B . Rainbow Children's Hospital - Banjara Hills

s

Rainbi . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's 4 ,Telangana, India ,500034.
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ADMISSION SHEET
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Registration Details :
Admission No : IP5-00175830 Admit Date : 01-Jul-2026 Admit Time :02:57 PM UHID : BAH-00322855

Patient Details :

Patient Name : Mrs SANDHYA REDDY M Age :39Y7M8D

Guardian : MR SURESH REDDY M DOB : 23-11-1986

Gender . Female Religion

Occupation : Martial Status . Married

Address (H) : HNO 3-182/1,PARIMALA COLONY Phone No : 9849680111
?gggéqkonda Warangal Telangana INDIA E-mail : REDVANI@YAHOO.COM

Admission Details :
Bed Type : SHARED WARD Bed No :SW414 Ward Name : 4F-BIRTHING CENTRE

RoomNo : SW414 Admission Type : First Visit

Contact Details :
Name : MR SURESH REDDY M Relationship  : Husband

Contact Address : HNO 3-182/1 ,PARIMALA COLONY Phone No : 19849680111
Hanamkonda Warangal Telangana INDIA 506001

. Y d. i

-~ Signature

Doctor Details :
Doctor Name : Dr. DR.M PRATHYUSHA REDDY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self : Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 01/07/2026 14:58 Printed By : 015513 Page 1 of 2
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N/L

Platelets

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
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MEDICATION RECONCILIATION FORM
O maton SR pr ........................... H Wan 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 FFOM: ..o Shfed 0: ... o s nN
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pare / Time ?{;ﬂ:gﬁwg
1 T  (ROK 2 on || I |oc £1oc
T ORUON W i 13 |oOc oee

3 Tay ATALOL | Oy PO B0 | Ml |D6 Ooc

4 (JC CJDC
5 (Jc OJDC
6 OC OObpc
7 LIC JDC
8 LIc OIbC
9 (JC [JDC
10 [JC CIDC

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

Dr C%«Maw g*
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Sheet@ REGULAR PRESCRIPTIONS Weight\.@g‘lh.k Ward ..... BC
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Dose Route | Frequency | St L X
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4
Name & Signature of the Doctor X o ﬁ’
o | Startify the Dru y‘y/y
2 %‘I\u 4

[

-a VA LA
W | Additional Instructions: %Q“\ V\ o
7 o

Daily Doctor’s Endorsement by a Sign 2
DRUG : e
Dose Route | Frequency | Start Dt. -
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Jato
Dose Route | Frequency | Start Dt. ’
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : TDI?;Z

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign &
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It takes a lot to treat the little.

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

Children’s i ‘ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Deliverly

DRUG :

Dater

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate

Dose Route | Frequency | Start Dt.

Tipe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Tlrpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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DRUG CHART
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Rainbow” . . a g™
C?llill‘dr%vr\ll’s ‘BWthR'ght

Hospital BY RAINBOW HOSPITALS

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

Date of Admission: ......... (hh& ..........

FOR THE SAFETY OF THE PATIENT
GENERAL

Drug Allergles: .......usissusi

NKD[-} ........................ _,ET/Not known any Drug Allergies

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

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

>

Tifvne

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 :

Date

v

Dose Route | Frequency |Start Date

Ti@e

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Additional Instructions: (}Q% (

Daily Doctor’s Endorsement by a Sign i f'a(/
prRUG: T DICLOFEWRAT %?;ee")l’k 0
Dose Route | Frequency S'Trt Date| ‘,W

Somy | PO | TED |17 )

Name'& Signature of the, Dactor = ) )
Starting the Drugs: gd/ﬁ”

VMJN D‘ “L

L)Jf‘

Additional Instructions:
% 4

Daily Doctor’s Endorsement by a Sign

\3Z
s

pruG: 7 TRAMADY) %frt]f, A Y
Dose | Route |Frequency |Start Date| Q210 9t
o) P | TS | e Nt
Namé’& Signature of the Do tor N
Starting the Drugs: d ]\j W «*‘W
pdule G |
Additional Instructmns 4 é
Sl )3
4]
Daily Doctor’s Endorsement by a Sign B("‘-

— [Dat '
DRUG : f”'j CLEXPIVE T M X \x\’*
Dose Route Frequency Start Date|

66| scC L?f]f

Name & Signature of th sl
Starting the Drugs: Va % ujn;""/
d'\ D M LW/@FC” /
Additional Instructions: ), il
)
Daily Doctor's Endorsement by a Sign [)._\
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Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - P hse Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s . . -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARLABLE DOSE '?Igtlee) l NurssSiu. I Nuts‘e;Sig. Nurs‘e'Sig. Nurs‘tlar Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose fions fony Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
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STAT / ONCE ONLY DRUGS
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CAESAREAN SECTION OPERATIVE NOTES

W

Surgeon’s Name: py nv - 4h ) ey &Ai‘{ Date of Delivery: 4 [ o= [4.26 e - i

Assistant Surgeon: DYJ Cavindo— Time of Delivew:((p[@ic;a‘:) ngrjz T D“)
3

Anaesthetist's Name: —ﬂirﬁ Gender of Baby: Mb‘ /Qm\,kh/

Type of Anaesthesia: J{ Sh Weight of Baby: 9. %0‘(’1“1‘ 9. @O(g]g

Neonatologist: py | o, % by Durvadali AGPAR Score: C]]U) ; Ylo

Scrub Nurse: Gi. [ J NICU Admission: [1Yes <o

Pre-Operative Diagnosis:

mtive ] Emergency ' Indication: .............. \ Pm\%'( ...... ‘V\wﬁ_
.| Urgency
Bl 1 Immediate Threat to life of woman or fetus
1 Maternal or fetal compromise not immediately life threatening
[ No maternal or fetal compromise but needs early delivery
17 Delivery timed to suit woman and staff

RO DIN0: ..o buiemgtusn soasbingibenpibethRhER R svsssvs sossvessssss Knief £0 FRCHIS: ....... o st s

B L o 5 s o s bR s i1 i onas ssvn s asssnnsirabass fhsshinissssnssnsisuissssansisssiscinibaam S TR

BARE WOS 4 GCIY OIVE ThB TBABONS: .......cociereremanrinssnessoressssnasasssnssiaibbiitanasssassssdbisbintbnesibsinns iR

Surgical Procedure: %(uﬁ\\,{ (g - @‘,lO\QwQ

Post Operative Diagnosis: Popo [ TluaxR1 .

Peri-Operative Complications:

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

Name and Number of Surgical Specimen sent for examination:

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



Examination Findings when Appropriate:

Presentation: (I Cephalic 1 Breech [ Other .............. Cervical Dilatation: ...............ococovvevvvereeirernn, cm
DT PRI o iyt i e e - Fetal POSHION: ............cc.cooveeeeeeeereeeeeeeeeeeee )
Station: -3 O-2 O-1 OO0 O4+1 0O+2 Moulding: CNone O+ [J++ [O+++
Caputt O+ O++ O +++ Meconium: C1None I+ [O++ [J+++
Bladder Catheterized: [ Yes O No Urine: [ Clear [J Blood Stained

Skin Incision: D‘Pfﬁnsteil [J Transverse CJ Midline C3 OthX .........c.ocemnreemeemrseasasnenssasioss
Uterine Incision: Drtﬁ; Segment I Classical C Inverted T 1 J Incision

Previous Scar:  [J Intact wmm CJ Ruptured 0 Scar

Incision Through Placenta: [ Yes 0 M : o‘):h/o W~
Delivery of head: [+Manual O] Forceps

Liquor: D»mﬁ UJ Meconium: 1| o Um OBlood [ Offensive  [1NetOffensive
Delivery of Placenta: J Manual b’j ................. (] Complete [J Incomplete [J Piecemeal
Cord ADPEATANGD. ..ottt L e Cord around the neck [1Yes (SN0
Appearance of Placenta: ..o T S Cavity explored =¥es [ No

Uterus, tubes and ovaries: ormal [0 Not Normal Sterilization: Yes E?‘No/

Uterine Closure: CJ One Layer B)I'w/o'Layers

Peritoneal Closure:  CJ Pelvic C Abdominal (I None
Sheath Closure:

Fat Closure: tZ’ﬁ CJ No

Skin Closure: [(3-8ubcuticular ] Mattress
Vagineal Evacuated £Ye§ O No
Drain: _ [JYes [3NO [JRemove in ......coooeeen..... days [J Await instructions
Ctheter ~TTYes TNo [JRemovein.. - . days O Awaitinstructions

Swap & Instruments count correcf?ﬁ Yes [JNo [ Post-op Antibiotics OYes ONo—
Intra-Operative Antibiotics Cover:  (3-Yes [J No [ Thromboprophylaxis 3¥eS ONo

Post-Operative Notes:

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

-----------------------------------------------------------------------------------

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

.........................................................................................................................................................................................
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iy ] Y
POST-SURGICAL CARE PLAN FORM

.
PrOCEAUIE DONE: .....oooooeeeeerreeeererseesereeen GL-’\Q”QlM ‘L% —%&—T :

POREERIICA] DIANIBIS: ........cc.oriinciveionnassonsnsivsonsasdSiainiasstaaibiosssioausonss sonsinivisisspmaporsesasniopusbesionditvoss psousrsbesssansassananassasassvases

Post-Operative Monitoring Parameters /Frequency: V\Q
L S o

j"/‘“f) m)&@ﬁﬁ_uﬂﬁ

hgh.

Wound Care:

Drain /Special Lines/Catheters: @ W

oy

Special Patient Positioning and Requirements;
tunot R

Nutritional Instructions: " 2 ¢ LJ H"o‘ ao& GVA o

A

When to Start Mobilization: O\% (;‘Q qb“M\U
x

P e — TR Y

Special Referrals: U

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

E@as 0 No

wPost-Operative Care Needed including Required Follow Up

O
A _\F 0

Treating S%rzeon l M L,
(Signature & Stamp) A Time: 51 T

Note: Plan of care will be readjusted if necessary.
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score Tick Score
Previous VTE (except a single event related to major surgery)
Previous VTE provoked by major surgery
Known high-risk thrombophilia

W W W&

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-| diabetesmellitus with
nephropathy; sicklecell disease; current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative

Known low-risk thrombophilia (no VTE) il

Age (? 35 years) & o

Obesity A= 102

Parity = 3
Smoker
Gross varicose veins

Obstetric Risk Factors
Pre-eclampsia in current pregnancy -
ART/IVF (antenatal only) —
Multiple pregnancy ' ‘
Caesarean section in labour ~
Elective caesarean section _ \
Mid-cavity or rotational operative delivery —_—
Prolongediabour (? 24hours) e
PPH (?1litreortransfusion e
+0 Preterm birth? 37 weeks in current pregnancy
| Sitill birth in current pregnancy -
Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. = 3
appendicectomy, postpartum sterilization

PG [y [ ) g g I S N

Hyperemesis
OHSS (first trimester only) -
| Current systemic infection =
Immobility, dehydration

N\ ,
Total N =k te.
)/L

Signature of the Doctor: ..........ccovueunece. >/ ................. B ah \\ .................. Time: &&QW ............

Action Plan: Zﬁ‘\}*b ...... Ql,; .................

—_ = || o

Risk Assessment Tool for Deep Vein Thrombosis

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

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

[ Iftotal score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

[] Iftotal score = 2, Hydration & Ambulation.

[ If admitted to hospital antenatally consider thromboprophylaxis.

1 If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

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

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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Patient Sticker ;:::;‘:va::”uan (F) : ’”:/é‘
HA REDDY Rainbow® ® - TR
i ’ BirthRight
000 1 Chijras kil
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
- &
To Be Filled In By Assigned Nurse : Date 401
DEpArtment ; .................c... e .&QOT ...................................... Duration of Procedure : .................cccce.
Name of Surgeon : .......1%.... M..... DvactD b ALY ... Date of Admission : \h’}dﬁ
Bundle Care Criteria : (Tick (/) if done)
Staff Signature

1. | Antibiotic given prior to surgery ? M []No
[[_) Singte Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision PE]%S [ ]No &aﬂ{{,

o s < t
Name of the Antibiotic : ....<£0,....... T AR T ke B

2. | HairRemoval [_]Yes{ JNo ifYes: Surgical Clipper
Department where Hair Removed :L4Ward [_]Operating Room

L o g C‘Mﬂ-{:'

Skin preparation done (cleanse surgical area with antiseptic agent) Tﬁes [ ]No

Patient's body temperature immediately post operation (Recovery Room) ’C
[J ol or #xila (Goal : 36-37 °C) Smﬂﬁd,

4. | Name of doctor or staff administering the antibiotic : ....... wa/\,\q ..........
Date & Time of antibiotic administration : ’10‘11026@ ...... g‘llﬁl\/\ SMOMJU
Date & Time procedure started : \\%{%@6]0&/\

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

 Ifany 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 ferm) are completed properly

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038



Surgeon : ........ "m?nss ....... | .

SURGICAL Asst. Surgeon 25,5 ”unvnnsoo u':f 'f;?saaa T UYRNBIG ;s R s A ik Gender : ......... Rainbow® P BirthRight

ikl = [ 17—

N

Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:...4:. 0. V... TIME OUT _Time..........o....... SIGNOUT  Time:.......ooooooe

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

Identity % No introduced themselves by Name and Role (1Yes [(INo The Name of the Procedure Recorded [1Yes [1No

Site “Yes CINo Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle

Procedure __#8s CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ (1Yes TINo TJNA

Consent /Bﬁ CINo |+~ Correct Patient (Check ID Band) CJYes CINo The Specimen is Labelled (including
Site Marked yNo oMK | Correct Site CYes [INo patient name) CYes CINo CINA
Anaesthesia Safety Check Completed es CNo - Correct Procedure CYes INo Whether there are any Equipment : :
Pulse Oximeter on Patient & Functioning (1Yes D,Ne/ Anticipated Critical Events Problems to be addressed COYes CiNo CINA
Does Patient have a: Surgeon Reviews: :

Known Allergy? es o | What are the Critical or Unexpected TOTER TS as:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, WIS SO e fovey

. : Anticipated Blood Loss? OYes CONo CJNA and management of this patient? [1Yes CINo

Yes, & Equipment / Assistance i

Available 9*39/5 No Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concerns? TYes COONo T NA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned ‘ s CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved O)Yes ,@ﬂdﬁu IE0U06; 05 2y OGRS €T i L
Has Antibietic Prophylaxis been given - Is Essential Imaging Displayed? OYes ONo CINA
within the last 60 minutes? Mo I NA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CINo

Adids

L RN . N ............................... e RO S 1 Ot SR
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e i R P
T — MULTI-DISCIPLINARY PLAN OF CARE FORM Egis'.girtea';’s ‘Bartthght
Diagnosis: @—’lh(\[l) 3646005“/ PM/WM MU/ ' ML) oy !CIMf HN ”][l"f Sl WV

_ ?iant:e Discipline Type ' Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification

. [ Medita # nitia : L b 16,0k ' CJ Nursin

\ \"I\\)’ 0 m u :wlctldilfied qdﬁ (! ? /m / 'on fm/& Clecone ﬂ/ " gthers?

@ | O Others: 0 Per-Op Pwviow? Wb oLl o 4

[(W‘r O Post Op MDA f”’ml C[Mt'ﬂw_’ L667

ursing. 1 Modified ”2 M —T7 Others:
.| O Others: 1 Per-Op )4{;) e /QJJ&
\&Yp\ O Post Op | M

O Medical | [ Initial '- L1 Medical
; - : o .1 ; . e y O i
&‘4\&6 ) Nursing [ Modified pop - | SC’JI" Dt gsd'p—‘ Hf.ﬁl\, G Nursmc:;
e Z Othfrs: ; Eer—tOg £4. xSCs : probeda ik _~ Others:
. : 2 ' 0S p
S | dtefibaw
[ Medical O Initial , Pesle aw( - Du_P Lave O Medif:al
3/7/,;5 C) Nursing O Modified Pulr _ 2 : ©) Nursing
< Others: O Per-Op PV S¢S R 'hkfroi‘wj L 1> I Others:
4P " 3Post Op ' w4, ( . AL, M | "“’j
L1 Medical O Initial : [ Medical
£ Nursing O Modified 7 Nursing
O Others: | O Per-Op [J QOthers:
0 Post Op
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.............. Patient / Learner Literacy:

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

[ Read [ Write

[ Speak

W

Rainbow’

I\

Hospital

Willingness to Learn:_L1Yes (] No

Children’s

It takes a lot to treat the little.

BY RAINCOW HOSPITALS

‘BirthRigh’t"

Your Right to a Safe Delivery

Healthcare Literacy: [1Yes [] No
y g

Identified Education Needs:
1. Diagnosis

2 atment and Care Plan
<* Pain Management

©N® o

Medication / Therapy (safety, effects/ side effect, interactions)
Discharge Medication
Infection Control Measures

9. Nutrition / Diet

10. Fall Risk Education

11. Safe use of Medical Equipment / Implantable Devices Safety

13. Risk / Safety
14, Activity / Exercise
15. Social & Rehabilitation Needs

16. Special Discharge / Follow-up Education / Copmg Skills

4. Informed Consent Diagnostic Test/ Procedures 12. Patient's / Family Rights p LD e Ll e e e LR RO T N
Part - 1l
Use codes from the list in part Ill :
Need . ? Designation
Date Time Identified Information Taught s P Comments Signature
Person Taught / Teaching Tools | to overcome | Understandin
’ Barriers . barrier/s .
( s :
‘Hw MY Dizgnim , eatvmunt g,caup[am, ¥ l
it ¢ gl

Iwlemed  Unantt

WW

B oy |3
|

pd-

2. Physical Impairment
3. Emotional Barriers

5. Educational Level
6. Desire / Motivate to Learn

8. Responsibilities at Home
9. Cultural Differences

11. Beliefs and Values

12. Impaired Vision/ or Hearing

/
&\4\&6 g 'Sa\v‘ q Aecet O{ILO’Y) ek P+ [ o) ( [ — | Sarmns-
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver L0070 ke T ) I S S L L S S
Learning Barriers:
1. No Learning Barriers 4, Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

DS (BLEORY i s iissivsis subiniatios sovesekiisinsiatusdoiasmsssesi

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 YRERILE o T T FC A R O, I
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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UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

\%

Baseline Information:

Admission From: OER ] OPD r)"zﬁjmission pesk-. Gl OMSISEEP0HY & ousninamp it
Primary Language: MU / English ] Hindi PO BHBRI v vy s agaas il
Do you require aninterpreter? [ Yes‘/ﬁ TR G L e PR, SO RN O v T R
Source of Information: ;/Pgtient L1 Family SR TR TR S e R SO o SHEL U
Allergies: [ |Yes ;«No/ [ Medications 1 Blood Transfusion [} Food AL AR I e e e
HYBS , HIBIIY .......conocesserensnsssnssssssnsusssenssersssassssensnsssersessrssstassessst st sk shendsanses s sassnsbessasse s sabasabessbsasensasnassssssusssassesessins
T R B SR A S R Doctor Notified on Admission: @Yesy CIN

........................................................ é{,«/(}u»{ ALDA).....  Name of the Doctor; e AT,

................................................................................................. ‘h‘? Time Notified: y%'ﬂ

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

Past Medical History Past Surgical History Previous Hospital Admission
N/ Wl i

Gynecology Assessment?%t_ Applicable | Gynecology Surgical History: Gynecological History:
MBIEEHEERSION: .= g Caesarean Section:@{l ] Yes Contraceptives: m [ Yes

1 Yes

O Yes— Post-Coital Bleeding 2 7 Yes
O Yes Infertility: CINo [JYes

Last Menstrual Pariod: ...c.....o.icabiina Others: If Yes Type: (] Primary [ Secondary

Onset of Menarche: ... % il T Ectopic Pregnancy:

M Cervical Cerclage: zf 1 Yes Vaginal Discharge:

et

Menstrual Cycle: [ Regular [ lrregular | Myomectomy:

OIEItac HISINY: = G ..ol = B RN bt 1 L Rl P R

«
Previous LSCS: ................. ).J ..................................................

Current Medication: ;‘/None [l Yes, If Yes, Fill the reconciliation form

Family History: ;LNO Abnormalities Detected
[] Heart Disease 1 Hypertension (1 Diabetes [ Stroke [ Seizures  LIKidney disease

(] Liver disease W0 R N SO S R T T SR P 10 AN o A S

Vital Signs / Measurements: Temp: W'Hﬂ HR: %a'/ RR: L7 ............
BP: UGZ&D Weight: ]Qélﬁ Height:.........c.cc.. BME ..o

Pain Assessment: Pain: [ Yes [ N0 (If Yes, complete the Pain Assessment/Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)




PHYSICAL ASSESSMENT

General Appearance: ,@ﬂeanhy LT1ill looking [ Anxious [] Agitated CIOthers: .....ccoeeeeeviieneiennn.

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
_| Mobility problem [ Walking Problem Y TNo Abnormality Detected
[ Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormality Detected
[ Overweight 1 Poor Appetite > 3 Days 1 Needs Therapeutic Diet.

CIUnder Weight L Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
/| Calm & Cooperative [ Restless L Depressed - | Agitated I Confused
L O e SN N B Se s S S T D

Inform consultant for positive criteria

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

1. Marital Status: [ Single A;rried [ IDivorced . ] Widow

2. Special Habits: Smoker: [ Yes (Naf Alcohol Abuse: [ Yes %No/ Drug Abuse: " Yes ;_*,No

SOCIAl HIStOry: LIVES WIh ..............ooiriierirmieeeeeeceeeeeeeceeeee e sesese e

Orientation has been given-regarding the following aspects:
Call Bell in Reach : 4:’;4 No Waste Disposal Explained@eﬁs [INo
Infusion Pump : “1Yes LINo Hand,Hygiene Explained: “ 1 Yes [ No [ Others

Above information given to .................. ;

Name of Person Orientation was giventod/............. 3. .0.s
Orientation NOt GIVEN REASON: .................ovverrrereeereee oo e

NUFS0 SIGABIING: ...covccecininion BT e aneneaessenines
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It takes a lot 1o treat the little. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM
Date.........s 1 \;}/ﬂ"b ............ Time of Arrival: MMW Time Seen by Nurse:

1) Level of Consciousness: [, Conscious L] Semi-Conscious ] UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[J Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / Leaking Water PV
] Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor
[J Decreased Fetal Movement [ Spontaneous Rupture of Membrane / @ Water PV
[J No Fetal Movement [0 Other Reason: ..... [ . Lo NS R SR
3) Vital Signs: Temperature:q%....... Pulse: g&"' RR: ]\O[ Sp0,: [ﬁ)b_é BP: .[.l...ol.meight: .............
4) Gestational Criteria:
Gravida: G B gt Pl _ . Ll A
LMP; '\U\\\D\‘\S ... 2.5 ?’Jw Gestational Age: ......... 3 b{"f .................
Uterine Contraction Yes | O No | ONA | Onset Time Frequency:
Membrane Rupture ] Yes ;lzﬂf— I NA | Onset Time Fluid Color:
Vaginal bleeding O Yes m\ O NA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes E,No 1 NA Pain Abdomen / Vomiting
Good fetal Movement  Yes | CJNo | CJNA If No specify:
Pi
5) Pain Screening: Numerical Pain Scale (NPS)
l | | l ] l ] | l l |
| I | I I 1 I ] | | =]
\_0)) 1 2 3 4 5 6 7 8 9 10
No Pai Worst
- possible pain
R e e TR T TR RS SRR SN S RO i O R R S e <
& CTIRIION ... fcosin it PRI i i Days / Weeks/ Months (Strike out which is not applicable)
Rl s R B T T R S S AN LRI SR S =y O I S L o e
« Frequency: ....|..... mrbq{
CIRE et e e L o8 B N U SORRPR et L MM N S G L T

6) Past History: w
B T e o il ciai i s o s e e S L S DT Sibrn S e R AR o
b} - Medicak.......... UL«O ............................................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 098
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iy B T R ... .
8) Current Medications: [ Prenatal Vitamin P TR 1 2 1,
9) Prenatal Medical History:

ne
;é!’gzmnic Hypertension

CJ Gestational Hypertension

[ Diabetes

[J Gestational Diabetes
[ Low placenta
[ Others if yes, specify

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

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

gory lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

1 Category V: Non Urgent (Time to Physician:

0BCU Obstetrical Triage Acuity Scale (OTAS)

< 120 minutes & Reassessment: Every 60 minutes)

Level 3
_ (Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
| Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
{ weeks
: . Mild hypertension
Hypertension > 160/110 gy
| Seizure activity and / or headache, visual | >140/90 with/without
disturbance, RUQ pain associated signs and
d symptoms
Abnormal FHR tracing Atypical FHR tracing,
Non-Fetal M m abnormal dopplers
i SnTRRove Diseased fetal movement
| « Acute onsite severe » Major trauma + Abdominal/back pain - Ongoing assessment | « Anything that does not
abdominal pain » Shortness of breath greater than expected in|  from out patient clinic seem to pose threat 1o
« Altered level of * Unplanned and pregnancy : (for hypertension, blood)  mother or fetus
3 consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
. | + Cord prolapse + Nausea /vomiting and | . Minor trauma (minor | - Out patient placenta
« Severe respiratory for diarthea with MVC/fall) previa protocols
- | distress ] suspected dehydration | . Nausea/Vomitingand | - Pre-booked visits (&
« Suspected sepsis /or diarrhea Rh and progesterong
il « Signs of infection (ie injections, NST
; dysuria ,cough, fever, | « Assessment for version
chills) + Rashes
e

Time seen by Doctor: ..........

_____________________________ Juile

Nurse Name :

.. Time: . %

ai

[N .................... Nurse Signature: .. %
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cany warning Observation Score Chart - Obstetrics

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

\

Date

Time 19111112 10111 |12

RESP

(write rate in
corresp. box)

> 30
21 -30

| 24

4.

Saturations

ECRFUCT N N S O N A T PO TR W R e T o Y

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37

36

35
<35

218y Leay

170
160
150
140
130
120
110

100

90

80

70

anssald poo|g 21j01sAs

180
170
160
150

140

")

130

120

o\
110 10N

100

=i

90
80
70
60
50

ainssald poojg ijoiseiq

130
120
110
100
90

80

™

70

%
-

60

50
40

NEURO
RESPONSE
[v] ‘

Alert

Voice
Pain
Unresponsive

URINE
mils / hour

> 30

v v
e L e

Proteinuria

Protein + +
Protein > + +

Normal —

Lochia Heavy / Foul

. Clear / Pink
ot i Green
TOTAL YELLOW SCORES o £ :
TOTAL ORANGE SCORES 5 [ PN P

Nurse Initial | — A
‘\J ~




:

Early Warning Signs

Obstetrics and Gynaecology ]

5

Set of MEOWS
Observations

Complete a Full

.

>,

L3

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

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
e
(
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
" W,
~ N

* The Modified Early Warning Score (MEOWS)
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__.., -.arning Observation Score Chart - Obstetrics

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

N Date
37‘2@, Time | 8 | 9 |10 12 34@678 d112] 1.1 2 L3 14845 7
RESP =22
(write rate in
corresp. box) 11-20
0-10
# 94 - 100 %
Saturations =94 %
Administered 0, (L/min.)
40
39
& 38
153 37 fa ) Ap axil
a° 36 | f 7 B
35
<35
170 |___
[
B
s
= i
2
=3
g
o

180
170
160
v
5 150
2 140
(2]
o o ot
T § 120 b Wi
- 110 ‘|
o 100 ¥ . i
w
z 90 1
i 80
70
60
50
130
= 120
g 110
5 100
=
a 80 i -
- & : e
g 60 L “Ei 1
=
2 50
40
NEURO Alert o T FE L LETL =
RESPONSE ‘:::i‘:‘e ]
L¥] Unres i
ponsive
URINE > 30 : .
mils / hour <30
Proteinuria froRana
Protein > + +
: Normal i o
b Heavy / Foul
Clear / Pink | I | I | | I I I ; | | I I I | I I [ | | I | o= I |
Shguor Green
TOTAL YELLOW SCORES 0
TOTAL ORANGE SCORES jd ) 2] &
Nurse Initial ) [/4
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[ Obstetrics and Gynaecology

Early Warning Signs

T )

Complete a Full

Set of MEOWS
Observations

. 7

- i
1 Yellow Alert :
Repeat Observations
in 30 minutes
Nk J/
- Y
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N A
: N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
L5 7

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

N

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
Time 9 |10|11{T 23|45 |e] Ml 7
> 30
P 21-30 &
(write rate in
corresp. box) 11 - 20
0-10
s - 94 - 100 %
aturations <54 %

Administered

0, (L/min.)

40
o
3
-
o]
< 35
X
2
S 110
= 100
@ 90 1
80 e H’l
70 yus
60 | 7
50
“

—e
anssald poojg 21j01sAs

50

4—
2inssald poo|g Jijoiselq

130
120
110
100
90

80

70

2

60

&

50
40

NEURO
RESPONSE
[}

Alert

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

v

Proteinuria

Lochia

Normal
Heavy / Foul

(4

L

Protein + + !
Protein > + +

Liquor

Clear / Pink

Green

’

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

[4)
3]
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s

Obstetrics and Gynaecology
Early Warning Signs

é N
1 Yellow Alert : [ N
Repeat Observations
in 30 minutes
\.
& &7 L
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
9 £ _ o
& ‘ )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. Y,

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

| Nature - + | Drai o | pidote
Date | Time | offFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PgErie® | nurse
Mouth | IV | NG
08:00 am
09:00 am N ’/’
10:00 am /D ‘N
11:00 am .
12:00 pm y
01:00 pm ;i
Total Intake : S Total Qutput :
02:00 pm
03:00 pm W &
\ 04:00 pm ‘Qp/ e TR Mﬂ 0 /euQ’-j
\\ [y [P ligot uoed 0 Feut 0F
6oopm| B, | . [fog o ! 0 ,Kﬂ%
07:00 '
m| B, [ M| toed \ _ RS fu Oy
Total Intake, o S\ Total Output: () .00,/
08:00 prY| [ + % ok
09:00 pm 3k % o
10:00 pm (\ %, \ O&ﬁ {0\\ (@) 9 (
1:00pm | ¥ < A 0 i
12:00 am ‘“) L] \\)_ g) @5{1\
01:00 am 4—&;4
Total Intake : ) M\ o Total Output: ) — (200 AM—()
1 0c00 am [vor)) bt
03:00 am . 1oory ) £ 9
04:00 am WO | ypand | o <]
sonl T | o ¥, o (vors
06:00 am voon/ ; 200r4] Z
07:00 am o | jpo mA L i
Total Intake : Total Output: M. & o Yoerd
l
Total 24 hrs. Intake AV — 9 port Total 24 hrs. Output | 9y () PLO0F

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

Hospital

N

®

BY RAINBOW HOSPITALS

Children’s ‘BirthRight“

It takes a lot to treat the fittie.

FLUID CHART

Your Right ta a Safe Delivery

1. All measurements in ml.

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

Intake

Output

| IV site

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine | Phiebitis

Thrombo-

Sign.
Score Nurse

3\'\\'*

Mouth

A

N.G

08:00 am

09:00 am

N

10:00 am

11:00 am

Xty

12:00 pm

01:00 pm

5| B
ALl
s O P B>

Total Intake :

A - | Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

\/'(

QOICICIOIO

Total Intake :

Total Qutput :

R i il
%_.:::::
<

v
=
§

08:00 pm

09:00 pm

10:00 pm

W .
—
Et\

11:00 pm

12:00 am

e

01:00 am

- il
E

Total Iniake :

Total Output :

)
ND

02:00 am

03:00 am

04:00 am

05:00 am

}(/z{f.z_d

06:00 am

[

07:00 am

e iy,

-3 N S T

Total Intake :

Total Output :

h—m (7~ _

Total 24 hrs. Intake

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

Total 24 hrs. Output

n. o6
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It takes 3 lot to treat the little. Your Right to a Safe Delivery

T T N, <N

1. Al' 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.

I _ Intake ik | w0 W sie
Date | Time | Naure Route NG | Diarrhoga | Vomit |Drainage | Urine vgr%?;gg i
\ Mouth LV N.G
o\(' | 0B00am M0 “leo N
09:00 am o |/
1000 am faiin o Wi Sbas i i
11:00 am % il Fs) W"‘?Tn
12:00 pm o | W s
01:00 pm S l O
Total Intake : M0  Total Qutput: () > 3
02:00 pm \ &)
0300 pm e | Lo Tl ]
04:00 pm & [ 0 { 8. .
05:00 pm N Nf O SV
06:00 pm il ey (@)
07:00 pm ny (1)
Total Intake : Total OQutput: Y\ — () U~
08:00 pm PN
09:00 pm N R b tiama P /
10:00 pm | 2 d
11:00 pm o4 2 e
1200 am 29 '| o B 5. i
01:00am =K
Total Intake : Total Qutput: 1y , A J_— \'
02:00 am PR
wwn] [ , i
0400 am i | o_(cens
05:00 am 14 wid
06:00 am Ha0 s L
07:00 am L = N
Total Intake : Total Qutput: 2 2 ¢~ 9
U
Total 24 hrs. Intake Total 24 hrs. Output m-3 L//‘7

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



YA REDDY v Rainllﬂ;/‘{%‘w" .
- PR i | Qi
Fiii ospial | @i

FLUID CHART]

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.

[ wvsite

:‘:..' G & i = SR e R o e & 2 Thrombo- - 35
Date | Time gﬁ'}% Route . NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

Score | Nurse
%9 Mouth LV N.G
(\ 08:00 am

\\ 09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : i 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 OQutput :
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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CARE RECORD

z
Rainbow® i I
Children’s ‘Blrtthght

BY RAINBOW HOSPITALS

\)

a Safe Delivery

R takes a lot to treat the .

T NURSING

Shitt: [ Morning /Afternoon [ Night
ASSESSIMIENL: .........voooverenn, ‘f PSR — W%{,‘ ....... éf'«?/{' /éf .............................................................................................................................................

=2
©
(=]
(<-]

[7] Maintain Airway and Oxygenation .a—na@ Pain & Discomfort [J Maintain Fluid Balance ) Impyove Activity Tolerance
] Meet Elimination Needs Mgﬁe Safety

(] Maintain Personal Hygiene Z-Prevent Infection
/Ioa«ﬁ)Pntemial Complications L T N S S R SN . SR |G M s NI W SE ORI U s DRl

7] Maintain Good Nutritional Status [J Maintain Skin Integrity

[ Eady-Ambulation Reduce Anxiety P@/Pat?ent & Family Education

Time Plan of Care Time

Implementation

Evaluation

A 2, f4 U%M%E§77@gﬁ

1

1

;’LIF 17 %@ u&,uJ,, [&T?%"
r )

by 12 Sededy

M

Aussed o, }%L coud?
£d MEJM?QL/ Ve | 7;?0” 7 Wida UEWLQ% %M)i f@iﬂwﬁj

Drug. Admt b 0
o 1o ﬁﬁ/w‘}”%‘ﬁ/%

> Vo edesd WLM
- |

=

7

Frdale

BORREE ..............oc..csotosbbessiesms s IZU)L«.Q ...........

Nurse Signature: .................... _ﬁ/ .......... Nurse Name: ......................QeBAA 5N

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

Shift: (1 Morning [}AﬂemMNigm/ Datet}%/!%

Assessment: Pﬂf/ﬁﬂ/@i’/’ﬂ@/kzﬂa .......................................................................................................

. - -
@® Birth Right
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

o | [ Maintain Airway and Oxygenation Maln & Discomfort B’ﬁmain Fluid Balance [ Improve Activity Tolerance m Good Nutritional Status [ Maintain Skin Integrity
E g/Mam»n Personal Hygiene CB’Prevem Infection (] Meet Elimination Needs D}usur%‘afaty [] Early Ambulation Reduce Anxiety Wamily Education
o Identify Potential Complications [0 Arry OIS, SPBCHI. «ouiviivviiisismaiiiis vnrineswonh ses v dn e siabiives st isis ued s abai S s sa i mas i s st b e s

Time Plan of Care Time Implementation Evaluation

T [ A<1e X e pb ol a4, psnogdioe 7 ondiot.
\ONMU\!\}M“%/\J:‘L‘JS ”MM'\UJ dwcg‘mﬁf@d oL 15

G2l Chesd W\JJ&%_ Vo2 chosct M oo Cwﬁ;ﬁaé&«‘
YWY Cluldes ® g%\@M@E P ol

b0 bseow ST - s \%3 0 D8N HET7T) &w&

SDUBET MIIE:  .o.ioinicsuisshindvuumihonusssnsuisionspmssss asussitdss bobiinss ioksh4unutsw s A el oo R i ad s SN oBH. 41w A S RSB B  WAS SE S RR RRS § 0

........................................................................................................................ 4L /D,z(,esQf/)%

Nurse Signature: ... e Nurse Name: ............ eI RN R Vo Date & Time: ‘L_J;f)%@ .........
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Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

iy T s e
Date: 21*1 S i

Shift: /Df{ornmg [ Afternoon [ Night
o R A T NI s 1 POCLLW .}\M«v?_ W va/v*qu ......... 5 TR iy A
j i Lﬂ@a Pain & Discomfort [J Maintain Fluid Balance U/m/p Activity Tolerance 23{( in Good Nutritional Status ] Mai kin Integrity
/E&e Safety _+ Early Ambulation Reduce Anxiety atient & Family Education

o | [ Maintain Airway and Oxygenation
E aintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs C S
S | [ Identify Potential Complications T A T R ST SO R RN el 0 1 s ST oI ot Y | I L, R
Time Plan of Care Time Implementation Evaluation

on |[S0 amest., wthe m qrent | Assessed “"’_‘:M ﬁ ot Mabsle
. cond o —the Conclidie
y Sba T —MevtBed mm—*?wa‘-mj Vel avormad
dom |56 e AL A o | B o Aot
3 .
S S Mmaﬁzfjﬁc tozt’, Mﬂd% ade | Sl
4 ; 0 Ww» f
e (3 JW@L e Qf’ —t I"ZMM 2{" chark
\74?'0" (o W\.ajmifax}k ;Q‘PD chart™ | | &m

\W»TE LNCE1B090 WJIO’UJNL

Re-Assessment: (j
ﬁ/f@w%’\m% ....... ﬁmau*af(w&pf A

(]
Nurse Signature: .................... @'f ......................... Nurse Name: .............. W A

Docu. No: RCHBH /FRM / CLINICAI /148




BAH-00322855 IP5-00175830 "
SANDHYA REDDY MALLADI :
:isr-‘u 1m WYTMID () ' ,% )
RATHYUSHA REDDY Ralnbow . . . m
BirthRight
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‘Ui NURSING CARE RECORD Hospital _ | (e

shift: ) Moming [ Aftemoon [ Night Date: %?/245 ...................
BOBRASBIRE ..o cossivishichmantiissihssasailnssio " Dadeend bawdng. aninimad.. 0ad0. 10, SUAD: Ol Ao AL TLL oo
S (7 %7; /

©» [] Maintain Airway and Oxygenation [-Refieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
g L[] Maintain-Personal Hygiene -Prevent Infection [J Meet Elimination Needs D’gn-sg[eﬁalm - [] Early Ambulation Reduce Anxiety 1 Patient & Family Education
& | [ Identify Potential Complications EE) AT OREIONS. SPOCHY: <. onninciiyimanaisiniintamsionia i whsus s sl s s s o5 s S e TR BN i e s

Time Plan of Care Time Implementation Evaluation

S

Hosers Jo +he Patarnt condum| a0 Assessed #9 4d padarnd on 6

JO Macenjce=t? o chav? aenfwend o chaxt-
Ryl 4, , _

4. 70 monfod  yifalt gf” Adanifored ntals

g plan J¥ encosrag doaL spv a)jca?/f / / O@Qﬁ //wq/ /W’% ik

; ! (ofF Aoy
S Vb hes f P oA ©3om f - pmplatee]
Gm | pimtucaseon |k

730 Wd/(*@/’)@/)ﬁ/f/@/)ﬂdﬁ{(//t(
I /ngéz(wm- EA pan kiler £ N Lrddgs

BRI ....c.. . oviminedinmsnnsnncinss s snssaabibisah b difessichihansngiOh R smns st thehaasinns rodusss g inmols s dod s i i hrsiahs iagassises v Fobysad Vs e s s s ip b e AL NN A s B et
................................................................................................. /g@f}@ﬁ(f(ﬂﬂ# Ot 2... .. S Bﬁ CM/J?!W S SDOWFERE M vty
EIRRRIINOIORY . ... hcnsssdiinssovmsbntsssch iU Feusoinssantinnsiinssosbbigonssoaiinstsssssnis oo ms Rk sl s S0 i SReL AT I et e ARG s s

NIES8 NAMB: .cc..ccoomnitonsisingd U.Uib/.?d{!m: ................... Date & Time: CQ/?../Qé ...... @é’ﬂ’)) ..........

Nurse Signature: ............ccceec.... s
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Date: o?/é‘fa?/ .......................

Shift: 1 Morning [ Afternoon U)Ligﬁ

Assessment: p/”/f?ﬁ/ ........ AL W’Zﬁ/ﬂ?ﬁﬁ;'mf@/lﬂ/fﬂ!ﬁ/ 2 P
e | [ Maintain Airway and Oxygenation m\re Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance ‘Z‘mm Good Nutritional Status ] Maintain Skin Integrity
'§ intain Personal Hygiene _[-Prevent Infection [J Meet Elimination Needs D(Epsurrﬁafety [ Early Ambulation Reduce Anxiety [ Patiet & Family Education
© | "7 Identify Potential Complications e e R R gk St el NI I e o BT SE
Time Plan of Care Time Implementation Evaluation
o | pEI2%s  the  pefrens 5130 | ¥ #0804 he  peefen/ | X pafiens 5 Sede
Caond v sy pm |(ond7on  pafient ! ekl oppen umbetate

topr &p(am' +O /770/7//0/( V/%ﬂd [@:’Qfm &/27&/7/7'6/( vrtals  ladle,

ipry Bpleen Ao medniad 7o * maentacn Tlo Choandt

‘ il
o4 p blegod! 19 ?m K—{?/ﬂw’% ' Nettce A

0 1 9 <&, ‘390
s | G WG ont tanen S0l

sploony 10 Lot olrek &' 0| shos
’?/Z: HDCM’) te Cg’méc’/&"w{)@ CER J—P@f{f@ﬂf/ @méC//Q/A("

| . \w—Cdwen Moel/lcoett'on e
9 ¥ploen) o mel’c @l0n. | apm pos_dlalton _ Onalend.

Re-Asses;sﬁlent: ......................................................................................................................................................................................... e - e

................................................................................................. e zakwammﬂfefwr%o

-~ s AL AEPAA LA IRARE 4 an
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Your Right to a Safe Deuve?y

Shift: & Moming  [JAfternoon [ Night Date: 3(7) o e
Assessment: MI[&WMWMWM@ ...............................................
o | [] Maintain Airway and Oxygenation elieve Pain & Discomfort (] Maintain Fluid Balance ] Improve Activity Tolerance [YMGUM Nutritional Status [ Maintain Skin Integrity
E mln Personal Hygiene ] Prevent Infection ] Meet Elimination Needs B/ﬁ(:e Safety Early Ambulation Reduce Anxiety &Pﬁhﬁ & Family Education
& | (] Identify Potential Complications ANV OMOTECSDACHY. 1. .. vorren smssshiaprsdnsn e s itz s e in aosves et e e e s
Time Plan of Care Time Implementation Evaluation

eonditdn o e tonditisn o] the Patonk L
5 : Atodsle.
o [ 10 viowediek wia AA@M (ov 20 — MontRed ~ wils s cnnd

PR 6 Wi Phie o /kff g
~ o o ehhatds
wf‘q =Te Mm _L//O M )‘le -—{FW ‘@{

f:(—T(; admf@m r | Fﬂ __-(UZHMW :
\@N‘ Aol ecne g, (‘,10&*’ Avedi'cnas

w._}/(g WW@ZFM St — _Lmesnd —the a«w\fﬂ-"

Re-Assessment: ‘1 .................................................................................................................................
sl - o, mmﬁwr ot . seelucad. . el Ao . RSOACTLAINR o
DTN, | ..o i B T et b e eles Betasssesbrs o e Ol e SO S NN F PR, SEETOE 0 SR NS NSRS U T 00, SRS R,

Nurse Signature: @l\ Nurse Name:
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Shift: [ Moming [ oon 1 Night Date: 3,/?,/@76’

Meinia ... PRI L. LUT 1.?&11...&1&2“..@4@4(4....@.../.zzaaz......ca@, /ﬁ ..........................................................

Assessment: ............. SELLUL AL

[J Maintain Good Nutritional Status ] Maintain Skin Integrity

e | [ Maintain Airway and Oxygenation ___-Relieve Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance
E in Personal Hygiene /Q—Pfe'irént Infection [] Meet Elimination Needs %Eneureﬁafety i (] Early Ambulation Reduce Anxiety ,D.Eatienh& Family Education
& | [ Identify Potential Complications ity ORI RO e B0 NI St e i SRR - R .
Time Plan of Care Time Implementation Evaluation
fleey>

o%m Hasess 40 Jha /Idccm’- C@Qﬁféﬁ"?or)gl;ﬁp Assersed 1y 7742 /)afc;uy}-- an |

Ep) facntaen o chart - ‘ i Maordaond o ohard
3.
49m) o/ fo>  vrtald | 4';(” oniponed \vitald -
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| ter) Jakary soft dud -
plen 40 encoun ool o P2 k) z
e s, | Tt ol juaid iy

4 /)% of fuid £50fr ds
, /0
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NURSING

Treating Doctor: ..\, XY TARA

SHIFT

Rainbow®
Children’s .
Hospital .

N\

ND OVER F RM WARD

PATMBNG ... 00 L i Date of Admission: ......

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

2 | Diagnosis: Any Infection: [IYes [No t Known
M%@(WW fw%%ww _________________________ o
= bty , p
g Area 0 '3«4“‘ A ‘\dgk
3 Shift Time | >y, : T mow B 24
g Medical Condition V‘ w L~ ’ o
= | (Any special condition to be noted):
Viagl 15 1.5 | v 4[}@
Allergy: (1 Yes 21 W6 | 0 Yes =NoTTVes CING | O Yes 9No |0 Yes 0 Ne T Yes O NG
8 / JV es es CIMO O Yes (No | O Yes [ e T Yes L WO /
Tubes/Drains/Catheter: O'Yes CJNo Q‘@ No | ¥es> CINo | O Yes Ao | O Yes O No| Tl Yes O Ne'
Vital Signs: Temp: . 0\'&30{ 91 | qre | off | 9)-3f
. Res: | (%A T IOW 904 | 20lm | 20 [ gopih
= Sp0; (| 07 | 457 | at | feos
e Puse: 0L AR S VWY
% o [\ Qo \9XIA [12)£4] e Jer 2] PCE) 102
Fall Risk Score: | L& 3¢ o | 55 e
Pain Score: /o,\ 5 0/ lo 0 aho dJ/e
Safety Needs: W ?)M N\ Ve Qd:;’m 2 y.0s
@ Physiotherapy | Yes j2No | Yes 0 Ne+=-Yes E}No O Yes m O Yevs O )1@{1 \;es O No'|
g Others Specify: NV NAE—|  tp Yo nNA s
g Special Diet: | Yes D/NG’T_‘J Yes [ Nol1Yes D,N/ O Yes /No [0Yes CINO |1 Yes Dpe'*
S |Other Special Orders / Medications:
[ = il
N0~ go | e | N0 | ga
Post Operative Procedure Special Orders: W/NQH o A | 1 Lo
Handed Over By Name : w/\ W ) Uh\xd}‘\*n
D Sdog ; '?1 W kg
Signature: A e W A Q
Date: L B @il glh XX [ofapag
Time: o | Fom | gl 290 | C"| 334
Taken Over By Name : MQJ%\D‘V MON pr%wﬂ(\" T P},KJT
Signature : e - @-’ 1 % z %)’ @)"
Lot o0\ e Mm% |
Time: I \J\A\ DA | geM o Q\’V ) 20 g™
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Rainbow®

Children’s &
Hospital .

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: .... *f gty . Department: qu‘v\ ..................... Date of Admission: ... h b,
Z | Diagnosis: Any Infection: CIYes [INo ,Aifot Known
:g C\LVLL/ Wt 6 P J g T AL
7] \ ?

2 | Area 200 5@«\ \dy
- - =
‘% ' Shift Time 9 v % I8
% | Medical Condition ,
= | (Any special condition to be noted): "‘WN @
Allergy: OYes @No |0 Yes CING |0 Yes CING |0 Yes ©1No |1 Yes C1No | 1 Yes O N
Tubes/Drains/Catheter: O Yes mﬂ OYes O /Ne [Yes C1o | Yes C'No | Yes CINo | O Yes CIND
Vital Signs: Temp: | A€ | 9e°f 09 3.;{/
= Res: | 1aln, | 20O 424n
= Sp0; | og7, | AY 200 7.
g Pulse: | oel)n, | ¢ 2B Hr
3 BP: 1ashe |l 1¢2)] 196) 88
‘ Fall Risk Score: | = 23O éq
Pain Score: | © O 0l to
Safety Needs: Slm | wyes s,
T I
@ Physiotherapy |C Yes {No O Yes Dyn,g Yes (0 | 0 Yes C1No |0 Yes CINo | Yes O No
=
E Others Specify: Nt AL s
= T 2
E Special Diet: | T Yes mﬁa O Yes D/ua [1Yes 0 | O Yes OONo | D Yes C1No |0 Yes ON.
E
8 |Other Special Orders / Medications:
= NnR
~e s
Post Operative Procedure Special Orders: | A%~ )
i72a
X .
Handed Over By Name : WF"
: do |ty q
Signature : oK =~
. MY % (20—
Date: 27 720" | alojor
Time: 0 f" | @“ﬂ‘ﬂ ARV
Taken Over By N N‘W
aken Over ame : )
N LV | 4gems
Signature : A nd =~
Date: L \?Nb 2|0
: o e
Time: pwm R P

Docu. No. : RCHBH /FRi / CLINICAL / 097
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Morse Fall Risk Assessment Form

Rainbow*
Children’s 4
Hospital .

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Choose Highest Applicable Score from each Category

Date / Time

_"---s--

e

RIEY:

Score g Jg%]

25116

Fall Risk Grading

N ZLL

History of Falling Yes 25 K.
(immediately or w/in 3 months) No 0 0 Risk Level Mﬂfseh';:'s' Score | tion
Secondary Diagnosis Yes 15 9 1€ i
(more than one diagnosis) No 0 & /
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
0
IV / Heparin Lock or Saline :BS = 70 20 Implement
0
0 2 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 N
Normal /On Bed Rest /immobile 0 Vo) Implement High
Forgets limitations igh Ri '
W o.rgets imitation ¥ 15 High Risk > 51 E;:te‘?tlilon
Oriented to own ability 0 A Intervention
Total Morse Fall Scale Score: 2 <Y &1L 5
Signature ‘2}/

Tick (v") whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
/ ents use their prescribed eye glasses if any, in the hospital

se safety straps on stretchers and wheelchairs while transporting patients

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

H
Y/

Moderate Risk (25-50) Apply all low risk intervention and

[] Assist and/or supervise ambulation. Reinforce to always call for assistance

€ 1 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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23-11-1988 BYTMOID (F)
Dr. DR.M PRATHYUSHA REDDY

LY T

Morse Fall Risk Assessment Form

"2
Rainbow* s il
Children’s ‘BlrthRught

Hospital BY RAINBOW HOSPITALS

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

Da i
Choose Highest Applicable Score from each Category tSec;;:;me 7/ %Li& Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score Action
MFS
Secondary Diagnosis Yes 15 !5 il
(more than one diagnosis) No 0
Furniture 30 Standard Fall
: Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 3 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 200 Implement
g Moderate Risk | 25 - 50 Moderato Fal
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 - Risk Fall
Mental Status High Risk i ,
Oriented to own ability 0 ;Eiﬁggggn
Total Morse Fall Scale Score: 1L
Signature CooMd

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

[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /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

[ 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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=
Rainbow®
Children’s
Hospital

Tt takes a ot to treat the itthe

Your Right to a Safe Delivery

BirthRight

BY RAINBOW HOSPITALS

y immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

Alﬂ i al
w1 I [T AT
L B/ XN R WY, )

4. No limitations:

V"(

Mability Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance.
without assistance. to completely turn self independently. independently. . "/
2. Chairfast : : 3. Walks occasionally: 4. Al patients too young to ambulate; J / [
*Activity The degree 1. Bikiat - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and insice room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
tc feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

‘1
4

o
U\
Y

‘--.,___{“-

e |

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly -

by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

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

1. Significant problem:

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

=

‘-.._“C

—4C

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

- B,

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

Narn Na © ROHARM /CDR 7 OLININAL 1440

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

>45_C

St

Evaluator's Name

4

120 A

At A

/Y VR
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Support Surfaces

severe pain or with additional risk factors.

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

Alternating pressure mattress overlay
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BAH-00322855 IP5-00175830
Mrs SANDHYA REDDY MALLADI

CHECKLIST FOR THROMBOPHLEBITIS

rl M ) )’]

‘.'.f/ZZ
Rainbow" 4 i Al
Children’s ‘Bll’tthght

Hos pital 8Y RAINBOW HOSPITALS

It takes a lot uan ﬂm. Your Right to a Safe Delivery

23-11-1986 BYTMED (F) .
Or. DR.M PRATHYUSHA “DTl I|| “DAY-1 [ “' DAY-2 "DAY-3
CTEE TR —— STAGE / ACTION SCORE [t DAY L DAY ks
: No signs of phlebitis /
1 IV site appears healthy Ot et 0 0 O 0 o O 0 ),
One of the following signs is
evident : Possibly first signs of phlebitis
E * Slight pain near the IV Site / / Observe cannula 1 AR o = e ( )dﬁ./zalff
* Slight redness near IV Site Al < o | %WO,W_Q/
Two o_f the .following Signs Early stage of phlebitis / -
3 are evident: Rabite Cansula 2 W i ) Tl USSR, BE
Pain at IV site Redness ey
o g L Medium stage of phiebitis /
4 | Pain along Path of cannula -Fr?em:e Ca{mula e v e M i, g
Redness around Site Swelling e s
‘:i,li;;;{] z;gl?xxréggsigég.ns ol Advanced stage of phlebitis or
5 Pain along Path of can.nula the start of thrombophlebitis / 4 il "y
Redness around Site Re site Cannula Consider PR % Ry =
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | thrombophlebitis / 5 A i
around Site Swe"ing palpable Initiate treatment Re site Ty W -~
Venous cordpyrexia Cannula e
Signature of the Nurse < W f’cu%’& Qe pafalppud
v

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

Signature of Shift In Chasge :
?{& Foondl2
........................................... NAME . ..o o FAASE VAL ... v

Signature :

Docu. No. :

RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :
Signature : ................ e A

..... Name : ,/U&/‘f




et
< - - ®
BAH-00322855 1P5-00175830 :I Rainbow .

Mrs SANDHYA REDDY MALLADI Children’s .Bil’th Right_

23-11-1986 WYTMED  (F) Hospital BY RAINBOW HOSPITALS

OO PAIN ASSESSMENT FORM N e

Modifying | Patient / Family
Factors Educated

Continuous | [ Acute 1 Sharp (] Dull "l Increasing | +<TYes h%
Intermittent | (] Chronic 1 Aching [] Burning | ] Decreasing | [ No J

e
e (0/10)

W 3 | ofe

Location Duration Acuity Character Intervention Sign

O

g}’

7
\ ‘L@ (] Continuous | (] Acute ] Sharp (] Dull ) Increasing | T Yes
\ 'D (o ) Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
19 ]
\ \'\b ” ‘0 Q [J Continuous | [ Acute (1 Sharp (] Dull [] Increasing ] Yes
(X I ) \fo A [ Intermittent | L] Chronic (] Aching (] Burning | [] Decreasing | [ No w
e ot R =
\ﬂﬁ (] Continuous | (] Acute (] Sharp ] Dull [] Increasing [J Yes
\ X \Ogm ? J(O \ :\M CJ Intermittent | [ Chronic (] Aching () Burning | [ Decreasing | [ No M
T ' e
N0~ ] Continuous | [ Acute (] Sharp ] Dull [ Increasing | [ Yes No—
M oY 0\\{) MJ\E Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No N
Y 3
] 1 Continuous | [ Acute . (] Sharp ] Dull (] Increasing | [ Yes _
QA 191V N ’D\O Q L] Intermittent | [} Chronic (1 Aching (] Burning | (] Decreasing | [ No lI\JQ" M —
) Continuous | [ Acute—— | [ Sha_rp ~Dull | O Increaging ] Yes Twh - (2] ﬁjjj
! 0 ntermittent | [ Chronic (1 Aching (] Burning | [-Becreasing | [ No f
a\3oe | harn| 2fto | g [ Ginor| Scorna
[] Continuous | [ Acute {] Sharp [ Dull (] Increasing | [ Yes t 1200 2t

i i Achin Burnin i |
2]@1 QU 0 ’ [o WA CJ Intermittent | [ Chronic O g O g | CJ Decreasing | 1 No Olpsvadion| \L0/7¢
_Continuous AT Acute (] Sharp [ Dull [Xncreasing | [ Yes AL Baso 25T

] Intermittent | [ Chroni ching (] Burnin Decreasing | 7 No y
’J,? ' '-/j"{fn S[I ronic [Z#Aching g ‘B/ecre sing {V\.,Qf W
l / ] Continuous | [ Acute ] Sharp ] Dull (] Increasing O Yes {Sncls % (/
i i Achin Burning | [ i -
'LL') | g nlm AN [J Intermittent | [ Chronic ] g [ g Decreasing | [ No DQ_W { 4
Re-assesément 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)



Numerical Pain Scale (Obstetric and Gynecology)

4"

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

COB®®®

No Hurt

Hurts Little Bit

i 1 1 i) I
3 4 5 6 7

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More

Hurts Whole Lot

SCORING
CATEGORY
0 1 2
icul : i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
J Laying quietly normal position, Squirming shifting back and ' :
Activity moves easily forth, tense Arched, right, or Jerking
| 1 Moans or whimpers occasional Crying steadily, screams of sobs,
4 _1'0 Cry No Cry (Awake or asleep) complaint frequent complaints
by 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
Hurts Worst Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kick'ing 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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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23-11 1m v:i:::l:g*f * ] Children’s . B"’tthght
Ty Hospital _ | ) nzsonere
ll PAIN ASSESSMENT FORM S
i . ifyi Patient / Famil -
Date Time Pa(r;/?:t;re Location Duration Acuity Character MF?:::::ZQ " Eednuc/al::i“ y Intervention Sign
_ [] Continuous | []-Aeute (1 Sharp  [J Dull [J Increasing | —t1-Yes N?'éiﬂ’? / j .
J /63—7 /26 l./f/}? / S/f L1 Intermittent | [J Chronic ~TTTAching [ Burning +-+Decreasing | [ No e 1707, oubHoam
] Continuous | [ Acute [ Sharp (] Dull (] Increasing ] Yes f
il 2 128 §W O N O] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | 1 No 0 e Uk ot
My, , [J Continuous | [ Acute [J Sharp (] Dull [ Increasing | Yes o Mﬂ/ ;
DZJ 7 /Zé (W / 3//( _[1datermittent | [ Chronic _|{=-Ahing [ Burning | (] Decreasing | [ No ry, ar uﬂ Ul ot
_ 3 [J Continuous | [ Acute (] Sharp  (J Dull ] Increasing (E!*Yeﬁ— ‘ ”nq/ﬂ/?/ j W b
ﬁl% / Lk /}W 0 M [ Intermittent | [ Chronic ] Aching [J Burning | CJ Decreasing | [ No 0 bﬂkaa/?M :
| 0 Continuous | 7 Aeste— | (1 Shap 7 Dul [ Increasing | 1 Yes 7 gRIPDOL
g ’ %ﬁ@ﬁ top m Bf (0 J/ & " Intermittent | [ Chronic (] Aching [} Burning | [ Decreasing | [ No 94, om \Co e 5
(] Continuous | [ Acute . [ Sharp (] Dull (1 Increasing | [ Yes Ponclen
&l ) 1&@ tpm 0/ o gp | O Intermittent | [ Chronic [ Aching () Burning | (] Decreasing | [ No OLon VetoA Secns
[] Continuous | [ }oute (] Sharp . =Dull [ Increasing | 4= Yes 1. P/ w/
%1 1 L?@ P2AT 2// / o ¢ { £ Q)u!erm'rttent 1 Chronic (] Aching ] Burning | L2-Decreasing | [ No ‘;’71’ ek ¢ o 2 o
e > [J Continuous | [ Acute {7] Sharp [ Dull [! Increasing [] Yes L nole 7t
g? fﬂﬁg’ g V7@ q/ lo Ald (J Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No obonyelian| ez /7%
[ Continuous | [ Acute 1 Sharp _~Dull [ Increasing | [1-Yes D le/ pﬁ/
. , . . ) vaa s
(% 647-) %\[Q _QU [ Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | 1 No gﬂ’/:@/) Y
[J Continuous | [ Acute (] Sharp 1 Dull (] Increasing J Yes r) ﬁc/ﬂ 71
31 {,L ’?«km O/ [O /(/}k (] Intermittent | (] Chronic (] Aching (] Burning | [J Decreasing | [ No o Lo LG 2hanl . w m
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
¢) 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)
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PAIN ASSESSMENT TOOLS

-
Numerical Pain Scale (Obstetric and Gynecology)
T l ] 1 | ] | ] 1 |
I T 1 T T T T T T 1
0 2 3 4 5 6 7 8 9 10
No Pain

OB ®®®

No Hurt

Hurts Little Bit

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
F No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Fariicliar exprassion or smae withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and :
Activity moves easily forth, tenge 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
L3
Behavior State | No arousaitoany | 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 exp.ression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched "
Tone Flaccid tone decreased muscle | feet - | clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

Sa0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting yenllla’(or
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PAIN ASSESSMENT FORM

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

L : i Modifyin Patient / Famil i 1
Date Time "('gﬁ;')m Location Duration Acuity Character Fact':rsn Educated y Intervention Sign
mtinuous ~—Acute 1 Sharp ] Dull ’E;ncreasing E/Yes E‘E‘E 3 5
(] Intermittent | [ Chronic ~Aching (1) Burning | /7 Decreasing | [ No A
7 | Lopny 4]lo sie e y roef belyayn.
r (] Continuous | ] Acute 1 Sharp (] Dull Ul Increasing | [ Yes 1 il t— 0
[] Intermittent | [ Chronic (1 Aching []1 Burning | [ Decreasin ] No i
3(]'7 L C’rm Ao 9 oAlpheswedion | ;
T [J Continuous | [] Acute- (] Sharp (] Dull [ Increasing | 4=Yes T T rraradt/
%’9[ &é ?‘PW / S/J L[ _Intermittent | ] Chronic gﬁching (1 Burning | [ DBecreasing | [ No g/ o p f 0 v
: ] Continuous | [J Acute (] Sharp (] Dull I Increasing | [ Yes 2w/l :
’5)_3/25 S,OI'W O i 1 Intermittent | CJ Chronic (] Aching [ Burning | [J Decreasing | [ No ‘”ﬂ;}w, bor f GUIA%
(] Continuous | (3 Agute— | [ Sharp () Dul—1 [ Increasing | = Yes VA7 7 ) 5 4%
O rmittent | [ Chronic 1 Aching [ Burning | (1 D sin 1 No
8128 | topr| o) | (AL |2 ’ Fineo | irg
‘ (] Continuous | [ Acute . (] Sharp (] Dull ] Increasing ] Yes /2
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasin I No k2
3.1‘4&@ iem| ol | KA 0 oL@t ielbn | o mq
] Continuous D}cﬁ— [ Sharp [z Dull [ Increasing | .[! /Yeé 7 CQZ//EO/
, Intermittent | [ Chronic () Aching [ Burning ecreasing | [ No oW
Nejao | eam| gto | d¢ |2 F ey YeH | Sy prms
[ Continuous | [ Acute {7 Sharp [ Dull (1 Increasing | [ Yes LA, 3@ / \
(] Intermittent | ] Chroni 1 Aching [] Burning | [ Decreasin 1 No )
AlH9e| gl ofto | ald | O memtent | O Gron g : : 80N eAbN | O 012
(] Continuous | [ Acute () Sharp (] Dull ] Increasing [J Yes
[0 Intermittent | [ Chronic ] Aching (] Burning | (] Decreasing | I No
[l Continuous | [] Acute (1 Sharp (] Dull ] Increasing C] Yes
[ Intermittent | [] Chronic [ Aching (] Bumning | (] 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) Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PTO)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
Particul i | Occasional Grimace or Frown, [Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
| Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T T T 1 T T T 1 1 Cry No Cry (Awake or asleep) ! z
0 3 3 p 5 s 3 3 - w},u complaint frequent complaints
g Posslbl?t Pain Reassured by gccasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
\ Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
' Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable | continuous cry
0 2 4 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking cbnstanﬂy 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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yentﬂatnr

&
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Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Sochies Educated Intervention Sign

] Continuous | [ Acute - [) Sharp [ Dull ] Increasing ] Yes

(] Intermittent | [J Chronic ] Aching [ Burning | [J Decreasing | [J No

1 Continuous | [ Acute ] Sharp (] Dull (1 Increasing | [ Yes

[ Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | [ No

[l Continuous | [ Acute (] Sharp [ Dull (] Increasing ] Yes

(] Intermittent | 1 Chronic (1 Aching [ Burning | (] Decreasing | [ No

[ Continuous | ! Acute (1 Sharp [ Dull [1 Increasing | [ Yes

[ Intermittent | ! Chronic (1 Aching (] Burning | (] Decreasing | [ No

[l Continuous | i Acute (] Sharp (] Dull [ Increasing O Yes

[ Intermittent | 1 Chronic [1Aching (] Burning | ] Decreasing | [ No

1 Continuous | [ Acute [ Sharp ] Dull ] Increasing 1 Yes

[J Intermittent | [ Chronic (] Aching (7] Burning | (] Decreasing | [ No

[ Continuous | [ Acute (] Sharp  J Dull Tl Increasing | [ Yes

[} Intermittent | [ Chronic (] Aching 1 Burning | ] Decreasing | [ No

[] Continuous | [ Acute {] Sharp (] Dull ! Increasing ] Yes

[ Intermittent | [ Chronic (] Aching (1 Burning | () Decreasing [ [ No

[l Continuous | [ Acute [] Sharp [ Dull L1 Increasing [J Yes

[J Intermittent | (] Chronic (1 Aching [ Burning | ] Decreasing | [ No

[] Continuous | [ Acute (] Sharp [ Dull [ Increasing [ Yes

(1 Intermittent | [ Chronic (] Aching (1] 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:

)  Atleast every 2 hours for the first 24 hours
c)  Priorto pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

d)  Within 30 - 60 minutes after pain relief intervention.

(PT0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

P —

No Pain

COH S ®®

No Hurt

Hurts Little Bit

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

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
; : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
2 Laying quietly normal position, Squirming shifting back and ;
Activity moves easily .5 foqm' tense - Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sabs,
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 arousaltoany | 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, BF, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yemﬂator
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POST — PARTUM ASSESSMENT FORM — IN-PATIENT

3 D ... e s
Chief Complaint : ........ovvveeoooo R s olore ols
Obstetric/ Birthing HiStOry : ...........oovovveveeooi GZP2LZ . 48 . ROl n i

Previous Surgical/Medical HIStOry : ............cooovvevoemeeoooo T R N .

Assessment :
On Observation: Mother see\rﬂ lying down /sitting/ reclined position
Mother is actlve & alert/ drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility
Ivine ¥7-
Catheter + /-~
Postural alignment -
On Palpation : Edema - absﬂ/ up to éﬂe / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ api\ca/l/ diaphragmatic
Diastasis recti abdominis — present / absent / coufcl/myt be assessed
Able to initiate Pelvic Floor Activation — E'/Yes L1 No
Spl Notes -
Treatment Plan :
S/Lateral Breathing Z/Pelvic Floor Activation B/Transversus Abdominis Activation
~Gluteus Activation E/Active Motion for Limbs o Transfer Training & Mobility
I/Sit to Stand B/Monitored Walk ﬁ’ﬁsture & Ergonomic Education
Signature : .......cCdr e
Name: ... Rx... Tibusra....... LawpanPT)
Date & Time: .............. 2. 4‘{)*\4 ........

Docu. No: RCHBH /FRM /CLINICAL / 200
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INFORMED CONSENT FOR SURGERY OR Rainbow.. | @ BirthRight
SPECIAL PROCEDURE Hospital _ | (e ueo

It takes a lot to treat the little.

\

e
—

Patient Name : ................ dﬁ' W“gjﬂ/ ..... Rans . Gender: (] Male [ Forflale  Age: ... "
UHIDNO & o PAY-003 R84 . oate ... LIoRse ...

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)

EWECIVE _ (OWER. ... SEGMen( . heserens)  Sbeuow .

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

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

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

the hospital staff responsible for any untoward event thereof.
....... W (o dipen,_Bjwig b ot
i > o

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.
3. I'have had a chance to ask my surgeon questions.
. I 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: ...........ccooovevvveevevennneens 3/ .............................. &47
Consentee : Jj@\ s i ant-;
M

2 e D MR R ST R . L SLOE R e ol S

Name: .................., S .

Date&Time:.........L. C1LALe

Witness :
Signature : ...................
5 R 4 o O e o B

Date & Time : }5”7
Docu. No. : RCHBH /FRM / CLINICAL / 027
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INFORMED CONSENT FOR SURGERY OR Rainbow | @ BirthRight
SPECIAL PROCEDURE Hospital _ | () ersonmas

Tt takes a lot to treat the little.

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

PatientName:.....................JAM%&.’L..M..... Gender: [ Male D}mﬁh‘a A s go, ..................
UHDNO: oo BAH 00 22285 ..... Date: ....... {% ............

Instruction:

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

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

AT, EMIR e o v 1T R R
........................................................... SN DT O ) o eeee———

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
)erformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
yJuarantees 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
the hospital staff responsible for any untoward event thereof.

........................... ,a?,fbmy{vmmmﬂ’vy

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.

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

. I'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: .................... W .......................
Consentee : Patient Atten

L e I st T o
Name : .[\]s.c T
Relationship with Patient: !""Vﬁbwn .................
Date & Time : MZOY/Qé‘Mr“

DA & TIME : ....oociiiiiiininal AW Y. AF
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AT CONSENT FOR ANAESTHESIA

Authorization By: (] Patient MAﬂendam

A Q&WCW @QL(AW

O PO ... T e et chaaiser stk s BRI asinttsioristsrontebissbbarmmmssemmosmoaiibsstssidisirpmessmettosts

Surgeon: ... Dkﬂ" hﬂ& ........ b

Anaesthesiologist: .............co..... ﬂ)r
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.

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

O Others ......... HYPIJQW&PDI\}BRIM\/CF}QOQ%L L4771 AT 0 5 . el
Declaration by Patient Attendant TBcYCD s ) e / e WE

o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[ Regional Anaesthesia [ General Anaesthesia [ Monitored Anaesthesia Care

| 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.

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

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

Patient / Patient Attendant: Witness:

Signature: .. M (3“‘/‘5(’30\ e S (SR S SRS e I SRR e
Name: M,QJ ..... 5’*‘!&”‘4”& ......... S AR Name: g ool '
Relationship with patient: ............... QEL‘F:;_ ................. Date & Time: . / 7’/‘2/

Date & TIME: ..o ”7’/% ....... SRk ...

Doctor (who is takin wl) N
Signature: ........... \/3 ............... Name: . N Date {/% Tlmesb? ...........

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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B oo disnianiaissivsmaivimsdans bt ain o tas s ooy sinsasassssnaiasas R T e s A R e
ot g PR N R R S o O TR TR S e 1 T, AR AR,
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Mrs SANDHYA REDDY MALLADI

23-11-1986 Y:l‘ :: :‘ ; gv (F) Rain%‘w'ﬂ .
D fA i o T ] ) . Cb
pre.annesthenc evacoar IITIVANUAL A S | St
L PR e B L I (S SO BB ovsisakans - I s sswsnsssvissnsvishiiuainins BIEIEND s PR s et et
Date: \(#Qi .................... L1 ], SR Sl U, Proposed Operation: m&wﬂ (& TAA

............................... (ES Coop LRI 2

Laboratory Data:

GO ol PV s s diasioness L RN X-Ray
Urea: b SO R HESAL: ..o ioriasiegs BOO o b o
Creat: -‘-[ Total Bill: ...[Zxy...... HOV: .otz £DEoho! i i
Na: five. B .. B Blood group: OM Stress/Anglo: .................
K ORI 1 | i Js 1,1 R MR N
Ca++ v, Al phos: .
Mg+ + " O P R
Il et A SGOT/SGPT: ...ooovvvvervrrnene, Allergies: N }(-0’9’

Medical History: Vs “—

BERR: i Diabetes : ——

RS =T

Renal: —

Hepatic / GE : — Physical Activity:

Others : T

Past Anaesthetic History: 709 e

Physical Exam: §

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

wgs:  AEBE | dran

Heart: 4515 g

CNS: W/

Pregnant: T Yes CINo CINA = L Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: ©1 MAC WL CIGA-ETT [ uu/

Peri-Operative Plan Explained to the Patient:/-zé 0 No

CURRENT MEDICATIONS DOSAGE

o Al ¥

W

Signature: ....... /A

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

Name: .

Pre-Operative Instructions:

1. DVT Pri is
0 AL 0RAL<:Water/0FIS 2 Hours

Others 6 Hours
3. Informed Consent: [ St rd [ High Risk

4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:



BAH-00322855

;ﬂ;: :J'\:l.l:HYA RE::: ::5;?5;5"0 W
Or. DR.M PRATHYLS F | DG Rainbow® . g o
mHMHI!I!llllllmllllmlm |/ — ANAESTHESIA CHART ﬁﬂg's';@: .m

Pre Induction Assessment:

Change in Patient Condition: /ff / = Fasting Status: ) 4 %/I/
Physical Status: \/ Patient Identified @/ Consent Present ,Q/Ch/art Reviewed
3 T = 11‘1 [
H.R: ful BP/CRT: [15] 472-[Sp0; 7L 4 [ RR' [ | LastFeed: < p "2
IR T AL ;
Pre-OP Diagnosis: ....(n el %t l..... 5. ey LS Qperation: /1A ate : //M//
TS " R u. { v
Surgeon: !’J;:, ....... VKL g4 Anaesthesiologist: 01/»/6(&(/(;{2}' Technician: ... kCLLE ST,
TIME 2% 7/ LY el % Y,
N,O /AIR /O, LPM ! 7
HALO /SO /SEVO Antibiotic
Drugs: -—
" } 2, o
NT DATOCLIN AU SEUE DA Suppository
AT METHER 14 W7 1
Blood Loss
FIO, / 5a0 931 a9 Gt ©
ETCO, A Y
ECG j (48 W) I s
Temperature
Trine Output NOTES
eV & o .
§§ ETF K1) [ 4
[
B.P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
lm.mu.l:lleﬂTm 160
140
Throat Pack In A\ £
Throat Pack Out 120 Tz
100 - :
ad PhJ hAAE 4
60 a¥
40 ’\ # A
20
10
0
ABG
LAB Values
GRBS
e Others
“[]/g@m nt Checked and Temp: Induction Regional:
Functiahal [ HME [ Fluid Warmer Oowv [J Inhal Specify: .. il
AP \/ ‘S}u‘m’ﬁlm ] OH Warmer [J Pre 0, CJRSI pinal [] Epidural DCaudal
Sit Ll) Hugger's [J Cotton Wool [J Others 1, i R L
eLeadjba [] Other O Mask [ SGA POSIION: ..... PR AN M X i iiniiisiiaininsn o
Times: " [ Airway (] Nasal SItaLB-'L] ﬁm
yn/rr\n-s Anges Start .. D 48 .. ETT# e Needle Size: 2_,(1:4 . bépth:
w by OP BRI o it R o vsissinsd wsaisnnin [ Oral [ Cuff Parasthesia DYBS O
meter OP B e bt s [ Tracheostomy (] Tgpical Catheter at skin .................
Capnograph LOAVE OR: ..o P - et Drug Name & Cgae: ... 02 L%
«] Ventilator Anaesthesia: [ Awake [C] Direct Vision Bl s
[ Nerve Stimulator O GA O scopy [ Stylette / Bougie Infusion: ...
3 [] Monitored Anaesthesia Care (W Block Level
) egional B - B i s GO e
Line (Size & Location) Transportatier o
CICVP:. : O U [Jicu [C] Other
O AR 17 O Relaxant Reversed Q/Ysa/ Np [INA
Dx LJ)L g Name of the Doctor :.......... Oyg'ﬂh’
1 7 R O SO Signature of the Doctor ﬁw
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POST-ANAESTHESIA CARE UNIT RECORD

Received in Pegu WG saa 8 ' oo it '

%
Rainbow"* : g
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right te a Safe Delivery

/

Time Received : ....... ‘;{;3 ................ ({ime'Discharﬂed : W

ri
250 i ) 250 | v Cannula Site ; ...... e | W
240 240
w 230 230 | [] O,Mask [C] Nasal Prongs
= - 2 220 | (] Tracheostomy 0 T-Piece
5B 200 200 | CJ Oral Airway [] Nasal Airway
E 190 190
=y 180 180 £
o] 170 170 | Vomiting : I Yes (0,17 O |- "= el e e
160 :
150 | NG Tube: O Yes g:?
v :;g Drain: [] Yes o
. 2 . i v 120 | Urinary Catheter, 3fes (1 No
§ 100 100 | Chest Tube: [J Yes ]
== 90 90
BN ] % |niom Ve O o,
70 A Y. 70 S
60 A - 60 IV Fluids: ..o AN o
& 50 50 | Oral Feeds: Ngr‘/\
& 40 40
30 30
?\20\ 20
10 10
0 0
{ \AE) Do, L L
POST ANAESTHESIA SCORE WRATTES - our SCORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90
Able to move 4 extremities vol n command =2 g 5 2
Able 10 Move 2 xremiies vokukary &-on comeman =1 ACTMTY ) o 1% 2/ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
gle 1o deep bre:éhg & cough freely = % # L
'spnea or limited breathing = RESPIRATION 2 2 4 7
BiC =0 7/ L ) Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i i inian-
595 2000 0f Fr e bt o 51 SRR 9 | 79 space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 s 7
Fully awake =$ e
Arousable on calli = CONSCIOUSN
No‘:ur:zpon[ariln;a i = Z——‘ /Z/ as 21
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR I
Cyanohcky " =0 -2 Z 2, %
TOTAL ﬁ o o VO
L
PAIN ASSESSMENT AND MANAGEMENT FORM
Dan;‘ Time Pain Score Intervention Signa!urg\
-\W ApM P/MJ Al ﬂo\aubm
N I }
Pain Tool Used: [1 NPASS [ FLACC [J Wong Baker Reassessment Frequency:

J NPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours avery 4 hours
¢.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit b

Date & Time:
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N\

Rainbow’ . L

Patient Sticker | Children’s . Birth nght
: HOSPit&’ BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

BB it smsvssvibmmmeninsiaidudy TR oo e cuansaniis Procedure dONE DY ......cccceeeererenirinismnisssis st sasnsaes
CSE /Spinal /Epidural Position : ........c...c.... e SR PR Technique (LOR/LOS) ......cc.cceen.ee.
| (| S — Cathetir st Sl ... cosisisiionisessessas BHOIDIS © ......convobisisinsbibnsnimassanssssmsbsisbinsninssons
Parasthesia : YES/NO if YES GBLAIIS :© .........cccriereeremsimmiisiimnssnsssesssis st st et
SOIION COMPOSHION © vvvvvereeenesessesssseessssssssssssitssssmsrasmessssesssssassssssssssssssishssasmassessassssssangssar s ens o s et nssssaasstdosinessacsssosnases

Any other issues :

) <o eveeeee e e 5558855525455 AR 18
ID) < xeusomnmnmmmsnmensnsnmesesssssosafasi A4S HSegSmest e 444444 e 1A e e o e R e s e
Time Inﬂz::?;;"';m Bolus (ml) Leﬂl'e‘g’il el FHR Comments
ght | BP | Pulse
Delivery Details : ~ Time : .oooeeveeeeenes APGAR: «.iiisesvesivmsns SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TipP INSPECEA © ....cuuuvuuiurruriieisesiees s e
Pl SRSIRLTION = 1 1..v oo diisiibitesssshiis svsmsndsiubsTuscabiinassrsgrvensinnsusnpensasonsassiofismifaanssessrssindes idusosvnsusmpe ntfiptlicinirspnemnnssnbongs

Discharge /Shifting ordered by
DOCLOr SIGNAIUTE: «..cvreeeerercererirenrerensassentssssssessesssssassasasssssnnsas
DOCtOr NANIB 75 cab st ks oo aun dusanha smensegasdhons sspansarrane 3 66355

DATE ARATHNC & ....veisesrions eosstor S i aper b R s s v eswmatas



::N;?::A R!D“ :::Tgfm F) R I;K/‘
B Citrans | @ BirthRight
i \IH\\H\\“\“““ Hospital | (e

DISCHARGE PLANNING FORM

Nationality: -\—\ AR Al ..
NOTES: * To be completed by a NURSE within (24) hours of admission.
1. Anticipated Date of DiSCharge: ..........c.ccooveeeervrrvercreeveeaenes 3 L]y o R —
.4 Destination Post Discharge: ﬂne
Family Members Notified (Person Contacted)
"] Transfer
Hospital Facility Notified (Person Contacted)
3 Discharge Status: [ Self Care 7| Family Home Care [} Home Professional Assistance
L] Needs Assistance In: Remarks
L1 Medication 1 Yes [ No
1 Bathing 1 Yes 1 No
] Eating (] Yes [J No
| Walking (] Yes L1 No
1 Dressing U] Yes [] No
1 Toileting ] Yes [J No

Nutritional Plan:
L] Dietary Instruction Discussed with the:

[] Patient A1 Family Member T R T T T L M - AR
o Discharge Planning Discusstm/wilh‘rﬁﬁz\
(] Patient 1 Family Member T, T RSN RANC S e SN S S

6. Patient/Family Educational Plan: -,
L] Educational Topic/s: ...............d ok oA LN G B R e o e

[] Patient's Educational Topie/s discussed with the:
atient 1 Family Member RIS 11 R AN e N R D L

NS SIIRANR. .. ... . el it i

IEE NAINBY ... nniieeissnFoonetd ' AAA XA
&
DaleaideTine o5s... Lk B b \ ............. CJ/ '2 %I\u

Docu. No. : RCHBH /FRM / CLINICAL / 191
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oy | e ‘BirthRight"
23-11-1086 WYTMED  (F) _ Hospital BY RAINBOW HOSPITALS

lln"mmm“vmmmv"" URINARY CATHETER BUNDLE CHECK LIST R o e o
LB OV IBOEINE ©oooiaivnnnn s l zw ........ , Date of Removal: ... &’7126"‘-6:. W

Parameters Date Shift Time = 1 L:pm .

Need for the Catheter @};%%D Ncl) es CINo | CIYeS rD No | CdYes CONo | OYes CONo | OYes CINo | CIYes CINo
Hand Hygiene - (Nes CNo | [Xes TONo—| ClYes”TINo | CiYes CINo | CiYes CINo | CIYes EINo | ClYes CINo
Usage of Sterile Equipment (AYes [INo m E?Y COONo | OYes OONo | OYes CONo | OYes CONo | CYes CINo

Is the Collection bag below the level of bladder | J2Yes CINo —m \E,]\@s/ COONo | CYes CINo | CYes CINo | OYes CINo | CYes [INo
Check the Tube for Obstruction (Free of Kinking) /D)Tes INo m— O Y}s- CONo |-ClYes CONo | OYes CINe | ClYes CONo | OYes CINo

Is Cafheter dated as policy ﬂes [1No ;Ye;—f;t No D}s CONo | O Yes CINo | ClYes CINo | OYes CONo | COYes [ONo
Collecting bag is been emptied regularly? \)Zﬁes [INo ;Xe&—a-ﬂe ﬁs [INo %‘f{ap I]PL% /@\V @Eﬂ CYes (ONo | OOYes CINo
Maintenance of closed system for the catheter \/688 CINo | [1¥es——=Ne D /es CONo | COYes CINo | COYes CINo | COYes CINo | (OYes CINo
Dressing clean and dry? v{Yes CONo | HYes TTho D/Ye’s COONo | OOYes CINo | COYes CONo | COYes TONo | OYes INo

Is the line removed as Policy? O Yes/ﬁ No | CYes DM__J;&LD No | CIYes CINo | [IYes CINo | CIYes [INo | [JYes [INo
Performance of Perineal Care V{Yes CONo | [1Yes [INo 933 CNo | OYes CINo [ OYes CONo | COYes CONo | OYes [INo
Onset of New Fever ' O Yea\/ﬂ/ No | ClYes CHNo—T—IYes @No// CYes ONo | OYes CONo | OYes ONo | OYes CINo
Asses for the leakage at the site of insertion P)(es INo (——E'?FS_D No D/Ye&*' CONo | OYes CONo | CYes TONo | COYes [CINo | COYes [INo
Name of the Nurse ( M \G;Q Z /m7 :

Signature of the Nurse ' i | _,_;;2___)___* @ 1

Docu. No. : RCHBH /FRM / CLINICAL / 114
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r. HA REDDY ainbow " . ~

Vi - 553 Chikrars | S Bithiigh
mmmmmm Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

B A ER......... Time: ... 8ak0am .
Origin: ... oS Height: ..\ B3 <. Weight:..iQ.@.:.éfﬁtS. BMI: 43 fﬂrqlﬁg 2
FoodAllerglesNa ...........................................................................................
Diagnosis: Pop"(E’QXSCS(PCBCL?@- AN C.Lmdawneﬁaﬁev) .....................
Type of Diet: [ Liquid }5 Soft [J Normal [ Diabetic
[ Vegetarian £ Non-Vegetarian L] Vegan
Diet Advised:

sejk Hft’?h pamlein. diek

....................................................... Suacluds. fnius.hbtuaezag d.\.tﬁ.uf&&
—- 177 £pic,. etailled. aud. ecdsicde food. .

Patient’s / Attendant’s Dietician’s

Signature: k}é}”’“f‘g‘ﬂ ....................... Signature: ga//tg&/ ............................................
Name: . ML[/:&). ................ ............................ U T el S . - )

Date & Time: . .01‘ 3—[&.@: ......................................... Date & Time: &{?{&5 ..........................................
g\ 4oam & 4aam-

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



DIETARY NOTES

Date

Time

Notes




