s
v\ ’ /
&

GUC-00090352 IP18-00036561

Mrs HEPZIBAH RUBELLA D DISCHARGE TRACKING SHEET

04-08-1993 R2Y1IMI9D  (F)
Dr. MATHANGI RAJAGOPALAN

T ﬁﬁ"QL"“""“‘ CONSLLTAIT

ACTIVITY INTIM | OUT | NAME & REMARKS | <Tobe

. \ E TINME | SIGNATUR filled
E by

Admin

°

Activity Sheet : | .
updaie by Oﬂbﬂ o

Nursing /.
Activity Sheei O“/O\(KM )/

update by _ _
Pharmacy (& F’y
N







 ACTIVITY RECORD FOR BILLING

55‘\
0003
we
1A o F)
e 'ﬂ?ﬁ“ "“B?L:\ wi?
5 WE

@ BirthRight

v
]
S
BY RAINBOW HOSPITALS
Your Right to a Safe Delivary

UHioNo: .. Q0.2 Z 2

Date of Admission: o % T bl i B

Room / Bed No:

WARD TRANSFERS

- ‘—-———d"

=1 N R
)|

WAT: oovaermcanesmnsssssssses

~ Name: (‘1’%5%6?‘73&1%

\\\\\\

s “\}{\\\\i\f\\\i\.\\\\\\\\\\\\ i

Date Of DISCRAIGE: .ccoreussmmmsssssrsssee

Dept@Et&?

(11—

uigqEstod Bilable DO YPe: .

Date

From

To

Signature of Nurse

[De-

Lt %o 0¥

T e it

| @ |4

4 %,F/a?)f

IR

WG

o) )3 Jok
HE

CROSS CONSULTATION VISIT

Doctor Name

Order No.

Signature

Docu. No: RCHI FRM/ GENERAL/ 145

o




l INVESTIGATIONS

L__ Date

|

Investic~+-ng

. Order No I Signature
S=& / v
( ﬂ }j AR ! Lt = \} _
0.

k|




.MED|CAL EQUIPMENT (WARD & ICU) o
Date Name of Equipment oD Uigcmnec Order No. Signaur
Ligbome \_Q ié R
o | Qo - G2 / 009263 Aelae
oW | exh (% il Ho A8y W
v | et T ) / o0 A83y A, Qm;e%u
% |t T @) “ 00983Y /S\rg%i’%f
® »& | CW - (£ vl DoAY U\O'%'l’
CT0 @/ il o &8s W)ﬁ%/ b
v © - Q09385 ‘
ot @) p 009385 e
ot Ul @ - //QQO(O\\( he2 glo
PR Thdfution pusmiy 0o ™ |[33122) | ool
0@ 1 002§ lr e
ctn @ o otl§ P2




EEmmaaes s S

[EROCEDURE

Date I Procedure

e
g

I Quantity

)
f Signature

Okhbb

ﬁmimoa,; | ) //m},cmf

Qe ]

N

J
192/#—/944 D/m,em%mf/n a I
i r_ / g
,0# /D/n/

a~ L
= 1/?%/ = .

X7

f\ anﬁ w,b ’T @

/
73] 720 I~ o110

[
|
|
|

g
=

|

l |

ANY OTHER INFORMATION:
{énw Bsepied |,
) lapf‘a‘fv/P“J
........ @mﬁbn 5

Dateﬂg/if% Tume:.....‘ﬁ@m.....

Rl L L T O CCL LT T .
uj . }n LLE LT TP LL LT TP . . .
. LLLLUT T P TP N . . .
.

Prepared By:

Staff Nurse

WZer

Shift/ Ward

Billing Assistant

Billing Supervisor

___________._______1. . |

———m—
—



Ieainlowe (
Chilthren's, L Bt =ight

Houpital
GUC-00090352 1P18-00036561
Mrs HEPZIBAH RUBELLA D
04-08-1883 32Y11M1BD (F) _ DISCI'”I"‘.RGETR)UCK”\EG S“EET

MATHANGI RAJAGOPALAN

Dr.
T —

ACTIVITY TIME NAME & REMIARIS <To be
SIGNATURE filled by
Admin>
Discharge
Announcemént
INTIME ouT
TIME

Arrangement of File

by Nursing ?“ﬁ\ah (4 %A’ ________
7 e | T

Preparation of
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Woard to Billing Dept

Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance







2.
Rainbow® i I
Children’s ‘Blrtthght

|
|
\ Hospi tal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

INSTRUMENTAL DELIVERY PROFORMA

OBSTETRICIAN | D, Ma}w
Patient Label i
| G000 ;i UBEL::?M”WH ANAESTHETIST
i e
”fu:?;aa “ oy ASSISTANT R+ Vi iR
pr. MATH
\\\ \\\\\\\\\\ \\\\\\\\\\ Dazm ——TE
TIME 122 pm
/ N
PLACE ( LABO@ THEATRES
WARD
CONSENT EPISIOTOMY ~——BLADDER EMPTIED?
S| P
© |(VERBAL 1 WRITTEN @ / NO | FOLEY  INOUT  (NO
—_ANALGESIA ___2RNPTG ———LIQUOR
| ( Lo PUDENDAL _NORMAL #SUSPICIOUS / CLEAR/BLOOD STAINED/
| T USED MLS PATHOLOG&CAL : x MECONIUM
| OF tom) feasicient deceleratior il
| (WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL / SPINAL NOTES IF NOT NORMAL CTG) © /5 PALPABLE
| GA

VAGINAL EXAMINATION
NMUMBER OF CMs DILATED locm
STATION OF PRESENTING PART A AT +1 | @ +3

POSITION DOA/ LOA/ ROA / ROP |/ LOP/ DOP / LOT |/ ROT

| CAPUT > + ++ +++
| b=y
| mouLbing (0 ) + ++ +H+
| N
INSTRUMENT USED

KIWICUP ) /  NEVILLEBARNES  / WRIGLEYS /  KIELLANDS /| SIMPSONS

—MANUAL ROTATIO&-\ TIME OF APPLICATION No. OF TRACTIONS

YES / NO

12121 pm ]
ABANDONED . TIME OF DELIVERY LENGTH OF DELIVERY

YES / Q‘B

\2-¢ 12 2P ™ —
(FULL DETAILS IN NOTES)

Rainbow Children’s Medicare Limited
No. 157, Saidapet, Near Little Mount Metro Station, Guindy, Chennai - 600015.

For Appointments call: 1800 2122

"ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in”
+G1998PLC029914 info@rainbowhospital.in www.rainbowhospital.in
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e . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s R TEL NO :044-40122444
Hospital ="

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036561 Admit Date :21-Jul-2026

ORI IR TR TR

Admit Time :01:50 PM UHID : GUC-00090352

Patient Details :

Patient Name : Mrs HEPZIBAH RUBELLA D

Guardian : Mr SATHISH BABU
Gender : Female
Occupation

Address (H) : D503, RADIANCE THE PRIDE, PAMMAL MAIN

ROAD, PALLAVARAM Pammal Chennai Tamil
Nadu INDIA 600075

Age :32Y11M17D

DoB : 04-08-1993

Religion

Martial Status

Phone No . 9600009396/ 8807492970
E-mail : no@gmail.com

ﬁnission Details :

Bed Type : MICU

MAIN ROAD, PALLAVARAM Pammal Chennai
Tamil Nadu INDIA 600075

Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit
Contact Details :
Name : Mr SATHISH BABU Relationship  : Husband
Contact Address : D503, RADIANCE THE PRIDE, PAMMAL Phone No : 9600009396

g

Signature

™ :tor Details :

Doctor Name : Dr. MATHANGI RAJAGOPALAN

Referral Doctor : Dr. Mathangi Rajagopalan

Co-Consultant

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 7000.00

Payor Name . SELFPAY

Printed Date / Time : 21/07/2026 13:51

Printed By : 021591

Page 1 of 2







% W Rainbow Children's Hospital - Guindy

Rai_n bow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

Children's i TEL NO :044-40122444

Hospital - h WEB : https://rainbowhospitals.in

ainbaw
GENE Cc ENTF RE T

Patient Name: Mrs HEPZIBAH RUBELLA D Age : 32Y11M17D
IP No: IP18-00036561 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 801

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
cf™of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

I understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,

destruction or theft of my personal belongings. | assume full responsibility for 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 Permy room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.
(Rf,eqivers Signature..................)

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

Signature of Patient/Relative: &/ A%,{W‘{/\/

Name: -2 SATHISH BABCU . P

Patient Address:
cnti: S FUEAN D503, RADIANCE THE PRIDE, PAMMAL
Relationship: > HU iD, MAIN ROAD, PALLAVARAM Pammal
Date: o 0026 Time: -O/ jrf e Chennai Tamil Nadu INDIA 600075

Wittness Name: //’)44)4 Tad

Wittness Signature:

|
\ Printed Date / Time : 21/07/2026 13:51 Printed By : 021591 Page 2 of 2
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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 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

» Inourhospital 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).

P Ittakes 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

ﬂ 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.
Patient Name : > D. HEP2 1B AH RUBELLA UHID Number : ]
' T0253
Self/Attendant Name : > SATRICH BAGU . P Relation : s RUSBAND
Self/ Attendant Signature : ‘%cﬂig(;gi/\) Name & Signature of Financial Counselor
Phone Number : >

L
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- mEDICATION RECONCILIATION FORM

84T R JLI3-Not known any Drug AIIergieS

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 shitting from ICU to Ward, or Ward to ICUs)

Shifting From: 5’%}?&)@7 Shifted t0: ...... AR oo
' ON
MEDICATION NAME DOSE ROUTE LAST DOSE
0| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (Po, NG, s, ) | FREQUENCY | (T 7052 premossces
1 | . |O¢ doc
2 - Oc goc
3 ' 0Oc oc
4| Oc Ooc
5 Oc Onc
6 Oc Ooc
7 . Oc Ooc
8 : |0c¢ Ooe
9 0Oc¢ doc
10 Oc goc
. * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY '
Doctor Name & SIGNAIUTE : ...............oovecveeeeessssmmseesesssssssesessosmesesssssosss s
Date & Time : ....................................
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mewioATION RECONCILIATION FORM

T Ty | S }/Tt 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 F ICUs)

Shifting From: H\CU Shifted to: .......... Bﬂ‘F“ﬂ .........................
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pobo Time ?‘;’:}gﬁ'ﬁg
f 1 —_ - * 5 v OC [ObC
& _,p}.g\/VM(/r -S4 \ s
2 J Oc ooe
3 Oc ooc
4| Oc ooc
5 OJC¢ [Joc
6 Oc Odoc
7 Oc Ooc
o
8 Oc aoc
9 Oc ooc
10 ¢ dbnc

* C- Continue, DC - Discontinue

Doctor Name & Signature : ...............
Date & Time : ..............

Nurse Name & Sign

Date & Time : ... 2.1 57

cesmpressinananafrenihe

Docu. No. : RCH /FRM / GENERAL / 090







|P48-00036561 *@: .
GUC-00090352 Rainbow

e e weo @] @ Children's ‘BirthRight’

"y tospital_ | (g mamomesr
: MEDICATION RECONCILIATION FORM

% takas & 1ot t0 treat the Meta, Your Right to & Sais Delivary
DrUG AVEIGIS: ..ccovvvorvsessersssssesessesess oo D‘Nﬁ/rwl-uown 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 | Us)

Shifting From: ],;DIQ/ Shifted to: ......... o, FROSY
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
0| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (Po, o, 55, ) | FREQUENCY | pate /Time | ARMISSION
1 A8 . QuemenTIN ém;wnﬂ Po DS — A€ Ooc
Wo|
2| U pan 9 Yorng Po eh 9% e tne
el
3 T* PArpcen s Po TS -— ,ETC/EIDC
4| . 2 p—c/ ooc
JUETIN GuPPos [ ToR y comg| Pr &D Lol
5 Oc doc
6 OC¢ Odnc
7 Oc Ooc
8 Jc doc
9 Oc ooc
10 Oc gdoc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY é\ |
Doctor Name & Signature : @TQHYEQCQQN\ Q';uzﬂ

Date & Time : ..............
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RUG CHART

Sigﬁatum

Date of Admission: 9\(‘4—% R

i L nown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by 2 NEW PRESCRIPTION. Do not after existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

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

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

S0S / PRN (As Required Medication)

DRUG :

Date

Dose

Route | Frequency [Start Date|

Doctor's Signature- | Valid Period| Pharm.

Additional Instructions:

Dalet

Dose

Route | Frequency |Start Datef

Doctor's Signature | Vaid Period| Pharm.

Additional Instructions:

DRUG :
:

Date

Dose

Route | Frequency |Start Dater

Doctor's Signature | Valid Period| Pharm.

|Additional Instructions:

.
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o REGULAR PRESCF iont, &= A
SCRIPTIONS  Weight. 92 warg, (> ¢
T g *"
DRUG f.] NI)PATEF %;t}: N
0se Pmﬂe Frequency |Start ate]
F [V }—T’f Z£ ? W X /
Name Signature of the Doator / 7

Startirg the Drugs:

o («je} Al
W ) N T2

Additional Instructions: i
]
b U
Daily Doctor's Endorsement by a Sign | |/
Date} i \
DRUG : TAR . AU & pENTTN T,m 2?—1ij o

Dose | Route |Frequency |Start Date / &)
b o |11 -1 [alqlay '
Name & Signature of th%octor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

e ran T

Dose | Route | Frequency (Start Date| P /]
Yo | O o fn.hl;lb /

Name & Signature of the N
Starting the Drugs: U
Gt
Additional Instructions: > .
Tpm

Daily Doctor’s Endorsement by a Sign

Date
DRUG: T- PARACETRANOL L) d
Dose | Route |Frequency |Start Date]sdn, /1 pw
9 [ po 11 skl [7
Name & Signature of the Dgctor
Starting the Drugs: /

gaotl [T 17

Additional Instructions:

Daily Doctor’s Endorsement by a Sign 1
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2
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Children's | @ BirthRight
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Your Right ta & Sale Delivery

L P

T tutues » X 0 et the Btte.

DRUG : ’J'OQ'HN SUPP | TORY

Date Q_q)(.

BF

Dose Route Frequency | Start Dt.
oomey| PR | 107 | g0,

'741‘?/

F' =

Name & Signature of the Dogtor
Sta(ﬁng the Drugs:
g0

Additional Instructions:

=Y

Aot

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor _

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
i bbbt < obisad i

— e e

DRUG :

Date
im

Dose | Route |Frequency |Start Dt

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Route

Dose Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsemant by a Sign
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Signature

VERIFIED BY : Name ....

.~

Rai b‘é . . ===

Patient Sticker ctagli?dr?;’s i BirthRight

| Hospital | Lo

Sheet No: .......... REGULAR PRESCRIPTIONS WEIGHt vvrvovvers WM ooreeoeeseeei

DRUG :

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additidnal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

-

Additional Instructions:

Daily Doctor's Endorsement by a Slgn

DRUG :
:

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Dose Dose Dose Dose |
URUG 5 Dr. Sign. Dr. Sign. Dr. Sign. Dr. Su_!
Route Start Date oot - e o
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor ) e i -
: | Additional Instructions: - o - &Sl
be S o S o S &
VARIABLE DOSE Toe. Fik [oem [ T |
Dose Dose Dose Dose
DRUG : Dr Sign. O Sion Or. Sign. Dr. Sign.
Route Start Date fose g o -
D, Sign. D, Sign. De Sign. Dt?t
Name & Signature of the Doctor Pom G o e
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
E Additional Instructions: i - - P
STAT / ONCE ONLY DRUGS
Date Time Medication D?:g: ;MOUSIGI' Route S Nurses
; / S
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STAT / ONCE ONLY DRUGS
Name: ............. Weight: ... 5..."4] kgs
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Early Warning Observation Score Chart - Obstetrics

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

Date }
D‘ﬁ‘b’b\ Time891011121234#6‘7143)910)11121234’5@7

)

=

RESP

> 30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.) N

40
39
38
37

9,dway

"
) w
A

W

o
& |
LD
nl
B

ajey ueay

N\
N
52
dig}
5
i
o

=
anssalg poojg 21j03shs

120 3
110 N ANV a0 Koy N
100 \ sl . 5y
90 i

80
70
60
50

3
<
Yol

_y

«—
aInssald poojg 2|0iselq

130
120
110
100
90
80 ALl i
70 N v B R
60 i"‘ﬂ = V
50
40

7‘!)

=5
i<
£

NEURO
RESPONSE
vl

Alert T T N () ¥ [ (e ) P . oA Pal
Voice
Pain
Unresponsive

IURINE
mils / hour

=30 = N W
< 30

Proteinuria

Protein + +
Protein > + +

|Lochia

— -— — —

Normal — ) -~ =
Heavy / Foul

Liquor

Clear / Pink - -~

Green

TOTAL YELLOW SCORES

o) Vv 2

TOTAL ORA

<3‘06
.3@2
b

p=]
NGE SCORES y [4] 2 Q
Nurse Initial % v }‘l<
—_— A

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







GUC-00090352 IP18-00036561
Mrs HEPZIBAH RUBELLA D e

o WAThaver AcoPALIN. Rainbow® . _—
i © Gl | Pl

Your Right ta a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

I\}L Date 4 g
:2:)'} 'nmeg(rg fo)11fa 1??53 5 7lello|10l11l@21|2]|3|@|5]|86]|7

> 30
RESP 3130 =

write rate In
t:urresp. i::ox} 11-20 s o ze
- 0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37 N
36 () ) 4
35 s

< 35

o =5

160
150
140
130
120
110 =
100 @ o) \ |
D) == i L 15N
80 2 )] () '
70
60
50
40

190
180
170
160
150 =
140

130 A N Y\ H
120 AN Y : @

110
100

90
™ &0
70
60

Saturations

W

)

2 dwa|

ajey Weay

@

®©

A

1

L1
P

—
anssald poojg 1jo1shs
B
-
e
Eds

130
120
110
100
a0
80 \ 7 N\

/ i
L] L - \! ; \ ac
8080 (95| - TS

+—
2inssalg poojg Mjoiselq

40

NEURE Nert I—1 7 [ 1 1

T T
RESPONSE Voice J <
Pain

Unresponsive

URINE | > 30
mls / hour <30
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A\ v f;.,v, OYes ONd{Dves OXG |97 Y0| OYes CNo | OYes ONo
' oprn |Oves O6[Oves Ong| eV Es | & OYes CNo| CYes ONo
\ | S| OVes 0o | Oves DN (@252 E] s OYes CONo| CYes ONo
ban~ |Oves OnsfTves ONelE> = ™~ 7 OYes ONo| CIYes ONo
STy |Oves Oy | Oves ool ¢ (9p OYes CNo | OOYes ONo
OYes o |OYes Gyl gy | 3P OYes ONo | CYes ONo
% OYes O | Oves ORGP Vs OYes ONo| OYes CNo
) ﬁv\ DYes CINGY OYes D’ﬂom 9P OYes ONo | OYes ONo
L , D |OYes ONa|Oives of? Dkb_ OYes ONo | OYes CINo
L. 7c8) |Oves ONeFTIVes ONo| ©L52P] F OYes CNo| CYes ONo
L ag,a?m OYes Q0| OYes ONef ’b\,ﬂa“e OYes ONo| OYes ONo
90,191 19 A sorIOVes o6 Oves O] OYes ONo| OYes ONo
Uy e |Oves a6 | Oves pyef (), o L) OYes CNo| OYes ONo
y ALY Oves o [r7s e lon) -] A OYes ONo| Oes ONo
= OYes CNo | CIves ONo T OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo [Yes ONo| OYes ONo
' OYes ONo | CYes ONo OYes ONo| OYes ONo| |,
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes ONo| OYes ONo
| DYes ONo | OYes ONo DYes CNo| OYes ONo
' OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OlYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
VIL.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE).d...... Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time (Phlebitis (Infitration) "¢ | Sign | | Date | Time |Phiebitis [infitration| "™ | sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CNo | OYes ONo (Yes ONo| COYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes [ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo | OOYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes DNo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo DlYes ONo| CoYes ONo) .
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CNo CINA If Yes specify-
Phlebitis score: Phiebitis 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.
é V.LLP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 2
IV site appears healthy mF e::‘ the following Is ::’\;C; :!l the following is %: :fmt:hu following is :;;o;‘ﬂ;endfdmdz: xl& :r{'lltha:ém:
# Slight pain near |.V, | # Painnear|.V. Site | # Pain along pathof | # Pain elong pathof | # Pain along path of
site or slight redness | # Erythema cannula % Erythema | cannula % Erythema | cannula % Erythema
near LV site % Induration # Induration # Induration % Induration
* Palpable venous cord| ¥ m;‘:’“ wenous: odrd
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | TERNE/SCHCHRER | CANNULAGONSIDER | RESHE/MEMOVE
\. CANNULA TREATMENT TREATMENT CANNULA .




to which

by perspiration, urine, drainage, efc.

Linen must be changed at least every

linen change every 12 hours.

changes; linen only requires changing

‘”0090 sz
03-13, B"HQ :p, Rainbow” l . .
o = - BRADEN'O' S E o Children’s @ BirthRight
W ,.,, BRADEN Q' SCAL Hospital | (G = sssmowsosimscs
[ WIW ?o ' & al = aed de e wu’n:"g.m
/////////,;V [ﬁ - nalsz_as}}_—.%ﬁﬁ;_a[ﬁ-
iy ; - Tme:(Dom | 4/ | ™M | £
j e mobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not me... _ven slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. J , )_’ L! Lf
without assistance. to completely turn self independently. independently. ' /
2. Chalrfost : 3. Walks occasionally: 4. All patlents foo young fo ambulate; /
. B Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c‘l}i;m: gﬁﬂ;ﬁf (l.timni'iﬁme:':u'bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 g
- and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
whealchair." shift in bed or chair. 2 hours during walking hours. - .
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairmeni:
Unresponsive (does not moan, flinch | responds to only paintul stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need lo be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability 1o feel sensory impairment that limits the sensory impairment that limits ability discomforl.
pain over mast of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L‘/
. . | hall of body. two extremities.
Moisture Degree 1. Constanily moist: 2. Very molst: 3. Occasionolly molsl: 4, Rorely molst:
g Skin is kept moist almost constantly Skin is oiten, but not always, moist. Skin is occasionally maoist, requiring Skin is usually dry, routine diaper 7

skin is exposed

to moisture

Dampness is detected every time
patiant is moved or turmed.

8 hours.

every 24 hours.
=

FRICTION-SHEAR
Friction . Occurs when
Skin moves agains!
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

one another

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

2. Problem:

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

3. Potential 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 apparant problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength o life up completely
during mave. Maintains good position
in bed or chair at all times.*

-

Nutritional Usual

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 more

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
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 aver half of most meals.
Eats a total of 4 servings of protein

4. Excalient:

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

food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes anly 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meal or dairy products only 3 servings of meat or dairy but will usvally take a supplement il 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. Excefient:
Hypotensive (MAP < 50 mm Hg; Normoetensive oxygen saturation may Normotensive oxygen saturation may S 3

ﬂss&.l:y::::us;:n . <40 in a newborn) or the patient ba < 95%; hemoglobin may be be < 95%; hemoglobin may be mgg';r_"m' :"7:’" s;mmr:fgl
does not physiologically tolerate < 10 mg/d); capillary refill may be < 10 mg/d; capillary refill may be > 95%; normal hgd; capillary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 |
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Not at Risk: 19-23

TOTAL SCORE

Evaluator's Nome




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule '
) ® Enable as much activity as possible High density foam mattress
15-18 At Risk @ Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Aternating pressure matiress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients ;
13-14 Moderate Risk . Gel pads for high-risk areas
o . : )
osition patient at 30 degree lateral incline using foam wedges Altemaling pressure matiress 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 . Aiternating pressure mattress overiay
_ ® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM e e Ll e
Date Time Pa(i; :coz;re Location Duration Acuity Character 'gfm:" Pah:d':::m“"““ Intervention Sign
o | O Continuous | ETAcute OShap 0G| O Increasing | &1 Ves [;,\,%gqla[) le ﬂw@-’
'A‘j’\?“’ Dpm t‘z Lo i ﬁjn [3-ntermittent | O Chronic [ Aching [ Burning ecreasing | [J No [f; o5 L - oo
T \
_ L wse? | O Continuous | O Acute O Sharp D“ﬁl O Increasing | _Yes ngf;,vj_\aue_ ~
7"09}# L’(; ST B [:‘D’ADW” D-intermittent | S Chronic | 0 Aching [ Burning ecreasing [ I No PLDH‘ A et
2N
% O Continuous | CJ Acute O Sharp  C).Dull O Increasing | 3-¥es [Un%
S G A /:0 i o VE7 Intermittent | \C1€fironic OJ Aching [ Burning | & Decreasing | [ No Yos 410 A‘-\
I. Joul? | o continvous | O Aege 0 Sharp E':jl' O mereasing | - BhyYes i Dm*(dmp_ M
33\} 2 pon Yyo ﬁbﬁﬂ““u—gammem O Chronic | CJAching [1Buming | [ Decreasing | O No psm" t "J‘@Eq -
37, Py Continus ?qcme 0 ool | O Tawasing ? 2’;’5‘,_0‘!55_
) ]’JI E,PM 0 o To Intermittent Chronic O Aching O Buming | [J Decreasing No P 8570 T
. Z EF—?P;,‘?y O tfontinuuus B—fﬁe O Sharp 30Ul O Increasing D/Yg C@n»ﬁloﬁ,[,kkg 8Z_D_Q;5d
o’);‘vg, SY‘” \[o e l‘t OiAtermittent | O Chronic O Aching [J Burning .D’D?creasing O No [‘)_ﬁ, }ri‘ A oo K-
;_ ) } fo%" O Continuous L_J-Acute 0 Sharp _[1 Dull O Increasing | _[J Yes Tt Parex gﬁ_ﬂ,
2*?[ 8/{24 ( ( M t{ (o ﬁ{e L ntermittent | [ Chronic O Aching [ Burning | [J-Pecreasing | O No /27:«(\%5/ S5
23{ 9,{% 1) 10 L Stokd O Continuous | [1Acute 0 Sharp __G3-Bull O Increasing | CrYes £ o é}zé’zﬂ:
> Syle & intermittent | [ Chronic O Aching 7 Burning O Decreasing | O No Lo 5,(413;7 A
O Continuous | [J Acute OShap 0O Dull O Increasing | O Yes
O Intermittent | [ Chronic [0 Aching [ Burning | [J Decreasing | O3 No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | [J Decreasing | LI No

Re-assessment

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with cheonic pain, patient with severe pain:
3)  Atleas! every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

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

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

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

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

[ Hourly safety check

[ Assess patient after visitors,
High Risk ( = 51) Apply all low and moderate risk i

[ Initiate constant observation by healthcare provider as appropriate o patients needs

leave to ensure safety measures in place
nterventions, and.

sistance

L  GUC-00090352 i . "%
] ;ﬂ; :E:gm RUBELLA umm Rain b“OW@ . i i ¢
O MATHANGI RalAGOPALA. Children’s BirthRight
AT Morse Fall Risk A tF rospital_ | W@z
orse Fall Risk Assessment Form et
e b o £ T
. _ im : ;
Choose Highest Applicable Score from each Category —%t;(;——:—;-ﬁ—g"—h{’—he —3————-———' Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 7> O s} Risk Level Mors(:p::lé)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 '®) 0 O
[ 30 tandard Fal
- _ bl - - Low Risk 0-24 f,rirc’aﬂ{ima
Ambulatory Aid Crutches, Cane(S), Walker 15 .
None /Bed Rest /Nurse Assist 0 o v 2
/
\Y {'(Ieparin Lock or Saline . i 30 implement
» i o O Moderate Risk |~ 25-50 'g'f“deg.‘e Fak
Impaired 20 pyerion
- Intervention
GAIT / Transferring Weak (uses touch for balance) 10 ( 0 ) ©
Normal /On Bed Rest /Immobile 0 Implement High
F imitations 5 —— Risk Fall
Mental Status ofgets L = ) High Risk 251 Prevention
Oriented to own ability 0 ®) O o) boeryobon
Total Morse Fall Scale Score: 16 "")’737 05
0 72 éﬁ%'
B Signature , @éﬁ__ S
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECO] Ui LT lllﬂl

Part - |.
Patient's / Learner Language:

..... Y Cﬂr\‘“«.g Patient / Learner Literacy: [ ]

2z .
Rainbow® - .
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tt takes @ ot 1o treat e Sttt Your Right te a Safe Detivery

Hearlhcam Literacy: __Yg?

|

ldenliﬁed Education Needs:

Read " Write _,_,Sp/e'a Willingneso .~ & kxe.?j No

0. Fall Risk Education
11. Safe use of Medical Equipment / Implantable Devices

6. Discharge Medication
umm'}mm 3% .Ll Pain Management 7. Infection Control Measures Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutiion / Diet 13. Risk / Safety
Part- Il
Use codes from the list in part Il S
Need
Date Time identified Information Taught pesan oo A . “. . Comments Signature
4 4 1 S " s
- PAweale N (“]Z:L >3 %g il g g:z
o Havntey (;5,‘_) Ao O
}\7rt oAl k&’% %ﬁﬁl nadls I RIPT %EE\C"“ S “ %>
ot ves durtacted Aot Ve pary, K2, . | | |
PR &P a am{;:wwe;\.e /% %M NoTe 1W;JC?‘GOQ S?i@l
Part - lll: CODES
Who was taught: , PY. Fadn F: Father M: Mother $: Spouse Sn: Son D: Daughter  C: Caregiver O: Other (Specify) .
Leamning T *
1 ng Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitation 10. Financial Difficultie 13. Cuitural/Religion Practice
Impairment 5. Educational Level 8. Hespc::slmlhe"gr:tl-lome . ’ 1. ﬂeiefsardVamss 14. Others (Specify ...
3. Emotional Barriers 6. Desire / Motivats to Learn 9. Cultural Differsnces 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio D:  Demonstration V: Video 0 gea P: Printed
overcome barrier/s: ;
1.% ‘ 3. Reassurance & Support 5. Respect values & beliefs 1. Other, Specify .......
2. Obtain transtator 4. mrarwyiwm 6. Respect Cultural / Religion Preference
Understanding: es Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RG-I!FHM/CUMI 187
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

- pnﬁ"'

- . -
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Breastfeeding initiated?
a. Yes O b.No

=

2, 1IN0, REASON ......ovovvvircrecsrererersrserensnes

3. Nipple condition:
a.Nipple well formed
. Flat nipple
c. Inverted nipple
I:J d. Short nipple

jj

4,  Milk flow:

ood

Dr0ps of colostrums
c.Dry

297

O

5. Steps for Positioning and attachment:

. Baby goes to the breast

O/ b. Mother always sits with a back support

c. Ear-shoulder-hip should be in a straight line

00 d. The baby takes a latch on the areola and not on the nipple

\D\E})

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080
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6. Was the position explained:
a. Yes
O b/No

7. For Caesarian mothers: N [ &
00 a. Mother is required sit and feed from the 4th feed
O b. Please explain football hold

5. Ncuadmsson: /| %

0] a. Mother needs to stimulate her breast for 2 min every 2 hours

Q. AGAIONG FIOES: vovevsnesssresmsessescsssesssestsesssesssssssssses s 458454503881 bbb

Continuity of Care: Date: u\%h‘b )

peky ~smother 8ide
G004 wohgq

Handover given bygf\) qu HandoVer tAKEN DY ........iveesusssivonssavonsansssssasasssssssinisisaasss

OUNAIING s nssscssessimemmeonet B} 22 R SIGNAIUME ...vocvvrerecsrsesssrassossenssensormsnssssasssssssssasssssssssinsass

o8
Date & Time: 33’% Date & THME: ..ovveveeviiimmesimisiesissisesiress s s
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LABOUR AND DELIVERY NURSING ASSESSMENT

Y RAINBOW HOSPITALS
mnmmsmn-um

Baseline Information:

Primary Language: [ Telugu

Source of Information: _ﬁﬂ/w
Personal belonging if any: 'OJewelry [J Nose Ring

e IO

Date of Admission: 910‘4&%

AdvissonFom:  CIER 30D 01 Admission Desk ~3-0s:secty..._ |- D

OEngish O3 Hindi ~L/thers Fansl

Do yourequire an interpreter? [1Yes .Eﬁ

03 Family [ Others

| Bangles OAnkets [ FingerRing [ Bracelets

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

Aliergies: Dvaw? OMedications [ Blood Transfusion (3 Food CIOMBI o.iciimisiciciin s
It yes , identify .....

Chief Complaints: .

Doctor Notified on Admisqu

Name of the Doctor: ... 2.2 D1 Nhe-

Time Notified: I‘BC’.P‘M
Past Medical History: Obtained From fBEaﬂsr} O Family Member [J Medical Record [ Other (specify) ...
Past Medical History Past Surgical History Previous Hospital Admission

D {uig i-‘g_l_ﬂa_o()

af

N(“

Blood Group? Ffu."?m .' ).

. LMP: S‘l‘tb':r Ennél [9096

Gestational age during admission: =3, ¢orfe

Contractions: ............. At Vaginal Discharge: ...
Obstetric History: G; S PS— Lo, A Previous LSCS ...
Height: [ &0...... Weignt@fs Ll— BML: . 2b.... |
Temp:....?'a?f..‘..... D RR:. lé .............. BP:.{.!.r:e.fg?z: ...... $p0, L Q...

High Risk Factors: (Please select by

ticking (v ) the box as applicable)

O Hypothyroidism

O Rhincompatibility

O Fertility Treatment

O Hyperthyroidism

O Previous LSCS

O Preterm Labour

O Hypertension

O Gestational Hypertension

O Others: (Specify)

' O Diabetes O Bad Obstetric History
O Anemia _3~ Pbesity (BMI)
(] (Twins/ Multiple Pregnancy
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Patient Sticker l

Eamlly History: m,m/n\;malmes Detected '
O Heart Disease Hypertension [0 Diabetes 0 Stroke O Seizures O Kidney disease

[ Liver disease O Other

-----------

Pain Assessment:  Pain: __L3-¥es CINo (i Yes, complete the pain Assessment / Reassessment Form)

Fall Assessment, 60 ONo Score... (... (complete the Morse Fal Risk Assessment Sheet)

Riskof PressureSore;_3Ygs CINo _Score...2- O et (completatheBradenQSheet

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
[ Mobility problem ([ Walking Problem y?bnormamy Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
erweight {1 Poor Appetite > 3 Days O Needs Therapeutic Diet. * -
3 Under Weight [ Diabetes Mellitus 1 No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
L2Gn &Cooperatve Difestess Tl Depreset OAgtated 01 Corfused

.........

Inform consuttant for positive criteria

SOCIAL SCREENING:
1. Marital Status: O Single wm O Divorced 0O Widow

2. Special Habits:  Smoker: l'JYes 7 Alcohol Abuse: [lYes E]/o7 Drug Abuse: [JYes .@7

Social History: Lives With ..

Orientation has been given regarding the following upect:

Call Bell in Reach : es [ No Waste Disposal Explained: Lgyas ONo
Infusion Pump : )}"es O No Hand hygiene Explained: JEws ONo O Others
Above information given to GFE&.OJ« g o

Name of Person Orientation was given to: R el e A

-—

OFBAION Ot GIVEN REBSOM: ..o

Nurse Signature: .. ‘...é E\W’bw

Nurse Name: .. ml ...

Date & Time: D':“'Q, e.g ..... | ’Bu‘ha.




GUC-00090352 IP18-00036561

Mrs HEPZIBAH RUBELLA D @
04-08-1993 2Y1MMITD (F) Rainb_._aw.
Dr. MATHANGI RAJAGOPALAN i u -
------------------------ ALETHTE THEEETEN T Hospita) R SirthRight
nu-nnE—nm Your Right to a Sate Dalivery
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: NI:?F% Time of Arrival: l*lDP\"’) Time Seen by Nurse: l“SIP’hq ........
1) Level of Consciousness: E’C@cious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
OJ Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy OJ Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement A OUBr REASON: ... PR rssssssrsss s resssssssssssns
D X
3) Vital Signs: Temperature: J8Y... Puise: 3. RR: L. spo; (99.... sp(of7. weight: 65,8
4) Gestational Criteria:
Gravida: G [ P | L A /
e S [P0 EDD: é:fﬁl%,%@ Gestational Age: . 3k 1S
Uterine Contraction O Yes }N}a O NA | Onset Time Frequency:
o .
Membrane Rupture OYes | O O NA | Onset Time Fluid Color:
Vaginal bleedin OYes | O O NA | Onset Time Amount:
: [gr' /ND)
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms OYes | ONo | ONA Pain Abdomen / Vomiting
Good fetal Movement | 76k | O No | na | ffNospecify:
5) | Pain Screening: Numerical Pain Scale (NPS)
[ | | | | | | ] | l |
=71 I T i | I T T | 1
0 1 2 3 4 5 6 7 8 4 10
No Pain Worst
possible pain
® Location:
.......................... N,{,/;.
©  DUrAtioN: ........oooerrerveee M L riecriiessisscnennnenen. DAYS / Weeks/ Months (Strike out which is not
applicable)
® Character: r
@ Frequency:
i AT, S
® Interventions: ................... hltf’ ‘
6) Past History:
a)  Surgeries: N.x(a
b)  Medical: ........ s O SO =< O O
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Patiemn b'ncher

7)
8)
9)

Allergy:

e

O Chronic Hypertension
[J Gestational Hypertension

O Diabetes

O Yes D’ﬂ\ If Yes :

Current Medications: O Prenatal Vitamin
Prenatal Medical History:

D)lo?e

O Others:

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[0 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 Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
}/C?agorv IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Lavel 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
20 minutes
(n,,mu’m, Immediate < 15 minutes <30 minutes - < 60 minutes . '(2 Hours)
Re-Assessment Conﬂnumuunhg Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minuies
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth muﬂ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
ks
Active Vaginal bleeding | Bleeding associated with | Bieeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Hypertension > 160/110] Mid
Hypertension Selzure activity and / or headache, visual ;‘s;omwm‘”‘“m“'ﬁm‘““‘
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing | abnormal
Fetal Assessment | Non Fotal Movement Disotsad mmmmrsmam
@Acute onsite severe @Major trauma @ ® @Anything that does not
Others abdominal pain o Sirarts o b greater than expected in | from out patient clinic | seem to poss threat to
@Altered level of ®Unplanned and {for hypertension, blood | mother or fetus
consciousness unattended birth ®Flank pain / hematuria work) oCervical
.% respiratory .darmaa with anp:lcit;d ( .p%‘\lda
@Severe
distress .mmm and /or] ®Pre-bookd visits (ie Rh
oSuspected sepsis diarrhea and
. @Signs of infection (le injections, NST
dysuria ,cough, fever, | ®Assessment for version
chills) @Rashes

Time seen by Doctor: ........

Nurse N

e

Date: .

&1
.. Time: k‘:,np\,a.l

. Nurse Signature: . @( !ﬁ?}"p’"‘m



1P18-00038561

@UC-00080352 ELLAD
Mrs HEPZIBAH "‘U:! yiimiro  (F)

RTTTI

=
Rainbow®

Hospital

It takes & lof to treat the Wtie.

Children’s l ‘ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY fUITE)
Date:.. . \Sk(C4..
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 8.9. cancer, heart failure; active systemic lupus erythematosus,
'inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
;Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Dbesity W [tor2
Parity > 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PﬁH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in Pregnancy or puerperium exceptimmediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration ) 1
Total ©)
Signature of the Nurse I_l,,,
: e d

Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

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

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

v If admitted to hospital antenatally consider thromboprophylaxis.

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

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




.l/%
| e | @ BirthRight
NFORMED CONSENT FOR VAGINAL BIRTH - 325 | pht

Your Right ta @ Sale Delivery
e GUC-00090352 \P48-00036561 .
. wirs HEPZIBAH RUBELLAD e

04-08-1 2Y11M17D F) .
o | S L L ——

S I S .

Gerﬁer: C \““

| hereby aut’noriied the performance of the following procedure:

o The Procedure has been explained tome in general terms and lunderstand that:
« Theindication requiring the procedure of vaginal birthis pregnancy.

e Thepurpose of this procedure of vaginal birth pregnancy.

« | The purpose of this procedureisto deliver the bay vaginally.

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

qhould vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesiamay be necessary.
in an attempt to defiver the baby either naturally or with the help of instrument i.e. forceps O vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury 10 the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,
| understand and accept that there aré complications, penefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.
| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.
| voluntarily consent to the procedures described or otherwise referred t0 herein. | am aware that they will be performed by
qualified gynecologist. )
ﬂ NameoftheDoctorpertormingtheprocedure: ....................................................................................................................
Consentee : patient Attendant :
- Signature : DR ] R SIGNALUIE : .ovosvvessn G, TP
Name HE[’.ZJBWRQB-EM ................ Name : ..... SM"‘M .......
Date & Time : %]‘]l%&k‘)ﬁpm ...... Relationship with Patient:
Dt & TS cosnsosspsespspsssissssssssmmar st
iiness . : .
Wiines _ Doctor (who 18 taking the gonsent)
SIGNAUTE & covveesasesnsmsrenneees -
_ SIGNALUTE & .ocorueeesesie™ A R
CINBITIB S sesesssisiississsssssssmpsdisiisurserssans et U -
, . Name i D MR
D B TITE s SR - | -
Docu. No. : RCH fﬁﬁM;CLiNicALmza .
| L d -
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Rainbow .

Children’s BirthRight
Hospita] .?v H:I:EOWEO'S?T.ALS
INDUCTION OF LABOR CONSENT
GUC-00090352 IP18-00036561
Mrs HEPZIBAH RUBELLA D
Name: ............ 0408-1993 wYnmwo @ AGE: oo Gaiidee: ‘Maie Female

Dr. MATHANGI RAJAGOPALAN

TEToTRm 111111 D

You are scheduled for an induction of 1abOF ON v.........oovvoeeeoooo (date) b (weeks of gestation).
THE reaSONTOr YOUFINAUCHION S .....ooe.coeeeevceercseessssisieeeseess oo s e s oo e eeeeeeeeoeeeeeeoe SRR

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

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

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

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

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant: ¢ v dJ\")
Signature: QH%baﬂ. ..................................... Signature: .......cccoo........ &/ .......................
Name: k‘tPZAE;ﬂHP”BEHA ....................... Name: SM’H@HLS%UP ...........................
Date & Time: 241"‘],2.& ...... L'-.E’-me ........... Relationship with Patient: HUSGMD ...................
Date & TIME: ...vvvveveveeeeesceeieee e
Doctor: Witness
SIGNALUIE. .ottt Signature: ................ Vﬁfﬁg .........................................
L NEINE: v .DI!V;‘MJ’(‘Q;. ................................
DAte & TIME: ... Date & Time: ............. 21’:?/?—6 ...............................
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@ Chitdrens | & BirthRight

PATIENT TRANSFER FORM Hospital _ | ) zzesmmesmss

" aUC-00090 \P48-00036561
Nrs HEPZBAH RUBELLA S F e of Admission Date & Time of Transfer Order
ns-'im 3 “”"D ® 'gi
i, e \eop [ kb2
weauny Lvonsuiant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
Yes No
W bo & 0, U
Number of Sheets in Clinical File Number of imaging Films Personal béongings including
' clinical documents. If any handed
over to attendant
e aﬁ,qg CS Yes (] Na;
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity

1.

2.

3.

4,

5.
Shifting Summary / Notes Written by Doctor: ~ Yes O No [}

@7 v,
Name & Signature of Person who is Transferring _ Name of Person Ordered Transfer

Qoo (agmis e o,

Patient & Clinical Records Received by :
o
<P M

Date & Time of Patient Received : l Jﬂ Yo T:ﬂ’ '
&J A

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

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

Children’s BirthRight
PATIENT TRANSFER FORM (2D Fospital_ | {rmmmmorme

245 |p1a40ﬂ355“
fﬁ‘,’,c::;:fn nun:l:‘r 2 “ a0 ® Date & Time of Admission Date & Time of Transfer Order
nh\h “\““\‘\ OZ})# Iﬁ'é cQ,T :f'/pﬂzr;q
. \\\\\\\\\\\\\\R\\\\\\\ G - I
ireanng Consultant Name Transfer Ordered By Reason for Transfer
DIy~ /’/ﬂ%ﬂﬂﬁf DR- M ﬂ%ﬂﬁ%{n | f[ T /ﬂwﬁﬁm
From Unit To Unit Information to Attendant
8" Feoor LDR. Yesfl—— No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to aftendant
CT&?’ Eé ) Yes E/— No[]
if yes, what ?

Medications / Consumables / Surgicals / Hand over

SINo. ltem Name Quantity
1
2.
3. 3
4,
5

Shifting Summary / Notes Written by Doctor: ~ Yes[[] NoE— : ~}:

Name & Signature of Person who %s Transferring Name of Person Ordered Transfer
é""y“' =DR » ijﬁfwf;}
Patient & Clinical Records Received by . 2 o 0}
QQX W ok
Date & Time of Patient Received . - 07\ 5 ‘CJ\ P

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

[ Unavailable Bed ("] Nurse not Available (| Available Bed not ready

Daocu. No. : RCH /FRM / CLINICAL / 102
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. Rambow . . g
@ Children’s ‘ BirthRight
H BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | N
SuL-u0090352 1P18-00036561
Mrs HEPZIBAH RUBELLA D
04-08-1993 32Y11M18D  (F) Date & Time of Admission Date & Time of Transfer Order

Dr, MATHANGI RAJAGOPALAN

v .3©
MU 0 )3bot 139 so¥rol ol §¥
Treating Consuitant Name Transfer Ordered by Reason for Transfer
ool | D reeyon” (hben oy
From Unit Information to Attendant

[oe

No []

Yes E>

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

})U © over to attendant
U) ] Aj:tf) en’) Yes[] No
E u If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1. (T‘A’) Ino-un ce/’j-u’\ﬂ-@ , tq [0

2. M | P"“‘n D Y OM J Cf

3. ‘rla,lo £ b\-—'-'! menlin ?0-73»\1 \©.

4 Tashin Qumog Fe ‘

5:

Shifting Summary / Notes Written by Doctor %P&QN

Name & Signature of Person who is 'I’ransfemr&\l ,ngo
N Pl

Name of Person Ordered Transfer

D Gpee)On’

Patient & Clinical Records Received by : =3

Date & Time of Patient Received :

gole & Apms

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

[] Unavallable Bed

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

[] Nurse not Available

(] Available Bed not ready







