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PROCEDURE
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Annexure-I|
APPLICATION CUM CONSENT FORM FOR STERILIZATION OPERATION

An informed consent is to be taken from all acceptors of sterilization before the performance of the
surgery as per the consent form placed below

Name of Health FaCitY: .o
Beneficiary Hosp Registration Number: ................o...oooveooo Date: ........./....../20........
1. Name of the Acceptor: Shri/Smt. "']RSSJW‘J'AN‘?’/JCHUNPU

2. Name of Husband /Wife: Shri/Smt. MRGUP'N”"DHC""DUPAETHI e
Address ..'../..§’.....!..§.T...§?‘.TF;1.EIE.C.,.}?t&:&Y.ﬂ,THL..ﬂ.}fE.‘.\.'.Lr‘.E.....SA.EIH.l...b!ﬁﬁl&ﬂ.....PQRME.J..Q.HEN NAT
Contact No: ‘79403919_‘}3

3. Names of all living, unmarried dependent Children

i) EO‘{AgeZtYEPrF?S”W?NWS
[} m——— @lﬁtAge?DQYSCF“FE
)escisssisiisiiommmommsmnnssnsorsss BB sssesenesiciose)
e Age

4. Father’s Name of beneficiary: Shri.........ccooovvvvvnn,
Address:
. Religion/Nationality: HWDU’JNDM‘M

5

6. Educational Qualifications:
7. Business/Occupation: ..................

8. Operating Centre:

I, Smt/Shri ...MR%.;§9.EE’..I—.‘.’CNY!.‘.\.9.*.H!}‘,D\{Beneficiary) hereby give consent for my sterilization
operation. | am married and my husband/wife is alive. My age is2¥ years and my husband/wife’s age
is34 years. | have .\, (Nos.) male and .. (Nos.) female living children. The age of my youngest living
childis ...... years.

#1am aware that | have the option of deciding against the sterilization procedure at any time
without sacrificing my rights to other reproductive health services.

a) |have decided to undergo the sterilization / re-sterilization operation on my own without any
outside pressure, inducement or force. | declare that | / my spouse has not been sterilized
previously (may not be applicable in case of re-sterilization), (...

(b)  lam aware that other methods of contraception are available to me. | know that for all
practical purposes this operation is permanent and | also know that there are still some
chances of failure of the operation for which the operating doctor and health facility will not
be held responsible by me or by my relatives or any other person whomsoever (...)

(c)  lam aware that|am undergoing an operation, which carries an element of risk. (.)

(d)  The eligibility criteria for the operation have been explained to me, and | affirm that | am
eligible to undergo the operation according to the criteria. (i)







s _ (e)  lagree to undergo the operation under any type of anaesthesia, which the doctor/health
facility thinks suitable for me, and to be given other medicines as considered appropriate by
the doctor/health facility concerned. ()

() If, after the sterilization operation, | experience a missed menstrual cycle, then | shall report
within two weeks of the missed menstrual cycle to the doctor/health facility and may avail of
~ the facility to get an MTP done free of cost. bl

(8)  Incase of complications following sterilization operation, including failure, and the unlikely
event of death following sterilization, I/my spouse and dependent unmarried children will
accept the compensation as per the existing provisions of the Government of India “Family
Planning Indemnity Scheme” as full and final settlement and will not be entitled to claim
any compensation over and above the compensation offered under the “Family Planning
Indemhity Scheme” from any court of law in this regard or any other compensation for

upbringing of the child. (..)
;;-\ <(h) I agree to come for follow-up Visits to the Hospital/Institution/Doctor/health facility as
- : instructed, failing which I shall be responsible for the consequences, if any. ()

(i) 1 understand that Vasectomy does not result in immediate sterilization. *| agree to come for
semen analysis 3 months after the operation to conform the success of sterilization surgery
(Azoospermia) failing which I shall be responsible for the consequences, if any. {..)

(* Applicable for male sterilization cases)
I have read the above information.

#The above information has been read out and explained to me in m y own language and that this
form has the authority of a legal document,

P ‘ 3':
-
CSe9eta
ﬁ Date: ‘3‘01] w2k Signature or Thumb Impression of the Acceptor

Name of acceptor: CSD&QJW{L

Signature of Witness {Acceptors side):

Full Name: .. Q.00 JMARH. . GA0UPAR T H
Signature of witness: Q—f ™ ;
Full Address.[3.5,.12) Skasde., Pacy M VL...aVemus., Sak i) A2 L.... LT,

# (Only applicable for those beneficiaries who cannot read and write)

Applicable to sases where the client cannot read and the above information is read out,

L S has read/have been fully explained about the contents of
the Informed Consent Form in his/her local language. ’

25
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. _
Patient Name: M’Klﬂ hSOW.W?/\’Vﬁ UHID No: ?3 8 4 U Bed Category: 70]

AT-ADMISSION DESK:

.

Explain about admission process
Welcome Kit

SERVIGES IN WARD:

Explain about room facility like how to use the patient COT, Nursing Bell, important
contact details,

Room cleaning and wash room cleaning will be done regularly.

Patient bed sheet & clothes will be changed every day morning.

[F patient got shifted to OT, please enquire with nursing station to get further updates
Wash room hot water will be available round the clock

For patient food please reach to Dictician / F&B Call @ (2203)

Don’t keep waste in the sink or other drains

Food for the patient strictly as per the advice in-house dietician

No outside food is allowed for patients

Fruit juices, coconut water, salads, are available in canteen

Patients’ Rights & Reasonability explain to the family.

Only 2 attender’s allowed inside the room with patient.

BILLING:

Take billing update on daily basis at ground floor 1P Billing Department (09:00AM to
06:00PM) and if any Query please reach to billing manager/IP Manager
(+916379905271) (on same time.)

[f'any insurance query and corporate information. please reach to ground floor insurance/
corporate desk.

For Insurance patient give documents after admission.

Please carry attender pass at the time of visiting patient.

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

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

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

MANAGEMENT TEAM:

Team will meet everyday morning to look after the patient welfare and collect patient

L]
feedback on hospital services & MOD (91 6379905263) available round the clock.
*  Please give your valuable feedback before leaving the hospital at the time of discharge, it
would be helpful to improve our services,
THANK YOU AND GET WELL SOON
T
Signature of patient/ patient Attendance Signature of{ the Introducer
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Your Right to a Sate Deliver ¥

Doctor Name T TPV ) ™ . G TR | ;. SRR

Diagnosis: ...

Hospital : | TYPE Of Referral :
0J Emergency

O Urgent

O Non Urgent

Referred for: O Opinion O Co-Management O Transfer of care

Reason for Referral : If for concurrent care specify the particular need. especially in the absence of a second diagnosis:

9 f‘?ﬂ 'cﬁomdn(jﬁ /'767 p@z?(“ natal £x3 aud a(fr,w

Signature:

Findings and Recommendations :
=SB physioboamst gl Or Motauapmya .8 (pr) |
%é,ﬂﬂ,w-
Dokt aud peil adileed -
-~ Aind Qz{&nﬁ (Lz‘u@@ﬁ_
® - PRilatuias &ﬁmu Lkodd Be ausvded
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Consultant :

NAME © e Signature : ... Date & Time : .o

Doc. No. : RCH/ FRM / CLINICAL / 049
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Children's W2
Hospital #rth

Rainbow

Door No.157 1o 160, Anna Salaj, Guindy, Guindy ,Chenn

Rainbow Children's Hospital - Guindy

ai - Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444
WEB : hnps:Hrainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No 11P18-00036460 Admit Date

R T LI

Patient Details :

Patient Name : Mrs SOWJANYA CHUNDU

© Mr GOPINADH GADUPARTHI
. Female

Guardian
Gender

| Occupation
Address (H)

600116

. /8 18T STREET PARVATHI AVENUE SAKTHI
NAGAR Porur Chennai Tamil Nadu INDIA

$13-Jul-2026 Admit Time : 10:30 pm UHID : GUC-00093840
Age 128Y0M29D
DOB : 14-06-1998
Religion
Martial Status
Phone No . 8309302068
E-mail

(;‘H UNDUS OWJANYACS@GMAIL.COM

Aufnission Details :

Bed Type  : Micu Bed No : MICU 802 Ward Name : gF.OT COMPLEX
Room No - MICU 802 Admission Type : First Visit
Contact Details :
Name { Mr GOPINADH GADUPARTH] Relationship : Husband
Contact Address © 1/8 18T STREET PARVATHI AVENUE Phone No : 9840387293
SAKTHI NAGAR Porur Chennai Tamil Nadu
INDIA 800116
~
>
Signature

L'I .!or Details :

Doctor Name Dr. SELF

Referral Doctor CDr NITHYA SHYAM

Co-Consultant

Specialisation - OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode . Cash

Deposit Amount 1 0.00

Payor Name : SELFPAY

L o1l

Printed Date / Time - 13/07/2026 22:32

Printed By - 013787 Page 1 of 2







ol =1}

2 ) Rainbow Children's Hospital - Guindy
Rainbow @

| Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015,
Chlld{Eﬂ’S TEL NO :044-40122444
Hospital WEB ; https://rainbowhospitals, in

G AL ENT FOR TRE 4 1 T
Patient Name: Mrs SOWJANYA CHUNDU Age : 28Y0M29D
IP No: IP18-00036460 Sex: Female
Consultant: Dr. SELF

Ward/Bed No: 8F-OT COMPLEX/MICU 802

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance Coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
T Dof the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular eXxaminations, test,
e

procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

I understand that | shall not bring valuables to the Hospitals and that the Hos
destruction or theft of my personal belongings. |

from responsibility and liability for such personal items and valuables.

useable equipment shall be re-used after sterilization
i erilizing and disinfecting

Note:

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

2 | have received attendant passes as per my room category. | understand t
clearance, In case of failing the submission, | will pay 200/- Rs,
(PHWCFS|SEQHHIUF9.‘ ................ )

hat | have to return it back at the time of final bill

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: »

Name: T GOPINADH GADUpARTHT

Patient Address:
. - 1/8 1ST STREET PARVATHI AVENUE
NAISTRHERE v HUS Bﬂ NP SAKTHI NAGAR Porur Chennai Tamil
Date: lg.r_o"!_ Jodre Tlime: lo!20 Nadu INDIA 800118

Wittness Name: /}}WHU
Witthess Sigrt‘ature;(%/

Printed Date / lime : 13/07/2026 22-32 Printed By : 013787 Page 2 of 2
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BILLING PO1 ACY

_vele: - Bed charges will pe calculated based on 12PM to 12PM checkout, Settlement post 12PM, room rent
will be charged for half day extra & Post 6PM, it wil] be charged for fu]| day. Less than 24 hours stay will be considered
as one day,

P Room Rent inclusive of Bed, Nursing, Consultation Charges and aj) 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 wil] be charged extra,

> 5% GST Charges applicable On more than INR 5,000/- Bed Charges which was effective from 18.07.2022 45 per the GST
Couneil,

P 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 angd Online Paymen,

> In the event of TPA / Cashless denial or approval not received due 1o any reason then hospital tariff wi| be
applicable and any discount or special rates given to TPA's / Corporate won't 9capplicable,

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

> | Asst. Surgeon and Anesthetist Charges will pe charged 30% on the Surgeon Charges.
Admission wil] pe 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 | Guardjan Self Attested Government D proof is mandatory to submit at the admission,

1 3
b
ﬂ- TPA/Insurance Processing Fee applicable for gl Insurance Cases,
| 2
»
I3

v
=
5
5
-
0,

Inour hospital there is "No Discounts Policy", Kindly co-operate,
No Duplicate/ Second €opy oF OP or IP bill will pe issued.

'Fn case the patient s shifted from Jower category to higher category, all the charges |ike consultant visits,

Investigations, operations and procedures ete. from the date of admission wil] pe charged according to the higher

{:;-iwgor‘\ :

Bl the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, jt will be
dhnrgcd as per dual Occupancy.,

P 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 Nop - Medicals. Disposables. Cansumabfes. Infusion Pump, Taxes, Implants, HIv/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc.. credit cannot be extended. These jtems are
not payable 1o us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).
P Ittakes time for cash discharge s g minimum 3-4hrs, and in the case of insurance, it wil| take a minimum 6-7hrs,
P Difference, ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ofdenial from TPA. has to be paid by the patient.
> Two attendants are permitted with patiengs in Deluxe, Private Rooms and only one is permitted i, the rest of the
ﬂ cm'c;.f.urics of rooms. No attendant is permitted in ICU's,
B Allthe retunds more than Rs.5.000/~ will be refunded through NEFT within 7 Bank working days,
> Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS, Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It js requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should noy be increase more than 10,000/-

I have attended (he 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 afier discharge. |
prontise to settle the claim with the hospital as per Hospital Cash Tariff,

| Patient Name : > q 6&}3 N\J_ y ;_\ e HON U “_[]_W%:

| e ‘ = T ___ e e - = i : o | T e T ——
|| hell-f\uc.?ndum Name /GOP:TNADH GHDUPAK?'H-'Z Relation P HUSBAND

| — _",__.__._____..____ —§—— —_— _—
|r Selt’ Attendant Signature > &D}\D’
|| Phone Number - > c]l ey 03] 2q5

Name & Signature of Financial Counselor

4 o —— ———

RCH/GDY /FRA) CLINICAL /426
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General Examination:
Consclousness: Pallor: N© Presenting Part: [ Vertex ~ [J Breech [ Others
lcterus: Edema: N© Sutton: 0-3 0-2 0100 O+1 0O+2
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CRP '
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|
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T.Protein
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A/G Ratio
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APTT

CSF Protein / Sugar e

/

Cells | ~ N
NIL ] Nasa[l
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Date
Time
CUE - Alb
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DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list 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.
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Dose Route | Frequency |Start Dal
Doctor's Signature | Vaiid Period| Pharm.

Additional Instructions:
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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,
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| 0200am [ v 19% l I
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|
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]
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Safety Needs: | O Yes 0 NO)CI Yes 2o | O Yes =No | = Yes @No |01 Yes [y No| 1 Yes =o
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|P18-00036460

.0093840
v SOWIANYA CHUNY s .
4061098 Rainbow ® r: . L
o SELF \“\\\\‘\“ Children’s BirthRight
\\“\\\“\\\\\“\\\“\ " Hospital BY RAINBOW HOSPITALS
I bms @ ok (o et the Kie. _ Your Right to » Safe Delivery
| CAESAREAN SECTION OPERATIVE NOTES
‘Surgeon’s Name: Dr - 4 /4hy a (G hyan Date of Delivery: /3 [1(2 ¢
Assistant Surgeon: D - P avy 4hra Time of Delivery: [1- 23 pm
Anaesthetist's Name: Dy - mohan Gender of Baby: g7 (
Type of Anaesthesia: .9 A Weight of Baby: 3 - 226147
Neonatologist: Dy - pragamm- AGPAR Score: b
Scrub Nurse: 9/ Siva NICU Admission: OYes L2No
Pre-Operative Diagnosis:
O Elective [ Emergency Indication: ...  BE Y. LSS x
Urgency »
0 Immediate Threat to life of woman or fetus
O Maternal or fetal compromise not immediately life threatening
1 No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff
DECISION M vovveevsesssesereessesesssesssssessssassssssssssssssssssssssssessisssesee KMISE 10 TECWUST ovvvves

CTG DESCHDHON: ... AR

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

Surgical Procedure:

EMU‘&“‘M] Elu(uq | owes Q:,gmw Cortrncon Cectoon Wit Ralptens]

ox {70 1 Sd-= = Cagly

Post Operative Diagnosis:

Pale b [fesr L3¢
Peri-Operative Complications: ’

Nl

Amount of Blood Loss:  wur - . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

ks . " Rokh Pmi\/oq,‘\c_v. Yok £ Q;F,u_irvw

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)




7 Mladdx  drromnn

= Sveld bewnd 3 adhicm, ;f;wi betwen  plagd pobmecn, R lowin wbvow
Examination Findi um Approp'ffj:o.) MMA " i;_f blacld e f””‘”“"—*“ :MWH, WWL
Presentation:\ ¥ Cephalic O Breech I Other .. %’Earvical Dilatation: .......... ¢ - Tnd s igm ™
Sth Palpable: .. LHST" Fetal Position: .. B .
Station: E|-3 E|-2 o-1 EIO O+1 D+2 Moulding: VIfNona l3+ l:|++ D+++
Caput O+ O++ O +++ . Meconium:— None O+ O++ O+++
Bladder Catheterized: _E1'Yes  [I No Urine: .ZClear [J Blood Stained
Skin Incision: 2 Pfannensteil O Transverse O Midiine R e —
Uterine Incision: 21 Tower Segment [ Classical O Inverted T O J Incision
Previous Scar:« /03 Intact O Thinnedout O Ruptured I No Scar
Incision Through Placenta: OYes WG
Delivery of head: LEI/ Manual O Forceps
Liquor: Clear O Meconium: O ON OW OBlood O Offensive , (3ot Offensive
Delivery of Placenta: Canual OCCT cvrererirens omplete O Incomplete [ Piecemeal
Cord Appearance: ..... @ ... Cord around the neck OlYes DBo*
Appearance of placenta: .. @ ... Cavity explored [l¥§ 0O No
U;_iqus , tubes and ovaries '__I:l‘p‘rma_ld B ElNot Nurmal w Staﬁllzation ng( i R

Jwvw *sr‘-f T (M'U‘-— ”‘}' I'W'mw { = ssient 7 “Asn
Uterine Closure: ~_/20ne Layer 01 Two Layers "r"“"’#’{ voenns SULUTE
Peritoneal Closure:  [J Pelvic O Abdominal  +&None O T T
Sheath Closure: 'rFDQ weerin StUPE

Fat Closure: O Yesvtf No

st SUTUMG
Skin Closure: DStbcuticular T Mattress 3””“"""""“&*( Suture
Vagineal Evacuated B Yes O No
Drain: O Yes D—Nﬁ WL T days O Await instructions
Ctheter «TOYes ONo O Removein..&(m. [ Am. days O Awalt instructic.is
Swap & Instruments count correct?~ET Yes CINo Ol Post-op Antiblotics T Yes O No
Intra-Operative Antibiotics Cover: Yes ONo O Thromboprophylais “TIYes CINo

Post-Operative Notes: ..........s..N{Q.X. 2howss

fun ] SUERSEE Lge 2 T (R mome doges)
‘h;fmcmﬁwt

T = A

e = K B

JV L v—r

T .. EEIONOY.. }w'g In.. TP NE
N ECWORT .
}r\_fl CLEXANE LiDMLf u oq{ r:.}m ;r ﬂ-m‘

LBl B B

?@o L“/ud.tbo‘?ﬂ'ff‘w ).

Doctor Signature: ..... {g;(&/
. M 67

= NeAU)Tan N

O . 6L K

Doctor Name: SRR

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




) S
- GUC-D0093840 IP18-00036460
Mrs SOWJANYA CHUNDU )
\ 14-06-1998 28Y0M29D
RG'CAL —. Surgeon ﬂ)’ M4 h YA, hst: Yo, — Dr. SELF ) P B
y: a nt Rainbow® . -
U e et [ [ [T S | @ g
SAFETY CHECKLIST | Anaestretst: .2t A2 450 Hospital_ | (@ megemcimes
Scrub Nurse : :..9/ ....... Sl.w.ﬁ. .......... Date !5"[!2:5 intime : ..[ 1. 92 Out-time : ... 223,027
Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGN IN Time:...1.1.2L 7. TIMEOUT  Time:..lll.o. 2P SIGNOUT  Time..l2..28<..
Patient Has Confirmed _ Confirm all team members have Nurse Verbally Confirms with the Team:
Identity #es ONo introduced themseives by Name and Rolefés iNo The Name of the Procedure Recorded ~ EX¥es CINo
Site erfes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ?{ej ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ E¥%es CINo DINA
Consent Yes ONo Correct Patient (Check ID Band) &¥es ONo The Specimen is Labelled (including
Site Marked Cfes ONo CINA Correct Site @fes ONo patient name) ﬂ( ONo ONA
Anaesthesia Safety Check Completed 'es ONo Correct Procedure D’é ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CYEs CINo Anticipated Critical Events Problems to be addressed OYes, ONg™ CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? Des G400 What are the Gritical or Unexpected ;s"’“":"]" t"“’“‘"“" ’1"" e
Steps, Operative Duration, at are the key concerns for recovery
Difficult Airway / Aspiration Risk? Anu":::ipated Blood Loss? OYes 4G ONA | | and management of this patient? @fes ONo
istan
Kisa.“:bfequipmentl Aosistance B( s ONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? C1Yes"DNo OINA
(Tml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenaus Has Sterility (including indicator results)
Access and Fluids Planned b{ﬁas CINo COINA Been Confirmed? are there Equipment :
Blood Units Reserved Ces CINo ONA issues or any Concerns? OX65 ONo OINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes OlNo ONA
within the last 60 minutes? gxes/ ONo CINA Power Supply, Earthing, Power Backup -
and functioning of equipment checked. ONo
i s
Signature :.. T L 1L RO et vk R Signature .. P Aol
Cv
Name :........ QJ' MO\MLW’A‘.. NAITIE %o cesees s an s sess s s asess s s snans Name :..... c.‘s “ﬂ” !'
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i

/J'

\







- | 5T 0 a
Rain b%w , o ‘:"”""mw n c“um;:um““ F)
Fospial ‘Bil‘thRight L —
i BY RAINBOW HOSPITALS or
Hospital | @g)ersmeoniosms R ML L L
[ PH LEBITIS ASSESSMENT ) \Consultant SausaER R VR RS — I ...............:'
CANNULA 1 CANNULA 2
Date : 3 h—ﬂ@b l 0! 39)007 Date : Time:
Location : I-—%erf e Cf p}\g.q Ay Location :
Size : Size :
'Cannula msertgdg; Ul-ﬂ "\ PWSOQ' Cannula inserted by :
Date | Time |Phiebitis infitration| "™ | sign | | Date | Time [Phlebitis infitraion| S | - Sign
. | Wpn |OvesOyo[OVes OMo| o n OYes ONo| OYes ONo
1 l7—| 1D |oves one|oves TR |0 pger OYes ONo | OYes ONo
1 70 [OvesCig|Oves ONolTds | SB OYes ONo| OYes ONo
TPy |ovesoig|oves ool s | £ OYes ONo| OYes ONo
0\ |OYes OjefOYes (A OYes ONo| OYes ONo
WY | o [Oes o] oves o] ohygge qf( % OYes ONo| OYes ONo
| by |Oes R0 | OYes BN6 | byggons | € OYes ONo| OYes ONo
,gf',‘_ OYesSNoTOYes B0l e o | D OYes ONo| OYes ONo
1o Toves pnsTOves 8ok cens | L — OYes ONo| ClYes ONo
Yo fa__|OYes Oefives Ao FJ i OYes ONo| DYes ONo
. . l\ope |OYes @No|Oves oo . OYes ONo| ClYes ONo
A\ A\b| 9 @~ |DYes Ot | Oes nﬂolm OYes ONo| OYes ONo
T [ o Joves os| oves Bifo| palfon OYes ONo| OYes ONo
Yo AT OvesONo  OYes o) o &w Rl DOYes ONo| OYes ONo
| 3oy |Oves Do Dves oo |8 — |3~ OYes ONo| OYes ONo
@) OYes ONo OYes BN ) R~ i DOYes ONo| OYes ONo
Py |OYes Qo BYesIJNﬁMv""’ g:. OYes ONo| OYes ONo
;.,1 |'-., yv) |Oves ONo|Oves BNo|olfe— | ¥~~~ OYes CONo | OYes ONo
@ lor) |Oves BNo | Oves BiNoldgte~— | p OYes ONo| DYes ONo
OYes ONo | OYes ONo [IYes CINo | OYes ONo
OYes ONo{OYes ONo OYes ONo| OYes ONoj |,
OYes TN OYes ONo OYes ONo| DYes ONo
}fVes ONo | BYes CNo OYes ONo| CIYes ONo
/ OYes ONo D‘)b.s ONo OYes ONo | OYes ONo
" |oves ONo | OesXaNo ¥ OYes ONo| DYes ONo
DOYes ONo|OYes ONo| OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
[Cannula removed : OYes ONo, if yes #te and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes DNo ONA |f Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)....... Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD e

CANNULA 3 CANNULA 4
Date ; Time: Date : Time:;
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time (Phisbitis inftration| ™" | Sign | | Date | Time |Phiebitis infitration]. o8 Sign
Intervention Intervention
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo Ve
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DlYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CiYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | COYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo i ) OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes DNo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CNo ClYes ONo| OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| Cannula removed - OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time -
RX any initiated : OYes CINo CINA 1f 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.
i V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) > o)
1] 1 2 3 “ 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 pathof | # Pain along path of | # Pain along path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula % Erythema | cannula # Erythema
near L.V site # Induration # Induration # Induration * Induration
# Palpable venous cord : m‘e venous cord
| OBSERVE CANNULA [ OBSERVE CANNULA giﬁg&&REMOVE ;%EQ%?%ER :.W“;:"%Wm %%%E&MT J
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Morse Fall Risk Assessment Form

Rainbow” e
' Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It ks 2 Jot to treat the Ftle. Your Right to a Safe Delivery

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

/Ew 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

S
Choose Highest Applicable Score from each Category doctllLi ’ g%fa \“\1 Y I .4 Fall Risk Grading
Score || 30pq ADMN | S~
History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 o o & Risk Level Morse“i;la:lsl Score Action
Secondary Diagnosis Yes 15 ()
(more than one diagnosis) No 0 Q Q
=l
Furniture 30 . Standard Fall
: : Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 0 o 5
IV / Heparin Lock or Saline :"‘s 2 Implement

0
g Moderate Risk | 25 - 50 Moderate Fall

Impaired 20 ::’rteventjgn
GAIT / Transferring Weak (uses touch for balance) 10 (O o o iervemtion

Normal /On Bed Rest /immobile 0 Implement High
Meintil St Fo.rgets limitations _ 15 High Risk > 51 FP{::’:eFr?tlilon

Oriented to own ability 0 0 0 0 Intervention
Total Morse Fall Scale Score: 10 \O ©

I
Signature | Aptle &,\ %
‘-f—
ORG

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

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

O Hourly safety check

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

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

[ initiate constant observation by healthcare provider as appropriate to patient's needs
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o ] Rainbow’ G e i
O children's | & BirthRight
. Hospital .s\rm\mmw HOSPITALS
Morse Fall Risk Assessment Form Rt v TN T
N ~ E
Date / Time
Choose Highest Applicable Score from each Category : M?\i 16/ 7 115 H Fall Risk Grading
Scoe | oy | £%77 | apm
History of Falling Yes 25
(immediately or w/in 3 months) No 0 © o o Risk Level Mursu;;la:g,Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) b
i - ra
. Furniture / T 0-24 iS)tandz{_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 D 0 ©
Yi 20 '
IV / Heparin Lock or Saline Nes 5 : Implement
g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rrteve:ungn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 \Q [ N Lo
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 o Hiah Ri Risk Fall
tu igh Risk >5 .
Mental Status Oriented to own abillty 0 o D Preventhn
Intervention
Total Morse Fall Scale Score: \D<. [‘0 o
S é’%% A poraus
= "
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Houry safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J 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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o t BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ol e T i 1 5D

N, I‘:J’I
Date / Time *
Choose Highest Applicable Score from each Category JAL }S};L ’\ \ Fall Risk Grading
Scare —-p™) & [\

History of Falling Yes 25 ]
(immediately or w/in 3 months) No 0 o © Risk Level Morse;:g)Scure Action
Secondary Diagnosis Yes 15 (
(more than one diagnosis) No 0 o ()

Furniture 30 Standard Fall

. Low Risk 0-24 .

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

None /Bed Rest /Nurse Assist 0 ) 0
IV / Heparin Lock or Saline :es & Implement

: 9 Moderate Risk | 25 - 50 Moderate Fal

Impaired 20 ::Tfte\‘e““?"
GAIT / Transferring Weak (uses touch for balance) 10 Ao @ ik

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 P—— Risk Fall
Mental Status ‘g o High Rlsk 231 Prevention

Oriented to own ability 0 8] 0 iterveitin
Total Morse Fall Scale Score: \O (w

Signature @)ﬂ{’i—-—*

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







Sensory Perception

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

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

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

ability to feel or communicate pain or
discomfort.

i

GUC-0009384, "~ ’ = | v
Mrs 8000 R . — o B - N
1400 opa YA CHUDY ' il | @ BirthRight
orsee  WYOMmD BRADEN 'G-SCALE spital '
Hospital BY RAINBOW HOSPITALS
i - 7 TR——
“ ﬂm? Date: | | MY T hg (R
Tme:[fp20p | g .24 N
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobitity 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. J‘\ LT L|
without assistance. to completely turn self independently. independently.
2. Chairfost : 3. Walks occasionally: 4. All patlents Ioo young fo ambulate; |
. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
cﬁm:aﬁgt?imr; é&nﬁngd m‘bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 (}
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 limited: 3. Slightly limited: 4, No Impairment:
Unresponsive (does not moan, flinch responds ta only painful stimuli, cannot |  Responds ta 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

FRICTION-SHEAR
Friction Occurs when
Skin moves against

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonolly molst: 4. Rorely molst:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is ex by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing )" L.T
posed H y
1o mieicture Darnpness is detected every time 8 hours. every 24 hours.
I patient is moved or tumed.
2. Problem: 3. Potential problem: 4. No apparent problem: r

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!

provide adequate calories and minerals
for age OR eats over half of most meals.

calories for age. For example, eats
most of every meal. Never refuses a

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impaossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely )1 q
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position 9 L*
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. Inodequate: 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

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 7 .[1
food intake pattern than half of any food offered. penerally 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.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
- Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :
Tissue Perfusion & | <40in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be NSV ot Samisien 9’ L' (f
e does not physiologically tolerate < 10 ma/dl; capillary refill may be < 10 mg/dl; capillary refill may be > 95%; normal hb; 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:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 13-23

TOTAL SCORE

IF

Evaluator's Name

Dk <

At

S




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule ; _
. ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Alternati
® Manage moisture, friction and shear ating pressure matlress overiay
© 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 Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
o 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 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 matiress overlay
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- 1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: Lty |
Mabiiity 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. Cf ,C, (_] J.,
without assistance. to completely turn sell independently. independently. |
2. Cholrfost : 3. Walks occosionally: 4. Al potlents foo young to ambulate;
¥ Bodfast : Abllity o walk severely limited or Walks occasionally during day, but for OR walks frequently:
;cﬁ:yﬂ:‘;r;ea:gvglr;e tli-anﬁned tu'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a _? i
p and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
wheelchair shiftin bed or chair 2 hours during walking hours. - N
1. Completely limited: 2. Very limired: 3. slightly iimited: 4. No impoirment: =
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull dua to communicate discomfort excapt by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception

diminished level of consciousness or
sedalion, OR, limited ability to feel

moaning or restiessness; OR, has
sensory impairment that limits the

or need to be turned; OR, has some
sensory impairment that limits ability

ability to feel or communicate pain or
discomfort.

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or |
half of body. two extremities.
Moisturs Degree 1. couslamly ll_mht: 2. Very molst: 3. Occasionolly mols!: 4, Rarely moist: )
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, atc. Linan must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours. ,4

patient is moved or turned. (_,l kf B

FRICTION-SHEAR 1. Significan? problem: 2. Problem: 3. Polentlal problem: 4. No opparent problam: / ,

Friction, Occurs when

Skin moves against
support surfaces
Shear Occurs when
skin and adfacent bony
surface slide across
ane another

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

Aequires moderate to maximum
assistance in moving. Complete lifting
without sliding agains! sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Maves fresly or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheals, chair, resiraints, or other
devices. Maintains relative good position|
in chair or bed most of the tima but
occasionally slides down.

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 all times.”

15

1. Very Poor:

NPO/or maintained on clear liguids,
or [Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never gats

2. inodequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl

3. Adeguate:

Is on tube feedings or TPN, which
provide adequale calories and minerals
for age OR eats over half of most meals.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eals
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. penerally eats only about half of any (meat, dairy praducts) each day. servings of mean and dairy products. j(
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 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 fake a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: AE .
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excefient:

Tls%u;yz::;ﬁ:n & <40 in a newbomn) or the patient be < 95%; hemoglobin may be ba < 95%; hemoglobin may be Normotensive, oxygen ssturaion
does not physiologically tolerate <10 mg/di; capillary refill may be <10 mg/dt; capillary refili may be > 95%; normal hgb; capillary refil ,!’ ‘f
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. (79

K3
. sl ; e 7 TOTAL SCORE § &‘;l o]
Severe Risk :lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 3“7' —2-'1-
Evaluator's Name Ploo e~ |k
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Support Surfaces

Risk Score Gategory Action (Pleasa Note: Only required for children who are deemed at risk due
to aftered mobiiity, 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 At
© 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 Gel pads for high-risk areas
' ® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently . Alternating pressure mattress 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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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AT e T PAIN ASSESSMENT FORM i sl
Date Time Pa(i; f:':;‘l"e Location Duration Acuity Characler ' ‘:,cﬂ::? Pat:zdr::: a';::"“ Intervention Sign
hyajp ‘20 LOM-Qf O Continuous | [J Aypute 0O Sharp O O Increasing D,::> / ma’égﬂ)’&
13 fo;om Qj 10 -B-QDNQ Ci-igiermittent | CI Chonic O Aching [ Bufting | £+-Becreasing O N 03%4 = e
r hba I ) } S’p@-})’ O Continuous | 01 Awpte 0O Sharp OByl O Incgeasing es
Jf o “Intermittent | CJ Chronic (] Aching [ Bufning | O Decreasing | O No
S P20 D
O Continuous | O Acute O Sharp O Dull O Increasing | O i\ (ﬂ
Qv N L=
\\\‘é\\ %“» Q = O Intermittent | 3 Chronic (J Aching [J Burning | O Decreasing DzN? \0“ ’
O Continuous | OJ Acute O Sharp 3 Dull O Increasing | Cl¥es nat | Jf
-3 Olte |—
\\1\ ]95 3’7\/ ‘t O intermitient | O Chronic [1Aching [3J Bumning | OJ Decreasing | I No ANE
\;XM POl CMGA O Continuous | [Acute O Sharp A0 [Jncreasing D’ﬂs - TV
\\X «‘52 / w0 éﬂ“"’ [ \ntermittent [ Chronic [J Aching [3J Burning | O Decreasing { O No Arien gl
;@P & O Continuous | CJ Acute OShap ODul | O Increasing | 2 s ¢ n‘{\,‘ Q@)
\ Q'q / w | O Intermittent | O Chronic [ Aching [J Buming | OJ Decreasing | I No Vo :
W\ e o o,
\‘950 o [0 Continuous | O Acute [ Sharp  OJ Dull O Increasing G‘ﬁs N3 | ~
\q\)@( \\?‘ “= - O Intermittent | O Chronic [ Aching [ Burning | OJ Decreasing | [J No
’gf Sk | 10 fr 0/ O Continuous | OJ Acute 0 Sharp 01 Dull O Increasing | CJ Yes— S
. (0 — O Intermittent | 1 Chronic [J Aching [J Burning | OJ Decreasing | [ No F écﬂVK
H [2 % 4 &\ 0 ggvﬁﬁkp & Continuous | BT Acute Esap O Dull Weasing Jes Fat .Pﬁv-c, ) Q Ay
21 LP"' Cine | o intermitent | O Chronic O Aching [ Burning | [J Decreasing | O No m\ il
5 \ ‘\ SW O Continuous | ErAcute [ Sharp  R1edll O Increasing | ElYes ?gag-! ””F!! él 3"9
t\“‘ ¥ Qe | G Antermittent | 3 Chronic O Aching ] Burning | (3 Decreasing O No Q I At
Re-assessment Frequency: ' 1
1. Every eight hours for all hospitaized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Alleast every 2 hours for the first 24 hours b}  Then every 4 hours.
) Prior to pain pain-refieving intervention. d) Within 30 - 60 minutes after pain refief intervention.
(PT.0)



"

Numerical Pain Sgale (Obstetric and Gynecology)
] ] 1 1 ! 1

PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Menth ts 7 Years)

l
1 1 i 1 1 L] L)
1 2 3 4 5 ] 7

Wong - Baker (Pediatrics) Abeve 7 Years

@@@@

D &

Hurts MLN

: SCORING
CATEGORY
. ] 1 2
Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particuiar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed ] Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity moves easdy forth, tense Arched, right, o Jerking
I { ' Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake or )
g “::?ﬂ Cry asleep complaint frequent complaints
Possible Pain Reassured by occasional touching,
Consolablity Contet, retwred fugging, or being talked to, Difficult to console or comfort
. distractible :
-‘mmm.mnmmmnde(umtmp
Criteria
-2 4 ] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not] liritable or crying at | High-pitched or silent-
Irritabifity stimuli minimally with painful| irftable Intervals consolable | contimuous cry
stimuli Incansolable
m‘"ﬂm Bohavior State | Noarousaltoany | Arouses minimally to Approgrigte for Restiess, squirming nm.mmmmm
stimuli stimuli gestational age Awakens frequently
No spontaneous Littie spontaneous M’umrri’&mly!m
movemenl movement (not sedatzd)
Facial Mouth is lax Minimal expression | Relaxed Apprapriate | Any pain expression | Any pain expression
Expression | No expression with stirmufi intermittent continual
Extremities | N grasp reflex Weak graspreflex | Relaxed hands and | Intermittert Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within basefine o | Increase 10-20% | Increase greater than 20% from
RR, BF 820, | stimui variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | pestational age Sa0, 76-85% with | equallo 75% with stimulation -
apnea stimulation - quick { slow recovery Out of sync or
ncovery fighting ventilator

v
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Date Time Pa('; ;;')"e Location Duration Acuity Character “F':T:t":::g Pati:dnu : almamily Intervention Sign
9 O Continuous | [J Acute O Sharp O Dull O Increasing | O Yes N — A
‘é\"\\ L“\-\ Q\W | O Intermittent | O Chronic [ Aching [J Burning | (O Decreasing M ) V
i _ O Continuous | [J Acute (] Sharp  [J Dull O Increasing | [ Yes NI
(g\# -P™) @ ~— | O Intermittent | CJ Chronic O Aching 0] Burning | 00 Decreasing | &No P
W GLLO O Continuous | (J Acute [ Sharp I Dull O Increasing | O Yes N | @@\
o ) ~ | O termitent | O Cvonic | CIAching 01 Buming | O Decreasing | CLoo™ . e
& © R O Continuous | (1 Acute O Sharp 3 Dull 3 Increasing EIA'es/) W\ W_
-
\\Q}\ ¥ 0 O Intermittent | 01 Chronic [J Aching [3J Burning | [J Decreasing | [ No
) O Continuous | OJ Acute [ Sharp O Dull [ Increasing | O Yes
O Intermittent | [J Chronic [J Aching (0 Buming | [ Decreasing | [J No
O Continuous | I Acute [ Sharp O Dull O Increasing | O3 Yes
O Intermittent | OJ Chronic [ Aching [J Buming | (1 Decreasing | 3 No
O Continuous | OJ Acute [ Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [J Buming | O Decreasing | [J No
[0 Continuous | O Acute [ Sharp 1 Dull O Increasing | O Yes
O intermittent | [ Chronic [ Aching [J Burning | OJ Decreasing | O No
O Continuous | [J Acute 0O Sharp  [J Dull O Increasing | O Yes
O Intermittent | [J Chronic [ Aching [ Burning | OJ Decreasing | [ No
O Continuous | [J Acute (O Sharp O3 Dull O Increasing | O Yes
O Intermittent | [J Chronic [ Aching [ Burning | [J Decreasing | L1 No
Re-assessment o

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severg pain:
a)  Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Menth ts 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

]
i 1 T L] 1 I 1
1 2 3 4 5 6 T

T

@@@@

l

Wong - Baker (Pediatrics) Abeve 7 Vears

@@

mmmw

‘ SCORING
CATEGORY
i ] 1 2
Occasional Grimace or Frown, Frequent to constant frown,
s No Particutar expression or smile withdraw, Disoriented quivering chin, clenched jaw
“Legs Normal Position or Relaxad Uneasy, restless, tense Kicking, or legs brawn up
= e s 3 3
Activity mﬂ ﬁm‘msmwbaﬂm Arched, right. or Jerking
' Moans or whimpers occasional steadily, screams of sobs,
Cry No Cry (Awake or asieep) eonua:; . mmm -
Reassured by occasional touching,
Consolabiity - | Contint, relaxed :WW»WNWWN- Difficut to console o comfort
- Neonatai Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Mormal Paia / Agitation
Criteria
2 1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| kitable or crying at | High-pitched or silent-
irritabiiity stimu minimally with painful| irritable intervals consolabie | continuous cry
stimui Inconsolable
Behavior State | Noarousaltoany | Arowses minimally 1o | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimufi stimuli gestational age Awakens frequently | or
No spontaneous | Littie spontaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermitient continual
Exremities | No grasp refiex Weak grasp refiex | Relaxedhands and | Intermittent Continual clenched
Tane Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body isnottense | Bady is tense
Vital Signs HR { No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuf variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | basefine with stimuli | gestational age SaD, 76-85% with | equallo 75% with stimulation -
apnea stimutation - quick { siow recovery Out of Sync or
recovery fighting ventilator

~/




00093840 A “Z B ' .
Guc- NDOU = o o ®
. SOWJANYA CHV o ® Rainbow . =
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD wSOR T o Children’s @ BirthRight
or SEL7 LI Hospital | (@ itiiee
Part-1. ,',7 \w\ \\“m“ .
Patient's / Learner Language: ........., P st Patient / Learner Literacy: 1 Read  Wiite. [ /8pe , .gross 10 Leam: Ve Eé——yeaMnare Literacy:  Ye§] Nuﬁa
l:lenllﬂed Education Needs: / ' 10. Fall Risk Ed@aﬁun /
Plan Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices

Infection Control Measures : Safety

Diaamss b—DP,q-m & Management 12. Patient's / Family Rights

° PN

4. Inf Consent Diagnostic Test/ Procedures
2. Treatment and CarBS %" 5 podication / Therapy (safety, effects/ side effect, interactions) Nutition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the fist in part Il
Need :
Date Time \dentified Information Taught Comments Signature
e Person Taught | L3I0 | Teaching Tools | 1o Overcome | Understanding
TS ao n 5
e Barriers o barrier/s

?MMQ@W FAC PO ‘;gy&ﬁ”‘(,% A | oo Faod /€3 Sly\(}g%?,

e
sesh| 1o} 6 | 52012 1S | o |owed | rom |5 | 000 | Flboad-
A

J)
N
\‘\w \b{'\ |hand was MWA?V P . El\;:ﬁw O | K : riﬂ (oo

=

Part - 1ll: CODES
Who was laught: Maﬂ F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specily)
Le Barriers: :
éﬁ?g\mﬁ Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive imitations 10. Financial Difficulties 13. Cultural/Religion Practice
al [mpﬂmeﬂl 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire/ Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration V: Video (0 0nl P: Printed
?)mumm to overcome barrier/s:
d —2/ 3. Reassurance & Support 5. Respect values & beliefs : 7. (Other, Specify
(Obtain translator _— 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: /»‘I’."!u'ba!izes Understanding 2. DemonstratesUnderstanding 3. Needs Review
g —
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Luc-90093840 |p48-00036460
G

Mrs SOVANYACHUNDY o) =z
14-1:5-1“3 syomze0 T _: Rainbow® -
T Children's | @ BirthRight
m\ Hospital BY RAINBOW HOSPITALS
1t tukens & ot 10 trast the e, Your Right to & Safe Delvery
" OBSTETRIC TRIAGE ASSESSMENT FORM
. '
Date: ]Ehflb Time of Arrival: [Dﬁpv’ Time Seen by Nurse: ngUP"J
1) Level of Consciousness: E—e?wscious O Semi-Conscious OJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
E—?ere Pain/ Mod?a?e Pain O Preterm rupture of Membranes / Leaking Water PV
CJ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement O Other Reason: .. w
mm
3) Vital Signs: Temperature:“157..... Puise: SOLI™ RR: Dﬁb’“ Sp0;; IDW BP‘mf\BKJWeight q?l%

™ 4) Gestational Criteria:

Gravida: |6 9 P { L Ay
wp: ... JU11012S . oo 2L Gesttional Age:.......... 3R COHS
-9 Py flssemyy
Uterine Contraction "D‘?'e7 O No | ONA onsm|37’fm 'ITNEGP’I quuenfy'g%gm;ﬂ 1O ming
Membrane Rupture OYes | ONoj| ONA | Onset Time ™| Fiuid Color:
Vaginal bleadin;:!_ OYes | ONo /| ONA | Onset — Time _— | Amount: ——
M If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | OJ Yes DNU';J O NA Pain Abdomen / Vomiting
If No specify:
Good fetal Movement D—‘fe? ONo | ONA _
/
5) Pain Screening: Numerical Pain Scale (NPS)
e
0 k-( 2 3 4 5 6 7 8 9 10 |

No Pain Worst
possible pain

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

® Duration: ................
applicable)

©® Character: mel 4 qu .
©® Frequency: & ( o,

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

® Interventions: ......... pﬁd\fﬂf’

6) Past History:
a)  Surgeries: ........ ..LQLS’Q? i

b)  Medical: .......... B o eeereereioss s s S———ere ee o e e oo ek eees s s s
Docu. No. : RCH /FRM / CLINICAL / 098 | (PT.0:)




Hatient Sticker

7)  Allergy:

8) Current Medications: O

9) Prenatal Medical History:

'ﬁﬁ?e
(J Chironic Hypertension

O Gestational Hypertension

O Diabetes

O Others: ..........

EEsEEsERERERIE RS EERsRERRREES

O Gestational Diabetes
O Low placenta
O Others if yes, SPECIY ......cvuvuresnrereens

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

O Yes B’NE,? FYBS & oot eesseseessseee s e s s

endtal Vitamin  CJ None

E’?gow IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Eategory 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
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
ersachnivs) Immediate < 15 minutes <30 minutes < 60 minutes = ‘éo“',,“m“",m
Re-Assessment Soruds Norsitg 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 / Fuid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Bleeding with/ Vﬁ%’ﬂt"a??m'u mrl.nIl ( Jﬁ%?m Emhmmplm "
w o g (<s
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
H nsion > 160/110
Hypertension | Selzure activity ana o eadache, v > AI00 Wiy Wit
disturbance, RUQ pain mmm signs
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Asse L abnormal
3amen Non-Fetal Movement Diseased fetal movement
@Acute onsite severe ®Major trauma @Abdominal/back pain Ongoing assessment | @Anything that does not
Others abdominal pain @Shortness of breath greater than expected in .mmpmm seem to pose threat to
@Ailtered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Hank pain / hematuria work) @Cervical ripening
@Cord prolapse @Nausea vomiting and /of @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected previa protocols
distress dehydration @Nausea/Vomiting and /or| @Pre-booked visits (ie Rh|
oSuspected sepsis diarrhea and progesterone
. @Signs of infection (e injections, NST
dysuria ,cough, fever, | ®Assessment for version
@Rashes
1
. 0. OP“I
Time seen by Doctor: |H
Nurse Name : ﬁf\t%ﬂhma@ Nurse Signature: ..........

Date: 131%!.)"@ Time: LY.




e = = =

GUC-00093840

IP18-000
Mrs SOWJANYA CHUNDU =
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O s i

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: ... 1 ? 10_!0

Baseline Information:

Admission From: O 0Oopd O Desk  “L) OtherS: SPECHY wovcuriuresssssssssssssmsssmsssmssssesesess
Primary Language: gu O English [ Hindi O Otboﬂl

Do you require an interpreter? OYes 0

Source of Information: O Paent | D1 Family [ Others

Personal belonging if any: ewelry , [ Nose Ring C1Bangles [ Anklets Ol Finger Ring [ Bracelets
handed OVErt0 .......wsssseelosdus Sdivmtisesionsens Lf .................................................................
Allergies: [JYes Medications O Biood Transfusion O Food COthEN: cooreeevsssssssssneesmssssssssassassasssssess
508, KUY i o s
Chief Complaints: .. Doctor Notified on Admission: m:%;l;o
P Name of the DocloL@T ) FAONCIB S sessvemion
Time NOOd: e b P 1LRIPS...o
Past Medical History: Obtained From E‘Pat'r,nt 0 Family Member O Medical Record 3 Other (SPECify) .o.cevveveereeeee
Past Medical History 4 Past Surgical History Previous Hospital Admission
§ Qevoty

Blood Group: . M f‘%ﬁ"“ LMP: ’ ‘—H ,'l)]g EDD: qu‘_‘] LQb Gestational age dunna admission: BM
Contractions: .. [{ 64 Vaginal Discharge: .. M
Obstetric History: G 5, ......... Pl (S . N— y I Previous LSCS yﬁd
Heigt . oS, Weight: E3..  BM: Y TR ? o rore B
rompr 187 HR:. SR RR .90 Bln ool P! ¥ W 5. ienaii
High Risk Factors: (Please select by ticking (v ) the box as applicable) )

0 Hypothyroidism O~Ah Incompatibility ] Fertility Treatment

O Hyperthyroidism [j’ﬁ?evlous LSCS O Preterm Labour

[1 Hypertension ] Gestational Hypertension [0 Others: (Specify)

—

O Diabetes {1 Bad Obstetric History

—_—

O Anemia [J—Qbesity (BMI)

I

O Twins / Muttiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139
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I Patient Sticker j

[ Family History: O No Abnormalities Detected
O Héart Disease O Hypertension O Diabetes [OJ Stroke O Seizures [ Kidney disease

O Liverdisease [ Other.. e LRIV - @fb’-!‘e{" R A S

Pain Assessment:  pain: Dm O No (it Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: 6s DINo  Score 0. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: Eﬁ@ ONo  Score.. 2.} (complets the Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
(J Mobility problem I Walking Problem oA normality Detected
03 Developmental Delay [ Musculoskeletal Congenital Abnormality a-?

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
7 Overweight O Poor Appetite > 3 Days O3 Needs Therapeutic Diet.
O Under Weight O3 Diabetes Melitus Qymm&y Detected
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:;
Ef:!? & Cooperative  [JRestless [ Depressed O Agitated O Confused
S

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single a ed [ Divorced O Widow

2. Special Habits:  Smoker: OYes O Alcohol Abuse: [Yes
Social History: Lives With f;zjﬂn%

Drug Abuse: DYesf ENQ p

Orientation has been given arding the following aspects:
Call Bell in Reach : Er?fi: No Waste Disposal Explained: [1¥es 0 No

Infusion Pump : ﬁys O No Hand hyglena Explained: D} ) No O Others
Above information gi ol

Name of Person Orientation was given to: U8 ‘_?QU‘ZTHN‘Z?}

Orientation not given Reason: T S

Nurse Signature: 9] Al ‘.ﬁt @-LZ"\ (@) k&m
Nurse Name: .............. %Q /\M
Date & Time: ......... [:3 (Z%L’Qb OUHIPF‘L

L
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R dren’s ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

It takes @ lok o Ureat the linie. Your Right to a Safe Delivery

nron ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date:.......c.o... 1 31':}&6 ..........
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 "7 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

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

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

Hyperemesis 3
DHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration _ 1
Total ¢R
Signature of the Nurse gg '\\_ﬂ%m
Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v’ If total score > 4 antenatally, consider thromboprophylaxis from the first trimester,

v If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v’ If total score = 2 postnatally, consiﬂermmmbupmphylmds for at least 10 days.

v/ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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o
: s ildren’s
E!ft,?ﬁl?,.ﬂi Hospital

Your Right to a Safe Delivery It takes a lot to treat the littie.

CONSENT FOR BLOOD TRANSFUSION

SLO0ODU 1 RAINSE ==

Patient Name @ ....... :rt?ou.:if,‘::‘ o Py Yo [ Gender &..cueereensssnssnans
UHID N S avims |, Ward/Bed No
LR cionisesnepergissiasis VAT ¢ iiiisserianansasnssssitnes
quirmmm
Type of Blood Product : ..ccooeeeennnene
I MV('QDUEECWC"\ hereby give my consent for whole blood

transfusion / blood components as part of treatment of myself / my patient while being admitted at
Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if itis in the “window period” and
also due to various other infections which have notbeen screened for. | also understand thatany blood

component transfusions carry risk of transfusion associated reactions.

All the above-mentioned risks have been explained to me by the doctor treating me / my patient inthe
language that | fully understand and | accept the same and give my consent for the whole blood

component transfusion to me / my Patient named MS = MW R.C;m-.&*{.‘.‘...- ............................

¢~ AT ANE
C‘-':’iﬁ}"_‘g*u 0
Name of Patient / Attendant
Signature of Patient / Attendant
Date ,3?':} ]Qﬁ)b

Time :

Relationship with Patient:







GUC-00093840 1P18-00036460

Mrs SOWJANYA CHUNDU
14-06-1888 28Y0M29D
Dr, SELF
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(F)

i o .ogi
" PRE - OPERATIVE CHECK LI BirthRight
b, ol Your Fogh 123 $ats Deimecy

patents ame:_{ VY5, COUWPANYA. 10 R )E. . canser: I

Blood Group : ﬂmwf?d' UHID ; @?81{0

o

Planned Surgery : .. AN LOLS I W%b’
anestetist XL \DNAN Date & Time of Operation - (2[4 PQ—JO
Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | NA
1. |  Weight checked and recorded? )00
2. | Isthe patient fasting for over 6 hours Pre-Operatively? O|53¢p0
Check Pre-OP Investigations & Results (CBR Blood Group, BT, CT, PT/ APTT, 12’?9 0
Viral Screening, CXR etc) available belorestamngmemucedure
4. |  Enema given/Bowel Preparation oo
5. | Remove all omaments, etc and sterile gown given HO|0O
6. | IsBlood amranged as required? £ 0
7. If Blood has been ordered - is Biood bag ready? o(g
8. |  IVCannulato be placed / IV fluids if Indicated oo O
9. | Pre Anesthetic consultation with anesthesiologist opo|o
10. |  Pre Medications Given? (Sedatives / elc) 0|0
11.|  Skin Preparation 010|0
12.|  Siteis marked ol0o|o
13.|  Surgery consent/ High Risk consent taken by surgeon?
(Consent shouid be taken by the operating surgeon only) g” D O
14.|  Implants are avaiable mjl{m g
15. Equipment is avaialble (D—, OO
ﬁs. Other (f any) oro|o

NOTE: if any of above is ticked “NO™ Discuss with the registrar / consultant immediately

Billing Clearance taken

Billing Executive Name : Nurse In-Charge NMW
Billing Executive Signature : ..... ' Signature of Nurse In-Charge : ..

Date & Time : Date & Time :

L
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INFORMED CONSENT FOR SURGERY OR °:*"‘"” " BirthRight
SPECIAL PROCEDURE i ===
Patient NAME ... @ENAEE O Male O Female Age:...' ...............................
UHID NG & oo DAl ! oo

Imlruqtlnn

This cgnsent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you. \

| hareby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

..... E‘“E%ENC‘(REPE*\TMWFKQ,C&MEM’!@ALQH”W Ceetron N 1Ty

....313.1.9...-:...?.!EE.?.E.Q.SJ.%... LS 0& !Name of the Patient) |
Ihave been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

......... f}mvf'\?\ dow tvzfuw.{ ﬂ»gk% MW%W?\

My signature on this form indicates that
I have read and understood the information provided in this form

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

3. Ihavehad achance to ask my surgeon questions.
4. lhavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor whois performing the Surgery / Procedure: ..........< 0. Yowss W‘
Consentee : (}A Patient Attendant :
Signature : .. LJ QM W Signature : ....... W/ .........................................
ame: LTS Qpuibg Name ;... TODINRDR &
Date & Time: .........L.3 Lﬁlﬂ’ Relationship with Patient: .... W SBANE...........

Date & Time : .\ 2107|2026 = \:pm
Wi Doctor (who Is taking m@w
I P \WE;Q”\
T ooy oy Vet VA
Date & THME : .oovvueererrreneeinnssienesiesssssersassssesseseres Date & Time : . 12 (v“(m@@m%?*“

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR ANAESTHESIA chirdrens | @ BirthRight
Hospital .w
Tt ok & lot to treat the te. Your Right to a Safe Delivery
GUC-00093840 IP48-00036460
Ars SOWJANYA CHUNDU
Fatient Name : .. wwos-103 28voM29D ) Age: ... Gender: Male O Female D

|u|\unmnmnmnmlumu\l ........ ot ... :
Anaesthesiologist : .. Operative procedure planned : . ‘ﬁMﬁ\ eoz a-r\‘ ...........

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

" OHeartdisease [ Hypertension O Diabetes mellitus O Renal failure

[ Hepatic disorders [ Shock O Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

O3 Incapacitating Cronic Obstructive Pulmonary Disease ] Others : %QMH,MM,WGGA\

L

«  Doctorto documentin medical record also if necessary (Cross-outif not applicable) (’{n_a& L

DECLARATION BY PATIENT / GUARDIAN /PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation/ Diagnostic/
Therapeutic procedures.

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia. '

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe

' site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Pressure ling, arterial ling, use of nerve
blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
andimmediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

| have been explained all my queries in the language understood by me.

Patient /PatientAttendant : Witness :

Signature : . L Kﬁw Je “J\L/ . Signature : . Q(\{M‘/
Name : mﬂ“gow Name : . GD AINARK... 61 :
Retatienship.with Patient: .............[.0.... %‘ .............. Date & Time : \")\'6:{\.&02( \ \em

Date & Time : ...... /3;? @D
Doctor (who is taking the consent) :
Signature : . t;:_ﬁ_B ) Name : ..... (;Q.T*"‘ M ........................... Date & Time : L—ng)"'

Docu. No. : RCH/ FRM / CLINICAL / 021
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oo “’ﬁ ,.c.\‘\“';u:’,,ao 3l ‘%-
Department of Anaesthesiology W::f;i, # ‘bow” ® BirthRight
' PRE-ANAESTHETIC EVALUATION ‘;.sﬁ"\\\\\\\\\\\\\\\ \\\\n:ﬁ;@: .%”x";-;‘;%}
Name: J°th-t}uu oo AQED ... Sex: Q B ECR———————————
ANV, Lm}'{?-n Pmposed Operanon %g{' LN -lm'i'*:(“\:-.
Ulagnosm Wﬂm lg.sm... ?Mr- {"‘Q-‘hnf ................................

BP!CRT\HDQ" HR: ""’IM‘We:ght%a ASA Physical Status: 01 D2-613 04 05

Laboratory Data:

I-u':u W Glucose: Protein: HIV: ... T S
PLV Urea: Alb: HBS Ag ECE: ki

Ceat: ..o TOLR B o HOVE 20 Echo: . J (),
Plate: -?..A Vo wa o B Blood group: .......... Stress/Angio: ..........

K: LDH: W rssssnsnsis Other: ..

Ca++ i NI PIOSE e T s )

Mg++ coeve AMYIASE: oo, CTSH Pﬂ? Ph%w :

N v - T ek 'S@JT/SGPT. PP g Y Ml!’l‘giﬁ: - v:\ .
Medical History: CvS:
RESP: / Diabetes :
CNS: /

L N

b / 2 \ Y pan ~ KA A-A/}}" r» sdpn
Hepatic / GE : ] Physical Activity: e A’JDJ‘ A_
Uﬂ'lefS: : M P p
Past Andesthelic History: .. ‘D.Iffq‘obn FE R Y.N V\\NCA{}'\,.{
Physical Exam: @
Rirway: MP1234 Mouth Opening: Mentohyoid Distance: Neck _ Teeth: ——
Lungs : /1 a

=
Heart:
- (\ - MNP
CNS:
: Pregnant: CJYes O No CINA Venous Access Site - Spine Exam for regional il

Ennaesthe!ic Plan: COMAC [JREGIONAL OJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: [Yes o No

CURRENT MEDICATIONS DOSAGE

4 Cava e

___Cg;_&""h‘!/f

Docu. No. : RCH /FRM / CLINICAL / 044

Pre-Operative Instructions: '.‘
e] ,,L-g A IPQ
1. DVT Prophylaxis : ¢ 5’V
Water / ORS 2 Hours
2. NiL URAL< Others 6 Hours
3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions: “
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Rainbow®

Patient Sticker

@ BirthRight

BY RAINBOW HOSPITALS

] - Children’s
Hospital

e —
Itk 2 It to treat the lirte, Your Right ta a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RzCORD

1) 1 R

CSE /Spinal /Epidural
(111111 RS

TIME: woovorooovossresseereee PTOCEAUTE DONE DY oooiovvnmsvmimmsssmsmssssnsssssmasssssss s s

(10111 L — Technique (LOR/LOS) ....cccvuernneees

Catheter at SKIN: ......covvmmeesisisiniesees ARBIMIPES I +.cecvvceescsnmmssessssssmmmsesassssssssassssessees

Parasthesia : Yes/No if yes detalils :

Solution CompOSHtioN & .......ccoenee!

Any other issues :

a)

Time

Infusion Rate
(mi/hr)

. Level Maternal
Left Right | BP | Pulse

FHR Comments

—

Delivery Details :

TS oo APGAR: ....oooceeieao SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip (11110 (11 RRRSRRSR SRR

patient Satisfaction :

Discharge /Shifting ordered by

Doctor Signature: .
Dcctdr Name: .......

Date and Time : ....
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: Rainbow® ® - . g a
. :uc-nnonzuo 1P18-00036460 Children’s Blrtthght
s R YA GHRNDY Hospital .M
- Bt 44Lp B 28Y1M0OD (F) 18 takes 3 Iof £ traat the littie. Your Right to-a Safe Delivery

L L ——

ASSESSMENT FORM

1. Breastfeeding initiated?
O b.No

O TN, BEABON .....ooescessnsosiosiossssss sossnso s s ssesmiayissssnsasoau asas ok S SS s 4H AR oA N AN RSB RISATS T RS0 08

3. Nipple condition:
0 a. Nipple well formed
b /Flat nipple
O c!Inverted nipple
O  d. Short nipple

o o)

5. Steps for Positioning and attachment:
a. Paby goes to the breast
O Mother always sits with a back support
O (c. Ear-shoulder-hip should be in a straight line
F'\‘ O d. The baby takes a latch on the areola and not on the nipple

s

Feeding Positions: Feeding Positions:
Cross.Cradle * Football / Clutch

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




o

Was the position explained:
a. Yes
O blNo .

R

For Caesarian mothers:
/CI7 a. Mother is required sit and feed from the 4th feed
OO b. Please explain football hold

8. NICU admission: /V )P

OJ a Mother needs to stimulate her breast for 2 min every 2 hours

—
9 NIGHOBAINDRE: ..coimiminnmiimiammimim iR i T b e e N e e

Continuity of Care: Date: ........ } —wﬂb
Aaky 4 moThes 9de

90@4 Jadeh Cholefhyumn U
@m?ﬂc us IW

s = e~ g
Q“’; a = 2
L~ 5 72
Q__,) & 5=
B L H — ]

A aee

Signature ............... . UL cicnsensnsusssssnessrnsnssasss

DAtE & TIMIE: vveovreireeseeisessessesssessseeseseeesessesaessssesesenees Date & Time: .......... \C{W\%®Q@ ........
| 3[10° %,




Docu. No. : RCH /FRM / CLINICAL / 114
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R Rainbow’
s w\\\\\\\\\\\\\ Children's | & BirthRight
Y URINARY CATHETER BUNDLE CHECK LIST PR |
Date of Insertion: 13’1:”% MD?}% Removal: ...} H?[ib@ﬂ ﬂ"’{h
Parameters Date Shift Time ' T M
Need for the Catheter Em) ONo ,PY}s/DNo CYes COINo | OYes CONo | OYes CINo | OYes CINo | OYes OONo
Hand Hygiene D-;’r; ONo \E}Vé ONo | OYes ONo | OYes ONo | OYes OINo .EIYes ONo | OYes ONo
Usage of Sterile Equipment OYes/ OONo Qﬂs ONo | OYes ONo | OYes ONo | OYes ONo | OYes CINo | OYes CINo
Is the Collection bag below the level of bladder I'_’I@ ONo ,E!"?e’s ONo | OYes ONo | OYes OONo | OYes CONo | OYes CINo | OYes CINo
Check the Tube for Sbsiruction (Free of Kinking) - |_:l,¥05 ONo Yes ONo | OYes ONo | OYes ONo | OYes ONo | OYes CONo | OYes I:INO
Is Catheter dated as policy OYes ONo | @fes ONo | OYes ONo | OYes ONo | D¥es ONo | DYes ONo | Ol'es ONo
G_o_necting bag is been emptied regularly? EI{YL% [ONo ,EI%S ONo | OYes CONo | CYes OONo | OYes ONo | OYes ONo | OYes ONo
-MMMOf_dmdsvslemfﬂrmeéaﬂwler __D’\_’Eé-CINo -Clﬁs ONo | OYes ONo CYes ONo | OYes ONo | OYes CINo OvYes ONo
Dressing clean and dry? Ep’as; ONo B‘@ CONo | OYes ONo | OYes OONo | OYes ONo | OYes ONo | OYes ONo
Is the line removed as Policy? EIAlssj ONo |.£f¥es ONo | OYes ONo | OYes CINo | OYes CINo | OYes ONo | OYes CINo
Performance of Perineal Care D"ﬂzrsj ONo | fes CNo | OYes ONo | OYes CINo | Di¥es ONo | OYes ONo | OYes ONo
Onsetof New Fever O¥es ONp | DYes DG | O¥es ONo | OYes ONo | O¥es ONo | DYes ONo | OYes OiNo
Asses for the leakage at the site ofinsertion [¥es ONo [ i%s ONo | D¥es ONo | O¥es ONo | O¥es ONo | O¥es ONo | DO¥es ONo
Name of the Nurse (| M
Signature of the Nurse 941’ FXJ/ %—T%% 2‘?%95&: \
|
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SSI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED
PREOPERATIVE YEA
1 Do not remove hair at the surgical site unless the presence of hair will affect
i the procedure. Use clipper if necessary b(fﬂ
o | Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) \( E S
3. Antibiotic prophalaxis given within 60mts prior to skin incision L{E‘ S
A Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice (.,/E_S
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
: in combination
[ ES
6. Maintain normothermia during the surgical procedure (> 36 deg C) va
POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status f\r 0
' between 110 and 150 mg/di
8. Application of incisional negative pressure wound dressing N 0

Docu. No. : RCH/ GDY / FRM/ CLINICAL / 322







13} 800036460

G'JC-GDQE‘_\-MD i
Mrs SOWJANYA CH
14-06-1998 28Y 1M oD {F)

L Vi

HANDOVER CHECKLIST
Date & Time of Transfer: _}3 - D.h L De— TRANSFERRED TO : T‘
1 [Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age,
b.Surgical procedure & correct site verified

2 |Airwa & Breathin
Oxygen delive (maskfcannuiafventilator) secured

- Bainbow’
W inug Rospi PATIENT TRANSFER NURSING

UHID/hospital number confirmed

'§pO: within safe range
1f ETT: position confirmed, ties secure, cuff inflated
3 | Circulation & Hemodynamic Stabili
1V lines secured & infusion runnin correctl
b.No active uncontrolled bleedin g ne
Last vitals recorded before transfer
!"'\ d.Central line hubs are closed §
e.Dressing Intact <J
4 | Pain Assessment
JPain score assessed & anal esia given
b Reassessment done Vaf
5 | Wound, Dressings & Drains
Surgical dressing intact M
b.All drains fixed, out ut noted
Catheter secure & urine output recorded
.Splintsfcastsr‘traction devices stabilized
6 | Medications Pre & Post-Op Orders
‘Medications due time noted
b.Pre & Post-0 instructions (NPO, sition, mobili
‘Emergency meds iven in OT (time & dose documented)
7 | Equipment Safe & Transport Preparedness
o Oxygen cylinder full & ambu bag at bedside
b.Bed/side rails u and brakes applied

zation communicated

Special positioning maintained as per SUrgery
8 |High-Risk Patient Safety (if 2 licable
Chest tube: underwater seal below chest level
b.Epidural catheter secure, infusion checked
Pressure areas rotected (heels/elbows
9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED
10 |REPORTS AND LABS HANDED OVER
11 [BIOPSY/HPE SENT
12 [Documentation
‘Documentation com leteness

S8

ransferring Nurse:
Receiving Nurse :
ionature of Incharge:

RCHIGDY[FRMI CLINICAL/598







Guc 00093840 |P48-00036460

Mrs SOWJANYA CHUNDU gp (F)
14-06-1998 28Y0M2

"y &

L
= ubnw".
; S el .5."?.";3#-.'3‘:'-‘_ - PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: f.ﬁ}J 7 /2"'6 @ |22 20~ TRANSFERRED TO : s
1 |Patient Identification ‘ |YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed N 7
b.Surgical procedure & correct site verified {/ 4
2 | Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured A2
b.SpO: within safe range v &
c.IfETT: position confirmed, ties secure, cuff inflated /’v )
3 | Circulation & Hemodynamic Stability
a.IV lines secured & infusion running correctly Y
b.No active uncontrolled bleeding _ ;\ o
c.Last vitals recorded before transfer 14
P d.Central line hubs are closed /N2
e.Dressing Intact "7
4 | Pain Assessment d
a.Pain score assessed & analgesia given Ve
b.Reassessment done {;34
5 | Wound, Dressings & Drains i
a.Surgical dressing intact y #7
b.All drains fixed, output noted 2
c.Catheter secure & urine output recorded V)
d.Splints/casts/traction devices stabilized VE
6 | Medications Pre & Post-Op Orders
a.Medications due time noted W)

b.Pre & Post-op instructions (NPO, position, mobilization) communicated | /47

c.Emergency meds given in OT (time & dose document-1)

7 | Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside N7
b.Bed/side rails up and brakes applied %/ O
~~ ¢.Special positioning maintained as per surgery ! v 4

8 | High-Risk Patient Safety (if applicable) i
a.Chest tube: underwater seal below chest level w2
b.Epidural catheter secure, infusion checked AD
¢.Pressure areas protected (heels/elbows) Yy &)

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED AL0

10 |REPORTS AND LABS HANDED OVER A O

11 |BIOPSY/HPE SENT v A

12 |Documentation ‘
a.Documentation completeness ) i 2y v/ 4 ' .
Transferring Nurse: Qv G b“\_i'?% <) ; E

D
faa |
s v
)

L

Receiving Nurse : Ql ,,\3‘. NSO 2]

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







\

e

@ Rainbow' | @ BirthRight

' . H I . BY RAINBO SPIT.ALS
e PATIFNT TRANSFER FORM Hospital _ | @timeesmes
Mrs SOWJANYA CHUNDU
::?i:?:. praenn @ ) No. Date & Time of Admission Date & Time of Transfer Order
A 12 2604 1%3“? 12 {3k a1 pn
Treating Consultant Name Transfer Ordered by . Reason for Transfer

Ty Nt (pj)'a.“;oo\uﬁfmt Fmy 29S8

From Unit To Unit Information to Aftendant
) pr- HT Yes L__]j No[]
Number of Sheets in Clinical File Number of Imaging Films Personal béiongsngs including
LU }\ { clinical documents. If any handed
D

© over to attendant
P -0 el 2
If yes, wha

Medications / Consumables / Surgicals / Hand over

SL.No. item Name Quantity
1.
2.
3.
4.
5.
Shifﬁng Summary / Notes Written % Yes No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

%ﬁ{ﬁ%ﬁgﬁ @a‘/bm%ﬁ

patient & Clinical Records Received by :

¢ © v
19'!?

T
Date & Time of Patient Received : \2 p@° A

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

] Unavailable Bed [ Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow® " .
Children’s @ BirthRight
| i BY RAINBOW HOSPITALS
PATIENT TRANSFERFORM (D rospital_ | I zmeonres
GUC-00093840 |P48-00036460
e NDU
T:n:?:?m c:::* om290 ) Date & Time of Admission Date & Time of Transfer Order
D!

i

1] 1]26 ¢ 10307

2

,q[:sze @2 300~

Treating Consultant Name Transfer Ordered by Reason for Transfer
" ! . OHM Ul""{-” MW7J
Dy difhys Sk Dre M F
From Unit To Unit Information to Attendant
Yes No
© 7 3 11 ¢ ) D/ D

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Tp G 1 = Yes[] No [}
If yes, what 7
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
2 )
2.
3 -
4.
5.
Shifting Summary / Notes Written by Doctor : Yes‘z No[] -
Name & Signature of Person ytl_m is Transferring Name of Person Ordered Transfer
5[" C%u:tsﬂ - Mghm

Patient & Clinical Records Received by : E)-V
QIR Pre o (8559

Date &

Time of Patient Received :

rzj’/.:] [ 26 At 1231h0

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







GUC-00093840 IP1E-00036460
Mrs SOWJANYA CHUNDU

14-06-1998 28Y1MOD (F)
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Hos p ita| BY RAINBOW HOSPITALS

e
It takes a fot %o treat the fte. Your Right tc a Sale Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ..JH.[QSH:;...@.;.{&...... TIME: ool 2 2 QA
1 ~ 26 kg/m’
0111011 R Height:..’..&’...‘.’l‘.(mx..... Weight:..ﬂ}.,i{g.,....... BMI: 228 kg/m’
0 ~ 30 kg/m°
TR - AT —— L
Diagnosis: ......E.ME.Q.MEZNQ{........k&(&.: .....................................................................................................

Type of Diet: o (iquid Zrshit OJ Normal

O Vegetarian | /on-Vegetarian

Diet Advised:

] Diabetic
J Vegan

Liquid Diet—ORS/ Coconut \Water / Butter Milk/ Barley Water/ Soups (ﬂ

Normal Diet—Rice, Rotis, Daland Soft Cooked Vegetables and Curd

Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd e

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

{
Patient's / Attendant's

o
Signature: C . -SCMY 5

e o Souel et d 2

pate & Time: .. Waloala . @).... 2.5 62.90

Doc. No. : RCH/ FRM / CLINICAL / 195

Dietician’s
Signature: A?;CQLKB’“:’)
Name: Awﬁ/&@&&mﬂ

Daie & Time: lhloqtlﬁoﬂ@h&p?v\

(PT.0)




DIETARY NOTES

’ (]
il o bobe: , o,

‘(-M[M“f‘_ \,;.:.l?xx L\Mb&— ’S'w.:n.a P

J

B tlogii b, o e ka%;éiﬁg)
J-— Cﬂﬁ- Leet QO Lo A,

IFQM_A — 25 A3 44

x
(=t

16

__\Jg\ ’a»\\') © | Rchm | P vt-ex)(- o (V 23
BT o 5% -
L dsian it s e
; saa, Aikas . 2L




E 14-06-1998 ;ayom2e0 P Rainbow

°"\\ﬁ\ﬁ\\\ A -\bi%-:-%i%—'lf

SURGERY DETAILS

Date : /3/7,/2‘6

Patient NameMV.SsSQWJﬁns{‘i Date of Birth: .24.5.08.5.09.95.... Age: 289
Gender: oo enins Ward: N o, WY S TR T A A R A—
Date of Surgery: 13]1]24..... Cor4pore @6T-3 O0T-4 08GO C108GOT2
Name of the Surgery : ...... Em. Lot Ly T fijﬁ( «S\t.ext. b J/‘tl’“"“'

TIMe 1N fcsrren e DT i Time Out 1. £ 2. QB s

A NAME AMOUNT
Surgeon R T 1 o R 0 —
Anaesthetist N 0. 0 X7 . Xorre SR
Assistant Surgeon : P’ﬁ"*”fﬁf‘
OTTechniclan  : wonllitdofidl
Circulating Nurse I (VRSP 5
Assistant Nurse L P /) o, RS

e

> o & ® W

Speclal Equipment. [ Laparascopy [ Broncoscope [0 Harmonic O Morcelator
O C-ARM [ Cystoscopy [ Versa Point O Liver Cusa
[ Neuro Cusa 01 IO

@f 5"
Signature of the Surgeon Signature of Circulating Nurse
| ) Ao WY Qe
oo s st

OFABE NO: vvvvesssssrssssnssmmisssssssamnssassssssssssessansasisses (011001 1) /AP PRS

Docu. No. : RCH /FRM / GENERAL / 114
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L am o nS b i

iJ Ln Bhan & i “li';j‘nqc-ia-:.

L o2 A A o BB F

rr'vd'awn‘-i"f‘-un-lrne 'Sk A 5 AR B T A S A AR

pationt Sticker E lé?\li?g 1%\: 's & Blftthth
© CONSUMABLES OF OT Sospin | WP
GIGUIING ST v Technician : f"hf"‘«;“‘ T L0 FT—
Anaesthesia Disposables ‘m_u:uﬁ_um Surglcal Disposables ssund | _Used Disposables (Baby Side) | o | W
| ‘ i Wajer Pack L o\ | IniVitK
A . | Sutures Cord Clamp
| ECG leads | AJPN \=25-b @) | Suction Catheter
[ HME fiter /P /N \ k L daa o | reeding Tube & FA
Eﬂnqes -10¢c R AT © | | Vacoum Suction Set
05 cc Gloves ; o Surgical Gloves . O
F 02 e G\ SR F o Gauze Pack 0
01 c¢ | : o | Syinge 1l 2mi 5
Cautery plate if\ I PIN Surgical blade Surgical Blade # 20
Vst~ NG tube Koochies (S)
RL Cautery pencil «— o ’
TS - 10mi/ t0er{/ 5087000 Koochies ey 2opl
Ointrents N
Suction Catheter
Fentanyl Cap, Mask AANL
Morphine Gauze Pack \ 3
‘ Ketamine | Mop Pack )
propotol Steristrip
| Rocuronium | Underpad o P ks
[ Glycopyrolate | | | Draw sheet "
[ Myopyrolate T | Apgel
 ondansetron | Foleys catheter \\
[ Pencan 25¢/ Spinal Neede2z | | Urobag p K
Bupivacaine 0.25% | | Chest Drainage Catheter . o]
Bupivacaine 0.25%(Heavy) || Romodrain bag 3 s
Antibiotics { Bandage ;
Tegaderm
| Suppostories loban
[“Anamo Bomg/ 250mg /1703 | DoubleJ Stert )
Supridol : 100mg “| | Vaccum Suction set (5 ]
Justn: 12.5 mg/ 25mg / 100md T | Plastic Bad-Shaet 6> i . -t
[ Tab. Misoprost : 2008 boo 9 /o) | Betading Solution ® _0 -l
. o \ | Microshield V
% b o | Cotton Balls
I Latex Gloves of
| Ramdione Scrub
L | Saral
Surgeon Anaesthesiologist Nurse 0T Techniciar
Order No. : ST e T

Doc. No.: HCH!FHM!GENERALHZS




-
et
-
= "
i | "
Falf O rt
-
L ¥ o f
“ \
L —
T
J -9
'
A ) &
i
!
»
.
] y I |
I "
e |
™
" ' e
q




RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
L
1 1= o Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow B 600015
Children’s : Tel No : 044-40122444
Hospital "
e VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-1 20/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(TR IR AR R
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036460 Ward 8F-OT COMPLEX
Patient Name Mrs SOWJANYA CHUNDU Bed Name MICU 802
AgelSex 28Y 1 M0D/Female Order No 18-0001726798
Date 14/07/2026 02:29 Prescription No PRIP18-0626952
Payor SELFPAY Dispensed Date 14/07/2026 02:34
UHID GUC-00093840
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) b3 GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS )
2 STERILE XL Mediblue 1010626 04/29 2 120,00 240.00
3 g';"”"" Microptic gloves- H 2603018005 03129 2 128,00 256.00
[ENCORE MICROPTIC
4 GLOVES.T PF ANSEL 2604014105 04/29 4 128.00 512.00
\GAUZE 7.5X7.5 12 PLY (5 .
5 INOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
|GAUZ SWAB 10 X 10CM o
6 |12PLY 55 X-RAY Bapuji Surgicals GENERAL M2645010 03/29 3 123.00 369.00
7 iﬁ?;‘g SUPPOSITORIES 100 o5t aboratories Lid BLNP274055 12128 1 18.74 18.74
8 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
| MISOPROST TAB
9 | coomeats CIPLA LIMITED H 8GHD162 08/27 1 105.12 105.12
10 MONOCRYL3-0NW 1326  ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X-  DATT MEDI
1 RAY PRODUCTS H M2642004 12/29 2 949.00 1,898.00
NITRILE EXAMINATION
12 | GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
13 | NS 100MLACCULIFE-EH  buy\iq(Nirif 18260029 04/28 1 21.01 21.01
14 | NS S500ML CLOSED BOTTLE Denis Chem Lab Lid H 10262046 03/29 1 9455 94.55
15 | PDS-I11-0 Nw 9352 ETHICON SUTURES-J&J T5005 08/30 1 1,026.00 1,026.00
QUICKSUITE OT TABLE
16 | SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
i RAMADINE SOLUTION 10%  RAMAN & WEIL PVT 12036 S 5 —— 56560
100 ML LTD
18 gg'ég;“i #8 (POWDER ANSEL 2603010017 03729 2 128,00 256.00
g | SRLEVEE 7.5POWDER skl GENERAL 260300891T 05/29 2 128.00 256.00
20 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
21 gﬁ'ﬁ%" CHROMIC CATGUT g o5 India A2501608 11/30 1 223.00 223.00
UNDERPADS CARE 60 X 80
22 | (eRIENDS) 25062026 12/30 1 205.00 205.00
23 | VACCUMESUCTIONSET  ROMSONS GENERAL K26D010294 03131 1 811.00 811.00
24 VICRYL PLUS 1 VP - (2347) ETHICON SUTURES-J&J C1 T5072 10/30 1 951.00 951.00
Total : 10,720.09 13,381.09
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

| Printed Time : 14-07-2026 02:34

Pharmacist Name :

Page 10of 1

GRACE PAUL RAJAN







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
o
. A= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s Tel No : 044-40122444
Hospital i VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(ORRL AR TTAR TR L IR I
INPATIENT ISSUES AGAINST ORDERS
IP No |IP18-00036461 Ward 7F-PVTISUITE
Patient Name Baby B/O SOWJANYA CHUNDU Bed Name CRDL-PVTT704-1
AgelSex 0YOMOD3H/Female Order No 18-0001726801
Date 14/07/2026 02:33 Prescription No PRIP18-0626953
Payor SELFPAY Dispensed Date 14/07/2026 02:35
UHID GUC-00093842
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ENCORE MICROPTIC
1 GLOVES.7 PF ANSEL 2604014105 04129 2 128.00 256.00
2 ﬁg‘;ﬁgﬁ’;ﬁ.}z PLY(S  gapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
3 [KLICK CLAMP ROMSONS G26D040017 03/31 1 42,00 42,00
4 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
Total : 520.00 648.00

Recelver Name

; Printed Time : 14-07-2026 02:35

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Page 1 0of 1







RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
7.
o= . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’s _ Tel No : 044-40122444
Hospital """
Rainbow VAT TIN : 33AABCR401 AM1ZK CIN: L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No 403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
110N TR 1l
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036460 Ward 8F-OT COMPLEX
Patient Name Mrs SOWJANYA CHUNDU Bed Name MICU 802
AgelSex 28Y 1M0D/Female Order No 18-0001726797
Date 14/07/2026 02:29 Prescription No  PRIP18-0626949
Payor SELFPAY Dispensed Date 14/07/2026 02:33
UHID GUC-00093840
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ‘:‘;;‘_AW'" HEAVY SMG INJ4  yoon | aboratories Ltd  H KP1713936 01128 1 31.47 3147
Biocare
2 BIOXAMIC 500 MG INJ e il H C3BI0004 01/28 2 73.23 146.48
3 %TL?ES'C INJAMP 03 Noon LaboratoriesLid  H 45121 01129 1 31.10 31.10
L
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 1 28.13 28.13
5 DSYRINGE 20ML(NIPRO)  NIPRO GENERAL 026811K32 01/31 2 61,00 122.00
DSYRINGE EMERALD SML  BECTON DICKINSON
6 8P (8D) (80) 5322615 10/30 1 12.00 12.00
7 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26B12K44 01131 6 11.25 67.50
Aculife Health Care
8 DWATER 10MLAMPULE 5o’ Nt H 2254216 10/28 6 2.58 15.48
£.C.G ELECTRODES
9 TADULT) JMS GENERAL 12226S08G 03/28 3 3234 97.02
10| EC.GELECTRODES (PAED) Adilase GENERAL 07160326 02/28 4 40.00 160.00
11| EFPRES INJ 30MG 1ML ’L‘fg” LABORATORIES 1231080 09126 1 4181 41.812
12|  EFiPReEs IN 30MG 1ML ffg“ LABORATORIES 1231005 01/28 1 45.90 45.90
13 g‘lm?ﬁ_‘“ (OXYTOCIN)INJ yoon Laboratories Ltd H 091690 02/28 g 18.90 9450
INTRAFLOW (AUTO STOP
14| | RoMSONS ( ) ROMSONS K26B010515 01/31 1 525.00 52500
15 LOXINJZ%30ML Neon Laboratories Ltd ~ H KM144328 127 1 3330 33.30
16  MEZOLAMINJSMGSML  NeonLaboratories Ld  H1 V304628 12727 1 3155 31.55
47 NEEDLE 16 G 1.5INC Dispovan 52524C 11/30 1 5.32 5.32
48 NEEDLE 2611 2INCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
OxygenMask With Tubing -
19 aal ROMSONS-FC GENERAL G26B040107 01/31 1 336.00 336.00
20 PHENPRES INJ10MG ML  Neon Laboratories Ltd H 10062 06/27 1 407.80 407.80
PREGELLED SURGICAL
21 PLATES(ADULT) Erbee GENERAL 2510302409 1027 1 1,275.00 1,275.00
! RL 500 ML CLOSED Fresenius Kabi India
22 SYSTEM vttt L 10262104 03/29 3 69.84 209.52
- SPINAL NEEDLE 27 G
23 WHITACARE VYGON 2502016 01/30 1 637.03 637.03
24 TROPINE INJ AMPO.SMGTML i~ LABORATORIES SM038138 11127 2 7.30 14.60
VEIN-O-LINE 10CM
25 ROMSONS GENERAL K26C010503 02/31 2 419.00 838.00
BECTON DICKINSON
25  VENFLON|-226 (D) GENERAL 5288174 09/30 1 321.00 321.00
Printed Time : 14-07-2026 02:33
Fale {of2







RAINBOW CHILDREN'S MEDICARE LIMITED

il Rainbow Children’s Hospital - Guindy
%
1 4= . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ = ~ TelNo: 044-40122444
Hospital = | © VATTIN: 30AABCRAOIAMIZK CIN:  L85110TG1998PLC020914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
| Telangana.
TR Ly i
\ INPATIENT ISSUES AGAINST ORDERS
{
l IP No 1P18-00036461 Ward 7F-PVTISUITE
|
| Patient Name Baby B/O SOWJANYA CHUNDU Bed Name CRDL-PVT704-1
\! AgelSex 0YOMOD3H/ Female Order No 18-0001726802
l‘ Date 14/07/2026 02:33 Prescription No PRIP18-0626951
| Payor SELFPAY Dispensed Date  14/07/2026 02:34
. UHID GUC-00093842
11 S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
| DSYRINGE 1ML (BD) ?BEI;TON DICKINSON  GENERAL §043348 0113 1 24.00 24.00
'] 2 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01131 2 11.25 2250
| 3 INFANT FEEDING TUBE-6 ROMSONS GENERAL 260010693 03/31 1 68.00 §8.00
\ Total: 103.25 114.50
|
| for RAINBOW CHILDREN'S MEDICARE LIMITED
|
| Receiver Name Authorized Signature

| Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 14-07-2026 02:34
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