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SURGERY DETAILS

| Date : ... A QLT B
Patient NamaMTSCmu}“m_e Date of Birth: lei@\'ﬁc}t} Age: .28
Gender: ...t E s WD s - M — UHID No.: 8‘:“395,/??{7365,
Date of Surgery: .LQF )28 . OOT-1 COT-2 [AOT-3 CIOT-4 [I0BGOT-1 [ 0BG OT-2

Name of the Surgery : EmQTjP”(ﬂL5(5

Time in ... [ 2. AR TIMe Ot ... - B LD i

NAME AMOUNT
1. Surgeon D Laacela... —
Anaesthetist ) & 5‘9’“"?}1 Ko & meﬂd lw.\,slﬂ 0.
Assistant Surgeon : .E2%... pawﬂmfv % .BIST'C.{IY/"Z
OT Technician @ ...JMY. 1?“{.4.’55’”77“ T E—
Circulating Nurse (/'\' Thanvsd e it wessssmossoemmaonmat s s

a W M

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

o

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

6. AssistantNurse ... LN gt“"déu! .........................................

Speclal Equipment: [ Laparascopy [ Broncoscope O Harmonic O Morcelator
[ C-ARM O Cystoscopy O Versa Point O Liver Cusa
(3 Neuro Cusa ] OUBTS: «oocoisonsmormasssssissisaisisissisossmssios

O-.‘.‘J'T
Signature of the Surgeon Signature of Circulating Nurse

OFABE NO 1vevevrrrrnrsrmessssassssssssmanssssssssssassrsssssssssss Order by: vovvvurnee eomsxsbriVERAIRRRRATY

; ?/c S
Docu. No. : RCH /FRM / GENERAL / 114 Ko Cord [onaliz.d ﬂ" e b ‘%
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% |
~ |
Patient Sticker | E?xii?c? r?:’s \ BirthRight |
’ Hospital . BY RAINBOW HOSPITALS |
CONSUMABLES OF 0T ™~~~ = o
Circulating staff v/‘[ﬂ nws. \‘7 J.... Technician : 'P?f @3Qx...  Dae: [0'7’7)‘3 ......... 11, T
Anaesthesia Disposables m“‘“" uees | SUTDICI Disposables ,mm' uea| Disposables (Baby Side) __‘m'__j
ET tube [ MajorPack ) o¢s | | njVitk )
LMA e Sutures 9 2 2 | Cord Clamp |
ECG leads('A/ P/ N -] 122 b || Suction Catheter -
HME fitter : A/ P /N Feading Tube /- [~ S| [ AT |
Syringes : 10 cc 2 Vaccum Suction Set
05 cc { | Gloves 7.0 P 41| Surgical Gloves 14p-F \ |
02 cc | (. D E ' Q | Gauze Pack |
01cc P LS Lo | Syringe fml /'2ml |
Cautery plate (A )P /N } | Surgicalblade . oo v Surgical Blade # 20
IV set — | NGtube Koochies (S) |
RL n ,2- | Cautery pencil V| B valsoin 0% T
NS : 10mi /4Gomi ) 500mi/ 1000mi |- | Koochies C oot o of— 0
Ointments C&ﬁé;& — |
Suction Catheter ROVl © o
Fentanyl Cap, Mask nezaol 2y 6) ||
Morphing GauzePack PJo 2 |leopnyood s apel Sel o
Ketamine Mop Pack 2 | Dluntor toml o |
Propofol Steristip  \ st | | Bpn Emevadls] |
Rocuronium Underpad 43 Andwpn E) S| |
Glycopyrolate Draw sheet RapyrioplE @) 4\ ‘
Myopyrolate Abgel F?rua t —!*- ble
Ondansetron __ — | | Foleys catheter ¢ oA [ |
Pencan 25¢/ Spinal Needle 22 Urobag _proh sown I |
Bupivacaine 0.25% Chest Drainage Catheter - |
Bupivacaine 0.25%(Heavy) Romodrain bag '
Antibiotics Bandage |
Tegaderm 2 < I l ‘
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg - . Vaccum Suction set ! (|
Justin : 12.5 mg / 25mg /(100mg ) | | Plastic Bed-Sheet Apron 3
Tab. Misoprost : 200mg (500 M| | | Betadine Solution 2~ ‘
Microshield
Cotton Balls |
Latex Gloves 1oP>,;.r
Ramdione Scrub
Saral
| K gzr""
Surgeon Anaesthesiologist Nurse ——OTF-Techniclan
Order No. : Ordered by : LA3zZz

Doc. No. : RCHIFRM!GENEML!WS







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

5 :““" 0 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's ¥ TelNo: 044-40122444
Hospital Brthan
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HETTO e m
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036395 Ward 8F-OT COMPLEX
Patient Name Mrs CHARULATHA Bed Name MICU 801
Age/Sex 28Y 10M 18 D/ Female Order No 18-0001725065
Date 10/07/2026 15:37 Prescription No PRIP18-0626254
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 10/07/2026 15:45
UHID GUC-00084945
S.No  ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) g GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS .
2 STERILE XL Mediblue 1010626 04/29 1 120.00 120.00
DISPOSABLE APRONS ’
3 STERILE XL Mediblue 1010426 12/30 2 100.00 200.00
4 E’;wra Microptic gloves- H 260501801T 05/29 2 128.00 256,00
GAUZ SWAB 10 X 10 CM )
5 12PLY 68 XRAY Bapuji Surgicals GENERAL M2645010 03/29 2 123.00 246.00
of JECTINSUPPOSITORIES 100 \ooii atiomiies s BLNP274053 11/28 1 18.74 18.74
7 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
8 00MCGTS CIPLA LIMITED H 6GHO162 08/27 1 105.12 106.12
9 MONOCRYL 3-0 NW 1326  ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997,00
MOPS 30X308PLY 58 X-  DATT MEDI
10 RAY PRODUCTS H M2642004 12129 2 949,00 1,898.00
NITRILE EXAMINATION
11 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
12 NS 100ML ACCULIFE - EH PYL.LIG(Nirf 1B260029 04/28 1 21.01 21.01
13 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250,00 250.00
QUICKSUITE OT TABLE
1 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
15 100 ME LTD RC126029 03/28 2 103.00 206.00
SGLOVE #6.5
16 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05131 1 91.00 91.00
17 ?RTEQ;?TRIP 124N, 3M HEALTHCARE GENERAL 346KFW 09/30 1 23050 230,50
18 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 767 7.67
TEGADERM WITH PAD
19 (8591)BIG SCM*250M 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 814.50
UNDERPADS CARE 60 X 90
20 (FRIENDS) 25062026 12/30 4 205.00 820.00
21 VACCUME SUCTION SET  ROMSONS GENERAL G26C010430 02/31 1 543,00 543.00
22 VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 3 951.00 2,853.00
Total : 10,110.54 14,505.54

Receiver Name

Printed Time : 10-07-2026 15:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

Page 1 of 1

GRACE PAUL RAJAN




RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

600015
Tel No : 044-40122444
I' Bir i?*!--,-_. 1l
o . wRainbow VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(RO AR LR L
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036395 Ward 8F-OT COMPLEX
Patient Name Mrs CHARULATHA Bed Name MICU 801
Agel/Sex 28 Y 10M 18 D/ Female Order No 18-0001725067
Date 10/07/2026 15:37 Prescription No PRIP18-0626255
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 10/07/2026 15:46
UHID GUC-00084946
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Eg‘ég}“ € 7.0(POWDER ANSEL GENERAL 2603008317 03/29 3 128.00 384.00

Total : 128.00 384,00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 10-07-2026 15:46 . Page 1 of 1




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

N

ol Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015

Children's % Tel No : 044-40122444
HbSpital BirthRight
Raimbsw  VATTIN:  33AABCR4014MAZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HET O T mm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036395 Ward 8F-OT COMPLEX
Patient Name Mrs CHARULATHA Bed Name MICU 801
AgelSex 28Y 10 M 18 D / Female Order No 18-0001725066
Date 10/07/2026 15:37 PrescriptionNo  PRIP18-0626250
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date  10/07/2026 15:44
UHID GUC-00084946
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 SN AWINHEAVYSMGINI4.  \oon Laboratories Lid. W KP1713925 12127 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ B i H C3B10004 01/28 2 73.23 14646
3 %Pf;‘ffs‘c INJAMPOS  Noon Laboratories Ltd M 45121 01/29 2 31.10 62.20
4 SOOIIROST INVAMP250  \yon L stiovatories s, H 097133 08/27 1 318.50 318.50
G 1ML
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 2 28.13 56.26
8 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C03K96 02/31 1 21.56 21.56
DSYRINGE EMERALD SML  BECTON DICKINSON
7 gy e 5322615 10/30 ; 12.00 12.00
8 DSYRINGS 25MLNIPRO)  NIPRO GENERAL 26812K44 01731 1 11.25 11.25
Aculife Health Care
9 DWATER fomLAMPULE el el H 2254216 10/28 2 258 5.16
10 &gﬁ%mmooes IMS GENERAL 12226508G 03128 3 32.34 97.02
11 SIOTOCIN (OXYTOCINVING noon aboratorios Ltd M 091690 02128 3 18.90 56.70
12 g‘ﬁ:%‘i’” (OXYTOCN)ING oo Laboratories Lid  H 091690 02/28 2 18.90 37.80
13 MEZOLAMINJSMGSML  Neon Laboratories Ltd  H1 V304628 12127 i 31.55 3155
14 ONDOKIND INJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 12.72
PREGELLED SURGICAL
1§ an Erbee GENERAL 2510302409 10027 1 1,275.00 1.275.00
RL 500 ML CLOSED Fresenius Kabl India
1 FoON e 10262104 03/29 3 69.84 20952
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
SR e s 2512026 11130 1 448.50 448,50

Total : 2,437.57 2,833.67

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 10-07-2026 15:44 Page 1 of 1







. RAINBOW CHILDREN’S MEDICARE LIMITED
. Rainbow Children’s Hospital - Guindy
2 é Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s Tel No : 044-40122444
Hospital VATTIN:  33AABCRA014M1ZK CIN:  L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LR IRR LR CRT AT LCERTRTART (TR
IP No 1P18-00036407 Ward TF-PVTISUITE
Patient Name Baby B/O CHARULATHA Bed Name CRDL-PVT703-1
Age/Sex 0YOMODZ2H/ Male Order No 18-0001725072
Date 10/07/2026 15:44 Prescription No PRIP18-0626251
Payor SELFPAY Dispensed Date 10/07/2026 15:45
UHID GUC-00093684
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) @0y DICKINSON - generaL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-5 ~ ROMSONS GENERAL G25K010189 10130 1 63.00 63.00
3 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26D010693 03/31 1 68.00 68.00
4 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12027 1 28.92 28.92
Total : 183.92 183.92

Receiver Name

Printed Time : 10-07-2026 15:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Rainbow
Children's -
Hospital  Birthfon

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

Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
600015

Tel No : 044-40122444

Rainbasy VAT TIN : 33AABCR4014M12ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120!103/1.Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
Il IIlllllfllll.'llllllh‘llHlllllllfl
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036407 Ward TE-PVT/SUITE
Patient Name Baby B/O CHARULATHA Bed Name CRDL-PVT703-1
Age/Sex 0YOMOD2H/Male Order No 18-0001725073
Date 10/07/2026 15:44 Prescription No PRIP18-0626256
Payor SELFPAY Dispensed Date 10/07/2026 15:46
UHID GUC-00093684
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
i ﬁo"gfﬁ gr?f&if PLYG  gapy Surgicals GENERAL M2641119 04/30 3 100.00 300.00
2 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42.00
3 f%gve TISPOWOER. s GENERAL 2602085505 02/29 1 128,00 128.00
Total : 270.00 470.00

Receiver Name

Printed Time : 10-07-2026 15:46

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name GRACE PAUL RAJAN

Page 1 of 1
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Rainbow"®

Children's .. BirthRight

Hosplta|

It b & ot 2 T

BY AAINBOW HOSPITALS
Your Right 10 2 Satc Defivery

PATIENT DISCHARGE INTIMATION

FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date:
N GUC-00084948 IP18-00036395
an A IR s
32 0!-1”? 20Y10M200 {F)
UHI UCETTA AMELIA DIAS inrerererees GENOEL covcvaiimnrrssessnssnssnresenss
i i

Certified thatin respect of the above patient:

O a Therearenodrugs forreturn

00 b. Emergency cupboardissues have been replenished

O c. Nopendingindents arethere against above patient

[ d. Checkedthebedside cupboard ofthe bed

O e Checked by the patient’s Mother / Father in the room

Patient Authorised Sign
377 —— B

B 5[] 1] R ————

Nurse Sign &O@
Date: . \7‘ \:"t

Time: S%Ctﬁh

Docu. No. : RCH /FRM / GENERAL / 117

Pharmacy Sign 55;/

- uw?m







¢ Gl
- EEE R ke nildren's
L I""‘ SE Hospital

DISCHARGE TRACKING SHEET

UKID- FLOOR- NAME OF CONSULTANT-
ACTIVITY INTIM | OUT | NAME& REMARKS | <To be

) E TIME | SIGNATUR filled

E by

Admin

S

Activity Sheet : :
| update by v’\# & 59‘“53 i

[ Nursing

Activity Sheet %

update by
o

Pharmacy







18-0003
Mrs CHARULATHA ¥ =

A1 - B Locerrxamtpans 0 _gw:’ @ BirthRicht
. pommvrecoro roraiuna TN 5*| @RS

reat the uitle. Your Right ta a Safe Delivery

Name: ........ o5 (W) i a’g'%'( ........................................................................................................................................

UHID ﬁo: ':?HG!,H‘b IPNo: . DR3A e Consuitant:-@:.‘..):uca‘&%k ....... Dept: )ﬁat.iﬂ.. ..............

DateofAdmission:":f.)‘.’E{.\:‘.L&............ ﬁme:&l@%@m Date Of DISChANGE: ..ooccevvvrrevrcvcciciecs TIMEL coinsicinsises

Room / Bed NO: ....coviueummansasssisses Ward: oo Stiggested Billable bed type: ..........occvivmmmminmmsnisnnisens
WARD TRANSFERS

Date Time From To Signature of Nurse
WO | 10t b | CDR ot £ P,
o\l - a'-;Ofm LE MUY ’@b&v
® b MU oo | Do

CROSS CONSULTATION VISIT

Doctor Name Date / Order No. Signature
v
b ?ﬁ'ﬂ/ P\, \ 2 Coot A\ %{&
2.
F === ——

; o

9.

10.

Docu. No: RCH/ FRM/ GENERAL/ 145




INVESTIGATIONS
Date Investigations Order No. Signatire
b e 2benoobs AT
[‘G\GY\()’\Q RS obad L()S‘[/ ;f%@,____
o\ s 225 280895 (1) .- a g
)T B M —rpe _ |oborrSs d
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. | MEDICAL EQUIPMENT ( WARD & ICU)

. Date

Name of Equipment

Connecting
Time

Disconnecting
Time

Signature
A g
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PROCEDURE

Procedure Quantity Order No. Signature

e -

t‘%n-&&%a/ﬁ%

Date
q};,(k)b AL (JD (ﬁl £ WL£

Cactlantiz oy 10V

Vst [ —

o

© 50
2

1) )’J’[:)C—. Dosic (

129536 Ly, ()

2

ANY OTHER INFORMATION:

..................... @ZQ.LL&M&.C.“ ’\(91%1&1 gm&.&}t"lﬂj%”

........................ .%M‘ifepn/\[ﬂbm P A sie
@ﬂ’wﬁéué*fvnzvfﬂ%@?pwlmﬁ BY.sondi L

...... Qmamm.’mm‘/\fmBT&"/W)LWP“QJ'M!WLM
SRS =0 5.1 sV S T L -0 o W O s BN S Y L AT

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

v

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

o2




Rainbow’ ¢
Chilcren's
tHoupital L

DISCHARGE TRACKING SHEET

Birt

hiltight

1;-00“““5

F
ﬂ"cm uu\""" 1‘\0"‘200 !

3‘1 0" 'T A ﬁ“"

UHID- FLOOR- NANME OF CONSULTANT- o e \\\\
rwimin
ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
Discharge oo
Alnnouncement el'\:; I"
INTIME ouT
TIME
Arrangement of File «)\2\"}’ /%\AL
by Nursing .\hbﬂm LoV

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







GUC-00084946 1P18-00036395

Mrs CHARULATHA
22-1)3-1!9? SY 10" 180 (F)

"V

2z

Rainbow® . -
Children’s ® BirthRight
Ho spital . BY RAINBOW HOSPITALS
I ks @ It 10 Deat the e, Your Right 1o a Sale Delivery

BED SIDE CHECK LIST FOR NURSES

\3?0
Date: \}a\\ “\ NW
Doctor's Orders \_QQ"'K \“9 §
Carried out or not 5 ‘ :
NS [ VEC Yy
Bed Side
Structured Handover done \{% VES NOY
IV Site M9 lygs | W
Central Lines wE NO [w°
Arterial Lines ay W0 O
Feeding Catheter W | ND N0
Urinary Catheter \\QJ) \{ﬁﬁ \\Qb
PG b AVESHAN 0
Eye Care \{Qg uﬁS \J\@;
Mouth Care e |y 6 ' \iot,
Sterillum Bottle, Stethoscope \'\03 \.{E& Jo
Suction Bottle (Should be clean &empty) | WO [N\ [D) | X0
Intubation Tray \ND m
T Mz | NO |
oaded Syringes with Midazolam
&Vecuronﬁ]mgand Flush) [\_\O A
Ampoules of Adrenaline
Ventlator Tubing, (Any Water, Blood) | ™ |\ 1y | \0@
Humidification o ADI 0
Check all Infusion 3
(Labelling,Correct Preparation) \*\0 \Lﬁ \ P
Chest Physio & Neb Y |10
e o -
Handed Qver By Name : 'W
Signature : __J_V ot
Date & Time: ; \'\\[5 i\ N4
Hand Over Taken By Name : r ¢ v’ /@TK
Signature : / [\ @/
Date & Time: \ \\ \é}l

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbdw

Hospital

Children's |

Rainbow Children's Hospital - Guindy

TEL NO :044-40122444
: WERB : https://rainbowhospitals.in
Rainbow

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

ADMISSION SHEET

Admission No

Registration Details :

: 1P18-00036395 Admit Date : 09-Jul-2026

H0ET N

Admit Time : 03:02 PM UHID : GUC-00084946

Patient Name
Guardian

i Gonder
On::cupaltinn
Address (i)

h |

Fatient Details ;

i Mrs CHARULATHA

Age :28Y10M17D
© Mr SAMUEL RUBAN DOB . 22-08-1997
. Female Religion
Martial Status
. SAMY FOUNDATION PARK\PALA?E. Phone No 1 7397407827/ 8220295678
6001

.\\

Bed Type @ DAY CARE Bed No : PRE OP 806

| . s
Room 1‘10 © PRE OP 806 Admission Type : First Visit

Admission Details :

Ward Name

Y

: BF-OT\COMPLEX

Name

_pq

Contact Address

Contact Details :

: Mr SAMUEL RUBAN Relationship  : Husband

1 SAMY FOUNDATION PARK PALACE, Phone No 1 8220295678
DURAISAMY NAGAR, 2ND STREET

Keelakattalai Kanchipuram Tamil Nadu INDIA
600117

¢="-"-’":—.-'

/
ignature

Doctor Name
Referral Doctor

Co-Consultant

Doctour Details :

:Dr. LUCETTA AMELIA DIAS

. Dr. Lucetta Amelia Dias Phone No

Specialisation : OBSTETRICS AND GYNECOLOGY

Payment Mode

Payment Details :

Deposit Amount  : 7000.00

: Cash Payor Name : SELFPAY

wited Date / Tire @ 09/07/2026 15:03

Printed By - 013782

Page 1 of 2
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Rainbow Children's Hospital - Guindy

Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's TEL NO :044-40122444
Hospital WEB : https://rainbowhospitals.in
Rainbow
===
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs CHARULATHA Age : 28Y10M17D
IP No: IP18-00036395 Sex: Female
Consultant: Dr. LUCETTA AMELIA DIAS Ward/Bed No: 8F-OT COMPLEX/PRE QP 806

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.

I 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

'ﬂance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
Gaoe of the patient.

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

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

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

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

Note:

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

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

(14" hvars Signature................. )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing counseling has n done to me.
Signature of Patient/Relative: - J
NE?F‘IEUZSM}J&D ‘Q""W' IA Patient Address:
3 4 : . * SAMY FOUNDATION PARK PALACE
ol : M d
Retaionghig:> DURAISAMY NAGAR, 2ND STREET
Date: ,Dol - 2024 Time: Q2102 Keelakattalai Kanchipuram Tamil
1 Nadu INDIA 600117
Wittness Name: % %)
Wittness Signature;
Printed Date / Time - 09/07/2026 15:03 Printed By : 013782 Page 2 of 2
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BILLING P X

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

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

» 5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.
B As per the G,O.1. guidelines, we can collect Rs 1.99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.
P In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.
» | It 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,
ﬁ Patient/ Guardian Self Attested Government [D proof is mandatory to submit at the admission.
~ % TPA/Insurance Processing Fee applicable for all Insurance Cases.
»Inourhospital there is "No Discounts Policy". Kindly co-operate.

13

| 3

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.

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

B 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).

P i takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.

> Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA. has to be paid by the patient.

A T'wo attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
- categories of rooms. No attendant is permitted in ICU's.

P 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
ectual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
Irom 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 Ppoint of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

| Patient Name _:__5P\£Im_ 1 unip N:.l;bér-_.__- 9{#%
Sell’Attendant Name > w M A =T -Rélalioh_:%“ H . bM
: uS '

} i - - ———t— - ;
a1 A o~ 9 -1 . 3 v T
‘ Sclf” Attendant Signature ;> "(,“

’~ Name & Signature of Financial Counselor

®22029h3€ . | ,&p{__
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BY RAINBOW Hﬂs F'ITALS

| &

Your Ruqm foa Sar: Detiv wery

Date: oo BEaRMENt omnnnnnmemiete SHIFE: e
. Handing Receiving
i Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations
SMNo Patient Identification / Prn?:ednre Problems / Abnormal Results / Follow up needed Do"f;r ng:f;r
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. . Ra{nb:gw: & BirthRiaht
D . M M1 DOCTOR'S SHIFT CHANGE HANDOVER FORM Toral | maasmiss
It takes & lot to reat the fitle, Your Right to 4 Sale Delivery
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MEDICATION RECONCILIATION FORM

Drug Alergies: ............... N e O Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: MfM SHIMBA 0L .oicicniscsiviisuscsmmsssivaisammaimssssisissaisiyaes
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg,meg) | (PO, NG, 56, ) | PREQUENEY | pibbrce ‘}gﬁ?gﬁ',?;' P
U Tabh. GIMame7 SR SWn.e po (14 .ac ome
2 ) I Oc¢ Odbc
3 JC DC
4| Oc Ooc
5 Oc Ooc
5 Oc ooc
7 Oc 0oc
8 Oc Odnc
9 Oc ooe
10 Oc Ooc

* C- Continus, DC - Discontinue

MEDICATION HISTORY mcoa%\é\ Y
Doctor Name & Signatu mgb{ \b 273"/‘?"’/ altelin
Date & Time : ...... Q/ /20}6 . /‘;‘) j ])H/'

Nurse Name & Signature: ... AL,
Date & Time : ﬁ\}%%
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MEDICATION RECONCILIATION FORM

IP18-00036395

- 2
Rainbow®
Children's

Hospital

T takas o lot 1o trest The e,

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)

@® BirthRight

[0 Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change

SIHUNG FIOM. 1.vocvrvrrcrensssssssnssnss U ————

] e T o T o | 25|
1 Oc Ooc
. Oc Ooe
2 oc Ooc
4 Oc Ooc
> D¢ 00c
v Oc 0o
! Cc ooe
8 Oc ooc

9 Oc Ooe
10 oc doc |

* 0- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

R ———E
VTR [ FO———U
NUPSE NAME & SIGNATUTE: .ocorveressssssssssmmsmssssssssssssssssssmspsnssssss s

.
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MEDICATION RECONCILIATION FORM

DRUG ABBXGIBS: cossiassssssasiosussimmussunssnsosnssvnsiassassssionquasisssainsisassvsoiss 3 Not known any Drug Allergies

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

Shifting From: ..o MMM oo, Shifted to: ﬂ"f”\hwf ............................

T S B U 7= o
11 InNg Supacer 5oy Tv 557 ~+E1¢c ooc

2| INT. PANTOPRAZOLE | yomg | Tv By pac e

® | Tna. Parn cEmaL 9 Tv s e B
4 Iva"nw SuPposiTory | oo meg| PR &) ,,E’ﬂf LS
> | Ing.ctexane bomta| < oD i

6 Oc ooc

7 Oc ooc

8 Oc ooc
9 Oc oinc
10 | O¢ Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
g22! T

Doctor Name & Signature : .. ... ‘QM&AW
Date &Time : .. \elen |apze

Nurse Name & Signature: .. M D@V’ Mmﬁ
Date & Time : \o\ﬁ‘&bﬁ)—\r DQTJ
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MEDICATION RECONCILIATION FORM

Drug AlJBTIBS: «....uvvsrsrursemsssssmsssssinssens N' ................................... O Not known any Drug Allergies

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

1y ORIy o R WA TR S .| I o R——
e (Gmﬁm'gﬂmmﬁd EEmRS) (mﬂ?iim (m.?l%?g. tv) | FREQUENCY Bﬁf:;nr?ﬁ ﬁ“ﬁ%‘gg

'| Frreset Ao L,.v T o =t oo |
: [ Tane o | W lcee] oo o
3| WNT ChbSocr | g5omy| Vs ket oc ool
o | . Oc Ooc
5 ' Oc ooc
6 Oc ooc
ni- . | ‘ Oc Ooc
8 o Oc aoc
9 | Oc¢ Ooc
19 | ‘ oc doe

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

Doctor Name & Signature : QS!‘\“"T“WU’PH—S;‘*‘JL"
Date & Time : &Q/—Z/.?aﬁ el

Nurse Name & Signaurds . LA . S
Date & Time : ,lLITLl&@a?‘??OF"“

-Docu. No. : RCH /[FRM / GENERAL / 090
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Signature .............

VERIFIED BY : Name
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GUC-00084946 IP18-00035335

Mrs CHARULATHA Z
BYIOMITD  (F) Rainbow’ .

Dr. LUCETTA AMELIA DIAS Children’s . Blrtthg ht

A Hospital_ | g rouereicres:
DRUG CHART

Date of Admission: . q \M W Drug Allergles

(1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

L}

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

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

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line J through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

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

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

$0S / PRN (As Required Medication)

1[%3

-

[Additional Instructions:

Dose Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

Additional Instructions: .
DRUG : Do :
Dose | Route |Frequency |Start Date|
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date
DRUG : =

Dose Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

+ -
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Dr, LUCETTA AMELIA DIAS

LA REGULAR PRESCRIPTIONS it wars.. (TS
oRue: 1 CUPALLE el oW
Dose Réute Frequency Start Date N ‘\ 5\7 _—
(-G | W 47-7 A\ <A
i %
L u? 19me ¢ 3
Additional Insiructlons o O ”
| <P £

LSS
Daily Doctor’s Endorsement by a Sign
DRUG: To® G\ LomwneT DR A \f’v

Dose | Route |Frequency (Start Datelg owj Gp { > -
SSEVR ¢)o Vel '1'&;\7{; ‘ Py
Name & Signature of the Doctor
Starting the Drugs:
Q

(2%

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : Ty SupACEr

Date "’")

Dose | Route |Frequency |Start Daten z\‘\

]rga Ty  fig -2t l-”m '/\r__\l W
Name & Signature of the
Starting the Drugs:
182217
Additional instructions: - o
tapwi /~ ?(g
LDIEW
Daily Doctor's Endorsement by a Sign b
Date N\
DRUG : Zey PANTD PRAZOLE  [Timg| (o] N o)
Dose | Route |Frequency |Start Dat “;: t&g
Yormg | Tv 1o~ |ioh ey LS|
Name & Signature of the Doctor ~
Starting the Drugs:
822117
" Additional Instructions:
P /%]
Daily Doctor's Endorsement by a Sign AN

Page: 2/4

e

—_—— e -



I Sl TN S a—m . 5

{11 | e o e

VERI‘% BY : Name

GUC-00084946 |P18-00036395
Mrs CHARULATHA

e 22-08-1997 28Y10M17D  (F)
1_~r :'_l. Dr. LUCETTA AMELIA DIAS ' 5
i w62 s S
VARIABLE DOSE | Tige ——T [eh £ i
Dose Dose Dose Dose T ]
DRUG : Dr. Sign. D, Sign. Dr. Sign. De. Sign.
Route Start Date e e flose Dosa
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Oome Do Dose Dose
' De. Sign. Dr. Sign. De. Sign. Dr. Sign.
Additional Instructions: s e Dose Dose
De Sign. Ox. Sign. D Sign. Dc B
VARIABLE DOSE l”;—;,_%’ s T (e [
Dose Doss Dosa Dose
DRUG : Dr. Sgn. Dr Sign O Sign. Dx. Sign.
Route Start Date s e Dose Dose
De Sign. Dr. Sigh. T | D sign. De Sign.
Name & Signature of the Doctor Doss Dose Dose Do
Dr. Sign. Dr. Sign. De Sign. De. Sign.
Additional Instructions: pa Dost Dose Dose
DL Sign. D Sign. —[orsen Dr Sgn.
STAT / ONCE ONLY DRUGS
Date Time Medication g &rm Route W Nurses
C{!:) 3\ oprily SVPALEF VAR o /M/Jefﬁb‘%%
Al | pve|Cap BIFIUAC | 2cape | po P e
[ ‘ l = 1 ?
als | Wpr L, PemINg CVang ,lr/m %/ E‘P
i ! s 7
[o | Wpwe [ Pnenergm| 251y | Fv k%ﬁ ,33
! Vv U — ]
IO]?H’ bas| € e PEERS e \éf,g' fj
to|avb| 2:502] £5 peonin | anp . % /QS/Q'
| g /SID
oty ] | Tns. spiposin 2de Iy >g221)  SF
~d Sp
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REGULAR PRESCRIPTIONS _wegn ©2Fuc.....

%2
Rainbow® - —
Children’s @ BgirthRight
Hospital_ | @ masmenints

VERIFIED BY 1 NAMIE <.ooeeee s s emsreennens

Sheet No: .............
Date &
DRUG ; Ty . PARACETB Mot [T °17 1N\ G I
Dose | Route |Frequency |StartDt. AL |
tg [Tv |t | el A |
Name & Signature of thg\Doctor i |
Starting the Drugs: g‘
@221 L
W
Additional Instructions: L/
{opn 3/5 t_//
1 h{\ \L \‘
Daily Doctor's Endorsement by a Sign
Date N
DRUG : JugTin QUPPESITORY  Timel 211 \ ' pX|
Dose | Route |Frequency |Start Dt.|FAn, “PL
wormtg| PR [ (=1 |olly, TN\
Name & Signature of the Doctor =T
Starting the Drugs:
g22\7
Additional Instructions: w\b Q‘S,.
nﬁ‘n L 7’6-_\
N
Daily Doctor's Endorsement by a Sign
—_— ~ -
D 3
DRUG : Tivg . LLERGN & el oBH
Dose | Route |Frequency |Start Dt.|Bde NS j o
e [t ufley| 2TtH
Name & Signature of tjre Doctor
Starting the Drugs:
1 g2\
Additional Instructions:
Daily Doctor's Endorsement by a Sign
DRUG : Jap
Dose | Route |Frequency |StartDt.|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endmemani by a Sign
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VERIFIED BY : NAME ..o,

Patient Sticker

Sheet No: ............

L

Rainb%w'

Children’s |

Hospital

T ks & ot b trest the Rte.

REGULAR PRESCRIPTIONS

BirthRight

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

DRUG :

Date

el

Weight ..............

VoA oA

Dose Route | Frequency

Start Dt. N

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

Dose Route | Frequency

Start Dt. :

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

e

DRUG :

Daily Doctor's Endorsement by a Sign

Datep

L

Dose Route | Frequency

Start Dt, il

Tlrpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

%a%

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Rainbow® . -
Children’s _. BirthRight
Hospital BY RAINBOW HOSPITALS
I tmduas 8 ot 1o trest the e, Your Right to & Safe Delivery

REGULAR PRESCRIPTIONS wson L2 ueas .. 1R ooy

Sheet NO: .....vceoee.
DRUG: C LACTARE Date \/\ \\\ \WX‘(
Dose | Route |Frequency |Start Dt. 8‘2{’4 /e Ve
2 tabs P'.D 2 -2-2| 10|73 Yy %\t.\
Name & Signature of the Doctor D\ )
Starting the Drugs: v
y b bou| / #”‘
- 7
1273
Additional Instructions: 5 «S
; )
lopel> 24
Dally Doctor's Endorsement by a Sign
i | DRUG: GALACT GRANULLES Dater, w\ Y\\ At
.| Dose | Route |Frequency |Start Dt. Lo B P
|\Bdp | Plo - |7 [T TST4L
¢ ["Name & Signature of the Doctor \
£ | Starting the Drugs: >
% g g o / N
2 12111
Additional Instructions:
14“§P in | S'MA B(f : /5/5,
AERVALY ] wakess e
Daily Doctor's Endorsement by a Sign
| oRuG: e
Dose Route |Frequency |Start Dt. )
Name & Signature of the Doctor
: | Starting the Drugs:
E
=
é Additional Instructions:
=
&
(o=
s

Daily Doctor's Endorsement by a Sign

DRUG :

Datat

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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VERIFIED BY :Name ...

Patient Sticker

Sheet No: .............

REGULAR PRESCRIPTIONS weignt..

z
Rainbow® : =
Children's ‘BlrthRnght

Hospita] 8Y RAINBOW HOSPITALS

B ks & bt do treat the e, Your Right to & Safe Delivery

WA . L i

DRUG :

ate

1ime

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date#

DRUG :

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
Skt Sk wilelisbinleld il

DRUG :

Datep

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endursemani by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




GUC-00084946 1P18-00036395

| zoswr  BYOM©TD 0 o Rainbow* : -
i i | e
STAT -
w158 fhuulet s
Sheet No: \ A ............
DATE | TIME MEDIATION TR aEr | RouTe o samneﬂm&z
\W \0"’5&(‘ (¥ Eves eT Yrg Iv 1. len
OW gy“pw INT. LUPACEF |57 Tv WY
o asg WS Bveser | g | W AL
L [yor | (o N0 g\f’ \v A P | o
WE* |08 | g TV tg VN 2 W o
W\ B ] (0 COGINOSE gopamy [ A e [oa
W yspn | T-N1SOPRDSTH 600 Meq ,,,,,’;-ig,;“ﬁ m{{l_v, p_|&
oWt Jupm w oW

Docu. No. : RCH /FRM / CLINICAL / 136







GUC-00084948 IP18-00036195
Mrs CHARULATHA {
22-08-1997 8Y10M19D  (F) 3

Or. LUCETTA AMELIA DIAS

— - 1 — *o &"'l m — \.‘\ﬂ. \o t\\qk@
AWM agi oo |10 L S
Shiiarens o BicthRighy MEDICATION CHART AUDIT CHECKLIST - 1P
DRUG 1 DRUG 2 DRUG 3 DRUG 4 DRUG 5 DRUG 6 DRUG 7

PREGURIET A s Y NESNE S
DOCTORS CR NP PorXeP ] g s aes¥ ™ Su{‘M}" Qoo
1 INCORRECT DRUG SELECTION Q0 O P TOoS .0 &80
2. NO/WRONG DOSE LROO, OS2 =
3. NO/ WRONG UNIT OF MESUREMENT =
4. NO/ WRONG FREQUENCY
5. NO/WRONG ROUTE
6. NO/ WRONG CONCENTRATION
7. NO/WRONG RATE OF ADMINISTRATION
3. ILLEGIBLE PRESCRIPTION
9. NON APPROVED/ERROR PRONE ABBREVIATION USED
10. NON- USAGE OF CAPITAL LETTERS FOR DRUG NAMES AT e’ 7 e ~—
11. NON-USAGE OF GENERIC NAMES . 7 o i

12. DRUG-DRUG INTERACTION

13. DRUG- FOOD INTERACTION

14. WRONG FORMULATION TRANSCRIBED

15. WRONG DRUG TRANSCRIBED/INDENTED

16. WRONG STRENGTH TRANSCRIBED/INDENTED

PHARMACIST

17. WRONG DRUG

18. WRONG FORMULATION

19. WRONG STRENGTH DISPENSED

20. EXPIRED/NEAR EXPIRY DRUG DISPENSED

21. NO/ WRONG LABELLING

22. DELAY IN DISPENSE(<30 MINTS)

23. GENERIC OR CLASS SUBSTITUTED DONE WITHOUT CONSULTATION WITH THE CONSULTANT

NURSES

24, WRONG PATIENT

25. IMPROPER DOSE

26. DOSE OMISSION

27. WRONG DRUG

28. WRONG FORMULATION

29. WRONG ROUTE

30. WRONG DURATION

31.WRONG TIME

32. NO DOCUMENTATION

33. DOCUMENTATION WITHOUT ADMINISTARTION

DISCREPANCY

1. NON-COMPLAINCE

YES/NO (If yes mention : Doctor/Pharmacist/Nurses),2.
ICAPA DONE (YES/NO), 4. (ERROR PRONE ABBREVATION USED IN THE MEDICATION CHART (TICK IF USED).

MEDICATION ERROR FORM/INCIDENT FORM RAISED (YES/NO), 3.

INTERVENTIONS

TOTAL NUMBER OF OPPORTUNITIES
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MEDICATION CHART AUDIT CHECKLIST - IP

DRUG 1

DRUG 2

DRUG 3

DRUG 4

DRUG 5 DRUG 6 DRUG 7

DRUG NAME

FREQUENCY

DOCTORS

2 INCORRECT DRUG SELECTION

2. NO/WRONG DOSE

. NO/ WRONG UNIT OF MESUREMENT

. NO/ WRONG FREQUENCY

. NO/ WRONG CONCENTRATION

3
14
5. NO/WRONG ROUTE
6
7

. NO/WRONG RATE OF ADMINISTRATION

8. ILLEGIBLE PRESCRIPTION

9. NON APPROVED/ERROR PRONE ABBREVIATION USED

10. NON- USAGE OF CAPITAL LETTERS FOR DRUG NAMES

11. NON-USAGE OF GENERIC NAMES

12. DRUG-DRUG INTERACTION

13. DRUG- FOOD INTERACTION

14. WRONG FORMULATION TRANSCRIBED

15. WRONG DRUG TRANSCRIBED/INDENTED

16. WRONG STRENGTH TRANSCRIBED/INDENTED

PHARMACIST

17. WRONG DRUG

18. WRONG FORMULATION

19. WRONG STRENGTH DISPENSED

20. EXPIRED/NEAR EXPIRY DRUG DISPENSED

21. NO/ WRONG LABELLING

22. DELAY IN DISPENSE(<30 MINTS)

73, GENERIC OR CLASS SUBSTITUTED DONE WITHOUT CONSULTATION WITH THE CONSULTANT

NURSES

24. WRONG PATIENT

25, IMPROPER DOSE

26. DOSE OMISSION

27. WRONG DRUG

28. WRONG FORMULATION

29. WRONG ROUTE

30. WRONG DURATION

31.WRONG TIME

32. NO DOCUMENTATION

33. DOCUMENTATION WITHOUT ADMINISTARTION

DISCREPANCY

1. NON-COMPLAINCE  YES/NO (If yes mention : D
[CAPA DONE (YES/NO), 4. (ERROR PRONE ABBREVATI

octor/Pharmacist/Nurses),2.
ON USED IN THE MEDICATION CHART (TICK IF USED).

MEDICATION ERROR FORM/INCIDENT FORM RAISED (YES/NO), 3.

INTERVENTIONS

TOTAL NUMBER OF OPPORTUNITIES
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Lospha e s
Early Warning Observation Score Chart - Obstetrics

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

Date
‘" Time | 8 | 9 [10[11]12] 1 3(a|)sA6 )7 [(8) 9 11 1|0 3|@ds|(e)7
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OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
ClYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes o,
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
{OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | (Yes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | ClYes ONo OYes ONo| ClYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time Cannula rernuygd + OYes ONo, if yes date and time :
RX any initiated : CYes ONo CINA If Yes specify- RX anyinitiated". OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on |V medication.
( V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following s | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
*# Slight pain near I.V. | % Pain near V. Site | % Pain along path of | # Pain along path of | % Pain along path of
slte or slight redness | % Erythema cannula % Erythema | cannula # Erythema | cannuia # Erythema
near .V site # Induration #* Induration # Induration # Induration
# Palpable venous cord : g;:z:‘dl:e venous cord
RESITE / REMOVE | RESITE/REMOVE RESITE / REMOVE INITIATE TRETMENT
~faBSERVE CANNULA | OBSERVE CANNULA CANNULA %NTL:'AW CONSIDER m#“t.em CONSIDER ﬁ% LTEMOVE )
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Morse Fall Risk Assessment Form

Rainbow® : e
Children’s @ BirthRight
Hospit al . BY RAINBOW HOSPITALS
It takes a lot to treat the lithe. Your Right to a Safe Delivery

Tick (¥') whichever precaution taken.

Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
] Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

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

L

w

e 10\
Date / Ti <
Choose Highest Applicable Score from each Category s Bl s % N Fall Risk Grading
Score 20 VO
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) 0 © Risk Level Morsc:hl;:!sl}Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o) ) re)
_ . Furniture 3 Low Risk 0-24 gﬁggﬁgl naII
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 C (@) N
20
IV / Heparin Lock or Saline :les : A0 - Implement
0 4 6 9 #; Moderate Risk | 25- 50 grgﬂg;;‘;g:a“
Impaired 20 Intervention
GAIT / Transferring Weak (uses touch for balance) 10 10 to v
Normal /On Bed Rest /immobile 0 0 \0 Implement High
Forgets limitations 15 ik Ri Risk Fall
Mental Status .g = High Risk 23] Prevention
Oriented to own ability 0 0 ol 0 Intervention
Total Morse Fall Scale Score: XD o0
Signature Muﬁh I('PVJ %
M i

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

O Hourly safety check

[J Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs






\

? ° =
e Rainbow’ | @ ni o o
RS ChoterilaTe Children’s BirthRight

- —Hospital | . BY RAINBOW HOSPITALS

&ey 1F Morse Fall Risk Assessment Form i et B
N
Date / Time )
Choose Highest Applicable Score from each Category == S:ore \ f:},'ﬁb '}f/ ?% <| Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 n Risk Level Hurse(;;lé)ﬁcore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o Ve,
' 30
’ Furniture Low Risk 0-24 iS)’(andszdn Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 0 Pl
Ye 20 ©
IV / Heparin Lock or Saline = i = A ) pO Implement
0 (0] Moderate Risk |~ 25-50 Moderate Fall
lmpaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10 {0 )
. o=
Normal /On Bed Rest /immobile 0 implement High
Forgets limitations 15 I Risk Fall
Mental Status .g = High Risk &51 Prevention
Oriented to own ability 0 0O 0 ;
- Intervention
Total Morse Fall Scale Score: > _go
Signature _ 1S F; /09 %!k[
v LE +J

Tick (') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Leve! 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 useé their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM/ CLINICAL / 006
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1. Completely immobiie:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

1l
:f\_%ﬂ;}'

patient is moved or turmed.

FRICTION-SHEAR

Friction, Occurs when

1. Significant problem:
Spasticity, contracture, itching, or

2. Problem:
Requires moderate to maximum

3. Potentlal problem:
Moves freely or requires minimum

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

Mobiity in body or extremnity position body or exiremity pesition but unable changes in body or extremity position position without assistance. Cﬂ Lr (-‘ \,
without assistance. to completely turn self independently. independently.
2. Chairfost : 3. Walks occoslonally: 4, All patients too young to ambulate; ?
. o Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: 3
ﬁfz,ngﬁﬂ{,’; ::;:mﬂnad to'hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a »3 f>
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No Impoirment:
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 fimit
Sensory Perception diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. L( k}
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree : cmmm maoist: 2. Very molst: 3. Occaslonally molst: 4. Rarely molst:
to which Skin is kept moist almost constantly s_kin is often, but not always, moist. Skin Is occasionally moist, requiring Skin Is usually dry, routine diaper
okl Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \_}
Dampness is detected gvery time 8 hours. 24 hours.
to moisture P id oM ey ch g ('f "1

servings or meat or dairy products
per day. Takes fluids poorly.

only 3 servings of meat or dairy
products per day. Occasionally will

but will usually take a supplement if
offered.

Does not require supplementation.

Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin
support surlaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \f
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position L(
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." ? )
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3, Adequate: 4, Excelient:
NPO/or maintained on clear liquids, Is on liguid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal digt providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eals
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals. most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more Lr
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. (f ’
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.

Tissue Perfusion &
Oxygenation

<40 in a newborn) or the patient
does not physiologically tolerate

position changes.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
2 secands; serum pH is normal.

Does not take a liguid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may Normotensive, oxygen saturation

> 95%; normal hgb; capillary refill
< 2 seconds.

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

TOTAL SCORE

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

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
I to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule _ _
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Altorriatin sl ft
® Manage moisture, friction and shear aing pressu uas o
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients s )
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 matress
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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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 extremily position body or extremity position but unable changes in body or extremity position position without assistance. h\ Jv A.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients foo young fo ambulate; /
o i 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The di Bedfast .
of u:h%ou_wn_ﬁ% mr_._:z ed 1 u.a& non-existent. Cannot bear own weight very shor distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every { \A
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
Sensary Perception diminished level of consciousness or |  moaning or rastlessness; OR, has or need to be lumed; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel | sensory impairment that limits the sensory impairment that limits ability discomfort. Fﬂ
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
- half of body. two extremities.
Moisture Degree 1. Constantly molist: 2. Very molst: 3. Occasionally mols!: 4, Rarely moist:
to which Skin is kept moist almost constantly Skin is often, but nat always, moist. Skin is occasionally moist, requiring Skin Is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
10 moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Probiem: 3. Potentlal problem: 4. No opparent problem: __

Friction . Occurs when _
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate fo maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

B N N N O R T i A =

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 muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good pasition —:ﬂ
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.” ﬁ\
one another occasionally slides down. _
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy products. ﬁ\ {
Protein intake includes only 2 tood offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement it Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely nhﬂwaiwau 2. Compromised: 3. Adequate: 4. Excellent:
. Hypotensive ( < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ’ s
dmm%wﬁ_u“_._ahﬂwn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be znww_._.“___,..n.s_ﬁ:_”._.”._ ospmn: J”.._B:M_..____ N+ n&
does not physiologically tolerate < 10 ma/di; capillary refill may be <10 mg/di; capillary refill may be > 5% nonmal het; copllary. el C.
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk : 10-12

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

TS\Q




Support Surfaces

Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
i to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule : .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
©® Use pressure redistribution surfaces 2
® Manage moisture, friction and shear Aprmiating pressure Imetiress 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 T
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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PAIN ASSESSMENT FORM :
] R . - e
. Patient / Family .
Date | Time Location | Duration Acuity s 1@ . Intervention sign
TS ol Siuine® TSN B - ShE—
O Continuous | OJ Acute (] Sharp O3 Dull O Increasing M W
3 pz% gpm . O Intermittent | O Chronic [ Aching 1 Burning | O Decreasing | [ No ; a 0/
W ~Coptinuous DJ\:!I (3 Sharp O] Increasing CI‘T% m_
, Q O Intbrmitent | 0 Chipnic | O Aching [ Burfing scleasing | O No S on AP
bk P gﬂg fm 9e ﬁs:an Wo
minuous | O Acute 0 Sharp 1] Increasing E'y dﬂ’[“’
| r*\ oo . _ {
ik 16 ProSo D0 mémitent (fOndnic | CIAching 03 Buming | 08 asing | O No pos20] _ﬁ”/’\‘?’gw
_EEZE,_—___.__._—-— | O
ntinuous [}gzuw [ Sharp D—?I ncreasing | O ,ﬁs wmﬁﬁ:ﬁ_,Q__J ‘m.qdl’zl
O
hh@ 'bﬂ'ﬂ % 0 fntermittent | O ronic {1 Aching [ Burning [ Decreasing | O Mo PQ F1007 /’ﬁ’d
),cu.:v) ntinuous |71 Acute [ Sharp ull [ iacreasing ‘9,\«5 X Sﬂt&éﬁ L ‘ ?,
Lot £hm . o.g___m_ Intermittent | 3 Chronic O Aching 0 Burning |-03 Decreasing | O3 No DasA ey : o
‘ ),0-‘—% \&} Continuous q)gd( [J Sharp yuﬂ/ OJ Increasing _¥es [ oy !SE! Mr :
9y \QQM Qh[»,\ =t intermittent |, O Chronic 0O Aching OJ Buming | & Decreasing O No oA d‘”&
9 l W O Continvous | 2 Acute [J Sharp 01 Dutl Brficeasing | ©Yes  Aph Jeojou o
\D\\\% Ulw\ 0 ) A [@Artermittent | 01 Chronic gAching O Buming | O pecreasing | O No A SR
_______._._._——-—_____.__—ﬂ_______—__);_.l,tw———-
] Continuous | I Acute {3 Sharp O Dull O Increasing | DO Yes (O
4 N — I~
A\ ?\ >°\" {Ma O Intermittent | O3 Chronic ) Aching [J Buming | O Decreasing ;DE 0
\ I TP ——_
{1 Continuous | 1 Acute 0 Sharp O Dull 0] Increasing | O Yes NW (Va
(v M AT LA
\\,\‘\\w Q{ pe O Intermittent | O Chronic {1 Aching [J Burning [ Decreasing @Nﬂ/ One
e
\ : xiF oJ O Continuous | OJ Acute O Sharp O3 Dul O Increasing es N !'Q _/g\_ﬁ
DA 0, (&Pﬂ‘\ O Intermittent | O Chronic [ Aching [ Burning 0 Decreasing | 03 No = il
Re-assessment Frequency: .
1. Every ight hours for all ospiiaized patients.
2. for post-surgical patients, patients with chronic pain, patient with severe paifi
2 M!e.aslmryzmlurnuislﬂm b) Then every 4 hours.
o) Priormpainm-lmmm. d) mw-sﬂmmmmumﬂm
[00)



) | J

- PAIN ASSESSMENT TogLs |

w__,a;:gﬁm: Mosth to 7 Years)

. SCORMG
CATEGORY
. 1
_ : Occasional Grimace or Frown, Frequentto constant frown,
Face No Particut expression or smie withdraw, Disorienteq Quivering chin, clenched jaw
Legs Normal Position or Reiaxad Uneasy, restless, tense = _&qﬁ_esﬁaﬂi%
La i normal position, i ing back and .
Aoy | v quety i At .o seking
s . Moans or whimgers occasiona) na_aegg&&ﬁ
“Cry Mo Cry (Avake or asieep) complaint frequent complaints
Postibl bain Reassured by occasional tuching, |
Consolabilty | Contest, relaxeq Rugolng. or being talked to, Ditficut to console o comfort
ggg-!:ﬁfﬁ:&a.:ﬁa
Pl Sedatian [ Wormw Paia / Agitation
Criteria
2 6 2
= | Crying Mo Cry with painfd Moans or crigs iaﬁraﬂw.aznsg High-pitched or sitent-
@ @ @ @, Irritabifigy stimuii Mminkmally with painful| iritabie gﬁi continuous cry
8 10 stimul -.BQE.
Lot Hurts Wors Bahavior Stzte | No arousal 19 any Arouses minimally 10 | Apomariste for Restiess, squiming | Arching, kioking constantly awake
Stimuli stimuli gestations] age Awakens frequentty | or
No spontanegus Lktle spontansous gggxa
Movement movement (not sedated)
Facial Mouth Is tax Minimal expression Relaxed Appropriate Any pain expression Any pain expression
" | Expressien No expression with stimuii Intermitieng continual
Extremities No grasp refiex Weak grasp refiex Relaxed hands and | ntermittong Continual clenched
Tane Flaccid tone decreased muscle | feet dlenched toes, fists toes, fists, or finger
tone Normai Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR No variability with Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP. $30, stimuli varkability from norma for from baseline baseline, Sa0, less than or
Hypoventilation or baseling with stimuyij gestational age 8a0, 76-85% with EQuaito 75% with simulation -
apnea stimustation - quick 3:38&29-2&3_”:.
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Dr, LUCETTA AMELIA DIAS f j Children’s . Blftthg‘ht
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PAIN ASSESSMENT FORM e i
Pain Score - Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Fadlais Educated Intervention
M o O Continuous | CJ Acute 0 Sharp 01 Dull O Increasing | (=Yes N
I ):H)b ﬁ’) / (o " | O Intermittent | (I Chronic O Aching ] Burning | O Decreasing [ [J No Y= |
‘:f [}&) ) > l 9 O Conﬁn‘uous_ O Acute. O Shafp J Dull ‘ O Increasit’:g EXes I\B’“ e
V) Spro — O Intermitent | CJ Chronic | 01 Aching ') Burning | [ Decreasing | O No /.-fb“f*"
[~
O Continuous | [ Acute 0 Sharp O Dull O Increasing | @-Yes o 4@75“
‘b’é}:; AB olﬁm Ol | — O Intermittent | (3 Chronic (O Aching [ Burning | O Decreasing | [J No srole
I% /:,B{ }6 AT 0 / /0 O Continuous | [ Acute [ Sharp  OJ Dull O Increasing | DY6S VIl P
@" — O Intermittent | [J Chronic [ Aching [J Burning | [J Decreasing | OJ No b o9z
O Continuous | [J Acute [ Sharp 3 Dull O Increasing O Yes
O Intermittent | O Chronic 03 Aching [3J Burning | [J Decreasing | I No
O Continuous | [J Acute [ Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Buming | O Decreasing | [J No
O Continuous | CJ Acute [ Sharp 3 Dull O Increasing | [ Yes
O Intermittent | O3 Chronic [ Aching [J Buming | O Decreasing | OJ No
O Continuous | [J Acute [ Sharp [ Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [J Burning | OJ Decreasing | O No
O Continuous | [J Acute O Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [J Burning | [ Decreasing | O No
[0 Continuous | [J Acute O Sharp  [J Dull O Increasing | [J Yes
O Intermittent | O Chronic [ Aching [J Burning | [J Decreasing | »[J No
Re-assessment Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Alleast every 2 hours for the first 24 hours b} Then every 4 hours.
c)  Priorto pain pain-refieving intervention. d) Within 30 - B0 minutes after pain refief interveation.
(PTO)
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fowris PAIN ASSESSMENT TOOLS B

FLACC ggsg (1 Month ta 7 Years)

CATEGORY \
; \ Occasional Grimace or Frown, rﬁmaso:ﬁmﬁai. 5
Face No Particutar expression or smile withdraw, Disosiented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
La normal position, Squirming shifting back and
Activity qaﬁﬁ Ot s Arched, right, or Jerking
Numerical Pala Scale (Obstetric and Gynecology)
{ e N D e [ o0 SN [N [\ | 1 | > Moans or whimpers occasional Crying stzadily, screams of sobs,
No Cry (Awake or :
AR T A R B i i i N gt cangans
o Pain . : _ L Reassured by occasional {ouching, T —
. Consolabiity - | Content, relaxed _ps:whsa_ﬁaﬂ Difficutt to console or comfort | -
-~ Nesnatsl Pain, Agitatisn and Sedation Scale (upto 1 Month)
JOR Sedation Werme! Paia / Agitatien
Criteria
Wong - Baker (Pediatrics) Abeve 7 Vears 2 4 & 1 2
Crying No Cry with painfuf | Moans or cries Appropriate crying Not| Imitable or crying at | High-pliched or silent-
Irritabifity stimufi Higiaugﬁ irmfiable Intervals consolable | continuous cry
inconsolzble

RrsUmot Ul Gl Aromdeld o Behavier Slate | Noarousal toany | Arouses minkmally 10 | Appropriste for Restiess, squinming | Arching, kicking constanty awake
.| stimufi stimull gestational age Awakens frequently | or
No spontanecus Littls spontaneous Arouses minimally / no
movement movement (not sedated)

i | Facial Mouth s lax Menimal expression | Relaxed Agproprate | Any pain expression | Any pain expression
o | Expression | Nowxpression | with stimi inkermtient Sl
Exremities | No grasp reflex Weskgraspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay

Body is not tense Bady is tense

Vital Signs HR [ No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
AR, BR 530, | stimuii variability from narmal for from baseline baseiine, Sa0, less than or
Hypoventilation or | baseding with stmufi | gestational age Sal, 76-85% with | equalto 75% with stimulation -
apnea stimudation - quick | slow recovery Out of sync or
recovery fighting ventilator

o ~/




uuuuuu bl o IP18-00036395
Mrs CHARULATHA
22-08-1997 28Y 10 M 1? {F}) )
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1P RECORD e, | @ BirthRight
Children’s
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECO Children's | B BirthRight
Bt takes 2 kot to tregt the Wtie. Your Right 1o a Sate Detivery
Part - I. / :
Patient's / Learner Language: ..... q P"N)IL ..... Patient / Learner Literacy: (] Read Write I_.iSpeak/mmngness toLeamn: ¥ No  Healthcare Literacy:  Ye§) P@—/
I:Ie ed Education Needs: ' 10. Fall Risk Education
EB" '51 FWOlY  pran 6. Discharge Medication ;1fa§am use of Medical Equipment / Impiantable Devices
n sis 7. Infection Control Me - a
N : I::hon:x ::n:::: 8. Diagm:ﬁc Test/ Pruacse‘::rses 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- Il
Use codes from the list in part Il ’
Date Time | | Need | Information Taught sy Comments | Deslgnation
Person Taught %’:ﬂw Teaching Tools | to om“fg" Understanding

dite oato wl o
‘T\a{% S| Yes, (E.n,JJz.man g??b (L:wm’)’ Corsentiflitionk Mo WYl none |prad

900,
Hhhb S | Yos Fplal aﬂ)”m@w /ﬂ@,} no [pval enoe Nc\pal | (ool KQ‘
\‘H"L @Pm %2 l;’-#&{ru m ':PC’:'V\ ‘*‘:&DML N aol | e 3o &97
M‘?bb L g& ch vl /}‘uﬁﬂ/ D lored \none | e ggcuy’ ”%,&ﬂ
Part-lil: CODES

Who was $ taught: Pf’lﬁem F: Father M: Mather S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .......
Barriers: )

No Learning Barriers 4. Language Barrier 1. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
z. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Vajues 14 OIS (SPECHY ...
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony or Hearing ]
Teaching Tools Used:  A: Audio  D: Demonstation VC Video P Om P Printed
Wm overcome barrier/s:
1. e 3 Reassurance & Support 5. Respect values & beliefs ' 7. Other, Specify ., y %
2. Obtain translator Teach Family / Others 6. Respect Cultyral / Religion Preference
Understanding: th& Understanding 2. Demonstrates Understanding 3. Needs Review T

Doc No. : RCH/ FRM / CLINICAL / 187
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CAESAREAN SECTION OPERATIVE NOTES

llllllllllllllllllllllllllllllllll Hospial.; | W et

Surgeon's Name: Dk- LU('@% Date of Delivery: l'ol :?,Q_b
Assistant Surgeon: Ty .y Hoa Time of Delivery: |ty S pv
Anaesthetist's Name: Dy F‘ﬁgad\uuh\ s Gender of Baby: Bo
Type of Anaesthesia: <@ Weight of Baby: 2 -y 4| kg
Neonatologist: “Drr. Prasanna AGPAR Score: &),y ;A y0
Scrub Nurse: g, N Sundosn NICU Admission: OYes & No
Pre-Operative Diagnosis: P45 e | 3@ weels, 41 day | ¢pm on on4 .
h UrGlenlilyEIectwe & Emergency Indication: ......Nzﬁa.'.‘.:év;naxe&Aioa................... .

O Immediate Threat to life of woman or fetus

&1 Maternal or fetal compromise not immediately life threatening
0O No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff

DECISION tME: vvvvvvrvvevssasistisdincnstinnsaed erveesrsesnree KGE 10 TBORUS: .vvvrrare S ML
CTG Description: ........... M ...
If there was a delay give the raasonsNQ o
Surgical Procedure: £ na @4360 lowes e 4 M Bk Cesasean
_ Post Operative Diagnosis: pop - | ] Py | poer Lees | Gipm om ona
"Peri-Operative Complications: A Ni |
At v . 1 X
Amount of Blood LOsS: )p0vn) : Blood Transfused (in ML):
Name and Number of Surgical Specimen sent forexamination: .« c .y

. L] !
i . L
-

Docu. No. : RCH /FRM / CLINICAL / 155
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Examination Findings when Appropriate:

Presentation: L7 Cephalic (3 Breech I Other ..................  Cervical Dilatation: .. 1L
5 PAIPADIE: ..r.reverrrrs SIS e Fetal Position: . IOG{I cxed ,DOP
Staton: O-3 O-2 O-1 OO0 O+1 O+2 Moulding: [one O+ O++ O+++
Caput O+ O++ O+++ . Meconium: CINone &+ O++ O+++
Bladder Catheterized: [Yes O No Urne: OClear (O Blood Stained

Skin Incision: &7 Pfannensteil O Transverse O Midiine 'O Other ..

Uterine Incision: &Y Lower Segment 01 Classical Olnverted T * 014 Inctslon

Previous Scar:  [J Intact O Thinnedout O Ruptured BINo Scar

Incision Through Placenta: ~ DOl.Yes &'No )

Delivery of head: ZManual O Forceps _ .

Liquor: O Clear O Meconium: J&II Ol Om OBlood O Offensive €TNot Offensive

Delivery of Placenta: O Manual . JFCCT voneermne b ﬁmmeta .- Olncomplete [ Piecemeal

Cord Appearance: .. ... Cord around-the neck OlYes ENo~
Appearance of placenta b 2 R —— ... Cavity explored &Yes O No u
Uterus, tubes and ovaries: D’ﬁormai E]Not Normal Sterilization: I:_IYas 2o
Utering Closure: ~ [JOneLayer  [3TWwo Layers e e SICRY i Suture
Peritoneal Closure: O Pelvic O Abdominal P0G - v OUUHS
Sheath Closure: Siismee e BN i s csnis SORDED
FatClostig: CIYBS EINO - . 1 0 G iiimsriast e sy ees e bR SRS ae Y Suture
Skin Closure: [FSubcuticular O Mattress ' e SO YONORML | Suture
Vagineal Evacuated l:l%s O No
Drain: O Yes 2N0  CIREMOVEIN oot days [ Await instructions
Ctheter ZYes CINo ORemovein...&lmbam. days O Await instructic.is
Swap & Instruments count correct? CLYS ‘ONo O Post-op Antiblotics - (Erﬁs: ONo
Intra-Operative Antibiotics Cover: O Yes CINo O I Thromboprophylais ~ &7%es  CINo W
Post-Operative Notes: ..... NPO X8 BOEE . oerreiiisiiisisiiissi T Q‘?’W U™
tn ]QL .
........ 25 . LS 30 i
MENEIANG. ..o 'ﬂblFﬁs lPras npRa
INU QUF!ALE'F 1 r,-ﬁ :Iv I—o - = Io C}g,,,h,,j

'IN:I P&mc" Privee 14 Iv 1 s Ly 200

LN PANTOPRAZOLE . Yo, EV. l"’”‘
e JUSTIN SLPPERITRRY,. 1O0.m004,. Paw*l

'_IN;[ CLEXANE. b,mﬂg%,gr. oD @c]rqu

LLRR.CIMb Ay,

ke
Doctor Name: ...... &% smcetta .. Doctor Signature: ... g‘”}
Date & Time: l‘?.‘n'll&m)a .




b

Surgeon : @Y. L ucelle.....
 Asst. Surgeon : @72k lbas... Bz.s.-ﬁf.{dt?u-oum
Anaesthetist : 420, sallidsh....
Scrub Nurse : .S /a/.: _('zmd.-:(l Il

SURGICAL
SAFETY CHECKLIST

... Guc-o0084348
r Mre CHARULATHA

286Y10M 18D
Dr LUCETTA AMELIA DIAS

1P18-00036295

fery Name :
4Lpe... Outetime :. 2. 3&?;2.'::{3.

~=
... Gender: ......... =
Rainbow Y -
Children’s 4 BirthRight
........................................ Hospital -
= a5 Tt 00 et O . Foar Right 1e 3 Sate Datiivery

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time:.14. .42 P™. TIME OUT  Time:...[..02 2 SIGN OUT nme:.?.’;?..;;‘mﬁ?:\
: 1

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity (:/m CINo introduced themseives by Name and Role x¥8s CNo The Name of the Procedure Recorded }ﬁs ONo

Site es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 5 ONo CONA

Consent szes ONo Correct Patient (Check ID Band)  GE§ ONo The Specimen is Labelled (including
Site Marked Yes ONo OINA Correct Site ONo patient name) OYes ONo };mA
Anaesthesia Safety Check Completed UEI‘?es ONo Correct Procedure Yes ONo Whether there are any Equipment
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes &0 What ars the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

. ) Anticipated Blood Loss? OYes ONo /D‘NA and management of this patient? es ONo

Yes, & Equipment / Assistance

Available OYes CING Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [OYes ONo /EI’NA |
(Tml/kg In Children)? Nursing Team Reviews: | -m Man.: 2025 05 |

Yes, and Adequate Intravenous Has Sterility (including indicator results) |' 6 ;:: foosgdsugsmg

Access and Fluids Planned OYes Dﬂ/ O NA Been Confirmed? are there Equipment | = lot: 14176 &

Blood Units Reserved OYes % O NA issues or any Concerns? OYes Clkg OONA | soYne Storiized % o 5’

n . - C - 3,5 min.
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes Qo ONA | g
within the iast 60 minutes? s ONo ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. ;HQ ONo

SIGNALUTE :.............. S S e T T Signature :..
Name:...... Qo SRRV YMM M e Name :. ‘,9//\/ 5"”7({46[1

Doc. No. : RCH/ FRM / CLINICAL / 111
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

y a. Yes O b.No

2. IfNo, Reason ...........cooovrvnn.

Nipple condition:

O a. Nipple well formed

- O ~b. Flat nipple A\ s

b O c. Inverted nipple

U d. Short nipple g

o

4. Milk flow:
0O a Good . #3

\_D/b. Drops of colostrums _ .

O c.Dry L

on

Steps for Positioning and attachment:
3. Baby goes to the breast
O b. Mother always sits with a back support
0 c. Ear-shoulder-hip should be in a straight line
0 d. The baby takes a latch on the areola and not on the nipple

-

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu; No. : RCH /FRM / CLINICAL / 080 PTO




V — - —-
6. Was the position explained:
\_,E/ a. Yes
O b.No
7. For Caesarian mothers: Q-N\'lq~
O  a. Mother is required sit and feed from the 4th feed
O b. Please explain football hold
5. NCUadmission: (W),
O a. Mother needs to stimulate her breast for 2 min every 2 hours
T LR ¢ - T SRR ——
Continuity of Care: Date: ‘\0]92%
L - [1)F/26 |2/ (26
- \ L~ 4 e _ g
“——
+ =~ \ A = & A - D
w @ =1 g ~—

Handover given by ....... \’009"‘ .................................. Handover taken by &

%. o
Signature ...t o\ .............................................

e o beel™

Date & Time: ......




\
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Rainbow"® . R
@ Children’s @ BirthRight
PATIENT TRANSFER FORM Hospial .al—ﬁﬁ
— G:C-Dﬂﬂugqa IP18-000353
f gz.u:?:;;uumz iy : Date & Time of Admission Date & Time of Transfer Order
. LUCETTA AMELIA Dla§ {
i it o R W L il
Treaung vuisuiw ..o Transfer Ordered by Reason for Transfer
I /Q“"‘JH““ O gw\“ﬂwa Tfoduladect
From Unit To Unit Information to Attendant
e o7 el No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
:E 0 f‘,p. O over to attendant
(1 to[J
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
1.
2.
3.
4.
5

Shifing Summary / Notes Written by Doctor: , Yes—

No[]

Name & Signature of Person who is Transferring

Pl /c(% e

Name of Person Qrdered Transfer

PQOx JRAd sy

Patient & Clinical Records Received by : _
| \ e
Caki

Date & Time of Patient Received :

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

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

(] Available Bed not ready







RAINBOW CHILDREN’S meDICARE LIMITED Raing%w'

# 157 - 160, Anna Salai, Guindy, Chennai - 600 015. childraws | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lok tn treat the lithe. Your Right ta a Safe ODelivery

SI.No. 2668 NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
PatientName: C i o o7 T h Age: « Gender:
UHID No: ~ ¢ 24 L IPNo: CDate; <\ 12 & Date: |7 °
Diagnosis: ' v ¢y * e oo O Time: IV\ i
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials / Ampoule Remarks
1. | InjFentanyl Citrate (100 meg/2mi) — i
2. | Fentanyl Citrate 25 mcg patch - i
3. | MorphineInj 10 MG/ ML - -
4, | Pethidine 50 MG/ TML Sove s () B
Doctor Name: « ¥ ¥ Syt Doctors Medical Councll Registration No.
\eraxg
Signature:  \\
it
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
. - I z ¥ ]'I \\‘ .-l L
IP RegiStration NO: .......iuu.herissisessnsesion : 'L.‘q ...... Date: 2 1&
Aadhaar No. of the Patient@PHONAIY.......c.u.rmmusremmseersimsmmscsmisisssasssmmissss sy
1. | Name L PP IS R Remarks Sl !
2. | Complete postal address (with contact number, if any) CTHS AN AT Ty
3. Brief description of the iliness Ve yR A} =i ) o
4 Whether registered with any other registered medical practioner / -
" | recognized medical institution (if yes, details to be recorded)
5. Details of essential narcotic drugs dispensed
g Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity Impression of the patient Remarks, if any
> . L ) 5 \ e
ey D € :
Dispensed by (Name & ID No.): /‘- (S A Signature:  # \

Received by (Name & ID No.):

Time: A

AN\
" .

Docu. No: RCHBH /FRM / CLINICAL / 133

Signature:

, ¥
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INDUCTION OF LABOR CONSENT

GUC-D0084946 IP18-00036395
Name: ... Mns: ( Mrs CHARULATHA AGE: i, Gender: Male Female
22-08-1997 2BY1O0MI7D  (F)

Dr. LUCETTA AMELIA DIAS

R, IHIHIIIHIHIIII"”IHlllll"”ll Date: ..oovvvvverevererese

The goal of induction of labor s to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor

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

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

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

lunderstand the risks and benefits of this procedure and wish toproceed.

Patient Mu 70 Patient Attendant;

Docu. No. : RCH /FRM / CLINICAL / 173
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Rainbow® . R
Children’s ‘BurthRight

INFORMED CONSENT FOR VAGINAL BIRTH  Hoseial, | PR

Your Right to a Safe Delivery

GUC-00084946 1P18-00036395

; ) Mrs CHARULATHA ;
Patleﬂt Name BETLLLEE m n.na_tlga? 28Y 10M17 D (F}  pessesses UHID NO P T T T Y TR L LT PEL R ECEEEE SR A LI AL
TA AMELIA DIAS

Gender: CIMale O Fen °Hﬁﬁiiinm”m""mmu""“ ........................................ VR o

| hereby authorized the performance of the following procedure:

+ The Procedure has been explained to me in general terms and | understand that:
s Theindication requiring the procedure of vaginal birthis pregnancy.

« The purpose of this procedure of vaginal birth pregnancy.

« The purpose of this procedureisto deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

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

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

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

Name of the Doctor performing the procedure: ...... %L\&Lﬁf‘ﬂ .................................................................................
Consentee : c/g/ Patient Attengant
Signature : .S é"“‘ 7;4 ..................... Signature k "
Name : ..o I UM N i ] R —. Name : ...ttt
Date & Time D.Q!.j [oXa ¥ ({}0&6/ . QL{.:..EPV) Relationship with Pati?wt-

Date & Time : .27, 0'}/:}92/6

Wiiness ; Doctor (who %a\king the consent) :

‘ R T \
Signatire Signature : ... FE2 i
NZITIE 2 ovvrerrarassresnssssssssassassinsbasssbissassssansonsrarsnsasisor

Bt & THII0 T orsenersammmaisssiobissssisesississinbiBilgiagamssss Date&'l"lme:.....Qﬂ..'.%.[.&.‘?.?:‘?....... -

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

22-08-1007 8BY10M18D
Dr. LUCETTA AMELIA DIAS

|||IHIIIIlIHIIIIIIIIIIIIIIIIIIIIIII

IP18-00036295

Ralnbrow

w‘“""" ) "--===--m' PATIENT TRANSFER NURSING HAI.DOVER CHECKLIST

Date & Time of Transfer: | O |2y (& D 20p ad] j TRANSFERRED TO : M L i)’
1 |Patient Identification ' YES/NO REMARKS
Patient Identification Patient name, age. UHID/hospital number confirm¢d Vel
b.Surgical procedure & correct site verified yes
2 | Airway & Breathing |
.Oxygen delivery (mask/cannula/ventilator) secured NA
b.SpO: within safe range AN
. If ETT: position confirmed, ties secure, cuff inflated A#
3 | Circulation & Hemodynamic Stability
IV lines secured & infusion running correctly pAD)
b.No active uncontrolled bleeding €Y
. Last vitals recorded before transfer ¥eJ
d.Central line hubs are closed Y AlP
e.Dressing Intact NT

4 | Pain Assessment

a.Pain score assessed & analgesia given N#A
b.Reassessment done A
5 | Wound, Dressings & Drains
a.Surgical dressing intact JE
b.All drains fixed, output noted NA
| [c.Catheter secure & urine output recorded VA
\d.Splints/casts/traction devices stabilized ‘)\fﬂ
6 | Medications Pre & Post-Op Orders I
a Medications due time noted NA
b.Pre & Post-op instructions (NPO, position, mobilization) communicated| Vf‘f
c.Emergency meds given in OT (time & dose documented) ey
7 | Equipment Safety & Transport Preparedness .
Oxygen cylinder full & ambu bag at bedside NG
b.Bed/side rails up and brakes applied Y€
o Special positioning maintained as per surgery | A/A
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level NG
b.Epidural catheter secure, infusion checked NA
. Pressure areas protected (heels/elbows) ,«\'/A
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED AP
10 IREPORTS AND LABS HANDED OVER N A
11 |BIOPSY/HPE SENT NA
12 |Documentation
a.Documentation completeness - Vs
Transferring Nurse: = G%&iﬁﬁ \

Receiving Nurse :

Signature of Incharge“’ir’\M

RCH/GDY/FRM/CLINICAL/598







PATIENT TRANSFER FORM
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Rainbow® . G
Children’s @® BirthRight
Hos pital . BY RAINGOW HOSPITALS
It takes 2 bot 1o treat the ltte. Your Right 1o a Sate Delivery

GUC-00084548 IP18-00036395
e Mrs CHARULATHA
— 22-08-1097 286Y10M18D  (F)

Dr, LUCETTA AMELIA DIAS

W

Date & Time of Admission
A|Flae @ go2pm™

Date & Time of Transfer Order

o ll2s & 20p™

& Tr - e

Treating Consultant Name Transfer Ordered by Reason for Transfer
o TR et
, 7. M[" ¥
oy Lu cetta o H'n et 19 ematd
From Unit To Unit Information to Attendant
. Ol MUY Yes#] No (]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes ] N/OE]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sk.No.

ltem Name

Quantity

| 4.

5,

Shifing Summary / Notes Written by Doctor :

Yes[] No[]

— A
wc;'l?

Name & Signature of Person who is Transferring

Py Lo “,LJ;_\ l'] !

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

%/nl._g_«ﬂ

Date & Time of Patient Received :

v

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

please lick the reason mentioned below :

(] Unavailable Bed

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

[] Nurse not Available

[] Available Bed not ready
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OBSTETRIC TRIAGE ASSESSMENT FORM

EJ' 1)
2)

[o
Date: Q,Q{% Tie.of Arivt:........ 20Y) Time Seen by Nurse: 3/’?‘;9 .
Level of Consciousness: Qjo(cp:: O Semi-Conscious O UnConscious

Chief Complaint (Reason for Visit): (Circle the ftem as appropriate)

O Severe Pain / Moderate Pajn CJ Preterm rupture of Membranes / Leaking Water Py
O Bleeding pv: Slight / Heavy CJ Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leakmg Water PV

O No Fetal Movement er Reason: ..

3)  Vital Signs: Temperature: qg - Pulse: 8‘{ RR Do..
4) Gestational Criteria:
™ 1 Gravida: fG | I P = L = ’A —
LMP; .. fb/('n,/’lf EoD:..C 213/ 06 Gestational Age: ...... 35 L)L .
Uterine Contraction O Yes | O%g ] }D NA [ Onset Time Frequency:
Membrane Rupture LYes | QJNo—| CONA | Onset Time Fluid Color:
Vagmal blaedmg LYes [ OLNoTCINA | Onset Time Amount: |
o If Yes specify: Headache/\ﬂsual Symptoms / |
h’ra Eclampsia gymptoms OYes | ONo | O NA Pain Abdomen / Vomiti |
Eond fetal Movement | ONo | O NA | IfNo specify: |
5) Pain Screening: Numerical Pain Scale (NPS)
| ] I | | |
& LTI/:' |l !' f } I i ] ] 1
0 1 2 3 4 5 6 7 8 E WL?m - |
Pl possible pain
® Location N ’L._
o Duration O O 1 & Days)Weeks/MonmS (Strike out which is not '
applicabie) ™
©® Character:
! ............................... N Ll
© Frequency: N ’g“
..................................... e ensnen,
o Interventions:.........................Zﬁ..........
6) Past History:
24 N (-
a) Surgenes.................
b)  Medica ................. qu!Q @.Hﬁ' T T
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Patiert Stcker

i

7) Allergy: O Yes

8) Current Medications: O3 Prenatal Vitamin m,uﬁé sz ....... W\ \ \ CDW&RQQQ
9) Prenatal Medical History: KR -
O None ) Gestational Diabetes _
O Chronic Hypertension O Lo placenta =
O Gestational Hypertension ’El}&:rs if yes, specify ULWQSU)OM
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

E/c{mﬁrv I: Resuscitative (Time to Physician: immediate & Reassessment: Continuous nursing care)
ategory I1: Emergent (Time to Physician: = 15 minutes & Reassessment. Every 15 minutes)

01 Category Il Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
Level 1 < 120 minutes
(Resuscltative) Immediata < 15 minutes < 30 minutes < 60 minutes (2 Hours)
r Re-Assessment °"“““"g’?‘;m"“"“‘" Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour mmmw Discomforts of
Labour / Fuid imminent Birth Labm.lrw s /PPROM <37 | > 37 weeks SROM > 37 weeks Pregnancy
g6
Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
Bleeding with/ without abdominal cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
jon > 160/110
( Hypertension Selzure activiy and / or headache, visual :s‘s‘mmm"‘;“m”"‘”m“’“‘
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing dopplers
y Fotal Asseasiment Non-Fetal Movement ?)bmw movement
Others oAcute onsite severe oMajor trauma oAbdominalback pain | @Ongoing assessment | @Anything that does not
abdominal p oShortness of breath greatnrmanaxpemdm from out patient clinic seem to pose threat to
oAltered level of @Unplanned and pregnancy (for hypertension, blood mother or fetus
consclousness unattended birth @Fank pain / hematuria oCervical
oCord prolapse oNausea vomiting and /01 @Minor trauma (minor o0ut patient placenta
o Severe respiratory diarrhea with suspected previa
distress dehydration ] and Jor| @Pre-booked Visits (ie
aSuspected sepsis diarrhea and
. @Signs of infection (ie injections,
dysuria ,cough, fever, @Assessment for version
chills) @Rashes

Time seen by Doctor: ‘b“\t‘vﬁ

Nurse Name © .oooeeeesgeess %§ .............. B Nurse Signature: ........
DaLe: veovvverenes C\\ (&\‘\)‘r Time: 't}{\q\ ;

IS




GUC-00084946 IP18-00035335

il %M,,l < Euzn'li“ff
LABOUR AND DELIVERY NUR

Date of Admission; ... 01 e % %

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

Baseling lnformﬂlnn:

Admission From: 14 ER  Oopp 03 Admission pes Lethers: specify (Pp

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

Primary Language: o Telugy mﬂ%gﬂsh O Hingi O\Others "T fj'm/[/

Do you require an interpreter? [J Yes

Source of Information: W O Famity 0O Others
Persanal belonging if any:

)
Past Medica History; Obtained From t Patient [ Family Member O Medical Record (3 other (Specity) ...........
Past Medicaj History Past Surgical History Previoys Hospital Admission
m™

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

Contractions: le
Obstetric History:

; 23.’/%/]4( Gestational age during admission: .33’ DO
(X, )

—
..................................

......

High Risk Factors: (Pleage select by ticking (v ) the box ag applicable) -
| O Hypotyroidism O Rhincompatibiiy O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Laboyr
00 Hypertension O Gestationa Hmnanslon___ 0O Others: (Specity)
O Diabetes O _Bad Obstetric History ludm on o) |
D Anemi 3 Qbesity (Bm) ’
L E!_lh_ir_ps / Muttiple Pregnancy
Docu. No. : RCH/FAM / CLINICAL / 139 (PT0)
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Family History: O No Abnormalities Detected N
O HeartDisease O uypertension O Disbetes 3 Stroke O] Seizures O Kidney disease

B | i ML S e

FUNCTIONAL SCREENING: {2 patient needs assistance with any of the following inform consultant

{1 Mobility problem ] Walking Problem
a Developmental Delay a Musculoskeiela! Congenital Abnormality

Inform consuttant for positive criteria

NUTRITIONAL SCREENING:

[ Overweight [ Poor Appetite > 3 Days ' O Needs Tnerapq_unc Diet. e
(] Under Weight [ Diabetes Mellitus Wﬁw Detected

Inform consultant for positive criteria

PSYCHOLOGI REENING:
& Cooperative [ Restless [ Depressed

ks B s e R

\nform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: 1 Single M [ Divorced O Widow :
2. Special Habits: Smoker: O Yes r:um/ Alcohol Abuse: OYes DN/ Drug Abuse: OYes ONo

gocial History: Lives With eﬁf/wh""&b“nﬂ isstssaasemsssaanapsssseseenansss

Orientation has been give garding the following aspects:

Gall Bell in Reach : O % No Waste Disposal Explained: E( ONo -

\nfusion Pump Ofes ONo Hand hygiene Explained: Q{:s CONo O Others '
Above information given 10 N\'\Aﬁ,hq‘n\[[aﬁq ' : 2

Name O L 2 i A

B

Nurse Name: ..mmenmsssies

Date & TIME: cooovvuuemmmmsseneseefere
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Mrs CHARULATHA
22-08-199? 2& 'I' 10 M 170 (F)

T
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Rainbow®
Children’s
Hospital

It takies @ ok to treat the ittie,

[

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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

ght 1o a Safe Delivery

9)2.24..

Date:.....ccoonedue ekl
Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Knaown high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity —J1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors

Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2

| Elective caesarean section 1

| Mid-cavity or rotational operative delivery 1

| Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1

| Stillbirth in current pregnancy 1

| Transient Risk Factors

| Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3

| appendectomy, postpartum sterilization

, Hyperemesis 3

| oHss (first trimester only) 4
Current systemic infection 1

| Immobility, dehydration 1

| Total O | i

| signature of the Nurse é[h:) PMQW

] otlo8d

Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

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

"Z
Rai_nb‘ow“ &
Chlld_ren’s
Hospital
It takes 3 jot to treat the (itte.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

. \ N
Choose Highest Applicable Score from each Category B,/ Thne q gm’ ’ ) Ql‘ FH;% %Hw Fall Risk Grading
s 7Y Upim| gpa
History of Falling Yes 25 '
(immediately or w/in 3 months) No 0 @) o Risk Level Mnrs?;:g)&:nre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 9] A
Furniture 30 Standard Fall
' Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 O O
IV / Heparin Lock or Saline Yes = 20 Implement
L § 0 Q Moderate Risk 25-50 Modera_te Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 Is) (O Fe)
Normal /On Bed Rest /Immabile 0 Implement High
Forgets limitations 15 - Risk Fall
Mental Status - — High Risk 251 Prevention
Oriented to own ability 0 0 O 0 \itarvention
Total Morse Fall Scale Score: 1s) € 20
Signature (% ) F-E‘SM M

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[J Use chairs with arm rests

3 Use safety straps on stretchers and wheelchairs while transporting patients

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

UL

BO

Moderate Risk (25-50) Apply all low risk intervention and
[0 Assist and/or supervise ambulation. Reinforce to always call for assistance
[J Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs







e Informed Consent for
Childron's ‘BirthRight" |

Hospital _ | {mumaeme — SUFgery or Special Procedure

I takes & ot to raal the little. Your Right to a Safe Delivery

a

GUC-00084946 IP18-00036395
Mrs CHARULATHA

Patient Name : ......... 22001997 28Y1OMI7D ) .. U Yo S R— Gender: ........
Dr, LUCETTA AMELIA DIAS

o1]a WA T, — ”"”""

UHIE pio AT

INSTRUCTION

This consent form should be signed by patient (if an adult 18 years or older) or by parent/ guardian, if the patient
is a'minor or lacks the ability to make an informed decision. The purpose of this form is to verify that you have
received this information and have given your consent to the surgery or special procedure recommended to you.

technical terms)........ EMEELENW. ... Lawee... CSEAMENT. .. . MNoverrerne SECUON L.

%D”ONPW&EF’%ﬁ?’LWR e I s o SN s G S et e

(Name of the Patient). MELON IV (1awED tRUOR -

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and
@, /or diagnostics performed. | recognize that the practice of medicine is as much an art as a science and the refore
"7 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 prior to signing this form by the surgeon.

i i i ' bbreviation/Avoid
o | hereby authorize th% performance of UE following operation(s) or proceq%reﬁs) gjse no a

| 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 not
receiving care or treatment

| have been explained that the following complications though rare are possible and will not hold the Surgeon,
Anaesthesiologist or the hospital staff responsible for any untoward event there of.

ZﬁfﬁﬁﬁﬁfﬁI.'.'ﬁﬁﬁf%@éﬁéﬁ;}gfﬁ,ﬁfﬁIIE‘II"]IIZIIIIIc%}SII;'ijiifé%iﬁéé@fiﬁﬁl{fﬂiﬁfﬁﬁﬁI"IIIIIIfééi{{I:Iﬁﬁ%&%&é@fﬁé&é&é{:ﬁﬁﬁf}éZﬁﬁ%‘éﬁwﬂfﬁﬁfﬁé&%j;
............ m} Md&m&ﬁdk‘\:"—im’(‘j,MIUJWUFN“WMI
47 My signature on this form indicates that
< 1. I'have read 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. I have had a chance to ask my surgeon questions.

4. | have received all the information | desire concerning the operation or procedure and

5. lauthorize and consent to the performance of the operation or procedure.
Consignee: \ e \ Relative Witness:

o U TS ;

Signature :......\ i M Signature eI/ A Signature .....cc.ccoeeeecrvienn,
Name:... \\S:.. QyOuuisd-2) NI vt e s iroronssens NAME:.....eovevreiieeeein,
Date & Time: lb[#\”p Relationship with patient........... Date & Time: .........ccovvvrnn..

| s 0
Signature ©.........cccveuvreitons N i Name of Doctor:..sﬁ.)ﬂ...RQ&{\..A‘.\.M?.......
Date & Time: ....... 0.0 3’(%?‘4 ...........

www.rainbowhospitals.in
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" Rainbow® ) .

CONSENT FORM FNR ANACoTiiracg Children’s | & BirthRight
S AT, Hospital Sl

r::n:-!::;’-' z!Y‘IOH‘lTD ) 1t takes 2 ot o treat the (ie. g ry

jj;;;";:?ff VTGN o e e

... aurgeon Name: ,

Anagsthesiologist : ... (.. S ST LA O QNPCv\ Operative procedure planned : . L.CfL-JG‘I‘\ ‘.SE. O‘Mﬁ—f\»\ .....

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA CAedenems LecTion/

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from 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 sought necessary clarification on all my doubts.

O Heart disease [ Hypertension O Diabetes mellitus O Renalfailure
O Hepatic disorders O Shock O Multiple organ failure [ Polytrauma,/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease  [J Others : Hf:ﬁ@ﬁ(f‘t

*  Doctorto document in medical record also if necessary (Cross-out f not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

Ihereby authorize Rainbow Hospital & its authorized doctors to perform upon me/ my patient the above mentioned operation/ Diagnostic/
Therapeutic procedures.

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and 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 specific to my mdlwdual circumstances,

and I have considered them before Consenting for anesthesia.

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site ofinjections, temporary breathing difficulties, asthmatic reactions, headaches.

lauthorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure 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 lauthorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
andimmediately thereafter in need arises.

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

I have been explained all my queries in the language understood by me.

Patient / Patlenl Attendant : Witness :
Signature : ....... g S xR Signature ; ..
NAME oot st ssasenes Name : .
Relationship with Patient: .............ccccoouemureenrenirecionns Date &Time :
1L R 1)

Doctor (who is taking the consent) ;

j'g TP

Signature : .....oovverveenns AT = A Name: ...

Docu. No. : RCH/ FRM / CLINICAL / 021
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13/7/3.,@ Time

Diagnosis: ..

2

- Rainbow® | ) e

Department of Anaesthesiology C?xli? d:a\:’s & BirthRight

-B_HE-NIAESTHETIC EVALUATION E{.Ef.‘?.zf.a..l., [l
me: Cwmﬁ\b\ ........... A oo SBK: veessornenpsnensassrssenss UHID.No

B.P/CRT: Jtd z(){ R: .7O/M Wetght:g Zlc,’ T

Docu. No. : RCH /FRM / CLINICAL / 044

= Laboratory Data:
2 27 ......... [T o RO o 1-| | MR M s sanmavonss
PC\* ........................... Urea: Alb: i
WBC: oo or T | - | 20 Echo: ...
v, DB ........ Stress/Anglo
TN 1| SN Other: ...
o Amylase: ...
o SBOT/SGPT: .crvinrisrsrinaene Allergies Mu._,
Medical History: ~ CVS
'RESP Diabetes :
o8- —_—  (ADM or O
Renal /
Hepatic / GE : 7 Physical Activity:
Others : /
Past Anaesthetic History: /
Physical Exam: :
| Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs : B Ac @v
CNS: p\m
Pregnant: CJYes CINo [CINA Venous Access Site : Spine Exam for regional :
Anaesthetic Plan: CIMAC yﬂtﬁom CIGA-ETT D LMA
Peri-Operative Plan Explained to the Patient: DYes o No
CURRENT MEDICATIONS DOSAGE Pre-Uperalive Instructions:
. DVT Prophylaxis
. Water / ORS 2 Hours
// 2. NiL ORAL<:UT.hersﬁHuurs
3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:
Signature: .. =S °—* . Name: SO YW .
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) Rainbow"® &
Patient St Children’s Bll'tthg'ht
[ et Stcko ANAESTHESIA CHART  RCEEIST |\ siemmns
. It e 4 bt 20 trewt e e, '“'M"s"_'l'
Pre Induction Assessment:
[ Change in Patient Condition: OYes [ONo Fasting Status: \{ "j
Physical Status: Patient Identified 94/ onsent Present D/C,arl Reviewed
. L
H.R: C;h/m | B.P/CRT: J[Q/’m [Sp0,;: QLS WS [RR: O L | Last Feed: B
Pre-OP Diagnosis: . . Operation: ... d - R.C&ovi Date : ). '?/ 2L
Surgeon: ... Luc CA—A-.... Anzesthesiologist: ... WA HYN.............. Technician: ..
TIME g |
OIAIRIO, LPM r Al . | EA°NE] k
:AI.O-‘SD-‘SEVO ) Lo 1 A L Antidiote
Drugs:
SRy O v e Swpestay
b= T 1 174
t iy [ 2NV, [ %
~._’_; !’i: W m L A .i h‘z} Blood Loss
. e Fat ‘ e ’
FD, /530, Al7 =)
TC0, v 2
C6 s’ _ [ Y
i3 —5-Pel ?
8P 240
V Sysiotic 220
A Diastotic
X Mean 200
* Heart Rate 180
w:: 160 o
1
mx;. 120 N Vi
‘w N
” a2
3 b, .
40 \
20
10 o s
VE ‘
LAB Values
.
,lz/ quipment Checked ang | Temp: induction Regional:
O HME O Fiuid Warmer awv Oiahal ; SPRCHY: o e
@ [ ClingFilm [ OH Warmer Orfe0, [RS _E‘fm O Epidural [ Caudal
sae 0O Hugger's [ Cotton Wool 0 Others omss F e N
. O Other O < “f
Temp Ske O Aiway Do [JNasal (o) z
O FO, Monitor ETTH L M .cm HeedeSwe:
0 3 0 o Duaa Elc-.rﬂ Parasthesia (JYes [J
Pulse Oximeter O Tracheos ”“""U"’P"“ Catheter t skin
(] Capmqraph D Sruq ........ mwm&m
0O ventilator O Awake 3 Direct Vision Bolus
0O Merve Sumutatr . O Video Laryngoscopy [ Stylette / Bougse Intusion
Position: 9 MG;::: AN L I:?alae l:helrwm: . Adbmpts: Biock Level
HHQW Difficutty Vity? ' Comments: .........coc.ocmicrn.
Line (Size & Location) Transporiation to
Eye Care: : O siiat = g5 0Py [ 0 Other
/%g‘; O Semi-Closed Circle =/ |+ 14 Retwrant Reversed ‘DlYes  [INe [JHA
O : gg::ﬂ“b Name of the Doclor -.... &P’Wi—ul& :
O Avake Signature of the Doctor -, e L\__
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*Date & Time:

=
Rainbow”’ N
g . x . .
i Patient Sticker l Children’s e BirthRight
L Hospttal BY RAINBOW HOSPITALS
A ind 1 takes @ lot 1 trest g e Your Right to a Sate Dalivery
POST-ANAESTHESIA CARE UNIT RECORD
| .
) 0 0hd .
Received in PACU by : /;f\omu ................. Time Received : »4”}‘73‘ Time Discharged : .......cewismuncricens
;:-g % IV Cannula Site :
w 230 230 | [0, Mask [ Nasal Prongs
5 220 | [ Tracheostomy [ T-Piece
(77 ] 210 210
] 200 200 | OO Orel Airway [ nasal Airway
E = ;
180
= 170 170 | Vomiling : OvYes ONe Drug: TN
% ;:g - :?; NG Tube : DOvyes ONo
v 140 [~ 140 | prain; [lYes Mo
130 CT 7V 130
A 120 ¥, — 1 120 | Urinary Catheter: [ Yes J No
% :;2 :::, Chest Tube:
90 0
g B0 80 i Onl
5 ATt~ 70 .
N AR L T s
175 50 50 (i L i ——— R
o 40 40
3
Y »
10 10
0 )]
PO,
POST ANAESTHESIA SCORE MINUTES "

(Modiied Aldrete Seore) IN 30 160 1 %0 out SCORING INTERPRETATIO
B e o ot st ) \ A Minimum Total Score of 8 is Required for
Abie tn move 0 extremities voluntary or on command =0 'L Discharge
T e g— 2

=0 L Exceptions to this, are to be explained in the

B st o1 orowmon space below by the Discharging Physician:

BP = 50 of Pre Anacsthetic leve =0 ?_, 2, L

cysatie oo cating 23 consoouswess L

Nk poeds o [ L

Pink =2 t‘,

Pale, dushy, blochy. pundiced, othier :; COLOR T+ Al

TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score __—— Intervention Signature
/ F
4
Pain Tool Used: CINPASS CIFLACC [JWong Baker [INPS Reassessment Frequency:
SP\:"\ ¢ B 1 Every eight hours for all hospitalized patients.
ANGESINESIOIOGISINAME oo R ”‘f" “?::mmr::;‘::‘ pan. patient with severe pain
v :

Anaesthesiologist Signature: L BT i St _ ': :::: i‘p’;‘j’:’r‘emi;:fe;m
o T S With in 30-60 inufes after pai relif inervEAtion

PACU Nurse Name : "FKWWU ................................................. Transferred to Unit by (PACU): .. Gch _;;f ]

PACU Nurse Signature: Date & Time:...,‘.LQ.I.:T.,J.Z.,.&,...@ .z.........:?.f_'_%ﬂf' i
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Hospital

Tt takes & kot o et the ide,

Department of Anaesthesiology

EPIDURAL ANALGESIA R=CORD

; &
Patient Sticker : Children’s .BirthRigh

Your Right to a Safe Delivery

DAY i diniivinnsmennens R TIR cseroeon ineasommconss Procedure done by ...........oooovroevevooooo

CSE /Spinal /Epidural POSION :.covennn SPABH i Technique (LOR/LOS) ............
Depth: Catheter at SKin: ..o L e e Ao SRR

Parasthesia : Yes/No if yes details : .............................

Solution COmPOSItion : ..............o.cooevvov )

..\K-u-.uu.---.."uo--.,"u--.".-uu----.---u--".un..-....-uu---

Any other issues :
| J——

b)

Infusion Rate . Level Maternal
Time (mi/hr) Bolus (ml) Left Right \QP Pulse FHR Comments

Delivery Details : ~ Time: .............oo.....  APGAR: oo SVD/ Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : ................
Patient Satisfaction : ...

Discharge /Shifting ordered by
Doctor Signature: ..o
Doc!o-r NaME: oo

Date and TiMe © ..........vvieeiicseeeeee oo

——



GUC-00084946 IP1800036395
Mrs CHARULATHA

22-08-1997 23Y1DH1ED {F)
Dr. LUCETTA AMELIA

M

. Childran® -
W Puntielt RO PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: Lo TRANSFERRED TO :(J]|
1 _|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed \.Ln-!
b.Surgical procedure & correct site verified Y-u
2 | Airway & Breathing
@a.Oxygen delivery (mask/cannula/ventilator) secured Yy
b.SpO: within safe range S
c.If ETT: position confirmed, ties secure, cuff inflated AR
3 | Circulation & Hemodynamic Stability
a.IV lines secured & infusion running correctly L-FJ-—I
b.No active uncontrolled bleeding \ %
c.Last vitals recorded before transfer Uﬁ{
d.Central line hubs are closed .,e:(D
e.Dressing Intact WO
4 |Pain Assessment
a.Pain score assessed & analgesia given ')01{
b.Reassessment done U o
5 | Wound, Dressings & Drains o
a.Surgical dressing intact L"”)
.All drains fixed, output noted AL
c.Catheter secure & urine output recorded L g
d.Splints/casts/traction devices stabilized fl\ﬂb
6_|Medications Pre & Post-Op Orders
a.Medications due time noted Vel
b.Pre & Post-op instructions (NPO, position, mobilization) communicated ; ‘flﬁf
c.Emergency meds given in OT (time & dose documented) tLQ;
7_| Equipment Safety & Transport Preparedness i
a.0xygen cylinder full & ambu bag at bedside y_u
b.Bed/side rails up and brakes applied A0
____lc.Special positioning maintained as per surgery UJ\
8 | High-Risk Patient Safety (if applicable) ‘
a.Chest tube: underwater seal below chest level W N
b.Epidural catheter secure, infusion checked .\jL) .
c.Pressure areas protected (heels/elbows) WD
9 BLOOD AND BLOOD PRODUCTS TRANSFUSED no
10 REPORTS AND LABS HANDED OVER Yoy
11 BIOPSY/HPE SENT AD
12 |Documentation
a.Documentation completeness y.A
[Transferring Nurse: mud—‘
Receiving Nurse : ‘ LA
Signature of Incharge: Dy |

RCH/GDY/FRM/CLINICAL/598







GUC-00084946 1P18-00036395
Mrs CHARULATHA |

22081997  28Y10M18D (P} Rainbow® &

~ Y Ghildrers | R BN

It bk 2 I Lo breit Wb litthe, Your Right to a Safe Delivery

\

SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
’ the procedure. Use clipper if necessary "f
A
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) "{_ 3
3. Antibiotic prophalaxis given within 60mts prior to skin incision
Yy
4 Use a checklist based on the world health organization-19 item surgical
: checklist to ensure adherence to best practice Lf,ﬂ-[
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
d in combination ‘r,ﬂz‘
6. Maintain normothermia during the surgical procedure (>36 deg C) LF —'°j
POSTOPERATIVE
4 Maintain and monitor blood glucose levels regardless of diabetes status
: between 110 and 150 mg/dl AD
8. Application of incisional negative pressure wound dressing AD-

Docu. No. : RCH / GDY / FRM / CLINICAL / 322







"2
Rainbow®
Children’s ‘ BirthRight
PATIENT TRANSFER FORM Hospital_ | ) rzeeonedes
- GUC-D00B4946 1P18-00036395
Mrs CHARULATHA
ms-mr zu v w u 18D (F) Date & Time of Admission DaEe & Time of Transfer Order
LG ok oly tLe
o FN o o} M
Treating Consultant Name Transfer Ordered by Reason for Transfer
‘ M ﬂw“rl“
B JaueH by vinttd o~
From Unit To Unit Information to Attendant
M 44 Jreer Yes[ ™ o]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
u @ M&ndam
P
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. item Name Quantity
1.
2
3.
4,
5.

™ | shifting Summary / Notes Written by Doctor :

v,

) Shited

Yes[] No[]

ovdel by @b’Vth“'@

N'ame & Signature of Person who is Transferring

}wﬂ%%%

Name of Person Ordered Transfer

b vinig

Patient & Clinical Records Received by :

r

Date & Time of Patient Received :

~ MO[U«/GO?B{ > at g, 20Pra

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

(] Unavailable Bed

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

(] Nurse not Available

[T] Available Bed not ready
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22-08-1887 2BY10M 190 .

Dr L!..ICETTA AMELIA DIA,

[T IIIIIIII Hospital
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Children’s . BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Detivery

Date: ...l.{.l.oﬁﬁ:(.)..Q::....f:a‘..“ Time: ... 120 2. e PN
E{ZB kg/m?
ONgIN: oo R ol Height: .| S22 ... Weight: Ea,e% BMI: [0 ~ 28 kg/m?
0 ~ 30 kg/m?
Food Allergies: ... oo

Diagnosis: EMER@\ENLVL&C&

Type of Diet: Z/qudid 71 Soft I Normal ¥ Diabetic (R OM. o oHA -
[ Vegetarian AB@-Vegetarian [ 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, Dal and Vegetable Curries Soft Cooked, Curd @

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

Ratient's / Attendant s Hudlha op, Dietician’s

Signature: (%% ‘i l _

Date & Time: Ul""‘}\)@@\\?hz(}?"\

Doc. No. : RCH / FRM / CLINICAL / 195

Signature: 74@/2[9'?53@

Date & Time: u)n“—*h—&;@l?‘bp?p\

(PT.0)
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DIETARY NOTES
Date Time Notes Sign
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