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s & Rainbow Children's Hospital - Guindy
Rainbo w % Door Ne.157 to 160, Anna Salai. Guindy, Guindy ,Chennai . Tamil Nadu, INDIA ,600015.
Children’s ™ TEL NO :044-40122444
Hospital WEB : hitps //rainbowhospitals.in

Hainbaw

ADMISSION SHEET

Registration Details - LT T,

Admission No : IP18-00036512 Admit Date : 18-Jul-2026 Admit Time :07:24 AM UHID : GUC-00085644

Patient Details :

Patient Name :Mrs KANIMOZHI L Age 129Y3M28D

Guardian ! Mr KARTHIKEYAN P DOB :19-03-1997

Gender . Female Religion

Occupation J Martial Status

Address (H) . G2, 2ND FLOOR, CHANDRA APARTMENTS, Phone No © 9345455498/ 8489895700
ﬁ\ xdG{:: F&){;\R Sgé;g%pet North Chennal Tamil E-mail . NO@GMAIL COM

Admission Details :

Bed Type : MICU Bed No : MICU 804 Ward Name : 8F-OT COMPLEX
Room o : MICU 804 Admission Type : First Visit

Contact Details :
Name © Mr KARTHIKEYAN P Relationship  : Husband
Contact Address G2, 2ND FLOOR, CHANDRA APARTMENTS, Phone No 1 9345455498

VGP ROAD Saidhapet North Chennai Tamil
Nadu INDIA 600015

Ly

Doctor Details -

Doctor Name Dr. MATHANGI RAJAGOPALAN Specialisation OBSTETRICS AND GYNECOLOGY
Referral Doctor Dr. Mathangi Rajagopalan Phone No

Co-Consultant

Payment Details : Deposit Amount - 7000.00

Payment Mode : Cash Payor Name . SELFPAY

Printed Date ¢ Jjme - 18/07/2026 07:24 Printed By : 017420 Page 1 of 2
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Rainbow Children's Hospital - Guindy

Rainbow , Door No.157 to 160, Anna Salai. Guindy. Guindy .Chennai Tamil Nadu, INDIA 600015
Children's TEL NO :044-40122444
Hospital e WEB * hitps.//rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name; Mrs KANIMOZHI L Age : 29Y3M29D
IP No: IP18-00036512 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 804

"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| bave received attendant passes as Per my room category. | understand that | have to return it back at the time of final bill
cl& Ance. In case of failing the submission, | will pay 200/- Rs,
(Receivers Signature:............... )

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

Signature of Patient/Relative: > V

Name » l{am%\}\%w‘" fP Patient Address:

. | G2. 2ND FLOOR. CHANDRA
Relationship > Husb 4 APARTMENTS, VGP ROAD Saidhapet
Date: | § -0 T 20 X Time: 0 auj North Chennai Tamil Nadu INDIA

600015

Wittness Name vau H\]

Wittness Sigmaturei%

Frinled Dale ! 1ime 18/07/2026 07:24 Printed By : 017420 Page 2 of 2
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BILLING POLICY

> Billing Cyele: - Bed charges will be calculated based on 12PM 1o 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. 1P 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 perthe GST
Couneil,

P As per the G.OL. 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,

P In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will pe
applicable and any discount or special rates viven 1o TPA's Corporate won't Yeapplicable,

» I the Surgery’ Procedures performed in emergency hours (8PM-6AM). Public Holiday and an Sunday will be
charged 30% extra,

P 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

h 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.

P TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inourhospital there is "No Discounts Policy", Kindly co-operate,

| 3

>

| 3

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

In case the patient is shified from lower category to higher category. all the charges like consultant visits,
nvestigations. operations and procedures ere. from the date of admission will be charged according 1o the higher
category,

> I the patient is shified to the [CUL the atendant should vacate the room. I the attender oceupies the room. it will be
charged as per dual oceupancy.

> Room eligibility is purely subject o 1PA approval. Proportionate difference of the bill amount is applicable in case the
petient opts for higher category higher than the TPA approved, which has 1o paid by the patient and may not be
reimbursed by the TPA [nsurance Company at later stage,

» For Non - Medicals. Disposables. Consumables. Infusion Pump. Taxes. Implants, 11V HbsAg, Medical Records.
Insurance Processing Fee. Douyble Occupancy and Registration Charges. Ete.. credit cannot be extended. I'hese items are
not payable 1o us as per insurance campany norms (Depends on the TPA/Insurance Co. [&C).

> Ittakes time for cash discharge isa minimum 3-4hys. and in the case of insurance, it will take a minimum 6-7hrs,

ﬁ Difference. il'any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
- ofdenial 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 1CU's,

»  Allthe 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 bil) amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

I have atiended the Financial Counselling desk & understoad the expected costs & other conditions applicable. In this
case. the TPA Tnsurance Company rejects the claim for whatsoever reasons gt any point of time afier discharge. |
promise to settle the claim with the hospital as per | lospital Cash Tariff,

UHID Number gl?%l—(!, - : ) |

| Patient|Name : 2 I<WMW\D'2LA L

|
rsgly-,\m-nd;un Name : > uﬁnwl{%m? | Relation + > H %Lﬂm

| Selt” Attendant Signature - Name & Signature of Financial Counselor

| Phone Ntﬂﬂ‘*t""d%}éﬂgghﬂz_g - ____J__-—_ﬁ(__——__—-—\f

RCH GDY FRM CLINICAL 476
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It takes a kot to treat the e Your Right ta a Sale Delivery

INDUCTION OF LABOR CONSENT

GUC-p0085644 IP18-00036512
Mrs KANIMOZHI L
18-03-1997 29Y3M29D {F)
Name: ........ Dr. MATHANGI RAJAGOPALAN rssessssisniisiieien AR v, GeNder: Male Female

oo ININERRIERRNN

Date: ....ooovvv,

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication,

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

The alternative to induction of labor s to wait for labor to start spontaneously.
Ihave read the information provided and also discussed the process with my doctor,

lunderstand the risks and benefits of this procedure and wishto proceed.

Patient Patient Attendant:

| b (14 < W
SIQRAUIS: ...l B e Signature: ...........

Date & TIME.....crssmnit Bk,
Doctor; g a Witness
a\
Signature: ................... AV A\ %Q’ .................................. SIGNAIUTE: ..o iisrsresessosesssesnssses s e
Name: ......... %S"ﬂ?@dw .............................. NAME: oo oessssesessesenees s
Date & Time: “9\0—1‘510&‘ .................................... 2L

Docu. No. : RCH /FRM / CLINICAL /173
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Chitarems | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .%W—Jif—.ﬁf‘,

Mrs KANIMOZHI |

i 19031997
[ 29Y3M29
Patit o, aman MhiAdomai e

Gen m ” ”"I”rm"m, "ﬂﬂ‘m’ ,” DB iciceciiiinncnnnnnnenens ........... THNO cocsssisciscsisssiniintnmennns

I hereby authorized the performance of the following procedure:

1P18-00036512

* The Procedure has been explained to me in general terms and | understand that:
* Theindication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

* Thepurpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as partof avaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

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

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

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

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

Doctor (who ﬁking the consent) ;

e — Signature : .../} (L
NAME © oot seess e Naiiis « @, SW% ..................................
Date & TIME © w.vvvvveiersiereerseseseesee e,

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

Docu. No. : RCH /FRM / CLINICAL / 028
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MEDICATION RECONCILIATION FORM
DrUQ AIBIGIBS: ...cvvurerarsersursrssminssmssssssssssssssssssssssesass s sssssssssssess

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 g‘line of admission shifting from ICU to Ward, or Ward to ICUs)
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Date & Time : ........ A 0"" 202k
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Date & Time : lﬁl\?x&l@ T‘:‘@@h\.

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







GUC-00085644 1P18-0003651

Mrs KANIMOZHI L - %
19-03-1987 20Y3M29D Rainb:awl e
e Children's | @ Birth Right
T fotpit ® | s
1t takes & lot ko treat the Btte, Your Right ta & Safe Dalivery

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

Drug Allergies:
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SN0 | (GENERIC NAME CAPITAL LEETTERS) (mﬁ?rsnig) (PO, :%U'Tsf: ) | FREauency | it EEE ?gﬁ?gﬁ‘gg
1| T TRvRovOR 4 26 iq| po oD 2T Ooc
2 | vy, dupAcer bsg | Tv ™, TG D0
] ¢+ PAND Yomg po B_D /E,C 1Dc
4 ‘I.~PAﬂA(,E*mwa ) Po ™5 {;}G’ L0
5 |TuenN Quppoc | ToRy 0omiy | PR BD |2¢ Ooc
6 Oc dnc
7 ¢ doc
8 Oc ooc
. 9 | Oc Onc
10 Oc¢ doc

‘ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
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T Hospital ~ | () o
It takies » ot o rest the Hitse Your mgmusmo.iiv-ry
t i)
Date of Admission: {’Z\%:fjp‘b Orug Allergies: s, L0t KnOWN 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 pharmacgytical Names, BLOCK LETTERS, metric dosage. English instructions
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not atter existing instructions
= Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels
- ledateandtmmofslopplngthedrua alonnwimmadoctorsnameandsignmswemnuoned
. Ovﬂymchanshwldbeinuseatwomm When the chart is full amwstmphmmﬂcanbekemwmm this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication. -
1) Right Patient  2) RightDrug  3) Right Dosage 4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
: D
‘[ ove: _ ate | ] ENRNDe
i| Dose | Route Frequency |Start Da
¢ [Doctor's Signature |Vaiid Pering Pharm,
Additional Instructions-
- D
) & | bRue: ate l
i| Dose | Route Frequency |Start D
Doctor's Signature | Valid Period| Pharm. i m= ] ]
¢ [Addtional nstructions: —
| |
| baua: pote ] | [
§ Dose | Route |Frequency [Start pa
T
& | Doctor's Signature | Valid Period Pharm. I‘“‘ T
ﬁ Additional Instructions- I B e
e —
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REGULAR PRESCRIPTIONS

DRUG: T THYRONORM

25l

Dose | Route |Frequency [Start Date LAy, [V,
o oo a7l |G

Dater \q)y .f\ﬁ\ ‘

]

fre==—

Name & Signature of the Doctor
Starting the Drugs: )

611\ 1

Additional Instructions:

Weight. Qq:" T

Daily Doctor's Endorsement by a Sign

DRUG : JNT. SUPACEE Lo BHS -
Dose | Route |Frequency |Start Dategfm 7 i
og | Tv 1A -V ekl 1/ R
Name & Signature of the Qoctor 2
Starting the Drugs: 5 . '\{\/ &
&% N
Additional Instructions: =
% (® o u .
. APl
Daily Doctor's Endorsement by a Sign, [l oY

pRUG: C- PAN D

[Date

Dose Route |Frequency |Start Dat

%:
vorngl Po | [0 1817l / ;%E

Name & Signature of the Dfctor
Starting the Drugs:
Gl
Additional Instructions: Lo ™ %}
e
L_Dally Doctor's Endorsement by 2 Sign
Date RN

DRUG :T- PARACETRMOL ITime]S11 N w\

Dose | Route |Frequency (Start Dat WA X
\g po |-t~ wilad™ |/ [@% ]
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1j,"« A g
N /
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\ Daily Doctor’s Endorsement by a Sign
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Dose Dose Dose Dose | |
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Route Start Date o . e n:
Dt Sign. Dr, Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor T Do Dose Oore
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Additional Instructions: oy s e o
Dr. Sign. Dr. Sign. Dr. Sign. De Sgn.
Date
VARIABLE DOSE -4 [ [ [ [ wress
Dose Dose Dose Doss
DRUG : Dr. Sign. us!w. Dr. Sign. Dr. Sign.
Route Start Date Ooes - il i
De. Sign. Dx. Sign. De Sign. D Sign.
Name & Signature of the Doctor s 5o oo S
Or. Sign. Oc. Sign. Dr Sign. D, Sign.
Additional Instructions: - Dose Dose il
Dr. Sign. Dx. Sign. De Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Chtagn s S Rovte | Signatwre | Nurses
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Sheet No:......... REGULAR PRESCRIPTIONS wmhécf:ﬁcsm SR
DRUG: JueTincw PPos I TDRY ‘nnTg] 814 AP
Dose | Route |[Frequency [Start Dt.[Ash A< J
womeg| PR | 1mo-) | 8]q]; / o
Name & Signature of the [Etor <
Starting the Drugs:
Ye? o \
Additional Instructions: i \ |~
Qe o (D8 T
@ L W‘:
Dally Doctor’s Endorsement by a Sign
DRUG: T URZmaxX T |9 N A
Dose | Route |Frequency |StartDt| N [ay|
4| PO o) 1-2]7 (o™ \ /‘n{
Name & Signature of the Doctor ' P~
Starting the Drugs: &/
Additional Instructions: \ > Te0 W i
oot B
P TeP e
Daily Doctor’s Endorsement by a Sign
———————— =|._"'-r —— —
DRUG: T.AUGMENTIN [P AT
Dose | Route |Frequency |StartDt.[Ror " |ey>
basna| Pry | t~~1 | 19]7 SN
Name & Signature of the Doctor T
Starting the Drugs: 5% /
M
_ 'md;t:i T
Additional Instructions:
Daily Doctor’s Endorsement by a Sign D197 | | 2
DRUG: pate ]

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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: Time
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Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dmlv

Dose Route | Frequency | Start Dt.

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Early Warning Observation Score Chart - 0

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

N <t

)

Date
Time

r’\
10

9

V1

h}

8

11('12 6

(2] 3 Jf)

10| 11

RESP
{write rate in
corresp. box)

> 30
21-30
11 -20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dway

L

40
39
38
37
36
35
< 35

aley Leay

170
160
150
140
130
120
110
100
90
80
70
60
50
4

anssald poojg 1jo1shs

190
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170
160
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120
110
100
90
80
70
60
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2inssald poojg Jjolselg
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110
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90
80
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Wi

NEURO
RESPONSE
[v]

Alert
Voice

L.-{l
Pain

URINE
mis / hour

Proteinuria

Unresponsive ’
[530 :
< 30
Protein + + 7

Protein >+ +

Lochia

—
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Heavy / Foul

Liquor

Clear / Pink
Green
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2
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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(_FLUID CHART )

SheetNo.:....[..\... ...

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 v St
Date | Time | Nature Route |z, Drainage | Urine | Phieois | Sion.
of Fluid \UI'S}P\Cd‘IG Diarrhoea | Vomit age | Urine | PIebi Nurse
{ Mouth | v [ NG
0800am | \\o o] 1) Soamin un) O S 47
\ ;\h%, 0900am| 2Rm) o N
o & 10:00am M\ [(09m) dom Do D |$P
w 11:00am | C_ | (om\| £ |\Dom\ o 1P
1200 YC 1190 [S00  [1099m 00| 0 9P
0:00pm oo o kg, s
Total Intake : 9 ) | 37w B Total Output: & on ) A
c2:00pm | U)o 60 )21 5) 0 %
w0 ro o | bR Ot
0 [ 10 | /&0 s O |4
0500 | HQO || o , oA~ © )
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Patient Sticker ' gglitllc?r%‘r‘:’s . B|rthR|ghf
v H 0s p It al . BY RAINBOW HOSPITALS
NURSES NOTES ‘o:Ri. | @y

Known Drug Allergies
T L

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE

ANNAI TERESA BLOOD BANK & APHERESIS CENTRE
(Run by Littie Roses Trust)
LICENCE No.: 506/28C
# No.948, 1st Floor, Bazaar Road, Ram Nagar (South) Madipakkam, Chennal - 91.
Ph.: 044-22580803 Mobile : 9840143108 / 9840333108 / 9565468884
E.mail : annaiteresabloodbank@gmail.com web: www.annaiteresabloodbank.com

CONCENTRATED HUMAN RED BLOOD CELLS I.P.
Prepared From Blood Collected with anticoagulant citrate
Dextrose solution. Whole biood 350 mi / 450 mi (IP 49mi / 63 mi)

BAG NO. | COLLECTIONDATE |  EXPIRY DATE VOLUME

2906 ob-02-25 [ 1F:08-26 | 340 ad)

INSTRUCTIONS :

1. Do not use if there is any visible evidance of deterioration. BLOODGROUP

2. Storage temperature 210 6 _

3. Administer with warning. -

4. Mix woll before use and do not vent

5. Do not add any Medication.

6. Use a Fresh cloan, Sterile Transfusion set with filter

7. Do not Dispense without Prescription. i

8. Check blood group on the label and recipients blood group. ! Sl o

before administration and property Identify intended reciplent, |—— |

9. No Atypical antibodles detected Rh. (D)

10, Shelf e 35 days / SAGM 42 Days. " -

. Transhsion Crtai ABO and RhSpectc Xamsch compative|___ |~ € U /q%‘ff
| SCREENED : NEGATIVE / NON REACTIVE FOR : HBsAg. Antl HCV <

Anti HIV | & Il, MP, VDRL, Irr, Ab - By CLIA METHOD
PREPARED FROM A VOLUNTARY BLOOD DONOR
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Hospital 8Y RAINBOW HOSPITALS

It tk2s 4 Jot 1o treat the ID Your Right to a Sate Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM
Date: L‘)/’H&b Time: .:?Oof""’\

Vo
Blood Group of the Patient; £+& Blood Group on the SO0 Ba: i BN,
Blood Bank Issue No: 0?706 Date of Collection: 4’4—{'&{: Date of Expiry: 5'5{:{51‘\%
Date & Time of Starting Transfusion: reeeesne.,., Planned duration of Transfusion:

Check for Correct Unit: ~~ Correct Patient: o

Blood products crosg Checked by: Nurse 1: . NUSE 2

Name of the Incharge-Nurse:
Signature of the Incharge-Nurse: .................

gl L

Docu. No. : RCH /FRM / CLINICAL / 078
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Rainbow® :
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

It takas a jot o treat the litte, Your Rig;u.;o-n Sale Delivery

Ref. No.: F/HW /BTR/NSG /02

BLOOD TRANSFUSION
REACTION FORM

Name of the patient : IS Lsanimaae ... UHID - 'Qﬁél}q 1.P. No. :2b<SM.........

Age : ’;H.‘j Gender: ...%....... Department ¢ oo LM Ward ¢ e LD TR

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

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

©
Blood group of the patient : -BF—F ve Blood group on the Blood bag : BJW

Blood bank issue no : ‘5’]']5'Ej Date of collection : %H“‘H& Date of expiry : lH@fJE

Q--mt:‘.‘ . ) .
Date &Time of starting transfusion : 1) iae 2t Datea?l'\iﬂme of stopping transfusion : Aok lasat Bmf\-_

PLEASE TICK MARK IF ANY DURING THE TRANSFUSION

Was the patient monitored during transfusion and the monitoring form filled completely ? O Yes O No

Fever : O Yes 0

Chills : O Yes 0

;  Hypotension: : [ Yes Dﬁb ;  Jaundice : [ Yes Z?No

;' Hypertension : O Yes %0 ; Shock : DOYes EfNo

Rigor : OYes Q‘,No ; Breéq:hlessness': O Yes D&Io

Cyanosis : O Yes w ;  Hematuria : OVYes %o

Comments : ............ T VAN S M‘MES!\@QMQ@W ...............

Nurse Name : 9[

o Datretle M B9 SR ..

seeeenseness NUISE Signature : Q’_>

NOTE: 1. Please send this duely filled form to laboratory along with empty blood bag.

2. Incase of transfusion reaction, stop the transfusion immediately keeping the LV line patent.

3. Incase of suspected transfusion reaction please send the following immediately to the
laboratory along with the blood bagi.e. patient’s urine sample and patient blood sample

in EDTA.

www.rainbowhospitals.in
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BY RAINBOW HOSPITALS H o s p i ta l

Your Right to a Safe Delivery It takes a ot to treat the ittle.

CONSENT FOR BLOOD TRANSFUSION

Type of Blood Product : [OPRE)C .................................................................

I MKSKWUM\?%' hereby give my consent for whole blood
transfusion / blood components as part of treatment of myself / my patient while being admitted at
Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if it is in the “window period” and
also due to various other infections which have not been screened for. | also understand that any blood

component transfusions carry risk of transfusion associated reactions.

All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the
language that | fully understand and | accept the same and give my consent for the whole blood

component transfusion to me /My PAUENtNAMEA...............cuerwuuwerrecoeemeeesssesssoseses oo esse oo

L‘_ Froud/Vart

Name of Patient / Attendant

L~

Signature of Patient / Attendant

Date L\t \db

Time ; g‘wW‘

Relationship with Patient:
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: {‘BQ[%&? ..... '

Baseline Information:

Admission From: OER 0QOofp O Admission Desk ers: specify ............. ;N
Primary Language: (3 Telugu O English O Hindi ,/E@ms f‘rmw_ﬂ

Do yourequire an interpreter? [JYes ‘Dfu

Source of Information: 3szt Family O Others
Personal belonging if any: Jewelry O NoseRing [J Bangles [JAnklets [ FingerRing  [JBracelets
ANGBIOVEID cocosssrsmrsssmmss s e . e e s

Allergies: EIYes_/D?o OMedications  [J Blood Transfusion  [J Food O Other: ....... s nnsss s
bl i e S S S

Chief Complaints:

Name of the Doctor: %rh t‘.&‘ o 40
Time Notified: .. \T @M

Past Medical History: Obtained From Mﬂent CJ Family Member  (J Medical Record (3 Other )
Past Medical History ( Past Surgical History Previous Hospital Admission

0 A; R
W?(ﬂ %$ ) |

Blood Group: Bm . LMP: 32, ﬁ?! 25" Eon: b, ] ral 1% Gestational aue during admission: 27 ‘u"];’"*fy

Contractions: l{@; v, Vaginal Discharge: . o S S G
Obstetric History: G. P" B . Ao . Previous LSCS ...
Height: ...\ (L. Weigm. (g‘if ;F-BMI
Temp: ... 2.1 @Q ............ RR: {3 BP: 0% 1453 sp0, LOOS?
High Risk Factors: (Please select by ticking (v ) the box as applicable) ,
-Hpothyroidism O_Rh Incompatibility O Fertiity Treatment

O ﬁyparthymidism O Previous LSCS [0 Preterm Labour

O Hypertension O Gestational Hypertension O Others: (Specify)

O Diabetes O Bad Obstetric History

O Anemia O Obesity (BMI)

O Twins / Multiple Pregnancy

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

Family History: O No Abnormalities Detected

O Heart Disease Oertension  /Diabetes O Stroke O Soizures O Kidney disease
O Liver disease [ 011, e

Pain Assessment:  Pain: ,2733 CINo  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: O ONo  Score ... \E...... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [2Yes CINo SCOr8. 27w (completethe Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
[ Mobility problem [ Walking Problem _)::«lﬁ(knnonnamy Detected
[ Developmental Delay 01 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
erjveight {3 Poor Appetite > 3 Days O Needs Therapeutic Diet.
1 Under Weight [ Diabetes Mellitus [ No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

/B‘I:‘m & Cooperative [ Restless O Depressed O Agitated O Confused
[, P— '

Inform consultant for positive criteria

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

SOCIAL SCREENING:
1. Marital Status: (1 Single ;mfned O Divorced 0 Widow
2. Special Habits:  Smoker: O] Yes ‘g,bk] Alcohol Abuse: [1Yes l:lm’] Drug Abuse: (JYes-EJNo

S ocial HISIOFY: LIVES WY v SSAENR. s

Orientation has been given regarding the following aspects:
Call Bell in Reacrya Yes O No Waste Disposal Explained__:/l]rﬂas CNo .
Infusion Pump : /ﬁ}les ONo Wene Explained: _-ETVes [ No Oothers
Above information given t0 ......cceceviinne : B e g
5 2 :
Name of Person Orientation was given to: __T‘\RW\LW‘CJL:

Orientation Not GIVeN REASOM: ......vvwmsunesrsssssssssss I

Nurse Signature: gé\m Lo
r?wfv\

Date & Time: ‘C’E

Nurse Name: .....coomeres

—_———




Rainbow Children's Hospital

; A

Rainbéw' &

Blood Storage Center

Children’s .BirlhRight

Hospital SR R

No, 157, Annasalai, Guindy, Chennai - 600015

Compatibility Report

iPatient's Name : ’ Uy . Emw MO 24 L 'Age/Sex ' o2y =
lPiﬁent's Blood Group & Rh Typing R Poerive J
GUC No I EShbuy Ward M OrderNo | 9 {g 2222«

Bag Bigodbroup & RH Typing

R PocrivE 'Date

19 f«;;f% [Time l*Zopey,

~_ S.No T Bag Number

Components

Date of Collection

Date of Expiry Seg No

L 350 b

Perl

b[7) 1

178126 G0l €€ 3oy

.

v
Major X Matching : Saline/Alb/AHG/Colum (Gel) fIMinor X ML

A7
tching : ( SaIine/éIb/AHGfColum (Gel)

\ R -
Cross Matched By: %Wﬁﬁh’"
(=4 \ 3]

~D

\ k 0 .
D 7

___ Medical Ofﬁce%

ik
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OBSTETFHC TRIAGE ASSESSMENT FORM
ate: ... f&tﬁ*F?b Time of Arrival: :i';hr"\ Time Seen by Nurse: \EI“LPNA

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

‘/E’/%vere Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement J}Saaontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: ..

2
3) Vital Signs: Temperature: %P Pulse: 92-..... RR: XD.... Sp0,; L0DD.... BP: 1@% Weight: b\f :jr

® o) Gestational criteria
Gravida: G\ P . A

ya|
LMP: . ‘&‘J(Lo[ ........ <. eon:.0%. 1'38]90% Gestational Age: ... 3t} tordae/
Uterine Contraction _A’_ﬁ)as ONo [ ONA | Onset t%‘l:{-bb Time 3oy | Frequency: Dmd%fj;"

Membrane Rupture 1 £Yes | N0 | CINA | Onset rafeitn, | Time ayoen | Fiid Color oy,

Vagmal bleedinu LYes | O Mo ( CINA | Onset Time Amount:

Pre Eclampsia gymmoms OYes | O | 01 NA msé‘:,ﬂgn'mﬁfu":g’ Visual Symptoms /

Good fetal Movement | O¥ey [ ONo | O NA If No specify:

™ 5) Pain Screening: Numericai Pain Scale (NPS)

| | | | | |
/V { | | | | | I | I 1
1 2 3 4 5 6 7 8 9 10 |

ain Worst

possible pain
@ Location; (j
................... WA QJ@Q@W

® Duration: ........... Q.. Sec9... Days / Weeks/ Months (Stn'ke it which oot
applicable)

@ Character:

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

o Frequency N QUX (D aab
® Interventons: ...... CJ&“WQM%{%V\ .
6) Past History:

a)  Surgeries: ..................... —

b)  Medical: .................IT
Docu. No. : RCH /FRM / CLINICAL / 098

(PT.0)




Patlent Sticker

7) Allergy:

9)
J None

1 Yes

Pranatal Medical History:

O Chronic Hypertension
O Gestational Hypertension

O Diabetes

}/Nﬁk R —
8) Current Medications: O Prenatal Vitamin O None

O Gestational Diabetes

aL

l/D»{Jitlers if yes, specify .

Triage cateuoﬁ: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

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

O Category lil: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
/D/%:egury IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

ow placenta

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Lavel 3 Level 4 Level §
OTAS (Resuscitative) (Emergent) (Urgent) (Lass Urgent) (Non Urgent)
minutes
(Raseactatve) Immediate < 15 minutes <30 minutes <60 minutes = 12 Hours
Re-Assessment DR i 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 / Fuid Imminent Birth mﬁ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild
rtension > 160/110
Hypertension Selzure activity R headache, visal oo mmm
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing normal dopplers
il Non-Fetal Movement gssased fatal movement
@Acute onsite severe oMajor trauma @Abdominal/back o0ngoing assessment | @Anything that does not
Others abdominal pain ®Shortness of breath greatar than expected in from out patient clinic seem to pose threat to
@Altered level of oUn and pregnancy {for hypertension, mather or fetus
consciousness unattended birth ®Fank pain / hematuria work) @Cervical ripening
@Cord prolapse oNausea and /o] @Minor trauma (minor | @Qut patient placenta
®Severe respiratory diarrhea with suspected previa protocols
distress dehydration ® and /ol ®Pre-booked visits (le HrT
@Suspected sepsis diarrhea and
. @Signs of infection (le injections, NST
dysuria cough, fever, | @Assessment for version
chills) ©@Rashes

Time seen by Doctor: ‘_\:t\\DPrVV\

Nurse Name : ..S.CPQOlG\ ............................................. Nurse Signature: &g{?b“"’b
Date: t’?\?ﬁ%ﬂ Time: ..3h.c 38
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY rums)

Date:
Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4

Previous VTE provoked by major surgery 3

Known high-risk thrombopbhilia 3

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome: type | diabetes 3
mellitus with nephropathy; sickle cell disease: current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1

Obesity v~ |1or2

Parity = 3 1

Smoker 1

Gross varicose veins 1
Obstetric Risk Factors

Pre-eclampsia in current pregnancy
ART/IVF (antenatal only)
Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)
PPH (1 litre or transfusion)

Preterm birth 37°° weeks in current pregnancy

Stillbirth in current pregnancy

AR TR R e T N N TR R

Transient Risk Faclors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization

Hyperemesis

OHSS (first trimester only)
Current systemic infection
Immobility, dehydration

Total A |
Signature of the Nurse G?OQI
N

Action Plan

bl B B

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.




skin and adjacent bony
surface slide across
one another

bed or chair, requiring frequent

repositioning with maximum assistance.

devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

during move. Maintains good position
in bed or chair at all times.*

GUC-D0085644 IP18-00036512 ) -
Mrs KANIMOZHI L ) .
19-!!3-1 997 29Y3M29D (F) -z 1 ‘
MATHANGI RAJAGOPALAN Rainbow" -
MI |l||||HH|N|||||||||||||||||||!| ~ BRADEN 'Q' SCALE o Children’s | @ BirthRight
] Hospital | BY RAINBOW HOS#(TALS
It Takry 2 ex e el the i Four Right to & Safe Deilvery
¥ T Dﬂl:ﬁ“ _r!-m—- '
) _ Time -3 N B
1. Completely immaobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ! =2 | 4
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity pasition position without assistance. L} tf'
without assistance. to completely turn self independently. | _independently. ' (%
2. Chalrfast : 3. Walks occaslonally: 4. All patients too young fo ambulate; [
“Activit i Ability to walk severely limited or Walks occasionally during day, but for OR walks
of mmz‘:zg‘?irt;\? é;’:mo'm d non-existent. Cannot bear own weight very short distances, with or without Walks outside the rmm at least twice a 3
phiysi and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every B 3 3
wheelchair.* shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Stightly limlted: 4. No Impairment:
Unresponsive (does not maan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot aiways communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turmed; OR, has some ability to feel or communicate pain or L{’
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
halt of body. - two extremities.
Moisture Degree 1. Constantly maist: 2. Very molst: 3. Occaslonolly molst: 4. Rorely mols:
1o which Skin is kept moist almost canstantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
sKin Is exposed by perspiration, urine, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing C/'
10 mot sfura Dampness is detected avery time 8 hours. every 24 hours.
patient is moved or tumed. LP L—)-'
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentiol problem: 4. No opporent probiem: F .'(
Friction Occurs when Spaslicity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during )
Skin moves agains! agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when Iimpossible. Frequently slides down in sheels, chair, restraints, or other muscle strength to life up completely

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs for more than 5 days OR

2. Inodequate:
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and

3. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals

4. Excellent:
Is on a normal diet providing adequate
calories for age. For example, eats

5

N O

albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eals a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meal, dairy products) each day. servings of mean and dairy products. ('f
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eals between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usualiy take a supplement if Does not require supplementation. l7
per day. Takes fluids poarly. products per day. Occasianally will offered.
Does not taks 2 liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4E
: Hypatensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may g
Tm;:y:::;:::" & <40 in a newborn) or the patient be < 95%; hemoglobin may be ba < 95%; hemoglobin may be Normotensive, oxygen saturation /’,
does not physiologically tolerate <10 mg/ds; capillary refill may be <10 mg/dr; capillary refill may be >95%: normal hgb; capillary refil LL
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal, <2 seconds.

Severe Risk - lessthan 9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 |

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

Not at Risk: 19-23

TOTAL SCORE

Evaluator's Nome

Wil




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule )
© Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces Al
© Manage moisture, friction and shear ating pressure mattress overiay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients oL )
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges !
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently g 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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GUC-00085644 IP18-00036512 Rainbow” . . .
Mrs KANIMOZHI L _Children’s | = _BirthRight
] 1] - —
1’-0‘!—1"‘! W/YIMMNOD F BRADEN Q SCAL_E Hospital ammmwnosmms
[ MATHANGI RAJAGOPALAN [ L Wi st poned e woe | Your ight 1o a Satw Defivery
[ s ]2 | B PR
A — — . Time : N ) (|
[ 1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L’
without assistance. to completely turn self independently. independenty. [ "“ L}
2. Chalrtast : 3. Wolks occasionally: 4. All patients too yunng 1o ambulate; \ f
. . Ability to walk severely limited or Walks occasionally during day, but for OR walis \
mz;ﬁrt? {li;a:;::gst'o.bed non-existent. Cannot bear own weight very short dislances, with or without Walks outside the room at least twice a 3 g
- and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once svery S 2
wheelchair.! shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limlted: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot | Responds to varbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannol always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or J" L*_
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairmenl that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
o half of body. two extremities.
Moisture Dagres 1. Consiontly moist: 2. Very moist: 3. Occaslonolly moisi: 4. Rarsly moist:
to whi chg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposer by perspiration, urine, drainage, elc. Linan must be changed at least every linen change every 12 hours, changes; linen only requires changing J‘ L"
0 moistire Dampness is detected every time 8 hours. evary 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significont problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ‘
Frictlon. Occurs when _ | Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves agains! agitation leads to almost constant assistance in moving. Complete lifting assistance. Quring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. withaut sliding against shests is ’ probably slides to some exten! against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in shests, chair, resiraints, or other muscle strength to life up completely

skin and adjacent bony
surface slide across

bed or chair, requiring frequent
repositioning with maximum assistance.

devices. Maintains relative good position
in chair or bed most of the time but

during move. Maintains good position
in bed or chair at all times.”

Nutritional Usual

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

which provides inadequate calories and
minerals for age OR albumin < 3 ma/d!
OR rarely eats a complete meal and

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

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

calories for age. For example, eats
mast of every meal. Never refuses 2
meal. Usvally eats a total of 4 or more

food intake pattern than half of any food offered. genarally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. qg J‘\
per day. Takes fluids poorly, products per day. Occasionally will offered. |
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ¥
“‘f;’:ymﬂ? & | <40ina newbom) or the patient be < 95%; hemoglobin may be b < 85%; hemoglobin may be . S/ o G
does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/d; capillary refill may be > 85%; normal hgb; capillary refill ’1 Q(
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal, <2 seconds. |

Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 |
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Not at Risk: 19-23

TOTAL SCORE

27

Evaluator's Name
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Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
' tuiimdmbﬁty,considerocnmaﬁonmempyreferranoradvlce
© Regular Tuning Schedule )
' © Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels * Gel pads for high-risk areas
o Use pressure redistribution surfaces Atternati #
©® Manage moisture, friction and shear _ g pressirg md overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients ’
13-14 Moderate Risk sl - tatoral i 4 ” Gel pads for high-risk areas
® Position patient at i
sition patient a egree lateral incline using foam wedges Atemating pressure matiress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently - Alternating pressure mattress overiay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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L Patient >uune _ _ childre'l‘ls B"'thR;ght
: Hospita . BY RAINGOW HOSPITALS
PAIN ASSESSMENT FORM e
[ A & } 5% o 3
pate Time Pa('; :gl;re Location Duration Acuity Character ' h:::m:g Pﬂ?;:::;::;m“ Intervention Sign
T QLO ST O Continuous QA&IZ‘ [ Sharp  [J Dull O Increasing bﬂ{q’s s O;(J -
W SRR \ <1.Qzao\rv0d_g,h}ennment 0 Chronic Wg 0 Burning ‘_Df?ecreasing O No q ’ S
louces | O conti CLestr—> ‘ I | B | o ) OV’F:/
97/ L on n'uous B D.SII&FD——E;DU _ feasmg po 2 )
'»Q!?}glo gam o O'fo)bm' i E-atermittent | O] Chrongf OAching O Bummq/ | O Decreasing | O No ‘ ﬁ by G:m Pa I kff:@
bb ! {0(.(@7 O Contipuous | Clac(te OShap  Soal S’?aasing OYes— & @,
‘%\# \QVm 3[[0 ,wm) l])ﬂ/:‘tlem O Chronic O Aching  [J Burning ecreasing | O No dﬁﬂi‘r{] T &\bj2
] f{ & . E?SIOWD Continous | O Aete” | OO Sharp ool | O e ing OYes™ ] ¢ ,@
}% lf Pm } {/0 Q}:/@/) Eumﬁl:m [ Chronic [ Aching [ Buming [}bﬁzing O No ’]LﬁQ/G!Lf) /
_ \ Q\ ‘:’Pi ;tﬁt O Continuous | C-Acute 0 Shap \20ull O Increasing |\ Yes LOMFE?W., w
tgh’ P %m’\ LD O-Artermittent | [J Chronic OJAching (1 Buming |LE¥ Decreasing | I No W O
{ "
. SE! /l:a i) O Continuous | O3 Acute 0 Sharp  OJ Dull O Increasing | O Yes o\
\a\\ﬁ(\v" 9 I O Intermittent | O3 Chronic O Aching [ Buming | [ Decreasing | ET No
O Continuous | OJ Acute 0 Sharp 7 Dull O Increasing [ O Yes )
| €mA|©te | Att) ALT Cég/
t HF"‘ ’ Cl-mermittent | 1 Chronic O Aching [J Buming | O Decreasing | Lo bbq%‘}“}v
O Continuous | [ Acute O Sharp  OJ Dull O Increasing T
] h’ )’(‘, | & / 6 A L O Intermittent | O Chronic O Aching [ Burning | O Decreasing | [ No 7&'@)
O Continuous | [J Acute [ Sharp  [J Dull O Increasing |7 Yes
o y -
\&\’!‘ Ll N L O Intermittent | [J Chronic [J Aching [ Burning | [J Decreasing | [ No A
pal
v PN i RN O Continuous | [ Acute (3 Sharp [ Dull [ Increasing -’ﬁes Ry —
° Q [ Intermittent | O3 Chronic [J Aching [ Burning | [J Decreasing | ‘LI No
Mmm

1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
al  Atleast every 2 hours for the first 24 hours b) Then every 4 hours,
c)  Prior to pain pain-refieving intervention, d)  Within 30 - 60 mirutes after pain refief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PTD)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth e ¥ Years)

EQ-II-

Mo

Wong - Baker (Pediatrics) Abeve 7 Years

muman mmm

@@@@@@

mmm

1 SCORING
CATEGORY
1 (] 1 2
' Occasional Grimace or Frown, Frequent o constant froe.
Face No Particutar expression or smie withdraw, Disoricnted quivedng chin, cmngm
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly norma! position, uirming shifting back and
Activity nmss;asm?i;' ﬂmm Arched, right, or Jeriing
' Moans or whi occasional i ; of sobs,
JI : Cy No Cry (Awake or asiee) or whimpers Crying steadily, screams of sobs
9 10 sob s X ORI
Pos:'&!m Reassured by occasional ihuching,
Consolabiiy - | Content, relaxed “mmwmmm. Difficult to console or comiort
-~ Neenatsl Pain, Agitalion snd Sedation Scale (upto 1 Month)
Siaiini Sedation Wermai Paia / Agitation
Criteria
2 1 % 1 2 _
Crylng No Cry with painfud | Moans or cries mmamuq lritable o crying al | High-pltched or silent-
irritabiiity stimuli minimaily with painful | irftable intervals consolable | continuous cry
simuli inconsolable
Behavior State | Noarousal toany | Arouses minimally fo | Approgriate for Restiess, squinming | Arching, kicking constanty awake
stimuli st pestational age Awakens frequently -| or
No spentaneous Little spontaneous animlyfnommj
movemant movement (not sedated)
Faclsi Mouth Is lax Minimal expression | Relaxed Appreprate | Any pain axpression | Any pain expression
Expresslen | No expression with stimuli intermittent continual
Cxiremities | No grasp reflex Weaskgrasprefiex | Relaxed handsand | Intermittent Continual clenched
Tane Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Nornal Tone or finger splay splay
Body isnottense | Body s tense
Vital Signs HR | No varability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 530, | stimuf variabiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | basefine with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { slow recovery Out of sync o
reCOvery fighting ventiiaior )
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s KAMMORIS | Rainbow ; T
[ veme  mavd B _— Chilaren's | @ BirthRight
- Hospital | BY RANBOW HOSPITALS
m mm‘m“mn ‘ PAIN ASSESSMENT FORM Tt ks 8 ot 0 bt e e, Your Right 1o a Sate Delivery
a i - Modifying | Patient / Fami ;
Date Time Pa(:; /f;‘)"e Location Duration Acuity Character r:cm::::g Edu!aled Iy Intervention Sign
L O Continuous | [ Acute O Sharp O Dull O Increasing | [l X¥es por [
Doj7]ac | B °ofte | M) | O ptermitient | O Chronic O Aching [J Burning | [J Decreasing | O No T
O Continuous | O Acute [ Sharp [ Dull O Increasing | [ Yes
O intermittent { CJ Chronic O Aching [J Burning | [ Decreasing [ 1 No
O Continuous | O Acute 0 Sharp O3 Dull [ Increasing | O Yes
O Intermittent | [3J Chronic [J Aching [ Burning | [J Decreasing | [J No
O Continuous | O Acute [ Sharp I Dull O Increasing | O Yes
O Intermittent | O Chronic [0 Aching [ Buming | [J Decreasing | LI No
O Continuous | OJ Acute O Sharp  [J Dull [ Increasing | O Yes
O intermittent { O Chronic O Aching [0 Burning | [J Decreasing { [J No
OO0 Continuous | [ Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | £J Chronic O Aching [J Buming | OJ Decreasing | O No
O Continuous | CJ Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | CJ Chronic [ Aching [J Burning | [J Decreasing | O No
O Continuous | [J Acute 03 Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic O3 Aching [ Burning | [J Decreasing | [ No
O Continuous | CJ Acute O Sharp  [J Dull O Increasing | [ Yes
O Intermittent | [J Chronic [ Aching [ Buraing | [J Decreasing | [ No
0 Continuous | [J Acute OJ Sharp [ Dull O Increasing | O Yes
[ Intermittent | [ Chronic O Aching [J Burning | [J Degreasing | '] No
Re-assessment

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

Docu.No: RCH /FRM / CLINICAL / 152 (PT.O)
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Numerical Pain Soale (Obstetric and Gynecology)
i | 1 1 1 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Moath te 7 Years)

§°T

No

PbHun

e

I T 1 1 1 1
2 3 4 5 6 T

- Baker (Pediatrics) Abave 7 Years

@@@@@

I'NI‘ISLBMBI !'Il.ﬂsl.lﬂlllnn

Hummm

| SCORING
CATEGORY
! & 1 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tenss Kicking, or legs brawn up
Actiity ""Wm asm pasa, i‘}mms’"m Arched, right, or Jerking
L ! ) Moans or whimpers occasional Crying steadily, screams of obs,
c No Cry (Awake of asleep)
; 110 1y complaint frequent complaints
Pme Reassured by occasional touching,
Consolability Content, refaxed wmmh Difficutt to console or comfort
- Neonata! Pain, Agitatien and Sedation Scale (upto 1 Month)
st Sedation Korma! Pain / Agitatien
Criteria
-2 -1 9 1 2
Crying No Cry with painfu! | Moans or cries Appropriate crying Not) Iitable or crying at. | High-pitched or silent-
trritability stimufi minimally with painful| imitable intervals consolable | continuous cry
stimuli Inconsolable
HNBWW Behavier State | Noarousal toany | Arowses minimally 10 | Appropriate for Restiess, squirming km.mmmmm
stimuli stimuli gestational age Awakens frequently
No spontaneous Littie spontaneous Numrrm'mlylm
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expressien | No expression with stimuii Intermittent continual
Extremities | No grasp refiex Weak grasp reflex | Relaxed hands and | Intermitient Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone of finger splay splay
Body isnottense | Body s tense
Vital Signs HR | No variability with Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RA, BP. 820, | stimuf variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoveniilation or | basefine with simuli | gestational age SaD, 76-85% with | equalto 75% with stimuiation -
apnea stimulation - quick { slow recovery Out of sync or
recovery fighting ventilator /
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Morse Fall Risk Assessment Form e R i
s 3] E
. . i me \ &4
Choose Highest Applicable Score from each Category . :;oz K&%ﬁ:_ ‘Q f.{g,‘;F 2I° 12 }jj::b Fall Risk Grading
:t-ﬁ-lf" ) Q
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) o I9) Risk Level Mursei hl‘:l?:g )3!:01’8 Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 () (@) o)
Furniture 30 Standard Fall
. : e Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o) (@) 0
IV / Heparin Lock or Saline ‘:'5 & 28 Q0 Implement
s 0 ) Moderate Risk |~ 25-50 Moderate Fall
Impaired 20 I:’rteventr:gn
; ntervention
GAIT / Transferring Weak (uses touch for balance) 10 N la f 7
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 . Risk Fall
Mental Status .g : = High Risk =31 Prevention
Oriented to own ability 0 O O O isrieotion
Total Morse Fall Scale Score: |0 R0 20
Signature @Ol/u . fo
u Nt |
Tick (v') whichever precaution taken. - Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [0 Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate t0 patient's needs
Docu. No. : RCH /FRM / CLINICAL / 006
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s KANIMOZHI L 1 Rainbow®
19-03-1897 . : : oy
Or. MATHANGI m":;gpm" (F) Child ren’s .—B—Irth nght
QLT i Hospiel., | s
] Morse Fall Risk Assessment Form ot SRS
Ty
Date / Time : . 3
Choose Highest Applicable Score from each Category = S:ore Lﬁﬁ% H ]ﬂ Is-" L QLR Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) N 0 i Morse Fall Score ”
0 0 &) & Risk Level (MFS) Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 © &) o
- 30 d
- | HITEMIE — LownRisk 020 | Sndad el
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 O © ©
0 20
IV / Heparin Lock or Saline :f's 2 40 Le Implement
0 g Moderate Risk | 25-50 'i;“f"deﬁ?e Fall
Impaired 20 OVETERN
i 7 Intervention
GAIT / Transferring Weak (uses touch for balance) 10 /
Normal /On Bed Rest /immobile 0 O [2) o | Implement High
Forgets limitations 15 —— Risk Fall
Mental Status 0 ‘g et prem 0 ®) (@] High Risk 251 Prevention
rinted to own ability e Intervention
Total Morse Fall Scale Score: 950 Ao 20
N A
Signature Sy _@"’ 30 é
7o 3L
Tick (v) whichever precaution taken. . Maderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave 1o ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by heafthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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o, n’;?::,. “Hou Children’s . _Blrtthght
”” mm/m,m OPALAN . Hospital BY RAINBOW HOSPITALS
IH!IIMIHJHII Morse Fall Risk Assessment Form v | O oS e
N ™M
Date / Time V¥ iy b
Choose Highest Applicable Score from each Category Sclm A Do) 2} Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 I (o) Risk Level Morse Fall Score Action
(MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ®) o
Furniture 30 . Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (@) IS
20
IV / Heparin Lock or Saline :IZS 5 00 2o Implement
Moderate Risk 25-50 Mndera}e Fal
Impaired 20 rrtevenzggn
v
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /immobile 0 ) o Implement High
Forgets limitations 15 P Risk Fall
2 Oriented to own ability 0 o © Eﬁ‘:ﬁgﬁggn
Total Morse Fall Scale Score: o® do
Signature !/ | J)\,/Jf\‘)’\’

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[J Ensure patients use their prescribed eye glasses if any, in the hospital
[0 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
[ 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 heatthcare provider as appropriate to patient's needs
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Hospitel .w age.  WTAMNONNAN . o war
( PHLEB'TIS ASSESSMENT j \Consultant ............)
CANNULA 1 CANNULA 2
Date ; %L‘FD&; Time:"J* 00§ Date : Time:
Location @ Mc'&(.‘dnupcﬂ Location :
Size : (R (5 Size :
Cannula inserted by i&N ) {M{ Cannula inserted by :
Date | Time |Phlebitis Inﬂlh'atlonl Nrsing | sign | | Date | Time |Phiebitis |infitration| "M | sign
Intervention Intervention
(B o [Ovene e vl & | OYes ONo| iYes ONo
9. 200 pt0Yes QiiotVes ko] ‘ OYes ONo | OYes CNo
JoDIN) |aves oKG | Oves oo (L OYes ONo| OYes ONo
2000 |Oves 2o | oves 2o o)y I OYes ONo| OYes ONo
LX) |aves B [ Oves 2o Alofd)| (D OYes ONo| CiYes GNo
HDm |oves preloves pio| Shaul) |<K i OYes ONo| DYes CNo
W'\SY{\ OYes I!D(o, OYes B0 OYes ONo| OYes ONo
\ O Yoves twio | oves owe|  OFS o% ‘ OYes ONo | OlYes ONo
_\%\'ﬁ’ 9 p OYes Obo| OYes Oto| Ol OYes ONo | OlYes ONo
b p~ |Oves o | aves | Vo | A— OYes ONo| OYes CINo
@ Pyv—~ |OYes Do | OYes Do @hStvos | cdGen OYes ONo | DYes ONo
4912»/‘/\ OYes Ilnf OYes£MNo %E _ CIYes ONo | OYes ONo
b P Oves oo | Bives [T s OYes ONo| CYes CNo
S N e T |9 DYes CNo| OYes ONo
WA [OvesdNo[oves oo v | A OYes ONo| OYes ONo
_y A |O¥esafo|oves O] oo*| & OYes ONo| OYes CINo
_ L~ |OYes ONo [OYes ONo| & yerw LL* OYes ONo| OYes ONo
¢ r |OYes Do | Oves ONo| 50 | 2— DYes ONo| OYes ONo
i OYes ONo | OYes ONo OYes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes ONo| OYes ONo|
| OYes ONo | OYes ONo OYes ONo| OYes CNo
i OYes ONo | OYes BINo OYes ONo| OYes CNo
| OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes CONo CINA If Yes specify-
Phlabms score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion.
# Every 4 hours if only on IV medication.
V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page

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




( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [infitration| "9 | Sign || Date | Time |Phiebitis [inftration| M°M® | Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo|
OYes ONo | Yes ONo OYes ONo| OYes ONo|
| cannula removed : ClYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
= V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) 2
0 1 2 3 4 5
IV site appears healthy | ONE of the followingis | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near L.V. | # Pain near |.V. Site | % Pain along path of | % Pain along path of | % Pain along path of
site or slight redness | # Erythema cannula ¥ Erythema | cannula # Erythema | cannula # Erythema
near LV site % Induration #* Induration # Induration * Induration
# Palpable venous cord| % ;;'gﬂe venaus cord
| OBSERVE CANNULA | OBSERVE CANNULA b :w;%?t%m %ELWER %&W E




m&«c ~ ;(aﬂf’:meih [— \ ‘) .‘)

(1 — 5641 . Rainﬁ%w' . e i
S 'J URINARY CATHETER BUNDLE CHECK LIST Hozpi sw
Date of Insertion: ..... ]8{?{*1&0%&} s [EV™1 ate,of Removal: AY bt ot 22° /"’V-"
Parameters Date Shift Time | ! W g N ' €
Need for the Catheter {Aes CINo 7fes ONo | D¥es ONo | O¥es DNo | CiYes CINo | CiYes ONo | O Yes [INo
Hand Hygiene Mes CINo ?T[?es CINo | ClYes [ONo | CJYes CINo | [IYes CINo | ClYes CINo | ClYes [INo
Usage of Sterile Equipment ,.L}‘ﬁs CINo Z?Yes CINo | CYes CINo | [JYes [INo | C1Yes [CINo | CiYes [INo | [IYes CINo
Is the Collection bag below the level of bladder /\z@s 1No 'C)Wes [INo | CIYes [ONo | CIYes [CJNo | ClYes [INo | ClYes [INo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) d??é [INo -E/Wes CNo | CYes [CINo | CiYes CINo | [Yes CINo | ClYes CINo | C1Yes [INo
Is Catheter dated as policy ,LQA‘e's 1No ,%zjfes [CINo | ClYes [ONo | CIYes CONo | [lYes [INo | [JYes [INo | [lYes [JNo
Collecting bag is been emptied regularly? rfes [1No ,'7Yes [CINo | ClYes TINo | [1Yes [ONo | [IYes CINo | CIYes CINo | [OYes LINo
Maintenance of closed system for the catheter .uﬁs [INo IZ}Yes (INo | CIYes [INo | ClYes [INo | C1Yes [CINo | ClYes [INo | [1Yes LINo
Dressing clean and dry? (Lfes CINo (5;1 Yes [(INo | C1Yes [ONo | [1Yes [INo | ClYes [INo | ClYes [INo | CJYes [INo
Is the line removed as Policy? @’ﬁs CINo 97(&5 CINo | ClYes CINo | [IYes CINo | CJYes CINo | CiYes [INo | LiYes LINo
Performance of Perineal Care TiYes CINo Q\ Yes CINo | ClYes [INo | CIYes [INo | [IYes CINo | LlYes CINo | ClYes [INo
Onset of New Fever [1Yes [0 u‘Yes ;Llpo C1Yes [INo | [JYes [INo | [lYes CINo | ClYes CINo | ClYes [INo
Asses for the leakage at the site of insertion mrif?es [1No <2?{es O iﬂlo CYes [INo | ClYes CINo | ClYes [INo | (lYes [INo | [lYes LINo
f
Name of the Nurse Mm%‘ i Q-
Signature of the Nurse E%A 5 - @p{‘v’
= Ak
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Mrs KANIKS . IP18-00036512
) l;‘:":::g”« w!:vauzsn ) P
il
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD IJIIIIIIIIHIIHI!IIIIHIIIII 'Children's B"’“‘R'ght
Hospital 1@::"%
Part - 1. T O e
Patient's / Learner Language: ...\. SN e Patient/ Learner Literacy: 1 Read [ Write ] Willingness to Learn: Y& Ho  Healthcare Literacy: Nao!
o] o 2. )
Idenﬁﬁed Educatipn Needs: C‘ | Risk Education
6. Discharge Medication afe use of Medical Equipment / implantable Devices
Diagnosis 'T*‘“” 3. Pain Management 7. Infection Control Measures Saey _
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2 WWG"‘ 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Il
Date T | S0, nformation Taught T Comments w;
Person Taught | 830090 | Teaching Tools mm Understanding ‘
Eek&itc(ﬁﬁ c&:(xU' V& (\ No %
e Gl o @0 | M | Yo 6
e e | Yo | Ca bl (e zcﬂa Y. o
% | | £
", e Qg}lw L owr oy 4 Rdmete \ Nowro Q("c»c
‘Cﬂ‘ﬂl‘ 8 "5"-* ,Q@lel-\l r\n_noll l‘rti{o’.hwh ‘“‘LQJL) P F e da/h b ™
e
aiuux e ot ok DGRy — A
Olot | Ban 3&‘-’1 . Lo by et . ool |V ‘(‘f"‘ Geec
4;‘0’ ) @ jck .ﬂ(‘ﬂ‘x_l'x—‘l) b o A I&l oyl .) Wj L:“"}Q“)Y
Part - lil: CODES
Who was taught: F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Le Barriers: L '
aming Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
ical Impairment 5. Educational Level 8. Responsbilities at Home 11. Beliefs and Values e —————
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: ~ A: Audio D: Demonstration V: Video { ~03) Oral P: Printed ]

5. Respect values & beliefs
6. Respect Cultural / Religion Preference

g,

1

Other, Specify

2. Demonstrates Understanding

Undersianding: /}Mﬂkos Understanding

3. Needs Review
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