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Registration Details :

Admission No : IP5-00175895 Admit Date :02-Jul-2026 Admit Time : 11:10 PM UHID : BAH-00584583

Patient Details :

Patient Name : Dr. TEJASWINI GANNAMANENI Age :35Y0OM9OD

Guardian : Dr. SRUJITH NALLA DOB : 23-06-1991

Gender : Female Religion : Hindu

Oc~upation : Martial Status . Married

Acdidiess (i) - VILAA NO. 319,PALM MEADOWS Kompally Phone No : 9966418666/ 7842952195
Hyderabad Telangana INDIA 500014 E-mail - NOMAIL@GMAIL.COM

Amission Details :

Bed Type : SHARED WARD Bed No :SW 414 Ward Name : 4F-BIRTHING CENTRE

Room No : SW414 Admission Type : First Visit

Contact Details :

Name . Dr. SRUJITH NALLA Relationship  : Husband

Ceatact Address  : VILAA NO. 319, PALM MEADOWS Kompally Phone No : 9966418666 / 9966418666

Hyderabad Telangana INDIA 500014
”~
@ . Andge—

Signature

Doctor Details :

woctor Name : Dr. SHRUTHI REDDY PODDUTOOR Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

To-Consultant

Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY
Printed Date / Time : 02/07/2026 23:12 Printed By : 017494 Page 1cf 2
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PROCEDURE
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Tt takes a lot to treat the little. Your Right to a Safe Delivery
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Presenting Complaints LMP: Lpl0- )5 EDD:

/fm 0L Corected EDD: 19 726 aa: 361
Obstetric Formula: Menstrual History: Regular : \%s D/(o
it Hostﬁgq Obstetric Examination

G W P &WP ks Fundal Height: Terw

%w%ufmwm gmﬁ U Actviy: ARelaxed  CIMid  [IMod [ Severe

Preseg; Pregnancy Record: L|quor { Adequate [] Oligo ] Poly
% M PP: \Erfephallc (] Breech Others

Shott 3- “pret M%d Fifths Palpable: Yly
RISK FACTORS{ L™ PP, IVF “W{"w"’ CiMémal (] Tachy (JBrady [JAbsent
7 Tl ot

X ‘.V_p D%“%fotwd . 96ukd,  Per Speculum Examination notene
< @)D&MMM 7, 7% Draining: []Present [] Absent [ Bleeding

HU PW Colour of Liquor: [] Clear [C] Meconium [] Blood Stained

¢ ch[ @ ;crina xamination
i WMﬂ 3%95/1/- Vaginal E t

1

Cervix: [] Long /I:’] Partially effaced [ ] Effaced
Height: [5:) cm
Weight :I«Lr:} kg Os: Closed Dilated &fﬁ“?w_
A"el’gieS' ................ h 1mﬂ ........................... Membranesl .DPresent I:I Absent
Breast: AN | [CJAb I
- e s Liquor: (] Clear [] Meconium [ Blood Stained

General Examination: ffdﬂ |
Consciousness: ¢4 Pallor: eppumt Presenting Part: __+Vertex [ Breech (] Others

lcterus: ooyt Edema:  olouatl  Sutton: O-347-2 O-1 00 O+1 O +2

Temp: a.bUlY\ s QOQ'W\, Pelvis: _¥Adequate [] Doubtful
- 95[p WWS‘?A

ovs: ¢ RS -Bl¢ m/@s@ /
Liver/Spleen: N o0 rine Output: Py - aq"/.
- DIAGNOSIS wawl ----------------- e SRR <

Cfa*”fl\ 3@’” aOKO, IVF aMC'-P} l'tj(pOﬂ«ﬁWt'd) 6‘9MMW&J—/§
oy rilage ool | I L i

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



BAH-00584543

IP5-00175895
Dr. TE Asw INI GANNA,

MANEN]

R

il
urgical Histo 2
amily History: A Dy . frosopte pdhﬂ?’
Family History fathuy -DM Cc%fa‘*’rm) MLJEW‘", z,ﬁ -
Sl Med|catn0?{:I‘ﬁs‘;fm{L‘L_‘f“d&!—L
edical History:
3% g ryK]c[o Hypotingme wm%ﬁw
-
Investigations: iy
Plan of Care':M:m 0 }UWM
- @l 0 24y
Ut Mty —cop- 1, &80
-NST ow MM% vorals M 2[*} flﬁ’d!uc.
- S . Joc 0 L6 ot g5 thoter, CCP
B vogral, gep >

I pm%j
P edliéef i

ieen -

N T Sean '@
Fli- ko ke

Doctor Name:

Signature: ........cccoceeeperrenenn i

.&.(.%!./A..ez.....@......n/zm

Date & Time: ......

Consultant Name:
SIGNEHIY i s
Date & TiMe: .o



|P5-00175895

BAH-00584583
Or. TEJASWINI GP:;:A::':?:; -
[ 23081991 Y oOUTOOR

\\\\\\\\\\\\\\\\ll\\\l\\\\\\l\\\\\l\\
DEFICIENCY CHECK LIST OF CASE SHEET
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Rainbow’ : il
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet g
2 | Discharge Summary —W\ i %N
3 | Nursing Initial assessment ¥
4 Patient Transfer form X
5 In-patient Medical record 5 £ih
6 Doctors progress sheets ~
7 Nursing plan of care and handover sheets PANET W
8 | Consultation sheet L TRE]
9 General consent for treatment )
10 | Consent for Surgery | 2
11 Consent for blood transfusion
12 Consent for chemotherapy
13 | Consent for high risk 7 KA .
14 | Consent for Restraint Lt
16 LAMA consent
16 Consent for special procedure / Sedation i
17 | Consent for Formula feed ok
18 | Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) )
22 Neonatal Admission/Delivery/Physical Exam | , %
23 Medication Reconciliation \ i
24 | Emergency Triage record N |
25 | Pre operative check list \ A
26 | Surgical safety checklist e
27 | Operation Theatre notes \ #
28 Nurses clinical Presentation \
29 | TPR &BP chart W
30 | Intake and Out take chart (fluid chart) el X0

L. 31 | Drug chart (Regular Prescription) e |
. W8> | Investigation Values (result sheet) \
\ 33 | Nebulization chart
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 o
| 39 | Bed side check list i
40 | PICU bed formula Dilution feeds
\41 | Gastro monitoring chart ¥ 1\ O\~ ¥
12 | Rch ED doctors note e i -
3 | BP Monitoring chart SRt V. ey
RBS monitoring chart (| 2 P
h 3\ e \ / /(/ — 4 ﬂ
; B T o
Total No. of Pages // U / i \ X Sl
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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 : .

f'.

DATE : 7 SIGNATURE OF MRD INCHARGE / EXECUTIVE
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DRUG CHART
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Rainbow .
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Children’s .Bil"thRighf

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: ...... }]}[% .......... Drug Allergies: ........ccoceeene. A”ﬁpﬁ ...................... jfnﬁt.known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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)
: Datey
DRUG : Tige

Dose Route [ Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

¥

Tirvne

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

A

Time

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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\\\\\\\\\\\\\\\\\\\\\\\\\\\|\\\\\\\ SIS

1\
DRUG: [0b THYRoNORm_ |DateRiy N

Time
Dose | \Route |Frequency [Start Date| (X v
Sorey R\ Jowe |8 YK
3 r ) g/
Name & Signature of the Doctor %/y -
Starting the Drugs: ¥

2\\1\; Q\ARQ.LAUI 5

Additional Instructions:

L 4

Daily Doctor’s Endorsement by a Sign

DRUG: 1-PARACCTOINGL  [pacial4

Time !
Dose | Route |Frequency [Start Date|\y ,
g | od | O [aap6 ™7 [T, L,
Nakhe & Signature of the Doctor 0 (%4
Starting the Drugs: y Ay
rx SUABTRND "QL— I

e | A ey .
Additional Instructions: o | ] (] 4 )

gﬁ ol LA H

[ . i A

o \ a0k |14 1] S
Daily Doctor’s Endorsement by a Sign Vi ; Bl 1Y
DRUG : 1 mucto¥ R ( T thit X2

Dose Route | Frequency |Start Date|

B0 wf ovad Ry | 3802 [ |

NambJ& Signature of the Bdctor

Starting the Drugs:
My ceAmoR gz—f—
e ——

Additional Instructions: v

A J)é

P
Daily Doctor’'s Endorsement by a Sign 1

S TR

DRUG : T- TRANADS TDi?rt]% “’h§
Dose Roztg Frequency |Start Date| —
woved | 0X ‘E\M] A :b,’("\ X l
Name*& Signature of the Bbctor \

Starting the Drugs: Q f ol N

N sunrnp e
;__—-—""_"_'—.___
Additional Instructions:

S

Daily Doctor’s Endorsement by a Sign
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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 P

2)\1\7" Time | 8 |9 [10|11|12]1|2|[3|4a|s|e|7[8|9|10]11}12) 1|2 3| 4] 637

> 30
21-30
11-20
0-10
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<94 %
Administered 0, (L/min.

40
39
38
37
36
35
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TOTAL YELLOW SCORES 1] o
TOTAL ORANGE SCORES £
Nurse Initial ']
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Repeat Observations
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Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
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Obstetrics and Gynaecology
Early Warning Signs

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 e
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
2 B <
., 93
: > 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
monitoring

%

* The Modified Early Warning Score (MEOWS)
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Early Warning Signs

[ o

Compléte a Full

s
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_

-

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Set of MEOWS
Observations

R =

Observations
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\

J

-

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

\

* The Modified Early Warning Score (WEOWS)
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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.

" Output

IV Site

" Nature
Date Time of Fluid

Route .

NG

Diarrhoea | Vomit | Drainage

Urine

~1 Thrombo-

phiebitis | Sign.
Score Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

1 11:00 am

12:00 pm

01:00 pm

i

Total Intake :

/ Total Output :

02:00 pm

03:00 pm

04:00 pm

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

o

01:00 am

Total Intake :

~ Total Output :t/

e

02:00 am

03:00 am

04:00 am

05:00 am

Z—

06:00 am

07:00 am

\/

Total Intake :

o

Total Qutput:{ / — 2 »

Thlaﬂd hrs. Intake -
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

b0
e e | T
Date | Time gfaéﬂ]ri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ﬁ‘ﬁge
Mouth LV N.G
08:00am| - A & o [l
. \Qﬁo 09:00 am PR 4 — — {xpe PRI
%} 10:00 am ol c = - H bl
11:00 am 8 [Fowl! st 1 e e A I
1200pm| \oow) — | |= A 4L
01:00 pm [k ] X | £ w8 e e e LR [0
Total intake:  O) N\ | l Total Output @M
w0 [ FOF T , B 20 M
wto | sl Ao b L A
0400pm | Qubt| \ 0 [N
§§\ﬁa 05:00 pm [ adA [ Ao | S T J| ©
060pm |” Gyl / | 0 lf
oBim] < IM Vool Lol | 2 I
Total Intake n\w 7 A VI \ Total Output : y) ,§0» :
so0pm| @1 [N [foomt \ l L
09:00 pm 3 ' o ) aq J
10:00 pm @) Do 'K {
g\?‘ 140 pm Sk i 4 oy O
| 1260 am N\ | 160" \ Ree ]
0t00am| N \ o) '
Total Intake : Qo Rexplpr~t Total Output : )~ X M @A
02am | a
0300am | o1 | &0 ®
0400am| A,ﬂ""\ N
05:00 am O F e
o00am | @ | {2 & h)
07:00 am ﬂ r
Total Intake : - ¢ % Total Output :

Total 24 hrs. Intake k — bQ) 0 M Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

ke O
Date | Time Ul\%a;ﬁ]ri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Pebitis &L%ge
Mouth | LV | NG

08:00 am gae ¢ _|ALle,

0900 am M0 [ o © @

10:00 am / \f © A0

11:00 am - /"' D {:FU;/]

12:00 pm W ; /®) ﬁiﬁ

01:00 pm 0 AL
Total Intake : Total Output: ) ) ,’g'of dr

02:00 pm 3 ' _ 24| ~ L

03:00 pm A P —— ] ﬁ%%

04:00 pm [ ]

05:00 pm o i o |ddS

06:00 pm s L1 o '

07:00 pm e 0 g
Total Intake : Total Output: v} — O o -~ v

08:00 pm \ O [0

0900 pm 182 b l Wl P

10:00 pm ‘[.\ 0D 0, |

11:00 pm P T

12:00 am Hob v Ll A L

01:00 am O
Total Intake :  Total Output: | ) — N

02:00 am e N0 ¥

0300 am 9 b | 0 -

04:00 am b 0 W

05:00 am “y i O ﬂ?u:d:/

06:00 am b ' ViR E B

07:00 am © WY
Total Intake : Total Output : — Me 0
Total 24 hrs. Intake Total 24 hrs. Output U “’?N)'
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake i : B e

Thrombo- " :
Date | Time gﬁlr% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00'pm /
09:00 pm ’ i
.1 10:00 pm
11:00 pm ‘
12:00 am ' ' £
01:00 am
Total Intake : B Total Output :
S, | 02:00am !
" | 03:00am , i H
+| 04:00am
05:00 am ¥
06:00am ’ .
'| 07:00am
Yotal nthke: =~ . Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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It takes a lot to treat the littie.

. URSING SHIFT HAND OVER FORM - WARD
Treatlng Doctor: ..... D{S ..................... ’Z‘ ..... ‘1 ... Department: ...... D&f ........... w.ohess Date Of Admission: .

BY RA
r Rif

BirthRight"

INBOW HOSPITALS
ight to a Safe Delivery

o216

Any Infection: [ Yes ,,Q—N/ 1 Not Known

-

= Diagnosis: <6y , <} (gﬁ uofq) WE @L{)ﬂﬁplwfmf :
E Ao o Lutolia erc(ﬂjc thw(p thr .\lﬂd_ g i R O
(7] % 4 {)5( :
S | Area S oM 9 ) AT
g Shift Time > n° Vwﬁﬂ 3 ! & %ﬂﬁ
< | Medical Condition Ve | oY . X L
E (Any special condition to be noted): VOM : v@\v{' q‘w:}
ch\ ' >
DO
Allergy: ¥ O Yes 2o | O Yes mﬁo 0 Yes C14o m}s@ﬁ: [ Yes =+No [ Yes, 2" No
Tubes/Drains/Camet‘gr: O Yes Mo | 1 Yes =M |01 Yes B}Qo ‘éYes CINo J:Pe(DAN}zfes D—Nf
Vital Signs: Temp: | AT Q47 | ay Y (bl AR
. Ros: | 40 | ,0 Dhuo© 1M QOWT 10
= sp0; | 00 | ] [\ [ lee 0@, | oD,
% Pulse: | 0 i 0 "%.A/- O o -
2 8 [acléc [ aslst [adh [lop{gu [ \opQd poo\x—
Fall Risk Score: | 2¢— e *q <& ¥ Y
Pain Score: | 0 i Ty el
Al /" . .
Safety Needs: g&—“@‘% Q,‘@#ﬂ)}:‘ g% %m %\S@‘ﬁﬂg\g}j
- Physiotherapy DYes,Efﬁo 0 Yes CINet0 Yes JNO | O Yes [0 DYes/Dy;y{TY CINo
§ Others Specify: | KA O YAl WoT AWDt M
E Special Diet: 01 Yes o DYe; C1No [ Yes E@o O Yes [xNo | O Yes LiNeTT Yes p—No
E 7
& |Other Special Orders / Medications: g
@ : L
- U & five | W] il ok
Post Operative Procedure Special Orders: M/ @1 ,.\\P( %TW (}\@\'A [I\EL"’S
Handed Over By Name : m,&\ qjy W M Q/&&)\
Signature : (dr— Q‘\y’ 7% ,Lq : TP e
Date: LU\ %\&Q}" 1 a\nh® Slmf N B \.\X:ﬁ»b
Time: DA ‘g;_\QJ” gl gﬂn d(uf\ N
\, (S5 e loall |
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NURSIN SHIFT HAND OVER FORM - WARD
. Department: . 3% FZ,dO...f.) ..... Date of Admission:

Treating Doctor: 9\% ;\YM&

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

2wl

é Diagnosis: 3 q) * BF Any Infection: [Yes 1 Not Known
= Lﬁ% If Yes SpeCify: .........ccovvevevncrincrine
=
w
g Area
2 Shift Time ™
£ | Medical Condition ’
= | (Any special condition to be noted): Mﬁ
r/
Allergy: [ Yes 60 | Yes £1No | (0 Yes COONo (O Yes CINo [0 Yes CJNo | Yes CINo
Tubes/Drains/Catheter: O Yes\erffo | Yes 01N |01 Yes C1No |0 Yes C1No | Yes CINo | 0 Yes I No
Vital Signs: Temp: | O, L’F
= Res: | U@®
& Sp0;;
ﬁ Pulse: | o0
a BP: | (¢of¢ Y
\Y
Fall Risk Score: 1% '
Pain Score: | u)10
Safety Needs: | oA
. Physiotherapy |1 Yes (NoTC Yes CINo | Yes CJNo |0 Yes CINo | Yes CINo | Yes [ No
=
(=]
'._-E Others Specify: HJQ
=
g Special Diet: | Yes oG [ Yes CINo [0 Yes [1No | Yes ©)No | Yes C1No [ Yes [1No
E
S |Other Special Orders / Medications:
° NPy
Post Operative Procedure Special Orders: N 9
Handed Over By Name : 'P:\ M’/’
Signature : QJQ"‘/—_
Date: %
Time: 3 ﬁm
Taken Over By Name : .
Signature :
Date:
Time:
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1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

Mability

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or e.tremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

f’}
e v

¢ :

"Activity The degree
of physical activity”

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:

Walks outside the room at least twice a
day and insice room at least once every
2 hours during walking hours.

s

1

(7’

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:

Molsture 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

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

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

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.

to whi A ; A ; s
skinois e;;::sed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
A Dampness is detected every time 8 hours. every 24 hours.
isture : s
patient is moved or turned. /'1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: 7ol

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."

"
’
W &
¥

1. Very Poor:

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

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
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.

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.

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 | Moderate Risk : 13-14 | Mild Risk : 15-18
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: i ' Support Surfaces :
Risk Score | Category ‘ Action f (Please Note: Only required for children who are deemed at risk due [
‘ ? to altered mobility, consider occupation therapy referral for advice |

i B ~ T e

‘ « Regular Turning Schedule

‘ ‘ - Enable as much activity as possible
15-18 At Risk | « 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

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

High density foam mattress [
+ Use the Same Protocol as for “At Risk” Patients |

13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
|« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
| % R |
10-12 , High Risk |« Inaddition to regular turning schedule Gel pads for high-risk areas |
! + Make small shifts in their position frequently Alternating pressure mattress overlay i
f |
————— T - — = ,,7777:;7777777777777”77777, L A— e e - — ———:
1 « Use same protocol as for “High Risk” Patients High density foam mattress
Lessthan9 | Severe Risk |« Add a pressure redistribution surface for patients with Gel pads for high-risk areas

| | severe pain or with additional risk factors. Alternating pressure mattress overlay |
| \
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Date [ 2, [ ) 6] F
Time:| 2° "4 Am
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ) 4
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. \_' I’]
without assistance. to completely turn self independently. independently. :
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; J
PP ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬁ:ﬁ;ﬁgﬁg@f ::bm:ié bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every
wheelchair.* shift in bed or chair. 2 hours during walking hours. L(
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: \ J
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree - conmntiy moist: 2 Very moist: : 3. Ocpaslonal_ly moist: _ % 4. !!arely moist: o ’
towhikch Skin is kt_ept _molst _almost gonstanﬁy S_km is often, but not always, moist. Skin is occasionally moist, requiring Skin is ust_JaIIy dry, routlpe diaper _
skin is exposed by persplra?lon, urine, dralnage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o fincilatione Dampness is detected every time 8 hours. : every 24 hours.
patient is moved or turned. - R M
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: = 1
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
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 position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another - - occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent: 3 /
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a lotal_ of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
:‘. Extremely compromised: 2. Compromised: 3. Adequate: & Bxcalent /
: ypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : Y A
Tis?;;:::;?;ﬁn & < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N%rsr:’qtenswa,l ('J-lxytr)qen s_a:lturatlofl?“
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be b Lol i L
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. M
_ T , TOTAL SCORE Py
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23 - £
1]
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_ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ; _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aenali N s i
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
3 Position patient at 30 degree lateral incline using foam wedges S
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 ! Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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D"\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ CHECKLIST FOR THROM ﬁg)‘PHLEBITIS b e | SRR
24 2 V] L
' DAY-1 DAY-2 % DAY-3
. No. SITE OBSERVATION STAGE / ACTION SCOREm T E TN | M T E T N mT E Remarks
1 IV site appears healthy I%Dbgie?rcz g; I?rr:llﬁgitiS/ 0 0 o B R ) [O @
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 Eie
* Slight pain near the IV Site / / Observe cannula < — | —
* Slight redness near IV Site e
: ;:;Oesifdm_m"”“”"g Signs Early stage of phiebitis / 4 s iy
Pain at IV site Redness Res Connil g e i
All of the following Signs are Medium stage of phiebitis /
evident : . ;
4 | Pain along Path of cannula _Fliesge Catnnula ORRE 3 e Laeeial me b i
Redness around Site Swelling i &
g\llligér:? zr:g"ng::r']gs;g:ns . Advanced stage of phlebitis or
5 | Pain along Path of cannula tFI;e s.'iartcof thr Iong;boptjtljebltls/ 4 w= £, X
Redness around Site TE g ?nnu ORI e ~
Swelling palpable Venous cord reatmen 2%
All of the following Signs are
evident and Extensive : Pain :[ﬂ'\]dvant():edhslt?)gtg of e
6 | along Path of cannula Redness | | [[‘.’T fp te ! 'ié i 5 — W ek | S b
around Site Swelling palpable I I v B
Venous cordpyrexia Cannula A
Signature of the Nurse (%P @/wlﬁeﬂw ?Q/{f‘( W.._——-

\

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 phiebitis.

Signature of Shift In Charge :

Signatire : ..o
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Signature : ... /@R
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i I CHECKLIST FOR THROMBOPHLEBITIS rospital | Wnaeenor:
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
1 | IVsite appears healthy hgb:igrgi gl;rl:rfllllﬁgitiss/ 0
One of the following signs is ‘
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs =
3 are evident: E?arslft :?gﬁnﬂ ; higbitis / 2
Pain at IV site Redness
All of the following Signs are Medium stage of phiebitis /
evident : i .
¢ 9 Pain along Path of cannula _?esr:sncr::?nula Consiee 3
Redness around Site Swelling o 2
2&3;:? g;gllg:ér;gifégfis e Advanced stage of phlebitis or
5 Pain along Path of cannula g‘: ;iznc‘:;:]hurg%%?g?ﬁn'sl 4
Redness around Site Tecatinant
Swelling palpable Venous cord o i
All of the following Signs are
evident and Extensive : Pain tﬁ;]dvangedhslt?)gtg O/f
6 | along Path of cannula Redness I ,rt‘_’"t’ ?p te : ‘? . 5
around Site Swelling palpable (';" - el INIETE P ahe
Venous cordpyrexia -

Signature of the Nurse

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

Signature of Shift In Charge :

010 13 e b, G RN Name :

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

B T T L I T T L L LT LTIT T T, 'm .......

Signature of Ward In Charge :

BIHRRIIEY ... .ot R T e s nepanieiiges 1 M U K R R .
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|\Hll°l;|lll\|ll||||||ll\||lﬂrl|||lll i Chitdrans | @ BirthRight
PAIN ASSESSMENT FORM torpral | @z

Date Time Pa(i:/?gt):re Location Duration Acuity Character I\I::::ig::g Pat?;:::;;::‘ fly Intervention Sign
S o] 0 |80 |5 o | 0w | ot e | O | 00 Oadex | s
g8 [, o | W B e oshion lousse Tow Tl | ik
e I N L N N = e e

ot Jurm [0 g T T oo e e el 2t

Continuous | [ Acute (] Sharp (] Dull [J Increasing | [J Yes A | R
Intermittent | [ Chronic (] Aching ] Burning | [] Decreasing | [ No V:

Continuous | [ Acute (] Sharp (] Dull O Increasing | [J Yes ondder elptonak
Intermittent | [_J Chronic [] Aching [] Burning | [] Decreasing | [ No 707

Continuous | [J-Acute ] Sharp _=Dull [J-ncreasing | =7 Yes ‘61,,9 ,,le ﬂ

Zhhe |%am b |[Na

i
a
L]
U]
O
]

\ﬁ/g‘/"f n?"‘) q/ﬁo /P’% mmittent [_] Chronic [] Aching [] Burning | ] Decreasing | [ No i OP 1)&1/1 MM
9\ [/ '{&0 [ Continuous | [ Acute (] Sharp ] Dull (] Increasing | <7 Yes LAy
W L9 6 Lo P&S’] T Intermittent | (] Chronic (] Aching () Burning | (] Decreasing | [ No i~ i
W (/ll £ [LO Lﬂa% CJ Continuous | [J Acute ] Sharp [ Dull O] Increasing | 7 Yes U(/LGQ e/ M
i > g . B . 5 = < AN
3 )0?) '/4&07 ] Intermittent | [ Chronic ] Aching [ Burning | 1 Decreasing | [ No o VV?LW%‘\&*-;
Aol | § o fecdly,
& > ’

Re-assessment Fraqunncy.’
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 (PT.0)

(1 Continuous | [] Acute (] Sharp (1 Dull L] Increasing T Yes U (Q ¢/
CJ Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No

ofte




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 l 1 1 1 | |
[ T | T T T 1 T T i o)
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OB ®®®

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

SCORING
CATEGORY
0 1 ol
No Particul : i 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 Ricking, 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,
Consolabil 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 arousalto 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, BF, 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

"2
Rainbow* 4 ¥ %
Children’s * BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Pain Score : " Modifying | Patient / Family g .
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
\ % % l A O Continuous | [ Acute ) Sharp ] Dull () Increasing | [ Yes [ Jnd ey gfﬁ« %Z[(M
2 'f T‘” (0 ) ] Intermittent | [J Chronic (1 Aching (7] Burning | [ Decreasing [ [ No Dbcegvelion
" '\@ ] Continuous | [ Acute ) Sharp (] Dull [J Increasing | [J Yes
'Sa \ =g o f]() C1 Intermittent | [ Chronic 1 Aching (7] Buning | ] Decreasing | [ No w
©f \)\‘IAA‘( ; ﬂ OJﬂ g - Nﬁ—' -
] Continuous | [ Acute ] Sharp [ Dull [ Increasing | I Yes bt 4" p@‘(ﬁ%{m‘/
’Tj: \ )| [ Intermittent | [J Chronic 1 Aching (] Burning | (] Decreasing | CJ No 0 K
i g = 10 |a My 141 ~
e (] Continuous | [ Acute [ Sharp I Dull ] Increasing (1 Yes
\&N@\"@ ng\ 0 I@ }\\{AB\ CJ Intermittent | [ Chronic ] Aching ] Burning | ] Decreasing | [ No m_/
\ 9(1 . C] Continuous | [ Acute (] Sharp (] Dull [J Increasing | [ Yes
q‘, “1 1P O{ 0 | O inteemittent | O Ghronic (] Aching () Burning | [ Decreasing | [ No /‘Jﬁ\
LLD (] Continuous | [ Acute (] Sharp [ Dull [] Increasing L] Yes
q o O : : : :
/VW‘\ [ Intermittent | J Chronic (7] Aching [ Burning | [ Decreasing | [J No //w-/
\;vlz‘ f [ Continuous | [ Acute (] Sharp (1 Dull [] Increasing ] Yes M
O r
\&lq/ TP /'/VL— U] Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No T
T Continuous | ) Acute (] Sharp [ Dull [ Increasing | “©Ves N ﬂ 9
12Hm| 0 )/D NP | O intemittent | O Chronic [J Aching [ Burning | [ Decreasing | (] No e
(] Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes N ﬁ- Qf
1) )'26 6 A Of [ | M P | o) intermittent | 1 Chronic () Aching (] Burning | (] Decreasing | [ No
[ Continuous | [ Acute [] Sharp [ Dull [ Increasing ] Yes
(] Intermittent |  Chronic J 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
€)  Prior to pain pain-relieving intervention.

L /152

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

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)

l | l 1 1 1 | 1 1 ]
1 I I I I 1 | 1 I |

1 2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

POS®®®

No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
: : i Occasional 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
Laying quietly normal position, Squirming shifting back and 3 .
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, 3
nsolabili Content, relaxed hugging, or being talked to, Difficult to conisole or comfort
G 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 | Apprppriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or f
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,BF 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 8a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




-_

( (
584583 \P5-00175895 "
ﬁﬁ&mm GANNAM':';E:‘ (F) . "//_{2 >
29061991 v PODDUTOOR Rainbow . . ik
A Children's | o BirthRight
\m\\“\“\\“\“ . Hosp ital sv RAINBOW H(:S:I':"ALS
Morse Fall Risk Assessment Form i
& ] 3
Date / Time |2]7|24 - X )
Choose Highest Applicable Score from each Category / 2 , 418 } ’Fr'[% é :d}"[ Fall Risk Grading
L. Score Cpm KB 24P &j e Sp0-€r)
History of Falling Yes 25
I (immediately or w/in 3 months) No 0 0 0 0 Risk Level MorS(:n::Isl)Score Action
Secondary Diagnosis Yes 15 15 L2 15
s (more than one diagnosis) No 0 7
Furniture 30 Low Risk 0-24 g:gggﬁgé {I:all
Ambulatory Aid Crutches, Cane(S), Walker 15
= None /Bed Rest /Nurse Assist 0 @) D, 0
: Yes 20 D
IV / Heparin Lock or Saline ; 20 e \/ Implement
b ho Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Prevention
] ) Intervention
GAIT / Transferring M. Weak (uses touch for balance) 10
- | Normal /On Bed Rest /immobile 0 0 o (o) Implement High
Forgets limitations 15 bR Risk Fall
Mental Status 0 .g ot bil 0 S o High Risk = Prevention
e scusisiukioduialdscai= ] L Intervention
= Total Morse Fall Scale Score: %g’ 28 e
\ - I
i Signature /ﬁ‘vj»Q-‘ 8% W/Lg\ guaf Cu
Tick :
Tick (") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions //?\ssist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) i buny safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital 7] Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
] Use safety straps on stretchers and wheelchairs while transporting patients ] Initiate constant observation by healthcare provider as appropriate to patient's needs
Doci

Docu. No. : RCHBH / FRM / CLINICAL / 006
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Patient Sticker el
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Children’s BirthRight
5 Hospital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form SR e | W ouces e
Date / Time
Choose Highest Applicable Score from each Category Sc/ore Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsn:NI;:lsl)Score Aetion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
. Furniture ik 0-24 1:gtanda{.d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0
Y 20
IV / Heparin Lock or Saline Nes : Implement
. Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 Vi
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score:
Signature
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
] 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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It takes 2 lot to treat the fittle.

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Dats: . Sl

Chigf COMPIAINt : ... IO ML ST RN ¢ G ORI
Obstetric/ Birthing HiStory : ..........ocovvvevveereerirenen. RZLLLLAL.......... LSOS/ ..... e
Previous Surgical/Medical HIStOry : ......o..oooooooooo "‘3?“@“:\"“‘& ....................................................
Assessment :

-
On Observation: Mother seen in lying down /sitting/ reclined position

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

Iv line +{
Catheter +/ X
Postural alignment -
On Palpation : Edema - abSe/nt/ up to ankle / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ apt‘ta/lldiaphragmatic
Diastasis recti abdominis — present / absent / cou!aﬁ)t be assessed

Able to initiate Pelvic Floor Activation — E/Yes 1 No

Spl Notes -
Treatment Plan :
D(ateral Breathing EVI{eric Floor Activation M ransversus Abdominis Activation
t‘?/GIuteus Activation %tive Motion for Limbs Aransfer Training & Mobility
1 Sit to Stand 1 Monitored Walk Bf{osture & Ergonomic Education
Signature : ...... i} ..............................................
Name : ........ 2. Tckessn..... Larnn(RD) e
Date & Time: .......... /7). 3:80pm

Docu. No: RCHBH /FRM /CLINICAL / 200
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Tt takes a ot to treat the litte. Your Right to a Safe Delivery

SAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: @y Shadii Kc.ll&f

Date of Delivery: 2 l F|2+4

Assistant Surgeon:

Time of Delivery: 1p' 2.¢— P

Anaesthetist's Name: e fodha

By Deepinveld

Gender of Baby: ¢ Al e

Type of Anaesthesia: \

Weight of Baby: ¢ . |82 k9«

Neonatologist: -4 50 H Tl

AGPAR Score: - G o

Scrub Nurse:

=
S8 Khoells

NICU Admission: [ Yes _+No

Pre-Operative Diagnosis: GVM l'l@:ﬂfu\”’ I T VF Coutephon I C1 DM on JMVL\:J
=4 T T
O] Elective /Bﬁergency :
.| Urgency

T Immediate Threat to life of woman or fetus

) Maternal or fetal compromise not immediately life threatening
_,2’!(0 maternal or fetal compromise but needs early delivery

(1 Delivery timed to suit woman and staff

Lalbovy

Surgical Procedure:

'Em"’i%"‘”] G S‘eﬁrvud— Cerarea Seeter,

Post Operative Diagnosis:

pobD—o / Piti 4,

Peri-Operative Complications: i

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

2o ~J

Name and Number of Surgical Specimen sent for examination:

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



Examination Findings when Appropriate:

Presentation: (J Cephalic [ Breech  [J Other ................... DOIOR) DRIMIIONE oco.vccoivviscvsinsascissmnssnssnssans cm
O PRIDIING. .o fieiviimiinsimtiie st o ia s s 8 s wssasa L :
Staton: 0O-3 0O-2 O-1 O0 O+1 0O+2 Moulding: CINone O+ O++ O +++
Caputt O+ O++ 0O +++ Meconium: CiNone 1+ ([I++ [O+++
Bladder Catheterized: [ Yes O No - Urine: - (] Clear . (1 Blood Stained *

i
Skin Incision: Aﬂﬁne il OJ Transverse I Midline LRI oo ccacosins somsivesivsissoss o
Uterine Incision: @\Merrsf:ment OJ Classical O nverted T 1 J Incision
Previous Scar: L Intact U Thinnedout L) Ruptured _LINo Scar

Incision Throughil;ﬁ?; O Yes M
Delivery of head! anu ] Forceps
e

Liquor: ] Mecow |y | Om  OBlood Ol Offensive [ Not Offensive
CT

Delivery of Placenta: OManual =£T0CT ................. omplete O Incomplete (] Piecemeal

O RODBAIREE: ... ocvs i osssasiosining NM ...................................... Cord around the neck [ Yes/Z{o
Appearance of placenta: ..............c.oo....... W ................................. Cavity explored _Z/Yes [ No

Uterus, tubes and ovaﬁes:yﬂormal [J Not Normal Sterilization: [ Yes /E]/ND .

Peritoneal Closure: [ Pelvic bdominal Y, RQ?'AV““‘U'L"O ........ Suture

i
Uterine Closure: [ One Layer //;{/Tm R " T '\ﬁowl]sl_o ................. Suture
Al

Sheath Closure: ORI, 5.1/ & I o Suture
Fat Closure: [Yes (I No e SEPIA NS L 220 Suture
Skin Closure: Wuﬁcular OJ Mattress Mlﬂ—”o ....... Suture
Vagineal Evacuated /E/Yes 1 No

Drain: . O Yes )Z/No O Removein ...........c.ccvunnee days [J Await instructions
Ctheter Yes CINo (CJRemovein.2.8.4W0......days O] Await instructions
Swap & Instruments count correct'yZ%s [0 No I Post-op Antibiotics Yes  CINo

Intra-Operative Antibiotics Cover: /D Yes [ No O Thromboprophylaxis P/‘fes O No ‘
P T TR .o damso o R e AR AR i U R R RS TR A S AR
.................................................... o Rt e S i
......................................................................... T R S R
................................................................... e e i
s ot S ey o o B

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

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

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

Doctor Name: ......... D\’ .......................................... Doctor Signature: ....... @"" ...................................................
Date & Time: 319’/\,%‘-6, ..... W.Pm...
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; POST-SURGICAL CARE PLAN FORM

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

Post-Operative Monitoring Parameters /Frequency:

Morider vidats Yt % 2ln

Wound Care:

-—i-wj_f £lv Gie,eAA‘w)

oJrain /Special Lines/Catheters:

— (elaf’s X 24 oy

Special Patient Positioning and Requirements:
ool Meve gide boside inBe d
.7

Nutritional Instructions:

N R M }w 4—€ hnn

When to Start Mobilization:

"761/&1'5\’ ’QC’Y‘M "7( £l ey

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
COYes O No

Any Other Post-Operative Care Needed including Required Follow Up

G sk eddy

Treating Surgeon
(Signature & Stamp) pate: - (R ... Time: ..

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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RISK ASSESSMENT TOOL FOR DEEP VEIN THRUMBUDI10

(Postnatal Assessment and Management (to be assessed on delivery suite)

N\

Pre-Existing Risk Factors Tick Score Tick Score
7revious VTE (except a single event related to major surgery) —
Previous VTE provoked by major surgery —
Known high-risk thrombophilia

W W W

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

Family history of unprovoked or estrogen-related VTE in first-degree relative
Known low-risk thrombophilia (no VTE)

Age (? 35 years)

Obesity

Parity = 3

Smoker

Gross varicose veins

Setid Bl ATk

Obstetric Risk Factors

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

Multiple pregnancy

Caesarean section in labour . 5

!

|

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolongedlabour (? 24hours) —

PPH (litreortransfusion i

+0 Preterm birth? 37 weeks in current pregnancy ==

Still birth in current pregnancy ; —
Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. | 3
appendicectomy, postpartum sterilization -~

PO [FU I (PR R R T O e

Hyperemesis -
OHSS (first trimester only) ’ s
Current systemic infection > ) a—
Immobility, dehydration ' . ==
Total B .

ks |t | i

Risk Assessment Tool for Deep Vein Thrombosis

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

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

If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis.

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

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

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

Date ,3.[7 X
To Be Filled In By Assigned Nurse :

Department : @3(19]" .................................. Duration of Procedure : ...... !L\—S‘W’V

Name of Surgeon : EER S R &

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

Staff Signature
1. | Antibiotic given prior to surgery ? .LZ Yes [ ] No
Q@ngle Dose Antibiotic or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? @%s [ ]No &
Name of the Antibiotic : ...........2%. ?\j ........ }Q\WTD‘L R
2. | Hair Removal Yes | No ifYes: Surgical Clipper

B R G e R T
_| Skin preparation done (cleanse surgical area with antiseptic agent)? D‘fes [INo

Department where Hair Removed : E’ﬁard [_]Operating Room E

Patient's body temperature immediately post operation (Recovery Room) '
(] oral oOr Axila (Goal : 36-37 °C) d Kpf

4. | Name of doctor or staff administering the antibiotic : gxd’)

Date & Time of antibiotic administration : ....... S H’L%:l@ ....................... &g\ﬂ

Date & Time procedure started : ............. g;:H)&lﬂ? ......... ‘!.Q.'...l.(?d:)mz .........

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

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

e Allforms (Bundle care and when required SSI foerm) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038



M
' - Childrans | @ BirthRight
PAT' ENT TRANSFER FO RM Ilt-!gasupm!rgg!lm . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

L\

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
' ¢
7/{5]’%,{,, W\ lopmy 8)7J%, hi1opre
e Transfer Ordered by Reason for Transfer
23-03-1991 3BYOMI0D (F)

SHRUTHI REDDY PODDUTOOR

B Ocepita postopp s

From Unit To Unit Information to Attendant
v@% No [ ]
oRL T QRS
Number of Sheets in Clinical File Personal belongings including ; ; ) ;
3 clinical documents. If any handed et iV hed W R s
i 4 over to attendant Yes /| No[ |
Number of Imaging Films Yes[ | qu
£y hat? 1 e o SR SN, S
s AU A R e S ot
Q
- Medications / Consumables / Surgicals / Hand over
S|.No. [tem Name Quantity
B
2
[
3 )
4. J /
5. f
Shifting Summary / Notes Written by Doctor: ~ Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Sx. @ﬁmﬁff Or. Oecpiky,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
.| Unavailable Bed .| Nurse not Available || Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)




BAH-00584583 ot i
L}_ f e or. TEJ:::MN‘ aa;wm“: -
SU R G I c AL Surgeon : ..... &) & Wi o T ' - BT R rot| ﬁi‘“ 8 2
Asst. Surgeon : ... .- @ ilCev.... atient \“\m\“ “‘“‘ B+ semetasiiare ender: ......... Rainbow® ® - =
SAFETY CHECKLIST | Anaestieis: .. Oa...Chpd hﬂ% UHID N LA e DAL L4 Children's i
Scrub Nurse : ... $4. 0 EhaadB? | Date: o112 Intime: NQQ.. Outtime : .....\) Py T R 5
.47 [ U In-time PT"? JDn-)
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time.\OMAA....... TIME OUT Time:... 0./ A12 SIGN OUT  Time: V0. Y5 PV
I ‘ g
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity “Yes [INo introduced themselves by Name and “0'9»\% CINo The Name of the Procedure Recorded wés/ CINo
Site Yes C1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure [#¥es CINo Nurse Verbally Confirm \/ Counts are Correct (or Not Applicable) EVY{; CINo CINA
Consent =¥es [INo Correct Patient (Check ID Band) \ZP(;S CINo The Specimen is Labelled (including
Site Marked “1Yes CINo CLNA Correct Site Yes C'No patient name) : TYes WAlo CINA
Anaesthesia Safety Check Completed ~ Yes C'No Correct Procedure \y{ Yes CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 2¥es C'No Anticipated Critical Events Problems to be addressed CYes w CINA
Does Patient have a: sl"geon Reviews:
Known Allergy? “1Yes (1Ne What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, { b_Qu N What are the key concems for recovery 'f/
y./ s ; S Anticipated Blood Loss? JAYes (INo [JNA and management of this patient? CYes “CINo
Yes, & Equipment / Assistance ; § Q00 2
Available C1Yes CINO Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns?  T'Yes w6 O NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned C1Yes (N0 C1NA Been Confirmed? are there Equipment pJ © 1L (V€4
Blood Units Reserved OYes ONG CINA | | fssues or any Concems? s :‘? G
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? [1Yes No CINA
within the last 60 minutes? #Yes CONo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. Ip’?es ONo

GO .........come) . T T e SR o b SRR R M

o R &

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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INFORMED CONSENT FOR SURGERY OR Rampow | @ BicthRight
SPECIAL PROCEDURE Hospital _ | () reuemmiofi

Patient Name - D’)T‘EJ'A;SWI ....................... Gender: T Male ;/F‘emale Age: .85
UHDNo: ... BAH -00534583 pate .. 3. 8t
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.

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

e EMERGENY. . LOWEK. . SEGMENT . CESAREAZ.  SECTIAN..
L 1 L s [ i

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

I 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.

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

My signature on this form indicates 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. I'have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.
ot RﬂJéL—; ...............

Name of the Doctor who is performing the Surgery / Procedure: ............. mg
Consentee : ¢ {\ . Patient Attendant :
Signature : '\\Qﬂ\/ .................... L PEEERRER L o R
Name: ................ B TS S, Nl ..ol (@Y ..... N g M\TH

Date & Time : 3[ ?’%w,l‘btm Relationship with Patient: ... H VL R A0
Date & Time : ........... qu[u"”f;w;’rﬂ

e Doctor (who is taking the consent) :
Signature - ......................... e R Slorsre < ﬂ .
| CORER . 2 o sudtd

| | (\@ Name: ........... Drbravoed™ .
SN Qb/\:a/ e Date & Time : ...... 3. [/7]. "),ou/ ...... logrm. .
Docu. No. : RCHBH /FRM / CLINICAL / 02
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on TEIASWIN CAVNAMANEN, Rambow
Dr. TEJASWINI GAN [E0n e 1. ad y " _
i Children' ‘EL'},E‘W‘EOL%EE
I 00NN A A vt | O ot s by
CONSENT FOR ANAESTHESIA
Authorization By: rPafient [ Patient Attendant
Operative Procedure: ..oy (4. mﬁgLommS waand  Contiacean o SeCCAm e
Anaesthesiologist: ..... R"S ............................................... Surgeon: ........ Q-\ Q\M'L(M .....................................................

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief 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.

[ Heart Disease [ Hypertension [ Diabetes [ Renal Failure [ Multi Organ Failure [0 Hepatic Disorders
[0 Shock [J Obesity [ Chronic Obstructive Pulmonary Disease

O] Others Hﬁuia“u%,,\\.a,(uﬂsm .................................................................................................................................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
egional Anaesthesia [ General Anaesthesia ] Monitored Anaesthesia Care

e | 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.

o | 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.

o | 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 Altend nt: Witness:
w‘//
Signature: ..........\ . h ................................................. S i T IR (SR e

Name: .......| S0 LV\: B e SR S
Relationship with patient: gf“E ......................................... Date & TiME: .....oevrrereeece 2 [ o %Q{@ et

Date & Time: 3L7L26 ... VAT e eersessen }A/\

Doctor (whwwsem)
Signature: ey Name: ... /0¥, SHEBV) Date 3[726........ Time:.....Q...0

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

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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RESULT SHEET

Date 21 h b

Time :

Hb L £

PCV 2

RBC : 2 &
;

WBC
N/L
Platelets 2y
CRP ;o
ESR

PCT

RBS

Na

K

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 (P1.0)
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Radiology :
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.............................................................................................................................................................

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

W RSO T PRIVl S P N

O ere (ECI - DOMIRE RIS W) T ii7 i cvusitin hiponne B o R st ppaies shassinssssssssnnsto s sonsonsess



BAH-00584583

1P5-00175835
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Rainbow® : 50
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
R TR ..o ....oiomssennansssiin N o S

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)

ylot known any Drug Allergies

SHiNG FIOM: ..o | SR T N
S.No (asuenlzlﬂ:rﬁfé:m:{“ EETTERS) (mg?rs:;g) (PO,I;%I:';E:, tv) | FREQUENGY Dete /2?:5 72’,1?%,'33
il e tROW w | oo |2[7 |oc os
2 T (ALLIVM P op | 2/ |Oc Ope
3 Tab  THYRONORM Wﬁ o b | »l} |oe-onc
4 /7' ATV S 6V Sle 0b | afr C. J3C
; by KivARAPLD (v sle MPAZ/ZZV;‘W Wp |OC Ooes
4 Oc 0oc
7 Oc Ooe
8 Oc Ooc
9 Oc¢ Ooc

10 Oc 0oc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Mame & SIGNAIUIMG - ............o.ccoiicicmemssssnionsmsonsssosisiensassassesss

DD T | cocisivncnissnensinsinst 5(« /W ......................

Nurse Name & Signature: .7...%.2."4. '\«QA ...... / @‘f ........................................
Date & Time : ...... l““@ ...... 12,50V p)

Docu. No. : RCHBH /FRM / GENERAL / 090
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* C- Continue, DC - Discontinue
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Children’s ‘Blrtthght

i BY RAINBOW HOSPITALS

PATIENT TRANSFER FORM Hospital | e

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

SR ool A 3@, Wy \!z \«{ﬂ;/{ 16 () <Al

L Dr. SHRUTHI REDDY PODDUTOOR

A0 o Reason orTransfer

—

From Unit To Unit Information to Attendant
p83- | pom( 3\ )] = wo
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

; over to attendant
6/( o ’\_Q%?[/ C%,J Yes[ | No| |

= = If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1. /
5 /
3.
4,
5
Shifting Summary / Notes Written by Doctor : )eﬂ p) No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
\

gfﬁ‘ . (\Z&giﬂ DY A gﬁwwl"z\;‘

Patient & Clinical Records Rece{ved by :
Colwr— ul e @ s 5
P

Date & Time of Patient Received :

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

"_| Unavailable Bed "] Nurse not Available | Available Bed not ready

No. : RCHBH /FRM / CLINICAL / 102
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Hospital BY RAINBOW HOSPITALS

It takes a iot to treat the litle. Your Right to a Safe Delivery

\

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 0—‘3"7’4 ....................... Time of Arrival: m-m,?rﬂ Time Seen by Nurse: .LLiSA™ . .....
1) Level of Consciuusness_:/Ei’CGnscious 1 Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[J Severe Pain / Moderate Pain ) Preterm rupture of Membranes / Leaking Water PV
(] Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
1 Decreased Fetal Movement [ Spontaneous Rugtyre of Membrane / Leaking Water PV
] No Fetal Movement O R R e TR e
o ok [ Jy-
3) Vital Signs: Temperature: £87..]. Puise: F0..... RR:.oLD... Spo,:..\00.. BP: A5 16 Weight: .11 1
4) Gestational Criteria:
Gravida: G ) P ‘ i L 5 \
Lmp: . M 1028 EDD: ...... LS. ’»H,"Lb Gestational Age: .S Lsobe ...
Uterine Contraction C1Yes |«#TNo | CJNA | Onset Time Frequency:
Membrane Rupture [ Yes }z’ﬂo [J NA | Onset Time Fluid Color:
Vaginal bleeding O Yes szo [JNA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes —(No ] NA Pain Abdomen / Vomiting
Good fetal Movement Yes | ONo | Cona | 1 No specity:

5) Pain Screening: Numerical Pain Scale (NPS)
L ] | | | 1 | | 1 | |
| 1 I I I I I | | | I
0 1 2 3 - 5 6 7 8 9 10
No Pai Worst
possible pain
P | oo OB S R T I Rl RS o1 T GRS B AR e R e
o IR ..o i R s e bl s b it dbmn b e Days / Weeks/ Months (Strike out which is not applicable)
o CRIIRION: .0 s id'x\r\ ......................................................................................................
8 PEBDIICY: . cuvoiosfesasbnnnsnctansiissbonsanssesrnassinsnnorsisunnsnanansssssaveriatiorissssssssirisnsessiotssanssnanssssessscssad
o DRI <. i b imnindovan vsiisssnusssonsyesisdeTais tuninvee i vinanneis sbIIIsskprsss sas s Rl umsssn ¥5 A PR BE = S SARaY

6) Past History: \,_ )

a)  Surgeries: ﬂ\]o&'m—\ B ... e siassonsess sa s aneco s asenanksssasnsnnns s santiibpeerpioe s RN

Docu. No. : RCHBH /FRM / CLINICAL / 098 (PT0.)
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23-06-1991

7) Allergy:
8)
9)

one

|P5-00175895
NNAMANEN!

38YOM9D
DY PODDUTOOR

"W

(F)

f

] Yes

Prenatal Medical History:

[J Chronic Hypertension
[J Gestational Hypertension

(] Diabetes

If Yes :

Current Medications: [ Prenatal Vitamin

L1 None

Hn). g L et N B E s

1 Gestational Diabetes
L] Low placenta
L] Others if yes, specify

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)

1 Category IIl: Emergent (Time to Physician; <

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

15 minutes & Reassessment: Every 15 minutes)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
. Mild hypertension
Hypertension > 160/110 S
Hypertension Seizure activity and / or headache, visual | > 140/30 with/without
disturbance, RUQ pain associated signs and
i symptoms
g Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
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
. ngere respiratory /or diarrhea with ‘ MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone
+ Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) « Rashes
Time seen by Doctor: ......\. G’YD ........................
Nurse Name (PX\»\ ........................................................... TR T T e L T SR
Date: 3. ’]\ ................... Time: ...\ & 0.

cmy k—4—
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Your Right to a Safe Delivery

It takes a lot to treat the fittle.

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ... 0. (AL 20T

Baseline Information:

Admission From: “JER 1 0PD «=rAdmission Desk 1 Others, T R S S .
Primary Language: ».,Zﬁugu J_-English [ Hindi Ak S S
Do you require aninterpreter? [ Yes Mz TR LT T SR DR ou SRRy e SRR e R
Source of Information: _L+Patient 1 Family L] OMMIS, SIBIY . ..o s sioscsnsineosmivaininasiatesiomussaseinsnsiitn
Allergies: [ Yes Zﬁ ["] Medications ("] Blood Transfusion ] Food ) OWBE ittt s st
BFYES , HABIEY ......cvuoceueceseersecssssisescnsssasncasssass s s s es s s SRR R AR A s LR
Chief Complaints: ........... ;LDL» ............................................................. Doctor Notified on Admission;_=Yes™ [[1No
................................................................................................................... Name of the Doctor: ..DC=Sampena ...
................................................................................................................... Time Notified: ” R e e o
Past Medical History: Obtained From __+Patient 1 Family Member [ Medical Record () Other (Specify) .................
Past Medical History Past Surgical History Previous Hospital Admission

rﬂﬂp( e Fﬂ“jf’“fﬂmj
2\ ad“ﬁ(ﬂf‘*‘”m& NG,
e ‘H‘}dﬂ'EwPLﬁ gwﬁuc (fo 202y

Gynecology Assessment:(|~flot Applicable | Gynecology Surgical History: Gynecological History:

Monstrual HISIOnY: ...........cccovucvieremmmsisennas Caesarean Section: [1No—L1 Yes Contraceptives: T I1No [ Yes
....................... @U}u&ﬂl Cervical Cerclage: =MNo~ [ Yes Vaginal Discharge: T No [1Yes
Onset of Menanshe: ... i il Ectopic Pregnancy:CEFNo [ Yes Post-Coital BIeeding:ET\lo [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: ~TINo [Yes Infertility: €N0 (] Yes
Lagt Menstrual Peflod: ... i insmsisas Others: el If Yes Type: [<Primary [ Secondary
Obstetric History: G .)........cocoooee Pal... 5. TR TRERITLT e Al ctiapsiin

s I e SESERORER O ) O O RN, ST,

Current Medication: ] None r/fz/fes, If Yes, Fill the reconciliation form

Family History: [/ No Abnormalities Detected

(! Heart Disease L] Hypertension [ Diabetes (1 Stroke [ Seizures [ Kidney disease
(] Liver disease (] Other .. Wﬂ/“hvll‘f ........................ s
Vital Signs / Measurements: Temp: . Q&4 |°F HR: . A2 RR:.&A ...
BP: ..ﬂg‘.[..&.ﬁ. Weight: %‘iw Height: ... BMI: e

: e ; =
Pain Assessment:  Pain: [ Yes Ao (If Yes, complete the Pain Assessmént/Reassessment Form)

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

PHYSICAL ASSESSMENT

General Appearance: [ Healthy L1ill looking (] Anxious [ ] Agitated B E [ et

Fall Assessment: [ |Yes I No Score 25, ..... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: (1 Yes [INo Score..s2f....... (complete the Braden Q Sheet)

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

" Mobility problem (| Walking Problem MOrmalny Detected
I Developmental Delay "I Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING: __No Abnormality Detected
I Overweight ") Poor Appetite > 3 Days (] Needs Therapeutic Diet.
_IUnder Weight _| Diabetes Mellitus ! Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
~Calm & Cooperative L] Restless LI Depressed [ Agitated ! Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes Mf VORSHBOHVA 0 e B Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ISingle __LAWaried [ Divorced - [ Widow

2. Special Habits: Smoker: [ Yes )JNO/ Alcohol Abuse: [ Yeyz’(o Drug Abuse: [ Yes /;rNﬁ

Social History: Lives With fH'U/(E ....................................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : )'/_?Tes C1No Waste Disposal Explained: ZVeé [INo

Infusion Pump : /Veg _INo [e Hand Hygiene Explained: /?Yes L1No 1 Others
Above information given to M/ ..........................................

Name of Person Orientation was givento: ..2% o ] 4 JCKWJ(,'\Z .............

O OOL OIEIRIIREON: ... s i s seatrmei oo e

Nurse Signature: ...\ ..o ibinieeeneaenne

Nurse Name: . /ﬁ"\jﬂb ................................

Date & Time: . %l &.ff)xf) ...............
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pr. TEIASWINE GF0 0 gmeD ) Rainb‘:t;w“
INTERDISCIPLINARY PATIENT Children's | &
(A sl Chidrer's | ( BIr

Pan - ..

Telugu, "fnj(('ﬂ\

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

3 @ vz .

BirthRight

[\

Patient's / Learner LANQUAGE: ............ccocoomrererenseererman Patient / Learner Literacy: )Read [ Write (] Speak Willingness to Learn: _=+Yes [] No Healthcare Literacy,~Yes [ 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 1 e D B EECRTIE, L RO S
Part - Il
Use codes from the list in part Ill
Need ; Designation /
Date Time |dentified Information Taught T Mochanisay's Comments Signature
| Person Taught . Teaching Tools | to overcome | Understanding | .
g Barriers . barrier/s -
f { ‘ Pealtnei € .
&13 MFW’- 17y agmow, £ i ) & [ ( or
~
! At cm,(‘] plan
\ = = j | — @4\.1 Y
14y li'ﬁﬂ 4 In b"t(u&g @a(hs«( 'V'éaz&ui,w 5] ! O \ L
AN ~ ( 4
f\/éf < b o hyt— P . \ & K 3 | ‘Q%
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver AT GRS . VST % e Yot T
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 L e R R R I 1 e
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T TOREIOR SN s cov ot s s s 4 8 S 5450 s Ty ons b ki i i
2. Obtain translator 4. Teach Family / Others 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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i ; BirthRight
IR L - MULTI-DISCIPLINARY PLAN OF CARE FORM i el
Diagnosis: o e
?ﬂ:‘i _ Discipline Type Patient Needs / Problem List Goal Plan / Intervention _ Signature | Team Verification

J Medical O Initial ) Nursing

[J Nursing O Modified 0 QOthers:

[J Others: O Per-Op

I Post Op
0 Medical 0 [nitial [ Medical
Q\Am’ Z1 Nursing O Modified O QOthers:
O QOthers: 0 Per-Op
“\u_(’, CJ Post Op
/)f\lé 0 Medical O Initial = Medical
(¢ O Nursing 1 Modified , g A ~ Nursing
\ > = Dithers: O Per-Op J)OD’D /bﬁu) 653’1’—6{764' Saflr ﬁﬂﬂ”) _(o(f:hfi' ~=-Others:
g ONE =T Post Op I) 128, et ‘

O Medical O Initial - & P) e O Medical
q77/ 26 OJ Nursing Ol Modified Pes i CM(LW &79 i 3 1 Nursing
SEI \-thers: = Per-0p Posk  LScs S euk’rro.;.,;.j - il L 4 O Others:

<~ Post Op V"':j f"“ AP twrvu»j

[ Medical O Initial [ Medical

I Nursing 01 Modified 1 Nursing

] Others: .- Per-Op I QOthers:

L Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Rainbow® y e
Children’s 4 BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE OT)

Procedure Name: .. 2@’! ............................................

Date: ...5./.... I% ............ In-Time: .....! 2% p’f"?’ Out-Time: @'&?3/ .

Doctor Performing Procedure: FD" .................................................. T s . S SR IR Ao WP e Assisting Nurse: ﬁfx C%
SIGNIN  Time: .1 2PV TMEOUT  Time: [ 0485 .. SIGNOUT  Time:.[2.5204y
Yes No NA Yes Nol NA Yes No NA
Patient is verified using two identifires (Name & UHID) -7 — Correct Patient \;Z/b O Name of the Surgical / Invasive Procedure is recorded W'] -
All required documents, images, studies are available_+<7 — Correct Site r,gﬁ O Instrument, Sponge and Needle Count Completed T [
NPO Status Checked from Patient / Patient Attendant Jg”[] = Correct Procedure vg{ = = Specimens are labeled a8 T
Consent is Signed ‘)z’ i = All the team members introduced \){ = Any equipment problems are addressed OO O
Any need for blood products £ y/‘ -
If Yes Comment: ..
Any Risk of Hemodym vz‘f e (Y
If Yes Comment:
Any drug or food allergy - ‘?/[j
XS DOMIMBNY ..o B il bttt s
Correct Site of Procedure Marked JZI/ =F =
All resources required afe gorrect, available and Vz/g .
functioning E
T R BT et SRR O SR, LB S Signature of the Nurse: ’C&g/' TR R e e s R SRR SRR SN o
Name of the Doctor: ......J¢.¥A« Name of the Nurse: ............ccoceemerrenee el Name of the Nurse: .--......................

Any Adverse / Unexpected Events

Docu. No. : RCHBH /FRM / CLINICAL / 083
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CONSENT FOR LABOUR ANALGESIA

=

Authorization By: 'Z@ent [] Patient Attendant

|, the undersigned do hereby acknowledge the following:

» | have been made aware by the doctors in language known to me the details of the procedure as follows:
Epidural Analgesia [J Intravenous Analgesia (Remifentanil)
» | have been made aware of the possible complications from the procedures as follows:
For Epidural: Fall in blood Pressure, Numbness, ltching, Headache, Shivering, Occasional incomplete pain relief, Need for
Re-Siting the epidural.
For Remifentanil: Drowsiness, nausea, vomiting, need for oxygen supplementation, itching, fall in blood pressure, heart rate
and Respiratory Rate.

| understand that labour analgesia is offered to reduce labour pain ‘and make the birthing process more comfortable, by reducing
pain and stress and promoting better cooperation during childbirth.

- | have been clearly explained about the benefits, risk, and alternative of the procedures.
t
» | authorize Dr. fmw M : and his / her team to perform the above procedure(s)
upon the patient / myself.

» | 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: 20 Witness: :
Q/ -
Signature: Kﬂl’? .............. Fo o g S o e
Name: .............. & Bl L R i P T e IO B W& .......
lationship with patlent B Bk Date & Time: S/WIMNSFB"?'VV)

Date & Time: .........A...... l% .......... {[';34""4 .....

Doctor (wh
Signature;

taking consent):

VALY, M ame: %WW Date > /[% Time....[| 262 Aom

Docu. No. : RCHBH / FRM / CLINICAL / 288 (26)
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Patient Sticker X Children’s l .BII‘tthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery
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S&wotRdS HowoodHR:
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5% / 658 ©Bodos: 8;
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YT U W SRR . LR S )

@0 :

OO vocvrscucoeionsiiniingyosssrotniatih AR SR B OB BBRBD: ... icofonsosnsoivionsisssssmsssliss
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Sacime vy ™ Rainbow®
Department of Anaesthesiology il uvomon C?n'u'lldrc:avr‘:s i BirthRight
PRE-ANAESTHETIC EVALUATION [|///I ”m”l [ﬁ” m"m Hospital _ | ) emeonerne

Name: 'D_("I .............................................. Age: ... LS S . PR AR ..o cimmaiionistaiin il
\
.......................... Time: \ AVM......... Proposed Operation: 5[)’)
X ,

- Z@_{‘V\ﬂ(/,

C"Q_, Weight: ....... 7 {k( ASA Physical Status: 1 ;‘V/D 3 04
‘f.aboralory Data:

LT O U A PO ... oo 1 Rt R SO XeBa
F L e F 1 A S S HEE A ... coecese BOQ:
Brbats e e e O B v e st e EoNe
Ni b Bt DI i one Blood group: .............. Stress/Anglo: .................
TOSINE LTT eeeady d LBHE e s canns ;- . T A (2] | - Rt O
(0 ¢ T T S IR AKDhOB: .o MR . ki
BB i AMYISE: oovvcivivvronsarosenn 115 [ .
] e s ey e BEOTBEPT: ....cocciivenneiians Allergies: -— .

Medical History: e e

I
RESP: vavetes:  — GPM o | nsnda,,
4

CNS:

Renal :

Hepatic / GE : —Hy W —7% Physical Activity:
Others: } /- W—n

Past Anaesthetic History: .—l

Physical Exam: = 3 &= ko 5 =
Rirway; MP 1D 4 Mouth Opening: (p ) Mentohyoid Distance:@ Neck:@) Teetn: ( ‘/_\{ /)
Lungs : W

Heart: A

CNS: N AP

I s, ¢ = A,
Pregnant: Ofes CINo [INA Venous Access Site Q'_U Spine Exam for regional (fd/

Anaesthetic Plan: CJMAC GIONAL [ GA-ETT [1LMA

Peri-Operative Plan Explained to the Paﬁewes J No

CURRENT MEDICATIONS u DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :

‘ Water / ORS 2 Hours
T }v.ﬂfc'yw—w . NILORAL<[ ¢ Hou
. Informed Consent: sC-Standard T High Risk
. Post Operative Pain Manageme{lyzoliscussed with Patient
. Other Instructions:

Signatu

Docu. No. : RCHBH /FRM / CLINICAL / 044
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I HHHHHIIIIIIHIHMHIIMHII

Pre Induction Assessment:

=

z

Rainbow® ® —

BirthRight

ANAESTHESIA CHART ~ Ghildren's .mm'f.‘th(,s?n_m

Change in Patient Condition:

OVYes &No

Fasting Status: "-d-'—j#w\r

Physical Status: [<T Patient Identified -1 Consent Present —1 Chart Reviewed
HR: 1\ | B.P/CRT: o] ¥b [ Sp0; (00 [RR: % | Last Feed: >(
Pre-OP Diagnosis: ...Lea. B)........ooccocooocvccrec . Operation: ... EWAAS sy, LSS ... Date : .‘3{3 endde.. ...
Surgeon: ... Shaseths Anaesthesiologist: BTSM ....................
TIME L9 L 141 (‘
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
0 XY TOL oV
T fhafchewmedo— agl Suppository
il I
Blood Loss
_FID,/Sa0, e 100 106 |(pnD] 0
ETCO,
ECG an S, |Sn e
Temperature
Urine Output NOTES
232
BP 240
vV Systolic 220
A Diastolic
X Mean 200
« Heart Rate 188 C]u&n A,LL{J
Tourniquet on Time
Tourniguet aft Time 10 h J
Thvoat Pack In i r
Throat Pack Out 120f +-
100 1 194
8 LA A B
60
40
20
10
0
R85
LAB Values
GBS
Others
L J—Equipment Checked and Temp: Induction Regional:
Functional ] HME [ Fluid Warmer Ow ] Inhal Extremity Specify: ...
O Cling Film ] OH Warmer O Ae0,  CIRSI [ Spinal (Tepdual [ Caudal
[ Hugger's ] Cotton Wool [T OWers Others: .
O Msn::a; [J Other O m — Position:
< Times [ Ai ] Oral [] Nasal e o o R R PR SR S
[J—Femp Site SiAa~ 10 lS _
AnaasStart {u.. EFTR cooicizivisasss P A Needle Size: .....\.............
] FIO,Monitor ;
EF Agedk Shoor OP Start: .. \ ] Oral ClNasal I Cuff Parasthesia [ 0 No
—Pulse Oximeter OP End: . L] Trachedstomy (] Topical Catheter at skin .....\............
[ Capnograph Leave OR R [J Drug Drug Name & Conc:
] Ventilator Anaesthesia: f« ] Awake [ Direct Vision ol :oh e,
1 Nerve Stimulator 0 GA [ VideoL opy [ Stylette / Bougie Pl e N e
Position: - L Monitored Anaesthesia Care L] Fiberoptic ST T Ry T S, <Dt AN
&1 "M“" ] _Regional - N R . I
1 Pressure Points Checked DIfficulty WHY? .\ GO
Line (Size & Location) Transportation to
E“ Care: I cvP:. [] Bilat = BS ] PACU icu ] Other
[ Qint D ART ] Semi-Closed le Relaxant Reversed [ Yes [INo [INA
O T "9“" i
m p?.zmg D V.. e @ S gﬁ:d s Name of the Doctor :. TN,
= Awake O N Signature of the Doctor (w27 .......o.ovvriiecrarnn.
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i Il!llll!llmllllllllﬂmlll Rainbow' | @ pirthRight
e Hospital | .f—ﬁ——::.';?f?:::f e
POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : .......... RA%Q ....... Time Received : ll 50, P ........... Time Discharged : ......c.cooeevvevecnnes

:ig { Mq [ YN | iig IV Cannula Site : Ww
L 230 230 | [] O,Mask [C] Nasal Prongs
% 240 i 220 | [ Tracheostomy [7] T-Piece
@D 210 210 1 g
3 200 200 | [ Oral Airway [] Nasal Airway
= 190 - 190
Q- )
180 180 ]
8 170 170 | Vomiting : [ Yes o T Tl Drug: S"d*'._rqﬂ-cﬂ\gr
S 160 160 :
2 150 15 |NeTwe: [0 YesaiZMo
v 140 :;g Drain: [J Yes a_No
130
A 120 - 120 | Urinary Cathelenﬁes [ No
110
B e 100 | ChestTube: [ Yes ®=rflo
2 ¥ : 3 20| witoral 0 Yes &0
. a
o4 o | weruis: . A ugp 'WQIM
o.
s s 5o | oralFeeds: ... NFE ).
& 40 40
30 r L - . = 30
& 20 20
10 10
0 0
sp0, MY /| [icp/ i AR
POST ANAESTHESIA SCORE MINUTES ORING INTERPRETATION
(Modified Aldrete Score) e 30 | 60 | 90 el "

Able to move 4 extremities voluntary or on command

Able to move 2 extremities voluntary or on command

ACTIVITY ‘ A Minimum Total Score of 8 is Required for

=2

=1
Able to move 0 extremities voluntary or on command =0 " 3\ ) Q Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION .« i b . s
Apneic =0 \ a P ) 9 ‘ Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i iclan:
55 2 2060 Fove Amttialis e =1 OROULATION o3 P space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 od
Fully awake = % . ‘
Arousabie on calli = ISCIOUSNESS
Not responding - =0 a 9 ﬂ \
Pl 21 couwn |
Pale, dusky, blotchy, jaundiced, other =
Cyanotic =0 & & 3 ‘

TOTAL T 0| lo | &

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

3letfre | \:20pa Jio wder  Legddlipo C?
bl [1gam | i tnplor & dalipg 8

o |l <y
W e b bndle Ldolipo -
Pain Tool Used: ,42/N PASS [ FLACC [ WongBaker [ NPS Reassessment Frequency:
' 1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : ... 8B o 2 Y S ":_St Sug::’y ga:;::s '::f;'::thi;“::u':"c A ORI D oy
T ] b.
Anaesthesiologist Signature: /Q:z;:..m .................................................. . 2:;: tz:p"a‘i’:r;;;engi:t::i’:m
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name :

Transferred to Unit by (PACU):

PACU Nurse Signature: Date & Time:

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: 9]/] \ .. Time: ... 2 ,’le Procedure done by% CC‘/V‘/"' ANDUA O

CSE /Spinal /gpidur. Position : Space :.... L"‘\’X ................... Technique (LOR(LOS)..................
Depth: ~42. 5. cam. Catheter at Skin: ..... 7.2, S.Can...... Attempts : } ....................................................
Parasthesia : Yes/@ yes RO £ s isnisvendinfusidiumtontuiuns Fhopaaprats s rbssessusnnbasriatun unte emsiapa i Sinkaetensnanvs avehSpeon s essnssinp

Solution Composition .............. (g"‘-f .................................... f ANTTIAMNA . dtiletrnssiipe

Any other issues :

) PN /ST SO SIRE ¢ Sy s st 11 SN I 0 . Sl

DY st tinnenssinusisnhssnns nasuivssen v nsnvarass b nevsn s b iusins usneehia koo ran s s e s i o s A Do s AR B NS K 4044
Time '"“;:i,?;mm Bolus (ml) LeﬂLevFI:ilghl Br:ater:::se FHR Comments

1 250 il 19 [T T Mp|a2|12¢ | Gmnbehoble
K| Swallal  — Mo T {2102 IS | comdrtokte -

' V2-mA 1] ‘A 0

Delivery Details:. i o ST 3 APGAR; .................... SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : . l?)\SﬁW .........................................................................................

Pl S BTN . it el i snsisssssutbosmoes luassantiaassssansasasruessnsasssasitonnasnsadid ilbanentdvhasnssesbiosnsnsnss s Fhsossssmpsiissnroatniivs sssfospsross

Discharge /Shifting ord

Doctor Signature: .«7.........ewrmn, AT e 5 P
Doctor Name: .......LOX 0N T Ao SO oL (PR

B 00Ty 73 L 1 e R - St O AN e TR, ot A



2z |

BAH-00584583 IP5-00175895

Or. TEJASW ‘hRiaht
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INFORMED CONSENT FOR VAGINAL BIRTH > moianit, v
I

Patient Name: .............. 20! TYMG........... UHDNo: ......... 08 H:. Q0. 2 £U543. .
Gender: [ Male Dj«ﬁ]ale T | [7{% ........................... W P ..o

| 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 naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space 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 incision 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,

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

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

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

Name of the Doctor performing the procedure: 9}( ........... L T ek | SO SO
Consentee : F e Patient Aﬂendant gl
WI V"” A
Signature : ......... d\ ...... ' ......... : Signature : ....... ...} W | ARG T
e ST 5"\71'\/\ ____________ Name : ............ Carll.edaswing.....
Date & Time fl/] Moo L% % Relationship with Patient: ................c.cccooviiiiviiienes
YH_[ Date & Time

Witness : Doctor (who is taking th
R AR e R R Signature : .................

Name : @{-N?%T)TH Name :
Date & Time : ......].». 5% )Q’,’% Date & Time : ...... /9'/7/1‘9@j /@M_“_

Docu. No. : RCHBH /FRM / CLINIC L/ 028
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INDUCTION OF LABOR CONSENT

T D AR SR 97 .......... TE{MU(}’M’ ......................... Age: 51/ Gender: Male[] Female |~
T R W 80”'005@4%3 ............ Al e ”?/Jh‘ ...................

You are scheduled for aninduction of laboron.................. & %’ .............. (date)at............ gg—k p ............... (weeks of gestation).

Thereasonforyourinductionis..............................@.QM ....... ... W ..............................................................................

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

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

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

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

| understand the risks and benefits of this procedure and wish to proceed.

Patient C ‘/ﬁ : (/\/3’\"91 W\ Patient Attendant: |
Slgnafire; .ib . /v‘l—- .................................... Signatlile: ..ol
Name: é L Tl aasSwing NS .o i @f ...................
Date & Time: ....... : o G A, Relationship with Patient: ...........NYSORE0EL L
Date & Time: 2{:}]% ........... {.5. Q”P-‘—ﬂ
Doctor: Witness
115111 el eV - o1 1 o s S S Signature: ............. & ........................................

1T R SN AT 9{ s el Marne:.. st L R S o et sl O
Date & TIme:'...c..ivcsssrenss g/ﬁ‘@‘{ﬂm' ........ Date & Time: .......... 5\4}—:(4‘15@/:527
8
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ....... L*’I:H‘Qé ................. .. Q d‘"’\ ............
Origin: ... SARL Height: . 3 oma........ Weight: %’Hﬁis B 50- 4y -
’FoodAllergies:.. | SRR WAATEE o (5w L0 S R OGN 0. -, e S SO W
Diagnosis: .............J2 oh 0. /L'S‘:95 .......... douxy ﬁegw&wﬁ%&ﬁ&fm ...........................
Typeof Diet: [ Liquid A=Soft J Normal [ Diabetic
[ Vegetarian »£TNon-Vegetarian [ Vegan
Diet Advised:

fod’{-l&?k odin... oiek
2 .. Aoy pige Lhitid G 0dida doncts
1o Iro]c’mb—j 0}, ol LQuts

Patient’s / Attendant's A Dietician’s

Signature: ......... W“W\[JJ ............................. Signature: ............. .faf,"‘% .................................
Name: ......... Jﬁwwm ...... S I PP S
Date & Time: .............. CPPP% ............................. DS ... LP{:’L/'?(’ .....................
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