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GUC-00088326 1P18-D0036459 R lni}%w'
re RNANDEZ a . . ~
:z-o:-.::::lu “uv:n 120 (F) Children’s . BII‘tthght
MATHANGI RAJAGOPALAN Hospital BY RAINBOW HOSPITALS

TN Hospital | | @z
SURGERY DETAILS

Patient Name: N}:sS&eFfmm&nomﬁeL Date of Birth: Ql’.}l‘cl‘ii Age: 3'5"]

ROEE: oo T Ward oo UHID No..... 75.6.326 .

Date of Surgery: VJHLU.. OoT-1 CJOT-2 _B3367-3 [C10T-4 [J0BGOT-1 [J 0BG OT-2
Name of the Surgery : E&ch"aﬁfgd

Time in ;.. q =2 o Y Time Out ’)OL(-"_'"F‘")

NAME AMOUNT
1. Surgeon - ... ooy P@i&n‘j lx(.&.a
Anaesthetist L O Ashuolon.....
Assistant Surgeon : ... ¥R .—..Bic.ah\‘ﬁ')q e é’b‘! .5 ?’M'fe.cu
OTTechnician 0% Selatshruo....
Circulating Nurse : & [A.l Rusng....
Assistant Nurse . M....Q:].mﬂﬂ.:., (.é..‘. Scmq %‘fbx

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

o o s @ N

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

Pucord  frnobized g %”4“

Signature of the Surgeon ®’\0’7-‘5’V ?gnature of Circulating Nurse

O ivsusniaisnios savaomucsasipR R sR TSV S TSV Order by: ...

H/FRM / GENERAL /114
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GUC-00085326 IP18-00036459
Mrs STEFFINA FERNANDEZ
02-03-1903 33Yami2o0 {F}
Dr. MATHANGI RAJAGOPALAN

WA AR

L5

CONSUMABLES OF OT

"
Rainbow"
Children’s BirthRight
Hospital .Wmmmsmus
It takes & ot 0 breet the Bite. Your Right to & Safe Detivery

Techniclanmf.W%Mm“{Lg(@rQ Time ..t 308.0

Circulating staff ﬂ;@uh}"
aty

Anaesthesia Disposables aved || usea | Surgical Disposables msed || usea| DiSPosables (Baby Side) _Til’v"
ET tube | | MajerPack ot 13ex [ ]. Itk |
LMA, Sures )-viofd o 9/ | GorgClamp !
ECG leads (A JP /N 9 8609 ,}1 1326 | .| Suction Catheter ¥ F [
HME fitter : A/ P/ N i Eoodifi Tube [~ l
Sysinges : 10 cc \ Vaccum Suction Set |
05.ec” | | Gloves LVW\’;) 54| | Surgical Gioves £ |
02ec” ‘ p.c | Gauze Pack  ploan 3/
01 cc e 4y . 1 | Syringe 1mt7 2mi \
|_Cadtery plate (AY P/N | | Surgical blade = 2 2 \ | Surgical Blade # 20
st b | NGtube 1.
RL o Cautery pencil | |Ox10CtA Al
NS : 10mi / 1681/ 5007i/ 1000mi 1] | Koochies B baiacin f,mm,b; {
Ointments Piepiy 9.2¢/C /
Suction Catheter A o}dﬁf_ Db6x [l /
Fentanyl Cap, Mask Finn ol ]'ng_ {
Morphin | Gate Pack | Bloxemi e .
Ketamine Mop Pack 2 @ B8 mm = {
Propofol Steristrip w_ _,#=l= i (
Rocuronium Underpad | E’Du heu(hﬂjﬂl;ﬂ:ﬁ'( W )
Giycopyrolate Draw-sheet (3, n Sha b |, [20mnh |1 |
Myopyrolate Abgel prAaby o Ypl | leninod recd e 20027 | |
\orfdansetron | | Foleys catheter m ofp 3
Pencan 25¢/ Spinal Needle 22 Urobag gt | D
Bupivacaine 0.25% Chest Drainage Catheter Baly wigos |
Bupivacaine 0.25%(Heavy) Romodrain bag 2%l dm i
Antibiotics Bandage U
Tegaderm  § 5 | ]
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg chn Suction set | i
Justin : 12.5 mg / 25mg / 100mg— | | Plastic BedStEet Dpaon 3
Tab. Misoprost : 2608 (3 opyva, | Betadine Solution 2|
Ty, gd O |4 Woosiod
RATNAN _Ll X 440 A Cotton Balls
il Latex Gloves 20
Ramdione Scrub
Saral
surgeon A - mo.ﬂ}ur%: aosribg ™ B0 iee i
Order No. : ORBOTBE IS <sirvssinssssionessavissss sissssisvavesosssnesssivanisenssmsmisseons s

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

2

.

Rainb’gw ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
600015

Children’s Sirthin  TelNo:044-40122444

Hospital ="

Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914

DLNO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036459 Ward TF-PVTISUITE
Patient Name Mrs STEFFINA FERNANDEZ Bed Name PVT 704
Age/Sex 33Y4M12D/Female Order No 18-0001726935
Date 14/07/2026 12:02 Prescription No PRIP18-0627026
Payor SELFPAY Dispensed Date 14/07/2026 12:02
UHID GUC-00085325
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
;5%2;’5 7.0(POWDER ANSEL GENERAL 2603008317 03720 1 128.00 128.00
Total : 128.00 128.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 14-07-2026 12:02 Page 10of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

. b = Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Naduy INDIA
Rainbow . 600015
Children's = Tel No : 044-40122444
Haspital  BirthRint
i - Rainbow VATTIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR LT TR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036459 Ward TF-PVT/SUITE
Patient Name Mrs STEFFINA FERNANDEZ Bed Name PVT 704
Age/Sex 33Y4M 12D/ Female Order No 18-0001726934
Date 14/07/2026 12:02 Prescription No PRIP18-0627027
Payor SELFPAY Dispensed Date 14/07/2026 12:03
UHID GUC-00085325
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) e GENERAL 250824 08/28 1 1,303.00 1.303.00
DISPOSABLE APRONS :
2 STERILE XL Mediblue 1010626 04/29 3 120.00 360,00
3  EereMonploghes. H 2603019005 03729 6 128,00 768.00
10X 10CM o
4 ?g,‘if,ss‘é"‘;stYx 0e Bapuji Surgicals GENERAL M2645010 03/29 2 123.00 246.00
5 RRDNSURRUBITORIES 100 o v varraiite BLNP274055 12128 1 18.74 18.74
6 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
7 B00MCGTS CIPLA LIMITED H 6GHD162 08127 1 105.12 105.12
8 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 5S X- DATT MEDI
9 RAY PRODUCTS H M2642004 12/29 2 949.00 1.898.00
NEW MOM DISP
10 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 105327 01/31 1 210.00 210.00
XL
NEW MOM DISP
11 MATERNITY PADS Maxipap DYNAMIC TECHNO 0153715 03/31 1 204.00 204.00
NITRILE EXAMINATION
12 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
13 NS 100ML ACCULIFE - EH Py LIA(Nirl 18260029 04/28 1 21.01 21.01
14 NS 500ML CLOSED BOTTLE  Denis Chem Lab Lid H 10262046 03/29 1 94,55 9455
15 PROTECTIVE SHEET 20X20 Local 1010626 05/29 1 250,00 250.00
QUICKSUITE OT TABLE
16 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
- RAMADINE SOLUTION 10%  RAMAN & WEIL PVT RC126036 04128 2 103.00 206,00
100 ML LTD
SGLOVE #6.5
18 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91.00 91.00
19 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 767
TEGADERM WITH PAD
20 (8591)BIG 9CM*250M 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 814.50
21 VACCUME SUCTION SET ROMSONS GENERAL K26D010294 03/31 1 811.00 811.00
22 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 2 951.00 1,902.00
Total : 10,351.59 13,832.59

Recelver Name

Printed Time : 14-07-2026 12:03

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 0of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
: Rainbow Children's Hospital - Guindy
Lo
- ' Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s = Tel No : 044-40122444
Hospital ~ BrthRon
Ralnbow VAT TIN : 33AABCR4014M1ZK CIN: L851 10TG1998PLC029914
DL NO:
Registered Office: 8-2-120/ 103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana.
RN T TR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036459 Ward TF-PVTISUITE
Patient Name Mrs STEFFINA FERNANDEZ Bed Name PVT 704
Age/Sex 33Y4M12D/Female Order No 18-0001726933
Date 14/07/2026 12:02 Prescription No PRIP18-0627028
Payor SELFPAY Dispensed Date 14/07/2026 12:04
UHID GUC-00085325
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 mawm Rl L T —— KP1713936 o1/28 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ P s H C3BI0004 01/28 2 73.23 14546
3 3LéP1RﬁESIC e T 45121 01/29 1 31.10 31.10
4 SMOPROSTIUAMFIN g ionitribn il H 097133 08r27 1 318.50 318.50
MCG 1 ML
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30KE0 02/31 i 28,13 28.13
6  DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K17 02/31 1 21.56 21,56
7 DSYRINGS25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 1 11.25 1125
Aculife Health Care
8 DWATER toML AMPULE  Aculfe Heal H 2254216 10128 1 258 258
9 &gﬁ%mmooss IMS GENERAL 12226508G 03/28 1 32.34 32.34
10 agﬁ%.scmonss IMS GENERAL ETSN10411 10128 2 28,00 56.00
11 EFIPRES INJ 30 MG 1 ML E%)N LABORATORIES |, 1231095 01/28 1 45.90 45.90
12 EYSI?\EN (TSI sl & 091690 0228 5 18.90 94.50
INTRAFLOW (AUTO STOP)
L i ROMSONS K268010515 01/31 1 526.00 525.00
14 NEEDLE 26 11 2INCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
15 ONDOKINDINJ4MG2ML  SWISS CRITICURE BA26025 01128 1 12.72 1272
PREGELLED SURGICAL
I S o o Erbes GENERAL 17032026 12129 : 1,275.00 1,275.00
17 SPINAL NEEDLE 22 %%‘;TON DICKINSON e nerat 02405004 04/30 1 236.50 236.50
SPINAL NEEDLE 25 G
18 ITABAREC oML VYGON 250725A 07130 1 1.427.00 1.427.00
19 TROPINEINJ AMPOSMGIML NEONLABORATORIES | SM038138 11527 3 7.30 21.80
Total : 4,129.86 4,321.29

Receiver Name

Printed Time : 14-07-2026 12:04

Authorized Signature
Pharmacist Name : GRAGE PAUL RAJAN

Page 1 of 1

for RAINBOW CHILDREN'S MEDICARE LIMITED

Y T IR







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

z @

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

. 600015
Children's Birtheo 1€l No:044-40122444
Hospital g 4 _
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/108/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HEHTI
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036465 Ward TF-PVT/SUITE
Patient Name Baby B/O STEFFINA FERNANDEZ Bed Name CRDL-PVT704-2
Age/Sex OYOMODZ2H/Female Order No 18-0001726940
Date 14/07/2026 12:12 Prescription No PRIP18-0627035
Payor SELFPAY Dispensed Date 14/07/2026 12:15
UHID GUC-00093847
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY WIPES 725
1 BUTTERFLY H 44RW44GU 03/28 1 299.00 299.00
Total : 299.00 299,00

for RAINBOW CHILDREN'S MEDICARE LIMITED

i
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 14-07-2026 12:16 Page 1 of 1
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

- Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow b 600015
Children's e Tel No : 044-40122444
i irthiRight
HOS plta' +Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L851 10TG1998PLC029914
DL NO :
Registered Office: 8—2-120!103!1.Surv0y No0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
R T T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036465 Ward 7F-PVT/SUITE
Patient Name Baby B/O STEFFINA FERNANDEZ Bed Name CRDL-PVT704-2
Age/Sex O0YOMODZ2H/Female Order No 18-0001726939
Date 14/07/2026 12:12 Prescription No PRIP18-0627033
Payor SELFPAY Dispensed Date 14/07/2026 12:15
UHID GUC-00093847
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 10S PACK H 07072026 12/30 1 255,00 255.00
2 EE’;"““’ Microptic gloves- H 2603019005 03/29 1 128.00 128,00
3 ﬁggfﬁ;,f’;;if PYS seii Surgicals GENERAL M2641119 04/30 2 100.00 200,00
4 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42,00
5 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
6 VACCUME SUCTION SET ROMSONS GENERAL K26D010294 03/31 1 811,00 811.00
Total : 1,586.00 1,666.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Nate Authorized Signature

Printed Time : 14-07-2026 12:15

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbgw
Children’s '

RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

600015
Tel No : 044-40122444

" irthRizht
Hospital E_:m,,;; VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
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 TN nu
IP No IP18-00036465 Ward TF-PVT/SUITE
Patient Name Baby B/O STEFFINA FERNANDEZ Bed Name CRDL-PVT704-2
Age/Sex 0OYOMOD2H/Female Order No 18-0001726941
Date 14/07/2026 12:12 Prescription No PRIP18-0627032
Payor SELFPAY Dispensed Date 14/07/2026 12:12
UHID GUC-00093847
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
! DSYRINGE 1ML (8D) (%%ﬁm“ CICKINSON s enERAL 6043348 01131 1 24.00 24.00
2 INFANT FEEDING TUBE-§ ROMSONS GENERAL G26D010693 03/31 1 68.00 68.00
3 Menadione Sod Bisul 1 m HINDUSTAN LABS 0075 12127 1 28.92 2892
4 SUCTION CATHETER & ROMSONS GENERAL K26B010741 01/31 1 91.00 91.00
Total : 211,92 211.92

Receiver Name

Printed Time : 14-07-2026 12:13

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbow* . -
Children's ‘Blrtthght

Hospltal BY RAIBOW HOSPITALS
nnnnnnnn Vawr Right 1o 8 Safc Deivery

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00088326 1P18-00036459 Bate: 15[@‘@

Mrs STEFFINA FERNANDEZ
02-03-1993 IdBYamizo (F)
Or, MATHANGI RAJAGOPALAN
ender:

Name of the Patient: .
ll
UHID No: m l“'““”"““ ||| “ ......................................

Ward: ..o.ovcveceeesercseessesasreeens RoomNo: ...~ LP .............

Certified thatin respect of the above patient:

[0 a  Therearenodrugs forreturn
b. Emergency cupboardissues have been replenished
c. Nopending indents are there against above patient

Checked the bed side cupboard of the bed

O O O O

e. Checkedbythe patient's Mother/ Father in the room

Patient Authorised Sign

Datennmcana

11171 KO ———

Docu. No. : RCH /FRM / GENERAL / 117

| e e






UHID-

Guc- .00085325

P 1-0003“59

NA FERNAN NDEZ
“"“ “ Yunzn

il T i

FLOOR-

Activity Sheet
update by

(Fl

G tlllt %
L i' th Hospitael =

DISCHARGE TRACKING SHEET
NAIVIE OF CONSULTANT-

inhini

INTIME | OUT NAME & REIMARKS <To be
E TIME SIGNATUR filled
E by
Admin
>

\S \%%4

Nursing
Activity Sheel
update by
Pharmacy







'\%

GUC-0008535 e
1 Mrs STERRN, FERNM Ez""““ms; )ow

! i e " [rofvs | @ BirthRight
| ACTIVITY RECORD FOR BILLING ’” IIIHIIIII m” i " oital .%w_;»%g
Name: . DS S et ha....... ‘%%J .. s
UHIDNo: B S A5 PNOL s Consultant; .C0RY = NONANLY( Dept ... OB,
DateofAdmission:.Bm%?........ (1 — Date Of DISCHENGE: .o TG
ROOM / BEd NO: <o War: s Suggested Billable bed type: .............

WARD TRANSFERS
Date Time From To 4Signature of Nurse

| ebo | boamy, | dse Houp  O\lehue
N 126 Q.20 | HFThplper] LDR - bge 926l
AUALE Q20w | pl ot [ |01 ™
1|4 B | or Miess %%%L;
W thl el Lpp Foy 120D

CROSS CONSULTATION VISIT |
Doctor Name ‘ Date Order No. Signature

-] P \%':Hg{g 5 26 %i
52 | Do-Popka 515 0L, egaee ~ |PREoT/

| Clackedsn) — R

4,

5.

6.

7.

8.

9.

10.

Docu, No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date !nvestivl-’:-'ws Order No. Signature
clelaw | B 2b022F7°>] Bry




o e e ————l A

MEDICAL EQUIPMENT ( WARD & ICU)

Connecting

Disconnecting

. Date Name of Equipment Time Tine Order No. ) Signature
o
\‘%\'3" /r) e 00 AH2B /%KLSJW
de o PRl 0.20 AL L&) 7
il Inustongup) bown 198m | vaskeos |yl
™




PROCEDURE

Date Procedure Quantity Order No.

Signature

\q f‘ﬂ‘% W\ QMWW}’ j} m—%'—‘l-‘h}//&g
o [F0h]  [gifustgan@ads @ o 2204 R0 ¢ )

k\‘;‘ Df'k 96 I\u? , 8 Cw-r\&..di/t«f:s, @ } ?'2;?:344 VM/ (ﬁ‘g‘s% A

SSaabH Phxg,é?nmccgj qU | 2485 (‘F Ueroy )

ANY OTHER INFORMATION:
Adabe Porcadhae. Slacteue ...

.............. Smgnﬂ‘amm%cocaf%&cdo\otﬁm

............. Aq SJ\.\TSMo,t@nn'UW*ﬁk.xh‘fhc,‘ M. Snclees

....... Aotk 00 Ashealns

.......

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

Date: \%lﬂﬁb Time: ... A ChN e

Prepared By: &a

Staff Nurse Shift / Ward Billing Assistant

O

Billing Supervisor




Me

flainl:;w' C

NIRRT O . Sl
Mrs STEFFINA FERNANDEZ
02-03-1893 3Y4M13D  (F)
Or, MATHANGI RAJAGOPALAN
mN|||H||“|I|“"|"|m "II' . DISCHARGE TRACKING SHEET
UHID- FL-ODR- NAME OF CONSULTAN.T—
ACTIVITY TIME NAME & REMARIKS <To be
SIGNATURE filled by
Admin>
Discharge
Announcement
INTIME ouT
o
Arrangement of File ;
T N el &
X v

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Woard to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







0fs 3
Patient Name: Mus UTZ/(:FM//—\ UHIDNo: RB25 2  Beg Category: 704

AT-ADMISSION DESK:
* Explain about admission process
*  Welcome Kit

SERVIGES IN WARD:
* Explain about room facility like how to use the patient COT, Nursing Bell, important

contact details.
Room cleaning and wash room cleaning will be done regularly.

L]

*  Patient bed sheet & clothes wil] be changed every day morning.

* Ifpatient got shifted to OT, please enquire with nursing station to get further updates
*  Wash room hot water will be available round the clock

*  For patient food please reach to Dietician / F&B Call @ (2203)

Don’t keep waste in the sink or other drains

* Food for the patient strictly as per the advice in-house dietician
* Nooutside food is allowed for patients

Fruit juices, coconut water, salads. are available in canteen

*  Patients’ Rights & Reasonability explain to the family,

* Only 2 attender’s allowed inside the room with patient,

BILLING:
¢ Take billing update on daily basis at ground floor 1P Billing Department (09:00AM 1o
06:00PM) and if any Query please reach to billing manager/Ip Minager
(+916379905271) (on same time.)
* [fany insurance query and corporate information, please reach to ground floor insurance/
corporate desk,
For Insurance patient give documents after admission.
Please carry attender pass at the time of visiting patient.
VISITING HOURS for Pediatrics (08AM -09PM & 4PM -6PM)
VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)
Explain about concern department contact details, which mentioned bedside chart,

MANAGEMENT TEAM:
*  Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263 ) available round the clock.
* Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

THANK YOU AND GET WELL SOON







GUC-00085325 1P18-00036459
Mrs STEFFINA FERNANDEZ

02-03-1893 asnnnzn (F)
Or. MATHANGI RAJAGOPAL

T

0N

Rainbow® . .
Children’s @ BirthRight
Hospita] .srmnscm HOSPITALS
It takes @ ot to eat the e Your Right to 8 Safe Delivery

otD SIDE GHECK LIST FOR NURSES

T

Date: \b\‘.‘x\ \_’P\c‘a_

e

NOS | Yee
Bed Side N
Structured Handover done \m)\ Yex

' V)

IV Site
Central Lines \;fi tj:
Arterial Lines QA -
Feeding Catheter N4 —
Urinary Catheter W [we
Skin Care \lo\
Eye Care \l, @5
Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty) | MED
Intubation Tray ob Y
(Loaded Syringes with Midazolam | 0®

oaded Syringes with Midazolam
g‘ Vecuronium and Flush) i
Ampoules of Adrenaline
Ventilator Tubing, (Any Water, quod) @V e
Humidification e NS o
Check all Infusion o
(Labelling,Correct Preparation) S el
Chest Physio & Neb o | e
Handed Over By Name : W N["Mw'
Signature : @&» &,-ﬂ
Date & Time: \M ’3:_
Hand Over Taken By Name : o
Signature : ﬂﬁ i
Date & Time: Lr’\"P"‘

Dac. No. : RCH/ FRM / GENERAL / 088







Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai . Tamil Nadu, INDIA 600015,
Children's ™ TEL NO :044-40122444

Heospital & WEB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET

; ; . NIRRT TN LI
Registration Details :
Admission No : IP18-00036459 Admit Date - 13-Jul-2026

Admit Time : 09:46 P\ UHID : GUC-00085325

Patient Details :

Patient Name :Mrs STEFFINA FERNANDEZ Age 33Y4M11D
Guardian : Mr MERGO FErNANDO DOB : 02-03-1993
Gender : Female Religion
Occupation Martial Status
Address (H) : 5094, T5, PRESTIGE VISTA Iyyappanthangal Phone No 1 9916477913/ 9940211705
Kanchipuram Tamil Nady INDIA 600056 E-ail i
STEFFINAFERNANDEZ@GMAIL.COM
2™

Adfnission Details :

Bed Type : Micu Bed No : MICU 801

Room No  : MmiIcU 801 Admission Type - First Visit

Contact Details :

Ward Name : 8F-OT COMPLEX

Name : Mr MERGO FEINANDO Relationship Husband

Contact Address - 5094, T5, PRESTIGE VISTA lyyappanthangal Phone No 1 9940211705
Kanchipuram Tamil Nadu INDIA 600056

. M_@?"ﬂ/\f

Signature

! '__}tor Details :
Doctor Name ' Dr. MATHANGI RAJAGOPALAN Specialisation - OBSTETRICS AND GYNECOLOGY
Referral Doctor . Mathangi Rajagopalan Phone No

Co-Consultant

Payment Details - Deposit Amount  : 7000.00

Payment Mode - Cash

Payor Name ¢ SELFPAY

Printed Date / Time - 13/07/2026 21:47 Printed By - 013787 Page 1 of 2

Rainbow Children's Hospital - Guindy |







f = & Rainbow Children's Hospital - Guindy

Rai n bowl h Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennai , Tamil Nadu, INDIA ,600015,
Chl!d_ren s TEL NO :044-40122444
Hospital WEB : https://rainbowhospitals.in

Birthrlan:

Rainbaw

G RAL N FORT T
Patient Name: Mrs STEFFINA FERNANDEZ Age : 33Y4M11D
IP No: IP18-00036459 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-0T COMPLEX/MICU 801

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
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
8 Df 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.

destructian 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.

(R(ﬁIBFS Signature:........‘....H..}

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

Signature of PatientfRefalfve:m T"Qf’\’:

RN ANDO .
Name: > M. MIER 4o e Patient Address:
i : Hosrarp 5004, T5, PRESTIGE VISTA
Rc;ataonsh:p_) lyyappanthangal Kanchipuram Tamil
Date: |2, o 2024 Time: @46 Nadu INDIA 600056

Wittness Name: /Agw tN
Witthess Sigr'}aturc:fJB,

“rinted Date / Time - 13/07/2026 21:47 Printed By : 013787 Page 2 of 2
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Rainbow® M
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BILLING POLICY

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

Room Rent inclusive of Bed, Nursing, Consultation 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 wil] be charged extra,

3% GST Charges applicable on more than INR 5,000/~ Bed Charges which was effective from 18.07.2022 as per the GST
Council,

As per the G.O.1. guidelines, we can collect Rs 1,99.999,. only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment,

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

II!' the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admissjon.
FPA/Insurance Processing Fee applicable for al| Insurance Cases,
In our hospital there js "No Discounts Policy", Kindly co-operate.

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

[h case the patient is shifted from lower category to higher category, all the charges like consultant Visits,
investigations, operations and procedures ete. from the date of admission will be charged according to the higher
category,

I the patient s 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 bil| amount is applicable in case the
patient opts for higher category higher than the TpaA approved. which has to paid by the patient and may not be
reimbursed by the TPA / [nsurance Company at later Stage,

For Non - Medicals. Disposables, Consumables, [nfusion 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 aminimum 6-7hrs,
Difference, ifany 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 s permitted in the rest of the
categories of rooms. No attendant is permitted in ICU'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 bil| of the patient from the billing section on daily basis. Interim Bi]
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 s 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/-

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 feasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Relation : »
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Patient Sticker
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Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Pronl 2%

Urea

Creatinine

Ty (¢

ALP

SGPT

\E\%/E.CC\ b hp - @

SGOT

T.Bill/Conj

J
Fé—bg;

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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MRI

Others (ECG, Contrast Studles etc.,) :
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CROSS CONSULTATION FORM

N

Your Right to a Safe Detivery

DoctorName:.,...,...,,....‘....‘,....‘.....,...‘...............,,.......‘............‘...Date: ....................... S Time: oo

Di@GNOSIS ottt gttt e AV s ep st oo ey

Type of Referral ;' *
U1 Emergency

O Urgent

O Non Urgent

Hospital : ......

Referred for: I Opinion O Co-Management O Transfer of care

Reason for Referral : |f for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations 3

e Pﬁymﬁem/mé‘ Notix pr MeCavarrdya. 8 (pe)

By pyree
De% and doold” advied
Lephor wedBl Lhonld be arvoded
 Gyg olom oninles encongyed
- Drpr Rowye pooben -
© Prihuad edvecss
= c@éw,c&;n@;f
T bophop oud Rph] ercelonmm

Consultant :

i Signature : ..o Date & Time : ..o
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MEDICATION RECONCILIATIO

N FOR
ot knpwn any Drug Allergies

Drug AUIBIGIBS: .....eovveveesiersseisenssssssssssseessssessssessessseesssessseess e

Z

Rainbow®
Children’s
Hospital

Tt takms & lot 0 tred the Mitie.

‘ .Bll’thRight

Your Right 10 & Safe Dalivery

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: ............o.....ePRorrsee.. L T R N ———
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
8.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, ) | FREQUENCY | po rime ?ms%ﬁg
1 T 1H4 eoNoem fm:mcﬁ po ( a fg(hafm 4fic Ooc
2 Odc Obc
‘ 3 c nc
4 Jc gbnc
5 dJc ODC
6 ¢ 0oc
7 Oc Obc
8 dc EI DC
9 Oc ooc
10 Oc ODnc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED /wﬂ) BY
Doctor Name & Signature : . oo &PWM
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Dirug Allergies: ....... F“LL— .............................................................. O Not known any Drug Allergies

i 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)
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1 Oc 0Oboc
2 Oc Qoc
3 Oc nc
W Oc Ooc
5 Oc Obe
6 Oc Onc
7 [Oc¢ doc
8 Oc 0OocC
£ | Oc ooc
10 : Oc¢ anc

* C- Continue, DC - Discontinue

EDICATION HISTORY RECORDED / VERIFIED BY
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

\%{]}O Date = =
3 Y,
\o Vv’ Time391011(,&']123@557391011@2123(4)55?
RESP 2:_32.0
(write rate in S v
carresp. box) 11-20
0-10
94 - 100 %
SaLurations <54 %
Administered 0, (L/min.)
40
39
= 38
2 37 . ; o - i
o 36 B o p ~ (€
35
< 35
170
160
~ 150
140
130
= 120
| 2 110 1 L
= 100 R4 1 '
o A
£ 90 1l s % _N+
80 - -} i 6
70 [ il
60
50
40
190
180
170
160
"&: 150
2 140 % =
! 130 o = ‘\% OV \ W
T g 120 ) 1YO N XD /T
= 110 i 7]
3 100 i
Z 50
" 80
70
60
[ 50
130
2 120
w
8 110
5 100
l 2 90
2 80 4 it
3 70 E VA Vi -,
A 60 2 i = By
g 50 g [ L)
40
NEURO Alert [\ LIV T T 5T T T l=[. T 1 PIT T [T AT—T T |
RESPONSE Voice
[/] | Pain
I Unresponsive
URINE > 30
mis / hour | <30
4 : Protein + +
Proteinuria TR
Lochia
) Clear / Pink — - -—
L:guor Green
TOTAL YELLOW SCORES | [7] A [»)
TOTAL ORANGE SCORES o] O, P
Nurse Initial y/ [
(s \ s
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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 IV She

Thrombo-
Date | Time oNiaFt;gI% Route NG | Diarrhoea | Vomit |Drainage [ Uring | Phiebitis Sign. -

Nurse
| Mouth | LV N.G
08:00 am /'

Total Intake : Total Output :

=

05:00 pm \ P

06:00 pm N /] '

Total Intake : Total Output +—

5\\% 0000pm | ] Ok ad hfm% e ——

Total Intake : - Total Output: - \ dju

02:00 am

e
|
9

03:00 am

,.
)

04:00am | |

N
=
&4

05:00 am

06:00am | () R | € |

| 07:00 am | \D, i o i ]v(r'

Total Intake : - A('))S@Nﬁ_ " Total Output: (AWK

7 J
Total 24 hrs, Intake m\& . | | Total 24 hrs. Output %—W
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1. All measurements in m.

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

SaEarIE Intake Output S
L‘raﬂall "n;ne Nature Route NG | Diarrhoea | Vomit |Drainage [ yring | phiebitis [ Sign. -
of Fluid Score | Nurse
| Mouth | 1V | Ng A0 N
0800zm | ) 125m| (9. O &)
03:00am,| 1) Lo loo [0 lopwt
1000am | ¢ Piod K | O
11:00am raerD k© 1o |
12:00 pm |2 o™ | O | (e
01:0m | 490 [iou] 10 j oM O [P
Total Intake : ¥\ el Total Output: [, ¢y ™\
02:00 pm st oo™ O :
03:00pm riais | & A ren) V&0 o [
0400pm| hypo [ 1W  [\9x— \0U [ /|
0500 pm | \y [ LU0 [ yps X0 [0 e
06:00 pm | - s | 700 | O ‘[0
0r00pm | IF 9o | 100 [ g doo | O 83
Total Intake : 00 & Tedh . [H5 DAy Total Output: 500 “yy
0800pm | 190 [tso~] [, dood| © | Ap
09:000m [ V10 [} voo-] |2 \S‘O«f e 1HD
10:00 pm | poi\\e \©e-} |12 D) o | Ao
11:00pm | \roy oy \sod DC o | b
12:00 am Howo 1004 ol (9] 218N
01:00am | ¢y lm,-l A lzénnd 0 P
Total Intake : ';t,sou{ {-Bq—gr—\ c |198 Total Qutput : *:kmm.\ PR
02:00 am \oasl| STV
03:00 am M0 [\'ﬁ“' © on
| | 0400am | tg ., | o) o | M|
( Lsnaam | o | Pl
%00 il Aoa ] | O | an
| ‘Lﬂ?ﬂﬂam' Bao {\xon F | %00~y O- | PP
Total Intake : gt;jo..__] etz N Total Output : ) |
tmm 24 hrs. Intake I (3-:; ),s‘h\“ ( Total 24 hrs. Output 2 HBONI
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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.
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B\l Intake Output e
Date | Time Oﬂa}}{"% Route NG | Diarthoea | Vomit |Drainage | Urine | Pgcore &.'P,:;'
I Mouth | v | NG
0800an [Ho o | 200 0 | plL
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1000am CYup| ) & vl IR AR
11:00am & | Al Plod
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oo |f 00|00 O 20°| 1 @ e
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0200pm |po o | LOCKD) O |de—
03000m | Y\ 1o |nenim) AQ | 0 o~
0400 pm [H o | o) 0 S+
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Total Intake : 1/ 90 — LFen))) Total Output: M S0 Ky
08:00pm Moo || xtoe) No| PP
0900pm \yo o | \ €O g | | PP
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i [ NO] 1007 sl [0 s |
1200am | \ N0 | SO .
0t:00am | ' (56t Il
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NURSING SHIFT HAND OVER FORM

" ; { . A
§ Diagnosis: bj ';FP[ L F?fgy& J 23 wo F[ b | Ha?o[ Any Infectic'm:. TYes._%_t(?’ Not Known
é FL-\ Qea e ——
@ | Surgery/ Procedure: E | ‘lse F:os\t E)P Da}_ﬂ =
e | Date JAYE S\ w \\aﬁ ﬁHr
§ Shift ¥ ™\ \ > LRI (A % m&
& | Medical Conditi <J tﬂo@fw S\t
% (A%;csapec?a{ll coggition to be noted): “7{-9'51"‘1- W H_‘ {' M% AR
= | Diet = S P7 gadt] WS | o it ol Ly
Allergy: CYes O pip | O Yes o | O Yes QYO Yes [ANo | Yes — Net+— Yes A0
Ventilation (RA, NP, NIV, VENTI): e | RN py | oe A | rp - |
Tubes/Drains/Catheter: U Yes UMeti Yes Abe{ 0 Yes 40 |7 Yes /Mo | Yes — Mot Yes NG
. 5 "}r M L2 L E
= | Vital Signs: Temp: | qA ¢ | 98-0F 9é Eloa-2" |42 2R bF
z Res: | 8 | 160 [opbg | 900 | 2051 Sahim
Sp0: | oo 9% 1994 lag\. | 98> [ aq-)-
2 Pulse: | \pe Spbl Fohy KAV | Febli? 5 9bm
O Lust BN TP Lo fip [\wo\s© | /05/b¢ (11 [T
LOC: | (e | oAV cobgial (pwior | Onscr [canslons
Fall Risk Score: | | O > | as 80 po )
PainScore: | v~ 4] /o | vyw /o |\ o
Skin Integrity |\ eswe 4N g3 || nkg fEly o 2o [9fad
Safety Needs: |=¥es C'No |1Yes C0No | ¥es #/No | zVes O No |0 Yes LMo | Yes A
Physiotherapy: | \~— — KD Y N yop
E Others Specify: | Yes 2No|C1 Yes {iho [ Yes ONOY Yes 0| Yes i Ne 1 Yes A
k] Special Diet: N po liqueld A M i/ 4 det-| ek d Xy 2}
8 |Critical Lab Test / Values: - == - | - %4—
€ |Other Special Orders / Medications, | _¥as ~'No|~ Yes e = Yes =NG7 Yes o | Yes |_de| ~ Yes Mo
& [PU Prophylaxis: Yes (1Mo | Yes oMo | Yes NGTZ Yes Ao | Yes | 0| Yes “No
DVT Prophylaxis: Yes::éd;o £ Yes 1Mo [0 Yes 00| Yes #No O Yes (Ao | T Yes «No
ADL (Dependent / Non Dependent): . - =
‘ L R f2ent De P20k oV perdll ppode)
Post Operative Procedure Special Orders: | = = " % o=
Handed Over By Name : Qo 'r.,, P : 31,_‘) 2= / 7(!/( AL\
Signature / ID : r%;% 'Jl U~ _%‘ wg P Ty
e ey WPt Lol e | fmat AT |
Time: gohan 8-20% D> Veetl 450R¢" ['Bﬂm ‘Br\“”
Taken Over By Name : ‘bw cho - QM . ¥ |
Signature /1D ; P TI1M~ wo | P 0 i
Date: v [F2b [\gslo% \355(\09 je=1° | e[ Wk
Time: G [ | f/{ _%Qt‘" Mp (\29‘,\ "bﬁqﬂ ‘
) s =
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'@ Patie g-:::i::i i FE':!?PEZ'H D)
R al n bOW Jr, MATHANGI RAJAGOPALAN
Children’s | @ BirthRight  |weo [N~ Moo
Hos p it a| . BY RAINBOW HOSPITALS
It akes a 1o totrea the Wtde. Bl LR Luicsssivsssswvariose WOIGIR Soicaiioiasaios Sex: OMOF
Consultant :....... g
(_PHLEBITIS ASSESSMENT | "
CANNULA 1 CANNULA 2
Date : 4 m- 96 Time: (&M Date : Time:
Location @ YUO fex L!:DTPGD Location :
Size: | & Size:
Cannula inserted by : (\Q f N &@)\)N“::\Q "‘«:S Cannula inserted by :
Date | Time |Phlebitis (inftration] N | Sign || Date | Time |Phlebitis |tnﬁ|trat|onlh:"n':’:gm Sign
12 R Bo i [Oves Oyetves tuis| By~ | (13 [OYes ONo| OYes ONo
| 8w |OvesINo[OvesBNo| obpornd] OYes CNo| CYes ONo
) 0 3| OYes NG P Yes DG | DL’Y&»—J OYes ONo | OYes ONo
194, ~|OVes B | Cives B ,mL@.,, OYes ONo| CYes CINo
' OYes ONe T Yes B0 |~ @b(g@h OYes ONo | OYes ONo
OYes ONo uuefmw | [) OYes ONo| OYes CINo
b\! [Oves ONetOYes ONolDhInee | €V OYes ONo | DYes ONo
9l _|OYes Qo | Oves @Ro pﬁm R OYes ONo| OYes ONo
\ “\op~|0ves Oxo | Oves BNo| pablen | A DYes ONo| OYes ONo
A<\ D@ |Oves ONo| Oves ONo| ¢ Dby OYes ONo| OYes ONo
LN [Oves Opis | Dves ono [?a o | pp OYes ONo | CYes ONo
107" |thves ONolBYes D] 2 (— OYes CONo| OYes ONo
12.D | OYes ONed OYes Doty ﬁ OYes CNo| OYes ONo
2_Dyv|Oves ONplEves Oyl H’M Mo DOYes ONo| OYes ONo
A0\ Oes Do foves D] & |, o OYes ONo| OYes ONo
- 1.0 poyOYes ONo | OVes BRG] 4 m# PR [OYes ONo| OYes ONo
' i ,E‘?Eﬁ-bf\m’espﬁo 4 OYes ONo | OYes ONo
/" |oves ONo | Cives ONo DOYes ONo| OYes ONo
/  |oveyoNe|Bves oNo DYes ONo | OYes ONo
( OYes\ONo | OYes ONo OYes ONo| OYes ONo
. |oves Do | oves ono DOYes ONo| OYes ONo|
OYes Ul% OYes ONo OYes ONo | OYes ONo
DYes ONA | OYes B DOYes ONo| OYes ONo
OYesB1No | OYes ONo DYes ONo| DYes ONo
,~{00Yes ONo | Oves ONo OYes ONo| DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes Iilﬁ%UNA IW RX any initiated : OYes ONo OINA If Yes specify-
Phlebitis score: ? Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.

¥ Every 2 hours if on fluid infusion.

¥ Every 4 hours if only on IV medication.

Doc. No. : RCH/ GDY / FRM / CLINICAL / 137
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4

Date ; Time: Date : Time:

Location : Location :

Size : Size :

Cannula inserted by : Cannula inserted by :

Date | Time |Phlebitis [Infilration|, "™ | Sign | | pate | Time |Phiebitis [infiltration| ™™™ | sign

Intervention Intervention| .

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 CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo [OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo b
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 OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
CYes ONo | OYes ONo [OYes ONo| OYes ONo
ClYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [INo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo

| cannula removed : OiYes CINo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify-

Phlebitis score:

Phiebitis score:

Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify-

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) By
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the fol is
evident: evident: avident: evident and extensive: | evident and e: 5
# 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 L.V site # Induration # Induration # Induration : }g;mgﬂmm Sl
# Palpable venous cord * Pyrexia
R OBSERVE CANNULA | RESITE/REMOVE | RESTE/FENCNDER | Cainirconooer | BETATE TRETMEN
\?BSE -GS | oB " CANNULA TREATMENT TREATMENT CANNULA )
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Morse Fall Risk Assessment Form ek

It take< 3 lot 15 treat the s, \’onrmwraasmoeimry .

Date / Time
Choose Highest Applicable Score from each Category “—-E-f—————- Iy [y i :’L/&Ui Fall Risk Grading
Score Nor 30

|
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o) - Risk Level Mors? IJ;'::g)&mm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

I S W > .

_ Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O 6 o

—_______-——_.____———______———_______‘————_._____

IV / Heparin Lock or Saline %?i—_______________ii__________ 2C Implement

0 e Moderate Risk | 25 50 Moderate Fall
Impaired 20 Preventrqn
GAIT / Transferring Weak (uses touch for balance) —_T—I)________—fb (6 |O S
Normal /On Bed Rest /Immobile ___0__1 — Implement High
Mental Status Forgets imitations 15 High Risk 5 Risk Fall
Oriented to own ability 0 o o) @) :;rt‘::sgxggn
Total Morse Fall Scale Score: ([t | 1o 30
\ i -
N W | & 1@%&5_“\%
Tick (v') whichever Precaution taken, - Mederate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions (7 Assist and/or supervise ambulation, Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) O Hourly safety check
[J Ensure patients use their prescribed eye glasses if any, in the hospital OJ Assess patient after visitors, leave to ensure safety measures in place
(7 Use chairs with arm rests High Risk ( > 51) Apply all low and moderate risk interventions, and,
[ use safety straps on strelchers and wheelchairs while transporting patients O3 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Hospital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form ok vt R B
N ™ =
Date / Time !
Choose Highest Applicable Score from each Category ) U:\ #Lb ';Hbt ] B ]T’Lb ¥ Fall Risk Grading
Score 4,Pr) ?gpﬂ\? 2Dy
History of Falling Yes 25 *
(immediately or w/in 3 months) No 0 ) @) ) Risk Level Mors? '::g)Swre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 D D
Furni 30
‘ il Low Risk 0-24 erirhin
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 0 ) i
Yes 20
IV / Heparin Lock or Saline = = 20 202 el Implement
2 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 ::‘rtevenggn
ervention
GAIT / Transferring Weak (uses touch for balance) 10 V) ¥ [ O
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 ' Hiah Ri 51 Risk Fall
Mental Statu igh Risk 2 :
e ° Oriented to own ability 0 @) ) (9] Prevention
Intervention
Total Morse Fall Scale Score: %0 20 20
Signature @g;ﬁj %f %
r
Tick (v') whichever precaution taken, Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precaulions) [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 fransporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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N\

/ % 18, i 11 takes # ot o trea the Gtle. Your Right to a Safe Delivery
% , Morse Fall Risk Assessment Form

M\ L%
Date / Time \[vb
Choose Highest Applicable Score from each Category AL 13—\“ ' f;\ 1 F ]&* Fall Risk Grading
Score 201) 8 ﬁ){s/\
History of Falling Yes 25 R
(immediately or w/in 3 months) No 0 0 0 Risk Level Morse"::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 Ba
' 30
| Furniture Low Risk 0-24 gtanda@ Fall

Ambulatory Aid Crutches, Cane(S), Walker 15 recaution

None /Bed Rest /Nurse Assist 0 ) O

Yes 20
IV / Heparin Lock or Saline . - a0 Implement

g Moderate Risk | 25 - 50 Mot Fol

z o
GAIT / Transferring Weak (uses touch for balance) 10 \O

Forgets limitations 15 > o Risk Fall
Mental Status _g = = g Riex 25 Prevention

Oriented to own ability 0 202 @) Intervention
Total Morse Fall Scale Score: (Asd A

Signature &V

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
[J 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

[J Assist and/or supervise ambulation. Reinforce to always call for assistance

[J Hourly safety check

[0 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







patient is moved or turned.
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a&a&:&sa sk 2 it the Bt Your Right ta 3 Sale Defivery
% Date: [ \STe, ' NiE= Eﬁ
. Time :| \_& Dy M o N
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: r
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. nla\l ._4 J
without assistance. to completely turn seif independently. independently. | I
2. Chalrfast 3. Walks occoslonally: 4, All potients too young to ambulate;
. : ) Ability to walk severely imited or Walks occasionally during day, but for OR walks frequently:
how“c:w_%_“mummm_ﬁ mrwm_ﬂ.ﬂo.a& non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \w J\W i
and/or must be assisted into chalr or assistance. Spends majority of each day and inside room at least once every H
wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unrespansive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds lo verbal commands.
_ or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sansory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to fee! or communicate pain or U._
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or .(*
half of body. two extremities.
Moistura Degree 1. Constantly moist: 2. Very moist: 3. Occaslonally molst: 4. Rarely moist:
10 sa_a% 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 exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing n*
to mol mﬂ_,_.:m Dampness is detected every time 8 hours. every 24 hours. n J f+

FRICTION-SHEAR
Friction, Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

Maves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good uom_a.ci
in chair or bed most of the time but
occasionally slides down.

4. No opparent problem:

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

J.

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

2. inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR aibumin < 3 mg/d!

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 4
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liguid dietary take a dietary supplement.
supplement.
ﬁ;_mmw gznwaﬂownn“ 2. Compromised: 3. Adequate: 4. Excellent: %
. ensive ( < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 2 = .
ﬂﬂ%“«.w“ﬁﬂﬂq_ R < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zMM._._a.E_ﬁaﬂ.m ﬂénua mmﬂaao_ﬁ_ PI\‘
does not physiologically tolerate < 10 mg/dk; capillary refill may be < 10 mg/dt; capillary refill may be >95%; normal hgb; capillary re
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds. .

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

DI

Evaluator’s Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces .
® Manage moisture, friction and shear Altemating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure matiress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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BRADEN 'Q' SCALE

RA 0’\‘\\\\\% LSheted melemal e il i o e Do
m\\\\ e PR INz272 I Wl
e T e " Time:| Spa | 2.PM |2 i s
1. Completely immobile: 2. Very limited: 3. Stightly limited: 4. No limitations: :

Does nol make even slight changes Makes occasional slight changes in Makes frequent through stight Makes major and frequent changes in

in body or extrermity position body or extremity posiiion but unable changes in body of extremity position position without assistance.

without assistance. to comp! turn self indep endently. independently.

2. Chairfast 3. Walks occaslonally:

l t ¥
to walk severety limited of Walks occasionally during day, but for

iR ) Ability :
[ of Dm;;?::g{;ﬁ lbm:?: a'bed nan-existent. Cannat bear own weight very short distances, with or wi Walks outsida the room at least twice @
. and/or must be assisted into chair of assistance. Spends majority of each day and inside room at Isast once every

i
wheglchair.” shift in bed or chair. 2 hours during walking hours.

1. Complerely limited: 2. Very limited: 3. Slighity fimited: 4. No W

Unresponsive (does not moan, flinch responds to only painful stimull, cannot Responds 10 verbal commands, but Responds to verbal commands.

or grasp) to painful stimuli due 1o communicate discomfort excepl by cannot always communicats discomfort Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness of moaning o restiessness; OR, has of need to be turned; OR, has some ahility to fee! or communicate pain o
sedation, OR, limited ability to feel sensory impairment that limits the gansory impairment that limits ability discomfort.

| pain over most of the body surface. ability to feel pain of discomfort over 1o fee! pain, of discomfort in one of
{ two extremities.

hall of body. -

Moisture Degree
to which
<kin is exposed
to moisture
——
FRICTION-SHEAR
friction  Occurs when
Skin moves agains!
support surfaces
shear Occurs when
skin and adjacent bony
surlace slide across
one another

e

Nutritional Usual
food intake paiterm

L ——

Tissue Perfusion &
Oxygenation

T

gevere Risk : less than 9

P

1. Constanily molst:
Skin is kept moist almost constantly

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

by perspiration, uring, drainage, elc. Linen must be changed at least every
Dampness is detected every time 8 hours.

patient is moved or turned.

1. Significant problem: 2. Problem:

Spasticity, contracture, itching, of
apitation |eads to almost constant
thrashing and friction.

1. Very Poor: 2. Inodequate:
NPO/for maintained on clear liguids, 15 an liquid diet of (ube feedings/TPN,
or IVs for more than 5 days OR which provides inadequate calories and

Redquires moderate o maximum
assistanca in moving. complete lifting
without sliding against sheels is

impossibe. Frequently slides downin |
bed or chair, requiring frequent {
repositioning with maximum ass

albumin <25 mg/di OR never gats mminerals for age OR ajbumin < 3 mg/d!
a complete meal. Rarely eats mofe OR rarely gats 2 complete meal and
than half of any food offered. generally eats only about half of any
Protein intake includes only 2 food offered. Protein intake includes
servings or meal or dairy products only 3 servings of meat or dairy
per day, Takes {luids poorly. products per day. Occasionally will
Doaanma!wauunlddlm mamsupplerrunt
supplement.
1. Extremely compramised: 2. Compromised:

nsive (MAP < 50 mm Ha: No oxygen saturation may
<4Ui|1lnn\ﬂh0fmorﬂllpltl8nt be < 95%: n may be
does not physiologically tolerate < 10 mg/di; capillary refill may be
position changes. :-2second-'-:wumpl-lis<7.40.

| HighRisk:w-‘IZ | Mnderateﬂish:ﬂ-ﬁ | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH [FRM/ CLINICAL / 119

3. Oecostonally molst: 4, Rarely moist:
l't Skin is occasionally maoist, requiring Skin is usually dry. routine diaper
|I {inan change every 12 hours. changes; linen only requires changing
guery 24 hours.
3. Potential problem: 4. No opparen? problem:
Maoves fraely of requires minimum Al to completely \ift patient during
assistance. During a move, ekin position change, moves in bed and in

istance [

probably slides 10 soma extent against chair ind ly and has sufficient
<heels, chair, restraints, or other muscle strength 1o life up completely
devices. Maintains relative good pasitio during move. Maintains good posilion
in chair or bed most of the time but in bed or chair atall times."

occasionally slides dawn.

3. Adequute: 4, Excellent:

is on tuba feedings O TPN, which s on a normal diet providing adequate

provide adequate calories and minerals calories for age. For example, eals

{or age OR eats Over half of most meals most of every meal. Never refuses @

Eats atotal ol 4 servings of protein rmeal. Usually eats 3 total of 4 or more “x
(meat, dairy products) gach day. servings of mean and dairy products.

Occasionally will refuse meal, jonally eats between meals.

put will usually take a supplement it Does not require wpﬂmmﬂm

offered.

3. Adequate:
Normotensive 0Xygen saturation may
be < 95%; hemoglobin may be

< 10 mo/d; capillary refill may be

2 seconds; serum pH is normal.
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule '
_ ®  Enable as much activity as possipye High density foam mattress
15-18 At Risk @ Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces it it
® Manage moisture, friction ang shear A fing pressure m overlay
® Advanceto a higher level of risk f other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients y
13-14 Moderate Risk " Gel pads for high-risk areas
i) i i I i ing f
Position patient at 30 degree lateral incline using foam wedges Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress 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
SGVere pain or with additional risk factors. Alternating pressure Mattress overlay
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Date Pa SSES Children’ . H . 4=
e [Ptere] e | nion | mey | SMENT FORM fibtpil ” | B et
. Character - Modifying | Patient - Your Right 10,2 Safw Detivary
@W L o \to Mlc lE:: ’C Dntm‘uws 0 Acute OShap 0O racrs - ﬂ ’F'“"'“ Iatervention
a\V nlermittent | O3 Chronic OAching O gu“ O Increasing \Eﬁﬂﬁ(’ ‘ =
\q’\ ol T avL | O Continuous | 7 Acute uming | ) Decreasing | 1 No "\"LQ 'l
* O Wntermittent | O Chonic S::?P 00 | O ncreasing Lg_{‘,gm
l\.F} :‘f}?—l; \Q'P'p 1/ ' gﬁg O Continuous "9 01 Buming | 1 Decreasing | 01 No il
' J # O intermjttent | 03 cm— | g Smma I ODul | O increasing | Y65 Ehepe
4 7fb] 2 1 A GD 'cmm““"“s CMGue ) O Sharp Erfecieashg | DINo Fww?b—‘r;u‘x- |
J; i L) Lo t | O Chroni gnu"' O3 Increasing EW 1’5701'~‘F®D %ﬁ
_\X&‘ e\ \/ @*"T"" O Continuous : Buming | -Décreading | [ No Plovide . ‘
3 R w @‘\t oA 01Shap [0 pull f‘lo\,_»ﬁp YO e
\3\\” e\ O Chvonic | paAgfing 3 Buming ik zﬁl pasitjoxy. °8
mitent | O] Chronic | 7 Ach Dul | O increasing | [2Y in_fjmg' : AL
ﬁ%’k N O Continuous | 3 Acute uﬁg 08mi | O dweasi| Do e @y
X i O Intermittent O Dul |
l}\ﬂ O3 Chronic [ Aching i O Increasing s n Qe
\gQ\\ %‘Q@“ 0\,\.:. _ g ::"ﬁMOUS = o 0O Buming | [ Decreasing | 0 No ) | @%4
ermittent | O Chronic C0ul | O Increasi = 3 B
- O Aching [ Bumi ng O "
SW ?/?r-\ _0}, 0 |- g Continuous | [ Acute e urming | OJ Decreasi %4 (AW ] (ﬁ_
(0. O Continuous | O Acute o ng | O Decreasing | 1 No £y ) <
e s : — | O Intermittent | O3 Chroni ‘P D1 Dui O Increasi \ -
3 o o5 b Mot s, Choic | AChng 01 Buming | O Decrassn ﬁf 1 —
pain. patient with severe pain: easing
e o

3} Atleast
(3] mummnhum

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.

d)  Within 30 - 60 mi
= 00 mirudey after pai -
pain relief intervention,

(PT.0)



b ¢
F1 ACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
=
SCORING
CATEGORY =y |
¢ 1 } 2
| . ) Occasional Grimace of Frown, Frequent 10 constant frown.,
ﬂ face No Particular expression of smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Retaxed Uneasy. restiess, tense Kicking, of legs brawn up
e T | i
Mumeical Paia Scale (Obstetric aed Gymecology) . I , = . dm_a
ettt = cr Mo ry Awake o sep s orioges s | (00 s
o 1 2 3 4 5 6 7 8 ’ 0
d No Pain pm':‘m asas_suedwowmm.
Consolability Conte. , refaxed m being talked 0. Diflicut 1o console or comfort
G MMWmNuMmMﬁmiuﬂ]
Assessment ~ Sedation Harmal " Paia / Rgltation
Criteria
Mlaw(wiﬂ}mn‘l -2 -1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Jmitabie or crying at High-pliched or sllent-
Wrritability stimui mmpﬁmup ittable inervals consolable | continuous ery
0 2 I . Irconsolable
Notun ° HursiipeBR Hurts Liie Boce !'-M' mmu Behavier State | No arousal to any mmw Approprists for Restiess, squinming mmmm
| stimuli shimui ' gestational age Awakens frequently
No spontaneous Litie spontaneous MM!M
movement movement {not sedated)
Fach Wouth IS lax Minimal expression | Relaxed Appreprists Any pain Expression | Any pain expression
Eipressien | No expression with stmuli ' intermittent continual
] , - ' Cxremities | No grasp reflex Viesk grasprefiex | Refaxed hands and Intermitient Continwal clenched
Tene Flaceid tone decreased muscie | feel clenched toes, fists | toes, fists, or finger
| fore - | Normal Tone or finger spay splay
_ Bodyisnotiense | Body Is tense
Vital Signs HR | No variabiity wih | Less than 10% Within basefine or | Increase 10-20% Increase greater than 20% from
' RR,BR.520, | stimui variabiity from normal for fombassine | baseline, Sa0, fess hanof
i | Hypoventiation of paseline with sémuli | gestational age 530, 76-85% with equalto 75% with smuiation -
-~ |: apnea .| stimutation - quick siow recovery Out of sync of
K recovery fighting ventilator
i J
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U pAIN ASSESSMENT FORM
Date Time Pai{; ﬁ;i;re Location Duration m Character Pm::;é;:w

Q@o ® [ Continuous (] Acuie [ Sharp 0 Dull O Increasing
N = — - O Intermittent [ Chonic

O Aching O gurning | O Decreasing
O Acute

[ Chronic

O Increasing
[ Decreasing

O Increasing O Yes
{3 Decreasing O No

O Increasing
[ Decreasing

0 oull
1 Burning

\ [ Continuous
\" ] —

\a\é‘ %“d\ Q\"P O intermittent
[0 Continuous [ Acute O Sharp 0 Dull
O intermittent [ Chronic [ Aching [} Burning

___._——'-_'__'-,__.—-—'—'_‘
O Continuous O Acute
O Intermittent [ Chronic
' [0 Continuous [ Acute [ Dull

O Intermittent [ Chronic O Aching O Burning

__._._—-—-__'-_,__——'—'
i {J Continuous [ Acute
a Intermittent [ Chronic

[ Continuous [ Acute

O intermittent [ Chronic

[} Sharp 3 Dull
[ Aching

] Decreasing

O Increasing
[ Decreasing

O Increasing
[ Decreasing

0 Increasing
[ Decreasing

[ Acute
[ Chronic

[ Continuous
] intermittent

0 Increasing
[ Decreasing

O Acute
[ Chronic

3 Continuous
O \ntermittent

0 Increasing
[ Decreasing

O Dull
[ Burming

{1 Continuous [ Acute

] Intermittent [ ChroniC

?&:‘is&mﬂlm

z%fﬂﬂﬂnwsimﬂmwm.

a, post-surgical patients. patiets with chronic pain. pabent with Sever® pain:

T, NleaﬂmZmumulmmtmmns b) Then every 4 hours.
bemnainpaiwmw. d) mw-mmwmmmﬁwﬁm,

(°T0)

Do
y No: RCH /FRM / CLINICAL /152
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Date of Insertion: .......... ol Bl  Dateof Removat \l\\?—t—\%@ lop™
Parameters - Date Shift Time ty\ {M""\ 7 P . AR e
Need for the Catheter JL3¥es ONo D’gfﬁ No | Cl¥es CINo | OYes OONo | OYes CONo | ClYes CINo | OYes CINo
Hand Hygiene | O¥es ONo | O¥S HNo OYes COINo | OYes CNo | OYes CONo | CiYes CNo | ClYes CINo
Usage of Sterile Equipment AYes ONo D.Ve(ﬁNo . p—\‘?s ONo | OYes E»lg OYes OONo | OYes ONo | OYes CINo
Is the Collection bag below the level of bladder EYes E} No | 3Yss/0No 9\?5 ONo | OYes’ ONo | OYes CONo | OYes OONo | OYes CINo
Check the Tube for Sbsiruction (Free of Kinking) - Ll¥es ONo DXeyD No ﬂyxes ONo Ye>\\OONo | OYes OONo | OYes OONo | OYes O Nq
Is Catheter dated as policy D/Yes ONo | [3¥es _£1No J:;'yes ONo” | OYes D}b\ OYes ONo | OYes CINo | OYes ONo |
ppllecﬁng bag is bee_n emptied regulariy? Hes OONo Yes“CINo /l:;yes ONo | OYes OONo \Q Yes OONo | OYes ONo | OYes CINo
Maintenance of closed system for the catheter | D¥es-ONo | B85 faNo _ﬁyes_ ONo | OYes ONo l:l\q ONo | OYes ONo | OYes CINo
Dressing clean and dry? J2¥es ONo @6 OINo ,B?'es ONo | OYes ONo | O Yes\q No | OYes ONo | OYes ONo
Is the line removed as Policy? Hes ONo | FfEs CINo }Lyes ONo | OYes OONo | OYes Dh\ OYes DNj/ OYes ONo
Performarnceomenea[m _ @S ONo | 2¥6s CINo /l}yes ONo | OYes CINo | OYes ONo \Q!e_s )Z{No OYes ONo
Onsetof New Fever OYes N0 | OYes ONop OYes DA | O¥es ONo | O¥es CINo Dy{ ONo | Oves ONo
Asses for the leakage at the site of insertion OYes ONo | D¥eS PINo D-‘@su_l?;lo OYes ONo | OYes CINo )a/Yes ONo | OYes ONo
Name of the Nurse ‘{:‘“3\)\&“"“ i 2 ;\‘0 | s A
Signature of the Nurse L | & | (@o i

6 TPiE
Docu. No. : RCH /FRM / CLINICAL / 114 = i e £
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CAESAREAN SECTION OPERATIVE NOTES

ran;;aon’s Name: pr . ton Trit 1. @ - Date of Delivery: )y Yolea.

Assistant Surgeon: D . pr\¢< TR, DRSHREEDEY) | Time of Deltvéry: A 1653 A

Anaesthetist's Name: DR_. AQH woIw | - Gender of Baby: (47 ~)

Type of Anaesthesia: SRy ™AL Weight of Baby: 3 752 kﬁ

Neonatologist:  ©v. Poofi Hha AGPAR Score: § |o q | o

Scrub Nurse: <) W Gpnce- NICU Admission: OYes o

Pre-Operative Diagnosis: SYE I BN = {PN \v vave LSS ) LR 6 9 rs-\ \u.&wl-qu:l .

2 Flective O Emergency Indication: ..R.¥samasa2 LS6S
Urgency » |
O Immediate Threat to life of woman or fetus ' '
0O Maternal or fetal compromise not immediately life threatening
0O No maternal or fetal compromise but needs early delivery
elivery timed to suit woman and staff

Decision time: s KIIEH 10 TECHUS! v
CTG Description: ........... Na.21.edine. ..

If there was a defay give the reasons: .................

Surgical Procedure:  porszte | p-;_w.\ MSV'”MN@ | Hectvma LS

Post Operative DIagnosis: / v ot aa. | esuoy seawavtk  Colezauvamn seatadmy .

Peri-Operative Complications: w71

Amount of Blood Loss: 3 o] . Blood Transfused (in ML)~

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 ' (RT"




Endorrehionis toled {n  paterior leues Cusface %" weny
Examination Findings when Appropriate: |
Presentation: &¥Cephalic  CIBreech I Other ..o COrvical DURLAON: ....oooo. v CM
5th Palpable: oo B s FEYA1 POSHON: . ”

Staion: &3 ©-2 O-1 OO0 O+1 0O+2 Moulding: mﬂone O+ O++ O+++
Caput O+ DO++ O+++ . Meconium: GMfone O+ O++ O+++
Bladder Catheterized : gYes ONo Urine: &Clear [ Blood Stained
Sh%lﬁﬁ%ﬁx nenstel‘l—’ b O Transverse O Midline 0 Other ....oeunenimmenseanes

Uterine Incision: Tower Segment O Classical O Inverted T 1 J Incision

Previous Scar: O Intact & Thinnedout O Ruptured [ No Scar

Incision Through Placenta: O Yes &l

Delivery of head: " Manual O Forceps Treeoit™ Szt ovay covel \ ploanta -
Liquor: a Clear E/Meconium. al & OW OBlood O Offensive O Not Offensive
Delivery of Placenta: 1 Manual  "E8CT ..ooovnrccnee &Complete Olncomplete I Piecemeal
Cord Appearance: ......Ma wm& Cord around-the neck O Yes £MNo *
Appearance of placenta: .. r-%.uwl Cavtty explored Er(s ONo

L@rus tubes and ovaries: f:fﬁonnal [ Not Normal a;tigql BEI\Yag \ o’ | duse Yo pagh
Pyvolere ve_vwc;\gs hcﬂ-ﬂg\ TRy vwmwusz LMS A= TN

Uterine Closure: ne Layer O Two Layers B O e Suture
Peritoneal Closure: O Pelvic O Abdominal Eu(one oemmentsanstmsapsassusmmpesseisaR TS G OUUTO
Sheath Closure: e e SEBAAI L isisibiansiss UL
FatClosure: CIYes GIND s, Suture
Skin Closure: D’ﬁbcuﬁcular O Mattress e O TN O N0 ) s ... Suture
Vagineal Evacuated Ofes O No

Drain: OYes OO0  CIREMOVE N wooveovuneeimnmreeinee days [ Await instructions
Ctheter s CINo O RemoveinflR.5xa Wjdays O Await instructic.1s

Swap & Instruments count correct? &As CINo O Post-op Antibiotics Eﬁas O No
Intra-Operative Antibiotics Cover: B/Yes O No O Thromboprophylaxis m*(es O No

Post-OperativeNotas:m‘:.b:z..x’nm.............. s e AL SLRRGERL LS. % o
L. X 2. NAKALS.... sheave. Selanest.
CRm.\ediaconns. tms\c.% lwmwj '\:P& PRRA.As M. 2le ,,m,-t-*f
T IR NS SRR PSR 2o DB
Lgcglm£ﬁ~w LINS.GLEAENE Getned s)c QD)

o doadh... Sk b R

Doctor Name: D‘P“‘)a—v\-\wwgt?i Doctor Signature: ...... ﬁ ﬁ"D =

Date & Time: R V2V WA 7 S VEZES
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02-03-1003 3Yamizapo
Dr. MATHANGI RAJAGOP,

3

(F)

ALAN
Dy toengye! . 0 -
SURGICAL :suge;:rgeoné:xb ............................ - n“' Wmmm"""mu”um .......... Rge:...é__..... [:ender:......... gﬁiﬁ‘d%'.’: . BirthRight'
A — B e UHIDNO. - ... SUrgery Name - LolSeu............ 3 i
SAFETY CHECKLIST ::::::?:::S]M...hxm ................... l Date:.léi[.:}l?.(;. Inlqu,qr% Out-time : ... 10445 R .h”"'"“'""’

Before Induction of Anaesthesia » »

Before Skin Incision > » Before Patient Leaves Operating Room

SIGNIN  Time: 5+ 4 1hm

Patient Has Confirmed D'/
Identity D?»nNu
Site Ew:s/EfNO
Procedure S FINo
Consent ONo
Site Marked OYes &ENo OI(
Anaesthesia Safety Check Completed
Pulse Oximeter on Patient & Functioning Dm%:;
Does Patient have a:
Known Allergy? OYes Dl\.‘/
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance E.V/l
Available S ONo

Risk of > 500ml Blood Loss
(Tmi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned DV&G{N‘D NA
Bload Units Reserved OYes cm/g NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? \%No ONA

o, o

Name e DR O Mot 0
|

Signature ... .

Confirm ail team members have
introduced themselves by Name and Role B¥YeS TN

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded
That Instrument, Sponge and Needle

ONo

Nurse Verbally Confirm Counts are Correct (or Not Applicable) _&1%6s ciNo CNA
Correct Patient (Check ID Band) LYes’ ONo The Specimen is Labelled (including
Correct Site D¥es ONo patient name) OYes &1fo CINA
Correct Procedure OYes ONo Whether there are any Equipment
Anicipated Critical Events Problems to be addressed OYes 2H6 ONA
Surgeon Reviews:
What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Steps, Operative Duration, What are the key concemns for recovery
Anticipated Blood Loss? Exerl:mo ONA and management of this patient? es ONo
Anaesthesia Team Reviews:
Are There Any Patient-specific Congerns? OYes—=INo OONA
Nursing Team Reviews:
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? OYes 2No ONA
Is Essential Imaging Displayed? OYes &40 ONA

Power Supply, Earthing,
and functioning of equip!

Power Backup
ment checked.

p#{t:mo
Signature :.......... %aﬁ{

Signature -................. )
Name @:.Sfm

Name:.......

Doc. No. : RCH /FRM / CLINICAL 7 111







PATIENT TRANSFER FORM

GUC-00088328 IP18-00036459
—_ Mrs STEFFINA FERNANDEZ

02-03-1093 33Yami2p
Dr. MATHANGI RAJA

T

—

(F)

ez

\5\:{’[26 Q@ Q.’L(GFN)

Rainbow® . b
Children's | @ BirthRight
H RAINBOW HOSPITALS
:!-I_?.supu!.t.au.!m. %a:w_m—_m
Date & Time of Admission Date & Time of Transfer Order

4l 426 @ (0145

Treating Consuitant Name Transfer Ordered by Reason for Transfer
) -]
O rrtr'drnnca-t O * Ardn oot Fov Feuttons
QO-SM&C\’IJ » meon cm!rp men)
From Unit To Unit Information to Attendant
oY mieed YesEt No ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

o 4 over to attendant -
\ 3¢ i = Vsl No[J
if yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltern Name Quantity
J
2.
3 >
4.
5.

Shifting Summary / Notes Written by Doctor : Ye;E/

No[]

Name & Signature of Person who is Transferring

(o

Name of Person Ordered Transfer

. IofS‘mU (!

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

[ | Unavailable Bed

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

[] Nurse not Available

(] Available Bed not ready







GUC-00088328 IP18-00036459
”, Mrs STEFFINA FERNANDRZ
02-03-1093 33ya4amiz D {F)
L Dr. MATHANGI RAJAGOPALA

|

T

b "
W vy BRI PATIENT TRANSFER NI RSING HANDOVER CHECKLIST
Date & Time of Transfer: |1 \—'—ﬂ;b @ [0Ltsam (7] __TRANSFERRED TO: Fy)fcc )
1_|Patient Identification |YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed “ ( eJ
b.Surgical procedure & correct site verified A f £/
2 | Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured i \fe )
b.SpO: within safe range Uer
c.If ETT: position confirmed, ties secure, cuff inflated Ney
3 | Circulation & Hemodynamic Stability
a.lV lines secured & infusion running correctly “(’( J
™ b.No active uncontrolled bleeding "fc P
- c.Last vitals recorded before transfer Mep
d.Central line hubs are closed Na
e.Dressing Intact . by
4 | Pain Assessment ..
a,Pain score assessed & analgesia given ey
b.Reassessment done \Je ¢
5 | Wound, Dressings & Drains
a.Surgical dressing intact \les
b.All drains fixed, output noted
c.Catheter secure & urine output recorded Seg
d.Splints/casts/traction devices stabilized e
6 | Medications Pre & Post-Op Orders
a.Medications due time noted Yes
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Ve
¢.Emergency meds given in OT (time & dose documented) ey
1 7 | Equipment Safety & Transport Preparedness
- a.Oxygen cylinder full & ambu bag at bedside Na
.'( " |b.Bed/side rails up and brakes applied "fc d
¢.Special positioning maintained as per surgery N O
8 | High-Risk Patient Safety (if applicable) y
a.Chest tube: underwater seal below chest level ;kr(\
b.Epidural catheter secure, infusion checked NS
c.Pressure areas protected (heels/elbows) INIE)
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED Ae
10 [REPORTS AND LABS HANDED OVER Ko
: 11 |BIOPSY/HPE SENT
12 |Documentation
a.Documentation completeness ) - fe {
| Transferring Nurse: Oz
; Receiving Nurse : Sl ’r\:: 7 I R o ) e B /o 2o 9
II Signature of Incharge: | i /

RCH/GDY/FRM/CLINICAL/598







Rainbow’

INFORMED CONSENT FOR SURGERY OR  childrer's ® BirthRight

SPECI cocmomss  prwomsss Hospital | | @=mie=
e 705 STEFFINA FERNANDEZ \

PRMING & Rk T s Tl I T ——
saone: IMMONMANOIOAN— ......... R
instruction:

This consent form should be signed 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 consentto the surgery or special procedure recommended to you. )

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

Twp —PREVIOUS  LQCS . ...upon el - STERFENA

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

oo Name of the Patient) ...

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

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

| 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.

LRdudne L Ifeaen, o Mond | e 3 INPe o

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

My signature on this form indicates that

1. 1have read and understood the information provided inthis 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. |havehadachanceto askmy surgeon questions.

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

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

Name of the Doctor whois performing the Surgery / Procedure: &M“W“@.
Consentee : r Patient Attendant :
Signature : %&( signature : ......8 . @M’“ :

T L L LR TT T ER L DL L LL L L .e
Tt u---.{n.qu.u-..\--".-o.p-uun sesananen

Wilness :
L1111 11 R

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







Z

Department of Anaesthesiology E?uii?cll):?r‘::s ® i rthRight
PRE-ANAESTHETIC EVALUATION - Hospital _ | () msonoims
GUC-GOU‘SSZS |P‘.!40035453 Tt takes & kot T Creat the ke, a

Mrs STEFFINA FERNANDEZ

02031903  WYAMND ) NS s DO cuinsscssicamipgrsmsomins URIDIN: covsososuomemeseisssissssisisiisssiaiss

°]\Ti|‘ﬁiiﬁ“iﬁ|;‘|iiiif°mii‘|“|ii'|‘|||n e ot A, gt

DBOUOSE: b ML T —— XY o
BP{CRT “oh' HR: \"'fbwwwht W.ASAPnysucmStams o4 t}z/a D4 05 Bar~ Y42

POV i Alb:
Plate: hF)'vl- D B
| ST SRLE | ¢,
PTT: .. . Alkphos: ...
. Amylase: .......

Medical History: ~ CVS:
RESP:
CNS:
Renal :
Hepatic / GE Physical Activity:
Others
. Em_gnaeslhetic History: Rrinteorn liwm J v
Physical Exam: ,- -
Nirway: wp 18 D4 Mouh Opening:— Mentohyoid isanes” Neck” Tty
Lungs : a1
Hear: :’] Lo
CNS:
 Pregnant: Cl'Yes [INo CINA Venous Access Site ; Spine Exam for regional :

Anaesthetic Plan: COMAC CIREGIONAL DJGA-ETT [JLMA

Peri-Operative Plan Explained tg the Patient: OYes g No

CURRENT MEDICATIONS 3 DOSAGE Pre-Operative Inslructinns
' 1. DVT Pr :
Q;y v g e \ tro w2 A‘/- ’ ater :h ORS 2 Hours
3. Tnformed Cnns:r;:ersﬂgnm O High Risk
5 4. Post Operative Pain Management: O Discussed with Patient
. : 1 5. Other Instructions:

e WY T A

Signature: ... /o2 e

" Docu. No. - RCH /FRM / CLINICAL / 044




| Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

—

%
Rainbow"® . e
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
15 T & Jo B0 trewt e etie Your Right toarSate Selwery

Change in Patient Cond!

ition:

O Yes M

Fasting Status: > \g 5

Physical Status: -

M Patient Identifiss”

JZ/ Consent Present

Wan Reviewed

_Pre-OP Diagnosis: .. Poasgmguits.- 4 L.

B.P/CRT:

99 -400 ARR:

‘ (ﬁ’h. »

| Last Feed: Qppa

Operatifn

.00y Date:.. 14l

Surgeon: ... & a.. \H.akﬂang\ LNA sthes:ologfst M Mn J ., Teghnpian:JAs .
TIME q. [‘ { &
N,O IAIR 10, LPM .
HALD /S0 ISEVD i
Drugs: ¥al
Loy iy \ ol <
-4 Suppostory
Biood Loss (: i I'
FI, /Sa0, \Qa. / lHo N —
ETCO, g =S — gl 4
£C6 | e okl P CA
B = S84 v £- &
Urine Qutput 3 NOTES
[ N o 3
23 RIC_1> Vi, 3
| Y Y= Py Ip
l ; TR
B8P 240
v Systolic 220
A Diastolic
X Mean 200
« Heart Aaie 180
Tousniguet on Time
Tournigue! o Time 160
Throat Pack in W0 ' . "
Toroat Pach Okt 120 (H-FNEDS ? N VEINE £ VR a4
T
o P
80 A ¥A I 7 LAV, P s
eol117 1 N 7 LAYV LAV .
\ VA . \ \ 1/
40
20 =
* o
0
| 296
LAB Values
GRES
ugmenl Checked and Temp: duction Regional:
tional O HME O Fluid Warmer v O inhal w |
R{( O CiingFilm (] OH Warmer O%eo, 0Ors inal O Epidural [ Caucal
Cuft Ste: O Hugger's [0 Cotton Wool a L] OO o R R
Other :
o O Mash Position: .
D GLE&U 0 Ai 0O oral [ Nasal Site:
O Temp Sie AWy e &
O F::uumnu MSWL q J}Sﬁ"' ETT# ... vemssseneenss €M Needle Sze: ......
O ! Monilot 0P Start: . O Ort Nasal [ Cutt Parasthesia [ Yes
W;mkrmer OPEnd ... O Tracheostomy CNppical Caheter at skin ... ¥ L_em
O Capnograpn Leave OR: ... '\ﬁm O Drug: ... Drug e Codcs:. ﬁ"J! b" 5/
0O  Ventilator Anaesthesia: O Awake Direct Vision Botus, N OLOA I. / *
0 Nerve Stimuator O ca O Video Laryngoscopy tylette / Bougie Infusian B =i 1
- S‘?ﬁrmnnmtmsm Care O Fberoptic Glach;x! e
Positigpe ./ A " . C
4' "c':gf""" gional Bladew Attempts: .\ . o
ssure Polis Cheched DIFCURY WIY? i R '
Line (Size & Location) Transgdrtation 1o L
Eye Care: BB OV s iz O silat = BS PACU  [JIcu m
g ?n‘l D ART.. [ Semi-Closed Circle Relaxant Reversed [ Yes O No
ape | | T OO Closed Circle
a?iu _____ ] 5%@%& it Name of the Doctor - Dﬁ H! Nl._f
wake [ 5 [, SO .S Signalure of the Doctor ... &

{ of2ud
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) Chitdren's ..BirthRight'

\ <

, Patent Sticker .
L Hospital BY RAMBOW uOSPILS
1t takes  lot 1o trest the e, ight to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
) ) . ]
Received in PACU DY : ...cooovivens 6’)% Time Received : jOrW Time Discharged : ....... (=
o :ﬁ IV Cannula Site :
wi 230 230 | [ 0, Mask [0 Nasal Prongs
S = 220 | O3 Tacheostomy O T-Piece
§ 200 200 | O3 Oral Alway [0 Nasal Airway
E 180 180
! 180
g b 170 | vomitng: O ves OIte P
= 19 Inguee: OYes Oto
v :;g :;g Drain: OYes ONo
A 120 | Urinary Catheter: [] Yes [INo
7 ‘:l;g :;ao ChestTube: [ Yes CIMo
% & o | woa OYes ONo
d JHEV R o 7 ————
o 50 50 Oral Feeds: ...
= 40 40
30
Y » 2
10 10
0 1]
SPO,
POST ANAESTHESIA SCORE Y LU SCORING INTERPRETATION
(Modified Aldrele Score) 30 | 60 | 90
Mpunoe {cmes i aoncme 21 s REIE A Minimum Total Score of 8 is Required for
‘Able to move 0 exiremides voluntary of on command -0 Discharge
v wmm& Sa : E SPIRATIO
of -
g o Whidiaiaaal Li213 Exceptions 1o this, are to be explained in the
s e gy BB T space below by the Discharging Physician:
BP = 50 of Pre Anagsthatic love -0 p 1 JBE 1
iy 23 cowoousuess
i gy o 2| 2] 2
Punk =2
E:.‘::n bloichy. jaundiced. other =1 COLOR 2 2]
TOTL 9 Q GI
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention |, Signalure
\n ~eo Al atdut i
l\-‘ //.';mr/'\ Or.,-. \ afl . " e ‘leaf
AR y X7 W 3 TSRS
Sl :
;I . ' .J ‘ "{"\f i ) { ] .
_'?;q; PN N Lo e L I B i g
/ ) Sk b ((o (’)
Pain Tool Used: [0 NPASS QIG\CC O Wong Baker I NPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients
2 For post surgical patient, patient with chronic pain, patient with severe pain

Anagsthesiologist Name : 9&,&{,%1&1&! £ n Eveey 2 our for st 24 oues
» b After 24 hours every 4 hours

Anaesthesiologist SIgNAMUME. ..ot A AN © Py o pue roving smention
Date & Time: 1 1'3 40 ﬂc 1+ With in 30-60 minutes after pam reliel intervention

v Vil 1 /_r\j}q[‘ “F! £
PACU Nurse Name : N UK oo ... Transferredto Unit by (PACU): ... m( e

PACU Nurse Signature: %‘H’ll ;

*Nate & Time: \ '/\\ "}l%

Date & Tnm\ﬁl\ﬁ\%@ o -ty B~
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Rainbow*® : 5 %
L Patient Sticker ] Children’s ‘Bu‘tthght.

'Hospital BY RAINBOW HOSPITALS

colblsvat et el
It takes & 1ot to treat the lirde. Your Right 1o a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA F.ZCORD

Date: \ Time: .................... Procedure done by

16011 S — SPACE "..ovvvvvvvvcecccieceeeee TECHNIQUE (LOR/LOS) ...
CDBIOr Al SKIRS ouscsuscisissnsunsanssssesssonssin IRRIIE 2 i oot bici e oo

Parasthesia : Yes/No if yes dBtails - ............ccoooooccovmmmmmmmoo

Solution Composition : .............\

Any other issues :

a) i s

Infusion Rate Level Maternal

=

Delivery Details : ~ Time :...........c........’ APGAR: ............ JS SVD / nstrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ........ooovvvoooooo

Patient Satisfaction : ................coooooooroe i i S el

Discharge /Shifting ordered by
Doctor SIgnature: ..o

Ductour NaME: .o



\

L=y
Rainbow .

CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight‘

Hospi tal 8Y RAINBOW HOSPITALS
It takiss & Jot to treat the e, Your Right to a Safe Delivery
Guc.
Patient Name : ....... :L::?:Ei:ﬁ:’is‘mwm;:?m"‘” oo AGB  vevssssasssins Gender : Male O Female O
UHID NO: 7] ,"Im'::m m’j;g,‘;g: . Surgeon Name:
Arinsshaticlogit: m I/”/”m””’mm /”l’ .. Operative procedure planned : Qmﬁagt\,m.lw
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA (€t any O Se A,

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 . 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.

O Heart disease O Hypertension [ Diabetes mellitus [J Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure [J Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease (1 Others : %ﬂ&ﬁh,ﬂﬂmh,k-feﬁf(#ﬂ‘ "

«  Doctorto documentin medical record also if necessary (Cross-out if not applicable) glf‘-""S .

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 / O 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 petiod
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 mf&g;%\’f/ Witness : ) O”/":AM‘

Signature : .......couuei Signature : ... ......

Name : &Tﬁ??l'\m RO ..ot RSN
Retafionship-with Patirt. ........ | 4.1 QDL Date & Time : . At
Date & Time : \2;'%?)6

Doclor (who is taking the consent) :

SIGNALUIE jermmrrroreeesssss NameO}Mp‘m, Date & Time : ..... l 'J/M”
Docu. No. : RCH / FRM / CLINICAL / 021 \QQ.'GA' ;







Anesthetist - e

W%m:ﬂm
To bamedbyl\lurseln

Doc. No. - RCH/ FRM{ CLINICAL / 107

PRE - OPERATIVE CHECK LIST

Paﬁsn.l's Name ; M‘P\S_QTEFP/M?

J
Blood Group: [T UQ UHD: .. |

P suma%ﬁ@tﬁc.&merQTHBM

J n Is B#aodmngedasrequ#m?

n " Bl0od has been ordereq - 1 grong bag reagy? !:.l
u 'V Cannuta to be piaced 1y nuigs it Indicateq
ﬂ Pre Anesthetic consulation with o

Hospital

.. Date & Time of Operati - 121—

ﬂrarm/swnrrdurse:

 [smo] INSTRUCTIONS
R BIElE
u Is the patient fasting for over g hours Pre-Operatively 7

o 3. Checkﬁ'e-ﬂanvequﬂm:&Res

ults (CBP Bigod Group, 8T, ¢T. pt /APTT,
i Viral Screening, CXR £tc) available before Starting the Procedure
Enema given / Bowey Preparati '
E Remave ajf Omaments, i

etc and sterije gown given

- Signatyre 0f Nurse In-Charge :

Chinpow: / @ BirthRight

ﬁ-lhh“ﬁ“

WONHDSH!M
Your Right 1o 5 531y Detivecy

[3186@ 9 300,

EREEE
EEEEERE

N

NN
RS

o, 0SS |

................................. |
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|
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|
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Rainbow*® ; i
Children’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital e i
GUC-00085325 1P18-00036459 :
Mrs STEFFINA FERNANDEZ
moits  BYANE & W Dat-ff, Time of Admission Date & Time of Transfer Order
Or, MATH l'(\ P
i AR\ W
Treating Consultant Name Transfer Ordered by Reason for Transfer
. \ Ared bo
(R e i
Ry W [t ot
From Unit To Unit Information to Attendant
p\\\p\ 0 <+ Yes EI’\ No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
ovepto attendant
o ,@ Ot *@ Yes{ No []
Ty 1t
<. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. item Name Quantity -

» e |

5.

Shifting Summary / Notes Written by Doctor : Yey[,/ No[]

Pt Sited & 0t prder by fy  Kelvlg

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g n W Lo A A

Patient & Clinical Records Received by :

Qosnf’-« (,o"iq a q us

A :11‘1‘1(1
Date & Time of Patient Received : \M\ .

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

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







1P18-00036459

GUC-00085325
Mrs STEFFINA FERNANDEZ i
02-03-1883 33Y4M120

AJAGOPALAN

"

- Rainbow:
W Sihiont RESETT PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: | | {0 b @ . 304™ W LU  TRANSFERREDTO: O[]
1_[Patient Identification ‘ YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \-/
b.Surgical procedure & correct site verified v
-2 | Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured A
b.SpO: within safe range v
c.If ETT: position confirmed, ties secure, cuff inflated
3 _[Circulation & Hemodynamic Stability
a1V lines secured & infusion running correctly il
b.No active uncontrolled bleeding NA
c.Last vitals recorded before transfer v
d.Central line hubs are closed N A
e.Dressing Intact NA
4 | Pain Assessment
a.Pain score assessed & analgesia given ~NA
b.Reassessment done NA
5 |Wound, Dressings & Drains
a.Surgical dressing intact NA
b.All drains fixed, output noted NA
c.Catheter secure & urine output recorded nN A
d.Splints/casts/traction devices stabilized N A
6 |Medications Pre & Post-Op Orders
' la.Medications due time noted v
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Ve
c.Emergency meds given in OT (time & dose documented) N A
7_| Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside A
b.Bed/side rails up and brakes applied NP
c.Special positioning maintained as per surgery n A
8 | High-Risk Patient Safety (if applicable)
@est tube: underwater seal below chest level N é
b.Epidural catheter secure, infusion checked v
c.Pressure areas protected (heels/elbows) A
-9/ IBLOOD AND BLOOD PRODUCTS TRANSFUSED
10 IREPORTS AND LABS HANDED OVER
11 |BIOPSY/HPE SENT
12 |Documentation
.Documentation completeness Vil
Transferring Nurse: PV
Receiving Nurse : Gégzﬂq’qq ;
Signature of Incharge: e~ <

RCH/GDY/FRM/CLINICAL/598







\%

| Eﬁ'.?a‘}‘é‘ﬁ s | @ BirthRight
PATIENT TRANSFER:FORM 2oL RO,
I E%E%::ﬁ’“; v “l':fl:::nm” Date & Time of Admission Date & Time of Transfer Order
Or. MATHANGI i \2 b @
i TG alH20b
Treating Consurant varis Transfer Ordered by Reason for Transfer
DR-MATHMUIT | DRMATHNOIT " | F)ECTIVE
RAJAULOPRLAN] ppTAcLoPALP N IR 4Y
From Unit To Unit Information to Attendant
704 8+LLFJ-OOP— LDR. Ye No[J

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

:EF F—? ( = Yes gr . aﬂe“‘:;"tu
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
I ZﬁJ s u/ggcd*" |
) —~¢§9"'an,¢—0 [p ) / :
3' Tecl Qe s, V.
4,
5.

Shifting Summary / Notes Written by Doctor ;  Yes @/ No[]

Senss

Name & Signature of Person who is Transferring

02 \875

Name of Person Ordered Transfer

Dot - MafHaomgnr

Patient & Clinical Records Received by :

M /m

P ey me%L@u« .
= |

Date & Time of Patient Received :

P dh"“'

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

] Unavailable Bed

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

[_| Nurse not Available

[_] Available Bed not ready

0 AM
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Chitdren's | @ BirthRight
 PATIENT TRANSFER FORM Hospital _ | () meseomesie
— S "

o ( Date & Time of Admission Date & Time of Transfer Order
] 00 13)1]ob © Tyop| I | F poob@ ;.
Treating Consultant Name Transfer Ordered by v Reason for Transfer
Dr Wi Dy, Di vjnMcg(%- ol oal-
( ( Y
From Unit i To Unit Information to Attendant
J—— 5 - Yes o]

10 4

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
CMQ&F)@Q_— CT@I Yes[] NOE/’7
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

1. ) COVigEtq W~ o)
t ] T paso :
g o }1}1 D [O
4 ) ustio P pog -0y =<
5. J ] s /

Shifﬁng Summary / Notes Written by Doctor:  Yes W No {j/

Name & Signature of Person who is Transferring

Fpei

o

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

D -:Divfd%
i
\J

NS %ww&w-m% %7"

Date & Time of Patient Received.:

\\\\"t‘ Mo

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

@3‘.’5%-/

please tick the reason mentioned below :

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

[J Nurse not Available

[_] Available Bed not ready







GUC-00085325 1P18-00036459
Mrs STEFFINA FERNANDEZ

02:03-1993 ayam120  (F) j
MATHANG! RAJAGOPALAN

e ——————— el LL L[ (1[I

—

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of
1 . hair will affect the procedure. Use clipper if necessary \] 9
Decolonize surgical patients with skin antiseptic(Chlorhexidine \]9)’\
2 bath /wipes)
" Antibiotic prophalaxis given within 60mts prior to skin incision \XW
Use a checklist based on the world health organization-19 item
4 surgical checklist to ensure adherence to best practice \‘\"'
INTRAOPERATIVE
. Using chiorhexidine gluconate and alconhol-containing skin ol
L5 preparatory agent in combination \f :

Viaintain normothermia during the surgical procedure  (>36 deg

6 [0 gy @
POSTOPERATIVE !
Miaintain and monitor blood glucose levels regardless of diabetes e
2 |status between 110 and 150 mg/d fo
R O

8 Application of incisional negative pressure wound dressing
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PATIENT TRANRFFR FORM Hoshial .ﬁ—*"’

GUC-00085325 IP18-00036459
—  Mrs STEFFINA FERNANDEZ
i Ef"’..i,.‘::im bbbl Date & Ty of Admission Date & Tignt Transfer Order
Y | s el \, v
Treating Consultant Name Transfer Ordered by Reason for Transfer
To - h\égl'aaﬁf’, T "P%{{r&\ﬁ q”t Care
From Unit To Unit Information to Attendant

ol | i

No []

=

Number of Sheets in Clinical File Number of Imaging Films

Personal bélongings including
clinical documents. If any handed

over o attendant
(3:3 PP aﬂﬂ — Yes[ ] NoT])
4 If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.HO. Item Name Quantity
1.
2.
3
4
o

Shzmng Summary / Notes Written by Doctor : Yes[]

@y - (Pau‘F:ﬂrlb

Name & Signatlire of Person who is Transferring

Lo nichowmy

Name of Person Ordered Transfer

B> pasittuss

Patient & Clinical Records Received by :

STV«

Date & Time of Patient Received :

~ @\‘PTZ‘T

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

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

(] Nurse not Available (] Available Bed not ready
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Mrs STEFFINA FERNAND'
02-03-1993 Brs o (F)

Dr, MATHANGI RA..IAGOPA

b 0 O Rainbow® |
dalnbow
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s BlrthR!ght
N I Hospital 8Y RAINBOW HOSPITALS
Tt ks & ot ko treat the itle. !’uurﬂngll‘l to-a Safe Dalweqr
Part- L. L'
Patient's / Learner Language: f\“ﬂ‘hm.a Patient / Learner Literacy: Read Write="" Spe Willingness to Learn: tjs/)l\lo Heattht:are Literacy: _.Ye{) No
Identified Education Needs: ()Fall (:hsk Education
1. .L S Plan 6. Discharge Medication 11./ Safe use of Medical Equipment / Implantable Devices
Diagnosis E'br ra S 3. Pain Management 7. Infection Control Measures Safety _ o
4. Informed Consent 8. Diagnostic Test/ Procedures 12. P.:anaﬂt's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- 1l
Use codes from the list in part 111
Need : Designation /
Date Time | \gentified information Taoght Lear Naihatns Comments | “sjgnature
Person Taught B?r'r;:'r'g Teaching Tools tuhc:ls;t:irg&rsne Understanding
o
, Fliceals  Tosd FI 5%k e § e . 0| o
£ \opm| Yo %(f].v (P sidl Dﬂwa!) o htm (120 Mot Y3 |Crged éé_-m
& /;,(_P ” At A0 LY~ NO e} J
Ty | 0] s ghufens s b [Meme | g (Ford | Rl
Part - lll: CODES
Who was laugm:f_,}kﬂﬁam F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Learnin ers :
1.~Mo Learnihg Barriers / 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Jmpairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14, Others (SPeCity ........ooooovvveeoeeeeeeeoeeoo
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 tL/CIij P:  Printed
Me;haﬂﬁnls 0 overcome barrier/s: _
None 3. Reassurance & Support 5. Respect values & beliefs 1. ONEr SPeCHY ..u.iviiveeceise e
2. Obtain trapslator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Umlersiandmg. a‘/vﬁaltzes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL/1 87
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Rainb";w" . e
| ANTENATAL RECORD | Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
Antepatal No: DP‘ MLt HA e ne ¢ b
Reg.No: f}
[ ATRSONALDETAILS ~rommmwscosioomonoonodde o e .
Namc:ﬂ[%&_ g_+ g%%_‘ljﬂ_@‘_ _F_eja' h_aﬂcgﬁzg‘c_m Date of Birth L_Educatmn':_ —
Occupation: Phone No: Mabile:

Age Education: Occupation:

.: Husband's Name:
Address:_LL/Af Q_P mﬂm?m L _ﬁ-c_oinL{_Lmr‘fxru_\.&m_ Mt - 3 ¥ '\L\d'_l._b_tﬁ_t_,tl{_z
| Mobile:_AA D 9 (0 . E-mail 1d:

IMPORTANT FEATURES

P’lz P' LI

Preves . LS Q

Htjl"ﬁlﬂﬁ?o\ T‘Tk‘a’?cno""h loopg

SUGGESTED MANAGEMENT

EMP — A higlooas

Year of Marriage: 9 'jem Menstrual History: Previous Periods | L mp b | } 10, 2¢ EpD f-—; ),;J, Corrected EDD

IWQ@"JN (g" ~40) OBSTETRIC FORMULA: i

Consanguinity: Contraception: Gravida 2.
;7 OBSTETRIC HISTORY ~-rocceeeneocoo " "7777°"
ooy D%ﬂ,f,g; weaks| ANTENATAL DETAILS MODE OF DELIVERY
6y 1 Gl bigs, LSce Padma chific | 3.bKg Gof2
:‘ F\Upm.ﬂw 1 G
= T ) T l _______________________________________
| Medical History: Peog T Family History: Rerthy poudints

Hypethyroid 75 "*2& Rdher ~ Hrny

Docu.No: RCH /FRM /CLINICAL/119

T

u

L




INVESTIGATIONS

ek MATERNALEVALUATION I U SRUNINUNIBUIRIRINEIE' 5 7ot i S s 2 AN
i Blood group & Rh: Wife Husband ICT 5
\  VDRL HIV HbsAg TSH 7.0b GCT
: ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS :
E Date 9::‘\ Invetigations Report Date GA Invetigations Report E
Conw el hovesis —Newral ':
L} ! 1
Ploeps-1ay | TEH- 1 | - :
: —B == :
Tetanus Toxoid: 1* dose - o 2" dose
=
feee- FETALEVALUATION .- oo ceimemmmmmmmmmmmm e Bt SN | e S
! ULTRASONOGRAPHY i
| Fistimeser | - @ 5 @ Ulenine @ Popplews s FTS- Negaki w ;
E TIFFA oM \ gm ,__@ Pl Q.Leh“ﬂ. Aﬂk"ﬂo'( @MN @ %PP bl.‘ E
' Datc . m& Indication.| (PP _Wt.| Centile Growth Velocity AFl P]acema Remarks :
: - O I i fo E
. 1\")-_; ').!' AC-bz,m‘ru,\hL\ E{\'J p i',l_‘_Vu (b& (A.\\'\'\L‘ :
E Growth scan _ - @ MNrD“YPW‘ ol W i S e :
: ‘ ' | . :
b Others '

Were any Prenatal diagnostics done-Yes |___l No[—__l If yes, please specify the details below:

DATE GA/weeks TYPE OF TEST INDICATION REPORT
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oSS

.: Weight: Respiratoy System: ) h—— N VE"’&)
'
¥
': BMI: ; [ (:2

I::’jDatc | W [ Bp | Ga

Name: NMys ’g"'eHT'ﬂq Fern orrected EDD: 2] J"T | 2, Parity Gia P, Y
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GUC-00085325 1P18-00036459

Mrs STEFFINA FERNANDEZ ] 2
2—1:3-199: 3Y4M11D  (F) 'z
RAJAGOPALAN Rainbow

S [ Hospital

[t takes a lot [ treat the |itme,

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. | Breastfeeding initiated?
a. Yes O b.No

2. If No, Reason................

3. N;;me}]d&ﬁ;n:
a. Nipple well formed

O b. Flat nipple
O c. Inverted nipple
O d. Short nipple

4. 'Milk flow:
O a.Good

,\D/lﬂj}ops of colostrums

O ¢ Dry

5. Steps for Positioning and attachment:
O a. Baby goes to the breast
O  b. Mother always sits with a back support
O  c. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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

PT.0




6. Was the position explained:

O b.No

7. For Caesarian mothers:
D/a.?ﬂother is required sit and feed from the 4th feed

0 b. Please explain football hold

8. NICU admission: C (\ Lr.;)

0O a. Mother needs tolstimulate her breast for 2 min every 2 hours
O, AGGIIONA! MOMBS: vvreververersemeseusssssessenssesssasssesssmssessessssssiessesssesssstssnsssass AR RIS ST AATARSHASHESSHESEARSHRE SRR SRR SR SRR 100

Continuity of Care: 1] R
L9
P =2
T —2-

& —|
B =]
~g —
=

SIGNANIE .uvicussiisiismsivnivinssnsisnnsd

.\\O& ................ Signature

) o
Date & Time: lkl’l%}g’\l@\qﬁkf‘/ Date & Time: ......... \ \\\'\ ......... = A W ..............



GUC-00085325
IP1
Mrs STEFFINA "ERNANDE;WW“

o i Chlrer's | @ Birtniaht

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: LB‘FH?O Time of Arrival: Q‘[D?'YV] Time Seen by Nurse: . L USSPy ...

1) Level of consciousnnsswct:iscious O Semi-Conscious I UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

1 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
OJ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
- [ No Fetal Movement L,er‘ﬁ'har Reason: 'E,!r:LSC,.% .................................
3) Vital Signs: Temperature: . P2F... Pulse: ..100.. RR:.....4&. Sp0;:.(0Q..... BP: .u.at&; Weight: . /%30
4) Gestational Criteria:
Gravida: G - P L ] A a
I
Lvp: .05t 19[90"':7 EDD: . \M‘;g{% Gestational Age: ... X Lot bal.
' Uterine Contraction O Yes O NA | Onset Time Frequency:

Ol
' Membrane Rupture O Yes w OO NA | Onset | Time Fluid Color:
o

Vaginal bleeding O Yes O NA | Onset Time Amount:
. Al :
] If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes O NA Pain Abdomen / Vomiting
o Good fetal Movement | s | CINo | CINA | 1fNo specty
P -
5) Pain Screening: Numerical Pain Scale (NPS)
LA | | | | | | l | | |
A ( I I I T T T | ; 1 1
0 1 2 3 4 5 6 7 8 3 10
No Pain Worst
possible pain
® Location: \ ;'
® Duration: h\&[ Days / Weeks/ Months (Strike out which is not
applicable)
o character ,\\“t
o Frequency “
.................................. e ve
(1] Intenrentions:........................N.l./!.............

6) Past History:

a)  Surgeries: .........". RN s e SR URR ST S S AN RS g e s men ey Ny N R e b SN K S a s RS
b)  Medical: ................. %qa VA
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Fattent Sticker

7) Allergy: [ Yes If Yes : s e =
8) Current Medications: [ Prenatal Vitamin CJ None ,ﬂmrs "‘} "Wabc bsya... LDPwrcéL
9) Prenatal Medical History:

O None O Gestational Diabetes

O Chronie Hypertension O Low placenta

O Gestational Hypertension

[ Diabetes

O Category II: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

b}?)mers if yes, specify ... gj@ﬁ:ﬁg)ﬁ«

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

C/E\gategorv IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[ \category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) {Urgent) (Less Urgent) (Non Urgent)
20 minute
(HOII;I.::FIJ!M) Immediata < 15 minuies <30 minutes < 60 minutes - i{z H':m] y
Re-Assessment Gontuous Nuctiy Every 15 Minutes Every 15 Minutes Every 30 Minules Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth h'ahat:gn' PPROM < 37 | > 37 wesks SROM > 37 weeks Pregnancy
8
Active Vaginal bleeding Bleeding assoclated with Bhocﬂnq associated Spotting
Bleeding with/ without abdominal | cramping (<spotting)
pain <37 weeks {>spotﬂno] >37
Mlld hypertension
rtension > 1 10
Hypertension | Selzure activity ] o headache visal| > 14010 pradiried
disturbance, RUQ pain | 2ssociated signs
Atypical FHR tracing,
Abnormal FHR tracing dopplers
o Asasimn Non-Fetal Movement MW movement
Others @Acute onsite severe o®Major trauma @Abdominal/backpain | @ assessment | ®Anything that does not
abdominal pain @Shortness of breath greater than expectad in | from out patient clinic seem to pose threat to
@Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth oFank pain / hematuria | work) oCervical ripening
@Cord prolapse oNausea /vomiting and /ol @Minor trauma (minor | ®Out patient placenta
@Severe respiratory diarthea with suspected mm uJ previa protocols
distress o and /or| @Pre-booked visits (ie Rh{
oSuspected sepsis diarrhea and progesterone
; oSigns of infection (le injections, NST
dysuria ,cough, fever, | @Assessment for version
chills) ®Rashes

Time seen by Doctor: ............ Q. & 2HNY)....

Nurse Nam : .........coeee. 4@@{0\
... Time: .. qv;.’?cﬂ)h?

Date: ...\2..\%

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

.. Nurse Signature: Lﬁrxﬂkbﬂ’u
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Your Right 1o a Safs Delivery

l ‘BirthRight"

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY $UITE)

Date:. [3

Pre - Existing Risk Factors ,Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type I 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) " L
Obesity e I 1or2
Parity > 3 NE |
Smoker 1 |
Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Mul;lple 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

el e N N =S S IO O R

Transient Risk Factors

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

appendectomy, postpartum sterilization 3
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total sl B
Signature of the Nurse il
Action Plan V—Tﬂm\z

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.
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It takes a ot to treat the Uige, Yeur Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: fQIO“%'ILOAb Time: ....... 23 oM s

[] ~ 26 kg/m°

Origin: ................ S Height: ..L 2. Coa....  Weight: AoA LG . BME O~28kym?
=730 kg/m?

Food Allergies

Diag0SS: b B T TN o 68. s

Klclo—
Type of Diet: E{fquid Bfaft I Normal [T Diabetic %\Md
U Vegetarian _?f@on-\!egetarian U Vegan

Diet Advised:

Liquid Diet—-ORS/ Coconut Water / Butter Milk/ Barley Water,/ Soups ()
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
SoftDiet - Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd @

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

Patient's / Attendant's M\ . Dietician's

Signature: .. /1 4[\,} (algxy e)

Name: . S H) Qr/:lf rfﬁmﬂ[\ﬁ-}"f Name: .. A.: Sadiyin.. Feahasa...

Signature: ..

Date & Time: [@?‘l@@hb?k« ...... Date & Time: It:fo‘?hb@fl wJePa..

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