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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00083807 1P18-00036514 . '
ke b ) . 15
; -05-2007 1MY2ZM2
Name of the Patient: ... ::, MATHANGI RAJAGOPALAN
T 11111111 ——
Ward: ..., RoomNo:...............

Certified thatin respect of the above patient:
O a  Thereareno drugsfor return
O b.  Emergency cupboardissues have been replenished
0O c.  Nopending indents are there against above patient
O d.  Checkedthe bed side cupboard of the bed

0O e Checkedbythe patient's Mother / Father in the room

Patient Authorised Sign Nurse Sign PharmacySigrﬁ
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Admin
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Your Right to & Safe Delivery

Name: MQIDBC\‘&]%TQ"Q—

Date of Admission: \%l:f'lﬁ-t.? MUDE: s Date Of DISChArge: .......ccoceessmrsrususssessnss {1 SP—
ROOM / Bed NO: +vvcrrmr T L O —
WARD TRANSFERS

Date Time From To Signature of Nurse

o \%\éw q s . M2 - @3 AN A

CROSS CONSULTATION VISIT

Doctor Name " Date Order No. Signature

. I/
: 7 .

10.
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INVESTIGATIONS

Date Investic~*~ng Order No. Signature

L}




MEDICAL EQUIPMENT ( WARD & ICU)

'Date‘ Name of Equipment Coqrrl'r;t;ﬁng Disc??nr:zc ting Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No.
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Date: ’O[ilzo?ﬁ

ANY OTHER INFORMATION: /

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

0
Time: g)’of

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

Prepared BY: .....ccimumimsussissmsisesssssisnssansssssssssssssssassssassass

.........

Signature

Staff Nurse

ij:’j 0847

Shift / Ward

Billing Assistant

Billing Supervisor
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R

DISCHARGE TRACKING SHEET

UHID- FLOOR- NAME OF CONSULTANT-
ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
& Discharge
L5 Announcement
INTIME ouT
r | TIME il
Arrangement of File \,\ Ia» (2© ¥ qu%iv
by Nursing hdy | |
Preparation of Gl ik AT
Discharge Summary
Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing
~N Audit Clearance

Billing Clearance

Physical Clearance

s







ANN@GI TERESA BLOOD BANK & APHERESIS CENTRE

(Run by Little Roses Trust)
LICENCE No.: 506/28C
# No.946, 1st Floor, Bazzar Road, Ram Nagar (South) Madipakkam, Chenna

i - 91. Ph.: 044-22580803, 48616108

Mobile : 9840143108, 3840333108 E.mail : annaiteresabloodbank@gmail.com web : www.annaiteresabloodbank.com
COMPATIBILITY REPORT
N Trka 1
Patient’s Name..........cowwlommee RE ... K. ........... 2 255 I —— F N LA G- A
patient’s Blood Group & Rh Typing g’qpﬂiéﬁ‘fe— - T Jm— S Ward -
P I I L ——— adnd. - — (/‘*“'GIW"{ ............. %S?Tf(‘TLQ“Q ................................
Bag Blood Group & Rh Typmg&Pgﬁ“,'E““t DATE ... C. 0 RE....... TIME ... Q) S0PpM.
S.No.| BAG NUMBER COMPONENTS ‘ DATE OF COLLECTION DATE OF EXPIRY SEG.No.
) - 286¢ Pesc 03.0#- 24 |4 8- 24 ET 925 A
2 @ Pesc p6-0F - Rb 17 -0€« 26 682 02559 |
P 4

Thajor X Matching : Saline / Alb | AHG | Column @
COMPATIBLE-

L@
Checked BY o

Mitfor X-Matching : Saline | Alb | AHG | Column (Gel).

CE, MBBS
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ANNGA! TERESA BLOOD BANK & GPHERESIS CENTRE

(Run by Little Roses Trust)
LICENCE No.: 506/28C
# No.946, 1st Floor, Bazzar Road, Ram Nagar (South) Madipakkam, Chennai - 91. Ph.: 044-22580803, 48616108
Mobile : 9840143108, 9840333108 E.mail : annaiteresa bloodbank@gmail.com web : www.annaiteresabloodbank.com

COMPATIBILITY REPORT

| - :]l ~ e 1 )
Patient's Name.........ooo.! '\'}'-L' ....... &«J"”’/*" N o R Age ‘57!, X .Sex F
Patient's Blood Group & Rh Typing fﬁ?/) TN TG || (. [N
"! : B ) i o . o r\ %

Hospital Name &’tuuﬁlC/“(l“”i)l_(—&f"tﬁ"'LC""‘*)
Bag Blood Group & Rh Typing........cccccuw B Bas - DATE 1. L& 0F R TIME 9. 50pm
|7S.MO. BAG N_UMBER COMPONENTS | DATE OF COLLECTION | DATE OF EXPIRY SEG.No.

b C"S‘éi 5;) Pepe (3-0#- 26 |48 2k ET 425426

N ,
2 29 el Dz e De-0F 26 17 -0€ 26 tB2- 02559
7 -

Major X Matching : Saline / Al | AHG | Column (Gel)
e







Rainb'dw
Children's
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b

Ramnbow

Door No.157 to 160, Anna Salai, Guindy, Guind

Rainbow Children's Hospital - Guindy

y .Chennai . Tamil Nadu, INDIA .800015.
TEL NO :044-40122444
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration De

Admission No - IP18-00036514

tails :

Admit Date - 18-Jul-2026

R LI TR TR TR

Admit Time :08:45 AM UHID - GUC-00093901

Patient Details :

Patient Name ‘Ms R INBASHREE Age 19Y2M1D

Guardian © MrN RAJ KUMAR DOB 1 17-05-2007

Gender Female Religion

Occupation Martial Status

Address (H) : 19778, ELANGO STREET, TVK NAGAR Phone No : 9489951925/ 9841050806

Hasthinapuram Kanchipuram Tamil Nadu . _
1 INDIA 600064 E-mail : NO@GMAIL.COM

Admission Details :

Bed Type : MICU Bed No : MICU 805 Ward Name : 8F-OT COMPLEX
| |RoomNo : MICU 805 Admission Type : First Visit

Contact Details :
| Name © Mr N RAJ KUMAR Relationship ' Father

Phone No 9498951925

Contact Address

- 19/18. ELANGO STREET. TVK NAGAR
Hasthinapuram Kanchipuram Tamil Nadu INDIA
600064

L,I- ;-;tor Details :

Doctor Name

: Dr. MATHANGI RAJAGOPALAN Specialisation

+ OBSTETRICS AND GYNECOLOGY

Referral Doctor . Friends Phone No
Co-Consultant

Payment Details : Deposit Amount - 0.00
Payment Mode Cash Payor Name . SELFPAY

‘ed Date / Time - 18/

07/2026 08:47 Printed By : 607335

Page 1 of 2







Note:

clearange. In case of failin
| [R;avers Signature........

3 IP Guide book has been
4 Financial and billing cou

Name: @ﬂj {U

Relationship: Ff_‘,m E
Date. } g T1-26

Witlness Signature

‘ed Date / Time * 18/07/2026

2 £ 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

Rainbaw
Patient Name: Ms R INBASHREE Age : 19Y2M1D
IP No: IP18-00036514 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 805

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.

Lis inevitable that certain re-useable equipment shall be re-used after sterilization

"l am aware that during the patient care |
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".

1 We do not aliow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room Calegory. | understand that | have to return it back at the time of final byl

g th mission, | will pay 200/- Rs.

2

given to me and | have been explained about the Hospitals rules and policies.

nseling has been donw

i Signature of Patient/Relative: i

, hra P
Wittness Name Lt .

rMP e Patient Address:
. 19/18, ELANGO STREET. TVk NAGAR
Hasthinapuram Kanchipuram Tamil
Timie 8 LYy Sa Nadu INDIA 600064
1
08:47 Printed By - 507335 Page 2 of 2
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BILLING POLICY

v

Billing Cvele: - Bed charges will be caleulated based on 12PM 1o 12pMm checkout. Settlement post 12PM. room rent

will be charged for hall 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,

P 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,

P In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't Yeapplicable.

Pl the Surgery/ Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be

charged 30% extra,
P Asst Surgeon and Anesthetist Charges will be chireed 309 on
> Admission will be done according Lo the ward category chosen
catcgory. All charges vary as per Room category. except Pharm

v

‘ No Duplicate’ Second copy of OP or IP bill will be issued.
In case the patient is shifed
investigations. operations and procedures etc. from the date
category,

yvw

» | Ifthe patient is shified to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be

charged as per dual occupancy.

> Room cligibility 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 appro
reimbursed by the TPA / Insurance Company at later stage,

P or Non -
Ihmu‘;mcu Processing Fee. Double ( eeupancey and Registration
ot pasable 1o us as per insurance company norms (Depends on

P ttakes time for cash discharge is a minimum 3-dhrs. and in the case ofinsurance. it will 1ake a minimum 6-7hrs,
> Dilterence. if any between the final bill amount arid a mount permitted  approved by the TPA or total bill amount in case

of denial from I'PA. has to be paid by the paticnt,
ﬁ T'wo attendants are permitted with patients in Deluxe. Private
- Lategories of rooms. No attendant is permitted in ICU's.
> Allthe refunds more than Rs.5.000/- will be refunded through N
4

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bjl|
shall be based on the acknowledged services in HJS, Final Bill of the patient may vary from the Interim bill based on

actual update taken on the day of discharge, It is requested th

from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily

basis before 12 pPM, Patient bill outstanding should not be i

Ihave atended the Financial Counselling desk & understood

cdse. the TPA/Insurance Company rejects the claim for whatsoever reasons ar any point of time afier discharge. |

plomise to settle the elaim with the hospital as per Hospital Casl

i Patient Name - W . !MBH@-_S Hrf_f-f;
" Sell Attendam Name !}:
|

Selft Attendant Signature - o -
Phone Number \/ﬂ/ W

RCHGDY FRM/CLINICAL425

Medicals. Disposables, Consumables. Infusion Pump. Taxes. Implants. HIv/ HbsAg. Medical Records,

DECLARA TTON

| Name & Sign;

the Surgeon Charges,
by the patient: charges will be applicable as per the ward
acy and consumables,

Patient / Guardian Sell’ Attested Government 1D proofis mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
> Inourhospital there is "No Discounts Policy" Kindly co-operate

from lower catcgory to higher category, all the charges like consultant visits,

of admission will be charged according 1o the higher

ved. which has to paid by the patient and may not be

Charges. Fte.. eredit cannot be estended. These items are
the TPA Insurance Co, T&C).

Rooms and only one is permitted in the rest of the

EFT within 7 Bank working days.

at patients/attendants enquire daily about the bill amount

nerease more than 10,000/-

the expected costs & other conditions applicable. In this

1 Tarift,

T

[ UHID Number - O 60D o |
| Numbe Q T 29 )||
f

Relation |
[ Relation F% |

—

‘¢ of Financial Counselor |







hElL- BITENRIEN
Government of India

T DL LT ¢3n_1@ﬂ|u SIEDLL,
Unique Identification Authority of India
LGl (h) Tevar/ Enrolment No.: 2986/61339/34136

In

Bem e gn
Inbashree R

LVE) Rajkumar,

37 95.
MAVADUKURICHE ROAD,
PERAVDRANI

VI Peravirdng,

PO Peravurni,
Disurier: Thanjavua,
Stave: Tamil Nalg,
PIN Code: 614804,
Mohile: 9444023177

2 RIGET 2 500111 6T660T / Your Aadhaar No, :

2156 5380 6255

VID : 9122 9990 2636 7500

S1eBId ool elemigy ieon WA ETILD

DAL aamiped
Government of India

@munwj T

Inbashies R

Smis mrsnmon: 17/05/72007
Gluiesar/ FEMALE
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 Aadhaar is proof of identi ¥, not of citizenship

or date of birth. It should be used with verification (onfine
authentication, or scanning of QR code / offline XML}

2156 5380 6255

f
£

Aachaar no. kswed: 281217012
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Ref, No. ; FIGYNIC/18
=
i CA |.P. ADVIISSION SHEET FOR GYNECOLOGY
. E!EE.R—QW ﬁlﬂ"’lg{t‘;: . GUC-00033901 IP1
pivwa il e oanoco Ms RINBASHREE it Date of Admission :._
;7?‘“1_:? 1snu1n )

Time of Admission :
B ]| —— :
| Namer__ Mg R. TNBA SHREE A 1Y DuteotBire_______ |
{ ummNe:_G1UC- 009 390 ) - IPNos 8 - 000
: Department;_*__ OC Consultant :

4 .
---------------------------------------------------------------------------------------------------------

19 Yeons old / Menmha?.,a \ Lrop- 2o|ok)2024 ) gdm?;uﬁh

- Ctlo keowy henchual bleeding LH@% fos 5 clouys
- Trregrudo eycles [30-90

- No Hle bleedir(j PR

* Hb-§?f5[ Pt - 5-29

-~ Mev= low '
© prtaired merathe @ (e {2018
< Ex@rhon ysprea®

MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage : Nokt mﬂ'fﬁEA Parity: -
Previous Periods :I“E@u\la,\ Mode of Delivery —
LMP:  Qo)ot | 2020 Last Child Birth: _
Contraception: _____

R D e S U A -




T e
MEDICAL HISTORY SURGICAL HISTORY
Felbrile Slzuaaa NG
FAMILY HISTORY NOTES/ALLERGIES

kdter - HT /DM Ny )

:--*INIT]ALASSESSMINT:-"','"""'"'""""""“'"'""""“"'“"'""""'““."'"""“"""""';

' pate_\9 07| 2024 Breasts Local / Speculum Examination E v
o 4gem wlbl Sy | Bl Nevma)

: EMI 29 08 k{ﬂmg Not dene E

il sr__90lbo :

: Bimanual Pelvic Examination :

H patlor__ (D @ Abdominal Examinstion :

cvs 56 2® pla- SO‘E& No}- dlene

:| Respirstory System 3]\ NvRS D

Thyroid

§ PR - oo [muhn
18P0, ~100 /- LA
FROVISIONAL DIAGNOSIS : qu\ “'Encmr\ﬂmal&} for Blaed hansSusion | Peo ti

i INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION

« Blood trangfus iox - ’
20rRRe
: A

:ENsme of the Doctor: )y 'N&\:\‘ﬁm\? | q’g'l.\q :E

iDate: _ya | o) a2 Time: 3 %0 Am - Signature of Doctor |




GUC-00093901

Ms R INBASHREE
17-05-2007

Dr. MATHANGI RA

IP18-00036514

BY2mip
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- RESULT SHEET

2
Rainbow*®
Children’s
Hospital |

B teken & b=t 0 et e B

® BirthRight

BY RAINBOW HOSPITALS
Your Right 1o 3 Safe Detivary

Date

1717126 | 14|4)2»

Time

Hb

G'c

B ~ PFS (T Ve

PCV

RBC

WBC

N/L

Platelets

5-21

CRP

ESR

PCT

RBS

Na

Hb Elecdrophornseis

K

Cl

Ca/Mg

TSH - 2P9]

Phosphate

Tl -

.T‘m

Urea

L

10]-£3

Creatinine

ALP

SGPT

BT= 49

in 4o Sec

SGOT

LT ~ Brbn S Qe

T.Bill/Conj

T.Protein

S.Albumin

Vit pJ g

S.Globulin

A/G Ratio

>20D

Uric Acid

lic

S.Amylase

LPH - 279

Sr.Lipase

Blood Lactate

Jyon -

S.Cholesterol

Tp €~

D2
bt

PT/INR

122]1.0

Feyrrbn 4 73-70

APTT

24 9

| vone

Yy

CSF Protein / Sugar

Tivangtee:

Y. =139

Cells

Ulec -

N/L

T

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)




Date
Time
CUE - Alb
CUE - Sugar
CUE - Ketones.
CUE - PUS Calls .
CUE - RBC Cells
CUE
Stool Pus Call
OVA / Cyst _ =
Occult Blood
Culture and Sensitivities :
sensREREn - : reaens
g, - ) Pcos J
Radiology:  USG: \eomg. T.0X3.b X4:4Lm -
x.mv: FT— |O: g M
ECHO : Erdorretnial by —Nevrral
eT: R Ovouy- 3:2A3.3x2.20m (volume - 12 ascc)

e (D Ovosy = 40X19X3.0em  (volume -1\ gt o)

Both the Owosies Showe Mu,l;hp]e
Zeood) Plides vRick aue Pevipherally
OWI*@‘ZD\ >5\~a@omue + Pcog

Others (ECG, Contrast Studies etc.,) :
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GUC-00093901
Ms R INBASHREE
17-05-2007

19Y2M1D

\P18-00036514

(F)

0
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Rainbow"®
Children’s
Hospital

Tt ks @ 1ot 1o trest the e

BY RAINBOW HOSPITALS
Your Right 10 a Sate Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

\/m aduesse

hea s

Bate 9‘!\? Colle Hon -

03:07 25

Dade of  Expivy
v =

C Yy 08 24

\ }q! W ) S/I % b} 4 D/L.-L},bew%{um
—= === Uf : i
it 2,00 {lﬂw\ Pt Aoy ol ool
a A0 'PREIC  Sanshvised -
,\r—k./ T p-
; @) NO | polvesce AL~
PO 180 [ Cfb]_w By Blobhvpia,
1P =184/ 61 M -é;ﬁiseé-‘- g *
ply | V). & at = 0| Thansfasl 277
J LRRC] [/
S cu et S o ealleA vitous,-
¥ _ I ! _ 74,,‘,4(,%-%1, SOS )
V 3
Docu. No. : RCH /FRM / CLINICAL / 088 o

|6u2 2

.BirthRight" |

Date

& Time Progress Notes Doctor's Order

L‘i\c"“ipv"' Bag No ! 2 Rl

\oj 80 A™M ’ |
Pre - [Tvongfusion vitg L, e Rt T i vy

T-® N B-Rawdive | > T-®

PR - 194 |vun ' \ 1oPRgp 7 \ PR I@@gmw
BP-109152 Mty / Stowledd\ Ended | 8e- 104) bl i s

[10: 20 4m \ 5 @M f /




‘913400355“'
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\\\\\\\\\\\\\\\\\j Ranbows | @ BirthRight
\\\\\\“\\\\\\\ Hospital_ | ez
PROGRESS NOTES AND DOCTOR'S ORDER
?{-?mg Progress Notes Doctor's Order
o8> ;
= Bag NO 11963
Pre - Theonsih & Ton i e Post Tvanctusion
@ B ~fosihwe . \ Vi,
P~ 100 b Nweese / \\ )
BP- 'MI{)Q nv.'mm . .LMMJ + mﬂﬁ %N\é‘t\ = PR - EE,M(V\
{ , el !L;)mnN/ 7 40png Bp- rm[{,a
|| “ ,--"/ \
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4 L on - \ -
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Ay _
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@
Ly/wm Pl et
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0l P Ge e Mo
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vt !
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P!A — Sope -
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Docu. No. : RCH /FRM / CLINICAL / 088 .




GUC-p0093901 1P18-0003651

Dr. MATHANGI RMAGUPA‘ii‘Ii‘Il IIl ' % . %
— Tl B | @ g
Hospital_ | ) srmemres
PROGRESS NOTES AND DOCTOR'S ORDER
?;lame | Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker

i

Z

Rainbow” , .
Children’s @ BirthRight
Hospital 'w
It takms @ ot to trest the ltte. Your Right to b Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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2

= e , Rai.nb"éw,’ & Bi HR° ht
e P DOCTOR’S SHIFT CHANGE HANDOVER FORM Fincplta) ® | () nsiciis
17-05-2007 19Y2M :fu (F) et i o Yaur Right 15 3 Safe Detiwery

Date AN AR DEPArtment: ....cocisicvsiiosiniesiominissnin S occoscsiomsmissremisprsssssmson B L

s oy T

S| ravet deniatn o] P ot | [rolouveogs | O | " Owr




D D
2
Rainbow® )

Do o OH M CLIOEL 12 DOCTOR’S SHIFT CHANGE HANDOVER FORM ilorerts | 1) SLoamaii:

Yaur Right to a Safe Delivery

\

T takes 2 bot to treat the Fitle.

DA ccaannmnmnmaimagasn DEPArtMEN: «...ciiuiimmssissiimmismsrasren B oottt oo a i

: 2 : Handing Receiving
Diagnosis Clinical Findings Special Concerns / Investigations Recommendalions
S.No Patient |dentification / Procedure Problems / Abnormal Results / Follow up needed I:luog;r nﬂ“'f;{




SUC-00093901 IP18-00035514

M R INBASHREE Rainbow® ; s
[ o M il Children's | @ BirthRight

mmummnmmuuummu s

MEUICATION RECONCILIATION FORM
2 g T0 7 1T E—Nﬁﬁnwn any Drug Allergies

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

ShIftNG FIOM: ....ocvveveirecis v seeeeees e, SHILEA 0 ...vvvevererrerercenesrsnssrnensirerensesesseressesensenses
8.No (esuem'é"ﬂﬁi'lﬂ#ﬂ Emsas) (mﬂ?ﬁg; (PO, Frla?sl.l;%. v) | FREQUENCY '6:?37101?:15 ‘}gﬂ:‘%ﬁg
1 | OC ODC
2 Oc Ooc
3 Jc ODc
4| Oc Ooc
5 Oc Onc
6 OJc Obc
7 ¢ ooc
8 Oc ooc
9 | Oc¢ Ooc
10 ¢ doc

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

Doctor Name & Signature : .

| Date & Time:: ...} 8 Tﬁ[&f; @ ﬁ

Nurse Name & Siunature i @

Date & Time : .
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Ms R INBASHREE Rainbow " . e
1:-!:#5;2“? BYZMiD Children’s . Blrtthght
-1 MATHANGI RAJAGOPA LAN Hos pita| . BY RAINBOW HOSPITALS
LTI
Date of Admission: ‘%\Zflﬂb DrUG AUIBIGIBS: ...vvvevesssssenersserasesssssosiasnssensesseosssmgpessens DA«@BW any Drug Allergies
FOR THE SAFETY OF THE PATIENT ' #
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations). Vi
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter existing instructions.
- Discontinue a drug by drawing a line ][ through it and a similar line through subsequent recording paneis.
- 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 -  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.
SOS / PRN (As Required Medication)
DRUG : e

Dose Route | Frequency |Start Date|

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:

Dose | Route |Frequency |Start Datel

Doctor's Signature |Valid Period| Pharm.

i |Additional Instructions:

DRUG :

Date

Dose | Route |Frequency |Start Datel

Doctor’s Signature |Valid Period| Pharm.

[Additional Instructions:

Docu. No. : RCH_/FRM / CLINICAL / 118 Page: 1/4 (10)
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AN v

REGULAR PRESCRIPTIONS Welght’c’lsi("? Ward{ Do

DRUG: *F. TRAPIC Tt

Dose Route | Frequency |Start Date
9 [Py |[1~0-1] 195

NamLE & Signature of the Doctor
Starting the Drugs:

l2:2%

2R
Additional Instructions:

Daily Doctor's Endorsement by a Sign

; Datep
DRUG : Tim

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : %;t—ét

Dose Route | Frequency |Start Date|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Date

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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VERIFIED BY : Name

Guc-
. M: f: :’ :;:?:; i IP18-00036514
' 17-05-2007 19v2
Di’ mmmm maaop:::u " Weight. bl Sld(:rﬂam J__I;ﬂ, "
ST — y N
""""" Tigee | s Mo | [ Murse sio | Nurse sig
Dose Dose Dose Dose ’ |
DRUG : Dr. Sign. Dr, Sign. Dr. Sign. Dr. Sign.
Route Start Date Dowe . P il
Dr. Sign. Or. Sign. Dr. Sign. Or. Sign.
Name & Signature of the Doctor Dom Do o =
’ Dt Sign. Dr. Sign. De Sign. Dx. Sign.
Additional Instructions: e i - -
Dr. Sign. O Sign. O Sign. Dr Bgn.
Date» '
VARIABLE DOSE Tige [ womss 5o Moy 5. [ Norse S& | Morse Sig
Dose Dose Dose Dose
DRUG : Dx Sign. r. Sign. D Sign. Dx. Sign.
Route Start Date - . i -
Dx. Sign. Dr. Sign. De Sign. Or. Sign.
Name & Signature of the Doctor oo ) Pose e
Or. Sign. O Sn. Dr. Sign. Dr. Sign.
Additional Instructions: - T fose Oose
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
STAT / ONCE ONLY DRUGS
) ol Dosage & Other
Date Time Medication Instructions Route Signature Nurses
Page: 3/4 (PT.0)
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Weight Qldﬁ’ Ward. .... H) P\

Signature .

VERIFIED BY : Name

I.V. FLUIDS CHART
- Doctor | Nurse | Date of | Doctor | Nurse
Date | Time | mfﬂmmfgwi r—wwrr{-jin- w | ROUE H%vuﬁ?te gigr? r S‘;;e Sl:pTJi?lg Sigr:Jr SL;;n
@\ \ O Prec v | S W/ \q\‘*\%\@/ -
2. 1S pop A R An)
N

3 |1"Spn o S Y sh?) Y% 4
\ e ' © Prnc PR g{)

” R-H O\ ©
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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

Date
]811119% ﬂme’d)91011b1234@@@391011’21234567

30
RESP =
. z 21-30
(write rate in "16
corresp. box) 11-20 Z
0-10
94 - 100 % =
<94 %

Administered 0, (L/min.)

40
39
38
37 2 . O¢.
36 i = e o J 2) |
35 ks
< 35

170
160
150

140
130
120
110 ; { 4
100 = . Ll
50 - ok ) I A PN 7. 2 ) %
80 = o o i /)

70
60
50
40
190
180
170
160
150
140
130
120

110 \Cﬁ'3

100 [

Saturations

2, dway

(@)

ajey peay

~P
Y
P
Ay
Iy

£2\M ),

)

—>
anssald poojg 21[01sAs

—,.

.‘_—
2Inssaig poojg J1[oiseiq
wm 00w
(=] Q|
q 5

NEURO Alert ]—-’T'f [T 1 . i l;? | | i | [ |

RESPONSE Volce
[~

Pain
Unresponsive

URINE > 30 rd 71 7
mils/ hour <30

: Protein + +
— | —

{22 Normal o -
Lachia Heavy / Foul

Clear / Pink | — == [ EER = —
R e e
T 2 V)
o

-
TOTAL YELLOW SCORES o Ho

-

A

V-‘ f

p=)
TOTAL ORANGE SCORES Z 06 | olo o
Nurse Initial [ :\?J AR
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 Intake Output IV Site =
Time ]Drgaf_titll;g Route NG | Diarhoea | Vomit ’Dralnage I Uring | Phiebitis Nurse
Mouth | v N.G L , 7
08:00 am WaO) Innl‘d ‘Im“jo

09:00 am ‘QO {" l
11:00am 2

Q
:00 pm ’ | f 2 @]

=25

RED | 0 |40
Won[fi o] I BE
Total nm.z:fm’gH o Total Output : ;:’zoo 4,
«08; / ‘ oowt
o | [ T o 1Ak
1000pm WV Tto0w A NVgA

rhs<
11.:ﬂﬂpm | - | 7_% L]
el “4"‘ I -G
|
l

R Wi,
Total Intake : b0 ’ ﬁ.}.\ s
e =
I 5L
! U4.‘ﬂﬂam, A &Q‘S‘V{ ; ) '_,(' :
05:00 am . ' : [ [ o) fl Wicﬂ
06:00 am | | ! || . | - .
[0:00am WSl 1 Fe §p i 2 | L _ V7B
Total Intake - NoOETvET ¥ s Total Output: @) Jng xe. ]

Emzms.m:ake ‘ & QODM J ! t!;ﬁluhrs.ompul ! | &b Jr@;'t:‘il‘_,
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TIME
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ANNGAI TERESA BLOOD BANK & APHERESIS CENTRE

(Run by Little Roses Trust)
LICENCE No.: 506/28C

#No.948, 15t Fioor, Bazaar Road, Ram Nagar (South) Madipakkam, Chennai - 91.

Ph.: 044-22580803 Mobile : 9840143108 / 9840333108 / 9566468884
annalterssabloodbank@gmail.com web:

E.mall :

CONCENTRATED HUMAN RED BLOOD CELLS I.P.
Prepared From Blood Collected with citrate phosphate
Dextrose solution. Whole blood 350 mi / 450 mi (IP 49mi / 83 mi)

BAG NO. | COLLECTIONDATE |  EXPIRY DATE VOLUME
(286 C103.0F 26 [14:02-25 | 2806

INSTRUCTIONS : .

1. Do not use i there is any visible evidence of deterioration. BLOOD GROUP
2. Storage temperature 7% 6" i ==
3. Administsr with |
4. Mix wall before use and do not vent 3
5. Do not add any Medication. -
6. Use a Fresh clean, Sterlle Transfusion set with filter Al
7. Do not Dispense without Prescription. -
8. Check blood group on the label and recipients blood group. | =

befors administration and property Identify intended reciplent. f—— |

9. No Atypical antibodies detected Rho (D)
10. Shelf ife 35 days | SAGM 42 Days. Doe
11, Transfusion Criterla ABO and Rh Specific X-match compatible| 7~~~

SCREENED : NEGATIVE / NON REACTIVE FOR : HBsAg. Antl HCV

Anti HIV1 & 1I, MP, VDRL, Irr, Ab - By CLIA METHOD
PREPARED FROM A VOLUNTARY BLOOD DONOR

Docu. No. : RCH /FRM / CLINICAL / 089
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DATE TIME

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

SIGNATURE
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e
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A

ANNAI TERESA BLOOD BANK & APHERESIS CENTRE

(Run by Little Roses Trust)
LICENCE No.: 506/28C

# No.946, 1st Floor, Bazaar Road, Ram Nagar (South) Madipakkam, Chennai - 91,

Ph.: 044-22580803 Moblle : 9840143108 / 9840333108 | 9566468834
MMW wwmannalieresabloodbent com

CONCENTRATED HUMAN RED BLOOD CELLS I.P.

Propared Collacted with anticoagulant citrate phosphats
n.m:-mmmmmmuwwmw

BAG NO. COLLEC'I'!OH DATE |  EXPIRY DATE VOLUME

;ij D32 0'.‘{--2}- I+ 08256 29¢ nd

INSTRUCTIONS BLOOD GROUP

1. Do not usa if there Is any visible evidenca of deterioration.
2. Storage lemperatire %0 6

3. Administar with warning.

4. Mix well before use and do not vent

5. Do not add any Medication.

6. Use a Fresh clean, Sterile Transfusion set with filter
7. Do not Dispense without

Prescription.
8. Check blood group on the label and reciplents blood group.

before administration and properly identify intended reciplent.

R ‘(D)l

9. No Atypical antibodies detected

10. Shelf e 35 days | SAGM 42 Days. S0
14, Transfusion Criteria ABO and Rh Specific X-match compatible DQ

SCREENED : NEGATIVE | NON REACTIVE FOR : HBsAg. Anti HCV
Anti HIV | & II, MP, VDRL, I, Ab - By CLIA METHOD

PREPARED FROM A VOLUNTARY ELOOD DONOR
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 18’?#&

Baseline Information:

Admission From: OER O oPD O Admission Desk O Others, specify ., J..:PP-’
Primary Language: O Telugu O English O Hindi O QOthers-$p :ty...f'h.ml ]

Do you require an interpreter? [ Yes E—Mr‘fesspeclfy
Source of Information: G.Batm{,? O Family {7 Others, specify

Allergies: Clves ClMe— ] Medications O Blood Transfusion O Food B O8N cossiiisccisiiiomiommmmenmnne

ﬁ 1Fyes, identify .....c.occocennrnenneeesesoo
Chief Complaints: .....C.QNDQ GO . D 0001 ... Doctor Notified on Admission: G"@]No
EFQDQ-FU&JQB ........ Name of the Doctor: DPE=V . 1 J(ﬂ...gu
Time Notified: .......... &.QI)
Past Medical History: Obtained From G—Pm Family Member [ Medical Record [ Other (SPEBIY) vinisierineinan,
Past Medical History Past Surgical History Previous Hospital Admission
Tile Serewag
v ML o
Gynecology Assessment: m\/}(ﬁﬁlicable Gynecology Surgical History: Gynecological History:
Menstrual History: T .| Caesarean Section: E’ﬁ@j Yes Contraceptives: Yes
o wenenns | CerVical Cerclage: p—No?I:l Yes Vaginal Discharge: Yes
> Onset of Menarche: . lr'm, ...... ~Ectopic Pregnancy: 9)«37[1 Yes Post-Coital Bleeding: [;,NVD Yes
Menstrual Cycle: O Reqular ar | Myomectomy: I;J%/EI Yes Infertilily: D)O/E?Yes
Last Menstrual Period: QQ}EPL; Others: It Yes Type: O Primary O Secondary
Obstetric History: G ...—.. ... | E Y 1) S (.. A i era s esomsrrene

Previous LSCS; R S s
Current Medication: I:I—No’lw/ O Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[ Heart Disease O Hypertension (1Diabetes O Stroke [ Seizures [ Kidney disease

O Liver disease O Other .. PQ&Q&V =T }:Dm

Vital Signs / Measurements: Temp: C‘@? HR: q&a‘*} :D_UHM
BP: ﬂ.hlhnmmf}j Weight: .01+ B Heigh: I‘H.&E;‘.?? BMI: .

Pain Assessment:  Pain: [J Yes ['_'FN? (It Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




Patient Sticker

PHYSICAL ASSESSMENT

General Appearance:  [JHealthy, il looking O Anxious O Agitated I Others: ....cccoverinevnsinniinnans

Fall Assessment: D‘Yf\ﬂ No Score (LO (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: ts) OONo Score . — (complete the Braden Q Sheet)

/

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected

[ Overweight O] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
B’Uﬁ?wmght [0 Diabetes Mellitus O Hyperemesis Gravidarum
Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative [ Reslless O Depressed [ Agitated O Confused
O Others

Inform consultant for positive criteria

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

SOCIAL SCREENING:
1. Marital Status: BS@ OMarried  ODivorced O Widow

2. Special Habils:  Smoker: O Yes E’lﬂc? Mcohol Abuse: [ Yes DN97 Drug Abuse: [J Yes Gy

Social History: Lives With Mmﬁfﬁm&f ...............................

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

Orientation has been given regarding the following aspecls:

Call Bell in Reach : [3¥es T No Waste Disposal Explained: CIYes Oilo
Infusion Pump B"?’?D No Hand Hygiene Explained: [ Yes)OI No O Others
Above information given td ...

: o
Name of Person Orientation was given1o: M‘Jhb@a’)’m&

—_—

Orientation NOt given REASON: .....vvcummersmuerusmsimnsmsansmsssassisaseas R RS

Nurse Signature: . g] ﬁ-ﬁp{}ﬂ'{k D)Fe o
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

oae..... B2 Db

Pre - Existing Risk Factors , Tick | Score
Previous VTE (except a single event related to major surgery) “
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities 8.0. cancer, heart failure; active systemic lupus erythematosus,
in?‘la_mmatpry polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cel disease; current intravenous drug user
Fa'mily history of unprovoked or estrogen-related VTE in first-degree relative 1
—Eown low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity Tor2
Parity = 3 1
Sn‘ioker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple 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
Stfllbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration : 1
Total 0
Signature of the Nurse g\ '\\%Wgogx

Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

V I total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

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

It 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 ﬁmmbopmphylaads.

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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Dﬂmﬁw wincomim 7 Child rer;'s BirthRight
i . H os p it a BY RA_INBow HOSPITALS
LU Morse Fall Risk Assessment Form e
alL A
™ E /
— T 7
te/Ti
Choose Highest Applicable Score from each Category .t 13 \0? )A{] ]SH'E?S 18 ﬁf% Fall Risk Grading
il SO | Bpm
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o %) O Risk Level Mnrst(a l\I;::Isl}St:ure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 & O 0
Furniture 30 . Standard Fall
. i Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 @) © (@)
I'\;}Heparin Lock or Saline :}S 20 20 KO DO Implement
i L Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 I‘"’!e\’eﬂ“g”
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 Q) Q) le) Implement High
Forgets limitati 1 2 e Risk Fall
Mental Status 0_ it ons“ 3 O High Risk el P:evention
Oriented to own ability 0 0 Intervention
Total Morse Fall Scale Score: 90 A0 26
Signature Mm— s@’ '@/
o g T UL Tk T ¥

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

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

[ Use chairs with arm rests

[J Use safety straps on stretchers and wheelchairs while transporting patients

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

=

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

[ 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

N






Rai gff-' . Patient's Name:... p18-00038514
dinbow - 00093801
Children’s | @ Birth Right MRD N farosh gquio @
Hos p ital . BY RAINBOW HOSPITALS ‘:f::mmﬂi ‘”"Gﬁ\\\\\“\\\\\\
It takes a ot to treat the ltde, Your Right to a Safe Delivery Age o w\\\\\\\\\\\\\\\\\“\ ex:OMOF
L PHLEB'TIS ASSESSMENT j Consultam ..............................................................-J
CANNULA 1 CANNULA 2
Date: g ’.:{ D_b Time: ~ fm) Date : Time:
Location : 2 9 It &% P}\a,() re Wﬁf} Location :
Size : Size :
Cannula iltirl;gd by : ] N Da%am‘i?huﬂ%f Cannula inserted by :
Date | Time |Phlebitis Ilnﬂltrationl s [ sign || Date | Time Phlebitis [infiltration| MM | gjgn
Intervention Intervention
136 |OYes ONe{OYes Db}o an OYes ONo| OYes CONo
\2p» |OYes ONe| OYes Ohg ClYes ONo | O0Yes CNo
2P YY) _|oves ansloves ona m&u i OYes ONo| OYes ONo
APIN [Oves 0NG | Ovesng] Alyeh |2 DOYes ONo| CYes ONo
1';'] OYes (plo] EIYasQNe’ s OYes ONo | OYes ONo,
> OYes ONo{hves ONolo b OYes ONo | OYes ONo
1D w1 [Oves ONG | OIves @l OYes ONo| OYes ONo
9 | 2 P\ [OYes ONo{TYes So! OYes ONo | OYes ONo
1% a1 [oves onol aves ONol o e | oy~ OYes ONo | Oves ONo
&£ |OVes ONGTDYes NG| 8 0] (00— OYes ONo| Dves ONo
AT Toves ONe{DYes ON6| olked | OO OYes ONo | OYes ONo
K0 OYes ONotaIves ONg| ptge\| A 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 ClYes ONo| OYes ONo
OYes ONo | O0Yes CINo OlYes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes CNo | OYes ONo OYes ONo| OYes CNo. ;
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 CiNo OYes ONo| OYes ONo
OYes ONo | OYes CONo DYes ONo| OYes ONo
| OYes ONo | OYes CONo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time ; Cannula removed : OYes ONo, if yes date and time
RXiany initiated : OYes ONo CINA I Yes specify- RX any initiated : CYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score;
NOTE : # To be assessed within 30 minutes of insertion.
¥ Every 2 hours if on fluid infusion,
#* Every 4 hours if only on IV medication,
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(" PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size: Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis [infitration| ™" | Sign | | Date | Time |Phiebitis |infitration prste | Sign
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CINo | Yes CNo [I¥es CNo| CYes ONo
OYes ONo | OYes ONo [lYes CONo | OYes ONo
OYes ONo | OYes Cio [Yes CINo | OYes ONo
OYes ONo | OYes ONo [Yes CNo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [IYes OINo| OYes ONo ;
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
[Yes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes [INo| OYes ONo
OYes ONo | 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 [INo| OYes ONo
OYes CONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo 3 OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OVYes ONo OYes DNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ClNo OYes ONo| OYes CNo
DOYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CiNo [Yes ONo | OYes ONo
'| cannula removed : OYes OINo, 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 1 Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
(— V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) P
0 1 2 3 £ 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
avident: evident: evident: avident and extensive: | evident and extensive:
% Slight pain near |.V. | % Pain near |.V. Site | % Pain along pathof | % Painalong pathof | % Pain along path of
site or slight redness # Erythema cannula # Erythema cannula % Erythema | cannula #
near L.V site # Induration # Induration # Induration | * Induration
# Paipable venous cord| E’Halg;h;* Voot cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE RESITEIREMOVEER | CaNNULACONSIDER RESITE | REMOVE |
\ CANNULA TREATMENT TREATMENT CANNULA -’
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INTERDISCIPLII*I_ARY PATIENT / FAMILY EDUCATION RECORD

)
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~ Ws RINBASHREE _Z g
102000 19vzmin ¢ Rainbow » R
Dr. MATHANGI RAJAGOPALAN Children’s @ BirthRight
T ——e i fe=
Tt Wk 3 KR B0 treat the Stie. Four Right fo a Safe Detivery

Part - 1. . ' .
Patient's / Learner Language: Tdm f .... Patient/ Learner Literacy: ] Read [ Write 'Spealy Willingness to Learn:  Yés NEI7 Healthcare Literacy:  Ye&J Nﬁ}
/ T -~
Identified Education Needs: ( ' 10. Fall Risk Education
1. Plan 6. Discharge Medication ;:1 Safe use of Medical Equipment / Implantable Devices
Diagnosis pv) htﬂ"’ﬁ% Pain Management 7. Infection Control Measures i -
e < ed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medlication / Therapy (safety, effects/ side effect, intoractions) 9. Nutrition / Diet 13. Risk/ Safety
Part-li
Use codes from the list In part 1
Need Designation /
Date Time \dentified Intormation Taught — . ” Comments Signature
Person Taught Barriers Teaching Tools hhm Understanding
\Y
B89 (s | Fapualed alot Vhe R | o | poie gl (g
= c-j’q". t 4 {?D (@) } A ; D 5}
M| uotoyd < fte @l Nk pt 2 | poles Ol lzzptznw-? J .
V[P cAP & v, fouts | Keottn] B O Posea | st b iy
b ale O o0 S,

Part- lll: CODES

Who was laught: Meﬂl F: Father M: Mother S: Spouse Sn: Son D: Daugfrter C: Caregiver 0: Other (Specify)

Learning Barriers: “~—" =

1. No Leamning Barriers anguage Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Culural/Religion Practice

2. Physical Impairment jonal Levei 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ....

3. Emotional Bamiers . Desire / Motivate to Learn 9. Cultural Dﬂl‘mm 12. Impaired Vision/ or Hearing

Teaching Tools Used:  A: Audio  D: Demonstaion  V: Viko /B Dl P: Prnted

's to overcome barrier/s:
W 3. Reassurance & Support 5. Respect values & beliefs 7. (Other, Specify
Obtain translator o~y 3. Teach Family / Others 6. Respect Cuftural / Religion Preference
Understanding: (. Verbaizes Understanding 2. Demonstrates Understanding 3. Needs Review

p—
Doc No. : RCH/ FRM / CLINICAL / 187
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Rainbow® . i
Children’s ‘B:rtthght

_ PATIENT TRANSFFR FQR)Y Hospital " | ) massonminus
— GUC-00093901 IP18-00036514

Ms R INBASHREE

-

17-05-2007 19YZm1D {F)

Or, MATHANGI RAJAGOPALAN Date & Time of Admission rate & Time of Transfer Order
A ta[m-m Tl
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
%<3 gy . YED/} No{]
~ Number of Sheets in Clinical File Number of Imaging Films Personal belongings inclu ding

clinical documents, If any handed

o over to attendant
bt bp éd‘ — Yes (] w

If yes, what

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity
1
2,
3.
4.
Y
Shifting Summary / Notes Written by Doctor:  Yes[] No [:j
@ d;&m
Name & Signature of Person who i is Transferring Name of Person Ordered Transfer

goQ" 3 téw s Cpruiybon

Patient & Clinical Records Received by : _ - ,
| SN (A 1801")1,%“1&%-%3?’”

Date & Time of Patient Received : :

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

(J Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / GLINICAL / 102 |
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BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: . \Sla ‘-FI.:«‘LQS{:- Time: . \ogoc:a_m
Blood Group of the Patlent_B FDQITWB Blood Group on the Blood Bag: .. B ; PR2LTING..
Blood Bank Issue No: Q.,%L;;_S' .. Date of Collection: . I ,19—'0 . Date of Expiry: ... \.}" . , -Q[J
Date & Time of Starting Transfusion: l.a\-‘}lﬂ'[j@ !-"lanned Mn of Transfusion: A‘BT\S
Check for Correct Unit; orrect Patient. v/
@ Blood products cross checked by: Nurse 1..9}!\') . XLONEE : Nurse 2: «—91‘\3 ﬁk%—QHQ
@ Before starting transfusion vitals: Temp: .. qu- HR . loqLFmHR ilomeBP loolbomrs?m Cra 7

PLEASE MONITOR THE FOLLOWING:

Blood $p0 Any Any Any Any Other
Pressure ? Rash Rigors | Breathlessness | Problem

IB(?!ZUQ'Q"“"' 1SMn | loabpy qep bq/bo PFAAL e | e | o | LS
lo:3am M |jogkar ‘78°F qssz looy. | ML | MIL NLL Ml
Iam| M |ocbm a8p o | 1007 ot | mie | pore
11-3oagq S0MN cﬁbpm “I&OF 882 | A3/ | piLldie | mie | e
12 pro | M | yaobpr ‘Tle °%o | 387w | rore] pore ore
~ 1w | 1 Atban 98 ) 99700 | b mc [nic
| \.’%‘3“ 1 Hr ;oo?:f}n q;;;ﬁ {qgjb’U qq. | nvIC | wil NIL | NIC
" ashh 98P |lalip| 9B/ NIL ML | NIL | NI&

l ~ | TR

Date Time HR | Temperature

Comments: . MOM'}OKE}, VJ}'@[Z} culg. /PQ.COT(%QS( PCLM C{OSQILJ&‘
e QUAY.... CLLOTIS.... KOULIAD...

Name of the Incharge-Nurse: _Q\NMDQM Name of the Nurse: Sf N FE‘LLJL’% Q 679@

Signature of the Incharge-Nurse: .

Date & Time: . \'bhu\, £X.. &Ym ................... Date & Time: . t8 ‘7&/16 Ol@ )fm

Signature of the Nurse: .

Docu. No. : RCH /FRM / CLINICAL / 078
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2
Rainbow”
Children’s
Hospital

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: {3{?&'{96 Time: }‘!'}5—}9{0
Blood Group o the Patient: 3. ROSTIIVE. . Blood Group on the Blood Bag: . B JOSTTRE..........
Blood Bank Issue No: ,26023’.3?— Date of Collection: 6/7;,[9-6 Date of Expiry: ):F/ g,bé
Date & Time of Starting Transfusion: (3{?22.—15&&4:[&%%(1 duration of Transfusion: &HO(JQ..S
Check for Correct Unit:\_—"Correct Patientn”

Blood products cross checked by: Nurse 1: S{NDEV,‘E Nurse 2: S/NTBMI}SZWZ

)  Before starting transfusion vitals: Temp: Cﬁbpﬁ HR z?ﬂ&‘fm RR:@Dbaf{m BP; (@—/@ Spo?...q.ﬂ.%

PLEASE MONITOR THE FOLLOWING:

e | e | MR TR s | 90 | | s | s |
A |5 o) o iofis gar. = | — | - | -
W’hm ‘7)% ?gﬁ fn:zfél g/l — | - _ _
phtbe| O lavhl asp lifts [gar | — | — | — =
- b | Ot 2 13¥ 90/Ro 99):| — | — = —
AP | Win |, 4o @l koot |9ay | — | — | - -
]"'F))b i "_Io},b(rt f{f—}(f? 00/68 loovs | — | «— . =
B So | 499°F howlbo [ns | — | — _ -

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

Name of the Nurse: C%o@}ﬁ.s

V)

Signature of the Incharge-Nurse: ........ 24" oD

Date & Time: \’9\’))\3)0”(\\‘\@&'

Docu. No. : RCH /FRM / CLINICAL / 078

Signature of the Nurse: ...

Date & Time: @\R(%»ﬁg*wn







2
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Your Right to a Safe Delivery It takes a lot to treat the e,

CONSENT FOR BLOOD TRANSFUSION

GUC-00093901 IP18-00036514
Ms R INBASHREE
17-05-2007 19y2 M 1 IJ

N MATHANGI RAJAGO|

ﬂ ” "mmmlml”m”””,lu sanesnsssssrsassnnsss BNIOL siiviisisnsive GOMUBE Liivivenrortasnsrmssraes

Patient Name :

UHID No............. A TNV .. WVArd/Bed No. .,
Type of Blood Product : IOPQE’C
Leveiorennnsnn 182, R INRAGHREE hereby give my consent for whole blood

transfusion / blood components as part of treatment of myself / my patient while being admitted at
Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if it is in the “window period” and
also due to various other infections which have not been screened for. | also understand that any blood

component transfusions carry risk of transfusion associated reactions.
All the above-mentioned risks have been explained to me by the doctor treating me / my patientin the

language that | fully understand and | accept the same and give my consent for the whole blood
component transfusion to me/my Patientnamed....$....R. TneAcqge e

Name of Patient / Attendant ? MM // | ’\] ' %j W m }\!}7_
Signature of Patient / Attendant 7? {44% / \ ?@Wﬂ{

Date 12 \ o) 202

Time : O A™M

Relationship with Patient: tod®e 4 .







