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ADMISSION SHEET

Registration Details :

+ Anna Salaj, Guindy, Guindy Chennai , Tamil Nadu, INDIA ,60001s5,
TEL NO :044-40122444
WERB : hitps:r‘}rainbowhospitais‘fn

AR AT e

Admission No :IP18-00036439 Admit Date P 12-Jul-2026 Admit Time :03:45 P\ UHID - GUC-00093?84
ot

Patient Details :

Patient Name Mrs K LAVANYA Age "41YE6M10D

Guardian tMr KRFSHNAMOORTHY DOB 1 02-01-1985
Gender : Female Religion

Occupation : Martial Statys

Address (H) . A5, 2/126 HAR!CHANDRA MAIN ROAD, Phone No . 9884260646/ 7904939590
iNJAMBAKKAM Injambakkam Kanchipuram 2 . .
Famil Nadu INDIA 600115 E-mail no@gmail.com

| Admission Details :

Bed Type - MICU Bed No : micy 804 Ward Name - 8F-QT COMPLEX
Room No - MICU 804 Admission Type : Firgt Visit

Contact Details :

Name C Mr KRiSI-iNAMOORTHY Relationship “ Husbang

Contaci Address T AS, 21125 HARICHANDRA MAIN ROAD, Phone No 7904939590

INJAMBAKKAM Injambakkam Kanchipuram
Tamil Nady INDIA 600115

Signature 4

N\__H___ﬁ
.Aactor Detaijls -

Dbctor Name 1 Dr. PFZ:'YADHARSHINI SM Specialisation - OBSTETRICS AND GYNECOLoGyY
Referral Doctor DR PJ’-\DMAVATHI ( SHANTH)| HOSPITAL ) Phone No

Co~Consultant

Payment Details : Deposit Amount :0.00
Pa_yment Mode *Cash Payar Name . SELFPAY
Printed Date Time - 12/0712098 15:48 Printed By - 607335 Page 1 of 2
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Rainbow Children's Hospital - Guindy

Rainbow Boor No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA 600015,
Children's - 2 TEL NO :044-40122444
Hospital =™ WERB : https://rainbowhospitals.in

Rainbow

QEEEEALQONQENLEQBIBEAIMENI

Fatient Name: Mrs K LAVANYA Age : 41Y6M10D
IP No: IP18-00036439 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 804

Patient, be deemed advisable or necessary.

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

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

X1surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
“are of the patient,

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the resuits
of my evaluation and | or treatment,

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

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

Note:;

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

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

2 i Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has-begn do

Signature of Patient/Relative:

Name; M . K ‘$hnamooy u'\'d Patient Address:
x T S N A5, 21126 HARICHANDRA MAIN ROAD,

Releplonshipr  HA d INJAMBAKKAM Injambakkarn
Date 12 | | o002 Time:  3'4S P Is(gggz?gpuram Tamil Nadu INDIA

I L}
Wittness Name: ~Jo Tt

— i,
Willness Signature:
Printed Date / Time 12/0%/2026 1548 Printed By ' 607335 Page 2 of 2
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BILLING POLICY

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

Room Rent inclusive of Bed. Nursing, Consultation Charges and all other charges, like Diet, Investigations, 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 3.000/- 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 wil] 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 s mandatory to submit at the admission.

I'PA/Insurance Processing Fee applicable forall 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 shified from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures ete. from the date of admission will be charged according to the higher
category,

I the patient 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
hot payable 1o us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge isa minimum 3-4hrs. and in the case of insurance. it wil| 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.

I'wo attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

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

s
- categories of rooms. No attendant js permitted in ICU's,

[

4

| Pulicm Name L == S
/ | nga E

|I Sulfl_'-m:cndﬂm Name < H ":ﬂ/lM myo;j-;b;g‘

|l Sell Attendant Signature : A ‘{"@ ! Name & Si:g_rftij‘ré\,jfrfin?giaf Counselor

RCH/GDY/FRM/CLINICAL /426

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

DECLARATION

| 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.

-Ui.l-l'_D_iumbcr: G 000 9421 %'Ll
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INFORMED CONSENT FOR HIGH RISK Fonoren® | g oo

PROCEDURE / SURGERY o

GUC-00093784 IP18-00036439

7 Mrs K LAVANYA ,;k
L O L L L S Age: (9 Gender: [ Male ale
HD o ... LT T T — Dat: /2/7 2.
W W ccsinaimimmmsininiinsitenmnmmnremons nave been explaingd By Di .o cowsimmsussmss semssmaviss ssauis

about the medical condition and the proposed procedure.

e T O R UATILE.... MATVAB Crervy

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

. p%w«»{mﬂ(;, .......... wﬁv‘ .............. w

|/ We'have been explained risk, benefits and alternatives of the procedure. N ( C{/[ C

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

|/ We have understood the consequences of not undergoing the proposed treatment.
|/ We hereby give (my / our) full consent for the above — mentioned treatment.

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

Patient (Or Patient Relative / Guardian):
Signature: ........ Eg@m e

Witness
O IREILIRRL. s wiss o s S A s
Relative / Legal Guardian: (Relationship with Patient)
BUHFIBES . oo sioms memesmsmnsmmcss o i 80 e B A IS s 550 rmmes s RS APt A

Docu. No. : RCH /FRM / CLINICAL / 026
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MEDICATION REGONCILIAT|0N FORM
DrUg ABIGIBS: .ccvvvvrssesssssssssssses M\ ............................................. /Gﬂt 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 1CU to Ward, or Ward to ICUs)

Shifting From: :DO/ 1111011 R 1) OO
0 (szusm't‘:linm;ﬂimﬂd Emsas) (m?;?:ig) (PO, ‘;%ms% jv) | FREQUENCY ‘aifJ,“#,?,E ?%“;?5?:32
1 Oc 0D
2 Ooc Ooc
3 Oc aoc
4| Oc Ooc
5 Qoc Onc
6 m{vmhl
7 Oc Onoc
8 Oc doc
. 9 Oc¢ 0Ooc
10 7 {E]C oc l
‘ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VW D
Doctor Name & Signature : . .

Date & Time : . LQ\?: \Q..B pJ( s wol.....
Nurse Name & Signature: MDQM. o
Date & Time : ... &\;) \ak... \4 @V’"
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[T [ —————EEEEEEEE Ndt 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: DR i Shifted 100 V‘fw\(\ LS T B,
: ~ oN
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, W) FREQUENCY | pate / Time ?‘;‘:‘Jf_ﬁm
9.\51\0}" :
1 |, THYRONORML  [Bomy | PO |20 ‘cﬁbm @c ooc
o ,@‘b
E '\“M;-T\eﬂ—wamwc&tw ?ZJDW) 0}0 o] oé»-;ﬁ"m Dc Ooc
2 ®
3 | Tak SLETen Sl— 300Ny P)u o0 \;?n 915 010G
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4 | ol DLCALLS [z, | Plo D1 O [pa” e O0C
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6 |Tah HBcOoM \ feib I’{U oo\ Wgﬁ Oc¢ 0o
7 |1~ab pAVIDPIALOLE %wa P}O o1 @c Ooc
8 Oc Ooc
9 | Oc Ooc
10 ¢ Ooc

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

Doctor Name & Slgnature /A AN L\*‘JW\@O@//
Date & Time : ... \1:’/1?“@ @ b bt B
Nurse Name & Signature: . C?::SQLQA L.(:l\"\*lb%

Date & TiMe : .......\ 2= %{%&Lblcﬂ’w\
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Your Right to & Sale Delivary

T T e

Date of Admission; lﬁ\d{&b Drug Allergies: M\,. [JA%ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

= Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions,
= Discontinue a drug by drawing a line 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.

- Only one chart should be in use at

drug sheet foider.

NURSES -
1) Right Patient

2) Right Drug

any one time. When the chart is full, a new supplement can be kept within this

_ Nurses must follow strictly the FIVE RIGHTS before administration of medication. -
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)

DRUG :

|Date

Dose Route | Frequency

L

Start Da

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

. Signature

Dose | Route |Frequency

Start D

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

Wnua:

S

Date

Dose Route | Frequency

Start Dati

Doctor’s Signature |Valid Period

Pharm.

_VERIHED BY : Name

Additional Instructions:

e
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oRUG: job -/ 1 +RONVORM DE;:’ 7)Y
Dose | Route |Frequency |Start Pate| I
’51901{4 PU Ob 12 bAM A
Name & Sighature of th Doctor , /
Starting the Drugs:
/g;ﬁﬁ?
Additional Instructions:
@{/erhj Q‘h"mﬁtlm
Daily Doctor's Endorsement by 2 Sign
pRUG: Tob- TRAPIC Dateky 1 |\o) ¥
Dose Route | Frequency |Start Date il
Sy | pr | 1781 | )3 B %y
[ “Name(R Sipnature ofthe Docto | il it
Starting the Drug
W¢ i

41Y6M10D (F)

Additional Instructions:

Daily Doctor's Endorsement by a Sign

oRuG : 10k SUSTENV SK %%"E{i;h

A

Dose Route | Frequency |Start Date{

3pdmy| ol |1Y3

O
A
S

Name'& Sigriature of the Doctor [

e

Starting the Drugs: A

wak? g)

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Tob - DILALILS

Dose Route | Frequency |Start Date

Ik

po | 10| Blx

Name & Signature of theRoctor  /
Starting the Drugs.
i ¥

Additional Instructiong™~’

rnaily Doctor's Endorsement by a Sign
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weight \OFA&Y.... Ward. ...

Tige W [ogse |
n$> [ Mngse [ wrgss — l —— }
M .
e D Sign. De. Sign. Dr. Sign. B
- Dr. Sign.
DRUG : aj,) . - -
= Dr. Sign. Dr. Sign.
Route Start Date o e
- Sign. -
Dose
Dose
i Doctor e =l atl
Name & Signature of the L - .
| Dose
Dose
] O Sign.
—— ol
Additional Instructions: e -
Nurss Sig
Tige T T . T
VARIABLE DOSE Tige [ - _ _
= Dr. Sign. Dx. Sign. Dr. Sign.
D. Sign. . 8
DRUG : £ = -
- Dr. Sign.
Route Start Date - . -
. Dose
Dosz
Doss
s Dr. Sign.
Name & Signature of the Doctor bk - e
- Sign. =
Dose
Dose
s [ Dose el L
: | Additional Instructions: a sl
STAT / ONCE ONLY DRUGS ==
Dosage &'Olher Route
Date Time Medication Instructions % -
iy 0‘ l /ﬂ/\j I ‘ ”.”‘f'b? 1
17 P 1 TAIH
/\:\, Qq %OEW T PAg ACETAM
Yl’ B \‘L?a_"&i‘: - SP
19 QR{INS BETM o \ 2oy
13/% | 19
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LV. FLUIDS CHART

Weight. EQjc’ Ward.

Date

Time

Composition of ' "id
(It infusion, mention mi/hr = Mog/kg/min. etc) mi/hr

Route

Flow Hatel Doctor | Nurse | Dateof | Doctor | Nurse
Sign Sign | Stopping| Sign " | Sign

Signature ...

VERIFIED BY : Name
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|HI!|||I|||||I|III|||H|I|II\IIIIIII e | O s
SheEtNG: ........ REGULAR PRESCRIPTIONS weignt.\ % warg .\ BF.
pRUG: Toub - MR Com -ﬁ"m—f* b3kt a9t
Dose | Route |Frequency |StartDt.| o |
ok | po |00 | 12y - X 0
Name & Sigdature of theoctor [ 11~
Starting the Drugs: W &%
N
Additional Instructions:
Daily Doctor's Endorsement by a Sign
DRUG: Ly, TAX (M 28 2 b o ekt
0se Rdute Frequency |Start Dt.| ‘/ mkod
?ﬁw\ \V 12 1) 72/9 At \ | 2 HS
Ndrne & Signature of the Dogtor / W | >~
Stdrting the Drugs:
/
{gu %3
Additional Instructions: . do
%ﬂh!\g H
v o rq{\ )
Daily Doctor's Endorsement by a Sign g
DRUG: O - PATD p a0 UE Timatost ) WV
i | Dose | Ropte |Frequency [StartDt| 4, [,
|40y 973 I | 15| 3 [F AR
Name & Signature of the Doctor SN L 3
Starting the Drugs:
Doer
Additional Instructions:
o {o L*fk =
R
Dallv_nuclor’: Endorsement by a Sign
DRUG: sM%° CREMBFE) 1y %%
Dose | Route |Frequency |StartDt.|
tswl | plq |00 — 13 ]%
Name & Signature of the Doctor
Starting the Drugs:
Al
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
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DRUG :

Date

Dose | Route |Frequency | Start Dt.

=

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

Date

Dose Route | Frequency | Start Dt,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

e e S T E

Date

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




GUC-00093784 1P18-00036433
4 ANYA -
u;::::a: 41YBM10D {F) o bfff: .
- Dr, PRIYADHARSHINI S M ainbow : : )
A Children's | @ BirthRight
_ Hospital 8Y RAINBOW HOSPITALS
Ittt L) tret the iftie Your Right to a Sate Delivery

Early Warning Observation Score Chart - Obstetrics

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

te

A

a\ﬁ Time

"L
1011 (4)

1211123

O]

00~

) 9

&)

101112 1| 2| 3

RESP

> 30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38
a7

2, dwayg

36

D>

as
< 35

o]

1
40
130
120
110

100

<

[0

80

13%

70

&0

50
40
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180
170
160
150
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130

120

110

100

anssaid poojg ljoishs

a0
B8O
70
60
50

130
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110
100
90

80

70

B

80

-+
ainssald poojg 21joiselq

50
40

NEURO

Alert

1]

RESPONSE
[¥]

Voice
Pain
Unresponsive

LRINE

mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Normal

Lochia

Heavy / Foul

—

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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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.

Output
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i\ Intake ——
Date~"] " Time gaéluuﬁ% Route NG | Diarthoea | Vomit |Drainage| Urine | PHeprs® &:ﬂ,g& '
| Mouth R N.G
08:00 am
09:00 am_
10:00 am
11:00am |
12:00 pm = 1A
01:00 pm T
Total Intake : Total Qutput :
02:00 pm
03:00 pm
0400 Moo o™ 10 o
05:00 pm e oo | 0 o
06:00pm RO | 1ou™ o ‘i~
0700 pm | wAN._[\oe™) O [~
Total Intake : o™\ Total Output: \00™
.08:00pm (Mo | Dpe/ op0 | © <4
09:00 pm © 4
10:00 pm | LISREL mﬂ © G
11:00 pm ® |}
12:00 am - P
01:00 am : TR, [
Total Intake : AQQ“\\ Total Output: - .00 Wit |4 g )
02:00 am 0 o}
03:00 am 0 1A
04:00 am o hd
05:00am |, o] oy R SR
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[orooam [UOVS O] . | - | | O |-
Total Intake : 2006 el Total Output : P == '
Total 24 hrs. Intake goo T“'P ' i i o 26 s, ouput | 3 Q0NN e
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(" FLUID CHART )

Sheet No. © ...

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.

W e

A AU Intake

Qutput IV Site
Thrombo-

Nature
Date Time of Fluid Route

NG

Diarrhoea | Vomit |Drainage | Urine | PRiebits

| Mouth v

N.G

0800am | ¢y hn M'\l

0300am 9. 1) [t J\

1000am|. " \

1:00am [ sl | Des)

1200pm | Ls ol \amJ\

JERE

01:00pm [s | e

Y B

Total Intake : (oo o\

Total Output: %) } s ')

02:00 pm Ry 0 Dsod

03:00pm | Yog Soor)

0400 pm [T e |7 )

05:00om | \o,, |Deu]

B -

Dﬁ:mpm f}-!rzn Om{)‘-l}

07:00pm | vy, [0 pu)

Total Intake : | O .

=

=

SEAREAE

Total Output: X Pm)

,08:00 pm 93&2. lm%q
09:00 pm 1od

10:00 pmy , oA

11:00 pm oy 0

1200am | A {po W

&P

01:00 am

T

Total Intake : =T 0 V™

Total Qutput :

02:00am | (ade [ YO0

03:00 am

04:00 am

05:00 am

06:00 am

| 07:00 am (UM (]

T
|
|

PRRFE

Total Intake : S0 Qe N

' -——

¥
bl

Total Output :
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Y -
uz-m n -
Patient Sticker C?:ildren’s BirthRight
"I riospital_ | ) zameorssus
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: C)Yes  CUNG™ ™ Not Known
E E,{‘}ﬂ\ \m\ {L\\U\h\- § clwq} “&Uxﬁ‘hﬁdlﬂ (R Rt ——
@ | Surgery/ Procedure: e PPS OP Day: . \
v g TP ZTiwe
o | Date 3 \WE"hn w
& [ Medical Conditi ; Y ;
% (A?wl s?:ec?g co%'rﬁon to be noted): WNM ﬂ?ﬁ]\ \Xﬁx\? W‘f“&‘f&% H;}Pdijwd L@
= | Diet: {@&\U\r (RO, SJ&E); O by |© & | oI %
Allergy: 1 Yes #fo | Yes\z O Yes NG| Yes iAo | C Yes “Wo|~ Yes ~Ne-
Ventilation (RA, NP NIV, VENTI): b Qi Y R R A
Tubes/Drains/Catheter: T Yes #No | = Yes syp@)| o Yes #No |0 Yes Ko |1 Yes ~'ff0 |  Yes Ao
= | Vital Signs: Tomp: | Av2 | GBF | agsE| e [qeof o3
. Res: | 80 | \Adw | V2uw| 2wk | 10BN [Bcl].]
2 sp0; | \ool | ypo.) | too~r.| 9ol | Q| Aar.,
2 Puise: | ol- | Bb gl | SublyeX | teobM) 2o b
8P: [\ ldo 1otk [walge | webise iﬁﬂboléf\'\\ﬂéf-\
LOC: [eoWSOV? | (oS le pnsseiay (Bytiows | v ol ol) bed s
Fall Risk Score: | ©\\0  |2p, 25 20 &0 3t
Pain Score: 0\\0 okw,u\ ol k| Yus o ol olw
Skin Integrity [N |\ Nowd | 1o pot™ | gelacte
Safety Needs: |, 76s [ Nat=jfes )No O Yes £TNo |1 Vs [/No | C) Yes G| 165 ) No
Physiotherapy: | WY e — = E ==
2 Others Specify: | Yes (%o |1 Yes 1 Mp | O Yes Ciko| (1 Yes CIN0 | ) Yes NG| i Yes (NG
3 Special Diet: | ({Oclie) b @&d @t_\;t\x @A) | D JSep
@ |Critical Lab Test/ Values: ~ — — - - 4 =
E |Other Special Orders / Medications: | Yes - ' Yes — No|ClYes c7fo | Yes AMo | 0 Yes Mo| ~ Yes =No
é PU Prophylaxis: Yes .7No | \Jes_;ﬁn Yes ! ﬂﬁ "1 Yes fio | 1 Yes Ko | Yes Mo
DVT Prophylaxis: "1 Yes ~/No | Yes o) T Yes ©1No | = Yes Ao | O Yes (A0 | Yes o
ADL (Dependent / Non Dependent): |, pav-de™ ,.D(”Iﬁj" 'I\Qr@&]'ﬁ?ar&u%.mm'@w behende s
\ = ! Uy [
Post Operative Procedure Special Orders: - - . - pe
Handed Over By Name : e : (Seor ®op 14 W
Signature /1D : W0 oo | At wﬁ;%éﬁﬁnl%@
Date: L | BE? Bh\v% N2 ;;ﬁb"’ I\ Bis6
Time: ‘b\:-; 4308 1-";6?\ © hn | dam . @ ). 1q
Taken Over By Name : 00| A;, A | o U fmol\w Dare? J
Signature /1D : ‘C'&QW\"\Q s ?&\q oo ’ &
Date: \AEV0| 3] 56] 12l | gt | tulahb
Time: apen [Cx57 | o [ AN OV
% ! N o~ LY ‘ v
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0 Maintain Skin Integrity

e« | 1 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort 3 Maintain Fluid Balance O Improve Activity Tolerance [ Maintain Good Nutritional Status
S| O Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Needs ~__3-Enisire Safety O Early Ambulation Reduce Amdety [ Patient & Family Education
3 | [ Identify Potential Complications L ATy O PO oo i S e S T R T oo T e
Time Plan of Care Time Implementation Evaluation. Re-Assessment 'Q"&?;,,';‘,‘,,",':
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%imain Fluid Balance

G

[0 Improve Activity Tolerance \U/Ma'main Good Nutritional Status

Date:

[0 Maintain Skin Integrity

« | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomforl
= aintain Personal Hygiene [ Pravent Infection O Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Amdety O Patient & Family Education
3) O Identify Potential Complications 3 Any Others. SPECiy.. ... ..c.ooveveviicicreriseraiereessesanens T sasiescaviassreshesastednssaa i snss as ey asenasennase
Time Plan of Care Time Implementation Evaluation- Re-Assessment o
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T 6“'0?:::‘“:" "““‘w " Rain'l%w'
: i Pabent Sticker 0"“ Hﬂ’ \\\\\\ Children’s L B‘rthRight-
................... “\ \\“\\\\ Hospital i
T tnns & ot 0 ekt e Ml Your Right to & Sale Delivery
OBSTETRIC TRIAG. nanSSMENT FORM
Date: \&\&l&b Time of Arrival: 3%0‘"‘ Time Seen by Nurse: Q?‘-LEP\/
1) Level of Consciousness: lﬁnscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Modegate Pain O Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: S»JHeavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement [0 Other RBASON: .......ccerreressrssssarmsassosassnssenssnonssssssssassssssssansassnsass
3) vital Signs: Temperature:Ab.A... Puise®....... RR:0..... $p0;(0Q..... BP L. weignt ..\a3L.LY
0
4) Gestational Criteria:
Gravida: G % _ P ( L & A \
LMP: '9111{01( EDD: L‘?lﬁldb Gestational Age: .. 2l W blelew ..
Uterine Contraction OVYes | Ao | ONA | Onset Time Frequency:
Membrane Rupture O Yes 12/ No | O NA | Onset Time Fluid Color.
Vaginal hlesdlnu OYes [ 2'No | ONA | Onset Time Amount:
If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms OYes | CNo | O NA Pain Abdomen / Vomiting
Good fetal Movement | 3¥es | O No | 0o na | IfNospecify:
@ 5) Pain Screening: Numerical Pain Scale (NPS)
| | | | [ | l | | |
@ [ | I Al I ] ] ] T 1
1 2 3 4 5 6 7 8 E 10
No Pain Worst
L tlon possible pain
® Local
o Duratnon ............. ot \ ceeeseeeseesneesienseenenenne DAYS / Weeks/ Months (Strike out which is not
applicable)
® Character:
..................... B r o s
o BT %, S
© Interventions: ......... V.5 VR——
6) Past History:
a)  Surgeries: ....... O I
b)  Medical ............... B polbver Ms.......
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Patiemn Sticke:

7) Allergy: O Yes_EZTNo, MYes: .o

) Curent Medications: 1 Prenatal Vitamin 0 None ~ CJ@ffers: .. ighn.........

A n (edS
9) Prenatal Medical History: rwm'
one [J Gestational Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension [ Others if yes, specify ..................
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
/ﬂ' Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

O Category 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)

Level 1 Level 2 Lavel 3 Level 4 Level 5
0TAS (ResuscHtative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
120 minutes
m“mml Immediate < 15 minutes <30 minutes < 60 minutes - (2 Hours)
Re-Assassment e Mg Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour /PPROM < 37 | > 37 wesks SROM > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37waek{s (>spotting) >37
weeks )

Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual a:;ochmdmmwmw w‘“‘“
disturbance, RUQ pain symptoms 0

FHR tracing,
Abnormal FHR tracing Atypica
Fetal Assessment Non-Fetal Movement abnormal dopplers

Diseased fetal movement
Acute onsite ©®Major traum @Abdominal/back pain Ongoing assessment Anything that does not
Others Cwdomnaiptn | | eSneriess of bresth greater than expected in | “from out paion e | 506 1y b0 et
®Altered level of @Unplanned and pregnancy (for hypertension, blood | mather or fetus
consciousness unattended birth ®@Fank pain / hematuria work) @Cervical ripening
©Cord prolapse @Nausea /vomiting and /0 @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarrhea with suspected previa
distress dehydration o and /ol ®Pre-booked visits (ie Rl'ﬂ
oSuspected sepsis and s
. of infection injections,
— ,cough, teg @Assessment for version
) ©®Rashes
W)
Time seen by Doctor: g.\'{or
S 3 'O
Nurse Name : .. MY evveenennnene NUTSE Signature: ...

Date: \&\&\&b Time: .. 20\
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RBS CHART

Time

Signature .
RBS (mg/dl ) IvFr%

|5 {’:}‘[% 2. 4Ppm
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERI SUITE)

Data:l\q. ;SV bkl
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)

Obesity
~

Parity = 3 1

CR

Smoker 1
Gross varicose veins 1

Obstetric Risk Factors

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

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)
™ | Preterm birth 37" weeks in current pregnancy
Stillbirth in current pregnancy

b | ek | ok | ek | | ek [N | = | e | -

Transient Risk Factors

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

Hyperemesis

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

2
Signature of the Nurse J
o
Action Plan

el e R
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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 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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Morse Fall Risk Assessment Form

%
Rainbow® - ==
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
I takes 2 fot to trest the Mie. Your Right 1o a Safe Delivery

g r ) 7
. ime \a{x |26 g
Choose Highest Applicable Score from each Category Date / Time [\2-|¥ | 06| 5 (3hb Fall Risk Grading
Score e} APm WA
History of Falling Yes 25
(immediately or w/in 3 months) No 0 20 (@] ) Risk Level Morse Fall Score Action
MFS

Secondary Diagnosis Yes 15 (ME3)
(more than one diagnosis) No 0 O 1) P

Furniture 30 o Standard Fall

' ) Low Risk 0-24 ;

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

None /Bed Rest /Nurse Assist 0 (0] O o
IV / Heparin Lock or Saline :Ies 20 20 90 Implement

2 g Q Moderate Risk 25 - 50 Moderate Fall
Impaired 20 ::’r‘eventlgn
, ntervention

GAIT / Transferring Weak (uses touch for balance) 10 L A5 |y} v

Normal /On Bed Rest /immobile 0 ) Implement High

5 limitati s Risk Fall

Mental Status F .rgets imita |ons“ 15 High Risk > 51 ikl

Oriented to own ability 0 '@, £ O IntErverition
Total Morse Fall Scale Score: 0 [P0 | %20

7
1
Signature [ vy M\E"" i

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

(3 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

[J Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
[0 Assess patient after visitors, leave to ensure safety measures in place

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

I Initiate constant observation by healthcare provider as appropriate to patient's needs
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mﬁ“ . Hospita BY RAINBOW HOSPITALS
LW Morse Fall Risk Assessment Form HosRl e | W rissconm
g r ™
Date / Time [P
Choose Highest Applicable Score from each Category L \sn)a b P L J e Fall Risk Grading
Score Vywssx 2P
History of Falling Yes 25 ! g
: ; - O
(immediately or w/in 3 months) No 0 o o Risk Level Mnm;MF:Ié)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O O o
Furniture 30 T 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 ~ P Precaution
None /Bed Rest /Nurse Assist 0 O =
Yes 20 O
IV / Heparin Lock or Saline = ; 20 2 22 Implement
g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 r’t""’e"“?"
4 n
GAIT / Transferring Weak (uses touch for balance) 10 0 w g2 o0
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 i
Oriented to own ability 0 0 i © Pravention
Intervention
Total Morse Fall Scale Score: R o 3@ )
Signature oy g 7%
Tick () whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ 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
[ 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 to patient's needs
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— gt BRADEN Q' SCALE Chitarers-| BN O,
gfgéﬁ Hospital BY RAINBOW HOSPITALS
i B ke o b 10 e Ehe Ume Your Right 1o » Sate Detivery
_—— I I —=="3 [ Y 1 h -~ a8
, oae: [0 [WBX BT T\3)]
- . | e € 0| Do [P
| 1. Completely immobile: 2, Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occaslonal 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. ﬂ.ﬁ F\\ ﬁ.w
without assistance. to completely turn self independently. independently.
2. Chalrfost : 3. Walks occoslonally: 4. All patients too young to ambulate;
. ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
%ﬂnﬁwmﬂ__ﬁ% mw:-mn.hu”o.aa non-existent. Cannol bear own weight very short distances, with or without Walks outside the room at least twice a (w
and/or must be assisted into chalr or assistance. Spends majority of each day and inside room at least once every
_ wheelchair. shift in bed or chair. 2 hours during walking hours. * S
P
1. Completely limited: 2. Very limited: 3. slightly limited: 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
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or f‘
sedation, OR, limited ability 1o feel sensory Impairment that limits the sensory impairment that limits ability discomfort. ,\\ m)
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
= o hall of body. - two extremities.
2. Very moist: 3. Occaslonally moist: 4. Rarely molst:

1. Constantly molst:

B
!
Cﬂ
r/\

_ :a_ﬂ.ﬁazﬂﬂnaa Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper
_ i Is exposad by perspiration, urine, drainage, &lc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing .l—
Dampness is detected every tima 8 hours. avery 24 hours.
to moisture _J L
patient is moved or tumed.
h FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction  Occurs when Spasticity, conliacture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Buring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably siides to some extent against chalr independently and has sulficient /.w
Shear Occurs when impossible. Frequently slides down in shests, chair, restraints, or other muscle strength to life up completely $
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface shde across repositioning with maximum assistance. in chair or bed most of the time but in bed or chair at all times.’ fﬂ
one another occasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequute: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which |5 on a normal diet providing adequate

Nutritional Usual

or IVs for more than § days OR
albumin < 2.5 mg/di OR never eats
a complete meal, Rarely eats more

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

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

calories for age. For example, eals
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

tood intake pattern than half of any food offered. generally eats only about hall of any (meat, dairy products) each day. servings of mean and dalry products.
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.
I per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement,
1. Extramely nﬂ“s:__a.nn 2. Compromised: 3. Adequate: 4 "
Hypatensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may » Foecetan
Tissve Perfusion & | 49 jna newbom) or the patient | be < 95%; hemoglobin may be be < 95%; hemoglobin may be R rw
Oxyge does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/dt; capillary refill may be > 95%; normal hgb capiliary Y
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds: serum pH is normal, <2 seconds.
" i . . . TOTAL SCORE ™ H_
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 D\.o b m\ D\M
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Support Surfaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
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 I
® Manage moisture, friction and shear Aternating pressure 3 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




PATIENT TRANSFER FORM
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\

=
Rainbow® : . g
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt taices  lok Lo treat the Brile. Your Right 1o a Safe Delivery

GUC-00093784 1P18-00036439
Mrs K LAVANYA
:u;;:;sn - JL ;fsﬁmﬂ 0o ) Date & 1:27 of Admission Date & Time of Transfer Order
T ke d gad | ke (o copm
Treating Consultant Name Transfer Ordered by Reason for Transfer
o w%&mm v @ Pvoundoshuany Q"£ tang
From Unit To Unit Information to Attendant

R

Lyja-

Yeﬁ]ﬁ No []

Number of Sheets in Clinical File

Number of Imaging Films

Personal bel&ngings including
clinical documents. If any handed
over to aftendant

qb "F 42y gﬂl C‘T(sw @ Yes (] dﬁo’@
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1.
2.
3.
4.
5.

A

Shifﬁn_g Summary / Notes Written by Doctor :

. ngkw&u\

Yes[] No[]

Name & Signature of Person who is Transferring

& po? (o4 \é\t\%

Name of Person Ordered Transfer

1% ~Bnamdiouan,

Patient & Clinical Records Received by :

W e

: o U
Date & Time of Patient Received : .o ==

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

[ Unavailable Bed
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(] Nurse not Available

(] Available Bed not ready
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD il gy childrer's | R BICNTSY
1 Lakes 2 lok I redt the e, Your Right to & Safe Delivery
Part - I. , :
Patient's / Learner Language:.:rm\..) ..................... patient / Learner Literacy: [1 Read [ Write \USpeak  Willingness to Learm: Yes Ng— Healthcare Literacy:  Yes] NG
|dentified Education Needs: 1‘1' ;a:: Risk ?::r; ; T—
1. A Pl 6. Discharge Medication . Safeuse quipment Devices
Dia%ﬁ:y\bglu? - ;nm Management 7. Infection Control Measures Safety _
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
/?T“’m“"’m 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
part-1l
Uﬂwd!sfrumlhelis!llnaﬂlll
Date Tme | aome Information Taught == comments | i
Person Taught 'i“m Teaching Tools | to m Understanding
kg . = b 3 A
\\910 é& }Fﬁ‘,{ pwneq copn o G [N T o~ Erditioy p%[ni- Vgbaudley chyj H~
ACA (A N o \ B AW P et bt | Vgt =1
. Eacf led albeuk drcw \ . \ QJ Q
yilake| ZP- o Gund - bank | o] No | oxed | rove | V52X oo | \Re. /
& wnll OC' skl fm‘--ﬁ
Part - Ill: CODES _
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity)
Learning Barriers: Z
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cuitural/Refigion Practice
2. Physical impairment 5. Educational Level 8. Responsibiliies at Home 11. Beliefs and Values 18, OthErs (SPECHY ...vvvvemmmvessimsrmssss s
3. Emotional Barriers 6. Desire/ Motivate to Learn 9. Cultural Differsnces 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Oral p: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs P s ) p————EU
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
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