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I‘ It takes a lot to treat the little.
[

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

" Date: .....\0/742k.. ...
Chief Complaint : .............. S W LN =S < PR L 1ot S S < S,
Obstetric/ Birthing HIStOry : ... CAPIEIBL, ok B s il

Previous Surgical/Medical History e euebasucrmnnsanamaeesi i v i naesnshi e ool s ST s evsinficcmrnns Foree et
Assessment :
-: : A

0n30bservatmn: Mother seen in lying down /sitting/ reclined position

Mother is acm & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /

needs assistance with mobility
Ivline £7-

f

Catheter + /-

Hbstural alignment -

|‘
On Palpation : @fdema — absent / up fﬁnkle / up to knee/ above knee
On Examination : IBreathing pattern — abdominal/ apl’ﬁ/ diaphragmatic

: o

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

,‘I Able to initiate Pelvic Floor Activation — Wes O No

Spl Notes -
Treatment Plan:
L ateral Breathin:g ~Pelvic Floor Activation = Transversus Abdominis Activation
H/Gluteus Activa{ion = Active Motion for Limbs (Transfer Training & Mobility
1 Sit to Stand i.‘-a/Monitored Walk C ””Po/sture & Ergonomic Education
Signature : ...... j}f‘ .............................................

............
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Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Presenting Complaints \ LMP: OZJ’I)WIM EDD:
Camt € C U MM Corrected EDD: T) Q{ﬂé GA: X t6

Obstetric Formula: ’ Menstrual History: Regular : cl;l/’res [J No
e Hostorng 107: Obstetric Examination

g- 011, 5+bidk, TP, Fundal Height: 20,

MERPE oot - Ut Activity: _Relaxed  [IMid  [IMod [JSevere

Present Pregnancy Record: Liquor: ﬁ Adequate [] Oligo ] Poly

Gr- M PP: ] Cephalic [ Breech Others

00467) Head Fifths Paipable: {7

[)UVI
RISK FACTORS: wa

AL
fic B!
< Aute i rekun bim
al Rl
o o' Spon - Aoy
|
\
|
i | J
Height: “9| cm |
Weight: .. 56X kg |
Allergies: ................. o
Breast: fiormal ‘EIAbnormaI
General Examination: rfawv
Consciousness: %(S Pallor: W
lcterus: oUPwtl|  Edema:
Temp: 14 PR: ‘?W"
Bp: |64 f%j orR: Nlemand
ovs: S 5}@ RS DRULME®
Liver/Spleen: Unne Output:
-~ DIAGNOSIS -1‘5 -------------------------

Garh ;J}_ 3 ks /

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

FHS: }uﬂnai (] Tachy [JBrady []Absent
Per Speculum Examination -HVS taken -

Draining: -Pfesent
Colour of Liquor: [ J€lear

] Absent [_] Bleeding
[ ] Meconium [ Blood Stained

Vaginal Examination

Cervix: ,E]/Long [ Partially effaced [ Effaced
Os: Closed M Dilated
Membranes: [] Present [ 1 Absent
Liquor: <FTClear [] Meconium [ Blood Stained
Presenting Part: _LA"Vertex [1 Breech [_] Others
Sutton: A-3 O-2 O-1 00 O+1 O +2
Pelvis: )2 Adequate [] Doubtful

/ My - 9¢ [ oa 1A
pPPROM ]

o gol
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incels € Tace
s WMV

Family History: Surgical History:
Wl No)
Medical History: Medication History:
N st uedical
ewenddliabm Foma
Plan of Care: Investigations:
b zdin e
E, HVS,
I M CBBCRE Ve, ‘/\[’tﬁ%[/’ A

Q}ﬂé g5,+¢ Cgpmu"c, RO G-
)., AL 6C) pATELr

AIFEA - (KD

NT gat- @?' FU-ad knt

S

ol gk thadommisiba
Lonseno A%

1 \ Vogenal pyrtt-

. Ml prapomon of BEE

Doctor Name: ........... O ddagomn

Signature: ‘)@‘IJ ......................
..................... 2.1k B C0m

Date & Time:

Consultant Name: ...... 0" franathe W

SIGNATUME: ...
Date & TIME: ..o
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2
Rainbow®

Children’s
Hospital

It takes 2 lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

SL.No. List of Records No. of Pages Legibility Completeness Remarks

1 Admission sheet /

2 Discharge Summary Sk Viass | 1.1 2

3 Nursing Initial assessment (/7 =7/ }* T

4 Patient Transfer form R

5 In-patient Medical record ) "

6 | Doctors progress sheets 4

7 Nursing plan of care and handover sheets

8 | Consultation sheet b

9 General consent for freatment

10 Consent for Surgery

1 Consent for blood transfusion

18 Consent for chemotherapy

13 Consent for high risk

14 | Consent for Restraint :

15 |~tAAconsent [ by (L 7? ]

16 | Consent for special pfocedure/ Sedation ]

17 | Consent for Formula feed g

18 | Consentfor M-\ 29ra | 220! ]

19 | Consent for Radiological If¢éstigations 4

20 | Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)

22 Neonatal Admission/Delivery/Physical Exam

23 | Medication Reconciliation F

24 | Emergeney Triage record )73, | gy &

25 | Pre operative check list il ,

26 | Surgical safety checklist g

27 | Operation Theatre notes )

28 | Nurses clinical Presentation A

29 | TPR &BP chart 'A

30 | Intake and Out take chart (fluid chart) L

31 Drug chart (Regular Prescription) [

32 Investigation Values (result sheet) | 4

33 | Nebulization chart ;

34 | Nutritional review chart /

35 | Intensive care unit (ICU Charts) . 5

36 | Consent for Admission in PICU / NICU

37 | The Humpty dumpty scale P F

38 | BradenQScale | NI1—] |

39 | Bed side check list § {1a ol b TN

40 | PICU bed formula Dilution feeds /Py | 17

41 | Gastro monitoring chart el 38 ied

42 | Rch ED doctors note ﬂé-_; L w4 |

43 | BPMonitoringchat &7~ () -

44 RBS monitoring chart TR L0

i
| A1
Total No. of Pages L § K)o

Doc. No. : RCHBH/ FRM / GENERAL / 126
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ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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|
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BY RAINBUW HOSPITALS
r Right to S e Delivery

Date

Progress Notes

Doctor's Order

Tim w
MM

Uelk B Dyaidy?

|6 \GY

L

-/ A
7| alwﬂqm;uﬂup W 20,
o i ity OPROM, OXDUIDOA-
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e D
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/QM;AJ Qonndins (14 pun vel bud,
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& Time %rogress Notes

Doctor's Order
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ga{—fm Progress Notes ‘ Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

2“}?..,., Progress Notes Doctor's Order
S
1 L PND - 1 SV
(11 20 APVY |
Pt Chable
EJO‘D%NQUL ‘ / Ruvove. Foloue (9P
¥ v 10 void \o%Q QP
#b 109 7 Ok Vording Stefud
fAF R-0¢ v TR damp LA
TC 259 . o &l’olp W ¢ yermove Canvulg
T % Atk b Prv Cohkovanag
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

:a;':me Progress Notes Doctor's Order
X { L ‘
Nd# | ______fj_d'/___
-3 ) ale A W pyy
: | o chaztld
l vitals -SHabl —ly ¢ 4, ity
Y | P/n e 9 ol it
' | -\l athusy
g : - Avimiaty V|
T | e (Al . (,91//1 athe
" MLattluf By P
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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RESULT SHEET

"2
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Children’s
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It takes a lot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Aoy,

(6] /2L

Time

&Y LEpm,

V)

Hb

=

16 7

PCV

2%. b

RBC

334

Db
3:60

WBC

T

N/L

1959

Platelets

2

CRP

| 5.0

2-05

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLIN

5

AL /0138
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Klood T 0N

Culture and Sensitivities : ........... o B o e il S

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

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

Radiology : HEEY i Bimmsmissam fssp s imtmmnsnmeasnsmmsnilimmnn

MBI e ity s imsdiestingponen it pepenmnszarsemoesrs

Others (ECG,-Gntrast BINHEE B10..)  immmimssniiusisssesvsssmsmississs s mosmssssss ssssssme
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Dr. PRANATHI REDDY A H ital

T e o
MEPICATION RECONCILIATION FORM

Drug Allergies: ..........cccccovennnen.. [ ........... N[CDQ ................................ ___Netknown any Drug Allergies

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

Shifting From: ........ovveeeeeennih. L ) Shifted to: Mq .........................................
8.No (GENERI?EITSIET[:%:#:FEEUEHS) (mﬂ?ﬁig) (PO, NG, 5c, v) | FREQUENCY | DAY OS2 ‘)’;ﬂ?ﬁiﬁﬁg
1 b RN Po oo | 8y |oc gee
2 Tab calLm 4 2 Uy |OC [Be
3 Tab SPORIDEYX A 2oy M o | ¢h Oc Ope
4 : Oc Coc
5 c Obe
6 ¢ doc
' ¢ CInc
8 | c¢ Coc
9 Il JC 0D
10 | Oc doc

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

Doctor Name & Signature : ............cc..cco....... @VW ...... Q
| J"}éL‘ ™ A
Date & Tid 1 eeee..onoooe..... Lo ¢/ @S,’;Dn\ .......................

Nurse Name & Signature: ....... :/Il)\ﬁr—{ ........ '/{’H ...............................
Date & Time : ........ @\\A/\Mo ....... (LRI

|
Docu. No. : RCHBH /FRM / GENERAL / 090



REGULAR PRESCRIPTIONS

W

Rainbow”
Rainbow” | g s

Hos p ital BY RAINBOW HOSPITALS

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

Weight .............. Ward ............. 00

Sheet No: ............. /
DRUG : }

Datey

Dose Route Freq ency Start Dt.
|

Tige

Name & Signature of the Poctor
Starting the Drugs: ‘|

|
Additional Instructions: |

|
|

Daily Doctor’s Endorsernent by a Sign

[
DRUG : {

Date

v

Dose Route Frelhuency Start Dt.

Name & Signature of the Doctor
Starting the Drugs: |
|
\‘
|

Additional Instructions;

|

Daily Doctor’s Endor#emem by a Sign

DRUG : I/

Date

Tige

Dose Route Fﬁequency Start Dt.
\

Name & Signature of the Doctor
Starting the Drugs: I‘

Additional Instructiows:

Daily Doctor’s End(;rsement by a Sign

i
DRUG : |

Date

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:‘l

|

Additional Instructjons:

Daily Doctor’s Eridorsement by a Sign

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




BAH-00845013

Mrs NEELAM JAIN
18-04-1901 Y
Dr. PRANATHI REDDY A

AT II|I|IIIIIII|I

IP5-00176129

N

Rainbow” | & ciion

Hospital BY RAINBOW HOSPITALS

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

Sheet . REGULAR PRESCRIPTIONS  Weight ... Ward oo
oRUG: T O\CUS T Npe [DRER |

fovg [P | T(D| 1

Dose Route | Frequency StaT Dt.
>

P

Narme & Signature of the Doctor
Starting the Drugs:

.

q,m?r?’”
74l

Additional Instructions:

a1 |00 0112

\}?\y
Daily Doctor’s Endorsement by a Sign
juoaE T IS Doy

Name & Signature of the Doctor | I
Starting the Drugs:

Daily Doctor’s Endorsement by a Sign

DRUG : El?rtl‘?ab
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor
' Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : pater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

(PT0)




BAH-00645013 PS5
Mrs NEELAM JAIN
18-04-1991 Y

00176129

(F)

"

L

DRUG CHART

]
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS

‘BirthRight’

Your Right to a Safe Delivery

Date of Admission: %[:}&é ......... Drug Allergies: ........cccocevvevueene NKD[) ..................... ;(ﬁt 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 yse 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 datd and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only on

drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right|P

atient  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.

chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

S0S / PRN (As Required Medication)

DRUG :

Date

>

Dose Route | Frequency |Start Date

Tipe

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid|Period| Pharm.
Additional Instructions:

Dater
DRUG : Tige

Dose Route | Frequ

ency |Start Date

Doctor’'s Signature |Valid

Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLIN

CAL /118
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RANATHI REDDY A \\‘“w““ REGULAR PRESCRIPTIONS ~ Weight. S W Op‘ﬁg .......

"
oRus: by CEFOTA IRY %zrtni'ﬂ\\ﬁv\q :

Dose Rou Frequency |Start Date

g [\ Bp [ ab [E] gl

| Nafne & Signature of the Doctor P [ 4o? | o |-
Starting the Drugs: N

py'(@mwﬂ@.' g

Additional Instructions: ‘);ﬂ P/
T 4

& e Affo. fostdud

\ n®

Daily Doctor’s Endorsement by a Sign

oRuG : |{f ﬂVHMM TN \2\\/“’\6,-

Dose Route :ﬁue cy StTt Date

Nl wy

Nam Slgnature of the Doctor

Starting the OQiugs: !I L !

Additional Insfrctions:

i

5 %ﬂ%
N
N

Daily Doctor’s Endorsement by a Sign

DRUG :~ [+ PPE-AC T P —TDiErtl?a:\ﬁ\U -

Df:se Route | Frequency |Start Date

Jv[ e [Tho |q lwlz@mgm
Name & Signature of the Doctor

Starting the Drugs:

Do-Foushey 2

At
.
Additional Instructions: _‘(QQ: @h \
v

Daily Doctor’s Endorsement by a Sign

pRUG: ~T. PN et ol |

Time) (
Dose Route | Frequency |Stgrt Date
. P RD (ﬂj_ C‘Q‘Jm"
Name & Signature of the Doctor oo |
Starting the Drugs: 1 |
A
PrPeuday Y
Additional Instructions: U Q‘VIW
P4
Daily Doctor’s Endorsement by a Sign A

Page: 2/4
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E{""’;’Rﬁ;m .. o Weight. ..... < War, Oly
s AT e
; Time l Nurse Sig. I Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. O Sign.
Rou te Sta rt Date Dose Dose Dose Dose
r. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor sl D Dose Re
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - s o s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VAHIABLE DOSE .II?IE;I?: l Nurs‘a'Sig. NurseSFg‘ NESig. Nurs‘tlarSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte St& i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor L flos o i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e pose e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ggﬁﬁc%gger Route Signature Nurses
. \ X awng
V\W‘u’ A0M| b Pae UMy o ﬂ /kmbtw;
AW
o o b | cony [ty | Ly Prpsest
H X | V / ] 2l
il o0 Moumye e dphee | Bt d}L ot
s S B L 277
a(’n\zé 3191 o<yt S \v G Al
‘ | ‘ KUy
ol | Jozgmt Psy Z el | Lok
ahlo4|daopm | “Faptis > Dl A ez
T ) 7
Page: 3/4 (P.T.0)

r
q 1t

e
™



r. R = .
AAAAAAAAAAAAA L.V. FLUIDS CHART Weight. Q@ K Ward, . OO

IlHlllII I|I|I|I|I|\|||I\|||I\I|l|

Composnon oflV Fluid Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
pate I in = Mog/kg/min. etc) Route [ “mihr | Ssign Sign |Stopping| Sign Sign

P\Wv T o »
AW o0 | vy, | A by AL .

ANt Worme | |
|A0k| e WZVUML WWJW% %ﬁ”‘\g" sJ-t

PNyt ek ik -

t
¢
BN oo, |V L{ls@“ YR

IS o[ oo o T e
§ R W, M V LM{\M %p@‘mq e

M‘Q"

Page: 4/4




BAH-00645013 1#5-00176129

Mrs NEELAM JAIN%Y ) .~
l:,n:;::l 0 Rai_nb"éwf & BirthRight
(TR Ghildren’ ) zauemniomns

ACTIVITY RECORD FOR BILLING

Date of Admission: _ Time : Date of Discharge : Fmess = ]

Room /Bed No: _ _ | Ward : ' Suggested Billable bed type : __ _ __________

WARD TRANSFERS

Date ' Time From To Signature of Nurse
C\\\}-\’L@ ' SO 6 g —
alafas | Wegpm | RR - |2l 21)] foyedls

lll\ "

Cross Consultation Visit

Dogtors Name Date Order No. Signature

Oy bt Loannn (2D | (6/7/06 969650t p“ﬁ

J

8

9

10
Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations : Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)
|

Date E':ﬁin;ﬁg;t Coqfl';‘:ing Discgg:\zcting Order No. Signature
C\\@\ Tondaledton Puwp | ™ ‘EO‘W M ! -
\ \ o o) o® \0% ;o
A\ (.Cl’vg\f(){ pAD O fov: | 6 ’[@Pm Q / (1;6({\5&\{ JMQdL
c\\"‘/f\ F??/Qwvai P”“"GD Gl20pm. C’V&W\ \\\. ?4’?; odd "
e Tl




PROCEDURE

Date Procedure Quantity Order No. ~ Signature
AL | T plag merd. ( 61@"1\‘{0‘113//(@5*‘{
AKS - Pac 1 A6ABN3 ﬁib
A2\ I V% (=N A L P PO

Cf%c—wfﬁ&i‘;on ’

/h.

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




. | 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
- j
Children’s 0 | Telangana, India ,500034.
Hospital : TEL NO :+91-40-4466 5555

el WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : RN LA O RT A YR T

Admission No : IP5-00176129 Admit Date :09-Jul-2026 Admit Time :05:08 AM UHID : BAH-00645013

Patient Details :

Patient Name : Mrs NEELAM | JAIN Age 135Y
Guardian : Mr JINAL JAIN DOB : 18-04-1991
Gender . Female Religion
Occupation Martial Status . Married
Address (H) - #PLOT NO 79,80 PAIGAH COLONY, BEHIND Phone No : 9966111151/ 8500288888
ANAND THEATRE Secunderabad Hyderabad . X 2 .
E-mail : nomailid@gmail.com

Telangana INDIA 500003

Admission Details :

Bed Type : SHARED WARD Bed No :SW 417 Ward Name : 4F-BIRTHING CENTRE

Room No : SW 417 Admission Type : First Visit

Contact Details :

Name : Mr JINAL J{AIN Relationship : Husband
Contact Address : #PLOT NO 79,80 PAIGAH COLONY, BEHIND Phone No : 9966111151 /8500288888
ANAND THEATRE Secunderabad Hyderabad

Telangana INDIA 500003

| r

el far
Signature
v Y
Doctor Details : |
Doctor Name : Dr. PRANA[THI REDDY A Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : | Deposit Amount  : 0.00
! Payor Name . SELFPAY

Payment Mode : Cash

Printed Date / Time : 09/07/2026 05:09
|

Printed By : 018621 Page 1 of 2




BAH-00645013 P5 \
R TR 00176129 =
| S | Chmpens | @ BirthRight
iy MUEERISCIFLIARY FLENGEDMIEFORN. (el N
Diagnosis: , Gﬁfhl | gg/ﬂﬁokﬂj PPR&M v[ n (O
. ';::; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
rt, | D-Medical A Initial il ) g»g’ré / AT i 2 Tl A  Nursing | _
0 \q 10| & Nursing (1 Modified i / loC O Others:
OJ Others: 1 Per-Op WRpM (0 ﬁﬂ )‘ aél
6)\\30"‘ C Post Op /W L 6&&("}/
(Z
O Medical & Initial P RPN S 1 Medical
0\\44')/10 ZNursing ) Modified g AM {)MV@W\’{“ QMBIOJL’ 4 /]—C) ; e
_ | O Others: ) Per-Op . VM‘OD gj / CA— o
@ L O PostOp |- s
' O Medical | O Initial - O Medical
\0\9‘0); [ Nursing O Modified : PMD-—). Kis Q MO)‘V\A}-% .' OJ Nursing
?”Othffrs: CJ Per-Op SUp £ au b i 3 Ee. PW '[‘f""’ Sasng- }/ Others:
08| Aichpian | A PO ~
il grl:lnedi_cal g ;ﬁi:llf ! . Poslc ’P""‘t“—“" Duf) Cara Sxedif;m
/7 ursing odifie N o ursing
o e & Others: O Per-Op . 5 ““K*"‘*'j & Ls O QOthers:
s & Post Op ' ' Lij ?‘Mﬁmlﬂaﬂ t'na.r\uj
O Medical O Initial Ol Medical
00 Nursing O Modified CJ Nursing
O QOthers: O Per-Op O QOthers:
L Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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BAH-00645013 IP5.00176129 P
Mrs NEELAM JAIN CE
13 n4-199| 38y Rainbow

AT INTERDISCIPLINARY PATIENT Children’s ‘ BirthRight
ml“u"“lm“““l"\lmll“m y& / FAMILY EDUCATION RECORD :I:-tlagasmpw!!:ﬁ‘!m . AINBOW HOSPITALS

Your Right to a Safe Right to a Safe Delivery

Fa-1. / gl 3
Patient's / Learner Language: ...........ccoceeivvverseeenn Yo Patient / Learner Literacy: [1Read [AWrite [ Speak Willingness to Leam:;\les [JNo  Healthcare Literacy: D/Yes ] No
Identified Education Needs: 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 TOhemi T, o R R
Part - Il
Use codes from the list in part lll
Need Designation /
Date Time Identified Information Taught TS SSsthasisns Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
- Barriers . barrier/s .
q {/’m CTlop i3 Dtm/ﬁw‘:) Heptnil ¢ (M/Zﬂm, . [
‘ FtrJ i o /
VZ mmﬁmmwf [ W&ﬂ/umz’ 4
Ae(or |4 [ dhood dfestion  pr| 4 [ o [ [ U [ {7y
Condno
- h (Y
O ¢3%,1 4 Karoliew i<\ Py t S | | — " | Satvsl
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother 8. Spouse Sn: Son D: Daughter C Caregiver VR )T T g R SO Gt S SRR () A L
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T DD BDBEIN i it e
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs F L O e R I D e M LcoRen
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Docu. No. : ROHBH /FRM / CLINICAL / 040



BAH-00645013 IP5-00176129
Mrs NEELAM JAIN
18 04-1991 5Y
. =~ 9
i— RANATHI REDDY A Ral " bow

lllll||\|l\lll|||||lll|||4Il||f|l||!| Children's ® W
OBSTETRIC TRIAGE ASSESSMENT FORM i

f

N\

{
Date: - \:‘ l)’ ¢ | Time of Arrival: L{ " 36 A", Time Seen by Nurse: qigg% .....

1) Level of t:onsciousness:L;LBOn/scious LI Semi-Conscious L1 UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[ Severe Pain / Moderatlé Pain yreﬁn rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
[J Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
J No Fetal Movement | v g e Rl AR TR A TR BT S W
3) Vital Signs: Temperatuha: qu Pulse: 8%— RR: RO Sp0,: . A% ge: M Olj(OWelght %r
|
4) Gestational Criteria:
Gravida: G 9‘\ P L— A |
|
MP: &O\\WLQSF eop: ... ARG Gestational Age: .......... 55%&'0\3[{}
Uterine Contraction | O Yes [[GNo | CJNA | Onset Time Frequency:
|
Membrane Rupture +Yes | (JNo | OO NA | Onset Q@F@ Tim Fluid Calor:
. l : L6 ok Y PM prm &u)\
Vaginal bleeding O Yes | Mo | OONA | Onset Time Amount:

|
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Sympt!bms O Yes | O | CJNA Pain Abdomen / Vomiting

Good fetal Mmremenﬂ| | fes | O No | I NA If No specify:
5) Pain Screening: |‘ Numerical Pain Scale (NPS)
| N | | | l | l | |
| L | I I | | | I 1
1 2 3 4 5 6 7 8 g 10
Worst
| possible pain
» Location: ........ ikl o ey NGRSO RIS, -l SR RS SR epeup S B B
« Duration: ........... ‘OJV\ .................. Days / Weeks/ Months (Strike out which is not applicable)
» Character: ...... b OQ .................................................................................................
| ,\\\
- Frequency: ..... [ JRTRRRT
« |nterventions: ‘%/
6) Past History: ‘| :
BEENS: . |...............oconiionn B e i
C T U R vl SOORTE TS, 05O A o

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




BAH-00645013 IP5-00176129

Mrs NEELAM JAIN

18-D4-1991 5y

Dr. PRANATHI REDDY A :|

IHIIMHIHII!IIIHIJll(l(llll!llll
7) Allergy: O Yes yh‘cf B s R

8) Current Medications: _-Prenatal Vitamin = CTINONE [ OtBIS: ..ovvveeeeeeeeeeee e ee e eese s eaesesenesaens

9) Prenatal Medical History:

= None T Gestational Diabetes
_J Chronic Hypertension [J Low placenta
] Gestational Hypertension 3 OUBES Y08, SEENY L B i nie
L] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

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

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

1 Category lHI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
(E’L‘iiiegory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

CJ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

; Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
| Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
i Weeks
| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
' weeks

Mild hypertension

- Hypertension > 160/110 b
| Seizure activi ; >140/90 with/without
: ity and / or headache, visual o iins S

disturbance, RUQ pain

symptoms
| Abnormal FHR tracing Qg%f,%'amgpg?:gg'
| Non-Fetal Movement Diseased fetal movement
| » Acute onsite severe + Major trauma » Abdominal/back pain | « Ongoing assessment | Anything that does not
- | abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
| » Altered level of + Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) = Cervical ripening
- |+ Cord prolapse + Nausea /vomitingand | . Minor trauma (minor | » Out patient placenta
|- ngere respiratory /or diarrhea with ; MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomitingand |« Pre-booked visits (ie
» Suspected sepsis /or diarrhea Rh and progesterone

+ Signs of infection (ie injections, NST
dysuria ,cough, fever, | = Assessment for version
chills) + Rashes

Nurse Name : (Pvm\& ............................................. Nurse Signature: ... SN oo
Date: q\:HQJ. .............. Time: ... 5% h5
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BAH-00645013 [
IP5-001 |
Mrs NEELAM JA,N 76129 f
18-D4-1991 [ 2
Dr. PRANATHI REDD ‘
s R
ambow .

i i | QR
O/BSTETRICS /GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

5 fr ]
Date of Admission: 0\\:“‘)/& .....
Baseline Information:
Admission From: CJER ‘;" ] OPD Ll Adrission Desk ) Others, SPECIY ........coouiwuuciimsssssssscisnnnscees
Primary Language: elugu‘f [] English [ Hindi (] Others, SPECITY ....ccoovvurmmiimmnicismsnsnssnenenss
Do you require aninterpreter? [ Ye# (NG HYBS SPOCHY ..vvvvrerencnssiesersssssssisssessssms st
Source of Information: C}Pftielﬁt 1 Family [ OHherS, SPECHTY ......ccvvuurusmismsssessssstssssisssserssnssssssmsssnsssssssssnssecs
Allergies: [ Yes ‘_/No” tij‘.‘"Medications [ Blood Transfusion [ Food FYITE 12 RN SRR
Ifyes, identify ............... ,‘i ..................................................................................................................................................
Chief Complaints: P?\Q@m ........................................ Doctor Notified on Admission:_LYes™ LINo
.................................................................................................................... Name of the Doctor: ..\ ... LamezinA,
................................................................................................................... Time Notified: ... A2 G5B
Past Medical History: Obtainéd From [Patient [ Family Member [ Medical Record 1 Other (Specify) ..................
Past Medical Histo;fv Past Surgical History Previous Hospital Admission
o s -
I N WT
Gynecology Assessment: ( Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History. ......... .‘5 ......................... Caesarean Section/.“m 1 Yes Contraceptives: /ﬂgf O Yes
QJ‘S\LQG’% .......................... Cervical Cerclage:_=—No [ Yes Vaginal Discharge: LMo~ [ Yes
-
Onset of Menarche: ...... ,-‘ ........................... Ectopic Pregnancy..~"No [ Yes Post-Coital Bleeding_=o [ Yes
Menstrual Cyc|e./ﬂegular " Irregular | Myomectomy: /:/No [ Yes Infertility: ~=fo [JYes
0
Last Menstrual Penod ..... &a\‘\;{ Others: If Yes Type: [ Primary L] Secondary
Obstetric History: ;"G ....... o P el A B T N
Previous LSCS: ....... .......... p&t ................................................
Current Medtcatmn:; [ Nome _i=>-Yes, IfYes,Fillthe reconciliation form
mmilv History: /blo Abnormalities Detected
_| Heart Diséase ] Hypertension ] Diabetes L[] Stroke 1Seizures [ Kidney disease
[ Liver disfzase E O .. ianinpipnsivessighioussmarsiningassiliitasantasicasseseres NSRRIy 1 5 5
Vital Signs / Me#surements: Temp: 2L £ HR: 2 RR: .. 20.....
/' gp: .10k [A"\C‘%f-) Weight: Lo Height: ..LG.1..  BME ..l

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

(PT.0)

1————4

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




BAH-00645013 IP5-00176129
Mrs NEELAM JAIN
18-04-1991 38y

Dr PRANATHI REDDY A

il HHIIIIIHHIlNlUl/llHll

PHYSICAL ASSESSMENT
General Appearance: _| Healthy Lill looking | Anxious Agitated Others: ..o,
Fall Assessment; —Yes No Score..< Q... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: _|_Yes No Score...é%\fé. ..... (complete the Braden Q Sheet)

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

Mobility problem

Developmental Delay

Walking Problem

I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

_NoAbnormality Detected

NUTRITIONAL SCREENING: P
Overweight
Under Weight

~+No Abnormality Detected
Poor Appetite > 3 Days

Diabetes Mellitus

Inform consultant for positive criteria

Needs Therapeutic Diet.

Hyperemesis Gravidarum

PSYCHOLOGICAL SCREENING:

JACalm & Cooperative Restless Depressed Agitated Confused
BOIUED .m0 nt53355NG44 454 rmmerdhcntomr e bR LSSt
Inform consultant for positive criteria
Cultural & Spiritual Needs: [ Yes NO if YBS SPECITY ... Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: Single _Married Divorced Widow
2. Special Habits: Smoker: [ Yes ] No Alcohol Abuse: | Yes (__,No Drug Abuse Ye’s/_
Social History: Lives With ......Ca o \ o
Orientation has been given regarding the following aspects:
5 Call Bell in Reach : /fes No Waste Disposal Explained: 1Yes [ No
i Infusion Pump : Yes /No Hand Hygiene Explained: _=-Yes [ | No Others
| Above information given to e tl:%s?‘fd ................. s
Name of Person Orientation was givento: ............... (. ')m\?\ ............................
l‘ Orientation not given Reason: ..., 5 A
\
| Nurse Signature: .......... e e
| Nurse Name: ................ { \‘«’”% ..................

r Date & Time: r\\“)(’ ...... Q ...... 5 'CU\’“ :

s
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Early
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Ralnbow
Children’s
Hospital

It takes 3 lot to treat the little.

arning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

\\\

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

AR [T

11

12

10

11

12

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

L

RESP
(write rate in
corresp. box)
Saturations
Administered
@
3
-UO
©
<35
170
160
150
140
130
% 120
2 110
=x3. 100
'3
= 90 v
80 I
70
60
50
40
190
180
170
160
v
= 150
=8 140
® 130
T -] 120 ; .52:
(=N
e 110
@ 100 \
w
£ 90
g 80
70
60
50
130
2 120
2
g 110
= 100
2 90 I
=3 80 )i
> 70 - 5
2 60 L
he 50
m
40
[ 5] [
NEURO C"?" ' 4 i
RESPONSE ole
[v] Pain
Unresponsive
URINE > 30
mis / hour <30
Protelniiia Protein + + I
oS Protein > + +
z Normal
Lochia Heavy / Foul
U | Clear /Pink
quoL Green
TOTAL YELLOW SCORES (=]
TOTAL ORANGE SCORES .‘- $
Nurse Initial P




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 Nk 5
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
) o L * Y,
4 ™

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

M ol

* The Modified Early Warning Score (MEOWS)
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Mrs NEELAM JAIN L
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ST
Early VJarning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

Q)

9|l 26

Rainbow® ] £ .
Children’s (d BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date

Tl
B

8'!:)10 ) 1) 2|3

Time

©

G

[Go [n1[AZ])1 | 2[(3)] a| s |f6) 7

RESP
(write rate in
corresp. box)

>30

21-30 g M P

+G. ¢

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.

2, dwa

40
39
38
37

36

35
< 35

ajey Yeay

170
160
150
140
130
120
110

100

90 S

80 \

70

60

50
40

=
anssaid poojg 1j01sAs

190
180
170
160
150

140

130

&

120 ﬂg

110 N

-
7
-
~_

w oy

100 | C1 T

90 \
80
70
60
50

-
ainssaid poojg 21|0Iselq

130
120
110
100
90

80

TN

A
B

[

70

60

./A" N P 9 ‘s

50
40

P

NEURO
RESPONSE
L]

Alert

Voice
Pain

Unresponsive

URINE
mils / hour

> 30 o
< 30

v

Proteinuria

Protein + + ‘
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

i

Nurse Initial /4

e (O

7

0
2 @]
¥

o
I
(¥4
[}




E Obstetrics and Gynaecology ]

Early Warning Signs

% 5

Complete a Full

Set of MEOWS
Observations

\— /

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

in 15 minutes or continuous

monitoring

N

( ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ J
R
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
o ‘ Y
4 ™

* The Modified Early Warning Score (MEOWS)
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Mrs UMME HAANI
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PRATHYUSHA REDDY

B

\\\1\0‘
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==
Rainbow’ . o Lo
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes & lot to treat the little Your Right to a Safe Delivery

Narning Observation Score Chart - Obstetrics

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

Date

-

=N

Time

8[9

(10f12

12

(2

2

10422 11211 | 2

> 30

RESP 31-30

(write rate in

corresp. box) 11-20

0-10
94 - 100 %
<94 %

Administered 0, (L/min.

40
39
38
37

Saturations

3, dwa)

36

35
< 35

170
160
150
140
130
120
110

100

ajey Weay

90

80

70

60

50
40

190
180
170
160
150

140

130

120

110

.\!'

100

90
80
70
60
50

130
120
110
100
90

—
anssald poojg 21joshs

80

70

=

60

50
40

<+
2inssald poojg ljoiselq

Alert |

NEURO
RESPONSE
(¥}

Voice
Pain
Unresponsive

> 30
< 30

URINE
mils / hour

Protein + +

N ia :
Proteinuri Protein > + +

Normal

Lochia | Heavy / Foul

Clear / Pink

Liguor Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

T




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :

Repeat Observations
in 30 minutes
o
( \ 4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ . - \ y,
e p
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
R | J

* The Modified Early Warning Score (MEOWS)
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Rainbow"®

Hospital

BY RAINBOW HOSPITALS

Children’s ‘BirthRight"

It takes a lot to treat the little.

FLUID CHART

Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately.

éake additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output

IV Site

late

Time

Nature
of Fluid

[ Route

NG

Diarrhoea | Vomit | Drainage

Thrombo- 3
Urine | phiebitis | Sign.
Score Nurse

Mouth | LV

N.G

08:00 am

/

09:00 am

/

10:00 am

f

11:00 am

!

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

el

07:00 pm

Total Intake :

/ Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Q

Total Qutput :

AN

02:00 am

03:00 am

04:00 am

05:00 am

ey

06:00 am

P
b A

O <'R)M~$J
O Cund

07: 00 am

‘?i’ 3

L
— 10 (unt

Total Intake

Total OQutput: U — 9 % =)

|
Total 24 hrs. Intake /

RN

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

Total 24 hrs. Output
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

It takes a lof to treat the

Sheet No. : .............. 0”3’{26

—

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 i _ Output V Site
Date | Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine Thienis | Sig”
of Fluid Score | Nur
Mouth LV N.G
08:00 am ) Sy
09:00 am 50 =3 kil
10:00 am v’ D /
11:00 am Ho o 1V i
1200 pm s o
01:00 pm R Q
Total Intake : Total Qutput :
02:00 pm aly et (el 4
woopn| o | Fad O/qdT
ioopm| Ul [T “ 1O/ 1N
s X | K baid | A\
06:00 pm O\ g et P
07:00 pm il
Total Intake : ,—aggl)u\/ : Total Output : Q)M&Sﬂ%
080 pm Wool P] . 0 ¢
09:00 pm AL | A o) / ot
10:00 pm S AL 'LEXWJ 0 » |
,}‘} 11:00 pm ogt)x ”\/ 0 ( al
N7 [1200am [ 0 g I
01:00 am ! 0 3
Total Intake : A Total Output: |) — 20D p —
02:00 am B
}\ 03:00 am o \\ 5y g Kn"’"’?
Q™| 04:00 am y
\g 05:00 am A\j? Qq = L
06:00 am U)L [ Q }Z(' .
07:00 am 300mad 9
Total Intake :

Total Qutput: - 1300 M- D

Total 24 hrs. Intake /CQX},\

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

Total 24 hrs. Output 3 ,[ (5—00_4 M~ 2
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Mrs NEELAM 44 “ 1P5-00176129
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0% PRANATI Rainbow*

Children’s ‘Blrtth ght

iy - [FLUID CHART]  fmicil” | @

Your Right to a Safe Delivery

B s sitsssimasissois ll W'\q,\f\/b

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 IV Site :
Date | Time | Nawre J[ Route NG | Diarrhoea | Vomit |Drainage | Urine Tﬁgr%gfz'g I\?l'ﬂge
Mouth | LV | NG
08:00 am Lm o 0 \ o
09:00 am N \D . soul £ al”
10:00 am 5 i 0 gk
11:00 am Y \ ~0| o A"
12:00 pm | ] - o 1
01:00 pm ?u 0 / *‘%
Total Intake : _" Total Output : v ﬁmd“‘/ — 0
02:00 pm f [ e Lre
03:00 pm —P‘T’.Hf"?‘ A o/ Iait
A8 | 0400 pm | NX o >[I
& 05:00 pm ; A°( | 'w»
06:00 pm W M 10 ) [T
07:00 pm e \ 7 i
. Total Intake : |r Total Outputt = | mne D |
® 08:00 pm ,‘
09:00 pm |‘
10:00 pm l‘
11:00 pm j
12:00 am |
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am |
04:00 am |
05:00 am |
06:00 am [
07:00 am (
Total Intake : ! Total Output :
Total 24 hrs. Intake / Total 24 hrs. Output

Docu. No. RCHBH/FRM/CLINI(?AUOQZ
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Rainbow® . L
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

Output-

IV Site

Nature

Date of Fluid

Time

Route

NG | Diarrhoea

Vomit

Thrombo-
phlebitis
Score

Sign.

Drainage Migen

Urine

Mouth

LV N.G

“ 1 08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 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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Rainbow® ® - "
Children’s BirthRight
NURSING CARE RECORD Hospital _ | ) zomemocmus

Shift: ] Morning

('] Afternoon é;LN‘rgﬁt
dadeand

Date: g,(#l?/L ........................

NEET . S TSN o VNG -l oo SO

Shee
6 &

B~

S |
#4120

= FHR TVIUY\J‘f}OMra
S v Placemen~d—

Assessment: ........ LaKLCAT ... (o.
T e PemMMARAMARLIN s dsok o assoussuousasnnsessnanss shansssaninsheNnine s nnasasnsante LSS ar e e AR AanaagAE e a A e e S4SR A ALt s s e e b nme s eSS bn oo et st et cenes
o | [ Maintain Airway and Oxygenation _[LRefleve Pain & Discomfort = Maintain Fiuid Balance ——— - (] _Maintain Good Nutritional Status [J Maintain Skin Integrity
E : ain Personal Hygiene ,D—Pra\'iem Infection [] Meet Elimination Needs 1 Ensure Safety [ Early Ambulation Reduce Anxi _[J-Patient & Family-Education
3 | [ Identify Potential Complications [y R LM i S el b RO . i S ST O
Time Plan of Care Time Implementation Evaluation
u . O :9 /__‘/E\{ \y0 — iy
. e o v 3 \
Q‘P T4 EJ“ Condudfo v Epm. ) QW& [ < P+ Condition, Pfd?—y“evﬂP' ;,S

overy 23d houstsy

=, N Umgogb;aé,u:

=) Sv ?(WJ Ao g
D) mredd cofion Jver a)
pen OQ}\.UZ Chor A

[0 Mahﬁ%%z Hora .

NUrSSSKINRE  ....................dt ;s Nurse Name. ............ @n

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

.............................................................................................................................................................................................................................................................
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\ 3 Rainbow

r
-04-199
B PRANATHI REDDY A

VY

| iidren’s | @ BirthRight
Children’s IrhRig
\\\\“\‘\\ \\ : NURSING CARE RECORD i—lmgasuegg?m .@gﬂmWHosmes

a Safe Delivery
Shift; oming [ Afternoon (1 Night - Date: O[MQ'Q
; coritladily Lo

ASSESSIMENT: ovvooeeeeseeeevoessessessssessessseesersessneeseeneenenne O L D fﬂp e Jy..1CAx.... & W o1 0 o it 2 e AU SRR TNTNG! MOl /2

& (] Maintain Airway and Oxygenation [T Relieve Pain & Discomfort [ Mainfain Fluid Balance [0 Improve Activity Tolerance [J Maintain Good Nutritional Status ~=Maintain Skin Integrity

E D_jl,aiuiain Personal Hygiene [ZPrevent Infection O /Meet Elimination Needs [0 Eneure Safety [] “Early Ambulation Reduce Anxiety []” Patient & Family Education

S | [ Identify Potential Complications L0 ANY OIS, SPAOHY. .. c.vriersvassnnssrsmsnssnsmonsreisvnsorssnsenbinssmsssasanssses sansessnsissessinssasssssansdoasvessnns

Time Plan of Care Time Implementation Evaluation

a

Y Do e pcd A cordHo, 5 Athcpecd He P! i
g y- Mowdler m%ﬁﬁm %eﬁ mwi‘@bh,cf m

Oy pimiiadele madbadon | Vo lp Auordliid sl e

p pel
U’h B2 _}?voucrct@_ Qe dggfh_ A @mu%cicd Sald- bty ¥ P Mable,
le Pogde by Fhsd o Dot Lo Qo FSA

(42 %’cﬁma& piﬂgﬂ .C«'%fL &f’ﬂ S @@ﬁc{m’/ S_W\f*

Re-Assessment:

SPECIAN NOIBS  ....ooovvvvvesroresssesesessssesesassssee e assssssee s8R LR

..................................................................................................... o TR R e N S S
BRRBOSIGRARE: .....o.crirrnss ATl ot aibssissioss NUFSE NAME: ....ocveevrercrnvencrrennnen A M Cﬂ’ﬁm} Date & Time: ﬁ[&[%ﬁ%@




fr/‘/é.
Rainbow®

br. DR.M PRATHYUSHA REDDY Children’s BirthRi
O NURSING CARE RECORD rospital _ | (s g
Date: C(/S//?O\

Shift: | Morning ermnoon Night
\Q X '_{ ........ jf .............. \_{ y ity
PC.. . ~[ QA ............ (\OMU/P e v o el e o=l 0.......5 1. 4./.\,(.7. Ly i T UNPTNRRRSRR . .. -
< TR et etatorrhonsfirneasnceasecssususidosnntnnseveliigunsnen ey 4
Improve Activity Tolerance | Maintain Good Nutritional Status Maintain Skin Integrity ko
Early Ambulation Reduce Anxiety Patient & Family Educah‘o”

ot T ST SR IR 8 B e e R IR RIS, | e
[C] Maintain Fluid Balance
= —Ensure Safety
o, ~—

=8 [] Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort
_g ] Maintain Personal Hygiene Prevent Infection Meet Elimination Needs
S | [ Identify Potential Complications T T g ) RS e O R R BT I b
Plan of Care Time Implementation Evaluation
. $
Y T
: ‘ ) , N &
A TMQ’%Q[ ﬁ( LA Q ?% (C“’DY{\(“\/E‘W

Time

Ael e P+ CM‘Q.;\(Cﬁ(Sf;f
\J: *ln k_y C(w& ol (TO Y ok

\
MO ~FRLG i Vi el i
' )
W& W 8T Ob,x »
S 30| 5
T - C,kct*:f'f‘\,g' g\/(‘_"(é{(ri}?@?;’

‘b\ ik N7 ?\*.TQ«.\»-

‘;’?'O J / i S \A A AS L'fl MO ¢ f G LC%}L é:w%) :}._/_ _ 8
. AN \ ’ (Q ;

cf,‘“laj b\yfﬂq(-" L+ “'!1701/) k) gof’m) (I??{L[] U&@W (7 (V\p@iﬂl |

<

.

- ()
Nurse Name: ................ J)‘ELQ’\ .............................

Nurse Signature: ................... @/ S T

Docu. No: RCHBH /FRM / CLINICAL / 148




IF3-001764 29 . ‘

‘j l:’JNZsY (F) =
. /‘é'::iﬁﬁmiﬁiﬁ i HIET | @ sy
s ___ NURSING CARE REcoRp Hospital | @ zemnndis

1 Afternoon M
g ) Date: 0”?["/{‘9 ...................

- ﬂlofnmg

et
‘(\&_- {96({‘ e trican e NI LY S—
¢ | ‘ o | . ez i A ToGe [ g e
656 e _antain Airway and 0.xygenanon LI Relieve Pain & Discomfort LI Maintain Fluid Bajance ClAmprove Activity Tolerance U Maintain Goog Nutritional Statys (I Maintain Ski '
P L M=s ¢ain Personal Hygiene ‘ﬁ’ﬁven: Infection L1 Meet Elimination Needs LI Ensure Safety [J_Early-Ambylati i - a'”tf“” g
Malflify Potential Complications L1 Any Others. Specify... ) - hyAmbulaton Reduce Aoty LL_pateit & Family Education
e MR e, SR
%,
&

cond (Hon,

2 0 _
0{ mOr)?"lL‘ V) ij 1 ‘{a(' & & 3!"(&}%{-]\%{1\

5 0
A Dfo chat mafnlla’amﬁ

fa!‘;mf oS

J‘?—qﬁ le.

o £ mfnmo'hf AHals.
top

¥ |
A ma?ﬂ{d'ﬂ -T/O fﬁlm &

kT g o e M
. N RN SR Ke. 745»%65%{%& ....... C‘Lb"‘“'é

Special Notes: T g e S
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¥ .
oW

TR D Sy | @ sirnmine

NURSING CARE RECORD . o RS
Shift: ] Morning [ Afternoon Night Date: C’[%/Lé‘ ....................
Assessment: e
...................................................................................................... ﬁwi@ﬁwqﬂa—b@qu
...l (] Maintain Airway and Oxygenation _-Relieve Pain & Discomfort =+ Maintain Fluid Balance /E]/ Improve Activity Tolerance [CJ Maintain Good Nutritional Status L1 Maintain Skin Integrity
E Wn Personal Hygiene ~=TPrevent Infection [J Meet Elimination Needs _F—Ensure Safety = i f j j
3 | <7 Identify Potential Complications TN AU LRI . . ... .. f O e Bl DAL A SRNCIE
Time Plan of Care Time Implementation Evaluation
Wpm |5 agetid Lhe pb UM DAsener,  gho proguest

" conditen C9n093{'( QN
4 L3 \ N
- 2n § DiSCombert P polaved pa 9%

2hm " Y |2 enauioy S ot L e

grody » b dagdod T
SULY M&jcﬂ\ﬂn ?\( 10t AN 5 exh:‘:;a?/‘d L,}.\DL ,P‘(
bAm a:’j‘iaw T /)‘lmwm WS R
gam [ per  caatt | Thm | A fer Jott

Lok

Nurse Signature: ‘E\:&TA ................... Nurse Name: ............... CA\"‘}/‘* .......................................... Date & Time: COM% @?6’\7
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Rainbow"’ . o
e | Children’s @ BirthRight
s NURSING CARE RECORD Hospital _ | (e
Shift:  [ZMoming [ Afternoon [ Night Date: ]D}'T)?/{.,
]
ASSESEIMBNL ... oo fi b e amassnsnsd st aniiianssinn s sasss i A n e SR s S i S SR s T b e nle o ) 9 Cu O ..........................................................................................................................
- ‘?(a/imain Airway and Oxygenation [ Relieve Pain & Discomfort (] Maintain Fluid Balance ] Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integ:rit; .........
_g Maintain Personal Hygiene ﬁ Prevent Infection 1 Meet Elimination Needs Msum Safety [ Early Ambulation Reduce Anxiety \Z/Piﬁent & Family Education
S | [ Identify Potential Complications T PO MEIBTR: SOV -cocuinionsioi s S i o oA e o R 8 S o A S i A S s
Time Plan of Care Time Implementation Evaluation
= ! m rW‘P I s
sm | Assd A $\0om [P s€fs ed HYLW Faﬁad 1S
cond 1t conds 100 Ctable

o qoniey witeds and - Onoved wrtedd and
ALY e mded

. o adminiStes - mediCaT0)  adminiiieg
%mexﬁi/'?{i(j:gm 021D —ed 43 A chare
a

MPW) % pol,%g wmo\/w{ wf’flf’m"li\bp") I Pﬂlq/j el o-17p7
Aov ¥ Enswe Lafer] j‘,tﬂy"\ﬁ/wtm Taf—eA

¥

an)

He-Aséessment: ............................................................................................................................................................................................................................................................

.................................................................................... o IS 17 STLE 23 B RSN 0 o A G

I ot o oo s b b ety e il S s ooyl T e T .5 B A s e s R

........................................................................................................... %l%nmo%a’w&npﬂ’)
Nurse Signature: ...................... latte...... Nurse Name: ...................... o{ﬁ#”l ................................... Date & Time: ......L 2/ 7/26 <@ gm..........
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{

o |

(AP -
NURSING SHIFT HAND OVER FORM - WARD

2z

Rainbow®
Children’s
Hospital

It takes a ot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: ...... »h P‘h}?\ ....... ... Department: ... QA Date of Admission: C’(]:H%
g Diagnosis: Gl Dd l / 25 +b WI%PPQG M Any Infection: CJYes [1No =NotKnown
'g % TO | b S
- | o o
2 | Area ‘ - S ‘ R | AW !
g ' I,"snift Time Og Oopr] O‘? WA %14\’@6@‘ ; "f'gr g NN
g Medical Condition t ™ . :
= | (Any special condition to be noted): o \\‘?’ :

| o £ X
R e
Allergy: | 0 Yes\[AG | O Yes ©INo | O Yes CLNo[ T Yes CiAo |01 Yes Tlo | O Yes Ao
Tubes/Drains/Cathetér: 0 Yes OO | O Yes 2 flo | 0 Yes (-NoT Yes ;aﬁo o1 Yes I:/-l(o O Yes QA@
viaisigns: | Tmp | a@€ [ogn& [ 10T opS G D akal
. Res | 00 | 30 [P | <0 [ 13 | 108
z Sp0; | 4gd. | A | 1vol. [ 1pp% ] A9 261
2 Puse: | COblm | G| §26lm] < d .., Gﬂn\
2 | BP: [109[6¢ | A 11000 \n3) 03 (p|28 [ 112 ]ad
FallRisk Score: | Q6 | 9D S e | 24 ¢}
Pain Score: | (© o) © © 0 oD
saetyNeeds: | ot | NS [\ EUNGESS T am | sHeni |8
Q | Physiotherapy | O Yes No |0 Yes (o |0 Yes (Mot Yes /N0 | 0 Yes Mo | 01 Yes ONgy”
g Ig‘l Others Specify: O N\ VO & PT NA Y
E’ | Special Diet: | Yes 2No O Yes Mo | O Yes =No [T Yes N0 | O Yes ,ﬁ No | Yg D)l( f
s , .
8 |Other Special Ord#rs / Medications:
& | Py N\ A%a
| i NO- (l e MNP
f
Post Operative Procedglire Special Orders: |\ Py N\ ‘ : A | N NH
Handed Over By Name I?I T f\r\'? wﬁ/ @/‘Ab\/\ (L o)\éfw (g\s’\( C@J/R"f
Signature - | A I ] q. W“ J =2
Date: | C\\_\\Uo 6\?&”" C‘A\"’T © Q\’;\ b’b'\b\?r\»h !o!eq"
Time: | L 2 QRK\@WE‘ &g‘?ﬁ;\ /) §o1- &l '}‘ﬂ"’]
Taken Over By Name Xo\d‘i\ Q}U\ hy\?‘ B\:}-\jﬂ Ty ? UA
Signature : J M B P R
Date: f Ob(;x\% ‘\Pr‘ " Qo \‘3\ Vo m\?j\\“‘ Y\ || bﬁ'dﬂf
Time: j G- pAgf @‘\\w (D] Qpnry

Docu. No. : RCHBH /FRYA / CLINICAL / 097
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Patient Sticker

%

Rainbow®

Children’s

Hospital

1t takes a lot to treat the iitte.

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: %OM@JAA/ ............. Department: %ﬂd i

BirthRight
BY RAINBOW HOSPITALS
Quu-r Iilé?;{c; Safe Delwéry

Date of Admission:
z Diagnosis: ¥ Any Infection: C1Yes [CINo [ Not Known
= I YES SPECHY: ...vevvverreeeccrevrrersssnnnsneeees
=
s 0
2 | Area
-
3 Shift Time PJRA R
& : .. {
* | Medical Condition A
= | (Any special condition to be noted):
o
Allergy: () Yes, LMo | Yes O No | Yes O No|CYes C'No [0 Yes O No|C Yes OONo
Tubes/Drains/Catheter: Ol Yes ;‘rﬂfo C1Yes CONo | Yes CINo |2 Yes CONo | Yes CINo | O Yes CJNo
Vital Signs: Temp: | %R §
= Res: | A0W)
g Sp0,: .| W
w .
% Pulse: | Ewldm
2 BP: | 10%] (A3
Fall Risk Score: -~
Pain Score: | O\e
Safety Needs: g{&?mlg
@ Physiotherapy | Yes CiNo (T Yes C1No | Yes CINo | Yes [1No | Yes CINo | O Yes U No
(=]
';3' Others Specify: e
=
g Special Diet: iJYes\yf\Io CJYes CONo | Yes CONo | Yes CONo |0 Yes CONo [T Yes CINo
E
S |Other Special Orders / Medications:
3 (¥
Post Operative Procedure Special Orders: Ay
Handed Over By Name : P 06;
Signature : V:M
Date: [M“.Hb(
Time: m—
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Mrs NEELAM JAIN Rainb“&w .
[ 18-04-1991 I8y F) Children’s B"'tthg
Dr. PRANATHI REDDY A i
Hospital .W_ﬂw
ALY TR PAIN ASSESSMENT FORM e | it
Date Time Pa:g ﬁ;‘;’e Location Duration Acuity Character MF‘:::::::" Pm?;:g;;:;" iy Intervention Sign
[
) O’ ND [J Continuous | [ Acute (] Sharp [ Dull ] Increasing ] Yes | )r\d’ e)i
Q\ﬂ\_’_ o\ 10 Bl 1 Intermittent | (] Chronic (] Aching [ Burning | () Decreasing | [ No O M@Wdfoh “Tenre
o _l__"'f(to'--+—a-00ntinu_gqs [J Acute ] Sharp [ Dull (] Increasing | [ Yes Umcl o
E (b : : _7_7_7_7_7_7_7"—*-4— H : ‘m : o . kﬂ]ﬂ/\’
QX)E w %ﬂ @) Yo | O Intermittent | O Chronic “Srhching[1 Burning | [ Decreasing £ No A btz
A ] Continuous | [ Acute (] Sharp (] Dull () Increasing | O Yes | ¢
) e
A - . - . 0 : 1 Burnin 0 " M r —
O\Mlé h'ﬁ(() O\@ pasy | O Intermittent | CJ Chronic [1Aching (] Burning | ] Decreasing | ] No Obs M)abn
: No J Continuous | [J Acute ] Sharp (] Dull [ Increasing | [ Yes (4 Y\cl/ee’ 4(9’
q[ﬁfb \Pr{) D\&) {qu O Intermittent | CJ Chronic ] Aching [ Burning | [ Decreasing | (J No Obter. 2 Mg
— . N <
Jow e | O Continuous | [3 Acute ) Sharp [ Dull [ Increasing | (J Yes baq..}_&J[ UM \J&
q[_}hb g |10 C\&)&MJ ] Intermittent | I Chronic (1 Aching (] Burning | (] Decreasing | [ No M Al P ~
po¥ L)
' , ' &sz o4 U Continuous | [ Acute (] Sharp ] Dull (] Increasing ] Yes
C\l@d-n & MA 3/) ]Q oyl ) Intermittent | 7 Chronic [ Aching [ Burning | [] Decreasing | [J No o f«%&
‘%’ D ,J'D 1 Continuous | [ Acute (] Sharp I Dull ] Increasing | [ Yes & ni” ‘ OQ,_
a‘ﬂg’ )f L)) )7/\': y | O Intermittent | [ Chronic (] Aching [ Burning | CJ Decreasing | [J No Ofgeyvale /’Q’]’
\0@:@"\/ (] Continuous | [ Acute {1 Sharp [ Dull L Increasing L] Yes Oﬁ c@«w 4 l y
W& W ")“) D H@ﬂ’m [J Intermittent | () Chronic ] Aching (] Burning | [J Decreasin CJ No . &“” ‘f‘ U
£ g" a L 7 - = = P @ZDJCAVGU{') 91,
Lo [ Continuous | [J Acute (1 Sharp ] Dull [J Increasing [ Yes l’)nd‘gq/ ¥
{L 0 F : =1 H | i e i W H i i 2 [Q @“Bﬂ
54 2\’“‘ o Pn O Do n.| O Intermittent | CJ Chronic 1 Aching [J Burning | [] Decreasing | [ No O & o Va/‘i 00, DL‘T
J LJ
) Continuous | [J Acute (] Sharp (] Dull [J Increasing | (] Yes ,L:J\
\Q\WS\"‘L e | Q N A& | [J Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No /S

N2l

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2, For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢)  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.

(PT0)




SCORING
Occasional Grimace or Frown, Frequent to constant frown,

withdraw, Disoriented quivering chin, clenched jaw

Uneasy, restless, tense Kicking, or legs bra'wn up

Laying Quietly normaj position, Squirming shifting back ang

moves easily forth, tense Arched, right or Jerking

Moans or whimpers occasional Crying Steadily, screamsg of sobs,
complaint frequent complaints

Worst . ?
Possible Pain Reassured by occasiona) touching,

Consolability guggmtgtl)lm being talked to, Difficult to console o comfort
istractible

Assessment Pain / Agitation

Criteria
Wong - Baker (Pediatrics} Above 7 Years

Crying No Cry with painful | Moang or cries Appropriate crying Not Irritable or Crying at High-pitched or silent-
Irrilahilitv stimuli minimally with Painful | irritabje intervals consolable continuoys cry

1 2 4 5 8 10 stimuii Inconsolable
No Hurt Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst No arousal to any Arouses minimally to

Appropriate for Restless, Squirming Arching, kicking Constantly awake
Stimuli stimufi gestational age Awakens :‘requemiy or
No Spontaneous Little Spontaneous Arouses minimally / no movement
movement movement (not Sedated)

Facial . Mouth is Jax Minimal expression Relaxed Appropriate Any pain expression Any pain expression
Expression No expression with stimuli intermittent continyal

No grasp reflex Weak arasp reflex Relaxed hangs and Intermittent Continyal clenched
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 tenge

Vital Signs HR No variability with Less than 10 Within baseling of Increase 10203 Increase greater than 20% from
R, BP, Sa0, stimui variability from normal for from baseline baseline, Sa0,ess than or
Hypoventilation or baseline with stimuli gestational age 5a0,76-859 with equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢) 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.

= Rainbow® + ’
Patient Sticker | Children's | & BirthRight
Hospital .w
PAIN ASSESSMENT FORM e e
Pain Score : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Falors Educated Intervention Sign
[] Continuous | [J Acute ] Sharp ] Dull ] Increasing | [ Yes AND
ik 2 ‘W}‘%JLHIQ_ 0 1 1o AN | O intermittent | £ Chronic 1 Aching (] Burning | ] Decreasing | LI No M?
# | O Continuous—{- L Acute | [ Sharp (] Dull 1 Increasing | [ Yes AN
[® JQ’ ' mPlV) O, v NE [ Intermittent | [ Chronic (] Aching —3-Burning { (] Decreasing | [ No M‘h
' (1 Continuous | [ Acute ) Sharp (] Dull Oincreasing | CIYes | — —— L o
\0[3(\3" QQ - O\\D R ] Intermittent | ] Chronic 1 Aching (] Burning | ] Decreasing | [ No YH e
(] Continuous | ] Acute (] Sharp (] Dull [J Increasing ] Yes
] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
[0 Continuous | [ Acute (1 Sharp ] Dull [J Increasing [ Yes
(] Intermittent | ! Chronic 1 Aching (] Burning | [] Decreasing | [ No
(1 Continuous | [ Acute . 1 Sharp (] Dull [J Increasing ] Yes
] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp (] Dull [ Increasing | -[] Yes
1 Intermittent | J Chronic [J Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute {] Sharp  J Dull (] Increasing (] Yes
(] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [J No
[J Continuous | [ Acute [ Sharp (] Dull [ Increasing O] Yes
[ Intermittent | [J Chronic ] Aching (] Burning | CJ Decreasing | [ No
(] Continuous | [ Acute (1 Sharp ] Dull [ Increasing O Yes
[ Intermittent | [ Chronic "1 Aching [ Burning | (] Decreasing | [ No
Re-assessment Frequency:

(PTO)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 ] [ | ] l | |
I 1 I I I I I 1

3 4 5 6 T B 9 10
Worst
Possible Pain

ISE o

Wong - Baker (Pediatrics) Above 7 Years

LLLdS®

No Hurt Hurts Little Bit Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2 »
P No Particul i i QOccasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and : ;
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sdbs.
Cry No Cry (Awake or asleep) complaint frequent complaints
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)
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 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, BR, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

5a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator




BAH-00645013

1P5-00176129
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Mrs NEELAM JAIN Rain bOW .
i, PRANATH MRODY & ﬁg"d rterli s . BirthRight™
sSpi Al WHOSP
ARLERRA |||I1|III1I||| CHECKLIST FOR THROMBOPHLEBITIS / m'imim gt e
SC0 DAY-1 Y4 DAY ' DAY— ' ks
. No. SITE OBSERVATION STAGE / ACTION RE : E] N | W TEE] & Romakd
; No signs of phlebitis / ~
1 IV site appears healjhy GRS cannuia 0 P, o) P 0
One of the following signs is — i
9 evident : Possibly first signs of phlebitis ’ -
* Slight pain near the IV Site / / Observe cannula — E
* Slight redness near IV Site b o
3 ;::Oe\?if d?;_followmg Signs Early stage of phlebitis / 5 il
Pain at IV site Redness Resite Cannula — . — —
bbb i e, Medium stage of phlebitis /
- 4 Pain along Path of cannula ?85':3 Catnnula Consider 3 e . ‘. -
Redness around Site Swelling RG] 178
All of the following Signs are
evi:ent zng ng:clengsiv:eg: Advanced stage of phlebitis or
5 Pain along Path of cannula the ;tan of thrombophlebitis/ 4 s o
Redness around Site ?e site Cannula Consider R i B
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | trombophlebitis/ 5 e, i "
around Site Swelling palpable Inltlate’treatment Re site
Venous cordpyrexia Cannula -
i o : E o
Signature of the Nurse W MMW [ @bl p‘Hﬂl«

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

Signature of Shift In Charge :

B ................... ﬂ/ ............ Name : k?’w\;\’«eﬂu‘

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

Signature of Ward In Charge :
Signature : ............. erns . Name :

v
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lttakesam(totrea‘
Ty,
TireEy
e
e —

Risk Assessment Form

Sy

i

h Category

Choose Highest Applicable gcore from €ac

' = 1o o |
_m—’_— o
_ Low Risk -

alling

History of F
ly or w/in 3mo

Gmmed'\ate nths)

agnosis

gecondary Di
e diagnosis)

(more than on

Ambulatory Aid Crutches, cane(S
. D
v/ Hepaﬂn Lock of Saline ﬂmw
) |
Moderate Risk 25 - 50 N’;:ﬂ:lrrne -
2 ate =
GAIT / Transferning ﬁi\;e"ﬁ o /
> rventio
n
Forgets
4 to own ability _ 251 Risk Fall Higy,
Total Morse Fall scal mmﬁ- l';f-tevenﬁon

yention and

ply all Jow risk inter
ce to always call for assistance

Moderate Risk (25-50) Ap
ambulation. Reinfor

[ Assist and/or supervisé

Tick (v) whichever precaution taken.
Risk Level and \nterventions
Low Risk (0 - 24) (standard Falls precautions) 3 Hourly safety check
] Ensure patients use their prescribed gye 0lasses if any, in the hospital ] Assess patient after visitors, leave 1o ensure safety measures in place
1 Use chairs with arm rests Mk (z51) Apply all jow and moderate risk interventions, and.
chers and wheelchairs while transporting patients [} Initiate constant observation by healthcare provider as appropriate to patient's needs

) Use safety straps On siret

Docu. No. - RCHBH / FRM / CLINICAL/ 006
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BAH-00645013 ‘

e M N!!U“" . F "2
- el ®
4 Ra00Y A Rainbow i .
“\“ \“\\“ ““\ AN Elhlldrel;’s ‘Blrtthght
_ osp ita BY RAINBOW HOSPITALS
Morse Fall RISk Assessment Form It takes a lot to treat the littie. Your Right to a Safe Delivery
. o
Date / Time 18 |9 _ _
Choose Highest Applicable Score from each Category q\? % l@ MU“ ’ Fall Risk Grading
Score | o g o 10Eny
History of Falling Yes 25 V 2 I e VORI, WL YL (ST S—
| (mmediatelyorwin3months) — { Ne——— — ——— | 0 | RiskLevel | MorsaFall Score |
: _ — (MFS)
Secondary Diagnosis Yes 15 y £ (g y
(more than one diagnosis) No 0 :
i 30
| Furniture Low Risk 0-24 g:anda{id rI:all
Ambulatory Aid Crutches, Cane(S), Walker 15 ecautio
None /Bed Rest /Nurse Assist 0
Y 20 1Q
IV / Heparin Lock or Saline Nes - QO .1 Implement
p Moderate Risk | 25 - 50 Moderale Fall
Impaired 20 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 kis 2 :
Oriented to own ability 0 :::gsggggn
Total Morse Fall Scale Score: 24 15 . Fabh.
Signature (\ W O\-P’U‘ d«/ﬂ'\ Lo
: J
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions (] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) (] Hourly safety check
| Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
[] Use 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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8-04-1891 Y o

r. PRANATHI REDDY | | 4 ao\ Rainbow® .

INNHHHHIIIIIIIHIMflﬂl(lﬂlﬂ Chikdian's .B'”hR'ghf

H05p|tal BY RAINBOW HOSPITALS

It takes 2 lot to treat the little.

Your Right Safe Delivery

NUTRITIONlAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ........ 0\Hz2s. ... Time: .....8 18 0amA

Origin:....jv.\f. CUN ....... Height:......f.@.{..(.m ...... Weight:....%iﬁ.‘.?hgts_.... BMI; 32 ¢ Blﬂg [

Food Allergies: .N®................... L .......................................................................................................................................

- diagnosis: ...PAND.). (QUD ( groy\iqmm Ua%fw«\ QLL(AV‘Q}\AUJ ...............................

Typeof Diet: [J Liquid O $oft Z'/ Normal (] Diabetic
_ATVegetarian [ Non-Vegetarian OJ Vegan

Diet Advised:

. Noxmal. H‘Agk Jywkim die 0

hxwhmh Flosds.og. Lzal.. Ll/cvtuou
vﬁ\umc\ gf uﬁ,‘c"((uu.}aq Efeuimc;ﬂLdb@J.A

Ao 00ans0a0es10000s000m00a0nssnnnIensonesitastussINs s seteInEteenestertissssteserteesesesttessteesettNeiessttesetesseteesttesteiseitiEeIteenIttnItensiressestasmenatanassans
|
|

Patient’s / Attendant’s 1 Dietician’s

Signature: 20/ ................... B e Signature: ... SAASE ~....cccccvvcerenserssiseesnin

Name: ..... K St Lo W IIL ....................... Name: . SR TR s
Date & Time: JO\>126 o Date & Time: ..\0. }i'lé .........................................
| g L30amn

Doc. No. : RCHBH / FRM / CLINICAL / 195 ‘|
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DIETARY NOTES

Time

Notes

Sign
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BAH-00645013 IP5-00176129 ,//
Mrs NEELAM JAIN

N

e, | Rainbow' | @ BirthRight
ARERIRATE |I|I!|I|I||I1| Hospital _ | ({)eeoncsr:
' BREAST FEEDING HANDOVER AND
| ASSESSMENT FORM

1. Breastfeeding initiated?
a. Yes | O b.No

2. IfNo, Reason............

L

Nipple condition: ‘|

a. Nipple well formed
(J b. Flat nipple ‘l
0 c. Inverted nipple

O d. Short nipple |

4. Milk flow: .
AT a. Good |
7 b. Drops of colostltrums
O c.Dry ‘

\
5. i?or Positioning ang attachment:

a. Baby goes to the breast
O b. Mother always ‘pits with a back support
O € Ear-shoulder-hip should be in a straight line
LJ  d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradple Football / Clutch

|
Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
/B/a.i:(es

O b.No
7. For Caesarian mothers:
(] a. Mother is required sit and feed from the 4th feed

0 b. Please explain football hold

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

R T L T A RSP SR USRS [N ORI SOOI DN L o

Continuity of Care: Date: ﬁ{i'a“l%

A _oWm  (Cuxl

Handover given by ............ G& W ............................... Handover taken by ........... ?%7 ......................................
SIGNAtUNG .......ccccevenerence OEW ................................. Signature .................. Qwﬁh .............................................

Date & Time: ... A6 E Mmoo Date & Time: . JONTHRE. CH




|
|

| ]
Department of Anaesthesiol Rainbow"” : e g oo~
v oid Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .B_*RA'NBOWHOSP@E
It takes a lot to treat the little. Your Right to a Safe Delivery
Name: .......... l\}l&‘lﬂ-‘"" .......... RN Age: 35\1 ...... SEX oo UHID.No : BAH 004 L SD 1R
Date: ........... ﬂl"‘”h’é ........ |{ .............. Time: ét.'?»OPW) Proposed Operatlon: ..........i it niak
Y6
Diagnosis: ........ q P O | L'Sflo(;l«‘\ ......... 2.4 L4 OIS NN R A
B.P/CRT: wooo... HR: .. % ........ Weight: 615 B4 ASA Physical Status: 01 02 03 04 05
| tahnramry Data:
g :
qMHgb: “’u ........... Gldcose: erpasibsnestinsnsisaopinest’ NOBBIAY oonconsiussmensosnnspevsn BIE ... B s emosioriin X-RaY: oo
pov:.. 3306 UG e AID: e HBs Ag: .| N G
WBC: q':!';g_ Cr&lat: ............ e ToOtAIBIll: .. 1,6 P . oo 2D Echo
Plate: .21 22 ™ SR O O s Blood group: OPOS Stress/ANgIO: ...............
BT ccinmminaisin K: { D s 155 Bt e Other: ..o,
. - | Aty oo e o AlK phoS: ...oovene Thidil vsisiinsiviamin
INR: Lo MO R ocisasiissssisnisisss, OV cissiiimiiiviioss LI [S———

Gl Shinsinsinsisabssoaisiatiog OGO/ BOPT L8 i e et

Allergies: VO -

|
Medical History: ~ CVS: / |

RESP: [ a3 Diabetes : \; \
et

ONS : [ ]

Renal : |‘

Hepatic / GE : | Physical Actviy: IMETY 5 |,

Others : } y
T

Past Anaesthetic History: =t

Physical Exam: \-Ef% 'y
T
Airway: MP 1@ 4 } Mouth Opening: ;.39;0 Mentohyoid Distance: ( , ) Neck: (3) Testh: £ Q ~

Lungs: BHe®, CDMA‘ T . W\Q{W Caps
Hea: @ ¢, @r\ |‘
s roecluy wndack

Pregnant: ;?%s O No O NAI« Venous Access Site : ]9(".1 Spine Exam for regional :

|
Anaesthetic Plan: CJmAC pnﬂn?uu. [JGA-ETT [JLMA

|
Peri-Operative Plan Explained to tb{m Patient: Qr‘@s 1 No

1
CURRENT MEDICATIONS ! DOSAGE Pre-Operative Instructions: (ad—mead:d
| 1. DVT Prophylaxis : L\cy.ud !
| ORAL <:Water/ ORS 2 Hours
[ 2. " Others 6 Ho
i 3. Informed Consent: #"Standard ! High Risk
l 4. Post Operative Pain Management,>Oiscussed with Patient
5. Other Instructions:

X

Signature: . Y0

Docu. No. : RCHBH /FRM / CLINICAL / 0144




Patient Sticker

Pre Induction Assessment: i

ANAESTHESIA CHART

Rainbow"
Children’s
Hospital

It takes a lot to treat the littie.

W

\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Change in Patient l:onditirfn:

[J Yes

] No

Fasting Status:

Physical Status: [] Patient Identified 1 ConSent Present ] Chart Reviewed
H.R: | B.P/CRT: [ SpO; © |RR: | Last Feed:
Pre-0P Diagnosis: .......ccoceeverireninseerernneressussessensesreenss ORIAHON: o) i vsstnaisesistss Date: ........... el
SO0, ovecnenommsmreemsmmrissssbsninghss b sasearneimasssisnsmrbatnins Anaesthestologist: ka.. ... bt Technician: .............. S ni
TIME )
N,0 /AR /O, LPM
HALO /SO /SEVO A
Drugs:
1 ‘ SUWV
Blood Loss
FIO, / 5a0 2 P
ETCO,
ECG
Temperature
Urine Qutput NOTES
1]
.4 L]
£z
8P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate A58
Tourniquet on Time
Tourniquet off Time 180
140
Throat Pack in
Throat Pack Qut 120
100
\ 80
60
40
20
10
0
| ABG
LAB Values ol
GRBS
Others
[]  Equipment Checked and Temp: Induction Regional:
Functional [J HME (] Fluid Warmer Oow [ Inhal Extremity SPBCHY: vt
] BP [J Cling Film (] OH Warmer (] Pre 0, LIRS [] Spinal (] Epidural [ Caudal
1 Cuff Site: ........ccc..... [J Hugger's [ Cotton Wool [ Others DR ..o ceeriaencii i IR o v oo anbs b st iR
[J ArtShe: L.:A... 5. [J Other i
O EKE Load . ] Mask ] SGA POSHION: i e i i R b i
[] Temp Site Times: I Airway ] Oral [] Nasal Site:
[ FIO,Monitor Anaes SHart: ..............ccoimiiiannnnnne ETIE oz Bhusasiic DM Needle Size: e Depth: ...
O AgentMonfior OP Start: ... J Oral [INasal  [] Cuff Parasthesia []Yes [ No
Ol Pulse Oximeter OP End: ...... = Tracheostomy [_] Topical Catheter at skin ................... €M
[] Capnograph LeAVE DR oot eees s L DN <oivecsissivaniviasuiimsiinsisimmsiiiiiss Drug Name & Conc: .......
| Ventllzno.r Anaesthesia: [ Awake [] Direct Vision .77 T S
[]  Nerve Stimulator [J GA [ Video Laryngoscopy (] Stylette / Bougie Infusion: ..........cco......
Position: - anrtnred A e L] Fiberoptic Block Level: .......
SR [J Regional Blade# ....... AP i
[] Pressure Points Checked Diﬂicuﬂy Why. COMMBNIE: ........cooniuiiemiuninsins o miifie R o
) Line (Size & Location) Transportation to
Eye Care: Gy | IR a o - CJPACU  [licu [ Other
B ‘T3'"‘ () CO— T Semi-Closed Circle RelwxantReversed [JYes ~ [lNo [INA
e Ow:. ] Closed Circle
[] Padding EINE i O Other Name of the DOCION :.............cv.rvemivemsssssasmsnsessasssseness
L1 Awake FIVE o SIGNAtUTE Of the DOCO :...............cccrrmeesesssseesessens




%z
P Rainbow* -
L Patient Sticke Children’s Blrtthght
e i Ho S pita| BY RAINBOW HOSPITALS
POST ANAESTHESIA c‘lRE UNIT HECOR It takes a lot to treat the little, Your Right to a Safe Delivery
Received in PACU DY : .........cooocoobri Time Recalved : ...t 5 b 50t Time Discharged : ..........................
gi'g gig IV Cannula Site : ............ooooooovoooo
w 230 230 | [] O,Mask ] Nasal Prongs
=] 220 220 | !
o 210 210 | U Tracheostomy [ T-Piece
] 200 200 | [ Oral Airway (] Nasal Airway
& 190 190
=3 133 180
o 1 i .
S it :gg Vomiting : CJYes CINo BN oo sessssnssniiinsss st
[e=] 150 150 NG Tube : [JYes [1No
v 140 140 | praip: [JYes []No
A 130 130
120 120 Urinary Catheter: (] Yes [ No
tiy 110 110
[77] 100 100 Chest Tube: [JYes [ No
= 90 [ § a0 A :
T 80 7 o Nil Oral *'[J Yes [JNo
o] B [ 70 ;
b 60 il 60 IV Fluids: ...
3 50 50 Oral Feeds: .
o 40 40
7 30 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 60 | 90 out SCORING INTERPRETATION
Able to move 4 extremities volu or on command =2 ey 5 ¥
Able to move 2 extremities volu“m?ryy or on command =1 AGTVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge 'm
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION } 5 4 2
Apneic =0 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 H H bndan
BP = 20-50 of Pre Anaesthetic leve =] CIRCULATION Space below by the DISChargmg Physrcuan.
BP = 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1 CONSCIQUSNESS
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0
TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score

Intervention Signature

Pain Tool Used: [0 NPASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

] Wong Baker [ NPS

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours svery 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

DAtE& TIMB.....ccoorncensnncsmemsssnssnssnns

Transferred to Unit by (PACU): ..o




BAH-00845013 -
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Mrs NEELAM Jain IP5-00176129 1

18-04-1991 38y Rainbow® .

Or. PRANATHI REDD Children’s .BII’tthght-

i sl

, Your Right to a Safe Delivery

iy Hospial

Departmenit us ruwe-- ay

EPIDURAL ANALGESIA RECORD

Date: ﬁli?l% Time: &8P pv-... Procedure done by (\é‘%%‘"g\""\'& .....................

CSE /Spinal /Epidural position - ¥ Space ... | Y PP Technique (LOR/LOS) R -
Depth: ..... (400 ...... Catheter at Skin: ......... LRI i Attempts : .......... L. U
Parasthesia : YES/NO if YES GELAIIS © .......viceruumsussssesrersessssmsss s sssmmsssssss s
Solution Composition : 0‘.1}@\)?"’\“*3"1'05* ................. Trd PEMTARINL s
Any other issues :
) P —————————EPERLA s R
SR ———
L Infusion Rate Level Maternal

Tme | (myhr) | BOWS(M) | en” Right | BP [Puise| oy
p<qn| S | Suld | To T 1oty e |

e

Discharge /Shifting ordered by

Doctor Signature: %’ ........................................

Doctor Name: ... . M G 40t L S
Date and Time : ‘lh’[Zﬁ ..... LLIOOPm.......




PATIENT TRANSFER FORM

Rainbow® . e
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

I

Patient Name & UHID No. |

BAH-00645013 IP5-00176129
Mrs NEELAM JAIN

L 18-04-1991 BY

Date & Time of Admission

(76 @ s”z%m

Date & Time of Transfer Order

1 ahee. v 9pm,

T .

Transfer Ordered by

D~ AR 'L\l»fﬂ\‘

Reason for Transfer

OLjfvva;{F:OIf)

From Unit .

(22D

To Unit

d flow (379)

Information to Attendant

g Mol

Number of Sheets in Clinical File

-

Number of Imaging Filmis

.——D‘_

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

Yes[ | No| |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[ |

Name & Signature of Person who is Transferring

e Q‘O*jo‘%w“

Name of Person Ordered Transfer

DY+ hsuﬁp\

Patient & Clinical Records Received by :

Q&};\O\ 7, 'X\?ﬁ o \\Mopﬂ/)

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

‘ . No. : RCHBH /FRM / CLINICAL / 102

|| Nurse not Available

|| Available Bed not ready
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Your Right to a Safe Delivery

MMM

I

i

CONSEN

Tt takes a lot to treat the little.

F FOR LABOUR ANALGESIA

yization By: [APatient (] Patient Aﬂen#am

\
» undersigned do hereby acknowledge the following:

| have been made aware by the doctors in |2

] Intr

-Epidural Analgesia

| have been made aware of the possible co
For Epidural: Fall in blood Pressure, N
Re-Siting the epidural.
For Remifentanil: Drow
and Respiratory Rate.
| understand that labour analgesia is offere
pain and stress and promot

| have been clearly exp

I

\
siness, nause?, vomiting, need for oxygen Sup

ing better coope
lained about the be ef

nguage known to me the details of the procedure as follows:

avenous Analgesia (Remifentanil)

nplications from the procedures as follows:

tching, Headache, Shivering, Occasional incomplete pain relief, Need for

umbness, |

plementation, itching, fall in blood pressure, heart rate

to reduce labour pain and make the birthing process more comfortable, by reducing

ration during childbirth.

its, risk, and alternative of the procedures.
and his / her team 10 perform the above procedure(s)

| authorize Dr. _@5 \ }o\rW_____;___.__.W"\Hg A

upon the patient / myself.

la
answered to my satisfaction in a languag

cknowledge that | fully understand the ?
el understand. | affirm that this consent is given

ask questions, and they have been

ormation. | have had the opportunity t0
by me in my full senses.

bove inf

Witness:
T p————l
i TS =
L —— T SR
Doctor (who is taking consent): ;
Signaturefﬁ%i\ybm Name: .. b\.\f_,g»:g ..... G..... Date 4\4\9/;,“1_”3 ........ 6."..3[.“21\(\

« renna 1 0LINICAL / 288 (26»
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Docu. No. : RCHBH / FRM/ CLINICAL / 288 (26)



?—'—
' —
Rainbow™
children’s | & BirthRi
. g
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Y RayNBow HOS t--_
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It takes a lot to treat the little
Your & " B
ight to a Safe
- De <
i >

ST (TIMEOUT OUTSIDE 0T)

Dalte: ... 2 {’*1?.4-.3 ............ IN-THITIES cucaeeesamanacnessesaesess Out-Tim
SON. ...
Assistng Wurse: il ko,

Y- - —
~_sinoyr

ure: o -

18-04-1991 B {F)

Y A

1 0N R PROCEDURE SAFETY CHECK LI

Name of the Surgi ' L
Surgical / Invasive ProCedure is racordea ___\Ei« No NA:

nstrument, Sponge and Needle Count Completed

¥
Name & UHID) 1

Correct Patient

Correct Site 7 O

Correct Procedure
s introduced / .

ntifires (
s, studies aré available =T

Specimens aré labeled
blems are addressed . /

patient is verified using two ide
Al required documents, image

NPO Status Checked from Pati

ent / Patient Attendant & T

Consent is Signed

Marked
correct, available and Pl

Correct Site of Procedure

All resources required are
functioning

.............. a0 Signature of the Nurse:
\ .
LA

Name Of the NUSE: ... Toweessteessfpones e

Any Adverse / Unexpected Events

-1, No. : RCHBH /FRM / CLINICAL / 083






INFORMED C(

z
Rainbow® . 1.,
; Children’s SBlrtthght
NSENT FOR VAGINAL BIRTH Hospitat, i

Patient Name : ..............

Gender: [ 1 Male [Fe

| hereby authorized th
The Procedure hag

The purpose of thi
The purpose of thi

The outcome of the vagi
vacuum extraction. An ep
the rectum) may be perfa

Should vaginal delivery be
may be necessary.

In an attempt to deliver th
infection, allergic reactio

e performance of the following procedure:

been explained to me in general terms and | understand that:

The indication requiring the procedure of vaginal birth is pregnancy.

s procedure of vaginal birth pregnancy.

s procedure is to deliver the bay vaginally.

nal birth is the delivery of infant through birth canal either naturally or with possible use of force

isiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and

rmed as part of a vaginal delivery.

unsuccessful, delivery by cesarean section with an abdominal incision under appropriate anesthesia

e baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
N, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,

possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor

dysfunction,

| understand and accept th
which exists for me and m

| am aware that in most
guarantees.

at there are complications, benefits, alternatives including the remote risk of death or serious disability,
y baby.

cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a

qualified gynecologist.

Name of the Doctor perfo

rming the procedure:

Consentee : L)\f Patient Attendant : , ~
Signature : ......%... ey T R TR SR AP N %
Name : ... N2 SAOMW Jowan T Name : ...... [ij --------------------

Date & Time : c:\t;((

Witness :

Signature : /ﬁ\)) ..................................

Date & Time - ...\

Relationship with Patient: .. yvacdta Q.
Date & Time : Citﬂ’f

Doctor (who is taking t
g .

L SR [2 ...........................
Date & Time : .............. 6/”}/&? ....... B .5

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

Docu. No. : RCHBH /FRM / CLINICAL / 028
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BAH-00645013

\%

Mrs NEELAM JAIN nRaUEn Ralnbow
Y, Children's | @ BirthRight
Hospltal BY RAINBOW HOSPITALS
mHlﬂllmmlmmumumm URINARY CATHETER BUNDLE CHECK LIST i | O
Date of Insertion: .... Q} T I % BB, <5 vunnivns Date T Y R P
Parameters Date Shift Time .5{\ iy 910 \/I(‘ o ”1’\ \(Ow ayPr~ Ll S T R
| Need for the Catheter pﬁﬁsﬁNo_:@ﬁFD’NE XS ONo NQY¥es DNo | CiYes CNo | CiVes CINo | (I¥es (INo
Hand Hygiene &s CINo ONo | 2¥es CNo | CYeSNTINo | CiYes CINo | CiYes CNo | CYes CINo
terile Equi O O O 0 O O O a ] O
Usage of Sterile Equipment es [INo ;X(s No /D’Yes No | OYes C h /f:) Yes _No Yes [1No Yes [No
Is the Collection bag below the level of bladder ‘ /B’Yes CINo /Eﬂes CINo /@/Yes CONo | ClYes CIN || £lYes CINo | CIYes CINo | [Yes INo
‘ ' Vb
Check the Tube for Obstruction (Free of Kinking) /[{Yes [INo (Z{es CINo | /{Yes CONo |-OYes COONo | OYe No | ClYes [JNo | [CIYes [INo
Is Catheter dated as policy s [INo /B"(es CINo | Yes CINo | CIYes CINo | CiYes O Yes CINo | [JYes [INo
Collecting bag is been emptied regularly? es [INo es INo )ZYes CONo [ OYes CONo | COYes CINo s [ONo | OYes [INo
Maintenance of closed system for the catheter /Z]ﬁs “INo /{Yes CINo | Ci¥es CINo | CiYes CINo | CIYes CINo | O Yes\SkNo CiYes [INo
' ? v ; O OYes O CYes [ CYes
Dressing clean and dry_ (m No d Yes [INo /lZ?es CINo Yes [INo Yes [INo Yes NR\ Yes [INo
ls the line removed as Policy? OYes N0 | DYes CING™| CiYes /fzﬂ CYes CNo | CIYes CINo | CIYes CINo B@s CINo
Performance of Perineal Care es [INo pr’?’g CINo éz(es ONo [ OOYes CINo | OYes CINo | CYes ONo | O YeN] No
Onset of New Fever CO¥es NG | DYes CNo™| CiYes 2/No | OYes CINo | CIVes CNo | CYes CINo | CYes m\No\
N
Asses for the leakage at the site of insertion es [INo Z@ [INo P«{es CINo | ClYes CONo | CYes CONo | CIYes CINo | ClYes [INo
Name of the Nurse % 1 0.{1@\)“ M
Signature of the Nurse Ar & 8 (M’L

Docu. No. : RCHBH /FRM / CLINICAL / 114

=



Nationality: ik&iqh ..........
NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of Fischarge: “\:(’[7/{.: .......................................................................................................................
2 Destination Post Diqcharge: H e
| Family Members Notified (Person Contacted)
\
| (] Transfer
} Hospital Facility Notified (Person Contacted)
|
b Discharge Status: | }S&\”Care ] Family Home Care [ Home Professional Assistance
l
L] Needs AssistanFe In: Remarks
O Medicatioh CJ Yes T CPRRL R Wy Ty S T, S SO SURTR RO ) DO
L] Bathing | ] Yes FAE BN T M PSR T . S . M
1 Eating | O Yes E LSRR DR T T B N R R o 5
] Walking B w ) PR, MEA... E)WL ....... neads... assiMonee
i
[ Dressing | [ Yes Fi JRECECN W R NG S i e e SITR R SRt oS
) Toileting | 1 Yes 5 e SN, T G v S ST S L I I
\
4. Nutritional Plan: |
[ Dietary |nstrucﬁon Discussed with the:
E/Merrf’ ' " 1 Family Member o N e S e ST O S N fo
5. Discharge Planning Di&cussed with the:
] Patient | ! Family Member W3 SRS SRR ST AT SN SRR B S
6. Patient/Family Educational Plan:
! Educational To%ic/s: ﬂ; ........... s . 1 S L D"qh‘)) ...........................................................................
[} Patient's Educa{‘ional Topic/s discussed with the:
= Patient | ] Family Member Wy RN G TR ST, SN I

BAH-00645013 | 1P5-00176129 2
Mrs NEELAM JAIN | - Rainb‘—BWO . | )
e aATH REDDY A Children’s | @ BirthRight
"" Hos pita| BY RAINBOW HOSPITALS
T Hospital | (g eemsmes
\

| DISCHARGE PLANNING FORM

\
Nurse Signature: ........... W ...............................
Nurse Name: ................... K\\‘%Y\ ............................

Date and Time: O\\ﬂ% ............... &

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



