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~_ ACTIVITY RECORD FOR BILLING

1P18-00036476

GUC-00089746
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AT EE T et mamson css
trest the letie,
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CROSS CONSULTATION VISIT

uHoNo: B e v, CONSUMaNt: PRV, 5.
Date of Admission: .Y (sH{ 245, Time: . Date of Discharge: .................... Time: ..
Room / Bed NO: ... Ward: ... Suggested Bilable bed type: ... ..
WARD TRANSFERS
Date Time From To ' . Signature of Nurse
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Your Right to a Safe Delivary
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| MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




:uc-anonm 1P18-0003647 z .

i ALAN ’ Rainbow .

1312199 .| @ mri .
Eﬂr MATHANG! Rasaaeet 20 ) Children’s BirthRight

BY RAINBOW HOSPITALS

Vi Bl it
SURGERY DETAILS

pate: .S, L S2b .
Patient Name: MTSSI’)CL?UObCLEQD Date of Birth: ...f.3..l..-'.9'.?..‘..'...0’..'?!.!..............Age: 24y
}

Gender: ..£. S0l . Ward: oo @ UHID Na?‘?‘iqb/%ﬂé

Date of Surgery: ... [ 7|24 .......... DI0T- COT-2 [36T-3 C10T-4 CI0BGOT1 [J 0BG OT-2
Name of the Surgery : ............... e ive LSS«

Time in ..., .. L0 F™ Time Out &l 20

NAME AMOUNT
1. Surgeon NeTheng
Anagsthetist N 2; 8 R A OSANALIR - % Pﬁ \["C‘l Mﬁﬂﬂ Dh...
Assistant Surgeon : 27, Bncshoiths,.
OT Technigian ~ :..0502...5. hqu
Circulating Nurse :....C.[AL... Thamwﬁ) J(q .
AssistantNurse ¢ .. A2 QA8 SIAL 5” J E’FW

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

L L =

Special Equipment: [ Laparascopy [ Broncoscope [0 Harmonic [J Morcelator
O C«ARM O Cystoscopy [0 Versa Point O Liver Cusa
[J Neuro Cusa [ Others ........co.....

/@&/
Signature of the Surgeon -QQJL (:;'TOQ ;—U\ CtJ,l 2o A 01&Ignature of Circulating Nurse

P VRN 02600
ROREIN0R oo coviinnsaidmssusainadisssisvasasusamsasassiioniassonis Order by: ...
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- Rainbow®
Patient Sticker | Children’s l BirthRight
| Hospital _ | () zzsmenasms
GONSUMABLES OF OT
Circulating staff /m“ L ”\ Technictan : . L;:H\ﬂm Date:... .. i l‘lfo TN iy
Anaesthesia Disposables m_‘“ﬁm Surgical Disposables [ ,.,,,0” ,,,,| Disposables (Baby Side) | __0V__]
ET tube | MajorPack ;. /| Inj VitK K
LMA utures 9o Cord Clamp |
ECG leadﬁf P/N (25 |/ Suction Catheter
HME filter - A/ P / N ! gl v 1./ FeedingTube ¢ v |
Syringes :10cc A | ey 1/ | Vaccum Suction Set
05 cc w2 vaesw Surgical Gloves & ), :
02cc v/ V2 P 1/ Gauze Pack plein \
01 cc Yy “Yg P~ \ Syringe(Tm)/ 2mi [
Cautery plate A /P /N \/| Surgical blade . _ || Surgical Blade # 20
Wset @ NG tube Koochies (S) i
RL A\ L] Cautery pencil V| @ik Tare slodh” |
NS : 10mi / 100mi (500my/ 1000mi \/' A Koochies ol gocon Z {
Odedios Ointments Cpianl_weopio |4
2 Suction Catheter 2SCt_cromaliia Y] )Lt
Fentanyl cap' Mask N MD&"‘[D le O Q AV I [l )
Morphine GauzePack p (o / p J}f 4 %ﬁmvrot‘.ﬁ /- \
Ketamine Mop Pack " & /| Baghamd 22oulSs t
Propofol Steristrip = ] Qe Cgli% ;’ |
Rocuronium Underpad 1| 02 ek !
Glycopyrolate Draw sheet 2 T
Myopyrolate Abgel \/
Ondansetron s DOy =1 \ { Foleys catheter
Pencan 25¢/ Spinal Needle 22 " | Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage .
CARapyaE y /| Tegaderm 54\ |/
Suppositorles loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set ‘
Just : 125 mg / 25mg T06mg ) | /| Plastic Bed-Sheet y,ors 3/1,
Tab. Misoprost : 266mo—(,00 m 9 ). / | Betadine Solution 2"
_m&m_&md “Hxedoy \//| Microshield
1/| Cotton Balls /
2,61 by olia pe 1 Latex Gloves '-'UP(;\'K'
Gala  wlioes y | Ramdione Scrub '
/ L Saral
Surgeon Anagsthesiologist Nurse OT igChniclan
Order No. :....... Ordered by :
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L= Door No.157 to 160, Anna Salai, Guindy,
-Rainbow . 600015

RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

Guindy Chennai Tamil Nadu INDIA

Children's = Tel No : 044-40122444
Hospital = o VATTIN:  33AABCR4014M12K CIN:  L85110TG1998PLCO29914
Rainbaw : :
DL NO :
Registered Office; 8-2-120.-"103/1,Survey N0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LT T TR I, I}
IP No IP18-00036485 Ward TF-PVT/SUITE
Patient Name Baby B/O SHAIJA BALAN Bed Name CRDL-SUITE713-2
Age/Sex 0YOMOD2H/Male Order No 18-0001727917
Date 15/07/2026 17:12 Prescription No PRIP18-0627298
Payor SELFPAY Dispensed Date 15/07/12026 17:12
UHID GUC-00093921
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
i ﬁgg}zﬁgﬁf{gf G e Surgicals GENERAL M2641119 04130 1 100.00 100.00
2 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42,00
3 SGLOVE 5.5 SIGNATURE 250905391T 09/28 1 117.00 117.00
Total : 259.00 259.00

Receiver Name

Printed Time : 15-07-2026 17:12

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Za
Lol a2 0 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tami| Nadu INDIA
. Rainbow 600015
Children's = Tel No : 044-40122444
Hospital ~ BirthRn
Rainbaw VAT TIN : 33AABCR4014M1 ZK CIN : L85110TG1998P LC029914
DL NO:
Registered Office: 8-2-12011 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
U LTI IR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036476 Ward 6F-PRIVATE
Patient Name Mrs SHAIJA BALAN Bed Name PVT 614
Age/Sex 34Y7M2D/Female Order No 18-0001727915
Date 15/07/2026 17:09 Prescription No PRIP18-0627299
Payor ICICI LOMBARD GENERAL INSURANCE CO LTD Dispensed Date 15/07/2026 17:13
UHID GUC-00089746
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL RO10126 01/29 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) ko GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS )
3 STERILE XL Mediblue 1010626 04/29 3 120.00 360,00
GAUZE 7.5X7.5 12 PLY (5 f
4 NOS) NON XRAY Bapuji Surgicals GENERAL M264111g 04/30 1 100.00 100.00
GAUZ SWAB 10 X 10 CM gez o
5 12PLY 53 X.RAY Bapuji Surgicals GENERAL M2545021 11/29 2 123.00 245.00
6 Mo NSUPPOSITORIES 100 . Laboratories Lid W BLNP274055 12128 1 18.74 18.74
7 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
8 B0OMCG1S CIPLA LIMITED H 5GH0327 02/31 1 95.56 95.56
9 MONOCRYL 3-0 NW 1325 ETHICON SUTURES-J&J C1 T6003 12/30 1 997.00 997,00
MOPS 30X30 BPLY 55 X. DATT MEDI
10 RV PRODUCTS H M2642SF029 03/30 3 949.00 2.847.00
NEW MOM DisP
11 MATERNITY PAD FIXATOR -  DYNAMIC TECHNO General 105327 01/31 1 210.00 210.00
XL
NEW MOM DISP
12 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 164101 04/31 1 204,00 204,00
NITRILE EXAMINATION
13 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
14 NS 500ML CLOSED BOTTLE  Denis Chem Lab Ltd H 10262046 03/29 1 94,55 94,55
| 15 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
i
QUICKSUITE OT TABLE
16 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
17 RAMADINE SOLUTION 10%  RAMAN & WEIL PVT RC126036 04128 2 103.00 206,00
100 ML LTD
SGLOVE #6.5
18 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91.00 91.00
SGLOVE#7.5
18 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26A109 12/30 1 91.00 91.00
20 ﬁgég“ﬁ PTOPOWDER e GENERAL 260300891T 05/29 1 128,00 128,00
21 SGLOVE 6.5 SIGNATURE 2509053917 09/28 1 117.00 117.00
22 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
TEGADERM WITH PAD
23 (8591)BIG SCM-250m 3M HEALTHCARE GENERAL R04260909 03729 1 894.00 894.00
UNDERPADS CARE 60 X 90
24 ( FRIENDS) 25062026 12/30 1 205.00 205.00
25 VICRYLIPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 15072 10130 3 951.00 2.853.00
Printed Time : 15-07-2026 17:13 Page 10f 2







RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Za
- Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
. Rainbo . 600015
Children's Birthin 1€l No: 044-40122444
Hospital Rombow VAT TIN: 33AABCR4014M12K CIN:  L85110TG1998PLCO29914
DLNO:
Registered Office: 8-2.1 20/10311 +Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LT TN T i
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036476 Ward B6F-PRIVATE
Patient Name Mrs SHAIJA BALAN Bed Name PVT 614
Age/Sex 34Y7M2D/Female Order No 18-0001727915
Date 15/07/2026 17:09 Prescription No PRIP18-0627299
Payor ICICI LOMBARD GENERAL INSURANCE CoLTD Dispensed Date 15/07/2026 17:13
UHID GUC-00089746

Total : 10,253,52 14,994,52

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name - GRACE PAUL RAJAN

Printed Time : 15-07-2026 17:13 Page 2 of 2
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Chiid_ren's Bt
Hosplta’ ._Rainb:w VAT TIN ;

N Door No.157 to 1
. Rainbow . 600015
Tel No : 044-40122444

33AABCR4014M 12K

RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

60, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

Receiver Name

Printed Time : 15-07-2026 17:13

CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120.-’103;’1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS U (T T TR
IP No IP18-00036485 Ward TE-PVT/SUITE
Patient Name Baby B/O SHAIJA BALAN Bed Name CRDL-SUITE713-2
Age/Sex OYOMOD2H/ Male Order No 18-0001727916
Date 15/07/2026 17:12 Prescription No PRIP18-0627300
Payor SELFPAY Dispensed Date 15/07/2026 17:13
UHID GUC-00093921
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
! DSYRINGE 1ML (8D) {BBED‘;TON DICKINSON e NERAL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-8 ROMSONS GENERAL G26E010069 04/31 1 68.00 68.00
3 Menadione Sod Bisul 1 m) HINDUSTAN LABS 0075 12127 1 28.92 28.92
Total : 120.92 120,92

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN'’S MEDICARE LIMITED
: Rainbow Children's Hospital - Guindy
$ Z“: . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
. Rainbow . 600015
Children's = Tel No : 044-40122444
Hospital St VATTIN:  33AABCRA4014M12K CIN:  L85110TG1998PLC029914
Rainbaw . 3
DL NO:
Registered Office: 8-2-120.4’103}1,Survay No0.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS RN T T I
IP No IP18-00036476 Ward 6F-PRIVATE
Patient Name Mrs SHAIJA BALAN Bed Name PVT 614
Age/Sex 34YTM2D/Female Order No 18-0001727914
Date 15/07/2026 17:09 Prescription No PRIP18-0627301
Payor ICICI LOMBARD GENERAL INSURANCE CO LTD Dispensed Date 15/07/2026 17:14
UHID GUC-00089745
S.No  item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 FNAWIN HEAVY 5 MG INT 4 Neon Laboratories Ltg 1 KP1713936 01/28 1 3147 3147
2 BIOXAMIC 500 MG INy F,B;"::““;ce s H 3810004 01/28 2 73.23 146.46
3 alép CSICINANPOS Laboratories Ltd 45121 01/29 1 31.10 31.10
4 hc{ggomfsr UMD, | oo sboracsitgs d H 087133 08i27 1 318.50 318,50
5 DSYRINGE 10ML(NIPRO}  NIPRO GENERAL 26C30K60 02/31 2 28.13 86.26
6 DSYRINGE 1ML (D) fB%‘iTo" DICKINSON. _ ssnicrias 6043348 01/31 1 24.00 24.00
7 DSYRINGESML(NIPRO)  NipRO GENERAL 26C13K17 02/31 3 21.56 64.69
8  DSYRINGS25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 1 11.25 11.25
8 %&f}ECTRODES IMS GENERAL 12226508G 03/28 3 32.34 97.02
10 EFIPRES INJ 30 MG 1 ML LN LABORATORIES 1231095 01128 1 45.90 45.90
1 SE‘![‘}I‘LTN (OXYTOCINYING. oo Laboratories Ltd K 091690 02/28 3 18.90 56.70
12 g‘l’lﬂom‘f_’“ (OXYTOCIN ING. Laboratories Ltd ~ H 091690 02128 2 18.90 37.80
13 NEEDLE 26 11 2INCH Dispovan GENERAL 01654R 12/30 i 3.38 3.38
4 ONOOKINDINJ4MG2ML  SWiss CRITICURE BA26025 01728 1 12.72 1272
15 gjﬂﬁ%ﬁ;‘:’m’}?bf“g : GENERAL G268040107 01/31 1 336.00 336.00
16 Eff%%'}’;%%f%mmL Erbee GENERAL 17032026 12129 1 127500 1,275.00
7 §.H0M. cosep prasenius Kabi India 10262104 03/29 4 69,84 279.36
N %!errurﬁ.cr;ggms 25G 90MM FB%{‘.;TON DICKINSON —— 11730 K o i
Total - 2,800.72 3,276.10

Receiver Name

Printed Time : 15-07-2026 17:14

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name GRACE PAUL RAJAN

Page 1 of 1
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Patient Name: ,EH&;)ZQ ~__ UHID No: gq 7’46 Bed Category: 6 Mf

AT-ADMISSION DESK:
¢ Explain about admission process
«  Welcome Kit

SERVIGES IN WARD:
e Explain about room facility like how to use the patient COT, Nursing Bell, important
contact details.
Room cleaning and wash room cleaning will be done regularly.
Patient bed sheet & clothes will be changed every day morning.
It patient got shified to OT. please enquire with nursing station to get further updates
Wash room hot water will be available round the clock
For patient food please reach to Dietician / F&B Call @@ (2203)
Don’t keep waste in the sink or other drains
Food for the patient strictly as per the advice in-house dietician
No outside food is allowed for patients
Fruit juices. coconut water, salads. are available in canteen
Patients” Rights & Reasonability explain to the family.
Only 2 attender’s allowed inside the room with patient.

e & @ @ a

BILLING:

e Take billing update on daily basis at ground floor IP Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time.)

e [fany insurance query and corporate information, please reach to ground floor insurance/

corporate desk.

For Insurance patient give documents after admission.

Please carry attender pass at the time of visiting patient.

VISITING HOURS for Pediatrics (0SAM -09PM & 4PM -6PM)

VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)

Explain about concern department contact details. which mentioned bedside chart,

MANAGEMENT TEAM:
e Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263) available round the clock.
e Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

X

Signature of patient/ patient Attendance Signature oft the Introducer

THANK YOU AND GET WELL SOON







Patient Name: M7 SHAI7A UHIDNo: _ 87 74 8 Bed Category: b1y

AT-ADMISSION DESK:

Explain about admission process
Welcome Kit

SERVIGES IN WARD:

Explain about room facility like how to use the patient COT. Nursing Bell, important
contact details.

Room cleaning and wash room cleaning will be done regularly,

Patient bed sheet & clothes will be changed every day morning.

If patient got shifted to OT, please enquire with nursing station to get further updates
Wash room hot water will be available round the clock

For patient food please reach to Dietician / F&B Call @ (2203)

Don’t keep waste in the sink or other drains

Food for the patient strictly as per the advice in-house dietician

No outside food is allowed for patients

Fruit juices. coconut water, salads, are available in canteen

Patients’ Rights & Reasonability explain to the family.

Only 2 attender’s allowed inside the room with patient.

BILLING:

L]

Take billing update on daily basis at ground floor IP Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time.)

If any insurance query and corporate information, please reach to ground floor insurance/
corporate desk.

For Insurance patient give documents after admission.

Please carry attender pass at the time of visiting patient.

VISITING HOURS for Pediatrics (08AM -09PM & 4PM -6PM)

VISITING HOURS for OBG (12PM -01PM & 4PM -6PM)

Explain about concern department contact details, which mentioned bedside chart.

MANAGEMENT TEAM:

Signature of patient/ patient Attendance Signature of't

Team will meet everyday morning to look after the patient welfare and collect patient
feedback on hospital services & MOD (+91 6379905263) available round the clock.
Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services.

THANK YOU AND GET WELIL SOON

% -
> Introduce
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Rainbow a
Children's
Hospital

Rainbow

Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
BithRiaht TEL NO :044-40122444
i WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

(R RN CIRRIRL R LIRARIR LT R

Admission No : IP18-00036476 Admit Date : 15-Jul-2026 Admit Time :06:10 AM UHID : GUC-00089746

Patient Details :

Patient Name : Mrs SHAIJA BALAN Age
Guardian ¢ Mr 8.8 SRIRAM DOB

Gender : Female Religion
Occupation 2 Martial Status
Address (H) - H4 d block airview apaetment plots no 86 Phone No

mg road Mugalivakkam Mugalivakkam E-mail
Kanchipuram Tamil Nadu INDIA 600125

(34YTM20D
1 13~12-1991

: 9176077036/ 99652814243

¢ no@gmail.com

Aunnission Details :
Bed Type : MICU Bed No : MICU 803

Room No : MICU 803 Admission Type : First Visit

Ward Name : 8F-OT COMPLEX

Contact Details :
Name : Mr 8.8 SRIRAM Relationship
Contact Address : H4 d block airview apaetment plots no 86 mg Phone No

road Mugalivakkam Mugalivakkam Kanchipuram
Tamil Nadu INDIA 600125

: Husband

9176077036

/

ignature

fntor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation

Referral Doctor : Dr. Mathangi Rajagopalan Phone No

Co-Consultant

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Deposit Amount : 7000.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 15/07/2026 06:12 Printed By : 017420 Page 1 of 2







Rainbow” 3
Relgian @ Binten
BILLING POLICY
Billing Cyele: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing. Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products. Implants. Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 us 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.

In the event of TPA /[ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

If the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

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

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

Patient / Guardian Self Attested Government [D 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 [P bill will be issued.

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

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

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved. which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes. Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc.. credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, i any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ol'denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

| 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 ol time after discharge. 1
promise to settle the claim with the hospital as per Hospital Cash Taritf.

Patient Name © 2 SHA) DA BALAW o UHID Number : @277 4 {3
i Self/Attendant Name : ;S_S -SRTK_;;’\_ o | Relation : > _!:"‘:‘6;':"_"(
Self/ Attendant Signature @5 @"": _ Name & Signatm'_eo-f Financial Counselor
Phone Number : !
1T 6011 03¢
RCH/GDY/FRM/CLINICAL/426 - _ - o







7. Rainbow Children's Hospital - Guindy

% &
Rai_n bow ’ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s Bt TEL NO :044-40122444

Hospital - WERB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SHAIJA BALAN Age : 34Y7TM2D
IP No: IP18-00036476 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 803

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

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

insieance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ca. f the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

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

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

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

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

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

Signature of Patient/Relative /

Name: 4 € & SRIRAM

Patient Address:
Relationship: > Mk Bigi H4 d block airview apaetment plots
i 6 no 86 mg road Mugalivakkam
‘ . . 3
Date: _ iy P ~2 é Time: Fl Mugalivakkam Kanchipuram Tamil
atet 5| -0 v ime: OOF 1O Nadu INDIA 600125
’

Wittness Name:

Wittness Signature: @ﬁ_‘

Printed Date [ Time : 15/07/2026 06:12 Printed By - 017420 Page 2 of 2
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Patient Sticker

Family History: Surgical History:

Ni\ Ni |

Medical History: Medication History:

Giobm on ORa frem ™ rvm%ag Tab . GILMCOMET 250 mg — ¢ Svomg
Gesstadeon Tab. ™MyroNorM T5mes od
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~ Securne Tv lLine
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- pre-op medicakions
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- Infwmed Comoend

- Redufl o \DR @ l'20pm

Doctor Name: ... 1. NinutRa, Consultant Name: ... 52, MeRano ¢

Signature: .......... %822 Signature: ....for 822
Date & Time: I‘Elo-(laou; Date & Time: "5\"'7]913)43
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MEDICATION RECONCILIATION FORM

DrUQ AIBIGIBS: ...cvverirsnrassremssnsssssssssssssssssssssssssnssssssssssssassssssssnsssins ot known any Drug Allergies

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

Shifting From: .............. ,LDE Shifted to: é?*fﬁ?[;:o“/
S.No (GENERIE‘me#:LM EETTEHS) (ml;‘,]:lfcg) (Pu.l:i?;t,’;i. v | FREQUENCY o fies ‘}gr;:?gﬂgg
T m sueeces G2 v =y g!;fl‘;fm’, &€ ODC
2 | vy cLespm e Gy s)e ) -o-o- ¢ 0o
3| the PA\ D \ v)o 1 -0 -\ ’zfl;}tii? ¢ 010C
4 | Tom TREP Lyen %o § i Sk =€ ODC
5 | xLISTIRY SURV S k). '°°m‘3 e | =& =| fi{jﬁﬁom nc
6 | The THuvomer®m | R s | -0 -0 =¢ Ooc
7 Oc¢ ooc
8 ac E]DC
9 Oc onc
10 Oc¢ Obc

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

Doctor Name & Signature : ... 1. sl ieka..... E
\2,70_3:'
Date & TIME : ..oovrere ISV 2 Y 2ehc

Nurse Name & Signature: .. &N ’fwﬂif @@‘-« .,
Date & Time : ... M%M d«&‘ :f B‘Op‘n
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BY RAINEOW HOSPITALS
Gl RAJAGOPALAN Hospital Your Right 1o a Safe Delivery

N | Hosplal,
JEDICATION RECONCILIATION FORM

1T VT A R e e S NS MRS Gy G e lE!«m known any Drug Allergies

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

SN BN il sy SOOI o e Bguionssotossc

.o (esm'é'ﬁ?vfﬁ?l‘f;#f LETTERs) | (mg, meg) | (PO, NG, 56, ) | FREGUENCY Date/ Tme j*‘;':%‘,?;‘
" Oc¢ Ooc
5 Oc oOoc
3 0c 0Ooc
4| O¢ Ooc
5 ¢ 0Obc
6 Oc¢ Oonc
, O¢ Ooc
8 Oc dnc
: 0Oc 0Ooc

10 ac 0Obc

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

Doctor Name & Signature : ...........coevevvrivnmensesasees

Date & Time : .

Nurse Name & Signature: Q,g i‘z/y};z_««w
Date & Time : . jf/;;-/,z,(, Gl Fo oy
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MEDICATION RECONCILIATION FORM

T [ ——————————— t known any Drug Allergies

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

Shifting From: SO 5 ) S - |11 L R EJH’?F{DM

§.No (amm’gmﬂﬁ#ﬁd LErTERs) (g mea) | (PO, 0. 5¢, 1) | FREQUENCY Dats /i ’}g’:?gﬂgg
1| T THYRoNORM My | Po on g’:ipf ooc
2 | T GitveomeT Syowe, | PO 1_0__;@1}:;) . e
3 TGy tomeT Booeng PO 0-0- | 'B@HCE;\DCZ(W
a " lae oo
2 D¢ Ooe
6 oc Ooc
7 Oc¢ Ooc
8 Oc ooc

9 Oc ooe

10 Oc ooc

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

Doctor Name & Signature : @TQW?‘A% g”’”

L y
Nurse Name & Signature: .SMJPP 4 é\ﬂ\@*’b’ﬁ"‘o
Date & Time : i?f??h@n éﬂm
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MEDICATION RECONCILIATION FORM

DrUQ AUBTGIBS: vvvvvvurissssssseessssunsssssssssssssssssssssssssssinssssssssssssssssnsssos Wknown 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 Z , Or Ward to ICUs)

Shifting From: R shiftedter O THREL IS
' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) FREQUENCY | pate / Time ?gﬂ:glgg
! S*Cy CUPHCEF f‘g"} Ay Gl [c &0t
2 Fy o s - (e D¢ Eoe
8 iiw] CmELED . an ok Oc 2t
4| Cc Onc
5 ¢ [oc
5 ¢ goce
7 QOc Ooc
) Oc goc
9 Oc¢ Ooc
10 Q¢ e
S * 0- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED Wﬂ BY
ioq’q/ (@‘1 i c:m;
Doctor Name & Signature : . . el Bver .

Date & Time : ... S—/ f(t /9—‘!5 at . ﬁﬂ) ..... -
Nurse Name & Slgnature A‘ “f—' QSEZ«Q)* \<
Date & Time : ...... .. [}b&af“?’ﬁfm

Docu. No. : RCH /FRM / GENERAL / 080







i

"

<UC-00089746 1P18-00036476 . = . ®
Mrs SHALJA BALAN Rainbow ® o @
13121991 4Y7M2D  (F) Children’s BITthRIght
Dr. MATHANGI RAJAGOPALAN Hos pital BY RAINBOW HOSPITALS
Ty DRUA.CHART oo TR
Date of Admission: t‘?ﬁg% DrUQ AIBTGIES: .oocveersisesmssmmmmmssessnsssessssssserssssogrnessoy (1Mt known 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).
. Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES -  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.
$0S / PRN (As Required Medication)
DRUG : B
Dose Route | Frequency |Start Damr -
Doctor's Signature_ | Vaid Period| Pharm.
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[Additional Instructions:
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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
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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) /~  cuc-oooseTds 1P1800036476 w
Z paf MTSMASAAL T
Rai r“:ﬁ:yuvO . . . . Or. MATHANGI RAJAGOPALAN '
Rainbow” | @ gictpRight | ITINIIIETNN "
Hos P it a| . 8Y RAINBOW HOSPITIALS .
it ks 2 10k o trest the . Vour Right o a SateTiivery .Y - Weight :.eoreeeennrecS€X: O MOF
(PHLEBIT‘S ASSESSMENT J k(;onsultant ..-......-............-.........-........-...-..-..-......-D
CANNULA 1 CANNULA 2
Date:) Lf \ '7-}—'{ 775 Time: | 2{7}’\() Date : Time:
Location : ﬁ,{ Qf‘ﬂ(‘ﬂ’f’va/( Location :
Size : | Bd Size :
Cannula inserted by &2 ] N pjt[‘,[, TH" sl Cannula inserted by
Date ‘ Time |Phlebitis |Infiltration lk‘mgm Sign Date | Time |Phlebitis [Infiltration ln&“;‘::gm Sign
Mi=EE Yes [@hia{ OYes O] i ns OIYes ONo| OYes ONo
N Yyl : W UYesD[\Ig/ﬁYasm:Nd:vW OYes ONo | OYes ONo
- ! OYes OYes Ma] ) ClYes ONo| OYes ONo
Uy [oves o | Dves 2161 6 W DiYes CNo| OYes ONo
RN |OYes B verBio) 0\id [Agoes | DOYes ONo| OYes ONo
) [1Bpm|ove Yes.Afio| O od DOYes ONo| DYes ONo
Vil 4L\ ol |Oves Bido | OYes Broobeang (23004 OYes ONo| OYes ONo
i I = OYes 2o OYes 2o pe\) (1Yes ONo | OYes ONo
| Aers [Oveseiofves GiNo Y7 OYes CINo| OYes ONo
1 So_|oves OYes o (% OYes ONo| DYes ONo
A0 | Cveapne [ Dvey DYes ONo| OYes ONo
S0 |OYes BNo DYesEINo| ¢ [lYes DNo | OYes ONo
vl: )| BYes o6 DYes)aﬁo (k= OYes ONo| OYes ONo
i OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes 17es ONo OYes OINo | OYes ONo
o ~_JGives fiNo | OiYes ONo OIYes ONo| OYes ONo
Z OYes [No | OYes ONo [OYes ONo| OYes ONo
OYes Qo | IYes ONo DiYes ONo| DYes ONo
OYes ONo | CiYes CNo OYes CNo| OYes ONo|
OYes CNo | OYes ONo [IYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes CNo
OYes ONo | OYes ONo s [IYes ONo| OYes ONo
“vesCino|OvesoMe| | OYes ONo| OYes ONo
| e BN | OYes ONo DYes ONo| OYes ONo
= OYes ONo | OYes CINo [OYes ONo| OYes ONo
Cannula removed : < CINo, if yes date and time,: \ Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes [INo CINA If Yes specify- “\b 7 RX any initiated : OOYes CINo OINA If Yes specify-
Phlebitis score: ‘Zﬁ@ l ,ﬁaw @ bp-d Phlebitis score:
NOTE : # To be assessed wit“hin 30 minu:es of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V..P. 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 (Infiltration h:;‘v’:z"ﬁ%" Sign Date | Time |Phiebitis Infiltration ln:mn Sign
OYes ONo [ OYes ONo OYes ONo | ClYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | Oves ONg ] OYes ONo| Oves ONo
OYes ONo | O0Yes ONo N OYes ONo| OYes N
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo Lo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CIves ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OIYes ONo
QYes ONo | CiYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes COINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
QYes ONo | OYes 0o OYes ONo| OYes OINo
OYes ONo | CIYes ONo OYes ONo| OYes ONo
OYes ONo | OYes OINo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes [INo DYes ONo| OYes ONo
OYes ONo | OYes ONo | QOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OoYes INo
OYes ONo | OYes ONo OYes ONoJ OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
: Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time :
RX any initiated - OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA. If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion,
* Every 2 hours if on fluid infusion,
% Every 4 hours jf only on IV medication,
V.LP. SCORE (VisuaL INFUSION PHLEBITIS SCORE) EA )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is ALL of the following is | ALL of the is
evident; evident: evident: evident and extansive: evident and extensive:
* Slight pain near .y, | % Pain near 1.V, Site | Pain along path of | 4 Pain along path of | # Pain alon path of
site or slight redness * Erythema cannula # Erythema | cannula # Erythema | cannula % Erythema
near L.V site # Induration # Induration # Induration * Induration
# Palpable venous cord :m‘;‘e venous cord
 OBSERVE CANNULA | 0BSERVE cANNULA gﬁﬁgg&REMo"E :cgzuﬁfﬁgffm %ﬁ%ﬂ%m Eﬁﬂ'&éﬁw J
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l/l/iﬂmy/}/}m BRADEN Q' SCALE oo | @
| ﬂi | Wi a b5
| W/ﬁ T 1= §1 14 <
Y- o A me: (L | V) | E n/
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. q L‘ L{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionolly: 4. Al patients too young fo ombulate;
. - Ability to walk severely limited or Walks occasionally during day, but for OR wolks trequantly:
Qdmr;eaae:;te; é.o:r.::?:u- bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3
e ' and/or must be assisted into chair o assistance. Spends majority of each day and inside room at least once every 3 3 3
: wheelchalr.! shift in bed or chair. 2 hours during walking hours. -
1. Completely limied: 2. Very limited: 3. Slightly limited: 4. No impalrment:
Unresponsive (does not moan, fiinch |  responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit

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

Sensory Perception

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

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

ahility to feel or communicate pain or
discomfort.

1. Constantly moist:

M“‘f;":hﬁ?'“ Skin is kept moist aimost constantly
{2 by perspiration, urine, drainage, slc.
skin is exposed Dampness is detected every time

to moisture P i

patient is moved or turned.

2. Very moist:

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

3. Occasionally molsi:
Skin is otcasionally moist, requiring
linen change every 12 hours.

4. Rarely mois!:

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

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

FRICTION-SHEAR
Friction  Occurs when
Skin moves against
support surfaces
Sheor Occurs when
skin and adjacent bony
surface slide across

2. Problem:

Requires modsrate to maximum
assistance in moving. Gomplete lifting
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, chalr, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but

4. No opparent probiem:

Able to completely lift patient during
position change, moves in bad 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.”

L

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR

which provides inadequate calories and

one another occasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequote: 4. Excellent:
Is on liquid diet or tube feedings/TPN, is on tube feedings or TPN, which |s on a normal diet providing adequate

provide adequate calories and minerals

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

albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals.
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a completa meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. genarally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 {ood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. @1 (
servings or meal or dairy products anly 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. 3
per day. Takes fluids poorly. products per day. Occasionally will offered. ’
Does not take a liquid dietary take a dietary supplement.
supplement.
:..yl:..xotrmely mgmmbﬁ: 2. Compromised: 3. Adequate: 4. Excellent:
tensive < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may : 4
Lot Pe"m":f;?‘" & <40 in a newborn) or the patisnt ba < 95%; hemoglobin may be be < 95%; hemoglobin may be ”‘;;""_"“‘m' ';"'“!“‘ saluraml
Oxyge does not physiologically tolerate < 10 mg/d; capillary refill may be <10 mg/d; capiliary refill may be > 95%; normal hgb; capillary
position changes. 5 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. __L\l—‘
Severe Risk - lessthan 9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Not at Risk: 19-23 TOTAL SCORE 47" % 24 &‘i
Evaluator's Nome o2 A Sy |
!
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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 ) )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear A'F”“a""g pressure matiress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
- ® Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk 5 I Gel pads for high-risk areas
: ' ina {
® Position patient at 30 degree lateral incline using foam wedges Alternating pressure mattress ove flay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




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

Sensory Perception

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

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

ability to feel or communicate pain or
discomforl.

GUC-00089746 1P18-00036476 i l;% . i
Mrs SHAIJA BALAN lainbow . L i
13-12-1991 34YTM3D (F) . E Children’s . Blrthmgh{
Dr, MATHANGI RAJAGOPALAN BHADEN Q SGAL Hospital .“!WL“.’E’T’EPS
MUY ] o Ty A
al i
(D s Wb T EHIGIT
Time : “ 0D 18 -_E__ A
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4, No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremnity position body or extremity position but unable changes in body or extremity position position without assistance. A—F 4— L[
without assistance. to completely turn self independently. independently. |
2. Chaolrfast : - 3. Wolks occaslonally: 4. All patients foo young fo ambulate;
. " Ability to walk severely limited or Walks occasionally during day, but for OR walks frequantiy:
fmem ::;):t.i:;:‘t‘o' bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \.}
L and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \_1
B 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
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Moisture Degree 1. Constantly moist: 2, Very molst: 3. Occoslonally moist: 4, Rarely moisi:
b 10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, etc. Linan must be changed at least evary linen change every 12 hours. changes; linen only requires changing l_r Lf
Dampness is detected every time 8 hours. every 24 hours.
to moisture
patient is moved or turned. & -
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction. Occurs when . |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Buring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to same extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other nl muscle strength to life up completely L‘L
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| ~ during move. Maintains good position LT
9 surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides dawn. ’ ]
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPQ/or maintained on clear liquids, Is on liquid diet or tube feedings/T PN, Is on tube feedings or TPN, which {s on a normal diet providing adequate
L or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For exampls, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin <3 ma/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eals more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or mare
food intake pattern than half of any food offered. genarally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Octasionally eats between meals. 3
servings or meat or dairy products only 3 servings of meat or dairy but will usually take 2 supplement if Does not require supplementation. Z
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, Exceflent:
Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may ¢ Z
ns"g’:y::::,:;? & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N""““‘m““:; oxyen satueation
does not physiologically tolerate < 10 mg/d: capillary refill may be <10 mg/d; capillary refill may be > 85%; normal hgby; capillary refil ('f
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. -
r Severe Risk : lessthan @ | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 Totl SCURE :Z ‘Q:I-
Evaluator's Name % / @M !
-] SUE—



Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobiity, consider occupation therapy referral for advice
© Regular Turning Schedule i .
A © 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 Atternating pressure mattress overl
® Manage moisture, friction and shear omating pressure 653 Oveniay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9  Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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AvATe Rainbow’ 4 £ S
10O Hospital _ | {) nweonois
PAIN ASSESSMENT FORM s e
i , i Patient / Family .
Date | Time "“;; ﬁg‘)’"’ Location | Duration Acuity Character " e Intervention Sign
- O Continuous | C1 Acute O Sharp O3 Dull O Increasing ,\9295 AL \g ,\; pod
\(;)\?\'W "bp!’f\ W) M\/ O Intermittent | O3 Chronic [0 Aching [J Burning | O Decreasing | [ No
O Continuous | OJ Acute O Sharp 01 Dull O Increasing | O Y& N @
W %ﬁm ﬂ Lo N | & | O Intermittent | 3 Chronic [ Aching [ Burning | OJ Decreasing [ CJ No olb-m@
i ) @{ |(_ | O Continuous | O Acute 0 Sharp O Dull O Increasing | ClYes— N {S?%f
ld-(’j,bg{j D)mlo] { 0 ) [ B Intermittent | 3 Chronic O Aching [J Buming | [ Decreasing | [J No
e - A9 | O continuous Cbeq® | O Shap_—=xoai | | O Increasing | O Yos— | el [Posa 5
(\4“} \nt T D»ﬁﬂ gi%j QL in@itent | O Cvonic | C1Aching CJ Buming O Decreasttg | 01 No Hor J\| 24,
\l O Continuous | ClAcde | O Shap  [3Bur wi"g Oes— P"'y#ﬂ"’ J &E——-
[ {D t% e 3’}\@ wmm [ Chronic [J Aching [ Burning | gcreasing | O No M O Qs
. BUWNOY O continuous | CLAdite O Sharp _C).Bamt O Increasing | (Cl¥es™ Poai ﬁ‘dn / %R_ .
bIFD  [wown| dw gjp | O isermitient | O Chonic | CAching O Buming | C] Decreasing | O No aoal
6]
\ Nﬂﬂq O Continuous | L3-Acute O Sharp -ADUl O Increasing | [l ¥es . maf 0q , i @m
Uo \q A &Pﬁ\ &lm g\'n & Intermittent | CJ Chronic ) Aching [J Buming | [3-Decreasing | I No ol g
v,/)| O Continuous G){T OShap OB | O Increasing &) TTab pasa l9 "
“7 '(f% A )!lo % Dzr@rmmem DiChronic | 3 Aching 3 Burning D,B@:asmg O No Hpon U plaa
‘ \ Qq ale a dontinuous e O Sharp -Eﬂﬂl O Increasing DS 7Cu: pasa b @:’"
f‘?{ ¥ , % |2t 2/(0 Pcin E].Jﬂf’nnittent [0 Chronic ] Aching [ Buming | Dedreasing | O No éﬁa ; v O
/ O Continuous | OJ Acute (J Sharp O Dull O Increasing | O Yes v
O Intermittent | O Chronic [) Aching [ Buming | [J Decreasing | -LJ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Priof to pain pain-refieving intervention. d) Within 30 - 60 minutes after pain relief intervention.
(PT.0)
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\ © g . | PAIN ASSESSMENT _.co_._u.

FLACC PAIN ASSESSMENT SCALE (1 Menth {o 7 Years)

. SCORING _
CATEGORY
Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particular expression or smile wihdraw, Disolanted Quivering ctin, clénched jaw
Legs Normal Position or Relaxed | Uneasy, restiess, tanse Kicking, or legs brawn up
Laying quietly normal posftion, uirming shiffing back and ,
Activity aﬁuﬁ wsg Arched, ight, o Jerking
Numerical Paia Scale (Obstelric and Gynecoiogy) : _ _ :
________ Loy L ] Moans or whimpers occasional Crying steadily, screams of sobs,
C No or X
o 1 : 3« 3 & 3 4 31 o O uoiecraseen) | ol oquen compas
NoFen Posyils Pan Reassured by occasional touching,
. Consolabilty - | Content, relaxed huigging, or being talked to, Difficut to console or comfort
. distractible .
-rgiggaiuenggﬁﬁs_gv
I— Sedation _ Kormal Paia / Agitation

Wong - Baker (Pedialrics) Above 7 Years -2 -1 [} 1 2

( : Crylng No Cry with painfif | Moans or cries Appropriate crying Notj lritable or crying at | High-piiched or silent-
lrritabitity stimuli minimally with painful} irftable Jgg contimous cry
0 6 P 1 . : shimufi Incansolable
No Hurt

2 4 0
L
L_.R—h-umw Hurts Lite More Even More Hurts Whole Lot Hurts Worst Behavior State ZQESE! gnﬂgs Appropriste for g.i.:ﬂ.ﬂ ggﬁg
or

stimsif stimdi gestational age Awakens frequently
No spontaneous Little spontansous Arouses minimalty / no
) movement movement {not sedaied)
- | Faciai Mouth fs tax Minimal expression | Relaxed Agpropriate | Any pain expression Any pain expression
Expressien No expression with stimui intermitient continual
Crremities | No grasp reflex Weskgrasprofiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Nomal Tone or finger splay splay

Bodyismottense | Body s tense

Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
stimuli variabifity from normal for from baseline baseline, Sa0, less than or
Hypoveniilation or | basefing with stimuli gestafional age Sa0, 76-85% with | equalto 75% with stimulation -

apnea stimutation - quick | slow recovery Out of sync or
recovery fighting ventilator

\_ | 1
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. Hos p ital 8Y RAINBOW HOSPITALS
Morse Fall Risk Assessment Form R v T g
)
77 5 ~
. . Date / Time \ SBI ] + Fi ( . .
Choose Highest Applicable Score from each Category ,_l_—— ’b SM— i o Fall Risk Grading
Score 25~ ® O
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 © (> Risk Level Mursu:pi:lé)s e Action
Secondary Diagnosis Yes 15 pe (s ‘
(more than one diagnosis) No 0 &)
Furniture 30 Standard Fall
; . ] Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 H A @)
IV / Heparin Lock or Saline i 2 po | 2% Implement
o 2 o uoigaetisk| 25-50 | Mo
Impaired 20 Prevenhqn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 )
Normal /On Bed Rest /immobile 0 £ O r implement High
rgets limitation 1 N Risk Fall
Mental Status l;u.ge Sdlt sms Sh‘l' : High Risk 251 Prevention
riented to own ability 0 O et Intervention
Total Morse Fall Scale Score: e 3hH o
./"( -
Signature z@ (@?ﬁ‘ Cag’fﬂ -
X bl T ~
Tick (v') whichever precaution taken. - Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all Jow and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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n::‘;muumu”“o (F) j - ) . 'éﬂ:@ .

A - - Rainbow . 4 i
) Children’s BirthRight

i i | P

Choose Highest Applicable gcore from each Category Fall Risk Grading

History of Falling
Morse Fall Score

(immediateiy orw/fin3 months)

Secondary Diagnosis “
(more than one diagnosis)
Ambulatory Aid

IV / Heparin Lock or Saliné ) 0 —
Moderate Risk Moderate Fall
“ - Prevention

GAIT / Transferring Weak (uses touch for balance)
Normal /On Bed Rest /Immobie [.'-“‘.- jmplement High
Ment S ‘-l_—l_ o
i
Total Morse Fall Scale SCore: I\ A D O e
Q _,' .
Signature L b
.

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

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

[ Hourly safety check

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

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

O Initiate constant observation by healthcare provider as appropriate t0 patient's needs

standard Fall
Precaution

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

Part- 1.

ol

')

GUC-0008974¢

Mrs SHal,
A
'3'12-1831

il i lﬂlﬂlfllll

1P18-0003547¢
“Y?M:D 2 .
h:c')w" ® - - -
dren’s BirthRight
pital BY RAINBOW HOSPITALS
—— T Your Right to & Safe Delivery

Patient's / Learner Language: .. _ Patient / Learner Literacy: 1 Read | Wiite Jp?( Willingness to Learn: «-»Hﬁ? Na Hearlhcare Literacy: C/E7 Nal
Identified Education Needs: Risk Education
1. Plan 6. Discharge Medication 11. dafe use of Medical Equipment / Implantable Devices
Diagnosis E&_,A%g 3. Pain Management 7. Infection Control Measures Safgty )
4. informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side ffect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part ill it
Need
Date Time \dentified Information Taught -y - Comments Signature
p ) p ’ P Person Taught Banters Teaching Tools | to m Understanding
\ﬁ\y(F bnn\ Eltealo coed %{UU ns :\'QJ " mﬂ " (ﬂ:g O l ,
2 h(oS Sa /4y nads PP«J cido 2eCls) |cbed / 8 il
ott\gb |19ReN | Y06 - OLAMD obpw POOROY heisiom | partge M\ [oxbent | WU | Ds | - %L
explainod ObOW ke oved|, o | ) (W * ‘
1 0 B \ ) (Moeka)| ) o
e | W Y08 | doui gl pto. Fationt Lo
Part - lil: CODES _ -
Who was taught: ent F: Father M: Mother §: Spouse Sa: Son D: Daughter C: Caregiver 0: Other (Specily)
Le Barriers: [ T
Barriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. impairmesnt 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Barriers 6. Desire / Motivate to Learn 9. Curtural Differences 12. Impaired Visiory or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video P: Printed
Mechanism/s to overcome barrier/s: /
1 3. Reassurance & Support 5. Respect & beliels 7. Other, Specify
2. translator 4. Teach Family / Others 6. Respect Gultural / Religion Preference
Understanding: “—t—~Nerbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

(
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1991

o ANGL RAJA PALAN

S 11 T
OBSTETRIC TRIAGE ASSESSMENT FORM

{F)

]
Rainbow’ ) .
Children’s @ BirthRight
Hospital e oo el Doy

Date: \‘;qﬁ(b@ Time of Artivak: ... 2. 5400,

1) Level of Consclousnass;,Dﬁnscious O Semi-Conscious

2) Chief Complaint (Reason for Vi it): (Circle the item as appropriate)
O Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy

O Decreased Fetal Movement
O No Fetal Movement

o Time Seen by Nurse: G)'*?—ﬂ—&/l/)

O UnConscious

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor

O Spontaneous Rupture pf Membrane / Leaking Water PV
&U?ler Reason: %*QQL%U-@ ......... R e

. Spo,: LO0..... BP:Ll?...EZb. Weightﬁd?]:b@

3) Vital Signs: Temperature: qﬁ-f Pulse: .=f0... RR: f2..
4) Gestational Criteria:
Gravida: G > P ( : L ’ A N
LMP: L‘Blln% EDD: WHD&: Gestational Age: 3aw~&~&4v
Uterine Contraction O Yes w O NA | Onset Time Frequency:
Membrane Rupture O Yes _;,&P O NA | Onset Time Fluid Color:
Y 7
Vaginal bleeding , O Yes y)u O NA | Onset Time Amount:
II ,i'
o If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes 9!}!: O NA Pain Abdomen / Vomiting
Good fetal Movement | fes | O No | O NA it No spectly:
5) Pain Screening: Numerical Pain Scale (NPS)
1A | [ | | | | l ] [ |
*/ | I I | I 1 1 1 | 1
1 2 3 4 5 6 7 8 ] 10 |
No Pain Worst
possible pain
@ Location: ;
.......................... ALl csressssmommisesssasssssssens isbrapnanasmsacsssssemensnansosasssasasecasassessass
® Duration: ﬂ\(r Days / Weeks/ Months (Strike out which is not
applicable)
® Character: ﬂ
o Frequency:
® Interventions: .........coeeeieene 5\‘\(
6) Past History:
a)  Surgeries: ............. J\ZJ\QUBC% ............................................................................
b)  Medical: ...... (0. thﬁafw SR, o ap
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0:)




Patlent Sticker

7 Mlergy: E%s 0N trves: .. Poocapple....

8) Current Medications: 0O Prenatal Vitamin O None

(,D*Orers: 1‘

nosh

messssssssscssrnsnnnnanan
L O

8) Prenatal Medical History:
O None A,t}?staﬁonal Diabetes
O Chronie Hypertension O Low placenta "
O Gestational Hypertension O Others if yes, specify W\JMO
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
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)
O Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes) .
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes) O :
OBCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5 '
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(HumJMj Immediate < 15 minutes <30 minutes < 60 minutes : l{i%':lr::}m
Re-Assessment °°"“““g::‘"“'""" Every 15 Minutes Every 15 Minutes - Every 30 Minutes Every 60 Minutes
3 of Discomforts of
Labour / Fluld Imminent Birth ﬁ%ﬁpﬁﬁﬁ? 37 %gw g m 37%?&” Pregnancy
Actl BI ciated with | Bleeding associated | Spotting
Sosdog | Vi it s | il st i | Bsngas ’
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension Seizure activity mmma\?&? :‘sm’w o !
disturbance, RUQ pain oo |
Atypical FHR tracing, L 4 ||
Abnormal FHR traci
Feathssessment | o FalMovemen. | 0ol doplos |
M
TN L P |
®Altared level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Fank pain / hematuria @Cervical ripeni |
oggg‘ % .dimm %m @Minor trauma (minor | @Qut patient placenta
L]
distress o dehydration and / cmPro-hoohnd visits (ie Rhy
o@Suspected sepsis diarrhea QW and i
' .dmdmm tavg: @Assessment for version
) ®Rashes

Time seen by Doctor: G;x[t.#wh

Nurse Name : ...

Date: I‘SH(

S.,Jim('&»k Nurse Signature: (_Qig'*\ ok

A, Time: .
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It takes @ fok 1o treat the itte.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

..BirthRight"

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

pate.. L . HiaD2o........

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
Madical 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
Age (=35 years) 1
Obesity ‘/( lor2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

Stillbirth in current pregnancy

,-i
d el || =] ===

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.g.

appendectomy, postpartum sterilization ’
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1

Total

‘ o

Signature of the Nurse

Action Plan

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




RISK ASSESSMENT FOR VENQUS THROMBOEMBOLISM (VTE)

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

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

v If fotal 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 mmmboprophyFaxis.

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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Rainbow’ | @ gjrthRight
PATIENT TRANSFER FORM Hospital | L
— GUC-D0089746 1P18-00036476
Mrs SHAJA BALAN
o uYTMID ®) Date & Time of Admission Date & Time of Transfer Order 1
il \l\\\\\\\\\l\\\\\\l\\\l\l\\\\\ [51#26 at M‘W 6ot
6 (6 SN Q-1opM
{reating Consultant Name Transfer Ordered by _ Reason for Trangfer
‘ 1 _ \ $ﬁ~( J %
B modRowgr | D rrouedgf wad For A0
(RO _
From Unit To Unit 1ntthtendant
HIE Y, @5'/_ Yes No ()
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
X over to attgndant
ﬂ) 7 o5 Cté ’@ Y No ]
" If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ‘ Item Name Quantity
1.
2
3.
4
5.
Shiffing Summary / Notes Written by Doctor = Yes tr~ N[O

Name & Signature of Person who is Transiarnng

S NW%@

Name of Person Ordered Transfer

D madfong f

Patient & Clinical Records Received by :
| /@{a‘“

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

Date & Time of Patient Received : K/g)&‘[ {ﬁ—b @ ‘9’ :ﬂ - p

please lick the reason mentioned below :

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

(] Available Bed not ready







W2
Rainbow’® o
Children's ‘Birtthght

i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital i S by
- GUC-00089745 P
s SHAABALAN Date & Time of Admission Date & Time of Transfer Order

13-12-1991

i ‘m r L %’f S0pm:

ITBAUINY LUt iose - Transfer Ordered by Reason for Transfer

‘ | | plan por EF
JR-M@TTAEM‘}/’ LDQ'MWW”@”’ P 1804 -

From Unit To Unit Information to Attendant
Yes[ %~ No[J
b FDR
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

. YesB/_ No ]

If yes, what 7

Medications / Consumables / Surgicals / Hand over

S1.No. Item Name Quantity
ks
2.
3. -
4,
5.
Shifting Summary / Notes Writien by Doctor : Yes[—  No[] B
Name & Signaturg, of Person wh Transferring Name of Person Ordgged Transfer

WJ S R Sl

Patient & Clinical Records Recewed by : (3/ g E! [ !

Date & Time of Patient Received : q’T T ,9,6

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

(] Unavailable Bed (| Nurse not Available [ Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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'é?\'.?ﬁ’r%ﬁ | @ BirthRight
PATIENT TRANSFER FORM Fospital _ | (ammeenesee
GUC-00089746 IP18-00036476
_ Mrs SHAIJA BALAN
1:—12 1991 ws: ;;;1 E:n (F) Date & Time of Admission Date & Time of Transfer Order
i | kb L |1orbed ¢
Treating Consultant Name Transfer Ordered by Reason for Transfer
@6 : P o tra |
P> - M rrs - Wb o
From Unit To Unit Information to Aftendant
PR oy e

Number of Sheets in Clinical File

@s&@oa@%

Number of Imaging Films

101 (@

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[] jjlg?}
If yes, what ?.

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

Quantity

-

s>l P

5.

Shifting Summary / Notes Writien by Doctor :

Yes E&:’W 'd%g

Name & Signature of Person who is Transferring

dn Tmrlzﬂu

®n -

Name of Person Ordered Transfer

Py ity

-

patient & Clinical Records Received by : /@4/
/‘Q\ ’ 0 F VLl?F/L nl/’?/ﬁgl

A

Date & Time of Patient Received :

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

1

15

piaase tick the reason mentioned below :

\ \‘?/k’ O\AQW

|

[ Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

] Nurse not Available

(] Available Bed not ready
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R vens | @ BirthRight
PATIENT roauar~™ FORM Hospital | o Fghi e S Dvr
= T:‘l:::l:iA Mwwr ™ i.EN {F)
O MATHANG RAA Date & Time of Admission Date & Time of Transfer Order
(g A s
&[99 30PN
Treating Consultant Name Transfer Ordered by Reason for Transfer

Dre mcuinomg‘r

Dy MTE\'OJA%;

Sufted o
(Ecrae FoY ﬁéﬁi@

From Unit To Unit Information to Attendant
oY Yes (] No[
Mo &6 Ao 0l
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
QP P{ [@ Yes/[:_l/ No [}
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. 1 ltem Name R Quantity
/

1 T < pare 19 — L)

2 Cpan "D teng @)

3 eeHin < tﬁﬁwm Aﬂ/‘%

+ | D) Maplc” hrong —1C0

™ ™Uhifting Summary / Notes Written by Doctor : Y No[]

Name & Signature of Person who is Transferring

ek,

Name of Person Ordered Transfer

Dy Al

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 m

)
Al & Zﬁ*isir

] Unavailable Bed ] Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[] Available Bed not ready







GUC-0008g
7
Mrs SHaJ. P
JA 18-000354
13-12.19,, E‘L‘: . 76
M2p

ﬂ/ﬂlﬂﬂ/ﬂﬂﬂﬂlllﬂﬂﬂlllﬂi

)

)

URINARY CATHETER BUNDLE CHECK LIST

N

Rainbow”
Children’s
Hospital

Tt Gakors & kot 1o treat the Blle

;Birthaight"

Fight to 2

Date of Insertion: . { 4 :}'—

Parameters Date Shift Time : M /
Need for the Catheter L;;é ONo es El No J:Pﬁ CNo | OYes ONo | OYes ONo | OYes O No | OYes ONo
Hand Hygiene &¥gs ONo D‘é ONo ;l)fs ONo | OYes O NQ”"E;YES’EPF OYes CONo | OYes OOINo
Usage of Sterile Equipment M ONo U@ ONo 9»;5 ONo | OYes OINo Yes CINo | OYes ONo | OYes ONo
Is the Collection bag below the level of bladder @%s ONo Q){s' ONo [ I;Xﬁ CNo | OYes ONo | DYes CINo | OYes OINo OYes ONo
Check the Tube for Gbsiruction (Free of Kinking) gs ONo Dﬁé CINo P)rés CONo | OYes ONo | [OYes ONo | OYes CINo OYes CINo
Is Catheter dated as policy m)!é ONo g)é CONo ;P%s ONo | OYes-ONo | |[OYes ONo | OYes ONo | OYes D No
Collecting bag is been emptied regularly? RY6s ONo Q)ﬂas ONo p‘(es ONo | OYes OONo |[OYes ONo | OYes ONo | O Yes CONo
Maintenance of closed system for the catheter RXYés ONo D@ ONo |AV%es ONo | OYes ONo ||OYes ONo | DiYes ONo | OYes ONo
Dressing clean and dry? oY ONo | E6s ONo | [es ONo | OYes ONo |/ OYes ONo | OYes CINo OYes ONo
Is the line removed as Policy? 2¥6s ONo (p’és CONo (Z‘Ves CONo | OYes ONo l OYes CINo | OYes ONo | OYes O No
Performance of Perineal Care EP@ CINo s CNo ﬂes ONo | OYes CINo /| OYes CINo | OYes OINo OYes ONo
Onset of New Fever OYes A6 | OYes 0o | OYes Elﬁ- OYes CINo| | OYes COYes ONo | OYes ONo
Asses for the leakage at the site of insertion OYes DN(#WGS/E] N?\ Cfes OONo | OIYes Elﬁg OYes CINo | OYes ONo | OYes CINo
Name of the Nurse f
Signature of the Nurse

Docu. No. : RCH /FRM / CLINICAL / 114
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v

:uc;m::r:a IP18-00036476 Ral n‘l:% W.

re ALAN . - ™
13-12-1091 UYIM2D  (F) Children’s . Bll'tthght
Dr. MATHANGI RAJAGOPALAN ‘ Hospital BY RAINBOW HOSPITALS

i

I Hospltal | s
-..__..REAN SECTION OPERATIVE NOTES

Surgeon’s Name: Bz rrwTHIG) - & Date of Delivery: 151726 -
Assistant Surgeon: 2. AXSHVTR - Time of Delivery: 2 = £ %%
Anaesthetist's Name: ve. . perivoy=\ Gender of Baby: R o™

Type of Anaesthesldﬁ Qv Weight of Baby: 2+ \ b\ \p_c_a\g
Neonatologist: AGPAR Score: 2 yo , ) o
Scrub Nurse: NICU Admission: [ Yes & flo

& Flective 0 Emergency Indication: ... DaRazs@dds o LSS i
Urgency -

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening

01 No maternal or fetal compromise but needs early delivery

© Delivery timed to suit woman and staff

DECISION BB 1ovvverrrerrssesnsissessssnsssssssssmsmmmgussssasssssssssssmmsssssassss Knief 10 TBCIUS: «ovvvesrivssmssimssmmssssnssmnsssasssnssssasssns
CTG Description: ........... TP v T ————

if there was a delay giVe the rEASONS: v iuwmersmmssssssssssssseees

Surgical Procedure:  E\ecbve \ouwex so_gmmr\i Cowrowaaun Sectudn

_Post Operative Diagnosis: Pop o \?ZL‘Z—\E}’DM o OV ﬂ\\r\x\?qum o [ Hockve L-SCY.

Peri-Operative Complications:  y414

Amount of Blood LosS: 2sp v Blood Transfused (in ML):  ~

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)

Pre-Operative Diagnosis: 2awys\ (:,m\u\gngp\qmua Lgcg) GeRn o~ u\—m\\u\?o\d.‘msd -



——

! Examination Findings when Appropriate:
Presentation; GCephalic  [JBreech [ Other .............. Cervical Dilatation: ............o.ovseo cm
5th Palpable: .s\ﬁ“‘ FOtal POSHION: ..o
Staton: &3 02 O 0O Q4 0+2 Mouiding: mNone O+ D4+ g4y

Capt O+ O++ O++4+ . Meconium: mNone O+ 4+ O+++
Bladder Catheterized :  £3-fes O No Udne: Clear [ Blood Stained

Ao A osaty S OAK T Dvaontal aclnalons wovad 35 70
Skin Incision:  &'Pfannensteil O Transvers 'O Midline O Other D > .E.)".Smiﬂ@r

Uterine Incision: =T ower Segment O Classical O Inverted T OJlncision =™ Vo Lo oer9e) y

: Erdemaehnosic rool
Pre‘vlous Scar:  &lntact O Thinnedout O Ruptured U NoScar .\~ VRN S
Incision Through Placenta: O Yes o

ok Ldeuus .
Delivery of head: E’ﬂlanual O Forceps

Liquor; &Clear O Meconium: 0| Ol OW  OBood Ooffensive 01 Not Offensive
Delivery of Placenta: O Manwal  ®&CCT.......... &rComplete Oincomplete [ Piecemeal

Cord Appearance: O VA o= I ..., GOrd around the neck [ Yes & No - k.f_

Appearance of placenta: ﬁmnq.i_ Cavity explored s O No
Uterus, tubes and ovaries: &4¥ormal O3 Not Normal Sterllization: Des ©fo
FBaacdoyr  ducay

LN LD .

i

Lexonauris Vo N ad ovor vecskee, SWeofln, Soang yatno(sed -
Uterine Closure: &\‘ nelayer  OTwolayers .. Ao MACAAA ) v Suture

Peﬂmkr}é&%sw 0 Pelvic O Abdominal  Sfone st SUIUTE
Sheath Closure: \Y&%I Suture
Fat Closure: (3 Yes B’ﬁo T inesen: SUIUTG
Skin Closure: E’S‘Tubcuticular O Mattress 3—omam1wj\ Suture

Vagineal Evacuated EXes O No
Drain: O Yes E’ﬁo O Remove in .....uvvvn..vooonn, days O Await instructions
Ctheter &%s ONo ORemovein C\N2.68070.. days O Awalt instructic s

Swap & Instruments count correct? Eﬁes O No O Post-op Antibiotics Ef’as ONo ‘
Intra-Operative Antibiotics Cover: G-¥es 0 No O Thromboprophylaxis  [D4es ONo -

Post-Operative Notes: h\m.;(...'L.\:\::M.&.::.............J.!::n....S.usaa&.f:’f—......J..‘.’.‘?.C}T;‘:...J.)r......'!..:..\..::..i...‘..;..............
CPS&::\LMmC\VLbMLHE‘?&HD?)n:~O*' .

caa.,c;s,mx,&mY&B?ngm?)u'ﬂﬂﬂ
I\Qe.)sm;(hﬂgs»?&ﬁ.Lﬁw&.hﬂ&h"NBS%\c.kDf—\VJé.&i’T -
mu—’hbla.ad.molﬂvl}m‘t?f&\zmmmm\ﬂ*lv‘?\dem *

.l.m...hq.c\....am‘.hu.La:ua;.n...,...........................5.u.m.\m....s.uy.xe.zzs..\txcaxe:t.....;.nmn%......e.]?—...l.:.e-

sm)??ﬁs_a?np:&,zn B S SRR R R

—

Doctor Name: D‘r\\’\%&‘\qnaiia Doctor Signature: 2@(@90
\27a3 ¢
Date & Time: ........ A8\ Z) 2



4 L

o Surgeon : £ MaTBZNG ..o e aALAN IP18-0003647¢ - ‘ ;
SURG|CAL Asst. Surgeon : @91 KS Whe....... ol :::;:;:« """""" AGE-+rvvees GONGRE o Rainbow” | @ BirthRight -
SAFETY CHECKLIST Anaesthetist : 127,06l 21002 ?ﬂ'j'{f« n mnmmm“mm“l lm VL 1L F— e —— gégg@j ’J.':'.:f:ﬁ
Scrub Nurse : S/AL Sl s, Saﬂzﬂ}n .8 ol Gig-time : . (4. DPW‘
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time. & 4P TIMEOUT Time. .32 SIGNOUT  Time...LLIE.£200)
Patient Has Confirmed ' Confirm all team members have Nurse Verbally Confirms with the Team:
Identity o1& ONo intreduced themselves by Name and Role OYes CINo The Name of the Procedure Recorded ~ CIYes CINo
Site _J2¥és ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure #1%s ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ D'Yes ONo ONA
Consent @fes ONo Correct Patient (Check ID Band) OYes ONo The Specimen is Labelled (including
Site Marked 2fes CONo CONA Correct Site OYes ONo patient name) OYes ONo ONA
Anaesthesia Safety Check Completed ,B’ﬁ's ONo Correct Procedure OYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Funcﬂnning O¥es ONo Anticipated Critical Events Problems to be addressed OYes ONo ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? i:ﬁ ,B‘Yes ONo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Asplralion Hisk? Steps, Operative Duration, What are the key concems for recovery
; Anticipated Blood Loss? DOYes ONo ONA and management of this patient? OYes ONo
Yes, & Equipment / Assistance
Available OYes pﬁé Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? DlYes ONo ONA
(Tml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous ; Has Sterility (including indicator resuits)
Access and Fluids Planned OYes Eﬂﬁl CONA Been Confirmed? are there Equipment
Blood Units Reserved OYes LHG CINA issues or any Concerns? OYes ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo ONA
within the last 60 minutes? s ONo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. ~ OYes ONo
)
. ¥
SIGNAUTE :....... RIS TN i sscssnininssnsssssssisss SIGNAUI ©ovvveevaereneessssssnassssssmsrsnsssssssssssssssasssmsassssssss Signature :.. L ;
Name ... (O Tuupctlbonsouns NAMIC ©ooooooooooeseeseesseseeseesesessnssssesssssesesessssssssssssessessssessses Name qg(!.f wa( 3 QS’N &'n‘}f?ﬂﬁ

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow’ &

Children’s BirthRight
PATIENT TRANSFER FORM Fospial. | W ZEmss
—— GUC-00089748 IP18-00036476
Mrs SHAIJA BALAN
\L’,":;::ln .5 il Date & Time of Admission Date & Time of Transfer Order
I 10 S[xlae @ wiehm | 1el#las @6 s
Treating Consultant Name Transfer Ordered by Reason for Transfer \
' ov -prryed oant | ot TR
Dy M) am{ﬁl ‘ mﬁnnjewﬂf :
?"‘l ) j’ opa lan
r From Unit To Unit Information to Attendant
™ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
- clinical documents. If any handed
el over to attendant
1P e . %
If yes, what ?

Medications / Consumables / Surglcals / Hand over

Sl.No. \ ltern Name \ Quantity

| ]
z- | )
g |
|
|

h 5.
Shifting Summary / Notes Written by poctor:  Yes[ No [

Name & Signature of Person who is Transferring
ﬁ'

\ Patient & Clinical Records Received by !

Name of Person Ordered Transfer

v ij d ImiS]A' i

e e
D e }

(_S{ ; S
[Date & Time of Patient Received - td:}bﬁ al A.| apm

If the transter order time & Completion time is more than 30 minutes,

please tick the reason mentioned below :

(] Unavailable Bed [} Nurse not Available ] Available Bed not ready

Dogu. No. : RCH /FRM/ CLINICAL / 102







GUC-00080748

IP18-0003647¢ ez
_Mrs8HAIIA BALAN R = o
s ainbow ; . o
ol 0.4 L Chitdran's | @ BirthRight

Il

mummnmmummm rospial_ | @z

l\m:unuATION REGONGILIATION FORM
Dwg L TTE S . fﬁﬂ- ............ V“ﬁ "3/ Kot known any Drug Allergies

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

SHHING FIOM: v Ool s Shifted 10: .v.vvrn T S,
8 (senml::dft%ﬂg};#f Emsns) (mﬂ?ﬂig) (PO, T&%L,nsic, tv) | FREQUENCY Bﬁf:,"ﬁ,f.ﬁ ?gﬁ%‘gg
1| 1vs EmesEeT 4'X W ey {4}3/ L5100
2 | WS e s W | claf HES et
3| (T2 Yo/ QY. v | ek ’{[A’ Oc pec|
§ | W3 CPRAOYRoS | Asvony v akat NI apet

5 Oac Ooe
6 Oc Ooc
7 ¢ Oonc
8 Oc 4nc
9 ¢ 0Oonc
10 ¢ ODbe

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

Doctor Name & Signature : . y S ’})uaﬂ ((ﬂ\awcu.v
\‘:-

...
Nurse Name & Signature: _Wrm 4+ 8 "'F =e=
Date & Time : .. L& 212, 6. (... LAY FM

Date & Time : ..

Docu. No. : RCH /FRM / GENERAL / 090







GUC-00089748 IP18-00036476
Mrs SHAJJA BALAN

13-12-1091 4Y7M20 (F)
Dr. MATHANGI RAJAGOPALAN | Iu

I

— )

PATIENT TRANSFER NU :SING HANDOVER CHECKL[ST

Date & Time of Transfer: | |7 2L (2 ¢,y r)r"" TRANSFERRED TO :M LIV -
1 |Patient Identification ]YES!NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed y €
b.Surgical procedure & correct site verified y et
2 | Airway & Breathing
a.0Oxygen delivery (mask/cannula/ventilator) secured A
b.SpO: within safe range _ Al
cIfETT: position confirmed, ties secure, cuff inflated AA
3 | Circulation & Hemodynamic Stability /
a.IV lines secured & infusion running correctly \les
b.No active uncontrolled bleeding Y
c.Last vitals recorded before transfer Yer
d.Central line hubs are closed NA
e.Dressing Intact N A
4 | Pain Assessment
a.Pain score assessed & analgesia given o
b.Reassessment done NA
5 | Wound, Dressings & Drains
a.Surgical dressing intact VeEy
b.All drains fixed, output noted Y e
c.Catheter secure & urine output recorded ey
d.Splints/casts/traction devices stabilized ALA
6 | Medications Pre & Post-Op Orders
a.Medications due time noted M A
b.Pre & Post-op instructions (NPO, position, mobilization) communicated &
¢.Emergency meds given in OT (time & dose documented) AP
7_| Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside Ap
b.Bed/side rails up and brakes applied V9
e Special positioning maintained as per surgery NA
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level A s
b.Epidural catheter secure, infusion checked N
c.Pressure areas protected (heels/elbows) A
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED AP
10 [REPORTS AND LABS HANDED OVER N8
11 |BIOPSY/HPE SENT A A
12 |Documentation
a.Documentation completeness e pind) rﬁ[ﬁ
Transferri_ng_Nurse: Hf"é_(;_:};’;'f = "
Receiving Nurse ; -
Signature of Incha[ge R ,{(};[;
RCH/GDY/FRM/CLINICAL/598







|P18-00036476

GUC-D0089746
Mrs SHAIJA BALAN
13-12-1981 34YTM20 (F)

"V

% ourancon IR PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: TRANSFERRED TO :
1_|Patient Identification YES/NO REMARKS
a.Patient Identification Paticnt name. age, UHID/hospital number configmed \/f 5
b.Surgical procedure & correct site verified 7 Qi%

2 [Airwav & Breathing
a.0Oxygen delivery (mask/cannula/ventilator) secured m
b.SpO: within safe range NO
c.If ETT: position confirmed. ties secure. cuff inflated 0

3 [Circulation & Hemodynamic Stability ’
a.1V lines secured & infusion running correctly UO)
b.No active uncontrolled bleeding fuo
c.Last vitals recorded before transfer ) »
d.Central line hubs are closed 0
. Dressing Intact '4\! o

4 | Pain Assessment )
fa.Pain score assessed & analgesia given 105
b.Reassessment done (v <

5 |Wound, Dressings & Drains ¢
a.Surgical dressing intact N 1o)
b.All drains fixed. output noted
c.Catheter secure & urine output recorded N(‘)
d.Splints/casts/traction devices stabilized N‘Q)

6 [ Medications Pre & Post-Op Orders tN(Q i
fa.Medications due time noted vl
b.Pre & Post-op instructions (NPO., position, mobilization) communicatgd :,g/,a
ic.Emergency meds given in OT (time & dose documented) ‘Z\;?ﬂ};

7 | Equipment Safety & Transport Preparedness i
[1.0xyeen cylinder full & ambu bag at bedside N(J
b.Bed/side rails up and brakes applied [\;{Oﬂ
c.Special positioning maintained as per surgery

8 [High-Risk Patient Safety (if applicable)
fa.Chesl tube: underwater seal below chest level & 0
b.Epidural catheter secure. infusion checked : NO
ic.Pressure areas protected (heels/elbows) ND

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED NEO

10 [REPORTS AND LABS HANDED OVER ;\10

11 [BIOPSY/HPE SENT NO°

12 [Documentation
.Documentation completeness m \4

d

I'ransferring Nurse:

Receiving Nurse :

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







GUC-00089746 IP18-00036476
Mrs SHAIJA BALAN
13-12-1991 MY7Tmap {F)

Dr. MATHANGI RAJAGOPALAN

Iy

SSI PREVENTION CHECKLIST ciwic.. it

Hosplial I L) Y HANEROW HDSTITALS

T, Myt bea sl e aey

S.No INTERPRETATION PERFORMED
PREOPERATIVE

Do not remove hair at the surgical site unless the presence of hair ‘

1 will affect the procedure. Use clipper if necessary Y ﬁ,/l,
Decolonize surgical patients with skin antiseptic(Chlorhexidine

2 |bath /wipes) 2/

i

Antibiotic prophalaxis given within 60mts prior to skin incision

3 Yes
Use a checklist based on the world health organization-18 item

4 |surgical checklist to ensure adherence to best practice \{./ Q/$

INTRAOPERATIVE

Using chlorhexidine gluconate and alcohol-containing skin o

5 preparatory agent in combination &)
Maintain normothermia during the surgical procedure (>36 deg &)

6 |0

POSTOPERATIVE

Maintain and monitor blood glucose levels regardiess of diabetes

7 |Istatus between 110 and 150 mg/d| ND

| R . . WO

8 |Application of incisional negative pressure wound dressing







2
' Rainbow*® - -
. - IP18-00036476 | .
F ::csm:f;:mu e Children’s e Birth Right
13-12-1991 MY7M20 {F) Hospital BY RAMBOW HOSPITALS

Your 5 a Sale Deiivery
——  Dr. MATHANGI RAJAGOPALAN Righttax

L islrle

. Age: .. QLLY......... Gender: [ M s

| Planned Surgery - Ele&‘f}'alrgﬁf Surgeon : D'Tr ; Ndﬁm@'
| Anesthetist : M‘IWM Date & Time of Operation - lmmd@”ﬁm

Tick Appropriate Boxes
To be filled byﬂmhdmmfsm«ﬂwss:
S.No INSTRUCTIONS YES | NO | NA
- Weight checked and recorded? ! 0|0
r s the pationt fatig for over 6 hours Pre-Operatvly? \Ler ol g
3. S_heck Pre-O Investigations & Resuls (CBP Blood Group, BT, CT, PT/ APTT, & 0olo
iral Screening, CXR etc) available before starti the procedure

4 Enema given/ Bowel Preparation ' Ol 0O
5. | Remove all omaments, etc and sterile gown given W olo
.| 6. | IsBiood amanged as required? 040
'. 7 If Blood has been ordered - s Biood bag ready? N D/’ O
i 8 IV Cannula to be placed/ V iuids i indicated \CH OO
9. |  PreAnesthetic consultation with anesthesiologist HENN
’ﬁ Pre Medications Given? (Sedatives / etc) \LH O[O
11| Skin Preparation CHO|(O
12, Siteis marked \2H OO
e gfa[o
4. Implants are avaltable O p/ O
f‘%? Equipment is avaialble TE| O
'ﬁ Other (if any) = D’ﬁ

. NOTE: if any of above js ticked *NO" Discuss with the registrar / consuttant immediately
Billing Clearance taken

A Billing Executive Name : . .
n Billing Executive Signature ; ..
Date & Time :.....1. 5[ Q2]

Doc. No. *RCH/FRM / CLINICAL / 107

—

/ A Nurse In-Charge Name : .. 4T .'. "ﬁi .....
F e Signature of Nurse In-Charge - e ]
~L35070ate & Time - |513‘f&6.@”‘197v

————







Rainbow"®

INFORMED CONSENT FOR SURGERY OR Children's | @ BirthRight

SPECIN DDNMAENRIIMme- !"I.E.S‘E!aaul‘ zmﬂmm
= GUC-DD0BS746 1P18-00036476
Mrs SHALJA BALAN ‘ o

Patient Nan ~ 13.12-1091 MyrMIe o Gender: O Male O Female Age:..

MATHANGI RAJAGOPALAN

ona NI ...... Dat....

lngkuq,ﬁnn:

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

i Eleehve. lowest.. Acgrannt. . Coramoan. Ackon. ...
................. (-Lod: Previowa [ qp g et PO e
e (GIE AL MO Pole) Mys . Shoagfa.. Ralan,..

Ihave been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine Is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed Surgery and the outcome have been answered to my satisfaction priorto signing this form by the surgeon.

| have been explained the risks of this Surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of notreceiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for Y untoward event thereof.

Bleeding. 5. iafeckan... bl d...franfusion. if .. needed.........
? 3 ’ ad A@ucmmn y

s Y ... Akstounding, LG Rladdey .
...... {ﬁb.y....M.m’idAion".If;...f.‘f!.w..,......%Apims50.73.......4&0.#@%.:........

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form ‘

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihavehadachanceto ask my surgeon questions.

4. Ihavereceived all the information | desire concerning the Operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor whois performing the Surgery/Procedure. .........................

Consentee : {“"ﬁ PR Patient Attendan

SIGNatre : ... Signature : ..........\

Name SH'%"_HQ BBLHP/ Name :

Date & Time : fg}?}}f?d.fﬁﬁfv Relationship with Patient: Hﬂ.SBﬁpr
W Doctor (who s taking the consent)

SINAUIE © ..oooeerrererecerser Signature . %
NGB 2 siciisiiiisinnsaenmmsesmernsesossasseissnes Name: ... Dy c‘mﬂ“ﬁ«
Dat1 AL - Date & Time - M,H,h—[v
Dor.u% No. : RCH/FRM / CLINICAL / 027
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Ref. No.: F/HW / CON / ANES / 02

e CONSENT FORM FOR
Childron's ( ® BirthRight | GENERAL / REGIONAL
Hospital _ | ) masummzsin ANAESTHESIA / MAC

Pa T:;-b:::l‘ruw;nmzn )

L — oo

Dr. MATH
g I
Waiu, vouno.:......... s ANESthesiologist ; ,&rh’\h*wv‘“

Operative procedure planned: ... Qc.w"‘:t ........ L qw-f@a‘-/lw&\-«'“ f “"""1-’1,

PLEASE READ THIS BEFORE YOU CONSENT FORANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an Operation. This ensures the patient s
not aware of events and does not feel pain during the operation, Drugs given through a vein and / or inhaled
rom an anaesthesia machine produce it, Regional anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing weak

solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the
following medical problems and | have soughtnecessary clarification on all my doubts,

O Heartdisease O Hypertension O Diabetes mellitus O Renalfailure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA
OlncapacitatingCOPD [ Others : “‘gykamhdgrhﬂ‘n‘kaim,erg{w ‘.
COmments.&{M(a

*  Dactorto document in medical record alsoif necessary (Cross-outif not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

l| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me I my patient
L T LT O the above mentioned operation | Diagnostic | Therapeutic procedures

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

I authiorize and give consent for anaesthesia (‘D’ﬁéﬁﬁgl / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

lacknowledge that the anaesthetists have informed me aboutthe anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and

Complications specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia.

CIN : Us51 10 TG1988 PTC029914 www.rainbowhospitals.in




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these

\\{riclude pain o some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
_headaches.

"I authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain relief, changing from regional ‘to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
| her will administer the Anaesthesia. ’

Pregnant: O ¥es ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia/ Regional Anaesthesia/ MAC to be given and
discussed the risks that particularly concern this patient.

| have given the patientan opportunity to ask questions and | have answered these.

Patient / Pati tAttendant: Witness: 'l
Signature: Q s Signature ! ...Ngwk
Name: .....Sﬂﬁfa‘é......gﬁz.:ﬁ ........................ Name: S-S5 SP\ R AM

Relationship with Patient: SELE
Date & Time : ..LS. [F 4. cLERRTY

Doctor (who is taking W
. _ e
SIgNALAISL syt

Date & Time : .[S{FL26.....LE. 2610

} S
Name: 9"-’” __,'ZX\Y .
Date & Time : ReVa-a

¥\

CIN : U85110 TG1998 PTC029914 wwi.rainbowhospitals.in
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Department of Anaesthesiology

PRE-ANAESTHETIC EVALUATION

GUC-00089746 IP18-00036476
Mrs SHAIJA BALAN z i
13-1:1991 MYTM2 . .
o AT AGORALAN revsssssssssnnnnns RQBY coonvivivianns SOXC
B

Diagnosis: ...

BP /CA. \"b“’ﬂﬂ P‘l ‘

=
Rainbow° . o
Children’s | @ BirthRight
Hospital ; Ef::l:::ow:os;:?

Proposed Operation: ...

7 03 D4 o5

Mgl . NN Gucose: G 4. }JQH

Creat S Tﬂﬂﬂﬂl %) AR S 20 Echo: ...

-
TSH..se . d"

LT Allereies

"“mT" 2 m’a&_

Uoues: On oA odn.- 4

/
Rera f s
Hepatc /G : / Al I A=A=~a

o e

- Physical Activity:

‘ O‘IDEFSJ {

Past Andesthelic History:

Physical Exam:

M}\nl: MP 153 4

Mouth Opening—  Mentohyoid Distance: —TNeck et

Lungs :

/
e £ Y.

CNS: [T T

—

Prlegnant: OYes CONo CONA

Venous Access Site - Spine Exam for regional -

AI'ILGSIHBHI: Plan: CIMAC [JREGIONAL CIGA-ETT [ LMA

Peni-Operative Plan Explained to the Patient: DOYes

B cat- F A Uiy s,

o No

CURRENT MEDICATIONS DOSAGE

Pre-Operative Instructions:

rDwr,.:sl;l::li-n‘-

1. DVT Prophylaxis :

g*hncupr.

Water / ORS 2 Hi
2. NILORAL<] -/ 0% 2 Hours

0 High Risk

4 213 AL
4. Post Operative Pain Management: fScussed with Patient

5. Other Instructions:

SignaTre:

Docu. No. 2 RCH /FRM / CLINICAL / 044 &

e )
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Raintféw"
[ Patient Sticker J Children’s @ Blrtthght
... ANAESTHESIA CHART  Hospital oY BABOW HOSPTALS
. Itk a kot i trest the it Your Right toaSarte Selvery
- Pre Induction Assessment:
Change in Patient Condition: 0 Yes G’ﬂ —’ Fasting Status: /\60.44
Physical Slatus patient Identified ‘-{y O -Cﬁsem Present ‘ B—emaitReviewed
H.R: TO‘S\'“’“WTB p/CRT. 1o | o | 500;. \N‘;{r [RR._ O [ Last Feed
Pre-OP Diagnosis: . P y A Operation: ... JS opoed [ EESD. .. IS_\ B
SUIGEON: ... (NI @A ..............  Anaesthesiologist &( ..... B ‘uﬁﬁn i
TE o LD DA 0 = Y
N.G AR 10, LPM o v ] - |
HALO /SO ISEVO g
Drugs:
G B ™ 1
Pl |
oA LN (Vi
I L= ). ol
X K 0 I\
[4]
. AasH b — A agalg ] #A
g 1 s e 4 =gl R
] L
FID, /520,
_Eco, . - LA f
“Ech | Ua.
Temperature 4
Lrine Output NOTES
-
TP Ed s &F
.mE a — LY =~ 1 e o O !
T O £ 0 A O s M sl bl i
8P 240
v Syslolic 220
A Diastolc
X Mean 200
« Heart Rate -
Tourriet
. ¥
140
Trweoeat Pack
Treuat Pack Ot 120
y P = = |
80
40
20
10
o
(280
LAB Values
% E:
“ N P / - . e L
VE!/ Equipment Checked and | TemP: Induction
ional ] HME [ Fluid Warmer aw O Inhal
[ cingFilm [0 OH Warmer O Pre0, RS
Cuff Site: @ @‘Q,M (] Hugger's [ Catton Wool O Others
O ansite ... O Other ey
[] EXG Lead O Mask  [1SGA a
7 Times: O Airway Du;a [ Nasal Site: ... .
D Site L=
f Bt Anaes Start: Qqquﬂ‘ ETT# ..o sraneias ©T Needlt SIZE. ......coemersiminses o~
g 0P Start O Ol Dﬁssat ‘Do parasthesia [JYes CINo
-;n/Buﬂmimetel 0P End. ... a ‘I’m:heosinwl]Topk:ai Canheter at Skif ...
b‘m/cﬂ’"wmp“ Leave OR: O Drg: s Dluqname&ll
. Ventilator Anaesthesia O Awake [ Direct Visien Bous. .. 4.
O Nerve Stmuater 0 GA [0 Video Laryngoscopy [ Styletie / Bougee intusion: %
p— [ Maonitored Anaesthesia Care [ Fiberoptic Block Level “T
% O Re Blade# .. . .. PN ITT, T EE— ; et b [y
x:'s. Checked K/fﬂl mﬁc:ny e 5 .......... Comments: :rb
ine (Size & Location) Transporiation 10
E" Care: ' 04| OO S O silat = BS [ PACU Bﬁ [ Ower
0 Oint DVART: s O Semi-Closed Ciccle peamsnt Reversed  ClYes  Oiho COINA
- a Ta'”l [ [ T——— - O] Closed Circle ) i
Wn ow 0 Omer Name of the DOCIOT trwvef A
Fake [ ] PR e Signature of the DOGI0T ...onve

=
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Rainbow® " .
j Patient Sticker l Children’s @ BirthRight
- |-|05p|ta| EY RAINBOW HOSPITALS
It takes 2 kot o treet the e, Your Right te a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by /[QY\M Time Received © ..o, Time Discharged : ...
5 ﬁ IV Cannula Site ; .
w 230 230 | [J 0, Mask [J Nasal Prongs
%’: ifg :?g [ Tracheostomy O T-Piece
4] 200 200 | O Oral Airway [ Nasal Airway
E 190 190
B0
§ 0 s Vomiting: [ Yes [JNo Drug:
= i :g NG Tube : OvYes ONo
140 ’
v ’;n :;uﬂ Drain: OYes ONo
Az 120 | Urinary Catheter: (] Yes [ No
bii 10 = pa) 10
%] 100 [ 71 10 [ ChestTube:  [JYes JNo
B e b o |wom  COws O
b ;g Aot {” g L
7] 50 50 O PO i i e meerempess e
& 40 40
30
v ;g >
10 10
0 1]
spﬂl
POST ANAESTHESIA SCORE MINUTES
= Aldrete Score) IN 30 160 [ 9 out SCORING INTERPRETATION
mmim;m’ oroa commng = ACTMTY ’ [ | A Minimum Total Score of 8 is Required for
Abi 10 move 0 extremities voluntary or on command = DlSChang
o4 o e e oy - 3
o = RE: 10N
| Apaeic =0 % Exceptions to this, are fo be gamlakmed ip the
B0 = 0.0, ot e =3 oncunon g 73, | space below by the Discharging Physician:
BP = 50 ol Pre Anaesthetic leve =
e cog 21 covnomsuess o
Not rsponding =0 q
mﬁuﬁ;mwm EE COLR aq- AU
o A i

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature
O\iv . |
¥ \ o A po, mdie M |
i 0 (BX
‘|
i “I
|
I |
Pain 'Fléol Used: DINPASS DIFLACC O WongBaker CINPS Reassessmeni Frequency: !
I : 1 Every eight hours for all hospitalized patients _
Anaesthesiologist Name : .7t ? ______________ 2 For p:st sug:: m ﬁf:; w;: "c:::nc pain. patient with Severe pain ‘
Anaegthesiologist Signature: % : :rr:: ti?:nwr: mr; ;‘ :-Uv::nn l
Date & Tme: 7‘\"‘0 &‘ A With in 30-60 minutes atter pam relief intervention . i'l
PACU Nurse Name : Transferred to Unit by (PACU): “1&!%(%& ” .'
PACY e Siguatie: oaeaTine. (31104 €0
*Date & Time: 1
T —— Al




| Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA [.ccORD

e

Rainbow®
Children’s
Hospital

Tt tpkms @ At 1 LEIE The M3

BirthRight -

BY RAINBOW HOSPITALS
Your Fight to & Sals Delivery

Datar..... s

CSE /Spinal /Epidural
(§1:11]1) SRR
Parasthesia : YS/NO if yes QBtAlS © .......ccocvvmmmmmusmsssmmmsssssssssisssessssssssssssssssssssfross

SOIUHION COMPOSIHON : ...creceverrrcrirnsersssimrsessssssssssssmssissssss s e

Any other issues :
a)

mrreers THMY coeececinessninannenns Procedure done by

POSItION * .voveeveererones OPACE Leooierarnsnnsininannses

Catheter at SKIN: ...ceevcrresrimmsceisssnens Atte

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

/... Technique (LOR/LOS)

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

b)

Time (mw)

A

Delivery Details :

Catheter Removed by and Tip INSPECIED T ..ovewwsfovvnnvcrinncsirensenns

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

Patient Satisfaction © ........cccooiueiinicinnnans

Discharge /Shifting ordered by
DOCIOF SIGNAMIE: ~...oovvvecvnreemssemseemssemmsens s s
Doctt;r NAITIE woeeseeesseeeessicsensemesasasessssesnessssasaass s tenassensssassss

Date AN TIME & wovveeeiececarsereeeieussmnmsmmsesenssssas s s e s




GUC-D008B9746 1P18-00036476
Mrs SHAIJA BALAN-
13121981 M4YTM2D {F)

Dr, THANGI RAJAGOPALAN

M

RBS CHART

2z
Rainbow® ® ik .
Children’s BirthRight
Hospital .avmmsowuasmm.s

———— e
It takees & 0% 10 treat the WDe. Your Right to a Safe Delivery

Date

Time

RBS (mg/dl )

IVF %
Y Signature ‘

SED. S

Ul |
_ \J

B kbt [ tpel)

Docu. No. : RCH /FRM / CLINICAL / 185







e e

GUC-00089746 IP18-00036476
Mrs SHAIJA BALAN .

e
13-12-1991 MYTMZD  (F) Rainb‘ow“ .

Dr, MATHANGI RAJAGOPALAN Children’s .B|rth nght

I e Chilore | g oo

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: \5\0‘\\‘10l(:: .......... Time: T >, . S —

B 0] ~ 26 kg/m*

P — Height: 10122 Can. Welght nesklkg, ML ek
0 ~ 30 kg/m’

Food Allergnes?lNEﬁ?PJ—E

Diagnosis: ..EA.E..&I.IIU}Z.::.L%.} .................................................................................................................
Typeof Diet: £ Tiquid ETSoft 0 Normal Aoiabetic (~ O™ s O AT

[ Vegetarian Z@\n-\.fegetaﬁan O Vegan
Diet Advised:

Liquid Diet—ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups ®©
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet—Soft Rice, Daland Vegetable Curries Soft Cooked, Curd (=)

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

patient's / Attendant's ‘? Dietician’s
Yo T
Signature: B ...... ’J ...... AT .................................... Signature: A@Cﬂxb%b}
B go TH
NAIIE: oo seserssesssessssssss s Name: A%mﬁ,o\?m@u«. ...........
Date & Time: Lla[’f’?l‘l‘a@p?m Date & Time: ...l.‘é.f.oﬂcb.é.‘@‘...l..l...QM‘ﬂ.,,..
Doc. No. : RCH / FRM / CLINICAL / 195 RT.0)
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