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Name of the Surgery : ...........MCPoNALD’ & CERLU‘*C{PJ/,QPJN&L .................................

Tine k- AL 200 & i Tmeout- L0:3CAx
NAME AMOUNT

1. Surgeon : &D’rghﬂlu@a&oﬂy ................................................................................... |
2. Anaesthetist T 8 e B B s

LT L T T R e 4B S eI SR S .. SRR i s s
PR T L T S R O |
5. Circulating Nurse VTR o T R TIE SO I .5 S | SR
6. Assistant Nurse :..QYS.—.... R T R e PRSP 0 S b LR RER I
Special Equipment: [ | Laparascopy | Broncoscope ] Harmonic [ Morcelator i
L1 C-ARM | Cystoscopy [] Versa Point [ Liver Cusa
] Neuro Cusa G W e AN |1 S
Signature of the Surgeon Signature of Circulating Nurse

Order No: q7’376°; Order by: %\SR&M\«
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- % e tient Stick | Cl),(-ﬂa?( Rainb'aw“ - . -
Mu T, gl | Children’s | @ BirthRight
. m é:‘\ﬂmm H ital .BYRAINBOWHOSPITALS
0’ %61 CONSUMABLES OF OT Izmkgasu?n!emamemﬂe, Your Right to a Safe Delivery

Gifeiiating e s s 170,113 100 | e N o Date : )’3]?/)4.: 00 i (S |
Anaesthesia Disposables LT usea | Surgical Disposablgs, ,° » | ... 0¥ Y Gwoa| Disposables (Baby Side) | AV
ET tube Majer Pack | . Inj Vit.K
LMA res Aéé% 3 V/O? _y~ Cord Clamp
ECG leads ‘@/ P/N T’TUJDGT\A 6 99 O,}/ Suction Catheter
HME filter : A/ P /N = i Feeding Tube
Syringes :10cc | Aaccum Suction Set

05 cc Gloves é \Y% 9 0‘2: Surgical Gloves
02 cc / Gauze Pack
01 cc | oaa dn s ) A Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgidhl Blade 1" | Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : 10mi/ 100mi / 500m! / 1000m! Koochies
Ointments %
Suction Catheter / %
Fentanyl Cap, Mask /;w/
Morphine Gauze Pack ol 'n W
Ketamine Mop Pack = il
Propofol Steristrip j/
Rocuronium Underpad 5.
Glycopyrolate Draw sheetyzy 3¢ . 4, 0O y/
Myopyrolate Abgel o
Ondansetran Folegs catheter
PerCan 25g/ Spinal Needle 22 . 047 Urobag
Bupivacaine 0.25% g Chest-Brainage Catheter
Bupivacaine 0.25%(Heavy) ) I//R?Jmodrain bag
Antibiotics g Bangage
ik flove (£1,) L) Aegaderm
uppositories loban_
Anamol : mﬁﬂmg/ 170 mg uble J Stent
Supridol ( 100@ Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg ~" | Plastic Bed Sheet SR
Tab. Misoprost : 200mg Betadine Solution /61
Microshield o ¢
Cotton Balls g
Latex Gloves - | p/ P
Ramdione Scrub v
Saral
Surgeon Anaesthesiologist rse OT Technician
Order NO. :.............ooocee c]\ ')[31%(‘}% ........................... Ordered by : .......... %'}‘L]?/‘ ......................................................
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e =] Rainbow Children's Hospital - Banjara Hills
Rai_nb‘i)w . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s = ,Telangana, India ,500034,
Hospital ™™™ TEL NO :+91-40-4466 5555
R WEB : https://rainbowhospitals.in
ADMISSION SHEET
" L 4 AETUESEER IO TNt
Registration Details :
Admission No : IP5-00176804 Admit Date : 23-Jul-2026 Admit Time :08:56 AM UHID : BAH-00654662
Patient Details :
Patient Name : Mrs TAMSILA KHANAM FARHI Age :31Y4M29D
Guardian : ABDUL HANIF SIDDIQUE DOB : 24-02-1995
Gender . Female Religion
QOccupation : Martial Status : Married
Address (H) - H NO 4-744/9, PAYAN DARGA ROAD, BEHIND Phone No : 9945747880/ 9945747880
NATIONAL COLLEGE HAFTH GUMBAD, X 2 ¢
Gulbarga Darga Gulbarga Karnataka INDIA E-mail + abdulhanif9345@gmail.com
585104
Admission Details :
Bed Type : DAY CARE Bed No :BC DC 419 Ward Name : 4F-BIRTHING CENTRE
RoomNo : BCDC419 Admission Type : First Visit
Contact Details :
Name : ABDUL HANIF SIDDIQUE Relationship : Husband
Contact Address Phone No 1 19945747880
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
JANAGAMA
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 23/07/2026 08:59 Printed By : 015513 Page 1 of 2




2z
Rainbow’ . P
Children's ‘Blrtthght
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Hospital | Yo gt St ery

ACTIVITY RECORD FOR BILLING

T T e P -SRI Ve WS I R S PR J [
UHDNo.: _________ L e Consultant: _ _ _ _ _______ Deptsy . _ . .~ ov-
Date of Admission: _ _ _ _ _ _ _ _ e . - Date of Discharge: _ _ _ _ _ __ _ Time: __ _
Room/BedNo:__ ______ Ward: Suggested Billable bed type : _ _ _ _ _ _ _ __ ___ _
WARD TRANSFERS

Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name Date Order No. Signature

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .
Date Equipment Time Time Order No. Signature
T oo 0 A
A thdin o] W |

L




PROCEDURE

Date Procedure Quantity Order No. & Signature

R Y alienenh &UL
92 byl PAL

)

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow"® - o
Children's | & BirthRight
Hospital .

It takes a lot to treat the little.

I.. ADMi>>1UN SHEET FOR GYNECOLOGY

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission : ............. Q&[:} [;LG ........................... Time of Admission : ............ e’f"qu ........................
Allergies: Nkbﬂ Wt know any drug allergies
------ PRESENTING COMPLAINTS : ----rr-------
- dmstted  fr - prophylache  curlge
NT Stam dewe-on Bhs S0, pingle  AIT- -2men,
o Ui it clappler
A Smee 1o Bl«mcl—fbora
Coltugfin - gmm,
MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : Q0! ; AV CM « Parity : (iln‘|
Previous Periods : [@/(, Mode of Delivery: _ G - W\MMLZ’ 4
LMP: U:}\\ll-%, GDD'QQ‘IIY’) Lastondein; R O‘W["
: . Wk LROM &
ontraception :
. Wwo @ C}\A\b a
Booked at SHWBA | G- Pp. O wnuphin
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
K/clﬂ pwp NCL

Naru Na - QOHRH /ERM / CLHIMICAL 1 NRAR




. FAMILY HISTORY:

MEDICATION HISTORY:

| et Madieal
| N { Avontlightn  fom.
|
‘ \
----- INITIAL ASSESSMENT :
Date 013' ( oé Breasts Local/Speculum Examination
Ht. Wt.
BMI @
B.P
Pallor Bimanual Pelvic Examination
CVR Abdominal Examination

Respiratory System
Thyroid

At new s

PROVISIONAL DIAGNOSIS : I&n‘l) 3ok | o) W’"“’Ph“’ ’f“ Propm

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
A/B JW'W -~ Z'd““"‘“ﬂbl
| _ NBm [
7 S somllac
,& (V- LfMl ro,trwls o bw,g::m ® |
4
Vorah : &)(W fm“
JiH--[-af ; dwffM;fm chatleef

Name of the Doctor: [

%(@vm%

Signature of Doctor %

Date & Time : ) % l

RPaM
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3 Patient Sticker Children’s Blrtthght
b Hospit a| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aT?me Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

2’%?,,,3 Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
Date
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MEDICATION RECONCILIATION FORM
Drug AlIEIGIES: ... U2 R e _LHot 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)

Shifting From: ............... Gl it S B8 bt

SNO | (GENERIC NAME CAPITAL LETTERS) | (g, meg) | (PO, NG, SC, ) |FREQUENCY | po ?gﬂ%m
1 Tab" foucActD v on |22 }} ¢ TG
: kb QwsTER! Ay dl/ oD | wfyp |Ocanc
. Oc¢ Ooe
4 ¢ Onc
5 Oc Ooc
6 m[m]
7 Oc doc
8 Oc doc
g Oc doe
10 Oc doc

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

Doctor Name & Signature : ...........cc.... BY ..................................................
Date & TIME : ..o e @ AN
Nurse Name & Signature: ...................... xCu.?aP“@/ ..............................
B ——- 9?3 [91"?(” ...... L')/f’) .......

Docu. No. : RCHBH /FRM / GENERAL / 090
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Mrs TAMSILA KHANAM FARHI
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24-02-1995 31Y4M29D (F)
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Rainbow® . |
c?rli?dr?avr‘:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

RUG CHART |

Date of Admission: ﬁd;}ﬁk .......... Drug Allergies: .........c.cccevene NLDq ....................... E/N)ot 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 : Tige
Dose Route | Frequency |Start Date

Doctor’s Signature

Valid Period

Pharm.

Additional Instruction

S:

DRUG :

Date»
Tir'ne

Dose Route

Frequency |Start Date

Doctor’s Signature

Valid Period

Pharm.

Additional Instructions:

DRUG :

Datey
Time

Dose Route

Frequency |Start Date|

Doctor’s Signature

Valid Period

Pharm.

Additional Instructions:

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

Page: 1/4 (P‘T.‘D)



REGULAR PRESCRIPTIONS

Weight. ...ooovvren... Ward. ’5&5

DRUG: "TA®R.- Par At £TAMmuUL

Date¥

Ti['ne

Dose Route | Frequency |Start Date

o | Po |baeuy 2203

Name & Signature of the Doctor
Starting the Drugs:

Q, DR M- vint e grya

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Tifvne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate >

Tll_TIB

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



Weight. .................. Ward. O

Date>
VARIABLE DOSE Tlme l Nuisiﬁg. | Nurs;Sig, I Nurs‘e!Sig. I NursESiu,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor s Dose - Qoms
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
e A D
Additional Instructions: o ost it o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE TIU]E Nurs‘gSig, NurssSig‘ Nurs;Sn;, Nurs:Sig. |
Dose Dose Dose Dose
|
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Name & Signature of the Doctor ‘. fose o o ‘
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign. [
Additional Instructions: e o e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage &. Other Route Signature Nurses
Instructions =

%\)\W

o

fj CEFOTAXIME

I

A

ot

f),:b\7‘\‘(lb &-\X@

j’d" ROLUTON

WM

WL

R

Qr\n}\-\(

2240

LuppTenmap oL

117’Pw\/|

Pe

p)
)
5
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I.V. FLUIDS CHART

Weight. ... Ward. O% ......

, c ition of I.V. Fluid Flow Rate| Doctor | Nurse | Date of | Doctor | N
Date Time 0] infusigamngﬁso[ntlg:}n?= Mcg/kglljr:'lin. etc) Route Or\I‘;JIJ"hI€l ° Sign Sign | Stopping Signr SLilgr;le
S Y2 QI
shho| ¥ ; (ACTATE \lm“/ . NS
(Dol C\S
Yo | (D-WeAadn RiNGon - Q\,\&B

197 ﬂ

L

N

Page: 4/4
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Rainbow

Mrs TAMSILA KHANAM FARHI

24-02-1995%

o oo, 7 MULTI-DISCIPLINARY PLAN OF CARE FORM  Chirer's | S BirthRight
QT

Diagnosis: (a1 ) 1 toky / 0l C\Mza/p[ ”ﬁY W,PW W -

Date
Time

' i nitial B’Wﬁﬂ : £ - E Nur:irzg
%\ZR‘”’- H/:::ril;a; /g IM:dilﬁed Q& 5‘1/ / jor -Q/v// W/ﬁyw Others:
é‘) CI Others: O Per-Op 21 W W il
¢ v

G

O Post Op ce /L"i?t

L) Medical
(1 Others:

o Meglical L Aritial -5 o 3¢ g
ursing O Modified fear OU’CP

D u&,d@g
QZW O Others: O Per-Op <y ’i@f—/% Pw

Pj"éi‘;)/’
L Post Op .
\”\/{f A, '

[ Medical

O Medical O Initial 7 Nursing

= Nursing O Modified I Others:
= Others: O Per-Op
CJ Post Op

1 Medical

O Medical O Initial O Nursing

O Nursing 1 Modified [ Others:
0 Others: o Per-Op
O Post Op

' Medical

O Medical O Initial 7 Nursing

O Nursing O Modified O Others:
O Others: O Per-Op
0 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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24-D2-1995 31Y4M20D (F)

INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD nctmmuraan - Chilran's ‘BirthRight‘“

NBOW HOS
Part- |, Hondle; Ayt D.ITWREM,L.i,mm“ Hospital, | @ i,
Patient's / Learner LANQUAge : .........ccoveeeeveerunsenne Patient / Learner Literacy sJ:j,,ﬁead HWrite [ Sp | H ‘ " |“|||“|N m /e&D No Healthcare Literq;yz.ﬂ Yes [INo
Identified Education Needs : 13. Risk / Safety
1. Diagnosis 5. Medication / Trerapy (safety, effects/side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Specual Discharge / Follow-up Education / Coplng Skills
4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's Family Rights 17. Others....
Part- Il
R Use codes from the list in part Ili Designation /
. ee ; :
te Time 4 Information Taught Comments Signature
™ Indentified . Person Learning Teaching | Mechanism/s .
to overcome | Understanding
Taught Barries Tools barrier/s

Rl LT Y| g, m%{ prg | ol 1 b

QL\P N0’ A jri;td')o‘f) 0‘9’7\—9‘9‘ ML AR>S Fffﬁ} e L l ) i

Part - 1ll : CODES

Who was taught : PT : Patient F : Father M : Mother $ : Spouse Sn: Son D : Daughter C : Caregiver 0 : Other (SPECHY).......ccovrurmmreriresnanereenes
Learning Barriers :

1. No Learning Barries 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 14. Dthers (SPECITY) ........ovcicvmmsniusisssssaiasie

3. Emotional Barries 6. Desire / Motivate to Learn 9. Cultural Difference 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 SR TR N B SN TR S O S

2. Obtain translator 4. Teach Family / others 6. Respect Cultural / Religion Preference

Understanding : 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
~ Doc No. RCHBH / FRM / CLINICAL / 187 .



BAH-00654662 IP500176804 ”2

~ Mrs TAMSILA KHANAM FARHI s i g
| 2402-1995 MY4M29D  (F) Ra{“bow, . BirthRi ht.
" Dr. SHRUTHI REDDY/Dr.LAVANYA Children’s Ir Ig
Hospital BY RAINBOW HOSAITALS
i

il OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM
Date of A_dmissionﬂi)ﬂ{m ...............

Baseline Information:

Admission From: [JER [J OPD ~TAdmission Desk [ Others, SPECITY .......c.eveeeeeeeeeeeeeeeeeeeeeeed
Primary Language: (] Telugu [ English L -Hifdi LRGBS, BPBEINY ..cciasiinmnssmisrasssiseionsasensec)
Doyourequire an interpreter? [ Yes \,Zﬁb T N . g o s NS b o]
Source of Information: \/Pafﬁt ] Family 1O, SRBBMY ........co.....coocnmicommnresessasreansssiasmasssssssasssasissssenss
Allergies: ! Yes V'No/ [ Medications | Blood Transfusion 1 Food [0 Other: ...ceeeeeeneecercreeereenens
L e G e P S Sat (DR CL S JRRTI 5 SRR PO Ut V- W LILIELL L A
A
Chief Complaints: (.Q_YOZA% ............................................. Doctor Notified on Admission: \Yes [ No
................................................................................................................... Name of the Doctor: LY. A{%&Wﬁ\
................................................................................................................... Time Notified: ... 2207307 oo
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

9&629 Nﬁ\ N )
\PL

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

Menstrual History: ..... e Caesarean Section; =No [ Yes Contraceptives: ﬂﬂ'c’)’ Ll Yes
................................................................. Cervical Cerclage: ~TTNo M Vaginal Discharge: _—=No [ Yes
ORSEE OF MBRANTNE: ........vususiseaimicsssistens Ectopic Pregnancy: [“No [ Yes Post-Coital Bleeding-=Mo [ Yes
Menstrual Cycle'\;me/guiar [lrregular | Myomectomy: Mo [Yes Infertility: CONo [JYes
Last Menstrual Period: \2/1\117’€' ....... Others: If Yes Type: [ Primary [ ] Secondary
Obstetric History: G ..... GV ........... P b AT 1 TR T S ——

Previous LSCS: ............ YIS L g e PN S

Current Medication: '\ZN/one [ Yes, If Yes, Fill the reconciliation form

Family History: \ _~10 Abnormalities Detected

[] Heart Disease (] Hypertension [ Diabetes  [IStroke [ Seizures [ Kidney disease
[ Liver disease L OMIBE s iisiunscuninusenssinnsonssssisssvisns smpbiiesnainssasnis s buinsisas sin s oabRR i Lo s LR AR VOl A Tk WA e
Vital Signs / Measurements: Temp: . AL HR: % RR: ..... /
BP: ..’Dh.(£.ﬁ..... Weight: 6\# ..... WLY Height: ... To....... BMI: ...o.......
Pain Assessment: Pain: [ IYes [ INo (If Yes, complete the Pain Assessment/ Reassessment Form) J

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT0)




Patient Sticker

PHYSICAL ASSESSMENT
General Appearance: [ Healthy LTill looking _ Anxious [ Agitated LT Others: ...
Fall Assessment: (1Yes [ INo Score.. 0. ... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [1Yes [JNo Score L PR (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem (1 Walking Problem —+TNo Abnormality Detected
LI Developmental Delay [ 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: +No Abnormality Detected
_ Overweight L Poor Appetite > 3 Days L1 Needs Therapeutic Diet.

[ Under Weight L1 Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
‘,Z”CEFm & Cooperative [ Restless ! Depressed [ Agitated "] Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: C]Yes [INO if YES SPECITY w....vovvreeeeereeeee oo Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single \L{"@md [IDivorced [ ] Widow

2. Special Habits: Smoker: [] Yes \;}No/ Alcohol Abuse: | | Yes N0 Drug Abuse: | Yes_—+o

RO PRRIEY: LIVRS IR .o cemcconsiiisse Mg i onbon bmimunsssniuees el T s et i e o

Orientation has been given regarding the following aspects:
Call Bell in Reach : L= Ves [ No Waste Disposal Explained: G-"Yes “INo

lained: Y Yes I No [ Others

Infusion Pump : [1Yes \716 Hand Hyg:e1

Above information givento ............ P
Name of Person Orientation was givento: .....

Orientation NOt GIVEN REASON: .............oveeeveeereeseesseeseeeseesee oo

Nurse Signature;

Nurse Name: ....... g*;» K

LDate & Time: . 3.2 7&%@/0‘%
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It takes 2 lot o treat the fittle. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

3)

4)

9)

6)

1

| | | ]
| ) | | | | | |
0 1 2 3 4 5 6 7 8 9 10
ain Worst

24 :
o glafw ..................... Time of Arival: ........& % Y0P Time Seen by Nurse: .. &2 5P 2)

Level of Consciousness: Q/eo’ﬁscious [ Semi-Conscious [J UnConscious
Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV

[ Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor

(1 Decreased Fetal Movement CJ Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement = Other Reason: CéYdQ%P/ .....................................
Vital Signs:  Temperature: 211/ Pulse: %0..... RRALQ..... SpO; QLY. BP: Uoles Weight: ............

Gestational Criteria:

Gravida: G P L A
= 1
LMP: ........ 14\(‘4129 .......... EDD: o?af,[[&OQ% Gestational Age: }B‘{'GQO@’QU .....
Uterine Contraction (J Yes | &g Ne—~| CJNA | Onset Time Frequency:
Membrane Rupture O Yes | &K@ | OO NA | Onset Time Fluid Color:
Vaginal bleeding (JYes | MO | CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [0 Yes | &2Ng | 0 NA Pain Abdomen / Vomiting
Good fetal Movement \AYes | O No | OJNA If No specify:

Pain Screening: Numerical Pain Scale (NPS)

|

e

possible pain
L 1T+ o] O

T T R e O

i 2
 Frequency: ......{......... N.q.(.l. cd .......................................................................................

N (11 (12 110 1A A

Past History:

| ool lf
B)  SUIDBTIDE. ......coonvavsenvens fesnesmmmmnenmmsensiroasssannsns snase o anasss sunsmnar s smumenrasweyss e GEAANS0 R A SHISIS
D) MG . covoiin i s isssmvinssers i e e s R e v v s s S e s

Docu. No. : RCHBH /FRM / CLINICAL / 098 (P.T.0.)



Patient Sticker

O Yes W, Ly T

L OBNBIS: ettt e

7)
8) Current Medications: [ Prenatal Vitamin D/None

Allergy:

9) ?lai Medical History:
None

1 Chronic Hypertension
[J Gestational Hypertension
L1 Diabetes

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

I Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 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 (OTAS)

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Level 3
(Urgent)
<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
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
i Mild hypertension
Seizure activiy Hypertension > 160/110 >140/90 with/without

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe + Major trauma + Abdominal/back pain | . Ongoing assessment | « Anything that does not
abdominal pain + Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
« Altered level of » Unplanned and pregnancy ) (for hypertension, blood| ~ mother or fetus
consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening
« Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
+ Severe respiratory for diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomitingand | - 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: .......... Bﬁiamu,uv

Nurse Name : ................ L_QMWPV*& .................................. Nurse Signature: .......

Date: Q%\a\m Time: .. 0)....

D
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Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe ivery

Q\" QESULTSHEET "
Date ?{(«Q’\%

|
|

Time : | T|
H 1% : 0\ I . ‘
PCV ' "
- J‘|
L 1014 R0 _ wﬁ
N/L \
Platelets 2.08 1
CRP : -
ESR
PCT e
RBS |
- i E 1
K -
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP s |
SGPT : e |
SGOT \

\%

T.Bill/Conj .
T.Protein |
S.Albumin |
S.Globulin :

A/G Ratio ! |
Uric Acid v

S.Amylase e A |‘
Sr.Lipase . |
Blood Lactate .
S.Cholesterol : e pro ‘
PT/INR TS v St §
APTT o g T S— ‘|
CSF Protein / Sugar —

Cells . _ e
N/L

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




Date

Time

CUE - Alb
CUE - Sugar
CUE - Ketones
CUE - PUS Cells : ‘
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

|
d - A PIMY

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

Radiology : | OSBRSS | T o LS R

MRI o A s el caf bt 5 O

RS (ECAS, COMNINE SURIIIE A ) © <ot ninomen st ot sen esbiint oty wisss vrremvemrremsreess
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Early Warning Observation Score Chart - Obstetrics

%
Rainbow’ E S
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes 3 ot to treat the little. Your Right to a Safe Delivery

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

Date \“
. Pt
Time || 8} 9 10\ 11 (12

sod11]12| 2] 2}3la ks el 2 1|

> 30
.RESP A 21 -30
(write rate in
corresp. box) 11-20
0-10
Sat ti 94 - 100 %
aturations TR
Administered 0, (L/min.)
40
39
g 38
37 BEGUE ]
-
o 36 - iﬁ
35
< 35
170
o=
m
-
=1
=
&

190
180
170
160
‘g 150
- 140
= 130
T g iig \ \\s‘)h
- \
g 100 P )
£ 90
80
70
60
50
130
e 120
g 110
a 100
l g 90 iF
2 80 [ p -4
= 70 i B i .6
2 60 BNV
= 50 O
3 20
NEURO Alert S N~  RAAE ' 0 T R
RESPONSE Voie
[{] Pain ;
Unresponsive
URINE > 30 V-
mils / hour < 30

Proteinuria

Protein + +
Protein > + +

ioeh ‘ Normal |

Dcia Heavy / Foul |
U |_Clear / Pink

auaE Green

TOTAL YELLOW SCORES ® o )

TOTAL ORANGE SCORES ® [7) ©

Nurse Initial & K/ J
o B




Obstetrics and Gynaecology
Early Warning Signs '

/

i

Complete a Full
Set of MEOWS
Observations

4

3

1 Yellow Alert :
Repeat Observations
in 30 minutes

J

4

4

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

=

-

5

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

4

* The Modified Early Warning Score (MEOWS)

4
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Sheet NO. : ...covevneennd (m .......

Z

\

Rainbow®
Children’s ‘

Hospital

1t takes a lot to treat the little.

FLUID CHART)

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

1. All measurements in ml.

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

Route

NG

Diarrhoea | Vomit | Drainage | Urine

= Thrombo-

IV Site

phiebitis | Sign.
Score | Nurse

LV

N.G

{5y ;

-
.3

| %

loom

Le0m)

L oom)

-..____DE

Total Qutput :

Total Intake :

Total Output :

. 08:00 pm

v 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. : RCHBH /FRM / CLINICAL / 092

Total 24 hrs. Output




Patient Sticker

SheetNO. 2t

(FLUID CHART)

\

"=
Rainbow®
Children’s

Hospital

It takes a jof to treat the fitte.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

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

_Intake

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

A

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

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

0500 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Mrs TAMSILA KHANAM FARHI e
S, s Chidrer's | &) BirthRight
W NURSING CARE RECORD Hospital | {)eromemioiis

Date: 24?9[9’%/0%5

Shift: omning _“~Aftemoon [ Night
G R SIS QU S e e R R s i et SO b LU SIS S R S T S ST
« | [ Maintain Airway and Oxygenation T TRelieve Pain & Discomfort <77 Maintain Fluid Balance [ Improve Activity Tolerance [J Maintain Good Nutritional Status 1 Maintain Skin Integrity
E ,B’Maintain Personal Hygiene 7T Prevent Infection ] Meet Elimination Needs ——="Ensure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education
&S | [ Identify Potential Complications i P RO o R e e s S s A s SR S a3 S e A e T
Time Plan of Care Time Implementation Evaluation

Como | =2 aslele -the Pm?‘icr‘d Coralftion g« zorm | aweeted %prs’w%,o&ﬁ s V)am‘fﬁL o
= monidn— Vitals Gotn —Sronbhred vital 0ol
> &nlvuat &a,ie@ 1 LoAm > RBoved £de o3y
o - Qdm(ofﬂhQ‘*%m ot rreddbap \Lb’w = M fation ai’\éofibs‘f)ur
N —5 Aol AT T g Chapt 2y

- - moh?"\v?%‘)% > Ao botadion

S0 s st UPm| 2PHR. monthred
; f}nOW'i??')‘lj
5}%’) A » - P ‘5% Chouk— rouistred

Qoo

NS S ............................... %/,,_ VNiurrse Nﬂne: g ¢§,u Kq—/ ........ o . ~ Date & Time: D‘?—@faf%&%&gb@_ -

"Docu. No: RCHBH /FRM / CLINICAL / 148
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Children's | @ BirthRight
NURSING CARE RECORD Hospital _ | () zsonosns

Patient Sticker

Your Right to a Safe Delivery

Shift: [ Moming [ Afternoon [ Night I 51 O, S ]
T S N PRty SRSl W TSRS SR e . M| SO SE L TR Eeat L S0 s, SRR SO R R S e 0 R e - e S el L
o | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
E []] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs (] Ensure Safety (] Early Ambulation Reduce Anxiety [Tl Patient & Family Education
S | [ Identify Potential Complications AT IR, SOBOHY . vitcrt b e e e S s ot T e et e N s e s
Time Plan of Care Time Implementation Evaluation
R T Y| N N W e MU PO WO DO OX SO SOUUMROA. s SNUN - WO T MO Hly SR .- SPSA  l .: E U= WO WO Or MUY - . SO -/ . S
pe N N s I, RO S N P Sl s i e W) Lol L e BV T o b, o o e e R i b £ Lo IV B o O (i | TR T L N L R
T T T R S NPAN PSP S S S S AOERPOR . (O ORRMRURE N SR NG BT DRI I I R ee 15 EEY
RS0 IR .oiiaiiinosiiasibimminmill msibdrsso it 1R oo N

Nise SIONEING. seiimmansienamsnE
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Mrs TAMSILA KHANAM FARHI Rainbow
; (F) ' . . 5
ST N ool AVANYA Children’s @ BirthRight
AT A CHECKLIST FOR THROMBOPHLEBITIS rospital _ | \)ermuemmes
Sl us
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E E M E N Remarks
: No signs of phlebitis /
1 | IV site appears healthy ol 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 —
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
R o Early stage of phiebitis / i
Pain at IV site Redness VIR Lo
All of ing Si
s c{i)er:r f‘ RHoWN S Medium stage of phlebitis /
4 | pain along Path of cannula Resite Cannula Consider 3 i
Redness around Site Swelling Treatment
All of the following Signs ar
evident ang ontengiseg: sl Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 :
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of L
6 | along Path of cannula Redness thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
2 4
Signature of the Nurse &1

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

PRETDTRPIOIENEN | |11 n SO

Signature of Ward In Charge :

R R R
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al Rainbow®
s Ol ainbow ’ i -
Patiep OBA:W I Children’s @ Blrtthght
Mes T:‘:;‘uz P5-0017 Hospital . BY RAINBOW HOSPITALS
2"02-1995LAKHA~AMFARH! o804 PAIN ASSESSMENT FORM It takes a lot to treat the littie. Your Right to a Safe Delivery
Dr, SHRUTH RED::/;(‘“ 200 (F)
" FAVANYA 3 : Modifying | Patient / Family " y
Date I// //l l/ I ’ // ”I/m”l/l /’ ,’ //,I’I I/I Duration Acuity Character Faclors Educated Intervention Sign
o [J Continuous | [ Acute (J Sharp [ Dull [ Increasing | [ Yes u,,\du
;2'5\% gﬁ’r‘r) 0 Pafm [J Intermittent | [ Chronic (] Aching (7 Burning | [J Decreasing | ! No [9) é M;b@ g
: O [J Continuous | [ Acute [J Sharp  J Dull 7 Increasing [ Yes LA dg( gL
Vﬁw W"" &\Wm [J Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No 0 m Hno
[J Continuous | [ Acute ] Sharp [ Dull (! Increasing (] Yes
[ Intermittent | [J Chronic ] Aching (] Burning | [ Decreasing | [ No
[J Continuous | [ Acute (1 Sharp ] Dull ] Increasing (] Yes
[J Intermittent | [J Chronic 1 Aching ] Burning | ] Decreasing | [ No
(J Continuous | [ Acute (1 Sharp ] Dull [J Increasing ] Yes
[J Intermittent | [J Chronic ] Aching (] Burning | [ Decreasing | [ No
() Continuous | [ Acute (] Sharp (] Dull 1 Increasing J Yes
[J Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [] No
[ Continuous | [ Acute [J Sharp [ Dull [] Increasing ] Yes
[ Intermittent | [J Chronic 1 Aching (] Burning | [ Decreasing | [] No
(J Continuous | [ Acute (] Sharp [ Dull LI Increasing [J Yes
) Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute ] Sharp (] Dull [] Increasing O Yes
[J Intermittent | [ Chronic ] Aching [] Buming | [ Decreasing | [ No
(] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes
[] Intermittent | [ Chronic ] Aching (] Bumning | [] 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:
¢) Prior to pain pain-relieving intervention. e 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)

&

0
No Hurt

1 1 1 L 1 1 1 1 l ]
T T T T T T T T T 1
2 2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

BB ®®

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

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

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

Morse Fall Risk Assessment Form

Date / Time >t
Choose Highest Applicable Score from each Category L 2 Fall Risk Grading
Score K 29
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Mu:sn;“::g)&ore Acties
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 )
Furniture 30 Standard Fall
Low Risk 0-24 b
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (8
Y 20
IV / Heparin Lock or Saline Nes - 20 Implement
> Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 o
Normal /On Bed Rest /Immobile 0 O implement High
Forgets limitations 15 Hiah Ri Risk Fall
| igh Risk 251 A
M Oriented to own ability 0 O ::E‘:ﬁ"ﬂggn
Total Morse Fall Scale Score: 20 e
Signature %‘1/

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
=T Ensure patients use their prescribed eye glasses if any, in the hospital
_+Use chairs with arm rests
(] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

["] Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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O ‘fk;:" k"'A p , i o R b i Your Right to a Safe Delivery
//////// r""é‘ooi,; M2 e Date: | ,éf o

. / 2. Very limited: 3. Slightly limited: 4. No limitations: b g

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

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

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

Mability Does now.. Aanges Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extren.... il body or extremity position but unable changes in body or e.itremity position position without assistance. [
without assistance. to completely turn self independently. independently. ;
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : . i . 2 7 : .
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

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

4. No impairment:

Responds to verbal commands.

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

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

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

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

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

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."

Moisture Degree : consmnﬁy mplst: r A \fenr moist: : 3 pcpasionallly moist: ' ) 4. Rarely moist:
R Skin is kt_apt Amolst _almost f:onstantly 1 S_kln is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
A e Dampness is detected every time 8 hours. every 24 hours. a?
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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/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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

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

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

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

severe pain or with additional risk factors.

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 Asfoation o kide i i nas overia
Manage moisture, friction and shear ap 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 5 )
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

Alternating pressure mattress overlay
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OPERATION NOTES
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Pre-Operative Diagnosis: C]a-nl 1tboks| O coneeption
Surgical Procedure M[ r I uﬂ
Dvalds cure

Pophyloct:  curetage

U
Date : NE) J[Qﬂ Start Time : End Time :

Post Operative Diagnosis:

b Indications for Surgery :
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Amount of Blood Loss: Blood Transfused (in ML)  ~—

Name and Number of Surgical Specimen sent for examination:

—

Peri-Operative Complications:
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Name of the SUrgeon: ...........cooouvuen.. BY

Signature of the Surgeon: .................... -@

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

Date & Time: .............. &Q{W@’Qf"\ .............
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|I@@@Illﬂl”lLuICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

—upm  URfulo o war (i wr/[bafdwy

Wound Care:
"

Drain /Special Lines/Catheters:

wmg

Special Patient Positioning and Requirements:

Nutritional Instructions:

« VM (yy'uﬁm

When to Start Mobilization:

,45m Wh

Special Referrals:

‘

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

Any &her Post-Operative Care Needed including Required Follow Up

A

, \
Treatin% ‘

(Signature & Stamp) Date: ‘33

Note: Plan of care will be readjusted if necessary.

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




s BAH-00654662 1P5-0
Patient Sticker Mrs TAMSILA KHANAM FARI:I”"M "2 _
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BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse :

Department :

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

Name of Surgeon :

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

Date of Admission :

Duration of Procedure : ,)/DJ)Y

/

Staff Signature |

1. | ArkibioNc oiven priorb supe? LATe [ No

[ ] Single Dose Antibiotic  or ~ Long Antibiotic Regime

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

Name of the Antibiotic : ......... .. L u&‘?w“’) ....................
/ =

%;LQM‘&

Yes [ JNo ifYes:
Department where Hair Removed : [_]Ward [_]Operating Room

L] other: ........... 0 ey,
es[ ]No

Hair Removal Surgical Clipper

Skin preparation done (cleanse surgical area with antiseptic agent)?2

Patient's body temperature immediately post operation (Recovery Room) gg.?/"(}
[Joral Or [ Axilla (Goal: 36-37 °C)

Name of doctor or staff administering the antibiotij < B Lajl’*q ............

Date & Time of antibiotic administration :
Date & Time procedure started : %l&‘}%@.ﬂllnm%llf;ﬁ_
fym

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

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

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

If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
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Rainbow"
A Children’s ! .Blrtthght
PATIENT TRANSFER FORM Hospital | o RS s S

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
ocoesises  PEawTEne 22 }ﬁk] % (2 %Ja—fu@ (1240,
| Mrs TAMSILA KHANAM F'ﬁ:lo -
“’mm sn::;:: LAVANYA Transfer Ordered by Reason for Transfer

[N

"V Ko poa |

D 6’6' 3 b&w\i»j ")
From Unit To Unit in:lnati}w#ﬂendant
g Yes.— No[ |
DLy ol% ]
elumber of Sheets in Clinical File Personal belongings including ; : . :
s clinical documents. If any handed Eent Shitted wiltv i band:
_%_/ over to attendant Yﬁs/g/ No| |
Number of Imaging Films Yes[ | No[ |
“ 1 S ST, SO R P
?&) ] o BRI ... s
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
4
A
3.
‘w
5
Shifting Summary / Notes Written by Doctor:  Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

&g v . viwdlg

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

"} Unavailable Bed (] Nurse not Available [ Available Bed not ready

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



i
Surgeon : QYM ......
ASE. Surgeon : S...a ...
Anaesthetist : @D \4 .......................

By Ghway.

SURGICAL
SAFETY CHECKLIST

Patient Nam gan-o0654662 IP5-00176804
Mrs TAMSILA KHANAM FARHI
UHID No. : . 24-02-1995 qyYamM20D  (F)
HRUTHI REDDY/Dr.LAVANYA

L

Scrub Nurse : | Dale: ...c.... D;“T‘ \H ll”“l“““

|

2 A} ¥l

Before Induction of Anaesthesia » » Before Skin Incision » »

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Before Patient Leaves Operating Room

Anticipated Critical Events

Does Patient have a: Surgeon Reviews:

Known Allergy? es CINo What are the Critical or Unexpected

Difficult Airway / Aspiration Risk? Steps, Operative Duration,
; . Anticipated Blood Loss? OYes [#No CINA

Yes, & Equipment / Assistance

Available “1Yes CiNe— Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? /D’(es CONo O NA
(Tml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned CYes CHlo CINA Been Confirmed? are there Equipment

Blood Units Reserved CYes &0 DINA issues or any Concerns? Yes CiNo CNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? Jjz¥es ONo CNA
within the last 60 minutes? es CINo ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes OMo

SIGNIN  Time:10:22.Am TIME OUT Time:... 1020 1D SIGN OUT  Time:...\. ). WAD..

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

Identity bes CINo introduced themselves by Name and Role CYes CNo The Name of the Procedure Recorded Yes CINo

Site w¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle /P

Procedure e#7¥es TINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Yes CINo CINA

Consent ¥es CINo Correct Patient (Check ID Band) /{.es CONo The Specimen is Labelled (including
Site Marked [1Yes CINo #TNA Correct Site /% CINo patient name) /JZI%s CINo CJNA
Anaesthesia Safety Check Completed &¥es CINo Correct Procedure /z{;z CINo Whether there are any Equipment Np/
Pulse Oximeter on Patient & Functioning «—Yés C1No Problems to be addressed OYes O NA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

OYes CONo

Doc-No.- RCHBH/ FRM / CLINICAL /111 — — — - ! S



Surgeon : ...

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse ; ..............

\

_______________________________ PO I - .o uiassssssisssuiionss UGB ssassssurssns RN 2 st E?.‘-i‘j’bwf ® NI
_______________________________ UHID N0 5 i sisicimsaanisnio DUITIEY BN 1 icioiisasimsmermmmipunimsssssiioti Ho;p{tearll . .ngm
............................... DG 5 et i s WY i cnincons RIS ks s B TR TS i sl

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timeiooovceceeee. TIMEOUT Time......coo...n. SIGNOUT  Time:......................

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

Identity CYes CONo introduced themselves by Name and Role () Yes CNo The Name of the Procedure Recorded ~ [1Yes CINo

Site OYes CNo Surgeon, Anaesmes!a Professional and That Instrument, Sponge and Needle

Procedure OYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo CINA

Consent COYes CNo Correct Patient (Check ID Band) OYes CNo The Specimen is Labelled (including
Site Marked OYes ONo CINA Correct Site OYes ONo patient name) OYes CINo COONA
Anaesthesia Safety Check Completed ~ CYes CINo Correct Procedure (1Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [1Yes CNo Anticipated Critical Events Problems to be addressed UYes CINo CINA
Does Patient have a: sumeon Reviews:

Known Allergy? CYes ONo What are the Critical or Unexpected TG, SRR W parae:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

; ) Anticipated Blood Loss? JYes CJNo CINA and management of this patient? CYes CJNo

Yes, & Equipment / Assistance 3 5

Available C1Yes C'No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes CINo [CINA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned OYes ONo CONA Been Confirmed? are there Equipment

Blood Units Reserved OYes ONo CINA | | issuesorany Gancems? (Y65 CIjo; LIMA
Has Antibiotic Prophylaxis been given Is Essential |maﬂi|'lg Displayed? CYes CONo CINA
within the last 60 minutes? OYes ONo CJNA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CONo

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



BAH-00654662 IP5-00176804

Mrs TAMSILA KHANAM FARHI

INFORMED CONSENT FOR SURGERY OR i, siviwso BirthRight

Dr. SHRUTHI REDDY/Dr.L AVAN

SPECIAL PROCEDURE T

Your Right to a Safe Delivery

Patient Name : ...... anasol4.... Kiraumana .. Gender: (! Male [ Eehale  Age: ... il s
UHIDNO : oo &}H,oabmﬁé’b ............... N
Instruction:

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

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

upon ................... o e Sl L S
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
theﬂcspital staff responsible for any untoward event thereof.

My signature on this form indicates that

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

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

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

4. Ihave 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: ..................... 9‘” 2L | AL ...
Consentee : : Patient Attendant :
Signature : ‘&A}) ............................... Signature : ......... [~
MR ..o iisroti /6 N LA " SRR )
Date & Time : ............: s (?F% ELRama...... Relationship with Patient: 41}&&5%4 .....

Date & Time : ................ c?z[aia_p&eﬂm
Wikness ; ' Doctor (who is taking t nt) ;
R @ """"""""""""""""""" R, ol
RS (.CUQOLFV*Q ...................... s

DA T ..o eninnsi A3\ q e e O iZWW ______ S QA,.,. .....

Docu. No. : RCHBH /FRM / CLINICAL / 027
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CONSENT FOR ANAESTHESIA

g

Authorization By: \Aient [ Patient Attendant

Anaesthesiologist:{p.‘.ﬁ ............... dlnara. . Surgeon: p" Cazantin

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

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

) HeartDisease [ Hypertension [ Diabetes  [J Renal Failure  [J Multi Organ Failure [ Hepatic Disorders
1 Shock [J Obesity [J Chronic Obstructive Pulmonary Disease
[J Others ..

Declaration by Patient Attendant
o | a;yize and give consent for anaesthesia as considered appropriate by the anaesthesia team
£1"Regional Anaesthesia [ General Anaesthesia [J Monitored Anaesthesia Care

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

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

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

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

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

Witness:

Relationship with patient: gﬁ%/ ..... W Date & Time: 23)}"7,/%’1@[2&4’”1

Date & Time: ..... 2}%? %;q%w H—VtA/fa—amd( ;

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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BAH-00654662 IP5-00176804

Mrs TAMSILA KHANAM FARHI ]
24-02-1995 31Y4M29D  (F)
Department of Anaesthesiology Dr. SHRUTHI REDDY/Dr.LAVANYA Rain bOW .

BirthRight
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R ,
Name: JMK@W‘“’“ ......... Age: 2( S F ............... BRI ;... i B Asaiith srsamern

Date: %77| ......................................... Time: q?—i‘"’] ........ ‘
Diagnosis: QZ/AVI -13 W8, 07

PRE-ANAESTHETIC EVALUATION |

B:P A OR T ¢ 115 et N BRE
Laboratory Data:
(-’/é Hgb: ...... ,Q’ ..... a] BIUDOSE: & oo et B it b, Yo RBY: it
POV . le ot 17 R P EER SR [ LR G T Y NG, i 2 o (T P
WBC: f B oy - Total Bill ... 2D EChO: ...
Plate: 108 § NaL . s BB o e s Stress/Anglo: .................
Pl sl Bl L B B0 TN, 3,137 o S
B e o S S s T B Allephos: ..ok
i R v R MEEES | atdsceatigee BABTVIRRBE ..uconersonrasconsiiod
i (R e e SR L O

Allergies: —)

Medical History: CVS:

REP: AUl v tllins () (o g [O)Diabetes: —
Tl \_/

CNS:

£
Renal : / N -
Hepatic / GE : / Physical Activity: WAL

Others : 4

Past Anaesthetic History: ety

Physical Exam: —— i s i . —
Airway: MP1234 Mouth Opening: ( 10) Mentohyoid Distance:(D) Neck: @) Teeth: L'\) )
Lungs : 328

Heart:

NS N A, ~ N
Pregnant: @fe/s [J No CJNA Venous Access Site:w Spine Exam for regional : (/\l )

o ——
Anaesthetic Plan: CIMAC %IONAL 1 GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: L;)é O No

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

Water / 0Rs Y2 Hours
. NILORAL<[ =
. Informed COnsent/ﬂ?;ndard I High Risk
. Post Operative Pain Managechussed with Patient
. Other Instructions: )

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

Change in Patient Condition: [ Yes B’(o Fasting Status: AWI,\"
Physical Status: 'Z]/Patient Identified !J.Z/Consent Present ‘-E/Chart Reviewed
HR. 22Twiims | B.P/CRT:. 110l A Sp0; 160 / [R.R: [b[wvw\/ [ Last Feed:
Pre-OP Diagnosis: .. ¥} 2.%1.)2 W), . wanupMperahon LenN{lale Lendleonye. Bt Date : ﬂ%ﬂf%
Surgeon: ... M,ﬂ# Anaes siologist: . me ~ Technician: . MY..Amaan.>
TIME A s W / uqr/
N,O /AIR /O, LPM '
HALO /SO /SEVO A"'%';"“
Drugs: UE’W 3
Supnnslmnj
AN\AJDGL
1ow - P
Blood Loss
FIO, |50 ] A A3 AT
G
ECG XN Co
Temperature
Urine Output NOTES
- —
£8 e‘%m
BP 240
V Systolic 220
A Diastolic
X Mean 200
» Heart Rate 180
Tourniquet on Time
Toumniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100 -
80 L
60 -
40
20
10
0
ABG
LAB Values
GRBS
| Others
7 Equipment Checked and Temp: Induction Regional:
Functional [J HME [J Fluid Warmer Ow 1 Inhal ity Specify: ..
LeT Bp [ Cling Film  [] OH Warmer O 0, I RsI Splnal [J Epidural DCaudal
0 cuﬂSﬂ@UL fluggers ] CotonWool | [ xers ety
Art Site: . her Position: . ! l? (.
EXG Lad Times: Ei g g?a? [ Nasal Site: t\q
[ Temp Site
3 Fto,a:onnor Anaes Start; 947D A N T NeedleSIze";%-h(V;) Dep‘lh
1 Agent Monitor ' -“;1 S o 200 g;‘as?la] O Cuff Parasthesia (] Yes .EHIE
&2 Pulse Oximeter e e Pl I o i Catheter at skin ..
[ Capnograph Leave DR ” &LR‘M/ Bl Bg X ressmnmnang Drug Name&Cone O.’:«/ Q-H) WPWA’CM LH: 2¢¢
[ Ventilator Anaesthesia: O [C] Direct Vision Bolus: . oo
I Nerve Stimulator ] GA [ Video Layngoscopy [ Stylette / Bougie Infusion: .
[J Monitored Anaesthesia Care Fibel (‘
position: L1140 Fpm | LR ‘ Bock Love: 114
L-AEgional BIAOIE oo X DRSS s Carim
& Pressure Points Checked v DNy WY 2. X ittt ¢
) ne (Size & Location) ! ranspgrtation to
g"g;:’- OV ot L3N B8 mﬁcu fjicu [ Other
Ei Tas CIART: . [ Semi-Closed Circle Relaxant Reversed [ Yes [ No
) fEHV [J Closed Circl
O Paideg o i TS0 -~ Name ofthe Doctor . YL M- VI AO® STTHIA
\wake
EI IV. Signature of the Doctor -..
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POST-ANAESTHESIA CARE UNIT RECORD

Received INn PAGU DY : .........ccovrevnericnrecsnnrennesesseens " _Time.Received . ..........e b aik.l 0k Hme-Dischamged:-........ o il
250 250 .
240 245 IV Cannula SR : .......coccrvemrmcemcarsennsssnesmasasassssssns
w 230 230 | [] OMask [] Nasal Prongs
= gfg "gg [] Tracheostomy ] T-Piece
@ 200 200 | [J Oral Airway [J Nasal Airway
E 190 190
180 180
8 170 170 | Vomiting : [J Yes (O No DRI e cansonsans bvosviimivasst st i pmsaR A
=1 160 160 | o 1 " No
= 150 150 Tube : OYes O
Vv 140 140 | Drain: [ Yes ONo
A 130 130
120 120 Urinary Catheter: [] Yes [] No
110 110
7] 100 100 | Chest Tube: [ Yes [ No
= L % | Nit Oral [ Yes [INo
D.. 80 80 rai es
70 70
7] 50 50 5 L R RIS S SO
& 40 40
30 30
* 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE IN . L PR SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
L =1 [ AT A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to “""..L’;L‘L"" & cough freely =2
Dyspnea or breathing =1 RESPIRATION % . . i
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i : lajon:
ey -y Ay . ol SN S space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve 0
Fully awake =2
Arousable on calling -1 CONSCIOUSNESS
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =
TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

Pain Tool Used: [ NPASS [J FLACC [0 Wong Baker [J NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

AnabsthesiOlOpIBENGBING © ....occiinainnismmibteinbin i iississsitassieisss 2 Every 2 hours for frst 24 hours
y . . b.  After 24 hours every 4 hours
ATRthasIologiat SIGNBIUINE:  .........ccicosesmormsemmisidbeistisiimenssssupsissssssrsiossarsrssionsnis o - Priorts pult veiviag Unlesvenich
B R - . e i s 6. - VWD rmige . 0 it oo
PRELIMRR NI ™ . i st Transferred to Unit DY (PACU): ...t
PRCIUNURE SOOI ot iaiissivsrcssiiovbssms s spmscrsenii i btsads T T

e R S A T P CIR SR LG LB e
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DALE! ..ooromreeessasaninassnrenss TS TIMB; &, 5 P OB OB DY st corminiinss oy oo o e s A SRS
CSE /Spinal /Epidural PORNION . .. e T e e R Technigue (LOR/LOS) ..................
Depth: oo Cathatar at SKilY ... i i asains s Attempls sclesimdes Fopiond ot 2

Parasthosia NOS/NG BRG UBRAIE © 1., . uimveraors oo lis ol assspissscosssissessssabussihbnsgsssns ressontyerubinsfusbleiniatiass rerssdsh g xpsass urssanssnss
TR e S NSRRI UL I Y A eSS USRSt L 2 0 0 O I SR M

Any other issues :

" T IO v S s TS AU S11) .+t PR G, Sy, 2 Fnh? &0 SRR T S
" TN s V0 T N SNSRI TN il e o ol SIS v~ =1 04 W o= oA 14 I
Time InIu;'s'i:IJ;:"F)iate Bolus (ml) LaﬂLevF;:il e FHR Comments
ght | BP | Pulse
Delivery Details: Time: ................c.ccc. APBAR: s SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by antd: Tip INSDBEIEM ..o 5iathanls e et osies smssibriosirdfits iabead et et I sy R et e Eerph el ot an A BORS scr somaios
B b I e SRR Ol R ST SO U ST L . R A MRS R P

Discharge /Shifting ordered by
Doctor Slgnaliing: .l o S IR e S e e
B e gy AR A S U S A . TSR

Date aNATIMNGS .ottt e o e R
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DISCHARGE PLANNING FORM

Nationality: ‘:ﬁmd!'M ........
NOTES: * To be completed by a NURSE within (24) hours of admission.
1.- Anticipated Date of Discharge: ..............ccccoeeveverereenes 0? 3(!9{"'0% ............................................................................
2. Destination Post Discharge: .,Z(m’me
Family Members Notified (Person Contacted)
(] Transfer
Hospital Facility Notified (Person Contacted)
R Discharge Status: '}/Sﬁf Care [_] Family Home Care [J Home Professional Assistance
] Needs Assistance In: Remarks
] Medication O Yes 1 No e R e B
[ Bathing [ Yes (] No AL L SR I N e L
[] Eating O] Yes R SEC RPN Sl S e SR U et | W
] Walking D ol 0 No.nud Mmgkana.
[ Dressing O Yes TR R R e e e e S S L e N
[J Toileting CJ Yes BN L R e i s T T e S R G s

4, Nutritional Plan:
[] Dietary Instruction Discussed with the:

(] Patient =" Family Member TE SR S I TR SR
. Discharge Planning Discussewgz
[ Patient Family Member D OMIBIS; i ineivin it A i s

6. Patient/Family Educational Plan:

(] Educational Topic/s: PQ’V—(OO ........ »{U—{Qﬂ ................................................................

[ Patient's Educaﬁonalw discussed with the:
[ Patient 71 Family Member ET R it e BRI T o S

Nurse Signature: .............. %\L ..............................

NUrse NAME: i itimmmr i Fr o i s
Date and Time: o?ll(a{,vo%“ L)

Docu. No. : RCHBH /FRM / CLINICAL / 191



