fainbive
Children's

L._ ‘.:‘f”."' e Hospita!

= ) :uc;wm 1P18-00036352
. ” s SOWMIYA
DlSCHARGE TRP-El KING SHEET 31-05-1997 —

Dr. MATHANGI RAJAGOPALAN
ez or consurat= [T

|
UHID- FLOOR-

Activity Sheet
update by
Nursing
Activity Sheet
update by
pPharmacy







r
|
1

PSS

T

"2

gY RAINBOW HOSPITALS

Rainb > - =
cz'.'.‘d:z‘:;s\‘smha.gm

ACTNITY RECORD FOR BILLING o, |
=, o
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ o s T e
Date of AdmissiON: . I s - B SHDIGENBG8: i T
UL —— RIS soneneisississ, SIS TS
WARD TRANSFERS
Date Time - fom To Signature of Nurse
+#)3/26. 1A HRomn bt LR Sulire
- '}(\“&\)Vo 10> s e o '\’D—S{;uﬁ.
| 3112k W FoH ™ ST MUY /‘S@%@ﬂ\__ |
ERUT wpn | iy i froec | Do
L = i
CROSS CONSULTATION VISTT
Doctor Name Date Order No. Signatu E
‘- /&%ﬁgﬁm N #47)%4 1723157 Ly
2 / ] i /
o 3
4 B
—_5. o
- /J
" e ———
8.
e L
10. o 1 E
Docu. No WWW 145 T =




———

|

Order No.

)

Pty |

Signature ‘

———

('//Mi v 4

(,f

P—
Ziliar 4

Pl

farany

[ —

i Pl

- 7
L

- Y




MEDICAL EQUIPMENT (WARD & ICU) -
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PROCEDURE

Date . Procedure Order No.
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GUC-0D092858 IP18-00036352
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SURGERY DETAILS

Date: . D* o3 2026

Patient Name: .. }\Y.S:..S0v M1y, .. Date of Birth: ..31105. /1297 .. Age: .. 23Y....
Gender: ... &8, S s WD e, = IR UHID No.: 5)26&5/3&3{;

Date of Surgery: .0 % 0% 126 . 00T-1 OOT-2 [367-3 C10T-4 CI0BGOT-1 [J 0BG OT-2

Name of the Surgery : €L6chb€L$(§

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

Time in v 0.2, 200 .. Time out - LL.2 S0 D

1. Surgeon ;11T T N——
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5. Circulating Nurse C/A"ﬂ’mmb}}wya .........
6. AssistantNurse ..ol ALt SRR Lo e
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(A e 9 | Gfes U Ao W-J oZ-| Surgical Gloves ¢ (, .| |
Lot 2 |LochlPE gffﬂ/&mﬁ,f’my 1
p 01 cc - C.e bL¥o Syfinge fmi / 2ml /
Cauthey plate : A/P/N J | surgicaiblade . 5 5 ‘ Surgical Blade # 20
(N s~ { | NG tube Koochies (S)
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Suction Catheter ,{ /\e ) L[4
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Antibiotics Bandage Lov) 2, !
i} Tegaderm 25\ | | Meo .{.o: m 1
Suppositories loban bTResn¥ /
Anamol : 80mg / 250mg / 170 mg Dougiqumm ﬁluo\l};a/ﬁ mmL Z
Supridol : 100mg Vdccum-Suction set f B Bk () /
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paoen Dad Fovads, \__| Microshield
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RAINBOW CHILDREN'S MEDICARE LIMITED
: Rainbow Children's Hospital - Guindy
2
o Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
.Rainbow 600015
Children's ' Tel No : 044-40122444
Hospital &
Rainbow 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 LT T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036361 Ward 3F-NICU 2
Patient Name Baby B/O SOWMIYA Bed Name NICU 321
Agel/Sex 0YOMODS5H/Female Order No 18-0001723535
Date 07/07/2026 15:53 Prescription No PRIP18-0625598
Payor SELFPAY Dispensed Date 07/07/2026 15:54
UHID GUC-00093550
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) faso?o” DICKINSON  seNERAL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26D010693 03/31 1 63.00 63.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12i27 1 28.92 28.92
Total : 115.92 115.92
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 07-07-2026 15:55 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

-Rainbow 600015
Children's : Tel No : 044-40122444
Hospital &t
P Rambew  VATTIN:  33AABCRA014MAZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
WU ORI
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036352 Ward 8F-OT COMPLEX
Patient Name Mrs SOWMIYA Bed Name MICU 803
Age/Sex 29Y1M7D/Female Order No 18-0001723530
Date 07/07/2026 15:47 Prescription No  PRIP18-0625599
Payor SELFPAY Dispensed Date 07/07/2026 15:55
UHID GUC-00092656
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 ADVANCE) . GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS :
2 % b ap ey Mediblue 1010626 04129 3 120.00 360.00
3 o Mictop€c gloves- H 2605018017 05/29 2 128,00 256.00
GAUZ SWAB 10 X 10 CM N
LI - Bapuji Surgicals GENERAL M2545021 11129 2 123.00 246.00
5 ;1":35;'3 SUPPOSITORES 100. yoori Latiomibiisa i 1 BLNP274053 11/28 1 18.74 18.74
6 LSCS DRAPE PACK Medibiug H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAS
7 P S A CIPLA LIMITED H 6GHO162 08/27 1 105.12 105.12
8 MONOCRYL 3-0NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997,00
MOPS 30X30 8PLY 58 X-  DATT MEDI
9 RAY B S H M2642SF029 03/30 2 949.00 1.898.00
NEW MOM DISP
10 \ATERNITY PADS MAXIPAD DYNAMIC TECHNO 0153715 0331 1 204.00 204,00
NEWMOM DISPOSABLE
" PADFIXATORXXLARGE DYNAMIC TECHNO 106693 01/31 1 210.00 210.00
NITRILE EXAMINATION
2 okt e ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
13 NS500ML CLOSED BOTTLE Denis ChemLabltd  H 1C261607 02129 1 93.94 93.94
14 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 0529 2 250.00 500.00
QUICKSUITE OT TABLE
' SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
RAMADINE SCLUTION 10%  RAMAN & WEIL PVT
' toomL LTD RC126029 03/28 2 103.00 206.00
SGLOVE #6.5
7 SURGIGARE) ICARE (KANAM LATEX) GENERAL 26C3005 02/31 2 91.00 182,00
18 i’%g)‘" E #6 (POWDER ANSEL 260301001T 03729 5 128.00 640.00
19 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
TEGADERM WITH PAD
B, b DRIG S 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 81450
UNDERPADS CARE 80 X 90
2t (FRENDS) 20062026 12/30 1 205.00 205.00
22 VACCUME SUCTION SET  ROMSONS GENERAL K260010294 03/31 1 811.00 811.00
23 VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 3 951.00 2,853.00
Total : 10,662.97 15,435.97

Receiver Name

Printed Time : 07-07-2026 15:55

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
z.
.y . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’s Tel No : 044-40122444
Hospital PR
Rainbow 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.
ORI R LT TR A T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036352 Ward 8F-OT COMPLEX
Patient Name Mrs SOWMIYA Bed Name MICU 803
Agel/Sex 29Y1M7D/Female Order No 18-0001723529
Date 07/07/2026 15:47 Prescription No PRIP18-0625595
Payor SELFPAY Dispensed Date 07/07/2026 15:53
UHID GUC-00092656
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 SPAWINHEAYYSMOINI4 e Loborstories L H KP1713925 12727 1 31.47 31.47
Biocare
2 BIOXAMIC 500 MG INJ s S H C3BI0004 01/28 2 73.23 146,48
3 Io GESICINIAMPO3 yoo LaboratoricsLd 45121 01/29 2 31.10 62,20
4 CABOPROSTINJAMP 25D (o1 chorsionestsd 097133 08/27 2 318.50 637.00
MCG 1 ML
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 3 21.83 65.49
6  DSYRINGESML(NIPRO)  NIFRO GENERAL 26C03K96 02/31 2 21.56 43.12
DSYRINGE EMERALD SML  BECTON DICKINSON
7 EH bD) e 5322615 10130 3 12.00 36.00
8 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 3 11.25 3375
y Aculife Health Care
9 DWATER 10MLAMPULE  feuife Heat H 2254216 10128 3 258 7.74
10 f@ﬁ%ﬁmmms IMS GENERAL 122265086 0328 3 3234 97.02
11 g‘l'gﬁﬁ_‘” (OXYTOCK) IN). o Laboratorios Lid.  H 091690 02128 5 18,90 94.50
INTRAFLOW (AUTO STOP)
1z RO ROMSONS K26B010515 01731 1 525.00 525.00
13 LOKINJ2% 30 ML Neon Laboratories Ltd ~ H KM144328 11727 1 33.30 33.30
14 MEZOLAMINJ5MGS5ML  Neon LaboratoriesLtd M1 V304628 12127 1 31.55 31.55
15 NEEDLE 26 112INCH Dispovan GENERAL 01654R 12/30 2 3.38 6.76
16 ONDOKIND INJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 12.72
17 gi):sgiEN NASALGANNULA i GENERAL G26A040141 12/30 1 255.00 255.00
PREGELLED SURGICAL
L ey Erbee GENERAL 17032026 12/29 1 1,275.00 1.275.00
19 RAMS N4900 WHITE Imported 20250068 02/30 1 2,953.12 2,953.125
SPINAL NEEDLE 25G S0MM  BECTON DICKINSON
- g o) 2512026 11/30 1 448.50 448.50
SPINAL NEEDLE 27 G
2 JeRwLtED VYGON 2502016 01130 1 637.03 637.03
22 TROPINE INJ AMPO.GMGTML f:‘%’" LABORATORIES: SM038138 11127 1 7.30 7.30
Total : 6,756.66 7,440.03

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Recelver Name

Printed Time : 07-07-2026 15:53 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
-
Rainbow Children's Hospital - Guindy
.
’ = Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s - Tel No : 044-40122444
. MEthRignt
Hospital ™ ' \ar7iN:  33aABCRA014MAZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Telangana.
TR L T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036361 Ward 3F-NICU 2
Patient Name Baby B/O SOWMIYA Bed Name NICU 321
Agel/Sex 0YOMODS5H/Female Order No 18-0001723536
Date 07/07/2026 15:53 Prescription No PRIP18-0625605
Payor SELFPAY Dispensed Date 07/07/2026 16:02
UHID GUC-00093550
S.No  Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ERTcei dvie: H 2605018017 05/29 1 128.00 128.00
2 Sgg;tzorg);;i;z PLY(S  Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
Total : 228.00 228.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 07-07-2026 16:02 Page 1 0of 1







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

- % &
Rainbow . 600015
Children’s _ %
Hospital ":hbw VAT TIN :
DL NO:

Tel No : 044-40122444
33AABCR4014M1ZK

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

CIN : L85110TG1998PLC028914

Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

Telangana.

INPATIENT ISSUES AGAINST ORDERS

IR LI R

IP No 1P18-00036352 Ward 8F-OT COMPLEX

Patient Name Mrs SOWMIYA Bed Name MICU 803

Agel/Sex 29Y1M7D/Female Order No 18-0001723531

Date 07/07/2026 15:47 Prescription No PRIP18-0625600

Payor SELFPAY Dispensed Date 07/07/2026 15:56

UHID GUC-00092656
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
- o L H 44RW44GU 03128 1 299.00 299,00
2 Eg;g;"ﬁ T.AROWDER ANSEL GENERAL 2406010217 08/27 2 128.00 256.00

Total : 427.00 555.00

Receiver Name

Printed Time : 07-07-2026 15:56

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1







Rainbow . .
Children’s ( EirthRigiht
Hospital L s s g et
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Rainbow Children's Hospital - Guindy

Rai:n bow B Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s % TEL NO :044-40122444
Hospital “"". WEB : https://rainbowhospitals.in

Rainbaw

ADMISSION SHEET

Reglstration Details : LRI LT TR TR T

Admission No : IP18-00036352 Admit Date : 06-Jul-2026 Admit Time :03:57 PM UHID : GUC-00092656

Patient Details :

Patierit Name : Mrs SOWMIYA Age 129Y1M6D

Guardian : Mr ANANDHA KUMAR .G DOB : 31-05-1997

Gender : Female Religion

Occupation : Martial Status

Address (H) : 113 B & 114 ST SAI NAGAR TAMBARAM WEST Phone No : 9600344401
;F;g;gaéggoz\gest Kanchipuram Tamil Nadu E-mail . NO@GMAIL.COM

| 'mission Details :
Bed Type : MICU Bed No : MICU 805 Ward Name :8F-OT COMPLEX
Rocom No : MICU 805 Admission Type : First Visit

Contact Details :
Name ¢ Mr ANANDHA KUMAR .G Relationship  : Husband
Contact Address : 113 B & 114 ST SAI NAGAR TAMBARAM Phone No : /9600344401

WEST Tambaram West Kanchipuram Tamil
Nadu INDIA 600045

Signature

i

™:tor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation  : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Google Phone No

Co-Consultant

Payment Details : Deposit Amount  : 7000.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 08/07/2026 15:58 Printed By : 021591 Page 1of 2







S
Ehnren's | ‘Birth Right

Hospital BY RANBOW HOSPITALS

i G A A Do

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 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
Couneil.

> | 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 ID proof is mandatory to submit at the admission.

mi TPA/Insurance Processing Fee applicable for all Insurance Cases.

> Inourhospital there is "No Discounts Policy". Kindly co-operate.

»  No Duplicate/ Second copy of OP or IP 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 etc. from the date of admission will be charged according to the higher
category.

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

charged as per dual occupancy.

> Room 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 isa 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.

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

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

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

DECLARATION

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 Ppoint of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

V‘)Y vv

| Patient Name : M‘ 5 UHID Number :
WD Ao WIROCE! : 9
% a’\ Groc - 0009, bsh

Sél]"?\il?ndanl Name : % - Relation : h
e Anta r\rgostA }40 MAD - & Hwblvff\f’l

e A
><Tl/ Attendant Signature : ~27 Name & Signature of Financial Counselor

Phone Number : q&.oo&qc,c(o) o ‘,A a 8/\

RCH/GDY/FRM/CLINICAL/426







% ‘ 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
dnbow
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SOWMIYA Age : 29Y1M6D
IP No: IP18-00036352 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No:  8F-OT COMPLEX/MICU 805

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
rﬂ 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.

‘I 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, I, wj pay 200/- Rs.

(F}qc\eivers Signature:................. ) y\éz‘ ;

—t

3 I~ 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: ‘\’ 6{’ ,

Name: My. Pnare Patient Address:
Relationship: F\M‘D"“‘J 113 B & 114 ST SAI NAGAR
TAMBARAM WEST Tambaram West
Date: 06 10 F )13"-:1’ Time: O3 . R F M Kanchipuram Tamil Nadu INDIA
. 600045

Wittness Name: A 8)-. vy

Wittness Signature: /{,’\“

Printed Date / Time : 06/07/2026 15:58 Printed By : 021591 Page 2 of 2
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CAESAREAN SECTION OPERATIVE NOTES

i

Surgeon’s Name:  Dry- MafTaongs - Date of Delivery: @:q [o -4[ °2o 72 ¢

v - i . .
Assistant Surgeon:ﬂm. w%m‘w; 1 Eﬁfwm; Time of Delivery: ,ra SDAM .
Anaesthetist's Name: m_U M Hew | 5 Gender of Baby: £ (A
Type of Anaesthesia: Opnat. Pnaestiegin, Weightof Baby: |« 2.9 [«¢.
Neonatologist: 3. Peois e AGPAR Score:

. 1 !
Scrub Nurse: Qv € uandons NICU hdmisslon't/ﬁ’ﬁs O No
Pre-Operative Diagnosis:
Q/Efecﬁve 0O Emergency Indlcation Bkmﬂ / SFWR.E. FoR. Wit .

'| Urgency_ R dppple,rr chang o - -

O Immediate Threat fo life of woman or fetus

Eﬁ:;mai or fetal compromise not Immediately life threatening . - ., & . .5 . o 0
O No maternal or fetal compromise but needs earfy delivery

O Delivery timed to suit woman and staff

~ -

Decision time: .. Fosiviiinnrvavanaaana v Kilgfio rectusgm
CTG Description: ... Re_ﬂ.f;ﬁ .. SOOI e, Sp e

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

Surgical Procedure:

. 0 |
| J

Post Operative Diagnosis: P, | | poct Lece |Pop -0

y {5 y 7

Peri-Operative Complications: N | | vl

Amount of Blood LosS: 2 o ) Blood Transfused (in ML): -

Name and Number of Surgical Specimen sent for examination:

¥ 3! L'<) i * §i Y

Docu. No. : RCH /FRM / CLINICAL / 155 (Lol 77 (PT0)




¥ Broech detiveved as easy breech extaacHor

Examination Findings when Appropriate: i

Presentation: O Cephalic ,G’B?asch DI Other .......cc.coss  COIVICE! DRALEHON; .....covcouvvusaiummnnecsnnsssrerssnnsasnens cm

5th Palpable: .. soasusssassusnsnsrincavonsasassonsasnsrsnsions - OO POSRIONG 1uviviiciiiiniioiiiinninnnivnnnnnsesnsssoresssssiomnns
Station: 1:]-3 g-2 O- 1 a 0 O+1 0O+2 Moulding: 2fone O+ DO++ O+++
Caput O+ DO++ O+++ . Meconium: £TNone O+ [O++ O+++
Bladder Catheterized: \2'Yes I No Urine: _IrClar  [J Blood Stained

Skin Incision: D/Iﬂnnenstail O Transverse 0 Midline G S —

Uterine Incision: 27 Tower Segment O Classical O Inverted T 0 J Incision

Previous Scar: O Intact O Thinnedout [J Ruptured 40 Scar

Incision Through Placenta: O Yes &2 No

Delivery of head: O Manual O Forceps

Liquor: JdTlear O Meconium: O ON OM OBlood O Offensive (I et Offensive
Delivery of Placenta: O Manwal  W2TCCT Eﬂiﬁplete Olincomplete I Piecemeal

COrd APPBAFANCE: s peveneyome NEXNRL .. Cord aroundthe neck  [fes

Appearance of placenta: ... womel.. plagenh eennnnenneeses GAVItY €Xplored E’( I No c,,m.,l PPN
Uterus, tubes and ovaries: D«N"rmal 3 Not Normal Ster!llzaﬁon. O Yes 0

»
D JOSTTWMPTY COX AP v TCH
b

Erndgs U tower O

Uterine Closure: [ One Layer  J=&Two Layers o VR L s SULITE
Peritoneal Closure: O Pelvic O Abdominal B T T Suture
Sheath Closure: o rrrrinid T SVERM Lot ST
Fat Closure: ClYes @fNo NS SRS LT 110
Skin Closure: 2 Subcuticular O Matiress B O NOWOCRN L Suture

Vagineal Evacuated BYes ONo
Drain: OYes &No CIRemovein... .. days O Await instructions

Ctheter ZYes O No CIRemovein. @ "’P"‘ .days O Await instructic.is

Swap & Instruments count correct? @Yes O No _ O Pt')st-op Antibiotics ' E’Yes O No
Intra-Operative Antibiotics Cover: O Yes [No O Thromboprophylaxis lﬂ'Yes ONo

Post-Operative Notes: .........NPO.x. 2 hausas . OO oo = - 4 s, 714§ (V) (2
. vitads. Nwtenng s O TBANO....
o S AVELORL @ tasrel b e
".INTSUP"F—FF“;E] 78 B ] IO VR LT SRR CERR
st 0. B9 LB L TR
OO e .71 A 3.5 LK O - N e o, AR

o TVCTTIN. SVPPISITORY.... 190 M Fﬁl"bﬂ
. .IN:r LLEXANE... LF"’"% 8 W ol T :

e CBC Ll bam

0
A\
Doctor Signature: F“&G?’q R—

Doctor Name: .. @*
Date & Time: .. '[]'T]GM-
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SURGICAL
SAFETY CHECKLIST

Surgeon : 2. mdﬂ;mm
Asst. Surgeon : €. plr 'ﬁ’fww!.enﬂﬂd'! s1-es-1u'r

An 2. m}wm% acts® ryName
oSN VAP S l\lﬂlllllllllllllllll\ll\lllll | [ os—

‘Mrs SOWMIYA
20Y1MTD (F)

Gl RAJAGOPALAN

2
Age ... Gender Rainbow" )
Children’s @ BirthRight
........................................ Hospital el s

Before Induction of Anaesthesia » >

Before Skin Incision > »

Before Patient Leaves Operating Room

Name ...............

SIGNIN  Time:.[0. 32207 .. TIME OUT  Time:..C.. 062 SIGNOUT  Time:..\\<10 A2

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

\dentity xfes ONo introduced themseives by Name and Role 2x1és CINo The Name of the Procedure Recorded ~ §2¥68 CINo

Site PA'eE ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needie

Procedure ‘&fes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ DYe§ ONo CINA
Site Marked pP¥es ONo CINA Correct Site 2fes ONo patient name) OYes Lo OINA
Anaesthesia Safety Check Completed  [¥fés DNo Correct Procedure _Afes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning C€s TONo Anticipated Critical Events Problems to be addressed OYes ONo DA
Does Patient have a: s“rgeon Reviews:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery "

4 9 d s ONo

. & B hee Anticipated Blood Loss? OYes NG ONA | | and management of this patient? D)

Available /D’ms ONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? OlYes DO ONA |
{7Tmi/kg In Children)? Nursing Team Reviews: STEAM | Moni20ze e

Yes, and Adequate Intravenous Has Sterility (including indicator results) 6 Ref.: 106,303, 0500‘%

Access and Fluids Planned OYes =fo ONA | | Been Confirmed? are there Equipment o 1M 8

. = “C - 15 ml

Blood Units Reserved OYes j2flo ONA issues or any Concerns? OYes 26 CNA | :sgxﬂ‘i'u S W e )
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ffo ONA '
within the last 60 minutes? s ONo ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. p’?’s ONo
pu 7:5

Signature :........ %QW Signature .. ’]cﬁﬂu Signature @EW‘{E*SW

Name :..... :DY W%"?’I

Name :.....

Doc. No. : RCH/ FRM / CLINICAL / 111






SULTYVNIZUIY LTV Ty

Mrs SOWMIYA \5‘61
31-05-1897 BYIMED @ >

Dr. MATHANGI RAJAGOPALAN _ag

R Rainbow"
Hospital
IP ADMISSION SHEET FOR OBSTETRICS

P Comlins o0 ] QQ/}O/QMS EDD: “J‘OS’,
pdwittad for Sefp cofeins o :zﬁ*"w o

Obstetric Formula: C\ P L Menstrual History: Regular : IIVY/es O No
33\ ,

Obstatric Hostory: Obstetric Examination W } bX 5 WM/
g - 'fl FINVD, & é@ Codonsmegn: 3R heed

H]o o,ww o Ry

— H‘ ek s (Lovee £t Activity: D.ffﬂd COmid  CMod [JSevere
Present Féegnarfy Record: 2(’{ Liquor: []'‘Adequate [ Oligo- Poly -
™ T gw% L v PP: @@Hc gech /| Others

— A M 3 W @) i Head Fifths Palpable: _ .
RISK FACTURS: P FHS: rmal [ Tachy [Brady [JAbsent

a)\,{/? M Fé? /{ ] Per Speculum Examination C)

Draining: [ Present  [J Absent [ Bleeding

Edf /bwy\/l 031 ’V&éﬁfﬁur of Liquor: [ Clear ] Meconium [ Blood Stained

@ BirthRight

Vaginal Examination (f“ ¥

L —/ Cervix: [ Long [ Partially effaced [ Effaced
Helght L.):) c),cm
Weight: . Bl 5 kg N )l/ 0s: Closed Dilated
- Allergies: ... Membranes: [ Present [0 Absent
L rmal D Abnonnal Liquor: . O Clear - [ Meconium [ Blood Stained
General Examination:
Bonscl ousn . pallor: K70 Presenting Part: [ Vertex [ Breech [ Others
Icterus: Edema: »J O Sutton: O-3 O0-2 O 0o O+1 0O+2
Temp @ PR: Pelvis: O] Adequate I Doubtul
o @ .
cvs B, O Rs B¢ A )
Liver/Spleen:  § Urine Output:

m DIAGNOSIS Woeseoseemmsemsnnssseasnas s %

Docu. No. : RCH /FRM / CLINICAL / 087
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Mrs SOWMIYA EE———
31-05-1097 28Y1M7D {F)

NGI RAJAGOPALAN

",

Family History:

|~ Lot fa/wi/dl -
N
Ay

TP
. MIN

Surgical History:

N

ical History: A fesata) Ceseiols

M/Q AR 26+% Lveehu
/—}Cd Srm»g‘mwtm m f‘

Coverd o Jume g1 ¥ S™ 2wyl

Medication History:

Toub . ASPIRIN J59mng oD

oy o,

Plan of Care: .L[T Dr. /me%;
Hdle

— Ao s
~ pasts P%W
- FW o Audme LSS

e g,fg/ % \0- 50 A

16, Gun-
~NPO (P
> ITve ;15\»\/9)M

Investigations:

C14,

Doctor Name: »th .

Signature: ............... NV
Date & Time: ......oc.vovvevern,

Consuitant Name: \)}’ i

Signature: fff}‘

Date & Time: ..............0
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Date

81112

Time

DY

NEGATIVE

Hb

zr‘:

lo. 2

- PCV

gle

RBC

\

351

WBC

PR

N/L

1% ]2y

Platelets

-4

CRP

ESR

|_+~D

PCT

RBS

Na

K

9235

Cl

Ca/Mg

Phosphate

5+

Urea

25.5

Creatinine

0.8b

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

b - Neﬁ

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

e

o Il .8
PrAV A=~

Sr.Lipase

CiVLL

Blood Lactate

RS
BN
b
S

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

.

Cells

[

el

N/L

[y

YA
Docu. No. : RCH /FRM / CLINICAL / 0138 )
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Date

| Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells

CUE - RBC Cells

CUE

L

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities : ....

Radiology:

MeA - (N)

CPR- Reduced

| P - (AL

MR ECn - 14479 /'l/ U/"W)

-------

Others (ECG, Contrastsmdlosti)ﬁb I A’[ Hmrgm

fl

My Pev <)5 |
Ui Lue od O\Mu? Tteriiiad  AEDL
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Mrs SOWMIYA

Ll ey

s BTN %
P A @ Rainb‘gw' . oy
i Chlirs | @ Eiion
PROGRESS NOTES AND DOCTOR'S ORDER
2‘-:-;.“ Progress Notes Doctor's Order
%Elg‘:'_.; 3 Z)rV‘g:"Q JE
1p: 30p™ Pb wnviewed No Yo v (2
ojgs 44 i’mﬂ A felsvi |
: Pla : UF doym s !
CTG‘ [ . ﬁ“a?«"a oW P %XPA ;
;P n!'é% IH 300 L] { o
pR? [FbbP™ Ady:
| 3pD o} -RA et 00 o ot ] NVEY enyd fcﬂﬂm‘c}' :
I CD(\A mF nh k;uru_J il
_  Folls pye Mualn
L Slufl 4o 1 DR ak 9 3nan .
w/g - CTg, BYH
e - Bland ypuning  + LT »
gwynzjnal; 4
(i
01 Yol Pakiert veceived|in mieu
— | |
[Dos pveviewell] Nl elo P\
ole pt fic fesv, Afebrile - Npox 2 hous
7 -6 e leg° = Vidas Moviderin
P - b9 i e | ~ Follow du A
Bp- Viol1ommHg Rs [N - Wie P Bleeding Pv
0o~ lcroml',L\em P/p,, uwt well Wd‘(’d - follow daug chak
_Gahb.:ﬂﬂ_ &af-{- ~ B /L1exan;@ fopm
Bl Breost sefy W@' 3Py -~ CBe clmban
' U - pwhL ~ Tvace and Tndoym
A 2o bl
qg,@q;px \ w“" % Hloos MT'
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Ui
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Rambow ; N
Children’s ‘ Bi I‘EELBDLEEE
i BY RAIN
Ill-it-g .sue !'Enam!lm mrl Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

:a;'lema Progress Noles Doctor's Order
o] |on 12025 Clz 17 ®v. Maifong;
.--:""""——_ i)
Mothen s Blod Frowp-— O- )
Ty = Ne?lafwe
2 000 Spup- © pasiHve
ICT - Neqaa;l-m
Hencedo TNT. ANTI- D 3cowieg T quﬂm-
ven
‘-/\3'3_'2.1'\
_ﬂ%’}\"‘k’"' S\% v AVe (s ka
2R
PoD ,'};” fz-tl\ EL1SCS (@ Taauip \l‘\’b\)-:!eb'
__/"'"‘"" i C‘:&,‘Z).‘ L g ol o
I!_?‘r yeane g A -
[Vonnli d . - _|_-_g." ;
) o) b cx_b,h N
€2 k)26 veroito . G)k-ﬁﬂ_tv» ?10-&‘1 5 . r
(- 4-3\>‘§Tﬂ : 3 ?ﬁ \?t’:' 2= (gﬁ\tlw&_
S0, il ORE ln . tateiais | Ok =g AW 6B
Eﬁ& . < godds | ! e wily .
L E.S:@ ' - \% %Qd'-m’%m‘ln&c‘?
) H = - =
s Cre v?)nﬁ%& ety = bouphi Lpm
i e Looty \adng T SPAX sodgd  oliot ZANUK
[ L Vol = sow)
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T ke & ok to treat the bite.
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PROGRESS NOTES AND DOCTOR'S ORDER

Date'
& Time Progress Notes Doctor's Order
\4.-‘ d -Cj//% Di W[f'm Dr- %MWW
AL : A
g \/\ '\N’/ A4 L /\!WP Clo |
A"V —
| POle: pr Cw( ftm Apls Avlaae
DA o i IP(@ | i Y. 155 Ol
VT p v”; AT il
T~ | 3 }N{-VI/ = it 5] ’YMW ;i;q)‘qﬂc";w
T/ N 2 : i 4 ; ! i . WWVV C £
WA o urR /Q/D]/f.!.%ﬁ@ 1 i o C%T)}(’,&xmu_
YN0l T . (Aiodid 110 v
S0~ [0 @ o OW? m{,,? = FF%*C; ﬁm
= 4 — Tv be O\,W\,b 2
v = O . - T\»W S| [t~
L / [ vof ¢
FL0by NIUA, b(\//\( f e %W o
/ 4’/\) \«i}\ -"ID ::\"n\-;pi’\ \\] ‘m u?rgjv

Docu. No. : RCH /FRM / CLINICAL / 088
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Rainbow® .
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Patient Sticker Children’s BirthRight
Hospital _ | () zzmemnierms
PROGRESS NOTES AND DOCTOR'S ORDER
gaTtiema Progress Notes Doctor's Order
oqlotlaeat clele @ Vinidha | R Shroedey
] €14 Aty ’
| Pop> | (4 ~eviewed , Nil clo Pwice
Ol pf cuc fair, Aelile = Sl died
T P’ | pe” —p
| pR- dolPun cve |  Ambuladion
BP- 1ho| ko mmity RS lNﬁD - Vitals mgfajm-nﬁ
fle - wh well oxgmcted - follow dsug cliac
Baby - NIcu Soft | Bs@® - Patk s dw@
- F s+ Eresine @ o g - Plan () bod oy
m | L{E *waul. i o
K Stoo

ﬁ‘gz:&i')
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.. ight
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CROSS CONSULTATION FORM

29'(1 MED

nm-ummnm Your Right 1o a Sale Defivery

DOCEON NAIMIE © 1voveveeveriaesiesessnsrsnssssmnsssasasarsraasasansasssasssssasussssassssns (27,1~ s S ot 5 411 1| ISR

Dsagnnms

o LT ——— Type of Referral :

O Emergency |
0 Urgert
Referred for: O Opinion O Co-Management O Transfer of care
: O Non Urgent

4 Reason for Referral : If for concurrent care specify the particular need, especially inthe absence of asecond diagnosis:

Signature:

Findings and Recommendations :

‘ %’l/\o E O @'(>E\_[ﬂfg1/”‘ OJ(DLQL

<
| (9‘6 /\ 2 ?cueu_x\,b’ & (op oot ¢ Orented

e
]e i O[E»M”B[LEH’WMW
l - o . !
'| ' 'TE!EQ = ﬁﬂ(&pdomLVIO’HHQYOLUC WM
RS B
]l (A‘U\bﬂ"a ¢ o )NOMQ/KL ’

| Consultant : FL% 5{**
'r Name: ..... 50\/"\—%( ............................ Slgnature ..... Sji ... f—-zt ..... ... Date & Time: 3’19{\1‘& J2eropnny

' Doc. No. : RCH / FRM/ CLINICAL / 049




~Diaphregraatic  Dhoadiiy
~Bed Mo bilty Desirii |
Liaat: bﬁ&ﬂ% 8 TPl
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NP P 0967)
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@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

MEDICATION RECONCILIATION FORM
DIUG ABBIGIBS: cvivinsssisiissaiisssmssvssiomsivismsrsisesssovnssorstossvsnmomssssssdsrussiss

‘E}Not known any Drug Allergies

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

L i R, 5 o —— TR 21
8.No (ﬁmmlgﬁmgtﬂ#ﬁ f:mans;) (mg?ﬁg; (PO, T&%l.ns%, ) | FREQUENCY Iﬁif:;n#:lz ?‘;ﬁ%‘gg
" Tody- ELOSPIRIN |[SDan|  $o ML (6 Cos-
e fig Oc ooe
: Oc ooc
4 Cc Coc
) Oc 0oe
6 Oc ooc
! Oc Ooc
8 Oc Ooc
9 Oc Ooe
10 i Oc Ooc

MEDICATION HISTORY RECORDED /

Doctor N

Date & TiIME : ..cvverrevenen

ame & Signature : .......coo.ofevere ¥ rererione

Nurse Name & Signature: ..........c....”

< Wlat

DA & TIME ©civciisiiuiniotissss ivessvs

Docu. No. :

RCH /FRM / GENERAL / 090

* C- Continue, DC - Discontinue
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+.00092656 1P18-0003€352 % “
T:::::':“ 29Y1M70 () @ E?uil;;g%‘r?s @ BirthRight'
Dr, MATHANGI RAJAGOPALAN o pl a i?:l;??::o:’:::
T i
: MEDICATION RECONCILIATION FORM

DrUQ AUBIGIBS: vvveerversererrssssssssssnsssssssssssssssssssssssssssasassssssssssssssssasses m 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: ........... L TR |1 1 SOOI, 5.1 SN
e (Gsumgmﬂ%m vy | gt | i Ne S, 1v) | FREQUENCY i ?gﬁgﬁgg
‘ Oc aoc
. Oc ooc
8 Oc Ooc
a Oc Ooc
3 Cc 0Ioc
0 Oc ooc
f Oc Ooc
8 Oc Ooc
9 | Cc ooc
10 Oc 0oc

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

Doctor Name & SIGNAtUNe : ... s s i ssssan e

PR -2 o o7 o Y
AV
Nurse Name & SIgNature: ............ooo... b

Date & Time : ":'H‘ﬂ& rag,.ro("’“

Docu. No. : RCH /FRM / GENERAL / 080
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[ e o @ Rainbow’. | @ BirthRight
A g Hospizl. | R
meuiGATION RECONCILIATION FORM
L _O-Not known any Drug Allergies

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

O Y ROl W AR L s I LTE S ————

rs.un mm'é'ﬂﬁﬂ‘ﬂ#ﬁ“ LeTTERS) (m‘;f'ﬁ,i,, | (po_%%ﬁ_ 1) | FREQUENCY o !“T?:Eal ‘}2";?5?.‘32
1w EmeEs Ny v 'g.ﬁ""# 17 e ooe
2| ey TE AP (5 W et | M g a6
3| TVD o L;\/ ") st ’1\;’1 ac aE’D{
4l e WD PMJ ¢ | wug M lef i \/7 Qc “ﬁ
: | 5 oc Ooc
6 . | oc [oc
7| | | : oc Ooc
8 | 5 Oc aoc
9 | | Oc Ooc
10 | | Do Ooe |

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

Doctor Name & Signature : {/J’\/;-}"\"%Pf?w'ri .
Date & Time : /\\'1\%

Nurse Name & Signature: <Than...=.

.:.(.Bﬁ_ﬁﬁgx‘.’:'.)................. snassansen
Date & Time : .#’”’lb@‘\ﬁf‘ﬁm
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MEDICATION RECONCILIATION FORM
DO ABBIOIEE. osuisuuissunsiisvomsctionsosseiiues ssas i issms s s R TSRS Ngt known any Drug Allergies
.t

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)

Stiting From: .o M sttt bt CROY

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

| oot | S0 | | ey | STOE | s
" ,71] . SUPNLE "3}}/\/ v THS ’@1?% Eﬁanc
f :"1\' ( [expnNE %Wj S¢ OD | ~ Oc¢ ooc
£l g_p . PAn/- D 40/\7 P B D 3\9\5:(% @6 Ooc
4| ﬂJSTJ N SVPPISI1Y \m;\{ ifﬁ RD 2%&“3%’ A6 Ooc
5| T-Atton DR lon-| PO Qi i\f??*ﬂ: ooc
A :
6 Oc 0o
| Oc Ooe
i Oc ooc
k Oc ooc
10 Oc doc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORD
\ky v ?g \T/ { MO\/M
Doctor Name & Signature : .

Date & Time : ... "j[ H{Q@ﬁ

Nurse Name & Signature: C{\ T f\‘o’lm %
l 8
Date & Time : ....... %FQD’GIQ Q{ 5 d il
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DRUG CHART

Date of Admission: ﬂ'\ﬁ"ﬂ" DG ANBTGIES: .orcrveresisessnrsessmet oo 4Gt known any Drug Allergies

*

\

FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's apﬁréved list of abbrgviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line ][ through it and a similar fine through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. : R
 Nurses must follow strictl the FIVE RIGHTS before administration of medication. :
1) Right Patient 2) Right Drug  3) Right Dosage . 4) Right Route _5) Right Time
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

NURSES

$0S / PRN (As Required Medication)

DRUG : 1 "

Dose Route | Frequency |Start Dal

Doctor's Signature: Valid Period| Pharm.

: [Additional Instructions:

DRUG : Date

Dose | Route |Frequency |StartD

Z Signature

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG : Date

Dose | Route |Frequency (Start Datef

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

VERIFIED BY : Name

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1 —
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| mﬂmmm ||“”|||"”|“ REGULAR PRESCRIPTIONS  Weight 5. Ward L\ 2.

[ bRus INT. SUP AceF e | |
[
l
|

Dose | Route |Frequency [Start Date Ao
LA | v v [qa]a] [P
Name & Signature of the Roctor
Starting the Drugs:

311\1 _"’. ] M

/
|
\opr 2 : L

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: C« Pay D e T J
Dose [ Route |Frequency |Start Dat /?& ap \ </
oma | po [1o-1 [Tl 7 Toiig]

NameN& Signature of the Dogtor !

Starting the Drugs:

e-}i\ﬂl
Additional Instructions: o gwr’,
G0

Daily Doctor’s Endorsement by a Sign

DRUG: 7+ PARACeamet  [rachict Mo\ [

Dose | Route |Frequency [Start Dat 2o, B

\qw [ Qo [ 1111 B\ .

Name & Signature of the Doctor

Starting the Drugs: [

Z ] ’D -
it Lovel” AR e |

Additional Instructions: P P =

T 74N ?6
évm} 2

Daily Doctor’s Endorsement by a Sign

DRUG: 31 STy su?r:cg_g\-fpp‘f: -?iate 3 %‘)\1( Yp\’

Dose | Route |Frequency [Start Dat ) S TI8- 00

\mﬂnﬁ\ Ne [1-o-\ -1\7 2 P&é&
Name & Signature of the Doctor )
Starting the Drugs: "| 4

V\\a

Additional Instructions:

)."{‘. 9/‘
io‘ L\‘é\« \tq_"

Daily Doctor’s Endorsement by a Sign ¥
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Rainbow®

T B | .gm right

Your Right to & Safe Delivery

SHEEtNO: ......... REGULAR PRESCRIPTIONS  weignt ) 8¥wara ... /20—
oRUG: Zp° CLEarve [ty Toadiy
Dose | Route |Frequency | Start Dt. J==)
W |SC | 00 |93 [IRIRETAE
Name & Sighature of the Boctor | J
Starting the Drugs: \// 7
1 714

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T - CEFTUM Do) |
: | Dose | Route |Frequency |Start Dt. ars:
sgwwﬁ Po |ro~) 8?1’3_)0 / —
i | Name & Signature of the Doflor
Starting the Drugs:
g 12 2211
Additiohal Instructions: ) B
Daily Doctor's Endorsement by a Sign 4
DRUG: T. FLA GYL el 8 ﬂfﬁ
Dose | Route |Frequency |Start Dt. Bbw,| /| DPF
Yorg| po || | Chlayl |/ 457
p i | Name & Signature of the Dogtor =
n | i | Starting the Drugs: % oom //
g e Gt
% Additional Instructions: ae |
8 lopmi=. @t ~
=
s

Daily Doctor’s Endarsement by a Sign

DRUG : -%[
Dose

Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY : Name

Patient Sticker

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

REGULAR PRESCRIPTIONS weignt ... ward

2z

Rainbow* s ]
Children's | @ BirthRight
Hospital 8Y RAINBOW HOSPITALS
B vk 8 ot 10 tres ther USe Your Right to & Sate Delivery

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

s
DRUG :
.

Date
m

Dose | Route |Frequency |Start Dt

L

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: :

Additiohal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datep

Tii;ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

= A,

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:

.Bally Doctor's Endursameni by a Sign
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il - L A weight. 81.:5T.... ward. 5.1 82
= LU e
LU e 151 i — o
Dose Dose Dose Dose ! ]
DRUG : Dc Sign. Dr. Sign. De Sign. Dr. Sign.
Route Start Date e D% Oose Doss o
0c Sin ocSgn o sin ocsen |,
Name & Signature of the Doctor fon Dose Dase Dose
De. Sign. Dr. Sign. D Sign. Or Sign.
Additional,lnst}uctidns: s Do Qose, Dose
Dr. Sign. Or. Sign. Dx. Sign. Dc g
VARIABLE DOSE %‘%’ [reso [ [ aso [ hrese
Dosa2 Dose Dose Dose
DRUG : e = — o
Route Start Date o i - b
De. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose Dose
m»sm Or. Sign. De. Sign. Dr. Sign.
Additional Instructions: e e o e
Or. Sign. Dx. Sign. De. Sign. Dx. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication g "I.mh‘" Rowte | Signgtwe | Nurses
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ing Observation Score Chart - Obstetrics

Rainbow” . 5 e
Children’s kel BirthRight
Hospital . BY RANBOY HOSPITALS
1t tkers W Jck red bt the Ure Your Right ta a Safe Delivery

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

AL

Date

Time

11(12] 1

w011 1[2]3(s]s]6]7

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

5, dway

40
39
38
37

36

Iy

35
<35

o~

-3y UeaH

170
160
150
140
130
120
110

100

90

80

70

C-ggr

60

50
40

—>
anssalq poojg MoIshS

190
180
170
160
150

140

130

LA

120

R\l
a\

=

110

100

S0
80
70
60
50

.‘_—
ainssaid poojg Jjoiselq

130
120
110
100

S0

80

70

=

60

R
('?

50
40

NEURO
RESPONSE
[+

Alert

Voice

Pain
Unresponsive

INE
m@ hour

> 30

|

Proteinuria

Lochia

Liquor

TOTAL ORANGE SCORES

2]

(4]

P

TOTAL YELLOW SCORES
l Nurse Initial
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Btk & Kot by Troat T littie: Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date
Pam, s
g ')?Q) NN @ o i S\ oy )
11 e BEIRIELOCRIE: EEIDoG@ 123« [CE)] 7
RESP 230
(write rate in 21230 Yol
corresp. box) 11-20 i \
I 0-10
Saturations 94{-9];‘0:)6% . . i
Administered 0. (L/min.) L Yo af I3 o
40
39
= 38
3 37 x e AT s A le ! B
35 i
= 35
’ 170
160
150
140
130
= 120
% 110 |
s | == 4
m ¢
80 C -SEI§ o . = | [ o
70 L o R P Ol | S TN ot [V Ol @
50 GAS1O) g Sl £ 2 N 2 B K e Y PN A OB )
50 55 v - g
40
190 ‘
180
170
- 160
i 150
=] 140 = Is
& 130 {"”1@/ \@ i -~ .0\ J
1 g M7 S P O W R AN TV 2 VMBI B 7
- 110 ' 4 B> 4 2 1= Y el o '/\\
3 100 ] 0 | | | | 1 |
z _ 90
® " —
_ 70
60
50
130
=2 120
g 110
=il 100
= 90
(=]
l & 80 J [ th i
= 70 v e e ‘S [ 'S Ne
al 60 © 1 [V =~ 1wvY Taol-
5 50 ' G il R L
I 40
NEURO Alert A1V ¥ L~ I | P e s ] I (RO O 1 |
RESPONSE Volce : J
[¥] Pain
Unresponsive
URIEE > 30
mils / hour <30
1.k Protein + +
Proteinuria Protein >+
Normal
Lochia Heavy / Foul
Ligdor Cleg: e/Ef:.‘l nk
TOTAL YELLOW SCORES — O | V=) o =1y AN 0
TOTAL ORANGE SCORES = A I T el te o “lol bl elnle 0
Nurse Initial o &~ (N A A o | T R it (] be”
oo Fa)

Docu. No. : RCH /FRM / CLINICAL / 053







\

JC-D0092656 IP1800036352 A

Hos p i tal BY RAINBOW HOSPITALS
It tkes § ot L treat the jis Your Right to a Safe Delivery

W mvwe om @) . |
AR | Children’s .Blrtthght

Early Warning Observation Score Chart - Obstetrics

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

, Ve
h\’)}, Date N
% Time |[8)| © |10|11[12) 1 [ 2|3 ((4) 5|67 KePefro]u(faP1][2]3|@|5]6]|7
> 30
(writR:Sr;"leln 21- 30 a \ - i

l:orrespi. box) 11-20
, 0-10

94 - 100 % -
<94 %
Administered 0, (L/min.

40
39
38
37 rg- | A JI
36 apE 5
35 e

. . <35

170
160
150
140
130
120
110

I
Satura?ons

3,dwag

. 91EY MEsH
[y
(=]
(=]

!

3
En
W

—>
anssalg poojg joishs
&
o ek

100

90

80

70

60

50

40
Alert
Voice
Pain

Unresponsive

> 30 v
< 30

- - Protein + +
Protein > + +
Normal =
Loghia Heavy / Foul

Clear / Pink = —
Green

‘ I TOTAL YELLOW SCORES M o
E.

Ligquor

TOTAL ORANGE SCORES (4]
Nurse Initial LN
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( FLUID CHART |

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.

IR B I
.

U3 Intake Output Nom
Date | Time | Nore Route NG | Diarhoea | Vomit | Oranage | uring | Phebiss o, -
{ Mouth | LV | NG
08:00 am
09:00 am
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm P |~ .
0600pm| - —1 | on_ reuvdd +—1
07:00pm | Yy | Qom) 7 INOEL (s —
Total Intake : = ' Total Output: 1 Hpe,
+08:00 pm‘" I—\Q; oo ML ' &! Y
08:00 pm t:’lﬂm r N NJe
10:00 pm [ wfh ). RAO oy ?/\\
11:00pm (g 4 hworN | \~
1200am| : e Rulw
0100am| | '
Total Intake : b oonL- . Total Output: -~ Q¥xre D -
0200am| | |IENEPAR
0300am| P v s [V
' 04:00 am _ "
05:00am | () ] : \. - RV
| 06:00 am gt | |
| 07:00am | L T UE [ |
Total Intake : ' xKont Total Output:  D-YJrreA .
Total 24 hrs. Intake QCer~t - ’ i | Total 24 hrs. Output Z e
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( FLUID CHART )

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.

NS Intake Output W Sie
Date | Time oqalgl‘::ri?i Route NG | Diarhoea | Vomit |Drainage | Urine | Phiebiis r?ulqrga
Mouth | LV | NG :

000 am VIRV 'y onf © Btetm
09:00 am b \ 25 1S
10:00 am o |12rmf pord © Mot
11:00 am Npo L 1mm:\ Tom)| © &¥
1200 pm VY o™ [0 |ben
01:00 pm X \T\mﬂ“t. o lpew

Total Intake : \ Total Output : 4 Oy M) -
02:00%%8{? o & oo o [PA
0300pm (e Poe™ | ' bom)l| O |Ypv
0400pm fuc | oo™ [ Qe W | 0 | A
05:00pm | 4, e lﬂv'm' W {_\"rm" 0 Sl
06:00pm [y | o™ hoyer! o) | O [ew
oro0pm | 100" Y jagm o O oo

Total Intake : | \C o™\ Total Output: { - | —
000 | 1350, [hewwed (o) oo © %
0900pm [\ 1) o [100en\[&Qlog. 9% | A |%y
10:00 pm Qo O [T6
1:00pm | BQ o/ fodured | :
1200 am O g
01:00am | Woo | owat Yo [ N~ '!

Total Intake : u;‘o.;,-nnk ® Total Output : Lgo::wk;} X \»{ 0y~
0200am [\10,, O (9. \~]
03:00 am Wb ool \
0400am | W9y |10t 0] vad el D B
05:00 am -
06:00 am ) 0orey ' D AV
07:00am | paY \1e_L20070

Total Intake : {0 oL - Total Output : A}‘norﬁk )

Total 24 hrs. Intake B] Y bt i Total 24 hrs. Output \ ‘plcgo U2 8 .{ \}}n\tl
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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.

]

Intake

Qutput

IV Site

A\

Date Time

Nature

of Fluid Route

NG

Sign. -
Diarthoea | Vomit | Drainage | Urine "?gg‘,&‘

Nurse

1 Mouth RY

N.G

08:00am (4> Depas

09:00 am

U7 O Bruon

10:00 am

q

0 Rana

11:00-am

i
g

1200pm | 2o oo

7

01:00 pm

|

Total Intake :

Total Qutput :

)
iy

5

03:00 pm

02:000m | Frrly 6.73

M0
04:00 pm M w

[t

1.0

05:00pm | A7 5 g |

¥

or00pm | A 16907
Total intake : )]

Total Output :

08:00pm | Va0 | Voo

10:00 pm faag e | Dyt

11:00 pm

1200am [\, | Yoot

01:00 am

Total Intake :

Total Qutput :

|

02:00 am

2RAPeACE

03:00 am

0400am Yo, oll

.
B

S
72

05:00 am

{

F

0500am [ 5

(
o

| 07:00am | 31 ey !

i

|

o
f

Total Intake :  <Sp-Swed .

. -y
C'a.',

- —

Total Output :

Total 24 hrs. Intake

2-Ced ML -~
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\ NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: CYes ONo I Not Known
g It Y8S SPBCIHY: c.ovvrvusersemsmmscssnissmmssusssssssnsinss
@ | Surgery/Procedure: Post OP Day:
g e Shift
§ Medical Condition
(Any special condlﬂon to be noted):
= [ Diet
Allergy: . O Yes ONo |0 Yes ONo |0 Yes No |0 Yes O No | O Yes O No O Yes ONo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: O Yes O No |0 Yes O No |0 Yes CINo [0 Yes ONo | O Yes O No O Yes ONo
| Vital Signs: Temp:
s Res:
Sp0,:
g Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |0 Yes ONo O Yes O No |OYes ONo |0 Yes ONo |0 Yes ONo |0 Yes ONo
Physiotherapy:
§ Others Specify: |0 Yes ONo|DO Yes ONo |0 Yes ONo DO Yes ONo |0 Yes ONo |0 Yes ONo
% i Special Diet:
H Critical Lab Test / Values:
£ |Other Special Orders / Medications: |0 Yes CINo |0 Yes ONo O Yes ONo |0 Yes TNo |01 Yes ONo | O Yes O No
3 PU Prophylaxis: O Yes ONo |0 Yes CINo |0 Yes ONo |0 Yes ONo | O Yes O No|OYes ONo
DVT Prophylaxis: O Yes ONo |0 Yes ONo |0 Yes O'No | O Yes O No |Cl¥es ONo | O Yes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date: \
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:
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NURSING SHIFT HAND OVER FORM

S | Diagnosis: Any Infection: O'Yes CINo 3 Not Known
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,//,//WT"‘ RAJAGORs p, () Rainbow® ® - i
I/II/”M//’/II//”/”// Children’s BirthRight
Hospital BY RAINBOW HOSPTTALS
It talens & lof o trast the Row. Your Right to a Safe Delivery
OBSTETRIC THinu. ASSESSMENT FORM
Date: 6\“”.2/%- Time of Arrival: tﬁaﬁ)ﬁ‘ ......... Time Seen by Nurse: L.
1) Level of Consciousness: B;I/Gofs'cious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement "Q Other Reason: Elesdante. L8 e
3) Vital Signs: Temperature: A7 puise: . F22M RR: 05 spo,: . Q9. BP: 11elbe weight . Z1B1Y
~ 4) Gestational Criteria:
Gravida: |G 5 Py Ly Ap
;=N 25 oD M\2) 26 . Gestational Age: ... 24 1. RS
Uterine Contraction OYes \ONo | ONA | Onset Time Frequency:
Membrane Rupture OYes | (Y Mo | ONA | Onset Time Fluid Color:
Vaginal bleeding . OYes | ANd" | ONA | Onset Time Amount:
1 "
n If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia é__ympmms OYes | 0 Ne~| O NA Pain Abdomen / Vomiting
Good fetal Movement | S yes | O No | N | 'fNospecity:
¢ 5) Pain Screening: Numerical Pain Scale (NPS)
B | | | | | ! | | |
| 1 I I I T 1 T I 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
©  DUFEHON: ...ooevreeereeeee DN ceevereeeneeseeneenneess DAYS / Weeks/ Months (Strike out which is not
applicable)
® Character:
........................... N\\
o© Frequency:
Tt eomsess Ol
© |Interventions: ...............Nd\ L
6) Past History: < ]
a)  Surgeries: ............ N L
b) Medical:..................!".\.5.1..‘r

(PT.0)




Hatient Sticker
7)  Allergy: O Yes ‘D/o If Yes :
8)
9) Prenatal Medical History:

O None

O Chronie Hypertension
O Gestational Hypertension

OJ Diabetes

O Gestational Diabetes
O Low placenta

01 Others if yes, specify . E@g{'jﬂw‘@} FHE DOl Stns

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)

O Category ll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
\D/Kitegnry IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

Current Medications: [ Prenatal Vitamin O None \E'O/mars: o

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) {Non Urgent)
(Hum::ﬂw] Immediate < 15 minutes <30 minutes < 60 minutes = ﬁounm]
Re-Assessment i~ Evary 15 Minutes Every 15 Minutes Evary 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Activa Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Lahoigr;‘ PPROM < 37 | > 37 weeks SROM > 37 weeks Pragnancy
Wee
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertansion
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual mm:‘
disturbance, RUQ pain symotoms
. Atypical FHR tracing,
Abnormal FHR tracing
FealAssessment | Non-fotal Movement | Bieciced s movement
®Acute onsite severe ®Major trauma ©Abdominal/back pain assessment | @ that does not
Ofjers abdominal pain eShrsaottreah | et oot S o e | e s
@Altered level of oUnplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Flank pain / hematuria work) oCervical ripening
oCord prolapse @Nausea /vomiting and /ol @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarthea with suspected previa protocols
distress dehydration o and /ol @Pre-booked visits (ie Rh{
@Suspected sepsis and progesterone
. ®Signs of infection (le injections, NST
dysuria ,cough, fever, | @Assessment for version
chills) ©Rashes
Time seen by Doctor: '040[30"
NUTSE NOE ..o SEMEIRA e Nurse Signature: .. 100
Date: .....\0.) 1.1 %e......... Time:. b'iﬂl?"‘
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Mrs SOWMIYA

31 05-199?‘ 291'1 M GB (F) W ) |
\ \“\ ““‘““ \\“ \““ | | . E%';?ﬁ’r%ﬁ M o BirthRigh ¢
' ' Hospital_ | e
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: b("vio?b .....
Baseline Information:
Admission From: OER ﬁ [ Admission Desk O Others: s PT———
Primary Language: O Telugu O English O Hindi .E’ﬁlers TCvaﬂ ]
Doyourequireaninterpreter? CIYes e’
Source of Information: G’Iﬁﬂ O Family O Others

personal belonging if any: O] Jewelry O Nose Ring ClBangles O Anklets [ Finger Ring [ Bracelets
handed overto rﬂ ......................................................................................................................................................

Alergles: OlYes QKNG DMedications O Blood agfuion 1F000  DDOMRE o
108, KR e e st .

Chief Complaints: ﬁfe&..{,@ SREM.... NTL 3 0 — Doctor Notified on Admission: s ONo

Agmlﬁﬂﬁ& ........ = -Q-C.’L’HZ_« Name of the Doctor: {842 v\{&,&u@g“
o bondt s Time NOUeG: ..o JPA T D

Past Medical History: Obtained From \;I«Pﬁa'm O] Family Member O Medical Record 3 Other (SPBCIY) vovvvenvensuree:
Past Medical History Past Surnlnl History Previous Hospital Admission

wil

Blood Group: ... 2. W . LMP: &{‘LQLK e00: .10 1.£./e.b Gestational age during admission: . 325%

Contractions: NL\ Vaginal Discharge: .. Ll . o
Obstetric History: B i emivie Pl Ll A 0 Previous LSCS n.D ......
Heignte LS HoX weight: . BL2YT BME..
S e ) e e, gl w0 AR
High Risk Factors: (Please select by ticking (v ) the box as applicable) ,

0] Hypothyroidism 0 Rhincompatibility [ Fertility Treatment

O Hyperthyroidism O Previous LSCS Mterm Labour

0 Hypertension ) Gestational Hypertension [ Others: (Specify)

[ Diabetes [ Bad Obstetric History

O Anemia O Obesity (BMI)

' 0 Twins / Multiple Pregnancy

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




‘ Patient Sticker l

Family History: O No Abnormalites Detected  f2e5T®n Peovants

O Heart Disease  \COHypertension O Diabetes O Stroke O Seizures O Kidney disease
O Liver disease B3 OO it

Fall Assessment: Q,Yes/ ONo  Score....... ‘Q k.. (complete the Morse Fall Risk Assessment Sheet)

lskofPressure Sore: (1% N0 Score |00 (complets the Braden @ Shee)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
I Mobility problem O Walking Problem L0 Abnormality Detecteq
3 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
LI Overweignt L Poor Appetite > 3 Days L3 Needs Therapeutic Diet

O Under Weight - O Diabetes Mellitus 01 No Abnormality Detected: -
Inform consultant for positive criterig '

PSYCHOLOGICAL SCREENING:

am & Cooperative [ Restless [ Depressed [ Agitated O Confused
ElOthers Pt st st
Inform consultant for posttive criteria

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

SOCIAL SCREENING:
1. Marital Status: QSingle uﬂﬂanied C1Divorced O Widow _
2, Special Habits: Smoker: ClYes CINo Alcohol Abuse: OYes ONo Drug Abuse: [JYes CINo

Social History: Lives Wlmq}cmqm A s

Oriantaﬂmi has been given regarding the following aspects:

Call Bell in Reach : £TVes [ No Waste Disposal Explained: _Ihves ONo
Infusion Pump : es CJNo Hand hygiene Explained: ves O No O Othe'rs” g n
Above information givento ... TTY% oS '

Nurse Signature: .. PN 77N
Nurse Name: ..........

sﬁrc
Date & Time: ';%‘:{’ »E:U.,t&fw)
L

=
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‘Hospital SYRAAON OSPTAS
PAIN ASSESSMENT FORM R | W
Date Time Pa‘i;;;a;re Location Duration Acuity Character '“m"‘“"“ me y Intervention Sign
O Continuous | O Acute O Sharp O3 Dull O Increasing | O Ah ) ‘B'u.&
f;[tﬂoﬁ- 'gpm O[1® | — | O memitent | OChronic | 0 Aching [0 Buming | 01 Decreasing ‘ﬁ:/ e
[J Continuous | [J Acute O Sharp 3 Dull O Increasing | [4.Yes o X (s
'Tf‘f'?/b q.,dfw QFCU ha [ Intermittent | O Chronic O Aching [J Buming | O Decreasing | O No ‘6;4;4«!“\
O Continuous | [J Acute O Sharp (O Dull O Increasing | ET Yes o e
q‘#i@.a (@l Oc.a e O Intermittent | O3 Chronic O Aching [ Buming | O Decreasing | [J No / olyoi
. O Continuous | CJ Acute O Sharp O Dull O3 Increasing | JL3-Yes &?%__ hov\'
'J‘\’I\l‘o _Q:vf\ &\\O D:g?;l, ~B-termitient | ErChronic | [JAching [ Burning | [ Decreasing O No (MW.‘" pui |
s B P:ﬁ} W | O Continvous | OActe  [OIShap CIDWI | O mcreasing | B¥es  fopJrras—  |lov
q \ﬁ\“’ (jV ltO Ajax | D-itermittent | ErChronic | rAching [ Buming | ) Decreasing | 0 No P =27
- |)O continvous | OLAco® ) | DShap CIDW | O increasing | BYES % P
:g,\:}\do B/b‘* %ﬂ &;;r Clintermittent | O Chronic W&nﬂm E‘ﬁ;’sm O No ' ng;rq‘r:;&-‘ &eﬁoﬁ
‘ i) - a” venicd | O Continuous | C) Acate Oshap OO | O increasing | T Ves " @ﬁ::[h@ |
AP | e | Vi i:]{? Oiftermittent | O Chvonic | D) Aching ] Buming | [)Decreasing | O No ot v -@w
. S | O Continvous | O Ague— | S  CLOub— | O Inreasing 0. Yes™ fmm(z_%’,,
‘Z\‘TO% | ccam ‘/‘Io g, | termitent | O Choric [ Aching [ Burning | [3-Pécreasing | [J No : .‘%-(S,m ! A
| O Continvous | I Acute OShap ODul | O Increasing | O Yes pl Aol '
1Hb I P 2y, W O intermittent | O Chronic | [ Aching [ Buming | O Decreasing [ O No Casbisssl “lgg&k
[?uﬁp [J Continuous | ClAcule O Sharp  [2-Dull O Increasing | B-Yes g._‘% ;f sARIN _
ﬁw?b wf™ | 3|\ 0c | O intermitent | O Chronic | D) Aching [ Bumning | [).Decreasing | T3 No e
mﬁm
1. Every eight hours for 3 hospRaized patients.
2. For post-surgical patients, patients with chronic pain. patiend with severe pain.
a3l Atleast every 2 howrs for the first 24 hours b) Then every 4 hours.
¢) Priof 1o pain pain-refieving inflervention. d)  Within 30 - 60 minutey afier pain refief inlervention,

(PT0)



y ]

+  FUACC PAIN ASSESSMENT SCALE (1 Meath s 7 Years)
SCORING
CATEGOAY
L 1 z
ot ' . i Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particutar expression or smile withdraw, Discricnted quivering chin, clenched AW
Legs Noemal Position or Retaxed Uneasy, restless, tense Kicking, or qus. Wn up
Laying quietly normal position, Squirming shifting back and :
. Activity moves easily forth, tense Arched. right, or Jerking
Frin seste " ) ' occasional steadiy, screams of 50bs,
prpespmnpsfep—t—t——171 | ® Ry i st congan o
[ 1 4 3 6
No Pain Pesstis P Reassured by occasional ouching.
Consolability Conte. t, retaxed hugging, or being talked fo. Difficut to console of comfort
5 distractible
Nesaatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Asseisment © Sedatien Wormal : Peia / Rgitatisn
Criteria
Woag - Baker (Pediatrics) Abeve T Yesrs 2 K| [] 1 z
Crylng No Cry with painful | Moans or cries Wmmm«ma High-piiched or sent-
Irritability stimufi minimally with painful| iitable intervals consolable | contisuous cry
‘ sEmufi inconsolable
LA ., . et e Lk Behavlor State | Noarousaltoany | Avouses minimally 1o | Appropriats for Restess, squirming | Arching, kicking constantly awake
stimul stimuli " | pestational age Aveakcens frequently | of I
Mo spordaneous | Little spontaneous Arouses minimalty / no
maovement movement (not sedated)
Fachl Mouth is lax Minimal expression | Retaxed Appropriate | Any pain Bpression | Any pain expression
Expression | No expression with stimui - intermittent continual
Exiremilies | No grasp reflex Wesk praspreflex | Relaxed hands and | Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet cienched toes, fists | toes, fists, or finger
fone * | Normal Tone or finger splay splay
: 1 Body snottense | Body s tense
Vital Signs HR | o variabiity with | Less than 10% Within baseline or | Incresse 10-20% | Increas greater than 20% from
s RR,BF 320, | stimui variability from normal for from basefine basefine, S0, kess than o
b Hypoventilationor | baseline with sémufi | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
\ ) -~ |z apnea .| stimutation - quick | slow recovery Out of sync or
. recovery Sghting ventilator
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uau“r.ﬂ_\n‘s ©l 7 Jw—nﬂ ET)
Tme:l Be | 800 [QAwm | T
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ~ i
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in L
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. { A‘ r
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Waolks occaslonally: 4. M patients foo young fo ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity" omu:a_, ed to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a i
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every nN‘
’ wheelchalr. shift in bed or chair. 2 hours during walking hours. - h.u
1. Completely limited: 2. Very limited: 3. Slightly Himited: 4. No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
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
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. m.ﬂ r\“
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.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionolly molst: 4. Rarely molst:
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper )
skin Is exposed by perspiration, urine, nqa_..»n._u. ete. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1o molsture Dampness is detected every time 8 hours. avery 24 hours. fﬁ Aw PH /nﬁ
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apporent 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 strength to life up completely { /.\
skin and adjacent bony bed or chair, requiring fraquent 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."
one anather occasionally siides down. d
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/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eals 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. RM
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 n,ﬁ.waa_uua” 2. Compromised: 3. Adequate: 4. Excellant:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 3 3
ﬁwm%nwﬂﬂ._ﬁ_mh”: & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zwwac.sagm oxﬂmm: aﬂaaﬁ_ﬂ_ { /\
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be >95%; normal hgb; capiflary m« _4
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
. TOTAL 14
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 e ..\Ww. Dmm. mwa
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule . )
_ © Enable as much activity as possible High density foam matress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
@ Use pressure redistribution surfaces "
® Manage moisture, friction and shear Artemaung pressure maltress 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 mmc
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 matiress overlay




albumin < 2.5 mo/d| OR never eals

minerals for age OR albumin < 3 mg/d|

for age OR eats over half of most meals.

most of every meal. Never refuses a

C-00092656 e » -
s SOWMIYA 1 ® Rainbow® s =i o o
05-1987 o ”ﬁ:;;:‘m o " Childrgn’s . Bll"tthgflt
MATLER BRADEN'Q SCALE ____ Hospital .M
““‘m \\\\\\“ :l 9 s 0 1 et O “Wour Might 1o 5 Sebe Detivery
: Date : -
3. W Emitations: S ; AR
1. Completsly immabile: 2. Very limited: 3. Slightly fimited: i
Mobili Does not make even slight changes: Makes occasional sfight changes in Makes frequent through sfight mmmmmh _
. in body o extramity position by or extremity position but unable | - changes in body or extremity positon position without assistance. '1 Y
without assistance. to completely tum sell independently. independently. : - ]
2. Chairfast: . 3. Walks occasionally: 4. Al patients too young to ambulate;
) - . Ability to walk severely limited o Walks occasionally during day, but for | OR walks frequently: 2
I Activity The degree 1. Bedfast : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
i of physical actiity’ | - Confined to bed o esstad into chairor | _assistance. Spends majority ofeach | - 42Y S inside room at least once every 3 3
} wheelchair” shift in bed or chair. 2 hours during walking hours. 3
1. Completely limited: 2. Yery Emited: 3. Siightly limited: 4. Mo
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but 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 o | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain of :
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomforl. L“ ﬁ—
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L‘
half of body. two extremities.
3 0 1. Constantly moist: 2. Very moist 3. Occasionaily moist 4. Rarely moist:
Muis‘.{t)urahic;grea Skinis kept moist almost constantly |  Skin is often, but ot always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is‘";x od by perspiration, urine, drainage, etc. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
to muisltJ:rse Dampness is detected every time 8 hours. every 24 hours. ""\ L\ q
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: v
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 L‘]
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position during move. Maintains good position L‘ C{'
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, 1= on liquid diet or tube feedings/TPN, is on tube feedings or TPN, which Is on a normal diet providing adequate
ar IVs for more than 5 days OR which provides inadequate calories and provide adequate salories and minerals calories for age. For example, eats

Nutritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servingsef protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. ar
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
sgrvings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does nat require supplementation.
per day. Takes fiuids 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, Excellent:
Hypotansive (MAP < 50 mm Hao; Normotensive axygen saturation may Normotensive oxygen saturation may :
nss&;g:gﬁ‘: - <40 in a newborn) or the patient be < 95%:; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen safuration j L[
does not physiologically tolerate <10 mo/dt; capillary refill may be <10 mg/cl; capillary refill may be > 95%; normal hgb; capilary refill Lf
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Savere Risk : less than 9
Docu. No. ; RCH/FRM / CLINICAL /119

| High Risk: 1012 |

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE [=1 2t N,
Evaluator's Name s WS




‘Risk Score Category
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk

Less than 9 Severe Risk

Acliqn

* Regular Turning Schedule

+ Enable as much activity as possible

* Protect the heels

* Use pressure redistribution surfaces

* Manage moisture, friction and shear

* Advance to a higher level of risk if other major risk
factors are present

* Use the Same Protocol as for “At Risk” Patients
» Position patient at 30 degree lateral incline using foam wedges

« Follow the same protocol as for “Moderate Risk” Patients
* In addition to regular turning schedule
* Make small shifts in their position frequently

Support Serfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overiay

High density foam matiress
Gel pads for high-risk areas
Alternating pressure matiress overiay

R S

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overiay

e —

* Use same protocol as for “High Risk” Patients

* Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form R o Sl
B N ™M
Choose Highest Applicable Score from each Category Dat;cfolme 5,3 D% & EHJ-&' A (4 b Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 Pa) Risk Level Murst:;:g)Scme Action
Secondary Diagnosis Yes 15
more than one diagnosis
( gnosis) No 0 0 P
Furniture 30 . Standard Fall
| i Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 @) O
V(' Heparin Lock or Saline ;es 20 29 Implement
~
= 4 Moderate Risk | 25 - 50 Mocdacats Foll
Impaired 20 rreventhn
; 1 ntervention
GAIT / Transferring Weak (uses touch for balance) 10 \0 19 L
; s
Normal /On Bed Rest /immobile 0 (&) Implement High
Forgets limitation oo Risk Fall
Mental Status 0_ U yidions - 13 High Risk > 51 Prevention
Oriented to own ability 0 0 o 0 !
Intervention
Total Morse Fall Scale Score: \D |0 20
q
Signature mﬁﬁ_ @ o _
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [J Assist and/or supervise ambulation. Reinforce to always call for assistance
Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place

Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

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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Morse Fall Risk Assessment Form st | S
E N N
Choose Highest Applicable Score from each Category Dute { Tive 1 f _T .D:b ':? h DJD ’72‘ 1106 Fall Risk Grading
Score 240 D 20
History of Falling Yes 25
(immediately or w/in 3 months
: o 0 Q 2 o Risk Level “""':,::gf““‘e Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 R ~ o
_ Furniture 30 , Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 KL 0-24 Precaution
None /Bed Rest /Nurse Assist 0 ) o O
IV / Heparin Lock or Saline ;es £ 29 249 20 Implement
0
L Moderate Risk | 25 -50 Moderate Fal
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal !On Bt?d Rest /immobile 0 N o o implement High
Mental Status Forgeis limitations 15 High Risk 5 1 Risk Fall
Oriented to own ability 0 0 0 o Prevention
Total Morse Fall Scale Score: Jdo N 20 i
Signature M %ﬁ\ TELA
Tick (v') whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
w Risk (0 — 24) (Standard Falls Precautions) [0 Hourly safety check
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 [ Initiate constant observation by healthcare provider as appropriate t0 patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form et o i 0 e O

each Category

Choose Highest Applicable Score from

History of Falling
(immediatety of w/in 3 months)

Secondary Diagnosis
(more than oné diagnosis)

' - Furiture __— Sdard ol
Ambulatory Aid Crutches, Cane(S), Walker __— wRalol

Nurse Assist

|mplement

GAIT / Transferring
Normal /On Bed Rest/mmoble ﬂ-ﬁ__— implement High
-m___ R
Oriented 10 own 20y ‘-E.-__ terventon

|V / Heparin Lock of Saline

Total Morse Fall Scale Score.

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

Tick (') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check

[ Ensure patients use their prescribed eye glasses if any. in the hospital [ Assess patient after visitors, leave 10 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
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: é?) 'T)D‘e"

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) 1
Obesity i 1or2
Parity = 3 1

Smoker 1

Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy
ART/IVF (antenatal only)
Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37°° weeks in current pregnancy [

| ok | ok |t |k |t o | =t | |-

Stilibirth in current pregnancy

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium exceptimmediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization

Hyperemesis
OHSS (first trimester only)

Current systemic infection

bl B Bl

Immaobility, dehydration
Total
Signature of the Nurse

Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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Rat g%—' L Patient’s Name:.. I"US o ANt nrisisoiris
4dinbow - 56
- Children’s | & Bi rthRight MRL:I‘ .o«::“ oS, N2
i BY RAINBOW HOSPITALS
!:!2 ashg, !,!E,I - ' Your Right to a Safe Delivery Age . 0 \m \\\\“\\\\\\\\\\\\\\ SexrOM D/B
( PHLEBITIS ASSESSMENT J \COI'ISL ..... P 24 ..Y:?[\.'o'\........ seaassnlasinisasnssee ......L‘
CANNULA 1 CANNULA 2
Date: -1 |~ 12%- Time: S 4™ Date : Time:
Location (B @ lareantsol. Location :
Size 1 \9 &7 . Size
Cannula inserted by \3' Y CJ]W\TC’* 1 Cannula inserted by :
Date | Time |Phlebitis [inftration] "4 | Sign || Date | Time |Phiebitis Lo rsing | sign
—+1-_| Sho |OYes BNo|OYes No| olgenee [Rolwh OYes CONo| OYes ONo
|t |Oves Oto |OVes @No| o |- OYes ONo | OYes ONo
qn yy 1 OYes OhleTiYes ONet s (4. |10t DOYes ONo| OYes ONo
i\O) |OYes ONG|OYes BNopnber JAM DOYes ONo| OYes ONo
1 Y\ |OYes OK6 | OYes BNopyyS— D' OYes ONo| OYes ONo.
U ) |Oves BRo | Oves BNapl e, o) |yt OYes ONo| OYes ONo
Y [Oves oo |OYes BRoby,ne. | yonk OYes ONo| OYes ONo
A0 [Oves Ao | Oves Aok vode— [vpn OYes ONo| OYes ONo
Q Py |OYes QettYes Do SO i DOYes ONo | OYes ONo
B\ P [Dves oo oves oo O b |0y DYes ONo| OYes ONo
N | oy |CYes ONo | CIves ONojyase s DYes [CINo| OYes ONo
- goﬂ OYes @0 | OYes ONo|cpsav J——] OYes ONo| OYes ONo
o |Oves @fio | Oves ONG| D725 vos | e/ OYes ONo| CiYes ONo
1 A-|OYes ONSIOYes Ola| obger fRC) OYes ONo| OYes ONo
_-éi\hw \‘mu OYes OKG | OYes 26 /obte A8 e OYes ONo| OYes ONo
"A pyn\ |OYes Oo+EYes [Ne 0 B OYes ONo | OYes ONo
=1 Yol OYes.BNo | OYes B0 | by i OYes CNo| OYes CNo
G p™ |Oves 8 | Oves Do lylg e WA DYes CNo| OYes ONo
ﬂ&m OYes B | Oves Mo | S\oy ™8] W& OYes ONo| OYes CNo
o] WY [oves one{Oves o P DOV~ V- DYes ONo| OYes ONo
i 5P aves Eﬂpﬂ?es EINg-/ﬂ)) bt WAL OYes CNo | OYes ONo|
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CNo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes 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 ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : CYes ONo ONA If Yes specify- RX any initiated : CYes CINo OINA If Yes specify-
Phlebitis score: Phlebitis score:

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location ; Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis (Infitration) "¢ | Sign | | Date | Time |Phiebitis [nfitration pring | Sign
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo 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 ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo g OYes CINo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
|OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
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.L.P. 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
svident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near V. | % Pain near V. Site # Pain along path of # Pain along path of # Pain path of
site or slight redness | % Erythema cannula # Erythema | cannula % cannula # Erythema
near L.V site * Induration # Induration # Induration * Induration
#* Palpable venous cord :mvamsmm
RESITE /REMOVE | RESITE/REMOVE RESITE / REMOVE INITIATE TRETMENT
\SBSERVE CANNULA | OBSERVE CANNULA CANNULA %NTL;‘.A sn?rmsm cmagﬂmc;ousmsn m LJ; REMOVE y
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Rainbow*® . -
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s | @ BirthRight
Hospital BY RAINSOW HOSPITALS
T ks 3 ot to treat the lithe. Your Right to 8 Safe Detivery
Part - I. )
Patient's / Learner Language: ... Patient / Learner Literacy: (] Read (| Write | 'Speak Wilingness to Learn:  Yas g Healthcare Literacy:  Ye§] Na]
Identified Education Needs: 10. Fall Risk Education
1. Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis 3. Pain Managerent 7. Infection Control Measures Safety )
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effcts/ side effect, ineractions) 9. Nutrition / Diet 13. Risk/ Safety
Part - i
Use codes from the list in part Il
Date Time | Meed Information Taught - = Comments | Dislgnation /
Person Taught M Teaching Tools mmug. Understanding
Part - lll: CODES
Who was faught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .......... .
Leamning Barriers: -
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. C Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Valyes 14. OMErS (SPECHY ..o
3. Emotional Barriers 6. Desire / Motivats to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0: Ora P:  Printed
Mechanisnys to overcome barrier/s:
1. None 3 Reassurance & Support 5. Respect values & befigfs 7. Other, Specify ,
2. Obtain translator 4. Teach Family / Others 6. Hespectcul'h.lal}ﬂaligiml’raerence
Understanding: 1. Verbalizes Understanding 2, Demonst;atesUndersmmng 3. Needs Review
Doc No. : RCH/ FRM / CLINICAL / 187






PRE - OPERATIVE CHECK LIST

<
Rainbow’
Children’s
Hospital_

i i o T Yo

' -

@ BirthRight

Tght 1 & S Deliwery

—

patint's Name "’NY&SO\MW’{%
BIOOA BIOUP © -osnesesssiemmissesesrt ™ UHID : ...... ng %‘5'" B_

Om

-

Planned Surgery : Fleshne. it . U0 D*Mq""‘-\emgﬁ

|

Anesthetist : D‘vé‘&w‘mx Date & Time of Operation - ‘1\1\%@&‘1&% 9

Tick Appropriate Boxes
hmmmmm;wm:

e —

L AN INSTRUCTIONS yes | o | ™
7 || Waight checked and recorded? g|Oo|o
2| ‘nmpmmumiuwsmmmmw? 10|10
3 :cde&O?ImW&M(CBEMer.BT.CtFHW ololo

msmemnq.mmmmmmmmwm = |
2 | Enema given/ Bowel Preparation o0
=1 Fomore alomaments, e and stefe gow O o0 ol -
5 | s Blood arranged as required? o eE| o
1 Bioud has been ordered - is Bood bag reacy? oM 0]
=1 Conua o be placed IV fuids  ndicated 20|00
9. oo Anesthetic consultation with anesthesiologis gl|0o|o
<0 | Pre Medications Given? (Sedatives / ) ‘EJ"__[_]___I;_J__
7| Sk reparaon t=ii=li=l
[z | stesmated | (00|

i S e e e 9|00
14| impiants are avaitable ol od
75| Equipmentis avaiaible 210|0
(6. over ) oo

mnndmmm-m'mmmuw;cmmm
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INFORMED CONSENT FOR SURGERY OR %%33{%: ® irthRight
E—PECIAL_.E’;;";;:; o |P18-0003€352 ‘-.‘p-_-- Mw”“"w"_—-
Patient Name - ... E‘:"EE;’E:: R ® ... Gender: O Male O female  Age:
S 11 TV T TT—

Instruction: _

This consent form should be signed by patient (If an adult 18 yearsor older)orbya parent/ guardian, if the patientis a minor or
lacks the abllity 1o make an informed decision. The purpose of this formis 10 verify that you have received this information and
have given your consenttothe surgery of special procedure recommended to you. A

| hereby authorize the performance of the following operation () of procedure (s) (useno abbreviation/ Avoid technical terms)

TG e svammwcemmstCﬂow .................................

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

B
: (Namﬁﬂfmﬁpaﬁem)

| have been advised of the penefits 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 sclence and therefore acknowledge that no
guarantees have been or can be made regarding the likelinood of success o outcomes. My questions regarding the condition,
the proposed surgery andthe outcome have peen answered tomy satisfaction prior 0 signing this form by the surgeon.

| have been explained the risks of this surgery Jprocedure and also ahout the reasonable alternative and the relevant risks,
benefits and side effects relatedto such alternatives, includingthe possible results of notreceiving care ortreatment.

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

....&M%.,..Ixr@ﬂﬁ-:}m.,"mmo\ ...... AnsTix %Bouﬂ\lﬁlaa%&ﬁu&'j;
mwcvsm,mcug’cmg, ....................................................................................

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

My signature on this form indicates that

1. Ihavereadand understood the information provided in this farm :

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. |havehadachance 10 ask my surgeon questions.

4. Ihavereceived allthe information | desire concerning the operation or procedure and

5. lauthorizethe consent to the performance of the operation or procedure.

NameoﬂheDoctnrwhoismrfonningtheSurgary!Pmcedum:......%.‘.....................
Consentee : Patient Attendant :

Signature UGQ—;E, Signature : ......x0-
Date & Time :F\’J.][a,a;h Relationship with Patient: ... :
Date & Time : ... b 3‘33’5

Witness :
Signature

T O b AL
Name : Name : d}, SW&A’W
Date & Time Date & Time : D’”‘”’H ‘20)4,

Docu. No. : RCH /FRM / CLINICAL / 027
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GU(:-00092656 1P18-0003€352

Mrs SOWMIYA nﬁé
yicsaeer  wYimTD () Rainbow" i
o AT RAAS S NAESTHESIA Sotren's | @ BirthRight
(T R ANAES Chidren’ | (g uvematis

' |
T 111 - U e AQR s Gender: Male O  Female O i
UHID NO: «.vvoecerississssssssssssssssissmmsismsssmasssmsassnnarssssssssssassiisssinsis SUTGEON NAMIE: .vvverresssssmssnessssisssmssmsssssssmssmssss s f

Anagsthesiologist WW!O&W Operative procedure planned : QLW‘(E ....... Lo R. SECMENT

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA CEs pQE FEenon) I
Genteral 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 .
anaiesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can |
be iaWr;hieveﬂ 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. ‘

[ Heart disease O Hypertension O Diabetes mellitus [ Renal failure i

R [l Hepatic disorders O Shock I Multiple organ failure [ Polytrauma / Renal Tubular Aacldosis |
. |

[ Incapacitating Cronic Obstructive Pulmonary DISEASE [ DHNBIS : soovsvussereessessonisassssessemsssissssssssssmsangp s ssssapas s s dinnssess |
« | Doctorto documentin medical record also if necessary (Cross-outif notapplicable)

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 anaesthesia Uzrégiu.nal / O General Anesthesia / O Monitored Anesthesia Care as considered ‘
appropriate by the anaesthesia team. \

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and |
adswared my specific queries and concerns about this matter. | have read and understood the information provided in this form | I‘
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances, |
and | 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, Gentral Venous Pressure ling, arterial ling, 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.
I have been explained all my queries in the language understood by me. |

Patient / Patient Attendant : Witness :
Signature : ...... \fﬂ Signature...4,;(@%.._,.....,,._ .|
Name'-oVV\MI&d e, ! I Name&Arqum&-mnm!? |

Relationship with Patient: ... O R Date & Time : t#—l'{'l&h@ﬁ'lﬂm '
pate & Time +.. D |FHQL. @..x2-08M

Doctor (who is taking th 01-1:711]: f |
Signature : ........ Mﬁ" NameMP)'ao" Da{e&Time:‘.,ﬁﬁ:‘km_,. i

Docu. No. - RCH / FRM / CLINICAL / 021 jo QoW
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N W S e e e e e

Diagnosis L P L. ’ g@(ﬁ Onset. .

:"1”5?:::'“ YIMED R f:‘ [ ]

O MATHANGI RAJAGOPALAN Iy chirow. | @ BirthRight

| Hllllllllllllllllfllllﬂlllllll JATION Hospital _ | ) mmmasta

Name: ... YNS.. Sownnisg oo Age:.29..... Sex .. oo UHIDNO - oo '
Date: .. ol M ok . Time: ..10_30...0m... Proposed Operation: . R CHYR. S ke |

FGe, ) .. h[ﬁ’.ﬁa.hva f ‘.R&‘ﬁr.......NM.QZ...:I....QF}.‘..’ 34wr bo- |

BP!CRT !.la(!am H.R: ﬂo}mm Weight 81:.9. G5ASA Physical Status: O 1 a{na 04 05

2

HL« A qndr;

Laboratory Data:

ugb ......1!.:.5,,,8m‘3"' Glucose: .£8s...5)..70. Protein: ... AVl i i,

POV: ... g2 5. Urea: .....28:.5..... Ab: HBS Ag: )...on) 2. ECG:.... NLQ_ ¢ NO Ly qu»pJ

WBC: ..o Creat: ... Q8N TotwlBil: ... HOV: ... . 20 Echo: .. &u&—-l €e-\q.

Plate: . 2:3.% NE: Blood group: . maaha sms.ww ................. N 2w ®

T K: TR Qther: ...l @) LNSE o

PTE T IR i e 0> |

L —— Mg++ TS 2aRS ) ' l
Hm. = _\ !M = Allergies: Nk D_q F]

Medical History: ~ CvS:  _

RESP: Diabetes:  _ |

CNS: — |

F:lenai: -

Hepatic / GE ; = Physical Activity: Mers Sy, |

Qthers : [

Past Anesthetic Hislory: -

i - Bsnsenas . oviouted | Ofthai !

Airway: MP12@4 MouhOpening: o MentohyoidDisance: Cn)  Neck &N T D |

o
ngs:  gae D |
ONS: NF~ 0 |

Pfegnant: G’\:es CINo CONA

Spine Exam for regional : & |

)&aﬁ'ﬂs Access Site :

Anaesthetic Plan; CImaC B{EGIOHM. OGA-ETT OLmA

Peri-Operative Plan Explained to the Patient: .ﬁ' Yes o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: .
1. DVT Prophylaxis :
Water / ORS 2 Hours I
NIL ORAL<_ " |
d/l‘nfurmed Consent: Standard O High Risk |
' \_/' Post Operative Pain Management: O’&scussed with Patient |
5. Other Instructions: '
.’T- LY
,..:.«129.\( ..... o w@ ...... B, R B vy
1:7 e A Pisr. d0 &
Signature: .. 4 il Name: .. P Cuth. &whhan .. I‘J.S*mlku(‘ql.lmx') .........
g1 < Tr o-obict - o Aollove Sy |
f2re P or A.ur |

Ducu,iNo. - RCH /FRM / CLINICAL / 044
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ambow ® p; vl g
(7 1= Children’s BirthRight
[ s | ANAESTHESIA CHART  Hospital :ﬁﬂ
Pre Induction Assessment:
Change in Patient Condition: O Yes Ja{o/, Fasting Status: 7!931\4
Physical Stafus: Patient ldentiﬁed/ f'ﬁ Consent Present ] Chart Reviewed ¢
H.R: \\o\‘“’" IBP;DRT W“\‘,‘ﬂSpo o9 .ﬂnn ﬁp’],_,\ [ Last Feed: .
Pre-OP Diagnosis: . VY. lpev kA Operation:. M ..... 5 S — Daieq\”t\%

Surgeon: .. P)\M-[

Anaesthesiologist: ...

NOMIRIO, LPM | ™ = \‘ \ =2 e
HALO /SO ISEVO . hniibigte
Drugs:_\ Fra [~ M aY ATt L X LANLA
i P e B I 7 et
y ! £ N\ uppasaory
T L v
\\ Cald P A
=t ‘ = T Ir L _‘{ }
| S - A o g (! t e =
AT 1 4 \ D 4 X Biood Loss
] Al o
Fi0, /540,
E1C0, 1
ECG £ ANAUA A
Tiiné Oulpd NOTES
) <0 T s i
ap 240
v Sysiolic 220
A Diastolic
X Mean 200
Heant Rate 10
Tourricuet on Time
Tousicuet off Thne 1680 &
140
Trewat Pach in
Trwean Pack Out 120 L
"“., A P—
100 sl 18 >
= . PEAC=E =l
60
40
20
10
0
(10
LAB Values
B 3
] |
/’ Lml |
vﬁ, E m Checkedand | Temp: Induction
O HME O Fluid Warmer aow 3 inha!
O Ciing Film [0 OH Warmer O Pre D, ORs
Sie: ... - [0 Hugger's O Cotton Woo! [ Others
EKG Lead 0 Mask  O1SGA
O TempSte fimes: lo S 0O Aiwey D0l Nasal
O 0, Monitor Anaes Start: ETT# oo Bl _om
o " OF SIIE 1.t g Oral OiNasal [ O Cutt parasthesia [JY¥es [INo
uise Cximeter 0P End. ..occnne Tracheostomy [ Topé Catheter at skifl .. _em
Capnograph Leave OR: ...\ gr 0O Drug: DrugNdnweECam o!ol,‘-t o (‘-]a tH) lo
D Ventilator Anaesthesia: O Awake [ Direct Visien Bous U‘-‘-“’ T0.2
Nerve 5"‘“"11“" 0 Ga [0 Video Laryngoscopp O Styletie / Bougee infusion
e ! ) i
— o ’ "::;" aesthesia Care O Fiberoptic BIOCK LOVEE™ o Lerimsimemime _
L e s Cscuad 29 Blade# BMPLS: v Comments: Th @
o i Line (Size & Location) Transportation 1o
E!;'m- Dcw ............................... O silat = BS [JPACU U [ Other
O Tope U\/ [ Semi<ClosedGircle Relaxant Reversed [:I\B No OMA
) T&" l'}\ “ 0 Closed Cire
Name of the Doctor =..
e - - O Other
DN ..................................... Signature ol the Doctor ©..
/ o s’“’ ¥
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Rainbow® @

" Patient Stcker Children’s BirthRight
L Hospital BY RAINBOW HOSPITALS
1 sk a ot 1o roet the Rete. Your Right te a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by : ’WV‘M’! Time Received : .| 1504 Time Discharged : ...
g:'g :fg IV Cannla Site ; .
wi 230 230 | [0, Mask [ Nasal Prongs
§ ;fg ':g [ Tracheostomy O T-Piece
LB 0 200 | 00 Oral Airway [J Nasal Airway
E 190 180
180
8 :Bcs 170 | Vomiting Oves CONe Drug:
(=]
= S o |MeTwe:  Oves O
v 140 140 Drain: U Yes O No
130 130
A 120 120 | Urinary Catheter: [J Yes [ No
] o=l g i {1 | crestiuoe  Oves Qim0
z bt T e o | ¥t ol OYes CNo
T0 70
& 3 %
é 40 40
30
- »
10 10
[1] a
spol
POST ANAESTHESIA SCORE MINUTES
(Modified Aldeee Score) IN 30 1 60 T 90 ouT SCORING INTERPRETATION
frodufiens b fofd =t e \ [ | AMinimum Total Score of 8is Required for
Able 10 move 0 voluntary or on =) Dlscharga
Able to deep breathe & cough freely =2 i 2
e g Ri AN = Exceptions to this, are to be explained in the
BP = 20of Pre praesthetic kove =2 space below by the Discharging Physician:
ng-uﬁ:.ﬁ!iﬂm:.h -; CIRCULATION 2 (J/
Fully awake =2
J\":'munlm =1 conscousess 9 Vs
_ =2
TOTAL 6\ q
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
N\ o Mo v g, A
{ SM6L

Pain Tool Used: DINPASS [ FLACC O wong Baker CINPS

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name
PACU Nurse Signature:
*Date & Time:

Al T

B |2 BAN

/Sr’ e

’&\41% m 4! SciHﬂ

Reassessment Frequency:

1 Every eight hours for all hospitalized patients

2 fc:mmupwem.mmwhnchmnmm.nmiemmmm
4 Every 2 hours for first 24 hours
b Afer 24 hours every 4 hours

(4

Transterred o Unit by (PACU): ;

Date & Time:

Prioe o pain refiving intervention
With in 30-60 minutes after pam relief intervention

Bl @ e
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Tt takes @ lot to treat the lte.

Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD /

D0 RO ||| M Procedure dONE DY .......cueforreummissmammssssmessisssmssssassenmmsssesssenmesees

CSE /Spinal /Epidural
01511 HOOTRRRRPR SRS Catheter at SKIN: ...oovvecrmmrmniisacmnasenesees

POSHION * vvovvcevveeeres OPACE Loviciimimnnisinssanennfrases Technique (LOR/LOS) ...covvennsnnes

Parasthesia : Yes/NO if y&s GBtails T ....ccoommmmmcummmmmmnsmssssmmmsmmsssssssmssssesesey

SOIION COMPOSTHON & .cvvvonecvsrreesasmsirsssssssssasssssmssssmssmmn s
Any other issues : _ . . .
| ——— kLo

e

P e i e

Time

Infusion Rate
(mi/hr)

Bolus {ml)

. Level
Left Right

FHR

Comments

e —— T

(- /| |
APGAR: cccsiisisomsvanss SVD / Instrumental / LSCS (if LSCS Details)

Delivery Details :  TiMe & ooooevwssfoeennes

Discharge /Shifting ordered;/y

4
DOCHOF SIGNAMUIE: «vvvveoresoernssremsemmissiisesssssssss s
Doctt;r MATTE: 1cuiivsisawisssvissssasentoansonpangeassssasbusorcissassnssiainsmess

Date A00 THM 5 cuverrarrnmssmsiesssissssianmssasassmmssssenssnanasssassessesasses

P

T ————— T
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SS! PREVE[\T[ON CHECKLEST Chlldrens

Hospital

IV AP UNY HOSTITALS
Farg W N bty B,

. Bzrtthght
&}

S.No INTERPRETATION PERFORMED
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of hair ‘
1 will affect the procedure. Use clipper if necessary o =

2 |bath /wipes)

Decolonize surgical patients with skin antiseptic(Chlorhexidine

Antibiotic prophalaxis given within 80mts prior to skin incision e’
3 -—
Use a checklist based on the world health organization-19 item Hel _
4 | |surgical checklist to ensure adherence to best practice '
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin "
5 | |preparatory agent in combination 7€
Maintain normothermia during the surgical procedure (>36 deg ves
6 |C)
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of diabetes
7 |status between 110 and 150 mg/dl N

8 [Application of incisional negative pressure wound dressing







1 2 | s 2o 0 3
GU(:+00092656 1P18-00036352 ) | Ref.: 106.303.0500 € 3
Mrs SOWMIYA | Lot.: 14176 5 e
;1 i o ee Steizeg SV e 1o 3 Ralnbgw
r, RAJAGOPALA 150 11140 i 134°C - 3, n. . » -
Ly | ——— chioren' | gy orangh
HDSpitElI . BY mmnochspnmLs
URINARY CATHETER BUNDLE CHECK LIST bt e T B3 Sk e
T Date of Insertion: ...~ T .\ —¢ 11/(9@6"?%“" Date of Removal: . ;f [ 2 [2b @, LlopPw)
: 9,0
Parameters Date Shift Time A @,?H X )\ \
Need for the Catheter KiYes ONo | &fes CINo CP@ CONo | OYes ONo | OYes CINo | OYes CINo | OYes CINo
Hand Hygiene S¥es ONo | &Yes CINo IZ(es—’ ONo [ OYes OONo | OYes OONo | OYes CONo | OYes COINo
Usage of Sterile Equipment KYes ONo | {O¥es CINo {Yes/ ONo | OYes COONo | OYes OONo | OYes ONo | OYes CINo
L Is the Collection bag below the level of bladder EUes' CONo Q,Yes CINo E[gﬂ7 ONo | OYes OONo | OYes CONo | OYes CONo | OYes O No
Check the Tube for Gbsiruction (Free of Kinking) Q¥es ONo | Bes ONo | Y6 CNo | CYes TNo | O¥es CINo | CYes CINo | Cives Do
Is Catheter dated as policy (MYes CINo | AYes CINo B@ ONo | OYes ONo | OYes OONo | OYes ONo | OYes O No
Collecting bag is been emptied regularly? KYes ONo Q’Yés ONo s/ONo | OYes ONo | OYes CONo | CYes CINo | ClYes OINo
Maintenance of closed system for the catheter KYes ONo | CIYes ONo es/ ONo | OYes ONo | OYes OONo | OYes ONo | OYes CINo
Dressing clean and dry? RYes ONo | CiYes ONo | OYeS’ONo | CYes ONo | OYes ONo | OYes O No | OOYes ONo
“ | Isthe line removed as Policy? dYes ONo | ED¥es OINo s'UNo [ OYes ONo | OYes ONo | OYes CONo | ClYes CINo
; Performance of Perineal Care flves ONo | ©Yes ONo | O No | OYes ONo | CYes CNo | OlYes CINo | OYes CINo
; Onset of New Fever OYes Qo | OYes OK6 | OIves O | OYes ONo | OYes ONo | OYes CINo | OYes CINo
r Asses for the leakage at the site of insertion [Q\ﬁe} ONo | ©Yes O No Dgr’es/E—l)No OYes OONo | OYes ONo | OYes OONo | OYes CINo
! = I'( A ;“f‘ g
Name of the Nurse %W C,X/w‘)* . D ;
4 - 7 f-} & ™~ \1\ L w%
; Signature of the Nurse % ?rrsfu'oﬂ 2 W \O b
)
I
Docu. No. : RCH /FRM / CLINICAL / 114
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

O a Yes y No

2. If No, Reason @“"’L{‘."\'\JUU‘{

3. Nipple condition:

a. Nipple well formed
b. Flat nipple

c. Inverted nipple

d. Short nipple

Oooao

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

5. Steps for Positioning and attachment:

a. Baby goes to the breast

b. Mother always sits with a back support

c. Ear-shoulder-hip should be in a straight line

d. The baby takes a latch on the areola and not on the nipple

Oo0O0ao

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PT.0




[

6. Was the position explained:
O a.Yes
O b.No

7. For Caesarian mothers:
0 a. Mother is required sit and feed from the 4th feed
O b. Please explain football hold

8. NICU admission:
03 a. Mother needs to stimulate her breast for 2 min every 2 hours

Y 1101 B 1 e ee——— R L SR

Continuity of Care: Date: ';?\'*LLG
Pakhu 10w o

Handover given by ...... Q\OM VOV i HANGOVET tAKEM DY +.vvcorreeevsionressesisssessssesssesessssnsrees

Signature SHGNALUTE .vvvovvreocencensssnsssssmsesssssssssssbissssansesbssssssssssssesises

Date & Time: '?\\‘x\quk:\wpvh DAte & THTI! oooocvivnvesresseisasaaseesunsssssssssssesssssssessinssssnass
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1

i

N
‘ANSFER NURSING HANDOVER CHECKLIST

wave & Lime of Transfer:

Xb uk &\‘wm (fo‘a;j)

TRANSFERRED TO : I\

1 Patient Identification YES/NO REMARKS
@a.Patient Identification Patient name, age, UHID/hospital number confirmed q\m
b.Surgical procedure & correct site verified nOo

2 |Airway & Breathing

Oxygen delivery (mask/cannula/ventilator) secured no
b.SpO:2 within safe range Y 8
c.IFETT: position confirmed, ties secure, cufl inflated no

3 |Circulation & Hemodynamic Stability
IV lines secured & infusion running correctly DY
b.No active uncontrolled bleeding WO
c.Last vitals recorded before transfer (=2}
d.Central line hubs are closed no
e.Dressing Intact no

ﬁ Pain Assessment
@.Pain score assessed & analgesia given ne
b.Reassessment done =4 23

5 |Wound, Dressings & Drains
la.Surgical dressing intact no
b.All drains fixed, output noted no
c.Catheter secure & urine output recorded U{n,&
d.Spiinis!casts/lraction devices stabilized NAS)

6 |Medications Pre & Post-Op Orders
.Medications due time noted RS
b.Pre & Post-op instructions (NPQO, position, mobilization) communicated U L=
c.Emergency meds given in OT (time & dose documented) wo

7 |Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside no

ﬂ b.Bed/side rails up and brakes applied o2l
c.Special positioning maintained as per surgery o

8 | High-Risk Patient Safety (if applicable)
h.Chcst tube: underwater seal below chest Jevel nNO
b.Epidural catheter secure, infusion checked nNY
c.Pressure areas protected (heels/elbows) n©o

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED n©

10 REPORTS AND LABS HANDED OVER Y 4

11__[BIOPSY/HPE SENT no

12 [Documentation
l.Documentation completeness P2

Transferring Nurse:

Receiving Nurse @

Signature of Incharge:

L\ K™
=







GUC-00082668 IP18-000361352
Mrs 8OWMIYA

31-08-1997 M¥YIM?D (F)
Dr. MATHANGI RAJAGO

——

i D

Flanin byow
e

. ildren's
@ eontey RSEST PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: r | (26 (® 1| 15 am TRANSFERRED TO : N1 (W)
1_[Patient Identification YES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirméd Ve

b.Surgical procedure & correct site verified Vi)
2 |Airway & Breathing

[a.0Oxygen delivery (mask/cannula/ ventilator) secured N#

b.SpO: within safe range AR 1

c.IFETT: position confirmed, ties secure, cuff inflated e
3 _[Circulation & Hemodynamic Stability

2.1V lines secured & infusion running correctly Yo

b.No active uncontrolled bleeding ’ Y €S

c.Last vitals recorded before transfer v

d.Central line hubs are closed AR

e.Dressing Intact N
4 | Pain Assessment :

-Pain score assessed & analgesia given - NA

b.Reassessment done =
5 _|Wound, Dressings & Drains

la.Surgical dressing intact Ve

E.All drains fixed, output noted N

c.Catheter secure & urine output recorded yAd=)

d.Splints/casts/traction devices stabilized NP
6 | Medications Pre & Post-Op Orders

a.Medications due time noted N

Pre & Post-op instructions (NPO, position, mobilization) communicated %

c.Emergency meds given in OT (time & dose documented) f ;'\m
7_|Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside N

b.Bed/side rails up and brakes applied Les

c.Special positioning maintained as per surgery . NF#
8 | High-Risk Patient Safety (if applicable)

[a,Chest tube: underwater seal below chest level | AA

b.Epidural catheter secure, infusion checked AW

c.Pressure areas protected (heels/el bows) s
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED aA
10 REPORTS AND LABS HANDED OVER N A
11 BIOPSY/HPE SENT /A
12 |Documentation

a.Documentation completeness yes

[Transferring Nurse: —ELLA

Receiving Nurse : ~ Bsen

| [Signature of lncha[ge:{c‘f\""@_'%?wi f

RCH/GDY/FRM/CLINICAL/598
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pameem = RFORM () Hospital | (@ zammmmrs
= Mrs SOWMIYA 5 (F)
FAEIT ol RAIAORALAN Date & Time of Admission Date & Time of Transfer Order
| N\ll\\\\\l\“\l\l’\|\\|\\|\\\l\\ L e af 38 | Ak [5b a0 (2,
Treating Consultant Name Transfer Ordered by Reason for Transfer
re. %w D ot [tber Froatmenl
From Unit To Unit Information to Attendant
b T oT Yes A No []
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
over to attendant
0 le criy, Yes [] No(q
‘@-Y If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2.
3.
4.
5,

Shifﬁng Summary / Notes Written by Doctor :

Yes[]

No[]

Name & Signature of Person who is Transiernng

/_(é /gL oweFr

O -

Name of Person Ordered Transfer

[Oa\ vt “J‘E 0

Patiént & Clinical Records Received by :

Date & Time of Patient Received :

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

please fick the reason mentioned below :

(] Unavailable Bed

(] Nurse not Available

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

[[] Available Bed not ready
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Tt takes & lok Lo treat the litte. Your Right to a Safe Delivery

————  Dr. MATHANGI RAJAGOPALAN
[ m u ““H mll““““ Im |l"n m Date & Time of Admission Date & Time of Transfer Order
6 |4 146 3-57pm| 7|9 b @ 9-30pm
Treating Consultant Name Transfer Ordered by Reason for Transfer
o] &
From Unit To Unit Information to Attendant
ot Flopy LR SEO N
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
: clinical documents. If any handed
over to attendant
004 € Shook = Ol No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity

1.

2.

3.

4.

5

Shifting Summary / Notes Written by Doctor : Yesﬂ/ No[]

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

e O fporfin

Patient & Clinical Records Received by :

D
Date & Time of Patient Received : £ /5(\’} \ Q\?’

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

(] Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow* . S B
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takas & Jot to treat the bitle, Your Righi to 2 Sale Delivery

Date & Time of Admission
blFl26 @ 2:59pm

Date & Time of Transfer Order
Flaht & [l'e50-H-m

Treating Consultant Name

Transfer Ordered by

Reason for Transfer

Foi Tl

| myn f . han
AL A;
From Unit To Unit Information to Attendant
' Ol w U No []

Yes)Z"

Number of Sheets in Clinical File

Number of Imaging Fiims

Personal belongings including
clinical documents. If any handed

1 TP -(—: e - over to attendant
h Yes[J No 7]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. Item Name Quantity

A& lw

5.,

Shﬁﬁng Summary / Notes Written by Doctor :

Yes[] No[]

®°

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Py - Vohan,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

[

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

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

] Nurse not Available

(] Available Bed not ready
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a0 Chitdrens | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | () zzseemoi

1t takes a lot Lo treat the itle, Your Right to a Sale Delivery

JC-00092656 1P18-00036352
"ni?:i';"“ 22Y1MTD () Jo. Date & Time of Admission Date & Time of Transfer Order .
MATHANGI RAJAGOPALAN
) h Qo _ 5P
U LIk st | T lobat ¥
Treating Consultant Name Transfer Ordered by Reason for Transfer
O O IORGT e : @ bderedon
v Do e [~
From Unit To Unit information to Attendant
r\mcu Z‘{ﬁ« T—g(pm Yesm No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
~ clinical documents. If any handed
£ u}\(ﬂ/@ J’f’ C_[ m over to attendant
~ Yes [] No
feoly
(f If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. item Name Quantity
t gah I [ (&
2 "Pﬂh Loma P
3 Tuddre Quppte lran 2
: Loy SLpacvet )5 gy & _
] D oovtckiiom] 3 Fyare OICs
o Shifting Summary / Notes Written by Doctor : ﬁ
Prshs "M
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
. \ v
SN DY) Mol
Patient & Clinical Records Received by : i
0 Fay
Date & Time of Patient Received : < '
[#12b ok G ryop
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

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