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Certified thatin respect of the above patient:

O a Thereareno drugs for return
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Patient Authorised Sign Nurse Sign Pharmacy Sign
Date: ..ooerrmerinns

TIMe: .ooeeeeeenees

b. Emergency cupboard issues have been replenished
¢. Nopendingindentsare there againstabove patient
Checked the bed side cupboard of the bed

e, Checked bythe patient's Mother / Father in the room

Date: g:)\}o ...........
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Your Ri_g'm to a Safe Delivery
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Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No :IP18-00036318 Admit Date

: 04-Jul-2026

Admit Time :01:28 PM UHID : GUC-00076618

Patient Details :

Patient Name : Mrs K PUNITHA Age :39YBEM14D
Guardian : K SUNDARAJAN DOB 1 20-12-1986
Gender : Female Religion
Occupation Martial Status
Address (H) . plot no 5\183 gopal street madipakkam Phone No 1 9080183470
Madipakkam Chennai Tamil Nadu INDIA L . .
E-mail . no@gmail.com
600091
L)
Admission Details :
Bed Type : MICU Bed No : MICU 802 Ward Name : 8F-OT COMPLEX
Room No : MICU 802 Admission Type : First Visit
Contact Details :
Name : K SUNDARAJAN Relationship : Husband
Contact Address : plot no 51183 gopal street madipakkam Phone No : 9080183470
Madipakkam Chennai Tamil Nadu INDIA 600091
I
b T
Signature
L™

Doctor Details :

Doctor Name : Dr. LUCETTA AMELIA DIAS

Referral Doctor  : Self

Co-Consultant

Specialisation  : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 7000.00

Payor Name . SELFPAY

Printed Date [ Time : 04/07/2026 13:30

Printed By : 015040 Page 1 of 2







% & Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children’s o <8 TEL NO :044-40122444
Hospital "a M ' WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs K PUNITHA Age : 39Y6M14D
IP No: IP18-00036318 Sex: Female
Consultant: Dr. LUCETTA AMELIA DIAS Ward/Bed No: 8F-OT COMPLEX/MICU 802

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.

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

I Fance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care 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.

| 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.

"I 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
@Myrance. In case of failing the submission, | will pay 200/- Rs.

(Iceeivers Signature:. 2., )

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: i‘- QV"‘%‘ :

Name: K“ S“W’D BQ—%B‘\{\ Patient Address:

W B—U&@ﬁhh plot no 5\183 gopal street
Rettiansiig: madipakkam Madipakkam Chennai

Date: i)+ Lrl L}‘p Timep, O ‘,‘l%?r\ Tamil Nadu INDIA 600091
Wittness Name: ‘f’

Wittness Signature: Hﬁ’\/\

Printed Date / Time : 04/07/2026 13:30 Printed By : 015040 Page 2 of 2







vwy

vw

i g
i = - | s
Chlldren's | ‘Bi_ﬂthgm

A
BOER!E.?_' . ::.Jq“ a4 ke Bty y

IL LIC

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.

[f 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. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Wlicjnl Name :H\l <. \e_ P t‘_ﬂﬁ—g" UHID Number : ,_{;%tt)

Self’Attendant Name

=

Self/ Attendant Signature : Name & Signar\ﬁ're f Financfal Counselor
Phone Number : < k 3 M - Q._\ P

Relation :

K. QOrrbB By ae Chig RR~S

RCH/GDY/FRM/CLINICAL/426
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pate:...| [EXE

Patient's Name : Mgs: FU”hE‘“ age: 2.1 Gender: M [HF
S O Y bk 1Y 1T J
Planned E Lfe Pﬂ LLIL edla,
Surgery : ..IeMeny 2 Surgeon : .
Anesthetist: 17 W’J .. Date & Time of Operation : ﬁr( [2 6ol )/Dm

Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | mA
' 1. Weight checked and recorded? Oo|a
2. Is the patient fasting for over 6 hours Pre-Operatively? Ol 0
3. | Gheok Pre-OP lnvestgations & Resuts (CBR Blood Group, BT, CT.PT/4PTT, | i | 7 | [
Viral Screening, CXR etc) available before starting the procedure
ﬁ Enema given / Bowel Preparation olalo
5 Remove all omaments, etc and sterile gown given E—‘j:] O
| 1s Biood arranged as required? of B0
é H Blood has been ordered - is Blood bag ready? O 81a
IV Cannula to be placed / IV fluids if Indicated G700
9. Pre Anesthetic consultation with anesthesiologist /0|0
10. |  Fre Medications Given? (Sedatives / etc) 0l 0
11.|  Skin Preparation D—-le |
12.|  Site s marked OH0 (0
e e ey ota|o
14. | Implants are avallable GO |0
15. Eguimm is avalalble EgiEEEN
16. |  Other it any) glOol O

+ if any of above is ticked “NO" Discuss with the registrar / consultant immediately
“oilling Clearance taken

Billing Executive Name : . JJAL
AIQ Execuﬂvses}zw?‘ ., ; ;:2_ = Sig:;auu'eoi Nurse In-cnargi ......... ..... s 5(.‘
aTime: £ ?,{ yaly, Cszr Date & Time : 1671

Doc. No. : RCH / FRM / CLINICAL / 107
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Mrs K PUNITHA =
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CAESAREAN SECTION OPERATIVE NOTES

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Surgeon’s Name: ;D‘r. Lo - Date of Delivery: ~ O4. 07- 2024 .

Assistant Surgeon: V. HW /J)l’. Dflllﬁaﬁfi&ﬁ;ﬁme of Delivery: ki f‘;ﬂ, P /e,
Anagsthetist's Name: ‘:D Y .W’va v Gender of Baby: &QL{' . :

Type of Anaesthesia: S P; VVM Weight of Baby: o2 %65 {’(q, -

Neonatologist: Dr- WM&WWW AGPAR Score: Glo

9/ 10

scubhuse: SN - Suund e NICU Admission: O3 Yeb
Pre-Operative Diagnosis: PRIMI l:[\/]; [ b‘fe’ WEEKS /%‘9 ; NAENTE
Iﬁ l} h."
h O Elective m/Em/ergenc)/ Ldlcaunn W AYA L{{ﬂfﬁ/ DOCEVTA..IN.
' Urgency o

O Immediate Threat to life of woman or fetus
O Maternal or fetal compromise not immediately life threatening
maternal or fetal compromise but needs early delivery
0 Delivery timed to suit woman and staff
DECISION HITIE, 1vvevesiieiesirarissssssrssssisssssansssssssssssassasssssseusssssnsssnes Knief to rectus: ...........ws
(0 [C1 0TI 01— o ¥ = A LRl SR

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

-

CESAEREAN  SLetION -

Surgical Procedure: e @f{@! enN(M Lower SEG MEN'T

IPost Operative Diagnosis:

20

hb !Ilém.pecs {/’ PO —O

Peri-Operative Complications:

N

Amount of Blood Loss: A 3200 Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

NI

Docu. No. : RCH /FRM / CLINICAL / 155

(PT0)

EAR LY
LABOR

L ARIVK




Examination Findin en Appropriate:
Presentation: megrgg’: OBreech  CI0ther ..............  Cervical Dilatation: .. C~ 7 /C M

5th Palpable

%{L,:/* Fetal Postion: . /ﬂﬁwﬁ/r ..............................
Station: 02 O-1 00 O+1 O+2 Moulding: I:l_ueﬂe O+Y O++ O+++

Caput O+ O++ §?+ . Meconium: CINone [+ [O++ O+++
a O No

BIadder_Gameterlzed :

Urine: C)Glear [ Blood Stained

Skin Incision; D—Hﬁ nsteil O Transverse O Midline B R ) i e

Uterine Incision: O

Previous Scar: O Intact Wm OJ Ruptured O
Incision Through Placenta: _— O Yes 0

Delivery of head ;e/;al
Liquor: ear O Meconium: O 0Oy Om  OBlood O oOffensive O Not Offensive

Delivery of Placenta:

Cord Appearance: ..................

Appearance of placenta: ...............
Uterus, tubes and ovaries:

er Segment  [J Classical O Inverted T aJ lncislon_

O Forceps

O Manual  RQOCF ... @Complete  Clincomplste [ Piscemeal
NWW s, GO around the neck  OYes [Ne™

P s QAVILY explored OYes ON
O Not Normal Sterilization: [ Yes E‘LN/

rmal

Uterine Closure:
Peritoneal Closure:
Sheath Closure:

Fat Closure: [ Yes
Skin Closure:
Vagineal Evacuated
Drain:

Ctheter

Swap & Instruments count correct? ;:0/2 Post-op Antibiotics - ONo
Intra-Operative Antibiotics Cc:ver O Yss 0 O Thromboprophylaxis I:Ues/D No

Post-Operative Notes: .......

O One Layer El_Iwo’La/yam o LML oo StttuTe

[J Pelvic 0O Abdominal [J None v SutUTE
o Suture

QN -~ = sissiivivasiiarsinsens SUILTG
D-sbc/utlcular O Mattress &?J’OWW“‘@A Suture

s O No
0O Yes D,NO/D Remove in .......ooeevvrcnnnn days [ Await instructions
OYes ONo ORemovein.O). S%eiv days O Awalt instructic.is

- NPOX . ohous »
....9 G rzzm{/&%

¥ UPM&F gm e

"IIZ'A.-..;H; TRAPIC tﬁm. o X 2ollles. —
. domca, SC. 0> n bam.

-------

10l c "'*’b"'éﬁff.’ffff".'f.'ff"".'.'.'.'.'"f.'ﬁ.'"" .

LT T T T P T TT Ty , .:............% LT A P PR - S,
Doctor Name: .. mYLm DoctorSrgnature _Eg-/ W

Date & Time: Arjs}/%

e



Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE ool e s Sk s

Patient Name : ..... wmcPONTHA Gender: O Male Eijo@ Age‘\fa’
UHID Nd.' g?::?;:ra nuxm':;s“ 0 Date - 4/ 7, / % ‘
st 1111 11 N

This CONSENLFOMM burvuru v wrgrve wy v suwrn prwrwwlt 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. y

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

D — L o I T LY e A A—

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

(e Lo Lges ploctia = pemectmoram...... |15 8.0, LYNUTHA.

(P oA

I have been advised of the baﬁ‘eﬁs 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 likeiihood 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.

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff responsible for any untoward eventthereof.
- ; bAevol ouwl Lisool wl

?11 signature on this form indicates that
. 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.

3. Ihavehadachanceto ask my surgeon questions.

4. Ihavereceived allthe information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor whois performing the Surgery/ Procedure: ..............oue. D ¥ LMO"
Consentee : Patient Mtenda): :
smnamreK‘PM"kk Signature : ... & ZMVT & T

name .. RS QURITAL.......... U

Date & Time : 4[3—[2@ T T T R ——

Withess Doclor (who Is taking
SIONAMUIE © +..ovveernveersnsesnsssesssssnssensmssssssssssssssessanes SIGALIE e N (AN r
NAITE © +oooree s rmeessssssesssssssssessessess e WDY(D L

pap & Teme Date &TiME : ...coverevcrenene

Docu. No. : RCH /FRM / CLINICAL / 027
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' CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight’

HOSDitE' BY RAINBOW HOSPITALS
1t tmkes & bok to treat the Bitie, Your Right to a Safe Delivery
GUC-0007661
| Mrs K puNl'rHsA Piao0isis
Patient Name © .cccvvvveniens 20121988 s9yemean o AGE : oooorscenn GeNder - Male O Female O

9
Or LUCETTA AMEUIA o0 )

gL [ [ T S—

Anaesthesiologist : ......cceeen. jerative procedure pla

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 onall my doubts.

[ Heartdisease [ Hypertension [ Diabetes mellitus [ Renalfailure
[ Hepatic disorders [ Shock ] Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease  C1 Others : %&DM%IH“L%TWCl o N

o Doctor to documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT/ GUARDIAN/ PROXY

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

| authorize and give consent for anaesthesia y’{gi)onal / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

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

| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

™ Thatlauthorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period

andimmediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.
| have been explained all my queries inthe language understood by me.

e.

Signature : .......... K ALY B2V ﬁw Signature : .....

e OV LMD
:elatiunshtp with Patient: /pu_l(jp/% :ate & Time : ,?./‘7/2’{
Date & Time : 4)9/%

Doctor (who is taking the consent) :

Signature : W_Sm)q_‘“‘- ............. Name ‘SP“TH'QH' ................................ Date & Time : 4'/7/& |

Docu. No. : RCH / FRM / CLINICAL / 021

Patient / Patient Attendant . Witness : }
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Rainbow®

Department of Anaesthesiology iyt @ Bi rthRight"
H_RE-AHAESTHETIC EVALUATION Hospital | (il sRweownosPraLs

Tt Lakes & hot T0 Treak the kidka. Your Right 10 a Sate Detivery

Name: ..., GUC-00076618 IP1BO0026318 87 vovverecieccens OB oriceceieirennns
Mrs K PUNITHA

20-12-1986 IBYEM14D
Date: .. Dr. LUCETTA AMELIA DIAS sy PIOPRSEd Operauon

IHIIIIIHIIIMIIIIIIIHIIIHIHIII o B Jplacuts ¢

s UHID.NO .

'B.PICRT‘ e HR e, Weight 717, bﬁasnphyslcalsmus o1 ¥2 a3 o4 o5

Hunlnqnala. bt § : U

PEERVRP 5 S— Bood grop TSI Stress/Angi: .
K: LDH: | < USSR Oer: o g

T8H ..o B

B R ¢ 1] 11 c' o) (S Allergies: )
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Date of Admission: Qp\h_bﬂ D ABRLOIEE A eccssoisiisensimsfussrsssssssessssbinion

ART
.3.,.‘....\941@\"1 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 pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line ] 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.

Omyonechartshou{dbahuseatanyonem.Whmu»chamsfull.anewﬂwlemmtcan 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
(EXCEFT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

1[3‘%

Dose

Route | Frequency Staﬁ Date{

Doctor's Signature. | Vaiid Period| Pharm.

Additional Instructions:
DRUG : %
Dose | Route |Frequency |Start Date| .

Doctor's Signature | Valid Period| Pharm.

Additional Instructions: ,

DRUG :

%%{l%{*

Dose

Route | Frequency |Start Datef

Doctor's Signature | Valid Period| Pharm.

[Additional Instructions:
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Additional Instructions:
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Daily Doctor’s Endorsement by a Sign
oru: L~ TRAPIC Tt ol A\ »
Dose | Rbute Frequency |Start Date \/ J.ﬁ/ =
[§d2e | 144 l:fr)'r AR N Fo
Nafiie & Signature of the Ppctor | '
Starting the Drugs: e
ot 17
Additional Instructions: :
X 3od#ses
 Oney () =
Daily Dogtor's Endorsement by a Sign | | R 7] IIN
e Fii e it
oruG: Dy CLLKANE [Pt
Dose RJute\ Frequency [Start Date] :
Jowy | S N
Named& Signature of the Dstor
Starting the Drugs: N
ey T2
Additional Instructions;
U
Daily Doctor’s Endorsement by a Sign
. ~ Date
orus: Lo ey A bl
Dose | Rqfte |Frequency |Start Date| Am QHJ\. 2
Wyl SC | o> | sl [Bbial
Name & Signature of the Doctor } - |
Starting the Drugs: |
0y
Additional Instructions:
| Daily Doctor’s Endorsement by a Sign
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Additional Instructions: /
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A 2

Daily Doctor's Endorsement by a Sign

oRuG: J, [PARACETATAL %?rﬁ%"filjag}?_( At

Dose Hhute Frequency | Start Dt. ) 9‘/ L LA
|| W A | Y5 il |
Name & Signature of the Doctor
Starting the Drugs: >/ \ ﬁk
\b‘*'}(g W \ Tam
Additional Instructions: = Y.
L 1P pé
! /.9 /’ f

Daily Doctor's Endorsement by a Sign | !

oruG: TVSTW SupPOSITIRY T N g

Dose Route | Frequency | Start Dt.

O] pA] B D3 faadA
Name & Signture of the Dactor | J
Starting the Drugs: i
\Mﬁ
Additional Instructions: ~
PH7

VERIFIED BY 1 NAME oot canrens e ceemmanns

Daily Doctor's Endorsement by a Sign

oRUG: Tob . (EE1UM 3K [

Dose | Route |Frequency |StartDt.| |/
[—*\9’\

N | ¢

Additional Instruction’s:

Daily Doctor's Endorsement by a Sign
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Name & Signfture of fiie Doctor I

Starting the Drugg; /
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Dose | Route |Frequency |StartDt |
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Starting the Brugs:
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-
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L

Dose Route
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Starting the Drugs:
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DRUG :

Date

Dose Route
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Starting the Drugs:

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

|
y by

Date
Time | 8 | 9

)

?@in/[n\ 2| 3

. P . |

DOEE

1011|1121} 2

RESP
{write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturatians

94 - 100 %
<94 %

Administered

0, (L/min.)

]

2, dway

40
39
38
37 i

36

35 i
<35

aley peay

170

160

150

140

130

120

110 Vi

100

90 7 4

80

c.) |

70 X

I
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anssaid poojg 3

1
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150
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70 K

S
(

60

50
40

NEURO
RESPONSE
[¥]

Alet | 1 | | T e V| IM YV T4 T T T T T 1]

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

N

(6}

TOTAL YELLOW SCORES
TOTAL DRANGE SCORES
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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RESP 230
(write rate in 21-30 ™= e
corresp. box) 11-20
0-10
94 - 100 -
Saturations <94 %%
Administered 0, (L/min.}
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1. All measurements in ml,
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output

Total Intake : IRW)M 4+ -*iw')f*n%

al
Total Output &

IV Shte
Date | Time | NAW' Route NG | Diamhoea | Vomit |Drainage | Urine T%fg’?,,'@'? an. -
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1. All measurements in ml,
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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1 / Nature Theps | Sign. -
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' ¢ ke
dalnbow . . - o 39 rs
Children’s & BirthRight MRD NO ””/””” us“C O
Hospital . BY RAINBOW HOSPITALS I/m’””” /// Im/'” I/I
Rtakes a okt rea th e, Vour Righ o3 Safe Dtivery AGE fuveereersississssic e
[ PHLEBITIS ASSESSMENT ] Consultant SRR R RS J
CANNULA 1 CANNULA 2
Date : (.l. Time l ’ SLDP*W\ Date : Time:
Location : W\d’ﬂa(mpd Location ;
Size : ‘@b\ Size:
Cannula inserted by ii’\l Ay, Cannula inserted by :
Date | Time [Phlebitis [infitration| ' | Sign || Date | Time |Phiebitis [infitration| "¢ | Sign
WA\ | 29 |OYes o] Cves ONaPR &Y™ | 7 OYes ONo| OYes ONo
)‘ w0\ |OYes QMo OYes ONo | OYes ONo
& %}5) OYes o] OYes ONo | OYes ONol
1\ (¥)_|Oves Ao OYes CNo | OYes CONo
OYes OYes ONo | OYes ONo
,Qdm OYes OYes ONo| OYes ONo
147 |CiYes 6| OYes ONo| OYes ONo
{ Ay )| OYes M OYes ONo | OYes ONo
2 paves DYes CONo| CIYes ONo
16-P1v10Yes ONG | OYes Bio| & (A OYes ONo | OYes ONo
| 29 v |OYes Bflo | DvestiNo _ﬁ: OYes ONo | OYes ONo
S Ny |CYes 216 | Oves BNo Pﬁﬁ A OYes ONo| OYes ONo
D~ |OYes DNo | Oves £No MﬁL %\/ OYes ONo| OYes ONo
'D v~ |OYes BNo DY;;«ﬂNo f}@_ OYes ONo| OYes ONo
7 b 2() |OYes QG| [ CIves e ?g“_}amp OYes ONo| OYes ONo
lhhﬂz ’égﬂ OYes QMg | OYes Qo] OYes ONo| OYes ONo
14 p1y ) OYes QNG| LYes QNG - OYes ONo| OYes ONo
o Py | Oves 6 | Dves @fio| Ay _@hb_) DOYes ONo| OYes ONo
W |Oves w6 | ves oo ‘w“r P DYes CNo| OYes CNo
! OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| CYes ONo
[Yes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA |If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.L.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 |Phiebitis |Infiltration Int'::r::ligon Sign Date | Time |Phlebitis [infiltration m:mgm Sign
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 ClYes ONo | OYes ONo
OYes ONo | CIYes ONo OYes ONo| OYes ONo
OYes ONo | (OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo (IYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CONo
OYes ONo | OYes ONo [Yes 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| 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 OYes ONoj 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 CNo OYes CINo | OYes ONo
OYes ONo | OYes CiNo OYes ONo| OYes ONo
ClYes ONo | OYes ONo OYes ONo| OYes ONo
DYes 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 OINo CINA I Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
é V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident; evident: evident and extensive: | evident and exte z
* Slight pain near |.V. | # Pain near V. Site | % Pain along pathof | # Pain along pathof | # Pain along path of
site or slight redness # Erythema cannula % Erythema cannula % Erythema | cannula # ema
near L.V site #* Induration # Induration # Induration * Induration
# Palpable venous cord : ;;:g:ge venous cord
| OBSERVE CANNULA | OBSERVE CANNULA A %ﬁ?&&n %ﬁgcpﬁfm E‘%ﬁiﬁ%@ |




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

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

Moderate Risk (25-50) Apply all low risk intervention and
[0 Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs

GUC-gog i
Mrs Kk PU::::;: IP18-00035315 ) 3 HE
:o- o 3 ll 14D ? =
T, LUCETTA 5 _ Rain bOW 3 . -»
' Il ﬂ ﬂﬂ ﬂﬂmm mmm Child rer; s @ BirthRight
- Hos p ita BY RAINBOW HOSPITALS
Morse Fa" RISk Assessment Form It takes 3 lot to treat the lttie Your Right to a Safe Delivery
™ T Z
.n .\ 9}0 ] I N
: . i (A
Choose Highest Applicable Score from each Category fiste/ Tene' | 44 Prﬂ a /i b 2‘[ ﬂw& Fall Risk Grading
Score 1250pR Shi., D0
History of Falling Yes 25 =
immediately or 3
( Y0P W0 ST No 0 — o) (@) Risk Level MorsT;:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 & %, n
_ Furniture 30 - Standard Fall
. isk -24 i
Ambulatory Aid Crutches, Cane(S), Walker 15 Law s 0 Precaution
None /Bed Rest /Nurse Assist 0 @) © 'e)
IV / Heparin Lock or Saline :;ES £0 {.\?D Implement
0
g Moderate Risk 25-50 Moderafe Fal
Impaired 20 Preventrqn
GAIT / Transferring Weak (uses touch for balance) 10 ) o Intervention
Normal /0n B?d Rest /immobile 0 implement High
Mental Status Forgets Wisgialions - 15 High Risk > 51 Etsk Fat!'l
Oriented to own ability 0 c) © ®, revention
_ Intervention
Total Morse Fall Scale Score: ( o) = e
2
Signature t‘f‘i o
Phing. dine




W
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IP18-00036315 .,

- Hospital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Nk e DS
‘M. = iYa
Date/ Time | O ﬁ‘:{}:{ © P 2
Choose Highest Applicable Score from each Category ! QQ'IQLLQQ & } ‘2/23:' Fall Risk Grading
Score  lom 20 LY
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A D 1) Risk Level Murst:hl;:g)&ure Aitien
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O 0 )
_ Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 0 9)
Yi 20
IV / Heparin Lock or Saline 2 D) 20 20 SighvEL
No L Moderate Risk | 25-50 Moderate Fa
Impaired 20 1Prte‘.*enngn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Forgets limitations 15 i 2 Risk Fall
Mental Status ‘g — g Risk 2l Prevention
Oriented to own ability 0 O 0 )5) {rissyention
Total Morse Fall Scale Score: % & o6
Signature % 4$7 @M%»
= J— gl
Tick (v') whichever precaution taken. : Maderate 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) O Hourly safety check
[J Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Children’ BirthRight
PAIN ASSESSMENT FORM tospital_ -G
Date Time Pa:; ’S‘;;(;re Location Duration Acuity - Modifyin i B
\.aXMo pu@ | O Cont e o ey || g | Mot Sign
I()\\ Yf\ I { L l'l.UOLlS g' 0 Sharp O3 Duil O Increasing
\R b |abe o fermitient | O Crmmc R Aging D) Bmig | o %:/ _@ﬂ;ﬁ:ﬂf&ﬁﬂ.% P
Jyuel | O Continuous Drficute O Shap O Dull P C}wa‘: . '
\A‘\'ﬂ\').!a L“.)M (:9.\\0 Abd ok \ D -intermittent | CJ Chronic - (Aching 0 Buming ») DB:masir?g 0 No fg’j&! U /J&,ﬂ%&-
‘\\W’V" 2P ], D Q?,ﬂi 4 gm gcmna: Em I‘_‘IBuIrIning ng/mm' : o |y rr d@(
J 7 1) O No  ;
| Gergjp g Continvous | L-Actie OShap 20U i
GMZﬁ lam 59/ 10 ' ' I | O increasing | LI¥6S p /
27 Q"}E [ ntermittent | CJ Chronic DAching [ Burning wm O No f@"y s g’ﬂ
L, f Qi %m Continuous | mAcite. | O Shap @Bet | O increasing | JOLYes M_%
. S z[/i.”j .ﬁ@ '"Z"ﬂmmm 0 Chronic y [ Aching [ Buming | [[lDecreasing | I No /ﬂjtffz‘fft/},; 6&4&/5/
el (78| 8110 | S e O DS Opaf |0 o | DS Ll —
| ifosetaon ladh sSailgaon oe a2
i |90 15 = | | s | 0t Sp— -
dqjvl itent | O Chonic | C)Aching (3 Buming | [ Decreasing | DI No —W‘f}
b O Continuous | .1 Acut pos o™ WA
I | ( g j . OShap @0ul | O increasing 3
I~ | (1o | [ inermitient | O Chronic | O Acting 0] Buming | [3-Decreasing ﬁﬁf rpm%ﬁ’a})ﬁ — Cﬁ%ﬂz,
1] v 4 /| D Conouous | QA | OSap QG | O heeasing | D" M =il
o7 g pm e T ¢ O Aftermittent | O ; )27V 74
O/WE 1 | f }—(J;;/ E;c Chronic O Aching [ Buming | [A Decreasing | [ No 7 N Z200k) 704 B
! Ko -" ontinuous Dkﬁﬁ 0 Shap d3-Bulr P— - r”'c"}{’
; ,)’9 ) j lo z( L) Q-intérmittent | O Chronic O Aching [J Buming | -9 :asﬁu.\g O No ”ij /m V72 ;@ .
"EW'WM“‘WM /@}’)A{;’M _g!:ﬁE

2. For post-surgical patients. patients with chvoric pain. palient with severe pain:

a)  Atleast every 2 hours for the firsl 24 hours
¢)  Priof o pain pain-refieving infervention.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.
d)  Within 20 - 60 minuii's after pain refiel intesvention
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DY D) [ /
AN , PAIN ASSESSMENT TOOLS

+  FUACC PAIN ASSESSMENT SCALE (1 Menth Is 7 Years)

SCOMMG
CATEGORY
Occasional Grimace W Frequent to constant frown,
No Particutar expression or smile wilhdraw, Discric nted quivering chin, clenched jaw
Legs Normal Posidon or Relaxed Uneasy, restiess tense | Kicking. o tegs brawn up
; ying quietly normal position Squirming shifting hack and
Activity maves easiy forth, tense ched, right. or Jerking
Humerical Pala Scale (Obstetric 2ad Gynecology) :
{1 | Moans or whimpers occasional Crying steadily, screams of sobs,
T T T i 1 Na Cry (Awake or asieep) h
I“ s : _ _h._u compilaint frequent complaints
e Pessiie Pain Reassured by occasional louching,
Consolability Conle. ., retaxed “M?p or being taiked fo, Difficuft 1o console o comlort

Nesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)
 Setation Mermal . Pain / Aglistion

-1

No Cry with painkd | Moans or cries g&ilsﬁ.agu High-pched or slent-
stimud minimally with painlul| iritable itervals consolable | contimous ery
. na__.

" 2 4 & 8 " 1 - iconsiable
. stimui sbmudi . gestational age Avakens frequently | o
Mo spontaneous Litie sportaneous Arouses minimally / no

movement movement (not sedated)”

Mouth is lax Minimal expression | Refaxed Appropriste | Any pain épression | Any pain expression
No expression Witk stimui _ infermitient continesal

No grasp reflex Vieak grasp reflex Refaxed hands and | Intermittent Continual clenched
Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone " | Normal Tone or finger splay spiay

Body ks not iense | Body s tense

Viial Signs HR | No variability wih | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RA,BR.520, | stimui variabty from normai for frombasefine | baseline, Sa0, less than or

Hypoventiationor | baseline with simuii | gestational age Sa0, 76-85% with | equalto 75% with stimutation -
apnea ;| Stimolstion - quick | slow recovery Out of sync or
. Tecovery fighting ventilator

IGINEE

-—




SUC-00075 Z I
20121qe N THA 180003534 R Rai_nb‘ﬁw,' | ® RiihRinkt
— Bi/ﬁii”m% BRADEN 'Q’ SCALE e EL';}'EE;‘iM?
Wy s E Ry pEsea
Time : "~ )

1. Completely immobile:

2. Very limited:

3. Slightly limited:

4. No limitalions:

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 exiremity position body or extremity position but unable changes in body or extremity position position without assistance. l? (f H
without assistance. to completely turn self independently. independently. [
2. Chairfast : 3. Walks occaslonally: 4. Al patlents foo young to ambulate; ;
“Activity The degree 1. Bedtas! : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ‘
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every ‘
2 wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful 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
Sensary Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomforl.

pain over most of the body surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfort in one or

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4. Rarely moist:

:
3 |
l\,
1

Mm?:'":}]z;um Skin is kept moist _almusl constantly Skin is often, but not always, moist. Skin is occasionally meist, requiring Skin is usually dry, routine diaper
ddn it svposad by pearspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
paan Da i detected every ti 8 hou 24h
AR, mpness is every time Ts. avery 24 hours. H
patient is moved or turned. L,
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: /
Friction . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
thrashing and friction. without sliding against sheels is probably slides to some extent against chair independently and has sufficient

support surfaces
Shear Occurs when

impossible. Frequently slides down in

sheels, chair, restraints, or other

muscle strength to life up completely
during move. Maintains good position

skin and adjacent bony bed or chair, requiring fraquent devices. Maintains relative 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.” L;
one another occasionally slides down.
1. Very Poor: 2. Inodequate: 3. Adequate: 4. Excellent: f
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

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

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

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

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

Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy producis.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. l{- 3 ?
per day. Takes fluids poorly. products per day. Occasianally will offered. 3
Does not take a liquid dietary take a dietary supplement.
supplement.
;}pEﬁremely mrumlseﬂ: y 2. Compromised: 3. Adequate: 4. Excalient:
3 ensive < 50 mm Hg; Normaotensive oxygen saturation may Normotensive oxygen saturation may .
T'“&‘:y::::u?;‘r’l“ & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be "'{!‘5“?%'{““5“‘; e S;I‘"““:;'ﬂ Y Jf
does not physiologically tolerate < 10 mg/di: capillary refill may be <10 mg/di; capillary refill may be > 85%; normal hgb; capiiary rel
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 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 . j
_ ® 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 4
® Manage moisture, friction and shear Alternating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
@ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
@ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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»..£AST FEEDING HANDOVER AND
ASSESSMENT FORM

Rainb
Children’s
Hospital

1t takes & ot o treat the lite,

»

BirthRight

BY RAINEOW HOSPITALS
Your Right 1o a Safe Delivery

1, Breastfeeding initiated?
/ Yes b. No

D [ INO, REASON «..vcuorreerresseesssssssssssssssssssssssssssssssesssssssssssabbssssssssesssesssss s 100 S RSRRRRRRR SRS SR R EE RS s

3. Nipple condition:
ipple well formed

b. Flat nipple
c. Inverted nipple
d. Short nipple

4,  Milk flow:
a. Good

v/ b. Drops of colostrums
[ c.Dry '

5. Steps for Positioning and attachment:

a. Baby goes to the breast

Vb.’ﬁother always sits with a back support
c. Ear-shoulder-hip should be in a straight line
1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions:
Cross Cradle

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

Feeding Positions:
Football / Clutch

PTO




6. Was}uosition explained: i
a. Yes :

b. No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed G\)ﬂ\
b. Please explain football hold

8.  NICU admission:
a. Mother needs to stimulate her breast for 2 min every 2 hours
4

9. Additional notes:

Continuity of Care: Date:
e,
a2
ot 2=

Handover taken by .............cccccooveeseeeocomseeso

SIgNature .........coooevererirrn,

Date & Time: 1—} AN Date & TIME: ......ooooeeeeceeeeeeeeesoeeso
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URINARY CATHETER BUNDLE CHECK LIST R RerRpRaRat:
.20
Date of Insertion: .......... l/) [3{1903—%“ ‘ ‘Eé’e of Removal: ﬁ/ﬁ%@’ éﬂﬂ’) ’
Parameters Date Shift Time Hwya
Need for the Catheter Clxes/ CINo S CINo | CiYes [INo | [IYes [INo | [lYes TINo | ClYes CINo | ClYes [INo
Hand Hygiene D’ﬂa‘g CJNo Dré CINo | TiYes [INo | CIYes [INo | ClYes [INo | ClYes CINo | CiYes CINo
Usage of Sterile Equipment l:wes7 CINo l__)é [(INo | ClYes CINo | C1Yes [INo | C1Yes [CJNo | CiYes [INo | [Yes CINo
Is the Collection bag below the level of bladder C¥s/0No | OO CINo | DiYes [ONo | [CYes [INo | CIYes CINo | ClYes CINo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) [1¥es’ (1No D)és [(INo | ClYes CINo | C1Yes [INo | ClYes [ONo | ClYes CINo | COYes [CINo
Is Catheter dated as policy [TYes' 1No lj—'/‘és CINo | ClYes CINo | ClYes [JNo | ClYes [INo | CiYes CINo | ClYes CINo
Collecting bag is been emptied regularly? D/Y;? CINo _/iYés CINo | TYes [INo | CJYes [INo | [lYes CINo | [IYes CINo | [IYes CINo
Maintenance of closed system for the catheter C1Yes CINo %s [CINo | ClYes CINo | ClYes [INo | ClYes [CINo | ClYes CINo | CIYes LINo
Dressing clean and dry? DYes [TNo 9«65 CINo | CiYes [ONo | [IYes [INo | [IYes [INo | [JYes CINo | ClYes LCINo
Is the line removed as Policy? DX&JZ}; [INo !yés [INo | ClYes [CINo | C1Yes [INo | ClYes CINo | ClYes [INo | CIYes LINo
Performance of Perineal Care [IYes [}INo D‘é TINo | (JYes CINo | [1Yes [INo | [1Yes [INo | ClYes CINo | ClYes CLINo
Onset of New Fever [1Yes D—Ncr) [1Yes [1No” " [CYes CINo | [iYes CINo | [iYes [INo | [1Yes CINo | ClYes CINo
Asses for the leakage at the site of insertion (es ] No’ L% O NP B 1Yes [INo | [IYes [INo | [lYes [INo | [lYes [INo | ClYes [INo
Name of the Nurse g\‘\\ %%9\5‘{6; | g{ N ,%;Sls’b«
Signature of the Nurse ﬁg) & Mﬁ,@
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ..... QH[#(% Time of Arrival: D%P“YJ Time Seen by Nurse: ....LPYY\..oooo

1) Level of consclousnnss\mious O Semi-Conscious O UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement OJ Other Reason: ..

3) Vital Signs: Temperature: . Y. Puise: Z0..... RR: l? Sp0;: lDQ BP: !lof?thengrm T—RS @D%g

4) Gestational Criteria:
Gravida; G | P L A

e OBl 25— EDD: lﬁ-% Gestational Age: .. L_}Aw—%aﬂ . J
Uterine Contraction \/D’Vtg ONo | ONA | Onset ‘-‘l#% Time =™ Frequancy (Qt:w_eb I

Membrane Rupture O Yes BN( OO NA | Onset | Time Fluid Color:
Vaginal bleeding | |oves | O CINA | Onset Time Amount: |
v 9 i \/N{ -

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement | O¥es’| ONo | OINA If No specify:

[
Pre Eclampsia toms | OYes | O O NA
p g_ymp \/ND’

o 5)  Pain Screening: Numerical Pain Scale (NPS)
bttt
vl =1 3 4 5 6 7 8 5 o
ares possible pain

® Location: CO QL (
© Duration: ....... 10.362:2 ceevsnssnennnnenensns DAYS / Weeks/ Months (Strike out which is not
applicable)
@ Character: w
© Frequenc
s s ;;...m...[nm.z.\.ﬂf:z
® Interventions: ...... CQ""‘dtm }Téu..,, :
6) Past History:
a)  Surgeries: ....... (. Qe .. CQIIM? Cg) ...................................................
b)  Medical: ............c.crvrvnennnn. m] A M- W

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




Fatiem Sticker

7) Allergy: OYes \»ETN/o, RS oo e a e s ens e n e snenaes

8) Current Medications: O Prenatal Vitamin gum{ O Others: ....

9) Prenatal Medical History:

one

O Chronie Hypertension
O Gestational Hypertension

O Diabetes

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)

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 llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
\/Zlétagory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

---------

0BCU Obstetrical Triage Acuity Scale (OTAS)

san

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

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
120 minutes
o) Immediate < 15 minutes <30 minutes < 60 minutes = 2 Hours)
Re-Assessment Contixaous ooy Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active V‘aninalagl;adha Bleeding a?sodmi v;dth ;&m assoclated Spotting
Bleeding with/ without abdominal | cramping (<spotting cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension Selzure activity and / or headache, visual mm}“
disturbance, RUQ pain symptoms
Atypical FHR tracing,
P ' | Non-Fetal Movement Diseased fatal movement
Others ®Acute onsite severe | @Major trauma o@Abdominal/back pain | @Ongoing assessment | @Anything that does not
abdominal pain @Shortness of breath greater than expected in | from out patient clinic seem to poss threat to
@Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Flank pain / hematuria | work) ©Cervical ripening
.gzm respiratory .ﬁarrrmwah N.ISD:';{I“ .uvcmn} ( .D%I\lfh
o
distress o@Nausea/Vomiting and/u# @Pre-booked visits (ie Rhy
®Suspected sepsis diarrhea and
. @Signs of infection (ie injections, NSL
chills) @Rashes

Time seen by DOCLOr: ...\ P,

s NUPSE SIQRAUTE: @\'\LQ%LM
Date: L{— A-h\? Time: le

Nurse Nam‘ .

..
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: Qﬂhm

Baseline Information:
AdmissionFrom: ~ CJER  CIOPD O3 Admission Desk mcm
Primary Language: O Telugu O English O Hindi
Do you require an interpreter? [1Yes
Source of Information; ent O Family [0 Others
Personal belonging if any: O Jewelry  [J Nose Ring [CIBangles [ Anklets  [J Finger Ring [ Bracelets
UBIVAIE OV 1evvvevomeessoeesseseeemmmms 45448888 84R8E 83488888 ESRR SRR 4044400454404V RRRRRRRR R FRLRRRRBRERRARRRIRUTE ISR SO EL SISO S st
Miergies: ClYes . CMe— CMedications 01 Blood Transfusion ~ [1F00d  CIOMET s
LRI 11011 e UL
Chief Complaints: .........ccoeensorsssenns Doctor Notified on Admissiog:
(Pg QDL'.A.QA CLG;JC(HMQZ\ Name of the Doctor: .. Q¥&3.." ‘Bl.‘-gkﬁ; W
Qfm .......................................................... TG NOUEE: . 2 Y D
Past Medical History: Obtained From }Leaﬁaﬁf" CJ Family Member [ Medical Record 03 Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
l ot dich dowo of
o ( [E Y

Blood Group: .. H.l . LMP: tdunounn EDD: 9":?174 2 Gestational age during admission: 2wt 7
Contractions: K{Q}; ........................... VAQING] DISCRAIGE: woccresraremrmrersssssssssssssssssssesssssossissssnins
Obstetric History: G Liaiane Plmain S — SO Previous LSCS ........ccveee.
Height: L4D..... TERUD BME: oo

ght: la’r%? Weight: ~TF2: 0 BMI m A
Temp: ...’ e HR i D RR: it a...... p: e (E  s90,..L0.8%.....

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

[0 Hypothyroidism

O Rh Incompatibility

A Fertity Treatment

0 Hyperthyroidism

[0 Previous LSCS

O Preterm Labour

O Hypertension

O Gestational Hypertension

O Others: (Specify)

O Diabetes

[0 Bad Obstetric History

O Anemia

\ G} ~Obesity (BMI)

O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 138
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Patient Sticker

Family History: 1 No Abnormalities Detected

O Heart Disease \p/(ypanansion (O Diabetes f Stroke O Seizures [ Kidney disease
O Liverdisease [ Other ... U‘-J{ ]

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

Pain Assessment:  Pain: \;J—'r( O No  (if Yes, complete the Pain Assessment / Reassessment Fonn)

Fall l::mmam ONo  Score...\0)..... (complete the Morse Fall Risk Assessment Sheet)

RiskofPressure Sorey [AYes CINo  Score....d-sk-.... (completethe Braden Q Sheet)

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

J Mobility problem (0 Walking Problem W&Mmalﬂy Detected
[0 Developmental Delay [0 Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIO SCREENING: '
\B’ﬁw:-igm I Poor Appetite > 3 Days 01 Needs Therapeutic Diet. * ok
O Under Weight O Diabetes Mellitus O No Abnormallty Detectad
Inform consultant for positive criteria
PSYcHOI.ﬁm SCREENING:
\/Bc/almc? Cooperative ~ [JRestless [J Depressed [ Agitated O Confused
O Others ... SRR L. ... 8 SR :

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: O3 Single \p’@ O Divorced O Widow

2. Special Habits:  Smoker: DYes cohol jbuse DYes Drug Abuse: [JYes @u/

Social History: Lives With .......

Orientation has been given regarding the following aspects:

Call Belln Reach : {J¥és C1 No Waste Disposal Explained: \ (¥es CINo _
Infusion Pump : es CNo Hand flyglene Explained: “CJY/es_ I No O Othérs_ '
Above information givento ................... @ ...... '

Name of Person Orientation was given to: "‘f\\g- ?U)«htg‘/’ .............

Orientation not given Reason: ..........

&)
Nurse Signature; . .-2%

Nurse Name: .

Date & Time: ... ‘—kﬁb&: ....... ch \. PW\
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

e QW20

Pre - Existing Risk Factors

_Tick | Score

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

Previous VTE provoked by major surgery

Known high-risk thrombophilia

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3

mellitus with nephropathy; sickle cell disease; current intravenous drug user

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

Known low-risk thrombophilia (na VTE)

Age (=35 years)

Obesity

Parity = 3

Smaoker

Gross varicose veins

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*" weeks in current pregnancy

Stillbirth in current pregnancy

_L.s_n_n._;_.su.a...;\\_n

Transient Risk Factors

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

appendectomy, postpartum sterilization

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

Total

Signature of the Nurse

S

Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

v’ If admitted to hospital antenatally consider thromboprophylaxis.

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

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

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect @Z&
' the procedure. Use clipper if necessary K‘{
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) q M
O 3. Antibiotic prophalaxis given within 60mts prior to skin incision Uﬂ %
A Use a checklist based on the world health organization-19 item surgical L{QA
' checklist to ensure adherence to best practice
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
' in combination %
B. Maintain normothermia during the surgical procedure  (>36 deg C) C&.ﬁ
POSTOPERATIVE
2 Maintain and monitor blood glucose levels regardless of diabetes status
™ | 7 | between110and 150 mg/dl &
8. Application of incisional negative pressure wound dressing :p

Docu No. : RCH/ GDY / FRM / CLINICAL / 322
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'éﬁ'.'u‘c?_r‘é"ﬁ s | @ BirthRight
- PATIENT TRANSFFR FORM Hospital | W memnire
E&EEEF& y “wu 140 Date & Time of Admission Date & Time of Transfer Order
; - ' D
\\\\\\\\\\\\\\\\\\\\\\ T ) | omb , Ja] aorb a1 207"
TR OGN Transfer Ordered by Reason for Transfer

ﬂzj,ux,eiafﬂl Do A hIAG

Em //S'Lz?

pt shrfed -2 0T

From Unit To Unit information to Attendant
}fj)-p__ DT Ye§|j7 No [}
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
) : clinical documents. If any handed
™ w)qu , 0 '/'?P CTLT ~ @ over to attendant
: Yes[] Nu-%
Ff[@’ L‘Q If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1.
2.
3.
4.
5.
S_hiffing Summary / Notes Written by Doctor:  Ye No[]

Name & Signature of Person who is Transtemng

@

Name of Person Ordered Transfer

g]@@l/@r Dr Heshihs

Patient & Clinical Records Received by :

Yo

X &=
Date & Time of Patient Received : / 1/\\0‘ "

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

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

[C] Available Bed not ready
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PATIERT, inmms“ljuggfonm Hosphal, | W R

#::-?“x:ﬂ AMEL| i Date & Time of Admission Date & Time of Transfer Order
mmlmuummmmmnlmu W&\ oulo3lae @ Sl
Treating Consultant Name Transfer Ordered by Reason for Transfer

or - Luceltta Anelis

"__T,-c_pﬂ —T_M—‘Htl.{

o7 - P}fif}ael 7 aiching

= ol

s pamagpraert
From Unit To Unit Information to Attendant
o1 MY YesF  No[J
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes[] No ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name Quantity

4.

5.

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

Name & Signature of Person

is Transferring Name_of Person Ordered Transfer
ﬁ;\« dqo oot

Patient & Clinical Records Received by :

}%‘ \0\\’5@9 g

Date & Time of Patient Received :

e

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 [C] Available Bed not ready







Raimow.e | @ BirthRight

. PRTDNT T~ AusEEr ~ORM Hospital _ | N mumonmtne
= Mrs K PUNITHA
'-“"" L.:‘:“ m'::';r'“ - ate & Time of Admission Date & Time of Transfer Order
T 3{/3926 b ) ;ﬂ;é
|25 2%Y)
Treating Consultant Name Transfer Ordered b"y Reason Tur\rrinsfe%
D Juvelte %WJWTW( wp |
From Unit To Unit

I\

fg—q Plooy

Informatuon to Aftendant
Yes No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

¥ over to atténdant
?? F\ \05 C?ZT( @ Yes No[]
y | If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1. ?ﬂd polae (jf r—@)
& @Li . Pmrg }t)n@ ~FT)
p @; Txapic —Lon 1D
¢ " Pt o AN
; vy o
p. tnd gz prc Ll >/

Shifting Summary / Notes Written by Dbctor ; * YeM

No[]

g

Name & Signature of Person who is Transferring

ol bree

Name of Person Ordered Transfer

DY « fewittiecy

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

] Unavailable Bed

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

] Nurse not Available

[C] Available Bed not ready
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GUC-00076618 IP18-00036318
Mrs K PUNITHA

20-12-1986 IBYBEM14D {F)
Dr. LUCETTA AMELIA DIAS

W T

SRR —— NURSING HANDOVER CHECKLIST
Date & Time of Transfer: Nrev TRANSFERREDTO: (D]

'1_|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed Vet
b.Surgical procedure & correct site verified \7’2{

2 | Airway & Breathing
2.0xygen delivery (mask/cannula/ventilator) secured [NLL
b.SpO: within safe range Jeq
c.If ETT: position confirmed, ties secure, cuff inflated b\\’}
3 | Circulation & Hemodynamic Stability
AV lines secured & infusion running correctly Y ed
b.No active uncontrolled bleeding fD
PN c.Last vitals recorded before transfer Ned
d.Central line hubs are closed ?\.lp
e.Dressing Intact ND
4 || Pain Assessment
a.Pain score assessed & analgesia given ¥e4
|b.Reassessment done oo
5 | Wound, Dressings & Drains ,
la. Surgical dressing intact NI
b.All drains fixed, output noted D
c.Catheter secure & urine output recorded '}r?/l
d.Splints/casts/traction devices stabilized p D
6 | Medications Pre & Post-Op Orders
la.Medications due time noted Yc/l
-Pre & Post-op instructions (NPO, position, mobilization) communicated VeX
c.Emergency meds given in OT (time & dose documented) I’\H}
7_|Equipment Safety & Transport Preparedness
-Oxygen cylinder full & ambu bag at bedside Ve
b.Bed/side rails up and brakes applied \,} od
c.Special positioning maintained as per surgery K‘;?‘fé/l
8 |High-Risk Patient Safety (if a pplicable)

' .Chest tube: underwater seal below chest level LS
b.Epidural catheter secure, infusion checked [N
c.Pressure areas protected (heels/elbows) NO

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED R

10 [REPORTS AND LABS HANDED OVER Y'eJ

11 BIOPSY/HPE SENT AR

12 [Documentation
a.Documentation completeness ol

ransferring Nurse; Lzl
Receiving Nurse : N (e
ignature of Incharge: ,L';r -

RCH/GDY/FRM/CLINICAL/598
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/‘1 Id.Cenlral line hubs are closed

GUC-00078843 IP18-00036315
Mrs K PUNITHA

20-12-1988 BYEM14D (g
Dr. LUCETTA AM

i

—

T
Raintrow *

“ £ Childran's
W s Hospluat PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 11| 7 |» & 3low N A Of TRANSFERRED TO : Mt
1_|Patient Identification ! 'YES/NO REMARKS

lu.f’atient Identification Patient name, age, UHID/hospital number cc'u'mnéd Yex

b.Surgical procedure & correct site verified

2 [Airway & Breathing

a.0xygen delivery (mask/cannula/ ventilator) secured

b.SpO: within safe range

Jc.lf ETT: position confirmed, ties secure, cuff inflated

3 ICirculation & Hemodynamic Stability

’a.IV lines secured & infusion running correctly

] B s

’b.No active uncontrolled bleeding

fc.Lasl vitals recorded before transfer

QJ

/eDreMact

4 ' Pain Assessment

aEaGiNg

| fa.Pain Score assessed & analgesia given

Reassessment done

k4

5 [Wound, Dressings & Drains

.Surgical dressing intact
b.All drains fixed, output noted

2o

c.Catheter secure & urine ou tput recorded

"

d.Splints/casts/traction devices stabilized | NJD-

6_| Medications Pre & Post-Op Orders J
’a.Medicalions due time noted || b{”
Ib.P-re & Post-op instructions (NPO, position, mobilization) communicalcd[l Yy
lc.Emerg ency meds given in OT (time & dose documented) ' A1

7 J Equipment Safety & Transport Preparedness
La.Oxygen cylinder full & ambu bag at bedside { NI ‘

A -Bed/side rails up and brakes applied _[L e, f

c.Special positioning maintained as per surgery ! N f

8 | High-Risk Patient Safety (if applicable) ’
a.Chest tube: underwater seal below chest level |J nJ)o
b.Epidural catheter secure, infusion checked _ l no
c.Pressure areas protected (heels/elbows) _| n o

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED [ 0.

10 REPORTS AND LABS HANDED OVER no

11 BIOPSY/HPE SENT I

12 'Documentation

fa.[)ocumenration completeness

S

ransferring Nurse: . “ A
’Recelving Nurse : Nive T
. lSignature of Incharge: 1 y
F £k
6o

RCH/GDY/FRM/ CLINICAL/598
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Mre K PUNIT4 180003631, “Z
20-12.104 Rainbow"®

" Children's | @ BirthRight

iy el | @t

SURGERY DETAILS

Date : DHID:’)%

Patient Name: ... A2, [ . RUNITRa.............. Date of Birth: Reliz2l1azs... age .29

Gender: ... 1E.0A)E.. Ward:o...0T UHID No.: ?6615

Date o Surgery: ... 241123126 ... Dor-1 gQore J20T-3 CJOT-4 [J0BG OT-1 [J 0BG 07-2

Name of the Surgerycgmaut%[nutufl‘ﬁ

Time in \‘30‘)% Time Out Bie‘r’{ﬁa

1. Surgeon > W V7R ¢ o S
Anaesthetist DVSEWSL)TUH'
Assistant Surgeon : D?ﬂ{%h’ﬂr\e,ah@f”qk
OT Technician MT@UC@%;‘[&
Circulating Nurse : .....C/[AL. Rlena

AssistantNurse  :....5[al: Cundas

® o s w N

Special Equipment: [ Laparascopy O Broncoscope O Harmonic O Morcelator
O C-ARM O Cystoscopy [ Versa Point O Liver Cusa
EJ Neuro Cusa [0 Others .......ovveveeeeeereeeeesessn

T,
Signature of the Surgeon Signature of Circulating Nuréa

Q;L@r{‘oﬂ. ;el‘nr_h‘uaﬂ Aors 47 2}““ o

IO N oo ioniiiisinisamasmestsssossasastmsases Order by: .......co.uerurerereennn.

Docu, No. : RCH /FRM / GENERAL / 114
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DTNV NEEVET eV TeesYTTYTyyyY

Patient Sticker

Circulating stat /s, . @“&.s.m,,

CONSUMABLES OF oT e

%.MM e

"z
Rainbow*
Children’s BirthRight
Hos ital . 8Y RAINBOW HOSPITALS
mmu-mm

Anaesthesia Disposables . i Surnlcal Disposables 1ssusd | usea| DISPOsables (Baby Side) _dlt‘
ET tube = Mefor Pack Q¢ 3 || JorViK T
LMA Sutures 99,00 _Bord Clamp [
€66 ladsCAIP /N 2 (296 \_| Suction Catheter '
HME fitter : A/ P / N pedmgTube L A
es :10ec” g ) “Vaccum Suction Set
05cc Q_ | Giges” \ j_g\'h—ﬂ?l’) q_| Surgical Gloves 61/, pr- |
026 7 61 BF 3 | ~Gauz] Pack _ 1
1 Ofce 6 1/2(se) ! Syringe+fl / 2mi A
Satery platgfA/P /N | | Surgicalblade ©39 ! Surgical Blade # 20
ety [ | NG tube Koochies (S)
B\ Lp| Cautery pencil [
NS : 10mi/ 100mi / 500mi/ 1000mi \ | Koochies A
Ointments / 329, ¢ {
Suction Catheter 3 ol N
Fentanyl Cap, Mask \ (Waowm | ¢
Morphin NedizdPack | Do el oviroc s [ A
Ketamine Mop Pack ) N eod ¢ ¢ Qbm,'c I
Propofol Steristrip CA ROpAe )
Rocuronium Underpad | M Ewvv |
Glycopyrolats Draw sheet 1 Jox 27y ]
Myopytolate Abgel L_| BPloxamle 2
etron || Foleys catheter B Bmeaold| | {
Pencan 25¢/ Spinal Needle 22 ~ | Urobag Ei \~ ade= 2
Bupivacaine 0.25% Chest Drainage Catheter (3 nd [ﬁ‘_.q,t},(, thee k- |
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
j Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol { 100mg sl Mectim Suction set { ‘
Justin : 12.5 mg / 25mg / § 00mg> \ | Plastic Bed-Sheet 1\y,ory 2
Tab. Misaprost : @omg \__| Betadino Solution ' 2.
Microshield
Cotton Balls
Latex Gloves lop
Ramdione Scrub !
Saral
Surgeon Anaesthesiologist Nurse OT Technician
V% N R —————— o L e

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Zn
\ = Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s P Tel No : 044-40122444
Hospital Ravtow  VATTIN:  33AABCRA4014M1ZK CIN:  L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/1 03/1,8urvey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
L Telangana.
U T T, ]|
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036318 Ward 8F-OT COMPLEX
Patient Name Mrs K PUNITHA Bed Name MICU 802
Age/Sex 39Y6M 14 D/ Female Order No 18-0001721783
Date 04/07/2026 16:19 Prescription No PRIP18-0624883
Payor SELFPAY Dispensed Date 04/07/2026 16:26
UHID GUC-00076618
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
fgég;"E 7-0(POWDER ANSEL GENERAL 2406010217 06/27 2 128.00 256.00
Total : 128.00 256,00

Receiver Name

ted Time : 04-07-2026 16:26

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







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

L,
A

v e Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015

Children's = Tel No : 044-40122444
Hespital  Brthfin
» Rainbow VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
L TN
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036319 Ward TF-PVT/SUITE
Patient Name Baby B/O K PUNITHA Bed Name CRDL-SUITE712-1
Age/Sex 0YOMODZH/Male Order No 18-0001721814
Date 04/07/2026 16:22 Prescription No PRIP18-0624882
Payor SELFPAY Dispensed Date 04/07/2026 16:25
UHID GUC-00093442
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ghoore MEroplic gloves- H 2605018017 05129 1 128.00 128.00
2 Sggfﬁgji;i;z PLY®  Bapuil Surgicals GENERAL M2641119 04/30 1 100.00 100.00
3 KLICK CLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
Total : 267.00 267.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

nted Time : 04-07-2026 16:25 Page 1 of 1




RAINBOW CHILDREN'’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
o 2
_—— G Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’s _ Tel No : 044-40122444 )
Hospital Birthiziaht =
Rainbow 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.
RO A R
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036318 Ward 8F-OT COMPLEX
Patient Name Mrs K PUNITHA Bed Name MICU 802
Agel/Sex 39Y 6 M 14 D/ Female Order No 18-0001721781
Date 04/07/2026 16:19 Prescription No PRIP18-0624881
Payor SELFPAY Dispensed Date 04/07/2026 16:25
UHID GUC-00076618
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL R110325 11/28 1 151.00 151.00
CAUTERY PENCIL The Advanced -
2 (ADVANCE) adioman GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS ;
3 STERILE XL Mediblue 1010626 04/29 3 120.00 360.00
4 - Microptic gloves- H 260501801T 0529 3 128.00 384.00
GAUZE 7.5X7.5 12 PLY (5
5 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
6 AT . VM Bapuj Surgicals GENERAL M2645010 03129 2 123,00 248,00
7 sl SUPPOSITORIES 100 oo | aboratories Lt~ H BLNP274063 11128 1 18.74 18.74
8 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
9 B0OMCGIS CIPLA LIMITED H 6GHD162 08/27 1 105.12 105.12
10 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X- DATT MEDI
11 R PRODUGCTS H M2642004 12/29 1 949.00 949.00
NITRILE EXAMINATION
12 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
13 NS 100ML ACCULIFE -EH  oit 4ol 102613680 02/29 1 44,93 44.93
QUICKSUITE OT TABLE
14 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
SGLOVE #6.5
15 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26C3005 02/31 1 91,00 91.00
16 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 767
UNDERPADS CARE 60 X 90
17 ( FRIENDS) 20062026 12/30 1 205.00 205.00
18 VACCUME SUCTION SET  ROMSONS GENERAL K26C010031 02/31 1 739.00 739.00
19 VICRYL PLUS 1 VP - (2347) ETHICON SUTURES-J&J C1 T5072 10/30 3 951.00 2,853.00
Total : 9,083.46 12,079.46

Receiver Name

Printed Time : 04-07-2026 16:25

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

Page 10f 1

GRACE PAUL RAJAN




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
L
. ,f_" . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Childrep's 0 TelNo:044-40122444
Hospital ~""2" )
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
00000 RUERET T
INPATIENT ISSUES AGAINST ORDERS
IP No |IP18-00036319 Ward TF-PVT/SUITE
Patient Name Baby B/O K PUNITHA Bed Name CRDL-SUITET12-1
Age/Sex 0OYOMOD2H/ Male Order No 18-0001721813
Date 04/07/2026 16:22 Prescription No PRIP18-0624880
Payor SELFPAY Dispensed Date 04/07/2026 16:24
UHID GUC-00093442
S.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Net Amount
! DSYRINGE 1ML (8D) ?Bego” DICKINSON  GengRAL 6043348 01/31 1 24,00
2 INFANT FEEDING TUBE-6 ~ ROMSONS GENERAL G26D010693 03/31 1 63.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12127 1 28.92
Total : 115.92
for RAINBOW CHILDREN'S MEDICARE LIMITED
Récaiver Natie Authorized Signature

Printed Time : 04-07-2026 16:24

Pharmacist Name :

Page 10of1

GRACE PAUL RAJAN




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
. g . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA !
Rainbow . 600015
Children's _ ™ Tel No : 044-40122444
Hospital B .
Rainbow VAT TIN : I3AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
T 0T O i
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036318 Ward 8F-OT COMPLEX
Patient Name Mrs K PUNITHA Bed Name MICU 802
Age/Sex 39YBM14 D/ Female Order No 18-0001721782
Date 04/07/2026 16:19 Prescription No  PRIP18-0624879
Payor SELFPAY Dispensed Date 04/07/2026 16:22
UHID GUC-00076618
S.No  [ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare
1 BIOXAMIC 500 MG INJ ok TR H C3BIO004 01/28 1 73.23 73.23
2 a%pfi?fs'c INJAMPO.3 oo Leboratories Ltd ~ H 45120 11/28 1 31.10 31.40
3 ﬁg%of ROSTINJAMP 230 Neon Laboratories Lta  H 097132 08/27 1 318.50 31850
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01131 3 21.83 65.49
5 DSYRINGE SML.(NIPRO)  NIPRO GENERAL 26C03K96 02/31 2 21.56 4312
DSYRINGE EMERALD 5ML  BECTON DICKINSON
6 BF (650) D) 5322615 10130 1 12.00 12.00
7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B04K17 01/31 2 1125 2250
Aculife Health Care
8 DWATER 10MLAMPULE 0y 8 Kot H 2254574 10128 3 258 7.74
) &tﬂ;&%mcmooes IMS GENERAL 12226508G 03128 3 32.34 a7.02
10 S N (OXYTOCNIINY - noon Laboratories Lt H 091650 02/28 5 18.90 94,50
INTRAFLOW (AUTO STOP)
i R ROMSONS K268010515 01/31 1 525.00 525.00
12 LOX 2% JELLY 30 GM NEDHINEORATONER gy L1766 12127 1 34.58 3458
13 MEMINJ 0.2MG 1ML NESNIABORATORES. 039256 05127 1 15.90 15.90
14 NEEDLE 2611 2INCH Dispovan GENERAL 01654R 12130 1 3.38 338
15  ONDOKIND INJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 1272 12.72
PREGELLED SURGICAL
18 ESADULY Erbee GENERAL 2510302409 10027 1 1,275.00 1.275.00
RL 500 ML CLOSED Fresenius Kabi India
LA s 1D262078 03/29 4 69.39 277.56
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
B gEAIEE pard 2512026 11130 1 448.50 448.50
Total : 2,927.76 3,357.84

‘ Receiver Name

Printed Time : 04-07-2026 16:22

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




