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DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 | Admission sheet \
2 Discharge Summary .
3 Nursing Initial assessment 0
4 Patient Transfer form 0
5 | In-patient Medical record 1
6 Doctors progress sheets 2}
7 Nursing plan of care and handover sheets \b
8 Consultation sheet \
9 General consent for treatment |
10 Consent for Surgery 9
11 Consent for blood transfusion 0
12 Consent for chemotherapy 0
13 Consent for high risk 0
14 | Consent for Restraint 0
- LAMA consent 0O
E Consent for special procedure / Sedation 0
17 | Consent for Formula feed Q
18 | Consent for MTP 0
19 | Consent for Radiological Investigations &
20 | Consent for HIV test [®)
21 | Anaestesia notes (Pre Anaesthesia& post) Q
22 | Neonatal Admission/Delivery/Physical Exam A
23 | Medication Reconciliation \
24 Emergency Triage record 0
25 | Pre operative check list \
26 Surgical safety checklist \
27 | Operation Theatre notes IN
28 Nurses clinical Presentation ﬂ‘
29 | TPR & BP chart 5%
30 | Intake and Out take chart (fluid chart) 5
31 Drug chart (Regular Prescription) \J,-\
fa Investigation Values (result sheet) \
: Nebulization chart 0
34 | Nutritional review chart 0
35 | Intensive care unit (ICU Charts) 0
36 | Consent for Admission in PICU / NICU ®)
37 | The Humpty dumpty scale D
38 | Braden Q Scale Ly
39 | Bed side check list 0
40 | PICU bed formula Dilution feeds (®)
41 | Gastro monitoring chart 0
42 | Rch ED doctors note 0
43 BP Monitoring chart 0
44 RBS monitoring chart O
\
\ Total No. of Pages

O\
(D)

\g. No. : RCHBH/ FRM / GENERAL / 126

Signature and Date : -Q’V\A’Q ,_’l’],\:}
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ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Rainbow Children's Hospital - Banjara Hills

. 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

,Telangana, India ,500034.
TEL NO :+91-40-4466 5555
WEB : https:/frainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00176598 Admit Date

: 19-Jul-2026

IR R ALY DT T R CRTER T

Admit Time :08:16 AM UHID : BAH-00455694

Patient Details :

Patient Name : Mrs SINDHURA REDDY Age :32Y3M11D

C sardian : Mr VASISHT REDDY DOB : 08-04-1994

Gender . Female Religion

Occupation Martial Status : Married

Address (H) : PLOT NO. 595, ROAD NO. 32 Jubilee Hills Phone No 1 9100008494/ 7799004444
Hyderabad Telangana INDIA 110005 E-mail : appidi97@yahoo.com

Admission Details :

Bed Type : PRESIDENTIAL SUITE Bed No :
RoomNo : PRESIDENTIAL SUITE 2
(423)

: 4F-BIRTHRIGHT

PRESIDENTIAL SUITE 2 (423) Ward Name
PREMIUM

Admission Type - First Visit

Contact Details :

Name : Mr VASISHT REDDY

Contact Address : PLOT NO. 595, ROAD NO. 32 Jubil

Hyderabad Telangana INDIA 110005

Relationship  : Husband

ee Hills Phone No 1 9100008494 / 7799004444

v~

Signature

Doctor Details :

Doctor Name : Dr. PRANATHI REDDY A

aferral Doctor : SELF

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :0.00

Payor Name . SELFPAY

Printed Date / Time : 19/07/2026 08:17

Printed By : 020296 Page 1 of 2
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Date of Admission: _ _ _ _ _ _ _ _ Tmes i, td oo Date of Discharge: _ _ _ __ _ _ _ e e
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Date Time From To Signature of Nurse
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INVESTIGATIONS

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

Name of Connecting | Disconnecting .
Date Equipment Time Time Order No. Signature
wH o diac pronidor] W T CPn | A12a | Yot




PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Tl

BAH-00455694 IP5-00176598

B“;‘oﬁ:‘;’I“”“‘;“Jma @ P
r. PRANATHI REDDY A ; P Ral nbréwg . J i
U Ve Chilrers | @) BinRin

Hospital

It takes a lot to treat

Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ...... L\) 0];{[ 2. Time: ... Qﬁ R i

O 0 i
0rigin: .......... CNOLOTY .. Height: .. /> O wEight;?i{..\...‘C.g}é ......... pumi: 28 Kjf’\’t
~ood Allergies: ...........c.cevue... \\SD ......................................................................................................................................

3 o~
Diagnosis: ..... 900\(LML] ...... \lOLWACC?MQK—Q ............ Cerdleon ¢ H{Lm
TypeofDiet: [ Liquid . 7 Soft L1 Normal L] Diabetic

L) Vegetarian JZ’N/on-Vegetarian "I Vegan

Diet Advised:

Céﬁhgﬂ [’mﬁ«fm _obe

B e, ool Do KO
.V v BV SV Ol Daof S fﬂﬂdxq_._,ﬂ@m}@

Patient's / Attendant's

W Dietician’s
- g \S‘@p =
Signature: ............. Signature: \\k’&/
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IP ADMISSION SHEET FOR OBSTETRICS

Presenting Complaints !

For: Qackive. Vo
Obstetric Formula: [/, o Pl]/,

Obstetric Hostory:

e Mft0| 425 o
Corrected EDD: . [) [~ /24 G~ 24 ek

Menstrual History: Regularﬂ Yes L] No

Obstetric Examination

Lq MA - HV:% CDW-MW%% weignt )0 40

Wi k4R
Present Pregnancy Reword:
TG niplion
By lta»{ w2y
~ RISK FACTORS

(v Mv«WmMmm 1117
(sl | Vuritile -+

B . S

Breast: ¢JZ/Normal [] Abnormal
General Examination:

Consciousness: WWPallor A’bél’){dj

Icterus: 0}() Uw Edema:
Zii"pwwlm (gnjl” E?R 1}3&%
CVs:

| LE/SE:AGN{',’KIWOWMMWW ___________________________________________ )
] e e ) e v

Docu. No. : RCHBH /FRM / CLINICAL / 087

Ut. Activity: Relaxed (] Mild [ JMod []Severe

Liquor: dequate [] Oligo ] Poly
PP: Cephalic ~ [] Breech Others
Head Fifths Palpable:
FHS: Q’N/ rmal [J Tachy []Brady [ Absent

Per Speculum Exaﬁr%mn M&HV& N w 'Wjﬂm

Draining: ] Present [] Absent ] Bleeding
Colour of Liquor: [] Clear [] Meconium [ Blood Stained

JbaH\laginal Examination (—9 N p)b f’ﬂ//AW

(] Long (] Partially effaced [] Effaced
osed ; I

Dilated

Membranes: [] Present [ ] Absent

Liquor: [0 Clear (L] Meconium (] Blood Stained
Presenting Part: [ ] Vertex (] Breech (] Others
Sutton: O0-3 0-2 01 00 O+1 O +2
Pelvis: (] Adequate [ Doubtful

4}’09"’ ol w M



IIIIIIIIII

YIM11D (F)
Dr. P DDY A

Family History:/ { M}W\ iy p m/

Surgical History:

Vil
< Moty ~ HINV
Medical History: Medication History: T ﬁmm/ (
NiL T Mdym i
| Thyo bo ey dry'-

- Mmison &4 ”WW’ ‘"%\dj%
< Tkurmed | Writlen, concant, @6 MR/ Wb-13- |rr- gy
s stV

| Wel- Ao
) Wbt T2V

M
. Wﬁé 0T

e Ww e " Lo

i chion g U - € g ooy - L - E1F
< Ul 0T L fo 3y | TR D- BT
Ml e et Bl
thw - 2304 (3])
b 24| Vapyut by
Doctor Name: ....A%"..... Wb/ ......... : | Consultant Name: vr?T .............. M@
?:;a::";; ....... | @.MW ....... ] 11] ..... z;gt:a;u:me ]%% ...... g_,Hn/




AR :
¢ 32Y3M11D (F "%
s Ralnbow ® - E——
i chiders | @Bt
PROGRESS NOTES AND DOCTOR'S ORDER
2athme Progress Notes Doctor's Order
\O\K\a\ﬁﬁ Vod -\ Pata] Brants,
¢ |
}\i\/ R - Clelang S
. Cn —u\_a\k}\ @NQ.PK}: h’;‘l—]d-s
WUL &&EL\“&\LL @.—5 \‘“k: T
53\\@(&** DR - 'Dro\w‘L /‘D ﬂ}am»\ PRSI VLS (3 Y
J k? o \\\c:\ o UK\Q‘ . ("3 "’\M-\—e'?s \ui—ofblb*-\/
=S Q(R—\u\c@uﬂu (@ca\l o:u:EL\uL\
/)xooﬁ LLE - bRl Bleed {
e a N i
(@ 1.9 ,0 ()\/\o}:k\”"\
m &fw\o"a’\& ﬁ )
s Yo —_— L’(!/
6 7 (e cdonin wond Qroee - | hriseine )
. WS S ' \g'ewoumk- DA Aqu . 1
- P
T,M (\’7{ LU‘M\mﬂQ .
k\ &3653
E, QB( = ('c‘;w\@"é NoJo\e_ -
(A c=No Ao -
L ol h&@\bml @Q QS 6—&- c!"(ok )S\u:x
10— golwi- - doleroed ESHVIEN
do Yoluen G - Qe ~\oWawrty M diek ok gph
- ot ooert (Do o chased
V-0 6oork dest - e wAR &'SED Q- \/\ML x el W
Chln g udundve & D;o\eu\ & T s uasid, -
N @ "\Aﬁw $e8
e

Docu, No. : RCHBH /FRM / GLINICAL / 088 | (DX—\:\JJ»\C) B0

e ——




"2

N

BAH-00455694 IP5-00176598
Mrs SINDHURA REDDY
08-04-1994 sn:mnn @ Ralnbow . " " ™
Or. PRANATHI REDDY f Children’s Blftthght
Hospital BYVRMNBOW_HPEP\TALS
Your Right to a Safe Delivery

T Hogplial,
PROGRESS NOTES AND DOCTOR'S ORDER

(ga.;ieme Progress Notes Doctor's Order
Ro\\%h%/ Qob o\ ?m\-\,\‘ AU SSEY
Do
Qe VLo ok (D S\ el
K G G ok \agablo
Ao Y SN obuladion
NN \}\2& ' PR - Zolwd @& ﬁwfg\ ot rlazaded
Y- Lo\ ._)M\\(\ ) Yodoy gitely u¥™y
O o oot cheos RIA- o Qm (ED) o Maoadivg:
' LLE-NAR @ Thomails
0 o DR hw& . (D\\C\w-*/“y
- C‘g\? Yooy G AM
- L
ek o S EEFL -
-
W Voot P\ Blug
ax Q\— Walka\e Ao
g @Yo QRIS WE
Nl | Modien b - Mol e Aol Ly daaliin
3 YR - goluiw CRE VN Wiy
Do\M 6 Lo UdaguelMa (@ Dash ar clagdet
Tawluo (oey ha o @ ebel D Mooy wilele (¥
b - Qb (14-¢4) LLE (AR @)\ excere Zeedy
W A 1t (1) . Pr

G Tuleww SoS
P xa\ 9\/\_‘ Rewm\xﬁk {!“‘/
(s o)

Docu. No. : RCHBH /FRM / CLINICAL /088 — ¢ .0tk o Qi
~Mledon o




BAH-00455654 IPs ~00176598

e ———— |

or, pnl':: 32”""9 Fl Rai_n;‘%-w:‘ . . : X
[ IJHHHNMIIHIHMHIHIHII ospital .B'”_*‘RE’L‘
PROGRESS NOTES AND DOCTOR'S ORDER
ga;fme Progress Notes Doctor's Order
\‘3\1;{,- KJS‘)QJ' WB‘ ??G_Q_rmgv T’
7= F =
Y e e
‘ SR (ool dick
N2 o Jn @ Heod V‘odjlﬁwﬂbom
r’)}(: L (‘;0— P(\L» \ /\fﬂ'\d& e (‘:L_Q_M
RP- 11\ o8 :;QJ ?ﬁ\ufh (|
B1% Pp - RBbb}_ & /F\ ()}P Lf?m.u}
Sy ‘5}”".:,~ 00 o/ #HAPA- /\ T Du:mlg oT ‘?f;
Qo W ol v Laghedd 0 wj '
F Dﬂ estelo, ‘/;iuu' QJM"T)CJ’ _'ﬁvbf»{)lﬂ,]: Sanrl ar
s DIU.S 7 Anfain| £ m ’
o /!p il !Ot‘lx;h« :L\QK)J’L-’I
- /
b\ﬂ‘f\

€«rs

)
4] iias ;),/
\ D, ' | e
m\ ; 3’\0‘(0( b\‘}{ ({W{J\DV\O\' & 1
?é'vtr\, oo fptaWy MV
Olp 4C Jai - (04 di¢t, dmﬁd
v / jiaf ~Hable 0] mf
V| W basteneu g ed
4 e | locsz — (Mgt
%M}l . 'wﬂ
LR o PK //

Docu. No. : RCHBH /FRM / GLINICAL / 088

I E——



\P5-00176598

papeiies mwm . Rainif%w’ ; -
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ ] E':é .s|g s 's ‘g Ehﬂgit
PROGRESS NOTES AND DOCTOR'S ORDER
ga{-'-:me Progress Notes Doctor's Order
, mp, | U
Al to i
Ok A bt pUaty |
g U \am Of erad fisctt
vilals - Sl - ol ak g
P!ﬂ- kel 7 thodited
M { nats - Ula gace,
d/ Al difbineg = Aabatatn™
6 lochia, ‘W _athe
ol ALy Blud 1V
Buluol-r gp 2%
4O
( %m #
i
A e A
g o
T M comfmbap A
! ole F :
q ]quan Ota ﬁﬂj
o Vitals- Slable i @ b
E}\/ P - uten veteuked mugjc&ad’m
1 ) LR Wai Gf‘l&Cu
v L sk fﬁrﬁwmk
ok L RREESE 4y ﬂp\sf
ik Je- (DChia, mm W
Mmjk d ﬁh\ﬁ-rwh ﬁf/
W oY mekb*( \)\ \_Q “/M

Docu. No. : RCHBH /FRM/ CLINICAL / 088
C



 ————— ]

BAH-00455694
Mrs SINDHURA REDDY
08-04-1994 2YImMm1o (F)

IP§-00176598

Dr. PRANATHI REDDY A

R b
IRV Chitdren's | @ BirthRight
Hospital _ | (e
PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
\4\ob - Poh-2—
PALE
Pt s <loble
102" ol
Conntpiable- AS R
i balg Steble @@&l olictk
Da- L coel] v }w%@_ﬂa&m&\
U\/r @l}wl&u—q ey ‘IM‘J(\L"" nmht'q’o:*-J
F | e CmJMvJ @U W——Q&Dﬁ:@w
9‘1/ A \i ai U L‘zl7
| T4 [
D W) celns
b leselsy plo
@ CL}L,»AJL\C)(
Ko [ 0 L
X T clde, >

“eda s

oSedorud) .

e g Ao B . ‘*“’“‘Smk‘r
L L WIS
q)'p ul @'ku.l! ' L‘W
| [®)
A ¢

Docu. No.

: RCHBH /FRM / CLINICAL / 088

(P.T.0)

- N S S



\P5-00176598
%

Mrs SINDH ayamno B N R
Rainbow . -
Children’s @ BirthRight

3
08-04-1994
or, PRANATHI REDOY A
BY RAINBOW HOSPITALS
T .

ST L chidrems | GBIt
PROGRESS NOTES AND DOCTOR'S ORDER

00455694
AR SHURA REDDY

Safe Delivery

Date
Progress Notes Doctor's Order

& Time

%FT \>~ST~3 S

(_Dc,T!—A_S. Cumdy gc_as ot
_ASQ’QMG ™ &.A\.ugq

CRT
Ce Dlretrstiersl

g’— C,LG‘J;T-.M e

)
/_—
R¥ | 7o
l—/

M‘{‘M Pf I ﬁff‘ﬁfﬂﬂ
-- doovot wih 10 get Ak

Docu. No. : RCHBH /FRM / CLINICAL / 088



l”HIHllﬂlllﬂllllllllﬂlllﬂlll Chitaw | @ BirthRight
Hospital _ | {)rmmeonems
PROGRESS NOTES AND DOCTOR'S ORDER
ga#m Progress Notes Doctor's Order
20 Al
“e P (En/yﬁﬂméw _f%’i
i A AT Pty
4 Jact - % M/m//
v welals - Slaoe __cbacted
d/_ M duteed ~ W (4 é:ﬁ%wj
v Lgndzd . Msutani
/, el ,,9{}‘—’ acle—<
|y Bk 2w (@ Y /mL 2 Bre by
P N 0 W A
et 118 ayzo (st /L s
Nl Ao B2y fhes
Ged 0 e
=,
// \ Q}"\Dﬁ/&
TR
Qj_/
Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)




BAH-004556%4

\p5-00176598

DY
wrs SINDHURA RE:Z y3M1e0 (F)

o04-1 994
Or, PRANATHIRED

DY A

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ 1

>z

Rainbow’ . "
Children’s ‘Bll‘tthght
BY RAINBOW HOSPITALS

It takes a lot to treat the litle. ight to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088



BAH-00455694 |P5-00176598
Mrs SINDHURA REDDY /4‘

03-04-1994 32Y3IM14D (F) a'nbow
PRANATHI REDDY A B rth R ht
Vi - 0T _;*
UKUSS GUNSULTATION FORM

Doctor Name : .........5 570 np‘ui/[‘é. Date : Q"L[ﬁi)r I ; oconsusti C7/)-\ g
DIBQROBIS : ...........o.conussusmninissrassnsnntsssissssisssasssstissasssisssossoasnsssnesonssssvnebsonanssastnasnos s e cossosssascnsesenssssssssasssssesusnsassesse s ive
B ... ...l I v Type of Referral :

O Emergency
O Urgent
O Non Urgent

Referred for : [ Opinion [0 Co-Management O Transfer of care

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

Qv

Signature:

Findings and Recommendations :

Signature : @L/ Date & Time : &)LZE’

Doc. No. : RCHBH/ FRM / CLINICAL / 049 W




Mo 55654 "2
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0800199, RED s'oa”" Rainbow"* :
1994 DY 98 1 .
% A Children’s o BirthRight
. BY RAINBOW HOSPITALS
Vu- Rghn a Safe Deliv very

i //////////,,////,” I Hospill
I I
r!,/.... - PARTUM ASSESSMENT FORM — IN-PATIENT

Date: &"Hl& ...............

Chief Complaint : .........c.o.ee. Yo, ey L:zuvft/s .....................................................................
Obstetric/ Birthing History : .............. P han.... CD ................... R cvvssumsintastonsss oI o circimnibnsbrsion e ia AN O o

Provious Surgical/Medical HISIONY : ..........ccoveceemmmmerennssnssnisscsissississsessasssssasses siffloe s ossonssasovesassbasbastabusssrstsansnss

Assessment : /

On Observatioy\ﬂother seen in lying down /sitting/ reclined position

Mother is active & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility

Ivline +/-
Catheter + /- o
Postural alignment - (o 2t d \'\}/{ be aMAe d

On Palpation : Edema - abseﬁ / up to ankle / up to knee/ above knee

On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic
Diastasis recti abdominis — present / absent / could not be assessed
Able to initiate Pelvic Floor Activation 77/\’98 No

Spl Notes -

Treatment Plan :

///Lateral Breathing _L-Pelvic Floor Activation _~Transversus Abdominis Activation

Aiuteus Activation /,{ctive Motion for Limbs Aansfer Training & Mobility

[ Sit to Stand ] Monitored Walk I Posture & Ergonomic Education

Signature : ........ ﬂ ...........................................
Name : ... J2¥... 1
Date & Time: . {19 2. ki '

-4 000 R i
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et S L wiuno children's | & BirthRight
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L
L8
Surgeon’ : f ivery: - :
geon's Name: Tyy~ pm\aﬂu \(c&ej% Date of Delivery QG\T /0 * 17/0‘)/()
Assistant Surgeon: H( _ I,Q\M\W u Time of Delivery: ” L A—Yr)
nassthetist's Name: @y _ £y b Yo anaugry ey Gender of Baby: {5l
Type of Anaesthesia: 0 i : ' .
J 0 \‘m},ﬂ Weight of Baby: 2 . H 5\(.% ‘
Neonatologist: @Y _ EO Yoo AGPAR Score: 5] ' 9 d
.| SorubNurse: gy l NICU Admission: 1 Yes /N0~
Pre-Operative Diagnosis: @&\L : \ 'gr&rtg @K\ D\ ev \8\8 &“ €\ Wy
[ Elective ] Emergency Indication:'.......Q.S.‘E-.‘.?..t..@..%ﬁ:&..; ...............................
Urgency
' [ Immediate Threat to life of woman or fetus
[J Maternal or fetal compromise not immediately life threatening
__=-6 maternal or fetal compromise but needs early delivery
1 Delivery timed to suit woman and staff
I ....c.cccnmstmmmastiivnismisinsifsassisssiisoimsmmniErasmmnsen Knief to rectus: ....... Q "““““"5 ..........................

CTG Description: Q\ﬁm&,fb% ..... SR AL [ S

SR WO B AN DR I TORONE: ...l et concesmsiiemssnnsmsapancasnsssiibiiumibssasiovens s oo sosssoss s msoniossion cbeshiiarens

Surgical Procedure: Bl LSS A LA

Post Operative Diagnosis: DOB itk \ D"L\'L LB, 4 &A

Peri-Operative Complications: AL j\

Amount of Blood Loss: s € g A Blood Transfused (in ML): \\\\\ k

Name and Number of Surgical Specimen sent for examination:

N

k\Docu. No. : RCHBH /FRM / CLINICAL / 155 (PT.0)



Examination Findings when Appropriate:

Presentation: [ Cephalic I Breech ~ CJOther .................. Cervical Dilatation: ...........ccooeervervniees ferrne, gm
S PRIDOIG. i SR o viiiarsvisshosssssisisassisssssassrsnssbaemsobiotis Fetal POSIION: ........ooveeeeeeeeeeeeeseeeeeene. e, ;
Staton: -3 0O-2 O-1 0O0 O+1 DO+2 Moulding: C“INone [+ [I++ [1+++
Caput O+ O++ - 0O +++ Meconium: CJNone [+ [O++ [+++
Bladder Catheterized : ] Yes 1 No Urine: [ Clear [ Blood Stained

Skin Incision: ,Zﬂﬁnnensteil L] Transverse L1 Midline LI OE 0 ilteial . s cansmiisaioniis
Uterine Incision: L+tower Segment [ Classical I Inverted T 1 J Incision

Previous Scar: L Intact L+Thinnedout L) Ruptured I No Scar

Incision Through Placenta: O Yes L0 ' 3

Delivery of head: +Manual (1 Forceps

Liquor: ~Tlear ] Meconium: [ | Ol O OBlood CIOffensive [ Not Offensive
Delivery of Placenta: S Manual”. " IBET .l ——Gomplete 1 Incomplete ] Piecemeal
Cord Appearance: ................... \\\S:‘é“’\"*L ............................................ Cord around the neck ) Yes ——To
Appearance of placenta: ............ *:\o“f““"\ .................................... Cavity explored —=Y¥es I No

Uterus, tubes and ovaries: J2-4ormal C1TNot Normal Sterilization: [ Yes —=No

Uterine Closure: (J One Layer ~ =fwo Layers N\ Lo ¢ AR T R Suture
Peritoneal Closure: [ Pelvic B R e AR PO = s 0 Suture
Sheath Closure: \J‘xﬁﬂ-:. % YR e AR Suture
PRGN LN BN | - ) e g R U e e bead il Suture
Skin Closure: _>-Stbcuticular ) Mattress p‘ﬂu\_ww\ ................................ Suture
Vagineal Evacuated L6 O No

Drain: OYes -=N0 CIRemovein.........ccoeuveee. days [ Await instructions
Ctheter ZYes [INo [JRemovein..Qu\Wwo>. . days [ Await instructions

Swap & Instruments count correct? =+Yes [J No  CJ Post-op Antibiotics CYes —+No
Intra-Operative Antibiotics Cover: Yes ONo O Thromboprophylaxis TYes ~=No

POSIZ0DBIALIVE NORBS: .............coeeemieceniicnsssensinsncsssasmsnesentasssssnesssssessasssassessssssassasssnsssensassssasssiassssaensessasasssesonsesonsesensanns

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

....................................................... e T L L AR e
......................................................... -—“} Q.?h(i.n.ﬂ.sdﬁeé\.
...................................................... B N T MMW\(
............................................................ '——‘Sf L 2 \'"‘%'
.............................................................. Lo\ tu%g\\a\teﬁgw”
IR . e S R e
Doctor Name: ........ %‘@\.&W .............................. Doctor Signature: L\/ .......................................................
Date & Time: 'S\‘{\Q—\LQ ........ PM......

A
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RISK ASSESSMENT TooL FOR DEEP VEIN THROMBOSIS
(Postnatal Assessment and Management (to be assessed on delivery suite)
Pre-Existing Risk Factors Tick Score | Tick | Score

Previous VTE (except a single event related to major surgery) o i _17 T Ti_}?¥ﬁ i -
| Prvious VIE provoked by majorsugery Ty e

Known high-risk thrombophilia g ¥_7 - I 3 1 v |3

Medical comorbidities €.0. cancer, heart failure; active systemic lupus erythematosus, inflammatory P
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-I diabetesmellitus with
nephropathy: sicklecell disease; current intravenous drug user

—Faﬁly history of unprovoked or estrogenitﬂjtg@ﬂ@@ee reiatiﬂaj
Known low-risk thrombophilia (no VTE)

2 [ %

Age (? 35 years)

Obesity A

Parity > 3 ML e

Smoker R4 _:_7_ 7HI_1H anr L s

Gross varicose veins

Pre-eclampsia in current pregnancy

ET/IVF (antenatal only)

beprognarey |
Multiple pregnancy

p Ea_eé;ean section in labour

| Elective caesarean section

7@@:;% or rotationalﬁerzﬁﬁ Mé@_ -

;P;(ngnggdiab05(724hougL - [
|_PPH (?tlreortransfusion

- HOPrelerm birth? 37 weeks in curentpregnancy
_ﬂf@iﬂﬂ@@ﬁ’]ﬂ’@@a@y_ = |
_ Transient Risk Factors

— e = Bt tonies” — |

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. X | 3
| appendicectomy, postpartum sterilzation —— e o R F )
| Hyperemesis T / _ | x |3
OHSS (istvimesteron) - :_I x4
| Curent systemicinfecton — & | v |1 ]
|_Immobilty, dehydration e n—— T .
Total r> g

Signature of the Doctor: M(M\mexl> Date: \%b(\u Time: AL

Risk Assessment Tool for Deep Vein Thrombosis

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

[] Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks.

[1 If total score > 2 postnatally, considerthromboprophylaxis for at least 10 days.

=T total score = 2, Hydration & Ambulation.

L] If admitted to hospital antenatally consider thromboprophylaxis.

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

L1 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.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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Patient Sticker  or. PRANATHI REDDY A Children’s .BlrthR'ght_

. &
N [T fospial| | TR
POST-SURGICAL CARE PLAN FORM

\\

Your Right to a Safe Delivery

Procedure Done: ............ TR @ OV T ST WS W
Post-Surgical Diagnosis: ........... P.Q..b:..c;.\..?..l.@.l. ..... U\“&L%f\ ...... U -

Post-Operative Monitoring Parameters /Frequency:

_ et uileks My

- o (_MM‘M_\{
i Qv\ﬁ[k “xcxa o0 WA Kookﬁ-&\g

Wound Care:

Drain /Special Lines/Catheters:

& E"\e x& NS

Special Patient Positioning and Requirements:

-—

Nutritional Instructions:

R G I VO ) TSN
~Nellowsed g \Vg by

Vhen to Start Mobilization:

— A, W

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:

/Q’Y{:Z No

Any Other Post-Operative Care Needed including Required Follow Up

l, DY \ooo Y)
Tr atmg

Urgeon
(Signature & Stamp) pate: A\MVE  Time: AL DN,

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Caesarean Section Audit Format
(To be filled by doctor conducting C-Section)

Name of the Facility:

Encircle type of facility: MCH/DH and equivalent/SDH and equivalent/AH and equivalent/FRU-CHC and
equivalent

3a | Gestational age at the time of

| referral

3b | If preterm, was s AN corticosteroid

| given prior to referral e oo o R (I Ve - Rl RS

4 Tick the appropriate group in which [] Group 1: Nulliparous, with a singlecephalic pregnancy,

pregnant woman belongs to 237 weeks gestation in sponataneous labour

O Group 2: Nulliparous, with a single cephalic pregnancy,

237 weeks gestation who had labour induced or were

delivered by CS before labour

O Group 3: Multiparous, without a previous CS, wn:h a ‘
j single céphalic pregnancy, 237 weeks gestation in 1

i | : | spontaneous labour E ¢

Mention unit (Applicable for medical college/tertiary setting/district hospital)
L IR
[ | Patient Information # _'—LgReispor;;aﬁ___— g%y 1
1 Name of the woman undergone C- R el S Pas -
section
| 2 | Age of woman R o B B B
3 Hospital No. /Patlent identification | " G
RS N R
4 | G/P/L/A P 7 ;
5 Booking status Booked/Booked elsewhere/Un-booked
6 | Maternal height and weight Tt cm | Wt: Ke
7 [ Date of Admission K N
8 | Date and time of delwery by €S Date:
\L Time:
| [J 9am - 6pm
\
‘ (] 6pm - 9pm
{j (] 9pm - 12am
i (] 12am - 6am
e ainE s e  [iiemeaen e N
Il f 22 i __QEJ_stetrlc HISE?_I'_\]__ Pt L s RS i R
3= o Estimated gestation, in completed
| weeks |
la Enorde the approprlato basis of
P gst__lr_n_a_t_c.jd gestational l X R G R e
Number of previous 1
‘ stillbirths >24weeks, if any |
5 Was the mother referred to this
hospital from another facility l
|
r
T
|




&

Name the senior most obstetrician
| involved in the decision to perform
| the caesarean section?

Decision - delivery interval

Which of the following best
describes the indication for CS?

| Was partograph used prior to

| decision for CS (if Yes, attach a copy
| of filled photograph)
Were the membranes ruptured

| (ROM) prior to the caesarean
 section?

e i SRR
Details of Caesarean Section

|

\ [C] Group 4: Multiparous, without a previous CS, with a
! single cephalic pregnancy, 237 weeks gestation who had
labour induced or were delivered by CS before labour
| O] Group 5: All multiparous, with at least one previous
| CS, with a single cephalic pregnancy, 237 weeks gestation
I [] Group 6: All multiparous, with a single breech
pregnancy
] Group 7: All multi parous, with a single breech
pregnancyincluding women with previous C5(s)
[[] Group 8: All women with multiple pregnancies
including women with previous CS(s)
[] Group 9: All women with a single pregnancy with a
transverse or oblique lie, including women with previous
CS(s) _
[ Group 10: All women with a single cephalic pregnancy
<37 weeks gestation, including women with previous
| CS(s)

| : Ré;pan_se _
| Unit chief/ Duty assistant/HOD/Assoc.
| Professor/Assistant professor/Others

1

[] singleton breech
D Malpresentation / Unstable
Multiple pregnancy
% Presumed fetal distress/IUGR/Abnormal CTG
|:| Cord prolapse
D Sepsis/Chorioamnionitis
D Placenta previa, actively bleeding
Placenta previs, not actively bleeding
Postdatism
Oligohydramnios
Previous Caesarean section
Placental abruption
Intrapartum haemorrhage
Pre-eclampsia/eclampsia/HELLP
D Failure to progress (induction/in labour)
Maternal medical disease (see key)
Uterine rupture/scar sehiscence
Previous poor obstetric outcome (BOH)
Long period of infertility
| O others (specify).____

OO0

—Sﬁbﬁ?éiri\eous ROM / ARM

Duration of first :§t-age of labour

Hr: Mins:

| Duration of second stage of labour

Hr: Mins:




8 | What cervical dilatation was reached S Tn
prior to the caesarean section?
9 Were prophylactic antibiotics given? ]
10 | What was the estimated blood loss?
11 Blood / component transfusion If so, mention no of units
v In case of previous caesarean Response
delivery
1 Mention the indication and gestation | LSCS 1 Gestation
of previous LSCS (start from most L5052 Gestation
| recent LSCS) | N/A
2 | Wasthe mother offere a trial of | T e o o St
vaginal delivery during the
pregnancy?
3 Post OP complications, if any
Vv Current Status Response
i Does this mother require ‘special’ Yes / No
care post-caesarean section in
addition to routine post-op care?
la | If YES, where is she being managed | Obs HDU / ICU
currently? General HDU / ICU
Refrred to another hospital
2 Whether fetal heart monitoring - A) Normal
Manual / Electronic was done (tick B) Abnormal
appropriately) C) Severly abnormal
s |D)Notdone SRR
3 Whether Meconium-stained liquour | A) Yes
present (tick appropriately) B) No
C) Not known
4 Other methods of delivery A) None
attempted (tick appropriately) B) Forceps
et : ClVerouid . SEr N
5 Delivery outcome (tick A) Livebirth
appropriately) B) Stillbirth L ! gt )
6 Sex of the baby (tick appropriately) A) Male
B) Female
C) Unknown L
7 Birth weight
8 Apgar score (tick appropriately) A) Score at 1 minute
B) Score at 5 minutes
C) Not done
9 Transferred to SNCU/NICU (tick A) Yes , where
i i | Al A £ L. e MBI R TR S ik
10 | Maternal outcome (tick A) Stable and in satisfactory condition
appropriately) B) Shifted to Obstetric HDU/ICU due to any complications
or for close monitoring
C) Maternal near miss
D) Maternal death. Mention cause of
death 2




s -N'e;;riaé-r_n—'aﬁéo-rﬁé—(iigl< _____ Lo %Aﬂ) Stable and in satisfactory condition
appropriately) B) Admitted in SNCU due to complications or for close
monitoring
C) Still birth
D) Born alive and died (Mention cause of
e L T,
12 W“‘fi_c;?a_hpﬁnbﬁﬁl_\)gﬁthe need of C | A) Absolutely essential at that time
| Section B) More time could have been given before deciding for
¢ CS
Name and Designation of doctor Signature with Seal
Date

* Key for Medical Disorders:

W oo O WU & WM

. Heart disease complicating pregnancy

. Past history of cardiac surgery like valve replacement

. Jaundice complicating pregnancy

. Bronchial asthma / COPD

. Tuberculosis - pulmonary / ectra pulmonary

. Known seizure discrder - on treatment / not on treatment / treatment discontinued
. Known hypertensive - on treatment / not on treatment / treatment discontinued

. Known diabetic - on treatment / not on treatment / treatment discontinued

. Chronic renal disease

10. Anemia other than iron deficiency anemia

Glossary

® Gravida denotes a pregnant state both present and past, irrespective of the period of gestation

® Parity denotes a state of previous pregnancy beyond the period of viability

® Nullipara: A nullipara is one who has never completed a pregnancy to the stage of viability. She
may or may not have aborted previously

°

Multipara: Multipara is one who has completed two or more pregnancies to the stage of viability
or more
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Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : SO W)O?f(%%
BAH-00455694 IPS-00176598 \ W
Department : ............... b o AR SRS SO L Duration of Procedure : ...........2.10.......
Dr. PRANATHI REDDY A l a] ] B/(
Name of Surgeon : . ||||“||||||||||||| |||||||||”||||| ................................... Date of Admission : %

Bundle Care Criteria : (Tick (/) if done)

Staff Signature |

1. | Antibiotic given prior to surgery ‘?/[;P(eﬂj No
B‘Sﬁ!e Dose Antibiotic  or  Long Antibiotic Regime %\\Q\UX

Antibiotic administered withig 60 minutes prior to incision ? No
@ inutes p PfesT]

Name of the Antibiotic : ...\.Ax..... L AL, ..... \aw) .....................
2. | Hair Remova Yes [ |No ifYes: Surgical Clipper
Department where Hair Removed/:[;l-WHTd [_]Operating Room

PO ... oot &UM

Skin preparation done (cleanse surgical area with antiseptic agenpj,E'Yes [CJNo

3. | Patient's body temperature immediately post operation (Recovery Room) 26 1’0 g. LQHH

[J Oral  Or,_ [J-Axifa (Goal : 36-37 C)
4. | Name of doctor or staff administering the antibiotic : DYDC@PL‘X ........ &h@’f

Date & Time procedure started : l"l\%’?% C/ ‘O‘ Y o8,

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

o Ifany bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e All forms (Bundle care and when required SSI form) are completed properly
o Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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e Children’s ‘BII‘tthght
PATIENT TRANSFER FORM Hosal S

Patient Name & UHID No. ‘ Date & Time of Admissi% Date & Time of Transfer 028;9’)
m“:?:::\ — IP5-00176598 '{x\\?{\%a @‘ u; \ K\XK% C/ \ "
g:l'lmiﬁﬂr:;: e Transfer Ordered by Reason for Transfer
LT > UWJ(\“&B“ PD\\( oY%
From Unit (TaJnit Information to Attendant

@C@(

L~

}2/7 No(]

Number of Sheets in Clinical File

W’@%B

Personal belongings including
clinical documents. If any handed

PaWith ID band:
5[] No[ |

over to attendant E
Number of Imaging Films Yes[ ] No[ |
‘\( ﬁ(\' -\ R TR TN .o sveisipesimtamonssvnnns
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
5.

ing Summary / Notes Written by Doctor :

Yes| | No[ |

£t

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Py - UVD\/‘\Z’IL .

Patient & Clinical Records Received by :

se N MM

Date & Time of Patient Received :

\@\B\&Q’ CH S

7
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. : RCHBH / FRM / CLINICAL / 102 (25)

|| Available Bed not ready
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It takes a lot to treat the little.

DRUG CHART

BY RAINBOW HOSPITALS

‘BirthRight’

Your Right to a Safe Delivery

L
Date of Admission: 14‘1 mb, Drug Aller

FOR THE SAFETY OF THE PATIENT

gies: N”DA’L/Z/I\M known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : %?rtlz’
Dose Route | Frequency |Start Date ’
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
Dated
DRUG : s
Dose Route | Frequency |Start Date ;
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Dater
DRUG : Time
Dose Route | Frequency |Start Date ; |
Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(PT.0)
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1P5-00176598

Mrs ;:";‘:3: L o (R
O % a0t - 1 REGULAR PRESCRIPTIONS  Weight. ................ Ward. M{)
(N
unud: ol ‘DNMTM\I:L %?[t]e .;.Z ;,Q(
Dose Route | Frequency |Start Date < W

1@\ PO TID (|l

~ | Name & Signature of the Doctor ) »
‘ué Starting the Drugs: W( = ‘yu
75 D, ¥ Soexs
2 RRZCT
S | Additional Instructions: R |V \
'p\‘ YT
Daily Doctor’s Endorsement by a Sign
DRUG: ol - TRRPmWMADSL %?;%'\‘\\’fgm\%c;\?‘ X
Dose Route | Frequency |Start Date N [ }/
: et Y
toomy | PO Tin |1g 1‘4— 7% %97/ (\
Name & Signature of the Doctor 4 N = ¥
Starting the Drugs: i & Y = 2
e T 40D N B
Additional Instructions: Y ‘;3/ T [¢YY v 2
& =

\

Daily Doctor’s Endorsement by a Sign

DRUG: 1ab - DICOFEmde. Date’q_\%~ \'Z“&‘f

Time

Dose | Route |Frequency |Start Date| N/ 1S5/
5oy | Po T V4 [ [\© JAS £S5 o6/

Name & Signature of the Doctor N / P L,
Starting the Drugs: 0&\ /\ b W
Do el Soera gL Mo

Additional Instructions: g‘

Daily Doctor’s Endorsement by a Sign

7

DRUG : T - (€ RoT Awurt TDlETt‘ee:?\\J?O\l

Dose Route | Frequency |Start Date /

A | W 60 juaag] N0y P
NIAVE

Name & Signature of the Doctor \»’/

Starting the Drugs:

l .
(b‘ﬁ'\c"uow\!\m> \ / ﬂﬂ? \
Additional Instructions: ? / (}\ S
% 20 \owed by ' 424
ov! / ;YJG ~ '
Daily Doctor’s Endorsement by a Sign \ QP‘ 4

Page: 2/4




BAH-00455694 . |P5-00176598 a
Mrs SINDHURA RE| =
08-04-1994 ayvIMno  (F) Rainbow® 5 -
Or. PRANATHLRSRA Children’s ® BirthRight
1 01N Hospital | () meonosne:
Sheet No: ............. REG PRESCRIPTIONS Weight .............. Ward ...... gﬂp
\Date» 7 e
orua: V. P AnTo eRA20UREIN o] 5
Dose Route |Frequency |StartDt.| . { / ?
““ oy P/() &D ta(}ﬂ’ \ X ¥ A
ul | Name'& Signature of the Doctor il
e Starting the Drugs: \ \)’/ ;J
74 % [ Fed
a T— N 7
Additional Instructions: A3 WET
pwa
I Daily Doctor’s Endorsement by a Sign
Date» A
DRUG: T 7Axim O Time D@‘ 'ay’ Q?X
Dose | Route |Frequency |StartDt.| N\ /] /
22ovA| o 8P u"t‘u___\g\ /\J75)
Name & Signature of the Doctor ' ¥ | \
Starting the Drugs:
[ 9«“’” ¥ -
Additiopal Instruc ons: ;\
Daily Doctor’s Endorsement by a Sign
Datey
DRUG:" T+ BuS(OGAST: naiqo\’fﬁ‘aav
2 Dose Route | Frequency | Start Dt. - . )Ji(' ] f
i [ore D %}ﬂ;ﬁ Ve %‘j
a JName S:gnature of the Doctor \ VA &
tartin Ehe Drtgrl QL B )g,(/ ;W"
S -\\0( r T
MdditionalTnstructions: A ﬁsp
Daily Doctor’s Endorsement by a Sign
DRUG : Jate
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108

(PT.0)



Sheet No: .............

REGULAR PRESCRIPTIONS

%

Rainbow® . S
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 ot to treat the little. Your Right to a Safe Delivery

Weight ..............

DRUG :

Date»
Tig:le

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tim

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

‘I'E,.".

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Time

v

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

Date
Tifvne

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorszment by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Mrs SINDHURA REDDY

|P5-00176598

o8

08-04-1994 32YIMN1D (F)
Or, PRANATHI REDDY A
AT T i —
Ite Nurse Sig. ] urse sig | urse sig | nurse sig
DRUG : o - Dose Dose -
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor floas Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: sl e s e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Dat
VAH'ABLE DOSE TI;’]Z> l Nurs»:S\g‘ Nurs‘smg [ Nurs‘e!Sig. I NU{SSSIQ,
Dose Dose Dose Dose
e Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Lute Start Date Dose Dose Dose Dose
! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose - oo s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - vose % ™
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁi c?i (? ntger Route Signature Nurses
: Marn~nA q
W o, | N0 erm, | V| fp [lemsthe
I = 1
Mavwe£ (212 ¢
6] oo | N PAVTD ATBIE YDwy | 1V | G Pl
1 O ]
U LA{&WNM
Whod sscnd INC PEAWOEM 10wy | |V =
_ ( ..‘w‘d'f\g AN TTON( U \/ /

\‘1"({'\1& hviod J\_s\\_,‘-f\j ONDANEETeDN \ i Iy XL -
N ———— - NS
i \1—\74; 1 LOLP™M \Ml Tkm\u_mm;) ) " & oA \Q(M,;f(

Qs ooy - { ’

Pbba | 1 lppes |00 1RAMADOL oo mq Ple i %\.,C—»;’\_
ale | 0w (‘5”1‘?‘ DI\ En 1oc ™ Ple P \c_\k“{%;/

Coellle”
\0&’{ a | 8- Vaaceramal T R B v
b | N I Datront
3ol 2 g | Doz con sepp (37 N 1S et
7 T

<

2\lrh

A

DVUOLAE g

(P.T.0)




S

F)

Weight. ..ocoovemeneenes

1.V. FLUIDS CHART

Composition of 1.V. Fluid
(If infusion, mention mi/hr = Mcg/kg/min. etc)

SO

1 "\f]
.J\ O

HM@%u%mﬂ;

..I)‘)
\_\.J"

CTomdl
Ringes  LAcTaTe
ALY,

Kvged (ACATE
evoal 1

SIS (AerATE
&)’DDM) LL

Date of | Doctor

?

\




e

BAH-00455694 1P5-00176598 . :4 "
pm e o | Chidrer's | @ BirthRight
| el b W s
T
NBIME: ......c.oonererrirecirstessnssassssasssssssssssssssssssssssssssssssssssasssssssssasenssssssssassens L —— kgs
o I—
SIGNATURE __(
DATE | TIME MEDICATION D s | MU =S i e
abbe| | OALWIAX qpp & Pk & o] Y

Docu. No. : RCHBH /FRM / CLINICAL / 136
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It takes a lot to treat the little. Your Right to a Safe Delivery
|

RESULT SHEET 1

Date

(&6

20

2\ >lac g 1

Time

op hass

b \2p

Hb LY

2D ng

PCV 9)1 (

a8 [ 2co ' a3

RBC 3,80

270 | 3.8¥%

WBC a.bh

O;"'—' ‘L, q cf.g_
9.1

Platelets

L)

N/L
t2+
CRP -

Lo

\ € ' ".‘

ESR

PCT

RBS

Na

183

K

Y.\

Cl

Yoo

Ca/Mg

Phosphate

Urea

Creatinine

0.8

ALP

SGPT

‘ SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138

(P.T.0)



Date

Time

CUE - Alb
CUE - Sugar
CUE - Ketones s
CUE - PUS Cells '
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

A
2\p0 }Q'{OU‘}" S

AR

LD RC \
g

Radiology : T -2 11l IR S e SO A JERE gt pee o PR ISR S W LY S e SRR T

MRI

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

Others (ECG, Contrast StUdIes 81C.,) : .......c.cc.cvumnmmmnmmisnsnsismsinisissisissssssssssssssimstssssesassassssares
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OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

Date of Admission: \Q\r}\lé

Baseline Information:

rf?

N

Admission From: CFER 1 0PD LDAﬁiSsion Desk. LV DhEEEDEEHY. ... orm-iecsmieson B eseesedl
Primary Language: oy "1 English 7 Hindi C] Others, SPECHY oo
Doyuurequireaninterpreter'? 1Yes ?M)/ BYBBEPOCHY.........covconcrscensesinnimiesociers e csssississesssmmsmsssssssssssipmmmmassissassiosc
Source of Information: atient L1 Family C1 0thers, SPACHTY ............B...........oevevemeeenssmirinssssssersasssssonoss
Allergies: [ Yes Z\Na/ LI Medications | Blood Transfusion (] Food [CLOEE soml e vt s exnsed
BYE BN i s s e T e L RO BRI L
RN RINTIIINRE" ... o R il o it i oassssssmssansissn i Gorpoamarsssssaitas Doctor Notified on Admission: %NO
.......................... CW)V(%L*L@ Name of the Doctor: .. T Qu.ﬂ?
................................................................................................................... Time Notified: .......covvevreeeene i
Past Medical History: Obtained From [ ] Patient [ | Family Member [ Medical Record [ | Other (spec;fy) ..................
Past Medical History Past Surgical History Previous Hospital Admission

&\ L4 m)

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: B Gynecological History:

Menstrual History: ....... 29 K\Vi O‘JZ_ Caesarean Section: N0~ % Contraceptives: _/?ﬁ C1Yes
................................................................ Cervical Cerclage: ‘Eﬁ J Yes Vaginal Discharge: ZNO/ 1 Yes
EONeel OENIBRATORR: .........coomiii s Ectopic Pregnancy: L,’NE 1 Yes Post-Coital Bleeding: L~ No [ ] Yes
Menstrual Cycle: ] Regula \;]@Jlar Myomectomy: ﬁo O Yes Infertility: “No [JYes
Last Menstrual Period: ,!\\\\0 ﬂr Others: If Yes Type: [ ] Primary [ Secondary
Obstetric History: G ......’Zeoooo.. Pioat R isiion b i il A M

Previous LSCS: \-f}&) ............................................

Current Medication: [ | None ] Yes, If Yes, Fill the reconciliation form

Family History: Q/NO/ Abnormalities Detected
1 Heart Disease (| Hypertension [ Diabetes [ Stroke [ Seizures L[] Kidney disease

U1 Liver disease EHORMGE ....ccotissacnomsaidin b sss@ asusssassssiiovsr ool ot e tuncbos LN o oo koo ik o s aatai oo

Vital Signs / Measurements: Temp: C{gf HR; . XA RR:. mQ I«Q h’v)
BP: ..\ Qf Q’O)Welght '1\\643/” HeughFWLg BME: .o

Pain Assessment: Pain: [IYes [INo (If Yes, complete the Pain Assessment/Reassé'ggent Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0)
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LT w

PHYSICAL ASSESSMENT

General Appearance: uﬁﬁhy C1ill looking ("] Anxious [ Agitated FHHBISE - s

Fall Assessment: /fes LINo Score....A KD (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: _L+Yes [ No Score...... 5{2’ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
"I Mobility problem L1 Walking Problem \}Nﬁn—ormaﬁty Detected
(1 Developmental Delay [ I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D@bnormality Detected
] Overweight LI Poor Appetite > 3 Days LI Needs Therapeutic Diet.

[ 1Under Weight L] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive critzria

PSYCHO AL SCREENING:
\Calm & Cooperative L] Restless | Depressed | Agitated (1 Confused
[OBIS cosocssrianssssmsmsmmaencnsmmistmsnia s et gt b g e Bl b et e

Inform consultant for positive criteria

Cultural & Spiritual Needs: £ Yes yﬁo YRS SPBOIY cisviisinvsiiip s sivssssscmissi b sanss Inform consultant for positive criteria.
SOCIAL SCREENING: )

1. Marital Status: [ | Single M/aw;ied ~ [IDivorced [ JWidow )

2. Special Habits: Smoker: | Yes [vMNo Alcphol Abuse: [ Yes 3&( Drug Abuse: [ Yes [“No
Social History: Lives With .............. e i R B

Orientation has been given regarding the following aspects:

Call Bell in Reach : ~TYes [ INo_— Waste Disposal Explained: jé LINo

Infusion Pump : [1Yes LJ Hand Hygiene Explained: Z{és LI No L] Others
Above information given to .. i R0 AR IREE v b

Name of Person Orientation was given o: \N\ﬂ gﬁf\d\\}»ﬂ\f o -

Orientation not given Reason: .......... Q\.\N .................................................................

Nurse Signature: ........ \X MV\I\C\'L ......................

Nurse Name: \me Wi

Date & Time: ..............\. \B“\wn @/ M
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OBSTETRIC TRIAGE ASSESSMENT FORM

1) Level of Consciousness: &i/onscmus CJ Semi-Conscious ] UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
L] Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
U] Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
CJ No Fetal Movement [ Other Reason: ........ (oM. (e ... £1-= L4 A e
3) Vital Signs: Temperature: .. 3" (Pulse: .ﬂ.?x\a\m’jﬂz ..ﬁ&@.bmpﬂs \bo A BP!@%’.&.}.. Weight: ...%: I)ﬂ-rq
‘) Gestational Criteria:
Gravida: G 8> P \ , L \ A —
LMP: ... ,,L.\.X.\.Q..\.M:. EDD: 12%’133‘\0&@ Gestationdlihge: ... ST TS sarles
Uterine Contraction O Yes erﬁo JNA | Onset Time Frequency:
Membrane Rupture [ Yes J}Nﬁ/ [J NA | Onset Time Fluid Color:
Vaginal bleeding O] Yes B,Nﬁ" CINA | Onset Time Amount;
- If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes _Q/fﬁ ONA | pain Abdomen / Vomitin d
Good fetal Movement \p’(es CINo | c1NA | [FNo specify:

‘5) Pain Screening: Numerical Pain Scale (NPS)
/%\ | | | | | | | | | |
| I | I I | | I |

10
Worst
possible pain

-
o
o
-k
-
—
]
w
E =N
[ 2 I
(=2
~J
(-]
w

6) Past History:

a)  Surgeries: ........L. A EZQ\\) .......................................................................................

b) Medical: ............. "3 R VO St AT | NS
Docu. No. : RCHBH /FRM / CLINICAL / 098 (P.T.0)
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T
7) Allergy: O Yes D(o,/\ YO8 o BRSSP B i B it i A B v siarnssioregmansmsnes
8) Current Medications: [ Prenatal Vitamin FONONE T3 OHNETS: oooooooeoooeoeeooeeeoeeee oo
9) Prenatal Medical History:
[J None [J Gestational Diabetes
[J Chronic Hypertension [J Low placenta
[J Gestational Hypertension LECOMIENBE YO8, SDOOHY ... cicroomsscionssstoiissisinsennsnsasassnssiniossitings
O Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
) Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

O Category II: Emergent (Time to Physician: <

[J Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

Signs of Active Labour

0BCU Obstetrical Triage Acuity Scale (OTAS)

15 minutes & Reassessment: Every 15 minutes)

Discomforts of

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Suspected Pre-term Signs of Early Labour/
Labour /PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks

Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting

with/ without abdominal | cramping (<spotting) with cramping

i <37 weeks (>spottng) >37
weeks

Hypertension > 160/110 ":'ﬂg/yggfmi}a'r‘mm

Atypical FHR tracing,
Abnormal FHR tracing al%%nnal dopplersg
Non-Fetal Movement Diseased fetal movement

+ Acute onsite severe

Suspected sepsis

« Major trauma

« Abdominal/back pain

« Ongoing assessment

Jor diarrhea

« Anything that does not

abdominal pain = Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to

« Attered level of » Unplanned and pregnancy (for hypertension, blood|  mother or fetus
COrsciousness unattended birth « Flank pain / hematuria work) - Cervical ripening

+ Cord prolapse » Nausea /vomitingand | « Minor trauma (minor | + Out patient placenta

« Severe respiratory /or diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomitingand | » Pre-booked visits (ie

Rh and progesterone

+ Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) « Rashes

\

Time seen by Doctor: ......

Nurse Name : ... LN ) e Nurse Signature: .......... Yo

\\\%\CLQQ .......... Time: .

Date: .
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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
\Q\")\Q\QA Time 9 |10{11{22) 1{=2 3@55789(@111212345(@7

> 30
o e 21-30
(write rate in o ( ‘\
corresp. box) 11-20
0-10

94 - 100 %

Saturations <94 %

Administered 0, (L/min.)

40
39
38
37 ) Al =
36 - Pty =5~ HOONAE 5!
35 b
< 35

3, dwst

170

160

150

140

130

120

110 i
100
90 o Ch
80 -1 Al -\ [p)
70 )1' o= = \
60 L

50
40

2]y LeaH

ot

4~

190
180
170
160
150
140
130
120 g
110 Vi
100 o
90 i
80

70

60

50

N\
\\\

—_
anssaid poojg 1|0IsAS
3
-—.},-1‘
@
> b
= 10,

130
120
110
100
90

80 W N A\

70 = t FX\
60 ?}& 9 # U

50

lg&
40

-«;/c’ P

-—
aInssald poojg Jljolseiq

NEURO Alert I 1 L A L — ol | I v

RESPONSE Y
(] Pain
Unresponsive

URINE >30
mis / hour < 30

3 . Protein + +
Proteinuria =
Protein > + +

Normal — A
Heavy / Foul

Lochia

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

i
i
o
&
- 1
I~

(o]
=)
Nurse Initial %@\f " DE. ? \




Obstetrics and Gynaecology
Early Warning Signs

i &
1 Yellow Alert :
Repeat Observations
in 30 minutes
. y
4 N A N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N A k Y,
N
>,2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ s

* The Modified Early Warning Score (MEOWS)
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t takes 3 lot to treat the littie. Your Right to 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

J-106 i

- 7
Tume89101112123456(718910@12123456’3

RESP
(write rate in
corresp. box)

> 30
21 - 30

0-10

Saturations

RN S S T ST T G A E RN T i e W e e 0 T

<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37
36
35
< 35

aley ueay

170
160
150
140
130
120
110
100
90
80 pai®
70 g
60
50
40

-

e
anssald poojg joIsks

190
180
170
160
150
140
130
120
110 t A
100 ] & Na? A
90 o :

80

70

60

50

P
aInssald poojg Jjoiselq

130
120
110
100
90
80
70
60
50
40

V'

¥ &
15 :
i

NEURO

RESPONSE
[

Alert L | | | I
Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal S
Heavy / Foul

Liquor

TOTAL YELL!

Clear / Pink
Green
OW SCORES [

TOTAL ORA

b

NGE SCORES &

Nurse Initial

B
L~




Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.

E el

2 Yellow Alerts or 1 Orange Alert:

Complete a Full Gillile Slctataiciaias | Runeat
a € vbDstetrician and Repea
Set of MEOWS Observations

Observations in 30 minutes

oo o/ g

(

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

\g

* The Modified Early Warning Score (MEOWS)
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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
Time (8'\9 10{11f12§1

L J
F -9
(9, ]
o
~
o0
0

1Gmll112)1 1] 2]|3}4|5]16M7

RESP
(write rate in
corresp. box)

> 30
21-30

0-10

Saturations

<94 %

Administered

R ORI ¢ R S R D T e R - S R T T ST

0, (L/min.)

3, dwag

40
39
38
37

36

35
< 35

31ey Leay

170
160
150
140
130
120
110

100
90

80

<f’

¥

N
of,

70 ISX >3

60 1 4

50
40

—
anssald poojg 31j01sAs

190
180
170
160
150

140

130

120

110

80
70
60
50

—
aInssald poojg JNjoiselq

130
120
110
100
90

80

70

|
F U
60 ) é’g V. L Y

50 i S
20

NEURO
RESPONSE
[¥]

Alert v

Voice
Pain
Unresponsive

—

URINE
mils / hour

> 30 rd
<30

Proteinuria

| Protein + +
Protein > + +

Lochia

Normal -
Heavy / Foul

Liquor

TOTAL YELLOW SCORES

Clear / Pink
Green
Y L

TOTAL ORANGE SCORES ~ [ 1

£
)]
7

Nurse Initial [a¥

FHD

lrl
= &




Early Warning Signs

[ Obstetrics and Gynaecology

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
£ ) L B
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
A J G 7
( )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N /

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrlcs

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

"z
Rainbow®
Children’s
Hospltal

It takes a ot to treat t

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

RESP

(write rate in
corresp. box)

Saturations

94-100% 1dal | || B¥| | | & --------------

<94 %

Administered 0,

(L/min.)

2,dwa|

40
39
38
37

36

35
<35

170
160
150
140
130
120
110

100

9]ey UeaH

90

80

70

60

50
40

190
180
170
160
150

140

130

120

110

100

-

—
anssalg poo|g 21j01sAs

90
80
70
60
50

130
120
110
100
90

80

70

60

(=

4
ainssald poojg Joiselq

50
40

NEURO

Alert

J| o N ] L4091 2P T 1]

RESPONSE
[+]

Voice
Pain

Unresponsive

URINE
mils / hour

> 30
< 30

-—

T

T

Proteinuria f—rotein® +
Protein > + +

Lochia Normal
Heavy / Foul
2 Clear / Pink
Kiquor Green
TOTAL YELLOW SCORES L'®) o
TOTAL ORANGE SCORES (2] b Q
N

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

~ ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. _/
(- N .
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ ot £ =/
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
A J

* The Modified Early Warning Score (MEOWS)
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Sheet No. : @ .....................

W

Rainbow®
Children’s .
Hospital

It takes a lot to treat the

[FLUID CHART

BirthRight

BY RAINBOW HOSPITALS

little. . Your Right to a Safe Delivery

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.

Q\ﬁ\‘& b,

‘fr&m“ R

| IV Site

-+ - — Thrombo- [~ a: |
Date | Time gaé}’uri% Route NG | Diarrhoea | Vomit |Drainage | Urine "QEE'ES ,?,'ﬂ's‘e |
c Mouth | LV | NG |
\qW 0800am | 9 L |awe m [yoo v | O Maserl
09:00am | @ .(_ AR ) ‘W’f 0] ’) .
10:00am} oA | NRen| ool 1‘\“‘) - %&& |
- t00am | ot |\ eOh oo . |
1200pm | §A_ {\\&m \0&\4‘ IeOm! ks \ Jed |
01:00 pm QL ) oo, ot
TotalIntake : . hor . Total Qutput : U lonas] -0
02:00pm | p-L_ [0 Onltia. \ £ M-
03:00pm | P L N \ i K‘Ql |
opm|p ¢ | $ho A4 oopdl © QWQ,QQ |
.y i T
05:00 pm £ (00w | © A |
06:00pm | 4 « ‘_/O O gt QQ.AL——(O AN Iw
o700pm | KL~ VYA = 1 & i
Total Intake :  —\ cellonA Total Output: VA ~ OO,
08:00 pm \ ol | @ .“"H@ |
' 09:00 pm B \ : 0 i |
10:00 pm | ool 0 B |
11:00 pm o o ‘ ol gm‘g: |
1200 am N \ W 0 |/ patal
01:00 am ‘ 0 |
; : Pu |
Total Intake : —(jiy Total Output: .~ \\pyo ) 2 .
02:00 am . @) [m'”é |
i 03:00 am DO \ ‘ Q r.mau_
"‘ 04:00 am Q Yoo/ @) ; ‘
‘\ 0500 am o AN 0 i
i 06:00 am | 0 oo
[ 07:00 am Ko : oD 0 | iy
'x‘ Total Intake : Y . \esr Total Output: Qg -/ .
‘, Total 24 hrs. Intake Total 24 brs. Output | > 200w

ocu. No. : RCHBH /FRM / CLINICAL / 092
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Sheet No. :\.....&~

2
Rainbow’

\

[FLUID CHART)

Children’s
Hospital

Tt takes a lot to treat the Iittle.

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

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.
3. 24 hrs. total to be entered in the kardex in RED.

Docu. No. : RCHBH/FRM/CLINICAL/092

o- bk ~ Intake Ospm = vste |0 1
Date | Time | N Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E’Eg -
Mouth LV N.G
08:00 am | W 1
09:00 am S \ BN
“P\f?i 10:00 am ; ) AT g
11:00 am | ( aT
12:00 pm Wal ( i (
01:00 pm : S i
TotalIntake: 7 ¢ { A~ Total Output : r
02:00 pm .
03:00 pm 1fas {
04:00 pm R AT : /
0\3< 05:00 pm Ao %i,,o ™ {——|
o 06:00 pm Qop'\‘g@ )
07:00 pm 0 \
Total Intake : 1Al Total Output : .
08:00 pm [
09:00 pm W 20 \ L M/ |
10:00 pm ! “Yadait] o o
11:00 pm W\ 0 _‘:—\Q LAY %
1200 am N o] gt | ¢
01:00 am s { g i p)
Total Infake : = s, Total Output : ?O)Lﬂ N @
02:00 am ! ' b
03:00 am H o \ ) (
04:00 am T ( qu_@
05:00 am & 2o : o\ \
06:00 am 3 e 3 o
07:00 am H 2 l
Total Intake: o/ Oin Total Output : /) 29.cof
!/
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow® : -

. Children’s @ BirthRight
- Hospital .w

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

FLUID CHART

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.

.2\%’ _ Intake Output W Sit
Date | Time mﬁ}% Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%;gr‘%g_ ﬁl'lge
Mouth LV N.G

08:00 am S 5

N\ oy M0 |
10:00 am b
11:00 am Y W | PV 1Lokpw
12:00 pm P il
01:00 pm HUAO \

Total Intake : ,f; N Total Oufput : Pa
02:00 pm 6
03:00 pm wodd NO [
04:00 pm b Tiniad 8 L
05:00 pm Wod AL
06:00 pm \/ W (
07:00 pm Ao _-

Total Intake : Ta S — Total Output :
08:00 pm " 1 ~N
09:00 pm 20 \ ¢ | bl
10:00 pm ' A >© | L(b }‘ "
11:00 pm ' Ty | R
12.00am 3 O (Q v T8
01:00 am w9 \

Total Intake : <Y (\jc.m Total Output :
02:00 am W 20 ARG o
03:00 am S vk ol H
0400 am ot 1
05:00 am 2o Ty | WY
06:00 am W “ 1 )
07:00 am &

Total Intake : Talcan Total Output :

Total 24 hrs. Intake
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Intake

Output

L

Nature

Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage | Urine

IV Site

Thrombo-
phlebitis

Score

Sign.
Nurse
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LV

N.G
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n

"09:00 am

10:00' am

11:00 am

a’N

= >
=

12:00 pm

01:00 pm

—_— -E,"b

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

Bl

04:00 pm

06:00 pm

; 05:00 pm s

07:00 pm

Total Intake :

Take

Total Qutput :

08:00. pm
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10:00 pm

. 1 11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am
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07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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Tt takes a lot to treat the fittle. Your Right to a Safe Dgﬁwrv

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

GRS AL
Time : paXim o & WKW

4. No limitations:

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

Mobility 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 e.dremity position position without assistance. C‘(
without assistance. to completely turn self independently. independently. C,[ L‘\' L"
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; 4 J
A b Ability to walk severely limited or Walks oecasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . : i : J : ; .
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

day and insice room at least once every
2 hours during walking hours.

AR

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

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

repositioning with maximum assistance.

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

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
1o wiich Skin is kept moist almost constantly -{  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
o by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed D is d d - 8h
S hedeiory ampness is etected every time ours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

~ Severe Risk : less than 9

| High Risk : 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

~ TOTAL SCORE

Evaluator's Name




Support Surfaces -

(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
Protect the heels

Use pressure redistribution surfaces
Manage moisture, friction and shear

Advance to a higher level of risk if other major risk
factors are present

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

s — R S ) P s ot S S S ,__i__

Risk Score Category }
& b5
i
i
15-18 At Risk
13-14 Moderate Risk
10-12 High Risk -
Less than 9 Severe Risk .

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ' I
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. (-7‘ L1 Lf
without assistance. to completely turn self independently. independently. 3 k‘\
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
S ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
t‘;c ;'I:;tsyl;!;eag;ar!?? ::omsto 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
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

day and insice room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
tc feel pain, or discomfort in one or
two extremities.

4. No impairment:
Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort,

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

ki “? WTChse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
> 1'2 rfnc?is?t?re Dampness is detected every time 8 hours. every 24 hours. k{
patient is moved or turned. L‘{ L\, Y
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ¥ |

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:
NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mgy/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal,

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Risk Score i Category ' Action | (Please Note: Only required for children who are deemed at risk due
| i 3 to altered mobility, consider occupation therapy referral for advice !‘
ST S I — SR FREEER T - s AR e ————————————————————————————————iee e e — ——  WREETCRII= . SR i TS e e |
! ' ; i \ 4
| : Regular Turning Schgdule : i iy \, ;
| |« Enable as much activity as possible | igh density foam mattress \ |
f6g . 2 At Risk .+ Protect the heels l Gel pads for high-risk areas |
: « Use pressure redistribution surfaces ' : |
| | |
, « Manage moisture, friction and shear | Altemating pressure mattress overiay |
« Advance to a higher level of risk if other major risk f |
| factors are present | j
| | High density foam mattress |
‘ -+ Use the Same Protocol as for “At Risk” Patients bz 504 !
13-14 | Moderate Risk | §o e A . Gel pads for high-risk areas |
| .« Position patient at 30 degree lateral incline using foam wedges : Altemating pressure matiress overlay .
1 : ' |
il | = et Lighi o Lo sl it 0 SO Sl S i R e 2 e oL i
.« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress |‘
‘ . | S :
10-12 High Risk j « In addition to regular turning schedule | Gel pads for high-risk areas |
| :
| |« Make small shifts in their position frequently ‘f Alternating pressure mattress overlay l!
I ‘ |
-t e B AT R LR TR __4;
| - Use same protocol as for “High Risk” Patients High density foam matress |
Lessthan9 | Severe Risk |« Add a pressure redistribution surface for patients with Gel pads for high-risk areas |

i
\
l
| |
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1. Gomprowly immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: v d \
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. Lf, L,( LI
without assistance. to completely turn self independently. independently. L4
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Gt - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
,f,c;'ﬁﬁ;?zgﬁfﬁ;’? :fonfined h; 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
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and insice room at least once every
2 hours during walking hours.

H'

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

tc feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

skir:(:sv:‘:;gse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o e Dampness is detected every time 8 hours. every 24 hours. L‘( \{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ’

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan9 | High Risk : 10-12 |
Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Action

Support Surlaues

(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
« Protect the heels

« Use pressure redistribution surfaces
« Manage moisture, friction and shear

» Advance to a higher level of risk if other major risk
factors are present

» Use the Same Protocol as for “At Risk” Patients
- Position patient at 30 degree lateral incline using foam wedges

« Follow the same protocol as for “Moderate Risk” Patients
« In addition to regular turning schedule
+ Make small shifts in their position frequently

» Use same protocol as for “High Risk” Patients

« Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas

Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas

Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas

Alternating pressure mattress overlay

A Y

|
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | | @ e e
\q 125 DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E E Remarks
1 IV site appears healthy hé?bglegrcz g;ﬁgﬁ:ms/ 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula i
* Slight redness near IV Site s
3 :xoesgdt::tvfollowmg Signe Early stage of phlebitis / 9 :‘j
Pain at IV site Redness PESp S s (\Y
Q\L'igérf{'f" following Signs ars Medium stage of phiebitis / /
4 Pain along Path of cannula ?em}e Catnnula Consider 3 —
Redness around Site Swelling PR
A"- S the foslowing 'Slg'n ania Advanced stage of phlebitis or
evident and Extensive : { hrormboahishil o
5 Pain along Path of cannula the s_tartco ! rloné O debrns/ 4
Redness around Site ?e site Gannula Consider
Swelling palpable Venous cord reatment
All of the following Signs are /
evident and Extensive : Pain Advanced stage of .
6 | along Path of cannula Redness thr qmb0phlebmsé , 5
around Site Swelling palpable Ig;trl]arl]tgktireatment e site

Venous cordpyrexia

Signature of the Nurse

¥

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

 Signature : ......... Shm&& Name: ..... &\mm,a\.OQQ\ ......................
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Signature of Ward In Charge :
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”Il’/l/l,/,/l’/’ PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Iaaters Eilessitad Intervention Sign
N CJ Continuous | [ Acute [} Sharp (] Dull I Increasing | L[] Yes f( e o
q"]i)bg, Low] 0\‘ " ?m ] Intermittent | () Chronic [J Aching [ Burning | [J Decreasing | [ No 1
‘&O ] Continuous | ] Acute ] Sharp [ Dull (] Increasing | [ Yes Na-
‘q\w‘@g \ O oY D\l o [ Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | ) No t—/a wad
e \ /\‘ 4 | CJ Continuous | [ Acute ("] Sharp ] Dull L] Increasing | [ Yes N&- b{
\r},{ @ Lo (A~ [J Intermittent | () Chronic [J Aching (] Burning | [ Decreasing | [ No a _
% &‘6 qupnr) 3 _ _ . 7 1
[J Continuous | [ Acute (] Sharp (] Dull J Increasing [] Yes My’ 8
\ov 3& 4 Ol\o “\| [ Intermittent | (] Chronic | [JAching (7 Buming | (] Decreasing | (1 No i oy
2 U
H lu wJ+o | O Continuous | [ Acute CSharp  CIDul | O Increasing | [J Yes N R
\o) Ll O [ Lo fa)\h\ 1 Intermittent | [ Chronic ) Aching (] Burning | [ Decreasing | [ No QM &Qﬂ—
Al 0 , |
\_4 Ré Mﬂ [ Continuous | [ Acute (1 Sharp ] Dull [] Increasing [J Yes M 19
\9 2 fm|O / (o0 Ycu'f)\ (] Intermittent | [J Chronic (] Aching (] Burning | [J Decreasing | CJ No QM M .
“:‘ !26 {( No [J Continuous | [ Acute CJ Sharp [ Dull U Increasing | [ Yes N ﬁ .
\OJ ‘:' m Ofle P;q }’T\ L] Intermittent | [J Chronic (] Aching [ Burning | [ Decreasing | [ No /g it
N ) Continuous | [} Acute (] Sharp [ Dull [l Increasing | [ Yes N\ P o
\ 51"1/7‘ ? im (O /[ 0 .pa}n J Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
&“’t‘ﬁ-’ﬂ ] Continuous | [xACute LSharp [ Dull ] Increasing | ©Yes 5 %Jm@ ‘
K ta \0?‘(\ 9’\\0 W | ¢ Intermittent | ] Chronic () Aching (] Burning |\L7 Decreasing | (] No o M,&L\
\>< &,53«' oJ | O continuous | I Acute ] Sharp [ Dull [ Increasing | [ Yes \5.,&\“ X
& \\{t'\ \\\"‘3 Asde L1 Intermittent | (] Chronic (] Aching [] Bumning | [ Decreasing | [ No m

Ohfoyusn ]

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleastevery 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

L 1 1 1 1 1 [ 1 1 ]
I - 1 1 1 1 I 1 1 | 1
0 2 3 4 5 6 7 8 LN
rst
ok Possible Pain

©0E®®®

No Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
: ; QOccasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
La ietly normal position, Squirming shifting back and ;
Activity mg\‘r?; guasi; o foqrm, mnge 0 Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability nt, distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimai expiession | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent sontinual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR,BP. 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

—/
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PAIN ASSESSMENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
’ Pain Score \ Modifying | Patient / Family >
Date Time (0/10) Location Duration Acuity Character 0 i Eduoated Intervention Sign
\} ’?‘«\ 3) M‘} [J Continuous | [4 Aeute nSharp [ Dull [ Increasing | #7 Yes T@Ji)f Oirl\a \
€WV A 10 e | ntermittent | T Chronic [ Aching [ Burning | ©Decreasing | [ No ' @ 4
[0 Continuous | [ Acute (J Sharp  (J Dull [ Increasing ] Yes .0
QO [ Intermittent | [J Chronic (] Aching (7 Burning | [ Decreasing | [ No J\&M
[ Continuous | [ Acute [ Sharp () Dl (] Increasing | CJ Yes N A "{a
2% \Q Q’P‘N\ b\h’ \\\“ [J Intermittent | (] Chronic 1 Aching (] Burning | [ Decreasing | [ No /\,QM
\\0 [ Continuous | [ Acute (] Sharp [ Dull [J Increasing [ Yes MNG— ]0
310[ 3 9 ﬂM 0 M [J Intermittent | [J Chronic (] Aching [T Burning | [J Decreasing | [ No r\l’“’l AL
P [J Continuous | [J Acute [ Sharp [ Dull (] Increasing | [J Yes .
()/O( f)’\ \0 ﬁf\/\ O{U) (] Intermittent | [ Chronic (] Aching [T Burning | [ Decreasing | [ No i %\
v L h‘;vl/ [J Continuous | [ Acute (] Sharp [ Dull [J Increasing | [ Yes LAy 7t z@ / Q /
f()(g/ w [J Intermittent | (] Chronic [ Aching [J Burning | [J Decreasing | [J No G
Fal
(all | OJ Continuous | EAcute (1 Sharp =Dull [J Increasing | ~L2-Yes 7 1‘[
b Jw I Loopug
9.0 3 PfO Ol Cg | F"Intermittent | [J Chronic &rAching [ Burning | «Décreasing | [ No A vin 0‘{3
'r’(, o gwo [J Continuous | [ Acute (71 Sharp  J Dull (1 Increasing ] Yes ::Ln du g
0 %PM' axo | L Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [ No O ke a\,ﬂ:' D) O\'Pm’a"
\g Qg\ o \\U 1 Continuous | [ Acute 1 Sharp (] Dull L) Increasing | [ Yes Y ‘-&ng ‘ .
) Q ; ; . ! / . %
D \ (%&} a [J Intermittent | ] Chronic ] Aching [] Burning | (] Decreasing | [ No 0 'O&Q'YUQ'}\)“? W
\,'\ 9\ \\ \\‘\‘0 [ Continuous | [J Acute (] Sharp (] Dull (J Increasing ) Yes \\U‘&Q&’
o\ V- t_TJ A\ Qf*\’“ [ Intermittent | ] Chronic (] Aching (7] Burning | ] Decreasing | [ No Ok \ S0y M

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleastevery 2 hours for the first 24 hours b) Then every 4 hours. . — e = - - -
¢)Prior o pain pain-refieving intervention. —d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)




Numerical Pain Scale (Obstetric and Gynecology)

L

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

&

0
No Hurt

©B®®®

Hurts Little Bit

] I I
3 4 5

¥
6

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
0 1 2
No Particul 4 i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular axpression of smae withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and )
Activity mgvag easily . forth, tense : Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
' Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability nt, distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, $a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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PAIN AssEssMENT FORM It takes a lot to treat the little. four Right to a Safe Delivery
i i difyi Patient / Famil .
Date Time Pa(la /?gl;re Location Duration Acuity Character MF(;‘:m:g ’ :Eednuc/ated v Intervention Sign
o & [J Continuous | (] Acute () Sharp [ Dull (J Increasing | [ Yes Ly Ay
Q4 a5 ) o [J Intermittent | ) Chronic () Aching (7 Burning | [ Decreasing | [ No Obﬁe'\\m&’cﬂ @‘;’?j
\\? [J Continuous | [ Acute ] Sharp [ Dull [ Increasing OJ Yes u\éqg
0 ' Q(J’ o \O )
X {\) A\ [ Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No Loy Lo 0N w
S N g o] O Continuous | ] Aeute CJ Sharp  (-pall [J Increasing | “£7 Ves T bt Cal pD) s
G ollto Q{%’ vy | Clntermittent | CJ Chronic (] Aching (] Burning | [1-Becreasing | [ No q i g b5
¢
[J Continuous | [ Acute (] Sharp (] Dull [ Increasing ] Yes
&\\‘j‘\ QFrf) paf~ | [ Intermittent | [ Chronic () Aching [T Burning | [ Decreasing | [J No abpa . de WQP“OL
2201
b& vo | O Continuous | ) Acute [ Sharp O Dull [ Increasing | [ Yes Wndleg Qgﬂ ui
a\\d‘ o?{%ﬂ 2 Paf e | O Intermittent | [ Chronic (J Aching [ Burning | (] Decreasing | [ No o bgegvat{on “op 1
[ Continuous | [] Acute () Sharp 1 Dull [J Increasing U] Yes P )
o\ LoM | o //0/%,{7 CJ Intermittent | 1 Chronic [J Aching [J Bumning | [ Decreasing | ([ No ‘ ‘ 7NN
o Vo [ Continuous | ] Acute ] Sharp [ Dull T Increasing =] Yes Cta ,,é, 7 /)
9{( A’ R‘P f‘\ Pl [ Intermittent | [J Chronic 1 Aching (] Burning | [] Decreasing | [ No % M,\
A/O (] Continuous | [ Acute [] Sharp [ Dull L1 Increasing ] Yes /J
2/ / ?, 2PM 0 A [ Intermittent | [ Chronic () Aching (] Burning | (] Decreasing | [ No 6 st A"-’\
\ '\(3( vy RN [ Continuous | [ Acute ] Sharp [ Dull L] Increasing | [ Yes \\b& o .
QO \\Q 0 \\'Q \9 U) W [ Intermittent | T Chronic (] Aching [ Burning | (] Decreasing | [ No OEE Q‘_\&;a} @-ﬁ‘f
T ;
\ O\ \ \\'\ AN (J Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes “u&% g
o)X\« Y\ 6 \10 ) 0: 0 ] Intermittent | [ Chronic (] Aching (1) Burning | ] Decreasing | [ No {hlz (o :3 R @-‘-ﬂ
Re-assessment Frequency: l

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
)  Atleast every 2 hours for the first 24 hours
c)_ Priortq pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.O)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

&

0
No Hurt

L 1 1 1 1 1 1 1 1 ]

] 1 ] 1 1 I ] ] 1 1

0 2 3 4 5 6 7 8 o o
- Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

© DD DD

Hurts Littie Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
1 2
No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
Face o Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
: Laying quietly normal position, Squirming shifting back and :
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Sedation Normal Pain / Agitation
Assessment
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expressiui
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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PAIN ASSESSMENT FORM It takes 2 lot to treat the little. V_ourRmhltoaSauDalivnry
Date Time P a:g :E‘;"’ Location Duration Acuity Character M;:::g::g Paﬁ;;l::;::;" ily Intervention Sign
' CJ Continuous | [ Acute () Shap Dl | (I Increasing | [ Yes . S
gg,\i)\ g b O ’\1@_ [ Intermittent | [ Chronic J Aching (7J Burning | [ Decreasing | [J No Cﬁ. \o 5 “ @{_ﬁ
Y ‘ I g\i“‘ ‘ O Continuous | [ Acute ) Sharp (3 Dull (I Increasing | [ Yes Uv\ig QY
((3 oilo Ha\x [J Intermittent | [ Chronic ] Aching ] Buming | [ Decreasing | [ No D!:f \(\QJW -
7§
Sug! 0] 1 Continuous | TT Acute (] Sharp=—T Dull (] Increasing | “T7 Yes rl)a,L,f’,- G\LBJ ‘Qi,
3@\* Qo O\) (D) E& <7 Intermittent | [ Chronic (] Aching [ Burning |x>-Decreasing | [ No A3 ',,:
XD [0 Continuous | [ Acute (] Sharp  [J Dull [ Increasing (] Yes ¢ L nJ“
&3«“ LPM O pCL",r) [J Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing [ [ No OM g’A;f__.
\j 3,0'81(01] ] Continuous |\[J-Aeute (] Sharp (] Dull 1 Increasing | \LJ-Yes L) Qn"}‘ag
22 e |1 )10 25 |e-temitent | O Chronic | [ Aching \Giming | |Decreasing | [ No ol ) I_AM#;
- i A — r' + T
\ W‘U«v [ Continuous | [S-Aeute [ Sharp \=Dull [ Increasing ees h-f! Véen Jﬁ!ﬂi
lﬂ:‘ ng \ \0 -gH’Q L=ntermittent | [ Chronic (1 Aching () Burning |{C]Becreasing [ [ No L ﬁ‘-ﬂé’) ac M[a-—.
ﬂ’\ ‘ ‘ MO (] Continuous | [J Acute (J Sharp (] Dull L1 Increasing O Yes (W) n c] oM
) Q;.?\'nO \©o Pa\h CJ Intermittent | [ Chronic [J Aching [ Burning | [] Decreasing | [ No 0 beorvedion /5
\ |% [ Continuous | [ Acute ) Sharp 1 Dull [ Increasing O Yes On:J!QB‘l
_27/\} ':W\)m O |0 PCI‘h’) (J Intermittent | [ Chronic (1 Aching (1 Burning | (] Decreasing | [J No a L}Q Q41 ﬂ «f;
(] Continuous | [ Acute (] Sharp (] Dull [l Increasing (] Yes
(] Intermittent | [J Chronic [ Aching (] Burning | [] Decreasing [ [ No
[J Continuous | [ Acute (] Sharp (] Dull [] Increasing | [ Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)




Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

&

0
No Hurt

l 1 ] 1 l 1 1 l | il
i) 1 I I 1 1 L I 1) 1
1 2 3 4 L] 6 T 8 9 10
Worst
Possible Pain

©B®®®

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY =
0 1 2
No Particul ! ’ Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and
Activity mgveg taasilyy forth, tense v Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
S distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expiession
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Morse Fall Risk Assessment Form ke o e
Date / Time Py Q \D
Choose Highest Applicable Score from each Category ALK \Df 26 ‘5ﬁ /26 3 \Y‘& Fall Risk Grading
Score 2 ”‘”ﬂ‘m 3-prn |~
History of Falling Yes 25 '
(immediately or w/in 3 months) No 0 D O Risk Level MorsTNI::lsl}Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 D o
Furniture 30 Standard Fall
. Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yi 20
IV / Heparin Lock or Saline, .N?S , 5 2/6 RO — Implement
0 Moderate Risk | 25 - 50 Aoctn Fal
Impaired 20 Preventnqn
GAIT / Transferring Weak (uses touch for balance) 10 ‘ Intervention
Normal /On Bed Rest /immobile 0 © @] el Implement High
Forgets limitations 15 P ! Risk Fall
Mental Status High Risk =51 ;
. &) Oriented to own ability 0 D o IF’rz}ventlé).n :
Total Morse Fall Scale Score: 20 Q0 30 e
Signature \-fouw\d'& -~ Oy~

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

Low Risk (0 — 24) (Standard Falls Precautions)
_+T Ensure patients use their prescribed eye glasses if any, in the hospital

___se chairs with arm rests

mm straps on stretchers and wheelchairs while transporting patients

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

L

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

[] Assist and/or supervise ambulation. Reinforce to always call for assistance
(] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place

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

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form R s v e
Date / Ti o7l _
Choose Highest Applicable Score from each Category ! e % X0 ,'.H&(’ e Fall Risk Grading
Score = P AP (aCa
History pf Falling . Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Mnrs?nl‘;‘:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0
Furniture 30
| ur Lo filik 0-24 gtanda{d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0
[V / Heparin Lock or Saline ;es 200 0 O Yo Implement
- _Moderate Risk | 25 - 50 Modesato Fall
Impaired 20 Praventhn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 Hiah Ri Risk Fall
ntal Status igh Risk > 51 |
- e Oriented to own ability 0 O il;r;vegtlggn
rven
Total Morse Fall Scale Score: 70 O e
Signature F r’\w g("J/ M

Tick (") whichever precaution taken.
Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
/Ph Ensure patients use their prescribed eye glasses if any, in the hospital

A1 Use chairs with arm rests

/ﬂ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
(] Assist and/or supervise ambulation. Reinforce to always call for assistance
(] Hourly safety check
(| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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g™ Rainbow o

"V Fosprat” | ) ocemess

Morse Fall Risk Assessment Form e e, | S s ekt
‘ T N
" Date/ Time | Q) D |
Choose Highest Applicable Score from each Categor Fall Risk Gradin
. o i Score Qﬁfﬂ‘lﬂ\kﬁ?‘o M—jp\\i Yﬂ(\ ('6 9"1 g
7 4
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 N6 Risk Level Morsn:;:lsl)&nre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 e e
Furniture 30 P Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O @) )
Yes 20
IV / Heparin Lock or Saline ? 5 o Implement
0 Q Q Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventiqn
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 9 " : Ja implement High
Forgets limitations 15 P Risk Fall
Mental Status = High Risk 251 i
Oriented to own ability 0 0 ::t‘:"em'?”
rvention
Total Morse Fall Scale Score: @ O O
Signature &LOOLP% pﬂW‘ % -
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions ] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ] Hourly safety check
[_] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
<T71Use chairs with arm rests )Huh Risk ( = 51) Apply all low and moderate risk interventions, and.
V'[Z/Use safety straps on stretchers and wheelchairs while transporting patients 1 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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>RANATH RE (F) alnbow . ¢ =
i . chigres | (R BIrthRgH
Morse Fall Risk Assessment Form TR TR Ty i
' Ty o3
Date / Time | 2-
Choose Highest Applicable Score from each Category wa Fall Risk Grading
Soore | Chrriper] (o0 1y
7 \ 7
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Pe) Risk Level Morstzwl::g)&:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) Q.
Furniture 30 i Pk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 (®)
Yes 20
IV / Heparin Lock or Saline N : Implement
0 o) Q Moderate Risk | 25 - 50 Moderate Fall
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 © O implement High
Forgets limitations 15 Hiah Ri Risk Fall
| igh Risk > 51 :
Mental Status Ovteriod B cwet sbilly 0 O O Preventhn
Intervention
Total Morse Fall Scale Score: O o
¢
Signature &\8/ c&h\‘a
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
L] 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

Docu. No. : RCHBH / FRM / CLINICAL / 006
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[ i mﬂf URINARY CATHETER BUNDLE CHECK LIST erpl_ | e

Date of Insertion: ........... \4 Sﬂ@\é ..............

i

B Da}‘e of Removal:
Parameters - shitTme |39 ):cwr‘ M
Need for the Catheter tes O N‘o wﬂ/Ye; “INo ,L;WBS‘ CONo | COYes CONo | CJYes CONo | CJYes CONo | COYes CINo
Hand Hygiene s [INo -EW{S [INo | LAYes [INo | CYes CINo | CIYes CINo | (JYes CINo | CIYes CINo
Usage of Sterile Equipment M\s CINo ,_,LZ’fes ONo |=Yes CONo | COYes CONo | OYes CONo | OYes [ Ro [1Yes/T1No
Is the Collection bag below the level of bladder )Z@ CINo | J2Yes CINo | *Yes [INo | CIYes (INo | ClYes [IJNo | [IYes DA@* Yes [JNo
Check the Tube for Obstruction (Free of Kinking) '(E’Y@ CONo |,ZYes CINo | [#¥es [INo | CYes CINo | ClYes CINo | [ Y@ [1Yes [INo
Is Catheter dated as policy Zﬁ CNo |._L+fes [INo [Wes CINo | OYes CINo | OYes O I\‘lo,\ EC&}AJ No | ClYes [INo
Collecting bag is been emptied regularly? M’ﬁ | CONo | JAYes [CONo | [>¥es CINo | CJYes [INo BY%M] )‘Zﬁes CONo | OYes CINo
Maintenance of closed system for the catheter “fes CNo | r¥es O No | #TYes CINo | ClYes CINo | O Yés‘ O N/o// CJYes CINo | [JYes [INo
Dressing clean and dry? L¥es UNo | [Yes CINo | &¥es CINo | ClYes CINo | CiYes #No | CiYes CINo | CiYes CINo
Is the line removed as Policy? m é‘l(“ (] Yes D’ﬂo [JYes B{o COYes COINo 9&{5 CONo | ClYes CINo | (OYes CINo
Performance of Perineal Care @{es _iNo 794‘&’88 L No 485 LiNo | LiYes L.Ng /u Yes LiNo | CiYes (iNo | C1Yes [INo
Onset of New Fever 1Yes ﬂﬁ CYes «~No | [1Yes #Ro | CiYes CINo | ClYes [INo | CIYes [INo | [JYes [INo
Asses for the leakage at the site of insertion [Yes [INo Yes CINo | CYes CINo | CiYes CINo | CiYes CINo | [ Yes OONo | OYes CINo
Name of the Nurse SH—— )wllw\.o\ :ﬂ (&
Signature of the Nurse M ox M ‘ %

S

Docu. No. : RCHBH /FRM / CLINICAL / 114
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Dr. PRANATHI REDDY A Lot Rai = @
ainbow * N

AL CETETE T children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the little, Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
[V a. Yes (] b.No

2. TENG BEASON: .. 2.5 et et bbb st s sas et e it e i A 0o SO B

3. Nipple condition:

M Nipple well formed
il 01 b. Flat nipple

J  c. Inverted nipple
0 d. Short nipple

4. Milk flow:
O 2. Good
o-b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
0 b. Mother always sits with a back support
O c. Ear-shoulder-hip should be in a straight line
r:‘. (1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0



6. V.vimaybe'ﬁdsition explained:
a. Yes

0 b.No

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

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

T Ve T M P N NS SO T I £ Wy - - U e S L

Continuity of Care: Date: \Q,wﬂﬁ
e, Q;STQQA% Lur} J\\(\ﬁ\\-:(\\jl“iﬁji &=

= grl”(’\ tw\u Lwﬁ

) =

Handover given by ........... U\Q‘ .......................................

SIgNALUNE ..., q&&; .................................. 4)
Date & Time: \Q\Q;\lf.@/ ..... L%}m Date & Time: ................ M/‘;)/{%@M




SURGICAL
SAFETY CHECKLIST

Surgeon : ... 2. {0
Asst. Surgeon : .

r‘&‘&d J't?(.

Anaesthetist : ..... '97 ....... ﬁu\Lm

Scrub Nurse : ....;m.-..W‘ ..........

BAH-00455694

Mrs SINDHURA REDDY
, 08-04-1094
POBOMH o, pmasamis neooy a

HD No INHIHIIMII!IIIIIIIIIIHIIIIIIII

[ - LT

IP5-00176598

2YImMn ‘(F]

Gender Z
...................... Rainb-ow. ) ! o
Children's | @ BirthRight
........................................ Hospital .m:“y:Twﬂl_m
'tlme ' t'-abmmhm ight to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

Time:...\R: 25

TIME OUT  Time...\D .8 g

SIGNOUT  Time.....

Patient Has Confirmed
Identity
Site
Procedure
Consent

Site Marked

Does Patient have a:
: Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Anaesthesia Safety Check Completed __+Yés CINo
Pulse Oximeter on Patient & Functioning_=Yes ©1No

_Yes CNo CINA

z@ ONo
%DNQ
_Yes TINo
_#Yes CINo
OYes DNozﬂﬂ\

OYes 0O

OYes 2N0

OYes =No CJNA
,ZTQDN(J CONA

Confirm all team members have :
introduced themselves by Name and Role ,Qré ONo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ~ _&'Yes CINo
Correct Site s CINo
Correct Procedure Wﬁ No

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration, @(

Anticipated Blood Loss? (o0 p\ es CJNo CINA
Anaesthesia Team Reviews: o
Are There Any Patient-specific Concerns? ,G'fes CNo CNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

EYes CINo C1NA
/m*eE CNo CINA

_fes ONo

Signature -............. \)\

R it \Kn‘\l.;.’:& ...............................

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded —=Yes [1No

That Instrument, Sponge and Needle =
Counts are Correct (or Not Applicable) OYes CINo CINA

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

“OYes N0 CINA

O Yesﬂﬁ) CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes ONo

LLASD AN

Doc. No. - RCHBH/ FRM / CLINIGAL / 111



SURGICAL
SAFETY CHECKLIST

SULDBON. S < iciuiniisisnsisssise
Asst. Surgeon : . ....................
Anaesthetist : ..............
Scrub Nurse : ..............

Data o......ocectill i, (115111 - (TR s (611051 5. T

............................ Patient Name : ‘Age vereenenennes @GENAET © ..o Eﬂi-?f%w. ® BirthRight'
4 ) ildren’s
_______________________________ LD NG, 2csitomissnissnsssionss SR TNV o umsincummsnssphupnsso o s Hospital .?R:":??w:?s::m

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning (JYes CINo
Does Patient have a:

Known Allergy? OYes ONo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available OYes CONo

Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes ONo CNA

Blood Units Reserved CYes ONo O NA

ihi » e hanm mi.a
Has Antibictic Prophylaxis been given

within the last 60 minutes? CYes CTONo CINA

SIGNIN  Time........ TIMEOUT Time............. SIGNOUT  Time.......................

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

Identity CYes ONo introduced themselves by Name and Role (Yes CJNo The Name of the Procedure Recorded ~ [1Yes [INo

Site CYes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure CYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes [INo C1NA

Consent OYes ONo Correct Patient (Check ID Band) OYes CNo The Specimen is Labelled (including
Site Marked OYes CNo CINA Correct Site C1Yes CNo patient name) OYes ONo CINA
Anaesthesia Safety Check Completed  C'Yes C'No Correct Procedure “1Yes C1No Whether there are any Equipment

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? CJYes CNo CONA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? (1Yes [1No [JNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? OYes CNo CINA
Is Essential Imaging Dicplayed? OYes ONg CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CINo
DRI L. ootiiridmemai b b srmassinibonasmens sssensanneblbsniiabisngn
PRI s i A AP SRR S

Problems to be addressed OYes CONo CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CONo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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PHE-ANAESTHE"C EVALUATI ION Hospital BY RAINBOW HOSPITALS

bl zrndinst i it s et
It takes a lot to treat the little. Your Right to a Safe Delivery

IP5-00176598

\%

Name: ...... S;g({humDAi .................. Bl ...... Sex: ..... P s UHIDIND © ovvooessccsnmasassssinstssssssssssnsess
Date: ... ! QH 200, ... Time:. % Ou. M., Proposed Operation: ......... Fledoel L8d.......o

Diagnosis: EQ.PIA = PTG 17, I ——————
B.P / CRT: lO'}hz HR: 0. Weight (ﬂhj ASA Physical Status: 01 _=f 03 04 O5

Sho, 007 D& Laboratory Data:
‘?—5 ............ GIUCOSE: ..cvvensnemssssmsrsssines Protein: g‘i HIV: oo eessssieises XRAY: covviiinrinissisinnenins
: 17 T T — T\ —) o [Erm HBS AQ: cooocrvvnrninnnns BOE cvssccississagguassussonces
Total Bil: 0.5 Y VY . gy YR T, WMA
(0 | S Ep—— Blo0d Qroup: ..cueseesses Stress/ANGIO: ..eeoeevienenns Bl‘\hml'ﬂ‘(
LDH: g v FR— | (0111 s Fu
AlK phOS: -..cocc- T SO— Mo putand
J A — L 1], [ E]{unlm
SGOTISGPT: ..o | Allorgies: — Mgt 7 ”o\qu - JNO okt
Medical History: ~ CVS: W "’\ '
2 U
RESP : - Diabetes : =
ONS : ( K )
Renal : \\./ e #o Cold W Fusen {wmmxdt ‘
Hepatic / GE : v) Physical Activity: zi‘ufu- Touk IEOE.
DR — 9091\ - L VSA fJn(’MmHup A
Past Anaesthetic History: 'i !
Physical Exam: Pk guu!) Gne e
‘F.—
Airway: MI@ 234 Mouth Opening:;-gf\,_,\p Mentohyoid Distance: ? g!,q,\‘Neck: @ Teeth: (“)Cuhuﬂ‘lnu
Lungs : 6&{'@ Jan ) 1 @ latood Ing
Heart: S, @
oNS:  Tobudd
Pregnant: _ Yes [ No [CINA Venous Access Site : Spine Exam for regional :
Anaesthetic Plan: [IMAC [JREGIONAL GA-ETT [JLMA
Peri-Operative Plan Explained to the Patient: oYes o No 4,30 e
. - 18] 9hous ook
I—_CUHHEHT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis : l . 'J Wak 3
Water / ORS 2 H .
1 2 NLORAL e Ceplamn €

3. Informed Consent: tandard  High Risk
4. Post Operative Pain Management: [J Discussed with Patient
5. Other Instructions:

-

Signature: ..... Q .................. Name: WKQR‘QAMV‘Q ..............................................................................................

Docu. No. : RCHBH /FRM/ CLINICAL / 044
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lP'ltient Stigker ‘: Children’s . Blrtthght
_ e Hospital BY RAINBOW HOSPITALS
mjuﬁalettnvea!\he'.m. Your Right to a Safe Bel'weTy

Department of Anaesthesinlogy

EPIDURAL ANALGESIA RECORD

DRI - iiiavoeensonsiisamssmmsummaiisfl 11111 FPTROBRRRSRO RS Procedure done R
CSE /Spinal /Epidural POSItION & wevoeerereenees SPACE ©uvvuenssssssrsssssssers s Technique (LOR/LOS) ocvveeesssseneess
01311 ISR Catheter At SKIM: w..smsssseesmmmss sttt NHEIMIPES © vvvsunsserseesssssmmssssesss st

parasthesia - Yes/No if yes T ——
gl et

Any other iSSUes -

Delivery Details
Catheter Removed by and Tip TT——

Patient e

Discharge /Shifting ordered by

T

e
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wwﬂu” REDD‘ (F] R /‘f//é

m:“:'_:‘;‘ aY3M1D ainbow® ® . R
T PRANATHI REODY A hil : BirthRight
(i fospial | () zzmemmia:

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient [ Patient Attendant

Operative Procedure: ELGCTWGUIQQ
Anaesthesiologist: .......[2 R: &S RL. RAMMA................ Surgeon:
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. Regioﬂal
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved

by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters. ‘

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

OJ Heart Disease ~ [J Hypertension [J Diabetes [ Renal Failure  [J Multi Organ Failure [ Hepatic Disorders
[0 Shock [J Obesity [J Chronic Obstructive Pulmonary Disease
VTSN - a4 212 NV 4107\ SN - ») > - S

Declaration by Patient Attendant
» | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
O Regional Anaesthesia [ General Anaesthesia [J Monitored Anaesthesia Care

o | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some |
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

e | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

\

Patient / Patient Attendant: Witness: d
Signature: S Sa ... S S Signature: ...\ e

NAME: .o AN M. % ................. Name: .. Vaishn odn. Redck
Relationship With Patient: ...............ooooceeeereevmeerseesseeeeesseneee Date & Time: Lﬂ[ﬂ:}o)—eg‘%&am

Date & Time: 101 )'9’740‘-6 B:MW‘

Doctor (who is taking consent):

Signature: A—/ ............... Name: RZKSRILAMVQ Date ﬁ,a”wlé Time...... 8.5 28 A4

Docu. No. : RCH /FRM / CLINICAL / 021 {26) (PT.0)
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INFORMED CONSENT FOR SURGERY OR Rainbo’ | @ BirthRight
SPECIAL PROCEDURE Hospital _ | ) zeuemniores

It takes a lot to treat the littie.

Patient Name : gmmm,!m ................ Gender: (1 Male yfgr’nale Age: .3, V<.
UHID NogA“H"Uo"‘gg 11 Date:...lﬂ........ #

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

| hereby authorize the perforrnance of the foilowing operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
' have been advised of the benefits and reason of the procedure(s) as\pficated by the clinical observations and / or diagnostics
erformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

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

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

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

tbion, Suudysy. Mok Lo Bood. frangdudion,...
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My signature on this form indYcates’that

1. I'have read and understood the information provided in this form

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

3. I have had a chance to ask my surgeon questions.

4. | have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

LY

Name of the Doctor who is performing the Surgery / Procedure: ......YY..... /r HETHL Ml S
Consentee : Patient Attendant : \/

Signature : .27, o T R R S R T R—
Name : ........... 9., NG - oo NS

Relationship with Patient: . MW—GD- ....... |
Date & Time : \Q\?!lo’?é (2. Epenr...

aking the consent) :

Witness : C

ENRINS - £t ot szt T T R, LT N TR L S

Name:..............QN:Q...,Q.&M. e Name: ... N JBY. % ............................. ‘

Date & Time : ........ A2 126, ... Sowery.... Date & Time .| 4 ,_71,’,20, LAm.....
2
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It takes a lot to treat the littie. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM
Nationality: l,\\Om\q

NDTES * To be completed by a NURSE within (24) hours of admission.

1. Anticipated Date of Discharge: ............cccovvueirannn, ﬁ?!\gf\ f)\é ...........................................................................................

& Destination Post Discharge: %me
Family Members Notified (Person Contacted)

(] Transfer
Hospital Facility Notified (Person Contacted)

g Discharge Status: _ASelf Care (1 Family Home Care ] Home Professional Assistance
[J Needs Assistance In: Remarks
7 Medication JYes [ No g SETOUIE T RIN  EROOI SR A
C] Bathin 7 Yes e oo s kv T
: e | \
1 Eating 1 Yes = \,\)@/‘*\U‘C p%\ﬂ-\ﬂ/‘[\ CK ..................
7] Walking 1Yes  [LNo 'a': ...........................................................................................
| Dressing L] Yes :/T’No \ ........................................................................................
| Toileting 7 Yes :/'f'No NN SRR L | T ———— v _—
{. Nutritional Plan: '
Dietary Instruction Discussed with the:
Patient __-Family Member OIS i R i snssisussssssivmnissavsed
i Discharge Planning Discussed with the:
] Patient ~~T Family Member YR . B R s s

6. Patient/Family Educational Plan: L h}
1 Educational TOPIC/S: ...........ccccceeseee. “:\( ol “&C\tc\,\(’m ..........................................................

Patient's Educational Topic/s discussed with the:
[ Patient ] Family Member W SR S S

NurseName:............qh\fv\f\wk
Date and Time: .............. \QQ\/){;QQ@ ..... g %C)V\fg
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