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SURGERY DETAILS

Date : }I}’P%

* 4
Patient Name: Date of Birth: 30/![(!‘!‘:1)3. Age: 323.4
Gender: ................. F .................. LRI 0. SR UHID No.: L lat 00 99—1?27
Date of Surgery: ......... Y. ?’(% ....... JOT-1 [10T-2 (JOT-3 [10T-4 [JOBGOT-1_L 188G OT-2
Name of the Surgery : w‘*—’v ..... \Ag% ........ &¥\'§~=—Q ....... \l/gao\ ..... RrE ey T
fren A
TR .o % .......... 4“ g Time Out .......... ? QO ..........................
NAME AMOUNT
1. Surgeon : '\%“ ..... e o P S SN S W Sl W
0 .0
2. Anaesthetist bl aig AA*'ET .........................................................................................

6. Assistant Nurse §'S K oe-Shoom  \\QNa¥y N i5e

Special Equipment: (] Laparascopy (| Broncoscope _1 Harmonic [ Morcelator
[ C-ARM [ Cystoscopy 1 Versa Point [ Liver Cusa
(] Neuro Cusa Vs SR T JP.

Aér’"\x 3
Signatureof Jhe Surgeon( [ AERLINNTTGN Q@\\J\E \B Signageoh)ifculating Nurse

Order No: a\ 6 % IO Ca Order by: gk&(\

Docu. No. : RCHBH/FRM/GENERAL/114
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CONSUMABLES OF OT

Rainbow"®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

. BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Birculalig Stafle il . i TR . oo s siemsasenss Date : ............ XN NI CRES-. Time s bt
Anaesthesia Disposables wsuod Y usea | Surgical Disposables suet ) usea| Disposables (Baby Side) | OV
ET tube wﬂor Pack |aca |7 A A hjVitk Pl
LMA G- A Sutures ) 2 M 451+ Cord Clamp b /Oﬁ_ .
ECG leads{"A/ §// N e 920 I o Suction Catheter Q-G |
HME filter M7P /N P 9 i L d//Feeding Tube Uy L
Syringes : 10 cc \(7)/ & o o Vaccum Suction Set O
05 cc uB Leioves 1[40 ¥ Z/Surglcal Gloves 7 { blo] N1
Uzcc Pl PR ~ | V7| eduze Pack 1| " Y Bt
e / PE 1 { ,.Syrlnge\"rmI/Zml 9
Cautery p!ate( A/P ) \ | Surgical blade - 99 | Oj/ Surgical Blade # 20) | _ | 7/
IV set Sl " | NGube "} Koochies (S) P e |
] Cantery pencil - Al YJJ.ﬁ HPParuu.a B\
NS : IOm}ﬂ&J;lI/)UDmIHOOOmI B Koochies “wi 1 :, | 'y ] i
\A;u\u\)()i\q O Ointments - ‘ MJ]PM // 01
xq W @) | Suction Catheter el A9 MIL
Fentanyl | Cap, Mask Wolleile” FEE
e Gauze Pack Q. o T~ a0 €99
Ketamine Mop Pack \\'B/%/// PR T
Propofol Steristrip 94057 19 e % T
Rocuronium __yUhderpad - ,\/
Glycopyrolate ».../\ Draw sheet evp, ; (RS o _ﬁ; ot 8
Myopyrolate | Abgel 0 1
Ondansetrog~, LA _-Foleys catheter
Pencaf 25¢/ Spinal Needle 22 A~ | Urgbag
Bupivacaie 0.25% 1 Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) -..,/( Romaodrain bag
Antibiotics ndage
Douuho CA\AY Tegaderm T ¢ //
Suppositori€$ Y~ | Ioban k —
Anamol : 80mg/ 250mg / 170 mg _Double J Stent )
Supridol : 100mg / ) +~Vaccum Suction set O'\/
Justin : 12.5 mQIZSmQUO@J ’:’4 | Pfastic Bed Sheet il §
Tab. Misoprost : 200mg o 4Z7Betadine Solution :
R T | p__iMicroshield “hot
O\ \L8 ,y/ .| Cotton Balls Wi
SN it = ]| Latex Gloves 26
vy TR ~] Ramdione Scrub o
17NN A Pf— Sarat D} A ol
Surgeon Anaesthesmioglst Nurse OT Technician
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Hos pital BY RAINBOW HOSPITALS

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

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

D ..oviieee g r .Lé

C o TR T BT R S S i R DA S SN 1S SR S A O
Assessment : /
On Observation: Mother seen in lying down /sitting/ reclined position

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

vd

Iviine +/-

Catheter + /-

Postural alignment .
On Palpation : Edema — absent / up to ankle / up to knge/ above knee
On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic

e

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

Able to initiate Pelvic Floor Activation = Yes [ No

Spl Notes -

Treatment Plan :
v/ Lateral Breathing C Vﬁelvic Floor Activation Mransversus Abdominis Activation
JZ Gluteus Activation / Active Motion for Limbs \/fransfer Training & Mobility
"'s/Sit to Stand .,/ Monitored Walk \Aosture & Ergonomic Education

SERRIIN : ...k

Name : @'l //2‘

Date & TIMe: ............c... % // ................... éﬁfl\/\/

Docu. No: RCHBH /FRM /CLINICAL / 200



e . Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Chiidren's _ : .Telangana, India ,500034.
Hospital BrthRgnt TEL NO :+91-40-4466 5555

Rainbow WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

LRRLRO R MR AT CEER AT RN (R T
Registration Details : LRI |

Admission No : IP5-00175850 Admit Date : 02-Jul-2026 Admit Time :02:11 AM UHID : BAH-00525134

Patient Details :

Patient Name : Mrs MEGHA AGARWAL Age :32Y7M2D
Guardian : MR YASH AGARWAL DOB : 30-11-1993
Gender . Female Religion
Occupation : Martial Status : Married P
Address (H) . VILLA NO 129,SUNRISE VALLEY VILALLAS Phone No : 9909506666/ 9550106666
Attapur Hyderabad Telangana INDIA 500048 E-mail : MEGHA30.AGARWAL@GMAIL.COM
\dmission Details :
Bed Type : SUITE Bed No : SUITE 5 (425) Ward Name : 4F-BIRTHRIGHT
PREMIUM
Room No : SUITE 5 (425) Admission Type : First Visit
Contact Details :
Name : MR YASH AGARWAL Relationship : Husband
Contact Address : VILLA NO 129,SUNRISE VALLEY VILALLAS Phone No : 9909506666
Attapur Hyderabad Telangana INDIA 500048
L
Signature
loctor Details :
Doctor Name : Dr. HIMABINDU VEERLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 02/07/2026 02:12 Printed By : 017494 Page 1 of 2




ACTIVITY RECORD FOR BILLING

. S & R
:tHMo:Zzsm IP5-00175850
HA AGARWAL
UHID No. : _  30-11-1993

Dr. HIMABINDU VEER

.. Wi

[l

32Y7M23 i T

2
Rainbow” ;
Bpnbow, ‘Blrtthght

= BY RAINBOW HOSPITALS
Hospital B ROP T iy
It takes 2 lot to treat the little.

Room/BedNo:_ _ L g et et Suggested Billable bed type : _ _ _ _ __ ____ ___
WARD TRANSFERS
Date Time From To Signqture of Nurse
228 a0 | eolle-c 040 T el
2
@\ﬁ/\ﬂ? ONTE) ORG-0\ Lorfe-s 5‘1{/ /z mf;ﬁ/b
Cross Consultation Visit
Doctors Name Date Order No. Signature
1 ] , :
Or. Tohuns zﬂew q64(140 M

; NLHA- z/{g]/\ﬂa | acimg | Koeepo
> 10y Rnindlavend elng | 463440 ngcw«{\f
¢ ngm{;» 7/{6[?@ A64 446 d{fw
5

e

/

/’

8

9

10
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INVESTIGATIONS

Date Investigations Order No. Signature
NS R et Q6009 - | iy
-
=

/




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting :
Date Equipment Time Tene Order No. Signature
"
?L\?‘ fmanf apomdor | 4Ar | m q 4 36048 XAA

]

i

/




PROCEDURE

Date Procedure Quantity Order No. Signature
e | Tv plemunk ol 9630946 | pilia
211l 6| PAC Q) 469 q4Y iy
2130 6 | (gt 0\ TUSAE. | pis

s
/

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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MEGHA AGARWAL _
1-1993 2Y7M3D () "
IIMABINDU VEERLA Rainbow®
ainbow »

TR o idren's | & BirthRigh
pirg £ Children’s irthRight
} ‘ S\IV&L Hos pital . BY RAINBOW HOSPITALS

mmmmmmmm ittle. Your Right 1o a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 3[:}7\2&’ Time: ..... ﬁ] Lok SRR
Origin: ........ % V\”Q*M ............. Helghtleecw Weight:ﬂf%..'..%...t;: ..... BMi: 2 V—HQ’\]('“’

.“ood BN ... ootnessusaasait ‘\W ...................................................................................................................................
PoD =1 1rcs |lpwia Se e Xlov,

3. RS ) %, . < P 8 T i oyl O 1. 10 oo ) PRI

Type of Diet: [ Liquid /iZS/of,t L) Normal ] Diabetic
‘Q/Vegetarian L] Non-Vegetarian L] Vegan

Diet Advised:

‘. .......................................................
Jatient’s / Attendant’s Dietician’s
Signature: ...........<%... T ST Signature: .......t\
") i RN B - 1207 S N SRS SRR
Date & Time: ..... ?D[ ...............................................

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



DIETARY NOTES

Date

Time

Notes

Sign




BAH-00525134

Mrs MEGHA AGARWAL
30-11.1993 32Y7M20 (F)
Dr. HIMABINDU VEERLA

A

IP5-00175850

IP ADMISSION SHEET FOR OBSTETRICS
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Rainbow®

Children’s ‘BirthRight"

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Presenting Complaints

for, Lle

e eE=t Od"bi%ﬂ‘

Corrected EDD: \/ﬁl’iﬂ 2.4 :

GA: 3‘{“{

Obstetric Fo £‘rmula Menstrual History: Regular: [] Yes [] No
Z—P‘ Obstetric Examination
Obstetnc Hostory:

(_U*{\U.?})-tn’) 4% J 9’00 '-—alﬁ\:%ﬁeight: j«EJUY) :

(P‘{ Ut Activit: EReaed [IMid  [IMod [JSevere

Present Pregnancy Record: Liquor: ﬁequate ] Oligo [] Poly
badad o

2-f C""‘*”fg‘“"“ PP: E}’Ce//phalic (] Breech Others
\qml‘d i Head Fifths Palpable:

RISK FACTORS: FHS: ormal

[ Tachy []Brady [ Absent

Per Speculum Examination W&-— lm,hnﬂtb

] Absent ("] Bleeding

Draining: ] Present

Meconium [ Blood Stained

e )

Colour of Liquor: [] Clear

Vaginal Examination

- = Cervix: (] Long (] Partially effaced [ ] Effaced
Height: ‘H? cm
Weight: -u, g kg Os: Closed Dilated
Allergies: ........... UM ..................... Membranes: [ Present ] Absent
: 3 e Liquor: (] Clear =[] Meconium []Blood Stained

General Examination: ;
Consciousnes&TYADD pajor:  (— 2 Presenting Part: [] Vertex  [] Breech [ Others
|cterus: W Edema: Sutton: O-3 O-2 O-1 00 O+1 O +2
Temp: - PR: SLFMV‘ Pelvis: [] Adequate (] Doubtful
g \UZp o ()

s e > g1 ow B
ovs: Sible rRs EpSE@ 2
Liver/Spleen: N)L:B“f QBane Output: ﬂgﬁ-ﬁj&

o DINGNOBIS oo oeooooeee e

Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.T.0)
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Mrs MEGHA AGARWAL ‘
30-11-1993 ZYTM20 ® |
Dr. HIMABINDU VEERLA

L

Family History: Surgical History:
o - HAL Wy . 2o
Medical History: Medication History:
N\ - . :;\M
1 b
Plan of Care: Investigations:
E My AUH O we
—F'UOOWV*Q - Wwrald - N

_Z_E,_Qigg /asjv oy

| etosf

Signature: ...

Date & Time:
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& BirthRight

. Your Right to a Safe Delivery

BY RAINBOW HOSPITALS

PROGRESS NOTES AND DOCTOR'S ORDER
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gl vithl - \lkal10) . o . i
PRJ ¥ ,V/W},/ A it
o QPU;;(,' e UM/M v N A/ .
it L1 Vil booid WLk e Vi

~

gt ) sl A i
' VVE., WW, ‘.. v W" g;%b‘béi
: I~ Dolporm-44
N’

. D000 Clestive. VL |l Wl

ki, —— ‘

- 2, WOt | ab ity Au, i Al
“/EVK \fﬂlﬂl/;.’!ﬁ){ﬂa‘m M‘ (QD) . Qﬂ_ ] gﬁll Ak VA
Bty i, - Shbpm, nm,.my/m

v S0, 10} tnfh .

Vo= 00, PGl ¥ g D] il il 4 siiu
| b W’WM’/ YA S0 LN fl.m.:j '.1, MW

.M J DAl v | s J lluullb
s i N . o ,1",: &L

W ( (1)

Docu. No. : RCHBH /FRM / CLIMEALY 088



BAH-00525134 IP5-00175850
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Rainbow®
Children’s .
Hospital

It takes 2 lot to treat the littie.

\

Your Rigl

PROGRESS NOTES AND DOCTOR'S ORDER

a Safe Delivery

& Time Progress Notes Doctor's Order
21 RS Py |4l 814 Jdy
Rt . '3 /O'Ji M}@
W R iptaih Oyl el
— YEETA i S PR 52"1’") : W
_ be - fuo - ppdatid
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[Tty (S ‘ - &\W
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BAH-00525134 IP5-00175850
Mrs MEGHA AGARWAL
30111883 32Y7M3D (F)
' Dr. HIMABINDU VEERLA

%

Rainbow"® &

Children’s .BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Del

Hospital

It takes 2 lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

livery

& Time Progress Notes

Doctor's Order

LW»E = C\\Vﬁ e Heuan Roiueleq
e e

- ‘hom..ammm :
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ga-:?me Progress Notes Doctor's Order
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BAH-00525134 1P5-00175850 ’m/ —AW% 2
::‘ﬁ:;::i:%fi““ CiTrans } BirthRight
T l||||ll Fospital | (s
Sheet No: m REGULAR PRESCRIPTIONS Weight .............. Weit .2 .8

naua:m' M—M 4 %?;ibg\q‘o\% ,\\\A |
Do Route | Frequency f l1 AN pis’
P 1% [ XS

N

Name & Signature of the Doctor |

Stamngtne{ruw (/R/ MP’M '

T
Additional Irfﬁ’u tions: Q 7/,;\ % ’
N SR
: 1%
|
Daily Doctor's Endorsement by a Sign u a' ! =
W | oruc: Too (R rex T tin ?ﬁ%};ﬁ B a0
Dose | Route |Frequency |StartDt.| AR, S .
deom Pe | v 2y @ ok | A\ pAES
Name & Signature of the Doctor 5 (v 2 \ b C}j\ v
Starting the Drugs v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

oAue: AV RNy AT Fimg

Dose | .Route |Frequency |StartDt. /|

_ RS\ R0 2D |\
' Name & Sigrature of the Doctor \

2B

Starting the Drugs:

2 N AT YOS
Additional Instructions: oﬁ‘
Daily Doctor’s Endorsement by a Sign v

onve: T8 fAH: P e

Wiab | I By

Name & Signature of the Doctor ¥

Startlngﬁ/tDrug ‘ m WW\
Additionaﬁqstrucnons

Daily Doctor's Endorsement by a Sign

5

Docu. No. : RCHBH /FRM / CLINICAL / 108 (PT.0)



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

REGULAR PRESCRIPTIONS

h{/_éi'
Rainbow® . . "
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

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

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

DRUG :

Date

Dose Route | Frequency | Start Dt.

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

') '
4 !
| TRV ERE

i

7

Daily Doctor’s Endorsement by a Sign |

DRUG :

Qate 4

Ttr'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tijpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency | Start Dt.

ﬁrpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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




\

U
—

1P5-00175850

BAH-00525134 .=
EGHA AGARWAL Rainbow . _r
?;:1993 szy7m20 ) Children’s . B|rthR|ght
Dr. HIMABINDU VEERLA Hospital . BY RAINBOW HOSPITALS
QT o [ @
- DRUG CHART
Date of Admission: ... 1t‘1\zﬂ. ..... Drug AVlErgies: ................ A\ _ATGT 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)
. Date»
DRUG : Tifne
Dose Route [ Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tie {
Dose Route | Frequency |Start Date N
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



VERIFIED

VERIFIED

BAMUUDZY 134

1P5-00
Mrs MEGHA AGARWAL Troase

30-11-1593 32Y7M2|D
Dr. HIMABINDU VE, *
m Wl I ' ” ”m,"m ,m I ” ,,’ ’ m REGULAR PRESCRIPTIONS Weight. .........cocenve. ward. .....coooeveviee
- Dater
nnucs;!:.l CebsTavmt  fmpens b
Dose | Route |Frequency Sta t. .%& /|
Lty (@D tzw il
N&¥me & Signature of the Docto .
Stamng the Drugs N ‘ \’\(\“P
Q\OLQ/ e ] ) N
Addltlon N 7Y Ry o b IE
A )
Daily Doctor’s Endorsement by a Sign \{ “u
pruG T-PARACETAMOL 22X | |1
{Jose F\Pute Frequency Start Date \q', N | 'G;\ﬁ(
o | & o X [R5
Name & Signature of the Doctor ‘Q w VWi
Stam“gm ;@ A
(G\) >
RTOAR ‘s
Additional Instructions: Q@‘
8
Daily Doctor’s Endorsement by a Sign ik )
Dater s
oRUG: T- TAMADO L ringd® o >\\\’>g
Dose | Royte |Frequency Start Date\y Y ﬁ‘?
Sy Vol 1o 517 e XS
Name & Signature of the Doctor
Starting the Drugs: X T N/ ~
W AN S
bl
AY

Additional Instructions:

g
W
¢

" 1\
Daily Doctor’s Endorsement by a Sign k
Date»
pRUG T- DAUSTFENAC o X \X
Dose | Route |Frequency [Start Datew}‘ N LN
| Plo | TWD PSS
Name & Signature of the Doctor o, = -
Starting the Drugs: ’
g e Q Q @(w\j AN
N\ AN ‘p
Addmonal Instructions: NN
AN > A
Y
\
Daily Doctor’s Endorsement by a Sign {

Page: 2/4



BAH-00525134
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Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
- _BOLItB Sta " Date Dose Dose Dose Dose
] Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o o . o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE 2
Tlu‘le l Nurs& Sig. | Nurs‘E Sig. Nurs& Sig. I ng& Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose R Doe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o hose o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ?ﬁﬁf{}gger Route Sign:'iture Nurses
o \ 1 Onyd
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Mrs MEGHA AGAR::::LT - - Ra. I;_‘f; ® .
:m-u 1593 InNpbow -
BINDU VEERLA Children’s BirthRight
INIlIIIlllHlI\IIIlIlI\lIHllllllll Hospital _ | () mueoncsims

MEDICATION RECONCILIATION FORM
DIUG ANIBTGIES: .......vveeeeeeeeeeeeeeeereeeeesesesesesesesssssssesssesesssssesssesesnneee _otknown 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)

B e v pmiasi e bma b e SRR A A a1 L .. SRR .

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nare / Time ST
o

1 . jw | e P 5D w2y Ty

) A0 e T &0 e mll=1.

3 [(JC [CJDC
B LJC CJDC
5 LJC CJDC
6 CJC OJDC
7 LJC CIDC
¢ OIDC
C1C CIDC
¢ OIpc

* C- Continue, DC - Discontinue

RCHBH /FRM / GENERAL / 090
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— Rainbow® L i
1 s, "t INTERDISCIPLINARY PATIENT Children's | & BirthRight
Dr. mq”s 32Y7M2p Hos pita| . BY RAINBOW HOSPITALS
o Vi ER'LA ) It takes a lot to treat the little. Your Right to a Safe Delivery

/ FAMILY EDUCATION RECORD

BI
”l//ll/ Patient / Learner Literacy: rflead =T Write [[1-5peak

i

Identified Education Needs:

Il

i

(- I R ee—

Willingness to Learn: -=—=-Yes [ No Healthcare Literacy: [(JYes [1 No

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14, Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights D] g RN e R . 3 I 0 oot A SO 5
Part - Il
Use codes from the list in part lli
Date Time | d:‘:t?t‘i’ad Information Taught s, Comments Desﬁ?n":tﬂ',’: /
Person Taught |  L84MMIN0 | veaching Tools | to overcome | Understanding
Barriers barrier/s
. — T N
VP A : . g | :
AN s AN o | @1 | 10| o | A5
T
> N ' l 1 .
' ) —
W |6 Mhiwdon  Contiol  mia0y 0) \ ¢ Ve
?;e i = b 2 (w_-'
3&2\ Aar 9 Qt?bipu», Aret- | | o L 1 A

Part - lll: CODES

3. Emotional Barriers

6. Desire / Motivate to Learn

9. Cultural Differences

12. Impaired Vision/ or Hearing

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver T R SR PR SN AR
Learning Barriers:

1. No Leamning 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 a S T ) e R S e SRR S

Teaching Tools Used:

A: Audio

D: Demonstration V: Video 0: Oral

P: Printed

1. None

2. (Obtain translator

Mechanism/s to overcome barrier/s:
3. Reassurance & Support
4. Teach Family / Others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

Te = CAN0E SDOOII . ..ot et i

Understanding: :

Verbalizes Understanding

2. Demonstrates Understanding

3.

Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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i ' Rainbow' | @ BirthRight
" HI||||UIIIIII|||||||H||\|||||| MULTI-DISCIPLINARY PLAN OF CARE FORM 2 e .B'rwuo'sgz
Diagnosis:
%z::; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
o |etMedEal | ol : ‘ ‘ a fi ‘L/ * Nursing
AN\ | O Nursing 1 Modified f o gs_o& 'QQ CS)Q() 01 Others:
QA O Others: O Per-Op —a% :
[ Post Op
}}’M'edi.cal ffklnitia.!. i q,\;z‘lfl'k =4 IO veduw ik F’S‘{d‘molb %‘LJ D Medical
[ Nursing, ' Modified f n } % O QOthers:
\*Y © Others: O Per-Op 9 q w./ ol 3 WH Sppor (TU‘-Z
G CJ Post Op ho'u'\ Ve&cf
\ ¢ M O
g\‘)\?" O Medical | O Initil £ O Medical
; () Nursing O Modified ()OD =t € Dg ¢ 7 I\ﬁ 1 Nursing
O | 2 Others: O Per-Op Aot ‘ - *b:ﬁ“ Others:
é 1 oo 45K _—Post Op =13 Wﬁhﬂ g o
mefitar~
0 Medical O Initial O Medical
[ Nursing 0 Modified O Nursing
1 Others: [l Per-Op O Qthers:
L1 Post Op
0 Medical O Initial 1 Medical
O Nursing O Modified ] Nursing
0 QOthers: O Per-Op O Qthers:
7 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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(A

RESULT SHEET

///

Rambow
Children’s
Hospital

It takes a lot to treat the littie.

\\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

L1 |26

Time

30100

Hb

0.9

PCV

23, |

RBC

2.¢0

WBC

e

N/L

Platelets

31H

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

{ APTT

\ CSF Protein / Sugar

\Cells

L

\10. - 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

B alnk
(.

T~

L T R R S Y 8 et IR AU < PRl £ ML V0 | | VIR R U '

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

Radiology : O e e e - o ISR < R | s TR O S S ¥ A

e MR o G, PRSI S 1 .

DU I L OTTAST SRS DI ) & Wt isscinsrrss s oo it isasssshOg ORI EORY e s skt vetsassnss ssassssanssssirasasn
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B S O children's | & BirthRight
L el | @2
BSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM
Dee 0 Aekineion: .. A\ RE: .
Baseline Information:
Admission From: CJER O OPD /Z’ﬁmission Digk. Il DRRrE SHOBIN . icvoncersbiisssasrssssispisinsbinis
Primary Language: _Telugu ,Zﬁg!ish _Hindi L] OIS, SPEOHY .........oomesusereerensesesssssesssesces
Do you require an interpreter? [ Yes /-?Nﬁ IFYBS SPBCITY ......coverusresscssneessstnssssssssmsssssssasssansssssessssssssssssssssassssssssassanssessssasssssess
Source of Information: /z%nt [ Family L NS SDBBIY Lisisi. oasitiiais siaptustinnissnsistanasbossntidans sseratasatitandiis
Allergies: | Yey}fdﬁ (] Medications ] Blood Transfusion (] Food 3 QIO ..coooorrivmnsieiinssansansnsasis
3L A ———————
R e o i csasisssomsumsinesssassassasss sipnessasicssibasessstnsasssnns Doctor Notified on Admission:ZZ@ CINo
..................................... CGWWB&LF[«\SQ{ Name of the Doctor: D'("HXSN&&"
................................................................................................................... T e o S i S
Past Medical History: Obtained From [ Patient [ Family Member ) Medical Record [ Other (Specify) .............c.ent
Past Medical History Past Surgical History Previous Hospital Admission
N TR R
\\W‘S LY fruws | LSU
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
REEBHARRISIONY: ... iomviaainaiooreins Caesarean Section: [1No Yes Contraceptives: “TNo _, [ 1Yes
................................................................. Cervical Cerclage: ~ [OYes Vaginal Discharge: ZN/ ] Yes
Onset of Menarche: .........cccooeeeevcnninnne Ectopic Pregnancy: Zﬁ [J Yes Post-Coital Bleeding'/f{; 1 Yes
Menstrual Cycle?ﬂe/gular {1 Irreqular | Myomectomy: )Z{ (1 Yes Infertility: A [ Yes
Last Mensirual Penod: ...............c..ccvniew Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .)...cooccoccerrces o e bl s W S O RO
Previous LSCS: ... 3. .. PX(U ‘(l.LS ......... T

Current Medication: "] None /Efﬁs, If Yes, Fill the reconciliation form

Family History:/Q*No/Abnormalities Detected
[] Heart Disease (! Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease (1 Other ....... e
Vital Signs / Measurements: Temp: ﬂcﬁr HR: KO RR: \q ..........
BP: .mﬂ.gﬂﬁ.@ ) Weight: .........o..... Height: ............... BME iooeecris
Pain Assessment: Pain: [fés [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)
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Dr. HIMABINDU VEERLA [

LA T

PHYSICAL ASSESSMENT
General Appearance: | hy [1ill looking [] Anxious [] Agitated T
Fall Assessmentm No Score ‘5 complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes o Score...... }ZE ... (complete the Braden Q Sheet)
(,/Dm

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

I Mobility problem [1Walking Problem [ normality Detected

L Developmental Delay I Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
—7
NUTRITIONAL SCREENING: Em}ity Detected
L1 Overweight "I Poor Appetite > 3 Days ! Needs Therapeutic Diet.
[1Under Weight L] Diabetes Mellitus "] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOG CREENING:
_+Calm & Cooperative [] Restless ! Depressed [ Agitated L1 Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: _! Yes [ INo if Yes T ) R SR AU .. Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [ Single [SMarrigd  [Divorced [ Widow

2. Special Habits: Smoker:M,é/ Alco Abuse: [ Yes EMDNQ Abuse: [ Yes ‘o
!

Social History: Lives With ............... LI MU} Al SN LS S

Orientation has been given regarding the following aspects: /

Call Bell in Reach 'OZé ClNo Waste Disposal Explained: £~7Yes [ No

Infusion Pump: | O i ined: ;)Ies/r]/:lo 1 Others

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

Date & Time: . 2\3(\3. ............. %ﬁ ..............
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Dr,ﬁﬁmw T m Ramb;w ® r; "
QT Chires | @ BirtRigh

OBSTETRIC TRIAGE ASSESSMENT FORM

|26

\
B2 T S T R RS Wrrival ................ l .......... Time Seen by Nurse: . 4 “’@ m
1) Level of Consciousness: onscious ] Semi-Conscious [J UnConscious

2)

3)

4)

9)

6)

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 [ Preterm Labor/ Labor
[ Decreased Fetal Movement (] Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement

Vital Signs: Temperature: ﬂ&.lﬁPulse: ........

Gestational Criteria:

LRR: .\& p0,; ..LE?.(?(.L. BP: )1, Weight: .............

/VT\W

Gravida: e P . ) L } A
N
;hf) FL{( EDD: \Q,/ 9}%/1( Gestational Age: ...... %;Q’l;(’] .............
LT |
Uterine Contraction O Yes 1 NA | Onset Time Frequency:
Membrane Rupture O Yes o | CJNA | Onset Time Fluid Color:

Vaginal bleeding VD’@ gkﬂb' [1NA | Onset Time Amount:

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Pre Eclampsia Symptoms | [ Yes fﬂﬁ) 1 NA

Good fetal Movement | £7Yes | CINo | O NA If No specify:

Pain Screening: Numerical Pain Scale (NPS)
| | | | | ] | | | | |
[ I ] | | I I | T | |
0 1 2 3 4 5 6 | 8 9 10
No Pai Worst
possible pain
« Location: .......

o BRI Sl e e M i ki skl sens Days / Weeks/ Months (Strike out which is not applicable)

s Chafaeter: .0 .0 p N'q// ...............................................................................................
« Frequency: .......\+4.

BT g (e T S T T T I e T RS o] N

a) Surgenes .......................................................................................................................

b)  Medical: .............. S \[/

Docu. No. : RCHBH /FRM / CLINICAL / 098 i (PT0.)
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AT

(F)

]

7) Allergy:
8)
9)

Current Medications:
Prenatal Medical History:

we
1 Chronic Hypertension

] Gestational Hypertension
(] Diabetes

1 Yes 4" Yes :

LI Prenatal Vitamin

L] Nane

[J Gestational Diabetes
[J Low placenta
L] Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

O Category‘ll: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[J Category 1lI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

CJ 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)

Imminent Birth

0BCU Obstetrical Triage' Acuity Scale (OTAS)

" Every 15 Minutes

Suspected Pre-term
Labour / PPROM < 37
Weeks

Signs of Active Labour
> 37 weeks

Signs of Early Labour/
SROM > 37 weeks

Discomforts of
Pregnancy

Active Vaginal bleeding

Bleeding associated with

Bleeding associated

Spotting

Seizure activity

and / or headache, visual
disturbance, RUQ pain

with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
e s weeks
. Mild hypertension
Hypertension > 160/110 >140/90 with/without

associated signs and
symptoms

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain

» Altered level of
consciousness

-« Cord prolapse

- Severe respiratory
distress

= Suspected sepsis

.

= Major trauma

+ Shortness of breath

+ Unplanned and
unattended birth

-

Abdominal/back pain
greater than expected in
pregnancy

+ Flank pain / hematuria

Nausea /vomiting and
for diarrhea with
suspected dehydration

» Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
Jor diarrhea

+ Signs of infection (ie
dysuria ,cough, fever,
chills)

= Anything that does not

seem to pose threat to

maother or fetus

Cervical ripening

Out patient placenta

previa protocols

« Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

Rashes

.

Time seen by Doctor: .............. \.\'/%DM ......

cm vk —d—



BAH-00525134

%
Mrs MEGHA . S
| amtraney Rainbow” | @

Or. HuABNOU veERLS 20 ) Children’s .BirthRight"

Uiy Fospital | (@zamenoc

cany wacNing Observation Score Chart - Obstetrics

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

IP5-00175850

RESP
(write rate in
corresp. box) |

Saturations

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

40

39

38

37 ~
36 f v
35 .

< 35

170
160
150
140
130
120
110
100 3 i
90 i - ﬁ’
80 -

70 74

60 E =

50
40

190
180
170
160
150
140 ; 4
130 S G ;
120 7 ) 0
110 7, Y
100 . .

3. dwa]

ajey Leay

>
anssasq poojg joishs

70

50
130
120
110

‘.._—
ainssald poojg dljoiseiq
8
rﬂ
&

NEURO 27 N P 2 e L P R R, R

RESPONSE ‘L‘:f:
i)

Unresponsive

URINE > 30
mls / hour <30

Proteinuria frotgne s
Protein > + +

Lochia

Liquor Giaan

I | TOTAL YELLOW SCORES : ; [Y @
TOTAL ORANGE SCORES £) D
Nurse Initial |1:L




[ Obstetrics and Gynaecology J

Early Warning Signs

& 3

Complete a Full

r
1 Yellow Alert :
Repeat Observations
in 30 minutes
N

Y

(

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

Set of MEOWS
Observations

Observations
in 30 minutes

5 P

~

o

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous

monitoring

N

R

* 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

AAGALL

Date

Time

0)

11

RESP
(write rate in

> 30
21-30

corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

Yle)3fa|s|fE)7]|s]9s]10]@)

12

(2

2,dway

40
39
38
37

36

AL

35
<35

2)ey Ueay

170
160
150
140
130
120
110

100

920

Lo

80

70

60

50
40

R
anssaig pooig Njoishs

190
180
170
160
150

140

130

120

110

Lh

100

70

50

—
ainssaiq poojg Jijoiseiq

130
120
110
100
90

g |
4=
=

\AY)

r
N

80

«

70

N\

=%

60

50
40

NEURO

RESPONSE
[v]

Alert

| A

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +

| Lochia

Heavy / Foul

a---u-------
B e s B b e s s P s R s

2 L B S R Y

Liquor

Clear / Pink

Green

TOTAL ORANGE SCORES

TOTAL YELLOW SCORES
Nurse Initial

b [l

Clo

<41

Tle

Olo




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

N P
/ o ol . %
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e | & Y,

4 2

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

N o

& IRV N

* 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

\4,\6 Date _ . i
32 Time | 8 [ 9 [fo)11]12] 1|2 als|e|7|(8)9o]10]1a]|12|l)[2[3[a]s5]|(s]]7

> 30
21-30

RESP
(write rate in
corresp. box)

. B
Saturations oo --[HI---

<94 % | | | [
Administered 0, (L/min.)

40
39
38

37 \ ) 3
36 ﬁ\‘L‘ Y ‘g e

35
< 35

170
160
150
140
130
120
110
100 :
80 IO ‘ O : ¥

(w)
70 Fiak Ao} 5 D

3,dwa]

21y LeaH

o =]

50

190
180
170
160
150

130
120
110 N ¥
100 ; ﬂ’

90
80
70
60
50

130
120
110 i
100

90 i/ 2 J

80 NIV tl// Vi ¥

—
anssaid pooyg Jijoishs

70
60 L7
50
20
NEURO Alert | | | o [ O
RESPONSE Vaice A

[v] Pain

Unresponsive

d
_\f\-l

4—
ainssalq poojg Jjoiseiq

URINE >30 % = oy
mis / hour <30 SR B B S L R s b 1 b e e I e R 1 B il e

Protein + +

Proteinuria

rrvr 7 4 i
B REEE s o v s D i i o I R S L

A----M- i)
Green i [ e e o e B I s v e e e I L T B B b S

TOTAL YELLOW SCORES [4] 0 A = o] 0
IE TOTAL ORANGE SCORES ', 0/ ¥ A v Q)
Nurse Initial Y & X M /
¥ T

Liquor




[

Obstetrics and Gynaecology j

Early Warning Signs

Complete a Full

e

Set of MEOWS
Observations

.

i

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
& &
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N o
e i
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N >

* The Modified Early Warning Score (MEOWS)
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(FLUID CHART)
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Rainbow’ X ol
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lok to treat the Httie. 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

L Nature
Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage | Urine

IV Site

Thrombo-

phlebitis
Score

Sin.
Nurse

Mouth L.V

N.G

08:00 am

09:00 2m )

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake: *

al Qutput : A

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

1200am ¥~

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

ra®
—

0o

el

04:00 am

\(mn)

e
s e

DL

5

05:00 am

3™

\Gop)

A

06:00 am

~1
—

\(OwJ

<

07:00 am

3

B
s

Total Intake :

Total 24 hrs. Intake

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

Total Output : cCp O
!

Total 24 hrs. Output
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Sheet No. :

2
Rainbow® ) .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

FLUID CHART

2olod

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

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

RS Intake Output wsie
Date | Time magﬂlri% Route NG | Diarrhoea | Vomit |Drainage | Urine Pé?gg'gg &L%ge
Mouth | IV | NG "\ Song

0800am | L [p}  |acon ) b
09:00 am Iy o b |.Comt| &Y

\>y~ [ 1owan| 2y B |8y ”“f o tﬁ

™ [Toa| g 150 | O [[an0
200m| Pr M |)cpe / 2000L ) 9 | @9
01:00 pm 4% 10) 0 1 %9

Total Intake : A0 (L~ Total Output : faw Ugm\;:\mz
0200pm | R0 [ap [1CONY r ; O N\Sw
03:00pm | ¢ L0 / Q| ¥
oo | Q) RO |\00md Alg o ) /&g

a\”\ 0500pm | D¢ Lo 0| &g
600pm| o P | 1o Q %
07:00 pm 8

Total Intake : ()) Total Output : f) v Ley) M-
08:00pm| QL | pleos [\EOM) a1 oy
o] QU o T ‘ onlle I
10:00pm | R{ \Qum! i 0 ¢ rpnt
1100pm | Ri \Gom! P 0 [ lpu
1200am M0 | \Gum) \ boom) | 0/ |
01:00am \Som | f s Y

Total Intake : —A00 % Total Qutput : CFQJ eom l
02:00 am | : ()
03:00 am ‘ 0
| 0400am Hab » Som | O
05:00 am 7] Q
06:00 am ¥ 0
07:00 am o | 200 0

Total Intake : —{(){J N Total Output: Qe SO

Total 24 hrs. Intake Total 24 hrs. Output 3usond
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N o
1. All measurements in ml.

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

Date | Time ;ﬁ}m Route NG | Diarrhoea | Vomit |Drainage | Urine T'S'r%g;‘ég- I\?:Jgrge
Mouth | IV | NG

08:00 am ' e k
09:00 am 0 g " 1
10:00 am \ W o )b ‘%.
11:00 am oo ! 0 ’
12:00 pm \ o N\ g
01:00 pm i\ a0 \ . |

Total Intake :  <Jp o) Total OQutput: () — > (M—
02:00 pm I L K
03:00 pm p(t\ﬂ l s &
04:00 pm a | N\O
05:00 pm )}‘m&o 'n' fJ & :
06:00 pm J N
07:00 pm v | ok

Total Intake : ('}, M Total Qutput: () —» M —
08:00 pm \ e
09:00 pm ! S '
1000 pm W0 N NO b
11:00 pm 0 v | o
1200 am 1 4 N oo
01:00 am M0 / | i

Total Intake : (D Total Qutput : \).- d m-0 R
02:00 am | £
03:00 am ‘ v e o
04:00 am H)LO ¥ W Wfdﬂ—
05:00 am - e 1ol -
06:00 am ab0 e -
07:00 am : 1 il -

Total Intake - () Total OQutput :\)— 3 — im0

Total 24 hrs. Intake Total 24 hrs. Output CU —0) &©-0)

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

///

\\

Rambow
Children’s ‘

Hospital

It takes a lot to treat the littie.

[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.

| I :I:s,;.

: Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-

phlebitis
Score

Sign.

Mouth LV

N.G

/

08:00 am

V=%

09:00 am

[
/

@

A=

,
o
J |

\)\:?( 10:00 am

11:00 am

i

\I

12:00 pm

Eenn

i

01:00 pm

&
2

Total Intake :  § y Jouu,

Total Qutput :

02:00.pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 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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NURSING CARE RECORD

W
Rainbow* . .
Children’s (L BirthRight
Hosplta| . BY RAINBOW HOSPITALS

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

n__>

Il///I/llll//ll/lllllll/lll/ll/IIII/I

ARSI e o oo sdsaivva s taa st dsas sy tmasinia e a R A ST L b o oW nae e s
[ Maintain Fluid Balance

a Mamtam Airway and Oxygenation
aln Personal Hygiene

(] |dentify Potential Complications

ﬂ?

Shift: () Morning  [J Afternoon d«g/

[ Relieve Pain & Discomfort

E nfection

CED

[J Meet Elimination Needs

[] Ensure Safety

] Maintain Good Nutritional Status ] Maintain Skin Integrity
wrPatient & Family Education

] Improve Activity Tolerance
] Early Ambulation Reduce Anxiety

Evaluation

Time

b = n ....................... T ml ...... l emmahon .
o) Bt

s
v
o
o

o

Nuvse Name: ..o cimiionns et AZ/'— .................

Nurse Sianature: ...

" ''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''''' B e PR L T NN

[3-fog (e

Date & Time: .......... Q/

R S S O SR SN D SRR L SRR B O NEM



It takes a lot to treat the lite.

BAH-005251 34 IP5-00175850 .’W/
Mrs MEGHA AGARWAL . Rai n b:gwo . I-
;E?:I:‘:B;NDUV::RUMW ) Children’s @ BirthRight

NURSING CARE RECORD Hospital | \)mueonm:

o

Shift:  KAMorning

AEEERSMBAL. i

(TR

\Afternoon

Date: Q!QZ%

I Night
f?QH?M’L?SﬂLmeaq ......... o V(0 O ) Wl (V0w T S el

("] Maintain Airway and Oxygenation “Relieve Pain & Discomfort [] Maintain Fluid Balance ] Improve Activity Tolerance [Z] Maintain Good Nutritional Status [ Maintain Skin Integrity

§ 1 Maintain Personal Hygiene ] Prevent Infection ] Meet Elimination Needs [C1 Ensure Safety [] Early Ambulation Reduce Anxiety [) Patient & Family Education
S | [ Identify Potential Complications BT T T SO R M . I S I S e
Time Plan of Care Time Implementation Evaluation
Shio - A¥eB e Pallent Cenal | 282 - Pgsewd Mo patient L 100 7
d. » APO . L f’ @ I S
€ond 410N Cuneval Candiion Clatle
\q\/m D0 ?—}"OV U’lo—t—aj-i \'0"‘3’0 O m’\;‘,’ﬁ/\ﬂ “f-‘-aﬂr E{)tpf Rﬂ $’
n Al tpor. clycked 5 Leoveded Comifpriatl?
;’AF'W) Qoé L ik
0 Q0 (. gt Olid P, 6p.,
- Qv medization o™ / s
U ke v - medzatim  appn oy
o u
Fpn | Encwe Sofedy r i W Sisaces
H 20 |~ Ensw {eflly  providd
i A SO SRR s S RS N T 0TSty s 1 s DO S0 P . o TR T 5 . # R
R R T B R B N e S
............................................ fguw&f?
Nurse.Signature: .................................................. Nurse Name: ............. 659 N WSS e Date & Time: ‘gb’&t{ @ ‘97’*\

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD

%
Rainbow® . _—
Children’s ® BirthRight
H05p|ta| . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the little.

Shift: ] Morning DAftemoon /ZInght
T R T AT W mﬁcnt 1% mUIDCJ{ DA 'Qﬂifl oy &U.fcga@'l

[J Maintain Skin Integrity

[J Early Ambulation Reduce Anxiety

] Improve Activity Tolerance ~_="Maintain Good Nutritional Status
i [] Patient & Family Education

© ] Maintain Airway and Oxygenation (Z’ﬁelieve Pain & Discomfort /E’ﬁaintain Fluid Balance
- Maintain Personal Hygiene [J Prevent Infection ] Meet Elimination Needs /El/Ensure Safety

S | [ Identify Potential Complications B TS T R o U O e S e

Time Plan of Care Time Implementation Evaluation
] !
E = !
Q! py At N Ptk tondkion
Uitale ¢ hecked

2 = Asees 1O pgnt OnAHON g
Vitals
= Mt X10

Ly aQmiishy mediEon

0 P chovk \0; 2prr~ [ MAINEN 410 C*@W’nc&

" /
3120 =3 e diaton Qun

| 20

- Sy odieh &
l:?*ﬁﬂ h ' U 20Am 60\5’& A b (d;qu

f120mm Eoprichia (i Xaily

0t fo stpldle

A0m = enuv SOy
D+ S i L L R it s e ke S L
............................................................................................................... 02 5528 Sk o P 5., 0oL

Special Notes:
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pA-00525134 1P5-00175850
ne = =
Rainbow® . "
Children’s & BirthRight
. _BV R_A_lNBiﬁierOSPITAE

i\iﬁﬁﬁ“ﬁ\ﬁ\\ﬂ\\\\\\\\\\\\ NURSING CARE RECORD Hospital _ | renodns
Date: ﬂ'}{)ﬂ,é ....................

Shift: oming __[LAfterioon L] Night
. i 3
LT | SIS | " i1.... AR Corv{) (ﬂ“/‘&@m —@«L? .......................................................................................................................................
Improve Activity Tolerance Mam’ﬁ’ood Nutritional Status ~ —="NTaintain Skin Integrity
[CJ Early Ambulation Reduce Anxiety [] Patient & Family Education

C] Mai Airway and Oxygenation M Pain & Discomfort Maintain Fluid Balance
aintain Personal Hygiene revent Infection (] Meet Elimination Needs [J Ensure Safety
[’] Identify Potential Complications [J Any Others. Specify

-

Evaluation

Time

Time Plan of Care Implementation

B4 [ Akuy AT b oo 00 | Arieel M pl-ocils 1)
ol 5 medlar wikly (0 oA — S e o { A
i Ate
—> ﬂ«ocﬂ{f‘ meJ

oy -5 Mo Cluuk= i)
OQE)JB') — AQ(WGMQ&V Méﬂﬁ_‘bﬂ Pt —f,&ﬁ,@m&ﬁuj_ﬂ/ pueclisulhis
Nl T JZLQ/J& A~ qﬂl“’/f"/\ —y pulsdied ‘\”‘7“‘& i f—
bpm 1> Sy graph [ Creedd Gkl
LA b e adle puclef

.S,am =)

- Date & Time: WM@W

Nurse Signature: LJJW NUISE NAMB; .....oovreeremeerrccris B e e B e re e s ssesanaes

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD

Rainbow* " e

Children’s e BirthRight

Hospita| . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the litile.

L

Shift: [ Moming [ Afternoon _=+Night Date: . E;LJ

RO ... i s mm’.ﬂk ..... (0 mpl(lmﬁ ..... bﬂﬁf ....... 7] ﬁﬂ?\ltﬂa‘ ........................................................................................................................

intai iti ] Maintain Skin Integrity

[J Maintain Airway and Oxygenation
'S |~ Maintain Personal Hygiene

(2]

_=TRelieve Pain & Discomfort
[] Prevent Infection

_L-Aflaintain Fluid Balance

] Meet Elimination Needs

_+"Ensure Safety

[ Improve Activity Tolerance _—="Maintain Good Nutritional Status
[J Early Ambulation Reduce Anxiety

[] Patient & Family Education

S | [ Identify Potential Complications 1 A ORIers. SPBOIN... .. o o i ssiaitimii b b e s o
Time Plan of Care Time Implementation Evaluation
gpr 1L ASKS the potent ODAfto  [8730pn A0 Assta tHhe purttnl onal fbry
Rﬁﬂ’eﬂk ?@ %HQ
ops > Moin6ain 410 Choxt 107 30pe =4 MRNWNRA £ 10 chumﬂnj
! ] P
a2 OAMNS L meitAton ¢ P R030A B pneaitadtiors cﬂi\m
01Ae Y
L, / p
F?ecaulax ot A 30 = RﬂﬂU\&K Al i ﬂl‘wr\
= ' :
HAm e SOy Y =5 punided side 1ail

LT TSR R R N PN O RO £ S A S LR RS T ene L 4 U0 1o (SN SRR M S S R RN TR e
............................................................................................ Y T

Special Notes:

e LT LR R bbb

Nurse Signature: -—MS‘L‘ ...................................... ’ T e S Date & Time: &H[&@@KP@ .......................

Nurse Name: ........J
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Children’s (L BirthRight

Hospital Eine ias e

ur Ri 0 a Safe Delivery

17— NURSING CARE RECORD Hospital _

Qo

Shift: [0 Morning [ Afternoon [ Night

Assessment;

[J Maintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
[] Patient & Family Education

[J Relieve Pain & Discomfort
[ Early Ambulation Reduce Anxiety

e | [ Maintain Airway and Oxygenation
E [J Maintain Personal Hygiene [ Prevent Infection (] Meet Elimination Needs [J Ensure Safety
S | [ Identify Potential Complications T T e e i
Time Plan of Care Time Implementation Evaluation
e L L Tt £ o) AL IS LS. 2 AT I TN OV o LA SO < SRt . AN TN . <. o lies W
S R S SN DCORC OIS P IRRE S e s LT Y ) AR LR, IR G ORI 15 SR NI ¢~
NUFSE NAME: .......coovvieinieeiiicniitirrestieeteeneseeenessessessessenssenes RIS IO oonisinmsiciicisiissossiasbion ol kiscsinnss

Nurse SIgnature; ............ccveecinniisesesressesseesseness
Docu. No: RCHBH /FRM / CLINICAL / 148
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Mrs MEGHA AGARWAL - Rainbow® i aika
30—11 1993 3 v*mzn " | Children’s . Bll’tthght
" rospital _ | () zmnens
o) URSIN S T HAND OVER FORM - WARD
Treating Doctor: //{ ......... .. Department; ......50E5........cccocenions Date of Admnssson }Q .
Z | Diagnosis: Any Infection: (JYes CINo nown
g 4 M [ YBS SPECHY: .vvvveveereeeescececreeereessssssssseee
2| GG T 3w
w
2 | Area @L @
3 snittTime | 2o | & PR m/\w < |
g — 2 > e i
,_:_, ?flqedlcal Cpr:dmog_rr SYAT M /
ny special condition to be noted): -
= ‘0 ‘)/ OB . ’\)‘t\
Allergy: 0 Yes &) N,o/a Yes L0 0|0 Yes ?Nﬁ 1 Yes O Yes Q/NO
Tubes/Drains/Catmné{ O Yes wﬁo s CNo | Yes}v(o O Yes&@: O Yes /zfﬁ) O Yes [4No
Vital Signs: Temp: _ﬁ’ﬂe‘a 0\}91 f qg-s¥ Ol}ns"” 03¢ C'ﬁ{'?ﬁu/
" Res: | Wl | \ qblw vodo) | Ay | (%51M
S $po; ' 2 O
= PP lagQp 9o \0g/” Wt [0
2 Pulse: | o/ ,L %Ll"‘” ﬁvﬁo\fﬁ) Q_I/Hg
2 8P: | {437 o 189 [iabraled] 0o g ns\p gy (0>
Fall Risk Score: 1 b 24 e
PainScore: | [ 4| » O 0 )
Safety Needs: Qb Mb@ Sdr?oé 5‘%& St “}:@5 2Ny
& Physiotherapy | Yes a:»ur O Yes ONG |0 Yes No | O Yes )?N’o O YeyNo O Yes 919
£ Others Specify: P( & 040 »
E SR [y N Np-
£ Special Diet: |C Yes [0 | Yes [ Yes =No | O Yes [0 | 1 Yes L0 | O Yes o
§ Other Special Orders / Medications: y = }N '}w
: ok | pk | RO TN
Post Operative Procedure Special Orders: M‘P( pk pﬁ W pDv
Handed Over By Name M ,‘\9 Qowqo' ¢ A9
WP\ |3 N g [0
Signature : (N / ) T A
o @V% 2 B P ‘Pl/\ﬂ}’ \{\Kﬂ o LAY
Time: R P g o) | < e
f- \ ! \/- 7 o7
Taken Over By Name : gmq W S&W W 904\9
Signature : R 7 '. W dz,\ 3
Date: 2 !’*’M ANy 3\5(\;‘&% y\ e
Time: ¢ M | Tp~ &‘QD ¥ M|

Docu. No. : RCHBH /FRi:1 / CLINICAL / 097
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o Rainbow® . .
Patient Sticker Children’s . Blftthght
Hos pita| . BY RAINBOW HOSPITALS
It takes a ot to treat the fittie, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
b R SRR YIS Y DOpartment. ........ e idiheituibuibes Date of AAMISSION: ........c.....cvvveeeree
5 Diagnosis: Any Infection: C1Yes (INo [ Not Known
5 b N L
=
w
2 | Area
== | 3 i
E Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: CYes CONo|CJYes CINo | Yes CONo [CJYes CJNo | Yes CONo | Yes CJNo
Tubes/Drains/Catheter: CYes CINo | Yes CINo | Yes [INo | Yes CINo | Yes C1No | Yes CINo
Vital Signs: Temp:
- Res:
g Sp0,:
% Pulse:
2 BP: '
Fall Risk Score:
Pain Score:
Safety Needs:
™ Physiotherapy | Yes OJNo | Yes CJNo |l Yes (JNo | Yes CINo [ Yes CJNo | Yes T No
=
(=]
E Others Specify:
g Special Diet: |- Yes CINo | Yes CJNo | Yes CINo | Yes CJNo | Yes CJNo | Yes £ No
E
§ Other Special Orders / Medications:
[~
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name : ,
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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BAR: nosz:rismwm Mé{s ®
Mirs MEG v7ua " Rainbow
3 . ° ™
S 8 o g =i ioht
H R
\\\\\\\\\\\\\\\\\\\\“\\\ CHECKLIST FOR THROMBOPHLEBITIS Hospital | () orueonesm:
= PN ")f
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E [N/ m E M E N Remarks
. No signs of phiebitis / i

1 IV site appears healthy e Al 0 6 s | O r‘\

One of the following signs is
9 evident : Possibly first signs of phlebitis 1 N

* Slight pain near the IV Site / / Observe cannula T o

* Slight redness near IV Site

Two O.f the .followmg Signs Early stage of phlebitis / o
3 | are evident. Resite Cannula z T e

Pain at IV site Redness . M e o

0 Si Y

Q\yigér:? e OMIDg MRS Medium stage of phlebitis / \ / de
4 T painaling Palh of candile Resite Cannula Consider 3 3 . x

Redness around Site Swelling Treatment it /]

All i i

E.'Vi(?l];f:'r[] gr\:gllg\:tv:;gss;g:ns T Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 o s

Redhess sibusnd Sits Re site Cannula Consider i 0 R

Swelling palpable Venous cord Treatment \

All of the following Signs are

evident and Extensive : Pain Advanced stage of -
6 | along Path of cannula Redness | thrombophlebitis / 5 g %

around Site Swelling palpable Initiate treatment Re site T — [

Venous cordpyrexia Cannula

Signature of the Nurse Dﬂ Yo 0 {\%5' /

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 dgttct post infusion phliebitis.

Signature of S@Charge :
Signature : . AW Name : SUQ”\Q. ...................................

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

Signature of Ward

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

................................. Name : \)Q(’ﬂd
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1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

Mrs MEGHA AGARWAL Famer Rai e ®
2011 ainbow . sia oo
o Hunaoy v T¥2° . Children's | @ BirthRight
i vospinl | @
Wi PAIN ASSESSMENT FORM e
Date Time . a(i: /?gt)are Location Duration Acuity Character NL‘::::X:EQ Patgednl:c/al;:;n ily Intervention Sign
O ot b | e - [l o D e s
d 3 Iy Pom Py
T : "M’)Q\Gu [ Continuous | [J Acute (] Sharp (Q—Btm/ Wing ‘j-¥es—— ’
Q\ﬂr\lG &, ﬁ.\ l \\0 L1 ntermittent | [ ] Chromic (] Aching [ Burning | [] Decreasing | [J No Oh @ O‘HC ~ |piul
\:‘f\ C h f*\ba\](llmr) L1 Continuous | 1 Acute ] Sharp _=Dull [J Increasing 4+—F1Yes I L
2.l lp ; 1 . : : : k
5 A ] 0 |_+Thtermittent | _L+Chronic (] Aching (] Burning 47T Decreasing | [ No 0 be’ X\)Cﬁ-}f} N Pn Ua
l St (] Continuous | [ Acute (] Sharp ] Dull (1 Increasing [J Yes d
ﬂ {ﬂ’{?«() o‘\'ﬂ) 0 0 (] Intermittent | [ Chronic (] Aching (] Burning | [} Decreasing | J No YA 957\_3
Qo9 | O Continuous | [ Acute [ Sharp ] Dull [ Increasing | [J Yes YW P gu
W0y O)lm 2o | O] Intermittent | 1 Chronic [ Aching (] Burning | [] Decreasing | [ No -2 9
&) S vt
‘Q}p?ﬂaﬂ [ Continuous | [ Acute 1 Sharp (] Dull 1 Increasing | [ Yes @4‘,’ D% § fev G%/L‘?
&\’ﬂ)}‘ épm 0[10 6’2]2 ] Intermittent | [J Chronic (] Aching [] Burning | [ Decreasing | [ No ‘
] ¢| O Continuous | [ Acute [J Sharp ] Dull O Increasing | -C7 Yes Q ,‘gﬂl C9#F,C)’ Q
bru,é 6Prf) OH() « t, L1 Intermittent | CJ Chronic [J Aching [ Burning | [J Decreasing | 1 No %)OW\-G}
’ guy,a{(d-’m’ﬁﬁiinuous | [-Acute |_-Sharp (] Dull | Hncreasing L—E-Yes '
)6 : ; : : :
Aty 10pm Qa\ 10 | ¢jtes [J Intermittent | [ Chronic () Aching (] Burning | [ Decreasing | [ No b/ I Plf%‘d A
C1 Continuous | [ Acute [J Sharp _[2-Bult™ I Increasing | L-Yes
6 4
'%\A\)‘ afm | O\ (0 SUYCJN -7 Tntermittent_|=Chronic [J Aching (1 Burning_|_[1-Bécreasing | [ No f
P W b e . y Obellote, P
! [] Continuous | [ Acute (] Sharp Bl [] Increasing | = Yes
L0 1@
2}\’“ 6%\ 0” \0 SE‘ {;d (((d] Lntermittent | [4-Chronic (1 Aching [ Burning |+ Decreasing | [ No Obmun oo bl A
\ L
Re-assessment Frequency: '

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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

©0C & ®

No Hurt

I I 1 I I I I 1 1
2 3 4 5 6 7 8 ] 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

&

10

Hurts Litte Bt Hurts Litie More Even More Hurts Whole Lot~ Hurts Worst

SCORING
CATEGORY
0 1 2
Fa No Particul g i Occasional Grimace or Frown, Frequent to constant frown,
e ORISSCI ORISR OFEme withdraw, Disoriented quivering chin, clenchred jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and 5
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, 5
Consolability Content, relaxed hugging, or being talked to, Difficult to consolg o comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _vemilatnr
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Date Time Pa(i: ﬁg‘)"e Location Duration Acuity Character w:f:::g::g Palg’;:ga'::&" o Intervention Sign
(r 0 L] Continuous | [J Acute - [] Sharp ] Dull [ Increasing L] Yes
“b\‘?(\'f\oa foa ‘Q{ftﬂ P'-&@ CJ Intermittent | CJ Chronic [) Aching (] Burning | [] Decreasing | [ No M;{) \801:11'&/\
\g/fw/gj 0 / AL ] Continuous | [] Acute (] Sharp (] Dull [ Increasing ] Yes
Ryl Q\P“O i pLD [ Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No m K"‘ﬂf‘”
* 1
rv[’ [9) [ Mo (] Continuous | [ Acute ] Sharp [ Dull ) Increasing | [J Yes M
%APJ( P’Pa’b’) Lo s L Intermittent | [ Chronic (] Aching [0 Burning | [ Decreasing | [ No LO-»O’U/&I?{) W
1
[% q : ! , IJ‘U (] Continuous | [ Acute (] Sharp (] Dull (] Increasing ] Yes ( sz qu?;
Y 9 1 / Ul Intermittent | (] Chronic ] Aching (] Burning | [J Decreasing | [J No W
?3'\ Ph] }quﬂ z
no (] Continuous | [ Acute (] Sharp ] Dull [J Increasing | [ Yes Ay
C{W 2y | 0 1o Join | O Intermittent | 1 Chronic (1 Aching (] Burning | [J Decreasing | [ No T Somo
/ G .
. Sha
Ao | O Continuous 0 Acute - Sharp  CIDul | O Increasing | (] Yes o ‘ g g,
U l% &ﬁn, Ol 10 2 aJ‘f) L] Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No ObSevod-0A
7
alp | O Continuous | L Acute [ Sharp 3 Dull ) Increasing | I Yes O% W
o [g’ mﬁm ? L( 0 900N (] Intermittent | CJ Chronic ] Aching [] Burning | [ Decreasing | [ No : MA— .
/
/ (1 Continuous | [ Acute ] Sharp [ Dull [1 Increasing ] Yes
] Intermittent | [ Chronic (] Aching (1 Burning | [J Decreasing [ [ No
[J Continuous | [ Acute ] Sharp 1 Dull (] Increasing | [ Yes
7 Intermittent | [J Chronic 1 Aching [ Burning | [] Decreasing | I No
[ Continuous | [J Acute ] Sharp (] Dull [ Increasing ] Yes
[J Intermittent | () Chronic 1 Aching [] Burning | [J Decreasing | (] No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

b)  Then every 4 hours.

- d) Within 30 - 60 minutes after pain relief intervention.

(PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 b
F No Particul . i Occasional Grimace or Frown, Frequent to constant frown,
e 0 Farticuiarexpression or smile withdraw, Disoriented quivering chin, clenchied 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 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T T T 1 1 T T T T 1 Cry No Cry (Awake or asleep) . :
0 j 2 3 4 5 6 7 8 9 w1 g complaint frequent complaints
Far Pussll?&?t Pain Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible .
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 2 4 8 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Date/Time | P11l . :
i li core from each Categor Fall Risk Gradin
Choose Highest Applicable S om each Category Sanke M er g
History of Falling Yes 25
(immediately or w/in 3 months) No 0 : Risk Level Morst;hI;:Isl)Score Action
Secondary Diagnosis Yes 15 t( i3 1&/-
(more than one diagnosis) No 0 ;
Furniture 30 Low Risk 0-924 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 %)
; Yes 20 1% -0 )
IV / Heparin Lock or Saline 2 ) Implement
No 0 Moderate Risk-+—% - 50 Moderate Fall
Impaired 20 ‘2’ Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status £ Igh RIS - e
Oriented to own ability 0 i [ 0 m‘:ﬁgﬂggn
Total Morse Fall Scale Score: 24 T D
Signature QM" % /&v/
v ra f/
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
LI Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
%zﬁs,e chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form
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Rainbow® i
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Your Right to a Safe Delivery

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

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

L1 Use chairs with arm rests

" Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCHBH / FRM / GLINICAL / 006

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

Choose Highest Applicable Score from each Category Dat:cfogme 5‘%{&’5 pch;,_, ‘Dl! EE Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MDTS!; Fall Score | oo
MFS
Secondary Diagnosis Yes 15 & & :
(more than one diagnosis) No 0 i
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline :es e )] o Implement
g 0 Moderate Risk 25-50 Modera.te Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 e
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Y Risk Fall
Mental Status .g e = N &5 Prevention
Oriented to own ability 0 .. ibciian
Total Morse Fall Scale Score: '8 $(|
Signature Dity (,'f
K
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4

Date :
Time :

AT Y 1% A 13la

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili . ; 5 : e ! = g
ty in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. L’
without assistance. to completely turn self independently. independently. i
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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.

- P e MU Sacao
0
.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly -

by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

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

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

4. Rarely moist:

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

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

1. Significant problem:

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

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

1
\_(/
vy [T
i
7

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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.

Bl

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 : less than 9

| High Risk:10-12 |

Docu. No. : RCHBH /FRM / C1 INICAI /11a

Moderate Risk ;: 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Risk Score

15-18

10-12

Less than 9

Category

At Risk

Moderate Risk

High Risk

Action

» Regular Turning Schedule
« Enable as much activity as possible
« Protect the heels

« Use pressure redistribution surfaces
« Manage moisture, friction and shear

«» Advance to a higher level of risk if other major risk
factors are present

« Use the Same Protocol as for “At Risk” Patients
- Position patient at 30 degree lateral incline using foam wedges

- Follow the same protocol as for “Moderate Risk” Patients
« In addition to regular turning schedule
» Make small shifts in their position frequently

Support Surfaces

(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

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

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

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

Severe Risk

« Use same protocol as for “High Risk” Patients

« Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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Surgeon’s Name: S ATV OG B Date of Delivery:& h X&f{
h ¥ . ]
Assistant Surgeon: Y, Vp\»\aw}a\v\s G_Q;:Qgﬁy Time of Delivery: "]Q Sfﬂm
Anaesthetist's Name: Dy . ML(\ Gender of Baby: M&Dﬂ
Type of Anaesthesia: A, g'ﬁv\q_{ Weight of Baby: A ¢ @\P\ ‘@
Neonatologist:  “py Q@\d-l"l?\ RU& G aL AGPAR Score: @ 9
Scrub Nurse: g){\! Q_%\ QQ NICU Admission: [IYes NNo~
Pre-Operative Diagnosis: ¢, X 1y \ LA & \ Reepromy \Aa \ hido 7
" CEidCtive ‘aﬁﬂEmergency : Indlcatlon Q?MW-\.\A% ........................
.| Urgency

[ 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
_Pelivery timed to suit woman and staff

Decision time: ........c............... Seealone T T e S L L

L o EEEE TSRO W CORM vy 0 7 SR SR SV PR P UL Lo SRR |

-y

SIS WE O OOl0l BN I TRIIIIE. .....ibciscersvivnisns siosvonnsisinnas soss sins i Tibbubib inas sespmsioibem M T essssssorscnissombilii T

Surgical Procedure: %_&M L4 \ERN A WU <\
e

Post Operative Diagnosis: o e : b o, B
Peri-Operative Complications: N\ ’
Amount of Blood Loss: oo b Blood Transfused (in ML): <

Name and Number of Surgical Specimen sent for examination:

Tl

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




Examination Findings when Appropriate:

Presentation: (3-8€phalic 1 Breech [ Other................. Cervical Dilatation: ... 7., cm
5th Palpable: ........c..oovcrsereeen s R Fetal POSIION: ...........cooceeeesee s ,
Staton:. 0O-3 0O-2 0O-1 OO0 O+1 DO+2 Moulding: CINone O+ O++ O+++
Caputt O+ O++ O+++ Meconium: CONone 1+ (I++ [O+++
Bladder Catheterized 3y [+Yes [ No Urine: [ClGlear [J Blood Stained

Skin Incision: [{_Ptannensteil [J Transverse [J Midline O] Other i Dl«)‘*&»—( ..........
Uterine Incision: 'Eﬂwer Segment [ Classical O Inverted T J J Incision Qx%
Previous Scar: = \JHnfdct J<Thinnedout OJ Ruptured OJ No Scar

Incision Through Placenta: [ Yes ()Mo '

Delivery of head: C-Mafual [ Forceps

Liquor: RiGtgar O Meconium: (J| a L OBlood [J0ffensive [ Not Offensive
Delivery of Placenta: O Matuel  4ECT .. Ll ©-eomplete [J Incomplete ] Piecemeal
Cord Appearance: ..............c.cceunnns @ ..................................................... Cord around the neck [JYes [INo
Appearance of placenta: .................. @ ............................................... Cavity explored _1¥e§ [ No

Uterus, tubes and ovaries: =-ormal J Not Normal Sterilization: ELNT

Uterine Closure: O Onelayer >Twolayers .. “1’%\‘(\\2\.@\“‘5 ........... Suture
Peritoneal Closure:  J Pelvic ] Abdominal ELNONE - i s R e e b sasansasston Suture
Sheath Closure: SR, IO N Suture
Fat Closure: _[3Yes I No ~lsaadasapiehas 2o ..., Suture
Skin Closure: QSubcuticular LVANeSE 3 eesbusciil % PEPRCRME R Lt A Suture
Vagineal Evacuated g Yes [ No

Drain: | ElYes. N0 O RIMOWEN......iiiiio s days [ Await instructions
Ctheter “Yes [INo [JRemovein.ZV L. days L[] Await instructions
Swap & Instruments count correct? _[J-Yes [ No [ Post-op Antibiotics es : LJNo

Intra-Operative Antibiotics Cover: D/Yes LI No  [J Thromboprophylaxis OYes _,D«No/’

| R NI <= W RIS 5 MU AN O B S s ) N o R e |
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POST-SURGICAL CARE PLAN FORM

S ) SR e, WL T L it WG S S DCMRS RN L U Sy W £ T

Post-Surgical Diagnosis:

Post-Operative Monitoring Parameters /Frequency:  _ \ ~\sa ‘o M\QJ.M,\ 2
._% Q(_,_/..u_\ \&M:\ \%« ’L‘-u.m' g

Wound Care:

Drain /Special Lines/Catheters:

Codtudn - Sapuk \ode-X .

Special Patient Positioning and Requirements: & ] \ \Mt & V_{,,\ q

Nutritional Instructions:
w Lao Q§v‘—\ % .LLuras«._.\ ’

When to Start Mobilization:

*

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes 0O No—

Any Other Post-Operative Care Needed including Required Follow Up

™

* i N ™S
SR
o )%/‘\ \23\\1\6\ v o)
TreafipgrSirgeon | - WG k
(Signature & Stamb) Date: > ’7\?&% Time: ..., Aok

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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It takes 2 ot © treat the lite. Your Rightto 2 Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

ro-Existing Risk Factors Tick SE0

~ravious VT (oot a S0 ovent rated 10 major U0

7 i’_ré_\fious_VTE provoked;byimaiori _sfqggery AERIITY = i L 3 ot i

Known hig?\Zﬁs}&thf&f\jpéphilla_7_7_7_ T & | A LS

Medical comorbidities €.0- cancer, heart failure; active systemic lupus erythema 0SUS, inflammatory | 3
poly arthropathy 0F inflammatory powe! disease; nephrotic syndrome, type-| diabetesmel\itus with "‘. K |
nephropathy’ sicklecell disease; current intravenous drug user ‘. \

Famiy history o unprovoked or esrogen 8L T frsdogre e | e il
Known |ow-risk thrombophilia (no VTE) e ik 44 | K 1 s

~pge (73¥EAS) e (P LR

oy e e
Smoker FRNI—— L 1

”'Groés_ﬁr{ébse veins. = 8 — B - A

R ha '"di:'s’teuiéiﬁ;mmbi;" ] &

4 Pre-éilé_rﬁpsia iriféﬁ}rent prégl_léncy 20 Uy i ] X _;71_7 B

] Aaf;'\'\iﬁ’(antehé{éiaﬁty) X jh

' Mumbié’p'regnéﬁé? el b e i

" Caesarean section in labour e .

- Eloctive cagsarean section ' .

"~ Wid-cavty o roatoal operatve dolvery B ity K L]
PfP‘?ﬂQ?d‘ab?“_,!? 24hours) =) T B ' K{ I
PP{‘I_@??litreqrt_rfa_nsfusioin_i_7 T A ) i | 7. - i
TQ_E’T?‘ETU‘P‘_UP? 37 weeks in current pregnancy _ _ J i I &
still birth in current pregnancy 4 el o i ) x 11 ? i \ e
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appendicectomy, postpartum sterilization -
Typaromess % T 3
oSS (st mesteronY) e L e g "R 4
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Risk Assessment Tool for Deep Vein Thrombosis
If total scoré = 4 antenatally, consider thromboprophylaxis from the first trimester.
If total score 3 antenatally, consider thromboprophylaxls from 28 weeks.
If total score = 2 postnatally, consider thrombnprophy'.axis for at least 10 days.
T total score = 2. Hydration & Ambulation.
f admitted t0 hospital antenatally consider thrombopmphy\axis.
If pro\onged admission (= 3 days) or readmission 10 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:RcoQ Green-Top Guideline No - 37a
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Children's | @ BirthRight
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It takes a lot to treat the Iittle. Your Right to a Safe Dehuery

Patient Name & UHID No.
H-00525134 \p5-00175850
BA )
¥ e
30-

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

Date & Time of Admission

2\ (@ 22

Date & Time of Transfer Order

glabs &

Transfer Ordered by

Mfk‘\

Reason for Transfer

Fm\’ (Of‘

From Unit
407
guihe- @ et

To Unit

heycfe -~ &

Information to Attendant

Yes 4+ No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[ | No[ |
YRS WIRET ..ot s

Patient shifted with ID band:
YesT No[ ]

O s 3t s B Bl

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

Name & Signature of Person who is Transferring

P s

Name of Person Ordered Transfer

W' Mn\@

Patient & Clinical Records Received by :

@1@

Date & Time of Patient Received :

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

] Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102 (25

|| Nurse not Available

[ ] Available Bed not ready




Caesarean Section Audit Format
(To be filled by doctor conducting C-Section)

Name of the Facility:

Encircle type of facility: MCH/DH and equivalent/SDH and equivalent/AH and equivalent/FRU-CHC and
equivalent

Mention unit (Applicable for medical college/tertiary setting/district hospital)
Date: o B3 L
I Patient Information ; Response M
1 Name of the woman undergone C- f
section _,[
2 Age of woman .
3 Hospital No./Patient identification 1
no. j it gt
4 G/P/L/A e . T |
5 Booking status Booked/Booked elsewhere/Un-booked e |
6 | Maternal height and weight Ht: cm | Wt: Kg 3 J
7 Date of Admission {
8 Date and time of delivery by CS$ Date: !
Time: }
[] 9am - 6pm |
(] 6pm - 9pm
[J 9pm - 12am ‘
[] 12am - 6am j
[] 6am - 9am e e
|
] Obstetric History Response : E
1 Estimated gestation, in completed ‘
weeks

S e A — - {

1a | Encircle the appropriate basis of 3 J
estimated gestational

v Number of previous ‘
stillbirths >24weeks, if any _J

3 Was the mother referred to this

3a | Gestational age at the time of DT TR

!
hospital from another facility :
\
referral

3b | If preterm, was AN corticosteroid B SO
given prior to referral ‘-

4 Tick the appropriate group in which [J Group 1: Nulliparous, with a singlecephalic pregnancy,
pregnant woman belongs to 237 weeks gestation in sponataneous labour

] Group 2: Nulliparous, with a single cephalic pregnancy, |
237 weeks gestation who had labour induced or were
delivered by CS before labour

] Group 3: Multiparous, without a previous CS, with a
single cephalic pregnancy, 237 weeks gestation in
spontaneous labour




[] Group 4: Multiparous, without a previous CS, xvith a
single cephalic pregnancy, 237 weeks gestation who had
labour induced or were delivered by CS before labour
[J Group 5: All multiparous, with at least one previous
CS, with a single cephalic pregnancy, 237 weeks gestation
[ Group 6: All multiparous, with a single breech
pregnancy

[] Group 7: All multi parous, with a single breech
pregnancyincluding women with previous CS(s)

[] Group 8: All women with multiple pregnancies
including women with previous C5(s)

(] Group 9: All women with a single pregnancy with a
transverse or oblique lie, including women with previous
CS(s)

[ Group 10: All women with a single cephalic pregnancy
<37 weeks gestation, including women with previous
CS(s)

» ' '_bigﬁai'lsr of Caesarean Section

Response

Name the senior most obstetrician
involved in the decision to perform
| the caesarean section?

Unit chief/ Dﬁty assistant/HOD/Assoc.
Professor/Assistant professor/Others

Decision - delivery interval

r e p—

~ i

Which of the following best
describes the indication for CS?

[] Singleton breech
|:| Malpresentation / Unstable

Cord prolapse
Sepsis/Chorioamnionitis

D Placenta previa, actively bleeding

[] Placenta previs, not actively bleeding
Postdatism
Oligohydramnios

l
Ll
ﬁ Previous Caesarean section
®
O

Multiple pregnancy

Presumed fetal distress/IUGR/Abnormal CTG
O
H

Placental abruption
Intrapartum haemorrhage
Pre-eclampsia/eclampsia/HELLP
Failure to progress (induction/in labour)
Maternal medical disease (see key)

D Uterine rupture/scar sehiscence

D Previous poor obstetric outcome (BOH)
Long period of infertility
Others (Specify)

Was partograph'used prior to
decision for CS (if Yes, attach a copy
of filled photograph)

Were the membranes ruptured
(ROM) prior to the caesarean
section?

Spontaneous ROM / ARM

i 7Durationidffirst stage of labour

Hr: Mins:

| Duration of second stage of labour

Hr: Mins:




c—————"l

8 What cervical dilatation was reached
prior to the caesarean section? AR
g Were prophylactic antibiotics given? e |
10 | What was the estimated blood loss? (i
11 Blood / component transfusion If so, mention no of units
|
v In case of previous caesarean Response l
delivery
1 Mention the indication and gestation | LSCS 1 Gestation
of previous LSCS (start from most LSCS 2 Gestation
recent LSCS) N/A RS |
2 Was the mother offere a trial of 1
vaginal delivery during the j
pregnancy? -
2 Post OP complications, if any [
|
\ Current Status Response 3 l
1 Does this mother require ‘special’ Yes / No \
care post-caesarean section in
addition to routine post-op care?
la | If YES, where is she being managed Obs HDU / ICU
currently? General HDU / ICU
Refrred to another hospital ot
2 Whether fetal heart monitoring - A) Normal |
Manual / Electronic was done (tick B) Abnormal
appropriately) C) Severly abnormal
D) Not done
3 Whether Meconium-stained liquour | A) Yes
present (tick appropriately) B) No
C) Not known &
4 Other methods of delivery A) None
attempted (tick appropriately) B) Forceps
C) Ventuse
5 Delivery outcome (tick A) Livebirth
appropriately) B) Stillbirth
6 Sex of the baby (tick appropriately) | A) Male |
B) Female :
C) Unknown s -
7 | Birth weight B ]
8 Apgar score (tick appropriately) A) Score at 1 minute ‘
B) Score at 5 minutes
C) Not done 5 i
9 Transferred to SNCU/NICU (tick A) Yes , where
appropriately) B) No g
10 | Maternal outcome (tick A) Stable and in satisfactory condition

appropriately)

B) Shifted to Obstetric HDU/ICU due to any complications

or for close monitoring

C) Maternal near miss

D) Maternal death. Mention cause of
death




11 | Newborn outcome (tick
[ appropriately)

A) Stable and in satisfactory condition &

B) Admitted in SNCU due to complications or for close
monitoring

C) Still birth

D) Born alive and died (Mention cause of

death

; 12 | Tick apprépriately oh the need of C
1 J Section

A) Absolutely essential at that time
B) More time could have been given before deciding for
C5

Name and Designation of doctor

Date

* Key for Medical Disorders:

. Jaundice complicating pregnancy
. Bronchial asthma / COPD

N b ow N -

O 0o ~Jd

. Chronic renal disease

. Heart disease complicating pregnancy
. Past history of cardiac surgery like valve replacement

Signature with Seal

- Tuberculosis - pulmonary / ectra pulmonary

. Known seizure disorder - on treatment / not on treatment / treatment discontinued
- Known hypertensive - on treatment / not on treatment / treatment discontinued

. Known diabetic - on treatment / not on treatment / treatment discontinued

10. Anemia other than iron deficiency anemia

Glossary

® Gravida denotes a pregnant state both present and past, irrespective of the period of gestation

® Parity denotes a state of previous pregnancy beyond the period of viability

® Nullipara: A nullipara is one who has never completed a pregnancy to the stage of viability. She

may or may not have aborted previously

® Multipara: Multipara is one who has completed two or more pregnancies to the stage of viability

or more
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HE ____________________________________ UHIL A L L RN T S Hospital \ o Ransow nospTLs
SAFETY CHECKLIST ScrubNurse.....‘.*;c ........ erlatlg. . Date : 2.1/ % ... In-time : '}ﬁm ........ outame: .. 2P | T .MW“MM""

Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time.. 7. 251 TIME OUT  Time:.... ] =494 SIGN OUT  Time....... L&l ..
—
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _7Yes CINo introduced themselves by Name and Role —Yes “1No The Name of the Procedure Recorded C1Yes CINo
Site CYes#1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _“Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [Yes (INo CINA
Consent Yes CINo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked TYes CINo ~ZNA Correct Site OYes CINo patient name) CJYes CINo C'NA
Anaesthesia Safety Check Completed #TYes CINo Correct Procedure (1Yes C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =rYes [1No Anticipated Critical Events Problems to be addressed DYes ONo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? 1Yes # Mo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, YHh ars e oy CONERMG Koedmoovary
1 : Anticipated Blood Loss? CYes CONo CONA and management of this patient? OYes CINo
Yes, & Equipment / Assistance : L
Available OYes 2Mo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? CYes CINo CJNA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned /_'f Yes CONo CINA Been Confirmed? are there Equipment
Blood Units Reserved DYerNo CINA issues or any Concerns? OYes CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CINo CINA
within the last 60 minutes? ,B’(es CNo CONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CINo

=
L R T A T S S Signature ........... % .................................................... T T e by, SRS SRILCTL  T
Name :.......... mb‘/\)\ﬁ@%ﬂ” ....... f .............. TN o ORI 8 NameRyE. N UG )’S) \U\.CX




o 5 UVZ ~1vD Laboratory Data:
\ B L%vp' ] IR 1 i i PTORNE oo ivscnormesisinniinis
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Mrs MEGHA AGARWAL
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HIMABINDU VEERLA
- ?.'.?J’.-‘.’a"r‘.’s ‘BirthRight"

Department of Anaesthesiology
oAt e L T BirthRight

s Mgt WJ : |

NAME ... it s kIR T i sk s {0 5 E;) G T— (—:f ........ LHIDING : ... oiain bttt eiat R wes

T NN Q—lq/mb ................ o B X A Proposed Operation: /ZCQL(/QV’L ...... GAWW

Diagnosis: aﬁ pLL] %6 }'L‘b'ol,(l WLLN.......cooione i S T ... ..........
B.P/CRT: \ng’l"rlﬂﬂ 63 Weight: ...&....  ASAPhysical Status:

Your Right to a Safe Delivery

KRB <oovviivvinsiviiBoainisin

PCV. ......] lf.. ............ IR R i siiaamivas N o b oot Lo sor i T i OB iiiiiiniinii i
________________ G .. e, T ........................ 2DEChD: .............. 5
Plate: .. 315/ N s A2 L7 & Dir. . Bif:......... B eniie enane Stress/Anglo: .................
.............................. - R O P T T 11 SRR i (9 1" T SRR ¥ %
FEL: e mitey CRb R e BRCPBOR - oviiiiiiininss
|| e LR, S T Amylase: .......... R L ERaE i
" s et 2o o e B SAOT/SBPT: .......coine Allergies: TV /
Medical History: b g S /
RESP: . / Diabetes :
ENE:  — —_—
Renal : — / NS
Hepatic / GE : — / Physical Activity: ;\ 7;_,.(;\,\_(
Others: «— ;
Past Anaesthetic History: [ LES 6 0,28 = WW/%L.,{
Physical Exam: 'VW : '
ysical Exam: - ~ - e
- 2 \
Airway: MP1/2)3 4 Mouth Opening: Mentohyoid Distance: Q/t/ Neck: Cw Teeth:( ~/ ;
Lungs : 955(}35’ e
Heart: 6, g it
CNS:
Pregnant: [»Yes [ No [JNA P Venous Access Site : \71-’* Spine Exam for regional :
& 1 b
Anaesthetic Plan: TJMAC C)BEGIONAL [ GA-ETT [JLMA (/)
Peri-Operative Plan Explained to the Patient: /@ 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1.0 rophylaxis :
Water / ORS 2 H
“NIL ORAL<Z] " .

O High Risk
4. Post Operative Pain Management:\y(scussed with Patient
5. Other Instructions:

Signature: Vd me s B rﬂﬁﬁé /v ............................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ANAESTHESIA CHART

\\\‘

R b B
s ‘BirthRight

Hospita| B8Y RAINBOW HOSPITALS

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

Pre Induction Assessment: [ 13{) A .

{ Change in Patient Condition:

] Yes 0

Fasting Status: W@

| Physical Status: 7 Patient Identified

\JZ/Consent Present

y_L+"Chart Reviewed

H.R: h,odmr\awcm [78 /0@ [S00; [6D /. [ RR:

£ f "S- | LastFeed: > G R4

Pre-0P Dragnosm @12 Pj L;

Surgeon: Dx .......... LM

prven Vdehration: ..... €l e oy I - & @71%

/ '..‘.s..t'.\.e.-?.-%")\naesthemologlst \)YW‘UNW‘ Q.Mnlman

TIME | S
N.O /AIR /O, LPM _y ‘J
HALO /SO /SEVO Antibiotic
Drugs: i
] TILAN ERAAALACAD 1) - . _
} v - Suppository
PWLFQ NC + S0 "W 7. 3 W 'ﬂg*,'%{
Oxy TocaN 1h D s Fenvhacl
Blood Loss .
FID, / Sa0 , 9 v [\6D
ETCO,
ECG %/ B Y5
Temperature
Urine Output NOTES
[l p—— |} =N
€8 Tuoxltgees
o
BP 240
V Systolic 220
A Diastolic
X Mean 200
« Hearl Rate 180
Tourniquet on Time
Tourniquet off Time 100
140
Throat Pack In b
Throat Pack Out 120 2 e
100 4 !
8
~ A
60 Vi L T
40
20 ‘
10
0
ABG
LAB Values
GAl
Dthers N
.X?/ Equipment Checked and Temp: Induction _ Regional;
‘/ Functional ] HME ] Fluid Warmer Oow ] Inhal M SPOCIY: .. ciritiviosisssctinges
M\) ] Cling Film ] OH Warmer [ Pre O, CIRSI ¥ Spinal [] Epidural (] Caudal
V‘“’f Curr Site: . | % yugger's [ Cotton Wool [ Others / Others: ..
L] ASEE.....c i T Other pis, Posttion:
Eidaay  cyepa . S Position . ...
w—=T EKG Lead ueo [ Mask OseA [/ L
7] Temp Site T "I [ Airway [ Oral [] Nasal Site: ... =S M.
FI0.Monitor Anaes Start: .......L LY. .. 7 TR L cm Needle Size: ?/YL}
O Agém Monitor DP SUAE: iimieitilleceersosnitstiasthisnsis l‘:l Oral o [ Cuff Parasthesia [] Yes
Pulse Oximeter OP End: .. - ) Tracr‘\eostomy‘ I Catheter at skin ...................
1 Capnograph Leave OR: ......... ix\,'DA/v-') B G S SO, — Drug Name & Conc: .
] Ventilator Anaesthesia: O Bolus: /i
[J  Nerve Stimulator ] GA O Infusion
[C] Monitored Anaesthesia Care O Block Level: .
i 5 -~ Regional Blade# ticiioid
Pressure Points Checked Difficulty st Sl e e e i i et
Line (Size & Location) Transpafiation to
Eye Care: T L 1 Bil PACU  CJiCU a omer
[0 Oint [ ART: At 0 Relaxant Reversed  [f] Yes.
¢ !j' Tape_ &A: ............... P ML) V [ Closed Circle Rt ot s ks W-\
: 1 Padding aw...... [ Other ame o P
O Awake IV Signature of the Doctﬂ M

véw/‘/‘/
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AT Children's | @ BirthRight
e e ] Hos pit al BY RAINBOW HOSPITALS
s It takes a lot to treat the littie. Your Right to a Safe Delivery
Received in PACU by : ..... %Y ............... "M Time Received : QMﬁ .............. Time Discharged : ....................
] | N -
gfg \ $ LT NE\VR s gfg IV Cannula Site : \di’
" 230~ L, DA ] N : 230 | ] 0,Mask [ Nasal Prongs
5 220 220 | ] Tracheostomy [ T-Piece
w 210 £l 7 Oral Ai [ Nasal Airwa
‘é’ 200 fgg ral Airway y
190
(=T
80 180
= :?o 170 | Vomiting : O Yes [0 L
S 160 160 i
g 150 | NG Tube: O Yes (Mo
v 140 :gg Drain: ] Yes [Ho
130
A 120 120 Urinary Catheter: U/(as [1No
110
§ 11.;3 100 | Chest Tube; O Yes 9 No
oA a0 | il oral O Yes [@No
3 & . 2| wruis:
b 60 L e i
& 50 50 | Oral Feeds: Ql”\x
ol 20
¥ 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES NG 1 ETATION
(Modified Aldrete Score) IN 30 | 60 | 90 out SCORING INTERPRETATIO
v ool o e =57 Bty L v |v | fp | AMinimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION g ¥ + X
Apneic =0 L [ - Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic le =1 CIRCULATION
BP + SDuch;e Maers‘;eﬁc lefve i =0 ?/ )/ },- )/ )
Fully awake =2
Arousabl Il =1 CONSCIOUSNESS
Nuﬁigp:nz?nga - =0 j/ 211 1k y b
gmk b . f COLOR
le, dusky, blotchy, jaundiced, oth =
C; :not?c Ky Y, jaundiced, other < ’/ )/ L 5 355
TOTAL 4\ 10 \0 \D \0

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

bk | Gan | 0w NA— R4
WK | W | O\ Qo= pem &ﬁ

[/

Pain Tool Used: [ NPASS [ FLACC [0 WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : ... . D?\CHIN‘TI 2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: ... (ILJ—'-Q .............................. After 24 hours svery 4 hours

b
c.  Prior to pain reliving intervention
d

Date & Time: With in 30-60 minutes after pain relief intervention

PACU Nurse Name : Transferred to Unit by (PACU):

PACU Nurse Signature: Date & Time:

Date & Time:
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e W A Rainbow” . .
Patient Sticker Children’s . Birth nght
e, 7 AN s Hospital BY RAINBOW HOSPITALS
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DR oo eveeee e eranennes T} cove. oAt Procedure dONE DY ........ccoccesmmmmmmmmesissinunssssissssssrsnsssssssasasensaeass
CSE /Spinal /Epidural POSIION © ..voconsnuionna SPACE :....cvciiunenianirrassiasasnnases Technique (LOR/LOS) ....cccovevnen.
010)1 FAUUOORS Catheter at SKiN: .....coovevrnemmnnnirinnnieisnns ATBEITIPES © coovvoecereusnrmnsssesssmassssssessensssassnsasase:
Parasthesia | YOS/NO If Y85 QBLAIIS © couivvceeiessarissppssssssumssamssncs st stsssthypgens sty s ISR AT
S MO LGB S .occocrer o rsiticivirbiissrcss SRl spiseapiali st e gt g 9 REGEER f07 ™)
Any other issues : i .
R S ——— O e SRl S SR
Yot o RO T BT S el e i B S
) . Infusion Rate Level Maternal =
Time (ml/hr) Bolus (ml) Left nght BP Pulse FHR Comments

Discharge /Shifting ordered by
DOCEOr SIGNATUTE: ..ocevvenerrsmnmrsasssisssssssssssssssmmssssssss s
T —————

Date and Time : ...............................

———————sssseses R
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Your Right to a Safe Delivery

10 i IHM TR
CONSENT FOR ANAESTHESIA

Authorization By: _;}'Pﬁ O Eathttendant

Operative Procedure: ........... WL{.M ....... ch alupi. /
Anaesthesiologist: ..................., ;Ol&ﬁﬂﬁ;l ..................... Surgeon: ...... D}Mﬁgﬂ\/ﬂl/ .....................................

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.

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

[ Others........ HVPUQWQDV\H me ......... 81”0}'&%}—(& ...... S JSAL YT OTREEH
SHEVERFWCA ; YRy,

Declaration by Patient Attendant
e | authorizg-dnd give consent for anaesthesia as considered appropriate by the anaesthesia team
[C]_Regional Anaesthesia (] General Anaesthesia [C] 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.

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

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

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

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

VR,

Patient / Patient Attendant: i Witness: @ lg 2 2
Slgnature .............................................................................. Slgnature ........

Name: ....... ﬂM‘EGMH’ ........ /'m ‘M“W .............. Name: \f&ﬂ'f ..... ANRA WA i
Relationship with patient: .................. SR Date & Time: ...... +’HA4 ................... ,40! .......
Date & Time: ........... I}H% ...................... W*OLW \

Doctor (who is taking consent):

Signature: ............. OM})V‘ ........ Name: . DP@W") ................... Date ...... ’! H 0 Time......../ 07,67’1/'7

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26)
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INFORMED CONSENT FOR SURGERY OR Rainbow’ | @ BirthRight
SPECIAL PROCEDURE Hospital _ | () enermotie

Patient Name M‘gﬁh}\ Gender: | Male [-Ferfiale Age : g
UHID No : Date : g‘-[:} l‘Q
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)

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 practiee of medicine is as much an art as a science and therefore acknowledge that no

‘guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

the hospital sta responsible(zergm( un&rd event thereof.
X o> |

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.
ﬂi‘ | 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: ................... . N\ | ) ) bkttt = oo, et SOORE
Consentee :

Witness : Q
o TR e SRR

Name : %\M ........................................
Date & Time : &[MM@E/QOM
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