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Date: ......L. cé/ 7’/&(
Patient Name: N()—f"‘jﬁ‘”ff}’*“ Date of Birth: ... L7007 L 79.1.. Age: . 2.8 7

GENAr e WA S e QT UHID No.:...2..6.9.!.:?.[..3..?.{1‘..5‘...%

Date of Surgery: ..b.d. 7. /2. D1OT-1 C1OT-2 ETOT-3 CIOT-4 [10BGOT-1 [JOBGOT-2

Name of the Surgaryf"”"” ”‘7[.‘5&,) _

TIME 1N tovrrrs B 2o s TIMe OUt b...ro .t 2o 2P ccrisrinsssnns

NAME AMOUNT
1. Surgeon SN2 (B "1"{15”71.
AneSthetist SRS rheh...
Assistant SUFGEON : vl P“""ﬂ‘"";/yx .Sum/ox;
OT Technician MrJLy‘P ——
Circulating Nurse .C{HLS’U;“J“"‘ s
6. Assistant Nurse _Q/ﬂcnum :

2w o™

o

Special Equipment: [0 Laparascopy [ Broncoscope [0 Harmonic O Morcelator
O C-ARM [0 Cystoscopy [ Versa Point O Liver Cusa
] Neuro Cusa ) OBI0IS .oerraemnsomnsosiississssisniamisisssisdsssniss

D—

o 1957
Signature of the Surgeon Signature of Circulating Nurse

Q&MDQ —‘\Ql mlmzoﬂ Aore

OFAEE NO: vorerentsnrsassnsmensssnsissasssnsssssasssnssnssssssasssnssins Qrder by: .ococene

Docu. No. : RCH /FRM / GENERAL / 114
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INBOW® | @ st bt
L Patient Sticker L E?lli?dlgﬂ's @ Bmm
CONSUMABLES OF QT o | 0 =
Circulating staff : ¥ . Technician : (_9 Lv](r‘ pate : .} ﬂ:\\ DR [, S ———
Anaesthesia Disposables ,m?ﬁ Surgical Dispdgables oY .| Disposables (Baby Side) _ay
ET tube = | darPack L 333 [ | Vi |
IMA Sutures 3 4, 2, | CordClamp |
ECG leadsf(A') P/ N 2 1324 [ | Suction Catheter "
HME filter : A/ P / N Feeding Tube Lo )
Syringes :10cc ) 0 _ tS & d X Vaccum Suction Set
05¢cc A 2, oves 2§ ] Surgical Gloves
02¢cc A 12— e PP Gauze Pack £ /
01cc 10 P4 Syﬂng%ﬂ"l) 2mi
Cautery plate( A )P/ N | | Surgicalblade & ) | Surgical Blade # 20
IV set NG tube Keochies (3)/2r o7 0 V104 [
R A ty | Cautery penci 7 | | Duntey towme
NS : 10mi/ 100mi (560mi} 1000 [ | Keochios B=S>Sest b | Eriprogs
Qearto ¢ | Ointments . EMEROL P \
Rio Xom o | Suction Catheter UENHoR 264 !
Fentany! Cap, Mask L I MBzelyy Eme i
Morphine Gawze Pack _» | 1O 1 2] g _
Ketamine Mop Pack [ 2 [Qpivou meepile |7
Propofol Steristrip 901 roople :j )
Racuronium Undepad ¢~ Ll ox o¥. [re) ]
Glycopyrolate Draw sheet == o i
Myopyrolate Abgel
Qndansetron gy po 1O || Foleys cathatar
Pencan 25¢/ Spinal Needle 22 Urobag
Buplvacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
L280pe8T | | Tegadem 559 ] |
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set |~ | )
Justin - 125 mg | 25mg /(00e’ | | Plastic Bed-Sheet— 2 pron ]
Tab. Misoprost : 280mg & ©Om | | Betadine Solution .~ 2.
Ay awe  Hoawt -} Microshield
R F1 0 S ; | Cotion Balls
o 0 | | LatexGloves .~ 10p
AAoonn [l N | | Ramdione Scrub _
I_‘gpomo 0b )rn\fa | Saral '\)
Surgeon Anaesthesiologist Nurse hnician
Order NO. &..ocovvecvinninnns Ordered by :

' Doc. No. : RCH/ FRM / GENERAL / 125







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

A
o) i Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s _ Tel No : 044-40122444
Hospital Brthfon
Reinbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/1 03/1,8urvey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LRI LT
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036482 Ward 8F-OT COMPLEX
Patient Name Mrs SAPNASHREE S Bed Name MICU 802
Age/Sex 26Y7M29D/Female Order No 18-0001728461
Date 16/07/2026 17:29 Prescription No PRIP18-0627510
Payor ICICI LOMBARD GENERAL INSURANCE CO LTD Dispensed Date 16/07/2026 17:34
UHID SNC-00026019
S.No Iltem 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 1 120.00 120,00
ENCORE MICROPTIC
3 GLAVES 7 PF ANSEL 2604014105 04/29 2 128.00 256.00
GAUZE 7.5X7.5 12 PLY (5 " .
4 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
Z SWAB 10 X 10 CM ’
5 ?é?:-liv X Bapujl Surgicals GENERAL M2645010 03/29 3 123.00 369,00
6 sSTINSUPPOSITORIES 100 noon L aboratories Lt H BLNP274055 12/28 1 18.74 18.74
7 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
8 S00MCG1S CIPLA LIMITED H BGHD162 08/27 1 105.12 106.12
9 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J8J C1 T6003 12/30 1 997.00 997.00
MOPS 30X30 BPLY 55 X- DATT MEDI
10 RAY PRODUCTS H M2642SF029 03/30 2 949,00 1,898.00
NITRILE EXAMINATION
11 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500,00
12 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltd H 1D262046 03/29 1 94,55 94 55
QUICKSUITE OT TABLE
13 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
54 RAMADINE SOLUTION 10%  RAMAN & WEIL PVT RC126006 — 3 {500 o
100 ML LTD
SGLOVE #6.5
15 (SURGIGARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 2 91.00 182.00
16 SURGICAL BLADE 22 Surgeon GENERAL 220010126 12/30 1 7.67 7.87
TEGADERM WITH PAD
17 (8591)BIG 9CM"25CM 3M HEALTHCARE GENERAL R04260909 03/29 1 894,00 94 00
UNDERPADS CARE 60 X 90
18 ( FRIENDS) 25062026 12/30 1 205.00 205.00
19 VACCUME SUCTION SET  ROMSONS GENERAL K26D010294 03/31 1 811.00 811.00
20 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 3 951.00 2,853.00
Total : 10,051.08 13,945.08

Receiver Name

Printed Time : 16-07-2026 17:34

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10of 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

_ : 600015
Children’s = Tel No : 044-40122444
s frthria
Hospital :
Ralnbow VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR LR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036494 Ward 6F-PRIVATE
Patient Name Baby B/O SAPNASHREE S Bed Name CRDL-PVT609-1
AgelSex 0YOMOD4H/Female Order No 18-0001728462
Date 16/07/2026 17:32 Prescription No PRIP18-0627512
Payor SELFPAY Dispensed Date 16/07/2026 17:34
UHID GUC-00093953
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ?;P"L‘?rss‘g‘fﬁf 10CM  papuji Surgicals GENERAL M2645010 03129 1 123.00 123.00
2 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42.00
3 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
Total : 415,00 415.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Printed Time : 16-07-2026 17:34

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 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

600015

Tel No : 044-40122444

: BirthRight
Hospital ,:h,,,,,w VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS N TR I
IP No IP18-00036482 Ward 8F-OT COMPLEX
Patient Name Mrs SAPNASHREE S Bed Name MICU 802
Age/Sex 26Y 7M29 D/ Female Order No 18-0001728460
Date 16/07/2026 17:29 Prescription No  PRIP18-0627508
Payor ICICI LOMBARD GENERAL INSURANCE CO LTD Dispensed Date  16/07/2026 17:32
UHID SNC-00026019
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 a’:“w‘" HEAVYSMGINJ4  yoon Laboratories Ltd M KP1713936 01/28 1 3147 31.47
2 BIOXAMIC 500 MG INJ i cais H C38I0004 01128 2 73.23 146.48
3 a"ép;lRﬁEs'C INJAMPO3  oon Laboratories Ltd  H 45121 01/29 1 31,10 31.10
4  CABOPROSTINJAMP230  Noonaporatoriesltd  H 097133 o8r27 1 318.50 31850
5  DSYRINGE 10ML(NIPRO)  NIPRO GENERAL 26C30K60 02/31 2 28.13 56.26
6  DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K17 02131 3 21.56 64.68
" gg\(rgg;ss EMERALD SML EIBEDC;TON DICKINSON _—_— - " o —
8  DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26812K44 0131 2 11.25 22,50
9 DWATER 10 ML AMPULE ‘;ﬂt&ﬁl?h Eare H 2254216 10/28 2 2.58 5.16
10 &gﬁ%eemooes IMS GENERAL 12226508G 03/28 3 32.34 97.02
11 EFIPRES IN 0MG 1ML  |eONLABORATORIES 1231095 01/28 1 45.90 45.90
12 EVMOCIN (OXYTOCINMINY - noon Laboratories Lid M 091690 02/28 5 18.90 94.50
13 LOXINJ2 %30 ML Neon Laboratories Ltd ~ H KM144328 1121 1 33.30 33.30
14 MEZOLAMINJSMGSML  NeonlaboratoriesLtd  H1 V304628 12127 1 31.55 3155
15 NEEDLE 26112INCH Dispovan GENERAL 01654R 12130 1 338 338
16 ONDOKINDINJ4MGZML  SWISS CRITICURE BA26025 01/28 1 1272 12,72
17 E#g"?ENTL CLOSED Ereaenius Katy indie 10262104 03/20 4 69,84 279.36
18 (S]_':;%LN"E%%?_'EEF G suretech 08062402 06/29 1 1,687.50 1,687.50
T i VYGON 2502016 01/30 1 §37.03 637.03
20 ;gﬁs%ﬂgE Toom GENERAL K26E010512 04/31 1 460.00 460.00
Total : 3,562.28 4,070.39

Receiver Name

Printed Time 3 16-07-2026 17:32

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
GRACE PAUL RAJAN

Pharmacist Name :

Page 1 of 1
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RAINBOW CHILDREN'’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy
o
a Door No.157 to 1

Rainbow
Children's &
Hospital Ranbaw VAT TIN -

DL NO:

600015

Registered Office: 8-2-

Telangana,

Tel No: 044-40122444

60, Anna Salai, Guindy,

33AABCR4014M12K

Guindy Chennai Tamil Nadu INDIA

CIN :

L85110TG1998PLC029914

120!10311.Sur\.ray No.403,Road No.2,Banjara Hills, Hyderabad 500034,

INPATIENT ISSUES AGAINST ORDERS

ST T T

IP No IP18-00036494 Ward BF-PRIVATE

Patient Name Baby B/O SAPNASHREE s Bed Name CRDL-PVT609-1

Age/Sex 0YOMOD4H/Female Order No 18-0001728463

Date 16/07/2026 17:32 Prescription No PRIP18-0627509

Payor SELFPAY Dispensed Date 16/07/2026 17:33

UHID GUC-00093953
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) f‘B%‘:;To” DICKINSON. . - enEraL 6043348 01/31 1 24.00 24,00
2 INFANT FEEDING TUBE-6 ROMSONS GENERAL G26D010693 03/31 1 68.00 68.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0078 03/28 1 30.00 30.00

Total : 122.00 122.00

Receiver Name

Printed Time : 16-07-2026 17:33

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Page 1 of 1
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DISCHARGE TRACKING SHEET
e —_— suc-annzsow ‘s
I GAPNASHREE 00 )

NAME OF CONSULTANT- ”"1'1::‘;:«10! RAJAGOPALAY
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SNC-00026019
Mrs SAPNASHREE S
17 11 me

~ ACTIVITY RECORD FO

26Y7M280 (F)
THANGI RAJAGOPALAN

T

IP18-00036482

t\'\%

nb“ow"

. Bl . ™
Id irthRight
ret} ’s . g

R BILLIN spital BY ANSONHOSPTALS
Name: oo URS 2 _SPPNASHREE...... ..
UHID No: STMC ,;60(7 e PNO: Bb}f.é’::l .. Consultant CDR Mﬂ—:miw&ﬂbapt Jm .............
Date of Admission: .12 };T’i}b ........................ R SPU—— U T
Room / Bed No: . Wt oo SUGGOSIE BilabIE DG YPE
WARD TRANSFERS
Date Time From To Signature of Nurse
W\3hb | l22op | P oT sﬁo shalic}
féll'/)ze / zogm o1 M1 _5745”;4[)‘
lb]ﬂ:l&a 3. SOL LR L {locy W
CROSS CONSULTATION VISIT
boctor Name " Date Order No. Signature
t | Y 1p 12 de ekt e
J2 | ne.gorho NARALS 33801 %__
5 | Sudmusinan
4,
5 /
3 a3 \
! |
s. !
g. |
10. s ’

Docu. No: RCH! FRM/ GENERAL/ 145




INVESTIGATIONS

I?ate Investic~*~ng Order No. ’ Signature
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MED]CAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment “’}?;‘ff“g Dis"‘{f,';ee"ﬁ"g Order No. Signature
\‘é\xy CTe - 0oq Sbs” é@\)@ﬁ
a2 Loopts | (&
CIC @ ' O@leg—eg"
T () 009559 KE? UM
v colshd | Sk
et B 004564 L
o (3 ooqsk | O ~9\M
) poqS+H M :
A ootsdt | Pt
a1 - coqsa#t | o
e [ Tobugion Rog LT %/\4 g | peilolfe
Ctue oA Lo | D oo
Cxd - (- ooq bo'd v \01 T
A - (S oo9bod e Y\
. < 1Y poabid et \0\ 79
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PROCEDURE

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

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

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

Date Procedure Quantity Order No. Signature
IS'!:}!s[n Dy ?\nmmnl—- | 1?9'?‘?&7"/
laeb | £, plncim / i @;
N\ HRE | Codrng Jartyprin - N NpdiarD) pur :
: o Ll9
‘ 2L D:,,-r"sz sl olﬂ“.ﬁ. /:f) A 1%93? A;(A}, (1=
1w Eatuaw 0. &/ 9033
—'/‘rf l. J
T
O 7T
ANY OTHER INFORMATION:
.........Z/SJ’......’Z..‘:.’.‘ﬁ.é..:.{.z..*.3.Pﬁr."@d.f.......‘Z:!.fff-:m..:...’...’.z.ﬂ.ﬂ.r." ...................
........... 7}2.c.!?.&.L.ﬂ{.t:z..‘?......:....ﬁ.mf.f;l.th~;! lsu.. e
............ ng"-"?!‘”v..ﬂxﬁhg!mﬁaw}'[- r)

Staff Nurse Shift / Ward Billing Assistant

Billing Supervisor

o A
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Childrens, Firtlif<ight
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DISCHARGE TRACKING SHEET

' i o

LV — ;mm“ﬂf““' £ er OF CONSULTANT.
Mrs SAPNASHREE g :
17-11-1999 25\'7"309

Dr. MATHAN

N lmmmmmmn

ACTIVITY TIVIE NAME & REWVIARIS <To be
SIGNATURE filled by
Admin>
ischarge
~ Ennouncement / , / {
I INTIME [ ouUT / / l
. TIME(.
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Rainbow
Children's _
Hospital

girin

Rainbow Children's Hospital - Guindy

TEL NO :044-40122444
WERB : htips://rainbowhospitals.in

Rainbow

Door Ne.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Naou, INDIA ,600015.

ADMISSION SHEET

Admission No

" 1P18-00036482

Registration Details :

Admit Date : 15-Jul-2026

LR RCRTARE R DR LAY T I

Admit Time : 12:42 PM  UHID : SNC-00026019

Patient Details :
. Mrs SAPNASHREE §
© Mr RAMKUMAR T

Patient Nam*:

|
Guardian ‘
Gender . Female

Occupation

Age
DOB

Religion

126Y7M28D
S17-11-1499

Martial Status

Address (H) . Plot No 1EIF, PLAZA PHASE-2, PRISTINE Phone No C 1397312982/ 7397312982
ALVES, ROSE GARDEN STREET, E-mail . sapnasi shd i
PERUMBAKKAM, Medavakkam Kanchipuram e + sapnashreesureshd@gmail.com
Tamil Nadu INDIA 600100

L&D

Admission Details :

Bed Type : MICU Bed No : MICU 802 Ward Name : 8F-0T COMPLEX

Reom No : MICU 802 Admission Type  First Visit

Contact Details :

Name o Mr RAMKUMAR T Relationship  : W/O

Contact Address Phone No » 7397312982

»7ha ko .

Signatare—

—ﬁ

Dodtor Details :

Doctor Name D MATHANG! RAJAGORALAN

Referrai Doctor : Self

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

|
Payment Details :

Payment Made : Cash

Deposit Amount

Payor Name

:7000.00

: SELFPAY

Printed Date [ Timie © 15/07,2026 12:52 Printed By

BU/7335

Page 1 of 2







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.
Patient bed sheet & clothes will be changed every day morning.
If patient got shifted to OT, please enquire with nursing station to get further updates

L]

; *  Wash room hot water will be available round the clock

'a *  For patient food please reach to Dictician / F&B Call @ (2203)
e 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
e [ruit juices, coconut water. salads. are available in canteen

‘ *  Patients” Rights & Reasonability explain to the family.
¢ Only 2 auender’s allowed inside the room with patient.

BILLING:
»  Take billing update on daily basis at ground floor 1P Billing Department (09:00AM to

06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time.)
* Ifany 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)
g * 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

"ﬂq(}\ /(mw\ ol /@J\/
Signature of pﬁ! patient Attendance Signature of the lntroél‘;:?:r/
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2. & Rainbow Children's Hospital - Guindy
Rainbow % Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's iy TEL NO :044-40122444
Hospital =" WEB : https://rainbowhospitals.in
Rainbow
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SAPNASHREE S Age : 26Y7M28D
IP No: IP18-00036482 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 802

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and admiinister medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
alsc consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
inegrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
¢ I 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.

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

“| 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.

(Regmyvers Signature: Y. JhG L, . -

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 Patient/Relative: rﬂﬁﬁw

| s
Name Rﬁ' K. T Patient Addrass;
| .
. - Plot No 1EIF, PLAZA PHASE-2,
SR aeTiR {-tu_.,Lg.\J PRISTINF ALVES, ROSE GARDEN
. i STREET. PERUMBAKKAM
Date: Time: y
e 5 ‘ o1 ( wa b ime.” itg, $—-Pm Medavakkar Kanchipuram Tamil
witness Name: g Nadu INDIA 500100
ww'-{uﬂ

Wittness Sighature: ﬁ——

Printed Date ( Time : 15/07/2026 12:52 Printed By : 607335 Page 2 of 2
ge ¢
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| Patient! Name

' Scli."/\frund;nu %a-n'u:: Rulali‘on — T | N
Y Thakoam .. | Beeend ]

| Self’ Atiendant Signature : ¥ ‘ e & Sionature of FIRaneiil C
Sellt’ Attendant Signature : 77?01‘&"”"\ Name & Signature of Financial Counsclor
Phone Number : .

RCH/GDY/FRM/CLINICAL/426

)

Rainbow"” 2
Children's BirthRight
Hospital Y ANIOW HOSPITALS

3ILLING POLIC e

Billing Cycle: - Bed charges will be calculated based on 12PM 1o 12PM checkout. Settlemen! post 12PM, room rent
will be charged for half’ day extra & post 6PM. it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

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

As per the G.O.1. guidelines. we can collect Rs 1,99.999/- only in cash mode, balance paticni can pay through
Credit Card/ Debit Card/ NEFT 7 RTGS / Demand Dralt and Online Payment.

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

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

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

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

Patient/ Guardian Self Attested Government ID prool is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

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

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

I the patient is shifted to the 1CU. the attendant should vacate the room. If the attender occupies the room. it will be
charged as per dual occupancy.

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

For Non - Medicals, Disposables. Consumables. Infusion Pump. Taxes, Implants. HIV/ [HbsAg. Medical Records,
Insurance Processing Fee. Double Occupancy and Registration Charges, Ete., credit cannot be  cxtended, These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co., 1&C),

It takes time for cash discharge is a minimum 3-4hrs. and in the casc of insurance. it will take a minimum 6-7hrs.
Difference, ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA. has to be paid by the patient.

Two attendants are permitted with patients in Deluxe. Private Rooms and only one is permitied in the rest of the
categories of rooms. No attendant is permitted in 1CU's.

All the retunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your out:tunding amount on daily
busit 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
casd. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
E)I'L)‘I-lﬂht' to settle the claim with the hospital as per Hospital Cash Tarifl,
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Progress Notes
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unuod LUNSULTATION FORM S . .

DOCHON NAMIE : eovcreersvesessasessanssessssssssssssssssssssssssssps st s DatB: .ooomerssinbeszidesiasomnsiona THME Forvrevserirreepresesdonsees
R ——— L W Y
T T T—— Type of Referral

O Emergency
) Urgent
O Non Urgent

Referred for : O Opinion O] Co-Management [ Transfer of care

Reason for Referral: It for concurrent care specify the particular need, espec;any inthe abswf aSj.cond diagnosis:

Dpstratal Eao aud - Belucces DT OERAST

Signature:

Findings and Recommendations :
S8 ﬁgyﬁﬁf’emf’“f’ Nlotes @a’mrf_amfrmya pf-
i &&ﬁﬂa .

L Dvrd Qe meedt
- pnd Lthg Roth v%ﬁa_.&ﬁg -
- g A ot
- poschusl oduice fr Brast #uaﬁuj
= Aty Jrotur ~
- C@‘gﬁu’j oud Wﬁwm@m aduced

Consultant :

NAITIE © vvovrerereemressmseasarmensmssssssssassasssnseses SIGNALUTE | covvrvvssrrmsammmsmnrssinssseeess Date & TIME : woovvveversieninnunnnnsens
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1 ok bt 1o trsst the ese, Your Right to & Safe Delivery

MEDICATION RECONCILIATION FORM

DIUQ AlIBIBIBS: oov.renneorsonsassensssmsusssmnssensessasesnssssassassssaassssusssassssnsssiss O Not known any Drug Allergies

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

Shifting From: }'Pﬂ- 11 T —
i fﬁﬁﬂﬁmrgmlmgﬂ LErTeRs) | (mg, mes) | (O, NG, 5c, ) | FREQUENCY Datn  Tine ‘}‘;‘:?gf,‘gg
k Te Ty £ONDEN acmyg | PO g lkii ¢ Ooe
2 Oc ooc
8 Oc ooc
4| Oc Ooc
S Oc One
6 Oc Coc
7 ¢ ooc
’ Oc Ooc
£ | Oc ooc
10 | ¢ Ooe

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORD%?RIFIED BY

Doctor Name & Signature : ......... L. whqv@dpﬁww
Date & Time ; fqoﬂw% -
Nurse Name & Signature: LSiN' opryi (2
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MEDICATION RECONCILIATION FORM
DrUQGABBIGIBS. wusucisassissssuniniiussssasansisvsasitisiaisssnsissssosissicamiisssssidisss Wawn any Drug Allergies

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

(Example: at the time of admission shifting from ICU to Ward, or Warg to ICUs)
SRFtING FIOM: cvvvvvvrvror b Bt SftRA 10} v kP '12100"6 ....
10| onent it ey | ) | oo BT | ey | SSTOOE | s
V| INT. Quppar - 59 Tv Thbs gﬂii ‘D'e' ooc
? Twg . TRAPIC 19 I3 R Eltlfm,_ .
| Ing. tlexawe Yowg | <C op | — (@t O
o | 5. THYRo NoR W) 5 Mg Po o]y %E%@%{unc
5 ¢ PAw Y o Po BD — r1c Ooc
6 | T PARACETHmoL B Yo ip | =  |2€ 0Ooc
7| Tuemn CUPpos Ry | leomy| g B (’_15_3 ﬁ;&fﬁ"c Qoe
8 Oc Onbc
9 0Oc bc
10 ¢ oc

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

Doctor Name & Signature : . D Shoeeden . Kagat)
Date &ﬁmalb[”]%?—b —

L. @gmp

Nurse Name & Signature: /S ].a0 [
Date & Time : . L b ] ﬂsm
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Children's ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

T takns 8 ot o trest the Bste. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AUIBIOIBS: ..u.ovueseresssssesisssmsssssssssnssssssssisssssssssasssssssssnsensssssrsases

J Not known any Drug Allergies

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

SIRILO0 BV coisoicssssssosissmssissensisammosiae L I
0| o EETONNNE | D0SE | OV ncaue | BASTOUSE | omsion
! Oc ooc
2 Oc ooe
3 Oc Ooc
4 Oc ooc
5 Oc Ooc
6 Cc Ooc
{ Oc Ooc
8 Oc Ooc
9 ¢ ooc
10 Cc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........cooeerimnininmnianne

Date & TIME : vevvvercrcrierrrnrarinens
Nurse Name & Signature: ..........cov...

DAB & TN = .....ce e issisissssisssnisssssrasarivins
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DRUG CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to 3 Sale Delivery

Date of Admission: HSH]}*E? A

FOR THE SAFETY OF THE PATIENT

GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE M
DOCTOR -  Pleaseuse only approved abbreviations (refer to Hospital's approved list of abbreviations).

EDICATION ORDERS.

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

- Ay changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. Discontinue a drug by drawing a line J through it and 2 similar line through
. The date and time of stopping the drug along with the doctors name and sig
- O(iyonel:hartshouid bahuseatanymeﬁm.%mﬁmchmlstull,anew

drug sheet folder.

~ Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time

subsequent recording panels.
n must be mentioned.
supplement can be kept within this

. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Foliow Hospitals's Verbal Order Policy.

(] Not known any Drug Allergies

$0S / PRN (As Required Medication)

D
DRUG : L

| pose | Route |Frequency Start D

Doctor's Signature- valid Period| Pharm.

B SRR
Additional Instructions:

DRUG :

l;natura
E

Dose | Route Erequency |Start D

Doctor's Signature Valid Period| Pharm.

-

Additional Instructions:

: DRUG : Date

Start Dal

Doctor's Signature | Vaiid Period| Pharm.

VERIFED BY : Name .-
\

[Additional Instructions:

e (R TS oy
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r. ANGI RAJAGOPALA.N s v
VIR e mescomnos v 20 b s,
DRUG : T« 74t\{p onopm pater, 1l
Dose Route Frequency Start Date |
7] o [y [l Qe n
Name & Signature of the Doctor N T ]
Starting the Drugs:
- ey -]
Additional Instructions: Ty “ ‘
|
Daily Doctor's Endorsement by a Sign | }
DRUG: TNT. Supgcer oam |
Dose | Route |Frequency [Start Dato /lpg |
- =1~ 15h1-, A 7
Namg & Signature of the Doctor <p J
Starting the Drugs: g @ a9\ Q,E m] g N x ok
Additional Instructions: h
9&:*_[
A
Daily Doctor's Endorsement by a Sign AL j
[ bR - INT. TRae! ¢ -Da‘f; tol+| i\ f
Dose | Route |Frequency [Start Dat bavo] []ag]
19 ] Tv ] 1m1-1 [igs, ] A i e
Name & Signature of thefDoctor / |
Starting the Drugs: ME 5 ; g
fgg?,l"f Be
Additional Instructions:
" ®) deser "o
E },\/ »
| Daily Doctor’s Endorsement by a Sign
[ bRug * InNg. SupAteT T 16 [\
Dose | Route |Frequency [Start Date| Sap, pe
PSe | Iv | =1 le |4 4 ~L 1
Name & Signature of the ctor ]
Starting the Drugs: E 2&31 % -
182211 I
Additional Instructions: == - | l_‘ :
STOP oyfey =S olog ol A W '
A%
_Daily Doctor’s Endorsement by a Sign
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A Rainbow’ | @ gjrthRight
L, IO T ﬁ_‘_‘g‘s‘-g-ﬁi\ s::,.,,,,_——ﬂ“—r}%r‘.‘:
o REGULAR PRESCRIPTIONS vt 80t D0
DRUG: TN . CLEXANE pate “'l“l\ \%\{ \ \
Dose | Route .Frequency\Start Dt [l 051 22 | 1| \
Yomiey SC | - |11]7126 el \ l l \ l_\
S z%:m \ | | %
e \\\H\J,H,}_Hﬂ
Additional Instructions: 1 | T
T o B A O
5
- [ Dally Doctor's Endorsement by a Sign ‘ | \ l | | |
EFDRUG: c. PA~ D {Dateh 6l 1\ \‘5\'\ l" \ \ \ T\ l \_\
| Dose Route \Frequency \Start ot./ Izl | | 1 | L = :\
Rl e e e ——— !
é Starting thqurugs: % r \ [ J‘—‘\'—“—H'—\——\ﬁl\ ‘\j
2 @ T 1| ﬂ
. [ Addiional Instructions: \__ Teg | — [ | 1 |
TS| O
. T 5
Daily Doctor's Endorsement by a Sign l l - 1 ] 1 | | |
[ oRue: T-PARsceTRvoL T “-;\\1\’\ || \\ \l | \‘ \ |
 ["Dose | Route Frequency | Start Dt. Lo {2
[ [ [ ey o  EmmE=
“"\g Stanlnothg Drugas: g,o 4 LAx // < ‘ \\;lr ‘\ “ “ \‘j
g g\ | |
> Additional Instructions: bpm| &L | 7> t- \L Jl' I \ﬂ
. e T
: o N
Daily Doctor's Endorsement by a Sign \ 1 l l l l \ l _4_l
DRUG: "Tue i SUPPISL] 22t L 4 ‘ l \ l \ \ l l l \ ‘\
Dose | Route |Frequency Start Dt. i | | L | L | wall \ B
b:mwis"ﬂ 01\-9“* "vhi:ul l“\ l‘ l\ 1 l\ l L
ame anatura' the l \ 1 ‘
Starting the Drugs: g::w’\‘l \ \ \ \l \l 1\ ﬂj
Additional Instructions: - ‘(
0% \
| VB T
Daily Doctor's Endorsement by & Sign | \ : J

DM.NO.:HBHIFRMICLINICALHUB
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VERIFIED BY - Name ...
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SNC-DDGZEU'I'Q 1913-000354&2
Mrs SAPNASHREE s ]
17-11-1999 2BYTM 30D F)

Dr. MATHANGI RAJAGOPALAN | Ralnb"gw,' @ . G

iy - ozpiel | et

SheetNo: ... REGULAR PRESCRIPTIONS Weight €064 wm....éﬁf?.‘.‘.ﬁ
A Ta |

[ onvs: Tou, - ¢ P77 g

Dose | Route Frequency Start Dt !
lae] Po | 1= |'(5 G

Name & Signbture of jhe Doctor |
Starting the Drugs: [ ’
Ve 2% f |

Additional Instructions: N

Dally Doctor's Endorsement by a Sign

DRUG: ~70us. FLAGY raer
Dose | Route Frequency | Start pt | - %

77,
Name & Sigrlature of the or  / 5
Starting the Drugs:
]ﬁq 253 /4

Additional Instructions:

T

—

Daily Doctor's Endarsement byaSign | ' L] } o e
DRUG - Datef — | |

Dose | Route Frequency | Start Dt

Name & Signature of the Doctor I i =
Starting the Drugs:

! il ol !

Additional Instructions:

Daily Doctor’s Endorsement by a Sign 1

DRUG : Date &in g =l
Dose | Route Frequency Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign ]
Docu. No, : HCH/FHMICUN!CAU 108
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VERIFIED BY :ﬂ)m -

"" ms Gﬂnj:;g:lﬁ: ® Weight &e 6@Ward !«Z)J& _
]
|||||H||Hlll|ll|| ||||ll||||||||\| e — ]
s Dose Dose Dose | |
DRUG : D Sin. Dr. Sign. O Sign. Dt Sign. “#
Route Start Date i oot e o
D¢, Sign. O, Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s o - o
) Dr. Sign. Dr. Sign. De. Sign. De. Sign.
Additional Instructions: - - - il
e Sign. o Sign B Sign o Bon
VARIABLE DOSE %’ [ [ [eso [oass
F Dose Dose Dose Doss
DRUG : [ Dr. Sign. 0. Sion. Dr. Sign. Dr. Sign.
Route Start Date e P - sl
O Sin Or S Oc sign. O
Name & Signature of the Doctor e Bt - -
Dr. Sign. Dr. Sign. Dt Sign. D, Sign.
Additional Instructions: pose e - o
oo o Son oS DS
STAT / ONCE ONLY DRUGS
Date Time Medication Dﬁmw Route Signature Nurses
' S
)Sh]’l&;'q 3ﬁ17|"0 INT.GUPALFF o 1ra) J'o\ ﬁ(ﬁjﬁ‘] ‘Sp;‘
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T Hospital | () smseuososs
STAT / ONCE ONLY DRUGS
DIV cicicoorininncivininim  vivessnssuisiihiian iossbasieaisosasmiansisvomoessosissamiasmaneises Weight: 8@]0 kgs
Sheet No: @
e mﬁgﬁ”’ i PNsTRUCTONS | ROUTE clor sﬁ:r::-l:neuum-z
\ b\‘\ i\ T Goo M PR
n\a et Mi¢oPRoSTVL 9 Lo Pl
\5\ N TJueTIN SuPposiTory| 100 Mg PR ?%m‘ 25 qu,

\b\"i\ﬁb Bp‘n Wb - NiEeDiPine lo mg Po ‘K/_}m ‘S’P Tj’
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tarly warnting Observation Score Chart - Obstetrics

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

BirthRight
. BY RAINBOW HOSPITALS
Your Right 1o & Safe Delivery

Date

.

A0\

Time | 8

ufiz] 12

i)

i\ b

RESP

> 30
21-30

3 3 (4’)5

1ufi1zf1[2]3

8) 9

10

(write rate in

corresp. box) 11-20

0-10
a4 - 100 %
<94 %

nistered 0, (L/min.

40
39
38
37

Saturations
Ad

3 dwag

a

36

35
<35

170
160
150
140
130
120
110

D

100

=0

50

ajey Uea

80 =

(-

70\ A

I
i

\V
l

D

60 (AU

5Q 2

. 190
<180
170
160
150

140

130

120

\O

110

\v

100

0

=
-—-%/}',

—>
anssaid poojg 21j01sAs

90
80
70
60
50

130
120
110
100
S0

80

70

60

b
ainssalgd poojg Jljoiseiq

50
40

NEURO Alert | |

) el

Voice
Pain
Unresponsive

RESPONSE
[¥]

=30
< 30

URINE
mils / hour

7

v

v

Proteinuria

Protein + +
Protein > + +

Normal

pochla Heavy / Foul

—

~

— — -—

—

Clear / Pink

Liguor Green

e

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

)('
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Early Warning Observation

CONTACT DOCTOR FOR EARLY I
TRIGGERS ONE ORANGE OR TWO YEL

IP18-00036482

if‘-.:
Rainbow"”
Children’s
Hospital

Score Chart - Obstetrics

NTERVENTION IF PATIENT
LOW SCORES AT ANY ONE TIME

BirthRight

BY RAINBOW HOSPITALS
Your Hight ta s Sate Dnlivery

IE=

l

Time |8

9 |10

]
1] 12|

ACL

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

S+tu rations

94 -100%

<849

|_Administered

0, (L/min.) o)

Y

3 duwia)

3ley Jeay

7

~ | ]

8floj10[11]12]1

.}

)

g

‘N

i

.\’ ——
—_— -
anssalq poojg J1j035Ag

-«
2iNssalq poojg aojseq

NEURO

RESPONSE
[v

URINE
mls / hour

I Proteiduria |__Protein++ |

N

A\

50

130
120
110
100
90 Ve

80

2

70

60

50
a0

Alert

Voice
Pain
| Unresponsive

> 30
< 30

L Luch_ia

Heavy / Eou|
Clear / Pink
l Liquor Green
TOTAL YELLOW SCORES D | 110 O] BIor <
TOTAL ORANGE SCORES | O & o) ‘10 Je |
Nurse Initial c! & Lo ]
[V rress

Docu. No. : RCH /FRM / CLINICAL / 053







SNC-00026019 IP18-00036482 1z
Mrs SAPNASHREE S =
17-11-1999 26Y7TM29D (F) Rainbow .

Dr. MATHANGI RAJAGOPALAN Children’s .Bil‘thRightﬁ

AL T Hospital | () zsonsesimus

Early Warning Observation Score Chart - Obstetrics

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

\ Date N
\ 'ﬂ(\ Timea)gwnl123@567@910111’2)123/4 6|7

X
> 30
RESP : 21-30
{write rate in T
corresp. box) 1-
0-10

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

40
39
38
37 G O
36 & ') < )
35
. < 35
> 170
160
150
140
130
120
110

100 1
a0 [N Dm ) 8 %&“ ﬂ'\
o

Saturations

2, dwaj

S
o
>

ajey Leay

"
B
o
>
v
)
=
-.—-'

—
anssald poojg 21jo1shs

w
Q
gt .
e

L

-~
>
\J

50
130
120
110
100

90 B el

B0

70 1 S - -

60 i T?:S
50
40

Neuro Y N Y N B > (] - T 1
RESPONSE Pa’in
[¥] Unresponsive

URINE > 30
mls / hour < 30

Protein + +
Protein > + +

e
2INs5ald POOg JHoIseIq

\

™~

&

Proteinuria

Normal
Heavy / Foul

Clear / Pink

Lochia

Liquor

TOTAL YELLOW SCORES v) -
TOTAL ORANGE SCORES 0 = ]
Nurse Initial Lu /L/
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Hospital

B Caiees & fot 9 et the e,

(FLUID CHART |

Sheet No. : @ ................

BY RAINBOW HOSPITALS
Yiour Right to 8 Sate Delvery

(A GARIIN

1. All measurements in ml.

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

I\G\W Intake

Output

v Site
Date | Time | Nawre Route NG | Diahoea | Vomit |Drainage | Urine T‘?"s“f:’:""r? o
4 Mouth | 1V N.G
08:00 am
09:00 am_
1000am | ——> | o) Wi —
00am [Heo ) oo S |aco T o] Jgi/ T
12:00 pm qu)
01:00pm | HRO | |70 [0 | (gnd
Total Intake : D H TN Total Output: 2 AC) N
20m|[fRO |Loo 00 | Mo T00
03:00 pm | Wy O | (ne| f0
04:000m | \ \ Aol 9 i) Newie WO h
os00pm| i ezl ©
08:00pm | Mol | e = ,
wovm | ] 1o P TeNL g
Totalintake: Lo ! Total Output : | S U
408:00 pm —% [t')}‘i‘nﬂ =200Mm. X
oeo0om | Hy [\OMI. 20 [ X
10:00 pm pi— ; 0 :
11:ﬂupm% o> | 0O Q0
1200am | 0
or00am | ¥po Ly ool &) ;
Total Intake : hm Mv (00 *CS'CXIYY\«l' : Total Output : gob /\F . il
02:00 am | py ) |\
ia00am | e, (YOOI | ol I g:
L0400 am [fearr | AOMLEOMIL o
| 0500am | [00m). o | © [P
0600am 4RO | 1RO} D © DY
rm o L@M{M-‘ NoRIiS
| Total Intake : \Oﬂ'}w v AP Total Output : SF)OW\) NS
Tmtal 24 hrs. Intake \ & L\@@W Total 24 hrs. Output i © 50 W\Q )
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: U)—l#*bf{)

Baseline Information:
AdmissionFfrom: ~ CJER [CIOPD (3 Admission Desk dom;cdy /f.DRt~ ......

Primary Language: [ Telugu O English O Hindi m “Tam |
Doyou require an interpreter? [JYes

Source of Information: ent’ 1 Family O Others

Personal belonging if any; ewelry/ OO NoseRing [JBangles [JAnklets [IFingerRing  [JBracelets

handedovertn.............i.f.w. 28,7 A1 € S— . SOV OPRDRG RV B0 SN SR | NN BT oo

Allergies: [Yes M Medications [0 Blood Transfusion [ Food IO o svormpuimsios ssiaspmissiissimsnins
I YS , IGBIY ..o '

Chief Complaints: ... JabHonL.. Qung....... %’bj .......... Doctor Notified on Admission: %D No
%L Z . Name of the Doctor: .,ZM’ faﬂ VYL,

<
Past Medical History: Obtained From [J Patient [J Family Member [J Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

Nt a NI |

Blood Group: .. ﬁB’)’\(a . LMP; cﬂ [ 0/}5‘ EDD: mb{?’bﬁ Gestational age during admission: 3({ %QW
Contractions: .. .......N[L- oo Vaginal Discharge: .....N.LG ... ‘
Obstetric History: G} Lowont Auon—..  Previous LSCS .. N (L

Height: ’ &‘7)\0* :. WelghtSQ (DD BMI: .02«

Temp:.......crz.! ....... HR: .8 ?ﬁ'ﬁ RR: :S?D}m’jm e [LO[FD. s, ‘?ﬁf\/x

High mli I';nlon: (Please select by ticking (v ) the box as applicable)

[ sHpothyroidism O Rh Incompatibility O Fertiity Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension [0 Others: (Specify)
O Diabetes [0 Bad Obstetric History
O Anemia O Obesity (BMI)

O Twins / Multiple Pregnancy

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




Patient Sticker

Family History: [0 No Abnormalities Detected
O HeartDisease O Hypertension [0 Diabetes [0 Stroke [ Seizures [J Kidney disease

O Liverdisease [ Other-........ }ZI’HEQ?‘( T2-Din ) HTT\/

Pain Assessment:  Pain: (0 Yes ljl,uo/(h‘ Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: ClYes CINe” Score.....0....... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes (ING  Score...9..... (completatheBradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
3 Mobility problem [ Walking Problem (S0 Abnormality Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
erweight O Poor Appetite > 3 Days O Needs Therapeutic Diet. =
[ Under Weight 1 Diabetes Mellitus I No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGI CREENING
[OCaim & Cooperative [ Restless [ Depressed [ Agitated O Confused
B 11, T e | e T '

Inform consultant for posltive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single a I::(e/d- [ Divorced O Widow

2, Special Habits: Smoker: OYes O Alcohol Abuse: [Yes ELH( Drug Abuse: [JYes l'E‘No/

Social History: Lives wm?&mﬂy s

Orientation has beelgyu\ regarding the following aspects:
Call Bell in Reach : @ Yes O No Waste Disposal Explained: Hves Oiio

Infusion Pump : E;)es/ ONo Hand hygiene Explained: &1 Yes O No O Others
Above information given to ................... ! Qﬂﬁ_ ......................... -
Name of Person Orlentation was given th: ... [MNYS.: Sby?fm A‘Kzﬁ?_

Orientation not given Reason: ..............

Nurse Signature: (@W

Nurse Name: @m;BQ,QLZJ
Date & Time: fr[ﬁﬂ—é ....... CL&' UgBQ ﬁﬁ'
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HREE S
| m.suw ”mn ) Rainbow

i @® BgirthRi ht

Children’s \ g
B[ T i hospal - | Qe
OBS'll:mlb IRIAGE ASSESSMENT FORM

Date: . ol gl "_‘H}b me of Arrival: .. ?;Oﬂﬁf) Time Seen by Nurse: H'.%DHWJ

1) Level of Consciousness: Conscious 0O Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

O Severe Pain / Moderate Pain 03 Preterm rupture of Membranes / Leaking Water PV

O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor

O] Decreased Fetal Movement O Spontaneous Rupture of Memb rane / Lpaking Water PV

O No Fetal Movement er Reason: .. e ‘FOT.Q:O ........

@ 3) Vial signs: Temperature: dﬁ? Pulse: ﬂDbthRR aObZdWSpO ‘%U BP: / ID J‘r‘,r'meight @)’6@

4) Gestational Criteria:

Membrane Rupture \D Yes | O /Né \D NA \ Onset \ Time

Vaginal bleeding \E:l Yes \ Oo \ O NA \ Onset \Tlme \ Amount.
o )
1
! If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms \EJ Yes \ rzﬂdo \ O NA \ bain Abdomen / Vomiting
- Eoud fetal Movement \% \ O No E NA \ if No specify: k
| 5) Pain Screening: Numerical Pain scale (NPS)
| | | | | | 1 | | 1
! I i ! I I ] T [ \
1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
(L) Loca'aon N[C
o Duraﬂon N [(.... Days!WeekslMonms (Smkeoutwhichis not
applicable)
o Character: N [L
o Frequency: N I.L'
©  Interventions: ......oeeereees N[L,.,
6) Past History:
a) SUIGEres: .. cvnrennereees N[L IR e SR L
by Medical coovvusersseenreeseee T —— A iigaeeeveanee
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“atlent Sticker

) Allergy: [y m’o( Iers
8) Current Medications: [ Prenatal Vitamin 3 Nope & Others: TWVPQMW#SMM
8) Prenatal Medical History:

None O Gestational Diabetes
O Chronie Hypertension O Low placenta
O Gestational Hypertension O Others jf yes, specify Hoer et tnmesanas s snsasonnsnnas,
O Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE Acurry SCALE (OTAS)
O Caleunry I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

0BCU Obstetricaj Triage Acuity Scale (0TAS)

Level 1 Level 2 Level 3 Level 4
e (Resuscitative) (Emergent) (Urgent) Iﬂ.m Urgent)
m,,ﬁ";{,'w Immediate S 15 minutes <30 minutes < 60 minutes ’ 1
Re-Assessment “"““““3},’,"“""" Every 15 Minutes Every 15 Minuteg ’ Every 30 Minutes I Every 60 Minutes
Suspectad Pre-term Signs of Active Labour - | signs Of Early Labour/ | Discomports of
Labour / Flyjg Imminent Birh Labour / PPROM < 37 | >37 weeks SROM > 37 weeks , Pregnancy
Weeks
Active Vaginal blaeding Bleeding associateq wih Bleeding associateq Spotting
Bleeding with/ without abdominaj cramping ( <Spotting) with !
pain <37 weeks (> ) >87
nsion > 160/110 mhypm"" 2 ,'
Hypertension Seizure activity iy headache,vsgs| >140%0 HithAvithour <
disturbance, RUQ pajn m ons and |

Alypical FHR tracing, |
Abnormal FHR tracing normal dopplers |
Fetal Assessment Non-Fetal Movement :a:bmma fetal movement I (

®Acte onsite severs ®Major trauma @Abdominal/back pain ®0ngoing assessment ®Anything that does not |
Others abdominal pain ®Shortness of braath greater than expactad in from out patient clinic 588 10 pose threat to ,-
y — — d ug.{r“t}: 'm‘ pa‘fny/rumh i - c«morrmf |
consciousness unattende o o ng
oCord prolapse ®Nausea Nomiting and / .Mtramu (minor ©0ut patient placenta
®Severe respiratory diarrhea Wwith suspected Previa protocols
distrass dehydration o and /ol ®Pre-booked visits (i
®Suspected sepsis diarrhea and progesterone

of infection injections, NST I
.gyséu‘:?a .cough, tavg:, @®Assessment for version

Time seen by Doctor: f}3@'9’m |

N
s NUISE Signature: —

Nurse Name :

Date: L&djfr‘i X
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

L (72b

Date:

Pre - Existing Risk Factors , Tick | Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombopbhilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity \/ 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

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

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

b

Total

Action Plan

Y
Signature of the Nurse (Q(‘ N '_/'aLE?)Jg SO,@\
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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 wegks.

v Iftotal score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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AL BRADEN ‘0" SCALE Hospital_ | e

] : ' Bt ke 1 ed? B U MMw;m
e e e e i IO, S Snp 1L
' Date | o3 o0 ()P !.‘CIFF 6.
- B o Time : k N P{l =
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in L}
in body or extrernity position body or extremity position but unable changes in body or extremity position position without assistance. lf’
without assistance. to completely turn self independently. independently.
2. Chalrfast : 3. Walks occosionally: 4. All patients too young to ambulats;
. . Abllity to walk severely limited or Walks occasionally during day, but for OR walks
ﬁ?meag;&r;f (li;lmg’t'o.h od non-existent. Cannot bear own weight very short distances, with or without Walks outside the ruom at least twice a
- 0 and/or must be assisted into chalr or assistance. Spands majority of sach day and inside room at least once every
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does nat moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory daficit that would limit ?
Sensory Perception diminished level of consciousness or moaning or rastlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or \F

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

sensory impairment that limits the
ability to feel pain or discomfart over
half of body.

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

discomfort.

Molsture Degree 1. _I:qm‘lumlj maolst: 2. Very molst: 3. Occasionolly molst: ) 4, Rarely moisi:
to which Skin is kept moist ?Imost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by pﬂspiraﬂun. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
Yo molehire Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No epporent problem:
Frictlon . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

Skin moves agains!
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

agitation leads to aimost constant
thrashing and friction.

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

repositioning with maximum assistance.

assistance. Ouring a move, skin
probably slides to some extent against
shests, chair, restraints, or other
devices. Maintains relative good pasition
in chair or bed most of the time but

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.”

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequote: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequata calories and |  provide adequale calories and mingrals calories for age. For example, sats

albumin < 2.5 mg/dl OR never gats
acomplele meal. Rarely eats mora

minerals for age OR albumin < 3 mg/d!
OR rarely eals a complete meal and

for age OR eats over half of most meals.
Eats a total of 4 servings of protein

most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

ritional |

,:g:,! i::gk: E:g:m than half of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary 1ake a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 i
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may . Excellant:

Tisgue P’::;:" 4 <40 in a newborn) or the patient be < 95%; hemoglohin may be bs < 95%; hemoglobin may be Normotansive, oxygen saturation (f

Oxyge does not physiologically tolerate <10 mg/ds; capillary refill may be <10 mg/dt; capillary refill may be > 85%: normal hgb; capiliary refil

position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
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TOTAL SCORE

Evaluator's Name




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable | changes in body or extremity position |  position without assistance. f_r (-f Lr A‘
without assistance. to completely turn self independently. independently. J
2. Cholrfost : 3. Walks occasionally: 4. All patlents 100 young to ambulate; U
apdi ) Ability to walk severely limited of Walks occasionally during day, but for OR walks frequentiy:
;E;Nh;t!kﬂ;eagtﬁi:? Eb:;:;:’:u'm non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a [
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once avery \
wheslchair." shiftin bed or chair. 2 hours during walking hours. * \ |
1. Completely limted: 2. Very limited: 3. Slightly limited: 2. No Impalrment: .
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli dus 10 communicate discornfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning of restlessness; OR, has or need to be urned; OR, has some ability to feel or communicate pain of L}« .'f

sadation, OR, limited ability to feel
pain over mos! of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
hali of body.

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

discomfort.

Moisture Degree
to which
skin is exposed
to moislure

1. Constantly moist:

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

2. Very moist:

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

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

1. Significan! problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

3. Occaslonally molst:
Skin is occasionally molst, requiring
finen change every 12 hours.

4. Rarely molst:

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

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 position

4. No opparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength 1o life up completely
during move. Maintains good position

surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally sfides down.
1. Very Poor: 2. Inodequate: 3. Adequote: 4, Excelient:
Is on liquid diet or tube feedings/TPN, is on tube feedings or TPN, which |s on a normal diet providing adequats

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

which provides inadequate calories and
minerals for age OR albumin <3 mg/d!

provide adequate calories and minerals
for age OR eats over half of most meals.

calories for age. For example, 22ts
most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats 2 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 hall of any (meat, dairy products) gach day. servings of mean and dairy products. 3
Protein intake includes only 2 tood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. 9 %
per day. Takes fiuids poorly. products per day. Qccasionally will offered.
Does not take a liquid dietary take a distary supplement.
supplement. =
1. Extremely compromised: 2. Compramised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :
lisswgm:::uﬂ:n 5 < 40 in a newhom) or the patient b < 95%; hemoglobin may be be < 95%; hemoglabin may be N“Wmm" saturation (7' q
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/di; capillary refill may be > 95%; normal hgb; capillary refill k']'
position changes. 5 2 seconds; serum pH is <7.40. 2 seconds; serum pH is normal. <2 seconds.
. , ; . i : TOTAL SCORE Q - I
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 19-23 :)“2’-— 7 -5 W
Evaluator's Name ) da / i
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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 Tuning Schedule '
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
©® Use pressure redistribution surfaces Al
® Manage moisture, friction and shear ating pressure mattress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
for “ i
1314 . ©® Usethe Sarrle Protocol as for “At Hlsk’t Patle-nts Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges Alternating pressurs mattress ove day
e © Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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PAIN ASSESSMENT FORM neskpiciend
i _Modifying | Patient / Family ) si
Date Time Pa;; ;‘E‘;'e Location Duration Acuity Character I;::::s“ v intervention r ign
O Continuous | [J Acute () Sharp O Dull O Increasing | GlYes” Y\,D'f),u—{‘ M,ﬁ ol \:h )
O Intermittent | O Chronic [) Aching [J Burning | [J Decreasing O No 1
L) RS | R ol® |~ o -
oo | O contiweus | Acle | O Snam Tod | O ncreasing | D Yes ﬂ"?Q-,ﬁ@})w %
! d’Fbeo gpm | } o lokdmd mréiﬂt O Chronic | 3 Aching (] Burning gcreasing | O No £ ~ {
- " l } : m O Continuous | Cleeste—7 | O Sharp DI Dul O Increasing &'es’ f % i‘\:ﬂ%h é&/
( g}q}:zg ShH 9%, o ¢ DCLinterittent | O Chronic | ) Achiag—T) Burning Creasing | 01 No Cordtan | [
/ | ogh : m P[a FD/}
Y O Continuous e Acute 0O Sharp O Dull O Increasing S f'O O X
l5l’4bb g ?'m 2 [ W Cbb(i AAL ermittent | O3 Chronic DAching [0 Burming creasing| O No i EXD ) .
?b ! )\0& O Continuous D Acute ) Sharp 01 Dull O Increasing BT Vs _&M %"Q
UOB\ \W 2 [ 10 m/ﬁermiﬁent 3 Chronic Qﬁfﬁng O) Burning | & Decreasing | O3 No PnOth‘F'C ord
3% % O Continuous tacute [0 Sharp  C3Oul 00 Increasing | [LYes™ anm -
l@ [PJO 2 P10 oy ermittent | [ Chronic O Aching [ Burning | {3-Uecreasing | 0 No betd 2' /qu 4
/
‘ fQ %) ) O Continuous o Acute [ Sharp Lt Dul 0O Increasing M (M ,ﬂ \
l fr/ 7126 [’{40"/'7 [ O Q‘ lﬁv“‘ & Ttermittent | O Chronic (] Aching [ Burning DO Uecreasing | O No @@{/u _ 5 " ;_\
(O > [l‘{‘/ L@ILLM O Continuous \erAcute [ Sharp G Dull O Increasing | (s (o ;J ; %
[,G &6 e = CLatérmittent | 3 Chronic [ Aching [J Burning ecreasing | O No Aol fh,«q' k,
|
Lcwm-; O Continuous | CI7cute [ Sharp 300 1 Increasing | OAYES Corrdestes Sl
IB):) 5 F}m & l \© t‘;f‘rlﬂw D Antermittent | O Chronic [ Aching [ Burning | [J-Becreasing O No _!_7:.- Oy~ ‘“’.'_'5_\;&2‘;
. L Continuous | OJ 5;@/7 O Sharp  OJ Dull [ Increasing | [lYes™/ P'ﬁo \J Dh @,
\1’1’?,9]9 P QA o m i sl T | ok | BW }?i‘, i | ([E51e2ES

ne-uumu

1. Every eight hours for all msplaim

2. For post-surgical patients, patients with chronic pain,
a)  Atleast every 2 hours for the first 24 hours
€} Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

patient with severe pain:
b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain refief intervention.

(T0)
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) SCORING
CATEGORY 1
) (] 1 2
. Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smie withdraw, Disofiented Quivering chin, clenched jaw
"Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, o legs brawn up
Activity m;ﬁ?";“’"‘“’m m*""’""”““‘ Arched. ight, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) ' : _
I | ] 1 1 ] 1 1 1 1 i o Moans or whimpers occasional Crying steadily, screams of sobs,
N AT T SO SN M e s ey e MR S ymecses) | canptin een compias
NoPain ' Possti i Reassured by occasional touching,
Consolabifity - | Contert, relaxed hugging. or being talked to, Ditlicuit to console ar comfort

-‘mmmwuﬁ-nmmmuua(mumm;
Assessment Sedation Normal Pain / Agitation
liur[hﬁrh}lhn"un -2 -1 [ 1 2
@ @ @ @ @ @ Crying No Cry with pairiul | Moans or eries Appropriate crying Not| ritabie or crying at High-pitched or sifent-
Irvitability stimul minimally with painful | imitable Intervals consolable | continuous cry
stimuii Inconsolable
) muuea:

s e o brention s WLt . Bahavior State | Noarousal o any | Arowses minkmaly 10 Appropriate for Restiess. squirming | Arching, kicking constanty awake

stimuli Stimuli gestational age Awakens frequently | or

No spontaneous Liitle spontaneous Armmrl*#mlylm

movement movement {not sedated)
Facial Mouth is fax Minimal expression | Relaxed Appropriate Any pain expression | Any pain expression
Expression No expression with stimuli Intermitient continual
Extremities | No grasp reflex Weakgrasprefiex | Relaxed hands and Intermitient Continal clenched
Tone Flaccid tone decreased muscle | feet denched toes, fists | toes, fists, or finger

tong Normal Tone or finger splay

splay
Bodyisnottense | Body is tense
Vital Signs HR No vasiability with | Less than 10% Within basefine or increase 10-20% Increase greater than 20% from

RR, 8P 520, | stimyj variability from normal for from baseline baseline, Sa0, less than or
Hypoventitation or | baseline with stimdi gestational age Sa0, 76-85% with | equaito 75% with stimulation -
apnea stimulation - quick slow recovery Out of sync o

N ' T
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Morse Fall Risk Assessment Form R s e o Dl
Pl
M r
Choose Highest Applicable Score from each Category Datgé’;;me Pﬂ-“q Re (g l E b | [ 9— :f Fall Risk Grading
[®)
History of Falling Yes 25
- odiatel .
(immediately or w/in 3 months) No 0 (&) O @) Risk Level Morsi;;:lé)score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 Q @) 9]
Furniture 30 Standard Fall
: _ Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 ’ Precaution
None /Bed Rest /Nurse Assist 0 © O @
IV / Heparin Lock or Saline :fs C. RO 20 Implement
. g v Moderate Risk | 25 -50 Moderate Fall
snpaired 20 rreventlgn
) tervention
GAIT / Transferring Weak (uses touch for balance) 10 3
Normal /On Bed Rest /immobile 0 Q O O Implement High
ottt . . isk Fal
Mesital Statiis Forgets limitations 15 High Risk > 51 E;zvgr?t iion
Oriented to own ability 0 o 0 O Intervention
Total Morse Fall Scale Score: . RO (Y%
Slgnature{ /M olfe ‘(@F)& %w%é@

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)

[ Ensure patients use their prescribed eye glasses if any, in the hospital

1 Use chairs with arm rests

] Use safety straps on stretchers and wheelchairs while transporting patients

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

Maderate Risk (25-50) Apply all low risk intervention and

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

[ Hourly safety check

[ Assess patient after visitors, leave to ensuré safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate 10 patient's needs






R

‘ SNC-00026019 {P18-00036482
[ Mrs SAPNASHREE S
17-11-1899 26Y7 m20D F)

RAJA

v

)

2

Morse Fall Risk Assessment Form

Rain-
Children’s
Hospital

it takes 2 kot to treat the Rtle.

N\

e
- o

ow

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

TicK (%) whichever precaution taken.
Risk\Level and Interventions

[0 Use chairs with arm rests

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

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

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs

M% S ) Y.
D ime [Ae|sD)
Choose Highest Applicable Score from each Category L Al b ,h'! l E’ H / Fall Risk Grading
Score KO o1 ®) 20

History of Falling Yes 25
(immediately or w/in 3 months) No 0 O O @ Risk Level Mnrs?hI;?:I“I;)Scare Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o O s

Furniture 30 Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 @ O O

20
IV / Heparin Lock or Saline :18: - 20 20O 20 Implement
. O ModerateRisk | 25-50 | Moderat Fal

Impaired 20 mréﬁe n‘tjign
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 Q) o O implement High

Forgets limitations 15 Cn Risk Fall

Oriented to own ability 0 (8] @) & :;rti\;i:?lggn
Total Morse Fall Scale Score: 20 20 ")

o [0 L | ]|
S U ToUL
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| o Patient Sticker J Rain b:_a w@
btric — 26019 Children’s @ BirthRight
T 9 i Hospital . BY RAINBOW HOSPITALS
07 Matrouy Morse Fall Risk Assessment Forr/n ot ke B
M 5 g
Date / Time 1
Choose Highest Applicable Score from each Category S ! '-'f 11 IP’ W‘ 1 Fall Risk Grading
core Ao 1 a 20
History of Falling Yes 25 .
(immediately or w/in 3 months) No 0 /O 0 Risk Level mrs.-i p::g )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 D O O
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ) & ©
IV / Heparin Lock or Saline :es 200 20 LO 20 Implement
2 Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 rfll’-‘“‘-ﬂ“gg
. rven
GAIT / Transferring Weak (uses touch for balance) 10 i s
Normal /On Bed Rest /immobile 0 & 0 o Implement High
Forgets limitations 15 P Risk Fall
Mental Status © High Risk 251
Oriented to own ability 0 o ? T :;fteeﬁgﬂnggn
Total Morse Fall Scale Score: B 10 o
: Dt {Y

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

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

v

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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i % ® Patient’s Ni  gyc.o002601 1P18-00036482
Eﬂlirllc?r%v:’s ® BirthRight MRD NO:... z’“"i?,;ﬂ:isr:jf;;;ﬁ: L
Hospla .?L?:.‘;?ﬂ“!?ﬁfﬁlﬂ?fi P 1 1111111111 e
[ PHLEBITIS ASSESSMENT ]\Consultant 5
CANNULA 1 CANNULA 2

Date: [ _QL, Time: : Date : (6(’[’2"' Time: H'P\-p,
Locaton :F]t Geﬂ-ﬂ:ﬂv h‘j&ncﬁ;_b Location: 24 MéH oﬂ/?-/

Size : \g

@E Size : g vuv A
Cannula inserted by : /QD,-D M Cannulainserted by: 2r-.§adby L

Date | Time |Phlebitis |lnﬂ|:rauon lm’:‘,'v'fn“gm Sign Date | Time |Phlebitis [Infiltration Im:',";‘:gm Sign
1< | «<pro [Oves ONetiVes ONet Chs ool e FA11125| |*2° |OYes BiNo| OvesEiNo| 2k <| -
LK Dves O)6 | aves 6] LR |UDA .| OVes D rves BIEP O bagpa .

XX N\ |oves Bys|oves ] B4 \ .30t _1DYes Os{ Oes BNS[ () cget |,
) “\m OYes Do | Oves t86o| O PA i Yes et TYés qum/é
BN OYes 3o | Oves Cipdo n{%_ Y : ; OYes ENg{ ves ONb{ 1) i
o OYes &Ko) Oves Gido| \ B | POV e |OYes 6| Dves ol e [0 <t
m OYes OKofOves ko] () \\\Y| ¢ 2 [oves DYes G6| shove |due\
X PV Taves o |Oves o] AN\ | | o~ |Oves op6] Oves 6] st e | N na0 A
(1) _|Oves ONB|OYes @No| Chen | oot D _pn | OvesONo | Ovesolphioue b
1\ &Y |Oves Offo [OYes BRo| 0w~ | ypund L2 pw |OYes ONal OYes No| ),
APV |oves Offo | Oves Gifojopsi~ | vt oy |OvesONo|Oves o] 0& 4, | M s
OYes ONo | OYes ONo A |OYes ONolOIVes QNof@per
OYes ONo | OYes ONo ~ ' |oves ONo| Dves ONo t
OYes ONo | OYes ONo OYes ONo | OYes ONo
__AtIVes ONo | CIYesXaNo OYes ONo | CYes ONo
/ O\es ONo | OYes ONo OYes ONo | OYes ONo
{ |ovhs oo | oves Ono OYes ONo| OYes ONo
"\ |Oves\aNo | Oves ONo OYes ONo| OYes ONo
OYes ﬁNo OYes ONo OYes ONo| OYes ONo
OYes ONo [OYes ONo| et OlYes CNo| OYes ONo
OYes N OYes ONo| X DYes ONo| OYes ONo
OYes ONo \OYes ONo| ' DYes ONo| CIYes ONo
OYes ONo ae(as ONol —T OYes ONo| OYes ONo
OYes ONo | O¥As DNE/ OYes ONo | OYes ONo
OYes ONo | DY ONo OYes ONo| OYes ONo
DYes (6] Oves ONo OYes ONo| DYes ONo
OYes OYes ONo OYes ONo| OYes ONo

Cannula removed : MDN,{S, if yes date and time :|bl}b{, Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYps ONo ONA If Yes specify«@ ™ RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: | .=l DT Phlebitis score:

NO‘}E : % 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)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137



(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location ;
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |[Phlebitis [inftration| "¢ | Sign || Date | Time |Phiebitis |infitration| ™™™ | Sign
Intervention Intervention
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 ONo | OYes CNo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | COlYes CNo 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 OYes ONo| OYes ONo
OYes ONo | OYes ONo (IYes 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 ClYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo|
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : CJYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion. i
# Every 4 hours if only on IV medication.
( V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the followingis | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near I.V. | % Pain near L.V. Site # Pain along path of # Pain along path of # Pain along path of
site or slight redness | # Erythema cannula # Erythema | cannula # Erythema ' | cannula # a
near .V site # Induration # Induration # Induration ¥ Induration
# Palpable venous cord : g;:ap;':e venous cord
| OBSERVE CANNULA | OBSERVE CANNULA ST NEMOVE ﬁc@:ﬁ?ﬁ%sn m:%&c’a%m E%u‘%i}“afgfsm )
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’/@W)‘;ﬁm‘;ﬁﬁ " Rain%W )
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD iy Children's | BIrtHRIgN:
Bt ks @ ot o et the iite. Your Right to & Safe Detivery
Part - 1. @) 1 : L
Patient's / Learner Language: ..... um.d Patient / Learner Literacy: [ Read (] Write m Willingness to Learn: Yé.s/ﬂﬁ Healthcare Literacy: ~ Yes] (N T
Identified Education Needs: ' 10. Fall Risk Education
1. %%ﬁ%ﬂm 6. Discharge Medication ;:i Bgiﬂe use of Medical Equipment / Implantable Devices
Diagno: 3. Pain Management 7. Infection Control Measures ) .
‘5“\31‘ 4. Informed Consent 8. Dlam::ucTesl#Prj‘:sdms 12. Patient's / Family Rights
2. Treatritent and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part Il
Date Time | oot : Information Taught : — Commests | “SiTuture
Person Taught Em Teaching Tools | 1o overcome ' 'h" Understanding
| A
i am ¥ st | = |
SSTEN i d O 0
\§\‘3V\“ AN\ “‘\-Ul \ % Anbaa Li/—h.t.‘i" (‘}ﬁ\p‘-\ l\jij Qr((.& W
educate s | fourn aboel . ' g
uﬂ?f"" 25»\, YL byaast! oaclicp positicon Jatjont AIDC ova)| ronz| s 4 ®
L . .
) A\ L4 m-t (l . X
Htltspm | Y& el 4 b oo | patient | NOAZ ma| | roro | ¥es  |toed f%w
) ) .
8 Y D, Vo
_ pogd 1100 —
Part-Ill: CODES _—
Who was taught: Cpf. patient F: Father M: Mother S: Spouse Sm: Son D: Daughter C: Caregiver 0: Other (Specify) j
Leaming Barriers: ;
1. No Learning Barriers , Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment ”" Educational Level 8. Responsibilities at Home 11. Beliefs and Values R —
3. Emotional Barriers 6. Desire/ Motivate to Learn 9. Cultural Differences_— 12, Impaired Vision/ or Hearing
Teaching TopleUsed:  A: Audo  D: Demonstraion V: Video @ Ora P: Printed
Wiﬂmmﬂ:
I 3. Reassurance & Support 5. Respect values & beliefs ' 7. (Other, Specily
Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: \1, Verbalizes Understanding 2. DemonstatesUnderstanding 3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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PATIENT TRANSFER EQRM

IP18-00036482

SNC-00026019
——  Mrs SAPNASHREE S

\

Rainbow® . R
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It ok 3 ot o bt the lete Your Right to a Safe Delivery

L"‘J:.‘L’im Jié&'l&" ‘H UTB T'I'ime of Admission DatT & Time of Transfer Order
r. '?_P
10 AR ‘s (L[of o0 blglofod 1o =
1] Treating Consultant Name Transfer Ordered by Reason for Transfer
?ﬂ.' N’iqﬂinuf\}f ™ ]\,Qa-ff\a = [ p*—'h:“ %E‘:‘L’“E‘" ‘[
From Unit To Unit Information to Attendant
—1cu O 1 Yes I'_"q‘/ No[]
Number of Sheets in Clinical File Number of Imaging Films _ Personal belongings including
o ' m clinical documents. If any handed
dilee VX ) over to attendant
O ff‘\ e C T Yes[] No [;/
. T If yes, what ?
. Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity -

1.

2.

3.

4.

5.

- Shifting Summary / Notes Written by Doctor:  Yes O No[T]

Name & Signature of Person who is Transferring

8- AT

Name of Person Ordered Transfer

Da. (‘@'ff&?

Patient & Clinical Records Received by : Sl S wﬂ*

59

elh

Date & Time of Patient Received :

b (s @ =P -

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

[J Unavailable Bed

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

(] Nurse not Available [] Available Bed not ready
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17-11-1899

"V

Rainbow’
e Children’s
y7M200 () Hospital

RAJA

S| PREVENTION CHECKLIST

\

It Lakes & b L (rent the Lk,

BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Safe Detivery

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect QJ
' the procedure. Use clipper if necessary >/
2. Decolonize surgical patients with skin antiseptic (Chlorhexidine bath /wipes) ye&
3. Antibiotic prophalaxis given within 60mts prior to skin incision >/ Q/S
A Use a checklist based on the world health organization-19 item surgical ?( o/j
3 checklist to ensure adherence 10 best practice
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
! in combination \r‘l&
6. Maintain normothermia during the surgical procedure (>36 deg C) \f es
I
POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status
- | petween 110 and 150 mg/d| N O
8. Application of incisional negative pressure wound dressing
fo©

Docu. No. : RCH / GDY / FRM/ CLINICAL / 322
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299 26Y7TM29D F) ?
ol L Rainbow
il o | P

URINARY CATHETER BUNDLE CHECK LIST R |
Date of Insertion: ..... ‘ X Ekﬁ\? [° ...................... Date of Removal: .........cccooiiiiiiigeagenns

. D

Paramelers Date Shift Time Uo\_j‘\ bM \P;) \""
Need for the Catheter B’gs CINo 7}’@[‘ No U%es | [No | [Yes CINo | [lYes CINo | CiYes CINo | ClYes [INo
Hand Hygiene u‘ﬁes [INo | Y65 INo \C}ﬁs [INo | CiYes CINo | TlYes [INo | C1Yes CINo | CIYes [INo
Usage of Sterile Equipment zf?es INo Q,Yagil No Z(Yes INo | ClYes CINo | CiYes [INo | ClYes [INo | CiYes [INo
Is the Collection bag below the level of bladder Q’?es 1No pxe{/"u No ‘Zéei ‘CINo | CIYes [INo | ClYes CINo | ClYes [INo C1Yes CINo
Check the Tube for Obstruction (Free of Kinking) #Yes CINo dﬁ [1No %s CINo | ClYes TINo | CYes CINo | [lYes CINo | ClYes [INo
Is Catheter dated as policy “Yes CINo | &¥es’ [INo g%s [INo | TlYes CINo | [1Yes CINo | ClYes CINo | CIYes LINo
Collecting bag is been emptied regularly? w@s CINo | [&¥es_7INo t@ﬁs CINo | ClYes [INo | [1Yes CINo | [1Yes CINo | ClYes CINo
Maintenance of closed system for the catheter Zﬁs CINo | ClYes7Z1No \'Z%s CINo | ClYes [INo | [lYes CINo | ClYes [INo | CIYes [INo
Dressing clean and dry? Q’ﬁs COINo | [»¥8s” [INo UAes CINo | CiYes CINo | ClYes CINo | (1Yes CINo | [1Yes CINo
Is the line removed as Policy? !7%5 CINo L’@s/ﬂ No E’(es [INo | [1Yes TINo | [I1Yes [INo | CiYes [INo | CIYes CINo
Performance of Perineal Care I(J'ﬁs [INo | =Yes7(1No E’@ CINo | CYes CINo | [1Yes [INo | [1Yes [INo | ClYes LINo
Onset of New Fever [1Yes EHG [1Yes ,uNcr;? [OYes [ CYes [ONo | [IYes CINo | [IYes [INo | ClYes LCINo
Asses for the leakage at the site of insertion _| No | [i¥es il No l—%, CNo | [Yes CINo | C1Yes CINo | ClYes CINo | C1Yes LINo
Name of the Nurse ‘g M{;‘, (g[ 3 Fmsp_/"‘ %W i
Signature of the Nurse }3 du‘o'?v é\ bgdc %/ff‘}é :

Docu. No. : RCH /FRM / CLINICAL / 114
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | ) seseonoitu:
— SNC-000286019 IP18-00036482
——  Mr< SAPNASHREE §

:1; u::::um nﬁi;;;ﬂn @ T “'lmeof Admission Datel& ofTransfar Order
Ly \S [ |oe b (#P0en @) 5o
Treating Consultant Name Transfer Ordered by Reason for Transfer |

8 ~ LA vy
Q)p \mm{'_‘t’tﬁﬁﬁ J’T\? \ U[/L %
From Unit To Unit Information to Attendant

(e

[;H’\%w

Yes[]/ No[]

’ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
f‘\ ' _ clinical documents. if any handed
' . to attendant
. l ” over
C\")V\/ CTT'\ @ Yes[] No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
| SLNo. item Narme Quantity
i - \ N oo N ! -
. | 4, 3 : : L\w “ Iu{h( f(}, %
2. NN Lo ®wd ¢~@ &2[ e il ~
8. anu t{j‘i&__ 0 [\P S O P -
4. T" Dﬂ'bﬂf\ La .._Sm T\ PEIA Cipe - KD -
5. o S — o i

Shifting Summary / Notes Written by Doctor :

Yes[]

re of PerserWha is Transferring
PReT
t O

Name of Person Ordered Transfer

IR - esie Piy

Paﬂm&(}linicamecordsﬁsceivodby:

.
XQ/‘} 2 A

Date & Time of Patient Received :

Ilthelundumllmn&l?nmpbuonﬁmlsmm

Lt /6%\»
9\.-

than 30 minutes, please tick the reasnﬂn tioned below :

[0 Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

(] Available Bed not ready
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r name: I HANNNIIAMRNEOII
Dage : H’ *1 \M GUC No.:
| Fime Temperature Pulse RR BT SPO2 Remarks ?Igr::tum
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VITAL SIGNS RECORD

Name :
Date : GUC No.:
Time Temperature Pulse RR BP SPO2 Remarks Signature

ST 11| (R
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SNC-00026019

IP18-00036482
Mrs SAPNASHREE § "
1?11 1889 ZBYTMIQD
{ . MATHANGI RAJAGO. Rambow .

iy chidren's.| (D Eamma

It takes & fot to Treat e lite, Your Right te a Safe Delivery

BED SIDE CHECK LIST FOR NURSES

Date: \ﬁ;‘/ WH'
{ [
Doctor's Orders C/DJ‘ M W
Carried out or not O\(/? ]G’J»
Bed Side
Structured Handover done
)y
IV Site "\ £l Wb
Central Lines 'lI«O N
Arterial Lines NO | ap
) ; NO
Feeding Catheter ND
Urinary Catheter ~Ve | N
Skin Care u‘,,; WA
Eye Care Qlttﬁ veL
II A
Mouth Care <8
1 lug
Sterillum Bottle, Stethoscope "\ ‘8 7]
, £es
Suction Bottle (Should be clean & empty) £8
Sl e g
" Intubation Tray > W
Emergency Tray
Loaded Syringes with Midazolam | v | M

Vecuronium and Flush)

-~ Ampoules of Adrenaline
' Ventilator Tubing, (Any Water, Blood)| N© | a

Humidification “es | yis
Check all Infusion )
(Labelling, Correct Preparation) w V&4
Chest Physio & Neb ~OT
Aa I
| Handed Over By Name : W%

| (il !BE -
Signature : ‘g“r%) TP
Date & Time: Né -‘\W bb
Hand Over Taken By Name : Mg

Signature : m
Date & Time: I’«f”'

Doc. No. : RCH/ FRM / GENERAL / 088
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ASHREE S
M"WN zav'ruzso (F)

"V

Rain%w'

chitdren's | @ BirthRight
" Hospital BY RAINBOW HOSPITALS
1 takns @ ot 1o treat the R Your Right to a Sale Dellvery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: D+ M ath an9 ,'

Date of Delivery: /& [ /24

Assistant Surgeon: P -parz';f—[n /p,—.cg' e

1 Time of Delivery: /2 3 & p»

Anaesthetist's Name: 7, 9. ¢ Lyl

Gender of Baby: ¢ yrii

Type of Anaesthesia: &S 4

Weight of Baby: 2 ‘5" & ~7

Neonatologist:  Dr.  pj-ad enr~

AGPAR Score: 9|10, 110

Scrub Nurse:  * Jfo crvv

NICU Admission: ClYes 4o

Pre-Operative Diagnosis:

Urgency
O Immediate Threat to life of woman or fetus

O Delivery timed to suit woman and staff

DECISION tME: ..vveveccvererireesisasarenns

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

O Elective 3 Emergency INGICAEION: .. R ;r" B A

O Maternal or fetal compromise not immediately life threatening
01 No maternal or fetal compromise but needs early delivery

Knief to rectus: ..........

GTG DESCHPHON: ..vvvvevrrrrer e B TN s ssnsssssss

Surgical Procedure:

%LATMUA kowes S"—L;Tvvm*

7 ;
{ A AL Sutkon

_Post Operative Diagnosis:

Oty | Poar LS

Peri-Operative Complications:

Amount of Blood Loss: ot . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155
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Examination Findings when Appropriate:

Presantatiorycephallc Ol Breech O Gther ... .. Cervical Dilatation: ......2.¥)................. em )
Sth PADADI: ... ) .. it Fetal Posttion: ..., 000
Station; 9/3' 02 o 00 O+ DO+2 Moulding: @ffone O+ O++ O+++
Caput [% O++ 0O+++ . Meconium: ‘tTNone O + O++ O+++
Bladder Catheterized: [Cl¥és 01N Urine: \C3€fear O Blood Stained
SkinIncision: “Tf Pfannenstell O3 Transverse O Midiine O Other ...
Uterine Incision: gt’.‘%)a\:er Segment O Classical O Inverted T O J Incision
Previous Scar:  OJ Intact O Thinnedout O Ruptured NG Scar
Incision Through Placenta: O Yes GG
Delivery of head: 21 Manual O Forceps
Liquor: \/ﬂ/ Clear O Meconium: 01 0Oy Om OBlood O Offensive 2ot Offensive
Delivery of Placenta: q:l’ Manual . |1 ST O 6omplete O Incomplete I‘JPlecemeal -
Cord Appearance; .. ... Cord around the neck ,_)ErYnéA‘C! NQM m:‘) '
Appearance of placenta: .. @ ...................................................... Cavity explored JdYes ONo i
Uterus, tubes and ovangs/zmonnal [ Not Normal Sterilization: OYes o
i" t Jh‘*WL\ A AT 2 NN LN ~'. . . EJH :MCM,\:\“ {7 P Lo

e C?ohsnﬁl"é: éltbﬁra yer %?ﬁy&gq - Pm’qwﬂkﬁv#f .................. Suture
Peritoneal Closure: O Pelvic O Abdominal , £ None . Suture
Sheath closyre: \oMissad. oo Suture
Fat Closure: [ Yes D’I(o .............................................................. Suture
Skin Closure: Lﬂ’ﬁlbcuﬂcular O Mattress S*Om.cnpr.‘a( Suture
Vagineal Evacuated JFYes O No :
Drain: OvYes ONo [IReMOVE N oo days [ Await instructions
Ctheter vﬂ/ Yes ONo DIRemovein ..........o........ days [ Await instructic.is

Swap & Instruments count correct? \ErYas O No O Post-op Antiblotics '/_D*Yes O No
Intra-Operative Antibiotics Cover: DO Yes CINo O Thromboprophylaxis JYes  ONo

Post-Operative Notes: ....... NI 2 haaais

e ENECB, 250 l - T

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

enssm R CE 2ROl 1A [ 1

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

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

e SN 00E 200 D 900 ST

e VAT, . AVLPRATRRA.. 102 ... PR i

e CBD S Sekons.. cmmugﬁcwlﬂlmbm
i U“i O FV N s

"
Doctor Name: ... Bl A S | -~~~ Signah;reﬁ............

Date & Time: fubkr‘”“’ L

G




SNC-D0026019 IP18-00036482 |
Mrs SAPNASHREE § ) 3 |

17-11-1999 ze\'?u:sn (F)
Dr, MATHANGI RAJ [—‘ '
v S ML
B e L Wiy - P, e vt 1. S AL S0 2 o | g B S
RN /IR 7 = T = V. irthRi
SAFETY CHECKLIST | Aneestnetst: . DroSatlsi.. UHID No. : ..%..é.f?.{f?! ......... Surgery Name : £22427....L8.5..... ﬁ';'s'g{g} s ez “’?....""' ;
Scrub Nurse : GQ/H Cae.mm Date :/. 6/7&"5 IHMB M2 S But-time . I‘fn‘?ﬁf Fem—
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time../.2:26 P~ TIME OUT  Time:.../2..28 7 SIGNOUT  Timet...oooc

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

Identity ? ONo introduced themselves by Name and Role ClYes 0No The Name of the Procedure Recorded Yes ONo

Site es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure afes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) CPfés ONo OINA

Consent @rfes ONo Correct Patient (Check ID Band) Yes ONo The Specimen is Labelled (including
Site Marked @Yes &flo ONA Correct Site Dfes ONo patient name) DYes OKo ONA
Anaesthesia Safety Check Completed /[{YES ONo Correct Procedure 563 ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning &%es ONo Anticipated Critical Events Problems to be addressed OYes Do ONA
Does Patient have a: Surgeon Reviews:

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

Steps, Operative Duration, What are the key concerns for recovery

OFiouR ATIme/ Japlesiion 1Bixd Ama:ipa!gﬁ% Loss? OYes OKO COINA and management of this patient? Dé ONo

Yes, & Equipment / Assistance
Available @¥es ONo Anaesthesia Team Reviews:

Risk of > 500m! Blood Loss Are There Aﬂy Paﬁent"spe(:iﬁc Concerns? DOYes D’m} ONA

(Tmi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned D‘( CINo CONA Been Confirmed? are there Equipment

Blood Units Reserved OYes EHG ONA issues or any Concerns? ss ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes &flo ONA
within the last 60 minutes? es ONo ONA Power Supply, Earthing, Power Backup D(

and functioning of equipment checked. s ONo
'|-——-= : N~ . @V
Signature :.. e Q- Signature %Uﬂlf‘f’\kﬁb Signature lp/qﬂ
w B \ ol

Name :.... S m\"ﬂl WL CrirmO€én, ... Name:.......Xo Yomifoon. LT 1. ¥ 2N

Doc. No. : RCH/ FRM / CLINICAL / 111
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suc.utm&ﬂ"
Mrs SAPNASHR
47114 009

Dr, MATHANG!

(i

|p18-00036482

wyrmaep ®

RAJAGOPALAL

iz

Rain'b";w' ) e
Cnildrens | @ BirthRight
Hospital .MMSLM
1t ixkes 8 lot (o treat the Rtthe. Your Right to & Sale Delivery

MEDICATION RECONCILIATION FORM

£ Not known any Drug Allergies

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

ShIfting FIOM: c.vvvveversesserseess (A Shifted 10 .o LEY eesiiisieesseessinssssssinns

[t oo | oo e | o | ST | s
] TTenlc | Ly | srer | el wec|
2 | CrfudpPeetT [ZN TM | S T (G(Tép{ffyuﬂc Roet

3 | EMGme~ LM, I/ 1[0(,1 ﬂ/;{;/ﬁfﬁymnc

4| Oc ooe

5 Oc 0D

6 Oc 0Obe

7 Oc¢ ODC

8 ac D DC

9 Oc 4dbnc

10 Oc¢ dnc

MEDICATION HISTORY RECORDED / VERIFIED BY

" Doctor Name & Signature : e SATKY ...

Date & Time : L(;J7/Z£/,2§).ﬂ)“}

Nurse Name & Signature: ......... 5/« ..... aS M g5

Date & TIMB & wieirsseisrnsssarasss

e

Docu. No. : RCH /FRM / GENERAL / 080
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T T T TT T T LR P R DR EEL L

* 0- Continue, DC - Discontinue
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Rainbow’

Children’s @ BirthRight
i BY RAINBOW HOSPITALS
PATIENT TRANSFFR EQRM Hospital oo pties o Db
|P18-00036482
= suc-unuzsuﬁ
M W"“HREE;Y 7m0
1741 ;::rm & RAJAGOPALAN \\ Date & Time of Admission Date & Time of Transfer Order
or. |-
24527 / 1
(i sliles CPT 4 1g]es 2 1sof-
Treating Consultant Name Transfer Ordered by Reasan for Transfer
pr-ﬁao"fm«?; p,_dg/ﬁjl ) FWJ—{“» Mo—7«¢-
From Unit To Unit Information to Attendant
O ik 5 Yes [;], No [}
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
< Hile ~ | _ Yes[] No g/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2,
3. .
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes []/ No[] S
Name & Signature of Person whao is Transferring Name of Person Ordered Transfer
L L
o! :
ol
Patient & Clinical Records Received by
; %O%
' Qe ~\0
e =
Date & Time of Patient Received : L \

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
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Mrs SAPNASHREE S
1:11 1999 26Y7M230D iF)

@Gl RAJAGOPALAN

"V

W g*‘-ﬂﬂ--«» - PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: ) (, /7 / 2¢( @ O TRANSFERRED TO pv( &
1 |Patient Identification |YES/NO! REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed VM
b.Surgical procedure & correct site verified ‘v
2 | Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured A2
b.SpO: within safe range V'ed
c.If ETT: position confirmed, ties secure, cuff inflated Aro
3 | Circulation & Hemodynamic Stability
a.1V lines secured & infusion running correctly %z
b.No active uncontrolled bleeding - . lA/0
¢.Last vitals recorded before transfer A/Y
d.Central line hubs are closed e
e.Dressing Intact Ve
4 | Pain Assessment J
a.Pain score assessed & analgesia given o)
b.Reassessment done {; 2
5 | Wound, Dressings & Drains i #)
a.Surgical dressing intact '_V 4
b.All drains fixed, output noted _}ed
c.Catheter secure & urine output recorded vy
d.Splints/casts/traction devices stabilized AP
6 | Medications Pre & Post-Op Orders
a.Medications due time noted 4
b.Pre & Post-op instructions (NPO, position, mobilization) communicated | ,, o
¢.Emergency meds given in OT (time & dose document 1) ,:, 2
7 | Equipment Safety & Transport Preparedness :
a.0xygen cylinder full & ambu bag at beds:dc AP
b.Bed/side rails up and brakes applied -
c.Special positioning maintained as per surgery iu;
8 | High-Risk Patient Safety (if applicable) ;
a.Chest tube: underwater seal below chest level NP
b.Epidural catheter secure, infusion checked A ©
¢.Pressure areas protected (heels/elbows) v
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED /\fjo
10 [REPORTS AND LABS HANDED OVER N
11 (BIOPSY/HPE SENT W
12 [Documentation
a.Documentation completeness ) \ 5
Transferring Nurse: 4 / ) ’:‘"f 19 £ {
Receiving Nurse : o A{r\') A9 LS ORL 7413[ Ro8
Signature of Incharge: *‘EL\ UL Ugr\j ]

RCH/GDY/FRM/CLINICAL/598







gNC-00026019
Mrs SAPNASHREE
7-11-1

1
Dr.

{P48-00036482

]
25Y7M290D (F)

iy

865/1¥IINND/WY4/AQD/HIY

@ oo ST pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: M1 C U (160056 ab 12pm TRANSFERRED TO : ()
1 |Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \I/G,l
b.Surgical procedure & correct site verified VoAb
2 | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) sechired [ANEY ]
b.SpO: within safe range Ve
- If ETT: position confirmed, ties secure, cuff inflated fl\{‘(,l
3 | Circulation & Hemodynamic Stability
2.1V lines secured & infusion runnirlg_correctly Y(L{
b.No active uncontrolled bleeding NO
¢ Last vitals recorded before transfer ed
PN d.Central line hubs are closed frd 0
. |e.Dressing Intact At
'4 | Pain Assessment
Pain score assessed & analgesia given Arn
b.Reassessment done AlD
5 | Wound, Dressings & Drains
Surgical dressing intact N A
b.All drains fixed, output noted NA
c.Catheter secure & urine output recorded Vej
d.Splints/casts/traction devices stabilized ;\1 N
6 | Medications Pre & Post-Op Orders
a.Medications due time noted NAZ .
b.Pre & Post-op instructions (NPO, position, mobilization) communicated : Vet
c.Emergency meds given in OT (time & dose documented) M N
7 | Equipment Safety & Transport Preparedness
.Oxygen cylinder full & ambu bag at bedside \)' Y
.ﬁ b.Bed/side rails up and brakes applied b Y
c.Special positioning maintained as per surgery P
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level N@
b.Epidural catheter secure, infusion checked A
lc.Pressure areas protected (heels/elbows) nNo
9 (BLOOD AND BLOOD PRODUCTS TRANSFUSED w N
10 IREPORTS AND LABS HANDED OVER V' e
11 |[BIOPSY/HPE SENT [N
12 |Documentation
2. Documentation completeness Mol
Transferring Nurse: }(l,u:g,-:*o t~
Receiving Nurse : %&ﬁ o
Signature of Incharge: Q WF

RCH/GDY/FRM/CLINICAL/598
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Mrs SAPNASHREE s 1800036482

INFORMED CONSENT FOR SURGERY OR &, 2vrumo ,  thRight

SPECIAL PROCEDURE IIHIHHIHIHWOIWIW =
PAlENt NAME | +oooooooeeeesveeseesenensssnssssssesssssensssssessenseeeeeeeereG60NAEE O Male CIFeMale  AYS « oo innsnnninsin
1T T R Ddle: ... coviasamunane
Instrugtion:

This consent form should be signed by Patient (if an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. )

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

o EMERGIENCY . SOWER | SEGMENT.. CECAREAN . SECTION oo
INDLCATION. NON - PROGIRESS. T LABCURIPON ....cvvvesireis e sinsnsnns st

(Name of the Patient) ms@me

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

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

Bleeding .. Tofection.. Bloed fransfusion., Bladder. . Bmsel. Tojuady.nucrevee

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

My signature on this form indicates that
1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to gdure along with the complications written above, along
with the risks, benefits and other information. :

3. lhavehad achanceto ask my surgeon questions.
4. Ihavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ..............cccovuenuee

Consentse : - mml —
Signature : gl“\@* Signature : ﬂm . &W ______

Name : mxﬁ,&a._lnmgﬁm ..... Name : ... DO R ma. X iaroas
Date & Time : \ﬁ!‘}t[ﬁm&@lgl?m Relationship with Patient: ....4-).. -

Doctor (who g m}\cnnwﬂ) :

........

Witness :
. \ .
s‘gﬂamfe S 1 Slﬂ nature : ! c{}ﬂf .................. )
¢ Name : .. .. Sho .

DO R TIN csuiscoammissasimsararsussmssssnnpensiissssssassss Date & Time : L& l:P\l #—Qﬂnb@lﬂlgv}\.

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







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

e CONSENT FORM FOR
Childran's ‘BirthRight‘ GENERAL / REGIONAL

Hospital BY RAINBOW HOSPITALS

Joitd bl o | ANAESTHESIA / MAC

rm%

SNC-00026019

Mrs SAPNASHREE S X
Patient Name : .....ccooeennniinns 17-11-1999 ByTeBD g e Age : ...

Dr. MATHANGI RAJAGOPA

onar w5 10 v gy

Ward /Bed No.:......... e
Operative procedure Planned : ...........ueseeemsusnne megf:,.o/ ..... )—m—{l‘(ﬂ ..C_/% M%r(r fffzf lee bt
| [£efost

IP18-00036482

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heart disease O Hypertension O Diabetes mellitus O Renal failure
O Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA
O IncapacitatingCOPD ~ [1 Others: %xY@&m,deMKW//wﬂf% YAeedrry

COMMEBNES  cuvseeniriiisisnsraerrresnesssnssssssassssnsbsssssssssnnssssonsss

« Doctortodocument in medical record alsa if necessary (Cross-out if notapplicable)
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 ( Erﬁeglonal / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and

Complications specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia.

CIN : UB5110 TG1988 PTC029814 www.rainbowhospitals.in




] uqdq;s'tqnd that there are some infrequent complications that can occur due to use of anaesthesia, these

\riclude pan or some Injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
~headaches,

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

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
I her will administer the Anaesthasia. '

Pregnant: O Yes [OINo
DECLARATION BYTHEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :
Signature : RQ\W -------- Signature : '/7’):*:' i‘”’w‘ 28
Name : .08 &Qf pashieg......... Namemrkﬁmlcm

Relationship with Patient: ga.tl&?..o\:' Date & Time [bj:ﬂ;&@_} -f«’m\‘?ﬁl,«

Date & Time : lb}?l&‘-t’ \2 ]g_(Pf‘

Date & Time:. \T\D

CIN : UB5110 TG1998 PTC029914 www.rainbowhospltals.in
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Department of Anaestfesiology %?\ii?g?eﬁ:s @ BirthRight

PRE-ANAESTHETIC EVALUATION Hospital | ) S e

1t Lok » ot 1 ek Bhe a0

SNC-00026019 1P18-00036482

Mrs SAPNASHREE S "
BT oo ATEP1O00 o720 B e s UHIDNO D

Date: fé/'zfzé D\mﬁ\e\'\\ﬁ\\mm\\\l ...... Proposed Opeation: @c..%

WBE: -.ooassinimmmarasesss (7 F B 7 1. R HOV: ovoccnraeseaseemssenes 20 EChO: «.oveemcriasssienns
Plate:
PT.
PTT.
INR:

: 2-0? R | 4 S B100d QIOUP: ..corvvveeveoe StresS/ANGIO: <.ccooervreeios

el e S w4 Fdo man
i T~ O - | S ‘ Allergies: ‘

Hepatic / GE : Physical Activity:

‘Oﬂm: ’!\}0") on T {%Q{\I\AI/‘!

Past Andesthetic History:

Physical Exam:

Ny MP1234  MohOpening: Y Mertohyod Disace: (5)  Neck Teeth:
ungs: By <P il ]
Heast: .g{j) @
os: AW

Pregnant: ClYes CINo CINA Venous Access Site : Spine Exam for regional -

Anaesthetic Plan: CIMAC CIREGIONAL CJGA-ETT CILMA

peri-Operative Plan Explained to the Patient: DYes oNo

_ CURRENT MEDICATIONS DOSAGE Pre-Dperative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours
2. ML ORAL<] (yers 6 Hours

3. Informed Consent: D Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other instructions:
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Rainbow® ® n: .
T B i ’ BirthRight
k Children’s I g
[ ool | ANAESTHESIA CHART Hospital .mmmm
. B tabes et 1 trwat the Jierie MMWM@
Pre Induction Assessment: i
Change in Patient Condition: OYes [OJNo ’ Fasting Status: t
Physical Status J Patient Identified [ O Consent Present I O Chart Reviewed
|_HR: ‘:f'n/m | B.P/CRT: //0/% [ SpO;: /tn7 [RR: .9'0/‘h | Last Feed:
Pre-OP | Dragnasrs : Operation: ...... 7). QCA...... Date ;4 /4/4,....
Surgeon: ... MW‘M Anaesthesiotogisl. q_q-.,e:‘mm%- Technician: ........................ . .
nue | T <
_NOJAIRIG, LPM i _
morso:ssvo — J Aniiiotc k
N rv|"”;inf AR I:E = Suppestory | !
F |
| | | i
- i - 2
- |
s | | ;
WY DI IR ) . i }
£100, > = ]
:cs ] é;'r) | [
o ] s |
!
= 8 '
i ora
8P 240 I
V' Systolic 220
-
T :
:""""’:::: 180
Torost Pack 140
Thenat Pack Cut 1 =
80 -4 ;r ._' =
o ;
4 [ e = 1
2 /
10
[1]
| 886
LAB Values
[Ga
quipment Checked and Temp: Induction Fegional: _
tional O HME O Fluid Warmer Ow O Inhat i SO o i,
BP O CingFim [ OH Warmer O Pre 0, Orst gsw O Epidural [ Caveal
o %@o\b— 0 Hugger's [ Gotton Woor O Others
b R 0 Gner Pusltkn O S r:/ mh.-
O EXG Lead O Mask  s6a
o Site O Aeway Qoml  [JNasal Stte: .. &_QL
o Monitor (337 BRI o .. €M NeeclgSlu Dmh:.
: O ol ONesal O ot Parasthesia s iiog
t Monioe
o %fl Oximeter 5 a T""““’”WUTW Cmrerasﬂ ......... ~tm
] nograph a Druq TS Drug Na Cane:
O Ventitator Ansesthesia: O Awake O Direct Vision Botus: "‘ﬂ’j
O Nerve Stmuiator O Ga O Vvideo Laryngascopy [ Stylette / Bougee IMusian
Position: _ W mﬂﬂnmﬂnﬁa Care gﬂ Fovopic . ok Lot
O Pressure Poifis Checked Difficuty Why? ”“ Comments: ...
Line (Slu & Location) ' Transportation to
Eflc_'“: : [ sitat = B O pacy Oicu %%ﬂ
D ?" O Semi-Ciosed Circle Relaxant Reversed [ Yes ONe [OOna
ape &
(] g ;:::fa K Name of the Doctor -xc,,ﬁ\’\w
ke v Signature of the Doctor - . ; i
M)
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T remower | R aren's | & BirthRight
Hospital BY RAINBOW HOSPITALS

POST-ANAESTHESIA CARE UNIT RECORD e | T

Received in PACU by : a/,,;.su?hJ—L Time Received : ..o 2 2. f2rm e Time Discharged : .... b1 220
gig 223‘; T LTy _T
w 230 230 | [ 0, Mask [0 Nasal Prongs
L = 220 | [ Tracheostory [J T-Piece
@ 2 210 | 4 oral Airway O Nasal Alrway
g e %
[+
% 11?3 1:'3 Vomiting - O Yes CINo DIUG: rermasglmrssimmmsese s
2 % 112 [newe: DY OV
v ‘;;: 4] :;g Drain: OJYes Oto
A oY 120 | vrinary Catheter: [ Yes CIN0
VTR 0 | crestrpe:  OYes OO0
5 9% 0
o B0 80 Hil Oral UWS
- 7 [ 1 70 )
N bl B i TO | PO s
w ® s0 | Oraifeedss ..
A W %
v = BREERE
20 20
10 10
0 o
SPO,
POST ANAESTHESIA SCORE MINUTES
(Mo : Seare) IN 30 160 | 20 ouT SCORING INTERPRETATION
T ort 4SS VO e =i Ao SN i A Minimum Total Score of 8 s Required for
‘Able 10 more  exmemites voluary of on commEnd =0 Discharge
mwwmuwm =2
Dyspnes o e breathing =1 RESPRATIO
‘ «i w07 =l Exceptions to s, are o be explained in the
B e e Aoaesntc e =2 ecusmON 7 2 | space below by the Discharging Physician:
§P = 50 ol Pre Anagsthetic leve =0 7 ;
mnm 23 covsciousness
Not responding =0 g . Z)
Pink =2 =
Pale. dusky, bioichy. @undiced. otfer =1 COUR {2_../ ?_
Cranctc =0 7 0
TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score intervention ) Signature

_ e

7

P

pain Tool Used: CINPASS CIFLACC D3 Wong Baker CINPS Reassessment Frequency:
1 Every eight hours for all hospitalized patients.
2 For post surgical patient, patient with chronic pain. patient with severe pain

Anaesthesiologist Name : o vy 2 hours for st 24 hours

Anaesthesiologist Signature: ... _,“_,Sc)‘——f . : f’ﬂ::f:;ﬂ“’;:::l:l:mm

Date & Time: With in 30-60 minufes after pan refiel intervention
PACU Nurse Name:  covomen _9/»'(_91.1# Transferred 1o Unit by (PAGU}:ﬁ_ £ g«-—fgo L.’L
PACU Nurse Signature: s &01&591 ....... S Date & nm}&fj’ | 24 €. {I-Na‘?]?’h

*Date & Time: 1‘9/‘[ ..... 'z,,{ ....... @..) ,5"f-
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: Rainbow® . Sia at

| Patient Sticker [ - Children's | @ BirthRight
Hospita[ .mnmnmmsrmu S

It takes & bof to trear the dre. Your Right t6 a Sale Delivary

Department of Anaesthesiology
EPIDURAL ANALGESIA [.<CORD

\

Date: ... R (1) [: Pruceduredoneby ................................

L EG— . Technique (LOR/LOS)..............
Depth: ..o Catheter at Skin: ... Attempts ..

Parasthesia : Yes/No if yes arls .

Solution Composition :

Any other issues :
a)

CSE /Spinal /Epidural

Infusion Rate \ . Level Maternal
Time (mm) Bolus (ml)\\ Left Right BP | Pulse FHR Comments

Delivery Details : ~ Time - srreseesensnnne APGAR: L. SVD / Inskumental / LSCS (if LSCS Details)
Catheter Removed e T ——
Patient Satisfaction

' Discharge /Shifting ordered by
Doctor Signature: ST i estinsiosii s
Doctor Name:

Date and Time : e
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Children's | & BirthRight
INFORMFD RNNSENT FNR VAGINAL BIRTH Hospital | oo

SNC-00028019 |P18-00036482
Mrs SAPNASHREE S
17-11-1989 286Y7TM28D (F)
PationtName ;27 MATHANGI RAJAGOPALAN i UBID N0 cooscunmensisossussonssspsarssopassnsssssssssssassssasasss

A1 T

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure s to deliver the bay vaginally.

e & @ ©°

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

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

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

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

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

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

Name of the Doctor performing the procedure: ®' ................. .

Consentee : Patient Attendant :

Signature : ... 9k Signature : 77'!4"36”“’1 .........................................
J Vs

Name : ... a}vfwx \ges NAME : ... K0 Kl s sessingassasssssss

i b @y e

Wikagas: Doctor (who is,faking meqconsent) :

SHQNAIUTE © ...vooovvevevsssenenseresssssesssensasssssssssssssssanens . . Uk

NAITIB . cosvsssrssmansommmmsssmersm ettt Name : .. - SIVELACM.....crmsssmsssmsnisins
Date & THTE © 1ovvoreeresreerssmsssssessesessesssssssssssssassssnss Date & Time : TL?[:'T[ 20 @Lf o

Docu. No, : RCH /FRM / CLINICAL / 028
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1t takes & lof to trest the lite, Your Right te a Sate Delivery

s INDUCTION OF LABOR CONSENT

Mrs SAPNASHREE § ¢ 00036482

17-11.
r i 26Y7mMz3p
RAJA

- i .

i ;
You are scheduled for an induction of labor on...... ‘5[0"113,0?_;. ................. (date) at 3"]‘*’%@“"1‘)& W eeks of gestation).
T T .- . MU ——

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

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

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

The alternative to induction of labor is to wait for faborto start spontaneously.
| have read the information provided and also discussed the process with my doctor.

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

Patient Y Patient Attendant:
Signature: Cf’ #J W"QW ..................................... Signature: 77"&*2‘?‘;."!1"' .......................................
Name: CpﬂfﬂMh"“ ...................................................... Name: KF”W\'\LUW\“Y ...........................................

Date & Time: .....\.S. ’g._b@ .......... Relationship with Patient. . RSN v
{‘SF ﬁ?"* Date & Time: \f}?}%ﬂ.&@&.{,ﬁm

Doctor: Witness

TV 111 (1 TR 00 eSO P R B SIGNALUTE ...voereescrsenmassssesssssssresmissssssssisssss st snssasses
Name: NAITIE: ©svsveseeeasseessessracsessssassehsssasss e aasassdeb s s m s b
Date & Time: ..J.-s;“.(.'»?"l : Date: & TIMBT o.viicousiiisisivivsissmssnssnsssssmmassasnssmsansarerssronsapss

Docu, No. : RCH /FRM / CLINICAL / 173
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ight to-a Safe Delivery

Or. MATHANGI RAJAGOPALAN
1t takes a ot to treat the ite,

R
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1, Breastfeed initiated?
. Ye b. No

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

2. If No, Reason

3. Nipple condition:
4ple well formed
h b. Flat nipple
¢. Inverted nipple

~1d. Short nipple

4. Milk flow:

O &
ﬁs of colostrums

O ¢.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with a back support

/Eﬂ\zoulder-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

No. : RCH /FRM / CLINICAL / 080 PTO

- "/



6. Waw explained:
T_aYes

. b.No
7. For Caesarian mothers:;
_;,-aﬂ:?qer is required sit and feed from the 4th feed
b. Please explain football hold
8. NICU admission:

- & Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional notes: R e nasere s S s b sas s,

Continuity of Care: Date:
; § o

P _

T —

£ B
H“‘"" l

2
=

¢ : 2 X
Handover given by g‘*’ Handover taken by ‘_1@\4
Ao B

Date & Time: lbfﬁ;}ﬂ;@% Date & Time: \bﬁfrﬂw

Signature ERL RO R ER OB |
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N Ehldt“l’ @ BirthRight
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TRy Hospital P oo

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: l.'.‘*..!..\?.’?t!.eal‘a Time: ....... | ltom' .........

0 ~ 26 kg/m’
ORI siivsssns . Height: \b"’t*ﬁ'&'\ Weight: .X@.r.b.k%—.... BMI: £ 28 kg/m?’
01 ~ 30 kg/m'

Diagnosis: EMERHLEM LY e 72 T
. ] R

TypeofDiet: & Liquid it O Normal () Diabetic B %"C&ENN’(
[ Vegetarian @ Non-Vegetarian [ Vegan

Diet Advised:

Liquid Diet—ORS/ Coconut Water / Butter Milk/ Barley Water/ Soups T
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet—SoftRice, Daland Vegetable Curries Soft Cooked, Curd &

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

vl

Patient's / Attendant's Dietician’s

Signature: Sf’;%&w ............................................... Signature: ;f\ﬁtyﬁqlm%éb .........................

Name: Cpﬁfh@’ﬁ[\?az ............................................. Name: Agchaqz:vmﬁvim
Date & Time: IQ[Q‘%[:G@I?—\O?N\ Date & Time: [’-}\"’%‘lcﬁ\\l\O?M >
Doc. No. : RCH/ FRM / CLINICAL / 195 ' (PT.0)
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