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. INFORMED CONSENT FOR VAGINAL BIRTH  fospital .mﬂ‘“—*””&ﬁ

Mrs B DHARANI NANDHA PRAKASH
03-11-1995 30Y8BMea4p {F) -
Dr. MATHAN Z

Patient Name : ‘)/w/”& ‘Mﬂ-’l UHID No :

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

Gender: [IMale [JFemale L " T

| hereby authorized the performance of the following procedure:

* TheProcedure has been explained to me in general terms and| understand that:
® Theindication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

* The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canai either naturally or with possible use of force
vacuumigxtraction. An episiotomy (a cut performed for enfarging of the vaginal opening in the Space between the vaginal and
the rectum) may be performed as partof avaginal delivery.

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

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

dysfunction.,

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

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

i . I-'_-{_
I voluntarily consent to the procedures described or otherwise referred to herein. | am &ware that they will be performed by a

qualified gynecologist. —“ )
AN
Name of the Doctor performing the procedure: ......................... tb\fM .......................................................................
-
- Consentee : - Patient Attendant :
Signature : ...... 4@ ) Signature & .............
NAITIB iccitisnstivnmsosmersmmmssesssisesssonisbion e Name: ...
Date &TIME & oo
' Witness ;
. Signature :
.
= -
_Name o Name: ... . DV -
Da;e LT Date & Time - N xS
Docu. ﬁzu, :RCH )’#HM / CLINICAL / 028
- [







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 BirthRint WEB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET

Reglstration Detalls : UYL RN L TR NN T

Admission No : IP18-00036642 Admit Date : 27-Jul-2026 Admit Time :06:49 PM UHID : GUC-00094080

Patient Details :

Patient Name : Mrs B DHARANI NANDHA PRAKASH B Age :30Y8M24D

Guardian : Mr NANDHA PRAKASH A DOB :03-11-1995

Gender : Female Religion

Occupation b Martial Status

Address (H) : NO.46, DNS NAGAR, MADHAVA NAGAR Phone No : 9789185715/ 9677798136

EXTENSION, JOTHI NAGAR Arakkonam H O

Vellore Tamil Nadu INDIA 631001 E-mall + NO@GAMAIL.COM
Adiiission Details :
Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit
Contact Details :
Name © Mr NANDHA PRAKASH A Relationship  : Husband
Contact Address : NO.46, DNS NAGAR, MADHAVA NAGAR Phone No 1 9677798136
EXTENSION, JOTHI NAGAR Arakkonam H O
Vellore Tamil Nadu INDIA 631001
"’
Signature
I tor Details :
Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Dr. Mathangi Rajagopalan Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 27/07/2026 18:52 Printed By : 013787 Page 1 of 2







2 . 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 A i‘;é."z' WEB : https://rainbowhospitals,in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs B DHARANI NANDHA PRAKASH B Age : 30Ysm24p
IP No: IP18-00036642 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-0T COMPLEX/MICU 801

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 medica| 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,

Ving my general co
procedure, treatment, therapy or medication recommended or deemeqd medically necessary by treating doctors. | also

understand that the Practice of medicine s 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 disinfecti

Isinfection. | am informegd that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment ang monitors the whole Process as per evidence based guidelines".

Note:
1 We do not allow yse of medication brought from outside by the patient.
2| have received attendant passes M category. | understang that | have to retyrn it back at the time of final bill

clearance, In case of faili

i will pay 200/- Rs.
(Rerrs Signature:..... ]

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

Signature of Patient/Relative:

Name:; A MW\DL}\GW‘QM’PW Patient Address:

L] NO.46, DNS NAGAR, MADHAVA
Relationship: l 8 b NAGAR EXTENSION, JOTH NAGAR

: o , Arakkonam H O Vellore Tamil Nadu
Date: 370~ I)—OQ{) Time: € 4 Cle INDIA 631001

1
Wittness Name: Jotiu

Wittness Signature:

Printed Date / Timg - 27/07/2026 18:52 Printed By : 013787 Page 2 of 2
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> Billing Cycle: - Bed charges will be calculated based on I12PM to 12PM checkout. Settlement Post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day,

> Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, 1P or op
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wil] be charged extra,

> 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.0.1. 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.

P In the event of TPA / Cashless denjal 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 wil] be applicable as per the ward
category. All charges vary as per Room Category, except Pharmacy and consumables

»  Patient / Guardian Self Attested Government ID proofis mandatory to submit at the admission,

A TPA/Insurance Processing Fee applicable for al| Insurance Cases

> Inour 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 ete. from the date of admission will pe 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 e
charged as per dual occupancy.,

> Room eligibility is purely subject to TPA approval. Proportionate difference of the bil| amount is applicable in case the
patient opts for higher category higher than the 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 aminimum 6-7hrs

P Difference ifany between the fina] bill amount arid amount permitted / approved by the TPA or total bill amount in cage
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,

® ai the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

»  Patient attendant can collect for Interim/provisional bjj] 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 bi]] 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,
Patient Name : < - D angn UHID Number : (\1—\’-&._(. ! booq tOgo

|SeIﬁ’A1tendam Name : ¢ A Ao ha AN Relation - Hflﬁ[l A
-

Self/ Attendant Signature ; WM

RCHXGDWFRM/CLTN[CALME{S

Phone Number -

Name & Sig;atu_rigsnanciai Counselor

47199 25 1§~
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State: Tamil Nadu, SLLMULD o _sren,
PIN Code: 636007, B Aadhaaris proof of identity, not of citizenship or date of birth (DOB).DOB
Mobile: 5677798136 is basad on infermation supported by proof of DOB document specified in

regulations, submitted by Aadhaar number holder,

® This Aadhaar letter should be verified through sither online
authentication by UIDAl-appointed authentication agency or QR code
scanning using mAadhaar or Aadhaar QR Scanner app available in app
stores or using secure QR code reader app available on
www uidal.gov.in,

B Aadhaar is unique and secure.

Documents to support identity and address shauld be updated in

Aadhaar alter evary 10 years from date of enraiment for Aadhaar,

Aadhaar helps you avall of various Government and Non-

Gavernment benefits/services.

Keep your mabile number and emall id updated in Aadhaar,

Download mAadhaar app to avail of Andhanr services.

Use the feature of Lock/Unlock Aadbaarbi ios to ensure ity

when notusing Aadhaar/biometrics.

m Entities secking Aadhaar are obligaled to seek consent,
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MEDICATION RECONCILIATION FORM
T . = S ErtGkknown 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: ..o S D s masspmammmasason SRR 10: .vvvvvverevesssecnssnsssesesnssmnnenssresssssssssssensens
N0 | (GENERIC NAME CAPITL LETTERS) (mg,meo) | (P, WG, 56, | FREGUENCY | posT DESE ﬂ“ﬁgﬁ'ﬁg
1 g ~ § -~ |- |oc oo
2 Oc ooc
3 OC [DC
4| Oc Ooc
5 Cc Onc
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7 ¢ 0Obc
8 Oc @anoc
9 Oc¢ Ooc
10 | ¢ 0Obc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDE '
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Doctor Name & Signature : ........ 2. N e,
Date & TIME : .ovveeerrrevserrenreesesss o ond oo M? e 4\
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Nurse Name & Signature: ... |12, 2. Ak O ~dWwa o \bﬁ

Date & Tie : . D o 2N @ 08
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Date of Admission: M}T}-Jp"bnrug AHOTTIOR!, ic oo ibicossssiicamismssmmpenmarpessinidngsbess L}Nﬁ@n 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

NURSES

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

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

1) Right Patient 2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Date 'r

Dose

Route | Frequency Starfnag

v

Doctor's Signature- | Valid Period| Pharm.

Additional Instructions:
DRUG : pare
Dose | Route |Frequency [Start Date|

Doctor's Signature |Valid Period) Pharm.

Additional Instructions:

DRUG :
.

Dose

Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

Iﬁdiﬂonal Instructions:
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DRUG: 7. AUGNENTIN

DateF \X_ S

Dose | Route |Frequency [Start Date}?,,, (2]
b2Cg| Py [V -1 [og)2 [ 8
Name & Signature of the Doctor
Starting the Drugs: 1
ﬂ/&ﬁj” VA
L 23 2#4 '
Additional Instructions:
g
Dally Doctor's Endorsement by a Sign 0%
pRUG: - PA N Dater \M baf
Dose | Route |Frequency |Start Date {1
howg | Bro | I l7 |, SOIPX
Name & Signature of the Doctor “
Starting the Drugs(:d/_
12\ 2 oad
Additional Instructions: i
Daily Doctor’s Endorsement by a Sign X b
= g X gi
oRUG: V-PARACETAMD | [paF \X 0}
Dose | Route |Frequency |Start Date| ¢ . W
I9 | Pro 1-' -1 [28/% 0/
Name & Signature of the Doctor
Starting the Drugs; i
= 0o [
124872
Additional Instructions:
p PQ&
f
Daily Doctor's Endorsement by a Sign
DRUG: TJugmin ufbaitoRY D::’ & N
Dose | Route |Frequency |Start Datels = \(‘)5
lab | IR |10\ |28]7 v/

Name & Signature of the Doctor

Starting the Drugs: : l 3

\2aul

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Additional Instructions: /

A

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor -

Starting the Drugs:

Additiohal Instructions:

Daily Doctor’s Endorsement by a Sign

— e
—————

DRUG :

Date

Dose Route Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

oV 4

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

Dose | Route Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Patient Sticker E‘i‘,'i?é’;%ﬁ-s @ BirthRight
| Hospital | @ Tomsme
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .....coccoeeee. WA coorecrnicnnnnes

DRUG Tt

Dose | Route |Frequency |StartDt.|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dalily Doctor's Endorsement by a Sign

DRUG : | Do
Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor .
Starting the Drugs:

Additiohal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : b ‘ '

11—

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Daty
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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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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Your Right 1o o Sale Dulivery

Hlos pi_talm

Protein > + +

i | ':{'\va Date I D ' c:\l | = I
2% Time8910'111212]3456?@9101112(23 R E
[ RESP 230
(write rate in 21230
carresp. box) 11-20
| 0-10
- : 94 - 100 %
Satura%nons_‘ <94 %
Administered 0, (L/min.) ] o
a0
39
= 38 |
2 37
o 36 [ONIONON@) =) = )
< 35
f = 170
= 160
150
140
130
x | 120 . ' )
% S0 % —9 (‘ - r:} é )
80 =T ) &
|70 \ v
60 i
50
40
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16
3 350 2
g 140 O
g / 130 W =) e 1 ;\ ¥
T g =20 A AR TN 178 4
o 110 SN A
I 100
o) 90
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70
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50
r 130
E‘? 120
§ 110
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l g 80 [, A
3 70 ARV Y/ 0
2 60 MIGILEESS X
£ 50 4 . '
L " 40
NEURO Alert
RESPONSE
|1
URINE
mls / houp
Proteinuria Prorain + 4

Lochia

i
| Liquor _T-_“

TOTAL YELLOW SCORES o) ol id 174 8]
TOTAL ORANGE SCORES | g & <
Nurse Initial % 5{\_'. .Ro, A

S 4
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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. Al measurements in ml,

2. Add
Up each column separately, Make additions across the Page to obtain 24 hrs. total of intake and output.

Intake

N Output IV Site

Date | Time | Nature Route

NG

Mmmbnhmwn"s'g;?ﬂ?;é

N.G

08:00 am

[ 1000

11:00 am —]

12:00 pm

01:00 pm

Total Intaks :

Total Output :

02:00 pm

- |03:00 pm

04:00 pm

\‘ﬁ)\’b 05:00 pm

06:00 pm i

ol TSR

%
|
!

1 07:00pm [\ N\ o litc::

L
A2y
1

Total intake ; )

Total Output : [CtOe

I 9 ey oy

bS]

09:00 pm | Jrfec 25om/ | oo/

[2Sm)

1000pm | v ades || som) leem)

195

! 11:00pm) A fet | foom) [loom)

[25m)\.

L 12:00 am o com !

(o
01:00am [/ o, oo

st h;'cLJ

)
J
3

Total Intake : |y S$23ml

02:00 am 400 !I!

Total Qutput: ) o |

03:00 am

o qogooolg

il i

04:00 am

050021 | gy

e

‘A‘Jg;?

0600am |t 193 by

‘\/-'7

07:00am [ ) 120 1Qend

i

Total Intake : | | Hom )

FREREE AR

Mg\

LTotaluhrs.lnlﬂm I 2,1bF n.\.:]
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1. All measurements inmil

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

28T Intake Output Ve
Date | Time | Neture Route NG | Diathoea | Vomit | Oranage | uring | Bieas o
Mouth | v | Nng

0800am |, fored 0
09:00 am | - i
1000am | Guep 2 o |~
1100am | 94 g, la J o [
12000m | pnsray |t gond AT W
OL00 D™ )t e | Dot 1 o_| ¢

Total Intake : . et Total Output: 45w/
0200pm | D¢, 0 |G

. | 03:00 pm a6 ] \/ ') J:':"“
04000m | iy [ | Oy 4] 3=
05:000m 419y | oo N e
06:00 pm H ,‘M il ANV
|00 4t oo e [2F

Total Intake : T Total Qutput: ) |{ g )
08:00pm v bty | I0onl o | aP
05000m gy [l \ @t | 2
1000pm Iy w18y | Qe ) A
11:00 pm Uﬁﬂﬁn Loorl L )&‘f\/
12:00 am \\ e | Jee
01:009m |yabey | ; i

Totalintake : oo Total Output: o9 [Py 03
02:00am | i (3kt[0 o | A i
03:00am fy oy N
04:00 am py Laomd Ny foa)
05:00 ain (ﬂﬂi"_ /£ / Oaﬁ
06:00 am «— — o0 )
07:00am oy [Qeom i

Total Intake : Gy L

Total Output : mey . i

Total 24 hrs. Intake ?)O Q0 m_Q—
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é Diagnosis: @,]3? L‘ 9] } S?W"' 3D / Any Infection: C1Yes CINo I Not Known
§ [ PseV Ny D If Yes SPeCiy: .......coovorervvrerrrnnn.
@ | Surgery / Procedure: o B Pcﬁ (LP Day:
;)4‘" f & l-i’ \- -
2 | Date ) ) o ;
& | Medical Condition ey r
§ (Any special condition to be noted): H|o m‘fr"’" N'_O'Laghw oo \tﬂ“’Q \'\@@
Diet: liguia : ‘MM‘@{»M ® ae (E)(('JLr
Allergy: O1Yes wh6] 14 Yes GG | O Yes Cellol Yes W0 | Yes, LA | C Yes 1 No
Ventiation (RA, NP NI, VENTI): | p o Ap | oks v xe i
Tubes/Drains/Catheter: C1 Yes MO 71 Yes 2o | O Yes O Yes NG| Yes, | !fuo 2 Yes CINo
= Vital Signs: Temp: qg&: “!&‘lo' + Q;l ]S"" aAk’e & 0, Q’P“ Qe i
i Res: ! oln® NV [ibby | 20V | Loy
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LOC: ;m,., (onsuah Cowdoe] (puegw | oo | cow
Fall Risk Score: 29 Yo >0 r
Pain Score: g,][c o | W J U w 4 \ &
Skin Integrity | |y, g t-| Trlaof | Dudod] (vt %ﬂ et
Safety Needs: \=Yeg (1No | 88 No [F¥es o JoT Yes O Ng | 01 Yes NG| O Yes CNo
Physiotherapy:| s~ pr | /P N e ple
g Others Specify: | = Yes &410,/01 Yes @No |0 Yes e |0 Yes o [0 Yes,CL¥0 | 0 Yes o
3 Special Diet: ITqu_wP . A gm af (9dut @ A (Wi
& |Critical Lab Test / Values: = — = o — ]
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: S)..IH'-}'},‘L%\

Baseline Information:

Primary Language: [ Telugu O3 English O Hindi ELW TaAf-’“ !
Doyourequire an interpreter? [1Yes DN?
Source of Information: D'PW Family [ Others

Personal belonging if any: Ddeﬁ}f 0 ;jose Ring [ClBangles [JAnkets [ Finger Ring [ Bracelets

Admission From: OER DOPD O AdmissionDesk  OI Others: specify .‘L..Pﬂf/.}

handed overtu...............H.u ......................................................................................................................
Allergies: OYes 0O ClMedications 0 Blood Transfusion [ Food [ Other: e ——— o
Y88 BB vttt e o S

Time Notifed: ... k... -6~ haf ]

Chief Complaints: .. J’j,m ES.. G’i% FQ..P..D Doctor Notified on Admission: D-Ve@o :

Name of the Doctor: “D.3y.... AD.JV/ st

Past Medical History: Obtained From m Family Member 1 Medical Record [ Other (specify) .........

Past Medical History Past Surgical History Previous Hospital Admission

'Pr{o MIPTaemo J’DEf 5 o
Hot ©Dp P—;( :

Contractions: .. 2.Conkya.. . S@C Vaginal Disch A 4 5
Obstetric Hlltory G K Pty L e A f ............. F'ravnous LSCS ...
neignt: oS weight: bq, g BM:..

Temp: .. qg:’ FHR. q@l;m RR: Q.obhw BP: . 1[0J£9L SpD,qC},'/ '

Blood Group: .. g 790&7 Ttivawe & . )25730 [‘f} ﬂrj.2£ﬁastatlonal age during admission: . 3_7“'0'1'

High Risk Factors: (Please select by tlcl:an (v ) the box as apalaablo)

O Hypothyroidism O Rh Incompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS . O Preterm Labour
O Hypertension 1 Gestational Hypertension 0 Others: (Specify)
O Diabetes O Bad Obstetric History Ao
O Anemia O Obesity (BMI) _

O Twins / Multiple Pregnancy
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Patient Sticker ‘

Family History: O No Abnormalities Detected
(] HeartDisease  [1 Hypertension [0 Diabstes [ Stoke O Seizwes D1 Kidney disease

O Liver disease O Other ..... ‘Paﬁaﬂ, ....... D2

Pain Assessment:  Pain: / CINo  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: D)(e//{ﬁ Nc Score ... C......... (complete the Morse Fall Risk Assessment Sheet)

EUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant

[ Mobility problem [ Walking Problem D—N@mamy Detected
{7 Developmental Delay [ Musculoskeletal Congenitat 25normality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
ht {1 Poor Appetite > 3 Days [J Needs Therapeutic Diet.
£ Under Weight O3 Diabetes Melitus 01 No Abnormality Detected
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
Ewﬁ&?ooperaﬁve [ Restless O Depressed : [ Agitated [ Confused
7117 £ S - ;

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: O Single @—W [ Divorced 0 Widow
2. Special Habits:  Smoker: [ Yes DNc/—) Alcohol Abuse: [1Yes Duo/7 Drug Abuse: ClYes CINo™

Social History: Lives With H’QWO’ ............

QOrientation has been nl:ny:?lnu the following aspects:

Call Bell in Reach: O Yes O No Waste Disposal Explained: @@ No |

Infusion Pump : W Hand hygiene Exnlalqnad: m No . O Others '
Above information given 10 ..... ) FS ... T2 bas.oun.)... | '
Name of Person Orientation was given to: A JOES . Db L

Orientation NOt GIVEN REASON: ........crivesuuussriss Tosssssssnsssssnsse

; ’s)
Nurse Signature: .. ﬁé\\cﬁo

Nurse Name: gﬁ
Date & Time: ... 2. IT-;—JJQ,&! @ ..... Ep ‘deV,
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OBSTETRIC TRIAGE ASSESSMENT FORM
Date: .......... 9-'?)?/25 Time of Arrival: ..... E;u L. Time Seen by Nurse: b(fﬂ}v

1) Level of Consciousness: onscioys O Semi-Conscidus OJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / M te P, O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Hedvy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement O Other Reason: .. w-'“T
3) Vital Signs: Temperature: . ‘?:8{: Pulse: ﬁ&b@\jﬂ 90% CH /BP !cz [ eight: ....1.&. .t.f 7

4) Gestational Criteria:

Gravida: G 2, I A 1
LMP; ......s%..}..ll..[.g_;::'. ..... EDD: ....... } } 9. L;. Gestational Age: 3‘—;m1—3.1>
1 [o n
Uteri Ti |_Frequency:
ne Contraction ,D)!ﬂs”/@ No | O NA Onset S{?}W ime KCP«, Freq ﬂ*Y 9 cople 205
Membrane Rupture O Yes E?No//7|:l NA | Onset | Time Fluid Color: :
Vaginal bleeding O Yes EHIO//7EI NA | Onset Time Amount
if 74
g If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes | Cho™| C¥NA Pain Abdomen / Vomiting
Good fetal Movement %7[] No | o nA | [fNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)
—t+—aH 1
0 1 2 / 3 4 5 6 7 8 9 10 !
No Pain Worst

Neeation possible pain

® Location:
............... louﬂ%a.l:a}ﬂ LRI cosin JRELA D cossvssvssmmmiaonsanisinssn

@ Duration: . DR T .[ Days’fﬁ' eks/ Months (Strike out which is not
apphcable)

@ Character:

....................... m.oafe&.%ﬁa f?am

g s e A lomip...QRea. 2. CottiQitiayms,..2ode c

® Interventions: ......... va Jo... Comfmh’t:ab)& FG&’ILI@J} .................. "

6) Past History:
a)  Surgeries: .. JD

5 Medical: .. DT R R S B R R i v
Docu. No. : RCH /FRM / CLINICAL /




Patiern Sticker

7) Allergy: O Yes , HfYes:
8) Current Medications: atalXitamin - O None OO0 Others: ........cceeeevevennens
9) Prenatal Medical History:
O Gestational Diabetes
O Chronic Hypertension O Low placenta
O Gestational Hypertension O Others if yes, SPECHY ..............
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 Cat Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Ebﬁgﬁ 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)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (ResuscHative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
IH“L::CI.::W!} Immediate < 15 minutes <30 minutes < 60 minutes . léo“,m}
Re-Assessment Comtinuous Hursin Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Su Pre-term of Active Labour of Early Labour/ | Discomforts of
Labour / Fluld imminent Birth WWMOM <37 %m ?u?o‘:! > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Hypertension > 160/110| Mild
Hypertension Selzure activity and/ or headache, visual| > 10030 N EEIA
disturbance, RUQ pain | (e
Atypical FHR tracing,
Fetal Assessment | Non.Fotal Movement | oromg sobrers ot
Others o | e oot | e o gl il bty
oAltered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Fank pain / hematuria | work) oCervical
lg:vrgmpmlapse .m%mwm @Minor trauma (minor .&pﬁmm
-1 respimtofy diarrhea suspected protocols
distress dehydration mm and /ol @Pre-booked visits (ie nw
@Suspected sepsis diarrhea and
: ®Signs of infection (l¢ | injections, NST
dysuria ,cough, fever, | ®Assessment for version

Time seen by Doctor: (?I_Srf’m :

Nurse Name : ...

Date; ).:},‘F[?}ﬂ

M«w@lguﬂﬁ?vv Nurse Signature: ....

. Time: .. b '.»rcv/\,
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R [ Chidren

Hospital

It takes 2 Jot to treat the itte.

‘BirthRight"

BY RAINBOW HOSPITALS
Your Right 10 a Safe Delivary

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

Bala:.&'f../.%!ﬂm. ...............
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
Fiarmly history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity " |/1or2
Piarity >3 11
Smoker 1
Gross varicose veins 1
: Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Mu!tiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Nﬁd-cavity or rotational operative delivery 1
Pr!olonged labour (24 hours) 1
PPH (1 litre or transtusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total 0 }

Signature of the Nurse Bﬁd PQ\J\ \ X

O

Action Plan

o | oeo?
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

 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 tt_lromhoprophyla:ds.

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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[ et S Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes @ ot 1o treat the littie, Your Right 1o a Safe Delivery

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

Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4

#revious 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 thrembophilia (no VTE) 1
Age (=35 years) 1
Obesity lor2

Pl'arity =3 1

Sj'ﬂoker 1
Gross varicose veins 1

Obstetric Risk Factors

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

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prhlonged labour (24 hours)
PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

el e e O O O IO R T

Stillbirth in current pregnancy

Transient Risk Factors

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

Hyperemesis
OHSS (first trimester only)
Current systemic infection

w

= | -t | oo

Immobility, dehydration
Total
Signature of the Nurse

Action Plan
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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 Iftotal score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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DHARAN! NANDHA P )
T e O BRADEN 'Q" SCALE Chidrers | (@ BithAght
E?:: MATHANGI W*Li“\“mm X osplla}} B MDY O3S
mm“\“m“m““\““\ I Date : ' il ATl
Time : i i
[ = 1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extrernity position body or extremity position but unable changes in body or extremity position position without assistance. C'f (_(
without assistance. to completely turn self independently. independently.
2. Cholrfost : 3. Walks occaslonally: 4. All patients foo young to ambulate;
. : . Ability to walk severely limited or Walks occasionally during day, but for OR waolks frequonily:
ﬁmi;“y:;:z;eg;e; é l;d:gs: 'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3
. WD and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3 Lf
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3, Slightly limited: 4. No Impoirment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli dua to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensary Perception

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

maoaning or restlessness; OR, has
sensory impairment that limits the
ability to fee! pain or discomfort over
hall of body.

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

ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly mois!:

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

2. Very moist:

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

3. Occaslonally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely molst:
Skin is usually dry, routine diaper
changes; linen only requires changing
avery 24 hours.

—

FRICTION-SHEAR
Friction . Occurs when
Skin moves against

1. Significont problem:
Spasticity, contracture, itching, or
agitation leads to almost constant

2. Problem:
Requires moderala to maximum

assistance in moving. Complete lifting

3. Potentlal problem:
Maoves freely or requires minimum
assistance. During a move, skin

4. No cpparent problem:
Able to compietely lift patient during
position change, moves in bed and in

Nutritional Usual

or |Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more

which provides inadeqt'ate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a compiete 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, eats
most of every meal. Never refuses a
meal. Usually aats a total of 4 or more

support surfaces thrashing and friction. without sliding against sheets is I probably siides to some extent against chair independently and has sufficient
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 frequent devices. Maintains relative good position|  during move. Maintains good position Lf
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.” e
one anather occasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequate: 4. Excelient:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube fesdings or TPN, which Is on a normal diet providing adequate

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

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy praducts) each day. servings of mean and dairy products.
Praotein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally sats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. \{ L-,'
per day. Takes fiuids 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: L
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may i ;
Tissue Perfusion & | 40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be TSI yom
Oxyge does not physiologically tolerate < 10 mg/di; capillary refill may be <10 mg/dr; capilary refill may be 2 g + normal hab; capllary Q kf‘ (T
position changes. > 2 seconds; serum pH is < 7.40, 2 seconds; serum pH is normal. <2 seconds. B
; . TOTAL SCORE < ? 28
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 93 3\?- g
Evaluator's Nome M. it B




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Attemating pressure mattress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk™ Patients =
13-14 Moderate Risk oo ) Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges Atemating pressure maliress 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 g Alternating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay
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A e Morse Fall Risk Assessment Form Hospital | | N smmeouseetrus
= e 5 Eh
Date / Ti &
Choose Highest Applicable Score from each Category Sciaréme Q:,F,[',i' Q&” :L 2D Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O </ ) Risk Level Morsg(ar‘l::g)s@re Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o o [®)
Furniture 30 Standard Fall
. Low Risk 0- .
Ambulatory Aid Crutches, Cane(S), Walker 15 . owris . Precaution
None /Bed Rest /Nurse Assist 0 (®) O o)
IV / Heparin Lock or Saline ;es 200 20 &0 : Implement
= Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :Jreventhn
GAIT / Transferring Weak (uses touch for balance) 10 | o | O Tarvesion
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 —_— Risk Fall
. Oriented to own ability 0 o @) O Ert?e:unggn
Total Morse Fall Scale Score: O 39 N0 L
: o)
Signature (@, %jﬁé %‘cﬂ‘-"‘f ‘

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
[J Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

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

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

[0 Hourly safety check

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

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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, Hospital .mnnmaowuosmm
Morse Fall Risk Assessment Form b v e e R
E ) X/
) . Date / Time - rAav

Choose Highest Applicable Score from each Category Scfore szj = \ﬁ/ 2 J # Fall Risk Grading

History of Falling Yes 25

(immediately or w/in 3 months) No 0 O © e Risk Level Hors:(ehl;:lsl )Scnre Action

Secondary Diagnosis Yes 15

(more than one diagnosis) No 0 0 O o
Furniture 30 Standard Fall

' ) Low Risk 0-24 ;

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 Q >, o

IV / Heparin Lock or Saline L 2 Implement
No 0 Moderate Risk | 25 - 50 Modarats Fall
Impaired 20 :;"te"e"t“!"n

; erventio

GAIT / Transferring Weak (uses touch for balance) 10 {1y | O 1o
Normal /On Bed Rest /immobile 0 ._ Implement High

Mental Status Forgets ol o L L. High Risk =51 g:it:ﬂilon
Oriented to own ability 0 0 = o “

Intervention
Total Morse Fall Scale Score: 0 1Dy |0 .

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

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

~7o1
Moderate Risk (25-50) Apply all low risk intervention and

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

[0 Hourly safety check

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

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

[J Initiate constant observation by healthcare provider as appropriate to patient's needs
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It takes a lot to treat the litte. Your Right to a Safe Delivery MATHANOI SATARO AL AN

T
(_PHLEBITIS ASSESSMENT ]f
CANNULA 1 CANNULA 2

Date : _3_-_1_ } Tim @ 30 /}f Date : Time:

Location : J_Q]C - aco Location :

Size : Size :
@’I o ; )
Cannula inserted by : 5_5 l-’3 Cannula inserted by :

| Nursing
Date Time Phlebltis Infiltratlon Int tion

o3| T [Oves Onetlivesans] Ol
= SUSV

| ‘yv'* OYes Olo mmuﬁm
- ipf,xw OYes Oflo | OYes Dﬂﬁw
Be “ }‘,ﬂ»—p\.{ OYes Bfio | OYes G@No g"_ﬁ:ﬁb“
" [ Yavw [oves o DOYes QNG | (S0XYS
by~ [OYes B0 | Oves w
A\ |Oves Ofio | Cves 2o Ooyv
VOB™  |ooves oo | Oves OKG by

\PT |Oves @Ko | Oves Nt v~
C),{)\b-\ OYes GO | Oves ONo| ghind.

Nursing
Intervention

Date | Time |Phiebitis |Infiltration Sign

OYes ONo | OYes ONo
OYes ONo | OYes ONo
OYes ONo | OYes CONo
OYes ONo | OYes ONo
OYes ONo | OYes ONo
OYes ONo | OYes ONo
OYes CNo | OYes CNo
OYes ONo | OYes CINo
OYes ONo | OYes ONo
CYes ONo | OYes ONo
DOYes ONo | OYes ONo

\ | #1&HA ?%%%z\ﬁgi‘v f.;"

13 pii_[DOes Oo{ Oves ONoF oA P OYes ONo| DYes ONo
\' |oves oNo | ves ONo - LY [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo \ OYes ONo | OYes ONo
OYes ONo [COves ONo| /" OYes ONo| OYes ONo
OYes ONo | OYes ONg} ™ OYes ONo | OYes ONo
CIYes ONo | fes Ko OYes ONo| OYes ONo
OYes ONo | OE€ TNo OYes CONo | CIYes ONo

OYes ONo | OYes ONo OYes ONo| OYes ONo| ,
_~|0Yes ONo | OYes ONo OYes ONo| OYes ONo
“” | oves ONo | ves ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | D¥es ONo OYes ONo| OYes ONo

RX any initiated ; OYes ONA If Yes specify- o RX any initiated : OYes CINo ONA If Yes specify-
Phlebitis score: ¢} { Phiebitis score:

Cannula removed : ElYijE%\(o if yes date and time : ?45 >j) Cannula removed : OYes ONo, if yes date and time :

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

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




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : l.ocation :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis |Infiltration h::'::n‘";m Sign Date | Time |Phlebitis (infiltration], ..ﬂ“nﬁi.“&n Sign
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
CYes ONo | OYes ONo OYes ONo| OYes ONo
[Yes ONo | OYes ONo COYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes CNo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes CINo | OYes CONo OYes ONo| OYes ONo
OYes No | OYes CINo DYes ONo| OYes ONo ﬁ
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes [INo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
DOYes ONo | OYes ONe DOYes CONo | OYes ONo
OYes ONo | OYes ONo DYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes [No OYes ONo| OYes ONo
O'es ONo | OYes ONo ) OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYes Oio OYes CINo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
| cannula removed : [Yes OINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes CONo ONA If Yes specify- RX any initiated : [Yes CINo CINA If Yes specify-
Phlebitis score; Phlebitis score:
NOTE : # To be assessed within 30 minutes of insartion,
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
a V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) ke
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 followingis | ALL of the following is
evident: avident: avident: evident and extensive: | evident and extensive:
# Slight pain near 1.V, | # Pain near |.V. Site | % Pain along pathof | % Pain along path of | # Pain along path of
site or slight redness # Erythema cannula ¥ Erythema cannula # Erythema | cannula #% Erythema
near LV site # Induration # Induration # Induration * Induration
# Palpable venous cord : m‘:“ venous cord
| OBSERVE GANNULA | OBSERVE CANNULA . PeMayVe ?;E:"Eﬁgﬁs‘:%m %ﬁ%’:ﬁrgﬁﬁma E‘:sgﬁ?&?ggfsm )
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Your Right o a Safe Delivery

{F)

I ks & bt o breat T BT,

Part - I. ' -
Patient's / Learner Language: ......... Ja,mj ..... Patient/ Learner Literacy: ] Read | Write ?'Wﬁngmss to Learn: hﬁs/uﬁ7ﬂealﬂicare Literacy: 'TET)EI

10. Fall Risk Education

Identified Education Needs:

1. P L’ B / Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Impiantable Devices
Diagno 3 [ 3. Pain Management ™ 2tnfection Control Measures : Safety )
—fw‘}'&D‘ Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
e 5. Medication/ Therapy (safety, effects/ side effect, interactions) -8 Nutrition / Diet 13. Risk/ Safety
Part- i
Use codes from the list in part Ili
Date Time Idu".gﬂ‘l'ei Information Taught Comments WI
Person Taught |  L83MMING | youching Tools e Understanding
Barriers barrier/s
Lt 4 s || Bl uac&qu Joto s o ahoule Nors] oy Mome| Yes 7&4 {!E
e Vaolinal) hjatl corgel Pﬁm - %5 d ==
‘}L‘B\F\’\U‘ 0HT ]*W‘Gld‘ HQG—UU/{ L 45*“—”"“‘ o™ o Ve (auhqs \\VAE) tava./() VoSt ((’e;:u; ‘%T@:I\ ﬁ'\-Q
L}?\"d N \LMQV‘ =¥ \"ﬁMWw : FAAA
‘7,1',“;}_ fan | 4 Clealth ~Colutat Bf’} . cthocet Pﬁ'tuf' Kd Qol ; L ‘O-GML M
Beeds con I clyed Iy
Part - lil: CODES _
Who was taught:  PT: Patigt— / F: Father M: Mother S: Spouse $n: Son D: Daughter C: Caregiver 0: Other (Specify)
w 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. CulturaReligion Practice
2. Physical impairment 5. Educational Level 8. Responshilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0:—Omi— P: Printed
overcome barrler/s:
5 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. mz.m 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM
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..BirthRight"

1. Breastfeeding initiated?
O aYes 0O b.No

3. Nipple condition:

a. Nipple well formed
b. Flat nipple

¢. Inverted nipple

d. Short nipple

Oo0Ogao

4. Milk flow:
O a Good
O b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:

a. Baby goes to the breast

b. Mother always sits with a back support

¢. Ear-shoulder-hip should be in a straight line

d. The baby takes a latch on the areola and not on the nipple

OooOooano

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080
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6. Was the position explained:

O aYes

O b.No
7. For Caesarian mothers:

O  a. Mother is required sit and feed from the 4th feed

O b. Please explain football hold
8. NICU admission:

O  a Mother needs to stimulate her breast for 2 min every 2 hours
9. AUHHONAL NGNS ..o s s R RS v o s T s s s
Continuity of Care: BB i
Handover given BY ......cccoucieeiveeircce e eveene HBROVEr TAKB DY oo s
SIGRBIN. . coisnoisuaiasusinsims s T SIONBIING s iimmmesins B e tons b Eommns sttt et SR

DA 8 TN, i riibimieirsiaes e rasostonssat tamsnammsarmmsen seaneg Ko DAB & TIMB: .ttt e e eaeeeeeeeesneenes
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Date & Time of Transfer Order

03-11-1995 Y8 M0 ) Date & Time of Admission
Dr. MATHANGI RAJAGO \ B 0 \ [ (_;VQ* O\
I i o8 F|26
Treating Lonsunam marw Transfer Ordered by Reason for Transfer
o tGllarge| D withe | e et
From Unit To Unit Information to Attendant
5“‘ £ [oa Py Yeaf | No [}

e

Number of Sheets in Clinical File

Number of Imaging Films

Persanal belongings including
clinical documents. If any handed

over to attendant
(,\\o_ ¢y b gy Yes[J No
@ If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
1.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes [] No[]

Name & Signature of szwho is Tran—s:f@;)
|

A wet

Pa.

Name of Person Ordered Transfer

s s,

/' L>j
{Q -

Date & Time of Patient Received :

\J/dy 'X\(\:& VQ{FQ .

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

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

[] Nurse not Available

[] Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

\\

Date: 2*'3[0'1[2@.‘ Time: H)M

77226 kg/m’

N, o R Height: VoS0, Weight:.. k- 8IS BMI: O ~28 kg/m’
] ~ 30 kg/m’

Food Allergies: ......0N-. ...
Diagnosis: .. M’LA‘AO'(. \/ﬂ%xr\wl QQ«&.M«% 2. BaLE..

Type of Diet: bE(lq}uid Osoft <O RNormal O Diabetic

O Vegetarian M\Jagetarian [J Vegan
Diet Advised:
Liquid Diet— ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups.~ YO
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd T
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient's / Attendant's Dietician’s

Signature: AM(G’&?)@)

Date & TiME: ....veevene 1 ‘é/ﬁ?{.lpg[m’l " Date &Tim&’?—&(o?f}%@l}"v\

Signature:

Name: .

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