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% i 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
Children’s : ,Telangana, India ,500034.
Hospital B g™ TEL NO :+91-40-4466 5555

. Rainbow WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP5-00176130 Admit Date :09-Jul-2026 Admit Time :05:46 AM UHID : BAH-00637114

Patient Details :

Patient Name : Mrs RISHIKA RAO KANAKANDULA Age :27Y4M12D

Guardian : Mr SNEHITH RAO DOB : 27-02-1999

Gender : Female Religion :

Occupation Martial Status : Married

Address (H) - #113, S_ARK-II , MOKILA , SHANKARPALLY Phone No : 8002231339/ 9908812315
gfl(;rggglkalan Ranga Reddy Telangana INDIA E-mail . nomailid@gmail.com

Admission Details :

Bed Type : SHARED WARD Bed No :SW 418 Ward Name : 4F-BIRTHING CENTRE
RoomNo : SW418 Admission Type : First Visit
Contact Details :
Name : Mr SNEHITH RAQ Relationship : Husband
Contact Address : #113, SARK-Il, MOKILA , SHANKARPALLY Phone No : 8002231339 /9908812315

Marpallikalan Ranga Reddy Telangana INDIA w

501203

' Signature

Doctor Details :
Doctor Name : Dr. HIMABINDU VEERLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash _ Payor Name I_ZTIE)AEDI ASSIST INSURANCE TPA PVT

Printed Date / Time : 09/07/2026 05:47 Printed By : 018621 Page 10of 2




P

Your Right to a Safe Delivery

BAH-00637114  alth. Rainbow” | @
KANM H 1 3
7 02 HOS ital BY RAINBOW HOSPITALS

ACTIVITY RECORD FOR BILLING \\ \\\\“\\ \\“\\“\\\\\\“\\“\ o

Name: e b B S | e e e e L EL TR SR TR
UHIBNo.: oo e ) [ (P Copeultant:. .. & AL Defibss o
Date of Admission: _ _ Tipa: - boog =23 Date of Discharge: _ __ _ | __ _ Thoees. ..~ =
Room/BedNo:__ _______ Wemd:.— . Suggested Billablebed type: _ _ __ _ _ _______
WARD TRANSFERS |
Date Time From To Signature of Nurse
Ao | A onn Reom(20) 1 Tuawe

Cross Consultation Visit

Doctors Name Date Order No. \ Signature
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)
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v Equipment Time Time Order|No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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It takes a lot to treat the little. Your Right to a Safe Delivery

Presenting Complaints

Obstetric Formula: ]

-

Obstetric Hostory:

LMP: 4 /)0 s EDD:
Corrected EDD: |2 /3 /o? b GA: g'g’[(’.
Menstrual History: Regular }I/Yes ] No

Obstetric Examination

Fundal Height: Tom)
Ut. Activity: Relaxed ] Mild [OMod [ Severe
Present Pregnancy Record: - Liquor. T Adequate [ Oligo [] Poly
Hme - & ovttan } PP.  _TCephalic [JBreech  Others
UEPVOR. o Fiths Paipa 87
" ead Fifths Palpable:
Boo el FOkr.
RISK FACTORS: FHS: Q/Nbrmal (] Tachy [1Brady [ Absent
& B
Per Speculum Examination
Draining: L+Present ] Absent (] Bleeding
Colour of Liquor: Pelfar O Méconium ] Blood Stained
Vaginal Examination V WCM(
™ o Cervix: [] Long O Pahially effaced [ Effaced
Height:....[0. 5. cm L em
Weight: ... ﬂ’ﬂ.’ékg 0Os: Closed Dllated
b, K
A"ergles. ..................... N ...fgﬁ ...................... Membranes: D Present MSent
: NG Ab | '
ot B, R Liquor: Q,Glear (] Meconium [ Blood Stained
General Examination: ,{a,u, ‘
Bl cioas hass: \ff// pallor: #bpomt  Presenting Part: _EVertex [ Breech [ Others
leterus: Edema: @b sutton: 0-3,7-2 04 00 O+ O +2
Temp %ﬁ PR: 10 Pelvis: | #@equate ] Doubtful
BP: ?ﬂ 21) DTR: |
CVS: QS»/@Q RS - Bl
Liver/Spleen: Urme Output: /\-(MVV( ; 4 - 42 / o LA
--- DIAGNOSIS M{] -------------------------------------------------------------------------------

Docu. No. : RCHBH /FRM / CLINICAL / 087
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Family History: Surgical History:
iy - HIW w
Medical History: N/‘7 ( Medication History: /
Aet Meelien

Leeontliahr  fom

Plan of Care: Investigations:
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AL \ ks, 23K, ) . peslc?,
c i g i M- Beme P'”km o'y
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(1 Sear @

Doctor Name: ................ B OQMWA«N Consultant Name:
Signature: ................... Signature:

Date & Time: .......... aR.R. Gl .. Date & Time: Q‘P?f@@&ﬂ :)e L‘Ld%)\o
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RESULT SHEET

Date A\t|z4
Time (G
Hb 12: 0
PCV 2.4
A 22
WBC . 5a.
N/L i T
Platelets 200
CRP :
ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate

Urea

Creatinine

ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

E[ood Qhoup 3 AVE

L T R e Y S SO SN Y SN W 12 LN et L R

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

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

Radiology : 10 RS el R . oes T S L e LW 1)) e A S e R e NS

MR N S O YO s et 0 S0 T . —

Others (ECG, Contrast Studies tc.,) : ........ccocvrerrvrerrrererrreneninens W 77 R T Sor TR
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It takes a lot to treat the little. ! Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DIUQ AIBTGIES: —vv.vvooeoeeeeeeeeeeeeee e NEPA ..

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)

| Netknown any Drug Allergies

Shifting From: ........c.cccevveeee. NO o Shifted to: ......... ﬂm .............................
SNo | (GENERIC NAME CAPITAL LETTERS) (0, mog) | (PO, NG, 86, v) | FREQUENCY | pritee ?gﬂ?gﬁ':é"
1 Tebe RO vo oD & oo o
2 W Arcvm . oo |8 |oc pc+
: Oc Ope
’ CJC CJDC
. OC [CIDC
p OC CIDC
’ 06 CIoe
¢ Oc ooe
. ¢ Coe
10 Oc OIoe

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date & Time :

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

Nurse Name & Signature: ....... ¢ .00 w35 2 o) SO
D s fl ... Mot @EA

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

- | Daily Doctor’s Endorsement by a Sign
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BAH-00637114 IP5-00176130
Mrs RISHIKA RAO KANAKANDULA

27-02-1993 27Y4M12D (F) "yé
Dr. HIMABINDU VEERLA Rainbow®
i S | CirthRiont
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward ..... b& ......
DRUG: Tab. D\UOPEMmA Foiad N
Dose | Route |Frequency |StartDt.| ol .ot
Somgl Po | TI> | qlz [N

Name & Signature of the Doctor
Starting the Drugs:

D b 3= Svey s AL

Y

Additional Instructions:

DRUG: L. QP—N’“”f

Dose Route | Frequency | Start|Dt.

4w fo| &P | YA

Name& Signature of the Docto
Starting the Drugs: }

=

Additional Instructions: —

Daily Doctor’s Endorsement by a Sign

DRUG : = NeR\DN% R%

Dose o Route |Frequency | Start

AV oo | DO WY

Name & Signature of the Doctor

Starting the Drugs: A/\J\

[ W \‘&\\\Q%\\k&\k

Addithal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

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

REGULAR PRESCRIPTIONS

M/
Rai nbow

Children’s ‘ .Blrtthght

HOSpita| BY RAINBOW HOSPITALS

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

\\

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

DRUG :

Datey

Dose Route | Frequency

Start Dt.

Tie

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

rl

DRUG :

Dater

Dose Route | Frequency

Start Dt.

TI' e

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency

Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Tirpe

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
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meﬂho KANAKANDULA Rainbow® |
S Chiers | et
AT TR Hospital | | (g mommenestes
DRUG CHART |
Date of Admission: ....... 0[ ,:[Zﬁé ...... Drug Allergies: N’CP# .................. [ | t known any Drug Allergies

FOR THE SAFETY OF THE PATIENT |
Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEI%ICATION ORDERS.

GENERAL -
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviati?ns).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instrq]ctions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alteﬁ existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequént recording panels.
- The date and time of stopping the drug along with the doctors name and sign must bé mentioned.
E Only one chart should be in use at any one time. When the chart is full, a new supplelnent 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 Hime
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALEF‘T MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Or#er Policy.
S0S / PRN (As Required Medication) |
. Dater \
DRUG : Tige |
Dose Route | Frequency |Start Date
|
Doctor’s Signature | Valid Period| Pharm.
1
Additional Instructions: |
|
. Date» 1

Dose Route | Frequency |Start Date

[

|

Doctor’s Signature |Valid Period] Pharm. J
|

Additional Instructions:

v

: Date
DRUG : Tige

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)
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Mrs RISHIKA RAO KANAKANDULA
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REGULAR PRESCRIPTIONS  weignt. . X 0 warg. 9%

DRUG: N~ (EFDTA YIME Date A\

le;[le

Gl v | Bp a7

Dose Roﬁte Frequency Sta? Date

4 h‘y

Name & Signature of the Doctor 0
Starting the Drugs: (ﬂ, M/"ﬁ [ l'al_u]v
oy - (ﬁ,wmw\/b 3 Ty [
Additional Instructions: P | J
il d6c - | ‘I [ y
Daily Doctor’s Endorsement by a Sign g
DRUG - N]_ fyr M Dater, o \QQ
: o Tir_n \ )
Dose | Route |Frequency |S te| ol & PN
oo |V | 80 W1 RN
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Early Warning Observation Score Chart - Obstetrics

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

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

2, dwa)

40
39
38
37

36

35
< 35

ajey LeaH

170
160
150
140
130
120
110

100

90

80

70

60

50
40

—
anssaid poojg d1joishs

190
180
170
160
150

140

130

120

Tl

110

I\

-
3inssald poojg ljolselq

130
120
110
100
20

80

70

60

50
40

NEURO
RESPONSE
[v]

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia Normal
Heavy / Foul
; Clear / Pink -
Liquor e
TOTAL YELLOW SCORES o |©
TOTAL ORANGE SCORES © 1o
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations

in 30 minutes
N &
o N | g
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\i ¥ G 3

A R

> 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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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date

Time |(8 ) 9

> 30

RESP 31-30

10 [)11

{12

)

0 [{9

111121 1.1 2

@_45 7

(write rate in

corresp. box) 11-20

0-10

94 - 100 %

Saturations <94 %

Administered 0, (L/min.)

40
39
38

2, dwiag

ET— YA
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<35
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150
140
130
120
110
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s
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[v] Pain
Unresponsive

URINE > 30
mis / hour <30

Protein + +

Proteinuria .
Protein > + +

Normal

Lachia Heavy / Foul

Clear / Pink o ¥

il Green

TOTAL YELLOW SCORES
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TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

( i
1 Yellow Alert :
Repeat Observations
in 30 minutes
3 J
7 i - N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N / .
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N J

* 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 TI

e A -

Time |8 |9 |1pfa1|haf 1|2 |3 |Ma\s5]|6[7|B) o100 1(2|3[4[8[6]7

> 30
21-30 Py
11-20 L A
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37
36
35

< 35

6 170

160
150

140

130

120

110 5P TN ¢ 3

100 > i

90
80
70 |
60 ]
50
40
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Obstetrics and Gynaecology
Early Warning Signs

(
1 Yellow Alert :
Repeat Observations (‘ g
in 30 minutes
<
4 L% e )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
A J 5 J
4 ' B
> 2 Yellow Alerts or > 2 Orange Alerts: .
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
d monitoring
" & /

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

[FLUID CHART)

|

i

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

\—/

1. All measurements in ml.

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

d output.

Intake

Output

. ; Nature
Date Time of Fluid Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site

Thrombo-
phlebitis
Score

Sign.
, Nurse

Mouth LV N.G

|

/

. 08:00 am

2

09:00 am

P&

b

10:00 am

v

11:00 am

2

12:00 pm

L~

]

01:00 pm

i

Total Intake :

/ Total OQutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm A

Total Output :

af)ota Intake - 4
08:00 pm A

09:00 pm Vs

10:00 pm P

11:00 pm L

1200am|

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

Tun

(V 05:00 am VP
O& 06:00 am WA

07:00 am

l
e f
)

[

(o

mmd‘

Total Intake : (" s N_)A~
]

Total Output : | ) —

Q1 ™MD

Total 24 hrs. Intake

(\\Mna
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Rainbow®
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It takes a lot to treat the

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.

Q‘jm ] m& W o vswe |1
. Nature § X ; _ Thrombo-
Date | Time | i Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis
Mouth | LV | NG [
08:00 am
09:00 am
q\"\/ 1000am| DY | 1, ||OOM L\VV
1100am | 0} L ocv
1200om| b |[tho [loeY | ha .
01:00pm| AN | ppoy oo /
Total Intake : 75 o) Y\Ya [ Total Output : e ggac]
0200 pm ;%/ R ‘u;; 16 he i : -
03:00 pm B o LoV b
\A 0400pm | ﬂ&'{eoi oL AN
AV Tosom| Q[ |\ [ (0|0l
06:00pm | Qo |0 lee¥ | bols
o] g [ [(¥] (oo
Total Intake : —{a O Total Output :
08:00pm| \eoy | * !
09:00 pm oot /
1000pm| A | |ecy P
11:00 pm 1004 |
12:00 am wo | (eo¥ |
01:00am| \ o0y
Total Intake : Total Qutput :
02:00 am : \oo v/ ]
300am| | |\, |io0f /
0400 am ?\ |9 100 o
05:00 am o ol ¥
06:00am| ) A \\o(fl /
07:00 am /
Total Intake : Total OQutput: -
Total 24 hrs. Intake T 0 H Total 24 hrs. Output
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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 Ff intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Date | Time | MMre Route NG | Diarthoea | Vomit |Drainage | Urine | Phiebts | SIdn.
Mouth | LV | NG e . .
Y e e = 1| 6064 0 llice
\X&’ 09:00 am A0 i .. 0 T
P 1080 am 0 | {3t © i
11:00 am X0 d B 0 Nees
12:00 pm st | l SooM) | © (Draey.
01:00 pm ™ ! | 0 \dead
Total Intake : Total Output : ( )|, 8ep 1A a0
02:00 pm | | o
03:00 pm W"D \‘ / I\ g o (_m;mt
04:00 pm N | S T
05:00 pm M W I\I Y] F\ l:u,(:
06:00 pm | I TN e
07:00 pm b g o | (;ead
Total Intake : - Total Qutput: (/) 9 )
08:00 pm ! | 0 &}—
09:00 pm H o l | PREAY
10:00 pm . A\p il 0 | g\
11:00 pm }o nw | 8 | QW
1200 am ) ' A
01:00 am B ‘ b Lo Q
Total Intake : = Total Output: M— v ,‘.3 5
02:00 am \ '\ R N
0300 am W o ‘ v |0 1q.)
04:00 am o \\ | O | QW
05:00 am W\ 9 | | olaN
06:00 am 5 \ i O Q_.\}’
07:00 am \i‘,? '{ 0| o’
Total Intake : Total Output:  ¥M,— S—Z—
|
Total 24 hrs. Intake Total 24tes. Output | N —p )~
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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.
Intake e Output - IV Site

Thrombo- i
Date | Time (]Nfaém Route NG | Diarthoea | Vomit |Drainage | Uring | Phiebits | Sion.

Score | Nurse
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 Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : ! Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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NURSING CARE RECORD
Date: 4914’/2’6 ..................

1P5-001 76130

: 27-02-1992
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S T
Shift: [ Morning [ Afternoon  _-Night
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'§ },Mﬁiain Personal Hygiene WInfection [0 Meet Elimination Needs /Eé——-EnsnreSafety [ Early Ambulation Reduce Anxiety =~ _=—Patient & Family Education
& | [ Identify Potential Complications AR CREE  BEOY . oo i i A r R B S R S e R ey L R s e AR R S
Plan of Care Time I[nplemenlation Evaluation
L b ) Proetded Th Py condbfion Patiemst ‘A
=) FHR moritoNy dope 0 mdiboii

Time
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[“}-Maintain Fluid Balance

[] Maintain Airway and Oxygenation [_J Relieve Pain & Discomfort
~£77 Prevent Infection [] Meet Elimination Needs =] Ensure Safety [} -Patient & Family Education
L

] Early Ambulation Reduce Anxiety

~] Maintain Personal Hygiene
| Identify Potential Complications

() Any Others. Specify
Evaluation

Implementation

Time Plan of Care

2 oy AR e P‘L D C,orQLz(:%ﬂ m—ﬁi&e&gd pt- W cond & P#_ ©
(0 Ao | Monideq rvﬁﬂﬁ HoUo &Qf’—’?—— Ph&?&, (LD\_ULM ond.
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Nurse Signature: ................. g ........................... Nurse Name: \g*QP‘TFxQ,\ ................................................ Date & Time: @{MM@%
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T — NURSING CARE RECORD Hospital_ | ) erumesiosm

S 1 .,u
Shift: L] Mornin [ Afternoon  (HNight 5 . Date: .....J. b/'?/”‘ ..................
Assessment: ....... g ........................................ g ............ / ’)QJWA[ ...... (8. Lﬂ/ﬁ ......... &JW .................................................................. } .....................................

e | [ Maintain Airway and O ation [T] Relieve Pain & Discomfort [] Maintain Fluid Balance ] Improve Activity Tolerance [JJ Maintain Good Nutritional Status [] Maintain Skin Integrity
E [ZJ Maintain Personal Hygiene O \Pyyenﬂnfection O Wﬁminalion Needs [ J‘_@[&Safety a mbulation Reduce Anxiety [ JmFamily Education
S | [ Identify Potential Complications 0 ANY OHEIS. SPECHY. ....eeieitiiiiiieiiitte e ettt et

Time Plan of Care Time Implementation Evaluation

« e poded Godt | oo &M&hlﬂmﬂ
OSSR | M e d | e e

4 wainlaw  pasioal Z?,?w 2232 | # naisloancd Fs pokioof

t’)Jﬂ # movu;aéL Q/x”?—p’;& 3'.30 W . 35"@20
5 K oS B u | X o Combrlalle poS
6M ¥ A’dw Wﬂ@m—@ 6330 3} /(-o’mm»f(lz{;aﬂ W;Z:ﬂ;z‘i}j

27 re
W ¥  enSur fg‘r&é :f-isoﬁ“ ¥ enSeured fg'Q,ch
Re-Assessment: /45’&4,(,%. ....... /DBLL;”‘( ........... .@l’)@&'ﬂuﬁ .................. PP 7 T £ e s

wr™)

Nurse Signature: .............. K(Aﬂl“« .......................... Nurse Name: gw.&.néar?’(if’ Date & Time: [a/e?/&a’@ﬂw
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‘ NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: ...... D"D W"““b)‘*&""“‘ ..... Department: .......... OM .............. Date of Admission: ‘1[’

Docu. No. : RCHBH /FRi / CLINICAL / 097

5 Diagnosis: ?‘N ﬂM\ 2?'{’6 3 [% CRom Any Infection: CYes [ No__L#at Known
[ .
é Eon ud MUU’( If YBS SPECHY: |.....covveverererireenriersciserrsennens
w
A
2 | Area - o :
g shift Time | e - 00% a4 © M %er’gm VL
g Medical Condition i RS iz o\
= | (Any special condition to be noted):
W e M e | o
‘ Allergy: O Yes [0 | O Yes C+0 | O Yes NG | Yes 2o | 0 Yes2No | O Yes 0o
Tubes/Drains/Catheter: O Yes (N0 | O Yes CLNo[UYes O No | O Yesﬁ/m O Yes B{o O Yes Dﬁ)
Vital Signs: Temp: | AC°F | 9xaf Jag e | OF F wel | 919
e Res: | Jpblm| 20bM 20bD | 2V | 328 | 4lm
= Sp0; | |- | teow | Qa¥ | 9O¥ | 401 | g4
2 Puise: | £Ab[w | yonnly| A8l B2W | e, | oA
2 BP: [\1oldo [Liol®3 12018 | N8/e | olze | pol#
Fall Risk Score: | 260 | o0 20 6 | 20 20
Pain Score: | O 0 0 o R o
Safety Needs: | \J¢ A Uy }‘;"4 W@ ) Y %
2 Physiotherapy | O Yes Mo |0 \;Ies CINo |1 Yes TANo | O Yes o | O Yes (No | Yes No
‘ g Others Specify: g\‘éo e A e Np N
g Special Diet: | Yes//INo | O Yes ©TNG | O Yes ©flo | O Yesﬂﬁo O Yes 2o |0 Yes o
S |Other Special Orders / Medications: |
; b | S| T e | P
Post Operative Procedure Special Orders: @@* AN PIA [m | MO~ \Qr
|
Handed Over By Name : \,}'
o ks ¢ o€ | yut? | Ut G
Signature : Y € oo || & Qv
Date: AR, atrtae [ alRe [\e/afd | frysf | &
Tie: ™ | ppw) | Epo 4 gp ([ qp gv“;/
&) | ‘
Taken Over By Name : EQ %Q% Q GDQ.Q)L /\/ L;(U'Q["’l Q’J&/) '__7011]6
Signature : g Cov “), & Jl @/’ ©2 A"\/
D:clte: 9 [The| alht | 9/47w \o\_;;twb | \g\&“ﬁr i
Time: Ut o g | epm Q




i o pal Rainbow® . A
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Hospital . BY RAINBOW l-iUSP!TALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
VAl DO, «iomnsssinsnasm bt RO o icnisssiinnsisinmmmnnasnnis Date of Admission: .............co...co.o.
Z | Diagnosis: Any Infection: C1Yes TINo 1 Not Known
'g If YeS SPECIfY: ....ceoveeeeeeeeeeererieee e
| =
oW
2 | Area
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|CYes CINo | Yes CJNo | Yes OJNo | Yes CINo
Tubes/Drains/Catheter: Yes CJNo |7 Yes CINo | Yes C)No | Yes CJNo | Yes CJNo |1 Yes O No
Vital Signs: Temp:
Res:
E Sp0,:
2 3
@ Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
i Physiotherapy | Yes C'No | Yes CJNo | Yes CJNo | Ol Yes CJNo | O Yes C1No | T Yes ©No
=
(=]
E Others Specify:
=
= Special Diet: | Yes C/No|D Yes C'No | Yes CJNo | D Yes CINo [ Yes [1No | T Yes ©INo
E
8 |Other Special Orders / Medications:
e

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :
Date:
Time:

Taken Over By Name :

Signature :
Date:
Time:
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“ “\“\\“\“\‘“\“\‘ “\ “‘\\l\‘“ PAI N ASSESS M ENT FORM It takes a lot to treat the little. Your Right to a Safe Delivery
: Pain Score i ! : Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Fastors Educated Intervention Sign
A K DI] N©O | O Continuous | [ Acute () Sharp (] Dull () Increasing | [ Yes ord ot
= B O P”‘} n (] Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | [ No oMy,ﬁiﬂﬁ n o VJ”‘f
Wg' r [ Continuous | [ Acute ] Sharp [ Dull ] Increasing O Yes >
A\¥ g )/fID Wtjlnt ' hroni Aching (] Buming | O Decreasing | [ N el Junrk,
F Ple ermittent | [ Chronic 1 Aching urning | [ Decreasing 0 OM@},,/;ﬁow
P ’ Lﬂ’D [] Continuous | [ Acute [ Sharp [ Dull 1 Increasing I Yes 32!1&4 1/ ’3
' ' Aching [ Burning | [ i O éﬁ'L\?
C{ 61- o | D ! D {0 w\n [ Intermittent | [ Chronic a g g Decreasing No 0 bg O i u%w
i Mz I ‘bw“ [] Continuous | (] Acute (] Sharp [ Dull (] Increasing [J Yes j,m 0 ,C.q
\ ' ‘ hroni (] Aching [ Burning | (1 D i N T E'ﬁ
ﬂ tf—}— @ PWI ( [’?D 'P Qi,\‘ (1 Intermittent | [ Chronic g g ecreasing 0 ['m U, n@ MR@ M\?
\ toucee | O Continuous | [-Acute (] Sharp  Dull 1 Increasing | [=-Yes RBaeathiug we
0\\;} Bpno OAlto abéma [S-Tntermittent | [] Chronic ] Aching [ Burning | (-Pecreasing | [ No é o &J r&ua\p
\ + \ £0 [] Continuous | [ Acute . (] Sharp [ Dull [ Increasing [J Yes kon qu@ ( ’
A h{ff’}f) i Paio [ Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing [ [ No Obmo«irp
0\\(}/ Ml 6 / No [ Continuous | [ Acute ] Sharp [ Dull L1 Increasing | .[J Yes U\-o‘fUS "o
a4 (© | e~ | O Intermittent | I Chroni (1 Aching [ Buring | (7 Decreasing | [ No i ey ofie- [unay
;! ] [ Continuous | [ Acute (] Sharp ] Dull (] Amcreasing | [-Yes 1hd, QP _
10/ r tw U lo »ﬁj [-intermittent | [ Chronic —Aching [ Burning | [J Decreasing | [ No e z
C) Continuous | [ Acute | O Shap— 1bul— | Crincreasing | I Yes | A% |
- lﬁ@‘ e /10 ;% [ Intermittent | [J Chronic ) Aching [ Burning | [ Decreasing | [ No TV 91’"{
)L \ (] Continuous | [ Acute ) Sharp [ Dull [] Increasing | [ Yes S lprr] Dyl C
_ L A
/ O‘ 4 ]f o v ’W" [ Intermittent | [ Chronic ] Aching (] Burning | [J Decreasing | [ No : Co~
Re-assessment Freq i

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

Docu.No: RCHBH

/FRM / CLINICAL / 152

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

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)
| ] 1 ] ] l 1

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

&

0
No Hurt

I I 1 I I I I
2 3 4 5 6 7 8

Wong - Baker (Pediatrics) Above 7 Years

©H® @

Hurts Little Bit Hurts Littie More Even More

Hurts Whole Lot

SCORING
CATEGORY
0 1 2
< - ; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
; Laying quietly normal position, Squirming shifting back and s :
Activity moves easily forth, tense Arched, right, or Jerking
1 ] Moans or whimpers occasional Crying steadily, screams of sobs,
: . Cry No Cry (Awake or asleep) complaint frequent complaints
Pos!lvglras tPain Reas;ured by gccasinnal 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
10 stimuli Inconsolable
Hurts Worst | Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous \ Arouses minimally / no movement]
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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'PAIN ASSESSMENT FORM
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It takes a lot to treat the littie. Your Right to a Safe Delivery

Pain Score

Modifying

Patient / Family

Date Time (0/10) Location Duration Acuity Character Chshars Educated Intervention Sign
l 1 Continuous | [J Acute 1 Sharp (] Dull ZJ Increasing | [ Yes A LD
- K- - -
fo [ 4]—;,-6 Zfﬂ" oll d (1 Intermittent | () Chronic (1 Aching (] Burning | (] Decreasing | [ No
:’)2 [ ] Continuous | [ Acute ] Sharp ] Dull ] Increasing | [ Yes a g
0 [ é :)fm OLI0 N ﬁ— O] Intermittent | [ Chronic (] Aching [] Burning | ] Decreasing | [J No ‘ -
1 Continuous | [J Acute (] Sharp (] Dull (1 Increasing | [ Yes § W/(/
LDH{% Ll ) Ol)z W (1 Intermittent | [J Chronic ("] Aching (] Burning | (] Decreasing | [ No M}
d@ y [] Continuous | [] Acute (] Sharp (] Dull [ Increasing O Yes
¥ A~ . .
Ul[ { olwo | WA (1 Intermittent | [ Chronic [] Aching (] Burning | [J Decreasing | [ No NI Sl
i harp [ Dull 1 Increasing [] Yes
\ q_[ e (] Continuous | [ Acute Os
u 3/"7) Dl'w NAr [ Intermittent | [ Chronic (1 Aching ] Burning | [] Decreasing [ [ No A gv‘/!‘/
[] Continuous | [] Acute . (] Sharp ] Dull 1 Increasing ] Yes
o) Lu: i .
ulﬂ’r v | AT M ] Intermittent | [ Chronic (] Aching (] Burning | ] Decreasing | [ No e gwa
[0 Continuous | [J Acute 1 Sharp [ Dull [] Increasing | [ Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [J Decreasing | [ No
[} Continuous | [] Acute {1 Sharp [ Dull ] Increasing ] Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | (] No
— T [J Continuous | [ Acute | [] Sharp ~ [T Dull [J Increasing [ Yes
1 Intermittent | [ Chronic CJAching [JBuming | [ Decreasing| N0 | ———
(1 Continuous | [ Acute (] Sharp ] Dull [ Increasing O Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [J 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:
@)  Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

I I I I I 1 I 1
3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

PO D ®®

No Hurt

Hurts Little Bit

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul 3 i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenchied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
| Laying quietly normal position, Squirming shifting back and ’ .
Activity moves easily forth, tense Arched, right, or Jeriing
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 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 i 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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator
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CCTER T T o
Date: [q [ FHze [ A THUY A [ wlg
Time :| &P — QPP oY)
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: P e

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

Mobili : 3% A = : : N 7 2 ¢
y in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. L,\ L
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too ymmg to ambulate
i Ability to walk severely limited or Walks occasionally during day, but for OR walks
Activity The degree 1. Bedfast : . " i i
2 e - m at twi
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the roo at least twice a

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

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

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

e

1. Compietely limited:

Uniesponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR. limited ability to feel
pain over maost 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
tc feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feei or commumcale pain or
discomfort.

r
i
z

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirtois“g:cgse " by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing

to mois?ure Dampness is detected every time 8 hours. every 24 hours. \‘\ ﬁ.,f CL
patient is moved or turned. A 0—}

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent

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.

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

1. Very Poor:
e | NPO/or maintained on clear liquids,
or IVs formore than5-daysOR
albumin < 2.5 mg/di OR never eats
a complete meal. Rarely eats more
than halt 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 Tor age OR-atbumin < 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 &
Oxvgenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40

3. Adequate:

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

< 10 mg/d!; capillary refill may be

2 seconds; serum pH is normal.

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

Savere Risk : less than @ |

Naai. WA

High Risk : 10-12 |

s DYNEIDLE IPDYSA 7 A s AL 44n

e

Moderate Risk : 13-14 |

Mild Risk : 15-18

Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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TR CHECKLIST FOR THROMBOPHLEBITIS Hospital | (oo o
YA o }rfLG
DAY-1 A[7- DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E N M E Remarks
; No signs of phlebitis /
1 | IVsite appears healthy R ok 0 O N 6 || 0|0
One of the following signs is
9 evident : Possibly first signs of phlebitis ’ _z o
* Slight pain near the IV Site / / Observe cannula — — ¥
* Slight redness near IV Site l
Twao of the‘following Signs Early stage of phlebitis /
N 1SR Resite Cannula . = ™ Wl
Pain at IV site Redness T o -
Q\ljigér:? g RAIDY R Medium stage of phlebitis /
4 Pain along Path of cannula ?f:;:e Catnnula Consider 3 | — et ~
Redness around Site Swelling o -
o B i e e Advanced stage of phiebitis or
evident and Extensive : B start of heomiboohidiils /
5 | Pain along Path of cannula i s.ta Co r‘oné e . 4 S «
Redness around Site Te s;e ?[”"” il =
Swelling palpable Venous cord A £
All of the following Signs are
evident and Extensive : Pain ﬁldva"gedhsltig‘? of .
6 | along Path of cannula Redness : s paitin 't'sé : 5 o <
around Site Swelling palpable _(r;ltlazeltreatment i i — —
Venous cordpyrexia e 1 1 -
Signature of the Nurse rﬂ)m\&iﬁc, % R @ &

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 phlebitis.

Signature of Shift In Charge :

W ...... Name :

Sighaniigs .........................

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

Signature of Ward In Charge :

Signature : ........ceeune NeLINA .. Name : ............ V ....................................
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Morse Fall Risk Assessment Form e e
AT “
Choose Highest Applicable Score from each Category Dato / Thme 3 epv= 1 ([t q. \_'f EQ‘L Fall Risk Grading
Score i P 8941& &P"*} 2P p
History of Falling Yes 25 )
(immediately or w/in 3 months i
b o |0 0 o RiskLevel | MOTSGRCSCOM® | acton
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 T, qm Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O 0 )
IV / Heparin Lock or Saline :Zs 2[;] 2D 20 =0 Implement
; Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 gl e
Normal /On Bed Re i
: /_0 — i e 4 © (@, O Implement High
Mental Status o.rgets limitations 15 High Risk > 51 Risk Fall
Oriented to own ability 0 0 0 O Prevention
Total Morse Fall Scale Score: oD oD A Intervention
Signature [ 1V 4 8’8 C)'é‘{‘g @m?a‘vk
Tick () 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
LI Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L1 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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o HOS pital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ks e e
i A
. ) Date / Time
Choose Highest Applicable Score from each Category / u #!%ff’“ Fall Risk Grading
Score  ghé i
History of Falling Yes 25 i
(immediately or w/in 3 months) No 0 Risk Level Morst:n::g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O
Furniture 30 Standard Fall
: Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Y 2
IV / Heparin Lock or Saline Nes 00 Implement
i Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Forgets limitations 15 . Risk Fall
Mental Status .g = i i 21 Prevention
Oriented to own ability 0 ot
Total Morse Fall Scale Score: 3L
Signature ?w,lv
~ Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [7] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
U] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
C1 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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Children’s BirthRight
““‘“\\\\\\m\\ TR MULTI-DISCIPLINARY PLAN OF CARE FORM P ekl
Diagnosis: H\WWV[ 3‘?’{ bwk/é / Skom ,(Z/r ?/d’\(’f/ (hboe X
_ %‘:“; Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
W% OAfledical | 1 Iitial - Bimi / gg‘f%b/ 0 Nursing
4 {J Nursing 1 Modified ‘ fm JZ%& 1 Others:
@ I Others: 0 Per-Op SEOomMm - . /lﬂ #
6 m O Post Op M
O Medical | —=nitial Dty Lo+ —=Medical
0\\:‘/{%‘ lursing O Modified g%ﬂd‘j P f’lﬁ\/e/’d\ ( o - C1 Others:
.| O Others: 1 Per-Op - . SV Che
G :f L1 Post Op ' r\a@aﬂow
A '
O Medical O Initial po O Medical
bﬁ,\ﬁ’ O Nursing O Modified -1, s y - diel .gci]f' H,f B 1 Nursing
\ A Others: C Per-Op Frn-A8ce _ /no!-cw\ d&; ck /ET Others:
Ry g L i
4 ."a*w G&th'% )Zr Post Op
/ O Medical O Initial Pl P"‘L’:" f)u.F Ceng O Medical
10/7/26 | O Nursin | O Modified | - ¢ o g — B — g O Nursing
—1- ZSEX = i
‘ZPM ?oﬁ O Per-Op e ,tf_u.;vua '“m“'\‘j & * ) QOthers:
7 Post Op ﬁ.mﬁ}; ) E:m‘:j‘ P
O Medical O Initial L1 Medical
£ Nursing O Modified 1 Nursing
O Others: O Per-Op 1 QOthers:
O Post Op

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




INTERDISCIPLINARY PATIENT

Part -1 o 2 / FAMILY EDUCATION RECORD
Patient‘.s/Leamer Language: ......... Cl‘ﬂt/f/ ........... Matient/Leamer Literacy: [ Read [JWrite [J-Speak

Patient Sticker

Willingness to Learn:_L] Yes [! No

W —
Rainbow"®
Children’s Blrtthght
Hospital BY RAINEOW HOSPITALS
It takes a lot to treat the little. Your nght to a Safe Dulwery

Healthcare Literacy: B—Yes J 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 1. 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 s T e 2O S L I e S
Part - Il
Use codes from the list in part lll : : ;
Need . Designation
Date Time | de:t'iafi ed Information Taught ey 54— Comments s
Person Taught : Teaching Tools | to overcome | Understanding
y Barriers 54 barrier/s
Ao | gam | Wby | XA, Tretmecntt i cactp AV SRR A [ (
{ e
Paiin URNLfensntt, Infomect_ vt /Z
P EXPloin. abordt infoss oT 5
q“ﬂu’ S “(’ or s § | O ( l — | Tuma,
Ce ndhe )
6 - . * y
Mﬁ\" 2220, 9 Aok atven el P ( o ( \ i Soange
ot
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver 0 ORDOT (SPBBIY) . -scuiiavmtinsiocsuasnmiviniin cisisiss sinmtnests brrsvins
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

11. Beliefs and Values
12. Impaired Vision/ or Hearing

5. Educational Level
6. Desire / Motivate to Learn

2. Physical Impairment
3. Emotional Barriers

8. Responsibilities at Home
9. Cultural Differences

14, Others (SPECHY ....v..ovvevrrereeiriece et

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

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
1. None 3. Reassurance & Support 5. Respect values & beliefs T OO0 SPBENY 1o R s e

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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11
OBSTETRIC TRIAGE ASSESSMENTFORM

Your Right to a Safe Delivery

Date: .......o\ ["”(Q%@ .......... Time of Arrival: ..2%....56.Al..  Time Seen by Nurse: . D.%. 0.6 ff...
1) Level of Consciousness: mious L] Semi-Conscious O UnConsci‘ous

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

] Severe Pain / Moderate Pain ] Preterm rupture of Membraneg / Leaking Water PV
(1 Bleeding PV: Slight / Heavy = Preterm Labor/ Labor |
1 Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement O Other Reason: .............ccco..... P R 4111 1 RN
- g , 7 gp: L0165 wai
3) Vital Signs: Temperature: 8. % Puise: .80, RR:20.... $p0:Q2/-.. BP: L0L6S Weight: ...
|
4) Gestational Criteria: ‘
Gravida: G ’L e L —_— | A ——
we: .. 51101257 . oo 3 A2 . Gostational Age: ... L¢tewly
|
Uterine Contraction O Yes ;l«l*(o [0 NA | Onset Time Frequency:
Membrane Rupture DX¥es | ONo | CONA | Onset |, .n Tima'M ] Fluid Cqlor:
|
Vaginal bleeding CYes | LA | CINA | Onset Time | Amount:
: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes Do [ CONA Pain Abdomen / Vomiting |
Good fetal Movement _/Dﬂé O No | CONA | [fNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
L"W i)' L L ] | | | ] | |
| | | i | I I | I | B
1 2 3 4 5 6 7 8 9 10
‘ Worst
' possible pain
I . e hitcr v oot b g Hin WO a2 LN
NG ..o btb i ks ook il it . .. Days / Weeks/ Months (Strike out which is not applicable)
R e S D/ .............................................................. i s i p e e T s
|
¥ ST oo o v BT R P ety w5 e o kw1 /i i B s T
S TR o T L N T P RS ) w ...................................
|
6) Past History: .
B R ... oo e i NI} ...............................
M T R AN SR T i I LS R ST SN E

Docu. No. : RCHBH /FRM / CLINICAL / 098 (PT.0.)
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O Yes Wﬁ NI e S B U s s s

Allergy:

5.00\1'!1“
DULA
(Fl

8) Current Medications: ;Mfrenatal Vitamin ] None

9)

Prenatal Medical History:

ne

L] Chronic Hypertension
] Gestational Hypertension

[ Diabetes

i g T T YIRS S - S

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Wegury IV: Less Urgent (Time to Physician: <= 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Suspected Pre-term

ST

Every 15 Minutes

Signs of Active Labour

Signs of Early Labour/

Discomforts of

Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
.| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
" Mild hypertension
Hypertension > 160/110 g
Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
disturbance, RUQ pain associated signs and
' symptoms
. Atypical FHR tracing,
Abnormal FHR fracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe « Major trauma + Abdominal/back pain « Ongoing assessment | « Anything that does not

abdominal pain

« Altered level of
consciousness

= Cord prolapse

- Severe respiratory
distress

« Suspected sepsis

« Shortness of breath

« Unplanned and

unattended birth

greater than expected in
pregnancy
» Flank pain / hematuria
« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

from out patient clinic
(for hypertension, blood
work)

+ Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and

/or diarrhea

Signs of infection (ie

dysuria ,cough, fever,

chills)

= Cervical ripening
+ Qut patient placenta

seem to pose threat to
mother or fetus

previa protocols
Pre-booked visits (ie
Rh and progesterone
injections, NST
Assessment for version
Rashes

Time seen by Doctor:

Nurse Name : .......c.cccoovueeens! /P U.I\.’ﬁ.{ ............................... Nurse Signature: ............. "TH ....................................
Date: 0\\:\/\% .......... Time: ...... g:%D M

cm

wvic—1—
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TR e evnecoLogy

NURSING INITIAL ASSESSMENT FORM
Date of Admission: ... \ﬂ}g‘: ‘

Baseline Information: |

Admission From: O ER I OPD Wmission Desk [ Others, specify ............................................
Primary Language: WUQU ] English L] Hindi [ Others, specify ............................................
Do you require aninterpreter? [ Yes /)Ho [T 1, 1y A SO N e SRS R ‘ ..............................................
Source of Information: }Pﬁﬁent [ Family [ ]/ Others, SPBEHY ... isivcisanisins N AR T R
Allergies: [ Yes 200/ [ ] Medications (] Blood Transfusion (] Food O p'(her: ....................................
BT NN S 000 ) T SN ST |- 101 IO 5 PO Voot } .............................................
Chief Complaints: g%m ....................................... Doctor Notified on Ad}mssmn . ~Yes TINo
................................................................................................................... Name of the Doctor: |.....D.%h.+..Samees~
................................................................................................................... Time Notified: L-)-JDM
Past Medical History: Obtained From /Pﬁﬁt ] Family Member  [| Medical Record [ &)ther (SPBCIV: it df i T2
Past Medical History Past Surgical History Previous Hospital Admission

‘\\"\ w Nﬁ)

Gynecology Assessment: (] Not Applicable | Gynecology Surgical History: Gynecolog#nal History:
Menstrual History: ...........covveieineiennen, Caesarean Section: /._,No 1 Yes Contracepti|ves: (/‘Nﬁ J Yes
Cervical Cerclage: [MNo [ Yes Vaginal Diséharge: Mo []Yes
OBSEEOTNIBRAICHR: ....cooviviiisniierinssssssnens Ectopic Pregnancy: [ANo [ Yes Post-Coital bleeding:—"’ﬁo | Yes
Menstrual Cycle: ;,Rﬁular "Irregutar Myomectomy: /im’o [ Yes Infertility: ‘ /lo J Yes
Last Menstrual Period: . S’\ \61 ........ Others: If Yes Type:‘ [] Primary (] Secondary
/|
Obstetric History: G ... —..... P e o e o0 A*—T .................
Previous LSCS: ................... s TS L |
Current Medication: [ None _~Ves, If Yes, Fill the reconciliation form |
Family History: [ No Abnormalities Detetjed . |
] Heart Disease /Hﬁert "I Diabetes ~ [] Stroke [ Seizures  [J fidney disease
[ Liver disease T e T T e
Vital Signs / Measurements: Temp cig"P HR: . mbf M RR: Q’OT ......

e 243 weignt: AL Heignt H’:M BME: ........

Pain Assessment:  Pain: _(Y( _INo (If Yes, complete the Pain Assessment/Reassessnpent Form)

Y

Docu. No. : RCHBH /FRM / CLINICAL / 151 ‘ (PT.0.)
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PHYSICAL ASSESSMENT
General Appearance: E/H%hy L1l looking [ Anxious 1 Agitated UER
Fall Assessment: _—-Yes [ 'No Score 5@ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: .~ TYes [1No Score &jg (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
I Mobility problem " Walking Problem /"ﬁo Abnormality Detected
] Developmental Delay .| Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: _—~"No Abnormality Detected
] Overweight | Poor Appetite > 3 Days LI Needs Therapeutic Diet.

[ Under Weight LI Diabetes Mellitus L Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
+Calm & Cooperative L Restless L! Depressed [ Agitated L Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ 1 Yes [ INO if YeS SPECHY w...vvvvveoorooeoeoeooo Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: " Single )Mﬂed [1Divorced ] Widow

2. Special Habits: Smoker: [ | Yes ‘)le/ Alcohol Abuse: []Yes [ | No— Drug Abuse: ' 'Yes _No

Social History: Lives With /FdJNH .........................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : .~"Yes [INo Waste Disposal Explained: ~+Yés [ INo

Infusion Pump : Yes 2N0/ Hand Hygiene Explained: TYes [ No 1 Others
Above information given fo ..................] ? I\*‘W .......................

Name of Person Orientation was givento: .................. /\ Um_% .......................

Orientation not given Reason: ..............ccooevveeevevvennnnn, I\\PY ................................

Nurse Signature: ................ m ......................

Nurse Name: ...........cooooooovvonn. Q\?T\ ...............




PATIENT TRANSFER FORM
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Rainbow 3 oy
Children’s ‘Bil‘tthght

Hos pital BY RAINBOW HOSPITALS

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

®

Patient Name & UHID No.

BAH-00637114 IP5-00176130
Mrs RISHIKA RAO KANAKANDULA

'_ 27-02-1908 27Y4M12D (F)
Dr, HIMABINDU VEERLA

I R

Date & Time of Admission

NUHze @ 5°U6Am

Date & Time of Transfer Order

q|Hpe @ qoygr™

Transfer Ordered by

ph. Andhiv e

Reason for Transfer

Suservdiom

From Unit

] L%

To Unit

Poom ( 304 )

nformation to Attendant

Ye% No[ |

I

Number of Sheets in Clinical File

Number of Imaging Films

Persc'nal belongings including
clinical|documents. If any handed
| over to attendant

W W el el
(/
£ If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1. |
o ol |

vt
3. ” |
4, i i
|
5.

|
Shifting Summary / Notes Written by Doctor : Yes!;,\ No| | ‘
|

Name & Signature of Person who is Transferring

PR ([ un

Oh. H‘M(fr‘n

Name of Persoﬁ Ordered Transfer

Patient & Clinical Records Received by :

Sumant

Date & Time of Patient Received :

0)3/26 (¥ O hipr]

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

|| Unavailable Bed

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

| Nurse not Available

"] Available Bed not ready
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It takes a lot to treat the littie. Your Right to a Safe Delivery

|
CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: , \ Date of Delivery: '

oF —L’ﬁ ﬁ\O'vpa”l ’7\dA 2 q ¥, 1o .
Assistant Surgeon: . Ol -z, Time of Delivery: U\v% PO
Anaesthetist’s Name: On., &) WMI Gender of Baby: M
Type of Anaesthesia: 3, ¢ p Weight of Baby: 2,040 \(%
Neonatologist: O AGPAR Score: 9, 19‘ 7
Scrub Nurse: g% £ M(f' NICU Admission: [ Yes w20

Pre-Operative Diagnosis: ﬁ\wuﬁrmh&g

T Wom ™ w‘ﬁ e

) Elective ijﬁlgrjg’ency

Urgency
[J Immediate Threat to life of woman or fetus

1 Delivery timed to suit woman and staff

Indication:

DOCISION HMB: ............cconvrirriersrencsnonsssosssassesssnsansssnssaemsanes
LTI DT [ SN

If there was a delay give the reasons: ...............c.cceevennnene

FWM

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

.......... Knief t0 reCtUS: .....ceoeeeeeeeteeeeeeeeeeeeeeeee e

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

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

Surgical Procedure:

G

Post Operative Diagnosis: ﬁ)a—e

Peri-Operative Complications:

LYY |

Amount of Blood Loss:

Blood Transfused (in ML): | fMtf -

Name and Number of Surgical Specimen sent for examination: |

Docu. No. : RCHBH /FRM / CLINICAL / 155

(PT.0)




Examination Findings when Appropriate:

Presentation: (] Cephalic  [1Breech (1 QOther................... Cervical Dilatation: .............cccooeeeeiciicee, cm
L I o M e b oo o soon sainsavansiibondigibbneinapsmnnernbil Fetal POSIHION: .........cvoeeeveeeeee et
Staton: 0O-3 0O-2 O-1 OO0 O+1 0O+2 Moulding: CINone (1+ [I++ [I+++

Caputt [+ CO++ O +++ ' Meconium: TJNone [+ CI++ [ +++

Bladder Catheterized : ] Yes 1 No Urine: 1 Clear [ Blood Stained

Skin Incision:  C~Pfghnensteil 1 Transverse 1 Midline (0] O
Uterine Incision: [~Tower Segment [ Classical Clinverted T 1 J Incision

Previous Scar: [ Intact ! Thinnedout ! Ruptured CMNoStar

Incision Through Placenta: [ Yes (AW

Delivery of head: [ Manual 1 Forceps

Liquor: Z/Clear U Meconium: [11 R CIM_ CIBlood [ Offensive <=ot Offensive
Delivery of Placenta: ] Manual Y . i ~TComplete I Incomplete 1 Piecemeal
Cord Appearance: ’V\,E:‘;S%VQ ........................... Cord around the neck (Yes L-No—
AppPearance Of PIACENTA: ..........eecpererrrrrerrer e A eeeeeresre Cavity explored ~TYes CINo

Uterus, tubes and ovaries: ﬁﬁal 1 Not Normal Sterilization:  [1Yes ‘I’NO/

Uterine Closure: 7 One Layer B e \“C’*][l’o ............. Suture
Peritoneal Closure: [ Pelvic = Fbdominal A Y &0

Sheath Closure:
[(TYes CINo

:*’Sﬁl'ticu!ar 1 Mattress
E"ﬁ 1 No

Fat Closure:
Skin Closure:

Vagineal Evacuated

Drain: [ Yes (%G
Ctheter Yes Tl No
Swap & Instruments count correct?‘(Yes I No
Iﬁ’t?a-Operative Antibiotics Cover: -Efgs T No

D RemOvE WY ..ociiviniinnvemsmins days
CORemove I ...... o eeess ... days
" Post-op Antibiotics l=-Yes
I Thromboprophylaxis 71 Yes

1 Await instructions
! Await instructions

CINo
[INo

POST-0PEIAIIVE NOTES: ......cecuiieeeiiieicieteee ettt sa e ae e raesesaesssasae e sae e be s e aea e be s e s e R aae s esensebansesaasasererasnsensssanseanrsnn

Doctor Name: .\

Y
Q&H%J\QP@\U\é Rbctor Signature: ....<

Date & Time:(..:&; ........... ok PR CRIP..
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Patient Sticker g Children 3 ‘BII’tthght

. H05p|tal BY RAINBOW HOSPITALS

]nam alot to treat the little. Your Right to a Safe Delivery

0

POST-SURGICAL CARE PLAN FOBM

i e R I . i 7 S, O A i A

Post-Operative Monitoring Parameters /Frequency:

dnp, Mvmwﬁ

Wound Care: ‘

E |

Drain /Special Lines/Catheters:

@w»&a.

Special Patient Positioning and Requirements:

Siapnt 14~ 0

Nutritional Instructions: N ,q,f k .

When to Start Mobilization: % &{{

Special Referrals:

The r?mer for all required medications documented in the doctor order/medication sheet:
Yes [ No

Any Other Post-Operative Care Needed including Required Follow Up

LW

=y =

Treating Surgeon [,1 ".
(Signature & Stamp) Date: g ‘TLC Time: Q’fnp_

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score Tick Score
Previous VTE (except a single event related to major surgery) ‘
Previous VTE provoked by major surgery "l —

Known high-risk thrombophilia \ i

\
|
|
+
‘|

W W W

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, mﬁamn‘\atory
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-I diabetesmellitus wnh =
nephropathy; sicklecell disease; current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative ". .
Known low-risk thrombophilia (no VTE) | o
Age (? 35 years) f
Obesity ; i
Parity = 3 ‘.\ -
Smoker | o
Gross varicose veins |
Obstetric Risk Factors
Pre-eclampsia in current pregnancy ". -—
ART/IVF (antenatal only) T
Multiple pregnancy | =
Caesarean section in labour f o
Elective caesarean section 7
Mid-cavity or rotational operative delivery -
Prolongediabour (? 24hours) —
PPH (?1litreortransfusion —
+0 Preterm birth? 37 weeks in current pregnancy -
Still birth in current pregnancy —
Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. ‘1 — 1 3
appendicectomy, postpartum sterilization | \

|

— | b |t |t | b [k [ N | = | = | b

Hyperemesis

OHSS (first trimester only)
Current systemic infection
Immobility, dehydration
Total

Signature of the Doctor: ...

Risk Assessment Tool for Deep Vein Thrombosis '
If total score = 4 antenatally, consider thromboprophylaxis from the first trimester. ﬂ
If total score 3 antenatally, consider thromboprophylaxis from 28 weeks. ‘
If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis.

If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophylam$

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy. g

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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Patient Sticker Mrs RISHIKA RAO KANAKANDULA ' e

: 27-02-1999 27Y4M12D  (F) L‘: Rainb‘:'c;w“ . Sk

7 Dr. HIMABINDU VEERLA \Children’s . Blftthght
I ospial_ |

! | 1t takes a lot to treat the Hittle. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : "
Department : o My rwads wale

................................................................................................. Duration of Procedure : ......! hov

Name of Surgeon : 08(101 .......................................... Date of"",‘Admission : ...ﬁ.h\%
Rundle Care Criteria : (Tick (v/) if done) |

Staff Signature

Antibiotic given prior to surgery ?‘Eﬁzs [ ]No

B/Single Dose Antibiotic or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? +77Yes [ ]No
Name of the ANDIOIC : ......... 143 ......... ORI e

=

Hair Removal [ 1¥és [ ]No  if Yes: Surgical Clipper
Department where Hair Removed : [<Ward [-]Operating Room

By e N
Skin preparation done (cleanse surgical area with antiseptic agent)2.4Yes [_] No

7
Patient's body temperature immediately post operation (Recovery Room)Z( 2 °C
(] ora Or [AAxilla (Goal:36-37 °C)

4l

/ )
Name of doctor or staff administering the antibiotic : .... Q:{) Taxaim

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

Date & Time of antibiotic administration : O\%W 3?”) .........

Date & Time procedure started : ................ OMPQB ......................................

%

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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INFORMED CONSENT FOR SURGERY OR Cambow's | @ BirthRight
SPECIAL PROCEDURE Hospital | ) seueonimus

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

PatientName:....M‘.’..S..—....P]..g..}‘f.”.(:A....?ﬁQ....gﬁN/tglé}aP?%:{g ;}eﬁale Agelgq’éf*ﬂ\f{s
UHDNo ... BRH.~.006.3 1 Y...... pate: .. 7| FH202.4.

Instruction: -

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is a minor or

lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
|

have given your consent to the surgery or special procedure recommended to you.
|

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
- HERGEN M. Low€R. . SEQAENT.  (AFSAREAN, . S¢C T on...
L TITT VRPN SERARSIEE | ' | [OOSR A
Mama nf the Datiant) & é [
.......................................................................... “MVSRLJ}*kg&L&
I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and thereqore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.
I'have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,

benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

......... ﬁ].«f!..;.‘nﬂ .ﬁ.!?.f;t.u.h’.a.n,...in.).u.m.:%....Bo.mu...amci.....b.lmd.cl.&\.............‘.
............ hﬂtol \B!meWWDV\
My signature on this form indicates that ‘
1. I'have read and understood the information provided in this form
My doctor had adequately explained to me the operation or procedure along with the complicﬁ:tions written above, along
with the risks, benefits and other information.
3. I'have had a chance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ........ (D Y'H‘V*AB"J

Consentee : Patient Attendant :
Signature : ..[S 83&-/@&4” ................... Signature : .......
Name : ..... M‘“P'f&\'\f’mfecxo ........... Name : .. % ,
Date & Time : . 4. (4 111/3Pw- Relationship with Patient. .1 hasb
. Date & Time : O”?"LG
:;::ti:e:: ......... g ’L;L Doctor (who is taking the consent) :

- e = c”»?*:;u """""" m Name: ........... DY‘ O
Date & Time : Qﬂ? 2. 2P Date & Time - ?}‘;?;}‘g:ww

Docu. No. : RCHBH /FRM / CLINICAL / 027
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SU RGICAL L e I ——— promm e R R— Gender : ......... Rainbow®

BAH-00637114 IP5-00176130 Children’s (d BirthRight

s AFETY CH ECKLI ST ANBESINBUSE & .c.coiu it B e thinssasssasasnianns [ ;rsn :’15;:;A RAO ZI;AYN:O’;A::DDULA . [ OR————— !'I _95.!2!..‘.3..'“ ovanaow s

DO I 0 i i s | or.maBINDU vEERLA e 111y ———
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time.....5. 580 TIME OUT  Time:..... M= a0, SIGNOUT  Time:... S72a ]

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

Identity vetYes ONo Introdused Semenivas. by Nama ani Reip C1¥es 1o The Name of the Procedure Recorded  —1Yes CINo

Site _+Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “Yes ONo Nurse Verbally Confirm { Counts are Correct (or Not Applicable) ~ 'T¥€8 CINo CINA

Consent JHes CNo Correct Patient (Check ID Band) Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo CJNA Correct Site ~#TYes CINo patient name) “#¥es CINo I NA
Anaesthesia Safety Check Completed  (3Yes CONo Correct Procedure _=Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning «Yes C1No Anticipated Critical Events Problems to be addressed CYes 0 CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes &0 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery

i , Anticipated Blood Loss? _Yes CINo CINA and management of this patient? CYes CINo

Yes, & Equipment / Assistance : X

Available O¥es CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? TYes CINo [JNA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned J2¥es CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved DYes ONo w-A| | issues orany Concems? STT 1 LI

Is Essential Imaging Displayed? OYes ONo CONA

Em{ li No CINA Power Supply, Earthing, Power Backup < 18 J

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

| and functioning of equipment checked. O Yes#TNo

Name mVH{‘M@)@ & VIR

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



SURGICAL
SAFETY CHECKLIST |

l T 11| A —
Asst Surgeon : ..........
Anaesthetist . ..............
Scrub Nurse : ..............

Date: oo [P [ O P, OUt-Bma s . L s

\

1t takes & ot t0 treat the ite Your Right to a Safe Delivery

. ; ; : =
_______________________________ h Patlot NAME : .....couisummmsinaisspossmrmonies AP L vscssipyiats SIONDOES oruiuess \ E?,‘-’,‘j’b“" BirthRight
. . itdren’s
............................... ' 1] SR ——— Surgery R T R E | Hospital BY RAINBOW HOSPITALS

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:... o/ ... LS T — SIGNOUT  Time:......oocooounnne
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _¥es ONo introduced themselves by Name and Role CYes CNo The Name of the Procedure Recorded ~ C1Yes CINo
Site _=2Yes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _ZYés ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [Yes CINo CJNA
Consent LB‘YE CONo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked CYes ONo =R Correct Site CYes CINo patient name) OYes ONo TINA
Anaesthesia Safety Check Cnmpleted W No Correct Procedure OYes CINo Whether there are any Equipment
Problems to be addressed OYes CINo CINA

Pulse Oximeter on Patient & Functioning yes CINo
Does Patient have a:
' Known Allergy?
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance

OYes C1Ne~

Available OYes W
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes TMG O NA
Blood Units Reserved C1Yes e TINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? es CJNo CONA

Anticipated Critical Events
Surgeon Reviews:

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

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? CYes CINo O NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed? OYes CONo CONA

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

To Surgeon, Anaesthetist and Nurse:

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

OYes CINo

Doc. No. ; RCHBH/ FRM / CLINICAL / 111
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I |
\\\\\\\\\\\\\\\\\\\\\ T O S —

|
Authorization By: Patient Q)ﬁnt Attendant |

deli |

Operative ProCedure: ...........oouvrreeennenne . SN . Rt Veﬂ ........................ | ———

MO ... Surgeon: > Rimabindi. oo

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

Anaesthesiologist: ’b‘ S
Please read this before you consent for Anaesthesia ‘

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the paﬁent 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‘l 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\followmg medical problems
and | have sought necessary clarification on all my doubts.

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

[ OHNBES vouvverrerrierrecrrecsrrsersssessnisnsssnsssaessacssrosnrenssnness it irr e o eiiieississnessessessensasnensessassnsssnssslossaossasssessesessesnsessessnsnsssnasssasssasss

Declaration by Patient Attendant ‘
e | authorize"and give consent for anaesthesia as considered appropriate by the anaesthesia team |
|

egional Anaesthesia [ General Anaesthesia [ Monitored Anaesthesia Care

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

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

necessary by them during the course of surgery. |

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

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

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

Patient / Patient Attendant: Witness: |

Signature: l,lx W["" ............................................... Signature: ....(..T.. ﬂ\ko .............................................
Name: ... 45, SR A8 Rt Name: ... NS f\ﬁr*\kfﬂf\‘ Ran.

Relationship with patient: .................. . Date & Time: "\l':rﬁ'&‘?*'\
Date & TIME: ...ooevereererreranr, b K o ‘.3. ..... P‘“ ................... |

Doctor (who is taking consent):

Signature: ......M....Name b‘( RYWNQQ« .......................... Date .. "ll%‘y& . Time:... SISO

Docu. No. : RCH /FRM / CLINICAL / 021 (26) ‘ (RT.0)
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Department of Anaesthesiology ' gﬂ:?‘;’?{;:s 4 BirthRight
|

. BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery

Name: ...... N«;QMc_ﬁaok .............. Age: :ﬂa SOC iin F’ .................... u H!DNogﬁ'\‘Wem ............

PRE-ANAESTHETIC EVALUATION Hospit

Date: ol\’f ............... T A— Proposed Operation: ......SINMLOAANY | WP
Diagnosis: YQ\M .............. Z@“u‘st ..... SRR il
B.P/CRT: oo HR: oo Weight: . JABEAC ASA Physical Status: O 1 9/ OB 04 O5
Laboratory Data:
BRIGOBE o nsi s  PYONINE i ;.. A—— X-RAY: cuouisiacrrnaniaiiats
URBE: coooveeeeeeeeseeseenenee AT e HBS AQ: ...comsimmsssuiasin ECG: ..ol
) o s e {0 A —— HOV: ... nii e 2D Eche: suies
TN A T P Blood group: g"“’ Stress/ANGIO: ...
Ko i LDHE vrsssrosssmersssssssnian | 1 CO—— Other: ...,
CRbH i b ... NKDROE o
Mg+ 4 i AMYlase: .........cocvveniens
] TR S Y e BAOT/BEPT i Allergies: '\Jﬂ
Medical History: CVS:
RESP - N Diabetes :
i Dot
Renal : 1\'_)\\ \‘“b Q
Hepatic / GE : \ Physical Activity: Ty Uove
Others : \
Past Anaesthetic History: TR
Physical Exam: 1

Airway: MP 1@ 4 Mouth Opaninge-pﬂq\«alEMenmhyoid Distance: @ Netik: @ Teeth: W\

Lungs : %\L/ ae (@) Was,

Heart: Q\S@

CNS: vAD

I
Pregnant: [J Yy‘i’f No [JNA Venous Access Site @ Spine Eth for regional :  Midlile,

Anaesthetic Plan: () MAC [}amfomu. C1GA-ETT [1LMA

Peri-Operative Plan Explained to the Patjentz/zfﬁes o1 No

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

Water / ORS
CNILORALT | o

. Other Instructions:

Signature: ..... %/ ... Name: b‘('%l\”“‘k' .............

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

Hours

. Informed Consent: O Starfard O High Risk

2
3
4. Post Operative Pain Management: C Discussed with Patient
5
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ST waesesmomer  Ghieier | G BihRisht

1+ 1e mauction Assessment:

Change in Patient Condition: 1 Yes Mo Fasting Status: ¢S So nia
Physical Status: Eﬁﬁent Identified 7 Consent Present E?/Chart Reviewed
HR:. g¢& | BP/CRT: 10K /€9 [ Sp0; 4 *[.ow R+ [RR: \U Jmm | Last Feed' 78yt
Pre-0P Diagnosis: ........ocooeeeeuermmssseeessensesnssssnenns Operation: .. E4meaean ey LEea . Date : 9.} ‘H% ..........
Surgeon: ........ ... M‘d"“i"‘ ................. Anaesthesiologist: P’MJA ...... Technician: . K&&L&V""’ .......
TIME 15T |Gl STop & TS 20, .Nl:w-{q
N,O JAIR IO, LPM
HALO /SO ISEVO il
_Drugs:
Suppository
ADoL
\s TeAW
=iy, PlUoPEMse
Blood Loss :
mé:sau a9 lag | gL ag [ 1AL
ETCO, '
ETcs NepiNleivte [n el pMee [Vep |-
em) re
unm”f)'ﬁf.:m NOTES
B.P 240 -
V' Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 3
100 : e o B
= :
60 A d\‘\ ENES b 5
40
20
10
0
(786
LAB Values
GRBS
Others.
(=~ Equipment Checkedand | Temp: Induction Regional:
uncﬁonal O] HME (4 Fiuid Warmer ow 7 Inhal yny Speciy: ..
[ Cling Film ] OH Warmer [ Pre 0, O RSI pinal [] Epidural D Caudal
2/ uﬂ Ste: @OL— C1 Huggers [ Cotton Wool C1 Others OMBTS: . s
] Other W)
Z/EKG Lead (] Mask [ SGA Position: . A,
[C]  Temp Site Times: 1 [ Airway ] Oral [ Nasal Site: ..........
O ROk Anaes Start . Ll f}m ETT# oo 8. . om Needle Size:
O Agent Monitor OP Start: .. [ Oral :masal DCuﬁ' Parasthesia []ves D No
Pulse Oximeter OP End: . 5 [CJ Tracheostomy [ Topical Catheter at skin ..
] Capnograph Leave OR 30 F”') U Drug: . Bl Drug Name&Conc Daﬁ'/ BUPIYA (Ao
O] Ventilator Anaesthesia: [ Awake 1 Direct Vision Bolus: .. eanY . 2m)
] Nerve Stimulator ] GA [] Video Laryngoscopy [] Stylette / Bougie Infusion: . 1— P—QNI}QN?L, ‘Mwﬂ
] Mgnitored Anaesthesia Care ] Fiberoptic BIockLeveI
=" Pressure Poi DIFCURY WRY? oo sssssssmsere s
Line (Size & Location) el Trgf:y}alion to
Eye Care: CICVP: . [ Bilat = BS ACU [Jicu [} Other
D ?i"t [] Semi-Closed Circle Relaxant Reversed [ Yes [ONo [INA
[ Tape )
[ Padding g gﬁ:‘:d s Name of the Doctor - == V.. g‘“S}“’iﬂ
Wm 7 Signature of the Doctor :. &
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Mrs RISHIKA RAO KANAKANDULA =

- = ®
27-02-1999 27Y4M12D Rainbo . . e
Dr. HIMABINDU VEERLA } Children’s . BIrthRIght
bl ital BY RAINBOW HOSPITALS
HRHELEE ||I|I|||I|| Hospital | () mmeon o
! VUI-nivARU 1 HIROIA und IT RECOH
Received in PACU by : ........... &\*) ................... Time Received : ........... SLL N Thme Discharged s b
- = : T Tal 1280 o ( :F &
240 7 4 P E }‘5 i (h ! N ;{{}“*”"240 IV Cannula Site : \-{ A A Ay
w 230 | fa \< 4 A N 8 i’ 230 | (] O,Mask [ |Nasal Prongs
g :fg gfg [ Tracheostomy [] |T-Piece
& 200 200 | [ Oral Airway [7] Nasal Airway
& 190 190
180 180
% 170 170 | Vomiting : O Yes E‘h‘o/ 1|1 LSRR e
@ ::g :gg NG Tube : [ Yes =0
\% 140 ;gg Drain: ] Yes ([0
130
A 120 oy E N ~ A 120 | Urinary Catheter: MD No
4 - 110
7] ::)g AVERLLE ) ' u L 100 | ChestTube: [ Yes +=Mo
—d
2 s 9 | it Oral O Yes ¥TTo
. 80| ) | . 80
e e F | wruids: S VI
& 50 50 OFT FERIE .. it sdiissssassisiasissitnstss
= 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES R
(Moditied Aldrete Score) IN 30 160 1 %0 out SCORING INTERPRETATION
Able to mave 4 extremities voluntary or on command =2 . i .
Able to move 2 extremities voluntary or on command =1 ACTVITY \ 9 nne. A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
gble to deeﬁ br:a:fg & g?ugh freely =2 '),-
yspnea or limited breathing =1 RESPIRATION — : . . X .
Apneic =0 i 212 Exceptions to this, are to be explained in the
2L DR Nimosinedo jave =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION & - i '
BP + 50 of Pre Anaesthetic leve = & f)/ % %
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS = )/ .
Not responding =0 % 9’_ }
Pink =2
Pale, dusky blotchy, jaundiced, oth =1 COLOR - |
P 4 y, jau er = Q/ D/ A 2
TOTAL 9\ \'Q \ & hj

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

AV | 4p| © N0 palin <

Pain Tool Used: [ NPASS [ FLACC [ WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hosplitalized 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 e\'jry 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : ... (g\Ua\Pu,Q ..................................... Transferred to Unit by (PACU): . .| O KL

PACU Nurse Signature: ~ .oooooooocrrrcccoe, g_P ........................................... Date & T.meq(\a/{’g.g%
Bals& T 0 s D\M%QW
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Rainbow"®

Patient Sticker Children’s @ BirthRight
Hosp ital BY RAINBOW HOSPITALS
Itlﬂesgummmﬂme Your Rghu o a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: .iccvimiiisimmmamimnistissing TIME: o Procedure done DY ........cceoeverieeeieeeieeete et
CSE /Spinal /Epidural Position : ........cceneee. i L R Technique (LOR/LOS) .........cc.c....
§1:7 | U — Cathoter &t Sl .....ouusimsisasssisiases AREMPES & oo
Parasthesia: YES/NO If YOS AOMAHE : ..........cccceuresresmemsnossrssisnsnsnsasseenanseninsinsnsns sassiasinanansssns dissias isssshssenst Fodeos snamssiininnsssasssassai
SOlHon ComPBSIION & i msriobsms o

Any other issues :

) mmsmmmeeini s R A S S S e e bt sy obdbascacsasscssrentans
B . cucmenssvmmmessimvesessmoransssmmmens omesomasssmicokomussnass onsssnnsinsiis s eas s i 44 4 A0 A SRS SRR TP AT
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) | |eft Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : ..cccvvvcvvinnne APGAR: .......ccceveree SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLRA : .......cccvcirivenirininiinieisisisi ettt sb b s b s s R s e s s
PEUBAL SAUSTRENON 7 ..ocrnormeeensossessossrrmnidbasasssssomntsnsssnississiiissisisiaisssssiiifredMulometiloomasntsdsnssmanisueism s

Discharge /Shifting ordered by
DOCIOr SIHARMIE: wewsssmsimpemassammpmssmsessesin
(B0 w10 ) - ;- BT IS SRR S R

Date AN TIMIE & eeeeeeeeeeeieeceeeteirsresnseereeresasssrssnnssserssssnsssessssanes



|
|

|
BAH-00637114 | IP5-00176130
Mrs RISHIKA R‘\b KANAKANDULA
27-02-1999  27Y4M12D0  (F)
Dr, HIMABINDU VEERLA

UM XhRight

K
INDUCTION OF LABOR CONSENT;
Name: k ....... Revbacles .. A, Age: ..........&F | Gender: Malel] Femalg?l
TE ] RS g -oosBny Date ‘a”@/(”/” ...................
b’ﬁ@ b
You are scheduled for aninduction of laboron................. &7 ............................... (date)at.............. gg,—? ............... (weeks of gestation).
ThereaSolVIOIVOURIURHEIIE ... e bisiiansnsesimsssgarasssssnsonsanstsnsnd Sjwﬂ/} ............................. ll ....................................................

|

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.
|

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrin‘?ental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

|
Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is

important so that your newborn does not have complications due to possible prematurity. ‘

|

|

The alternative to induction of labor is to wait for labor to start spontaneously. "
|

| have read the information provided and also discussed the process with my doctor. ‘|
|

|

I understand the risks and benefits of this procedure and wish to proceed. ‘.
|

|

|

|
: 1
Patient '

u Patient Attendant: S
i3 . [
Signature: @ Signature: &.D&k\'] QD‘O

Name: .4 s ks Q@O ............................. Name: ........ NSY\@- }’\\H’\&\O .......................................
Date & Time: ..... 6\\'1"1% .......... @Q ..... 0 Relationship with Patient: "‘H"-\l’,ﬂ“(‘k ...................

Date & Time: ﬂlﬁf’l%@cw

Witness 1

U R R L R SIONAHNG: . .- vt 1;1 .... 1 .......................................
P g

T T B L T o < A T o R k':.. EEVPONR ..ot
Date & Time: .................. ﬂ’ /MW@ ...... 6 AW‘ ........ Date & Time: ............... clw’f% ....... @‘éﬂ’l"’)

Doctor:

\
Docu. No. : RCHBH /FRM / CLINICAL / 173 I
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H 27-02-1999 NAKANDULA
Chlldi Or. HiMABIND 27Yam12p

INFORMED CONSENT FOR VAGINAL BIRTH  Hose! VI
|

Patient Name : k' ngfxu,{ﬁﬂ KﬂQ UHID No ‘, Bﬁ H-00 63711y

(F)

Gender: [ | Male _Q/Fe’male G 4195/& ............................ Time: ..... léﬁm ..........................

| hereby authorized the performance of the following procedure: ‘

* The Procedure has been explained to me in general terms and | understand that:
* The indication requiring the procedure of vaginal birth is pregnancy.

¢ The purpose of this procedure of vaginal birth pregnancy.

* The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturlrly or with possible use of force

vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in tﬁe space between the vaginal and
the rectum) may be performed as part of a vaginal delivery. \

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incif;ion under appropriate anesthesia
may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps OIJI vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and dis&:omfnrt. injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injuryP and possible future pelvic floor
dysfunction,

| understand and accept that there are complications, benefits, alternatives including the remot(J risk of death or serious disability,
which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; hov\kver, | realize that there are no
guarantees.

I 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 performing the procedure: ...................... O HOMA BV
Consentee : 52 . Patient Attendant :
Signature : 4\ .............................................. Signature : @%P‘U ...............................
Name K, l; S ‘2‘ '[/(fp\_f_aﬁ ...................... Name  euebad Nghel’“"“/\ ...............................
- o\\sr[ U (@ Cpm Relationship with Patient: ......\ Yucband o

Date & Time : ol['ﬂ GC’A"’\ .........

Witness : Doctor (who is taking th ‘consent) :
Signature : ................... . . R W, Signature : .........ooevvnn. } .....................................
RINE 2 i i rsimssonsans (thﬂ ..................... Name : Dmgq .......................
Date & Time : ......... 9 ﬂ%@eﬂ’/ Date & Time : O“’HMGQB””‘

Docu. No. : RCHBH /FRM / CLINICAL / 028
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BAH-00837114 1P5-00176130
Mrs RISHIKA RAO KANAKANDULA ‘
27-02-190% 27Y4AM12D (F)

, or, HIMABINDU V'.RLA“ "I““ln - ‘{% |
1 AR Kqey= Rainbow, | | @ BirthRight
Hospital _ | () momemcom:

|
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
|

O 10[:}[&6 ................ Time: ... F.i30amnm ...
|
origin: .. LA Height: ... [6Uem. .. weight... F9:6/95  m: M~8’Kglw”
|
L FOOGANIBIGIES: . NNttt SR———
Diagnosis: POD"[CWL&SCS(M \atieed Ao Seanneds c@mmwﬁm)
TypeofDiet Clliid  #Soft  CiNomal O Diabetic |
L1 Vegetarian ,Zﬁon-Vegetarian L) Vegan |
Diet Advised: |
;ndk Hicdmk P'vokim A |
. |
-
..... |
.............. |
|
|
|
Patient’s / Attendant’s Dietician’s |
|
ol
Signature: ..... l ..... @JN&A Signature: Saj@/ ....... | ...................................
|
Name .......... Rishika Koo Name: .. SR FMA ... [osemermmncaren e sonsesensns
|
Date & Time: .....! D['}‘[&C ....................................... Date & Time: (0!:}'126} ..................................
?L?Oanp.

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



DIETARY NOTES

Date

Time

Sign




"//é |
7 Rainbow® : Y
: C 500" YN, Children’s @ BirthRight
\ Hospitaluﬁ .?V'j:".:"li?“..’;?§z'_'l@£$

SURGERY DETAILS

PatentName: ...... Qu{«i&m ........... Date of Bith: ....... ?9(\7\\“0"\ Age A R......

Gender: ........... w

1. Surgeon e Oy Hunbidh .

2. Anaesthetist O”S/UM‘E;&‘-’ ........................
3. Assistant SUrgeon : ... Q. Ok &[0/\ ...................
4. 0T Technician R s S&K&JUUV") ......................
5. Circulating Nurse : ................ St SochMads
6. Assistant Nurse £L= é&.&»mﬂ( ..........

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

Special Equipment:  [] Laparascopy | Broncoscope ] Harmonic \[] Morcelator
(1 C-ARM | Cystoscopy | Versa Point [ Liver Cusa
_| Neuro Cusa ] Others

- £loy
Signature of the Surg Signature of Cirétrla#'rhg Nurse

|
—

CMCIGCD';?’ ............................. Order by: ........ &

SNERAL/114
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 BAH-00637T114 IP5-00176130
2A0 KANAKANDULA Rain bow
= ’;‘;‘o?f;a“ mvawan O Children’s BirthRight
Hospit a] . BY RAINBOW HOSPITALS
l\llllllllllllllllllll\l Il CONSUMABLES OF OT :SERifi.. | Wi
Circulatir. e Technician : ......[Sweaalm. ... Date : ..... Q;‘L .................. 11y o e
Anaesthesia Disposables wsued Y 4eos | Surgical Disposables sued | useq | DiSPOSAbles (Baby Side) | 9V |
ET tube MaijerPack Aves Dy _Inj VitK g =
- T 7
LMA T Sutures 0e b = /’/ C/orng amp & /1/ o
ECG leads @l P/N \/ﬁ 2364 /f/ Suction Catheter -\ L
HME fifter: A/ P/ N 9ns 3 — 4| Feeding Tube e 1% de
| Syringes : 10 cc e’ g Set® _~"| Alaccum Suction Set ~
05 cc Iz’ﬁ ewves 6 L‘/y t 7 A y Surgical Gloves 32
02 cc s e b, p.E Q}/,___h ! Gauze Pack e S
4 r91 cc 5 . /,,Synn-ga iml/ 2m— o il
autery plate {AY P/ N & | Surgical blade 92 | &7 | SsumgicalBlade #20 — [\_{T |
IV set | NG twbe T _fKoochiess)  gte | A7 |-
AL 58 \& | editery penci A Hepon e
NS : 10mi / 180mI / 500mi / 1000mI ,/o | L Hoochies X"—— g s - X
Minlg pike 5/ | Qintrients N R
lox LY. 47| Suction Catheter J P B = Ltauy
Fentany o || Cap, Mask [ ool lg/( ! _"____,‘_---J'—”"'
Morphine Gauze Pack e = M
;etamflnle Mop Pack y_—~
ropofo Steristip- 9 pug >
Rocuronium Underpad /‘1/ e
Glycopyrolate Draw sheet 73, Jop Sl ;/‘/ q/
Myopyrolate __Abgel e
Ondapsetron //o/ S catheter
(Pencan 259/ Spinal Needle 22 . Urobag
Bupivacaine 0.25% ol | etiest Drainage Catheter
Bupivacaine 0.25%(Heavy) o7+ Fomodrain bag |
Antibiotics ™~ g0 Ope@_ A e
C},\/\ o Tegaderm 1 o [
Suppositories loban A QQ;OQ; ALy~ = ’
Anamol : 80mg / 250mg / 170 mg M/Bﬁle J Stent = I hop i =
Supridol : 100mg “Vascum Suction set /f/ e '
Justin : 12.5 mg / 25mg / 100fig < | Prastic Bed Sheet ., _—
Tab. Misoprost : 200mg _Betadine Solution > .
Ovylocn L {aMroshield .
J?lDW UK £ | Cotton Balls g I
abiaa gy | Latex Gloves > :
g;,w.\x.‘v‘fn et T Ramdione Scrub 2 s
' Saral DA &
on Anaesthesiologist Nurse OT Technician
...................... ng;cquo Orderedby : ........ Qe Ml ok o5 TR

‘H / FRM / GENERAL / 125



