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Name: .......oveeeeee

UHID No: .......o.

Room / Bed NO: .....curereevemrenensnenens

WARD TRANSFERS

MAL.....
O ...

Belamenkth.... sende. .........
IP No: lﬁ%ﬂl
Date of Admission: lgl.FHQ.E?% TIMe: v

Ward: ...coooeererenrinensniees

Date of DISCharge: .........ccoeveuersrenmsnssnnns

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

Suuggested Billable DEGYPE: ...

Date

Time

To

Signature rgf Nurse
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CROSS CONSULTATION VISIT / \

Doctor Name
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Order No.
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10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS

Date Investio-“ns, Order No. //\ _ Signature
gl oot | opc 28025 0‘3‘/’/ 5%@3
L
£
Tl
/A
[\
[
\
|
|
7




MEDICAL EQUIPMENT ( WARD & ICU)

Connecting | Disconnecting

Date Name of Equipment i Time Order No. Signatye
e (D oeqprtn” P
) pegbeh {8050
CTo {37 mql*é%/ fWeibey
~0) 609030 e
CTe_ (5 60q bab” |

—




PROCEDURE
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Staff Nurse Shift/ Ward Billing Assistant Billing Supervisor
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” dr, 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 WER : https://rainbowhaospitals.in
Rainbaw
ADMISSION SHEET
i \ . (INRRT AT TN TR IR
Registration Details :
Admission No : IP18-00036511 Admit Date : 18-Jul-2026 Admit Time : 06:50 AM UHID : GUC-00092104
Patient Details :
Patient Name : Mrs BALAMEENKSHI SUNDAR Age (28Y2M 17D
Guardian © Mr G. PRASANTH DOB 1 01-05-1988
Gender . Female Religion
Occupation . Martial Status
Address (H) NO 108 a1 1 weat raja street kancipuram Phone No . 9787841322/ 9095982436
Kanchpuram R S Tiruvallur Tamil Nadu INDIA E i . i
631502 -mai . no@gmail.com
‘Admission Details :
Bed Type @ MICU Bed No :MICU 803 Ward Name : 8F-OT COMPLEX
Room No @ MICU 803 Admission Type : First Visit
Contact Details :
Name - Mr G, PRASANTH Relationship  : Husband
Contact Address : NO 108 a1 1 weat raja streel kancipuram Phone No . 9787841322
Kanchpuram R S Tiruvallur Tamil Nadu INDIA
531502
¥ %MM‘
Signature
(}octor Details :
Doctor Name - Dr. PRIYADHARSHINI S M Specialisation : OBSTETRICS AND GYNECOLOGY
Referra| Doctor . DRD'VYA EMMESS HOSPITAL Phone No
KANCHIPURAM
Co-Consultant
Payment Details : Deposit Amount 7000.00
Payment Mode  Cash Payor Name . SELFPAY

Prntee (ate | Time  18/07/2026 11:44 Printed By : 607335 Page 10of 2







Z. 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 """ WEB : https://rainbowhospitals.in

Rainbow
GENERAL C ENTF T i i

Patient Name: Mrs BALAMEENKSHI SUNDAR Age: 28Y2M17D
IP No: IP18-00036511 Sex: Female
Consultant: Dr. PRIYADHARSHINI § M Ward/Bed No: 8F-OT COMPLEX/MICU 803

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.

.nderstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
"L consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
=aurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

e 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 l&ave received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

cle. ance. In case of failing the submission, | will pay 200/- Rs.
3 |P 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: >

T
Name: = ) (/\- ) ‘) MMUJ / Patient Address!

H %QW ! NO 108 a1 1 weat raja street

Relaliongnip: 3 kancipuram Kanchpuram R S
pate: [&- o 1-20 1Ll Time: [ple5© Tiruvallur Tamil Nadu INDIA 651502

Wittness Name: [)(/W N

Wittness Signature:

Frinted Date [ ime - 18/07/2026 06:51 Printed By : 017420 Page 2 of 2







GUC-00082104 IP18-00036511
Mrs BALAMEENKSHI SUNDAR

-
01-08-1888 BYamiro (F) - Ra|nb0w
|— Or, PRIYADHARSHINI 8 M " " ™
S (1T T children's | @ BirthRight
3 Ho spital . BY RAINBOW HOSPITALS
T takes @ lox o treat the Tnpe, Your Right to & Sate Delivery
BED SIDE CHECK LIST FOR NURSES
Date; . a\?‘r
STERK]
Doctor's Orders \ )
Carried out or not “i&/ v ©)
Bed Side U
Structured Handover done Wp)
"*’U S
IV Site rap | N
Central Lines Ay pl R
Arterial Lines Np | Ney
Feeding Catheter Asn | W
Urinary Catheter o | VR
Skin Care w N
Eye Care v )’éﬁ
Mouth Care - ~OA
Sterillum Bottle, Stethoscope Vo
Suction Bottle (Should be clean & empty) ( VO)
Intubation Tray U a)
Emergency Tray :

g.gaded S)Imngasdv;ilth ?]f;ldazolam
ecuronium and Flus a
Ampoules of Adrenaline pon | N

Ventiator Tubing, (Any Water, Blood) | N> p WA

Humidification N NP

Check all Infusion -
(Labelling, Correct Preparation) Napy | VA

Chest Physio & Neb

Np [ VA
Handed Over By Name : n":*'!“f“’:" /QQ
Signature : . 4{;« ﬁ&’_@
Date & Time: !; 9]*{-'° ’Jﬂ:
Hand Over Taken By Name : M '
Signature : M
Date & Time: Qo)

Doc. No. : RCH/ FRM / GENERAL / 088
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RCH GDY FRM CLINICAL 426

|’iIIiC;lI Name ;}_ chAL&MmM UHID Number : qg_{a'
| Sell”Attendant Name >_C\tp;¢:_;j,uf\ﬁ _Rciali.on = o HU-&"“ V\(ll

= 2 e e O —
| Self’ Attendant Signature > (L *‘\M,O,Am&/
Phone Number : = 0

]
Rai 'C =t . .
Shildren's ‘Blrthﬂight

Hos pital B PLA RO FIThi &
-
; . Y r

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

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

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O 1L 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 taritf will be
applicable and any discount or special rates given to TPA's | Corporate won't Yeapplicable.

I the Surgery” Procedures performed in emergency hours (8PM-06AM). 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.

I ourhospital there is "No Discounts Policy”. Kindly co-operate.

No Duplicate/ Second copy of OP or P 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 be charged according to the higher
category.

I the patient is shifted to the [CUL the attendant should vacate the room, 17 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 7 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).

[ takes time tor cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, ifany 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.

F'wo 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 us 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 al any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tarift.
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Obstetric Formula: Menstrual History: Regular : &2 ves O No
AV LY Obstetric Examina
Obstetric Hostory: R0
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| i Othel
AT Aes t® PP: £ Cephalic Eg:r?ach s
M‘tl\:\ e O‘J“%w@ Head Fifths Palpable: ___ &)<
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= RISK FACTORS: doeg\ay, D\\Q.G\M\d.\omﬂﬁg efNoma  ClTachy ([lBrady ] Absent
, e 2rw (@ 1l |
,“%0“' - Per Speculum Examination o\ dase ¢
( wiis Ac) ) Draining: [ Present EI Absent D_Bleeding
| ddevuide ce \ @220 Colour of Liquor: [ Clear [ Meconium [ Blood Stained
C Dosoumnsdnols s - cal ;
Vaginal Examination
k : ~ Cenix: jeewM'long |, [ Partially effaced [ Effaced
Height: .1.6.\...cm
Weight: £.2.8.... kg Os: Closed Dilated _ 2 Hyvaeys joose -
Allergies: gﬁﬁ b\ Membranes:  [tPresent  [J Absent
o Bfoast T E]Abnormal Liquor: . =X Clear - [ Meconium [ Blood Stained
General Examination:

Consciousness:(esciows Pallor: 6 Presenting Part: [Tertex [ Breech ] Others

lcterus: (—9 Edema: © Sutton: O-3 &2 O-1 00 O+1 0O+2

Temp: (&) - PR:Q2%ptn © Pelvis: [@Kdequate (] Doubtful

BP: 110 \oomenim, DTR: ’

CVSisvsz @® - 1 RS Bee®

Liver/Spleen: Urine Output:
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Patient Sticker
Family History: Surgical History:
NI NIV '
Medical History: Medication History:
ML g R S
Plan of Care: Invgsiigations:

L UTh - Reacloone:

Y BRRV

3 _
- \WWF DR .ondow

- © Vool

- Sard. CRC  waLL--

Doctor Name: ... TO\..ohatisde
Signature: .. ?

Date & Time: ... .43, \7\%

Consultant Name: .. T).& 9. ri'-kqmﬂ S 14

Signature: .. B
T2
Date & Time: ............2. b l)da




GUC-00092104 3 R
BALAMEENKSH
o 28Y2M17D (F)

01-05-1998

HARSHINI

1P18-00036511

"

- RESULT SHEET

.
Rainbow"®
Children’s
Hospital

B i o kol A e B B,

@ BirthRight

Date

z) 6|2t

R lak

Time

Hb
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CRP
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PCT
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Na

TS =

\ + &) O.

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Con|

T.Protein

S.Albumin

S.Globulin

| A/G Ratlo

" Uric Acid

S.Amylase

- Sr.Lipase

~ Blood Lactate

S.Cholesterol

PT/INR

APTT

W

CSF Protein / Sugar

p/t‘%m.ﬂ

B2

Cells

N/L
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CUE - PUS Calis _
CUE - RBC Cells
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CT:

MRI

Others (ECG, Contrast Studies etc.,) :
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- MEDICATION RECONCILIATION FORM
Drug Allergies: IMCE:FT@XDNEHMfPCT\/ O Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is ch ange
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 ICU )

SIfG FIOM: oo N Shifted ;o Fj} r}ﬂPfOO“/
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SMo|  (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pe Time priniians
1 —TO\- b . ( 6 F7 Uﬂﬂ (7/1()0:‘»4{’ pﬁ ED %D DC
) , ’ _ g
2| b - PA1Y tow | po | BD He oo
; ) ’ e
’ T@do ZEKODIL § F ( tub ) 5Y) ¢ 4joc
- /
4 c Obnc
5 OJC Jbc
6 ¢ CDc
. Oc Ooc
8 ac I:] DC
9 Oc ooc
10 Oc¢ ODC
A
?5 : . * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / .
1"% D . ' _
Doctor Name & Signature : \Nb@h ﬁ[ﬁ{ Lg/[mw
2 i
Date & TMe : .o | 2L 1{*; 220 |

Nurse Name&Slgnature:«.S{ M (LALAAL SQQ@: SR Q
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(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

01 051098

|

288Y2ZM17D
RIYADHARSHINI S M

. MEDICATION RECONCILIATION FORM
Drug Allergies: J'"h.*(k.?’hlﬂ_kf‘lﬂ.

IP18-00036511

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

-

Rainbow®
Children’s
Hospital

T ok & ot b treat T Bete.

BY RAINBOW HOSPITALS

.BirthRight'

Your Fight to a Sale Delivery

(XX '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.

Shifting From: ......... ,LD':Q=~ SHIFEBA 0! 1vvvvrvevevseeerssessesenssseessessnsssssssssesssenesens
S0 | (GENERIC NAME CAPTAL LETTERS) | (m, m) | (P, 5,5, ) | FREQUENY | Eoe e ﬂﬂ?ﬁ%‘ﬁg
L ] . . - |oOc Ooe
2 Oc ooe
8 ¢ Ooc
4 Oc Ooc
o 0c ooc
6 Cic Coc
7 Oc ooc
8 Oc Ooc
E Oc ooc
a ¢ goc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .

Date & Time : .

Date & Time : ...........

'f?low} Sat
Nurse Name & Signature: . CB Lo MWCQM %
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\

1

DRUG CHART

Date of Admission: &3‘(‘?

T TLL L

:J\;\{T(i;..g {7%13‘ O [ Notknown any Drug Allergies

>.... Drug Allergies: ...

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

.. Signature .......

VERIFIED BY : Name

NURSES

L}

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 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 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.

$OS / PRN (As Required Medication)

Date [

Dose

Route | Frequency |Start Datel

v

Doclor's Signature. | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date I>

Dose

Route | Frequency [Start DateT

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date}
Tupe

Dose

Route | Frequency |Start Dat

Doctor's Signature | Valid Period| Pharm.

|

[Additional Instructions:
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Dr- PRIYADHARS; ’

(i ﬂmmm”" i REGULAR PRESCRIPTIONS Ward.............
DRUG: Tab. CEFTUM %;‘}3 ol oAl
Dose | Route | Frequency |Start Date|g4ey &)

Homy| Po |1-o-1 |18\

4@,
7 171%

Name & Signature of the-Doctor
Starting the Drugs:

@

Additional Instructions:

QP") @l\/
N
Daily Doctor's Endorsement by a Sign
DRUG: Tab . zeropo gp  |oate h S
Dose | Route |Frequency [Start DateGA N | 0x
Teb | po | 174 [8llay 7

Name & Signature of the Doctor
Starting the Drugs:

6*}%\1
Additional Instructions:
ML YK %}"
Daily Doctor’s Endorsement by a Sign
DRUG: T° PAN Date 184 /@{5’ o
Dose Route | Frequency |Start Dat -1' Y
L{Dma‘ Po I~ [€h)ay N4
Name & Signature of the Doctor
Starting the Drugs:
93t
Additional Instructions:
P A1
LI
Daily Doctor’s Endorsement by a Sign
Date

DRUG :

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor

Starting the Drugs:

HAddilional Instructions:

Daily Doctor's Endorsement by a Sign
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P

Weight. ‘29‘? ', || S—

Dr, PRIYADHARSH!H SM
ol [TV |
] Wngse [wmess [ [ e [wowss |
DRUG : - =) - i |
e Oc. Sign. e Sign. s |
Route Start Date e Dose Dose Doss
O Sign. 0. Sign.. O Sin. br. Sign.
Name & Signature of the Doctor Dote Dosa Dose Dose
‘ B D Sign. Or. Sign. Oc Sign. e Sign.
Additional Instructions: Dess Dose Dose Dove
—— Dx Sign. . Sign. o S
VARIABLE DOSE Date '
ine l Nurse Sig | Murse S [ e 56 [ ornss
‘| DRUG: - m - - i
Dr Sign. Ox Sign. Dt Sign. De Skn.
g Route Start Date Dose bose e =
% Dr. Sign. Dr. Sign. Dr. Sign. O Sign.
Name & Signature of the Doctor Dose Dose Dose g
. D Sign. D Sign. B Son.
Additional Instructions: o Dase Dose Dose
Or. Sign. Dr. Sign. Dt Sign. De Sign.
STAT / ONCE ONLY DRUGS
Date Ti icati
ime Medication mmgl?’ Route Sﬂnature Nurses
A T i o T | By 2
k) f : 11{1 ¥
\%VY\;;O c\% ANT EPIDOS IN 2cc Tv &612\‘1 1]
' SP
‘%\ﬂ thm T MISoPROSTOL boe miy PR &1\’\ gg
\%\W \Dﬂ’rﬂ [JVSTIN 'SUPPoS | oYy too My PR I‘g . (,—(‘gp
. 2 2.\ <
s 0AM T Cer U r
il TCefUm oo | po Wt 2
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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

| e
gﬁbb Date
l Time | 8|9 |10/1112| 1|23 |4]|5[6|7|8|910|uf12[1][2]3]4a]5]l6)7

RESP
(write rate in
corresp. box)

Saturations

Administered 0, (L/min.)

40
39
38
37
36 B
35 ] m !
< 35

170
, 160
150

140
120
120
110 AR i

100 Al ="
90 L~
80 X P il
70 ~ = <
B0 e
50 =
—

190
180
170
160
150
140
130 \
120
110
100
90
30

| 70
P 60
50
130
120
110
100
90
20
70 4
&0
| 50
: 40
NEUROI Al‘_‘"* | | | | | | | 1 [ | | | | | | | | | | |
RESPONSE | Yoice
[v] Pain )
Unresponsive

URINE = 30
L <
Protein > + +

. Normal -
Lochia Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES |
TOTAL ORANGE SCORES

Nurse Initial

3, dway

a1y ueay

gy |

—
anssald poo|g MjoisAs

—
ainssald poojg njoiselq]

Liguor

3|0

Docu.-No. : RCH /FRM / CLINICAL / 053 !







GUC-00092104 1P18-00036511
Jirs BALAMEENKSHI SUNDAR
01-05-1998 28Y2M170D

r. PRI Rainbow® &

) 2
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Yaur Right to a Safe Delivery

Hospital |

Early Warning Observation Score Chart - Obstetrics

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

~ | Date -
Time [(8/] 9 JAo)11f12] 1| 2| 3 s|e|7(8fofw|ufr2)1[2]3]|@)s[e]7

RESP
(write rate in
corresp. box)

> 30
21-30 O

11-20 O
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40

39
38
37 3 - .

36 U 2 et =) =

35
< 35

318y Ueay

170
160
150
140
130
120
110

100 N

)

<
s

4]
o
N

—
anssald poojg joIsAS

:
XA
>0
&

120 W A
110 1 &
100 i i

-
3inssald poojg Jljoiselq

.

40

NEURO
RESPONSE
[¥1]

Alert

Voice
Pain

[Unresponsive

URINE
mls / hour

> 30 \/
< 30

Proteinuria

| _Protein + +
Protein > + +

Lochia

Normal v’
Heavy / Foul

Ak} <

Liquor

— -—

Clear / Pink | —

—

Green

TOTAL YELLOW SCORES O ) © D o )
TOTAL ORANGE SCORES /i, [4 = (2] Q F2)
Nurse Initial am WM dlY L i) 3’
' v
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Tl fosghal, | M asmounte

cany wwfNing Observation Score Chart - Obstetrics

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

Date

Io{]:ﬁl% Time wl|uli2))1|2|3(4[s|e|7[f)o[w|uaf12)1]2]|3(4)s |67

RESP T
(write rate in .
corresp. box) 11 -20 9.4
0-10
94 - 100 % (<=1 A%
<94 %
Administered 0, (L/min.)

40

39

38

37 o P

36 - b2 L&) o

35
<35

170
160
150
)
130
120
110 |
100 i~ . = d ; i}
S0 i3 i i rV' i hw o
20 (A .
70 . &7
60
50
40
190
180
170
160
150
140 WL
130 2
120 Y ¥
110 A 4
100 |
90
80
70
60
50

130
120
110
100
90 £
80 5 ol |
70 / ~/
60 A
50
40

NEURO Alert [~ T ] T PV T T 12 1 | L#_ 1 | AT T 1 ]

RESPONSE ‘;‘:‘;E
[¥]

| Unresponsive

URINE >30
mls / hour <30

Protein + +
Protein > + +
Normal [

Heavy / Foul

|_Clear / Pink | — L=
Green

TOTAL YELLOW SCORES ) )
TOTAL ORANGE SCORES 6 %

Nurse Initial 2 -
urse Initial ‘J' % L

Saturations

3,dwsay

aley Leay

®

il
anssald poojg 21|0jshs

F

g
2INS5ald poojg dnjolselq]

Proteinuria

Lochia

Liquor

Jiz Y
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T ( FLUID CHART |
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L

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.

Intake Output WV Site
Date | Time | Nature Route NG | Diarthoea | Vomit |Drainage | Urine | Phiebits Sign. -

of Fluid Score | Nurse
|1 Mouth LV N.G

08:00 am i
09:00 am_ Q /
10:00 am )
11:00-am
12:00 pm L |
01:00 pm
Total Intake : Total Output :

02:00 pm i .y
03:00 pm ( )
04:00 pm )
05:00 pm =
06:00pm | - .
07:00 pm
Total Intake : Total Output :
»08:00 pm
09:00 pm
10:00 pm
11:00 pm il

12:00 am L/(/l
01:00 am
Total Intake : : Total Qutput :
0200am| / & \
03:00 am’/ . \J
0400 M| N :Pf Wl |~ | —
05:00 am = ESMC. ' . digia 3
00am [y (10O 9 Sond 800 A |1y

07:00am | T K . | D TP
Totalintake: (| COmAL T Total output: QOO W .|

Total 24 hrs. Intake Hg’@ il s ‘ i | ToelzAbe Oupt | OO .

N
\
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1000921

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.

21410 Intake Output T
Date | Time | Nature Route NG |Diahosa | Vomit |Oranage | Urine | phebiis | Sion. -
of Fluid Score | Nurse
| Mouth | iV 1708 A
w0 o [iro 17 P
03:00am | Tul’co) (U O Ph Do | g [T
100am |H2o | XD 105 e
110am fulco| (00 0
1200pm | T sy | 60 4
01:00om [atco | [50 A00] 0
Total Intake : | R OO | Total Output: = pyopn/
0200 pm "o [ Bd]
st oo |2e0 250 6 | Rl
04000m | H 09 00 o) ,Q-\Q_
0500 | 0 0 | D> o |5
0600pm |} 0o | Jorn 2pe| © ‘1Kl
0700 | Ho o | neo ° 163
Total Intake : Qw Total Output: 'S SONLQ
0800pm | WO 100 ° | An
0200m ARO[ g0 o] © | MY
10:00m |\ | t e wo o | An
1100 | W9, | Fos) 0o _|op
1200am |[\Q 0 | 100 : oo | © | ppy
01:00 am . O e b
Total Intake : SO0 M - Total Output: -5 50~ '
02:00 am ° | Bp
03.00am | YR o o | Dhn
04:00am |\ @ 1€ . o p‘g
05002m | R o | 1 fon) ' : Zoovt | 0 | AR
w0 e | (o] o 16
EITNTEVIRS 0 1 PD.
Total Intake : [ﬁm,\,\] tTelttay Total Output: B0~ ) i
Total 24 hrs. Intake Q/S Tow " i i Total 24 hrs. Output 9250
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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.

1 b Intake Output o
" Nature Thioembo- | Sign. -
Date | Time | ¢Fuid Route NG | Diarhoea | Vomit |Drainage | Urine | PEEXe® | Nurse
{ Mouth | LV | NG 1 A
0800am | \hy o | Seped N Iva
09:00 am_ d \- A
10:00am [ 143 o | Do o N
11:00am 1ol 1oovw] L t‘i A
1200pm | \py © ";mr-l %nwr _ I A
01:00 pm & A
Total Intake : ( oooVV™-\ Total Output : (e VWA
0200pm |4) & |Jeerm) O o=
0300pm J1]s © | voory\ TS
04000 T, {1t» | Loorm) S AT
0500pm (19 5 I Jeorn) oM ~ |
06:00pm | Qe | T
07:00pm fiiyp | LOOIM) oo ]
Total Intake :}) 9 —'B-com/ Total Output : AGOWW |
1+08:00pm | Oy~ tqu e HA
womi e | ot ool N The |
1000pm | Wil lo 0o 2V ap
1:00pm | w0 | Loow) 950 |ne (a1
1200am | 199 of 1SO-h ' ol op
01:00 am PP
Total Intake : 0O - Total Output: SO
02:00 am .
00am AR | 150 ARG
0400am vy §-o) |0 W o
05:00 am | 1O SDJ . (ST
0600 am [pyd\ w | \ep st op
[rtan| pgo o)l - . | | wodl (8D |
Total Intake : & SO &~ o i Total Qutpit: o0 ™ |
P : .
Total 24 hrs. Intake &lqgoA o i | Total 24 hrs. Output 0 ,*1_5’0(5\9
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| Date: ....... .. ;HJ'B .................

"z

‘BirthRight‘

‘our Right

s | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status [0 Maintain Skin Integrity
Tg' [ Maintain Personal Hygiens [ Prevent Infection [0 Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Amxety O Patient & Family Education
S | [ identify Potential Complications DY AT OIS SPREHY. ... oxorensfineosmmmsseossmeassassasnarrrssommssmsssbsssasnssns s veis o sioientsavoiis o iosasnenssna
Nurse Name
Time Plan of Care Time Implementation Evaluation- Re-Assessment & Signalure

e &ﬁ‘fﬂqb@@ @m {*ﬁvin-}@_(m_czf F%QMW
e ol - A e S s

221
2 Mooy Ty fuield A e

MadSndain qeed BP"" ASSess %f‘ ] Medntained | Reassesciend

; T /o T\d&tﬂé&ml .
qu m'LJ:EtO h@i ’ ,-)rj Cheurd malr)'fau) ﬁbed Aere -
- L) S ‘MO‘Z - Status:

3

Afternoon

3

od - PO MW@‘ - - -
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LABOURIAND DELIVERY NURSING ASSESSMENT
Date of Admission: . @'%LQOJ-G

Baseline Information: }~O7Q
Admission From: COER OOPD 0O Admission Desk (1 Others: specify 2
Primary Language: ¥ Telugu O English 1 Hindi [ Others
Do you require an interpreter? Oes CINo
| Source of Information: R Paflent O Family O Others
Personal belonging if any: Eﬁwelry O NoseRing) ClBangles [JAnkets [CIFingerRing  [JBracelets
handedoverto.......'.............................H.. A, f'\d’ ! . s
Alergies: es CINo OMedeatons 0 Blood Transfusion [ Food  CIOMer: ..o
If yes , identiy ......_L4 »./ (ﬁ.T'hIC‘XL‘V\-ﬂ paesespesso ot oo S Sk
Chief complalnts uﬁﬂ}yi@: g Doctor Notified on Admission: 'Eﬁs ONo i,
Mdo PULYAL...... LA Name of the Doctor: ....... &QEWM%’
................................................................................................................... Time Notified: 6‘&0,0'\.(\
' Past Medical History: Obtained From [J Patient [ Family Member  OJ Medical Record [ Other (specify) .......cooerennn
Past Medical History Past Surgical History Previous Hospital Admission
r— |'
Blood Group: ..t o we: 2 0B e 9 (5 (DG Gestalona g dun aissir 30, 'ILQ eiA 4
Contractions: ?ﬁé VaOInal DISENEIOR: wc...viiiicsaiinvismmmmonsiosiiismiins ciiinismemsmenmssonsatisense
Obstetric History: ool Pl Lo = Ao Previous LSCS ... 7.,

Height: lé! Weight: ... 220 R BM: ... 3. c“‘i .
Temp: QQt'f'ﬁ HR: q.'z AR: ... (). PO, klef) IQC’/;

High Risk Factors: (Please select by ticking (v ) the box as applicable)

[0 Hypothyroidism O Rhincompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour |
O Hypertension [0 Gestational Hypertension O Others: (Specify) ] I
[0 Diabetes O Bad Obstetric History
O Anemia BT Obesity (BM))
O Twins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (PT0) '
-
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Patient Sticker

Family History: & No Abnormalities Detected
O] HeartDisease [ Hypertension  [J Diabetes [ Stroke [ Seizures O Kidhay disease
[0 Liver disease O Other

Paln Assessment:  Pai: I Yes [CINo (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [G46s  CINO  SCOME ..o (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: 3Yes [INo  Score....2%.... (completetheBradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
O Mobility problem [ Walking Problem ' [0 Abnormality Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING
erweight [ Poor Appetite > 3 Days ' [ Needs Therapeutic Diet. * -
[ Under Weight O Diabetes Mellitus O No Abnormallty Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Dc/m & Cooperative [ Restless O Depressed 0O Agitated [ Confused
CJ Others ... .
Inform consultant for positive criteria

-------

SOCIAL SCREENING:
1. Marital Status: 3 Single Oarried 01 Divorced 0 Widow
2. Special Habits:  Smoker: [ Yes NG Alcohol Abuse: [JYes £1No Drug Abuse: [JYes Eﬂo/

Social History: Lives With HU/WMV@“ N S0 o T

Orientation has been given regarding the following aspects:

Call Bell in Reach : D’ﬁs O No Waste Disposal Explained: Uz{as ONo

Infusion Pump:  OYes 13’6 Hand hygiene Explained: BI'fes ONo O Others
Above information given to ... \HEL..= W“ Wa% : '

Name of Person Orientation was given to: ....... ... ¢ . WMW’{

Orientation not given Reason: ......

Nurse Signature: & Mf? ....................... I
Nurse Name: . :D(ﬁ ANALY N
Date & Time: lﬂcf‘ a8, WJ’ bRSp
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OBSTETRIC TRIAGE ASSESSMENT FORM
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@ BirthRight
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e 18|52l

Time of Arrival: .....

1) | Level of Consciousness: Mcious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Preterm rupture of Membranes / Leaking Water PV

& Severe Pain / Moderate Pain
U Blgeding PV: Slight / Heavy
O Decreased Fetal Movement
O No Fetal Movement

' 4) Gestational Criteria:

O Semi-

OJ Preterm Labor/ Labor
O Spontaneous Rupture of Membrane / Leaking Water PV

Conscious O UnConscious

O Other Reason: ..

3) vital Signs: Temperature: A1 "Pruise: Q1. Rr:. Q. $p0;: L@G ’f BP: lLOHOWeugm: é’Q 920

.g....QM\Tma Seen by Nurse: . g ‘;@%

Gravida: G P L A
O _ (
e 211000, En:. 9. [ﬂm Gestational Age: ... 3.6.7(0. UL 8¢
Uterine Contraction D/Ye/s O No [ ONA | Onset Time Frequency:
Membrane Rupture OvYes | &No | ONA | Onset Time Fluid Color:
Vaginal bleeding . O Yes \'_‘740 O NA | Onset Time Amount:
7!
R If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms OYes | Mo | O NA Pain Abdomen / Vomiting
Good fetal Movement C¥es | ONo | o NA | 1fNo specify: '
5) Pain Screening: Numerical Pain Scale (NPS)

L ! 7D | | | | | I |

I I W I I I I T T 1

0 1 3 4 5 6 8 9 10 |

No Pain Worst
possible pain

o Location }\,OW«Q/\ HIQC‘OWW

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

... Days / Weeks/ Months (Strike out which is not

o Duratlon ........................... ID ..... DAL,
appiicable)
o Character m H

o Frequency

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

® Interventions: .................. CQ)

6) Past History:
a)  Surgeries: .. - M[(
b)  Medical: ..o MG

Docu. No. : RCH /FRM / CLINICAL / 098

(PT.09)



Patiem Sticker

: | ("‘\ X - D A0
7) Allergy: EYes O No, HYesJ-#\«{‘GJ{mQKG"U

8) Current Medications: (1 Prenatal Vitamin  Cvione
9) _Prenatal Medical History:

None

O Chronic Hypertension
[ Gestational Hypertension

[0 Diabetes

] OB o e siincnesonanmhonssnfin

OJ Gestational Diabetes
O Low placenta
O Others if yes, Specify ...........

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)
Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

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

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

OBCU Obstetrical Triage Acuity Scale (OTAS)

TAS Lavel 1 Level 2 Level 3 Level 4 Level 5
o (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
minutes
m.muum Immediate < 15 minutes <30 minutes < 60 minutes . léo“m}
Re-Assessment Contayats turting Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth lwabnur /PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
eeks
Active Vaginal bleeging Bieeding associated with | Bleeding associated Spotting
Bleeding withy without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weaks
Mild hypertension
rtension > 160/110
Hypertension Seizure activty id ey oagedd mmm
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
®Acute onsite severe oMajor frauma @Abdominal/back @0ngoing assessment | ®@Anything that does not
Others abdominal pain oShortness of braath greater than expected in | from out patient clinic seem to poss threat to
o@Altered level of + | ®Unplanned and nancy {for hypartension, biood | mother or fetus
consciousness unattended birth oFank pain / hematuria work) oCervical ripening
oCord prolapse @Nausea /vomiting and /o @Minor trauma (minor | ®0ut patient placenta
oSevere respiratory diarrhea with suspectad previa protocols
distress dehydration Mmﬁm and /or| @Pre-booked visits (le Rhy
o Suspected sepsis diarrhea and
p @Signs of infection (e injections, NST
dysuria ,cough, fever, oAssessment for version
chills) ®Rashes

Time seen by Doctor: GﬁSW ’

Nurse Name : .... (B;SOI)W,WCUL)P

Date: [ﬂ"f;&b% Time: Ej&’iﬂW\ '

D
reereeeenees NUTSE SIGNALUIE: ..oveevirenne Oninnnen

s

.w.\

<
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SlfTE)

l.'liltl!'\8 l*[ 2@% K T
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 8.0. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome: type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity A" |tor2
Parity > 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Muiltiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
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 z
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration ‘ 1
Total @\
Signature of the Nurse m%\‘?ﬁ"
s b
Action Plan

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

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

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

o 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.




GUC-00092104

\

Friction . Occurs when
Skin moves against
support surfaces
Sheor Occurs when
skin and adjacent bony
surface slide across
one another

Nutritional Usual

L

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

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Maves freely or requires minimum
assistance. Quring a move, skin
prabably slides to sume extent against
sheets, chair, restraints, ar other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

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

IP18-000355 = |
Mrs Bay AM 11 =
01-05-1pg EE"“;:'Y’”"”“ Rain bow’ ® n: Lo
Or. PRIYADHARSHN s o 70 (F) BRADEN 'Q" SCALE Children’s BirthRight
m Hospital B RAINBaW HOSPITALS
C GG -' - s
et i Biian ——
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: _ Tme: b QA0 2P| Barn
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobiity Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in q
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ,__[_ I_J
without assistance. to completely turn self independently. independently.
2. Chalriast : 3. Wolks occasionally: 4. All patients foo young to ambulate;
3 1 Ability to walk severely limited or Walks occasionally during day, but for OR walks -
;c“:g:;ea:&:: :: :r'df:‘: ‘b od non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a L’ }
phys on'sies 10 and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limhed: 2. Very limied: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or maoaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or ;
sedation, OR, limited ability 1o feel sensory impairment that limits the sensory impairment that limits ability discomfort. L)
pain over mast of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L"
half of body. two extremities.
b o b /
Moisturs Dearee 1. Constantly molst: 2. Very moist: 3. Occoslonally molsi: 4. Rarely molst:
1 whic:g 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?s exposed by perspiration, urine, drainage, stc. Linen must be changed at lgast every | linen change every 12 hours. changes; linen only requires changing
Hin olsfure Dampness is detected every time 8 hours. avery 24 hours.
patient is moved or turned. LP o ! l
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem: U

1. Very Poor:

NPO/ar maintained on clear liquids,
or IVs for more than 5 days OR
alburnin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate catories and
minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein

4. Excellent:

Is on a normal diet providing adequate
calories for age, For example, eats
most of every meal. Never refuses 2
meal. Usually eats a total of 4 or more

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

than half of any food offered. generally eals only about half of any (meat, dairy products) each day. servings of mean and dairy products. ;
food intake pattern S s g T : = : {
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. t—(
servings o 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 distary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: AE
Hypotensive (MAP < 50 mm Hg: Normotensive oxygen saturation may Normatensive oxygen saturation may 5
Tissue PT;LZI?." 5 <40 in a newborn) or the patiant be < 95%; hemoglobin may be be < 95%; hemoglobin may be “""::;"“‘m' :"{?‘“ saltmﬁon" [..f
Oxyge does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dt; capiltary refill may be > 95%: narmal hgb; capiltary refi L{ \T
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. .
. . . _ _ TOTAL SCORE %) N
Severe Risk : less than 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 2 B 72
Evaluator's Name M
“olHn

' /
o



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 Tuming Schedule '
‘ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
o Use pressure redistribution surfaces Aternating pressure matiress overla
© Manage moisture, friction and shear o pre y
o Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk™ Patients .
13-14 Moderate Risk Gel pads for high-risk areas
© Position patient at 30 degree |ateral 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 Ge! pads for high-risk areas
© Make small shifts in their position frequently - Alternating pressure mattress overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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F] RN T 2. Very limited: . 3. Slightly lmited: u.m: - .
Does not make even slight changes- Makes occasional slight changes Makes frequent through slight Makes major wmaww ('?’
Mobility in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance L’ 'A‘ Lf'
without assistance. to complétely turn self independently. independently.
. 2 Chalrfast: - | 3.Walks occasionally: lﬂ#hmh“
i Ability to walk severely limited or Walks occasionally during day, butfor | OR walks frequently: ;
Activity The degree | 1. Bedfast : non-existent. Cannot bear own weight | very short distances, with or without | Walks outside the room at least twice a {4 2
OfPysial iy | Codfined tn bed and/or must be assisted into chair or | assistance. Spends majority of each | day and inside room at least once every i a
‘ . wheelchair” shift in bed or chair. 2 hours during walking hours. .
1. Completely limited: 2 Very Emited: 3. Slightly lmited: 4. Mo impairment:
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 discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be tuned; OR, has some ability to feel or communicate pain or :
sedation, OR, limited ability to feel |  sensory impairment that imits the sensory impairment that imits ability |  discomlort 94 - L’
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Yery moist S.l_h:nhﬂﬂnht 4. Rarely molst:
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 Lf
skin Is axposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing .74 ]_t
fo mls?um Dampness is detected every time 8 hours. every 24 hours. L(
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Mo apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely lift patient during
Skin moves against agitation leads to almost 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. 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 during move. Maintains good position L']
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.
1. Very Poor: x 1, 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 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 acomplete 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. {
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. Extrernely compromised: 2. Compromised; 3. Adequate: 4 Bootbsit
. Hypotensive (MAP < 50 mm Hg: Normotensive axygen saturation may Normotensive oxygen saturation may 3
'ﬁssolz ::’r;uumn & <40 in a newborn) or the patient be < 85%; hemoglobin may be ' be < 95%; hemoglobin may be Hommans_ ive, oxygen saluration L{
does not physiologically tolerate <10 mg/d}; capillary refil may be <10 mg/di; capillary refill may be > 95%; normal hgb; capiliary refill o)
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds,

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23
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TOTAL SCORE 24 QA | W
Evaluator's Name %w ﬂz@ &a

i




: Support Surfaces
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
' to altered mobility, consider or.wpaﬁgm:apy 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 A
Manage moisture, friction and shear Alternating pressure matiress overiay
Advance to a higher level of risk if other major risk
factors are present
TR - AL High density foam mattress
se the Same Protocol as for “At Risk” Patients J

1538 W ok Position patient at 30 degree lateral incline using foam wedges L iy
r . TRMWE Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients Higt: 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 matfress overiay

Use same protocol as for “High Risk” Patients High density foam matiress

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

- e - e -
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PAIN ASSESSMENT FORM o i
i . - Fami
Date . Time Pa;; ;:‘;m “Location Duration Acuity Character MF':‘:::::‘; Pa“;,"l:cfa‘::"w Intervention Sign b
W 6 Q[LD MW O Continuous | [OACute O Sharp  [G-Bll O Increasing | Ses C.OWO'B/‘?ELW M
K%é‘ i wmﬁt [ Antermitient | 1 Chronic O Aching [ Buming | {Jecreasing | O No PQW % Gaill
{@Jh‘zxj O Continuous | [ Actie 0 Sharp Qan/ O Increasing | O Y5~ %
}Q\’ﬁﬂ& 8% &! (o C&IW Eglulelﬁiuen! [J Chronic o Aching [J Burning | [] Decreasing| O No Errox 0|
‘ %W O Continuous | (1 Acde | O Sharp ull O Increasing | O Yes— ;
p}lﬂ;{) \‘,)pm ] J (© ¢ O rifermittent | O Chronic O Aching [J Buming | O sing| [JNo ’fﬁba'(w S 73@
o - ! Zryﬁ«gfofwvim%ﬁnuous [Hcute O Sharp  O&ul | O Increasing | O¥es CW&L,}{ .
) m - & . . . 5 i )‘ & t %{
[\"@1 ‘Z} (QP S&/ o o e . O Intermittent { (J Chronic O Aching  [J Burning | C-Decreasing | [J No tf&' fren Gk Ba
b Y [J-Continuous | CJ-Acute O Sharp  OPall | O Increasing G fes ) @bw(
\‘b\dr ,&'{)Tﬂ / N Ae—| O Intermittent | O Chronic O Aching [ Buming | T Decreasing [ I No PO o
o O Continuous | [ Acute O Sharp  [J Dull O Increasing ?a ANy g i] _'? ! .
\C‘\'&' W\ 5 == O Intermittent | £J Chronic O Aching [J Buming | [J Decreasing No '
[ Continuous | O Acute [J Sharp O Dull O Increasing | [3-¥Yes Ay 7l W
b | 12 En D] te . O Intermittent | O Chronic O Aching [J Buming | O Decreasing | " No LoV
\ﬂ' 0 \ vo - O Continuous | [ Acute O Sharp O3 Dull O Increasing | ] Yes f\ji \ /&5
\a W\ O Intermittent | 1 Chronic O Aching [ Burning | OJ Decreasing | o
%— O Continuous | [ Acute 0O Sharp O3 Dull O Increasing | [ Yes o |
\9 %?N\ O} Wy ~— O Intermittent | O Chronic O Aching 3 Burning | [J Decreasing | [INo
:}) ” Qﬁr/] o / 5 —— | O Continuous | OJ Acute O Sharp  OJ Dl O Increasing | I Yes 0 C’@y
\ O Intermittent | O3 Chronic O Aching [ Burning | [J Decreasing | 'L No Ot
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
€)  Prior to pain pain-refieving intervention.
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)  Then every 4 hows.
d)  Within 30 - 60 minutes after pain refief intervention.

(°TO)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month ts 7 Years)

1 ]
uuuuuuuu

Wong - Baker (Pediatrics) Above 7 Years

@@@@@

Eﬁ_.!_nmt F&w.huogﬁa mi‘ud Eugs_.h

. SCORING |
CATEGORY
. ' 1 _
_ ; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disorionted quivering chin, clenched jaw
tigs Normal Position or Relaxed | Uneasy, restiess, tense Kicking, of legs brawn up
Laying quietly normal postion, Squirming shifting back and 3
Activity moves easly forth, tense : Aeched, right. or Jerking
‘1 _ Moans or whimpers occasional Crying steadlly, screams of S0bs,
No Cry (Awake or asleep)
_,__.”__Uu Cry complaint frequent complaints
Possible Pain Reassured by occasional touching,
Consolabity - | Content, retaxed hugging, or being talked to, Difficut to console or comfort

-~ Nesaatal Pain, Agitation and Scdation Scale (upto 1 Month)

Assessment Sedation

Weimnal

Pala / Agitatien

-2

Crying No Cry with painfi | Moans or cries Appropriate crying Not| Iritable or crying at | High-pitched or silent-
frritability stimufi minimally with painful| irritable intervais consolable | continuous cry
. simull Inconsolable
Behavior State | Noarousal toany | Arouses minkmally 10 § Appropriate for Restiess, squirming | Arching, kicking constanty awake
.| stimuli stimuli gestational age Awakens frequently | or _
No spontaneous Little sportaneous Arouses minimally / no
movement movement (nat sedated)
Faciai Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
" Expression No expression with stimui intermitient continual
Exiremities | No grasp refiex Weaskgrasp reflex | Relared hands end | Intermittent Continual clenched
Tane Flaceid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Nomal Tone o finger splay splay
Body isnottense | Body s tense
Vital Signs HR { No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase gréater than 20% from |
AR, 8P §30, | stimuii variability from norma for from baseline baseline, Sa0, lessthanor |
Hypoventilation or | baseline with simuli | gestational age Sa0, 76-85% with | equalto 75% with stimudation -
apnea stimulation - quick  { siow recovery Out of sync or
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Morse Fall Risk Assessment Form

J

S ee— . -,.ﬂ"m_“

%

Rambow
Children’s
Hospital

It takes 3 Jot to teat the ke,

\\

BirthRight

BY RAINBOW HOSPITALS

Your Right 1o a Safe Delivery

Tick (v') whichever precaution taken.
Risk Level and Interventions

[J Use chairs with arm rests

Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[J 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
[ 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

~
3/9 L 3P
Date / Time H m
Choose Highest Applicable Score from each Category Al 1 B ’Fﬁ (Q l :; Fall Risk Grading
Score AD &0
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Vi O 0 Risk Level Murs;(:hl;:lsl)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @) Ve o}
Furniture 30 . Standard Fall
' Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O O 0
IV / Heparin Lock or Saline :;es & Implement
0 : 0 ' Moderate Risk 25 - 50 yrgsg::itgnl:a"
i . 82 £ ng Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immabile 0 D Ve, 3} Implement High
Forgets limitations 15 A Risk Fall
Mental Status High Bk 231 i
Oriented to own ability 0 [®) o 6 :: gﬁgﬂggn
Total Morse Fall Scale Score: O p SO adon
Signature 4 < &5
O o
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Patient Sticker Rain bs-(‘)'w E
Children’s ~BirthRight
. Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form R e Four R S Oty
Lpr) | S0 E
Date / Time .
Choose Highest Applicable Score from each Category / ! g F ﬁ\ [g 19 [# Fall Risk Grading
Score 20 0 s Do
History of Falling Yes 25 '
(immediately or w/in 3 months) No 0 ~ & %) Risk Level Mors?r::g,Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 B 25 ©
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 © Po) ®)
Ye 20
IV / Heparin Lock or Saline - . 5 Implement
0 O e 0 Moderate Risk 25-50 Moderate Fall
Impaired 20 90 Bl O :’rtevenn?n
GAIT / Transferring Weak (uses touch for balance) 10 s o
Normal /On Bed Rest /immobile 0 ) 5 Q Implement High
Forgets limitations 15 Hiah Ri Risk Fall
t igh Risk > 51 3
B RS Oriented to own ability 0 O © © Prevention
Intervention
Total Morse Fall Scale Score: 90 06 &Q
Signature @W‘-%ﬂ ==ty
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [J Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [J Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and maderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients O Initiate constant observation by heafthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form b el i 3 S

N )
Choose Highest Applicable Score from each Category L I 9} 7 oo [q Fall Risk Grading
Score 9 Qo
L | History of Falling Yes 25
(immediately or w/in 3 months) No 0 @ (o Risk Level Mmse(n::g}Score Action
Secondary Diagnasis Yes 15
(mare than one diagnosis) No 0 ) o
] Furniture 30 _ Standard Fall
3 . Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 Q &
L IV / Heparin Lock or Saline ;es £ Implement
g 2 Q o Moderate Risk 25 - 50 Moderate Fall
Impaired 20 20 Q4 r’t‘*"em'?"
GAIT / Transferring Weak (uses touch for balance) 10 L
Normal /On Bed Rest /Immobile 0 (9 o3 Implement High
Meital Statuis Fo'rgets limitations _ 15 High Risk > 51 E:ZteFr?t!iion
Oriented to own ability 0 O V) ;
Intervention
Total Morse Fall Scale Score: 20 Qo
|
Signature @&)\ {;&91

Tick (v') whichever precaution taken.
Risk Level and Interventions

[ Use chairs with arm rests

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

Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[ Use safety straps on stretchers and wheelchairs while transporting patients

Moderale Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[ 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.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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.Rainbow . . . - Mrs BALAMEENKSHI SUNDAR
Children’s BirthRight MRD NC oronet o livamwve w .
Hospital _ | () sueoncin A
It takes 2 lot to traat the little, Your Right to a Safe Delivery Age :..... wex: OMOF
CANNULA 1 CANNULA 2
Date : [2, ‘&096 ; Time: E) 30 AM { | Date: Time:
Location : PASTZC SR PTT 2L L SUPIRVE F R Location :
Size: | ¥t Size :
Cannula inserted by :&f N Lp M Cannula inserted by :
Date | Time |Phiebitis (infitration] NS4 Sign | | Date | Time [Phiebiti infitration s | sign
\Q OYes X6 | Cved\ario| OB i OYes ONo| OYes CINo
| @y [Oves ONeBives Olie} 5 1o OYes ONo| OYes ONo
® OYes CNo{fiYes Cet” P OYes ONo | OYes ONo
O [Dves oG [ oves m’ﬂﬁ OYes ONo| OYes ONo
AP |oves oG Oves mio ; OYes ONo| OYes ONo
AP |Oves 0o | Oves @fio OYes ONo| OYes ONo
\Q Pr) |OVes @R | Cives Ko OYes ONo| OYes ONo
\8) 1B |OYes BKo | Oves ONo OYes ONo| OYes ONo
ki OYes ONo | OYes ONo OYes ONo| CIYes ONo
OYes ONo |OYes O OYes ONo | OYes ONo
OYes ONeHVes ONo OYes CINo| OYes ONo
,E‘ﬁ ONo | CYes ONo OYes ONo| OYes ONo
/ OYes ONo | Olves ONo OYes ONo | OYes ONo
Vv OYes ONo | Oes ONo OYes ONo| OYes ONo
OYes ONo | Ofes ONo OYes ONo| OYes ONo
OYes ONo | Ofes ONo OYes ONo | OYes ONo
OYes ONo El}q’es ONo OYes ONo| OYes ONo
OYes ONo | Cfves CNo OYes ONo| DYes ONo
DOYes ONo | fves ONo OYes ONo| Dves ONo
OYes ONo dYas ONo / OYes ONo | OYes ONo
OYes ONo Ii]Yas ONo OYes ONo| OYes ONo| |
OYes ONo | (iYes ONo| OYes ONo| CYes ONo
CYes ONo |[OYes Dﬂf; OYes ONo | OYes ONo
OYes ONo | OYesEINo OYes ONo| OYes ONo
OYes ONg | @fes ONo OYes ONo| DYes ONo
DYes CNGHIYes ONo DYes ONo| OYes ONo
E]Yaafﬁo 'Yes ONo A\, 1 OYes ONo | OYes ClNo
Canhula removed ; C¥Bs ONo, if yes date and time : \?5 ‘1 | cannula removed : Cves ONo, if yes date and time :
RX any initiatefi : %TI:?HNA If Yes specify- RX any initiated : O0Yes OONo CINA If Yes specify-
Phlebitis score: ‘i Phlebitis score:
! \u
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.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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( PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD

TREATMENT

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [nftration| """ | Sign | | Date | Time |Phiebitis [infirationf th>r | Sign
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 CiNo| OYes CINo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes OONo | OYes ONo OYes ONo| 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 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 OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| Cannula removed : OYes ONo, 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 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 |V medication.
a V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) i
0 1 2 3 A 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 LV. | % Pain near V. Site | # Pain along path of | % Pain along pathof | % Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula % Erythema | cannula # Erythema
near |V site % Induration # Induration # Induration # Induration
# Palpable venous cord : mﬁa venous cord
| OBSERVE CANNULA | OBSERVE CANNULA B TEMOVE BRI CONSIDER | CANMBAGONSIOER | RESHTE | REMOVE |

TREATMENT

CANNULA J
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD L Children’s S BirthRight
= Hospital | | ) zammen
Part- 1. f b e . /
Patient's / Learner Language: ............. ). W .......... Patient / Learner Literacy: 1 Read i 1 Write st)eak Willingness to Learn:  IYés Malﬂlcare Literacy:  Ye§s] N

Identified Education Needs: ' 10. Fall Risk Education

1. Plan 6. Discharge Medication ;:' Hia!&mdM&dcalEmipnwﬂ/lmplmm

Diagnosis 3. Pain Management 7. Infection Control Measu

MQP{”%; Informed Consent 8. Di;osucTesUPched:is 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interacions) 9. Nutrition / Diet 13. Risk/ Safety
Part- li
Use codes from the list in part i ;
- e "“‘,, e T Person Taught |  Leaming | oo opies oot e Understanding conment
Barriers barrier/s
\:’(\% Town jbf P r éCf LCa E & pﬂbﬁ? \;;f;u, (e | Mol yo/ | poed |
A 80w (o At ) eduoted fo . Fabt 1654 | 0val fnore [wosbal | Pood |
Yhews Jo MMJMH kot o ral,
D&]’—)’DL Eove hk*' W QAJLLQ__GL’—‘-DG L\&,UJ L-J - C&lm% o e\ o . W"‘kl{ Jc bcl c,:-}-'-)?*
}“D E’\“\nmLsz.ao/@uja ‘9(1};5 ‘ b2 onan b

Part - ill: CODES—,

mmm( PT: /Jamenl F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
] Laamagaarm 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. CulturafReligion Practice
&2 Physical impainment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Diffmces 12. Impaired Vision/ or Hearing

Teaching Tools Used:  A: Audic  D: Demonstration V: Video ("T:?_)om P:  Printed

overcome barrier/s:

1 ;..5Nom i " 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specity

2. Obtain transtator 4. Teach Family / Others 6. Respect Gultural / Religion Preference

Understanding: (1 Yerbalizes Understanding 2. Demonstiates Understanding 3. Needs Review
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Rainbow®
Children’s ' ' BirthRight
- .- 1 BY RAINEOW HOSPITALS
PAT'E:S::‘ - P18-00036511 FOHM ﬁg.sﬂt.tgjm Your Right to a Safe Defivery
P 3?:”55"&%! SUNDAR #
— 01 us-ms zn:uﬂb
\““\ “ ““\\ Date & Time of Admission Date &}‘lme Transfer Order
il 8 [1b%, %%
Treating Consultant Name Transfer Ordered by Reason for Transf(er
! o]
] ~ -, © B
Dreprivoclbonean| . vinetta
(et
From Unit To Unit Information to Attendant
)R, Ffo Flox o]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
\ clinical documents. If any handed
over to dant
TpAIS | ) |
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
2.
3.
4,
5. ' e
Shifting Summary / Notes Written by Doctor:  Yes [V No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
S Vv
Ly “b
Patient & Clinical Records Received by :
> “ﬁds-ﬁ%?«a
Date & Time of Patient Received
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below 8

(] Unavailable Bed [] Nurse not Available
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INFORMED CONSENT FOR VAGINAL BIRTH Hospital .ﬁ%‘%

ﬁ
GUC-00092104 1P18-0003651

BALAMEENKSH! SUNDAR
i :::mm 28Y2M17D  (F)
Patient Name : ....

Gender: [J Male mlmmmiﬁﬂmﬁmm“l“ Date ................... ........... L1 —————————

I hereby authorized the performance of the following procedure:

* The Procedure 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 isto deliverthe 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 partof a 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.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.,

| 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 bya
qualified gynecologist.

Name of the Doctor performing the procedure:

Consentee : Patient Attendant ;

OOOOBEUPE S ovicvusasaissiiinsssnsinsnsissseaserionsommmmensann Signature : ......[A..

- Name: ........... S U kA

5 T Relationship with Patient. . IS BAN.D
Date & Time : ...... L@LQ;{_\. &l? ..........................

w;itness : Doctor (who is taking the consent)

B L m——— SIGNAIE - ....oooovrrrrrersisceeee e

Ngme i NAME : .....ooooorrrmerrviress et seessssses

DAte & TIME . .oorvrevessssi s esinreens DatE & TIME : oo
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1 \%ding initiated?

a. Yes " b.No
2. ifNo,Heason..........;................................. e

3. Nipple conditign:

0 ipple well formed
b, Flat nipple

[ " . Inverted nipple
‘ ' d. Short nipple

4. Milk flow:

O a Geod
+_-1. Drops of colostrums

“1 ¢ Dry

5. Stepsf ositioning and attachment:
_ %’;;by goes to the breast
b. Mother always sits with a back support

3 Ear-shoulder-hip should pe in a straight line
L1 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 PTO




6. Was the position explained:
A Ves
O b.No

7. For Caesarian mathers:
a. Mother is required sit and feed from the 4th ﬂaed>

o, Please explain footoalhoid  CN| -

8. NIEU admission: C N { p,)

a. Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional notes: %F%fm N—

Date: 131'?')555
o

Continuity of Care:

Raby Motfiouide - DBE glfve/]

Lo
A —|
=2
r

. _ \
" Handover given byg{leuuMMJ HANAOVEY TKEN DY covcvrsussissssssssssssssssssssssssssssss e

SHGNALUTE .cvenrvinsrnsssasessssssemmmrrss e

Date & Time: /S/W.?’éal_ ...... NW I e ——
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LABOUR B

™ e

C¥Spont O 10L-PGE 1
[ N6ne 0 Oxytacin
Memb. Repture Type: CISROM 00 PROM AR

Labour; OE2 OoO0thers

Indications for 10L-Accel:

Maternal; Mne O Pyrexia

Liquor: O Adequate Z@;o OPoly CClea
L Blood CIMeconium 01 Cord: . St "—4*0’

~(__INTRA PARTUM compucmonﬂﬁ

OHTN O Others

r

Prbsentalian:ﬁf/értex Ll Breech [ Others Shoulder Dystocia: [ Yes [No
| . .
——(___ DELIVERY DETAILS I —{_ STAGE IIi
Anesthesia: -El{one O Epidural Placenta: Normal OAbnormal O Rp Clots
Non-epi: EIL/ocaI O Spinal  OJ General JZC/CT URetained O MRP
: | i OT i CIN
Del. Type: LT@B ] Asst. Breech [ Twins il Alomic Tatimatc ehe
Lacerations: ...
AVD: O OQutlet O Low Forceps O Ventouse
O3 Trails of Forceps Cervical: .
Indications: ... ... Perineal: E PIg Jo’mhruj
Application, Locking & Traction: ................... . Others: ..
Ouration of Instrumentation: ............. ... Prophylaxrs: ﬁym —
e oS el
_ Bloodloss:.....25om)
Catherised: ClYes b _
Type: OFileys O Plain Blood Transfusion: ...
Perineum: Olintact @Fg pisiotomy [ Tear Other Details (if any): .
| Suture Material Used: Rﬂ{?!dvl(/njl ............. Ractal Examination: . NQ'WJ
L L ]

1st Stage: ... 2OPAS
2nd Stage: ... L VR
3rd Stage: Smms
Duration of Active Pushing: ... ..
NO. OFWES: ...cocirnnemmmmmmmmssssssinssisss .

LW Sister: ...
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=

H BABY DETAILS

Gender: Cﬂn’l

Weight: ... ). Q‘O()kg .
APGAR: ... Sho , CU*O

Date and Time of Delivery: |2 |01 }&DA . 254

LW Doctor: . B Pmn.jo\d\'ﬂ%hm

(PT0)




PAHTOGRAPH
Name: [”‘50\10‘!"\%&0&\:;\«1 Obstetrics Formula: @'\2?\‘4

Memb. Ruptured: ~ SROM PROM ARM RSk FACROTS: ...oro Tocurinmflemnsssseghosssisiisaissssssssssssesins s

Blood Group Type: ...bmAVE e

180 ]

Fetal Heart @ 170

160

150

Maternal I Ly
BP 130

120

110

100, Al

Maternal %

Pulse 80

70

— - e



Time

Signature

Fifths Palpable
Moulding / Caput

Amniotic Fluid
Position
Cephalic / Breeth

Oxytocin

~ Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

Test

Amount

— [ BT B Sy 1 |
A

@




Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

i (11 1Tmm—

................. SIINALUTE ooecerceemreeaebeis s

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIME: vveeeiveaesreressresrmrsnssaeses

Signatlire; esasumimisivimmmessmsmmiess

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TiNE s

SIGNAMUIE: 1vvrrsereesrsssrsenssrerssssssessussssnissssas

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

SIGNAMURG; ...viiisisessisasissivinmssissiiiisbassasmscsis

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

SIGNALUIE: oo




