6,441.34

Receiver Name

Printed Time : 07-07-2026 10:52

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

GRACE PAUL RAJAN

Page 1 of 1
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Rainbow" . —
INFORMED CONSENT FOR SURGERY OR Children's ® girthRight
SPECIAL PROCEDURE e e o 1 S e

GUC-00086192 1P18-00036349 \
Patient Name © mrs NVETHIKAP e Gender: OO Male I Female A . .comsmmmmmssummssee:
y 03-12-1008 30YTM4D (F}

UHID NG : ... °% MATRENE et DAl : ..oovverensrrrinneenssanisies
e 1 TITHTIEVEN |
This consent fol  .dutt18 years orolder) orby a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. \

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

e srsmerssensii RO {GRNA......... (pwes.A aren L. COAAMERD). ...
(T s F&l‘.ﬂ.&lpongr ..M&a ......................................
!Nmofmef’ahent)msr\hve,dhka ......

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable aiternative and the refevant risks,
benefits and side effects related to such alternatives, including the possible results of notreceiving care or treatment.

| 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.

............ f.e.edmg.,....?.qfceﬁ‘gm.}.......i(};j.unﬂ..}Q.....A.M(ﬁk'.’t.q.{éf... GMM
Bbqod&rm J T L T e oA
.......... ,é:.ah.y.....admh...f‘.an....&a.....m..m....,.m;z!mbny......dif,shezs.é.....,........

My signature on this form indicates that
1. 1have read 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. |have had achanceto ask my surgeon questions.

4. |have received al the information | desire concerning the operation or procedure and

5. |authorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / PrOCBAUIE: ..........cummrersesissssssmssmssessssssess s e
Consentee : /) Patient Attendant :

Signature : ‘

NBINE | .oooeoeecsnacssnsasaresssnsasssssssssassasssssbsnsssarsssasassssss NAMIB © cvoveeeruesrasenrsssssrarssnsssssssssssssssassasssssssssssssisassss

Date & THTIB ; ovovverrerenrseresssonssassusssssasnssssusensasasananss Relationship with Patient: ...........cecuerumrmmussmmssssmanisiasss
Date & TN : v.vovrrrersenmsssssansssssnsssasssssssnsssssssssssssasens

o Doctor (who Is taking the consent) :

1111111 SRR SIgNatUre : \ j

o O — Name: W-«

Date & THTIE | ..oivuerraneeresssisasisrsnssensssnssessssannsnsanass R

Docu. No. : RCH /FRM / CLINICAL / 027







Ref. No.: F/ HW / CON / ANES / 02

z CONSENT FORM FOR

Rainbow’ | @ pirthRight | GENERAL / REGIONAL
Fozpial " | D222 | ANAESTHESIA / MAC

P48 mu‘}ﬁ”ﬂ

N\

192
Guc-000®® @
s “"’.‘:mu’ a0 Y 7M40
ﬁ,-\!"‘
pr. MAT
|

Patient Name : ...ceeveeeees m\\%ﬁ“\“\{\{\ﬁmﬁ\\“\ ........................................ LY ——

Gender: MO FO - IP \\\ o CONSURANT  cuuurrsaeenreesossusassusssenssssssssssnssenssssaesss
Ward /Bed NO. & voueemuvemssemsssssnssssssassasnsssaes Anaesthesiologist: P{LC ]]13\)@1@4\3

Operative procedure planned : S wmERLENTHM........ mgﬁmSEGﬁ‘ENq’
CF ¢ AQRPA  SENON)

PLEASE READ THIS BEFORE YOU CONSENT FORANAESTHESIA

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

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

[ Heart disease [ Hypertension [ Diabetes mellitus [ Renalfailure
e oy poTAHHU foLp
[ Hepatic disorders 0O Shock £ Multiple organ failure [ Polytrauma/RTA

O Incapacitating COPD D0 OTHBIS S woscsusessssonnostsssssissasstassrassssssssssississsssssssssusinsisssngsseraammmrsrassassaesssasssssis

c;ommemsMPWMwQ,MﬁfMIAJOWWM PorH
[

«  Doctorto documentin medical record also if necessary (Cross-out f notapplicable) da

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors 10 perform upon me | my patient
e the above mentioned operation | Diagnostic | Therapeutic procedures

| authorize and give consent for anaesthesia ( D,Reg{nal / O General Anesthesia /O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and
Complications specific to my individual circumstances, and | have considered them before Consenting for
anesthesia.

CIN : U85110 TG1998 PTC029914 ' / www.rainbowhospitals.in




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

include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactim;s,
headaches.

(™

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

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

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

I'her willadminister the Anaesthesia.
Pregnant: O Yes  [INo
DECLARATION BYTHEANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

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

I'have given the patientan Opportunity to ask questions and | have answered these.

Patient / Patient A :ndant : Witness :
Signature : /\? o - Signature: PB{%’—‘L———'—{
Name : Name :

Relationship with Patient: ...

---- Date & Time :

Date & Time :

Doctor (who is taking the consent) :

Signam......................Q.«.’.f::....g.ea}aé ................
Name : Dy £ Doe Q»«Wa.....
Date & Time : Healnems £.29.9~

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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" Department of Anaesthesiology %%ii?g:ivg:s @ BirthRight
PRE ANAESTHETIC EVALUATION I;lgsgﬁa}!m m::h??xumofs;ﬂ:::

Name: ...... NS .. PUNETILRA o P Age: ..o SEX. i UHIDNO: QLA D

Date: ﬁﬂw TIME: coovrvevrees ST Doy -0 Proposed Operation: .... Exwxgo (."j ARt

Diagnosis: mc’fEP;k\“\IF)‘iwﬁlD}pﬁ{HCi.. LAl &mdﬂ budoe)
gp/CRT: 19s|86 HR: B Weight _96.. ASAPhysicalStatus: O1 #2 03 04 05
m.,-e}..r Han G
Laboratory Data:

Hgb: . fQuDii Glucose: 3’3“1.1%‘2 Protein: ... ’ WeRaY: i

POV: .. Bly Bt 1T R — SR, W ECG: %@ .......

WBC: .. G755 e O, Total Bill: .oooceeesrvveciesiees 2D ECHO: Y e

prate: .88 SHrESS/ANGIO: -

| (8111 (AU RN

PTT: . AIK PROST ocvsseeminsnmmmscinees

INR: ... o AMYIASED L

BEOT/SGPT: ..cocibivsivenss I:mlergies: T 4]

Medical History: ~ CVS: -

RESP : . Diabetes : v

CNS : -

Renal : -

Hepatic / GE : - Physical Activity: MEcE Dy,
. Others e %Mﬁ&(\ Sl Qe f}f

Past Anaesthetic History: Dros ‘ kit L Cos i s
ﬂmw e PD‘ ConSeioms  Smtalo 4 afal b

Airway: MP 1 2@ 4 Mouth Opening: @ Mentohyoid Distance: @ Neckk (o) Teeth )

ngs:  Zpe D

Heat Q. S,C8)

CNS: rESD -

Pregnant:/Ef Yes [JNo OONA Venous Access Site ;@- \ieed SPine Exam for regional : Q_T_}

Anaesthetic Plan: CIMAC g{mmm CIGAETT CILMA

Peri-Operative Plan Explained to the Patient: p’@s o No

CURRENT MEDICATIONS - DOSAGE — | Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours
2/1' URAL<G!hers & Hours
| & Informed Consent: BStandard O High Risk
,4/ Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

SM Dot Mg g —_——

IO U0 DO -1 o a1 2 9 D00 \
Signature: ... \Yo e, Name: . Bk k... S Vhnasa Noa»h\'ﬂn!rﬂsﬁn;ﬁ!nw‘ ........ Sy.... ev&a

930S
Docu. No. : RCH /FRM / CLINICAL / 044
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e S Rainbow"® ® - _— '
Bitert Sa Children’s BirthRigh{
[ Paemsioer ] ANAESTHESIA CHART ~ Ghildren ol
o - Tt takes 2 ot to trest the inte. mw
Pre Induction Assessment:
Change in Patient Condition: -ﬁ' Yes 12{0 ' Fasting Status: f‘ﬂ&w
L Physical Status: atient Identified C3~Consent Present &3 Chart Reviewed
[ _HE: Sel | BP/CRT: gy [ Sp0. %49 e |RR iy e LLast Feed: 5
Pre-OP Diagnosis: ... ¢ 2.8y | ey uea Operation: ... E.W.f,er cen ARG T Date:
Surgeon: .. Ry... Madaanps. yo bopados. Anaesthes:ologlsl '?:Sr AT Eb}la.sh Technician: ..
TIME X 2 ! Fe B I |
—HEIRIC, LM H o e e l I __l___ ] _
—HALO/S0788vn | | | | [ | Antibiotic
& —T I ——
Z B ! r | r r 3 Suppastory
L‘-Emgkl ;,.? Es{{g @ [ [ | |
I : | JF | J‘ | f JI
P Spoelin ey ] GF—1—3
i m:}:ﬁ 7 —— o
: Blood | fie
— e — e
R 4 —HA 1 |
ECe : I o Jl T G
1_ —
Temperaturs = --Eg | | | I o J
Urine Outpud —F | wdo f | ]'_H i U
2L SedH =€ fo O¥ |
.3§ < | [Tew ) ] |
22 |
io 200 I f T B8, ] ] T |
V Systoli e
A Biasln-l: 0 L1 ;
X Mean 200 1 1
* Heart Rate 180 I
11T
e=Tormmenet-co Time 160 |
Tou ST |
140
Thggat Pack Oue 207 a =ttt
D} b & - afrlaenlo 100 }—
TS - 2w o~ I EREEETY T ]
&0 " FEYET.X I
wole by :
20
Mas o
0 ! 1
A40
LAB Values
ms
ey
F/'Equipmem Checked and Temp: Induction Regional:
Functmnar 0O HMmE O Fluid Warmer v O inhat Extremity SOOIV, i i
O CingFilm [ OH Warmer O Peo. ORs Ffm'na! O Epidiral 3 Caudal
(=g Cul‘lSﬁe gﬁJ a~ O Hugger's  [J Cotion Woal 0 o Others: .~k Qe
E Art Site; . O Other (|
BT EKG Leas 0O Mask Pfasrrcn .......
' Tmoy: O Aiway \ DOal [ Nasa Site: ... .G S
[ Temp Site
& 10, Monitor Anaes Start: ... b.. 28, Qo+ Eme  \olat... cm Neodle Size: ... 28 %..... Depth: . Sx0s £ pan_
o it Monitoe OP Start: . a ol OINasal  [Jcutt Parasthesia Erve’s ONo
Pulse Oximeter OP End: .. O Tracheosto Topical Catheter at skin _ e M
B Capnograph Leave DH:- : O g : Drquame&Com a8 fanie. By orctne f
B Ventilator Anaesthesia: O Awake [ Direct Vision Bows: ............. wk
E’ Nerve Stmulator O Ga O Vides Laryngose O Stylette/ Bouge Infusion® ... . . vy
Position: S0+ o ; o M:;:z:d Anaesthesia Care Bli:aldezwnpnt . Hlock Level; “1{ o B gem
B Pressure Poiis Checkea | ¢ Oiffcuty why? \ o Commens: odtne ... =
Line (Size & Location) ' ' ‘\ Transportation to g ot
S c.ml Ocve O Bilat = gs kY ACU Olcu O Other
0 Qint OART. ... O Semi-Closed Circle \ Relexant Reversed  Cl¥es _Shno A
0 Tape = mf Oz O Closeg Circle \
Padding aw N O Other \ Name of the Doctor ... &sz g
Awake OV e, o S|gnatureotmcﬂoclur f&" C/L\(H“L '\J’Y\JM

e
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POST-ANAESTHESIA CARE UNIT RECORD

= y&qa*"’ TimeReceived:..,....,?rr,.'..'..f-j,r!:.’...‘:.f.,.. Time[lischarged:,A.%,.".._L{,s-'.’,.!.-:x..,

IV Cannuia Site & ..cooer o ....... B - W
[ 0, Mask O Nasal Prongs
‘ [ Tracheostomy O T-Pece
[ Oral Airway [ Nasal Airway
Vomiting 0 Yes ZNo QUG s
NG Tube - 0 Yes No
Drain: [ Yes ENo .
" WL Ly
1 Urinary Catheter: [ Yes ﬂ’ No j"‘ ¢ Ca < w &9
ChestTube: O Yes EINO £ ‘L-r:\ ool loowp la toned 16
il Oral ‘EYBS ONo w] na
: Oral Feeds: ... r-bﬁ)oxsq [ A
el W Yo “"7‘
o ¥ _
5 VLl o fgm W 0 ns
1 POST ANAESTHESIA SCORE MINUTES
: (Moiied Aiete Score) IN 30 [ 60 | ouT SCORING INTERPRETATION
- A (5.8 om=lR o
l‘ ﬁ: : "m; mméﬁfmﬂﬁ T«im-u Z i ACTIVITY ) A Minimum Total Score of Bis Required for
| Able to move D sxemities voluntary of on command = o UiSCh arge -
: E‘,’,':qu“.;'fm““”‘““’“" =.?l e 2 ]
| prezthing =1  RESPIRATION
1 L L W _J_____ Exceptions to this, areé 10 be explained in the
BP = 20 of Pre Anacs! =2 i . 1 S
\ B S satee e =2 CRCULATION i \ space below by the Discharging Physician:
B8P = 50 of Pre Anagsinefic leve =0
| | Fulty dwake =2
| hropsatle on cafing —1  CONSCIOUSNESS
l ot respondig =0 =
|1 ::: gusky, blotchy, @undiced, omer =?l COLOR
1 Cm y, @undiced . O :o ‘1’.
I TOTAL \ 0=

AIN ASSESSMENT AND MANAGEMENT FORM

M
P
n ’lﬁﬂvenﬂun slgna[u(e

1'. Pain Tool Used: D NPASS CIFLACC [0 Wong Baker iPs Reassessment Frequency:
fl 1 Every eight hours for all hospitalized patients
£| Anaesthesiologist Name : 2 For p:st su::za; p;tz:lrspiﬁe;tﬂw:r ::2:»: pain. patient with severe pain
:| Anaesthesiologist Signature: . ‘:?;; f:gi:';m':;‘:ﬁm
Hi Date & Time: 4 Within 30-60 minuies alter pann reliel mtervention
|
i PACU Nurse Name : Transferred to Unit by {PACU}:%S /*’ d‘u{ f’L ________________
;J PACU Nurse Signature: Date & Time:___:f_ ______ ( 26 . R 14 O~
Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: i, TITE e Procedure done e SR

CSE /Spinal /Epidural Position: ...~ Space Technique'(LDH/LOS) ..................
Depth: Catheter at Skin: T ) R, SRS pe

Parasthesia:ﬁsmo if yes deftails : ... . Ve,

Solution Cnmposftion:............................ WiSidnges

Any other issues -
) e

Infusion Rate _ ~ Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP | Puise | FHR Comments

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

Discharge /Shifting ordered by
Doctor Signature:
Docfo} Name:

Date and Time :
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CAESAREAN SECTION OPERATIVE NOTES

If there was a dejay give the reasons: . NS ]

Surgeon’s Name: 3-; MaRan q. Date of Delivery: 4 } 26
Assistant Surgeon: 3\ .wu Time of Dallvéry: 6!:26am
Anaesthetist's Name: ‘b?r . C&:H»f Gender of Baby: 80L{
Type of Anaesthesia: <A Weight of Baby: 2 - 55 7 lj
Neonatologist: :DT ) pra&an Na . AGPAR Score; g ho ;Vq )10
LScrub Nurse: Sin Guna.. NICU Admission: CYes &no
Pre-Operative Diagnosis:
O Elective -EJ/Emergency Indicatlon A, m*& P Longza'
Urgency bmd c:auwd
JZ Immediate Threat to fife of woman or fetus J sk
O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff
Decision time: .................. wee Kniefto rectus: ......... 3. MING,..
CT@ Description; .. Mﬂm Pcu‘ﬂolog ¢ad...LOuute. Bmdyﬂ«.&a\ 3

dection | ¢}

Surgical Procedure: - MEtgenty  lowoes Legmen)-  Cenasean

Post Operative Diagnosis: pl >y ’ Pop H o
Peri-Operative Complications: N;)
Amountof Blood Loss: 3¢ ol Blood Transfused (in ML): —

Name and Number of Surgical Specimen serit for examination; \

Dacu. No. : RCH /FRM / CLINICAL / 155

(PT0)




Swap & Instruments count corect? X Yes I No O Post-op Antibiatics Yes ONo
Intra-Operative Antibiotics Cover: OYes CINo 1 Thromboprophylaxis lYes CNo

Post-Operative Notes: NPQ}F&}MM}% R S
B VA (VP 1280 2.

oty Supace. 8 G. LN H—l BT —

% CPan. D U0 B LR T

T Panacekarso)... g 1o “?'"’*)
Uw’m Aupposidery. . M00TL... A1z 0~J
LD X ane.... hmﬁl«* /0,0m

_CBL...Am..bo.... " tamalldees

Examination Findings when Appropriate:
Presentation: p’ﬁephaﬁc ClBreech D OtEr ..o CeIvical Dilatation: I B0 " — cm
5th Palpable: .. STV S o ¢ POSHION: 11vvevveersenseersmssmismsmsssssssismrsisssssssn s
Station: -3 l.'_'l-2 o 1 DO o+1 0O+2 Moulding: CiNone O+ O++ O+++
Caput O+ O++ O+++ . Meconium: CiINone O+ O++ O+++
Bladder Catheterized : £ Yes T No Urine: J2Clear [ Blood Stained
Skin Incision: -1 Pfannensteil O Transverse © Midline " O Other ..
Uterine Incision: 2T Lower Segment O Classical O Inverted T EIJInclslon U+e,~w1¢ 5
Previous Scar: ] Intact O Thinnedout O Ruptured OJ No Scar dehiscence .
Incision Through Placenta: OYes ENo .
Delivery of head: 1 Manual O Forceps Mecomum thained LquoH .
Liquor: O Clear J Meconium: 01 O om O Blood D Offensive O Not Offensive
Delivery of Placenta: C1Manual  JATCCT ... . Complete O Incomplete O Piecemeal
COrd APPEATANCE: Luvesusssesirissssmssmnssnisssses N.ox.oA. al __cord around the neck  C1Yes ONo”
i é loyd nNear

Appearance of placenta: ..... N DX ml ... Cavity explogd Yes [INo
Uterus, tubes and ovarles;yf' Normal O Not Normal Starilizaﬁon. OYes ANo |

[ - ¥ 1
Uterine Closure: \[f One Layer O Two Layers \'Y:r_%g) Suture
Peritoneal Closure:  OJ Pelvic O Abdominal w1 ST a——— L Suture
Sheath Closure: "wcmdl Suture
FatClosuret CiYes &No VIRORESL. - esisssisssassisosssupsssassosn OUWITG
Skin Closure: OSubcuticular O Mattress ! K’mevtj’ Suture
Vagineal Evacuated oYes O No
Drain:  OvYes BNo  DIREMOVEIN .oovvurrimssunsis %i . O Await instructions
Ctheter 2 Yes CINo [1Removein rewed QR0 daYS H 01 Await instructic.is

Doctor Name: Dszwwu‘ Doctor Signature: \’E’i;
De & TIME: coovsvesssssssmssssssimsssmssssassmmasssssssssssssssssssssssssss
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MEDICATION RECONCILIATION FORM

Drug Allergie_ss: Drﬂﬁt 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, qr Ward to ICUs)

Mic U

SBG FIOMS i imresisrisns SHHBAD:

| ! ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, V) FREQUENCY | pateTime | | Suieriva
‘ 1 Ty . SYngp eans R W i ¢, 2%e~|0C (G
ﬁ. LR Coow .
3 '_w.\\ POy po &T Wo way Pl &= b o O ac DDG
4 \.." & o anak _ ( @ wn b V' et | houno- ¢ ooc
.Jw\ : ) (] Sco w'*-&
5 ' Oc Ooe
6 | Oc ©oc
- ' Ooc Ooc
8 X goc 4aoc
o | Oc goc
10 Qoc ooc

* C- Continue, DC - Discontinue

—

MEDICATION HISTORY RECORDED &ERIFIED BY
Doctor Name & SIgnature : ........... gq:;\qS"}fU’»ﬂ‘ ’i" Yro

Date & Time : "”?WEWQ'IW“”

Nurse Name & Signature: :..9‘/41:.9“61*"16" L

T ..a '["5;"5" 'U'?",""
Date & Time : ,.'rl:tfz&@‘aftt"‘f

Docu. No. : RCH /FRM / GENERAL / 090
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Mrs NIVETHIKA p 1800036349 {
03-12-1995 \
a
Dr. MATHANG) : Y? " 30 g '

I Sugeon: k.10 h A .
—— Mﬂ,ﬂmmﬂ,muﬂ Azgegzrgeon Dr. Vf '1' ' Patient Name le,j W AA vl’-#L g—"igge 3 og *Gender : F~ Eﬁ’ﬁ'ﬁ".‘{; @ BirthRight'

Anaesthetist; Do CLLFEL......... | UHDNo.: & 5192 sugery Name: ... Ermer.... (8.6, Hospital Sravsum s
SAFETY CHECKLIST Scrub Nurse : .S/ ... Covirv.so.s...... | Date:.T. 'I ln—ume.......él....i.ip!r'ﬂl.m T ORI TS il

Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:...6 ( 0.0n TIME OUT _Time:...&..1§27. SIGNOUT  Time 7584~
Patient Has Confirmed | Confirm all team members have Nurse Verbaily Confirms with the Team:
Identity gs ONo Introduced themselves by Name and Role-t1Yes DINo The Name of the Procedure Recorded  “TiYes CINo
Site &fes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure £%es ONo Nurse Verhally Confirm Counts are Correct (or Not Applicable) n/ ONo ONA
Consent grfes CNo Correct Patient (Check IDBand)  Eres ONo The Specimen is Labelled (including
Site Marked s ONo ONA Correct Site [@¥es ONo patient name) OVYes BH(E! NA
Anaesthesia Safety Check Completed effes ONo Correct Procedure D¥es ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYES CINo Anticipated Criical Events Problems to be addressed OYes ClNg TINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes [0 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
s S a— it oyl VN | B v 15 OO
Iﬁ;l?biquimeMI Assinge 0¥ CINo Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? OlYes @0 CINA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned mé ONo ONA Been Confirmed? are there Equipment
Blood Units Reserved OYes G ONA issues or any Concerns? -Elfes ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes @80 ONA
within the last 60 minutes? _J2es CNo ONA | | Power Supply, Earthing, Power
and functioning of equipment OYes' ONo

Signature :.. &

Name :...

j“"_ /
Signature 9-//*2%\:< Signature “QN i | ol

NAMe ..o e, CACAY... Ao NAME <o s oee oo,

Doc. No. : RCH/ FRM / CLINICAL / 111
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Mrs NIVETHIKA P
03-12-1995 WY7TM3ID {F)

i

@ oo EEC pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: 7 | 4 ! 26 ) @ 7T TRANSFERREDTO: M| Co
1 |[Patient Identification YES/NO REMARKS
. Patient Identification Patient name, age, UHID/hospital number confirmed /4
b.Surgical procedure & correct site verified \!; 2
2 |Airway & Breathing '
fa.Oxygen delivery (mask/cannula/ventilator) secured No
b.SpO: within safe range LV
c.If ETT: position confirmed, ties secure, cuff inflated | po
3 |Circulation & Hemodynamic Stability
fa.1V lines secured & infusion running correctly IVSM
b.No active uncontrolled bleeding @ /‘q (o]
c.Last vitals recorded before transfer v/ #)
d.Central line hubs are closed i/}j
e.Dressing Intact /ND %

4 | Pain Assessment

fa.Pain score assessed & analgesia given

b.Reassessment done V22
5 | Wound, Dressings & Drains I1,/1')
a.Surgical dressing intact \}“9'
b.All drains fixed, output noted 29
c.Catheter secure & urine output recorded {,;;
d.Splints/casts/traction devices stabilized rl,/»')
6 |Medications Pre & Post-Op Orders bf'“
fa.Medications due time noted v
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ‘q #)
c.Emergency meds given in OT (time & dose documented) yA
7 | Equipment Safety & Transport Preparedness '
a.Oxygen cylinder full & ambu bag at bedside AN
b.Bed/side rails up and brakes applied xe)
c.Special positioning maintained as per surgery ‘l} 9
8 |High-Risk Patient Safety (if applicable) :
a.Chest tube: underwater seal below chest level ‘ N
b.Epidural catheter secure, infusion checked ' ANO
c.Pressure areas protected (heels/elbows) 1y
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED :\,ro
10 [REPORTS AND LABS HANDED OVER | po
11 |BIOPSY/HPE SENT | wo
12 [Documentation
a.Documentation completeness )

Transferring Nurse: J}n CSU{“H”" 21957] I

Receiving Nurse : |

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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Mrs NIVETHIKA P

| "Z

Rambow ) .-
Children’s .'Blrthﬁolsgl;\i
BYRAlNBOW AT

— -
It takes a jo to bre wat th Your Riqr.noosﬂeﬁehm

03-11'1“5 3 ‘” “ 3° ) Date & Time of Admission Date & Time of Transfer Order

"y \\N\\\\\\\\\\\\I\\\\\\\ ol7]2b€ 52| a1 26 0740

Treating Consultant Name Transfer Ordered by Reason for Transfer

JDr Ma‘fﬁwg ', ,_DY'M'O]"""‘ pur{’ﬁ” Mammf.u{—

From Unit To Unit Information to Attendant
oOT e, Yes[ ] No[]

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. | any handed
over to attendant
. & -
/ F | — Yes [} Nef ]
If yes, what ?
r . Medications / Consumables / Surgicals / Hand over

patient & Clinical Records Received by

Sl.No. term Name \ Quantity

1, \

2 \

. |

: | B

; \ |
Shifting Summary / Notes Written by Doctor YesE] No [l

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
ho
\A" | : wWo
| A
(5 l o st\ fo) \,\5 A 0

] N \
J"ﬁﬂ\ow o0

-
Date & Time of Patient Received - \\'\b’f-) '\‘q@

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

[ Unavailable Bed [] Nurse not Available [ Available Bed not ready

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







bas . Mivoffii ke

a | Bpimmow:
WP Bitnent RUUSRE . PATIENT TRANSFER NURSING HANDOVER CHECKLIST

I

Date & Time of Transfer: }/;ﬁr}e LD,Q TRANSFERRED TO : (]
1_|Patient Identification T il YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed V@.Q
b.Surgical procedure & correct site verified (V,(b
2 |Airway & Breathing i
[a.0xygen delivery (mask/cannula/ventilator) secured }\@
b.SpO2 within safe range Bl /)
cIfETT: position confirmed, ties secure, cuff inflated ({\ff)
3 [Circulation & Hemodynamic Stability
a1V lines secured & infusion running correctly Nex
b.No active uncontrolled bleeding ‘\fn
c.Last vitals recorded before transfer V()’,S
d.Central line hubs are closed f\‘m
e.Dressing Intact "'km\i
4 |Pain Assessment (
a.Pain score assessed & analgesia given Ydﬁ
b.Reassessment done \{/jﬂ,g
5 |Wound, Dressings & Drains (
@a.Surgical dressing intact NO
b.All drains fixed, output noted
c.Catheter secure & urine output recorded Vo)
d.Splints/casts/traction devices stabilized \D
6 |Medications Pre & Post-Op Orders ‘
.Medications due time noted Yﬂ A

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

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

7 | Equipment Safety & Transport Preparedness

@.0xygen cylinder full & ambu bag at bedside

S

b.Bed/side rails up and brakes applied

S

c.Special positioning maintained as per surgery

Z
yok

8 | High-Risk Patient Safety (if applicable)

—

a.Chest tube: underwater seal

below chest level

b.Epidural catheter secure, infusion checked

c.Pressure areas protected (heels/elbows)

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED

SRR

10 REPORTS AND LABS HANDED OVER

S

11 BIOPSY/HPE SENT

zZis
(=

12 |Documentation

-.Documentation completeness r~ fa

Transferring Nurse: .

Receiving Nurse :

. T@/}C 0(6 0

Sl Np165N

Signature of Incharge:
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Mrs NIVETHIKA P =
L e wvee I —
Ay RINARY CATHETER BUNDLE CHECK LIST ospll
Date of Insertion: ... '71 I#’ })“‘(’ ...................... Date of Removal: ... . ) e o l VQQ [0
Parameters =
Need for the Catheter XS DN | =iYes TNo | ves o LS CINo | CiYes CINo | [iyes 0 No | CiYes CINo
Hand Hygiene XS CNo | Ci¥es CiNo J¥es CINo %_s [1No " TIYes CINo | CiYes [INo
Usage of Sterile Equipment E I{?S [TNo \}‘P{es LINo | #Yes INo f;;[ Yes [INo LlYes CONo | ClYes [ No
Is the Collection bag below the level of bladder QXQS CINo |_2Yes [INo [JYes [INo E Yes CINo LYes CINo | CiYes [ No
Check the Tube for Obstruction (Free of Kinking DAes CINo |L#T¥es CINo | Cves Cog s o COYes CINo | CYes [INo
Is Catheter dated as policy %s [TNo ﬂﬁs CINo ﬁ{fes [1No _B? LYes CINo | CYes rINo
Collecting bag is been emptied regularly? I_;Yes CNo | tofes [INo | #rves [INo 1Yes [INo “lYes CINo | CiYes [INo
Maintenance of closed system for the catheter es O No | Lr¥es CINo | ¥es (1No [#¥es [1No LYes CINo | ClYes [INo
Dressing clean and dry? ; s [INo | _L#¥es CINo | #T¥es [INo CXes [INo C1Yes [CINo | [lYes [INo
Is the line removed as Policy? [ ; es [INo AYes [INo [J¥es [INo Mfe.s ["TNo LlYes CINo | [Yes No
Performance of Perineal Care Aes [INo jd’(es LINo | #Yes [N %s [ Nb/ _. [iYes [INo | CiYes [INo [1Yes [INo
Onset of New Fever CIYes | —Jgo (1Yes /ﬂlo LYes &0 | [1Yes Z’(o CIYeSNe—CiYes [INo. LlYes [1No
Asses for the leakage at the site of insertion [ ;es LINo | AYes [INo | 1¥es [INo Ef Yes CINo | CiYes 17 No | CiYes rINo [1Yes [INo
Name of the Nurse OO 50}&9_@
Signature of the Nurse _ B % | g; E !1 ‘

Docu. No. : RCH /FRM / CLINICAL /114







1P18-00036349
:l:.c;::ol:rs;::AP ST M4D F) 5 [:% ®
::11::::;!\101 RAJAGOPALAN Eﬁli?d r%‘::’s . Bil‘thRig ht-
R Hospital _ | () s
SSI PREVENTION CHECKLIST
S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
i the procedure. Use clipper if necessary Yob
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) 1 /@
b ‘ ‘ T
3. Antibiotic prophalaxis given within 60mts prior to skin incision Y QA
t' e
4 Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice YCE
[
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
| in combination Ve
6. Maintain normothermia during the surgical procedure  (>36 deg C) /,5,
POSTOPERATIVE
2D . Maintain and monitor blood glucose levels regardless of diabetes status
between 110 and 150 mg/dl
¥ NO
8. Application of incisional negative pressure wound dressing

Docu. No. : RCH/ GDY / FRM / CLINICAL / 322
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Rainbow Children's Hospital - Guindy

: Rai_n bow Door No.157 to 160, Anna Salai, Guindy, Guindy ‘Chennai ,Tamil Nadu, INDIA ,600015.
Children’s =% TEL NO :044-40122444
Hospital ”"R K WEB : https://rainbowhospitals.in
ADMISSION SHEET
. : : (W IAR AR LRI IR RLRY
Registration Details : ! i
Admission No : IP18-00036349 Admit Date : 06-Jul-2026 Admit Time : 01:52 PM UHID : GUC-00085192

Patient Name

Patient Details :

- Mrs NIVETHIKA P

Age :30Y7M3D

Guardian . DHINESH KUMAR P DOB : 03-12-1995

Gender : Female Religion

Occupation Martial Status

Address (H) . F1, GANESH FLATS, ANBU NAGAR, Phone No . 8870904654/ 8148483945
VALASARAVAKKAM Alwar Tirunagar Chennai i .
Tamil Nadu INDIA 600087 E-mail - NIVETHIKA03@GMAIL.COM

= ~..mission Details :

Bed Type @ MICU Bed No :MICU 802 Ward Name : 8F-OT COMPLEX

Room No : MICU 802 Admission Type : First Visit

Contact Details :

Name : DHINESH KUMAR P Relationship  : Husband

Contact Address : F1, GANESH FLATS, ANBU NAGAR, Phone No

VALASARAVAKKAM Alwar Tirunagar Chennai
Tamil Nadu INDIA 600087

Q=

Signature

Doctor Name

Referral Doctor

Co-Consultant

]ﬁctor Details :

- Dr. MATHANGI RAJAGOPALAN

- Dr. Mathangi Rajagopalan

Specialisation

Phone No

. OBSTETRICS AND GYNECOLOGY

| Payment Mode

Payment Details :

: Cash

Deposit Amount

Payor Name

: 7000.00

. SELFPAY

Printed Date / Time : 06/07/2026 13:53

Printed By : 021591

Page 1 of 2







. & 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 WEB : https://rainbowhospitals. in

Birthi

Rainbaw
GEN N T FOR TREA E
Patient Name: Mrs NIVETHIKA P Age : 30Y7m3p
IP No: IP18-00036349 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 802

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
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.

‘I am aware that during the patient care itis inevitable that certain re-useable equipment shall be re-used after sterilization
nd disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting

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, | wil| pay 200/- Rs.

Ejisinivers Signature:...,(..]\j ..... )

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.
S

4 :
Signature of Patient/Relative: =

Name: % r\é.s\{ k\mﬂ/ﬁ P Patient Address:

siationship: Huwsband F1, GANESH FLATS, ANBU NAGAR.
Rolationstiip: 1) VALASARAVAKKAM Alwar Tirunagar
Date: O [67F /202 4 Time: 2400 P Chennai Tamil Nadu INDIA 600087

Wittness Name: v’f@ovrﬂ’““‘
Wittness Signature: =7

Printed Date / Time - 06/07/2026 13:53 Printed By : 021591 Page 2 of 2
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BILLING POLICY.

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, ln\restigations, 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 3,000/~ 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,

v

applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.
IT" the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be

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,

v v Y'Y_)V v A 4 v v

» 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).

P It takes time for cash discharge is a minimum 3-4hrs. and in the case ofinsurance, 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

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

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

/r Patieﬁm

' ge!ﬁ-’}\ttadam Name :

UHID Number :

Goc -0o0&5 195
Relation - J-H,«A«Daﬁ\?f

Name & Signature of Financial Counselor

Self/ Attendant Signature -

Phone Number : OB}‘Q’(-_C_:.—:
524025 Eaa

RCH/GDY/FRM/CLINICA /426







GUC-p0085192 1P18-00036343

Mrs NIVETHIKA P

y 03-12-1895 30 vruan

{ Dr. MATHANGI RAJAGOPA -
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) ADMISSION SHEET FOR OBSTETRICS
Presenting Complaints LMP: 06|10 20 EDD: (2 |0 | 2024,
*Piumadw%f(:&r‘ﬂmc [ I ’s
x Able to pevceie fta) movements wel) Comected EDD: GA: 29 week,
C Abdomina leaks
% No &gstetrtc Formula; PR, DA <Wru'lenstrual istory: Regular : 2T Yes [J No
Gy Py L, 4,
Ob inati Mg - 5] N
ObstetricHostor)' Cn— BBthemical +l:tLﬂricExamn i 7 P2 N
Cry = Giiv , 13%.5 g moothy ) L3Cs , Sm Hesp, Fidal Height: Temn
, Ird® Fe+c..]cﬁsiwss@3t. Nt Jaboua
ge‘;(ﬁ’ Encerdaoae.@ lewk_s(gmm) Ut Activity: PTRelaxed [CIMid  [JMod [ Severe
Present Pregnancy Record: Liuor:  [FAdequate [JOligo  [JPoly
f\ PP, Spontaneaus Cmcephm ASE
: ephalic Breech Others
Benkad 5 Trpprunice] PR | . [ e
NI S Nermal ; m Lows sk (q Hegd iths Bapable: ls
RISK ﬁ%ﬁ)’ﬁ:’a ‘ FHS: Normal O Tachy [Brady [J Absent
(Mgt ”
k. d Giece %‘CQPHCL‘ Per Speculum Examination
12 Sy Draining: O Present  [J Absent  [J Bleeding
Colour of Liquor: (7 Clear [ Meconium [ Blood Stained
Vaginal Eumln? ' |
- 7 Cenvix Long [ Partially effaced [J Effaced
Ibl
Height: ... cm '
Weight:... ~1g qu 0sClosed Dilated
Alergiss:...... N1]....... e Membranes: [ Present  [J Absent
- Offoma O Aomommal
[ ' headt i forma Liquor: . O Clear - [J Meconium [ Blood Stained
General Examination: .
Consciousness:Conacions, Pallor: No Presenting Part: [ Vertex [J Breech [ Others
Icterus: WNo Edema: No Sutton: O-3 02 0100 O+1 0O+2
Temp: Nerena) PR: Pelvis: PP Adequate [ Doubtful
BP: DTR: ‘
cvs: & 5. @ RS Blunvedd
Liver/Spleen: Urine Output;
;o7 DIRGNOSIS -----comeeomommeoooeeoe o {rommmemm e
. G5, Py 4, Lnp. ok |10] 202¢ Gn - 29 weely 5
’ Mle- i) f
| G EDD - 13] o7)an2s ToLA ¢ :
; (-67.le :
q D -tve Rmp ‘ H ;
............................. 5[2: WA\ L.
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Patient Sticker

Family History: Surgical History:
Fadfe v -~ HTNy Lece Xayes Padk
Cevvical encercloge X3 Yanwhak
Medical History: Medication History:
H‘jf”“%*@'\d Sinte Contephion T THYRONORM \2:5Me d
ok Tab - EesAr N 150§ Hl) Db weeks
Plan of Care: Investigations:
cla)r O MM’W CTe- Reackne
— I—
= Aderw SSion

- Pasks prepasation

. Geruae TV Une

2 __T:Ihw Concent ’GS’! ToLAC
Tndu ction c€ Lledoous dome  with

22 F Fey’s interied En—kaoew‘i(.aLLj

ord bule Infladed uwAth Q;gmlot

Adishlled yoadex

Adace

. st Toley’s Ot @ Yypm

- wE FvleLj"‘s expubsion

- JONT. QUPACEF l-ngIv ™6 (MD)

| - e BT houaly
~ cWift o ol

Signature: ﬁ?‘ ...................................

Doctor Name: @lbhw\da,la,kshm}@v_c»iweedw Consuitant Name: ®§q ST
pate & Time: Okl 2 [0 25 ...

Signature: ........ %”’ﬂ oo

Date & Time: .2\ \ge2 b ...
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CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Calls .

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

212\ 2k .

Umnecls

— Mo o

Culture and Sansitiytties $aasavase

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

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

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

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

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

&=

Radiology: ~ USG: Spon Cx -3 -T0em (i) ile)
X-Ray : cephalic we -5 ile
ECHO: flacenta - Posterr oy AL - 2y.]€
cr: Hauer - Nevmal eep- Alile
MRI Spp- L2 EFw- DS RY Grams (244.] )§‘

AT -\ 4y

Others (ECG, Contrast Studies etc.,)
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MEDICATION REGONG\LIATlON FORM
DG ABIGIBS: \DzNot/known any Drug Allergies

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

Shifting From: T . i =

oN
MEDICATION NAME DOSE ROUTE LAST DOSE
F-“"\ (GENERIC NAME CAPITAL LETTERS) | (mg, ) o, | FOERUSREY | Due i Tme ot

1 \ T TRYRoNORM \2:% ©o on mh
2 oc ooc
3 oc 00e
gl Oc 0Ooc
5 ¢ Ooe
6 Q¢ COoe
7 Oc Ooc
8 gc Ooc

1 '
il R I W

* C- Continue, DC Discontinue
MED“:N“QH HISTORY RECORDED / VERIFIED BY @f

Doctor Name & Signature : SR Shreedent.... sl

Date & Time : ... {0'1 l Rw.1....

Nurse Name & Signature: .... q?n@(m (&f(m\cj\tOW

Date & Time : EQI?\—QM@ B P
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MEDICATION RECONCILIATION FORM

DG AUBIGIBS: s
Medication Reconciliation will be done at the time 0

] Not known any Drug Allergies

{ admission and also whenever there is change

in the treating team or ghifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SHIFtiNG FIOM: wuvunriseussssssanssisseseess

Shifted to:

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
i;-“" (GENERIC NAME CAPITAL LETTERS) \ (mg, meg) | (PO, NG, SC, V) FREQUENCY | pate / Time ﬂm‘nﬂ::

(=}
—

-~

N |

MEDICATION HISTORY RECORDED / VERIFIED BY

* ¢- Continue, DC - Discontinue

Doctor Name & Signature :

Date & Time :

Nurse Name & Signature:

Date & Time :
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Not known any Drug Allergies
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Drug Lot il
Medication Bacnncm 0
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Date & Time : 0']\0119—0%,”

Nurse Name & Signature: 35‘ s )9k QN oFL
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A Hospital
DRUG CHART

Date of Admission: ..., \';jr\qﬁa Drug Allergies: .

FOR THE SAFETY OF THE PATIENT

} Signature

GENERAL
DOCTOR

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 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 J through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet foider.

. 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.

AT} W(wnany Drug Allergies

SOS / PRN (As Required Medication)

’ Date

Dose

Route | Frequency [Start Datg|

v

Doctor's Signature- | Valid Period| Pharm.

: | Additional Instructions:
DRUG : Dats
Dose | Route |Frequency |Start Datj ’

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

ok

Date}
Tige

Dose

Route | Frequency [Start D

Doctor's Signature | Valid Period| Pharm.

|Additional Instructions:
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naus: T TRy RoneRAN ?i?rt\:”!lq o\
Dose Route | Frequency |Start Date &f&%‘ ‘Sj ¢
boodg PO | 1o l)au]  [A% [ Reel ]
Name & Signature of the Dggtor ”
Starting the Drugs:
g2\
Additional Instructions:
Daily Doctor's Endorsement by a Sign
D
DRUG : T3, $U PALEF 2o k) U
Dose Route | Frequency |Start Date| Q:gm s N~ S —
1'5g | Iv =1~ (bl 1oy o i o 4
Name & Signature of the Doctor ks \
Starting the Drugs: g ﬁg \ ™
gt tH || bk X o2
Additional Instructions: P 1o
e V1D \ .
o
Daily Doctor’s Endorsement by a Sign | L
bRUG: ¢ - PAN D patef, Vel
Dose | Route |Frequency [Start Datefy 0 ~~ 5P |20 |
hos | Prp [1-0 1 3 AR
Name -& Signature of the Doctor
Starting the Drugs;
)a
Additional Instructions: N\ g —
Daily Doctor's Endorsement by a Sign
DRUG: T-PARACETAMD | D',“t’ "y X
Dose | Route |Frequency |Start Datel12onl Eﬂ{, 91
9 Pro [ 19| FF MIKiE
Name & Signature of the Doctor >
Starting the Drugs: 7"'”‘ /gé %{’—
2m3s ‘S«
Additional Instructions: ) 29,1" )
\
b praba M gf
Daily Doctor's Endorsementbya Sign | ' | |
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Sheet No: ............. REGULAR PRESCRIPT'ONS Weight .....coccoeeee. WA cocviiniiiiisinns
DRUG: JLCTIN SLPPOS) TORY pate 1H g\’XJg\"(
Dose | Route |Frequency |Start Dt. y 4 %J/vpp,
\omee) pr |- [1H) b
Name & Signature of thgPoctor
Starting the Drugs:
Additional Instructions: ap op |-
L,
Ao (At
Daily Doctor’s Endorsement by a Sign
DRUG: TNg. (Lexane  adqhCp\?
Dose | Route |Frequency |Start Dt.|op A
Y fpc |o-o-) 1h) AU
Name & Signature of the Doctor -
Starting the Drugs:
B el
Additional Instructions: s
Daily Dlelor's Endorsement by a Sign
| bRUG: T CEFTLM PR\ 4
: | Dose | Route |Frequency |Start Dt.|SAm > lrp-
po [t (8]l ¢
Name & Signature of the Do
Starting the Drugs: -
o e
Additional Instructions:
1"2—4
Daily Doctor's Endorsement by a Sign
DRUG: T- FLAGYL DAY 3\, A
Dose | Route |Frequency |Start Dt. BAm ™ P
boorg| PO | -1 9}—1@4 B
Name & Signature of the r v :
Starting the Drugs: o
g1 =
Additional Instructions:
N
Daily Doctor’s Endorsement by a Sign
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REGULAR PRESCRIPTIONS wegn. v

DRUG : ﬁ

-

]

Dose Route Frequency | Start Dt.

Name & Signature of the Doctor

Starﬁng 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:

- Additiohal instructions:

Daily Doctor’s Endorsement by a Sign
%
DRUG :

Date

Dose | Route Frequency | Start D,

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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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Dose Dose
DRUG :
Dr. Sign. O, Sign.
Route Start Date o Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
Name & Signature of the Doctor oo Doss Dose Dase
- Dr. Sign. Dr. Sign. Dx Sign. De. Sign
' : | Additional Instructions: Oose Gose - —
| el Dr. Sign. b Sign. D g
- Date
| VARIABLE DOSE Tige. o = . res
| - DRUG : - - = oo
]. A....--\.n?_ . Dr. Sign. Or Sion. Dr. Sign. Dr. Sign.
' o | Route Start Date Ouet Doss Bae =
g e Sign. o Son. o Sn oS,
% | Name & Signature of the Doctor Dose Dose Do —
Dr. Sign. De. Sign. Dr. Sign. De. Sign.
: Additional Instructions: Dose Dose Dose Doed
Dr. Sign. Dr. Sign. Dx Sign. D Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication me Route Niises
E \‘k} 2PN INY. SLPACEF o'l m) R2 52211 g?)g_
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[ Date Time Compasition of ' ** ™id Route oW R Doctor | Nurse | Dateof | Doctor | Nurse
(I inusion, mention i /hr = hic/ky/min, etc) ® | mihr | sign | Sign |Stopping| Sign Sign
}-
\ | %
A 6"“ | g0t | \' 05
A h\\ oW v )_/ A - A
o J
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Early Warning Observation Score Chart - Obstetrics

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

Date
S~
,6';51—%1(3 Time | 8 | 9 [10[1af12] 123 ) a|sf6e) 7)o (foyu()1|2|3/a)s|6]|7
30
RESP g
{write rate in
corresp. box) 11-20 | )
0-10
. 94 - 100 %
Saturations < 94%
Administered 0, (L/min.)
40
39
(.E—D' 38
37 e
g= ET e | -y e
35 \
g < 35
= 170
T
B
=1
=
Q)
"
190
180
170
160
L
G 150
g 140 / Ao
@ 134 S LORL v
T 8 A20 A\ Le) e Al ‘oo
o /110 ' 5 Ty /1Y L
) @ < 100 \ “\ \
n 4 50 '
R o 80
70
60
50
L 130
5 120
g; 110
n 100
o 50 ]
o
l 2 80 i \J
=5 70 » s X A 72
4] 60 Y2 0 % A p £l
s 50 / il
L]
40
NEURO Alert I 0 I 1 S I kel o b Bt Jet | | | | | 7 ]|
RESPONSE Molce
(v Pain
Unresponsive
URINE > 30
mis [ hour <30
Proteinuria protein t >
frY Protein > + +
i Normal = s
Lochia Heavy / Foul
Lo |_Clear / Pink | | | | | | |i| | |,..__| V| ‘ i‘ |i | | | | | | |
Green
TOTAL YELLOW SCORES © = Q 9 )
TOTAL ORANGE SCORES _ - o | 72| ® o
Nurse Initial vV )| : NIZE D -
/ — ¥ -
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Early Warning Observation Score Chart - Obstetrics

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

/Il"\?’i’ TDi:Z(é)B@@ﬁi}l23'?557(391011@}123 HE

> 30

21-30
write rate in —y
{ T -

corresp. box) 11-20
0-10

94 - 100 % 2
<94 %
Administered 0, (L/min.) T~

40
39
38
37 il N &= M- =
36 ® *‘-‘1
35 - x
< 35
O 170
160
150
140
130

120
110

100
90 A & qu* L \ P i
80 W] ] @

70
60
50
40

190
180
170
160
150 |
140
130
120
110 4
100
90

” =
g 70
T 60

| 50

130

120

110

100

90 |
- ST AN :
70 5 N 4 o | L ra

COM B S P 3 X i 51 : £
S
40

NEURO Alert e T-17 1./ [T [ || [ TF T ¥, [T T v1= 1 ]

RESPONSE Voke
[ "(] | Pain
| Unresponsive

RESP

Saturations

3 dwap

aley 1eay

S 1 y O
1@ tt Py X ¢ T e

—=i/'o

—>
anssaid poojg 21jo1shs

-
ainssaig poojg dijoiseiq

URIwE _ >30
mis / hour <30

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul
| Clear / Pink |, —
Green
TOTAL YELLOW SCORES =
TOTAL ORANGE SCORES ? '

Nurse Initial i

Lochia

Liquor

a9

b
~ Y d
o
S
o

o

(>4
—
1
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

9}0 Date &
‘b\(}a Time [[(8) o [10[11f12)1 |23 [ s|6[7(8Psfw[uli|2]3(4)s[6]>

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

40

39

38

37 2 4

36 . “

a5 y y 11
< 35

. 170

160
150
140

130
120

RESP
(write rate in
corresp. box)

Saturations

2,dwa]

aweyeay
8|8l5
S

2

01

A
!!f Aj\ RSN 2

e
anssaig poojg ok
S
NE=)
_\
o
A

130
120
110
100
90
80 7y
70
60 \
50
40

NEURO Alert

RESPONSE Voice
[ ‘/] Pain
Unresponsive

URINE > 30
mis / hour <30

A
&
(S
T
<7
(

‘._
2.nssald poojg NjoIseIq
D
a

Protein + +
Protein > + +

Normal
Heavy / Foul
Clear / Pink

Green

Proteinuria

Lochia

Liquor

© o

TOTAL YELLOW SCORES 2 > 2] = o
TOTAL ORANGE SCORES oL+ i o 7
Nurse Initial i Tl o i
ey
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( FLUID CHART )

1. All measurements in ml,
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

t .o
o TV

Intake

Qutput

Nature
Date Time of Fluid

Route

Vomit | Drainage | Urine

LV

08:00 am

I~

09:00 am_

o

10:00 am

11:00:am

12:00 pm

-

01:00 pm

\.\

Total Intake :

Total Output : > _~

0200pm| AL

0300 pm |4 3

04:00 pm

05:00pm | (454 | ¢

06:00 pm | -

| o:00am |

06:00 am }ﬁ-,

Total Intake : (os Total Output: QSR ¢ [4Me
»08:00 pm =
09:00 pm Bde) [ &
10:00 pm |10y
1:00pm | fHy0) oot
12:00 am
| 01:00 am 15D
Total Intake : )»[S?JN- Total Outpui: - ‘t;oo
02:00am [} 9. Mo
! 03:00am | :
! 04:00am | Pz AoD
! 05:00am | 040

| Total Intake : Wy, \

Total Output : %@m\

Total 24 hrs. Intake

Total 24 hrs. Output
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1. All measurements in ml.

1

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

" D0
/"\f\ i % Intake Output v Site
Date | Time 0’}'.“}},'{,% Route NG | Diarrhoea | Vomit |Drainage | Urine T%f??,ﬁ: ﬁ.?,;';'
| Mouth | v | NG /
08:00 am 'ﬁ-‘:,m { [oornl & =
03:00 am 19%) M | 0 [bwr
10:00 am |, ) ™ x| b | b
100am HC e\ [ Vol yo™| O :
12:00 pm | 26 flom\| O | A
01:00 pm 12 $m) Fom| | © L
Totalitake: ) Sy L e ve] Total Output: 2\ X
200pm | ¢, Vool [195] I5m/| ©
03:00 prm s oo 0 .
0400 | tyet | loml] ) ml| 0 ||
05:00pm | <catee] (oed | YOS sl ©
06:00 pm |1\ ~ m_}&qJ 1S &
07:00pm [y ~ <[ N 1 08 Uk pOml| © LW —
Totalintake : B el . e A Total Output: 5% 51y}
08:00 pm D et | (&N
09:00 pm :”’)/0 0D 5 0 LA
1000m dl20 [D10n] el g [P
11:00 pm
20 Moo | lonwd : O [l
01:00 am )
Total Intake : [0y | Total Output: - SO0 1y
02:00 am Yived (4o A
[ 03:00am |\ e [9DOWS
| 04:00am | ] CENAN i
| 05:00 am L [ 1
06:00am (11 & \peyyw | [ B 20N
07:00am | 3 L] L
Total Intake : -3)ogmi°'," 1. S Total Output: AOO v\ 4 | Jyw

Total 24 hrs. Intake 306 (Rl ] ‘- ‘ i
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1. All measurements in ml.
2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

S\ R Intake Output e
Date | Time gﬁ:}% Route NG | Diarthosa | Vomit |Drainage | Urine "g';?am‘ﬁ'? ﬁ&?,:a'
] { Mouth | 1V | Ng
08:00am |, )q,,.,! 1 M‘i
03:00 am_
1000am [+ Deom) © *LB
11:00am \ /
12:00p e = way,
01:00 pm Heo m,i' "
TotalIntake: ~ Loong | Total Output: O Tyt
02:00 pm v
03:00 pm ?rfi)d) _m"!f N | M
04:00 pm 5
05:00 pm iedl L] O
0600pm (Hopm | revm il W 5
07:00pm | 1} 5 L& 50T " U ;
Total Intake : w1 Total Qutput: O ;370 &
+08:00 pm | N M ® D
09:00pm | N b
10:00 pm | WL | 9pgemt ©
11:00 pm o %_
1200am | Wa o, [ lanonAl O
01:00 am @
Total Intake : ovA L - Total Output: ) \ mreA .
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LABOUR AND DELIVERY NURSING ASSESSMENT

¥ X
Date of Admission: ... {c:\.:(»k%

Primary Language: [ Telugu Oengish  Oiind _BrGhers i)
Do you require an interpreter? [ Yes D.N?
Source of Information: O Family [ Others

Personal belonging if any. DOJewelry CINoseRing [lBangles [JAnkiets [IFingerRing  [JBracelets

Baseline Information
AdvissonFrom: ~ CER  J0PD 0 Admisson Desk (0 Q#rs: specty ... AR ...

------

handedoverto................. o A . e e P R

If yes , ide

Allergies: [JYes QN07 OMedications O Blood Transfusion O Food B0 s
. .

Chief COMPIBINES: ..............connevcsuceumsassmsssssmmstessaasesssmsssnssaensmsenmmnmemmmmmennnness D0CtOF Notified 0n Admissien: |

Time Notifled: ....... oo YY) oo ivnineeresisiassssansnses

Past Medical History: Obtained Frmn,EI}Patlent O Family Member [0 Medical Record [ Other (specify) .......urv.s

Past Medical History / Past Surgical History Previous Hospital Admission

w‘”ffj Ly | Nk(’l

Blood Group: D*M ............... LMP: &:“’h%n L2812 Gestational age during admission: .3, {ua s,
T s, PO, | | (1 I N A S
Obstetric History: G 9, s T O Y e — Previous LSCS ..-fas,.
Height:... LEY— wBiqm“.-gsC@M! s :
Temp: . Q@R MRS AR o (t0fZe.  50,..000......
High Risk Factors: (Please select by ticking (v ) the box as appllcahle) ' ,
&7 Hpothyroidism _ O Rhincompatibilty O Fertilty Treatment

O Hﬁaarthyroidism A~ D -Previous LSCS O Preterm Labour

O Hypertension a h?aslaﬁonal Hypertension 0 Others: (Specify)

O Diabetes [0 Bad Obstetric History

O Anemia {_&1] Obesity (BMI)

' Twins / Muttiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139
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Patient Sticker

Family History: O3 No Abnormalities Detected

O] Heart Disease _/D/Xpertenslon [ Diabetes [J Stroke [ Seizures [ Kidney disease
[0 Liver disease :

Pain Assessment: Pll@/.gv‘fes CONo  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [3¥es OINo  Score.....[©..... u completeuwmse Fall Risk Assessment Sheet)

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

O Mobilty problem [ Walking Problem ,m«?‘bmnnamy Detected
O Developmental Delay [ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
eight [ Poor Appetite > 3 Days ' 1 Needs Therapeutic Diet. = -
£ Undek Weight O Diabetes Mellitus O No Abnormality Detected -
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
DC%\& Cooperative ~ [J Restless [0 Depressed O Agitated O Confused
DI OhGS \.....ccoveeeersurerssarassrensssssssssessssssssasssssssssassssssssssnssmassnssssssssssnssassssassissssssssssosssisssass

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status:  OSingle . Siafied O] Divorced 01 Widow

2. Special Habits:  Smoker: [ Yes guq Alcohol Abuse: ElYas)a’\ Drug Abuse: DYw

Social History: Lives With ....... 4} T o g P 1) R NRRUURNS MR OO SUSRSNECI VIO SRR e

Orientation has been given regarding the following aspects:

Call Bell in Reach -.,Eﬂs 0 No Waste Disposal Explained: _EWes CINo -
Infusion Pump:  E3Ye} OINo nd hygiene Explained: . —O%s O No O Others
Above information given to ... ('br‘:q\ - -
Name of Person Orlentation was given to m‘Y&a ............ \\\d@,"&.

Orientation NOt GIVEN REASON: ........vvveereessssssssssssermen

Nurse Signature: . i.é.\ “\(}WW

Nurse Name: ...........t\&
Date & Time: ............{o.XEXY

--------------------
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"OBSTETRIC TRIAGE ASSESSMENT FORM
&:'H—&lw Time of Arrival: CQ'P"'“ Time Seen by Nurse: D—LDQV\/-,

1) Level of Consciousness: ious O Semi-Conscious U UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

0 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
U Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement /Eﬁtmer Reason: ....J0ARC ...
o ) VitalSigns: Temperature: "’?EP/ puise: £k fiomp: cﬁ}bgfmsw L JEp#... BP: !cr-{ﬁDWe;gnt 77‘6 —ﬁﬂ

4) Gestational Criteria:

Gravida: G 2 P L L l A ]
LMP; . b I 1 Q EDD: 1%@&% ............. Gestational Age: 3? w.l4....
Uterine Contraction 0O Yes })lo O NA | Onset Time Frequency:
Membrane Rupture O Yes DA% | ONA | Onset Time Fluid Color:
Vagmal bleedlnn | O Yes DAB | ONA | Onset Time Amount:
It Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes L2No 0O NA Pain Abdomen / Vomiting
Good fetal Movement | cx¥gs | ONo | ona | IFNo specify:
m '
' 5) Pain Screening: Numerical Pain Scale (NPS)
Attt
‘)0/ l 1 2 4 5 6 7 8 9 10 |
No Pain Worst
4 possible pain
©® Location:
S JREE T r ..................................................................................
© Duration: ...........occeureerers . AL ... Days / Weeks/ Months (Strike out which is not
| applicable)
® Character: [/
............................. 5 1 1 S
© Frequency: /
® |Interventions: ................."\.
6) Past History:
a)  Surgeries: ............ E’F\QU ....... U’;(ﬂj ..............................................................

b)  Medical: ................... l‘f‘ﬁpﬁ%w‘
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)




Patiern Sticker

7) Alergy:  OYes MHYes
8) Current Medications: [ Prenatal Vitamin 0 None /J:H{thars ‘t WW

9) Prenatal Medical History:

O None [ Gestational Diabetes
O Chronic Hypertension O Low placenta

O Gestational Hypertension o Ofers if yes, specify W«o{aﬂ
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

O Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
}/thuom IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

OBCU Obstetrical Triage Acuity Scale (OTAS)

OTAS Level 1 Level 2 Level 3 Level 4 Level 5
(Resuscitative) (Emergent) {Urgent) (Less Urgent) (Non Urgent)
(Rmiu:clﬂl:ﬂﬂ) Immediate < 15 minutes <30 minutes < 60 minutes A l{?ﬂﬁn}
Re-Assessment Coummds vk Every 15 Minutes Every 15 Minutes Every 30 Minulss Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Early Labou/ | Discomforts of
Labour / Fluld imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
wesks
Mild hypertension
sion > 160/110
Mypertension | Selzure activty o o eadache, vl T
dstmance, RUQpain | STC0TC signs
Atypical FHR tracing,
Abnormal FHR tracing abnormal dopplers
Fetal Assessment | Non-Fetal Movement | isaased fetal movement
@Acute onsite severe oMajor trauma @Abdominal/back pain o0ngoing assessment | ®Anything that does not
Others abdominal pain OStorinoss of breath | greater than expected in | from out patient ciic | seem o posa threat to
oAltered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Flank pain / hematuria | work) oCervical ripening
oCord prolapse @Nausea /vomiting and ""f @Minor trauma (minor | @Out patient placenta
o Severe respiratory diarrhea with suspected previa protacols
distress dehydration o and /o @Pre-booked vists (i AN
@Suspected sepsis diarrhea and
. @Signs of infection (ie injections, NST
dysuria ,cough, fever, ®Assessment for version
chills) ®Rashes
Time seen by Doctor: ............ Q\% ...............

. Nurse Signature: .. Q?p\ .
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY %’}:%yo

Date....... f@

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 J
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
Fainily history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obegsity o\ Tor2
Parity = 3 i
Smoker 1
Gréss varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*" weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHQS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1

Totdl O\

Signature of the Nurse

And
SOV G

Action Plan

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




——

RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

v 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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3)  Alleast every 2 hours for the first 24 hours
¢} Prior to pain pain-relieving infervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d) mm-mmmmmm
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" MATHANG o 0¥ 7 " i - Rainbow* e
ﬂ/ﬂ/ﬂﬂ/ﬁﬁmﬁimﬂ ’ :J ﬁhli;‘dirt{li's 4 BirthRight
BY RAINDOW HOSPITALS
I PAIN ASSESSMENT FORM o, | @z
Date Time !Pa{i;,::;m Location Duration Acuity Characier m %M“ Intervention Sign
1 —
O Continuous | OJ Acute O Sharp O Dl 03 Increasing ‘/ﬂﬂe e ‘\
SQ\QXX\'OW‘\ O r\ut O Intermittent | O Chronic | 0 Aching [ Buming | ) Decreasing| 0 No i Tpote,
O Continuous | 01 Acute OShap O0ul | O increasing | CLves— | po(l— ey
LA«‘\M T pw olio | NY“| 0 memiten | O ctoni | D) Aching 3 Bumning | [J Decreasing | 01 No oL
L] 1] —~]
O Continuous | ClAests™ | OSap CITW | O lcreasing | & ﬁﬂ&ﬁ&/&
#‘ l&bg _@_ﬂm @[/{U M Dmﬁ: CiChronic | CJAching [ Buming | (1Decteasing | [J No B AT %
(02 [ O contiyous | Dacte | Dt odr n-m 0¥ | Coredopeblel
c—[t*ﬂ:p{j [i{%#yw ?J lo "ﬁéhjgnllﬂf O ittent | CJ Chronic O#ching [ Buming | O O No Tren | )
O Continuous | [Hacule O Sharp [ Dull Crincreasing | [3Yes Cak !@fﬂﬁ
.\Pr\'vb ﬂm\ W M"“. Dl dotermittent | O Chronic | ClAching 3 Buming | [ Decreasing | CINo Doty 46 *S’r}%
Eisrgyk.LJ O Continuous | €T Acute OShap O Dull [Hnereasing | [Yes ' ) -
‘3—]#% ﬁ?w r{(o SRLSLJ O intermittent ;J/Ctmnic Wu;:;mo O Decreasing [ 0 No 788 Jio Cé_v_?’:ﬁ
- ot | O Continuous Acute 0 Sharp O Increasing | [0f6s 0 Dbl
alyby |80 (A (TR | o ermitent | b e D) Aching (1 Buming | [ Dcreasing | CINo ity | ferstmesd
VFT | O Contiwows | prhewe  [OSaP Oput | O ereasing | Do | ekl |,
2 s A0k /1o | 5)) | O temitent | OChvonic | 0 Acting 0 Buming | CrDecreasing | [ No poyH o Qi%mu
fore, | O Contiwous [ Sricde | 0 Shap O Increasing | [1Yes— Ao <
tio L"'Li; X . '
é&\% \Eelags , Sy Dlatermmitent | O Chronic | ([ Aching 1 Burning O Degseasting | O No IC’W 61%:
| O Continuous | [J Acute 0O Sharp O Dull O Increasing | O Yes P S o
EP?J%HP’“ 1o g‘”’;‘\‘f O Intermitent | O Chvonie | £ Aching [ Buming | O Decreasing | [ No thoraas] %ﬁim‘ .
R'E“"?;mu hospitaized patients. | '
1. Every a8

(PTO)
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FLACC PAIN ASSESSMENT SCALE (1 Month o T Years)
SCORING ‘a|
CATEGORY —
] 1 2
; QOccasional Grimace or Frown, Frequent to constant frown,
J Face No Particutar expression of smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restiess, tensé Kicking. or legs brawn up
) Layi ietly normal ; irming shifting back and |
P T L b [
s it . ) Moans of whimpers occasional Crying steadiy, screams of S0bs.
of A
—ttt } i i i E—'fu Cry No Cry {Awake or 3sieep) syt by
L] 1 ? 3 4 5 :
e Pusst Pai Reassured by occasional ouching. - .
Consolabiity Conte. 1, relaxed htw'%:‘ being talked 10, Difficult to console or comfort
i mnm.mﬁummmmqwm«m
——  Sedstien Hormad i Pain / Agitation
Criteria
m-lwmjum'l\'nn 2 -1 L 1 2
' | cryimg No Coy with pankd | Moans orcres | Apprapriate crying Not rtatl of i & High-piched or sient-
Irvitahility stimul minimally with painful| irritabie Irtervals consolable | contimuous €1y
. 2 1 1 P vl ' simufi i : Inconsolable
o Hurt WartsUige Bl Hurts LItk More fwabon  MwmWiosist  HaEWos! | Behavier State | Noarousal o any Avouses rinimally 10 | Approprisie for Restess, squirming | Arching, kicking constantly awake
stimull st " | gestational age uraens frequently «
No spontaneous Littie sportangous Aouses minimally / no
movement movement (not sedated)
Facial Wouth fs lax Minimal expression | Relaxed Apprepriate Any pain Sxpression | Any pain expression
Expression | Ko expression weith stmuli - Infermrattent continual
frremiies | No grasp refiex Viesk gasprefiex | Relaxed hands and | ladermied Continual clenched
Tane Faccid ione decreased muscie | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay
' . Bodylsnottense | Body ks lense
Vial Signs HR | No variabilty with | Less than 10% Within bassine or | Increase 10-20% increase greater than 20% from
RR,BR.$20, | stmuii varkabiity from norma for fombassine | basefine, 520, less thanor
Hypoveritiation or | beseline with stimui gestational age S30, 76-85% with o 75% with stimulation -
X - apnea stimutation - quick slow recovery Out of sync or
i recovery fighting ventitator
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Rainbow®
Children s

@ BirthRight

Your Fight to-» Safw Dyl
bate:] o |1 (5[0 ﬁfrf“?z;;ﬁ
Tme: b | Kok W | F
1. Completely immaobile: 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 Iin
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \I \,1 /}
without assistance. to completely turn self independently. independently.
2. Chairfast ; 3. Walks occaslonally: 4. All patlents 100 young to ambulate; I
“Activity . Ability to walk severely limited or Walks occasionally during day, but for OR wulks
of physi:a’:eagiei\lf;fﬁ é&:mo.bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every )
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, 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 limit
Sensory Perception 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

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

sensory impairment that limits the
ahility to feel pain or discomfort over

half of body.

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

discomfort.

Moisture Degres

1. Constantly moist:
Skin is kept moist aimost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occoslonoily molst:
Skin is occasionally moist, requiring

4. Raraly molsi:
Skin is usually dry, routine diaper

skil:?s“::;:se d by perspira_tlnn. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
S5 et Dampness is detected every time 8 hours. every 24 hours. L{ \’ fr
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
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 aimost constant assistance in moving. Complete 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 sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices, Maintains relative good pasition]  during move. Maintains good position L,’
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 liguids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals.| maost 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 q
food intake pattern than halt of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals, \-1 A
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ; :
““;;y:::a";;“ & | <40inanewbomn) or the patient be < 95%; hemoglabin may be be < 95%; hemoglobin may be i, S5un choeiker.
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/d; capillary refill may be > 2 IUITAl gl Copivary Te (—/ A
position changes, > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 saconds.

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 |

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

Not at Risk: 19-23

TOTAL SCORE

2

93

Evaluator's Name

R
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mability, consider occupation therapy referral for advice
® Regular Turning Schedule : )
| © Enable as much activity as possible High density foam mattress
15-18 At Risk o Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Aternating pressure mattress overla
® Manage moisture, friction and shear ap y
© Advance to a higher 1evel)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 reqular 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 matress
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 matress overlay
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. [ Date ,!EE k)
. Time : N ] M (= i
| 1. completety immobile: 2. Very limited: [ 3. slightly limited: 4, No limitations:
bil Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in L1
Mability in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4 Lf Lf
without assistance. to completely turn self independentiy. independently.
2. Chairfast : 3. Vialks occoslonally: 4. All patients too young to ambulate;
: L Ability to walk severely limited or Walks occasionally during day, but for OR wulks :
STy Tre Oapres i E/or e poannol bear own Weight | very short distances, with or without | Walks outsid the ream t feasttwice a 2 % 5
of ﬂ"".‘“ 4 il b and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least onca Every s -
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 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 na sensory deficit that would limit "7
Sensory Perception diminished level of consciousness or maaning or rastisssness; OR, has orneed to be turned; OR, has some ability to feel or communicate pain or !1 H
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. (-‘
pain over most of the body surfacs. ability to feel pain or discomfort aver ta feel pain, or discomfort in one or
haif of body. | two extremities.
i Moisture Degree 1. Constantly molst: 2. Very molst: 3. Occoslonally molist: 4. Rorely moist:
o 8 :hichg Skin s kept moist almost constantly |  Skin is often, but not always, moist. Skin s occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, atg. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
¥ mok s‘r’ure Dampniess is detected every time 8 hours, avery 24 hours. ci L‘f L1
patient is moved or turned. S
| FRICTION-SHEAR 1. Significan? problem: 2. Problem: 3. Potentlol prablem: 4. No opparent problem:

Friction . Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adfacent bony
surface slide across
ong another

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

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

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

Able to completely Iift 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

1. Very Poor:

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

2. inodequate:

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

3. Adequate:

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

4. Excelient:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
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 products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not requira supplementation.
per day. Takes fluids pooriy. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: “E §
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellen
Tissou;;:::;as;ﬁn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be """?;’_MM' :"{‘_"“ sﬂ“”mu Z‘ C/’ L’
does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/dr; capillary refill may be > 95%; normal hgb; capilary C]
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal, <2 seconds.

Severe Risk :lessthan 9 |  High Risk - 10-12 | Moderate Risk : 13-14

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

| Mild Risk: 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




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 maliress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces '
® Manage moisture, friction and shear Alternating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients :
13-14 Moderate Risk 5 -y ol 1 ] Gel pads for high-risk areas
@ iti i lat i i
osition patient at 30 degree eral incline using foam wedges Aternating pressure matlress ove dlay
@ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
@ Make small shifts in their position frequently Alternating pressure mattress overiay
@ Use same protocol as for “High Risk® Patients High density foam matress
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.

X

Alternating pressure mattress overlay
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_ > 5 T )
Rainb::é-w" Patient's Name.................
- Children’s & Blrtthght" MRD NC cucomossiez e ik
Hos P ital . BY RAINBOW HOSPITALS :;:rasa 0Y7 :A ifu {F)
Y i 11 T et
[ PHLEB'TIS ASSESSMENT ) \Consulte LT T - TP T T D I p o j
CANNULA 1 CANNULA 2
Date : b(ﬁhb Time: 3 3Py Date : Time:
Location :@ \\\iQ Z_] Location :
Size : '\'3(3'\ Q:U\P Size
Cannula inserted by;S(rl MLl Cannula inserted by :
@ | Dot | Time [Piebits imfiraton ntorsd | sign | | Date | Time [Phiebitis llnﬁltmtlonl g | sign
LU |ULpwA |Oves NG Tves &t [P~ OYes ONo | OYes CONo
& oow_|OYes s OVer TRadslotee. B oy OVYes ONo| OYes ONo
| S2honn|Oves O | Ovestive [obe . BaleA OYes ONo | OYes CINo
o[ f OYes 0| Oves B0~ 40 OYes CNo | OYes ONo
23 l,g)n OYes v Cves b6 | D)% U OYes ONo| CYes ONo
Jo”) |OYes BN [OYes BMo|Opte [\ OYes ONo| OYes ONo
0eoY)  |Oves B [ Oves 2Ro| DY Y~ OYes ONo| OYes CINo
0 *N _|OYes PNS| OYes Bo| Oxobnr | v, OYes ONo | OYes ONo
19par [OVes OKG | Oves Ote] 57|55 OYes ONo| CIYes ONo
4 OYes QG| OYes BNo ¢ OYes CONo | OYes ONo
/ er. | DYes ONo] Oves B0 Sheon! OYes ONo| OYes ONo
A, & [ovesowsfOves@no| o) o OYes ONo| OYes ONo
%\% iﬁ'ﬁ- OYes @No | OYes OM6| aoks OYes ONo | OYes ONo
_ QMo foans [Oves 26 | Oves Dyl Olote 4 DAL~ DYes ONo | OYes ONo
F\ 1 Y 6wy |OYes Qo] 'E!Yes-ﬂ'ﬁ; Obfee M OYes ONo| OYes LNo
" Q1] | I~y |OVes ON|OYesBNOM¢, 0o A2 OlYes ONo| OYes ONo
[ | U\ oa A OYes D6 OYes BHG[ e o QUL 4 OYes ONo| OYes ONo
U‘{f’k Yoo [vgs G| ) \ '!! gi DYes ONo| OYes ONo
@ OYes @No | CYes BNo (ﬂ})"j'\r*’ OYes ONo | OYes ONo
\U TN ves QNe{Oves el O] [Yes ONo | OYes CINo
AP Oves CwiBves Oo| DD/ L— DYes ONo| CiYes ONo|
: OYes ONo | OYes ONo DlYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo CYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CYes CNo CINA If Yes specify- RX any initiated : OYes CONo 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.
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 |Phlebitis [infitration| """ | Sign || Date | Time |Phiebitis [infitration] "M | sign
Intervention _ Intervention ‘
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes 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 | OIYes 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 [Yes 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
COYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes CONo ONA If Yes specify- RX any initiated : OYes CINo 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.
[~ V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) h
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 followingis | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
% Slight painnear 1.V, | # Painnear|.V. Site | % Pain along pathof | # Pain along path of | % Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula # Erythema | cannula # Erythema
near L.V site # Induration # Induration # Induration | # Induration
% Palpable venous cord : i;;lgﬁ:;a venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE /REMOVE | RESTE/RENONE . | GANNULAGONSDER | RESIE/REMOVE |
\_ CANNULA TREATMENT TREATMENT CANNULA 2




PATIENT TRANSFER FORM

Z

Rainbow* . o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takas 2 lot to treat the lithe. Your Right to a Safe Delivery

Patient Name & UHID No.
Kos Al hoe ey

Date & Time of Admission

¢ [Fb-6

[-$ 2P

Order

—

Date an;gransre
517,

IDn.

o0

Treating Consuitant Name Transfer Ordered by eason for Transfer '
1 { C%l 6_0 d)_
D -Motfougy Dy -mwfﬁau%
For B LScc
From Unit To Unit Information to Attendant

Yes% No []

Number of Sheets in Clinical File

TPFileS

Number of Imaging Films

CT61 @

Personal belongings including
clinical documents, |f any handed

over to attendant
Yw/h No[]

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

-

v Shtft]n_g Summary / Notes Written by Doctor : Yea‘,Z/

No[]

g

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Dy miﬁ%%'

6 (0120
Patient & Clinical Records Received by : L,(,,-
(_9 / ~ S bgt 1571

Date & Time of Patient Received :

1 jplet &=

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

please tick the reason mentioned below :

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

[_:l Nurse not Available

(] Available Bed not ready
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Rainbow® . _—
Children’s ‘ BirthRight

Hospita] BY RAINBOW HOSPITALS
Tt takes 5 lot 1o treat the itte. Your Right to a Safe Delivery

Date & Time of Admission

bl @ 1, o

Date & Time of Tr. fer Order

10"'('%@ P~

Treating Consultant Name

e Mattarg:

Transfer Ordered by

.. Mai'ﬁa/d'\*

w for Transfer

From Unit

MU

To Unit

Information Attendant
Yes Q/Q No []

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

o clinical documents. If any handed
- over to attendant
% FL'-’ Sy | Q—\ —D Yes[] NOD/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity

15

2

3.

4

5. -

o Sh'rft]ng Summary / Notes Written by Doctor :

Yes[]

Sho-

Name & Signature of Person who is Transferring

—

Name of Person Ordered Transfer

oo Hathang

Patient & Clinical Records Recel}ed b

%&ﬁ[ fv,m;‘(

Date & Time of Patient Received :

I the transfer order time & Completion time is m

Wﬁmm

ore than 30 m!n

please lick the reason mentioned below :

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

(] Nurse not Available

[(] Available Bed not ready
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Childrans | @ BirthRight
 PATIENT TRANSEE" Eopiy Hospital | @ zezemmact
' F r;‘f;ﬂﬁ:lﬂ auY””'“ o Date & Time of Admission Date & Time of Transfer Order
LU A Lo | Llth, o v,
-wury LONSUltant Name Transfer Ordered by Reason for Transfer
o - \—v\&y“‘t:»&; P -tpé%b(]mﬂtﬂ"n& Qﬁ/‘r Co,
From Unit To Unit Information to Attendant

R ngu( Yeg_[37 No []

Number of Sheets in Clinical File

Number of Imaging Films Personal belo}gmgs including

clinical documents. If any handed
QF rr over to attendant
3 dﬁ(q B Yes[] NO_%

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SINo. Item Name Quantity
1.
2,
3.
4.
5.
Shifting Summary / Notes Written by Doctor' Yes[] No[]

® oy %gaﬂéhm

Name & Signature of Person who is Transferring

”Pb@“l @@1/1.1,

Name of Person Ordered Transfer

\GE 'ﬁ>r‘5Tﬂnﬂtgw

Patient & Clinical Records Received by : ‘
Iln&:

Date & Time of Patient Received :

Gl#hﬁﬂ:

It the transfer order time & Compietion time is mba P\"su minutes, please tick the reason mentioned below :

(] Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH JFRM / CLINICAL / 102







- Ref. No.: F/ HW / CON / GYNEC / TOL / 14
-

s | Rainbow®
cocomssiz  wwooosss | CONSENT FORM FOR TRIAL OF LABOR &
Mrs NVETHIKA P REPEAT CESAREAN SECTION -

" 03121998 Y7TMID ()
—_— Dr, MATHANGI RAJAGOPA

LAN
Patient ,”'“"l ml III"” "'“I"”I" .. Date of Birth & ......ocooovii Husband's Name : ...........uuevevvceersmeeemnnnnnrsso

You have nau a previous cesarean section annougn “once a cesarean always a cesarean section® used to be the rule; some women may choose to attempt
a“trial of labor* for a vaginal birth after cesarean section (VBAC). Your doctor will review the records of your cesarean section to determine whether or not
you may attempt labor.

Suitability for trial of labor for VBAC assessed based on factors like :

=  Whenwas the last cesarean done

*  Whatisthe type of scar on the uterus (Transverse /Vertical )
= Any complications during/ after previous cesarean

- Where was it done

= Interval between pregnancies

= The course of your current pregnancy

Fle rm

You will have an opportunity to discuss this in detail with your doctor. Large studies have found a success rate of vaginal deliveries in 50 to 60% for
women who have a trial of Iabor. The alternative to a trial of labor is to have a repeat cesarean section without labor.

Ifyou qualify for a vaginal delivery after cesarean Section, you need to understand the benefits and risks of a trial of labor. This will enable you to make an
infarmed choice to either plan a trial of labor ora repeat cesarean section.

BENEFITS AND RISKS OR TRIAL OF LABOR FORVBAC:

Benefits :

= Vaginal delivery after cesarean section include ashorter hospital stay and recovery period foryou.

*  Avaginaldelivery s considered safer than a cesarean section for the mother, with less blood loss and less risk of infection,
= The baby may benefit from vaginal birth by less remaining lung fluid after the first breath.

Risk:

»  Mayrequireacesareansection during labor with a higher risk of infection.

= Therelisasmall (<1-2%) risk of the uterys opening In the area of the old incision. if this happens, it will cause distress, Permanent injury or death to
your baby, excessive bleeding and rarely may require a hysterectomy (removal of the uterus).

BENEFITS AND RISKS WITH PLANNED LSCS :

Benefits :

=  Noriskof uterine rupture in women undergoing LSCS

=  Lessriskof birth-related as phyxia for baby when compared with VBAC
Risk :

=  Longerhospital stay and recovery period

= Increased risk of neonatal respiratory morbidity (TTN)

= Increase the risk of serious complications in future pregnancies like adherent placenta, injury to bladder, bowel or ureter, hysterectomy; blood
transfusion.

The risk of anesthetic complications in extremely low, irrespective of whether you optfor planned VBAG or planned LSCS
Your doctor will answer any further questions that you may have,

Please initial here that :
I have read and understand the risk and be nefits of each procedure, | have had the opportunity to have my questions answered and | electfor:
/D/’ Aftrial of labor for ABAC o Arepeat cesarean section

Name of the Doctor performing the procedure : Q" MQ*E\M?A
Patient Attendﬂ :\ﬂ& Witness : ? ﬁ}/‘;—g_

Signature : Signature :
Name : Name :
Relationship with Patient: Date & Time :
Date & Time :
Doctor (who is {gking the ’ﬁnnsent] :

Rt
Signature : 5

Name : gd{-' MMW
Date & Time : Olﬂ ‘m \.w

CIN : U85110 TG1998 PTC029914 ' www.rainbowhospitals.in
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" Finspital | () ssoncom:

1t takis a lot to treat the Bde. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ...ﬂé&.[()?:l).ﬂ.é—;.(a ...... Time: f’lo?m\
~ 26 kg/m’
1111 SR wT R Height: .1 Canx...  Weight:.. AC. L2y BMI:LLT /28 ky/m?
[ ~ 30 kg/m*

FOOT ANIBIGIES: ... .ovvovscrernrserenseasiseresseseinsrssssssrssassresseseesenenssnsshessessenssnsessssesesesssasssesesssnesssssassessssesessessenessesasasssessesessenes

Diagnosis: EWR&ENCVL&Q& ............................................................................................................
Type of Diet:/Dﬂiquid /as/oﬁ O Normal U Diabetic 'Ha 3

U Vegetarian Q—an-\s‘egetarian L1'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, our@

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Pa@ Attendant's Dietician’s

& Bk
Signature: ............... J ..... / L ...... oot Signature: .. ;a( ﬂé} Lel Ea&:@) ...............
Name: P/\L\H&tﬁwk& Name: A‘Q&QL\F’VC«FC)‘»R%«

Date & Time: .. E.taﬁ"‘}.haﬁ.»......r.)."z‘..?nQ}ZM Date & Time: o&lo?fm&:@) ..... .\.):.‘.,lpf?ﬁ
Doc. No. : RCH / FRM / CLINICAL / 195 (RT.0)




DIETARY NOTES
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