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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00005280 IP18-00036335 Date: . -I\q X w'b ___________

Mrs SARANYA .8

15-01-1884 3aRYSEMIZD (Fi
Name of the Patient: ... Or, MATHANGE RAJAGOPALAN  coeveosmmsissesossmnsiinissnnssensssensnnsins
O 111

Ward'....\. ﬁ:mbm/ RoomNo: .S d OV ..

Certified thatin respect of the above patient:

O a. Thereareno drugsforreturn
a b
o

‘-z d. Checkedthe bed side cupboard of the bed
| 4.
|

Patient Authorised Sign Nurse Pharmacy Signyay

377 O I SR Date: _{‘ Ay Date. lo’a’l%
i1 T ee— Time: bgw( Time: %&LC’W’

Emergency cupboard issues have been replenished

No pending indents are there against above patient

Checked by the patient’s Mother / Father in the room
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_ACTIVITY RECORD FOR BILLIN H/III/H/II/IIIIIIIIII/III 1

GUC-0000525¢
Mrs SARANYA g
25-01 nm

-~ Date

Name: .....

UHID No:

Room/ Bed No. .............
WARD TRANSFERS

Date of Admission: 6/?‘2?—6

IP18-00035335 =

Z
'rsunn iF nbow
Jldren 3
spital

& ot to treat the lite.

_‘BirthRight' |

. Your Right to & Safe Delivery

P No.......a.ﬁ.aa.ﬁ..' Consultant!D2.:MATHOMELE Dept: ... P> JE
Time: anﬁm Date of Discharge: ...................ooovono.....

Ward: .......ccorvmnnn,

TiMe: oo,

Suggested Billable bed type: ................ccccooorroooorvrmssnsrs,

Time

From

Signature of Nurse
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CROSS CONSULTATION VISIT

Doctor Name Date Order No. Signaturﬁ
1,
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INVESTIGATIONS

© Date Investigations Order No. Signature ;
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MEDICAL EQUIPMENT ( WARD & iCU)

' Date Name of Equipment OO Fiscannecig Order No. Signature
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PROCEDURE 1
Date o Procedure i Quantity Order No. Signature
. 7 e
K\’%\')i’ T placomel = () {%}?/ f@%%ﬁf
b/
ANY OTHER INFORMATION:
G\a\afo B — e —————————— o
Date /\\(\\b \Qp‘"’ nen L. E———
Staff Nurse Shift/ Ward Billing Assistant Billing Supervisor
3 //
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Mrs SARANYA .8 Hospital [ mimtnis
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UHID- FLOOR- NANE OF CONSULTANT-
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/ / SIGNATURE { filled bJ
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h
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Preparation of
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| L]
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|

Transfer of file from
Ward to Billing Dept
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GUC-00005200 IP18-00036335

Mrs SARANYA .8 ]
260141994 2YSM11D  (F) |
Or, MATHANGI RAJAGOPALAN .

ATy
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Rainbow’ . .
Children’s @ BirthRight
Hospital .amuuauwnusmms
T ket @ ok 1o Rt T e ‘Your Right 1o & Sale Delivery

5ED SIDE CHECK LIST FOR NURSES

r Date: /é&"r ‘}r\&
Doctor's Qrders M \\9)
Carried out or not N IR\ OZ
Bed Side
Structured Handover done \po/) \\@>
|V Site '{ W) N
Central Lines N& \E’\%
Arterial Lines e B Cal
Feeding Catheter NS o
Urinary Catheter N ol e
Skin Care NG WO\
Eye Care 4 ) \{%
Mouth Care N \J\Q)’
Sterillum Bottle, Stethoscope W) \{@\

r Suction Bottle (Should be clean & empty) MO \QP
Intubation Tray o \e
i.négrg:; ?;r.{;ag);s with Midazolam  {Ney | ©°

o of Adfonaine

Ventilator Tubing, (Any Water, Blood) | (3 Na
mumidification Ny N\

%i]:lf:ll?r{!gi,%fgrsr‘g& Preparation) Ne | QP
| Chest Physio & Neb T

Handed Qver By Name : ; 4

Signature M

Date & Time: 0‘2}2’“ .:X&

Hand Over Taken By Name : = ‘,‘r: )

Signature :

Date & Time: i

Aa
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Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

TEL NO :044-40122444

WEB : https::’frafnbowhospita!s.in

-

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036335 Admit Date : 05-Jul-2026

T T

Admit Time : 10:35 PM UHID : GUC-00005290

Patient Details :

Patient Name : Mrs SARANYA .S

Guardian : MrP. PRAVEEN KUMAR
Gender : Female
Occupation

Address (H) : NO.1/2, BAKTHAVATCHALAM STREET,,
TEACHERS COLONY, KODUNGAIYUR,
A CHENNAI - 600118 Kodungaiyur Chennai

\ Tamil Nadu INDIA

Age :32Y5M10D

DOB 1 25-01-1994

Religion

Martial Status : Married

Phone No © 9445330020/ 9025242624
E-mail + P-praveenkumar2009@gmail.com

I..

ﬂjmission Details :

STREET, TEACHERS COLONY,
KODUNGAIYUR, CHENNAI - 600118
Kodungaiyur Chennai Tamil Nadu INDIA

Bed Type : DAY CARE Bed No : PRE OP 806 Ward Name : 8F-OT COMPLEX
Room No : PRE OP 808 Admission Type : First Visit

Contact Details :

Name : MrP. PRAVEEN KUMAR Relationship  : Husband

Contact Address - NO.1/2, BAKTHAVATCHALAM Phone No

e

Signature

(Moctor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Referral Doctor : Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount : 7000.00

Payor Name . SELFPAY

\‘ﬂ!d Date / Time : 05/07/2026 22:37

Printed By : 017420

Page 1of 2







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

Children’s el TEL NO :044-40122444
Hospital . bq WEB : https://rainbowhospitals.in
ENERAL CONSENT FO T TMEN
Patient Name: Mrs SARANYA .S Age : 32Y5M10D
IP No: IP18-00036335 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/PRE OP 806

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
’gf: consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

Ceve of the patient,

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

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

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

Note:

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

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
f\‘earance. In case of failing the submission, | will pay 200/- Rs.

" Vivers Signature.................. )

N '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:—> P YA/

Name: > | P Proween Kauman,

Patient Address:

e | NO.1/2, BAKTHAVATCHALAM STREET.,
Relationship: > H wa bagnol TEACHERS COLONY, KODUNGAIYUR,
Date: et . | Time: )/ CHENNAI - 600118 Kodungaiyur

ate: DG o Tdob s } 0/35 Chennai Tamil Nadu INDIA

Wittness Name: z}S’w (N

Wittness Signature:

A
-

Printed Date / Time : 05/07/2026 22:37 Printed By : 017420 Page 2 of 2
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| Patient Name - > \pfl?\amdq S

Self/Attendant Name : > b awern Kumon P

T Am L ————
Self/ Attendant Signature : > P ]ME S

Ralnl;%ﬂw‘ f
Children's | ‘Bil‘thRighf
Hospitai

.‘,

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 ful 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 wil] be charged extra.

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

As per the G.O.I. 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.

charged 30% extra.

ASst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges wil] be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission,
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate,

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category,

If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy,

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount s 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, Ete., 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 isa 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/-

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.

UHID Number : 6%_%0
Relation : S HL,LAloMO{

Name & Signature of Financial Counselor
‘\

Phone Number : o=y 144_5‘33902,0

H/GDY/FRM/CLINICAL/426







GUC-00005290 IP18-00036335
Mrs SARANYA .S .
- 25011094 2YSM1ID : ki l}% Y .
Dr. MATHANGI RAJAGOPALAN nbow 2 . .
Il RO hildren's | & BirthRight
-- Hospital_ | () resmonod
IP RUMISSIUN SHEE] rOR OBSTETRICS
Presenting Complaints © . oL LMP:  3)i0)2g EDD: )s1>)2¢.
Ne ¢lo s, bleaa y na P
o F ey Jeabunabhe e 200026 GA 3748
ol ehsan \adooy- -
Obstetric Formula: Menstrual History: Regular: BT Yes [ No
(>2911)
Obstetric Hostory: . Examination
0t SPoNkeLne@ (s (ENGpbay . Fundal Height: v\e Lias @ dexreen -
PILY =222\ (FTi v quvl ¢ 2oksg
ARH " UtAciviy SReaed CMId Mo O Severe
f"!. Present Pregnancy Record: Liquor:  [3Adequate [ Oligo [J Poly
D : :
T Y ETs b PP: O Cephalic  [JBreech ~ Others
st Uiy Head Fifths Palpable: =T Ll
S ik FacToRs: FHS: Ciformal  OTachy  CiBrady O Absent
( =y
Per Speculum Examlnaiinn noholena. -
Draining: OJ Present [ Absent ] Bleeding
Colour of Liguor: [ Clear ) Meconium D'Blood Stained
J Vaginal Examination
- Cervix: 2 <og H'Long [J Partially effaced [ Effaced
Height:..).4.).....em
O  Weight:_bb ko Os: Closed Dilated > Bvaay<, joe se -
N'Bmies: --....-‘::1..'..I.:-.....................-.........-. . Membranas: msem D Ahsam .
Breast:  [YNormal L3 Abnormal Liquor: . & Clear - O Meconium [ Blood Stained
™ General Examination:
Consciousness: cewsceus, Pallor: & Presenting Part: - X Vertex (= Bimech D othere
Icterus: ' Edema: &) - Sutton: <3 O0-2 O41 Do O+1 0+2
Temp: ) PR: 3¢bpmn Pelvis: CiAdequate [ Doubtful
BP: wbum-m“os DTR: :
CVS: S5 (S RS Rpe @ rvis
Liver/Spleen: Urine Output;
T i e SR S

B24rs ) b2y \?m HVD)

------------------------------------------
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Patient Sticker

Family History: Surgical History:
-« LT
Medical History: Medication History:
R N
Plan of Care:  ¢\plw DY Todrang Invesiigations: W
\ Z

L ety vAeuka - wolam | g, Resckonis
L T\ O C u

e AL peun de\bw\ﬂ

< Seomva Vv Jan
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Doctor Name: D) 5 LY SUD < S— Consultant Name: Drmq}‘m‘;'.hqli\
SIGNALUTE: covvvvveen BAK Signature: WC%«\ ............................
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- RESULT SHEET

[ Date

19)6\24-

12

Lﬂme

Bloe d QWL&:\:W\QJB\' LA

\LEN

| Hb

L

3

¢

.o B W

| Pcy

37

RBC

% bg Viy

WBC

9200

020 +2<Ra

N/L

(LAY

Ty) ybﬁ-{l

Platelets

2 9k

2'({5 WAL\

CRP

ESR

221 1\»

PCT

RBS

myd =y hyivh

Na

cle

K

Cl

2
2D EHO '\

Ca/Mg

Phosphate

Urea

Creatining

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Time

CUE - Alb

CUE - Sugar
CUE - Ketones. :
CUE - PUS Calis 148
CUE - RBC Cells
CUE

Stool Pus Cell
OVA/ Cyst =K , =
Occult Blood

Culture and Sensitivities : .. ’?ﬂleh"’- "

Frrorreppe T T TR TELLELELIE L L b PL\.\'. L':\ 35 o

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

Pyt 13 G amss .

Radiology:  USG: et 2 S YT S eareiseseose oA
X-Ray : Aowler (A
ECHO : ‘
e & ST e et
MRI RGN 1, » ol >

Others (ECG, Contrast Studies etc.,) :
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MEDICATION RECONCILIATION FORM

(Example:_al the time of admission shifting from ICU to Ward, or Ward to ICUs)

SHG FIOM: v f . Shiftod o
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g Cc ooc
4| Oc Ooc
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7 Oc Ooc
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10 _ Oc¢ Ooc

* C- Continue, DC - Discontinue
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Doctor Name & Signature : ........... L (W 5

Date &TMe : v 2 T Y [
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Date & Time 5‘,{3{)6&@(@@
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Date of Admission: ..., DRUG Allergies: s ] Not known any Drug Allergies

FOR THE SaFeTY OF THE PATIE

GENERAL -

NURSES . - Nurses must follow strictly the F

IVE RIGHTS before administration of
1) Right Patient 2) Right Drug
P = AVOID TAKING VERBAL ORDERS. NO

VERBAL ORDERS Fg
(EXCEPT FIRST DOSE of EPINEPHR

9 FOR HIGH RISK/HIGH ALERT MEDICINES
INE DURING CPR). Fo

llow Hospitals's Verbal Orger Policy.
S

0S/ PAN (As Required Medlcaﬂon)
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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

L' \fg\@ﬁ oate | | - ]
6 Time8]9101112123456?39ﬁo11](1’2/1234557

RESP 2:?20
(write rate in
corresp, box) 11-20
0-10
94 - 100 %
<94 %
|_Administered o, (L/min.)
[ 40
39
38
37 [
36 =2 e i
35
< 35

170
160
150
140
130
120
110
100
a0
80
70
60 L~
50
40

= 190
180
170
160
150 ;
140 Pa
130 -~ )\
120 -

110 A 15 M
100 L7 ]
a0
20
70
60
50

130
120
110
100
90
80 \ | |
70 3
60 » 4
1 50 T f1 A =
40

,__NEURO Alert | |l _II | I | | [ I I ] I l :

RESPONSE Volce
[v] | Pain
Unresponsive

Saturations

3 dway

“9ieYy Jeay

Ty

N

._.E,

—>
aNssald poojg 1j0jshs

TS~

-«—
aINssalgd poojg ojseiq

URINE >30

mls / hour <30
r ; Protein + +
Proteinuria | Protein > 11
— Normal = ~
Heavy / Foul

Clear / Pink = T e
Green

TOTAL YELLOW SCORES [=] o
TOTAL ORANGE SCORES < A

Nurse Initial A4
————— "

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

£

Your Right to a Safe Delivery
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Hospital

( FLUID CHART )

Your Right to & Sate Daitvery

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.

$. « E
v

Intake

Output

Date Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine | Phiebits

Sign. -
Nt

‘| Mouth LV

N.G

08:00 am

09:00 am_

10:00 am

Ah

11:00-am

! 12:00 pm

| 01:00 pm

! Total Intake :

Total Output :

02:00 pm

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

_-_-_-‘_______._'.'_-

L

on _ Admsen

11:00 pm

|00

12:00 am

01:00 am

(6O

Sl

Total Intake :

Total Output :

b -
)

02:00 am

03:00am |

o
RO
the
Ao

25

!-\[ﬁ

B

04:00 am

Heo

(00O

05:00 am

Poo

150

06:00 am

00an (D0 1]00)

Total Intake :

1 et

e

Total Output: +

500

Total 24 hrs. Intake

admd

]
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1. All measurements in mi.
2. Add up each column Separately. Make additions across the Page to obtain 24 frs. total of intake and output.

\,,\"f(‘(}” Intake Output T
Date | Time B0 4 | NG | Diamhoea | Vomit | Drainage | Urine Mo | Som.
1 Mouth | 1v | Ng
08:00 am |\ \, ]mu.{ 20 | © e
B i oo [ [0 o | M
10:00 am A2 | \oD o |
1100am | YWd |00 | s \OO o Wl
12:00 pm 1-5_,(~ LoD O -*,11
01006 ) YW [Joow| vy ] (oo o |
Total Intake : \ wg_q'a_‘ A Total Qutput: T
02:00 pm ) I & | G~
10| Hap [poo e | A
04:00 pm =mn) o |
05:00pm [ N0 p [20D o | S
06:00pm | - 570 | o ‘A4
07:00pm | W 1 0 17
Total Intake : (5 a0 Total Qutput: 620 D
08:00pm | Y[ 100 SIS
09:00 pm 0]
10:00 pm | $D Wo | O JW
11:00 pm 0 ]
12:00 am 0 [
01:00 am 100 PV 10
Total Intake : QY Total Output : 4 €0 hy
| 02:00am D TGO
I | 03:00am ’ Q
! | 0400am | \ 14O [ 1UD ANN] © | ‘
’ ;ﬂcﬁam 0 |
| 06:00am | | ] i ECE
| 0700am| B [ \OO | . | | ] 1 A0 0 ]
Total Intake : Q0 TeetiT Total Qutput: KX Dinry

!

Total 24 hrs. Intake ( o?ILfoL{M / j
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v | O Maintain Airway and Oxygenation ve Pain & Discomfort O Maintain Fluid Balance O improve Activity Tolerance [ Maintain Good Nutritional Status O Maint
S [ O Maintain Personal Hygiene 01 Pravent Infection O Meet Elimination Needs O Ensure Safety 0 Early Ambulation Reduce Anxiety ent & Family Education
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Time Plan of Care Implementation Evaluation- Re-Assessment
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Obw.cimit TRIAGE ASSESSMENT FORM
Date: Klzﬂ}‘b Ti Arrival: £Om Time Seen by Nurse: \Olopm

1) ' Level of Consciousness: scious 0O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the ftem as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
(J Decreased Fetal Movement ;Z;?neous Rupture of Membrane / Leaking Water PV
O No Fetal Movement er Reason: @dmﬂ WM/
© 3) vitaisigns: Temperature: .......... Pulse: ... . RR: wcovvevrricre SPO: covireresse BP: o Welightt oo
O 4) Gestational Criteria:
Gravida: G 0. P [ L ! A
WP ... BUORG....... 600 TN ELD ... Gostational Age: %"XFJ“EC(Q%’
Uterine Contraction O Yes I:‘!/Ne' OO NA | Onset Time Frequency:
Membrane Rupture OYes | @40 | ONA | Onset | Time Fiuid Color:
Vaginal bleeding Oes | Efo | ONA | onse Time Amount:
B |
] /m( If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms O Yas/ o | ONA Pain Abdomen / Vomiting
P Good fetal Movement ﬁ’{s ONo | CONA | IfNospecify:
(™ 5) Pain Screening: Numerical Pain Scale (NP$S)
' | | | | |
@ } : } = { | ] i | 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
@ Location: N (,L
" ® Duration: .o............ N Days / Weeks/ Months (Strike out which is not
applicable)

© Character: N[ i
® Frequency: N[(—
© Interventions: ................ NI(,

6) Past History:
a) SurgeneleC( S
b)  Medical: ............ocorrrnnnnn., o LS S e ST

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0:)




Patiem Sticker

0 Yes M‘ms B T SR I

7) Allergy:
8) Current Medications: O Prenatal Vitamin O
9) Prenatal Medical History:
ne [ Gestational Diabetes
O Chroniec Hypertension O Low placenta
OJ Gestational Hypertension 01 Others if Vs, SPECITY ...ccvuumuimmuessenmmmmssmssssssssssssssssssnssassanssans
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
I Category Hll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
E}ﬁtenaw IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
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)
{mmt:ﬂm Immediate < 15 minutes <30 minutes < 60 minutes 3 léom
Re-Assessment e e 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 mr;momav > 37 weeks SROM > 37 weeks Pregnancy
Active Vaginal bieeding | Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hyperten 160/110
Hypertension | Selzure activity s of neadeche, vl | > 140501 Do
disturbance, RUQ pain symptoms
Atypical FHR tracing,
FHR
Others .ms?al?m :mmm gmmmmwegh from out patient clinic .mnpgmg
@Altered level of oUnplanned and (for hypertension, blood | mother or fetus
consciousness unattended birth ®Hank pain / hematuria | work) eCervical ripening
:ggmpmml:pse odm%ﬂﬁmandf @Minor trauma (minor %paﬂmmma
distress ! dehydration QW} and /ol ®Pre-booked visits (le AN
oSuspected sepsis diarrhea and progesterone
. @Signs of infection (le injections, NST
dysuria ,cough, fever, | ®@Assessment for version
chills) ®Rashes
Time seen by Doctor: .. lol§W
t é@ 0
Nurse Name : . N M@LA 57)9@ Nurse Signature: ... BN isstemsosns

Date: Fﬂ%{

. Time: .2 (fo}n?

'Y
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hE .
Baseline Information: é/

| Admission From: OER OOPD (O Admission Desk Others: specify ....... ,ADZ. ....................................
Primary Language: [ Telugu mdl:}ingush O Hindi N Others 7C\M7 )
Do you require an interpreter? [ Yes
Source of Information; J nt O Family [ Others
Personal belonging if any; Iry NoseRing [lBangles [JAnkiets [JFingerRing [J Bracelets
handed overtolw PSS ea BRSO ASSES eSS
Allergies: [JYes \guo/DMedicaﬁons O Blood Transfusion I Food ~ CIOMER:

GUC-0000529¢
Mrs SARANYA .8
25-01-19p4

IP18-00036335

3!"5"115 (F) %

i, s | @ sirnmigh

Hospital BY RAINBOW HOSPITALS
Tt tokes @ ot to trast the itie. Your Right to a Sale Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: Hv | #{9‘6 "

If yes , identify ...

Chief Complaints: . M I?}(ﬂ.,t m(tf%% Doctor Notified on Admisslon\,l?%-mmmhm
| e p% ................................................................................ Name of the Doctore L)) .. {}[Qsa}dﬁg

Time Notified: fm{’S_PYZQ

Past Medical History: Obtained From tient [ Family Member [ Medical Record [ Other (specify) .uvevviiennnrnnss

Past Medical History Past Surgical History Previous Hospital Admission
N(— NIC NI

Blood Group: ....... BFMO... LMP; 3[ ( C’/?E eoD: ./ F) 7‘.&56 Gestational age during admission: - 7,!‘71'6(‘
CoNtractions: ............oocooero N L Vaginal Discharge: ........... S\NLC{oo.
Obstetric History: Buiiiinin.  Pombunsr  Linoiloiiss i T provious cs. (V. C,.,
Height: ............... Weight: ...........  BMl ..,
(] 1) S HR: csisiatiicianmasasrers 31 BP: iiniviviivanoniins OPUS ciiiiinivnmmsmersansens
High Risk Factors: (Pleass select by ticking (") the box as applicable) ' .

O Hypothyroidism O Rh Incompatibility [0 Fertility Treatment

[0 Hyperthyroidism O Previous LSCS O Preterm Labour

[0 Hypertension [0 Gestational Hypertension 0 Others: (Specify)
| O Diabetes O Bad Obstetric History

O Anemia O Obesity (BMI)
' O Twins / Muttiple Pregnancy

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




Patient Sticker

=

Family History: O Na'@nnaﬁties Detected
O HeartDisease [ Hypertension (I Diabetes [ Stroke [ Seizures [ Kidney disease
[0 Liver disease O Other

Pain Assessment:  Pain: - (O Yes LD»No/ (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: O Yes l;l)l( Score .....42...... (complete the Morse Fall Risk Assessment Sheet)

Riskof PressureSore: ClYes {2fo Score @jh’ (complete the Braden Q Sheet)

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

I Mobility problem £ Walking Problem me Detected

[0 Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
00 Quarivelgnt O Poor Appetite > 3 Days 01 Needs Therapeutic Diet.

£ Under Weight 01 Diabetes Mellitus D) No Abnormality Detected -
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
[ Calmy &Cooperative ] Restless [ Depressed O Agitated O Confused
O Others ..........

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

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: (3 Single o M’J 01 Divorced
2. Special Habits:  Smoker: OYes O
('-'-"‘\

Social History: Lives With {’Cffm@

O Widow - 4
Alcohol Abuse: [JYes D.No/ Drug Abuse: [JYes ,IZ‘I{

Orientation has heer:;}urraqardlng the following aspects:
Call Bell in Reach Y

. ?E’J No Waste Disposal Explained: ;’é ONo -
Infusion Pump:  OYes CINo Hand hygiene Explained: Yes O No O others

Above information QIVEN 10 ..........cccrmemnmncricsenseof 0dN A St MK

Name of Person Orientation was given to: MTS&.[‘XOW

Orientation not given Reason: ..

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

Nurse Signature: . S[N N Bt @ § ) 1o
Nurse Name: ... ;.Q 2. Wml A O[&WO

Date & Time: g/:f'jﬁl«\s ...... af: ID [0[7'?7

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

Datei....... 3| DA

_ Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
™ Known low-risk thrombophilia (no VTE) 1
r\_ Age (=35 years) 1
Ohesity v | tor2
Parity = 3 1
?rﬁuoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multipie pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
P Mid-cavity or rotational operative delivery 1
' Prolonged labour (24 hours) 1
o 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
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total ™)
Signature of the Nurse ,Q n W‘(?f ¢ a&nﬁk\b ( 72
1 \
Action Plan '

Docu. No. : RCH / GDY /FRM / CLINICAL /116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v’ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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Morse Fall Risk Assessment Form

!W‘//‘ .
Rainbow® e
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
I takes a bot 1o trest the little, Your Right to a Safe Delivery

— S MAFE  §
: : Date % | _
Choose Highest Applicable Score from each Category {1 b ;;'b;b G / ';/ 26 é,(‘:? Fall Risk Grading
Score %P, ) e
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O D b Risk Level Morse Fall Score Action
MFS) ~
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 ) D s
Furniture 30 | _ Standard Fal
: Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O (D) P
IV / Heparin Lock or Saline Yes 2 Implement
0 ¢ 24 (&) 2 Moderate Risk | 25- 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 ilervsiton
Normal /On Bed Rest /iImmobile 0 6 ) Q0 Implement High
Forgets limitations 15 PR Risk Fall
Mental Status High Risk 251 .
Oriented to own ability 0 © O © Eiz:ﬁggggn
Total Morse Fall Scale Score: &) L 2
7
Signature Sm:&* .‘ ,A“ﬂ e

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

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

o677

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

O Hourly safety check

[J 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 fo patient's needs







cuc‘”ﬂﬂﬂiu
~Mrg

ANYA g

2801
07-1994 3R2YsMeqp

NGl RAJAGOR A, 4

iy

]

lpﬂ'ﬂlmiﬂ.li

Morse Fall Risk Assessment Form

%

BY RAINBOW HOSPITALS

. - b:." ® : . : .
@ '&Rﬁli'{]dr%#s @ BirthRight
Hospital .

R takes a lot to rreat the littie Your Right to a Safe Delivery

A MM
Date / Time 2 ;
Choose Highest Applicable Score from each Category il 3 ! i Ft Fall Risk Grading
Score ') o
History of Falling Yes 25
(immediately or w/in 3 months) 0 " Morse Fall Score 2
No O f ] Risk Level (MFS) Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o )
Furniture 30 _ Standard Fall
: ) Low Risk 0-24 Precaution
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 o =
0
IV / Heparin Lock or Saline 183 e Implement
s 0 © o Moderate Risk | 25- 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 (e O Implement High
Forgets limitations 15 e D Risk Fall
Mental Status 'g = High Risk =31 Prevention
Oriented to own ability 0 o O Intervention
Total Morse Fall Scale Score: o Q
Signature *bwlm«( Mﬂ} Y3 J
TN

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

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

[J Use chairs with arm rests

O Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 008

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

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

O Hourly safety check

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

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

O Initiate constant observation by healthcare provider as appropriate to patient's needs
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‘Hos BY RAMNBOW HOSPTTALS
PAIN ASSESSMENT FORM e | W il
Date Time Pa{i;::n;lm Location Duration Acuity Character " thlumr:u P'?w Intervention Sign
N i O Continvous | O Acute O Sharp 3 Dull 03 Increasing Yes” N, ] ;
(\ﬂ’bﬁ \D\W O[ (0 [ Intermittent { [ Chronic (J Aching [ Bumning | [1 Decreasing| O No d 9( e
. ML {7 O Continugus | O Acte OSap Opd@l | O Increasing | O~ ‘ g i
HWW "’f[)b 0] dateimitent | O Chroic | O Aching (] Burning | O] Degreasing | 01 No e | T Brore
'(@LZQ_? O Contingous | CAce™ | OShap Croal . | OO % | Rroatite
g\j-b«% «éﬁf‘n {/(0 b o ittent | 3 Chronic [ Aching O Buming D«m 0O No IEJGT;LR@] @6@/
]::)\,,Qw O Continuous | [}Actle 3 Sharp  [3-Bull 3 increasing | Odes— mw
(N =AeEN \201v} ‘/[0 pw" (Ol Antermittent | CJ Chronic DOAching [ Buming | [J-Decreasing | [ No Po Sehn ; CL,\_\
' O Contiwous | EfAce | OShap Lo | O horeasing | Orfes ¢ omfoilabl | -
o[Frs Hpm o Aﬂ%“”gﬁmm O Chonic | D) Aching [ Buming | -fcreasing | 0 No P et f’g_ﬁ’i_-——-—-
j O Continuous | C1 Acute O Sharp  [2-Bull [0 Increasing | [2-f6s w .
BP"M’ g~ | )0 Mo‘f" O itermittent | O Chronic | £ Aching [ Buming | [.Decreasing | [ No . Jpay -’%‘W’
. ’ O Continuous | OActe | OShap CI0W | O increasing | Ges e I
e ot [ | Bf0| - |g .
: Intermittent | O Chronic (1 Aching [ Burning | [J Decreasing | D No B MR et >
: O Continvous | DAcste | CIShap DIDWl | O increasing | [3-Yes _Cg::Eb Jabt yL,
7’\"'\&5 Q| Ote | O intermittent | CJ Chronic | [JAching [ Buming | [J Decreasing | I No e i R
O Continvous | ClActe | CIShap CI0Wl | OO Increasing | J3bYes S .
P\g\;\((\b o © /o ~ O intermittent | CJ Chronic | CJAching [ Buming | [ Decreasing | O No ' 20|
J Continuous | O Acute O Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O Chvonic | £)Aching [ Buming | [ Decreasing | 01 No
Re-assessment Frequency: .
1. Every eight hours for a8 hospitalized paients.
2. For post-surgical patients, patients with chronic pain. patient with severe pain:
2)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢}  Priof to pain pan-relieving inlervention. d)  Within 30 - 60 minuiers afler pain relief intervention,

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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L = rnren's [ S tRight
.r| 'HOSpital - BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM o, | O
Paia Score - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
O Continuous | O Acute 0O Sharp [ Dull O Increasing | O Yes
O Intermittent | [J Chronic O Aching [ Burning | [ Decreasing [ [ No
O Continuous | O Acute O Sharp 7 Dull O Increasing | [0 Yes
O Intermittent | [J Chronic (3 Aching (7 Burning | OJ Decreasing | [ No
O Continuous | O Acute O Sharp 7 Dull O Increasing | O Yes
O Intermittent | 3 Chronic (O Aching (7 Buming | [J Decreasing [ 1 No
O Continuous | O Acute 0 Sharp 3 Dull O Increasing | O Yes
O Intermittent | O Chronic 1 Aching (7 Burning | [J Decreasing | [ No
O Continuous | O Acute 0O Sharp I Dull O Increasing | [ Yes
O intermittent | I Chronic [ Aching [J Burning | O Decreasing { [ No
O Continuous | I Acute 0O Sharp  [J Dull O Increasing | O Yes
O Intermittent | [J Chronic O Aching ] Buming | [J Decreasing | 3 No
O Continuous | [J Acute O Sharp O Dult OJ Increasing | [J Yes
O intermittent | OJ Chronic O Aching [J Burning | O Decreasing | [0 No
O Continuous | O Acute O Sharp [ Dl O Increasing | O Yes
O Intermittent | 1 Chronic O Aching  [J Burning | O Decreasing | O No
O Continuous | [J Acute 0O Shap [ Dul O Increasing | [ Yes
O Intermittent | 3 Chronic 1 Aching 3 Burning | O Decreasing | [ No
O Continuous | [ Acute [J Sharp  J pull O Increasing | [J Yes
O Intermittent | [J Chronic O Aching (3 Burning | [J Decreasing | .[] No
Re-assessment Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chropic pain, patient with severe pain:
3  Atleas! every 2 hours for the first 24 hours b}  Thenevery 4 hours.
c) mmpsnmmmmm, d mm-wmmmmm.
(PT0)

Docu.No: RCH /FRM / CLINICAL / 152



(o o Ih ~ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMEMY SCALE (1 Merth to 7 Years)

SCORING _
_ Occasional Grimace or Frown, Frequent to constant frown,
Face No Particufar expression or smie withdraw, Disoricnted quivering chin, clenched jaw
"Legs Normal Position or Refaxed Uneasy, restiess, tense Kicking, or legs brawn up
| Actiity auﬂmﬁm.ﬂ,. 0 w..wﬁﬁh.ag Ached, right, or Jerking
Numerical Pain Scale (Obstetric and Gyaecology) .
“| “ _— “ “ “ " w _“ m |_“a 1 Cry Mo Cry (Awake or asieep) or whimpers Crying steadily, screams of sobs
mmmmmmmm oy an ‘_mﬂ.ﬂ_—nﬂ_ﬁﬁ__ﬁ
Mo Pain .. Reassured by occasional touching,
. Consolailty - . | Contunt, retaxed huggirg. o being tafked to, Difficut to console o comfort
..mguﬁg%nigniao%?aﬂ:o&_
Assessment Sedation Normei Fain/ Aqitatien
i Celteria
!a__-.-o—u:%_;ug { -2 -1 L ] 1 2
2| Crying NoCry wih pacfd | Moansorcries | Appropriate crying Notf table orcrying at. | High-pitchad or sent-
Irritability stimuli minkmally with painful| initable Intesvals consolable -| confinuous cry
3 X 2 p 6 8 10 - stimull Inconsolable
oWt HuisUmeBr  HuisltleMoe  EwaMoe  MaisWideldl  HeSWost ) Sshavier State | Noarousallo any Arouses minimally 10 | Appropriate for Restiess, squiaming | Arching, kicking constanty awake
stimull st gestational age Awakens frequently | of
No spontaneous Littie spontaneous Arouses minimally / no
. movement movement {not sedated)
i~ | Faclsl Mouth Is lax Minimal expression | Relaxed Agprapriale Any pain expression | Any pain expression
Expression | No expression with stimuii intermitient continual
Exiremities | No grasp reflex Weskgrasprefiex | Relaxedhandsand | Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feel denched toes, fists | toes, fists, or finger
fone Nermal Tone o finger spiay splay
Body isnotiense | Body s tense
Vital Signs HR | No variability with | Lessthan 10% Within baseline or Increase 10-20% | increase greater than 20% from
RR, B8R 5a0, | stimuf vaabiity from normal for from baseline baseline, Sa0, less than of
Hypoventilation or baseling with stimuli | gestational age Sa0, 76-85% with | equallo 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync of
recovery fighting ventilator




2 ®

Moisture Degree
to which
skin is exposed
to moisture

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

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

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

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

|P18-00036335 ) ) ‘
GUC-BUGBS!BO § .
o ST:::‘“ ~aysuno  ® Rainﬁ%w" | ,
25-01- PALAN 5 2 ~
or - BRADEN ‘Q' SCALE chitdren's | @ BirthRight
\“m“‘\hm\m “““\\ Hospital 8Y RABOW HOSPITALS
1t takrs @ kw20 ot the Ritte Vour Right 10 3 Sale Delivery
por . r i
oate: [ L4 «VAY TS0 Th]T
Time:} N L = (A
[ | 1. Completely immabile: 2. Very limited: 3. Slightly limited: 4. No limitations: =
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes In body or extremity position position without assistance. L}( “f £r l}'
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patlents 100 young to ambulate; 8
§ Bedioss - Ability to walk severely limited or Walks occasionally during day, but for OR walks -
mm;ﬁ:;&;f ;mﬂ n&d?o.b ed non-existent. Cannat bear own weight very short distances, with or without Walks outside the room at least twice a 5
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every } 8
wheelchalr.! shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds ta verbal commands, but Responds to verbal commands,
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to Teel or communicate pain or
sedation, OR, limited ability to feel sensory Impairment that limits the sensary impairment that fimits ability discomfort. ’“[ (7
pain over most of the body surface. ability to fee! pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
1. Constantly moist: 2. Very moist: 3. Occaslonally moist: 4. Rarely mols!:

FRICTION-SHEAR
Friction . Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position,
in chair or bed most of the tims but
occasionally slides down.

4. No apparent problem:

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.*

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

2. Inodequate:
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
mingrals for age OR albumin < 3 mg/d!

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats aver half of most meals.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a

Severe Risk : less than 9

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

TOTAL SCORE

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 affered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. z]r L( 4
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 Neormotensive oxygen saturation may : "
T'ss[;" P'mhs;';" & <401in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, Jcien saturation L{ (7’ [7 l_/
Sygena does ot physiologically tolerate <10 mo/di; capillary refill may be < 10 mg/d; capillary refill may be > 95%; normal hgb; capillary refil
position changes. > 2 seconds; serum pH is < 7.40, 2 seconds; serum pH is normal. <2 seconds.
Vi

of

| HighRisk:10-12 | Moderate Risk - 13-14 | Mild Risk : 15-18 | Mot at Risk: 19-23

Evaluator's Name
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule ; '
‘ o 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 Afternating pressure matress overia
® Manage moisture, friction and shear ap y
© 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 lateral incline using foam wedges 3
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 overiay
© Use same protocol as for “High Risk” Patients High density foam matlress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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Date: | )of | T
Time:| ",
1. Completely immobile: 2. Very limited: 3. Slightiy limited: 4. No limitations: ! l
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,
without assistance. to completely turn self independently, independently. Ui
2. Chairfast : 3. Walks occasionally: 4. All patients foo young to ambulate; !
.= ] Ability to walk severely limited or Walks occasionally during day, but for OR walks . _%
g:ti::tx n;;gt?r\?irt;": l!:;:rmn-he d non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
ke 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 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
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

half of body.

or need to be turned; OR, has same
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is expased
to moisture

1. Constantly molst:

Skin is kept moist almost canstantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or tumned.

2. Very moist:

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

3. Occoslonally molst:
Skin is occasianally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR

Friction Occurs when

Skin moves agains!
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation feads to almost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
withaut sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position)
in chair or bed most of the time but
occasionally slides down,

4. No apporent problem:

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.*

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs for more than § days OR

2. inadequate:
Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and

3. Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals

4. Excellent:
Is on a normal diet providing adequata
calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mag/d! for age OR eats over half of most meals.|  most of every meal. Never refuses a
Nutritional Usyal a complete meal. Rarely eats mora OR rarely eats a complete meal and Eats a total of 4 servings of pratein meal. Usually eats a total of 4 or more 4
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 3 meaal, 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 poarly, 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 Nermotensive oxygen saturation may = 7
T'ss(;" e P:::':i.'?‘" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be "“"2"’“5""‘; i si‘"“m"""" L{
Xa does not physiolagically tolerate < 10 mg/di; capillary refill may be < 10 mg/di; capillary refiil may be > 95%; narmal hgb; capillary refi
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
TOTAL SCORE B

Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed atrisk due
1o altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule : _
_ ® Enable as much activity as possible High density foam matress
15-18 At Risk o Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces Afternating pressure matress ove i
©® Manage moisture, friction and shear ap y
© Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
® Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree |ateral incline using foam wedges .
Alternating pressure mattress overlay
| o 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 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




- Patient’s Name.......................
Rainbow O - s
Children’s BirthRight MRD Mo e ronwsnss MO
Hospital . BY RAINBOW HOSPITALS A 3 vie ®
1 it 8 1k b5 tremt the Hite, Your Right to a Safe Delivery Age :. ﬁﬂﬁ:::hm mji;;PAUN Sex:OMOF
1L
LPHLEB'TIS ASSESSMENT j Consu |l| ||||||||||||||||“|||| )
N
CANNULA 1 CANNULA 2
Date: % ’:frbgé, Time: | ( Date : Time:
Location : MC{COJFLK Location ;
Size: )2 ’ Size :
Cannula inserted by : ,g};\[ , E’WM’Y?C ,\;ﬁ W ( Cannula inserted by :
Date | Time |Phiebitis |Infiltration| MM | gion Nursing | gjan
.- /katl I don Jﬁ_\ Date | Time |Phlebitis [Infiltration intervention 9
\V I OYes [0 | Oives @6 | x| e/ OYes ONo| OYes ONo
3" U1 {0Y) [O¥es 2o | oves or A OYes ONo| OYes ONo
% OYes @No | OYes i fal ) OYes ONo| OYes CINo
o NN [OYes ST OVes TNo| oy on | | 1O% DOYes ONo| OYes ONo
\oo™ |aves gis]Oves 2Ro| oy WA DYes ONo | OYes ONo
\0RTT|OVes O | Oves gis| S\ P OYes CNo| CYes ONo
t\y DOYes 2o | OYes 2106| QJ\/ OYes ONo| OYes ONo
Y ; OYes2o OYesFiNo ﬁgu OYes ONo | OYes ONo
b m OYes N | OYes ONo L (S OYes ONo | OYes ONo
2o |OYes ONo | Oves Oo Mo - | ot OYes ONo | Oves ONo
4 DYes GNG | OYes o fey,5.¢ DYes ONo | OYes ONo
Yoty OYes ONe | OYes BNo | — OYes ONo | OYes ONo
" o [Ovesoe umanﬁiw - — OYes ONo| OYes ONo
G-I _|0¥es ONo | CYes Oo ey, gevs | OYes ONo| Oes ONo
o (2 |OYes Qo | Oves Do okt | A OYes ONo| OYes ONo
4 /mes ONo | OYes ONo OYes ONo | OYes ONo
\__|OYes ONo | OYes ONo OYes ONo | OYes ONo
A \|oves ono|aves one OYes ONo| OYes ONo
/ Yes CNo | Oves ONo OYes ONo| OYes ONo
OY%s ONo | Cives NG OYes CNo| Oves ONo,
OYeAONo | Oves ONo DYes ONo| OYes ONo) |,
OYes BiNo | OYes ONo OYes ONo| OYes ONo
OYes ONo | Oves ONo | | OYes ONo| OYes ONo
OYes ONoY\[IYes ONo)/ OYes ONo| Oves ONo
OYes ONo | Nyyes o OYes ONo| OYes ONo
OYes ONo | ¥és ONo DYes ONo| OYes ONo
OYes ONo EYLs ONo OYes ONo| OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA 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 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 |Phiebitis [infitration| "¢ | Sign | | Date | Time |Phiebitis finitration s | Sign
OYes ONe | OYes ONo [iYes ONo | OYes ONo t
[Yes ONo | OYes ONo OYes ONo | OYes ONo
[Yes ONo | OOYes CNo OlYes ONo| OYes ONo
OYes ONo | OYes ONo OJYes ONo| OYes ONo
OiYes [INo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo ClYes 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
DOYes ONo | OYes ONo OYes ONo | OYes ONo
Oes 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 CNo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
[OYes ONo | OYes CiNo OYes ONoj 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 | COiYes 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 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 IV medication.
il V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) N
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the followingis | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
#* Slight pain neer LV, | % Painnear LV. Site | # Pain along pathof | # Pain along pathof | % 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 % Palpable venous cord
# Pyrexia
OBSERVE CANNULA | OBSERVE cANnULA | RESITE/REMOVE | EXRRG M CoRgioen D NGLAGONSDER | RESITE ! REMOVE |
\ CANNULA TREATMENT TREATMENT CANNULA v
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AGOPALAN
" -
Rainbow*® ® - =
INTERDISCIPLINARY PATIENT / FAMILY EDUCA11UN RECORD Children's BirthRight
Hospital BY RAINBOW HOSPITALS
3 b Tt takes 3 kot 2 treat the Ire. Your Right Detivery
Part- 1. : ' d
Patient's / Learner Language: ﬂM!) Patient / Learner Literacy: ’mﬁ WM ?Speﬂ(/ Willingness to Learn: % Healthcare Literacy: Mo
ld edEdu on Needs: ) 10. Fall Risk Education
3 ,;.,6 6. Discharge Medication 11. Safe use of Medical Equipment / implantable Devices
&G‘ﬁ 7. Infection Control Measures Safety
ntmedesem 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, eflects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part-I
_ Use codes trom the list in part 1Nl <. —[
Need ation /
Date Time Identified Information Taught N o — s o ‘t'u ' Comments Sipnature
. rson faug m‘ eaching n;; m ndtrstmd]ng! 1 .
% | - Pduaked] 73 e aboud- |4
15 ol b it VO | 0vt) | (one | vode] | e -
‘ a2 E:dm:g_m%; A (ohsamt
Bl BReE 1o b oled) o &0
20 _ -
é{tf) Shm ot of vl ' wo b/ | mene Vodbal | Gooes!
nt Trgpe- | E o o8k agoord ool [ No  [Dred | mom |vadoed Gmcﬂ{@ |
- -t &
B L] Vots @ Oval %lm&)\- o 2
Part-lll: CODES
[ Who was paght: PR-Fatient F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Barriers: N
. Learning Barriers 4. Language Barrier 7. lmpalredThomngmcgss.-’Cuenﬂwe limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at 11. Beliefs and Values 14. Others (Specify ..o
3. Emotionai Barriers 6. Desire / Motivate to Learn 9. Cultural Differen 12. Impaired Vision/ or Hearing
Teaching Togls Used:  A: Audio  D: Demonstration V: Video 0+ Oral P: Printed
mmﬁwmmmn
& Support 5. Respect values & beliefs ’ L
2. Obtain translator 4 Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. \egflizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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[ Wrs SARANYA .S Rainbow ® - .
| 25-01-1994 2Y5M11D  (F) Children’s Blrtthght

. nr. MATHANGI RAJAGOPALAN Hos ital . BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

MM Hospltal

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. | Breastfeeding initiated?
a.Yes b. No

i e

3. Nipple condition:
\/:::Jple well formed
JF0. Flat nipple

¢. Inverted nipple
d. Short nipple

4. Milk flow:
~  a Good

=_~D. Drops of colostrums
c. Dry

5. Steps for Positioning and attachment:
a, Bdby goes to the breast
“b. Mother always sits with a hack support
c. 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 PTO




6. Was the position explained:
‘;Zj?f(;s

" b.No

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

8. NICU admission:

a. Mother needs to stimulate her breast for 2 min every 2 hours \ T
9. Additional NOteS: ...ccoccvisireraaninanse
Continuity of Care: Date:
) O‘]’L_
Y D2~
W v o2
LY wis
H—!f O 1 l
— 7
g
—

" Handover given byag@w%iﬁﬂ% AR BB o scsapunnuisiss g atBisosiesseumisia iR
Signature .............. M(ﬂ‘%‘ SRR s

Date & Time: oo L2 e O ————




PATIENT TRANCEF <oy,

IP,'Bm}BZ:#S

2z
Rainbow® . e
Children’s ‘ BirthRight

Hospital BY RAINEOW HOSPITALS

It takes a lot Lo treat the e, Your Right to a Sale Delivery

— Guc_nugnsm

Mrs SARANYA -3 aysmito  ©

25-01+1994 Date & Time of Admission

Date & Time of Transfer Order

\W\\\\f\‘\m“m‘“ 13 26wt bo¥Tprm | &l 26y | pry

ireating Consultant Name Transfer Ordered by Reason for Transfer
2. ma%“"c’jf PTY 0.@ W W oy Dseterfe
From Unit To Unit Information to Attendant
A Yes No
Jas— T Feas [
&) Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents, If any handed

ver to attendant
® | Trhw (7 5 WO D
- If yes, what ?
Medications / Consumabies / Surgicals / Hand over
SL.No. item Name Quantity

L 1 TJos pdl,bw»m,mh borey  —|(fo)

: Jeh Leno Homy — (o)

J Tl Drge l#t/hv 14ls,

4. 7 LA B i

5.

Shifting Summary / Notes Written by Doctor:  Yes[ =} No[]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

LW ﬂ,@»ﬂ"f’q IOH’?:M | @J{,@;wﬁg\

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

(] Unavailable Bed (] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[[] Available Bed not ready
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MWss- Sy
PARTOGRAPH

Indications for 10L-Accel: 7 None Eﬂv@‘xyt/m-in

LPresentalion: m—m U Breech I Others

' LABOUR

Labour:  OSpont CII0LPGE1 &IE2 1 0thers

- Memb. Repture Type: CJSROM [ PROM mnﬁ

&
——i Rainbow”
Children’s
Hospital

It fakes 2 10kt Traar the e

Maternal: Ekm}’yrexia

Liquor: O Adequate 0O Oligo

OBlood O Meconium OCord: ..............

Shoulder Dystocia: DA‘s/D No
L

Anesthesia: one O Epidural

Non-epi: O Local O Spinal O General

Del. Type: OO SVD OJ Asst. Breech O Twing

Catherised : [ Yes
Type: O Fileys 07 Plain
Perineum :  OJ Intact Eﬂ}ﬁmmy 0 Tear

al

o o ——)

AVD: O Outlet OLow Forceps [ Ventouse
03 Trails of Forceps

Indications: ...~ S —

Application, Locking & Traction: ... Fosssiiasaii

Duration of Instrumentation: ... e

No.of Pulls: ... s e emS

BirthRight

|~ Y
e oS
INTRA PARTUM CBMPLICATIDN

OHTN O Others

OPoly Cigleaf

Placenta: O Abnormal

O Retained

CecT

O Atomic

O MRP
PPH: O Traumatic
Laceralions:...‘...._..........

Cervical: ............ ..

Others: ...

Prophylaxis: yn?rﬂ?ﬂ/g/

Blood Loss: ...
Blood Transfusinn:.‘,..‘,......‘..

Other Details (ifany): O

Docu. No. : RCH /FRM / CLINICAL / 143

Gender: Gﬂ: R’b

APGAR: 8?10(7#@

LW Doctor: :DY‘I-DF
LW Sister: S/N

wen: ... 46S Ky

STAGE ()]
Ewo{a:

U RPClots

O Ners

Permeallafw

Suture Material Used: . K&Lf)fﬂ{‘/-‘ _____________ Ractal Examination: @
270 viby) ||
J

1st Stage: %hﬁ"’}:’"’ ....................
2nd Stage: ............ 'Y ! W"{ .....................

3rd Stage: ... @W“ ...................

Duration of Active Pushing;
L L L

Date and Time of Delivery: . (07 'W@“B '

(PTO)




PARTOGRAPH /WW? _ 3

B i gl Obstetrics Formula: @Z/L/ BIOOG GIOUP TYPE: crvvsresirreesssssesossesise
RISK FACLOTS: 1ovvrrvcnisissssssmssnsssssbsss s s e

6 6 7 8 9 10 1 12 13 14 15 16 17 18 19 20 21 22 23 24

Fetal Heart @ 170 F
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INDUCTION OF LABOR CONSENT

GUC-0009524,
Mrs SARANYA s 19!3-00035335
Name: ................ 25011994
32Y5m19p
N

Dr, MATHANG RAJAGop, AL.: {F)

UHID.No : .......... I//M”W/II/ ””””/I'M”/, DIOBEE" . o ommmmmemmemsmssssssigsi

You are scheduled for aninduction of labor on................... ;é“..l?..)l..ﬁ..: ...... (date)at......32.e024D. . (weeks of gestation).

....................... Age: ........c......... Gender: Male Female

The reason for your inductioniis ... i TQ.W:S%WM .................................................................................

The 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 s to wait for labor to start spontaneously.
Ihave read the information provided and also discussed the process with my doctor.

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant;
Signature:
Name MWQ=§ .....................
oo Date & Time: ..... Q:\'jy\'lb .......................................
Doctor: Witness
Signature: @ ............................................. SIS, st ot cmmrsesnsssmssessmpassnsmmsssssssssassassies
Name\ijégrc R NAME. oot e
Date & Time: 5\7)7/{1 ........................... D18 & THTIE: worceciantsssiinsstssiiiismmenmernomrenreseresessenteestssssscas

Docu. No. : RCH /FRM / CLINICAL / 173
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INFORMED CONSENT FOR VAGINAL BIRTH ~ Hospital_ | [ semeonosms

Your Right to a Safe Delivery

GUC-00005290 IP18-00036335
Mrs SARANYA .S
Patient N¢  25-01-1984 ol LG | ;[

Dr. MATHANGI RAJAGOPALAN

Gender: | ||| I| H“H |||||||||"“" ||||| ||| ||| 1 ARR—————— LT

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 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 part of 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.

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

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

Name of the Doctor performing the procedure: D}WQ&H’\WIQ ..............................................
Consentee : S Patient Attendant : "
]

BIgNEting s v AN Signature : V\\\/ ....................................

Name : YYU@‘@ ot Gl Name : ... 0sadN, Yaeaoon..... M encioen —_—

Date & Time : ........ B AR Relationship with Patient; ....... Mc&uﬁﬂ ...............
Date & TiMe : ..o.vvvnee... gl'_ﬂ% ...........................

Witness :

Doctor (who is taking the consent) :

DAt & TING L s nsossmmnssunsssmissssssimisssssissusasssisiiasioiio Date & Time : ... S32.02 A

Docu. No. : RCH /FRM / CLINICAL / 028







