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" GUC-00047973 IP18-00038472 %

Mrs KASTHURI ABHWIN Rainbow®

27-08-1008 20Yi0OM18D {F) ]
Dr. MATHANGI RAJAGOPALAN ﬁgislg{&? 3

AT Hospltal.

® BirthRight
BY RAINBOW HOSPITALS
Your Right to & Safe Dellvery

SURGERY DETAILS

_ Date : }T/T/ZE,
patint Name: na.... Lau Tl Ashesorn.. vasotaem: .20 5: 1296 Age: ...l

Gender: [: Ward 2 oo o, UHID Noqqqyﬁ/ﬁﬁ’#?f
Date of Surgery: /(/7/262 C0T-1 CJOT-2 -E107-3 C10T-4 CI0BGOT-1 [J 0BG OT-2

Name of the Surgery : < AT\ 5 S A 1 S

! r t
Time in (’l?‘r;f}'va Time Out 12}3'13

NAME AMOUNT
1. Surgeon @zm&/l&w f.)?cicuﬁ /)%é:..
Anaesthetist : QZYPCWO’HYY‘t*@lSﬁ{/FM
Assistant Surgeon : dm‘ﬁS{nmwv
OT Technician mﬂ%,\!‘.@ﬁﬁ’)
Circulating Nurse ({filgflnﬁ

6. Assistant Nurse JJJJG;QM*S/&(&*?M%

Speclal Equipment: [ Laparascopy [ Broncoscope O Harmonic I Morcelator
O ﬁ-ARM [0 Cystoscopy [ Versa Point [ Liver Cusa
O Neuro Cusa T OIS weveeceeicresreeriensensansessssssensennes

Signau% N
Bocord  Yupliedt Q00 M Mgy Ly

OrderNO? coisaiirsrinsimmssvemsrissamoissmsisiiasinis ORBBE BV cicsuniinissimemianmismemsmimavmiionaisitiaion

Signature of the Surgeon

Docu. No. : RCH /FRM / GENERAL / 114
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E [mt?f"‘v.‘-’ - J)ses 2z |
Patient Sticker Ezii?t? ren's | @ Birth Right
Hospital | ki
CONSUMABLES OF OT
Circulating MEN%&]M . Technician : P'f asam%. & pae: |5 J Tt ,225 o N
Anaesthesia Disposables ......‘"" weee | SUrDIcal Disposables eoong Y Disposables (Baby Side) | 00 _|
ET tube MajorPack | CCC | [p) | WVitK o
LMA Sutres 29 Ly /. A 2| Cord Clamp )
ECG leads (A) P/ N 9, | U o - 01 | Suction-tatiw . -
HME filter: A/P/N 21291, -« (\ | Feeding Tube G,P«- e
Syringes : 10 cc 2+ " | Vaccum Suction Set 0/
05 cc o | Gloves > Surgical Gloves D'/2 P | of
02 cc 2 1612 ¢ (o 0] | GauzePack 0]
01 cc \ PiE &ty o1 | Syringe k7 Zmi |
Cautery plate (A )P /N | | Surgicalblade 29 OR | Surgical Blade # 20
IV set ) #1 NG tube ~ | Koochies (S)
AL Pl &y | Cautery penci Ol |EFipyesS o/
NS : 10mi/ 100mi / 50841/ 1000m! (%4t feachies PV bsT
Ointments ondmietnd a/
Suction Catheter fZ.LancaP%l fa O
Fentanyl Cap, Mask | ﬂnn AL m D/
Morphing GawzePack | R[p B 2l exaparr 02
Ketamine Mop Pack " | olwa b ot o/ §
Propofol Steristrip caylapyast i
Rocuronium Underpad 0l QDM’MU 2900 tililss] o)
Glycopyrolate Draw sheet 26% "2 nlwsdle o)
Myopyrolate Abgel 0] N
Ondansetron . Foleys catheter 2 |
Pencan 25¢/ Spinal Needle 22 Urobag Iy
Buplvacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag W
Antibiotics Bandage of
z Tegaderm SH | o of
Suppositorles loban of
Anamol : 80mg/ 250mg/ 170 mg Double J Stent 2 [
Supridol : 100mg Vaccum Suction set Ol | |6oni g @“‘
Justin : 1.5 mg / 25mg / 100G | | Piastic Bed-Sheat O_pyon 03 | Waseu conmue E0) |3
Tab. Misoprost : 200mg_~ S Betadine Solution ji-"2 b P il
69191116{? T | Microshieid Cugial T- &
17 Cotton Balls W E
Latex Gloves 0P| 9192
Ramdione Scrub r
et (Quy oK Shoft 101
Surgeon Anaesthesiologist Nurse OT Techniclan
(04T T Ordered by : ......o.oovvvvenens L1 ’&93-—‘

Doc. No. : RCH/ FRM / GENERAL / 125







’ RAINBOW CHILDREN’S MEDICARE LIMITED
d Rainbow Children's Hospital - Guindy
.z_,‘
od = . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ° 600015
Children's ™ Tel No : 044-40122444
Hospital B
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(R NN AR RER TR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036479 Ward TF-PVT/SUITE
Patient Name Baby B/O KASTHURI ASHWIN Bed Name CRDL-PVT702-1
Age/Sex 0YOMODGH/Female Order No 18-0001727886
Date 15/07/2026 16:31 Prescription No PRIP18-0627291
Payor SELFPAY Dispensed Date 15/07/2026 16:34
UHID GUC-000938390
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) g:;}c}rou DICKINSON  enERAL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26D010693 03/31 1 £8.00 68.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12127 1 28.92 28.92
Total : 120.92 120.92
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recéivit Nakia Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 15-07-2026 16:34 Page 1 0f 1







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

ﬁ/_’_a
A B e Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow .

J 600015
Children’'s _ ™ Tel No : 044-40122444
Hospital  BirthRan
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
NEN ORI
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036479 Ward 7F-PVT/SUITE
Patient Name Baby B/O KASTHURI ASHWIN Bed Name CRDL-PVT702-1
Age/Sex 0YOMODG6H/Female Order No 18-0001727887
Date 15/07/2026 16:31 Prescription No PRIP18-0627290
Payor SELFPAY Dispensed Date 15/07/2026 16:33
UHID GUC-00093890
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
7.5X7. Y ] )
1 ﬁggfﬁojiﬁ;z PLYS  Bapuji Surgicals GENERAL M2641119 04130 1 100.00 100.00
2 SGLOVE 5.5 SIGNATURE 2509053917 09/28 1 117.00 117.00
3 VACCUME SUCTION SET ROMSONS GENERAL K26D010294 03/31 1 511.00 811.00
Total : 1,028.00 1,028.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 15-07-2026 16:33 Page 1of 1

L






RAINBOW CHILDREN'S MEDICARE LIMITED
: Rainbow Children's Hospital - Guindy
#’J
—— . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’'s _ Tel No : 044-40122444
HOSpita' BirthRignt
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.
RN LIRR IR TR T
| INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036479 Ward 7F-PVTISUITE
Patient Name Baby B/O KASTHURI ASHWIN Bed Name CROL-PVT702-1
‘ Age/Sex OYOMODGH/Female Order No 18-0001727889
Date 15/07/2026 16:32 Prescription No PRIP18-0627289
l Payor SELFPAY Dispensed Date 15/07/2026 16:33
‘ UHID GUC-00093890
‘ S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY WIPES 728
BUTTERFLY - 44RW44GU 03/28 1 299.00 299.00
Total : 299.00 299.00

Receiver Name

\

Printed Time : 15-07-2026 16:33

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







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

Za
o g = Q Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’'s _ ™ Tel No : 044-40122444
£ BirthRight
Hospital .

Raimbaw  VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914

DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LN LORR T TR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036479 Ward TF-PVTISUITE
Patient Name Baby B/O KASTHURI ASHWIN Bed Name CRDL-PVT702-1
Agel/Sex 0YOMODGH/Female Order No 18-0001727888
| Date 15/07/2026 16:32 Prescription No PRIP18-0627288
, Payor SELFPAY Dispensed Date 15/07/2026 16:33
\ UHID GUC-00093890
| S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
| ! TEDDYS 10S PACK H 07072026 12/30 1 255.00 255.00
| Total : 255.00 255.00
ll for RAINBOW CHILDREN'S MEDICARE LIMITED
\ Receiver Name

Authorized Signature
\ Pharmacist Name : GRACE PAUL RAJAN

|F’rinled Time : 15-07-2026 16:33

Page 1 0f 1
|







RAINBOW CHILDREN’S MEDICARE LIMITED
] Rainbow Children's Hospital - Guindy
4 é . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™ Tel No : 044-40122444
HosPita‘ "”5'“3 -"; .. VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
. Rainbow . &
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS IR AR LIRR UL TCRRTL T R
IP No IP18-00036472 Ward 8F-OT COMPLEX
Patient Name Mrs KASTHURI ASHWIN Bed Name
Age/Sex 29Y 10 M 18 D/ Female Order No 18-0001727840
Date 15/07/2026 15:43 Prescription No PRIP18-0627280
Payor SELFPAY Dispensed Date 15/07/2026 15:46
UHID GUC-00047973
S.No Itern Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ANAWINHEAVY SMG INJ4 - noon Laboratories Ltd. M KP1713936 01728 1 3147 31.47
2 BIOXAMIC 500 MG INJ e SR H C3BI0004 01128 2 73.23 146.46
3 PO IGESICINJAMP O3 Neon LaboratoriesLtd  H 45121 01729 . 31.10 31.10
4 SABOPROSTINJAMPZS0  NoonLaboratoriesLtd M 097133 08i27 1 318.50 318.50
. gg‘::g;rse EMERALD SML (BBELgTON DICKINSON T — A 200 -
6  DWATER 10 ML AMPULE 'Qﬂ‘:jf,(:ﬁ;‘h care H 2254216 10128 1 258 258
7 EFIPRES INJ 30MG 1ML |‘RONIABORATOREES 1231095 01728 1 45.90 45.90
8 Y TOCIN (OXYTOCINIING poon LaboratoriesLtd W 091690 02128 5 18.90 9450
9 NEEDLE 2611 2INCH Dispovan GENERAL 01654R 12130 1 338 3.38
10 ONDOKINDINJ4MG2ML  SWISS CRITICURE BA26025 01128 1 12.72 12.72
1 &’g“o‘?‘z" NASALCANNULA: b owmed GENERAL K26A040203 12/30 1 255.00 255.00
) FNCIEENBG VYGON 2502016 01/30 1 §37.03 637.03
13 VENFLONI-18G oy T DICKINSON. - gengrar 5305505 10/30 1 321.00 321.00
Total : 1,762.81 1,911.64

Receiver Name

Printed Time : 15-07-2026 15:46

Pharmacist Name :

Authorized Signature

for RAINBOW CHILDREN'S MEDICARE LIMITED

GRACE PAUL RAJAN

Page 10f 1







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

Zn

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

600015
ﬁhiidren's Bt TelNo:044-40122444
ospital "' VATTIN:  33AABCReO1AMIZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS ULHETO I nm
IP No IP18-00036472 Ward 8F-OT COMPLEX
Patient Name Mrs KASTHURI ASHWIN Bed Name MICU 801
Age/Sex 28Y 10 M 18 D/ Female Order No 18-0001727819
Date 15/07/2026 15:04 Prescription No PRIP18-0627281
Payor SELFPAY Dispensed Date 15/07/2026 15:46
UHID GUC-00047973

S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 3 28.13 84.39
2 DSYRINGE 1ML (B0) ?BED':;TO" DICKINSON e neRraL 6043348 01131 1 24.00 24.00
3 DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K17 02/31 2 2166 43.12
4 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26812K44 01131 2 11.25 2250
5 agﬁ%'scmw'fs IMS GENERAL 12226508G 03/28 3 32.34 97.02
6 |NFATOWAUTOSTORN: momsons K26B010515 01131 2 525.00 1,050,00
A e e kel ndia 10262104 03/29 4 69.84 279.36
Total : 712.12 1,600.39

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

|
:iPrinted Time : 15-07-2026 15:46 Page 1 of 1







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

=J"aﬁ
§ = ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow .

] 600015
Children’'s e Tel No : 044-40122444
Hospital ™'

Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914

DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR UL NN
| INPATIENT ISSUES AGAINST ORDERS
‘ IP No IP18-00036472 Ward 8F-OT COMPLEX
‘ Patient Name Mrs KASTHURI ASHWIN Bed Name MICU 801
| Age/Sex 20Y 10M 18 D/ Female Order No 18-0001727818
I\ Date 15/07/2026 15:04 Prescription No PRIP18-0627284
Payor SELFPAY Dispensed Date 15/07/2026 15:48
‘ UHID GUC-00047973
| S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
' Aculife Heallh Care
1 NS 100ML ACCULIFE - EH Pt Ltd(Nirif 1C25613680 02/29 2 44,93 89.86
| Total : 44.93 89.86
|

for RAINBOW CHILDREN'S MEDICARE LIMITED
I

| Receiver Name

Authorized Signature
| Pharmacist Name : GRACE PAUL RAJAN

\Printed Time : 15-07-2026 15:48
|

Page 1 of 1
|
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| RAINBOW CHILDREN’S MEDICARE LIMITED
i 4 Rainbow Children's Hospital - Guindy
A

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

Rainbow 600015

Children's _ ™ Tel No : 044-40122444

Hospital BrthRan

Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO :
i Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
| Telangana.
LRI CIRR T T REERT AT

| INPATIENT ISSUES AGAINST ORDERS
i IP No 1P18-00036472 Ward 8F-OT COMPLEX
| Patient Name Mrs KASTHURI ASHWIN Bed Name MICU 801
| Age/Sex 289Y 10M 18 D/ Female Order No 18-0001727838
: Date 15/07/2026 15:43 Prescription No PRIP18-0627283
| Payor SELFPAY Dispensed Date 15/07/2026 15:47
] UHID GUC-00047973
|

Receiver Name

Printed Time : 15-07-2026 15:48

Total : 12,436.92 15,545.52

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 2 of 2







RAINBOW CHILDREN’S MEDICARE LIMITED
L Rainbow Children's Hospital - Guindy
! ;’:f Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's ™ Tel No : 044-40122444
HOS ital B%r[hl'.',___..",f
P Roinbsw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC0D29914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR UL TRN LT TR [N T I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036472 Ward 8F-OT COMPLEX
Patient Name Mrs KASTHURI ASHWIN Bed Name MICU 801
Agel/Sex 28Y 10 M 18 D/ Female Order No 18-0001727838
Date 15/07/2026 15:43 Prescription No PRIP18-0627283
Payor SELFPAY Dispensed Date 15/07/2026 15:47
UHID GUC-00047973
S.No Itern Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL RO10126 01/29 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) cobomals GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS :
3 STERILEXL Mediblue 1010626 04129 3 120.00 360.00
GAUZE 7.5X7.512 PLY (5 i)
4 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 3 100.00 300.00
: GAUZ SWAB 10 X 10 CM )
5 12PLY 5S X-RAY Bapuji Surgicals GENERAL M2645010 0329 1 123.00 123.00
GAUZ SWAB 10 X 10 CM _
6 12PLY 58 X_RAY Bapuji Surgicals GENERAL M2545021 11/29 1 123.00 123.00
7 | SUPPOSITORES 100 oo Laboratoria it BLNP274055 12/28 1 18.74 18.74
8 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
8 :ISISOPROST TAB20OMCG oy o 1 MITED H 5GH0470 01127 2 20.26 40,52
MISOPROST TAB
10 600MCG1S CIPLA LIMITED H 5GH0327 02/31 1 95.56 95.56
11 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
NEW MOM DISP
12 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 105327 01/31 1 210.00 210.00
XL
NEW MOM DISP
13 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 204,00
NITRILE EXAMINATION
14 GLOVES F F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
15 PDS Il 6-0 W3081H ETHICON SUTURES-J&J UAMHDH 12/28 1 1,384.69 1,384,688
16 PROTECTIVE SHEET 20X20 Local 1010626 05/29 1 250.00 250.00
QUICKSUITE OT TABLE
T SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
18 100 ML LTD RC126036 04/28 1 103.00 103.00
SGLOVE#6.5
19 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 1 91.00 91.00
20 ggiég)VE #6 (POWDER ANSEL 260301001T 03/29 3 128.00 384.00
SGLOVE#7.5
21 [SURGICARE) ICARE (KANAM LATEX) GENERAL 26A109 12/30 1 91.00 91.00
22 SGLOVE 5.5 SIGNATURE 250905391T 09/28 1 117.00 117.00
23 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 3 767 23.01
TEGADERM WITH PAD
24 (8591)BIG 9GM*25CM 3M HEALTHCARE GENERAL R04260909 03/29 1 894.00 894.00
UNDERPADS CARE 60 X 90
25 (FRIENDS) 25062026 12/30 1 205.00 205.00
26 VACCUME SUCTION SET  ROMSONS GENERAL K26D010284 03/31 1 811.00 811.00
27 VICRYL 2-0 VP 2317 ETHICON SUTURES-J&J C1 T5052 09/30 1 888.00 888.00
28 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J c1 T5072 1030 3 951.00 2,853.00

\Printed Time : 15-07-2026 15:48

Page 10f 2







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

\ "
| . = @
Rainbow

| Children’s s i
1 HOSp’ta’ Rainbow VAT TIN : 33AABCR4014M1ZK

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

Tel No : 044-40122444

CIN: L85110TG1998PLC029914

DL NO:
|
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
ORI TN
INPATIENT ISSUES AGAINST ORDERS
|
| IP No IP18-00036472 Ward 8F-OT COMPLEX
| Patient Name Mrs KASTHURI ASHWIN Bed Name MICU 801
' Age/Sex 29Y 10 M 18 D/ Female Order No 18-0001727839
Date 15/07/2026 15:43 Prescription No PRIP18-0627282
Payor SELFPAY Dispensed Date 15/07/2026 15:47
UHID GUC-00047973
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
i gségjve T.0(POWDER ANSEL GENERAL 2603008317 03129 1 128.00 128,00
Total : 128.00 128.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

|Printed Time : 15.07-2026 1547

Page 1 of 1







|

"z
Rainbow® . L
Children's ‘Birtthght

HOSpital BY RAINBOW HOSPITALS

B b @ A e By P Vit Might 10 8 Safc Devesy

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00047973 1P18-00036472 Date: \8-'27
B ASTHUG AR ale; T e

27- na-1m“ R:u;:uzuo {Fl

Name of the Patient: ALAN  oooosoeevessemeiessaspiasisassbasiaasasaasananase
ll LT Tt

(75 [0 e—— l “ l ] l I l Gender:..

WALK: ..oocnecnsnmsmmessasassasssssassisss Room No: T’E:%l— ...........

Certified thatin respect of the above patient:

O a Therearenodrugsforreturn
b. Emergency cupboardissues have been replenished
¢. Nopendingindents are there against above patient

d. Checkedthe bedside cupboard of the bed

o o o0 0O

e, Checked bythe patient’s Mother / Father inthe room

Patient Authorised Sign Nurse Sign d\a b
Date: ...oooeerercnrireeria Date: ..... .8 “

G 71111 IO s Time: Q?Q’\

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







o

FHID-

038472
1P18-00! fainboy

GUC-00047873
:‘;‘;‘::::un”m’:.nﬂﬂn # L;h e Chilglll:s
"yl
DISCHARGE TRACKING SHEET
FLOOR- NAIVIE OF CONSULTANT-
ACTIVITY INTIM | OUT | NAME & REMARKS | <To be
) £ TIME | SIGNATUR filled
E by
Admin
>

Activity Sheet '- ‘ % (@/
update by A
Nursing h < ™ \ A/

Activity Sheet e .
update by .
Pharmacy







GUC-00047973 1P18-00036472

[N ———

SRS o b N

P o e

s

aoE :?n:::::ummﬂw\!ﬁum?n (F) éﬁ_"é
A : : ' AGOPALAN b-' )
W frers | & BirthRight
. ACTIVITY RECORD FOR BILLING i mff'?" ) o
Name:...........m &_P\'S;'FHUQ\ %’\“‘EW‘N
UHDNo: . AR AT 2. PNo B2 Consultant:.. ED@ muﬁw\gfoem ........... CeR....
Date Of AAMISSION: ...oveveerermsesssersecssisse TITIEL woviesssssssnssanies Date Of DISChANGE: ......ocvruersseseersnisssissans ([ oo o)
SR T e T o L L ——
WARD TRANSFERS
L hDate ’ Time From To Signatfipe of Nurse
oo | opra . | DR 1 Fless” E!%f:
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Rainbow Children's Hospital - Guindy

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

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036472 Admit Date : 14-Jul-2026

(1R LRI LTTAR AN R R LR I

Admit Time : 08:05 PM UHID : GUC-00047973

Patient Details :

Doctor Details :
Doctor Name Dr. MATHANGI RAJAGORPALAN
Referral Doctor - Self

Co-Consultant

Patient Name : Mrs KASTHURI ASHWIN Age :29Y10M20D
Guardian : SUBRAMANIAN R DOB : 27-08-1996
Gender : Female Religion
Qccupation Martial Status
Address (H) . PLOT NO:75, DOOR NO:10, AGS COLONY 4TH Phone No ¢ 7395905042
MAIN ROAD, WEST VELACHERAY Velacher E-mail . kasthuri.subramanian08@gmail.com
Chennai Tamil Nadu INDIA 600042 e # Kasthuri.sUbramanianeaamen e
Admission Details :
Bed Type : PRIVATE ROOM Bed No : PVT 702 Ward Name : 7F-PVT/SUITE
RoomNo : PVT 702 Admission Type : First Visit
Contact Details :
Name : SUBRAMANIAN R Relationship : W/O
| | Contact Address : PLOT NO:75, DOOR NO:10, AGS COLONY  Phone No : 7395905042
ATH MAIN ROAD, WEST VELACHERAY
Velacheri Chennai Tamil Nadu INDIA 600042
Signature

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  :7000.00

Payor Name : SELFPAY

Printed Date / Time - 17/07/2026 10:16

Printed By . 807335

Page 1 of 2
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Rainbow Children's Hospital - Guindy

- .
Rain bow ' 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
GENE SENT REAT
Patient Name: Mrs KASTHURI ASHWIN Age : 29Y10M 20D
IP No: IP18-00036472 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 7F-PVT/SUITE/PVT 702

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors

and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

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

Patient, be deemed advisable or necessary.

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

ingMm@nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care 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 evailuation and | or treatment.

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

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

Note:

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

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

(Reﬂvers Signature:. oo )

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

Signature of Patient/Relative:

(
|

Name: 3u5),qmon: on - R Patient Address:

PLOT NO:75, DOOR NO:10, AGS
COLONY 4TH MAIN ROAD, WEST

Date: (‘-i“\"l ‘202_10 Time: 08 | b P"‘ \;EI&S?NHDEIE%;D\S?SCMH Chennai Tamil

Wittness Name: f’(y
Witiness Signature: W

Relationship: HLLbbanc’

Printed Date / lime - 17/07/2026 10:16 Printed By : 607335 Page 2 of 2
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| Patient Name ) \ UHID Number :
Mols- kasthusd e.r_«,f:mj?n L &UC—ODOlf‘f 273
éicll}'mtendanl Name : Relation :
' . - 3 ; = == T - , AR .
Sell” Attendant Signature © p» Name & Signature of Financial Counselor
Phone Number :
T3QARq0S0 Y2
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Billing Cvele: - 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.

504 GST Charges applicable on more than INR 5.000/- Bed Charges which was eftective from 18.07.2022 as per the GST
Council.

As per the G.O.1. guidelines. we can collect Rs 1.99.999/- only in cash mode. balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

Patient | Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

[n our hospital 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 cic. from the date of admission will be charged according to the higher
category.

If the patient is shifted to the 1CU. the auendant 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 7 Insurance Company at later stage.

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

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

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

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

i A N

| have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.
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Patient Name: /‘/Zfé’ﬂﬂ'/f{/ﬁ’[ UHID No: 4 7973 Bed Category: 779

AT-ADMISSION DESK:
e Explain about admission process
e Welcome Kit

SERVIGES IN WARD:
¢  FExplain about room facility like how to use the patient COT. Nursing Bell, important
contact details,
Room cleaning and wash room cleaning will be done regularly.
Patient bed sheet & clothes will be changed every day morning,
I patient got shifted to OT. please enquire with nursing station 0 get further updates
Wash room hot water will be available round the clock
For patient food please reach to Dictician / F&B Call @ (2203)
Don't keep waste in the sink or other drains
Food for the patient strictly as per the advice in-house dietician
No outside food is allowed for patients
Fruit juices, coconut water, salads, are available in canteen
Patients’ Rights & Reasonability explain to the family.
e Only 2 attender’s allowed inside the room with patient.

BILLING:

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

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

corporate desk.

For Insurance patient give documents after admission.

Please carry attender pass at the time of visiting patient.

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

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

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

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

V THANK YOU AND GET WELL SOON

Signature of patient/ patient Attendance Signature of the Tntroducer
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O Non Urgent
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Referred for: [ Opinion (I Co-Management ' O Transfer of care

T ReasonforReferral: If for concurrent care specify the particular need, especially in the absence of a second diagnosis:
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MEDICATION RECONCILIATION FORM
lj‘ﬂﬁown any Drug Allergies

Drug AUBIGIBS: .ovvveressrermrssmmssssssssssnmssses
Medication Reconciliation will be done at the time of admission and also whenever there is change

g from one unit to another unit.

fting from ICU to Ward, or Ward to ICUs)

in the treating team or shiftin
(Example: at the time of admission shi

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

.BirthRight"

SHIFtING FIOM: vovvrreresseesesessssssssses drmdBommsnssssessscsssce Shifted to: Ol
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. gc Qoc
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7 oc ooc
8 Cc {oc
9 Oc Ooe
10 oc l:mcJ

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .

Date & Time : . \Fl'f’ -909-&0

Nurse Name & Signature: ..

Date & Time : ......
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MEDICATION RECONCILIATION FORM

T —EEEEEEE Not known any Drug Allergies

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

Shifting From: ADR Shifted to: ....

S (mmg?ﬁznc%m LEmERS) (m!;?:::g) (PO, ?l%l,ns'f:, jv) | FREQUENCY hﬁﬂ,“#:i | ‘l}"s':'jgﬂgg
! | Oc Ooc
2 Oc Ooc
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‘| Oc Ooc
5 Oc ©oc
6 oc Ooc
7 oc ooc
8 Oc Ooc

9 | Oc Ooc

10 | ¢ One

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

Doctor Name & Signature : .........ccceeee

Nurse Name & Signatu &o;ﬂfmmu (@7@ ;
Date & Time: .. ri‘—%\%% BN Al ———
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TP L ——————— 3 Not known any Drug Allergies

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

Shifting From: LD“/ Shifted to: Tﬁ{?\uw

: | on
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC. V) FREQUENCY | pate /Time | e
2 JNT, (LEXANE bomyy Sc e ZIc One
3 INT JTRaP I C 19 Iv THS ¢ 00e
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A * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY g
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Nurse Name & Signature: ,/g \ e

Date & Time : \{\q\'}#n{%\h
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DRUG CHART

[Additional Instructions:

l "
Date of Admission: \"\H‘Lﬁ?ﬁg DIUG AVBTGIES: ..ocrecocbeiverssnscrveicecccnssyeres WROLkNIOW 2Ny Drug Aflergies
FOR THE SAFETY OF THE PATIENT

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

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing aline I through it and a similar line through subsequent recording panels.
- mdatemmﬁiswppmﬂmmmnuwimthedoctorsnamemdsignnmslbemmﬁonsd.

- Onlyomchanshouldbahusaalanyonetine.ﬂhmﬂwcharﬂsiull,anewamplemuﬁcanbekaﬁwlﬂinws
drug sheet folder.

 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.

GENERAL
DOCTOR

NURSES

SOS / PRN (As Required Medication)

DRUG : %;T";’
Dose | Route | Frequency |Start Date]

Doctor's Signature. | Vaiid Period| Pharm.

Additional Instructions:

DRUG : %%;j

Dose | Route |Frequency |Start Datel

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG : pater.

Dose Route | Frequency [Start Datef

Doctor's Signature | Valid Period| Pharm.
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REGULAR PRESCRIPTIONS
Dat N

DRUG: Sy matnex  Fore ool 11 o R
Dose | Route Frequency |Start Date 'm NPy
beg | v |1 sl RN
Namel& Signature of the Doctor -
Starting the Drugs:
Additional Instructions: 1 {&C ~ 1

(I etumge ) s bonss SNIEELZ]
Daily Doctor's Endorsement by a Sign

. T : Date

DRUG: 1 PALA CL1pmol i c;\’*/.,\\o\?\ ,‘-;(\?(
Dose | Route |Frequency (Start Date] ~ WS, oo
14 Y0 [-1=~9[ sy [ G
Nare & Signature of the Doctor . 8
Starting the Drugs: =y \ \ ,‘5

_ | Ao
Additional Instructions: % LY {J’_‘\

Daily Doctor’s Endorsement by a Sign

DRUG: C-pPaN10ren=zo0E - ©

Dose Route | Frequency |Start Date|

W'kl o [\ | ety -

¥

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: v
onal Instructions \w‘o

‘QW\

Daily Doctor's Endorsement by a Sign

DRUG : Ty¢ iy QUF?OEI’?OW

Date

2
B

] g
Dose | Route |Frequency |Start Dat ﬁéﬁ ¢S
oo™k | ¥ [ 1o [\ 4 N Z

Name & Signature of the Doctor

Starting the Drugs: x/

Additional Instructions: 1%@

i\

Daily Doctor’s Endorsement by a Sign
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S ([T w1132 v IPE
Dose Dose Dose Dose J |
DRUG: Dr Sign. Dr. Sign. Dr. Sign. De. Sign. j-_
Route Start Date - i . e
Dr. Sign. Dr. Sign. De Sign. Dr. Sign.
Name & Signature of the Doctor o S - o
: D Sign. Dr. Sign. De Sign. Dr. Sign.
Additional Instrugtions: e = e g
ot A , De Sign. D Sign. e Sign. Dc Sgn.
_ VARIABLE DOSE %“—'—m‘? S (e T | 7| v
DRUG : D Sign. or Sion oS D Sign.
Raute Start Date e & Do iy
i L d i T pcson. IIW Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . B e -
_ o Sn O S e Son. oc Sen.
Addiliqnal‘in_strucﬁons: o o e '
ol a Dx Sign. Dc Sign. De Sign. Dc Sign..
STAT / ONCE ONLY DRUGS
Date Time Medication me Route Signature Nurses
N - i 4 ¥<
s]3 | OV |We-SUPACEF 0l el Ty . [0
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Signature

L.V. FLUIDS CHART i
_ Weight. ]
Date Time Composition of ' B i
(It infusion, 2 g d
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SHORNG: REGULAR PHESBRIPTIDNS weiont | (2 5t .. DB

DRUG : ‘}1‘1 AP il

5

Dose | Route |Frequency |Start Dt.
G |oav jral kb

P
%

g
s

Name & Signature of the Doctor
Starting the Drugs:
) el

xOY

Additional Instructions: |,
\4
2 doges

Daily Doctor’s Endorsement by a Sign

DRUG: Jnj CLEXANE

%

Lom%d ¢ o—0o 1| KI¥

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor

Starting the Drugs: A/

@

Additional Instructions: \m._.{{g?”

Daily Doctor's _Endommunt by a Sign
DRUG: T+ (LY LOMET SR

Dose Route | Frequency | Start Dt.

womd Po R A

Starting the Drugs:

Name & Signature of %e Doctor

CUEAN

Additional Instructions:

do wirs_odte Fod

Daily Doctor's Endorsement by a Sign
DRUG: ( ®° LBLNWRE-

Dose Route | Frequency | Start Dt.

v (e)e [vamy [1bYRk

Name & Signature of the Doctor
Starting the Drugs:

ELT Y )

Additional Instructions:

Dally Doctor's Endorsement by a Sign
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It takes 5 108 1o trest the Mate. Your Right ta a Sale Dalivery

Sheat No: .......... REGULAR PRESCRIPTIONS Weight ........... Ward.........__

DRUG : e '
Dose | Route Frequencyl Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose | Route Frequency | Start Dt.

1ime

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
DRUG :

Date

Dose Route Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route Frequency | Start Dt,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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MEDICATION CHART AUDIT CHECKLIST - IP

DRUG 2

DRUG 3

DRUG 4

DRUG 5 DRUG b6 DRUG 7

[FREQUENCY

5
x
4

DOCTORS

\‘\ﬁﬁwu L M‘ QMO‘W

(_.
Qon- O

LuAab o
St ¢

|7 [ ICORRECT DRUG SELECTION

o\

Lo

rics

1. RO/WRONG DOSE

e |

i

11, NG/ VRONG UNIT OF MESUREMENT

4. NOJ WRONG FREQUENCY

5. NO/WRONG ROUTE

5. O WRONG CONCENTRATION

|7. NO/WRONG RATE OF ADMINISTRATION

|4, ILLEGICLE PRESCRIPTION

=

. NOMN APPROVED/ERROR PRONE ABBREVIATION USED

10, NOM- USAGE OF CAPITAL LETTERS FOR DRUG NAMES

11. NON-USAGE OF GENERIC NAMES

)

12. DRUG-DRUG INTERACTION

13. DRUG- FOOD INTERACTION

5. WRONG DRUG TRANSCRIBED/INDENTED

14, WRONG FORMULATION TRANSCRIBED
i 6. WRONG STRENGTH TRANSCRIBED/INDENTED

22, DELAY IN DISPENSE(<30 MINTS)

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

NURSES

24, VIRONG PATIENT

25. ITAPROPER DOSE

26. DOSE OMISSION
7. VJRONG DRUG

[PHARMACIST
'8, VIRONG FORMULATION

1119, V/RONG STRENGTH DISPENSED
31.WRONMNG TIME

20. EXPIRED/NEAR EXPIRY DRUG DISPENSED
22, NO DOCUMENTATION

17. WRONG DRUG

18, WRONG FORMULATION
l_a. VIRONG ROUTE
“\0. VJRONG DURATION

21. MO/ WRONG LABELLING
13, DOCUMENTATION WITHOUT ADMINISTARTION

DISCREPANCY

1. NON-COMPLAINCE YES/NO (If yes mention : Doctor/Pharmacist/Nurses),
CAPA DONE (YES/NO), 4. (ERROR PRONE ABBREVATION USED IN THE MEDICATION CHART (TICK IF USED).
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0 RN Gildesns | G BlrthRigh

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: D prubteomes Date of Delivery: ;{;Lo 3 [ %o2s
0
ASSIStant SUTGEON: £y, Poie, Sk cduinns ] B Pt / Time of Delivery: R liey Aon
: . 1 T D O 5
Anaesthetist's Name: 1y, . V) gtz ender of Baby: GreL
Type of Anaesthesia: 0 mm 1 Prasa il Weight of Baby: 44233 k4
Neonatologist: ¢ . Poejites AGPAR Score: 2l 9o
Scrub Nurse: An G o NICU Admission: OYes P
Pre-Operative Diagnosis: i
, 7
[)Zﬁecﬁve O Emergency Indication: Jpevous  Lecs. .

Urgency #

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening

01 No maternal or fetal compromise but needs early delivery

0 Delivery timed to suit woman and staff
DECISION HMEB: wovvrvvseesrersseemmssensssnessssssmmssssssssssssessssessssesssssesesseases KIEE 10 TECRUST ovvnvirininens
CTG DBSCHDHON: .vrvverrrrsrens REETTRYE L
O T N o R R R L A ———————— R
Surgical Procedure:

ELeetive REPE A Lowe = deecmenT Eaesprceny deenoens
Post Operative Diagnosis:

Pe [, [PO47 S¢S
Peri-Operative Complications:
Amount of Blood Loss: U : Blood Transfused (in ML):
Name and Number of Surgical Specimen sent for examination:
Docu. No. : RCH /FRM / CLINICAL / 155 (PT0)




@), omwl*oq ad&wgqm No1ed  bepneun aundecioy abdomipal Wall S ryeofusg oy %

%!» (otinod ol .

Peshrmen,,

@@%e‘p DIOE= Qs_e.emﬂ.w and

Doctor Name: ... MG TTheng
Date & Time: ’rq‘“j}("w'“v

Examination Fi swhanApproprlatn @ I?AMHM Rdhtuwnk fp Lown UF Gg J- Monun ).
Presentationt &1 Cephalic (3 Breech [ Other .. Cervical Dilatation: ........ T cm
5th Palpable: .. W ity =.  Fetal Position: .......... B A R oo maomssens :
Station: \.EI/ -2 O+ DO EI+1 D+2 Moulding: 21None DO+ O++ O+++ §
Caput O+ O++ O+++ . Meconiumi £INone [1+ O++ O +++ |
Bladder Catheterized: 1 Yes I No Urine: _CClear [ Blood Stained
@ le,uw Qi Abff&)ﬁ\fb&u (niAnesed  (€) focteioy S’.W‘-.ﬁ.\u g wdvas - Qm;;'&%( |
Skin Incision: & Prannenstll O Transverse O Midiine l:IOthar
Uterine Incision: 27 Lower Segment 01 Classical Clinverted T [1J Incision |
Previous Scar: [ Intact Thinnedout OJ Ruptured CJ No Scar
Incision Through Plac O Yes o
Delivery of head Manual O Forceps
Liquor: L)Z/cleé'r O Meconium: OI ON OW OBlood O Offensive Nt Offensive |
Delivery of Placenta: O Manual o ETCCT ... /Erc/omplete Olncomplete [ Piecemeal '
Cord Appearance: ................... C@ ... Cord around-the neck %D:%? é"ﬁf.,ﬁjf'jj nict
Appearance of placenta: .. @ . ... Cavity explored /I{Yes O No U
ws tubes and ovgriesxf Normal DNot Normal Sterilization: O3 Yes vEqu '
: A A 5 S et s o

= ~ 7 : U be lgtnpt .
Uterine Closure: One Layer O Two Layers "”V'“‘J(f . Suture
Peritoneal Closure; O Pelvic 0 Abdominal /. EBNone . Suture
Sheath Closure: r"‘f’*“"ﬁ‘{ .. Suture
Fat Closure: [ Yes B’ﬁo .............................................................. Suture |
Skin Closure: (}ﬁbcuﬂcular CJ Mattress Y- m"”o“"g'( Suture
Vagineal Evacuated L;Wés I No ;l
Drain; O Yes D/IG O Remove in ........oouvevuvernecn. days O Await instructions
Ctheter s ONo CRemovein..0.[m.5770 days 01 Await instructic.is
Swap & Instruments count correct 2 Yes O No  CI Post-op Antiblotics s ONo
Intra-Operative Antibiotics Cover; s O No O Thromboprophylaxis '}I«Yes O No &
Post-Operative Notes: ........ ’VI’O X.2houss

: '“Mw,r FD'“’“ Lsg = (‘*“’i) e ] | |

g JERPIC 19 TN (o Cf’d'%“) |
= 7 "’"”Mf 1M A (T 11 SO Sl el |
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Morse Fall Risk Ass‘essment Form B Ve s DO
4
A [ £
. Date / Time ) D —(’r})ﬁ )‘Ffb«@ . .
Choose Highest Applicable Score from each Category ! m :Fm ‘G — 5 / Fall Risk Grading
Score O ca@ 206
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O S o) Risk Level Mursn(e r::g)s::nre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 (@) © O
, Furniture 30 Low Risk 0- 24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O - 0
Yi 20 L0
IV / Heparin Lock or Saline o c RO Implement
No 0 () Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Preventlo_n
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 (D) O o) Implement High
Forgets limitations 15 o Risk Fall
Mental Status g — ngh Risk 2 51 Prevention
Oriented to own ability 0 O © Vo, imtaevention
Total Morse Fall Scale Score: Y o) \ o2 Q0
oL’ i
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
Low Risk (0 — 24) (Standard Falls Precautions) O 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 to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form rommener | MR
Date / Time : .
Choose Highest Applicable Score from each Category ; \ Fall Risk Grading
Score 25
| e ) - ]
History of Falling Yes 25 | .
(immediately or w/in 3 months) No 0 ) /D o Risk Level Murse(;:lé]Score Action
: Secondary Diagnosis Yes 15 \ l&— )
! (more than one diagnosis) NoO 0 \ ’_/4[—//-
i 3 Standard Fall
- | e | S Low Risk 0- 24 i
Ambulatory Aid Crutches, Cane(S), Walker 15 ¢ 1
None /Bed Rest /Nurse Assist 0 D O (%)
20
IV / Heparin Lock or Saline . ——1——‘"’—”/0 |70 |%O 1;1npéemftth -
5o B N I || Moderate Risk 25 - 50 Pr{;vgﬁig i ’
impaired 20 RN (S Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Q O Implement High
Forgets limitations 15 ’ High Risk fisk Fall
| Mental Status e r e Prevention
riented to own ability 0 Intervention
Total Morse Fall Scale Score:
Signature
Tick (v) whichever precaution taken. - Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave 1o ensuré safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients O Initiate constant observation by healthcare provider as appropriate to patient's needs
Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form R v e o i 3 S Ty
jo' I~
[ Date/ Time | b 4 =+
Choose Highest Applicable Score from each Category Sche hﬁ ] /?) Fall Risk Grading
History of Falling Yes 25 j
_(lmmedlately or w/in 3 months) No 0 o e Risk Level Morst: r::g)s::ore Acties
Secondary Diagnosis Yes 15 2 ys)
(more than one diagnosis) No 0 4
i 30
_ ‘ Furniture Low Risk 0-24 giagglz:{iil) Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 o "
None /Bed Rest /Nurse Assist 0 & O
20 : 2D
IV / Heparin Lock or Saline 183 b Implement
e ) Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /0n Bed Rest /immobile 0 & & Implement High
Forgets limitations 15 ; . Risk Fall
Mental Status 0 _g ed 1 bili P High Risk =51 Prevention
nented to own ability 0 O Intervention
Total Morse Fall Scale Score:
oZ
Signature ﬁ,@é f*)fi‘j
!
Tick (v') whichever precaution taken. : Maderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital L0 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.
L] 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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Children’s BirthRight MRD N o.w \\\\“ \“\\\\\ B
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It takes a ot to reat the lte. Tour Teghl o 8:5ule Dutivery Age ...... VTS Crserssissiiuiss Sex: OMOF
[ PHLEBITIS ASSESSMENT j Gonsultant .................... -..--.-muu-----uumummuum-:’
CANNULA 1 CANNULA 2

Date: |\ 5| O gﬂﬂ, by Date : Time:
Location : ool MOV - Location :
Size: 3o . Size :
Cannula inserted by : Q. SoummiAa Cannula inserted by :
Date | Time |Phlebitis [Infiltration|, "™ | sign Date | Time |Phiebitis [Infiltration| """ [ sign
g Intervention - Intervention
‘(\*\* v\ |OYes [Iio | OYes CiNo / OYes ONo | OYes CINo
[ § P [OvesEio |Cves oo OYes CNo| OYes ONo
L () [OYes 6] Oves BIRG| OYes ONo| OYes ONo
\2D¥) |Oves 2o | Oves 20| OYes CONo| OYes ONo|
' OYes Qe Oves£iNo OYes ONo| OYes ONo
s OYes BNo | Oves BNo > OYes ONo| Oies ONo
L hy;") | oves BNo OYes4No OYes ONo | OYes ONo
R p | OYesPINo | Oves BN OYes ONo | OYes ONo
]ﬁﬁf‘am DN CYes ONG OYes ONo | IYes ONo
RN DN Oves DG | Oves oive | OYes ONo| OYes ONo
[ LN loves onettives ono| OYes ONo| OYes ONo
ﬂ) OYes Eljio DOYes o OYes ONo | OYes ONo
00\ [OYes w6 Oves o] OYes ONo| OYes ONo
‘| Jﬁﬂ OYes ONp{TYes [INof OYes ONo | OYes ONo
1910 |Oves D] Tves B0 OYes ONo| CiYes ONo
4 ooy [Dves 6] Oves o OYes ONo| OYes ONo
L‘}; M |OvestiNo | Oves Bi] OYes ONo| OYes CNo
4. D y|Oves @NefTIves e OYes ONo| OYes ONo
\ Y2 B\ |Oves @o | Oves 2No OYes ONo| OYes ONo
[ t1 & [Dves G | ves oo OYes ONo| OYes ONo
A% |Oes CietTives Do OYes ONo| CYes ONo|
g cpEs
) l_Fr OYes (2o ﬁYﬂsm OYes ONo | CYes ONo
" |oves ONo | Oves 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
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

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

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

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis (infitration| ;"1 | Sign | | Date | Time ~|Phiebitis infitration|, "5 | sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| CYes ONo
OYes CONe | OYes ONo OYes ONa| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | COYes ONo OYes ONo! OYes ONo
OYes ONo | OYes ONo [IYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
DYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes CINo | OYes ONo,
OYes ONo | OYes CINo 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 CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo . |+ |Oves ONo| Oves ONo
(Yes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo s
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
DOYes ONo | OYes ONo ClYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CINo 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.
é V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) A
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near I.V. | # Pain near LV, Site | % Pain along path of | % Pain along path of | # Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula % Erythema | cannula # Erythema
near LV site # Induration #* Induration % Induration * Induration
* Paipable venous cord| % g;[g:g‘ Verjone Cod
| OBSERVE CANNULA | OBSERVE CANNULA by i g@”ﬁ&:‘g&m %ﬁ%&%m %EEEE’EW )
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M

pain Score ch .
e L
, ¢ o [ Continuous O Acute
N = 0 intermitient | O Chronic i
X 0 continuous | & Acute O Sharp 30l [ Increasing = L
\"P\\ O\Jy u] intermittent 0 Chronic D Aching [ Burning [ Decreasing L £
~N G 0 continous | O Rcute Osap D0W [ Increasing fes “’
0o A 01 ntermittent | 0 Chvoric CyAcing 01 Bumind | O Decreasing :
gy iq O contivess One | O@P 0 oul : e OINOIOCE G 6@

§ [ % ol Sf 8} t | O Chronic [ Aching [ Burming &0 ,

‘ -
> = [ Continuous

[ Sharp
%y\'.}\)&:f‘? \ /10 U | of intermitient | ©3 Ghwonic [ Aching

g

T

i

b A AN i | e | LA 0 Ading _
. Ao [ Continuous [ Acute O Shap Dull
\h1He gM’\o)1o - O intermitient | 0 Cvonic ) Aching 03 Burmind h
]-ﬂ-\,b d {3 Continuous [ Acute [ Sharp Dull
|b ™ (o - 0 intermitent | 0 Chvoric 03 Acting £ Burming
BHYORRI Y
\ \'ﬁ( (o 0 continvous | T Acute O Sharp 30Ul
b ahj O | O iotermittent | O Chvone O Acting [ Burnig
' ) Continuous O Acute O Sharp
on
L’—\ﬂlﬂ,b(ﬂv @3}/ [ Intermittent [ Chronic [ Aching i
;E::“iwwuamMm -
D m:w ,‘.smdn#mwmsmnw
mmzwbmﬂumﬂ b) Then every 4 hours.
¢)  Priof 1o pain p¥ pRenvenion. d) mm—mmnpﬁr&dmm P10
T0)

D ———— T T | .'CL“CNJ 152






-

e — - —
UC-00047,, ) ')
M 3 vz
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iy PAIN ASSESSMENT FORM Hospldl| @z
Pdin w.di€ | : - Modifying | Patient / Family
Date Time {'; 10) Location Duration Acuity Character Eactors Educated Intervention Sign
2 / 2 O Continuous | I Acute O Sharp  [J Dull O Increasing |\ I3 Yes AIC Fj[ (
[F(7 Py gﬁh 4 O Intermittent | O Chronic 00 Aching [J Burning | [J Decreasing [ O No ' i 509;;%/
O Continuous | O Acute O Sharp 7 Dull O Increasing | O Yes
O Intermittent | [J Chronic O Aching [J Burning | [J Decreasing | [ No
0 Continuous | [ Acute O Sharp  OJ Dull O Increasing | O Yes
O Intermittent | [J Chronic (1 Aching [ Burning | [ Decreasing | I No
[0 Continuous | [ Acute O Sharp 7 Dull O Increasing J Yes
O Intermittent | J Chronic O Aching [J Burning | [J Decreasing| [ No
O Continuous | O Acute 0O Sharp O Dull O Increasing | O Yes
O Intermittent | OJ Chronic [JAching [0 Burning | [J Decreasing | I No
O Continuous | [ Acute O Sharp  J Dull [ Increasing O Yes
O Intermittent | J Chronic O Aching [J Buming | OJ Decreasing| O No
O Continuous | [ Acute O Sharp [ Dull [ Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Buming | [J Decreasing | [ No
O Continuous | [ Acute 0O Sharp  J Dull O Increasing | O Yes
O Intermittent | 01 Chronic O Aching [J Burning | [J Decreasing| O No
O Continuous | [ Acute [ Sharp [ Dull O Increasing | [ Yes
O Intermittent | [ Chronic O Aching 7 Burning | [ Decreasing | [ No
O Continuous | [J Acute [ Sharp 7 Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Buming | [J Decreasing | I No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2 mm'mwpmmmmm.mmwm:
a)  Atleast avery 2 hours for the first 24 hours
c)  Prior to pain pain-refieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b

Then every 4 hours.
Within 30 - 60 minurtes after pain relief intervention.

(PT.O)
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Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Moath to 7 Years)

O ——

Mo Fain

@@@@@@

M‘BWEBI

Wong - Baker (Pedialrics) Abeve 7 Vears

w.mmeme Evnllm

) SCORMG
CATEGORY
: [ ] 1 2
) \
Occasional Grimace or Frown, Frequent fo constant frown,
Face No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal posidion, Squirming shifting back and -
Activity moves easly forth, tense Asched, right, or Jerking
! Woans or whimpers occasional ing steadily, screams :
} i Cry No Cry (Awake or asleep) mnmh:t mlmﬂaﬂs ot soss
9
m“&#m Reassured by occasional touching,
Consolability Conte:t, relaxed hugging. of being talked lo, Difficust to console or comfort
- Neenatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Ascosament Sedation Hermal Paia / Agilation
Criteria
-2 -1 L] 1 2
Crying No Cry with painful | Moans or cries Wmmm«ma High-pliched or silent
brritabliity stimuli minimally with painful| iritable Intervals consolable | confinuous cry
stimult Inconsolabie
Behavier Stade | Noarousal toany | Arowses minimally 10 § Appropriste for Restiess, squirming | Arching, kicking constantly awake
stimui stimull geslational age Awakens frequently | of
Mo spontanecus | Littie spontaneous Arouses minimally / no moveme
movement movement {not sedated)
Facial Mouth Is tax Minimal expression | Relaxed Agproprate | Any pain expression | Any pain expression
Expression | No expression with stimufi intermitient
Extremities | No grasp reflex Weskgrasprefiex | Refaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone of finger spiay splay
Body is not tense Body is tense
Vital Signs HR | No varability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BF, 8§30, | stimuli variabifity from normal for from basefine baseline, Sa0, less than or
Hypoventiation or | baseline with stimuli | gestational age a0, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick { slow recovery Out of sync or
recovery fighting ventilator
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1. Completely immaobile:
Does not make even slight changes
in body of extremity position

'

e TCHR K IE2C
e

3. Slightly fimited:
Makes frequent through slight
changes in body or extremity position
independently.

2. Very limited:

Makes occasional stight changes in

hody of extremity position ut unable
turn self indep andently.

Mobility

without assistance: to cormplete
2. Chairfost : 3, Walks occosionolly:
Ability to walk severely fimited of Wwalks occasionally during day. put for OR walks trequently: )
i Walks outside the room at |east twice 3

very short distances. with or without
assistance. Spends majority of gach
shift in bed of chair.

non-existent- Cannot bear oWn weight
and/or must be assisted into chair of
wheelchair”

2. Very imited:

responds to onty painful stimuli, cannot
communicate discomfort except by
maoaning or restiessness, OR, has
sensory jmpairment that fimits the
ability to feel pain of discomfort over

- Activity The degre?

af physical activity” day and inside room 2t least once Bvery

2 hours during walking hours- *

1. Bedfast :
Confined 10 bed

Unresponsive (does not moan, flinch
or grasp) 10 painful stimuli due 1@
diminished fevel of consciousness o

Sensory Perception
sedation, OR. limited ability 1o feel

pain over maost of the body surface.
JE— half of body.
Moisture Degree 1. Constantly molst: 2. Very moist: " ally molst: 4, Rarely moist: .
{0 which Skin is kept moist almost constantly Skin s often, but not always, moist: Skins occasionally moist, requiring Skin is us‘;aw dry, routing diaper
skin is exposed rspiration, urine. drainage, eic. Linen must be changed at least BVETY finen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours.
patient is moved of turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: . potential pro m: 4. No gnt pr
Requires moderate 10 maximum Moves freely of requir i Able to complete!

Spasticity, gontracture, itching, OF

agitation leads to almost constant assistance. During mave, skin

probably slides to some extent against

Friction, Occurs when |
Skin moves against

assistance in moving. complete lifting
\without sliding against sheels is

support surfaces thrashing and friction.

shear Occurs when impossible. Frequently slides down in sheets, chair, Tes! raints, or other

<kin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positio
surface slide across repositioning with maximum assistance. in chair or bed most of the time but
one another occasionally slides down.

2. Inadequate:

3. Adequoie:
Is on tubg {eedings of TPN, which

appar oblem:

y lift patient during
position change, MOVES in bed and in
chair independtﬂlw and has sufficient
muscle strength 1o life up campletely
during move. Maintains good position
in bed or chaif at all times.”

4. Excellent:

Isona normal diet providing adequate
calories for age- For example, gals
maost of every meal. Never refuses 2
meal. Usually eats a total of 4 or moreé
sgrvings of mean and dairy products.
Qccasionally eats petween meals.
Does not require supptamentation.

4. Excellent:

Normotensive, oxygen saturation

5 95%; normal hgb; capiliary refill

< 2 seconds.

Se\.eieRisk:Iessmang | High Risk: 10-12 | Moderate Risk:13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 % f—= — m
Evaluator's Nome ‘!" r /| :

oo No. - RCH /FRM/ CLINICAL / 119
W

1. Very Poor:
NPO/or maintained on clear liquids, Is on liquid diet o tube feedings/T PN,
or s for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals
albumin < 2.5 mg/d| OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over hall of most meals.
Nutritional Usual a complete meal- Rarely eats more OR rarely eats 2 complete meal and Eats a total of 4 servings of protein
food intake pattern than half of any food offered. generally eats only about half of any {meat, dairy products} gach day-
Protein intake includes only 2 red. Protein intake includes Qccasionally will refuse a meal,
servings or meat of dairy products i put will usually take a supplement it
per day. Takes fluids poorly. offered.
Does not take & liquid dietary
suppmnuﬂ.

N o

3, Adequate:

1. Extremety compromised: i

Tissue Perfusion & ensive (MAP < 50 mm Hg; Normotensive oxyaen saturation M3y
oxygenation <40ina newborn) or the patient e < 95%: hemoglobin may be be < 95%; hernoglobin may be

does not physioloqicalty tolerate < 10 mg/di; capiliary refill may be < 10mg/dL; capillary refill may be
position changes. 5 2 seconds; serum pHis < 7.40. 2 seconds; serum pHis normal.




Support Surfaces
(Please Note: Only required for children who are deemed at risk due
maobility, consider OCCUpation therapy referra) for advice

Regular Turning Schedule

o)
® Enable as mych activity as possible High density foam Maltress
®  Protect the hegls Gel pads for high-risk areag
® Use pressure redistribution Surfaces
o
()

Manage moisture, frigtion and shear
Advance to higher le
factors are present

Altemaﬂng Pressure mattresg overlay

Vel of risk if other major risk

Use the Same Protocol as for “At Risk” Patients

High density foam Mattress
Position Patient at 39 degree later) incline using foam Wedges

Gel pads for high-risk areas
Alternating Pressure mattress overlay

Follow the Same protocol a5 for “Moderate Risk”

High density foam Mmattress
Gel pads for high-risk areas

In addition to regular turning Schedule
Make smay) shifts in thejr position frequentiy

Alternating Pressure mattress overlay

Use same praotocol as for

Add a pressure redistribution Surface for Patients with

Severe pain or with additional risk factors.

“High Risk” Patients

High density foam Mmattress
Gel pads for high-risk areas

Aﬂemaﬁng Pressure mattresg overlay

M o




iﬂ

Nutritional Usual

or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a.complete meal. Rarely eats more

which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and

provide adequate salories and minerals

for age OR eats over half of most meals.

Eats a total of 4 servings of protein

calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

GUC-00047973 IP18-00036472 v } 'g
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. Time ‘ 'E L N~
1. Campletely immebile: 2. Very limited: 3. Slightty imited: 4, Mo imitations: _ !
Mobility Does not make even slight changes- Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position | position without assistance. V qo C—#
without assistance. to complétely tumn self independently. independently. . ]
4 ' 2. Chalrfast: ~ 3, Walks occasionally: ;ﬂ#hmh” /
i 2 to walk fimited or Walks occasionally during day, but for waiks frequently: :
*Activity The degree 1. Bedfast: mmwnmm very short distances, with or without Walks outside the room at least twice a ’_g %
of physical achly” |  Confined 10 bed and/or must be assisted into chair or | assistance. Spends majority of each | day and inside room at least once every ‘ _?
i wheslchair.” shift in bed or chair. 2 hours during walking hours.
: T
1. Complately limited: 2. Very Emited: 3. Siightly limited: 4, Ho impairment
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands. . (J
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 restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or ;
sedation, OR, limited ability to feel sensory impairment that imits the sensory impairment that limits ability discomfort.
pain over most of the body surface. mwumummmmr to feel pain, or discomfort in one or j
half of body. two extremities. /
Moisture " 1. Constantly moist: 2. Yery moist 3. Occasionally moist: 4. Rarely molst:
s hi;'?“’-“ Skinis kept moist almost constantly |  Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin s usually dry, routine diaper
Ki ) d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
2 t:: 3 a‘xguuse Dampness is detected every time 8 hours. every 24 hours.
KRN patient Is moved or urned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problen: 4. Ko apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength 1o life up completely ﬂf l"
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good po 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 limes.”
one another occasionally slides down.
1. Yery Poor: 2. Inadequate; 3. AMdequate: 4, Excellent
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which 15 on a normal diet providing adequate

Docu. Mo. : RCH/FRM/ CLINICAL / 119

food Intake pattern than 1_\a:1 of any food offered. generally eats oniy_abput mm of any {meat.l dairy pfpducﬁ] each day. senrhps of mean and dairy products. Z’
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
sarvings 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 fluids pooriy. products per day. Occasionally will offered.
Does not take a fliquid dietary take a dietary supplement.
supplement.
1. Extremely comgpromised: 2. Compromised: 3. Adequate: U it
= Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saluration may g 5
ﬂss{;;:yg:ﬁﬁs::‘n & <40 in a2 newborn) or the patient be < 95%; hemoglobin may be ' be < 95%; hemoglobin may be mm' oxygen saturation
does not physiologically tolerate <10 ma/dk; capillary refill may be < 10 mg/d; capillary refill may be > 95%; normal hob; capiltary refil
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. Lf
2 ?l 7
Severe Risk:lessthan 9 | HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 o - 3"2\ Z—';i 2('?'
Evaluaior's Name M




4 Suppori Suriaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
' to altered mobility, consider ocumﬁq»_ﬁ:emy referral for advice
Regular Turning Schedule )
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels _ Gel pads for high-risk areas
b Use pressure redistribution surfaces Alternati "
Manage moisture, friction and shear ating pressure m o
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk st 0d N i > Gel pads for high-risk areas
Position patient at 30 degree lateral incline ng foam wedges A presswe:m
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overiay




INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECO

JZZ
J ]
/ a ' Patient / Learner Literacy: [

RD

GUC-00047973
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27-08-1996

|P1800036472

O T —
Chidrens | S BIthight

It tices 2 5t I Treat the fime,

Read 1 Write. (ueﬁ( Willingness to Learn:  Yes @/Healm‘:are Literacy:  Ye&! Luaa/

Part- 1.
Patient's / Learner Language: . 0
Idenﬁ!ied Education Needs: 10. Fall Risk Education
(, Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
D:amosis l’]g ?D h ( 3. Pain Management 7. Infection Control Measures Safety _
informed Consant 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. T’“'"’ﬁ"‘“’cm /" Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
Ll Use codes from the list in part lil
int c ¢ Designation /
i . ' R Person Ta Learning | ygaching Tools e orreone | understandiag
L : X | L | amters | barrier/s ol
FetieAf ooeh HTdhsma SRV Newna | e &
% CTWW € seplaud Lo \ o 5 AN
1 , ongodt fAA o AL
LN
R o[V | prnded pgactte g pa | £ | g | e | undiiy Z
_hen
Gy p (for oo/
5 7 712 180
fittto) |47 | T e, pelem\ o prar | ol gt (o | Fs
ht[% (@ ?é /\/ﬂ. P On__ / e 1 §o% od
Part - lll: CODE
mmm g/Paﬂwl F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) ...ccvevumncricnnnn.
5 !.aaninoBm‘iefs 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
4 Pmrs:_cal Impairment 5. Educational Level 8. Respaonsibilities at Home 11. Beliefs and Values 14. Others (Specify ......
3. Emotional Barriers 6. Desire / Mativate to Learn 9. Cultu ; ifferences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D:  Demonstration V: Video =/ Oral P:  Printed
; smys to overcome harrier/s:
( 1. e 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
Obtaintranslator ~ _—, 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: (1. vepbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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B Dy - ma )¢ _ Dr. MATHANGI RAJAGOR _ T
ﬂeg:rgmﬂ | @%f?;l’r?:ﬁl’w mmmmm“mmw“m ........... T — Gender: ........ Rain;%w' ‘Binhnight‘

Anaesthetist : QSR e e ety Name : SL"U{& ﬁ*,;‘,',‘f{;’.‘"
Serub Nurse : AL Gyonc.. J..d'\.‘ﬂ.‘mt.‘jﬁch{ Date:..fif(ﬁ‘..{!:,... intime : .5 2090, out-tme - .. LLIYBD,

27-08-1008
ALAN

SURGICAL
SAFETY CHECKLIST

BY RAMBOW HOSPITALS

e e e . Vissr Fight 1 & Sufs Dativery

Before Induction of Anaesthesia > >

Before Skin Incision > »

SIGNIN  Time....20470

Patient Has Confirmed
Identity No
Site ONo
Procedure ONo
Consent ONo
Site Marked 3\:}’“0 ok
Anaesthesia Safety Check Completed s ONo
Pulse Oximeter on Patient & Functioning CNo
Does Patient have a:
Known Allergy? OYes EIM
Diificult Airway / Aspiration Risk?
Yes, & Equipment / Assistance E‘)é/
Available s ENo
Risk of > 500ml Blood Loss
(Tmi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned EU{ 0 CONA
Blood Units Reserved U&o ONA
Has Antibiotic Prophylaxis been given qy/
within the last 60 minutes? ONo ONA

Signature fg%? .....................
NAME v D e AN L L

Confirm all team members have
introduced themselves by Name and Role &3Yes fg}@
Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm
Correct Patient (Check ID Band) //;@.D No
Correct Site Yes ONo
Correct Procedure ﬂ’@g No
Anticipated Critical Evenis
Surgeon Reviews:
What are the Critical or Unexpected
Sleps. Operative Duration, /
Anticipated Blood Loss? Yes ONo OONA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? pr\‘g ONo ONA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?
Power Supply, Earthing, Power Backup
Yes ONo

and functioning of equiprgchjked. //
Signature @« S MWN

Name @“t\nmc#ng

OYes JZ?NA
a

OYes QMg ONA

Murse Verbally Confirms with the Team:
The Name of the Procedure Recorded o

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) }Xﬁ ONo ONA

The Specimen is Labelled (including

- ONo

patient name) OYes CONo CINA
Whether there are any Equipment

Problems to be addressed OYes ONG DINA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? }Yes ONo
Signature ..o @S2 003 oo
NaTE i

Doc. No. : RCH / FRM / CLINICAL / 111
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hildren’ BirthRight
0RO A Childrer's | \gupumonom:

It takes & lot to reat the Rtle. Your Right to 2 Sate Delivery

| 2

Drug AlJBTGIBs: ....covuvsmuseermasensssnness /Uf ........................................ 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)

MEDICAT ?N RECONCILIATION FO

R | I——— T OO . o ——
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, V) FREQUENCY | pate / Time ?‘;’:‘Jgﬂgg
1| InT. Ssro cin sy | A sla i ‘5;‘\1!”" Oc &c
o | TNTCRANE XA \g | v Hor  [1)e |oc oft
ACLD Q. AP
3 TI~T. FAES €T 4 A ales ‘31"'}‘“ oc oub
w\% Q. 4 (Am
4| Teg (PRGOPRYLT 0,20 L Lot | & w|OC EUBC/
> "a 9.4 (A
5 Oc¢ Obne
6 Oc¢ Oonc
7 Ooc ooc
8 Oc 0Ooc
9 Oc Ooc
10 Oc 0Ooc

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

Doctor Name & Signature : o DRew I N L Yo i 7T —

Date & Time l;j [T T T VoY W,
ate & Tim "1\ -

Nurse Name & Signature: ............ COG T b0 F 2 e

Date & Time : I ?’f%b@?jo%

Docu. No. : RCH /FRM / GENERAL / 090
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Rainbow’ . . e
%hildrer{'s @ Eﬂ‘t?wlgolsgﬂﬂ
05 1ta INB! Ll
PA-FIEN". TRANSFERlFORM Buhﬁ-ugﬂvﬂﬂﬂl- W'm\l"““m
== QUC-0004TaTS 1P18-00036472
!';i?.';’.“ - ".“ﬁ.f'in M18D  (F) Date & Time of Transfer Qrder

v

Treating Consultant Name

5)the @111 HH

Reason for Transfer

(:#;v Aot

Wmﬂ/&m&/\ -

personal belongings including

clinical documents. if any handed
over 10 aftendant

Yes () No [}

If yes, what ?

Nurnber of Sheets in Clinical File Number of \maging Films

Medications / Consumables / gurgicals | Hand over

patient & Clinical Records Received by

Date & Time of Patient Received :

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

[} Unavailable Bed [ Nurse not Available | Availabié Bea not eady

Dacu. No. : RCH /FRM/ CLINICAL / 102
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‘“t:_ g“@%" PATIENT TRANSFER
| Date & Time of Transfer: /¢ = /26 @ {{ 5 (S Eeal)

NURSING HANDOVER CHECKLIST

0T  TRANS

j
FERRED TO ;: ‘i C0

1_|Patient Identification [YES/NO) REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed /. ¢
| |b.Surgical procedure & correct site verified Yoy
2 | Airway & Breathin 0254
| |a.Oxygen delivery (mask/cannula/venti lator) secured : T -
b.Sp0: within safe range ) e,
CIFETT: position confirmed, ties secure, cuff inflated A)O-
3 I Circulation & Hemodynamic Stability
a.lV lines secured & infusion running correctly ] Wy, l
b.No active uncontrolled bleedin Lo
c.Last vitals recorded before transfer
N d.Central line hubs are closed A
e.Dressing Intact T ey ’
4_| Pain Assessment ]
|a.Pain score assessed & analgesia given Yy | .
lb.Reassessment done L ex
5 [ Wound, Dressings & Drains
i { »

a.Surgical dressing intact
b.All drains fixed, output noted

e e ]

¢.Catheter secure & urine output recorded
d.Splints/casts/traction devices stabilized

_6 | Medications Pre & Post-Op Orders

a.Medications due time noted Yy
b.Pre & Post-op instructions (NPO, position, mobilization communicated \f.tf
] ¢.Emergency meds given in OT (time & dose documentcd) U o

7 [ Equipment Safety & Transport Preparedness

4.0xygen cylinder ful] & ambu bag at bedside
b.Bed/side rails up and brakes applied
¢.Special positioning maintained as per surge

gh-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level
b.Epidural catheter secure, infusion checked

——

¢.Pressure areas protected (heels/elbows

9 |[BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 [REPORTS AND LABS HANDED OVER

11 |BIOPSY/HPE SENT

12 ]Documentaﬁon

a.Documentation completeness
Transl‘erring Nurse:
Receiving Nurse ;

Signature of Incharge:

RCH{GDY}FRM{CLINICAUSSB
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- /mfonMED CONSENT FOR SURGERY OR Rainbow’ | @ BirthRight |

SPEGIAL PP ™ puvsn” rospial_ | @ == |

. ?n‘f:’:us"mum AS! 70 ® o \ e

patient Name : z;n:;m" o R;‘A‘;;‘,’,:‘Cm ........ Gender; O Male O Female TS T—— |
e ST <y |
Ingtrugtion: ]

This consent form should be signed by Patient (1f an adult 1 8 years or older) orby aparent/ guardian, if the patientis 2 minar or
lacks the abllity to make an informed decision. The purpose of this formis to yerify that you have received this information and f
have given your consent tothe surgery of special procedure recommended toyou. \

| heraby authorize the performance of the following operation (s) of procedure (s) (useno abbreviation/ Avoid technical terms)
...:..................E.le.d{.m...mep b laes.... 28g.0 1 cerasean.. secko0- |
([ Tod.: Previouh.... T SR— T vk e .

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
perlorrneu. | recognized that the practice of medicine Is as much an artas a sclence and therefore acknowledge that no !
guarantees have been or can be made regarding the likelinood of success of outcomes. My questions regarding the condition, ‘
the proposed surgery and the outcome have been answeredtomy satisfaction priorto signing this form by the surgeon. !

| have been gxplained the risks of this surgery [procedure and also about the reasonable alternative and the reevant risks,
benefits and side effects related to suchalterna ives, including the possible results of not receiving care ortreatment. 1

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

f

..... Rlesdin ........‘.ﬂjc.c .“0.0.,,...b.\.nod...hm. UASON yunvnn i) D e
..... &MU%A«‘G. ......d:mc}-.um.....ﬁmwaﬂ.g.b!addm.,...m
. ix‘a.l-gx.\j....d.&s&ué...ln....mhg....;.......NJ.&U...M.MMAEO.O .......................

My signature on {his form indicates that

{. lhavereadand understood the information providedin this form :

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

3. |havehadachance to ask my surgeon questions.

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

5. lauthorizethe consenttothe performance of the operation of procedure. ‘

Name of the Doctor who is performing the Surgery / Procedure: ..o

-..u...-..-..-..-............-......
wes

Consentes : /&\y" patient Attendan{ .
Signature : v&b Signature : @»(’

Name et (S )0 SR Name : n*ASPiWHJ .......................................
Date & Time : L ASAERRE Relationship with Patient: ...k:!.usM .....................

Date & Time £ . ). NN
Witness

Doclor (who is taking the consent) :

SIgNATUre : «vweeeeeves’ %,3
Name : &nww!&
Date & Time : ”{Hlab

Signature : S\t
NAME : coveernresarseets
Date & Time : mhl’vb

Docu. No. : RCH /FRM/ CLINICAL / 027




r
3 L] \ . ‘ ) o ‘
¥ \ [V v O Tl . i ) 'Y e T8 L B i ; 3
Lk
. . =4 ANT T P - &
Juigt g L
' ) .
A . b Faorny ™ . ‘_,
r I . N -' l'
| . “ .l 1 y - ‘
' v I Ve Y EAAE R iy Y ,[‘.| okl | el *
’ .
. - L .
L . - - ¥ -
L A L) ll A - R L i vy an A
'! - s 1 )
\ LAV T | G | . A 3 e Mg e bR ) )




N\

_CONSENT FORM FOR ANAESTHESIA Balphow ‘BirthRight‘

Hos pita| BY RAINBOW HOSPITALS
Tt takes & lot to trest the iittle, Your Right to a Safe Delivery
GUC-00047973 1P18-00036472
Pripntbiame :  Mes KA::: = ”:;erh:a i I v AGE ! ocecreesennn... Gender : Male O Female O
zT ns—1

oo SR o s

Anaesthesiologi .. Operative procedure planned : .

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA ( CRire's  Sechinm,

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk invoived due to the following medical problems and |
o have sought necessary clarification on all my doubts.

© DOHeartdisease [ Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure [ Polytraumpa / Renal Tubular Aac1do§{
OJ Incapacitating Cronic Obstructive Pulmonary Disease I 0thers::........ {bﬂd—w ﬂcA.‘ g
« Doctorto document in medical record also if necessary (Cross-out if not applicable) &
Ay e e,

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. B/
| authorize and give consent for anaesthesia ( egional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia. '

4D | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.
| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.
That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
and immediately thereafter in need arises.
| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.
| have been explained all my queries inthe language understood by me.

Patient / Patient Attendant : Witness :
Signature : .. ¥l Signature : W( ..................................
k. @ STH \J R.: Name : f"nA,gHw”\/

Relationship with Patient: ... MJJ.E‘ Date & Time : \?\#\7—‘)
Date & Time : \g\g‘,‘\?—b

Doctor (who is taking the consent) :

Name : JD"L‘MQ%‘\! Date & Time : \Y\:ﬁ%

Docu. No. : RGH/ FR!
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Department of Anaesthesiology Rainb‘fw" ® - PR
PRE-ANAESTHETIC EvaLuATIoN Hospic i g%nmg@ft
GUC-00047973 IP18-00036472
Hame:. :&m:um“::ﬂ;zur;:n ® Age:....... Sex: ... ) UHfDNo
. Dr. MATHANGI RAJAGOP, : p
| :;enw |“||||"HN”II“"”[IH Imll m Clgfp}],lh pytr«?pﬁe& Operation: E:Uthwuf-_l
' BP/CAT: ].%f’.h? HA: %/"‘1 Weight: [ |45~ Aéﬁ%ysicfs:a_tus: | 01 82103 04 15

Peri-Operative Plan Explained to the Patient: OYes

Pre-Operative Instructions:
1. DVT Prophylaxis -

§ {

3. Informed Cons:
4. Post Operative Pain Mana
5. Other Instructions:

MW ..... Name: ’?"(Tﬁwnmtwﬁfiﬂ
B LT,

Docu. No. - RCH FRM CLINICAL / D44

Others @ Hay

ent: D8andard O High Risk

2 Hours
rs

gement: O Discysseq with Patient




e ——

e ——

| patient Sticker

H.R:
pre-0P Diagnosis: -
QUIQEOM. . Trteee e
TIME .
.0 JAIR 10, LPM
RALO /SO ISEVO
Drugs:
" FiD, 1530
10,
ECG
Tompetalre
Urine
8P 240
¥ Systolc 220
1 Diastolic
% Mean 200
« Hean Rate P
Tourmikuel on TR
Touriuet ot T#né %0
140
Thioat Pack I
Tneuat Pach Okt 120
100
80
80
40
20
10
0
LAB Values

quipment Checked and Temp
tional
BP ' |
Cutl Site: ®

'El'{}'mer

Pulse Oximetes
3 Capnograph
0O Verilaior
[0 Herve Sumulator

Posigef: ,g,u.tvrl'
Pressure Pol 5 Chechked

Eye Care:
0 Oint
O Tape
] ing
fwake

Change in patient Condition: O Yes

O =™ [ Fluid Warmer
O fiim [0 O Warmef
Huger's O Cotton Wool

Times:

srges st A3 ’sogm

OF STkl uiwasrooees

0P End: .

Leave DR \ M

Anaeslhesia

0O Ge

3 Mpafored anaesthesia Care
pgional

Line {Size & Location)
ocve .

S

Fasting Status:

ool - LQ(L pera’ﬂon WLQ..‘
v 4. Gahoggsthesiologst: £

on
N 3 tnhal
jmh QRst
a
O Mask a
0 hirway 0 ol [ Nasal
ETT# ™ G cm
0 Onal Nasat (3 Cuft
[ Tracheostomy
0 Drug:
O Awake Direct Vision

a Video Laryngoscopy 0 \gylene | Bouge
Cl Fiberopht

Blage# o BREAST e N
Ditficuity WIY T oeaissnesesserees AR

0O Eilat = Bs

1 Semi-Ciosed Circle
[ Closed Crcle

O Onher

Rambow .

|\ulmue|&

> b ke,

L

Children’s
Hospltal .s;;_w_gw_i.“ﬂ”é

Tour RighitarSute Beinery

7 Chart Reviewed

Last Feed: P
Date :\ L7\ F: o D O
ici
Antibiotc
Suppostory
fucod Loss
NOTES

Cathieter al skin .. ;

Drug Na &Gom ,;,.5,4@2 Oe r;[
Bows. i ( .
infusion 1 W . . D
Block Level =T
COMMENLS: .oovevies
Tran tion 10

ey gy (] Other

Rataxant Reversed Cves

aw oOm/
Name of the Doctor : pﬂ,‘,“w‘dh

Signature of e DOCION gl

girthRight -

L
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Rainbow® . .

| Patient Sticker Children’s | @ BirthRight
= Hospital BY RAINBOW HOSPITALS
1t takes 2 ot £ trest he hete. Your Right toa Safe Delivery

|

|

!' ) POST-ANAESTHESIA CARE UNIT RECORD

s?,t}..‘?..s .................. Time Received: ... Ls U B Time Dischargeq: ... )/ By

| Receivedin PACU by : ..........
? gﬁ ﬁ IV Cannula Site - ...
i w gzag 230 |30, Mask [J Nasal Prongs
= :fg O Tracheostomy 0 T-Piece
’ & 0 200 | O Oral Airway O Masal Airway
| g—: :2 190
i 180
| 8 1o |Vomng:  CIYes Olho Drug:
| Q 160 160
| m 150 150 | NG Tube: OYes ONo
‘f v vy | Drin OYes CONo
| A 120 120 | Urinary Catheter: [ Yes [ No
I % 100 :.;g ChestTube:  [JYes [INo
| o 2w o | woal Otes Cto
| | - S T G
’ @ :g :g Oral Feeds ...
[ o=
30
| ;3 :
| 10 10
1 o 0
| SP0,
| POST ANAESTHESIA SCORE MINUTES
| (Modified Score) IN 30 160 % out SCORING INTERPRETATION
t Able 4 exemites voluntary of on command =
| mgmgmmhunmy::mm =1 acuar J9 19 A Minimum Total Score of 8 is Required for
1' T xm"“""‘“m = tw‘“"'m“? O on command : : Discharge
1 Dyspnea of limited breathing =1 RESPRATION 2. 2 |2 )
1 3‘3‘@“;,. —_ =0 Exceptions to this, are to be explained in the
BP0 e A i T 2 space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve = 'z 2’
Folly swake =2 _
‘ ousathe n coting =) conscousiess 2| 2| &
Pink =2
Pale,  jaundiced, -
Gusky Bloichy, pundiced, other -a COLDR 2 2 L.
TOW, q qala
* : PAIN ASSESSMENT AND MANAGEMENT FORM
;I Time Pain Score Intervention ' Signature
| b )
1 = camn ity Ty _g,g,,,;, & oot/ 4 Q2 H¢
| Bl .&o«ti:u_-u_..ad‘
3,\] M \ ? Iv 2R ﬂ.«l? CGG
i "Vd" AV (3T )
¥ ot
Pain Tool Used: CINPASS O3 F{»cn/ OwongBaker  ONPS  TED (’m
J) s 1 eight al patients.
Anaesthesiologist Name - 'MHNI'\“-S ...... 2 For post surgical patient, patient with chronic pan. patient with severe pain
2 Every 2 hours for first 24 hours

Anaesthesiologist Signature: .. J ) B After 24 hours every 4 hours
C
il

Prior to pain refiving intervenbion

Date & Time: Nith in 30-60 minutes atter pain reliel infervention

PACUNurse Name: ...\ ” - Transferred to Unit by (PACU): _ MJW
PACU Nurse Signature: ... R o S Date & Time:______ & 54 7 r V@ “ U DA
*Date & Tme: ... \§ '\ﬂ%@“w




| ' Pétient Sticker l

Department of Anaesthesiology

EPIDURAL ANALGESIA F.cLORD

N\

Rainbgw'
Children’s

Hospital

It takes & kot to treat the Ede.

BY RAINBOW HOSPITALS
‘Your Right to a Safe Delivery

‘BirthRight' '

DAL ccve Mersersasrarsnansssanidsigians

CSE /Spinal
DML < ciinimaaigrsiss

Parasthesia : Yes/No

T (LR e O VR —————EEUR LU

Any other issues :

Catheter at SKin: ......c.cccovvvennes

TR0 7 || R T ———

idural 515111 I — SPACE ©...coveceneraenens

L 7 ——— Procedure dONE DY .....cceeveeeeierremimmeniesssssssssassassassissnssssassassaasses

o Technique (LOR/LOS) .....oveenecvees
SSUOTRUUTTITNY 1 1:111]1] AU O S eEE

Infusion Rate

Maternal

- Level
Time | (mi/m) 3"‘"9(}\ Left Right

BP

B

Pulse

FHR

Comments

N\

\

A\

N\

Al

Delivery Details” ~ TiMe : oo i

Catheter Removed by and Tip Inspected :

DBt SASTACHON .o e (RSSO

Discharge /Shifting ordered by
DOCLOT SIGNAMIE: ......oveeoeees e ensssemsssesssssss s
Dncto_r T | e e e S SIS}

DAt AN THMIE § cereerceeeeeeeirtiiesbeiemssssem s smssanrs s s st

SCS (if LSCS Details)

e ——

———————————

R




GUC-QW‘ 7973

. | mum“ PTMagau?z ,%
m""" ;;Tm. Rainbow*® ® r; L
W Wm‘“im " Childrens BirthRight
[ ospital_ | Wz

BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1. Breastfeeding ipitfated?
rea :emg)m{e -

20 N, RBBSON v sttt

3. Nipple copéition
L. a. Nipple well formed
b. Flat nipple
c. Inverted nipple
d. Short nipple

4. Milk flow:

;:‘/ax&@a
& b. Drops of colostrums

c. Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Dacu. No. : RCH /FRM / CLINICAL / 080 PTO




6. WW'{tion explained:
a. Yes

b. No

7. For Caesarian mothers:
~WMother is required sit and feed from the 4th feed

b. Please explain football hold

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

A L P E’ﬂh} ......... ROTTATRIAD. i
Date: Id#g;g

Continuity of Care:

(N(R)

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

.ZD@P*&?Y\Q{)
g =D | b/ Pb i [ F{2t
B —) (.~ 2 L -2
T —2. A - 2 A £
£ =2 7T 2- T~
e c™ 1 -
— /
J/I /J' — .--!-s ‘—f B -‘Z;
k4 —
K.W\P@" k/ ) wl\‘

Signature

Date & Time: (

.........................................................................
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Rainb‘ow‘ . . e
Chidrers | @ BIOTON:
PATIENT TRANSFER:FORM Hospital | gt 4 e Sy
GUC-00047873 1P18-00036472
_ Mrs KASTHURI ASHWIN
av mm 20Y10M180  (F) Date & Time of Admission Date & Time of Transfer Order
THANGI RAJAGOPALAN
T ly| 4\ 2026 & s [4126 @
2 s 2 4
Treating Consultant Name Transfer Ordered by Reason for Transfer
’ . wi o awaéwﬁki‘
From Unit To Unit information to Aftendant
(pe- £ PlooX il
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant -
X €7 Yes Nl
W g LLQQJ' If yes, what ?
Medications / Consumables / Surgicals / Hand over
- suo. ltem Name Quantity
ki vy« wiodquer
. T. pard
> 1 ¢ pow

4 mu w  Suppogitess

5.

Shifting Summary / Notes Written by Doctor :

Ys&x~  No(d

‘‘‘‘‘‘‘‘‘

B B I

Name & Signature of Person who is Transferring

%

Name of Person Ordered Transfer

Patient & Clinical Records Received by

1.4

Date & Time of Patient Received

{ gowss
7%

g\ X ‘S(f’f

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

("] Unavailable Bed

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

("] Nurse not Available

please tick the reasnn mentioned below :

[ Available Bed not ready







N

Rainbow"® . e
Children's ‘Blrtthght

BY RAINBOW HOSPITALS

PATIENT TRANSFER FORM Hospital | A Sl
_ GUC-0004
Mrs mr:ﬂ; Asnmm”mw’ Date & Time of Admission Date & Time of Transfer Order
27-08-199¢ :nnuman (F)

Or. MATHANGI RAJAGOPA

Ly By dospe | @ g3

ITBAUNY WUt iaumr «oe-- Transfer Ordered by Reason for Transfer
S 1
Jon . e rhery los Qc,p»- CLse
From Unit To Unit Information to Attendant
N

b MLV e = B

Number of Shee% in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant -

0 Euh i (:b = Yes [ No[]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

| SI.No. ltem Namne Quantity
% ‘jw  Yoaitos  bsAe 71
" v b
2 Dadon a & m
L] J —r >
> PL soe 7R
=
4.
5,
Shifting Summary / Notes Written by Doctor:  Yes ] No[] e
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

b Qoury e .

Patient & Clinical Records Received by : X :ks
\o\\ ‘,31“5’ o

QY‘

Date & Time of Patient Received : /

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

[ Unavailable Bed 7] Nurse not Available [] Available Bed not ready

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







2z

Chitdran's | @ BirthRight
PATIENT TRANSFER FORM !-lug.s“egﬁjm .Bramuaowaosmm.s

Your Right to a Sale Delivery
72
GUC-00047973 |P18-000364

Mirs KASTHUR) ASHWIN

i W BT ] 1R ST S|

ueauny uonsultant Name Transiar Ordered by ' Reason for Transfer

9@ ; M”\WV% bR, W%Lﬁ'f}m; TJUHae Nengy

From Unit Tw Information to Attendant
bp o= o \@2/ No []

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
T over to attendant
4: OH ‘)ﬂ Yes[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SL.No. item Name Quantity

! Lndty pa A )

!

2. el ]

3 vy ¢ © ‘pa_j |

4. le & i el |

- 1O e | |
Shh‘tmg Summary / Notes Written by Doctor:  Yes[] No []

_ %Tﬁian@re of Person who is Transferring _ _ Name of Person Ordered Transfer

\ LN
At g@%m 25’@ < Urnudtao,
Patient & Clinical Records Received by : A
, ! Y@ 1opm

Date & Time of Patient Received : '

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

] Unavailable Bed (L] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rain bow " o g g
Children's | @ BirthRight
PATIENIT TDAMCEED :OHM Hospital .fw_g@ig:s:_llrg
GUC-00047973 IP18-00036472 e TN A Bl Dty
T Mrs KASTHUR ASHWIN
:: '..'IJT'.‘I,';N@ aaj:;;c' ol Date & Time of Admission Date & Time of Transfer Order
T I 325@ 895G | 164/ @ 9 g5 0
Treating Consultant Name a Transfer Ordered by . Reason for Transfer
- = ™
9F.Nﬁﬂﬂ—rﬁ] K‘“P.Q_,Ulﬁ:uﬁ—o“ EIQC* Lscg
From Unit To Unit Information to Attendant
) Q oY Yes |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents, If any handed
over to attendant
C%QKE,&Q- CY (A Yes[] NoJ-7
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
- 5.

Shiftin_g Summary / Notes Written by Doctor ;

Yes wo O

Name & Signature of Person who i

Is Transferring

@ib FMM&AW

Dy mulra

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Q\S a4

B

Date & Time of Patient Received :

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

[ Nurse not Available

[T] Available Bed not ready







Rainbow”

. d:an"
W ool SEUSIET pATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 1 ICP TRANSFERRED TO : 7\

1 |Patient Identification YES/NO REMARKS

Patient Identification Patient name, age, UHID/hospital number confirmed \P}k
b.Surgical procedure & correct site verified l Ju‘

2 |Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured -4
b.SpO: within safe range L?JJ
c.If ETT: position confirmed, ties secure, cuff inflated ~0

3 |Circulation & Hemodynamic Stability
la.1V lines secured & infusion running correctly U g
b.No active uncontrolled bleeding ILD
c.Last vitals recorded before transfer Y_op
d.Central line hubs are closed YLD
e.Dressing Intact f\D

4 |Pain Assessment
a.Pain score assessed & analgesia given Y o
b.Reassessment done 'U.lw

5 | Wound, Dressings & Drains L

.Surgical dressing intact \.f‘,@f
b.All drains fixed, output noted )
¢.Catheter secure & urine output recorded y.op
d.Splints/casts/traction devices stabilized [\\_:‘.D‘

6 | Medications Pre & Post-Op Orders a.
fa.Medications due time noted L[Jf
b.Pre & Post-op instructions (NPO, position, mobilization) communicated u,@(‘
ic.Emergency meds given in OT (time & dose documented) L} S

7 | Equipment Safety & Transport Preparedness
la.Oxygen cylinder full & ambu bag at bedside ST

b.Bed/side rails up and brakes applied WD
c.Special positioning maintained as per surgery WO
8 |High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level \D
b.Epidural catheter secure, infusion checked \{\D
.Pressure areas protected (heels/elbows) 0
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED . a
10 |REPORTS AND LABS HANDED OVER Uy
‘11 |BIOPSY/HPE SENT D
12 |Documentation
a.Documentation completeness Lf:gf
Transferring Nurse: ,{(\) oY
Receiving Nurse : M WNSA
Signature of Incharge: oYy

RCH/GDY/FRM/CLINICAL/598




RCH/GDY/FRM/CLINICAL/598
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Y AL chidei’  pPATIENT TRANSFER NURSING HANDOVER CHECKLIST
ooy TRANSFERRED TO : L]

Date & Time of Transfer: 1‘(}3;!135 @ €30 mn— ':;"“é‘

1 ‘Patient Identification

YES/NO |

REMARKS

LA

la.Patient Identification Patient name, age, UHID/hospital number confirmed

- Ib.Sirgical procedure & correct site verified

2 | Airway & Breathing

A _pen
| U

Oxygen delivey_(maskfcannulafvenlilator) secured

b.SpO: within safe range ]
JfETT: position confirmed, ties secure, cuff inflated O
3 | Circulation & Hemodynamic Stability l
LIV lines secured & infusion running correctly | bt &
b.No active uncontrolled bleeding l i AlD
Last vitals recorded before transfer l L l _____

d.Central line hubs are closed

HELE

8]

e.Dressing Intact

PO

4 l Pain Assessment

\a.Pain score assessed & analgesia given

b.Reassessment done

5 | Wound, Dressings & Drains

A

Surgical dressing intact | \
lb.AIl drains fixed, output noted No
\c.Catheter secure & urine output recorded by A I
d.Splints/casts/traction devices stabilized 0 ~

| 6 Medications Pre & Post-Op Orders
a Medications due time noted M
| b.Pre & Post-op instructions (NPO, position, mobilization) communicated L{,E,L
" | Emergency meds given in OT (time & dose documented) . #,"ﬁ
7 | Equipment Safety & Transport Preparedness
a.Oxygen cylinder full & ambu bag at bedside Mo ]
> Bed/side rails up and brakes applied e |
m c.Special positioning maintained as per surgery N O l
8 |High-Risk Patient Safety (if applicable)
Flest tube: underwater seal below chest level MnNa ] %

Epidural catheter secure, infusion checked oo

c.Pressure areas Emtected gheels!e!bows) a0
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED N o
10 [REPORTS AND LABS HANDED OVER
11 |BIOPSY/HPE SENT 1
| 12 lDocumentation
'a.Documentation completeness s \

ransferring Nurse: )
Receiving Nurse : < h:[\‘ua tha
Signature of Incharge: E !;Lt Awnt
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& surgical site uniess the presence of

Do not rem
hair will affect the procedure. Use clipper if necessary

- gical patients with skin annsephc(Chlorhemdlne
)

Mﬂ
h\AT'H
\\\\
PN

- biotic prophalaxis given within omts prior to skin incision

ce a checklis tbased T the world health organization- .19 item

surgl 0 ensure adherence 10 pest practicé
INTRAOP

Using € gl uconate and alcohol- containing skin
omblnat\on

i monitor T blood glucos Is regardiess of diabetes

i ndm
n110and1 150 mg/d!

PERFDRMED

o>

\{}—1
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| el S

URINARY CATHETER BUNDLE CHECK LIST i e e e

. \'ﬁ-\‘:ﬁ-\ﬁ—b .................. Date of Removak \b‘* \8\‘9 @ b‘,%(ﬁm,
Parame.. - Date S Thns N i 1] i =G ’V,
Need for the Catheter 4 2fes ONo g’é ONo | ClYes ONo | OYes TONo | OYes ONo | OYes ONo | DOYes CNo
Hand Hygiene L TIYes CINo %s_ ONo fes CINo | OYes ONo | OYes ONo | OYes ONo OYes OONo
Usage of Sterile Equipment A4 OYes ONo El‘{eg ONo s CINo | OYes ONo | OYes ONo | OYes ONo | DOYes ONo
Is the Collection bag below the level of bladder GYes leo El{es ONo es ONo | OYes COINo | OYes ONo | OYes OINo OYes ONo
Check the Tube for Sbsiruciion (Free of Kinking) - Yes ONo l;)é ONo [aﬁ ONo | OYes ONo | OYes ONo | OYes ONo | DYes CNo
Is Catheter dated as policy AYes ONo E‘I{es ONo ETQ ONo | OYes ONo | OYes ONo | OYes ONo | OYes I:INoI
Collecting bag is been emptied regularly? 1 BYes ONo ﬂ@ ONo 6s CONo | OYes ONo | OYes ONo | OYes ONo OYes ONo
Maintenance of closed system for the catheter ~BYes - ONo effes DNo p¥es ONo OYes CINo | OYes ONo | OYes ONo | CYes CINo
Dressing clean and dry? ~BYes ONo ﬁes/ ONo ,ﬁ/\fis ONo | OYes CONo | DOYes CONo | OYes ONo | OYes DONo
Is the line removed as Policy? ATY¥es ONo m@y-DNo /6(&5 ONo | OiYes ONo | OYes ONo | DYes ONo | OYes DONo
Performance of Perineal Care [Fetes Mo | s TN | Des o | OYes DN | O¥es ONo | O¥es Do | OYes ONo
Onset of New Fever OYes ONo| OYes il | OYes ONG | DYes ONo | OYes ONo | DYes ONo | OYes DINo
Asses for the leakage at the site of insertion CYes ONo Erﬁsf\l\:muﬁ D)(DNO OYes ONo | OYes OONo | OYes ONo | OYes ONo
Name of the Nurse OB;A/W-»W‘ 0)1'@5/ &Om
Signature of the Nurse . i oA
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OBSTETRIC TRIAGE ASSESSMENT FORM

It Gakies & It T et tha e, Your Right to a Sale Dellvery
LH\’(‘L@& Time of ATV ..o 2

Time Seen by Nurse: &P-VL,

1) Level of Consciousness: O Conscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain 01 Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
1 Decreased Fetal Movement O Spontaneous Rupture of Mernbrane / Leaking Water PV
01 No Fetal Movement 23 Oher REESON: ceevner [B(‘.,.H\A.E. \Reod ..

3) Vital Signs: Temperamre:ig.!.l:.l:Pulse: AR RR: QE) Sp0;: L@@/ BP: QDHDJeight 1R H

4) Gestational Criteria:

\ Gravida: G = P l” L \ A 2
e\ {EL\D.;?,‘%' ..... EDD: ..... BL}‘%\M Gestational Age: Bﬁ'fl\u% :
Uterine Contraction O Yes EH@ I NA | Onset Time Frequency:
Membrane Rupture O Yes oo | ONA | Onset | Time Fluid Color:
Vaginal bleeding O Yes [34) CINA | Onset Time Amount:
'y
R if Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes B/No O NA | pain Abdomen / Vomiting
Good fetal Movement Yes | ONo | ONA if No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
L | | ! | | | 1 | | ]
g I I I | I I I ) ] 1
0 1 2 3 4 5 6 7 8 u 10
ain Worst
possible pain
® Location: N [ c"
© Duration; ........... /WC., .....Days/ Weeks/ Months (Strike out which is not

applicable)

) character N {L/
o Frequency m L

® Interventions: ............ ¥ L

6) Past History:
a)  Surgeries: .

b)  Medicak ....... 0L D N'] ..... VGH1L:
Docu. No. : RCH /FRM / CLINICAL / 098 oz wlped 0 —(» Lis v




Patient Sticker

) Allergy: O vyes Dflm/ rersl
() A — _ i L) -
8) Current Medications: O Prenatal Vitamin O None O Others: W*F[agpolﬂ-h

%) Pronatal Medical History: Hy Llotnbef 00 gé’a e
o P
3 None @ Gestational Diabetes ] - c"%ﬁdﬂ“‘ o oo
O3 Chronie Hypertension O Low placenta ’ :
LJ Gestational Hypertension [J Others if yes, SPECHY oo,
O Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Levai 1 [ Level 2 Leval 3 Level 4 Level 5
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
‘a“li,':é{:m, Immediate < 15 minutas <30 minutes S 60 minutes = };‘:qm?'
Re-Assessment °°"""“§:‘}a"""‘"' Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-te of Active Labour - of Early Labour/ | Discomforts of
Labour / Fuld Imminent Birth Labguer/ PPROM T 37 3‘03{? weeks ?#01:4 >E§5"yweaks Pregnancy
Active Vaginal biseding Bleeding associated with Bleeding associated Spotting
Bleeding with/ without abdominal crampzuug (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110 y
Hypertension Sefzure activity i / or headache, visyal | >140/90 mm ()
disturbance, RUQ pain | SSOciated
Symptoms
Atypical FHR tracing,
Abnormal FHR trac
e oo | ool dogrs
Acute onsite ®Major traum, @Abdominal/back ngoing assessment Anything that does not
Others .abdotﬂnalpal?m osﬁrmmeasofamm gmmmﬁln .&nmmm .mbpoaﬂmatto
®Altered level of ®Unplanned and pregnancy (for hypertension, biood | mother o fetus
cg:giausnes: unattended birth :thk pain / w;#, .m G e :&!ﬁrvml g
o Pﬂ.‘vlaps Nausea Mmliu trauma patient
®Severe respiratory diarrhea with suspected MVC/Aall) Previa protocols
distress dehydration @Naussa/Vomiting and /o @Pre-bookad visits (le
®Suspected sepsis tlmm:' oo and Wm
' dyuts .cough, fever, | @Assessment for version
L chills) ORashes

Time seen by Doctor: g’SPm'

Nurse Name : @ﬁ%&%&ﬂ; Nurse Signature: %%
Date: ij{#’f&‘@% Time; S‘ES}?’VV, i g
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOS]S
SOSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY S%TE)Y |
>

Date:

L \
Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Madical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or gstrogen-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 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1

| caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37°° weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total (WAL /
Signature of the Nurse 9&%&\@”
77

Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v/ Iftotal scofe = 4 antenatall, 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 mmmhopmphyla:ds.




