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e SURGERY DETAILS

DateofSurgery:....'.D..(o..UI‘:IL.%.Q............ [ 0T-1 CJOT-2 (J0T-3 &70T-4 (108G OT-1 [ 0BG OT-2

Name of the Surgery : S{‘Ef)( ..............................................................................................................................

Timein-.. L0 Koaum .. Tine QU L. it C {/r ...... -
NAME AMOUNT

1. Surgeon DYS\\M’;‘V\ ...... FR\';JJE} ...................................................................

2. Anaesthetist D’f ...... SstQJ ........... R it T i e P

3. ABSISUMEBUEOBIN | ....ouevuuvorsiiosssosrirnasssrrmassmstnaiasssspisspsssspssensioanssasisiaginsal. £ s EKISARIroRacsauntta ioRs 3 8ot ckismuinsasschiss
4. 0T Technician —\2& ....................................................................................................................
5. Circulating Nurse : ..........=42! “L() - SNSRI St RO 1o, (A0 ot
6. AssistantNurse ... M“-ﬂ@fw ..........................................................................................
Special Equipment: [ ] Laparascopy | Broncoscope (1 Harmonic ] Morcelator

] C-ARM | Cystoscopy ] Versa Point 1 Liver Cusa

] Neuro Cusa BE TR A SER

S
e %a@w
Signature of the Surgeon Signature of CirCulatin
On MO ...oooneinine s 6(‘1]6} ............... Order by: ...... d ....................................................

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




e 5} 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 2" TEL NO :+91-40-4466 5555

— WEB : https://rainbowhospitals.in

ADMISSION SHEET

. : > (WAL H L CURUR TR LR 1
Registration Details :

Admission No : IP5-00176010 Admit Date : 06-Jul-2026 Admit Time : 08:51 AM UHID : BAH-00656931

Patient Details :

Patient Name : Mrs JUHI SINGH i Age :37Y5M3D

Guardian : Mr HITESH SINGH DOB : 03-02-1989

Gender . Female Religion

Occupation - Martial Status . Married

Address (H) . FLAT NO 403, URBAN ELITE, TUKKUGUDA Phone No . 7873968373/ 7620842220
m‘;ﬂ";%'i’g;g“AHESHWARlA_M Temngens E-mail . SINGHHITESH101@GMAIL.COM

Admission Details :
Bed Type : DAY CARE Bed No :RC 407 Ward Name : 4F-GYN RECOVERY

Room No : RC 407 Admission Type : First Visit

Contact Details :

Name : Mr HITESH SINGH Relationship : Husband
Contact Address : FLAT NO 403, URBAN ELITE, TUKKUGUDA Phone No . 7873968373
Thummaloor MAHESHWARAM Telangana INDIA
501359 !
Heted &
I~
Signature
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisati : OBSTETRICS AND GYNEC
ARACAMA pecialisation STE DG OLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : ICICI LOMBARD GENERAL

INSURANCE CO LTD

Printed Date / Time : 06/07/2026 08:52 Printed By : 015513 Page 1 of 2







ACTIVITY RECORD FOR BILLING

Name :__ _

UHID No. : _

BAH-00656931
Mrs JUHI SINGH
03-02-1589

Il

Date of Admission:

37Y5M3D
Or, SHRUTHI REDDYIDr LAVANYA

IP5-00176010

2

Rainbow’ s thRight
Children’s ‘B"thR'ght
Hospital, |\ woieionooms

Room/BedNo:__ _______ Ward: - - Suggested Billable bed type : _ _ _ __________
WARD TRANSFERS
Date Time From To Signature of Nurse
6|2 [Uo|  106V) (1 A o (e _
6)or i Ca b1 Gy Al AL
6] L?ulm, CoyAl 11~ B f\{ijl,
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




BAH-00656931 IP5-00176010
Mrs JUHI SINGH
03-02-1989 37Y5M3D (F)

Dr. SHRUTHI REDDY/Dr, LAVAN
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eqee

CONSUMABLES

Rambow
Children’s
Hospital

It takes a lot to treat the litthe.

/f/

\\

[E

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Uellvary

T - Technician : ........ ... g®......... D0 & oo B e Time :....L ©. lB&Q“V\J
Anaesthesia Disposables wsvea Y usea | Surgical Disposables mmﬁ_um Disposables (Baby Side)
ETtube -0, 35 J4) [~ | MajorPack 4,0 — [— | mjVitk
LMA Lt 14) | [ | Sutures R < ) Cord Clamp
ECG lea P/N 2|2 | cobt a0 Jrrd N { | Suction Catheter
HME fitter (/P / N [ A " Con Feeding Tube
Syringes : 10 cc )0 | F Vaccum Suction Set
05 cc 10 |6 Gloves Surgical Gloves
02 cc 16 |9 (D E,‘ 1) 1 2 [ 942, [\49. | Gauze Pack
01 cc I M SOy a'h [w |\ | Syinge tmi/2mi
Cautery plate fA) P/ N ] s Sﬁrblc’élfblade \'.)_ 9 tdy | —| Surgical Blade # 20
IV set * 1| = | NG tube Koochies (S)
| TRRST / ) {) Cautery pencil NS 5 oot { 5]
NS (ﬁ)mlm/ soomi/1000m | 2y | 4 | Koochies TWM ¢ B | ot
so— tmaSe Cadl | | (| Ointments TOU Lcu1w VY Rt
plomspai) 9.3 | 1) | ——pSuction Catheter Nf Ao oo/ i
Fentanyl )" | [ | Cap, Mask O [531 \»I(_ =
Morphine | GauzePack QA w  Isva | 1%\ [ U u% < Hon
Ketamine Mop Pack ; mElmn 2 |
Propofol 2 | Q| Steristrip L e, 11 |—
Rocuronium { | _— | Underpad ) ) v
s ! | | Draw sheet \ \ s coaonliil 2048 (1) | ~—7
Myopyrolate 1 —| Abgel cofdaa G¥
Ondansetron [ ] | Foleys catheter 1) N4 i b e ds f Sid
PencarﬂSHﬂSpinal Needle 22 | |J——] Urobag ..., & . W3 — I Taamexes | |—
Bupivacaine 0.25% | |~ | ChestDrainage Catheter fnfapflie X {
Bupivacaine 0. 25%(Heavy5 [ | __| Romodrain bag niA Sk of.30 1| —
Antibiotics ' Bandage E-Dhflaing v HE
Tegaderm I &1
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100me~~ _— | | | ~— Vaccum Suction set | 1
| Justin : 12.5 mg / 25mg / 100mg ) |y | Plastic Bed Sheet T
Tab. Misoprost : 200mg " | Betadine Solution y 94
i gl / { | Microshield B G
Nt o = <3 | | Cotton Balls | 1
B il L |— | LatexGloves =
) .C_f-r—] ) ; __ | Ramdione Scrub
2 @otiocarn [(t)]| ~ | sl
9 6 N 900 (Anaesthesiologist OT Technician

M/ GENERAL / 125

B e sserasassssnssusnnssssasssnssssnananasaananesstasnessiatnstataiianann

Ordered by :







MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting ;
e Equipment Time Time Order No. Signature
{o\%b bosdia Mool tasm| 3% p 36 Joaqy- f&%{/
L I } ‘




PROCEDURE

Date Procedure Quantity Order No. Signature

r-_fj% I Placerpn - | 89790 | Z~n
EBE! PoL [ Weg7eq | 2o

ANY OTHER INFORMATION

Dat Time : Prepared By :
e: =

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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ES AND DOCTOR'S ORDER

PROGRESS NOT

Progress Notes

Docu. No. : RCHBH JFRM / CLINICAL / 088
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BAH-00656931 IP5-00176010

Mrs JUHI SINGH ,r/{ﬁ_.
03-02-1989 37Y5M3D (F) H = ® 4
[ or SeruT RepovorLAvaNYA Rainbow | @ girthRight
T |H ”| N\||||||||| ” ||ll|| Hospital .m_mmé
1t takes a lot to treat the little. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: b‘?[%

Baseline Information:

Admission From: O ER 1 OPD stsion TV 1t ) R ——

Primary Language: ] Telugu ] English ;S);Hn’di [ OHhers, SPECITY ........ceucusrssessamsassnssassessaceses

Do you require an interpreter? [ Yes f_:)lo’ TR LT ) SR

Source of Information: Z.Pﬁent ] Family (] Others, SPECITY ......oceuerrursuemssssssssesssssssssusmssnsmssssssssssansasasssass

Allergies: [IYes [ Na_/ [] Medications (] Blood Transfusion () Food ML ] it A B =k
Ifyes , identify

Chiet Complaints: ........C.eovm Cod  Cro TR e

Past Medical History: Obtained From g}ﬁient [ Family Member ) Medical Record [ Other (specify) .................

Past Medical History Past Surgical History Previous Hospital Admission

W 4] o]

Gynecology Assessment: [ Not Applicable Gynecology Surgical History: Gynecological History:

Menstrual History: .......ccoveerernsnrasesnsaces Caesarean Section: =0 [ Yes Contraceptives: [0 [Yes
................................................................. Cervical Cerclage: [JNo [lYes Vaginal Discharge: [ =No [ Yes
Onset of Menarche: ..........cvevesnensnsnsnences Ectopic Pregnancy: («ffo [ Yes Post-Coital Bleeding: [2-Ne [ Yes
Menstrual Cycle: Daegular [ lrregular | Myomectomy: ClNe~ [Yes Infertility: D/No [ Yes
Last Menstrual Period: ....... 25’]3)% Others: If Yes Type: [ Primary [} Secondary
Obstettic History: G ..o s P it RN B iadfionr o—— ;

Previous LSCS: .........ccooovvrenescinmnnininsnsessssssssssissleessnensnsnsnsees

Current Medication: [ None Eﬁ’@ If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[ Heart Disease [ Hypertension wbetes [1Stroke [ Seizures [ Kidney disease
(1 Liver disease D OMIOE «...ovoeissesmssmssnassssssasnosssnensesnsasaeiiasessssiasssassonsassssebasasenssisssnessnsssssesssssbussersesnasassaisssanmsnine sissnsy

‘Viial Signs / Measurements: Temp: ..ﬂg.'..‘.ﬁ?(’ HR: %M RR: 2-9((\1"
B T T — Height: .....c....... R i

Pain Assessment:  Pain: [ Yes i)la/ (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL/ 151~ (PT.0.)




——— Mrs JUHI SINGH
l 03-02-1989 ATY5S5M3ID
RUTHI REDDY/Dr LAVANYA

R

(F)

PHYSICAL ASSESSMENT

General Appearance: Zyalthy C1ill looking L7 Anxious L] Agitated LT OBMIEE: .occrinnnasannss cmnensirens
4

Fall Assessment: [ Y}af LI No Score 7@ ....... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: \/(9( [INo Score....... (]X ..... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
! Mobility problem ") Walking Problem M6 Rbnormality Detected
O Developmental Delay ~ Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: El)i(Abnormality Detected
L1 Overweight L] Poor Appetite > 3 Days ] Needs Therapeutic Diet.
[1Under Weight L] Diabetes Mellitus ) Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative L] Restless L] Depressed LI Agitated [] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single D-Nﬁed [IDivorced ] Widow

2. Special Habits: Smoker: [ Yes Alcohol Abuse: [ Yes IEIJ;/ Drug Abuse: [ Yes/’ZrNo
Social History: Lives With ................. &w“\cj ...............................................................................................
Orientation has been given regarding the following aspects:

Call Bell in Reach : _D)fé I No Waste Disposal Explained: [ Yes.#TNo

Infusion Pump : es [INo Hand Hygiene Explained: % [ No [] Others

Above information given o .............. el ?OJNM .........................
Name of Person Orientation was givento: ........ Hm ..... (J w%\’ ....................
Lol R N A R D

Nurse Signature: .......... W .........................

Nurse Name: ............. ARG A{A ~
Date & Time: ........ 0121 16 oA




;:ﬁff::l 1PS-0017601 %?III?C? ;(:!vl::s . Bll'tthg ht
i, Hospital _ | e
VR i - or evecoLogy
Date of Admission : ................ ’Qtﬂf‘u ........................ Time of Admission : ............. YS“% ,,,,, P A
L e T BN T K e A R e A Mow any drug allergies
------ PRESENTING COMPLAINTS :
Q./ CC&;\&CDQ, ‘EJJ’%?\Q G’N@b«va , kel A'MM\OJAM (I3 sl
’ .I‘C\ , He ‘ af #ac @‘1@1{325«'3.
A s o Follow Wp woh Pl . A
Hod. o Mj\ On Yoff fuwue thw
Qﬂ,lal 20 () ppoc — Oowen M gfju 33 Zffmen
Mokd i Qo bekuwn wnad & »
wdh poophowll  Veolouly b
MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage :

Previous Periods : 3\9{&& :

Parity :

Mode of Delivery : l'ﬁ) u"""w& %FQM’F

LMP : 9\3‘ APLY Last Child Birth :
Contraception :
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
Y\X\e\ (N

Docu. No. : RCHBH /FRM / CLINICAL / 086

(PT.0)



BAH-00858931 1P5-00176010
Mrs JUHI SINGH

03-02-1089 37Y5M2D

Dr, SHRUTHI REDDY/Dr.LAVANY A

T

F)

E i “U“Puq‘
; Methao - Dyyy -
|

MEDICATION HISTORY:

< Twen. ®

Pallor mins
CVR Qd@

0 Y

-—

Respiratory System
Thyroid

Abdomipal Examination

----- INITIAL ASSESSI:JIENT -
Date g H l‘l L. Breasts Local/Speculum Examination
Ht. Wit.
BMI

Bimanual Pelvic Examination

PROVISIONAL DIAGNOSIS : 5 CC&MOM ‘Jﬁ?lt P’Uuamﬁma XRPQ C ) {o,

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

STEPC -

R@w .

L?\?’b-i,
1 ol -~ O
P\L - 1 ¢4 —— \
T !
WRC -7 200 N
| Hw/
yl?t%:
Ton- 1%

Y iain
Ww&uﬂf
PR
prp o P
Mf—g\%& anouwdatile
Uiely  Monddy
Send 1 oMol

O Aoty

Name of the Doctor :

Signature of Doctor =¥V~

£ Fac .

Date & Time ;

/, 3 T3




BAH-00856831 1P5-00176010
Mrs JUHI SINGH
I 03-031039 7YSM3D (F)

SHRUTHI REDDY/Dr LAVANYA

S T
DEFICIENCY CHECK LIST OF CASE SHEET

\%

Rambow
Children’s
Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet .
2 | Discharge Summary — —{F) M [
3 Nursing Initial assessment N " i
4 | Patient Transfer form L i B
5 In-patient Medical record y |
6 Doctors progress sheets g /
¥ Nursing plan of care and handover sheets ’) foce
8 | Consultation sheet ;
9 General consent for treatment \
10 Consent for Surgery
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation s T
17 | Consent for Formula feed s
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
22 Neonatal Admission/Delivery/Physical Exam £
23 | Medication Reconciliation \
24 | Emergency Triage record :
25 | Pre operative check list \ i
26 | Surgical safety checklist h |
27 | Operation Theatre notes | /
28 | Nurses clinical Presentation )
29 | TPR &BP chart 1 5
30 | Intake and Out take chart (fluid chart) &
31 | Drug chart (Regular Prescription) |
32 | Investigation Values (result sheet) i |
33 | Nebulization chart [
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts) A
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale -
38 | Braden Q Scale /
39 | Bed side check list [
40 PICU bed formula Dilution feeds "
41 | Gastro monitoring chart { 1135 % A\ \
42 | Rch ED doctors note 4 N ) N
43 | BP Monitoring chart P
44 | RBS monitoring chat <), | /
‘ _X\ \\J’\J\ \ / s
QO [ X 1 = \ e R
Total No. of Pages ¢/\f i T ’N(\vﬁﬂ 4

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



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Mrs JUHI SINGH 5]0 Cl
03-02-1989 7YSM3D () 9

Dr. SHRUTHI REDDY/Dr, L AVAN

e | IlHIIHHHIIIIIHHIHlllllll!l Ehinsow, ‘Binhaight“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

N

Hospltal

It takes a ot to treat the little.

RESULT SHEET

Date E’ l b Lo
Time ;
Hb e >
PCV
RBC
WBC Qi W10
N/L
Platelets \: b4
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

(
H v Hsag

vw YV

e

GUItIre and S enSIVITIRS e e st oy o e oS S e Y L T T s S T S Ry S eV S e o a5

Radiology : 2 T ——

IERE im0 5 S RS A P oo O S S S S

Others (ECG, Contrast StUAIES B1C.,) : ...cvevvrrreerresicrenseec st sssssssisssensssssassssesasssssnssasaes




BAH-00656931 |P5-00176010

Wana o e Rain ﬁ%w” & s
Dr. SHRUTHI REDDY/Dr. 4 2 Bi rthRi ht
iiin- Chiders | QiR

MEDICATION RECONCILIATION FORM

DIUG ANIBIGIBS: ...eoeveevceecirriemrssisisei s (ot 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: (’“l//\{ .................... Shifted to: ........ o 7 gl SRR
Slle (aeuemgﬂﬁfé%#ﬁd EETTEHS) (m';?ﬁfcg) (Po,':a%l,"sEc, v) | FREQUENCY b:,s: ,01(-,),?,5 %ﬂ?gﬁ:g

1 o 4 o \Jouls (o o N
: ¢ 0oe
: Oc oioe
: 0¢ OInc
; Oc ooe
; | Oc Ooe
z Oc OIoe
4 ' Oc Ooe
: Oc Ooc
i O¢ 00c

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

Doctor Name & Signature : ......... S e DJ\ ..... E ......................

DEE & TINE © oo Q’\Lﬂlﬂc F-4sfv .

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



BAK-00656931 1P5-00176010
Mrs JUHI SINGH

03-02-1988 37Y5M3D {F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

LA

DRUG CHART

-
Rainbow®™

Children’s ‘BirthRight"

1\

Hospital BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. Your Right to a Safe Delivery

Date of Admission: ............ & .......... Drug AlBIGIBS. oot Mn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES

1) Right Patient  2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date»

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Dater

TiJ;ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RGHBH /FRM / CLINICAL / 118

Page: 1/4 (P-T.0)



Mrn JUI'I SINGH
03-02-1989

IFITWuUlfouUIY

37Y5M3 D
Dr. SHRUTHI REDDY/Dr.LAVAN

F

]” m ﬂ”" "l]mm" m "m“ m REGULAR PRESCRIPTIONS  Weight. Wb& Ward. ..o
orus L ¢ cfFotiram § [REE
Dose | Rbute |Frequency [Stapt Qate qg’nq,;nu
Opn | & |3p |CHIaE >
me & Signaturel of the Doctor i =
Starting the,Dru& ? - S; "R
|3 ‘L( W“‘/ &
Additional Instructions: o KA m»—*”
24 __%\‘9 G\ \ Ak et
. LY o W
Daily Doctor's Endorsement by a Sign (“ .
DRUG: 7. PARACETAMAL [TinelOX i
Dose | Route |Frequency |Start Date .,:“ (\J}‘_ ',y\ :
Lem| plo | ez |odforfes™ |0
Name & Signature of the Doctor A
Starting the Drugs: Wo, ]
PE. SHT N 567 ‘;‘ﬁ"“ (x?(

Additional Instructions:

AN
Daily Doctor’s Endorsement by a Sign
Date»
DRUG 1~ PANTOPRA 20 = [TimeA\X
Dose Route | Frequency |Start Date
o] Py [ 00 [FldAhk
Name & Signature of the Doctor .
Starting the Drugs: NN ﬁf(ﬂ““
DY D\ YT
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
" - Dater n b
DRUG ) - CEFIx(rAl=  [Tipe N
Dose Route | Frequency |Start Date| - A
0
Yomal fo |BD Al1081C
Name & Signature of the Doctor
Starting the Drugs:
s D X

Additional Instructions®

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Mrs JUHI SINGH

03-02-1989
HRUTHI REDDY/Dr.LAVANYA

I

A7Y5M3D (F)

Weight. .......... ﬁﬂ?j’Ward. .....................

Date»
TIG‘}B Nurs‘s Sig. l Nlis{ Sig. I Nurs& Sig. I Nurs‘e’ Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - fose . Ha
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . o - e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAR‘ABLE DOSE T[U'le Nurs&Sig. l NurssSig Nurs&Sig, Nurs‘e'Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Or. Sign, Dr. Sign. Or. Sign.
RO ute Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor - i s e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: o e - o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. I Dosage & Other ;
Date
Time Medication SR Route SAgnature Nurses
T vV s
op\| qost [ h PR ~tomy W 3
oo ]2 11 oY QUP PTCLoFeVAL (00 o Pl Sy ﬁﬁ%
O ¥ Svdl\(\
lor || 11: 1bAv) |[INT ONDAW seTRON Limg W] a— QJ,‘{%
Page: 3/4 (P.T.0)



Mrs JUHI SINGH
03-02-1989 37YS5M3D (F)
Dr. SHRUTHI REDDY/Dr LAVANYA

. 6
I"””” |||||||||"||| "“”'""“ .V. FLUIDS CHART Weight. 0> "“T ward. ...

Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
mi/hr | Sign Sign | Stopping| Sign Sign

©r i
Aot 1o ooy RN GeR LACTATE | [V [0} S P o9 o

4 4 S

By
D(:]od\Ua[ojgshMRiNQEﬂ LacTATe| lv |F P A—r @—‘___ N

Date Time Composition of I.V. Fluid

(It infusion, mention ml/hr = Mcg/kg/min. etc) Route

Page: 4/4
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Mrs JUHI SINGH
03-02-1988 A7Y5M3D (F)
Dr. SHRUTHI REDDY/Dr LAVANYA

0O

Part - I.

Patient's / Leamer LaNQUage: .............cccocoevevevveveneesiennnn. Patient / Learner Literacy: [ Bead [ Wrfe [ Speak

INTEKUISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Willingness to Learn: [ Yes [ ] No

2
Rainbow*® . -
Children’s | @ BirthRight
Hospital .w

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

Healthcare Literacy: [ 1Yes [ 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 LT R s R D TR O e S
Part- Il
Use codes from the list in part llI
Need . Designation /
- Time | \gentified SO T fead Mechanism/s Comments | " Signature
1 Person Taught B“’!““ﬂ Teaching Tools | o overcome | Understanding | .
i _ arriers barrier/s \
RINE B s gl B ¥ it e I e
s i y B
5 9h

6Pl 9.1 T | Pawed Toupat ouyms | pr| | o

o IMment QI pl,
63126 |3:20 | q So) Riet Pr | o l | _ | Nikireel
P“r‘r\
Part - Ill: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver 0 UG (BOOCHNY ..o shisienss i i i

Learning Barriers:

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

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

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

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

13. Cultural/Religion Practice
TORIS (DD ...t e it S

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 i AT T T R e £ T NI L SRR
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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IP5-00176010

Z
?ﬁiﬂgﬁf"w 37Y5M3D Rai_"b%w: . BirthRight
ST MULTI-DISCIPLINARY PLAN OF CARE FORM Childrers | () BirthRight
Hlﬂslll’ﬂlﬂ- oy
??ntli | Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
\g$- oMidel | 2ia sl (WQ O Nursing
_ O Nursing O Modified (F’ ?r\”"‘a ' l 0 Others:
%"\Q\ [J QOthers: = Per-Op { % W — :
& Post Op .
9 o
é [H % u Medical [E.l/tﬁ’rtia-ll M‘PO [ Wﬁ) : ~ ) Medical
11 Marsing O Modified W pAd S O Others:
O Others: o Per-0p | b Lewlsan — /(Q
-0 O Post Op ) 2l Lo llc A rvglas -
O Medical O Initial poD ~0 . O—dy O Medical
~ 6 | O Nursing O Modified g g ' e O Nursing
6‘3\ ' Others: O Per-Op SERPC S’odr et H"%tﬂ g o I\Uw&& /5 Others:
3130 | 4icRRawn | A PostOp oLick .
pr
O Medical O Initial O Medical
[0 Nursing O Modified [ Nursing
[J Others: C Per-Op I QOthers:
O Post Op
O Medical - O Initial O Medical
7 Nursing 0 Modified 3 Nursing
1 Others: .- Per-Op L Others:
£ Post Op

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

b

12

frd
)

10,

10| 11|12 11

RESP
(write rate in
corresp. box)

Saturations
Administered 0, (L/min.)
40
39
= 38
3 37 LNV i o7
E" 36 i 3 m 17 7
35 2
<35
170
= =
@
W
&
=
)
o
170
160
'Lﬁ: 150
= 140
= 130 i
T g 120 v \§ K —\-’Ul—%b- e mﬁ ]Ub (1]
= 110 1 4"‘ = y 4 t
3 100 I A i3
2 90
£ 80
70
60
50
130
2 120
‘rs‘}_ 110
x 100
VE =
g 80 ,qu }..Ja_ﬁk | : v
= 70
2 60 ORA- e ¥Y 20 2 :
3 50 ' \
40
NEURO - L ] % ¥ Vv % L
RESPONSE Voice
Pain
i¥] Unresponsive
URINE > 30 (7 v
mis / hour <30
Proteinuria fossns> :
Protein > + +
Lochia Normal
Heavy / Foul
Liquor

‘AL ORANGE SCORES

Clear / Pink
ALALALEE 38 ° [ g

L L

TOTAL YELLOW SCORES
TOT,
Nurse Initial

S

—

o

1Y
Q| WINI NN 91 4 [
/ﬁ‘ ,j/

R s ;



Early Warning Signs

[ Obstetrics and Gynaecology J

i i
1 Yellow Alert :
Repeat Observations
in 30 minutes
2 ol
e Ec & B
Complete a Full ZCYﬁlltt;w é:)el;tsto.r 1 OrarljgfeR Alertt:
all the Obstetrician and Repea
Set °f,ME0WS Observations
Obseryations s in 30 minutes «
K % " Y,
r e
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
o Repeat Observations
: v v in"15 minutes or continuous
monitoring
5 J

* The Modified Early Warning Score (MEOWS)



BAH-00656931 1P5-00176010 "

-

‘— - E%EEE&?:iZDSLLS&SSNVA o E[a‘ll?c?"gvr‘l::s . BBErtBE\ RongThE'
I il | s
[FLUID CHART
Sheet No. : ............ @ ............ A /—7/070&5 '

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.

ksl g A
Date | Time gaﬁ:ﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis n?ﬂ?ge
Mouth | LV | NG A
08:00 am '\ oo
\rﬁ" 0g00am| ) | o §OM v ar o
* [loo0am ' | toes) Ny o ;&
11:00 am V| 1oe®) ’ =
1200pm 00 0\
01:00 pm OV [ to &) 0 )
Total Intake : /2447 - : ; Total Output ;- Np ¢ — 1 -
02:00 pm ¥4 _ 4%
03:00 pm R o™ )\ o 4l
04:00 pm oW ‘ o Ja~
05:00 pm >3 v o8
06:00 pm W0 ©0 \[1yoTH
07:00 pm o IV
Total Intake : 7 QA/cers - Total Output: v/ — | m—‘a
T os00pm [ 0 |)
0900 pm 4o Ko / £ | 0. 1P
10:00 pm % e o |[J
11:00 pm Ho | o b o ) M
12:00am = I vV [ o b
01:00 am H O Xl | O ,\
Total Intake: TQkes -~ Total Output: 4 — 2 - m— NP
02:00 am | e S w}w
03:00 am Ho |/loe [ L P ?
04:00 am 7 Alp B R
05:00 am d o = 6 e
06:00 am Ho lipom” v LD
07:00 am Y Q- gt
Total Intake: -7kl Total Qutput: (o— o0 ™M~ /MP
Total 24 hrs. Intake | TMW’ “ Total 24 hrs. Output u— ‘?;1_,,
L

Dacu. No. : RCHBH /FRM / CLINICAL / 092
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Mrs JUHI SINGH p
! 03-02-1089 3TYSMID )

=
- = ®
Dr, SHRUTHI REDDY/Dr.LAVANYA e Bi rthRith”

T L [FLUID CHART]  fesra” ‘_

\

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

SheetNO. & oo,

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

Intake Output IV Site

Thrombo- ¢
Date | Time Ob#agﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis [ Sign.

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 Output :
02:00 pm '
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : > Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output ]

Docu. No. : RCHBH/FRM/CLINICAL/092
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Mrs JUHI SINGH

03-02-1989 37Y5M3D (F) ]

Dr. SHRUTHI REDDY/Dr,LAVANYA Rainbow®
OO 1 RTET Children’s .Blrtthght
= i & RAINBOW HOSPITALS
!‘ : NUHSING CARE RECORD !t-llztgasupm!'gatamlm S:u Right to a Safe Delivery

Shift: Moming [] Afternoon [ Night Datefaf}/zé
Assessment: R . 0 E R TR I ISR | JWEn 1A ALY % HEN .

e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
E irtain Personal Hygiene Q,Pévent Infection [] Meet Elimination Needs },Ensure Safety [] Early Ambulation Reduce Anxiety L Batient & Family Education
S | [ Identify Potential Complications [ AN OUBTS. SPBCHY....everrresemmneeessrimsasrrrsessesssrannssenaaissssrenssssssssianssasessssnsnntsssrsoranssessssassrsnenes
Time Plan of Care Time Implementation Evaluation
Ay |4 B Pl Hw Vi DoCplt Wadve wlg oA devp pod et Iy
q;[% —[ plen 45 Sl P“OA»{/)QU}\.U;A q:cd—t Slen PW)W deve— W
w (ly 2 Mi}oq Pup | vagmlI L ’
samg”‘/)“’*"l#" ey Ly

67:30@ — I)u"'\ CF-F( PH—C_

Ay

o Pe o4 PR, iy ok
; \ acl mwide P
gl o prown’de PW?’V\M 08, 'C_’.M;;DUTF oAl
- SwpposT j ;
R Vo -suoresmen sompse e oo ey vt Seomesseees SRR Rt U SR
;;;;;.';i'&;;;;""'.'_'.'_'.'_'_'.'_'.'_'_'_'.'_'.'.'.'.'.'f.'ff.'.'.l’.’.’f.’.’.’.?ﬁ.’éfy’.éﬁéﬂfff.'.'.'.'.'_'.'.'.'.'_'.'.'_'.'_'_;é;'.'.f.ﬁf.’.’.’.’.’.él.}'.ﬁé.'_'.;;;iﬁlﬁﬂ'.'.'.'.'.'.ﬂ’.’.é’.@%é’.ﬂ]nﬁ%f.ké;;ﬁl;ﬂﬂ".'.'.'.'.'_'.'.'f..'.'f.'.'.'.'.'.'.'.'.'.'.'_'.'.'.'.'.'_'_'_'[.'f.'..........'.'..'....__...'.'.'.'. ................................

£/8/% op 1O/

A AT, DEte & THRHE: .........ocribubivmishoitassiussisteaoswitbt b datacts

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

U T e b e NUrSS NBITIE: .......conessersessseniiabiothyinthzomis )
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Rainbow® . oo
,,-A*°°.’“31 |P5-00178010 . Child_ren,s . Blrtthght
NURSING CARE RECORD Hospital_ | () uwoncm:

03-02-1989 LAVANYA

Y, ——— ST

PSRRI st DRI e I | ......cormmonsiopivemsmsininiain S R b it i L e R e

e | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort Mﬁntain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status [J Maintain Skin Integrity
Tg aintain Personal Hygiene ,Z’ﬁevent Infection [) Meet Elimination Needs _ll/ErGure Safety [C] Early Ambulation Reduce Anxiety L-Pafient & Family Education
S | [ Identify Potential Complications L A DINSTS BPOCHY Y. ..t sommsonvonsrayinin e s o e T e

Time Plan of Care Time Implementation Evaluation

(it | T St e patud] o |4 Aulud Twe poty sl re
il Wy Sy g , P bon dois oy Rolwek

Lo fudats Wifd &gy, rz%w{ e witmy Clncd dont oo 0

QD/‘J&) o “[7\3 W YHo Cl":r"a‘ (’l;lo_{ Wm o M _Ju”(tg m‘(

—f {U{)O [0, | — D [fn"”“eﬂ- JA'QIU.A‘(L(

' o Adugliac buddedso M mzmd g

i e da olon

VP\ o P o4 0N dog . ')')}17 Ly Adng Litrs—

; el oy pon ok 09t
| to [rowde Pof _:
Bd) bfs“ﬁl’off” In | o pow'ded /%{ 4

I ginsurl . Safky 22 30pks3 SBO PO, (04 102
Re-Assessment: ¢ R N 7 e b

Nurse Signature: .............. /% ...................
Docu. No: RCHBH /FRM / CLINICAL / 148
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Rainbow” . s
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

wn PO NURSING CARE RECORD el

L 03-02-1989 ATYSM3ID (F)

L vate: . /[ . Gprra

Assessment: PWAWW ....................................................................................................................................................

e | [J Maintain Airway and Oxygenation [*] Relieve Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance (] Maintain Good Nutritional Status [] Maintain Skin Integrity
E [Z] Maintain Personal Hygiene [ZJ Prevent Infection ] Meet Elimination Needs &,D/Eﬁsure Safety () Early Ambulation Reduce Anxiety VZ’ Patient & Family Education
& | [ Identify Potential Complications BT R e e AR e A e S AR e i e e

Time Plan of Care Time Implementation Evaluation

"'lq—éfﬁfef ‘d/t.tif * SC,S.S'LGZ , le 4
pate ‘ W,é gélon__.ﬂs W Gl

Corcletren . ol 7

Endurtt Sofety. 1009,— Bpppedect cierais :

; : . Yols . o

tols - VBrutbecedl

prigier. 1 20 T Pf;—aye'

12 — :
5™ potsus aticbogost T oportosts prite
Ram — - | 0

‘ anmcly polULCAETTY) . 62 (G| cated jptrert aloet
fatent . 8:/0@%% Drocedeser .
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BAH-00858931 IP5-00176010
Mrs JUHI SINGH
03-02-1989 3TYSM3D {F)

Dr, SHRUTHI REDDY/Dr LAVANYA

NURSING CARE RECORD

2
Rainbow’ i .
Cﬁlill‘dren's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the littie.

Your Right to a Safe Delivery

e R T

. —_— ] [e——

e JON

7 Night

B AR

B T I o s i e e i B TR e T s T S s e e R s eSS oo TR § TN T SN e T s s s TN e 15 e S s 7 b e 10 byt (oA AR s e by Conbvi v s o s avsinuiiba e v vsasuesy

[J Maintain Airway and Oxygenation

[J Relieve Pain & Discomfort

[] Maintain Fluid Balance

[ Improve Activity Tolerance

] Maintain Good Nutritional Status [JJ Maintain Skin Integrity
(] Early Ambulation Reduce Anxiety [ Patient & Family Education

(2]
E [J Maintain Personal Hygiene [J Prevent Infection [J Meet Elimination Needs [ Ensure Safety
S | [ Identify Potential Complications [T T SR T | N A I T 0, ot ey e
Time Plan of Care Time Implementation Evaluation
BO-ASSOBIMBNL: ...........ccoiicvmnenrirvasssisssnsssnunssianmdetonretion Samivarse e omiqvssssaseissasssssssnsssssannasssnsssssssssssybAby ot hevimhaxerarassncunsssass sessssss sannassrsassespernsontonssasssnnnsysnsRarernensasssnusarsuonssnssssriahinssnssimtasase
BOBBIAY MIOMEE: o cciincinisnosnisnnsmsisssasssi Keansa b in A S gh SRR s A3 oA e SRS RPN A MO RS VpweSh vt s b e o iy R DT e e ey e vaw i cesen s $F 45
ISR NBMN. ....ccnconoisconmonnidiymissessamsnossenesnniss kA AT ISR UHRELRS Date:& TIMe: iosivsinmminssmisusisssssissisvsigsasssvissassns

NUPSE SIgNAtUME: ........ccevvevereereririeirinsernessseeenannees
Docu. No: RCHBH /FRM / CLINICAL / 148
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"2
Rainbow® . .
Children's | & BirthRight
Hospital .W
It takes a lot to treat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ....... ')QU-QHU’THQ/ ............... Department: ............. GV"Q ............. Date of Admission: b’ i}
= Diagnosis: g Any Infection: [JYes 9&6 1 Not Known
e If YES SPECITY: ......cooeveerreeereirierreseecinians
=
w
e :
g Area . v) Wq® 0 y 7
2 shitTime | S%as”” oo s g,?,'«@”ﬂ
% Medical Condition
- Any special condition to be noted):
Allergy: O Yes \Eym O Yes}No O Yes Q/No CYes CONo|OYes OONo | Yes CONo
Tubes/Drains/Catheter: [ Yes (M0 | Yes ?’@ O 'Yes JZ( No |CJYes CINo |1 Yes ©INo (O Yes CJNo
D
Vital Signs: Temp: | 9&- 6k | ag v'E @.1¢
= Res: | 9.0 Wk oo, | 9w
% Sp0: | Qo Aol 100 /.
& Pulse: | gaW | g\~  Qim
% BP: | b 34VR] \ o) 8 W"/c‘»‘LrJ '
Fall Risk Score: | 24 y o
Pain Score: | A® | \\© 2b0
Safety Needs: 26‘%0;)' g ‘}(@)\‘ d'b%
@ Physiotherapy | Yes D/bm’ Yesr{No - Yes Obe’| 0 Yes C/No | O Yes CINo | O Yes U No
2 8 ' :
"E Others Specify: e {390( N2
= Special Diet: | Yes [0 | Yes [ Ner|  Yes Mo |01 Yes ' No |01 Yes C1No |0 Yes 1 No
E
§ Other Special Orders / Medications: r
= (NENY N o
Post Operative Procedure Special Orders: N{w WS ‘QP‘
Handed Over By Name : ﬁ/ ‘\UJ “Q‘W
. P !
Signature : Y] -4 o W
Date 6o [e\Yhb | 2]
Time: 22 | [pt (Wl -
™\
Taken Over By Name : W
Signature : b ¥
Date: 4 \W 3’] o2
Time: @e | (Pepm
— it (13 ¥

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



R Rainbow” . o
Patient Sticker Children’s . Blrtthght
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DO 2o csdiniscsitiosuniscre s svsmesmiossnsibns DEPAFUNBNE ...oiceiuimniiisisieviontasss Date of AMISSION: .....co.ovoorreee
Z | Diagnosis: Any Infection: CJYes [CINo [JNot Known
= iy
= iR R ——
=
w
% Area
% Shift Time
% | Medical Condition
= | (Any special condition to be noted): ‘
Allergy: OYes ONo|OYes ONo|CYes CONo|OYes ONo|OYes CONo |OYes CONo
Tubes/Drains/Catheter: O Yes C'No | Yes CINo [0 Yes CUNo [ Yes TJNo | Yes O'No | O Yes O No
 Vital Signs: Temp:
= Res:
g Sp0,:
g Pulse: .
2 BP:
Fall Risk Score:
Pain Score: | *
Safety Needs:
- Physiotherapy |CIYes CINo |l Yes C'No [0 Yes C1No | (I Yes C)No | Yes C1No |0 Yes O No‘
=
2 :
_E Others Specify:
g Special Diet: | Yes ONo|D Yes CNo|C'Yes CJNo | Yes CONo [ Yes CINo | Yes OO No
E
§ Other Special Orders / Medications:
o
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



Patient Sticker

0\

Rainbow®

= 7 ws-ooﬂwﬁ Child_ren’s . Bil‘thRightﬂ
'i., CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | () euworiirn

=]

RUTHI REDDY/Dr.LAVANYA

67 /26

i naccan . [ 4
DAY-1 DAY-2 DAY-3
s (T e ST e
. ' No signs of phlebitis /

1 IV site appears hearthy Obserie. ciani 0 o O O
One of the following signs is

9 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula > i
* Slight redness near IV Site T

" ;ﬁé“egifdt:rft,f"""w'”g SRS Early stage of phiebitis / ;
Pain at IV site Redness Resits Cannulo 3 4
2&3;;? ? foiowing e i Meqium stage of phlgbitis/

- 4 Pain along Path of cannula ?es?e Catnnula Consider 3 ’ 5 e

Redness around Site Swelling i ariden 7
St o ** | Aarcdsage ot s

5 Pain along Path of cannula R Stk TheomBopiNeists / 4 ps R
Redness around Site Re site Cannula Consider s
Swelling palpable Venous cord Treatment :
All of the following Signs are
evident and Extensive : Pain ﬁ;}dvanced Stig? of

6 | along Path of cannula Redness | frombophlebitis / 5 Wy =0
around Site Swelling palpable I(r:uuate treatment Re site y
Venous cordpyrexia annula

Signature of the Nurse ((;_’M

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

Signature of Shift | Signature of Ward In Charge :

Signature : ){?Q./'jhm ..... é S, Name

harge : ;
Signature : ......... /ﬂ_e.u\a- ................. Name: ........ M ............... .

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

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

BRADEN 'Q" SCALE

"

Rainbow"®
Children’s
Hospital

It takes & lot to treat the little.

=

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date : 6 [3 A
Time : m | SPpm
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: r
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. C} ‘-}
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
ki - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:fcgr\:;t:ig:eag;gg? Eb::iﬁ:ﬂstt; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a C{
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every l?"
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. C( ""
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Gonstanm' mplst * Very molet: . 8. 9‘.“‘“‘"‘"."’ molst: : E 4. !Ia_rply moist: : .
to-which Skin is kgpt .molst ?Imost ponstantly S_km is often, but not always, moist. S_kln is occasionally moist, requiring Skin is usgally dry, routlfle diaper :
skin is exposed by persplra?ron. urine, dramage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
A5 i litiira Dampness is detected every time 8 hours. every 24 hours. (f L}’
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position ﬁ{ L'/
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more (f
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. #
1. Extremely compromised: 2. Compromised: 3. Adequate: :
Tissua Perfusion & Hypo_lensive (MAP < 50 mm [-lg: Normotensive oxygen saturation may Normotensive oxygen saturation may :Io E;cgtl;’:i'v o, 0Xigbn saburetion
Oxygenation <40ina newporn)_orthe patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be 95%: 'I h \L i fill 3
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 mg/dI; capillary refill may be =0 o RO IR GOy T L{
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
TOTAL SCORE 2¢ | &b

Severe Risk : less than 9 |

High Risk : 10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

Evaluator's Name




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form
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Hospital

It takes a lot to treat the little.

BirthRight

Your Right to a Safe Delivery

Date / Time | 6/2 > 4
Choose Highest Applicable Score from each Category / , /'lb 6,} crl 26 Fall Risk Grading
Score &pm
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 0 Risk Level Mnrstzl::Isl)Score Aciiéa
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o o
Furniture 30 . Standard Fall
Low Risk -24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 g1 Precaution
None /Bed Rest /Nurse Assist 0
Yes 20 o) 0.
IV / Heparin Lock or Saline - L2 o Implement
i Moderate Risk 25-50 Modera.te Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmobile 0 0 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status gh RIS e :
Oriented to own ability 0 (¥] 0 E}rt{:z\;sgzggn
Total Morse Fall Scale Score: A0 K0
Signature 6}_‘9,
LW

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

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

<+—"Use chairs with arm rests

L se safety straps on stretchers and wheelchairs while transporting patients

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

| SN R

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[] Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM e | O oo
. Pain Score ; Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Feolars Educated Intervention Sign
] Continuous | [ Acute ] Sharp (] Dull (] Increasin ] Yes -
& tom | b/to N ey | e Sy SRS »
6/9- — (] Intermittent | [ Chronic [ Aching (] Burning | ] Decreasing | [ No e
10 ] Continuous | [ Acute ] Sharp 1 Dull ] Increasing [J Yes -
6f '?'/‘?5 pPm 0 / s - ] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No — Mﬁ
0 /, 0 _ [J Continuous | [ Acute (] Sharp (] Dull ] Increasing O Yes =
6/ 9196' &“" i ] Intermittent | [ Chronic 1 Aching (] Burning | O Decreasing | ) No e w
] Continuous | [] Acute ] Sharp ] Dull (] Increasing J Yes
[ Intermittent | [ Chronic ] Aching (] Burning | ] Decreasing | [ No
] Continuous | [ Acute 1 Sharp (] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [J No
[] Continuous | [) Acute 1 Sharp ] Dull ] Increasing O Yes
[J Intermittent | [ Chronic 1 Aching (] Burning | ] Decreasing | [ No
[ Continuous | [ Acute (] Sharp 1 Dull [ Increasing [J Yes
] Intermittent | (1 Chronic ] Aching [ Burning | [ Decreasing | [J No
[ Continuous | [ Acute ] Sharp [ Dull [] Increasing O Yes
[] Intermittent | [ Chronic ] Aching [] Burning | [ Decreasing | [J No
[] Continuous | [ Acute (1 Sharp ] Dull [ Increasing O Yes
[ Intermittent | (] Chronic [ Aching (] Burning | [ Decreasing | [] No
[] Continuous | [ Acute [ Sharp ] Dull [ Increasing [J Yes
] Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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

No Pain

&

0
No Hurt

I I I 1 1 I I I 1
2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

LSS DB

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Fartcular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
v Laying quietly normal position, Squirming shifting back and E )
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities 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, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date : 06(0'47—5

To Be Filled In By Assigned Nurse :

Department : ............. POT——_&{ ......................................................... Duration of Procedure : ..\ ...

Name of SUFGEON : .......ccoveeveeeeeeeeceseesrrs S AN A Date of Admission : @B(.O = L@

Bundle Care Criteria : (Tick (\/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? []/YB' []No

D,_Sif@e Dose Antibiotic  or  Long Antibiotic Regime ﬁg}o-'\&"
Antibiotic administered within 60 minutes prior to incision ? E’@ [ ]No
R S S o - SN

%

2. | Hair Removal @/([]No if Yes : Surgical Clipper

Department where Hair Removed : ard [_]Operating Room
G G e e Y. )
Skin preparation done (cleanse surgical area with antiseptic agent)w [ INo

/>

3. | Patient's body temperature immediately post operation (Recovery Roorﬁ 2V ¢
[]ora Or [ Axila (Goal:36-37 °C) Fuﬁw
@

i

4. | Name of doctor or staff administering the antibiotic : @ ........................
Date & Time of antibiotic administration : ..... G[ 9[?’6 ......... Q‘Q ....... C] loﬁf :
Date & Time procedure started : DQLO‘J%@!D'S‘HM

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

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

e Al forms (Bundle care and when required SSI form) are completed properly

o  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Name: ....... [\Aﬂ‘sjmh ...... S,\,qfalf., ............ Age: 377 Bax ... .y

DIBNOSIS: ©....eeeyeresosrenediiald B e i e e T T

B.P/CRT: ..U@ CLAR: ). Weight ...éi.kj ASA Physical Status: @mz 03 04 05
Hgb: ....

Laboratory Data:
u(‘i N R AN - || L S BV Sk o
L SRR e R e eesiiccnins. DL iciicivitaitisiiesiress HBS Ag: JN{L
WBC: ... ], 3.00. Creat: ... ] S e WY .l
Plate: ... .24 JES P2 e R Rt 5 R L Blood group: B+W
A e T RRINORE ..ot | [ R cr, W YN
- T S R T " TSH l'q'
; B ot - MOONBEET ......ooonrriiie

T e e o
DR ... 0
)17

Allergies:

Medical History: CVS: \

RESP : \
~ ONS: \

Renal :
Hepatic / GE :

Others : \

Past Anaesthelic History: /) \

Diabetes :

-—

Physical Activity: MeTt >

Physical Exam:

/

Airway:

MP 1 23)4

Lungs :

[T

o

Mouth Opening: ntohyoid Distance: /v Neck: Teeth:
¥ L@ Toolt.

A\A\lﬁwf

Heart: s Bele
CNS: Coorath ML L

Pregnant: [1Yes [JNo [INA j

endx

Venous Access Site : @ UL, Spine Exam for regional :
100G,

Anaesthetic Plan: T MAC {JREGIONAL [ GA-ETT &/iMA

Peri-Operative Plan Explained to the Patient: o fes 1 No

Pre-Operative Instructions:

1. DVT Prophylaxis :
Wi ORS 2 Hi
~NIL ORAL<—" "ater/ v

¥ endapy M ghlr
/ Others 6 H \, ‘U ﬂ
ylﬁto ed Consent: tand High Risk
)/Pé‘gperative Pain Management-™T Discussed with Patient

5. Other Instructions:

CURRENT MEDICATIONS DOSAGE

/

/

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

e
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Pre Induction Assessment: o
Change in Patient Condition: /D Yes 2’6 Fasting Status: @M%N
Physical Status: | >~ Patient Identified {-Consent Present ~Chart Reviewed
AR (% [, [BP/CRT. To s [S00; (o0 [ [AR 1< [LastFoes: % VI

Pre-OP Dlagnoils CO.MCAQ

JLelshne

Operation: ...... & I;/P‘ ..o

Date : 6'7[)—&

Surgeon: ..

ician: .....

/ M% Anaesthesiologist: .. BH: M‘QU\
\.

YRR
B b
/ Antibiotic
Suppository
gﬂf’p 1 C!.oam fo |00
vy f/ R
=l Biood Loss
Ny [
»j
c
5 = NOTES
L~
I aals
8p 240 '
V Systolic 220 N
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time ]
Tourniguet off Time L
140 Ff
Throat Pack In
Throat Pack Out 120
100 y
ol
60 -
40 =
20 [ [ ]
10
0 '
(586
LAB Values
S
L7 Equipment Checkedand | Temp: gyu/ Regional: :
Functional _LAME [ Fluid Warmer v {J Inhal ity SPOCHY: ..o mssesrrsrns
JZ}/EP [J Cling Flm  [J OH Warmer [ Pre 0, CIRSI O [] Epidural [ Caudal
‘D cse L UL~ | Stuggers O CottonWool 0] Others Others: ;
[0 ArtSite: ..... § ........ [ Other O Mask =2 Position: \\ ‘
EKG Lead ‘
.- : ; Times: 4 0] Airway [ Nasal Site: ........ |
—2 Tempste SUS Anaes Start: ...\ O L&)QM 3ip L AN, om Needle SIZe: \..................
1 FO, Monitor
/Z/u‘mMonitar 0 ora OiNasal (] Cuff Parasthesia [\Yes [ No
(E'/:ﬁizse Oximeter [ Tracheostomy [] Topical Catheter at skin |
y . EBRE e M e R
o= Capnograph Leave OR; “:l{m Drug Name & Con |
" Ventilator Anae a: [ Awake [J Direct Vision Bolus: ...... f
D) Nerve Stimutator JZ)G:“‘ (1 Video Laryngoscopy [ Stylette / Bougie Infusion
: U L} Monitored Anaesthesia Care O Fiberoptic Block Level: .
RRAT st - (1 Regional Blade ............. AR ..o pa |
2T Pressure Points Checked DIFICURY WHY? e T e
Line (Size & Location) Tran on to
Ege Care: ; Bilat = BS 77 PACU Clicu O3 Other ?(
Ll Oint 0 i-Closed<gircle Relaxant Reversed ~ [] Yes A
A= Tape ,Z/(SJI::&G Circle
[ Padding [ Other Name of the Doctor :..Y. | «... M*Jj‘\&\
[ Awake Signature of the Doctor :.¢C...... M
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‘ , . 2.30
Received in PACU by : &' .......... W ..... Time Received : .......... “MFQ" ..... Time Discharged : ...................J¥M
Hel 10f "_4‘}“ ﬁ;P{\ 1!&}\ s
- o i
250 250 | v Cannula Site A WL F ALV -
240 240
L 230 230 | (] 0, Mask [ Nasal Prongs
% ifg gfg (] Tracheostomy [ T-Piece
& 200 200 | OralAirway [ Nasal Airway
(v = 100 190
o 180 180 :
= 170 170 | Vomiting : O Yes [0 Drig e
o
2 In o | NeTwbe:  Cves e
v :40 s :g Drain: O Yes {lﬁl
A 120 = s 120 | Urinary Catheter: (] Yes #TNo
10 110
§ 1100 100 | ChestTube: [0 Yes Ao
= b % Nil Oral s [JNo
o 80 80 ?’Ye
;D h ;g IV FIIES: e R‘l' m Fﬁavo
o V.o
& ut 50 | OralFeeds: ...
= 40 40
30 30
v 2 Vi / 20
10 10
0 0
sPO,
POST ANAESTHESIA SCORE IN e an SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
mﬁﬂﬂtzémmz — miﬁmiﬂﬂ o ACTIVITY \ 3 T 0 2| AMinimum Total Score of 8 is Required for
Able to move 0 exiremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2 ‘L
Dyspnea or limited breathing =1 RESPIRATION s L " ¥
Apneic =0 '7/ = 2 Exceptions to this, are to be explained in the
el = space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION
BP = 50 of P Anassthetic ove =0 o Q- A
o =+ CONSCIOUSNESS
Arousable on calli = U
Nmrespon?i?nq - = \ ‘ ()/- - ’)/
Pink o9 =2 5
Pale, dusky, blotchy, , other =1 COLOR
. usky, blotchy, jau = v y B 1.4
TOTAL g q h') [ 0 ﬂ‘?

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature
o] M| /o en  Sededion) bag
\)\))’ £ 1<y /o e f‘MA}'W“/(“l'O() ney

3

Pain Tool Used:

Anaesthesiologist Name :
Anaesthesiologist Signature:
Date & Time:

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

[JNPASS [JFLACC [JWong Baker \D/NDS'

wdsiiia ,BMM ...........................

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

2.

b.
c.
d

For post surgical patient, patient with chronic pain, patient with severe pain
a

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention



2z

Rainbow® i
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Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
£ R I 1| PR N gt g f 2 PR S T N
CSE /Spinal /Epidural Position : ................. L R ST Technique (LOR/LOS) ..................
DOt i e Catheter at SKin: ..............cccoeeceeenivenennne et TR e A
o ERER VR T hon S ST S RS S S e SRl e S SN A
SONUON COMPOIRIN ..t i s D st i b s e e R A R e W e B
Any other issues :
| RRR VYT RSN . 51 SRR UL RS I o e o W= LI v o 0 6L~ 1 N O e S
1) st aa IR Y R ok il PRSP i S S I |
" Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : .....ccooocoveueneene PPN e dininns SVD / Instrumental / LSCS (if LSCS Details)
Gatheter REMOE by A0 TID IDBDODIME - & tomsunsssabboss i orbsoscrsssrmnos Rt IO e s BB at sl o i i ssiashiiiss ol
e Tl SO W SRR R U s AT IR LY. v VNS e PR . 4 MO R U T

Discharge /Shifting ordered by
B0 T L1t 1) F o S T
DOCHIr NaII8. T, e d L LR N Ry s

Date aivd Timers. b Seiean i et 7 T SO
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CONSENT FOR ANAESTHESIA

Authorization By:ment (] Patient Attendant

Operative Procedure: .......... SRaTcAaL.. S VALLATT o0 0F. LS THAINER. PRO.PCLLICTIS.DE.........

ConNceg PTT
Anaesthesiologist: ........ PE... 5”5,!\1*‘] ............................ T R e AU T O LAtk i v

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.

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

RS o cinicid &MNWJPMM/LQKVNQMM ....................................................................................

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(] Regional Anaesthesia [LGenieral Anaesthesia (] Monitored Anaesthesia Care

o | 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.

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

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:

Relationship with patient: ................ T A * Date &Time: ....... e.C.(..u!-'f/-ég ........ TI00ms. a3
Date & Time: ............ O.é./zﬂ/&L} ........ 1.00. Am......

Doctor (who is taking consent): \

Signature: ........... . 5....... Name: DQ.SHCD\/‘} ................. Date .O..G,.IQ'.T./.ZA Time:..1.2.Q3 Am)......

3 26
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) PTO)
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BAH-00656931 1P5.00176010
Mrs JUHI SINGH
W 03-02-1989 A7Y5M3D F

NFORMED CONSENT FOR SURGERY R 888525 i
ospita

It takes 3 lot to treat the little.

\

PatientName:.............j.\.f&!fkl....gl.M.Q.A.H..,........ Gender: [ Male Wme:....u.u%} ................
HDNo: ....... A, OOAS Q3 Date : Qh‘\%

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)

1ave 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

mstaﬂ responsible fo unt&«ard eyent thereof
{
; e Ao Futkon B e chon

My signature on this form indicates that

1. I'have read and understood the information provided in this form

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

. I have had a chance to ask my surgeon questions.

4. | 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: .............ccccoeueneee. ®3L ...............................................
Consentee : | Patient Attendant :
Signature : oW Signature : .Hfl'mj-u
Name : 'I:{/’ljcﬁng/) ............... Name : ...... 4 k.. :
Date & Time : é/ .Z./&.b....@. ........ 5280 Relationship with Patient: .~ A

Date & Time - ...0.Glo2.|202¢ - 7:0C
s " . Doctor (who is taking the copsent) :
SRS . ..............ccocn et .. s SIONAUIE © oo CD&W _________________________
e - B ... Qo oMy
. Bl0000 ..k BT chilae S Rl
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S g Mrs JUHI SINGH ) Rainbow”’ . >
| Patient %tr_ke_. gtu:::::u RED;:‘;:L':::NVA Children’s . Blrtthg ht
0 0 rospital _ | \{)ermumonesns
POST-SURGICAL CARE PLAN FORM
Procedure Done: S'EFFL ....................................................................................................................................
Post-Surgical Diagnosis: ..... P“D"Ql ..........................................................................................................................
Post-Operative Monitoring Parameters /Frequency:
ep LPelspo bosdly SO
Wound Care:
N
Drain /Special Lines/Catheters:
Special Patient Positioning and Requirements:
(B\v{)wu :
Nutritional Instructions:
RI-2 - oyl .
““en to Start Mobilization:
Allev Mous |
Special Referrals: vt
The new ordgr for all required medications documented in the doctor order/medication sheet:
O¥6s O No

Any Other Post-Operative Care Needed including Required Follow Up

UA e ,

Treating Surgeon ¢
(Signature & Stamp) Date: é/f”% ime: (9233

Note: Plan of care will be readjusted if necessary.
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SURGICAL
SAFETY CHECKLIST

Anaesthetist : {7 -..

SUIORONT . ovocoiainss
Asst. Surgeon : ...........

Scrub Nurse Pm@ﬂm% .......

BAH-00656931
Mrs JUHI SINGH
03-02-1989

Or. SHRUTHI REDDY/Dr.LAVA

LA

IP5-00176010

3?\'5“30 (F) wvonvmnsans

jery Name : .............w.. €- ..... C—— ......

N vk ’g’g)utt

Age 3.5-..... Gender .. | s

Rainbow® ; Thas
Children’s * BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes & lot to treat the fithe. Your Right to a Sate Delivery

(1<

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN Time:..,‘.g}.:.m...
L
Patient Has Confirmed

Identity _f¥es OlNo

Site _“Yes CINo

Procedure /B‘Te 1No
Consent A’J{e: CINo
Site Marked [OYes CINo &ATA
Anaesthesia Safety Check Completed  .,+Yes [1No

%LJ No

OYes uﬁ
JYes uNo/

Pulse Oximeter on Patient & Functioning
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss

(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned (Yes =Af0 CINA
Blood Units Reserved C1Yes 90 CONA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? es CONo CONA

Signature ;.

TN

Confirm all team members have \/
introduced themselves by Name and Role\-=Yes 1 No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) D‘{D No
Correct Site wfes ANo
Correct Procedure es CINo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration, 4 M'(

Anticipated Blood Loss? * [JYes ¢ No CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concemns?  (Yes 2’6‘ CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? es CINo CONA
Is Essential Imaging Displayed? [Yes ,216 OJNA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes ONo

SIGN OUT  Time:..£/ 08l
Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded es CINo
That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) 7Yes CINo CONA

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

CYes CONo [CONA

OYes MA
CIYes mlo/

To Surgeon, Anaesthetist and Nurse:

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

T R R R NRER. L S

Name :........{ Y. . D"”}\ ......................................
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BAH-00656931 IP5-00176010
Mrs JUHI SINGH

W~
03-02-1889 37YSMAD (F) %3 z
Dr, SHRUTHI REDDY/Dr.LAVANYA ey 3& 3 B Rai n b:o'w® . .
RLEACHCT TERTEE 1 Children’s | & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 6{?#26 ....................... Time: 30227337\(

Origin: .. AU e Height: .5?.5,@.%) Weight: 6‘5\(?5 BMI: ..«.»2..@.:..(.&5.[1»4”

LT | S PSR . Sy - OB S (e VRPN eresiotee
Diagnosis:..P.QD..:..P..[...sS.E'..;&EL... W&MGMUAMMGMDQWOUKQ‘SU}LGWQJPW
SR TR R e i AL - N SRS SRS VS
e S v v TN SIS i

[ Vegetarian _=Non-Vegetarian 1 Vegan
T B e s.e{ft...k&iﬁ&h...pmmmﬁidt .............................................................
....................................... o WLFL#M&G;OEM&&T]@:{A

Patient’s / Attendant’s Dietician’s

e :
Signature: ........... J ‘{*H' ........ Q‘L .................... Signature: Mk_l’-_kpfl‘hf}z_ ............................................

Name: ‘EMLMS;\%EV ..................................... Name: SRR e
Date & Time: .@|F]RG ... Date & Time: .6.[.:}.{525 .............................................
3! qum
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DIETARY NOTES

Date

Time

Notes

Sign




: ~ Chitdrem's | @ BirthRight
PATIENT TRANSFER FORM Hospua] .BYRAINBOWHOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00656931 IP5-00176010 e }:)" e o b/ 9’% o= 3 30},\
Mrs JUHI SINGH

— Dr. SHRUTHI REDDY/Dr.LAVANYA

TGO TR TR Reason o Transter
NR, W‘Mj oh,gi,u.ﬂ:w)

03-02-1989 37Y5M3D (F) %.‘-S—’ Aﬁ) D ‘% S.\N‘Yv;f

From Unit To Unit Information to Attendant
oy 213-12 Yes[*~  No[]
Number of Sheets in Clinical File Personal belongings including : ; ;
clinical documents. If any handed Patient shifted with ID band:
E) over to attendant Ygs/?f No[ |
Number of Imaging Films y\“’ Yes[ | No| |

o\ % > B
If Yes, what? \? ..............

P
Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

4,

b

Shifting Summary / Notes Written by Doctor:  Yes| | No[

Name & Signature of Person who is Transferring : Name of Person Ordered Transfer

Gu . Rstprns T

Patient & Clinical Records Received by :

Date & Time of Patient Received : 7 [:, { 20 @ 3 30pmM

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

| | Unavailable Bed i " | Nurse not Available [ ] Available Bed not ready
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