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ADMISSION SHEET
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Registration Details :
Admission No : IP5-00176155 Admit Date :09-Jul-2026 Admit Time :02:14 PM UHID : KUH-00177234

Patient Details :

Patient Name : Mrs J SWARNA SREE Age :36Y6M4D
Guardian : Mr PALAPARTHI SUJESH RAJ DOB : 05-01-1990
Gdar : Female 2 Religion X
Occupation Martial Status : Married
Address (H) . FLAT NO 511, RR TROPICANA , CATERPILLAR Phone No : 9966889283/ 7337000770
ROAD, NEAR SUB REGISTER ROAD E-mail :
gﬁoaono";‘;”da Hyderabad Telangana INDIA SUJESHRAJ.PALAPARTHI@GMAIL.CO

Admission Details :

Bed Type : DAY CARE Bed No :BCDC 418 Ward Name : 4F-BIRTHING CENTRE
RoomNo : BCDC418 Admission Type : First Visit

Contact Details :

Name . Mr PALAPARTHI SUJESH RAJ Relationship : Husband

Contact Address : FLAT NO 511, RR TROPICANA , Phone No : 9966889283

CATERPILLAR ROAD, NEAR SUB REGISTER
ROAD Manikonda Hyderabad Telangana INDIA

500089
? ignature
Doctor Details :
Doctor Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode  : Cash Payor Name : VIDAL HEALTH INSURANCE TPAPVT
LTD

Lnted Date / Time : 09/07/2026 14:18 Printed By : 015284 Page 1 of 2
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Allergies: DK’LWA ...............................
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cp: 2 Y] o9 ]mr

eon: 17 /203 (.
Corrected EDD:.’)B' }\ 2025 GA: 3 :[ Y mL\
Menstrual History: Regular: [ ] Yes [AJ-No

Obstetric Examination

Fundal Height: ~> 7€ Y YY\

Ut. Activity: [ J-Relaxed ] Mild [ JMod []Severe
Liquor: yAdequate [ Oligo ] Poly

PP: [UA€ephalic [ Breech Others

Head Fifths Palpable: Sly '

FHS: ormal [ ] Tachy []Brady [ Absent
Per Speculum Examination
*Draining: (1 Present [ Absent ("] Bleeding

Colour of Liquor: [ Clear (] Meconium [] Blood Stained

Vaginal Examination \ a e b\

Cervix: Q/Long (] Partially effaced [ ] Effaced
Os: Closed Dilated 1 -:L“JLA
Membranes: APresent [ Absent

Liquor: L] Clear L] Meconium [_] Blood Stained
Presenting Part: [MAVertex  [] Breech [] Others

Sutton: @3 O 004 00 D e+
Pelvis: MGequate [} Doubtful

Urine Output:  © LM

Liver/Spleen: o
1 gm{mh
BT Rk s T

..........................................................
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1 Admission sheet l
2 | Discharge Summary — - |\ ¥
3 Nursing Initial assessment MY~ ;
4 | Patient Transfer form ki | .
5 In-patient Medical record - {
6 Doctors progress sheets ) SN
7 Nursing plan of care and handover sheets — +—
8 Consultation sheet
9 General consent for treatment
10 Consent for Surgery
1 Consent for blood transfusion
12 Consent for chemotherapy
13 | Consent for high risk )
14 | Consent for Restraint W
15 LAMA consent
16 Consent for special procedure / Sedation 7 e
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18 | Consent for M () a ¢ Fae Mo \
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20 Consent for HIV test L
21 Anaestesia notes (Pre Anaesthesia& post) ‘7 /
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23 Medication Reconciliation _ I
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25 | Pre operative check list N ;
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27 | Operation Theatre notes | i
28 Nurses clinical Presentation s
29 | TPR & BP chart S
30 | Intake and Out take chart (fluid chart) S P T
31 | Drug chart (Regular Prescription) et
32 | Investigation Values (result sheet) e
33 | Nebulization chart : ‘
34 | Nutritional review chart \
35 | Intensive care unit (ICU Charts) .l 4
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ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Date

Time

TH{W

Hb

PCV

L |

RBC

WBC

VT

N/L

Platelets

CRP

5.

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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CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Stool Pus Cell
OVA / Cyst
Occult Blood
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Radiology : 1 R R e = e S A LR O SR R NP
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MEDICATION RECONCILIATION FORM

Drug Allergies: .............. N]t i R N 5 R

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)

W

/
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

.BirthRight“
BY RAINBOW HOSPITALS

'our Right to a Safe Delivery

I/I%t known any Drug Allergies

DO 5 cuss sisdisisiudingbisuss sl il RN TS N
S.No {GENEHI’(‘:’"IE\ITI\[I:IET(I::'I:I"::F fmsns) (mg?:ig) (PO, ?I%‘U;ﬁ: v) | FREQUENCY [L):tseT/qr{i};: ?gﬂ?%'ﬁg
1| Taub. MENERN| l+wb | PO ?ﬁw\ ¥ |ahyg| Oc 2o
2 ", SUPQ{]’- lteb|  PD oD q ’ﬂb{ 0C 01De
3| ) (oRUuMA ({ah o 6D 52’4’2: 0C 01pe
4 m,’ lorop"n 2o Sic. 6P 8’-?]2(, JC [be
200
5 LJC [CIDC
6 JC CJDC
7 0JC JDC
8 JC [JDC
9 JC 0JDC
10 (JC [JDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : . @‘TU‘B\- .................................................

Date & Time : ....... 6 j?}/'l .......

PR INEIE R SIONBIUNG: .......ccc.coccmmisiniientimmmameeenssodesssMlrrorsorrersrsass Nesasseseides

DRI ..................oorcsnenpinrsrsinee Riiiken HI&Q U%
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Children’s | . BirthRight

It takes a lot to treat the ittie.

Your Right to a Safe Delivery

Date of Admission: T[:}‘Q’Q .......

FOR THE SAFETY OF THE PATIENT

Drug Allergies: .........ccccceee.. NLDP\' ..................... &N/ot known any Drug Allergies

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

Docu. No. : RCHBH /FRM / CLINICAL / 118
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05-01 1990 36YEM4D (F)

r. SASIKALA KOLA

U

REGULAR PRESCRIPTIONS  Weight O\ ~).2. Ward. . B

h s

DRUG:TAR - PARACe T Mo L

Date

Ti['ne

N—

Dose Route | Frequency Sta:l2 Date

g | plo | §1p. [J»

i}

Name & Signature of the Doctor

Starting the Drugs:

o PR le - 4P RM‘*‘/A‘

A

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

oRuG UP L T RAMADO

Dose Route | Frequency (Start Date

Tirpe

v Aol W | o

Name & Signature of the Doctor

G.

Starting the Drugs:

Ap pe- e in R4

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG: UAR - DicLlore AL

Tifne

Dose Route | Frequency |Start Date

wod Plp|l 1D | 10k

Name-4 Signature of the Doctor

Starting the Drugs:

@ Op. ke nanus

T

Additional Instructions:

N ——1_| ‘T&*

Daily Doctor’s Endorsement by a Sign

Date

DRUG: TPy ¢ fonane.

Tir'ne

.\‘\q

k%

Dose Route! Frequency |Start Date

borld] ¢l 0D [1bh

Name & Signature of the Doctor
Starting the Drugs:

D -fed O

Addi onall structm ‘2 UUAAC]
a}"ﬂ .29

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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NA SREE f
o Sevemen weight. ' ....‘ﬁ;&wm.
Dr. SASIKALA KOLA
Date»
Tl e e e e e e
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Do Do: Do
Route Start Date oo " * =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose | -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU'IB l Nurse Sig. | Nurs‘erig, Nurs&Sig. Nurs&Slu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Do: Do Do
Route Start Date ose se se se
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor o pose i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e - s -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; - Dosage & Other :
Date Medication : R Signature
Time nstructions oute g NursEs

\D\or \ 4

T CEBTAxeg

H.

\o\"f"

o

N3

L R |ncsn
\“"k \ Dgy\ 'Joi PECIROF | o o J’lv % %
ok |22 koM %Tvﬁmmm% | f) (v l‘-gﬂ
(Dl!r P tugpm Q.,,.ommmwm.u "ﬁ v %ﬁ

ol T N TIE g8

KSR aetE R

N

a i

‘0'4 [rwpwr Ewlew)t‘(-ML J00wf p)p- %«Qﬂb
lO)’r “3,,«0{% Svf*T@AMﬂODL 1oa~/j pIr- C&:{%ﬁ
lolo| A0 | B TP | doomyg | €lE | M
\'\ Page: 3/4 (P.T.0)
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SREE
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Dr. SASIKALA KOLA

Wil

Date

Time

(F)

LV. FLUIDS CHART

wvomposition of I.V. Fluid
(It infusion, mention ml/hr = Mcg/kg/min. etc)

Route

Flow Rate
mi/hr

Nurse | Date of | Doctor

b

1:(sop"‘"

RINUERNACTATE

v

o

RvGEE [AOME

v ]

TN

FiMde (A E

v

F
<
7

U e\

\o\q\u E\t\ﬂ;ﬁ LA AT WV ct%' " C’(,/

et 0 %
({5

oh. LNEEL (ACTAFe— [ X - 43/4&4
) J&uﬂ mﬂ
IDM"" ns Gt waekare | IV 04— 16)y Q/V,Qﬂ/\
Lo 1 .

1o M P BT §— R [ oly | 4— %50)“

fmemw.
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I‘\.“"""°1 AR“A SREE 16“50 ® rﬁy |
Rambo . ’ -
. ”g m\\\\\“ \m Chlldren s | (4 BirthRight
“\\ Hospital ‘ .SYRAINBDW HOSPITALS
Sheet N@ REGULAR PRESCHIPTIONS Weight .............. W i
Bt Date
DRUG : T P AR A CETAMoUTipenoR X o
Dose Route | Frequency | Start Dt.
o0 Plo| T 1-01% <
Name & Signature of the Doctor I®
Starting the Drugs: L m
Y
Q‘Y P QYMM‘
Additional‘fnstructions: ..
Ty,
»)
Daily Doctor’s Endorsement by a Sign A
Date»
ous: T, P ( LoFENAC Bt N o
Dose Route | Frequency | Start Dt. ,5}/
Somg Plo| BD [tof | XK
Name & Signature of the Doctor 5
Starting the Drugs:
9) f"fM &C{J‘Lo
Additional Instructions: .;‘_‘1 3 % ¥
AR
Daily Doctor’s Endorsement by a Sign
- Date
DRUG:™ (. “TRAMAPOL  [Time
Dose Hou Frequency | Start Dt /
10D 1o ED e o /
Name § Slgnature of the Doctor /
Starting thg /
ya))
/ k ——t DD n
Additional lnstructlons. Y s o D UM s
V VLA
/ E i S99 1 Y oOl=A A1
/ [ rvv\ Ao oo A i
Daily Doctor’s Endorsement by a Sign '
Date
ORUG: T - PANTOFR 420 bt [Tine o W XY
Dose | Route |Frequency |Start Dt. ¥
o Plo| Bp |Iof [ iSGPN
Name B Signature of the Doctor y |
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign v
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Mrs J SWARNA SREE

05-01-1990 syemso (A

2z

i Chlirers| @ BirthRight

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

Sheet No: Qﬁ/, REGULAR PRESCRIPTIDNS Weight ..............
Date» "
onus: (OFD The i Eelo® /
Dose | Route |Frequepcy |StartDt.| /
aws] IV | B |iofa [l /
Wame & Signature of the Doctor N |
Starting the Drugs: i Q-T oP
s T ) i A% LT
Additional Instructions: "@%‘\ \ s / & A/u’ I
+ g
¥ 7 1 [LX Yt
Daily Dopjer$ Endorsement by a Sign lolowh, 11 D e
orue: CEPI 1 MLE e R|

&

Dose Fborte Frequtgy Start Dt.
Oy t Flo B || l)—- e
Narfe) & Signature of the Doctor '
Starting the Drugs:

W C D a1y F $
Additional Instructions: 2

2

Daily Doctor’s Endorsement by a Sign 3//

DRUG : %atg'

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Tir'ne | i

v

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Dr. SASIKALA KOLA Chlldre 'S BirthRight
|\\\||||||l|\||\|||“l||l| \\\”\l“\l g Hospital .3;5::;'33*:;*;3:11::3

Early Warning Observation Score Chart - Obstetrics /

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

LA T
‘\I\Date
\ Time89101112123456'7‘8910111'212345@7

> 30
21 -30
11 - 20
0-10
94 - 100 % g
<94 %
Administered 0, (L/min.)

40
39
38
37 ;) % i L,
36 Trd P snio i il
35
<35

170
160
150
140
130
120
110
100 : , |
90 7 - ‘ F
> %0 e L
70 el (5 o
€0 -

50
40

190
180
170
160
150
140
130
120 i q L]
110 / FaiE
100 75
90 ¢ 5
80

70

60

50

130
120
110
100
90 :
50 £ [ N 4 o)
70 : : S X
60 >
50
40

NEURO 7 0 0 - [ | ad L

RESPONSE Voice
[¥] | Pain
Unresponsive

RESP
(write rate in
corresp. box)

Saturations

3, dws

218y Leay

A
5
y
q

—
anssalg poojg d1jolsAs

-«
aInssald poojg J1jolselq

URINE > 30
mls / hour <30

Protein + +

Proteinuria
Protein > + +

Lochia Heavy / Foul

Clear / Pink
Green e L

TOTAL YELLOW SCORES ) ‘ 0

TOTAL ORANGE SCORES 4N » i

Nurse Initial = T A Y 4

Liquor




ol ¥

f
@?‘wg 4

\”79 :

Early Warning Signs

[ Obstetrics and Gynaecology

& \
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ M
\

5 s 4

Complete a Full
Set of MEOWS
Observations

- DX e

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

v

e

-

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

monitoring

A\

* The Modified Early Warning Score (MEOWS)
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SWARNA SREE .. ' . !
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"V

carlty w

arning Observ
CONTACT DOCTOR FO

Hos

It takes a lot

R EARLY INTERVENTION IF PATIENT

Children’s
pital

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ation Score Chart - Obstetrics

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date \
10 i 11112 8

Time (9”V10{ 11|12 A)

AL

RESP

> 30
21-30
11-20
0-10
94 - 100 %

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

40

39

38

37 3

36

35
< 35

170
160
150
140
130
120
110
100
90
80
70 |
60
50
40

190
180
170
160
150
140
130
120
110
100
90
80
70
60
50

130
120
110 )
100
90
80
70
60
50
40
Alert | | I T
Voice
Pain
Unresponsive

> 30
< 30

(write rate in
corresp. box)

Saturations

5 dwal

Al

ajey Meay

f‘__.'

9

Q)

anssald poo|g 21j0ishs

et

ainssaid poo|g d1|0lselq

NEURO
RESPONSE
[v]

URINE
mls / hour

Protein + +

Proteinuria .
Protein > + +

Normal
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Lochia

Liquor

?:.c

\%{@j




[

Obstetrics and Gynaecology ]

Early Warning Signs

>

Complete a Full
Set of MEOWS
Observations

\

i

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
, 74
4 &
“ 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
% 5
§5 )
, > 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
o

* The Modified Early Warning Score (MEOWS)
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Rainbow” . gh i
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat fhe little, 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

Date

.\

Time

v

9 (| 10)| 11

12

(2)

51:‘

f10/y1[12] 1 [2]3]a

RESP

> 30
21-30

(write rate in
corresp. box)

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered 0, (L/min.)

&

40
39
38
37

9, dway

36

3

35
< 35

170
160
150
140
130
120
110

100

ajey Leay

20

80

=

Z

70

60

50
40

190
180
170
160
150

140

130

120

©

110

100

—
anssald poog 2103sAg

90
80
70
60
50

130
120
110
100
90

80

70

60

-
alnssaid poojg Jjoiselq

50
40

NEURO

Alert

51 %

RESPONSE
v}

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

: Clear / Pink
Green
TOTAL YELLOW SCORES |

o) o ” = )

TOTAL ORANGE SCORES , b /
Nurse Initial B %) -] |
Ve | ‘

o

Y



[ Obstetrics and Gynaecology

Early Warning Signs

& )

Complete a Full

Set of MEOWS
Observations

e 3

&

' T )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ J
4 oy
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N J
o )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
' 57

* The Modified Early Warning Score (MEOWS)
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Rainbow®

Children’s ‘ BlrthR|ght

HOSp'ta' BY RAINBOW HOSPITALS

Sheet No. :

1. All measurements in m.

2. Add up each column Separately. Make additions across the Page to obtain 24 hrg. total of intake ang output.

3. 24 hrs. total to be entered in the kardex in RED.

T
lntake Output iV site
LS rom

: Dati Time g}"%ﬁg Route . Diarrhoea Vomlt Dramage g v
= —
e . AT
I

“T

-
10:00 am | “Tlh‘ﬁ# -
;’ ;12110_3@ ;__ﬁ_kj e U : -
| [ 0100pm| r | e ) ’
LF —T;Jﬁt;]_lnlake ¥

N N N == -
| 08:00 am | i 0y

! OQ‘OGam‘ | -)F

|

| f100am . & % ‘_’L

ERRTC W@ELﬁH‘;[:u“ v

| Tﬂtal Intake

1 i -
| 08:00 pm |
[
| 09 00 :00 pm [

Total Output
[ uzooamr EZi ) e

- e poi ¥ IO (ORI R
| [__03:00 am | g o T_
, f 04:00 am |

e _ﬁ\jr;\JrH_..%
| [w0n] 9T
= =177

C! (i
1'

06:00 am | | | g i T |
=| ra—aauh —4- m.-_.-mm?.-ﬁ_-‘.---{.—};g 1 r ‘ —M\F\—l\*ﬂ;‘
o W 1 Y dpedl L] MW §
|_Total al Intake :

1—_.. - 4 -

|
NS R e S N O

e ML L— __Total Output R oL - Ao <l |

‘;"“"—'“'ﬁ—‘ ‘__—‘"""‘"""T‘ e ——— —"'ﬁ'”""i /’ e ——— D e ——— __**‘—j!
| Total 24 pys. Intake | [ Total 24 pys. Output f
L_‘_i. ——— i i . S B LS,
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FLUID CHART
Sheet No. -

1. Al Measurements jn ml.

2. Add Up each column Separately. Make additions dacross the Page to obtain 24 hrs. total of intake ang output,
R e e
Nature T-—R_‘N u'r__wwmj_hah% Thrombo- ﬁg" =l
| Route | NG | Diarrhoea [ Vomit | Drainage | Uring | phiebitis | Sign, |
Liic ok T s Lkl —f——| Score” | Niyrs
Mouth | 1v T neg 1 f [ ;' f F | |
«*—_‘j-g_--— ——————— — ’-H--—--A——A—‘ﬁ——ﬁm—m— ——hﬁ——w—‘r—h—km—mv ———————h—ﬂ.ﬁﬁ“—ﬁpn —
| 1 | | | f1Y 1
| — e ———— o
[~ BT T
— “‘. —— ﬁ—‘h_‘.r*‘h__—__‘r—‘_‘_ﬁ'—?“ ......... — .:
| | | |
——— T e ——
T T I | ?

e 8 )
| | ] ’
: Y G o — 1
— 1 | bl T/ |
| Total Intake - . |
2 ““'Y\T‘“ﬁ‘*‘—“—ﬁw
| 02:00 pm
R o I

| Total Intake -
Wl

——

07:00 am N .
Total Intake : o Total Qutput : f
CA—— —— . — R ——
Total 24 hrs. Intake ! Total 24 s, Output
S— i
—

—_— ¥
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HOSpltﬂ' BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the little.

iiiimm NURSING CARE RECORD .
Date: C[/@'%?é\

oon [ Night
............................................................................................. ;RS SRS A UGS N o —

Shift: [0 Moming [

[0 Maintain Skin Integrity
[J Patient & Family Education

[] Maintain Good Nutritional Status

[ Improve Activity Tolerance
[[] Early Ambulation Reduce Anxiety

[J Relieve Pain & Discomfort
[ Ensure Safety

1 Prevent Infection
Wl DT R R T DO, LG T MR ARO[ el I LR RO WO

[J Maintain Airway and Oxygenation
(] Maintain Personal Hygiene

[ Identify Potential Complications
Evaluation

Implementation

'%WMW i PE Condiist, 5@%%@& o P g
2 \ \ : b ugﬁ
\/\W\Nwm}lcmqﬁ‘ Ay iuk U\\\BO \“,),OJ (&Mb(m@{ “\f . 1){/ ”%)S
sT M o st on@
'S m# C/QA& CLQJ“‘*M CC_ML\"“QQM !

o g 81 5 o@xaﬂb@ﬁwc&mﬂg, : 4

|,
QQW 0 s ARSI Tor | 7 [3,1%0 "o &y i
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SREE 7615%

BYEmap

NURSING CARE RECORD

Rainbow" ; o
Children’s @ BirthRight

i AINBOW HOSPITALS
Hospltal . S:U'r?ﬁightinv: :afe Delive—ry

It takes a lot to treat the litte.

Shift: [ Morning

LI Afternoon  .[] Night

Date: O{bz‘%‘é

ASSBSSMENE v e e e e e e i =

ﬁieve Pain & Discomfort

[ Improve Activity Tolerance ] Maintain Good Nutritional Status [] Maintain Skin Integrity

1 Maintain Ai d 0 i O [ Maintain Fluid Balance ‘ : .
§ O M:::ta:: Pxf):lanyggr?:na g ] Prevent Infection ) Meet Elimination Needs /I'J'/Ensure Safety (] Early Ambulation Reduce Anxiety ¢ Patient & Family Education
w)ﬂmﬁfy Potential Complications /m\‘zmer& B s S e s e R L A e e e b e e e
i Time Plan of Care Time Implementation Evaluation

o & .:—H 0
Bt _pReRe O e co-d8-on | Ipry ,,M@éfz?’—*@( fo P—qué o Th gL 5
o . <2 }6&9&

g | > o ewn  SHATE HI =
FRRRRRIIREEIE ... .. i i cpsipussbses st s s bt vt s 9-1— ........ I 5 ............ 5—‘;&191& ......................................................................................

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

~
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0801~ _YEMSD  (F)
o snaic Children’s ‘BurthRnght
BY RAINBOW HOSPITALS
Your Ri - Rig _-_T.,_ry

U NURSING CARE RECORD Hospital _
Shift: /Em 7 [ Afermoon [ Night

Assessment:
e Porsr
e | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort 7] Maintain Fluid Balance ] Improve Activity Tolerance [] Maintain Goodﬁutrit‘tonal Status [ Maintain Skin Integrity
§ (] Maintain Personal Hygiene (] Prevent Infé¢ction [ Meet Elimination Needs [J Ensure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education
3 | [ Identify Potential Complications BRI L R O R (o LIRS L o VN T R R
Time Plan of Car Time Implementation Evaluation

Lo | 10 oo ﬁ#@,@@b qu |#eYed Jle L o)
(Do Mwwqﬁ‘ V\M lbfﬂ '\KQ[M MM%?@* pé_ [?S
2, lo (Lot o dow oyl %wc//@ MM@O&W Wﬂ\
E’?W@\} C)uu/ﬁﬁ ' g‘fwﬁ—afﬂd r\‘/ﬂ bz} | |
Lo 1018 e84 Tl LeoneSHon //@w\

Re-Assessment:

Nurse Signature:
Docu. No: RCHBH /FRM / CLINICAL / 148



T

KUH-00177234 IP5-00176155 -
Mrs J SWARNA SREE !
08-01-1980 3BYEMID () Rainbs'(;ws
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
,,,,,,,, itde. Your Right to a Safe Delivery

Dr. SASIKALA KOLA

L TR

NURSING CARE RECORD

Date: /D/’#/bé

Shift: ) Morning [ Afternoon

PESIRSIIIIR: oo ssbissssmnssmvinins

[] Maintain Airay and Oxygenation
["] Maintain Personal Hygiene

[ Identify Potential Complications

(] Relieve Pain & Discomfort

(] Prevent Infect]
) Any Others. Specify

[C] Maintain Fluid Balance

] Improye-Activity Tolerance

[ Ensure Safety

et Elimination Needs

Implementation

e paéw'

DWulatiun Reduce Anxiety

‘E]N/ight
[] Maintain Good Nutritional Status (] Maintain-Skin Integrity
u,earﬁ & Family Education

Evaluation

o pakd
Rissd e

Plan of Care

oA SSessed

a6 T

pd \fals
= clerceced

Time
;FA%M»S% pa,ﬂuﬁ:ﬂ Coendls— ¢
il e Y %
; Cﬂ‘-’l‘( ol 19° 30 C@‘O ' gJ
W b ks M B chot 12 |\ oided He 2h chad
[w ¥ 1/1-40(;/)7[0-10 peySomal W }2-3';; v VMMW Jhe fbmf-ooa/.
= Q._nomasg ‘

Nurse Signature: /nga—— .................................
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‘ " | Children’s @ BirthRight
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T — NURSING CARE RECORD Hospital | (oo

Date: ”ICI—IM

Shift: Z/l\florning wﬁemoon ~ [ Night

PRI 0., v onncsiaiamsnarsmuievammasipmensanbiotte soub il P ...................................................................................................................................................................................
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Diagnosi ,Q—O“}( Any Infection: C1Yes CINo [ Not Known
O C X
S i “M& %?jb\ @ & L BYRE SPIY.L............covereanosesinsesipuermiivieniin
<o M " B : i jA\ [ JI/ \ .(
) O
g Area = : e XPH o /ﬁ UQD ‘éh X
3 Shift Time | > ;; 7\ 7 N
3 \
g Medical Condition {9, - Q/ { " W
= | (Any special condition to be noted): Q\d\ Q»/Q/ (/\)\L Q()\, Q} é
Allergy: 01 Yes CUNoTT] Yese= o | O Yes (7No | 0 Yes =40 | 01 Yes O 1o | Yes O No
Tubes/Drains/Catheter: J Yes ‘Eo 0 Yes =40 | 0 Yes z'No es %ﬂmﬂ Yes OJ gln_o_@ Yes 7/ No
Vital Signs: Temp: G\Q:\jé‘ Qa %k 73"? @Yﬁ.\) 9}& 4'r qlg" W
4 Res: | 90 7| o Lok 224’ | oW
= . —
z 0; | a /gl Aot | 90/ |\ \m 4q{-_| eyl
2 Pulse: | X |1 a0 eIy | o WK £ &/L@
2 BP: "R n& \g,‘)/‘\v/?g \\Tc\ 85T ok
Fall Risk Score: o0 0P %A:“ Y 4 of
Pain Score: | \ O’ " L o
Safety Needs: p\j\ Q)u’;ui' 59\&&‘ %W %U&“' [5 gz\c}:‘ﬁj \1
@ Physiotherapy | Yes D-Ncr-Bﬁ'e(sol].Na'ﬁ Yes ,Eﬂfo O Yes NG| Yes 40 |00 Yes #No
g Others Specify: | ¢ \or— \}'\/ - ,\B/ 1 ‘\VA" Y. g
E Special Diet: | Yes C1No | Yes L3N [ Yes N0 | Yes CLNo{TT Yes CLNa O Yes T7No
= =
8 |Other Special Orders / Medications:
: WET o | o | W& [V | W
Post Operative Procedure Special Orders: | ¢ wy(n NP .&?f \\\L( Y
b -
Handed Over By Name : @&&L’ \Qﬁp,@"a ¥ M Q}y Q‘/}N . D/Q;"
R T . LT
A STV AN S I
Time: @tm 3"% g q \\t'\f“-— Qfﬂ
© B
Taken Over By Name : i SU/‘M t\\!{ﬁl’“ 4):4-’) (\‘
Signature : s | & (Ja ﬁ( 2/3\/ NLT
Date: Al N/92% lalahh | WA T\ il
Time: %’Q\M W & po— OL-) ,‘l}\pf" %\,J\
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Date : | b i#it’;

Time:| © D oo | (29
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: B i

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 e.tremity position position without assistance. 4_. z)(:_. Ay
without assistance. to completely turn self independently. independently. ¥
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : 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.

4

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

: 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 -
4 Dampness is detected every time 8 hours. every 24 hours.
to moisture g
patient is moved or turned. ?
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem; / !

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.

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. 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.

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
Docu. No. : RCHBH /FRM

| High Risk:10-12 |
/ GLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

Sk




Action

Risk Score Category
Regular Turning Schedule
Enable as much activity as possible
15-18 At Risk Protect the heels
Use pressure redistribution surfaces
Manage moisture, friction and shear
factors are present
13-14 Moderate Risk
10-12 High Risk « In addition to regular turning schedule
Less than 9 Severe Risk .

Advance to a higher level of risk if other major risk

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Support Surfaces
(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients i

Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

|
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i CHECKLIST FORJHROSEE . ' =0
DAY-1 DAY-2 - DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E N M E N Remarks
. No signs of phlebitis /
1 | IV site appears healthy b e 0 O [0 @ O A 2 (v |5
One of the following signs is
” gvident : Possibly first signs of phlebitis 1 Sepere - i
* Slight pain near the IV Site / / Observe cannula R [ e N #
* Slight redness near IV Site s
Two qf the‘followmg Signs Early stage of phiebitis / S
3 are evident. Resite Cannula 2 o — Sk e - 0
Pain at IV site Redness )
AII. of thg following Signs are Medium stage of phlebitis /
4 ek Resite Cannula Consider 3 ™ | —
Pain along Path of cannula Teikmont S By i :
Redness around Site Swelling :
All of the following Signs are hS
evident and Extensive : Advanced stage of phlebm_s or o
; the start of thrombophlebitis / \ — =
5 Pain along Path of cannula Re site C i Gongli 4 o
Redness around Site Te St' ¥ a:nnu R " R —_— b
Swelling palpable Venous cord ol
All of the following Signs are
evident and Extensive : Pain ﬂr\ldvantr;edh?tzgg of it
B along Path of cannula Redness } e |t|s}/q it 5 = TN i e % g
around Site Swelling palpable éntlateltreatment S S e,
Venous cordpyrexia RINRNS
L~
Signature of the Nurse %‘ JAAS A 5 | © Z% e

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 :
Signature : ............ % ...........................
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Signature of Ward In Charge :

Signature : MQ@;«_Q/\ ............ Name : .......oovveee JOIn
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Children’s
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BirthRight
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Your Right to a Safe Delivery

A Pain Score | ! . Modifying | Patignt / Family
Date Time (0/10) Location Duration Acuity Character Fachis Educated Intervention Sign
\())\(\:Q (] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [J Yes
' O) Q) ! Intermittent | [ Chroni 1 Aching (7] Burning | [ in N M
&\ '\)\‘A \ (\]A* LI Intermittent | [J Chronic O g 0 | L] Decreasing | [ No nJ G- \,{
‘.t L1 Continuous | [J Acute (] Sharp [ Dull L1 Increasing ] Yes M
O\\rﬂ’ V&’\\M 0 \\@ M@“ (] Intermittent | 1 Chronic [ Aching (7 Burning | [J Decreasing [ 1 No WA~ ILA 1
X }
[ Continuous | [ Acute (] Sharp ] Dull 1 Increasing ] Yes (l
v i 3 ' (] Aching [ Burning | [] Decreasing | [ No Qua '
7\,\9 L] Intermittent | [ Chronic ] Ac g
o= _apy ol | _ , EUS
: [J Continuous | [] Acute ] Sharp [ Dull [l Increasing ] Yes 9\\
wRE i O i 1 Achin Burnin i O
\Qh/ 1944 '\\ 0 éb,,-» 1 Intermittent | [ Chronic O g O g | [ Decreasing No T\b/ Q\th_ggc«_c
: ! ] Continuous | [J Acute (1 Sharp [ Dull [ Increasing | [ Yes
0 ' 1 Chroni [] Aching (1 Burning | O et 0 (P\QLQ/(
tﬁ\} e o £ ) 1 \0 ‘\j .5 | [ Intermittent | [ Chronic (] Aching  [7] Burning Decreasing No 2 -
[ Continuous | [ Acute . (] Sharp ] Dull [ Increasing [J Yes ﬂ‘w
\D \q, \C)c, C&O MQ\ [ Intermittent | [ Chronic T Aching (1 Bumning | [ Decreasing | [ No W
A i“ T LY >
(1 Continuous | [ Acute O] Sharp ] Dull L1 Increasing | .[J Yes
\Q,\q_ \ 01’(0 Nﬂ- 1 Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing | [ No I\M\
(] Continuous | [ Acute ] Sharp 7 Dl [J Increasing | [ Yes M
\O\q' 2 0 0 )\0 Nd\ [ Intermittent | [J Chronic (] Aching 7 Burning | [J Decreasing | [ No Mg\
o
£1-Continuous | [ Acute 1 Sharp (] Dull [ Increasing | [ Yes M
\0\'}’— WA | D l”o ﬂUA— [ Intermittent | I Chronic 7 Aching - £1 Burning | [J Decreasing | [ No Nz
1 Continuous | [} Acute ) Sharp [ Dull T Increasing | [J Yes ) M
\b\} 6 &a bh@ M p\, L1 Intermittent | [J Chronic 1 Aching [ Burning | (] Decreasing | [ No [ue— 'y

Re-assessment Frequency: e

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.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
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
Laying quietly normal position, Squirming shifting back and h
Activity mtﬂeg ga;g?' P forth, tmge = Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
L 1 | 1 1 1 1 1 1 | | Moans or whimpers occasional Crying steadily, screams of sobs,
| I T T T 1 T T T T T 1 Cry No Cry (Awake or asleep) : ]
0 1 5 3 H H s 7 5 o 39 complaint frequent complaints
o2 pom Pain Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability 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 mlnlmaﬂy to Apprupnate for Resﬂess. squirmmg Arching. ”Ckinq Cﬂnsmﬂﬂy 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, BR, 820, | stimuli variability from normal for from baseline baseline, S$a0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting yenﬁlator
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i N e e ——— T
vae tne o /1';‘;"’ Location Duration Acuity Character Foa cl':rsg " ;dnl: c/alt:::l y Intervention Sign
ﬁ{‘ l [ Continuous | [ Acute ) Sharp (] Dull ] Increasing O Yes A4 q W‘ﬂd
\D\ b %’07 M [ Intermittent | [ Chronic "1 Aching [ Burning | (] Decreasing | [ No
#P,‘ (] Continuous | [ Acute ] Sharp ] Dull [ Increasing ] Yes ; ML
(] Intermittent | [} Chronic (] Aching (] Burning | [] Decreasing | [ No
w 3 o b"’ () Continuous | [ Acute ] Sharp [ Dull [ Increasing | L[] Yes A g é
\ b 0 }M [J Intermittent | ] Chronic [J Aching (] Burning | [T} Decreasing | [] No
4]% GA{'O Lo [ Continuous | [ Acute (] Sharp [ Dull () Increasing | [ Yes WA M/
U—l N W [ Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[ Continuous | [ Acute [ Sharp ] Dull ] Increasing | [ Yes U %
H{Fj' lgr"d 0[ " N0 | O intermittent | ) Chronic (] Aching () Burning | [ Decreasing | [] No g ;/LA‘_——/
[l Continuous | [ Acute . (1 Sharp [ Dull [J Increasing [ Yes ~ :
el | @ J) "1 Lw N& | [0 Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No ﬁﬁ*’n s
[ Continuous | [] Acute (] Sharp [ Dull [ Increasing | [ Yes )y ’y pr_fyy
I / 5’ — ﬁh? 0 o Ay~ () Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | ([ No
[] Continuous | [] Acute {7 Sharp [ Dull [] Increasing [J Yes M l—
W/f ?’ é o ? ZI/ M’ [ Intermittent | ] Chronic (1 Aching [] Burning | (] Decreasin ON M
1 g o —
(-} Gontinuous | (] Acute ] Sharp ] Dull (] Increasing | [ Yes
(] Intermittent | (] Chronic ] Aching (" Burning | [7) Decreasing | [ No
1 Continuous | I Acute ] Sharp (] Dull (1 Increasing ] Yes
(] Intermittent | ) Chronic [ Aching [ Burning | [J 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 b)  Then every 4 hours. -
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

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



_PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

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

No Hurt

LSO DS

——

I I 1 I T I 1
2 3 4 5 6 ¥ 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

&

10

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

SCORING
CATEGORY
0 1 2
Fac No Particul i i Occasional Grimace or Frown, Frequent to constant frown,
¢ 0 Farticiiar expession or snwe 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 frerz‘ugm cornglamts
Reassured by occasional touching, \
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal toany | 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
Exiremitiés 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, $a0, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

/
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Morse FaII RISk Assessment Form It takes a lot to treat the litde. Your Right to a Safe Delivery
| P L
Date / Time (@)
Choose Highest Applicable Score from each Category Sc/ore m = 8‘;‘5}%@ Y gr :/ ¥ Fall Risk Grading
History of Falling Yes 25 i
(immediately or w/in 3 months) No 0 skiavel Mursn:hl;:lsl)Score Action
Secondary Diagnosis Yes 15 ( {
(more than one diagnosis) No 0 :
i 30 ]
, . . Low Risk 0-24 ﬁ:gggﬂ{%ga
Ambulatory Aid Crutches, Cane(S), Walker 19
None /Bed Rest /Nurse Assist 0 g F )
L
2 2,.9/
IV / Heparin Lock or Saline ;es 00 9/6 @ Implement
. Moderate Risk 25-50 glrgeg;%tg:a”
Impaired 20
. e Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Mental Status Forgets limitations 15 High Risk e Risk Fall
Oriented to own ability 0 A E]fti‘;sggggn

Total Morse Fall Scale Score: CZQ) 98 ‘?_@ N

Signature L,_W —

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) ¢ TJ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] 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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Morse Fall Risk Assessment Form

M

I\

H ~ ®
Rainbow .

Hos

Children’s
pital .

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

D i ¥
Choose Highest Applicable Score from each Category il / :’d g Fall Risk Grading
Score |2 kg

History of Falling Yes 25 >
(immediately or w/in 3 months) No 0 Risk Level Morst: l\l;lzig)Stmre Abtien
Secondary Diagnosis Yes 15 .
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 0
IV / Heparin Lock or Saline ;es s 2 Implement

2 2 Moderate Risk 25-50 Modera‘te Fal

Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 T —

Normal /On Bed Rest /immobile 0 o Implement High

Forgets limitations 15 P Risk Fall
Mental Status High Risk 2 51 i

Oriented to own ability 0 ;ﬁ‘:ﬁggggn
Total Morse Fall Scale Score: %

Signature /g/uﬂ/

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

[} Use chairs with arm rests

1 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
L] 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.
L] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Your Right to a Safe Delivery
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POST — PARTUM ASSESSMENT FORM — IN-PATIENT

Date: ...... i.t.[?@..&a .....................
Chief COmMPIAINt : ........ooovvveereeereenn, V..ol o il L e
Obstetric/ Birthing HiStOry : .........oovvvoovoeooovovoe] T8 SRR - EON i = B T e

Previous Surgical/Medical HIStOry : ............ocoovevoeeereeeeeeeeenn - O K. A

Assessment :

-

On Observation: Mother seen‘mying down /sitting/ reclined position

/
Mother is active & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility

Iv line ﬁ
Catheter + /-

Postural alignment -

%
On Palpation : Edema — absent / up to ankle / up to knee/ above knee
On Examination : Breathing pattern — abdominal/ amc/all diaphragmatic

Diastasis recti abdominis — present / absent / co‘lﬁnot be assessed

Able to initiate Pelvic Floor Activation — W&s 1 No

Spl Notes -
Treatment Plan :
~Lateral Breathing ~Pelvic Floor Activation o Transversus Abdominis Activation
luteus Activation E/Active Motion for Limbs (+Transfer Training & Mobility
!\/Sit to Stand ﬂ/l\donitored Walk C T\ﬁ}sture & Ergonomic Education
Signature : .......... LS., ........................................
Name: ............. 2. S Y PPV AR (]
Date & Time: ............ | J.f..?/e!.@» .............. 3+5F~

Docu. No: RCHBH /FRM /CLINICAL / 200
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MULTI-DISCIPLINARY PLAN OF CARE FORM
Diagnosis: [Pﬁm" )%1-‘\1\’0‘“5 l J(‘ R , “L\-A 6\3\@\&»*-'\, l k‘CL:\JUU\

. .
Rainbow,
Children’s
Hospual

Tt takes 3 ot to et the littie

ﬁ

Date

Time Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
0 Medical u| ‘/{mﬂ i -r 4 g - AO% {L\ U - . ] ©J Nursing
ﬁ\ﬂ\ M | O Nursing o Modified ¢ | ® J o LW -~ M o1 Others:
I Others: 1 Per-Op D{L\“u\
= ML U Post Op
; [ Medical LAnitta - ,1,\4 ) Medical
\
,)j\’lb O Nersing | O Modified @,{M g Cﬂ"\v &Mo}/\ A———| O others:
9‘59 . o
0\1 _?{gg:rs: O Per-Op . jw‘{/‘: Q b
@W O Post Op \
’ 0 -Medical O Initial O Medical
\\\?‘\}b ) Nursing ' Modified ‘ : ) Nursing
Pgméﬁg: O Per-Op POD’{/ (A W&' ﬁeﬁ 5—:@’1\ j&‘pm} T Others:
@ﬁ' . \Chhor 7 Post Op ' - Pma)\w Ve
o Medical O Initial B el D & hke O Medical
\ /7/°? & | O Nursing O Modified Post LS8 P bid Ts ) Nursing
3 Hitua & Dthers: O Per-Op F g oV Sl it & I Others:
B i " Post Op - & jr’mi :
O Medical O Initial O Medical
O Nursing O Modified [ Nursing
O QOthers: O Per-Op £ Others:
£ Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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05-01-1990 )
Dr. SASIKALA KOLS: YEMAD ) g
” Rainbow . : -
QT INTERDISCIPLINARY PATIENT Children’s | & BirthRight
Hos plt a' BY RAINBOW HOSPITALS
/ FAMILY EDUCATION RECORD Rk ot e W
Part - |. T % : | - | :
Patient's / Learner Language: ....... 750 A Patient / Learner Literacy: “Read [(HWrite  [] Speak Willingness to Leam:/g;l Yes [ No Healthcare Literacy: (1Yes [ No
=
Identified Education Needs: 13. Risk / Safety
1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping §kills
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights g gyt ks L PRl B oo e N o
Part - Il
Use codes from the list in part Ill
i Need : ; Designation /
Date Time Identified Information Taught e T - Comments Signature
Person Taught €arning | teaching Tools | to overcome | Understanding
’ Barriers ' barrier/s ;

A\ | 9npt (23,3 PO, “Trells ) Calee Hleios PT)JV/ \ D L] (D“’A&

7P e MM oty h  Tofornd cony.
W2 | 2 ol ol ettt | PRI E |2 | lef 4 RIS
W% ¢

g Qo bt pt ‘ o ( (| — |c=ine

LJ

Part - lll: CODES

Who was taught: PT: Patient F: Father M: Mother $: Spouse Sn: Son D: Daughter C Caregiver LT T R s R £ SRR R e
Learning Barriers:

1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T4, OO ORIV - - e iriiiiiims s sk s esivasns

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

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 PO T s R e R . TR o o e ER S

2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Children’s .Burtthght
i BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | T Lngdis
»
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
H-00177234 \P5-00176155 \ \ “Cx\\\ \ - \ % @ (6
- EE’U: f::':RNA SRE:V 6M5D (F) \O (a, (\@/‘ \}V\ 0 '(1/ W\_

SASIKA

\\\\\\\\\\\\\\\\\\\\\\\\\\\\ il Tfa"SferOrdefedzg(M_ Foasom fo Tranter

<~ =f
< £ & Q@%\ U
From Unit To Unit Information to Attendant
OB MB;N\( 2 | e
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

) T over to attendant
‘7) -)//f ‘Q\JS \ L_}Ag Yes[ ] No[ ]
e If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1.
/
2 /
3.
» 4.
5
Shifting Summary / Notes Written by Doctor M
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
b / ‘\ "Vk%‘ ~
\{( - . QoW A
Patient & Clinical Records Received by : @ >

Date & Time of Patient Received : \0/ % [ 26 @/_, é : LQ_}Q,,‘

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

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

No. : RCHBH /FRM / CLINICAL / 102
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Children’s 5 BirthRight

M oy el o

Date: Cl\qj\r\vb ............ Time of Arrival: Q"'@O[W Time Seen by Nurse: %J‘Dg{{\/[/\

1) Level of Consciousness: [ scious ] Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[ Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV

] Bleeding PV: Slight / Heavy CJ Preterm Labor/ Labor

1 Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

CJ No Fetal Movement [J Other Reason: Ob%fﬂwgfm ..................

J_
3) Vital Signs: Temperaturefﬁ?.‘)ﬁ Pulsezw RR: "2}3,0[ $p0,: \Qf)/ BP:\Qfﬁmeight .............

4) Gestational Criteria:

. i \ 2

Gravida: G_ i P/ %J L A .

LMP; ‘L\A‘\O\\(\S ..... BE: L ! 05 ﬂj rf) Gestational Age: ........ (f‘jﬂ:}\)\‘m
Uterine Contraction @;Yerﬁo/ [0 NA | Onset Time Frequency:
Membrane Rupture CYes | CTNo | CINA | Onset Time Fluid Color:

Vaginal bleeding CYes | @ No | CNA | Onset Time " | Amount:
L - If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia Symptoms | [ Yes “TNo | O NA Pain Abdomen / Vomiing

Good fetal Movement | 3¥es | [ No | [ NA If No specily.

5) Pain Screening: Numerical Pain Scale (NPS)
: | l | l | I | | | |
[ I I | | 1 I | | I |
1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
R 1T R e LS e T e S S R S S SO ) LIS e i SR e e TR S
by IR . ittt it biiiibssiginenss Days / Weeks/ Months (Strike out which is not applicable)
o CRArEIOn . .ic.iiliBm . biiad L ope Sl MR NS R S . L (SSSRS L e een
T MBS SRS PSSR SRR BRRCERCRPIRITRI LS SR ] PR S
5 TNODORIINNEREE. 1 3 N L il i e et il o e i s ki e DR IR ST S LR L U o
6) Past History: %

USSR U N RO SN IR T SR - O e
:; fnl::ii:is .............. \Lb{ujﬁaau‘mjﬂajw{) ...........................

Docu. No. : RCHBH /FRM / CLINICAL / 098 (PT.0.)
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1)  Ruergy:

L1 Chronic Hypertension
[ Gestational Hypertension
[J Diabetes

IP5-00176155

36YEM4AD

U Yes

tF)

al Medical History:
L1 None

[ Gestational Diabetes

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

1 Cate

L] Low placenta
[J Others if yes, specify

Dm: ....................................................................................................................

/Gﬁtegory iz Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
CJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

*I Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OTAS

0BCU Obstetrical Triage Acuity Scale (OTAS)

¥

gory Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

Suspected Pre-term Signs of Active Labour | Signs of Early Labour/
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
J o Hypertension > 160/110 e
| Seizure activit and  or headache, visual | > 190230 Mttt
disturbance, RUQ pain symptoms

Abnormal FHR tracing
| Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
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 to
+ Altered level of + Unplanned and pregnancy : (for hypertension, blood)  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
« Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | » Out patient placenta
| « Severe respiratory /or diarrhea with MVC/fall) previa protocols
| distress . suspected dehydration | « Nausea/Vomiting and | - Pre-booked visits (e
| » Suspected sepsis /or diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
dysuria ,cough, fever, |+ Assessment for version
chills) « Rashes
_ y et 9.
Time seen by Doctor: ............. ot i
NASD IR ;... e e epess st arasasnstes Nurse Signature: 4L .......................

Date: C\ ﬂ'\‘\;{)* Time: ‘}::‘IV\ .....
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It takes a lot 1o treat the Mtle. ﬁ;’ Dixg-h!Tu_a_Safe Deh;;ry

T OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

i\

? Date of Admission: c\\q/l“.\v@
Baseline Information: - /

Admission From: (] ER ] OPD ] Admission Desk [0 Others, SPECHY ......cccederrernrnnsisasssrisesssnsnnns
Primary Language:  _rTelign L English 1 Hindi C] OMHIS, SPECHY .vvrerroveerereerssnssernen
Do you require an interpreter? 1 Yes TNo I YBS SPECITY .....ouceeerrererererennceseennssnscsis s mssssss s ssissssias fesss s bbb
jon: L Pat 0l il ] Others, SPECHY i..veeveseusmeecsasnsssisiisssssnsdonsasasnssonsssusssnstsesasssansns
Source oflnformatlon//PahEnf' Family Others, specify |
[ Allergies: [1Yes [No [ Medications (] Blood Transfusion (] Food B0 TR e
YRS, IBMLY ..........oorvveeenisessussensseeasssenssssnssssssssesssssessssss s asssssssssnsssse e ass R RS
RIS ................... 00 ekl e Doctor Notified on Admissiop: \ .Yes\ LINo
.......................................... QST NAT: C/{\ Name of the Doctor: W‘D\\j\d/(&
................................................................................................................... Time Notified: U&W\
Past Medical History: Obtained From (| Patient [ Family Member [ Medical Record [ Other 1) e R
Past Medical History Past Surgical History Previous Hospital Admission

ob [u L6 —C ow
lu\ e N\\U) 430 .

Previous LSCS: ................... o+ R R, Gl
Current Medication: [ ] None CLYes, If Yes, Fill the reconciliation form

Ay
Gynecology Assessment: ij,"}No{pplicable Gynecology Surgical History: Gynecological History:
PREREMEIIEEHSIONY: .. ...... o00is0osinibenssnnasesss Caesarean Section: fl\—la ] Yes Contraceptives: “CINo [JYes
................................................................. Cervical Cerclage: TINo [ Yes Vaginal Discharge: ——LNo [l Yes
CRISRL O MBIRICNE: .......0.0cc0niiinsbesehnssasanss Ectopic Pregnancy: ANo— [ Yes Post-Coital Bleeding: _/No [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: CONo [JYes Infertility: FNe [VYes
Last Menstrual Period: ..........c.cccceeeemenerens Others: <5 If Yes Type: [ rPrimary [ Secondary
DRI ' G ....c....cisiaesbee s PSIQ:.,L\ ............. Bt | T T ., 0 1

Family History: i_;\mmalities Detected
(! Heart Disease L] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

L] Liver disease Wl e —

Vital Signs / Measurements: Temp: O& ..... \ HR: *gb ........ RR: w

BP: \"Lé)%g Weight: ............... Height: .............. B

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

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

General Appearance:—THealthy C1ill looking [ Anxious [ Agitated L] Others:

Fall Assessment: 'Yes [/ No Score @ (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: " |Yes [ INo Score ’Jﬁg ... (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: o Abnormality Detected
L] Overweight _) Poor Appetite > 3 Days -1 Needs Therapeutic Diet.
_IUnder Weight _! Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
“/Calm & Cooperative (] Restless L! Depressed " Agitated (] Confused
M e A e MR SE PRV o Sy S 5 0

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ ] Yes [ m BIBCHY sl s Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: " Single i'im [ Divorced [ Widow

2. Special Habits:  Smoker: [ Yes /o( Alcohol Abuse: ] Yes»lo/-' Drug Abuse: [|Yes —ho

RPN POREYERIE BV 5.0, 87 i isiossominsssssbnilincinesasichistibutinssrassssismsis st N U

Orientation has been given regarding the following aspects:
Call Bell in Reach : [ INo 7 Waste Disposal Explained: /\—’é; [INo
Infusion Pump : W Hand Hygiene Explained: _¥es [ No ! Others

AOVE RO R W . it st bt B Dottt i i
N\
Name of Person Orientation was givento: ...... ]}&GAA& (%wh g\‘mﬁw@

OIRRONDOE DIVEIOIIIIONG cvv... 5t iincsssssssinionichnsmtitsnsts it cosammmeaties s

Nurse Signature:

Nurse Name: ........... &= NS T Lo,




r

7z

INFORMED CONSENT FOR SURGERY OR Eﬁii?g%",‘{-s @ BirthRight
SPECIAL PROCEDURE e~ W
Patient Name : ............. g’b\‘)ﬂ'&?\lﬁwii Gender: [ Male _L-Female Ko .l o Bt
UHIDNO : ............. KUH’UU‘:*?ML‘ ....... Date : ..1.0... I-'ZC

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)

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
ifal stafffyesponsible, y unfoward eyent thergof.
................ Y et

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.

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

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

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

Name of the Doctor who is performing the Surgery / Procedure: 03&%.'&»% ....................

Consentee : 3 Patient Attendan:[y
Signature : | y/' Signature : g

Name : .......... M‘S Wy Sydt . Name : 10 vau%p‘ .........................................
Date & Time : Ql}(%q\f}o‘ﬂ Relationship with Patient: Huyslrord..... ‘
_ f | Date & Time :(} kﬁrlﬁféq"}%ﬁ ........

— p Doctor (who is taklgg the consent) :
DRI S .o oo inonos vonbEamebsasoon bbbt E

Signature : ....... B B cana s essi ostasingaien NI
DRI S st s

i &\ ine g e Sl
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It takes a lot to treat the little, Your Right to a Safe Delivery

i
[ CONSENT FOR ANAESTHESIA

Authorization By: aﬁent [J Patient Attendant

Anaesthesiologist: b“g A

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 [J Multi Organ Failure [ Hepatic Disorders
J Shock ] Obesity [J Chronic Obstructive Pulmonary Disease

2 oters . VO Aaal..... M%W,Q&V%,%wﬁ% ...............................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
,Z/Regional Anaesthesia [ General Anaesthesia [0 Monitored Anaesthesia Care

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

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

necessary by them during the course of surgery.

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

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

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

/
Patient / Patignt Attendant: Witness:
Signature: .¢ N as sy S Signature: ...... p( ........................................ sissersssmtbsriss
NN ... T S GRS Bl .. Name: WéU\!fZ.SHKﬁJ

Date & Time: 61]7/26 ...... = g)Z_f’fV\ ......

Relationship with patient: .5"/16" .......................................

pate & Time: .4 ). 1026, = 80000

Doctor (who is taking consent):

S-graturglé_kd?- Name: ‘be..gnlg”"f&. ..... Date ﬁh’b& Tlmeg\“?""\.

-
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i Dr. SASIKALA KOLA 1 w . . i
Department of Anaesthesiology . Birth ng ht

pRe-ANAESTHETIC EvaLuaTion  IIIIIIMININNN  Hospica * | Ngeraseonies

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

: Sex: oo o UHID.No : \CUH‘DDW‘F&R/
........... ‘P""\ Proposed Operation: E&Q:&M—bw&w
CeLogan (eton ,

I
Laboratory Data:

Hgb: ovvaes \?—“ ..... [ ] Sl D e PRORBING . vvonciomensitisioh masnee | e I TR BREE el s S,
1 NN S P 1 S T ) e Bl o HBS Ag: ... YW 1B BEGG 0
wae: ..112.2L0 R Total Bill: oo il 2D ECO: .ovovvees e
Plate: L | L A SR Blood group: ...O.,PJR*%VStress/Anglo: .................
P ot 1, T SRR e R 7 AR R s A (i e e e Py
P & s L S S - T ST SO0 Ol
1) S e MO st BIVIABE:. kit iee ]+ i SRR PR

(b R e e 1 SGOT/SGPT: .....crceevrenerenes Allergies: N
Medical History: CVS: /
RESP N Ga focad Diabetes : Wb\
CNS : Q-
Renal :
Hepatic / GE : Physical Activity: METO 2_4
Others :

Past Anaesthetic History: 1 [ MenBaldear Al weiontliodsn - 201+ Jap ( W{&-&lb
Physical Exam: H.‘E;f& BMD

Airway: MP 1’@3 : Mouth Opening: % 3,@,, Mentohyoid Distance:@ Neck: @ Teeth: [, . Av&,(\“u"m(
~ \-_/ T
Lungs: BAED, clb o M Copt,

teart: 24 4L, 1 a2 f«a Yeta
ons:  Gyrosaly Yintact
Pregnant: ;wes O No COINA Venous Access Site : ”]&(q 'Spine Exam for regional : @

Anaesthetic Plan: [1MAC JREGIONAL [ GA-ETT (1LMA @ Vowd .

Peri-Operative Plan Explained to the Patient: pfe‘§ J No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis : g,er(afvur_aﬂ
0 <:Wa!er/0RS 2 Hours

2. NIL ORAL Others

3. Informed Consent: E&‘ Standard © High Risk

4. Post Operative Pain Managemént:E’DTs'cussed with Patient

5. Other Instructions:

Signatur@? .................... Name: B"‘h«&'@"‘rﬂ‘

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Mrs J SWARNA SREE * "2
(F) ainbow ’ et o
Dr, i .
r. SASIKALA KOLA Children’s . Bil‘tthght
l” l"l”“mll"”" IO o7 5 ANAESTHESIA CHART Hospital .BYRAINBDWHOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: O Yes ;’ﬁo Fasting Status: an
> o .
Physical Status: E( Patient Identified r=—TConsent Present r Chart Reviewed
HR: gy ppPw [BP/CRT: 110 fyoct#g s g/ | RR: | LastFeed: | 1/,
Pre-OP Diagnosis: anﬁmvz dee. 3.1 bkr.  operation: ..., ST Date : 4]9—;1’1,0%
Surgeon: .......... g -r"" S S Anaesthesiologist: ...D.R.: &7 2. RAna /. Technician: ...... W—/.
TIME L fad - F /
N,O /AIR /O, LPM y
HALO /SO /SEVO Antibiotic
Drugs:
BEILVIR WA Suppository
WPARL OO 1A ' Dic V8
s TRALAV A Al d =1 P~ qutwL
{] Blood Loss
PP-CANLCPE LAET = ady - (3 [z ai] wcj:
FID, / Sa0 W
ETCO, 4
ECG
Temperature
Urine Output NOTES
i
£E
B8P 240
V' Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
T t on Ti
rzrmu;g:ﬁ:: bl s s
140
Throat Pack In
Throat Pack Out 120
100 -4 S ~
80 Vi
60 7 #
. 40 4
20
10
0
[
LAB Values
GRBS
Others 0
7 Equipment Checkedand |  Temp: Induction Regional:
Funchunal [] HME ] Fluid Warmer N [ Inhal ity Specify: .
[ Cling Film [J OH Warmer ] PreQ, ORsI pinal {i] Epldural D Caudal
;/Cuﬂ Site: M [] Hugger's ] Cotton Wool ] Others Others: .......
,S/::Gs:f?aad L] Other O] Mask 1 SGA Position: .
[—Temp Site ~ Mot Times: O Airway [ Oral [J Nasal Site: .... 3
O FO I\F:'Innitor Anaes Start: ...... T Needle Size: . ?-' ..Depth:
O Ag;m Monitor OP Start: ... ] Oral CINasal [ Cuff Parasthesia E‘Wes [j No
7 : Topical
Pulse Oximeter OPENG: ..o N [ Tracheostomy (] Catheter at skin .. ”
1 Gapnograph Leave OR: ......c...ikuv.. L] Drug: .. Drug Name & Conc: . OFK—J l{i—uw’) U'QJ’MM
] Ventilator Anaesthesia: ] Awake [ Direct Vision Bolus: . s AN g
[ Nerve Stimulator O GA [] Video Laryngoscopy [] Stylette / Bougie ||1fu5|on "
p— “ ] Monitored Anaesthesia Care [ Fiberoptic Block Level: . hﬂ-r\("
bl t! Regional Blariin o ot TAMBIMDISE L anik i iiiiias
,Z’Pressure oiftts Gnecked ‘/EJ’ v U e [T AT A PR S
Line (Size & Location) Transportation to
Eye Care: CICvP:. [ Bilat = BS Ccu JIcu [C] Other
g Oint [ ART: . Q' oo | O Somi-Closed Cice Relaxant Reversed [ Yes LI No  [INA
Tape : ) OORAU n i3
[] Padding gﬁ R o e H gl::{:d s Name of the Doctor - YL SR HIMVYA
_LiAwake W Signature of the DOCOT & Al s ecsvccssvssssissin

o=y
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PDST-ANAESTHESIA CARE UNIT RECORD
. : Time Received : 1“’5’?7‘/\/ ...... Tifme DISCAGEd : oo
i

|v Cannula Site : ({
[ OMask 1 Nasal Prongs
[ Tracheostomy [ T-Piece

[ Oral Airway [ Nasal Airway

o

Vomiting : ] Yes Drug:

NG Tube [ Yes |\

./(D‘]
Drain: oy g)é
es. [

\Urinary Catheter-
Chest Tube: E
Nil Oral

[V T AR

Oral Feeds:

< RESP +PULSE >< Bigyypy PRESSURE

SCORING INTERPRETAT!ON

pOST ANAESTHESH\ SCORE
(Modified Aldrete Score)

ities voluntary of on

Minimum Total Score of 8is Required for

jscharge

ADle to move 4 extrem!
Able to move 2 gxtremities yoluntary or on command
Able to move 0 extremities yoluntary or on command

Able o deep preathe & cough freely
Dyspnea of \imited breathing
Apneic

ACTIVITY

RESPIRATION

Exceptions 10 this, are t0 be exp|ained in the
space pelow by the Discharging Physician:

oleo—M

CIRCULATION

BP = 20 of Pre ‘Anaesthetic 1evé
BP + 20-50 of Pre Anaesthetic leve
P = 50 of Pre Anaesthetic 1eve
Fully awake
Arousable on calling
Mot responding

N L

Y

CDNSCIDUSNESS

wonongn

a=m|e

Pink
Pale, dusky, plotchy. iaundicad. other COLOR

Cyanotic

pain Tool Used: O NPASS O FLACGC T Wong Baker L1 NPS Reassessment Frequency: |
4. Every eight hours for all hospitalized patients.
ith chronic pain, patient with severe pain

D Q\ t\/ ?P,{ I)_&M L{ A_ 9. Forpost surgical patignt. patient W
M A RS g vt e B 4 SRR o ery 2 hours fr 34 et

Anaesthesiologist Name -

Anaesthesiologist Signature: V b.  After24Tous every 4 hours
¢ Priorto pain reliving intervention
Date & Time: \(Q A 6% d. Within 30-60 minutes after pain relief intervention

PACU Nurse Name : ACU)

PACU Nurse Signature:
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Rainbow® . .
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Your Right to a Safe Detivery

EPIDURAL ANALGESIA RECORD

D! e L R

CSE /Spinal /Epidural

Position: ..., P .. Techmque (LOR/Los ) S, e
DE0tH: s Catheter at M, e T
Parasthesia : Yes/No jf A . A Wi
Solution Composr‘tion T N
Any other issues :
i
b) .

Time :

S Kot ot SVD /
Catheter Removeq by and Tip Inspecteq -
Patient Satisfaction :

Discharge /Shitting Ordered by
Doctor Signature:

Doctor Name:

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




' SURGICAL
SAFETY CHECKLIST

Anaesthetist : .... @’Y

A2
Scrub Nurse : &kr(ﬁ\\&r\‘ﬁ ........

Mrs J SWARNA SREE

WI(C?"UQ gsr-oj-msoku xof: Y6M5D (F) =
_________________ Patient Name : ......... | | I“ ender: ......... Rainbow® _ G
. | IR TR —— Chirdrens | @ BirthRight
.0 HOSpltal .avn.\mmnosm‘ns
Date: ... 0000 W ..l R B ey, il

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

-

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

}%s CINo

VE!‘(es ONo CONA

Blood Units Reserved OYes D)d CINA
Has Antibiotic Prophylaxis been given

s CONo CJNA

Ee 9

Anticipated Blood Loss? )0 B’
Anaesthesia Team Reviews: ' f ; S i
Are There Any Patient-specific Concerns? O Yes ONA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment 2O

£ QM

issues or any Concerns? CYes Ey, CINA
Is Essential Imaging Displayed? OYes CINo CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. Yes ONo

SIGNIN  Time:.. |2, : TIME OUT _ Time:...). 2210, {2/ SIGN OUT  Time:.....\... Do
| J 1
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Afes ONo Introduced themsalves by Name and Role C.vés CNo The Name of the Procedure Recorded  C)yé€ CINo
Site OYes Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure J2Tes CINo Nurse Verbally Confirm ‘ Counts are Correct (or Not Applicable) \p‘és ONo CINA
Consent MS INo Correct Patient (ChECk D Baﬂd) Zﬁés CINo The Specimen is Labelled (incmding
Site Marked CYes CINo Q—ld Correct Site ;zfes CINo patient name) OYes A0 CNA
Anaesthesia Safety Check Completed \D‘@; ONo Correct Procedure }ﬂes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning #"Yes [1No Anticipated Critical Events Problems to be addressed Yes o0 OINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes W/ What are the Critical or Unexple ted M THOMEI A ainaio and Mo
Aoy es COONo, CINA and management of this patient? COYes MO

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




| SUFGBOM : vovveveeeceeeeieeeeeemsieneiees revenaes | -
SU RG I CAL ASSL. SUFGEON © +.vvvvveverreeeceserees -w oo Patient NAMe : ........c..cooeuuvuenissensscnsinsnnns A, Gender : ......... Rainbow’ ®: o
ist : UHID No. : Surgery Name : Children’s BirthRight
s AF ETY c H Ec KLI ST ANAESENBLSE : ...ovvvoeeeee e o B A o Hospital . e |
SOPUD R i ivionassinisssissossenimsmsmissnion O T U R (01T T T I iRy
Before Induction of Anaesthesia » > Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Timeiooooooooe. TIME OUT  Time:...........occeenn. SIGNOUT  Time:........oovve

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

Identity CYes CINo introduced themselves by Name and Role ) Yes [No The Name of the Procedure Recorded ~ [1Yes CINo

Site CYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

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

Consent OYes CINo Correct Patient (Check ID Band) COYes CINo The Specimen is Labelled (including
Site Marked OYes CONo CONA Correct Site CYes CONo patient name) OYes ONo CNA
Anaesthesia Safety Check Completed  CYes CINo Correct Procedure C1Yes CONo Whether there are any Equipment :
Pulse Oximeter on Patient & Functioning C1Yes CJNo Anticipated Critical Events Problems to be addressed CYes CINo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes CNo What are the Critical or Unexpected To apons, Anipaiheint ana Nores:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

A . Anticipated Blood Loss? CYes CONo CNA and management of this patient? OYes ONo

Yes, & Equipment / Assistance A 3

Available CYes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? C1Yes CINo CJNA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes CONo OONA Been Confirmed? are there Equipment

Blood Units Reserved CYes CINo O NA issues or any Concerns? OYes CINo CONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CONo CINA
within the last 60 minutes? OYes ONo CNA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes CINo

BRI ... c.nesiconimmmanrnanansimmarmasidminsmmisinssr it TREa RN SRR 7l 0 o Db sebissssmmmpsnsansissssssmnsumssmiansosss SIS - .. .....oocsaninnsmmsnsminiansastisobinbindoggoesssbannssisisniisbis
BRI ..o e oo il s st o S TG [ N N, W SR CONON 2 A RO Sy R o LS N LN SN | E—————
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S L criaras | (EIARN
CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name:WSM N L@L& Date of Delivery: [,af;f / o
Assistant Surgeon': D>. W/\'}YT Time of Delivery: | 3:( P .
Anaesthetist's Name: . M&__ Gender of Baby: W
Type of Anaesthesia: !L 2 p( t Weight of Baby: U ON ¢
Neonatologist: AGPAR Score: ;
Scrub Nurse: LO\X"N\}\ NICU Admission: ClYes L[ No

Pre-Operative Diagnosis: @’y‘vm'-q)fa/vfcln 3.g :rmw > e FGr 'E%{,@’ Verd

) i 2
M ) Emergency Indication ......... o R W

Urgency ™M alerual Y‘fﬁ}ﬂexﬁ“
[J Immediate Threat to life of woman or fetus
] Maternal or fetal compromise not immediately life threatening
o0 maternal or fetal compromise but needs early delivery
(7 Delivery timed to suit woman and staff

G RTINS MG e A o RPN Knief to rectus: }mm. ..........................
O R e b o s i ol i T R

T O T T TN -8 e sonst s oot subibbonn atss cissiaesss vussssboipssi s IR Sk somstin s e o s

Surgical Procedure:

E,ﬁwvf’ lowoery Seamend C éna~cen § celicin

Post Operative Diagnosis: FoDb—0 §oiledea

MEnO

/2 ey K= Tt
% Cmaut firoid Lxcm "‘%ETD;Z,Ldm-

Peri-Operative Complications: [DET7 Cg-, noal P,’a,‘q"ab on O ], g j&gw

P~

— MNManvel Rempva) o} place,»dq

—(mall hematoma ad R;r:flvf'am.ﬂi. hﬁmoJ«hJ—-c Suofr

Amount of Blood Loss:  @zserdh ol | Blobd Transtused (nML):  —

dlf’PLicJ

Name and Number of Surgical Specimen sent for examination:

——

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



Examination Findings when Appropriate:

Presentation: [ Cephalic [ Breech  [I0ther................... Cervical Dilatation: ....................... WSS cm
Sils o R RO L G $ % b R gy 18 < - PR POBMION: ....comuioacssssssensasaineninapensissssneneasroncicsis
Staton: CO0-3 CO-2 O-1 O0 O+1 0O+2 Moulding: CiNone [+ [J4++ CI+++
Caput O+ O++ O +++ : Meconium: TINone [0+ (J++ [J+++
Bladder Catheterized = 7 Yes L1 No Urine: [ Clear [ Blood Stained

\

Skin Incision: \w/@@steil " Transverse L1 Midline CHEBEr L. R e e

Uterine Incision: ower Segment T Classical ClInverted T 1 J Incision

Previous Scar: " Intact -ﬂunedout I Ruptured M0 Scar
L] Yes =T No

Incision Throug:ﬂaytaf
Delivery of headk

;;;ﬂyﬂ _1 Forceps

Liquor: +TClear [ Meconium: (] o LI UBlood T Offensive [ Not Offensive
Delivery of Placenta: \/'Z‘Mﬁlal CIRART S ccnairtnss /?“‘Cﬁ'mplete I Incomplete [ Piecemeal
Cord Appearance: o gl - = T Cord around the neck [ Yes [
Appearance of placenta: .............. W maj A, e N Cavity explored /«%’ 1 No

Uterus, tubes and ovan‘Wmal ) Not Normal Sterilization: [ Yes /Q‘No/

i
|

Uterine Closure: ) One Layer /_;A@wrs ................ V‘&‘ﬂ”"’a ................. Suture

Peritoneal Closure: [ Pelvic _Abdominal  INone ........... KAf)JV‘@ﬂ L0 Suture
Sheath Clabulass - . - ==~ TSI TEREA - SRR T o v/ f&"ﬂﬂwﬁ .................... Suture
L

Fat Closure:m Ty RS e TR i e RﬁV 14/\/541!4’6 .............. Suture
Skin Closure: .mﬁcular U] Mattress ﬂ"t ..!.(. V‘712"O ............ Suture

Vagineal Evacuated (}VY(D No
Drain: O Yes ,IA'NE EEROMOVE N oo days [ Await instructions
Ctheter es [INo [JRemovein ZHD‘/‘ days [ Await instructions

Swap & Instruments count correct? )7 Yes [ No O Post-op Antibiotics /Z/Yes L1No
Intra-Operative Antibiotics Cover: /2 Yes [ No [ Thromboprophylaxis COYes [OCINo

I A e e SRR Py

............................................................. - d*ﬂ“&lecc!“ﬂ
........................................................... - 0.

............................................................. 2 Maﬂ;tf’?‘r

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

Doctor Name: ............ P)’f ..... KYM ......... )

Date & Time: ......... fafq/Q-O%J(S ...




B

,//é

’ ‘7 s " Chitdran's | @ BirthRight
OO AT T T
PUST-SURGICAL CARE PLAN FORM
(RTB Pt~

Cenanean Seebon ¥

Post-Surgical Diagnosis: ..............c........... g 0 7 DI M, 6 Ty T TR 1 R Y

Post-Operative Monitoring Parameters /Frequency:

Moty Videdn bl Xk

Wound Care:

— @4 v pleedivg

Drain /Special Lines/Catheters:
'—’fo [6'-‘? X PES e

Special Patient Positioning and Requirements:
— lan Meve Jiie o Side e d

Nutritional Instructions:

- BN #w4f€W0

When to Start Mobilization:

o kg after: Rertond o) foles

_pecial Referrals:

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

s
OYes 0ONo

Any Other Post-Operative Care Needed incl(uging Required Follow Up

@y. Saoilaln ol

Treating Surgeon
(Signature & Stamp) Date: .;.[P./QT[QQM Time: ... 22220

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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B o8 e sevewso Raini?;w“ @ BirthRioht
| Dr. SASIKALA KOLA Children’ irthRight
il {111 TR Fospital - | (g mmnutus

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

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

Pre-Existing Risk Factors Tick Score Tick Score
Previous VTE (except a single event related to major surgery) -— 4
Previous VTE provoked by major surgery -, 3
Known high-risk thrombophilia P 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory 3

poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-| diabetesmellitus with Y
nephropathy; sicklecell disease; current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative . 1
Known low-risk thrombophilia (no VTE) —_
Age (? 35 years) i

Obesity A 1or2

Parity = 3
Smoker
Gross varicose veins

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)
Multiple pregnancy

Caesarean section in labour

Mid-cavity or rotational operative delivery
Prolongedlabour (? 24hours)

PPH (?1litreortransfusion

+0 Preterm birth? 37 weeks in current pregnancy

Elective caesarean section j_

i |ttt | ] e | i |G e | i |

Still 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 —_

Hyperemesis ; : ==
OHSS (first trimester only)
Current systemic infection : -
Immobility, dehydration 1 -
Total i

L)
Signature of the Doctor: ................... @""1 ................. Date: ........ lblt}l'ww e ..o 7 ks SHETN

|
S P T

Risk Assessment Tool for Deep Vein Thrombosis

If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.

If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

If total score > 2 postnatally, consider thromboprophylaxis for at least 10 days.

If total score = 2, Hydration & Ambulation.

If admitted to hospital antenatally consider thromboprophylaxis. _

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 thrombasis 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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L Patient Sticker o:m-mso BYEMED () o I;‘%: .
Dr. SASIKALA KOLA alnbow " . -
I Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

- 18(F12¢
To Be Filled In By Assigned Nurse : ate: L[ 1/ 2.6

Department : ........... @ BGKTO ............................................................. Duration of Procedure : ..............cccoenee.
Name of Surgeon : DVS'W\\ ............... R AR Y. . Date of Admission : . LO(T.[ 26,

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

Staff Signature

1. | Antibiotic given prior to surgery ? FEﬁ(es [ ]No
Q@ingle Dose Antibiotic  or  Long Antibiotic Regime S
Antibiotic administered within 60 minutes prior to incision ? [CPYes[INo Dt
Name of the Antibiotic : .......... A e LA
N

2. | Hair Removal [H¥es [INo if Yes: Surgical Clipper
Department where Hair Removed : [ _JWard []Operating Room

Rl TR e p S CU\QUJU‘) '

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

3. | Patient's body temperature i[nmediately post operation (Recovery Room)A ¢ /°C S owpuﬁ
Ooa o [asilla (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ......2X........d. A0l ... \g
Date & Time of antibiotic administration : f@(?/%@}()l ................ : chb‘

Date & Time procedure started : ..... \@\:H‘M;e ........ L.;..q.ﬂgn ..............

()

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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PRTIENT TRANSFER FORM  tospital_ | [{rememe

It takes a lot to treat the littie. Your Right to a Safe Delivery
T “-=tNMama & JHID No. | Date & Time of Admission Date & Time of Transfer Order
;UH-ﬂnmzu P50
rs J SWARNA SREE 176155 ,
Sf"’SA o YN0 NE T A ol 85 e 5 Uypy
m /mm/[/”’m”m” / I ”” Transfer Ordered by Reason for Transfer
, S fl
0 s kals 94)5 L V'CLQ L)
From Unit To Unit Information to Attendant
: Yesl |- Mel]
Y4 oT X%
Number of Sheets in Clinical File Personal belongings including b : ; s
o clinical documents. If any handed Patient shifted with 1D} band:
A over to attendant Yes{’] No [ ]
Number of Imaging Films Yes| | ) No[ |
AR N D A
~A TR LT ... mciminmeoniblineons
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor:  Yest"| : No[ |

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

SW oy Sod e

Patient & Clinical Records Received

Date & Time of Patient Receiv{

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

| Unavailable Bed _| Nurse not Available [ ] Available Bed not ready
Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM rospital _ | () usemmen

It takes a lot to treat the littie. Your Ri;hltnaSafe Delivery

Patient Ndine & UHID No. Date & Time of Admission Date & Time of Transfer Order

:E-H;oso;::::nsus IP5-00176155 CD / f(‘/% /) Z’qm [O/ ?’/Lé

| 03-01-1980 BYEMSD F)
Dr. SASIKALA KOLA

Transfer Ordered by Reason for Transfer
AR TR s
DR - o05¢

From Unit To Unit Information to Attendant

’50,5/ @/Q) (- YesK:] No[ |

@

Number of Sheets/ig Clinical File

Personal belongings including

(16 clinical documents. If any handed g s/rﬂfted WM
. \ over to attendant Yes["] No| |
Number of Imaging Films Yes| | No [+
\ NG et R S
_,N\;\ |y T R S O
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1
2. -
. | P
5. '
Shifting Summary / Notes Written by Doctor : ~ Yes| | No| |

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

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

.| Unavailable Bed [ | Nurse not Available (] Available Bed not re

Docu. No. : RCHBH / FRM / CLINICAL / 102 %®)




