% . Rainbow Children's Hospital - Banjara Hills
Réi_nb‘b . 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 =" TEL NO :+91-40-4466 5555
Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
. A . UURRR L CIRELY L LORERTE AT R T
Registration Details :
Admission No : IP5-00175971 Admit Date : 04-Jul-2026 Admit Time :02:21 PM UHID : CUV-00119388
Patient Details :
Patient Name : Mrs PATAN RESHMA BEGUM Age :31YBM26D
Guardian : Mr MOHAMMED DUBER HASAN KHAN DOB : 08-12-1994
Gender : Female Religion :
Occupation : Martial Status : Married
Address (H) : KHAN'S PLAZA , 4TH FLOOR, BENZ CIRCLE Phone No : 8099887786/ 9153996786
ESS%Tgta Vijayawada Andhra Pradesh INDIA Emali : DUBERKHAN@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :BCDC 418 Ward Name : 4F-BIRTHING CENTRE
Room No : BCDC 418 Admission Type : First Visit
Contact Details :
Name : Mr MOHAMMED DUBER HASAN KHAN Relationship : Husband
Contact Address : KHAN'S PLAZA ,4TH FLOOR, BENZ CIRCLE Phone No 1 8099887786
Patamata Vijayawada Andhra Pradesh INDIA
520010
Oo M) e
== 8350
==25+ J § signature
sSsrs
S80S
—_— f zZ o
. = &
Doctor Details : .
=T
Doctor Name : Dr. DR.M PRATHYUSHA REDDY Specialisation .%f ;"5 ND GYNECOLOGY
—0ul}
Referral Doctor - Self Phone No o8¢
o S
= 3
Co-Consultant . €
:_ﬂ -
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
Page 1 0of 2

Printed By : 015284

Printed Date / Time : 04/07/2026 14:21
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Mrs PATAN RESHMA BEGUM
08-12-1994 31YemM280  (F)
Dr. DR.M PRATHYUSHA REDOY Rain%w“ . g . r
T Rainbow’ | @ pirthRight
Fospital | @ orzns
ACTIVITY RECORD FOR BILLING
L e L . L SR N
REErNO. e e NG i -y Consultant:: - - 5 - o DB e o et
Date of Admission: _ _ _ _ Phaaess iR e Date of Discharge: _ _ _ 81 - ey e
Roeom /BedNo: - .= -~ - - Ward ;. oot o~ Suggested Billablebedtype : _ _ _ _ _ _ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
M By | OBA 0T s
aVly | S | ot 0R¢ Cdp b
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting )
s Equipment Time Time Order No. Signature
Q ] A
Xﬁ( Co M mpaden | U £9) & :%'vx ‘C’\v(aq;/’\&xl nm,uJY‘ZQ)
: I —_— —




PROCEDURE

Date Procedure Quantity Order No. Signature
ldl Ty placement | f 24990 |, /Ronns

/

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Rainbow® " e
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

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

I.P ADMISSION SHEET FOR GYNECOLOGY

Date of Admission : ........... q/—yllrfv .................................

Allergies: ...........c......... TR e S O S S

------ PRESENTING COMPLAINTS : -rreeeesesseeeeeeressesneeeeeeees

Time of Admission : ............ iR il

M know any drug allergies

—G_,’P,_ b~ 2090 C Gr Seoks

2 U"‘P\ﬂhhe_(}l' 4 [reqron
~ Weuwnte f"en_l’h!Yl:‘q U

—USE Ql‘:}l)_{,- Oval »(r)od‘ St)qual evasveten cﬁ
82106 « - (uokn o Ef Comea Yo

> ?0416014'» a Manm

L

CJPJ*W *ﬁ’ nMefpPe vs Se‘m

MENSTRUAL HISTORY

OBSTETRIC HISTORY

Year of Marriage :

Previous Periods : :ﬁ,y e7u lat
LMP : Loap s g 5]t

Contraception : ££// ¢ ZS_/L"Z?—

Parity : Gg, pz, L,
Mode of Delivery:  pauD -

LastChild Birth: @, 4- 2026 ~ FTavD ¢ -

pﬁ" 2ers, =TneD L 6 - Aok,

/@(,- 415wl 53— M- rf'wlﬂ”‘ Cow &Hcm
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
f\h‘ )
Vol

L

Docu. No. : RCHBH /FRM / CLINICAL / 086
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Mrs PATAN RESHMA BEGUM

0&12 1”4 31Y6M260 (F)
RATHYUSHA REDDY

T

FAMILY HIS1URY:
ﬁ,JJ\e_L —k‘b;b DM A cabd -

Fables - kefelo “7f°*ﬂ]“”btﬁ%av

MEDICATION HISTORY:

r—INITIAL ASSESSMENT 5 seommmmmmmmisioomeee oo e
Date___ G lﬁ-l-u' ; Breasts Local/Speculum Examination
Ht. Wt.

Pallor ’—"f,’l""}'
CVR 2

X
®

i

Respiratory System

Thyroid

BMI
BP___\16]wn PL-8lilay @

Abdominal Examination

Bimanual Pelvic Examination

P LJ © Gtowky ©

nv(_a.l Aauuu_l ﬁ

pviews NuD fﬁ’f- terud

INVESTIGATIONS ORDERED

g |

‘b POSI!:L‘VCP.
3olé e

b = 132

Tes Bl

Mt= 2.8
T~ o
Pree - 16 :;a,
Lo -

hin
M.! j N

.—"Sf
PLAN OF MANAG MENT
alculmmhh‘
@ Ac‘LVM Isgfor - J

@:OBN‘
G fee

O Mo peke
> %wl/g et c/LO—LRJ

@ Cou‘w;k
& S(—L:F’e" do &7 ov coells

v

———— L’ r—

Name of the Doctor :

Date & Time :

I

] ;J ggﬁ!im'gzq és ggeo(i Signature of Doctor gb [2_, ﬂfw,{‘
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rnuGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
AW\t S Do) oSErpe
/Egﬂw\ |
\y * | ‘
off G iyain i
By q8)S fﬁ\w»ﬂ OINT i
P o gS?BDM @l‘q IQ fmm«-cjv""‘
K‘O)P“lg’-\“-k” mm,uem o oty |
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Patl_cnt Sticker Children’s . Blrtthght
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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CUV-00119388 IP5-00175971
Mz YEMHD ()
Dr. DR.M PRATHYUSHA REDDY ) 4%,- "
L Chitdren's | @ BirthRight
Hospital _ | ()zmueortins
OPERATION THEATER NOTES
T e ST TR L MRS T S Gender: ] Male [ Female
DRI - cohinmsnscoicoosssestssomsisnoisns i siutmBRmARB R FEs s s ks sssasnass Weight : oo HOL ;oo
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse: OT Technician:

Pre-Operative Diagnosis:

Surgical Procedure : /%Uﬂw\ Q W 5{) @ n “

Indications for Surgery : W %"’\L‘Q (m\_b}o-—ufj;m

Date : Start Time : End Time :

Pre Operative Preparations:

Post Operative Diagnosis: PQD__D :

Peri-Operative Complications: |

\ . i
Operation Notes: \l//" O“fﬂ’j“"' Pf\m\x /ﬁ)U\Ld\QJ}/M CLD—MM?(

o(-mﬁu_Q -
Lit<vo @il Lesspth - 31, imd

o dong.

g~ grodials f Goagli,

’FB'CLM Mtl,om %»JND@&C

@wcﬂ

Jpudom b
slone - e
mw
LT

) Qﬁ@@)

Jw
MMW

! U

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Compllcatlons

%!MO‘T @&W 2Loonio @ < Sclay .
'

@'1- 6PWV9'&P43W ) zd%(.
k]

(2\'1 Coanctdonal ¢ L, D X?d’#;!'

@ T'M%X\Wmh

Name of the Surgeon: ... =

m\*’z?

Signature of the Surgeon: ...........coeee. OB

Date & TIMe: . Skcscsinit /(\:i\)} ............................
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Or. DR.M PRATH (F) Rai_nb‘ow:’ . ' : )
i foapia . | P

POST-SURGICAL CARE PLAN FORM

PROGIREB DONG: ..............cc.ccccoonvveierrrrcrrrree BN e, EL, E"/m"‘_}w ..........................................

Post-Surgical Diagnosis: POD‘D ....................................................................................................

Post-Operative Monitoring Parameters /Frequency: “g
o

:L’V“f/ GDR/&P/ ?&% CWM@

Wound Care: @

Drain /Special Lines/Catheters:
@ C’Q/\'\J«Vl o

Special Patient Positioning and Requirements:

S\kkfw.l 4~ 1LX

Nutritional Instructions:

N 4 - 4 g

Vhen to Start Mobilization: @

Special Referrals: O

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

OXes O No

Any Othei&ﬁi)perative Care Needed including Required Follow Up

T v
Treating Surgeon ﬁ f‘/“ {3.( g
(Signature & Stamp) Date: ..... Time: éc?M

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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2-1994 31 YoM zo ° @ "%

Patjent Sticke Dr nn,m PRATH

R [ T Chireys | QU BIThRIght

Hospital BY RAINBOW HOSPITALS

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse : ot L{lﬁ‘f%

DEDARIREE........... e eerenie D@Q*UT ......................................... Duration of Procedure : ....... UN{ .........
Name of Surgeon : ........... P p’&l’ﬂ’}d& &[Aq ........ Kddt... Date of Admission : ..... &L {?{j&;ﬂ .....

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

Staff Signature

1. | Antibiotic given prior to surgery ?Mlj No
Mm)se Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? Qe/[] No E ;? E @ !
Name of the Antibiotic : . 'll,g @MLL@ ...............................

2. |HairRemoval [JYes [No ifVYes: /Sur/gical Clipper

Department where Hair Removed : Q’@i ("] Operating Room W

o I i st e
Skin preparation done (cleanse surgical area with antiseptic agent)lE’(e’s [ ]No

= Patient's body temperature immediately post operation (Recovery Room) 35'” j - g ” 1
[(1oral Or [JAxila (Goal:36-37 “C)

4. | Name of doctor or staff administering the antibiotic : @‘MWVQ ........

Date & Time of antibiotic administration : ....... %Ml@@tﬁf”’) ................ Wk
Date & Time procedure started : ............... ({H’f ...... O

o  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 Al forms (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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Rainbow* : L
Children’s ® BirthRight
PRTIENT TRANSFER FORM Hospital _ | () zememes
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
cuv-00119388 1253;1115“1
mn‘PAT““RE - Bguzﬁn i H q} f
o: muf- P Ll % e ‘ﬂpl\ 3 %e %
w \\m\\ “ \\ Transfer Ordered by Reason for Transfer
From Unit To Unit

or

0B

Informatiop-to Attendant
Yes [ No[ |

Number of Sheets in Clinical File

£

Personal belongings including
clinical documents. If any handed
over to attendant

Number of Imaging Films

—

No —}
If Yes, What? .....cooovveveeiiee

Patient shifted with ID band:
Ye/SZ/' No[ ]

|7 RS O S

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Name & Signature of Person who is Transferring

S galalks

Name of Person Ordered Transfer

or- Wﬁm

Patient & Clinical Records Received by :

e L anrs

Date & Time of Patient Received :

Waloeo wpmy.

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

[ ] Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102(26)

"] Nurse not Available

[ ] Available Bed not ready
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IP5-00175871

Mrs PATAN RESHMA BEGUM
MYEM26D  (F)
PRATHYUSHA REDDY

T

RESULT SHEET

N

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138



Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell . : {
OVA / Cyst
Occult Blood

T T T T Ly L e e e e T it e TS

Radiology : 3 R B S SO, < HRL 8 R IR B L Sl S ST S (I

" B e 2T PRI S RN Y BT w0 o

Others (EGG, COURMRET SIIRMBIIIIETR 1. (oo i oo bisbissesvinsesivaviisissrmsmsmasiviid sassiitbpmssesssessassanssnsssssnsravy
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P 08-12-1094 31YeEM28D
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Part - I.

M

IP5-00175971

@ « [ERDISCIPLINARY PATIENT

/ FAMILY EDUCATION RECORD

F,/

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

L\

.BirthRig
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient's / Leamer ... woveeeeeemr oo Patient / Learner Literacy: ,@—Reﬁ ’WW Willingness to Learn: j,\les'f’m"' Healthcare Literacy: [1Yes__[J-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 L S s YR IR 5. 1, o S
Part - Il
Use codes from the list in part lll
Need . : Designation /
Date Time |dentified Information Taught L X . Mechanism/s Comments Signalure
earning . :
Person Faught Bartiors Teaching Tools | to l&ﬁ'g&ge Understanding ‘
% |\ 3z 1,23 R CNM/%M ﬁw s ' o) A ol
) 7| 32,53, womap b 0T, 6 [y | St
L' (,-L Ldda L —
u\b\?@ 2, O ( ¢ - ")/\a/nrv

P

diy Managerme|

Pres

U

Part - Ill: CODES

2. Physical Impairment
3. Emotional Barriers

5. Educational Level
6. Desire / Motivate to Learn

9. Cultural Differences

8. Responsibilities at Home

11. Beliefs and Values
12. Impaired Vision/ or Hearing

14. Others (Specify

Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver T T e R RS O
Learning Barriers:
1. No Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

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 1. DRNBE, SPOTHY oo it ottt T s S R R
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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Patient Sticker

P

“MULTI-DISCIPLINARY PLAN OF CARE FORM

20090 &

Gttt Lo

"%
Rainbow”

Children’s

Hospital

It takes a ot to treat the littie.

ATl — Seppr e Tl

15 £ L

??r:‘%. Discipline Type Patient Needs / Problem List Goal Plan / Intervention _Signa!ure Team Verification
|+ Nedical | LTt [ iorandioh _ ©1 Nursing
N U0 Nursing ' Modified P, /ﬂﬁ; “1}/3 . f Gr- /C E !M y ) Others:
i 1 Others: er-Op -
A 53ef [ Post Op i Cael'dm—
O Médical [ TInitial &L'(_,AO e\aﬂ__ %Q m : ' V - _Medical
% O Nursing 0 Modified Q M"& = (V/(QU\ W 1 Others:
\*\\P\K 7 Others: O Per-Op ,C@,( € AW
; O PostOp ’%)’ . Cf?/m

0 Medical O Initial 2 1 Medical
1 Nursing [l Modified 1 Nursing
O QOthers: O Per-Op L1 QOthers:

Ol PostOp
0 Medical O Initial L Medical
CJ Nursing £ Modified 7 Nursing
O QOthers: o Per-Op O Others:

O Post Op
O Medical O Initial £ Medical
7 Nursing O Modified [ Nursing
O QOthers: .0~ Per-Op O Others:

O Post Op

Docu. No. : RCHBH /FRM / GLINICAL / 040
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CUV-00119388
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Mrs PATAN RESHMA BEGUM

08-12-1894

31\"“200 (F)

Or. DR.M PRATHYUSHA REDD

R

MEDICATION RECONCILIATION FORM
L0t known any Drug Allergies

Drug Allergies: .................... DR i vinnisnnsnssssismasinmarsnsannts

"%

Rainbow"
Children’s
Hospital

It takes a lot to treat the fittle.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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)

L ORI s 2o issssmnmsssusnios hsssnsins cunaiika
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time 72’3:?%':3
OJC ODe
2 JC OJDC
3 )
4 ¢ 0Joc
5 JC [JbC
6 JC CJDC
1€ [E]1BGC
8 CFe E1DG
9 LJC OJDC
10 Oc Ope
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ....... KDV‘ ...... g L (%u .......... Q ..........................
Date & Time : ........ccceneee. g:,/s?f}@,&/ ....... }'éqﬂV\/' ...... -

Nurse Name & Signature: ..................5 g

Date & Time : .................

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

.................. 1.
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Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

DRUG CHART

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right to a Safe Delivery

Date of Admission:

FOR THE SAFETY OF T

GENERAL
DOCTOR

NURSES

- 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.

1) Right Patient
- 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.

2) Right

Drug

3) Right Dosage 4) Right Route

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

5) Right Time

& : lM ........... Drug AllErgies: ................. B, L Metknown any Drug Allergies
ATIENT

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

S0S / PRN (As Required Medication)

DRUG :

Date»

Time

Dose

Route

Frequency

Start Date

Doctor's Signature

Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Y

Tigne

Dose

Route

Frequency

Start Date

Doctor’s Signature

Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Y

Dose

Route

Frequency

Start Date

Tige

Doctor’s Signature

Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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REGULAR PRESCRIPTIONS L1111 AU ', 1| | S———

v

Date
DRUG: T.pARAcsTAMDl  [Time

Dose Route | Frequency |Start Date

1 g9m P/O QTO |b6y/o]

Name & Signature of the Doctor

Starting the Drugs:

DR SHENY Y

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Dater
DRUG : Tie
Dose Route | Frequency [Start Date
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : TU,?;Z i
Dose Route | Frequency [Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : ?-at‘;'

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Weight. .......ccenvee Wand. .o

7

Date»
VARIABLE DOSE Tlg‘le Nurs&Sig, I Nurs‘l;Sig. | Nurs;Sig. l Nurs‘?r Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose - Dose i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e i o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlﬂ'\e Nur,rﬁSig, Nurs‘?rSig‘ I Nurs‘e'Sig. NursgSig.
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 e e fose o
) Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s o o Oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
;i (e Dosage & Other ;

Date Time Medication Instichicas Route Signature Nurses
U\H’ o) 0 O] TN CersT ARIn lq ly Gl T
WlF— [ AV\opy | ZT Pantorssects 4o % 20 Doy

, Lojen
oy [o7f 28 pm [ TNT TRAMAPOL Jomg W fy 0
e
bulot|ed 3 PP [TnT ONDANSETRON Yongy W A~ (A
oYloThd 2w [TNT METHERGTA O-Lmg )M £ QoY
= T v A Y
&:bﬁ-l\
0Y[512¢] 3 2 S| SUP TRAMAPOL [oome Ple | A1 (AW
i v v
Lol . |
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LV. FLUIDS CHART [ SRR | | . ER————

: Composition of 1.V. Fluid Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
Date Time (If infusion, mention ml/hr = Mcg/kg/min. etc) Route mi/hr Sign Sign | Stopping| Sign Sign

W | R
€)

oy o g 1S RTVG £ LacTaTel IV | FF |
d
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It takes a lot to treat the little. Your Right to a Safe Delivery

1 !
Date: .......... A, \ 214 ' .................. Time of Arrival: Ogaorm Time Seen by Nurse: &/{P'@
1) Level of Ctmsciousness;/@c/onscious [1 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 [ Preterm Labor/ Labor
7 Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
1 No Fetal Movement R T A SR P SOSARR I Pt B Sl L
3) Vital Signs: Temperature: qghﬁ Pulse: ..gg){.}nRR: Q0. spo,: 100:f.. BP: UO\[’:K Weight: .............
4) Gestational Criteria:
Gravida: G P L A
R R R L 1 R T R Y ST A | T A S I S
Uterine Contraction O Yes W CJNA | Onset Time Frequency:
Membrane Rupture [JYes | (1N [ CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes Q,N( CJNA | Onset Time Amount:
1 If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (1 Yes | [#No | CI NA Pain Abdormen / Verniling
Good fetal Movement OYes | ONo | O NA | 'FNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)

[ L I
I | I 1 | ] N
1 2 3 4 5 6 7 8 9 10
No Rain Worst

possible pain

e
e
e

+ Location: ....

I ... b, e bttt i it e Days / Weeks/ Months (Strike out which is not applicable)
g o A EI T S T R i NI S v R 4 (e e W S S
o FORENCY: (.. 0 i Ko)y
B RIEIRNIIRIG o - oo v ovp v dhsnminin s ownsnva in s wawvevavws oo s oasiilpss suiie s Rl abii isbiies s v s el h SR e

6) Past History:
D Y e bR » sl i xmsmsiomiansmashs s s ins vo Ay s OSSO E IR Ll R s e i

I s disason ¢ et b vtbionniss o s boh budumsmsnasdusossinmulibToidisis o s souublls S inos s  HoRRY idinae et I
Docu. No. : RCHBH /FRM / CLINICAL / 098 \ (PT.0.)
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T

7) Allergy:
8)
9)

(Fl

]

Current Medications: O Prenatal Vitamin ] None

Prenatal Medical History:

one

LI Chronic Hypertension
1 Gestational Hypertension

L] Diabetes

L] Gestational Diabetes
[J Low placenta
1 Others if yes, specify

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

S/gyow II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes

ategory l1I: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
(1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Imminent Birth

Suspected Pre-term
Labour / PPROM < 37
Weeks

Signs of Active Labour
> 37 weeks

Signs of Early Labour/
SROM > 37 weeks

)

Discomforts of
Pregnancy

Active Vaginal bleeding

Bleeding associated with

Bleeding associated

Spotting

abdominal pain

« Altered level of
consciousness

« Cord prolapse

= Severe respiratory
distress

« Suspected sepsis

= Shortness of breath
» Unplanned and

unattended birth

greater than expected in
pregnancy
« Flank pain / hematuria
= Nausea /vomiting and
Jor diarrhea with
suspected dehydration

from out patient clinic
(for hypertension,‘blood
work)

= Minor trauma (minor
MVC/fall)

+ Nausea/Vomiting and
Jor diarrhea

+ Signs of infection (ie
dysuria ,cough, fever,
chills)

Bleeding with/ without abdominal | cramping (<spotting) with cramping
" pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
4 Hypertension > 160/110 K
Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
disturbance, RUQ pain associated signs and
i symptoms
s ] Atypical FHR tracing,
Aeentamass | Abnormal FHR tracing
Fetal Assessment abnormal dopplers

f Al Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe |+ Major trauma + Abdominal/back pain | . Ongoing assessment | - Anything that does not

seem to pose threat to
mother or fetus
Cervical ripening

Qut patient placenta
previa protocols

« Pre-booked visits (ie

Rh and progesterone
injections, NST
Assessment for version
Rashes

Time seen by Doctor: .......... 07%

...
Nurse Name : ........cccccoevverrnennnn. SL\QEL\% .......................... Nurse Signature: ............ 5w

Date: L{Ic:?J% Time: ......... Q;_%f’]s/\

cemvie—_1




0'_": ;ATAN RESHMma BEIPMm?sg;, - ri:é .
Imﬁ?mm..;; o (I:Z‘?lli?c?r(t:avr\i's ‘Eiﬂmﬁf
HM” //ﬂ ,/ H I ﬁl x ,,2 as ug!aam e, Your Right 10 a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: Ll]é/i%

Baseline Information:

Admission From: C1ER 1 0PD /Zm;ion Dosk ] ORMEETRBIONY ..........oo000000mmmmesnssmmgoanssesnction
Primary Language: }Iﬁ\u/gu ,;ZE@sh C1 Hindi CIEORBISIBAREIY. ... B oot one
Doyourequire aninterpreter? [1Yes [LNo NS BOOOMY ....o...iconcmeonsioriepomtsibnssssssmiisbusaiorobbssonsobonsaesfsssiitesssinnusatassnsinsanssstosss
Source of Information: L] Patient %amily L CONOEE: DBGIIY .. i cniinsassicniins vnrsyamimssnitomsmnevarfiassrassaseass
Allergies: [1Yes L[] [ Medications [ Blood Transfusion [] Food G e S
IFYES , IABIEY ..........ovuerrssenesesessinssessrenssssssssrsssrssssssssessssssssssesstssassssbbsstast bR bbb bR R R SRS s
R AR T T e S S Doctor Notified on Admissiori:/ms LINo

2

......................................... ,SF?«?L, Name of the Doctor: .Dth
................................................................................................................... Time Notfed: ...... S

Past Medical History: Obtained From [ Patient ] Family Member " Medical Record [ Other (Specify) .......covunininn

Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
e T ] o R S Caesarean Section: [INo [!Yes Contraceptives: CONe [IYe
e Cervical Cerclage: [INo [1Ye ] Vaginal Discharge: [ INo [Yes 3
Dase pfMenarche: .......5 i eooeovveesevne Ectopic Pregnancy: [INo 1Y NU ost-Coital Bleeding: I No [ Yes M
Menstrual Cycle: [_LR€gular []Irregular | Myomectomy: COONo [C1Ygs Infertility: [ONo [JYes
Last Menstrual Period: ...........cccooevvirinn. Others: If Yes Type: [ ] Primary [ Secondary
Obstetric History: G ..o P oo ek L R S R R, T

I R e o siiiatlidisassnnianenasssshiasta susbine

Current Medication: ] None P2 Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected

[ Heart Disease ! Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

[J Liver disease 1 Other e ettt e
Vital Signs / Measurements: Temp: .S H» HR: ...... XDH"Y) RR: D?@H"U
BP: [I&[{ Weight: ... Height ... torre M oo

Pain Assessment: Pain: [ 1Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT0.
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PHYSICAL ASSESSMENT

-1

General Appearance: T Healthy CTill looking (] Anxious [ Agitated CTOthers: .....ooooeeevvvveeeenan

Fall Assessment: | Ye,s/ [(JNo Score........ DQ@ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yps/ [JNo Score @“6/ ...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consuttant
! Mobility problem {1 Walking Problem %N/mt\-t;normaiity Detected
"I Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: (@ormamy Detected
_ | Overweight (] Poor Appetite > 3 Days "] Needs Therapeutic Diet.
_Under Weight L] Diabetes Mellitus ! Hyperemesis Gravidarum

Inform consultant for positive-criteria

PSYCHOLOGICAL-SCREENING:
OJ & Cooperative ! Restless | Depressed L] Agitated I Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes INO if YeS SPECIY .o......vvvoeoooooooooooo Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ISingle [ Mafried  [IDivorced [ Widow

_ 2. Special Habits: Smoker: _ Yes Alcohol Abuse: " Yes || @/Drug Abuse: [ | Ye?Z‘ No

Social History: Lives With

Orientation has been given regarding the following aspects:
Call Bell in Reach f.ﬁL No Waste Disposal Explainedzﬂs [ INo

Infusion Pump : “TYes [No L Others

R ({[3 60 Aoy,
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(il Hospital
mm""mm”” irning Observation Score Chart - Obstetrics

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

Date
. Time | 8| 9|10]11f12] 1 34\5/57891011121234567

> 30
RESP 31-30
(write rate in -~

corresp. box) 101 '12:

94 - 100 %
<94 %
‘Administered 0, (L/min.)

40
39
38
37
36
35
< 35

170
160
150
140
130
120
110
100 ; o
50 odr. W S 4
80
70
60
50
40

190
180
170
160
150
140
130
120
110 ¥
100 ; g i
90
80
70
60
50

130
120
110
100
90
80 L
70
60
50
40

NEURO Alert [ |ﬂ[||||||||||1|

RESPONSE Voice : £
[ /] Pain
Unresponsive

URINE > 30 v ~d g
mls / hour <30

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

wmum, - J Children’s .Blrtthght"

Saturations

3 dwal

ajey Weay

s
J

—_—
anssald poojg 21|03sAS

-
ainssald poojg Jjolselq

Protein + +
Protein > + +

| Normal
Lochia Heavy / Foul

Clear / Pink
Green P oRs 63 [ o ] iy
TOTAL YELLOW SCORES 71 Jia
TOTAL ORANGE SCORES 0 )
Nurse Initial [d.]
<1

Proteinuria |

Liquor




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

¢ s S

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

Observations
Observations in 30 minutes

Aot v o ¥
/ 75

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

i y

* The Modified Early Warning Score (MEOWS)
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Sheet No. : ........... m .......... d [3} [ 24

. —

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

" Intake i | i o e

Vst |
Date | Time 0"13};:{,% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis | Sian.

Score | Nurse
Mouth LV N.G

08:00 am

09:00 am o]

10:00 am W ]
11:00 am

12:00 pm <

01:00 pm

Total Intake : Total Output :

02:00 pm

03:00 pm

\
D Olo
L 1oal

04:00 pm

i
3
q

05:00 pm
06:00 pm

_1glsmL
S |

SOE!

07:00 pm '

(‘—""'—--..

Total Intake : Total OQutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Dacu. No. : RCHBH/FRM/CLINICAL/092
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It takes a lot to treat the fittie. Your Right to a Safe Delivery

[FLUID CHART) t

SHBEE NG, o et G

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.
'm - : W IV Site

Thrombo- 3
Date | Time m!ﬁ{i% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

Score Nurse
Mouth LV N.G

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

Total 24 hrs. Intake Total 24 hrs. Output

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



