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Bed Side ¢
Structured Handover done L, t}/‘g
U v
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| Central Lines g; & I’:m’
Arterial Lines il N&
Feeding Catheter N Hﬁ
Urinary Catheter We | NV
Skin Care Yo | 45
Eye Care Y /
e | 15
Mouth Care Yeo | ¥
: U 55" )
Sterillum Bottle, Stethoscope Lper
Suction Bottle (Should be clean & empty) (,}J A | NF
Intubation Tray wa . 0
ELmerg%ngy Tray th Midazol
oaded Syringes wi dazolam
g. Vecuronium and Flush) A [\f P
Ampoules of Adrenaline N
Ventilator Tubing, (Any Water, quod) Ne | e
Humidification boa | NA
Check all Infusion p
(Labelling, Correct Preparation) &k a I"J
Chest Physio & Neb ‘l\m NA-

Handed Over By Name : - P W’
Signature : ‘:%ﬁﬂ ’P Ve W
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Rainbow Children's Hospital - Guindy

Rain bowl ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai Tamil Nadu, INDIA ,600015.
Children's P TEL NO :044-40122444
Hospital *# it WEB : https://rainbowhospitals. in

am w

ADMISSION SHEET

Registration Details :

RN T T T 1l

Admission No : IP18-00036487 Admit Date 15-Jul-2026 Admit Time : 04:48 ppy UHID : GUC-00092505

Patient Details -

Patient Name " Mrs VARSHA G
Guardian . NARESH A
Gender : Female

Occupation

Age 126Y11M10D
DoB . 05-08-1999
Religion

Martial Status

Address (H) . PT 24, RAMAKRSHNA NAGAR, ANANDA Phone No : 8925025861/ 9176336903
NAGAR, SANTHOSHPURAM Selaiyur Chennai

Tamil Nadu INDIA 600073 Exmal - No@GmaIL.com
Admission Details :
Bed Type : micu Bed No : MICU 805 Ward Name : 8F-OT COMPLEX
Room No : MICU 805 Admission Type : First Visit

Contact Details :
Name : NARESH A

Tamil Nadu INDIA 600073

Relationship Husband

Contact Address - PT 24, RAMAKRSHNA NAGAR, ANANDA Phone No 1 8925025861
NAGAR, SANTHOSHPURAM Selaiyur Chennai

ﬁ\ Nensg .

Signature

If)dctm' Details :
Doctor Name LB PRIYADHARSHINI SM

Referral Doctor Dr. Priyadharshini S M

Co-Consultant

Specialisation OBSTETRICS AND GYNECOLOGY
Phone No

Payment Details -

Payment Mode Cash

Deposit Amount :7000.00

Payor Name . SELFPAY

rinted Date / Time 15/07/2026 16:48

Printed By - 015040 Page 1 of 2
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Rainbow Children's Hospital - Guindy

Ra[n bow' Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai .Tamil Nadu, INDIA ,600015.
Children's R TEL NO :044-40122444
Hospital o WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs VARSHA G Age : 26Y11M10D
IP No: IP18-00036487 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-0OT COMPLEX/MICU 805

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
alsgconsent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
ir||~i f’.nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

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

of my evaluation and | or treatment.

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

n'mnce‘ In case of failing the submission, | will pay 200/- Rs,
(KeZavers Signatured ~\3¢\£ﬁ .

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

: ; e 16
Signature of Patient/Relative: “MM

Name: NORESH. & Patient Address:

PT 24, RAMAKRSHNA NAGAR, ANANDA

Relationship: R Rwor NAGAR, SANTHOSHPURAM Selaiyur
Date: | r[;“ p2A Time: % Y &AM Chennai Tamil Nadu INDIA 600073
Wittness Name: ? - E

Wittness Signature: P_\\ \ ,é

nnted Date / Time : 15/07/2026 16:48 Printed By : 015040 Page 2 of 2
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BILLING POLICY

b Billing Cvele: - Bed charges wil| 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 ful] 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, [P or OP
Procedures, Equipment, Cross Consultations, Blood, Blood Products. Implants, Ward Consumables. Infection
Preventive Measure Charges. Pharmacy and Consumables will be charged extra.

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

Council,
> As per the GOl 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,
1I‘ the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
¢harged 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 Auested Government D proof s mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
Inour hospital there is "No Discounts Policy", Kindly co-operate,

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

In| case the patient js shifted from lower category to higher category, all the charges like consultant visits,

investigations. operations and procedures ete. from the date of admission wil] be charged according 1o the higher

category,

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

chdrged as per dual occupancy,

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

> For|Non - Medicals. Disposables. Consumables, Infusion Pump, Taxes, Implants, H1V/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not ayable to us as per insurance company norms (Depends on the TPA/Insurance Co, T&C).

L IE-][L‘S time for cash discharge is a minimum 3-4hrs. and in the case of insurance. it will take a minimum 6-7hyrs.

> Difference. ifany between the final bill amount arid amount permitted / approved by the TPA or total bil| amount in case

ofdenial from TPA. has o be paid by the patient.

ﬂ Two attendants are permitted with patjents in Deluxe, Private Rooms and only one s permitted in the rest of the
categories of rooms, Na atendant is permitted in ICU's.

> Allthe refunds more than Rs.5.000/- will pe 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 Bj||

shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on

actual update taken on the day of discharge, It is requested that patients/attendants enquire daily about the bjjl amount

from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount an daily

basis before 12 PM. Patient bill outstanding should not pe increase more than 10,000/-

DECI ARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable, In this
case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

v vvvvv‘*ﬁ YY v g

e ____‘—————--—-____________‘__-—-_._____————_________-__...___.

| Patient Name ; 5y T ————— UHID Number : |
| Mrs, - \posan - A Toxox |

S a— N R —t ——
[ Self’Attendant Name I Relation
|

| :
| N Neeesl « O _ - AR RO _.’
l' Seltl Attendant Signature : I
Phone Number
<
i x _..‘ . __m e T
RCH/GDY I"RMf'C'I_,INl(“AI..-"«-JE(:

| Name & Signature of Financigl Counselor ||
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Patient Sticker J

Family History: Surgical History:
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MEDICATION RECONCILIATION FORM

DIUG AJBIGIBS: .ovvuaumsssssssssssissmmsmssmsssmsssssssssssssmmssssseseses

Medication Reconciliation will be done

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

known any Drug Allergies

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 FIOM: cevvsvcrssosissssesinsiss BE: |~ GIEE T0% +uvnoneeonnsonsssissssssionssiiessissssmssssssssessassssngess
8:No (amem't‘:‘mﬂiﬁ#:? Eriene | con .| PO NG, 56, 1) | FREQUENCY bats/ ine | ‘}';';?gﬂg;‘
i - g . . - |Oc Ooe
2 gc 0Ooc
3 Oc ODc
4 gOoc Ooc
5 Oc 4abnc
6 Oc¢ Obne
7 Ooc¢ Ooc
8 Oc Ooc
9 Oc Ooc
10 Oc¢ ne

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : %‘QWQAW‘
Date & Time : "?[U‘T\W

Nurse Name & Signature: NE
Date & Time : l?ﬁ”l}
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Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: iIJZ/ Shifted 10: ..ot oo -
B (ssusmgmm#ﬁm Emsna (mﬂf’iim (PO, r:‘gu;g v) | FREQUENCY éits:;nr(.},f,s ?gﬁé‘ﬁg
1 . _ ” = ~ |Oc Ooe
2 Oc Ooc
3 JC Onc
4| - Oc ooc
5 ¢ Obc
6 OdcC @dnc
7 OC Odoc
8 Odc [] DC
9 | Oc Ooc
10 COC ODe
N * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY }é
Doctor Name & Signature : . %:....Sicr.\:.\'i-.fd..ﬁm.‘.........t.—....!.??”" ]

Date & Time : . 'g[ !J-b

Nurse Name & Signature: . l(’ ? DJQ @ ED
Date & Time : . &’fﬁf%ﬂ o
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MEDICATION RECONCILIATION FORM
DFUG AUBTGIES: ccrrvsrssssssssssmssssssssssssss s 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: v MtCu .......................... Shifted 10: ....ceves ﬁﬁp&“’y
| MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) \ (mg, meg) | (PO, NG, SC, V) \ FREQUENCY | pate / Time

ON
ADMISSION
| SHIFTING

BD \ \_B/G e
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|
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|
|

9 Oc Onc
10 \ gOc O DC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : %QWQA&’\\é[QQU—\/]

Date & Time : “olO'l\plm«‘nJQL
7 f\"ﬁ L [ i -
Nurse Name & SIGNALUTE: ......plodeussivond “-qu@‘r‘/

Date & Time : 15\77\ ed. SEPm i
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Your Right to a Safe Delivery

i — Hosphal,

Date of Admission: I{IT[?L; Drug AIRIGIBS: ......ocormummusssmssamssssmrssisssssssessssssssgsggsssine Mwn any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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 a line I through it and a similar line through subsequent recording paneis.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Ofﬁyonacha'tshouldbsinuseatalwmetine.vmenmechartlsfuﬂ,anewsumlememcanbekeptwmnWs
drug sheet folder.

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

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

SOS / PRN (As Required Medication)

%%L

Dose

Route | Frequency |Start Dalar

v

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:
DRUG : %
Dose | Route |Frequency [StartDatel

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
e,

Dose

Route

Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

[Additional Instructions:

-
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[owescleg TRV TTull T

Dose | Rodte |Frequency [Start Date V17

(G Ilf | o] (55 [THEN

Naie & Signature of the Doctor /
Starting the Drugs:
At ¥

Additional Instructions:

Mool |

Daily Doctor’s Endorsement by a Sign

oua: Jab, TAKIM —0 PRSI

Im Bl
Dose Roule Frequency |Start Date! v N
200y o7 |y N VO
Name’& ng tnre offfie Doctor | T
Starting the Drugs;
M/ﬂ"
Additional Instructions:
Daily Doctor's Endorsement by a Sign oY
DRUG: Taly . PAN patef N

Dose Route | Frequency |Start Dat $

401"‘{ po | 7 “’J? TS

Name<& Sighature of the Qoctor _ |
Starting the Drugs: Pt

Additional Instructions:

il v—— .

Daily Doctor's Endorsement by a Sign

) e, 1 e e e

T e

e ay MO

S o

DRUG: Touf,. 2ER D)L —P 1%%\1\& o
Dosz Route lﬁequency Start Date ),
AN Y, (5 (Gpdy/ /‘1;'4
Name & Sigfjature of theDoctor /
Starting the Drugs: @
/
; [tjﬂfﬁ
Additional instructions:
SIM P
77 T

Taily Doctor's Endorsement by a Sign
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VERIFIED BY ; Name )

Date
VARIABLE DOSE T,ﬁ’ ik s e i |
Dose Dose Dose Dose I
DRUG ; e s T e
Route Start Date O Docs Dose Dosa
Dr Sign. O Sign. D Sign. O Sign.
Name & Signature of the Doctor e Dose Dose Dose
D Sign. O Sign. B Sgn. o Sgn.
Additional In’su’uciirorts: e Ooee Dose Dose
D Sign. De Sign. De Sign. Dx Bgn.
VARIABLE DOSE Dato>
Tige ] tegse | Wepte = 1 wegt
Dose Dose Dosea Dosa
: | DRUG : e = s -
Route Start Date o o Dose Dese
Dc Sign. Dc Sign. O Skn. D Son.
Name & Signature of the Doctor Doss Dose Dose Dose
Dr. Sign. Dc Sign. De Sign. De Sign.
i | Additional Instructions: o Oose Dose Dose
Dr. Sign. De. Sign. De. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dolwl &l‘m Route Sﬁ)rm Nurses
: Do
| N B NS L B¢
P ) St
- \b\)’wﬂ AN T PARA( 1m0, ey
| Sp
ffsjf.} My U™ L}t SYN70 oG
T | Sp '
16[/'71 50 [T MISOPROSTaL ya
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b ﬂ!mmmn?uousulnﬁ gm)t: mm;:gm. w | Rovte Flow Rate Doclor | Nurse Date of | Doctor | Nurse
mbhr | Sign | Sign [Stopping| Sign | Sign
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Hospital

Early Warning Observation Score Chart - Obstetrics

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

Date
[‘;[_‘H?JO Time | 8 | 9 [10[11]12| 1] 2 3‘;4:5}5}7 (8) 9 ffofit] 12| 1 (7} 3 42>5/ 6)7

RESP
(write rate in
corresp, box)

> 30
21-30
11-20
0-10

Saturations |

94 - 100 %
<94 %

Administered

0, (L/min.)

3,duia)

40

39

38

37

36 O © LB
£

< 35

©

Oc

a3jey Ueay

170
160
150
140
130
120
110
100
90
BO
70
60
50
40

OR
q

190
180
170
160
150 o
140 I A
130

r - P
120 '\'; Vo g NS =
\
X

t
|
Y
=

110 il \O & ¥

100 . - AN\ " ] N X

—
anssalqd poojg 1jo1shs

90
80
7

60
50

130
120
110
100
90 /

80 s e 4

(
L
s

A NV
70 \ N AP - AL

-
21nss31d poojg 1jiyseiq

60 AL 0 [0 \ ] 2 :
50 b A\ :
a0

NEURO

RESPONSE
[+

_ Voice == y <
| Pain
Unrespansive

Alet | T T T T T T T T 711/ T+ L |4|~T| logl o] 4

URINE
mls / hour

> 30
< 30

Proteinuria

Lochia

Normal — — —
Heavy / Foul

Protein + +
Protein = + +

Liquor

Clear / Pink

—

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

0O
o O

o3
=D

Murse Initial —~

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

p) o
®) Q. D
y £




—




GUC-00002505 IP18-00036487
Mrs VARSHA G _
05-08-1899 26Y1I1M10D  (F

Or, PRIYADHARSHI M

- a =

Rainbow®
Children’s .
Hospital | i)

ning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Date o
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5 P'f'fJ /s’

Time
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W ol
10 [ 11 [(22

AE
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12)) 1 (2] 3 {4

=30
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RESP

(write rate in

corresp. box) 11 - 20
I

0-10

94 - 100 % A
< 94 9%

0, (L/min.

40
39
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Satghratfans
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———

3 duway

36 !J

-

£Y) ¥
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| <35
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40

NEURO Alert

Voice
| Pain
Unresponsive

RESPONSE
[~]

URINE > 30 v

mls / hour

Proteinuria

Lochia

|_Clear / Pink
Green

Liquor

—

< 30
|__Protein + +
Protein > + +
Normal v
Heavy / Foul

TOTAL YELLOW SCORES v
TOTAL ORANGE SCORES @
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©
24

<y

S O

Nurse Initial LA
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1. All measurements in ml.

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

Intake Output v She
Date | Time | Naure Route NG | Diarthoea | Vomit |Drainage | Urine T;grfgg'gs oo
‘| Mouth v N.G
08:00 am 2R
09:00 am_ ( \ }
10:00 am 1K
11:00-am \ S
12:00 pm =t
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm |
' 04:00 pm 1 ol wi SKh QA —
"]4}91“’ 05:00pm | W 0 [(con]| B kodl o =
) 06:00 pm | - ' 1 o~ ==t
07:00pm | WA [\ 09 \©® | © ‘
Total Intake : 004 Svo ° —{00 %y Total Output: _ ~ 5V d
-080pm | \yoy0 | oy | \
0900pm |, @ & [5@:‘[ o p ﬁ_
10:00pm | § (3]
11:00 pm i Q q?ﬁ-
1200am | By N\ o C <
01:00 am ) sl 0 "P—1
Total Intake :  SSpy (/) . Total Output : wad)
0200am 1 3 yico| 900 42 |eg o O <
B0 By | 200 - 2oy O A
04:00am | - ' - =0 | R
B0 W Do 5 i o |
[0600an " ' %5 | | 2 %
| or0an] | . [ 4] J o NIR VI
Total Intake : | _A:\_"P%Ld CET Total Output: PO -

Total 24 hrs, Intake ’ g_jr ‘)}?w«(’
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( FLUID CHART )

e

1. All measurements in ml,

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

[AS ] Intake Output o
Date | Time Lo Route NG | Diamhoea | Vomit |Drainage | Urine | Phiedits | SN, -
{ Mouth | LV | NG
0800am |43 0 | {10 ol 0 '
09:00am | ' 0 [N
1000 [y oot boowl| O [v-a
1100am ICorer, {agopnl L L
1200pm £ Scrg, ] covv( D ALP
0:00pm {3 o [onal lrf o _lvaA
Total Intake : | 1| G0 wa | Total Output: "< Ooww |
02000m | popn [0m 0 [®) ’g"rg
03:00 pm Ly oop| ©
04:00pm (1420 2.0 '\,/ 1N O} © |
0500|110 D[2 SO ol o |41
0600pm| { Y 1O 10Dl O " F
07:00 pm "‘3’@/0 1S D © A
Total Intake : 1 O Ow | Total Output: A-O [ -
»08:00pm | \VAR0 | 150+ ' @) AR
000om | e | 1x0) R00v © ™
1000pm | M 1 oon © 8
1100 pm %0+ | 0 B
1200am | 1A a5 |\o0] Wi © | Be
0100am | Y495 (5 0 O | By
Total Intake: (o Total Output : ~%©0™ ;
0200am | g, | |00 QoM © | Bh
03:00 am 9] M
‘ 0400am | Wy | load qu £ DO
05:00 am ! PO
0600am | g ] (0o Word. . | BB
L < o
| | o700am | Ya » | 9q0 | e L pP
| Total Intake : SO PR T e Total Output: “3X0O ]

Total 24 hrs, Intake

31250~
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NURSING CARE RECORD

O Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

Date: lg/%zz,@

O Maintain Good Nutritional Status

O Improve Activity Tolerance
O Early Ambulation Reduce Anxiety

0 Maintain Fuid Balance
3 Ensure Safety

O3 Meet Elimination Needs

O Maintain Skin Integrity
OO Patient & Family Education

'§ O Maintain Personal Hygiena
S | O Identify Potential Complications C3 Any OtHEIS. SPECHY .......evrvuoerrs e sesssece e sss et ss s s sese s e
Time Plan of Care Time Implementation Evaluation Re-Assessment ';“;‘,‘;_,,';,’{,’,‘g
sl \
£
=
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It takes @ ot o freat the

[ Maintain Airway and Oxygenation

[ Refieve Pain & Discomfort

o

aintain Fluid Balance

O Improve Activity Tolerance

O Maintain Good Nutritional Status
[ Early Ambulation Reduce Amdety

Date: H:!lﬁ‘J%

1 Maintain Skin Integrity
[ Patient & Family Education

Lo

§ [3 Maintain Personal Hygiane [ Prevent nfection O Meet Elimination Needs O Ensure Safety

& | [ Identify Potential Complications D3 AN OHNES. SPBCHY. ... e veeearessernscmssmcossesserssesssssasss e s bbb
Time Plan of Care Time implementation Evaluation Re-Assessment '{"?_;;,,’;?.,",‘3
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e[+

Date : |
Time : 0-1}3'_‘
1. Completely immobile: 2, Very limited: 3. Slightly limited: 4. No limitations: ¥
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extrernity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. ;
2. Chalrfast : 3. Walks occasionally: 4. All pailents foo young fo ambulate;
3 Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:,d mmﬁiﬁ tl:émlin » d‘l'o.h od non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice 2 3 3
; and/or must be assisted inte chair or assistance. Spends majority of each day and inside rocm at least once every F
wheelchalr.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairmant:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds 1o verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli dua to communicate discomfort except by cannot always communicate discomfort |  Has na sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to fee! or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. (7’
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or
o half of body. two extremities.
1. Constantly moist: 2, Very molsi: 3. Occasionally molsi: 4, Rarely mois!:

Moisture Degree
to which
skin is exposed
to moisture

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

Skin is often, but not always, moist.
Linen must be changed al least every
8 hours.

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

Skin s usually dry, routine diaper
changes; linen only requires changing
gvery 24 hours.

FRICTION-SHEAR

Friction, Octurs when

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

1. Significant problem:
Spasticity, contraclure, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impaossible. Frequently slides down in
bed or chair, requiring frequent |
repositioning with maximum ass'rsiance.]

3. Potential problem:

Moves fregly or requires minimum
assistance. During a move, skin
probably slides to some extent against
shests, chair, restraints, or other
devices. Maintains relative gnod position
in chair or bed most of the time but

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at ail limes."

one anolther occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NP(O/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tubs feedings or TPN, which Is on a normal diet providing adequate

Nutritional Usual

or IVs tor more than 5 days OR
albumin < 2,5 mg/dl OR never eats
acomplete meal. Rarely eals more

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

provide adequate calories and minerals
for age OR eats gver half of most meals.
Eats a tolal of 4 servings of protein

calories for age. For example, eats
most of every meal. Naver refuses a
meal. Usually eats 2 total of 4 or more

food intake pattern than half of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings ol meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poarly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 Evadhast:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may ¥ .

“sf".:y:::;:?;:"” & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N""“m"‘:;‘l :"“!” ultumlon
does not physiologically tolerate < 10 mg/dl: capillary refill may be <10 mo/dt: capillary refill may be > 95%; normal hgd; capillary rofill '/ 9
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

: . : . . TOTAL SCORE 2 2
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 :t—— 2 } ’Z
Evaluotor's Nome g Aé
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Support Surfaces
(Pleass Note: Only required for children who are deemed at risk due

Risk Score Category Action
to altered mobility, consider occupation therapy referral for advice
@ Regular Turning Schedule _ '
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Atemating pressure mattress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients —
13-14 Moderate Risk i oo el i . Gel pads for high-risk areas
®
osition patient at 30 degree lateral incline using foam wedges Atemaling pressure matress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk @ In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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; Time : "
1. Compietely immebile: 2. Very limiled: 3. Slightly limited: 4. We limitatiens:
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 o extremity position | - position without assistance. (70
without assistance. tncmwmeeltmpenduﬂy independently. . /
_ 2 Chaifast: 3. Walks occasionafly: 4. All pationts 100 young to ambulate; | |
: ﬂymwalsmlyﬁmitwor Walks occasionally during day, but for | OR walks frequently: -
"Activity The degree 1. Bedfast : non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a _g
of physical activity" Confined to bed and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
: wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very Bmited: 3. Stightly limited: 4, No impairment: !
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicale pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. Lf
pain over most of the body surface. | ability to feel pain or discomfort over to feel pain, or discomfort in one or df _
half of body. two extremities.
T
1. Constantly moist: 2. Very moist 3. Occasionaily moist: 4. Rarely moist:
Moisters Deores Skin is kept moist almost constantly |  Skin is often, but not always, moist. Skin s occasionally moist, requiring Skin is usually dry, routine diaper
skin h‘: i by perspiration, urine, drainage, efc. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing L,
to moisture Dampness is detected every time 8 hours. every 24 hours. (P
patient is moved or turned. J
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Ho 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 assistanca in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintzins relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. nadequate: 3. Adequate: 4, Excelient: '-
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or iVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl | for age OR eats over half of most meals. most of every meal. Never refuses a
Nutritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dalry products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extrernely compromised: 2. Compromised: 3. Adequate: " 4
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may Excellent:
“s"‘(;':yz:::;::ln & <40 In a newborn) or the patiént be < 95%; hemoglobin may be be < 95%: hemoglobin may be Normeotensive, oxygen saturation
does not physiologically tolerate <10 mg/di; capiliary refill may be <10 my/dl; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk: 1012 |
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Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

e




. _ . Support Surfaces
-Risk Score Category S Action T ~ (Please Note: Only required for children who are deemed at risk due
: ' to altered mobility, consider mspaﬁmlltmapy referral for advice

* Regular Turning Schedule . _
+ Enable as much activity as possible High density foam mattress

15-18 At Risk * Protect the heels _ Gel pads for high-risk areas
+ Use pressure redistribution surfaces

« Manage moisture, friction and shear Alternating pressure mattress overlay
» Advance to a higher level of risk if other major risk
factors are present
High density foam mattress

* Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas

« Position patient at 30 degree lateral incline using foam wedges

Alternating pressure mattress overiay
- Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk « Inaddition to regular turning schedule Gel pads for high-risk areas
* Make small shifts in their position frequently Alternating pressure mattress overiay
= Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk » Add a pressure redistribution surface for patients with Gel pads for high-risk areas

L e - -

-

—— - -
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c)  Prior to pain pain-relieving intervention.
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d}  Within 30 - 60 minutes after pain refief intervention.

s 1P1
S riuan -
i s g, Rainbow' | @ BirthRight
L Children’s
ﬂ mmm ,” ” m Hospital BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM R SRR
Date Time Pa{i; :;;W Location Duration Acuity Character ' l}il“:::u Pali::;cfaf:;ndy Intervention Sign
O Continuous | [ Acute [ Sharp [ Dull O Increasing | OYes™7 | NO P cﬁ
la f} j}b S{‘P,& O/(O AOL{_ | O ntermittent | O Chronic [ Aching [ Burning | O Decreasing | OJ No /
_ 3, ' F . O Continuous | O Acute [J Sharp O Dull O Increasing }?HES NS mlp\ Q@%
,,\(;)\QS:QG%Q*‘\ Ol | N f O Intermittent | CJ Chronic O Aching [ Burning | [J Decreasing | O No ) ~
Lblkmj‘) O Continuous _D«A‘:Ie O Sharp - 7 Dull O Increasing _DJ@{ o (W7
ol gtn o
3 (LO ' ; . . . - %q (Y =%
\q\?x& \pm (2 [;MM iE’ﬁl‘Ermmm O Chronic ﬁkfmw 01 Burning C;D»B?creasmg O No Jo (Q oS, Q [ "
wQy (O COnﬁnuws_ECcme harp [ Dull O Increasing F}H}es o o /S/{
Al pee
\\o\gi\)fa L\M‘D' Qb QHMMMMEM [ Chronic miﬂg 0 Burning | JZIFDecreasing O No : ﬁm —O
£ gpgs;.o&u;u Continuous _Drf\cute 0O Sharp O Dull o Increasing VETLBS ( -DM'— D/
\k\@b‘b\:}‘:}w\ \(Lo gf(g, ] _t;lﬂ’ennittent O'Chronic ‘ybﬂ?g [ Burning _gofcreasing O No :i@uﬁ '%?\,‘1
] } } ! / <59]‘ yaporg O Continuous Acute @Shap O Dul D"lf;'t:ﬁa;s’ing O @%m W
b 'B i o B A ntermittent | O Chronic O Aching [J Buming | OJ Decreasing| O Nox pog) 'f;a*ér m
2 é / 0 /’ P\/i:/f O Continuous | BT Acute O Sharp B0 O Increasing B‘ﬁs v M
+ Q'Pr\ o D -Antermittent | O3 Chronic O Aching [ Buming | [1-Decreasing | O No e |
\ A [ O Continuous | EAcute O Shap  COul O Increasing | BT Yes ,_ge.t" 7 ) g
\b . ’gp‘" O w0 I‘? ) [J-ntermittent | O Chronic O Aching [J Buming | C)-Pecreasing| O No ; A 44y
{
\é\ O 1 -9 { O Continuous | [ Acute O Sharp O Dull O Increasing | [ Yes &59\7 @ 7
\a h\ o O Intermittent | CJ Chronic [ Aching [ Burning | O Decreasing | O No 059
A O Continuous | [J Acute (3 Sharp  [J Dull OJ Increasing | (T3-Yes Ve (73
Ff ﬁt/ v 5 0/ O || Phec O Intermittent | CJ Chronic O Aching [J Burning | [J Decreasing | L] No Lodog
Re-assessmenl Frequency:
1. Every eight hours for all hospitaized patients. )
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b}  Then every 4 hours.

(PT.0)



fie iyl - PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)

; SCORMG _
CATEGORY
; 2
) Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or srile withdraw, Disorlonted quivering chin, clenched jaw
Legs Normal Position or Relaxed | Uneasy, restiess, tense Kicking, of legs brawn up
Laying quietly normal position, Squirming shifting back and 2
Activity moves easly forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) : :
Moans or whimpers occasional Crying steadily, screams of sobs, -
— ————t—t——t—1" No Cry (Avake oraseep) A .t bposeshee
g Y B-X¥ D 4 SR T BB 8 1
No Pain Pustbls P Reassured by occasiona touching,
Consolabity - . | Contest, relaxed tiugging. or being taiked to, Ditficult to console or comfort

- Neonatal Pain, Agitatien and Sedation Scale (upto 1 Month)

Criteria
- Raker (Pedialrics) Abeve 7 Vears -2 - L]
Crying No Cry with painful | Moans or cries 535 iazjsﬁs crying at _{_._.Hﬁ_am-i
Irritabifity stimuii minimally with painful| iitable imervas consolable | continuous cry
: stimuli inconsolable
O R S Bohavier Siale | Noarousaitoany | Arouses minimally 10 | Appropriate for Restiess, squinming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
Nospontancous | Little spontaneous Arouses minimally / no movement]
movement movemant (not sedated)
i | Fachi Mouth Is lax Minimal expression | Relaxed Appropriste | Any pain expression | Any pain expression
<+ | Expression No expression with stimuli intermitent continual
Cxremities | No grasp reflex Weak grasp refiex | Relaxed hands and | Intermittent Continual clenched
TYene Flaccid fone decreased muscle | feat clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% Hgnﬂﬁggg
AR, BR §20, | stimufi variabliity from normal for from baseine basgline, Sa0, le
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto umnisg
apnea stimudation - guick { slow recovery Oui of sync or
recovery fighting ventilator




"IUCWWZ [
Mrs \fARsa{:o; 1P18-00036457 3 “Z
o f:""”" 26Y 1104 = Rainbow®
SR .va‘o s 1D F — —— — H H p:
m TSN & " Children’s BirthRight
i Hozpral | Q=
Il PAIN ASSESSMENT FORM Hoseleal . | @LRsies
Pain Score . - Modifying | Patient / Family 2 "
Date Time (0/10) Location Duration Acuity Character Fsctors Educated Intervention Sign
O Continuous | O Acute [0 Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [J Aching [J Burning | OJ Decreasing | [ No
[ Continuous | O Acute [ Sharp 3 Dull [ Increasing | O Yes
O Intermittent [ O Chronic [J Aching [3J Burning | [ Decreasing | [J No
O Continuous | O Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic (J Aching [J Burning | O Decreasing | [J No
O Continuous | OJ Acute 0 Sharp 3 Dull O Increasing | O Yes
O Intermittent | O Chronic 1 Aching [J Buming | O Decreasing | O No
O Continuous | [J Acute [ Sharp  [J Dull O Increasing 0 Yes
[ Intermittent | O Chronic ) Aching [J Burning | O Decreasing | O No
[ Continuous | [J Acute [ Sharp  [J Dull O Increasing | O Yes
O Intermittent | CJ Chronic O Aching [ Buming | O Decreasing | O No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | [J Decreasing | [ No
O Continuous | O Acute O Sharp O3 Dull O Increasing | [ Yes
O Intermittent | CJ Chronic [ Aching [J Burning | [J Decreasing | I No
O Continuous | OJ Acute [ Sharp  OJ Dull [ Increasing | O Yes
O Intermittent | O Chronic [JAching [J Burning | O3 Decreasing | [ No
O Continuous | OJ Acute [ Sharp O Dull ] Increasing | O3 Yes
O Intermittent | O Chronic [ Aching [ Burning | [J Decreasing | :[J No
Re-assessment Frequency: '
1. Every eight hours for @l hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
3) At least every 2 hours for the first 24 hours b) Then every 4 hours.
©)  Priof o pain pain-relieving intervention. d) Within 30 ~ 60 minuites afier pain relief intervention.
{PTO)
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=L ~ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month te 7 Years)

) SCORING .
CATEGORY
. . Occasional Grimace or Frown, Frequent fo constant frown,
Face No Particular expression or smile withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Retaxed Uneasy, restigss, tanse Kicking, or legs brawn up
normal position, uirming shifting back and
Actity gwﬁi& Msshg i Archod. tight or Jerking
merical Pain Scale (Obstetric and Gynecology) _
_______ - | Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake or :
o 1 1 31 4 .35 s 7 4 3 & "™ o e orssien) | conpam Foguen conpas
o Pain .., Reassured by occasional touching,
' Consolability Conteat, relaxed hugging, or being talked to, Difficutt to console o comfort
. distractible .
.,gnﬁggaigfaié:‘_n&._
PR Sedation | woma Paia / Agltation

Wong - Baker (Pediatrics) Abave 7 Years .2 - (] 1 2

Crying No Cry with painful | Moans or cries Appropriate crying Not] kriable or cryiag at | High-pltched or sient-

triitabiity | stimui minimally with painful | irftable intervals consolable | continuous ery

stimuli Inconsolable
AR ks Ut Beatiw - IEEMO (S W Behavior State | Noarousal oany | Arouses minimally 10 | Appropriste for Restiess, squinming | Arching, kicking constanty awake
EE\SSL

stimuli stimuli gestational age Awakens frequently { or
No spontaneous Little spontaneous

. movement movement (not sedated)
- | Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
5 Expressien No expression with stimudi intermitient continual

Extremiies | No grasp reflex Veakgrasprefiex | Relaxed handsand | intermittent Continual clenched

Tene Flaccid tone decreased muscle | feat clenched toes, fists | toes, fists, or finger

tone Nomal Tone or finger splay splay
Body isnottense | Body is tense
Vital Signs HR [ No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, 8 830, | stimyi variabifty from normal for from basefine basefine, Sa0, less than or

Hypoventilation or | basefine with stmuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimuation - quick { slow recovery Out of sync or
FeCovery fighting ventilator

\_ | 1)
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Morse Fall Risk Assessment Form S [ T g
— #‘v‘r‘?
Ch~ 2PM ‘ g
Date / Time .
Choose Highest Applicable Score from each Category ! ‘GI:!UP'[O \ 8 7 Fall Risk Grading
Score A-o 2L e .
History of Falling Yes 25
(immediately or w/in 3 months) No 0 () O 0D Risk Level Morst(:hl;:l;)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @) P 0
- e 4 Low Risk 0-24 Jadarrl ot
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 o 0 )
0 20
IV / Heparin Lock or Saline L 2 20 Qs Implement
o 0 Moderate Risk | 25 - 50 s e
Impaired 20 ot
_ Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmabile 0 © 42 O Implement High
Forgets limitations 15 b R Risk Fall
Mental Status 0 ‘g bl @) , High Risk =81 Prevention
riented to own ability 0 (@) D \titarvertion
Total Morse Fall Scale Score: DO AQ_OA
(L
Signature 6}}:—/ @“"&f— ‘%JV
Tick (v') whichever precaution taken. . Maderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [0 Hourly safety check
[J Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests 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 Eactems | Vo S
e B 20
_ Date / Ti ' ’# 20
Choose Highest Applicable Score from each Category L M’ ,‘71 (( / 3 ﬁ Fall Risk Grading
Score apa |’ e
History of Falling Yes 25 j v
(immediately or w/in 3 months) No 0 ) o 0 Risk Level MOTST’::g)Sm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 6 ) 0O
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 " Precaution
None /Bed Rest /Nurse Assist 0 © [ &
IV'/ Heparin Lock or Saline :‘? 2{? %0 LD 2 Implement
; Moderate Risk 25 - 50 r:ode:;ite Fal
. z itsrvetion
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 (P, J») 79 Implement High
Forgets limitations 15 e Risk Fall
Mental Status - High Risk > 51 .
Oriented to own ability 0 Py O K i
Total Morse Fall Scale Score: %) . _
Signature W‘/ /E%g\,

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

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

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

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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R . b"iﬁf - Patient’s Name- I
4lnbow - b 1P18-00036487
Children’s | @ BirthRight MRD NO:...... S5m0~ myiiuigp g oo
Hos p ital . BY RAINBOW HOSPITALS Dr. PRIYADHARSHIN § M
1t takes a lot to treat the iittie, Your Right to a Safe Delivery BYS Licvcisiinns m ,”,",“"mlmml"”""”" MOF
Consultant ........cccummimmnn
(_PHLEBITIS ASSESSMENT __ )| J
CANNULA 1 CANNULA 2
Date : l 5};’3 3—5 Time: L'_ -30pPMm Date : Time:
Location : | ¢ - GZPl)CLQJ: o Vedp Location :
Size : | o y Size
Cannula inserte byﬁm M\gw?’ Cannula inserted by :
T
bbi | i e Ilnﬂltratlnn ntarst® | sign | | Date | Time |Phiebitis nitration] oty | Sign
(< HalbSPr [Ovesas]ves avaib s | ﬁ}‘ DIYes ONo| OYes ONo
| _\é‘# | Lhpr)_|0Yes DG | Oves 210 R | OYes ONo| OYes ONo
1ol e OYes ONG| OYes o < OYes ONo | OYes ONo
" by |ovesond|oves o] q DYes ONo| OYes ONo
W [oves Ong| Oves D o (s — OYes ONo| CYes ONo
5. D [OYes Diveyl Oves ORo| e OYes ONo| OYes ONo
6 ?Ny:\ OYes I:Ifé/ﬂ,\’es L'.Iuo’, L1 / ClYes ONo| OYes ONo
1 [h— |OYes ONetOYes BNo| 7 | i!,pf CIYes ONo| OYes ONo
) 2w |OYes ONotEYes @No| yr .J%’ OYes ONo | OYes ONo
A Ly—» OYes Obo{OYes BNo| /. L N OYes ONo| OYes ONo
L@ |OYes DN | Oes o] 4, i OYes ONo| OYes ONo
Ji OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYesONo|OYesONetr— | | OYes ONo | OYes ONo
OYes ONo|OvSs ONo|  // DOYes ONo| OYes ONo
DOYes ONo | Oves ONo| / OYes ONo| OYes ONo
OYes ONo | CIYes ONg{ OYes ONo| OYes ONo
OYes ONo | OYes Mo OYes ONo| OYes ONo
OYes ONo | OYes/fINo [1Yes ONo| CIYes ONo
OYes ONo | 0Yés CONo OYes ONo| OYes ONo
OYes ONo | FlYes ONo CYes ONo| OYes ONo
OYes ON6 | OYes ONo OYes ONo| OYes ONo
OYes ZNo | OYes CNo DYes ONo| OYes ONo
Dﬁg ONo | OYes ONo OYes ONo | OYes ONo
DYes B0 TOVES TNo) DOYes 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 [BJ:,’ h‘ Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- g,H;y)m RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score; ﬂ.’ il P Phlebitis score:
NOTE : # To be assessggwilhin 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.IL.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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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 (Inftration| 2 =18 | Sign | | Date | Time |Phiebitis |infitrationf 5™ | sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | COYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[IYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[Yes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | COYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OiYes 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 CINo CINA If Yes specify-
Phlebitis score: Philebitis 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.ILP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following Is | ALL of the following Is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
% Slight pain near V. | % Pain near V. Site | % Pain along path of | #% Pain along pathof | # Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema | cannula # Erythema
near .V site # Induration # Induration # Induration % Induration
# Paipable venous cord| % g;:g;‘;'“ Yorios cord
| OBSERVE CANNULA | OBSERVE CANNULA ot %ﬁﬂ&?’%m ﬁéﬁgﬂoﬁen Es%iﬁmo@ )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part- 1.

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

TQ.F‘?]\ Patient / Learner Literacy: (]

GUC—'B?nszsos

Mrs VARSHA g

05-08-1p99

Dr. PRIYADHARSHIN] §

I

1P1 800036457

23\'11“105 F)

L

I
Read 1 Wiite I'“ﬁpeak/j'ﬂllfngmss toLeam: _Ys—HG” Healthcare Literacy: ekl — i

2

_

Rainbow”®
Children’s

Hospital

I ks 5 lot o et the Btke.

® BirthRight

BY RAINBOW HOSPITALS

Tour Right o & Safe Dstivery

10. Fall Risk Education

Identified Edu Needs:
1. J’“\M‘ Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
gt 3. Pain Management 7. Infection Control Measures Safety )
:f L}D¢ Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il
Use codes from the list in part Il
Date Time | Need Information Taught = Comments | Ofnater/
Person Taught m Teaching Tools um Understanding N
educote [pfosrmabodd_ o | (r_j
[S}.:fﬁ ’S])h" S P] c FO Dt SMone. O(foj NOsR 70@ /
'\P, < ap O txocatmepk J &
| . i ¢ Qbout brear geg| 842
W) .,M 0 . N @@.Q
\‘oh' 3 l’!g E Fe.@c,{_u} PoS Hon Pd}f'b‘“ IS o) NO
4N ¢ P[P a_ﬂDOCU(;? ; -~/ 0. O ~t/| O} gj@&\

i/ ' o Dcf“’ Wt (00 N ¢ S O’ oo
Part-lll: CODES

Who was taught: !’P‘Pm / F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)

L Barrers 4. Language Barrier 7. impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. CulturaVReligion Practice

2. Physical Impairment 5. Educational Level 8. Responsibiltties at Home 11. Beliefs and Values 14. Others (Specify

3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences __ 12. Impaired Vision/ or Hearing

Teaching Tools Used:  A: Audio  D: Demonstration V: Video 0-_Ora .~ P: Printed

me&

" None 3. Reassurance & Support 5. Respect values & befiels 7. Other, Specify

2. Obtain translator 4. Teach Family / Others 6. Respect Cuftural / Refigion Preference

Understanding: 1.Verbaitzés Understanding 2. DemonstratesUnderstanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY S ITE}

Data: [S-I :F { 2
Pre - Existing Risk Factors "Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity o ) or2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Muitiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Pfolonged 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
QHSS (first trimester only) 4
Qurrent systemic infection 1
Immobility, dehydration 1
Total O |
Signature of the Nurse ' 'Gfio D W
Action Plan ’ ol

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

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




D pr\‘doadkw\égf«_

DE'P%
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PATIENT TRANSFER FORM Hospital _ | ) zmeenmnes
—  GUC-00032505 1P18-00036487
B :lsr::::::em ¢ 26Y1IM10D  (F) Date & Time of Admission Date & Time of Transfer Order
Dr. PRIYADHARSHINI S M
0 A AR (| F2b @y 8|S [#2b@ b Y9~
B Treating Consultant Name Transfer Ordered by ' Reason for Transfer

Puatten —IE

e

From Unit

L PR

To Unit

7 Effooy

Information to Attendant

Yes B,/7‘!0 O

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Cosestack Crey Ll WeES
; If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. iterm Name Quantity

1.

2

3.

4.

b

' Shifting Summary / Notes Written by Doctor : Yas.E/ / No [

Name & Signature of Person who is Transferring

=

Name of Person Ordered Transfer

[ patient & Clinical Recbrds Heceived by :

T~

pET!

Date & Time of Patient Received :

Yo oo w6

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

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

] Nurse not Available

[] Available Bed not ready

A
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- Rainbow® ® I
V2
PATIENT TRANSFER:FORM - (/ Hospital | e e x i v
EE:;:;%?:R.J&‘L" e @ Date & Time of Admission Date & Time of Transfer Order J
T (R ob@ AHEM cliab @ (o - 4R
Treating Consultant Name Transfer Ordered by Reason for Transfer
s t?,wggw? Dy.gjwmg.ghmii PruoHn Mowwgensd-.
From Unit To Unit Information to Attendant

LDP-

Fi fHoos

Ye§E/

No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant -
Yes[] No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltern Name Quantity
s
2.
3. ”
4.
5.

Shifting Summary / Notes Written by Doctor

¢ Yes[] No[T]

Name & Signature of Person who is Transferring

AiSg, OV

L

e

Name of Person Ordered Transfer

\\

Patient & Clinical Records Received by

3‘?”\““" (é\r%(ba

Date & Time of Patient Received :

\W\?Q\?@:K \o* =P

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

[ ] Available Bed not ready
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Time

Signature

Fifths Palpable
Moulding / Caput

Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

Test

Amount
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(

()
(

[ 1
W
0
(T \H\HH\U\\\




Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

Time: e SiQNAtURR:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

Time: e, SIQNANUIE:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

Tlme SIGNAUIE: v

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

L SIGNAUIE: oo

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management:

el SIgNAUIE: v




PATIENT TRANSFER FORM

GUC-00092505

"Z
Rainbow* , . gan 0
Children’s | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takns a lot o treat the Bde, Your Right 1o 3 Sate Delivery

r Eﬁ{?ﬁ: “”:’::":"‘“: Date & Time of Admission Date & Time of Transfer Order
L S\ | B o5
Treating Consultant Name Transfer Ordered by ! Reason for Transfer
o
NS N |
55 gﬁ\?@ o W\’m G
From Unit To Unit

NI

(q\*\ﬂﬂ‘ﬁ

Informatigato Attendant
Yes No[ ]

Number of Sheets in Clinical File

5

Number of Imaging Films

S\

Personal belongings including
clinical docu . I any handed
over'to attendant

Yes[ ] No[]

If yes, what ?

Medications' / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity
1. “Tak ch(u:' SP- —t
E Tal, Ur’oujﬂ Yeng 9
g Un A—QJ f\a_,f n O?
4. Talds. qtlk.‘,mro ooy ﬁO/t}
" . | —

Shifting Summary / Notes Written by Doctor:  Yes @/ No[] w " w Q\f W

Name & Signature of Person who is Transferring

Q7

Name of Person Ordered Transfer

Ne \pav‘iw

Patient & Clinical Records Received by :

L

Date & Time of Patient Received :

\._.J\é
’*‘@,

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

L S0 f°

L}

] Unavailable Bed

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

[J Nurse not Available

(] Available Bed not ready
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INFORMED CONSENT FOR VAGINAL BIRTH 1S322, B

Your Right to & Safe Delivery

GUC-00092505 1P18-00036487
. Mrs VARSHA G
Patient Name : ......ocen. 05-08-1999 281 M0 B) sieeenses UHID NO S oosvesesnsnonsrsapasrnsessssonse

PRIYADHARSHINI § M

gonder: v OF I TH18 o

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

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

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

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

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

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

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

Name of the Doctor performing the procedure: ...... @*Pﬂ‘d"d\"%h‘“ ...............................................................

Consentee : Patient Attendant :

Signature : \fW ....................................... Signature : AJ\JQ?L‘ZA

Name : T‘\T&*VCJS&‘P‘:Q .................. Name : MrMch@ﬁ .................................

Date & Time : lsﬁ_lﬁt[}@}b@éﬂ\» Relationship with Patient: Hqgﬁ,@m@,
Date & Time : 1?}?]2&;{,&(&:"'\

PERBERE) Doctor (who is faking the consent) :

H . f:'ﬁ L
SIGNAIUTE L ccsscsvnssmssmesmmemsprmsmmssms s Signature : ....... /‘d’ .................................................
NBMG © ot Name : .. B Gt @AM .

DAER & THIE ¥ s vuiusicsisanauissiansiosamsovsosussanssonmsnnentesss Date & Time: | 57‘% }w 2 h@éi}\

Docu. No. : RCH /FRM / CLINICAL / 028
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Year of Marriage: Menstrual History: Previous Periods

Consanguinity: Contraception:

|
.r//é
Rainbow” . "
ANTENATAL RECORD L g B0S Children's ..Blrtthght
‘ i BY RAINBOW HOSPITALS
GLU H-.E, gs“pﬂn!-ft‘ah! Nifhe Your ﬁ:hlias:e Delherry
sntenatal No:
o~ T
Reg No: I - ,Dp . Pll{u,'ﬂ deh‘n’
ge=* ————e R SIS T '
': N:mw:_Lﬁ_ES_- _V_HESHH » G“ . _Ag{:_d‘b; Date of Birth_ __ Education: _ ':
E Occupation: . PhoneNo:” ; Mobile :.
E Husband’'sName:. Age ~ Education: _ _ Occupation:__ . E
.: Address _______________,________ e L :I
l: Mobile: i T E-mail Id: ey e l:
F ______________________________________________________________________________________________ .
IMPORTANT FEATURES SUGGESTED MANAGEM ENT
; JmP . asliploo2s 5
: rpp — oflogl 2026 i
: =SS :

Doy N REHFRM CL INICAL 139

Gravida Para Live Abortions
g e S et e e I '
'Sl DATE OF GA s il , o UERY ( ; coe
' NO. DELIVERY | WEEKS ANTENATAL DETAILS MODE OF DELIVERY BABY wT REMARKS |
=—~—-__—-—-—————-—-—- 4 -
L] L]
3 " i E
'. | | :
) | ' :
L} ‘ L I:

=




_ = - .

——

INVESTIGATIONS
777"~ MATERNALEVALUATION ---~-----‘----~-------~------------------------*---------*-------"--;
i Blood group & Rh: Wife AB Ve Husband ICT !
' VDRL  NR HIV N R HbsAg N [R s 2.9bp GCT
E ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS .:
E Date ﬂ*‘_\ Invetigations Report [_[)alc {‘i\ Invetigations Report E
PV | -9 1v1s fls>- 7 :
: T :
' C\/ g R I R | g
Il Wea [1y.q¢ TSw- 3t .:
] o :
: Creaftne| 1. ) :
; H5~ 1o- ¢ - :
; 7 S 5
Tetanus Toxeid: 1™ dose e 2 dose =
..... FETAL EVALUATION .-h-.-_--g--.------_----v---_--__------_q_--_---_-.---------.--.---.----..-
ULTRASONOGRAPHY
First trimester
TIFFA
Date ‘E":\ Indication | PP | Wt.| ¢ entile | Growth Velocity AFI Placenta Remarks

Growth scan

L Dwy O | Q. Rc-ar(@

Were any Prenatal diagnostics done-Yes D NuD IFyes, please specily the details below:

DATE GA/weeks TYPE OF TEST INDICATION REPORT

iéc&d
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----- ANTENATAL ADMISSION - - === === o ==mmmmommommmeee

E DOA Dop | 9? Complaint Management Advice

i QJ\- P&J&-lc\&.ﬁ\md'&m

g Qg3 1ban-02—
“““ BRIEF DELIVERY NOTES el

Gestaional age:
Type of labour: Spontaneous

Induction:- Indication

Induction:

Date&time of delivery:

Indication:

SALIENT FEATURES:

Postpartum Period:

'

:

L]

Method - PGEI[_] pGE2[ ] :

Mode of defivery: SVD[_] avp[_] Vacuum[ | Forceps| ] '
Caesarean section: Emergency E] ElcctiveD ¢
:

L]

Baby deuails: Girl [ ] Boy[_] w Apgar score: ) - ;
— - —_— '
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GUC-00092508 IP18-00036457
Mrs VARSHA G

05-08-1999 26Y11M10D (F)
Dr. PRIYADHARSHINI S M

([T T Raintow. | @ BirthRight

Hospital il
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: ]S'J:H.S)-E ............... Time of Arrival: .........\3. PHPX.....  Time Seen by Nurse: LFFM

1) Level of Consciousness: &M@Zs O Semi-Conscious 0 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

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

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

O Decreased Fetal Movement OJ Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement O Other Reason: Y5.5,;.{.1&...C‘..c:ﬂ:')‘?lI’JG?..J:‘(T)QDb

3) Vital Signs: Temperature: ...f}:@fFPulsa: Gﬁtdiﬂ)«ﬂ QO)UWDD,Ct‘)V BP: \O\I%,g;h?ﬁa{::; C]7

4) Gestational Criteria:
Gravida: G P L A =

LMP: ........ :J:,g.}..i.oja.\.:" EDD: \Jﬁlmfg Gestational Age: ....3. . im2339. ...

Uterine Contraction O Yes | @ No-170 NA Onset Time Frequency:
Membrane Rupture OYes | NG [AINA | Onset Time Fluid Color:
Vaginal bleeding O Yes u_me/'}u NA | Onset Time Amount:

)i If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes DHNO/E NA | Bain Abdomen / Vomiting
Good fetal Movement 1568 | O No | O nA | 1f No specify:

5) Pain Screening: Numerical Pain Scale (NPS)
Lo ) | | | [ l | | | |
-+ A I I T I ) | ) | 1
0 1 2 3 4 5 6 7 8 B 10 |
No Pain Worst
possible pain

@ Location:
© DUration: ... A2 Secrecrcessssns s DAYS / Weeks/ Months (Strike out which is not

applicable)
@ Character: I\j Lc_‘,/
© Frequency: N ) -

o interventions: ... ;g [Lercnicnciiniiiniiiiiinnns
6) Past History:
) SUIDBTI0E: i B Moviiiicicnimmmimmmiissmsissnivinsssssasisnssponsrssssssssasanevesnssssagosasentonguinssasasassesnas

b) Medical:.....\—.}‘.!.o....ﬁr):l’;j y... 2l ckS...a c.c.a.&f.cmaﬁ .............

Docu. No. : RCH /FRM / CLINICAL / 098




Fatlent Sticker

7) Allergy:

8) Current Medications: [:-Breraial iamin I None

8) Prenatal Medical History:

e

O Chronie Hypertension
O Gestational Hypertension

O Diabetes

OYes O N'U'%es) e e

O Others: .......ccceuenen

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

Triage Category: (Please tick on the category)

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

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

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

T Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
(Hnm:mj Immediate < 15 minutes <30 minutes < 60 minutes = l{gc{m:?“
Re-Assessment Oumtiouens titiog Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Eary Labour/ | Discomforts of
Labour / Fuld Imminent Birth lwabnurf PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
eeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtension > 160/110
Hypertension Seizure activity e headache, visual | > 1450 wittithout
disturbance, RUQ pain m signs
Atypical FHR tracing,
Abnormal FHR tracing normal
Fe Aasasanam Non-Fetal Movement anlsaasad fatal movement
@Acute onsite severe ©®Major trauma oAbdominal/back pain @0ngoing @Anything that does not
Others abdominal pain ®Shoriness of breath greater than expected in |  from out patient clinic seem to posa threat to
@Altered level of ®Unplanned and pregnancy (for hypertension, blood | mather or fetus
consciousness unattended birth ®Flank pain / hematuria work) @Cervical ripening
@Cord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected MVC/Aall) previa protocols
distress .Nausmlnmmrm ®Pre-bookad visits (ie Rhi
oSuspected sepsis and prommsrTm
. .sm of infection (le injections, N
dysuria ,cough, fever, | ®Assessment for version
chills) ®Rashes

Time seen by Doctor: Ll,.])m .....................

Vs om 28002 .. Nurse Signature: @;ﬂrﬁ)dﬁ

Date: [f}'{' L;a . Time: ... 5. Q(y;N

Nurse Name : .5 1n2
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GUC-00092505 2

Mr‘VARSHﬁG . > [

o asyrimi00 © Rainbow . L

O, PRIVADHAR Children’s @® girthRight
ﬁwmﬂﬁ

iy Childie | (g ez
LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: Lg’l’ij—l_ﬂmb

Baseline Information:
Admission From: OV ER CopD [ Admission Desk [ Others: specify ... L DR
Primary Language: O Telugu [ English O Hindi D@erﬂ Tc:u‘o \ )

Do you requirean interpreter? C1Yes

source of Information: i O Family [ Others

personal belonging if any: OJeqar] O NosgRing ~CJBangles O Ankets  CIFinger Ring  CJBraceles

handed OVert0 ......eewwmeees HLLKE-Q_}‘JB ......................................................................................

Allergles: C1Yes Dm/DAedicaﬁons O Blood Transfusion [ Food (10 R
B s T it

Chief Complaints: ...... mmcz,{?ar ..... SQ]PQ' .............. Doctor Notified on Admission: m@&:ﬁ

I ) =X an.mQ..D\:;' Name of the Doctor: .2 A EKY \tﬂ;

................................................................................................................... Time Notified: J—}.P)"‘)

past Medical History: Obtained From L:Lamnﬁ:l Family Member O Medical Record [ Other (SPECHfY) «.ervrvereeseee
Past Medical History Past Surgical History \ Previous Hospital Admission
Bo ap] |
VACS
oo S N[
&

|
Yhol Group: Bfa‘lfbgl’c NF?HAP: D..Sir.l.Q][?-gEDD: \}?.‘5 }2.[:) Gestational age during admlssiun;%.;.m‘t

Contractions: ... R E————— vaginal Discharge: J\JL(.«

Obstetric History: i - S O L eenpisiiiiiaes K simidaeaoss —Previous LSCS T s

Height: Lbo"; Weight: oS CBM: .

.......... q E’fp HR: . K S lopre HRDQ}: s BP: ..|.Q.\,lﬁ:.3>. mgﬁfﬁﬁcj/ :

Temp:

rl-llgh Risk Factors: (Please niacthyﬂJﬁnn (v )the boxas a cable) , J
O Hypothyroidism O RN Incompatibllity O Fertilty Treatment |
] Hyperthyroidism [ Previous LSCS {7 Preterm Labour J
{1 Hypertension [ Gestational Hypertension O Others: (Specify)
O Diabetes ;;Wsm\c History
i

O Anemia @_boeshy (BM)
| O Twins / Multiple Pregnancy J

Docu. No. : RCH /FRM / CLINICAL / 138




Family History: 3 N Abnormalities Detected
O Hean Disease Hypertension O Diabetes O Stroke O Seizures

O Liverdsease 7 ey, Febles . —T i

Fall Assessment: EI«Yes/E No Score.... Q. (complete the Morse Fay Risk Assessment Sheet)
Risk of Pressure Sore: 8Yes Tho score,_ =F (completethe Braden Q Sheet)

O Mobility problem O Walking Problem Wmalﬂy Detected
00 Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING;

erweight [J Poor Appetite > 3 Days O Needs Therapeutlc Diet. -
O Under Weight O Diabetes Mellitus 0 No Abnannamy Detected
Inform consuitant for positive criteria

PSYCHOLOGICAL § REENING:
Bemoperauve CJ Restless O Depresseqd

SOCIAL SCREENING:

1. Marital Status: 3 5106 & Ware O Divorced 0 Widow
2. Special Habits: Smoker: [J yes D’N/7 Alcohol Abuse: OYes One— ) Drug Abusge; OYes o

Social History: Lives with .. UShar

Orientation has been given rding the following aspects:
Call Bell in Reach : E‘ﬁ;o Waste Disposal Explaineg: E’@ No
Infusion Pump : OYes E’N/7 Hand hyglena

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

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

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

Nurse Signature: .
Nurse Name:
Date & Time: ... I,
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o, PRIVADHARSHINI S M Rambow .

(T s | @i thRight

T ——
1t ks @ ot 1o treat the #ge. Your Right to a Sate Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: . lhl.‘?..fi.'.}.r!}.!? ........... ST T A 74 W
Z~ 26 kg/m'
OGN v e Height: Moo SCha Weight:.. b:%ks..  BME D o8 kg/m’
3 0 ~ 30 kg/m’
Food AllErgies: .......cee E—— et
Diagnosis: Mzl c\,%ft m{peﬂmma ....... T BIALE sttt
™
-\ TypeofDiet O Liqud O Sof A formal O Diabetic
| [ Vegetarian M-Vegetaﬁan CJ Vegan
|
\ Diet Advised:
| Liquid Diet- ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups
|
~ Normal Diet - Rice, Rotis, Daland Soft Cooked Vegetables and Curd i
Soft Diet - SoftRice, Dal and Vegetable Curries Soft Cooked, Curd
o Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)
|
\ paffent's / Attendant's Dietician's
\ Signature: \(M\’Q_j ........................................ SIgAtUre: ......... Aﬂ AL | P
\ Name: . VA.E,S.H..H....Z..(H ................................ Name: ....£ 5""{"},4& ...... F@J’\J}Y\ .................
|
| J 'y
I\ Date & Time: lb]oqb&:@ ....... lp"\- ..... Date & Time: .12 2. } e d ......... 1 PM\' ..........
]
\ Doc. No. : RCH/ FRM / CLINICAL / 185 PT.0)
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