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3. Assistant Surgeon : .. ... én%ﬁ ...................................................................................................
4. OTTechnician .. % Lf,&ﬁum ...........................................................................................
R R, T L S SR D SR
6. AssistantNurse :.G......... L@ 0' ..................................................................................................

Special Equipment:  [] Laparascopy
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Signature of the Surgeon
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Your Right to a Safe Dalivery
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Anaesthesia Disposables Surgical Disposables m" usea| Disposables (Baby Slde) M‘j‘_‘r‘:
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Syringes : 10 cc 0@" _~1 Vaccum Suction Set J o\
05 cc 7 dloves o [ Ly9 /@ 34" Surgical Gloves  — P
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CROSS CONSULTATION FORM

Patient Sticker

2
Rainbow® : )
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

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

Type of Referral :
0 Emergency

O Urgent

O Non Urgent

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

Signature:

Findings and Recommendations :

Bveéwﬁéeemﬂ"/j onen nendt (&q

Consultant :

A L Signature : .......... @Qr ............ Date & Time : {Qﬂv\ .........

Doc. No. : RCHBH/ FRM /6LFNICAL/ 049



. 5] Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's _ = ,Telangana, India ,500034.
Hospital Brthign TEL NO :+91-40-4466 5555
PR WEB : https://rainbowhospitals.in

ADMISSION SHEET

IRV L RN TR TR

Registration Details :
Admission No : IP5-00175865 Admit Date : 02-Jul-2026 Admit Time :09:52 AM UHID : BAH-00466037

Patient Details :

Patient Name : Dr. PRANAVI BOMMIREDDY Age :33Y11M24D

Guardian : MR RAJESH REDDY PALETI DOB : 08-07-1992

Gender . Female Religion

Ocnupation : Martial Status : Married

Address (H) : PLOT NO. 792,VIVEKANANADA COLONY Phone No : 9985696633/ 9000770005
gggg;pzally Hyderabad Telangana INDIA E-mail . nomailid@gmail.com

Admission Details :

Bed Type : SUITE Bed No : SUITE 3 (421) Ward Name : 4F-BIRTHRIGHT
PREMIUM

Room No : SUITE 3 (421) Admission Type : First Visit

Contact Details :
Name : MR RAJESH REDDY PALETI Relationship  : Husband

Contact Address : PLOT NO. 792,VIVEKANANADA COLONY Phone No : /9985696633
Kukatpally Hyderabad Telangana INDIA 5000_?2

'
Signature
Doctor Details :
Doctor Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode* : Cash Payor Name : SELFPAY

Printed Date / Time : 02/07/2026 10:00 Printed By : 015513 Page 1 of 2
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Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
ke i AD ez |V, 0,
oLy ceBS. na_ apm | Reobelt | P Q.
o fpom o A QLoGe2LM | p e

B B8 — 19.0nadd 2 6363015
2\ PP rea Soocllugn




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting i
Date Equipment Time Time I . Signature
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2P | covdbo mont | T | 5P0 [deeia | Y 0,
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PROCEDURE

Date Procedure Quantity Order No. Signature
o \> SV \etame o ‘ E - /
+\o poC L L™ (TR
o \"A— ST eV \ > '\_\
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00466037 1P5-00175865

. PRANAVI BOMMIREDDY 7
‘:;-0:':“992 33Y11MZ4D {F) _2 R . ;:? .
Dr. SASIKALA KOLA ] B - ainbow . . )
TR R gt Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
mmmmmmm little. Your Right to a Safe Delivery

0rigin: ... Indian Height: ... LSS (L weight ... X5 t‘j/i Ml 2l Mcjt'“

“ood Allergies: .................. ND ...........................................................................................

Diagnosis: Fon —| (l;éc-& Levoe

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

TypeofDiet ClLiquid  _ZSoft ~ ONormal [ Diabetic
[J Vegetarian JZ/f\lon-Vegetaﬁan [ Vegan

Diet Advised:

Patient’s / Attendant’s Dietician’s
Signature: ..... 'q SM\C—Q&- ............................. SIGNATUNG: .........0 I ... coesreerecransesnsasnanssasnsnass
Name: PY ......................................................

Date & Time: ..... Elﬁfha} 8 .

Doc. No. : RCHBH / FRM / CLINICAL / 195 (PT.0)
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BAH-00466037 IP5-00175865
Dr. PRANAVI BOMMIREDDY
08-07-1992 3BY11MzaD

Dr. SASIKALA KoLA i
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IP ADMISSION SHEET FOR OBSTETRICS

]
Rainbow® . L.
Children’s ® BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Presenting Complaints \
CrafpLy 0 2 83w
d~ ECes

Obstetric Formula:

Obstetric Hostory: ML - 2249 ; PG
! 77’01'0 tMmUs € rrete , MSL

)
P2 o 1 SP N e 1(5"

211 o e roellet
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ﬁ - Mo, Lien (/3'-1'*3"”) !é‘
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O GDPDM on OHA<2ada

Height: .............. cm ISvel o ger
Weight: ~1.S..... kg

Alergies: ............. (NLEPA
Breast: Normal [] Abnormal

General Examination:
Consciousness: b«V Pallor: a\ﬂ‘ﬂc-'!’

Icterus: qbsuk Edema: <pVogeel-
Temp: ' PR: L
O @

ovs: S L()

Liver/Spleen: ad=i. —
)
- DIAGNOSIS

Gpm om

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

e 15 [ 1o err EDD: 92| & 1o
Corrected EDD: 922 ’A"'lolc. GA: 34'”@0&0‘
Menstrual History: Regular ; Yes [] No
Obstetric Examination

Fundal Height: “Tem

Ut. Activity: dRe!axed

] Mild [JMod []Severe
Liquor: 4{ Adequate  [] Oligo ] Poly
PP: ] Cephalic [ Breech ~ Others
Head Fifths Palpable:
FHS: )a” Normal [] Tachy [JBrady [ Absent
Per Speculum Examination NOJ = 4 Ot
Draining: [] Present  [] Absent (] Bleeding

Colour of Liquor: [ Clear L] Meconium [] Blood Stained

Vaginal Examination '~ of~lore

Cervix: (] Long (] Partially effaced [ Effaced
Os: Closed Dilated

Membranes: (] Present  [] Absent

Liquor: (] Clear [] Meconium [] Blood Stained
Presenting Part: [] Vertex (] Breech ] Others
Sutton: O3 02 O1 00 O+1 O+2
Pelvis: [] Adequate [] Doubtful

Urine Output: a_{ . ,_-J;e

""""""""" |

OHA. k“ B4 €t AL
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BAH-00466037 |P5-00175865
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time \ Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



BAH-00466037 1P5-00175865
Dr. PRANAVI BOMMIREDDY
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PROGRESS NOTES AND DOCTOR'S ORDER
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Your Right to a Safe Delivery
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Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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PRANAVI BOMMIREDDY
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Rainbow® . = gl
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
mmmmmmmmmm Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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[ Rainbow"® . & el
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Hospital _ | )muenom
PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
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BAR-00466037 1P5-00175865
Dr. PRANAVI BOMMIREDDY ”/? :
08-07-1992 33Y11M24D  (F) Rainb‘OW "
R Children’s | @ BirthRight
T Chilarens | R
It takes a fot to treat the fittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ..........cccceeevevennne I\)L{./Dy‘\’ ................................ | Not known any Drug Allergies

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

Sifting FIOM: ..o Rt QI s o 50 A
- (seusn.'(?ii'ﬁféﬂﬁ#ﬂ" II.EETTERS) (mg?rsnf:g) (PO?J%UTSE: i Bt Thes ?gﬂ%‘ﬁg
=T r\m{-kmnm '3031 Plo TID|gole |OC 9/60
) 1< Tyon A, PL@ 60 \(} Dc[j/f
3 T &2 PP f’/b 0D \,'), Dcpﬁs
y ¢ OInc
S 0c¢ .One
: Oc Ooc
. Oc¢ CJoc
8 ¢ Obc
9 Oc Ooc
10 Oc ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Nurse Name & Signature: ... AT et

Docu. No. :

RCHBH /FRM / GENERAL / 090



BAH-00466037 1P5-00175865
Dr. PRANAVI BOMMIREDDY
08-07-1992 33y11Mz4D  (F)

"V

REGULAR PRESCRIPTIONS Weight

U\

r

Rainbow” t .Blrtthght

Children’s
Hosp ital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the litte,

ShestNo: .............
orus: T PARACETAMOL el XN

Dose Route | Frequency | Start Dt.

g0 | o | TID )3

S
%
%

»

Name & Signature of the Doctor
Starting the Drugs:

Quy  oefbula g

e

VERIFIt

Additional Instructions:

Ny y\

R

Daily Doctor’s Endorsement by a Sign

Date

DRUG: - p1cLo FENA L Tipe

Dose Route

Frequency | Start Dt.

sovy | Po oD L:,] 2%

Name & Signature of the Doctor @

Starting the Drugs:
d{-tf Oi'V‘évu_L»q >

7,

I,

Additional Instructions:

N\&"xru‘v\ﬂ

Daily Doctor’s Endorsement by a Sign

oRuG: T- TRAMADOL 2N

Route | Frequency | Start Dt.

Po | ob |g)5]2e

Dose

, Name & Signature of the Doctor .
Starting the Drugs: CK% 7 <

d,\_"'f ) Al S’VUJ/UL

Additional Instructions:

Night -

Daily Doctor’s Endorsement by a Sign
DRUG : e
Dose Route |Frequency |Start Dt.|

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

(PTO)

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



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

REGULAR PRESCRIPTIONS

.f/C/-
Rainbow”
Children’s
Hospital

It takes 2 lot to treat the ittie.

\

‘BirthRight"

Your Right to a Safe Delivéry

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

DRUG :

Date»

Time

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Ti' e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Qate

v

Tupe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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




BAH-00466037 1P5-00175865
DOr. PRANAVI BOMMIREDDY
08-07-1892 33Y11IM24D  (F)
Dr. SBASIKALA KOLA

AR

DRUG CHART

z
Rainbow” . e
Children’s ‘Bll’tthght

Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Date of Admission: ..3) Q/[Q«Q‘LU Drug Allergies: .........ccocoevreenn NLQ’DA" ............ / Not 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)
. Dater
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
; Date»
DRUG : Tie

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4 (P.T.0)



VERIFIET

BAH-00466037 1P5-00175865
Dr. PRANAVI BOMMIREDDY
08-07-1392 33Y11M24D  (F)

Ui REGULAR PRESGRIPTIONS et s Wb

DRUG : - TAB PARAMCETAWIL L %?;i L
Dose Route | Frequency |Start Date y

/..
1007 Plo | 8Lp P-IHW P
Name & Signature of the Doctor N
Starting the Drugs: & RN fWAalpa

—

v

Y

]
A 8, !
Additional Instructions: L { h

Daily Doctor’s Endorsement by a Sign

p i
DRUG: PR PlusFCrst oo

Dose Route | Frequency |Start Date
5oy | Plo | TPO |2

1
Name & Signature of the Doctor
Starting the Drugs: 9@ palp

N '
\PQ
-

- A%
/
Additional Instructions:

] l_ @

A
Daily Doctor’s Endorsement by a Sign

=
Dater
DRUG: TR TRANMADOL  fme
Dose Route | Frequency |Start Date ’

i a
wonf(Plo | TEp | H>

hw
p W
Name & Signature of the Doctor., o
Starting the Drugs: é’ Palps

: ‘ ]
/ 1
Additional Instructions: / d T%é(\

A
<+

Daily Doctor’s Endorsement by a Sign

DRUG : - PANTDPR A20LE 72
Dose Route | Frequency |Start Date ) '
uwome | Po | oD ahfn N

Name & Signature of the Doctor v B
Starting the Drugs:

ey pr ¥t vl

Additional Instructions:

I
2

Daily Doctor’s Endorsement by a Sign
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, SEN——r [V T | Tiu—‘e Nurs‘e' Sig. I Nuisﬁq I Nurs‘e’ Sig I Nurs‘e' Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. D, Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e - s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e fose . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige Nurse Sig ] Nurse Sig. l Nurse Sig I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor e [ross Dose Do
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o Boss Bowe
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other :
Date Time Medication Instructions Route Signature Nurses
dr  [nezoad W (rotaximel A< 1 Ho | O %
[ TAN OM O
= , i L} : QN-{}'\
"\,\0{’ 11730 am ;’:\‘ PANTOfRAL sl 4@»«41 {;FLV otk
Sa
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Ar | P Pluosee 100myg R _| 4 sab st
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Part - 1.

AU

Patient's / Learner Language: T ..............................

IN, ..RDISCIPLINARY PATIENT

/ FAMIL

Patient / Learner Literacy:

M )rg Willingness to Leamn

2
Rainbow* % L
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a iot to treat the little. Your Right to a Safe Delivery

Vﬂés INo Healthcare Literacy: 9}@ 1 No

Identified Education Needs:

Y EDUCATION RECORD
7 Read fte .01 k ill

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 e
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 Tyl o I S R VRN T I S A
Part - Il
Use codes from the list in part Il
Date Time id:‘neﬂ?ﬁqed Information Taught . A s Comments D?Ilg“nnaag?: /
] - Learning ?
Person Taught . Teaching Tools | to overcome | Understandin
i ’ Barriers - barrier/s .
. y -
11,3 (e plen., Poi 0, o
9 {r— sa- g
—_— N
\3 \“\/\ _L(\—Q-e@‘\(ﬂ QB\JQTAQS MO\, P T 3 O ~ o

P N e . e

2 (~be| qam Lclaidion,. v o i P | o Ll (] = | N

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver DS OINERESORGIIY - ... i s s

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 R T SN S e Y

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 B G BRORNN et SR e

2. (Qbtain 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



BAHK-00486037 |P8-00175865 i A ’%
Dr. PRANAVI BDM;’:!E?P; s5iE : Rainb‘?)w' . B hR h -
07 -mnz i . 5
o ~ MULTI-DISCIPLINARY PLAN OF CARE FORM Gldisn' | | zausmon:
Vo A 3 \ Rohn | W i
Diagnosis: L 13 oy P o CagRli s C @ ‘(f}\‘-‘«—/{/)") (4 C} DL on StlA ;JLL T M4BT
%al:; _ Discipline Type Patient Needs / Problem List Goal Plan / Inleryention _SIgnature Team Verification
ﬁedical %ﬁ\al qx BERD T Lo @\r [ Nursing
2% [ 0 Nursing ' Modified | : T1 QOthers:
\QXL * | O Others: O Per-Op ,'(] &‘}é’ 07 _ J
s O Post Op T e & : (P‘-‘—d[
(D -l £
O Medical ./1(Initial A r B A g /EI/Medicai
? ursing [ Modified A \.\Q( ANSS @j O QOthers:
‘5/\ 1 Others: O Per-Op
1 Post Op
g\,}gya J Medical O Initial FOD — 3 - J’D6t . c\‘@% [J Medical
o1 Nursing 1 Modified 5 E _ [\hw CJ Nursing
Ooine 47O | O PerOp Cees ek prolecn A 7 others.
oLL ‘H .ﬁav /&*1 Post Op , :
1 Medical O Initial [ Medical
[ Nursing [l Modified [ Nursing
[ Qthers: 1 Per-Op O QOthers:
O Post Op
1 Medical ~ [ Initial CI Medical
[T Nursing 1 Modified O Nursing
O Qthers: .- Per-Op O Others:
Ll Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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35-07-1992 : 2
33y 1M 2 - = @
Or. SASIKALA ko4 0 ofy B Rainbow E

Uy s | el
RESULT SHEET

\

J
o

Date 8 2
Time
Hb 10-2-
PCV ;
RBC . LE2D
WBC :

N/L
Platelets <. |
CRP i
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 (P.T.0)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

TRy \f\“f_

CulurEanaSansiivities 2 22 - Sen e B - Uil L SeE el e e B L e SMine AL TE IestL ots e i L]

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

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

Radiology : TR RN - = SPLRIY, - o AL SN ST s i Sl bt i L0 o SR R SAe 8

MRI ................................................................................................................................................

Others (ECG, Contrast Studies efC.,) : .........cccosvvuisercivnniusnunnuennes o R
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[l

33Y1I M40 (F) 2
Rainbow® : haibka

(11T T Children's | @ BirthRight
Hospita] . BY RAINBOW HOSPITALS

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

OBSTETRIC TRIAGE ASSESSMENT FORM

1)
2)

3)

4)

9)

6)

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

Time of Arrival: R 0%.Rax.........  Time Seen by Nurse: ... b Lo

Level of Consciousness: \lz/c‘onscious L1 Semi-Conscious [J UnConscious
Chief Complaint (Reason for Visit): (Circle the item as appropriate)

C1 Severe Pain / Moderate Pain
(] Bleeding PV: Slight / Heavy
[J Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement [J Other Reason: EL“L&Q ...........................................
— 1
Vital Signs:  Temperature: aX:0F puse: A% RR:1Q.... Sp0,: C}“P/ BP: ...l.?i./.&."Weight: .............

1 Preterm rupture of Membranes / Leaking Water PV
[ Preterm Labor/ Labor

Gestational Criteria:

Gravida: AG 0 A 3 L ;)) A

LMP: l‘)/(,l}’[%/ EDD: '7/']/{9/{'2/5 Gestational Age: ...... %“4" ................
Uterine Contraction 1 Yes E’fo [JNA | Onset Time Frequency:
Membrane Rupture [ Yes ZI/NO [0 NA | Onset Time Fluid Color:
Vaginal bleeding O Yes 5{0 [0 NA | Onset Time Amount:

Pre Eclampsia Symptoms

] Yes

o

J NA

If Yes specify: Headache / Visual Symptoms /

Pain Abdomen / Vomiting

If No specify:

Good fetal Movement [0 No | OONA

Pain Screening: Numerical Pain Scale (NPS)

g | | | | 1 | | | | |
I | | | | I 1 | I I 1
0 1 2 3 4 5 6 F g 8 9 10
No Pdin Worst
possible pain
; 4
« Location: .. 1. G L T i A S N AW S RS o ) el
X
« Duration: ........ o R T Days / Weeks/ Months (Strike out which is not applicable)
» Character: 1\\\\‘ .............................................................................................................
b \\
LU TR R e TN N | e O LRI 1 - e

R TR T A N S U (B PR S S 2y L

Past History:
a)  Surgeries: W«ff')/ﬂ'lf")?,@')/& ...............................................................
M Meleak..............d 0 00050 N R 1 e OO N Y

(PT.0.)



iy
8)

9)

Vs
Chronic Hypertension

[ Gestational Hypertension

1 Diabetes

Current Medications: [ Prenatal Vitamin [ +flone
Prenatal Medical History:

[] Gestational Diabetes
CJ Low placenta

O] Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
[J Category I: Resuscitative (Time to Physician: Inmediate & Reassessment: Continuous nursing care)

[J Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

0BCU Obstetrical Triage Acuity Scale (0TAS)

Level 3
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
| Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
ga Weeks
-
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
. Mild hypertension
Hypertension > 160/110 itk
Seizure activity and / or headache, visual | >140/90 with/without
disturbance, RUQ pain associated signs and ’
5 symptoms L
: . Atypical FHR tracing,
Lt Abnormal FHR tracing
Fetal Assessment abnormal dopplers
N 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 y (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
. S_evere respiratory Jor diarrhea with : MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
+ Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) - « Rashes
Time seen by Doctor: ............. L

Nurse Name : ... 2.5

Date: 3-1*5*\2.;(; .........

‘%} ................................................ Nurse Signature: @é’f ............................................

Time: ...\ LAA........

cm vk —4—
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: @\A\l&’ .......

Baseline Information:

Admission From: [ ER 1 0PD Ol AdRission Desk 1 OHhES, SPECITY ....ovvvvveecerecrossvsereneesresssessss
Primary Language: \Z@Iugu _1 English ! Hindi BT RO RN 5. i i rssstias dodisnins
Do you require an interpreter? [ Yes fé'ﬁlo/’ HYBSSPOOHY ............rooenemmsnonsceensasssssssssnsssssinsasinnsnsassssnsssesssnsssnesasisenasasssassastsasass
Source of Information: [ /Fatient & Family IO I b i el i
Allergies: [!Yes [!No ("] Medications ] Blood Transfusion 1 Food ERBIREE n et i ki

I YBS , BRI ........covveersssessssesssensssssssessssnsesssesssessssssssnsssnssssssnsaseseas s Ao e SR SRR R LSRR
CORR R ... oot s it et omsni s S eghlinsaes Doctor Notified on Admission:£=7Yes [INo
...................... 4 L—-HQ Name of the Doctor: 0)‘53‘0“""‘1’"
................................................................................................................... TinaRoted: .1 L SOMETE
Past Medical History: Obtained From—TPatient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

) Rl £~ CO
2oL L0

Gynecology Assessment: 7 Not Applicable | Gynecology Surgical History: Gynecological History:
kg ([ LR S Ty Caesarean Sectionéf}—)] Yes Contraceptives: @/Nt? [1Yes
.................... @‘“Q“SS"\ reeemennnenss | GIVical Cerclage: % O Yes Vaginal Discharge: )ZN@ ] Yes
OnSELoE Menarche: .........cemviviecasessenssins Ectopic Pregnancy: " INo L[] Post-Coital Bleedinao/: Yes
Menstrual Cycle: m}eg/uiar [;) Irregular | Myomectomy: No [Yes Infertility: Ziflo [JYes
Last Menstrual Period: ..... tﬂﬁﬂ. L&....| Others: If Yes Type: [ ] Primary [ Secondary
Obstetric History: G ...... J" .............. Por.. :L ............. Ll f .................. e ST T
Previous LSCS: ........................ "4 ...............................................
Current Medication:  [_Alone [l Yes, If Yes, Fill the reconciliation form

Family History: @No/Abnormalities Detected

(] Heart Disease [] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease
] Liver disease LG AT R ST SRS SOMIR G A - RSt 8 O L RPN T T v
Vital Signs / Measurements: Temp: Oli‘r F HR: ”‘i( ....... RR Z(} ............
BP: ..|0LLE.Y Weight: .............. HEight: ......ooevnene. BMNIL: ..nsls

Pain Assessment:  Pain: .~ Ves

LI No

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151

(PTO)
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ML

S

J

PHYSICAL ASSESSMENT

General Appearance: Mealthy [1ill looking [ Anxious [] Agitated T R ———

Fall Assessment: E@ (JNo Score ‘LP/ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: dz{es [ONo Score...... ’ﬁé (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
! Mobility problem [/ Walking Problem \Zﬁbnormality Detected
I Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: V‘Z/No Abnormality Detected
! Overweight LI Poor Appetite > 3 Days | Needs Therapeutic Diet.

LI Under Weight "I Diabetes Mellitus _! Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
\?ﬁlm & Cooperative I Restless L Depressed LI Agitated "I Confused
fh NN 0 3. SR SN SR BT e T SR B R - T S
Inform consultant for positive criteria

Cultural & Spiritual Needs: [] Yes Q/NE TN ..o irrmaniis s s il nersiais Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single ﬂﬂﬁr‘ned [ Divorced ] Widow

2. Special Habits: Smoker: [ Yes [y NG~ Alcohol Abuse: "Yes (N0 Drug Abuse: 1 Yes 4~ No

Social History: Lives With Mo«g .........................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach :/L/Yes [TNo Waste Disposal Explained: /Yes [INo
Infusion Pump : /@ [INo Hand Hygiene Explained: 7 Yes [ No L] Others

Above information givento .......
Name of Person Orientation was givento: ...
Orientation NOt GIVEN RBASON: ................veeveeeeeemeeeosmssrsssssssssessessssssesessseeeeeeeeeseeess

Nurse Signature: ...... ,@lﬁ’f .............................
Nurse Name: ...... /&.O.ufé ..............................

Date & Time: 9]9]3{91% ..........
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-...4 Warning Observation Score Chart - Obstetrics

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

I"%
Rainbow® i g A
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

\ /lo Date g =
4 Time (9 [ho)a1) 12](1) 2 {3 ) a |5 Ds{[7 9 [10] 11]12] 1 3|afs 7
RESP = _320
(write rate in
corresp. box) 161 '12:
Saturations | 94;9140;1%
Administered 0, (L/min.)
40
39
& 38
3 37 A\ A 4 Sl a2k all
~° 36 S 0 | Fkd 3 bt | L I\
35 e
<35
170
x
]
=1
x
o
m
180
170
160
"g 150
2 140
® 130 :
T §_ 120 \\ \‘% \\ O\ \\\"\
110 0 PS IRf o [3) h\ = A\
§ 100 k. (ﬁ A i 3 L -4 A=A
2 90 \
e 80
70
60
50
- 130
g 120
8 110
& 100
. ,
§_ 80 N \ |/ \U
- 70 r w A da
g 60 o = X > S .t
= 50 \
40
NEURO Alert A | b B0 " P T 1 &
RESPONSE ‘;‘:‘i‘:f
[v] Unresponsive
URINE > 30
mlis / hour
Proteinuria
Lochia
Liquor o 4
TOTAL YELLOW SCORES o) ol 1P - ¢
TOTAL ORANGE SCORES ) [z 7
Nurse Initial F: P i




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\_ o

© Nl A

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Set of MEOWS Call the Obstetrician and Repeat

Observations
Observations in 30 minutes

% e, 52 J
f - D

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

5 i

* The Modified Early Warning Score (MEOWS)
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38-07-1992 Children’s .Blrtthght"

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Hospital _ | ()ommonesius

carly Warning Observation Score Chart - Obstetncs
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
3
Date '9 v

Time | 8 [([10]11]1)[ 1 {2[G) 45|68 ]o[wof@m)12]1]2]3]4a]5]6

> 30
21-30

RESP
(write rate in
corresp. box)

Saturations <94 %

0, (L/min.)
40
39
38
37 o 2 ax P =

36 T o TR T
35 :

<35

170
160
150
140
130
120
110
100
90
80 L %\ &

70 o 1‘/;0 w
60
50
40
190
180
170
160
150
140
130 ] :
120 \ T\
110 b / 1% YO n hWo
100 ’ A\ [l ‘

Administered

2,dway

aley LeaH

e

2l

—
anssaid poojg 210isAs

70

50
130
120
110

\\/

e
2.Inssald poojg Jijoiselq
8|8

]

NEURO | Alert L - T ] i e A T 3 -

RESPONSE Voice
[v] Pain
Unresponsive

URINE | > 30
mis / hour <30

Protein + +

Proteinuria

Lochia

Li
< iid Green

L J ] 1 -‘
TOTAL YELLOW SCORES U oF [9] 7 0 [@)
TOTAL ORANGE SCORES 3 < 2] 9 & - ¥ 3
Nurse Initial g’ J




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations

in 30 minutes
A .
e R & &
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

K L E Y,

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

5 A

* The Modified Early Warning Score (MEOWS)
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[FLUID CHART

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

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

: Intake ol _ Output . | wste
Thrombo- .
Date glfa;m Route NG | Diarthoea | Vomit |Drainage | Urine | PRiedits r?::%ge
Mouth | IV | NG-
800 | 0L | \ | . o w10 T
000am| Pl | | |.ond / Q| udls
10:00am | p | [\\ 10 ®) v\ \d 0 :M
1oam| oL | v, lpow ; 0 |l
1200pm | pA SRl J O 7
otoopm| P | © (oad 100 W O )L-J’(
Total Intake : G lov— o Total Output: pounsd) ~ loomf .
02:00 pm \m.d;}, \\Q \EM 0 [ uUV)
0300om | Yy y [ 0
0400pm | )\ Y loo \ "'“‘k 0
os00pm i) [M 1o UEoml 0
06:00 pm E/- e Q}JL" | 0 £
07:00 pm | 1\‘){0 0 - ’ | 0
__tal Intake . T k. Soom) " totalOutput: P80 AConlL
0g00pm| 1 : ] T [Sospa
09:00 on
ml ot G oy
10:00 pm : | 2oot| O | Conple
11:00 pm 22l ~ O |Sonpde
12:00 am 1 O | g
3 1
01:00 am gy \ o Qmiw
Total Intake : Taken  3<oml Total Output :
02:00 am 0O |[Korpe
0300 am Hw | , (BE PR
0400 am i g o Condl. s
0500 am D U | Sl
06:00 am Mg ol \ ool O | Lo
07:00 am HAOAL ™
Total Intake : ko Total Output :
Total 24 hrs. Intake 140 o Total 24 hrs. Output \ 200 e

Docu. No. : RCHBH /FRM / CLINICAL / 092
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(i FLUID CHART) By

Dr. SASI
It takes 3 lot to treat the little.

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

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.

TR

‘Bu’th Right
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

wvshe L1

Date Time of Fluid Route NG | Diarrhoea | Vomit | Drainage | Urine Dgfgrlgs
Mouth | LV N.G \ 0
08:00 am 1,0 1) NAF )ik .
X 09:00am 0 Q ' k-
Nomal | e
} 11:00 am 1. 0 Lo bo toLul
12:00 pm ; O o O
01:00 pm P - P
Total Intake -~ - ) Total Output : p>
02:00 pm Lb A \ ik EO5E RV |
03:00 pm By \ N o\ §
Q’ 04:00 pm i . &AA)}\_@A
\Q( 05:00 pm H> 0 et W e ¢
& [ 0600pm 4 | ;:ﬂﬁ:
07:00 pm 31D ’ » e
Total Intake L2 ) ~ Total Qutput : w,\/bﬁ%
0800 pm \ i 8 SWd )
09:00 pm oo ) [
10:00 pm P 5 o)
AV [ o E A W% ki R
1200 am 4 A0 8
01:00 am Yo L |V
Total Intake : ~(, e\ Total Output : Pa%&(e(
02:00 am \ 1
03.00 am Yoo ! [ ]}
05:00 am = & &1 & Fi 1)
06:00 am c® f £ ¥
07:00 am il V.
Total Intake : o Total Output : Py 9% 24
Total 24 hrs. Intake Total 24 hrs. Output
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Shift: \LZﬁ?)rning ] Afternoon () Night )

REIREBIMIER. ... .ovcoscrninnsassasnsmnnsnmuenonsaresssiiielisons sennsssirs I L e gk ofiion ity R MO it A CS. oo B n i B i s M B
[ Improve Activity Tolerance [J Maintain Good Nutritional Status [J Maintain Skin Integrity

[J Ensure Safety [J Early Ambulation Reduce Anxiety [ Patient & Family Education

[C] Maintain Fluid Balance

(] Relieve Pain & Discomfort
[ Meet Elimination Needs

[2J Maintain Airway and Oxygenation

(2]
E [J Maintain Personal Hygiene ] Prevent Infection
S | [ Identify Potential Complications T T S e S L e D .
Plan of Care Time Implementation Evaluation
A LN
%A Ker Mo padien T _ pdiend B

Time
W AP e paSled gonesal) o
qpr\ Qoy\&y\v\\w CQ %!ﬁ Cﬁxéﬁ'\:‘& A R ¥ ‘(
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BY RAINBOW HOSPITAL! S
Your Right ti "

e | &) Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improveg Activity Tolerance [] Maintain Good Nutritional Status [] Maintain Skin Integrity
§ Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs Ptl/mw/re?Salety [] Early Ambulation Reduce Anxiety Wﬁf & Family Education
s dentify Potential Complications L R IO BN 0 i A B B 6 b R i e G S e R A oty S0 e wm i 5

Time Plan of Care Time Implementation Evaluation

7 2y Adod— Zﬂ%c—%%c/w
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:,A gﬁmn 1P5-00175g "2
s.' % BOmMMmI DOY 65 - - .8 y . g
S S Chilarevs | @ BirthRight
Ui NURSING CARE RECORD Hospial _ | (s
Shift: [ Moming [ Afternoon  {_LNight Date: Q}atao%
e RN O . W - POJHU){_CO'"“\JNM”—{ ..... Poiny . ajgu“’&;c‘*oz‘ﬁﬁj .....................................................................
el e o L R s T B Ackiy Tiance 1 Mg it [ Mt Aty
ﬂ_g aintain Personal Hygiene revent Infection ] Meet Elimination Needs __Ensure Safety [ Early Ambulation Reduce Anxiety [J Patient & Family Education
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NURSING CARE RECORD
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y 35.07-1992
[ Maintain Skin Integrity

B [
.......................................................................................................................................................... R, PO <4500
] Early Ambulation Reduce Anxiety }l«Pﬁﬂén’( & Family Education

Shift: oming [l Afternoon [ Night

Assessment:

o | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort Wain Fluid Balance

s aintain Personal Hygiene _LrPrevent Infection [ Meet Elimination Needs ‘H/Eﬁre Safety

€ | [ Identify Potential Complications T T L P T L

Time Plan of Care Time Implementation Evaluation
= Hyieds —le (Poxjc(uj\‘ 8'-50-Prm":’) ,Dr%c)ysq;& Mee Pc&(euj"
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el
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e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort aintain Fluid Balance ) Improve Activity Tolerance -mmn Good Nutritional Status [7] Maintain Skin Integrity
§ Maintain Personal Hygiene /Bﬁevem Infection ] Meet Elimination Needs /Z/Ensure Safety [] Early Ambulation Reduce Anxiety E,Pﬁﬁe/nt & Family Education
& | [ Identify Potential Complications IR R e o1 L e R e DR TR LS T 1 SR
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e | [ Maintain Airway and Oxygenation -E-H'lﬂlﬁn & Discomfort (] Maintain Fluid Balance ] Improve Activity Tolerance [[J Maintain Good Nutritional Status [ Maintain Skin Integrity
§ [C] Maintain Personal Hygiene L-Prévent Infection —Meet Elimination Needs L1 —Ensure-Safety [C] Early Ambulation Reduce Anxiety [] Patient & Family Education
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L

Treating Doctor: .. ). 5441, \£-229

IP5-00175865

" —

#7/
Rambow
Children’s .
Hospital .

NURSING SHIFT HAND OVER FORM - WARD

L‘»@/Q.Q Department: .......... vab ................. Date of Admission: .

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

afadus

Z | Diagnosis: ( , , Any Infection: (1Yes CINo Q,Nﬁt’Known
g G\ 2 Puw %M | I YES SPECITY: ..vvvvveeeeeeeeeereeeerereenseseesesssssesne
7]
S | Area X ‘70 (4 L% S Q/Q ng
g e Shift Time Q& A ‘5 \»5‘ V@ﬁ ” g
X | Medical Condition ,
= | (Any special condition to be noted): : o (3?(
Allergy: / OYes @No|D YM O Yes Gl MNe (] Yes B’ﬂ)} () Yes =10 |0 Yes 1 No
Tubes/Drains/Catheter: [J¥es CINo ¥es C1No | SL¥S CNo | O Yes o | 0 Yes 246 | 0 Yes 0 No
Vital Signs: Temp: | O8 oF [ 9L ar it o ¢ Fl agul
= Res: | ) & 'Zq /qp&o lqb\,() m.m
& $90; | 997 | ow% | G9% [ 1monf, | AXT
2 Puise: | X ¢ aably) Lo\
Z BP: [\l [V— s/ | 1ol [nva [ee | wol
Lo/ !
Fall Risk Score: | ¢S W | K |ac 25
Pain Score: | © 0 U @ o
Safety Needs: | K\ W NA vy |Nes
- Physiotherapy | Yes /2No | O Yes (D\No’ O Yes E}‘Nﬁ O Yes yio O Yes =1o | O Yes CJNo
:'.3 Others Specify: | ] N o | e
E Special Diet: | O Yes=No | Yes D)ta'“D Yes‘a’ﬁ [ Yes [LNo|Cl Yes =0 | Yes 0 No
E
& |Other Special Orders / Medications: i
- e |l [ e | o®
Post Operative Procedure Special Orders: | \ €< M’\/— \OA p\&’ N=2
Handed Over By Name : W W" -
L & M & JD&? {0} %\,&‘m
Y 4 B g
O TV o & [
W] 2T b [ShbE[ b
Time: gih,\ %‘FQ D Crn 8P| ga?
WA» .
Taken Over By Name : W
aken Over By Name M’ ‘C,ﬁ‘”w ’0,> ‘ E)\N,)
Signature : }l/ [ (o &f( M
Date: A 2PRE[N\aVP [n\m ¢
Time: : Copo] gaon | g
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H-00466037
IP5-0017
o RANAVI BOMMIREDDY s "2
-1992 - - ®
SASiKALA KoLs | M0 (R) Rainbow B

i cierar | G BRIt

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

NURSING SHIFT HAND OVER FORM - WARD

TORAING DOCIE i i kbt smsissmessssossssmusesmponsiasis DBDAITINONE ...t i essssnibaseisitideanss Date of AdMISSION: ..........coooccocccrvven
Z | Diagnosis: Any Infection: C1Yes [INo [ Not Known
'§ If YS SPECIfY: ......ooveeereeeceeeeeeeeee e
=
w
S | Area
3 Shift Time
&

% | Medical Condition
= | (Any special condition to be noted):
Allergy: CYes CINo|CJYes CINo [ Yes CINo [ Yes CJNo | Yes O No | Yes O No
Tubes/Drains/Catheter: O Yes CJNo |1 Yes CINo | Yes CINo |1 Yes CINo ) Yes C1No | Yes (1 No
Vital Signs: Temp:
= Res:
E Sp0,:
@ Pulse:
g BP:
Fall Risk Score:
Pain Score:
Safety Needs:
i Physiotherapy | Yes CJNo | Yes CJNo |0 Yes CJNo|CYes ©1No |[CJ Yes CINo [ Yes CINo
=
k= :
-‘2 Others Specify:
z Special Diet: | Yes CINo | Yes CINo | Yes [1No | Yes CINo | Yes CJNo | Yes CINo
=
g |Other Special Orders / Medications:
[«

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:
Time:

Taken Over By Name :

Signature :

Date:
Time:
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BRADEN 'Q' SCALE

2

Rainbow”
Children’s
Hospital

It takes a iot to treat the fittle.

1.1

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date

Time :

2 IR

[
A
h

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Sh 24

3 N \ f
\19123.3 Pl
Msw

|

Mobili : : = ’ . - o ; ! :
ty in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. L\r q/ {_t
without assistance. to completely turn self independently. independently. 0.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
"Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair." 7

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4
]

e

Moisture Degree

1. Constantly moist:

Skin is kept moist almost constantly -

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:oisv:r::):gse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing &
' ’ Dampness is detected every time 8 hours. every 24 hours. q,
0 moisture gl
patient is moved or turned. s I
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4, No apparent problem: \

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 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.

B

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

e

fiE




T! 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
i pressur'e I'BdIStI'Fbl?tIOI'I surfaces Alternating pressure mattress overlay
Manage moisture, friction and shear
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 e
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




BAH-00466037 1P5-00175865
Dr. PRANAVI BOMMIREDDY
08-07-1992 35Y11MZ4D  (F)

Dr. SASIKALA KOLA

AT

|

BRADEN 'Q' SCALE

N\

’
=

Rainbow”
Children’s
Hospital

It takes & lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date :
Time :

‘t?’p;

Lon-Ea0

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili : ; A . . : ) o ; -
y in body or extremity position body or extremity position but unable changes in body or e.iremity position position without assistance. C.r
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bodfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity" Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

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

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.

Moisture Degree 1. Goalsintly mesiet:

to which R : e
skin is exposed by DGTSDIFEFIOH, ur!ned, dralnaqe, etc.
to moisture Dampness is detected every time

patient is moved or turned.

Skin is kept moist almost constantly

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

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

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

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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

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/dI
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 : lessthan 9 | High Risk: 10-12 |
Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

g

Evaluator's Name

Ao Yo




E 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 Alornatii Dvnsise fakirsss overt
‘ Manage moisture, friction and shear P 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 R
13-14 J Moderate Risk Gel pads for high-risk areas
| Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form s v e
Date/ Time | 2\ \ 20 1 | oplRb
Choose Highest Applicable Score from each Category Y Fall Risk Grading
Score [P~ D4 /0&@,421}1\‘@1 7]
71
History of Falling Yes 25 | /
(immediately or w/in 3 months) No 0 o) Risk Level Murs?;:lsl)Score Action
Secondary Diagnosis Yes 15 =3 Tl it
(more than one diagnosis) No 0 b
Furniture 30 Low Risk - Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 0
Yes 20 QO
IV / Heparin Lock or Saline N s 20 3 &@ Implement
- %erate Risk 25-50 Modara.te Fal
Impaired 20 :’revenn:m
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O O Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 i
Oriented to own ability 0 o) O Preventhn
Intervention
Total Morse Fall Scale Score: Xy 3(‘ 2
Signature @g M &»W‘PV‘{
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 T Assess patient after visitors, leave to ensure safety measures in place
/ﬂ{/ﬂse 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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PAIN ASSESSMENT FORM

107

Rainbow"® i S
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

. Pain Score s Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
\ Py \\Q (] Continuous | [ Acute (] Sharp [ Dull ] Increasing OJ Yes !\lP— b
2 %,Qm O N® | [ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No @f
0 \A :LQV\ \ [\\ = O Contin.uous O Acute' O Sha.rp L] Dull . a Increasir.lg O Yes N
0 IR O] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [J No @,.\1 -
3 o [ { 0 Mo ¢ | [ Continuous | [ Acute (] Sharp [ Dull ] Increasing Yes g
; r‘&k ' " ] Intermittent | [J Chronic [ Aching (] Burning | [ Decreasing | [ No N ML} 2,
1 . v
5' Nﬁ [] Continuous | [] Acute (] Sharp [ Dull (] Increasing D(Ves &
ﬂk?( 114 ° (‘ lo M [ Intermittent | 7 Chronic (] Aching (] Burning | [ Decreasing | [J No W
' 1 , |
W -Q” /(/0 f\b [] Continuous | [J Acute (] Sharp [ Dull [ Increasing L;Yes* M
2 : : . ; .
] Intermittent | 1 Chronic (1 Aching [7] Burning | [ Decreasing | [ No
[ 2 : =
T Qe | U Continuous |—=Acute . (] Sharp «-Bull ] Increasing | \t1-Yes Cribe- Tra—ama__glol cC
Q\W QP“@ O [(9 gfr}c [ ntermittent | [J Chronic (] Aching [ Burning |+ Decreasing | [ No Cﬁ'\f’eﬂ Mgt i 2
A=)
AbO [] Continuous | [ Acute (] Sharp [ Dull (1 Increasing | .[] Yes Wndeg 0
3\"\ b O Pe~ | O Intermittent | [ Chronic [] Aching [ Burning | [ Decreasing | (] No bkl Cuwaopud]
\ 4 b MNO [] Continuous | [ Acute {7 Sharp [ Dull [ Increasing ] Yes Undev V3
b O P~ | [ Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No oEfenh aﬂf‘,m C&wa—ﬁﬂk
3\-1\ | o AJO [J Continuous | [ Acute (] Sharp ] Dull [] Increasing (] Yes wnolet (gwu\{)r\%
©~>0 | [ Intermittent | 1 Chronic [ Aching [ Burning | [T Decreasing | [ No ObLey wotien
3\)/' o pO [J Continuous | [ Acute (] Sharp ] Dull [ Increasing O Yes l,..@&e,\_, Q
LO @t oA\ | [0 Intermitient | (1 Chronic | [ Aching () Burning | 7 Decreasing | (1 No WS 3 Mﬂ/\
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)

\
N



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 -
Fa No Particul ] i Occasional Grimace or Frown, Frequent to constant frown,
ce 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and % e
Activity moves easily forth, tense B, A ywig
Numerical Pain Scale (Obstetric and Gynecology)
T 1 1 1 1 1 1 1 1 1 ] Moans or whimpers occasional Crying steadily, screams of sobs,
I 1 T 1 1 1 1 T 1 1 n Cry No Cry (Awake or asleep) i i
0 1 2 3 4 5 6 - . . wl,u complaint frequent complaints
ke Possﬁr:tPain Reassured by pccasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
: Criteria
Wong - Baker (Pediatrics) Above 7 Years -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
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age §a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Pain Score Modifying | Patient / Family "
Date Time (0/10) Location Duration Acuity Character o Binsated Intervention Sign
,\A\L \ ( 200 ] Continuous | [ Acute ] Sharp (] Dull (] Increasing O Yes UAM_ P
M) olto = i ' ] Achi Burnin i O S
v pel) | CJ Intermittent | (J Chronic Aching (7 Burning | [J Decreasing No Sy l@ : ‘*"-0“
'),C: PO (] Continuous | [ Acute () Sharp (] Dull _l Increasing [ [ Yes UJOQQ_L
\‘ J pr Ol 1o - ; : ; _ :
) P g~y | [ Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No ke m S
\)r\ ’7}0 0 CJ Continuous | [ Acute (] Sharp (] Dull [ Increasing | [J Yes o Mot
3pm O(m an | o ‘ O i 1 Aching (1 Burning | [ i O Saavﬂﬂujﬂ—\
% P A Intermittent | [ Chronic L1 Aching [ g Decreasing | [ No okt
Aq"o : O C] Continuous | I Acute ] Sharp (] Dull I Increasing OJ Yes : S! o) SMGOJ%
2 é@m 0’ 10 (;JA " | O Intermittent | [ Chronic [J Aching (] Buning | [J Decreasing | (] No ol Mkm
] Continuous | [ Acute (] Sharp (] Dull ] Increasing 1 Yes Unehe Y .
\D m 1\@ '@ X - % 3 7 = . - . * " 7 \'\KQ\
3\&'”" |0 ¢«'iw | CJ Intermittent | I Chronic 1 Aching [ Burning | [ Decreasing | [ No olaterVabon o )‘Ld\
] ,QU (] Continuous | [ Acute . 1 Sharp ] Dull ! Increasing L] Yes Utk Y
U(\X\% e | Ol ¢ain | O Intermitent | CJ Chronic (] Aching [ Burning | [] Decreasing | ] No Obsesiabiony #eho Nl
[ Ao ] Continuous | [ Acute ] Sharp [ Dull L) Increasing | L] Yes Uy ke~
l/Y\X\l Lo o[\ «y | O Intermittent | 1 Chronic 1 Aching (] Burning | ] Decreasing | [J No \ fobotle
yot 7 | & 0 btoeyahon -
() Continuous | [ Acute {] Sharp ] Dull 1 Increasing ] Yes
[J Intermittent | CJ Chronic (] Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute ] Sharp 7 Dull ] Increasing ] Yes
] Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [J No
[J Continuous | [ Acute (] Sharp [ Dull 1 Increasing L] Yes
[ Intermittent | [CJ Chronic [J Aching [ Buming | [J Decreasing | [ No
Re-assessment Frequ
1. Every eight hours for all husprtalzzed 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.
c)  Priorto pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 | 1 | 1|

O ——

No Pain

&

0
No Hurt

1 1 I I ] ! I I 1
2 3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

® S S S

Hurts Little Bit

10

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 &
No Particul A i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 FAFUGLIET BXAIESSION Or SiTNe 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 i
Activity mgveg ga:ir}y ! mq,—m. tmge ’ Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability debaciibie
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 arousaltoany | 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
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 820, | stimuli variability from normal for from basefine 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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Hu ||||||||||||||||| ||||| || |j || ||| CHECKLIST FOR THROMBOPHLEBITIS R Ters bt e Vour Righto  Safs Deivery
‘ 4 . fr}d
DAY-1 2\ 7 | 517 Day-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E N M E Remarks
: No signs of phlebitis /
1 IV site appears healthy OliSarie Camds 0 @) 6 O 3] O 0O
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1 "l
* Slight pain near the IV Site / / Observe cannula — = v | %
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis / - .
3 are evident: Resits Canviula 2 iy, & 1
Pain at IV site Redness
Qyigérf? ' NG i Medium stage of phlebitis /
4 | Pain along Path of cannula ?esn’g&ngapnula SO b e AR o i e L
Redness around Site Swelling oo
A"- oo followmgISlg.ns = Advanced stage of phlebitis or
evident and Extensive : the start of thrombogphlebitis /
5 | Pain along Path of cannula Re s_ta CO rloné op.de e 4 A o A
Redness around Site Te s;e ztinnu Ay s, PR S o]
Swelling palpable Venous cord TR
All of the following Signs are
evident and Extensive : Pain ﬁdvancedhftzgtt_e of 5
6 along Path of cannula Redness } o qmbop ¢ ”S/R it 5 el k- A o
around Site Swelling palpable gltlateltreatment s —
Venous cordpyrexia Swnia
Signature of the Nurse |1} s LU.Q ,{S\n:)r/ K. |Ehah

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

Signature of Shift In Charge :

Signature : e O Name : M\QM-

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

Signature of Ward In Charge :

Signature : N e Name - AR Als s
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L, Chlres | @ BrtnRighe
m”|u|||m|]|||||||||“]|;|||J| URINARY CATHETER BUNDLE CHECK LIST e e
Date of Insertion: .=-.. \'3' \ 3—& .................. Date of Removal: Ly Q\VR%\ ........
Parameters Date Shift Time 1 i ™ &WQ;SWB
Need for the Catheter s [INo \ﬁ% O No‘ \Dﬁr@‘ CONo | CiYes CINo | OYes CJNo | OYes CONo | COYes CINo
Hand Hygiene p’?ﬁs C1No \)Z{e; ONo |[3X¥€s CONo | ClYes CINo | TYes TINo | CIYes ,\D No | CYes [INo
Usage of Sterile Equipment ,Z‘ﬁs CINo @ﬁ CONo | [*Y8s CINo | CiYes CINo | ClYes CINo DY No | ”Yes [INo
s the Collection bag below the level of bladder P¥es CNo | jzfes CINo | =1¥es CINo | CiYes CNo | O¥es DW‘%)Y/es/mN/ TIYes CINo
Check the Tube for Obstruction (Free of Kinking) ,Eﬂes 1No p’(es CINo | =¥és CINo | [IYes [J rgl&o\% D/No//DYes [INo | CYes CINo
Is Cafheter dated as policy }Prés [CINo t)Zf(es. CONo | J2Yes CINo | CJYes CINo QWS/D No | COYes CINo | COYes CINo
Collecting bag is been emptied regularly? (L?ﬁs [INo ,JZl%s CINo |_#Yes CINo | [1Yes W CYes CINo | - CJYes CONo | OYes [CONo
Maintenance of closed system for the catheter p)re/é CINo JZ%S ONo |&Yes CINo | O Ye‘s/El No | OYes CONo | COOYes CONo | CJYes [INo
Dressing clean and dry? DX CNo | ZYes CNo | &fes TINo | CiYes CINo | Ci¥es CINo | CIYes CINo | CYes CINo
Is the line removed as Policy? OYes #TNo | CiYes uzrﬁo ClYes EH0 | C1Yes CINo | [1Yes CINo | C1Yes CINo | CJYes CINo
Performance of Perineal Care Pﬁ INo ,ZJ/Yes CONo | Ci¥es CINo | ClYes CINo | ClYes LINo | CiYes CINo | ClYes [INo
Onset of New Fever CYes /(No OYes \,{No OYes CINe~| CYes CONo | COYes TNo | CYes TINo | OYes CINo

- Asses for the leakage at the site of insertion P)ﬂes [INo Yes CONo | ks [INo | CJYes CONo | CJYes CINo | CIYes CINo | CIYes [INo
Name of the Nurse k/éj M LSW%,PU
Signature of the Nurse /LA"-/ ﬂ—“"’ /C?/

Docu. No. : RCHBH /FRM / CLINICAL / 114
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CAESAREAN SECTION OPERATIVE NOTES

[ Immediate Threat to life of woman or fetus

[ Maternal or fetal compromise not immediately life threatening

1 No maternal or fetal compromise but needs early delivery
ynfalivery timed to suit woman and staff

Surgeon’s Name: 4vy. Caey kol ket q Date of Delivery: 3 \'1 £

Assistant Surgeon: “pry Qndm, Time of Delivery: 1.9 . 13 1’”]

Anaesthetist's Name: vy, €3 9\{96. Gender of Baby: _f& )€

Type of Anaesthesia:  \, ?\ Snecl Weight of Baby: 2. L;!gakﬁf\fﬂrf

Neonatologist: 1> =~ @vielug AGPAR Score: €, &

ScrubNurse: ¢ \aneord NICU Admission: [J¥8s [ No

Pre-Operative Diagnosis: Q5 PR LD I 3 q'\“ 2 prev k| QGpM OHA

.Eﬁctive O) Emergency Indication: prﬂvlw ...............................

, | Urgency

Surgical Procedure:

el uwes + Rl

Post Operative Diagnosis: oD -0 € (> 4 RTL

Peri-Operative Complications: @ Rloddes, dsaron 'J-f9

@ Bt fubal Uesilitabion - Fallope ¥r'wyg

Amount of Blood Loss: K 0oy Blood Transfused (in ML)

-_—

Name and Number of Surgical Specimen sent for examination:

—

Docu. No. : RCHBH /FRM / CLINICAL / 155 r
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Examination Findings when Appropriate: ~— |

Presentation: (0 Cephalic I Breech [ Other ................... Cervical Dilatation: .............ccoevvvrecreiriicineinnnns cm
B PRI, .....ocliiisiviipiiimmire bt s i et s 150 b ki T A SRRy ¥ . :
Staton: -3 0O-2 0O-1 00 O+1 O+2 Moulding: CINone [+ ++ [J+++
Caput O+ O++ 0O+++ Meconium: CONone OO+ O++ O+++
Bladder Catheterized: [ Yes J No Urine: [JClear [ Blood Stained

Skin Incision: [J Pfannensteil L] Transverse CJ Midline El/ Other ....... MeA-SCol........
Uterine Incision: Qﬂf er Segment [ Classical (JInverted T [J J Incision Wkd\
Previous Scar: Dl/ntwact CJ Thinnedout U] Ruptured [J No Scar

Incision Through Placenta: [ Yes MG :

Delivery of head: [ Manual (-Forceps

Liquor: [Clar [ Meconium: 11 an O OBlood [IO0ffensive [ Not Offensive
Delivery of Placenta: O Manual T e SR A+Complete J Incomplete [ Piecemeal
Cord Appearance: ..................... T R S R T Cord around the neck  [@¥es [ No (
Appearance of placenta: ...................... Mq ......................................... Cavity explored es .LINo

Uterus, tubes and ovaries: [#Normal (I Not Normal Sterilization: (Y68 [ No

Uterine Closure: O One Layer B’ﬁo Layers

Peritoneal Closure: [ Pelvic CLAtidominal CJ None
Sheath Closure:

Fat Closure: &rYes [JNo

Skin Closure: —=Subcuticular [ Mattress

Vagineal Evacuated Afes O No
Drain: ' CYes N0 CIREMOVE TN .oovrorrrerevrernnrrs days [J Await instructions
Ctheter “rYes [JNo [IRemovein....... Dqu}:» days [J Await instructions

Swap & Instruments count correct? [L¥e§ [ No = [J Post-op Antibiotics CYes NO
Intra-Operative Antibiotics Cover:  '¥6s CJNo ) Thromboprophylaxis ~ CYes A0

PORE ORI IIIMIG. .....ccouonissionscnminsmssismonasnsassssssomorsomssmivmsmimsenisissinsntusustpundiiminsnibassebiabs cobseiascatosasssssorems ssasnpasainss

............. @ N&M\W'

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

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

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

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

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

Doctr Namte . B e St ath Doctor Signature: ........... Cﬂ’( T R
Date & Time: ... 203 26.... .10
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It takes a lot to treat the little. Your Right to a Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score N ‘., Score

I _P_Ezw_onsyT_E_(e}cEpra srngle e\rent nelaneatnnwgwr s_urge_ryf_ E e ;77 7 ” N 71747 e
Previous VTE provoked by major surgery ‘ r

r KnorwnhrgnnSftlrrombophlllg SRR E - i '__ _ __ BB e ﬂg__l_
Medical comorbidities e.g. cancer, heart fallure actlve systemrc lupus erythematosus inflammatory 1 3
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-I diabetesmellitus with |
nephropathy; sicklecell disease; current intravenous drug user _ \

s Eain@y_jlgtiy_nf unpr_ovoked or estrogen- relrit;d VTfE in flrst degrée_ re_lat_rve __ ______ ; NER 1_1 |
Known low-risk thrombophilia (no VTE) R
Age(935years) B N L | - e @R © _'_'_____dl'j_*f*
. e TR L BN SRS
Parity = 3 IR _‘..1____

R, AT T R A [ .

7Erbssivancosev_elns_____ SR ___;_' __ _ 7711 3

e = ﬁfbhfslétrflcﬂtskFac_tors_ I N 7___ M 4
Pre-eclampsia in current pregnancy ; -
ART/IVF (antenatal only) Py BTSN A IR &

_nﬂlﬂtrﬁle_pregnancy B R 7 777?_____ Lk e S [17777
Caesarean section in labour e it . . S PR
Elective cagsarean section . _ PPN L .Y ¥ Rt

7M|Ec_av_rty_0rrntzﬁlanﬁl 699“,“‘{9 dawérg E __ - s g SR : ! i i
Prolongedlabour (7 24hours) 77777 gl SN 5 S
" PPH ﬁ[lltregrtransfysron i T B 3 L, R

~+0 Preterm birth? 37 weeks in current pregnancy P P - S e L & | I
Still birth in current pregnancy 3 L AT L 3
______ ~ Transient Rlsk Factors e ) _ b3 ik o o
Any surgical procedure in pregnancy or puerperium except 1mmed|ate reparr of theperineum, e.g. | 1 3
7appranr1|(ientomy, po_stpartum_stenl_lzatlon e ' o l_ o
Hyperemesis L s Sl SN

| OHSS (first tnmesteronly) 77777777777 1 ' i ‘ A
Current systemic infection R T T e pm i T
Immobility, dehydration i ks s, : SR
Total |
Signature of the Doctor: . Cﬂ/\\\'{ .......................... Date: ......: (q) \5’ L T i ”)m ...............

Action Plan: .............ccovenenee iF’ ..... LT £ ‘H ‘d ..............................................................................
Rlsk Assessment Tool for Deep Vein Thrombosis

] Iftotal 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.
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AL Howpal |
POST-SURGICAL CARE PLAN FORM

BRI DURE: .. ...t miincasisssitit] El.. U 4 T TR e T R N
Post-Surgical Diagnosis: ............ Pon -0 €l Ak B

Post-Operative Monitoring Parameters /Frequency:

Uil ozl ahy

Wound Care:

prexiang X uf Wi

Drain /Special Lines/Catheters:

Folss  Qu Whs

Special Patient Positioning and Requirements:

Lo vwBwe - Y wasgs on e d

Nutritional Instructions:

e 4nb

When to Start Mobilization:

Offe foluy v erensd

Special Referrals:

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

=Yes O No

Any Other Post-Operative Care Needed including Required Follow Up
—

=)
Treating Surgeon P W
(Signature & Stamp) Date: &],‘7\?5 Time: ... 10W.

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106




BAH-00466037 IP5-00175865
DOr. PRANAVI BOMMIREDD Y

e ol MM e
Rainbow® 3 Xy
A Chitaren's | @ BirthRight

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

Department : 9%(\5) ....................................................... Duration of Procedure : .............c.........
Name of Surgeon : oL gagﬂa’&_‘\ o . Date of Admission : 01/{{’61’”52@

~ 1dle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? E}‘ﬁ []No
ingle Dose Antibiotic  or  Long Antibiotic Regime : %

Antibiotic administered within 60 minutes prior to incision ? [_]Yes [ ]No

Name of the Antibiotic : ... 254 1. TTEAMAND) .o

2. | Hair Removal es[INo if Yes : Surgical Clipper
Department where Hair Removed <~ TWard [_]Operating Room

e e i L Shs  e) /gy -

Skin preparation done (cleanse surgical area with antiseptic agent)?%é [INo

3. | Patient's body temperature immediately post operation (Recovery Room)%f(qu p

Ooal o JHfila (Goal : 36-37 °C) g/

4. | Name of doctor or staff administering the antibiotic : ey ve. VY B
Date & Time of antibiotic administration : ......... % Nl %L\‘L}% ............... X
Date & Time procedure started : WM'LE‘@/ ..... tL&oU:}/JQ’L .....................

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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Patient Name & UHID No.

BAH-00466037 1P5-00175865
Dr. PRANAVI EOMMIREDDY

Date & Time of Admission

zfd"/c@/o\,og‘)fw 1}6{)5@, ‘\“qy\

Date & Time of Transfer Order

08-07-1992 33Y11M24D

Vi

(F]

T

Transfer Ordered by

oF - caxleallon b2

Reason for Transfer

ob&m

From Unit

Information to Attendant

YesTF~  No[]

Number of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

Patient shifted with ID band:

Date & Time of Patient Received :

over to attendant Yos—] No[ '
Number of Imaging Films Yes .~ No[ |
o T A . L
e 'Q{P( R TR VO S ot o
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
. \
-] \
3. \
4,
5
Shifting Summary / Notes Written by Doctor : YeijZ/ "~ No C
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
ey S)i DY - SM’}\;'_Q_QQ\ kola
Patient & Clinical Records Received by :
A o
Y

XN

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

[ | Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102 (25)
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[ ] Available Bed not ready
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‘ Surgeon : @,\,d&

SURGICAI— | Asst. Surgeon : ... doalnon ... ' P oeorame BOM:;F:«EﬂDJ:m N e Gender : ... ‘ Eai.?‘?zw,' & BirthRight
| Anaesthetist: .2 SR PG ..o Rk | e ke Bromiecien i e s
SAFETY CHECKLIST | e st [0 WIIMIMIINY 5 gager i | et | @z

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN Time:..1)..3 8 TIME OUT  Time:.... L1"WSAV Y SIGNOUT  Time:.....[L.-L0.AM

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

Identity “Yes CNo introduced themselves by Name and Role [1Yes (No The Name of the Procedure Recorded '/Yes/ 'No

Site Yes Ao Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle :

Procedure Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) _#TYes T'No CJNA

Consent Yes CINo Correct Patient (Check ID Band)  ~T1Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo NA Correct Site “1Yes N0 patient name) L/ve{ CINo CJNA
Anaesthesia Safety Check Completed  «+Yes INo Correct Procedure Yes CINo Whether there are any Equipment

Problems to be addressed

Yesy‘ NA

Pulse Oximeter on Patient & Functioning ~~"Yes (1 No Anticipated Critical Events

Does Patient have a: Surgeon Reviews:
Known Allergy? CYes Tl To Surgeon, Anaesthetist and Nurse:

What are the Critical or Unexpected
What are the key concerns for recovery

Steps, Operative Duration,
and management of this patient?

Difficult Airway / Aspiration Risk? pe
Anticipated Blood Loss?

Yes, & Equipment / Assistance

iYew

FTYes CONo CINA

Available J2¥es CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes TINo CINA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned “+Yes CNo C1NA Been Confirmed? are there Equipment :
Blood Units Reserved CYes NG O NA issues or any Concerns? ~C1Yes ONo CONA
Is Essential Imaging Displayed? £TYes CONo CINA

Has Antibietic Prophylaxis been given
within the last 60 minutes? Power Supply, Earthing, Power Backup

and functioning of equipment checked. ¥es CONo

~ZYes ONo COINA

TR R i e Signature :.................. SRR - T e SRR e
L et @«ﬂ&.ﬂ, ................... Name :.....(.. I\*QO«W‘A%@\ ................................... Name :.......... pfﬁd‘”b\. ..........................

Doc. No. : RCHBH/ FRM / CLINICAL / 111




\

BAH-00466037 IP5-00175865 = b
Dr. PRANAVI BOMMIREDDY e Rainb‘ow . " 3 &
08-07-1992 ABYNMMI4D  (F | 5
Dr. SASIKALA KOLA Sl Children’s Btl’thRIght
M roseity A
It takes a lot to treat the little. Your Right to a Safe Delivery

CONSENT FOR ANAESTHESIA

Authorization By\/D/ Patient [ Patient Attendant

Operative Procedure: .......... E \ ............................................... s T T A O e O |
Anaesthesiologist: DO Saded anans

Please read this before you consent for Anaesthesia

S 1 R SR T o TR D e o e S RN

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 [J Diabetes [ Renal Failure [0 Multi Organ Failure [0 Hepatic Disorders

[J Shock [J Obesity [J Chronic Obstructive Pulmonary Disease
O Others PVM'M uneline hosdatioe

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[] Regional Anaesthesia (] General Anaesthesia [J 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.

» | 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.

o | 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.

Pa\tiﬁt/ Patient Attendant: Witness: /-——j)

Signature: ..%....... g[’*ﬂ“l‘ﬂ ........................................ SN, ..o e Rarterersnss I oo ese o samaessiesns R e ibtions

TR . ot con il P‘" ............ AR Name: P Wd.tak.....3 01‘7( ..........................
Date & Time: 9«} 'Maq&m

Date & TIMe: ....cooocnst 9*{7’(%“[% ........

Doctor (who is taking consent):

Signature: ,4% Name: }{\Qmﬁj—pa ......................... Date Q\Iﬁl‘b Time: e QA‘VV‘ ............

Docu. Mo. : RCH /FRM / CLINICAL / 021 {26) (RT.0)
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2
Name: .. Y. Prm ..................... Age: 3. 13 O UHID.No : BPH - 446037
Date: .......... 2—1342" ........................... TR ...ovocnoned 90087 Proposed Operation: ..... 6 L% .............................
Diagnosis: ... C(SPLL{D‘I ........... € . Proae Wes. LY,D ....... dcal & 0 ROV S
BE/BRT: i HR: oaias Weight: ... ASA Physical Status: 0O1 02 O3 0O4 O5
Laboratory Data:

Hgb: ....... w:} (e]77s0s IR R e (T S A i R L A BB ..o AR

POV covocbiciasmoisivssisns e e e F BT HBEAD: ...l {1 ¢ LA e L

WBG ey ovisvinivivines Croat LT ORI B ...con 31 < PP R v b0 ] e R .

Plate: . 5:.0.72.... R R B oo ismiens Biood group: A=A ¥¢ StresS/ANgIO: ...

= A o 15 | A RN N S 81 [ AT | Ao - ol B e O

T LG p e T s i AleDhOs: .o..ociiiciiinniitina [ A AL T o

L MR &t BRRERY 7 ot L1 Re———

o ZL i R SGOT/SGPT: .....oovrvcrnenre Allergies: I

Medical History: CVS:

RESP: Diabetes: D) g

CNS: \

Renal ;

| et .
Hepatic / GE : | Physical Activity:
Others :

—

Past Anaesthetic History: (‘ﬂ | Z J, 0 . \"[o Lear d«%.waw_e,

Physical Exam:

Airway: MP 1 @ 4 Mouth Opening: . Mentohyoid Distance: Neck:  ~  Teeth: @
Lungs : \ et il 7 BTD o

Heart: | o

CNS:

Pregnant: D’Ves 0 No CONA Venous Access Site : w Spine Exam for regional : @

Anaesthetic Plan: T MAC ,DHfGIONAL [CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: vzi%s 1 No

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

NIL 0RAL<:Water/ORS 2 Hours {

Others 6 Hours
. Informed Consent: \_Standard 1 High Risk

2
3
4. Post Operative Pain Management: CJ Discussed with Patient
5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessmehl:

ANAESTHESIA CHART

,r»V/'
Rainbow’
Children’s
Hospital

It takes a lot to treat the little.

I\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition: [ Yes iy Fasting Status: MW
Physical Status: CJ—Patient Identified 7T Consent Present 1" Chart Reviewed
HR: %yl [BP/CRT: holm, [SP0; 160 - | R.R: ’X}nrm | Last Feed:
POO-OP DIADNDSIE: ......coonessonpomssesiobicivissmhesiomepssnipsesoss Operation: ... A L& €& o Date : .M. ]2
Surgeon: .......... ‘;%Sqﬁk‘u&q ML‘\ Anaesthesiologist; .. 95‘ ?MLP " L Technician: W‘/
TIME L5, b S c AU
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
_%M&m“
64 [ Suppository
= ol
M"uy'gtanr 7.
U
Blood Loss
FID, / 530 1ah {en0
ETCO, e
ECG [22 Yo
Temperature
Urine OQutput NOTES
0y
28 b, B
5 9
=B 413 Vd Vil
% [/
Bp 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Toumiquet off Time 180
140
Throat Pack In
Throat Pack Out 120 —15 AW
100 e
80
A YL
40
20
10
0
ABG
LAB Values
GRBS
Others
1" Equipment Checkedand | Temp: Induction Regional:
Functional [0 HME [ Fluid Warmer Ow ] Inhal Extremity Specify: ..
‘,.Z' BP [ Cling Film [J OH Warmer (] Pre 0, I RSl \ZfSpmat [ Epidural D Caudal
[0 Cuff Site: ..... ] Hugger's [J Cotton Wool [ Others Others: ....
O ::GSrLt:; d [l Other O] Mask O SGA Position: .
- : Times: o . [J Arway  (JOral [ Nasal Site: ......
[ Temp Site yis e
; Anaes Start: ..........orvreininens SIRLE TS | (— )] Needle Size: ... it
[ FO,Monitor
gent Monitor 0P Start: .. L Oral CINasal [ Cuff Parasthesia (] Yes [ No
Pulse Oximeter OP End L] Tracheostomy [] Topical Catheter at skin .......
[J Capnograph Leave OR: ...} U Drug: . 5] Drug Name & Conc:
] Ventilator Anaesthesia: ] Awake [ Direct Vision BOMIBL < Givvicsiaiisn Ao s
] Nerve Stimulator [ GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: .........
5 [J Monitored Anaesthesia Care [ Fiberoptic Block Level: ... ;
Position: ...“le2 2 Regional Blade# .....ooocoees AHEMPIS: oo Coialkee:
O P"?SS“fe PD"“S 0“9“"9‘1 DIRCURYE WEVZiicsiceesis ot isitsissassiosionsis
Line (Size & Location) Transportation to
Eye Care: CICVP: . [ Bilat = BS PACU Clicu [ Other
L] Oint DART % ('] [] Semi-Closed Circle Relaxant Reversed [ Yes ONo [INA
\’ -
D Tape. . . L} S0 ko Name of the Doctor PY' “
L Padding ON: ... ] Other
[0 Awake . S SignatureoftheDoctor:....,é.’..,.............................
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POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU DY : .....oeevvvreenennen. OL; ........... Time Received : \ .. ? ... 4 ) .............. T imi Dischaﬁed 1 BAT TR
: - c ‘\.\ ‘\- \ \J"l\A 1 ‘ n
250 \d‘\ - 3 b 4 - 250 | v cannula Site : m”ﬂ
240 \; 240 1
i 230 230 | (] O,Mask [[J Nasal Prongs
% gﬁg ifg [ Tracheostomy [ T-Piece
@ 200 200 | [ Oral Airway [[] Nasal Airway
E 190 190
8 180
8 :rg 170 | Vomiting : O Yes‘?(: 1y R | BTSSR
S 160 160 '
= 150 450 | NG Tube: [ Yes No
v 140 140 | prain: Ol Yes #fio
130 T 130
A 20 7 ¥ 120 | Urinary Catheter: [ Ves [] No
A 0 - 100 | ChestTibe: O3 Yes £TNo
2 e b ¢ S0 | witoral [ Yes JANo
A A A A 0 | wruigs: Df{c"
& %0 50 | Oral Feeds: [\U’ﬂu{
& 40 40
30 30
v 20 20
10 10
0 L1 0
SPO, Ay, o O AL
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 X . 5
extremities voluntary & A Minimum Total Score of 8 is Required for
m ttg m:: g extremities voluntary ggﬂ Eﬁmﬂ B I1] i L L CL LA ,7/ Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION : i - : " t A
ic =0 U117 1o Exceptions to this, are to be explained in the
B 20 O At e =2 space below by the Discharging Physician:
BP + 20-50 of Pre Anae =1 CIRCULATIO 1
BP1500!P3&‘ “mgem =(1) o 4 ‘7/-1/ '-']/"?//?/,
Fully awake ] =2 It
murz:zngnmamnu =1 CONSCIOUSNESS T TL T
Pink =2
. = 2 I i B
S0 . Ay, e, s =) cowR Y1121
TOTAL q q Lb [ 0 [O
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
‘&gl} \ g 0 A= PA,LJLOA!);J
W W ) h— 7 OAi J
\ U

Pain Tool Used: [ NPASS [ FLACC [ Wong Baker D(nﬁ
S e
(LL/—J ..........................

Anaesthesiologist Name :

Anaesthesiologist Signature: ..........cccooovevevnee

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

2.
a

e s

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours avery 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: .....ccoevvvreeeereeceereeenn 7). Sh 058+ 110 80031 B AeRPes SrARas s o0 B RN o . o L RN T
CSE /Spinal /Epidural ] SDREE i i Technique (LOR/LOS) .......c.cco....
1] 111 O — Catheter at SKin: .........ccccvveereiereescecnnnens IRIED - -....coccncbsinidsnsonsonsnssnnsbustmeitinssassapinens
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Any other issues :
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Delivery Details : ~ Time : ....ccevvverienenee APGAR: ........ccccrueue SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPOCIA : ....cccuiiicriisniissinsissonsssusnsusssnsssnssssonsasssnissasssassiasasnsssasonissansassiassnsssnsnsessosiusnnsvaesssasin
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BAH-00466037 IP5-00175865
Dr. PRANAVI BOMMIREDDY
08-07-1992 IBY1IMZ4D  (F)

INFORMED CONSENT FOR SURGERY OR /i vinmi b Riaht
SPECIAL PROCEDURE QT

Your Right to a Safe Delivery

Patient Name : DYPKA'\)-AV\ Gender: (1 Male %/F;male Age : ‘3‘-{‘—(;7&
UHD No: ... RAM =00 660232 . Date : ... 2- |- [200.¢
Instruction:

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

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

i B LECTWE.. LOWER... SEEMENT... CESAREAN... . SECTION...oco

» nave 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.

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

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

CHANCE . GE...LLEERLMG.,. .. 81ee0. AnD. Rleo . PROPOCTS
...... LRANS foslon,..  CHARCE. of. TNEECTeN, ... TTORY. To. ADTAS
e ORGADS S AS. ROWEL-.. AND. BLAPDER... . AvDd. F1.3 REPAHL
My signature on this form indicates that
1. I have read and understood the information provided in this form
? 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. | have had a chance to ask my surgeon questions.

4. 1 have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: BY ..... SAST kAL A leoth
Consentee :

Signature : ........ ‘gﬂ@v\ab\? ............................

Name : Rf&ﬁﬂjﬂv/ Name : Qa«r\h"\&n—r?b*"f

Date & Time : ....... 2 IPrI'LoLé.IIOAw\ Relationship with Patient: Y‘\M\OM..O\ .............. '
Date & Time : ........ ?/i Pf'[MLC) ..... \O A

Witness :
Doctor (who is taking the consent) :
BN ™ ... oo vt o s : A
A i SRR PR I
RO XeL......... '
, Name : D’YSVMW ................
Date & Time : z

Date & Time : ....... 2 l”f[lou, ....... LO. A,
Docu. No. : RCHBH /FRM / CLINICAL / 027
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Dr. SASIKALA P Y 1Mz D ()

INFORMED CONSENT FoR Surery or | I ?’T L[] re—

——

SPECIAL PROCEDURE Hospital | ) ermssoviosms

It takes a lot to treat the little.

Patient Name D’TPRANAVI Gender: [ Male g/gemale Age: ... 3“{‘1”) .........
UHDNo: .......... RAR QO 6605 ate: .. 2-{ 7|01

Instruction:

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

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

SECRRNE . [ SRS S . e SR | 3= O P

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.

e CRANCE . OF.... K.L.E..E.D.Lf.\).f.g..., ...... CH ANCE o EWfEcToNn

My signature on this form indicates that

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

~. 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

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

Name of the Doctor who is performing the Surgery / Procedure: ...........o.ooo........ DW\SASZU'UVL4 ...........

Consentee : Patient Attendant :

Signature : B/J@/Vlavx Signature ; e ’/’/P ..................

Name: ........ Q?RQNﬁV/ Name (RA,) ..................................

Date & Time : ..... /[Q—UL@,![OA-V\ Relationship with Patient: . Xwa ‘22 .
Date & Time 1[';}’1’7.(01(6;[04\:\

.. % Doctor (who is taking the consent) :

SIGNALUIE & ..o e e,

NaMe & e 29\ Wig...

I BRI T —— B 2 i i 10«61/‘1
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