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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

v VRGO

Certifiedthatin respect of the above patient:
O a Thereareno drugs for return
O b. Emergency cupboard issues have been replenished
0O c. No pending indents arethere againstabove patient
0 d. Checkedthe bed side cupboard of the bed

O e Checked by the patient’s Mother / Fatherinthe room

VZ
b/
PatientAuthorisedSign Nurse S X/QA/ Pharmatys1gn
DG, cooverrrerrresmensresees Date: \ Date: 99"1‘%

TITIE covinrmempsamarmsceses Time: \O‘L\{u TIME: .ooeee [ 9<LFM
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Mrs GAYATHRI K
18031997 29Y4M3D (F)

Or. IAATHA

| | (T i
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= frirth= ren's
L “Er-th ks Hospital

o
@
DISCHARGE TRACKING SHEET
/\R\ ?to v
UHID- FLOOR- . NAME OF CONSULTANT- g
. ACTIVITY INTIM | OUT NAME & REMARKS | <To be
E TIME | SIGNATUR | filled
- E ; by
s Admin
— % >
Activity Sheet
update by /
Nursing A
Activity Sheet o, L/
update by ‘&
Pharmacy







ACTIVITY RECORD FOR BILLING

GUC-00090033

*irs GAYATHRI K 2
18-03-1997 2veM2D (F) IW"
Or. MATHANGI RAJAGOPALAN b

T et

at the lice.

IP18-00036543 »
-

™
@ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NP [\(\W;U(WOL%??" ..............................................................................................................

UHID I;lo: OI‘DO‘?E
Date of Admission: &.D\:H)k | {1 H———

Room / Bed NO: ..cvvuummmmmsnssssners Ward: .veeceeeessermesnisens

WARD TRANSFERS

IP No: 3&913 Consultant: ‘,i\ﬁ'm

o
) Dept: L—’Dp‘
Date of DISChAIGe: ......ccoiceumssssesunsesenses TIME: 1ocverirmrernnssninss

Suggested Billable Ded tyPe: ..o

Date Time From To‘ Signature of Nurse | |
oEe | oaopm | DR Glldfooy |4 %ﬁcg{
; y ) (;l =
| se|Tl2e q.fm | Shistlee | D
g o zopn | LD Cis i Skl a=es o

™%

CROSS CONSULTATION VISIT

Doctor Name

Date Order No. Signature

LA

/1A

8.

9.

10.
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"~ [menica EQUIPMENT(W'ARD;& ICU) |
Name of Equipment e Disc(}““e‘:ﬁ"g Order No. Signature |
.Date ame of Equipmen ime ime
aon T O m%@o;// et
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PROCEDURE

Date

Procedure Quantity Order No.

Signature

FEL | 7 plavesss | ()

22029

7‘?

@grtdﬂ/ )

HAISN

Date: @%’é\k

ANY OTHER INFORMATION:
Dm%&lh—)%@!omnmnm
}m&meﬁ“r\an&”

cres TG e B

..........

Prepared By: ...

Staff Ngg

Shift / Ward

Billing Assistant

Billing Supervisor
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DISCHARGE TRACKING SHEET

WANIE OF CONSULT, D“mmm

T

GU(:-00090033 1P18-00036543

Mrs GAYATHRI K

18-03-1997 29Y4M4D (F)
RAJAGOPALAN

I

by Nursing

UHID- _ FLOOR-
ACTIVITY TINME NAME & REIMARIS <To be
SIGNATURE filled by
Admin>
,_ Discharge
ﬁ Announcemeént
INTIME ouT
TIME
Arrangement of File

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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S Rabows | @ BirthRight
PATIENT TRANSFER FORM rospital _ | () zausoneims
T s e IP18-00036543
] ;fuf 3:;;;% ‘ DYams { Date & Time of Admission Date & Time of Transfer Order
- MATHANGI RA A op !LALL F) . =
Wiy~ | sobobat wlipy aifylboct 2P
| Treating Consuitant Name Transfer Ordered by Reason for Transfer

Do ectfacys | D KT Uhsenethi;

From Unit To Unit Information to Attendant
L@Q— geﬁ -ﬁo (] Yes% No[]
Number of Sheets in Clinical File Number of imaging Films Personal belongings including

clinical documents. If any handed

LY over to attendant
w}) o ? (IP CT/V? Yes[] N%
Wf’d If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
1.
2.
3. -
4,
5.
Shifting Summary / Notes Written by Doctor: Y No B ¢
pd S }#i;?mf
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

J I-H#@L(m(/ D mhiTre
o A1 ¥ad
Patient & Clinical Records Received by : st\ Bﬁ-}q-ﬁ

Pauiy
Date & Time of Patient Received : 4%;‘#10 AL

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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"' iiim Children’s % BirthRight

T ozpi - | @ e

.l-ui'ﬂ*
\}.\H\Luo VUNSULTATION FORM

DOCEOT NBIMIE  ceeirreisvirssreresnedessesesssionsssibssssrassssassassssisnsasnassisssasss DAt L iieirenrererseasnasrassassassrasrers B D coivussnariniessassarasss

Diagnosis : ..evreereess

[ Emergency
O Urgent
O Non Urgent

Hospltal?\pmo’éwugwéﬁf; Typo of Referral :

Referred for: O Opinion O3 Co-Management O Transfer of care

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

mnakaﬂ Eon and Adveus (NvD)

Signature:

16 physiotherapmst Noliz /@f,m‘mﬂw%cpﬁ
Mg Cehody™
- Avord ‘Qijahn@ wug%c-/pw.cvr@ o foueRin
§ weghls [/ st Lirinp oo for 2rsmatis’
D - dyug down poestuse [Sicte Lyyng (2 0ibion
- Pcaskpeeding pestusc [ Straus Rl AtArg o
foot /?uropm"@
- Dcapers &@va#ﬂa (POsHer
- Pvoid ,/t‘/wz%ﬁﬁ Ateng

Consultant ; . *
Name : @j, ..................................... Signature : .. Y S R—— Date & TIME : vovveerrerremrensensens

Doc. No.: RCH/ FRM / CLINICAL / 049
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RAINBOW CHILDREN’S MEDICARE LIMITED

#157 - 160, Anna Salai, Guindy, Chennai - 600 015. E‘;’,‘,?dbr‘:’,‘,' s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
1t takes 3 ot t trest the ittle. Your Right 1o a Safe Delivery

S.No. 2620 NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
| Patient Name : MRS CrAvATHEY ¥ Age: - “ Vepre Gender: Yevra g
UHID No:Uit - QU0 F0p 12 3 PNo:!'? - 0003y 3 Datedy ) 0 | ac sz Date:ny ) oo 2038
Diagnosis: Y@ Y rn } , 22WEFEKS + & DAVS ' LApoue Aripycavoin Time:
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials / Ampoule Remarks

1 Inj Fentanyl Citrate (100 meg/2ml) - e
2 Fentany! Citrate 25 mcg patch - "

3. | Morphine Inj 10 MG / ML £ -
4

Pethidine 50 MG / 1ML Gorea 1)

¥
Doctor Name:, P . PAVITHEA Doctors Medical Council Registration No.
Signature; % Lyl

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed

6O 3 3 s
IP Registration No: .......15.5, 050 LS T3 oate: .20 21 202k
Aadhaar No. 0f the patientOPHONAI:...........uvsimsirmsersemrsmsimmmsisssrsssasresseerssamssssarmrssansessemessenssenss

1. | Name Remlrh
2. | Complets postal address (with contact number, if any) A m(—‘f’tﬁ’r’ o 1 '_ﬁg EIHAIVAL wirl kovy
/| 3. [ Brief description of the illness reim 132 Wee k5 44 DAve [14p0
4 ‘ Whether registered with any other registered medical practioner / NALLaESIA
i recognized medical institution (if yes, details to be recorded)
5. | Details of essential narcotic drugs dispensed N
Signature / Thumb
_ Date Name of the Essential Narcotic Drugs Quantity Impression of the patient Remarks, if any
N!O“ 2ol | Jny- PETH Dy sk Lotvia @ b v K
v
: . {
L-“-v
Dispensed by (Name & ID No.): ‘Af‘ Q’bﬂ \& =4 gf O3 7 Signature: 'é}' % (\#ﬁ-f
Received by (Name & ID No.): S/ﬂ ﬁ ' /5,\ fu_q & L*!?d Signature: gl t ,.1/'
@ ‘? ‘&) o A,f

Docu. No: RCHBH /FRM / CLINICAL / 133
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Rainbow® ® - L
Children’s BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the [itte Your Right to a Safe DeliE
INSTRUMENTAL DELIVERY PROFORMA
OBSTETRICIAN | & . Matfcns,
Patient Label i
ANAESTHETIST
3?::3:?3; ‘ IP18-00036543 ASSISTANT B PC’\;\,’I 'HT’YYC\
18- 31997 29Y4M20 (F]
or. ‘ITTTMH RAJAGOPALAN DATE :1]\ J‘[l 2o20
| 1T T TvE 16" 3, 4™
N
PLACE BOUR THEATRES
ARD
CONSENT EPISIOTOMY BLADDER EMPTIED?
JERBAL) /  WRITTEN | (YESD - | NO | FOLEY  IN/OUT
: ANALGESIA CTG LIQUOR
o PUDENDAL / SUSPICIOUS / BLOOD STAINED/
AMOUNT USED o wMLS PATHOLOGICAL MECONIUM
OF
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL / SPINAL NOTES IF NOT NORMAL CTG) O /5 PALPABLE
| GA
VAGINAL EXAMINATION
NUMBER OF CMs DILATED loem |
STATION OF PRESENTING PART A 7 0 [ +#1 |/ @f +3

POSITION DOA/ LOA / ROA / ROP [ LOP/ DOP / ! ROT
CAPUT @ + ++ +++

wouome (0 + o+ rt
o
INSTRUMENT USED
KIWI cup) / NEVILEBARNES  / WRIGLEYS / KIELLANDS _ / _SIMPSONS
NUAL ROTATlortl,-a TIME OF APPLICATION No. OF TRACTIONS
YES
o1 36 Ay P
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
YES / o)
(FULL DETAILS IN NOTES) IO 3k Am

Rainbow Children’s Medicare Limited
No. 157, Saidapet, Near Little Mount Metro Station, Guindy, Chennai - 600015.
For Appointments call: 1800 2122

you can take “ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in”
CIN : L85110TG1998PLC029914 info@rainbowhospital.in www.rainbowhospital.in




Brief description of delivery and perineal

repair.

(Please mark ventouse position on

diagram)

EXTENT OF TEAR

PISIOTOMY / 157 degree / 2"° degree / 3A / 3B / 3C / 4™

ree (If 3 or 4", please complete proforma
plete p

SUTURE MATERIAL USED JTURE TECHNIQUE PR &Y,
210 VICRYL SIINTE PTED
(number.........) 310 <IN CLOSED? o |(YES) /No @ NO
VICRYL (number......... )
OTHER? RAPID ViLRY( &
SR AL YRR
FOLEY CATHETER SWAB COUNT ANTIBIOTICS | ANALGES
YES PRE - REPAIR _ Csrec} : IA
REMOVE ... POST - REPAIR v c 4 (YES?’) /NO _
scrige | (YES) /
(SHOULD REMAIN IN PAngﬁL‘;MOL DiCLOgSI’EgI: ON DRUG NO
SITU FOR MIN OF L @; #2 CHART) | (PRESCR
12HRS IF REGIONAL IBE ON
BLOCK USED) DRUG

CHART)




;u::.mwnsa
Mrs GAYATHRI K
180 3-1997

or. |AATHANG! A

PARTOGRAPH

—( LABOUR

o \eﬂﬂ'

Labour: D1Spont CIIOL-PGE1 X2 P Others
Indications for 10L-Accel: 1 None EGaytocin
Memb. Repture Type: O<hoM  CIPROM CIARM

Presentation: [2Vertex O Breech [l Others

’L Anesthesia: me

——(_ DURATION OF LABOUR D—j

s

Y4m2zo

(T

|P18-00036543 %
- = (]
® Rainbow
Children’s @
Hospital

It uikes 2 lot o

Maternal: CHome O3 Pyrexia OHTN O Others
[IAdequate O Poly Tear
C1Blood CIMeconium D1 Cord: ....ooovvvennees

O Yes o

Liquor: 1 0ligo

Shoulder Dystocia:

. BirthRight
BY RAINBOW HOSPITALS

——INTRA PARTUM COMPLICATION }——

(" DELIVERY DETAILS

—

O Epidural

Non-epi:  [Qocal

Del. Type: O SVD

O Spinal O General

O Asst. Breech O Twins

AVD: 01 Outlet I Low Forceps mﬁ“ﬂse

O Trails of Forceps

Indications: Wb«ib&whrub1n _axth !
maderaal e

Application, Locking & Tra%?mn: ..................... AN
Duration of INStrumentation: ..........ccvemneerrmemmmnnee
ND. OF PUIS: ooevvvnessnennnsmssessnsmininsiinsinmmmmnensennes
Catherised : ClYes [3463

O Fileys O Plain

Perineum : CJ Intact Ef_épisiummy O Tear

Type:

Suture Material Used: . Rapd, \”f/f‘j |22 .-:i?.v.i.rmzj,

— STAGE Il
Placenta: &Ndrmal O Abnormal
—ETET

O Atomic

O RP Clots
O MRP
_None

LACEIALIONS: ....voveeessesessnssssmenmismasississssssssassssenssssassasess

[ Retained
PPH: O Traumatic

(i g1 | r R ——— L L
Perineal: C_l:"g'o’h‘”““:’l*
VLT € ST TSR R Ry
Blood LOSS: ...covvvvveees 32 "W”‘\ .......................................

BI0OD TrANSHUSION: ... N

Other Details (if @NY): ..o
Ractal Examination: Nevmod ..................................

D

1st Stage: "f‘"m

200 S12GE: e OIS

h

3t0 SLAGE: <orrroerevrerere ZRAAL it
Duration of Active PUSRING: ...

NO. OF VE'S: 1.oovoeoreresmserasemsisssasssssmmsnissssssssmssasassossssess

BABY DETAILS

U -

Gender: G*u"\’]
Weight: odsalblea.. i
APGAR: gltﬂ’;orho

LW Doctor: @‘

LW SISEBE: ovicviinmmssusmssisnsnmmrenssussasmassrssssvonnssstisasiasisiies

B oy

Date and Time of Delivery: 2 el 8. 10 24

Docu. No. ; RCH /FRM / CLINICAL / 143
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PAHTOGRAPH
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Name:

Memb. Ruptured:

180

Fetal Heart o 170

160

150

Maternal I 159

BP 130

120

10

100, g

Maternal %03

Pulse 80

R
70

60

20

21

22

23

24




Time

Signature

Fifths Palpable
Moulding / Caput

Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

" Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

N

— ra (2] oo

Test r

Amount
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Record of Labor:

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: LN SIGNAMTE: .....oveoveeeveeeccrs

Maternal Condition:
Fetal Condition:

Progress of Labor;

Management: TIME: cooviicvcrrininnes SIGNAMNIIES oo

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: LR SIGNALUIE: ....ooevevvreeeeeeeo e

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management. TIME: covvvcoesvvseensoreone, SIGNALUES .

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: THMEE covercsomsesiisssnssiscisiivssoss SIGNAUIBE oo
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Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
| Children's Qs TEL NO :044-40122444
| Hospital =" WEB : https://rainbowhospitals.in

Rainbow
‘ ADMISSION SHEET
g . . LRI LI LT AR

‘ Registration Details :
' Admission No : IP18-00036543 Admit Date :20-Jul-2026 Admit Time :12:51 PM UHID ;: GUC-00090033

|
|
! Patient Details :

| Patient Name :Mrs GAYATHRI K

Age 120Y4M2D
Guardian : MrRAJIV J DOB : 18-03-1997
Gender : Female Religion
Occupation Martial Status
Address (H) : NO.5/2, RBS ILLAM, EZHAIYALWAR KOVIL Phone No : 9789946586/ 8667574889
STREET Saidapet West(mer with sdp) .
| Chennai Tamil Nadu INDIA 600015 E-mail : NO@GMAIL.COM
e
~dmission Details :
‘ Bed Type : DAY CARE Bed No : PRE OP 806 Ward Name : 8F-OT COMPLEX
Room No : PRE OP 806

Admission Type : First Visit

| Contact Details ;
‘ Name : MrRAJIV J

Contact Address

Tamil Nadu INDIA 600015

| : NO.5/2, RBS ILLAM, EZHAIYALWAR KOVIL
J STREET Saidapet West(mer with sdp) Chennai

Relationship : Husband

Phone No 1 9789946586

£V "3
5

Signature

| U tor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Specialisation  : OBSTETRICS AND GYNECOLOGY

i Referral Doctor : Google Phone No

| Co-Consultant

1

|
Payment Details : Deposit Amount  : 7000.00
Payment Mode : Cash Payor Name . SELFPAY

‘nted Date / Time : 20/07/2026 12:54

Printed By : 021591 Page 1 of 2
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Rainbi: 4 . Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennaj . Tamil Naduy, INDIA 600015,
Children's el TEL NO :044-40122444
Hospital . WEB : https://rainbowhospitals. i

dnbgyw

GENERAL CONSENT FOR IBEATMENI
Patient Name- Mrs GAYATHRI Kk Age : 29Y4m2p
IP No: IP18-00036543 Sex: Female
Consultant: Dr. MATHANG| RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX;‘PRE OP 806

The undersigned patient and | or responsible relative or person hereby consent to ang authorize Rainbow Hospitals doctors
and medica| personnel to perform medical €xaminations, conduct routine fnvestigations and administer Mmedica| treatments,
Outpatient Procedures, minor dressings, vaccinations ang immunizations during the Course of the patient's care, as in patient.

Patient, be deemed advisable or necessary,

I understang that the conﬁdentfality of all medi

I understang that | shall not bring valuables to the Hospitals and that the Hospital wij| not be responsible for the loss,
destruction or theft of My personal befongings. | assume full responsibility for all my personal items and release the Hospita|
|

"l am aware that during the Patient care jt jg inevitable that certain re-useable €quipment shall be re-used after sterilization
and disi

Isinfection, | am informed that the hospital assures maximum level of Precaution and care in sterilizing ang dr‘sinfectfng
the equipment and monitors the whole process as per evidence based guidelines",

Name: My, AV

Patient Address:

i ip: NO.5/2, RBs ILLAM, EZHAIYALWAR
eltionshi HWA})‘ ﬂgﬂ KOVIL STREET Saidapet West(mer
Date: 9_0/0'-? /.‘23),@ Time: ]ng | Pm with sdp) Chennai Tamil Nady INDIA

Vo o, 600015
Wittness Name; ,,A S G

Wittness Signature: /A :

Printed Date ! Time 20/07/2026 12:54 Printed By : 021591

v
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BILLING POLICY

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

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

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

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

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

If 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 proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

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

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

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

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

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

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

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

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

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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

Patient Name : ) UHID Number - ]
be . &?%&%"‘ GUL - OOO%OO&B

_Self/Attendant Name : P\A\";— (v- % Relation ; )
" %M

™\

/Self/ Attendant Signature ; fiv-= Name & Signature of Financial Counselor

—

Phone Number : ?é(—;—-f WH“ ng A. @«/
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INDUCTION OF LABOR CONSENT

Name: ......  cuc-00090033 IBTEOMBEE s oivonvaaseniiaai Age: ........oe.......  Gender: Male
Mrs GAYATHRI K
. 18031997 29Y4M2D  (F) .
UHIDNO . on Dr, MATHANGI RAJAGOPALAN S P N AR R LRI Date. Sesssssasaraanann

ATy

BirthRight

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

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

importantso that your newborn does not have complications dus to possible prematurity.
The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient . Patient Attendant;

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

Docu. No. : RCH /FRM / CLINICAL / 173
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Rainbons | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH  Ho:RI2. e

Your Right ta & Safe Delivery

GUC-DOMNﬁ IP‘lIM!BSﬂ
i i Mrs GAYATHR K JHID NO  1ovvenererssssnsssssessassssssssassressessnssassssssssssssses
Patient Name padsiehs GEAEE D

GOP

Gender: CJMale [ Female D'\\Wmi\’\'mmm ““\T‘NN\ TR (1) L —————

| hereby authorized the PrfOrmanCe L. v rumywiny pruvoulic.

e The Procedure has been explained tome in generalterms and| understand that:
e Theindication requiring the procedure of vaginal birth is pregnancy.

« The purpose of this procedure of vaginal birth pregnancy.

« Thepurpose of this procedureisto deliver the bay vaginally.

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

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

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury t0 urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor

dysfunction.,

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

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

| 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 L e S
Consentee : - Patient Attendant :
Signature : s %31 E— - Signature : ... Tt 2L 2 T
Name : ovevere k- A ... NaMe : .overveveee RAT UM smmmosssssiisiiais
Date & Time : Q\Olz}ﬁb  aeseneen Relationship with Patient: \"“-’SBQN’D
Date & TiMe & o 2\ Ol 2026 (T1:37em)
Vilees: Doctor (who i@‘:king the consent)
SRR S sssscsmmammrs iR SRS Signature : ... lg’ﬂ’m ..........................................
NAII | oooosveveoesssssssisssessssssnssssssssssmssssssssssasssssses Naines: .. Py . g rmc D ALl
Date & THMIE & covvvreinrrsssssmimasanssnssasasssssssansesss

Date & Time : QD[W[AMJ@
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Date

O] o] 242\

Time

Hb

I\

D - Pos)T1VE \

PCV

347

RBC

P 1|

WBC

N/L

12 )¢

Hiv

Platelets
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HRg 4

CRP
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PCT

RBS

’Z‘hOﬁ

EC4

E CHO!

K

E (G - Now

h - Sooifid

-1

Cl

Ca/Mg

hﬁw‘c%{

Phosphate
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Creatinine

Hb _Elg
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(2~ Normy

ALP

SGPT

T_C‘,HF

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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PROGRESS NOTES AND DOCTOR'S ORDER
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MEDICATION RECONCILIATION FORM
Drug Allergies: .......c...eeesienns NLL ............................................

%jt known any Drug Allergies
Medication Reconciliation will be done at the time of admission and als6 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: ........ccccve.. L.;DQ )
. (aeuemﬁamgﬂigl'::r Ezm'as) (mﬂf’.f,i,, (PO, ?.'éf’ﬁf-,, v) | FREQUENCY i ?gﬂ?g?llsg
L . , ] ~ Oc ooc
& Oc Obe
8 Oc Ooc
. Oc ooc
S Oc¢ Ooe
6 Oc ooc
7 Oc Ooc
8 0c ooc
9 | Oc Ooc
10 ¢ ooc
‘ , ( * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : QT’QW&A@V; g e 2217

Date & Time : ,:),_Qjoq\&ow .
Nurse Name & Signamre:g‘l..l\\ﬁk........ LAV ...
Date & Time : &ﬂh’l?‘?ﬂb
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!
ME_DIGATION RECONG\L\AT\ON FORM
Drug Allergies: f\;\}k ................................................... [0t known any Drug Allergies
Medication Reconciliation will be done al the time of admission and also whenever there is changeé
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shitting from ICU t0 Ward, or Ward to ICUs)
Shifting From: SH‘HOQY Shifted t0: QTN E - S
' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPTALLETTERS) | (79 mzg) | (PO, NG, SCV) FREQUENCY | S Time | ARG
1 Tns - L upALEF e TN ?mS ¢ 0ot
2 | gc ooc
3 Oc Qo
4| Oc Ooc
5 oc Ooc
6 gc d De
: BEE oo o
P Y s

' 8 \ J - ‘\Dc ooe

9 \ \ poc Qoc

10 \ \ poc 4oc

_ . * - Continue, DC - Discontinue

MEDII.‘.NHDN HISTURY'HEGBHBED / VERIFIED BY '

Doctor Name & Signature : @I‘QWW ............

Date & Time Q“*O]“ﬂlg’*”l‘*’ .................................................

Nurse Name & Signature: ‘?-“\5%&5 .........................................
Date & THe & b olt\2h.. ... AT

.Ho.:RCH!FRH!GENERAHDN

Docu
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.. Signature ..

VERIFIED BY : NAME ......cc s

_ s  |p1s-00036542 Rainbow® . i i
O aaYATH K i Children’s @ BirthRight
13-::3-199? Y Hospital . By RAHOSW HOSEAIALS
\\\\\\\\\\\\\\\l\\\\\\\\\\\\\\\\\\ o
Date of Admission: QOHD:EJ Drug Allergies: ............... ] Nof known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
. Urlyonachartshouldbehusealawmm When the chart is full, a2 new supplement can be kept within this
drug sheet folder.
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug ~ 3) Right Dosage  4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Date
DRUG : T

Dose | Route |Frequency [Start Datel
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: C1Yes [C'No =) Not Known
g UR CT T
E Surgery / Procedure: Post OP Day:
g o Shift
§ Medical Condition
§ (Any special condition to be noted):
2 | Diet:
Allergy: S Yes CNo | Yes ONo [ Yes (INo | Yes CiNo | C Yes O No | Yes 71 No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: C1Yes C/No |C)Yes CNo| O Yes CINo [ Yes CINo |1 Yes —'No | = Yes L No
£ | Vital Signs: Te;::f
§ Sp0 :
o y
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes CINo [0 Yes CNo | 0 Yes CNo [0 Yes ONo | O Yes TNo |1 Yes O No
Physiotherapy:
g Others Specify: [r1Yes 0 No | Yes 0 No OYes O No | Yes CINo | Yes C/No| ™ Yes £1No
E Special Diet:
g Critical Lab Test/ Values:
& |Other Special Orders / Medications: | Yes - No |0 Yes CINo [ Yes CINo [0 Yes ©INo | Yes ~INo | Yes = No
§ PU Prophylaxis: “1Yes C1No (1 Yes CINo |1 Yes ©INo [ Yes C)No [ Yes ""No|L1Yes . No
DVT Prophylaxis: ClYes CINo O Yes ONo|OYes CONo | Yes oI No | o Yes CINo |2 Yes [ No
ADL (Dependent / Non Dependent): ’
Post Operative Procedure Special Orders:
Handed Over By Name ;
Signature /1D ;
Date:
Time:
Taken Over By Name :
Signature /ID :
Date:
Hme:
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LABOUR AND DELIVERY NURSING ASSESSMENT

Baseline Information:

Admission From: O 0O
Primary Language: [ Telugu
Do you require an interpreter? [ Yes

Source of Information: E‘Pﬁa

Date of Admission: ...... 3’0 1-'3({3-00.10

OPD Adplission Desk [0 Others: SPECHY ......vversrereerrmssressssesssssmssssssssessssassesaseens

[ English O Hindi
0
O Family [ Others

o i

Personal belonging if any: ge%ky O NoseRing [JBangles [JAnklets [JFingerRing  [JBracelets

-'Q’hem?fl Uﬁa’@ﬁ‘f{

1L, oy < B B A b (L R PR N e
Allergies: [1Yes ma"}uMedicaﬁons O Blood Transfusion  [IF00d T OMER: oo

VES, IR Lo i i st s tins it
ChIS ComPIBIIIE: . .c.cooomisismpmisimpsimmmirsmisnimsammesmssmivsm Doctor Notified on Admission: s LINo
M mefﬂfm]’* Name ofthe Doctor: 101 SOPeDQNE....
................................................................................................................... Time Notified: 1)9“')
Past Medical History: Obtained From D“Paﬂgﬂ O Family Member O3 Medical Record [ Other (specify) ..................

Past Medical History 4 Past Surgical History Previous Hosplial Admission

0, o
M fad pon P4 g e By
QY P puetiye % -
Jn o

)'}S"
Blood Group: .. ... LMP:. 23] o E EDD: Q.DH p% Gestational aue during admission: - % 'ng"c
Contractions: . MU Vaginal Discharge: .....A\[D.
Obstetric History: G ... bdunies it Previous LSCS N’U
Height: .} 3. Welghrg, '3BBMI 9—“3 [ '] 60
g .87 wr. KRB . 20HN g 10O [0F 5p0, JROL.....

High Risk Factors: (Pleass select by

ticking (v ) the box as applicable)

0 Hypothyroidism

0 Rh Incompatibility

[ Fertility Treatment

[0 Hyperthyroidism

[ Previous LSCS

O Preterm Labour

O Hypertension

O Gestational Hypertension

[0 Others: (Specify)

O Diabetes

[0 Bad Obstetric History

O Anemia

C2Qpesity (BMI)

| &wlns/ Multiple Pregnancy

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

Family History: O No Abnormalities Detected
O Heart Disease O Hypertension [0 Diabetes Sn]:ke O Seizures [ Kidney diseasa

O Liver disease [ Other......... VhD')‘F\@? : ” N 'FG{M Tg)@’“l

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

Pain Assessment:  Pain; G'ﬁs? O No (I Yes, complete the Pain Assessment / Reassessment Fonn)

Fall Assessment: CJYeS— CPNo  Score...gA.{)..... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: E]Yas7 CINo Score..... 33 ..... (complete the Braden Q Sheet)

7
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

CJ Mobility problem [ Walking Problem O W?malﬂy Detected
O Developmental Delay [0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
J Overweight [J Poor Appetite > 3 Days [J Needs Therapeutic Diet. < -
CJ Under Weight O] Diabetes Melitus D@nmeﬂ&y Detected -
Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Dﬁlﬁl& Cooperative ~ [J Restless [ Depressed [ Agitated - [ Confused
[ Othe

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

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (3 Single O-Married O Divorced 0 Widow

2. Special Habits:  Smoker: [J Yes D‘Nﬁ7 Alcoh?buu: OYes G'!? Drug Abuse: [JYes DN>

Social History: Lives With ........c.ccc....

Orientation has been given regarding the following aspects:

Call Bell in Reach : m No Waste Disposal Explained: Aves ONo :

Infusion Pump : EYZ O No Hand hyglene Explained: Dys EINo O Others
Above information givento ................. L8 /8 L a

Name of Person Orientation was given to: .......L.L5.Y..3. UTGU{QW '

Orientation not given Reason;

Nurse Signature: ... Zﬂ nNHkE 11701/ O | ¥ost

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

Nurse Name: .

Date & Time: ... 8’0 H b,@, ed'l?z’D)OQ




1550
\P‘\““w
)
0900%%
QUCO e © 20Y ul‘

«;»ﬂ';\’\f‘\'{\\\\\\‘\\\\\\\\\\\\\\\\\ Eﬁ’%; ® girtrright

OBSTETRIC TRIAGE ASSESSMENT FORM
Date; QOFHQE} Time of Arrival: Zm Time Seen by Nurse: ],Pm\

1) |Level of Consciousness: [J Conggious O Semi-Conscious O UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

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

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

O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement ﬂﬂaason m-:"D A NS —

QMPulse gDH... RR:20K sp0;: [DY... BP:)..P??%.DWeight 953?‘5

3) Vital Signs: Temperature: .

4) Gestational Criteria:

Gravida: 6 | P L A
......... .3 1 }.ﬂ?l EDD: QZDTH.’.L{? Gestational Age: 33774?
Uterine Contraction O Yes D'NE] O NA | Onset — | Time .| Frequency: —~
Membrane Rupture OYes | O NB? O NA | Onset | Time  —Fuid Color: —
Vagmai bleedinu OYes | ONo) ONA | Onset | Time _— | Amount:
If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia éymptoms OYes | O N? O NA Pain Abdomen / Vomiting
Good fetal Movement Yes)| O No | o na | !fNo specily: -

'

§) Pain Screening: Numerical Pain Scale (NPS)
| | | | l | | l L | __}
[ I I I 1 I I I ] ] |
1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
© Locatlon Nl L/
DO .omvo N 1.6 L e Days / Weeks/ Months (Strike out which is not
applicable)

o Character N[ ([
L] Frequancy r\l.[ L
® Interventlons .......... N LA C—

6) Past History:

a)  Surgeries: .. .2—0]5( X Qéfﬂ Ky ”éﬂ}? e
b)  Medical: ..........55/- 4 ela@m“f/'—? EUPP Hﬂfe'?\
Docu. No. : RCH!FRM{CLINICAL!OQ& Hhemie Cooreddte Zu‘f}% .-JQ; an’) }jzmm (PT.09)




Fatient Sticker

7) Allergy: OYes 0O o, FYES oo,

8)  Current Medications: CJ-Prenatal Ytamin INONe T3 OHEIS: ..o
9) Prenatal Medical History:

= No? O Gestational Diabetes
OJ Chronic Hypertension O Low placenta
O Gestational Hypertension 00 Others if yes, SPECIY .......covrerrerrernrennsessensennnes
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

Catepory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)
ans Level 1 Level 2 Level 3 Level 4 Level 5

(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(esadtave) Immediate < 15 minutes <30 minutes < 60 minutes ~ }2"..,,,"?'",“'
Re-Assessment “"""“g:e"““'““ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-tarm Signs of Active Labour - | Signs of Ealy Labour/ | Discomforts of
Labour / Fluld Imminent Birth VL?bour! PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
eeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37

Mild hypertension
Hypertension > 160/110

Hypertension Selzure activity and{orheada:rw.s?;sml &w“m“”‘““wm
disturbance, RUQ pain m’]’“

Atypical FHR tracing,

Abnormal FHR tracing

Fetal Assessment abnormal dopplers
Non-Fetal Movement | piaasad fatal movement
®Acute onsite severe | @Major trauma ©Abdominalback pain | @0ngoing assessment ®Anything that does not

Others abdominal pain ®Shortness of braath greater than expected in | from out patient clinic seem to poss threat to

®Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Fank pain / hematuria work) oCervical ripening
@Cord prolapse @Nausea /vomiting and /of @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarrhea with suspectsd previa
distress dehydration ™ and /or| O:Q-bomd visits (ie Rh{

o@Suspected sepsis

0
Time seen by Doctor: IE“\

Nurse Name : \g’ll\ﬁﬂ)e
Date: 901.:1'{-)&’ i

o\
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY sun{;r wa

DS . BN i
Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 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 11
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
Stilibirth in current pregnancy 1
Transient Risk Factors

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

| Hyperemesis 3

' OHSS (first trimester only) 4

| Current systemic infection 1

' Immobility, dehydration 1
Total RE,
Signature of the Nurse Q M%@
Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: LGl T
Mobility Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L\ kp
without assistance. to completely turn self independently. independently. u !
2. Cholrfast : 3. Walks occasionally: 4. All patients too young o ambulate; A
“Activit ) Ability to walk severely limited or Walks occasionally during day, but for OR wolks frequently:
of m;;zg;giﬁ (I:en'f.i:;;? .bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at lgast twice a
P 0 and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 2
wheelchair.* shift in bed or chair. 2 hours during walking hours. - 2.
1. Completely limited: 2. Very llmited: 3. Slightly Nimited: 4. No Impairment: ==
Unresponsive (does not moan, flinch responds to only painful stimull, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit

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

Sensory Perception

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

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

ability to feel or communicate pain or
discomfort.

1. Constontly moist:

Molsture Degree Skin Is kept moist almost constantly

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

3. Occoslonally molst:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin Is usually dry, routine diaper

ski::s“::::se d by perspiration, urine, drainage, eic. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
{0 malstire Dampness is detected every time 8 hours. avery 24 hours.

patient is moved or turned.
FRIGTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem:

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

Friction . Occurs when
Skin maoves against
support surlaces
Shear Occurs when
skin and adjacent bony
surface slide across

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

repositioning with maximum assistance. |

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

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

!
3
1
L

| S

1o 1 e

oneg another
1. Very Poor: 2. Inudequaie: 3. Adequate: 4. Excalient:
NPO/or maintained on clear liquids, Is an liquid diet or tube feedings/TPN, Is on tuba feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals. maost of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than haif of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy producls.
Protein intake includes only 2 {ood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. (-’ l;e
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 oifered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may MNormotensive oxygen saturation may :
Tissue Pe::ﬂs;:n & < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be wa“ﬁm s::llurall.ogl ‘7
Oxyge does not physiologically tolerate < 10 mg/d: capillary refill may be < 10 mg/d!; capillary refill may be i hgb; capillary ©
pasition changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < £58C0NCS
TOTAL SCORE b |oF | %K

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

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

Evaluators Nome - |o

%Wﬁ%




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay




O
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THANG! RAJAGOPALAN
iR = e @
- _ ren’s I igh
Date Time | Pain Score | L ! SSESS MENT FO RM !!.(_’_S“Ph!_ﬁlu . z'namaowuosprmf
(0/10) ocation Duration Acuity e “Moditying |7 Your Right 1o a Safe Deiivery
_ i ra atient / Family
3’0 H’% _2” V}/vo B u‘b’l;\ O Continuous | [J Acyte OSap O Factors Educated Intervention Sign
l /é : U' c9errn0 : ent | O-€fronic O Aching [ ::25,19 O De ?ing o N?S CO’%@Q ﬁl%e(ﬁ{ﬁ_
ntinuous | [J Acut . o
__%0} H2b | M\ | oo | — st b :mel OSa0 OO0l | O orasig | 0 v o F?#\x?;‘a " oty
@CM nic O Aching 07 Burning | [ Decreasing | LG wn.\,l y U{b‘
20kflo | topn 2o [BAE 0 o | Gite 5w | 5 O
fo- | itemient | O chroni . Ul O increasing | B Ves '
\9@ e ic O3 Aching (3 Burning [, Deereasing ID% © W.-?
R o o e 73] Vel
¢ nterm , O Increasing | [3ves
N ittent | O Chronic : . - 9 ,
Y holye] 5 om i s | G| o |28k )
9\ W) 2 [ (0 1841 £ Contiouous O fcute OShap Gl | O reen 7V
% Intermittent | 7 Chronic [J Aching - (7 Burning O’?ﬂ we :
- ecreasing | O N
9\\?( }/[.W/‘/‘pz [[O O Continuous DJ/A{ute O Sharp (ol y w%(,
ittent | O3 Chroni O Incr easing U"fes
' nic 0 Achin: i
W 0 O Buming .
'V& bw Q [ V3] 01 Continuous | R Actte Jeoieating | Do
) \CLttermittent | 03 Chronic O Aching  [3 Burni - mms'?g koo
_ O Co : uming | O Oecreasing | [ No
[‘be’ Bﬁmﬁ{zo erﬂtﬁ? ontiuous | Odbede | O Shap o | O e
ittent | CJ Chronic OAching [ Burning qj:’?‘"g OXes™
’%' : ' reasing | [J No
; Conti
\\ﬁ’bﬁb bﬁﬂ'\&/w Ma M 01 Sharp m = - .
hroni i S
s mittent | [J Chronic 0O Aching 3 Burning U«BECCL:::@ S#(
SOt conti ' "9 No
94/’)‘/’?—% lD]ﬂ\— )/ gf* oninuous | OrAcoe ™ ) OShap Oowl | O nreas
l© | &t | B-ntermittent | 0 Chroni , nereasing | [l ¥es
= fORG (1 Aching—$1 Burnin -
0 | O-Becreasing | .1 No

1. Every eight hours for all mmM

2. For post-surgical patients,
patients
2 Auleast every 2 hours for the

€ Prior to pain pain-refieving intervention

ﬁst24hours
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®
PAIN ASSESSMENT TOOLS

m_.:.ﬂn;lbungnnarmﬁi_-qg-

CATEGORY
: ]

: Occasional Grimace of Frown, Frequent to constant frown,
i No Particular expression orsmile | withdraw, Disorlented” quivering chin, clenched jaw
Legs Normal Posiion or Relaxed | uneasy, restess, tense | Kicking, or legs brawn up

Laying quietly normel position, irming shifting back and
Aty . ol Arched. g, o Jing
L 1 1 1 1 I 1 “ 1 " lmo Cry No Cry (Awake or asleep) Moans or whimpers occastonal Wiaﬁnaﬁaagm
Possiie Pin _ Aeassured by occasiondl touching,

Consolabiity - | Contes, relaxed hugging. or being talked 0. | Dificutt to console of comfort

. Nesnstal Pain, Agitatien and Sedation Scale (upto 1 Monih)

Sedation Hermal Pais / Agitatien

-2 -1 4 1 2

Assessment
_ Criteris
* = ﬂ &
, 2| Crying No Cry with painful | Moans or cries Appropriate crying Not] Itadle or crying at High-pliched or sllent-
jdablity | stmuf micimally with painful | irrtable intervals consolable | contimuous cry
0 2 4 8 8 10 i stmul inconsolable
Bahaviot
Facial
Expressien

Mo HutsWhoelot  HusHest state | Noarusatoany | Arouses minimally 10 | Appropriste for Restioss, sauirming | Arching, Kicking constantly awake
stimult stimudi gestational age Rwakens frequently

or
No spontaneous Litle spontaneous Arouses minimally / no
movement movement (not sedated)
Mouth is tax Minimal expression | Relaxed Approprials Any pain expression | Any pain expression
_ No expression with stimui intermitien continual
Extremities | No grasp refiex Weakgrasp reflex | Relaxed hands and Intarmittent Continual clenched
Tene Flaceid tone decreased muscie | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay

Body Is not tense Body is tense

al Signs HR | No variability wih | Less than 10% Within basefine o increase 10-20% | increase greater than 20% from

Vit
AR, B8 820, | stimuf variabifity from normal for _ | from baseline baseline, Sa0, less than or
Hypoventilation of basedine with stmuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick slow recovery Out of sync OF
recovery fighting ventiator

e
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(NN Morse Fall Risk Assessment Form rao oo, | O st
“E ool o0l m
. . D ‘ ﬁﬂa—'B
Choose Highest Applicable Score from each Category ate/Time | & Pm 2 M 2 f’ Fall Risk Grading
Score 20
History of Falling Yes 25
. di :
(immediately or w/in 3 months) No 0 o) ') s Risk Level Murs?;:g)&:ure Action
Secondary Diagnosis Yes 15
more than one diagnosis
( gnosis) No 0 o O O
Furniture 30 Standard Fall
' : Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O O @)
IV / Heparin Lock or Saline \:S 2 = O A Implement
g g Moderate Risk | 25 - 50 Moderate Fall
impaired 20 2 e
; ntervention
GAIT / Transferring Weak (uses touch for balance) 10 VO §e) CD
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitatio o Risk Fall
Mental Status 'rge i = L. High Risk 251 P:'eventiun
Oriented to own ability 0 &) 70) 6 ntervention
Total Morse Fall Scale Score: nw Lo 30
* -
Signature “&% O+ M’u ‘%ﬂ
L — I
Tick (v') whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
isk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Loy Risk (0 - 24) (Standard Falls Precautions) [0 Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate o patient's needs
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" i ) A
Rdin b%wo Patient’'s NamMe:.......cocuneerscassmsassssnsassssssesssssssannsssasasass
Children’s ® g rthRight MRD NO:, cucomooss PO
Hos pit a| . BY RAINBOW HOSPITALS 1”3.1957 Y * “ 3 0 i
(N e 111111
(PHLEBITIS ASSESSMENT __ J(Somevtet i
CANNULA1 CANNULA 2
Date : &D l\:j(\ Tmeﬂx-gdpo'\ Date : Time:
Location : 1_@%5{ (QM/RVQA ) Location :
Size : Size :
Cannula inserted by : 4 \;t?)\&"(%@@ Cannula inserted by :
Date | Time |Phlebitis [nfitration] MSM¢ | Sign | | Date | Time |Phisbitis finfitration o | isign
0 B 3PN |Oves ONetDves INeHODE | 5P OYes ONo| DOYes ONo
G\ |OYes OiofOYes ONo S OYes ONo | OYes ONo
~f oYY\ |OYes DNG | OVes RGP b{\__\, OYes ONo | OYes ONo
QAW |DYes OietTIVes QbteT, OYes ONo| OYes ONo
A \ ff\ OYes N6 JOves Ko OYes ONo | OYes ONo
NG 15 0 [oves Ayd | oves mps| 0 s DOYes ONo| OYes ONo
S |oves Ko [oves @] pif OYes ONo| OYes ONo
W W) [Oves Ko [Cves dio| 0 | OYes CINo| OYes ONo
(g pav{oves Bro |Oves gvol o) | D) OYes CINo | CIYes ONo
RN [Oves Ot ves ons] plocdl T OYes CNo| OYes ENo
| S Oves bt Eives BNo 1 OYes ONo| Dves ONo
124 |oves mxs{Dyés GG IO w DYes ONo| DIYes CNo
Q) |Oves G| OvesaNo by | OYes ONo| DYes ONo
e b lovesoMo|ovesame| ohey | Ly [Yes ONo| OYes ONo
v@%‘* OYes &M | Ovee o] T | /9 OYes ONo| OYes ONo
1§ OY\Oves 6| Oves 6] Y N OYes ONo| OYes CNo
V' |oVes ONo [ Vs ONo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ClNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONoj
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA |f Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phiebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
3 Every 4 hours if only on IV medication.
V.\.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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LPHLEBITIS ASSESSMENT AND MANAGEMENT RECORD ]

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size:
Cannula inserted by : Cannula inserted by :
Date | Time (Phiebitis infitration| """ | Sign || Date | Time |Phiebitis [nftration|. 18 Sign
Intervention Intervention
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [INo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes 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 OlYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OlYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CINo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes CINo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) = 1)
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following Is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
* Sight pain near IV. | % Pain near |V. Site | % Pain along path of | # Pain along path of | % Pain along path of
site or slight redness # Erythema cannula ¥ Erythema | cannula # Erythema | cannula # Erythema
near L.V site #* Induration #* Induration # Induration | * Induration
# Palpable venous cord : ;:Irepfdzh venous cord
RESITE / REMOVE RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
\?BSERVE CANNULA | OBSERVE CANNULA CANNULA wj_u;a EquonDEn w_;#;}:;ronmnea EENSHE L::EMWE r
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'INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD wsgg“:‘“"”‘ wwzo ﬁ'&i’gf&?’s ® Eiﬂhmﬂ
2 takes 8 ok o trewt the Rt Your 1o & Sale Delivery
o g \\\\ iy - 9=
Patient's / Learner Language: ......[...7.".... .. ).............. Patient/ Learner Literacy: (] Read 1 Wiite ‘Spm? HeaMcaneracy. Yes] . Nfr)
ldemmed Education Heeds / 10. Fall RigK Education 7
n ﬁo)')?'ﬁ o 6. Discharge Medication ;:iﬂsyafemurMsdcaiEqupmﬂ!WamMm
iagnosis 1. Infection Control Measur
8. Wﬁfﬁwedtﬁs 12. Patient's / Family Rights
2. T’“‘W‘“‘ s. Madlcaﬂm!fhnpy(safelyeﬂectslsldesﬂect.lrlm:lms) 9. Nutrition / Diet 13. Risk/ Safety
Part-1i
— Use codes fram the list in part Il Gaiomsiion?
Date Time identified Information Taught Comments
1 . Person Taught |  LE3Mi"G | 7eaching Tools ﬂf:ﬁ:ﬁ Understanding ‘
bobs J Edilcoted QLOUE fho podh - | peitlr | O | Y8 |70 U el
™ Yes WW PE 1A 4 —OF
WCa o ] oam abouly | 5 i
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