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ADMISSION SHEET
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Registration Details :

Admission No : IP5-00176175 Admit Date : 09-Jul-2026 Admit Time :11:37 PM UHID : BAH-00648873
Patient Details :

Patient Name : Mrs NIKITHA GOSWAMI Age :28Y5M10D

Guardian : Mr PAVAN GEER DOB : 29-01-1998

Gender : Female T\ Religion :

Occupation X Martial Status : Married

Address (H) . #13-2-266/8 shivlal nagar rahimpura Asif Phone No : 7386642901/ 8125101209

Nagar Hyderabad Telangana INDIA 500006 E-mail . NOMAILID@GMAIL.COM

Admission Details :

Bed Type : MICU Bed No :MICU 428 Ward Name : 4F-BIRTHING CENTRE

Room No : MICU 428 Admission Type : First Visit

Contact Details :
Name : MrPAVAN GEER Relationship : Husband

Contact Address - #13-2-266/8 shivlal nagar rahimpura Asif Nagar Phone No - 7386642901 /8125101209
Hyderabad Telangana INDIA 500006

ignature
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS A YN Y
e o p ati ND GYNECOLOG
Referral Doctor : Self Phone No
Co-Jonsultant
Payment Details : Deposit Amount  :0.00
Payment Mode . Cash Payor Name ) HEALTH'ND'A lNSURANCE TPA
SERVICES PVT LTD
\Prinled Date / Time : 09/07/2026 23:41 Printed By : 018621 Page 1 0f 2
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It takes a lot o treat the littie. Your Right to a Safe Delivery

Presenting Complaints

db P v MM

Obstetric Formula:

ﬁiﬂ |

Obstetric Hostory:
- 2 s, FiNve

Present Pregnancy Record: u U.D QJ,. \4(2_

2,
:ﬂ,\ nmm e

RISK FACTORS:

DD ﬁ—ﬁ—oo\“f‘)

B : </
Height: ............... cm

Weight: .............. kg

BEARERE i...............c..c. ‘\l’\ .........................

Breast: [ JNormal []Abnormal

General Examination:

Consciousness:(ﬁ“m” Pallor: odopd -
Icterus: Edema: pdorend-

Temp: bl PR:
. Wmma RO

;1o fuly s - EDD:
Comected EDD: M 4|2 6, GA
Menstrual History: Regular: [] Yes (] No

34\"1‘3

Obstetric Examination

Fundal Height: 3 6~ 3+ -

Ut Activity: [S-Relaxed [ Mild [IMod [ Severe
Liquor: [JAdequate [ Oligo ] Poly

PP: B—cﬁ'ghalic ! (] Breech Others

Head Fifths Palpable:

FHS: [ -Normal (] Tachy []Brady []Absent
Per Speculum Examination
Draining: [J Present  [] Absent ("] Bleeding

Colour of Liquor: [ Clear ] Meconium (] Blood Stained

Vaginal Examination

Cervix: [Hong [] Partially effaced [ Effaced
Os: Closed VP pilated

Membranes: (] Present  [] Absent

Liquor: ] Clear ] Meconium [] Blood Stained
Presenting Part: [] Vertex (] Breech [] Others
Sutton: O0-3 0-2 O41 00 O+1 0O +2
Pelvis: [] Adequate [] Doubtful

oS 950 RS Gt

Liver/Spleen: "\’tpﬂ, ol Urine Output: C'S&”"E?‘“‘“r
L+~ DIAGNDSIS ----o-soesoesnesnenceanens
'C[LPILr Prwa N

Docu. No. : RCHBH /FRM / CLINICAL / 087
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Family History: Surgical History:
MW.HW A RN
Medical History: Medicatiorn\ History:
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Plan ofCare: Investigations:
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Doctor Name: QA\W .....

Signature: ... e

Date & Time: ............. CA b}\ i

G \
Consultant Namgé‘."%:%).a:.. NS s
Signature: ‘?"‘q,,’%é,

Date & Time:

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

L i

Date : ........! [ 01:}%2€ ..................

Patient Name: MI;L ...... nbleiteg. Date of Birth: Q’ﬁ",!‘lqg ............ Age: ’2?1

Gonder: . —temede Ward © oo UHID No.T34H—0.0.648¢ X .
Date of SUrgery: ..........cccocveeeeeeeereenans (10T-1 [JOT-2 [JOT-3 []JOT-4 C10BGOT-1 [] 0BG OT-2
Name of the Surgery : .. EMERGENCY  Lower — CegMenNT — CAtEfEan Ceciitof
uar ) BlL TOREToMy  J A
N—— = T 7
\Eﬁme T XA 5:00810....... Time Out :...... 63 QDM A
NAME AMOUNT
o
1. Surgeon oDy [3‘"”30‘\“ .........................................................................................
2. Anaesthetist S ) R 5&(!5{.‘:\. .................................................................................................
0
3. Assistant Surgeon : . D 75}7@?1”‘%“ ...........................................................................................
4 OTTectnician - Bw.tiShanbhe o
P .
5. Circulating Nurse : ....525.......... Q@«f&#w .........................................................................................
; 4 17 0
. 6. AssistantNurse :..Sx....... }Z;jze.ei..mﬂm .......................................................................................
I
Special Equipment: [} Laparascopy [ Broncoscope | Harmonic Morcelator
L | C-ARM | Cystoscopy | Versa Point _| Liver Cusa
[ ] Neuro Cusa g ¢ o Y——————
Signature of the rgeon Signature of Circulating Nurse
5\
Order No: ......... C)LQGC[E‘-] .................................. Order by: ...... gﬂﬁﬁ/‘ﬁh ..................................
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It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Sticker Children’s s BirthRight

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aT:me Progress Notes Doctor's Order
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It takes a lot to treat the little. Your Right to a Safe Delivery

K.

\\

RESULT SHEET

Date aglHae
Timg 11: 39 pro
Hb s
PCV 33.4

RBC 382
WBC ]-at

N 664|220
Platelets 9-€&

CRP :
ESR
PCT
RBS
Na 4 ‘
K I : }
Cl ' 4 ]
Ca/Mg ; g 1Y )
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 / CLINICAL / 0138 | (P.T.0)




Date
Time
CUE - Alb i
CUE - Sugar s olelag
CUE - Ketones ; :
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood
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Rainbow"®

Children’s 9 BirthRight
HOSpIt&' . BY RAINBOW HOSPITALS
1t takes a lot to treat the little, Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

AR R R SR B T oS

L1 Netknown any Drug Allergies

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

Shifting From: ........co.covvvveerrrnnnn. (\DB( ................... BhIRBGD: ... oo LT R Y

" {Genemﬁmfégglgr LEETTEHS) (mgf'fig) (PO.?&%I,J;%, v) | FREQUENCY [L;:ts:/nr?,.s,i ?‘;’:Esl'gg
1 \—T ’ j""”\ et fo ap B’@C
i =} K\*—lh_ug 'h\g ‘% S EC/ LGB0
g 0c CInc
% Oc Cbe
5 JC OJDC
6 JC OJDC
7 (JC [CIDC
[(JC [JDC

9 c doc
10 Oc doc

MEDICATION HISTORY RECORDED / VERIFIED B

Ry Y L0 SO LD ? I‘#}J’I ........................
Nurse Name & Signature: .............2 \QA: ..............................
Date & TIME : oo RIDA AV e

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

* C- Continue, DC - Discontinue
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11998 28Y5M11D (F) ainbow . . " i

DY/Dr.LAVANYA Children’s BIrtthght

Hospital . BY RAINBOW HOSPITALS

to treat the fitth Your Frl\;hlilo_aga_leineliv?ery

o T T Hospital |
No@ : REGULAR PRESCRIPTIONS Weagm.......'.__. waid k...
UG: Yy ARavL @--- d - -

Dse Frequency | Start Dt. ----- --

| | oD [13)26] |
ame & Signature of the Doctor --
'1-----

tarting the Drugs: ' - S |

T Ry S 1 T 5

-e.filﬂ------
i o R R R -===

ERe I £ 0 0 0 -
Daily Doctor’s Endorsement by a Sign -m-- - --

- Date

oruG: - PANTOP Datep IR

Dose Route | Frequency | Start Dt. |
0 PO | b ?6 v | L

Name & Signature of the Doctor N o |

J8 | Starting the Drugs:

N peYrhul

Additional Instructions:

Daily Doctor’s Endorsement b§ a Sign

owe: 1.CERIXIME _ TipeN
Dose | Royte |Frequency Start Dt. o
12| plo | B MES

Name b Signature of the Doctor N
Starting the Drugs:

VERIFIED

dditional Instructions:

l

‘e & Signature of the Doctor
1g the Drugs:

\ Instructions:

‘s Endorsement by a Sign
o oo e

(FRM / CLINICAL / 108




Rainbow”® . J
Children’s ‘Blrtth

HOS pital BY RAINBOW HOSP
Sheet No: ............. : REGULAR PRESCRIPTIONS Weight .............. Ward ...
: Datey
DRUG : Tis

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : e
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor [
Starting the Drugs:
Additional Instructions: :
Daily Doctor’s Endorsement by a Sign

j Date il
DRUG : Tie !

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: "

Daily Doctor’s Endorsement by a Sign

Date»

DRUG :

Tirpe
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsemen;-by a Sign

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




BAH-00648873 IP5-00176175

Mrs NIKITHA GOSWAMI "2 |
20.01-1998 BYSM10D  (F) inbow® |
Or, SHRUTHI REDDY/Dr.LAVANYA Rainbow . BirthRi ht

AT A opica * | (g
DRUG CHART

Date of Admission: g h \3’ C . DIUG AIBIGIES: wovvrooeeeeeeeeeeceseeeeeresssnssseses s ATt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MED]CATION 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 éfug by drawing a line I through it and a similar line through subsequept 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)
X Date
DRUG : Tigne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

v

Date
Tigm

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period] Pharm.

Additional Instructions:

Date
Tigne

v

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

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



VERIFIED

VERIFIED

‘EN? \t

VERIF \ED

BAH-00648873 IP5-00176175
Mrs NIKITHA GOSWAMI

26-01-1994 nnuwn (F)
Dr, SHRUTHI REDDY/Dr,LAVA

QT

REGULAR PRESCRIPTIONS

Weight. .. /55/

DRUTTS, C cfoonn ¢

Date»

Tir'ne

o

o

Dose Route Frequency |Sta
\Anm| 'y |"RD |bb (, 6

Name & Signature of the Doctor
Starting the Drugs:

brtrda,

Additional Instructions:

il
6 /v Y\' /_J
m A

f Z A

Daily Doctor’s Endorsement by a Sign

1,7
DRUG : \ab RREACEFAMD L ?_I?;‘; o NS
Dose Route |Frequency |Start Date| | A
12 |Po | ®» tb[rc- :-f &m&
Name & Signature of the Doctor A
Starting the Drugs: & I~
D, L Qe queea it B :
Additional Instructions: "§6{ Ea
&
Daily Doctor’s Endorsement by a Sign 94/"4/
DRUG: 1ab- TRAMADOL patiqd | \X |\
Dose Route [ Frequency |Start Date i nl oW
oo | PO | D [o]F (& WK ¢
Name & Signature of the Doctor ([: 7
Starting the Drugs: e Wy
Br ¥ 2Rigoren Y X .
Additional Instructions: .
oy
& RS
9 & |
Daily Doctor’s Endorsement by a Sign A/

I-Q-/\

Date»
DRUG: " lab. DICLOFPE 8 Time\e,Q‘ \\\7(@?(
Dose | Route |Frequency |Start Date 'h #‘G')
Lons | Po T | Wl i A
Name & Signature of the Doctor o i
Starting the Drugs: .

e ’ Ov Y- eSS J/d
- 3

Additional Instructions: .

N PX
Daily Doctor’s Endorsement by a Sign M q\/ 1

Page: 2/4




Weight. g\‘mard OP:d .......

Date»
VARIABLE DOSE TIU'Ie Nurse Sig. I Nuts;fiq. I Nurs‘;SigA ! Nurs‘%Sig.
Dose Dose Dose [ Dose
DRUG : Or. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Route Stﬂﬂ.’ Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor s e - e
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Additional Instructions: pose - i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE TIU'Ie Nufs&Siq. I NurrﬁSig, Nurs&Sig. I Nurse Sig.
Dose Dose Dose ‘ Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route St art Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e e Dose ot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose o Doss Doss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. o Dosage & Other ;
Date Time Medication Sistnictiag Route Sr%nature Nurses
- (¢ o] '
a4 4 0% m : \ L 8 :j : Yyl
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TI

Date
Q\ﬂ\l')/c:Time89101112123456789101112123456

> 30
21 - 30 ooy f
11-20 i'e \
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40

39

38

37 »

36 7

35
<35

170
160
150
140
130
120
110 j
100 /- \

50 // :1‘3‘\’0 ! i
70 { %
60

50
40

150
180
170
160
150
140 A
130 b v (T

120 Y| =2
110 O\ A& A

A

~

100 P 2 i I*_
90
80
70
60
50

130
120
110
100
20
80 ' w
70
60 %
50
40

NEURO Alert P i J5 BRI 9 j Y%}

RESPONSE “"f;ifne
[ +]

Unresponsive

RESP
(write rate in
corresp. box)

Saturations

3,dway

3jey Ueay

=
=
]

—_
anssald poo|g 21joishs

IS

<+
3Inssald poojg 21|o1seiq

URINE | >30
mis / hour <30

Protein + +

Proteinuria
Protein > + +

7

" Normal v
Lachia Heavy / Foul

e Clear / Pink
q Green
TOTAL YELLOW SCORES [e) @ a )
TOTAL ORANGE SCORES 0| 14 18]
/

Nurse Initial & 4 :
"

\\‘

i i W




Obstetrics and Gynaecology
Early Warning Signs

il ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
7 T2\ e )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
& " % Y

-

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

\%6 Date -
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> 30
21-30 o
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(write rate in
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0-10
94 - 100 %
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40

39

38

37 . Lk ¢

3 : e K e

35
<35

170
160
150
140
130
120
110

1:(:) _# Q:
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80
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100 109 B 5
90

80

70

60
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130
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70 N© ‘
60 [ H O
50
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NEURO Alert | : Ll A B ]
RESPONSE voice
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v
1) Unresponsive

URINE > 30
mis / hour <30

—
anssald poojg |0Ishs

-

-«—
3Inssald poojg M|oIselq

Protein + +

Proteinuria
Protein > + +

Normal
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES [ [4 7]
TOTAL ORANGE SCORES 0 i v

Nurse Initial : 44 M/ /95
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

g )
& N :

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS .

Observations
Observations in 30 minutes

X 4

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

% 7

* The Modified Early Warning Score (MEOWS)
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ARLY INTERVENTION IF PATIENT

\N

O

RESP
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Date

TRIGGERS ONE ORANGE OR TWO Y

ELLOW SCORES AT ANY ONE TIME

Administered 0, (L/min.) ____

[l dat X

11 12|1 ’2) 3[4

Time | 8 | 9{]10

—

'~

561718

9([ 10

pE!

12

1l2 31|14

=)

> 30
21-30

11-20
_0—10

94 - 100 %
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Pain
Unresponsive

URINE
mis / hour
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< 30

Proteinuria

Protein + +

Lochia

<

Liquor

Clear / Pink
Green

&

Protein > + +
Normal < 7
Heavy / Foul

26 |
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1 Yellow Alert -
epeat Observations
in 30 Minutes

Complete a Full
Set of MEOwWs
Observations

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

Observations
in 30 Minutes

Repeat Opg

in 15 Minutes or continuoys

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

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

| R |
Date Time oh#agfuri% Route NG | Diarrhoea | Vomit | Drainage | Urine pglggrl‘gs ﬁ:ﬂge

Mouth | IV | NG 7

IV Site

08:00 am
-1 09:00 am
10:00 am
11:00 am
12:00 pm L
01:00 pm ¥4
Total Intake : / Total Output :
02:00 pm {
03:00 pm

04:00 pm e,
05:00 pm ¢
06:00 pm /
07:00 pm
Total Intake : Total Qutput :

08:00 pm 2 o,
.

09:00 pm e

L)
0
10:00 pm Q
0
D
]

11:00 pm

1200am | gL 00 ol
01:00 am 60’ v/

Total Intake : ! Total Output : c‘ A
02:00am | p ¢ L00 '

03:00 am 1 00- b
Y
A\/s( 1500am | @y |WOM | \gorT
G

200
(3]
0
04:00 am T A | ©
)\ ! ' : a
06:00am | A - [NLY) \oor-‘\"’ Boov’ | o
07:00am | A [ QA oot |l |
Total Intake : ~ pNM(LYA Total Output : U "QOOWIM 0

Total 24 hrs. Intake LS A Total 24 hrs. Output | ) —( o "’{r M A2

Docu. No. : RCHBH/FRM/CLINICAL/092
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1. All measurements in ml.

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

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

Intake ~ Output IV Site
Date Time OT‘]{&E;JUE% Route NG | Diarrhoea | Vomit |Drainage | Urine Tgé%;‘?’gg I\Shii%ge
Mouth RY N.G

08:00am | n | Libe . e g

) | | [ & |pomi . Tyl 0 %_

\>\ 00| | M | how M b 0

11:00 am W \n_oy | ) /
1200pm| oo\ ‘ loppd] 0
01:00 pm [ \» 0 30 - !

Total Intake : Total Qutput:  , * fhypyt om0
02:00 pm A 4 A : =
03:00 pm K ] 0 lwpw ]
04:00 pm i 0 e~
05:00 pm v o © leut
06:087m : \ oodl b (ot
07:00 pm T \ o e

Total Intake : Total Output : (/ ° dwpanl Ma
08:00 pm | 0 IQ( ,%
09:00 pm Ho ' 20 0 !
10:00 pm o 4{ Q | €
11:00 pm d 4 ! koot )8
12:00 am % \ X 01
01:00 am w0 . 0| ¢y

Total Intake : AR Total Output: \A— 0y boog/ |
02:00am , O ]
03:00 am b o 2 pom! 0 |Zw
04:00 am = Q o | L
05:00 am \Fa ¢ 0 | ¢
06:00 am Y% Quomt | 0 | Y
07:00 am W g )i D) Q‘)v

Total Intake : E Total Output: (\A 7y &/ —floo

L
Total 24 hrs. Intake IYM 4(%’ K,d ‘AVA Total 24 hrs. Output M U):-—ZJN%MJ
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D ... BlE...conciint

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.

Mthire : Thrombeo-

Date | Time | +Fuid Route NG | Diarrhoea | Vomit |Drainage | Uring | PRiebitis

\ [Mouth| 1v [ NG 3]
0g00am| | b
0900am | \° |\ P o [P
2 \
Y( 1000am | Q0 1‘\\? = @

W[ 1100am | ] \wetP 0
1200pm | AY R
otoopm |\ | 3P | i) g

Total Intake : Total Output : V) \J B U
0200pm| | x /0
0300pm | \ W Wai o

o |0400pm| MO R\ o M

N\ [ 0500pm [ 4, [ D& \ ©
0600pm | y, L =% lal)
07:00pm | VY 0

Total Intake : \ Total Output : m-0 -
08:00pm| |\ I
09:00 pm A W e 47
1000pm| M [ sl it L

G [toopm| VY | pW 0

i i 7 p

12,00 am e
01:00 am P ; v

Total Intake : Total Output : \,— L—p—"0 ]
02:00 am 0
0300am | _ \o P’
04:00 am(g AV ]J\ 7 L R
05:00 am \ | wV 2 \ P
06:00 am # | 1 7
07:00 am WP N

Total Intake : Total Output : ( ~ ny_— D

Total 24 hrs. Intake /\A’\D Total 24 hrs. Output \— ﬂ TY\/(

Docu. No. : RCHBH/FRM/CLINICAL/092
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FLUID CHART)

SHERENO. o5 Tl e

1. All measurements in ml.

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

~ Intake

~ Output | wsme

Date Time

Nature

of Fluid

Route

NG

Thrombo-

X " . : hlebitis Sign-
Diarrhoea | Vomit |Drainage | Urine | PRIePIs |

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

+"109:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Children’s
Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: Dr..... Sdrmal .. Q._&cuﬂ . Department: ......... .00 ..o Date of Admission: @"I“}?ﬂé
Z | Diagnosis: Any Infection: CIYes [INo [ Not Known
:g: Cf;? & Pwv nvo. 34"75 W VRO ...l
= Dtoa Gt Joe cbptart™ ['(mj ) &%\,Ap Aol y\‘w
2 | Area ( D
3 ‘ shift Time | <~ ¢ /’q '5‘%"“*" Yo ! A ol
£ | Medical Condition - = v‘{: .
= | (Any special condition to be noted): : 0

‘ Allergy: 4 / 0 Yes a{o O SE{“}ZJ/YQS 0|0 Yes/D No |1 Yes D/No 0 Yes Eye
Tubes/Drains/Catheter: O Yes J+Alo \OAfes CNo (O Yes N0 | O Yes<TNo | 0 Yes l;,afo 0 Yes =No
Vital Signs: Temp: | A&2 ¢ Q?ﬂf CH"H— q‘ﬂt‘%f *’T‘Cﬂ/ s 1{a
g !
. Res: | gd— | V€ [ able |gobeed [ 2B [ aubnt
2 S00: [qa | 99 | g4t [qg. | 9f] | ot
: puse [l 7|6 | | d5ld | TP syabet
2 BP: toal | 1ol | waler | \llsd ] ol
Fall Risk Score: | o 355 - 39 35 2 2
Pain Score: | ) v 0 P [V
Safety Needs: tadyo ; Y V45 ¥y \{-U\
- Physiotherapy | Yes, #"No | Yes _iNo |CI Yes [2No | O Yes (o | O Ye: “INo | O Yes =40 |
§ Others Specify: | Q& | _— A Va NA- N W
. g Special Diet: |0 Yes ,Ef‘ﬁ [1Yes C'No | Yes ;«NO’"D Yes C1No| () Yes G | O Yes No
S |Other Special Orders / Medications:
2 av | MM g e |
Post Operative Procedure Special Orders: ‘\\k ™ A’ NL \\\3}’ QQS/ N
7 e
Handed Over By Name : M‘ U‘C‘Jf a_}/‘sﬂ ,//th W
@M‘( = \ ‘é \
Signature : N | &4 & P A\ | @7
Date: W% | olahval lolaeo] (2o W™ [wlg
Time: G200 ] toc Lpn ar” | & ?”\ g(m/‘/
Taken Over By Name : @)}0/‘7 Uuﬁ’“ GD \}V \\f] .,«;*70 \;N:@’
Signature : 8 %\,4)" /cé(\ 2 | &
Date: M6 | 10lg o0 | &KW WA [ uld o
Time: Lo o | ™ | PN gpn—] 6@
1
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S Rainbow® . -
Patient Sticker Children’s . B"'tthght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TR IOEIINE 0 il . iasissesssvivismssmsatsuassiss Department: ...........icoveeenbencniaenes Date of AMISSION: ............cccccocorrens
Z | Diagnosis: Any Infection: (JYes [INo []NotKnown
= : o T Ko
B .
m '
2 | Area’
= Shift Time
&
X | Medical Condition
< | (Any special condition to be noted):
Allergy: C1Yes CINo [ Yes CONo [ Yes CNo | Yes CINo | O Yes C1No | Yes CNo
Tubes/Drains/Catheter: C1Yes CINo | Yes CINo | Yes CINo [ Yes OONo | Yes C1No [ Yes CINo
Vital Signs: Temp:
5 Res:
¢ Sp0;:
g Pulse:
2] BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
- Physiotherapy | Yes CJNo | Yes ()No | Yes CINo |0 Yes CJNo | O Yes CINo | O Yes T No
=
o
= Others Specify:
=
- Special Diet: | Yes C'No | Yes CJNo | Yes CINo | O Yes [1No|C)Yes C'No | T Yes [ No
E
8 |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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gt “"” fidren’ BirthRight
e "m T BRADEN ‘0" SCALE Hospiial | W
" 3
Date : ujl :1!‘/#,
Time :| 0/ A

1. Completely immobile:
Does not make even slight changes

Maobili
ol in body or extremity position

2. Very limited:
Makes occasional slight changes in
body or extremity position but unable

3. Slightly limited:
Makes frequent through slight
changes in body or extremity position

4. No limitations:
Makes major and frequent changes in
position without assistance.

& &

without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
*Activity The degree 1. Bedfast : 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 inside room at least once every
2 hours during walking hours.

1. Completely limited:

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

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
communicate 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.

1. Constantly moist:

Miisturs Dagros Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:?s\:ta‘(icgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (r
o mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ‘

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mgy/d|; 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 / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

§&+




Support Surfaces

severe pain or with additional risk factors.

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
.._ to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ; _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Mg oreaao maiRes ot
Manage moisture, friction and shear 9p y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay




Ban., N
. Mrg mm: ’Tmp"” Pso gty 3 ? >
{ 26-01.199, ™ O0SWayy > 0017617 Rainbow

'7 lﬂnumnoo?gﬂuwn () Children’s BirthRightﬁ-
/Or.Lay, i BY RAINBOW HOSPITALS
i CHECKLIST FOR THROMBOPHLEBITIS Hogpival_ | @zt
¢ U
DAY-1 /< | {O]}— pAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E M E M E Remarks
1| IV site appears healthy s g 0 bllo i e |
One of the following signs is ~
5 evident : Possibly first signs of phlebitis 1 -
* Slight pain near the IV Site / / Observe cannula o~
* Slight redness near IV Site et —
3 "al':r;oesifdt:ri.following Signs Early stage of phlebitis / 9 / i
Pain at IV site Redness Fstin Ganoua . ol W i
Al of the following Signs are Medium stage of phiebitis / s
evident : ; : i
4 Pain along Path of cannula ?;s;g;(gﬁtnnula Consider S <
Redness around Site Swelling i
s o Advanced stage of phiebitis or ~
5 Pain along Path of cannula g‘e S.iancozahljg n&%?}%?éi?msl 4 ~
Redness around Site Te S,: B ? —
Swelling palpable Venous cord ik g B
All of the following Signs are
evident and Extensive : Pain ﬁ‘dvangedh?tzgtt_a O/f -
6 | along Path of cannula Redness I :tc‘,T ?p te ' 'i s 8 %o -
around Site Swelling palpable g' " el e s —
Venous cordpyrexia .
o
Signature of the Nurse @ : L g«/(/‘g,,,y"" 6%

G T y v
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 remaval to detect post infusion phlebitis.

Signature of Shift In Charge :

DT k’r"_’o V‘ t ....... NaMB &b il vl kf f;j L"t .........

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

Signature of Ward In Charge :
\VF
Signature : ........... Vewo .. NAMe : ..o L R
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ﬂﬂﬂ’ ”m,l/ Hospital .svnmusuwnospml,s
il PAIN ASSESSMENT FORM ROt | LR
Pain Score : : Modifying | Patient / Family d
Date Time (0/10) Location Duration Acuity Character Fackees Educated Intervention Sign
Sidd UW" C1 Continuous | [ Acute ] Sharp (] Dull [ Increasing UJ Yes “Awl m.,f_):q M
1200 f_ 3 ¥ : L Bl - . '
\0 'a‘)b R .Abelo 11 1 Intermittent | [J Chronic [J Aching (] Burning | (] Decreasing | [ No ﬂ\ P
lf 3 Pybdope | [ Continuous | 1 Acute ] Sharp  =Dull  |~=increasing | ~=Yes %M -
o\t o | ; ittent | ; - i - vn—t.
\ \ ?,,,r\ E,lﬁtermlttent (] Chronic ] Aching (] Burning | (] Decreasing | [ No 40 3 W A i
NGO (] Continuous | [ Acute C] Sharp (] Dull [} Increasing O Yes Uy\g()e/\
\61'1-— é‘ I O/ o . CJ Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | [ No 4 \ (Rn’*"i
Pain - - g & hfeaveho
I
\/}/ W I N© (] Continuous | [ Acute ("] Sharp  J Dull L' Increasing O Yes U nd.@)
b3 . = 2 [ i i 2 M N
U Lo Pain | O Intermittent | ] Chronic ] Aching (] Buning | (] Decreasing | [ No o WAeAwadio | onas
( [Oafw O 10 NO. | Z-eonfinuous | [ Acute 1 Sharp [ Dull 1 Increasing | LYe&s t el 09,
0/ ‘ : i Aching [ Burning | [ i | M
7 pwm [] Intermittent | [] ?ﬂcﬂc L] g [ /Ig 1_Weasxng [ No OZEH sastrie
:;{\ J [J Continuous | [ Acute . (1 Sharp [ Dull [ Increasing [ Yes /
'd- Vb @fﬂ) 0 LU’ WA (] Intermittent | ] Chronic ] Aching (7] Burning | [ Decreasing | [J No §M,L\)
| : » ) %3
L] Continuous | [ Acute 1 Sharp (] Dull L1 Increasing | .[J Yes
26 #
\J’l % [ P 0 l.U’ I\M' (] Intermittent | ] Chronic [ Aching (] Burning | (] Decreasing | [J No M
[] Continuous | [ Acute {7 Sharp (] Dull 1 Increasing (] Yes V=
\1,\6{7/5 p240| o | W C1 Intermittent | (] Chronic () Aching [ Burning | (] Decreasing | [ No ngk
\ o ) Continuous | [J Acute | 1 Sharp [1Dull | CJ Increasing (] Yes e -
“\1,5\.{, S 0 Uﬁ W‘A (1 Intermittent | [] Chronic 1 Aching (] Burning | [ Decreasing | [ No ™ gw‘/(/
: [] Continuous | [] Acute ] Sharp (] Dull L] Increasing ] Yes %
[1\4\\‘(’ 6 w oU)0 W [J Intermittent | () Chronic 1 Aching (] Burning | (] Decreasing | [ No g

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: 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
i 1 2
: - k Occasional Grimace or frown, Frequent to Constant frown,
Face No Particular expression or smile withdraw, Disoriented ' Wﬂﬂﬂ chin, clen;:hed jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kiclung.nrlegsbmwnup
Laying quietly normal position, Squirming shifting back and g ;
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) T
1 1 1 1 | 1 1 1 1 | | Moans or whimpers occasional Crying steadily, screams of sobs,
I 1 T 1 1 1 T T 1 T 1 C No Cry (Awake or asleep)
0 1 2 3 4 5 6 7 8 9 10 3 complaint frequent complaints
o MW Pain Reas§ured by pccasiunal touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2 f
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 stimuli Inconsolable
g s m " en Um . e wmn - H""s w‘m Behavior State | No arousaitoany | Arouses minimally to | Appropriate for Restless, squirming Amhing kicking constantly awake
stimuli stimuli gestational age Awakens frequently
No spontaneous Little spontaneous Amuses minimally / no mnvementr
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,Jess 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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i PAIN ASSESSMENT FORM Hospial_ | Qe
It takes a lot to treat the litte. Your Right to a Safe Delivery
: Pain Score ‘ 7 Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fectors Educated Intervention Sign e
[] Continuous | [] Acute (J Sharp (] Dull ] Increasing O] Yes AM— u/u:
\lh’ \?/phq 0 Nh~ L Intermittent | [ Chronic () Aching (7 Burning | [ Decreasing | [ No [ 4 ,,ﬁ _
U -
L] Continuous | [] Acute (] Sharp [ Dull 1 Increasing L] Yes I }/IT}“
1\ 6 P""/ 0 ~NO | O Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No e M
W ) Continuous | [ Acute (] Sharp (] Dull I Increasing | [ Yes yW v
I / *7 § (I’ " M L] Intermittent | [J Chronic (] Aching (1] Burning | (] Decreasing | [ No A ?M,/
rn /7 {.% 2 %% O Contin'uous O Acutel O Sha.rp ] Dull . J Increasiflg ? Yes 0 yW—
[ Intermittent | I Chronic (] Aching (] Burning | [J Decreasing | [ No
(1 Continuous | [7 Acute (] Sharp ] Dull [ Increasing O Yes
(1 Intermittent | (] Chronic (1 Aching (] Burning | [ Decreasing | [ No
(1 Continuous | (1 Acute [ Sharp ] Dull 1 Increasing O] Yes
[] Intermittent | [ Chronic (1 Aching [] Burning | [] Decreasing | [ No
] Continuous | [ Acute 1 Sharp (] Dull ] Increasing O Yes
L1 Intermittent | (] Chronic ") Aching (] Burning | [] Decreasing | [ No
[ Continuous | [ Acute ] Sharp ] Dull 1 Increasing ] Yes
[ Intermittent | [J Chronic 1 Aching ] Burning | [] Decreasing | [ No s F L
s =+Continuous | 7 Acute [] Sharp [ Dull (] Increasing [ Yes
[J Intermittent | [ Chronic 1 Aching (] Burning | (] Decreasing | [ No
[J Continuous | [] Acute (] Sharp (] Dull (] Increasing ] Yes
(1 Intermittent | C Chronic (] Aching [ Burning | ] Decreasing | [ No

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

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.O)



Numerical Pain Scale (Obstetric and Gynecology)

| 1 1 | |

PAIN ASSESSMENT TOOLS

&

0
No Hurt

OB ®®®

Hurts Little Bit

1 I I I I
3 4 5 6 7

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More

Hurts Whole Lot

]
1 1
9 10
Worst
Possible Pain

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
¢ No Particul : i Occasional Grimace or Frown, Frequent to cohstant 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
b Laying quietly normal position, Squirming shifting back and : 1
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,
Consolability Content, relaxed hygg!ng_, 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| lrritable 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 Restiess, 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, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

Sa0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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U Morse Fall Risk A F N | RS
orse Fall Risk Assessment Form R e .
Date / Time
Choose Highest Applicable Score from each Category ! )] l '1/“- /A / 4/ 1z Fall Risk Grading
Score | @414 gt Qs dp g
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse{zhl;:g)Score Aolen
Secondary Diagnosis Yes : 15 " g Lg
(more than one diagnosis) No 0
i 30
. Furniture G ek 0-24 I!itandla}tr_d rl:all
Ambulatory Aid Crutches, Cane(S), Walker 15 recautio
None /Bed Rest /Nurse Assist 0 n 0
Yes 20 g
IV / Heparin Lock or Saline N - Implement
: Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10 L0 LD
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 . Risk Fall
Mental Status .g = High Risk £ Prevention
Oriented to own ability 0 infroniion
Total Morse Fall Scale Score: LK/ %/
Signature QW,LV QWJL
Tick (v) whichever precaution taken. i 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 Piccautions) (] 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
L] 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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Dr. SHRUTHI REDDY/Dr, _ Children’s Blrtth ht
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POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Baler.. Wzl
GO COMPII: ..o s A AN R v AR R i L
Obstetric/ Birthing History : ....................... MG BRI ...k B RN

PAVIOUE SO Rl MM th i sedinesitis iy, W

\ssessment :
On Observation: Mother seen in lying down /sitting/ recli\rﬁj position
Mother is actnve & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility
Iviine +7-
Catheter + /-~
Postural alignment -
On Palpation : Edema - abs‘en/t/ up to ankle / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ apiba/v diaphragmatic
Diastasis recti abdominis — present / absent / could\n/o} be assessed
Able to initiate Pelvic Floor Activation - ~-¥es (1 No
Spl Notes -
Treatment Plan :
ClACateral Breathing B/Pelvic Floor Activation Ei’fransversus Abdominis Activation
7 Gluteus Activation ~ Active Motion for Limbs ATransfer Training & Mobility
{Sit to Stand D/Monitored Walk Tj/Posture & Ergon&mic Education

Signature : ....... ;é( ..........................................

Date & Time: ... M(7/2c Yot
Docu. No: RCHBH /FRM /CLINICAL / 200
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20-01-1998 Ileuwn (F) | i a RaEnbow’ . BirthRight
°'Ill'!'iﬁﬁi'lfiiiil'inili’uﬂilmnm s MULTI-DISCIPLINARY PLAN OF CARE FORM gy R
Diagnosis:
%a':; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
Otedical | 47 Initial - il ' b ‘m
\V“ ) Nursing £ Modified Q,QG GDM %—’ :
g-\& O Others: O Per-Op Adon :
@,»q?ﬂ"“ O Post Op
; . 2 , 1 Medical
| O Medical | —=—1Initial vewst g,,;ﬁb) oy & :
0\\1)\% [ Alursing £ Modified g ? P PM ( (ﬁm . I Others:
O QOthers: Ol Per-Op ‘ \
G)gﬁ/ O Postop | I'Ng.l,{ww Vs
$ ~ - Medical
O Medical | O Initial . it il oo MR i [i N:g;z
W [7/2c | © Nursing . Post 4£scs "“L(*"‘;""U & Ts O Others:
‘E/Others: O Per-Op SR T AV .
0 Medical
[J Medical O Initial SofF H3 1& \
4 o pop - 2 / oe PP £+ Nursing
|ﬂ\3\7£ )S(g;lrz:;g g r;(.jgsd Ps e ﬁJF‘ @Q/\¢r/ - P‘V‘D;{L‘m f‘f 5‘%% /dOthers:
. : )éPost d ErnALtS
6{‘.;?”3_’ AeRRan s
O Medical O Initial {Dl x::!;;;al
O Nursing O Modified £ rg
O QOthers: O Per-Op ers:
O Post Op
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Mrs N‘“‘T:A 00 e ysuno ®
19-01'1:;1|4R /DrLAVANYA
or. SH

(T

Part - I

Patient's / Learner Language: ........ {chegn... Patient / Learner Literacy: [ 1-Read [ Write [ Speak

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

2
Rainbow’ i .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

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

Willingness to Learn: [] Yes [ No Healthcare Literacy: [+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 gl e e, ST L e B T
Part - Il
Use codes from the list in part Il
3 Need : : Designation /
Date Time | |ientified Information Taught R SRR Comments Signature
Person Taught €arning | Teaching Tools | to overcome | Understanding
. Barriers . barrier/s :
Sl P 5,

A\ g

thml

Fir b X

WV aus0, | 9

M@h‘w Xer”

g .o

Part - lll: CODES

Who was taught: PT: Patient F: Father

M: Mother

Sn: Son D: Daughter

C Caregiver

A T B SRS (e

Learning Barriers:

1. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations
8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
A0 CARORS (PRI i il nissiieasidsuvanisossensiigismaiivn sl

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 R LA RS LU N AR 5 o =t USRI SO ¢
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

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



PATIENT TRANSFER FORM

2z

Rainbow’ ) il o
Children’s & BirthRight

Hos pitai . BY RAINBOW HOSPITALS

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

Patient Name & UHID No.

BAH-00648873 1P5-00176175

Mrs NIKITHA GOSWAMI

29-01-1993 28Y5M11D (F)

Date & Time of Admission

o\dlzb 1153+
10|36 ”/fr*l

Date & Time of Transfer Order

[(7] q’ LLI{). [’00"“7

REDDY/Dr.LAVANYA

T

Transfer Ordered by

by . Cured sebly

Reason for Transfer

obgcouerde o1

From Unit

ORL,

To Unit

Rieowa( 30'5‘)

Information to Attendant
Yes{ | No[ |

Number of Sheets in Clinical File

/L{O/

Number of Imaging Films

N&T Wiy (0

Personal belongings including

clinical documenis—1fany handed
overfo attendant
s No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name

Quantity

4.

9.

Shifting Summary / Notes Written by Doctor :

i

Yes No

Name & Signature of Person who is Transferring

G, Buowln.

Name of Person Ordered Transfer

W

Patient & Clinical Records Received by :

L;UJL\]\/*

te & Time of Patient Received :

o Yobm An XY

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

\navailable Bed

Docu),
RCHBH /FRM / CLINICAL / 102

| ] Nurse not Available

(] ‘Available Bed not ready
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5
Mrs NIKITHA Goswami

28-01-1998 28Y85M 10 D (F)
Dr, SHRUTHI REDDY/Dr,LA

i~ ol
OBSTETRIC TRIAGE ASSESSMENT FORM i o A

N

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

Date: ........... l'.?l""b& ............ D/Dm e of Arrival: .10:000m. . Time Seen by Nurse: ‘iQOPn)

1) Level of Consciousness: onscious [1 Semi-Conscious [J UnConscious

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

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

] Bleeding PV: Slight / Heavy ] Pretepm Labor/ Labor

OJ Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement L T . L L b o A G dibn csnsomrampananns

3) Vital Signs: Temperature: 3€:2F. Puise: AW g 1Rl $p0, 2.9:/.... BP-U&|FE.. Weight &W

4) Gestational Criteria:

Gravida: | G O- P | Ty A O

LMP: .......... wjulal.... oo IGe{ye ... Gestational Age: ... 3T Reh ...
Uterine Contraction :ZIYes | CJNo | CJNA | Onset Time Frequency:’
Membrane Rupture COYes | CONo | CONA | Onset Time ', Fluid Color:
Vaginal bleeding (JYes | CONo | CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | (] Yes | [1 No | CJ NA g;:ii%%ﬁ:iﬂ%ﬁg‘:g/ W
Good fetal Movement CiYes | O No | O Na | FNo specify:

5) Pain Screening: / Numerical Pain Scale (NPS)
| l

| | | | | | ] |
| | 1 | | | 1 I
0 1 5 6 7 8 9 10
No Pain Worst
possible pain
gl N U Y AL AN b - 13l Ao, e o - o N (PN © W o
R CRRNI e 1 TN R e Days / Weeks/ Months (Strike out which is not applicable)

6) Past History:

a)  Surgeries: ......L. ‘N \ .............. ...................................................................................

b)  Medical: .
Docu. No. : RCHBH /FRM / CLINICAL / 098 : (PTO)
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Mrs NIKITHA GOSWAM
29-01-1998

Dr. SHRUTHI REDDY,

IPS-ONTM 75

nvunou )

T

7) Allergy: [JYes LI No,
8) Current Medigations: [)
9)

] Chronic Hypertension
(] Gestational Hypertension
C1 Diabetes

natal Vitamin ] None

BT, R RO BT R SRR

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

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
C1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[J Categgry II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
egory lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category 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)

OBCU Obstetrical Triage Acuity Scale (OTAS)

abdominal pain
« Altered level of

« Shortness of breath
« Unplanned and

greater than expected in
pregnancy

from out patient clinic
(for hypertension, blood

Bt 539“. :
SR Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
R Weeks
L Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
i pain <37 weeks (>spotting) >37
weeks
. Mild hypertension
FRh i Hypertension > 160/110 i
Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
disturbance, RUQ bain associated signs and
' symptoms
; - Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
: Non-Fetal Movement Diseased fetal movement
6mers + Acute onsite severe » Major trauma + Abdominal/back pain « Ongoing assessment | » Anything that does not

seem to pose threat to
mother or fetus

consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
» Cord prolapse + Nausea /vomiting and. | . Minor trauma (minor | - Out patient placenta
. Sgavere respiratory /or diarrhea with ) MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
« Suspected sepsis . /or diarrhea Rh and progesterone
+ Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) » Rashes
Time seen by Doctor: .......... \0:00 ;o
Nurse Name : ............ % T ST 8 NUNSE TN, ... . i inisiontine
Date: . ‘1\ .. Time: .

cmv k—4
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Mrs NITHA Gogwany 17 i)é
20-01-1998 Rain ow * e
Or. SHRUTH REOI::!E:L:‘H:YA ) Children’s . Blrtthght
”” ”I”” mmm ’!I” ’””"I Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery
POST-SURGICAL CARE PLAN FORM
BRUIIE DG ... i tisn s Batinni s :g{%\&»-{:@“l, ................................................................
Post-Surgical Diagnosis: Do omas Al R e i
Post-Operative Monitoring Parameters /Frequency:
j@mf / f’@-} w/ f?ﬁ_ W‘q‘;
Wound Care:
‘#“'\ Yo
Drain /Special Lines/Catheters: @ Caiibo
ys ©
Special Patient Positioning and Requirements:
é:va( (e (Gro
Nutritional Instructions:
Nl 4. L
‘Nhen to Start Mobilization:
?ﬂfk («fﬂ% wney
Special Referrals:
The new order for all required medications documented in the doctor order/medication sheet:
C.¥65 O No
Any Other Post-Operative Care Needed including Required Follow Up
: oY
Treating Surgeon o j '(}L_,l A 50N
(Signature & Stamp) bl e

Note: Plan of care will be readjusted if necessary.

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




SAR-UOsa8E73 1P5-00178175

;To :dl;:l;m Goswami "2
v, SHRY 2Y5M110 Rainbow”
Dr. SHRUTHI REDDY, DY/DrLAVANYA C?::'I‘dren ’s . B|rthR|ght
~ Vil Forpial | (et
CAESAREAN SECTION OPERATIVE NOTESWWE A
Surgeon’s Name: ). B\jmqmvf Date of Delivery: \O\‘:r\w [[o]:ﬁ A
Assistant Surgeon: -, . A%erv[a\“ Time of Delivery: - <'S™| |+ 56 pro
Anaesthetist's Name: Y- S, N;\ Gender of Baby: o7 oA ¢ skl
Type of Anaesthesia: | / Weight of Baby: N-| 2.%%0
Neonatologist: Dv- Y w oy an DY ( 0L M&\ AGPAR Score: Ev/ &5 %4
Scrub Nurse: L. Mé § 1,’ G &m NICU Admission: ,Zl/Yes O No
i -
Pre-Operative Diagnosis: %LP[ 4 2473 | Pog e NVD [DcDﬂ fﬁolr, 1w b for
O Elective @/Eﬁergency Indication: ............. Db Aty il
Urgency

1 Immediate Threat to life of woman or fetus

[J Maternal or fetal compromise not immediately life threatening
[J No maternal or fetal compromise but needs early delivery

[J Delivery timed to suit woman and staff

D 0 vt ineoreir b e bt eisssna ibivnsesi i siiisinins T I il i i,

e TR S T i N RS NG ot 1 SIS | ke, RN S

RS R T TN (.1 iliititiorsacrsirmarmssssnsimntioe bt ol

Surgical Procedure: A M‘r?j
Emafgq,\% o + @l st :

Post Operative Diagnosis: @ovg,c,/ P.D_L 2 Tm \%41 -+ (57

Peri-Operative Complications: i M &:'ﬁ,«(

Amount of Blood Loss: o Blood Transfused (in ML): N

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCHBH /FRM / CLINICAL / 155 (PT0)




1
Examination Findings when Appropriate:

-—

Presentation: () Cephalic [ Breech I Other.................. Cervical Dilatation: ..............o..ocoveveeevevreerenn. cm |
I o R s Ay s BTl S e L) 1
Station: 0O-3 O-2 O-1 OO0 D_+1 42 Moulding: [INone [+ 44+ [I+++
Caput: [+ [I++ 1 +++ Meconium: [JNone [+ [I++ [I+++
Bladder Catheterized : [ Yes 7 No Urine: ) Clear ([ Blood Stained
Skin Incision: Qprm/nsteil U] Transverse L] Midline WE SRS G L e am )
Uterine Incision:  CiAower Segmént 1 Classical inverted T ;.;@sion
Pre.vi.ous Scar: [ Intact S ;;@nedo;t/ ' Ruptured J_wQ 10 ﬁcar
Incision Through Placenta=” ! Yes [0
Delivery of hefd: “+Manual Q’F&cep Ww“? ‘QPD"‘ > =
Liqyor: ~Clear @MZ Meconiun]: L1 al Ol CIBlood ! Offensive [ N'ot Offensive ( ' ‘.
Delivery of Placenta: anual P i SR 7T Complete “1Incgmplete -~ [ Piecemeal

W~
CORT BHDRUTRIER . ....ccnbs. oot bt st T e R b s b i e AT Cord around the neck ?@ I No
Appearance of placenta: .................... w‘\"& ................................. Cavity explorem 1 No
Uterus, tubes and ovaries':{@rmal [ Not Normal Sterilization: JJ¥6s  [1No :
Uterine Closure: [ One Layer = Twertayers \,ﬁ"ﬂ!"‘ ................... Suture
Peritoneal Closure: [ Pelvic "1 Abdominal mn’e ............... %?tﬂ?‘f‘&qé'/" ............ Suture
SHORE LRy ~ - cn UM TRRENG. s SR Nl il L O R Y Suture
Fat Closure: 28§ [1No %VIH AT Suture
Skin Closure: Stbcuticular O Mattress ... Enfaiw;lz," ............... Suture
Vagineal Evacuated =Yes 1 No ,
Drain: UYes [O-No- [1Removein................... days [ Await instructions 4
Ctheter ~+Yes [INo [IRemovein....... A4 days O Await instructions
Swap & Instruments count correct?<7 T Yes CINo [ Post-op Antibiotics ¥es  LiNo
Intra-Operative Antibiotics Cover: =Yes [JNo [J Thromboprophylaxis COYes [OINo
POSEODBIREVIIIDIBE. ... . .coscuosiinriuiorttiinsssscommmmsstiemsssnsiimmssssasinesds e s R SR e bR

DOCTOr NaIMIB: .....ovcvvvvsppivsasniguon QJ Lol ........ Doctor Signature: ........ /J ..........................................................

Date & Time: ............... ‘0(1J2{/ ..... G‘ Pm



\RGICAL
~_SAFETY CHECKLIST

Anaesthetlst J)‘x i
Scrub Nurse : g) - 4N

BAH-(0648873

Mrs NIKITHA GOSWAM!

25011“8 20Y5M110
SHRUTH!I REDDY/Or. LAVANYA

Ill U

Patient Nan
UHID No |

1P5-00178175

(7 T

{3

3 N
o'\
S \

®
Children’s
Hospital

It takes 3 lot to treat the ittie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Birthnight'

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNOUT  Time.... 3. - . S-bin

SIGNIN  Time.... (4} 2040
Patient Has Confirmed
|dentity LYes ONo
Site £Yes CNo
Procedure L¥es CINo
Consent Yes T No
Site Marked [JYes CINo =HNA
Anaesthesia Safety Check Completed  =Yes CINo
Pulse Oximeter on Patient & Functioning =Yes CINo
Does Patient have a:
. Known Allergy? OYes o
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes #Mo

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

@Yes ONo CINA
CYes &0 CINA

OYes 2No O NA

Signature : é‘“‘" .............................................

Name... it

TIME OUT  Time:..4.34.0.44
Confirm all team members have

introduced themselves by Name and Rsﬂm—

Surgeon, Anaesthesia Professional and

Nurse Verbally Pﬂlﬂrgl ¥ f\u@ﬂ_‘f\/
Correct Patient (Check ID Band) Yes CINo
Correct Site OYes CNo
Correct Procedure sl gs [INo
Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpect
Steps, Operative Duration, 8 ¥
Anticipated Blood Loss? Cpo s CINo CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? es ONo CINA
Nursing Team Reviews: s
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? 7Yes CINo D NA

Is Essential Imaging Displayed? OYes CONo CINA

Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes ONo

AR C(“t;[b\'“’ ...........................

Nurse Verbally Confirms with the Team

The Name of the Procedure Recorded /Wesﬁ
That Instrument, Sponge and Needle
Aym
es ONo O

Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment

Problems to be addressed OYes ANo O NA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? CYes CINo

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



I L ‘ ' ’ i
SU RGICAL Asst. SUrGON Moo Patient Name : ‘ ...... L+ — Gender: ......... Rainbow’ T i
SAFETY CHECKUST PRIt - ..o ummummsmmmsnsminin ‘ T3 O o BUIGETY NAME &+ cyeverenscensssssssesssessassassses ﬁg’r"gi’&?s .Bﬂli_may_ﬂu‘sgnw
SOTUD NUPSE © oo Dite AL cictidiosns TR W b I ke o st e rdga
Before Induction of Anaesthesia » > Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time.........ccoocoo..... TIMEOUT Time........................ SIGNOUT  Timer..........ccco......
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity OYes CINo introduced themselves by Name and Role (1 Yes C1No The Name of the Procedure Recorded ~ [1Yes [INo
Site CYes CINo Surgeon, Anaeslhes!a Professional and That Instrument, Sponge and Needle
Procedure CYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo CJNA
Consent OYes CINo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked OYes ONo CNA Correct Site COYes CINo patient name) OYes CONo CINA
Anaesthesia Safety Check Completed  C'Yes CINo Correct Procedure OYes O No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [1Yes CINo Anticipated Critical Events Problems to be addressed COYes CNo CINA
Does Patient have a: sl"geon Reviews:
Known Allergy? OYes CINo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
: ! Anticipated Blood Loss? OYes CONo CNA and management of this patient? CYes CINo
Yes, & Equipment / Assistance :
Available DOYes CONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [CYes CINo CJNA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes CINo CONA Been Confirmed? are there Equipment
Blood Units Reserved OYes ONo CINA | | issues orany Concems? C¥eg. ke A
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo CINA
within the last 60 minutes? OYes CINo I NA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes CONo
L T N N . A ST T AR B A EE TN [ 5, SR g SHERIIIR . o s b B e e
L RN | 1 & R T N S R A RS e < 8 AT TS e oL S SRR AV 07 SO T (e

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BAH-00648573 1 Rain "t')w° ' -
Mrs NI IP500176175 | . . H *
2onragg COSHAM | Children’s .Blrtthght
Dr. s SM11p i BY RAINBOW HOSPITALS
T REDDY/D: Lavany, t{ugasu'?aguamnl Your Right 1o  Safe Delivery

Wi

CONSENT FOR ANAESTHESIA

Authorization By: atient [ Patient Attendant

Operative Procedure: memwg PR S

Anaesthesiologist: ...... Bg.&b AN ... Surgeon: ... c.....s

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 [0 Renal Failure  [J Multi Organ Failure [ Hepatic Disorders
O Shock [J Obesity [J Chronic Obstructive Pulmonary Disease

O Others ..... Img’f MW%MMQ&&M"‘S4M“3,M“3J ..... Yot

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
a’ﬁegional Anaesthesia [ General Anaesthesia [J 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.

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

» | 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.

Patient / PatieMm: Witness:
T e - e (R S I N Signature: ........5A2N AT 0\ ..............................................

Name: Mtlu[l;&a.ﬁiwémi NaAME: ...vvvenrnee SM\&W]O\. .....................................
Relationship with patient: SeJ{' ................................ Date & Time: ......... LO[‘-‘.‘{Q,L .............. (a1toBWM)...

Date & Time: .10 12026 .. 210 AM

4

Doctn; (who is taking consent):

Signature%.%rrwk ...... Name; Erk-rgv‘gaw‘a .......... Date lOIQJZfz Time:...... A lofwa.

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT0)
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Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery
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Mrs NIKITHA GOSWAMI

M11D
20-01-1998 28Y5
REDDY/Or.LAVANYA "

INFORMED CONSENT FOR SUR( TIN5 | @ girtnright
SPECIAL PROCEDURE wwspital | ()erussoncms

(F)

\

g Q
Patient Name : Wﬁvpm@a@ﬁmm bender: T Male ©-Female Ago: ........ 2‘& ...... Kb
UHDNo: ... . RO SO84qisds: . Date : lohll& .....

Instruction:

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospitatstaff responsible for any untoward event thereof s

.................................... D R R PP Ty P PP PP PP PP PP PRPPT

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.
. I 'have had a chance to ask my surgeon questions.
4. 1 have received all the information | desire concerning the operation or procedure and
5. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: .................... Q\ ﬂ,{?ﬁ«/@‘a .......... 2 5 A
Consentee : \ Patient Attendant :

BTN ...l i s i Signature : qu%dbb‘f/ ...................................
Name : ...t SNV RIS Name . Neuaad £ Cre Qo ooy

pate & Time : ... {10\ FH 2. (2.5 .00 Br— Relationship with Patient . SH% vy As40
Date & Time : .| 0L 3{24..... OW .............
Witness :

Doctor (who is taking the cunseni) :
e ARECs "m """"""""""""""""" Signature : ............. o&\rv .....................................

Docu. No. : RCHBH /FRM / CLINICAL / 027
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Mrs NIKITHA GOSWAMI

20-01-1998 28Y5M110 (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

INFORMED CONSENT FOR SURGERY OR | IIINNIIRNAN ~ 3;.p i
SPECIAL PROCEDURE nosplar | g

Tt takes a lot to treat the litte.

Patient Name : ................. t\l\‘tﬁl\c\ ...................... Gender: () Male [—.'rFeﬁf Age : \c{ ...... e
‘ C prc {
UHDNo :... IS oo S A3 37 Date : 26

Instruction:

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospita] staff responsib ard event thereof.

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

My signature on this form indicates that

1. | 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. |have had a chance to ask my surgeon questions.

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

5. | authorize the consent to the performance of the operation or procedure.
Name of the Doctor who is performing the Surgery / PrOCEAUIE: ...........occoeveeeiiiciccciis e eeeas e ageeseseheeseennns P Ll

Consentee : Patient Attendant :

Signature : dgffé ................................................ Signature : ............ SQTG”’)O\ ............................

Name : M‘W)NI\MW BB ..o HM&"j‘*ﬂ"‘ ...........

Date & Time : . 10|26, @ Eﬂ."”‘ ...... Relationship With PAtient: ............oov..rrverereesrrerereenen

Date & Time :

W Doctor (who is taking the consent) :

GONRNG : ..c...co00505: (—\\'”1 ............................... Slonakure :

LRSS 22T o : TRt ey QJ\ 'AW» ..................

oI \b\ b @ <Tym L N \b{q%u ...........................
RTINS Date & TIME ..o Lo ). W - 1. o N

Docu. No. : RCHBH /FRM / CLINICAL / 027



BAH-00648873 IP5-00176175

:'lrs NIKITHA GOSWAMI ®
. 9-01-1593 w " . et
Department of Anaesthesiology Dr. SHRUTHI RED::I;rsL:\:1 i ’s . Blrtthght
one awesrvenceonon i | @
+ little. Your Right to a Safe Delivery
Name: Mk‘m ..... qmw Age: 7—8‘-"’ ..... RN A UHID.No : BHH - 006 4 8842
Date: lO[% ................................... Time: ... LloQ-Hm ... Proposed Operation: ... SZMeABn L. dadtnd....
Diagnosis: .. C; i A Lagiss, e NVD.,. B3 2 ok G ODCD'A'_,U?"M ......................... Qi
L R T Weight: . 229" AsAPhysical Staus: 01 02 03 D4 05
4 Laboratory Data: >
U-& BIBOBE: ii.. o sstndbimmosit ~BIOBIME w.cicivminnissisininesss ‘ YR it i
POV 2 VT I R A L ‘ EOGh A ...
R 57| B S et L e ToRkEN: 2D Echo: .
Plate: ... 720 S8\ \ﬂb"\ G T T R P
PRcidnndie i s S R LOHL e innsteniarsss (1,11 e e,
L i R N AR08 bt
i nansion 71 L o SR £ | AIIYIBRA; ...c.ccneermnsasnsisis
s = e SGOT/SGPT: ..o [ pllergies:  t Ao
Medical History: ~ CVS: | |
RESP: Not- Eauileand Diabetes : 14 |
ONS J
Renal : \
Hepatic / GE : ) Physical Activity, MITS 24
Others : |

Past Anaesthetic History: -

Physical Exam:

Rirway: MP 1(7)3 4 Mouth Opening: ), Mentohyoid Distanc@) Neckm) Teeth: 1 _A,(J_ﬁf,ug(

nes: EeD, cleas focd [Commantc
Heart: 21%@ Potti
Grozty, _winek
Pregnant; #TYes [ No CJNA Venous Access Site : \&q Spine Exam for regional (!:%)
Anaesthetic Plan: — MAC_L+REGIONAL (I GA-ETT []LMA &) s
Peri-Operative Plan Explained to the Patient: zﬁg o No
|
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: \aat—waeal & E00Ppw
1. DVT Prophylaxis : st e
<:Water/DRS 2 Hours L‘V"“g '
2. NIL ORAL Others 6 Hours
3. Informed Consent: © Standard ! High Risk
4. Post Operative Pain Manage emr(Discussed with Patient
5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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T —

ANAESTHESIA CHART

Rainbow®
Children’s .
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Change in Patient Condition: ] Yes (2’@ Fasting Status: émd
Physical Status: | =7  Patient Identified T Consent Present T Chart Reviewed
HR:  fobpw [BP/CRT: \O® [5o [Sp0; AL ' [, bwr Ro [ RR: VA [imuy [ LastFeed: > & |
1
Pre-0P Diagnosis: .............ccccceeeruerrrereneeessessesseceesan. Operation: .....% AL Lay...... Date : ...‘.P.\‘*‘ . .... N K
Surgeon: tbgmr\ﬁ{vs TZMQ&'; ................... Anaesthesiologist: BV“_@W $uvx4¢_ Technician: .. NG &Asandth
TIME Lyl oo [ £11C] S 20IS T E'c0
N,O JAIR (O, LPM i
HALO /SO /ISEVO Antibiotic
Drugs:
Suppository
Lipp| TRAMADL
" loows
mﬂn DUOFE Asec
Blood Loss
£, /500 a3 (33|32 [I¥{qk[4e
ECG_ RAAVTRINT I AT
Temperature
Urine Qutput NOTES
’ =
- *‘\' 2 "‘ LQA-:.U
28 o s e bisth @
g 240 4': 55 H
V Systolic 220
A Diastoli
X Mean 200 /3 e cond
+ Heart Rate
180 511
Tourniguet on Time b Q—
Toumiguet off Time 160 *
140 Ul % &M‘
Throat Pack In
Throat Pack Out 120 [y
100 - W r\ 7 4
& 80 k. L o
80 At Rt Pt
40
20
10
0
ABG
LAB Values
GRBS ¥
Others
= Equipment Checked and Temp: Induction Regional:
Functlonal (] HME (& Fllid Warmer Ow ] Inhal éx!ﬂuity Specrfyg'eﬂ
UL [ Cling Film [J OH Warmer [J PreQ, I RSI Spinal [ Epidural [] Caudal
Z'/éuﬂ Site: . [ Huggers [ Cotton Wool [ Others Others: . Ol e oo
] Ar Site: . ] Other
i [ Mask ] SGA Position: . L H"’W_\ﬁ
O Temn Si Times: [ Airway ] Oral [] Nasal 7 Eos Lly
O p Site
=R Anaes Start: ... ETT# oo @l O Needla T Depth: -2 .
1 Agent Monitor OP Start: [ Oral [INasal [ Cuff Parasthesia []Yes No
Pulse Oximeter OP End: . [ Tracheostomy [] Topical Catheter at skin ... il
) Capnograph Leave OR: . DA R S O I i DmgName&Conc O 5 T BUPINALAINE
[ Ventiator Anaesthesia: [ Awake (] Direct Vision BolUS: ... HEBMY... 2w ).
[ Nerve Stimulator O GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: *F‘ENIGNYL“ZKW\L.T
] Monitored Anaesthesia Care [ Fiberoptic Block Level:
Position: _ SR !
q{m" _ gional BAgRH .............. AMEMPLS: oo Ay
Pmssur& Pﬂlms Checked D,ﬂlcuny why? el e R e RIS IEES RS esssessiaeeseeressesetarnssasatesnTatsas
Line (Size & Location) Trangpertation to
Eye Care: W TS T PACU 0Icu [ Other
g '[r);:te O] Semi-Closed Circle Relaxant Reversed [ ] Yes (ONe [INA
. | ircle* L]
CJ Padding g g:;:d i Name of the Doctor : Dr h:"\ 5‘7""4
F Bwake Signature of the Doctor . CB - ST QL«
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GOSWAMI
Mm “K;Ts:A aysmno @
2 UTHI REDDY/DrLAVANYA
Dr.
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- .eomwirt UAR

|

rE UNIT RECORD

Z
Rainbow"* ’ S
Children’s il BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

]
Received in PACU by ........ Q/’\if)(wo‘}" Time Recewed ........ Q . P .. Xl il Time D scharged ..... 420 .. p‘ ... 2}
n ah .. l af Y
s : i
gig Y F 2453 IV Cannula Site : \(%
o 230 230 | [ O,Mask [] Nasal Brongs
2 gfg gfg [ Tracheostomy 1 T-Piece
8 200 200 | [ Oral Airway [ Nasal Airway
E 190 190
= 180 180 T : L
(=] 170 170 | Vomiting : ] Yes Ao IR isvsvnsi nab iy i i
o 160 160
@ 150 150 | NG Tube: [ Yes HNo
v :«;g :;g Drain: O Yes Lo
A 120 A 120 Urinary Catheter: [ 1-¥es™ [] No
110 110
& 8 10 il A\ A ANoo | crestTube: 01 Yes_=16
90 90
? b { 50 Nil Oral _[¥es [1No y
70 F, il 70 A
N Y o - e Veo | IV Flids: 0!‘3&0\’—&
& 50 I LT - % 1 TGN S—
& . 40 40
v 30 30
20 20
10 10
0 0
SPO, !
POST ANAESTHESIA SCORE MINUTES '
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Able to mave 4 extremiti luntary o ommand =2 g - . .
Abl 10 move 2 etromitis vokntary or on command =1 acrvmy SRR ENEY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep br:athe & colugh freely =2
Dyspnea or limited breathing =1 RESPIRATION = A Z i
Apneic =0 F13- | ded y - Exceptions to this, are to be explained in the
BE =+ 20of Fin Anassinelic kv & space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic lev =1 CIRCULATION [
BP + 50 of Pure Arr?aeggsetic leve i =0 ‘J/ 2-— L 2‘
Fully awake =2
Arousable on calling =] CONSCIOUSNESS
Mok sosgsacing - ) i 2 Z
Pink =2
Pale, dusky, blotchy, jaundiced, other = COLOR 1
Cyanotic =0 2 )/ )" 7/
TOTAL 4’\ 0‘ \0 \ 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

ot (6| O

NI5s

ol | S

0

N

Tu mx;l

(TunrA

Pain Tool Used: [] N PASS

Anaesthesiologist Name : ...

Anaesthesiologist Signature:

Date & Time:

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

[J FLACG [J Wong Baker

[J NPS

Dh-leSROANAYA
Of)

Reassessment Frequency:
1. Every eight hours for all hospltallzeq patients.
2. For post surgical patient, patient wrth chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

b After 24 hours every 4 niaurs

¢.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ,........ A ...

1olH24.@. ¢ hon

Date & Time:




%

Rainbow® &,

Patient Sticker | Children’s Blftthght
| Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ..ooovveevieceee e B 11} 1+ AUt L ) Procedure done. by il o O e e,
CSE /Spinal /Epidural PO s 71 e R P ST 0 D Technigue (LOR/LOS) .......ccco......
1 12T0] 11 Gathieter 8t SKIN: vt ntahe i e L L UL e I L S Y ORI
PARGIRGE © YOR/NO MBS OBIEES | ... oo, cerrremmitionm ot e emss o s o kamsamaeres e e A e b B8t e psndé Fammnairb
SONHAN TOMBBIION | .....onmiicnislimonsosspsmimmsTiabe Lo st dritre e tori e Al W e s S ipossotsonmesvvassovny

Any other issues :

B s b R S R B T e T e e e e ot
v} ST S WO LS SO YRR SRR SOY ) e A - SRk eI Y. 2 5 15y | FLT R e WMCR E 2 CEUTS SR |
Time Inh:sion ate Bolus (ml) Leve_l o FHR Comments
mi/hr) Left Right | BP | Pulse
Delivery Detalls ;. Time-1 ....ovvenivecuivenes APGAR: & iisesssvitbasiis SVD / Instrumental / LSCS (if LSCS Details)
Catheter Ramaved DY BIO TUY SIBOIE L. 1 i abiictierscsssssmnssmssrssniiiines smnessiitsiliicsithonsnsmiasiniinsassossibied o sorsr ABAE Iivbnriitop
P AET AU ONE T < oratiorss rasaranassorsiressminminssasnsassssnis dsvassas shimisnsines shtss aihis s SobsaM s s Hons A bR SRR A T s T s A

Discharge /Shifting ordered by
DOTAOE SIOMAIIITE: 150 cunsnsorvbr fosanesrrdsalitsastnssnbe ettt b bns ass
DoctorName: Sosmmmn bbb mrvnsmi it M

Date AN TIME oot er e e e s e e e s s e e erneesnnes

&
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ol o & Rainbow® : 7
b anu’;o' PS0171, Children’s BirthRight
------ — e aYe ’ Hospital | [ erruneoviosns
I /W/”//?/I/Illll// " ~ URINARY CATHETER BUNDLE CHECK LIST e
Date of Insertion: ............. PO Date of Remov:)t: A ‘? . ' ki
Parameters na.e Shlﬂ Time \0 ) \-{ g E 'Ob —JT'P
T a L
Need for the Catheter [¥es CINo |{C¥§)CINo | ClYes CONo | CiYes CINo | OYes CINo | CYes CINo | ClYes ‘/A'NQ
Hand Hygiene Yes CNo ( Cl¥ep CINo | CiYes [INo | CYes CINo | CiYes CINo | CiYes EINo D}es/m No
Usage of Sterile Equipment CYes UNo [AC1¥e§ TNo | OYes OINo | O Yesn ONo [ OYes CONo | OlYes TINo /A Yes (INo
Is the Collection bag below the level of bladder | J=2fes ONo |(CYesHONo | ClYes CINo | O Ye,{ )D No | CJYes CINo | [1Yes Mo | [IYes [INo
Check the Tube for Obstruction (Free of Kinking) ;L\fes INo ‘\%D No OYe |__f]\ N% JEM&Z; 0 NR/ Yes [ 1No 0 ;95/ 1No [1Yes [INo
Is Catheter dated as policy (E’r‘es [INo :,E% CONo | OYes %No @& lé/NO T'Yes CINo > CJYes CONo | OOYes CINo
L2 |
Collecting bag is been emptied regularly? (L;"Pfes [INo ‘LH/Yean ONo [ OYes OONo | OYes CINo | OYes yﬂﬁ ClYes CONo | OYes CINo
Maintenance of closed system for the catheter @Yes CINo |7 [J¥6s° ONo | CYes CONo | OYes CINo D/Yes/ CONo | CYes CINo | CIYes CINo
Dressing clean and dry? _~TYes [INo CYes-TINo | OYes ONo | OYes O NU//D Yes CINo | (JYes CINo | CIYes CINo
Is the line removed as Policy? CYes [1Ne—| [IYes LjNo-) CiYes [INo | [ 'Yes/Bﬁ) COYes CONo | OYes CINo |- OYes CINo
Performance of Perineal Care JAYes ONo | L2¥es CiNo | ClYes CINo ;l«é CiNo | OYes CINo | ClYes CINo | ClYes [INo
¥
Onset of New Fever CI'Yes szfo OYes CQNo- CYes O Na/ OYes CONo | OYes ONo | OYes OONo | CJYes CINo
Asses for the leakage at the site of insertion } 7 Yes CINo BYesﬂ CONe | OYes ONo | OYes CONo | OYes OONo | OYes CONo | OYes CINo
Name of the Nurse Z«zfézj\/- (@(A/tf
——
Signature of the Nurse da @"‘4

Docu. No. : RCHBH /FRM / CLINICAL / 114
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Mrs NIKITHA GOSWAMI P>
n-m -1908 286Y5M13D  (F) 20 5 oe - &

UTHI REDDY/Dr.LAVANYA 7 Rainbow ® r: e

i Chikirans | (9 SicthRight

Date: ......... 2\3a6 ... Time: ... A0 .
ongin:...f)ni&% ...................... Height: .....! PR a... Weight:......6..%;[@9'5...... BM: 226 bg{ 2

A R WA -7 ok WAV SRR - (Wl SIRTSUOOIRN £, o

‘Diagnosis: POD‘QIFM'LSCS('W%JDWWQM?)@% ................

TypeofDiet: [ Liquid  —£7 Soft O Normal [ Diabetic

/5 Vegetarian ) Non-Vegetarian ] Vegan

Diet Advised:

Patient’s / Attendant's Dietician’s

DRI i imisemsintnmris RIS RS Signature: W ...............................................

Name: . NREKAZ o Name: ... SRVl iminisesnes

Date & Time: . IR} 28 Date & Time: L {H25. e
a1 1 Oann q:300n~

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



DIETARY NOTES

Date

Time

Notes

Sign




