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Fetal Medicine Report 2 BirthRightM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Referred by |Dr. SHEELA : Visit date |06/07/2026

Pelvis Report

Indication(s)

TVS PELVIS

Second trimester abortion - cervical incompetance at 21 weeks 5 days on july 5 2026
Real time B-mode Ultrasonography of Pelvis done

Pelvis
Transabdominal and Transvaginal sonography of the pelvis done
Uterus appeared anteverted
Uterus measured 12.3 X 9.0 X 10.5 cm.
%ormal appearing uterus with homogeneous myometrial echoes.
terus shows an anterior wall intramural fibroid measuring 3.1 x 2.3 cm
Endometrial thickness measured 15.7 mm
Endometrial cavity appears thickened , no vascularity on colour doppler
Right ovary measured 2.8 X 2.7 X 1.0 cm (Volume = 3.93 cc.)
Right ovary appeared normal.
Left avary not imaged
Both adnexa appeared normal.

Impression

Anterior wall intramural fibroid

No evidence of retained products of conception in todays scan

/ﬂ\k m}é Eguufed

DR. THWISHAA RAM

MBBS,MS OG, DNB OG, FOGS , ASSOCIATE CONSULTANT FETAL MEDICINE |
~

Rainbow Children’s Medicare Limited |

For Appointments call: 1800 2122

you can take “ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in”
CIN : L85110TG1998PLC029914 info@rainbowhospitals.in www.rainbowhospitals.in







Patient name |Mrs. SANJANA RAJ —_—_—_—_—_——_—__'myears / Fen
PatientID  |GUC00093454 \f‘ghF

Visit no
Referred by |Dr. SHEELA Visit date fO?!2026

SAMMANA, CHILDRENS HOSPITAL
0R34%4

1112.30cm
2L 9.07cw




|sﬂ«g_uazé'Sex 33 Years / Fen
Visitno |2 -
\Visit date [06/07/2026

Patient name |,N1rs. SANJANA RAJ
PatientID __ |GUC00093454

|Referred by  |Dr. SHEELA
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Rainbow Children's Hospital - Guindy

Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's . TEL NO :044-40122444
Hospital " WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

R T T T

Admission No : IP18-00036320 Admit Date : 04-Jul-2026 Admit Time :08:51 PM UHID 1 GUC-00093454

Patient Details :

Madipakkam Chennai Tamil Nadu INDIA .
600091 E-mall

Patient Name  Mrs SANJANA RAJ VASWANI Age $33Y1M14D
Guardian © Mr RAJVASWANI DOB : 20-05-1993
Gender : Female Religion

Occupation ; Martial Status

Address (H) : 4 th floor bamana pride Madipakkam Phone No : 9867555802

: no@gmail.com

)
Admission Details :
Bed Type : MICU Bed No : MICU 803

Room No : MiCuU 803 Admission Type : First Visit

Ward Name : 8F-QT COMPLEX

Contact Details :
Name © Mr RAJVASWANI Relationship

Contact Address 4 th floor bamana pride Madipakkam Phone No
Madipakkam Chennai Tamil Nadu INDIA 600091

: Husband

: 9324224411

W

V
-

Signature

Lo.-tor Details :

Referral Doctor : self Phone No

Co-Consultant

Doctor Name . Dr. SHEELA M Specialisation

: OBSTETRICS AND GYNECOLOGY

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY
“rinted Date / Time : 04/07/2026 20:52 Printed By : 017420 Page 1 of 2







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

Children's et TEL NO :044-40122444
Hospital °© i 'b;: ' WEB : https://rainbowhospitals.in
ainbaw
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SANJANA RAJ VASWANI Age : 33Y1M14D
IP No: IP18-00036320 Sex: Female
Consultant: Dr. SHEELA M Ward/Bed No: 8F-OT COMPLEX/MICU 803

ingsance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
car . Of the patient.

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

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

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

Note:

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

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

(R@Mivers Signature:.................)

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

Signature of Patient/Relative: = M

Name: > QG‘ ) \J sl Ran | Patient Address:

. in: > HUSZ Aro D 4 th floor bamana pride Madipakkam
Relationship: L Madipakkam Chennai Tamil Nadu
pate: 04 -0 -2p24 Time: @ g7 INDIA 600091

Wittness Name:  Ar, po
Wittness Signaturﬂ::l%)

Printed Date / Time : 04/07/2026 20:52 Printed By : 017420 Page 2 of 2
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BILLING POLICY

> 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 wil] e 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 wil] e 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.0.1. 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 wil] pe
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 wil] be charged 30% on the Surgeon Charges,

TPA/Insurance Processing Fee applicable for all Insurance Cases.
[n our hospital there is "No Discounts Policy", Kindly co-operate,

No Duplicate/ Second copy of OP or IP bill wil] 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.

P 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

P 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 bj]] amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.
A Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
' categories of rooms. No attendant is permitted in ICU's,
> All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.
> Patient attendant can collect for Interim/provisional bij| of the patient from the billing section on daily basis. Interim B
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

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

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

UHID Number :

P’alicn! Name :

66’4 P\jo'w-a Qﬂj \f‘\gvoqw\;

Eeﬁ*"/ﬁtendam‘_l\lame v 2

Relation :

THus gan

Name & Signature of Financial Counselor

Qaj \.’;Q_C.u-'ioll"\;

Self/ Attendant Signature : >
Phone Number : =

RCH/GDY/FRMIC LINICAL/426
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Ref. No.: F/HW /GON/HR /05

= | INFORWV"Z, 2" " . HIGH RISK

Egi ?c?%w” Mrs SANJANA RAJ VASWANI A
; iaht ildren’s Patient Name : .  20-05-1993 BYIM4D  (F) L AGE: v,
Bll'thleght Hospital BT

e Gender: O M ||

| e o
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IWE oo, have been explained by Dr‘9
about the medical condition and the proposed procedure.
I/We have been told that OUF PALIENT ..............oiiiiiiiiriiiie ettt e has the

elorce

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

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

Proposed treatment / Procedure / Operation:

........................... CONSERVATIVE  NMBrAaGErer 7

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

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

I/ (We the relative / legal guardian) have been explained in the language understood by me / us, ~

about the medical condition mentioned above and that our patient has following risks involved

CAL ohing, TR MMMWJWMMQ, ..................... P i
Lot
gt ] fw? .................................. WiC
| / We have been explained that our patient}carrler a highar'risk than usual ang/there reason for the | / We have been informed
that the ongoing treatment in the ICU involves the risk of unsuccessful result, complication, temporary or permanent injury or
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me / us
concerning the results |/ We have understood the consequences of not undergoing the proceed treatment. |/ We hereby give
(my / our) full consent for the above —mentioned treatment.

Name of the Doctor performing the procedure : ..........

Patient Attendant D;;r)' Witness : ,

Signature S 9 ......................................... Slgnature : ....ﬁ%ﬂ....................
Mo Sani e :
Name :..'\V)Y SRR A, S Naria:. b 72%\194“)%

Relationship with Patient: ....Patient.............

Date & Time : ..04.)07. ] 8024,
Date & Time : .04.10.7.\@02% ..o

Doctor (who is taking the consent) :

Slgmature : ...cuuaiin

1

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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MEDICATION RECONCILIATION FORM
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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)

ot known any Drug Allergies

Shifting From: ......oocovevenenee. Shifted to: ...... *f ’l‘glf;[(fboi
s3] coentm o) | e | pomss | s | TR | o
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MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : @D\r ARA

Date & Time : ........S\2124

Nurse Name & Signature: ....

@2aTEN
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Medication Reconciliation will be done at the time of admission and also whenever there is ch ange
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)
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SN (&umgﬂlﬁmlm‘ EE‘I'IERS) (m?;?:ig) (PO, f&%flg:. tv) | FREQUENCY 'ﬁ?ﬂf#ﬁ ﬁ’ﬁ%‘gg
T T PoPhaeron lormg PO BD 1&¢ Ooc
2 Oc ooc
i Oc ooc
4| 0ic Qoc
5 0Oc ooe
6 Oc ooe
7 ¢ Ooc
8 Oc ooc
9 Oc Ooc
10 Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
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Date of Admission: JT}-‘,FI)’B Drug Allergies: , mn:wn any Drug Allergies
FOR THE SAFETY OF THE PATIENT | : T
GENERAL - Ensure that alj patient details are éntered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreyiations),

NURSES . . Nurses must follow strictly the Five RIGHTS before administration of Medication,
1) Right Patient 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HiGH RISKHIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Foliow Hospitals's Verba) Order Policy,

V)
SOS / PRN (As Required Medlcatfon)
a—l e I
Date

DRUG : _ .
i | Dose Route | Frequency [Start pa
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! | Addifional Instructions:

Dose | Route Frequency |Start Da “'mL ]

Doctor's Signature | Vaiid Periog Pharm,
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Route | Frequency Start Date

REGULAR PRESCRIPTIONS

Daily Dnl:lnr s Endorsement by @ Sign

DRUG: [~ pEf(N Dats
Dose Route | Frequency Start Date!
(o ‘“5 9;\'2»(9 5

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: N

VY

| W W= e
\ Daily Doctor’s Endorsement by a Sign

DRUG: 1° DUPHASTON

Dose Route | Frequency Start Dat
fo - |8 2%

Name & Signature of the Eﬂor .
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Starting the Drugs:
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Additional Instructions:

DRUG : 5y pantofenzott
Dose Route | Frequency Start Dat
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Starting the Drugs:

e e
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Additional Instructions:
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Name & Signature of the Doctor
Starting the Drugss
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Additional Instructions:
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Daily Doctor's Endorsement by a Sign
DRUG: CAe PUGIETIN: [Paer AR\
Dose | Route |Frequency |Start Dt.[% &4/ ¢V}
Laswa | flo Lo~ o)A e
Name & Signature of the Doctor
Starting the Drugs:
" 127030 -
Additional Instructions: _ N
/
qpa/ 1 =

Daily Doctor’s Endorsement by a Sign
N
DRUG: CHP PAM T DN

Dose | Route |Frequency |Start Dt.;7ovd /7 [
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Name & Signature of the Dactor
Starting the Drugs:

e (23a3C
‘Additional Instructions:
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DRUG: THR © PP SN
Dose | Route |Frequency [StartDt.ippry i N
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Daily Doctor’s Endummeni by a Sign
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Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:
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Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor )
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Additional Instructions:
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DRUG o
Dose Route |Frequency |StartDt.|

Name & Signature of the Doctor

Starting the Drugs:
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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Date
Q'fr&f{ Time89101112123455?,{3)910111‘;,123 5 7

t
=30
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. 21-30
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corresp. box) 11-20
0-10
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Administered 0, (L/min.)
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37
36 [ & =
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100 A ] N e
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rotwingia | T RS T T

> 3

2inssald poojg Noiselg

MNormal
Heavy / Foul

|_Clear / Pink
Green

TOTAL YELLOW SCORES )
TOTAL ORANGE SCORES
Nurse [nitial v
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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.

L o

K

Intake

Qutput

-
Date Time

Nature
of Fluid

Route

Diarrhoea

Vomit | Drainage

Urine

IV Site
Thrombo-
phiebitis
Score

Sign.
Nurse

1 Mouth A

N.G

08:00 am

09:00 am

=
/[

10:00 am

4

11:00-am

12:00 pm

01:00 pm

N\

UNSENRE

Total Intake :

Total Output :

02:00 pm

03:00 pm

|

04:00 pm

05:00 pm

06:00pm | -

07:00 pm

h

Total Intake :

Total Output :

+08:00 pm

-

pdnfisioh ]

09:00 pm

H3o

[6D

10:00 pm

Hoe

[oO

11:00 pm

12:00 am

(to

01:00 am

HA.0
Hoo

&oo

DD P

Total Ouiput :

680

' 02:00 am

iTniaI Intake : RO

H}e

(00

200

03:00 am

04:00 am

H20

Q00 |

250

05:00 am

06:00 am

Hoo

Ke2)

% 00

07:00am | H 201100

QDB D

Total Intake :

hBOor

1Tt T
Afsacaye

Total Output :

ghony

Total 24 hrs. Intake

.f?00ﬂ¢

f
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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.

LW T 3
b \A” Intake Output v Sie
Date | Time | Naure Route NG | Diamhoea | Vomit |Drainage | Urine T%E'ﬂ? o
{ Mouth | 1v | NG

800am [NOO |\og & | p |3H
09:00 am_ 0 H
1000am Wyo | (WO [ R WO | © ™y
1:00am [\ \ 50 | Q0] <00 Q [%p
1200pm| 0| 0 |90
01:00pm [ Yo | (o€ ~ Q [R&

Total Intake: O OO pw| Total Output: /TP yew/) L
0200pm [\ > Yool hA” e | © [P
03:00 pmer Ny X \UGH \ W o ‘w'\—
04:00 pm | AN [\OOMY |y o0 W
05:00pm | \MAD | \QOW\| \ U™ fopu| @ |4
06:00pm | ‘ o | wd
0700 pm | YYD | ool o [ A

Total Intake : A 1OQOML | Total Quiput: QU o
«08:00 pm (YD~ EEIIIV“ ‘ B0 © "f[@
090007 M99 H ol Q,C;EH 0 | 4
10:00 pm l:v\,‘[ﬁ&, | 9O o fﬁf' i
1:00pm| L N
1200am | T70| QO 300 0 [ -
01:00 am ) N

Total Intake : L0 Total Output: -~ 40D ey &
0200 am © e
03:00 am MO | 0 [4N
04:00 am ) © o N
05:00 am O | Q!
06:00 am H‘m |00 heo | © Iﬂ__ﬁfo\i
L0700am | gL Aaf). an O | W

Total Intake : 3{‘56\\4 TS s Total Output : b oo ) |

Total 24 hrs, Intake a (QYUM( Total 24 hrs. Output Pz 1 KOy
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O Maintain Skin Integrity

§ o Personal Hygiens 0 Pravent Infection O Meet Elimination Neels [ Ensure Safety [0 Eary Ambulation Reduce Andety 3 Patient & Family Education
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: }}/’F/L ............

Baseline Information:

Admission From: OER [OOPD [ Admission Desk ers: specify ........... /ﬂz .....................................
Primary Language: [0 Telugu [ English O Hindi B’ﬁs Tam /

Do you require aninterpreter? [JYes B

Source of Information: D(W O Family O Others

Personal belonging if any: mg O NoseRing [JBangles [JAnklets [JFingerRing [ Bracelets

handed 0Verto.......... 1.

Fd .
Allergies: [JVYes IJ}NG/CI Medications 1 Blood Transfusion [0 Food [ Other: .

Chief Complains: . @nﬂg el (Oﬂy){ ﬁnoctor Notified on Admission: mxs/ ONo
rgﬁg\éﬁé IOO ...... &LCU: J....  Name of the Doctor: .j_)Y s JANITIRY....
.................. Time Notified: . ? 201

Past Medical History: Obtained From U»Pﬂm O Family Member 3 Medical Record [ Other (Specify) ..........oveeeee

Past Medical History Past Surgical History Previous Hospital Admission
N L | N{L N

Blood Group: .. é'f\/!Q,r ......... LMP: ?}}J}é EDD: ‘f t’/.DrB Gestational age during admission: .Ql ‘HJ‘W
Contractions: . N }.L.. seeeennene Vaginal Discharge: .. YES
Obstetric History: Ll s Previous LSCS .. N [f_
Helght: . GQMO Weight: ?;b fom 33 )
Temp: .......! f] 3. ..... HR: ‘TE’ RR:. 4:99[30 [m BP: fDO/éQ Spo, (z‘g(/
High Risk Factors: (Please select by ticking (v ) the box as applicable) ,

O Hypothyroidism O Rh incompatibility [ Fertility Treatment

D/ﬂ?perﬂ'«yroidlsm O Previous LSCS [0 Preterm Labour
I Hypertension O Gestational Hypertension O Others: (Specity)
O Diabetes [0 Bad Obstetric History
O Anemia - Obesity (BM))

O Twins / Multiple Pregnancy

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




Patient Sticker

Family History: 0 Abnormalities Detected

O HeartDisease [ Hypertension ~ [J Diabetes [0 Stroke [0 Seizures [ Kidney disease
O Liver disease L) OMOY it iniinistostrsanmnes

Pain Assessment: Pain: OlYes [Chhe (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [J Yes Qua/Scom ...... o - (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: ClYes CANG™ Score...8AD... (complets theBradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
CJ Mobility problem [ Walking Problem (&l NeAbTormality Detected
[ Developmental Delay [0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

HUTHE:?I(SCHEENING:
O Qvérweight 1 Poor Appetite > 3 Days ' 7 Needs Therapeutic Diet. =
01 Under Weight O Diabetes Mellitus | [ No Abnormality Detected
Inform consultant for positive criteria _
PSYCHOLOGIC CREENING:
[OCalim & Cooperative [ Restless [ Depressed [ Agitated O Confused
O Others ... ' '
Inform consultant for positive criteria
SOCIAL SCREENING: /
1. Marital Status:  [J Single Oddarri [ Divorced 0O Widow )
2. Special Habits:  Smoker: (] Yes Alcohol Abuse: ClYes OJ M Drug Abuse: (Yes D.Nﬂ/
e
Social History: Lives With FEumb{ .........
Orientation has been given regarding the following aspects:
Call Bell in Reach : B‘%s O No Waste Disposal Explained: BYes ONo .
Infusion Pump : D@ ONo Hand hyglene Explained: ers O No O Omér:_ X
Above information GIVen 10 ..................eeeen. %ﬁ@ﬂf ...................

Name of Person Orientation was given to: Hrsﬁug‘am

Orientation not given Reason: ................

Nurse Signature: ..... S[N*?QQ%"@O
Nurse Name: (S[r\(‘ﬂmiﬁgwo 6120

Date & Time: HZF}:/.?—éCLﬁ'C//DrO
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ){‘/?\[Qf& Time of Arrival: ?Pm Time Seen by Nurse: ..... C7 2L aT—

1) Level of Consciousness: &C@cious O Semi-Conscious J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[ Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
D—B@g PV: Slight / Heavy O Preterm Labor/ Labor

O Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: .

3) Vital Signs: Temperature: . szf pusse: 25T ra: &Mpo, C[A BP: (oo{éoWeugnr 96 gl'fi

4) Gestational Criteria:

o Gravide: | G | P _ i A —
LMP: ....... 91[,9/9—{: EDD: CHH/M ........ Gestational Age: 2lihdovyl.
Uterine Contraction O VYes | CLNo | ONA | Onset Time Frequency:
Membrane Rupture OYes | Q No~| ONA | Onset Time Fluid Color:
v _ - T
Vaginal bleeding @Y¥%s | ONo | O NA onétf}'; daiif nmegﬁm Amount: N
B
i
Pre Eclampsia ;lgymptoms O Yes prﬁ O NA gaY]:sA?J%eomnl./{?od;%l:g/ Visual Symptoms /
Good fetal Movement 6s | ONo | Na | IfNo specify:
5) | Pain Screening: Numerical Pain Scale (NPS)
e (H—F+—"Ft+—F+—+—+—+—1+—+—"1+—
- | 1 2 3 4 5 6 7 8 9 10
0 Pain Worst
possible pain
o Location:
© DUration: .o N LG e DAYS / Weeks/ Months (Strike out which is not
applicable)
® Character: W ((,.
() Frequancy NG
® Interventlons N[L
6) Past History:
T ¢ R, SN, SRR e,
b)  Medical .....oeeervereinrennn. WLl ooeeeeeessssssessssssss s s snans
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Hatient Stcker

7)  Allergy:

9) Prenatal Medical History:

one

O Chronic Hypertension
O Gestational Hypertension

O Diabetes

O Yes D“N( R

8) Current Medications: 0O Prenatal Vitamin ClNohe O Others: ...

OJ Gestational Diabetes
O Low placenta
O Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

gﬁwqw I Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level4 —— Level 5
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
[R“L::g:ﬂﬂ} Immediate < 15 minutes <30 minutes < 60 minutes - ‘[;‘:‘IM]
Re-Assessment Chnfisns usive Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
. Suspected Pre-term of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Auid Imminent Birth Labour / PPROM < 37 i@?m SROM > 37 weeks Pregnancy
Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting
Bleeding wiw without abdominal | cramping (<spotting) | with cramping
<37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual| > 140/S0 withwithout
disturbance, RUQ pain | 23S0ciated signs and
symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment -abnormal dopplers
Movement Diseased fatal movement
Others @Acute onsite severe oMajor trauma @Abdominal/back assessment | @Anything that does not
abdmmi:lﬂm :ﬁhormess:indbmam greater than expectad in mmmm mlnpo&grmto
®Altered nplanned pregnancy hypertension, mother or
e i o, o
@ e off @Minor trauma (minor | @Out
®Severe respiratory diarrhea with suspected \ p;mm u::m "
distress @Nausea/Vomiting and /or| ®Pre-booked
@Suspected sepsis and - -
; ] of infection injections,
m ,cough, M{P ®Assessment for version
) ©Rashes

Time seen by Doctor: ,z)YPcLU'Hﬁm(g 20P m)

Nurse Name : ..

s

Date: ﬁfl?i?é’

%ﬁi— JSQCM olbpe Nurse Signature: S s et = (o1 2 S S

... Time: ...3.1?29/2[9.
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: )Jf I} ‘Fb"e

Pre - Existing Risk Factors  Tick | Score

Previous VTE (except a single event related to major surgery) -
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity \// " for2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total D
Signature of the Nurse ,»Q]N CZ?; u{“!gp_.at,; 0{ 679‘5
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/ It total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
v’ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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N Fai e "
Date / Time 1,250
Choose Highest Applicable Score from each Category Sc!ore !! .’ ;Eb;é TF:HQ" Fall Risk Grading
0
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o 4 o Risk Level Morsr;’:'a:lé )Scnre Ketlei
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 & Q O
_ | Furniture 30 Low Risk 0-24 22223{% II:all
Ambulatory Aid Crutches, Cane(S), Walker 15 i
None /Bed Rest /Nurse Assist 0 o) ) O
20 _9_4@
IV / Heparin Lock or Saline e Implement
i ) O Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 o N Q Implement High
Forgets limitations 15 e Risk Fall
Mental Status ‘g = ) High Risk Bl Prevention
Oriented to own ability 0 D 0 | :
ntervention
Total Morse Fall Scale Score: 0 H 0
Signature ;@( /"% \K 77
Juo 0
Tick (v') whichever precaution taken. : Maderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
ow Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital O Assess patient after visitors, leave to ensure safety measures in place
Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

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






L Patient Sticker

Morse Fall Risk Assessment Form

2 .
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@ Children’s ® BirthRight
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R takes 3 lot to treat the lttie Your Right to a Safe Delivery

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

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

N
Choose Highest Applicable Score from each Category L Efq’ 2k Fall Risk Grading
Score 20

History of Falling Yes 25
(immediately or w/in 3 months) No 0 &) Risk Level Murse’::g Score Action
Secondary Diagnosis Yes 15 (WFS)
(more than one diagnosis) No 0 @)

Furniture 30 Standard Fall

: : Low Risk 0-24 .

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 (@)
IV / Heparin Lock or Saline :;ES 4 =0 Implement

i g Moderate Risk | 25-50 Moderate Fal
1mpai|'ed 20 Prevention
. Intervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 @) Implement High

Forgets limitation o Risk Fall
Mental Status Lk L = 2 i s = Prevention

Oriented to own ability 0 O intarvantion
Total Morse Fall Scale Score: oS0

Signature ﬁ :

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

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

[ Hourly safety check

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

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

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

FUACC PAIN ASSESSMENT SCALE (1 Meath 1o 7 Years)

’,

SCORING
CATEGORY
] 1 2
s - Occasional Grimace or Frown, Frequent (o constant frown,
Face No Particuiar expression or smile withdeaw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Retaxed Uneasy, restiess, lense Kicking, o legs brawn up
. Laying quietly norma! position, Squirming shifiing back and
Aty moves easily forth, tense Arched. nght, or Jerking
(Awake d A of sobs.
Cry No Cry o asieep) Moans or whimpers occasional ::msttaﬁhrm
Reassured by occasional ouching, )
Consolability Conte. it relaxed hugging, or being talked to, Difficult o console of comfort
2 distractile
- Kesnstal Pain, Agitatien and Sedation Scale (upto 1 Month)
Criteria
-2 - ] 1 2
Crylng No Cry with paiaful | Moans or cries Appropriate crying Not] Imitable or crying at | High-piched or silent
Erritabifity stimofi minimally with painful| irfitable intervais consolable | contimuous cry
shmusi Inconsolable
Boharior State | Noarousaitoary | Arowses minimally 10 | Appropriate for Resless, squimming | Arching, kicking mﬂrml
smull st ' gestational age Ravakens frequently
No spontaneous Litle sportaneous Arouses minimally / no
maovement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriste | Any pain Expression | Any pain expression
Expressien | No expression with stimuli ' continual
Cdremities | Nograsprefiex  |Weskgrasprefiex | Relaxed handsand | Intermittent Continual clenched
Tans Faceid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tore * | Normal Tone orfingersplay - | splay
- Bodyisnoltense | Body s tenst
Vil Signs HR | No variablity wih | Less than 10% Within baseline or | Increase 10-20% | increase greater than 20% from
RR,BP. 820, | stimui variabiity from normal for from basefine baseline, Sa0, less than or
Hypoventilationor | basefine with sbmufi | gestational age Sal0, 76-85% with | equalio 75% with stimulation
apnea stimutation - quick | slow recovery Out of sync or
- recovery fighting ventitator
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[ A A l
Date : Sl3
Time : ™A no
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: . !
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lj )-1° kf,
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patlents feo young fo ambulate; [ f
R < Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;G;mr;z;sﬂ!? ::;:nnl?:g‘t'o’b ed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every | 4
wheslchair." shift in bed or chair. 2 hours during walking hours. - 3
1. Completely limited: 2, Very limited: 3. Slightly limited: 4. No Impoirment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit

Sensory Perception

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

moaning or restiessness; OR, has
sensory impairment that limits the
ahility to fee pain or discomfort over
half of body.

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

ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly maist:

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

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

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

4, Rarely molst:

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

e

|
—

FRICTION-SHEAR 1. Significont problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem:
Friction  Occurs when Spasticity, contracture, itching, or Requires modarale to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves agains! 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 shests, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times." L’
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, gats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals.|  most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally aats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 3 L’
Protein intake includes only 2 tood otfered. 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 ;::'Tgmmisadt 2. Compromised: 3. Adequate: 4, Excellent:
Hypotensive < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may ! L
“ss;:y::::tf;i" L <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nc;srr::’wlsma.‘ :x}gqsn sﬁ[fm::f?n Lf 17
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 ma/dI; capillary refill may be 7o DGO Tigay capeary, :
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. = \}'
>

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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Patient Sticker _ . : A
Date:| O '
Time:| |
1. Compietely immebile: 2. Very limited: 3. Slightly limited: 4. Mo limitations: i
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 exiremity position position without assistance, 4
without assistance. to completely turn self independently. independently. .
. . 2. Chairfast : 3. Walks occasionally: ;..n::-um young to ambulate;
- i Walks d , but for
AcotyTodme | 1.t S ey | St ataigii | SEMEIOS i
ot physical aotiviy” Conmnad o fed and/or must be assisted into chair o assistance. Spends majority of each day and inside room at least once every 3
' _ wheelchair.* shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very mited: 3. Stightly Nmited: 4. No impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would fimit

Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensary impairment that imits the sensory impairment that limits ability discomiort. ,4
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.
Moisture Degree 1. Constantly moist: 2. Very molst: &wm B 4. Rarely moist:
16 Whikch Skin is kept moist aimost constantly Skin Is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, rnulil:ne 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
0 motetira Dampness is detected every time 8 hours. every 24 hours, ’Z"
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Probiem: 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 aimost constant

assistance in moving. Completa 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 strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains refative good position]  during move. Maintains good position 04
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. madequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear fiquids, Is on liquid diet or fube 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 salories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minérals for age OR albumin < 3 mg/dl for age OR eats over hall of most meals.| maost of every meal. Never refuses a
Nutritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about haif 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 dalry products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4
Hypotensive (MAP < 50 mm Hg; Normotensive exygen saturation may Normolensive saturation m - Excellent:
Tlssmu;::rr;f:?’n 4 <40 in a newborn) or the patient be < 95%:; hemaglobin may be be < 95%: Mmﬁmn may be . Normotensive, axygen saturation
does not physiologically tolerate <10 mg/d; capiltary refill may be < 10 mo/d; capillary refill may be > 95%; normal hob; capillary refill
pasition changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH Is normal, <2 seconds.

Severe Risk :lessthan 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Notal Risk: 19-23
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TOTAL SCORE

Evaluaior's Name




severe pain or with additional risk factors.

ool Support Surfaces
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider ocupaﬁm}rmapy referral for advice
Regular Turning Schedule L ) |
Enable as much activity as possible High density foam matiress
15-18 At Risk Erotect the heels Gel pads for high-risk areas
se pressure redistribution surfaces Alternati
Manage moisture, friction and shear BING pressre DRuss Y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk™ Patients ko
13-14 Moderate Risk L ——— bl i e & ’ Gel pads for high-risk areas
sition patient a egree lateral incline using foam wedges R —
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 matiress overiay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overiay
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7, N\
B Rai ? . Patient's Name:...... . e
ndinbow -
Children’s ® Birthri ght MRD NO:. ot et
Hospital | () asuonoims Vi
LT
[ PHLEBIT'S ASSESSMENT j \Consultar.. ....)
CANNULA 1 CANNULA 2
Date : Lf ,*fg 6 Time: 8 QW Date : Time:
L?cataon : },Q,f-(;—,_ o J‘C( 0y F 04./ LI.JCEUOU !
Size: [ Size :
Cannula inserted by : 8 N 1D« f} Cannula inserted by :
Date | Time |Phiebitis infeaton Wisicr ST Date | Time  |Phiebitis [infitration|, N1 | sign
< hy
b | g P oves tha]tives brg] [ OYes ONo| OYes ONo
O Il }r’;{,}m OYes CNo{OYes et OYes ONo| OYes ONo
' L} pY) |OYes GetBYes mns] OYes ONo | OlYes COINo
/,'s,ngxﬂ DYes ONG|Oves 2o 0200 OYes ONo| OYes ONo
vy [Oves DR Oves | 7y A, OYes ONo| OYes ONo
A~ [Oves Ong | Oves oG S P OYes ONo| OYes ONo
1P [OVes ONeVes P bs G~ OYes ONo| OYes ONo
2P™ |Oes ONYOves Ovo, i lon OYes ONo| COYes ONo
KL [aves Onoloves v 1os S OYes CNo| OYes ONo
=3P _|Oves ONG]Qves Y OYes ONo| OYes ONo
A p0)|Oves i EIvbs s gt Tioe DOYes CINo| OYes CNo
1 ' OYes DHﬁ"D\I’e&ENE' gl;ta.- OYes ONo | OYes CONo
h&}:} o OYes 2o | OYes BN |l 00 ysn OYes ONo| DYes ONo
1 { v |O¥es Do | OYes Bh bifcvos| J— DYes ONo| OYes ONo
[~ |OYes ONo | OYes 20 L& nr § OYes ONo | OYes ONo
OYes (DQN_E OYes Do _’i OYes ONo| OYes ONo
OYes ONo DYes’DNo OYes ONo | O0Yes CINo
o OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CONo ClYes CINo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo| |
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo.
OYes ONo | OYes CINo OYes ONo | OYes ONo
Cannula removed : OYes ONo, if yes date and time ; Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes OONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score; Phlebitis score;
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fiuid infusion.
¥ Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




("PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD |

Cannula inserted by :

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

Cannula inserted by :

Date | Time |Phlebitis |Infiltration In:mon Sign Date | Time |Phlebitis |infiltration mm:.n Sign
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONa| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes [No
OYes ONo | OYes ONo DOYes ONo| OYes CNo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
DOYes OMo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CIYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes OMNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo | OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[IYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA 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.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) h
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: evidenl: evident and extensive: | evident and extensive:
#* Slight pain near LV. | # Pain near |.V. Site | % Pain along path of | % Pain along path of # Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula # Erythema | cannula % Erythema
near L.V site # Induration # Induration : Eald:malgg‘z i : g:mgﬂmws sird
# Pyrexia
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | BERIE/TENOE.r | EANGACONSIOER | RESTE/REMOVE
\_ CANNULA TREATMENT TREATMENT CANNULA 4
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part- L.

33Y1M14D

’ICU’"'U) Patient / Learner Literacy: [ Jead/ Wu‘t( Spedk  Willingness to Learn: .Ya;/lld

{\%

Rainbow"®

Children’

Hospital

R e & ok 10 treat the Bttie.

S

(=

Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Detivery

Healthcare Literacy: YaEl/NdTI

Patient's / Learner Language: .........~.

Identified Edugajion Needs: 10. Fall Risk Education
md [ 2 f#ﬂ} Plan 6. Discharge Medication 11. Safe use of Medical Equipment / implantable Devices
sis 3. Pain Management 7. Infection Control Measures Safety _
4. Informed Consent gnostic Test/ Procedures 12. Patient's / Family Rights
2. Ttk and Care S.MM& / Therapy (safety, effects/ side effect, interactions) 9. Nurition / Diet 13. Risk / Safety
Part- i
Use codes from the list in part Il ;
Need - ¢ i Designation
o [ - e Person T Leamning | yo,ching Tools at'ﬁ'ﬂu': Understanding
Taught | gamiers | YeCHinG barrier/s

e

C

1

%mca@{’ 12 Fectiont ancf'
aterdatabil- udramg

;ah%n(" i

~O

sof

fnonQ

Heed

. 1

P

MeiceAon
e
(2

Tl e

Pt

rndy

none._

Part - Ill: CODES /

mml’;ﬂ!: PT: Pﬁml F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)

§ Learning Barriers 4. Language Barrier 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. Cthers (Specify .........c.cc.......
3. Emational Barriers 6. Desire / Motivate to Learn 9. Cuitural Dﬂ‘fﬂ'ency 12. Impaired Vision/ or Hearing

Teaching Tools Used:  A: Audio  D: Demonstaon  V: Video Oy /Bl P Printed

Hc{hzlﬁm to overcome harrier/s:
1. e 3. Reassurance & Support
2. (Obtain translator

4. /Teach Family / Others

5. Respect values & beliefs
6. Respect Cultural / Religion Preference

r

Other, Specify

Understanding:

1. Vegflizes Understanding

2. Demonstrates Understanding

3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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PATIENT TRANSEER FORM oS . et
= clcm s
ot syiuuo 0 Date & Time of Admission Date & Time of Transfer Order
\\H\ll\\\\ll\ll\lll\ i ) l'Tf‘ 2k@ 851 prt 5) 1hb@ 4. ,3
Treating Consultant Name Transfer Ordered by " Reason for Transfer
v Seela | On pkebitla] Pualier ool
From Unit To Unit Information to Attendant
(}?m/ ':fO:f' Yes No []

Number of Sheets in Clinical File

Cokoshat

Number of Imaging Films

Cotvica (ongth
S () Report- dug-

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

Yes[] NOW

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

Quantity

s e |

5,

Shift'ln_g Summary / Notes Written by Doctor :

Yesg—/ No[]

Name & Signature of Person

who is Transferring

gf'”fM

Name of Person Ordered Transfer

Ds. pshddm

Patient & Clinical Records ﬁecelved by :

Al e a1 'ﬁw

Date & Time of Patient Received :

1\

C3ad

If the transfer order time & Completion time is muré?han 30 minutes, please tick the reason mentioned below :

[] Unavailable Bed

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

(] Nurse not Available

[C] Available Bed not ready







