Name

Father/Guardian

Mrs AKHILA REDDY,) UHID

Mr MR.SRI RAM REDDY Age/Gender

|
Rambow } .

Children’s BirthRight
HOSp'tal . BY RAINBOW HOSPITALS
\"_our_R g_hI; a_Sa!; Delivery [

BAH-00579692

32 Y10 M 29 D/ Female

1-10-20 PRANAYV HOMES FLT NO 202 STREET 3 ASHOK NAGAR , Ashok Nagar, Hyderabad,

Address Telangana, INDIA, 500020
IP No IP26-00006939 Admission Date 24-07-2026
Ref Doctor Self
Discharge Date 26.07.2026
o DISCHARGE SUMMARY

Consultant:
Dr. KADIYALA RAMYA THEJA

i MBBS/DNB

| TSMC/FMR/01458

fl

| Diagnosis: G2A1 AT 32 WEEKS WITH PRE GESTATIONAL DIABETES

MELLITUS ON RAL HYPOGLYCEMIC AGENTS AND INSULIN WITH EARLY
' ONSET FETAL GROWTH RESTRICTION STAGE 1 FOR ANTENATAL
CORTICOSTEROID COVERAGE AND GLYCEMIC CPNTROL

History:
LMP: 12.12.2025
EDD: 18.09.2026

Obstetric formula: G2A1l
Gestation at admission: 32 weeks

Obstetric History:
G1 - 2024 - Spontaneous complete miscarriage
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Name Mrs AKHILA REDDY) UHID BAH-DD579692

IP No IP26-00006939 Admission Date 24-07-2026

G2 - Present pregnancy, Spontaneous conception,

Medical History: Nil

Surgical History: Appendicectomy (Open)
Family History: Father - DM

Allergies: Nil

Antenatal Details:

Mrs AKHILA REDDY., was booked to Rainbow hospital at 19+3 weeks of
gestation. Previous ANC's elsewhere. She had regular antenatal checkups and
investigations as advised. She was on T. GLUCONORM SR 1 gm twice daily for
her blood sugars. NT + FTS was low risk. TIFFA was normal. Fetal echo was
normal. Home Blood Sugars readings were Uncontrolled - Physician opinion
was sought and started on Insulin + OHA. Growth scan done on 01-07-2026
showed SLIUF, 28+5 weeks, cephalic, fundal placenta, AFl 19.9cm (85th
centile), EFW 1043gm 5%, AC 2%, Dopplers - normal - FGR stage 1. Fetal
growth monitoring was done by serial growth scans. Growth scan showed
SLIUF at 30+6 weeks, transverse, fundal placenta, AFl 20.4cm (85th centile),
EFW 1277gm 3%. AC <1%, Dopplers - normal/ uterine dopplers increased
resistance - FGR stage 1. AFl doppler scan done on 23.07.2026 showed SLIUF,
31+6 weeks, transverse, fundal placenta, AFl 22.7cm (92nd centile), Dopplers -
umbilical artery increased resistance 90th centile/ uterine dopplers increased
resistance. Couple was explained in detail regarding scan findings, need for
admission and strict fetal surveillance, chances of preterm delivery for fetal
indication - static growth/ abnormal dopplers/ fetal distress. She was admitted
at 32 weeks for antenatal corticosteroid coverage and blood sugar monitoring.

Investigations: Enclosed
. Blood Group: "O" Positive
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Rainbow" o
Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery N

Name Mrs AKHILA REDDY.) UHID BAH-005796092

IP No IP26-00006939 Admission Date 24-07-2026

Management: On admission, vitals were stable, uterus was relaxed. Fetal
heart rate was monitored by admission NST and was found to be reactive. She
received 2 doses of Inj Betamethasone 12mg intramuscular 24 hours apart.
Regular Blood sugar monitoring was done and controlled as per physician
advice. Strict FHS monitoring was done. Close maternal and fetal monitoring
done, which was uneventful. She was hemodynamically stable and found fit for

discharge.
Advice:
1. Diabetic diet
-~ 2. Tab SOLFE EXTRA once daily at 11am till delivery.
3. Tab SUPRACAL 2000 once daily at 2 pm till delivery
4. Tab SUPORT once daily at 2pm till delivery
J 5. PRO-PL lite - 2spoons in 1glass milk twice daily
[I 6. Tab. Zofer 4mg SOS.
i 7. Plenty of oral fluids.
8. Strict fetal kick count.
9, Continue diabetic diet, Gluconorm and Insulin as advised
LOL
11. Home blood sugar monitoring, every alternate day - FBS, 2 hours ABF, AL,
AD
12. Home BP monitoring, every alternate day - report if <130/80mmHg
| 13. Growth scan on 30th July 2026
:' Review with Dr Ramya Theja Kadiyala with growth scan on 30.07.2026 at
1 Rainbow Himayatnagar hospital.
'5 o The content of the patient discharge summary, medication, food & drug

interaction, care to be provided at home, nutrition, immunization and safe
‘ parenting, when and how to obtain emergency care etc also have been

HIMAYATHNAGAR BANJARA HILLS . HYDERNACAR . KONDAPUR OUTPATIENT CLINIC ()¢ ndivF)  SECUNDERARAD KONDAPUR L B NAGAR
PR PTG —— 555 gy 3 Emargancy 3
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Name Mrs AKHILA REDDY,) UHID BAH-00579692

IP No IP26-00006935 Admission Date 24-07-2026
explained by doctor ................. in a language that | can understandfand |
acknowledge.

Patie nder

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at rainbow
children's hospital just dial one toll free number - 18002122.You can also take
appointments at any time by going online
website www.rainbowhospitals.in

-

\ 0

Registrar/Residéﬁi:‘-&E,M.——d
Consultant: St 1o
Dr. Kadiyala Ramya Theja
MBBS/DNB
TSMC/FMR/01458

v




e ’ e Rainbow Childrens Hospital-Himayatnagar
e i
Rainbow ! . Rainbow Children's Hospital, Door no, 3-6-267, opp. Cafe nlloufer, Old MLA quarters road AP State Housing

Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital | Birtfgnt TEL NO :040-48873000
wRalabow WEB : htips:ffrainbowhospitals.in
I
| ADMISSION SHEET
| HECIO U (i
Registration Details :

!
Admission No : IP26-00006939 Admit Date : 24-Jul-2026 Admit Time :03:01 PM UHID ;| BAH-00579692

!

i
Patient Details :

Patient Name : Mrs AKHILA REDDY.J Age | :32Y10M29D

Guardian : Mr MR.SRI RAM REDDY DOB : 25-08-1993

Gender : Female Religion

Occupation : Martial Status : Married

Address (H) . 1-10-20 PRANAV HOMES FLT NO 202 STREET Phone No : 9705015898/ 8500000468
O .?.Q:%g?;:ﬁg&%&sohzook Nagar Hyderabad E-mall : nai23@gmail.com

Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-414 Ward Name :4F-OT
Room No : PDA414 Admission Type : First Visit

Contact Details :
Néme : Mr MR.SRI RAM REDDY Relationship : Husband
|
Contact Address : 1-10-20 PRANAV HOMES FLT NO 202 PhoneNo  : 9705015898 '

STREET 3 ASHOK NAGAR Ashok Nagar
Hyderabad Telangana INDIA 500020

O Jpature

Doctor Details :
doctor Name : Dr. KADIYALA RAMYA THEJA. Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  :Self Phone No

]
Co-Consultant

Payment Details : Deposit Amount  : 5000.00
Payment Mode :DC/CC Card Payor Name : ICICI ICIC] LOMBARD GENERAL
y Y INSURANCE
le
‘!
“rinted Date / Time : 24/07/2026 15:54 Printed By : 020635 Page 10of 2
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BAMH-00578682 |P26-00006939 )

AKHILA REDDY.J P
':.':-‘ﬂl-‘lns A2Y10M 300D (F) . :: )

[ RAMYA THEJA Rainbow w®

Vi chiarer | e
CROSS CONSULTATION FORM

. ¥
Doctor Name : W Nhsmom  Lene,. I ; Ay

Diagnosis :

Hospital * oo......... A Mospam. i, Type of Referral :
[0 Emergency
................................. O Urgent
Referred for : pinion O Co-Management O Transfer of care
[J Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations : Q — pwl y n
_ Jr“"(
- \uv
R i L
I >V
Vo Qo) \ Qe 13y

it

G——) A.ﬁuo v CW‘\

SN
O, — Prean -
\ \ e by T
) v Pfx — DMy
‘\{) [
Consultant :
; { WEre, ) IL,,_ _ 4 %2 E X T
Name . H sk Snmuin KE L Signature : oo oo Date&Tlme:...)..‘..) ....... e W

Doc. No. : RCH / FRM / CLINICAL / 049




PATIENT TRANSFER FORM

%

Rainbow’ . L
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

Patient Name & 11HIN At~
BAH-00576802 |P28-00006939

Mrs AKHILA REDDY.J
25-08-1903 2Y10M26D
THEJA

— i

7

Date & Time of Admission

It

)

Date & Time of Transfer Order

aum\ F{6¢
\.\,G%@ pM

Transfer Ordered by

{O%— Mmool N

Reason for Transfer

O A

From Unit

N e~ po -

To Unit

?/&?O LFS\

Information to Attendant
Yes| | No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

@ @ Yes [ No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity

1;

: by

3. i

4.

5.

Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

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

e 0l | b D Maggha

Patient & Clinical Records Received by : '
\grmna[ﬁ_, @ U. 20 PM

204 |#/2,

Date & Time of Patient Received :

If the transfer order time & Completion til'ne is'more than 30 minutes, please tick the reason mentioned below :
| Unavailable Bed "] Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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ACTIVITY RECORD FOR BILLING

\\

Ral?cllaow \
Children’s .
Hospital BirthRight

It takes a lot to treat the fitte, | ur Right to a Safe Delivery.

N - ;}&:o;?:.:gpp e I S i
ame: chy KA::A Vﬂmun ;
UHID No : ” " ”mmmm!””, ’” ----------- Consultant : - m———————— Dept :
Date of Admission . - 18 [ —mmmmmmmmmeee Date of Discharge : ----=-—=====-——-- Time: -=—----=-----
Room / Bed No : ========mnmueum Ward : -======mmemeeeeee Suggested Billable bed type : -------- ---
WARD TRANSFERS
Date Time From To Signature of,h_.lijrse
9«%\\?@‘@2 e pm  Ple—pdd Loom | ARS/ Mo
Cross Consultation Visit
Doctors Name Date Order No. Signature
i
" B Nisanth Mcﬂ«j &{ )Thzé 116/71/‘0 % B C&\

2. -'.‘Cmcx\fﬁb\.,{

> 0w O WM/C/}:}NL’

fl
|

L

\ NI
O MM q
T

10.

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

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date Proceedure

Quantity Order No. Signature

FHE: - 27[?[942,

ANY OTHER INFORMATION 1 o

— 1238b)m , Yam ~1Y2blm_ Lom- 1 26bly

Jpe)

—13<h]m: R

a\ok

\ ' 4
?’fl Homafond & Dow “F LM{@@’;FD\/L]HA‘

~
Soblkar 6 Nea.

s gt O e
TACYT
Date : i Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00570892 )
28-0000
Mrs AKHILA REDDY.y i

25081903 g
Or. KADIVALA RAMYA 1 © ) "%

i Chidrens .0 BirthRight
os p|ta BY RAINBOW HOSPITALS
IP ADMISSION SHEET FOR OBSTETRICS

It tokes a lot to treat the fittie. Your Right to a Safe Delivery

Presenting Complaints LMP: D_l 2024 EDD: ;g'q ['2,(’ ‘
At For Clees(d Loreton corected EDD: & GA: Qo
Obstetric Formula: Y Menstrual History: Regular, '/@43 L] No

e -

. ’ Obstetric Examination
Obstetric Hostory: ,
T - 2024 c ' Fundal Height: (b &1 8 - ?>C“V\X(«
My~ - ; : “
1-d022 Oonwh WCWAC'IWHYZ [ Relaxed ] Mild [CJMod [ Severe

Present Pregnancy Record: Liquor: __[-Adequate [ Oligo ] Poly

’ _S:\ - PP / %Wﬂ PP: 1 Cephalic [ Breech Others

N1+C1§° Zrmo b Head Fifths Palpable: _
RISK FACTORS: - ¢ rp . NQLVNDD FHS: _/B’(ormal (] Tachy [ Brady [C] Absent

4 Gl D Eho - )

C\AQJJ“ DM\ (@ C S’Wh) Per Speculum Examination Nh’jr done -
\ \} Casded o M{piwm Draining: # [JPresent [ Absent [ Bleeding
41 RS~ 2 B Colour of Liquor: [ Clear [J Meconium  [J Blood Stained
Hope-C-y. ?
Wt 24wl Gadee (jf\g"ﬁfv\ Vaginal Examination () ol d e
N Cervix: ] Long [] Partially effaced [] Effaced
g [£11] | < P cm
Weight: ...... kg Os: Closed Dilated
" AIETGies: .........ocvrreeeene N Merbranes:. | [ Presait [ Abamit
Bgact ol {1 Aol Liquor: 1 Clear [ ] Meconium [ Blood Stained

General Examination:

Consciousness: | <L Pallor: sl Presenting Part: [] Vertex (] Breech L] Others

Icterus e Edema: — Sutton: 00-3 0-2 O-1 Jo0 OO+1 I +2
Tempi""{fhfﬂt ' PRZ‘%'J’IW\:\ Pelvis: (] Adequate [] Doubtful

BP: J1b [0 m«»’&d DTR:

cvs: €\ Q RS BHE(3) A

Liver/Spleen: N\ Urine Output: ( \g

- DIAGN;ﬁS --------------------------------------------------------------------------------------

HuR QLan

G ]%é)vocdu, e (/DM o 0¥t + Trsilen
: \9&9\_}-4‘5 @MC&- -

Docu. No. : RCH /FRM / CLINICAL / 087 : (PT0)
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BAH-00578802 1P26-00006939 - 7 '
‘:H 5

Mrs AKHILA REDDY.J
25-08-1903 2Y10M2D  (F)

Dr. KADIYALA RAMYA THI

Wi

Family History:
Surgical History:

Medical History:

Pably a1 GLucoNDEN <P
(Geomg.

Medication History:

T Teow

Plan of Care:

Mmcion €76
e WMM 0"'“91%1*1.

NCT- BD
GRBS Awm\f—u‘m@*'

AP Mmd,&«j uh lm’“&_‘j .

P




BAH-00870802

IP26-00008939

Mrs AKHILA REDDY.y

V

N

;:.no-u::u 2Y1oMBD
ﬂmﬂﬂlﬂlﬂmﬂm | Eﬁ'?g e | @ BirthRight
”'m"" HOIS plrtea| . :ﬁnmnwiosgng

It takes a lot to treat the littie

PROGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

ga;-?me Progress Notes
A\ ﬂ
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- M&H oW ﬂ\;jfj?u:bw Z&Wow
pO_r(; CP\)} ‘
Lo, ol Ol o
J \{‘(}W
DeRanprts AUSTR
9‘(’,4!70"‘? Ao o a/‘/’V]aWwLV
a[mf, Cofn] Dru jf’cdxv) (632) ! e SF?«,([ ,ﬂf«- Noernr
CC A2v bl ~de
Vikedo o-)-z-!wet
T P Ak~ 28-3 oot | NsT 8p
Fns @R -| Gres mmurlw} Presreasd -
Ly’ AoD - B N ey Gre )\““ff
OF fee_
(R85 ~ BCmy(h (Frelnn) o Phuorer i Soclole ¢/m
- 4 = /
| _ M v
L—?&D/@ B Mokt &T—}
_NA ey o {h“. fzﬁ:-oolq 6(:@ S)c__ S.}u”"_‘
L /nQn 6285 @ {‘3,)77’0; '
W

‘0. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;?m Progress Notes Doctor's Order
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25081903 2Y10M30D  (F) Rainbow® .

BAH-00570602 1P26-00006939
Mrs AKHILA REDDY.J "Z

I\

Dr. KADIYALA RAMYA THEJA Birth nghtm

hildren’
OO A Hospita | ()

It takes a lot to treat the little

PROGRESS NOTES AND DOCTOR'S ORDER

ga;'?me Progress Notes . Doctor's Order
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AL Children’s BirthRight
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HUGRESS NOTES AND DOCTOR'S ORDER
ga;‘?me Progress Notes C}.Lklb v M (.4 Doctor's Order
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Mrs AKHILA REDDY.J - Rainbow® . ) i
e Children's | @ BirthRight
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 nuGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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Patient Sticker E?.ii?c'u’:%‘ﬁ:; ( BirthRight’
PROGRESS NOTES AND DOCTOR'S ORDER
ga':‘?me Progress Notes Docter's Order
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BAH-00570802 1P26-00006939

Mrs AKHILA REDDY.J . . .
a2y10M28D \ l | .

A s Achla Rainbow” | @

i Shildrers| @ BithRight

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

DRUG CHAR

-2

Date of Admission: e.?Lll-}l% Drug Allergies: ........ccoeev.e. DiL ................................. 9’6 known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

H\IURSES

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
T@e

Dose

Route [ Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Ti@e

Y

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tij;ne

¥

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4
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|P26-00008939

T?EE:D:“Z;': . :'r G
" e
Date

DRUG: /| SolrE £xTru-

Tie

N

Dose Route | Frequency |Start Date
b | flo oo | 29

Al

Name & Signature of the Doctor

Starting the Drugs: JQ/
D 1

il

Additional Instructions:

(Om, lh»b)

Daily Doctor’s Endorsement by a Sign

DRUG: | SUPRACA(.

Date

Tirpe

2

Dose Route | Frequency |Start Date
| 4@l P(> on  [4])

Name & Signature of the Doctor

Starting the Drugs: "N
/L/ Q\‘S i
e N\
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG: [ SUPoRT %?;qu\ﬁx

Dose Route | Frequency |Start Date
(4ot 1o o0 23]y

Name & Signature of the Doctor

Starting the Drugs: )/

Dose Route | Frequency [Start Date

i Ll
%N g)’
Additional Instructions:
(M Ldh J'H-"rm/mw)
Daily Doctor’s Endorsement by a Sign
DRUG : Dater

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Sheet NO: ............ REGULAR PRESCRIPTIONS weigt.......... Ward ... R
DRUG : Tine]

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : poter
Dose Route | Frequency | Start Dt. ¥
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dates
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : P

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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It takes 3 lot to treat the littie. Your Right to a Safe Delivery
Sheet NO: ... REGULAR PRESCRIPTIONS  weignt ........... Ward ...... \kX—
. Datey
DRUG : Tipe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater
Dose Route | Freguency | Start Dt. i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : %%i’

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Weight. ...............c..c Ward. LD(\

Thsoln deqUaded( TTva )

Date>
VARIABLE DOSE Tlme I Nurge Sig l Nurse Sig. l Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor oo o Lo .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i pose pose E
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DOSE jg‘le l Nurs;Sig. [ Nuts;Sm. [ Nurs&Sig. Numaﬁig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i bose Dose et
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o uee Does -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. . Dosage & Other ;
Date Time Medication Instuctions Route Signature Nurses_
By })')’ﬁ , ' _élw_
oy 5 BeTAMETHA-GNE &m?) s | i
‘;{\7 3% M,Béfﬁmxf-'rmmdg By m W e
| 1y EETeH
Y : NI RY2oDEg C Vo b Sle | oo =5
2 H’ q‘\OPm(oagv_ugu +W.?> 3 ' | .
RYIF | [ rgopm M —AerRAPIG 8 Vet sle | -
416\4/ IO.?,OPM A€TEA fIn b uniTs < e A (E&

A T ol fiog U

Page: 3/4
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Dr. KADIYALA RAMYA THEJA

U0 AR S V. FLUIDS CHART Weight. ... Ward, ...\ 8-

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
mil/hr Sign Sign | Stopping| Sign Sign

r Date Time Composition of I.V. Fluid

(If infusion, mention ml./hr = Mcg/kg/min. etc) Route

Page: 4/4
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It takes a lot to treat the littie, Your Right to a Safe Delivery

RESULT SHEET

Date
Time
Hb
PCV
RBC
WBC
N/L
Platelets
CRP
Q ESR
' PCT
RBS
) Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
- T.Bill/Conj
T.Protein
S.Albumin
9 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. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

H1V

Hb\H
we:

Radiology :

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

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

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

................................................................................................................................................
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Early Warning Observation Score Chart - Obstetrics

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

Date

AR,

2|

Time | 8 | 9

10

11

12

3

N2/

?ﬂ11121 2)3|als

>30
21-30
11 -20
0-10

RESP
(write rate in
corresp. box)

94 - 100 %

Saturations <54 %

Administered 0, (L/min.)

40
39
38
37

3,dwsay

36

.-gl

35
< 35

170
160
150
140
130
120
110

100

2)eY WeaH

20

80

l‘\%

%)

70

A

o
A

L

60

50
40

190
180
170
160
150

140

130

120

110

e

100

.
-.|>|£

9

—»
anssald poojg joishs

70
60
50

A\

130
120
110
100
S0

80

70

60

‘_.
ainssald poojg Jjoiselq

r/

50
40

Alert

NEURO

Voice
Pain
Unresponsive

RESPONSE
[+

> 30
< 30

URINE
mils / hour

-

-

-—

-~

Proteinuria

Protein + +
Protein > + +

Normal

Lochia Heavy / Foul

— -

Clear / Pink

Liiar Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

>

& e

Nurse Initial

o

QP

L)
(b
"'\




[

Obstetrics and Gynaecology

]

Early Warning Signs
& )
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
4 N E
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ J N
a N
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)
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t takes 2 lot to treat the fitt Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

\ak
15\/"‘ \ = 0

RESP
(write rate in
corresp. box)

/%5 8 I S M) & 5 . il RS OV N N N VN I NN (O ! ) S . .
S O O = R J---Ed---b“!---u'd =

94 - 100 % --m----! ---l\a!---Tﬂ---W---'ﬂ"

Saturations <94 %

Administered 0, (L/min.)
40
39
38
37 At KL C
36 ! -\ r
35 y
” < 35
- 170
160
150
140
130
120
110
100 H) g r= = Y
90
o % 4) ‘a /L —
70
60
50
40

190

180

170

160

150 :
140 IU& VB 95 T go e
130 P I

120 P
110
100
ﬁ 90
& 80
70
60
50

130
120
110
100
90
B0
70
60
50
40

NEURO Alert el - ~—t = [ ] 1

RESPONSE Moice
[v]

2, dway

ajey Leay

—

—
anssaiq poojg joishs

Us-l..

4\
B
%l
N

P
ainssald poojg 1jolselq

Pain
Unresponsive

URINE >30
mis / hour <30

Protein + +
Protein > + +

Proteinuria |

Normal
Heavy / Foul

Clear / Pink
Green

Lochia

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

BeR

<€l
N

e




26
25 ll%\QG / ¥z
Ly & Yam — 1365m
= O
Obstetrics and Gynaecology
Early Warning Signs
1 Yellow Alert :
Repeat Observations
in 30 minutes
~ N
Complete a Full %Yﬁl::cr)]w é:)e;tsto.r _1 Orar:;_;;r-:R Alertt:
all the Obstetrician and Repea
Set of MEOWS Observations
Observations in 30 minutes
\ / -
-

9

> 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)
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Early Warning Observation Score Chart - Obstetrics

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

%M”"

RESP
(write rate in
corresp. box)
Saturations
Administered 0, (L/min.)
40
@
3
uﬂ
(]
<35
170
160
150
140
130
% 120
< 55
=
o
e 90
80 O
70 i
60
50
40
190
180
170
160
v
= 150
% 140
= 130 T
t s T30 a
(=8
3 = i)
g 90
80
70
60
50
- 130
= 120
§_ 110
& 100
l “8—" 90
2 80 g
o 70 “1'
g 60 I
3 50
40
NEURO A'?"‘ 8 I [
RESPONSE No\on
[v] Pain
Unresponsive
URINE > 30
mis / hour <30
Proteinuria Prot(t:m +2
Protein > + +
. Normal
bachis Heavy / Foul
Gtk Clear / Pink
q Green
TOTAL YELLOW SCORES [&)
TOTAL ORANGE SCORES

Nurse Initial

j =

-




Obstetrics and Gynaecolbgy
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

. S

~ N N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\ J \_ Y,
- N

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

- J

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART

1. All measurements in ml.

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

Intake

It

IV Site

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

i
; phlebitis
Urine Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

/—

09:00 am

A

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

.

05:00 pm

™

06:00 pm

A
07:00 pm

Total Intake :

Total Output :

08:00pm| }

09:00pm| |

10:00pm | o

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am \

03:00 am

04:00 am

™
=
w1 S;Ee-—qr-——" Sh

\

05:00 am

06:00 am

/

-1

07:00 am

7

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 09

2

poied

Total 24 hrs. Output
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M T B

Sheet No, 2 cocoinmvinmnina

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.

VT ) Olﬂmli & IV Site

i 25 it ol 23 : Thrombo- f
Nature ; ; i : hiebiti Sign.
Date Time of Fluid Route NG | Diarrhoea | Vomit | Drainage | Urine Dsgogs Nu%se

v b [ Mouth | 1V | NG |
08:00 am ) /] I

|
%\ 9o0am| w0 | \) il = / 1@
10:00 am o, Vi / I

11:00am [ |

; v
12:00 pm { v // e
01:00 pm
Total Intake : T} T Total Qutput: (| — 0 p) —
02:00pm| N\
03:00 pm # /

04:00 pm i I ¢ i}
0500pm| - O 0 (bé
0600pm | | N ) == 1 i
07:00 pm / / \
Total Intake : # Total Output :
08:00 pm e Y , ; {
09:00 pm )4 / I X
\(\p 10:00pm| ¢ / / { . %
\
\

e

SVp,

<{J\% 11:00 pm 5 W P
& |120am e N

01:00 am / o
Total Intake : i Total Output :
02:00 am %

[
03:00 am . v P , }.
\

400am| O [Ny 4 ~ / o |
05:00 am X T K

Y [os00am A i

07:00 am 7 ’
Total Intake : Total Output :

6?/%

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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| FLUID CHART |

1. All measurements in ml.

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

SR
oeis

- Output - [Twsie

' Nature
Date Time of Fluid

NG

Thrombo-

: ; : . phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PRIeO™ Nurse

N.G

08:00 am 1

wwan| | Y

\\m 10:00am | © \
L™ | 11:00am |

i
Y
S

N 12:00 pm

01:00 pm

Total Intake :

Z|ole|lelele o

Total Output: () -

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

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

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

Total 24 hrs. Output
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Children’s | @ BirthRight, |
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" L

\

( FLUID CHART |

1. All measurements in ml.

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

g F e L Ih A B "?ﬁake

Sk %

S8 ] IV Site

~e oo | Nature
Datg | Time* | 5renyg

Route

o e w e g QOIS

NG

=T v+ Thrombo-

) N . e 1 phiebits | Sian.
Diarrhoea | Vomit |Drainage | Uring | PSS | oo ros

Mouth

Y

08:00am | ~._

(09:00 am

10:00 am

11:00 am

£12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm-

05:00 pm

06:00 pm

07:00 pmi

“Total Intake :

Total Output :

(8:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Tofal Uul'put :

02:00 am

03:00 am

04:00 am

05:00 am

- 06:00 am

07:00 am

Total Intake :

. Total U_litpilt :

Toial 24 hrs. Intake

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

Total 24 hrs. Ovtput
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NURSING CARE RECORD A

"V .
oite: 22 ..

W—Airway and Oxygenation E‘gelye Pain & Discomfort ["] Maintain Fluid Balance 1 Improve Activity Tolerance ] Maintain Good Nutritional Status ["] Maintain Skin Integrity

©w -
= aintain Personal Hygiene revent Infection [ Meet Elimination Needs mwsafety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
& | [ Identify Potential Complications [ ARy Others: SpetH: s mr s i T e i e R e e
. ; ; > Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=
: _ N4 —
=]
=

~

N At Do pa B s | pustssed B po ity
>M“ﬁ"/p s %/} ’
i

=) ﬂ/Mfoff[ﬂw > o fedn }’[MW A/?aé/r | WPy
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['] Maintain Airwéy and Oxygenation

(] Relieve Pain & Discomfort

] Maintain Fluid Balance

[1 Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: 25”}2(02/47 ..............

[ Maintain Skin Integrity

§ (] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications LT ANY OHNEIS. SPECITY. ... evee ettt et ettt e et e ettt ee et ettt e et ee et
Time Plan of Care Time Implementation Evaluation Re-Assessment ';“g?;,,’;?.}',‘:
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NURSING CARE RECORD

2z
Rainbow"® s -
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litde, Your Right to a Safe Delivery

Goals

Date: 25/?/?—4 .................

.,Z/M;Entain Airway and Oxygenation \/B/Iielieve Pain & Discomfort J/Maintain Fluid Balance Mmpmve Activity Tolerance v@ﬁtain Good Nutritional Status I/B’Maimain Skin Integrity
\D/Ma‘mtain Personal Hygiene JPrevent Infection [ Meet Elimination Needs [] Ensure Safety [J Early Ambulation Reduce Anxiety \E)aﬁénl & Family Education
[ Identify Potential Complications LAY OIS SRBBHY: - o s T s T T R R S T s e R PR a e YN e e AR R
: . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

Yo

Z\M

sl
> To admwfbbfl fhe meditn

et Ty

tion as
by I/D

oo dug o]

o

Do

ol iy

‘*7Wﬂm - condilan
V75 chckid
-%qumméﬂwﬁl,%m&a ﬁ% m

?LMPL

Afternoon

Night

‘:u. No: RCH /FRM / CLINICAL / 148
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[ Malntain Alrway and Oxygenation

] Relieve Pain & Discom?ort

1 Maiptain Fluid Balince

0 Tmprove Activity Tolerange

1 Maintain Good Nutsitional Status

[0 Maintain Skin Integrity

[2)
'G'g O Maintain Personal Hygiene 1 Prevent Infection O Meet Elimination Needs T Ensure Safety O Early Ambulation Reduce Anxiety [Z1 Patient & Family Education
o Ii_‘,l \dentify Potential Complications E1 Any Others. Specify. ... veveeereirermrrernenereeernssanas U U OO PN
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It takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: - Any Infection: (1Yes [INo [ Not Known
g by i ‘ pul)\ @%)@UN OJIDYD Ry Yo | N ————
5 Surgery / Procedure: . B Post OP Day:
=%
(= Date
§ Shift 2 <¥ ML
é Medical Condition . -
=] (Any special condition to be noted): -
@ | Diet: - h
Allergy: O Yes ¢flo | ) Yeb 5306 | 0 Yes C1No |0 Yes C1No |0 Yes ©)No | Yes 0 No
Ventilation (RA, NP, NIV, VENTI): & -~
Tubes/Drains/Catheter: [ Yes E_’ﬁo O Yes q}N’ CYes ONo|OYes ONo|OYes ONo|CYes ONo
£ | Vital Signs: Temp: | AR 98. 5 }(
= .
ﬁ Res: M‘ﬁ 2 Ob/m..
@ Sp0: | aqy. | 99/,
2 Pulse: bl | Rbb/m-
BP: | o AL _[l16 (73
LOC: e
Fall Risk Score: | 4 0 ¥ -
Pain Score: |1 @ ¥ o
skin Integrity | SYoe) | (400
Safety Needs: s CNo s CINo |J Yes CJNo |0 Yes CINo | O Yes £ No |1 Yes CINo
Physiotherapy: —_— >
§ Others Specify: | 0 Yes (_No | ) Yes LMo [ Yes CINo | ) Yes [1No | Yes ©)No | Yes [ No
s Special Diet: | ~— QQ%J—
g Critical Lab Test / Values: = i
E | Other Special Orders / Medications: | O Yes 2o | 0 Yes J+No | I Yes C1No |1 Yes ©JNo ) Yes )No | Yes [ No
§ PU Prophylaxis: O Yes~TNo | 1 Yes+#"No | T Yes CINo |1 Yes ) No | Yes C1No | Yes I No
DVT Prophylaxis: 71 Yes #No | 7 Yes ¥No | 0 Yes C'No |1 Yes CINo | Yes CINo |1 Yes C1No
ADL (Dependent / Non Dependent): — -
Post Operative Procedure Special Orders: -
Handed Over By Name : :_Su m\ & e
Signature /1D : Oy @, ( I
Date: PEH'Z@ ?:6 3 5«6
Time: ba an Lpm -
Taken Over By Name : £ Al |
Signature /1D : @{ (/
Date: % 7—})'4
Time: ~ la,

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker E?lli?dr%vl:’s . Birth Right"
Hospital .w :
It takes a kot 1 Lreat the Btle, YWnghuolSl!eDauve? hd
NURSING SHIFT HAND OVER FORM
=Z | Diagnosls: ,"x Any‘lnfectidn: OYes~[2No [1Not Known
E | £ Yes SPECIHY: evvverereenene eemeereemeeseemenenseseene
:v:': Surgery / Procedure: 1 _. | Post OP Day:
g Date Shitt
é Medical Condition .
] (Any special condition to be noted):
e | Diet N .
Allergy: OYes ONo|OYes O No"ELYes ONo!OYes ONo|OYes ONojOYes [ No
Ventilation (RA, NP, NIV, VENTI): ~_ |
Tubes/Drains/Catheter: 01 Yes ONo | O Yes £1No [3¥es ONo [LiYes U No |0 Yes CNo | O Yes O No
L | Vital Signs: Teé:gf :
z - -
@ Sp0;: e ‘,
g Pulse: xot ‘s
BP:
LQOC: - -
Falt Risk Score: .
Paln Score: -
Skin Integrity <. .
Safety Needs: ;03 Yes ONo |0 Yes EINo |OYes ONo|OYes O No|OYes ONo |0 Yes ONo
Physiotherapy: - .
2 Others Specify: |0 Yes ONo D Yes ©'No |0 Yes ONo | O Yes 0 No| O Yes O No (O Yes EXNo
§ Special Diet: B
& |Critical Lab Test / Values: N N
E |Other Special Orders / Medications: |0 Yes O No|O Yes C'No |0 Yes C1No |0 Yes F1No'| 0 Yes O No |1 Yes TN
;“u,} PU Prophylaxis: OYes ONojO Yes ONo|OYes ONo [OYes (YNo |0 Yes ONo |1 Yes ONo
DVT Prophylaxis: D Yes ONo|Yes C1No {OYes ONo' |0 Yes ONo |3 Yes ONo | Yes ONo
ADL (Dependent / Non-Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name : 1z
Signature /1D : 3o
Date: 4~
Time:
Taken Over By Name : i
Signature /ID B
Date:
Time:
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MEDICATION RECONCILIATION F
DRUQ AlIBIGIOS: (coiioivesivissoineonsinsiisninniins NQ ................................... /| Not 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)

ShIfting FIOM: oo N SRIHEE 10 oo e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | nore / Time ‘:Dsmgﬁ'gg
1| <] -aRon Hed Ao on ¢ 0o
2 9. CALCuMm Hed Ao ())) ¢ CIDC
3 ”[- SUP0RT Hab Ao oD ¢ Onc
Vol 48 -
4 ’MVLA dzﬁfwla{ﬁwlq Aolals e 0 Oc CIDe
(? 12 eelel
5 | - M(d?‘@mq@lumw) oo plo 35 0C CIDC
6 ¢ 0oe
7 \ N Oc¢ Obe
8 \ \ CC Coc
\ -
R
9 e .\p ¢ O
10 ¢ ooc

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

Doctor Name & Signature : D’r ................................................................

Date & Time : ’7/{{'[ k. [@ ...... %ﬂ ................................................

Docu. No. : RCH/ FRM / GENERAL /
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

) | P =
Date of Admission: ......... 5 .... l . t .. z .. ‘)/[ )/b

Baseline Information: /
Admission From: CTER O oP L] Admission Desk ] Others, SPECIfY ......c.ccocvveevicievccriiiciecice e,
Primary Language: [ Telugu 1 English L] Hindi L] Others, SPECITY ..ooveveeeeeeeceee e,
Do you require an interpreter? 1Yes [ Nog/?es SPIBBIIY ... o coomissosmans swsisssawassonsawsns sommiin fa35amsi 4 e om s34 5550
Source of Information:  [] Patient amily E1/OHhers; SPBCHY: suawmss s oy s e s ek
Allergies: [ Yes H’No/ [ I Medications (] Blood Transfusion [] Food L1 Other: e,
YOS ORI o mmiisamarimestirvsme s o e e S S o o e B s e Do e R oA R e
Chief Complaints: .........coooooiigeiefiiiiiceeec s Doctor Notified on Admission: LlYes [INo
.............................. ?a,b NAMY ..o, Namie of the Doctor: ))I‘I\WW
................................................................................................................... Time Notified: . ..o
Past Medical History: Obtained From [ Patient [| Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
-— g =
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ............... CER Caesarean Section: [0 [ Yes Contraceptives: __+#"No [ Yes
................................... (? d Cervical Cerclage: Z]ﬁ) [ Yes Vaginal Discharge: /E?ﬁo ] Yes
Onset of Menarche: ........eccconnecevevesinnnns Ectopic Pregnancy: f No [Yes Post-Coital BIeedmg.ﬁLAﬂo 1 Yes
Menstrual Cycle: @F\e/guIar [T lrregular | Myomectomy: E/No []Yes Infertility: J,A(o [ Yes
Last Menstrual Period: ...........cccocoviininnnn. Others: If Yes Type: [J Primary 1 Secondary
Obstetric History: G ... Qoo e Ay o cmrricpr e S A—
Previous LSCS: ... \\“) ...............................

Current Medication: [ None t;‘y’res, If Yes, Fill the reconciliation form

Family History: [ | No Abnormalities Detected /
[] Heart Disease (] Hypertension | Diabetes L] Stroke [] Seizures [ Kidney disease
L] Liver disease LT OBNBI .ttt e

fores #
Vital Signs / Measurements: Temp:%a%fn.. HR: gb RR: w ........ :
B[ 0 }p Weight ............. Height: ............. BME ...

Pain Assessment:  Pain: [ Yes 2’1{ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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PHYSICAL ASSESSMENT
General Appearance: | Healthy CT1ill looking ["] Anxious [] Agitated L1 Others: ..oveieeceeeeeeeee
|
Fall Assessment: [ ]Yes " INo Score.... Q ........... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes %Score ‘D (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
- Mobility problem ") Walking Problem \mmamy Detected

U Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormality Detected

[ ] Overweight L1 Poor Appetite > 3 Days [l Needs Therapeutic Diet.
[IUnder Weight [ Diabetes Mellitus ! Hyperemesis Gravidarum
= i

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative L1 Restless [ Depressed [] Agitated LI Confused
[T ORVBIS csvcmonsvninceassviasvnns ciamen iy i v w7 0% o PR A 3 R 65 9 BB PR o i S 5 i o M o 3 SRR e R

Inform consultant for positive criteria

SOCIAL SCREENING: /
1. Marital Status: [ Single I\:l?a/ [ Divorced [ Widow
2. Special Habits: Smoker: [ Yes "/ No Alcohol Abuse: ]Yes [ 1Mo Drug Abuse: [ Yes .'E{

Social History: Lives With ................. k\\x@,\iﬂd ...........................................................................................

Orientation has bee‘nﬁg'wen regarding the following aspects: {
Call Bell in Reach : [1No Waste Disposal Explained: Ye5 [INo

Infusion Pump : \ZY:: CINo Hand Hygiene Explained:  [! Yes ] No  Others

Above information given to .. a Hi’ﬂ?

.......... PR B
Name of Person Orientation was gwento B [’{ AL

o Redday..........

Orientation not given Reason: ................... S A e




BAH-00570802 1P2€-00006939
Mrs AKHILA REDDY.J

25-08-1903 unonmn o)
Dr. KADIYALA RAMYA THE "

U Chitdren's | @ BirthRight

Hospital . BY RAINBOW HOSPITALS

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

\\

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 7/%!% Time of Arrival: ...... W ............... Time Seen by Nurse: 9‘5’5/74*

1) Level of Consciousness: [] Conscious ] Semi-Conscious 1 UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV
] Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
[ Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement LT Other RBASON: ......veicieiciie ettt e s
3) Vital Signs: Temperature: ﬂﬁQF Pulse?./ﬁ ....... RR: 80 SpOz:L&Q...... BP:U..Q&@Weight: .............

4) Gestational Criteria:

Gravida: G P L A
\y\\V\LS’ EDD: \g\q\?{(o Gestational Age: ?}W"’fM
Uterine Contraction O Yes <l No | COJNA | Onset Time Frequency:
Membrane Rupture O Yes Q/No CJNA | Onset Time Fluid Color:
Vaginal bleeding [ Yes B!/No ] NA | Onset Time Amount;
Pr Ecampsia Symptoms | 3 Yes | No | (1A | [1Yes shecy:Headache / Visual Symploms
Good fetal Movement Jﬂ/\’es CJNo | CJNA It No specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | o
[ [ I | | | 1 | |
2 3 4 5 6 7 8 9 10
' Worst
possible pain
* DUration; =X e e RO Days / Weeks/ Months (Strike out which is got applicable)

= Frequency: .

« Interventions:

6) Past History:

a)  Surgeries: ..... [ = W ....................................................................................................
b)  Medical: ..
Docu. No. : RCH /FRM / CLINICAL / 098 (PTO )
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7) Allergy: 1 Yes P{o,

8) Current Medications:

9) Prenatal Medical History:

None
(] Chronic Hypertension
] Gestational Hypertension
(] Diabetes

renatal Vitamin

L1 None

I 0 1511 3

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

(] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
Category Il: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)

(] Category Ill: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Level 3
0TAS (Urgent)
(ﬂlﬂlﬁ;ﬂﬂl < 30 minutes
Re-Assessment Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
1P Weeks
f | Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
3 Y pain <37 weeks (>spotting) >37
L weeks
o ; Mild hypertension
z Hypertension > 160/110 >140/90 with/without

ol Aemnnmeas | Abnormal FHR tracing
Fetal Assessment | Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain

« Altered level of
i consciousness

« Cord prolapse

« Severe respiratory

. 3 distress
{ i « Suspected sepsis

= Major trauma

« Shortness of breath

« Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

« Flank pain 7"hematuria

« Nausea /vomiting and.
for diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

+ Minor trauma (minor
MVC/fall)

« Nausea/Nomiting and
/or diarrhea

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

« 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: W ...........

Date: .

Nurse Signature: % ..........................................
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PAIN ASSESSMENT FORM Tt takes a Jot to treat the M. Your Right to a Safe Delivery
Pain'Scofe . ' Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Eactors Educated .Intervenlion Sign
: ] Continuous | [ Acute (] Sharp [ Dull [J Increasing O Yes W’ﬁ*
m gjm Y A n}ﬁ\ [ Intermittent | ! Chronic [J Aching 7 Burning | [ Decreasing | ] No 7 y
N 1 Continuous | [J Acute [ Sharp [ Dull (1 Increasing | [ Yes /\ﬁﬁ—
/ ] Intermittent | [ Chronic (] Aching [ Burning | [] Decreasin L) No M
Wbk b |0 | |- oo | oy |
[ Continuous | [ Acute (] Sharp [ Dull [J Increasing | [ Yes ,Lj‘ﬂ‘
Intermittent | (1 Chronic 1 Aching [ Burning | [ Decreasin 7 No
awith Ll (gp oo Ao :  Derasi o
[1 Continuous | [ Aette™ (3 St Dull (1 Increasing | 12 Yes 104
2{/’}/25 € 0/[‘9 h i O ' 1 Aching [ Burning | | i O '
[Antermittent | ] Chronic 1 Aching [ Burning ;,Becreasmg I No
[ Continuous | [] Acute ] Sharp [ Dull [ Increasing L] Yes A
2.5 Zf)zé loam| © ) 10 wi O Intermittent | [J Chronic [ Aching [ Burning | [J Decreasing | [ No @,
[] Continuous | [J Acute (] Sharp [ Dull [ Increasing ] Yes
1 Intermittent | ! Chronic 1 Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (1 Sharp [ Dull [ Increasing | [ Yes
[ Intermittent | [J Chronic ('] Aching [] Burning | ] Decreasing | [/ No
] Continuous | [] Acute (] Sharp [ Dull [] Increasing ] Yes
[ Intermittent | I Chronic (] Aching [) Burning | (] Decreasing | [J No
[J Continuous | [J Acute [] Sharp ] Dull ] Increasing [J Yes
[ Intermittent | ] Chronic (] Aching ] Burning | ("] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull ] Increasing [ Yes
[] Intermittent | 1 Chronic (] Aching [] Burning | T Decreasing | [! No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

: SCORING
i\ CATEGORY ‘
. 0 | 1 M. A ! . ..2 [at i L e e
" | Oceasional Grimace ur.Frov}.p, Freqient to constant frown, .
( . Face , | "o Particutar expression or srils withdraw, Disoriented quivering chin, clenched jaw
\ 5 i ;
“Legs Normal Position or Relaxed Uneasy, restless, tensg Kicking, or legs brawnip ¢
\ - — ut ‘- bar v &
o 1 Laying quietly normal position, Squirming shifting back and " ~ K
‘Activily moves gasily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology) . . - -
: o Moans or whimpers g¢casional Crying steadily, screams of sobs,
: : : = } : : ——=— Cry No Cry {Awake o asleep) complaint PR gRes ) frg;ugﬁf‘ comglalnfs ' !
0 2 3 4 5 6 7 g 9 10 " :
Nopein Pos‘s"lrgl??a!n - Reassured by occasional touching,
Consolability Content, relaved g:’s%g.:ggbg Being talked o, Difficult to consols or comfort
” Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) !
% i
Assessment Sedation Normal Paln / Agitation
- Criteria
Wong - Baker (Pedlatrics) Above 7 Years -2 a| 0 1 2
Grying No Cry with painful | Moans or crigs Appropriate crying Not| Iritable or crying at | High-pitched or sllent-
Immitability stimuli minimatly with painful| irritable Intervals consolable | continuous cry
0 2 4 6 g 10 stimull Inconsolable
No Hurt HurisLitle B HurtslitleMore  Even More Hurls Whole Lot  HurtsWorst | Bghavlor State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awiakens frequently | or
- No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated}
Faclal Mouth Is Jax Minimal expression | Relaxed Appropriale | Any pain expression | Any paln expression
Expression No exprassion with stimuli intermittent continual
| Exiremitles | o grasp reflex Weak grasp reflex [ Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | fest clenched foes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
. Body is not tense Body Is tense
,|. Vital Signe HR | No variabiity with | Less than 10% Within basefine or | Incraase 10-20% | Increass greater than 20% from
AR, BR 830, | stimuli variability fram normal for from baseline baseline, Sa0, lessthanor
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimuiation -
apnea . stimutation - quick | slow recovery Out of syne or
recovery fighting ventilator

—/
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It takes 2 lot to treat the little. Your Right to a Safe Delivery
gt ‘
Dale:% AN 24 /2
Time:| I [K N

Lury N9
=7 =

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

[ LA

Mobili ; ; 4 - e : = i .
o in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. L’ 4_
without assistance. to completely turn self independently. independently. z}, I/{
; 2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ! A
At . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;‘:Sr‘:;:i J;th?\griftl:fe ébm(ﬁé bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 4
wheelchair.” shift in bed or chair. 2 hours during walking hours. Lr L\
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

responds to only painful stimuli, cannot
communicate discomfort except by

Responds to verbal commands, but
cannot always communicate discomfort

Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or | moaning or restiessness; 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. L‘ 4__
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L" Ll
half of body. two extremities.
Moisture Degree 1. popstanﬂy m_om: 2 \fery moist: ) 3. pecaslnnaily moist: 4, Rarely moist:
10 which Skin is k:apt .mmst lalmost Fonstant!y S}un is often, but not always, moist. Skin is occasionally moist, requiring Skin is usqally dry, routir}e diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o Aolstin Dampness is detected every time 8 hours. every 24 hours. (" 4—- ‘-\

patient is moved or turned. l’"

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: .

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

Friction Occurs when
Skin moves against

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 \1 4_
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| ~ during move. Maintains good position L‘
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. f-r
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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.

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

Tissue Perfusion &
Oxygenation

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/dI; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan9 | High Risk:10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

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

TOTAL SCORE

8

Evaluator's Name

:%‘T




L
+ L ‘[’; -
’ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
o AT to altered mobility, consider occupation therapy referral for advice
Redmar Turning Schedule _ _
. , . Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas a1
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear , 9P y
Advance to a higher [evel of risk if other major risk
factors ‘arg present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk (el pads for high-risk areas
Position patient at 30 dagree lateral incline using foam wedges . ,
- Alternating pressure maftress 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 denisity 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 matiress overiay

n
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25-08-1993 32Y10M20D (F) ) ’,{?
Wi ’ Chiaren's | @ BirthRight
- Hos pita| . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form sl v e T
8
Date / Ti
Choose Highest Applicable Score from each Category # :: 4 Thue W ?’f% Z5 H )‘LI; Fall Risk Grading
e | 0 | Kpm| gam
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score oy
(MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ,Q -
<
IV / Heparin Lock or Saline ;es 200 .ZD 4 80 Implement
g Moderate Risk | 25 - 50 Mooerate bl
Impaired 20 f’te"em'?“
GAIT / Transferring Weak (uses touch for balance) 10 bk
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 oo Risk Fall
Mental Status ,g = Hign Risk = Prevention
Oriented to own ability 0 & Intarvantion
Total Morse Fall Scale Score: R )
Signature /' #— c@ %/

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[] Ensure patients use their prescribed eye glasses if any, in the hospital
[[] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

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

\

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

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

["] Hourly safety check

[] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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e Eﬁ‘-?ﬁ’%""f ® BirthRight
iarens
llllll!lllﬂlll!llﬁlll”lﬂllllm CHECKLIST FOR THROMBOPHLEBITIS rospital _ | (s

7 251 24
DAY-124 ~___DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E @ (m E N M E N Remarks
. No signs of phlebitis / T
1 IV site appears healthy Ghsarve cannala 0 2 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula Ne | VA
* Slight redness near IV Site
3 ;ﬁ:{;oﬁ;QgJoilowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Cannula Na- | Vd
ﬂig;ﬂ"? Toluwiig Sipns e Medium stage of phiebitis /
4 Pain along Path of cannula ?risal:;gstnnula Consider J Ne | A
Redness around Site Swelling
following Si
AlLof thefolowing Sns a1e | o1 cage o piebits o
5 Pain along Path of cannula g‘e S‘.tart of thrornbophlebms/ 4 N A
Redness around Site e site Cannula Consider n
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advancedhstagg of
6 | along Path of cannula Redness thrombophlebitis / 5 »
around Site Swelling palpable I(r:mlateltreamrent Re site Nh |V
Venous cordpyrexia AR
Signature of the Nurse B cbj,,,

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

Signature of Ward In/6harge :
Signature : ....... ﬁ .... L, Name&\W
g O e

Signature of Shift In Charge :

Signature : .........

Naru Na - RNH /FRM / G INICAL /137



. W
~Patient Sticker Rainbow® . e
- dy Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | ottt Sl
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /AGTION SCORE ™ E N M E N M E N Remarks
: No signs of phlebitis /
i IV site appears healthy Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two Of the following Signs Early stage of phiebitis / )
3 | are evident Resite Cannula 2 ’
Pain at IV site Redness
é\lf!ié)(:r:? e following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
Q\Ti(? élﬁl g;gllgx\.}l;rrlgifég:ns are Advanced stage of phlebitis or
5 Pain along Path of ¢cannula g‘e s}art of thromboppiebltls/ 4
Redness around Site e site Cannula Consider
Sweliing palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬂrxldvanl;:ed ?t%g? of
6 | along Path of cantula Redirtess } T ‘I’m ophle msé . 5
around Site Swelling palpable nit ate]treatment & site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge : Signature of Ward In Charge :

H
. H . L
SIONAIUPE : evvreerrerreernneerserneaes s 172111 . W Signature : ...coeerereeceren. ; ............ sevonenserenres Name ! ..ooeeveeene. ST R SSPRS T
¥
‘1

Docu. Na. : RGH /FRM / CLINICAL / 137




BAH-00570802 |P26-00006939

NURSING SHIFT HAND OVER FORM - WARD

2
'::n:-l::li‘ "wﬂouﬂn # 1 Rainbow® ® o
J Children’s BirthRight
1< il \\\\\\\\\\\\\\\\\\I\\\\\\l\l\\\\\ Hospital | )remmwmusinns

Treating Doctor: ................ "?0_ WU}C\ Lhas 0\ Department ..................................... Date of Admission: ....... s
Z Diagnosis: 0>V Any Infection: (JYes [INo Eu'(ot Known
= 635 If YES SPECITY: ...voveeeeeeeeieeeriee s
=
w

2t
2 | Area O}\ 7
= i A
g Shift Time GJQH o o 9
* | Medical Condition
= | (Any special condition to be noted):
wee |7 S
Allergy: O Yeg.CLNo | [ Yes CTNo | O Yes Ao |0 Yes 1Mo |1 Yes C1No | O Yes CINo
Tubes/Drains/Catheter: O Ye% 0|0 Yes Crffo |01 Yes (xNo | Yes CLNe | Yes C1No | T Yes CINo
o—= f =
Vital Signs: Temp: | qx-) 1(‘/ Cfibl/ 9\3[ ¢ lag-3°0
e Res: | JoVeetT 0 | 98p)e| 25h|m
= Sp0: | aec\” | 4\ 199V, | a4
w T
2 Puise: [ RAUY &N | Qb £7b/m
2 BP: [y | \&\&Y |1y [>6 Iha |0
Fall Risk Score: | - - _
PainScore: | Ol» | o\W\o |~ 6" <o
Safety Needs: | 1€ NSRS 8 yeb
@ Physiotherapy |C Yl'esD-NU CI'Yes O No i£ Yes FN’D o Yes Wfl Yes CINo | CJ Yes CINo
= a
5 Others Specify: | ~ o —
=
g Special Diet: | Yes =No |0 Yes T No |0 Yes D_I‘ﬁl O Yesgﬁle’ﬁ Yes ONo | [CJYes (CINo
E
& |Other Special Orders / Medications:
= MA, -
Post Operative Procedure Special Orders: ‘_\&P‘, = — e
:X . ©
Handed Over By Name : d\\LU' \ ‘PS(O"L M
- Lof
Signature : LQ/‘ @&,,—F ( g ’ N
Date: pula{Vol 240 25‘]'}/26 a5\t b
Time: 5?@ "/) 1) flno & o o) IIA
Taken Over By Name : > M
Signature W ( 5) R
Date: a\k 21)"/?7’2( 25\ b
Time: (\?_\) ?f{\ [0 P> | &G~

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




]
: Rainbow® ] ey
Patient Sticker Children’s . BII’tthght
Hospital .anmuaownosprms ‘
Tt takaes & ok b frmst the Dtte. Your Right to a Safa Delivery
NURSING SHIFT HAND OVER FORM WAFlD
Treating DOCIOL: ..o ererecs e ses e saeanans Department: ......ccccievveeecencrcecenrennas Date Of ADMISSION: vvvvevrrvrersrsrersassonsens
= | Diagnosis: Any Infection: ©DYes EJNo O NotKnown
'g If YBS SPECITY: ..eeeeeercrerrerenrrrenresensansenesnanes
=
-]
2 | Area. k
E Shift Time “
= | Medical Condition
= | (Any special condition to be noted):
Allergy: {0Yes ONo| O Yes E1No [0 Yes ©No |3 Yes ONo |01 Yes OINo |01 Yes 01No
Tubes/Drains/Catheter: DOYes ONo|OYes i3No |0 Yes O No [0 Yes ONo |0 Yes ONo [0 Yes £1No
Vital Signs: Tempzg) ) N
= Res:cl .
u * 7 8p0,
2 -+ Pulsér|
2 ot BP;
Fall Risk Score:
Pain Score:
Safety Needs:
. Physiotherapy {OYes ONojOYes ONo O Yes ONo|DYes O No |0 Yes (I1No (O Yes O No
=
[~]
% Others Specify:
S Special Diet; |13 Yes O No|OYes ONo (D Yes ONo|OYes 0 No|OYes ONo|OYes ONo
g : 3
§ Other Special Orders / Medications:
[+
Post Operative Procedure Special Orders:
]
Handed Over By Name : '
Signature . -
Date:
Time: )
Taken Over By Name :
Signature :
Date: i
Time:

Docu. No. : RCH /FRM / GLINIGAL / 087
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Mrs AKHILA REDDY.J 2
zs nu-ms 322Y10M30D  (F) 20 ™
YALA RAMYA THEJA B Rainbow .

" Chidrers | ) BirthRight

1t takes a lot to treat the litte. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: }5‘)?[?’6 Time: ........ l\‘A'M .....................

Q
Origin:........I;K\QJJ..Q'.!(.\.................. Height:....l.’.»i..i..(;*:}..—é. Weight:.5.'8.;...!../.%;7.... BME oo,
N L

Surgical History: ..... Z..O.[C..: ...... A{?p ..........................................................................................................................
Don 4 C,WZWJ ¢ v NHA

\
NO¥ wa,nuwj 4o sgn
Diet Advised: SOH: ....... D}ff«f’_ ....................................................................................................

] Vegetarian Non-Vegetarian [ Vegan

Patient’s / Attendant’s Dietician’s

SIGNALUTE: ..o Signature: ......... g" .............................................

Name: MQ“[PIQCLQIQ& Name: 5‘7\%3\[@(”6
Date & Time: }5‘/4[%;1%’“ Date & Time: 9/5,/?/}6;!*4%

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT0O)




