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Your Right to a Sate Dalivery

it takes a lot to treat the litte.
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Rainbow . Door No.157 to

Children's

Hospital Birihl’-\'.ém!

‘Rainbaw

160, Anna Salai, Guindy, Guindy Chennai , Tami| Nadu, INDIA 600015,

TEL NO :044-40122444

WEB : https:/frainbowhospitals‘in

ADMISSION SHEET

Registration Details :

T T, ]

Occupation

Admission No - IP18-00036700 Admit Date - 31-Jul-2026 Admit Time - 04:47 PM  UHID : GUC-00084304
Patient Details :

Patient Name : Mrs JEFFY JONE Age :30Y1M11D

Guardian : Mr ABISHEK y DoB 1 20-06-1996

Gender : Female Religion

Martial Statys

Address (H) 0 13, 112, RAMS APARTMENT, RAMA STREET, Phone No
Nungambakkam Bazaar Chennai Tamil Nadu

© 9600513755/ 9094 167632

INDIA 600034 E-mail * No@gmail.com
" nission Details :
Bed Type PRIVATE RoOM Bed No :pyT 701 Ward Name - 7F-PVT/SUITE
Room No - PVT 701 - Admission Type : First Visit

Contact Details :

Name : Mr ABISHEK y Relatlonship : Husband
Contact Address : 138,112, RAMS APARTMENT, RAMA STREET, Phone No
Nungambakkam Bazaar Chennai Tamil Nadu
INDIA 600034
Signature
™ tor Details :
Doctor Name :Dr. PRIYADHARSHINI SM Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self

Co-Consultant

Phone No

Payment Details :

Payment Mode DcC/CcC card

Deposit Amount

Payor Name

120000.00
. MEDI ASSIST INSURANCE TPA PVT
LTD

inted Date / Time : 31/07/2026 22-19

Printed By : 015040

Page 1 of 2
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Rainbow Children's Hospital - Guindy

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

Children's o TEL NO :044-40122444

Hospital os 3 WEB : https://rainbowhospitals. in

R bow
N N TFORT T T

Patient Name: Mrs JEFFY JONE Age : 30Y1M11D
IP No: IP18-00036700 Sex: Female
Consultant: Dr. PRIYADHARSHINI SM Ward/Bed No: 7F-PVTISUITE!PVT 701

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

Patient, be deemed advisable Or necessary,

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

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

1

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

(R’gq‘eivers Signature:.................)

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

Signature of Patient/Relative:

Name: Patient Address:

; . 13, 112, RAMS APARTMENT, RAMA
Relationship: STREET, Nungambakkam Bazaar
Date Time: Chennai Tamil Nadu INDIA 600034

Wittness Name:

Wittness Signature:

rinted Date / Time - 31/07/2026 22:19 Printed By : 015040 Page 2 of 2







e . Rainbow Children's Hospital - Guindy

Rain bbw’ . Door No.157 to 160, Anna Salaj, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA 600015,

Children’s e TEL NO :044-40122444

Hospital i 'b;‘ | WEB : https://rainbowhospitals.in

ainbow
ADMISSION SHEET
—_—
. ; i I
Registration Details T, nmm

!dmission No : IP18-00036700 Admit Date 31-Jul-2026 Admit Time - 04:47 PM UHID : GUC-00084304

Patient Details 3

Patient Name :Mrs INFANT JEFFY JONE J Age :30Y1M11D

Guardian * Mr ABISHEK J DOB 1 20-06-1996

Gender : Female Religion

Occupation : Martial Status

Address (H) : 13, 112, RAMS APARTMENT, RAMA STREET, Phone No ! 9600513755/ 9094167632
mgliaéno%%lg(:m Bazaar Chennai Tamil Nadu E-mail : no@gmail.com

Avinission Details -

Bed Type : Micu Bed No : Micu 802 Ward Name 8F-OT COMPLEX

RoomNo : micu 802 Admission Type : First Visit

Contact Details :

Name : Mr ABISHEK J - Relationship - Husband

Contact Address . 13, 112, RAMS APARTMENT, RAMA STREET, Phone No
Nungambakkam Bazaar Chennai Tamil Nadu

INDIA 600034
Signature
“ Dtor Details ;
Doctor Name : Dr. PRIYADHARSHINI SM Specialisation - OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount .09
Payment Mode : Cash Payor Name : SELFPAY

rinted Date / Time - 31/07/2026 16:48 Printed By : 021494 Page 1 of 2







. & Rainbow Children's Hospital - Guindy

Rain b‘ow_ . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai »Tamil Nadu, INDIA 600015,
Children's O i TEL NO :044-40122444
Hospital s WEB : https:/rainbowhospitals.in
GENE C T FOR A
Patient Name: Mrs INFANT JEFFY JONE 4 Age : 30Y1mM11D
IP No: IP18-00036700 Sex: Female
Consultant: Dr. PRIYADHARSHIN| s M Ward/Bed No:  gF.oT COMPLEX/MICU 802

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

Patient, be deemed advisable or necessary.

giving my general consen
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 resuits
of my evaluation and | or treatment,

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

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

Note:

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

clearance. In case of fyin bmission, | will pay 200/- Rs,
(Rﬁivers ngnature:..;\l;.%ﬁ

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

Signature of Patient/Relative: «* w

Name: < AE)) 5‘|‘\EK j Patient Address:

T NDO 13, 112, RAMS APARTMENT, RAMA
Relationship: ¢ T\Aﬁ\é“/&d HuseA STREET, Nungambakkam Bazaar
Date: 3, — 7 — G Time: ) '\ P"" Chennai Tamil Nadu INDIA 600034

Wittness Name: AJC) O G

Wittness Signature: A )Q d

'rinted Date / Time : 31/07/2026 16:48 Printed By : 021494 Page 2 of 2
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Rainb = B
Childrens @ BirthRight

> Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement Post 12PM, room rent
will be charged for half day extra & post 6PM., it will be charged for ful| day. Less than 24 hours stay will e considered
as one day.

» Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or oP
Procedures, Equipment, Cross Consuitations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

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

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

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

ing to the ward category chosen by the patient; charges wil| be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables,

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

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

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

>

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

reimbursed by the TPA / Insurance Company at later stage.
» For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are

P Ittakes time for cash discharge isa minimum 3-4hrs. and in the case of insurance, it wil| take a minimum 6-7hrs,

» Difference, if any between the final bil] amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient.

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

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

> Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill

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

DECLARATION

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

Patient Name :

Self/Attendant Name -

Self/ Attendant Signature : < N A
Phone Number :< /
1167632

909
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13 268 Geb gmbery SILMHL QLoGdTL ey,
T C5®. HIMGIUTESD, Qs siemer BIAID
BIH, 600034 n

Address: C/O: Abishek J, 112 Flat 13 2nd Floor Rams
Apartments, Rama Street, Nungambakkam; __

PO:Nungambakkam, DIST:Chennai, Tamil Nadu, 600034

Details as on 07/04/2024
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Height: .9, cm
Weight:..£ % 2-g
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O Alergies: ... Nl

Breast: [JNormal (J Abnormal

General Examination:
Consciousness: Pallor:  Afe
Icterus: Edema: No-
Temp: (}) PR:

BP; DTR:

cvs: €,¢, & RS Nv i< (@)
Liver/Spleen: Urine Output:
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Contp:
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EDD: & (8 [wo24

Corrected EDD: GA: 2o ki g ,dﬂ?.l-.
Menstrual History: Regular . E1 Yes [ o (S
Obstetric Examination
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Draining: [ Present EI Absent [J Bleeding
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IP18-00035700

- RESULT SHEET
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BY RAINBOW HOSPITALS
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| Hb O q‘g -34
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PCV 2 32 >4

-
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RBC 291

WBC €lvo \ 52%0

=08

Hv

Platelets 2 ut. | 3595

H

i

NTT

CRP

VDL

IJSR

PCT

RBS

Wy 499

Na

K

Fral- ¥4

Cl

PPr4- 37

Ca/Mg

Phosphate

- 2~11,

Urea

Jreaﬂnlne

ALP

SGPT

SGOT

T.Bill/Conj

Echo ¢

T.Protein

S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

' CSF Protain / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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VERIFIED BY : Name

‘Date of Admission: ﬂhbls Drug Allergies: B OO @n any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
= Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3 Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
DRUG : pate
Dose | Route [Frequency |Start Da
Doctor's Signature | Vaiid Period| Pharm.
Additional Instructions:
DRUG : cr
Dose | Route |Frequency |Start Datj 4
Doctor's Signature |Valid Period| Pharm,
: |Additional Instructions:
[DRUG 3 %znt—j
Dose | Route |Frequency [Start Da
Doctor's Signature | Vaid Period| Pharm,
[Additional Instructions:
——
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Starting the Drugs:
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Additional Instructions: \wb‘ff‘/

Daily Doctor’s Endorsement by a Sign

DRUG: “T-TaxXim - O

Dose Route | Frequency |Start Date
Qoovt | PO \ 71 \\Q;
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Starting the Drugs:
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Additional Instructions:
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Daily Doctor’s Endorsement by a Sign

Datet

DRUG: (- PANTOPRA ZOLE
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Dose Route |Frequency |Start Date

Yoy PO Lo\ 1\52 f

Name & Signature of the Doctor

Starting the Drugs: B/
, g

Additional Instructions:  \“MY

A

Daily Doctor's Endorsement by a Sign

DRUG : 1. 2 o0l - CF

Dose Route | Frequency |Start Date]

Daily Doctor’s Endorsement by a Sign

(e | 0 Lro—1 r'[lg,
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o | Routs Start Date o - L
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% . Dose Dose Dose Dase
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Dose Dose Daoses Dose
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Hl e\ e o0 e grotroL SoOmeg P g b7 5;\/
i § ‘
.5 ]?)A& 2120 P | T mi%ppred oL L0 Po LB W A
S P"“-
2 13 ey Lok V' fARA C B C % ko %@L -4
0 oo ;
Qow /[j
s \\M L\w (quI Ef Dot in 2.0c¢ T/ \Fon 8 (w
| T3
1\9 3,0m ,Lu,‘ TAX 1M 0 imd :L'{ &/ AAY
. \ : J :[‘.P &/ T‘
1\5 g.)’\gw Ny CQUPACEF O« wd mp
W00 | %0 | B chenemen] (oo 0 | Ay M
\\*}\7‘0 B'%OW NE Mikopostir Goo Mep~ P A/ rjﬂip
; 1 Pre }
\'\%bja 6"),(&& j'w&-'ﬁ-m (}Mm‘y{‘? ny 1) g L‘Q/ IY\D__
L . Page: 3/4 (PT.0)




—W\_

—

i

1]

LV. FLUIDS CHART Weight. @H.:.&Bwam.m .......

i Compasition f-' "id Flow Ratel Doctor | Nurse | Date of Docto; Nurse
g e (f mm,«?.?.umm?w..w:mn,m Route " m/hr I Sign Sign |Stopping| Sign Sign
'£n_1 Q‘r;h) Cunulz 24 MJ/L t /!j - /‘,)
\% % o h: 2V E/ \%\W .
\ pee o (O r : \

\UI Mg Sur oI el |10 \\@ D
F; w L.k (Q//W pq?

Signature

VERIFIED BY : Name .......

Page: 4/4



P8V

Additional Instructions:

} if?:é:f’nuaﬂs""\'\‘\i\\\\\\\\\\\\\\ =

TN Chtirer's | @ BirthRight
. ozt | (gt

;.f' Sheeto: REGULAR PRESCRIPTIONS weignb D%

DRUG: T C trryyy, ek |e k\“ﬁl { I ’ | | ] | | ]

| Dose ; Route F{requir:cy l Start Dt. ||/ J»x’ [ 1] F 1 | 1T ,
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‘ Starting the Drygs: g ’ I II I’ l’ '+_H —

%22
e
; | ] { l !

| Daily Doctor's Endorsement by a sign D

™ | onus: oo | |

o
Dose | Route Frequency | Start Dt. F I

Name & Signature of the Doctor

Starting the Drugs:

v Signature

Additional Instructions:

Dally Doctor's Endorsement byasSign | ]

Name & Signature of the Doctor

[ ]

]

1
[ ——m

! Dose | Route Frequency | Start Dt I] [I ’]

|

Starting the Drugs:

L]

L]

1]

Additional Instructions-: [

)
VERIFIED BY : Name“)

Daily Doctor's Endorsement by a Sign |

rDﬂUG : Date

Dose ) Route | Frequency [ Start pr.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: L] ] [ ]

Daity Doctor's Endorsement by a Sign
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arting the Drugs:
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Additional Instructions: j \ J
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Daily Doctor’s Endorsement by a Sign \ L \ J
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Additional Instructions: [ 2 L e l
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Dose \ Route | Frequency \Start Dt. | =] H
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l l )
Additional Instructions: “ 1‘
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

1
\—‘ Date -
2] Time | 8|9 |10[11]12/1|2[3(4a)s|6[7[f8BYo|20]11]12)1 |2 oK

> 30
SESR 21-30 .

write rate in ,
énrresp. box) 11 -20 7= 2
0-10
94 - 100 % ]
<94 %
Administered 0, (L/min.)

40
39
38
37 S L3 — .
36 Ly il [ o
s
< 35

170
160
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110 ! ; _
100 eyt r et =
90 o7 7] ®
80
70
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<
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URINE |  >30 | 7 0P s B 77 I
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Protein + +
Protein > + +
Normal — - =
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L Liquor Green
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TOTAL ORANGE SCORES {3/ ©
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Nurse Initial

Proteinuria
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output v She
Date | Time ;"m Route NG | Diarrhoea | Vomit |Drainage | Urine | PRepre® ma
Mouth | LV | NG | _
08:00 am Pl
09:00 am [
10:00 am |
11:00 am [
12:00 pm
01:00 pm
Total intake : Total Ouiput :
02:00 pm L h
. | c300pm —b __®Nn o0 N— :
04:00 pm s MNN| aili il Al B
o500 [ 140 [frpd AV | 50
0600pm {100 {00 S0 || ¢
CJoroopm| ey |xou R
Total Intake : A Total Output :
0800pmidy e  |Qoerd A
09:00 pm No | g—
1000pm vy o | 1oow! "
11:00 pm o Qoo w | £
1200am |14, o |pcove) 1.
0t00am | TS
Total Intake : $706 v~ ‘ Total Qutput: -0 v
20 [thy |0 |Eco a0 | O [Tl |
0300am 1oy |14 |FOO %n?o 2 0 T
M |hp | o) Iy TD‘:C?W O 'fl)
05:00an [ M Kve) 9.),},» -l | O <ftm
06:00 am 20 {00 ) D (-m
or00am| [0 | (€3 o |f®
Total Intake: | ;)3“ 0\ Total Output : H‘o(‘) '
Total 24 hrs. Intake 21 gﬁom{-. : Total 24 hrs. Output | KO0V
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1. All measurements inmi.

o |ab Intake Output N o
Date | ‘Time | Nature Route NG_| Diarthosa | vomit | ranage | uring | e o
Mouth | LV | NG
0B00am | Wy [ 0 _ 0 R
0900am | Ao [0 L 6 Pp
10:00 am (o0 2 | 0 [3&
11:00 am o |4
1200pm | 1) p., | 5 6 o &
01:00 pm < b~
Total Intake : 4 & Total Output: T4 o
0200pm |41, . om) &)
LT PO %
04:00pm |1 5 oy ] =
5008 | 15, |9 | © [T
06:00 pm Q0| =0
| 07:00pm | \\8o | |xp+f o[ O |
Total Intake : 19> —Tom | Total Output : “Fergy A
08:00pm 11X 5 2 Aesn) Q 0|
0:00 pm V.S_I_‘F- doew] eond| & 4
10:00 pm AW [l 2]
11:00 pm O
200am |13 & |doov] comll 6 |
01:00 am 1 ?
Total Intake :  JCOy | Total Output: gy,
0200?“ ko .ibsr-lr ©
03:00 am o) J
U0t o 19 prd o |f
05:00an| o P
06:00 am oo .Bn::vJ O tn
07:00 am t 1 o [+
Total Intaks : £o0wa | 300 ~goom] Total Output: p 47 | B
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HITTT PAIN ASSESSMENT FORM Hospital | g pomomer
vate Time |[° "('B’,;B;“’ Location Duration Acuity Characler i mﬂ rs Wﬁ I||:,|wl d Intervention Sign
h 0 O Continuous | OJ Acute O Sharp [ Dull O Increasing  \O -ﬁ_E_,O“kOl
gT }, 'P"“ / ) =8 O Intermittent | O Chronic O Aching [ Buming | O Decreasing | O No D =i g)&,‘/
O Continuous | [ Acute O Sharp  [J1Dul O increasing | [)Yes ¥ ;
3{}77” ff0A~ Olo |- O Intermittent | O Chronie | 03 Aching 03 Buming | ) Decreasing Oto Arn‘ | Toerr s
Foboli |pgfporiomn | aome | vet e | (i) | i
lq?,\ b,é . % (o /‘}f‘?’k ermittent | CJ Chronic OJ Aching [ Buming O No A =4 )
Ws - Ac"l’/ OSwn  Cuas— 9 . 0 Yes— anale b/a '
3[}«% lia Qldp | O Aermitent | O Chvonic | CJAching 3 Buming qm O No %Wnﬂ;b{ C@%{ﬂa
b Mﬂn#jj Continuous | T3 Acute 0O Sharp i | O Increasing M M
Y4l 0 : >
’\\Sll % e —9 Intermittent Chronic [ Aching gzmng El,lafe?m E;Hz DW'??’)D’“Z DIy
[ ﬁ;}g WUD Continuous |-EtAcute 0 Sharp E,lDul. o hmsmg O Yes— {mmmﬂjgu « :
}\Q’)gb ()[m )LO O lntermittent | CJ Chronic OJ Aching (3 Burning 0] Decreasing | I No b{}_@}*ﬂﬂm &%
' ‘) o Q?__p)-'l Shawy O Continuous | C3-Acule O Sharp  [3.Duil O Increasing D¥es jﬂ ~ W\fmgﬁal‘r
V17 RL (@ sibt | O dpwermitent | O Ctvonic | 0 Aching 01 Buming | [ pecreasing | T3 o I 'é%m
, Qpasb.> | O Contious | Girfcde [0S Clot | Oloreasing | Db b1y
5 Wn ) Jto (=) )
d‘[t,"% \ ) A | O intermittent | 3 Chronic O Aching ] Burning O Deereasing | OJ No %n;\u %ﬁ’:’;w
O Continuous | [ Acute OShap OJpul O Increasing DOYes il '
g\@,\n'b | EAL) alm = O Intermittent | CJ Chronic O Aching [ Buming | O Decreasing | I No S \2ay—
[J Continvous | 0 Acute O Sharp O Dul O Increasing | O Yes
O Intermittent | [ Chronic D) Aching (] Buming | 3 Decreasing [ 1 No

Re-assessmeni Frequency:
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a) At least every 2 hours Jor the first 24 hours
) Frior 1o pain pain-refieving intervention.
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Humerical Pain Scale (Obstetric aad Gynecology)
1 1 i 1

2
© Hurts Uitte B Hurts Littie More

PAIN ASSESSMENT TOOLS

F1 ACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

SCORMG
CATEGORY
L} 1 4
i 3 y Occasional Grimace or Frown, Frequent 10 constant frown,
Face No Particular expression of smile withdraw, Disoriented quivening chin, clenched jaw
Legs Normal Position or Relaxed neasy, restliess, lense . Kicking. or legs brawn up .
B Laying quietly normal position, Squirming shifting back and ¥
Activity moves easily forth, tense Arched. right, of Jerking
Moans or whimpers occasional Crying steadily, screams of sobs.
Cry No Cry (Awake of asieep) ngﬂnw.n _gnﬂwﬁﬁ
g%S%E.
Consolability Conte. 1, refaxed hugging, or being talked o, Difficutt to console or comfort
distractible .
- Meenatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Criteria
2 -1 " 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Iritable or crying at High-pliched or silent-
Irritabifity stimui minimally with painful | iritable intervais consolable | continuous cry
stmufi Inconsolable
! Behavier State | Noarousaltoany | Arowses minimaly to | Appropriate for Restiess, squinming | Arching, kicking constantly awake
stimuli stimuil gestational age Awakens frequently | of
No spontaneous Litie sportaneous Arouses minimally / no
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression Any pain expression
Expression No expression with stimuli Intermitient continual
Cxtremities | No grasp refiex Weak grasprefiex | Relaxed hands and | Intemitient Continual clenched
Tooe Flaccid tone decreased muscle | feet dlenched toes, fists | toes, fists, or finger
fone Normal Tone of finger splay splay
: Bodyisnottense | Body s tense
Vitai Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR,BP. 520, | stimui variabiity from normal for from basefine basefine, 520, less than
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimufation -
apnea simulation - quick | slow recovery Out of sync of
recovery fighting ventilator
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Skin maves against
support surfaces
Sheor Occurs when
skin and adjacent bony
surface slide across

one anather

agitation leads to almost constant
thrashing and friction.

assistance in moving. Complete lifting
without sfiding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance

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

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.*

Time :
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 7 \
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in %
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. 27’ J-? H ;
without assistance. to completely turn self independentiy. independently. /
2. Chalrfast : 3. Walks occasionally: 4. All patlents foo young fo ambulate;
R . Ability to walk sevarely limited or Walks occasionally during day, but for OR walks
:ﬁngtﬁf{t’; é;nnf?:;ﬁu‘h od non-existent. Cannot bear own weight very short distances, with or without Walks outside the runm at least twice a 3 g 3
: and/or must be assisted into chalr or assistance. Spends majority of each day and insids room at least once evary 2
wheelchair, shift in bed or chair, 2 hours during walking hours, -
1. Compietely limited: 2. Very limited: 3. Slightly limited: 4, No Iimpolrment:
Unresponsive (does nat moan, flinch |  responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) te painful stimuli due to communicate discomfort axcept by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or Lr \f
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability 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.
Mosture Degree 1. Constantly moist: 2, Very moist: 3. Occoslonally molst: 4. Rarsly molst:
to which Skin Is kept molsr_almosl canstantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper .
skin Is exposed by purspira!.fun. urine, drainage, elc. Linan must be changed at least every linen change every 12 hours. changes; linen only requires changing 17’ \f
to moisture Dampness is detected every time 8 hours. avery 24 hours. L’
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem:
Friction. Occurs when | Spasticity, contracture, itching, or Requires moderats to maximum Moves freely or requires minimum Able to compietely lift patient during

1. Very Poor:

NPO/or malntained on clear liquids,
or I¥s for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
acomplete meal. Rarely eats more

2. Inodequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for 2ge OR albumin < 3 mg/d
OR rarely eats a complete meal and

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over halt of most meals.
Eats a total of 4 servings of protein

4, Excellent:

Is on a normal diet providing adequate
calories for age. For exampie, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more

Nutritional Usual
food intake pattern than hall of any food offered generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats betwean meals. kf
servings or meat or dalry 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: 4E .
Hypotensive (MAP < 50 mm Hg; Narmotensive oxygen saturation may Normotensive oxygen saturation may - Excellant:
““S':}::ﬁ;ﬁ" & <40 in a nawborn) or the patient be < 95%:; hemoglobin may be be < 85%; hemoglobin may be Nommiw. nxqu saturation J_ '.?c
does not physiologically tolerate < 10 mg/dy; capillary refill may be <10 mg/d; capillary refill may be > 85%: normal hb capillary refill l
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds.
. . ’ . : TOTAL SCORE ,9;]\ 92 e
Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 ) "‘? ™
Evaluotor's Name ") 0)94
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule .
_ © Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
© Manage moisture, friction and shear Alternating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
th rot for “At Risk” Pati
13-14 Moderate Risk ° Usam: i Prowon) s for & Hl.s Pahefns Gel pads for high-risk areas
o Position patient at 30 degree lateral incline using foam wedges Aernating pressure matress overlay
© Follow the same protocol as for “Moderate Risk” Patients High density foam matress
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 matress overiay
® Use same protocol as for “High Risk” Patients High density foam mattress
Lessthan 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 overiay
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Time : RA™
|' Pa— L
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: &
Mability 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. X L1
without assistance. to completely turn self independently. independently.
2. Chairfast ; 3. Walks occasionally: 4. All patients too young fo ambulate; :
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity" C;mﬂn ed t o-h ed 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 3
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 to only painful stimull, cannot | Responds to verbal commands, but Responds to verbal commands.
: or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel

sensory impairment that limits the

sensory impairment that limits ability

discomfort.

patient is moved or turned.

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.
Moisture Degree 1. cqnsmmw malst: 2. Very moist: 3. Occaslonally moist: 4. Rarely molsi:
1o which Skin is kgpl moist _almust constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by persplra_ﬂon, urine, drajnage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing Lf
tomalstire Dampness is detected every time 8 hours. gvery 24 hours, L‘

FRICTION-SHEAR
Friction . Occurs when
Skin moves against

1. Significant problem:

Spasticity, contracture, itching, or
agitation leads to almost constant

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potentlal problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:

Able to completely lift patient during
position change, moves in bad and in
chair independently and has sufficient

Nutritional Usual
food intake pattern

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
{meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against
Shear Occurs when impossible, Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely }'
skin and adjacent bony bed or chair, requiring frequent devices, Maintains relative good position|  during move. Maintains good position \"
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

position changes.

> 2 seconds; serum pH is < 7.40.

2 seconds; serum pH is normal.

Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excefient:
) Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Nermotensive oxygen saturation may :
Tlssoue Perr::t?::‘n & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nommm, ‘qu s_aluration
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/di; capillary refill may be > gﬁsﬁ:éor::jr;nal hgt; capilary rofil
< .

Severe Risk : less than 9

| High Risk : 10-12
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Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name
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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 ;
© Manage moisture, friction and shear Altemaung pressure mattress overlay
©® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
©® Use the Same Protocol as for “At Risk” Patients Zos 2
13-14 - Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges ’
Alternating pressure mattress overlay
‘ © Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk © In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 " Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form R e Memisak iy
72 N IVlzi
: ; Date / Ti . ;
Choose Highest Applicable Score from each Category Ll ‘&' Db B‘!%]’u‘ 19].%) Fall Risk Grading
Score 10 \o
History of Falling Yes 25 g
(immediately or w/in 3 months) No 0 H e o Risk Level Morst:’::g)Scora Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furnit 30 - = . Standard Fall
urniture andard Fa
| Low Risk 0-24 !
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (@) ot -
. Yes 20 = 5
v Aeparin Lock or Saline 20 Implement
o b Moderate Risk | 25 - 50 .
Impaired 20 revent:qn
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10 |D e}
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 ioh Ri Risk Fall
Mental Status Oo.gets TR High Aisk =91 Prevention
riented to own ability 0 O o © Iriterverition
Total Morse Fall Scale Score: ¥ - S0
Signature 2% %‘1‘6 0.
= O 9%
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions L[] Assist and/or supervise ambulation. Reinforce to always call for assistance
Lo Risk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
O3 Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form Rt o e . R SOy
NS M
Date / Time
Choose Highest Applicable Score from each Category / HQ 8b I‘\g A &‘9 te Fall Risk Grading
Score 0O Lo 24
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ) o © Risk Level Mors?r::g’Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 o )
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ) P )
Y 20 ob
IV / Heparin Lock or Saline Nes - L0 20 Implement
g Moderate Risk 25-50 Modera_te Fall
Impaired 20 :’reventw_n
GAIT / Transferring Weak (uses touch for balance) 10 \D \o Lo ntervention
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Status High Risk > 51 ;
Oriented to own ability 0 O o V] E;Ztsggggn
Total Morse Fall Scale Score: %@ R Ej
Signature &,Lj %X 05 lar—
€~
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [J Hourly safety check
01 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.
[ Use safety straps on stretchers and wheelchairs while transporting patients O Initiate constant observation by healthcare provider as appropriate to patient's needs
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"”’% Patient’'s Name......... S\ 00036700 -~
Rainbow® - cuconnis T
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COBRINEENE i ncnismrmmisisn i aRiae it
(_PHLEBITIS ASSESSMENT (¢ )
CANNULA 1 CANNULA 2
Date: | { % Time: _2.» 50@'{0 Date : Time:
Location : EEP{ NlQ an F}jﬂ Location :
Size (? Size
Cannula inserted by : N W Cannula inserted by :
Date | Time me Lnﬂuration | m’::’:“gm sign | | Date | Time [Phlebitis l;ﬁltrationl m Sign
1
Al 2PY] |OvetfiNo | OvesOiNo OYes ONo| CIYes ONo
| BKY) [oves oo | oves B[ ph St %— OOYes ONo| OYes ONo
e [ Oves Oy Dves o nhy Cﬁﬁ) OYes ONo | OYes ONo
SPn |OvesOnp|Oves g| el [0 OYes ONo| OYes ONo
Ne¥ | e |ovesEno|Oves 0o pine | { DYes ONo| DYes ONo
i DY) |O¥es Oio{OIVes BN pfi00 OYes ONo| OYes ONo
N Y = OYes ONo| OYes ONo
% IW OYes DNG | OYes 2o by yane | of OYes CNo| OYes CONo
L1 p|O¥es o[ OVes ONo| e v | - OYes ONo| CIYes ONo
| 28k | | b |OVes Oo]O¥es Dol by v, — OYes ONo | DYes ONo
> Py |OYes ONo |OYes @Nof{dh v | 2 DOYes ONo| OYes ONo
M |OYes BRo | OYes Bio éh&.w 7 DOYes ONo | DYes ONo
& N~ |OYes OXo | OYes BNo |-, b - 2§ OYes ONo| OYes ONo
\ i.ﬂrf) OYes ONo | OYes ONo mﬂﬂ’\ éﬂ:d/\_ OYes ONo| OYes ONo
~ |oves ONo|Oves ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes CONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo | OYes ONol
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo OINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time [Phiebitis [initration|, "™ | Sign || pate | Time |Phiebits linfitration] M8 Sign
Intervention Intervention i
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OOYes ONo
OYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes CINo OYes ONe | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | CIYes ONo OYes ONo| OYes ONo
OYes ONo |OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo \
OYes ONo | OYes ONo OYes ONo| OYes ONo B
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| GYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | CYes ONo [OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fuid infusion.
# Every 4 hours if only on IV medication.
( V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) i)
0 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident; evident: evident: evident and extensive: | evident and extensive:
* Slight pain near 1.V. | % Pain near LV. Site | % Pain along pathof | % Pain along pathof | % Pain %
site or slight redness # Erythema cannula # Erythema cannula # Erythema | cannula %
near 1.V site # Induration % Induration # Induration * Induration
#* Palpable venous cord : m":‘ Yenous.cord
| OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE %wm %ﬂ;&;@&fm %E%E&mﬁ" )
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Z“\'ii"'ﬁm“mﬁ'ﬁmm“\‘““ hildren's ® BirthRight
‘ ke 3 ok B0 tregt the me Your Right to & Sate Detivery
::;:a;t!s / Learner Language: mm*/ ....... Patient/ Learner Literacy: (] Read [ Write I-‘SD'@ Winigniess to Learn:  IYés M?He.amlcare Literacy:  Ye&l] N(f_l7
::llemrﬁed R Plan 6. Discharge Medication i;ﬂ%:ﬁss: of Medical Equipment / Implantable Devices
s o e, i
2. Treatment and Care 5. Medication / Therapy (safety efects/ side efect, nteractions) 9. Nulrion / Diet i
Part- Il
Use codes fram the list in part ll "
Need Comments L m" ane
- - e T Person Taught m Teaching Tools W Understanding
| el aLoud e poy ] I

2%

%%Wwﬂm

e

NN | 7R

TR

Ol
\ s & el ™ NN
o\ales 28 [ Yoa C RQUogeMon loud | O >
Part - lll: CODE$~_
Who was taught: (/' PT. Patint F: Father M: Mother $: Spouse sa: Son D: Daughter  C: Caregiver 0: Other (Specify)
Barriers: ’
1. “No Leamning Barriers Language Barrier 1. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical lmpairment Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desirg / Motivate to Learn 9. Culwral‘l_J_fﬁermnes 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration v video ( 0:)orl P: Printed

s lo overcome barrier/s:
( . 3 3. Reassurance & Support
Obtain translator 4. Teach Family / Others

_—

5. Respect values & beliefs
6. Respect Cultural / Religion Preference

7. Other, Specify

Understanding:

(7T~ erbalizes Understanding

2. Demonstrates Understanding 3. Needs

Review

e —
Doc No. : RCH / FRM / CLINICAL / 187
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LABOUR AND DELIVERY NURSING ASSESSMENT

{ Date of Admission: 31
Baseline Information:
Admission From: OER DOOPD [ Admiss nDesk [ Others: specify ...

Primary Language: O Telugu O English O Hindi D’Uﬂ'l’s . lZﬂ ."U /

Do you require an interpreter? [JYes I!TN7
Source of Information: [3-Pafient ) 01 Family O Others

‘(j?] NoseRing [ClBangles [ Anklets CIFingerRing [J Bracelets

Personal belonging if any:

handedoverto....... -
™ :
Allergies: [ Yes Dmedicmions O Blood Transfusion I Food I Other: ...
If yes , identify ...............................
Chief Complaints: Doctor Notified on Admission: TIVgs CINo

ﬁmﬂ A j?ﬂf Name of the Doctor: é,)n:j/’
Time Notifids: ............ 2. «J{Df’ ‘7

Past Medical History: Obtained From D—Paﬂ’m O Family Member  [J Medical Record [ Other (specify) ................
Past Medical History / Past Surgical History Previous Hospital Admission
n | 0(%{47: sanpraf-| , -
Boovg - - =

, Cowd anehcy

P hews, +o B Fau,

D [Dergur NT posive.

o Ddueepn

Blood Group: OM . LMP: 2‘01 101 S EDD: %18 lﬁ Gestational age during admission: . 3%&1\}7
Nb NU..

Contractions: ................. J\! . Vaginal Dlscharge ressene
Obstetric His!urr Pl Lo A Previous LSCS ...a/%....
Height: .L3.)...  Weight: b”l‘)“* BMI: .244 0
Temp: Q878 HR: @’M‘V\ ...... RR: %Hm \0\;—}3““ :pﬁ, z rOO
High Risk Factors: (Plsase select by ticking (v ) the box as applicable) )

O Hyothyroidism O _Rhincompatibility O Fertlity Treatment

a Hyﬁertrmaidlsm O Previous LSCS O Preterm Labour

O Hypertension 10 Gestational Hypertension O Others: (Specify)

O Diabetes E] Bad Obstetric History s

AT Agemia ~S—otysity (BMI) =
d 0O TWins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (RT.0)
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Family History: O No Abnormalities Detected
[ HeartDisease [ Hypertension O Diabetes O Stfoke EI res [ Kidney disease

O Liverdisease 1 Other MOM AL Wﬁ)m .......................

Pain Assessment:  Pain: gxer7C1 No  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ Yes— SINo 7score ... V... (complete the Morse FallRisk Assessment Sheef)

Risk of Pressure Sore: Emf ONo  Score... . An.... (completetheBradenQSheet

FUNCTIONAL SCREENING: lt apatient needs assistance with any of the following inform consultant
[ Mobility problem [0 Walking Problem No Abngrmality Detected
[ Developmental Delay ] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight [ Poor Appetite > 3 Days O Needs Thera.pquﬁc Diet. =
0 Under Weight O Diabetes Melltus d@omw Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Calm & Cooperative [ Restless O Depressed O Agitated [ Confused
I Others ...

Inform consuttant for positive criteria

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

SOCIAL SCREENING:
1. Marital Status: 3 Single arriad 1 Divorced O Widow

2. Special Habits:  Smoker: [ Yes DNB,G/‘ Alcohol Abuse: [1Yes D«&P Drug Abuse: DYesrﬁ>
Social History: Lives With ...... 4

Orientation has heer;?ulyrdlnq the following aspects:

Call Bell in Reach : es OO No Waste Disposal Explained™ (1 Yes ONo -

Infusion Pump : es JJ No Hand hygiene Explained: a? O No .0 Others
Above information givento /... g7 1 177 IR :

Name of Person Orientation was given to: m s s %

Orientation not given Reason:

Nurse Signature: W q{)‘\&«)@“
O\

bt OHoP

Nurse Name: .....ceveerenne
Date & TIMe: ..o o) LN
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: g’?’?fm

1) Level of Consciousness:

CJ Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy

O3 Decreased Fetal Movement

O No Fetal Movement

@ 3 VitalSigns: Temperature: A8 . pyise: @lu " RR: D@b’”‘Spo f DD’ BFJ' ............ Weight: .

4) Gestational Criteria:

Time of Arrival: ....

ious O Semi-Conscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

Time Seen by Nurse: jf?'an’

OJ UnConscious

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor
O Spontaneous Rque of Membrane / Leaking Water PV

O r Reason: -~
[o mMHﬁ

Lo

[ Gravida: ] G | [ P — L — 1A
w: )OS oo b1812mb Gestational Age: ...... 29— Haﬁ
Uterine Contraction O Yes D.Ne--7D NA | Onset —_ “ﬁme____ﬁ Frequency:
Membrane Rupture OYes | ON6 | ONA | Onset | Time — Fluid Color:
Vagmal b}aading O Yes EINc7 ONA | Onset Time Amount: —
If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gyrnptoms O Yes D‘ﬂ@ O NA Pain Abdomen / Vormiting
Good fetal Movement G)(es O No | o NA | [fNo specify: =
7
5) | Pain Screening: Numerical Pain Scale (NPS)
: | | | | | | ! |
@ [ = a' ] T I ] 1 | K
1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
() Location N‘ L
o Duration: ... P Doy { WoSKS! Mot (Strike out which is not
applicable)

© Character: ’\Il k
o] Frequency

© Interventions: N['L

6) Past H|story

b Medlcal

Docu. No. : RCH fFHM.-'BLINiCAL;’
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Patient Sticker

7) Allergy:  O'Yes
8) Current Medications:

9) Prenatal Medical History:

pE'Nﬁ‘n?
O Chrenic Hypertension

O Gestational Hypertension

O Diabetes

Prenatal Vitamin  TJ None
[ Gestational Diabetes

00 OHhEIS: ...ocneinsnsanssssasmmnsansranss

O Low placenta
01 Others if YES, SPECHY ....vvuuremmsesssssmsmmmssssnssesmisenes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Phy
O Category II: Emergent (Time to Physician: < 15 minutes &
{0 Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessme
-E’Ui?ry IV: Less Urgent (Time to Physician: < 60 minutes & Reasses

O Category V: Non Urgent (Time to Physician: < 120 minutes & Reasses:

sician: Immediate & Reassessme

OBCU Obstetrical Triage Acuity Scale (OTAS)

]

nt: Continuous nursing care)
Reassessment; Every 15 minutes)

nt: Every 15 minutes)

sment: Every 30 minutes)
sment; Every 60 minutes)

OTAS Level 1 Lavel 2 Level 3 Leval 4 Level §
{Resuscitative) {(Emergent) (Urgent) (Less Urgent) (Non Urgent)
essaan) Immediate < 15 minutes <30 minutes < 60 minutes o
Re-Assessment OO Wering 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 / Fluid Imminent Birth mun‘ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
ks
Active Vaginal bleeding | Bleeding associated with | Bieeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
ertension > 160/110
Hypertension Selzure activity e headachs, isus mm
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
5 e Non-Fetal Movement Diseased fetal movement
oAcute onsite severe ®Major trauma @Abdominal/back pain Ongoing @Anything that does not
Others abdominal pain oShortness of breath | greater than expected in ®irom out patient clinic | seem 10 pos threat to
oAlterad level of oUnplanned and pregnancy (for hypertension, blood mother or fetus
consciousness unattended birth @Flank pain / hematuria oCervical ripening
oCord prolapse @Nausea /vomiting and /o] @Minor trauma (minor | @Out patient piacenta
oSevere respiratory diarrhea with suspected m proto
distress dehydration omiting and /oif @Pre-booked vistts (ie R
oSuspected sepsis and progesterone
. of infection (je injactions, NST
dysuria ,cough, fever, @Assessment for version
chills) oRashes
| p/)
Time seen by Doctor: }'f}fop
S
coressensseneensNurse Signature: ... Yo onkeransd S RVSEE

01
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RISK ASSESSMENT TOOL
POSTNATAL ASSESSMENT AND MANAG

e
Rainbow"® ; ——
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It ke a lot to treat the Uttie. Your Right 1o a Sale elivery

FOR DEEP VEIN THROMBOSIS

EMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date: 3 ’%b%

Pre - Existing Risk Factors

 Tick | Score

Previous VTE (except a single event related to major surgery) 4

Previous VTE provoked by major surgery

Known high-risk thrombophilia

inflammatory polyarthropathy or inflammatory
mellitus with nephropathy; sickle cell disease:

Medical comorbidities 8.0. cancer, heart failure; active systemic lupus erythematosus,
bowel disease; nephrotic syndrome; type | diabetes 3
current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative 1

Known low-risk thrombophilia (no VTE)

Age (=35 years)

Dbesity

_Parity =3

5

Smoker

Gross varicose veins

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37+° weeks in current pregnancy

Stillbirth in current pregnancy

=== = [ e

Transient Risk Factors

Any surgical procedure in pregnancy or
appendectomy, postpartum sterilization

puerperium except immediate repair of the perineum, e.g. 3

Hyperemasis

OHSS (first trimester only)

Cutrent systemic infection

Immobility, dehydration

Total

e BN N PSS Y

Sig?alure of the Nurse

3 il 2

w:lfpn Plan

Docu. No. : RCH / GDY /FRM / CLINICAL /118




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

 Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.

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

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v If admitted to hospital antenatally consider thromboprophylaxis.

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

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




>

£ .
Patient Sticker j gﬁlﬂl‘g{%}?s .._%Ezﬁsbwmm-
URINARY CATHETER BUNDLE CHECK LIST o | O
Date of Insertion: .. I /8 /9:6 : C'LQZ :]‘U Y I?ate of Removal: ! lg)}b . di'r)\ i 3%“‘
Parameters Date SHifl Time (|8 SR
Need for the Catheter @Yé CINo | CIYes CINo | C1Yes [INo | ClYes [INo | ClYes CINo | CiYes O I:I‘o C1Yes [INo
Hand Hygiene Y68 CINo | CiYes CINo | CiYes TINo | CYes [INo | [IYes [INo | CIYes /H@ C1Yes [INo
Usage of Sterile Equipment (JYe§ CINo | CiYes O No | [lYes INo | ClYes CINo | LI \&as C1No y /i?fﬁs [ONo | CIYes CINo
Is the Collection bag below the level of bladder [1Ye§) CINo | CiYes CINo | CiYes [INo | CiYes CINo [l% Uﬁ [(Yes [INo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) (¥és CINo | CYes CINo | Yes CINo | [1Yes IZI kb\ﬂg\%s‘ CINo | CIYes CONo | CJYes CINo
Is Catheter dated as policy [UYes [INo | [lYes CINo | ClYes [INo E@ﬂégﬂ No | COOYes [INo | CYes CINo | ClYes CiNo
Collecting bag is been emptied regularly? Crfes [INo | ClYes [INo | [1Yes /F@&/ [lYes [INo | C)Yes CINo | [IYes [ONo | ClYes CINo
Maintenance of closed system for the catheter iés CINo | ClYes [ No L‘!Yesbtl No | [OYes [INo | CIYes [INo | [lYes [INo | ClYes LINo
Dressing clean and dry? [oY6s CINo u}é;/lﬂlo CYes CINo | [1Yes CINo | CiYes CINo | ClYes CINo | ClYes LiNo
Is the line removed as Policy? @ye( CINo | [Yes CINo | [1Yes CINo | CYes CINo | CiYes [INo | ClYes CINo | ClYes LINo
Performance of Perineal Care U¥6s CNo | CiYes CINo | CiYes CINo | Ci¥es CINo | CiYes CINo | ClYes CINo | [iYes CINo
Onset of New Fever [1Yes umﬁ ClYes CINo | CJYes CONo | ClYes [INo | (IYes CINo | ClYes CINo | [ Yes [1No
Asses for the leakage at the site of insertion Q‘(/s: O NF CiYes CINo | [CYes (INo | [1Yes CINo | [1Yes CINo | ClYes CINo | CiYes [1No
Name of the Nurse § @/M@'
Signature of the Nurse @@'w

Docu. No. : RCH /FRM / CLINICAL / 114
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Rain . o
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
¢ enlims 5 IOk D st b ktie Your Right to a Safe Delivery
¥ ' INSTRUMENTAL DELIVERY PROFORMA
OBSTETRICIAN P -
Patient Label g Prx'-am:l houshini
3670
i, ANAESTHETIST
GM’JefFY JONE a1 M120 F S
200 WARGHINI S \“\\\“\\ ASSISTANT [P [awiffvra
or.
(i o szt
TIME 5:46 A
PLACE ( LABOUR THEATRES
s WARD
CONSENT EPISIOTOMY BLADDER EMPTIED?
N !W
o | YERBAL /. WRITTEN @ / NO OLEY ) INOUT  NO
ANALGESIA CTG LIQUOR
PUDENDAL SUSPICIOUS / CLEARJBLOOD STAINED/
AMOUNT USED_fow) MLS PATHOLOGICAL “MECONIUM
OF
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL)/ SPINAL NOTES IF NOT NORMAL CTG) O /5 PALPABLE
A
| VAGINAL EXAMINATION
NUMBER OF CMs DILATED loem
STATION OF PRESENTING PART 4 1 0/ +1 / (¥2)7 +3
POSITION DOA/ LOA/ ROA / ROP / LOP/ DOP / LOT / ROT
CAPUT @ + +4 +++
MOULDING @ + ++ +++
N
INSTRUMENT USED
U t Cuayn
KIWICUP  / NEVILLE BARNES / WRIGLEYS /  KIELLANDS /  SIMPSONS
MANUAL ROTATION — TIME OF APPLICATION No. OF TRACTIONS
YES / @ :
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
YES /
S 46 AW i
(FULL DETAILS IN NOTES)

CIN:

Rainbow Children’s Medicare Limited
No. 157, Saidapet, Near Little Mount Metro Station, Guindy, Chennai - 600015.
For Appointments call: 1800 2122

you can take “ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in”

L85110TG1998PLC029914

info@rainbowhospital.in

www.rainbowhospital.in




Brief description of delivery and perineal

repair.
(Please mark ventouse position on
diagram)
EXTENT OF TEAR
EPISIOTOMY)/ 1 degree / 2" degree / 3A / 38 / 3G / 4™
egree (If 3 or 4™, please complete proforma)
SUTURE MATERIAL USED E TECHNIQUE PR PV
210 VICRYL ONTINUOUSANTERUPTED
(number...... 300 SKINCLOSEDZYESNO  |(YES) / No |25 No
VICRYL (number..... . . B )
OTHER? Rapid wicas |
 FOLEY.GCATHETER SWAB COUNT ANTIBIOTICS | ANALGES
NO PRE - REPAIR _Cornec] N IA
REMOVE ....... POST-REPAIR Covecd | (YES) /NoO
(PRESCRIBE @!
(SHOULD REMAIN IN PAR::;T;;MOL [:'CL%FSE:;':E ON DRUG 0
SITU FOR MIN OF YES 1 RS @%" g CHART) | (PRESCR
12HRS IF REGIONAL IBE ON
BLOCK USED) DRUG
| CHART)
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"—ﬂ

Labour: O Spont ATOL-PGE 1

O E2 OOthers

—{__INTRA PARTUM COMPLICATION m
Hy
| OHTN thers

Maternal: CONome OO Pyrexia

Del. Type: O SVD

AVD: O Outlet O Low Forceps entouse
O Trails of Forceps AL Arm
Indications: .. Nowero w2 Subpubic  azch

Application, Locking & Traction: ...
Duration of Instrumentation: ........__
No.of Pulls: ........................_
Catherised : [J¥e® ([ No

Type: Dfileys O Pain

Perineum : O Intact CLBpisiotomy O Tear

Suture Material Used: . RQP .......

00 Asst. Breech [ Twins

eyl

L

L

DURATION OF LABOUR

j‘

%M

1st Stage: ...
2nd Stage: ..
3rd Stage: ... ...

No. of VE'S:

-~
Duration of Active Pushing: ... ...

Indications for I0L-Accel: I None B 0xtocin Liquor: [Adequate 0O Oligo O Poly WA Clear
Memb. Repture Type: @sﬁm O PROM d@RM CiBlood CIMeconium (I Cord: ....—... .
Preseniation:‘_%tex O Breech O Others J Shoulder Dystocia: OIves O No

n,H — DELIVERY DETAILS T —( STAGE Ill ) —
Anesthesia:  [J None D/Eﬁiziural Placenta: E,Nt)rmaf 0 Abnormal [ RPClots
Non-epi: [¥Tdcal  OSpinal O General BCCT  ORetined O MRP

PPH: O Traumatic  CLNore

Laceralions:.........._.,.,.‘...‘.‘...A.,......,...‘...

O Atomic

Cervical:
Perineal: ... Episictonmy
Others: ...

Prophylaxis: @ Prostodin

BloodLoss: ........3g00l
Blund'l‘ransfusion:.m.........,.‘.,.,.‘.,,..,‘...‘.....‘....

Other Details (ifany): ... ..

——%

Ractal Examination: N?‘"'W)

BABY DETAILS H

Gender: G“*'
3018k

Weight: ..............
APGAR: '”"’JQ"“’

Date and Time of Delivery: Il&‘llbg@';liu"“”

LW Doctor: %Pﬁja\f’lh"“‘"r’“’“
|

LW Sister: ...

Docu. No. : RCH /FRM / CLINICAL / 143
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PAHTOGRAPH
Name: W‘J@F%TW Obstetrics Formula: o PYinN s BI0OD GTOUP TYPES v Otve

Memb. Ruptured: ( SROM ) PROM ARM HiskFaclurs:....‘!.‘.‘..ld—.pg ........... s S S e

0 1 2 3 4 5 6 7 B 9 10 11 12 19 14 15 16 17 18 19 20 21 22 23 24

180
Fetal Heart @ 170
160
150
140§
130 —
120
110)
1004

Maternal I
BP

Maternal  x o i | ¢
Pulse L T e A LV

70
60

o)

I -

l

" R e o A AT - — =



e it
, : LaD
Time Ll Sall adl
A e rw o
Signature %z %/ A
q] l
o R A
Fifths Palpable Y| | V| Y
Moulding / Caput NN RIS
Amniotic Fluid C c ¢l &
Position /\\/\/?‘Q/\ /-\m CC
Cephalic / Breeth AAANANA N A
122 | |
Oxytocin ﬁ}“ ﬂm’h o} flﬁ'
0 L[]
5 =
4 |~ =
“71 // §7
% 3 ’/;1
_Conlrac_nons ) /f:f /f;s
in 10 mins 2 A o
o azar 2
J e
Drugs and
IV Fluids o | 10 10|10
o0 | R R 2\
Test
Urinalysis
Amount




Record of Labor:
Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: TUBE cesemansessmmammsessssossntensesanss: AONGMABUPES scsssissnsvsvsassisminussssstisesacisiosints

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management: 13 OO |11 111 KOO

Maternal Condition;

Fetal Condition:

Progress of Labor:

Management: 11O 11\ 1 - SO

Maternal Condition;
Fetal Condition:
Progress of Labor:

Management: TIME:! ceeeereeeererrarrsnsenenenes SIQNALUIES o,

Maternal Condition:-
Fetal Condition:
Progress of Labor:

Management: 1 T T (N SIS o . S I | WY s
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AT BB e U8 o

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedureisto deliver the bay vaginally.

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

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

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

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

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

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by 2
qualified gynecologist.

Name of the Doctor performing the procedure: @‘?"’i\jk@!\’w&w

Consentee : Patient Attendant :

Signature : ...... ‘j [jlb\\(ﬂ ............................... SIGNAMUIE & +ovvevissennrsssssssesssisssssssssmsssssassssssssanssssssssssss

Name : IW’!S’::SEFFYZDﬂQ Name : 0 L SH BT s

Date & Time : ......... 3 l}%[}b Relationship with Patient: ...
Date & Time : 3’ i \3—51‘0

Winess : Doctor (who is tgking the consent) :

SIGNAIUIE & 1ovvvvvcesesaansmmsinsssssssscssassssssanssssasssssasssssess Signature Lﬁ?,ﬂ,\’m

DAtE & THME | wevvrverereiirnsmrermsensssssersssisnsmsssansassnsass

Date & Time : 3\\0'119—”'}'

Docu. No. : RCH /FRM / CLINICAL / 028







Bi rtthght
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Hospltal M“Eﬂ“—&
1 Tk & usmmm Ywﬁlq.ﬂ\\uwowmry

........... \\'M"ﬁ“m“ m“mh e A

UHIDNO & e
1o \ N”J" (date) ot . DA ERE

Name:

Youare scheduled for an induction of tabor O - B

. n--n.n...-u

The reason for your inductionis et
n of labor is to achiev

s done Whe

stage of pregnancy irrespective

The goal of inductio

ne continuation of preg
of fetal maturity

\nduction of

etus. This can be

ction of 1abor (scheduled induction witho utamedical {ndication) may not b
whorn does s nothave com piicaﬁonsduetopossibte pramatumy.

cal indication i

{abor for 2 medi
e done unti you aré

done atany

Elective indu
importantsomatyour new

The alternative 10 induction oftaboristoW

aitforabor ostart spomaneausw.

cussedthe process

dwtshtoprocaa_d.

g readthe information provided and also dis \with my doctor-

\hav
its of this procedure an

| understand‘d".a risks and penefi

patient Attendant:

patient

. Signature: - 3 : jm gignature: .-

Name: l’ﬂ\s jEF j’DbI E__ Name: W ‘ﬂ’gh.gﬁ'%j

):{' b.b Relationship with Pati
Date & Time: - T v

Date & TiMe: -
Doctor: \Witness
o\
‘ Signature: .- 2% Signature:
Name: .- @l Q\mﬂ?ﬁdw Name:
Date & Time: - 31\t T Date & Time:

Docu. No. : RCH /FRM/ CLINICAL /173






Ref. No.: F/HW /CON / ANES /.02

= CONSENT FORM FOR

. ‘ ®
Rainbow .

Children’s .BirthRight‘ GENERAL / REGIONAL

\

nospital wmecsnse | ANAESTHESIA / MAC
Gwcl—faoo%h 3ok .
Patient Name : .............. ot SO, U Age: ... K scbussesss
Gender: MO Fa/- IPNo: ZRIZ. 00030 An0... ..., Consultant:.....Dx... PRUAOORS AL S0 -
Ward/Bed No.: .......cccoouevuccrvnsiurnissnicne... Anaesthesiologist ; ga-(%.&;bmn..
Operative procedure planned: ..o, J\Qmui%dun& ....... ate LR L 3 Py S

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is
not aware of events and does not feel pain during the operation. Drugs given through a vein and / or inhaled
from an anaesthesia machine produce it. Regional 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 soughtnecessary clarification on all my doubts.

O Heartdisease O Hypertension O Diabetes mellitus O Renal failure

O Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA
Dlincapacitating COPD OGS ..o BYPRARHSH0.00 et
CommeNtS:.......coeummvnmmrrrrisnsinsnsisenns

*  Doctorto documentin medical record also if necessary (Cross-outif notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

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

l'authorize and give consent for anaesthesia ( ZI/RegionaI /O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

lacknowledge that the anaesthetists have informed me about the anaesthetic procedure, 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 specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia, |

CIN: Ug5110 TG1998 PTC029914 www.rainbowhospitals.in




I understand that there are some infrequent compllcattuns that can occur due to use of anaesthesia, these

\\‘Include pain or some In]ury at the site of injections, temporary breathing difficulties, asthmatic reactions,
~headaches.

“Tauthorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain rellef, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

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

| understand that the above mentioned consultant anesthesnologlst or occasionally a colleague deputed by him
I her willadminister the Anaesthesia.

Pregnant: ZI/Yes ONo
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

| declare that | have explained the nature of General Anaesthesia/ Regional Anaesthesia/ MAC to be given and
discussed the risks that particularly concern this patient.

| have given the patientan opportunity to ask questions and | have answered these.

Patient /Patient Attendant : Witness:

Signature : ........ 5 10&)\{ Signature :

Name o dBE R JONE e ame s 10N AEISAERT
Relationship with Patient: ... SE4F. Date & Time : ...} ] g0k

Date & Time : ”gl}g &ﬂ”cﬁ-%m

Doctor (who is taking the consent) :

Signattre.,. Q/’L//;a[%s
Name:: D LA 4o
Date & Time : ... lﬁf Y% N I R

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in
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Depariment of Anaesthesiology
- PRE-ANAESTHETIC EVALUATION

“Z
Rainbow’ . __
Children’s @ BirthRight
Hospital | (i oy raneowsosPaLs
Tt ks & ot 1 Trest the Ilie. Your fight 1o a Sate Detivery

. UHIDNO : .. Gt D008 430 Ky

Diagnosis: .......... FRim GRAvIDR.... {Saudq.nl ....... Hy w’.fh.».'msd,&mou%

BP/CRT: e 3 12 F———

ASA Physical Status: O 1

Q3 04 05

tes ¥

Laboratory Data:
Glucose: :(.ﬁ:&s...ﬁlr [ 11:1"1 | T

Hgb: .

PCV: ... DVt Urea: Alb:
WBC

Plate

m Br|ev o) S ’g\;" [V TSR - - 1| 1:1¢ | ——

| 1 AR, W

Blood m?.o":.muwe -Stress/Anglo:

- Medical History: ~ CVS: -

RESP : =

CNS: -

Renal : =

o ﬁ“onamg_ () =)

Hepatic / GE : -

Physical Activly:  mers D U,

Others : el AMupPotimre sdism

Qn%_

T Tagsoanxm 28 on
1 5

‘Past Anaesthetic History: _

Physical Exam: DY ConsUowl . onesded |

oddore 1

Rirway: mP@)2 3 4

Mouth Opening: @)  Mentohyoid Distance: &)

Neck &) Teeth: <)

Lungs : 2l A &)

H CNS: NEND
' Pregnant; J2es CINo CINA

Spine Exam for regional : <)

Anaesthetic Plan: CIMAC (ZREGIONAL CIGA-ETT [ LMA

Venous Access Site : 3

Peri-Operative Plan Explained to the Patient: [Yes 0 No

CURRENT MEDICATIONS DOSAGE

Pre-Operative Insiructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours
2. NIL ORAL<__ oGl

3 Tnformed Consent: [ Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

Signature: Q/ , ...... a— T a1 WY L VU —————

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




[ Patient Sticker

- _Pre Induction Assessment:

ANAESTHESIA CHART

zZ
Rainbow"®
Children’s
Hospital

It tenes & ot I treat the MTie.

@ BirthRight
b BY RAINBOW HOSPITALS
meﬁm

Change in Patient Condition:

O Yes [ No

Fasting Status:

Signature of the DOCION ©...ocoooo....., )

Physical Status: Patient Identified O Consent Present [0 Chart Reviewed
H.R: | B.P/CRT: | SpO0;: | RR: | Last Feed:
Pre-0P Diagnosis: ...........coceveeveisereeeeoeeseosososeeoos OPNON: oo SR DRI % it it
SUIGBOM: ... Anaesthesiologist: ...............c..wemmcemsscrrreecre TECAMICIAN: vovovoereees oo
TIME |
N,OAIR 10, LPM !
HALO /S0 /SEVO ] g
Drugs:
Suppasiory
Blood Loss
R -
B -
S
Ww NOTES
8P 240
¥ Systolic 220
A Diastolic
X Mean 200
« Heart Fgte .
Imu:: neo
e 140
Tieoat Pack Out 120
100
80
60
40
20
1] b
5%
LAB Values
| GRES
O Equipment Checked and Temp: Induction Regional:
Functional O HME O Fluid Warmer aow O Inhal Extremity Spetllyr
O er [ ClingFilm [ OH Warmer O Pre 0, ORs! 0 Spinal [ Epidual [ Caveal
O CuftSite: .. . . O Hugger's O Cotton Woo! O Others Others:
g ::Gs::;; ................ T e st
O Temp Site O airway OOl [JNasal Site:
O Fi0, Monitor ETT# il Mt Needle Size: Depth:
O Agent Mo O Onat OINasal  [JcCutt Parasthesia [JYes [JMNo
O Pulse Oximeter O Tracheostomy O Topical Catheter at skin ........... _em
O Capnograph O 0rug e, Drug Name & Conc
O Ventitator 0O Awake O Direct Vision BOWS: ..
O Nerve Stimulator O video Laryngoscopy [J Stylette / Bougse Infusion:
O Monitored Anaesthesia Care O Fiberopiic Block Level
PR . O Regional Blade# . ... Auemgls ... .. ,
D Pressure Poims Checked ﬂﬂﬁcunyWhy'.-' ______________________________ Comments: .. e R
Line {Size & Location) Transportation to
Eye Care: DOV o O silat = 8S gpcu Qe 0 Other
E ?‘“‘ OART: e O3 Semi-Closed Circie Relaant Reversed  [1Yes ~ [INo CINA
ape (L !
O Padding gw- » g g:::curcle Name of the DOCIOF .....coooi o
O Awake 5 e e :

A e e —

Tt e g

R s

—
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Rainbow’

F [T patemstoter | . Children’s @ BirthRight

Hospital Y RAINBOW HOSPITALS

nuhuauwmwm. wnwu-mmuﬂw

PDST—ANAESTHES!A CARE UNIT RECORD

Time RECEIVEA © wouuervesereerees Time o

+PULSE > < gLO0D PRESSURE

< RESP

A Minimum Total
Discharge

I Siales T

gcore of Bis Required for

Exceptions 10 {his, are to be explained in the
space below by the Discharging Physician:

pain Tool Used: O NPASS DCIFLACC [ Wong Baker

pulzedpaﬁel!!_
2 Fnruosimmlpmmemuﬂmnmnmpmn. pmmswmpaln

T o Bty 2 ours for st 24 -
Anaesthesiologist SIgnature: ... e ————————— : ﬁ::f::::i::;:rﬁmn
R e . ithin 30-60 mines aher pa el LEETEN
YNy e Transferred to Unit by (PACU):
PACU Nurse Signaturer oo eestseesiammasaeaie? s TR [, A—————— I

B




% -
‘ : Rainbow*

. A 0 X€  Solg . . s
=l : Children’s | @ BirthRight
rospital .:m.““"—-a———,.,.,,

Department of Anaesthesiology
EPIDURAL ANALGESIA F.cCORD

Date: ll&lﬂm.b, Time: ...2.% awa.. Procedure done by J)aCJufthumnm ....................

; cSEISpina! Position 6.!:‘5%2.... Space:..Lu:lg. Technique @Lﬂs}

Depth: R Catheter at Skin: R RN D T Attempts - Soag

e T -lote wWeoeL Tt
Parasthesia mﬂ yes details : %,* ...... 2‘7” g:;’;dw?nﬂm BTN 1

‘/SDMﬁanCompostilul ..... RopINy..... 0024l R ¥ P
Any other issups : , Zpdwad  Bols B

| T | R | it e L,.,“""::'h M Commons

— —

— i — |
e

Delivery Details - Time : e, APGAR: e, SVD/ Instrumental / LSS (ifLSCS Details)
Catheter Removed by and Tip R

Dlsclmrge/Shifﬂng ordered by
Doctor Name: D;C,ﬂ,uﬁ-r&ujdactnA
Date and Time: ! 19{'?,0%.............3¢Ln..am.*..




RAINBOW CHILDREN’S MEDICARE LIMITED
# 157 - 160, Anna Salai, Guindy, Chennai - 600 015.

.

=
Rainbow® 2 " Sy
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS

Tt tkes & ot tn treat the tle, mrnighltoammtmry

SLNo. 2560 NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Patient Name : M\ AR Age: Gender:

UHID No: IP No: Date: ! ! Date: f
Diagnosis: i ¢ Time:

PRESCRIPTION DETAILS (Tick only one of the following)
8.No. Drug Name Dosage / No. Vials / Ampoule Remarks
1. | InjFentanyl Gitrate (100 meg/2mi) ()
2 Fentanyl Citrate 25 mcg patch
™ 3. | Morphine Inj 10 MG / ML
| 4 [ Pemidinesome/ mL
Doctor Name; Doctors Medical Council Registration No.
Signature; '
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
IP Registration No: ............... ) Date: ...
Aadhaar No. of the pat}ent(opﬂunal):.........,......................
1 Name Remarks
2, Complete postal address (with contact number, if any)
3. Brief description of the iliness f
4 Whether registered with any other registered medical practioner /
1 recognized medical institution (if yes, details to be recorded)
5. Details of essential narcotic drugs dispensed
3 Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity Impression of the patient Remarks, if any
& ].I I" { A O ! f;_‘__...
] 3 o = f

Dispensed by (Name & ID No.): ? " L w _ :Uf % U { 3’%7 Signature: : f « - 1
Received by (Name & ID No.): : oy ' Signature; | L

Time:

Docu. No: RCHBH /FRM / CLINICAL / 133
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Rainbow® . B g
Children’s ‘ BirthRight
1 BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | R
= GUC-00084304 IP18-00036700
Mrs JEFFY JONE
20-08-1996 RYIM1D  (F Date & Time of Admission Date & Time of Transfer Order
Or. PRIVADHARSHINI 8 M
I TN 2)|5)8@ &y pw | BLlg] 2t @15 pw
Treaiing Consultant Name Transfer Ordered by Reason for Transfer
& © For lu "'r}‘u
: O\A}\ai ey DY oy & d
L Wﬁ i ? P"[ 0 colwe
From Unit To Unit Information to Attendant
P P;} V‘\d t 00 LP P Yﬁs‘ﬂ No D
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
[L over to attendant
; LS Yes N
i‘? J e L] -
If yes, what ?
- Medications / Consumables / Surgicals / Hand over
Si.No. ltem Name Quantity
&
L lL\d\“v e /J s m
2 ! ] R =
' CAsag_ D
4 ! N
o 5‘ YA e low =
' Na ccle $Couy,
Shifting Summary / Notes Written by Ductor : ~ Yes ] No[]
Name & Signature of Person who is Translerring Name of Person Ordered Transfer
AL Do HY paive
Patient & Clinical Records Received by : 2 (ﬁ*‘*‘
"\}\‘W‘O \l O S\
Date & Time of Patient Received : - \\&3 \

" It the transter order time & Completion time is more thon 30 minutes,

Unavailable Bed

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

Nurse not Avaiiable

please tick the reason mentioned below :

Available Bed not ready







#z ’.. .
i 0 » - - -
@ Eﬁi’l‘m‘:’s ® BirthRight

PATIENT TRANSFER FORM Hospital | ) mmevsnaes
::ﬁ:‘:’:ﬁ;‘uz 1P1800036700
10001904 NVYIMID (R Date & Time of Admission Date & Time of Transfer Order
Or. PRIYADHARSHINI 8 M h C-;Od 6
Il ||IHII|I|II||IHHI i K| bpbad byap| = 260 &P
| Treanng Consultant Name Transfer Ordered by Reason for Transfer
Y Pmyaw v | S P@\Vﬁfm 0 pgened®)
From Unit To Unit information to Attendant
LJ)'L ;Qﬁ‘l %@)}( ‘e’es[j7 No (]
Number of Sheets in Clinical File Number of Imaging Films Personal belongmgs including
clinical documents. If any handed
aj}]ﬁ\ Qjﬁ over 10 attendant[]7
Cf'b’ Yes [ No
) ﬁh@g If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

4.

5.

Shifting Summary / Notes Written by Ductor : @ No[]
=
D ¢h7ked 40 wodd

Name & Signature of Person who is Transferring
d e oo piT
“ew [RRAREEE

Patient & Clinical Records Received by :

YT Ll

Name of Person Ordered Transfer

Date & Time of Patient Received :

" |l the transfer order time & Completion time Is more thcn 30 minutes, please lick the reason mentioned below :

Unavai!éble Bed Nurse not Avaiable Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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M‘fﬂ-
Ehlireys | @ BIrthRIht
Guc- ﬁg&l‘l FNTPIQQNQFER FO RM n.ulg ?m?otm%. Sitde. Your Right to a Sale Delivery
Mrs JEFFY JONE
gt: D:- w:mns'::r s1Mu e No. Date & Time of Admission Date & Time of Transfer Order
R TR 3 Jybat hupp, | | 9iabat \hr
Treating Consultant Name Transfer Ordered by Reason for Transfer

T an}fﬂédmh, D PN Dbdesvautid

~

From Unit To Unit Information to Attendant
DO i 7‘%0% Yesg7 No[]
o Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

(,U th © ':50 ﬁ weld = over to attendant

Yes[] No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
t | Jab piokomeg (2
- Tay: ~2Zgygdol €p g
& 1a b ’Qﬂgﬁ A E
4.
5.
Shifﬁn_g Summary / Notes Written by Doctor: ~ Yes No I:!
Prh ;%9 (wodd
Name & Stgnature of Person who is Transferring Name of Person Ordered Transfer

Do Pth5TA%

Q) : 1P

Patient & Clinical Records Received by :

Date & Time of Patient Received : '

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

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







GUC-00084304 1P18-00036700

Mrs JEFFY JONE
. 20-0!-1'98 ARS::Y; M120D (F) Rainb..—aw. . B.rthR. ht—
1 L
S (T Ghilaren's | w BITthAigh!
Tt takes & kot to treat the e, Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 9!(02‘:2,91»% ........ Time: ..\ =M

zﬁzs kg/m?

)11 ooss oo - 11| s o A& N Weight:.ﬁ:L‘.:..:mK?. BMI: O ~28 kg/m’

0 ~30 kg/m?
Food Allergies: .. {\..) | ...
Diagnosis: \/@nm ‘Arﬂ*% \/m%mmzf ..... QQL WQRV\LL ..........................
TypeofDiet: O Liquid O Soft Zr\grmal O Diabetic QfEC%md
O Vegetarian @n-b’egetarian O Vegan
Diet Advised:

Liquid Diet—ORS/ Coconut Watgr/ Butter Milk/ Barley Water/Soups
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd /7
Soft Diet - Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient's / AM&‘ Hc.w Dietician’s
—t—

Signature: A@Cﬂﬁm()

Name: ..... P&)\SHJ;’K l © Name: A&‘H’L‘%F

ab % N
Date & Time: . &/ Lli2eBm . pate & Time: L =¥ 226.9....LL2ePM

Signature: ..

Doc. No. : RCH/FRM/ CLINICAL / 185 (PT.0)
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