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Ceri‘-.ﬁedthatln respectof ne above patient:

O a There are nodrugs for return

Emergency cupboard issues have been rep\enlshed

Qb
0 c No pending indentsare there against above patient
o d Checkedhe ped side cupboard ofthebed
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Your Right to a Safe Delivery

Name: H]&MﬁVEﬂm—l"}ﬁ
UHIDNo: .. BB6AH. e
Date of Admission: 5!7‘}}5 L1137 —— Date Of DISChAIGE: ......cceruemssssssersssesseee

Room / Bed NO: .....vuummmmmmesnsasnne Suggested Billable Ded type: .........cuwuwersisssssmssssssses

WARD TRANSFERS

PNo:. 30320

ConsultantZD2: M AT HANOIL. Dept)'!DR

TIME: vovveeeneavinesans

Date

From

To

Signature of Nurse

;’5" ANoor

@?»4 loprus
A

CROSS CONSULTATION VISIT

Doctor Name

Date

Order No.

Signature

10.

Docu. No: RCH/ FRM/ GENERAL 145
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

I
Date _ Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION:

Dateb(?'\w Time: ...} 200\ Prepared By: .............. NS

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

Q\J\v\xp |

#
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Arrangement of File %
by Nursing
Preparation of
Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clearance

Billing Clearance
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Rainbow Children's Hospital - Guindy

Rai_n bow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's e A TEL NO :044-40122444
Hospital =" WERB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET

Registration Details : 0T

Admission No : IP18-00036322 Admit Date : 05-Jul-2026 Admit Time :05:08 AM UHID : GUC-00083684

Patient Details :

Patient Name :Mrs NIVETHITHA ' Age :2TY8M12D

Guardian : Mr ARUN DOB 1 23-10-1998

Gender : Female Religion

Occupation : Martial Status

Address (H) : NQ.‘15135.JOTHI NAGAR, FIRST STREEET Phone No 1 9003248421/ 7358048507
é:{;iété%p;akkam Kanchipuram Tamil Nadu INDIA E-mail . no@gmail.com

Aumission 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 ARUN Relationship  : Husband
Contact Address - NO.15/35,J0THI NAGAR, FIRST STREEET Phone No 1 9003248421
Chitlapakkam Kanchipuram Tamil Nadu INDIA
600064

(o

Signature

L tor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation  : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Dr. Mathangi Rajagopalan Phone No
i

Co-Consultant

Payment Details : Deposit Amount  : 7000.00

Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 05/07/2026 05:09 Printed By : 017420 Page 1 of 2







Rainbow Children's Hospital - Guindy

A

Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA .600015.
Children’s e TEL NO :044-40122444

Hospital & E WEB : https://rainbowhospitals.in

Rainbaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs NIVETHITHA Age : 27Y8M12D
IP No: IP18-00036322 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT 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 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
ingurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
& ¢ 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.

| 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.

(femmeivers 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 been done to me.

Signature of Patient/Relative;> ﬁﬁ(’

Name: > Aﬂ\) N Patient Address:

. L. N3O\ NO.15/35,JOTHI NAGAR, FIRST
Relstioniship: 1> { P‘\D’)\B e STREEET Chitlapakkam Kanchipuram
Date: O"; da\_,*z e 24 Time: &) 6@ Tamil Nadu INDIA 600064

Wittness Name: %\J (N

Wittness Signatuyé.
LB

Printed Date / Time : 05/07/2026 05:09 Printed By : 017420 Page 2 of 2
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Hospital Y NAMBOW HOSFITALS

T WGt s e

BILLING POLICY

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

P> 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 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

v

Yy

9.

» Inourhospital 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,

vYy

vywv.

Patient Name ; > N (VE TR TR = UHID Number : 8 % 63'% ]

SelffAttendant Name : > AQ_U‘-\} Relation :

7 NaSRANO

ot |
Selt/ Attendant Signature : 7(0'/!4,& Name & Signature of Financial Counselor
Phone Number : m i
| 7AZSBO iSO
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GUC-p0083684 1P18-00036322
Mrs NIVETHITHA

A F) Rai l;? .
Dr, MATHAN A ainbow . . . ~
I N A childrens .E:IL?&L%EE
It tahes o ot to st the lie. Your Right to a Sale Delivery
INDUCTION OF LABOR CONSENT

NEMEE liisnmmsmmenpiimismmunmasiusmisrasmimmans  DPE i Gender: Male Female
UHIDIND & ooiiriiiiiieieieierersesressssssesee s e s ersesrne bbb s nssbss s sns s Date: .. v
You are scheduled for aninduction of 1aboron .......ccooeeveiiciciiiiiiiinns N (. - |- - | St ey (weeks of gestation).
THE TORSON O YOURINAUGHONS .. oo crorrecrssssasmessssssssessssagmasassassasasanssssasassneeshsbiess s 44341590555 LS SN o RS SRS

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

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

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

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

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

Patient Patient Attendant:

h-’Sigmature.: ....................................................................... SIONARUIE: v s s
NAME ol v s e s N AIIRL, o roceesrrmamasmsossmsmspompromanssmmsstast A ssS s SR b TR IR S s
DAt & THME: woveviivirierirririeerirseeeeeressseessessenes s renensensanses Relationship with Patient, ...,

DAt & THTIE: oveeeeeemrierensiesenersrensesasssesessisssassssesnanssassss

Doctor: Witness
SIOFAIUNG .. vonoms i T e SITNAIUTE . svrsivmemmmimisisnssias st monaspsae s rsmsss
NI o L svsvososminsssnseeiismsss s ssnsosssmsmmss i srmsssstapt s erssass NG, oo s s oo Lo SR AR
Date B TIME i mmii aivas G Baa i Date & THTIE: ..oveveerreeeserarrrcsssresasesisssase s sissass s esssess
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Chitdren's | @ BirthRight
-|NFORMED CONSENT FOR VAGINAL BIRTH  fospital_ | Rzzezczss

Your Right to a Safe Delivery

GUC-00083684 1P18-00036322
Mrs NIVETHITHA .
Patient Name : .. VY zsro-ioes arysmazd @B UHIDNO s

Gender: OO Male T m“mmmmmm“m B et D R r—

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal hirth 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 canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as partofa vaginal 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.€. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

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

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

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

Name of the DOCLOr PErforming the PrOCEAUNE: .......cumsussmsssirsersessmsssssssmssssiss sttt

Consentee : Patient Attendant

Signature : f ...... ..... N SIGNAtUre & ... Q0 S

Name : f\AUl‘NlV@"fH"t“"‘q Name : Mx’q\’w"‘ .....................................

Date & Time - . S E 6. 64 8@ Relationship with Patient: ....LtUb 22 .......
Date & Time : &3(‘-6‘%&&,{9“”7

¥iiness Doctor (who is taking the con

SIGNALUE © 1.ooieveeiiuenesienresmissssssmssssssesssnsssssnessess RN .. | .

NAITIE © 1ovvveoerressrisensssibaesssnsbssssseatsnssssssssssaspssasansaes K8 Ficmsans D {Tﬂm{ llllllllll

Clate B TN . oivisvissisansiseinsiasiasasmssnssecassnsssonts Daté & Time - 5[9[%&,(5%?&. ..........

Docu. No. : RCH /FRM / CLINICAL / 028
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General Examination:
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Mrs NIVETHITHA

23-10-1988 27YBM12D (F)
Dr. MATHANGI RAJAGO

T ——

Family History: Surgical History:
il

tnchendioma _y Cr dome o T""Ff"" ‘f}dg;(

Medical History: Medication History:

- !
K'f(o HTVDH o1d on "}k/r(,oruo'-zrm Pt koo - g\,g,"?,;..ﬁn ?S‘Mig ¢
fgq-rmta lod Wnu?ta-n ' (jﬁj"'»@xd ad 36 Wﬂ&)k

- siigations: =
Plan of Care: . (917 o Wmfkaw% Invesig | . o
Admiggion G

. B e Ry ‘“"“”ﬂ""‘*{j

- w[ﬁ Q[W%JM“’M P“"’E‘w’ "

D{ [2ba~

Doctor Name: ... %’“"‘W‘.""‘. Consultant Name: | P”'M"\i'ﬂ.wgl
TP Tl oo, ; !
Signature: ...... A\,/Murv Signature:fgf\i......... !

. A y R ‘e
Date & Time: s(q?lwlk Date & Time: C_([W‘%L»
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CRP
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Date 4l4]
Time
CUE - Alb Abcen
CUE - Sugar Acent
CUE - Ketones. Abcent
CUE - PUS Cells . 1o-12.
CUE - RBC Cells Abcont
CUE
Stool Pus Call
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Occult Blood W
Culture and Sansitivitles %
W
 aqlot] s
: fSL @ ks EFwW - 242 ' { A
Radiology:  USG: IVG  GA- L 1ugee damns (474, ‘e)
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Others (ECG, Contrast Studies etc.,) :
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MEDICATION RECONCILIATION FORM
Drug Allergies: ........... M\ ............................................................ & Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
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2 Oc O
3 oc ooc
4| Oc ooc
S Oc Ooc
6 Oc Ooc
7 Oc Coc
8 Oc ooc

9 Oc ooc

10 | 0c [doc

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

Doctor Name & Signature : . Do Shwee;iew, gl&?ﬂ . 7 S
Date &Time s . GO BELIE s

Nurse Name & Signature: SM. 5.0 oo T M
Date & Time : QH[L&[‘{"“
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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)

SHIING FIOM: v i S s SEA0: v e S
Mo (Gauemgﬂﬁfmiwfmtns) (m';f’i'ig) (PO, :?;l,r?c, v) | FREQUENCY Iﬁ‘:f:,[;?,ﬁf, *}gﬂ?‘%‘ﬁg
1| a8 TYRoMepn 27- me) ¢ -)‘D # s D f}\ﬂ;i &€ ODC
2 | THe ALATOESTIY ‘;Y;‘r %) sy B Ooe
3| Ipe TN D \ ?lo t~e-\ ¢ Onc
4 1“{:} THEd Ly /o -\ &c aoc
§ | JvsTv\ SuvPvesS TRy ’wb\;; ?)?_ { —e=— il!::l%—:v 8¢ 1nc
6 | Oc Ooc
7 Oc ooc
8 0c ooc
9 Oc Ooe
10 Oc Ooc

* C- Continue, DC - Discontinue
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DRUG CHART

Date of Admission: gl‘?ht" Drug Allergies: k\ﬁ\

wesesssssegene L] NOEKNOWN any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
Thedateandﬁnmofstoppiﬂothedruqalonq%ﬂmdoctorsnameandsignmﬂbamnﬁoned.

Only one chart should be in use at any one time. Whmmechartlsmn.anawsupplemermanbekaptwmﬂnﬂm
drug sheet folder.

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

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

S0S / PRN (As Required Medication)

DRUG :

Date

Dose

Route

v

Frequency |Start Da

Doctor’s Signature- | Valid Period

Pharm.

Additional Instructions:

Dose

Route

Frequency |Start D

[

Doctor’s Signature

Valid Period| Pharm.

 [Additional Instructions:

[Date

Dose

Route

Frequency [Start Dats{

Doctor's Signature

Valid Period| Pharm,

{Additional instructions:
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REGULAR PRESCRIPTIONS

Weigm'.?f..l&%ﬁ...‘. Ward. .......ooocessisiois

DRUG : “T.THYRo AjorM

\X

=

Dose Route | Frequency |Start Date
Bromz| Po |- = [SlHla

Date
"I‘ng[’\’y'lﬂ
)

W)

AP
L’

Name & Signature of the Doctor
Starting the Drugs:

e

Additional Instructions:

Daily Doctor’s Endorsement by 2 Sign

DRUG : T %  PULMEMTIY

Date

Dose Route | Frequency |Start Dat

s | % o

e (A yAY2 Y

Name & Signature of the Doctor
Starting the Drugs:

GBS

Additional Instructions:

P Al

Daily Doctor’s Endorsement by a Sign

DRUG: (RY PAMN

Date

A

Dose Route | Frequency |Start Dat
\ elo [1-6 -\ [shHu

Name & Signature of the Doctor

Starting the Drugs: ?g
27 K55

Additional Instructions:

T

Daily Doctor's Endorsement by a Sign

DRUG : T, © APO

Dose Route
g | Yo | vy | s\

Frequency |Start Dat >\

Name & Signature of the Doctor

Starting the Drugs: @
133 e iun

.

Additional Instructions:

\0(‘31‘[9:

Daily Doctor’s Endorsement by a Sign
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DRUG: oSt It SLPPeSToRY

Date
S

X

Dose Route |Frequency | Start Dt.

\D& ?)?_ L~ =) .Tg\j}%‘

I

b
4

40

Name & Signature of the Doctor
Starting the Drugs:

27438

0
A

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: 1455 VRO L

X

Dose Route | Frequency | Start Dt.
W [ \Y [ [ shR

Name & Signature of the Doctor .

Starting the Drugs:
e

~ Additiohal Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

Date

Dose | Boute [Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

ata]»
Dose | Route [Frequency |StartDt.|
Name & Signature of the Doctor
Startirg the Drugs:

Additional Instructions:

Daily Doctor’s Endorsemn{ by a Sign
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Sheet No: ... REGULAH PHESCHIPT'UNS Weight ............. Ward....................
DRUG : %%—;L

Dose | Route |Frequency |Start Dt

v

Name & Signature of the Doctor
SIar_tlng the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs: :

Additiohal Instructions:

—_—————————

Daily Doctor's Endorsement by a Sign
| e S it it

DRUG :

Date$

Dose Route | Frequency | Start Dt.

lime

Name & Signature of the Doctor
Starting the Drugs:

" -

Additional Instructions:

Daity Doctor's Endorsement by a Sign

DRUG :

‘?[%

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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Early warning Observation Score Chart - Obstetrics

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

m------------
mnnnnmmnn 2

RESP 23 |
(write rate (n -
corresp. box) 11-20

0-10

Saturations 94; 91 f :a%
Adminlstered 0, (L/min.
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NEURO
RESPONSE
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ainssald poojg Aolseld
1512115[slel2(|gfelE B2
S
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u
mis / hour

pProteinuria

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

g\ﬂ;\;k |

Time (&Y o [0y 11](2) 1 [G)3[@E) s|le) 7 |B)o|10]11|ff) 1 2[3|@)s]e]7

> 30
21-30
11 - 20
0-10

94 - 100 %
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Administered 0, (L/min.)
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110 _ |
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Pain
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corresg. box)
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Proteinuria Protein + +
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Green
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Ligquor

TOTAL YELLOW SCORES /O
TOTAL ORANGE SCORES | _
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

T,
6 m}h Intake Output IV Site
Date | Time | Nature Rout NG | Diahoea | Vomit | Drainage | Urine | pheotis | Sion.
. of Fluid e oga | vom score | Nurse
‘| Mouth LV N.G

( FLUID CHART |

08:00 am i ey |
09:00 am e allii - |
(&) 10:00 am ( J
| : 11:00am :
12:00 pm ;|
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm ] w
05:00 pm C \
06:00 pm e '
07:00 pm
Total Intake : Total Output :
.08:00 pm
09:00 pm
10:00 pm (
11:00 pm
12:00 am _ -
01:00 am =
~ Total Intake : - Total Output : |
02:00 am |
03:00 am . |
04:00 am — L . hp IdmIsion a——
[st0an g0 | o)) | | - o
Lo600am | wiilkl [a()
|orwam| A0 fkp | - . | T Dsom
Totalintake: 2 <] 0T Total Output: )y 50

&)

3

8% e 1) o

; ot
Total 24 hrs. Intake ' % S_OV"‘-” i Total 24 hrs. Output ) ( m\/
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1. All measurements in mi.

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

Intake

Output

v She

Date | Time | NaWre Route NG | Diarthoea | Vomit | Drainage | Urine | el | Slen. -

X { Mouth | 1v | NG
‘:ﬁv 800 oo |00 | Symo| BL A
09:00am, C 3y oo 0 |Se
10:00am | YO© [\O0 |1 Q |40
11:00-am /j,b 4] o
Iy M
01:00 pm ) o 0 | g |

TotalIntake: D e 269 Total Output:  2rry0s)

(200pmypey> | \o (K- 16 ¥
0300 pm [ < IVE | \o8+ | (- vVl |e%
0¢00pm | “SOX [\ [ o | © [
t0m| Yoo [\ oo WL [ T

06:00pm | - o *‘u\'
07:00 pm .

Total Intake : Uyl ) Tl | Total Output: J&soma .+ Ly
+08:00 pm ‘r\% lﬂﬂ""g ) (2
02:00pm | pafle | (@ —10 17
10:00pm | oo o |[X
11:00 pm | ©
12:00 am =] ~
01:00am | * : ) -

Total Intake :  \_sa5 Q. Total Output :

02:00 am o (.9'
03:00 am ©
04:00 am — 0 (Q :
’0 ~J
05:00 am Q—
| 06:00 am ' . — |0 |} 1:
| 07:00 am | tle st . | | 0 i 1s
Total Intake : Ay TS Total Output: 9 ki) |
Total 24 hrs. Intake Qe astbn i f Total 24 hrs. Output Lastonl + A g
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: .2 \D‘ku" !
Baseline Information:
AdmissionFfrom: ~~ CJER  CJOPD  [J Admission Desk  \CLOthers: specify . AL AA....coccrerrnrsesrmseniisccns
Primary Language: O Telugu 3 English O Hindi C-Others (G ) l
Doyourequireaninterpreter? ClYes CIkd ‘
Source of Information: ent O Family 3 Others

Personal belonging if any: .Eﬁewelry O NoseRing [Bangles [JAnklets [JFingerRing  [JBracelets

handed OVGFtO..........H"L..lrﬁe.‘?.m.. I I S U N

Alergies: OlYes CINe~ ClMedications [ Blood Transfusion [l Food  CJOther: .. S

If yes , identify ... ereberee eyt
Chief Complaints: . Q‘T L8, rFﬁ( BRI Y s sssiivissvivnss Doctor Notified on Admission: J?i‘a? OINo
» CLM plo A A P N o3 e, Name of the Doctor: 423 J2A0a g ...
.................................................................................... Time Notified: («1;’4&3
Past Medical History: Obtained From [Patient [ Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
,,\—hoi st ErdUnd VOra->
D g dow 64 | Aq
Blood Group: ... O Y2 . Lwp: l?l 12y epde G Gestatonalage during admission: SAuedy,
Contractions: ...... LO.ONLIYS..... . LonbesbdS.  Vaginal DISCHAIGE: ..o e
Obstetric History: P P Lok Asoioisisarsinite Previous LSCS ................
Height:\lode....  Weight: S0\ BME: T
TempSL2:. ... T o RR:..20........... sl 2. spo,.Loe. /s
High Risk Factors: (Please select by ticking (v ) the box as applicable) ,
[0 Hypothyroidism O Rh Incompatibllity [ Fertility Treatment
[0 Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension [J Others: (Specify)
O Diabetes [0 Bad Obstetric History
O Anemia 1T Obesity (BMI)
O Twins / Multiple Pregnancy

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




Patient Sticker

Family Historyy (3o Abnormalities Detected
O Heart Disease [ Hypertension O Diabetes [ Stroke [ Seizures [ Kidney disease
O Liver disease [ Other

Pain Assessment: Pain: [JYes \OING (If Yes, complete the Pain Assessment / Reassessment Fbrm)

Fall Assessment: OYes [IN6  Score..@....... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: ClYes CINo Score &blla (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
CJ Mobility problem [J Walking Problem «_CINOADnormality Detected
{0 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
¥ Overweight [ Poor Appetite > 3 Days ' O Needs Therapeutic Diet. *
OJ Under Weight O Diabetes Mellitus 1 No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

\_,Efalm & Cooperative ~ [J Restless [ Depressed [ Agitated O Confused
0 ' '

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status:  [J Single O Married 3 Divorced O Widow
2, Special Habits:  Smoker: OYes [JMo Alcohol Abuse: ClYes CING Drug Abuse: ClYes CINO

Social History: Lives With .- C\00

Orientation has been given regarding the following aspects:
Call Bell in Reach : [TYes I No Waste Disposal Explained: EXVes [JNo

Infusion Pump: < ZYes CINo Hand hygiene Explained: _[3+Yes I No O Others
Above information given tof\AA... N/ ViflaedHa.......
Name of Person Orientation was given to: }’M'l e,

Orientation N0t GIVEN REASOM: .........coceeeeseererereessessssessssesssemsssssesmsenneseseen

Nurse Signature: .5 ‘;{v
Nurse Name: ..... M E E":M"

Date & Time: SL"J‘LLN“{%M
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e il | @ o

OBSTETRIC TRIAGE ASSESSMENT FORM

=24
Date: Sl?"h&‘ Time of Arrival: ‘-—‘530 Time Seen by Nurse: .. H.f%

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

O Severe Pain / lodéfate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement E) OMBERBRBON, c.cicisiisasinmvisnsissinsiscssasoosisimemsissromenss
3) Vital Signs: Temperatures (8.0, Puise: 02..... RRAD.... 500000 gp: 110130 weight ...
&
- 4) Gestational Criteria:
Gravida: 9 Wi M P L A
U y
LMP: . \3\ \D ], e EDDS &QHU% Gestational Age: (}:fwy}lc,cwv\
. oy
Uterine Contraction | ¥es | O No | CINA | Onsetq (3 {ig, | TmeR.co | Frequency: Al )
Membrane Rupture OVYes | BfNo | CONA | Onset Time Fluid Color:
Vaginal bleeding OYes | 2o | ONA | Onset Time Amount:
.‘! 1
] If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia é_ymptoms OvYes | Ofo | ONA Pain Abdomen / Vomiting
Good fetal Movement | (fes | O No | O NA if No specify:
@ 5)  Pain Screening: Numerical Pain Scale (NPS)
l I l | l | | ! | 1 |
| L I I 1 T 1 ] ] T !
0 1 2 3 4 5 5 7 8 9 10 |
No Pain W%’ft .
possible pain
® Locaton:  Lowen abdonen pw AR
o Duratlon L L’\,@ PO Days / Weeks/ Montns (Strlke out which is not
applicable)
® Character:
® Frequency: .
® Interventions: ................ Loty }'ﬂU’?UQ ..... PJ.LJHW‘ e eensmmeesisssnnsen

6) Past History:
a)  Surgeries: . & Neeclvone = Sy cﬂow MH‘M

b)  Medical: .............. b, Poihwidﬂ.
Docu. No. : RCH /FRM / CLINICAL / 098 (T0)




Patient Sticker

7)  Allergy:

O Yes

O,

8) Current Medications: [ Prenatal Vitamin O None
9) Prenatal Medical History:

[ None

O Chronie Hypertension
O Gestational Hypertension

O Diabetes

O Others: . {00z Tlagiovmn 3. K00 ...

O Gestational Diabetes
0O Low placenta
0 Others if Yes, SPECITY ......ccerrerrrusresseaserinsesseasnsisssssensesssassaene

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment; Every 15 minutes)

VD’category lli: Urgent (Time to Physician: < 30 minutes & Reassessment; Every 15 minutes)

[ 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 (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
< 120 minutes
m”m:m] Immadiate < 15 minutes <30 minutes < 60 minutes (2 Hours)
Re-Assessment Couﬂnug::aﬂnnhm Every 15 Minutes Every 16 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Earty Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bieeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
nsion > 160/110
Hypertension Selzure activit el Dot hbyeon prngiry
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing dopplers
Fetal Assessmenl Non-Fetal Movement mm movament
Others oAcute onsite severe | ®Major trauma ®Abdominalback pain | @Ongoing assessment | @Anything that does not
abdominal pain o®Shortness of breath greater than expected in | from out patient clinic seem to posg threat to
©Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Flank pain / hematuria | work) oCervical ripening
oCord prolapse @Nausea /vomiting and /ot @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected | MVC/all) previa protocols
distress ommm and /or| ®Pre-booked visits (le Rhj
oSuspected sepsis and progesterone
. osmns of infection (e injections, NST
dysuria ,cough, fever, | ®Assessment for version
chilis) ®Rashes

C
Time seen by Doctor: L[@Dm

Nurse Name ;

Date: SL’\\)—K"

Time: .. & 2050

. Nurse Signature; %O s
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Morse Fall Risk Assessment Form R i B
nJ ™ ol o
) , Date / Time & : .
Choose Highest Applicable Score from each Category Scfme E L;}O G SH D'b S L:HD“ Fall Risk Grading
(4
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O £ %) Risk Level Mmss(e;:lsl)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O a O
- _ il = Low Risk 0-24 )
Ambulatory Aid Crutches, Cane(S), Walker 15
4 None /Bed Rest /Nurse Assist 0 O @) 0
20 PR pre)
I/ Heparin Lock or Saline Yes Implement
No 0 © Moderate Risk | 25- 50 Moderate Fall
Impaired 20 Prevennqn
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Forgets limitations 15 —_—— Risk Fall
Mental Status .g s V) @) High Risk 291 Prevention
Oriented to own ability 0 O ;
= Intervention
Total Morse Fall Scale Score: O o0 S
- s
Signature i = APY |
P
Tick (v') whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: W
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

Eamily 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
Rarity > 3 1

Smoker 1

Gross varicose veins 1
Obstetric Risk Factors

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

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

h | ok | ek | h | wd | S | ek |t | -

Stillbirth in current pregnancy

I Transient Risk Factors

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

H_yperemesis
OHSS (first trimester only)
Current systemic infection

el el B N )

Immobility, dehydration
Total

\
Signature of the Nurse ‘-\ | 7
Action Plan é‘(f‘f’“

DDC?' No. : RCH / GDY /FRM / CLINICAL / 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.
v If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
v/ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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M\\\'ﬂ\\\\\\\ i ST T
- i - A i "
\“H @ Date B 1 (%1 <l
Time :{ v ) >- AJ
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 extremnity position body or extremity position but unable changes in body or extremity position position without assistance. )7
without assistance. to comnpletely turn self independently. independently. LP
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
- Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Acti The d Bedfast :
of pmh;syicalzcteisir!? E.nnﬁnad‘l'o-bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a U\ 3 :2
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. - Q
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimull, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception

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

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

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

ability to fee! or communicate pain or
discomfort.

Moisturs Degree 1. ct?uﬂanily maoist: 2. Very moisi: 3. _Occnsionuirv molst: ) 4, Rarely moisk:
o which Skin is kept moist _almust Fﬂnstantly S_kln is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, ruu!il:le diaper )
skin is exposed by perspiration, urine, dramaqe. efc. Linen must be changed at least every linen change every 12 hours. changes; finen only requires changing
o molsture Dampness is detected every time 8 hours. avery 24 hours.
patient is moved or turned. t‘e
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to aimost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Fraquently 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
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.” Cﬁ)
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

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

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

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

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 7
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. Lr LQ
per day. Takes fiuids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
I1{””2::'!;::119.Iy c’?&\gmr;loisad: 2. Compromised: 3. Adequate: 4, Excellent:
nsive ( < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may : = .
““j‘.:y::::‘ﬁ" & | 40inanewborn) or the patient be < 95%; hemoglabin may be be < 95%; hemoglobin may be Nossoun . § S L’
does not physiologically tolerate < 10 mg/dt; capillary refill may be <10 mg/dI; capillary refill may be > 95%; normal hgb; capilary ¢
position changes. > 2 seconds: serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds. (e

Severe Risk : lessthan 9 |

High Risk: 10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| NotatRisk: 18-23

A

TOTAL SCORE
Evaluator's Nome W 7

y
o

a
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Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay




“
Rainbow” . _—
- - DEN 'Q" SCALE Children’s © BirthRight
BRA N Q SCA Hospital BY RABOW HOSPITALS
' Patient 1D j B taes 3 dr b ent The B Vouar Right 1o a Salw Delivery
I 2
. Date : £
Time:] Kam
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Qf
without assistance. to completely turn self independently. independently.
2. Chairfast : - 3. Walks occasionally: 4. All patients foo young to ambulate;
i ) Ability to walk severely limited or Walks occasionally during day, but for OR wolks -
;ﬂ ;: "Y T!:a ml' _n‘; 'I; 'mo-bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ?
Y o and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair,* shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairmeni:
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 due to communicate discomfort except by cannot always communicate discomiort | Has no sensory daficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness: OR, has or need to be turned; OR, has some ability to fesl or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over mos! of the body surface. ahility to feel pain or discomfort over 1o feel pain, or discomfort in one or
half of body. two extremities,
Moisture Degre 1. Constantly molst: 2. Very moist: 3. Occaslonally molst: 4. Rarely mols!:
to 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
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours, changes, linen only requires changing
1o moisture Dampness is detected every time 8 hours. every 24 hours. \/
patient is moved or turned. :
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem:
FrictionOccurs when _ | Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

Skin moves against

agitation leads to aimost constant

assistance in moving. Complete lifting

assistance. Buring a move, skin

position change, maves in bed and in
chair independently and has sufficient

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely Lf
skin and adjacent bony bed or chair, requiring frequent 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 occasionally slides down, 4
1. Very Poor: 2. Inadequate: 3. Adequaote: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

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

"“0“:?::;?;;:’1“ & <40 in a newborn) or the patient be < 95%; hemoglobin may be b8 < 95%; hemoglobin may be Normotensive, axygen saturation C{
does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/dl; capillary refill may be > 35%; normal hgb; capillary refill

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

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

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

TOTAL SCORE

Evalugtor's Nome




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay




R ;;? Patient’s Name:......cciieecces vevevnsenesssssssssssesssssssnnns .
g al n OW . . ,.. |P18-00036322
Children’s | @ BirthRight IR spermait Y X
Hospital . BY RAINBOW HOSPITALS ;s.w-wu _r Ton %9
It tokes a u to tieat the Nitie, Your Right to a Safe Delivery A \ \\“““\\ Sex:OMOF
i \\\\\\\\\\\\\\\\\\n\\
( PHLEBITIS ASSESSMENT ] \ STESEsARER RS BIREB RN ST ..................................)
CANNULA 1 CANNULA 2
Date: € l;] [ L6 Time: b -0 Date : Time:
Location :@ NP e g - Location :
0 Size :
Cannula inserted by : 8\ n YXN—» Cannula inserted by :
Date | Time |Phlebitis [Infiltration|, V™" | sign Date | Time |Phlebitis [Infiltration|, "™ | sign
Intervention Intervention
o\ Mo [fop |OVesDNo|OVesBoD)AL— |YIoor OYes ONo| OYes ONo
' Afreq  |oves Ofooves ORGP e DS P DYes ONo | OYes ONo
; OYes Oplg | OYes Ofo] OYes ONo | OYes ONo
OYes ONo| OYes ONo
(] ClYes ONo | OYes ONo
}\qc\’\ OYes I;u( DYes ato ot ‘”7\ OYes ONo| OYes ONo
oo [oves o6 oves 6] opor | 2N OYes ONo | OYes ONo
2bwA |Oves oy Oves B Lo o vee OYes ONo| CIYes ONo
Yo v\ |OYes O] OYes Bfo| A pop v OYes ONo| OYes ONo
MW\t |19 am |Oves o[ Oves Bbl0hop oy | DYes CNo| DYes ONo
) Y o, |OYes D'ﬁ OYes Q‘ﬁ nbgtm OYes ONo| OYes ONo
b [Oves Ofg| aves Ofie| » L1 DOYes ONo| DYes ONo
W OYes BNo | Oves Bo| ) E OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
o OYes ONo | OYes ONo OYes ONo | OYes ONo
L OYes ONo | OYes ONo OYes ONo | ClYes ONo
DOYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo| |
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes CONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA 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 INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis (infitraion| /"¢ | Sign | | Date | Time |Phlebitis [infilration g | Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONa| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo|{ OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | ClYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo OYes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes CONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
{OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes 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| GYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CIYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo!
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time ;
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
[ V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) i
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
% Slight pain near |.V. | # Pain near V. Site | # Pain along path of | # Pain along path of | % Pain along path of
site or slight redness | # Erythema cannula # Erythema | cannula % Erythema | cannula # Erythema
near L.V site # Induration # Induration # Induration | ¥ Induration
# Palpable venous cord : ;ﬂgﬂ“ venous cord
| OBSERVE CANNULA | OBSERVE CANNULA L e w&g&ﬁm mﬁnﬁm E‘ﬂ%ﬁm” )
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ainbow . . 4 ar
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD HHIHIHIIIIII Children's ® BirthRight
Hospital et s
Part - L. ;
Patient's / Learner Language: . TW" .. Patient/ Learner Literacy: [ Read ©1Write. [riSpeak Willingness to Learn:  Yés Bé~ Healthcare Literacy: ~ Ye§1 ~ Na=—
Identified Education Needs: :10 ;:1:&;; i‘wﬁm el
L 6. Discharge Medication . Safe e
B@W‘ j?wsd‘ :mPah Management 1. Mfecﬁm(:ontrom:ames Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Trostmont snd Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nulition / Diet 15 Risk/ Salty
Part- 1l
Use codes fram the list in part il ,
Date Te | (e, Information Taught Comments "‘“"‘""‘ﬂm
Person Taught m&ﬂ Teaching Tools %W Understanding
e - \ - ot Mpechd :
5 = ok Ugpean o s (0 Fludi Pespeed [\eiranes
golte oo [l Preers beron B2 17 e ! vl el il e | 5
LT s | ng ‘o
|4 24 sk prtnt g plo® ho abieut Boase | L | s uu:ﬁ ity
Y Sa P ‘mg’ I;Mi’nlm% pm{sa_gnalhaigmw unla | o /)'Oncf o

5. Educational Level

2. Physical impairment
6. Desire / Motivate to Learn

3. Emational Barriers

8. Responsibilities at Home
9. Cultural Differences

11. Beliefs and Values
12. Impaired Vision/ or Hearing

Part - 1il: CODES

Who was taughl: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: 5

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Refigion Practice

14. Others (Specify ...

Teaching Tools Used: A:  Audio 0: Demonstration V. Video 0: Oral P: Printed

Mechanismy/s lo overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliels 7. (Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cuttural / Religion Preference

Undersianding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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] S Chiira's | @ BrtnRigt
- u,.\\ W@m“m “\\\\m\“\% Hospital S
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

W aYes b. No

0.1 [FNO, RBASON ...ovvvvesicivssinisesissississssssisssssusssssassassssssssnssassassssassss s ssasssssasssas essasssssassssnsasstsasssssassinasssensassaiasss
3. Nipplgeondition:

a. Nipple well formed

b. Flat nipple

c. Inverted nipple
~d. Short nipple
4.  Milk flow:
— a.Good
_\/b.l)rups of colostrums
7 ¢.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
“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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch
Docu. No. : RCH /FRM / CLINICAL / 080 PT.0




6. Was the'position explained:
a. Yes

b. No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed @Pﬁ\
b. Please explain football hold

8. NICU admission:
a. Mother needs to stimulate her breast for 2 min every 2 hours

O AHONG NOES: sttt st s

Continuity of Care: Date:
L ST I
B )
K% @
-

Handover taken DY ..........cooveeeeeeverereneseoeeoeoeoeeseooos

SIGNALUTE ...vvooiivvvreenriisseene s seses e sssssssees e

Date & TIMe: ..o,
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J PAT-;L:;;:W;;. o .-IP::W.:SJ; -RM

Mrs NIVETHITHA
23-10-1988 arysmizp
Dr. MATHANGI RAJAGOPALAN
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Rainbow"® : _
Children’s 4 BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takas a lot to treat the little. Your Right to a Sale Delivery

Date & Time of Admission Date & Time of Transfer Order
AAETR T & lnbat § 8P E\ggmﬁ}qu
Treating Consultant Name Transfer Ordered by Reason for Transfer
c —
From Unit To Unit Information to Attendant
Sffh s (o o) Yes No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

. u)hO le IP over to attendant
ﬁ\zﬂ/g oy Yes[] No
; If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1. (TGJO“ Dugmen ha | boepa (©
g
& (an. an D WYomg (o
3. __\(Tﬂ,ll \‘)Mc{.-‘w} [ 10 .
N \ /%. ; 'Q

4. Dus'Wn &.I.T)?ag_;LOMj too l 5.
5.

Shiftl"ng Summary / Notes Written by Doctor : Yes@

No []

Name & Signature of Person who is Transferring

el s Ll abee

awcj v

Name of Person Ordered Transfer

D’ Helhitrg

Patient & Clinical Records Received by :

Oyl

M 13U

| Date & Time of Patient Received :

'QZ/J}”O\QSM %Z%he’a 2 (0

If the transfer order time & Completion time is more than 30 minutes, please {i

[
k the reason mentioned below :

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

] Nurse not Available

[T] Available Bed not ready







