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

SURGERY DETAILS

Patient Name: M\2A R%%%Qaﬂﬂqeén Date of Birth: &\10‘%00 ....... Age RS * 4
Gender: lmﬂjﬁ Ward : 6%3(— ......................... UHID No.: Bty -.0.06 U035

Date of Surgery: . ZH’f 2. [10T-1 [OT-2 [JOT-3 (JOT-4 (10BGOT-1 [JOBG OT-2

Name of the Surgery : ND’YI\&W\.D Al OCT N&de\/ .....................................................

Timein:..82. 20 £T)........ Time Out 330{)@ ..................
AMOUNT
1. Sugeon = AL ANRSERIA., O e iiiiis | secistussiebetisnansuscsatiusaassollipus s5uvi snsve
2. Anaesthetist B R TR Do o PRI e N SRR O §
3. Assistant Surgeon D5 (gLWWHM‘ ........................................................................................
4. QT Technician B i e o i e O b o e e T 0., 1 A Bk B e AT A5 AR
5. Circulating Nurse L. \eens I et E N R, i
6. Assistant Nurse @%S ................................. S DR e T RN S
Special Equipment: [ ] Laparascopy (| Broncoscope [ ] Harmonic [ Morcelator
L] C-ARM | Cystoscopy [ Versa Point ("1 Liver Cusa
(| Neuro Cusa E L i i

Signature of the Surgeon

Order No: Ol6g6§§—6 .......................... Order by: ... e Q%L

Docu. No. : RCHBH/FRM/GENERAL/114



e & Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s ,Telangana, India ,500034.
Hospital ™" TEL NO :+91-40-4466 5555

— WEB : https://rainbowhospitals.in

ADMISSION SHEET

UL RS

Registration Details :

Admission No : IP5-00175909 Admit Date : 03-Jul-2026 Admit Time - 08:41 AM UHID : BAH-00640370

Patient Details :

Patient Name : Mrs RUBEENA SAMREEN Age :25Y9M1D
Guardian : Mr SYED MATEEN UDDIN DOB : 02-10-2000
Gender . Female Religion
Occupation Martial Status : Married
Address (H) . H NO 17-2-134/1, CHAUNINADEALI BAIG, Phone No : 7097417097/
LA&HEZ&;RZ% Yakutpura Hyderabad Telangana E-mail . SYEDMATEENOS@GMAIL.C Ohfl

Admission Details :
Bed Type : DAY CARE Bed No :BCDC 418 Ward Name : 4F-BIRTHING CENTRE

Room No BC DC 418 Admission Type = First Visit

Contact Details :

Name © Mr SYED MATEEN UDDIN Relationship : Husband

Contact Address : H NO 17-2-134/1, CHAUNINADEALI BAIG, Phone No : 8309038370 / 7097417097
YAKUTPURA Yakutpura Hyderabad Telangana
INDIA 500023 /

M

Signature

Doctor Details :

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

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 03/07/2026 08:44 Printed By : 015513 Page 1 of 2




ACTIVITY RECORD FOR BILLING
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Rainbow’ . A
Children’s ‘Burtthght

!-Iospital BY RAINBOW HOSPITALS

takes a lof to treat the little. Your Right to a Safe Delivery

Name: o L e e e m e
BAH-00640370 1P5-00175909

UHID No. : __ Mrs RUBEENA SAMREEN Consultam®: - —1 : 4. <+ Dept _________
02-10-2000 25Y9M1D {F)
Dr. DR.M PRATHYUSHA REDDY

peteotAami{lImmmy - G s A

Room/BedNo:__ __ _____ Ward: .. . Suggested Billablebed type : _ _ _ _ __ __ _____

WARD TRANSFERS

Date Time From To Signature of Nurse

2|4he.| F.Po~ Ce1

‘2’09"1(3"'\ L@u»u‘* .

Cross Consultation Visit

Doctors Name

Date Order No. ~ Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting Ordor Mo

Equipment Time Time Signature

Date

(&W e Lon “MP._H %I%O qﬁgg—qg)—é M
Pf

g‘\}\l% —Crroctyett— q—w’ .




PROCEDURE

Date Procedure Quantity Order No. - Signature
W s { ]
2B av ploresent— o) ab Qe | o
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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IP ADMISSION SHEET FOR OBSTETRICS A
LMP: C{‘lolhlr“ EDD: I(:Hb“—‘-

Presenting Complaints 3 Pot+ O\
Came with . Pfy U(\j,nq
M Meyniha
Obstetric Formula: I}n’ mﬂgtﬂ U{Aa :
Obstetric Hostory:

T =3pon . Conupl A _
Looked ab 12 why

Present Pregnancy Record:

RISK FACTORS:
& R

’ 63/

Height: l'S‘fi cm

Weight: L2 ka

AllBrgies: ... Mok
Breast: [ INormal (] Abnormal
General Examination:

Consciousness: ( lc (C Pallor:_] Qio& h¢

Icterus:e, hy\\L Edema:

Temp: exabhy pr: 4 } Bpry
BP: 122]93( ¢ .)M,JDTR: ©)

CVS: Sy ! RS &%)

Liver/Spleen: ."°

Pv\'m.fgm,:(\a [ 3342 wn} fon £ M“a Asboyery

Gt mbocy hpears

Docu. No. : RCHBH /FRM / CLINICAL / 087

Corrected EDD: \§\4 Ilb)f 6. GA: 5871\-&‘-\“_
Menstrual History: Regular : [B/Yes [ No

Obstetric Examination

Fundal Height: ~ 7§ t\\y\\
Ut. Activity: Eﬁ&axed i:uod [JMod [ Severe

Liquor: E]/Adequate ] Oligo [ Poly

PP (2-€Cephalic [ Breech Others
Head Fifths Palpable:ﬁ:JSA
FHS: LJ Nermal (] Tachy []Brady [ Absent

Per Speculum Examination
Draining: (] Present  [] Absent (] Bleeding
Colour of Liquor: [] Clear ] Meconium [] Blood Stained

Vaginal Examination
" N\" @S A U‘“ .
Cervix:  \ [ 5 Long O Paltialclr effaced [ Effaced

diddded.

Os: Ctesed | = 2 ('™Y\' " Dilated

Membranes: (] Present sent APM AON :
Liquor: \Q’ﬁear L] Meconium [ Blood Stained
Presenting Part: [ J-Vertex (] Breech (1 Others
Sutton: 493 02 UTWe O+ O 42
Pelvis: ] Mﬁuate [} Doubtful

Urine Output: \
oip ring Outp oolocz/uw%
== DIAGNOSIS ¥----=--cesommmnndinenannns
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BAH-00640370 1P5-00175909
Mrs RUBEENA SAMREEN

02-10-2000 25Y9M1D (F)
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Family History: Surgical History:
Medical History: Medication History:
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Doctor Name: D'YD{\}'Q" .......................
SIGNANINE: ..o TN it il
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. BAH-vo640370 IP5-00175309 . ®
Mrs RUBEENA SAMREEN Rainbow .

; 02-10-2000 25Y9M1D (F) 2 Children’s B'rtthght
" Dr. DR.M PRATHYUSHA REDDY : Hospital S RARIOON IO >

AT TR RO ol conin, -

Date Iy
Time
Hb 52
PCV s
RC. - 4.€q.
WBC 10.43 -
N/L ‘
Platelets o) '
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 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

L v
s
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LR T R e P o S o TR e U (S SRR R
Radiology : - 5 E RN SR (RS A S e R ot TR, (RS R
T i TR TG o BRI, - RN WSO SN I AR ot 2o (VR SRR SO —
LS. B (SR TR S e e T I e e
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% Mrs RUBg g 1P5-001759 Ra'.n o . H H .
| 0210209 NA SaMRegy 09 Children’s Blrtthght
~ DrORMpRyy, ByYamqgp ") HOSpitH' . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

A
moJICATION RECONCILIATION FORM
Diug ARBrgles: ...................i.e N‘(V)A .......................................... JZ’(OI known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

R R R, 5 i s S St s A W . ST S

S.No (GENERI?EJT;:T:::':I"::F EE‘ITEHS) (mg?:::g) (Pﬂ,?d%l,"si, tv) | FREQUENCY lﬁglseT/[‘)r?:tE ?gﬂ?g,sm
R 7 BV s 3 T S
: “1- ALLum™ J4ab | Py on al4) 2¢|0c Bee
3 Oc CIDC
4 (JC CJDC
5 CJC CJDC
6 JC ODC
7 (JC [JDC
8 OJcC OIDC
9 OJCc [OJDC
10 ¢ Obc

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

Doctor Name & Signature >

Date & Time : g):}ll‘

Docu. No. : RCHBH /FRM / GENERAL / 090
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7 IP5-00175909 . = . .
::::3:‘5112 SAMREEN Ra'.n bow, . Bi rth nght
Children’s
oo o—— i Hos ital . BY RAINBOW HOSPITALS
"V R
Date of Admission: 214‘26 Drug Allergies: ........ N\(DA* .............................. _Z/Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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).

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 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)

DRUG :

Date»
Tifpe

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Y

Date
Tipe

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Y

Date
Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)
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BAH-00640370

IP5-00175309
Mrs RUBEENA SAMREEN
02-10-2000

25YIM1D (F)
Dr. DR.M PRATHYUSHA REDDY

AT AR

DRUG T PARAN ceTn
Dose Route | Frequency
lq Pc> QD

127

Start Date

REGULAR PRESCRIPTIONS

Date

Tir'neﬂL& &/X

Weight. 613 ..... Ward

\

3/ '-?!15 ‘\g
Nakhe & Signature of the Doctor

VER'

Starting the Druggﬂl\ I ! \

Additional Instructions:

F <.€\\ %

Daily Doctor’s Endorsement by a Sign

DRUG : T -P cLoFemnc_
Dose Route

Frequency

So uy

Start Date
No w5

L _3) "}'I 12
Name R Signature of the Doctor
Start

LAY Sl (|
g the Drugs:

,)P‘ g,—&’(‘/ =
Addmonal Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T VAnITO PRA Zextt—

Dose Route

vER\F\E—Q

Frequency

Start Date

Liow [O
Name

6/)

, [2hu g@
Signature of the Doctor >
Starting the Drugs:

Be b Crte

Additional Instructions:

Daily Doctor’s Endorsement by a Sign o/
Date$
ORUG: &/ DUt T X
Dose Route | Frequency [Start Date
sl | fo | oh [z
Name & Signature of the Doctor ' o
Starting the Drugs: \u"\ y
P & Gt N
%\
Additidmal Instructions:
Daily Doctor’s Endorsement by a Sign On

Page: 2/4



|P5-00175309 ) 3 [5
Z?,*;fﬂ"f;?ém SAMP-EEN - Weight. 623 ..... Ward. ..
02-10-2000 mnnv 4
Date» (-—
T Tl e s s 4 =
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUT.B Sta n Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Do bese -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: vom gan - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tiu‘\e I Nursg Sig- I Nurse Sig. ‘ Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
RO ute Start D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor - Do Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: o E Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: - Dosage & Other ;
Date Time Medication Kishuciione Route Signature ) Nurse
— s ™ éL_ﬂ‘ %
z\q R LE Hisofim¥l Y fo (O Coy
, W\ |11:0)
H»é WBY gy Chobowime]  [gm v oy B

3\"\\1’0 {o‘ﬁv Evienwoc 10 0 WAL PR Q&\ Y

\
fg\‘ik‘fvla ¥ | TUSTIN St 1o ";l

QAL 2201 | Tieo hrasron

Z{Oo«.(.-,

/
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Mrs RUBEENA SAMREEN

02-10-2000

Dr. DR.M PRATHYUSHA R
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kary warning Observation Score Chart - Obstetncs

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

A
Date ol <= e
\ Y [~
% Time89‘1011\1212345678910111212/34567/
RESP 229
(write rate in Al
corresp. box) a
Saturations
Administered .
40
39
B 38
g 37 i LA b : W - b
n‘, 36 v D \ v 'D- 27 1 q
as :
< 35
170
160
150
140
130
&:g: 120
] 110
i 100 : o ‘ :
= 90 ) L) 192
3" M M_% L I Q—fa ¥
] L
70 \
60 :
50
40
190
180
170
160
wy
il 150
2 140
» 130 ¥
(R 120 S I . . o°
= 10 T 14 % ¥
3 100 X 2 2 \
& 90 \
@ 80
70
60
50
130
e 120
g 110
5 100
l % 90 i
a 80 N /i g Vi)
2 70 i [ L f [Vl i s
2 60 0> o " t
=
3 50
iz )
NEURO Alert e Ll 4 il
RESPONSE Mince
] Pain
Unresponsive
URINE >30
mls / hour < 30
g Protein + +
Frassinieis Protein > + + |[ieeo sl S S e
: Normal
Laca Heavy / Foul [ G e ‘ |
< Clear / Pink 1
Liquor Craan S ¥ s
TOTAL YELLOW SCORES © D
TOTAL ORANGE SCORES ? ? o 0 7 i 1
Nurse Initial wj [\ & ] v ~~ A
" i o 3



Obstetrics and Gynaecology
Early Warning Signs

\

1 Yellow Alert :
Repeat Observations
in 30 minutes

- iy C N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
S 4 = P
| & =
. > 2 Yellow Alerts or > 2 Orange Alerts:

.

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous

monitoring

* The Modified Early Warning Score (MEOWS)



BAH-00640370
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—ury warning Observation Score Chart - Obstetrics

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

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37

36

35
< 35

aley Ueay

170
160
150

140
130
120
110

100

90

80

70

60

50
o SRS e T e S

anssald poo|g 21|03sAs

190
180
170
160
150
140

130

120

110

100

90
80
70
60
50

alnssald poojg 10iselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE
[¥]

JE LR e ] |

Net | 14 =B

Voice
Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

| Protein + +
Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

R _J
e T R i
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
3 - 9 : o

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

A J

* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the little.

.BirthRight"

Your Right to a Safe Delivery

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.

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

‘m - ' W : g
D A Nature ; . i ; Thtgﬁert':]'r?ig- Sign.
ate | Time | Fiid Route NG | Diarthoea | Vomit |Drainage | Urine | PRENtS | i ice
Mouth | LV | NG | B
08:00 am : [ 4D A
0300am | I | _Hev0ljeeid], ’ Vo [ Ludh
1000am | | Yd ed] ot O -
to0am | (o) o g
1200 pm &2 Jivvelm O |1
01:00 pm o 0 IRufd
TotalIntake : (T te() Total Output: () — W — 1
20pn| P [T ] (oo ) 6 &8
0300pm | Dl |k | A o @b
04:00 pm T v o)
05:00 pm M “ 0]
06:00 pm 0 45’"/
07:00 pm e 0 ‘
Total Intake : Taleen Total Qutput: U—-4 M -O
08:00 pm ) o |f ’9(}’1
09:00 pm 1 Mo O EUEIFI
10:00 pm ] M sl ¥
11:00 pm | i ] v
12:00 am | e | Q) | feepa
01:00 am e '@3"‘
Total Intake : ~Total Qutput: U — 4y 2
02:00 am I O
03:00 am i { - o %
0400 am : ol O :
05:00 am 2 : L O ey
06:00 am H | V| O g
07:00 am [ > |'feep
Total Intake : ' Total Output: Y — ) m- b :
Total 24 hrs. Intake Total 24 hrs. Output |0 Y4 w0
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake T B e

Thrombo- '
Date | Time (I#aéllgi% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis | Sidn.

Score | Nurse
Mouth LV N.G

08:00:am
09:00 am i &
| 10:00 am D,
11:00 am
12:00 pm
01:00 pm
Total Intake :

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 ‘ I
' 10:00 pm
| 11:00 pm
12:00 am
01:00 am
Total Intake :. \ Total Output :
| 02.00am
71 03:00 am
04:00 am
' ‘ 1 05:00am
06:00 am
| 07:00 am
Total Intake : Total Output :

Total Qutput :

]

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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Rainbow* )
Children's | @ BlrthRught
Hospital . BY RAINBOW HOSPITALS
ur Right to a Safe Delivery

It takes a lot to treat the little.

smm,zaﬂﬁ%%g

Assessment: .

[ Afternoon  [] Night

‘Sﬂl\;@m—ﬂimay and Oxygenation

aintain Personal Hygiene
[] Identify Potential Complications

ieve Pain & Discomfort
vent Infection

_ = Waintain Fluid Balance

[J Meet Elimination Needs
il R AT O e S o M L M T SRR L e PR ST A R

m Activity Tolerance

(1 Ensure Safety

= |

[ —-Mamtain Good Nutritional Status

] Early Ambulation Reduce Anxiety

(D—Mam Skin Integrity

] Patient & Family Education

Time

Plan of Care

Time

Implementation

Evaluation

£

Kl
How
fp-

b0

P

—r

— Ly M pf' (edifzr)
O 0 P v )

e lhud—

— AQ/NJ,Js/Zq/ preclic-ror
iy sy

o fog

g;;fo
o

q'foay

L5 by, ol o Pl

Lo Mwm/,ﬂ/
(10 1+ 1247«4/ [ouf:ﬂ‘ [‘b‘*//c’j

— At pteeditic
L e Cu—mos,é@a.f
rmedicfion

e (N

N

b

Nurse Signature: ..................... #?

Docu. No: RCHBH /FRM / CLINICAL / 148

006797% ....... Nurse Name: .............

Date & Time: ...&.. J& } AN
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gainbow ‘BirthRight’

Children’s
BY RAINBOWrHOSPITALS

\ps-004759%% -
B AT
01-10"“0,”1‘“\'0!“""“ Hospital
| .m.\(\-\\\w\\\\\\\\\\\\“\\\\\\\\\\\\\\\\\ NURSING CARE RECORD Hospital_ | @ amersey
Shift: ! Morning : emoon [ Night Date. ............ 5/’4’/0‘( ...............
ASSESSMENL: ....veveeveveeeeeeeerneen Co WHHMVIZ‘Kaﬁ ....... bzf%@a‘af ..............................................................................................................................................................
T A T D O O oo Aciy Toerwcs (1 Maiiain GoodNtonu S 1) WSty -
'§ [] Maintain Personal Hygiene I Prevent Infection [ Meet Elimination Needs []_Ensure Safety (] Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications R A OB BPOCHY. .. ot e cmoiianmbatons srph st s s e M e L e 8 et B vcenais
Time Plan of Care Time Implemeplation Evaluation
N st —+ Wca#cqu!' (oncfadny| 210 | Az olov. V’)Wm}, - 05
JYt
F e gﬁfa’* c@a’h} "—quf’fﬂ : C@wﬁwﬁé]c A

;gr: ¥ Adnted  Lapp Mo
i e (g]e@&‘«i‘ M’?\e%w({

ﬁrpm S w]-P(ISYea&«E(_ 1o
wpr| A Boom Bty 6’%. s Llitied 4o oo

GPA N Nige Coehobped. | Gilo | peppe Ceaw Ackiied.
f)}’w

£ il
Re-Assessment: ............... T e - T - - R G

Date & Time:

NUFSE NAME: ... L e e et e e ene e e

Nurse Signature: ............cc.cv....
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It takes a lot to treat the little. Safe Delivery

Shift: [ Morning Afternoon N| ht Date: ........ 3)”)” - A
ASSESSMEN: .......vvveeeereeererresenne L fP ...... o {/ .......... "’V7ﬂ ..................... S'. ...............................................................................................................................
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort —Maintain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E ,B:Mﬁfain Personal Hygiene J+-Prevent Infection ):l/Meet Elimination Needs )JzEﬁsure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education
S | [ Identify Potential Complications [] Any Others. Specify

Time Plan of Care Time Implementation Evaluation

gpm Ar3teds erc Pxﬁ‘w Cor\J«Fh\r) §:\ofm tosessed He Pwﬁb{f Ceni%}a»,)

i | lan for mohf%z irab 10:3%F |y o red -ty Mow F4
\/W Play‘ ’%0"/ m?ﬂ'\"""") jl" l/Ldt-k )2‘,8°%Mofn""§'€60 D C,LQJ ; o :"}
Plo"" _ﬁe,_/ Mmfnfs-#tv m&a’:‘q'ﬁvn ﬁﬂ(‘nﬂ,ﬂ__e,i f ML‘
e VI g clat”  38Am Mmmy)em{] meddt catin o &

IP AW? N COW E
N\ | Plon Loy pro e

fe
PpSHen PTELYN ﬂ Comfortable poire,
fo | SN Bnsved Sofeby

Re-Assessment:

Nurse Signature: ....................[.S0 4 ... .. Nurse Name: ﬂ?a?i[ci)/?ﬂ‘r/ Date & Time: (1]’}/'2"@3"4»)

Docu. No: RCHBH /FRM / CLINICAL / 148
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R NURSING CARE RECORD Hospital | () esomwsne:
3 T 1 A

Shift. [1Moming [ Afternoon [ Night

ASSASCMARE N will S ror LS. T et e i ene e e Bidn L Bl Tt et v SREUTT e s et b Ll rse e T B e s eas
[] Maintain Skin Integrity

[] Maintain Fluid Balance (1 Improve Activity Tolerance [ Maintain Good Nutritional Status
[C] Patient & Family Education

[[] Relieve Pain & Discomfort
[J Meet Elimination Needs (] Ensure Safety ] Early Ambulation Reduce Anxiety

[*J Maintain Airway and Oxygenation

(%]
E [CJ Maintain Personal Hygiene (] Prevent Infection
& | [ |dentify Potential Complications LTS M T I e L L i e 0 D R o

Time Plan of Care Time Implementation Evaluation
.
i KOO (SRR, & ST Pt S NSRS St PRISRUNG: S5 PRSI S0 0 W =) ELE . - ERNC 1 MO s ", 1% £ 57 o
AR N WU NE ) SN 1 S S RO PPN WU - f S 0 oy e SR S L, T (L L S | ST
LA —————

TR S S T T B R UAS SO, | (N1 UL A LY
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Shift: 1 Moming [ Afternoon [ Night £ . T R S MR &

L e R N SOOI ¥ AN, NP AL AL A 8 e AN SR Y TR 0 ANt ST N3 1 L R NIRRT STy

aintain Good Nutritional Status [J Maintain Skin Integrity

e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance _—+
E [J Maintain Personal Hygiene [CJ Prevent Infection ] Meet Elimination Needs ] Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications LT TR et AR 1. LIRS T b RN e MY v e U s e
Time Plan of Care Time Implementation Evaluation
R . s N s B R T R A A T o e b G Ao s e e e e i
e T R G O SRR e b ) SR LN e RO T YR o AL TSI R I LLET
AR b O ) S 3 g AR S o N . S

B R i
Docu. No: RCHBH /FRM / CLINICAL / 148
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I . s 2 NURSING CARE RECORD o 4l

DATEIL . et deseesssannrrsrrgnasinn

Shift: ] Moming (] Afternoon [ Night

T L T N L vy o DR o0 Lo, (. SO T R S S,

[) Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
(] Early Ambulation Reduce Anxiety (] Patient & Family Education

e | [ Maintain Airway and Oxygenation
§ [C] Maintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs [] Ensure Safety
& | [ Identify Potential Complications Ay ORESY STBHNE oo Tl s R e e e B i e b e LA e
Time Plan of Care Time Implementation Evaluation
T N TUE AT PSR BT, SO SO YT SOOI UUS SOOURSUOMURN.. S0 0 QPR (L2 T 1 PN LS SRS N Oy SROR s ettt eSO Cmoss WERN e
L RS S S W DS DSOS B SOV SO OISR SRS RINON SRR I 4o I NN ISP NI eyt
T R A P M O T M- T L R U | L. SRR .

BAIEE SIONBIUIE: - ...ccvivonisiinminm s imssesiisusms
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Mrs RUBEENA SAMREEN Rainb‘Bw” . : 4
| o e Children's | @ BirthRight
AL T ospital _ | () znaem=c
NURSING SHIFT HAND OVER FORM - WARD
Treating Doctor: mpf .......... ' incty ol iy Department: ......! 0 ....................... Date of Admission: ..... &L ...~
Z | Diagnosis: %‘eru LA w\@ :&? C Any Infection: DYeW [J Not Known
= v YR8 SPOCHY: ....c.ccconnccsssessiessastomtorin
E f\’b-’ $-0 wﬂzo q) tne o
n 2
2 | Area o&g
B o
% : Shift Time Q‘M/\)‘ 5‘ " Rl
% | Medical Condition r
= | (Any special condition to be noted):
e o P( w
Allergy: O Yes#Hio | 1 Yes D,ME Yes m/ &: 0 Yes TJNo | Yes O No | Yes CINo
Tubes/Drains/Catheter: O Yes NG| Yes Mo C Yes Q{No O Yes COJNo [ Yes C'No | O Yes CNo
Vital Signs: Temp: | VL | gL - 43-28
" Res: | (o bo| @) \Yblwm| 204/7
= S00: | oeof | Q9L | 951
% Pulse: | Qg ol ) X0 b[ 1)) g ﬂ.h
3 BP: | judro | 10|66 [1e3043
Fall Risk Score: | 0O 2oLb 12
Pain Score: 4 1 o) D
Safety Needs: | M ‘\/4,\ e,
2 Physiotherapy | O Yes NG | () ?’es Cihe | O Yes)i( No |C1Yes CINo [ Yes CINo | Yes CINo
=]
g Others Specify: WO | N :
E Special Diet: | Yes 4% | O Yes O No| O Yes ;’No C1Yes CINo |1 Yes CINo |0 Yes T No
= 7
8 |Other Special Orders / Medications:
[-=
e BTl L
Post Operative Procedure Special Orders: "}Q/ N I‘”(
\
Handed Over By Name : M ﬂ /Jygx M
390
Signature : | &oﬂw
Date: 20 s [JD0A
Time: Dl g
| \ e
Taken Over By Name : M DJK‘ ”
By 4 G AR
Signature : \ - \ w P
Date: A [ 224 | e lbe
Time: 9/(?"\ 9 f’m Z-h-oan

Docu. No. : RCHBH /FRiA / CLINICAL / 097
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o Rainbow® " ool
Patient Sticker Children’s . B|rthR|ght
Hospital . BY RAINBOW HOSPITALS
It takes a fot to treat the lithe. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DUCIOR: coiivinibunismsmmassnsbuisaibysies DODIIIVIONE ......cooiide eontiisdiatessionnsin Date of AAMISSION: .........ccccecerrrrrseen
Z | Diagnosis: Any Infection: C1Yes [INo [INot Known
= VR B e i mtnonsssrareennisisisisisinsin
=
w
S | Area
E Shift Time
#% | Medical Condition
= | (Any special condition to be noted):
Allergy: [Yes CINo | Yes CINo | Yes CJNo | Yes CINo [ Yes ONo | Yes C)No
Tubes/Drains/Catheter: (1 Yes CONo | Yes CINo | Yes CINo | O Yes OJNo | O Yes CJNo | Yes ' No
Vital Signs: Temp:
E Res:
o Sp0,:
g Pulse:
@ BP:
Fall Risk Score:
Pain Scare:
Safety Needs:
= Physiotherapy | Yes CJNo | Yes TJNo [ Yes (1No | ) Yes CINo | O Yes CJNo () Yes CJNo
=
° .
_*_g Others Specify:
g Special Diet: | Yes CINo | Yes [No | Yes CINo | Yes CJNo | O 'Yes TINo | O Yes 1 No
E
8 |Other Special Orders / Medications:
[~
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

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

"%
Rainbow® &
Children’s
Hospital
It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

] D

Date / Ti oL =3 :
Choose Highest Applicable Score from each Category atg { T e f'J\ S+ C{L}/ A8 Fall Risk Grading
core "ﬂ)’l’h -'cﬁ) o A
History of Falling Yes 25 ’ y \
(immediately or w/in 3 months) No 0 ® Risk Level Morse Fall Score S
MFS
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 O %
Furniture 30 S Lk S Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
IV / Heparin Lock or Saline :es 200 MQ 20 ‘716 Implement
0
Moderate Risk | 25 - 50 AR
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /Immobile 0 - T ——
Forgets limitations 1 Fa e i
Mental Status oo Ll 5 High Risk s Rk Fl
Oriented to own ability 0 e, I I;even I?n
Total Morse Fall Scale Score: o 27 g Gl g
Signature V@)}JL F’wﬂ(

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
<Eﬁure patients use their prescribed eye glasses if any, in the hospital

X)U]/;e chairs with arm rests
L1 Use safety straps on stretchers and wheelchairs while transporting patients

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

il

Moderate Risk (25-50) Apply all low risk intervention and
[C] 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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BAH-00840370 IP5-00175009

Mrs RUBEENA SAMREEN "
02-10-2000 25Y0M1D ) Rainb‘?)w“’ s
Dr . .
I i | el
" Hospita BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form b e e
Date / Time : !
Choose Highest Applicable Score from each Category Sc/ore Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrsn:;:IsI)Score Action
Secondary Diagnosis Yes 19
(more than one diagnosis) No 0 ;
[ 30 ndard Fall
; Fumfe Low Risk 0-24 gﬁicgﬁtiona
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0
' Yes 20
IV / Heparin Lock or Saline v Implement
: ; Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Preventhn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Lo Risk Fall
Mental Status 0 .g ted t bl 0 g g ik Prevention
BN B vy Intervention
Total Morse Fall Scale Score:
Signature
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) [] 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.
[] 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



2%

el
RELE




b e g e F Rainﬁgw: - R
Vi AR | g

BAH‘P“:IS 5-0017§909 -

Date : 24 11 éj{:

Time - YN S0V
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: VK —-u?) L‘]
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in br
in body or extremity position body or extremity position but unable changes in body or e.tremity position position without assistance. V)
without assistance. to completely turn self independently. independently. y L{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
. ] Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c;:;zgzgzegf é‘(}m‘; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 7’ '_7
and/or must be assisted into chair or assistance. Spends majority of each day and insice room at least once every
wheelchair." shift in bed or chair. 2 hours during walking hours. L
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: (
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or \’(
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over tc feel pain, or discomfort in one or (f
half of body. two extremities.
Moisture Degree 1. conshm!y mplsl: 2 ""_’V molst: ; 3. .°°.°“'°“"." moist: - & Bafaly molst: L s
A3 which Skin is kgpt _molst almost ponstantly S_kln is often, but not always, moist. $k|n is occasionally moist, requiring Skin is usqaily dry, routu_!e diaper :
skin is exposed by persplraglon. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to molstire Dampness is detected every time 8 hours. every 24 hours. \_f q
patient is moved or turned. ’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: '
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." (f
one another - - occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. L1
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 Evcolonit
" Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 2 i ’
ﬂs%’:y:::;f;ﬂn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be N%rsr;o.tenslve} %xsg;_len s_eTIturatlgfr;"
does not physiologically tolerate <10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be = En % DORIES DOD - EPER
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. (f
L SCOR 2
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 — i E e :\3 2%
Docu. No. : RCHBH /FRM / CLINICAL / 119 s | oo




bl :
‘ Support Surfaces
Risk Score Category ‘ Action (Please Note: Only required for children who are deemed at risk due
i to altered mobility, consider occupation therapy referral for advice
| + Regular Turning Schedule : _
- Enable as much activity as possible High density foam mattress
15-18 " AtRisk + Protect the heels Gel pads for high-risk areas

« Use pressure redistribution surfaces
« Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

Alternating pressure mattress overlay

High density foam mattress

|
f Use the Same Protocol as for “At Risk” Patients  HOTI
13-14 Moderate Risk Gel pads for high-risk areas

‘ - Position patient at 30 degree lateral incline using foam wed
‘ | P s o < s R Alternating pressure mattress overlay

» Follow the same protocol as for “Moderate Risk” Patients High density foam mattress

10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure mattress overlay

- Use same protocol as for “High Risk” Patients High density foam mattress

Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay




Patient 1D

BRADEN 'Q' SCALE

Z
Rainbow”
Children’s
Hospital

It takes a lot 1o treat the iittle.

BirthRight
BY RAINBOW HOSPITALS
Your Right o a Sate Delivery

Date :
Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

il : : h 5 ’
Sy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree . — 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 inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

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

skh:t:sv:':clc:sed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to rnolstt’ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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.

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.

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.

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

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name




Support Surfaces

severe pain or with additional risk factors.

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

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM

Rainbs't;w‘
Children’s
Hospital

Jt takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclers Educated Intervention Sign
weeo | [ Continuous | [ Acute (J Sharp (I Dull " Increasing | [J Yes M g
: \(0%)/1'03 O wa’ : i i Achin Burni i -+ “J'fL’“
% 4 PO”’ '(),«/) [1 Intermittent | () Chronic [ Aching [ Burning | (] Decreasing | [J No M— =)
M 1 Continuous | [ Acute ] Sharp [ Dull [J Increasing O Yes K\ru:%ft\g[ I‘ ‘?’
[oAri Vo ]| o : . . . . 2 aefi
% P M_D Intermittent | [ Chronic (] Aching (7] Burning | [ Decreasing | J No _w {
[J Continuous | [ Acute (7] Sharp ] Dull [] Increasing [] Yes M o0
5)}})/(, g@ 25 OI to nNA— | O Intermittent | [ Chronic (J Aching (] Burning | () Decreasing | [ No Al 29;6‘-%’6"{ éJb%
' A : ‘
: (1 Continuous | [ Acute 1 Sharp (1 Dull (] Increasing | CJ Yes C " 4
3] i)/rK %]7”\ 0 Lf 0 Np- | o Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | (] No qvf)*} W, A&(J\ﬂ 0 O,WQJ:/ 8
[
| Gurziesf | (1 Continuous | [-Acute (] Sharp [ Dull [J Increasing | =-Yes T Picle
3 Df ]Q/é ”f M / [ O gf,’ q _Antermittent | [] Chronic 1 Aching (] Burning | [+Decreasing | [ No W }7 J
£k pas ] Continuous | [ Acute (] Sharp [ Dull (] Increasing | [ Yes 4 -
W L / Lo Mp [ Intermittent | J Chronic (] Aching [ Burning | [ Decreasing | [] No Vo ﬁ :‘371
3 2 '}""‘7 [J Continuous | [ Acute [ Sharp O Dull 1 Increasing | .[] Yes f - Ccai.ﬂu/
b[ }4” R / (o fffft( [ Intermittent | 1 Chronic [ Aching [ Burning | (] Decreasing | [ No c}S~e,:\ %')"’“74‘
(4
e [J Continuous | [ Acute (] Sharp ] Dull L1 Increasing ] Yes foé;,h
(M LE | LA~ ‘B/ | V'5) [1 Intermittent | I Chronic [ Aching [ Burning | (J Decreasing | [J No 4 /\JP~
;tr/ L SW'Fby O Continuous | [ Acute (] Sharp (] Dull [ Increasing | [J Yes "ji, - fens M
{4 AL éf’"‘ / [ O ﬁ:}c O] Intermittent | [J Chronic (] Aching (7] Burning | [ Decreasing | [ No Cj,ﬁp’
5 (] Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
"))7’/ I ,}-ﬁm /!b I\ (1 Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No N W

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

e
Numerical Pain Scale (Obstetric and Gynecology)
L 1 1 1 1 1 1 1 1 |
I T T T 1 T T T T 1
0 1 2 3 4 5 6 8 9 10
No Pain Worst
Possible Pain

POLDD®D

No Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whole Lot

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 1 2
Fa No Particul : i Occasional Grimace or Frown, Frequent to constant frown,
e o 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 c :
Activity moves easily forth, tense Arched, right, o Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Gy (Awalke o asieny) complaint fn;yquegnt comglaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked o, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) gt
L]
Assessment Sedation Normal Pain / Agitation
Criteria T % i
-2 -1 0 o 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 C Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and - |} Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




e
BAH-00840 EN 5 SIS
RUBEENA SAMREEE g Rainbow*®
e .muvu".m"“" - Children’s .BII’thRI ght
pr. DRM i BY RAINBOW HOSPITALS
T PAIN ASSESSMENT FORM PR | R
Pain Score : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character i Eilscaled Intervention Sign
[J Continuous | [ Acute (1 Sharp ] Dull [ Increasing [J Yes
[ Intermittent | [ Chronic ) Aching (] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull 1 Increasing [ Yes
L1 Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing | [ No
[1 Continuous | [] Acute (] Sharp (] Dull (] Increasing ] Yes
(1 Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No
[0 Continuous | 1 Acute (1 Sharp [ Dull [ Increasing O] Yes
LI Intermittent | I Chronic ] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull ! Increasing CJ Yes
[ Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No
] Continuous | ] Acute . (] Sharp (] Dull [] Increasing O Yes
[] Intermittent | J Chronic [J Aching [] Burning | [ Decreasing | [J No
[] Continuous | ] Acute [ Sharp [ Dull [J Increasing | [ Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | ] Decreasing | [ No
[ Continuous | [ Acute {1 Sharp [ Dull T Increasing | [J Yes
[1 Intermittent | [J Chronic [ Aching [0 Burning | (] Decreasing | [ No
(] Continuous | [ Acute [ Sharp [ Dull [J Increasing ] Yes
1 Intermittent | J Chronic ] Aching (7] Burning | [] Decreasing | [ No
(7 Continuous | 1 Acute (] Sharp ] Dull [} Increasing ] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [ No
i e S
1 € urs for ized patients.
.} Fov:zs;?surgical patients, patients wll;h chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention. .
Docu.No: RCHBH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

PO S ®®

No Hurt

Hurts Little Bit

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

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
Fa No Parficul " i Occasional Grimace or Frown, Frequent to constant frown,
8 O.FAFICURAr eaxression Or Simwe withdraw, Disoriented quivering chin, clenchied 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, o Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Heas_sured by pccasinnal 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 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 arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli K intermittent continual
Extremitiés No grasp reflex Weak grasp reflex | Relaxed handsand | 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, B, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

o
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Hospital | [ smenviodms
T O Gheckl 15T FoR BNBRBER ERS e
“DJI\J;
J7) 7 DAY DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E N E M E N Remarks
: No signs of phlebitis /
1 IV site appears heal_thy Obaaivs gl 0 /O 0 o)
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 e
* Slight pain near the IV Site / / Observe cannula —
* Slight redness near IV Site E
3 l::oe\?if d?;followmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula R e
AII_ of thg following Signs are Medium stage of phiebitis /
g .| - Resite Cannula Consid 3
: Pain along Path of cannula Tes te atnnu s ool . —_
Redness around Site Swelling o o~
I e A
AI-Of o jule _Slg_n g Advanced stage of phlebitis or
evident and Extensive : f bophiebit
5 | Pain along Path of cannula the start 0 throrré Ot de itis / T
Redness around Site ?e site Cannula Consider =
Swelling palpable Venous cord reatment puL
All of the following Signs are
evident and Extensive : Pain Advanced stagv_e of
6 | along Path of cannula Redness ;[h_rqmbophlebmsé : 5 ¥
around Site Swelling palpable nitiate treatment Re site —

Venous cordpyrexia

Cannula

Signature of the Nurse

(2

ﬂmr

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

Signature of Shift In Charge :

Signature : .............. Lﬂn:&l ............. Name: ...........

Docu. No. :
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Signature of Ward In C

Signatimg © ........... IR T s Name : .......... \/
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R TR MULTI-DISCIPLINARY PLAN OF CARE FORM Fbspital - | ()emumonss
Diagnosis: _ ?Y\m: J%ﬁﬂ’w‘% | £ CN'LA—.l Lo ")\)L}\\

Date Discipline Type Patient Needs ;’roblem List Goal Plan / Intervention Signature | Team Verification

Time

A Nursing

[ Others:

b ome | oum | P st g | vt e

: 0 Others: 0 Per-Op | Frodsy L
bl'mﬂ\ O Post Op AM .

NP
‘l\%ﬁd ﬂm m:ned oy &"% A {)“-“‘QCQ‘“-P | = jqﬂal c@ﬁf /S/gn;:i:::l
ol [ | SER | P cafbsa st i

p—

Post Op
L\«\’Ar\lf O Medical -| O Initial - ' O Medical
3 T Nursing O Modified : A O Nursing
g | Cfthers: S t)ho‘o _C%%b? K; ’:hﬁk abwe —=—fthers:

| e fer | opestop : b\o}aﬂcﬂf sl
£l Medical O Initial _ [0 Medical
I Nursing O Modified [J Nursing
L1 Others: O Per-Op O Others:
£ Post Op :

0 Medical O Initial (1 Medical
CJ Nursing 0 Modified 7 Nursing
) Others: O Per-Op O QOthers:

0 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Part - I.

Patient's / Learner Language: Td’dw ................

INTERDISCIPLINARY PATIENT

/ FAMILY ,EDUCATION RECORD

atient / Learner Literacy:

"1 Speak

"%

-

Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRigh’t"

Willingness to Learn,/T] Yes [] No Healthcare Literac%es (] No

Identified Education Needs:

//.{magnosis
. Treatment and Care Plan

6. Discharge Medication

5. Medication / Therapy (safety, effects/ side effect, interactions)

9. Nufrition / Diet
10. Fall Risk Education

13. Risk / Safety

14. Activity / Exercise
15. Social & Rehabilitation Needs
16. Special Discharge / Follow-up Education / Coping Skills

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

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

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

10. Financial Difficulties
11. Beliefs and Values

13. Cultural/Religion Practice

A" Pain Management - " Infection Control Measures 11. Safe use of Medical Equipment / Implantable Devices Safety
_ A< Tnformed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights AT S, LT S R
Part - Il
Use codes from the list in part Il ; i
Need signation
Date Time Identified Information Taught i I R Comments Signature
Person Taught Beniers Teaching Tools iohmrg#r:e Understanding
‘ o
N AP 8 B (Gecplac, i sk &2 A o ax Q
= h
3 P [7,?\1’] > 5 Mﬂ ((}%«{) [Vﬂ" [ O ; ] ﬁ/
* 1
) \ °
Kelelc Qy o SKg lockebion bycd— ( A [ G ) e
b & e
!
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse Sn: Son D: Daughter C Caregiver AL ) TR 0 P M S (I SUR
Learning Barriers:

A OIS (BPOCHY, v it csiscinnissiasdissiissasiomsssissinasivisasesi

12. Impaired Vision/ or Hearing

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T ONROE DPORIY ... ik cotunt oo 2B i A sOhm A s snmgs 41 s mona o apr slins
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

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

Docu. No. : RCHBH /FRM / CLINICAL / 040
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Hospital BY RAINBOW HOSPITALS
OBSTETRIC TRIAGE ASSESSMENT FORM

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

U 4 AR Time of Arrival: ....... 3'3(% Time Seen by Nurse: %:‘{&PHO

1) Level of Consciousness: [ Conscious O Semi—Conscious*\ [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
}LSWére Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy OJ Preterm Labor/ Labor
(] Decreased Fetal Movement CJ Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement T s e b A A
86 e e —
3) Vital Signs: Temperature:4.5.°... Pulse:.%3-%\.. RR: 20 spo:\00. e MNAT ...
4) Gestational Criteria:
Gravida: G — v ) E S A
J‘ /
LMP: ﬁllwh&' ................. eo0: ... \clad s Gestational Age: ... I3 LS .
Uterine Contraction O Yes ;LNO'“ -1 NA | Onset Time Frequency:
Membrane Rupture ClYes |2 No | CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes ‘{No [ NA | Onset Time Amount:
i If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | OJ Yes D—-Nn’ (1 NA Pain Abdomen / Vomiting
L
If No specify:
Good fetal Movement s | LINo | (I NA
i p/
5) Pain Screening: Numerical Pain Scale (NPS)
] | | | | | l 1 | 1
: 2 | | I ] I | | | | 1
0 1 2 3 4 5 6 7 8 9 10
Pai Worst
possible pain
e, £ i AR RS 4 0 SRR SO R ORI ST L, QRS S S e e G o |
« Duration: ............... ( ................................................. Days / Weeks/ Months (Strike out which is not applicable)
« Character: .......... LA

« Frequency: ........... M .....................................................................................................

. Interventuons‘

6) Past History: Lﬂ

a) Surgeries: ......... L«QJ .......................................................................................................

b) Medical: ..........
Docu. No. : RCHBH /FRM / CLINICAL/ 098 (PT0)



Patient Sticker
7) Allergy: [ Yes Mlﬁes:.................... ................................................................................................
8) Current Medications: [ Prenatal Vitamin L 81 RS et S e S e

9) Prenatal Medical History:

one
1 Chronic Hypertension
] Gestational Hypertension
(] Diabetes

'

[J Gestational Diabetes
[J Low placenta

[ Others if yes, specify

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

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

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

;&l&qnw Iz Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

OBCU Obstetrical Triage Acuity

LB

Signs of Active Labour

Scale (OTAS)

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

Suspected Pre-term Signs of Early Labour/ | Discomforts of
Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 ek
Seizure activity m, headache, visual | > 40{32‘1 wr}tuwm%ut
disturbance, RUQ pain | 3SSCC1aled signs an
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 for diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) + Rashes
Time seen by Doctor: ............. 5] .... 'p( .... . ) ..........
L

Nurse Name : ............

Date: ‘kw/)ﬂ ............ Time: 8‘1’04‘3'""‘*(

Nurse Signature:

cemvk ——
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Your Right to a Safe Deli very

IO T

WM oBsTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ....... ‘y{ W .......

Baseline Information:

Admission From: [E°EH J OPD Msion Desk™ [1OHBIS, SPBCHY ......coovoniinsivmmmencasssasussssasass
Primary Language: ’/Ielﬁgﬁ 1 English ! Hindi e TR O S ) X T
Do you require an interpreter? [ Yes M IFYBS SPECHY ......cvereereeseerseesserssisscnserasssassssssessssssssssassn s sas s snsssnssnssnssesssanasssssens
Source of Information: ij/Panen( ,?le L] OEIS, SPECHY .....evoceneressivsmsersosssasssssssbarssasenssisssssasstosinsssansss
Allergies: [ Yes ;Jlo/ (] Medications (! Blood Transfusion {1 Food ISR ... coccummo s csivasacuainnirs

HYES, IOBMMITY .o vcoreconeoicBiescosvbmgusspatoccssassssitns e i sps osm i s oo el A g s eV angabdi L o aes o dories bbbl

C’:HT"“‘%Q}W ......... Name of the Doctor: J7Y...:
.......................... Moarsy e Time Notified: ﬁ}.—pﬁ“/

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record 1 Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

w51 o -~

Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual HISIRY: ..ohiih. v lugn o Caesarean Section: _1MNo—[ Yes Contraceptives: [INe~ [ Yes
................................................................. Cervical Cerclage: NG [ Yes Vaginal Discharge: =0 [ Yes
Onset of Menarche: .........oooveeeeveeeevvcciianns Ectopic Pregnancy: ;&0 [ Yes Post-Coital Bleeding: ,L}Nf O Yes
Menstrual Cyc!eyim [ lrreqular | Myomectomy: /l}No/E Yes Infertility: ,Z( 1 Yes
Last Menstrual Period: ... E[ { ....... Others: If Yes Type: +Primary (] Secondary
Obstetric History: G ...’ P s ...................... N T ol .

Provions L80S: ...l B e ek

Current Medication: }DNone/ ] Yes, If Yes, Fill the reconciliation form .

Family History: [ No Abnormalities Detected

[ ] Heart Disease }Hvﬁension 1 Diabetes [ Stroke [ Seizures [ Kidney disease
LI Liver disease B OIEE it ctinss v sivsnito i sass RSP p T30 S et ot s oo Bl woe st s ams b MRS e ppsbassos it MR SEME L1

Vital Signs / Measurements: Temp: 0[!( / HR: >E> (Cflﬂm
BP: . M40 Weight: .52+ Height: ... BMI: o

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

"

L=l

PHYSICAL ASSESSMENT

General Appearance: M L1ill looking ] Anxious LI Agitated 5013115 R

Fall Assessment: [ Yes /E‘fo Score ... YO, . (complete the Morse Fall Risk AséessmentSheet)

Risk of Pressure Sore: ’C/Yea/: No Score.i<........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: I a patient needs assistance with any ofthe foﬁowing inform consultant
" Mobility problem [/ Walking Problem /Zﬁnormality Detected
- Developmental Delay . Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

-

NUTRITIONAL SCREENING: )?ﬂoA/tmormality Detected

1 Overweight ! Poor Appetite > 3 Days I Needs Therapeutic Diet.
[ Under Weight ) LI Diabetes Mellitus ") Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_~€am & Cooperative [ Restless "I Depressed | Agitated L1 Confused

Inform consultant for positive criteria

Cultural & Spiritual Needs: ] Yes /ﬁf RIBEAONOIN ... 2 st s Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single L~Married  [Divorced [ Widow

2. Special Habits:  Smoker: | | Yes C)Ojﬂ‘ Alcohol Abuse: [ | Yes D)n/ Drug Abuse: []Yes [ INo

kst e SN, v 2 & - (SN . L SN e A

Orientation has been given regarding the following aspects:

Call Bell in Reach :% “No Waste Disposal Explained: Yes [ INo
Infusion Pump : ~Yes [ INo LlYes (INo 1 Others

Above information givento .................Mal A A2 o

Name of Person Orientation was givento: V[t eens~

OriOMRIOD AOLRBNRBRBON. ...........o0.:.c..ooapmsscinsfovsostionsbaioneessiosssorsssorsiotaseasbacsssns
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PAT'ENT TRANSFER FORM !-Ilagasm[?o!r}ag‘!m .BYRAINBOWHDSPITALS

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00640370 IP5-00175909
Mrs RUBEENA SAMREEN

e A [dhb. S, shh o6 i,
ML A

"u Transfer Ordered by Reason for Transfer
Dx - P Sreutfusey Obseso+ae,
91{o(dj ;

From Unit To Unit A-/ymm;n to Attendant
B (i ) S0 %O

Number of Sheets in Clinical File Number of Imaging Films Personal belongings includi

/U\O i pll = @ : M

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1
2.
3.
4.
'
5.
Shifting Summary / Notes Written by Doctor : ~ Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

£i¢. gwékgﬁ. D - ng,um edily

Patient & Clinical Records Received by :

{oueld

Date & Time of Patient Received : 3 ] q { ¢ ¥ @ W Y~
—

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



BAH-00640370 IP500175309 ”//

T gﬁ'..“d*’;;‘;;:s ‘Birth Right
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INDUCTION OF LABOR CONSENT

Name: ......, NVL@BM B0 & L\ Age:r ... L. Gender: Male[] Female .4+
T TN T TR e S Date: ..... 3)7}/l~6 .......................

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor,

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have compﬂcatlons dueto possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I'have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient 1 Patient Attendant: W

Signature: T e O G e SR N O ey )
NAME: ........cconntesreren s 8 DA M Name: gM\k&M?&YVEQ\/\ .................
Date & Time: ...... } ....... ,M% ..... UQJB\"'\ Relationship with Patient: ... A $YWea

Date & Time: 3\3')6,%@;&/\(\. .............

Doctor: Witness

Signature:

; . N tLVJﬁB) ..............................................
Date & Time: ....... 3)4—} = o s : Date & Time: .. [a—l% @ Y/l/rl/"(

Docu. No. : RCHBH /FRM / CLINICAL / 173
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INFORMED CO""—"— e “lﬂllI\L B'RTH Hospital ?‘Wﬂﬁ
; ‘our Right to a Safe Delivery
BAH-00640370 IP5-00175309 PN 10t trdt 18 e i
Mrs RUBEENA SAMREEN

02-10-2000 25v9M1o
Dr. DR.M PRATHYUSHA R|

ot TR oo o0 OIHO

Gender: [ |Male []Eprale Date: ... T PR, THD® & ? !uj\’"\ .........................

(F

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate anesthesia
may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious disability,
which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure: ....... D'\( ..................... Eﬁu\'\fa ..... pf‘l Qj

Consentee : Patient Attendant :
Signature : ..... : mw ....................................... Signature : ............
Name : “ W QL_( b CAAAG... Name : ...gk.ﬁ. ‘?vjﬁla ..... PCX-‘V e_ﬁ_b\ ..............
S e . M O H’w o
g B\’i‘bs'jﬂd)"‘ Relationship with Patient: .5 5. N Y
7/

Date & Time : .....2. f?[l(, ......... .3 00 Mpoe...

Witness : Doctor (who is taking the consent) :

Signature : ......... dgwf” ................................ Signature % .........................................

Name: ........... {S ................................................. Name : B\{ Dbkl .. S e

Date & Time : 4119')%’{@ ..... W ........ Date & Time : . g] f,r’ ,[ p 2 6 cf o9 M

Docu. No. : RCHBH /FRM / CLINICAL / 028
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .............. L"I;Ulé ......... £ || AR 6 d)'-f\ ..............
Origin: ......... ddior- Height: ...... 1590m.. Weight: éQrBKj BMI; 220 Kﬁ [‘mz'
FRDRANIERINE: .......cccovoiiscivsiinsscnibmsrisesisuapiinl NO .............................................................................................................
@ Diagnosis: ............JP. MO ..., / P&%‘OOM ............. PZQ«‘J\!OVJ ...........................................................
Typeof Diet: J Liquid +Soft 1 Normal [ Diabetic
1 Vegetarian B’ﬂn-Vegetarian LI Vegan
Diet Advised:
........ A0dbign . prodin. DXL
A ploady oy Gral... 0wt
— Avdh 4 EP?(’;,,C)\QJM gOuhfciQUM
v
Patient’s / Attendant’s Dietician’s
- 2,
Signature: ............... ®ﬂ .......................................... Signature: ............ /g OJ/}'.'Q/ ..................................
Name: ... Rislaeeinan................ B T S B ....cor b i RO .o ireiind
Date & Time: L*WQZ ..................... Date & Time: ................ 4{’”’25 ........................

S €

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

Time
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
R T ] b.No

R R T i v T T ies i uirissaaodlasesiduns dcso UMD AR AL SR o ot soanss stastosnsihias s U SrORGIPIL

3. Nipple condition:
a. Nipple well formed
[0 b. Flat nipple
[J c. Inverted nipple
O d. Short nipple

4. Milk flow:
_B/El. Good
(1 b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
/{ a Baby goes to the breast
[1 b. Mother always sits with a back support
[1  c. Ear-shoulder-hip should be in a straight line
[J  d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:

-D/"a. Yes
L1 b.No

7.  For Caesarian mothers:
(] a. Mother is required sit and feed from the 4th feed

(1 b. Please explain football hold

8. NICU admission:
[ a. Mother needs to stimulate her breast for 2 min every 2 hours

B OO IDIRE......... 5. s cionen s cenerrmmsssstti o oo e A sy o 8 A T PN R s B LS o

Continuity of Care: Date: 3][9(«%




