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% & 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 Bt TEL NO :+91-40-4466 5555

K- WEB : https://rainbowhospitals.in

ADMISSION SHEET

o " RN R A T LR
Registration Details :

Admission No : IP5-00176006 Admit Date : 06-Jul-2026 Admit Time : 07:41 AM UHID : BAH-00658178

Patient Details :

Patient Name : Mrs G PADMA Age :57Y10M8D
Guardian : MR.G JAI OKMKARNATH DOB . 28-08-1968
Gender . Female Religion
Occupation : Martial Status : Married
Address (H) - VILLA NO -40 APARNA ARCHIDS EJJITH NAGAR  Phone No : 9848099993/ 9849499993
, Kondapur Hyderabad Telangana INDIA E-mail . NOMAIL@GMAIL.COM
500084
“dmission Details :
Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit &
Contact Details :
Name : MR.G JAIl OKMKARNATH Relationship  : Husband
Contact Address : VILLA NO -40 APARNA ARCHIDS EJJITH Phone No : 9848099993 / 9849499993
NAGAR , Kondapur Hyderabad Telangana INDIA
500084
_k
Signature
g 0
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
JANAGAMA
Referral Doctor : Self Phone No
Co-Constultant
fe=
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : GOOD HEALTH INSURANCE TPA

LIMITED

Printed Date / Time : 06/07/2026 07:43 Printed By : 017494 Page 1 of 2
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Rainbow’ . bk g
Children’s ‘Blrtthght

BY RAINBOW HOSPITALS

Hosyital o g Ty
BAH-00653178 IP5-00176006 T -
ACTIVITY RECORD FOR BILLING ;‘,’;ﬁf;‘:f"“ Sl
Dr. SHRUTHI REDDY/Dr.LAVANYA
et LT T —
BMDND.: e {PNpi e - Sy Consutait-= - = a . Sxivw Lo g e — s
Date of Admission: _ _ _ e = = pateofbischatges- - -~ - e e
Room/BedNo:__ _______ Wards o = Suggested Billablebed type : _ _ _ __________
WARD TRANSFERS
Date Time From To Signature of Nurse
61024 | - | MO duun "OT Aanng
bl > Tolaiad o pesyop SISV
Ol > tr 2oty f’tmoln & A%L/
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

s

3

4

o

6

7

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

¥

bredan (i andit

(0 /a

%o

GeR1E Ry
""'J B




PROCEDURE

Date Procedure Quantity Order No. Signature
U
)
6( ?ff'lg, Aut ﬂdfwg_nf l o\\o‘go\ﬂ o o |
286 ] D& 0p ok P

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




BAH-00659178 1P5-00176006 2
Mrs G PADMA 3 N
28-08-1963 57Y10MED  (F) Rainbow . .

HRUTHI REDDY/Dr.LAVANYA f Children’s .Bil‘thRight‘

> " g Hospital | (germe oo
AN e evnEboLOGY

NURSING INITIAL ASSESSMENT FORM -

Date of Admission: ..%2. M 7 -

Baseline Information:

Admission From: O ER =1 0PD I}Aﬁ@l Posk ] Gihels, SPBBITY ..c..cccip. iyursssratbysebibert s

Primary Language: ;/Im’ L] English 1 Hindi 1 CARER. SPERIY ... it ssispmmibincrmrssivnes

Doyourequire aninterpreter? [1Yes [INO  fYBSSPECHY .oovvvemiiieieee s

Source of Information: (_ﬁm Aﬂy ] OHBIS, SOOI v cisobessataitisshssssaisggsons i robglindarokesmeissasdat sonas

Allergies: [ Yes Z)No/ ["! Medications (| Blood Transfusion ! Food ELOIer . i . e,
YRS, ABIETY ..........ooveeeeesereessesecsiusssnesssssmsnssasss s b b8 AR R R

-

Chief Complaints: ............... Post.... Muomp T R Ve Doctor Notified on Admission=T Yes CINo

....................................... Wfﬂ&uw L eeeveeec. Name of the Doctor: B‘('Qn-o—f(\%

................................................................................................................ Tine Notified: .- bbbl e

Past Medical History: Obtained From [ Patierif ~ [ Fanflly Member [ Medical Record [ Other (specify) .................
Past Medical History Past Surgical History Previous Hospital Admission

B*-(Po‘l-'-tj’m'd,. TJobenlw 1904 vy

Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:
NGNS HISIOLY: ..........ccoqersiarisescscasnes Caesarean Section: [ INo [IYes Contraceptives: CONo [1Yes

Cervical Cerclage: [JNo [Yes Vaginal Discharge: [1No [ Yes,
.................. Ectopic Pregnancy: (I1No [ Yes N’%ost-co'rtal Bleeding: CINo [ ]Yes

Onset of Menarche: ....%.....

Menstrual Cycle: [ _Regular [ lrregular | Myomectomy: ONo. [JVYes Infertility: COONo [dYes
Last Menstrual Period: ..........cccoceeeenncnne Others: If Yes Type: (] Primary [ | Secondary
ObsieREEHIStory: G ..o PR ohal, PRE RN s | o S .

& ek
i R VORI N 1 R R
Current Medication: ] None ijs’ If Yes, Fill the reconciliation form

—

Family History: ;,Nommalities Detected

[ Heart Disease ] Hypertension C1Diabetes [ 1Stroke [ Seizures [ Kidney disease

] Liver disease I OIBE -..coicciiistosessmsssscs suasavonsssbubnns senssbssnssnsynensssnsnneneensalesssanasdonsssesnssnsinif abutit CERERURIL RIS e

Vital Signs / Measurements:  Temp: (‘Bfﬁ HR: g&b’m RR: ... OB
BP: UE”%/ Weight: ....6.‘0.73’&7,* Height: ........... o DME SRS

Pain Assessment:  Pain: [ Yes ‘]_No/ (If Yes, complete the Pain AsseQSment/ Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PTO.)




BAH-p085917g
Mrs G PADMA
28-08-1988 57Y1o0mMep

Dr. 8HRUTH| R!DDYIDr.LAVANYA

T

IP5-00176008

(F)

r
I PHYSICAL ASSESSMENT
P

General Appearance: __Healthy [ 1ill looking ] Anxious [ ] Agitated RN iiininiinnssmenan

Risk of Pressure Sore: [Mo Score a?.g ...... (complete the Braden Q Sheet)

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

"I Mobility problem [ Walking Problem Wality Detected
L Developmental Delay _ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

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

_IUnder Weight L] Diabetes Mellitus ") Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
~+Calm & Cooperative [ Restless I Depressed L1 Agitated L Confused
Rl T IO oA WO S T . < R

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes [INo if YeS SPECHy .........oooooooooo Inform consultant for positive criteria.

SOCIAL SCREENING:
1. Marital Status: [ Single (Mi "IDivorced [ Widow
Alcohol Abuse: Z‘Yesj}l‘m/’ Drug Abuse: | | Yes '?,No/

Social History: Lives With .................c@ LY e

2. Special Habits: Smoker: [ Yes [

Orientation has been given regarding the following aspects:

Call Bell in Reach 4 LTNo Waste Disposal Explained: :Yea/

Infusion Pump : ,’/ﬁ “INo 3 HangsHygiene Explained: ] \es/u:;/ L Others
Above information given to ........... ¥/, A% ' r‘f—p-l ...........................

Name of Person Orientation was givento: ............. MP% émg ................

Orientation not given Reason: ...........................2. xe. oty P e e O )

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

Nurse Name: .........c...coooevrsen. 4 AN V\g ......
Date & Time: ............... ﬁfﬂiuﬂm«l




BAH-D0659178
Mrs G PADMA

IP5-00176006

28-08-1963 57Y10M8D
Dr. SHRUTHI REDDY/Dr.LAVANYA

N

|.P. ADMISSION SHEET FOR GYNECOLOGY

(F)

]
Rainbow"® ; .
Children’s O BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Date of Admission : .......... C”\% B e Time of Admission : ....... EM ...................................
Allergies: .............................................................................. :/ﬁ)t know any drug allergies
------ PRESENTING COMPLAINTS :
Paly
Pozt Mo Pouubfll X,PO’C‘F‘V‘& sk
back
-A’UO&KM ‘\JWYM |0 &j\’ €
PINS
Sl . X S e i (
13 el2e - 084 b b
pvot i
{—\ Vo C,u-LO“B‘P eddcht

oy R

S @adowsekyral P

\ cocxiiatl Ll XYM
nokd  towendr ® o
MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage: |4 % ¥ , 3 W Parity : P;{ LQ
Previous Periods : MM Mode of Delivery : o SV 0
LMP: Mo OuAX Last Child Birth: |13
Contraception : —
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Y POMW}A L
(W\(ﬂm S0 MCD

Tube c('cfvwx 99y

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

(PT.0)



BAH-00659178
Mrs G PADMA

28-08-1964 57Y1

IP5-00176006

ouao F)

Dr. SHRUTHI REDDY/Dr LA

BT

Respiratory System
Thyroid

FAMILY HISTORY: MEDICATION HISTORY:
W g LowpYYY
N Comer 0D

| 4
----- INITIAL ASSESSMENT :

Date__ B3 \l 26 Breasts Local/Speculum Examination

Ht. Wt. 460_&%4

BMI g/D ‘ Jr

B 110130

Pallor Bimanual Pelvic Examination

CVR Abdominal Examination

PROVISIONAL DIAGNOSIS : FQ Ui, PR
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
2 \\‘,e%o\,}ﬁvc N AW ‘5
oo RBS € Connenk
kH\Uﬂ \NR faste pYep
416589
9p ¢clno| €€8 = Phc
e
i} 26 Tl :
it &0 $
(xear 0 St/
e
£ % Y
Name of the Doctor-- . B e o gt Srarne- % Sig {l five of Doctor
Date & Time : Qx\)rlll.a ey : 6(_0 ps,




BAHK-00659178

Mrs G PADMA IP5-00176006
;a-oa-mse 57Y10M8D  (f) P

r. SHRUTHI REDDY/Dr L AVANYA e
Vi Chlirers | @ BithRight

OPERATION THEATER NOTES
Patient's Name : .......... Mas. G Pedwae Age : g'}‘){ ..... Gender: [ Maw'e/m;le

UHID No.: .......... OO 0B AUIB...........0 e Weight © .oveveerceaenee HobohE : i -
Surgeon : Rl flﬁ’fM {'A ﬂ Asst. Surgeon : —

| Anesthetist : IE, > Qfﬂﬁ MD ﬂ k-, bT Nurse: A WM OT Technician: 2@, -Qmw) :
Pre-Operative Diagnosis: fg’, Cn V W g Qf +HH E
Surgical Procedure : i 4
Yoyeting opy Pokggpectumy
Indications for Surgery : é)ﬂl i Ab UP v
Artebr M/yfé
Date: |, D'\ %% Start Time : [‘t Q/DHn/ End Time : ]ﬂ WAM/

Pre Operative Pfeparations: N‘pozm/

v M

bl 4w ik
T P

Post Operative Diagnosis: I’W ’D :

Peri-Operative Complications: N”

. 2 0 0 '3
SySERIOn totes: \[/ W—»ﬂ{)‘kb WAL IR DaiA 4 MR -

A\ . Al
) (A8 A AN D AR A ASANAATNAAL DY) A4 T
A TRAIR nue ' =t

v PGl Alun, = LB WRY DIVA-
‘ { .

wdww pY- Ao
1T Hnadf |

ML B 2 LA mE e
| A 5
Doc. No. : RCHBH/ FRM / CLINICAL / 099 : (P.T.0)




¥ lockwloe ybanduy, wall. Juck S m

e I ),
v Nk gl !denuhﬁm’} palL
wAVHT(AVILYY AL l/ &4

' U%qf Noxrgl,
o Uhonk wildond, HWAW Wl

Amount of Blood Loss: ~ w g Blood Transfused (in ML) ij

Name and Number of Surgical Specimen sent for examination:

Z?MMM idavebial aurm)ww@
v NEAY, -ty JZ%MWM

N mmm VH’ML

v Mfﬂabﬂdﬁl&bw

v Wlavmge voilfvg.
Y o

Vidwge. Aelirico.

T

i WMMMMM%;MM%

< Tt T gl {00 =(p¢ )

/_pb- ¥ = Ap

v o m@w 19 A b

g
Name of the Surgeon: . Df Q’Yf“‘ﬂm ?066“‘°° pA,F

Date & Time: ................. b T 20% Mﬁﬂm/

Signature of the Surgeon: ..



BAH-00659178 IP5-00176006

:u: G PADMA Wz
08-1068 57Y10HID & o
Or. SHRUTHI REDDY/Dr.LAVAN Rainbow a . -
Vi Children's | R BirthRight
Hospltal BY RAINBOW HOSPITALS
It takes 2 ot to treat the little. Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet \
2 | Discharge Summary R
3 Nursing Initial assessment { :
4 Patient Transfer form {
5 In-patient Medical record :
6 Doctors progress sheets ]
7 Nursing plan of care and handover sheets e
8 Consultation sheet
9 | General consent for treatment |
10 Consent for Surgery '
11 Consent for blood fransfusion
12 Consent for chemotherapy
- Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation Q,
17 Consent for Formula feed
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 3
23 | Medication Reconciliation ]
24 Emergency Triage record
25 | Pre operative check list |
26 | Surgical safety checklist RE
27 Operation Theatre notes \
28 | Nurses clinical Presentation '
29 | TPR & BP chart \
-30 | Intake and Out take chart (fluid chart) \
31 | Drug chart (Regular Prescription) S
32 | Investigation Values (result sheet) \
33 Nebulization chart '
34 | Nutritional review chart 1
35 | Intensive care unit (ICU Charts) L ' :
36 | Consent for Admission in PICU / NICU| aA-de ¢
37 | The Humpty dumpty scale N
38 | Braden Q Scale |
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart Sl
Pl [
Shoh 4 £
Total No. of Pages e Y

. o
R R ae
\ Doc. No. : RCHBH/ FRM / GENERAL / 126 % \ . {. 3 3( (P.T.0)



ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



W
BAH-00659178 IP5-00176006 @ /

7 Mirs G PADMA Rain bOW

D F
zu—os-me& 57Y10MB
RUTHI REDDY/Dr.LAVANYA Children’s

I T Hospital _
PROGRESS NOTES AND DOCTOR'S ORDER

BY RAINBOW HOSPITALS
r Right to a Safe Delivery

‘Blrtth ght

Date

& Time Progress Notes Doctor's Order

[—
\ —
E
s

=¥
=

=\
.'$

i\

(Wo (Zd oy NJ/./I,\V.V,‘:
0 (
C:EW [20D-0
-—-Q‘L;OO?W\ e |

Cf"fa"m ful/

vitad sbapl, ﬂ lm) o ke /’Gm 5
,d\ﬁ—%\t{—}. 73 .hﬂ o\/dr 1A p
mm&M\A OL»LJMML’C]

('”‘\ b hs vida A

m Mohili 2 ol

(‘h Inﬁ\mw\ ANVZ

nﬁ(\j\
m"Di&ﬂ \ b g:
U-'——-/

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



Patient Sticker

f

\

—

Rainbow" > v ol
Children’s 4 BirthRight
Hospita| . 8Y RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088



BAH-00659178
Mrs G PADMA

omM8D
28-08-1963 571
Dr EDDY/Dr.LAVANYA

T

1P5-00176006 1
{F)

RESULT SHEET

"z
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

\

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

Date

Time

Hb

PCV

W 2

RBC

WBC

6U00

N/L

Platelets

9 DY

CRP

ESR

PCT

RBS

Na

tul

K

us

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 : !

O ;
g“’fH‘;ﬁ ( r\}G‘
moea Q ‘

BHlture and SensHivities sy v - SNSRI S S I e ere o

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

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

Radiology : 71 R SAEORBEN M, S B i AL AR T e B S T 2 S WIS TR

i PN S SO S OB i s e e

CRHOTEAREE TR B OOINE LG, N ¢ .. co.ocococans ity LSRR Gt bl o s s sy



BAH-00653178 \P5-00176006

Mirs G PADMA

"~ 28-08-1968 s7y1woMsD  (F)

EDDY/Dr.LAVANYA

S L

R

MEDICATION RECONCILIATION FORM

AT RO TR N N SO

7z
Rainbow’ : T
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

/’E/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: . . S TSN | oA
- L S L P I A
X Wm Somuy| o oD | &zt ooc
2 ¢ Coc
3 ¢ Ooe
4 Oc Ooc
5 0Oc Ooc
¢ ¢ Ooc
Oc OIoe
8 Oc Ooc
9 Oc Ooc
10 Oc Ope

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date & Time : .......& \\%Us ...............................

* C- Continue, DC - Discontinue

Nurse Name & Signature: ................INCANVM XA J ......... R .......coeonnnne.

Date & Time :

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




BAH-D0653178 1P5-00176006
Mrs G PADMA
28-DB-1963 s7y10M8D  (F)

THI REDDY/Dr.LAVANYA

I

DRUG CHART

\

f
e

_

Rainbow’ . _r—
Children’s ‘Blrtthght

Hospital

Tt takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: ..... GJ l% 2'0 ............... DrUG AlBIGIES: oovvevereveieecceiisncseisse s %Iot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please 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 - 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)
. Date»
DRUG : Time
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
’ Dater
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tife
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

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

Page: 1/4

(P.T.0)



Mrs G PADMA
2B-D8-1963 57Y10Ms8D {F)
Dr. SHRUTHI REDDY/Dr.L AVANYA

I ”mmmm T REGULAR PRESCRIPTIONS ~ Weight. ............. Ward. ...............
DRUG :T- PA2AcerpavO L %;i

Dose Route | Frequency Sta Date

g | P | @

Name & Signature of the Doctor
Stam the Drugs: Q

v

Addmonal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T+ DU(ASTEN AL TD;;‘;;“

Dose Route | Frequency Start Date

| Plo | TP

Name & Signature of the Doctor Q

Y mm

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
DRUG : T, P ANTOPILA U f1g
Dose Route Frequency Sta Date

U Oy Q/
Name-& Signature of the Doctor Q

Stamngm

Additional Instructions: .

Daily Doctor’s Endorsement by a Sign

= W (AT
i L T

Name & Signature of the Doctor |

Starting thmgs{ | Q l

Addttlon ctions:

X W Mb e

Daily Doctor’s Endorsement by a Sign |

Page: 2/4
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BAH-00659178

Mrs G PAOMA F)
F 2:'”;‘:33 ’L;"::,'A;’“\\ \( 1| — | ———
VARIABLE DOSI \\ ““ “\“““\\ |\\\\\\\\ | turse sig [ urse i [ turse i
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date s . i e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor s po pose i
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: . . o -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Date»
VAF“ABLE DOSE Tlgle I‘iursgs‘m. Nurs& Sig. I Nurs;Sig, l Nurs‘e'Sﬂ].
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date o fose - i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e foee Dose oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose s Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:?rﬁcst‘igger Route Signature Nurses
‘10, |IM CEFOTRXIWA W % {omrg
4 Mle %% | lam A Shoyeds
et Ay —
Q’\_l Q a4 | INJ: PAQLA 1AMoL lo)/ |V e
b \x J Q hey
‘ 7 IO v | TILAMADO [6v A/ua. W n !M
L \$ M-
(“] fbA_.M 'D’IC»VB’F(-,’NA-C— Ib—OIV\f P')/TL L .

Page: 3/4

(P.T.0)
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I.V. FLUIDS CHART

Weight. ................... Ward. ...

Doctor | Nurse

Date of | Doctor

R YT e e P e R
Q\M@&R WA CLTATE . Ibona Cé, Kam ; Q y
A il T e / al
e o | NG|y ot ﬂ AR %” af
i ol A [ W

PR UADATE
Elhwt

7

A0

¢

HNGER, LAt
2l

il P

Page: 4/4



BAH-0065%178
Mrs G PADMA
28-0B-1963

Dr. SHRUTHI REDDY/Dr.LAVANYA

IP5-00176006

57Y10M8D

(F)

Early Warning Observation Score Chart - Obstetrics

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

|

r’%
Rainbow’ ; TYETE
Children’s & BirthRight
é, Q‘é) Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

RESP
(write rate in
corresp. box)

Saturations

Administered

0, (L/min.)

3, dway

40
39
38
B

36

35
< 35

2ley ueay

170
160
150
140
130
120
110

g/

100

90

80

70

i

60

50
40

—
anssalq poojg Mjoishs

190
180
170
160
150

140

130

=

120

110

100

90
80
70
60
50

-«
2Inssald poojg JNjoiseiq

130
120
110

HEIRTE S

40

NEURO C":""

RESPONSE s

[v] Pain
Unresponsive

URINE >30

mis / hour <30

\ Proteinuria

Protein + +

Protein > + + [

Lochia Normal
Clear / Pink
Liquor Green e S Lo i S Lty ES o s

AL ORANGE SCORES

TOTAL YELLOW SCORES
TOT!
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

N .
& T N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N A 2 >,

5 N

> 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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A ospita BY RAINBOW HOSPIT,

’I ””””I'M”Im I,l",’ “mﬁ-upnmum. Your Right to a Safe Delivery

ruST-SURGICAL CARE PLAN FORM

Procedure Done: ............- AL PW@Q&‘UM& " M{’ éﬂl{é—éﬁ/ WI/AM ﬂ/,ﬂf :

Post-Surgical Diagnosis: ................... l?w ....................................................................................................................

Post-Operative Monitoring Parameters F)Frequency:

H HQFDQ*WW'E’ antterivg

Wound Care:

U
(*) ,

1/Special Lines/Catheters:

W QYW/VW%(; (%WWVMWM ’meyﬂ £

Special Patient Positioning and Requirements:

(%)

Nutritional Instructions: ¥ Nm ‘PU/Y Q- Dhoyre
{ ;

¥

When to Start Mobilization:

: MWWMWW@WW%

Special Referrals:

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

\}/(es 1 No

Any Other Post-Operative Care Needed including Required Follow Up

A Vi ]

Treating Sufgeoy— '
gl e 1[I

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Mrs G PADMA
SUHGICAL Surgeon : . I RIT S e S 28-08-1963 57Y10M8 (F) M A
Patient Name : Dr. SHRUTHI REDDY/DrLAVA ender: ... ¥, s
Asst. Surgeon ................................... Ral_nbow
SAFETY CHECKLIST | i s itk | woto.—. NI " Sexpe | St | CRine
Scrub Nurse : PT‘ bwekar .. | Date: H:)]% In-time : €.:..4:C.. O Out-time : LRKECI T T
Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time.. Qa1 TIME OUT  Time... ... L&) SIGNOUT  Time:......[0. &
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ¥es CONo introduced themselves by Name and Hp\l}yﬁ ONo The Name of the Procedure Recorded \y{ OINo
Site ¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure J2¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) EY/sAf No CINA
Site Marked C¥eés CONo CJNA Correct Site es I No patient name) M Q“’ DYes ONo CONA
Anaesthesia Safety Check Completed  \[*Yes C'No Correct Procedure M No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning.>Yes [1No Anticipated Critical Events Problems to be addressed OYes ON
Does Patient have a: SI.II‘GEOI'I Reviews:
Known Allergy? OYes LA What are the Critical or Unexpected u\*“ Yo Supeen, :naesthetist ond Nurss:
Diffi Aspirati Steps, Operative Duration, What are the key concemns for recovery
— Alrwav./ » ratlon' i Anticipated Blood Loss? ‘_3&\ ONo CINA and management of this patient? OYes ONo
Yes, & Equipment / Assistance
Available OYes \@No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? ’D)fﬁ(lj No CONA
(7mli/kg In Children)? Nursing Team Reviews: W@\w(ﬂ ¢
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes @No CINA Been Confirmed? are there Equipment
Blood Units Reserved OYes UNo ONA issues or any Concerns? es OONo CJNA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo A
within the last 60 minutes? \7Yes [INo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. es CINo
Signaline & 4.'(/" Lk T L IS ..........conescind sz ........................ SRR ... o vt M e i it sda i
Moot LT w\ﬁ ................................... T, S Pypw k}\

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



Surgeon.: .....

SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse : .......co.ee.

.............................. p W

______________________________ PG NATIE © oo i AR e Gender:_,.,,,,,,‘ Rai_nb‘fw" & BirthRight
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, UHID NO. & oo eveeneenees SUFGEIY NAME © oo, ﬁg‘;g{g{s .W
............................... 07O X -ENERONN o 1.2 - SO I e

Before Induction of Anaesthesia > > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Timer........ TIME OUT Time:.o.. SIGN OUT _Aime....................
Patient Has Confirmed Confirm all team members have Team:
Identity CYes CONo introduced themselves by Name and Role CYes C)No CYes CINo
Site OYes ONo Surgeon, Anaesthesia Professional and
Procedure OYes CINo Nurse Verbally Confirm orrect (or Not Applicable) ~ OYes CINo [INA
Consent OYes CNo Correct Patient (Check ID Band) CYes CINo |_|-Tfie Specimen is Labelled (including
Site Marked OYes ONo ONA Correct Site OYes CINo patient name) OYes CINo ONA
Anaesthesia Safety Check Completed OYes ONo Correct Procedure Whether there are any Equipment
Problems to be addressed OYes CONo ONA

Pulse Oximeter on Patient & Functioning CYes CINo
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 Intravenou
Access and Fluids Plan
Blood Units

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes ONo -

COYes ONo

CYes CINo CINA
OYes CONo TJNA

COYes CONo CNA

Anticipated Critical Events
Surgeon Reviews:
What are the

itical or Unexpected

CYes CINo CINA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns?
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

DYes CONo CINA

OYes CINo CJNA
OYes ONo CONA

C1Yes CINo

To Surgeon, Anaesthetist and Nurse:

What are the key concemns for recovery

and management of this patient? CYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Mrs G PADMA

28-08-1968 57Y10M8D  (F)

E Dr. SHRUTHI REDDY/Dr.LAVANYA "
Rainbow"® ) YL
T Rainbow” | @ giiioiy

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : Date: .. l '.}[%
DOROETEINL - ......ooennctsnsinsrospenizsssii P %DFOT ............................................ Duration of Procedure : 20, oS
Name of Surgeon : .........ccccceuue. Dw&}wrﬂg, ...... "ﬂQ ................. Date of Admission : ......... 6 [&[%
Bundle Care Criteria : (Tick (/) if done)

Staff Signature

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

WDose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ?p)re’s [ INo
Name of the Antibiotic : ........ Q«l( ........ i, ANM[/?M ...................

2. | Hair Removal DX@NO if Yes : Surgical Clipper

Department where Hair Removed : ard [_]Operating Room w
o SRR e B

Skin preparation done (cleanse surgical area with antiseptic agent)? M No

=3
3. | Patient's body temperature immediately post operation (Recovery Room) (9,’)/ '’C
[Jora O _[Aila (Goal: 3637 °C)

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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BAH-00659178 IP5-00176006
Mrs G PADMA
28-08-1963 57Y10M8D {F)

Dr. SHRUTHI REDDY/Dr.LAVANYA

VTR

Part - 1. I
Patient's / Learner Language: ..........0\ K/\Yb\ ......

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy:

| -

Rainbow®
Children’s

7z

Hospital

It takes 2 lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRigh't"

Identified Education Needs:

13. Risk / Safety

}Iéld % ] Speak Willingness to LeaWﬁs [1No  Healthcare Literacy: []Yes—1 No

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 T C MG R e
Part - Il
Use codes from the list in part Il
Need Designation /
Date Time |dentified Information Taught _ i Meckaniemys Comments Signature
Person Taught Sistlers Teaching Tools | to hq:r'ﬂ':r%' Understanding .
B\\\z'\g K\ ];LU y}rﬁfrwf_&,\/\ FT/& f o L \ ,X‘e\r
h - : :
t
a\?s\qb a |3 Paw Na r\a_aww/d P ! s of £ D) t j %W),
1
U .
dqpﬁ i'4o | 4 A2 o] Arel Pt \ o L t - Niki=
am

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver e R T e AR AU 0 R
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
14. Others (Specify

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 P T R W SR DR B S
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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BAH-00653178 IP5-00176006
Mrs G PADMA
28-08-1963 57Y10M8D  (F) ¥ Z
Dr. SHRUTHI REDDY/Dr.LAVANYA : Rai'nb‘ow BirthRi ht
ARRAETRAT TR MULTI-DISCIPLINARY PLAN OF CARE FORM Chillitees ."
Diagnosis: ‘ F Mmpa
_ %‘::": Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification

O Others: O Per-Op
O Post Op

: ) .
LR A e P
PostOp | M} y H‘-;

&n,\;j‘, _Z Medical A nitial : ' ' O Nyrsing
A ) Nursing O Modified P M | ﬁ.jsm Swffj y M Q}/gl‘hers:

; O Medical
G\a\% _Nursing
.| O Others:

ooohb

) Medical O Initial L ey ) Medical
6\’}\‘)’6 ) Nursing 1 Modified H‘jgkﬁoswﬁu P B U—H ((Cil(i ) Nursing
7 Others: Ol Per-Op f,QQ Pmm' U3 on Npo Cb A N 1 "Others:
I\ ";?\,\ | dieB Kan # Post Op 7 7
[ Medical O Initial [0 Medical
) Nursing O Modified 0 Nursing
O QOthers: O Per-Op 1 Qthers:
O PostOp :
Ol Medical O Initial 1 Medical
I Nursing O Modified 1 Nursing
C Others: 0 Per-Op O QOthers:
[ Post Op

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



|P5-00176006

i 2
R ?sr:::-msa s7vi0M8D  (F) Rainb%W’ 3
- SHRUTHI REDDY/Dr.LAVANYA Children’ . BirthRight
T T et~ | () e

FLUID CHART]

Sheet No. : ........ @ ............ : é P/{ 2,

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.

PR

IV Site

“Nature o Phiebite.
. . . . ebitis
Date Time | of Fluid Route . NG | Diarrhoea | Vomit |Drainage | Urine | Phlebit Nurse

= P
<

08:00 am lo 61 A

09:00 am S\U/ {00V ‘\
| | (00 iy
[
[

—

©
©
0

>

=
=
-
~ 7

-

i
iz

| OON
| 0©
| 0©
Total Intake : Total Output: (\(\ — ()

%
%‘
3
15
\
O

\__._‘r—--
Ch

(& )

s

SIR

S8

| B¢
>R ClO

-

Total Intake : Total Qutput: M- A ) |

Total Intake : ~ Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : ' Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

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



Patient Sticker ] 2
Rainbow” &

(FLUID CHART)  fiosian” | fPies

It takes 2 ot to treat the little. Your Right to a Safe Delivery

\

Sheellais. - o st s

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 e Fvse

Thrombo-
Date | Time ONfaEIL:jri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | 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 Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Mrs G PADMA :
M
28-08-1963 57Y10M8D  (F) . I
Dr. SHRUTHI REDDY/Dr.LAVANYA Rainbow .

] Children’s BirthRight
AHHEETTTE T — i e o il chirer's | S BirthRigh

Shift: Wing (] Afternoon [ Night 2 / [ ¢ [ D Date: ..... 6 ML‘ ......................
T R I LA P L0400 c...... CQ)I’Y]P QAuAL...... 'L ... ;ﬁl .. il 2( G T T EATR < W

e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance [] Improve Activity Tolerance [J Maintain Good Nutritional Status cF W Maintai‘rl Skin Integrity
'S | O Maintain Personal Hygiene [ Breventrfection [ Wegt Eimination Needs (] Ensure Safety C) Early Ambulation Reduce Anxiety [ Patient & Family Education
< entify Potential Complications B W N NN 1 et .7 VRN A B oY e N e W M B

Time Plan of Care Time Implementation Evaluation

ga~ Y Ptz le p»gm»p Cmnot?’p*\ giofpfwfﬂf@uaxd fe ot ?fmg,( v
2 momfo:r Wl R 1Y MOM{O,CLL o
s i et pudiady
gt Prvidicfs el nfy Prdminst e Dol d) M
Wey

& W, 10 P«ma/p_ f\‘t’m 5 Ul 0 %\&A»a‘ N Uable

Qe [0@

‘5',40
b~mm@_piMﬂ_g%% ¥ (Pt et S
T R I - L (SR TN | AR o S B RO TR T A AT AT e
Specia 'ﬁ;é;;m'.'.'.'.i'.'.'.'.'.:'_'.'.'.:'_'_'.'.'.'.:'.'.'.f.'.'.'_'.'.:'.'.'.'.::{'.;gé?iff.'.'.'.'.'.'.'.'.'.:'.'.'.'.'.'.:'.'.'.'.%.'.'.'.'.:::ﬂ):éfé};‘.%ﬁ:::éﬂ::}%ﬂif.'.'.'.'.'.'.m.'.""::'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.:'.'.'.'.'.'.-.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.‘.'.'.'.'.'.'_'.'.'.'. ..........
NUFSE SIQNAMIFE: ..........coooo... e essessssees Nurse Name: .................... ‘aé/,aurq«sq ﬁm..( 9”‘5/) Date & Time: .......... 6[9/{]—5 ...............................

Docu. No: RCHBH /FRM / CLINICAL / 148
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Wirs G PADWA

26-08-1088 STY10OM8D  (F) e

Dr. SHRUTHI REDDY/Dr.LAVANYA i 4> @
Rainbow

‘BirthRight"

Your Right to a Safe Delivery

IIIIIIIIIIIIIIIINIIIII||||II|I| f Children's
NURSING CARE RECORD N

Shiftt [l Mofiing [ Aftermoon [ Night ) pates . SL I .

I = e L R JA‘M'QJ‘: ....... Fe,u{\"-/\ ...................................................................................................................................................

o | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort [_]_MAaintain Fluid Balance (1 Improve Activity Tolerance [] Maintain Good Nutritional Status [] Maintain Skin Integrity
E O Jﬂaimain Personal Hygiene WFrevent Infection [CJ Meet Elimination Needs [l Ensure Safety [ Early Ambulation Reduce Anxiety _Eyaﬁgnt & Family Education
& | [ Identify Potential Complications AT DTS BN 1 i citricd i ot e s b S e b o YT Do P pnas W AR RS s RN e o

Time Plan of Care Time Implementation Evaluation

o [ b Aem T falied| ooga |t fo Aaand  Tue patiablg patiialb fo
tem dlik 0) Cen dlrox) . (e A s
Pbtro{g — t»o v ol (o EV\'?«.(, olfp| -t Cu'adnd_ (ul{lg Chud. &-,_L_' s gﬂ
-. oy |
2 et U Gt oy | =t Ml Uo Cud |
£ & o Hdug o w— IR “('&A_—-'—P Sd s o no— el di) Codiory
o8 pe o8 oo dy- al P o  o9dy

[O‘QJ)A’

N*Z - 5 s
e mo e promer| ol o iy e
L RESEERIINE .. ... o sconerionRnaiinhirm oo bsmns peihilisgssbaras veserssiwssgmars Bebspsomsayxewsnssensshensfohisasss sonsisiesstuansins sossueiansn: dxnsasWe o ek ohs bt i s SASH ST T G RN PO s s

Special Notes: ....................... - T /h./l 0 il f?f\*\ ............................... Whinmd. ... Re .. ﬁf)ﬁ’&@ .................................................

Nurse Signature: ..........cccoeeeeeveeeeeceeee Nl NHEBE NAME: - ool e R e e e ates Date & TIME: ..coviiciisinniim Bl SR LAY B 206



> 4 | anas

B:ﬁ;o::;mn Pe— £ 7z
220-10g Rainbow’ ® - W
Children’s BirthRight
’////llllllllllllllm/m”/// i NURSING CARE RECORD Hospital _ | {mumo
Shift: ming [ Afternoory, [ Night 2 1 Date é/ '75/‘/%}5
ASSESSIMBNL: .....coovvereeenecenecesnnnns Xﬂ ......... /TD-S ........... o l',h,) ld ........... d" EC@—’” ............................................................................................ <4
PR MRy e L Y ok A i A g Ve Sknwgy
§ +Maintain Personal Hygiene [ Prevent Infection 1 Meet Elimination Needs Msum Safety [0 Early Ambulation Reduce Anxiety _=Patient & Family Education
S | [ Identify Potential Complications L ANEOMMIE SR i i s e T e e e S e e
Time Plan of Care Time Implementation Evaluation
\')fp m A5 e ﬁ) C@JA%’@\ ALY <—i0;%/;2f3rtal ij P}J%/J
g @ 7 Pt
VK/P "\5\""97/ Vit g _ "@ L
,:W @\/ (F)r\ g / > Ji P (,K_Z C[ ‘7 % WC\J? }IJC‘L / &y, / " & (—L‘J/*j
Am , P \@4 ) weell £ acke.
s s00d we - < (o . %A
C’ﬁ A@ 3. { / el -@ aj/ O‘J A
. %/65 wg%* V%g el b
bl mg_fejtzg’ Q"‘
T WS S (TR WG OGO R - Y . S S s SR S R
e T /{acrmmw/ alZen. ‘?....../m.....,Q;.f....a.zfzm. G e Wil 003520
Special Notes: .................... L PRk g TN e PR (AR SO, e -

Nurse Signature: ................. :zﬁ%q ............. Nurse Name: .......... ’_( O{.Lé/zd/!’ﬂf ............................ Date & Time: . (5/ 7/ 4. C ﬁ&’@

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD

A <

« -

Rainbow® . R
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the fittie,

Shift: [J Moming I Afternoon

[J Night

Bates ai LT

T e | | i) et 2 ISR U S SRR e O USSP S0 S SN SR S A e OU B e o SR L St ol e R s oty i i, e TRt
] Maintain Skin Integrity

[ Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

[] Maintain Fluid Balance
[] Meet Elimination Needs

] Improve Activity Tolerance
[ Ensure Safety

[] Maintain Good Nutritional Status

[0 Early Ambulation Reduce Anxiety [] Patient & Family Education

(%]
'§ (] Maintain Personal Hygiene [] Prevent Infection
S | [ Identify Potential Complications Wy L v R SO < SRR o1 e SOCCIRN Pl s et
Time Plan of Care Time Implementation Evaluation
R R I i B e S (R e S R SR O ol S B SRR AN A e SRS SRR KSR T AR S AR AR SRR AR A

Date BoTIme: il i sagmmsiisss o

NINSE SIONAIIIS: ......ocosiinsanvmnsoimmns s i TREED MBS Lo onronmnrmmonienssmnipennsnssbrss bid b miass At LAy 3



BAH-00659178
Mrs G PADMA
28-08-1968 57Y10M8D (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

A

IP5-00176006

\%

Rambow

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FOR
Treating Doctor: @Y Q.h’th\ ........... : ....... DOpartmemt. ... L 00 s Date of Admission: .. 6 Nl".

- WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Z | Diagnosis: Any Infection: CIYes CINo [LNGEKnown
— 7.
.g_ 4“7}()«/\&% If YeS SPECHY: .......cocvrverreerrercrserscsnnas
@
i \
2 | Area N)JJ \l[)b
-
2 — stitTime | >§ o \\ﬁ;ﬂ*\ ) b
% | Medical Condition ':, 3
E (Any special condition to be noted): ‘F’w \y\@szpﬁ‘ d‘\v\“’d
W
Allergy: O Yes 0|0 Yes guo‘ C'Yes CNe'| C Yes CINo | Yes C/No | C'Yes (I No
Tubes/Drains/Catheter: CYes (NG| Yes (NG| Yes CLNG | O Yes CINo |01 Yes CINo| o Yes CINo |
; 2
Vital Signs: Temp: a\g'ﬂ’ AL 6 C\'T'i:(
- Res: | JOPA gk | 20
g Sp0;: | |06 ap'. | 46
2 Pulse: | T 2bh gaW | €
w =
3 BP: | 42 170 \wmof W6 [)(92)
Fall Risk Score: | ~ Vs A
Pain Score: | — ) 010
\ ]
Safety Needs: | [ 2 t‘d% |
@ Physiotherapy | Yes Eﬁlo [ Yes (A0 | O Yesl CNo'| O Yes CINo | Yes CJNo [ Yes £ No
§ Others Specify: e e A\
E Special Diet: | Yes CLNo| ) Yes NG | O Yes CJNo | O Yes CINo [ Yes CINo | Yes C1No
=
5 Other Special Orders / Medications: N
Post Operative Procedure Special Orders: ,%D 0 H} v
22 P LS
I : )UN
Handed Over By Name : W
e P
Signature : (W’ fo— I v —
Date: b || 6(% £ 015
Time o2 | 1 ] “on g
Taken Over By N (@/ )
aKen uver ame 0
J oo L gemg
Signature : ¥ A
Date: v \‘7’“‘ ://{" 161 ¢, gjo?ﬁ
foar Z 1 D | —anEns
e I APl maon



W

— Rainbow® : . a
Patient Sticker Children’s . B|rthR|ght
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TIRAUNG BOGIEE i, stvivesinsinsasansnsarssssssaioncasshontunsss DORAFtIONE ... dnavidadinionaitiads Date Of AGMISSION: ......ccoccccerrrsvverres
Z | Diagnosis: Any Infection: C1Yes [INo [J Not Known
'g I YBS SPBOHY: ...iuiiomcescainsasasenscnnsassssnsasases
=
7]
2 | Area
E Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: [JYes CINo|CJYes CINo | Yes CJNo | Yes CJNo |JYes CINo | Yes CJNo
Tubes/Drains/Catheter: 1Yes CONo | Yes C)No | Yes CINo | Yes O No | Yes CINo | Yes CINo
Vital Signs: Temp:
= Res:
g Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
S Physiotherapy | Yes CNo | Yes C'No |1 Yes C1No | Yes CJNo (O Yes CJNo | ) Yes CJNo
=
=] .
= Others Specify:
=z
B Special Diet: | Yes [No | Yes 0No | T Yes [ No |l Yes C'No | O Yes CJNo |CJ Yes CJNo
E
8 |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



- BAH-DD659178 IP5-00176006 Rainb%w”
Mrs . . ™
za-u::::gm 57Y10M8D  (F) Children’s . BlfthR'ght
Dr. SHRUTHI REDDY/Dr.LAVANYA i S
CRLETER T CHECKLIST FOR THROMBOPHLEBITIS Hospita .3;2'?:!:1‘3?!!?35’511’3;
by )1t
A DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE N M M E N Remarks
M E E
: No signs of phlebitis / At
1 IV site appears hea{thy O chiiola 0 //\ '®)
One of the following signs is %
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula W 5
* Slight redness near IV Site
’ ;;’;"eslf dt;‘:t,f"““‘”’”g Signs Early stage of phiebitis / ;
Pain at IV site Redness Resite Cannula Sy T
Qyig;;? ? Tolwing Siuns e Medium stage of phlebitis /
- 4 Pain along Path of cannula ?em:e Ca{mula Consider S w
Redness around Site Swelling oy il s,
All of the following Si re g
evident afid Exv;'ér;gw;g:ns # Advanced stage of phlebitis or
5 Pain along Path of cannula tFt;e sjart of thrombopr_llebltls/ 4
Redness around Site e site Cannula Consider e
Swelling palpable Venous cord Treatment ks
All of the following Signs are
evident and Extensive : Pain Advanced stage of T
6 | along Path of cannula Redness | thrombophlebitis / 5 A
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse ] -WM

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 phiebitis.

Signature of Shift In Charge :

DG .............. o9y NAmE . .C[\a«vl‘j .......

Docu. No. :

RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

1T R . IO S s vaivs sn ERERECTIN s rer oo iy
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Hosp ital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

DISCHARGE PLANNING FORM

Nationality: ....... QA

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

1. Anticipated Date of Discharge: é ....................................................................................................

2, Destination Post Discharge: [ ] Home

Family Members Notified (Person Contacted)

[] Transfer

Hospital Facility Notified (Person Contacted)

M

i Discharge Status: = Family Home Care L] Home Professional Assistance
[ Needs Assistance In: Remarks
] Medication L] Yes G el B S5 R I RSN S T e il
[] Bathing ] Yes B TRl g 4 T L TR et o S SN W
[] Eating (] Yes o SRS e TR TR R R L. S n
] Walking Wl L s O, S /\tC) ..... Md ..... % G4 rﬁ&ﬁ[[la%

[] Dressing L] Yes 1 No

[J Toileting [ Yes (] No

4, Nutritional Plan:
L1 Dietary Instruction Discussed with the:

O W L-Family Member

- Discharge Planning Discussed with the:
_Umm/ﬂ ) Farmily Member

6. Patient/Family Educational Plan:

IO T e S e i e o L

B - RS S R F SR Rt e S S N, S

') Educational Topic/s: /%DQCP ........ ([}M@f\a—é

| Patient's Educational Topic/s discussed with the:
] Patient “T Family Member

R T T PR, . ;. 5 e

NUPSENAME: ......ccoommniiosnnti®

Date and Time: Glﬁ’(u’e ....... (4

Docu. No. : RCHBH /FRM / CLINICAL / 191
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OO PAIN ASSESSMENT FORM PO | RS
. Pain Score . 2 N Modifying | Patient / Family ;
Date Time (0/10) Location Duration Acuity Character Faclors Ediosted Intervention Sign
O D (J Continuous | [J Acute (] Sharp (] Dull (J Increasing | [ Yes [ m,i,,( 3
6“@0 &Qx) [\,&, CJ Intermittent | CJ Chronic 1 Aching (] Burning | [ Decreasing | [ No D
[1 Continuous | [ Acute (1 Sharp ] Dull ] Increasing ] Yes Un[{ 00X j
QM\: ‘0/3~ O Alp [ Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | 1 No Obsesitabon £ ;ag]mam
. T
™ [] Continuous | [ Acute [J Sharp [ Dull [ Increasing | [ Yes el uﬂuA
e | 1P) O i i Achin Burnin i e S(Q ;
e ),. F L Intermittent | [J Chronic U g [ Burning | CJ Decreasing | [ No obserathon
(] Continuous | [ Acute (1 Sharp [ Dull [ Increasing ] Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No
[ Continuous | I Acute (] Sharp  (J Dull O Increasing | [J Yes
[ Intermittent | [ Chronic (1 Aching [] Burning | [ Decreasing | [ No
[J Continuous | [ Acute . (] Sharp (] Dull [1 Increasing O] Yes
[ Intermittent | (] Chronic (] Aching (71 Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing | .[J Yes
() Intermittent | (] Chronic [J Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute {1 Sharp (] Dull [ Increasing [J Yes
[ Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [J No
(] Continuous | [ Acute ] Sharp [ Dull [J Increasing ] Yes
(] Intermittent | (CJ Chronic 1 Aching [ Burning | [] Decreasing | [J No
(] Continuous | [ Acute ] Sharp [ Dull [ Increasing OJ Yes
[J Intermittent | ] Chronic (] Aching [ Burning | [ 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

oo

No Hurt

-
Numerical Pain Scale (Obstetric and Gynecology)
1 1 ] | ] ! ] 1 ]
T T 1 T T T T T 1
2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littlie More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
£ No Particul d i Occasional Grimace or Frown, Frequent to constant frown,
ace 0-Farticuiar eHESSI0R.0r Ske withdraw, Disoriented quivering chin, clenchied jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
e Laying quietly normal position, Squirming shifting back and ; .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of 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)
Sedation Normal Pain / Agitation
Assessment
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP, 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 yantilamr

4
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Morse Fall Risk Assessment Form

\
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1t takes a lot to treat the little.

BirthRight

p ital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

]
ime |6
Choose Highest Applicable Score from each Category Dat:c/o;r;me L Fall Risk Grading
History of Falling Yes 25 B
(immediately or w/in 3 months) No 0 L Risk Level Morst: F:g)Score Ackian
28 M
Secondary Diagnosis Yes 15 U
(more than one diagnosis) No 0 m
Furniture 30 Standard Fall
. Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline :es o Implement
> ¢ Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
d n
GAIT / Transferring Weak (uses touch for balance) 10 At
Normal /On Bed Rest /Immobile 0 @ Implement High
Forgets limitations 15 f o Risk Fall
Mental Status .g - High Risk &l Prevention
Oriented to own ability 0 ®) e
Total Morse Fall Scale Score: 0247)
Signature %yu\%

Tick (v") 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
L] Use chairs with arm rests
L] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[] Hourly safety check

[1 Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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BAH-00659178 IP5-00176006 Rainbow®
Mrs G PADMA ain . % -
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1t takes a lot to treat the litthe. Your Right to a Safe Delivery
A
Date 4~ |
Time :| E
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability 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 e.itremity position position without assistance. Ly 'J
without assistance. to completely turn self independently. independently. ?
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; |
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Acti Th : 7 # : : woiding i
ofcpﬁ;(tss,,icaleaggei‘rt;? ébﬁ;z?:: S ba d non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every
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.
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or !
: half of body. two extremities.
Molstiies Digres 1. Constantly moist: i 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
5 whichg Skin is kept moist almost constantly -| ~ Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
S by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. ; \_E
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
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/dl 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
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.
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: & Erosit
5 / Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : i :
T‘Sso“e :::;f;ﬂ“ 5 < 40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be o et ey g
i does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be - 5 i noc;'ma 9% captiany rofh
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. SLER0ONUS
b
, s . - , TOTAL SCORE 27
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 o
Evaluator's Name
Docu. No. : RCHBH /FRM / CLINICAL / 119




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ) :
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
. SR o e Alternating pressure mattress overla
Manage moisture, friction and shear gp 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 L
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

L

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Department of Anaesthesiology Eﬁii?c?;‘:::s ® B rthRight
fiaii v ckan e oo rospial _ | (e

Name: ...... P m ..... b b : L B8 F ..... e LEHDING &t conmiansonasnshrpiionsinik g
Date: ...... M [cl)/ffv ................... T ..oie ) ...................... * - Proposed Operation:

3T s e b, Ao i et RIS 20 a8 IO I, IR AN I § Sy s (PR LI oy <, L S TS
B.P/CRT: ’7/3/ HR ft‘€7 weight: 00)... Q'IT ASA Physical Status: 51\9/ 03 04 O5
/ M C S‘ : Laboratory Data:

qé Hgb: }:LQ' Glucose: . PIOBIN ..o N bt X-Ray: ..

o by AR N o R SRR, LSRR L S A BB AR iy ECB: ;

wee: AUOD. oot O] T B e N, W 20 Echo: . @Cnn&ac Chn prbers

Plate: d‘oa Na: IU\! BBl i Blood group: ) NG Stress/Anglo: .......Aa. ReoM A

BB i i s nsiigagist K i M‘g ............ I T ik coreesbiinsinn ¢ YT S e e

i R LRI Gl s NEPIE o viiamiensins T oot g st )

A MG e AMYIASE: .ocooeerirerrer, TSH.... M 629 . - D i,
Il . T DB ¢ 7)) LA r X c 6
Hr0a O Allergies et

w55 Mo i [04udis ¢~ ofpil ot Aot
RESP : 4H{0 Uil d fwod - )/)/ﬁ %El&betes ANA —~re | N
oNs: N g W/MW és - ' . o T

Renal :
Hepatic / GE : — i ivity: it ”[G/%

oters: M, 5 Ty i Y%W’M—rw-rw &P Mﬁ—@

Past Anaesteic History: ‘W TU\J%,(J-W\AM/L 0,{( —laqy
Physical Exam: J

£ £

Airway: MP Q)S 4 Mouth Opening: ( ) Mentohyoid Distance: (‘ N) Neck: ( Kf) Teeth NO tﬂl‘m f-\‘-eﬂ
Lungs:a/{m i e M:ﬂg;sﬁ

Heart: $~ ¢ p 1 - ﬂ!’b‘w t Ineser b

CNS: (N AD

‘ Pl f;Aﬁ—mrc_ éagl( . P .Y
Pregnant: [ Yes [ No WA Venous Access Site f,ﬂ Spine Exam for regional : (AJ )

Anaesthetic Plan: TMAC [JREGIONAL [ GA-ETT \D)‘A

Peri-Operative Plan Explained to the Pationt: z%es [ No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
WD—WW g2 Mg" GGp - Water / ORS 2 Hours

2. NILORAL<[ /.

3. Informed Consent: tandard ) High Risk
4

5

. Post Operative Pain Manageme\:ﬂ}lzﬂiscussed with Patient
. Other Instructiops:

DI Bonnipapy o

S G Y L E L e AN b G s ;

Sign

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

2

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

Change in Patient Condition:

] Yes -1240

Fasting Status: (urvAusmne o -

AN

S

i

Physical Status: |\~ Patient Identified 1 Consent Present & Chart Reviewed
0o r ry " P ] ] e
HR: b S{™ [BP/CRT: | 28110 [Sp0; 0D /- [RR: [lo | Wb [ Lastfeed: ~>6MWMAS
Pre-0P Diagnosis: .. & - et ey Fo : Operation: . Date :
Surgeon: lr)w[ ..... T e e o S Anaesthesmlogistw , Technician
Ve 2oL ] I I
N.GZAIR /O A PM ‘P’\U.. 0.% ~al A
HALQ /SO (SEVO— 4 ) Y Antibiotic
Drug A" 20
b [f P = ‘ 2
0 ¢ 20 VLR Suppository ?7 "
O ; y O p
AL ATLTA = l?’ ™’
> o a -~
PTG Gary i
Blood Loss
FI0, / Sa0 , "l. ] |
ETCO, G Y - T 2T
ECG + ¥ P (18
Temperature e T BN 3 ey NE )
Urine Output K NOTES
vt G >
Bp 240 a
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Toumiquet on Time il
Toumiquet off Time 160
140 ~ :
Throat Pack In \
Throat Pack Out $2J1/ A -] y
”)D__v‘f e L { a5
|
t 80
o %)% 3
\ 40
20
10
0 & s
ABG
LAB Values :
GRBS
=
" Equipment Checkedand | Temp: Indu Regional:
Functional [J HME [] Fuid Warmer [ Inhal Extremity BRI i isiinsessinanosanisns wivess
] BP [J Gling Fiim  [] OH Warmer Pre 0, O RsI [ Spinal [ Epidural [] Caddal
A et LA %ﬂgger's O Cotton Wool [ Others R S (O
. T [ Oth riy
e Leeac ; er }O tmask \AGA 1’_‘: g POHSIION: o cpceinomtbine B S S R R it
Temp Site Times: q [ Airway ] Oral [] Nasal NS it o s v s syl ops s e 45 e
_ZFID Monitor Anaes Start: ........).. &1 “\ ETES .......os Bt O Needle Size: ...........ccccceenen,
i 0P Stae s et l e 2 [ Oral CiNasa O Cuft Parasthesia [ Yes
./Z Pulse Oximeter OP End: . U Tracheostomy (] Topical Catheter at skif .........4....... cm
Capnograph Leave OR: Lop{" U\ [J Drug: .. Drug Name & Conc
C Ventilator Anaesthesia: ] Awake [ Direct Vision Bolus:
[0 Nerve Stimulator - ] GA [C] Video Laryngoscopy [ Stylette / Bougie Infusion
‘ [J Monitored Anaesthesia Care +[J Fiberoptic Block Level
Pesigps RN _+TRegional Blatow v AMBIIPAS: .o minsicansin
Pressure Points Chegked DIFICURY WHY? ..ooeoocoeecsesonsrimeesesssnssssesssess i .
Line (Size & Location) ) Transpeftation to >
Eye c.are: 1 CVP: . e —— ‘Zf Bilat = BS PACU Oicu [] Other .DK/
- g : \‘Sﬁ]: 1 [ Semi-Closed Circle Relaxant Reversedm
ape i
] Padding W;'_ 811 il \j’gmfdc'm'e Name of the Doctor & ¥ A Tt
L1 Awake u ], Signature of the Doci‘]
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POST-ANAESTHESIA CARE UNIT RECORD

) L3 0 oA
Received in PACU b&‘* ..... «,%3,' 'H(f""i ................ Time Received : ............. PO&"") ...... Time Discharged : SO

1 ’! Al
250 250 IV Cannula Site : ........ccoeveretiin hw d
240 240
L 230 230 | [] O,Mask Nasal Prongs
§ gﬁg gfg [] Tracheostomy ] T-Piece
o 200 200 | [J Oral Airway [ Nasal Airway
E 190 190
180 180
8 170 170 | Vomiting : 1 Yes E',J_N/ (i1 ; S ivlc, bR i N
= o | NaTue:  C1ves [y’
v 140 140 | Drain: ] Yes G_)n‘(
130 130
A 120 = o 120 | Urinary Catheter: [] Yes w
110 5
& 11t110 . 100 | Chest Tube: O Yes D.Hg
= 90 %0 .
5 2 & Nil Oral N
L]
Ly : oo wruids: ... R.L ﬂf) £l
% 50" 50 Oral Feeds: .
& 40 ~ 40
7 30| » p 30
20 / 20
10 b 10
0 0
SPO, ;
MINUTES
POST ANAESTHESIA SCORE N ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on command =2 A Mf . m Tot | SCOTE Uf 3 iS Re uired for
Able to move 2 extremities voluntary or on command =1 ACTMITY ‘ 2_ —)/_ rl,_ nimu otal q
Able to move 0 extremities voluntary or on d =0 Discharge
Able to deep breathe & cough freely =2
'spnea or limited breathiny =1 RESPIRATION 52 ¥ ’)/' g 1 3 .
pracn 4 —0 19 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i ing Physician:
BP = 20-50 of Pre Anaesthetic leve =1  CIRCULATION A 1919 Y- space below by the Discharging Phys
BP + 50 of Pre Anaesthetic leve =0
oo . 3 CONSCIOUSNESS
Arousable on calling =
Not responding =0 ‘ ‘ Ls 9
Pale lotchy, jaundiced, oth - ?' COLOR b o
Pale, dusky, blotchy, jaundiced, other =
Cyanotic =0 ')" (J/‘ nV
TOTAL g ﬂ ‘0 k ': @
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

Oopd o o/w t%) Cedodnion) Roy

Ao 30y 0 /o it | adeva B @5'/

Pain Tool Used: [ NPASS [ FLACC [ Wong Baker \}A‘}’S Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
; : ; 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : ... DQ fHT,N'} o Bveiyd e for it DU ot

b After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature: ... 6—»._9

Date & Time: Ob'D’IlLLHIS ..... )
Vi

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

0.5 | ST I - Time: . ..ol iy T T T R b L S8 SR S
CSE /Spinal /Epidural Position - .............e SRR 2. i i Technique (LOR/LOS) ..................
ERBE vcimsnisnipaniit DU &L SKIRY viisivtscnvismmmimmiiiins i L e b S Sl & R R N
Parashngia ; YOs/NO If YOB BB ... co.....c.ocosmrsssmmssasssnsssanssnensasunsassarsesstsssonsssbe b sbsnsss it ocas sthasnt vostumsms i Duesassovies
SO COMPOSIION : i.cininininmimiiss i A e e L s e s pass s s b

Any other issues :

L O O I RS RS L ALY 0 T gl < SO o . 0, o a2 L) ¥ S SO |
;| RO Y SR SWUR. MU O UUUNIRIE: 7 S S0l . 0 RN = NI A 0~ MW . (IO, S MR U W Oy
A Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) | | ot Right | BP | Pulse FHR Comments
Delivery Details : ~ Time : .occeeveeevrnennee APGAR: ...coiseiininscs SVD / Instrumental / LSCS (if LSCS Details)
Cathater Reinoved BV 300 TID INEDBEINE & ....coiiaiuicifis i mnnscrnixnnsmsoniib i s i ik st brins ek i e Thesa il s bt g
T R U R Ot i pebes 1 U AN SO b ST T Vo A O (L ST Y0 W W R

Discharge /Shifting ordered by
DOCIOF SIONAIITE: ...sh 5 stises snsisessnesorssanensessensins sarsvsse svasvsnss
DORIOE R ... i) b BBl s omiiticninnisssmmssnsesis

Date and TIME & oo e e et e e e e
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AR T llllll o
CONSENT FOR ANAESTHESIA

Authorization By: Uzéent [] Patient Attendant

Operative Procedure: .. (T 5 -5 0%t V... —6/05’(47 ..................................................................................

Anaesthesiologist: 9{ ................ ADARA . .S urgeon: D/ TR R e S

Please read this before you consent for Anaesthesia

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

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

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

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
] Regional Anaesthesia (] General 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.

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

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
treatments.

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

Patient / Patieat-Attendant:
Signature: ..

Docu. No. : RCHBH / FRM / CLINICAL / 021(26)
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INFORMED CONSENT FOR SurGery o MIIMHNiiii ~ #eigh

BOW HOSPITALS

SPECIAL PROCEDURE Tt | N ver S

IP5-00176006

Patient Name : (\/\Tﬂ(}f;\d\m Gender: [ Male EXFﬁIe LT LR S
UHDNo:.. AT -0065A Y pate: . 222006 ..
Instruction:

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

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

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

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

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. Ihave had achance to ask my surgeon questions.

4. Ihavereceived 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: O\fk AA e “’V\ ..................................

Consentee : : Patient Attendant : , -
Signature : apﬂl/#’w) Signature : ....4..... %%#f( .............................
. K i

Name: .......... & .......... ?d ............................. Name:.........c.‘......w. VM

Date & Time : ....0 [\’bt ........ L — Relationship with Patient H[VQ .
Date & Time : C[%lzc,ﬁﬁm ..................

Vg Doctor (who is taking the consent) :

SIGNAUIE : ..o T s Signature : ............. ... o RO

NAME : oo N  AsETReTe - mﬁfw ........................

& Tme: ... gl;}lMQ """ jA/L """"" Date & Time : G\}l?t‘gﬁgm ..........

Docu. No. : RCHBH /FRM / CLINICAL / 027
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Origin: ... DAGUOAA oo Height: ...|SSonny ... Weight: .... £ ng?‘? BMI:...E.?..:..i.f&a.l.m”**
Food Allergies: . 10 NN T 1 o Y N U RN SR T eSghee o | RN TR oL

Diagnosis: PCD‘O\HﬁSWSLQf&L,FOLHFLLng

Medical History: Hj{mﬁ»j)\akcq .............................................................................................................................
Surgical History: M}{;&mw.k ................................................................................................................................

_7T Vegetarian [] Non-Vegetarian ] Vegan
DiEt AQVISED: ..coeeceeee e F@M%%NVO ..................................................................................

»Qcﬁcqoiaﬁd'@u,mfrm ......................................................................

Patient’s / Attgndant’s Dietician’s
i 'l.
Signature: @Q)V\B\’U‘f\b‘ Signature:

Name: Pcl.ciWO\ .................................................. TP L O e S

Date & Time: .6.L 388 SIS L ——
111300 (1" 30am .

No. : RCHBH / FRM / CLINICAL / 186 (PT.0)
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Notes

Sign




