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% ° Rainbow Children's Hospital - Guindy
Rainb‘ow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's S TEL NO :044-40122444
Hospital iz b: : WERB : https:/rainbowhospitals.in
wRainbaw

ADMISSION SHEET

Registration Details :

G T T

Admission No : IP18-00036595 Admit Date 24-Jul-2026 Admit Time : 05:38 AM UHID : GUC-00085334

Patient Details :

Patient Name : Mrs VISHALI K Age 27Y11M 23D

Guardian : Mr YADHUNAATH DOB : 01-08-1998

Gender : Female Religion

Occupation Martial Status

Address (H) : NO.68/6, 4TH CROSS STREET, SBI COLONY Phone No : 9677299448/ 9790901813
Chromepet Chennai Tamil Nadu INDIA :
600044 E-mail : NO@GMAIL.COM

Fam)

Aumission Details :

Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX

Room No : MICU 801 Admission Type : First Visit

Contact Details :
Name : Mr YADHUNAATH

Contact Address - NO.68/6, 4TH CROSS STREET,

Relationship  : Husband

SBI COLONY Phone No : 9677299448 / 9677299448

Chromepet Chennai Tamil Nadu INDIA 600044

73;1 atbdft

Signature

or Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN
Referral Doctor  : pr. Mathangi Rajagopalan

Co-Consultant

Specialisation OBSTETRICS AND GYNECOLOGY
Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :111.92

Payor Name . SELFPAY

Printed Date / Time : 24/07/2026 05:39

Printed By : 017420 Page 1 of 2







e . 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 B‘:’:‘E'“ WEB : https://rainbowhospitals.in
w Rainbaw
GEN S (0]
Patient Name: Mrs VISHALI K Age : 27Y11M23D
IP No: IP18-00036595 Sex: Female
Consuitant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No:  8F-OT COMPLEX/MICU 801

Patient, be deemed advisable or necessary.

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

in nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
ca  Of the patient,

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

"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.

(Remivers Signature..................)

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

Signature of Patient/Relative: > J/\)/u_l w[fmﬂa’r'f—\

Name: R \-’% C«.C{l\,»vmc\:ﬂ\ Patient Address:
\

— NO.68/6, 4TH CROSS STREET, SB
Relationship> [\ bovcl COLONY Chromepet Chennai Tamil

Date: ) BT 26 Time: (0G| % Nadu INDIA 600044

Wittness Name: }?}[/,u

Wittness Signature: (y/

Printed Date / Time : 24/07/2026 05:39 Printed By : 017420 Page 2 of 2
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Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OpP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

3% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.I. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

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

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

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

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.

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

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

Pationt Name: =3 \/ 'Sl [, Jc UHID Number: £ 7 1
Self/Attendant Name : ~ yw[waaH\¢ R Relation S HEJ».')I-WN;{

Self/ Attendant Signature : - \/f_\gw[(»._-.‘\f AN Name & Signgture of Financial Counselor

Phone Number : > A
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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)
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r MEDICATION NAME ‘ DB‘SE ROUTE ‘ LAST DOSE
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9 \DG onc
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* C- Continue, DC - Discontinue
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MEDICATION HISTORY RECORDEIVER! )D@Y

Doctor Name & Signature : ..........
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Nurse Name & Signature: &I;JP @:5“62,08
Date & Time &%*ﬂ !::@LIEPN
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i a0 Children’s | @ BirthRight
T Hospital " | ) zaseonocm
. DRUG CHART
Date of Admission: O?H\:Fb% Drug Allergies: W Dfﬁ known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Pleass use only approved abbreviations (refer to Hospital's approved fist of abbreviations).
- Use approved pharmaceutical 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 panels
- nwdateandtmleorstopphgmema!ongwmxmadoctorsnameandslgnnmslbemnﬁoned
- Omyonechanshouldheinuseaianyone&m When the chart is full anew supplement can be kept within this
drug sheet foider;
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug  3) Right Dosage  4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy,
SOS / PRN (As Required Medication)
DRUG : paue
Dose Route Frequency |Start Date| -
Doctor’s Signature- Valid Period| Pharm.
¢ | Additional instructions: =) ) ]
DRUG : - [:ate j
Dose [ Route |Frequency [StartD
Doctor’s Signature [Vaiid Period| Pharm. ] T
¢ [Additional Tnstructions:

[ oRue:

—

Date

Dose Route

Frequency ’Stan DaE]

|| Doctor's Signature | Valid Period| Pharm N
Additional Instructions: T T T T Tt

_-—--—-_-_-_-_-__ ¥

] - sy
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REGULAR PRESCRIPTIONS  Weight. .. fo.coe L‘};a:d. .....................
PDosE Route |Frequency |Start Date] ¢ g O/ )
239 Po op | 2v) 1Y o o ]
Name & Signature of the Doctor
Starting mwﬂgs:
ol gl — e
[ Additional Instructions:
Daily Doctor's Endorsement by a Sign
oRuG: T4b. PUGMENTIN -Dati.f\{ N
Dose | Route |Frequency [Start Datel _ as
b | PO | U1 baly PPN 1
Name/& Sigfiature of Doctor/[
Starting the Drugs:
Wi b
Additional Instructions:
\%)
e
Daily Doctor’s Endorsement by a Sign "INOY
pRUG : T gy - T ON DE pate)
Dose | Route |Frequency Start Dat . NS
ol PO | 17 | 24fy BT/ TV
Nanfe & Sighature of the Doctor . /
Starting the Drugs: : A
Additional Instructions: o
R
A
Eally Doctor's Endorsement by a Sign
e/ ) “
orus: g p. AN D TenepAn 2
Dose Rodte | Frequency |Start Dat X :
Deg | po L (V) [ %6 baik\ X7

Name & Sigiature of the/Doctor I

Starting the Drugs: /
\tg\.{’lv. [
|~ Additional Instructions: AL .
-1 B /
N 'Wj\f

Daily Doctor’s Endorsement by a Sign
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Signature

Welght C”} Ward. ..... L —Dl(
e SRR | e [egss [rgss e ]
Dose Dose Dose Dose J ]
DRUG : O Sion. O Sign. Dc Sin. T
Route Start Date el | e Doss, o 13
Dr. Sign. Dr. Sign. De Sign, Dr. Sign,
Name & Signature of the Doctor . fo Dose <
: Dt Sign. Or Sign. Dc Sign. D Sign.
Additional Instructions: [P e ] -
Dr. Sign. De. Sign. &-Sh. Dr Sign.
Date» '
VARIABLE DOSE e [ M e s
Dose Dose Dose Dosa
DRUG : Dt Sign. e Sign Dr. Sign. De Sign.
Route Start Date st e - -
Dr. Sign. Dr. Sign. O Sign, Dr. Sign.
Name & Signature of the Doctor ol Duss P =
Dr. Sign, Or. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Dose oo s
D Sign. Dr. Sign. Dr Sign, Or. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication g S Route | Signature | Nurses
1 o) | Frer. = d_, W
W\ g8 INg-DROT N ALe M Bt | P
W TNig SUPOCEF lad | o | 4
AW Q. % (TD) G — N3 | 2
7] 24 INT-QPP ¢EF 29 D
24 3} \()W“ L. ol W ) EE %
% S '
)42 \0 ) | INT-EPIDEAN| > cc (e 4%
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We |  en |t s a2
B | noo T PHEReRGaY 25y | o | 4o 0
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SEBLNG: ... REGULAR PRESCRIPTIONS _weign 3244 ward ....4DB-
J

pruG: JUSTINV SVPPISITIRY Dater NI 3o
Dose | Route |Frequency |Startpt| | /
(0 | pa-| (7 | 27

Name & Sighature of the Dgctor  /
Starting the Drugs: /ﬁ(
A pu '

Additional Instructions:

J V)'v

Daily Doctor’s Endorsement by 2 Sign

DRUG : Datet | '

Dose Route | Frequency | Start Dt.

: Name & Signature of the Doctor
Starting the Drugs:

S0 1111 PR SR

Additional Instructions: R e .

Dally Doctor’s Endorsement by a Sign
L__——————_____________-
DRUG :

Dose | Route |Frequency |Start Dt.

Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

VERIFIED BY : NAME .....oovvuecmmmmmsssrnssssiasminssmssessssssasssssssess

Daily Doctor’s Endorsement by a Sign

Date

| DRUG:

-'| Dose | Route |Frequency |StartDt.

l | Name & Signature of the Doctor

Starting the Drugs:

‘ Additional Instructions:

~ Daily Doctor’s Endnmmsni by a Sign
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e

Patient Sticker ggii?t?;?;’s . BirthRighf'

Hospital o s s

Sheet No: ........... REGULAR PRESCRIPTIONS Weight ............ Ward...............
Date

DRUG :

Dose Route Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Doctor's Endorsement by a Sign

DRUG ;

Dated

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
e VOO

—_—
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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Tt-tames o Jo2 to treat the it Your Right to 3 Sate Delivery

Early Warning Observation Score Chart - Obstetrics

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

PR

Date
Time891011121234567891011121234}567

RESP
(write rate in

=30
21-30

corresp, box)

11-20

Saturations

<94 9%

Adminjstered 0, (L/min.)

40
39
38
37

9,dway

36

35 L/
< 35

170
160
150
140
130
120
110 \

100 M\

ajey ueay
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e
N
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70 =

60 //

50 ra
40
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180
170
160
150

140

130 (VI

120
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—
anssald poojg J1jojshs

90
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80
70
60
50

130
120
110
100

90

80

70

60

e
ainssalq poojg Jijolseiqg

50

40

Alert

NEURQ
RESPONSE
[¥1]

I_I__I—_l—'l—_ﬁ_r_l_l_l_ﬁ_l_'_,_l—lﬁ_m_r—[—j

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse |nitial
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~unry w/arning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

D

gq\JDI/’TimeCag@n 1(Z) s sl(s) 7 o |10[11|f2[ ) |23
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7
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) 11- 20 90
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<94 %
Administéred 0, (L/min.)
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[ 20 20 F o)
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RESPONSE Moice
[v] Pain

| Unresponsive
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»
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—
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URINE | | >30 ¥
mls / hour | <30

Protein + +

Proteinuria -
Protein > + +

| Normal
Heavy / Foul
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Green
TOTAL YELLOW SCORES 3] Pl
TOTAL ORANGE SCORES ] Q
Nurse Initial IGH Ml
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1. All measurements in ml,
2. Add up ea{:h column separately. Make additions across the page to obtain 24 trs. total of intake and output.

) \‘:H PR Intake Output ™

. Thrombo-
Date | Time 3#3,5},',';?, Route NG | Diahoea | Vomit |Drainage | Urine | phiebits [ Sign. -

Score | Nurse
1 Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00-am

12:00 pm

01:00 pm

Total Intake : Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00pm | .

07:00 pm

Total Intake ; Total Output :

08:00 pm

08:00 pm

10:00 pm
11:00 pm
12:00 am

01:00 am

Total Intake : ' Total Output :

03:00 am o1 Adrcstlon o‘%\ Lllﬂs =

4]

04:00 am nl.q_g \\Bemf & fSOm] 'IT:\%

| 06:00 am ! [oom |

K
05:00am |y ¢, \og \ocm\ ' . £
o

| 0700 am " Saes (;ngwji . £ i | L0 ;

Total Intake : \{DONJ treSbiy - Total Qutput: 3 copt

N
Total 24 hrs. Intake H 00 N"{‘ i | Total 24 hrs. Output QS'DW\J i ] i
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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.

u\ N Intake Output

Date | Time | Mature Rowte  CY() | NG | Diahoea | Vomit | Drainage | uring
] Mouth | v [ Ng
08:00 am fyzj o ‘ﬁ A 1a|
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| 00am e e\ ot 1L
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01:00 pm . ~ i3
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02:00pm | \y 90 [ 4 nord 19
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1002 0] 300 h
0y >0 101
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It takns 5 bt 1o traat the itse. Your Right to a Safe Delivary

OBSTETRIC TRIAGE ASSESSMENT FORM
Date: O%L:F[DLQ ~ Time of Arrival: ({%(:‘H"‘ Time Seen by Nurse: -ELN‘XL“’QW

1) Level of Consciousness: Gﬁnscious OJ Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

O3 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
CJ Bleeding PV: Slight / Heavy I Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Flupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: ..
aebf [ ga/m@ 2y g2 92|
a 8) | Vital Signs: Temperature: . Pulse: J2\n? RR: .. el Spo;: 5]‘5/ B Weight: .4 2| 7
" 4) | Gestational Criteria:
L Gravida: ] G P v__,, L N A —
Pslulac log] . A&E0 Lolep
LMP:... 22 M\ 2K.........  EDD:.1 08 .28, Gestational Age:..af.:.0 L2llp
Wten‘ne Contraction [Uf{as ONo [ ONA | Onset ]:f [}Jo Time Iﬁm Frequency:
Membrane Rupture O Yes EHOE OO NA | Onset | Time Fluid Color;
Vaginal bleading! OYes | oo | ONA | Onset Time Amount:
e If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia plymptoms O Yes Eﬂ O NA Pain Abdomen / Vomiting
LGnod fetal Movement 2 s ONo [ NA | IfNospecify:
m 5) Pain Screening: Numerical Pain Scale (NPS)
[ /ﬂ | | | | | l | | |
r I I I I ] ] ] ] | |
0 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
o Location /vau M’CLM Pm A
o Duratlon M sk ... Days / Weeks/ Months (Stﬁke out which is not
| applicable)
® Character: $
R Mld
® Frequency:

o Interventions:...........Cq—?(rr{ﬁdn@qf;:f&.....fﬂi I, 1o memsesmsnssssessmisisnsl
6) Past History:

I R e

b)  Medica ............... Hm; ffsprerd. o ok 7,%,‘& e ;
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)




Patient Stickes

7) Allergy: m'é E@. HNBS | ciicissusinsisnmnosasinse

8) Current Medications: O Prenatal Vitamin O None (2 Others: (Tﬂ[.?"rf“‘j“”*(""“(?ﬂ%\jw'a]

9) Prenatal Medical History: SFama
& None O Gestational Diabetes _
O Chronic Hypertension O Low placenta "
[J Gestational Hypertension CLthers if yes, specify u‘{ rffﬁrtl"mk’f%ﬂnw
O Diabetes 3F6m9q,

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 t0 Physician: < 15 minutes & Reassessment; Every 15 minutes)
E/Categuw IMt: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

1 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)

Level 1 Level 2 Level 3 Level 4 Level 5
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
minutes
(Hnl;::c‘ili:um Immediate < 15 minules <30 minutes < 60 minutes 2 l{iﬂﬂmj
Re-Assessment “““““g';:‘““"'“ﬂ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Early Labour/ Discomforts of
Labour / Fluld Immingnt Birth Lwahnmf 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
waeeks
Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual mwmm
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
el hmsmpemas Non-Fetal Movement mw movement
@Acute onsite severe oMajor trauma oAbdominal/back pain Ongoing assessment oAnything that does not
Others abdominal pain @Shortnass of breath mmm:;xpemdm .mmpmm seem to pose threat to
®Altered level of oUnplanned and pregnancy (for hypertension, blood | mother of fetus
consclousness unattended birth @Flank pain / hematuria work) oCervical ripening
Cord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with previa protocols
distress dehydration @Nausea/Nomiting and/u‘i oPre-booked visits (ie Rh
@Suspected sepsis and progesterone
s oSigns of infection (ie injections, NST
dysuria fever, | ®Assessment for version
chilis) @Rashes
Time seen by Doctor: Lo Nikde
- & ) ||
Nurse Name : ...... ‘Afzﬁgvﬁ i PR Nurse Signature: /S.QWCT?

Date; Q‘{\'ﬁ\”’ Time: H’%&m
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: 0711[3 ’0? [’ :
Baseline Information:
Admissionfrom: ~ CIER  CIOPD O AdrissionDesk I Others: speciy ... DR
Primary Language: [0 Telugu EkEngﬂh O Hindi O Others T pvnd
Do yourequire an interpreter? ClYes ETNo
Source of Information: Ekﬂm O Family O Others
Personal belonging if any:  dew Iry [3Nese Ring Zﬁmles O Anklets [IFingerRing O Bracelets
handedoverto.......... UJL"‘*” ................. . SRS S SN 1 SO,
Allergies: [ Yes @fo  CMedications O Bloo& Transfusion [ Food O Other: ........
BYes, IR ..ot
Chief Complaints: f.,m .............. 3870 s M Doctor Notified on Admission: a/s OINo
:1:0 et Db s . Name of the Doctor: ... 126 N‘I’“LG
................................................................. Time Notiled: ...... 27
Past Medical History: Obtained From [J Patient [J Family Member [ Medical Record I Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
[/\QS 'qu" 0 ‘. ",
HTWK?WrLSM I\‘}’ AN
‘M-
Ty Ty e
Blood Group: ........[%.. rf ol LMP: /5. ’ “l:\-( EDD: ]'9]35 Gestational age during admission: Yl ["""
Contractions: . 2. 2n: /mv@m AS. 42 2efec vaginal Discharge: .. £
Obstetric History: G.l.. Pt bauTons Ao Previous LSCS ...
Height: ...féh.k‘.? Walghr a2 f“] BM; .... 32 %]
Temp: ... 8.k, & .. Je. (MP RR:.. 2% [k BP: IJQ‘?E?...... Sp0; ..ovvns A8L......
High Risk Factors: (Please select by ticking (v ) the box as applicable) ,
21 Hypothyroidism O Rh Incompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension [0 Others: (Specify)
O Diabetes O Bad Obstetric History Tl T i, 99 sonii
O Anemia [’ Obesity (BMI) 0 &
' O Twins / Multiple Pregnancy

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




Patient Sticker _ s

Family History: (O No Abnormalities Detected

O HeartDisease [ Hypertension  [-Dlabetes [J Stroke [J Seizures [ Kidney disease
O Liverdisease 3 Other Fatlhe wMettes - f?-'a}szq

Pain Assessment:  Pain: Cfes ONo (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: OYes CINo  Score....O...... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [INo Score.c2.S.... (completthe BradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
C1 Mobility problem C] Walking Problem o Abnormality Detected
3 Developmental Delay [0 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
& Overwelght [J Poor Appetite > 3 Days O Needs Therapeutic Diet. -
CJ Under Weight O Diabetes Mellitus O3 No Abnormality Detected -

Inform consultant for positive criteria

PSYCH?GIEIL SCREENING
Calm & Cooperative [0 Restless O Depressed [ Agitated O Confused
O Others ... PO A— ! '

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: O3 Single m’ﬁad O Divorced I Widow
2. Special Habits:  Smoker: [J Yes E!)le" cohol Abuse: (Yes FI-N( Drug Abuse: L'.IYes‘ﬂ{
Social History: Lives With [‘L*SLD"-” PR
Orientation has be;l?n regarding the following aspects:
Call Bell in Reach :<f1 Yes O No Waste Disposal Explained: £1¥es CINo
infusion Pump :  Cl¥és CINo Hand hygiene Explained: O] Yes 0 No O others
Above information givento ........... [\ A |’
Name of Person Orientation was given to: . M 1. VQL .......
Orientation not given Reason: ....... R
Nurse Signature: . /g L“*@ﬁfh
P r2

Nurse Name: .

Date & Time: .. @9“\\:?\.,?’(( “S 4.

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

W
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RISK ASSESSMENT ToOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (T0 BE ASSESSED ON DELIVERY SUI(EJ /

Date: O)li # QJG

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 €.9. 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 | Tor2
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 exceptimmediate 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 {
Signature of the Nurse &oﬂ%;c’-j;%
LAclion Plan

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




DS

RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

'/ If total score = 4 antenatally, consider thromboprophylaxis from the first frimester.
 Iftotal score 3 antenatally, consider thromboprophylaxs from 28 weeks.

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

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

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

; . pate: P 11 8 W% [ o5 24 [7
N ~ Time : 'kr___ r\,! é}l s !\ f
{ 1. Completely immobile: 2, Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l—r \_\ LT
without assistance. to completely turn self independently. independently. A
2. Chalrfest : 3. Wolks occaslonally: 4. All patlents oo young to ambulate; { ’7’
“Activity The degree 1. Bedfast - Ability to walk severely limited or Walks occasionally during day, but for OR wolks 3
f physical activity" C;:nfi ned t .b d non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a g
il bl and/or must be assisted into chair or assistance. Spends majority of gach day and inside room at least once every l 3
wheeichair.* shift in bed or chair. 2 hours during walking hours. - %
1. Completely limited: 2. Very limited: 3. Slightly imied: 4. No Impalrment;
Unresponsive (does not maan, 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 fee! or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort, \1
pain over most of the body surface. ability to feel pain or discomfart over to feel pain, or discomfort in one or %
half of body. two extremities.
Moisture Degree 1. Consfantly molst: 2. Very moist: 3. Og:mlonulry molsi: 4. Rorely moist: )
10 which Skin Is kept moist almost constantly S_ldn is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; finen only requires changing \'
to moisturs Dar_npnuss is detected every time 8 hours. every 24 hours. (_’
patient is moved or turned. }‘ L}«
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: (

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

FE A - {
repositioning with maximum assistance

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

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 posiltion
in bed or chair at all times.*

i

Nutritional Usual

or IVs 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/di
OR rarely eats a complete meal and

provide adequate calories and minerals
for age OR eats over half of most meals,
Eats a total of 4 servings of protein

one another occasionally slides down.
1. Very Poor: 2. : 3, 3 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

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

food intake pattern than half of any food offered, generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. k“) 9
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 ar dairy but will usually take a supplement if Does not require supplementation. /
Per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
Supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4E ¢
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation . Excellen (_,{
m;":y::;“ﬁs;:" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be e Normotensive, Oxygen saturation
does not physiologically talerate <10 mg/dr; capillary refill may be <10 mg/d; capillary refill may be > 95%; normal hgb; capiltary refill \f \%
position changes. > 2 seconds; serum pH is < 7,40, 2 seconds; serum pH is normal, <2 seconds.

Severe Risk - lessthan 9 | High Risk : 10-12 |

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

Moderate Risk : 13-14 | Mild Risk: 15-18

| Notat Risk: 19-23

TOTAL SCORE b 9y o7
Evaluator's Name Yyt g
o\\w“}v O
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
© Regular Tuming 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 redi on surfaces Atterna
® Manage moisture, friction and shear ating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk B Gel pads for high-risk areas
@ Position patient at 30 degree Jateral incline using foam wedges .
Alternating pressure mattress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
o Make small shifts in their position frequently - Alternating pressure mattress overiay
o Use same protocol as for “High Risk” Patients High density foam matlress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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Patient ID [— Rt B ikt e g Your Right 0 2 Safe Detivery
Date : T | =i
Time :
ST
[ 1. Completely immobile: | 2. Very limited: 3. Sightly limited: 4. No limitations-
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance,
without assistance, to completely turn self independentiy. independently.
2. Chairfast : 3. Walks occaslonally: 4. All patients too young to ambuiate;
“Activity The degres 1. Bedfast : Ability to walk Severely limited or Walks occasionally during day, but for OR walks frequently:
§ bilty m%m&.. nwaa: ed S.Ea non-existent. Cannat bear own weight very short distances, with or without Walks outside the room at least twice a
of thysical and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
: wheelchair." shift in bed or chair, 2 hours during walking hours, -
1. Completely limited: 2. Very limired: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimull, cannot Responds to verbal commands, but Responds to verbal commands,
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort| Has ng sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness: OR, has or need to be turned; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory Impairment that limits the
ability to feel pain or discomfort aver
half of body.

senisory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

servings or meat or dairy products

only 3 servings of meat or dairy

but will usually take 2 Supplement it

Does not require supplementation.

Moisture Degree 3. Constantly molst: 2. Very moist: 3. Occaslonally moist: . 4. Rarely moist:
10 which Skin is me moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to molsture Dampness is detectad every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: f,‘
Friction  Occurs when Spasticity, contracture, itching, or Requires moderata 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 js probably slides to some extant against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or ather muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative goad positian during move. Maintains good position
surface slide across repositioning with maximum assistance.! in chair or beg most of the time but in bed or chair at all times.*
one another occasionally slides down,
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tybe 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 praducts) 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,

per day. Takes fluids poarly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement,
e
1. Extremely compromised: 2. Compromised: 3. Adequate: ‘ it
. Hypotensive (MAP < 50 mm Hg; Normotensive 0xygen saturation may Normotensive Oxygen saturation may - Excelle %
._uamm_n 1“@““”2 & <40 in a newborn) or the patient be < 85%; hemoglobin may be be <95%; hemoglobin may be zﬂ_—amﬁ_._mzs. qu%m_._ mm”_._aua:_
xygen does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dr; capillary refil may be > wms. normal hgb; capiltary refil
_ position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, < ¢ seconds.

Severe Risk : less than 9 | High Risk : 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Notat Risk: 19-23

L

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule : :
o Enable as much activity as possible High density foam mattress
15-18 At Risk @ Protectthe heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
©® Manage moisture, friction and shear Alternating pressure maress overlay
o Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients g
13-14 Moderate Risk - 5 I 3 i ’ Gel pads for high-risk areas
o Position patient at 30 degree ateral incline using foam wedges Alternating pressure matiress sveilay
@ 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
o Make small shifts in their position frequently Alternating pressure mattress overiay
® Use same protocol as for “High Risk® Patients High density foam matress
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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Morse Fall Risk Assessment Form

%
Rainbow® | - -
Children’s [ BirthRight
Hos pital . BY RAINBOW HOSPITALS
Tt takes a It to trest the litta. Your Right to a Sate Delivery

| ) |}
Date / Time -
nhoose Highest Applicable Score from each Category ——gé?;——gyj—k—i-% QA?J—:LJZE Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O 0 O Risk Level Morse Fall Score Action
MFS)

Secondary Diagnosis Yes 15 (
(more than one diagnosis) No 0 /D) ) )

Furniture 30 : Standard Fall

; . [ Low Risk 0-24 ;

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

None /Bed Rest /Nurse Assist 0 O O O
IV / Heparin Lock or Saline ;es & ) Ko 20 Implement

: - 2 Moderate Risk | 25- 50 Moderate Fall

Impaired 20 Prevennqn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention

Normal /On Bed Rest /immobile 0 © 0 6 \mpleinest High

Forgets limitations 15 — Risk Fall
Mental Status . High Risk > 51 ?

. Oriented to own ability 0 9) 0 © Ei:ﬁggggn
Total Morse Fall Scale Score: ¢ 220 20
0 " .
Signature 8%%\{ '0’%3 Z\
T \]

Tick (v') whichever precaution taken.
Risk Level and Interventions

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

1 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
O 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






R . ;/_{f-‘ < Patien hc:uc‘;f:::izia: IP18-00036595 waas
ainbow . o
Children's | ® BirthRight |0, AT
BY RAINBOW HOSPITALS
Hospital " |\ scumsumst ST ——
L PHLEB'T'S ASSESSMENT j Consultant ............J
CANNULA 1 CANNULA 2
Date: %y ‘?‘% \ 2k Time: = pm Date : Time:
Location : p 4 %“"‘P’*—D Location ;
Size: (g (A v o || Size:
Cannula inserted by: $[n. '&h@ézﬁgq g Lﬂ%{‘p Cannula inserted by:
Date | Time Phlebitis lnﬂltration’ Im’:m Sign Date | Time Phlebitis |Infiltration mm‘% Sign
W Abs | Fnm [Dvee T DYes Ono| SRS -& OYes ONo| OYes ONo
| 1 A% _ |OYes o | Oves P1io Opse™ | DA ClYes ONo| OYes ONo
\1)_[Oves oo | Oves ONo| o8 | v OYes ONo | OYes ONg
| 120 [Oves oo [avee DNofovsn' |t OYes ONo | Oves Ono
2 Dro |Oves D‘No-‘ﬂs_ﬂﬂo‘@l:&g,, 7{;;,;- OYes ONo| OYes ONo
DYes ONeT6iVes ONG] 7 | conn ék OYes ONo| Cves ONo
A OYes ONetDlYes Cio] K Lo OYes ONo | OYes CINo
| | 1) Pry_|O¥es ONer] B1Yas O] ey OYes ONo| OYes ONo
I _n i |OYes DOYes E]ya‘ DA FL % OYes ONo | OYes CINo
| pw [ove Oves Bl U OYes ONo| DYes ONo
S H iy [OYes Opo EIqu,yEﬂ: ;:DL \& OYes CNo| CIYes CONo
1B |OVes ONotOYes®o| il | OYes ONo| OYes ONo
| OYes ONo | Oves Bio| DYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
. OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo,
OYes ONo | Oes ONo OYes ONo| OYes ONo
OYes ONo | Cives N OYes ONo| OYes ONo
OYes ONo | Oves g =y OYes ONo| Oves o
[ OYes ONo | OYes CONo OYes ONo| OYes OINo
OYes ONo | OYes ONo OYes ONo| OYes OINo p
OYes ONo | OYes CINo OYes ONo| OYes ONo,
OYes ONo | OYes CNo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes OINo| OYes ONo
DYes ONo | OYes DINo OYes ONo| OYes ONo
; i ime : : OYes ONo, if yes date and time :
g;n:#¢1g%g;vde?ﬂ\%ieaﬁg Bh'lfgel?\g:;es::giftwe . g;n:#;ﬁgﬁr:t:\ée:dﬂ\%seém DNAY 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

Oac. No. : RGH / GOY ( FRM / CLINICAL /137




(" PHLEBITIS ASSESSME

NT AND MANAGEMENT RECORD )

Cannula inserted by :

Cannula inserted by :

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

Sate | Time |Phicbitis [nfitration] teer | Sign | | Date | Time phiebitis [initration| orory | Stgn
OYes DONo | OYes ONo [Yes CINo| OYes ONo
[Yes CINo | OYes ONo [Yes CNo| OYes ONo
OYes CNe | OYes ONo [Yes ONo| OYes ONo
OYes OINo | OYes CINo [ClYes ONo | ClYes ONo
OYes ONo | OYes ONo [lYes ONo | OYes ONo
OYes ONo | OYes ONo [OlYes CINo| OYes ONo
OYes ONo | OYes ONo [ClYes ONo| OYes ONo
OYes ONo | OYes ONo OlYes CINo | OYes CNo
OYes OONo | OYes CONo [CiYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes DONo | OYes ONo [lYes ONo| OYes ONo 1
[OYes ONo | OYes ONo OYes ONo| OYes ONo
[Yes ONo | OYes ONo [IYes ONo| OYes ONo
[OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OvYes ONo | OYes ONo OYes ONo | OYes ONo
[OlYes ONo | OYes CNo CiYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes CONo| OYes OINo
OYes CONo | OYes CONo OYes ONo| OYes ONo
OYes DONo | OYes CINo [OYes CINo| OYes CINo
OYes ONo | OYes COINo CiYes ONo| C1Yes CINo
"\ Cannula removed : OYes OINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : % To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
- V.1.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) B
0 1 2 a 4 5
IV site appears healthy EviNE e::. the '!ultnwing is I:;doa nolf: the following is 251'& :rf\ tt:i-m following is J:!;ila ::1 :1:" following 1,: ﬁ; ::1 tm:d m >
Siponrowiy | Sranner vSte | APSUEED | S wtana | 2 skrgpaici
near LV site # Induration * I::uamﬁonm ?T::Langym o c.ar::g‘laam:m
# Palpable venous cord # Palpable venous cord
OBSERVE CANNULA | OBSER RESITE / REMOVE RESITE / REMOVE RESITE | REMOVE > Pyrexe
® VE CANNULA | GANNULA GANNULACONSIDER | CANNULA CONSIOER %W
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Dr. MATHANGI Rw\somunn " Children’s ‘ BIftthght
A Hospiol e —
PAIN ASSESSMENT FORM o | W
Date Time Pa:;ﬁgl;re Location Duration Acuity Charactler ’ m m‘l o/ Famiy Intervention Sign
1 )
| voe~ | O Continuous | EAcute O Sharp  CJ Duil BHincreasing | B'Yes ,mcam, .
conN\ ud® _ 3 . (Lt e o) Cr
-’k\'\ \lﬂ) Kb [ ) |0 Cr‘vt o |_Cintermittent | [ Chronic {[JAching [J Buming | O Decreasing | O No ID&_{) Ho ;(
5ot -0 Continous | Odcue— | OSap OO | O mereasing | 65— | provi JE
04 1Pl Ppr 17' Aing | Dlenien| Clnge | Cy ‘0w |5 i) W0 STy o] ¥ o BT
) _ @piiiod.0 Contuos Cldeste— )| OShap 10wl | O Increasing | CH¥es”
qum b@w l/lo &”ﬂ [3-latermittent | O3 Chronic D_&:hﬂ@rﬁﬂunmg Di-erréasing | O No G (bR ([I=——
* T v ! D c s ] el
W ontinuous ’I;&;utr [ Dull yneasm _DlYes ewmy .
zg]':[fbt Pk | &LO FPglf‘! O Intermittent | CJ Chronic aﬁu 0 Buming | O Decreasing | [ No Pediet- L
O Continuous | [J Acute O Sharp [ Dull O Increasing | O Yes
O Intermittent | 3 Chronic [ Aching [ Buming | [J Decreasing | [J No
O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes
O Intermittent | [J Chronic {1 Aching [J Burning | O3 Decreasing | [J No
O Continuous | [ Acute 3 Sharp O Dull O Increasing | O Yes
DO Intermittent | £J Chronic [J Aching [ Buming | [ Decreasing | O No
[ Continuous | [J Acute O Sharp O Dull [J Increasing | O Yes
O Intermittent { [J Chronic [J Aching [J Buming | [J Decreasing | [J No
O Continvous | O Acute [ Sharp 3 Dull [ Increasing | [ Yes
O Intermittent | [ Chronic [J Aching [ Burning | [J Decreasing | [ No
O3 Continvous | [J Acute 0 Sharp [ Dull O Increasing | O Yes
O Intermittent | 03 Chronic [ Aching [ Burning | [J Decreasing | [J No
Re-assessmen Frequency:
1. Emngmhanhiwm
2. For post-surgical patients, patients with Cheonic pain, patient with severe pain:
2) mmmzmuuwum b) Then every 4 hours.
¢) Priof 1o pain pain-refieving intervention. d}  Within 30 ~ 50 minutes aftes pain relie inferveation.

Docu.No: RCH /FRAM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

~

Ft ACC PAIN ASSESSMENT SCALE (1 Mesth le 7 Years)

SCORING
CATEGORY S
] 1 2 ]
: ) | Occasional Grimace o Frown, Frequent to constant frown.
Face No Particular expression of smile .} yithdraw, Discriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, lense Kicking, o legs brawn up
[ Laying quiety normal positon, Squirming shifting back and
Activity moves easily forth, tense Auched. cight, or Jerking
Moans of whimpers occasional Crying steadily, screams of sobs.
Gy No Cry (Awake oraseep) i lsnareven
Reassured by occasional touching.
Consolabiity Conte ¢ relaxed hugging. or being taked to. Difficutt 1o console of comfort
distiactible
- Meeastal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment _ Sedatien Hormal “ Paia / Agitatien
Criteria
-2 -1 (] 1 2
Crying No Cry with painul | Moans or cries Appropriate crying Not] Irrtable or crying al High-piiched or silent-
Ieritability stimuli minimally with painful| iritable intervas consolable | continuous cry
simufi Inconsolabie
Behavier State | No arousal to any Arouses minimally 10 | Appropriste for Restiess, squinming Arching, kicking constantly awake
stimuli stmufi gestational age Awakens frequently | of
No spontaneous Litle sportaneous Arouses minimalty / no
movement movement {not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriaie Any pain expression | Any pain expression
Expression | No expression with sGmus Infermitient continual
Cxiremities | No grasp reflex Weak graspreflex | Refaxed hands and Intermittent Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone o finger splay splay
Bodyisnottense | Body is tense
Vital Signs HR | o variabiity with | Less than 10% Within basefine or | Increase 10-20% Increase greater than 20% from
RR,BP. 520, | stmuli variabiity from normal for from basefine paseline, Sa0, less than or
Hypoventilation or basefine with simuli | gestational age $30, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | Slow Tecovery Out of sync of
recovery fighting ventilator J




) :i°“°:$§3: ) IP18-00035 555
;:-:;‘;n;a zr 4 :1 M23ip (f Rain l%w' \ :
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD ﬂﬂlllﬂﬂl/llﬂllﬂlﬂll Ghilaren's | B BirthRight
: Hospital | () amwmmou:
Part - 1. :
Patient's / Leamer Language: .. (TO‘-"‘MJ - Patient/ Learner Literacy: 1] Read & Write | ¢#Speak Willingness to Learn: Yés" NO  Healthcare Literacy: e8] No_J
Identified Education Needs: 10. Fall Risk Education
1. v at Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis {'_Qorns 28woley 3. Pain Management 7. Infection Control Measures Safety _
Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care - Medication / Therapy (safety, effects/ side effect,intoractions) 9. Nutriton / Die 13. Risk/ Safety
Part- Il
Nosd Use codes from the list in part 11 —’
Date Time identified Information Taught Co 3
Person Taught %'m'ﬂ?.' Teaching Tools w Understanding e
,",;vf,oU'Yr\ D‘r/a.mf\ atlrostt ;I;‘—'ﬁa,aﬂq < N~ A . v L,,Q.M-{ ( E ( 2 2
;H\i\" SPm T toen) Ensom (;\{DMQJ vogiad ool ey ) FaQ—en } lm O,@cxﬁ flove bl 4 jﬂrﬁe/ St
o | QA | [ QW 4 Ci# .xi&njrf &0 e
< 7 |es| B et 1 ovel @ (00 [oop

Part - Ill: CODES

Who was taughi: ( FTl)’aﬁem F: Father M: Mother §: Spouse Sn: Son D: Daughter C: Caregiver O:Omer{Speciiy}A
ﬂj.gﬂﬂngBllﬂln =3

Nnteanhgﬂamsrs 4. Language Barrier 7. mmairednmmﬁ'ocess.f{:ogmmnnﬂaﬂons 10. Financial Difficulties 13. cmmrmmmmca
‘f cal Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Vales 14. Others (Specity ..................
3 Emolicm{Balﬂefs 6. Desire / Motivate to Learn 9. Cultural Drﬂmm 12. Impaired Visiony or Hearing
Teaching Tools Used:  A: Ao D: Demonsration V: Video ( 0;) Ora P: Printed

fo overcome barrier/s:
1'5. None 3. Reassurance & Support
2. Obtain transiator 4. Teach Family / Others

5. Respect values & beliefs
6. RespectcmunlIWm Preference

7. Other, Specify

Understanding: (i Verbalizes Understanding

2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FHM!CLINIGM_J 187
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010p.gpll K 600036595 i Children’s @ Blftthght

" MATHANG o Y o Hos pital BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

-ﬂ///ﬂﬂ/ﬂﬂMﬁﬁﬁ/?Wfl/ﬂ | BREAST FEEDING HANDDVERI:.!;:M
ASSESSMENT FORM

1. Breastfeeding initiated?
. Yes O b.No

2. If No, Reason

3. Nipple condition:
O  a. Nipple well formed
.Flat nipple
O . Inverted nipple
O  d. Short nipple

4. Milk flow:
O a. Good
. Jrops of colostrums
O ¢ Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PTO
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6. Was the position explained:
“Ye
O b.No

7. For Caesarian mothers: (M p)
O a. Mother is required sit and feed from the 4th feed

O b. Please explain football hold

s Nicuadmission: (I]B)

0 a Mother needs to stimulate her

breast for 2 min every 2 hours

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

9. Additional notes:

Continuity of Care:
Lo=2
B ps
T =1
O =9
P
o)
—
, WM
Handover Given bY ... X bussszmmmmmmmngrmssseeees Handover taken by ..........
~ @OE’
6 \9
LIRS SIGNALUIE L.vverersemrsranasnns

SIGNALUTE ...ovvvvvvsesssssssninssssesssslhreeses

Date & Time: 9“1]?]9-09-5@ - Date & TITIEL ooeeerrcmsmornmmsrise o snsssssssssssnsnsss

...........
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Rain' ow® . .
Children's | @ BirthRight
PATIENT TRANSFER FORM Hospital | () sseeonusthe
— GUC-00085334 IP18-00036595
F M':‘? ;;?u “ 271Y11M23D  (F) Date & Time of Admission Date & Time of Transfer Order
Dr. MATHANGI RAJAGOPALAN — ] STV\
T gt 29 [#]26@ CBass | 24| thb@ EF
weaung vonsultant Name Transfer Ordered by Reason for Transfer
D v matl Qna ) D ,_”D'ng Q-ME,‘ @?Mﬂl@& UV{ULF
From Unit To Unit Information to Attendant
D Fas— 0
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
Clinical documents. If any handed
over to attendant
CasaShao b CTGt s N3
* If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. C Bugmopki h [©
: L pas :
3 . Par e
4. g'
: ’%_5&";1 D

Shifting Summary / Notes Written by Doctor:  Yes M No[]

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
Mw : v

Patient & Clinical Records Received by :

L tﬁ;. b

Date & Time of Patient Received :

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

/%@F%N@?W

tick the reason mentioned below :

[ Unavailable Bed

(] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

(] Available Bed not ready
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INDUCTION OF LABOR CONSENT

GUC-00085334 IP1800036535
Mrs VISHALI K
Name: .........  01-08-1998 VUMD () coeeeenmensserosneenenies AGB i, Gender: Male Female

Dr. MATHANGI RAJAGOP,

e 1117 AT —— DG e

You are scheduled for aninduction of 12bor on ... (date) At ..oovvvivecreree e (weeks of gestation).
The reason for your indUCHON IS .......c.o i s S rerse s TR AT

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
| have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient
Signature: @t 0 o K

Name: mmViM ....................... .
Date & Time: ...... D—z{\'—?)ﬁ.-‘: ............................... Relationship with Patient: ...t} Ms

| Date & Time: Q&g]’f?lz’—‘c ......................

Doctor: Witness

Signature: ..o Wﬁ% .................................. oo T 111 N et S T o R B L IR
NATIE: ....coiisinerivint Dr\hw% .............................. NAMIE: o voetveeessese s sse st eesesesaessss s s amsrssesssssssses s esares
Date & TiMe: .....covu.vn: -Qtf}? X S DS B TG s oomasoetsssss s s RsaETs

Docu. No. : RCH /FRM / CLINICAL / 173
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Rainbow” . e
: . ~ Children’s @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH - Hospital_ | @ zmnests

’ L ::c\}f:::ﬁ;: IP18-00036595
Patient Name & ...t g:-l:':ﬂ'l':iuaj 27Y11M23p (F)  wrvessnssissinon UHID NO & oovveiiieesineesnnssissssssssssnsssneinsissnssssisessis

Gender: [ Male [ ,”””"”m'mnmmm’,” O yi 11— |

| hereby authorized the performance of the following procedure:

e The Procedure has been explained to me in general terms and | understand that:
e Theindication 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 either naturally or with possible use of force
: vaguum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
mthe?rectmy) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
angsthesia 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, atternatives 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 heaithy 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 DIOCBEAUTE: c.vvvvveevusseerssssasesssssessesssssssssas s e sass 4448 AR

Consentee : Patient Altand%nt : I
Signature : *\@lwg ................ Signature : ... A ol Th

Name : fv\l’g.viM .......... NAME & oovrereecennn R léaﬂw\maaﬂ- ........

Date.& Time : 2x.. ?[a.[o ........................... Relationship with Patient: "HW&BQ,DC;} .............

A I e E L L T CE LR LR

Witness : _ Doctor (who is taking the consent) :

Signature s AR O, | S — ¢
. NS saanis e NATIE © oo DUVtW"PM ............... 4
_Date & THME § covvveruimsnisnsmsensssssssssrssssnssssssssssssces BCT T 2 ) ,q fl.'l'b ..............................
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—(__INTRA PARTUM COMPLICATION }——

Maternal: me [ Pyrexia OHTN O Others

Liquor: D/Aéequate O0ligo OPoly OClear

Del. Type: E¥SVD 0 Asst. Breech O Twins

AVD: 0O Outlet O Low Forceps Wuse

O Trails of Forceps

Application, Locking & Traction: ...........ocvvvirenneeeen
Duration of Instrumentation: ........cccvevieimiaeinnen
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Mo/

Catherised : (] Yes
Perineum : [ Intact 1 ar
Suture Material Used: ......./5% f/. C ..... ‘( ”}"?/
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Name: ..............i......
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Record of Labor:

Maternal Condition:

Fetal Condition;

i ‘ Progress of Labor:

| Management: TUE et SUGMAIIE? wocosimstitistiaisin e o enseneses

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: TM: coovprnrccsssmaimsissismasssiciiicses SIGRALUPES ...,

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management. TIMBE i dmmeeneermonnes Signature: .......

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management: TiME: oo, SIGNALTE: ...

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management. 11 Kt AR N Signature: ..o
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