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Your Right to a Safe Delivery
Name Mrs BUKKAPATNAM REVATHI  UHID HNH-00016527
:atherm“‘"d‘a Mr K. NIKHIL TRIVEDI Age/Gender  29Y 1M 2 D/ Female
Address H.NO: 2-2-1109/1/3, FLAT.NO: 405., Amberpet, Hyderabad, Telangana, INDIA, 500013
IP No IP26-00006821 Admisston 12-07-2026
Date
Ref Doctor SELF

Discharge Date 15.07.2026
DISCHARGE SUMMARY

Consultant:
Dr. VIJAYA LAKSHMI GILLELLA
MBBS, MD (OBGYN)

Diagnosis: PRIMI AT 3772 WEEKS WITH GESTATIONAL DIABETES
MELITUS ON INSULIN WITH HYPOTHYROIDISM WITH SMALL FOR
GESTATIONAL AGE FETUS FOR ELECTIVE LOWER SEGMENT CAESAREAN
SECTION

o ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 12.07.2026

History:
‘ LMP: 17.10.2025 Obstetric formula: PRIMI
| EDD: 02.08.2026 Gestation at admission: 371 2 weeks
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Name Mrs BUKKAPATNAM REVATHI | UHID HNH-00016527

IP No IP26-00006821 Admission Date 12-07-2026

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Hypothyroidism since 7 years(Tab. Thyronorm 100 mcg)
Surgical History: Nil

Family History : Father: DM + Hypothyroidism

Allergies : Metronidazole

Antenatal Details:

Mrs BUKKAPATNAM REVATHI was booked to Rainbow hospital at 19%> weeks of
gestation. She had regular antenatal checkups and investigations as advised
with DR. VIJAYA LAKSHMI GILLELLA, She had an uneventful antenatal period. NT
scan was normal. FTS was low risk. Fetal echo was normal. TIFFA Scan was
normal. OGTT (10.12.2025) was 124/207/178. She was advised diabetic diet,
Home blood sugar monitoring and insulin as per blood sugar levels. Fetal
surveillance done by serial growth scans. Scan done on 06.07.2026 at 3671
weeks showed SLIUP with cephalic presentation, AFl 18.8 cm, EFW 2.324
kg(8%), AC 5 % with anterior high placenta with normal doppler. Scan done on

11.07.2026 at 3676 weeks showed SLIUP with cephalic presentation, AFl 11.7

cm, anterior high placenta with"normal doppler. She was admitted at 37+2
weeks for EL.LSCS.

Investigations: Enclosed.
Blood Group : "A" Positive
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Name Mrs BUKKAPATNAM REVATHI UHID HNH-00016527
IP No IP26-00006821 Admission Date 12-07-2026

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was relaxed.
Fetal well being was confirmed by an admission NST which was found to be
reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* LUS not well formed

* Uterine cavity is intact

* External contour - Arcuate uterus

* Liquor clear and adequate

* Single loop of cord around neck
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Name Mrs BUKKAPATNAM REVATHI UHID

?

 HNH-00016527

-! IP No . IP26-00006821 Admission Date 12-07-2026

Delivery Detaiis:

Date : 12.07.2026

Time of Delivery : 03:01pm

Type of Delivery : Elective preterm lower segment caesarean section
Indication : SGA with GDM on Insulin

Anaesthesia : Spinal

Baby Details:

Date » 12.07.2026
Time : 03:01pm
Sex : Male
Weight : 2.460kg
Apgar : 8,9

Gestational Age: 37" 2 weeks
NICU Admission: No

Post-Operative Notes:
She was closely monitored. Her vital signs remained stable. Uterus was well

retracted with no postpartum hemorrhage. Breast feeding initiated. She was -

shifted to room. Her postoperative period following that was uneventful. On
POD 2, FBS was 101 mg/dl and PPBS was 150mg/dl for which Physician opinion
take and advise followed. On second postoperative day dressing was changed.
On inspection wound was healthy. Her general condition was satisfactory and
she was found to be fit for discharge. Wound care and medications were
explained to patient supplemented by written information. She was given the

|
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Name Mrs BUKKAPATNAM REVATHI UHID HNH-00016527
IP No IP26-00006821 Admission Date 12-07-2026

postpartum book for further reference.

Advice:
1. Tab. Taxim O 200mg twice daily till 18.07.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mqg) 2 tablets thrice daily till 16.07.2026
(Bam-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 16.07.2026 (9am-

A 3pm-11pm) after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 18.07.2026
(7am-7pm) before food.
‘ 5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
7. Nebasulf Powder for local application.
8. Repeat FBS and PPBS after 2 weeks and review.
} 9. Repeat FT3, FT4, and TSH after 6 weeks and review.
| Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
i

* Suggest PAP smear and HPV Vaccine after 6 weeks,; Please discuss with

' blurred vision, reduced urine output, epigastric pain, seizures.
|

\

‘ your treating doctor regarding HPV vaccination.

Review with Dr. VIJAYA LAKSHMI GILLELLA after 1 week on 20.07.2026 at
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' Name ! Mrs BUKKAPATNAM REVATHI : UHID HNH-00016527

IP No I IP26-00006821 iAdmlssIon Date ! 12-07-2026

postnatal clinic with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower. )

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.,Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.D0o not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor ..., in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital Himayatnagar just dial one toll free humber - 18002122,

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

o




IP No

Consultant:

Dr. VIJAYA LAKSHMI GILLELLA,
MBBS, MD(Obstetrics & Gynecology)

Mrs BUKKAPATNAM REVATHI UHID
IP26-00006821 Admission Date

HNH-00016527
12-07-2026




\ Printed Date / Time : 12/07/2026 10:22

; Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

N

Children’s =%
Hospital ®""7 TEL NO :040-48873000
« Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET

Registration Details : HERIIRAE T nnm

Admission No : IP26-00006821 Admit Date : 12-Jul-2026 Admit Time :10:13 AM UHID : HNH-00016527

Patient Details :

Patient Name : Mrs BUKKAPATNAM REVATHI Age :29Y1M2D

Guardian DOB : 10-06-1997

Gender : Female Religion

Occupation Martial Status

Address (H) + H.NO: 2-2-1109/1/3, FLAT.NO: 405. Amberpet Phone No : 8096667150/ 7799721096

Hyderebad Telangena INDIA 500013 E-mail . K.NIKHIL891993@GMAIL.COM

- Admission Detaiis :

Bed Type : TWIN SHARING Bed No :PDA-413 Ward Name :4F -OT

Room No : PDA-413 Admission Type : First Visit

Contact Details :

Name Relationship
Contact Address Phone No
Signature
™ Doctor Details :
Doctor Name : Dr. VIJAYA LAKSHMI GILLELLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Dector : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 80000.00
Payment Mode : Cash Payor Name : SELFPAY
Page 1 of 2

Printed By : 015898
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PATIENT TRANSFER FORM foii o

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNK-00014g5,

imrmst | O\ HU Piolapd 121396 1@-10vy

—

B I T
on- Y @WNW ohv)

From Unit To Unit Information to Attendant
Yes No| |
LN [9A4) a
Number of Sheets in Clinical File Number of Imaging Filn';s Personal belongings including

clinical documents. If any handed
over to attendant

9,6 WY ) s pefT

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

*- oL =

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes—+ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

wodbuani b @Wesl| O oumniS hoy

Date & Time of Patient Received At \W
|2 O~
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[ ] Unavailable Bed [ ] Nurse not Available | Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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ACTIVITY RECORD FOR BILLING
Name.: _ . e =
UHDNo.: _ [PNogw - o Consultant: _ __ Dept:__ __ _____
Date of Admission: _ _ _ _ Time:, . - - /s Date of Discharge: _ Time: __ ___ ___
Room/BedNo:_ _ | Ward:____ Suggested Billable bed type : _ _
WARD TRANSFERS

Date Time From Signature of Nurse
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Cross Consultation Visit
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date _— Procedure Quantity Order No. Signature
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Presenting Complaints

(o ¢ BTV

Obstetric Formula: 7w

Obstetric Hostory:
L PP sp Comarp™

LMP:M /=)0 EDD:24-H o<

Corrected EDD: 2/ 8 [ 2ot

GA: a2y v

Menstrual History: Regular : Yes [1 No

Obstetric Examination

Fundal Height: ~ 7cam Sine-

Ut Activity: [FRelaxed [ Mild [JMod [ Severe
Present Pregnancy Record: Liquor: ﬂdequate ] Oligo (] Poly
n et el ;%7-«7 PP: I Cephalic ] Breech ~  Others
Head Fifths Palpable:
RISK FACTORS: FHS: & Normal [J Tachy  [JBrady [ Absent
4 N\ )
Per Speculum Examination ir\cA ADR&
Draining: (] Present [ Absent (] Bleeding
Colour of Liquor: [] Clear (] Meconium  [] Blood Stained
Vaginal Examination V\c}t \C"'\ <
\ o Cerwx: (] Long (] Partially eﬁaced (] Effaced
Helght: e cm _
Weight: ............ kg 0s: Closed Dilated
Allergies: ............ B Membranes: © [ Present [ Absent
. N I I
Brgast DeRg S ARRIT Liquor: ] Clear [] Meconium [ Blood Stained
General Examination: '
Consciousness:c \e. Pallor: Presenting Part: [] Vertex 1 Breech L1 Others
Icterus: Y@ \ Edema: Sutton: -3 0O-2 O-1 80 O+1.-0 +2
Tempiﬁkek“ = PR: Pelvis: ] Adequate [ Doubtful
BP: DTR [\\\)
ovs: S8 ABremuamit T L BsES
Liver/Spleen: C@ Urine Output: ﬂ-e;keq
oo TRGNDSIS ~~==-r-r oo e R R sne e s R e SR S SR e S e S R SR RS R S e ST R s S e mes s
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fFamily History:

surgical History:
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Medication History:
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Medical History:
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Date of Admission: ........ I-?f—?’/m Drug Allergies: .......c....... ’U"L .................................... ;‘/Nﬁt"known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved 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 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

A - 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.

GENERAL
DOCTOR

"

NURSES

S0S / PRN (As Required Medication)

7& DRUG : ey
: Dose Route | Frequency |Start Date ;
5
ﬁg Doctor's Signature |Valid Period| Pharm.

)

i Additional Instructions:

1

) DRUG : Datey
y Dose Route | Frequency |Start Date i
[ ®

{ Doctor's Signature | Valid Period| Pharm.

)

3 Additional Instructions:

}

; DRUG : Do
1 Dose Route | Frequency |Start Date )
|

} Doctor’s Signature |Valid Period| Pharm.

! Additional Instructions:
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’ . B3 O X
Additional Instructions:
ok o
Npmi®y |6
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Name & Signature of the Doctor
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Additional Instructions:
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Dose Route | Frequency | Start Dt.
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Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:
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Your Right to a Safe Delivery

s

Drug AlIBIGIBS: ..oeveereerieceeceer et eee e e e esseraeesseessesneansessesseesreens LI 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)

1 3 1] SHIEd 107 anmmasmmmmsrmssnmsisisss s
S.No (GENEm%Amr?l:T::T:#:F I'.EETI'EFIS) (mz?:f:g) (PO, ?«%Ugﬁc v | FREQUENCY bgfcaT/IJT?rﬁE ?g?%:gg
1|7 AteN AnB Po ob u\ﬁc Oc &=be
2 | “T-ChLCwL™M ATAR Po oD ‘\\q Oc 4180
3 G DG
4 OCc ODC
5 (JC CJDC
6 C CJbe
7 (JC [JDC
8 (JC ODC
9 JC ODC
10 OJC CIDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature ;:D" AN ena , @

Date&Time-:....l%XS%% ..... Re26 1y DL A

Nurse Name & Signature: ............ Sumaries ... % ......................

Date & Time : .............. ll!’}/lé ...... LA N DN HENL.
Docu. No. : RCH/ FRM / GENERAL / 090
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Date [

Time

F2fm
Hb 1]-

3=

PCV 20

RBC Y 1

WBC \0. 39

N/L

Platelets =29

CRP

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. : RCH /FRM / CLINICAL / 0138

(PTO)




R

Date
Time .
CUE - Alb

CUE - Sugar
CUE - Ketones
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Early Warning Observation Score Chart - Obstetrics

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

Date
],)/\?—I'Lb Time | 8 | 9 |10 11 [(a2| 2\ 3 '4?;\ :7%32@-;0/11 12 ﬂl”S} 3/afs 7

> 30
21-30
11 - 20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37 o e [ S P i)
36 27 E JSN
35
< 35

170
160
150
140
130
120
110
100
90 F. " P8
80 L0 A S DO R W’ o)l U
70 o B ) CIAS Y10 ‘bn_ 2
60 :

50
40

190
180
170
160
150
140
130 N
120 AU AR

110 : :
100 by
90
80
70
60
50

130
120
110
100
:g A‘ e 5 / Vi
70 »
60 (=
50
40

NEURO Alert - I'= — s =] ] .l j - 0 |

RESPONSE Noles
[ ‘,] Pain
Unresponsive

RESP
(write rate in
corresp. box)

Saturations

2, dwa)

D

3jey Leay

=

|1

=

-3
2R

D>

\wia\®)

S
%7

—
anssald poojg 21|01sAs

L =
X
£y
{

L 0 8
G
-
\
<X
=

e
ainssald poojg Jljoiselq

URINE > 30
mils / hour <30

Protein + +
Protein > + +

Proteinuria

e
~~hia

ear/pink [T T T T 1 T T T _T_T_T T T [ 1T 1 [ I LT T L]

Green

5E SCORES —O L&)
Nurse Initial N / AY @l le
e t
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Early Warning Signs

[ Obstetrics and Gynaecology ]

e )

Complete a Full

Set of MEOWS
Observations

\- J

~N

4 )
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
4 N\
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\ J
4 p
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

e

n L]

* The Mociiﬁéd Early Warning Score (MEOWS)

~

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

13 )2/%%

Date

Time 12 9 11|12 2 |

P AN
[/10) 11

h
10 |/

1 /(2

QESP
(write rate in
corresp. box)

>30

21-30 [+

11-20
0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

3, dwsa)

40

39

38

37

e

b ¢

5)_:.!

36

35

s

ajey Meay

170

160

150

140

130

120

110

100
90

\)-J.l

AN

80

R

g

70

60

50

40

anssalg poojg J1joishs

190

180

170

160

150

140

130

120 |

110

100 b

90 4 ¥
80
70
60
50

aInssalq poojg JNjoiselq

NEURO

RESPONSE
[v]

130
120
110
100
30 )

80

70

NS

60

W
SR

<

50
40

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

> 30
< 30

—

—

Proteinuria

Protein + +
Protein > + +

Normal e ==
Lochia Heavy / Foul
Clear / Pink
Luior Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES ’3
Nurse Initial oS - [
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cany warning Observation Score Chart - Obstetrics

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

W/ze

Date

RESP
(write rate in
corresp. box)

Saturations

94-100% | | oy | 1 W1 [ [ [ | 1 1 1 [ [ [ [ [ [ 1 ] |

<94 %
Administered 0, (L/min.)
40
39
& 38
g 37
e’ 36
35
<35
170
= =
2
2 5
P
a
o 90 =
80 D)
70
60
50
40
190
180
170
£ 5
1
2_', 140
= 130
T § 120
- 110 {1
] 100 T~
g 90
80
70
60
50
130
2 120
é 110
=5 100
[=~]
= 90
l g 80 £ ¥
= 70 %
3 & =
c
s 50
40
NEURO \‘:"‘?”‘ [ 1T 1 = ]
RESPONSE el
(] Pain
Unresponsive
URINE > 30 [
mls / hour < 30

Proteinuria

Lochia

Normal
Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial
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1. All measurements in ml.

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

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

S B O ooma fravste, |
Date | Time gfa,ﬁ}{,’l% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebtis | Sion.
Mouth | LV | NG f
08:00 am . ool
Y ) PP A | ZE Y AT
Q 10:00 am \‘4.4, g \Q ot 7 2 ‘
\/\\ 11:00am \ﬂ’\ & |‘mu«{ ““\J\Sa»-' il J
O T O 7 A v
ot00pm| O\ | /70 [joopmt
Total Intake : Total Output : X
0200pm | R\ X 100\
03:00pm | P\ ‘9 10\
0400pm| RU |4 [0\ Zoom s\ demm»y
 {osoem] QU |71 liogpt Xl loml| — NP
Y [os00pm| RU VY Lo o \ ﬁ%ﬂ;
oroopm | 91 e [yood] A7 \\ St
Total Intake : J(a)bq’\ " Total Output : * "
) 08:00pm | T O e 500 e O{EP
09:00pm | p L 100 = a
6 10:00pm | p-7_ @ N ooas / A
~K |100pm| o) o roo / goo| |
\Q\ 1200am | ) loa sl 4 P \ _
0100am | ) yooud eV
Total Intake : 7oy, Total Output: () _ |©%b ™ 2.
0200am|g] |- ST IV | }&TD. 1)
0300am | ) 5049 Yoo ) pd
h&, 0400am |y | T i v )
@\1( GWam| D) Jov // Z
0600am | p ) ool P %%, o)
07:00am | .\ ']OOM / ,.‘J-—-—""ﬁ‘/l;jj 5
Total Intake : 1~ q);([\ Total Output: [¢ M — ‘
Total 24 hrs. Intake Total 24 hrs. Output
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It takes a lot to treat the littie.

| FLUID CHART

Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

1448, e o T e | 5
 Output

IV Site

" Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine

== Thrombo-

phiebitis | Sign.
Score | Nurse

Mouth

LV N.G

08:00 am

09:00 am

1000am| L [y

11:00 am X

IV

" .‘
,% 12:00 pm o

01:00 pm

Total Intake :

Total Output: ) _

02:00 pm

03:00 pm e
04:00pm | | ‘)T;:VD

05:00 pm

L) ——p

Pkl il

06:00 pm

|
07:00 pm [

Total Intake :

Total Output :

08:00 pm

09:00 pm QCe

N
\

- C
i 1000pm | & 2

/

fb\*\@ 11:00 pm l'
\

12:00 am

K A

01:00am | |

/‘l’

Total Intake : 7 }@,:

Total Output: (| -

02:00 am

£

03:00 am

4

VA K>

(8
-

7

04:00 am
\\,L\j(\"ga 05:00 am

06:00 am

/\3{‘ '\/

7

O
07.00am| |
Total Intake el w\f\

Total Output: ({_ -

Total 24 hrs. Intake
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It takes a ot to treat the litte. Your Right to a Safe Delivery

Y _ FLUID CHART |

1. All measurements in ml.

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

v‘- Olllplli '; - IV Site

: Nature
Date Time of Fluid

Thrombo-

. . ; : phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | P32 Nurse

Mouth

N.G

08:00 am

09:00 am

oy

e B

10:00 am
(~)

3
A

\3\\7’ 11:00am| ©
A ;
12:00 pm

01:00 pm

Total Intake : «—4cx \Ce O

Total Output :

02:00pm | 4

A g 0
&

0300pm| |

My

‘3‘5 0400pm| ,
\‘( 05:00 pm

i

06:00 pm

/

07:00 pm

Total Intake: 71 V/,

/ /

Total Qutput: U

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL

/092

Total 24 hrs. Output
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Tt takes 2 K s treat the e Your Right to.a Safe Deltvery

( FLUID CHART )

Sheet NO. & e

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

UM M T N
‘s PO -t &@3@; e ""fﬁtake * f%ﬁ 1 s *ii' =

Date | Time cﬁagﬁ]ri% Route | NG | Diarrhoea | voniit |Drainage| urine | iebits  Sfon.

Score | Nurse
Mouth v N.G

.-,
B

08:00 am
0900 am EE
¢ [ 10:00 am . T
11:00 am ‘ K 0 L
12:00 pm
01:00 pm :
Total Intake : s Total Output: &' -+ |
02:00 pm
03:00 pm
04:00 pm , : .
& | 05:00 pm o
06:00 pm
07:00 pm
“Total Intake : Total Output :
08:00 pm
09:00 pm
13:00 pm
11:00 pm
12:00 am
01:00am
Total Intake : Tota! Output ;
02:00 am '
03:00 am
04:00 am
05:00 am
- 06:00 am
07.00am
Total Intake : Total U_dtpilt :

-
L1
x
L]

»

Total 24 hirs. Intake Tolal 24 hrs. Cuiput

Docu. No. : RCH /FRM / CLINICAL / 092
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PAIN ASSESSMENT FORM Tt takes a lot to treat the Mile, YuuarghttnaSarenelvery
" Pain Scofe . . - Modifying | Patient / Family . .
Date Time (0A0) | Location Duration Acuity Character Eactors Educated '[ntervemlon Sign
1 Continuous | [ Acute (] Sharp (1 Dull _l Increasing | [ Yes M ,ci)_‘
1‘2:1} W Y N A [ Intermittent |} Chronic [JAching [] Burning | [ Decreasing | [ No @
1 Continuous | [ Acute [ Sharp [ Dull "I Increasing | [ Yes M A—
\‘n} 1\6 il & NP~ | O Intermittent | Chronic (1 Aching [ Bumning | 1 Decreasing | [ No ) ’Q
A [ Continuous | I Acute (] Sharp [ Dull 1 Increasing | [ Yes N A—
\6)/{)? Qj a M [ Intermittent | (i Chronic (] Aching () Burning | (] Decreasing | [ No (@
[1 Continuous | [ Acute (1 Sharp  [) Dull [ Increasing 1 Yes
\ Q)‘%’ 5?(\9 10 / rD }\)fpf' [ Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing { [ No (\’f) Q
(| Continuous | [/ Acute (] Sharp [ Dull "1lIncreasing | [ Yes _
t‘ﬂ} i \Gp\"’) @ 'U/a‘ [] Intermittent | [ Chronic (1 Aching [) Buming | [] Decreasing I No ;‘ @
[ Continuous | [ Acute [ Sharp [ Dull [ ] Increasing [ Yes
Dl:} l@(]?f\ Q VB | o mtermitient | 0 Chronic [ Aching () Burning | [J Decreasing | [ No ikl L
[ Continuous | [ Acute | Sharp ] Dull [! Increasing Ll Yes LD x
\3]_:]/}26 6?0(\/ ) fﬁ"’ [ Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | I No . %%
[] Continuous | [ Acute _] Sharp ] Dull [ Increasing Ll Yes Y
yq(ﬂ, )2[7 o pe [7 PA U] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | CI No ' az
| Continuous | [ Acute 1 Sharp ] Dull O Increas;ing I Yes
a 7_'ﬂ
\‘113’}/2@ qﬁ"\ O M—b— [ Intermittent | ) Chronic ) Aching [ Burning | (I Decreasing | [ No v %
[1 Continuous | LI Acute _I Sharp [ Dull L | Increasing L1 Yes
) Intermittent | [/ Chronic | Aching [ Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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Numerical Paln Scale (Obstatric and Gynecolagy)
| ! I 1 1 !

-

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

) ——

Na Pain

No Hun

1 | I I ! 1
2 3 4 § 8 7

Wang - Baker (Pedlatrics) Above 7 Years

Hurts Lﬂﬁe Bit Hurts Lmie Mare Even More

t..vI

Hurts Whula Lot

[ (TR

, SCORING
CATEGORY
0 | 1 2
) Qccasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs . Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
1 Laying quistly normal postian, Stuirming shifling back and .
Activity moves easily forth; tense Arched, right, or Jerking
{ Moans of whimpers occasional Crying steadily, screams of sobs,
— Cry No Cry {Awake or asleep) complaint P fr;.ﬁuent comgia]ms
9 10 7 .
Posean Pin . Reassured by occasional touching, ‘ .
Consolabliity Conlest, relaxed 2:'32235;’.’: being talked to,  + Difficutt to console or comfort {
Neonatal Pain, Apitation and Sedation Scale (upto 1 Month) ' .
3
Assessment Sedation Rormal Pain / Agitation
Criteria
2 .1 0 1 F3
No Cry with painful | Moans or crigs Appropitate crying Not| Irritable or crying at | High-pitched or sllent-
stimudi minimaliy with painful| irritable intervals consolable | continuous cry
stimuli . Inconsolable ~ .
o Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restess, squiming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
-No spontaneous Littly spontaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth s lax Minimat expression | Relaxed Appropriate | Any pain expression | Any pain expression
Exprassion No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | intermittent Continual clénthed = 4
Tone Flaccid tong decreased muscle | feet tlenched toes, fists | toes, fists, or finger Lo
fone Normal Tone or finger splay splay
Body is not tense Baody is tense
Vital Signs HR | No variability with | Less than 10% Within basgline or | Increase 10-20% | increase greater than 20% from
RR, BR 8a0, | stimuli varfahllity from normal for from baseling baseling, $a0, less thanor ]
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventitator

=/
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sedation, OR, limited ability to feel

sensory impairment that limits the

sensory impairment that limits ability

discomfort.

‘_Co

LW Y
’” ’,“”,ﬂ””lﬂ Date: |} 9 ) _;; ) % ”r-:_,
. - TN T
Time:| pfe | E2—| gy Ne,
by g immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: s
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (7
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ' |
S . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
36!:|1:ig£zg§3§? Eo?\zﬁ?:tto bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 1{ (’/
Y and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every (,(
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

pain over most of the body surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfort in one or
two extremities.

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

Moisture Degree
to which
skin is exposed
to moisture

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4. Excellent:

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

~

— | —C

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/dI; 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. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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severe pain or with additional risk factors.

4
]
Supporti Surfaces
Risk Scare Category Action (Please Note: Only required for children who are deemed at risk due
to aitered mobility, consider occupation therapy referral for advice
. Regular Turning Schedule . .
' Enable as much activity as possible High dengity foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
t Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients e
13-14 * Moderate Risk o Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overiay
- Follow the same protoco! as for “Moderate Risk” Patients High density foam maftress
10-12 High Risk « |n 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

Alternating pressure matiress overlay
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CHECKLIST FOR THROMBOPHLEBITIS oS i e i
W /26
DAY 19 [GDav-2 /7" ppy.3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | m TCE/T N W (p N (w @ Remarks
1 |V site appears healthy Noob:gcz ELESL‘T:'US/ 0 D @ A (7 7, v |
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 e | —
* Slight pain near the IV Site / / Observe cannula N | — | — =
* Slight redness near IV Site -
3 ;:Loe?rfi égzt_following Signs Early stage of phlebitis / 5 =
Pain at IV site Redness heshe Cannua LA LU -
All of the following Signs are Medium stage of phlebitis /
evident : : : —
4 | Pain along Path of cannula ?es:‘tte Catnnula L » NA- - L
Redness around Site Swelling TR - S
All of the following Signs are Advanced stage of phiebitis or
evident and Extensive : 4
5 P\:in along Path st g:nnula the s}art of thrombopplebms/ 4 o — !
Redness around Site ?e st|te Catlnnula Consider VA — N
Swelling palpable Venous cord Lo
All of the following Signs are
evident and Extensive : Pain ?hd"a”gedh?tzgn? of —
6 | along Path of cannula Redness Inirtci:?e torgat?nenst’ i/%e 2 5 W —1__ | ~]~
around Site Swelling palpable o 0 M
Venous cordpyrexia Al
Signature of the Nurse D | ] =2 %‘V&/ Pl k5

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

Signature of Shift In Charge :

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

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

A’ ...................... Name : ..... é}?ﬂ

Signature of Ward In Charge :

Signature : ..........
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Children’s .BirthRight‘

CHECKLIST FOR THROMBOPHLEBITIS Hospital | e
ax | DAY-1 DAY-2 DAY-3
$. No. SITE OBSERVATION * ~ STAGE /ACTION SCOREm T E TN | M T E M1 E Remarks
: No signs of phlebitis / -
1 IV site appears healthy Observe cannula . 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis /
3 are evident. Resite Cannula 2
Pain at IV site Redness
Q‘!rlic?tfel:? ? following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
ALt 1 TolowTng SIONS &% | agvanced stage of piebitsor
5 | Pain along Path of cannula tF?e start of thrombophlebitis / 4
Redness around Site g site Gannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced st%gr:: of
6 | along Path of cannula Redriess }h_rri)mbophle |t|s/R _ 5
around Site Swelling palpable nitlate treatment Re site
Venous cordpyrexia Cannula
. Sig[]ature of the Nurse

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

Signature of Shift In Charge :

SIONAUTE I v rrsaei s ineerersersersens NAIME | v errere e serssesesssssssrssasassssesses

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

Signature of Ward Ih Charge :

L1001 (1] RN NI & veeecereemsersensasesrssssronsnsssesnsrssnns
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Wiy Morse Fall Risk Assessment Form ozpial_ | ) maes

Date / Tim Y ;)_ / ‘-
Choose Highest Applicable Score from each Category ae/ Time "2) .:)‘ l 7/,) - / ?/} :77“ Fall Risk Grading
soe_| g B |
History of Falling Yes 25
(immediately or w/in 3 months) No 0 2 O VD) Risk Level Morse(hl;:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @) @ O
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (3 %) )
IV / Heparin Lock or Saline :fs = Zﬁ OO Qo) Implement
S J @ Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
- Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitations 15 A— Risk Fall
Mental Status .g = High s =3l Prevention
Oriented to own ability 0 @) & & B
Total Morse Fall Scale Score: D ey 6‘{ [
Signature | (O, @ e

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

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

("] Use chairs with arm rests

] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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LA N NURSING CARE RECORD Hospital_ | {)msemesru

Date: 12271/62@ .............

@

[] Maintain Airway and Oxygenation [) Relieve Pain & Discomfort %_Maintain Fluid Balance —=—Improve Activity Tolerance 4 Maintain Good Nutritional Status L Maintain Skin Integrity

] -
a8 &+Maintain Personal Hygiene rD_}?J:awmt Infection [] Meet Elimination Needs [] Ensure Safety [J Early Ambulation Reduce Anxiety [*) Patient & Family Education
S | [ Identify Potential Complications L0 ANy OIS, SPBCITY . .. evetitiee ittt ettt ettt e e e e et e e e e e e e e e a bbb e e e e e e
: . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Sy %O\'nﬁ*n\/i “d[ee/{ GOV | ﬁd@ﬁe@é’e(/
SNECRN Al

J/r) . C’f}\if[j, ] Ncanf;\r}cu N7 /e Gk i"/’f L %%P gawf
B lon edr | Y| €PN R Pla

il ﬁ%}mwm. o (A Atme L15aL1o fodlp

7082 Nl peotihs | 2> o Y pracli Yo

Morning

i
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2 o Khm on Of D Pl S5 Srel Wi 7 d
9 & Afrnw{ (700 A Coefi)  (bo? ¢retenl) | D
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Night
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4./
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| mm:m T NURSING CARE RECORU Hospital_ | (museradins

—— i

Date: ...... \ }).1’26 ...............

o | [ Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
E ("1 Maintain Personal Hygiene [ Prevent Infection [J Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L0 ANY OHIBIS. SPBOIY. .. v ereereessesrnrrmensassssessessensenessesessaessensensensessssassesnesnesessensessnssessssmeseesseses
- . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Date: ..... 1\1[3[{?@ ....................

>

g fes Q\NJ U’LOfr

LX)

~y wean ada Kerove d.

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort (] Maintain Fluid Balance (] Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity .
'g (] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [l Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | (] Identify Potential Complications L] AR OIS, SPBCHY. ... ee e eeeeee oot ee e s et e et e e e e s s ar e e eeeen et et en et en e s
; ’ ; - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
L
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s —Srcst-tedeed 9)p(C Vi
= —7 el e sedidl ot Bk
\
—syeo<l 200, Py

Afternoon

P

Night
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’ 71 R

O Maintain Airwéy and Oxygenation

O Relieve Pain & Discomfort

[0 Maintain Fuid Balance

O Improve Activity Tolerance O Maintain Good Nutritional Status

[0 Maintain Skin Integrity

(]

© | [ Maintain Personal Hygiene O Prevent Infection [ Meet Elimination Needs O Ensure Safely 0O Early Ambulation Reduce Anxiety (O Patient & Family Education
S | [ Identify Polential Complications L0 MY OHHES, SPBOHY. ..o vevererersessrsssecesissssessrscesnsssssessesessesscessassesassessnssesssasessaseesaesanessssasens

Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ"é,?;.,’;?ﬁ,‘g
i L]

o

[—1

IS

§ ‘ r

* kY
. L H

=

[=]

D

E

&L

<

Night
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Mrs BUKKAPATNAM REVATHI e
10084007 2Y1M20  (F) Rainbow® . -
Or. VIJAYA LAKSHMI QILLELLA Children’s ¥ BirthRight

— ||| ||||||||||||I|||||||| ||||||"|| URINARY CATHETER BUNDLE CHECK LIST Hospital .fllf‘:;’i?fl"i:ﬁfiﬁfﬁf,

Date of Insertion: .................. \ )\%/ ............ Date of Remevak: ......ovseivivissnminnsss o

L / —?_, !

Parameters Date Shift Time \ll 5P M Y)/Pr Lo ol

Need for the Catheter | Yes CINo | [J¥es CINo | Cl¥es  CINo | ClYes [INo | ClYes CINo | [lYes [INo | C'Yes [INo

Hand Hygiene A Yes [INo IYes(INo | <I¥es (INo | [Ves (INo | CIVYes CINo | [IYes (INo | LIVes [INo

o 25 B
i i ] O _ C \ ‘
Usage of Sterile Equipment /E%g [INo fg\ﬁes Dh\u Yes/ O N‘gfd AYes CINo | C1Yes CINo | ClYes [CINo | [lYes [INo
Is the Collection bag below the level of bladder C¥es™ O No P,Yes 1No E@s\ [INo Yes ONo | [0Yes [CONo | COYes [INo | [IYes [INo
TF
Check the Tube for Obstruction (Free of Kinkin O O O \ Y [1Yes CINo | ClYes LN [1Yes [INo
( g) lYes [JNo ,;Wes No : es NNo s jNo es S 0
Is Catheter dated as policy _¥es [No } Yes [1No ﬂﬂ O No\\[l Yes% CYes CINo | OYes CINo | ClYes CINo
C

Collecting bag is been emptied regularly? /D){eé [ No } Yes [INo Yes [CINo B\Qs CINo f,_da Yes CINo | ClYes CINo | [JYes [INo

Maintenance of closed system for the catheter /Erﬁs [1No /Q—Yes INo a@ CINo | C1YesN\_1No /'/es TINo | [lYes [INo | [lYes [INo

Dressing clean and dry? _=¥es CINo es CiNo ZT6s ONo | OYes D\No\ CYes CINo | ClYes CINo | [1Yes CINo

Is the line removed as Policy? _#TYes [1No ;Nes [1No es [INo | [JYes CINo \D Yes”TINo | [1Yes TINo | C1Yes [1No

Performance of Perineal Care Hfes [INo |.+Yes [INo ﬂgs [INo | [1Yes [INo E\Qs CINo | ClYes CONo | CIYes (INo

Onset of New Fever C1Yes NG | [1Yes [+NO 'Yes &0 | [1Yes CINo | O Yes\? No | ClYes [INo | ClYes [JNo

Asses for the leakage at the site of insertion A TYes [INo }Y&S [INo |+7TYes [INo | [JYes [INo | [IYes u\lo (JYes CINo | ClYes CINo

Name of the Nurse . W

g,{/}d‘)u/v\ 7(“.6{,1 § t/,’
Signature of the Nurse é
U I @

Docu. No. : RCH /FRM / CLINICAL / 114
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i Chlders | G BrtnRigh
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..o Department: ........cccoiveeeieeeeeeeeeen, Date of AdMISSION: ......c..ccrriecrerrinnn
Z | Diagnosis: Any Infection: CJYes [JNo [ Not Known
'g. If YeS SPECIfY: ..vveeeerecreeeeeeeee e
« " = T e \.Ec
2 | Area. 6. \ \’)’ \ Y
- 1)
3 Shift Time SV Y W |V e [P0 % MS
g Medical Condition . A'
= | (Any special condition to be noted): bs A
¢ \ 3
NB n S },\Q(L 7196} Sa[ 1 ok
™ Allergy: [ Yes &No | O Yes Wﬁo | Yes .L;'ao"a Yes @No | Yes No | Yes (Ne
) Tubes/Drains/Catheter: ¢Yes CINo | Yes | [No Mg D{QD O Yes z’lﬁ O 'Yes ONo | Yes Not
Vital Signs: Temp: [ g - | 40 qﬂ'fﬁf ag.| ‘] q.‘L"\T AN
= Res: W 3@‘7‘\’( M ’L&’"L 25 bl#) —20p))
2 0; | (9. | g/ |AET [0Q-[, | ag [ | qg.
@ Puse: | €9 | ¢tk | @R | syl | 434/ | qobiv
2 BP: ?Ib/.:}) No 0 \‘\Io 1 Ne)Y/ I /56 bl
Fall Risk Score: e - — = . o
Pain Score: — a— - ol
Safety Needs: — e A - M Q} v % )23
” Physiotherapy | Yes (=o | O \l’es TINo | O Yes @NoO | O] Yes (40 | Yes -No [0 Yes TTNo
S : — —
s Others Specify: — - -
) E Special Diet: | = YesTNo | Ye(s‘yo Ol Yes &0 | Yes ©TNo | O Yes O No| D Yes =Ne
' E
m S |Other Special Orders / Medications: —
(- o -~ ¢
~g
Post Operative Procedure Special Orders: | - il B . -
y
Handed Over By Name : ! \15"\5) &ﬂl« : M "‘
Mo B el (g Vs
Signature : [ & Ll o [T 10
Dat: \2) 306 N NN (15 e/ \J‘Z 2b {6
Time: Q\ﬁ)\nf\ %{\_‘I\ ’gﬁm 1}7/7 Gl
e .
| Y CLQUA g
Taken Over By Name : /R*J- i \:!\ -y ) m W éwpc W?
Signature : &~ M JnNg %
Date: \:y\?\\l : \ 17 1o/ T‘ZJ’Y SZE’
Time: A %‘DW\‘ g % fi—

\Docu. No. : RCH /FRM / CLINICAL / 097




=
-

00

]
— Rainbow® .
Patient Sticker Children’s . B|rthR|ght
Hospital . BY RAINBOW HOSPITALS
It takes & ot to treat: the Rttie. Your Right to a Safe Dellvery
' NURSING SHIFT HAND OVER FORM - WARD
Treating DOCTOr: ..ot seseeesnees Depariment; .......ccvcoeververneereerennens Date of AAMISSION: .veevcsseumeersssassorens
Z | Diagnosis: . Any Infection: OYes OONo O Not Known
= TE e
= I YBS SPECHY: «ovvererrrerrrreereceseesseeen s sesas
| =]
w
2 ‘Area ,
% , Shift Time - ' N
¥ | Medical Condition .
= | (Any special condition to be noted);
. | Allergy: |BYes ONo|DYes CINo (8Yes (ONo |OYes ONo |DYes ONo|OYes ONo
Tubes/Drains/Catﬁeter: OYes INojOYes ONo|DYes.ONo|DYes ONo (O Yes ONo|OYes ONo
{ +Vital Signs: Teéﬂpi- ‘
es:
E Sp0;:
= | ¥ pU
% . Pulse: |
2 + "‘f BP: ,
Fall Risk Score:
Pain Score: | .
" Safety Needs: [~ , ]
o Physictherapy<{ O Yes ONo|OYes ONo |G Yes O No [0 Yes LiNo |3 Yes i No | (I Yes £ No
g -
g Others Specify: |
= Specia! Diet; |8 Yes ONo|O Yes ONo O Yes ONo [0 Yes £No |3 Yes O No [0 Yes £1No
E
§ Other Special Orders / Medications:
o=
Post Operative Procedure Speclal Orders:
Handed Over By Name :
i v
Signature : v
Date: ~ .., Do
Time: 3.
i s
Taken Over By Name : . |
Signature: 1
Date; o .
Time; 5 N

Docun. No. : RGH/FRM / CLINICAL / 097
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10-08-1997 ;::fv;;':,' @ Rainbow . . L.
Dr, VIJAYA LAKSHMI QILLELLA — Children’s BirthRight
m l” ,I"”"l,ll'"lm'l I"l"l m Hospital . BY RAINBOW HOSPITALS
It takes a iot to treat the little. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 1‘2(}9;/%
Baseline Information:
Admission From: LJER 1 0OPD CAdmission Desk 1 Others, SPECITY ......ccoveverevereerreesnereeenenn,
Primary Language: L1 Telugu (2En/glish <= Hindi L1 Others, SPECITY ...ccovvveieeeieeciceecieeeeee e,
Do you require aninterpreter? [] Yes N0 ifYes N st ot o Gy i e
Source of Information: [ Patient Zﬁnily [} OHhers; SPeCY camsmmmssmmnimeitai s
Allergies: [1Yes [ INo (] Medications L] Blood Transfusion [ Food L O v e ane o et see s e
YOS, OO o csctivsuninstonmuiigs sosios sousmaiicnssahosisa e s s dh e R e s e s e e e s
Chief COmMPIAINtS: .............oooomeieiee e Doctor Notified on Admission: [/Yes [INo
................................................. ﬁ Z,,L,.?Q _8 Mame of tho DoOn: ccimsmmsn i
................................................................................................................... Time NOtified: .......cocvvreieieeee e
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrial HIStORY: ... Caesarean Section /Z‘No [ Yes Contraceptives: /}Nﬁ CJ Yes
................... pe%u.,.QQ\Y} Cervical Cerclage: “1No [ Yes Vaginal Discharge: =No [ Yes
Onset of Menarche: ~.........occoevvveeeveveecnnnn. Ectopic Pregnancy:&,/l(o [ Yes Post-Coital Breedingzmo ] Yes
Menstrual Cycle:;ﬁegular [ Irregular | Myomectomy: CONo [JYes Infertility: “'No [ Yes
Last Menstrual Period: ...........ccocovveevirvenene Others: If Yes Type: [] Primary [ Secondary
Obstetric History: G .........ccoooeveinnene B ot e A st
Previous LSCS: ...
Current Medication: Q—Nﬂﬁ [1 Yes, If Yes, Fill the reconciliation form
Family History: =0 Abnormalities Detected
L] Heart Disease (] Hypertension L] Diabetes L] Stroke (1 Seizures [ Kidney disease
L] Liver disease 6, 7 R .. S . SR O R
7
Vital Signs / Measurements:  Temp: .5/ HR:.EED... RR:. LD
LLbfH) WEIGt: ... Height: .......... | —
Pain Assessment: Pain: [ 1Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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08-1907 20Y1M20
Bag QILLELLA

i

General Appearance: | -Healthy CJill looking [_] Anxious (] Agitated CDIOTNBIS: ....ommresensmsipsbasanesinsmss

F)

PHYSICAL ASSESSMENT

Fall Assessment: [ | Yes ﬁ(Nor— BOOTR: o:vivisissiveriss (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: ] Yes /}No SEOWR i (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem I Walking Problem Lo Abnormality Detected
"I Developmental Delay ! Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ ] NoAbnormality Detected
L] Overweight ! Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[1Under Weight [} Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

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

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [1Single = _“Married [ IDivorced [ Widow
2. Special Habits: Smoker: [ Yes [;Na/ Alcohol Abuse: []Yes——ho Drug Abuse: [1Yes [ |MNe—

S0CIAI HISTOIY: LIVES WIth ...t s ea st sae s b e s e s as s s saesessae s e e e e sanseneans

Orientation has been given regarding the following aspects:

Call Bell in Reach: [1Yes [ No Waste Disposal Explained: [1Yes [INo

Infusion Pump : [JYes [INo Hand Hygiene Explained: [ Yes [ No [] Others
Above information givento ....................... ,P . L vasovinsonsinsvs .

Name of Person Orientation was givento: ...........ccccccovevvinnan Q\ﬁ‘{ ‘Q

Orientation not given Reason: ...........cccceveeeeni. N ‘4 .......................................

Nurse Signature: ...... l\f@“’tm“ .............

Nurse Name: ............... MQEWT ...........

Date & Time: ........ l%%%@@ﬁ,ﬂ
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i i | @ oo

UBSTETRIC TRIAGE ASSESSMENT FORM -

Date: 1‘2.?9‘)"1;9 ........ Time of Arrival: Qﬁm Time Seen by Nurse: g)fjﬁ\ﬂ/\

1) Level of Consciousness: EJ/Oanscious ] Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
] Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor
[ Decreased Fetal Movement U] Spontaneous Rupture of Membrane / Leaking Water PV
1 No Fetal Movement [ Other Reason: ........ E.L,Lj’@j)

3) Vital Signs: Temperature: @%‘ﬁ;ﬂ Pulse: ?@(RR@)_Q Sp0,: W)‘/ BP: ;.].(],),gy\leight: .............

4) Gestational Criteria:

Gravida: G P L A

EMP: i EDD: ......... W\prfé ........ Gestational AGe: .........coeevveeeieiiiie
Uterine Contraction [J Yes /_ﬁ O NA | Onset Time Frequency:
Membrane Rupture ] Yes )2’% [0 NA | Onset Time Fluid Color:
Vaginal bleeding ] Yes /B’(o [0 NA | Onset Time Amount:
Pre Ecampsia Symptoms | 3 Yes |7 No | 1 Na. | [1YeS spec: Headache  VisualSymptoms /
Good fetal Movement EPY!% CINo | Cina | o specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | i | |
[ | I | | | I | | [ |
1 2 3 4 5 6 7 8 9 10
0 Pai ’ Worst
' possible pain

_— .

41| < R e T e e
o DURAHOIL i it raiisstos s Days / Weeks/ Months (Strike out which is got applicable)
o CNATACIEE  Grvimetlrvss s e s ST e R A SRR 8 v55 s BT TR T s L oA T B S AT e e e A e b e i
« Frequency: ..........\...... M
o BT BN 0N, oo e ————————— s

6) Past History:
I () = 1 g S

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

i

i)  Auergy:
8) Current Medications:
9) Prenatal Medical History:

JHione

(1 Chronic Hypertension
] Gestational Hypertension

L] Diabetes

[T Prenatal Vitamin

[-hone

L OtRBES: e eee ettt

[ Gestational Diabetes
U1 Low placenta
1 Others if yes, specify

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

U

Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
] Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
_=Tategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
1 Category V: Non Urgent (Time to Physician: <= 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Trlage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
M) < 30 minutes
Re-Assessment Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
. Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
3 pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
: L Hypertension > 160/110 il
Hypertension Seizure activity and / or headache, visual | >140/90 with/without
; disturbance, RUQ pain associated signs and
* symptoms
) Atypical FHR tracing,
N R Sy Abnormal FHR tracing
Fetal Assessment abnormal dopplers
SF R Non-Fetal Movement Diseased fetal movement
Others = Acute onsite severe + Major trauma + Abdominal/back pain « Ongoing assessment | = Anything that does not
P S abdominal pain + Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening
» Cord prolapse « Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
- Severe respiratory for diarthea with MVC/fall) previa protocols
distress ) suspected dehydration | « Nausea/Vomiting and | « Pre-booked visits (i
« Suspected sepsis for diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
‘dysuria ,cough, fever, | « Assessment for version
chills) « Rashes
Time seen by Doctor: .............. S:1.5.0.7%)..
Nurse Name : M@MMM ............................. Nurse Signature: ....... NMeaury. ’{Q/( ............

Date: .....\ "),,f)‘a—)ﬂ(éﬂme ...... Sl 08
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AR Hospital _ | (e
1t takes a lot to treat the little. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

_["a. Yes [1 b.No

2. HEIND, RBASOM ...ttt ettt et e e et e st es e s et s e e et e e s et et e e e s e et e n e e et es e ea e e eneeneeteene et e e ens e e ensanes

3. Nipple condition:
a. Nipple well formed
[0 b. Flat nipple
(] c. Inverted nipple
[J d. Short nipple

4. Milk flow:
[] a. Good
- Drops of colostrums
c. Dry

5. Steps for Positioning and attachment:
W. Baby goes to the breast
1 b. Mother always sits with a back support
) (] c. Ear-shoulder-hip should be in a straight line
L1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

*

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




6. Was the position explained:
O a.Yes
E/ b. No

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

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

LS I Vo [0 111 o g P ) G OSSOSO URRRRE

Continuity of Care: Date: [ﬂ\?ﬁ% .......

—>AXKeY Jbe eben S0
—> s hx Aha G Syt
S otk 90l Wy 6 havfgean
o v o ~V .0
> osQlelo H A0 oy G Hw

D, o
Handover given by ............. ‘%’k Ls..}f ....................... Handover taken by m
SIgNAUrE .........ovveveeerrrennne @“ .................................. Signature ?{ LT B S

Date & Time: ............ (ZH)ZC@%Q-Y\/\ Date & Time: \ﬂ,\%ﬂ[&: il %1 ST



1
HNH-00018527 1P26-0000682

I
UFKAPATNAM REVATH 2
:‘or-::-mr 2yim20 ) =

Hospital

It takes 2 iot to treat the Rile.

Jidn L | & s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: Lt.?a[q]}ﬁ TiMe: ....veee f..! ...... 10/ .
-~ O ~ 26 kg/m’
Origin: .S;Vlallmh ............. (3131 | o Weight: ..o BMI: O ~28 kg/m’
O ~ 30 kg/m’
Food Allergies: ................ o8 0. ST | A,
I I Y

WpeofDiet Oliud  J2Soft ONormal O Diabetic

Weng [J Non-Vegetarian 0 Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water / Soups

Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet— Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient’s / Attendant's Dietician's

i A
Signature: M ............ Ve e Signature: ............... %

e
Name: ...... Q&.\./m:bh.x ..................................... Name: Sﬁ’l‘l‘?‘ﬂﬁ‘m
Date & Time: ‘3}:}1%;“”9/}’) Date & Time: LZ’/:}/% el ]n Y

Doc. No. : RCH/ FRM / CLINICAL / 195




HNH-00016527 1P26-00006821
Mrs BUKKAPATNAM REVATHI

10-08-1907 VYIM2D  (F) 2
Dr. VIJAYA LAKSHMI GILLELLA Q ' l’f Rainbow® . . . =
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1t takes a lot to treat the litthe. Your Right to a Safe Delivery

CROSS CONSULTATION FORM

Y9
Doctor Name:..J2Y..-.. \/U(/Uﬂl L_d-,c.ksl’l.m.t ................ Date:.l.2 1"]'17/‘6 TlmelZP‘”’

DIAGNOSIS oLt e

HOSPRAL : ...ocooooeeeeesenersaceenees P = UMN Type of Referral :
0 Emergency
............ d formomlonvz/comanaememDTransferofcare it
' ¥ . 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 :

me aﬁaﬂ Cﬂ(dz Flﬂ”

m—

\ 1
- Fomad  Baast Nippld—

Ld:SS [OIOS-{MM Saan

Pv; wn

3.
- SN C’Llﬂj OB‘S(LWCL
~ S 4
— A Fov  claap lodCh s et T

\
- hinie bty I i s e
- Dwnﬂs pPav ;La(‘j hwngar C‘M’S'

— avm (ipu;Q, 7 Nﬁ\qgh’l "‘"0‘”% i

- Aice DBE

Consultant :

Name : (.Sm%w)lw] ..... 67 ......... Signature : ..... ,g’ ................ Date & Time : (3,} /2;.(/ 12

Doc. No. : RCH/ FRM / CLINICAL / 049
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Rainbow® . L.
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the lttle. Your Right to a Safe Delivery

UAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  “F— Ve laem Date of Delivery: | 22| Hopere
Assistant Surgeon: Ef rt;q;w,{,‘% Time of Delivery: 03!0) pm
Anaesthetist's Name: 2~ Aqyvee on Gender of Baby: Mele '
Type of Anaesthesia: < PW“J Weight of Baby: 72-4Co® |4.]

~
Neonatologist: ~ TF> Ayetons AGPAR Score: 8 1.
Scrub Nurse: -ﬁrd—ﬂ*-k NICU Admission: [1Yes =To

#Flective
Urgency

1 Emergency

_ 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

B’Dﬁivery timed to suit woman and staff

Decision time: L\ .. o Knief to rectus: ............ R s T
CTG Description: ..........c.cen. DI
If there was a delay give the reasons: ................... Qm“-}"‘u ............................................................................
Surgical Procedure:

z  leatiVe A
Post Operative Diagnosis: Pon—o
Peri-Operative Complications: —_
Amount of Blood Loss: A €O Blood Transfused (in ML): ——

Name and Number of Surgical Specimen sent for examination:

/‘

Docu. No. RCH/ FRM / CLINICAL / 155

(PT.0)




Examination Findings when Appropriate: kg
Presentation: ephalic 1 Breech C10ther ... Cervical Dilatation: .............cccoeeeeeeereieecrececeenes cm
S PAIPADIE: .. oo s e R e Folal POSIHON: i
Station O0-3 0CO-2 O-1 0O0 O+1 O+2 Moulding: [CINone 1+ [O++ [+++
Caput<~O0+ O++ O +++ Meconium: (JNone O+ ([O++ 0O +++
Bladder Catheterized : _=>-Yes 1 No Urine: =Clear [ Blood Stained
Skin Incision: _—="Pfannensteil ] Transverse 1 Midline ¢ | S B S oy
Uterine Incision: __=tower Segment [ Classical I Inverted T ] J Incision LUs Tr‘/]-(_’xu}
Previous Scar: [ Intact [] Thinnedout ] Ruptured —=No Scar
Incision Through Placenta: ] Yes =T No - Werme CW“"‘] 1%} frﬂ“d
Delivery of head: -1 Manual —~Forceps — Ugoun clasw Q A Leimd
Liquor: —Tlear é Meconium: 1| | - CIBlood [ Offensive ! Not Offensive
Delivery of Placenta: 1 Manual Pi=2 v H IR ] Complete (] Incomplete (] Piecemeal )
Cord Appearance. .......... [N e Cord around the neck I Yes DNO/
Appearance of PlaCenta: ........ IS AL ... cocsmssisresssmsisssasssrsnmssbsssns Cavity explored Q‘?eg 1 No
Uterus, tubes and ovaries: [ Nermal I Not Normal Sterilization: [Yes I=No

. — = \% =
Uterine Closure: [10nelayer  [L¥wolayers oo, . u"‘]!"“’”g ........... Suture
Peritoneal Closure: ~ ["] Pelvic _L-Abdominal
Sheath Closure:
Fat Closure: C1Yes [1No
Skin Closure: LI Subcuticular  [! Mattress
Vagineal Evacuated ~+#Yes [ No
Drain: [1Yes «No [IRemOVEeIN .......ccoeeevrennnes days  [] Await instructions
Ctheter A~Yes [1No C[JRemovein...... B A days [ Await instructions U‘
Swap & Instruments count correct? /ELYes I'No I Post-op Antibiotics ("—\les CINo
Intra-Operative Antibiotics Cover:  __¥es I No ! Thromboprophylaxis OYes _[HND
POSE-OPErative NOTES: ............oveumeiiurenieceietissciissetsesissssesssst sttt nss s st asssssassanavscsansssrassssaasssasess
.......................................................................................... (vt Tomm b

o 2en- X Fas [ PPES

....................................................................................... A e 2 TR O L O,

Doctor Name:nfp.g.....(a.:.\[.f..ﬁ YA CARSHY Doctor Signature: f ‘U(I GaO\MJ\L ...........
Date & Time: L&P’% ............................................. Y



SURGICAL

| Anaesthetist : )7 an-“ ................ UHID N MHm LAKIH?I‘;:L'::LEA
SAFETY CHECKLIST | et 2 ehane ™ | owe 2/ ITTRNININ

Surgeon : D-ﬂ"x[?j}

Asst. Surgeon D'Zf

/LUJU/JAA ‘ Patient Name :

HNH-00016527
. Mrs BUKKAPATNAM REVATHI

Before Induction of Anaesthesia » ﬁ>

Before Skin Incision > >

J

1P26-00006821

A?;.%nder : ﬁ Rain;%w'

i - | @ BirthRight
............................. Children’s . irthRight

Hospital BY RAINBOW HOSPITALS

It tiskes & ot to treat the itie. Your Right to a Safe Delivary

Before Patient Leaves Operating Room

SIGNIN _ Time... 203/t

Pulse Oximeter on Patient & Functioning \fes [/No
Does Patient have a:

Known Allergy? O Yes wilo
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available wes CINo
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned “Yes [INo INA
Blood Units Reserved vwTYes [INo [JNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? 'Yes CINo [7NA

Anticipated Critical Events
Surgeon Reviews:

Anaesthesia Team Reviews:

CYes TINo CONA

Are There Any Patient-specific Concerns? Mo [INA
Nursing Team Reviews: A

Has Sterility (including indicator results)

Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

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

L/MO [1NA

C1Yes [JNo CONA

[1Yes CINo

n TIME OUT T|me.............(.-[..?l.}.... SIGNOUT  Time............

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

Identity Hes C1No IEWES] INSIEENRG Uyt o HWD No The Name of the Procedure Recorded ~ (1Yes [INo

Site Hes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure s TINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [1Yes TINo [1NA

Consent LAfes CINo Correct Patient (Check 1D Band) Yes T'No The Specimen is Labelled (including
Site Marked AYes OONo CJNA Correct Site yes-, TINo patient name) ClYes CINo CJNA
Anaesthesia Safety Check Completed [+Yes CINo Correct Procedure T1Yes~TINo Whether there are any Equipment

Problems to be addressed CYes CINo TJNA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CINo

UU@?&{&M :

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




PATIENT TRANSFER FORM

z
Rainbow" . .
Children’s ‘Blrtthght

Hos p ital BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission o Date & Time of Tgnsfer Order
v s | ool o | GO wfyl26 @y
- Or,JAYA LAKSM GILLELLA
JAMARMT AV et s s
. Vﬁa,jaﬂap%w obsevvation
From Unit Information to Attendant
oT Yest=—  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[]  No

- If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1, ﬂ/ @
2
3.
4.
9.

Shifting Summary / Notes Written by Doctor : Yes/g/

Name & Signature of Person who is Transferring

Sj‘g ' vauija

Name of Person Ordered Transfer

Dy SN

Patient & Clinical Records Received by :

Alkllg (G-

Date & Time of Patient Received :

x5

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

|| Unavailable Bed

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

(] Nurse not Available

[ | Available Bed not ready




PATIENT TRANSFER FORM

2

Rainbow" ) L
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the littie. Your Right to a Safe Delivery

rd

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
7 |P28-00006821 U)’)]}b @?b‘l% ‘?[') /3’{ Q%]{%@W
_"':fﬁﬂmm "“,':'a”é ) Transfer Ordered by o Reason for Transfer
n VIJAY
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ it o L — LS
From Unit To Unit Information to Attendant
™M v 0T V v

Number of Sheets in Clinical File

&

Number of Imaging Films

Ner - @

Personal belongings including
clinical documents. If any handed

ydam
' No[ ]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
! Q1— oo Y5,
2, ‘ h
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ ]

No[ |

Name & Signature of Person who is Transferring

S Mount ka.

Name of Person Ordered Transfer

D7-pyanfhe

Patient & Clinical Records Received by :

Pupl (-

Date & Time of Patient Received :

A6 (CAY%6 M

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

|| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

[ ] Available Bed not ready
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o

Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

\

i ] BY RAINBOW HOSPITALS
SPECIAL PROCEDURE Hospital o o Sota e
-—
Patient Name : MRS% RQ\JWYH_\_ .......... Gender: [ Male =+female ADB ;i \ ......................
UHID NO oo Date : \307"\292 ¢
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)

Mes: B> Reveruy. (Name of the Patient) ..o
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.

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

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

My signature on this form indicates that Blecd P CA\*&) \‘““S\U non

1. Ihave read and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

4. Ihave received all the information | desire concerning the operation or procedure and

5. lauthorize the consentto the performance of the operation or procedure.

Dyv. Ugatn  \Axsym®

Name of the Doctor who is performing the Surgery /Procedure: .............. 20 K 0 . e

Consentee : = Patient Attendant :

Signature : ...... gﬂ” ..................................... Signature : ......... (ISR

Name: ... > Rewetbe. Name : ... % NIKHETRWERT .

Date & Time : J?/,;'/f"“"mﬁ.p’&:’?f‘“ Relationship with Patient: ......... \*\USL-,Q ....... s
Date & Time : .21 =2 S .. '2’2’:‘;’“\

Witness : e o

g. - Doctor (who is taking the consent) :
SRIRAIBIE: s oo % e, Signature : ............. A”‘ ..............................................
NG e cxs) ALY 7, (PTG NG Mm(»a ...................................

ime * 1\ 2 e
Date & Time : ... A2\ 3126, @) .. 22Pm Date & Time - )2 0eYe C Janepw |
Docu. No. : RCH /FRM / CLINICAL / 027 !
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CONSENT FORM FOR GENERAL / R rews | @ BirthRight
REGIONAL ANAESTHESIA / Hospita | Nz
MONITORED ANESTHESIA CARE

Patient Name : .......................... Mvz/ZW;m!’l ..................... Age: o2 Gender: Male D Fem
131310 Surgeon Name: ......o....... Df ..... VWW/WM‘MI ..................................
Anaesthesiologist z v nessees pffmm—* ................................................................
Operative procedure planned : %/W ................ s esse s ssa et san e

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operat:on Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia 1nv0[ves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure

* [ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
.EI Incapacitating Cronic Obstructive Putmanary Disease
0 OHIEIS & oereeecsessisssiriasisessisoseissssssmsesssasensrstassassasass s rassssassssaas sesssaes aon s a8 sab s AR RS R SR S b R as R aR bbb R bbb bbb s
Comments : e reret eSO oS AT O SR ST RO AR AR AR VAR RSO R RO SR AR TR TSRS SR RAR SRR RS AR ae AR e

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient

M”m .................... the above mentioned operation / Diagnostic / Therapeutic procedures
N .o .= SRS

" 1 authorize and give consent for anaesthesia ( O Regierfal / C1 General Anesthesia/ I3 Monitored Anesthiesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




| 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, asthmatic reactions, headaches.

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

That | 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 in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her :
will administer the Anaesthesia. U

- Pregnant : D_ﬁs/ O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant: _— Witness :

Signature : .............. (‘)’%M ............................. Signature : @Mw ..........................

Name : gfb.)-d’l ...................................... Name : \QN\W‘/W\VQDQ. ......

Relationship with Patient: ................ccccveeereenmeeerrennens Date & Time : ]ﬂ']"—'b%u‘b/ﬁ i



\

Il

. Rainbow® . . 0
Department of Anaesthesiology Children’s . Blrtthght
PRE-ANAESTHETIC EVALUATION P Hospital .W%
Name: ............ Mvsﬂr‘}m ...... Age: 747/' SeX: ...l e UHIDANO : oo )
ey . ‘ Yy ) pyes N 1§ oA
Date: 3{]0?}// Time: gb’/y/ Proposed Operation: ............. E ...... l’j .............................. 42004
. i LA, Daeles, LM T PIEM
Diagnosis: ........... / ............. T — - AT AP~ A Ll ,PD ..................................
B.P/ CRT: ﬂjf HR: ... Weight Rk T Physical Status: 01 02 03 04 05
/ Laboratory Data:
HEb? v GIIGOSE: . coonviictbuniininanns: | PIOBIE <cciicsnmtinais HIV/,J,L’_, s KRAYviissnnmsisnaninsis
POV cnunmasmessovesin UPBa: +evveeeecereeeveenreenns 1 e S HBS Ag: ...l o7
WBC: .o CIBAE —.....ooroerensmsmssimsiinnss TOURNBRE sl HOWS cvinnalcsss SO ECNO: ouiseniiibiosinns
Plate: .. Nt v, 3] 1| e o Blood group: M’L Stress/Anglo: .................
P o smarasmsitmrme K e EDHE iscswanssuissonssuisuin T3 v [3]1]1; p e RS R
P s mcnssasns Ca%-4¢ i Ak phos: ....ceeveerereereenes | R e
INRE csssvsssmimcasssnisus MO £ i AIVIBSE: cocosiisiviissisionns L1 [P 9'}0
Cl =2 covscsismmssonsmmisssaassssses SGOT/SGPT: ...oooeervv.

Medical History:  CVS: ™

RESP ! Diabetes: DM 0~ At bitn

ONS : / 2 =z1 — -
) %) L

Renal : / ! T Aape Ddinsed 21

Hepatic / GE : f Physical Activity:

Others : JI7}JOTJ=}7MNQUM« D Yu er Tebypertodm oo Mty

Past Anaesthetic History: NI '
Physical Exam: ~ p) | L. Ut Movrislwd-

Airway: P MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth: ’Jbr
Lungs : K{L.-fﬁ?ﬂ, i S
Heart: (r g
CNS: N h (
Pregnant: Bs [INo [INA Venous Access Site /V&“Nine Exam for regional / m P
v
Anaesthetic Plan: CJMAC (] M CIGA-ETT [JLMA 4 -
Peri-Operative Plan Explained to the Patient; ‘_;utes/ o1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. 1. DVT Prophylaxis :
Td"jh'f ok ™ lo0 rcg op e L<:Water/0HS 2 Hours
Q‘U{ ,{ M’VJ/’W - NIL ORA Others 6 Hou
) 3. Informed Consent: andard ) High Risk
u b””/ "’g"’ ynlin MM 4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

Signature: ........ gf ............... Name: ......... ﬁf‘ﬁnw” .....

Docu. No. : RCH /Fﬁ/( CLINICAL / 044




HNH-00016527 1P28-0
Mrs BUKKAPATNAM REVATHI &
10-08-1997 nvmzo )
Dr. VIJAYA LAKSHMI @ ‘r
_ ANAESTHESIA CHART

T T

FIE INUUGIIUI RadGoomiuin.

Rainbow® . .
Children's | @ BirthRight
Hos pital BY RAINBOW HOSPITALS
1t takes a fot to treat the litle. Your Right to a Safe Delivery

] Yes \JZﬂNo

Change in Patient Condition:

Fasting Status: A clojua t. -

Physical Status: i Phtient Identified ~£7 Consent Present \L+] Chart Reviewed
H.R: 88/ | BP/CRT: //0 /;bmg?[ Sp0,: /oD §/. [RR: 22 /ont - | Last Feed:
Pre-OP Diagnosis- pMMff@ﬂM/#‘{P ........ Operation: ....... EMeLenty RACR . .. Date : . 2.0
v
Surgeon: ......&x.:.Y J“*‘/ﬂww ...... M 2 - Anaesthesiologist: .. A3/ Anais /R0 AN LLebnician: Asossshd.....
TIME & B SIS 4:
N.O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
- . DT EIN 3y Dy [+ 1 61 )
N R v Suppository
fipo-
B rehefew it
leo
Blood Lbss
R
FIO, / Sa0, \on|ten] Ioo] loo [ JEO
ETCO, felepl cplip [ ¢p e
ﬁg:pmture ™35 L
Urine Output NOTES
£8 RINLER 14— — 1
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120097 =3
o 7
80
60 v
40 =N
20
10
0
ABG
LAB Values -
GABS 12 h%ﬂ]_r
Others
fEquipment Checked and Temp: Induction Regional:
Functional [J HME [] Fluid Warmer OwN (] Inhal Extremity Specify: ..
(VBP [J Cling Film  [] OH Warmer O Pre0, [JRSI -8pinal [] Epidural D Caudal
[ Cuff SHe: .....ocvirrvsinnns [J Hugger's [] Cotton Wool (] Others Others: .
] ArtSite: ...ocooocomnvceene er 3 .
=B ot ] Mask 1 SGA Position: . 41 H’\ 'ﬁ
= . Times: [] Airway ] Oral [ Nasal Site: ..
Temp Sits e WFM:Ju:
\E: FIO. F;Hm;m Anaes Start; ..... 3. 45 PM ETT# oo @t €M Needle Size: &’IK\/” §
O Agent Montior OP Start: . O ol CINasal [ Cu Parasthesia [JYes [JNo
\'D/ Pulse Oximeter 0P End: 3 :_aj Tfach.eosmmy [ Topical Catheter at skin .. cm
1 Capnograph Leave ORHL'PM( O Drug: ......c.. Drug Na'?f OB: ....................
: . = IR AP WICHRELS) 16 ity 7
] Ventilator Anaesthesia: ] Awake (] Direct Vision Bolus: . | - E‘J\J
T Nerve Stimulator [ GA (] Video Laryngoscopy (1 Stylette / Bougie Infusion: ﬁ i ‘ VL
o [J Monitored Anaesthesia Care (] Fiberoptic Block Level: ...../
Position: . Ui L. I Regional Blade# .............. AHEMPLS: .coocooriornrierniririininns Comisie:
L[E" Pressure Points Checked DHFICUIY WHY? oo o
Line (Size & Location) Transportation to
Eye Care: 2 O ] Bilat = BS [J PACU iy 2 Otter
g ?im ] ART: ] Semi-Closed Circle Relaxant Reversed [ Yes [ No NA
ape v = :
] Padding 0 I\VI i gms;d Circle Name of the Doctor nvﬂ MALEN
N2 Awake cw: Signature of the DOCIOr ... )" ..
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HNH-0001527 1P26-00008 Rainbow®
821 ainbow . . ™
r&:?ﬁ?"“ﬁﬁ‘{?’”’ ] Children’s ‘Blrtthght
2 D F i BY RAINBOW HOSPITALS
nr,’n‘i"'iﬂ’i",,‘ﬁ,,,””, ,"'”, 4' tlmgasue !.etxamelm Your Right to a Safe Delivery
Received in PACU by : S\S[(k’t . .... il c\ Time Received : ..... AN\ R .................... Time DiSCharged : ..........evrsesseenees
25 .
250 ifg IV Cannula Site : \Q)‘(\g‘
w 2;3 230 | ] O, Mask ] Nasal Prongs
= 220 gfg [] Tracheostomy ] T-Piece
ﬁ 533 200 | [J Oral Airway [ Nasal Airway
o 180 190 .
o. 180 A d)
=] 133 :;o Vomiting : O Yes [ Jo Drug: jb%qc\{\\
=1 160 0 : 0
2 0 1o0 | Na Tube: O Yes /,ue
v 140 :;g Drain: [ Yes '
A ::g 3 3 :123 Urinary Catheter: [ /¥es O No
& 101 - 100 | ChestTube: (7 Yes BNO
5 90 I 901 Nil Oral 1 Yes
T 80 N Vi 80 e [ QL/
N““;g"ha : o | weuids: ...
a i L
50 a 50 Oral Feeds: .........
2 = p AT
7\:2 80
N 5 20
10 L 10
0 1]
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
7 oxremifies volurt 3 =2 = . )
Able 1 e i voetiy x on comena =1 AcTY \ Ll |2 A Minimum Total Score of 8 is Required for
Able to move 0 exiremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2 N ),- p 1
imi i =1 RESPIRATION . ) o
e o " 9/ Exceptions to this, are to be explained in the
BP = Pre A hetic | =2 H i . —
B = 20-50 of P Anaesthac eve 27 crouTon 941 | 2| space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Full ki =2
Ntetitie o calling =1 CONSCIOUSNESS %_ 7= p
Not responding =0
Pink =2
PlaTe. dusky, blotchy, jaundiced, other =1 GOLOR GLQ, ) ),
Cyanatic =0 -
TOTAL q a’ © (O
1
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention

Signature

'\)/\B/ Wo | © [\(b

i

A \/% @H) O l\/o

o

Nl e | 910

N

(2

Y o)

\ A

Pain Tool Used:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

[LJNPASS [IFLACC [ Wong Baker

L1 NPS

912 © o

Reassessment Frequency:

2
a.

b
c.
d

Transferred to Unit by (PACU): .
Date & Time:

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 every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Caly)
12 @100,
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Rainbow® ®

Patient Sticker Children’s BirthRight
Hos pita] . BY RAINBOW HOSPITALS
. It takes & kot to treat tha fitte, Your'Right to a Sale Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA REGORD 6
D71 (- S TiME: ceeeveeerererenn Procedure dong DY .......cvvecnmenmissniineisessssssesssesssensssessssssnnes
CSE /Spinal /Epidural Position © ...eceeeveveene SPACE ueeeeceerririeneneaenreeens Technique (LOR/LOS) ...ovvceeernneee.
. * T
(31511311 O, Catheter at SKIN: .....cc.eoveveeveemeemeriereensnns AHEMIDES © et rene e ernens
Parastiesia : YBS/NO if YES QBLAHS : ..o srassrnsressenrssessarsrsssssesstrsressssbensarsessessestesssssssessetssasrensanbansssssnsassne
Solution Composition : e eSSt S ot N W ereressessseneane
Any other issues : " ‘
ﬂ) eeemeanstbsemressesmennnsansantmnrstetnnnranantannnshnnn sy ny AT anynn kR R RS RA N eR AR Aed R R Ee R4 A EnRnn AR AR AR EAR A nevRenEaRATERRTESTOLE ‘ .....................
DY ettt e seas s sy e e e PR e e e s ER Rt e s Ee ee s enns s sanaran e Fensearens SR
i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
t o &

Delivery Details 1~ TiMe [ .ececinvrvrerverenn APGAF}; .................... SVD / Instrumental / LSCS (if LSCS Details}

1 o . ] . X P ’l
Catheter Removed by and Tip INSPECIEA © ...ttt sss st sms st s bttt s ssanaen s san s s sensesson e st aes
PALIET SAISTACHON I veverrevevessrmeeessersrsersesasessssesssesessssssassessesessessssssssssessesas saroreressastastassesesssssestasssessasmassssrseneastsstonsssresserasnsen
Discharge /Shifting ordered by g ) '
Doctor [V ————————— N
Doctor Name: ...ceeiusianens e s s . ;

ae N
- 2

Date and THTIE  ovveiereerermsssmsmessasssbansssanssssssnssassasaons - !

-3
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2¢~10003308 Y Chitdren's | @ BirthRight
Hosinl I
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: Hre bhukk’ﬁ P“"”Wﬂ V@va f\Age o 44 t\Gender ffw’\/‘w(*"
UHDNo: 1T =00075Y 7 I No: )i ‘0000 68 | Date: | Q7 [ Time: 2000
Diagnosis: ALS wawrd OF
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mog/Mi (WDM g [A ~ap
2. | Morphine Sulphate Inj, 15mg/Mi 3 S
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1IMG
~Joctor Name: Dr. Shieas. 4 Doctor Registration No: A ]0” i S
Signature: g—ﬂ}

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E

(Details Sf éhe Patient to whom Essential Narcotic Drugs Dispensed) »—\\
“0000¢8a 1 12J3 2084

IP Registration No: ........ 1SN RRAN L - 1 Gompie

Aadhaar No. of the Patient (Optional): .........cooiiviiiiimii et e

1 a2
iy & <k, o ) J
1. | Name: WS Chukbapainm ¥ evatfd Remarks
2. LA mplete postal address (with contact number, if any) H T"I Y A j
= A
3. [ Brief description of the illness u (§
4 | Whether registered with any other registered medical practioner / o
" | recognized medical institution ( If yes, details of the recorded) '
5. | Details of essential Narcotic drug dispensed ( ¢h ’ an u, I
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
bl o= ] . = Patient Att7ender
IRZ Femiony | P B
§6‘ﬂacf/ ( o\§ 5 w2
Dispensed by (Name:& D NOH L s i i s e i e g il - vesies v s e e s fovt s Signature: il o s
§yUnk ( 199(4 ) 2
Received by ( Name &I)ID (oA ol MR, S 2 oy LA TN ) e SIQnalUre: o i o s ity

Time: .

Docu. No: RCH/ FRM/ CLINICAL / 133
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