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INVESTIGATIONS
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MEDICAL EQUIPMENT ( WARD & ICU)

Connecting | Disconnecting

‘- Date Name of Equipment Time Time Order No. Signature
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PROCEDURE

Date

Procedure

Quantity

Order No.

Signature
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Staff Nurse
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Billing Supervisor
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C-00009693
4re PRANTIKA SINHA —w®
08-05-1089 7YimarD  (F) Rainbow

Dr. MATHANGI RAJAGOPALAN Chlldren's . BirthRight-

AT Hospital_ | s
1 takes & ok 0 bk tha Bt Your Right o & Sale Dativery

SURGERY DETAILS

IP18-00036290

Date : .03 0F 28 s
Patient Name: M"SP'M“TLKG\C'?‘”M Date of Birth: 06].05.119.89......... Age: - b (%
Gender: ... Feonal ... Ward: s R S UHID No.: Q§ﬁﬁj36270
o of Surgey: . 021071 2:80 . IO CIOT-2 [OT-3 LIOT-4 LIOBE o7 [ 08G 0T-2
Name of the Surgery : T 5 e 14 A G

Time in o\\gﬁ"”’l Time Out SN 1 1 - ;. ) SO

NAME AMOUNT
1. Surgeon D”'Mﬂﬂwrﬂl
Anaesthetlst | mm;}}mdh@k&\mm :
Assistant Surgeon : D’r'ﬁkﬁﬁrmﬁb'f.ﬁﬁdew:;&ff!ﬁ P15 SO
OT Technigian ¢ oo BSOTLTRAR B
Circulating Nurse I[N W 1Y 177 1 T ——

6. Assistant Nurse :......bZM..:....Sun,dm.f .......................................

> W W

o

Special Equipment: O Laparascopy ] Broncoscope [0 Harmonic [ Morcelator
1 C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa
[ Neuro Cusa 01 £

: /@;ﬁﬂq %91 Y

Signature of the Surgeon Signature of Circulating Nurse
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Circulating staff (W\AIML\’L' Technician: ., V5, Vo Date : ,37°Z4‘ ........ 1
Anaesthesia Disposables oveg Y uses | Surgical Disposables tssoed | Y veng| DISPosables (Baby Side) | u"-',_'
ET tube MajerPack | N \ Inj VitK __— ]
LMA - Sutures 02¢,- 1 £y Cord Clamp P i
ECG leads {4/ P /N A 12510, (| Suction Catheter
HME fitter : A/ P/ N 224 || Feeding Tube—p 2= [
Syringes : 10 ¢cc— ) Vaccum Suction Set

05 cg— 2 | Gloves o X [, | Surgical Gloves
02 co— o 4 LeeC 9 | Gauze Pack_ %
01 ce X Syringe 1ml /.2m) Sm( 1/
| Cautery plato /RY P/ N | | Surgical blade < 5 _ \ - | Surgical Blade # 20
Vsgg — I | NG tube Koochies (S)
RL— Ly | Cautery penci M Qwd wde dor] |7
o i _
NS : 1omi/ 100mi /600mi 1 Ao00m {' | Koochies Dyedtechive Shey ]
30 M?«lﬂn G mpnl, Qintments T)mp,ggﬂ:g oo gt 2/
WIS Lol ong I | Suction Catheter
Fentanyl n/oe ffe 2t \Y, |- | Cap, Mask
il TS I o] Geuze Pack,— g | CIF)

Ketamine . 7 {. | Mop Pack 2

Rropeior & | Steristrip

Recuronium= 0 M- [- | Underpad \

Glyeopyrolate Evade &on S| Draw sheet

YOOI 121 0 omen: L. [4)] Abgel 2-

Ondansetron ,— 1 | Foleys catheter

Pencan 25¢/ Spinal Needle 22 " | Urobag

_B_upivacalrle 0.25% Chest Drainage Catheter
Bupivacains 0.25% (Heavy) Romodrain bag
208biotos vl Ema ol e |7 | Bandans
| Medaz elom 7| 1| Tegaderm £s 4\ \
s loban

Anm:sum;zso«mmom Doubls J Stent

Supridol : 100mg Vaccum Suction set | '

Justin: 12.5 mg/ 25mg / Gomg \_| Plastic Bed-Sheat A oy >

Tab. Misoprost : B00mg \ | Betadino Solution v
Mowm Oad T yal \ | Microshield

e | | Cotton Balls
@A'\n\k ul}\ DQ\: ] Lmsm \"W"S
e \__ | Ramdione Scrub
e Saral
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

. b= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ '~ Tel No : 044-40122444
Hospital "™
. Rolabiow 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.
(1IN AR LERLEOnt O L I
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036290 Ward 8F-OT COMPLEX
Patient Name Mrs PRANTIKA SINHA Bed Name MICU 804
AgelSex 37Y 1M27 D/ Female Order No 18-0001721165
Date 03/07/2026 13:08 Prescription No PRIP18-0624599
Payor SELFPAY Dispensed Date 03/07/2026 13:21
UHID GUC-00009593
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL R110325 1128 2 151.00 302.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) Bdyrabr GENERAL 250824 08/28 2 1,303.00 2,606.00
DISPOSABLE APRONS )
3 STERILE XL Mediblue 1010626 04/29 3 120.00 360.00
4 Erprephopss gloves- H 260501801T 05/29 5 128.00 640,00
GAUZ SWAB 10 X 10CM )
5 12PLY 5S X-RAY Bapu]i Surgicals GENERAL M2645010 03/29 2 123.00 246.00
6 i:g:‘;'g SUPPOSITORIES 100 o0 | aporatories Ltd ~ H 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 S00MCG1S CIPLA LIMITED H 6GHO162 08/27 1 105.12 105.12
9 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X- DATT MEDI
10 RAY PRODUCTS H M2642004 12129 3 949,00 2,847.00
NEW MOM DISP
11 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 164101 04/31 1 204.00 204.00
NEWMOM DISPOSABLE
12 PADFIXATOR.XXLARGE DYNAMIC TECHNO 106693 01/31 i 210,00 75t
NITRILE EXAMINATION
13 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25,00 500.00
14 NS 500ML CLOSED BOTTLE Denis Chem Lab Ltd H 1C261607 02/29 1 93.94 93,94
15 PROTECTIVE SHEET 20X20 Local 1010626 04/29 1 250.00 250.00
16 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
QUICKSUITE OT TABLE
17 SHEET MIDLINE SUITEL H 2605161 06131 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
18 100 ML LTD RC126029 03/28 1 103.00 103.00
SGLOVE #6.5
19 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26C3005 02/31 2 91.00 182.00
20 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 787 767
TEGADERM WITH PAD
21 (8591)BIG SCM*25CM 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 814.50
UNDERPADS CARE 60 X 90
22 (FRIENDS) 20062026 12/30 1 205.00 205.00
23 VACCUME SUCTION SET ROMSONS GENERAL K26C010031 02/31 1 739.00 739.00
24 VICRYL 2-0 VP 2317 ETHICON SUTURES-J&J C1 T5052 09/30 1 888.00 888.00
25 VICRYL PLUS 1 VP -(2347) ETHICON SUTURES-J&J C1 T5072 10130 4 951.00 3,804.00
Total : 11,751.97 19,397.97
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Printed Time : 03-07-2026 13:21

Pharmacist Name :

GRACE PAUL RAJAN

Page 1 0of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy |
e |
. g s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA |
Rainbow 600015 |
Children's _ Tel No : 044-40122444 |
Hospital  Brthion |
Raibsw  VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914 -]
DL NO : |
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR LR T T T L [[
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036290 Ward 8F-OT COMPLEX
Patient Name Mrs PRANTIKA SINHA Bed Name MICU 804 '
Age/Sex 37Y1M27 D/ Female Order No 18-0001721164
Date 03/07/2026 13:08 Prescription No PRIP18-0624602
Payor SELFPAY Dispensed Date 03/07/2026 13:23
UHID GUC-00009593
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare
1 BIOXAMIC 500 MG INJ Pavmeoeulicdis H C3B10004 01/28 2 73.23 146.46
2 e fﬁES‘C INAMPO3.  Neonbsborsiorieslsd  # 45120 11/28 ] 3110 31,10
3 CABOPROSTINJAMP 250 | Laboratories Ltd ~ H 097132 08/27 1 318.50 318.50
MCG 1 ML
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026824K67 01/31 1 21,83 21,83
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 2 21.56 4312
DSYRINGE EMERALD ML BECTON DICKINSON
G BP (50) (BD) 5322615 10130 1 12.00 12.00
7 DSYRINGS Z5MLINIPRO)  NIPRO GENERAL 26B04K17 01/31 3 11.25 33.76
8 ag&%’scmomes JMS GENERAL 122265086 0328 3 32,34 97.02
9 E‘I’Lﬂ?\f‘_f“ PAVTOCIMINY. esniiamobontsd & 091690 02/28 5 18.90 94,50
INTRAFLOW (AUTO STOP)
10 e ROMSONS K26B010515 01/31 1 525.00 525.00
1 MEZOLAMINJSMGSML  NeonLaboratories Ltd M1 V304628 12127 1 31.55 31.55
12 NEEDLE 26 11 2INCH Dispovan GENERAL 01654R 12130 1 3.38 3.38
13 ONDOKIND INJAMGZML  SWISS CRITICURE BA26025 01/28 1 12.72 12,72
PREGELLED SURGICAL
% olites ADULT) Erbee GENERAL 2510302409 10/27 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabl India
i et 1D262078 03/29 4 69.39 27756
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
W A (8D) 2512026 11/30 1 448,50 448,50
Total : 2,906.25 3,371.99

Receiver Name

Printed Time : 03-07-2026 13:23

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

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

] ) 600015
Children’s _ = Tel No : 044-40122444
Hospital """
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/ 103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR I L (LR
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036301 Ward TE-PVT/SUITE
Patient Name Baby B/O PRANTIKA SINHA Bed Name CRDL-PVT-709-1
Age/Sex 0YOMOD3H/Female Order No 18-0001721173
Date 03/07/2026 13:20 Prescription No PRIP18-0624601
Payor SELFPAY Dispensed Date 03/07/2026 13:22
UHID GUC-00093367
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
EABY DIAPER NEW BORN
1 ZEDDYS 108 PACK H 10062026 12/30 1 255.00 255.00
2 ﬁg‘é}zﬁéj’;ﬁf PLY(5  papuji Surgicals GENERAL M2641119 04130 3 100.00 300,00
3 KLICK CLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
Total : 394.00 594.00

Receiver Name

Printed Time ; 03-07-2026 13:22

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10of 1
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| Jo | abed RAINBOW CHILDREN’'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy .
g s
o . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's Birtnn  TelNo:044-40122444
Hospital Bt
JRalabaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LR T T
IP No IP18-00036301 Ward 7F-PVT/SUITE
Patient Name Baby B/O PRANTIKA SINHA Bed Name CRDL-PVT-709-1
Age/Sex OYOMOD3H/Female Order No 18-0001721174
Date 03/07/2026 13:20 Prescription No PRIP18-0624600
Payor SELFPAY Dispensed Date 03/07/2026 13:22
UHID GUC-00093367
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ReLEeSTaE H 44RW44GU 03128 | 299,00 269.00
Total : 299,00 299,00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
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GUc-uuwaaw 1B 8000 55
Mrs PRANTIKA sinwa -
06-05.1989 TYimzrp

Dr. MATHAN
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Rainbow®
Children’s
Hospital
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BED SIDE CHECK LIST FOR NURSES

BirthRight
BY RAINBOW HOSPITALS
Your Right to 5 Sate Detivery

Date:

¥ 09\'} | ;ﬁr\-dr

Doctor's Orders

) 4es |

Carried out or not \[Qj) \‘[QA \4«{5
Bed Side | -
Structured Handover done JOf \ Jt5
IV Sit \g@b yoy |yt
Central Lines N QP Mn
Arterial Lines NA f O N \k
Feeding Catheter NS D
Urinary Catheter YO NO» W,Q
il Skin Care ',\[ﬂ, R )\J 9
L Eye Care NP TQP’ N H
Mouth Care N [ NP A
Sterillum Bottle, Stethoscope VS Y9 [y 94
Suction Bottle (Should be clean &, empty) '\/W) N y : 754
Intubation Tray N& Q& I\.\ n
Ef'&ﬁ&%%"%ﬁ’és with Midazolam Né @q
bty o pars) NP
Ventilator Tubing, (Any Water, Blood) N ey ‘:59» M P
Humidification Ner | P [y 1p
ﬁﬁ%%’?:?:"g'gf:ﬂaﬂ Preparation) o~ [ QR ND
Chest Physio & Nep N [ [\
Handed Over By Name : 5@{_ 3 W
'jgnatura . /@V:O/ qy\"
Date & Time: 0‘%\? @\M 0 \4,\'1{:
Hand Over Taken By Name : o rﬁ‘y‘ M W
Signature : Y] %aﬁ 9/\
Date & Time: M\ MR

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

‘r,‘
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Children’s

Hospital  Srthion

Rainbow

Rainbow Children's Hospital - Guindy

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

—

ADMISSION SHEET
| ' ; ETCO e

Registration Details :
Admission No : IP18-00036290 Admit Date : 02-Jul-2026 Admit Time :08:45 PM UHID : GUC-00009593
Patient Details :
Patient Name : Mrs PRANTIKA SINHA Age :37Y1M26D
Guardian 1 ANKIT SAINI DOB : 06-05-1989
Gender : Female Religion
Occupation : Martial Status . Married
Address (H) : FLAT NO -1 BLOCK A 1 PLAZA GREEN ACRES Phone No : 9830680005

JUDGE VEERASAMY ROAD KAMARAJ NAGAR ; .

VTC PERUNGUDI Perungudi Chennai Tamil E-mail + PPANTIKA.SINHA@GMAIL.COM

ﬁ Nadu INDIA 600096

Admission Details :
Bed Type : DAY CARE Bed No :ER 101

Room Ne : ER 101 Admission Type : First Visit

Ward Name : OF-EMERGENCY

Contact Details ;
Name : ANKIT SAINI Relationship

Contact Address : FLAT NO -1 BLOCK A 1 PLAZA GREEN Phone No
ACRES JUDGE VEERASAMY ROAD
KAMARAJ NAGAR VTC PERUNGUDI
_~~ Perungudi Chennai Tamil Nadu IQDIA 600096

:W/O

: 9830680005

Signature

Co-Consultant

Doctor Details :
Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation
Referral Doctor : Dr. Mathangi Rajagopalan Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details : Deposit Amount  : 7000.67
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 02/07/2026 20:46 Printed By : 017420 Page 1 0f 2







#i, . 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 3‘:““ WEB : https://rainbowhospitals.in
ainbow
ENE ONSEN ENT
Patient Name: Mrs PRANTIKA SINHA Age : 37Y1M26D
IP No: IP18-00036290 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 0F-EMERGENCY/ER 101

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insn'*:ce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
carc 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
cie;a;gnce. In case of failing the submission, | will pay 200/- Rs.

(R

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

Signature of Patient/Relalive: W

Name: 7 AMK It SAIN Patient Address:

e " FLAT NO -1 BLOCK A 1 PLAZA GREEN
Relationship: 7 SPOVee ACRES JUDGE VEERASAMY ROAD

. 2 —07~ J, ww b KAMARAJ NAGAR VTC PERUNGUDI
ate: O i Time Perungudi Chennai Tamil Nadu INDIA

Wittness Name: %u/ LN 600096

Wittness Signature:

Printed Date / Time : 02/07/2026 20:46 Printed By : 017420 Page 2 of 2
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Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

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

As per the G.O.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.

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

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

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

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

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

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

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

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

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

categories of rooms. No attendant is permitted in ICU's.
All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

ﬂ Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
>
|

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

DECLARATION
I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : ~— ‘PRAK\TIK A S|MH& UHID Number : q 6—(%}
Self/Attendant Name : > ANRIT  On N Relation :
2 POuCE
Self/ Attendant Signature : =~ &9}“ Name & Signature of Financial Counselor
Phone Number : > .
3&u7le\9)
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Obstetric Hostory: Obstetric Examination
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Draining: [ Present [ Absent [ Bleeding
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Vaginal Examination =)

L J Cervix: [ Long [ Partially effaced [ Effaced

Height: b em )

Weight:..16...5 kg 0s: Closed Dilated

A“BFQIBS‘...............].\.{.‘..1................,...............,.. Membranes: D Presem D Absem _

Breast: [INormal [ Abnormal Liquor: - O Clear [ Meconium [ Blood Stained

General Examination:
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Family History:

Surgical History:
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Medical History: Medication History:
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Plan of Care: Investigations:
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MEDICATION RECONCILIATION FORM

Drug AlJErgies: ............. Ni ............................................................ Vﬂ’ﬁ 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: .. RPN o/ ve NS SHIFLEA 10! oveernereresessrsmmmsssnssmsnsssassssssssssmsssmssssnsgess
e mmsm'é“ﬂ{iﬂi'##ﬁ‘ LeTTeRs) (m‘;‘,’ﬁm | (pu,mi_ ) | FREQUENCY ok ?%h;?%‘lﬂg
1 5 > - Oc 0Ooc
2 Oc Ooe
? Oc Ooc
‘| Oc 0oc
_ Oc Ooc
. Cic Coc
' oc ooc
8 oc aoe
9 | Oc ooc
10 ¢ 0oc

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

Doctor Name & Slg\atura b L e Y Y T e (o kDN

Date & Time : .Y A1 &b o B [T

Nurse Name & Signature: . M ‘WM

Date & Time : ... . 4 %\Ab N o A 30?““
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[NMIANMINININ  \EpicATION RECONGILIATION FORM

[T Ra—————— ot known any Drug Allergies

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

Shifting From: Tuﬂm{ Shifted t0: ... L. O rernirsrnmsensessssssssiisnassnsens
B (azuem’é‘ﬂagnc%m fmens) (m?;?:ig) (PO, ?&%ug: jv) | FREQUENCY Iﬁ:f:;u#.f: ?‘;ﬁ%‘:&‘
! Oc Ooc
¢ Oc Ooc
p Oc 0oc
| Cc Ooc
5 Oc 0Obnc
6 Ooc ooc
7 Oc ooc
8 Oc ooe
9 Oc oinc
10 Oc¢ [doc

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

| DOCLOr NAME & SIGNAMUIE : «..vuevrcverrersasessisssssrsssssssississsssenses s sssassns s ssssons
DB & THTIB © voovveeveerecansssssssssessesnsssssasesssssssssssssassassssssssassssussasensssssstssasssssnssassnss
Nurse Name & Signature: E-. w""&r
Date & TIME & ...vvvvvvsersereannsaene

AR
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MEDICATION RECONCILIATION FORM

TG ————————_ ot Kpown 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: e DR SO 10 1)
SNo (aiumgﬂnﬁ?m#:{d LEsn'ens) (m[;?:fcg) (po'?q%lgsc' ) | FREQUENCY 'ﬁ:sgﬂ?f‘i‘ ?gr:?g;s'lgg
1| T SupAter 158 | v |59 25P% |\ oo oo
P ,LJ", P/YY\/ 4’(9/{:/% v o g|e Y ij/C.f[:lDC
L emeses | g W || |Soom
| , / J Oc Ooc
5 Oc Ooc
6 Oc Ooe
7 Oc Ooc
8 | Oc @aoc
9 | oc oOoc
10 | oc t::mcJ

* (- conﬁnue DC - Discontinue
MEDICATION HISTORY RECORDED

Doctor Name & Signature : .
Date & Time : ... 3\%\%3}’ aﬁ»
Nurse Name & Signature: ... f\"ﬁ s

Date & Time : .. 81:! .Q-b
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MEDICATION RECONCILIATION FORM
(T ———EEE L’_I’N'él known any Drug Allergies

Medication Reconciliation will be done a 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 tp ICUs)

ShIfting FIOM: wuccueeissensansen difirs f'/ Shifted to: ........ :%' *H" ........ %
SJio (GENEBI??&H&I:#:F EETI‘EHS} (mun?:aig) (PO, [:l%l.j?c. jy) | FREQUENCY 'ﬁzis: ;DT?,?,E ?ﬂs':?gﬁ:g
1 Tng . CUPALEF |59 Jv T, gﬁ\ggfﬂc e
2 | dna. (LeréwE toma, gc oD |2¢" Do
3| ¢ P Yowy | PO 8D f¢” 000
| e e 9 & o | o¢ O0C
5 | JULTIN CUPPLS (TORY \ormeq Pe_ (20 3\‘\’05” ,5 goc
6 Oc Ooc
7 oc [Ooc
g | Oc Ooc
9 Oc Ooc
10 | Cc Ooe

* 0- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY &
g3l

Doctor Name & Signature : . B Shreedead.....

I PR |1 | VL T ——

Nurse Name & Signature: é,{* NVE A \m\ﬁg\b
Date & Time : &(‘”{\W
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DRUG CHART
Date of Admission: {ﬁ\"[Katc’ Drug Allergies: M\wc;mt known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Pleaseuse 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 iinaI through it and a similar line through subsequent recording panels.

- maateandtimeofstowmthed‘uualonﬂmmmmnmandsignnmstbemnﬂone_d.

- Only one chart should be in use at anyonam.vnmmcharmhm. a new supplement can be kept within this
drug sheet folder. :

NURSES - _NurscsmstfolqwslﬂcﬂymeFNE RIGHTSbefma&Mﬂsuaﬂonotrrmm.

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)
Date

i | pRUG:
| _
Dose Route | Frequency Start Da

{ ['Doctor's Signature: Vaiid Period| Pharm.

Additional Instructions:

l

DRUG :
Dose | Route Frequency Startnate’

Doctor's Signature valid Period| Pharm.

‘Additional Instructions:

DRUG :
Dose | Route Frequency |Start Da

Doctor's Signatur Pharm.

EHIHED BY : NAME ..coovemisiinmmasness

Additional Instructions: :
| s rt 4" S ‘ "
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Dose Raute Frequency |Start Dat BV
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Daily Doctor’s Endorsement by a Sign

DRUG - Cigs - PA/{\/ -’@ Date \ d( .-

Dose | Route || Frequency [Start pat . o

0 ED } 72

Additional Instructions:
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I

Daily Doctor’s Endorsement by a Sign

oRUG: ok . ActON PR Date} - 9

Dose | Route Frequency |Start Dat “InIS-K
[ o | 119] 3 vaVva
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\b\ﬂf
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DRUG : JUSTIN SVPPOSHoRY

Dose Route | Frequency | Start Dt.
oy | DA | 2D | 2 |5

AN

REGULAR PRESCRIPTIONS weie 139 warg 21 flEDY-

ate_g

Y

1%

i)

Name & Signature of the Doctor /
Starting the Drugs: '

wq‘ix’z&‘
Additional Instructions: ¢l g
(nad v A
"we “
Daily Doctor's Endorsement by a Sign
DRUG: TOR (eryuen (e \ 4]

Dose | Route |Frequency (Start Dt

1

DRUG :

Seo™M o [t-0 -\ |aDPe [ |/ A
Name & Signature of the Doctor =
Starting the Drugs:

WZ2TBRN
Additional Instructions:
AeS

ALY

Daily Doctor's Endorsement by a Sign Dy
o Date

DRUG: Yo ™neTpoeil s b\ 3ch
Dose Route | Frequency | Start Dt. anvn'

L oc ?}o =¥ 4\7)21 ; /
Name & Signature of the Doctor 1
Starting the Drugs:

224> 2 n
Additional Instructions: i ;
@
N2
Dpre Ry
Daily Doctor's Endorsement by a Sign D,
" Date

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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Sheet No: ............. REGULAR PRESCNPT'UNS Weight .............. Ward .........cciiiens
DRUG : Datef
: e .

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 Endorsement by a Sign

—

DRUG :

DRUG: e
Dose Route | Frequency |Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign

" ~ |Date

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endnnumuni by a Sign
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Eanry warning Observation Score Chart - Obstetrics

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

Date

. ¥

3

Time

10

11

12

73 s

10112123’4)567

B

RESP

=30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered 0

L/min,

|

40
39
38
37

3, dway

36 .

faD)
\

3

w35y

2H

0
140
130

120
110

100

1{'

218y

80

80

@

70

60

50
40

190
180
170
160
150

140

130

N\

120

S
a‘/

110

100

—p
anssald poo|g 1|o1sAs

a0
80O
70
60
50

130
120
110
100
S0

80

70

60

-
aINnssald poojg Ajoiseiq

50
40

NEURO

Alert

RESPONSE

Voice
Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +

Protein > + +

Lochia

Narmal

Heavy / Foul
Clear / Pink | | | | | | | | | | | | | | | I i | | |i ﬂ | | |
Green
TOTAL YELLOW SCORES ]
TOTAL ORANGE SCORES !
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cany wufNing Observation Score Chart - Obstetrics

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

Date s . AT, =
03\?}7)" Time | ® 9‘10£11®@©4557({8)9 10|11 1[2[3{(%Ys]|se]7
=30
{wri?{ff;e in 2130 é@n b
corresp. box) 11-20
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40
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5 36 A L/ .y
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@ 60 5 (4 i
5 50
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(v Pain
Unresponsive
URINE > 30 W, 3 i £
mls { hour < 30
PrGERIRLE Protein + +
ey glidad Protein > + +
Lachi Normal - e
i T Heavy / Foul
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date " o /N .y R 2
L?]?’Ta‘b Time}g‘g wo|ulfi2) 1| 2]3afs|s]7]s)09 1011@1 2|3 ldﬁs 7

> 30
21-30 o) 0
11-20 e
0-10
94 - 100 % f [
<94 %
Administered 0, (L/min.)

40
39
38
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35 i ey
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I 120

]

=1 110

= 100 i %
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60
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B a0

NEURO = Alert J/’I | | | | LA T [ ] = 1 | ] | = | j

A ]
RESPONSE Volce :
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AN 8 e e
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h ®
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{
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(_FLUID CHART )

SheetNo. : ............. @ ........

1. All measurements inml.

(= Intake Output Ve ]
“Date | Time i Route NG | Diahosa | Vomit | Oranage | urine | shicpe o, -
Mouth | 1v [ ng
08:00 am
03:00 am
™ 10:00 am
P 11:00am —
12:00 pm
01:00 pm | . ] |
Total Intake : Total Output :
0200 pm [ ﬁ{ [ N
03:00 pm l l | |
04:00 pm f ;{
05:00 pm
06:00pm | - k
07:00 pm 0 | [
| Total Intake - [ Total Output ;
«08:00 pm | _ loiM no -
08:00 pm ]u:m“ (g™ ‘ Tollw O~
o 1000 o | |00 T
10miHyey | Jep Ure | W
M 1200am | ' : 200 | NO
0:00am | Jdop oo o[ &
Lrotal Intake : g‘bo : Total Output: - D5 pya §
T o], | nO
[ 03:00am | ¥V | O [(fu,
| (M0an[ p | ] W T L ;
T Y B e e & | G |
]{}E{}Dam[ O | ' [ |‘ ; : rE’é{J o | _-T
00 am | AN ErYYE | lloo | ©

] - Total Output: ) (- )yt
. - ; "
Total 24 hrs, Intake &3 i | Total 24 hrs. Qutput
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1. All measurements in ml. '

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

®>3\3h L Intake Output Ty
D;te I Time Or#a;}trj% Route NG | Diarhoea | Vomit (Drainage | Urine | Phiebitis Eﬂe !
{ Mouth | v | NG
08:00am p) ] loom| © |4
- 09:00am | \M lagm) tocud] O 5@; ;
_ 10:00 am | Soo toom\ | ©
11:00am | N 195 1% 1o Pis)
1200pm | 123 1S0 | ®. D
01:00 pm | 85 100 [ [so
Totalintake: V' 9 13w ) Total Qutput ==ty |
02:00 pm 1‘-\)% o0 {195 . oM O Ry
03:00pm jyo®  [\@o\[\oK b/‘/ €o_{o S
0400pm |\ o | taot | ks il 4% | © =
05:00 pm ﬁm’ I;)Ow?' ~ KRS 0 UL
0600 vy o | (o |22 5 o
07:00pm | ¥@o | OO A" 2 , oW O
Total Intake : bSO )\ %—‘P:‘s\ti{ = 1yoo\ Total Output: Qo sy
408:00 pm |og SOl o S
09:000m | Hapn | Do | [25 JsO | © jewe
™ 10:00om [ Mo | 000 | TVE o) o | e
10| Popl 100 | 2| for
1200am | e | A
0t00am | B a ol lwo = t/(/‘)
Total Intake : £ 5 - A, () ; Total Output : 30*0“4
02:00am O l
wmanh Yo - | [0 24p| © [k
04:00am | o |5
i50am oo | (0O © 3}“{
06:00 am u‘JA . gp.o o | /h
0700em o g 900D | . L6 ||
Total Intake : An,—)‘y\.@ S b APORN _ Total Output : qﬁﬂhr?
Total 24 hrs. Intake 4 yF25 t ! | Total 24 hrs. Output [ 6 5 AN
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1. All measurements in mi,

|}

2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

G ] FTal Intake Output T
Efata. T;ma gtlaFt'qug Route NG | Diarrhoea | Vomit !Dralnace ~ Urine T%E'} ,i’gé'
| Mouth | 1v | NG e o
%0 4190 i5p o 1P
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00|y )5 o 9550 0 | 157
11:00am A%50| n PiL
200m| 1y 0 10 O 1
[ 01:00 pm 0 | pb
Total Intake : £, 0 O Total Qutput: 5 ¢) O X
02:00 pm [ 0 |
03:00 pm lopm Aoty | 9D 44_{
04:00pm | 1400 | Jha © [dr/‘ '
05:00 pm 8] )./
0600 | Mor | Jopns geor | () | |/
0700pm | hay | | | p— 0 b
Total Intake : Total Output : .
.08:00 pm Jamwlt [ O W
02:00 pm |41 o aoa)] O LY
10:00 pm ot Y [
1:000m My © Byl O |
1200 am : Q [
01:00 am | ik X
| Totalintake : SO wa| Total Qutput: - Dpowa )
I %ﬂum Uy o [Deeny I | © 30
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Tﬂallntaka:j.goW- rettie

Total Qutput: §op yw~ |

Lmt 24 hrs, Intake ‘ \ [_: qgo 7!
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NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: CYes K0 1 Not Known
=
§ (lfL—DlLL \p,u 1 8 A I %M f))cﬂcw\ 3 If Yes Specify: .........cccvvervvieeiiccicccnan,
% Surgery! Procedure: Pqst OP Day: ik &
ol [loue \\ \‘\)é \,7\ o \q\D" \ Df\'iH,z/v \&\}J‘"
§ Shift ; > \)\ 3 ‘.:r, 3 Al ™M g‘,
& | Medical Condition 0 - -
% | (Any special condition to be noted): | — - ' - "
=< - = = < g
= | Diet Adiet [(OF ™ i G d QY ol
Allergy: O Yes [0 0 Yes-) ﬁo DY&§/:‘I Noj=rYes CiNo | CZ¥es I No | es (1 No
Ventilation (RA, NP, NIV, VENTI): LA LA .| PP L ol
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. Vital Signs: Temp: | Qi 9 A8 QF | 0@ [4p 2f 1924 | ad. ot
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Pain Score: | O)to oW NAE p!.,. oo | 0lw
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DVT Prophylaxis: [ Yes f‘lﬁp O Yes OAG DYasvé No | T Yes #No | Yes = No | 0 Yes ¢ ,No
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History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?;:lsl’&ore Action
Secondary Diagnosis Yes 15 @) 0 b
(more than one diagnosis) No 0
Furniture 30 F
_ Low Risk 0-24 b
Ambulatory Aid Crutches, Cane(S), Walker 15 = o) o TCA
None /Bed Rest /Nurse Assist 0 Y
2
IV / Heparin Lock or Saline :es (? Implement
- 0 © ol Moderate Risk | 25 - 50 gge:ﬁgnﬁ’“
Impaired 20 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O @} 0 Implement High
Forgets limitations 15 o Risk Fall
Mental Status High Risk 251 i
Oriented to own ability 0 o [ Q0 r;:aﬁgﬁgign
Total Morse Fall Scale Score: ) 0D s
£
Signature (6/

Tick (v) whichever precaution taken.

Risk Level and Interventions

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

[ Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients
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72]

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

[ Initiate constant observation by healthcare pravider as appropriate to patient's needs
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(immediately or w/in 3 months) No 0 Risk Level Mm‘(’;:'s”scm Action
Secondary Diagnosis Yes 15 (e} D 4>
(more than one diagnosis) No 0
. 30 |
Al Low Risk 0-24 i
Ambulatory Aid Crutches, Cane(S), Walker 15 () Py ©
None /Bed Rest /Nurse Assist 0
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IV / Heparin Lock or Saline : : ao 10 Implement
g Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 Prevenﬂqn
_ Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 (o) 0 (@) Implement High
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Oriented to own ability 0 [®) po) O \ifiirvention
Total Morse Fall Scale Score: V) %) [p¥8)
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Signature fﬁﬁaﬂ& Eg O Qg};%
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Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
O Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant abservation by healthcare provider as appropriate to patient's needs
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Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
O Ensure patients use their prescribed eye glasses if any, in the hospital [ 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 O Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT TOOLS

F! ACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

SCORMG
CATEGORY
L] : 1 z
; Occasional Grimace or Friown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs I\mtrna_l Posttion or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and I ;
Activity moves easily forth, tense Arched, right. or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs.
Cry No Cry (Awake or asieep) mtrpla::l fmmcugm
mﬁlmwm ]ﬂ‘m' - M4 ) | |‘
Consolabilty Conte. , relaxed :;ﬁn or being taked fo, * | oilicu to console or comfort
- Hesnatal Pain, Agitatien and Sedation Scale (upto 1 Meath)
Asseszment % | Setaien Hormal d Pain / Aglimtion
Criteria
-2 -1 8 1 2
Crylsg No Cry with pairfud | Moans or cries mmmmm«ma me
irrflabitity stmuli wmum intervals conselable | contiauous cry
Sehavier State | Noarousalfoay | Avouses minimalty 1o | Appropriste for Restiess, squimning | Arching, kicking constanty
Mo spontaneous Litie sportansous Arouses minimally / no
movement movement {not sedated)
Facil Mouth Is kax Minimal expression | Relaxed Apprepriste | Any pain Sqwression | Any pain expression
Expressien | No expression with smufi i continual
Exiremities | No grasp reflex Weak pasprefiex | Relwxed hands and | ntermittent Continual clenched
fone Fzccid fone decreased muscle | feet denched toes, fists | toes, fists, or finger
fone | Nommal Tone of finger splay
- Body s notiznse | Body Is tense
Vital Signs MR | No variabiity with | Less than 10% Within baseline or | Increase 10-20% | increasz greates than 20% from
RR,BP.320, | stimui variablity from normal for from baseline basefine, 20, less than or
Hypoventiationor | baseline with simuii | gestational age Sa0, 76-85% with | equalto 75% with sBmutation -
Wpnea stimutation - quick  { slow recovery Out of sync or
- Tecovery fighting ventitator




o “Z
— | = Rainbow’ | @ e
r Patient Sticker Childre“'s . Blrthﬂlght
Hospital | @ ez
PAIN ASSESSMENT FORM o | W
Pain Score - Modifying | Patient/ Family
Date Time (0/10) Location Duration Acuity Character Faitors Educaled Intervention Sign
O Continuous | [J Acule O Sharp O3 Dull O Increasing | DNes ey, (/
SRt Lae olte | = | O memitent | DCvonic | CAching [ Buming | O Decreasing | [ Mo Gire
| O Continuous | 01 Acute Oshap ODul | O increasing | O Yes N O
Q1 7hat |Bowm | D | 7 O ermitent | O Chvoric | C1Aching 03 Burming | [0 Decreasing | CLN0™ Bkt |
g o = 0 Continuous | OJ Acute ) Sharp 1 Dull [ increasing E;Im’] S 4_
&\‘V ! O Intermittent | O Chronic | C)/Aching 01 Buming | O Decreasing No
' O Continuous | CJ Acute OShap CIDul | D) increasing | O Yes
O Intermittent | O Chronic [J#ching [ Buming | O Decreasing O No
0 Continvous | O Acute O Sharp  CJDull D Increasing | DO Yes Lo
O Intermittent | 3 Chronic [ Aching [ Buming | [ Decreasing ONo
O Continuous | O Acute OsShp CIDul | O increasing | O Yes ; |
O Intermittent | O3 Chronic O Acting [ Buming | O Decreasing O No |
[ Continuous | [ Acute [ Sharp O3 Dull O Increasing | O Yes
O intermittent | [ Chronic D) Aching [ Buming | [J Decreasing | I No D
O Continuous | O Acute O Sharp 3 Dul O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Buming | [ Decreasing | I No
O Continvous | [J Acute D Sharp O Dull [ Increasing | O Yes
O Intermittent | O Chronic CJAching [ Buming | [ Decreasing | [J No
[ Continuous | OJ Acute [ Sharp O Dul O Increasing | O Yes
0 Intermittent | O Chronic D Aching [ Burning | O Decreasing | [J No
Re-assessmeni Fraquency:
1. Every eight hours for 2l hospakzed pabients.
z,mm-uwﬂnpﬂmmmmmwm
a) nmmzmuunam o) Then every 4 hours.
€} mnmmw d) mm—mmamwm

Docu.No: RCH /FRM / CLINICAL / 152 (PTO)
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PAIN ASSESSMENT TOOLS

:  FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

SCORING
CATEGDAY
° 1 2
. Occasional Grimace or Frown, Frequent 1o constant frown,
face No Particular expression or smie withdraw, Disoricnted quivering chin, clenched jaw
Legs Hnrmgl Posdion or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shiftin and .
Activy — R omioi-ba Auched. gt of Jerkig
Mumerical Pain Scele (Dbsirtric asd Gynecoiogy) ?
L 1 1 1 1 ' 1 1 1 1 Moans or whimpers occasional Crying steadily, screams of sobs.
c No Cry (Awake or :
L N A A I T e s L. Bt e
ho e mﬁ‘m Reassured by occasional Wuching. :
Consolability Conte. 1, relaxed fugging. of being talked to, Difficutt {0 console or comfort
» disactile
: Mhmmnmmmwe(wm«m
Assessment ~ Sedation Hermal % Pl / Agitation
Criteria
Wong - Baler (Pediairics) Abeve 7 Years -2 -1 (] 1 2
- | Crying No Cry with painl | Moans or cries Appropriate crying Not| imitable or crying al | High-pliched or sient
bty | stimus mmwwﬁ iritable intervals consolable | cantinuous ery
° _ sSmufi Inconsolable
AEURMN e Mot | Behavier State | Noarousal toany | Arcuses minkmal 10 | Approprise for Restess, squeming | Arching, kicking constanty
stimull stimedi " | gestational age Rwakens frequently | or
Mo spontaneous Little spontaneous Arouses minimally / no
mavement ‘movement (nol sedated)
Facial Mouth Is tax Menimal expression | Relaxed Apprepriate | Any pain Sxression | Ay pain expression
Expressien | N expression with stimuéi - Intermitient continual
[xtremities | No grasp reflex Weak pasprefiex | Refaxed hands and | Intermittent Continual clenched
Tone Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone of finger splay splay
,_ Body s nottense | Body is tense
VEal Sigas HR | No variabiity with | Less than 10% Within basefine or | Increase 10-20% | Increass greater than 20% from
RR,BR$20, | stimut variabity from normal for frombaseie | baseline, Sa0, less than or
Hypoventilationor | baseline with stirmudi gestational age Sa0, 76-85% with | equalto 75% with smulation
apnea stimulation - quick | slow recovery Out of sync or
necovery fighting ventitator
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BRADEN 'Q' SCALE

Rainbow"
Children's |

<

Dats : Bl al -
Time : | z .?.n\
1. Compietely immebile: 2. Very limited: 3. Slightly Emited: ..llnl..n _
Mobility Does not make even slight changes- | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position _Suuu._luaiﬂnm.usu (g ; { J.
without assistance. to completely turn self independently. independently. \
) 2.Chalrfast: ° .| 3.Walks occasionally: n.a-! too young to ambulate; _
A r walks frequently: .
"Activity The degree | 1. Bedfast : s nuiu_na_whsa%nsﬁw%sﬁ:ﬁﬂ__.ﬂ&z ﬂ..“a.ﬂ%as R e | /Wi e oo least twice a L P—
of physical actvity' Gonfioed to bed and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every J 4
: wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completaly 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. 2
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perceplion 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 L 4 k
sedation, OR, limited ability to feel sensory impairment that imits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or .J
half of body. two extremities.
Moisturs Degres dﬂog!ntw 2. Very moist ng 4. Rarely moist:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin s 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 nl\
iy Dampness is detected every time 8 hours. every 24 hours, L I 4
patient is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During 2 move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when Impossible. Frequently siides down in sheets, chair, restraints, or other muscle strength to life up completely rlw
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position P\w fﬂ
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. Excellent:
NPO/or maintained on clear tiquids, 15 on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which 1s on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 mg/dl 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 ﬁl«
food intake patiern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products,
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3, Adequate:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 4. Excellent
Oxygenation <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation : :
does not physiologically tolerate <10 mg/dl; capilfary refill may be < 10 mg/di; capilary refill may be > 5%, normal hob; capiiary refi
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

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

Docu. No. : RCH/FRM/ CLINICAL / 119
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
. fo attered mobility, consider occupation therapy referral for advice
Regular Turning Schedule - ' -
Enable as much activity as possible High density foam mattress
15-18 At Risk Erotect the heels _ Gel pads for high-risk areas
" se pressure redistribution surfaces ;
Manage moisture, friction and shear ARBmating pressurs matfoss ovorlay
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients :
13-14 Moderate Risk Poskion paient at 30 Geares koral inchie Usina § . Gel pads for high-risk areas
sition patie egree lateral incline using foam wedges 3 eSS s
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure 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 overiay
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N, 3

. Time :
1. Completely immebile: 2. Very limited: 3. Slightly imited: 4. Mo limitations: ! N E
Mobility Does not make even slight changes- Makes occasional slight changes in Makes through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable | - changes in body or extremity position | position without assistance. (70 W
without assistance. to complétely turn self independently. independentiy. - :
: : 2. Chairfast: - . | 3 waiks : . :rumum
' saverely r Wialks occasionally du , but for frequently: -
Activity The degree | 1. Bedfast: rMWmeMm mmnm&m?m Walks outside the room at least twice a I
of physical activity” Confined to bed 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. 50
1. Compietely limited: 2 Very Bmited: 3. Slightly limited: 4. Mo impairment:
Unresponsiva (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or lf l\
sedation, OR, limited ability to fesl sensory impairment that imits the sensory impairment that limits ability discomfort. Lﬂ L‘
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
1. Constantly moist: 2. Very molst 3. Occasionaily moist: 4. Ravely moist:
”"“‘“:;lgm Skin is kept moist aimost constantly |  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
Sm‘? sl by perspiration, urine, drainage, ete. | Linen must be changed at least every finen change every 12 hours, changes; linen only requires changing
. :mfsfure Dampness is detected every time 8 hours, every 24 hours. 1‘ (-f )/‘
patient is moved or turned. (-{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3, Potential problem: 4. Mo apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible, Frequently slides down in sheets, chair, restraints, or other muscle sirength to life up completely (.f? J'\ (-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, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
- or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals. mast of every meal. Never refuses a }\ t(
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. generaily eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. L(
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Dmnotlﬂ(uliqtﬁddiatary take a dietary supplement.
supplement.
1. Extremely merppmed: 2. Compromised: 3. Adequate: 4. Excellent
i Hypotensive ( < 50 mm Hg; Normotensive axygen saturation Normotensive en saturation m. ’
“*"%":y:;r':;f;“ & <40 in a newborn) or the patiént be <95% hemaglobin may be | be - 95%; hemoglobin mayte . | Nommownsive, oxyoen saturation V‘ L\ Lf
does not physiologically tolerate <10 mg/d}; capillary refill may be < 10 mo/di; capillary refill may be > 95%; normal hgb; capillary refill ‘I(
position changes. > 2 seconds; serum pH is < 7,40, 2 seconds; serum pH is normal, <2seconds.
Severe Risk : less than 9 | HighRisk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 ks ’%ﬁ’ ()i/ )P il
Docu. No. : RCH/FRM / CLINICAL / 119 Evaluator's Name 'EEJ’L ‘DA
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_ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
: to altered mobility, _cmsider occl.mhmmefapy 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 Al .
Manage moisture, friction and shear ating pressure matiress overlay
Advance to a higher level of risk if other major risk
factors are present |
High density foam mattress !
Use the Same Protocol as for “At Risk” Patients o
L Ll Position patient at 30 degree lateral incline using foam wed OB s S M E s (
sition pal incline using foam wedges T—— )
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Ge! pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overiay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay
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Rai ;;% . Patient's Name:..... w
ainbow "
Children’s . Bll‘thRIght MRD NO:......cccvivaea 3“0;0::909593 IP18-00035290
Hospital . BY RAINBOW HOSPITALS bl "'gf‘r -
It takes a lot to treat the littie, Your Right to a Safe Delivery Ag . 1. MATHANGI D F
N[ TR
(PHLEBITIS ASSESSMENT __ J{&"™" s
CANNULA 1 CANNULA 2
Date : £ oo Time: GAM Date : Time:
Location : Aot \ Lo Location :
Size: | £ G Size :
Cannula inserted by : C JrV wadwuﬁ—ﬁq Cannula inserted by :
Date | Time |Phlebitis [infitration| M | sign | | Date | Time |Phisbitis (infitration s | sign
o2k | i OiYes 6 | OYes B0 nl S OYes ONo| OYes ONo
T | S |OYes 2o |OYesBNo % L OYes CNo | OYes ONo
N4 | & pyy |Ovesaro D\es Xy | Ohe—18A [Yes CNo| OYes ONo
ST T 1 9o |oves OetEives ONo: W DYes ONo| DYes ONo|
Tm OYes OMopiYes O Vils OYes ONo| OYes ONo
DYes OMebYes ON&J FYYYr— DYes ONo | CIYes ONo
A'™n |OYes Cilo | OYes O ! d{;j ' OYes ONo | OYes ONo
Bty (Oves Oda{Dves Opafty bt | O OYes ONo| OYes CINo
OYes ONo | OYes Go| ¢hitwr | a0 O [Yes ONo| OYes ONo
U |OYes ko | OYes ENo o) gy~ <P OYes ONo| OYes ONo

h‘:"# I&Iﬁ\ﬁ"’ OYes Offo | OYes ENo o \o Gy \& A

OYes ONo | OYes ONo

9 ") _|DOYes 20| DOYes@No| oo | G

OYes ONo| OYes ONo

OYes OKG | OYes@fo| Ol | G

OYes ONo| OYes ONo

%’?ﬂ? OYes 2o | OYes, 2o ﬂn:_/ tAa>

OYes ONo| OYes ONo

OlYes ONo| OYes ONo

Q [\ M |DYes Oig | Oves Ok &%M aer
T ¥ ' -

10 | O Yes Oblo | OYes [ING] 4
¥ T

OYes ONo| OYes ONo

q:
1) by Oves ONo{ OYes ONet fn [ Ad A\

OYes ONo | OYes ONo

[OYes ONo | OYes ONo

N M |OYes ONG| OYes ONo} st
L DOYes ONo | OYes ONo [ he Nt v

[Yes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

s13) | 1iv-|OVes Do O¥es Do pouf)e -

OYes ONo| OYes ONo

S . |OYes ONo| OYes Cno| 1

OYes ONo| OYes ONo

«, "' —|Oves ON5| OYes BB} i

OYes ONo| OYes ONo

L: v~ |OYes Cko DYasEIN/A;V._.

OYes ONo| OYes ONo

=
% e |OYes GO nvaspun',!hlqﬂﬁ
(c;m OYes CINo | OYes CNo ;e,{r‘y
yi
L
A
L
&

OYes ONo | OYes ONo

AF/\ DYes NG | OYes 0| @b
OYes ONo | OYes ONo

OYes ONo | OYes ONo

Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

V... SCORE (VISUAL INFUSION PHLEBITIS SCORE)........

Doc. No. : RCH/ GDY / FRM / CLINICAL / 137

Next page




(_PHLEBITIS ASSESSMENT AND MANAGENENT RECORD )

Cannula inserted by ;

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:
Location : Location :
Size: Size :

Cannula inserted by :

Date | Time |Phiebitis infitration) 1% | Sign | | Date | Time |Phiebitis |nfitraton prsing | sign
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo (Yes ONo| OYes ONo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | ClYes CINo
OYes ONo | OYes CONo CYes ONo| OYes ONo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ENo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo| !
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| DlYes ONo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo [ CYes ONo OYes ONo| OYes CNo
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 | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
CYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| Yes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| [Yes ONo :
. Cannula removed : ClYes ONo, if yes date and time - Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes CONo CINA If Yes specify- RX any initiated : OYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insartion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication,
i V... SCORE (VISUAL INFUSION PHLEBITIS SCORE) b
0 1 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and exte i
* Slight pain near I.V. | % Pain near I.V. Site # Pain along path of # Pain along pathof | # Pain BiOHEﬂ path of
site or slight redness % Erythema cannula # Erythema cannula # Erythema | cannula # Erythema
near .V site # Induration ¥ Induration # Induration * Induration
# Palpable venous cord : E;:gﬂ' venaus cord
| OBSERVE CANNULA | OBSERVE CANNULA | RESITE | REMOVE ;%”%:%%Em mﬁmeg E‘%%E&m z
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part - I

L]

\

Rainbow®
Children’s
Hospital

I tades 5 dot B treat e Mitle

@ BirthRight

Patients /Leamer Language: .~ \ Y\ \........... Paient/ Leamer Lieracy: 1 Read Wit (Spedk  WilngnesstoLeam:  Yes g9~ HealtcareLiteracy:  YeS] Nl
Identified Education Needs: 10. Fall Risk Education
1.0y Plan 8. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
i 3. anagement 7. Infection Control Measures Safety _
ormed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, Interactions) 9. Nulsiion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il
Need Designation /
Date Time \dentified Information Taught Comments Signature
- Person Taught Learning | yoaching Tools ll'u'lrd'er:lmu Understanding
I Barriers barrier/s
q x . - A MLWM "
\~\R\’ ‘m : j\r%l“:& "Y:\:Mf Go\tan o 3"”“3W s g ducar O, Petjen i ?mj b
o\ AV [owet]  bowdm a-l romerts No 10vel Ve A A0
‘ -
6
N O
cK\\‘\) S r N /M N N" th O ()t ?‘“ @
! 7 r
zsep|Pan a7 ~on = A< [
,r1|=f{).b /0 ' ofl (64-@3 - f F pO A~ & | NO f@a_c/ gcj’?
Pant-Ill: CODES
mmlaq}t: P]".J'ﬁm F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ..............
1. Learning Barriers 4. Language Bamier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emctional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. impaired Vision/ or Hearing
Teaching ToolgSed: A Audio  D: Demonsiation V: ' Video 0, bl P: Pinted
mw: to overcome barrier/s:
1. 3. Reassurance & Support 5. Respect values & befiefs 7. Other, Specify ...............
2. Obtain translator 4, Aeach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1= }mﬁnzes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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- s PRANTIKA SINHA Rainbow™ | @

Patlent 10 ge-08-1989 YIM26D  (F) Children’s .Birtthght

i i | @

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

\

1. Breastfeeding initiated?
MS 1 b.No

2. If No, Reason

3. Nipple condition:

g"}a. Nipple well formed
7 'b. Flat nipple

[0 c. Inverted nipple

O d. Short nipple

4.  Milk flow:
. Good
0 (b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
01/ b. Mother always sits with a back support
¢. Ear-shoulder-hip should be in a straight line
O 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 PT.0




6. Was the position explained: .
E’?es
O H/No ’
7. For Caesarian mothers:

LI a Jlother is required sit and feed from the 4th feed
O B. Please explain football hold

8. NICUadmission: /| -
O  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional notes:

Continuity of Care: Date: S}'HD-@J’
| 12059 ) prgties 88k
Send /afy/c/»;y b=t
T L *

A

2

-+ A 2
o T .2
C /

N H = —

. &

olo ey
T Wilg="=="
(B
Handover given by S}Nﬂkq,bzo\g[&'l@’ Handover taken by EM}-»-K) .....................




] GUC-0000g55 ) )
S = 31'33»‘1,""“ s":;‘v - Rain %w’ ® —
Paw n,_ ﬂ/ﬂﬂ IJ AL LTI Child ;er;’s . E: Lta bwﬁlsgnm
ﬂlllﬂlllmﬁﬂm URINARY CATHETER BUNDLE CHECK LIST SR | O
Date of Insertion: .. (?):H&&O‘Y 0.8 Date of Removal: b%\%ﬂ’\pﬂm
Parameters | Date Shift Time LN = :T
Need for the Catheter /BYes HLI No t)?fgg LINo | [ClYes [INo | ClYes [INo | CiYes TINo | ClYes CiNo | [ Yes CINo
Hand Hygiene _Lrfés C1No 6Yes LNo | ClYes [INo | ClYes CINo | [lYes CINo | I w LiYes [CINo
Usage of Sterile Equipment {#TYes [INo ‘6 Yes CINo | [ClYes CINo | [IYes CINo | [ Yes CINo | ClYed O Noﬁ C1Yes CINo
Is the Collection bag below the level of bladder \ /{ﬂfe‘s 1No \/L?(eé CINo | CIYes CINo | [Yes CINo | [1Yes [INo y/fes CINo | CIYes CINo
Check the Tube for Obstruction (Free of Kinking) vFﬁe,s LiNo |\ [XYes CINo | ClYes CINo | ClYes CINo | ClYes [INo / CYes [ONo | CIYes [INo
Is Catheter dated as policy L}'zﬁé CINo | \(Afes [INo | CiYes CINo | [ Yes CINo | [1Yes )/ [lYes [INo | [1Yes [INo
Collecting bag is been emptied regularly? \Vﬁs LINo Q@ LINo | ClYes [INo | [OYes CINo | [1Yes /CI No | ClYes [CINo | [1Yes CINo
Maintenance of closed system for the catheter \Yes C1No \¥es CINo | (lYes [INo | [IYes CINo | [ Y)/ [INo | CJYes [INo _E'I Yes [1No
Dressing clean and dry? \Yes CINo (\U¥es CINo | CiYes CINo | ClYes [INo )Z(Yes CINo | OJ @Pﬁmﬁ }’t%a\:is [1No
Is the line removed as Policy? \[+Yes [INo [\ J¥es [INo | ClYes CINo | C1Yes [INo / ClYes CINo | ClYes [ E&L% [JNo
Performance of Perineal Care \Yes [INo O¥6S CINo | [iYes [INo | [lYes J_[}I/ ClYes [INo | ClYes CINo | [IYes LINo
Onset of New Fever CYes [UNG | [1Yes M.No// [1Yes CINo | [JYes /ﬁ No | ClYes [INo | CiYes [INo | [1Yes [INo
Asses for the leakage at the site of insertion D(es (INo |.OJ [INo | [IYes [INo M{No [1Yes [INo | [1Yes [INo | C1Yes [INo
Name of the Nurse 5]1004[6(0«4 \j}ﬂk@ )
L Signature of the Nurse / /!'DTI- J 5
Docu. No. : RCH /FRM / CLINICAL / 114
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Dr. MATHANGI RAJAGOPALAN

e

2z
Rainbow® ' e
Children’s | @ BirthRight
~Hospital Y RAINBOW HOSPITALS
K a8 ot 10 truat the B, Your Right to s Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: Dy Yaudbanai- R.

Date of Delivery: 51307 | 5024

Assistant Surgeon:yy, M\B\r&x\r@. Ladss -

Time of Delivery: ¢ 4y, A,

Anaesthetist's Name:

Gender of Baby: (47

Type of Anaesthesia: Spivaldl

Weight of Baby: 2 b6l

Neonatologist:  ©y. S |akeh me

AGPARScore: @ /o 9l (0

Scrub Nurse: <\ SUedoen -

' NICU Admission: ClYes Do

Pre-Operative Diagnosis: = g L\\B'ngb\?w Lo h Lug JEP™ o o X

Urgency
O Immediate Threat to life of woman or fetus

& Delivery timed to suit woman and staff

Decision time: ....
CTG Description: ........ 32008 evvenee oo,

If there was a delay give the reasons: .......

E’ﬁecﬁve 00 Emergency Indication: . ?‘m.c:um% S S,

O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery

Knief toroctus: ........viivisimsiniisiiins

epeat

R -
Surgical Procedure: € \ectsanc ,Neuxy  Seapnent coesosmeun Soctiar .

Post Operative Diagnosis: F2y2\ ?.,b#,,\ e\ Le S

Peri-Operative Complications: vy y1 -

Amount of Blood Loss: zc0 - 400 M) - Blood Transfysed (inML): —

Name and Number of Surgical Specimen sent for examination:

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

Incision Through Placenta: O Yes ®&To

Presentation: E¥Cephalic  C1Breech  CJOMher ... CONVICE DIAAHON: ...oooo. v

cm
5th Palpable: ........S.). r."u” revereeesrenesennnenniiee Fetal Position: s.mmc, ............................
Station: nf-’a 0-2 1:1-1 m 1:1+1 0+2 Mouldng: ©None O+ DO++ O+++
Caput O+ O++ DO+++ . Meconium: Gone O+ O++ DO+++
Bladder Catheteized: Ves aNo Urlne m’laar 0 Blood Stained

%g[llery ry of head: O Manuﬂ !Bﬁmaps Head niqn v
quor Iear gconium: 01 O Om OBlood O Offensive O Not Offensive

.omsmﬁlx qm "I'DU—’CM:'ds. iap;, STAlL e O s

Skin Incision: m% nensteil O Transverse O Midline (W omer&m;kdﬂ« A DY R
Uterine Incision: & Lower Segment O Classical O Inverted T 1 J Incision adnefard:
Previous Scar:  fhtact O Thinnedout [ Ruptured O No Scar

Post-Operative Notes: SR, .. 2 MRREX. S ivrsuen ordinler

¢
Delivery of Placenta; ~ CIManual  E38CT ..o, C¥CoOmplete Clincomplete [ Piecemeal
COrd APPEATANCE: ..o TAEERNAY. .o ovvvrssssssssessssssssssssssassnsssassinnneens GOFA arOUNA the neck O Yes o~ _
Appearance of placenta: ... Mamml rvessescssssssessesssanesssassenesssss GAVILY m(plored 'Eﬁes O No <
Uterus, tubes and ovaries: E:’ﬂorma] O Not Nnrmal Sterilization: O Yes 0
m Cm hm%]%ngfa;rhﬂ & Two Lﬁmmw;zﬁﬁm X lq.r.;uﬁ q?u{ure
Peritoneal Closure: O3 Pelvic O Abdominal w\\ ... Suture
Sheath Closure: \.wﬁu..u.\\ ... Suture
FatClosure: OYes &No e ereeesssmneseenes SULLTE
Skin Closure: SSubcuticular O Matiress e B m R Se o AR ). .. SUture
Vagineal Evacuated &Y%s O No
Drain: OVYes E¥No [ REMOVE N ..ocrorersonnnnnnn G3YS [ Await instructions
Ctheter &Yes CINo [Removein .1.2.R50......... days O Await instructic.is
Swap & Instruments count correct? Er/Yes O No O Post-op Antibiotics @fes ONo
Intra-Operative Antiiotics Cover: & Yes CINo O Thromboprophylaxis = C¥fes  OINo )

TR RAZA A gEA b
COR AR DR o s,
FUSTARL. S.weRas o\ ?1v-\~g —\

W o Blasabiod BAX.

L WO v WO 231 o WA IO SR S~

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

x\acmﬁsm% s ssseessasseseaiasesssnissressensesseRHRREIORSRR LA aFe SRS SadA PO RSO AR AR TR SRR
RN SR B CEE . DS MY M T s

\ :
"\ Doctor Name: kaca*\—mqu% Doctor Signature: .. %«p

LIEEL
\ DR BTG o R D Baasrgpiusscssmnsasos



"M.."f:“...";: . e sanieu: | o BirthRight
IO HotRital | ) et

MEDICATION RECONCILIATION FoRpy
T i R Wmo_wn any Drug Allergies

Drug A_ﬂargias:

Medication Reconciliation wiif e done at the time of ad

' * C- Continue, p( - Discontinue
MEDICA'I'IbN HISTORY 'RECORDED / VERIFIED BY '

Date & Time : }\'\(”La..

Nurse Name & Signature: .g@.ﬂ,_
A

Docu. No.: RCH /FAM / GENERAL  ggg

Doctor Nameg & Signature : ... {,&@;‘/ ........ b«aaﬁ(fgﬁm CW\

Page 3
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Mrs PRANTIKA SINHA

SURGIBAL = __Surgeon : 22 - malbawsd.. nnw::m . 7YIM2Z7TD  (F) z s -
r. MATHANG! RAJAGOPALAN ... T L-LLL L (R [ Py 1o 1 . =
ot | IHIIIIIIIIIIIIIIII MW swoery e e
SAFETY CH ECKLIST Anaesthetist : 27... OBIY NAIME [ ...vceivsersnssionnssnsassasoncrarsas !’.Es..pit{ln o e o
Scrub Nurse : S,Jv .Sum’a.( P . g DUBBI0S cccsicinissisies -
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time..................... TIME OUT  Time................... SIGNOUT  Time.........................
Patient Has Confirmed ' Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ONo introduced themselves by Name and Role CO'Yes ONo The Name of the Procedure Recorded OYes CINo
Site ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ‘m%:«ﬁ No Nurse Verbally Confirm Counts are Correct (o Not Applicable) ~ OYes ONo CINA
Consent L'D/ENO Correct Patient (Check ID Band) OYes ONo The Specimen is Labelled (including
Site Marked es ONo ONA Correct Site OYes ONo patient name) OYes ONo ONA
Anaesthesia Safety Check Completed D\t{ ONo Correct Procedure OYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & mﬁm]nu‘% ONo Anticipated Critical Events Problems to be addressed OYes ONo OONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes ClNe— What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Ai K? Steps, Operative Duration, What are the key concems for recovery
Yés. &r:ﬂ'li:mA::::ﬂ::s;ﬂ; Anticipated Blood Loss? OYes ONo ONA and management of this patient? OYes ONo
' u ce
Avaﬂab]eq m No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? OYes ONo ONA
(7mi/kg In Children)? Nursing Team Reviaws: Man:2025-06 1
Yes, and Adequate Intravenous / Has Sterility (including indicator results) m E;? \?ggg.o'fga -E:
Access and Fluids Planned Yes Oho ONA Been Confirmed? are there Equipment Lot 14176 5
Blood Units Reserved S ONo ONA issues or any Concerns? OYes ONo ONA Green= gy, 121°C-15min 6
. ISQ ]1140 Sterlhzed l:ﬁ C - 3,5 min.
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo OONA |
within the last 60 minutes? _mﬁ: ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes ONo
Signature MW\ SUNDIPO S oo o eSS i SIMBBIPO S ccccccvioscaonscus sooinansudiviss et dasviviaatinss
Name gfl.?""\r&. L T —— T R ———

Doc. No. : RCH/ FRM / CLINICAL / 111
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* INFORMED CONSENT FOR SURGERY OR

L SPECIAI PRArENIIDE

GUC-00009593 IP18-00036290

Rainbow*

@® BirthRight

Children’s
Hospital BY RAINBOW HOSPITALS
I il & e 40 breat e Bime, Your Right 1o & Sade Delivery

Mrs PRANTIKA SINHA
Patient Nan u::,s.mg IYIM26D  (F)
ANGI RAJAGOPALAN

s TN

Instruction:

Gender: O Male O Female  Age:

\

Date ;..o

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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 consentto the Surgery or special procedure recommended to you. y

b it et bR LS AT LA LR L o SR AR T L P s RN RO st P R,

b IR PRENIQUS L 1OCS ...Upon

L R T T T PN

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

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

— 11

T

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine Is as much an art as a science and therefore acknowledge that no
Quarantees 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.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
b;eneﬂts and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1, Ihaveread and understood the information provided in this form

ﬁ 2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information.
3. Ihavehadachanceto askmy surgeon questions.

4. lhavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/Procedtre: .........

Consentee :

signature : .. Coan ik Staba
Name : Pﬁqr\h‘:{f\cx 2T

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

Date & Time : .21 2028 430 pm

Wilness :
Siq|nature e
Name & o,

Date & Time :
Docu. No. : RCH /FRM / CLINICAL / 027

Patient Attendant :
Signature : ......... g’ . il
Name : ANK(T AN i,
Relationship with Patient: ....... O
Date & Time: ............ e A
Doctor (who is taking )

LA
Signature : e
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CONSENT FORM FOR ANAESTHESIA Chitdren's | @ BirthRight
o {P18-00036230 '

Patient Name : ....... af?:g“ gN;#;“\M“D F) eoernrenrsvenssees AQ T vviriernennn. GENdeEr : Male O Female O

UHID NO: ..o, On MATHESE St UMM SURGBON. NATRGS i:vimasvsivvismvoisnsiisorimsissomsismisisvivaimssiissiveisssisinis

Anaesthesiologist : .. “\“ \“\\\\\\“\\“\\\‘\ ““““ v Operative procedure planned : .........veriemessmenersnnn

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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 Heartdisease O Hypertension O Diabetes mellitus [ Renalfailure
O Hepatic disorders [ Shock [ Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others @ﬂMme'L

* Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesm,(’ﬁ Regional 413 General Anesthesia / I 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 individual 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 of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

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

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

Patient /Patianﬁﬂendam ! Witness :

Signature : . ?’y Signature : PTM*‘“F& < :D\L"‘\ ......
Name ... AR KIC.. SM N‘ Name : ?Pa-nh"msfﬂha
Relationship with Patient: .. gme Date & Time : .2+ 7+.2026... Do PM
Date & Time : . 27259G ‘%"1

Doctor (who is taking the consent) :
Signature : 6/ Name: ..... $( J\M ................... Date & Time : "zi-‘lj"%

Docu. No. : RCH / FRM / GLINICAL / 021 Tt l/ﬁl
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a Rainbow®
-~ Department of Anaes:hiﬁullf?}r__ Children’s Blrtthght
., PRE-ANAFQTUCT! \ Hospital .wmw«us
GUC-00009593 N |P18-00036290 1 ok 2k 10 tresl the bt Your Right 1 a Safe Dalivery
H
'::,,:_ﬁ:::m Nawm:en (F)
“\““ \\“\ vee ADBE L sbiviveniiies SO sty s UHID.No : ...
\“\\\“\ \““\“\\ Oy - Operauon ELJ%LL LAl
Diagnosis: .. kﬁ‘e PO I8 ... - st I N R SO SR L o SN
B/ CRT: Wof'm H.R: @fm wemm:...Hk,ﬂ.S/AsapnysmmStams o1 D2 q,b/m a5 h%]ﬂ
{7" b - Laborstory Data:
Glucose: 263 Protein: B | — P‘ ............ X-Ray" .. !
Urea: ... Alb: ™ HBS Ag: ... g\ ECG: .ocvureesssansammnrserionenn
(o R (- | ;|| S S HCV: J N 20 Echo: ol
Na: Die Bil: Blood group: .. 0. Y Stress/ANGIO ...
S LDH: S e
CAt 4" ovrsemsrssseens. A PHOS D > 1 O, PO o=
1= oosssens SBOT/SEPT o Nlergies e
Medical History:  CVS: - _ "
RESP : - Diabetes : 6,_9[\{ on Mo afs
oNs: - '
Renal - — [P} o nd usls ooy [r<dy
Hepatic/GE: — J Physical Actvty: _
Others:  —

hastbntesthelic History:  (pax J8cS — QDO Jp A

Pysicalbram: (o, (hode) - Ar‘"

nfinm: MPt@i 4 Mouth Opening: /A Mentohyod Distance: R Nek©@ Teeth>
bngs: O3
o fxt QK@
CNS: UM
Pregnant: OYes CINo CINA Venous Access Site Spine Exam for regional : @

Anaesthetic Plan: COMAC [JREGIONAL DJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: D1Yes o No

CURRENT MEDICATIONS -DOSAGE Pre-Operative Instructions:
<. Prophylaxis :
L]
/U:ITDRAL < Water / ORS 2 Hours
%/N L Others 6 Hours

3 /nformed Consent: O Standard O High Risk
& Post Operative Pain Management: O Discussed with Patient
o 57 Other Instructions:

| _
Signature: 1/ . Name: . q&s %)(‘k

i Docu. No. : RCH /FRM / CLINICAL / 044
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Rainbow"® : o
[ Patient Sticker Children’s _‘Bnrtthght §

S . B ames & ot treat e derie Your Right tog e flelaery s

Pre Induction Assessment:

Change in Patient Condition: [ Yes & No Fasting Status: é/lM
Physical Status:; Rafient Identified O Consent Present [, ChartReviewed
- A T, W
HR: A9 |8~ TBP/CRT. (WS FoT5p0,; [wo. | RR: ’Lﬁ’[u-' | Last Feed;
Pre-OP Diagnosis: QLPL““'M‘U\VL Operation: ... " Date : 3}:} ..................
Surgeon: ... & Matl.angs Anaesthesaologm *Sl "“"’(tk Technician: M‘l?‘ﬁ"" . ..................
TIME ‘.l e I W P Y I
N,O JAIR 10, Vindf | “Epen i =] g ‘ i
rﬁorso:sslvpg - Anidicge
Drugs: ., * " £
- [V ] 2‘ 2 Wiv o Lion
Vg Yol | RN
PR = | L Pt
S A" TNV Y, \{ha \
bt tboirmy 2 5 AP gm Bi0od Loss 3
Y aplip [\ U
| o T s A 2 A T Ly N
FI0; /520, I < J
£1C0, . 7h
ECG Airaiy | ARy
Temperature A
Drine Outpt NOTES
g © o =Y
—eofL e
EiShine
8P 240
V Sysolic 220
A Diastofic
X Mean 200
* Hoart e 180
W;:’: 160
Troat Pack in "0
Thwnat Pack Dut |20‘ = 21
L] A
60 — == F
40
20 b
0 v
(1]
I —
LAB Values
5
: [
(I3 Eauipment Checkedang | Temp: Regional:
tional O HME Extremity SPECHY. oo s
O ClingFim ] OH Warmer L-Ospna  Deprd  OCauca
Cuti Site: [0 Hugger's Others:
At Sie: . . O Other Postiion:
'~E-‘Efclm ) '
Times: Site: ... T T e i
O TYempSte St TR
O F0, Monitor Avaes Strt Nesdie Size G
O Agent Moo 0P Start: ...... Parasthesia [JYes [JNo
tise Oximeter 0P End. ....... Catheter at skin ... i
O Capnograpn LeaveO‘R:...t.. Drug Name & C JQMJ
[0 Ventitater Anaesthesia: [ Direct Vision Bows: a2
O Nerve Snrnmargr 0O Ga ) yngoscopy [ Stylene / Bougee infusion
gs/lﬁn _AW [J Monitored Anaesthesia Care Block Level .
Pressure Points Checked COmments: ... 4. M@
Line (Size & Location) Transporiation to ‘_,.--v
Fye Can: Ocw . - Dreacy QKU 0 Owner
g ‘T’::e Dm Y Reant Reversed [JYes  CINo [CINA
Jg}dﬂi‘m f‘ﬂ C" - : pame of e Doctor ... . G
Aviake El!v s —————— swru-emmel}ocw/‘:ﬂym
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Patient Sticker
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Rainbow’ e e
Children’s @ BirthRight
rospial _ | @ emsemes

" POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by ;"T,Rm “V\LJ\ n Time Received : ... WP Time Discharged : ..oovovoors
250 250 | W Cannula Site : ..
240 240
w 230 230 | [3 0, Mask [0 Nasal Prongs
= 220 gg [ Tracheostomy O T-Piece
% i; 200 | O Oral Airway [0 Nasal Airway
a8 190 190
& e 180
8 170 170 | Vomiting : OvYes Oho Drug:
=] 160 ;
= o |M6Tuwe:  DYes ONo
v 140 :;: Drain’ OYes CINo
A e 120 | Urinary Catmete: 03 Yes CINo
§ :;g :l.?, ChestTube:  CdYes ONo
80
2 £ s Wil Oral OvYes ONo
. 0 70
60
g w ﬁ
o« 40
30
72 ;'g 20
10 10
0 0
5P0,
POST ANAESTHESIA SCORE ) Lt MRS SCORING INTERPRETATION
{Modified Aldrete Score) 30 | 60 | 90
e e vy cad 21 ATy \ \ | A Minimum TotalScore of s Required fo
Abie o Move D exiremities vokumiary of o command =0 Discharge
Able 10 deep Dreathe & Cough freely =2 LA
pion i i Exceptions to this, are to be explained in the
B e o oaseias b L E Q| space below by the Discharging Physician:
B = 50 ol Pre A tic leve =0
Fully awake =2
Aoysable - CONSCIOUSNESS
e ot % =
Pk =2 — Q_
Pale, dusky. biatchy. prundiced. other =1 COLDR I 2dl
Cyanatic =0
o E) 5

PAIN ASSESSMENT AND MANAGEMENT FORM

Date

Time

Pain Score

Intervention ' Signature

N

ol

roy W @.ﬂwv\

1 sLbh

Pain Tool Used: [INPASS [JFLACC D) WongBaker [CINPS

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

*Date & Time:

Reassessment Frequency:
~ 1 Every eight hours for il hospialzed patients

a  Every 2 hours for first 24 hours

MPWF _____ | 2 mrqummmMcm:m_wmmmm

c;w*'?"

. AMer 24 hours every 4 hours
¢ Prior to pain refiving interventon
With in 30-60 minutes atter pam reliel inervention

oae & Tme: B |Z b @ (100"

2\7 Ik

(. LHm
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' ' Rainbow® > LB
Patient Sticker l - : Children’s @ BirthRight -
- Hospital_ | () s

Department of Anaesthesiology ) |
EPIDURAL ANALGESIA R-CORD /

DB .. vorermssnissimsasisnsiinisizs: TR csisscssissssonminnns.. PROGGALIS AOPRDY oo icinanissaisiaisia

coreeenenene 1€CHNIQUE (LOR/LOS) .................

BRSO (1 11+

CSE /Spinal /Epidural Position : ................ Space :....fo...
Depth: Catheter at Skin: .........................

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

Solution COmMPOSItION : .........o..ooooooooooo

Any other issues : _

1) S

Infusion Rate . Level Maternal
Tme | " (mim) | Bolus(mb | 1oq Rioh/ BP |Puise| FHR v

Delivery Details: ~ Time: .................... APGAR: ... SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected :

Patient Satisfaction :

Discharge /Shifting ordered by

Doctor Signature: ..............cooo............

Doctor NBME: ..o
Date:and Time:: ..o
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Rainbow"’ . I

PRE - OPERATIVE CHECK LIST Chniiay e %;Eﬁﬁf:sgw'ﬁ
pate: ... 7)1 =+ 2

outonts ame .. MRS« PRANTUCA. SN HBge: . 2F VIE... concer: CIM_EAF
Blood Group uHD: 9..59.%
Planned Surgery : EL ‘L $¢s Surgeon : DR‘MWﬂNhi
Anesthetist : Date & Time of Operation : 3_3)?{9-50*"?'301?@
Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :

S.No INSTRUCTIONS YES | NO | NA
1. Weight checked and recorded? olg
2. Is the patient fasting for over 6 hours Pre-Operatively? " olg

5 | crock Pre-0P Investigatons & Results (CBR Blood Group, BT, CT,PT/ APTT, lolo

- Viral Screening, CXR etc) available before starting the procedure
4 Enema given / Bowel Preparation 7lojo
5 Remove all oaments, etc and sterile gown given olg
6 Is Blood arranged as required? O i O

7 | it Blood has been ordered - is Blood bag ready? Ol O
8 IV Gannula to be placed / V fluids if Indicated =2o|o
9 Pre Anesthetic consultation with anesthesiologist izgliniEn
10. | Pre Medicaions Given? (Sedatives / etc) Alolo
11.|  Skin Preparation Z BB
12.|  Site s marked Oolg
13. Surgery consent / High Risk consent taken by surgeon? i olo
(Consent should be taken by the operating surgeon only)
14.|  Implants are available OlA| O
15.|  Equipmentis avaialble Ol ) il
Other ( any) oler|o
NOTE: if any of above is ticked “NO” Discuss with the registrar / consultant immediately
Billing Clearanc 0
3::;::: Executlv: It::r::: fa . Nurse In-Charge Name : ..... .9 bt

Billing Executive Signature : _/w . Signature of Nurse In-Charge : AHL«- .........

Date & Time : ax pate & Time ... 0.3 pfa bt B AN

Doc. No. : RCH / FRM / CLINICAL / 107
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Balnl e
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i PREVENTION CHECKLIST

 — i
S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of
Tt hair will affect the procedure. Use clipper if necessary \/M
| [ Decolonize surgical patients with skin antiseptic(Chlorhexidine ~IA
' 2 bath /wipes)
3 Antibiotic prophalaxis given within 60mts prior to skin incision N
!' Use a checklist based on the world health organization-18 iem
]' d surgical checklist to ensure adherence to best practice NeA
{ ; INTRAOPERATIVE
! ' . Using chlorhexidine gluconate and alcohol-containing skin
JosT +5  Ipreparatory agent in combination t/[ﬁf
| Maintain normothermia during the surgical procedure (>36 deg \ o
g 6 o) &S
POSTOPERATIVE ‘
Maintain and monitor blood glucose levels regardiess of diabetes (V’O

7 status between 110 and 150 mg/dl

8 Application of incisional negative pressure wound dressing M
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PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: A , ‘f-[g.no.i-, @ 9 S DR TRANSFERRED TO :
1_|Patient Identification i ' | YESNO REMARKS
Patient Identification Patient name, age, UHID/hospital number confirmed
b.Surgical procedure & correct site verified
2 'Airway& Breathing } ! '
a.0Oxyg maskfcannulafventifator} secured
b.Sp0: within safe range
AFETT: position confirmed, ties secure, cuff inflated
3 | Circulation & Hemodynamic Stability i

a.IV lines secured & infusion running correct| 2
b.No active uncontrolled bleeding lﬂ
Last vitals recorded before transfer m

d.Central line hubs are closed

p-B
¢.Dressing Intact ‘ nNp |
4 fPain Assessment

en delive

b.Reassessment done
5 | Wound, Dressin oS & Drains

P
Medications Pre & Post-Op Orders ! I
-Medications due time noted ¢ Yoc ‘
.Pre & Post-o instructions NPO, osition, mobilization communicated !
.Emergency meds iven in OT (time & dose documented) Yo ¢
7_| Equipment Safety & Transport Preparedness I

b.Bed/side rails up and brakes applied
.Special positioning maintained as per surgery

a.Oxygen cylinder full & ambu bag at bedside

8 | High-Risk Patient Safety (if applicable) !

Jb.Epidural catheter secure, infusion checked I N 8] ‘
k.Pressure areas protected (hecls/elbuws) Nop
9 ’BLOOD AND BLOOD PRODUCTS TRANSF USED NO

.Chest tube: underwater seal beloyw chest level [ N B |

10 REPORTS AND LABS HANDED OVER | yec |

11 |BIOPSY/HPE SENT ’

12 Documentation
___a.Documentation completeness m
ransferring Nurse: 0 P~

Signature of Incharge:

i f’% XU, QP
Receiving Nurse : QL)L

RCH/GDY/FRM/ CLINICAL/598
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GUC-00009693 1P18-00036290
Mrs PRANTIKA SINHA

08-08-1080 37Y1M27D  (F)
Dr. MATHANGI RAJAGOPALAN

o N <>

39”’- EENEA ?*E*E'E:E:‘ PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 0 2|5 |26 (= TRANSFERRED TO : pM /(W *

1 |Patient Identification YES/NO REMARKS

la.Patient Identification Patient name, age, UHID/hospital number confirm¢d 08

|b.Surgical procedure & correct site verified e

2 |Airway & Breathing

a.Oxygen delivery (mask/cannula/ventilator) secured véd

b.SpO: within safe range = ~'iaf

c.If ETT: position confirmed, ties secure, cuff inflated \J 4

3 | Circulation & Hemodynamic Stability ‘(X
a.IV lines secured & infusion running correctly ]
b.No active uncontrolled bleeding kf,s
c.Last vitals recorded before transfer Ut
d.Central line hubs are closed = )
n le.Dressing [ntact I
4 | Pain Assessment \L
.Pain score assessed & analgesia given )
b.Reassessment done
5 | Wound, Dressings & Drains

fa.Surgical dressing intact Yyt

b.All drains fixed, output noted

c.Catheter secure & urine output recorded Y€

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

fa.Medications due time noted A -

b.Pre & Post-op instructions (NPO, position, mobilization) communicated, €5

c.Emergency meds given in OT (time & dose documented) NFA
7 | Equipment Safety & Transport Preparedness _

{a.0xygen cylinder full & ambu bag at bedside N A
o b.Bed/side rails up and brakes applied Ve
- c.Special positioning maintained as per surgery NP

8 | High-Risk Patient Safety (if applicable)

fa.Chest tube: underwater seal below chest level AR

b.Epidural catheter secure, infusion checked N

c.Pressure areas protected (heels/elbows) N

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED
10 REPORTS AND LABS HANDED OVER

11 BIOPSY/HPE SENT

12 |Documentation

a.Documentation completeness -’I Y Ey

[Transferring Nurse: Q= —| |

Receiving Nurse : Qi&:(_\ L H\SSp

Signature of Incharge: ik AMM,& ;

w

RCH/GDY/FRM/CLINICAL/598
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Rainbow .

W,

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to traat the litte Your Right to a Safe Delivery

06-05-1989 37Y1M26D (F)

D’h' Mﬂ“‘t’ L%E {60’ PC’“

Or. MATHANGI wﬁ“"“ii'\‘“ m Date & Time of Admission Date & Time of Transfer Order
1 AR &\Wﬁ, v 34 | ol .
Treating Consultant Name Transfer Ordered by Reason for Transfer

vt mr Aediped 12

woered,

From Unit

s

@ _uowd

To Unit Information to Attendant

Yeizj No[T]

Number of Sheets in Clinical File Number

of Imaging Films Personal belongings including

clinical document;. Ifd an¥ handed
0 attendan
:LP ,H\€ «—@ Cﬂu\ @ Yesélm—to No[7]
; If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

1,
2,
3.
4
5.

Shifting Summary / Notes Written by Doctor - YesP

D bithed  fo (ond

No []

oy vt

Name & Signature of Person ;;.rho is Transferring

U e

odet Yy

Name of P‘erson Ordered Transfer

Patient & Clinical Records Received by :

D Pre

Date & Time of Patient Received :

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

(] Nurse not Available

[J Available Bed not ready







\%

Rai b w : . g
@ ﬁﬁ.?dr‘é.? s ‘Blrtthght
7 il o ~r ospit BY RAINBOW HOSPITALS
Qmeggiﬁﬁ QNHA%MMQ q FO HM 1t takeg .shpm u“am ttle, Your Right to a Safe Delivery
- 06-05-1989 3?Y1M2?D (F)
Dr, MATHANGI RAJ
ﬂ ’ ﬂ I ,m , m, ’m”,ml’ " l, m m Date & Time of Admission Date & Time of Transfer Order
J}?]JG@?-QWW 911126 @F gose
Treating Consultant Name Transfer Ordered by Reason for Transfer
ﬁ/" e thosy! Ih. skt ELoco
From Unit To Unit Information to Attendant
. ‘Fﬁ @M 1On. Yes No []
] A
. Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
| clinical documents. If any handed
over to attendant
1p f“ @ tree (1) ves,z7~05
‘ If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

1 f Gp upoe f L rfvm @

2. 'ﬁ gL (Z‘Jv Phse m

3. {1

4.
®| ;s

Sh'rft]ng Summary / Notes Written by Doctor:  Yes ] No[T]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

q;/m/ Dy ﬂ At
Patiént & Clinical Records Recqived by :
AV G

Date & Time of Patient Received - %w 0D o4 2 H DA~

[ Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. ; RCH /FRM / CLINICAL / 102







PATIENT TRANSFER FORM
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Rainbow &

Children’s BirthRight
Hos p ital . BY RAINBOW HOSPITALS
R takes 2 ot 1o treat the iitie, m

GUC-00009593 IP18-00036290

Mrs PRANTIKA SINHA
06-05-1889 7Y MZ?D
Dr. MATHANGI RAJAGOPA LA

IHlllIIIIIIIIIIIIIHIIIIIIIIIIIIII!I

Date & Time of Admission

QH[QO;LBQILB‘&S{D,

Date & Time of Transfer Order

3l F|owbat g 0d

e /mea’ﬁc

Transfer Ordered by v

Do Aeh T

Reason for Transfer

EL)LK

From Unit

J-Dp

To Unit

of

Information to Attendant

Yesﬁ; No []

Number of Sheets in Clinical File

whole 7 g0

Number of Imaging Films

—-—

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

Yes[] NaE7

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
2.
3
4.
5.

Shifting Summary / Notes Written by Doctor;

Pt <h

Yes
d ‘o

Name & Signature of Person who is Transferring

3| r\\'ﬁ?i“ufﬁf

Name of Person Ordered Transfer

“Dr prthitte,

Patient & Clinical Records Received by :

©s B4 )

Date & Time of Patient Received :

g \ a (Sl

o ;

If the transfer order time & Completion time is more than 30 minules please tick

the reason mentioned below :

(] Unavailable Bed

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

(] Nurse not Available

[[] Available Bed not ready
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- Rain b%w. . . -
@ Children’s ® BirthRight
[ HOS ital . BY RAINBOW HOSPITALS
P‘gﬁ;!;!nn.ﬂ;r Tn 315_!”?;55 n FO RM n.m. npu: reat the Bile. Your Right 1o a Sale Delivery
—— Mrs PRANTIKA SINHA
— 0B-03-1000 7Yimaro {F)
Dr. MATHANGI RAJAGOPALAN Date & Time of Admission Date & Time of Transfer Order
A 0% 03)07 126 @ yao
Treating Consultant Name Transfer Ordered by Reason for Transfer
)
,  DYatak I | s etk
m . M q mn‘j ! DI\ aALen t
. ﬂl M 4 .‘!’7 L
Ba | 6\3 cpatan
From Unit To Unit Information to Attendant
- e Yes [~ No []
M\~
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
' over to attendant
D Tp fe =
- 1 Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
XL
2.
3.
4,
| 5,
Shifting Summary / Notes Written by Doctor:  Yes[ ] No[]
Name & Signature of Person who is Transferring _ Name of Person Ordered Transfer
le]
—(20 . oYy Yafote Shang -
o3
Patient & Clinical Records Received by :
S Mﬂr
Cd U <
Date & Time of Patient Received : \ '
| g\o®> ok {vie
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[] Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINIGAL / 102 |







Z
Rainbow® B

,@ Children’s BirthRight
mammam === o= FORM Hospital_ | () zeonsns
—  Mrs PRANTIKA SINHA :
| g:n’m:"“‘“ R“::;;:‘El: ) Date & Time of Admission Date & Time of Transfer Order
TN Sokod & wpm | Filokat 4. p00"
Treating Consultant Name Transfer Ordered by Reason for Transfer
0 . B
Do 'mﬂdw@? D ﬂ-&A}»ﬁfq OW%
From Unit To Unit Information to Attendant

D

. o

No[ ]

2

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

g clinical documents. If any handed
ww\)\g P "dj (L [,r over to attendant
Yes[] Nofl? .
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. item Name Quantity

1.

2.

3.

4.

5.

ShHﬁ‘ng Summary / Notes Written by Doctor :

P Shi

fed e pt=

2ol

Name & Signature of Person who is Transferring

QP&

Name of Person Ordered Transfer

TDar ‘/?P%’}’ﬁ?"\

Patient & Clinical Records Received by :

)U.DW :

Date & Time of Patient Received :

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

[J Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[] Nurse not Available

(] Available Bed not ready







GUC-00009593 1P18-00036230
Mrs PRANTIKA SINHA

uu—nmm Y1M26D () Rai n‘b%W.

o i B MATHANGI RAJAGOPALAN hild . Birtth ht‘
e T Hospita ey e

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: . W Hbfb '£ 2’0 ¥) ... Time Seen by Nurse: é??‘w
1) Level of Consciousness: onscious O Samn-consclous 0 UnConscious

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

[ Severe Pain / Moderate Pain O] Preterm rupture of Membranes / Leaking Water PV

[ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor

0 Decreased Fetal Movement O Spo ous Ru re of Membrane / Leaking Water PV

[ No Fetal Movement r Reason: . oL kLSC—Q

3) Vital Signs: Temperature: Qﬁ? Pulse: 7; @bﬁ@po, chj 8/ fo,fi)Weight%..

ﬁ 4) Gestational Criteria:

Gravida: G 0 P .! L | A
MP: 9“'0/.?5 EDD: ‘7}?‘2376 Gestational Age: 55'}"'}6{&%
Uterine Contraction O Yes EI,No' O NA | Onset Time Frequency:
Membrane Rupture O Yes g,No/ CJNA | Onset | Time Fluid Color:
Vaginal bleeding O Yes m@ O NA | Onset Time Amount:
ir-,
| 2 If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Elyymptoms CYes | ONo | ONA pain Abdomen / Vomiting
Good fetal Movement oo | ONo | na | 1fNospecily:
‘ ﬂ% 5) Pain Screening: Numerical Pain Scale (NPS)
@ | | | ! l | l | l N
— ] I I ! I I ] ] i 1
- 1 2 3 4 5 6 7 8 B 10 |
| No Pain Worst
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) Allergy:  OYes Mg ryes :
8)  Current Medications: Prenatal Vitamin D,No{ O Others: ..... 2B e W
9) ;r:wedlcal History:
one O3 Gestational Diabetes
O Chronie Hypertension O Low placenta
O Gestational Hypertension O Others if yes, L ..
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0 TAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes) U
Q,Eﬂf::rr:v: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

B Level 1 Level 2 Lovel 3 Lovel 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
Re-Assessment "““"““g"a:'“"'""" Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term of Active Labour - Signs of Earty Labour/ Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 ilg;?mks SROM > 37 weeks Pregnancy

Wesks

Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting

Bleeding with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>sfsotthg} >37
weel

Hypertension > 160/110| Mild hypertension
Hypertension Selzure activity and / or headache, visual and
dstutance, RUQ pain | 3530cied signs

Altypical FHR tracing,
Abnormal FHR tracing

Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement

®Acute onsite severe @Major trauma @Abdominal/back pain @0ngoing assessment ®Anything that does not
Others abdominal pain ®Shortness of breath greatar than expected in |~ from out patient clinic seem to pos threat to
®Altered level of ®Unplanned and pregnancy (for hypertension, biood | mother or fetus
consciousness unattended birth ®Fank pain / hematuria work) ®Cervical ripening
®Cord prolapse @Nausea /vomiting and @Minor trauma (minor | @0ut patient placenta
®Severe respiratory diarrhea with suspected previa protocols
distress dehydration @ and /or| @Pre-booked visits (ie ',
®Suspected sepsis diarrhea and progesterone

Time seen by Doctor: 3'}[0,97&

Nurse Name : ..... ug/NﬁMI@&U‘DHﬂ?ﬁ Nurse Signature: ....... ([ fEt-S }\
Date: 9)’?/}6 Time: 8’3%
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (T0 BE ASSESSED ON DELIVERY SU!TEE

Date:...Q:... .........................
Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) v |1
Obesity \/ | 1or2
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

Signature of the Nurse

Total @"72

Action Plan
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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 tl_lrmnboprophyiaxls.

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.




