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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING
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Mrs MANJULA A .
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Certified thatin respect of the above patient:
O a. Therearenodrugs forreturn

b. Emergency cupboardissues have been replenished

O
O c¢. Nopendingindents are there against above patient
[0 d. Checkedthe bed side cupboard of the bed

O

e. Checkedbythe patient's Mother/Father inthe room
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DISCHARGE TRACKING SHEET

GUC-00093787 1P18-00036443

Mrs MANJULA .A
31-03-1900 38Y3M140 (F)
ASHRI PARIMALAM

T
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~ ACTIVITY RECORD FOR BILLING Wfim,::,;w

Gug “Z
PR U P1800036445  OW"
NJULA & 3 . 5 - -
31-03.19 ‘en’s Birth nght
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Name: ............ Mo A 45@.'\}"1.«&45

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

.............
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preefopmelé

Consultantn?.‘.- ....................

1 B | o £.2
Datr::of;ﬂ\dmlssmnl.gll':'nnb Ti|11e>l~-'5’-0r’)ml Date of Discharge: ..............ccoooorrrciiee TN wovvvvvees,

Room / Bed No: Ward: ... Suggested Billable S LR SN SRR
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INVESTIGATIONS

Date Investc s Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)

Name of Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature
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PROCEDURE

Date Procedure

Quantity Order No.

Signature
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ANY OTHER INFORMATION:
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Prepared BY: ........ccmmmmummmmmimssssesssssssssssssmasiasssssssssssssasees

..........

d/ﬂdw#

Staff Nurse Shift / Ward
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Billing Assistant

Billing Supervisor




-:uc-umm? IP18-00036443 Rai ;% "
re MANJULA .A hilk ‘ow
[11-53-1“0 “YSM‘ISD .

Or. PADMASHRI PAR] Children’s .BirthRight‘

iy - ewl @
SURGERY DETAILS

_ Date : /5/7/!/‘
14 L ; /
Paignt Name: ........ A4S, . M.amg. e ... DateofBirth: .02/ 7 2 AGE: 2 BY....
Gender ...~ ... Worth s B UHID No.:..f.—.%..?ﬁl[é..‘!..‘l..‘ﬂj"....
Date of Surgery: .......2.3.. / 4 /2 bu.. TIOT-1 CIOT-2  [BOT-3 [J0T -4 [J0BGOT-1 [J 0BG OT-2

Name of the Surgery : 5”157“’?‘7&‘4

Time in *aﬁf““ TIMG OUt oo ST e

NAME AMOUNT
1. Surgeon : ﬁ*pcsdrrwlnﬁ"”“alﬂ“
Anaesthetist ;... 0% Lendde ...
ASSiStant SUrGEON : ... L2 % .7
OT Technician ..o 2720 AR P
Circulating Nurse  : ............ <o xx.. .:.S’cﬁth'
Assistant Nurse S ';.9/'/“

TR

Special Equipment:  [J Laparascopy [ Broncoscope [0 Harmonic O Morcelator
O C-ARM O Cystoscopy [ Versa Point [ Liver Cusa
[J Neuro Cusa [J Others ..

1A% f)
Signature of the Surgeon Signature of Circulating Nurse

l&ublﬂ& Fi M-«\A\&Q &M ‘QAKM_(

L R, Order by: ...
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Hospital_ | ) zzsemoomas
CONSUMABLES OF OT
Circulating staff -..................... .. Technician: ..... nﬁ"lf‘”i" ..... Date : _ Time :
Anaesthesia Disposables woet Y ueea| Surgical Disposables ssos | usea| _DiSposables (Baby Side) [ TV 1
ET tube | WeforPack (@ |  |@f | WViK— }
B Sutures pxiaty 000@ | |p )| CordClamp — 9]
ECG leads/ AJ P/N 2 a8 S " | Suction Catheter
HME fiter >4/ P / N Wi b Feeding Tube.— b f
Syringes : 10 cc A FRX @) | Vaccum Suction Set
05 ce— old] Gloves f\a B¢ o+ | Surgical Gloves
02 ce— ’QJ -b‘Fl'Fi- O 1 Gauze Pa 1,
01 cc v o= | Syringg(imilamt ComL| |
Cautery plate A/ P/ N Surgical blade o v o) | Surgical Blade # 20 :
Vseto” ] | NGtube Koochies (S)
RV X 41| Cautery pencil =™ @ | %ﬂw J,
NS : 10mi/ 106 { $00mi 1000mi 1[ 2l Koochies [ 05t Whilacerp /
A Ointments [ s I
Suction Catheter Veedle o 4 ' Mo ]
Fentanyl Cap, Mask A rovw 0 (B i
Morphine Gauze Pack | p© oh pzu_pm o AN L )
Ketamine Mop Pack o) N /
Propofol Steristrip rodgry ih L
Rocuronium Underpad — o) | J— W " Qv
Glycopyrolate Draw sheet Tl M
Myopyrolate Abgel- S0y oo Sinaol)| |(
Ondansetrop— 1 Foleys catheter @hm roml {
Pencan 25¢/ Spinal Needle 22 Urobag PTG G Ui of
Bupivacaine 0.25% Chest Drainage Catheter ! ot
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
= Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set ©) '
Justin : 12.5 mg/ 25mg / 106mg O 2} Plastic
Tab, Misoprost : 200mg Betadine Solution o\
™M18O - Goong ©) | Microshield
SO TeA & RO 5\ o) Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Technician
Order No. :. Ordered by :
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RAINBOW CHILDREN'S MEDICARE LIMITED i
Rainbow Children's Hospital - Guindy
Z.
R e Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s = Tel No : 044-40122444
Hospital 8%
Rainbow VAT TIN ; 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DLNO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
L Telangana, 1
T T 0 TARTIN T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036443 Ward BF-OT COMPLEX
Patient Name Mrs MANJULA A Bed Name MICU 801
Age/Sex 38Y3M13D/ Female Order No 18-0001726244
Date 13/07/2026 05:10 Prescription No PRIP18-0626771
Payor SELFPAY Dispensed Date 13/07/2026 05:17
UHID GUC-00093797
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) Gadliomed GENERAL 250824 08/28 1 1,303.00 1,303.00
ENCORE MICROPTIC
2 GLOVES.7 pr ANSEL 2604014105 04/29 5 128.00 640.00
3 fé?,ﬁ?é’ffﬂfy" focm Bapuji Surgicals GENERAL M2645010 03/23 1 123.00 123.00
MOPS 30x30 8PLY 55 x. DATT MEDI
4 RAY PRODUGTS H M2642004 12/29 1 949.00 949,00
RAMADINE SOLUTION 10% RAMAN & WEIL PyT
5 100 ML LTD RC126036 04/28 1 103.00 103.00
SGLOVE #6.5
6 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91,00 91.00
7 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
8 ( FRIENDS) 25062026 12/30 1 205,00 205.00
9 VACCUME SUCTION SET ROMSONS GENERAL G26C010430 02/31 1 543.00 543,00
Total ; 3,452.67 3,964.67
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 1 3-07-2026 05:17 Page 1 of 1
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Rainb‘t;w
Children’s .

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

Door No.157 to

160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDJA

600015
> Tel No : 044-40122444
Hospital  Brthn
Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L851 10TG1998PL0029914
DL NO ;
Registered Office: B~2-120:"103.11,Survey No0.403,Road No.2,Banjara Hills, Hyderabag 500034,
Telangana,
U T, U LT
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036444 Ward 3F-NICU 2
Patient Name Baby B/O MANJULA A Bed Name NICU 314
Age/Sex OYOMOD2H/Male Order No 18-0001726241
Date 13/07/2026 05:03 Prescription No PRIP18-0626770
Payor SELFPAY Dispensed Date 13/07/2026 05:17
UHID GUC-00093799
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
GAUZE 7.5X7.5 12 PLY (5 -
1 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
2 KLICK cLAMP ROMSONS G26D040017 03131 2 42.00 84.00
3 FROTO Gown fADULTJ Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
Total ; 392,00 434,00

Receiver Name

“rinted Time : 13-07-2026 05:17

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbow

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

Door No.157 to 160, Anna Salaj, Guindy, Guindy Chennaj

Tamil Nadu INDIA

_ L 600015
Children’s 2 Tel No : 044-40122444
Hospital  Birth=
Rainbaw VAT TIN : 33AABCR4014M‘IZK CIN : L851 10TG1998PL0029914
DL NO :
Registered Office: 8-2-120/103/1 :Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana,
nmm T T ]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036443 Ward 8F-OT COMPLEX
Patient Name Mrs MANJULA A Bed Name MICU 801
Age/Sex 36Y3M13D/ Female Order No 18-0001726236
Date 13/07/2026 04:53 Prescription No PRIP18-0626769
Payor SELFPAY Dispensed Date 13/07/2026 05:17
UHID GUC-00093797
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 g_’;“"'e Microptic gloves- H 2603019005 03/29 3 128.00 384,00
2 :4%5; 't/ SUPPOSITORIES 100 Neon Laboratories Lid BLNP274053 11728 2 18,74 37.48
3 LSCS DRAPE PaCK Medibiue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
4 600MCG1S CIPLA LIMITED H 6GHO0162 08/27 1 105,12 105.12
5 MONOCRYL 3-0 Nw 1326 ETHICON SUTURES-J&J c1 T5124 09/30 1 997.00 997.00
Aculife Health Care
6 NS 100ML ACCULIFE - £ PVLtd(Nir 18260029 04/28 1 21.01 21.01
7 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltg H 1D262046 03/29 2 94.55 189.10
QUICKSUITE OT TABLE
8 SHEET MIDLINE SUITRL H 260616/ 06/31 1 775.00 775.00
9 ;ﬁk’g{r CHROMIC cATGUT Sutures India A250160S 11/30 1 223,00 223.00
10 VICRYLPLUS 1 vp. (2347)  ETHICON SUTURES-J&J C1 T5072 10/30 2 951.00 1,902.00
11 VICRYL PLUS 3-0 vp 2328 ETHICON SUTURES-J&y T5001 01/30 1 939,38 939.375
Total ; 6,502.80 7.823.00

Receiver Name

Printed Time - 13-07-2026 05:17

for RAINBOW CHILDREN's MEDICARE LIMITED

Authorized Signature

Pharmacist Name: GRACE PAUL RAJAN

Page 1 of 1
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Rainbow
Children’s
Hospital

BirthiRqht

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

Door No,157 to

600015

Tel No : 044-40122444

VAT TIN :
DL NO:

Registered Office: g

Telangana.

160, Anna Salai, Guindy, Guindy Chennai T,

33AABCR4014M12K

CIN :

amil Nadu INDIA

L851 10TG1998F‘L0029914

-2-120!103!1,Sur\ray No.403,Road No.2,Banjara Hills, Hyderabad 500034,

INPATIENT ISSUES AGAINST ORDERS

T U]

IP No IP18-00036443 Ward 8F-OT COMPLEX

Patient Name Mrs MANJULA A Bed Name MICU 801

Age/Sex 36 Y3 M 13D/ Female Order No 18-0001726237

Date 13/07/2026 04:53 Prescription No PRIP18-0626765

Payor SELFPAY Dispensed Date 13/07/2026 05:11

UHID GUC-00093797
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
5 DSYRINGE SML.(NIPRO)  NipRO GENERAL 26C13K17 02/31 3 21,56 64.68
2 DSYRINGS2SMLNPRO)  nipro GENERAL 26B12K4a 01/31 2 11.25 22,50
3 &gﬁ%i.ECTRODES JMS GENERAL 122265086 0ar28 3 32.34 97.02
4 g\g&;ghosw (AUTO STOP) ROMSONS K268010515 01/31 1 §25.00 525.00
> ONDOKINDINJ4MG2ZML  swss CRITICURE BA26025 01/28 1 12.72 12.72
6 Eff.%%‘}ﬁff%ﬂemL Erbee GENERAL 2510302409 10027 1 1,275.00 1,275.00
7 g#ggn'}l‘"- CLOSED g;ﬁjgf“s Kabi India 10262104 03/29 3 69.84 209,52

Total ; 1,947.71 2,206.44

Receiver Name

“rinted Time - 1 3-07-2026 05:18

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 of 1
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Rain b'o_w

RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital -

Door No.157 to 160, Anna Salai, Guindy, Guindy Chennaj

Guindy

Tamil Nadu INDJA

i . 600015
“Children’s Birtho e TelNo: 044-40122444
H{)Spltal ol [I.... .
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L851 TOTGTQQSPLCOZQQ'I‘l
DL NO:
Registered Office: 8-2—120l103l1,8urvey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
W AT T[]
INPATIENT ISSUES AGAINST ORDERS
IP No IP18~00036443 Ward BF-0T COMPLEX
Patient Name Mrs MANJULA A Bed Name MICuU 801
Age/Sex 3BY3IM13D/ Female Order No 18-0001726243
Date 13/07/2026 05:10 Prescription No PRIP18-0626768
Payor SELFPAY Dispensed Date 13/07/2026 05:15
UHID GUC-00093797
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ANAWIN HEAVY & MG NS 4 Neon Laboratories Ltg KP1713936 01/28 1 31.47 3147
Eiccare
2 BIOXAMIC 500 MG Ny b A H C3B10004 01/28 1 73.23 73.23
3 ﬁg”fﬁes": INJ AMP 0.3 Neon Laboratories Ltd 1y 45121 01129 1 31.10 31.10
DSYRINGE EMERALD SML  BECTON DICKINSON
4 &P (o0) (8D] 5322615 10/30 1 12.00 12.00
5 D WATER 10 ML AMPULE Qj:’t‘;; (:f;;"’ Care H 2254218 10/28 1 258 2.58
6 EFIPRES INJ 30 MG 1 ML f%’” LABORATORIES 1231080 09/26 1 44.60 44,60
7 E‘I’L‘f‘:?_ﬁ'” (Oxvrocmyng Laboratories Lid 1 091690 02/28 5 18.90 94.50
8 NEEDLE 26 11 2ingH Dispovan GENERAL 01654R 12130 1 3.38 338
SPINAL NEEDLE 256 90MM  BECTON DICKINSON
9 WHIAGALS (80} 2512026 11/30 1 448.50 448.50
Total ; 665.76 74136

Receiver Name

rinted Time : 13-07-2026 05.15

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

£

5 e Door No.157 to
Rainbow . 600015

160, Anna Salai, Guindy, Guindy Chenn

ai Tamil Nady INDIA

Children’'s Tel No : 044-40122444
Hospital ~ SRy VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
Ralnbow .
DL NO :
Registered Office 8-2-120/103/1 Survey No 403,Road No 2,Banjara Hills, Hyderabad 500034
Telangana,
INPATIENT ISSUES AGAINST ORDERS U T T U LT
IP No IP18-00036444 Ward 3F-NICU 2
Patient Name Baby B/O MANJULA A Bed Name NICU 314
Age/Sex OYoMoD2H/ Male Order No 18-0001726242
Date 13/07/2026 05:03 Prescription No PRPP18«0625?67
Payor SELFPAY Dispensed Date 13/07/2026 05:15
UHID GUC-00093799
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) fB%‘;TON DICKINSON GENERAL 6043348 01/31 1 24,00 24.00
2 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 1 21.56 21.56
3 INFANT FEEDING TUBE.§ ROMSONS GENERAL G26D010693 03/31 1 68.00 68.00
4 Menadione Sod Bisul 1 m| HINDUSTAN LaBS 0075 12127 1 28.92 28.92
Total : 142,48 142,48

Receiver Name

rinted Time - 13-07-2026 05:15

for RAINBOW CHILDREN'S MEDICARE LiMITED

Authorized Signature

GRACE PAUL RAJAN

Pharmacist Name :

Page 1 of 1
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Rainbow’
Children’s

Hospital

DISCHARGE TRACKING SHEET

@ BirthRight

n e A RADA MDNPTALS

GUC-00093797

:";MANJULA A P18-00036443
31060
Or, pm 38 Y IM14p

I I//IMIIIIIIHIIIII/I/I/I# ﬂIIII

UHID- FLOOR- NAME OF CONSULTANT-
ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
Discharge
Announcement
INTIME ouT
TIME
Arrangement of File
by Nursing \,_{\;}Qﬁo )
Preparation of M \.Y‘I}'P

Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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Rainhi;w
Children's
Hospital

Rainbyw

Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015,

TEL NO :044-40122444

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

UOLAR AR TTT TTRARRN RN

Admission No : IP18-00036443 Admit Date - 13-Jul-2026 Admit Time : 02:04 AM UHID : GUC-00093797

Patient Details :

Patient Name  : Mrs MANJULA A Age :36Y3M13D

Guardian : Mr DIVYA KUMAR DoB : 31-03-1990

Gender : Female Religion

Occi~ation Martial Status

Address (H) . KADAMBARI B-22, SHANTHANI KETAN Phone No : 7401258200/ 9042727469
APARTMENT, CITY LINK ROAD, ADAMBAKKAM ) :
Adamoakkam Chennai Tamil Nadu INDIA E-mail * no@gmail.com

600088

"Admission Details :

Bed Type . MICU

APARTMENT, CITY LINK ROAD,
ADAMBAKKAM Adambakkam Chennai Tamil

Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit
Contact Details :
Name : Mr DIVYA KUMAR Relationship  : Husband
Contact Address | KADAMBARI B-22, SHANTHANI KETAN Phone No

Nadu INDIA 600088

KA

Signature

B)(:tor Details :

Doctur Name
Referral Doctor

Ca-Consultant

: Dr. PADMASHRI PARIMALAM
: DR PADMASHRI PARIMALAM

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payma‘lut Mode : Cash

Deposit Amount  : 0.00

Payor Name : SELFPAY

Printed Date / Time 1 13/07/2026 02:07

Printed By : 021494 Page 10of 2







3] Rainbow Children’s Hospital - Guindy
Rainbow h Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

-

Children’s ™ TEL NO :044-40122444
Hospital © ’R" ' WEB : https://rainbowhospitals.in
ambow
Patient Name: Mrs MANJULA .A Age : 36Y3IM13D
IP No: IP18-00036443 Sex: Female
Consultant: Dr. PADMASHRI PARIMALAM Ward/Bed No: 8F-OT COMPLEX/MICU 801

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

msurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
© e 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 understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

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

Note:

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

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

(Receivers Signature: QQ@A] 4.

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

.

Signature of Patient/Relative: VQ @ )97
(/Jm:ﬁm«i)

Name: & Patient Address:

e I S KADAMBARI B-22, SHANTHANI KETAN
Relationship APARTMENT, CITY LINK ROAD,

: [726 6 o < ADAMBAKKAM Adambakkam Chennai
e ! [5/ :_'L 262 Time: () 2~0 q 'ﬂ d Tamil Nadu INDIA ;68033 e
Wittness Name: A \/ xNCWW MOVV?)

Wittness Signature: £_ eg%/

Printed Date / Time : 13/07/2026 02:07 Printed By - 021494 Page 2 of 2
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' Patient Name MM (I e _A - UHID Number : q 5 ‘j’LfT +
Sél_lf:'f\ll;czmﬂﬁil-ﬁﬁr_nc : OT_ ‘__,._ _— __ i "li.;{alﬁcﬁ oA e Lo .
Self” Attendant Signature : A2 ;7 — Name & Signature of Financial Counselor
l Phone Number : [_\ 1 01,253200 \J

T
Rainbow® : "
Children's & Bil’thRight
H .n‘cm 5

ospital L

BILLING POLIC

Billing Cvcle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations. Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

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

In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given 1o TPA's / Corporate won't 9eapplicable.

l;l' the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
¢harged 30% extra,

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

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

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

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

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

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

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

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be inerease more than 10.000/-

DECLARATION
I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tarift,
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CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: D'r -pao( peShrj parimelan Date of Delivery: |3 f 5 f 24k
Assistant Surgeon: pr - A MWW ori P Time of Delivery: 2+ Ly -7 6o
Anaesthetist's Name: Dy .S & 4L Gender of Baby: 504
Type of Anaesthesia: | So Weight of Baby: o . L' 0319
Neonatologist:  pr- pg, 41 He AGPAR Score: '
Scrub Nurse: ¢ /ﬂ Siva NICU Admission: ClYes £ No
Pre-Operative Diagnosis; C{ 2P Ll
O Elective @ Emergency Indication: .P,AUJL&MPPEC% ..........
Urgency .

O Immediate Threat to life of woman or fetus

0O Maternal or fetal compromise not immediately life threatening
\ o maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff

0 N
Decision time: 1]/"\5’1/\/1/ Knief to rectus: .......& WAL
CTG Description: ... AN . AL

If there was @ defay GIVe the rBASONS: ..........vvvvrersssueseveereessssmssssssssssssssssassssensesees

Surgical Procedure: E(Yw\ar,{,m ud Bepeat \lowes s Wi E £ aNLg -

o kTon
Post Operative Diagnosis:  Po | 2
Peri-Operative Complications: )
Amount of Blood Loss: 300wl Blood Transfused (in ML): WA

Name and Number of Surgical Specimen sent for examination: N Q

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)



Examination E?It when Appropriate:
ph

Presentation: G¥Cephalic [ Breech [ Other ................  Cervical Dilatation: ... 2. cr....cooooocorvvcns om
51 PRIDEDIE .y B FEA POSHONS s
Station: @<3 _ 0O-2 O-1 0O0 O+1 0O+2 Mouiding: effone O+ O++ O+++
Caput: \p/-( O++ O4++ . Meconl:nggﬂﬁne O+ O++ O+++
BIaddar_Cathatarized: s . ONo Urine: \JTlear . [ Blood, Stained

il i
== CYVCTA TN

Skin Incision: \,g{ nensteil O Transverse O Midline O Other ../ M., IDLW
Uterine lncision:va{:\:er Segment O Classical Olnverted T O J Incision WH’MM M&-
Previous Scar: [ Intact U Thinnedout O Ruptured [ No Scar AL dun e A
Incision Through Placenta; OYes OLNG Acudin: M M &
Delivery of head: anual O Forceps ,

Liquor: \_I?CE;; O Meconium: O O OW OBlood OOffensive O Not Offensive

Delivery of Placenta:  OAManual  -CICCT o, [SBGMplete Olincomplete  [JPiecemeal

... Cord around the neck OYes ONo~
... Cavity explored Hes O No

Cord Appearance: ....]

Appearance of placenta: ..

Uterus, tubes and ovaries l:l Normal EI Not Normal

Uterine Closure: \D*O/ ne Layar 0 Two Layers \"V\fﬂ\g’t Stﬁr
Peritoneal Closure: [ Pelvic O Abdominal B’(one ...... EQQE‘WW\UMMDC“@SL re

Sheath Closure: L—’V\f/'fa/{- Suture
Fat Closure: [ Yes E:I*No/ Bt S I Ty L3 0 o
Skin Closure: Subcuticular O Mattress }'OMO(/}'\% Suture
Vagineal Evacuated &”ﬁ O No

Drain: O Yes !ILNO/D Remove in .........ccovereeennnnro. days O Await instructions
Ctheter D ¥es” ONo [JRemovein 5@'1‘{1}&3{3 0 Awalt instructic.is

Swap & Instruments count correct? &-Yés O No O Post-op Antibiotics COYes ONo
Intra-Operative Antibiotics Cover: ([3-¥és CINo O Thromboprophylais ~ OIYes  OINo
Post-Operative Notes: .........\NPQ.X....4 BB e e e

e Yo ki DR QALY dnashnd..
cepltlognenk

= (VE 20fL zov\zsm O \aedyl< @ W{“‘V )

------

“‘V‘j gw&m“ s LB @d‘g””

PMVTD?MZOLE /pﬁﬂ WV )
L NEDNOC (g Ty e
~?UsﬂN PPOCITDEY. xS
Al MONTEE (€ G _FBC PPBC WG\N\N

rweet '('U[ \
Ducto%’/ Dk Phwwuil/ WA......  Doctor Signature: %Jﬂoaj—
Date & Time: ... rblﬂl’g @ 2’ ?’ 0 M

()
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Dr. PADMASHRI PARIMALAM

Surgeon : .Prpﬂﬂ{h'miinu

SURGICAL_ Asst. Surgeon : Prﬁh‘4b4MY: m I|u|“||||l"|"m|ﬂ| M I|| p— -55? Gender : . ... Raln%w'

- . BirthRight
s AFETY CH ECKL' ST Anaesthetist : 2%+ Seraflelo. | —m i sy Name Em‘rj@;y ------ E,';‘s',",,’:;.,',"s ‘%_ ms?n:;s
Scrub Nurse : .S/ GIYA o Date: 2.3 é" Intime : .21 3.£2% Outtime - .22 5. 0Bma | "
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:..2: 36! TIME OUT  Tim@.35.22....... SIGNOUT  Time:....ooreee

Patient Has Confirmed | Confirm all team members have Nurse Verbally Confirms with the Team:

Identity veffes TNo introduced themselves by Name and Role (365 0N The Name of the Procedure Recorded  (2¥6s TINo

Site @fes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure #¥es TNo Nurse Verbally Confirm Counts are Correct (or Not Appicable) ~ @¥es CINo CINA

Consent ONo Correct Patient (Check ID Band) erfes ONo The Specimen is Labelled (including
Site Marked @¥es ONo CINA Correct Site Pfes ONo patient name) OYes oG CINA
Anaesthesia Safety Check Completed  GMEs ONo Gorvect Procadiie D¥6s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [2fes ONo Anticipated Critical Events Problems to be addressed OYes CHfo ONA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes o What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

\diration Ris Steps, Operative Duration, What are the key concemns for recovery lr/

e Anticipated Blood Loss? Oves @ffo ONA | | and management of this patient? es ONo

Yes, & Equipment / Assistance

Available @fes ONo Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? DO¥eS ONo CINA
{(Tmi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator resulis)

Access and Fluids Planned OYes OMG)OINA Been Confirmed? are there Equipment

Blood Units Reserved GYes ONo ONA issues or any Concerns? C%eS ONo CONA
Has Antibiotic Prophylaxis been given Is Essential imaging Displayed? OYes &@fNo ONA
within the last 60 minutes? m{l:! No CONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. }214&5 ONo

SIgNAtG ©...m. X S L i pgrigainissssaons Signature :.,4 %/ ....................... LTV TR 4 10T
Name 'i)"{i Name ;... DY, INAWG WAL VIS Name &..oovevveennes S S
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T | Ralnbow: | @ giethRight

Hospital | | @ werssromm
IP ADMISSION SHEET FOR OBSTETRICS |
Presenting Complaints . LWP: !;1’” lQ c EDD: 2 2’ @ [ 3.8
CIO WW& PV At 20 Mé&'rﬂr’eiapuson: GA: 5L,uu_+2d*a/<i}p

Obstetric Formuta: Gy 2 PLL | pul VA Menstrual History: Regular:El/Yas O No

- )
Obstetric Hostory: Lco “fY "\ W&Eﬁm: Examinaiion

! rum l},m—M\%]sz; Fundal Height: mmaqwu}o,

or T o Vi Ly, prteum labowy
C{W{ ,p= Uk l l mmﬁm/ ,qmptkcﬂvity: Relaxed [ Miid COMod [ Severe

ML Ry KA, YT 4
tad Prcetsan'i Pregnancy Hecor:;.r@ [aa,uv%‘-d (Hldbuog’:m w5 Adequate [J0Oligo  [Poly

£ poled rimmumecd (@ PP: ephalic [ Breech ~ Others
Efm% Aol ( _[Heaéﬂ Fif}h;[ gable: 5|5
wdn(s o~ 1\ ; ‘
RISK FACTORS: beg U ris: anm O Tachy [Brady [ Absent

-—araDN\ wnotA 47 i

@30uteks - (22]5 —£-qu)bP-1

bj‘er Speculum Examination
i — Draining: Present [ Absent [ Bleeding
il % Colour of Liquor: <& Clear [ Meconium [ Blood Stained

5| R budodwu
Vaginal Examination
L —/ Cenix ‘{]ﬁw (7] Partially effaced [ Effaced
Height: .{&.4....cm
Weight: .. 2-.....kg 0s: Glosed Dilated | -8 CHV\
h {1210 e SRR R Membranes: [ Present D.AB‘.’;B/IT[ ‘
Prpast ormal (] Abnorma Liquor: . lear - [0 Meconium [ Blood Stained
General Examination:
Consciousness: G/ Pallor:  WAo Presenting Part: Vertex [ Breech  [JOthers
lcterus: N©O Edema: ldﬁ@ Sutton: _94 O-2 01 00 O+1 O+2
Temp: N PR: 6L ‘oPVVL Pelvis: pﬁuate O Doubttul
BP: 12.0 |@ 2 Mty DTR: &) .
ovs: S ® RS- NVR (D
Liver/Spleen: Urine Output:
T T G .

aétd,( Ql?tt.x_\\MMGm [wdrcum w/}lu@-udw 4wm(ua'1
iﬁ—gm;jm/f«fc [3‘4‘”*25%{“[ QDMG‘WOH’*\\ ppPeom .
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Family History:

N/ Wmm

Surgical History:

57

—rtpkfoy

Medical History:  K-[C|O (DM oV OHA -
Not—a lC-[ C-lv Hy [ ® ﬁr-\ﬂuﬂy\vﬂ({ /
”ﬂ?)] Tauundi e ) e ardtdumean l)cw

Medication History:
T MJ:{-f-mw{w ooy Hd,
L desean

Plan of Care:

_ Plan - gm;,ﬁftwtﬂ ‘){.!'LLQL}C

Investigations:

Ko .

» FAJ;PW\A [aoub_.

—ecom (v e )
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Doctor Name: ... Dx.....}
Signature: ... 0., ASEOO
Date & Time: l'b]ﬁrj'zg@i‘%m

Consultant Name; .0y ?thﬁ&h nfwmaﬁa%

N
Signature: ‘%" ........ TG Ael),

Date & Time: l%[ﬁl&@lﬁbm
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U tahs & hod 60 st Dhs e,

@ BirthRight

Date 02}4

Time

b 126G

RBC er‘

oL L5

Platelets 9.9 m

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea {0

Creatinine .G

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Time
CUE - Alb N
CUE - Sugar nSp -
CUE - Ketones. NAD
CUE - PUS Cells (-2 Ly
CUE - RBC Cells A
CUE
Stool Pus Cell _
OVA / Cyst ‘ -
Occult Blood .-
| | _ -
Yo Qoup - IAD oo i
TCT - pnobalus
(26| 042
— 0
ey Wlomu « HHYV T 2. U] [ -
UJ b e U T N pdline
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toshy (
Culture and Sensitivitles : .... .'H'&’ MNC=5.:%/
( 26|49
W/

Radiology:  sa: .00 %[26.- guuq,\,gmwd% e 33\@ H
Ananl ccoan — UL G 92w+l d cur
nol—rl i (22/y) wo an omdlle,

X-Ray :
ECHO :

CT:

MRI —
Others (ECG, Contrast Studies stz .. \uo -2 AL - i, P ‘
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\_[:I/Nofﬁwn any Drug Allergies

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

Shifting From: ..... SREBH B ..o causimununimvisssssssssasesinasssinsgm
40| (GENERI KAME CAPTAL LETTERS) (mg?iiu) (PO NG, 56,1V | FREGUENCY | ot i ?gﬁ%‘ﬁg

1| Tl « MeTFolm | ST P/(} {14 \'g?:?p Oc mec
2 Oc Ooe
3 Oc Ooc
4 Oc Ooc
5 oc Ooe
6 Oc ooc
7 Oc ooc
8 Oc Ooc
9 Oc ooe
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .

Date & Time ;.

* C- Continue, DC - Discontinue

//da@ﬂ @ ”WLG@ 1A

Nurse Name & Slgnature

Date & TiMe : ........\ 'FF&%
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MEDICATION RECONCILIATION FORM

DrUQ AlIBTGIES: ....ovvovveereversvsseeeeeeessoooooo [ZJ/ Not known any Drug Allergies

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

Shifting From: .........oovvoovvvo (> 3 A Shifted to: .......... S
§.No (seuzngﬁ?ﬁgﬂgmﬂ fsmns) (mg?iig; (PO, :%U;f: v) | FREQUENCY :“;Aats:;DT(]]ns,E ?‘;ﬂ%ﬁ’g
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| Trapi 9 | iv S o mec]
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7 Oc ooe
8 Oc doc
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10 Oc Ooc

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

Doctor Name & Signature : ............. C@—YTJWW*‘VW )
Date & Time : /5/7/2«6@
Nurse Name & Signature: J/ucﬁyw"‘3°ﬁ’“
R 8T8 oo BB 137000 2
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MEDICATION RECONCILIATION FORM

Drug Allergies —E—l:?nown any Drug Allergies
Medication Reconciliation will be done at the time of admission and also‘whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SRIFHNG FIOM: ..M ShiftEA 10 R & A

: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (PO, NG, SC, V) | FREQUENCY | parg /mime | ASHERNH
. i
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8 Oc dnc
9 Oc Ooc
10 ¢ 0Obc

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

Doctor Name & Signature : . Oy o J Wu %
,q '1'\ , >
Date &Time : ......2 ( }'f 26, @ ‘P

Nurse Name & Signature: .. gl '&
Date & Time : ......... (31%\1'&’ GUc Q' B’Dﬁq
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Drug AlIBIGIBS: ...vvvvveerverseiesenssessesseressesssessssssesssesssesses s O Nﬁwn any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whehever there is change
in the treating team or shifting from one unit to another dnit.

(Example: at the time of admission shifting from ICU to Ward, or Ward to Ic;?(
Shifting From: /YHW Shifted to: Afﬁ Q%/ .........
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, S, V) | FREQUENCY | po v prasiosies
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* C- Continue, DC - Discontinue
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\ “\ \\ Children’s & BirthRight
\ Hospital . BY RAINBOW HOSPITALS
W takes & fot to treat the Uitle. Your Right to a Sale Detivery
Date of Admission: Bh‘bé’ Drug Allergies: . simsiprespEiavanguise 101/ NG wn any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line J| through it and a simiar line through subsequent recording panes.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

o - Mmchaﬂshoutdbehusutmmﬁm When the chart is full, a new supplement can be kept within this
’ drug sheet folder. .

}\ NURSES - _ Nurses must follow strictly the FIVE nmwmmsmmmm
1) Right Patient ) 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.
SOS / PRN (As Required Medication)
DRUG : ke
Dose | Route |Frequency [StartDate]
Doctor's Signature. | Valid Period| Pharm.
Additional Instructions:
03
~ 5| oave: %%
Dose | Route |Frequency [Start Date]
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
' DRUG : oate
: | Dose | Route |Frequency [StartDatel -
-
& | Doctor's Signature | Valid Period| Pharm.
ﬁ [Additional Instructions: i
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DRUG : [b\? WA P \%\5\"\%\'\
Dose Route Frequency |Start Date N 2
teg (v | Lo [ B> ol
Name &/Signature of the Doctor /
Starting the Drugs:
% (L0067
Additional Instructions: b?ﬂ?gk &
e
Daily Doctor’s Endorsement by a Sign
oRuG : [ P AN TP O (RN AW )
Dose | Route |Frequency [Startpately | , i
qomy| (v | Loy l%r} &/ T
Name & Signature of the Dpctor |
Starting the Dmgsé\ - N
P Ni16]
Additional Instructions: - =
vz |
: J
Daily Doctor's Endorsement by a Sign
orus: 10 NEDwo L [ Adech
Dose | Route |Frequency [StartDate [Gomlo| | /
e v NV el BT [/
Namé & Signature of the Doctor =~ -
Starting the Drugs: ff DM -
oot R T < HRP
Additional Instructions: 6 R BE N
\0?-
Daily Doctor's Endorsement by 2 Sign -
pRUG : JUFTIN €Lpp6 < | TOH >%%M‘FW\<\’ )|
Dose | Rogte |Frequency |StartDate| N / X | K9]
g | RfR| (<1 P?T%r 0 [OF
Name & Signature of the Doctor il
Starting the Drugs:
%o(f\’
Additional Instructions:
Qo Sh
B 7%
Daily Doctor’s Endorsement by a Sign ?
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1 \r s o T > oo
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j r\ DRUG : o Sen o Son D s, O Son
E Route Start Date Dose Dose Dose Dose
: -E Dx Sign. Or. Sign. De Sign. RT
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| Be Sin. D Sign. O Sign. D Sign.
3 ; Additi I Inst ti . Dose Dose Dosa Dose
o S, e Do son o son
Iﬂ STAT / ONCE ONLY DRUGS
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| IV. FLUIDS CHART

low Rate|

Date of | Doctor | Nurse

Signature

Date Time " mf.&"‘,,,‘l';i'f ,ﬂ,?i Wﬂn, o) | ROUtE [T Sign | Sign |Stopping| Sign | Sign i
D VF (o 004 AP Sl |
\);% A W pten ﬂ 3 nwﬁd Se i
\Ja o a s ‘
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VERIFIED BY : Name
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ShEEtNO: ... REGULAR PRESCRIPTIONS weight £ ward . \FE...
DRUG: T- WOVTEY LC  HaaeXAl

Dose | Route |Frequency [StartDt.| o

|24 ?T; U] 'ITEP’O\?“ )

Name & Signdture of the Doctor ' WA

Starting the Drugs:

@/\S/ED(A/

Additional Insfructions:

Daily Doctor's Endorsement by 2 Sign

DRUG: ] Qb _Nrf\/ Df" [4]7 &)

gase Route |Frequency |Start Dt.

po | 1o |\eln Batr/Iet

i ]
Name\& Sighature of the Doctor [’ ’ f e
S the 'Drugs:

\(gd?/%’

Additional Instructions: po I e .

Dally Doctor's Endorsement by a Sign

orua: b- 2eROML P i )
Dose Route |Frequency |Start Dt. =07
\fab | po | |-t 145 WA~

Name & Sigfature of the poctor | /
Starting the Drugs:
4 A
\hul? ?,?’V‘//

Additional Instructions: /
A
Daily Doctor's Endorsement by a Sign v
— p—eeeee
oAua: Cﬁ;,w%m Da ] L |
Dose | R Frequency | Start Dt. A CA L8
o | (A b Bzl
gan:;hg; re of thd Doctor i
tarting the Drugs: A : ]
K e A0
Additional Instructions: ' 1
20

Dally Doctor's Endorsement by a Sign
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2z
Rainbow*

Children’s
Hospital

% ok & lot b0 tremt e tin.

BY RAINBOW HOSPITALS
Vour Right to » Safe Ouiivery

‘BirthRight‘

DRUG : T - (O ME T

Rl

Dose | Route |Frequency [Start Dt

.

Wi | ) | (=771 ol |

/

| Al
//

Name & Sigdature of the Ductor '
Starting the Drugs:
(A

Additional Instructiéns:

Lt fad -q

Daily Doctor's Endorsement by a Sign

DRUG: Toly (L P

Date} v

Dose oute | Frequency | Start Dt.
Sh0at | AP '“ﬂ 1519

Name & Sighature of the Doctor

Starting the Drugs:
(&

Additional Instructions:

Dally Doctor's Endorsement by a Sign
___"‘_I_—-_________-_‘
DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

_ Daily Doctor's Endorsement by a Sign |
—-—-—_________\J

Datep

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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tarly Warning Observation Score Chart - Obstetrics

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

-| Date BN | N
!2%\-;26 Time | 8 |9 |10]|11|12]| 1| 2|34 |5]|6]7]8]9][w|u]12] 2 )B4 )56

> 30
21-30
11 - 20
0-10

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

40

39

38

37 p I

36 y2 Galka\EN

3s
< 35

170
160 [
150

140
130
120
110
100 =7 ]
90 A :g a0l
80 S LA

70 E A

60 b 4
50
40

190
180
170
160
150

RESP
(write rate in
corresp. box)

|
Saturations

3 dwap

2ley 1eay

\.Ig_
”
i

130
120
110 [\
100 5
90
80
70
N &0
{ 50
130
2 120
110
100

90
l 80 v/ NARAE VR
70 - \ VY
rald o
: = o
o e e RO T S e e | s R R e T
NEURO Alert I ] I l I l I ! -I_ I I [ I l I I ] I [ """I||/ -1'/‘[ ||¢-\I

- < T
RESPDNSE Noice
1] Pain

Unresponsive

A\\

:
‘g?_a
3

—
anssalg poojg J1oishs

b

URINE > 30
mls / hour < 30

L : Protein + +
Froteinuria .
Protein > + +

Normal — 7=
Heavy / Foul

U Clear / Pink
s i | Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Lochia

le 2
Boo

:
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Date
Time&9101121 34'567 9101112123'4567

. REsp
{Y'vrite rate in
corresp. hox)

Saturations

2, dway

31eY Leay

94-100%
<949 9%
Administered o L/min.)
40
‘ 37 -
36 5
| 35 i i
< 35
120
110
100
90
60 -
50
40
190
160
150
140
130

39
170
160
150
140
80 b
180
120

0-10
38
130
70 ")
170
110

—
anssalg poojg Ajoishs

= EEE
2Inssaid poojg joseiq
&8

NEURO | Alert

RESPONSE | Vm_l:e
Pain
Unresponsive

URINE |

mis / hour

Proteinuria

Clear / Pink
Green

TOTAL YELLOW SCORES (4 o
TOTAL ORANGE SCORES 2 [
Nurse Initial

Liguor
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Early Warning Observation Score Chart - Obstetrlcs

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

! \
| \’X‘ Date . S
\(\ Time 8 ) 9 [10[n{32]1|2]3](8)|5][6|7([?
> 30
21-30 = o -4
11-20 .
0-10
94 - 100 % =
<94 %
Administered 0, (L/min.
' 40
39
38
37 r
36 y [©) a [\
35
< 35

170

& 160
150

’ 140

130
120
110
100 i

90 L ‘ i

80 UW 'Ef 2 Q‘HWT
70

60 & {:/

50
40

190
180
170
160
150
140
130 1
120 p \ &5 W5
110 \ T B vd
100 |
20
80
70

60
o | 50

130
120
110
100
30
80 \Iy
70 Vih, [
60 e
50
40

NEURO Alert

RESPONSE Voice
r] Pain

Unresponsive

'$

RESP
(write rate in
corresp, box)

Saturations

2 dwsa

aley LeaH

A

LS|
2

“ )

-
-

%

i

—
anssald poojg d1|o1sAS

N

> -
a.nssald poojg J1joiseig ||

URINE >30 [
mis / hour < 30

Protein + +
T o o o e e o o e o e e A

Normal —
Heavy / Foul

Clear / Pink - - e
Laver | e e e b S TS S s Sl
TOTAL YELLOW SCORES & P
TOTAL ORANGE SCORES D
Nurse Initial { | &
A

(¥
oo
k|
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( FLUID CHART |

7 '
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1. All measurements in mi.,

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

Intake

Qutput

IV Site

Nature
Date Time of Fluid Route

NG

Diarrhosa | Vomit | Drainage

hiebit
Urine pms

ey

1+ Mouth R N.G

08:00 am

~ 09.00am| A

1000am | /

11:00-3111‘/\

120000 N

030 pm e
ke :

Total |

Total Output :

02:00 pm N

03:00 pm \

04:00 pm

05:00 pm

06:00pm | -

07:00 pm

Total Intake :

+08:00 pm

09:00 pm

ﬁ 10:00 pm

11:00 pm

12:00 am

01:00 am

]

Total intake :

Total Output :

Fd

e

G &
W K¢

02:00am | p\ PO A\
(__';\7' Rx?)d 03:00 am r\\ﬂa b4

(rn-')

300

04:00am | N P 150ee)

05:00 am | N P4 ns

|50

0600am {0 | 100 | 195~

(oo

[oro0am "L ([ 0OV ] | 95|

O
0
- o
0
o
(@)

100

Total Intake : 2 OFCW] o2 T

Total Output :

R Com/

Total 24 hrs. Intake - 0F5m!
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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.

Intake Output Vst
Date | Time ga% Route NG | Diahoea | Vomit |Orainage | Urine | Phiebitis ﬂ%‘é '
I Mouth | 1v [ NG i
08:00 am . band] ©
0300am | weln | 56 \ood | O
10:00am [Terodo] Has L Yodl ©
. 100am ooy | £od ted | O
1200pm | eodn N : > 1
01:00pm | (4o | S sod o |\©
Total Intake : A (e | Total Output: U [0 »~S
02:00pm [ \log  [yere \ et © " RE—
03:00PM 1 e |2 lomn| | © BR
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- OBSTETRIC TRIAGE ASSESSMENT FORM

Date: blﬁ[g(:? Time of Arrival: ......| +. 2044\ Time Seen by Nurse: fh’?a%

1)
2)

5)

6)

Level of Consciousnasx\:_/l.?@rcious O Semi-Conscious O UnConscious
Chief Complaint (Reason for VisR): (Circle the item as appropriate)

OJ Severe Pain / Moderate Pain m rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement 03 OtREF REBSON: ..o
Vital Signs:  Temperature: C’ff Pulse: rG’D— RR: .1B.... spo,: (0D..... BP:‘?::Qng Weight: &,
Gestational Criteria;
Lﬁravida |6 5 [ Py [ L A )
LMP: LS lub@ EDD: ... }819;4: Gestational Age: ..E;%bv*%mﬂ
Uterine Contraction () Yes.__,l}!fo O NA | Onset Time Frequency:
Membrane Rupture /l??s O No | ONA | Onset B"%% Time {-20Me Fluid Color: (:Qm,—
L
r (
Vaginal bleeding O Yes ‘D)lol ONA | Onset ~— | Time— Amount: —
rr "
- ‘ If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes VD’F” O NA Pain Abdomen / Vomiting Py
Good fetal Movement 47 Yes | ONo [ O NA | I Nospecify: -
2 7
Pain Screening: Numerical Pain Scale (NPS)
b | | | | | ! | | |
| I I I ] ) | ] ] 1
"'é/ 1 2 3 4 5 ] 7 8 9 10 |
No Pain Worst
) possible pain
o A
® Duration: N,l! s D2YS / Weeks/ Months (Strike out which is not
applicable)

® Character:

.................................. i)
® Frequency:

e L R
® Interventions: .................. rsuf
Past History:
2 Surgeries: ..... PN ... ;\r&(‘-ﬂa s
b)  Medical: ............ Cn.’DMDna*HQ
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Patiern Stickes

7) Allergy: O Yes R (TR

Q
8) Current Medications: ] Prenatal Vitamin O None J}@mz "\"‘\Aém\xwx

g) Prenatal Medical History:

O None

O Chronic Hypertension
O Gestational Hypertension

O Diabetes

,)E*’Gtztationa! Diabetes

[ Low placenta
O Others if Yes, SPECHTY .ecuuueimmusssrisnssemssssmmnsssseneees

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Ti
[ Category Il: Emergent (Time to Physician: < 1
O Category lil: Urgent (Time to Physician: < 30
ﬂ/iategory IV: Less Urgent (Time to Physician: < 60 min
O Category V: Non Urgent (Time to Physician: < 120 minutes

me to Physician: Immediate &

0BCU Obstetrical Triage Acuity Scale (OTAS)

Reassessment: Continuous nursing care)
5 minutes & Reassessment: Every 15 minutes)
minutes & Reassessment: Every 15 minutes)

utes & Reassessment: Every 30 minutes)

& Reassessment: Every 60 minutes)

OTAS Level 1 Level 2 Level 3 Level 4 Level §
(Resuscitative) (Emergent) {Urgent) (Less Urgent) (Non Urgent)
{HuL::::l:M} Immediate < 15 minutes <30 minutes < 60 minutes : léomm,
Re-Assessment Gonlinsoss Mucons Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Earty Labour/ Discomforts of
Labour / Fluid Imminent Birth Iivabour! PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
eeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
nsion > 160/110
Hypertension | Seizure activty O eatacts, visual| ~ oY WbV WOt
disturbance, RUQ pain ”“‘m“m signs
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment Non-Fetal Movement anhm m
@Acute onsite severe @Major trauma @Abdominal/back pain Ongoing assessment @Anything that does not
Others abdominal pain oShortness of breath greater than expected in .mmmnm seem to pose threat to
oAltered level of Unplanned and (for " blood |  mother or fetus
consciousness unattended birth @Fank pain / hematuria oCervical
oCord prolapse Nausea /vomiting and /o @Minor trauma (minor o0ut patient placenta
@Severe respiratory diarrhea with suspected previa
distress dehydration and /ol ®Pre-booked visits (ie R
@Suspected sepsis and
: @Signs of infection (ie injections, NST
dysuria ,cough, fever, @Assessment for version
chills) o@Rashes

Time seen by Doctor: .......... X ‘H@P‘“\

eeseesessnee NUTSE Signature: %
0 ‘e

Nurse Namg : ....ccocuenee

Date: \Bﬂr\%

b3

RPN

ol

worr TIME: LlrYetian
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: .. 13 Frb_ﬁj

Baseline Information:
Admission From: O OOPD D’ﬁ?ssion Desk [ OHIS: SPECHY covruvrseessmsmsssmssssssssssssssssssssssess
Primary Language: O Telugu O Engli O Hindi E—%m 'Tﬂmn

Do you require an interpreter? C1Yes Emz
Source of Information: O Paﬂent: Family O Others

Personal belonging if any: NoseRing [JBangles O Anklets [CJFingerRing ) Bracelets

handed OVErt0 .......cocermmsiasssnsses a4 lj s SRS s

Allergies: O Yes mﬂ??DMedicaﬁons [ Blood Transfusion 1 Food (011 LA
T T A—— '

Chief Complllnts ........ : . Doctor Notified on Admlsslon

’ﬁﬂ‘ W = o égé'-l%) Name of the Doctog 1Y, FINMACRAY.

TR TP T N 0. 1 B

Past Medical History: Obtained From D—Pﬁvy [ Family Member O Medical Record [ Other (SPECHY) +oovvcevireesnees
Past Medical History / Past Surgical History Previous Hospital Admission

(SD™ ON | g e
OHP - a

Blood Group: . ﬂﬂ Mgﬁm)m EAG J%EDD 99)8) 2b Gestational age during admissio .. RE{-y A
Contractions: .. eeemsesmesseenennee Vaginal Discharge: ... f) ;o J’O e?& 7

Obstetric History: ,2.,. - E— Logloos A . Previous LSCSW....
Heignt: 1. 5. A Weight: . 68 o 2801

Temp: .. SN HR: Q3 bl mRo.. 90H5 .. L.f.?.‘.’../...{?‘.‘.‘? 5p0, [007 ..

High Risk Factors: (Please select by ticking (v ) the box as applicable)

0 Hypothyroidism lj/ Rr;/lncompaﬁbimy O Fertility Treatment
O Hyperthyroidism [0 Previous LSCS O ‘Prﬁi@ﬁbour
[0 Hypertension [ Gestational Hypertension [ Others: (Specify)
gropoetes (/| DN O Bad Obstetric History  — Y
O Anemia @ bestty (BM) — _

O Twins / Multiple Pregnancy— =

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




L Patient Sticker 1

Family History: 3 No Abnormalities Detected

O HeartDisease [ Hypertension OO Diabetes I Stroke [ Seizures O Kidney disease
[0 Liver disease [J Other.....

Pain Assessment:  Pain: %7 LINo  (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: VS [INo Score. LO.... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: D{es? ONo Score...2 4. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If2 patient needs assistance with any of the following inform consultant

O Mobility problem 1 Walking Problem Ema??nonnamy Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight O3 Poor Appetite > 3 Days O Needs Therapeutic Diet, =
03 Under Weight O Diabetes Melitus normalty Detacted
Inform consultant for positive crﬂeﬁa D"?b

PSYCHOLOGICAL SCREENING:
OCgm & Cooperative [ Restless [ Depressed [ Agitated O Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (3 Single l{;m [ Divorced 1 Widow

Social History: Lives With

Mdrried
2. Special Habits:  Smoker: [J Yes Ezzd Alcohol Abuse: [JYes El'r?u Drug Abuse: [JYes }No Q

Orientation has been given regarding the following aspects:

Call Bell in Reach : [3-Yas & No Waste Disposal Explained: [¥Ves TINo .
Infusion Pump : D’\ZI O No Hand hygiene Explained: Dﬁ? O No O Others
Above information givento..................... £

urse nai Q.t Siorlathe (
Nurse Sig turdpq m’\ K

Al
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Morse Fall Risk Assessment Form e | R ey
ij M &
; . ate / Time
Choose Highest Applicable Score from each Category %%mm Fall Risk Grading —,
History of Falling Yes 25
i diat
(immedia ely or w/in 3 months) No 0 & a0 O Risk Level Morsc(aﬁ::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O i o
Furniture 30 Standard Fall
- . ———— Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0O O (9]
IV / Heparin Lock or Saling b 2 ' Implement
No 0 . Moderate Fall
Moderate Risk 25-50 .
Impaired 20 Preventaqn
GAIT / Transferring Weak (uses touch for balance) 10 | o =) [ o Intervention
Normal /On Bed Rest /immabile 0 Implement High
Forgets limitati igh Ri isk Fall
Mental Status o‘rgets = auons“ L High Risk =91 Er':kel;i:‘o
Oriented to own ability 0 0 ) © version
Intervention
Total Morse Fall Scale Score: (D ) \Q
, Alels @f*”
Signature | ¢ oy % D e g
Tick (v') whichever precaution taken. : Maderate Risk (25-50) Apply all low risk intervention and
isk Level and Interventions O Assist and/or Supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) O Hourly safety check
L3 Ensure patients use their prescribed eye glasses if any, in the hospital O Assess patient after visitors, leave to ensure safety measures in place
3 Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
0 Use safety straps on stretchers and wheelchairs while transporting patients LI Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form okt e e NSOy
‘ A y -
I = =
Choose Highest Applicable Score from each Category Dat;clo':;me l‘?;] ‘;ﬂ% ’41) 9'/% { Lf“ f':, Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O o p Risk Level MorseMFla:g Score Action
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 0 ) o
Furniture 30 _ Standard Fall
Low Risk -24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Gl 0 Precaution
None /Bed Rest /Nurse Assist 0 © (= o
0
IV / Heparin Lock or Saline :‘es 20 o) Implement
> 0 =) Moderate Risk | 25-50 Moderate Fall
Impaired 20 E]‘te"e"?“
GAIT / Transferring Weak (uses touch for balance) 10 Vo [© (o e
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Statu High Risk 251 :
Sy Shanlc Oriented to own ability 0 o & 0 Eﬁﬁgﬁggn
Total Morse Fall Scale Score: { o 1o
Signature &j/ 7@‘ et
éf L | gl

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[ Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[J Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Time:| 1 :2pp2 =
mmobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does 1ut v even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in 9
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf LT
without assistance. to completely turn self independently. | _independently. i |
2. Chalrfast : 3. Walks occosionally: 4. All patients foo young fo ambulate;
“Activity . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of Physigzgt?'ir; l}.o:;:;g't‘o'bad 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 _:))
wheelchair.” shift in bed or chair. 2 hours during walking hours. - n Z
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment: 7
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception

diminished level of consciousngss or
sedation, OR, limited ability to feel
pain over most of the body surface.

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

or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly molst:

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

2. Very molst:

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

3. Occaslonally mois!:
Skin is occasionally moist, requiring
linen change every 12 hours,

4. Rarely molst:

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

FRICTION-SHEAR
Friction . Occurs when
Skin moves against
support surfaces

Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other
skin and adjacent bony bed or chair, requiring fraquent devices. Maintains relative good position]  during move. Maintains good position "7 t‘f
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. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is

3. Polentlal problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
acomplete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

3. Adequate:

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

4. Excellent:

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
servings of mean and dairy products.
Occasionally eats between meals.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. praducts 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:::;is::‘" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be “g’&“}“m:’i’_m s::;'m;:;:“
does not physiologically tolerate < 10 mg/dl; capillary refill may be <10 mg/dI: capillary refill may be s ’:;'d 00, CapiReey
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, < &SRS, 1% '
_ N , TOTAL SCORE dF |2 AT
Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 ?/_ Q‘? G
Evaluator's Name -ﬁg_ @E@—Lf

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

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule a .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ©® Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces ;
® Manage moisture, friction and shear Artematmg pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients Lo
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 matress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM Hospital_ | @ eemsssren
Date Time Pain Score Location Duration Acuity Characier “me mm Intervention Sign

| = (0/10) _— 1  Educated |
c2mal © =t O Continuous | O3 Acute O Sharp O3 Dul O Increasing ‘EPS N© @ -

O

O Intermittent | O3 Chronic O Aching O Burning | [ Decreasing

ey

L ap {3 Continuous ute [ Sharp i ) Increasing
B'\begj Ljﬂ"\ / 0 -1/5‘% i t/g’gllonic [ Aching Bjecreasinq

ermittent |
h‘#{w - /0 J*Dmnﬁnueus Frficute [ Shap B—Dﬁ{ 1 Increasing

we& [ Iatermittent 3 Chronic (] Aching [ Buming

e
= ( Cocopienf] O Continuous Crute ) Sharp 7 | O Increasing
|3 (i) 9o /uo wilz DAftermitent | £ Cheonic Dy Aching {3 Buming | O Becreasing
T Contious | CAEute OSap @00 | O
. _Ewg—] ontinu

\GHQJB r”f‘”‘ ém | = | Gnrmitent | O Chvonic | C3ACKG 0 Buring | F1 Decreasing
Wl 2 o A o' b
gq'_ [0 Continuous Dyuh!' [ Sharp r_loﬁ 1 Increasing

Wt | 2 (M | & ) nteitent | O Chvonic O Adiing [0 Burming | [ Decieasing

______._._-—-—-—-—'___,_._...._-—-—-—-

______..‘__—-———-"'_"_'—
- 3o | O Continuous oacie | DSap Ded | O lcrestd
PO " \[\n s\, | O Aemiten Ocwonc | DActing 01 Buming [) Detieasing

Mnx"d»\ O Conlinuous C¥Kcute Dsap OO0 | O lncreasiog

CuAdfermittent | O Chronic (3 Aching [ Burning [3) Decreasing

W | AT Vo | g
| Sm;d_,ﬂﬁminmus Oaqfe | D Shap 0w | Clincieasing

ot &
O Intermittent ) Chronic [ Aching 1 Buming [ Decreasing O No
DI N S S ;#_;;Tf,&ni%
"-4’& B Py _ O Continuous | O Acute [ Sharp O3 Dul O Increasing | O W&@ 2
[ wo 0 wermitent | OCoric | C1Acting 01 Burming O Decreasing | O3 No e -
\ - _____._____,_______———l_,_,—l__,_,,\_‘;__/_———l__/——

WM

1Emeigmmshmmnhbll

ZMMM#MﬂmmmmMnﬂt

a) ummzmuunam b) Then every & hours.

4] Pwnmmm d) Within30- mmum.ﬂm
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PAIN ASSESSMENT TOOLS

+  FUACC PAIN ASSESSMENT SCALE (1 Mosth 10 7 Years)

' I ; , SCORMNG
CATEGORY il
] 1 2
. . Occasional Grimage or Frown, Frequent to constant frown,
d fate No Particular expression or smite withdraw, Disariented quivering chin, clen ched jaw
Legs Normal Position or Retaxed Uneasy, reslless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and -
Activity moves easily forth, tense Arched, right, or Jerking
Humerical Pain Scale (Obstetric sad Gynecology) . :
- 1 i 1 1 1 1 1 1 J Maans or whimpers occasional Crying steadily, screams of sobs,
I T 1 1 i 1 I i T | G | C No Cry (Awake or asleep) .
(] 1 ? 3 [l 5 [} T ] 8 "lin‘ 8 Complaint frequent Complaints
by Possdls Pabn Reassured by occasional touching,
Consolabilty Conte. , refaxed hugging. or being talked to, Diflict to console or comfort

: mum.mmummmmmuumj
| Sedatien Mormal Paia / Aghtation

b

Woag - Baker (Pediatrics) Abeve 7 Years

[ sz
Crying No Cry with painks cres Agpropriate iable shent-
@@@@@@wm i ] S o o e
# simufi Inconsolable

e L T s WL Beharior State No arousal to any Arouses minimaly 10 | Aoroociets for Resdiess, squinming | Arching, icking constanty awale
stimuf stimu " | gestational Awakens ®
No spontaneous Litie spontanequs e . Arouses minimally / no

Mouth Is lax Minkmal expression Relaxed Appropriste Any pain Spression Any pain expression
' Intermitiend continual

Nnmrlﬂn Wesk grasp refiex én?umw Intermitterny Continual clenched

’ fone | Normal Tone o 1 e
' -m'fa;".'L wum

|$ Vil Signs R wmm Less than 10% Within basetine or | increase 10-20% Increase greater than 20% from

RR, B, $a0, variablity from normal for from basefne baseline, S20, less than or
l-lmmur baseline with stimusi pestational age Sa0, 76-85% with equalto 75% with stirmudation -
7 - show
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RISK ASSESSMENT ToQL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: '2':} %
| Pre - Existing Risk Factors  Tick | Score |
LPrevfous VTE (except a single event related to major surgery) g

Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities 8.0. cancer, heart failure: active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
|| mellitus with nephropathy; sickle cell disease; current intravenous drug user
' Family history of unprovoked or estrogen-rejated VTE in first-degree relative 1
™ | Known low-risk thrombophilia (ne VTE) 1
Age (=35 years) 1
' Obesity 1 1or2
| Parity > 3 "1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
—aesarean section in labour = 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
ﬁ Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 7 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in Pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total 11
Signature of the Nurse q #%%K/
&tion Plan _J

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

v |f 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 bieeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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PRE - OPERATIVE CHECK LIS’ |“ ||1 “” Il |l|||"|" ll"l |||||| Eﬂﬂﬁgﬂ‘
N s B vatense | Y Vour Rightios Safe Oelivery
Date: | 2 ’:}'flfg

patient's Name : 1V 11 MC\/NMC" Age: 56(@{7 Gender: (1M [+
Blood Group - %Wrﬂn

Planned Surgey : .E. 1Y/ J Lot A daduaasiua.
Anesthetist : . [«}{mebwf ate & Time of Operation - 121]9’[1{: PCWWWQ%
Tick Appropriate Baxes

e

To be filled by Nurse Incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | NA
1. |  Weight checked and recorded? 0| 0O
2. Is the patient fasting for over 8 hours Pre-Operatively? ] ] O
5. | CheckPre-OP Investgations & Resuts (CBR Biood Group, BT, CT, PT/ APTT, Ek 0 ‘El
Viral Screening, CXR etc) available before starting the procedure
4, Enema given / Bowel Preparation ' O Eh O
5. | Remove all omaments, etc and sterile gown given e
|s. Is Blood arranged as required? 0O e d
7. | 1 Blood has been ordered - is Blood bag ready? O(&e1 0o
8. | IVCannulato be placed / IV fluids if Indicated A 0|0
9. | Pre Anesthetic consultation with anesthesiologist MO | O
10. |  Pre Medications Given? (Sedatives / etc) A OO0
11.|  Skin Preparation Al 0|0
12.|  Steis marked L2 0| O
il T e EIE
14.|  Implants are available OO
15. Equipment is avalalble ﬂﬂ O|0
ﬂ& Other (if any) O'p O
NOTE: if any of above is ticked “NO" Discuss with the registrar / consultant immediately A E
, ;
:;ﬂ:g E:::;i::niz { Nurse In-Charge Name : ,_Q* !P(;D(Ol
Billing Executive Signature : ..... " Signature of Nurse In-Ch

Date & Time : ....... & Date & Time: .......\22.\ EQ‘QM?D%W\

Doc. No. : RCH/ FRM / CLINICAL / 107







Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's | ® BirthRight

Hospital 8Y RAINBOW HOSPITALS

SPEGIAL PROGEDI!“P: ‘pql-ﬂm}w"‘ & Gk ot 0 e W Bme. Your Right 1o a Sate Delivery
GuC-000%3 7 o -

Patient Name : . V1, w m g “T:: ‘3 Gender: O Male male  Age: ... 369“:

UHID NG ........ \m \\W M\‘\ pate: .12/ 2 [2%...

Instrugtion:

This consenlform shoul. .. sxgned by Patient (if an adult 18 years or older) or by a parent/ guardian, if the patient is 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. - )

I nereby authorize the performance of the following aperation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

0.5 4o 4 e 5 ..... W %L’W ................................................................. o

e NAME of the Palient)

I 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 alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

My signature on this form indicates that
I have 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. Ihavehadachanceto ask my surgeon questions.

4. lhavereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who s performing the Surgery/ Procedure: ... Admahai... PMMQ YV
Consentee : _ Patient Attendant : |

signature ). NT2md Wl A" SIS : s B Lo

Name :......A. . UL AN T LA, Nae oD Db bbb
Date & Time : .../ 2. ]@j A QﬁQé C& -Ro 4™ Relationship with Patient: ........... .

Date &TIME & ovveeeeerererernereennaraennns

Witness :

Signature : ...........

B AING  ciisiiiniemiss irminiatesaentr s st bbeasss i snendin
Date & TIME | o ernes
Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® )

- CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight'

\

3 Hospital BY RAINBOW HOSPITALS
GUC-WW“’T Ld g.un{‘.lSEM It takes 8 uE treat the fittie, Your Right to a Safe Delivery
Nrs MANSULA R gz ) YT
Patient Name :...[Y. u-n::; ARIMALAM Age : ... 2.5 ). Gender : Male OJ Femald 3~
or.

e SN padashu Proimatam

P L ST —— | . L] T plannedf:w’\jf”\{'ﬂ%}"em UG

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using 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.

[ Heartdisease [ Hypertension [ Diabetes mellitus [ Renalfailure
[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease D OTHEIS & vuvvversssseessessssssssssssssssestsssssssssbes babssasssasserssassntssasa OIS ISR S0 R

«  Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / CI Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
! site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.

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

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

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

Patient / Patient Attendant: ~ ) Witness :

Signature : /l’]‘/ LT ot Signature : @ﬁ%/&«fq
Name : AM»‘# 5’U*«ﬂ Name : .....ccoeee Q@Juf,,

DAt & THTIE e e snsneremmmsssissssissinsinisiaisissasios

Relationship with Patient: ..............

Date & Time : {3’

Doctor (who is taking the consent) : mm’L

Signature : /Er N ey, Namg: W q S(CN r\nwp\/mﬁ\a &Time : Uh,?bl

Docu. No. : RCH/ FRM / CLINICAL / 021
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Department of Anaesthesiology Gu:-ﬁj:‘:l} PR LI @ BirthRight

PRETANAESTHETIC EVALUATION | ";;,,&;\%{ii\ i\i ﬁf\\{\ﬂ\\\\\ st osPrL

[0S E RN B

i [ ——

wedcaltisy:  OVs: AP

 RESP: ﬂfrﬁ"@ | Dabetes: (v )ehedie -

CNS: )

Renal : .

Hepatic / GE : ' Physical Activity:
Others :

pasthnsesthetic Hisory:  Pova~ -LJ ¢ J [ag
T

Physical Exam:
Airway: WP 1(2B 4 Mouth Operiog: Y\, . Mentohyoid Distance: Neck: /HY, - — ),
i | |
Heart: [ TVITeF]
oxs: /')
Pregnant. @fes CINo ONA Venous Access site:(£ b SPineExmntor regional : @
Anaesthetic Plan: CJMAC E{AERIONAL CIGAETT [ LMA
peri-Operative Plan Explained to the Patient: ey 0ONo
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: l e 4;3;,{\ hub -
1. DVT Prophylaxis : 9/7' 2 1L lw;
Water / ORS 2 Hours

- NIL UHAL< Others 6 Hours

. Post Operative Pain Management: O Discussed with Patient

_ Other Instructions:

/... Name: QYTJM“LM"””TL
MY

Signature: <7..\1.¥-

Docu. No. : RCH /FRM / CLINICAL / 044
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3. Informed Consent: O Standard E(H%h Risk fﬁ' PTW“W{"*
4
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Rainbow® ; s b
i Sl Children’s BirthRight
I PatintSticker | ANAESTHESIA CHART  Hospital it oy ‘
- T Eakes i bk 10 Treat the e Your Right toerSate Beinery
~_Pre Induction Assessment:
Change in Patient Condition: OYes [ No Fasting Status: (m ] w‘/ tﬁfﬂﬂ ,
L Physical Status: l Patient Identified B/Coflsem Present I O Chart Revieﬂgd

[BP/CRT: [}

| RR:

| Last Feed:

HR: G fn

Pre-OP Diagrosis: ... Ly2. (3, [Pl Ly,

0[S0 A7 7.

operation: . Epauatey. LGS

pate: {7.12/2C,

Anaesthesiologist; DY ﬁ&Wthfvaechmclan

Surgeon: 9131/1,“51,5'}0‘}“’}%‘\)\
TIVE =

|
N.O /AIR /0, LPM I
HALG /SO ISEVD . e
Drugs:
Supposhory
Blood Loss
a6l CY 511 GX Ehe
101_;5@0, L3 ] 1 [} i Wi s
ETCO,
ECG
Temperature
Utine Outpwt NOTES
g
H
8o 240
v Systalic 220
A Diastolic
X Mean 200
* Heart Rate 150
Tournigue! on Tima
Tourniceet off Time 109
Trewat Pack in e
Tovnat Pack Oet 120 3
100
o Ny - H
e -~ -
40
20 ‘
0
| A8
LAB Values
L —
T Eadioment Checkedang | Temp: Induction
Functional O HME [ Fiuid Warmer aw O inhal
BP O cingFilm [ OH Warmer 0O Pre o, RS
O cutiSie: .. O Hugger's [ Catton Wool [ Others
O atske:.... ... £3J Other
O EXGLead O Mask 1564
O Temp Ske O Aiway QO [JNasal
O o, Monitor ETT# e 8l em
0 Agent Monior O ot ONasal [ Cutt
D—Rylse Oximeter O Tracheostomy O] Topical Catheter at skin............. -em i
O Capnograpn O Dg o Drug Name & Cong: &lemm *::[
0 Ventitator O Awake O Dieect Vision BOWS: ... s
[0 Nerve Stimulator O video Laryngoscopy [ Stylette / Bougie SO0, . it
O Monitared Anaesthesia Care O Fiberoptic Biock Level rﬁ, adq velki
ion:
?"}m _ Mn}mal Blade# . Atempts: . .
sure Poins Checked DICOY WhY? it | T s
Line (Size & Location) Transportation to
Eye Care: OV ... | O Bitat = BS Orecy O 0 Oter
gg*ﬂ = b O Semi-Closed Circle Relaxant Reversed [ Yes OnNe Owna _
-:r%:m g &"’:dcm Name of the Ducmr:DI..].iJE.N ML mfit vy
i Signature UIMUDC(D!I....-_f‘,..... .M_____
1+
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B GUC-00083797 1P18-00036443
Patient Sticker Mrs MANJULA .A S Blftthght
31.03-1990 Y3M13D  (F) BY RAINBOW HOSPITALS
Dr. PADMASHRI PARIMALAM te. Your Right (0 a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD Mmm mmm
Received in PACU DY & oo Time Recewved : ... 2 .10 Time Discharged : .......ooevuecununuene
260 240
w 230 230 | [ 0 Mask O Nasal Prongs
5 ﬁ ﬁ: [ Tracheostorny [ T-Piece
ﬁ 200 200 | 3 Oral Rirway [0 Masal Airway
E -
S 10 | vomitng: Dl Yes OINe Drug: "
= © |ygrwe:  Cves Ot
v M ool L OYes ONo
A 120 120 | Urnary Catheter: [J Yes [ No
¥ e 332 Cnest Tue: mm E!Nu
a x " . B BO o W | [W
= : iH/P ek
60 %
S d i 50 umrem ..................... Ay han
€ @ . (
20
53 ;u f\/M“‘{ CA qu'b 4(6-‘)
1]
SPO,
POST ANAESTHESIA SCORE e our SCORING INTERPRETATION
{Modified Aldrete Score) 30 | 60 | 90
e e Aty =1 AcmaY v [ \ | A Minimum Total Score of 8 Reauired for
Abie o move O extremites voluntary of on command =0 D:scnarge
mummumm =2
g = . 92| v Exceptions to this, are o be explained in the
giggn’l:mm:m =1 cmousmnon |1 7 | space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fuly awaie =2 .
:rmmum = 5 CONSCIOUSNESS 9 1.4 7‘{
= —
E?:.mmmm -E COLOR f‘L 1L~
~
o fho ok b 1o
H
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ NPASS DCIFLACC [3Wong Baker O NPS Reassessment Frequency:

fanaesthesiologist Name :

Anaesthesiologist Signature:

13)2

e, 205.0m.

Date & Time:

PACU Nurse Name: e

PACU Nurse Signature: gL“V
“Date & Time:

1 Every eight hours for all hospitaized patients.
2 hrmwgtimmmmmmm:mpaheMMMpdn
3 Every 2 hours for first 24 hours
b After 24 hours every 4 hours
¢ Pror to pain reliving intervention
with in 30-60 minutes after pain relief mtervention

Transferred to Unit by (PACU):

35T 1) . o




Pétienr Sticker '

Department of Anaesthesiology
EPIDURAL ANALGESIA F.2CORD

i

Rainbow®
Children’s
Hospital

Tt ks 2 ot to treat the lie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: ...ooereeececcreieveree TIME oo

CSE /Spinal /Epidural
DO cintin o emne

POSHION oo venics

Catheter at Skin: ........

Procedure done DY ..............vueeoeeeeeoeemeoeseeoeeoeeeoeeoeoeoeoes

SPACE :....ovvvvviirricccereneen. TECHNIQUE (LOR/LOS) ...

YR RTTA T 1| 1) [ Sy Sl it Mo T O LA

Parasthesia : Yes/No if yes details : ............cooooovoo

Solution COMPOSIION - ........cocovveieereenre,

Any other issues :

a) o

Infusion Rate

Time (mm)

Bolus (ml)

- Level
Left Right | Bp

Maternal
Pulse

FHR Comments

Delivery Details : ~ Time : ........cocooooevneee.

Catheter Removed by and Tip Inspected : ....................

Patient Satisfaction : ...

Discharge /Shifting ordered by

Doctor Sigature: ..............oo.ooooeeoeeeee

Ductdr Name:

® pirthRight

i -"'_p‘-- iy PO e T R
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Rainbow | @ pirthRight
INFORMED CONSENT FOR HIGH RISK Hospital_ |t

PROCEDURE / SURGERY

e —— ;‘:mzﬁ:: a |P18-00036443 —

NAME: woverereeeee ﬂ;“ﬂ:;hnﬂpﬁmﬂy BV Age: .26 eender: O Male M&

| TR e (N =
1) We ... WWMOW\' \:\QCL ............ have been explained bY Dr. WWWW

about the medical condition a dthe propnsed procedure.

| / We have been told that our patient WMM \/‘iw .............................................. has
the following Medical Gonditions / Diagnosis:

| / legal guardian, have been explained in the language understood by me / us, about the medical condition mentioned
above and that our patient has following risks involved during the hospital stay

...... W@ALL\IWMW\W?QWMWMLM

| / We have been explained risk, benefits and alternatives of the procedura.

| / We have been informed that the ongoing treatment in the Intensive Care Unit involves the risk of unsuccessful results,
complications, temporary Of permanent injury or disability and even fatality from known of unforeseen Causes and no
guarantee O promises have been made to me / US concerning the results of the procedure o treatment.

|/ We have understood the consequences of not undergoing the pmpnsed treatment.
o |/ We hereby give (MY / our) full consent for the above - mentioned treatment.

| / We als0 indemnify the hospital, the concerned Doctors and the hospital staff in case of any adverse consequences
arising from the treatment.

patient (Or patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: AI)/) , r....,.-..-'f ........................... Signature: ...t A A AR A l’ WW ..........
Name:..‘,zﬁ‘.:..mfi’l\.’. 9,7 . ST Name:.......‘.....z\ ...... \%OU)(/ ......................
Date & Time l%]'D‘T( Qé@Qapﬁm Date & Time c..coooee [ )VIZBQQQ’OW
Witness <

Signature: ....- @ ...... L« .................................. Name: @ -@Eﬁﬁw ..........................
Relative / Legal Guardian: (Relationship with Patient) ... Y WWVQk ..............................................................
. B
Date & TIMe ...ooereee 1’)&*‘ IGQQMW

Docu. No. : RCH [FRM / CLINICAL / 026







GUC-p0093797

H08>

o IP18-00036443 r%
31-03-1980 BYIM1ID () Rainbow” . P
Dr. PADMASHRI PARIMALAM Children’s Birtthg ht
A Hospital | (@) smmeonccmes
RBS CHART
Date Time RBS (mg/dl ) IVF % Signature
1lahb | Z#m | somald{ | Twwinadeihunt| el peodtn £
14310 b E A\ caliC ﬁ DY pait W AWP
JA 3)ab | lo-Aope \\S;“%j 1Dy Dbl @\q{gﬁ%
F Y

Docu. No. : RCH /FRM / CLINICAL / 185
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%
GUC-00093787 IP18-00036443 Rainbow"® . . .
e T children's | & BirthRight
e Hospital _ | ) zamonorns
SSI PREVENTION CHECKLIST
S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
* | the procedure. Use clipper if necessary V@
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) (/( éA
) 3. Antibiotic prophalaxis given within 60mts prior to skin incision Cfﬁ
4 Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice Lf EQ
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
' in combination \-ff A
6. Maintain normothermia during the surgical procedure (>36 deg C) \./ f(
POSTOPERATIVE /
3 Maintain and monitor blood glucose levels regardless of diabetes status No
™ between 110 and 150 mg/d
8. Application of incisional negative pressure wound dressing I\r \

Docu. No. : RCH/ GDY / FRM / CLINICAL / 322







GUcC-oo093797

s MANJULA.A 036443 42

ropti Eitdrens | @ BirthRight
LTI URINARY CATHETER BUNDLE CHECK LIST RO | e
Date of Insertion: ......... IZN?W | ! .B:{tenfaernoval: \,LF[:';’{ZA@:&/QT’\

Parameters Date Shift Time » qu N ’ Aé/

Need for the Catheter [1¥ea—7E;No OYes DN{.‘:'r OYes CINo @Yes ONo | OYes CONo | OYes ONo | OYes CINo
Hand Hygiene : OYey ONo | OYes OONo | OYes OONo |3\Yes ONo | OYes ONo | OYes ONo | OYes CINo
Usage of Sterile Equipment El.¥e§ ONo | OYes ONo | OYes COINo D*es ONo | OYes OONo | OYes ONo | OYes CINo
Is the Collection bag below the level of bladder Elxe.f;‘ EiNo OYes ONo | OYes ONo E]Yé? ONo | OYes ONo | OYes CINo | OYes OONo
Check the Tube for Gbsiruction (Free of Kinking) - D)’as; CONo | OYes ONo | OYes ONo EIYes\ CONo | OYes OONo | OYes COONo | OYes Dﬂ(_}
Is Catheter dated as policy DYes) ONo | OYes ONo | OYes ONo ElYes\ElNo OYes ONo | OYes CINo | DOlYes ONo
Collecting bag is been emptied regularly? I:|¥e5) ONo | OYes ONo | OYes OONo | OlYes Eﬂo OYes CINo | OYes ONo | OYes ONo
.Mannenanceot_ctosedsymmformeéameter OYesyONo | OYes CINo OYes ONo- OYes deNo OYes ONo | OYes ONo | OYes ONo
Dressing clean and dry? : Dvea ONo | OYes ONo | OYes ONo | ClYes E\No OYes CINo | OYes ONo | OYes ONo
Is the line removed as Policy? DY&E) ONo | OYes OONo | OYes ONo | DOYes D\do DOYes CINo | OYes ONo | OYes ONo
Performance of Perinea Care | o¥ey oMo | Oves ONo | O¥es TiNo | OYes Do | D¥es ONo | D¥es ONo | OiYes Do
Onset of New Fever OYes DNU‘;; COYes ONo | OYes CINo W'ﬁ'%f CONo | OYes ONo | OYes ONo
Asses for the leakage at the site of insertion E].Ye; ONo | OYes CONo | OYes ONo | OYes CONo | OYes ONo | OYes ONo | OYes CINo
Name of the Nurse _ 2

Signature of the Nurse gﬁﬁ/ﬁé@ D

Docu. No. : RCH /FRM / CLINICAL / 114
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b oy Rainbow® -
GUC-00093797 IP18-0003844 : ) . .
Mrs MANJULA .A & Children’s . Bll'tthght
31-02-1980 sYImiao R Hos pital .BY RAINBOW HOSPITALS

" s |
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

O aYes B?J.No
2. IfNo, Reason ................. % ........ I\U.w

3. Nipple condition:

a. Nipple well formed
b. Flat nipple

C. Inverted nipple

d. Short nipple

0 A o

4. Milk flow:
O a. Good
O b. Drops of colostrums
O c¢Dry

5.  Steps for Positioning and attachment:

a. Baby goes to the breast

b. Mother always sits with a back support

¢. Ear-shoulder-hip should be in a straight line

d. The baby takes a latch on the areola and not on the nipple

O0OoOoao

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PT.0




6. Was the position explained:
O a.Yes
O b.No

7. For Caesarian mothers:
0] a Mother is required sit and feed from the 4th feed
0 b. Please explain football hold

8. NICU admission:
= a. Mother needs to stimulate her breast for 2 min every 2 hours

. AQHIIONG! MOLBS: .vvvovevernersssssssssssssesssssnssssssssisssissssessssssssasiusssassessasppessss sassssmeg et abash st smsspagastasmsssssmasssissdsnssssssmbsseenes

Continuity of Care: Date: Lﬁ'ﬂoﬂb
pady ALLCV

Handover given by ...... §A :
SIGIALUNS .vissccsivsisssiasciossavnas 2?;&’ A SIGNAIUTE ..vvvvvuonncssesrmresessessssasssssessssssssssassssssassssssstsnssnsio

Ol

Date & Time: ’Zh@fb Date & TIME: ...vviviirsiiemsismusassmaissarorssrisrssrsasassrssnsssasssnass

Handover taKeN DY .........cermemmsmmmsiressimeiissninnsisssssesss
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w:;n-ms?-.;;_r.-. g:;‘:g:‘ﬂ_"’:‘

Date & Time of Transfer:

GUC-00093797 IP18-000356443

Mrs MANJULA .A
31 ns-mn BY3IMI3D  (F)

MASHRI PARIMALAM

VN

PATIENT TRANSFER NURSING HANDOVER CHECKLIST

] '21? D_G A/ DE- TRANSFERREDTO: []

T

1_|Patient Identification YES/NO REMARKS
la.Patient Identification Patient name, age, UHID/hospital number confirmed L{ ES
b.Surgical procedure & correct site verified k./ M
2 | Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured L{@S
b.SpO: within safe range Yy [
c.If ETT: position confirmed, ties secure, cuff inflated A
3 [Circulation & Hemodynamic Stability
a.lV lines secured & infusion running correctly Y9
b.No active uncontrolled bleeding WAe3
c.Last vitals recorded before transfer {l&:f@,&
d.Central line hubs are closed f"m
e.Dressing Intact NG
4 |Pain Assessment
a.Pain score assessed & analgesia given y E)S
b.Reassessment done {{GX

Wound, Dressings & Drains

a.Surgical dressing intact

b.All drains fixed, output noted

ic.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized lMO
6 | Medications Pre & Post-Op Orders
a.Medications due time noted Lol
b.Pre & Post-op instructions (NPO, position, mobilization) communicated &/'W/f
c.Emergency meds given in OT (time & dose documented) yos
-~ 7 | Equipment Safety & Transport Preparedness ,
- la.Oxygen cylinder full & ambu bag at bedside yof
b.Bed/side rails up and brakes applied lf@)’
ic.Special positioning maintained as per surgery HO{?
§ | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level o
b.Epidural catheter secure, infusion checked w
c.Pressure areas protected (heels/elbows) [\
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED yWw
10 |IREPORTS AND LABS HANDED OVER ("‘U
11 [BIOPSY/HPE SENT M
12 |Documentation
fa.Documentation completeness yod
Transferring Nurse: Q_m\ﬂ; e 0\FOK Y

Receiving Nurse :

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







Sue.
M, i3 uo::"” P
UL, 18090,
o A €443
Dr, p

fi iy

i,

YTOOIINE e —

Date & Time of Transfer: /2, / 1 )\Z' 6

/
-

-

p—

“ER NURSING HANDOVER CHECKLIST
1
Q9 TRANSFERRED TO : 41/ «/

1_|Patient Identification [YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed /4
b.Surgical procedure & correct site verified ;V”

2 | Airway & Breathlng
a.0xygen delivery (mask/cannula/venti lator) secured | A/2
b.Sp0: within safe range y &)
c.If ETT: position confirmed, ties secure, cuff inflated r/k )0

3 | Circulation & Hemodynamic Stability
.1V lines secured & infusion running correctly VAo
[b.No active uncontrolled bleeding Ao
¢.Last vitals recorded before transfer el
d.Central line hubs are closed ,/ya
¢.Dressing Intact ©e

4 | Pain Assessment
a.Pain score assessed & analgesia given Yy
b.Reassessment done /V )

S | Wound, Dressings & Drains .

| |a.Surgical dressing intact v

b.All drains fixed, output noted 7 Y
¢.Catheter secure & urine output recorded ["2a
d.Splints/casts/traction devices stabilized A0

6_| Medications Pre & Post-Op Orders

| ___{a.Medications due time noted Vel

b.Pre & Post-op instructions (NPO, position, mobilizat n) communicated if”j
¢.Emergency meds given in OT (time & dose documented) Iyr)

7_| Equipment Safety & Transport Preparedness
4.Oxygen cylinder full & ambuy bag at bedside N2
b.Bed/side rails up and brakes applied Vi
¢.Special positioning maintained as per sur :Wd

8 | High-Risk Patient Safety (if applicable)
a.Chest tube; underwater seal below chest level f 2 )
b.Epidural catheter secure, infusion checked =,
¢.Pressure areas protected (heels/elbows) 7

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED NO

10 [REPORTS AND LABS HANDED OVER N2

11 |BIOPSY/HPE SENT AL

12 |Documentation
a.Documentation completeness L )4’7 '
Transferring Nurse: - g/g o ““(f,' La<™) "
Receiving Nurse ; 2 gvd‘ Vo by &~

Signature of Incharge:
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GUC-00093797 |P18-00036443
Mrs MANJULA.A :
31 mm wxaMpg 0 Date & Time of Admission Date & Time of Transfer Order

MASHRI PARIMALAM

i [3)57 12601 I /717106 ot

Treating Consultant Name Transfer Ordered by Reason for Transfer

DY) PQM%@Q jaiﬁﬂfd&ﬂ“pf

Fm LS
From Unit To Unit Information to Attendant
L-DF- oT L
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

( over to attendant
w}\O\OW C:(’ti? @ s Nﬁ_@

el
ﬁLP}) If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

—

B lw M

5.

Shifting Summary / Notes Written by Doctor : a‘% No [:l

P/Eh

Name & Signature of Person who is Transferring ; Name of Person Ordered Transfer
81 f~} W v Vals 7\4&[9 .J?-um{.@
0 \PE
Patient & Clinical Records Received by : :‘i l,‘\

v
; 0
Date & Time of Patient Received : \(\. v .
NG W € w

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

[C] Unavailable Bed ] Nurse not Available [C] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102 |
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0O O 11k @ 13 )] 24 <t A
Treating Consultant Name Transfer Ordered by Reason for Transfer
: JL( ;
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From Unit To Unit Information to Attendant
OF Wi G Yes[H No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
p oA Yes[] No[]—
Z 2 If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor:  Yeef™] No[]

Name & Signature of Person who is Transferring

(a5 pr-S*

Name of Person Ordered Transfer
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Patient & Clinical Records Received by :

Date & Time of Patient Received : / < ( W)@é Q(f Z{ H

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

] Unavailable Bed [] Nurse not Available
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
1_3?‘51 o6l | 30 39260k o
A
Treating Consultant Name Transfer Ordered by Reason for Transfer
‘ wedi onk/tiDn
:@hpadzraﬁree B Y- fAnndhosh Op%
From Unit To Unit Information to Attendant
") [Cu L1, ﬁooz' Yesl:b No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
&)h 0le ¥ Heb CFU'/ <2 @ Yesgr to attendant
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
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Shifting Summary / Notes Written by Doctor : Yer%} :IZ O
Pt chided o wogd
Name & Signature of Person who is Transferring
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Patient & Clinical Records Received by :

Name of Person Ordered Transfer
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If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[C] Unavailable Bed

Date & Time of Patient Received :

[C] Nurse not Available [C] Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .\ BloRH 202k Time: .4 22 £ b e

21426 kg/m’

OFGING sosesonssessssTrmcmossssussssssunsarssrasarase Height: ...|G 2= Canx.....  Weight: (:»[45 BMI: [ ~28 kg/m’
0 ~30 kg/m’

FOOQ AllBTGIBS: ... rmerssseesssemsiserrssssssssssssssinssses

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

Diagnosis: KME%KNU;’LSIS

kie/o—
Type of Diet: Liquid {‘J@m {J Normal M-Diabetic &QM&v— o A,
] Vegetarian /1 Non-Vegetarian O Vegan B

Diet Advised:
Liquid Diet—ORS/ Goconut \Water/ Butter Milk / Barley Water/ Soups '@—]
Normal Diet—Rice, Rotis, Daland Soft Cooked Vegetables and Curd

Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd @

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

/O

Patient's / Attendant's H VA@Q/”"‘]“ Dietician's

Signature: ...... J/Z*/ ........................................ Signature: ;4%(‘”3339
N,

Name: ........ %ﬁw .................................. Name: ;4 M;a\

Date & Time: \‘:\b‘\’gw@\'{)r‘\ Date & Time: J¥lomdao G\ \ 30 P-M...
Doc. No. ; RCH/ FRV / CLINICAL / 195 @TO)
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