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ACTIVITY RECORD FOR BILLING
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INVESTIGATIONS

Date Investigations Order No. Si.gnatureé
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MEDICAL EQUIPMENT (WARD & ICU)

' . Connectir Disconnectin
Uate Name of Equipment T[:ric; g Time 9 Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Sigﬁahre ¢
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Or. LUCETTA AMELIA DIAS Children’s ® Bll'thRIght“

i Hospital | ) smmsonecmes

I takas 8 lok to braat the letla. Your Right to a Sate Dalivery

SURGERY DETAILS

: Date ... R..0.7..]
Patient Name: M’?SPSW&QR Date of Birth: ..06.[0t./ 855 s 2 W 502,/

Gender: .Lemals. ... Ward: I | UHID No.- 7. 2.12.2 / 265.14..
Date of Surgery: ‘9&!7’}—{? aoT-1 Jor-2 mT -3 O 0T-4 CJOBGOT-1 [JOBGOT-2
Name of the Surgery : Emwyencgusc.smmsrﬁxﬁzahm»

Time in OIOS‘}'“ Time 0ut tuvvvno (Ot D LT N

1. Surgeon : D“‘“LIM.@IQ :
Anaesthetist o PSRRI

Assistant Surgeon WHK,SHIIE —
OT Technician  : .. N 208G oo
Circulating Nurse SN Thany...
AssistantNurse + . S/ SV G

I

Special Equipment: [0 Laparascopy [ Broncoscope O Harmonic 0 Morcelator
\«\t\j\ O C-ARM [ Cystoscopy [ Versa Point [ Liver Cusa
[J Neuro Cusa [ Others..........

Signature of the Surgeon " Signature of Circulating Nurse
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e Rainbow’ | @ girthRight
Fospital_ | (@ msssrers
CONSUMABLES OF OT
Circulating staff - L Y62 mhty:« Teohnicin - pEAA0 ... LY E= A P Y S [ pa—
Anaesthesia Disposables — 0 T Surglcal Disposables -, e gispusnhles (Baby Side) |0 o |
ET tbe Major Pack LS LA WK o1+
s Sutures D 2ot g, . Qo Corp 0147
ECG leads :(A) P/ N 271 1226 | Suction Catheter l
HME fiter : A/ P /N 424D v Feeding Tube ¢ P~ sl |
Syringes : 10 c¢ 1 p.E \eA'Vaccum Suction Set '
05 cc foves [, S 9. 5 | Surgical Gloves T p - \
02 cc G b 9E \ A BauzePack plain i
01 cc 1. s pF \ _JSyringe (i) 2mi =
Cautery plate {R) P /N 1| Surgical blade . 22 1~ urgical Biade # 20
IV set - P 15 tube Koochies (S)
RL T % 1 Gi}gtery pencil .}//_(_@l_i}(t Table slaoet 1 )
Ns:mrruuﬁﬁaiﬂjsotfml’noun:nl "I Aoachies mml’n goton L)
- Ointments z—?namm (D) ag
. Suction Catheter 2o ny1aesle D
Fentanyl Cap, Mask / @i();@,v; . ot .
Morphine Gauze Pack |0 | plon ﬁl\ E\rcxﬁ')(rn o7
Ketamine Mop Pack Q_/ (‘g{;)@p Yo ar b1 |
Propofol Steristrp £ o1peys =
Rocuronium Underpad | N wezalam el 47
' Glycopyrolate Draw sheet PDlwat ey [oml 0}._-/7 !
Myopyrolate JAbgel Spn oald 27 eoliifadsmel © i 7
Ondansetron (o7 | Foleys catheter oby !/ /> Al each(g O /’
Pancan 25¢/ Spinal Needle 22 Urobag ol £ evmallo o/ |1
" Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaing 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg MAccum Suction set 15 /,\
Justin: 12.5 mg / 25mg /q00mg ) )~/ Piastic Bed-Shest Apron 2] |
Tab, Misoprost : 206mg 00 M4 \_{ Betadin Soution ozl
jcowo 6.1, 8 € | | Microshield
mdthdore, Gl |, y-Cotton Bals s
J Latex Gloves mmb
Ramdione Scrub '
Saral
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
w2,
" f: Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's _ Tel No : 044-40122444
HOSpItal Birthﬁ'_,"..’
Rainbow VAT TIN : 33AABCR4014M 1ZK CIN ; L85110TG1 995PLC|329914
DL NO :
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
I TN ][}
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036574 Ward 8F-OT COMPL EX
Patient Name Mrs R SUMAIYA R Bed Name MICU 803
Age/Sex 32YO0M 14 D/ Female Order No 18-0001731257
Date 22/07/2026 11:26 Prescription No PRIP18-0628598
Payor SELFPAY Dispensed Date 22/07/2026 11:31
UHID GUC-00093120
S.No  item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 AL AWIN HEAVY 5 MG INJ 4 Neon Laboratories Ltg K KP1713936 0128 1 31.47 31.47
Blocare
2 BIOXAMIC 500 MG INy Fakaaibioiis H C3810004 01/28 2 73.23 146.45
3 %Pfﬁesuc INAMPOZ e Laboratories Ltg 45121 01/29 | 31.10 31.10
4 CABOPROST INJ AMP 250 Neon Laboratories Lid 1 097133 08127 1 318,50 318,50
CG 1ML
5 DSYRINGE 10ML(NIPRO)  NipRo GENERAL 26C30K60 02/31 3 28,13 84.39
6 DSYRINGE 1ML (8D) E.BIJE:){;;TON DICKINSON GENERAL 6072541 02/31 1 24.00 24.00
7 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C13K17 02/31 2 21.56 43.12
8  DSYRINGS25MLINIPRO)  NiPRo GENERAL 26B12K44 01/31 1 11.25 11.25
9 O WATER 10 ML AMPULE th‘ﬂz(nﬁf" Care H 2254216 10/28 2 258 5.16
10 agﬁﬁ_ecmooes IMs GENERAL 122268086 03/28 3 32.34 97.02
11 EFIPRES INJ 30 MG 1 ML E‘fg” LABORATORIES 1231005 01/28 1 45.90 45.90
12 g“&:ﬁ'” (OxvToCcIN NG Laboratories Ltg | 091690 02/28 4 18.90 75.60
13 g‘ﬁ‘:ﬁ'“ (oxvTociny NG Laboratories Lid 1 091690 02128 1 18.90 18,90
INTRAFLOW (AUTO sTOPR)
" deed ROMSONS K268010515 01/31 2 525,00 1,050.00
18 MEZOLAMINJSMGSML  Neon Laboratories Ltd 14 V304645 04/28 1 31.55 31.55
16 NEEDLE26112iNCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
7 ONDOKINDINJ4MG2ML  swiss CRITICURE BA26025 01128 1 12.72 12.72
PREGELLED SURGICAL
18 PLATESADULE Erbee GENERAL 2510302409 10027 1 1,275.00 1,.275.00
RL 500 ML CLOSED Fresenius Kabi India
LI L Ml 10262104 03/29 4 69.84 279.36
SPINAL NEEDLE 27 G
I e VYGON 2502016 01/30 1 637.03 637.03
Total : 3,212.38 4,221.91

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Recelver Name

Printed Time : 22-07-2026 11:31 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
. Rainbow Children's Hospital - Guindy
g’&
T . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ‘ 600015
Children's = Tel No : 044-40122444
HOSpitaf B:rthf-:.'_.;"'{
wRelAbGw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HEITIN
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036577 Ward TF-PVTISUITE
Patient Name Baby B/O R SUMAIYA R Bed Name CRDL-PVT702-1
Age/Sex O0YOMOD2H/Female Order No 18-0001731261
Date 22/07/2026 11:31 Prescription No PRIP18-0628599
Payor SELFPAY Dispensed Date 22/07/2026 11:32
UHID GUC-00094156
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) ?B%?TON DICKINSON e\ eRaL 6072541 02/31 1 24.00 24.00
DSYRINGE EMERALD SML  BECTON DICKINSON
2 BP (BD) (80) 5322615 10/30 1 12.00 12,00
3 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26E010069 04/31 1 68.00 68,00
4 Menadione Sed Bisul 1 mi HINDUSTAN LABS 0076 03/28 1 30,00 30.00
Total ; 134.00 134,00

Recelver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Pharmacist Name :

Authorized Signature

GRACE PAUL RAJAN

Printed Time : 22-07-2026 11:32 Page 1 of 1
P N = L







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

o) g 55 e Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamii Nadu INDIA
Rainbow . 600015
Children's Tel No : 044-40122444
Hospital  Brthe
- Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR AR T T TTTTTT, W
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036574 Ward 8F-OT COMPLEX
Patient Name Mrs R SUMAIYA R Bed Name MICU 803
Age/Sex 32Y0OM14D/Female Order No 18-0001731258
Date 22/07/2026 11:26 Prescription No PRIP18-0628600
Payor SELFPAY Dispensed Date 22/07/2026 11:33
UHID GUC-00093120
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANGE) et GENERAL 250824 08/28 1 1,303.00 1.303.00
DISPOSABLE APRONS .
2 STERILE XL Mediblue 1010726 06129 2 120,00 240,00
3 g“;"”’ Microptic gloves- H 2603019005 03/29 2 128.00 256.00
ENCORE MICROPTIC
4 Gloves 7 pe ANSEL 2604014105 04/29 1 128,00 128.00
5 Sg‘é’}zﬁé,fiai‘jz PLYG  Bapuji Surgicals GENERAL M2641150 06/29 1 100.00 100.00
6 fz‘},‘;'_ﬁ%‘é"i?ﬂfy" 10CM  Bapuji urgicals GENERAL M2645010 03128 2 123.00 246.00
7 :}E’f;'g PP OBITORES 100 o Lot i’ 1 BLNP274085 12128 1 18.74 18.74
8 LSCS DRAPE PACK Mediblue M 1010626 05/29 1 2,250.00 2,250,00
METHYLENE BLUE INJ 10 YULCAN
9 vy L.:[B)ORATORIES PVT H 124011134 10126 1 309,38 309.375
L
MISOPROST TAB
10 G00MCG1S CIPLA LIMITED H 6GHD162 os/27 1 105.12 105.12
1 MONOCRYL3-ONW 1326  ETHICON SUTURES-J&J C1 76003 12130 1 997.00 997.00
MOPS 30X30 8PLY 58 X- DATT MEDI
E 8y PRODUGTS H M2642SF029 03/30 2 949.00 1,898.00
13 NITRILE EXAMINATION ELITE MEDICALS GENERAL ENPF030020 11/28 120 25.00 3,000.00

GLOVES P F- MEDIUM
Aculife Health Care

14 Ns{ooMLACCULIFE-gH Al s 18260029 04/28 1 21.01 21,01
15 NSS00MLCLOSEDBOTTLE DenisChemiabld M 10262046 03/28 i 94.55 94.55
16 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250,00 250,00
QUICKSUITE OT TABLE
T TN s H 2608161 06/31 1 775.00 775.00
18 FAVADINE SOLUTION 10% ~RAMAN & WEIL PVT — P 5 103.00 555
ML LD
19 Egég}v E #6 (POWDER ANSEL 260301001T 03/29 1 128.00 128.00
20 SGLOVE#6 (SURGICARE)  ICARE (KANAMLATEX) GENERAL 24G3012 06/29 1 82.50 8250
21 SGLOVE#7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26B5016M 01/31 1 91.00 91,00
22 EF?‘E-SVE #TSPOWDER  ee GENERAL 2603008917 05/29 1 128.00 128.00
23 gf;gjve #8.0 (SURGI KANAM LATEX GENERAL 22C3394KV 02127 1 75.00 75.00
24 SURGICAL BLADE 22 Surgeon GENERAL 220010126 12130 1 767 767
25 ;ﬁfg‘f CHROMICCATOUT oo e india A2501608 11/30 1 223.00 223.00
UNDERPADS CARE 60 X 80
I Vi 07072026 12/30 | 205.00 205.00
27 VACCUME SUCTIONSET  ROMSONS GENERAL 260010294 03/31 2 811.00 1622.00
28 VICRYLPLUS1 VP-(2347) ETHICON SUTURES-i&y C1 T5072 10130 3 951.00 2.853.00

Printed Time : 22-07-2026 11:33 Page 1 of 2
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Rainbow .
Children’'s

Hospital BirthRR ,ez

RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy,

600015
Tel No : 044-40122444

Guindy Chennai Tamil Nadu INDIA

Rainbaw VAT TIN ; 33AABCR4014M1ZK CIN : L85110TG1 998PLC029914
DL NO:
Registered Office: 8-2-120!103!1.Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
T TN, [}
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036577 Ward TF-PVT/SUITE
Patient Name Baby B/O R SUMAIYA R Bed Name CRDL-PVT702-1
Age/Sex 0YOMOD2H/Female Order No 18-0001731262
Date 22/07/2026 11:31 Prescription No PRIP18-0628601
Payor SELFPAY Dispensed Date 22/07/2026 11:34
UHID GUC-00094156
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
GAUZE 7.5X7.5 12 PLY (5 5 i
1 NOS) NON XRAY Bapuji Surgicals GENERAL M2641150 06/29 1 100.00 100.00
2 KLICK CLAMP ROMSONS G26D040017 03131 1 42.00 42.00
3 PROTO GOwN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
4 SGLOVE # 7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26B5016M 0131 1 91.00 91.00
Total : 483.00 483.00

Receiver Name

Printed Time : 22-07-2026 11:34

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Admin®
Discharge : \‘ﬁr\&‘a
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) @\ \° Qe
INTIME ouT
TINE
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Preparation of
Discharge Summary
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GUC-00092129
MrsR Sumalya g | E00038574

o 08-07-18p4
Or, LUCETTA Ap AYDM 150 (F)

i

4
Z

Rainbow’ _ s
Children's | @ BirthRight

Hos pital BY RAINBOW HOSPITALS

1t eakea 8 Jat to treak the i Your Right to a Sate Delivary

pcu SIDE CHECK LIST FOR NURSES

Ampoules of Adrenaline

Date: 9 };\\ﬂ

Doctor’s Orders " 2 <
' Carried out or not ytrs
Bed Side

Structured Handover done yt S
IV Site ufgs

t

Central Lines \ A
Arterial Lings NH
Feeding Catheter 1N} 4
Urinary Catheter NA
Skin Care \J\ES
Eye Care Yb ¢
Mouth Care U €S
Sterillum Bottle, Stethoscope q'ES
Suction Bottle (Should be clean & empty) ‘;1 0]
Intubation Tray N 0
Emergency Tray

ki g ersn |1

Ventilator Tubing, (Any Water, Blood) \ g

Humidification ND

Check all Infusion .

(Labelling,Correct Preparation) V\E&

Chest Physio & Neb D

Handed Over By Name : W

|

Signature : G)’\%‘\S‘

Date & Time: o AR B
L

Hand Over Taken By Name :

Signature :

Date & Time:

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbaw

Rainbow Children's Hospital - Guindy

Rai_l'tl:ff)wI . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s = TEL NO :044-40122444
Hospital F WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

LR IRRL LN TR TR

Admission No : IP18-00036574 Admit Date : 22-Jul-2026 Admit Time :07:31 AM UHID : GUC-00093120

Patient Details :

Patient Name :Mrs R SUMAIYA .R

OLD WASHERMANPETA Washermanpeta East

Age :32Y0M14D
Guardian : SABER DOB : 08-07-1994
Gender : Female Religion
Occupation Martial Status
Address (H) . 129/68 SAJJA MUNU SWAMY ST 3 RD LANE Phone No : 8220115308/ 6380482317

Chennai Tamil Nadu INDIA 600021 Bl + NO@GMAIL.COM
;ﬁnission Details :
Bed Type : MICU Bed No : MICU 803 Ward Name : 8F-OT COMPLEX
Room Ne : MICU 803 Admission Type : First Visit

Contact Details :

Name : SABER

Chennai Tamil Nadu INDIA 600021

Relationship  : Husband

Contact Address : 129/58 SAJJA MUNU SWAMY ST 3 RD LANE Phone No 1 8220115308
OLD WASHERMANPETA Washermanpeta East

X

Signature

#™:tor Details :

Doctor Name :Dr. LUCETTA AMELIA DIAS
Referral Doctor : Google

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount : 7000.00

Payor Name . SELFPAY

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

Printed By : 015040 Page 10f 2







o . Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's TEL NO :044-40122444

Hospital aj:':ﬁgm WEB : https://rainbowhospitals.in
« Rainbaw
NERAL CONSENT FOR TREATMENT
Patient Name: Mrs R SUMAIYA .R Age: 32Y0OM14D
IP No: IP18-00036574 Sex: Female
Consultant: Dr. LUCETTA AMELIA DIAS Ward/Bed No: 8F-OT COMPLEX/MICU 803

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

Patient, be deemed advisable or necessary.

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
cargm the patient.

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

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

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

Note:

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

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

(Recﬁi\vers Signature:. sz, &qu) 5

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: '\W
 GOND

Name: CRREQ Patient Address:

_—— 129/58 SAJJA MUNU SWAMY ST 3 RD
Relationship: k) Raehey LANE OLD WASHERMANPETA
Bt Lﬂ Washermanpeta East Chennai Tamil

T' o \‘
o e imeny  ©TTLR1 B Nadu INDIA 600021
Wittness Name: P = A\~

Wittness Signature: E

Printed Date / Time : 22/07/2026 07:32 Printed By : 015040 Page 2 of 2
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E?:'l'l‘c?zvr‘:‘s @ BirthRight'

Hospital Y NAINBOVY HOLFITAL %
LTS S s B RE A s ke By

BILLING POLICY

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 full day. Less than 24 hours stay will be considered
as one day.

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

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

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

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

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

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

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

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

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

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

If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

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

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

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

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

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

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 is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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

UHID Number ;

Patient Name : M

N R Qmeivye . R q3tro
Self/Attendant Name : ) Relation :

SpRee Hare Bee0

Self/ Attendant Signature : _ Name & Signature of Financial Counselor
Phone Number : — ; "W P"'\\
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MEDICATION RECONCILIATION FORM
Drug AIBTGIBS: .....cvuveeermsmrassssssmsssssssssssssssssssssssssssassssmsssssinsnsssssseses Q/Nﬁ’kﬁawn any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
.o in the treating team or shifting from one unit to another unit.
‘ (Example: at the time of admisslon shifting from ICU to Ward, or Ward to ICUs)
RIS BIOIE. iocisiissimimsnssisoinspvissinmsismanisisivnnsis SR 07 «.overnveossseronsasasnsssnsasnsasasisssisisiosisasssissbpose
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, 56, 1) | FREQUENEY | pae /mime | SERLH
1 — s — T y ¢ dnC
= -
|
2 gOc Onc
3 OJc Odoc
7 (. Oc 0oc
5 ¢ 0Ooe
6 Cc Ooc
7 Oc¢ 4anbc
~
8 Oc Ooc
9 Oc¢ ooc
10 Oc 4nc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED 7
lM {/\/\_\
. Doctor Name & Signature : .
7,7
Date &TiMe : ..covvnee
Nurse Name & Signature: .. S b
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MEDICATION RECONCILIATION FORM
T L ——— Wown any Drug Allergies

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

Shifting From: PO Shifted 0! s L2k ————
8:Mo (azusm't‘:‘?;:lﬂ:%#ﬁd LETTERS) (ml;?iim (POLNG, 56, 1v) | FREQUENCY bate/ Time ﬁ“ﬁgﬂﬂg
1| WD Suewef \$ W v \-H @Zé{;wﬂf ooc
2 |[IND-OAW ) &0»-6 \V |~} @L’é\gﬁmmoc
5 | 109, (lacemmiot | \pm | v |4 53\];,, = O0C
4 | Qustw QupfogyTORY | e P]g = ‘:‘C—fgz 1 P1C ODC
5 | g TreRc g | W wA | 27 |=c oo
6 Oc Cioc
7 Q¢ Ooc
8 oc ooe
9 Oc ooc
10 o C0c

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

T L LT R————————————EE

Nurse Name & Signature:

Date & Time : Q_':z_]*»f- : ,‘JJ:;@‘TO\)N
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MEDICATION RECONCILIATION FORM

DIUG ABTGIBS: vvvveeviresrsssnrssssssseess N

CJ Not known any Drug Allergies

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

SHFHING FIOM: wevvveerevsresssssnsera esbessisseces Shifted t0: ......o.e...! L A
y ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, IV) FREQUENCY | pate / Time ?2’;,‘:?%‘33

V137, Systocin 5\ AV &k 'i*;l:’];:ch oot
2 TINTs RAnTEy AMC ]g AN A~ aa’hJMJDG E(w
WX 4: 2aph™M

3 tew D, EME(CET

Raris 'U\]’IJM e Bﬁ;
- n

4 | Zvg. RGO PRYLT

Lk a:«h]m Oc Oge”

q.a06m

5 Oc 0ObC
6 Oc 4Obe
7 Jc OJ0Dc
8 Oc 0Ooc
9 Oc¢ 0Obc
10 Oc¢ O0c

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : p.e....ﬁr&.\.—}..muwx.ﬁ&...........EI.’.‘.'.*“QW..%‘:..

Nurse Name & Signature: ...... UL s

Date & Time : .2 H 2L AL AR ROPTN i
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AUG CHART

Date of Admission: th")fa DrUG AURIGIES: .vvooeoeeoooo

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

™7 NURses

H}Tﬂ known any Drug Allergies

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

Use approved pharmacetical 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 J 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, amwstwlemmncanbekaptwmwis
drug sheet folder.

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

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

S0S / PRN (As Required Medication)

Dose

Date[
Route | Frequency [Start Dai

Doctor's Signature: | Valid Period| Pharm.

Additional Instructions:

‘zlature

Date [

Dose | Route |Frequency

Start Date1

Doctor's Signature | Valid Period| Pharm.
Additional Instructions:

=% [Date
DRUG : o

Dose Route | Frequency |Start Dai

_D_Octor's Signature | Valid Period

Pharm.

e S T - S ————

[Additional Instructions:
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REGULAR PRESCRIPTIONS
DRUG: |N 7 SV PALEF pater o,
Dose | Route |Frequency |Start Datela:pp Vi N 1, &

/€M

Name & Signature of the Doctor
Starting the Drugs: k-

Additional Instructions:

Daily Doctor's Endorsement by a Sign D O

DRUG : INJ. PAN T”%?'}l‘l 9;,\1'( 1
Dose | Route |Frequency |Start Datel1And 5,

ot W ot ol [

Name & Signature of the Dogtor
Starting the Drugs: W

Additional Instructions:

3
6\
=

f]
RS
Daily Doctor’s Endorsement by a Sign |
S\ theaceEmReL [P
DRUG : W+ (DY melot| | |
Dose Route | Frequency |Start Date| f4m
\fm | W o
Name & Signature of the Doctor )
Starting the Drugs:u‘g l » = 1 fore ha
Additional Instructions:
=
Daily Doctor’s Endorsement by a Sign i
pRuG: INT. TRAP(C %%”\ﬂ&w "
[Kose Route | Frequency |Start Data}gh;m / @V A
gl v | H | 22]y A7 S i
Name & Signature of the Doctor f
Starting the Drugs:p
A o
Additional Instructions: |
-
WA
Daily Doctor's Endorsement by a Sign /07 v
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"atient Stgke

. Sig_naﬂre

Date»
VARIABLE DOSE Time ] Murse S l Murse Sig ] | Murse Sig Um‘e’ Sig.
Dose Dose Dose Dose T
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date o on i il
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Boss S Lo Sues
) Dr. Sign. Dr. Sign. De. Sign. . Sign.
“Addtonallnstructions: | | ™ o = Py
e S i J D Sign. D, Sign. D Sign. o Son.
-, VARIABLE DOSE %;,tf,' [ T [ o [ s
34" Dies Dose Dose Dose !'
DRUG: " s o T o
Route Start Date oo - o h
3 || bx Sign. O Sign.  * + | De Sign. D, Sign.
Narﬁe&ngﬁ:lture of the Doctor , | " Pose Oose fese -
) Or. Sign, O S O Sign. O Sin.
Additional Instructions: oo e ' X .
Dx. Sign, Dr. Sign. De. Sign. Dr. Sign.
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GUC-00093120 IP18-00036574
Mrs R SUMAIYA R
0e-07-1094 a2vom1aD (P

Dr. LUCETTA

i

.
Rainbow® |. . -
Children’s @ BgirthRight
Hospal_ | @z

CAESAREAN SECTION OPERATIVE NOTES

[ Surgeon’s Name: ZDY Lucetra Date of Delivery: m f 2.6
assistant Surgeon: T . /it Time of Delivery: q: 20 M
Anaasthetist's Name: 7Py A huoing Gender of Baby: FEMALE
Type of Anesthesidr - S WogorBaby:. 2.~ 09 A4

, Nef;nat_gldﬁi_s‘t:,:"' D Py J..! : N Bes s AGPAR Score: 7y ) q,,;’ ]
Sorub Nurse: - b ald snalpett Y MGU Admission: O Yes 2 No

ﬁr&ﬂparaﬂve Diagnosis:

™ O Elective ‘)Zf Emergency " ndication: ?M?dML$CS ........
Urgency , ' 0 labe u .
Lol G B Immediate Threat to life of woman o fetus ’
&1 \B{Ma’ternai or fetal compromise not immediately life threatening
) O No maternal or fetal cp_rnpromise.but needs early delivery
O Delivery timed to suit woman and staff
R TR ——" Knief to rectus: BT 0 - SO —
CTG Description: Ruuzhvé
If there was a de|ay give the reasons: o ———————— 111
/ .
| surgical Procedure: (= g1 9@N Cyf lower 8&egteen L cerostoan
qochon  with  dtotlisadioq J <A
) Post Operative Diagnosis: P e B ] Pop #O
Peri-Operative Complications: '~ Nt} \
I
: . " s Y : ._ P '\ H
Amount of Blood Loss: 200 Al = Blood '{rans"tused (in ML): —_
Name and Number of Surgical Specimeh sent for axamlnglpn:-
oL Biw I:a.UtoPr'on fubseA
%] Ll ! (I . : '.
\— Y L
Docy, No. : RCH /FRM / CLINICAL / 185 (PT0)




Examination Findings when Appropriats:
Presentation:da‘ﬁephal_ic (] Breacl:ﬁ O Other ............ Cervical Dilatation: 2¢M ................ cm

5th Palpable: Qi,.{* FOORI POSHION: ...
Station; 5 -3 02 01 00 o+1 p42 Moulding: <2rNone 3+ O++ O+++

Caput O+ Qs O +++ . Meconium: & None (g + O++ O+++
Bladder Catheterized: @'Yes . [ g Urine: &1 Clear . 03 Blood Staineg

Skin Incision: " f Plannenstel 03 Transyerse O Midiine O Other ... .
Uterine Incision: \2f'Lower Segment [ Classical Qlnverted T " 3 J Incision lowest vierine fdgmaen

Previous Scar:l. ollintane NZg| Thinnedout O Ruptured O No Scar exhwlg Hianed v b
Incision Through Pjacenta: DOYss ONg bv fold a:l!wﬂq* *v Lowes uk;ur{g ::;5 end
Delivery of head: .24 Manyal O Forceps Henee  pnod dirkectd . 4 periton { ®

: Metulene blue duye ne = Negadive|.
Liguor; LClear O Meconium: 3} Dllmﬂ U&HII Elafoi;[l Eéé;rands?ve Eﬁot nsivee
Delivery of Placenta: O Manual  \&Cer....... omplete Olncomplete 3 Piecemeal
Cord Appearance:........... . NQTM;ITMQMQmCom around the neck [ Yes JZNo - Y

Appearance of placenta: -NoxMA.Q Cavity explored &1 Ves O No
Uterus, tubes and ovaries: Jf Normal Not Normal Sterilization: \ZfYes [ Modifred Pom y's
R

Uterine Closure: | 0ne Layer O Two Layers J~WCMAJ] Suture
Peritoneal Closure: O Pelvic 0O Abdominal 0J None B e QUILTS
Sheath Closure: | l*\fimgl Suture
Fat Closure: CYes CJNo ' P et unestsssssnsaonssssonsuunsssesassunsesss SULLFG
Skin Closure: £ Subcuticular O Mattress 3"‘01\{50&%’ ....... Suture
Vagineal Evacuated .B/\}'as ~él/ No .
in: v ’ * v DOVYes & No . O Remove N bennobionstinninrinns, daYS - Await instructi

Drain o in, e ys HT (5t ine Lg"tq’%
Ctheter o HYes O No [O1Remove in 1'1 ..... re days . O Awalt instructic .| _

Swap & Instruments count correct? O¥es 0O No O Po;t-pp Antibiotics , T Yes ONo k,:_’
Intra-Operative Antibiotics Cover: BYes ONo O Thromboprophylaxis HYes ONo |

Post-Operative Notes: NPDX‘/.;Z‘M)W#
. i‘v(am@ms‘wm,

By, i o Y

L(ypwaécm!@-tv =

- Jmﬁnsuppom’pry!mpm’wﬂ}

. "'.','.'.'.'.'...'.'.................Hh...,.....Ee.s.,,....ﬁe.e.\,s.........eoa.&..n ------------------------------------- e

Doctor Name: Dr«FLw.e% Doctor Signature: (é)_ﬁ%’!
Date & Time: A&Jq,[lb



2 5

Surgeon : £ aRP | o mnn:uum " 1P18-00036574 | | .
SURGICAL Asst. Surgeon : Z7Z. Alishi ”f no-nr-uu 2YOMIAD () Age:......Gender:....| poinbow®

UCETTA AMELIA DIAS EmLSCA Children’s . BirthRight'

SAFETY CHECKLIST | et er o “VilINN Ty ot | ol | @z

Scrub Nurse : ... SV S LM e

Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:... 7. DTRm. TIME OUT _Time: 2. (&2, SIGNOUT  Time....(0:¢00 ™)

Patient Has Confirmed | Confirm all team members have Nurse Verbally Confirms with the Team:

Identity DY/ ONo introduced themselves by Name and How ONo The Name of the Procedure Recorded ~ DIYes ONo

Procedure No Nurse Vmal!r Confirm Counts are Correct (or Not Applicable)  CIYes CINe CINA

Consent ONo | CormectPatient (Check ID Band) ~E¥Eb ONo The Specimen is Labelled (including
Site Marked SY?AZINO ONK Correct Site /mﬁs ONo patient name) OYes ONo ONA
Anaesthesia Safety Check Completed es ,ONo Correct Procedure }%s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Jfes CINo Anticipated Critical Events Problems to be addressed OYes ONo ONA
Does Patient have a: Surgeon Reviews:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

.! ‘ Anticipated Blood Loss? OYes 9).‘([:! NA and management of this patient? OYes ONo

Yes, & Equipment / Assistance X

Available OYes DUO/ Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? OlYes 9}!15 ONA an-2025 06 1_
(Tmi/kg In Children)? Nursing Team Reviews: | ';“: s

Yes, and Adequate Intravenous Has Sterility (including indicator results) | Lot: 14176 &

Access and Fluids Planned D‘é CONo CONA Been Confirmed? are there Equipment | Type  Green= gy 12rC-1smn (5

Blood Units Reserved OYes OINo U’Nﬁ issues or any Concerns? wﬁ' ONo ONA | |s0i140  Sterilized T 134°C-35min.
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes WD NA
within the last 60 minutes? es CONo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. 9)!6& ONo

Signature -............ ,ﬁ? .. J ... i 5 .3.*_‘.@ .............................. Signature Wz} Signature :.. ﬁb};ﬁb“
NI s isccine, .,....MH.HJHI.‘.I ............. NAME ©evvooeeeeoeeeee oo smmeeeeseeeeeeeeressesseesssenes Name :..... A YLA

Doc. No. : RCH/ FRM / CLINICAL / 111
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Tt i & lot b treat tha Beie. Your Right to & Sale Delivery

\§

LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ‘Q'ltv:f;h{a

Baseline Information:

Admission From: O DOo0pPD O Admission Desk —E"Uﬂﬂt I Jp— L.@'{O., ...................................
Primary Language: [ Telugu 3 English O Hindi /E’UFIers Mﬂ

Do yourequire an interpreter? C1Yes o)

Source of Information: w O Family O Others

personal belonging if any: O Jewelry [0 Nose Ring C1Bangles O Anklets OFingerRing O Bracelets
handed OVerto .....coeuessasmnareenss o ———————————

Allergies: CIYes CIO OMedications €1 Blood Transfusion 1 Food 0 O

Chief Complaints: ..

CMW.Q "tf QQ (F(ﬁ.h ..... mcﬂaﬂtmum D ) CR
................................................................................................................... Time Notified:
past Medical History: Obtained From_/l:wquem 01 Family Member O Medical Record 1 Other (SPBCHY) +evveveerveneees
Past Medical History ' Past Surgical History Previous Hospital Admission
por l8es
Gy v sl e

X it | I H
Blood Group: \me"ht&? LMP: ':’rﬂb‘? EDD: 1&«} 2 %,... Gestational age during admission: Hwt
Contractions: k{@?) o Vaginal Discharge:

Obstetric History: o We— P — L e L Previous LSCS W&;
Height\B.....  Weight 22282 B Z0... MR
(111 PO HR: .oovvereresssrensessrarreses 1= CATOR BP: oovecccnsnraessmsssnens 310 PRSI

High Risk Factors: (Please select by ticking (v ) the box as applicable)

{1 Hypothyroidism {1 Rh Incompatibility {3 Fertility Treatment

O Hyperthyroidism 7 previous LSCS || Preterm Labour
] Hypertension O Gestational Hypertension D‘Dﬂ\ers: (Specify)
O Diabetes [ Bad Obstetric History C e TN pasll
O Anemia 'C)/[0besity (BM1)

O Twins / Multiple Pregnancy

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




Patient Sticker

Family History: O No Abnormalities Detected

O Heart Disease Hypertension [ Diabetes [ Stroke O Seizures [ Kidney disease
O Liver disease LS LA

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

Pain Assessment:  paip: DA ONo  (if ves, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ IYes” ONo  Score..... \O (complete the Morse Fall Risk Assessment Sheet)

RiskofPressureSore: CL8 ONo Score..., ok (complete the Braden Q Sheet) ]

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant

I Mobilty problem OJ Walking Problem \_,D@\bntmalﬂy Detacted
[J Developmental Delay 00 Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
erwieight OJ Poor Appetite > 3 Days 01 Needs Therapeutic Diet. -~ -
O3 Under Weight O Diabetes Melltus O No Abnormalty Detected -
Inform consuitant for positive criteria

PSYCHOLOGICAL SCREENING:
Caim\ & Cooperative [ Restiess O Depressed O Agitated O Confused

Inform consultant for posttive criteria

SOCIAL SCREENING:
1-Marital Status:  OSingle [ ffhieg O Divorced 0 Widow
2. Special Habits: Smoker: CYes [ Alcohol Abuse: CJves [J No Drug Abuse: ClYes [INo

Social History: Lives W‘rth st

Orientation has been given regarding the following aspects:

Call Bell in Reach : JHes O No Waste Disposal Explained: Va8 CINg |
Infusion Pump : s ONo Hangi hygiene Explaine: es ONo O Others
Above information :l\:m sinssaisnsareileencled P b
Name of Person Orientation was given to: YY\'\L&% .............

Orientation not given Reason: h

Nurse Signature: ..... @"?bu’\’ ......

Nurse Name: ................ 2 ot

Date & Time: '35:%%?(‘
L




IC-00053120 1P18-000 =
s R SUMAIYA R 3es74 Rainbow’

-07-1994 &vnnun F Children's . Bll’tthghf

. LUCETT, .
A AMELIA D Hospital BY RAINBOW HOSPITALS

Ll 'IIIIIIIIIJHHHIIIIIIII e | W s

OBSTETRIC TRIAGE ASSESSmEnT FORM

Date: %f:!rh@ Time of ArTival: ... SR e

Time Seen by Nurse: :\—f“ L0 £ S —

1) Level of Consciousness: G‘ﬂscious 0O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Vigit): (Circle the item as appropriate)

c,E’geiere Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
OJ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
[ Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement ] OthEr RBASOM: ..vuveveeesssssssssssssssssssensssnsssssssassasssssssnsssssssasssissenses
@ 3) vital Signs: Temperature: Cﬁ? puse:(@2..... RR:1D..... SpO;(BL.1..... BP: \3’01’?{0 Weight: 2.3 0 M

4) Gestational Criteria:

Gravida: G > P L

L A

LMP: 't!‘ht’t?’T .......... [% 1826 ) . Gestational Age: .. 26 W’i‘@"y

Uterine Contraction J:\A'ﬁ) CINo | ONA | Onset %’*m Time 2w Frequency. 2 mkbN:J"

Membrane Rupture O Yes )}’lo O NA | Onset | Time Fluid Color:

Vaginal bleeding . O Yes | C-4o O NA | Onset Time Amount:

}
Pre Eclampsia Symptoms | O Yes | C-o ONA | pain Abdomen / Vomiting

If Yes specify: Headache / Visual Symptoms /

Py Good fetal Movement ONo | cona | 1fNospecity:
§) Pain Screening: Numerical Pain Scale (NP$S)
| [ A | | | | ] L l |
— I _/I/ ! | ! I I ] ] 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
L2 (O QQ} possible pain
o® Location:
.................... &MII!? cQMV\
o Duration: ........... 5. Qo2& Dayleeeks/ Months (Strike out which is not
applicable)
® Character: .{“
...................... 2% o8 N2 2
o Frequency 5 b:\?,
® Interventions:' ......... "J;QJ_P ..... 5
6) Past History:
a)  SUMGEries: ........ccooee. PM.LI ....... UG e
b)  Medical ............ 00 e T WO 0| N TSRy

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Patient Sticker

7)  Allergy: O Yes o) HEYES : o
8)  Current Medications: 3 Prenatal Vitamin}ﬂqhe i AT RO | T 05 L
9) Prenatal Medical History:

CJ None

. Testational Diabetes g o nCT
O Low placenta

O Others if yes, specify

O Chronie Hypertension
O Gestational Hypertension
O Diabetes

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 Ii: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
/g/jatanury V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (0TAS)

Level 1 Level 2 Lavel 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
20
{Hﬂm::ﬂﬂ} Immediate < 15 minutes <30 minutes < 60 minutes — 112 H::::r'
Re-Assessment Contiusus ftrsing Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pra-term Signs of Active Labour Slgns of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy

Weeks

Active Vaginal bl Bleeding associated with Bleeding associated Spotting
Bleeding with/ without abrim cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtension > 160/110
Hypertension | Seizure activity el et AL oo bbb

disturbance, RUQ pain symptoms

Atypical FHR tracing,
Abnormal FHR tracing normal

Fetal Assessment Non-Fetal Movement Sbm fetal movement
@Acute onsite severs ®@Major trauma @Abdominal/back pain @0ngoing assessment ®Anything that does not
Others abdominal pain oShalg(rxinsssufbrsm greater than expected in from out patient clinic seem to pose threat to
®Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Fank pain / hematuria work) @Cervical ripening
@Cord @Nausea /vomiting and /of eMinor trauma (minor | @Out patient placenta
©Severe respiratory diarrhea with suspected MVC/tall) previa protocols
distress dehydration @Nausea/Vomiting and /of) @Pre-booked visits (ie Rh
oSuspected sepsis diamrhea and
: @Signs of infection injections, NST
dysuria .cough, fever, | @Assessment for version
L o i

Time seen by Doctor: ......... ‘:|' ..... B

Nurse Name : ...

Date: ‘}Dh% Time: ...

& oo {rl‘/s. ........................ Nurse Signature: (.a"wbm’
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| Rainb‘%w: @ BirthRiaht
INFORMED CONSENT FOR SURGERY OR ﬁgls%glr&r; s DITkAIgNS
SPECIAL PROCEDURE s e Ty
Patient Name : ...’..‘..L.inuc-onﬁnzm 1P18-00036574 Gender; O Male Female  Age:.... \Z ’1 ................ 6

Mrs R SUMAIYA .R

y ; . 2217 %
UHID Nd : ;T?L:::':u “‘::Av;u:'u o R Date : ?//
Instrugtion: _
This consent form sho l” " | l"” mm'"” "" II“I l" .years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability 10 MaKu w.. «wrervw wwurarun. 11w purpues Of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. \

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

R T R O R T Rl —

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

O (FalPREI0VE TS I wamaersen... MRS SVDAITA

LAROUR
| have 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hosgital staff responsible for any untow

....... MAG... | MAgER AT
Th ,
AL Adadied, . adaag 0.4 ’

s AAKLC g i 4 ; QoA
My sign monlhlsfcﬂﬁ:
1. Ihaveread 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.

I have had a chance to ask my surgeon questions.

I have received all the information | desire concerning the operation or procedure and

| authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ............c.ouweuecmssceennes
Consentee : Patient Attendapl :

o o

O\ -

SIONAID : . S P casssssssssnssnsssessssas Signature : ...(2. . Wil 2 I M T OT——
Name: ....... @,om&t\{& Name : $~m~@&)€w\m
Date & TIME : ......... fDn [T My e Relationship With Patient: ............cccuueemmreemiseceniremrssnnenes
pate & Time . 2.2 (B4 2o

o Doctor (who Is taking the consent)

SOBAME & ccnnccinsussicssssmassasivascoisiasinsesssesinsni SIgnature s ......... ) &
DRI i csissscasiosssinsinms e Mamgs. Dy s I‘Pu..
D BT & siesssisiseirss Date & Time - ........ la_l% -

Docu. No. : RCH /FRM / CLINICAL / 027
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2 Ref. No.: F/HW / CON / ANES / 02

2 CONSENT FORM FOR

-_‘. ) ®
Rainbow .

Children’s .BirthRight‘ GENERAL / REGIONAL

\

Hospital BY RAINBOW HOSFITALS

) e wisesenes | ANAESTHESIA / MAC
"C:?:;ﬁ: IP18-00035574 : .
T BT o
Patient Name : ......coooocoeeemvvvnrooosoo Y - [ B
Gender: MO FO - IP No‘ "mm""ﬂlm_"”””""”"*.-:.:
Ward/Bed NO.: ......vcooeeerereress oo, Anaesthesiologist : CQIMP\F\%MFQA

Operative procedure planned : %W[MWKK’MWM

Le Anpn ,

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 sought necessary clarification on all my doubts.

O Heartdisease O Hypertension O Diabetes mellitus O Renalfailure
OJ Hepatic disorders O Shock CIMultiple organ failure O Polytrauma/RTA
Qincapacitating COPD ~ Others:....... \gep Nza k.. ok Ak o Bt tir ot 2.

COMMENES : coovrvvrrreressvesrenssssenss s, B, (N S
*  Doctorto document in medical record also if necessary (Cross-out if notapplicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY
Iﬁ::y authorize Rainbow Hospital & its authorized doctors to perform upon me my patient

I
- DAY o, the above mentioned operation | Diagnostic | Thempm{ic procedures
>(

| authorize and give consent for anaesthesia ( I‘_’!"He/glonai / 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: U85110_TG1998 PTC029914 www.rainbowhospitals.in
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| understand that there are some infrequent compllcatlons that can occur due to use of anaesthesia, these

Virclude pain or some ln]ury at the site of injections, temporary breathing difficulties, asthmatic reactiuns,
~headaches.

\I authorize 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 anesthaswlugnst or occasionally a colleague deputed by him
| her will administer the Anaesthesia.

Pregnant: O Yes — ONo
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia/ Regional Anaesthesia/ MAGC 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 % Witness : é Q’} M/
Signature : & i 0

Signature :

e
Name: SLRAYLE- \ ;" Name: SpsAn 3&9—“\@\
Refatonshipwith Pattent: ... Pabl @k Dateatime:.. 22 F2 .

Date & Time : ’P)-J -’—f-f ks

'—qr

Doctor (who is taking the coBent) :

Signattrex,,, — G
Name: ' y}%—:};ﬁti{\\ 4

. Date & Time: ... -.-\o,:l't'd «g,}-fm S, \ <1, % |

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in
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POST-ANAESTHESIA CARE UNIT RECORD

z
Rainbow® ®

Children’s BirthRight
Hospital .gw:_mxs:r:u:

Received in PACU by : '_ﬂ}mnl/{ .............. Time Received : WL B Time Discharged: ...~
I T17 -
gfg i 11 = :fg WV CamulaSite ...
w 230 230 [ [0, Mask O Nasal Prongs
5 20 | O Tracheastomy O T-Piece
==
I%’ :;g -_Ijl_ | ;T,g O Oral Airway O Nasal Airway
ELL: 180 ] I 180
180
8 :?g | 170 | Vomiting : Oves One ;1 SRS S
\ a = I o [MTee O O
] v o , 7 yag | o OYes O
] 1 o B R
i A e S AN i ] 120 | Urinary Catheter: (3 Yes [ No
1 - 110 110 Tube:
| % 100 T 100 | Chest Tube: OvYes COIhe
.I J , z 2 i 4 - T & | Wit o Oves Ono
| - ’ 70 m 70
a 60 ] I 11 Jeo
: 7] 50 11 1] 50
1 & a0 | [ [ w0
i v 30 | 30
! 20 [ I 20
| 10 | 1 10
f 0 L1 | | | 0
t 5P0, NN | |
A POST ANAESTHESIA SCORE MINUTES
! (Modified Aldrete Score) IN 30 [ 60 | % out SCORING INTERPRETATION
&'Em;mm’ﬁ“w o ACTIMTY S 2y |y AMMMmTolalScm*eofBisHequiredtm
anmﬂmmmumwmm = Discharge
mmum&cmm -12
}' = Mg g2 Exceptions to this, are 1o be explained in the
8p = 20l Pre Anaestheic eve = Space below by the Discharging Physician:
: Ly il P Y Y
Fully awake =2
Num::qm :l‘} 2 P = i
Pink =2
f g:;:tolmhm.mtomm :s couR . 58 2_
) | T, 5 19 |9
Jul

PAIN ASSESSMENT AND MANAGEMENT FORM

Pain Score

Intervention

~NFPo A ‘ﬁ«iﬁq iy

| .
|

fouoch 19 v

Anaesthesioiogis! Name

.f%naesmesiuleglst Signature:

Date & Time:

PACU Nurse Name -
PACU Nurse Signature:

*Dale & Time:

Evewe:mhmslnral

2 For post surgical patient, patient with ChMoNiC pain. patient with severe pain
Every 2 hours for first 24 hours
b After 24 hours every 4 hours
reliving intervention

¢ Prior to pain

hospitalzed patients

With in 30-60 minutes after pan relie! intervention
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Rambow

| patient Sticker 1 - Children’s B BlﬁthRight :
- : Hosmtal m@i‘fﬂ‘——

Department of Anaesthesiology B
EPIDURAL ANALGESIA [..uORD

CSE /SpinaNEpidural POSIION § cocrrsrvrecrre SPACE Lo Technique (LOR/LOS) wovecevveveeeeeee
Catheter at SKIN: coormresessssesesmssemmme e ARIBITIPLS 7 ccceonssmmensssssesssssssessmesss st s

_ d NE————
R, O —— - .

Any other issues -

Infusion Rate ‘A W |
Time | (mi/hr) B‘Q" () | Lo ignt | BP [Puse| " Cotmets

L
enetienns

. Delivery Details : Ttme Lt
Catheter Removed by and Tip Inspected :

patient Satisfaction -

Discharge /Shifting ordered by
Doctor Signature:

Doci(;r Name:

Date and Time :
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$S| PREVENTION CHECKLIST
S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
' the procedure. Use clipper if necessary \/0 9A
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) yas
3. Antibiotic prophalaxis given within 60mts prior to skin incision ygc)
4 Use a checklist based on the world health organization-19 item surgical
« | checkiist to ensure adherence to best practice ng
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
" T W e 2
in combination
6. Maintain normothermia during the surgical procedure (>36 deg C) ye’;f
POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status
’ between 110 and 150 mg/dl N\Q}
8. Application of incisional negative pressure wound dressing
Yew,

Docu. No. : RCH/ GDY / FRM / CLINICAL / 322
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Epe L Rainbowss | @ BirthRight
mm\\ URINARY CATHETER BUNDLE CHECK LIST tozpis_ | ez
Date of Insertion: 99—(?% ................ Date of Removal: ,9 '3,} [26 @ ) Dﬁ
Parameters Date SinTme |9 ) ‘7?‘{2\’(& @\ 3 Mﬁ\d . 37’\\1
Need for the Catheter SYes O No g)ke:yt‘l No D/Yes” C1No 1_|/Ves D No | CIYes CINo | CiYes CINo | CiYes CINo
Hand Hygiene P¥és CINo | Ci¥esyCiNo }JXGS'-D No P)ﬂs [OYes [INo | CYes CINo | ClYes CINo
Usage of Sterile Equipment LYeS CINo m No /LM [INo F’ﬁs gldo 1Yes [INo | CIYes [INo | [IYes [INo
Is the Collection bag below the level of bladder [Yes CINo | Cl¥es_?INo | [¥e§ [ No /Z‘Vé {F\'\ No | ClYes [INo | [1Yes CINo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) @es‘ CINo W No %Yer JNo ‘B‘?Es 1GNo | OO Yes [INo | CIYes CINo | ClYes CINo
Is Catheter dated as policy @){eﬁ [INo ,,'4‘1'9’57 [INo ;Xes CINo ?@' GINo | O Yes (INo | CJYes CINo | ClYes CINo
Collecting bag is been emptied regularly? [D)é's [JNo ﬂﬁ]ﬁl No ;,Yes' [1No /Drﬁ’s\tjﬂ No | [IYes CINo | [IYes [CJNo | ClYes [INo
Maintenance of closed system for the catheter mé [INo | [+¥e§ 7INo D}sﬂ] No | [fEs E No | CYes CINo | ClYes CINo | ClYes [INo
Dressing clean and dry? r‘!?ﬁs (INo g,\!es’? No D/Yes CINo | [6s ﬁj No | ClYes CINo | CIYes CINo | CiYes CINo
Is the line removed as Policy? (}(s L1No m No | [#¥es [INo u’é No | ClYes TINo | CiYes CINo | [(JYes CINo
Performance of Perineal Care Ms CINo | k#¥es/C1No Bm__l No JZ/(Yes No | [1Yes [CINo | ClYes CINo | [ClYes LINo
Onset of New Fever [1Yes FI:NO/ ClYes <TNe’ | ClYes IHNo | yYes O No [IYes [INo | ClYes CINo | ClYes [INo
Asses for the leakage at the site of insertion FG)({ (INo | LAf6s”TINo | C1Yes =No 6Yes [JNo | [1Yes [INo | C1Yes CINo | ClYes [INo
Name of the Nurse QR N/‘r 0@\@ o ppaapyf an M
Signature of the Nurse ‘ g\bﬂf’ ] /f%@éb @, [' -

Docu. No. : RCH /FRM / CLINICAL / 114
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Date & Time of Transfer:

e mpni,
@ sy ST pATIENT TRANSFER NURSING HANDOVER CHECKLIST

QT

TRANSFERRED TO :

1 ]Panent Identification

YES/NO

REMARKS

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

Ve

b.Surgical procedure & correct site ver

ified

Yed

2 | Airway & Breathing

a.Oxygen delivery (mask/cannula/ventilator) secured

NB

b.SpO:2 within safe range veld

¢ If ETT: position confirmed, ties secure, cuff inflated N &)
3 | Circulation & Hemodynamic Stability

a1V lines secured & infusion running correctly ey

b.No active uncontrolled bleeding M H

. Last vitals recorded before transfer Vol

d.Central line hubs are closed N D

e.Dressing Intact NB
4 |Pain Assessment

2 Pain score assessed & analgesia given YoA

b.Reassessment done

5 | Wound, Dressings & Drains

Yol

Surgical dressing intact

i
b.All drains fixed, output noted i
c.Catheter secure & urine output recorded Vod
d.Splints/casts/traction devices stabilized [N B

6 | Medications Pre & Post-Op Orders

la. Medications due time noted

Yob

b.Pre & Post-op instructions (NPO, position, mobilization) communicated ({(05)
c.Emergency meds given in OT (time & dose documented) (/@Q
7 | Equipment Safety & Transport Preparedness {
la.Oxygen cylinder full & ambu bag at bedside Yol
b.Bed/side rails up and brakes applied {}a?
c.Special positioning maintained as per surgery ?\f P
8 |High-Risk Patient Safety (if applicable)
2 Chest tube: underwater seal below chest level AR
b.Epidural catheter secure, infusion checked NP
¢ Pressure areas protected (heels/elbows) h\., 2
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED w
10 [REPORTS AND LABS HANDED OVER /2R

11 [BIOPSY/HPE SENT

N§

12 |Documentation

a.Documentation completeness

Transferring Nurse:

Receiving Nurse :

—Ce

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
SOSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY sTums)
Gy

Dala:..&?.‘... =

[ 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 gstrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity N 1o 2 |
Parity = 3 1
Smoker 1

| Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1

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

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.0. 3
appendectomy, posipartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
\mmobility, dehydration ; 1
Total o~
Signature of the Nurse (ﬁ .
Action Plan J

Docu. No. : RCH/ GDY /FRM / CLINICAL / 116
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RISK ASSESSMENT FoR VENOUS THROMBOEMBOLISM (VTE)

v If total score > 4 antenatally, consider thromboprophylaxis from the first trimester. . T
\? 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.
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Rainbow’
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Hospital
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BirthRight,

&

h _ub.__..__ooa WEL .?O.’n
st N ey
ﬁgﬁ “.9 Date:| S5
_ fw: it I . Time | SXv | B~ S PMERM)-
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: y
Mobility Does not make even sfight 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. ﬂ.m ﬁld\ 4
- without assistance. to completely tun self independently. | _independently. A )
2. Chairfost : 3. Walks occasionally: 2. All patients foo young fo ambulate; _ /
. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequantly:
%ﬁﬂ&%ﬂumﬂm L S non-gxistent. Cannot bear own welight very short distances, with or without Walks outside the room at least twice a
e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every h

Confined to bed

Sensory Perception

wheeichair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limired: 3. Slighly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only paintul 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

diminished level of consciousness of
sedation, 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.

Moisture Degree
to which
skin Is exposed
to moisture

Skin is kept molst almost constantly
by perspiration, urine, drainage, elc.
Dampness is detected every time
patient is moved or turned.

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

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

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.
1. Constantly moist: 2. Very moist: 3. Occaslonally molsth: 4. Rarely molst:

Skin Is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Frictlon . Occurs when
Skin moves against
support surfaces
Sheaor Occurs when
skin and adjacent bony
surface shide across
one another

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

2. Problem:

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

3. Polential problem:

Moves freely or requires minimum
assistance. Ouring a move, skin
prabably 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.

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chalr Independently and has sufficient
muscle strength 1o life up completely
during move. Maintains good posilion
in bed or chair at all times."

>
G
b
0

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats mora

2. Inodequale:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age 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 half of most meals.
Eats a total of 4 servings of protein

4. Excellent:

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

i I 1
| a_,““__ .“Mn” mw”__“; than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. &
Protein intake includes only 2 food offered. Protein intake includes Occaslonally 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 it 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 Mr!.uwaiu.nu 2. Compromised: 3. Adequate: 4, Excellent:
Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normatensive oxygen saturation may :
Tissua Perfusion & 49 n a newbor) r the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Roruninnsvs, pojuee gt A
Oxyge does not physiologically tolerate < 10 mg/dk; capillary refill may be <10 mg/di; capillary refill may be > 95%; normal hgd; capillary Q
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
2y

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 |
Docu. No. : RCH /FRM / CLINICAL / 119

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

TOTAL SCORE

Evaluator's Nome




Support Surfaces

Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
to altered mobiity, 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 A
® Manage moisture, friction and shear I Prasalre imatreay ovelay
® 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
© Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel

communicate discomfort except by
moaning or restiessness; OR, has
sensory impairment that limits the

cannot always communicate discomfort
or need to be turned; OR, has some
sensary impairment that limits ability

r Date : 323 20T =1 .
Time : ) i [
1. Completely immabile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
S Ability to walk severely limited ar Walks occasionally during day, but for OR walks frequently:
ity Thi 2
m%zg:e;;? &:;:::’ l‘o'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at |east twice a
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 Impalrment:
responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicata 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
i - half of body. two extremities.
Moisture Degree 1. Consfantly moist: 2. Very molst: 3. Occaslonally molst: 4, Rarely moist:
1o 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, elc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
posed
: Dampness is detected every time 8 hours. every 24 hours.
to moisture

patient is moved or tumed.

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No opporent problem:

Requires moderate to maximum Moves fregly or requires minimum Able to completely lift patient during

Skin moves against

Friction . Occurs when

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

assistance in moving. Complete lifting

assistance. During a move, skin
probably slides to some extent against

position change, moves in bed and in
chair independently and has sufficient

albumin < 2.5 mg/dl OR never eals

minerals for age OR albumin <3 ma/dl

for age OR eats over hall of most meals.

support surfaces thrashing and friction. without sliding agains! sheets is
Sheaor 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, 15 on liguid diet or tube feedings/TPN, Is on tube feedings or TPN, which is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats

most of every meal. Never refuses a

position changes.

> 2 seconds; serum pH is < 7.40.

2 seconds; serum pH is normal.

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 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 between meals.
servings or meat or dairy products only 3 servings of meat of dairy but will usually take a supplement it 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 :
‘I'Issg:y:::;?:;n & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N%@ﬁ“&;?’g’;sﬁ:mmu
does not physiologically tolerate < 10 mg/d; capillary refill may be < 10 mg/dl; capillary refill may be : it °Is gb; capifiary

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

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

Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name




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 .
® Man:ge moisture, friction and shear Alternating pressure mattress ovivlay
® Advance to a higher leve] of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients ety
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

e

—_—
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PAIN ASSESSMENT FORM R e
i ; - Modifying | Palient / Family
Date Time Pa;;ﬁ;‘;'e - Location Duration Acuity Character Fachies Educated Intervention Sign
Wﬁ Wb W | O continuous gmzb OSwap ODWl | O increasing | JOES) |y Jnype
.,.i) T—'llmf\ 9’613 _lg_myrmment 3 Chronic _/ETCI'HI'IQ O Burnmg‘_g,?creasing J No _ LJ\Q_J o i,

| (NO lovwy | O L!nntjnuous e [ Sharp [ Dull O Increasing ,D#@ C ol GLP
o> %&}{awm | \\k_avm./’ W&n’r O Chronic ~ ¢-E3#ching [ Burning _D.Dﬂf?sing (B anyf&;‘n (% A
| K SHCHY)O Continuous | O A | O Sharp 1 Dull O Increasing | B¥s 7 | PsoV IQ)Q,. ' '
9.1} :f,bb o)) o / 10 | Qi¥,o | B-mEmRtent | O Chronic ~ | GrAehingT2 Buning Ofeciiasing| ONo  (ovoQI Y- ﬁ&«
. y O\
i Sh i
:Hl % . i flgw ?(El (Continuous g,mre‘ DA :rp O B O 1ncreasu:rg Dl Yes~ Dtmd %EE E
9—94 L P w e I’( Ij/lnm'mittent [ Chronic [ Aching O Burning ‘Ewmasmg [ No _1 V /7(1 oAl >
i T T 3
< < A O Continuous | [J-Acute (3 Sharp  [J Dull O Increasing S méaﬁbiﬂ_
_)’.b\'&' &\ﬂ r hU @ Tntermittent | O3 Chronic [J Aching  [3-Blrming ecreasing [ [J No ﬁ@;ﬂﬁﬁ o
: b"‘%@) O Continuous e [ Sharp Bﬁll O Increasing | [2-7es _ﬂﬂzﬂm@w
9/'3?)? gﬁm \ li o A pAma{mﬂienl 0 Chronic C)Aching [J Buming | G¥ecreasing | I No ?ﬁi . %
v
O Continuous | J Acute O Sharp O Dull O Increasing | £J Yes— NI
my =
= H Pb DIP o ’ (O — O Intermittent | O Chronic D Aching [ Buming | O Decreasing | I No ﬂ EO—
1 SL(}L ﬂ O Continuous M D—SW O Dull O Increasing | [-fes “F ke 't, A :
034 bb, 9. ‘l) (0 ?‘ O isermiflent | O Chronic | O/Aching [ Burning | D-ecredsing | 0 No V eLuomts, EAEY
[0 Continuous | OJ Acute 0 Sharp O Dull O Increasing | 3 Yes f\{ r![ LA)/Q 5%
2y [2]as | g © Jte O Intermittent | O Chronic | C1Aching [1 Burning | 01 Decreasing | O No be
[0 Continuous | [J Acute [0 Sharp [ Dull O Increasing | [ Yes
O Intermittent | O Chronic O Aching [J Buming | [J Decreasing | -0 No

Re-assessment

Frequency:
1. Every eight hours for all hospitaiized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 howrs
c)  Priof to pain pain-refieving intervention.
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b) Then every 4 howrs.
d)  Within 30 - 60 minutes after pain refief intervention.

(PTD)



o @

o | | PAIN ASSESSMENT TOOLS A

FLACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

i SCORING
CATEGORY
% Le . [ 1 2
' ' i : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smie withdraw, Disoriented quivering chin, clenched jaw
i Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
ing quielly nomal posiion, Squi back and
Activty “"““,mg §OS b'}m"“mm Arched, right. or Jerking
Humerical Pain Scale (Obstetric and Gynecology) .
Moans or whi sional , screams of sobs,
f } { } { } { i J; i i Cry No Cry (Awake or asleep) WTI’;'; mpers occa mmm sobs
0 1 2 3 4 5 6 10
o Fain Pm“g“nn Reassured by occasional touching,
Consolabilty - | Content, relaxed fugging, or being talked to, Difficut to console or comfort
- Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
e Sedation Hormai Paia / Agitation
Criteria
Wong - Baker (Pediatrics) Abeve 7 Years -2 1 8 1 2
Crying No Cry with painfl | Moans or cries AppmmcrylngNwlrmmcrma l-ﬁgh—plcmdorsiam-
Irritability stimuli minimally with painful| iritable intervals consolable | continuous cry
5 stimui inconsolable
Mo Hurt mmﬂi muﬂlm HLIHSWI'I'KQLH I‘II.IIE'I\‘OI‘S! Behavior State No arousal to any Arouses minimally to Approgriste for Restiess, squirming Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently { or
No sportaneous Little spontaneous 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 stimui continual
Exremities | No grasp reflex Weakgrasprefiex | Relaxed handsand | Intermittent Continual clenched
Tene Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is nottense | Body s tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
AR, BF, §20, | stimui variability from normal for from baseline baseline, Sa0, less than or
Hypoventiiation or | basefing with simuli | gestational age $a0, 76-85% with | equalto 75% with stimutation -
apnea stimutation - quick { slow recovery Out of sync or
recovery fighting ventitator /
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Dr, LUCETTA AMELIA DIAS

‘ Children’ BirthRight
IS NI o .g,u

H oo Right'1o a Safe Delivery
Morse Fall Risk Assessment Form Kb e PSR
r_f N 32(’: A _ -
: . Date / Time P"l f}@ 22 )1' - ) .
Choose Highest Applicable Score from each Category 2 S:nr:s r-—g:ﬂb- — b Fall Risk Grading
__.___f_%ﬂ“__gg__;{;sﬂf_v;,/_-],/f/
History of Falling Yes 25 s
(immediately or w/in 3 months) No 0 e o @) Risk Level Mnrst:;?:lé)Score Action
Secondary Diagnosis Yes 15 ]
(more than one diagnosis)
No :U 0 © @)
Furniture Standard Fall
' vumwe . ———— | 1 LowRisk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O O )
IV / Heparin Lock or Saline %i_____-————————‘ R _QQ_,_Z_LQ_, Implement
_______————————*_i_____————————,(]/——‘ o | Moderate Risk 25-50 I;Ioderzi}e Fal
Impaired 20 revention
. — L | Intervention
GAIT / Transferring Weak (uses touch for balance) 10 { [ \Q [ ( )
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 {oh Ri Risk Fall
Mental Status Oofg : dl -z O___ High Risk =251 Prevention
riented to own ability 0 ) O Intervention
Total Morse Fall Scale Score: ) 20 S0
. A .
Signature QF—Q._, .
_________————"*'__'__________““"' Q
Tick (') whichever precaution taken. : Moaderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to palient's needs

Docu. No. : RCH /FRM/ CLINICAL / 006
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Ra| nb;w Patient’s N"MG:; ............................ R—
. ._ 0009
-Children’s ..Birtthght MRD NO: 31,'::',3::;1734 "“1""00365?4 -------------- -
BY RAINBOW HOSPITALS Dr, L
!:‘I.g .s“g!,tug,! it Your Right to a Safe Delivery Age . / ” ”” I/”””I I / ” ”/II”I x: OMOF
Consultant :....... aia I
(" PHLEBITIS ASSESSMENT __ J({ B
CANNULA 1 CANNULA 2
Date: >> ("'T'h Time: \;‘W Date : Time:
Location i Location :
Size : {2(» Size :
Cannula inserted by, VJM N\“d'fr\ Cannula inserted by :
Date | Time |Phiebitis [infitration] "™ | sign | | Date | Time |Phlebitis [Infiltration Nussing | sign,
Intervention Intervention
XA | 2o [OYes Oitehives Do < DOYes ONo| OYes ONo
fL : [ o EIYBSJZNE OYes N ‘b S:I_tf’_ [Yes CONo | OYes ONo
\DPrv, OYes 2o Ovee o ODSL K} OYes ONo| OYes ONo
; I)m OYes D&b‘ﬁ’es Eﬁﬂ/?oht.g,‘_. o OYes ONo| OYes ONo
G bloves uuo'ﬁg:sﬂnﬁ ,éhw}/% OYes ONo| OYes ONo
BD OYes Oiye Des ONo m-w, - OYes ONo | OYes ONo
2 D M |0ves ot Bves Onob-pa A | < . OYes ONo| ClYes ONo
«_ | 10D MovYes Dpis{Oves Oet P P OYes ONo| OYes ONo
9B\\ | 1\ M |OYes DG DYes O] d!& v OYes ONo | OlYes ONo
7\ 'c'x OYes CioHIYes BIG LDy TiAL 2% OYes CONo| OYes ONo
J l 'g M DYes El_ua' [TYes Bﬁp- la (N} )da OYes ONo| OYes ONo
, Lo MlOves Qo] Oves ONo| B oy TL| s OYes ONo | OYes ONo
©-4 1 |Oves B0 | Oves oo |t b | Ard OYes ONo| OYes ONo
T |D¥es 316 | O¥es 2o bl 4] Af- | DYes ONo| CiYes ONo
.[.,;-)m Oves 2o | Oves &fo OYes ONo| OYes ONo
1 [Proves Opo | oves ONo ) 2 U Zéé OYes ONo| OYes ONo
1. p M |Oves ONo Oves'tiNo | paffan] s OYes ONo| OYes ONo
R DM _|OYes OtefTiYes Do w= [Yes ONo| OYes ONo
{0 M |Oves D6 Oves 2 b Axr OYes DNo| CYes ONo
\ 2 BMIDYes 26| Dvestlol DO, 4R OYes CNo| DYes ONo
0 AM OYesTihio | CIYes Dol |- | A OYes ONo| CYes ONof
Aﬂ N E]Yes/gblo' DYa/yJNG ! . C@r OYes ONo| OYes ONo
A |oves One | Oves pietpatf | M OYes ONo| CiYes ONo
[Yes EHYG | Tives ONo) | [1Yes ONo| OYes ONo!
@fes ONb | Yes CNo 3 gﬂU— OYes ONo| OYes ONo
UYes ONa| OYes ONo 12 OYes ONo| OYes ONo
Oves DNi“ O¥esONo| _— | "\ 0~ OYes ONo| OYes ONo
Cannula removed : OYes ONg, if ate and time : Cannula removed ;: OYes ONo, if yes date and time :
RX any initiated : OYes ONg If Yes specify- RX any initiated : OYes ONo ONA [f Yes specify-
Phlebitis score: %,E Phiebitis score:
\o

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

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




u’HLEBITIS ASSESSMENT AND MANAGEMENT RECORD

j'.

CANNULA 3 CANNULA 4 I
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time [Phiebitis [Infiltration oersing | Sign || Date | Time Phisbitis finfitation] 1518 | sign
OYes ONo | CYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OlYes ONo | CYes CINo OYes CINo | OYes CNo
OYes ONo | OYes CNo OYes CNo | OYes CINo
OYes ONo | CYes ONo OYes ONo | OYes ONo
ClYes ONo [ OYes CINo OYes ONo | OYes CINo
OYes ONo | OYes ONo CYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes EINo
OYes ONo | OYes ONo OYes ONo | OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes OiNo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes CINo
OYes ONo | OYes CINo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OlYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CINo C1Yes ONo| OYes ONo
O1Yes ONo | OYes CINo DYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo{ OYes CINo
' Cannula removed : (Yes ONo, if yes date and time : . Cannula removed : CYes ONo, if yes date and time :
RX any initiated : CYes CINo CINA If Yes specify- RX any initiated : CYes CINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
( V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) a0
0 1 2 3 4 8§
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 :;;’2;‘:’ venous cord
 OBSERVE CANNULA | OBSERVE CANNULA giﬁg&_’ faais 1%”%}?&5& ER%%%WR g%mm ]
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R s ..Bi rthRight
PATIENT TRANSFER FORM Hospital | Nt Sawoory
B s oo
o e DI Date & Time of Admission Date & Time of Transfer Order
Vi | o2]3)b @ 3 2ipm| 2] 3120 @
Treating Consultant Name Transfer Ordered by ' Reason for Transfer
l
From Unit To Unit Information to Attendant
NS, o Foq Yes[J— Mo[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings inciuding

clinical documents. If any handed
C—T . over to attendant
coSesheal™ &4 s N
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : Yem No[)

Name & Signature of Person who is Transferring

o ior

Name of Person Ordered Transfer

patient & Clinical Records Received by :

Aniwtis

Date & Time of Patient Received :

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

w\\% w1

[ Unavailable Bed

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

(] Nurse not Available

[] Available Bed not ready
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I ﬂlﬂ!lﬂlﬂlﬂ!ﬂllﬂﬂl’ﬂﬂm s

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

}/\(.Yes O b.No

D 1 NG, REASOM wvreeersevcessssrssssssssssss s 5010

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

4.  Milk flow:
0O a. Good

C;17b' Drops of colostrums
O [c.Dry

5. Steps for Positioning and attachment:
] a. Baby goes to the breast
O b. Mother always sits with a back support

™ Mc. Ear-shoulder-hip should be in a straight line
0 / d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch
Docu. No. : RCH /FRM / CLINICAL / 080 PT.0

— — —



6. Was the position explained:
_,!z/t. Yes
O b No
7. For Caesarian mothers:

O a Mother is required sit and feed from the 4th feed
O b. Please explain football hold 6[ )

8. NICU admission:
[ a. Mother needs to stimulate her breast for 2 min every 2 hours N \ B )

9. Additional notes: ...,

o

Continuity of Care: Date: ))t% ,,,,,,
- 22k [ 26
L — o0 L - 9 ;
A~ 0> B =2
™ 0% 1. - 2
¢ - of £~ |
g o H - ’}2

s
Signature ............. A %f .. 51 s AT (S Signature

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

Handover taken by ......... K‘MW
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it Chirer |
RBS CHART

) Date Time RBS (mg/dl ) IVF % Signature J
’DD-(T—FKEL 9 20w (lomfl‘cﬂt 4@ - u;hkg@u (Q»\‘p%/ :

[ T T

\
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PATIENT TRANSFER:FORM O Tor oSl Sy
" Guc-00093120 1P18-00036574
Mrs R BUMAIYA.R
08-07-19094 32Y0M14D  (F) Date & Time of Admission Date & Time of Transfer Order

Dr. LUCETTA AMELIA DIAS

IIIIIIIIHIIIIIIIIIIIIIIIIIIIIIIIIIII

227 26 @ 1-2A™

Qalilae @ (02ued?

Treating Consultant Name Transfer Ordered by Reason for Transfer
I Fo A Foa ey
- - A \p‘ n
W-LULCW@ (L "7)\5\” rM,,ﬁﬂ,,J,f,,,r-,ren.-t*
From Unit To Unit Information to Attendant
o1 MU Yesfg" No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
1 zp sl N Yes[] Nﬁ-
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity

1.

2.

3 ik
4,

5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

\ ]

Name & Signature of Persan who is Transferring

Name of Person Ordered Transfer

™Y - .—fb\':fi’lu)" V‘I(J

Patient & Clinical Records Received by W
rigu@\"‘ é"\"@ :

Date & Time of Patient Received :

&)b\:\’m Léjl (o Koo

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

[] Unavailable Bed

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

[ ] Nurse not Available

[] Available Bed not ready
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RCHIGDY/FRMICLINICAUSQB

[& wouno ENEEEL pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: 92 |=r12 & & Lo’ uoA¥” ¢] TRANSFERRED TO : A1V
1 |Patient Identification [YES/NO REMARKS
a Patient 1dentification Patient name, age, UHID/ hospital number confirmed Y8
b.Surgical procedure & correct site verified A4
2 | Airway & Breathing
a.0Oxygen delivery (mask/cannula/ventilator) secured AP
b.SpO- within safe range NF
¢.IfETT: position confirmed, ties secure, cuff inflated NP
3 | Circulation & Hemodynamic Stability
1V lines secured & infusion running correctly Yy
) b.No active uncontrolled bleeding Y€
' c.Last vitals recorded before transfer Yé
d.Central line hubs are closed A
e.Dressing Intact ANA
4 | Pain Assessment
a.Pain score assessed & analgesia given NF&
b.Reassessment done AA
5 | Wound, Dressings & Drains
a.Surgical dressing intact Yes
b.All drains fixed, output noted A A
¢.Catheter secure & urine output recorded y &
d.Splints/casts/traction devices stabilized A
6 | Medications Pre & Post-Op Orders
a.Medications due time noted A A
b.Pre & Post-op instructions (NPO, position, mobilization) communicated | Y€
¢.Emergency meds given in OT (time & dose documented) NP
- 7 | Equipment Safety & T ransport Preparedness
£ a.0xygen cylinder full & ambu bag at bedside AP
b.Bed/side rails up and brakes applied W
c.Special positioning maintained as per surgery NA ‘
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level N A
b.Epidural catheter secure, infusion checked AA
¢.Pressure areas protected (heels/elbows) NA
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED A
10 [REPORTS AND LABS HANDED OVER A
11 |BIOPSY/HPE SENT ves
12 |Documentation
a.Documentation completeness Y'G
Transferring Nurse: vl
Receiving Nurse : N i
Signature of Incharge: Kr‘}‘%\%
7
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i R1:Pumm'|:zvou 140 (F) Rainb“‘gw" (] ‘ G s
8-07- d '
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD 5 Uuceraameriaoins ﬁg.slgirtea?'s Eirthf\;Lgm
- fm.f‘_@ DN RO R e
Paﬁem';f Learner Language: CPCIQJ-Q;\J Patient / Learner Literacy: (1 Read 1 Write _)Saeay Willingness to Learn; c)fag No  Healthcare Literacy: _}aﬂ’] Na_l
Identiled Education Needs: 4 ' —,137;41: Risk Education '
6. Discharge Medication Sale use of Medical Equipment / Impiantable Devices
Diaomsis CS)QI’H fu aja Pain Management 7. Infection Control Measures - Safety
3w S, 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2 T"’W"‘“’“ 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutriion / Diet 13. Risk/ Safety
Part - II |
Use codes fram the list in part Il
Date | Time | Meed information Taught Comments | Ofsgnaton /
Person Taught |  Learming | yoo oo pooue | Hlechanisms Understanding
Barriers barrier/s
. Mk_ WO
f}k“?’\t B zi g _M@mumj ‘d J 1boo
7z 2 Tm Seﬁ&; Sido Moy, i;\ Tha btoanL. B¢ N Y&E U0
D3 fifa | 2P ] §2> Q @cf?lr&h 0U°; M Mo | o gred | pune e ?&Mtpéi\
© O
LR ; o
0\11 |9)at | € Aw !d»o P [awn ohoup bmf&_iwj nm‘-ea’ N oral e ﬁa (S«boct Y oo
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: -
: P o by 2 Rosponabie e mkstons 10, Prancl e 12 Otees Conty e
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: Oral P:  Printed
M-lumhmmmm:
3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. mwlrarum 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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Chisre's | B BirthRight
PATIENT TRANSFER FORM Hospital | Semers i

I:og‘:;g:'m‘ R P1800036574

cormann ZYOMUD Date & Time of Admission Date & Time of Transfer Order

A AMELIA pja g ) . b—k

Wiy > P s |20 Bls o qa,
BE Treating Consultant Name Transfer Ordered by Reason for Transfer

>~ LuaﬁL“? v - g RO @D* Lane

T bse
From Unit To Unit Information to Attendant

A

OT

YesDﬂ No []

Number of Sheets in Clinical File

Number of Imaging Films

Personal beloﬂgings including
clinical documents. If any handed

over to attendant
(-_# ‘f )DP 5&/@0 C,,T% @ Yes [] m:@?
. < — If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
X
2.
3.
4.
5.
Sh‘rfting Summary / Notes Written by Doctor:  Yes O No ]
G <\

- foolCs

Name & Signature of Person who is Jransferring

Name of Person Ordered Transfer

dr\\PP&’[, : o ukdea,

Patient & Clinical Records Received by :
—(S

Date & Time of Patient Received :

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

[J Unavailable Bed
Docu, No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

[C] Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2’3.&&.’&..\..;.-.{2.:..?5..... Time: ... L% Qs P
i . L 26 kg/m'
OMGIN: oo sssssesisssnnens Height: .10 Cen....... Weight: REQké BMI: [ ~ 28 kg/m’
0 ~ 30 kg/m’
I | S
Diagnosis: ...E.MEMM,L.Ef...........L.Q.C} .......................................................................................................
. klc)o—GOM M
Type of Diet; €7 Ciquid ASoft CJ Normal Q Diabetic /
[ Vegetarian on-Vegetarian [ Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups (D
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd2)

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

Pé@j’ Attendant's Dietician's
Signature: ... (g' .......... [ ... el Signature: AM(Q“S’.{?E) ............

Name: ...... S UMﬁ'\fh .................................. Name: Acsnd,..%ﬁe)\ﬂ‘m ..............

Date & Time: ¢}'°°4LL9@1%PM Date & Time: ...Lb}.l?.'a.‘"‘?r.b...@..‘.....?‘..‘.ﬁ?‘?.ﬁb«k
Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)




DIETARY NOTES
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