T GUC-00094461
et Mrs SAHAR SHANAZ
02-08-2002

* ACTIVITY RECORD FOR BILLING |

Na-:me: MI!.SS A,
.. B, -3 -
Date of Admission: LHQQJQ_L? TR cosciisiimannssnr

Room / Bed NO: .....ovummeeusmusssseees WaID: .coviisviscuiisssmsmiss
WARD TRANSFERS

P18-00036750

@ BirthRight

. BY RAWBOW HOSPITALS
Your Right to a Safe Delivery

i

Date Of DISCAIGE: .....ccvverseussussisnisssnsess
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CROSS CONSULTATION VISIT
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Date Investigations Order No. Signature -_
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[ MEDICAL EQUIPMENT (WARD &1CU)
e —age?

. Connectin Disconnecting
Date Name of Equipment Time 9 Time Order No. \ Signature
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PROCEDURE

Date

Procedure

Quantity

|
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ANY OTHER INFORMATION:
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Time: ... 2D
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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GUC-00094461 IP18-00036750

Mrs SAHAR SHANAZ ? .
02-08-2002 24Y0M Rainbow . .
e L ® BirthRight

Children’s
T e | @z

SURGERY DETAILS

R N0 &1 -7 ~N—

patient Name: MD.D3.. Qoo Shamo... . Date of Birth: @2 08[0x........ Age: 2.(4;&}
Gender: ..C. Foamal..... Ward © coooveeeesssssssssee D Tsnssnsenses UHID No.: qAJ;foSéTJO

Date of Surgery: ...4..I.Zs’.!..:z,ff;_.............. Gofh CoT-2 C0T-3 CIOT-4 (0BG OT-1 108G OT-2

Name of the Surgery : HW%MWWM“

Time in qJ.FSﬂm Time Out (OBOQ”‘

1. Surgeon DR [BYﬁM«ra" [:DR’ f)-uﬁéldl\ww

2. Anaesthetist . DR b)Rl Wﬁﬂ}ﬂw
3. Assistant Surgeon : . DR\ Jx\.xJ;JN}

4. 0T Technician
5. Circulating Nurse - ...

6. Assistant Nurse

C ot
n—10"' 120 0M

Pl C q:5%h

Special Equipment: [ Laparascopy (] Bruncuscopa [ Harmonic O Morcelator Y
[ C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
O Neuro Cusa (0111 TR

R . ratrargi (/)M«(W% .
Signature of the Surgeon Signature of Circulating Nurse

OFABE NO: ocervensierseismmsemmmmmassssssssssssssssmssssssanssssssssses OFABT BY: coveeesssssrsesssssssssassssssassssassenssssss

oocu. . FGH FRM / GENERAL/ 114 ¥ ecord ‘pm/{,M %WW
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. . @ ainbow" | @ iethRinht
| ( Patient Sticker 1 \ lw m/ Ehiﬂ(li:ren's . BII’tthght
b ; Hospital %

CONSUMABLES OF OT "~ .

T L L L —— . Technician : ﬂﬂm !,{ {2{6 [ FE—
Anaesthesla Disposables m:"ﬁ':,. Surgical Disposables — @y T Disposables (Baby Side) e |
ET tybe MajgsPack YRR oo b [ | tnivitk

ATV U [Swwres  ©_ " Gord Clamp

ZECG Teads (A/P/N 4 Suctip Catheter
HME fiter : A/P /N Fgeding Tube O Fv t

40 cc ? YF L. o4 Vaccum Suctiort Set :
—05¢cp 2| Gows P-F 65 ), | Surgical Gloves
02 cc L L7z X |' @auze Pack
01cc Syringe 1mi / 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20

oV set NG tube Koochies (S)
gL\ ). | Cautery pencil
NS : 10m!/ 100mi / 500m!/ 1000m! Koochies ;H)“.,, o\

NS 2 L | | | Ointments @m”)amq Ao [
A Suction Catheter 91

<Féntany| || Cap, Mask 20l
Morphine Gauze Pack R|O 9| Do K&m = |
Ketamine Mop Pack e arlbipwn o [ |2

prafofol 0 | Steristrp = T e ke A
Rocuronium Underpad o e
Glycopyrolate Draw sheet

JHopyrolate 0| Abgel
Ondansetron a Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage

B Tegaderm

Supposiortes loban 7 UR P Set { ]

Anamol : 80mg / 250mg / 170 mg Double J Stent

Supridol : 100mg ) Vaccum Suction set !

Justin : 12.5 mg / 25mg / 100mg Plastic Bed-Sheet AN e,

Tab. Misoprost : 200mg Betadine Solution ]

YD gau 2, | Microshield
v £} | Cotton Balls
Latex Gloves xn
Ramdione Scrub X
Saral I
Surgeon Anaesthesiologist M OT Technician
Order No. ronmbidis .. Ordered by : . ; d_éﬂ@/ ................

Doc. No. ncwraweamms ;7‘”“”







RAINBOW CHILDREN’S MEDICARE LIMITED
§ Rainbow Children's Hospital - Guindy
%
o P s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children's _ Tel No : 044-40122444
Hospital By
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
AT T e
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036750 Ward 8F-OT COMPLEX
Patient Name Mrs SAHAR SHANAZ Bed Name MICU 804
Age/Sex 24Y0OM2D/Female Order No 18-0001737027
Date 04/08/2026 12:30 Prescription No PRIP18-0630861
Payor SELFPAY Dispensed Date 04/08/2026 12:36
UHID GUC-00094461
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AMNEPARA 100ML GLASS
1 BOTTLE H LO016006 12127 1 787.00 787.00
2 ARTACIL 256MG 2.5ML INJ  Neon Laboratories Ltd =~ H 130359 08/27 1 45,30 45,30
3 BIOXAMIC 500 MG INJ g:f:;:‘:mmal ’ H C3IBIO004 01/28 2 73.23 146.46
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26E02K29 04/31 3 28.13 8439
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 2 21.56 43.12
6 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 2 11.25 2250
! Aculife Health Care
7 DWATER 10MLAMPULE VL LId(Nirlf H 2264585 11/28 2 258 5.18
8 E.C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 3 40,00 120.00
9 INFANT FEEDING TUBE-9  ROMSONS GENERAL G25K010618 10/30 1 63.00 63.00
10 LMA 3.0 (Auragain) 11F25F0296 06/28 1 3,770.00 3,770.00
1 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10/27 2 69.10 138.20
12 MYOPYROLATENJSML ~ |ONLABORATORIES V350487 1127 1 140.20 140.20
RL 500 ML CLOSED Fresenius Kabi India
13 SYSTEM Pvt Lid 1E262785 04/29 1 69.84 69.84
Total : 5,121.19 543517

Receiver Name

Printed Time : 04-08-2026 12:37

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 of 1
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Rainb'gw g

Children’s

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

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

600015

Tel No : 044-40122444

: irthRight
Hospital ="
P Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(LR AR LR LA VIR TR RAT R
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036750 Ward 8F-OT COMPLEX
Patient Name Mrs SAHAR SHANAZ Bed Name MICU 804
Age/Sex 24Y0OM2D/Female Order No 18-0001737026
Date 04/08/2026 12:30 Prescription No PRIP18-0630862
Payor SELFPAY Dispensed Date 04/08/2026 12:37
UHID GUC-00094461
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice MNet Amount
DISPOSAELE APRONS ;
1 STERILE XL Mediblue 15072026 06/29 2 120.00 240.00
D WATER IV 1000 ML Aculife Health Care
2 BOTTLE Pt Ltd(Nirlf H 2602074015 05/28 1 258.80 258.80
3 e H 260401201T 03/29 4 128.00 512.00
GAUZ SWAB 10 X 10 CM | A
4 12PLYSSS X-RAY Bapuji Surgicals GENERAL M2545021 11/29 2 123,00 246.00
5 HYSTEROSCOPY PACK Amaryliis 1010626 05/29 1 1,255.00 1.255.00
] IRRIGATTO(T.U.R SET) ROMSONS GENERAL G26D010632 03/31 1 532.00 532.00
NEW MOM DISP
7 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 204.00
NEWMOM DISPOSABLE
8 PADFIXATOR-XXLARGE DYNAMIC TECHNO 148605 03131 1 221.00 221.00
NITRILE EXAMINATION
9 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL 011 12/28 10 18.75 187.50
Aculife Health Care
10 NS 3 LTRS BOTTLE PVt Ltd(Nirlif 5A260084 04128 1 747.00 747.00
11 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010726 06/29 2 250.00 500.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
12 100 ML LD RC126048 06/28 1 103.00 103.00
SGLOVE # 6.5
13 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91.00 91.00
14 ggég;’E # 9 (FOWDER ANSEL 2603010017 03/29 2 128.00 266.00
Total : 4,179.55 5,353.30

Recelver Name

Printed Time : 04-08-2026 12:37

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




GUC-00094461 IP18-00036750

Mrs SAHAR SHANAZ
02-08-2002 24Y0M20D (F)
[ AGOPALAN

"V

DISCHARGE TRACKING SHEET

"z
Rainbow® i g
Children’s ..BurthRnght

H OSpi tal BY RAINBOW HOSPITALS

It takns 3 bot to treat the ttle Your Right 1o a Sale Delivery

DATE : (‘9‘1—{ "8 PQ)

Name of Consultant : Floor : Qﬁﬁ UHID :
TIME
i | Remarks
S.ND Activity IN ouT Name & Signature :
TIME | TIME
1 | Dr. Announce Time
|
2 | Arrangement of File by Nurses W"\ /@Bﬂ W .
3 | Pharmacy Clearance
4 | Provisional Billing
5 | Audit Check
6 | Final Bill Prepared
7 | Sentto Insurance & Approval
Received
8 Handing Over & Bill
Clearance
9 | Discharge Summary
10 | Physical Check Out
11 | Activity Sheet updated by
Nursing
12 Activity Sheet updated by
Pharmacy

Doc. No. : RCH/ GDY / FRM / CLINICAL / 288







GUC-00094461

Mrs SAHAR zprulﬂu (F) i

02-“"““ s Rai_nt:i’()\a\.*’e ® RirthRight

Vi, Chliers | @ BithRiot
OPERATION NOTES

Surgeon: DR, . Al i:@ng‘t Asst. Surgeon : DR DJ\M ol bhadair [ DR Vi ke
Anesthetist: )R, . LA OT Nurse: S/, Qaafg.w_
Pre-Operative Diagnosis: N

Surgical Procedure :

Hﬂi}eyosco'pj and .POL:[P“}O“‘{] \!’Gﬂ\

Weight: Ty Jogy Date: 2 |y /2 6 Start Time : C[';%-Q“ End Time: /- 3av
Post Operative D‘iﬁgnosis: Nulligyaui /.[ 4 | |
J

Peri-Operative Complications: N 1

Operation Notes:

Findings: A gesnle. IDOZHD g.,{ 1X) em ﬁD“BJ in fu
142{{% laterial wall Just below e fo?fwa ,

'Pnlupmclal endo Metsiu
Bla}euoﬁ ogtic. visualised .

Pracedure Notes: JrS'*'f-U-u{e (M‘@D).,g puecteutio N, pi— N Hag,tow poAition
J6D . PostH painted end olsiaped And bpf Cestuiy hdd with Vuﬂ.&eﬂhw

Koutine saline L\qslvbosdcpq Aone  1uythoud  cutvical Adilada o n
A polyp X)) e vmmbm,) on {0y Ieﬂ laksiod  wall _ef ytesiuA 'Jubl-
belows coywar Po lypoidal endnmebeion sk Polyp sunoved uking
scisbors . o Gendle asiettage done without dilatation '
|_Spitenen (PUWPoLGﬂdONM cusiettings)  Rent foy HPE

Amount of Blood Loss: o ‘Blood Transfu$ed (in ML)
Micimal .

Name and Number of Surgical Specimen sent for examination:

) - Endomatsial pﬁfgp + éndometsial ﬂwc’#ﬂjg

Doc. No. ; RCH / FRM / CLINICAL / 098 (PT.0.)
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T e Rainb‘"gw" i .
 Panisier ] Children's | @ BirthRight

Hos pital . BY RAINBOW HOSPITALS
o NOOW HOSPITALS
1t Eakes & lot 1o treat the ligle, Yeur Right 1o a Safe Delivary

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters [Frequency: 7

o8t op ordeys :
© NPO ¥ 3 lowe

[ Wound Care: a

« Tnyj. Kupacg Y9 9~ dose (b%

Z
—

T.QUjM’.’ﬂ#O 63_3»—4\45 -1 —| X 7dau;

Drain /Special Lines/Catheters:

‘ (Panﬁéowg (-0 ~| x7daxf_{
T Runactano | g Flo 11—

[ . ?)r"rhjf@nr ?u‘n;ﬂnm’uﬂdﬁ [ daly Pl
Special Patient Positioning and Requirements: N Sus
( f R pain J o ]
Entowtage W yoid
- InfxM <ps ’

Nutritional Instructions:

When to Start Mobilization:

{ Special Referrals:

i

The new order for all required medications documented in the doctor. order/medication sheet:
OYes ONo

LAny Other Post-Operative Care Needed including Required Follow Up

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



Bafore Skin Incision » > Before Patient Leaves Operating Room
___._-—-'—___
‘ TIME OUT o a2 ) SIGN OUT Timet...... L2 s
Confirm ail team members have ;s/ Nurse Verhally Confirms with the Team:
introduced themselves bY Name and Role ONo The Name of the Procedure Recorded afes ONo
Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Nurse Verbally Confirm | Counts are Correct (or Not Applicable) ofes ONo ONA
Site Marked OYes DN EVRA Corret Site es ONo patient name) Oés ONo CINA
Anaesthesia gafety Check completed Dﬁ ONo Correct Procedure (;X{s oNo \Whether there are any Equipment
pulse Oximeter on patient & Functioning orfes ONo Anticipated Critical Events Problems to be addressed pYes o ONA
Does Patient have 2 Surgeon Reviews:
Known Allergy? OYes ONo™ \What are the Critical of Unexpected To Surgeon, Anaesthetist and NUrSe:
jon Risk? Steps, Operative Duration, What are the key concerns for recovery
“""‘:“ “:'E‘“ ¢ ”:1’:1 < : Anticipated Blood Loss? Cives G INA | | and management o ihis patient? Oy aNo
Aﬂfa.ﬂam:llmﬂ mﬁs oNo Anaesthesia Team Reviews:
Aisk of > 500m Blood Loss Are There Any patient-specific Concerns? DOiYes GHo ONA
(Tmi/kg In Children)? Nursing Team Reviews: l
Yes, and Adequate Intravenous > Has Sterility (including indicator resufts) |
Access and Fluids Planned OYes &flo ONA geen Confirmed? are there Equipment S o
Blood Units Reserved OYes O ONA issues or any Concerns? OYes a1 ‘ 6 1ENG ::;; ;Eii = =
2 .. 1086, 2
Has Antibiotic Prophylaxis peen given Is Essential imaging Displayed? oYes l:}blu‘ . i 1415?103.0500 §
within the last 60 minutes? orfes ONo ONA power Supply, Earthing, POWer Backup EOBTIA0  Stomized S¥ Lo . Z
0Yes oONo 104°C - 35 min. &)

Signature &......-

¢*\°"/
Name &/WM’L

-~ 1 FRM / CLINICAL/ 111

and functioning of equ‘rpmghecked,

Y
N
Signature \‘b“g'

5
- deansansansneen

Name mm&mra—‘

“Z
Rainbow®
Children’s

@ BgirthRight
BY HOSPITALS

By ————

Signature E"‘" \)"‘/\PB\P'}Y%

Name SINW
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GUC-00084461 P18-00036750

NAZ
24Y0OM2D {F)
Dr, MATHANGI RAJ LN

(i

© oo BT pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: TRANSFERRED TO :
1 |Patien: Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed | Wy
b.Surgical procedure & correct site verified oy
2 |Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured \—P_o(
b.SpO: within safe range vi,q‘
c.If ETT: position confirmed, ties secure, cuff inflated l\b
3 | Circulation & Hemodynamic Stability
a.]V lines secured & infusion running correctly Q.PJL)
b.No active uncontrolled bleeding ,{,@
ﬁ c.Last vitals recorded before transfer J.ad
d.Central line hubs are closed (\1J3
e.Dressing Intact O

4 | Pain Assessment (

a.Pain score assessed & analgesia given

b.Reassessment done P
5 | Wound, Dressings & Drains
a.Surgical dressing intact L‘_g;
b.All drains fixed, output noted -9
c.Catheter secure & urine output recorded h'f.cf
d.Splints/casts/traction devices stabilized A0
6 | Medications Pre & Post-Op Orders
a.Medications due time noted L!,Lb
b.Pre & Post-op instructions (NPO, position, mobilization) communicated L‘P,@
c.Emergency meds given in OT (time & dose documented) o
7 | Equipment Safety & Transport Preparedness
‘& a.Oxygen cylinder full & ambu bag at bedside \!M
; b.Bed/side rails up and brakes applied Y o)
c.Special positioning maintained as per surgery ' o
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level nD
b.Epidural catheter secure, infusion checked
c.Pressure areas protected (heels/elbows) D
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED B
10 REPORTS AND LABS HANDED OVER g,t;_a,g
11 BIOPSY/HPE SENT Ao
12 [Documentation
a.Documentation completeness Y2)
Transferring Nurse: '[M-
Rel:eiving Nurse : ;M
Signature of Incharge: CM
IY/FRM/CLINICAL/598







GUC-00094461 1P18-00036750
Mrs SAHAR SHANAZ
02-08-2002 24Y0 M 2 n (F)

r Dr, MATHANGI RAJAGO!

SSPCp—( [T J—

i zq\ 2186

Planned Surgery : %&tﬂlﬂh&.ﬂ. 'i‘wm @Amawo

.. Date & Time of Operation - . )—‘ \3184

m:klppmpﬂdeﬂam

To be filled by Nurse incharge / Senior Nurse :

S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? =2ha
2. | s the patient fasting for over 6 hours Pre-Operatively? Lo g
3. | Check Pre-OP Investigations & Results (CBP, Blood Group, BT, CT, PT/ APTT, Zlolo

Viral Screening, CXR etc) available before starting the procedure

4 Enema given / Bowel Preparation | Q” O
5 Remove all omaments, etc and sterile gown given O ﬂ O
6. | IsBlood arranged as required? O O

I T bag ready? O|&e| o
8. | IV Cannuia to be placed / IV fluids if Indicated e 0| O
9 Pre Anesthetic consultation with anesthesiologist O(g
10. [  Pre Medications Given? (Sedatives / etc) w00
11.|  Skin Preparation oo
12.|  Siteis marked g1o|o
13. | Surgery consent/ High Risk consent taken by surgeon? E’ olo

(Consent should be taken by the operating surgeon only) L5

14. Implants are available -B: 0|0
15. | Equipmentis avaialble Flalo
16.|  Other (it any) giola

NOTE: if any af above is ticked *NO" Discuss with the registrar / consultant immediately

Aﬂ::: :::c? e;:k;: Dl Z‘fm C ... Nirss In-Charge Name : qSA( _k-'-‘?

Billing Executive Signature : ... /&J¢. Signature of Nurse In-Charge ; .
Date & Time : Q?[E’l/ . 4 3{;1; Date & Time : ',1[1 {6’! ) "'.\_

Doc. No. : RCH/FRM / CLINICAL / 107
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Ref. No. : F/ HW / CON / ANES / 02

e CONSENT FORM FOR
Rainbow’. | @ BirthRight | GENERAL / REGIONAL
riosplal_ | @)z | ANAESTHESIA / MAC

THANGI RAJAGOPALAN

Patient Name : ..... ||l|H|IIl \||\|I|||IIHII HIHI|I| ........................................... AGE : o

Gender: MO FO - ...Consultant: 2. M@ﬂm%
Ward /Bed NO. & ccvoceenn .. Anaesthesiologist : . 2. .. RotHib....

Operative procedurep!anned:......... WW*W

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Heart disease O Hypertension O Diabstes mellitus O Renalfailure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA
O Incapacitating COPD D0thers: .oeeensens

Comments:...........

«  Doctorto document in medical record alsa if necessary (Cross-outif notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

| hereby authorize Ralnbow Hospital & its authorized doctors 0 p'erfnrm upon me | my patient
e Y I the above mentioned operation | Diagnostic | TWs procedures

| authorize and give consent for anaesthesia ( O Regional / O \Gz;nﬁai Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

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

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

CIN : U85110 TG1988 PTC029914 www.rainbowhospitals.in




I ung_rs'tgnd that there are some infrequent complications that can occur due to use of anaesthesia, these

Vclude pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
i-}h.eadaches.

\
l'authorize the anaesthetic team to perform any addttional procedures (for example, CVP line, arterial line, use

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period-and ihmediatalythereafter inneed arises.

| understand that the ahové mentioned consuffant anestheslologi_st oroccasionally a colleague deputed by him
Iherwill administer the Anaesthegia, - | ' : '

Pregnant: O 'Yes
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

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

I'have given the patient an opportunity to ask questions and | have answered these.

Patient /PatientAtte@ : Witness :

Signature: ... oy Signature:' Q cug;]&wr'f (M
Name : vmn SAAR. “CHAY\HL Name:...S: RQKSN"O"I%O\

Relationship witir Patient: 'TDSIF TP ¢ Date & Time : ... _Ls‘\_gl’:.h

Date & Time:.. Lil ’\"3\5_{:

Doctor (who is taking the consent) :

e ’"f RO NS M F

Name: DK..M;.H-E.: tndle __(:
Date & Time: ... Ay ‘I EJM w3 2O

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in

o)




e R ——

R

L

e =

Z
Department of Anaesthesiology Eﬁi?‘?b:' ® rthRight
- PRE-ANAESTHETIC EVALIIATINN Hospital 5 ;. ko o
0094461 1P18-00036 n_auhmum ; Your Right 10 2 Sate Delvery
:‘:.c;\ua SHA“;‘ZY : " z G
I iy .22y sec. UHIDNO : .o

e VTR IR P

Diagnoms .............................
BP/CAT: ... HR: %/m.. We;gtrt‘iit‘lig, ASA Physical Status: \_;/.::2 03 o4 os

3 ubonhry Data: :

POV e R HBSAg: ... =+ 0 N A

WBC: ... o 08 ToB HOV: oo 2D Echor

[ S e SRRSO | A . A R e Bluodormp: .............. Sw:sa‘m

PR e i s 3 iy W el WLV

| S Badd:: —a 1 s Akplios: oo J' { V’E’/\ P@\Ctﬁ
N e il Amylase: ... TS“ «ZCJ"_S'

§ i SGOT/SGPT: , Allergies: NIl j

MedicalHistory: s - |
RESP: Diabetes : )
o No H”{() O M !HT/ PN«I Q'\/rJa ,/(:"{7"

Hepatic / GE ; Physical Activity:
| Do No Hlo R Adhma
Past Anaesthetic History:
Physical Exam: Ny P (Q)Utb\ [Roney hige
Airway: MP1234 Mouth Opening: Mentohyoid Distance: / Neck Teeth:

o N oy e
it S8y &)
TG

Pregnant: (IYes CIJNo CINA Venous Access Site - Spine Exam for regional -

Anaesthetic Plan: Cymac DOIREGIONAL [JGA-ETT Oima

Peri-Operative Plan Explained to the Patient: OYes 0 No

[ CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
Water 7 ORS 2 Hours

2. NIL GRAL<:Omm 6 Hours

3. Informed. Consent; O  Standard O High Risk
4. Post Operative Pain Management O Discussed with Patient
5. Other Instructions:

-

Signature: .. <% o M NameCJﬂ"“S’fﬂ}
' t CH v,
Docu. No. * RCH /FRM / CLINICAL / 044




e e

Patient Sticker

- Pre Induction Assessment:

mange in Patient Condition:

hysical Status: i

P l patient Identifi

tified v

N .#"/‘ :
Rainbow’ | @ RmirthRight

i ¢ BirthRigh

ANAESTHESIA CHART  Siospical - | @) e

I oo ot 1o Treat The T

BY RAINBOW HOSPITALS
Your Right toe Sufe Selvery

LAB Values

F
o
MHSM: .

O Ansie ...

vp/ﬁa Lead

[ Temp Site
‘g\fﬂ, Monitor
Agent Manior
U2 Puise Oximetes
mugraan
Ventilator
[J Nerve Stmuator
e
Posj
Pressure Poinis Ch

H.R: 4 B.P/CRT: Sp0,: \ 99, RR: M2 :

Pre-OP Diagnosis: ... NG WNLIALAY. .. Operation: .. LA [0 sl 20E M1
Surgeon: oA M el Anaesthesiologist: ¢=2A.-- o

- A 1 5

NO LPM s - | - [ =] [l e
HALD /S0 /S -] — | R i PO D M. Aniibiote
Drugs: . ~ - S BN S —— ’—‘]
:jﬂ toDe U/ == — —1| Suppostory

-~ - - 4 I —

= : i V11 /SO AV i
I o il 1
e 141 ' i 5
A T E— ¥ Blood Loss

s | ,

2 DS = L =3 —— o 8
FID, / 530 — T 1 &
£1C0 G . & . =
[ A P 2\ 2" O = =)t =
Temperaiure pob— 7 +# NOTES
Drine Output | e

T I S | N I I =
;—E:W-._ =1
i3 ——T T
8P 240 ‘L n
v Systolic 220 - = |
A Diastolic L 1 113 .
X Mean 200 T 1 1
« Heart Rate 180
Toutniuet on Time o =111
Tournigue! off Time 160 - I I
140
Trwcat Pack I -
Trwaat Pack Out 120
1w/ﬂ_'. =17 - EER EEN EEEEEEE
80 3 - L
= L J RN
40 sSmE EEEE H
20 1
. 1]

(I

[) Regional
ecked

Line (Size & Location)
CICVP: i :

a1 o,

oW ... |9Q@V b1 O Closed Circle

E]: Equipment Checked and Temp:
tonal HME [ Fluid Warmer O iahal

O

[ Cting Film [ OH Warmer
[ Hugger's [0 Cotton Wool
[J Other

[0 wmonitored Anaesthesia Care

& O Awake ] e

Induction

Ofeo, ORS
0 Others -

ETT#H e Binncsmnnrmennss cm
O Oral [CInasal 3 Cuft
O Tracheostomy [ Topic
[0 DFUG: ..o csemsissimpstsnssress
0O Awake [ Direct Vision
[ Videq Laryngoscogy [] Stylete / Bougee
[0 Fiberopuc
Blade# . AUEMPLS e .
Ditficutty Why? s
3 silat = BS

[ Semi-Closed Circle

1 Orher

Intusion
Biock Level ...en
COMITBLS. _.ooammsinnansssimresrreygissssess .

Transportation i
[ P

Refaxant T ONe DA

name of the Doctor L. 0.
Signature of the Do

e e

e T B T e e

gt .

s gt e

N——

#imﬁ-¢¢4,r-* s

T




'/

— Rainbow® ; S
o Patient Sticye, Children’s (4 Bfrtthght
Hospita| .

thsluhmhlmg

OvYes Ong
Orain; OYes ope
lkmryCmerD'r'bs Ono
Chest Tupe; Oves oy
Kil Oray

*PULSE < BLOop PRESSURE

\ RESp

Abumnmimmmmq
Abie 2%:;.@ commang
mgmo%%“m

this, are o pe EXplained in the
the Discharqing Physician:

Reassessmon Frequency;
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e . Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015.

Children's . - TEL NO :044-40122444

Hospital *’: g WEB : https://rainbowhospitals.in

Rainbaw
ADMISSION SHEET
. , i LR (RN IR AT (A LA

Registration Details :
Admission No : IP18-00036750 Admit Date : 04-Aug-2026 Admit Time :06:44 AM UHID : GUC-00094461

Patient Details ;

Patient Name : Mrs SAHAR SHANAZ Age 124Y0OM2D

Guardian : Mr MEERAN MOHIDEEN M DoOB : 02-08-2002

Gender : Female Religion

Occupation Martial Status

Address (H) : NO 7/1 NARAYANA 3RD LANE,PUDUPET Anna Phone No . 7708643795/ 9962659768
Road Chennai Tamil Nadu INDIA 600002 E-mail - NO@GMAIL.COM

A _ hission Details :

Bed Type : MICU Bed No : MICU 804 Ward Name : 8F-OT COMPLEX

Room No : MICU 804 Admission Type : First Visit

Contact Details :

Name : Mr MEERAN MOHIDEEN M Relationship : Husband

Contact Address : NO 7/1 NARAYANA 3RD LANE,PUDUPET Phone No : 7708643795

Anna Road Chennai Tamil Nadu INDIA 600002

e

nature

Daoctor Details :

ﬁ

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Referral Doctor : Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  ; 0.00

Payor Name : SELFPAY

Printed Date / Time : 04/08/2026 06:45

Printed By : 017420 Page 1 of 2







e ] Rainbow Children's Hospital - Guindy
Rainb‘bw . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children's =% TEL NO :044-40122444
Hospital "; 4 WERB : https://rainbowhospitals.in
ainbaw
N L E NT
Patient Name: Mrs SAHAR SHANAZ Age : 24YOM2D
IP No: IP18-00036750 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No:  8F-OT COMPLEX/MICU 804

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ca™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 results
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 failing the submission, | will pay 200/- Rs.

(Receivers Signature..................)

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

.

Signature of Patient/Relative: — o0 /}

Name: 2 SAMEEMA FATHIMA Patient Address:

B ] & NO 7/1 NARAYANA 3RD LANE,
Relationshipt ~ SISTER PUDUPET Anna Road Chennai Tamil

pate: OY~08~ o206 Time: b ',11‘7 Nadu INDIA 600002

Wittness Name: /%um’\f

Wittness Signature:

Printed Date / Time : 04/08/2026 06:45 Printed By : 017420 Page 2 of 2
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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 : 2 CAp AR SHANAZ UHID Number : q L{L{b [
Self/Attendant Name : > SAMEEMA FATH(MA Relation : 5 SISTER

Self/ Attendant Signature :> W Name & Signature of Financial Counselor
Phone Number : &7_%20 ~ 67429

J
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IP18-00036750

Docu. No. : RCH /FRM / CLINICAL / 0138
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GUC-00094461 |P48-00036750
Mrs SAHAR SHANAZ
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MEDICATION RECONCILIATION FOR
DRUG AlIBTGIES: 1vvovevenvarssrmssssmssssssssssssisssnsssssssssssssssssssnisssissssassssessses ot khown any Drug Allergies

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

SHIfting FIOM: wuuvvvvveeeeeessescensnns I =R |1 | e————
pe (ﬂﬂﬁﬂlgiﬁzncﬂ#:r LErTERs) | (g, mea) | (00, NG, 56, ) | FREQUENCY Bae /Time %1%33
L N = — - —|oc ooc
2 Oc ooc
3 Cc Ooc
o Oc ooc
b Oc Ooc
6 Oc Ooc
7 Oc Ooc
8 Oc Onc
9 ¢ ooc
10 Oc 4doc

* C- Continue, DC - Discontinue

NN

MEDICATION HISTORY RECORDED / VERJFI D/Y %& 'b
Doctor Name & Signature : . ....‘“\n \{

Date & Time : . QIQJﬁﬁb C b EQW

Nurse Name & Signature: .. JO
Date & Time : W’L%Jﬂr

Docu. No. : RCH /FRM / GENERAL / 090
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Signature .........

VERIFIED BY * Name

GUC'MQ“?HAW ) 2
e ML " Childrors | @ BirthRight
{0 Hospital " |\ aeuemwsie
DRUG CHART

Date of Admission: L’—{.@{a&; ........ Drug Allergies: sy e CLMetknow 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.

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 ORDEﬂS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)
DRUG : _ Date _ ’
Dose ’ Route | Frequency [Start D
Doctor’s Signature- | Valid Periog Pharm. | %]
-] /
Additional Instructions- ] I //
L |
DRUG : ol -
Dose | Route |Frequency [Start D A
- ] | L
Doctor’s Signature | Valid Periog Pharm. /
1 Pd
Additional Instructions:
L il |
DRUG : %%L ] | ] ]
Dose | Route Frequency ’Start Daﬂ
Doctor's Signature |Valid Period| Pharm. N '_—__‘_“_—'h—‘
[Additional insr ditional Instructions: N D B e e
s & e

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 ®10)




e -

Fansnt Sticker

REGULAR PRESCRIPTIONS  Weight "PLHCj Ward.

DRUG :

Dose Route |Frequency |Start Date

Date
i

—

—

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

—Lﬁally Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route |Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
T

DRUG :

K

—

Dose Route | Frequency Stayd(

Name & Signature of the Doctor /

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route |Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

"~ Additional Instructions:

‘ Daily Doctor's Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name .......

— S

N i

Patient Sticke: | weight .74 Jogp Ward. .. 40—

... Signature ........

Date» U W
VARIABLE DOSE —E l Nurse Sig ‘ Nurss 5K _ l Nurse Sig. 1 Nurse Sig. |
Dose Dose Dose Dase ' ]
DRUG : De Sign. Dr. Sign. Dr. Sign. Dr. Sign. _“,—
\ e e Dose Dose Dose Dose
Route ' | StartDate
; Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dee Dot Do e
: De Sign. Dr. Sin. D Sign. Dx Sgn.
: | Additional Instructions: o s . o
Dt Sign. Dr. Sign. e, Sign. o Bign.
v Date»
ARIABLE DOSE Tige s [ [ [gss
Dose Dose Dose Dosa
DRUG : Dr. Sign. 0 Sign Dr Sign. Or. Sign.
Route Start Date Dot Dose Do e
O, Sign. D Sign. D Sign. D S,
Name & Signature of the Doctor o Sow Pose .
Dr. Swg. O Sign. D Sn. D Sgn.
Additional Instructions: s i o L
Dr. Sign. D, Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: it Dosage & Other
Date Time Medication Instructions Route nsmr:ature Nurses

tflalzka b B0 A T MSOPRSSTL|  A0D g pv Mﬁ@ P
e |ape | To SUPPULE o 3D N JE
G Lo [t | wong | ov g
Al | qes T, emes] bag, | P =
A oy | Lo swper |19 |0 [N o

-' ] 3 [/
)»{’}5 Q50| INT _ @Ats /gu I S o™
| :B j/

W4 | Lo:260 _‘NT L Yy W U= O
B Page: 3/4 ___{I;T#Om




Palient Slicker J

V. FLUIDS CHART weight..F\y l:cr Ward. ...

; Composition of ' * ~ig low Rate| Doctor | Nurse Doctor Nurse f
e Thie (W infusion, mention miAe = hic.y/xg/min. ete) Route mihr | Sign Sign Sloppmg Sign Sign

P 4l LK

s Tt lORC | 3,

-

D 250
LIRS B
\O: 20 -

=]

Signature .....

VERIFIED BY : Name ................
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ming upservation Score Chart - Obstetrics

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

I [ ]
2 2)[3]4ls 6|78 9101

caiy wdr

1

12[1]2

=

s 1o

Date

{7

1

11)

RESP

> 30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered 0, (L/min.

=

3 dwal

40
39
38
37
36

'|\.}

35
<35

170
160
150
140
130
120
110

100

ajey UesH

a0
80

“J

70

-

&0

50
40

190
180
170
160
150

A

\\()

140

130
120

110

anssald poojg oIS

100 11
90
80
70
60

50

i

130
120
110
100
90
BO

ainssald poojg djoiseld

L]

—& —

70
60
50

stel 1
S

| NEURO
RESPONSE
4!

URINE
mils / hour

‘ Proteinuria |

Alert
Voice
Pain
Unresponsive

=30
<30

[

Protein + +
Protein > + +

l7 ochid Normal =
! Heavy / Foul
Liquor Clear / Pink
TOTAL YELLOW SCORES [ ¢ A
TOTAL ORANGE SCORES 0, Ty LY
Nurse Inftial AA YA
v , 1

Docu. No. : RCH /FRM/ CLINICAL / 053
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Aot Rain:%w‘ . s
il C© Chiarers | o BIth Ol

i a8 0 trw the e, Your Right to 8 Sate Delivery

("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.

Flelol Intake Output ~ S

Date | Time | N Route NG | Diarrhoea | Vomit |Drainage | Urine hieons | Son.
| Mouth | LV N.G A
0&:00am | KO Lox— /
09:00 am_ Y l,"-;'j'pw ; o0
10:00am | © 126 ~
11:00-am ﬂ 18
1200pm| 9 b
ot00pm| {) s Q00

Total intake : | |25 W\ - Total Output : &QEN\,Q
200pm (322, [0 | [2oM l p_5
03:00 pm ‘ x) L
04:00 pm ‘
05:00 pm
08:00pm | -
07:00 pm
Total Intake : Total Output :
s08:00 pm /
09:00 pm
10:00 pm N,
11:00 pm 0 a
12:00 am N
01:00 am
Total Intake : : Total Output :
02.00am| . A

wooam |/ A

P

0400 g7
05:00 am | : ‘ B
06:00 am | | |
[ | 07:00 am | " vk £ 1 | \ |
| Total Intake : - el Total Output :

! S |
Tmm 24 hrs. Intake o J i

Docu. No. : RCH /FRM / CLINICAL / 092
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e OO AR SHANAZ ' Rainbow® . e
; Patie h;;:“.zuazs R;:;g:‘t:“ " Children’s . B"'tthght
L ;. maTHANG! P BY RAINBOW HOSPITALS
SR tospial, | Qs
NURSING SHIFT HAND OVER FORM
= | Diagnosis: N o TSQN}‘O?Q / Huge | Any Infection: CYes TINo Not Known
E a :f Jfﬂ?l( ] 11013 (e
E Surgery / Procedure: ) Post OP Day:
o | Date )
% | Medical Condition |
§ (Any special condition to be noted): - A
& | Diet: N pO ﬁQ]&U
Allergy: [ Yes (N0 ?Yes VNE " Yes ONo |01 Yes /No | Yes —No|- Yes — No
Ventilation (RA, NP, NIV, VENTI): Re- _W :
~ Tubes/Drains/Catheter: T Yes <%0 |7 Yes U6 | Yes CINo | Yes CiNo | Yes “No|~—Yes :No
) 3]
£ | Vital Signs: Temp: ﬁ?gl"-‘- %’F
‘%‘ Res: _QQ[:? V)
2 Sp0: | aay Lot
§ Pulse: , 40
BP: (o
LOC: [ConStod. nwau
Fall Risk Score: | D© 2,0
Pain Score: | € \UO f\
Skin Integrity [} e & \batror) /
Safety Needs: p=eg 0 No )‘es/: No | ) Yes CINo Dv){a No |~ Yes 7 /No | Yes = No
Physiotherapy:| NoP — vV
£ Others Specify: | Yes CiaT Yes NG| 0 Yes )0 | Yes ONo | 0 Yes & No) 71¥es 0/ No
,‘g Special Diet: NP O H’Cl mﬂ /
o 2 Critical Lab Test / Values: — i
Sl E Other Special Orders / Medications: | Yes -—Nﬁ,: R < INo | Yes T No|CYes TNo| = Yes —No Yes — No
& |PU Prophylaxis: ~Yes UMNoT7Ves N0 | Yes TNo[CiYes INojriYes NOj Yes - No
DVT Prophylaxis: r1Yes C Net7: Yes N0 | O Yes “INo|=1Yes ©'No | Yes ©INo | Yes L2 No
ADL (Dependent / Non Dependent): nNop Doby
— I Tl . ad ‘
Post Operative Procedure Special Orders: eas sl
| Handed Over By Name : 8” 9 ,‘,\Q_Q-WH.M
Signature /1D : f n‘\re;@ AW
et =~y
Date: Y PJQJOJ ({-"ﬂ‘/ﬂh
Time: ":';Zg{:DW\ P
Taken Over By Name : r\u
Signature /1D : ;n\ \Ju b
Date: J{\R.\‘Q-b
Time: Gop
I Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD

"

Rainbow® . s
Children's @ BirthRight
Rose e

Tt takors 3 kot ot the B,

[1 Maintain Airway and Oxygenation

mm & Discorfort

[ Maintain Fluid Balance

[0 improve Activity Tolerance

1 Maintain Good Nutritional Status

DAt oo ieeeeereesrerre s e asanarees
3 Maintain Skin Integrity

L]
S | 01 Maintain Personal Hygiene [ Prevent Infection 3 Meet Elimination Needs 1 Ensure Safety 01 Eary Ambulation Reduce Andety £ Patient & Family Education
€| [ Identify Potential Complications L T T ————————ESSUU
< a
Time Pian of Care Time impiementation Evaluation Re-Assessment '1“;?;..';,{.'::

Pa;?q Conyrol &

w (om Fory

Morning

ACJ,L;M axCeePlublo

foecl”
(1l @@w
(}371&1

~

Mo

Afternoon

Night
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Rainbow® . L.
l Patient Sticker Childg'en's . Blrtthght
NURSING CARE RECORD Hospital _ | ) xueonemm:
Date: ......ccoonmmreereemrerenrnsnsnn,
e | O Maintain Airway and Oxygenation O Relieve Pain & Discomfort O Maintain Fluid Balance OJ improve Activity Toleranca [J Maintain Good Nutritional Status [0 Maintain Skin Integrity
E [ Maintain Personal Hygiena L1 Prevent Infection 3 Meet Elimination Needs O Ensure Safety O Early Ambuiation Reduce Amdaty 01 Patient & Family Education
< [ Identify Potential Complications DAnyOlmrsSpedfy
Time Plan of Care Time Implementation Evaluation Re-Assessment "{“é‘,‘;n'gu“":
£
E
(=]
=
=
8
=
=
=
=
-
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1t takes @ kot o trest the e

znouzu {F)
ﬁLAN

"V

A0 Kngtvn Drug Allergies
[ Drug AlIETGIeS ....cvuverumeeraresnsusains

DATE TIME

1_.);\_912\—; 20

o

-
@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Sale Dalivery~

NURSES NOTES

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
pDMISKIo N0 NOTES

mhonlr

SIGNATURE

P misxiapn OD
‘D(Lk‘JQDL"‘ Ca o Drly

A-LSK IQ_L

L4 lnnt—(’)}\(—) SCOpC

-+ jﬂb|u]mr;tnm\n
- ao_g_a_,!_dﬂ_mahﬁﬂ&n
Chne s MeMIs asgo (‘,Paor(kor-\wd%
yelo [ \=— ¢ OISt
N (0 ra.\f\ /:na I .rD\PQTr}CmWUIl-\QC‘J
L:ho’O('nOJ—rﬂaﬂ polop D:)QP-'Q
|

Psopagal-lcop r-Drh*\O ’ﬁwoszo
no/mm~ rocoll? mO § &pss'Qlan
h\k‘t——ns?\aﬂ [ f‘l(‘)nl—r 000
T\[D{‘] (/nm‘-—Jnnl— \/nlqbn/!
'T)’Y Dhi ‘QMME QAWJ:LQ
QaQ—rQn(— L SHP, ) Ritokac
L?,mmC‘C? ‘D\/ ka?k-- S?f'KFQI’Q‘s’c}“{dl‘i

COr),CQr)- U—D’raanQQJ.
o= desa s, Lilos ba

Vos_ Qruon {-r\ Mn?snlm cﬂ.&u

oesvay/ // (]

-

l’Q.QF"I

iO

:F.’;OT\“

q.v

Ai20fm

1\5 MMWZ i

@Lﬂpn i

ﬁfofbr-ir

ﬁlﬂf&

O\fn'rr -—HHCQH

1 ALM'

oszLﬂ %

Con)\u nuzi C‘/ /%wm to_/ﬂ

o Ty,

Mo

;f"ouba PL \grm/w

o #ﬁow,

y{ﬂon%
z

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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Patlent Sticker

—j Rainb"gw'

MUW Drug Allergies

Hospital

um.uhmun

Children’s
NURSES NOTES

O Drug Allarglas.................... e,

‘BirthRight"

BY RAINBOW HOSPITALS
Your Right to & Safe Delivery

| DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED) SIGNATURE
i’.].ilcg;_ s @rﬁauf U140 o] AN —
S—— (\ﬂ\hli )fqrm—rﬂmﬂ; (')-rm—emm,ﬂ
Cancli Ay = 2 |oef oy
aQH Y A ,Q;H Li¢ ’7.?!/. g :
uf/ﬁg}'mqﬂ/ & Z ) -
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O Nokpy - !
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LR Oboi g 0y A0 A0} tnQ p’))’_:gy Q/ Aoy T
JA QIS contuy € aasankod. \iEod A oy
n’umbij = 0040 : JOP R - 3ohhy,, gp- e,
Cljggg TQW?@ o, =120 . (haroan () /
Braes b ;o 90y pes@ad kb Qw“‘_‘g,ﬁw
5 0al 00000k Ugutad bey (oo lbards .
g_)_,\ﬂ(o&uw\o ont O_f%j (IuDu' L}DC?JT‘— A
D Jdoni "k lab 2 c0odlivg  dor U'WW}‘A
I d‘uloﬂ—r‘or\P 9}\1'{}%069 o Y 0 .
po dOoumoA'U £ dotn (4 0 ‘
- 192300 S:mgnrd QU Quon fo M () [}WWEW
Yo, T /
':%pﬂ ( O'ULL{J}J k /O @J/f(:

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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ozog2002  24YOM2D  (F) Rainbow/ ® Bll’tthght
Children's oW HOSPITALS

AAAAAAAA Gl RAJ gy RAI
H BN vy
Hospltal i Tour Right 1o 8 Sate Dativery

TR o roxypsEs NOTES =5

AL~ LU |

O No Known Drug Allergies _
- )2 Lol Y

0 Drug ANGIGIBS wooversereeres

NOTE : DO NGT WRITE DUTSIDE THE l(ml

2 : .&‘-; LA 0 ; ‘ , ] t 6 I
\. - ! = TS KV
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1
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Tour Right 1g 3 Sale D'Iiuan;
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Rainbow’ . L
Children’s @ BirthRight
Fospital . | @i

— [ | | Pessde | |
NURSES NOTES == -

O No Known Drug Allergies
01 Drug Allergies

DNE | TME | (ALENTRESMUSTRF SIGNED, DATED AND TIMED) W

|

|
\ \\ \\
| F [ |
| | i

\ NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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0 No Known Drug Allergies
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_________________ | oo T ..
[ pomem " %ﬁ‘a’&'?_.%‘?’rs ‘BirthRight"
{0 Hospital | W@ aianes:

uoo1cTRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: Ll.}%)fl&c
Baseline Information:

Admission From: OER O 0PD O Admission Desk 3 Others, ecify ... d]JD ..............................

Primary Language: 0 Telugu O English O Hindi ers, specify T\W‘
Do you require an interpreter? CJYes E'Nﬁims specﬂy
Source of Information: atien O Family [ OUETS, SPEOIY wovvvrensirmrsssmmssssesmssssssmmsssssmmpssssssss s s

Name of the Doctor: b.BOCWCDK mm

Chief Complaints: ..... CQXOQ,FOE%\ tQQﬂs.cToctorNonhed on Admission: O Yes W

. N ime Notifigd: e % bdaoaa
past Medical History: Obtained From l;umﬁ /17] Family Member O Medical Record O3 Other (SPECITY) ©vveeevrerrnnn
past Medical History Past Surgical History Previous Hospital Admission
- Il vl
Gynecology Assessment: [ Not Applicable Gynecology Surgical History: Gynecological History:
Menstrual History: ....#= .. | Caesarean Section: A Yes Contraceptives: Dﬁ\’es
............................................... Cervical Cerclage: D,N(E!Yes Vaginal Discharge: l:]—N‘ﬂEI Yes
Onset of Menarche: .....}. - W e Ectopic Pregnancy: M Yes Post-Coital Bleeding: WD Yes
Menstrual Cycle: qul Irregular | Myomectomy: [we/Dz(es Infertility: 0 Yes
Last Menstrual Pertod:‘..?t.'g.‘ﬁ. 9"0 Others: If Yes Type: O3 Primary [ Secondary
Obstetric History: G oo T <SR SRR e K s e

Previous LSCS: B T i
Current Medication: cum{%‘fes. If Yes, Fill the reconciliation form

Family History: m(maaﬁties Detected

[0 Heart Disease O Hypertension [1Diabetes O3 Stroke O Seizures [ Kidney disease

[0 Liver disease S s e
Pital Signs / Measurements: Temp: C?‘gop_ HR: C‘r]@b RR: .22,
g\ o2 Qo  Weight :F&{:. : Helght: . kp - CHPBMIE o
lialn Assessment:  Pain:  [1Yes D—N‘({i! YJS complete the Pair: As#smam / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)




Patient Sticker

—_—

L PHYSICAL ASSESSMENT
ljeneral Appearance: O Healthy CJill looking W O Agitated O3 Others:

Fall Assessment: Ms/}l No Score.... 0. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore; MNO Score }5 (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant

I Mobility problem O Walking Problem D.Naﬁﬁy'brmality Detected
[ Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant forpositive criteria
NUTRITION EENING: O no Abnormality Detected
DW O Poor Appetite > 3 Days O Needs Therapeutic Diet.
O Under Weight O Diabetes Mellitus O Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGI SCREENING:
‘«-D‘Cmﬁoperalwe O Restless O Depressed O Agitated O Confused
O Others

Inform consultant for positive criteria

2. Special Habits:  Smoker: O Yes W? Alcohol Abuse: [ Yes ELNO/7 Drug Abuse: O Yes Clvg— T4

Social History: Lives With -Hu%mo) ..............................................................................................

Orientation has been given regarding the following aspects:
Call Bell in Reach : E’d\ro Waste Disposal Explained: ‘B@o

Infusion Pump:  Oves EI,NG/7 Hand Hygiene Explaineg: E—‘r‘mo O Others
Above information givento ... xS, & M y €

SOCIAL SCREENING:
1. Marital Status: OSingle  CHdarried CIDivorced I Widow

Nurse Signature:

Nurse Name:

Date & Time:

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




c,uc-unannm w‘la-uonsa‘rsc | %
| s SAARSHANC, . Rainbow’ . s
Patient Sticker gtn;fxz‘m le;;iii’.. { Chil d!' en’s . Blrtthght
N A Fospital_ | Wit

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
SOSTNATAL ASSESSMENT AND MANAGEMENT (T0 BE ASSESSED ON DELIVERY SUITE)

Dala:..q..,.& .Qr[Q ..................
Pre - Existing Risk Factors "1 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
ﬁ Family history of unprovoked or estrogen-related VTE in first-degree relative 1
" | Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity v 1or2
Parity = 3 1 i\
Smoker 1
rGross varicose Veins 1 J
F Obstetric Risk Factors

\Tre-ec\ampsia in current pregnancy
ART/IVF (antenatal only)

Multiple pregnancy

Gaesarean section in labour

Elective caesarean section

™ Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

rPreterm birth 37*° weeks in current pregnancy

Stillbirth in current pregnancy

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.9.
appendectomy, postpartum sterilization

Hyperemesis
OHSS (first trimester only)

\TJurrent systemic infection

Immobility, dehydration

Total

Signature of the Nurse gf o

Elinn Plan I

Docu, No. : RCH/ GDY /FRM / CLINICAL /116
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v/ If total score > 4 antenatally, consider thromboprophylaxis from the first trimester. ‘ 7
v Iftotal score 3 antenatally, consiger thromboprophylaxis from 28 woeks,

v’ If total score > 2 postnatally, consider mmmhoprophyia:ds 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 buerperium consider thromboprophylaxis.
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Morse Fall Risk Assessment Form

Rainb%w“
Children’s
Hosp

Ilﬂﬁluluuummﬂﬂe.

\

ital

.BirtHRigt{t“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

. . Ti
Choose Highest Applicable Score from each Category %%ML Fall Risk Grading
History of Falling Yes 25
immediately or w/in 3
( y or w/in 3 months) No 0 o A Risk Level Mnrsu: r:;:t:lé)Sl:cm: Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 '®) @)
_ Furniture 30 Standard Fall
. ————] 1 LowRisk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 v Precaution
None /Bed Rest /Nurse Assist 0 (@) &
IV / Heparin Lock or Saline :{es A 20 25 implement
0
g Moderate Risk | 25-50 Moderate Fall
Impaired 20 Prevention
; ti
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 O ) Implement High
Mental Status Forgets limitations 15 High Risk > 51 ISISE‘: F:ll'lun
Oriented to own ability 0 o ¢’ reventio
Total Morse Fall Scale Score: Q@ Iteeeasiion
— I (77 \
T —ad
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)

[ Ensure patients use their prescribed eye glasses if any,

[J Use chairs with arm rests

in the hospital

[1 Use safety straps on stretchers and wheelchairs while transporting patients
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[ Assist and/or supervise ambulation. Reinfor

[ Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply alll
[ Initiate constant observation by healthcare provider as approp

ow and moderate risk interventions, and.
riate to patient's needs

ce to always call for assistance
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T PAIN ASSESSMENT FORM e e

B i 1. Patient / Family
Date Time Pa;; ﬁ:‘;’e Location Duration Acuity Character “F":g::? I::n:ated Intervention Sign
6‘% O Continuous | O Acute Oshap ODul | O Increasing ves” it | K¢
O|( NI - i Achi Burni ing| ON }
Ik A0 (O O intermittent | O Chronic | O3 Aching [ Buring [J Decreasing 0 (50
2 o] O Continuous | O Acute O Sharp 1 Dull O Increasing | #0 Yes o nan 55“)\_’
[1\5 Yo 9P o E’v—’ N O Intermittent | O3 Chronic 0 Aching [ Burning | O Decreasing | O No [ oy Lt
1 ﬁ r 2 [ @ceCK | O Continuous D Ate O Sharp @ | O Increasing DS Lo Mg&
Y [ (1O ﬁa‘(‘,\ N\ Ttermittent | O Chvoric | CJAching O Burning | [ Decreasing | I No T )t B
v (__ =
[ Continuous | [J Acute [ Sharp O3 Dull O3 Increasing | O Yes v S
[ Intermittent | O Chronic O Aching 3 Burning | O Decreasing | I No
[0 Continuous | O3 Acute [ Sharp O3 Dull O Increasing | O Yes
O intermittent | O Chronic {J Aching (3 Bumning | OJ Decreasing O No
] Continuous | O3 Acute (3 Sharp  OJ Dull 01 Increasing | O Yes
] Intermittent | O Chronic [ Aching [ Buming | O Decreasing | O3 No
[ Continuous | [J Acute (3 Sharp O3 Dull O Increasing | O Yes
0 Intermittent | O3 Chronic ) Aching [J Buming | OJ Decreasing O No
[0 Continuous | O Acute [ Sharp O Dull O Increasing | O Yes ]
O3 Intermittent | O Chronic [ Aching [J Burning | O Decreasing O No
[0 Continuous | O Acute [ Sharp O3 Dull O Increasing | O Yes
03 Intermittent | CJ Chronic (] Aching [ Burning | O Decreasing 0O No
[ Continuous | CJ Acute {3 Sharp O3 Dull OJ Increasing | [J Yes
[0 Intermittent | O3 Chronic O Aching [ Buming | OJ Decreasing O No
Re-assessment Freguency:
1. Every eight hous for all hospiaized patients.
2. For post-surgical patients, patients with chronic pain, patient with severs pain:
a) At least every 2 hours for the first 24 hou's b) Then every 4 hours.
c) metopinpmm d) mau—sunwusmpmwrumnm
PTO)
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\ # | PAIN ASSESSMENT TOoLS
. . . wﬁﬁgggﬁ ;tq*n-a_
‘ . scomms
CATEGOAY 5
Facn " | 'No Parficut 00 o stile Onnu.mﬁﬁ_mn__dnmﬂg ggﬁ:ﬂﬁr
Legs Normal Position or Relaxed Uneasy, restless, tanss Kicking, or legs brawn u
Laying quietly normal position, Squirming shifing back and
Arched, right, or or Jerking
umerical Pain Scale (Obstetric and Gynecology) e oeos sasly | forth, tense |
Moans of occasional sobs, .
IO I T T A e N T R
. Cansolabiity Cont:nt, retuxed ?aﬂap ue__aa.-ﬁ_s Difficut to console or comfort

~ Neonatal Pain, Agitatien and Se edation Scale (upto 1 Month)
Sedation Rermal Pain / Agitation

- Baker (Pediatrics) Above 7 Years 2 A §

Assessment
Criteris
1 4
Crying No Cry with painful Moans or cries Appropriate crying Not] Iitable or al | High-pitched or sifent-
@@@@@@i stmuf minimally with painful| iitable sﬁésﬂﬁwasaaaﬁs
stmuli Inconsolable

HurtsLitle B - Hurts Little More m_x.sa Eu__s_% Behavier Siate No arousai to any Arouses minkmally 1o Approgrigis for Restiess, squirming Arching, kicking constantly awake
stimuli stimui gestational ape Awaiens frequently | or
No spontaneous Little spontaneous Arouses minimally / no
maovement movement {not sedated)
| Faclal Mouth s lax Minimal expression Relaxed Appropriate Any pain expression Any pain expression
5 Expression No expression with stimuli Intermitisnt continual )
Extremities No grasp refiex Weak grasp reflex Relaxed hands and | intermittent Continual clenched
Yane Flaccid tone decreased muscle | fee! cienched toes, fists toes, fists, or finger
tone Nommal Tone a.ﬁﬂ&. splay

Vital Signs HR No vadability with | Less than 10% Within baseline or | increase 10-20% Increase greater than 20% from

AR, B $30, | stimyy variabifity from norma for from basefine baseline, Sa0, kess than or
Hypoventilation or baseline with stimuli geslational age Sa0, 76-85% with squalto 75% with stimudation -
apnea stimutation - quick E:.ﬂgeo_ﬁﬁ.ﬂ
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Friction . Occurs when |
Skin moves against

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

assistance in moving. Complete lifting
without sliding against sheets is

assistance. During a move, skin
probably slides to some extent against

[ 1. Completely immabile: 2. Very limited: 3. Slightly limited: 4. No limitations: /
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{, Lr
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patlents foo young to ambulate; !
i ’ ) Ability to walk severety fimited or Walks occasionally during day, but for OR walks frequently:
‘fﬁmiﬂﬁ&'ﬁ éb:;:;;’:n-bad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L‘j t/{
wheelchair.” shift in bed or chair. 2 hours during walking hours. * ]
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does nat moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to paintul 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
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L{
pain over mos! of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or K_}
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonally molst: 4, Rarely moisi: )
1o which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
<kin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing l-/f
: Dampness is detected every time 8 hours. avery 24 hours.
to moisture P
patient is moved or turned. L—"’ |
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: J
Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

position change, moves in bed and in
chair independentiy and has sufficient

Nutritional Usual
food intake pattern

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eals more
than half of any food offered.
Protein intake includes only 2

which provides inadequate calories and
minerals for age OR albumin <3 mag/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

support surfaces
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring fraquent devices. Maintains relative good position| ~ during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another opccasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear fiquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

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

servings of mean and dairy products. ' r
Occasionally eats between meals.
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servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4, Excellenit
i Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :
ﬁs“g}:yg:::;'n‘;“ & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nrg;g‘o‘terlsm] ?‘x)g;!en ﬁ:um:n:ilu LT
does not physiologically tolerate < 10 mg/dt; capillary refill may be <10 mo/d: capillary refill may be 4 i) “"d"‘“ gh; capillary re
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <. &/seconde.
. TOTAL SCORE 2
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 19-23 —S—_———% 19

Evaluator's Name /'h @

T U/ [ 4 p\lt



= —

Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule . )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Ge! pads for high-risk areas
© Use pressure redistribution surfaces ;
@ Manal')ge moisture, friction and shear Alternanng préssure matiress 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 T
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 ® I addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1t takes a Iot 1 treat the ide. Your Right to a Safe Delivery AGE e \\\\\\\\\\\\\\\\\\\\ xOMOF
rPHLEB‘TIS ASSESSMENT J KCOI'ISU“ETL ,.u......................................................:.-../
CANNULA1 CANNULA 2
Date : Y. [SL‘O Time: ‘.}. aMm Date : Time:
Location : 0"{'\"- C &rLA_Q_& C Location :
Size : ] 8(9’\ Size
Cannulainserted by : & Fro pos~ O Cannula inserted by
Date | Time |Phisbitis[infitration] e | Sign | | Date | TIme Phiebitis [Infitration| ard | Sign
i {2
[ . JoogHYes Dﬂu‘ﬁmﬁ ;;Qp/% OYes CNo| OYes ONo
@ 3, Gpar|Des OWo | DYes ché 4 OIYes ONo| OYes ONo
“ <2 Yes :;pé DYasN_N(: Q) OYes ONo| OYes ONo
Y DYes-qrfo OYes )0 )QJE,\,) \ OYes ONo| OYes ONo
) OYes ONo | C1Yes ONo = OYes ONo| OYes ONo
OYes ONo | OYes ONo DlYes ONo | CYes ONo
OYes CNo | ClYes ONo [Yes CINo| OYes CINo
OYes ONo | OYes ONo ClYes CINo| OYes ONo
OYes ONo | OYes ONo [lYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
OYes ONo | OYes ONo [Yes CiNo | OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes ONo
DOYes ONo | CYes ONo [IYes ONo}Yes ONo
OYes ONo | OYes ONo OYes 2o OYes ONo
OYes ONo | OYes ONo es [CNo | OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
™ OYes ONo | CYes ONo "7 |Oes ONo| CiYes ONo
OYes ONo | OYes ONo // OYes ONo | OYes ONo
OYes ONo | OYes ONo i OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo| .
OYes ONo | OYes ONo P DYes Do | CYes ONo
OYes ONo | OYes ONol | / ClYes ONo| OYes ONo
OYes ONo | OYes ONo / # [IYes CINo| ClYes ONo
OYes ONo | OYes ONo \ / [OYes ONo| OYes ONo
DiYes ONo|Oves ONo| DYes ONo| DYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes OINo CINA If Yes specify- RX any initiated : OYes OINo ONA If Yes specify-
Phiebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM/ CLINICAL / 137




CANNULA 3 CANNULA 4
Date : Time:; Date : Time:
Location : Location :
Size : Size -
Cannula inserted by : Cannula inserted by :
Date | Time ’Phlablﬁs ]Inﬂltmﬂon ,"z‘r‘v':;"&“ Slan |f Date | Time [Phisbitis Infiltration mmﬂfw Sign
OYes ONo | OYes CINo ' DYes CNo| OYes ONo
OYes ONo | CIYes ONo ] OYes ONo| OYes ON
OYes ONo | CYes ONo i DYes ONo| OlYes CINo
OYes OINo | CYes ONo OYes CNo | OiYes CINg
[ OYes ONo | Ces ONo CYes ONo| OYes CINo
OYes ONo | Oes ONo OYes ONo | Oves tiNo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | Cives ONg .3 OYes ONo| Oves CNo
OYes [INo | OYes ONo DYes ONo | OoYes ONo
OYes ONo | Cves ONo OYes ONo | OYes o
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | O0Yes ONo
OYes ONo | OYes ONo P OYes ONo| DYes CNo
OYes ONo | OYes ONo .y i OYes ONo| DYes CINo
OYes ONo | CIves ONo 4 OYes ONo| C1Yes O
OYes ONo | OYas ONo OYes ONo | OYes DONo
OYes ONo | OYes ONo OYes ONo | QYes ONo
OYes ONo | OYes ONo /] CIYes ONo| OYes ONo
OYes ONo | COYes ONo OYes ONo | OYes ONo
OYes ONo | Ces ONo CYes OINo | OYes ONo
OYes ONo | Oves NG & ' DYes ONo| Cives o
OYes ONo | OYes ONo A OYes ONo| CIves CNo
Qves ONo | Oves aNo| 7 DYes ONo| OYes CINo
ClYes ONo | CiYes CNo| 2 OYes No| IYes ONo
OYes ONo | OYes ONo OYes ONo| Oves ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | O0Yes ONo OYes ONo | OYes ONo
‘ Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : C1Yes ONo ONA If Yes specify- RX any initiated : OYes OINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : % To be assessed within 30 minutes of insertion,
% Every 2 hours if on fiuid infusion,
% Every 4 hours if only on IV medication,
V.LP. SCORE (VISUAL IN FUSION PHLEBITIS SCORE) .,
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 e ve:

* Slight pain near 1.\, | 4 Pain near V. Site | 4 pain along path of | 4 Pain along path of | % Pain BbﬂEy path of

site or slight redness | % Erythema cannula % Erythema | cannula % Erythema | cannula % Erythema

near .V site # Induration # Induration # Induration : g‘;::bdﬂ:nvenous o)

# Palpable venous cord #* Pyrexia
RESITE / REMOVE RESITE | REMOVE RESITE / REMOVE INITIATE TRETMENT
N SIDER ULA CONSIDER RESITE / REMOVE

OBSERVE CANNULA OBSERVE CANNULA ANNULA CAN TUMLSNTCON ?:ENANTMENT i i
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD
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Raini)"gw° . ey
Children’s @ BirthRight
Hospital BY RAINGOW HOSPITALS
B totes 3 ot 10 treat the Witle. Your Right to a Safe Detivary

Part- L ' .
Patient's / Learner Language: T{;z_m\l patient / Learner Literacy: 1 Read Write Mﬂgmss to Learn: W Healthcare Literacy: Ysg-——/ﬂg
Identified Education Needs: ' 10. Fall Risk Education
1. NY&LesC 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis ‘j t Pain Management - 7. Infection Control Measures Safety _
. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect,interactions) 9. Nutrion / Diet 13. Risk/ Safety
Part-1I
Use codes from the list in part il "
Need Designation
] Time int Taught
ate \dentilied ormation Taug . o . Comments Signature
Person Taught Barriers Teaching Tools taomo;’nc nderstanding
E;:P Fla=> zoN / r)jQD ¥y QA Aoul— . ,
o &S fagioptt Nore|OF rKohe | a8 ‘jc:ucx
"'H 2’/31[7 i Plap @jﬁ Erxoa styreDes : o\
Part - Iil: CODES
Who was taught: PT: Eaﬂent”:? F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other {Specify)
1. Nole Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values ST oy e
3. Emotional Barriers 6. Desire / Motivate ta Learn 9, Cultural Differences 12. Impaired Vision/ or Hearing )
Teaching Tools Used: A: Audio D: Demonstration V: \Video o;_n;al’——'j': Printed
barrier/s: 2
: _ 3. Reassurance & Support 5. Respect values & beliefs T L
2. (Obtain transiator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1—Vertralizes UndgAtanding 2 Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Children’s BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takns a ot to treat the lttle. Your Right to 2 Sate Delivery

'|_ Date & Time of Admission

’—\) R\t LanpY

Date & Time of Transfer Order

2 |B)nb ot oy

Treating Consultant Name Transfer Ordered by Reason for Transfer
0 5
10 csnst) SOt | et badst
From Unit To Unit Information to Aftendant
i OT Y‘@/‘ No [}

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

~ over to attendant
N _,/,\-)O /#’“QA Yes ] No [
‘ : If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
| 4.
5.

Sh\ftl"ng Summary / Notes Written by Doctor : Ye:;l/-

No ]

i

Name & Signature of Person who is Transferring

ub."\'el-ﬁ’\‘ l O’\’\"*'«ea

Name of Person Ordered Transfer

A0 0 A

¥4
Patient & Clinical Records Received by :

A E e

Date & Time of Patient Received :

(&%@&“{0

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

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

] Nurse not Available

[ Available Bed not ready







