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It takes alot to treat the littie. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Anaestesia notes (Pre Anaesthesia& post)
Neonatal Admission/Delivery/Physical Exam
Medication Reconciliation

Emergency Triage record

Pre operative check list

Surgical safety checklist

Operation Theatre notes

Nurses clinical Presentation

TPR & BP chart

Intake and Out take chart (fluid chart)
Drug chart (Regular Prescription)
Investigation Values (result sheet)
Nebulization chart

Sl.No. List of Records No. of Pages Legibility cbmpleteness Remarks
1 | Admission sheet X
2 Discharge Summary 1
3 Nursing Initial assessment v
4 Patient Transfer form L
5 In-patient Medical record \
6 Doctors progress sheets \
v Nursing plan of care and handover sheets
8 Consultation sheet
9 General consent for treatment
10 | Consent for Surgery
11 Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations

20 Consent for HIV test
21
22
23
24
25
26
27
28
29
30
31
32
33

\/\\l\’\]lls_—’"#\\\\\l\\\\\\\\\\\\\r]/

34 Nutritional review chart
35 | Intensive care unit (ICU Charts) ¢
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 Braden Q Scale
39 | Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 RBS monitoring chart
Total No. of Pages Vs 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




- | . Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s "= _Telangana, India ,500034. \
Hospital | &™ TEL NO :+91-40-4466 5555 =
J. WERB : https://rainbowhospitals.in
ADMISSION SHEET ,
: A IR R TR

Registration Details : .

Admission No : IP5-00176177 Admit Date : 10-Jul-2026 Admit Time :12:37 AM UHID \: BAH-00629749

Patient Details :

Patient Name : Mrs B RAMA PRASANNA Age :34YOM30D
|
Guardian : MrB ROHIT DOB : 10-06-1992
Gender : Female Religion '
Occupation Martial Status : Married
Address (H) . FLAT NO 403 , BLOCK 04, HIG DUPLEX, Phone No : 8519941336/ 9989655922
CHITRAPURI COLONY Manikonda Hyderabad B el ‘ e 9'0 148@amail.com
Telangana INDIA 500089 . : prasannag0146@gmail.
Admission Details :
Bed Type : MICU Bed No : MICU 427 Ward Name | : 4F-BIRTHING CENTRE
Room No : MICU 427 Admission Type : First Visit
Contact Details :
Name : MrB ROHIT Relationship  : Husband
Contact Address : FLAT NO 403 , BLOCK 04, HIG DUPLEX, Phone No : 8519941336 / 9989655922
CHITRAPURI COLONY Manikonda Hyderabad
Telangana INDIA 500089
‘ .
[ ignature
|
[
Doctor Details :

Doctor Name : Dr. KIRTI REDDY PATLOLLA

Referral Doctor : Self

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode :Cash

Deposit Amount

Payor Name

- 0.00
. STATE BANK OF INDIA

>rinted Date / Time : 10/07/2026 00:39

Printed By : 018621
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ACTIVITY RECORD FOR BILLING

Room / Bed No :
WARD TRANSFERS

BAH-00629749 IP5-00176177
Mrs B RAMA PRASANNA

16-06-1992 uvousuo )
Dr. KIRTI REDDY PATLOL|.

ST

Time :

wu.. Of Discharge :

2z
Rainbow’ |

Chiarey ‘Birthaight“

1o treat the litle. Your Right to a Safe Delivery

Date Time

From

To

Signature of Nurse

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

\10
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INVESTIGATIONS

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

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
bbbl Gy plagerest— | O 14 552 w
v
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ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00629749 IP5-00176177

Mrs B RAMA PRASANNA |
10-06-1992 34YOM3I0D ‘F)

Dr. KIRTI REDDY PATLOLLA !,//é

fewem Pl LTI Eﬁii?‘?.;?ﬁ; ‘ BirthRight
IP ADMISSION SHEET FOR OBSTETRICS T

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

Lr-"J\.f

Presenting Complaints er.” - M’“\ LMP: .‘Lg\ \D\'?_.Lq EDD: e

Cus A-Spolg  Comected EDD: o C\loeng gy TS
Obstetric Formula: Menstrual History: Regular: [] Yes D:No

. Obstetric Examination

Obstetric Hostory: ~ : j |

S A o gk Fundal Height: B o Ale '

Ut. Activity: i COM

S o8 ol oY ctivity: [ Relaxed [ Mild | [CJMod [ Severe
Present Pregnancy Record: Liquor: L[l Adequate [ Oligp = []Poly

Samcos PNon S Sadd, pp D/Cephaiic [1Breech = Others
Qavun |

S o faed Head Fifths Palpable: |
RISK FACTORS: FHS: _LINormal (] Tachy (1 Brady [ Absent
- 4 |
Cia e D £ - Per Speculum Examination —w &y .
Draining: (1 Present  [] Absent (] Bleeding
Colour of Liquor: [ Clear (] Meconium [ ] Blood Stained
Vaginal Examination
o P Cervix: ./E’L/oﬁg [ Partially effaced [ ] Effaced
Height: \SR‘Tm
Weight:.2:.5... kg Os: Closed Dilated \%}A Agee—,
O R WARPRTIR v Vg = ¥ 1N
§ e i Liquor: ] Clear (] Meconium ] Blood Stained

General Examination:
Presenting Part: [] Vertex ] Breech [] Others

Consciousness: Pallor:

Icterus: Edema: Sutton: O3 O-2 O-100 O+1.-00+2
Temp:@ PR: S‘;b\p\ A Pelvis: [] Adequate [ Doubtful

BP: \\&\"\ o DTR:

CVS: RS |

Liver/Spleen: Urine Output: -

,--- DIAGNOSIS : ------------------------
Q&LR : Q—J\ "’>"\—’~r"§ o M\\%.Hw\?c{\&ﬁmﬂ “:5\('\ J :

Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.T.0)



BAH-00629749 IP500176177
Mrs B RAMA PRASANNA

10-D6-1992 34YOM30D F)
Dr. KIRTI REDDY PATLOLLA

T

Family History: [okto — X ~
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Surgical History:
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Medical History: ¥ ® S Sleeeenal Q1 Medication History: '?_,qw.;)c - ?ﬂ«»«d\@?p
—Can ] Q_Q;u;\
Plan of Care: Investigations:

\03\ u\ ?0&\\\\ '

e\ \2ac

s, =¥ leas o ‘
CN\—'w |
Bt ASen
oAb ¢ tnNea (Y
A ™)
®opie g

Doctor Name: . S>.r.... oSAGHEo s
Signature: ...............

Date & Time: .. .S\.7\.
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Mrs B RAMA PRASANNA ,fe’é.
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PROGRESS NOTES AND DOCTOR'S ORDEW

ga.:fme Progress Notes Doctor's Order
|

Ny
T |
e Qg.s.‘:\e__ Locawredlua\ .
—onM S Ao e e

—tookel, Agﬁ X'ge»«\rivw{g% M“
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\

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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BAH-00629749
Mrs B RAMA PRASANNA

L. 10-08:1882 34yo
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RESULT SHEET

IP5-00176177

\%

.’
®

<

Date \o b/\ 94
Time
Hb 12 ¥
PCV n Q - Do
Rl A QD
WBC 12,-9-0)
N/L
Platelets 210
CRP e
ESR
PCT
RBS
Na s 3
K ; 3 LY
cl '
Ca/Mg

Phosphate

Urea

Creatinine

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)
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

o/

k {

T T M CO R 3| RS LY S SN PN I S iy SRR OF Byl LT

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

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

Radiology : USG:

MRI

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

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

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

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

................................................................................................................................................
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BAH-00629743 1P5-00176177 2
Mrs B RAMA PRASANNA =

et 10-D6-1902 34YOM30D  F Rainb"(')w'” -
77 . DE;U Dr. KIRTI REDDY PATLOLLA Child!'en’s BirthRight
AT IIIHIHJI Hospital ‘W
MEDICATION RECONCILIATION FORM
Drug Allergies: ...........0....7x. T R S 1 Not known any Drug Allergies

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

LT R B 1 S TR RS SUSI (R IS

ON
MEDICATION NAME DOSE ROUTE LASTDOSE | xomisSION

S.No FREQUENCY :
(GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, IV) Date /Time |/ syicTinG

’ i - IR \USN VNN ‘:\\') mvy

*

Oxod
2 | O A\ T PO N - S B L u [T
3 XTQL‘\‘*M&M \\-@&; Ou@)\

OMnas_ a\\f) . |Oc aee

4 . |Oc Ooc

5 ' |Ooc Ooc

6 \ " |oc one
7 \ Oc¢ Ooc
8 \ . |Oc Ooe
9 \ . |Oc Ooe

o5 " |oc ooe

10 N—

.

*C- ContfnuF, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

DOCIon NI & SIONAIING v il P s T s e eh T

Date & Time ; ........ADD. \;?—b/ﬁ ......... lz«/mq .....................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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F) Rainbow” ® r: Gk e
'@ BirthRight

10-06-1992 34YOM30D
TLOLLA . ’
Dr. KIRTI REDDY PA Ch“dren "
|‘ BY RAINBOW HOSPITALS

1A Hospital _ | () rmernioses

DRUG CHART |

Date of Admission: ...\, 1\7—014 Drug Allergies: \\Ll\ .......................................... E)—N'?t known any Drug Allergies
|

FOR THE SAFETY OF THE PATIENT |
Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDIdATION ORDERS.

GENERAL -
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviation#).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instruc‘tions.
- 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 subsequen{ recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be I%nentioned.
- 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. j
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 ALER‘IJ| MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal 0rd¢r Policy.
!
S0S / PRN (As Required Medication)
|
. Dater '
DRUG : Tige |
Dose Route | Frequency |Start Date l‘
|
Doctor’s Signature |Valid Period| Pharm. |
|
Additional Instructions:
|
)
: Dater
DRUG : Tige 1|
|

Dose Route | Frequency |Start Date

Doctor’'s Signature |Valid Period| Pharm.

Additional Instructions:
i

. Dater
DRUG : Time \
¥ |

Dose Route | Frequency |Start Date
T

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 ‘ Page: 1/4
[
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BAH-00629749 IP5-00176177
Mrs B RAMA PRASANNA
10-06-1992 34Y0OM30D (F)

Dr. KIRTI REDDY PATLOLLA REGULAR PRESCRIPTIONS Weight. ..o ward. ....ooooove

A TR

. Date»
DRUG : TiI'Il 5

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

DRUG : Tige

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tirvne

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs: '

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Tigne

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



BAH-00629749

|
Weight. .......... -~ 1

Y%

:"Dr.; : RAMA PRASANNA'Ps'Du‘?Sﬂ?
1992
___ DrKIRT REpDY PSA‘TISLT:U 0 ¥ !
e» /
L e e e e e
Dose Dose Dose | Dose
. |
DHUG . Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
RO ute Sta " Date Dose Dose Dose ‘ Dose
Dr. Sign. Dr. Sign Dr. Sign. ] Dr. Sign.
I
Name & Signature of the Doctor e o Dose J .
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Additional Instructions: o - o ' el
Dr. Sign. Dr. Sign. Dr. Sign. \ Dr. Sign.
:
Date» |
VARIABLE DOSE Time | Nurse Sig Nurse Sig |1 Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
|
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Route Start Date Dose Dose Dose l\ Dose
Dr. Sign. Dr. Sign. Dr. Sign. [ Dr. Sign.
J
Name & Signature of the Doctor Ress oss o | pa
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign
Additional Instructions: ose pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS \
" i Dosage & Other ;
Date Time Medication Instrctions Route Signature Nurses
X\’lﬂf"\w‘n . 0 Q.—‘t\f\‘r&\.\a\b’\o\ o Q .u\-\ 3 AL & (Jt)\\#&"k
Al g }(\4\' < uLLaLBd
VA \ooA NN
|
i
[
|
|

Page: 3/4
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BAH-00629749 IP5-00176177
Mrs B RAMA PRASANNA
10-D6-1992 34yomM3iop {F)

Dr. KIRTI REDDY PATLOLLA I.V. FLUIDS CHART Welght ...coovineia Ward. .......ccoooerivnne.
Nurs
e s T o [ |
i w(}?p &
(‘}0 & QE?:OC« e e 9 ZAE N, &
N

\ S
§‘ )}\/0?-3\ N (VS P Pe i
\

Page: 4/4
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AH-00629749 PEIITENT!
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'f:n:-mz Pﬂhi%{imw " : Raing%w'
Y . . ™
r, IRT RE0T Il \\\\\\\\\\\“\\ MULTI-DISCIPLINARY PLAN OF CARE FORM Children's | & BirthRight
N Hospital _ | () zmonein:
Diagnosis: (5221 ad :'51\—'45 Q'lig
Y ¥
Date
Time | Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
L& Medical _Lnitial i P T - &=%K Ml s "Nursing
e HESRNE . e
\O\W‘qﬁ, O Post Op Dt &% b MJ\ e\ b Ldean
I Medical 0 Iniial b il | Kﬁﬂy-c@—‘(’o Jpo— pzsvf(’&_o_&"% o Medical
w%ﬁ%ﬁmg [ Modified E,;;f s i) 4 1 Others:
ST ers: O Per-Op : 7{:97 o, o e
\0 f‘{[’OSt Op (Q’U_E\K 9/ a’ EG\SM SQ,Q&:LM» Sub_awg"——
g :edi‘cal -} B Initia.l‘ ‘ " [J Medical
1 Nursing 0 Modified - : I Nursing
) Others: ' Per-Op [ QOthers:
O PostOp g
) Medical O Initial [
. [0 Medical
Pkl g _;ﬂmﬁ_ i _D Modified 0 Nl?rsli?:;
(J Others: oPrpr—r O :
B P T ) Others:
O PostOp ’ B . 5 e e | S-S O
J Medical O Initial
) o [ Medical
E g:hrsmg O Modified 1 Nursing
ers: O Per-Op CJ Qthers:
Ol Post Op :

Docu. No. : RCHBH /FRM / CLINICAL / 040
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INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

,ff{,,_’-
Rainbow® ) e
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. ﬁ;ﬁg—ht to a Safe Delivery

¢ tient / Learner Literacy: [ Read [ Write——=-Speak— Willingness to Learn: [ Yes [1No~  Healthcare Literacy: [JYes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights i) e S SR PR AL | (W T
Part - Il
Use codes from the list in part Il
) Need . ; Designation /
Date Time Identified Information Taught e F Comments Signature
Person Taught Teaching Tools | to overcome | Understandini
' Barriers a barrier/s 3
- 1% Coma Fhan v Poa iy K

\e\\ \-..\, ? \ W ‘)T \ o) \ l

& | SN :

A5 > ( B xL«JU—«OQ\i;

1O 1 ( — :

b

DhldeIon (akwo

( w[@;Qw}S PT

—

Part - lll: CODES

3. Emotional Barriers 6. Desire / Motivate to Learn

9. Cultural Differences

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver LR T U S R RS ot L A
Learning Barriers:

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T IS DR CH L e s T s

12. Impaired Vision/ or Hearing

2. (Obtain translator 4. Teach Family / Others

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs AR T B R s L e e

6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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OBSTETRIC TRIAGE AooESSMENT FORM

BAH-D(}B
Mr rs 8 29749

B Rama P
1005.,992 RASA~ 5-0017517,

N

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the Jitte.

Date: \0\9\9’&’ .......... Time of Arrival: .....1{)./.‘:5;.& ....... Time Seen byir Nurse: \1‘;)0,4
1) Level of Consciousness: D—Cﬁcious [J Semi-Conscious O UnConscioueﬁ
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / ‘;eaking Water PV

[J Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor

[J Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement r/Elﬁher Reason: ‘ ............................................

3)

4)

9)

6)

Docu. No. : RCHBH /FRM / CLINICA /098

o i
Vital Signs: Temperature: qﬁé’ Puise: .80... RR:.22.. spo,:100.... Br\‘ou% Weight:ﬁk%....

Gestational Criteria:

Gravida: G 9 _ P L | i) .

LMP: 9,33\\@\3’5 EDD: %\Qr\')/c’ .............. Gestational Age: /2;3"&5%%‘5 .......
Uterine Contraction C/E”ﬁs [JNo | CJNA | Onset Time Frequency:
Membrane Rupture COYes | CONo | CJNA | Onset Time Fluid Color:
Vaginal bleeding (OYes | CONo | CONA | Onset Time | Amount:

1

Pre Eclampsia Symptoms | [J Yes | CJ No | CJ NA g:;ﬁii%%ﬂg;?%d;icﬁg/ Visual Symptoms /
Good fetal Movement wﬁ O No | 1 NA | 'fNospecify:

Pain Screening: Numerical Pain Scale (NPS)

|
W . W | | | | | | | I
| | | 1 | i I | | I 1
0 w 2 3 4 5 6 7 8 9 10
No Pain o ‘ Worst
,S\Ro_gw possible pain
« Location: .} W@ ...................................................... AT IR CE sl S
|
« Duration: ... Q,J"}p ....................................... Days / Weeks/ Months (Strike out which is not applicable)
« Character: ..\... 3-9 ............................................................................. RSRSRINEE ~  TT O
e It e e Rl Sl T B i . N i ‘ .....................................
b IRV TRy L. o oo Dot v i o o b o e A e ST ST et | ......................................
Past History:
a)  Surgeries: ..... ’H’Ors & ‘
b)  Medical: .....: c-aL H:?Jef BOP COU“S” 3 i | f‘*rdbf C
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[-Yes

wrs B 34
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Dr.

1992
am REDDY

1, aucrgy:

F)

0,

8) Current Medications: [ Prenatal Vitamin VD—ND{

9)

one

Prenatal Medical History:

1 Chronic Hypertension
[J Gestational Hypertension

[ Diabetes

[J Gestational Diabetes
[J Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

] Cate

ry I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
egory II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
L1 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)

i ﬁﬂnem Birth
/]

Suspected Pre-term
Labour / PPROM < 37
Weeks

Signs of Active Labour
> 37 weeks

Signs of Early Labour/
SROM > 37 weeks

Discomforts of
Pregnancy

Seizure activity

and / or headache, visual
disturbance, RUQ pain

Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
" Mild hypertension
Hypertension > 160/110 >140/90 with/without

associated signs and
symptoms

Abnormal FHR tracing

Atypical FHR tracing,

abnormal dopplers
o Assessnmt Non-Fetal Movement Diseased fetal movement '
Others » Acute onsite severe + Major trauma = Abdominal/back pain « Ongoing assessment | » Anything that does not
abdominal pain + Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
« Altered level of » Unplanned and pregnancy (for hypertension, blood| ~ mother or fetus
CONsciousness unattended birth » Flank pain / hematuria work) - Cervical ripening
« Cord prolapse « Nausea /vomiting and | . Minor trauma (minor | » Out patient placenta
« Severe respiratory /or diarrhea with MVC/fall) previa protocols
distress ; suspected dehydration | « Nausea/Vomitingand | » Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) o + Rashes
) 0
Time seen by Doctor: U’/pﬂﬂ

cmvk ——
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| _STETRICS / GYNECOLOGY |
NURSING INITIAL ASSESSMENT FORM

Date of Admission: \_n)p)\‘)#é |

Baseline Information:

\
Admission From: O ER 1 0PD CB‘MUn Desk O3 Others, SPECHTY .......[.....coccoummrrnssscsssscsisnn
Primary Language: C}Télug/u ..;Zﬂsh ] Hindi 1 Others, specify ....... Rl A
Do you require aninterpreter? [ Yes C,}N( HASBOBOIY .o k... o 2 s e s ot b bl a5 |[ ....................................
Source of Information: ';,Paﬁent 1 Family B THErS. SPBOIY: ot s i i -
i
Allergies: Yespf,)lm/F} Medications L1 Blood Transfusion (] Food mE T SEEERR e SR
RVBE IO ... oo siads b ks S s e 545 b NSO D AMDIADIA Y s sos A AT s ks g e v
[=]
Chief ComPpIAINtS: .............cccoccccoevevevcciiecis ‘.,OSJ?Q.SLW ............. Doctor Notified on AdmISSiOIL_.»A"I{es INo
/wé—gﬂ\\ Name of the Doctor: Dﬁf(«ﬁﬁ‘afaﬁm
................................................................................................................... Time Naotified: ....... 4o 0l A S s
otifie i
Past Medical History: Obtained From [ IPatient [ Family Member [ Medical Record [ Othe% (specrl{) ..................
Past Medical History

Past Surgical History Previous}Hospilal Admission
|
\

& goe : |
M%/ Y |

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

MREIBITUAL HISIOTY: .....ocviionisiionismmsibbanansasss Caesarean Section:% [ Yes ConnaceptiveqL: CINo [JVYes
Cervical Cerclage:ozﬁ | Yes Vaginal Disch#rge: ONo [JYes

Onset of Menarche: ... ¥ ... Y.............. Ectopic Pregnancy:ZKJ Yes Post-Coital Bleeding: ' No [] Yes

Menstrual Cycle: E?’@ar [JIrregular | Myomectomy: CONo [Yes Infertility: | CONo [JYes

Last Menstrual Period: ..............c.cccccoueevn Others: If Yes Type: ‘h’j Primary o/-88Condary

Obstetric History: G ... B L s TPIRE £ e A....} ..... I ...............

L TR e M S < SRRSO 5 S DU 10

Current Medication: [ None _2(%5, If Yes, Fill the reconciliation form

Family HislorULNomalities Detected

(] Heart Disease [! Hypertension [ ] Diabetes  [! Stroke (] Seizures [

idney disease

o e e —

[J Liver disease B I e PRV WL R e s L 4 ............................................
Vital Signs / Measurements:  Temp: &b T HR: ..R€4. RR: ...
B DU weight: 9,0 e tieight: ’:{ ..... BMI: S
Pain Assessment:  Pain: LQA‘es/ INo (If Yes, complete the Pain Assessment/Reassess}nentForm)

Docu. No. : RCHBH /FRM / CLINICAL / 151 I‘ (PT.0)

|
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General Appearance: ‘_/Qﬂﬂaarthy L1ill looking L] Anxious [ ] Agitated L S ()

IP5-00176177

PHYSICAL ASSESSMENT

Fall Assessment: | | Yes )’Zﬁ Score ‘)ﬁ; ...... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes }f( Score ()/{J ........ (complete the Braden Q Sheet)

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

(] Mobility problem 1 Walking Problem /EVI@normafity Detected
L Developmental Delay - Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: T No Abnormality Detected
(] Overweight e LI Poor Appetite > 3 Days -1 Needs Therapeutic Diet.

[1Under Weight ! Diabetes Mellitus LI Hyperemesis Gravidarum

Inform corwant for positive criteria

PSYEHOLOGICAL SCREENING:
L] Calm & Cooperative L] Restless [| Depressed [ Agitated LI Confused

Inform consultant for positive criteria

Cultural & Spiritual Neem CINO if YeS SPECHY .........ovveceeeecrcnnre e eeseesnennnna: ...... Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single W “IDivorced T Widow

2. Special Habits: Smoker: [ Yes C/Ne/ Alcohol Abuse: [ | Yesc;up// Drug Abuse: [ Yes [ INe—
Social History: Lives With ......................... ’%a-&-q «9—1.5 ........................................................... TS -

Orientation has hezlrgiv}egarding the following aspects:
Call Bell in Reach —T"1 Yes [ Waste Disposal Explained: ==Yes [ No

“‘{s_ No ] Others

Infusion Pump :

+es [ INo Hand Hygiene Explained:
Above information givento ........... _,..LH_‘,\ ..... ﬁ' .......................

Nurse Name: ........... Sv» .....................................
Date & Time: .................. [ %Lw
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIM

e
Rainbow’ ’ e
Children’s (L BirthRight
Hosplt I .
takes a lot to trea the littie. Your Right to a Safe Delivery

Date

Time 849

10

11

12

> 30

RESP >1-30

(write rate in

corresp. box) 11-20

0-10
94 - 100 %
<94 %

Administered 0, (L/min.

40
39
38
37

Saturations

3 dway

36

35
<35

170
160
150
140
130
120
110

100

ajey Leay

90

80

70

60

50
40

190
180
170
160
150

140 _/

130 -+

120

110

100

6410

90
80
70
60
50

130
120
110
100
90

—
anssald poojg jo1shs

80

70

60

<
ainssald poojg Joiselq

50
40

NEURO Alert

RESPONSE Molce
[v] Pain
Unresponsive

URINE
mls / hour

Protein + +

Proteinuria
Protein > + +

Lochia

Heavy / Foul

Clear / Pink
Green

Liquor T T T e S T S e St T S s See? ey, <o ettt ot TRy serteed Seriomeesr = <o Termsprat tomo eyt

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

& k.
1 Yellow Alert :
Repeat Observations
in 30 minutes
o J/
e o 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N2 . &
(
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
2 J

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

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

<P\

1 fDate

104-13 -3} f-2ad- 3t} 54 G b b8l O dd0 431 2R} 1L | 2.0 34 5[ 6] 7

w0

Time | 8

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dwa

40
39
38
37

36 LA

35 | o
< 35

aley Meay

170
160
150
140
130
120
110

100

50 @

70 L il

60

50
40

b
anssald poojg J1jo1shs

190
180
170
160
150

140

130

120

110 f A
\

100

90
80
70

50

-
aInssald poojg 1|oiseiq

130
120
110

40

NEURO
RESPONSE
1]

Alert
Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\ v
@ Nola i g
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\& ¥ N p

e N
> 2 Yellow Alerts or = 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

\_ Y,

* The Modified Early Warning Score (MEOWS)
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Rambow
Children’s
Hospital

It takes a lot to treat the little.

\\

FLUID CHART|

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

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
X |
J
|
|
i
\

1. All measurements in ml.

. |
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake an’B output
|

Total 24 hrs. Intake

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

_ i . _ Output vV Site |
Date | Time | Naure Route NG | Diarrhoea | Vomit | Drainage Urinq oniebits | Sign.
of Fluid Score | Nurse
Mouth | 1V | NG l'
0800 am (
09:00 am | f
10:00am A J'
11:00 am ot f
12:00 pm . J'
01:00 pm i !
Total Intake : \ Total Output : l
0200 pm % |
03:00 pm ? f
04:00 pm ANy I
05:00 pm 7| |
06:00 pm ! l
07:00 pm \ |
Total Intake : \ Total Output : f
08:00 pm X f
09:00 pm N |
10:00 pm l
11:00 pm N [ :
W 20am| YL | sl 1 00, 1 10
0¥ Joro0am | A 16O ? Wai
Total Intake: okl ’ Total Output: | puyeiSd
0200am| D | eyl 60 o | o)
0300am| o L |7 '“,’6"' O Pk P
»X}}M:O{]am Q/(/ P |0QJI/ f JL/— 5
M7 Tos00am| | WP My ] sl - P
06:00 am 90 % e o
07:00 am N T vl T
Total Intake : ——& e Qc,()\/ : Total Output : 35
e 50— 1
el Total 24 hrs. Output 6&1 Mf}j‘
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I FLUID CHART G & it

\%

It takes 2 ot to treat the Re. Your Right to a 5afe Delivery

Sheet No. ;

e
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.

el Intake |
Thrombo- »
g 1 t;‘lfaFtIl:Jri% Route NG | Diarrhoea | Vomit | Drainage | Urine | Phiebitis g:gge

Score
Mouth LV N.G

ogooam | —3 {3 L iy
09:00 am P ‘ QM

10:00 am }QFDQ

11:00 am
12:00 pm

01:00 pm

Total Intake : _p1 | Jo Total Output : ﬂ]/\_)}(\ Y
0200 pm

03:00 pm

04:00 pm Y

05:00 pm

06:00 pm

07:00 pm
Total Intake : Total Output :

08:00 pm
09:00 pm

10:00 pm
11:00 pm
12:00 am - i . ..
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am ¢
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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H BY RAINBOW H
i IIIIIIIHIIW CHECKLIST FOR THROMBOPHLEBIIS Hospital _ | () romemiesinus
”m .‘ Gl A @
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E N M E N Remarks
- No signs of phlebitis /
1 IV site appears heal_thy Obsarve clil 0 D @
One of the following signs is
9 evident : Possibly first signs of phlebitis "
* Slight pain near the IV Site / / Observe cannula >
* Slight redness near IV Site bt
Two o_f the .followmg Signs Early stage of phiebitis /
@ < s Resite Cannula 1 e
Pain at IV site Redness o5
Qyi(?;? ? Tolowing hmap Medium stage of phlebitis /
-4 | pain aiohg Path of canmila Resite Cannula Consider 3 —
Redness around Site Swelling Treatment —_—
A o te 1oiwing SINSAME | pqvanced stage of phibits or
5 Pain along Path of cannula the s_tart of thrombopl]lebms/ 4 i
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment s il
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5 s R N S
around Site Swelling palpable Igmateltreatment s gl e A R oty S
Venous cordpyrexia annuR e AR T ey
Bl . Signature of the Nurse gu@ﬂ\

NOTE : Phlebitis 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 Chargg :

Signature : ...............

Docu. No. : RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :
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Morse Fall Risk Assessment Form

W

N

Rainbow® i

Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Total Morse Fall Scale Score:

Signature

79
.Sw«a«-&

;_4/\_26/—\

( st L\%:{I

: , Date / Time | \QO :

Choose Highest Applicable Score from each Categor Ate— i i

g pp gory S ] 93% 4/ \ Fall Risk Grading

History of Falling Yes 25

(immediately or w/in 3 months) No 0 A Risk Level Morsehl;:lsl Score Action

Secondary Diagnosis Yes 15 B (MFS)

(more than one diagnosis) No 0
Furniture 30 Standard Fall

! Low Risk 0-24 :

Ambulatory Aid Crutches, Cane(S), Walker 15 . Precaution
None /Bed Rest /Nurse Assist 0 &

IV / Heparin Lock or Saline :"S 200 78, ﬁ Implement

0 Moderate Risk 25-50 Moderafte Fall
Impaired 20 Prevention
vention

GAIT / Transferring Weak (uses touch for balance) 10 icady
Normal /On Bed Rest /Immobile 0 0) implement High
Forgets limitations 147] o Risk Fall

Mental Status = _ i = Prevention
Oriented to own ability 0 A gl

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

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

O airs with arm rests

] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[] Assist and/or supervise ambulation. Reinforce to always call for assistance

ety check

[] Assess patient after visitors, leave to ensure safety measures in place
igh 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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Your Right to a Safe Delivery

. Pain Score i * " Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
4 %wq () Continuous T Aute (] Sharp (] Dull 1 Increasing | [ Yes Tl ! oo CQ_‘,L__\
qu/é l')/\*grft\‘)* Ol \\ o n .- L1 Intermittent | (] Chronic 1 Aching (] Burning | [ Decreasing | [J No (6t }_Q\f@-‘)”d?‘u SLU,_OD«_Q&\
£d "
bé L1 Continuous Acute (] Sharp (] Dull I Increasing 1 Yes Q
\ﬁN 2P o] o ’r&o L) Intermittent | [ Chronic () Aching (7] Burning | (] Decreasing | [ No s Quear b—
JO ] Continuous | [ Acute ] Sharp ] Dull L] Increasing L] Yes Q
\’DN)’ ’6"(“1 Q) \\b ailok 1 Intermittent | (J Chronic CJ Aching (] Burning | (] Decreasing | [ No Ny Qu R
' L] Continuous | [] Acute (] Sharp (] Dull [ Increasing [ Yes
) rlo | .
103%\')/ 2r O‘ o Dcfa\ LI Intermittent | [ Chronic () Aching () Burning | [] Decreasing | [ No M“ LT o2
N
] Continuous | 3 Acute [ Sharp [ Dull L] Increasing O Yes /&n
1© 0/0 O, Y O Intermittent | 1 Chronic [ Aching 7] Burning | [ Decreasing | [ No : ) S,
G L A
/ [ Continuous | [] Acute . ] Sharp (] Dull L] Increasing LI Yes
"1 Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [] No
L] Continuous | [ Acute C1 Sharp [ Dull Ul Increasing | .[] Yes
] Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
) Continuous | [ Acute (] Sharp [ Dull I Increasing U] Yes
L] Intermittent | [ Chronic (7 Aching [ Burning | [ Decreasing | [ No
RS — o Lo, S 5.l (] Continuous | [ Acute ("] Sharp ] Dull L] Increasing L] Yes
T Intermittent | [J Chronic | [ Aching [T Burning | Decreasing | —1No
[ Continuous | [ Acute (1 Sharp ] Dull L] Increasing L] Yes
L] Intermittent | [ Chronic (] Aching ) Burning | 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 b)  Then every 4 hours.
€)  Prior to pain pain- relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL /152 eTm



Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

| |

| ] l
I 1 1 I I I 1 1 I 1
0 1 2 3 4 5 6 8 9 10
No Pain Worst
Possible Pain

No Hurt Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whole Lot

OB D@D

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY ¥
0 1 2
. . " Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenctied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and ! g
Activity m[‘,',,eg ﬂasuy" ’ f;th' 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)
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 Apprupﬁate Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés 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
apnea

baseline with stimuli

gestational age

5a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator

o L TS
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1t takes a lot to treat the little.

NURSING CARE RECORD
Date: ... | N ...

- 1 IJ 06-1 992
REDDY PATLOLLA

i Il\|||ll
Shift: [ Morning [ Afternoon c_—HNight
............................................................. a:a’\ecc&’a -?rﬁ’,
] ImproveActivity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
1 Early Ambulation Reduce Anxiety ¢ Patient-&Family Education

T T e L I NN Wl IR T ML 17 e S S e S I

o | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort [J Maintain Fluid Balance
E [J Maintain Personal Hygiene [J Prevent Infection CEI/MeerEﬁﬁinaﬁon Needs 1 Ensure Safety
S | [ Identify Potential Complications e L L T
Time Plan of Care Time Implementation Evaluation
-
o S to pE /. Pe ®
COM

b 650 9 o @&m&%m, S

A
A
doon [~ YR A SPM | NdeT
@/W B 4
PRI - o gl % o A T
Af?“"l M’P'}F( E EO%JVWQ_&?

S
o > Sogd— At 8’2&“ v 303‘:9"1’95’@:9:‘0&@&@
-—/0\.%&,%

\ M ]
ANTED M-—Q&"L (( 04-5‘(‘;\—‘& “%—
- K—C@O-Q._

: 2
Nurse Signature: ..............
Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD

i ] L

Rainbow® . =
Children’s (d BirthRight
Hospital . Y BACH ORI S

ittle Your Right to a Safe Delivery

It takes a lot to treat the little.

] Afternoon

1 Night

[] Improve Activity Tolerance

[ Maintain Good Nutritional Status
(] Patient & Family Education

Assessnient: e e L e P R e
(] Maintain Skin Integrity

(] Maintain Airway and Oxygenation

[T Relieve Pain & Discomfort

[] Maintain Fluid Balance
] Meet Elimination Needs

[J Ensure Safety

[] Early Ambulation Reduce Anxiety

ool

wa\% \J\M
e g
g dou (g=rer)
o

rNJ

é ("] Maintain Personal Hygiene [ZJ Prevent Infection
© | [ Identify Potential Complications T R WS- | ST R S g SO e
Time Plan of Care = o Time Implementation 5 Evaluation

S e Yo PC G
o | f3d0s e pE o) 5] pas e e PGl
A

| \ o ( A e fod of 1€eof o ..
‘ pE 18

] Bo@u”c}m\m/\o@fv

AJCT Q(/K—»LA_,\

.................................................... o e e

Nurse Name: ............ ,J ........................................................

NUrSe Signature: ..............ccc.cooe.... B il

Gun
- ‘ /
Re-A MBS, ccicoeboni st e oo e e Y g G R G S A S S g e s S s o Gl oo gls s e plornd foefistsassctems i senss
YT A o 7 S
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Your Right to a Safe Delivery
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Treating Doctor: ... DR ke Bl L. Date OF AGMISSON: 1%
E Diagnosis: ’ES \«5’ 5 Any Infection: [Yes NG~ 1 Not Known
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2 | Area L
= Shift Time |
% Medical Condition .
= | (Any special condition to be noted): &)/

Allergy: O Yes&l'ﬁ O Yes El’ﬁ OYes ONo|CYes ONo|CYes ONo|OYes CONo
Tubes/Drains/Catheter: 0 Yes (A0 | O Yes Dﬁ OYes ONo|OYes ONo|CYes ONo|OYes ONo
Vital Signs: Temp: AR | Qo
o Res: :)70 '
= Sp0,: | | o0 O\C\f 1
i Pulse: | &6\ bW
2 BP: [l [ W0 (2]
Fall Risk Score: | pub)
Pain Score: |y . [ .
Safety Needs: SQ%B b djjj\
L Physiotherapy | Yes®&rNo | Yes TNo | Yes ©No | Yes 01 No | Yes CNo | Yes £ No
=
=] e i
5 Others Specify: v&/ r@@l/
£ Special Diet: | O Yes-tTNo | T Yes C1NG | O Yes C1No | O Yes C1No |0 Yes CJNo |00 Yes O No
E
& | Other Special Orders / Medications:
0=

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature : L \

Date: “ NI © \3‘\\1‘

Time: ~
1124V

Taken Over By Name :

Signature : @/l

Date: \© \Sjﬂt

Time: Q(\u'\
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E Others Specify:
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INFORMED CONSENT FOR VAGINAL BIRTH  [|[[[[IININIINY ooz

Patient Name :\J\% W Qe \hkﬁ'&&oﬁma UHID No : = ~006 297 LS ;

BAH-00629749 }‘ IP5-00176177

Gender: [ Male [Fémale Date:..k?..\'.‘...\?ﬂk@.s ..... AT (T PORION AR s

.

| hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

¢ The purpose of this procedure is to deliver the bay vaginally.

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

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incisidn under appropriate anesthesia

may be necessary.
\

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

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

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

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

Name of the Doctor performing the procedure: T T~ w“ E

Consentee : Patient Attendant :
Signature : JQQAM»P?DA-{/’— ....................... Signature : ......... N B P B Q;w%w

I Gl s ot el el it ¥

Date & Time - ‘Qb(v&,“}’o ......... Relationship with Patient: .. l\/[@t@r
Date & Time : ... \x llﬁ%

Witness : Doctor (who is-taking the consent) :

Signature : ...
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