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o CEEE SURGERY DETAILS

Date ; :........3 LDIQ’{,% ....................
Patient Name: M’}{VO(/? AMA...oooereeeenennnnn. Date of Birth: ... l3).1r1~.[.k.‘4.9@:.......Age:?@f@d.......

Gender: ........ T "'\0-0"— ............ T S A e

L T R S _10T-1 [J10T-2

Name of the Surgery : éw?@u]@% ..... Segmeats...cedariomn.. Seatiag i
| (\] ' \l/ga'

AMOUNT

1. Surgeon yo el ST S e o T T ————
2. Anaesthetist T . S SRRt R e AT (RIS A
3. Assistant Surgeon : %, 57 0 50 NURT RPNl TR S
A OTTocleicln - .. codhiseble ' . AR U PR Lol . N
5. Circulating Nurse : ....&! ..........................................................................................................................
6. Assistant Nurse Q‘ICN ...........................................................................................................
Special Equipment:  [] Laparascopy | Broncoscope [} Harmonic | Morcelator

] C-ARM | Cystoscopy L] Versa Point (] Liver Cusa

"] Neuro Cusa PG (ORISR Sout e
"R T
D&
Signature of the Surgeon Signature of Circulating Nurse

Order No: ......... ﬂg‘ﬁ:ﬂ‘ih‘ ........................... Order by: Q)‘S«M\’ ....................................
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T Chitaren's | @ BirthRight
or PraTH REDDY A CONSUMABLES OF OT Hoseital | .~———D.—
"”"H"““H“I"" |||m|“"|" ......... Tochnician 1. .4 SR, ol Date : [ Q./. 2’/ Ue..... Time: 6;9.”\« ........
Anaesthesia Disposables issued | useg | SUrgical Disposables ,um“_"' useq | —Disposables (Baby Side) | 'Vu_ |-
ET tube MejorPack  hay DvpREPL | IniVitk At
TN o "~ Suttires Q2 UL ord Clamp 2] A
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HME fiteC A JP / N Nl 62 | | AT Feeding Tube
Syringes : 10cc 3 e T _~1» Vacgum Suction Set $+ L
05 cc Glates M»\/\ ' g /Wmical Gloves 4 z4
02 cc %/ l): c d/,y__ . Gauze Pack >
01 cc ¥ Syringe imi/amt— | |51
Cautery plate /A ) P/N Ol ) | Surgicalblade < o | | | SurgicalBlade # ) — | Yk
IV set " NG tube | Keochies(S)  i'¢ | 7
RL =N ~ {27 fautery penci A N PR e
NS : 10mi /400 ) 500mi / 1000mi . L& Koochiess A - b e G ¢
~ ox 2P o f Ointments
__"-suction Catheter R e &
Fentanyl ] Cap, Mask ”W 2
Morphine " | Gauze Pack i - q L"\q’q(ﬁ
Ketamine Mop Pack i Lot s e R
Propofol Steristip 9 o 0 A R
Rocuronium Underpad b~ L
Glycopyrolate Draw sheet @ sek O | AT |
Myopyrolate //—/Abgei
Ondansetron p \_’@’/ Foleys catheter e
(P{caWSpmaI Needle 22 3 Urobag
Bupivacaine 0.25% ~_-{ Chest Drainage Catheter
Bupivacaine 0. 25%(&}( W ) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban T
namol : 80mg / 250mg / 170 mg __|-Boable J Stent [ Mhervdiont 4TI g
Supridgl: 100mg ) — 45| aceim Suction set o 2o 4
Justin : 1257 25mg (100mg ) | |5y Plastic Bed Sheet p g
Tab. Misoprost( 200mg ) 72— Betadine Solution =
Ty DAst oo~ L5 | Microshield = a7
N tray f5love] | Cotton Balls i
' | Aatex Gloves _@,j
_Ady eralr i e dione Scrub |-
~tthepliatl | K| saal pig s
Surgeon Nurse OT Technician

Order NO. ;........coni ‘}CQ?!ﬂﬂlﬂqﬂ ilﬁ ..............
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z 9§ 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 ~ ®gh TEL NO :+91-40-4466 5555

| YR WEB : https://rainbowhospitals.in

ADMISSION SHEET

) : NETEEI O R e
Registration Details :

Admission No : IP5-00176190 Admit Date : 10-Jul-2026 Admit Time :07:47 AM UHID : BAH-00640605

Patient Details :

Patient Name : Mrs VAISHNAVI SHARMA Age :28Y6M27D

~uardian : Mr PIYUSH NAHATA i DOB 1 13-12-1997

—ender . Female Religion

Occupation : Martial Status : Married

Address (H) . 3-4-10/A 1ST FLOOR Barkatbdra Hyderabad Phone No : 9502199821/ 9030751022
Telaroana B Sepear E-mail - nomailid@gmail.com

Admission Details :

Bed Type : MICU Bed No :MICU ISO 429 Ward Name : 4F-BIRTHING CENTRE

Room No : MICU ISO 429 Admission Type : First Visit

Contact Details :

Name : Mr PIYUSH NAHATA Relationship : Husband

Contact Address : 3-4-10/A 1ST FLOOR Barkatpura Hyderabad Phone No 1 9502199821 / 9030751022

Telangana INDIA 500027

Doctor Details :

Doctor Name : Dr. PRANATHI REDDY A Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00
Pﬂymﬂnt Mode : Cash Payor Name H REL'ANCE GENERAL INSURANCE
COMPANY LTD
Printed Date / Time : 10/07/2026 07:48 Printed By : 018621 Page 1 of 2

e ——



ACTIVITY RECORD FOR BILLING

BAH-00640605

Rane : IP5-001
— == Mrs VAISHNAVI SHARMA i
;.:.-Lz;lv::m 2BY8M270 (g
: R
UHID No. : _ T

i

Date of Admissiuii.

2
Rainbow’
Children’s
Hospital

10 treat the little.

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

Room/BedNo:_ _ o SR e Suggested Billable bed type : _ _ _ _ _ _ _ _ _____
WARD TRANSFERS
Date Time From To Siénature of Nurse
\o (1 Loy QRA 67 Ka(grpﬁ;; ;
Lo 9/ Z];(‘L 67 0Bs . rﬁé‘uj mgﬁ
o [4— W 0% Loen (294 ) UMy
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
Do Tbewne Kree®Dlu/7/2c aLag2g6 | I Vg
2
3
4
5
6
7
8
9
10
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INVESTIGATIONS

Date Investigations Order No. Signature
|4 CEp ngﬁ,%ﬁ’\s/ R~
o]+ |NsT— (7 2500424 | L
0|#y| neT — (@) ([ s | K

ED\\,V/ W@ b}g’w E,u Q—U/L
\_/
e (6p 260469049 [




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .
Date Equipment Time Time Order No. Signature
\0\)’/ [~n Lw&:oo Purnf o r” ( 6P = I;:L:A"*FQ:
-+ ] T 1 :' &
" X 4 "°“‘J"&'
WY | Casdiac msales | 2 po (\G? ) ( 7
J

——

/

Pt




PROCEDURE

Date Procedure Quantity Order No. Signature
olF | placerment ) ALAUEAD| =
W= | Pae o/ [akace)| B0,
w91 Cadlale 32, Lo, 07 |awaseao| Lo

vy

T i

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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BAH-00640605 IP5-00176190
Mrs VAISHNAVI SHARMA

131241997 28Y6M270  (F)
Dr, PRANATHI REDDY A

IP ADMISSION SHEET FOR OBSTETRICS

\

e 0D IO Rainbow” | @

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’ BirthRight
Gomaren™ | | ammmmms

It takes 2 lot to treat the little.

Presenting Complaints IMP:  2\to]2ng, | EDD: y
& - Ty N
Ula- o A, Corrected EDD: \&\A \2nc GA | =T e
Obstetric Formula: Menstrual History: Regular: [ Yes [] No
A

Obstetric Hostory:

Obstetric Examination
Fundal Height: Neo .

TE -SpendertaA

Ut. Activity: [] Relaxed ,_tzI Mild [IMod [Severe

Present Pregnancy Record: Liquor: D‘)dequate (] Oligo ] Poly
U o ek ok 5T, PP: [CLGephalic [ Breech Others
bl ctoolaMWueny Head Fifths Palpable:
RISK FACTORS: FHS: Q/Normal (] Tachy [ Brady [ Absent
¢ ] Y- lpdy
WY - Wpanes
Per Speculum Examination
Draining: ([JPresent  [] Absent ("] Bleeding
Colour of Liquor: [ ] Gtear (] Meconium [ Blood Stained
Vaginal Examination KA
-
e ~ Cenix: oFTlong [ Partially effaced [ Effaced
Height: ..\Mk-.... cm
Weight 29: 3. kg 0s: Closed Dilated 2=~
Allergies: \Q\‘\. .......................... Membranes: \_‘;LP-FBSGH'[ ] Absent
Ot L Abamn - Liquor: L Blear (] Meconium  [] Blood Stained

General Examination:

Consciousness:awm Mipa"o“ MMW Presenting Part: Q)a‘ertex [] Breech (] Others
cerus: Ay Ly, Ecema Mgt Suton 0-3 [3~2 0100 O+1 0O +2

Temp:@
BPA\o\ N 2

CVS: NM)

| RS 4 |
Liver/Spleen: NWM& Ouﬁlggt: AMVML , dMM/

o= DIAGNOSIS 1---f= e "

PRYUA - Pelvis: - ] Adequate [] Doubtful -

v - 0 et

Docu. No. : RCHBH /FRM / CLINICAL / 087 (P.1.0)



|P5-00176190

10640
M,.msnmn sHAR“Au G
>

Ty {ii

Family History:
y ry PE"—*&\A\ "&ﬂ

Surgical History:

Medical History: @ L e\ @ 4 Ytereaua

LN ]

Medication History:
B, Ol xete |

Plan of Care:

e %A QLQQK)V\JV\‘?L\ .

"3_,(\0\)\\@ "
— Seen L Ub? .

S e w PR Ay
- W, Lﬂg*;:c;g ' .

— w\\" ?Y'g%‘/‘_/\ .

RO TN —3\1%\%«—\

- Lo, e ety

Investigations:

—~ % oyt

Ty
N\ W

Nty

ﬁ-g\\\un«,

R LYY

Doctor Name‘&*k\'\% .......... Consultant Name: %“V ................ 5.
Signature: ........ X=o . R S T
Date & Time&.ﬁ?\.‘.)..).m..,..f)...; S.ome Date & Time: \ﬁ\ ....... \MC ...... RESTIVEN



BAH-00840605 IP5-00176190
Mrs VAISHNAVI SHARMA

i L | @ aconox

H05p|ta| BY RAINBOW HOSPITALS
mmmmmmmmm Your Right to a Safl

P ! .
ROGRESS NOTES AND DOCTOR'S ORDER (’J tlay BLJDY WVWJJ(
Date ‘

& Time Progress Notes Doctor's Drder
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A% I patL .
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[T - 08 bh e pme
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BAH-00840605 IP5-00176190
Mrs VAISHNAVI SHARMA

13-12-1997 WYEM270 (F)
Dr, PRANATHI REDDY A l

LT

ol il PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes
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Rainbow" . -
cﬁ'.?dr?:s ‘BII‘tthght

Hospua' BY RAINBOW HOSPITALS

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

Doctor's Order

to\%) 026
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PE covuclouss, (0hsank  fuy @
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BP: (asx]&0 (90) mmHq

800y : 100[.RA Jemp 9¢-2°F
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Mrs VAISHNAVI SHARMA f/&/‘
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PROGRESS NOTES AND DOCTOR'S ORDER
ga':?me Progress Notes Doctor's Order
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BAH-00640605 IP5-0017€190
Mrs VAISHNAVI SHARMA o
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Or. PRANATHI REDDY A ainbow N . &
LT T children's | S BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delive_ry

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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= \3-12-1”7 28YEM270 (F)
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order
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BAH-00640805 . e
' Mrs VAISHNAVI S";‘:‘:":u 270 (A Rain bOW'
Pl 132907 Children’s

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

"V
PROGRESS NOTES AND DOCTOR'S ORDER

:alt'?me Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



Z

\

g Rainbow® . .
it Children’s © BirthRight
Hospita' . BY RAINBOW HOSPITALS
1t takes a lot to treat the fittle, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aT?me Progress Notes Doctor's Order
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BAH-00640608
Mrs VAISHNAVI SHAR
13-12-1997

Dr. PRANATHI REDD

IP5-001761g¢
ARMA

IIYGMZTD (F)

L

RESULT SHEET

Rainb‘ow’
Children’s

U\

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Date

IELEn

WA

Time

920 g4

5. CA]

Hb

|2 S

oY

PCV

St

2.2

RBC

“Y'\9

3.5

WBC

.20

\0%

N/L

4€.2]19.2

Platelets

21F

CRP

94—

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



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

N
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- !
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areand SanstvIHeSE e ol L o e e BB P B R i Ll e o b e ees e

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

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

Radiology : T R I 1o SN SRR O IR )2 USRI b VYl el X 0 R s 1 OO

i e TS e R RN SRR RS L e A
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BAH-00840605

IP5-00
Mrs VAISHNAVI SHaRMA 0 o0
13121997 znumn (F)

Dr. PRANATHI REDDY

VA

Rainbow’ . e
Children’s ‘Blrtthght
Hospital BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM

IRUG AR ...............c0cnominesivunnsonssnsnsunnsossotsseiasivhsliagomssnsnsansive s | Not known any Drug Allergies

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

ShIfting From: ........... 28K ot SO IO i i Bl

0 (GENERI%T&QT(I:?;#:F lI.EETI’ERS) (m';?;ig) (PO, l:a%msf: v) | FREQUENCY B:ﬁ:ﬂ?:é ?gﬂgﬁ'ﬁg
[JC OJDC

2 0G e
3 OC 0oe
4 (JC [JDC
5 ¢ Ooc
6 ¢ Ooc
7 (JC [JDC
8 ¢ doc
9 Oc ooc
10 L1C 0JDC

MEDICATION HISTORY RECORDED / VERIFIED BY

DOCIORNAME B SIGNAMIMD 5 corvarenins s e o oS SRSV s o

* C- Continue, DC - Discontinue

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



BAH-00640805 IP5-00176190
Mrs VAISHNAVI SHARMA

13-12-1997 YSM270 (F)
Or. PRANATHI REDDY A

I T

DRUG CHART

%z
Rainbow”® | . o
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Date of Admission: ...103126_ .. Drug Allergies: ...

FOR THE SAFETY OF THE PATIENT

i ... TS S ,Z/Nibt known any Drug Allergies

GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbrewatlorls)
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English mstruutlons
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
5 Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date*
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period] Pharm.
Additional Instructions:
. Dater
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Mrs VAISHNAVI SHARMA

13.12:1997 2Y8M27D  (F)
Dr. PRANATHI REDDY A
|”|||"|“||||||"|| |||||||| "" REGULAR PRESCRIPTIONS  Weight. .................. Ward. .......o.oooooveo..
DRUG: Y (i prA xime R s R A
Dose Rout? Frequency |Start Date ) /
vl W _lpp  [10h [T NA
N & Signat fthe D ~
e oo b i ZTIm:
’ 9 a9
B (lucowe - ] =
Additional Instructions: b AN he
Qﬂﬁ@ " N NS
MABM‘ﬂé]h_ R ¢ wl o
Daily Doctor’s Endorsement by a Sign 9 M,
pruG:  hy  ME TRO NIDARROWRER A4 NX
Dose | Route [Frequency |Start Date ' ‘m f\
Soowg | W [Tip | 10k [y 48
Name.& Signature of the Doctor LR \ P e
Starting the Drugs: N L A,
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT |
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

o5 |24

Date

10)| 11 |(i2) 10 12

Time

6

RESP

> 30
21-30

(write rate in
corresp. box)

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38
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\
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+
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Alert
Voice
Pain
Unresponsive

L

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

| Clear / Pink

Green
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TOTAL ORANGE SCORES ~ 0 B
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

- J

~ e o

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

e J . Y,
\

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

AR J

* The Modified Early Warning Score (MEOWS)
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Obstetrics and Gynaecology
Early Warning Signs

/

b

Complete a Full

\

N

1 Yellow Alert :
Repeat Observations
in 30 minutes

-

Set of MEOWS
Observations

it

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

~N

\J

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

\

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\ _ J
- py A }
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
G P _ Y,
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ Y,

* The Modified Early Warning Score (MEOWS)



Patient Sticker

Early Warning Observation Score Chart Obsletiics

Rainbow® Sasiad S
C%Ii?drq\:’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
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Observations

A,

Complete a Full
Set of MEOWS

Early Warning Signs
o )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. _J
\ r

&

\

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

\

A

7

X

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

\

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.
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e ! D L e | [ wse |
Date Time | Nature Route NG | Diarrhoea | Vomit | Drainage | Urine T;;gg;;gg—
of Fluid Score
Mouth A N.G
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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.
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Shift: 1 Morning 1 Afternoon ngjgm
pa./af»‘ ......... L...0 aw;
[] Maintain Good Nutritional Status L/S/:f;ir;::il; SFF;I:1 :lr;tgrlrgaﬂo"

ASGASCIBNE L. 1. Litui el st eli masesvveseitasanmer it dhinnssnre
o | [ Maintain Airway and Oxygsa@t'm’ ' (] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance
E [] Maintain Personal Hygiene O Preggum/fecﬁon L],wﬁt Elimination Needs K sure Safety l_ZLEadﬁ\mbulation Reduce Anxiety
S | [ Identify Potential Complications F O TSNS BN . £ o e s vmmpmsh S s SR e S A e T T T R e e
Time Plan of Care Time Implementation Evaluation
A
E e Z—- N ( b}_—
feers] @ez! g 3¢ )?7/}%—65’344 e pov a& X e °£
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I

Treating Doctor: D ngije

F

a

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

partment: ..

Date of Admission:

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: g Any Infection: [ Yes Not Known
g P R O ——
E (Frzf}‘mx 29 Wkl |
e | & / !
2 | Area 25 A
= { i
3 shift Time "oy O e Lo 28
£ | Medical Condition A -
= | (Any special condition to be noted): PA i ‘\M i W \j}(
Allergy: / i 7 Yes D)Io‘”m Yes/QN{ 1 Yes /E’ﬁo O Yes OO bYes CINo | Yes CINo
Tubes/Drains/C\a/theter: 0 Yes N0 | D‘{es CJNo | Yes Eﬂ/No [ Yes N0 |0 Yes C)No [ Yes TINo
Vital Signs: Tomp: |9z i | %A JL—‘% S | AT
. Res: | 14 orvt] [ [/ 1gbid| 22bond
= S0: |94, | [epZ | awn | AF,
o -
2 Puse: | €2t} 3700 1ol gphed |
« e ‘
2 8% [150 20 | }og Pl voBon | 161 [#£]
Fall Risk Score: | 54 32 b oD
Pain Score: | O 0 © )
Safety Needs: _Q’TW W gy N 4
- Physiotherapy | Yes CLNO | Yes M [= Yes,fa"ﬁo O Yes (TNo | Yes CJNo | Yes CJNo
= |
g Others Specify: | r)pr N1 (%% ?JA ‘
E Special Diet: DYesym DYes/ELNo DYesEﬁo O Yes No |1 Yes CINo | O Yes CJNo
1= -
& |Other Special Orders / Medications:
Post Operative Procedure Special Orders: | hlA Sl P& N‘b
/)
Handed Over By Name : ) 7
Signature : * 54 pL - (%)/ %JV
o DIES A N e
Time: @'P m ﬁ, ‘ZfM Q v
| e 7 qzy\&v
Taken Over By Name : [ U(A/w /\n\p}” *
Signature : f’r ) @f‘/ QN,}’
Date: ] “\\\:}\’VD \\WW’
Time: o g

Docu. No. : RCHBH /FriA / CLINICAL / 097
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T Rainbow" . !
s . Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

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

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: .........convevemmmmemmerssessesmsisamsarsinsnsssenss FETe T L R AU S Date of AdMISSION: .............ouvrveenis
Z | Diagnosis: Any Infection: CIYes [INo [ Not Known
'g I YES SPECITY: ..o
E
w
2 | Area
3 Shift Time
g
% | Medical Condition
= | (Any special condition to be noted):

Allergy: CYes CONo|CJYes CINo | Yes CONo [ Yes CJNo | Yes C1No | Yes (1 No
Tubes/Drains/Catheter: C1Yes CINo | ) Yes CINo |0 Yes CINo | Yes C1No |1 Yes C1No |1 Yes = No
Vital Signs: Temp:
5 Res:
g Sp0,;
§ Pulse:
2 BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
i Physiotherapy | Yes C1No | Yes CJNo|D Yes ONo|CYes CINo|ClYes [1No|(]Yes (1 No
=
= :
§ Others Specify:
=
g Special Diet: |T1Yes ONo |0 Yes ONo | Yes CINo | Yes CJNo [ Yes CJNo | ] Yes ©No
E
& |Other Special Orders / Medications:
[~
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Or, PRANATHI REDDY A Rainbow® "
TR Chitdren's ‘ BirthRight
. ospita BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Rk e e
" Date / Time - \
Choose Highest Applicable Score from each Category S ! 1 D lﬂ% t@L/ : D— Fall Risk Grading
e Eh P 2 4 geun —ofl,
History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 0 P p Risk Level Morst:h::lsl,Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 15} © o
Furniture 30 Lo M 0.2 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (7 4] °
% %)
IV / Heparin Lock or Saline :BS 2 cie, Implement
: 9 £ Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventiqn
GAIT / Transferring Weak (uses touch for balance) 10 it
Normal /On Bed Rest /Immobile 0 o b o Implement High
Forgets limitations 15 o Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 Vol ::]rti\:sgﬂggn
Total Morse Fall Scale Score: 20 2o 2.4
' 2
Signature ;ﬁ/ £ ™ ‘Q‘% UL
Tick (v) whicheverbrécéution 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
~ 24) (Standard Falls Precautions) [C] Hourly safety check
ients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
airs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
se safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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b Rainbow® " _—
o g e /A4 70 Children's | & BirthRight
m”’ﬂ”’”ﬂ Hospital .mmmsowaosmm.s
I PAIN ASSESSMENT FORM e
i i il
Date Time Pa;g /fg';"’ Location Duration Acuity Character M:;::g:,:g PatlEe:JclaI::r y Intervention Sign
o l 4 8‘1””’) 4 \'0 abdom“ ] Continuous | [ Acufe (] Sharp (] Dull [] Increasing [1X¥es Upnclen
Fm N | O Jotefmittent | [ Chronic [J Aching [ -BUrning [J-Decreasing | ) No O s N a4t é’-‘
% 0 o‘l 1 0 qbol\?m@ S/;@uous L Actite (] Sharp ;l;ﬂ (] Increasing | [Yes Unel e g_
10 l AT Al ermittent | [ Chronic /(] Aching urning ecreasing | [ No : 2
§4 \0 hastv§ | O Continuous | [ )en‘le/ [ Sharp [ Dull . ™ Increasing | C1¥es Incles) g_
10 |+ l’)nfrq ; V%" N [ Antermittent | [ Chronic [*) Aching () Burning | _Decreasing | [ No @/O,ge,aqfadfoﬂ
: [ Continuous | [ Acute 1 Sharp [ Dull 1 Increasing | [ Yes U nder @‘
'0\;’/ P”"’g) b{h Ner [ Intermittent | J Chronic (1 Aching (] Burning | (] Decreasing 1 No (@,
(] Continuous | [ Acute 1 Sharp [ Dull [ Increasing | [ Yes ndey .
'0‘} 09 0, o MR (] Intermittent | I Chronic 1 Aching [] Burning | (] Decreasin ] No . \or —4“]'&‘
I’D O - o 9| - Olos et val 1oy
;{ to “Mhalonwen| (1 Continuous | Acute ] Sharp [ Dull 7 Increasing | = Ves = -"h"']le
rD[gF ‘QP"D fatn |2 ntermittent | 1 Chronic L2Aching [ Burning | L~ Decreasing | [J No S
] Continuous | [ Acute ) Sharp ] Dull 1 Increasing | [ Yes .
10 I;T' 380 0,[0 (\Usm ] Intermittent | (] Chronic 1 Aching [ Burning | (] Decreasing | [ No ndiep o j'ﬂg"
fro Dg ey VAl
1 Continuous | [ Acute {1 Sharp [ Dull [ Increasin O Yes o O
‘Ol:{' ) r') O il ] Intermittent | I Chronic 1 Aching [ Burning | [J Decreasingg 1 No o7 i 2 l
: - Déﬂgﬂ VA ttn'q'
i = = — = m—p e
] Continuous | [ Acute (] Sharp (7] Dull [ Increasing ?A@s
\ Q&/ﬂ 0 LM/ 1 Intermittent | [ Chronic ) Aching (] Burning | (] Decreasing | [ No
h
7 NS ,
m/ ) ] Continuous | [ Acute ] Sharp [ Dull [ Increasing 2T Yes :
\@ 4 4 [ (o [] Intermittent | [ Chronic 1 Aching [] Burning | [] Decreasing | [ No W
: Lot
ney:

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH

/FRM / CLINICAL / 152

/

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

(PT.0)



FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
0 1 2
: - : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and g
Activity i gasllyy y fc?rm. s g Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
L I l ] | l ] 1 ! 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T 1 1 T 1 1 1 T T 1 C No Cry (Awake or asleep) i i
0 1 2 3 f 5 8 3 8 9 1 Ty complaint frequent complaints
e p(,s:ﬁf Pain Reassured by occasional touching, _
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 =2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
. Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 2 4 5 8 10 stimuli . Inconsolable
gt F— 8.“ Hur e v £ Yo b e P Worse Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli 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 ter{se‘
1
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase glleatar than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator
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PAIN ASSESSMENT FORM

L~
—

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

e . 4 : Modifying | Patient / Family . .
Date Iime (0/10) Location Duration Acuity Character Eaclors Educated Intervention Sign
(1 Continuous | [ Acute ~[J Sharp [ Dull ] Increasing I Yes .
\\W Souwn) D,ED YOo&y— [ Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing | ] No T
? , (] Continuous | [J Acute [ Sharp ] Dull [ Increasing ] Yes el i
I\\'-?‘[‘Lé N \D O H- U1 Intermittent | CJ Chronic [ Aching (] Burning | [ Decreasing | [ No WA
& o [ﬂ) O] Continuous | [ Acute [ Sharp O Dull [J Increasing | (7 Yes P H- ‘
lll:ﬂ% © p- (] Intermittent | [J Chronic (1 Aching (] Burning | [] Decreasing | [ No TU L,
: 1 Contin [ Acute ] Sha C1 Dull ] Increasin ] Yes
tl#be | Ao | oo | me Capihuigs , e D 0 et Zudl
[J Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [ No
[] Continuous | [ Acute (] Sharp  J Dull [ Increasing (] Yes
2\ (247 e | b ; : -
\ 44% " [T Intermittent | [1 Chronic (1 Aching (] Burning | [ Decreasing | [ No il %
1 Continuous | [ Acute . ] Sharp (] Dull ! Increasing ] Yes
A A KA
U/H% 347 O\M M’A‘ (1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | (1 No A
i | Sharp (] Dull (] Increasing | L] Yes
L4™ (] Continuous | [ Acute &
\”M”@ ol | w [ Intermittent | [J Chronic 1 Aching [ Burning | [J Decreasing | (1 No A M
(J Continuous | [] Acute {7 Sharp [ Dull (] Increasing [ Yes
[ Intermittent | [ Chronic (] Aching (] Buming | [] Decreasing | [ No
[ Continuous | [ Acute ] Sharp (] Dull [] Increasing [ Yes
L [ Intermittent | [ Chronic [ Aching (] Burning | [] Decreasing | [ No . e
(] Continuous | [ Acute (1 Sharp 1 Dull 1 Increasing ] Yes
(] Intermittent | (] Chronic (1 Aching (] Burning | T 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:
a)  Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

POEeOSLL®

No Hurt

Hurts Little Bit

|
1 I I I I I L 1
3 4 5 6 T 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
: No Particl y i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense [ Kicking, or legs brawn up
£ Laying quietly normal position, Squirming shifting back and ’ g
Activity moves easily forth, fense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed 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 minimaily with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal toany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement 1 (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR,BP 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -

apnea

stimulation - quick
recovery

slow recovery Out of sync or
fighting ventilator
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ppmten “ “ “ Children’s .Blrtthght
BY RAINBOW HOSPITALS
AN i CHECKLIST FOR THROMBOPHLEBITIS !:gs‘:m!,.aa'..m.
i g b
Y-1 2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE " E M M E Remarks
; No signs of phlebitis /
1 IV site appears hea[thy Dbt Cars 0 ¢
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 ol
* Slight pain near the IV Site / / Observe cannula o
* Slight redness near IV Site
3 l’xoee;‘d?ri'foﬂowmg Signé Early stage of phlebitis / 5 £ L
Pain at IV site Redness Resite Gannula s
z“llli g;':?e foNaing g A Medium stage of phlebitis / g
. 4 Pain aldng Path of dairila Resite Cannula Consider 3 a
Redness around Site Swelling Treatment
f the following Si i
‘:\ifii(?ent gng Ex‘fgr]gi\sfég.n it Advanced stage of phlebitis or
5 Pain along Path of can.nula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider -
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Adincad e of e a4
6 | along Path of cannula Redness thrombophlebitis / 5

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

Signature of the Nurse

]

=]

[T thtes,

S| |

T

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

Signature of Shift In Chage :
Signature : .........

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

Signature :

Signature of Ward In Charge :
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| Children’s @ BirthRight
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It takes a lot to treat the little. i’our Righ}?uaSafe Delive;;

POST — PARTUM ASSESSMENT FORM — IN-PATIENT

pate: .. M/ 7/
Chief Complaint : .................. Pacn...od Mo odome  ale X Depxn bak
Obstetric/ Birthing HiStOry © .......c.oveeveeeeeeeeeeeeeeenee. BALL...... keSS nsced BRBEL ..

S o e e N ) FRRECRIE SRR, L SUOE U0 SRR T | S Y

Assessment :
On Observation: Mother seen in lying down /sitting/ reclined position
Mother is acﬁﬁ & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility
Ivline +7-
Catheter +/-v"
Postural alignment -
. v
On Palpation : Edema — absent / up to ankle / up to knee/ above knee
v
On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic
s
Diastasis recti abdominis — present / absent / could not be assessed
Able to initiate Pelvic Floor Activation —‘ers “1 No
Spl Notes -
Treatment Plan :
L ateral Breathing B/Pelvic Floor Activation !‘%fransversus Abdominis Activation
~ Gluteus Activation = Active Motion for Limbs [+Transfer Training & Mobility
E‘r/Sit to Stand m/Monitored Walk [ Posture & Ergonomig Education
SIGNALUIE : .....ooe eSteceecsssesieineees
Name: .......... B e . $ovtnn P
Date & Time: ... \\./Z/Rb...........: ilspea....

Docu. No: RCHBH /FRM /CLINICAL / 200
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AL AT Rainbiow” | @ pirthRight
Children’s BirthRight
= Hospital . BY RAINBOW HOSgTALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASS

ESSMENT FORM

1) Level of Consciousness: Jﬂ{nscious

Time of Arrival:

oA, Time Seen by Nurse: ... .. AW,

[J Semi-Conscious 1 UnConscious

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

1 Severe Pain / Moderate Pain
] Bleeding PV: Slight / Heavy
[J Decreased Fetal Movement

,E’mn rupture of Membranes / Leaking Water PV
[ Preterm Labor/ Labor
[ Spontaneous Rupture of Membrane / Leaking Water PV

CJ No Fetal Movement @i g0 SR e R AT SR 1 U s

3) Vital Signs: Temperature: C{g,{/ Pulse: gz—b{PfRR ....}QH."”’SpOZ: 1o/ Bp: .’.’.fz.[.?.’lrf—Weight: Cﬁqh}g

4) Gestational Criteria:

Gravida: G P p‘a";mﬁ\ L A
we: Alol26 EDD: ... \&. 'é‘/pbb ......... Gestational Age: ...... 2 AL ...
5
Uterine Contraction 1= Yes | CO'No | CONA | Onset Time Frequency:
Membrane Rupture C1Yes |-#TNo | CINA | Onset Time Fluid Color:
Vaginal bleeding [JYes | CLNe | OJNA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | No | CJ NA Pain Abdoaiss/ VRt
Good fetal Movement Vs | CiNo | C1nA | 'fNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
f~t—+—+—+——+—+—+—1+—
‘0-\ 1 2 3 4 5 6 7 8 9 10

No Pain / Worst

possible pain

D DRI v e e ot s P R TR H R R s DR U R S S SRR S A i e

b DRI i iiiinsossits A A s SR i e Days / Weeks/ Months (Strike out which is not applicable)

TR et el e e IR e 1 SN M O DS P LI Nt (NSRS e ST R

o
- Frequency: .... 7.1 °¥W0 .................................................................................................
s IntervenbORS: 1. i osniaiiteis e
6) Past History:

a) Sunpeies: ... %N?” ..............................................................................................

b)  Medical: ............ ¢ hoe 1) htoxig

Docu. No. : RCHBH /FRM / CLINICAL / 098 (PT.0.)
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IO AT

7)
8)

Allergy:

2Y6M270

(F)

iy

1 Yes pfno/ B L LR N

9) Prenatal Medical History:

__CiNere

1 Chronic Hypertension
] Gestational Hypertension

] Diabetes

Current Medications: [ Prenatal Vitamin -Nofe [ Others:

L] Gestational Diabetes
U Low placenta
L1 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)
.E’Caflegory 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)

Suspected Pre-term

Signs of Active Labour

Signs of Early Labour/

Discomforts of

consciousness

« Cord prolapse

» Severe respiratory
distress

= Suspected sepsis

unattended birth

« Flank pain / hematuria

+ Nausea /vomiting and
Jor diarrhea with
suspected dehydration

work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
for diarrhea

» Signs-of infection (ie
dysuria ,cough, fever,
chills)

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
A pain <37 weeks (>spotting) >37
L weeks
‘ g ; Mild hypertension
Hypertension > 160/110 R
Hypertension Seizure activity and / or headache, visual | >140/90 withwithout
disturbance, RUQ pain associated signs and
; symptoms
: ) Atypical FHR tracing,
L : Abnormal FHR tracing
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 » Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
+ Altered level of » Unplanned and pregnancy (for hypertension, blood]  mother or fetus

« Cervical ripening

« Qut patient placenta
previa protocols

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

+ Assessment for version

+ Rashes

Nurse Name :

Date: \ﬁ\ﬁ/\?" .................. Time: ng”'7“’1‘{\
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Chlildrens @ BirthRight
Ho pital BY RAINBOW HOSPITALS

Tt takes ajlot to treat the itSe. Your nghltuasahmlwv

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........ 10 HLE’ .......

Baseline Information:

Admission From: O ER [ OPD FTAdmission Desk [0 Others, SPECITY ........ccveusirsscusisensiinsusessssnione

Primary Language: [ Telugu 1 English U] Hindi ] BTN BDOIIY c......occicoscmisensesmnssosemamsmmsenins

Doyourequireaninterpreter? [1Yes CINO  ifYBSSPBCHY ...oovvvueiiiiiiinniii st

Source of Information: [ Patient [ Family OBEERRREIN ...............ostiih s ssash vsadipuens sugassbadisisosssanns

Allergies: [ Yes ,&’\f ] Medications ["] Blood Transfusion ("] Food B M S R
YRS , HABIHEY ......ovoenveerresesencnssessssuscssssssssansessaserssssssssasssssessssssbissssssssssassssnssssssassnsssssnssssafhassasssssssmmssssmssetasssstasssassssssnsasscce

Chief Complaints: ... C}O lecddag.. oM. EO%D

Doctor Notified on Admission: [ 'Yes [ !No
O T ] A S S L SRR
Time Notified: ........ R S G e

Past Medical History: Obtained From

1 Patient

1 Family Member

[] Medical Record |

| Other {SPOGIIVY: s, s (i e vins

Past Medical History

Past Surgical History

Previous Hospital Admission

oHe- A ¢

Gynecology Assessment: [ | Not Applicable
RSl HISIOIY: . ivciins e nscaciniasdane
............................... - O P
Onset of Menarche: ............ouusescsisensnssnes

Gynecology Surgical History:
[ Yes
Cervical Cerclage: [ Mo [Yes

Ectopic Pregnancy: )lo (O Yes

Caesarean Section: [

Gynecological History:

(LNe- []Yes
#MNo [ Yes
Post-Coital Bleeding: (‘lo( 1 Yes

Contraceptives:

Vaginal Discharge:

Current Medication: /We

O Yes,

Menstrual Cycle:“’jﬂgular O I}\'egular Myomectomy: y/w Yes Infertility: INo [ Yes
Last Menstrual Period: ...... 1 ])O 2.2 | others: If Yes Type: (] Primary [ Secondary
Obstetric History: MBI RS e\ T T

B RO . i R R o W irvcliinnses v npsasdaninasis

If Yes, Fill the reconciliation form

Family History: Mnormaliﬂes Detected

L] Heart Disease ! Hypertension "I Diabetes [ Stroke [ Seizures D Kidney disease
LI Liver disease B 1 O R T | ................................................
Vital Signs / Measurements: Temp: ...0 g2k HR: ...& 260 RR:.204
gP: . Nl weight .2\ Height .5 % BME v

Pain Assessment:  Pain:

1 Yes jﬁ (If Yes, complete the Pain Assessment / Reassessment Form)

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

General Appearance: __—+Healthy L1ill looking [_] Anxious [ ] Agitated L10thers: ..o,

Fall Assessment: 2’{ CONo Score.. 20 (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: —-Yes [ INo Score...... '7/2 ...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consuftant
] Mobility problem " Walking Problem —NoAbnormality Detected
! Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: o Abnormality Detected
L Overweight L] Poor Appetite > 3 Days LI Needs Therapeutic Diet.

_IUnder Weight L] Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_';Gmm/& Cooperative (! Restless L Depressed | Agitated I Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [+YeS [ TNO if YeS SPECHY v.v....vvooooeeeeeoooooooooooo Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [Single ~ _Mamied [ IDivorced ' Widow

2. Special Habits: Smoker: [ | Yes [ No Alcohol Abuse: " Yes [ No Drug Abuse: [ 1Yes [ INo

Orientation has heeWgarding the following aspects:

Call Bell in Reach: 7 Yes [No Waste Disposal Explainem [INo
Infusion Pump: _+~"Yes [No Hand Hygiene Explained: -Yes [ No L1 Others
Above information given to .................. RO N ot
Name of Person Orientation was givento: ... L ~{—3\/c“te'*“”"\\-’) .............
-
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13121997 2Y6M270 (F)
Or, PRANATHI REDDY A

T

Part - | f]’
Patient's / Learner Language: ... 52l v

gl

Patient / Learner Literacy:

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

—rfead [LWrite [ Spedk

2z
Rainbow® ® - -
Children’s BirthRight
Hospital . BY RAINZOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Willingness to Learn:~T7 Yes [ Ne/Hearthcare Literacy: [@Yes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights y 70 T N e 4 S N
Part - Il
Use codes from the list in part Il
Need ; Designation /
Date Time \dentified Information Taught e R Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
;- ¥ Barriers . barrier/s .
O\M '\"?A/ W ‘me V:MWM 'IPh;uMa:m PT ! O | % | K) b“‘\
A
ol+ (14 |29 | sdeetion Conbol Metwed | p7 |\ O l ? (L]
> 0 —
WRE gy 4 B okt lobdonbih~  he | L | @ | ¢ Cofinaia Sl e
Part - lll: CODES B e R — - e N R T e
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver T T RS BRSO e o e AL
Learning Barriers:

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

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

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

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

13. Cultural/Religion Practice
TR DMETS (BDOCH ....onsroiinassisoibii s kinbtissmidssssiiiiassssnssnsas

2. Obtain translator 4. Teach Family / Others

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed
Mechanism/s to overcome barrier/s:
None 3. Reassurance & Support 5. Respect values & beliefs e R ORI NS s S L N L R

6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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?3::::2““ ’::?r":u 270 ! Rain b%w: . BirthRiaht
i I||I|| MULTI-DISCIPLINARY PLAN OF CARE FORM  hicren's | ug BirthRight
Diagnosis: UD\‘\’.W\‘,’ IrBC'['f Y wls [ E’TLO e (“\ O{p?{‘-”l MO“\
. 1011:11 Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
1 Medical nitial Mm? J:( ; ) Nursing
A | O Norsing ‘/;nodrfled : g @e&m W@% @»iwz(x O Others:
[ Others: £ Per-Op 3. ’{ Y u,bu J
\o
C Post Op g% M
1_ e C Medical O Initial COTE. VOI"L% =k P‘Y@/\/M ¢/"Tﬂ;T . =) Medical
\0 __L-Nufsing ' Modified e Vi W{ O Others:
| © Others: ) Per-Op Wﬂ/( "\ ‘o@ o / /g/
) Post Op V\j' ‘/DW =Y mcdfcmf"loc% 2
“’\;Hg.é O Medical O Initial ) Medical
é. OJ Nursing O Modified - ' < ”7 AL O Nursing
v B—ﬁgﬁ : O Per-Op £ el T Latpo - Others:
| 9 i‘* £ Post Op FOD'I/C’S% : OKE /b}OJ;" ol
e b e el puolinc « | DOp. s s
_ ifi i it
; Others: O Per-Op Pest £3cs s }"d:‘““‘“_‘j ‘Q' LS J Others:
A5 pm N e :
L Post Op {«.mf RPN L”me.:)s
[ Medical O Initial [ Medical
O Nursing O Modified [J Nursing
O Others: O Per-Op O Qthers:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Rainbow” . e
Children’s (d BirthRight
PRE - OPERATIVE CHECK LIST Hospital |\ zeonosnns
BAH-00640605 1P5-00176190 Date . \;‘TZ L.
Patient's Name ~ Mrs VAISHNAVI SHARMA MG s Gender g M/[ZH

13-12-1997 8YEM270
Blood Group : . DOr. PRANATHI REDDY A ceeoiimmmimirioiisiiie s iinieiits e siae s siaseene e saeeennnasens

el 17171 ——

Operation : ... .2 .MV 4¢

Tick Appmpnare Boxes, To be filled by Nurse Incharge / Senior Nurse :

§.No. INSTRUCTIONS

ER/Ward,Nurse| OT Nurse

1 | Weight checked recorded ?

=

Is the patient fasting for over 6 hours Pre-Operatively ? =
Check Pre-OP Investigations & Results (CBP, Blood Group, BT, CT, PT, APTT, CH
O

]

w

Viral Screning, CXR etc) Available before starting the procedure
Enema given / Bowel Preparation

Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures

Sterile Gown Given

Is Blood arranged as required ?

If Blood has been ordered - is Blood bag ready ?

o|go|gojo|ojojo;

N[

IV Cannula to be placed / IV fluids if Indicated

10 | Pre Anesthetic consultation with anesthesiologist

11| Pre Medications Given ? (Sedatives / etc)

12 | Skin Preparation

13 | Site is marked

14 | Surgery Consent / High Risk consent taken by surgeon?
(Consent should be taken by the operating surgeon only)

i | Implants are available

ORogooolo|/s] olgolol:

P

N|O[N O[N]
nl[ElEIElEER]E

DlolO

16 | Equipment is available

17 | Antibiotic Prophylaxis is given within the last 60 minutes

18 | Other (if any) O
NOTE : if any of above is ticked "NO" Discuss with the registrar / consultant immediately
Billing Clearance Taken: [ ]Yes [ ]No
Biling Executive Naxg : : .. ER/Ward Nurse Narme : . \x.) "\"%
Billing Executive Sign&ture : ..............fovrvvcovesren... Sk Sugnature of ER/Ward

b B o *rse )
Date & Time ...l G X ... e Tiate & Time : LQ\M%@%? Date & Time : ... (V\,, @ M
™

Doc. No. : RCHBH/ FRM{/ CLINI

OO o|o|ooooololalalolalal olalals

Ooiojgoaaoooo|jo|alojgl 0o|oldg
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.. OT Nurse Name : .




PATIENT TRANSFER FORM

%

Rainbow’ ; = i
Children’s e BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00640805 IP5-00176190
Mrs VAISHNAVI SHARMA
13-12-1997 28Y8M27D (F)

Date & Time of Admission

Lo 6 € ey

Date &%m/eﬁj(;rransfer Order

LT

T

Transfer Ordered by

s LQSVj«

Reason for Transfer

OQ)&JLL« JQ«BL(

From Unit

O

To Unit

[Loom U;\‘Q

Information to Attendant
Yi No| |

Number of Sheets in Clinical File

Number of Imagingﬁlﬁs

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

g ﬁ,& &4 Yes=T No[J
W If yes, what ?
L | y
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

1.
4

2 /

3 /

4,

5.

Shifting Summary / Notes Written by Doctor : M‘ No|[ |

4 Tl

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

by [97Yq

Patient & Clinical Records Received by :

\\Q

Date & Time of Patient Received :

A )

AT

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



BAH-00640605 |P5-00176190

SURGICAL sl.rgeon;..})z..ﬁmt{.ﬂ' :«;,:,:';:"*“ “wvouns b 2
Asst. Surgeon : .......J%. B S lowis_ M 5 o Gender : 7., Rai_nb‘Bw
SAFETY CHECKLIST | Anaesthetist:....... D}...%Jﬁ-ﬁ\- .......... \“ N“““m\“““\ m\m\ “““ Name : ...........coau ol L. ﬁg;‘g:’tea'l' i . Ezﬂgﬁﬁm
Scrub Nurse : ... £, 8.. SbsabeT s | Luw . o IN-UME oo Out-ime: /L LiRE..... e i s
Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time....6... 0.9 M TIME OUT _Time:.................. SIGNOUT  Time...................
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity [1Yes [JNo introduced themselves by Name and Role .+Yes C1No The Name of the Procedure Recorded _#TVes CINo
Site OYes ONo™ Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle f
Procedure = Ves CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Yes CNo CNA
Consent O¥es UNo | | Corect Patient (Check ID Ban es CNo The Specimen is Labelled (including
Site Marked CYes ONo CMNAT Correct Site E] No patient name) es ONo ONA
Anaesthesia Safety Check Completed  —=Yes [INo Correct pmcedure ONo Whether there are any Equipment :
Pulse Oximeter on Patient & Functioning ~=-¥es T No Anticipated Critical Events M /es Problems to be addressed yré CONo CONA
Does Pa“ﬂl“ have a: Surgeon Reviews:
Known Allergy? OYes W What are the Critical o Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 1500 What are the key concerns for recovery
v./ 4 , Anticipated Blood Loss? OYes ONo CJNA and management of this patient? OYes NG~
Yes, & Equipment / Assistance 2 - :
Available A_EY8s ONo Anaesthesia Team Reviews: w
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns?~T1Yes CINo CJNA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous u/ Has Sterility (including indicator results)
Access and Fluids Planned Yes C'No CINA Been Confirmed? are there Equipment
Blood Units Reserved CYes Mo T1NA issues or any Concerns? /{Yg ONo CINA
Has Antibiotic Prophylaxis been given Is Essontial imaging Displsyed? _Ci¥es CiNo CINA o
within the last 60 minutes? 7¥es CNo CJNA Power Supply, Earthing, Power Backup
and functioning of equipment checked. ~ JYes -/{No
oighsture -.................... /é’ ........................................ DRI ... Bl
o b rP"Vr‘bI* .................... Name ’4’”‘%
/ I

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



Surgeon - .
Asst. Surgeon : .......

SURGICAL
SAFETY CHECKLIST

o a A nn -~

Anaesthetist : ..............
Scrub Nurse : ..o

-

- ]
Patient Name : ..........cocoovevevrenen. I T— Gender : ......... inbow® o
"""""""""""""" SHD Mo, i Chitdren's | @ BirthRight
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, b s I e | Rocnital .Eﬁi‘i‘fiﬁfﬁ
............................... DB oo IS sl bbonsne QUM it |

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN 1 T TIMEOUT Time:....ooooooooooe... SIGNOUT Time:.......coooco.c..e.

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

Identity CYes ONo introduced themselves by Name and Role (1 Yes CNo The Name of the Procedure Recorded ~ CYes [INo

Site OYes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure CYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [1Yes CINo CINA

Consent OYes CONo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked OYes ONo CINA Correct Site OYes CONo patient name) COYes CONo CINA
Anaesthesia Safety Check Completed ~ TYes CINo Correct Procedure OYes CINo Whether there are any Equipment b
Pulse Oximeter on Patient & Functioning [)Yes CINo Anticipated Critical Events Problems to be addressed OYes ONo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CNo What are the Critical or Unexpected TaSugaon, Aqssothetiat and Fawes:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concers for recovery -

v_/ F _ Anticipated Blood Loss? OYes CINo CINA and management of this patient? CYes CINo

Yes, & Equipment / Assistance . 5

Available OYes CNo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes CINo CJNA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes ONo COONA Been Confirmed? are there Equipment

Blood Units Reserved OVes CiNg A | | t88uesiorany:Conoame? Y98, A0 L3R
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CONo CINA
within the last 60 minutes? CYes CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CONo

Name :...... D Y\DW .........................................

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



BAH-00640605

IP5-00176
Mrs VAISHNAVI SHARMA 1%
13-12+1997 BYEM27D

AL PROSEpanE: R SURGERY OR gy Sthighe

four Right to a Safe Delivery

Patient Name : \%(V’WLM&[WM& Gender: [ Male Wﬁale Ao ... 2§ ..................
UHDNo: ............00 N 00 6 GOGEK.......... Date : !0[7[«2&
Instruction:

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

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

oo EMERGENCY. . \DWER. .. SEGMENT. (AESEREAM..... SECIIQN.....
s e - e b RS Rk SRt P

T S e ALSADAGEE PIEEEARMA.......e

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

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

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

g Ao Baned.. £ ol did ... /7607'@ ............
. Mesd......[rx..... Bwad 6. Moad froduss-

e R ———

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2 My doctor had adequately explained to me the operation or procedure along with the complications written above, along
~with the risks, benefits and other information.

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

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure:

Consentee W

e TR L I

Doctor (who is taking m@wgm) : ?

ST RO, | < S

(T2 Y ) A8 ‘ OQ\LWW .............

Date & Time :

% ’B}LM
Docu. No. : RCHBH /FRM / CLINICAL / 027
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sanbon” | @ ginmight
i i | @

CONSENT FOR ANAESTHESIA

Authorization By: [ Patient Patient Attendant

Operative Procedure: ....... EMLQ% ..........................................................................................................................................

Anaesthesiologist: Dﬂ*lﬁ'mﬁﬂ'w\"fﬁ Surgeon: ....... 9{ ﬁ’ ...............................................................

Please read this before you consent for Anaesthesia

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

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

CJ Heart Disease [ Hypertension [ Diabetes  [J Renal Failure (0 Multi Organ Failure ~ [J Hepatic Disorders
[J Shock [J Obesity OJ Chronic Obstrucgve Pulmonary Disease

O Others MW}W‘KMJ ....... PW ............................................................................

Declaration by Patient Attendant
e | authorize-and give consent for anaesthesia a sidered appropriate by the anaesthesia team
(] Regional Anaesthesia ngsmesia [J Monitored Anaesthesia Care
e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some

injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

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

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

Patient / Patient Attendant: Witness:
Signature;_.. / W Signature: /“J\
D (Ol

Name: ...J.. .00 N Name:

Relationship with patient: '714""'52 .................................

Doctor (wh(qa's)tg :

Signature: A, A e

P

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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* B HEnoto wome Jio HRQM ®Yo Siotoani. T Héo 987 edsedo oo, Hodkn Tk sga‘mﬁ)s RKSE
B8 Dngemren gIR.th. e e;eﬁnafoe o g K530 geaeess, Hchom aiymrdd &d8okm;i.

&34 / 688 ©8od0o: Rs:

SOORRED: e T B s o saasvnansssnnnss i hsasnbapsyss e nhnse stncat oslar N e
BB L iisiimnnias il ason it = L TR R R Py ok GRS, e RU RS e
B BB O ORIOGI0E sumate s consissis i Tissnss Loy Abea AR I s hn s B 5 D0 7. it tistsennissnsincrsvorissssreisiasassrsrsassd
T T SRRAE e e e

wgs :

DOBBO: ininniniimseismsisis TS s sumivsnsniassunsuissossbonnananevsssbumioreie BO & DD c.eeeeecrieierreeiireeer e rnreenneee e
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It takes a lot to treat the little. Your Right to a Safe Delivery

Name: ....... \]W‘/L\MHJ'\QA’W\M ..... Age: .2%..... Sex: p- ................. UHIDNO : ot seeseanns

T Ly 17|  ee e , WP Proposed. ODBERHONE. . ifiec sl S s o srasslasbi s thoges
Diagnosis: f‘mn‘ .......................................................................................................................
B.P /ORI el HR: o Welght* 52l ASA Physical Status: .01 02 O3 04 05
Y . Laboratory Data: |
W I!),.‘ﬁ' T S - || S — HN: e R it R «...voonrseosrsssrrsspivess
PO ... D R R ———— HBS Ag: .£....an -] R i
wec: .. J-80..... e TOWBE . HOV: oo 2D ECNO: .o
Plate: z,&F)— T L R b | P——— Blood group: F<...=t4/! Stress/Anglo: .................
e — A 13, A S {5 g ‘? ( PRRINE: ...l
L o 1 ] G ——— L e s s svanmnsn e sied
... R AMYIASE: oo TSH i
i [ R R (Mo BROTIERPT: i iicicsiai Allergies: Oﬁla)“au ‘}\ J
NNMbM}‘

Medical Historg—~,  CVS: <
Resp: N/ s Diabetes: &)
CNS ( r\lﬂﬂww

Renal :

Hepatic / GE /')"' > :Hn C,waumm i w,L Physical Activity: AL

Others :
Past Anaesthetic History:
Physical Exam:

\
Airway: MP 1 @4 Mouth Opening: 7){.,_‘4 Mentohyoid Distance: _Léu_%lNeck: @) Teeth: E [
o N
s Mﬂ) ey

Pay

Heart:

ONS: W : T

Pregnant: Wes [0 No CJNA Venous Access sn@ 13+ Spine Exam for regional :
Anaesthetic Plan: CJMAC [JREGIONAL []GA-ETT [JLMA ® D )

Peri-Operative Plan Explained to the Patient: —Yes o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: lwazud
1. DVT Prophylaxis : : Q](M u} 0 o r,/tL
2. NILORAL<] gor’ 6”::u2H°”'s 5P
3. Informed Consent: ;:S%Eard ) High Risk
i 4. Post Operative Pain Manageant: CiBistussed with Patient
5. Other Instructions:

Signature: &’F Nafme: Pﬂhm‘.a .............................................................. Liisashi I o

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

2z
Rainbow® ; ——
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

= |
Change in Patient Condition: (] Yes Z/No Fasting Status: GV\AMJ ‘
Physical Status: Q/Patient Identiﬁed ] Aonsent Present Z]/ Chart Reviewed
HR: () [ B.P/CRT: %m%m S0;  9q [RR:_ @ |6 BPM [ LastFeed: S\ 1y 2)6Dpn
Pre-OP Diagnosis: anﬂe .39.7.10.. ktlc[q.‘]/ { A JQ_ggratmn ...... EDAMAA Date : ;@h,] 24
4
Surgeon: ........... R T e ﬁ@estheswloglst ............................................ Technician: ............auaenesedess
TIME 2D T P,
N,O /AR /O, LPM 7 :
HALO /SO /SEVO Antibiotic
Drugs:
Suppository
]] L.-,P pPLe LA fUé‘(
AL
S
l J
FI0,/ Sa0 , [AG [
ETCO, b 4
ECG L=
Lﬁmom NOTES
'EE [ - lm 3
za——OP-T+ 119
ap 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 Dut BRI e S
100
80
ol 431 it
40 =
20
10
0
ABG
LAB Values
GRBS
-~ Othérs
2‘2/E uipment Checked and Temp: Induction Regional:
/{énchonai o~ [ HME [J Fluid Warmer 0w [J Inhal Extremity Specify: ......L.AN ¥
BP ] Cling Film [C] OH Warmer [ Pre 0, CJRSI nal [ Epidural
27 cuttsite: OJ Huggers [ Cotton Wool [ Others - A~
[ Ant Sit )
KG LE d o ] Mask (] SGA Position: ......
;}4 o ZL Times: O Airwa [ Oral ] Nasal Site: :
Temp Sne 6( y o GssssssasstasnasagastsEtIrEIsInestserntassesnasatsasusatncntnannsas
O HOMoritor Anaes Start: . rM'P BITE: v Wil Needle Size: ........
=R ! ?—OPM O Oral CNasal (] Cuff -
] Agent Monitor 0P Start: . 6 5 Parasthesia
ulse Oximeter OPEnd: ........ O Trac!?eastomyDToplcal Cathetsr st sidn
[] Capnograph Leave OR: ........ccoovmrevmieercccnnens . DI cciicuiimisasarsssmimisiuniossfiatisgusssasesss Drug Name & Conc:
[] Ventilator -Anaesthesia: 0 Awake [C] Direct Vision Bolus: ............
[ Nerve Stimn:lhator ] GA [ Video Laryngoscopy (] Stylette / Bougie Infusion: (,_
[ Monitored Anaesthesia Care [J Fiberoptic Block Level: ...
Position: .sa A P/ﬁagional Blade# .............. AMEMPES: oo ——— # il
_ L= Pressure\Points Checked DIFICURY WHY? oo eeeesssesssessssesssseesnes
Line (Size & Location) Trans on to
K ey O cve:. 7 Bilat = BS AU CIicu O] Other
[ Qint DART [ Semi-Closed Circle elaxant Reversed () Yes CONe [INA
[ Tape ol ircl
/i/Pzdding S 0:}:? Gacle Name of the Doctor :.... D p\ K Q:RJ QA‘WI‘/B
LA~ Awake Signature of the Doctor ...\ ..leoseereiseerernsennes
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POST-ANAESTHESIA CARE UNIT RECORD

. _ opr? 123 4
Received in PACU by‘\ Time Received : *Z‘g ............... Time Discharged : ...........ccccoeveee.
aﬁl adll
-‘ > L4 . V“ > i
2453 ] ?‘2453 IV Cannula Site : ... oA A 2T
w 230 230 | (] OMask [ Nasal Prongs
= ifg gfg ] Tracheostomy 1 T-Piece
g 200 200 | [J Oral Airway (] Nasal Airway
190 190
[~
180 180
8 170 170 | Viomiting : ] Yes FTNo 1,70 | O S Sl S
o
g oo | NeTwe: O ves £TNo
x :‘;g :g Drain: O] Yes [ANo
:fg . 7 G v ,\ﬁg Urinary Caﬂme;lzkﬁs ] No
W el T A 100 | ChestTube: () Yes Lrfio
—
> 20 90
z st 1 go | NitOral & [INo
;g 4 2 sg IV Fluids: .. k,l fa()\' \ oL
& 50 50 Oral Feeds: . N - 1 T
= 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 9% ouT SCORING INTERPRETATION
ool s - o e it 21 AcIvY [ aHe . A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1  RESPIRATION 7 { 2 1
Apneic =0 D’J 1 l‘ Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 H ¢ tntan:
' space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic le: =1 CIRCULATION -
BP = 50 of Pre Anassthetic eve =0 % P/ = 2
Fully awake =2
Arousable alli = CONSCIOUSNESS
Nol onc.: ing = ;l) U 9/ )/ 2+ 9
=2
Pa!e dusky, blotch: ndiced, othe: =1 COLOR
Cym chy, jaul other 2 ()/ )/ )/ )/
TOTAL or\ A {0 (O

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

o\ y@?‘ﬂ O Y] (lyn+/
A2 - b Torrt

Pain Tool Used: [J NPASS [ FLACC (I WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : pﬂ\ "}L r’L‘ ___________________ 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 avery 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature:

Date & Time: .. \ b\ﬂ)/ﬁo ...... @\WZ? 'Y)

PACU Nurse Name: ..o, /ﬁnk/f ................................ Transferred to Unit by (PACU) ,,,,,,,,,,,, % % ________________________________
PACU NUrse SIgnature:  ovceevvcrrscesnngornns 4\4 ..................................... Date & Time: \@\ .................... @%?2 0 Y "

Date & Time:




2z
‘ Rainbow® . _
Patient Sticker Children’s ‘ BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

D s 1 1 P U, Procedure done by ..........ccccccevrerenennen. Wi i SR SO UL 3
CSE /Spinal /Epidural 1011 [ — ODIOR s snsimsnanadinnas Technique (LOR/LOS) .................
Depth: .covverieciee Catheter at SKin: ........c.coocveveieeiinnee, AREMPLS : .....oooreisiinmiiinisianssantssionsnesssrssssssies
Parasthosia : YOS/NO If VR GBI | .....conmussibimitaniuimassssmssii skt i i i s sasaisond
SOIBOT COMPBEIIIN * . 2. consinsmmsnsanrsseiitcnssasmponsblhbuks e sossanismensearnsmsmsssinsmmandinsbsbusneasinriaatinmmtmebsmndbi ksl

Any other issues :

| RS S4TSR TUURET- S ST UUUN A A= 0 N AR LAy 0.0 0 SN SO
BT ccsomunniononioenvinasvuonmu s o M v A S A BT T T T A S R b i s e
) Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details:  Time : ......cccoveeeeneeee. APGAR: ......ccccverenene SVD / Instrumental / LSCS (if LSCS Details)
Catheler Removed by and TIDINSPEMH .o i deswvaissiasiaseimismanh
BT R A <t POTS N STUUNINSPPNNROE 1. \ B A0, S S JO8 . |- Wao b, 537 SRR W PSS

Discharge /Shifting ordered by
DOCIOr SO, e ocovicnsissompinssimaitsssimsssiiiatsissssamansn
DOCHORINAITIES .. .o onemenireienihlindends o hinarenansassptonsasasporssis sosonasssens

Date.and TIME: coiinmdimmmnimb b
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CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: ’) : J % Dod ) Date of Delivery: [ @ W
(=28l |
|
Assistant Surgeon: 7) 'h e . lgiL_; : Time of Delivery: é ’gi&l D

Anaesthetist's Name: Y iR % } P \‘ Gondor o by ., M
Type of Anaesthesia: ‘S”/bf M_J o Weight of Baby: 3 . MC[ W
' 4

Neonatologist: ~ l N2 /V;Q‘ )\ﬁ AGPAR Score: /¢ / (0

: P ission: [
Scrub Nurse 2° B‘Aax o mwﬁ NICU Admission Yes‘ B’W

Pre-Operative Diagnosis: P,,,— m | 39pleoley -
LI Elective _-Emergency Indication: wm,fmi%,mcafm

Urgency
1 Immediate Threat to life of woman or fetus
= Maternal or fetal compromise not immediately life threatening
(] No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

BT T R R T L e e s gk, . ekt SN SR

CTG Description: ............ccvrvuneee. Vi

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

e g T TR e W NN RN <P LE s S S I D R S|

Surgical Procedure: :
gnvauvé] Locoer Qf—ﬁﬁ»’t/ﬂ” CeRateon (e elyisl
Post Operative Diagnosis: = V Pod - P, - :
Peri-Operative Complications: por |
Amount of Blood Loss: e T u.;l Blood Transfused (in ML): 4, |

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

Presentation: Bﬁﬁﬁalic O Breech O Other................... bﬁ%rvical Dilatation: .............occoveeieiieeeeeee, cm
Y I e P ki s o Fetal POSItION: ...........c.coveueiccecececee e,
Staton: =<3 02 O-1 OO0 D.+1 O+2 Moulding: _=None O+ [O++ [O+++
Caput S+ O++ O +++ Meconium: =TNone [+ O++ [O+++
Bladder Catheterized : ——Yes 1 No Urine: _-Efear [ Blood Stained

Skin Incision: - Pfannensteil [ Transverse O] Midline 1 OtEN oo
Uterine Incision: _[J-tower Segment [ Classical Tl nverted T 1 J Incision

Previous Scar: [ Intact LI Thinnedout CJ Ruptured L1 Ne-Scar

Incision Through Placenta: [ Yes =No

Delivery of head: (] Manual _Cforteps _Single bloole SZDV‘LW

Liquor: W U Meconium:  [J1 Il LI CBlood [ Offensive [ Not Offensive
Delivery of Placenta: 2 Mot 2 3B0T i (1 Complete O Incomplete [J Piecemeal
Cord Appearance: .................. N, ammL .............................................. Cord around the neck [1Yes [No ‘
Appearance of placenta: ......... /\J M@.—L ........................................ Cavity explored [ Yes~ [JNo

Uterus, tubes and ovaries; -Normal ) Not Normal Sterilization: TiYes [1No~

Uterine Closure: 1 Onelayer - Twolayers ... Ne.... o

Peritoneal Closure: —Pelvic [J Abdominal O None ... - I ke

Sheath Closure: et S

Fat Closure:—T7 Yes (1 No e\ 2. 200

Skin Closure: -—/Elﬁjgaicular O Mattress = ... Ala..... 20w, ypfm’ m‘?p Suture
Vagineal Evacuated LYes O No

Drain: O Yes—ETNo O Removein ....................... days  [J Await instructions
Ctheter —FYes [INo [JRemovein........ .24 days O Await instructions
Swap & Instruments count correct?_2-¥es [ No I Post-op Antibiotics _2¥es  ONo 1
Intra-Operative Antibiotics Cover: __3-Yés [ No [ Thromboprophylaxis =7Yes [ No

Post-Operative NOtes: ............coocvveveeuevreeiermnns PBEI. 7. / Lo SRRDYAUA . AL e

Doctor Name: ...... @Y‘ p‘ﬂms}fu

Date & Time: ......L 0. 7/[24 wHlaha....L.......

Doctor Signature: ....... <fQV"KU” .........................................
//’—
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Dr. PRANATHI REDDY A Rain OW : : £
Sl 111 children's | @ BirthRight
Hos p|ta| f BY RAINBOW HOSPITALS
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POST-SURGICAL CARE PLAN FORM

Procedure Done: . 1/.6 ............... Lavcsirpi g:qm.l‘: ....... Ot l@ anpi o BTN o

Post-Surgical Diagnosis: .........\......\..)... PQ.D.:TQ ........... , .4.1 ...... RRIE Wil = . el NG L St E e

Post-Operative Monitoring Parameters /Frequency

iy 170 ok o s R

Wound Care:

Dreey ¢ b

Drain /Special Lines/Catheters:

ol ,,Lﬁgfx‘,(
Connolo. - Ztk

Special Patient Positioning and Requirements:

Nutritional Instructions: '

Vhen to Start Mobilization:
&,&‘{;4_» C_M-u_ M

Special Referrals:

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

_=2Yes ONo

Any Other Post-Operative Care Needed including Required Follow Up

—

Treamlgeo{

(Signature & Stamp) Date: ..[0. ...3..1.2,4.,Time: ﬁ_,?zoﬂm

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) ' 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia = 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory 3
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-| diabetesmellitus with
nephropathy; sicklecell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) e 1
Age (? 35 years) I 1
Obesity : 1or2
Parity = 3 1
Smoker s 1
Gross varicose veins &
Obstetric Risk Factors
Pre-eclampsia in current pregnancy l 1
ART/IVF (antenatal only) N 1
Multiple pregnancy 1
Caesarean section in labour 9 2
Elective caesarean section iz 1
Mid-cavity or rotational operative delivery s B
Prolongediabour (? 24hours) 1
PPH (1litreortransfusion o 1
+0 Preterm birth? 37 weeks in current pregnancy | 1
Still birth in current pregnancy ﬁ = | 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. I i 3
appendicectomy, postpartum sterilization ;
Hyperemesis -4 3 id
OHSS (first trimester only) _ g 4
Current systemic infection — 1
Immaobility, dehydration 1

Total

Signature of the DOCIOE: ....... 8. e .. oo irsasesissnsni

1T 5 T e g pe 1

Risk Assessment Tool for Deep Vein Thrombosis

[1 Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester.

[] Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks.

[] |f total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
If total score = 2, Hydration & Ambulation.

] If admitted to hospital antenatally consider thromboprophylaxis.

1 If prolonged admission (= 3 days) or readmission to hospital within the puerperium con5|dermromboprophylaxls

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

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : ook l 2 \:HM
L R S Ve S 5 S O {b()’ ........ b(\/ ........ Duration of Procedure : ....... r }\0 U"}
NITIE OF SUFGBON : -.cooce oo rees s rere s e FM"JL" Date of Admission : \b\ﬂ%’
Bundle Care Criteria : (Tick (/) if done) &

i Staff Signature

1. | Antibiotic given prior to surgery ?QYes []No

;,Single Dose Antibiotic  or  Long Antibiotic Regime ot 0 o)
Antibiotic administered within 60 minutes prior to incision ?)Z}Yes [ ]No W

R i B
Name of the Antibiotic : ........ e 2 LA™Y

2. | HairRemoval [{Yes [ ]No ifYes: Surgical Clipper
Department where Hair Removed : B’Ward DOperating Room W
R s e

Skin preparation done (cleanse surgical area with antiseptic agent)? L4Yes ["]No

[

Patient's body temperature immediately post operation (Recovery Room) 4 B W
[Joral oOr LA Axilla (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : .......!2x 970l ...,

Date & Time of antibiotic administration : Lbl‘—H?/é ...... (2. .520m W
Date & Time procedure started : ..L.& "H% ....... C‘) ..................................

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

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

o Allforms (Bundle care and when required SSI form) are completed properly
e  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 VAGINAL BIRTH  Hospitai_ | @z

Your Right to a Safe Delivery

| 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 naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the 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 incision under appropriate anesthesia
may be necessary.

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

| understand and accept that there are complications, benefits, alternatives including the remote 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; however, | realize that there are no
guarantees.

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

qualified gynecologist.

Mg OF T REr POrfoning the IRORBIIIY: &.......... oo crirbitmosresteerseinssensarssssmmselios vossth @it Rsge s srwsdo sins spass sbssansssintasion

Consentee : .y Patient Aﬂendan%
St ...........co i 3 Signature -.............5A47%
Nome w‘swg _ haawa . Name : ....)... B e 4 | St SN

Date & Time : lOlO .......... L= B
Witness : " Doctor (who is taki
A O
Signature : pdé/ ................................... Signature :<~........ s B e G 5 i N

Name : M'Q hsaa /“’“‘M‘ S’W : Name : O« nnlens l{“)ﬂnl

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

: ‘ ’ \
Date & Time : ! .\oyf% A 1S AP Date&Time:...}.9\3...\Mﬁﬁ....;..f}..l}“%h

Docu. No. : RCHBH /FRM / CLINICAL / 028
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Do Sor HOSBO DFoN0S’ @08 JIYR) For LT DFooSs 2530 YOO HaDS ok, Hiraren
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Sk A ne o sanbo:
Mo o | e
URINARY CATHETER BUNDLE CHECK LIST et | W e

Date of Insertion: ...|.0 H/{% ....................... Date of Removal: .. R l”r[’b@ & AR 'va)
Parameters Date Shift Time | (© Q b o~
Need for the Catheter }Yes CNo | OYes CONo | OYes CONo | OYes CONo | OYes OONo | OYes CONo | OYes CINo
Hand Hygiene Yes CNo | OYes CNo | C¥es CINo | DYes CINo | CiYes CNo | C¥es, (Ao | [1Yes WG |
Usage of Sterile Equipment ,Erﬁ; CONo | OYes CONo | OYes CONo | COYes [ONo | OYes ,\EI NCf D?(\a/s/D—No/ /&3 Yes [INo
Is the Collection bag below the level of bladder ~TVes CNo | ClYes CINo | ClYes CINo | (IYes D\Nﬁ\ D B‘YEEMD&Q/@S CONo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) Aﬂa; CONo | OYes CONo | COYes OONo | O Yes% %’ﬁo }J(ES/D No [ OOYes CONo | COYes CONo
Is Catheter dated as policy /DYes ONo | OYes CINo ,D Yp\\@Qb O Yw OYes ONo | OYes CINo | OYes CINo
Collecting bag is been emptied regularly? /DYes (ONo | CYes CINo Yes O N‘o/{Yes ONo | OYes ONo | OYes TONo | OYes CINo
Maintenance of closed system for the catheter A=¥es—CINo | ClYes CINo 9\(33/&1 No | OYes ONo | OYes ONo | OYes ONo | OYes ONo
Dressing clean and dry? L TYes CINo | C1Yes W/D Yes CONo | OYes CONo | CYes CINo | TYes CONo | CIYes CINo
Is the line removed as Policy? ClYes TTNo }W{D No | CO0Yes CONo | OYes OONo [ OYes CONo | OYes CINo | OYes CINo
Performance of Perineal Care (mﬁ Qyo/f OYes CONo | OYes OONo | OYes ONo | OYes CONo | OYes TONo | OYes CONo
Onset of New Fever OYes (Q'NU" O Ygs o Nﬁo [] Yes OONo [ OOYes (ONo | OYes OONo | OYes TOONo | OYes ONo
Asses for the leakage at the site of insertion _Z7fes CNo | OYes CINo | CiYes CINo | O Yes ONo | OYes CINo | CiYes CINo | CiYes CNo |
Name of the Nurse @n,jg
Signature of the Nurse ’—m
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Mrs VAISHNAVI SHARMA inbow®
13121997 WYEM2ID () R

Or. PRANATHI REDDY A Children’s

AT — 3y Hosuher.

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

8

%BirthRight"

Your Right to a Safe Delivery

Date “H]‘/’lé ......... Tme: ......q éd""‘ ......................
origin: ... aroM- neight:... 106G weight... 9:. 953 B 50 €4Rm 7
O NN o (o S,
'\o\wsrs ..................... D S MO..... KEG Ok (OB BBV
Typeof Diet: [ Liquid FSoft L1 Normal ] Diabetic
/B’@,getarian [ Non-Vegetarian T Vegan
Diet Advised:

@fkba&@ 9 dh

Patient’s / Attendant’s Dietician’s

Signature: ...... \C)%% .......................................... Signature: ............... gﬂ*pﬁé’/ .................................
Name mb\\w\\cw&\gmm ..... N il —e an .................................
1L 4 ‘13]1& ................. DAt & TIMS: v Jlfq’f.Q 6 ......................

Eh Ko
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DIETARY NOTES

Date

Time

Notes

Sign
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Lt Chitdren's | @ BirthRight
Hospital _ | () ruseonoins
BREAST FEEDING HANDOVER AND

ASSESSMENT FORM

—

Breastfeeding initiated?
. Yes 0 b.No

0. NG, RBASON ........oovurvecrsesienceresssassssssrassassssssiessssessssssstassasssssessssassssses sbesssassasssssasssssisssssdeessssssssssassstassssassssssssassensnsens

w

Nipple condition: |
_+—a. Nipple well formed |
1 b. Flat nipple
[J c. Inverted nipple
0 d. Short nipple

4.  Milk flow:
] a. Good
. Drops of colostrums
O c¢.Dry

e

Steps for Positioning and attachment:
/D/afBaby goes to the breast |
0 b. Mother always sits with a back support |
00 c. Ear-shoulder-hip should be in a straight line |
[0 d. The baby takes a latch on the areola and not on the nipple |

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch
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6. Was the position explained;
——a.Yes
0 b.No

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

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

L B e O SR SO .55 A PR Sy S e N

Continuity of Care: Date: WI;H%

DNipple  poegp fé%ﬁuzﬂ
’D?lo;w@ 5((, Cﬂéﬂf&—ﬁé’ﬂom (szz

Handover given by Handover taken by ........... I ..............................................

SIDABRIS ... niionind (;’/F{) ........................................ Signature KYM ........................................

Date & Time: ...... fOl:H%@ ..... 819” .............. Date & Time: ..... [D\:H% ........ @Wm ..........
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It takes 3 lot to treat the Fm Your Right to a Safe Delivery

B\

DISCHARGE PLANNING FORM

Nationality: l ndig O

NOTES: * To be completed by a NURSE within (24) hours of admission.

1.

2.

Anticipated Date of Discharge:

Destination Post Discharge:

Discharge Status:

[] Needs Assistance In:
] Medication
L! Bathing
[] Eating
L1 Walking
L1 Dressing

L] Toileting

Nutritional Plan:

ome

Family Members Notified (Person Contacted)

[] Transfer

Hospital Facility Notified (Person Contacted)

(1 Self Care (1 Family Home Care [] Home Professional Assistance

] Yes
] Yes

[] Yes

Remarks

T
_LiNe.
A No
&0

[ Dietary Instruction Discussed with the:
] Family Member L ORI i ol oot e

[ Patent

Discharge Planning Discussed with the:

_#T Patient

1 Family Member M R S N L SRR RO 0y

Patient/Family Educational Plan:

[-] Patient's Educational Topic/s discussed with the:

Educational Topic/s: ........c.ccouu.... %\Qk ..... \"“-&‘-KLQ’Q— ............................................................................
L1 Family Member W0 | T S A e T e r et i3

atient

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



