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Registration Details :

Admission No : IP5-00176189 Admit Date : 10-Jul-2026 Admit Time :07:30 AM UHID : BAH-00391682

Patient Details :

Patient Name : Mrs NAAILAH SADAF Age :32Y4M17D

Guardian . Mr ABRAR YAZDANI & DOB : 23-02-1994

Gender : Female Religion : Muslim

Occupation : Martial Status : Married

Address (H) - H.NO-16-3-988/1,NEAR BY KIMS BIBI Phone No 1 6300319269/ 9121886747
?(?D?);LTAL , Chaderghat Hyderabad INDIA E-mail : NAAILAHSADAF@GMAIL.COM

Admission Details :
Bed Type : SHARED WARD Bed No :SW 414 Ward Name : 4F-BIRTHING CENTRE
Room No : SW414 Admission Type : First Visit

Contact Details :

Name : Mr ABRAR YAZDANI Relationship  : Husband

Contact Address : H.NO-16-3-988/1,NEAR BY KIMS BIBI Phone No : 6300319269 / 9121886747
HOSPITAL , Chaderghat Hyderabad INDIA
500024 '

Si ur
loctor Details :
Doctor Name : Dr. PRANATHI REDDY A Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name IJ:NIDPS\WER GRID CORPORATION OF

Printed Date / Time : 10/07/2026 07:34 Printed By : 018621 Page 1 of 2
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Allergies: .. S

Breast: v@/ Normal [] Abnormal
General Examination: W

Consciousness: (<5 Pallor: 7Y %
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Temp:  pfehm (- PR: QV\

CVS: o ([rs -BlLnvB
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Menstrual History: Regular: [} Yes [] No

Obstetric Examination

Fundal Height: ,’IICTM

Ut. Activity: -] Rellaxed ] Mild [(JMod [ Severe
Liquor: O 'Adequate (] Oligo ] Poly

PP: [ Céphalic ] Breech Others

Head Fifths Palpable: 4ly’

FHS: (] Normal [ Tachy [1Brady [ Absent
Per Speculum Examination ~ n of At

Draining: [ ] Present  [] Absent [1 Bleeding

Colour of Liquor: [ Clear

[] Meconium [ Blood Stained

tolupshtn
v

Vaginal Examination -t dint
Cervix: [] Long [ Partially effaced [ Effaced
Os: Closed Dilated
Membranes: (] Present [ Absent
Liquor: ] Clear (] Meconium [] Blood Stained
Presenting Part: [] Vertex (] Breech (] Others
Sutton: O0-3 O0-2 O-1 00 O+1 O +2
Pelvis: [] Adequate [ Doubtful
C rl ﬂqr {r m M
' : "
poions S5 | High BMI :
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H oS p | tal BY RAINBOW HOSPITALS
t takes a treat itthe. Your Right to a Safe Delive:
ond, B £ / FAMILY EDUCATION RECORD AT .
Part - I. “1LVe 2y I ¥ '
Patient's / Learner Language: ............................... ¥...... Patient/Leamer Literacy: [ Read []Write [ Speak Willingness to Learn: =-Yes [ 1 No  Healthcare Literaey: [JYes [J No
Identified Education Needs: 13. Risk / Safety
«—T. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
~7. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3~ Pain Management ‘*m‘ecﬂon Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
nformed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights S ARt R e LR s e
Part - Il
Use codes from the list in part Il
" Need " Designation /
Date Time Identified Information Taught — Meserh Comments Signature
Person Taught 5 Teaching Tools | to overcome | Understandin
’ ¥y Barriers ’ barrier/s .
gk { ) 3 - . /7]
Wb | romd 4| Diagnomn  Festraenl ¢ (ake plant . |
o 730 P ) ‘ : AL
’ ] I AE L P | L . ( U‘%"

P\Fh MAUA ( r'z-:,ji-;Ll 'ﬂﬁ:m»wt oAl
olps qev| | —Coleiy gloud hﬁ;&fuﬁ p7 S ¢ | © ( U wg— |Gy
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Part - Ill: CODES

Who was taught: PT: Patient F: Father M: Mother S: Spouse $n: Son D: Daughter C Caregiver B LEL (BPREY) .- icivciiiistiiiincsissssnseanibrivybeaithissvits
Learning Barriers:

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

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T R S D

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D:  Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T DM BRENY o MR s s s

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

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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: > / ) o ; ek ot o st e e Your Right 0  Safe Delvery
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?i‘":‘z Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
\;b O Medical |~ Initial f/ b Pj (3 &/! 3 b’“f/[ C1 Nursing
O Nursing 1 Modified 2] He u/ g A 7 \Others:
'Ug O Others: O Per-Op ﬁw/ v 3t / r{c}h & “/ : D/y A 4/{(5 LUt —Aj
q‘j\.‘)w O Post Op szﬂ 4 %) ﬂféé‘;‘% % /
\b\ W /tl:l{:\dnedi_cal . ‘ nitia.i. 4—1[;"9730{@“#’ fo}j ¢ f———ro Oéwa —=Htedical
. ursing ) Modified ‘ gf‘] 1 QOthers:
Y O Otherss | O Per-0p o'ﬂwwd ‘ et A9 Jue Late
O Post Op Oé
| AT
24| O Medical O Initial O Medical
\O{a‘ 1 Nursing 1 Modified : 3 (_} Lol d @ e = Nursing
2 pw~ | S Bthers: CJ Per-Op }7@—0 LS ]/d ) 2 —|  —=-thers;
P B | e J o) At @ epy. |
[l Medical O Initial i o D e O Medical
1o ,7/.25 O Nursing O Modified Pk Posl 'PW"L"M e 4 71 Nursing
o Dthers: O Per-0p 98 £s¢s ,cuﬂé«-ra.'-..u‘wj 3, 15_ O Qthers:
Hcp Podl Oy 22 S T i
L Medical O Initial L) Medical
O Nursing O Modified O Nursing
O QOthers: L1 Per-Op £ Others:
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RESULT SHEET
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Children’s
Hospital

It takes a lot to the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

GH2+

IREE

Time

6 A

Hb

1. &

PCV

I 6

0 ¢.3

RBC

YB3

WBC

1200

€. 08

N/L

§2.2{\1-

Platelets

| £

CRP

- 4]

ESR

PCT

RBS

Na

K

Gl

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
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CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Blood qeacpind[Sotve.
Wiy ~ NR |

T TR T R I e e R SOOI e Sl ) oA - : S D O S O

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

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

.........................................................................................................................................................................................
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Dr, PRANA
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MEDICATION RECONCILIATION FORM

Drug Allergies: ... ] _CJ-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)

Shifting From: ....................... . S Shifted 10: ..o Ao
SN0 | (GENERIC NAME CAPITAL LETTERS) g, et | (PO, 6, 8¢, 1v) | FREQUENCY Date /Time ?gﬂ?gﬁm
Tab ©  |ROA 4/ on a3 |oc 1 D¢
2 Tae® (AU 2 v | aly |HC Dee
3 ¢ CIDc
4 Oc Ooc
5 (¢ [IDC
6 0Oc¢ Ooc
4 ( LIC CJDC
8 ¢ Cnc
9 ¢ CDc
10 ¢ Cnc

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

Doctor Name & Signature : ................. 0 ([Aumeeea b~
Date & Time - .........cooooovv... “’H‘LC} AL T
Nurse Name & Signature: ........................... ’ﬁf ..... _CL'UW ...................

Docu. No. : RCHBH /FRM / GENERAL / 090
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LAH SAD al n ow . . -
';":,:‘::“.. ayauiro O Children’s | @ BirthRight
NATHI REDDY Hospital . BY RAINBOW HOSPITALS
“\ \“ \‘“\“m““\\\\m‘“ It takes a ot to treat the ilttie. Your Right to a Safe Delivery
Date of Admission: ........... )0!%)‘16 ...... DG ANBIIIEE: ic.csvssnsmnsusussssnomns cocasiaduisans anmeananswmannes O Mnown 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 Instructions:

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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23-02-1994 32v4am170 (F)
Or. PRANATHI REDDY A

00 REGULAR PRESCRIPTIONS e H21/js wara 2.

DRUG: lyy- CEFPTAX (ME K (WY

TimeN L

Dose Route Frequency |Star} Date| ¢, || X
2am| v | 0 |0]7 LR M

Nafe & Signature of the Doctor

Startmg the D /
@ZJ\AL&W- o

Additional Instructions: QYI

I/{ca ol ¢

N/
Y

31\\ r‘l)srj\o»‘-1 &
NS

Daily Doctor’s Endorsement by a Sigh i
Dateb y
DRUG: 7. pPARPcerfmoL Time o\a’k\\%\.\,\y
Dose Route | Frequency |Start Date 147
% o | &p | 1oh (-g&“ 6
Name & Signature of the Doctor UD
Starting the Drugs: ,,,s(f"
’ 3 }g ﬁ
% g\,\) @J’{N ol iy
Additional Instructions: > |
m‘?%o @{
N
Daily Doctor’s Endorsement by a Sign \\I' vy
Dater 1
DRUG: T /O ictofensbe ronclgP D A
Dose Route | Frequency |Start Date| 3
ot | Flo | 510 |1°F 8T A&
Name & Signature of the Doctor
Starting the Drugs:
S NP =)
Fod» @uiaHy AN 4
Additional Instructions: 3
5\°~‘“§E ﬁﬁé“"
Daily Doctor’s Endorsement by a Sign [ 0.\ Fi

Dose Route | Frequency {Start Date

isof| o |71p |0/ |

d

“V

) Date» L\
DRUG: 7 - 72 A Ao mimett]FRX
W

Name & Signature of the Doctor

Starting the Drugs: \§° @
e bt Y
Additional Instructions:
q//
Daily Doctor’s Endorsement by a Sign N oy

Page: 2/4



00391682 \P5-00176189
Mrs NAAILAH SADAF )
1994 RZLE . ) £
::?;ANATH nlno\v\\i«m“‘m“\\ Weight. qg 2. Ward. O—(’
VARIABLE TR I Nurse Sig. l Nurse Sig. l Nursg_ig_ I Nurge Sig.

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 Tl
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: o pose P i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE Tlme [ Nu_rs;Sig. NursaSig. I Nurs&Sm. Nurs‘:Sﬂ;

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. . Dr. Sign

Name & Signature of the Doctor Doss e fose Dote
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e pose o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date Time Medication . Signature
Instructions Route g N Nurses

hw PAATTOP 2 v ~ Louige
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o] O J | i 0T

1o [4 |10-000m | Gapp- Dicro Fenk oot PI- &%SM
' # 0%

(o] |00+ |&ypP 1 ¢ amapod (oo Pl |G ot [F2, B

WWB| gar [SOP[ DU LLLAY 24 | Pl (Dm{!%f;%
o ¢4 "] Dreralfube | F5 o 1Y (Q*t‘:zg?-a;;m

oVe 2e-30w4

s

Page: 3/4 (P.T.0)



W

BAH-00391682 |P5-00176189
Mrs NAAILAH SADAF
B e 0 o
V.FL i i 1
— m H"‘“ \l““““m““l“l"“ _ UIDS CHART Weight. q{ ....... gl Ward. ........ orgg
( ifusion, mention mi.e =h:cn/i:!l/jr:1[ljn etc) Route Florm/ﬁ?te Dgi;tr;)r pél:;?le S?gézi(r?;l Dgizt:r NSLIIer?'\e
r RINGER
5 ' 0 / (
\O\(X G B tciate * v WZ{ 4 W ol | R M
O xyott N ' ‘
CM ) /{wﬂ
o 1| a-ge | FNUCE ey Y §id L B !
bto 0 XD (a o dﬁ"&wﬁ [“u\}/ a
] >
RINGTR (ATAE [V syl R i @/\

N4

\

RINLER  (AaAIT

W

Page: 4/4



BAH-00391682

Mrs NAAILAH SADAF

23-02-1994 ay 4 M17D (F)
Dr, PRANATHI REDDY

VN

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

IP5-00176189

REGULAR PRESCRIPTIONS

z
Rainbow® . e T
Child re\:’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

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

Weight...‘!’,gff Ward ........ CZS

DRUG: & Ctexane

Tlr'ne

Date$ ..&

-“13

Dose Route

6orflac | oD |10,

Frequency | Start Dt.

L G0

Name & Signature of the Doctor
Starting the Drugs:

R~ Q4 ot TB/

A

Additional Instructions:

oy toOU“—[&"-

Daily Doctor’'s Endorsement by a Sign

Dater

(A

DRUG : [NT - METRDUY]
Dose Route /

SOM

TIp

Frequency | Start Dt.

Time

Starting the Drugs:

(olaf s
Name & Signature of the Doctor G
e q™

el

~
-

L

Additional Instructions:

Lot QUyhus -

~
A

M P

Daily Doctor’'s Endorsement by a Sign

DRUG =T~ PANTOPRALoLE

Date
Time

W

Dose | Route |Frequency |Start Dt

ww | Po | oV

Starting the Drugs:

(a4l
Name & Signature of the Doctor ‘T‘

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Y b

DRUG :

Tirpe

Dater

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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It takes a ot to treat the littie.

BY RAINBOW HOSPITALS
Your Right tc a Safe Delivery

‘BirthRight“

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

DRUG :

Dater

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

¥

Date?

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

¢

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Time

Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Children’s .BirthRight"

““ \l\ll\l\\\\\l\\\ﬂ\\\ i Hospital | | el
CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: ﬂx Dm[lfﬁ h | R P JdL Date of Delivery: 1p |4 12 L

Assistant Surgeon: ? )/ Time of Delivery: q ' a a,ﬂm

Anaesthetist’s Name: OY. cnyrdh’ ! Gender of Baby: _@(m I 4

Type of Anaesthesia: \lj Q A Weight of Baby: ~. 91K

Neonatologist: Df D mnm AGPAR Score: q " (0 e

SorubNurse: ! ¢ Rhm i, : NIClifdmission:; OYes A0 i
_fre—Operatile Diagnosis: 0][, rgtg A’l} Zb ™ M)V!W«i U Lé(/,l “[ﬁmﬂ/ % .Hf? fﬂ/ A

_/f@ctive 'm Emergency Indication: . p"@w @‘) @ ..... L% ........ TE?‘L’W

Urgency
L] 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
[ Delivery timed to suit woman and staff

o e e S S M e T L UL o) | ottt I e
U kR T o 2l S O CSDS RO BRSO . (.. RN L R

TS B I 0 TN S0l oo raconssossisinsnsosasatssissbiinisbunismssssabibinsibabiiis cenbossssusssmermsmei b

Surgical Procedure: Q()dﬂ@ V,{ﬂ, 'f ML {7” N

Post Operative Diagnosis: ')V[ Lb! P( 2 - Pw 1 \Y

Peri-Operative Comfﬂicaﬁong/ r(\md/ b Mb U4

‘lHMMMeJ_MM%JﬂMM%MMM Mt
il

Amount of Blood Loss: vV %ﬁ [ - b[ D D Wlfz " Blood Transfused (inML): —
|

Name and Number of Surgical Specimen sent for examination:

. pian,A1ho.

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




Examination Findings when Appropriate:

Presentation: phalic I Breech  CJOther ... Cervical Dilatation: .............ooooovvvooeeooeo cm
R R R N i e U 1 Fetal POSItION: .......c.coovueveeeceeeeecccceceeee e
Staton: 0O-3 O-2 0O-1 OO0 D +1 0O+2 Moulding: [INone [+ [I++ [J+++
Caput OO+ O++ 0O +++ Meconium: [CINone [+ [I++ [O+++
Bladder Cathetenzed./D«Y/ Urine:;/Er‘Cﬁ‘rI (] Blood Stained

» [ |
Skin Incision: n ensteil () Transverse C1 Midline 1 Other PTWIQM,%MMMJ/

Uterine Incision: ower Segment [ Classical Ol Inverted T 1 J Incision
Previous Scar: [ Intact ,./Dﬂ?:nedout *J Ruptured 1 No Scar

Incision Through Placenta: - [ Yes [J No
Delivery of head,,laﬂﬁ ] Forceps

Liquor: ear (W Meconlum CES’III/EJ Blood [JOffensive  CJ Not Offensive
Delivery of Placenta: O Manual  “tTCCT ................. omplete [J Incomplete ] Piecemeal
Cord Appearance. ................. Nm ................................................... Cord around the neck [ Yes IE—NK
Appearance of placenta: .............. Nﬂ/ﬂm} .................................... Cavity explored/a’ﬁ% T No

Uterus, tubes and ovaneg/Bﬁormal [CJ Not Normal Stenllzatlon.\_}l)le? I No |
Uterine Closure: 1 One Layerc/m Layers

Peritoneal Closure: (] Pelvic [J Abdominal one

Sheath Closure:

Fat CIosure;_,)?{ [1No

Skin Closure: Subcuticular T Mattress

Vagineal Evacuated ‘/‘Tﬁy [ No .

Drain: ] Yes 0 [JRemovein ........ccoomunne. days [ Await instructions

Ctheter »Z{m' [JNo [JRemovein 211}1\@(!’!’7 days  [J Await instructions
biotics

Swap & Instruments count correct?—=T¥es T No O Post-op Antibioti JaYes  CINo
Intra-Operative Antibiotics Cover es O No2 Thromboprophylaxls L)Z'Yes CJNo

Post-Operative Notes: ...................... Y Nm

Doctor Name: .

Date & Time: .
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Procedure Done: ................5 . L W) JL

Post-Operative Monitoring ParameTrs /Frequency:

bejie] gt - Pl manitoning

Wound Care:

Wwirﬁ X &hovrs

Orain /Special Lines/Catheters:

\/Fvb{ft, Mg
VWWW%

Special Patient Positioning and Requirements: ( )
X

Nutitional Instructions: N‘pém)'éﬂff t-|, W!}@ o %{; Afﬂ; X 11]#?0%
< Jiaid Ak -1 dgy

When to Start Mobilization: . N_’ dﬁwﬂ/ %UG{WW[L WW
< buldion, At ﬁ Finwial

Special Referrals:

%)

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

\_;r{es O No

Any Other Post-Operative Care Needed including (eqx(re‘ Followjp

X 0K % b

Treati geon :
(Signaéurg& Stamp) Date: ”))1}%% Time:w.f .............
Note: Plan of care will be readjusted if necessary.
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carly 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‘o]‘fﬂ’%Time391011121f‘345'739 1112|121 2|3|4a]|5 )7

> 30
21-30
11-20
0-10

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

40
39
38
37 THC r 4 2 .
36 T o4l T
35

RESP
(write rate in
corresp. box)

Saturations

2, dwsa)

Py <35

~

160
150
140
130
120
110
100
20 - [
80 i . & A 44 oV i
70 + | 4 =
60 It
50 1|
40
190
180
170
160
150
140 [
130 [ N
120 v bl
110 % 1 | [ Y
100 Ut 1% |
\ 30 8
*® 5o
70
60
50

130
120
110
100
50
80 / ¥
70 3 - 3 ]
60 <) G4 = 2%
50
40

NEURO Alert P i E =1 g | | £ 1 .4
RESPONSE yoice

Pain
i1 Unres i
ponsive

ajey Heay

{

™
—

——

—_
anssald poojg 21j01sAS
3
-~

e
[0
%

4+
2Inssald poojg joiselq

URINE > 30 P = >
mls / hour <30

. i Protein + +
Proteinuria -
Protein > + +

A Normal [} | ’
Lochia Heavy / Foul

|_Clear / Pink : | 3
Green

TOTAL YELLOW SCORES )
TOTAL ORANGE SCORES £ T

Nurse Initial _g‘g{? 11 2 4

Liquor

[5) N

+ /4

3
G
=




Obstetrics and Gynaecology
Early Warning Signs '

1 Yellow Alert :
Repeat Observations
in 30 minutes

\_ J

2 N tae )

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

&, i -

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

4 | y,

* The Modified Early Warning Score (MEOWS)
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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

\\’)‘\Vﬁate = : =
Time | 8 |9 [1off1afjia| 1|23 |afs|fd)7]8]o ufwf1f2]3]a]s|E)7

RESP
{write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dway

40

39

38

37 &

= af %
35

<35

gs

ajey Heay

170
160
150
140
130
120
110
100
90
80 A
70
60
50
40

0] A 11
C

—_
anssald poo|g 21j01sAs

190
180
170
160
150
140
130 1 - i e
120 1l 0

110 r K

100
90
80
70
60
50

e
3Inssald poojg 21joiselq

130
120
110
100
90
80 | y)
70
60 1@’ Fﬂl T )
50 [
40

ot

NEURO

Alert [ 1 -

RESPONSE
&4

Voice
Pain
Unresponsive

URINE
mls / hour

> 30 =
< 30

Proteinuria

Lochia

Normal el | 7
Heavy / Foul

Protein + +
Protein > + +

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

\S=sf 2

P
0
Nurse Initial ﬂ_




Obstetrics and Gynaecology
Early Warning Signs

s ks
1 Yellow Alert :
Repeat Observations
in 30 minutes ‘
. J
A b Rk o .
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
¥ a L s
(
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and q
Repeat Observations

in 15 minutes or continuous
monitoring

" Y,

* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the fittie. |

[FLUID CHART] |

Sheet No. :

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

E)\ L. e Output } vsite |
Date | Time (l;fgaéﬁfi% Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%rﬁgg E’h'ﬂge
Mouth | IV | NG
o o600am | P [nRM [jpow 0 Gy
0900am | P1 | MR | jpppw]i~ | o g#_
1000am | @\ [N | oomahr / f 0 |y
11:00 am to0sd U s
1200 pm fe ¢ =2
oo o , tal 0 | &4
Total Intake : —T1alcen) - Total Output : KDW m.-&
000 pm [oor 1ogm) 0 | )
03:00 pm Loprd N i
oo | | b | /0om | o
0500pm| Joomt P 0
0600 pm | Lopm/ . EWE
07:00 pm oot | 2am| 5 T—
otal Intake : Total Qutput: 1) -0 () — YOOPK
0800pm| e ) 0
0900pm| | (00 ] 0
10:00 pm #lc Y IDOM e 0 (0 .
11:00 pm e /q)/OM e 0 p O
12:00 am 1000 \ 0
01:00 am 1004 { 60|
Total Intake : (S0 Total Output: A] - -
0200am| o0 | Q )\
0300am | | | 100M i ‘*} gy
0400 am pj WU [ joqy : Q ..
05:00 am b 00 0 YU
06:00 am L 00s) spond| O
07:00 am | a0nl N e T O
Total Intake : 3 Total Qutput :
Total 24 hrs. Intake TNF = &Hwﬁn\.{ Total 24 hrs. Output M- n U- Jgoomt

Docu. No. : RCHBH /FRM / CLINICAL / 092 M-LuU-—I]
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Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittie. 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

Output

Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo-
phlebitis

Urine Score

| vsite |

N

| Sign.

urse

Mouth

LV

N.G

. 08:00 am

09:00 am

Hwe

‘o
v
R
10:00 am

11:00 am

Hw

12:00 pm

01:00 pm '

o[0|0B O P

Total Intake :

Total Output

S e ) 4 A

l

03:00 pm

x| e

\

02:00 pm
we

04:00 pm

05:00 pm

06:00 pm

N

07:00 pm

OSleleP P |o

Total Intake :

Total Output : ye

08:00 pm

09:00 pm

10:00 pm

11:00 pm

v
:
3

12:00 am

01:00 am

Sl ol ol ol o o)

Total Intake :

Total Output : (\—

(g
\

02:00 am

e

03:00 am

L _—

04:00 am

05:00 am

06:00 am

1 07:00 am

OO IO

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Ty NURSING CARE RECORD ozpial | (@i

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

Shift: Worning ] Afternoon ., LNight Date: ..... IOH(% ......................

o | [ Maintain Airway and Oxygenation ~—+Relieve Pain & Discomfort ~—=—taintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
§ L=TMaintain Personal Hygiene _L-Prevent Infection [ Meet Elimination Needs ——Ensure Safety [ Early Ambulation Reduce Anxiety (_D_P_anenl&FamiEy Education
© | [ Identify Potential Complications T L o TT b oo
Time Plan of Care Time Implementation ! Evaluation
f > PAsss dhe padient tondifion] g0 [F MMt Ahe Prbied Gondition]  podhiend i4
LN af .
Gy P Plaeament & 194 prepatl 50 [PV gl TR M pirofeiciale
—+Hov ]
loey £ NBM & Sy fluid pro B PF A on NeM & e
av LacAade - Or;?o;hﬁ ,
Ity > BO-mMInAthotion Meds (oo g [ prediodion given aspen
fafm = FoAwie  Cafedyy I, ! «
{76110 s Ride #1ails phovided .
L = Ulv momqlo?uy I.'(LD 5 Ulo monidoning dee.
T SV S PR W |, O AN o AP R MR (- | ORI SR LT NE) SE L R SRR oMLy R NORRY ¢ 0
................................................................................................ R SR s A Y
DRI ....co....oniihsns doiurand binssbenshbun s samam bt el e b8 s S s
........................................................................................ Il e Mol DIk e
Nurse Signature: ....................... ’/rM .................. Nurse Name: ........ccocereerenneee /[f;m% ............................ Date & Time: ' 4 H{%

................................... Rt o



< ®

B9
BAH-00391682 . 1P5-001761 i
H SAl i
hz,‘s"n::?s:A a2Y4M17D (R i

Dr. PRANATHI RE! A

- R TR . | @ s

Shiftt ) Morning  []AfEmoon [ Night Date/ﬁ/'f/off
T Tt h A0 B SR e . /Mfé/?%/f&’(d’ff ....... M/ﬂm ..... 30’/%7(’64 ........ T e e e L A

o | [} Maintain Airway and Oxygenation Zlm.'e Pain & Discomfort /ﬂ/nﬁainlain Fluid Balance ] Improve Activity Tolerance J}Mﬂﬁtain Good Nutritional Status [] Maintain Skin Integrity

- 4 w{ain Personal Hygiene _J-Prevent Infection [] Meet Elimination Needs L‘./Eusufe Safety [] Early Ambulation Reduce Anxiety wm & Family Education

S | [ Identify Potential Complications A OB SOOI oy o R R s e e P e e '
Time Plan of Care Time Implementation Evaluation

¥ P the  pefient 90 | £ Sl Jhe  pafiant | x pefes) ix b
e Lonalete'om - / P Condetlon P"‘f”?f% s GbBe / ;

Qym| K LLUH)  fo  onitor Vil | g %, K oD tfor - Vilels Lleble

gin | * PO fo painderdn T70 | 4o |HmRIDSCeln o POk
Chart- | prdteni feka A
FP A= ploen) o fryetef ofied a 55@7 aleA
il diet Tm Grm
Mp/am o W6 dret  p btrm| 7 Pz? ¥ Lk &
Kl Dy Glien mpel b ceedton

gP“”G\L/D@ﬂ 1D M,Qﬂ//'caafrpof). gpm%/pm O/f’df()/{ /s

L ]| | e e U NS S ARE NP, | . SO SOOI Sy SO TS U RN W g - (1 W 1) LA Rt o oW RS oo i

.................................................................................................. /)mvﬂ,ec‘ez/y{wz/@éde/,vﬂﬁon

Special Notes:

Y-
Jr

Docu. No: RCHBH /FRM / CLINICAL / 148
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Shift: (1 Moming [ Aftenoon [ Night Date: zd.’%}&é
ABOOSBINONE ..o isussinisnsmsisssissisusesisisasss anﬁ@mﬁ/d,éﬂfﬁf /L'Zxr SR S W e Q. LGE ... 5o R Sttt it o tonsear s
o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort 7 Waintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
§ 1 Maintain-Personal Hygiene L -Preventinfection— ] Meet Elimination Needs [J]_Ensure Safety [ Early Ambulation Reduce Anxiety =~ ———Patient & Family Education
© | [ Identify Potential Complications B R A R . Wkl o SO G N G S e D R
Time Plan of Care Time Implementation Evaluation

g {lssest Jo Fhe pasant cochton 61, | Aaetsed foths paeans onspt
(1708
lopry TO maentaen o chat - heny . e peas

ericoura
Nonifoy vitald iy souy? # Creecadod fo chat
ol o [Monidoradl Uitalf e codad. le " ‘
2pm PfCU?/‘O gt A 3pvy |0 CEF dond - .

plando rwmowe folresd cam s [foliey’s Catheter remonud af

4 | | EAm.,
<A coafioniet. & Huwsd : .5‘3,%47*1/ Heid O ol &mudicasy
i rot—id i ' @112 /7/ ¢ fr el
Ll | 77 S aéu,/ Sfarcteel a;’c?/m
T R NPT A A & &y NS N P S S YT RECOURR 0 0 - . TG e (4 8. 808 S e SPASIS T GO S 0 KSR e
cum.rma/z% L. V0. J .. a,ca,{/f .................................................................
Special Notes: .............co........ @szaﬁ@’mwro/ ...........................................................................................................................................................................

Nurse Signatﬁre: ..................... ... Nurse Name: ................ _f_gazb/mwz’ ...................... Date & Time: ﬂ(/f/@é ............ & Lhm..
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i

Date: ‘“]}(\% .................

Shift: /Z’ﬁoming ] Afternoon ] Night
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Treating Doctor: ...... p%ﬁmnﬂfﬂ“ ............... Department:
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Rainbow® %
Child_ren's
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It takes a lot to treat the litte.

NURSING SHIFT HAND OVER FORM - WARD

. . -
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: Jo s
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= | (Any special condition to be noted):
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Safety Needs:
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Rainbow* ) .
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
N takes @ lof to treat the e Your Right to a Sate Delivery

Pa
Date 5 ({1~

NS T3

1. Completely immobile:

Mability Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight .

4. No limitations:
Makes major and frequent changes in

Time :

ﬁ;f}w] b

in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. ) 2 )’
without assistance. to completely turn self independently. independently. i
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate;
“Activity The degree P —— Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity” Confined to bed

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

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

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

1. Completely limited:

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

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
communicate discomtort 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 defici that would limit
abitity to feel or communicate pain or
discomfort.

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally maist, requiring

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

. tq whtich by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed : 5 .
A Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. u
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: [

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
aibumin < 2.5 mg/di OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Proteim infake 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 aibumin < 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 ~f mean and dairy products.
Occasionally eats between meals
Does not require supplementation.

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal

4. Excellent:
Normotensive, oxygen saturation
> 95%: normal hgb, capillary refill
< 2 seconds.

=3

Severe Risk - lessthan9 | High Risk : 10-12 |

Moderate Risk : 13-14 |

Mild Risk - 15-18

Nnt at Rick' 1Q.22

TOTAL SCORE
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I 000N 1 PAIN ASSESSMENT FORM Hospital | (g amueonostns

i Pain Score 4 : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character e Educated Intervention Sign
\ 4 e 0 ‘[ No [J Continuous | [ Acute ] Sharp [ Dull ] Increasing | [ Yes Updlel pe
0 — . - : e : . 3 ” 7
1/ W P”U” (1 Intermittent | [ Chronic ) Aching (] Burning | () Decreasing | [ No O I ﬁlﬂfﬁbﬂ unr<,
O Continuous | CJ Acute O Sharp  CIDul | O Increasing | CJ Yes ¢ inadlalt .
b D i ' Achin Burning | [ ' ON = f
| \}' l@‘f?’\ D“o ot - [J Intermittent | CJ Chronic O g O g Decreasing 0 C))Q:FC w5 : M "
3 D L] Continuous | CJ Acute 1 Sharp [ Dull [ Increasing | [ Yes uw@/ ¢ 9o
\0] % ILPVU O/ 10 p cwd'n)- | O Intermittent | [ Chronic (] Aching [ Burning | () Decreasing | [ No Ohfcsretn'au e T g I
; 1 Continuous | [ Agute (] Sharp  [LBull [ Increasing | [es Tﬂfff ﬂﬁ/p
i i i Achin Burning | | i O
10]x 3pm Sl Lo (dé CJ_Jatermittent | () Chronic CJ Aching  (J g | CLPecreasing No . W22
] Continuous | [1 Acute (] Sharp (] Dull ] Increasing O] Yes ¢ Melost
. . r 2 2 . “-
/0/ y b! | o / (o Ak ] Intermittent | [] Chronic 1 Aching (7] Burning | [] Decreasing | [ No 2 Loy vadtyn | Loepa
(1 Continuous | [] Acute . (] Sharp  CJ Dull ] Increasing ] Yes [ 5&:@’_!
n ittent | [ i 1 Aching [ Burning | [ i OON 0 e dy
o ’l:” X ',}‘"Dr»\ » l [o M Intermitten Chronic ] g | L] Decreasing 0 nb e e Aoz prre
O] Continuous | [l Acute— | [J Sharp [J Dull [ Increasing | .[-Yes— T B Iendorro
0]1) h6 84—&}7” 5- _g) (| ntermittent | [ Chronic [ Aching—= Burning | [J_Deereasing | [ No 3 Qe FM@
] Continuous | [ Acute {1 Sharp (] Dull () Increasing | [lYes— |, (//74‘ j hatha,
[DIQ b '.LOPW Q —5/5 1 Intermittent | [ Chronic [] Aching [ Burning | (] Decreasing | [ No V;(; b; oS0
; (] Continuous | [-Acute ] Sharp [ Dull [ Increasing | T5Yes T—Cad DCL/ Val
t '! 9/ 26 oM ! K[ 8 imtermittent | 7 Chronic (] Aching [ Burning | [ Deereasing | [J No jujd/‘ﬁ
[ Continuous | [ Acute ] Sharp [ Dull | Increasing ] Yes Ur’l({i{&/b”
M’? /Zg ‘i M O M CJ Intermittent | [ Chronic [J Aching () Burning | [J Decreasing | [ No O bsoy C/d/POc j O‘M""
Re-assessment

Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d) Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
Parti ; y Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and .
’ Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
L 1 1 1 1 1 &1 1 1 ] Moans or whimpers occasional Crying steadily, screams of sobs,
[ 1 1 T T T T T T 1 Cry No Cry (Awake or asleep) i i
0 > 3 A s 3 2 5 % % complaint frequent complaints
iy m"’&'f‘ Pain 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
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
‘ ) Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimaily with painful | irritable intervals consolable | continuous cry
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little B2 Hurts Litde More Even More Hurts Whole Lot~ HurtsWorst | Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés Nograspreflex | 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
I 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, B, 820, | stimuli variability from normal for from baseline baseline, $a0,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 _\.'entilator
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Rainbow . % oo
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Dfmplnunn"ﬂ.iﬁnlli‘illm‘i"”"l"III PAIN ASSESSMENT FORM It takes  lot to treat the litte. Your Right to a Safe Delivery
Score A Modifying | Patient / Family
e (0/10) Location Duration Acuity Character Py Educated Intervention Sign
bio / L] Continuous | [ Acute (] Sharp O Dull [ ! Increasing | ~T1 Yes T3/ C/(B;éﬂ f z
\l I 3}2@ 1’0}#}"‘ 2 S o Intermittent | CJ Chronic (J Aching (] Burning | [] Deereasing | [ No %m Jl
l ok ([3-Continuous | CJ-Atute [JSharp [JDull | Eiincreasing |7 Yes T+ qu ad d
e Qo | O | $1S | 0 intermittent | 01 Chronic [[J-Aching (1 Burning | [ Decreasing | [ No gl < alyo
U
] Continuous | [ Acute (] Sharp ] Dull "1 Increasing | [ Yes uncha s,
({\ﬂ tbamiolo | i ] i O i 1 Aching ] Burnin i N : d
1'1)- (1 Intermittent | C Chronic i ;g g | L] Decreasing 0 nkmm\m J-;'nf‘ Q J“‘} -
l TI'{ N J i\U 61 § [] Continuous ‘Z{cute [J Sharp ] Dull ] Increasing [LYés Ex s P [n 4 nac
\ et 231 i i in Burnin i O N % ( ,
3 P Iﬂ/ﬁarmmm 1 Chronic AChing [ g | [Becreasing 0 ?: Ve s
L 0 [l Continuous | [i Acute (1 Sharp (1 Dull [ Increasing [ Yes Lol d d
LA\?‘&Q H™ D A AL~ (7 Intermittent | O Chronic 1 Aching [ Burning | [] Decreasing | [J No abie @9@ "Kﬂdfjayu
]
(] Continuous | ] Acute . ] Sharp ] Dull [J Increasing | [ Yes | ﬂ
12| HHU | 12an , : a Priamed
l \'u uhﬂ Sl'( [ Intermittent | [ Chronic 1 Aching (] Burning | [] Decreasing [ [ No al UQ‘;\
[] Continuous | [ Acute (] Sharp [ Dull [J Increasing | . Yes , ckg
- W | oA ; : AN S/ DrQUMALS
{'9/\'9\'% a0 ‘ [ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No ‘ @ Q'?M »
' i ] Sha O i O :
! Pb{[ful, Yaw | Wlo | gl | Continvous | O Acute CJ Sharp - C1Dull | O Increasing Yes Iyvagense
L1 Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing | ) No N
: U
] Continuous | [ Acute [] Sharp ] Dull ] Increasing | [ Yes ey
7 6 olle | wa : : . - ilel v
LV\’ \ &)\K : I Intermittent | (] Chronic (] Aching ] Burning | [] Decreasing | [ No 0 «ch@'T\HMm TA W
] Continuous | [ Acute (] Sharp ] Dull [ Increasing | [ Yes
[ Intermittent | [ Chronic [J Aching (] Burning | [ Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

PO SOS

No Hurt

Hurts Little Bit

| B 1 I T I I I 1
3 4 5 6 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot~ Hurts Worst

r r

SCORING
CATEGORY
0 1 2
- ) ; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
- Laying quietly normal position, Squirming shifting back and g
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 pccasiunal touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / MMn
Criteria y
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimaily 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 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _ventiiator

b
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i CHECKLIST FOR THROMBOPHLEBITIS Hospital_ | () zmemom
U3l nhe
\0|4 DAY-11° DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E N M E N M E N Remarks
. No signs of phlebitis / / ]
1 IV site appears heal_thy Bbserve tamnule 0 @) O O :@ 0 &)
One of the following signs is
5 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula — e
* Slight redness near IV Site s e b -
3 ;goeafdgh&foliowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula i - e i i o
AII_ of thg following Signs are Medium stage of phiebitis /
4 evident : Resite C la Consid 3 S
; Pain along Path of cannula Tesate at”"“ Flongeer .
Redness around Site Swelling o s W e T
A“~ P followmg.S|g-ns o Advanced stage of phlebitis or
evident and Extensive : h f thrombophiebitis /
5 | Pain along Path of cannula ;e gtaﬂco rlorré g de e 4 W §
Redness around Site Te site ?""“ a Lonsider il 48
Swelling palpable Venous cord reatmen o N
All of the following Signs are L
evident and Extensive : Pain F;]dvancedh?tagt_e of e
6 | along Path of cannula Redness 't rombop eb't'S/R . 5 =
around Site Swelling palpable é"t'ate treatment Re site = i 2.5
Venous cordpyrexia annula
Signature of the Nursi[&v; AT q &0 AN

Signature of Shift In Charge : Signature of Ward In Charge :

Signature : ........... Ep .............. Name ;... Kﬁlﬂf‘ﬂ“ ........ Signature : ............. VWJ\ ........... Name: ... V =% trr SRR -

Docu. No. : RCHBH /FRM / CLINICAL / 137
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23-02-1994 RY4AMITD (R Rambow g g s
T | Chidras | BIrthRIgh
Morse Fall Risk Assessment Form S s N
pate/Time | loH2C | K
Choose Highest Applicable Score from each Category / FH,_ d)? \:H% 2 [q Fall Risk Grading
Score ﬁf - | /M &Q&H
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A 0 0 Risk Level Mursih::g)Score Action
Secondary Diagnosis Yes 15 £y \S C
(more than one diagnosis) No 0
Furniture 30 I 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15" Precaution
None /Bed Rest /Nurse Assist 0 ¢ O 0O
20
IV / Heparin Lock or Saline ;es 20 20 2.0 Implement
. . Moderate Risk 25-50 Moderate Fall
Impaired 20 Preventhn
! - Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 @, O Q0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status ; = O s N Prevention
Oriented to own ability 0 0 @) g e
Total Morse Fall Scale Score: AC I+ 4 QA
Signature % A , Q(} UM\!L f;mqu!k
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions <7 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) _—T Hourly safety check
() Ensure patients use their prescribed eye glasses if any, in the hospital /{::sess patient after visitors, leave to ensure safety measures in place
L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI Use safety straps on stretchers and wheelchairs while transporting patients | Initiate constant observation by healthcare provider as appropriate to patient's needs

~~ Docu. No. : RCH /FRM / CLINICAL / 006
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682
BAH-031E E oAF
N\rs NN‘”‘H oy

Your Right to a Safe Delivery

Date of Insertion: ..... fOH’bC’ ....................... Date of Removal: U{?)Z@@ Chm
Parameters Date Shift Time \0 A2 o™
Need for the Catheter ,zYés ONo | OYes ‘]h}{) CYes CONo | CYes CONo | ClYes CONo | OYes CONo | OYes CONo
Hand Hygiene }P(es CONo | OYes L‘Jl’\| CYes CINo | CYes CONo | CYes CONo | CYes CONo | OYes CINo
Usage of Sterile Equipment LHes [INo | CJYes [INg JYes [ONo | COYes (CONo | COYes CONo | COYes [INo ClYes CINo
Is the Collection bag below the level of bladder ~AYes [INo | CIYes [INd IY%J._Q_, g ”\WA ‘jNo %‘Yes (\\Lﬁ%_) CYes CONo | OYes CINo
Check the Tube for Obstruction (Free of Kinking) /Aés CONo | OOYes CINol | O Y]es ONo | OYes CONo | OYes CONo | OYes TONo | OYes [ONo
Is Catheter dated as policy %s CINo “1Yes [No JIYes [CINo CJYes [CINo CYes CONo | OYes CINo COYes [COINo
Collecting bag is been emptied regularly? _JAYes CINo | ClYes [INo|l | COYes OONo | ClYes CINo | CYes CINo | COYes CINo | CYes CINo
Maintenance of closed system for the catheter Aas CINo | CJYes CINo 1Yes OONo | OYes CONo | OYes CONo | OYes ONo | OYes [INo
Dressing clean and dry? J-TY¥es ONo [ OYes CINoj | C0Yes TINo | CYes CINo | CIYes CINo | CJYes CONo | OYes CINo
Is the line removed as Policy? OYes ClNo [ OYes CINo 1Yes CINo | CYes CONo | COYes CONo | OYes CINo | CIYes CINo
Performance of Perineal Care J=Yes UINo | CYes CINo|| ClYes CINo | CYes CINo | CYes CINo | COYes CINo | OYes CINo
Onset of New Fever CYes “MNo | CiYes CINof| CJYes CINo | ClYes [INo | (JYes TiNe—{ Yes TINo | CIYes LINo
Asses for the feakage at the site of insertion ZYes CINo | [JYes CINo|| CI1Yes CINo JYes COONo | OYes CONo | OYes CINo | COYes TINo
T I
Name of the Nurse m NnA
Signature of the Nurse ’

Docu. No. : RCHBH /FRM / CLINICAL / 114 4
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It takes a lot to treat the little. Your Right to a Safe Delivery

T

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Chief Complaint : ........covvereeeereeeeeeenee. TP SR AR (. A | A SRR
Obstetric/ Birthing HIStOry : .........ccoooevveernenees GREGLANE 3T ERD. Bl i
PYOUE SUIDICH/MBOICHI TNV . .. i inisisisanntisnsn i i e i s Ui v sm sy RS S e s v RS

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

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

Iv line +// .
Catheter +f

Postural alignment -

On Palpation : Edema - abs‘én/t/ up to ankle / up to knee/ above knee
g
On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic
»

e
Diastasis recti abdominis — present / absent / could not be assessed

Able to initiate Pelvic Floor Activation — !:’(es 1 No

Spl Notes -

Treatment Plan :
Lateral Breathing = Pelvic Floor Activation Transversus Abdominis Activation
& Gluteus Activation ~Active Motion for Limbs ~Transfer Training & Mobility
1 Sit to Stand 1 Monitored Walk tﬂ/Posture & Ergonomic Education

o T U (. S—
Name: ....... Do Tbassa....... A | L
Date & Time: .......... o] 7[«2& .......... : 45,0«4 .....

Docu. No: RCHBH /FRM /CLINICAL / 200
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0281882 Children’s | @ BirthRight
%o PATIENT TRANSFER FORm Hospital " |\ euomest
23-0% NA takes 2 lot to treat the jittie, our Right to a Sate Delivery

Patient Nam-~ » - Date & Time of Admission

Date & Time of Transfer Order
\P5-00176189

=] gl Gt L) bltpa 2:gqp
e "
1; 5. P%%M

Information to Attendant
/{_f”‘" No[ ]

Personal belongings including

tlinical documents. If any handed
/w)eﬁf attendant

Yes| No | ]

If yes, what ?

10

| ] Available Beq not ready

Docu. No. : RCHBH/FRM/CUNICAL/ 102 .
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Dr. PRANATH REDDY 2

A
General Appearance: /.‘,Héalthy

PHYSICAL ASSESSMENT

ill looking 1 Anxious LI Agitated

complete the Morse Fall Risk Assessment Sheet

)

Score....... {8/ (complete the Braden Q Sheet)

Mobility problem - Walking Problem
Developmental Delay

/,_Na-ﬁbnormarity Detected

[ Muscufoskeletal‘CongemtalAbnormath

Inform Consultant for positive Criteria

! Overweight L7 Poor Appetite > 3 Days
I Under Weight "I Diabetes Mellitus

Inform consultant for positive criteria

LI Needs Therapeutic Diet.

"I Hyperemesis Gravidarum

PSYCHOLOGICAL SCREENING:
Leam & Cooperative LI Restless
Others

| Depressed L] Agitated I Confused

Cultural&Spiritual Needs: [ ] Yes LINo if Yes Specify
SOCIAL SCREENING:

1. Marital Status: Single S Married | Divorced | Widow
2. Special Habits: Smoker: | yeg Y Alcohol Abuse:

Call Bell in Reach : ~Yés [INo Waste Disposal Exp!ained:(,._ves INo

Infusion Pump : Yes _ng— Hand Hygiene Explaineg: —=Yes ] Ng
Above information giventp P&J{"’e"q

Others

Name of Person Orientation was given to:

Orientation not given Reason:
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«uon AOOESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score ] Tick | Score
~ Previous VTE (except a siﬁgle event related to major surgery) -3 e SR i
Previous VTE provoked by major surgery <! o X 3
Known high-risk thrombophilia = I b T: 3,
| 3

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

|
T
|
]

¢
%
Family history of unprovoked or estrogen-related VTE in first-degree relative pad — b y
Known low-risk thrombophilia (no VTE) o 5 | R e
Age (7 35 years) Szl EE i CENEE A
Obesity i SRR i ES & Ll
| Parity > 3 ) el = B i o
Smoker M & e i 4 X 1 =
Gross varicose veins s . R
§ o Obstetric Risk Factnrs n Ea Bl ¥ et
Pre-eclampsia in current pregnancy o } 5 : g K
ART/VF (antenatal only) A R 8
Multiple pregnan&y 59 5 b ¥
| Caesarean section in labour 55 _:______ z LR i
Electi\ﬁa‘caes‘ar_ean section e e :"_“_ ; e ”____ __4777177%} L et
Mid-cavity or rotational operative delivery gl ) T e ' Na i
Prolongedlabour (? 24hours) 0% e PRI LBt el et I 1
RPN i e T
~ +0 Preterm birth? 37 weeks in current pregnancy e Rl | R 1
| Still birth in current pregnancy P LG e e ¥
s S ORERPRCT g, T ~ Transient Risk Factors R S T i IR = e el il
Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.qg. 3
appendlcectomy, postpartum sterilization M
B TR S s T N I
| OHSS (first trimester only) i RUEEe o UL o AR ot e
~ Current systemic infection I R NI o o X b
Immobility, dehydration X 1

Total .

Risk Assessment Tool for Deep Vein Thrombosis
[] Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.
[}~ If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.
\/5/ If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
[] If total score = 2, Hydration & Ambulation.
[] If admitted to hospital antenatally consider thromboprophylaxis.
[]  If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.
[]  For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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Hospital BY RAINBOW HOSPITALS

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Date : 0.1 1a¢....
DEPEAIRIE oo il Q .Q:LT{. ....... R e 8 s Duration of Procedure : .i.}.ﬂ.l.f .........
Name of Surgeon : .............. DLP[&HG‘MRMHLJ/ .......................... Date of Admission : .lﬂ.lﬂ.l.&é ...........

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

Staff Signature

Antibiotic given prior to surgery ? (E"?gs [INo
[_}Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes pnor to incision ? /E*Yes [ JNo

Name of the Antibiotic : ........ .'J:n}, r’*HI)(JfD ................................... Pﬂ]“/

2. | Hair Removal es[JNo ifYes: Surgical Clipper
Department where Hair Removed w ~ [JOperating Room
Lo e R R AN O AR S

Skin preparation done (cleanse surgical area with antiseptic agentﬁEP(es [ JNo W

3. | Patient's body temperature immediately post operation (Recovery Room)q.4, yF°C

ol or [3Aila (Goal: 36-37 °C) %

4. | Name of doctor or staff administering the antibiotic : ... S1.S.. f.f.j[ ....................
Date & Time of antibiotic administration : 10,131 26 @ Sy

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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ZopA o g Rain ;‘%w " | asiia
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
" a. Yes C1 b.No

P ARG DR T G O A TR S RS SO T e S Lt NS BETONR TR . 1

3. Nipple condition:
/Q/a.’ﬁibple well formed
1 b. Flat nipple >
O] c. Inverted nipple
(1 d. Short nipple

4.  Milk flow:
(] a.Good
O ops of colostrums
C e by

5.  Steps for Positioning and attachment:
/E%:I: 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.0




6. Was theposition explained:
7T a.Yes

O b.No

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

8. NICU admission: D
] a. Mother needs t0 stimulate her breast for 2 min every 2 hours

9. Additional notes: &Q"d ..... | ~"*N(‘\'D*Jr"\k ...... me;}w}f\‘f .......................................................
Continuity of Care: DALE: ..oveeeees | 014}14:
- 3 coh &>

Lo

Handover GiVen DY ... é“’ ........................... Handover taken by ... SIUM .....................

ST LT —— g"’“’w ........................................ SHGNAILTE <..vvevvrrrssrssssssrssvesseees Q/ ......................

ol <7 AN @ 0y

DAE & THNE: wovvrsseeeereessssssessesssssspssssssmssspsssssssssssssssssss Date & TIME: ..vvvrevvecen LAl . Ez i .
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23-02 1”‘ ay 41‘ 170 (F)
THI REDDY

INFORMED CONSENT FOR SURGERY OF [Tl NN girthrigne
SPECIAL PROCEDURE e

Itﬁkﬁalmwtmatmelme I

Patient Name : .......... NM{/ ..... L E:I.ft..‘.’/.’.:f.“ ....... Gender: [ Male [J Female Agegf .................
UHDNO: .......... OhH.-.00.300652 ... pate: .0 146.......

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)

....... GGCTIVE........ LONEK..... SEGMERT........ CACEEREAN. L SEQTION...............
: S TR e EN0S, 5 N
........................................................ M.Ml (Aﬁﬁﬂtmf

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hmaﬂ responsible for any untoward event thereof.

................. ”ﬂ%if’fﬁfﬁ . ﬁeymeﬁwdﬂﬁwu
.......... M0 .....Ezm....v.te.m_...%...Af..éd.....}a (... JQwed ... ¢ b d.......mdmdz,c(_fz.
.............. “‘&m,v”zfﬂﬂcwb ... fhﬂ/

My signature on this form mdlcates 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. 1 have received all the information | desire concerning the operation or procedure and
). | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ................ 49” ......... Ffi’.@.i/&&?ﬁ.?‘:{ ..........................

Consentee : Patient Attendant : |

Signature : N&, ........................................ Signature : ............... -

Name : NW(HI/)S 7 OV R, < T Name : ..« BHARK.... ﬁ{ ﬁ?—Dﬁ—M .

Date & Time : lo‘}“jvﬂﬂo?ogzsc?‘"\ : Relationship with Patient: ...}, WSBAH L. :
Date & Time : .............. w,LMM ........ 2.9k

W— Doctor (who is taking the,,t;gnseﬁt) X

—— M R it A Signature : WV ......... ; ............................

SR ..o~ U TR o = ?r ....... (Pl ges, S

DEREII: ..ccoviiniviniat lU]W‘G‘”’ D a T . ) ./[ 1) o.t? L@ ...... 7l 5; .

Docu. No. : RCHBH /FRM / CLINICAL / 027
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NameM’){\]ﬁot!L"\qu"h’ ] .J“‘X\Sex: ...... ]" ................... UHID. &‘}HOOQ‘?]LTL
Date: ...... /b\;" wﬂ ............................ Time: gbf}""} ............. Proposed Operation: “ ..... W'/) ..................

¥ iR Weight: ...\ "y ASA Physical Status: o 1 \;Zl/ 2 03 04 O5
' 'iMa’lmw Data: !
CHHBOBE: a0 s instistia PIOBIG <cviiviaiivasasionsinsiios M i | X-Ray: ..
RITBRE 2viisiBattisaintiiivs . DL i psistiscssnisistanissssss HBS Ag: - VE-....... | ECG: “““1!
CHIBE .. ioireinirboiorssassdanses.  FORRI B ciicliciivasti HCV: 2D EchoE'f 501/ Tﬂ“ /
p AT R 1| % - Blood grouD'l‘M‘—' Stress/Anglo: .. Nb ?_‘OW
Fi, o B e ‘ OMBE o iaidianay

e IO i T o [
o AMYIaSe: ....oovooieiran. L1 e e '

SGOT/SGPTI Allel‘gies: N tDA—

Medical History: ~ CVS: @ Plowesda - Pl o Wisly
RESP : O Diabetes : () ) 0
ONS : ) :
Renal : o)

Hepatic / GE : m Physical Activity: -\t (2 >y
ones: D 1o Nyt (W cotd Aweek~po) Al
Past Anaesthetic History: 1) 2, PM W YA V\V\W"W) |

Physical Exam:

Airway: MP 1 Zk)«! Mouth Opening: LT h Mentohyoid Distance: }f @ Necl(l\D TeemM[) lﬂﬁk koﬂ"
tongs: AAE ©), 00y en

Heat:  Go 8y (D

CNS: LQ i ({_ [ O—-L, L,V\J[Lﬂl

Pregnant;,z( Yes (O No CONA Venous Access Site@ Spine Exam for regional : Q’P‘M *Q/P " § P
S
Anaesthetic Plan: CIMAC yfnssioml. CJGA-ETT CJLMA , W’Hf\ Cu ﬁﬁ W“:J
: ULQ mﬁi M’VL‘“
Peri-Operative Plan Explained to the Patient: \zﬁfes 0 No g V\‘f Woede
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: )t =l +Rid,
-~ 1. DVT Prophylaxis : ;
M’V\/GD&(MM/Q! )z/D; 2. NIL 0RAL<:wmr/0RS 2 Hours '>&kM Qh,u Lw‘l
A ’ E Others 6 Hours |
B &1‘, po IAAECT O, 3. Informed Consent: #T Standard ' High Risk
4. Post Operative Pain Manag em}E/Discussed with Patient
< Ab” 5. Other Instructions;

o o _.j._.ﬁ; ......................... \OPEAL axriblality

LY

e A0
Signatupé: ., <. N .. Name: D\‘Dwtf ............................................................................................................

\ |

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

Docu. No. : RCHBH /FRM / CLINICAL / 044
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BA‘H—WSNGI! .
M"N:::;AM arvaure (7 B I
i Rainbow® | @ o C
“““‘\“““ Children’s BirthRight
\\\\\\ el ANAESTHESIA CHART  Hospital S Ry iiiis
It takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment: & 5520 ' L
Change in Patient Condition: [Yes MG Fasting Status: CGY\.f))LMLo,
Physical Status: | [ ~Patient Identified \J}~Consent Present |_¥"Chart Reviewed
H.R: @gwn | B.P/CRT: t0)ap v~ | Sp0; 41/ on m:w» [ R.R: 1gf’,w, | Last Feed: 10 -c2 pr)
H’[ U %% gl
Pre-OP Dlagnosus C,J;,L da l...B. Patarione L Operatlon .......... €. LREL" - i Date : .t.o..'...é..‘..zé.,.... 4
Surgeon: ... 1. DA amadtor... Mﬂpﬁ Anaesthesiologist: W%ﬁ’%{}c‘g ooece TeCHRICIAN: JK i SN
TIME A o7 fo I8 ) v T -
N,O/AIR/O,LPM ' !
HALO /SO /SEVO Antibiotic
Drugs: Pay
Lo orxaean 2 I F 31U e TR EL S0Ymf Ll
" - U rent K Suppository
/ {' b I i1
£
?ulj’ C e Pl im g iéruf—r- npllN
%_ TERA A Cxtrn i 8e 1D 10hy Blood Loss
=
FIO,/ Sa0 OV/ - o[- o/ 4
ETCO, :
ECG E2 ¢ fRl= LI —
Temperature *
Urine Qutput ] NOTES
ﬁg R_[NQ PANY . w1 N
22 = i = v Ty
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Toumiquet on Timy
Tourniquet :; Tlm: 160
140
Throat Pack in
Throat Pack Out 120
100 H-E . 4
80 -
60 »
40 e
20
10
0
ABG
LAB Values
¢ GRBS =
Others
“="Equipment Checked and Temp: Induction Regional:
Functional [ HME [J Fluid Warmer Ow [ Inhal ity Specify: ..
~T BP [ Cling Film  [] OH Warmer 1 Pre 0, O RsI Spinal ] Epidural DCaudaI
[ Cuff Site: w W [ Hugger's ] Cotton Wool (] Others BRI . e e i R SR
O ArtSit i Oth i
\.Z/EKG L:ad o er ] Mask ] SGA Position: ........
1 Temp Site Thues: 2 ] Airway ] Oral [} Nasal Site: ..
I'_I: FI0.Monitar Anaes Start: . q OOy .. T T e L | _Need!e Slze W
O Agent Morior op start: ... A2 16 Q... 0 oral CiNasal [ Cuff Parasthosia £ Yot L] Ho
Pulse Oximeter 0P End: . [ Tracheostomy ["] Topical "Catheter at skin ...
[ Capnograph Leave 0“ !0 .0.68%) O Drug: . Drug Name&Conc %Ji P&
] Ventilator Anaesthesia: [] Awake [ Direct Vision Bolus: . VAL BN .. "'W*"'P
] Nerve Stimulator ] GA [] Video Laryngoscopy [] Stylette / Bougie Infusion: ....77= TN o |
o [.] Monitored Anaesthesia Care [ Fiberoptic Block Level: . T
Position: g s e A Regional Blade# ............... Attempts: ..... '.Cbrnments V‘
] Pressure Poirtts Checked Difficulty WhY? ...cooovereceerevsnrnen i
Line (Size & Location) Transportation to
Eye Care: I GVP: . ] Bilat = BS J [ PACU Jicu ["] Other
] Oint ART [1 Semi-Closed Circle ,  Relaxant Reversed [ Yes CINo [INA
_ Tape i .
£ Fagding %:3 S gi?_:?d — Name of the Dcn:lt:lr:]b'.J é‘f“ SIMA.
[] Awake Ow: ... Signature of the Doctor :. @
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PA

€

Time Received :
7

2z
Rainbow® . o il
Children's | @ BirthRight
Hos p|té| . BY RAINBOW HOSPITALS
It takes a kxtatreatﬁ:he little. Your Right to a Safe Delivery

Time Bisehanged - ...x.0 b 5l e

$ed L ko | )
gfg Ul a?"‘ zfg IV Gannula SrteLdtrF"'Lvo‘dV’ .
on] 230 230 | [] O,Mask [] Nasal Prongs
§ ;fg gfg [ Tracheostomy ] T-Piece
b7 200 200 | [ Oral Airway [ Nasal Airway
& 190 190
180 180 {
8 170 170 | Vomiting : [ Yes I}ﬁo/d: (3001 IS e S 17—
S 160 160 ) = [
@ 150 s [NGTube:  C1Yes Cjho” |
v M 140 | Drain: O Yes O 6
A : .
120 120 Urinary Catheter: [1No
» 120 : ‘ o _/E"‘ES
73] 100 100 Chest Tube: [ Yes [he—
5 ® ] 9 | il Oral OYes OF6 |
. 80 ] 80
70 1 X N 70 i 4
2 i G = - "+t i 11 S | S
7] 50 50 Oral Feeds: ﬂ)gr)}
u 40 40
v 30 30
20 20
10 10
0 0
SPO, _
POST ANAESTHESIA SCORE MINUTES INTERPRET,
(Modified Aldrete Score) IN 30 1 60 | 90 ouT SCORING INTER ATION
Able to move 4 extremities voluntary or on and =2 - | A i
Able to mn:: 2 extremities :olumag oron ﬁgmﬁand =1 ACTIVITY \ p)__ o L A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 DiSCh arge
Sbie to deep breathe & cough freely =P |
yspnea or limited breathing =1 RESPIRATION L S . | ’ . "
Apnic =0 U Hrlr Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | = A i i inian:
BP = 20-50 of Pre Anaesthetc leve =1 CIRCULATION space below by the Discharging Physician:
BP =+ 50 of Pre Anaestheic leve =0 91 Al L 7 e ;
Fully awake =2 o
Arousable on calli =1 CONSCIOUSNE!
Not responding o =0 t ‘)—’ y = g & [ ]
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic o =0 i - ’L— ﬂ—— 2-
TOTAL al LO|\D |0 |10 |
[
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention . Signature
o.%D g
W4he| loie O] [o NA- -

7
Izg)m

\oph

oltt

N

L/

Pain Tool Used: [ NPASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

] Wong Baker

[J NPS

Reassessment Frequency: |

1. Every eight hours for all hospitdlized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
Every 2 hours for first 24 hours

After 24 hours avery 4 hours

Prior to pain relivingginterven!ion

With in 30-60 minuth after pain relief intervention

a.

b
[
d
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It takes a lot to treat the litte. Your Right to a Safe Delivery

I\

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

7/ O TN coxaomcaihibio e Pracoture dONE DY ..o mimssisssinssssmsmssmsassnrmmrinrsass
CSE /Spinal /Epidural POBIION . ceaninm BRACE 1. s e iminsnacmnain Technique (LOR/LOS) ......c.ovovevee
1,21, 1| Catheter at SKin: ....coooveeveeieiieceeeeceeens AARINIDIS S wisoniiimsinsiimssspuasssssrsissassuissprssmmasres

Parasthesia : YES/NO if YBS GBLAIIS © .....c.ocveerercereiicrriininirsisisse s s R et
SOION COMPOSHION : ...vvvorvucreaerasisseesssessstasssssmssessssssssmrsssssasssssssssssssesssessasmssssbes s s AT SERRSES R S R s e

Any other issues :

- SR m——————————EREE LR Rt
YT U PR SO ————
Time mﬂz:il?;:!:;ate Bolus (ml) LeﬂLeu:il Mg FHR Comments
ght | BP | Pulse
Delivery Details : ~ Time : .......ccoeneriennn. APBAR! ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TiP INSPECLEA : ........uuuiuurimuerisresseess s
PRI SAUSTACHON © ...ou.eevvsrrssssieasssssuosssssssnsensesssssssitssssessissssssssessssassssrasssstssssstsssssasersssastsssass sHEIERSH RS ISOSSR IS SeSORL SR USRS 001

Discharge /Shifting ordered by
DOCLOr SIGNALUE: «....cvvvvccrinnieiem e
DOCIOE NAMIB: 1teuisseaisirisrestiisnives e Sk sssb b esisiavamgsssgurasassunannsses

Date aNd THMG : .eccvccuummissnmsnensssrsassasssenssssssssnsassnssnsisssnssionss
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T Hospital_ | ) roummmzs
CONSENT FOR ANAESTHESIA |

|

Authorization By: Patient [ Patient Attendant

Please read this before you consent for Anaesthesia

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

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

[] Heart Disease ~ [] Hypertension [] Diabetes  [] Renal Failure ] Multi Organ Failure = [ Hepatic Disorders
(] Shock (] Obesity [J Chronic Obstructive Pulmonary Disease

(] Others X q’\""zf"’a WHCL\"Y JRTH; WWJ l‘((};dk;i‘: EID"'-"

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
\E( Regional Anaesthesia ] General Anaesthesia (] Monitored Anaesthesia Care

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

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

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 satisfacfion in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness:

Shgnatirg: .. N e L Sl N e e Signature: ............ :

Name: Wm@iwg MR sl Name: ............ ?4’516 ..... 4 T V A2 L. B2n]
Relationship with patient: ........ SL/F .............................. Date & Time: ............... [9 _']'lrl”?"?)'nr"’l ................ :
Date & Time: ................ C?‘jﬂ-w" ...... 2.5 m s ‘_

Doctor (who is tahwﬂem):

Signaturey,. .............. NameWDV\k%oru\W‘w ....... Date blq']% ..... 1’1me?)&q’"q ............

.No.: (26)
Docu. No. : RCHBH / FRM / CLINICAL / 021 (RT.O)
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obdhain 5860 & eiiis k@8 Kot Sabdd ao Stkod

i sibdihcin oo SHasH, dwoth S8R HRYm widetl Heots SuaE HED. HRSS 68 Pasy, Hinaboss D&
S8, DB, edgnost. HDR S8R0 D0 B, Hothodt T ebdlicin abogo ol &, okhest eoadt.
Saibd ebdhhain ol 680680 wl HE wrma, OFES eibhRain Ho8, Coome Jabio. BHass, o mabo Etaed

S0 D08, Hddnibo 880, S sdARAon &8 STES ebdhain Too w08EE Kot ABoEL0 @ gRMPDS
©0D0BHHy,.

258 I 0y ;
Bots HEy, Bty Hiriy® SO 408 PE YD (HO0D Bikyen ok Hbom S0 th. T &, Hoddsers it
odmik Hockn o8 %8 Jabemeon.

(] Spych amg® [ Sgddéw [ dochdddeo [ dungdomo gPeo [ adwd odchd SHego
[ se8at Hekortyen [] &6 [ sswseabo  [] &S o898 amo (COPD)
L] BB ik ccssnsisssssmmsnimiiissivsismissssiasisiismim st nnminninbua b Anni i ce phses oo

556 / 668 ©Bo3os

o SfRain Hoto EBHED FPOOD Bom Wt BbHRdR BTN Fib Blte aKTR.
[ Oubd obdhain [ =bts obdhan [ &edbf obdldie 35

o oiflicin a¥R0SS ey ER 20T BoR, SHEH Hiblyey dodih, 80 Hb oo Siuthmr. HB6S aoBES
ag,b b D98, Soe Ko, MAbo, BvERDE T BeYothen, 88 HBBYe, oDy, BEDEL L) e, TRoHen
ook sikebo Hof Kk aotbdl.

o BPHos HEnaboss eXivo oY, Bl S (THERdn bobS BB Aing S, sSoabS BB, Hdtebsw, B8,
danden B8 H6; eptien, dubd obhRai wod b sbdHRaint dnt, B0EPHe) Jdbmrs sddlcin womas
Beto oboos sy,

o BHosd, Kkaboss bty Sobd ebodto, S¥HE@E 8§ HmTen (Blood products) @S w H8568 &,
Bye 0meR8 Bnae Ik okodns arymr.

o oibf ogeido, Hmare, Hramren Hochy Herdinch 0840 thood ebdRain Sy Tk adocaibdiy Jin
©o{iBoyaR .

o B ddmando vose Ji drem oo Sk, wi HE o847 obsbo ©L0R0D, Wodk: TK ety FRRS’
RES HinerTe 5Tk, e okhde b Hrem BHW graress, Kabormr alyTrbe dBoKyTk.

588 / 558 ©Bod0s: nd:

OB, o35 s et b Yo v barisvertatinpagbonans ibdusea buovanslihonss DOBBOL . cvuirsavssnilihil s Tone el s def it rdiactriasbbos

B .oovenn - TP T N el SR sisessnnniiiatioe SO 1 B2 4 ...........................................
. BIOBE OO~ thisi i it SO B BEERO: ... B iris B i casrssnsasaridaduassassans

BO & DEOANO: .eevererereerereerererersesessesessssesessssesessssens

@6 :

BOBEG: wosiivsvivsvicsiivmsiimssiisioess BB i esr s s BB B BWOEDO! ....covessnmssrrsrsssarressrassasasssssonsres

; (26)
Docu. No. : RCHBH / FRM / CLINICAL / 021 (PT0)
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Tt takes a lot to treat the little

\i

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
- ' 0! SeA).
BAH-00391682 1P5-00176189 l b\jrlﬂr 5 3 q “;6711\' [O [ 'j/p&é ' {
L Mrs NAAILAH SADAF - -
g-f;'::m Gt i Transfer Ordered by Reason for Transfer
AT ol |
o 7 Ol s~y
From Unit To Unit Information to Attendant
Number of Sheets in Clinical File Personal belongings including . ; A :
D — clinical documents. If any handed Patient shifted-with ID band:
< over to attendant YesT | No| |
Number of Imaging Films Yes[ | No[ | L
e @ | e L L S O RN
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
T
2
3.
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No|[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
: sl S1¢lod
61, Qe PR 2 F
Patient & Clinical Records Received by :
Date & Time of Patient Received : b, sy [D?‘:Lf/)/(

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

Docu. No. : RCHBH / FRM / CLINICAL / 102 26)
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"“*:TW‘*%D gl gl Rainbow® "
B T \\\\\\ Children’s @ BirthRight
°'\\\\\\\\\\\\\\\\\\\\\\\\\\\ 320 riospital _ | ) zmmonom
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
Date: ........ ' DJ\;}PE ................ TIME: oot QPY“ ........
ongin: ........... Il Height: ... [ SLhn... Weight:......}.QS:f.% ....... BMI: q¢:2 $hkg)me
FOO AUIBIGIES: . vvvvvvevoeeeeeeeeeeeeereeseseesenenee R T VTR A OL LU RN
r DIagnosis: ................ PO”_OJLS‘J ....................................... LGhard ... Wadan. ...
Type of Diet: = Tiquid [ Soft O Normal (] Diabetic
(] Vegetarian /D’ﬁ;n-Vegetarian 1 Vegan
Diet Advised:
Gps 8 wabe o (@ icopn
...... 1 ',
4
OAKQU:A W & oo FM
&
Patient’s / Aﬁendw Dietician’s
T . ] Signature: ......... _g‘q‘ﬂﬁ .................................
Name: .......ccccoeevveenene N&;W ............................ Name: fafw ................................
Date & Time: .......... , o]%j;g ................................. Date & Time: ...........c.... IO{:}I 2B

Doc. No. : RCHBH / FRM / CLINICAL / 195 (PT.0)



DIETARY NOTES

Date Time Notes Sign
u$26 10ama. pattent s Stade, oral dunroke s good
* ’ L =
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12|3)26 \ 0o | patient s Shable, oral dntaks.ia
SaAng
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SURG":AL i:ge g:r:g;;; l: 5"\!£ qﬁN Patient Name : . :?Hmﬁmﬁﬁm||||“”1|?||;"" G Rai“%w. E iaht
Anaesthetist : .. 7. Sppe % | UHIDNo.: ... Al LA | Children's E.!:,‘ta.',‘wm%‘:
SAFETY CHEC KLIST Scrub Nurse : .......... S A Seorty B ... Al IN-UME <o S Q'Lﬂ}—n’ roRE ."'"'""""S"'M""
HYY)

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

Blood Units Reserved Yes &flo CINA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? C¥6S CNo CONA

Name ......... D’ Kﬂc—g"\‘g"‘]& .....................

issues or any Concerns?

OYes CONo CONA
Is Essential Imaging Displayed? OYes~No CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes CINo

ST

Time:...&2) L. Pya. TIME OUT  Time:... 5 2.0 A SIGN OUT  Time:. &.:-.\0. A0

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

|dentity ~Yeés ONo introduced themselves by Name and H“"\D%; CNo The Name of the Procedure Recorded ‘,B’é No

Site +1¥es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure #¥es CNo Nurse Verbally Confirm \‘{, Counts are Correct (or Not Applicable) e}@ No CINA

Consent ¥es ONo Correct Patient (Check ID Band) Yes CINo The Specimen is Labelled (including
Site Marked COYes ONo NA Correct Site Yes CINo patient name) Lyes/El‘No CINA
Anaesthesia Safety Check Completed [ ¥€S CINo Correct Procedure &s CINo Whether there are any Equipment Lm]/
Pulse Oximeter on Patient & Functioning [J¥e§ CINo Anticipated Critical Events Problems to be addressed OYeg =No CINA
Does Patient have a: surgeon Reviews:

Known Allergy? OYes 4 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duraion, | AU £/ SREAR S0y SRR B N

: ! Anticipated Blood Loss? 2 wes INo CINA and management of this patient? OYes O

Yes, & Equipment / Assistance 002

Available CYes CING Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? DYe\s}ﬁo CONA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned J#Yes CINo ONA Been Confirmed? are there Equipment N ol

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




SURGICAL
SAFETY CHECKLIST

! L A
Asst. Surgeon : ...........
Anaesthetist . ..............
Scrub Nurse : ....oeeeee

llllllllllllllllllllllll l . ’ ; : ‘ .'%

...... - Ratioht-Name-rrrrrrrrrersrrerrrermreen e B E Gender: ......... Rai_nb’ow: @ S
_______________________________ UHD N, s SUTOY NI £ o | NS .w_w_,_,,_,ggﬁs_
............................... 07 -SRI | ¥ || " OO | 1.2 " ": FY i _—

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timeiooooeoeenn,

TIME OUT  Time:.voeovvne.

SIGNOUT  Time.ooooooeeees

Patient Has Confirmed
|dentity CYes ONo
Site OYes CINo
Procedure OYes ONo
Consent d CYes ONo
Site Marked OYes ONo CONA
Anaesthesia Safety Check Completed OYes ONo

Pulse Oximeter on Patient & Functioning CYes CONo
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes ONo CONA
Blood Units Reserved CYes CONo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes CONo CINA

OYes CONo

CYes CINo

Confirm all team members have
introduced themselves by Name and Role (1Yes C1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) OYes CINo
Correct Site OYes CNo
Correct Procedure CYes CINo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? OYes ONo CONA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? Yes CONo [ NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? CYes ONo OONA

Is Essential Imaging Displayed? OYes ONo CONA

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

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

CYes CINo

OYes CINo CINA

patient name) CYes CINo CINA
Whether there are any Equipment
Problems to be addressed CYes CINo CINA

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



