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SURGERY DETAILS '%@*"”"

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

Patient Name: ......MYS . F.OQM A oo, Date of Birth: ...26.- 09 - 8.3, Age: .. 22.Y....
Gender: .......Lemale Ward : ... (2. 0T i UHID No.: ... 8. AL G.GO0ZR ......
Date of Surgery: ......2..L.6.L2C ... [0T-1(J0T-2 [JOT-3 (J0T-4 [JOBGOT-1 [] 0BG OT-2

- C»-”//( .......................................

Name of the Surgery : UﬁjJV:/( ..... fﬂl’?ﬂm

Time in ’Zﬂ?r/\ .................. i T Rl B P S &
NAME AMOUNT
1. CUNNESS - - B it s ivssssiivennall . 1 el s e chers bt
2. ARROSIRBE . s sassssssnssseonersnrens  wihiesgpibvesssesenseotssapuriolin Ratiois s
B ASBISEI IOOON & i £ I e SR
4. OTTechnician oo £ SR 0. AL . - o i .. 5o N
5. Circulating Nurse : .............. @ ....... % amaden .. e ™ L i I S T
: AT & ,
6. Assistant Nurse :................g;.c:x,u.qm.-.....\ﬁ(iL"(\.Q,%.s......Rmbhoml\u ..................................................
‘\
. e [ qéqur@é)
Special Equipment: [ ] Laparascopy __| Broncoscope /I Harmonic (] Morcelator
_| C-ARM L_| Cystoscopy [l Versa Point (] Liver Cusa
| Neuro Cusa [ Others ........cceceereeceinnecrincseescssseneenne

J

. / SS\:»— 2
Signaturg’gf the Surge %\% Signature of Circulating Nurse
) ; ,
Order No: .............. Q. Q. C%Q 8.F4.00....

Docu. No. : RCHBH/FRM/GENERAL/114 A it
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It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Anaesthesia Disposables s ,um&allllsposahles oo ¥ s Disposables (Baby Side) | UV
ETtwoe 3.0 4.5 Pt} [— [ aﬂ \ ) (A Ini VitK
LMA e H’, il : : Cord Clamp
ECG leads (A’DP}’N ! ‘E‘; p’B \};.iw )~ M" 0 2*{:2__ Suction Catheter
HME filter A/ / N [ | = l(azeee @ J&3\ | Feeding Tube
Syringes : 10 cc o | OF | K ¢ ; "1 44| Vvaccum Suction Set
05 cc o |, 19419/ 2&1 | Surgical Gloves
02 cc (O OI2$)L Yalt Gauze Pack
01 cc 2 ; Syringe 1ml / 2ml
Cautery plate ( N/PIN | | ©1 | Surgical blade D?O‘L 9 (r Surgical Blade # 20
wset + 12 [aad sel | H) | (| NGtube Koochies (S)
| " o1 | Cautery penci B J 5500 A 2|4
Wyﬁoomﬁmpﬂ\} 3424244 J} Koochies ) 'Mz(/;/( L4
sa  moade Cad)|) | | Oitments (Y7, 5 e Ap| &
Ariomwou L 9 2 1) Suction Catheter ‘ "R Avpaln 0. 28,417
Fentanyl ) | ©T] CapMask | 5 et S 1
Morphine | | auzerack [(&h M |5/ £F
Ketamine Mop Pack —~ D a7
Propofol ~2 | — | Steristrip V =55 Aoty 0 . 181 1l
Rocuronium { | — | Underpad L | X | Desear il s
Glycopyrolate | — | Draw sheet | {t 1 ~“Txrmne2d_ 91 —
Myopyrolate \ — | Abgel ’ (Y\fmfe,t)?u ol
Ondanserog { | o1 | Foleyscatheter '\ H BT R || =
Pencayf 25g/)Spinal Needle 22 } | &+ | Urobag V- Lt ] S nbtdats | loH
Bupivataine 0.25% { | {— | Chest Drainage Catheter i i Mmoo 15 Y
Bupivacaine 0.25%(Heavy)) | | ©1 | Romodrain bag Sep amlL |tk —
Antibiotics ' Bandage c‘%-‘v-ljn 13, 14 L149] —
Laoe 94- |_| @ | Tegaderm Na mm’ 22.30|t£) | —
Suppositories ' loban qu_j_é 4, i ==
Anamol : 80mg / 250mg / 170 mg Double J Stent é 0% lm 12 C?"l (| —
Supridol : 100kng—" I | py] Vaccum Suction set | il 'T@mculremn = m‘i & S
Justin : 12.5 mg / 25mg / 108eg™ ] 1')| Plastic Bed Sheet \ — n\lcu«ﬂrmm (‘AJ 0] o1
Tab. Misoprost : 200mg ~ | V| Betadine Solution T \
Uawnymdel | | @11 Microshield B2
o =2 | &1 | Cotton Balls g | de
layee anal A | g1 | LatexGloves 10Q)] 165
v p-cmn { | ‘04| Ramdione Scrub AR
2 -csant jgotieoom [t)[L [swa ol
Surgeon Anaesthesiologist OT Technician

Nurse
Order No. Tq{&’ilTé\ .................................................. g TR ST AR O MBS e
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e . Rainbow Children's Hospital - Banjara Hills

=
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's ™% ,Telangana, India ,500034.
Hospital Rt TEL NO :+91-40-4466 5555
. Rainbow WERB : https://rainbowhospitals.in

ADMISSION SHEET

IRN N R LUL R L TR

Registration Details :
Admission No : IP5-00175860 Admit Date : 02-Jul-2026 Admit Time :09:27 AM UHID : BAH-00660023

Patient Details :

Patient Name : Mrs P JAYA Age :T2Y

Guardian : Mr SRIPATH REDDY DOB : 01-09-1953

Gender : Female Religion

Occupation : Martial Status : Married

Addiess (H) - FLAT NO 502, ANAND NILAYAM, Phone No : 9440988321/
ﬁqﬁ%ﬁ?&? JAGIR Hyderabad Telangana E-mail . NO@GMAIL.COM

Admission Details :
Bed Type : DAY CARE Bed No : RC 406 Ward Name :4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit

Contact Details :

Name : Mr SRIPATH REDDY Relationship  : Husband
Contact Address : FLAT NO 502, ANAND NILAYAM, Phone No : 19440988321
BANDLAGUDA JAGIR Hyderabad Telangana
INDIA 500086

T

Signatur
Doctor Details :
Doctor Name : Dr. RAO BAHADUR BADUGU Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name - STAR HEALTH AND ALLIED

INSURANCE CO LTD

‘,| Printed Date / Time : 02/07/2026 09:29 Printed By : 015513 Page 1 of 2



ACTIVITY RECORD FOR BILLING

o'/ Bed Nos - =w oo - |
WARD TRANSFERS

BAH-00660023

o= Mrs P JAYA

01-09-1953

72Y

IP5-00175860

(F)

Dr, RAD BAHADUR BADUGU

110

i =

2
Rainbow’ . s
Children’s ..Blrthﬂlght

2 BY RAINBOW HOSPITALS
Hospital R Gk T
i 'ﬂg,m‘m e Your Right to a Safe Delivery

Date Time

From

To

Si{gn@ture of Nurse

1 2c | @ H

o1

B23- fX

e

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145
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MEDICAL EQUIPMENT (WARD & ICU)

1

Name of Connecting | Disconnecting .
Date Equipment Yme Time Order No. Signature
ab
At RS PR (?w{ a8 Gekmet | e




PROCEDURE

Date Procedure Quantity Order No. Signature
Fal
2 alw PAC o ool 7) -
1(22e 1V placement Cpltebtrttl QU P14 €L <
912 1° Cadliovia o100 )

J

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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\/ It takes 2 lot o treat the little.
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 'p\(f}[lb

Baseline Information:

Admission From: O ER 1 OPD Ci.Adfhission Desk. . [LOMGIE SHOGHY ... .cooseosmiiuminprisapinsiiri
Primary Language: O I;k(gu ] English L] Hindi L1 OUROISBRBaITY ... g s b B4
Do yourequire aninterpreter? [ Yes NG ifYes SPOCHY ..ovnensnsnsisesssorsiiipesisiidimen sisssibibiinbessstipniiias s i ety R R
Source of Information: ;Mﬁem ] Family ] ORhars; SPACHY .....vciathenians s onitits roridi st e e
Allergies: [1Yes [ NQ/ 1 Medications ["] Blood Transfusion [] Food (SRR . i e i
IEVOBIMIBIIEY .......coooiiomscimsssnimssmsbvissvssamssnsosssnssmsssunassssns b niotbs oo e esas eI it s rigi s 3 o b Vb O s LY T e S ST N
Chief Complaints: ............ o o Mas pey.... Doctor Notified on Admission: [L¥e§ [INo
........................................... Vs 0-?\ Name of the Doctor: DQ‘W
................................................................................................................... Time Notified: ...........ooovereeonoo. SO SN ... ...
Past Medical History: Obtained From “Patient [ Family Member [ Medical Record [ Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
0® .
26l Pawp v | 5

WA ke L]

At
Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .........cccoovvinncrnnnnne Caesarean Section: Q,No O Yes Contraceptives: =No [JYes
................................................................. Cervical Cerclage: [JNo [1Yes Vaginal Discharge: [ Mo [ Yes
ORSEEGEMONAIONA: .................cs00mm00000 Ectopic Pregnancy: Lo [ Yes Post-Coital Bleeding: [2-No [ Yes
Menstrual Cycle: ] Regular [ lrregular | Myomectomy: O [ Yes Infertility: ONo (OYes
Last Menstrual Period: H“?PO«U{ Others: If Yes Type: [ Primary [ Secondary
Obstettic History: G ................. el P T L [ il | LS, S ,
Previous LSCS: ............coo....... R i e

Current Medication:  [] None Q}es If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected

("] Heart Disease W&nsion idbetes [ Stroke  [] Seizures [ Kidney disease
[ Liver disease I ... .. chiiuceisvasnssbubusinstassssss uasuionsostaiussssohsuns iessis dAiashubaa o ohis s b 43a s Ak e nas s SRS b o A s T
Vital Signs / Measurements: Temp: ... 98§ F HR: ... AW RR:.20.ud.
gp: . W) %4 Weight: ... 9..'...\.% Height: .............. BME: ...o.......

U
Pain Assessment: Pain: [ Yes ;46 (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0)
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Mrs P JAYA

01 09—1553 Y —
BAHADUR BADUGU

V0w ||\l||||\|\|\\ .

PHYSICAL ASSESSMENT

General Appearance: Q.Keatthy CTill looking 1 Anxious [] Agitated CIOthers: .....cccveveeenrneneneennnns

Fall Assessment: [ YeS/ LI No Score 3§ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [Yes [INo Score.... q/g ....... (complete the Braden Q Sheet)

FUNCTHONAL SCREENING: If a patient needs assistance with any of the following inform consultant
™) Mobility problem ™ Walking Problem LLN6 Abnormality Detected
"I Developmental Delay " Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: E/ll‘fo Abnormality Detected
1 Overweight L1 Poor Appetite > 3 Days [] Needs Therapeutic Diet.

[JUnder Weight ! Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Mm & Cooperative [ Restless [ Depressed [ Agitated ] Confused
1 R L L e e N

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: (Single ~ [Married .[IDivorced [ Widow

2. Special Habits: Smoker: [ |Yes [ y( Alcohol Abuse: [ Yes l]).( Drug Abuse: [ Yes);l No
Social History: Lives With Mkf ............................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach: _JAes LI No Waste Disposal Explained: [+Y&s []No

Infusion Pump : i;i)é LINo Hand Hygiene Explained:  +Yes [] No ] Others
Above information given to ............ccceeeunee. F.O\DU M .......................

Name of Person Orientation was givento: ............ Hn‘ B it

OrSRAtON NOLOIVBINRBABON. ..o vienoritinscoisisssssaniissssniissnssiusssasnssrsnnshsisansvanasesassass

Nurse Signature: ........... < U TE SRS Y

Nurse Name: o o e O e sinsitns

Date & Time: 1«‘?[%1&&’ .........................
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BAH-00660023 |P5-00175860

Mrs P JAYA e
01 09-1953 723:uu(§u y Rain b OW . . ) P
i Chides | G BirthRigh

I.P. ADMISSION SHEET FOR GYNECOLOGY

L T A S N e - e Time Bt e L i LB

Allsrgigsste = ............... N\L{ ........................................... ?Not know any drug allergies
L e e e e e

PSL"} adl.-NVD / Reoelerd (\/\-@Mga/)é |«3<T,)
aen

Cfo‘. Mao PV V&-ca"vutu-'w "% J‘{V
P R Py Unuakion , Reteabion df tiwe
Yo L‘L{o f«h/éq ; Ule collle JMDUV’ - c%\
N Bimed - Booeld U&Qo}(—ql
ro UWlo leﬂ@(lrﬁ Pl |
l@é’? L3¢ Sy Smow O bl el lhencn ( uc']_ii'nm)

Coutest Omeutd fat 'UTemn¢ avaven: Pert Meng F:Tﬂg,z
MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : ML~ |50 MM Parity : f aln
Previous Periods : NAe no pan-e. Mode of Delivery : alre VD
LMP - J Hea ol | “an Last ChildBirth: |2 (] - V99 €, NYD
Contraception : LO\a&Z"'@mwecj g) ‘ ”A'Cr—, \+
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

DM (*‘ 4(7\“ Qigfzé._i' Pd\()jﬂ’\fﬁi —
- Nf’ﬁ&bva l%

VT s il
% " 7 T Adro I”"‘“{ (tqunrnab“cw
o - Avtu~ b Loy~ :

Docu. No. : RCHBH /FRM / CLINICAL / 086 (PT.0)
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Mrs P JAYA
01-09-1953 T2Y
Dr. RAD BAHADUR BADUGU

IP5-00175860

I| IHI||I|I|III|||||I|IIIHIIII

,tzu{’\/xe/w D ™M
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MEDICATION HISTORY:
T, Mei}wt gouoy 0D

T Telma 4@“‘1"‘7@—0& on
anlo

Sﬁé‘d?k’)*w

ke foa. DM BT, Avthsidn

----- INITIAL ASSESSMENT :
Date ‘Q\ ? ’UO Breasts Local/Speculum Examination
Ht. Wt.

)\
il A heptd
pp_ LU [lomlte
U
Pallor e fﬂ/f Bimanual Pelvic Examination
CVR g, ) Abdominal Examination
] ——

Respiratory System £ 1 \ &}' {)I"
Thyroid @

Nt

2

PROVISIONAL DIAGNOSIS : 1313 ) Giz;’f:@wr‘i:jj WP; E iia;:;ﬁan
INVESTIGATIONS ORDERED e
ﬂ("['/ % Cbc:i/yw: fu o
° O RV
ALla— 30
c g | Re 8T
({' Df P N 20 : L,b] {1_1\_) Co_c__l’u,(,
¢ o of il @ P, Ny AN
DP - IZ("’!'
VA G res-10)
| ' e (foureaft— VachJ O Gk
—~+ "PF
g)me pews pads
Jo o oucttt -,

Name of the Doctor : ﬁ)) g g'm’c-uﬁlt{-

Ya.

Date & Time :

L [‘Pf [f)rﬂﬁ b, O N,

A
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BAH-00660023 IP5-00175860
e Mrs P JAYA
P 01-09-1953 72Y (F)

. Dr. RAD BAHADUR BADUGU

VIV

MEDICATION RECONCILIATION FORM

Drug Allergies: ..................... 5 NT2Y N

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)

ff/{é.

Rainbow”®

Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

~7Not known any Drug Allergies

SR .. ..........oemimnnsnnssitans s nam s sasastans T O it sinsis s st
ON

SN0 | (GENERIC NAME CAPTTAL LETTERS) (ml;?ﬁfcg) (Po,?u%l,l;i, ) | FREQUENCY | oo e e
; s |5 l | ¢ pAoc

1 =%y, Mt”tt@fmd& 300«1 Flo 60 (q Jz? D
2 |5, Dapaqhi fopin | 100 60]0 6p | ta |Oc 20
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8 | - (elmata~b 4"”"{*;1 Ao | oD ’/a.‘ m[
b | CQJLQ.ACJQM Al Plo % 2u¢ |o 400
10 0dc ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

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

* C- Continue, DC - Discontinue
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it tepial | @

Sheet No: ............ REGULAR PRESCRIPTIONS Weight .............. WIS 2.5l

orue: T, TEGALICLIPTIN [ripei [

2ong| Plo | 0D |3

Dose Roure Frequenéy Start Dit.

)

Namel& Signature of the Doctor
Starting the Drugs:

ol

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

Date

0RUG : . ATOR VASTATTRe

Dose Rout
wi| P

Frequency | Stagt Dt.
e[S

Name & Signature of the Doctor
Starting the Drugs:

Dy ok

VERIFIET

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

oRUG: T- T EL pA+AMD

Tine 37|

Dose Route | Frequency | Start Dt.
2 Plo] 6D | 2n

Name E Signature of the Doctor

Starting t@(gs

A
X

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: . PARACLET

Dose Route | Frequency Star) D.i
Ao | Plo| 0D |27

Narhe & Signature of the Doctor
Starting the_Rrugs:

. Sraadia

Additional Instructions:

Daily Doctor's Endorsement by a Sign

i Docu. No. : RCHBH /FRM / CLINICAL / 108

(PT0)
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Bmmi:n:n IP5-00175860 f/,z.
Mrs P J
01-09-1953 727 (F) Rainbow®
Dr, RAD BAHADUR BADUGU Children’s B"‘tth ht
LT A Hospital \ ot
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward .........coco........
DRUG : ‘7 RAMUIET [T
Dose | Rpute |Frequency |Starf Dt.
Qe [Pl |6 D 7/? r ;

"Name & Signature of the Doctor

Starting tEmgs:

2l

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater . p
bRus: ] VERTIN  [Time ARG
Dose Rou[e Frequency Star Dt. Faap |
lay | Plo | 0D |25 | e
Namé & Signature of the Doctor AN
Starting the Drugs: Y
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
p S
DRUG: | - ( € Ryt pate DX

Startin

gs: %

0se Route | Frequency | Start Dt. e |
i o | €D |2fif2 St
Name & Signature of the Doctor m@‘/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route

Frequency | Start Dt.

Tij;ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Hos pital BY RAINBOW HOSPITALS
It takes a iot to treat the little. Your Right to a Safe Delivery
Date of Admission: ........ 2 ’(?’{l@L Brug Allergies: NlLP/k .................... P/Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
A Dater
DRUG : Tipe
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
_ Date»
DRUG : Tifne
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
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JERWIED

DI A

I IIIII

REGULAR PRESCRIPTIONS Weight. ..

LU Ward. ....................

5 Date»
oRuG o' C EFO AXIME ek A
Dose ROyte Frequency |Starf Date| o @ﬂ “ | //
el Tl | KD 'L?’)r - [P il
Name & Signature of the Doctor i [
Starting the Drugs: P <T‘u
Dy paoaiba: T2 o
Additional Instructions: \AS N L ) V'
it ATIL VN
2N Q AR
Daily Doctor’s Endorsement by a Sign
' Date},
DRUG : T PA_NIBP@A?DLE Tizn?e %&kv&@ﬂ’

Dose Rou[e Frequency |Start Date
o

40| P 0[O D L

Name & Signature of the Doctor

Starting the Drugs:
W‘ =
= ] :
Additional Instructions: il
Daily Doctor’s Endorsement by a Sign
Date

oRuG : =T, (VI ETFORMIRgy

Tij;ne

Dose Rou}e Frequency |Starj Date
0

soo.| Plol 0D |37 ¢

Name & Signature of the Doctor

Starting the Drugs:

G Navadue

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

orwe - 1. DApA( L] ol

Time

Dose Rou.'te Frequency Star Date

low | #|p 0 D8|r

Namel& Signature of the Doctor

Starting the ?rugsw

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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e - Weight. "’?Nard .....................
— Dr. RAD BAHADUR BADUGU
Date»
. T_ime [ Nurse Sig. | Nurse Sig [ Nurse Sig l Nurse Sig.
T Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor o - Dose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i Cone s —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tiu’le | Nurse Sig. l Nurse Sig. l Nurse Sig. Nurse 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 s Dose . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose i oee e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
' . Dosage & Other ;
Date Time Medication : Signature
Instructions TOute g /’I\_I\urses
YT/ TS PR DL LOEENn( . PR j{( _\@L
! .Lti‘npu ciln ~ g T 52 Y it
2133 LIRS 1 RO gL Kehk Pwe . 7 J—
' [ 0 ‘\M Cu-'niw‘-l L'} % Q,{u—/w
~7 —
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LR V.FLUDS CHART  weignt. 2.0

Composition of 1.V. Fluid
. mgmnmw:mm’mm " Route Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

ml/hr | Sign Sign | Stopping| Sign Sign,

-+
4

o | —
)\ W Rmp’%pm :ELBMO\‘% W%g

'ﬂl‘ S = o

A
2 [1202¢ Ly RINGeRr Ly criypy iV 3"”‘"/ <L

T Y
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‘‘‘‘‘ ol TR Hospital | ) raseonssin
It takes a ot to treat the little. \Tou;ﬂ;;hlagag Delivery

POST-SURGICAL CARE PLAN FORM

Reoctc. e Rewd &

Post-Operative Monitoring Parameters /Frequency:

Mo wdon g % 2l

Wound Care:

= LD]-F fh  pleedin

P

Drain /Special Lines/Catheters:

i k@\;ﬂ’s Catinv X Topibo

Special Patient Positioning and Requirements:

. Coamn Mave Hledo side Tn ped

Nutritional Instructions:

rQBN\}]-M @"l@‘y\

When to Start Mobilization:
? Bihres Repat o =0

Special Referrals:

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

OYes O No

~
Any Other Post-Operative Care Needed including Required Follow Up

9f care will be readjusted if necessary.

»riBH /FRM / CLINICAL / 106
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BY RAINBOW HOSPITALS

OPERATION THEATER NOTES
Patient's Name : ... MY S .o £ TS G Age:.X.2.\[.... Gender: [JMale _Female
UHIDNo: 0660 2D - - WelgHt S oo o L
Surgeon : Asst. Surgeon :
Anesthetist : e OT Nurse: —— OT Technician:
Pre-Operative Diagnosis: QN'QM {.o p A0 LW gidl Ctga }e G_H,/ge Co
| Surgical Procedure : Mo lotnlle
| \/gﬁwe LW)MJMJ Wﬁ Z}-«C)@/Q :;af;‘i e
Indications for Surgery : M
Date : g (5 / 202K | StartTime: - v\ End Time : SPM

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: PQJT‘C gt L /"‘j{, o ﬂ&,,ﬂ\,,_q
ot pagsonat 4 Ay~

i@z N CT I sy o oA scatiiben. iRy (s L/
.»—LA/LC//\-'( ’@h /L , y
oce e th Lu—"a /LJ?V\W'/
Ceis\nz Mﬂ( col T o M,ud :
rn«u\m.,\. ‘PH/LI/L ei——é@»@«ﬂx L[o\aﬂ‘zg /lﬁ'u/w/ »
pu ) wmf aned jaos. :

E)\S}Q maci@—\ftoa@:? (/LZ@O mO/( ;&/cma/
\\ Lo W < il
Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)
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¥

A.ﬂ(v

%M@%A@%_,%&M

MW(VMﬂM ol

Spocim acladel o cet fa

VAM MMHM 11310 sl L,Je%/.
Mﬂ/ § s he el ? 0o A Soreid,
Amount of Blood foss Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination: VT / = m")
9&9{ oo

4
Peri-Operative Complications: ; ‘ N

.« NAPR [0&7@0\/0

'\IM Tax(m Lpw IZLJ\
r\,Lt»\ Pactop Aor‘n o0

\f/l,pux,-gf— 1w _AL

P NS
T L
il f«—&fSSL

Abd g /""417‘-(1 M Xivesli L,
- Cochiny Ach"e €
M"‘ Cﬂg""é\, J‘f) _M%&

C*?W }//A) C/a,uL.

Name of the Surgeon: ............ . J5S

A
Signature of the Surgeon g M‘M = V(

Date & TiIMe: ..ooovveeeeennnee. 2,/ ...................................

y
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e | Rainbow.. | @ BirthRight
MULTI-DISCIPLINARY PLAN UF CARE FORM olor® |
i”"]‘[}‘l}ﬁ”ﬁmn BanuGy bs _ - s s O Tour Right 04 Sae Divery
| LT — Mewrd e ¢ LOP J V4
%1:::. Discipline Type Patient Needs / Problem List Goal - Plan / Intervention Signature | Team Verification
Medical itial D ; [ Nursing
EI/N:rs!iiz gﬁ;diﬁed FM} WM . g V H 7‘ ot \ 1 Others:
\q/\q,ﬁ 1 Others: ) Per-Op oA FOP y,\, ve | e .
<% =) Post Op : F‘f -
1o |
O Medical [ Anftial : R VTN X)) TVE nd R //Medical
qﬂ% [ _Mrsing 1 Modified | . / = Others:
O Others: Operlp |- g ng. PR J swn o flenO «Lf#/
to: 3op O Post Op o oYY
[ Medical I Initial pop-) al ] [ Medical
i ifi . 1 Nursing
3la)26 | = Nursing ' Modified softol, solF Hial. : &
7] /. others: o Per0p | eybocele + Rechocele Jr Uk OJMW? scanrnsg | Others:
3‘34\;\5”1 dﬁtb'b'aw /@’ Post Op Jufw f) wietn diel -
) Medical O Initial ‘ =) Medical
1 Nursing [ Modified (7 Nursing
) QOthers: 01 Per-Op 1 Others:
[J Post Op
O Medical | O Initial ' C) Medical
[T Nursing [ Modified : 1 Nursing
C Others: .- Per-Op _ . O Qthers:
£ Post Op ;

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



Patient Sticker

\%

_ w Ralnﬁbw . -
i ERDISCIPLINARY PATIENT Children's | @ BirthRight
Hospital _ | {)eonsims

/ FAMILY EDUCATION RECORD

Part - I,
Patient's / Learner Language: .. ICQ‘)').J [L%’ Patient / Learner Lneracy [} Read /ﬁnte )Z(peak Willingness to Learl /ﬁes [] No Healthcare thergy/ [(JYes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs -
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights ST R R P R el S S
Part - Il
Use codes from the list in part Il
Need . : Designation /
Date Time \dentified Information Taught bk Comments Signature
1 Person Taught |  LearMing | teaching Tools| to overcome | Understanding :
Barriers barrier/s 5
B l 1 v Gt . e k. /’ = \k
%\PYU,, \Q;)O llrs <\ / ¢ c P._Qar.( / ,9&. Y 70/[ ( ,/’ ‘/] (\/\ ( \
1 ! el -
us v u! f
W \03“ ot Y SUJXT P ) O / / -
L] s,
shp%| eno | 4 soft diek % o 1 o e |
AN :
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver DR (BDBHYY ... counssassossnrssospmesiaiadi imsdsnssuimtastons irsbeha

Learning Barriers:

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

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

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

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

13. Cultural/Religion Practice
14. Others (Specify ................. 4Ry SR s R 3

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 B ORnar SERGI TR R RN g Rt L e ke
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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Hospital BY RAINSOW HOSPITALS

It takes a lot to treat the littie Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

\’X\ Date
w Time89101112123456789(5’(?!11121/2/34557

> 30
21-30

RESP
(write rate in
corresp. box)

Saturations o4 %

0, (L/min.)
40
39
38
37 :
36 Nk i = [y
35 : 2

<35

170
160
150
140
130
120
110 ‘ :
100 &
90 Al "

80 XL ib

70 Tﬁ
60
50
40

190
180
170
160
150
= R ' ‘
130 Lo ol | [ YA -

. iGN A
110
100

Administered

+
12
"

2, dws)

ajey ueay

B
®

D

1

5
anssald poo|g 21|03sAS

70

50
130
120
110
100
90
80 bk JIV W
70 \/ =

60 30 02 Dﬂ 5! Wity
50 T Pt
40

NEURO Alert - V4 2 1 YEN Y

RESPONSE Yoo
[+] Pain
Unresponsive
URINE > 30 Wl oo L]l ¥ VT Y ] 1~
mils / hour <30

ol &

—
ainssald poojg 3joiseiq

: I Pr + +
Proteinuria | ot?in
Protein > + +

i Normal
£ Clear / Pink
[

TOTAL YELLOW SCORES elo ln ol 6] o 9] U J W 3]
TOTAL ORANGE SCORES 010 Ilalf dl el gr=ts &1 8 ¢ 9
Nurse Initial é" ;’l'\) ¢ Al 4 ! "‘;‘ £ A =




Early Warning Signs

[ Obstetrics and Gynaecology ]

i )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. ¥,
8 NEr 2
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
i &, \ J
fe ™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
N Repeat Observations
‘in 15 minutes or continuous
monitoring
B J

* The Modified Early Warning Score (WAEOWS)



F”%“
BAH-00860023 1P5-00175860 S s
Mirs P JAYA iy Rainbow

TR Y s J ;k\’L\a Children’s
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BY RAINBOW HOSPITAL:
Your Right to a Safe Delivery

-...y Warning Observation Score Chart - Obstetrics

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

It takes a lot to treat the little

Date = 2
g r{ i A 2
Time | 8 | 9 0\11 2241 [2 3| 4-4-5 6)7 8191104111121 1 2 y3 1415 K6 H7

> 30

RESP
(write rate in
corresp. box)

Saturations

<94 %
Administered 0, (L/min.)

40

39

38

37 LD L (s e

36 J Al v ""b I b

35 /|
< 35

170
160
150
140
130
120
110

2, dway

aley UeaH

70
60
50
40

190
180
170
160
150
140

130 : \ o
120 ) Qe e al T
110 A 1% g \
100 \ \ T 4
90 ]

80
70
60
50

130
120
110
100
90
80 |y
70
60
50 L4
40

NEURO Alert - ~t - V. ¥
RESPONSE voice

Pain
v
[~ Unresponsive

URINE > 30 >
mis / hour <30
. - Protein + +
Proteinuria .
Protein > + +
) Normal
Lochia Heavy / Foul

Clear / Pink Fd
Green

TOTAL YELLOW SCORES 3 P & []
TOTAL ORANGE SCORES

Nurse Initial ‘ﬂ L

—>
anssald poojg 1|01sAS

6y
P>
<

R
31Nnssal4 poo|g J1o1selq

Liquor

l@ech




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

= , J

~ W ek A A

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS g

Observations
Observations in 30 minutes

A 3 N | J

(

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

R ’ Y /

* The Modified Early Warning Score (MEOWS)
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FLUID CHART]
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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.

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

; R— Tli\rlo?rintt?o- e
Date | Time (I;%ag:tri% Route NG | Diarrhoea | Vomit |Drainage | Urine | PRiebitis ﬁ:ﬂge
Mouth LV N.G
08:00 am \0
09:00 am <)
w100 | g | T | 00w ol
é~ 11:00 am e (o) 0 \
12:00 pm Y| toe o T |
01:00 pm (06 @) I o
Total Intake : Total Output :
02:00 pm N | oo B
03:00 pm N oo 0 \
400pm| oy | o | o0u 0 A:
osoopm| | V[ \oom) oo | o £
06:00 pm o | loom O
07:00 pm Vo [ \oaws Tpm) O
Total Intake : N Total Output : = i
| 08:00pm | lom/ | O s,
W C o
10:00 pm A 5 (m\.\o o \71\35
&\N&’ 1:00pm| |— \ A O( Wjﬁ
B A
01:00am i ) o/ I
Total Intake : e Total Output :\ /= v o\ / 0= ()
0200 am wdlen |l Tl
e L ,MQ % Q.r/
0 Toaovan| ¢ T Gl
0500am| “ m@ mey | 2 (Y]
06:00 am Nadeg mwﬂ N IAT
07:00 am 5 Lo o |1y
Totalintake: Q9 Total Output :\ = ﬂ\\cU Mz 0O
Total 24 hrs. Intake | '/’W 3 Total 24 hrs. Output V%&BWO M=
1
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’

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.

- m w TI:VSig3
Date | Time gagigi?j Route NG | Diarrhoea | Vomit |Drainage | Urine Pgr%:,'r’:‘gg- 3&?,23
Mouth | 1V | NG :
g a0 16 T
fi\‘ 09:00 am hoorty / e, e
‘b\ 10:00 am w0 757, B8 e Rkl | ,Lm,%ta
11:00 am ’ O \
1200pm rod) \ i ¥R
01:00 pm | 00 o /|’
Total Intake : TW . Total Output : v f-'jf% ~0
02:00 pm . ' # p
o [0 IO \ 20t 0 |4
rp\ 04:00 pm AN )
05:00 pm X oo ol
06:00 pm . | » A
07:00 pm : : 530“/\' \
Total Intake : <\ AR Total Qutput 3{-55 2 11 | MO
08:00 pm (7 opEe
09:00 pm et . 0 [[p7
BJ( 10:00 pm " 2o/l © Y
'Q\ 11:00 pm . 1 o (/W
12:00 am | “ &z
01:00 am O Nlir
Total Intake : Ta}ﬁ:n Total Qutput :U—ZB"IM M= , -
02:00 am = 37 P
0300 am Lo ; Tkl 177 4y
g oV SR TRE
05:00 am al © 4w
06:00 am gl R woel/| © U0
07:00 am P iy
Total Intake :  ~7oufcen Total Output : (—stpl/ No 0
Total 24 hrs. Intake Tafen Total 24 hrs. Output Uaagaon@ M=
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HOS pital BY RAINBOW HOSPITALS
It takes a lot to treat the little.

Your Right to a Safe Delivery

{_Mdintain Fluid Balance
[J Meet Elimination Needs

JPrevent Infection
Any Others. Specify

Improve Activity Tolerance

Jnsure Safety

[ Maintain Good Nutritional Status I Maintain Skin Integrity
| Early Ambulation Reduce Anxiety WI & Family Education

L U R R R intain Skin Integrity
7 N - - e S oM maﬂ‘ls 3 tion
Date: .......... '5?)9’/ . S (OO IR o0 Nutonal SEUS ;;/{:;emwamﬂ\l o
1 Maintain %

: e Amdety
olerance . garly Ambutation Reduc!

rOvVe Activity T
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Rainbow’

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM -
Treating Doctor: . Q‘Q}. grm Ww Department: . 5"@ 08%....

WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

. Date of Admission: . &tﬁ'—ﬂ& (S

= Diagnosis: Any Infection: Yes CINo g/ﬁot Known
E
= y, MW‘;{ 1 TR BRI v sscsisinivsvusac o sbouessoigons
E
& +4 o 0 @_J‘ 43’3""‘9\ X
S | Area G20\ o AN
=] o ..25? 4 )N ‘-‘7 s
S Shift Time | © RV Ot{p&}w j) q_?“nq)Q 5 Ol o"w
% | Medical Condition %
= | (Any special condition to be noted):
ahl 9| @ v | ®
Allergy: " T¥es A [ Yes NG | Yes 'LNG | 0 Yes fNo |0 Yes, o 01 Yes CINo
Tubes/Drain@athe? : /f;s CNo | Yes CiNo 1 Yes /o | 0 Yes /N | 7 Yes.=rfo | Yes 1N
Vital Signs: Temp: | A0 2V gk lagi ' |40 qa.87.
- Res: | 2) | \d [ 1abl0| \\Oy | aoilm
s Sp0;: | wwo'fr| tF | 9fd. Ay loo/
(7]
8 Puse: | o) | @380 | 107 ble| 0o | 9261
2 BP: | \23 (50 qulbb | o\ | 1808 -
Fall Risk Score: | O d@ " Ep) 0 0
Pain Score: | N\ | ) pllo_| due )
Safety Needs: | Sde Q’“{Z@g \{d *{W S“\e?ai\g
o Physiotherapy |~ Yes tj@ ,Yes;xNo ~ Yes g‘ﬁﬁ a Y:as Z/No O Yeb?ﬂo O Yes CINo
§ Others Specify: | OV | yn N ﬁ' X -~
g Special Diet: | Yes p’ﬁo Tl Yes NG D\;es 7ﬁo O Yes JN/ O Yes ‘/‘kﬁo 1Yes [ No
2 | Other Special Orders / Medications: ' S
2 A
Post Operative Procedure Special Orders: | N ( \ Al NH N‘D( O
Handed Over By Name 2\ aw Vu:j 4 | W () A
A \ : I=c o A
Signature : i (Wje, Lotly | TORN (™
Date: 3 EIRE TR W
Time: OF1 ] (v 4# c vgf‘/\ .
Taken Over By Name : ,. P%"\ Jond Mé’% P\.ij ; ‘)_a!‘w/l
Sinature [y |kttt [ e | Ty, | 9
Date alac | 37 | m\\\sk [3a6 | 4opb
Time: | AA Ay | Rw |Héom

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

II“II" It takes 2 lot to treat the little.

I SING SHIFT HAND OVER FORM - WARD

IR DORIE ... cnnisinsimirvimmsskdoissaris DEDIODNE oo o Diisdiisiniicnn Date of Admission: ................ccoocnn
Z | Diagnosis: Any Infection: CJYes [ONo [J Not Known |
— |
—_ i pe
= BRSO ..coucdoinnasssmssansssiissanssssnis
=
w
% Area
E Shift Time
X | Medical Condition
= | (Any special condition to be noted):

Allergy: CJYes CONo | Yes ONo | Yes CNo | Yes CJNo | Yes OJNo |0 Yes CINo

Tubes/Drains/Catheter: OYes CONo | Yes ONo | Yes O No | Yes ONo | Yes ONo | Yes ONol.

* Vital Signs: Temp:
Res:

Sp0,:

Pulse: . 1

BP: |

Fall Risk Score:
Pain Score:

Safety Needs: |-

ASSESSMENT

Physiotherapy | Yes C'No [CJYes C)No | Yes [JNo () Yes C1No | Yes CJNo (1 Yes CINo

Others Specify:

Special Diet: [ Yes CINo | Yes CINo|C Yes CONo | Yes CINo [ Yes CJNo | T Yes CINo

Other Special Orders / Medications:

Recommendations

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date: 4 ’
Time:

Taken Over By Name :

Signature :

Date:
Time:

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Shift: ] Morning

] Afternoon  \_[*Night

Date: '51(34{&6@’(‘)(\0(

R ... e S I ?ahmﬁm'ﬂ Y Cl@w..g‘ﬁ()d_m/ .................................................................................................................................................
el ik
S | [ Identify Potential Complications S R G S e L ST et SR S
Time Plan of Care Time Implementation Evaluation
Q- amAﬂ.%ﬁ-’me «oal ewaht\mf’fue culn P @me:f e azaearl Aonsdien J ngmﬂe
r\a ~Gats e paiead cxeued s
W b Gmﬂmeim&\ 6ol %Gmrﬁﬂ meslm&m eoadg sep
%ﬁm d ndovond) Spadiude
tadn T’ Wﬂlm‘q “‘L&m‘m“g (U
5 \MQ@ R Ha8: > [@4{,@? ’Q, xll g(:«am@
g R cumy [0ooet 2 (’m& -
5 Mo mxm& Yufgient e T octydkain -
S GO iﬁ@peh R Ja e}?
Re-ASSESSMeNt: .................cccooocormmenene . FOENRRNTI R N )Mf\tfduﬂﬁd“ ........................................................................................................

BROIPIIIET ..o et oo (ngs. mvm\ti SO, \6%5 &U... S/Itf‘{& BAR..cocionriiii BT, et

Date & Time: Gl{!ﬁﬂaﬁgm ..........................
‘4

Nurse Signature: .................... P\va ........................

B0 MBI .:..sooivisccinanniing fﬂé«. .....................................
Docu. No: RCHBH /FRM / CLINICAL / 148



BAH-00880023 IP5-00175880 ‘r%
Mrs P JAYA e m
" it . .
o Children’s @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
Y;ufﬂﬁ toa Safe Delwery

mnmumiﬂi’iiﬁﬂiﬁﬁiilmm NURSING CARE RECORD Hospital

Shift: [ Morning [ Afternoon [ Night

37 e R S e

T TN 1 | Pt TS VR TERANA | NN 1 con S RTINS S ORI N o LB v (BT, o I et SIBIEIE B B A e M T L,
i iti [J Maintain Skin Integrity

("] Relieve Pain & Discomfort [7] Maintain Fluid Balance [CJ Improve Activity Tolerance [J Maintain Good Nufritional Status
[JJ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education

[ Maintain Airway and Oxygenation
(] Prevent Infection

(7]
'S | 0 Maintain Personal Hygiene
S | [ |dentify Potential Complications L AR IS SPBGHI. ot ciiisisn s vs g s sin e s s 37e s s i i a6 s Al 58 S B v A Y s A e w5
Time Plan of Care Time Implementation Evaluation
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AT IIllHllll Hospital | N ece o
Date:| o i S\ T 134
Time:| |o o aimy] 2P
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: )
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Q,_ i
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Acti The d . Bedfast : : p i ;
chplr\:;t:icaiemﬁeir;? E‘.c:lfined ¥ hiadd non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ' ) \

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

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

day and inside 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
to 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.

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 i 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."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs 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/dI
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.

Tissue Perfusion &

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

3. Adequate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

4. Excellent:
Normotensive, oxygen saturation

tio o - il .
G s doe.s_not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mo/dl; capillary refill may be 2 35 %; normal hgb; capillary refil s(_, \_{ ‘1 ‘Lf
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
. TOTAL SCORE 2
Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Not at Risk: 19-23 £ H L ? 7 7

P, &8 .

PALIRG R AL RA AL 3 s

Evaluator's Name

LI




Support Surfaces

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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It takes & iof to treat the it Your Right to a Safe Delivery

Date :
Time :

1. Completely immobile:

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

i

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.

Mobility Does not make even slight changes Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance. Q/
without assistance. to completely turn self independently. independently. |
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. ekt - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

. tq which by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing
skin is exposed . .
R Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 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."

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.

2.1 ]

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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.

Lf

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

S

Evaluator's Name

(Wi

J

s




| WEE T SR—" - = - -
: | Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
| to altered mobility, consider occupation therapy referral for advice
|
| + Regular Turning Schedule : .
; - Enable as much activity as possible High density foam mattress
15-18 At Risk .+ Protectthe heels Gel pads for high-risk areas
‘ » Use pressure redistribution surfaces Aiachatiin trsiine it i o evert
i -+ Manage moisture, friction and shear uF 4
| | « Advance to a higher level of risk if other major risk
r 1 factors are present
k,f,,,,,.f,ffff,f,f,Lff s ph 0, oo abe LA e BURPAIL 2 oA
r |
} | ’ High density foam mattress
| '+ Use the Same Protocol as for “At Risk” Patients s
\ 13-14 Moderate Risk A Gel pads for high-risk areas
i - Position patient at 30 degree lateral incline using foam wedges <
. Alternating pressure mattress overlay
| S S LY USRI L ROt
« 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
|
- e 4 A £ s
| « 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
I severe pain or with additional risk factors. Alternating pressure mattress overlay
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/II/IIIIll/IIIIIIII///[// Morse Fall Risk Assessment Form s v e e
Date / Time
Choose Highest Applicable Score from each Category Sc/ore o l '}J 6 Q\H(hﬁr, _g! ‘}— Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 © 0 Risk Level Mnrsu:hl;:lsl)Score faikan
Secondary Diagnosis Yes 15 = S il
(more than one diagnosis) No 0 ‘
i 30
. Furniture Low Risk 0-24 g';:ggﬂtric:) 'I:all
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 0 o X
Yt 20
IV / Heparin Lock or Saline Nes ; go N0 20 lhrnnp(:ementF "
0 D () A ; 25 . 50 oderate Fal
Impaired 20 = Woderate s, Prevention
_ Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 0 O 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status ki - el
i Oriented to own ability 0 ) o @) Ertt;\;sgﬁggn
Total Morse Fall Scale Score: 2C 20 nx—
Signature w 0\3‘*\ Lo.[’;l‘:‘?\
_”d' d
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [+ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) L Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital Q/(ssess patient after visitors, leave to ensure safety measures in place
[L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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Date / Time
Choose Highest Applicable Score from each Category Sc/ore ?9 M Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Morst(er::g)Score Action
Secondary Diagnosis Yes 15 L
(more than one diagnosis) No 0 i -
' 30
| Furniture Lo Rl 0-24 gtandla:;d Fall

Ambulatory Aid Crutches, Cane(S), Walker 15 recaution

None /Bed Rest /Nurse Assist 0 1)

Yi 2
IV / Heparin Lock or Saline Nes 00 &D Implement

g = Moderate Risk | 25 - 50 "‘,"rgegrr:itg:a“
Impaired
Interventi

GAIT / Transferring Weak (uses touch for balance) 10 g

Normal /On Bed Rest /Immobile 0 s Implement High

Forgets limitations 15 Hiah Ri Risk Fall
Mental igh Risk =51 .

sabean Oriented to own ability 0 0 ;;‘:\;32232”
Total Morse Fall Scale Score: 3 Q
Signature ﬂd’)

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

Low Risk (0 - 24) (Standard Falls Piccautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital

(] Use chairs with arm rests

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

Docu. No. RCHBH / FRM / CLINICAL / 006

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

[} Hourly safety check

(] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI Initiate constant observation by healthcare provider as appropriate to patient's needs



]

aawoosso0zs  IPSALITSRG Rainbow® Wi
'o‘:r;:-:::: 7Y ) :| Children's B"‘tthght
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10T NGO PAIN ASSESSMENT FORM T TR
e Modifying | Patient / Family
..... » (0/10) Location Duration Acuity Character Fonioes Educated Intervention Sign
0 [J Continuous | [ Acute (0 Sharp O Dull [ Increasing O Yes -
1,, :’[ 7'6 lo & / lo [J Intermittent | [ Chronic [[] Aching (] Burning | ] Decreasing | [ No I [n‘_Q-LﬂL{
[J Continuous | [ Acute [ Sharp  J Dull [J Increasing O Yes / o
AHas | 100 O\ e i | i Achi Burni i "
04 _J Intermittent | CJ Chronic ] Aching ] Burning | [ Decreasing | [ No Y-
1 Continuous | [ Acute (] Sharp [ Dull [J Increasing O] Yes p
%\"-’({a 6 68N | o o ) Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [J No P ij"
q 1o N % 1 Continuous U Acute- O Sha’rp = Dull : O Increaslr.IQ O Yes NA L apir
2)} ]WM 1 Intermittent | ] Chronic (1 Aching () Burning | (O Decreasing [ [J No
1 Continuous | [ Acute ] Sharp  — Dull [J Increasing [ Yes P
O\U/b i) y . ! . i . ) ':-1‘1
Hab | ] Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [J No -
] Continuous | [J Acute ) Sharp ) Dull Ol Increasing | [ Yes /{’
\{\:f‘e&@ & &N D\t’:\) o) (] Intermittent | [ Chronic [0 Aching [ Burning | [ Decreasing | [ No A L‘j‘f
] Continuous | [] Acute [ Sharp [ Dull [ Increasing ] Yes
(] Intermittent | [J Chronic [ Aching (] Burning | ] Decreasing | [J No
[] Continuous | [ Acute (] Sharp 1 Dull ] Increasing ] Yes
] Intermittent | ] Chronic (] Aching (] Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp 1 Dull [ Increasing (] Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | [J Decreasing | [J No
[J Continuous | [ Acute (] Sharp ] Dull [ Increasing ] Yes
(] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

c) Prior to pain pain-
Docu.No: RCHBH /FR

relieving intervention.
M/ CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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

No Hurt

1 I I I 1 1 I I I
2 3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OB ®®®

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

SCORING
CATEGORY
0 1 2
: No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Farticular 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
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 consolé or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | Np variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

$a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator




W

£ e o) , Z
. Patient Sticker Rainbct')w' i 4 -
’*f : ——— ® Children’s BirthRight
60 H 0OSPITALS
e CHECKLIST FOR THROMBOPHLEBITIS Hospital .3;:*;:;?:3::;,,
oo >]> ]2 2la-
(T
¢ VAN N STAGE / ACTION SO T e T T E " g O Remarks
i _ No signs of phlebitis /
' v SIlE appears heallthy O ke 0 D Y, olo
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 " pra
* Slight pain near the IV Site / / Observe cannula i S BT
* Slight redness near IV Site
3 ;xoee:dt::rfollowmg Signs Early stage of phlebitis / 9 i " = -
Pain at IV site Redness NN s e
glrlig;r:? ‘.3 Tlowiig S Medium stage of phlebitis / -
4 o Resite Cannula Consider 3 — a
P Pain along Path of cannula Thoahiient —
Redness around Site Swelling aaitoo v
ke o0, igagh 5 Advanced stage of phiebitis or
evident and Extensive : h  thrombophiebiti
5 Pain along Path of cannula tRe ;tanco rlD"é ope de Is / 4 3 e = o
Redness around Site Te s;te at‘“”” el e
Swelling palpable Venous cord -
All of the following Signs are
evident and Extensive : Pain Ad"a"g"'dh?tig'? of X b
6 along Path of cannula Redness thrpm - msé ; 5 g = e
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse &#, /;t»(_‘_ K‘:\L\ Lﬂ.b\':q V‘Ll“'

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 phiebitis.

Signature of Shift In Charge :

RS m/ .........

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

Signature of Ward In Charge :

Signature : .................. R i T S !\ ..................




I —

%
BAH-00660023 Ps-0017 Rainbow* : L
e e |

iy oo e st et il c e,

RO O ORI s i s s simnis e RS Bateof Remoyak- . olit e e

Parameters Date Shift Time | 27584~ ) ,\ﬁ’m AL

Need for the Catheter ,Z(es “INo V[Z%;S “INo \Zf?\gs CONo | CYes ONo | OYes CONo | ClYes CONo | ClYes CINo

Hand Hygiene - /ﬂ; CINo @%s CNo | [#¥es CINo | CYes CINo | CJYes CONo | OYes EINo | CiYes [INo

Usage of Sterile Equipment /@’ﬁs “INo vﬁjjas CINo | w#¥es CINo | ClYes [INo | CIYes (JNo | CJYes (INo | [IYes [INo

Is the Collection bag below the level of bladder : /?1/ Y} [INo \E} Yes CINo | [+¥es [CINo CYes CINo | COYes COONo C1Yes [1No CYes [CINo

Check the Tube for Obstruction (Free of Kinking) 3 /D Yes CINo | ©¥es CINo | <+¥es CINo |- ClYes CINo | ClYes TINo | ClYes CINo | [IYes [INo

Is Catheter dated as policy ,;/B'Yes CJNo |_~ZYes CINo |<=¥es [INo | ClYes CINo | CJYes CINo | ClYes CINo | [IYes CINo

Collecting bag is been emptied regularly? /{}es CINo ‘CJ/Yes [CINo | &¥es [CINo | [IYes [INo | [JYes CINo | [JYes CTINo | C1Yes CINo

Maintenance of closed system for the catheter ,/lg(es CJNo | Cfes CINo | es CINo | ClYes [INo | ClYes CINo | ClYes [INo | [1Yes CINo

Dressing clean and dry? | AYes CINo {#TYes CINo | ©TYes CINo | ClYes CINo | ClYes CINo | CYes CNo | ClYes [INo

Is the line removed as Policy? )Z%s CINo | #TYes [INo | ¥es CINo | CiYes [INo | ClYes (INo | [JYes CINo | C1Yes CINo

Performance of Perineal Care ;f'é's CINo .Z{es [INo |es [INo | C1Yes [INo | [lYes CiNo | ClYes CINo | CiYes [INo

Onset of New Fever ‘ CJYes D,No/ COYes NG | OYes ‘ﬂﬂ(‘) OYes CONo | CYes CINo | ClYes CINo | CYes [CINo

Asses for the leakage at the site of insertion OYes o [ OYes ,Zﬁ CYes «Tfo | ClYes CINo | ClYes CINo | ClYes CINo | CIYes CINo

Name of the Nurse P‘}\y ij 4

Signature of the Nurse 9,_”._,\_4 ?C% ? g

Docu. No. ;: RCHBH /FRM / CLINICAL / 114
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INFORMED CONSENT FOR SURGERY OR | IIIINMNANNIN ;.. oo

SPECIAL PROCEDURE sevpeeeme | P e st
Patient Name : ............ PT‘*A(\[A .................... Gender: ! Male /' Female ADR: .. ql(tﬂl .......
UHID No: [3AH.=.Q060.0023....... Date : L{A“[QO'L(;,
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)

e NAGINAL  HYLTERECTOMY. WITH.  CYSTOCELE REPALR
WOITY....LELVIL.. . ELOOK. REPAIR...... '

. upon

{iNgime Of e e

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
nerformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

1arantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

e LRADNS E2SMQN.,... CHANCE..of . INEECTION,, ANIORY. TO.
o ADTACENT. 0BG AMS... SUCH. .. Ag... ROWE L. AND. LLARDEK... AnD

My signature on this form indicates that TA'S REPAIR

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. | have had a chance to ask my surgeon questions.
I have received all the information | desire concerning the operation or procedure and

v. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: DYRAO ...... @AHADOK ......
Consentee : Patient Attendant :

Signature . .................. ’f ,.:?Pg(d ...... @L Signature : ...... /WIEpL0 %
Name: ...........! H @PIA\U\ ........ Lf ............ N amePU/c.NJ‘\f\\' M

Date & Time : ........ 7/["}[1-0%,10% Relationship with Patient: ,g:aﬂszML
) Date & Time : Q/[Q’ILQLG{LQA’V\
Wit : ¥
— Doctor (who is taking the consent) :
Signature : ...............] M."‘.i—» ................................. . GLM
: s SIONAINE : .........cooc. MBIt cxcr0neonssarsarssnsiti I
NAME - oot 9 """""""""""""""""" Name : ............)Z. ’Mm .....................

Date & Time : ....... }’;}’%O&ﬁ ..... Jo A
Date & Time : ...... L{Q’hoﬂtf ...... dloh
Docu. No. : RCHBH /FRM / CLINICAL / 027
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CONSENT FOR ANAESTHESIA

Authorization By: atient T{Patient Attendant

Operative Procedure: V¢ le—}u,s'}vulo@ %A\'nal-l--l-aafs% f'—lt chau""PF@ ...........................
Anaesthesiologist: ......#2R.. Yo LR LR AMY Ac............. RN R S N P N B
Please read this before you consent for Anaesthesia

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

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

(] Heart Disease [ Hypertension [ Diabetes [ Renal Failure [ Multi Organ Failure [ Hepatic Disorders
[J Shock ] Obesity (] Chronic Obstructive Pulmonary Disease
O] Others ... GSATORNTION. ... HUPDTEN MO, , MYDERTEMNON . ORA DV ARCH ...

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
Regional Anaesthesia E‘Eeneral Anaesthesia ] Monitored Anaesthesia Care

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

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

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

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

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

Patient / Patient Attendant: Witness:

Signature: ............. Pj“bya" ........................... Signature: :

Name: ................ /)’I’Z)JH/DL .................................. Name: ..... y[ﬁ”“k’w MA@
Relationship with patient: .............s2. S84 ... Date & Time: ... 1 L } B ciigd

Date & Time: %LL’% ..... ol IR 5.

Doctor (who is taking consent):

Signature: ,,,Q_( ................... Name: DR:12: (0.1 RAMPA....... Date ’301”% Time:... )L I3@1A..........

(26)
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o ncouron TN hirer | G EintRin
PRE-ANAESTHETIC EVALUATION Hospital | () e
Name: ......... PNay B S Age: . TH........ N o L R S MWl e
Date: .......... 80. lB N Time: .......... B | Proposed Operation: \laﬁ\'ﬂfd : }[fCJ'O‘I’j +
Diagnosis: .............\..Y..| P‘Ol L 1. KRN S e — b ¢ ("h ...... o + PP
BPLBRT. oo BB it Weugmﬁ.s..z '\ﬁ ASA Physical Status: D01 02 03 04 05
eAlc — u.aburalory Data: LD =8% . -é'v\ bcmuito -3 -
\t th l% é HGlucose ll 2. %Zﬁ)wotem ........................... A L 3 R TS
; i Urea: . R BN WS AR it © T
% : 500,__,‘ ' Creat: ... 4. Total Bill: .68 +.. HEVE ..ot 2D EChO: ..ceooer e
Plate: 1_*6' ?;.... f;mg Di. Bil:...8.: 5.0 BI0OG GIOUD: ... SUESS/ANGIO: ...
PT: ... . M Rty L | i AR L A L e A
3 I R Y [+ LR S AHGPROR: ....cosievivioviinin; . T i $ i I.{b! - :
INR: «..ccoecrrsasmnessesssse P L, AMYIRBE: eocerenresisenenes TSH..2..U% ...
e ) 05— ......... SGOT/SGPT: ..o F
Medical History: ~ CVS: —\ ) )y prilh % o n =~ TTEIMA ‘Lo ma

RESP :
CNS :

Diabetes : -y

leh' Y ;

| ‘EﬂM&&Dﬁa-—ty Qab. QLY taMET sedoo0. RO
Renal : l, gl b 31 sl Tab. Oxe
Hepatic / GE : \ N&WQ 4 ' s Physical Activity: R P IOmg

Others : J - !ll z'i 2!4 "{M&l, by ¢ ' Ll ) [ . iﬁu
ic Hi Lo thhoul-sepPY .

Past Anaesthetic History:

Physical Exam: «——Y Lﬁ;!]\ PEADAL EDE colemaon - Both %’m 7d"“‘ﬁ e Loon TEE
Airway: MP 1 @4. Mouth Opening: 22 ’nu A Mentohyoid Dlstance.7 gl.b_v_‘ Neck: g Teeth: lowr ' Priny
g e ‘
s g e @ leon
(£ . 4 Prylor
Heart: ¢ ¢ () Uls = Srall DiiBlicad Wroroeer— f A
CNS: i ptgln FEVETS Loy ' :
M : : .
Pregnant: [J Yes Z/No CINA Venous Access Site: Spine Exam for regional ( (@
% e
Anaesthetic Plan: [ MAC ,@n/ gm. gﬁn’ CJLMA g\f: @} g :
SRy tCa -
Peri-Operative Plan Explained to the Patient: —Yes 0 No T Me, A D\,MVL!LAJP
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: %d TZ-TRophtt
K . e s 1. DVT Prophylaxis : Lv\fa'yw fuuchs
Y€ V) 0 . Water / ORS 2 Hours | AT
o \ AIL DRAL<:0mers 6 Hours g % Condro l.O @4 0 prur'’
: "*mc-o.um ) QMo 60— | 3 Informed Consent: @Standard O _High Risk &
L TeneD Opn ma., l—6-D| 4. PostOperative Pain Management: J Discussed with Patient € rog’,
T 8vD (_pw&b'}t}o,nq o—L—0 5 Other Instructions: . CH"}‘\W
s - bl 4—0 0. —-}Gm}\nm'“']-\.lfp—rl ................................... R:sh% P
]« Veerin 609 =f - 0A . ‘ | aul
; alerya. 257 o S0P = Ak My pahsode 6. MA£F A =
Sar:zﬂure: G"Zd‘mﬂ ..... T e S =8 0L—. . OH&D. ... fm H’\cﬁmﬂ,&x
DR« | sRU RAMA

Docu. No. : RCHBH /FRM / CLINICAL / 044 . PBe Ond-jg &n%w-j
C‘/D/ao _ Or. wnipHARA MAM . - BIOOD GrovpiNg
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Your Right to a Safe Delivery
rre induction Assessment:

N

It takes a lot to treat the little.

Change in Patient Condition: 0 Yes [I-No— Fasting Status: odul uu@

Physical Statis: =—Patient Identified -——~Consent Present —+. Chart Reviewed
H.R: &4 [ BP/CRT- ASY5¢-  [Sp0; (GO [RR: -6~ & "7 “TLastFeed: >6Un_
Pre-OP Diagnosis: pTUlfL@ﬂ .............................. Operation: quwlo ...... ﬂ&{l direcboy  Date: 2]M2026.....

; ; : =y
Surgeon: NQ% buﬁmf.h,a.\: ............. e A Anaesthesiologist: %M&}U‘ﬁ\qw _Technician: ... Bapd. ...
TIME N = PR B E T ¥
N,O /AIR /O, LPM i b L AN $
HALO /SO /SEVO : Antibiotic
Drugs: '
= . Suppository
\ 4 D LOEEMNAC Lo
TRAWMA ng;wd)
Blood Loss
.. ]
0, 50 00 [wo oo ool Lo 1D 1aiin [ | W TR][TT
ECG i LRel——>5P 4 [ —\ > +T— f o )
Temperature & . ]
Urine Output . ¥ : ] NOTES
.] -

RN ER i A N

§E“ Actpge Soed— V'_"") i e -
[r=y -] . | ¥ — "
. BP 240 7
V' Systolic 220
A Diastolic i ]
X Mean ?00 -
+ Heart Rate 180
Tourniquet on Time - | 0 1=
Toumniquet off Time 160
. 140
Throat Pack In
Throat Pack Out 12q Vil 7 s
100 WV, N j‘ RA xlrl b4 -
60 L B, -+ L 4 = r.V.
40
20
' ‘10 1
" SHABE
ABG
LAB Values *
GRBS
Others. T T D
(<~ Equipment Checked and Temp: * Induction Regional:

Functional [] HME ] Fluid Warmer Or [ Inhal i BRI ...t i
[G—8P 5 [ Cling Film (] OH Warmer ] Rre 0, RSl pinal [] Epidural (] Caudal
Gomsel DN | O s O GotonWool | O iz»s AR
O ArtSite: ........, [] Other Posiion: ‘@--

X A e 0 [] SGA ns. jon: Q\‘ PN
QE_ Temp Site mes: 2 O ay ] Oral ] Nasal Site: ..... %.Lh' ....... 32, LA C O,
1 FIO,Monitor Arvnot O o e BT R o) S Needle Size: @?ﬁ 2 A A T
] Agent Monitor OP Start: ...... El [INasal (] Cuff Parasthesia [ Yes ‘_’p‘(
{1 —Puise Oximeter OP End: ....... O Trdeheostomy (] Yopical Catheter at skin ... r
[ Capnograph Leave OR: Ef‘-’s O - Drug Name & Conc
[1 Ventilator Anaesthesia: E] Bolus
"[J Nerve Stimulator O GA O 'Infuswn:
Piten: .\ Hraitvoss [ Monitored Anaesthesia Care ‘ | . Block Level
[ <Regtonal : Blade®T.........o5 e R L horenant
[]_Pressure Points Checked Oifculty o e mments:
Line (Size.& Location) TEH:WU \
ke G IOV s W T : ACU - [Dicu CJ Other
S ?‘"l e DIART: st -J [J Semi-Closed Circle Relaxant Reversed g:‘i’s. LINo I
ape i 3y ; 't i b4 “
[] Padding QW: LQ@ e g 8;: e Name of the Doctor ... V. X
[—Awake Signature of the Doctor :...£~. 5 L0 J—
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Received in PACU DY : ... CONMON L............ TR RBCONOU ; .......ionsasinsiotiasnsimessiid Time Discharged : ..........ccccccceeeueue
=0 0. LROROND: ......... L R s
240 240
] 230 230 | (] O,Mask [ Nasal Prongs
- s 220 | ] Tracheostomy [ T-Piece
71 210 210 : :
8 200 200 | Oral Airway [ Nasal Airway
é.L: 190 190
180 180
§ 170 170 | Vomiting : O Yes,EH( DU e it S L R A 00
= o | naTube: Cives o
v 140 140 | Drain: [ Yes [JNo
130 130
A 120 120 | Urinary Catheter: s Mol
U >-
uﬁ :;g 7 7 m ::)0 Chest Tube: []Yes ENo
2 b : o | wioral O YesPNo
70 e 70
%4 60 P 60 | VFuids:.
7] 50 50 T S A A SR SOOI
= 40 40
30 ] 30
v 20 [M b & 20
10 10
0 v Y LN 0
seo, 409G [Ir LT 2
POST ANAESTHESIA SCORE . L PRETATI
(Modified Aldrete Score) IN 30 160 1 20 out SCORING INTER ON
2'6:: . mémmm‘ mﬂmm " ACTIVITY f [ 2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
o mpu i’:&'f“’b:am" g =$ RESPIRATION <z
3 or limi - P & 3 %
2322?? & =0 4 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic -2 : 3 i~
B = 20of Pre es hetclove . T i ! ‘ 7. space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
=2
f\msﬁﬁn calling =1 CONSCIOUSNESS A 2 2
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR { { e
Cyanotic =0
TOTAL 5 2 [O
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention SI”alure
21 | @3 -% (© NI Qé\
Pain Tool Used: (| NPASS [J FLACC [ WongBaker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
i i " S 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name :  ........... 0 PAMNLCENY. . e vyt
Anaesthesiologist Signature: .............. DY ..... PNl b Afier 24 hours svery 4 hiours
c.  Prior to pain reliving intervention
G DY 20 @ A G W 3040t o et etn
PACU Nurse Name : o = O B o Transferred to Unit by (PACU): ...

PACU Nurse Signature:

Date & Time:

2[2)246.€ 2.

Date & Time:
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EPIDURAL ANALGESIA RECORD

17 A S B . 513 TR onciimailon Procedure doNB.DY ..............cccoveeemremresmseeseivesnseeresmsessnssssssoioseens
CSE /Spinal /Epidural Position : ................. T T S A Technique (LOR/LOS) ..................
DO ....iitibionesccs LRGSO &t SIR; ..cciio.ociiiiniamisereens PARONEIRIE o\ st st i s s s iy vos
R LT ST g R S AU M RSN SR EATI B o) S S i (T
SOMNENY GDEREIMINNY 7 ..o iemhbgiibio s s L s sttt B a1 B e o it ey

Any other issues :

8) cussrnmmntommBoviisnba R bR IS R B AR oA e ot manss bbbt T et ol b A
O consmiinsionsdifonnssnspambon ol s saspesshumor o it Tt B e el i b Pt et e
: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP | Pulse FHR Comments
Delivery Details : ~ Time : ......ccccevveeeee. g SVD / Instrumental / LSCS (if LSCS Details)
ST Removed by and TH IRRDEEIRE . ... ol oo oro renc e et s et s et A e S TE L s
PRI SANBRICTION 5 s vsomssnsis. fionns dadicimn SN Ao dEN et e i T B ek e 38 - e A

Discharge /Shifting ordered by

DOUION SRR, et o
D OCHOT NAITIO ..« cocwers sionsanssansnnneMiadisshsssasinesss s ss o sEHo aes sETaTE0RS

DES AN TIMP . o civiiviiavissiinivinses S R e

il




SURGICAL
SAFETY CHECKLIST

Surgeon : .......D.¥e...... KALO... 3G,
Asst. Surgeon : ............
Anaesthetist : ... DX:. Ssimid b &...... I’
Scrub Nurse : ...... PxCeb hasa-d [

BAH-00660023

DBmE i

a5 IP5-00175860
i R L Age:.3.2.N. Gender: .{.... | paj 5
.............................. Dr. RAD BAHADUR BADUGU Rainbow ® n et o
Ry s | S | @

2

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

OYes DNo/

Available
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes Pjﬁ) [1NA
Blood Units Reserved OYes 2o CONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? #Yes ONo CINA

SIGNIN  Time:...[:-ly0..\YM TIME OUT  Time:.. 2L ¥ SIGNOUT  Time:.... ... 2L

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

|dentity /? ONo- introduced themselves by Name and Role ,@»@, CNo The Name of the Procedure Recorded /zﬂs “INo

Site Yes CJNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle ‘

Procedure ~C1Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) pﬂé TINo CINA

Consent —=es ONo - Correct Patient (Check ID Band) /Zﬁs CINo The Specimen is Labelled (including
Site Marked OYes ONo NA Correct Site es CINo patient name) Yes CINo [JNA
Anaesthesia Safety Check Completed ~ =Yes (No Correct Procedure _Yes [INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =Yes CNo Anticipated Critical Events Problems to be addressed OYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes @NO/ What are the Critical or Unexpected & +* | T5 B, Nusnalatel st T
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 2 m ¢ What are the key concems fpr recovery 5

y./ : . Anticipated Blood Loss? 8 _Yes CINo [INA and management of this patient? OYes [No
Yes, & Equipment / Assistance 1Ows

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? % CONo CJNA
Nursing Team Reviews:

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

issues or any Concerns? OYes O

Is Essential Imaging Displayed? L1¥es TINo DONA
Power Supply, Earthing, Power Backup 3

and functioning of equipment checked. DOYes CINO

i g
- wBO\%‘DQM """

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Ry
To Be Filled In By Assigned Nurse : Date :....2. [ L4...

DOPEIOeN ... i ? OT ............................................................ Duration of Procedure : ... 3. %\xx.........
DY RO Rhdodwd

T T O o Sl s e s R P Date of Admission : ...... 2/:”?'(’ .......

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

Staff Signature

1. | Antibiotic given prior to surgery ? B’Ves [ INo

CSingle Dose Antbiotic  or  Long Antibiotic Regime \

Antibiotic administered within 60 minutes prior to incision ? E’r(es [INo

Name of the Antibiotic : ......~. ; qceio‘l‘”‘"\ .........................
2. | Hair Removal es[INo ifYes: Surgical Clipper

Department where Hair Removed :%d [_lOperating Room

L omer: ... RN R e >
YW

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [_]No

3. | Patient's body temmgtu%e'mmediately post operation (Recovery Room) % @
: - 0 &
(] oral oOr Axilla (Goal : 36-37 °C) IR

P s

Date & Time of antibiotic administration : .....2.[.3.126. @ L0v ...
Date & Time procedure Started : ................. Yali @0lvi

4. | Name of doctor or staff administering the antibiotic : ....... Sﬁmp«) ...............

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

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

e Allforms (Bundle care and when required SSI form) are completed properly
e Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 3[71‘{2-6 Time: .82 00 vs..............

origin: .. el Covsenn Height: .| BAcm.... Weignt:...al.lf.?s.......... BM|:..§.1:&.&TW

MudicalHiston B N R . oo
Ty T SR R ¢ S T R S N T e 0 50 S H D RN Tl P s

[J Vegetarian ,ZNun-Vegetarian ] Vegan

Diet Advised: S&)Jf}{fﬁhfmkfne&"d’ ..........................................................

Patient’s / Attendant’s Dietician’s

Signature: ....... V}‘\cﬂ/\)\dﬁlo\. ................ Signatire:  SEIBRE...............L.o i

Name: .. Hascleela oo N BRI . e i
Date & Time: 8[?]7—6 ............................................. Date & Time: .. | B28..... o
B 4Cam 8!R0am

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



DIETARY NOTES

Date

Time

Notes

Sign




