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ESTIMATION SLIP
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Rainbow’ . - o
Children’s BirthRight
BOW HOSPITALS
Hospital |\ rigviossie siven

Date : qﬂ) D(, __vHID/1PNo.: _ HWNH-QBONY LG SINe. 1547

Name Qf Patient : WAL Pnn} et &! ’?.}‘ : Age: _Gender: E
Father's / Husband's Name : J Corporate / Occupation :

Address : - Phone : mail:_ FL1CIC 10 (/g
Procedure / Plan : EDD/Dos:

MODE OF PAYMENT : [_L8ELF [ |TPA: [ ]cIpsA: OTHER
TARIFF INFORMATION :

Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS

Aulti Shared Ward

s 10 Tay r)f' -& o 20, ponl- al., oo/

Twin Shared Ward ~ '

Private Room ]
Super Deluxe Room

Suite Room

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,

: Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
(Package starts from the {akoineiiad Classes ng
tiserof dmission) arg Anesthetist's Fees and OT Charges
. Length of Stay for &9 Oy 48 Length of Stay for : 2 D / g
Pharmacy up to 12 paa l e Pharm.acy‘up to -I?— o
Investigations up to - 2;5:‘ ot Investigations up to _7;"(,:/
o i s et/ Lo by Lot & A

Neonatologist Charges :
Fial Minimum Deposit :

[] Covered [ ]Not Covered

Epidural/Entono'xﬁ D Covered D Not Covered

keMARKS :

1. Room eligibility pm‘!:}y subject to "lgAapphval A :hf%f Rﬁm-xjr m;gé &fﬁ LhJaan Qﬁdmissiun. The estimated amount may Change a¢cording to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in casc the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, phnrmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Fimancial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patieats in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and rio attendant is
permitted in ICU's ~

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Department.

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATIO

I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point oftime
I promise to settle the hospital bill with the hospital without any ambiguity.

Signature of the financial Counselor

Signature of the Client Signatory Relationship
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SURGERY DETAILS

Date : 61@[3@ ......................
Patient Name: HK&K’DOU"\ ..... g Q‘.‘c&‘? Date of Birth: 2\@12‘900 ......... Age: Q\G\]

cender:...Termad € ... Ward: ... AR e UHID No.: ..... F AL 5. 00 11

Date of Surgery: ....... Ge\%\b‘g ................. Jor-1 OorT-2 0T-3 (]0T-4 (J0OBGOT-1 [JOBGOT-2
@  Name of the Surgery : .......... 1\\ND ..... Y 3(1\)\’(— .................................................................................
Timein ......... SL%GAM ........ Time Out e 2. 28T

NAME AMOUNT

1. Surgeon S e Q Q\R.a/m Q... (—?"‘eﬂo\ ..................................................................

2. Anaesthetist ? srassssennss DEZS.0 e ...........................................................

3. Assistant Surgeon : ......... Df\\/wc’\ ........................................................................................

4. 0T Technician o O —

o 5. Circulating Nurse : .......... ‘»‘s\&d&uﬁf ..............................................................................

(@]
6. Assistant Nurse MQ’-Q.—Q ....................................................................................................

Special Equipment:  [] Laparascopy [J Broncoscope [CJ Harmonic ] Morcelator
[J C-ARM [J Cystoscopy [J Versa Point [ Liver Cusa
[J Neuro Cusa (] OhrS ..o enees
o
D o~
Signature of the Surgeon Signature of Circulating Nurse

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow o
Children’s ™
Hospital

Rainbow Childrens Hospital-Himayatnagar

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

ADMISSION SHEET

Registration Details :

RERRIUARLE LD RR TR [

Admission No : IP26-00006490 Admit Date : 03-Jun-2026 Admit Time :10:52 PM UHID : HNH-00014101
Patient Details :
Patient Name - Mrs S NIKITHA Age :30Y9M28D
Guardian : Mr VENKAT MANOJ KUMAR DOB : 06-08-1995
Gender . Female Religion
Occupation Martial Status
Address (H) - 1-9-252/9/66 ews 1)£tr—66 east mch colony Phone No . 8919928151/ 8328215763
Ram Naggr Hyderabad Telangana INDIA E-mail . nikithasoma6895@agmail.com
500020
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Recom No : LDR-416 Admission Type : First Visit
Contact Details :
Name : MrVENKAT MANOJ KUMAR Relationship : W/O
Contact Address  : 1-9-252/9/66 ews 1 qtr-66 east mch colony Phone No . 8919928151
Ram Nagar Hyderabad Telangana INDIA 500020
e«-&ﬂl
Vet
A ‘/@ure

Doctor Details :

Doctor Name : Dr. SWAPNA SAMUDRALA

Referral Doctor : Self.

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount : 10000.00

Payor Name
COMPANY LTD

: RELIANCE GENERAL INSURANCE

_ Date / Time : 03/06/2026 22:55

Printed By : 016951

Page 1 of 2
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W Rainbow®
Children’s ‘BirthRight‘

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs S NIKITHA UHID HNH-00014101

Father/Guardian Mr VENKAT MANO) KUMAR Age/Gender 30 Y9 M 29 D/ Female
Address | 1-9-2 52’9/66 ews 1 qtr-66 east mch colony, Ram Nagar, Hyderabad, Telangana, INDIA, 500020
IP No IP26-00006490 Admission Date 03-06-2026
™
Ref Doctor Self,
Discharge Date (06.06.2026
DISCHARGE SUMMARY
Consultant:
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
09924
o Diagnosis: PRIMI AT 39+2 WEEKS FOR INDUCTION OF LABOUR WITH

NON-PROGRESS OF LABOUR

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON

04.06.2026

History:

LMP:02.09.2025 Obstetric formula:Primigravida
EDD:11.06.2026 Gestation at admission: 3912 weeks

HYDERNAGAR t KONDAPUR OUTPATIENT CLINIC (JCI Accraditadhiv SECUNDERAB.
0 - 48873000 . 040 - 4486 S555. §1009 25514 . 040 - 4246 2300 3 ?

® 1800 2122

@ www.rainbowhospitals.in
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Rainbow®

Children’s | @ BirthRight
Hospita| BY RAINBOW HOSPITALS
Your Right to a Safe D_elwer‘,-
Name Mrs S NIKITHA UHID HNH-00014101
IP No IP26-00006490 Admission Date 03-06-2026

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Family History: Father-HTN,Mother-DM
Surgical History: Nil

Allergies: Nil

Antenatal Details:

Mrs S NIKITHA was booked to Rainbow hospital at 26 weeks of gestation. She
had regular antenatal checkups and investigations as advised elsewhere. NT
scan normal. FTS low risk. MTAS normal. She had an uneventful antenatal

period. Fetal monitoring done by serial growth scans.Scan done at 37*1 weeks
showed single live intrauterine fetus with cephalic presentation with Placenta-
anterior,high,EFW-2.99kg(44%),AC- 30%,AFI-9.3cm with normal dopplers.Scan
done on 27.05.2026 showed single live fetus,cephalic presentation, AFI-

13.5cms. She was admitted at 3972 weeks for induction of labour.

Investigations: Enclosed
Blood group: "A positive"

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was uneffaced,os closed. Fetal well being was confirmed by an

HYDERNAGAR 11 KONDAPUR OUTPATIENT CLINIC | SECUNDERABAD
i T 040 - 4246 2300 ' 3040 - 4246 2100

® 1800 2122

@ www.rainbowhospitals.in




Rainbow® . D
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs S NIKITHA UHID HNH-00014101
IP No IP26-00006490 Admission Date 03-06-2026

admission CTG which was found to be reactive. Informed consent obatined for
induction of labour and vaginal birth. She received 3 doses of
PGE1(Misoprostol) for induction of labour. Serial CTGs done and reactive. She
™ was decided for Emergency LSCS in view of Non-progress of labour.She is
prepared with indwelling Foley’'s catheter and IV canula under aseptic
conditions. As per hospital protocol she was started on IV. Taxim. Written
informed consent for surgery taken. Preanesthetic check up done. Anesthetic
premedication (IV Pantop and Perinorm) given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.

Abdomen opened in layers. The parietal and visceral peritoneum carefully

opened after identifying the urachus. Bladder was reflected. A lower segment

curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut

and cord blood collected for blood grouping and Rh typing. Baby handed over

to pediatrician. Placenta delivered with controlled cord traction. Uterus closed

in layers. Hemostasis secured. Instruments and swab count checked. Rectus

sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
™ Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600

mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient

was shifted out of theatre to post operative recovery room.

*LUS vascular

*Ligour scanty

*One loop of cord around neck

Delivery Details :

HIMAYATHNAGAR BANJARA HILLS N ™ HYDERNAGAR (HAS: edl  KONDAPUR OUTPATIENT CLINIC (JCI Accrmdied
. 1 73000 gy ] 040 - 4466 S555, 91009 2ES16 . 2 mergency 3

SECUNDERABAD (% ] KOMDAPUR L B NAGAR NARANRAMCU
merge 1040 - 4246 220 - 1 o}

® 1800 2122

@ www.rainbowhospitals.in




Rainb'?(‘; i
Children’s ‘BirthRight"

HOS pital BY RAINBOW HOSPEALS

Your Right to a Safe Delivery

Name Mrs S NIKITHA UHID HNH-00014101
IP No |P26-00006490 Admission Date 03-06-2026
Date + 04.06.2026

Time of Delivery: 2:36PM

Type of Delivery: Emergency Lower segment caesarean section
Indication : NPOL

Anaesthesia : Spinal

Baby Details:

Date : 04.06.2026
Time : 2:36PM

Sex : Female
Weight : 3060 grams
Apgar : 8,9

Gestational Age: 39 2weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She wes
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:

BANJARA HILLS YDERN .
: HYDERNAGAR KONDAPUR OUTPATIENT CLINIC ()¢ e SECUNDERASAD

ABAL DAPU LB NA
3040 - 4246 2100 . 040 - 4246 2200 40~ 4205 10 L AN RAMIIIY
3 246 22 sy 3 040 6 1400 it b

® 1800 2122 @& www.rainbowhospitals.in




' Rainbow” ) e
Children’s \ ‘BurthRught
\

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs S NIKITHA UHID HNH-00014101
IP No 1P26-00006490 Admission Date 03-06-2026

1. Tab. Taxim O 200mg twice daily till 10.06.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
08.06.2026 (8am-2pm-10pm) after food.

~ 3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 08.06.2026 (9am-

3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 10.06.2026 (7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

7. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures

* Suggest PAP smear and HPV Vaccine after 6weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. SWAPNA SAMUDRALA, after 2 weeks on 20.06.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section
Care of the wound:
1.You can bath and shower.

" HYDERNAGAR (N KONDAPUR ¢ JUTPATIENT CLINIC {JCI Accredited Ivi}  SECUNDER
Emerye 3040 - 4246 2

40 - 4245 2300

@ 1800 2122

@ www.rainbowhospitals.in
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Rainbow® ® - s
; Children’s BirthRight
. Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs S NIKITHA UHID HNH-00014101
IP No IP26-00006490 Admission Date 03-06-2026

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.
3.This gauze piece needs to be discarded after one use.

@  4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.
5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drujg
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .........ccoeee.. in a
language that | can understand and | acknowledge.

Patient/ Attender

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 on!lne to- ou(
website www.rainbowhospitals.in [l of

Reglstrar/Resldent/C M«
Consultant:

Dr. SWAPNA SAMUDRALA

MBBS, MS (OBG)

IIIIII ATHNACAR BANJARA HILLS . &N . HYDERMAGAR
: 00 jamcy 3 O4E 5

APUR DUTPATIENT CLINIC dite SECUNDERAB.

® 1800 2122 @ www.rainbowhospitals.in
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ACTIVITY RECORD FOR BILLING
Narme: =-=tsue—casau= HNH-00014101 1P26-00006490 ________ i S S S e S e e
Mrs § NIKITHA
UHID No : -—---------- nmm13:Anmagmst o onsultant : Dept :
Date of Admission : I“mil““"Il“l“""”""u"“ ————— Date of Discharge : ---------------- TiMe: s—=sssesss
Room / Bed No : --=-====nuuv-- Wiard ; -~——-——r-=re- Suggested Billable bed type : -------
WARD TRANSFERS
Date Time From To S’\ignature of Nurse
We B! Xoo P\ Prerpud 90 gl | ff—
4162k | F vwopm o prepest | ik ] 8
u'\&.\}te’ AP ?E?G'Pod' ooy IJA_'o".’m/rq J
Cross Consultation Visit
Doctors Name Date Order No. Signature
2.
3.
4, |
B
6.
o
N !
9.
10.

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

Name of Connecting Disconnecting .
Date Ehuinment Time Time Order No. Signature
) Q ‘ 7
b}“’ Do | eidioe Months ] oY Y EWLY/ 0
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
Ab\2L| v platemunt| | 20u 01 LA JnoD
x v . ' e = =
ylehb @%Mwﬂéo@r@@) GISLTT oo
welh| Pae — = G5y | T
=3 ) W(C,
—
g\,&\Vb MB A (‘) LUy A
ANY OTHER INFORMATION
Date: Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00014101 1P2€-00006490
Mrs 8§ NIKITHA
08-08-19058 Joyemzsp (F)

~Dr. SWAPNA SAMUDRALA

VU

IP ADMISSION SHEET FOR OBSTETRICS

Rainbow® . L.
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Dellvery

Presenting Complaints

Py
Obstetric Formula: (3,
- Gﬁh&ﬂ wAA
G- PP, Sp h oo JJ"

Obstetric ostory: Qg;.,.m\c“
"'{/C p;wf—ul &!_‘_Ld’ajd %( Rn':‘x}ml-aw

—118Fn-

Present Pregnancy Record:

RISK FACTORS:

4 N
N A
Height: .../3¥......cm

Weight: 1 4.0. kg
Allergies: ........ tk“( ......................................

Breast: [L1Normal []Abnormal

General Examination:

Consciousness: Pallor: &

Icterus: = Edema: &

Temp: -Afebnle PR:

BP: DTR:ED

CVS: RS Gpeasd
Liver/Spleen: Urine Qutput: Dely
,-== DIAGNOSIS -----------oommmomomoooo oo

v / 3qmM c,-?///

&/h’ IUL

Docu. No. :'RCH /FRM / CLINICAL / 087

EDD:

6 3a”l

LMP:  2( 9205

Corrected EDD: /1]4)5esc

Menstrual History: Regular :Mes ] No

Obstetric Examination

Fundal Height: ~ 7Tevm

Ut. Activity: B’Iielaxed ] Mild [(JMod []Severe
Liquor: (-7 Adequate  [] Oligo ("] Poly

PP: FCephalic  [JBreech  Others

Head Fifths Palpable: ¢

FHS: FNormal [ Tachy [Brady [ Absent
Per Speculum Examination A (Fcls—

Draining: [ Present  [] Absent [] Bleeding

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

Vaginal Examination

Cervix: ++tong ] Partially effaced [] Effaced
)

Os@ / Dilated

Membranes: [] Present  [] Absent

Liquor: ] Clear ] Meconium [] Blood Stained

Presenting Part: [] Vertex (] Breech ] Others

Sutton: 0-3 O-2 O1 00 O+1 [J+2

Pelvis: [>Adequate [ Doubtiul
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Mrs § NIKITHA
Dr, SWAPNA SAMUDRALA.
LN TR
Family History: Surgical History:
Fatbe F1I0J el
McThe OV
Medical History: Medication History:
e T ot Calieree
Plan of Care: Investigations:
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Atema £V o
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&
Doctor Name: ..... a' MW ................. fkw Consultant Na @’$“7’M60m/80n¢x
Q5 7 y
Signature: ............ &8 RTVAE LA boed A
£E
Date & Time: .. 3/¢/2¢ & L0 29y s Date & TIMEAAL 4/ RPY oo
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PROGRESS NOTES AND DOCTOR'S ORDER
ga‘:?me Progress Notes Doctor's Order
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Date 2\ b \1b
Time ’ '

Hb e 4
POV 22,4
RBC .69
WBC 6.2 6
N/L
Platelets [, 29
) CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

G SGOT

T.Bill/Conj

T.Protein

S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L
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Early Warning Observation Score Chart - Obstetrics

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

BN

Date

Time 10]11 )12 11|12

(10)

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20
0-10

Saturations

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37

36
35
< 35

9jey JeaH

170
160
150
140
130
120
110

100

90
80
70
60
50

anssald poojg 21|0lsAS

190
180
170
160
150
140
130
120
110
100
920
80
70
60
50

=
NS

7

A}

b= :

ainssald poojg J1jolselq

130
120
110
100
90
80 ) \
70
60
50
40

""

NEURO

RESPONSE
[~]

T T T T

Alert
Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

| Protein + +
Protein > + +

T
Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green
TOTAL YELLOW SCORES ~ | AP =]

TOTAL ORANGE SCORES

L g
Nurse Initial vv W

!




Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

& S % SO g
Complete a Full
Set of MEOWS
Observations
\_ o

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

o

* The Modified Early Warning Score (MEOWS)



HNH-00014101 1P28-00008490

Mrs & MIKITHA
e r i e A
i () chiders | @ Birnfigh

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
L[3f S EG LOBIT , ‘

H\ Time (8 | 9 [Q0)11{13) 1 (T2 (3 (6 8)9(1_0J11121(3/345(5j7
> 30

21-30

11-20

0-10
94 - 100 % i b -

<94 %
ﬂ | Administered g, (L/min.)
B 40
39
38
37 .

36 \RY - % C
ﬁ 35 ﬁﬂ N b ’(‘U A \?
< 35

170
160
150
140
130
120
110
100 _{
2 § ! va) ¢ 'Y >
80 -

60 [
50
40

190
180

0 170
\ ; 160

150
140

130 e P S P 1o £ \d
120 | 1/ ln% \E»\ﬂ‘ VY7 \B I“ I 1L \,
R 119% 4
!

RESP
(write rate in
corresp. box)

Saturations !

=

2 dws|

ajey Ueay

¢
N
i

S

110 ; 1

100 oL
90 N
80

70

60

50

130
120

110

100

90 P

3 n pa
80 ¥ \% N4 B 2 ) o
70 N ] s %‘ L~ A [= 4
60 %) U == By
50

a0
NEURO Alert 1 = . S - — = o B
RESPONSE Volce

[v] Pain
Unresponsive

URINE >30
mls / hour <30
Protein > + +

= ]

—>
anssald poo|g d1|0isAs

%

a7
—
g

-
aInssald poojg ijoiseiq

Normal —
Heavy / Foul
Clear / Pink L -

Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES B,

Nurse Initial 4

Lochia

Liquor

@ [2)
[

7N B =; %J

5T
N
R




Early Warning Signs

[ Obstéti'ics and Gynaecology ]

4 N

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

(

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

Set of MEOWS
Observations

\— J

. Observations
in 30 minutes

L4

n?
,
\ b

_J

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

4 Repeat Observations

Y o-

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

Sep?

891@11121@345@73910111212)34557)

RESP
(write rate in
corresp. box)

> 30
21- 30

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dwa)

40
39
38
37

36

35
<35

9)ey Weay

170
160
150

140
130
120
110

100

90

80

70

60

50
40

—
3nssald poo|g J1|01sAS

190
180
170
160
150

140

130

120

110

153 e tt 7

100

90
80
70

50

‘—.
ainssaid poojg 1joiseiq

130
120
110
100
90

80

70

60

50

____1_40

NEURO
RESPONSE
[v]

Alert

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




g

Obstetrics and Gynaecology
Early Warning Signs

)

N
1 Yellow Alert : *
Repeat Observations
in 30 minutes
.
4 Nt ( A
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,
\
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
4+ RepeatrObservations
: in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)
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Early Waining Observation Score Chart - Obstetrics

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

W\

Date

Time

5

8|9|W0|11)12]11|2|3]|]4])5]|]6|7|8|9]10j11)12|]1]|2]|3]| 4 6

7

RESP
(write rate in
corresp. box)

m
21-30

Saturations

94 - 100 %
< 94 %

Administered

0, (L/min.)

3, dway

40
39
38
37

36

35
< 35

ajey ueay

170
160
150
140
130
120
110

100

90

80

70

60

50
40

anssald poojg Jjoishs

190
180
170
160
150

140

130

120

110

100

90
80
70
60
50

ainssald poojg Jljolseiq

S —

130
120
110
100
90

80

70

60

50
40

NEURO

RESPONSE
[¥]

Alert

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




Early Warning Signs

[ Obstetrics and Gynaecology J

.

1 Yellow Alert :
Repeat Observations
in 30 minutes

-

Complete a Full

N\ 4

2 Yellow Alerts or 1 Qrange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

)

Set of MEOWS
Observations
\ / \_
[
.

> 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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Hospital

It takes 2 lot to treat the litte.

[ FLUID CHART |

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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

s

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage
Fi

o phiebitis
Uring Score

IV Site

= Thrombo-

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm 4

05:00 pm Vi

woopn| |, | /

07:00 pm 4

Total Intake :

Total Output :

' 08:00 pm

| 09:00pm

11:00 pm X

N
| [ I

\i;\ 510:00 pm.-—ﬂﬁ\o : \/
k 1200am JX LD vV

01:00 am

Total Intake *\0 {00

Total Output :

02:00 am A

B0 YV

0400am [ || [~

05:00am [, | /_‘l

0600 am XV LA

07.00am| — o

—— ] e

B |
L/ ;""‘ =] _\\-.._./

Total Intake :  —{A (1)

Total Qutput :

M~
.-‘_,___J(\

Total 24 hrs. Intake
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Total 24 hrs. Output
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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.
BSELE 0  CRS  S arry
0- .
Date | Time gag}ﬂ'i% Route NG | Diarrhoea | Vomit |Drainage [ Uring | Phiebits I\Shllgge “
Mouth | LV N.G {1 ¥
08:00am | § ) L 11op W
}q@ 09:00am | | kf { OO = ) —
\V [0 1118 [{oom 4 { G
N [t [ Q] 4 [[vomd N \ o
200pm | L | V' [1oon, A |
0100pm | B/ \06H "
Total Intake : Total Output: Py S § o~
0200pm | P e S - 'Eﬂ}
0300pm | DS \ DO Mot o
04:00pm | 420 00O A all .
\Fuszou pm| PL— (00 AL . PN~
AT og:00pm | fL— oo e HYD \ 4‘:@ ®
07:00pm| P~ Qﬁ\) 100
Total Intake : \:“!\QJ\}/' Total Output ; WM <
08:00pm | ) | joonrt |
oo =2 - - ﬁ)ﬂ‘,‘?ﬂ
000 ) |0l 2 /a1 W
1000pm [ D) [ e // // J - o
\o [romly T Toput] |~ v,
L . LI A
12:00 am ) oo el P /\f
ot0am[p) QYT ioo w‘/ €00
Total Intake : 7{ [, Total Output: \ | . g o9 —©
0200am) p ) o\ oo™ I
0300am| gy MU0 ) 2 A I
\_}5) 0400am | .| o e X
\KQ 05:00 am D_L N o ,\A\ / (/J.OQ -Al’ <z ) 3_5
g 06:00 am ;fl-) o r4 A /P — t ﬁ,j;j\f&l
07:00am | p | o W ' (
Total Intake : (7 |, Total Output: { | — ) o
Total 24 hrs. Intake Total 24 hrs. Output

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




HNH-00014101 1P26-00006490 i

PP Mrs & NIKITHA Rainbow® 3 . L
. F "

o Seannis . Jevenisn @) Children’s @ BirthRight

S . Hospital BY RAINBOW HOSPITALS

AERCEL AT st | S s ias

. FLUID CHART |

Sheet No. : .
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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.
' T e put [ s

Jllllake : b st ool Thromb —
GV Stte
Date | Time ga}gﬁ{% Route NG | Diarrhoea | Vomit |Drainage | Urine Dg';%g,'gs ﬁfj%;"e
Mouth LV N.G 2 o ‘
og00am | ) [\f\r ! / LIV |
0s00am| | PES | | o
L‘L@ 1000am | o M NS o 3 XD
| \ ﬁ( il &
12:00 pm J / )

11:00 am
01:00 pm ¥

ug

ol
N

3\

Total Intake : To&(@m Total Qutput: - o

02:00 pm
03:00 pm

%SO 00pm| 4
Q\Q 05:00 pm oM
/ 06:00 pm - pd / e
07:00 pm Y i -

Total Intake : Y, Total Qutput :
0800 pm : riy P
09:00 pm N\~ ( |/ ( P
10:00 pm N2
11:00 pm )\‘ \W U /ﬂ‘
12:00 am X
01:00 am
Total Intake : Total Output :

02:00 am /7] | Q
03:00 am ([ |/ { )
04:00 am " K : ' ;
05:00 am P g /é 7 ‘ )19/ i 4 Q_%@Jﬁ

06:00 am WA / i j {

)
AN
=1

07:00am LA i |4 )
Total Intake : Total Quiput :
Total 24 hrs. Intake Total 24 hrs. Output
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Hospital BY RAINBOW HOSPITALS

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

[ FLUID CHART )

e
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.

Yo iy

e T

R R v

Date

Time

Nature
of Fluid

NG

Thrombo-

. . ; - phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PEESES | nes

W
"

N.G

08:00 am

09:00 am

7

10:00 am

NY—

11:00 am

12:00 pm

[

01:00 pm

.

Total Intake : —6_£CN

Total Qutput: O — (M —

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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Total 24 hrs. Output
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NURSING CARE RECORD

>
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery -

w | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort =-Maintain Fluid Balance ~—Improve Activity Tolerance —— Maintain Good Nutritional Status -3 Maintain Skin Integrity
§ [-taintain Personal Hygiene ent Infection 1 Meet Elimination Needs [0 Ensure Safety ] Early Ambulation Reduce Anxiety [J Patient & Family Education
S | [ |dentify Potential Complications L) Y ORIV SIOOHNT i cx s o mocii s s i i 58 W 5 A N 3 SN S 0 A5 R AR SRS aa
Time Plan of Care Time Implementation Evaluation Re-Assessment '}.‘gﬁngm
E
= a0
V\W
b=
"\’ A A O
PP Ley Plan%ﬁruﬁ’ws ‘bP'Q V.tm&‘womw 7
Let r‘mn«Pm N7 L Nz:r dove g 1
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It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

’ NURSING SHIFT HAND OVER FORM
*—*g; : Eiagnosis: Any Infection: CIYes [ Not Known—l
E T e
= . < .
@ | Surgery / Procedure: j{j’b \i,'f‘v . d:’:gt 0P Day: . ) -
a | Date _ % 0 b [6 12
E Medical Condition - M T"Mb = Lo B Me it
% (Any special condition to be noted): N 'V\” M n“ \IMT W Q . g |
< = g —
= | Diet SO |Jdqadd | Yol | Qawid | [y -
Allergy: 01 Yes Mo C Yes#TNG | Yes (oANO | O Yes (240 | L YAS 12400 | 1 Yes
Ventilation (RA, NP NIV, VENTI): N = e 3 — il b
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Skin Integrity C}rt’ﬂ d -0 ( 0)00,,0_ (5300 CL /me[ G oo
Safety Needs: TXes/W No| & Ve (1 No [-rYes T No | LL¥es [ No | -Yes I Ng| L ¥6s i No
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| E Special Diet; - — - — e ~
@ |Critical Lab Test/ Values: — = | = — —
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& |PU Prophylaxis: L) Yesd=N0 | O Yes £7N0 | O Yes T No | Cl Yes 2No | Yes j=No | Yes Ty.e’f
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It takes a fot to treat the little.

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

/
Z | Diagnosis: (/g Any Infection: 7Yes CINo [ NgtKnown
= ify*
§ ﬂ'\'b If Yes Specify: ........... T —
o | Surgery / Procedure: Xs m Post OP Day: p .
o | Date A b\Vb ’
E Shift 3= d
Medical Condition
% (Any special condition to be noted): ) \%\}7
= | Diet NUM__ ety
Allergy: O Yes/rNo O Yes ,Ho/ CYes CINo |1 Yes CONo | Yes = No | Yes [1No
Ventilation (RA, NP, NIV, VENTI): > a -
Tubes/Drains/Catheter: O Yes (A0 | Yes (NG | Yes CINo |1 Yes 0 No |1 Yes 'No | Yes 1 No
£ | Vital Signs: Temp: s 0&“\\(
2 Res: 9ROw™
7 o
@ $p0: wb‘_y. [\ SNE
3 Pulse: |y A3
sp: | JIDJLL Nole
LOC: o
Fall Risk Score: — G
Pain Score: — il
Skin Integrity = =l
Safety Needs: | Yes E(‘_Ng C1Yes [+N0O | Yes C/No |l Yes “INo |1 Yes CNo | Yes CINo
Physiotherapy: ‘ S
2 Others Specify: | Yes =No | Yes (TNo [ Yes C'No | Yes C1No |(1Yes CINo |1 Yes 1 No
8 Special Diet: ~ |
@ |Critical Lab Test / Values: -1
E |Other Special Orders / Medications: |1 Yes G | Yes =10 | T Yes C/No |1 Yes C1No |1 Yes CINo |0 Yes ' No
E PU Prophylaxis: "1 Yes (7K | Yes ™No [ Yes ©INo |1 Yes [INo | Yes CiNo |1 Yes ©No
DVT Prophylaxis: “1Yes ”No |l Yes"™ No | 1 Yes C1No | Yes CiNo | Yes CINo [ Yes C1No
ADL (Dependent / Non Dependent): o =
. . <
Post Operative Procedure Special Orders: e
|
Handed Over By Name : ‘E\) d W_
Signature /1D : J /
Date: b L 4 /ﬁ /%
Time: féﬁ\ £
Taken Over By Name : (ﬁm/
Signature / 1D : 07_
Date: 5{5 /V
Time: W\
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g bate Shift _ j
é Medical Condition e ‘ S A
S (Any special condition to be noted): 1.
& | Diet: N
Allérgy: 0 Yes ONa|D Yes ONo |B Yes ONo |0 Yes ONo |C Yes o No |0 Yes O No
Ventilation (RA, NB NIV, VENTI): ~
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e
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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

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

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

day and inside room at least once every
2 hours during walking hours.

Mobili ; : e . A% : : i SE 3
ty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \.[ 9 k,/ 4"
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionaily: 4. All patients too young to ambulate;
o Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; : ; : 1 ; i
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \‘(

Sensory Perception

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

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2.Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

food intake pattern

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.

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.

(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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

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 : lessthan 9 |

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

Evaluator's Name
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severe pain or with additional risk factors.

) ,’
; i
1 ; :“’
Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
Regular 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
Use pressure redistribution surfaces Alternatina oressure mattress overla
Manage moisture, friction and shear ap y
' n 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 o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges X
Alternating pressure mattress .overiay
' ' 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 overiay
. . Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for paients with Gel pads for high-risk areas |

Alternating pressure mattress overlay
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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

Ll

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.

=

Mabili ; : 44 ; s : ; - A %
1y 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; k
"Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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 aver most of the body surface.

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moist:

Skin is usually dry, routine diaper
changes; linen oply requires changing
every 24 hours.

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

=S5

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 1Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

S

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

| HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119
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Support Surfaces
Risk Score \  Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy reterral for advice
i Regular Turning Schedule
\ LI} » H .
‘. 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 redistrbution surfaces Alternating pressure mattress overla
! Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
, High density foam mattress
\ Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk N . Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress ovetlay
' ' 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 overla:;
1
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surfach for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay

*
-
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in'Seofe | | 7 [ e T Modifying | Patient / Famil . .
Date Time Pazg /?:t)'ife Locahq_n Duration Acuity Character Facgrsg Educ/ated y .Intervenuon Sign
"Ib & (0 1 Continuous | [ Acute ] Sharp (7] Dull [] Increasing M ? [.IQ M
(}7\6\ \) O\{D ~— | [ Intermittent | (! Chronic [J Aching [ Burning | ] Decreasing | [ No : i
\ e
6\16 [ Continuous | CJ Acute ] Sharp [ Dull 1 Increasing W U
\A\ Ups' © ] 1) — | T Intermittent | I Chronic [ Aching (] Burning | [ Decreasing | [ No b :
/ ' [ ‘Continuous | [ Acute (7 Sharp 7 Dul O increasing | Cl¥es 1 YA B [
ﬂ L ﬁﬁm D | £ | O Intermittent | (i Chronic ] Aching J Burning | [] Decreasing | [ No _ ( C
L v |3 Continuous | 1 Acute 3 Sharp 1 Dull [ Increasing ZVos N
U/é 9] QWV\ Q T\) F)’ (] Intermittent | (1 Chronic 7 Aching ] Burning | [] Decreasing { [ No ' @
L[Lé; | ‘ N F)’ (1, Continuous , | . |1, Acute C1 Sharp  (J Dull ] Increasing ‘TfYETs-, Al B
W\'\ @ [ Intermittent { J Chronic ] Aching [T Burning | [ Decreasing | [ No ‘I @
& {1 Continuous | £ Acute [ Sharp [ Dul 1 Increasing Q/Yé’s'_\ -
U\L(O f%k?rﬂ O[ [O C 1 Intermittent | [ Chronic ") Aching ] Burning | [} Decreasing {-.[1 No /Q»Pf — @_,
‘ 1 Continuous | [ Acute [ Sharp 7 Dull TIncreasing—{ ] Yes = Uﬁ
u} A /Zé lo pr1|. 0 //0 Wi T Intermittent | L) Chronic (] Aching, . ] Burning | (1 Decreasing | ! No Q@
s | Np [ Continuous | =-Acute [J-Sharp ] Dull [ Increasing l;frer“ NA
g g a‘ (o ﬂ\-o o / / - htermittent | (] Chronic () Aching  Burning | ;& Decreasing | L No Y
L1 Continuous { =1 Acute (1 Sharp [ Dull (] Increasin ‘ ‘% /
. N—A' ] Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No ' :l ‘ i
5 /é’ .-\ D O] Continuous | [ Acute O Sharp_ L Dull CJ Increasing ;M‘ES/ VN
w /r"') 3" Intermittent | ™ Chronic [ Aching “[") Burning | [J Decreasing | [J No L

Re-assessment Frequency:

1. Every eight hours forall hospitalized patients. -

2. Far 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: RCH /FRM / CLINICAL / 152

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

(PT.0)



Humarlcal Paln Scale (Obstelric and Gynacology)

1 1 | | ] | ] | 1 1 |
| I 1 1 1 I I I B & T, 1
\ gﬂ 1 2 3 4 B [ 7 ] wﬂgﬂ
o Paln o
. Poessfble Pain
\

Wang - Baker (Padlatrics) Ahovs 7 Years

@@”@@@@

No Hurt Hurts Lmie Bit Hurts Ulﬂe More Even More Hurts Whole Lot Hurts Wurst

: PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Yoars)

§ BCORING
CATEQORY .
0 4 1 ot >
" "I 0ccasional Grimace or Frown, Fraquent fo constagit frown, ¢
Face X No Particutar exprassion or amlls withdeaw, Disorlentad qulvering chin, clonched jaw
- = e -
Legs Normal Posttion o Relaxed Uneasy, restlass, tense ;Kicl,dnq. )or Iegg'prawn up-+ {,‘i.
‘ i
*I"Laylnp guletiy normal pasition, “| Saulrming shitting track and o
Activity mMoves easlly ~forth, tanse Arched, right, or Jerking
- Moans o whimpers otcasional Crylng steadlly, screams of sobs,
Cry No Cry (Awake or eslaep) complalnt ‘ irequant complaints
. . ‘Reassured by occasional touching, o
Consolablity Content, relaxsd ';:'sﬁuﬂ;ggbg being talked to, Ditficult to console or comfort
Neonatal Paln, Agliation and Sadation Scale (upto 1 Mnnlh} ,
1
Crltetla g
2 -1 0 1 2
Crylng No Cry with painful | Moans or cries 'Approprlate crying Not| Irftable or crying at | High-ptched or silent-
Irritability stimuli Jinimally with palntul | Irritable intarvals consolabla | continuous cry
stimull Inconsolabla
| Bonavlor State | Noarousaltoany | Arouses minimallyto | Appropriatefor | Restiess, squirming Archlng, Kicking constantly awake
stimuli stimuli pestational age Awakens frequantly
No spontaneous ‘Little spontanecus Amuses minimally / no movemnent
moverhent movemsnt i {(notsedated)  * -
Faclat Mouth Is lax | Minimal exprassion | Relaxed Appropriata | Any pain expression | Any paln exprassion
Expression | No exprassion with stimuli intermittant contingal R
Extremitios | No grasp reflex Weak grasp reflex | Relaxed handsand | intermitet . [ «Contintt Glenghed 5
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toas, fists, or finger '
tone Normal Tona of finger splay splay
Bodyis nottanst | Body I5 tense .
; | S
Vital 8igns HR | No variability with | Less than 10% ‘Within basellng or+ » |+Increase 10-20% | increasé geaaler than 20% from
RR, BB 520, | stimull variabllty from normal for frém baseling baseling, 5a0, less than or iy
Hypoventllation or | baseline with stmull | gestational age §a0, 76-85% with | equal to 75% with stimylation -
apned stimulation - quick |- slow recovery Out of sync or
Tecovery fighting.ventllator

—/
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CHECKLIST FOR THROMBOPHLEB'TIS Tt takes 2 lot to treat the little. Your Right to a Safe Delivery
\ [
DAY-1' >4 | DAY 4//¢ DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E (N) M T N [ ™ E N Remarks
: No signs of phlebitis / b @
1 IV site appears healthy Dbsarve Tarnola 0 | @ o o |0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula — il
* Slight redness near IV Site - |~ ‘\/7
Two of the following Signs -
3 | areevident: g:gﬁ:tgg: n?JfI ; Lo 2 T = o —
Pain at IV site Redness v
Al gf the following Signs are Medium stage of phebit N/
evident : : . — —
4 Pain along Path of cannula ?esitg Catnnula Consider 3 = - il p
Redness around Site Swelling RAuTEn 17
2\9&3;;? g;gllg:érr:giség?s a0 Advanced stage of phlebitis or
5 Pain along Path of cannula }:: :.Egrém ;hrlgrgt;ogl_lézbltls/ 4 ] e o
Redness around Site I 10 LW VIO ~ d
Swelling palpable Venous cord reatment f:)
All of the following Signs are
evident and Extensive : Pain ;(:;?:l?ggh?;g?t?solf
6 | along Path of cannula Redness " . 5 ~ ~~ o
around Site Swelling palpable Initiate treatment Re site ~ [ @
Venous cordpyrexia Cannula
Signature of the Nurse (‘\@ ‘@_;@l\ M @

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 Shift In Charge :

Signature : .......ooevnee. 5.0 B R INGITIE & o BN v s s sxt s snnsgannes

Docu. No. :
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\)

Signature of Ward In Charge :

Signature © .....ooeeeennens Y' ....... Name : ............!

chOt&"WY\O
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06-08-1908 voM20  { Rainbow® .
SAMUDRALA : . : ~
"o _ Chidrer' | & BirthRight
Morse Fall Risk Assessment Form oo
: (VAR < v
Choose Highest Applicable Score from each Category als/ i 07\'6 \ 41/’6 Y r H )//b Fall Risk Grading
score | B | B | 2Den
History of Falling Yes 25 n
(immediately or w/in 3 months) No 0 ) &) Bk Level Morse Fall Score P
: MFS)
Secondary Diagnosis Yes 15 (
(more than one diagnosis) No 0 @ o
Furniture 30 Standard Fall
) Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 v Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 200 2.0 @ 20 Implement
° 0 Q Moderate Risk | 25 - 50 Maderalp Fail
Impaired 20 tF’r{(ewenn?n
GAIT / Transferring Weak (uses touch for balance) 10 MiBVerRion
Normal /On Bed Rest /immobile 0 A Q0 implement High
Forgets limitations 15 o Risk Fall
Mental Status High Risk > 51 :
Oriented to own ability 0 @] e I’rlt[z\;gggggn
Total Morse Fall Scale Score: 20 8@ 20
Signature ¢W@ P

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[C1 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

CEU

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

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

[C] 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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Mrs § NIKITHA . =~ ® i
s mwm ® Rainbow . . o il
i Chidrers | B BirthRIoht
m - HOSpit al . BY namaow HOSPITALS
H“\m‘“ﬂ Morse Fa" RISk Assess me"t Form e O v Your Right to a Safe Delivery
14
Date / Time S

Choose Highest Applicable Score from each Category Sc/or:a 5./‘6,/? G ( Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsa::g)sf:nre Kction
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 . Precaution

None /Bed Rest /Nurse Assist 0 0 O

20 200
IV / Heparin Lock or Saline ;es (Dj—) Implement
2 : Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Prevention
. Intervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immaobile 0 implement High

Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Stat igh Ris 2 :

el STats Oriented to own ability 0 Prevention
7 Intervention
Total Morse Fall Scale Score: OZ/QJ\ (%7
Signature @ C—OL//

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
L Ensure patients use their prescribed eye glasses if any, in the hospital (1 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. : RCH /FRM / CLINICAL / 006
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:ﬁﬂﬁ‘\hﬁlﬁm}ﬁ\)\m m — URINARY CATHETER BUNDLE CHECK LIST EEE?'%ES ‘l ‘ Eg}migﬂf
Date of Insertion: .......... (. {D/é .................. Date of Removal: ................ —
Parameters Date Shift Time uf@[)’@ - W [a )E;? b G f
Need for the Catheter L Yes VD No /DXerDvNo CYes é’ No | COYes CINo | ClYes [INo | [lYes CINo | ClYes [INo
Hand Hygiene [PYes CINo | Cl¥es TINo | ClYes CINo | ClYes [INo | CiYes [INo | CIYes CINo | ClYes CiNo
Usage of Sterile Equipment /Yes CINo | (2Y¥eS CINo | CiYes CINo | CiYes CINo | ClYes [INo | ClYes [INo | CJYes [INo
Is the Collection bag below the level of bladder )Z’Yes [1No D/Yesr{l No | OOYes CONo | CJYes [ONo | CIYes [INo | [IYes [INo | CJYes CINo
Check the Tube for Obstruction (Free of Kinking) /ErYes CINo D/Yeg INo Elm No | O Y;s ‘ E'l No ﬁ Y?é) CJNo | T1Yes [INo g C'Yes CINo
Is Catheter dated as policy )Z'Yes CINo ges [INo E‘GYBM No Mﬁa L é@pﬂ,o ” W‘J L ',YBS [TNo
Collecting bag is been emptied regularly? ?‘Yes CONo | [¥es  CONo | O [INo | ClYes [INo | [J YeuT No k{’l Yes CINo | [J Yes [INo
Maintenance of closed system for the catheter ’;f-f{es CINo | Cl¥es-[INo | ClYes [INo | ClYes [INo | ClYes [INo | CiYes [INo | ClYes [ No
Dressing clean and dry? /Z’Yes “1No ’D/Y_gs./ [INo | CJYes [ONo | CIYes CINo | [1Yes [ONo | ClYes [INo | [IYes [INo
Is the line removed as Policy? Wes [(JNo | OYes [INo | CJYes [JNo | ClYes (INo | IYes CINo | [lYes [INo | [lYes [INo
Performance of Perineal Care }?ﬁes CINo ’D Yes [INo | CJYes [CNo | CIYes [INo | ClYes CINo IYes [INo | [lYes [INo
Onset of New Fever CYes No r"/l\{es [INo | [CIYes CINo | (JYes [JNo | ClYes [INo | ClYes CINo | [CIYes [INo
Asses for the leakage at the site of insertion “1Yes [INo | _S¥es [INo | CJYes [INo | [JYes [JNo | ClYes CINo | ClYes CINo | [IYes CINo
Name of the Nurse Afff ﬂ)@gp W
Signature of the Nurse @ %-——

Docu. No. : RCH /FRM / CLINICAL / 114
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b MO Children’s & BirthRight

[T e (IR
DRUG CHART

Date of Admission: BIH.’—QL ........... Drug Allergies: ............. L S ~=ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
A drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : Dater

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

- - DateF

DRUG :

- Ti[;ne
! Dose Route-{ Frequency |Start Date
i Doctor's Signature | Valid Period| Pharm.
{ Additional Instructions:
' _ Date}
y Dose Route | Frequency |Start Date
3
l Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Mrs 8§ NIKITHA
08-08-1905 30YIM28D (F)
Dr, SWAPNA SAMUDRALA

AL T

REGULAR PRESCRIPTIONS

Weighﬂ\..

Ward. ..... W

pruG: ND - Clropymne Dk AL,
Dose | Route |Frequency |Start Date| 1 )
ta | W | gp [y]6h6 il N
Name’& Signature of the Doctor A N =2
Starting the Drugs: P l) .
ﬂa%
Additional Instructlon’E *‘f’ E_/ :
R(ﬁ e
r/
Daily Doctor’s Endorsement by a Sign
pRUG: Ty PANTOPRAZD(ETREr |
Dose Route | Frequency |Stagt Date )
o] IV | OD ‘L W
Name & Signature of the Doctor l X |, 1lae
Starting the Drugs: P ‘ \g\ Ho
V ] AINAXY
. -
ol L~ U'\
Additional Instructions= o~ /
Daily Doctor’s Endorsement by a Sign
DRUG: 7 -QpNTPRAR20(R ?i[a[t,‘: (,\“’ \g\\ﬂ
Dose Route | Frequency [Start Date il i
Gbory | €lo] o | y\bhs o[
Name & Signature of the Degtor Lo W
Starting the Drugs: % e * (D )
. 0
Additional Instructions; '
Daily Doctor’s Endorsement by a Sign 1 _
DRUG : T\3-CCRaTaXIimE %?;eeg\b
Dose Route | Frequency [Start Date y L
Aam | IV | @p 6 frgm o |7
Name & Signature of the Doctor | .ﬁ‘(‘ )
Stamng the Drugs: N) \
Q\/ )'I ‘\(()UQPW \/a‘ \ J
Additional Instructions: Lo m Cd V[ A
22U 3y oy=d / o
Z
Daily Doctor’s Endorsement by a Sign A

Page: 2/4
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REGULAR PRESCRIPTIONS We.gm"(l%

Rainbow” . —_
Children’s K BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie Your Right to a Safe Delivery

DRUG : 'N’j CETSINY PN C [T),?Tt]ee’ -
Dose Route | Frequency | Start Dt. |\
to | W | B nfod ™[
Narhe & Signature of the Dogjor g '
Starting the Drugs:
gﬁf" [
Additional Instructions: W~ {7
D
Daily Doctor’s Endorsement by a Sign
Date»
DRUG : PMMQ“[AM.L_ Tinsle R\
0se Ro te | Frequency | Start Dt. ' o1
il b | 01D 11- A
Name & Signature of the Doctor u‘n
Starting the Dmgs W 1/
Eﬁﬂ’ A/
/)D’\/W lhﬂ%ﬂ*w o
Additidhal Instructions:
|23
N\ A
Daily Doctor’'s Endorsement by a Sign -
Datey
DRUG Tvrﬂf AMAPOL— Tir_ne()\\\" N
Dose Route | Frequency |Start Dt. /
foot 10 1\l o
Name & Signature of the Doctor o [
Starting the Drugs
NS s p Mo ETRT,
Addm/nal Instructions: U
1oMINNLY
/
Daily Doctor’s Endorsement by a Sign b
Dater _
oRuG: ). Deofemat  mmelb S\
Dose Ii{)? Frequency | Sta o
Sy Po | 1D “lriL b T (R
Name & Signature of the Doctor '
Starting the Drugs: =
Qe Sk A .
RN D flas FETHES
Additional Instructions:\l ,ﬁ\
; / -
147:5V)'d &)
Daily Doctor’s Endorsement by a Sign o0 ’d

Docu. No. : RCH /FRM / CLINICAL / 108
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1t takes a lot to treat the little.

REGULAR PRESCRIPTIONS w
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

eight

' Date ‘
Dose Route | Frequency Star t. o
Name ¥ Signature of the Doctor | | '
Starting the Drugs:
Py < ‘[L;v-'- \f_____, .
Additional Instructioms”
&
:{j“'
Daily Doctor’s Endorsement by a Sign
DRUG : ey
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Datey
Dose Route |Frequency |StartDt.|
r\) Name & Signature of the Doctor
. Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Dates

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional lnstructions:

Daily Doctor’s Endorsement by a Sign

Docu. MNo. : RCH /FRM / CLINICAL / 108
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pripe A Welght'_'(,t' Ward. . A0
Dr. SWAPNA SAMUDRALA
194
|||IIHIIIIIIII\IIIIIIIIHIIIIIH||II Dator
T[U]e ] Nurs: Sig. I Hu!S&SiQ. [ Nurs‘e,Siq. l Nurs‘e'Slg.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROUTB Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s ot o =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e oo pose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DUSE Tlme I Nurs‘:’Siu. i NursgSig, Numssig l Muss:Siq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Drl Sign.
ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor prowe fose Dose P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: A o o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?rs‘:?rﬁc%igger Route Signature .Nurses.
Tag A AMp
4-'/ 2 Sh MiSopPRosTeL e e ol e %
=T ' - ;
4’/() jﬂﬁ'ﬂb Mise Pec srep ).(;;nn;_r F/D SA0E s =
20 T
U lé Ly Aope s Lo\ 2 W:\; v Y- /j/@ o
B ~ C X ~0
al6. | 28 [y oNddvssrpow S WO aes
THe - MDROTOL 2 Syve Q}éﬁ) /
wops | 108r0 R tlo l :
TR PANSTA PRAZOLE o Q@TP %
4ol | 125%pM A W | ey |
ey e B
nlelos| I Crpv TS WectoRome o w | (8 PO
Yl |3t |7 OXTotin ) dw v g @ifg
P [ Sopm | TRHRNME M v HEE
e 9 59 B " — [
wl(jotn QR . MENULREMIOE [ W/ _,af"\' Page: 34y (PT.0)
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Dr. SWAPNA SAMUDRALA

AR

”"“ LV. FLUIDS CHART

w“(\\t?f;v Lot

Date Time Composition of 1.V. Fluid Roiite Flow Rate] Doctor | Nurse Date of | Doctor | Nurse
(If infusion, mention mi./hr = Meg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
\b 5] RINGER L AYUO Cé F
A AeThTE v | PRI R \
RNGER { E
- .
N USeTeTE v ‘UDJ&LC}(G; “ L6 }“

FAro GEL LACTATE
T lou OxY ol

v (SO

b [$erlelk

V'\

L\]" T“"]"“ Paotet AAVTAT [ W KO C.;bz“}
.er\ \ccm\ N
e | AP | RINGER PN @ & @
=% INC TAT C hy
A e el |48 €
\VACTHATC N
_g\{: RANG &R TV (cuv\\ Q” S\G @
IACTAT € hv ,
R s D
A\ ot

S C VG e pacs
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'::o:.?l?s‘“‘ ovemwo Rai = e
Dr, SWAPNA SAMUDRALE ain r(;\:’s . . . -
T Gonaren' g;gmgg%
STAT / ONCE ONLY DRUGS
NATE oo Liscusimosesssssmsunsussssnssassmrsssasonnesss Weight: .........coouueee kgs
Sheet NO: ....c.ocrnrvasrrssses
DATE TIME MEDICATION DOSAGE & OTHER ROUTE SIGNATURE

INSTRUCTIONS Doctor | Nurse-1| Nurse-2

ﬂﬂ% \gh. Tab bBorcotar .| Atebs PO ﬁj‘f &/ ‘&:‘
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the little.

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: ]y S(»a{) A Date of Delivery: Lr, 6 I 26,

v
Assistant Surgeon: Ny . Thira . Time of Delivery: o) ! g G)m

Anagsthetist's Name: “ Dy« By g g Gender of Baby: 'FCIMLIL ‘

Type of Anaesthesia: s lbv\»w Weight of Baby: 3060 %

e

Neonatologist: V 5 _ AGPAR Score: Q CT

Scrub Nurse: i - NICU Admission: [ Yes ;vr&o*

Pre-Operative Diagnosis: Pf?m; g 39 el T Non Pf&ﬁbbh ! (rﬂ:v@_g

] Elective \Mﬁergéncy Indication: ........... Non redgun l’F (“LKSH

Urgency
_1 Immediate Threat to I|fe of woman or fetus
1 Maternal or fetal compromise not immediately life threatening
1 No maternal or fetal compromise but needs early delivery
] Delivery timed to suit womaq and staff

DECIBION HME: oo R mciaiti i pesdeteas s e vassisanaatioisas KNIEf 10 TECEUS: evveeeeee e e eeas e
¢
CTG DeSCHption: ....cv.vvvrereeenn, fea JW*{ ...... e ettt

e Was & GelY-OIVE ThE TRSIISY T 2 corissirmansmsrritmmsamssisss et mss s i in s AR SR A E SO s So R AT e i

Surgical Procedure:

Post Operative Diagnosis: POD—D P, u

Peri-Operative Complications:

Amount of Blood Loss: i Blood Transfused (in ML):

Name and Number of Surgical Sp.ecimpn sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 (PT.0)




Examination Findings when Appropriate:

Presentation: C\_Gwﬁ'alic . [ Breech C1Other ., Cervical Dilatation: ....... !W* ....................... cm
5th Palpable: ........... 3J( ............................................................ Fetal POSItION: .........ceeiecirecceceee e
Stationn_=8 0-2 O-1 00 O+1 DO+2 Moulding: \D‘Iﬁ O+ O++ O+++
Caput: O+ C++ O +++ Meconiumt—TNone O+ D4+ O +++
Bladder Catheterized : v~"Ves 1 No Urine: _=Clear [ Blood Stained
Skin Incision: \iPi/annensteil L1 Transverse ] Midline STy, G TR T . I —
Uten‘ne Incision: mer Segment Lj Cla?ssncal ] Inverted T 1 J Incision Lug —-*\I‘@/SUAW.
Previous Scar: . LI Intact L! Thinnedout L Ruptured . No Scar
Incision Through Placenta: [ Yes N=E U(Vw\- &L an W
Delivery of head: ) Manual =Forceps Cod e
Liquor: \%Cﬁa‘r Y Meconium: 1 O LI CBlood [ Offensive I Not Offensive
Delivery of Placen‘ga: 1 Manual u?C’C/T-' ................. 1 Complete _1 Incomplete [ Piecemeal
Cord Appearance: N .............................................................. Cord around the neck \_-¥es™ [ No
Appearance of placenta: .......... Nos e e e ) Cavity explored ~TYes® [1No
Uterus, tubes and ovaries._+~Normal [ Not Normal Sterilization: ['Yes LCLNo™

'
Uterine Closure: ' One Layer \+Two Layers V‘ ""b ....................... Suture
Peritoneal Closure:  —"Pelvic 1 Abdominal "1 None WNicead. | S L Suture
Sheath Closyre: NI L Suture
Fat Closure: 2" Yes [INo LataX Ghisesib st e Suture
Skin Closure: H’Su/bcuticular L Mattress L BVIWW U-*J{-.‘]b' .............. Suture
Vagineal Evacuated "I Yes [INo
Drain: L1Yes EHNo [C1Remove in ... days [ Await instructions
Ctheter \-/in"'fe‘s m No [JRemovein ... 1. days - [ Await instructions
Swap & Instruments count correct? Oyes DiNe O Post-op Antibiotics ClYes [INo

Intra-Operative Antibiotics Cover: __—Yes* I No [ Thromboprophylaxis TlYes [INo
POSTODOIAtIVE NOLBS: ...cviiiiisinsmsipesisssssesssssrsmibsssimiissmntsirss sihuiisibideidsssimnmenbmsssassbissnssvisnssisinisnaessirovinssborsinisiasasiessss

LOOION NAME. . csonnniiams o sy Doctor Signature: ................

Date & TIMIB: oot e e e e s ersaerraeens



SURGICAL
SAFETY CHECKLIST

Anaesthetist :

Surgeon : @.,?l Sa.ﬁm

Asst. Surgeon Hfﬂl‘(«#— .............

Scrub Nurse : 5? P

HNH-00014101 IP26-00006490
Mrs 8 NIKITHA
0&08-1'” YIM29D (F)
APNA SAMUDRALA . 2.0 Mender: F '”2'_'4
TN o 2o £y .| @ oo
i BY RAINBOW HOSPITALS
132&!4 - | Date: 40626 Intme: ..o OUE-HME oo [ Pt i o

Before Induction of Anaesthesia » »

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time:2.2.[0.£.1) TIME OUT _ 7ime: 7S P SIGN OUT _Time..... 2. 0P
J

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

Identity TYes [INo introduced themselves by Name and Role 1¥és (1No The Name of the Procedure Recorded ~ _1¥es~T1No

Site C1Yes \LANO Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure AYes [No Nurse Verbally Confirm Counts are Correct (or Not Applicable) “FTYes CINo LINA

Consent AYes CINo Correct Patient (Check ID Band) ~ Yes C1No The Specimen is Labelled (including
Site Marked [Yes C'Nos=NA Correct Site .»m%s CINo patient name) /D)!es/_ CNo CONA
Anaesthesia Safety Check Completed L Yes C/No Correct Procedure s CINo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning_L)Yes [/No
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

[1Yes JANo

[ Yes«J4No

ZYes CINo CINA

Blood Units Reserved “1Yes\ Mo C1NA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? \z@es INo TINA

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected =
Steps, Operative Duration, /
Anticipated Blood Loss? ) ny 9

OYes r;LN(ﬂ NA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes gwo/ 1 NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

OYes CINo =NA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. yﬁ CONo

Signature :........c.o..... é}/ ........................................

| 1 R P— % U/(\jw,ﬁ/ ..........................

Q’(es/! INo CJNA

Problems to be addressed

__D¥es—iNo CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? ,D#es{ No

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




'PATIENT TRANSFER FORM

z

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

Patient Name & UHID No.

HNH-00014104

b o: Pyviniu 1P26-0000849,
. 08-1095
Dr. SWAPNA gapm WYIM2D

IIIIIHIIIIIIIIIIIIIIHIHIMIIIIIIII

Date & Time of Admission

g4 01530

Date & Time of Transfer Order

Ohfoe[2é @ S dof

Transfer Ordered by

Dy ,@uzgq %Vaﬂi

Reason for Transfer

Ob&w/’;ﬂem

From Unit

oT

To Unit

Pre - Post

Information to Attendant
Yes v No| |

Number of Sheets in Clinical File

(

Number of Imaging Films

(&

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

Yes 1 No| |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name

Quantity

(1)
N

4.

5.

Shifting Summary / Notes Written by Doctor : Y@Z No[ |

P

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

g dofedes”

Patient & Clinical Records Received by :

A8l @

Date & Time of Patient Received :

s A

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

[ | Unavailable Bed

Docu. No. : RCH /FRM/ CLINICAL / 102

| Nurse not Available

|| Available Bed not ready
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Rainbo . .
e ‘Blrtthght

PATIENT TRANSFER FORM o]

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00014101 |P28-00006490 \ { /
NIKI / 0o
;‘:u:msTM 0YIM28D  (F) 90 G ‘ % C [0 T)—? (4 & ‘LQ @ & W
F

SWAPNA SAMUDRALA

T Transtr Odered by
0 N 7\S\ON ¢ P N\O

Reason for Transfer

S, g

From Unit To Unit Infolnwnendam
Yes No[ |
Pwe - pod- of
Number of Sheets in Clinical File Number of\maging Films Personal belongings including
[ clinical documents. If any handed
{( | ﬁ over to attendant
_— % @ Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
!
L
2 eA g0 Mo ()
3 ' N~—
4,
5.
Shifting Summary / Notes Written by Doctor :  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

(Joneenon

% pRasd  4le DI

Patient & Clinical Records Received by :

A QW\W

Date & Time of Patient Recewed u

h Um

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

| Unavailable Bed " | Nurse not Available

Dacu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready
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Rainbow” . s
Children’s @ BirthRight
PATIENT TRANSFER FORM — Hospiwal | .—s.
Patient Name & UHID No. Date & Time of Admission g 1) Date & Time of Transfer Order
gt e oaa\ogﬁa,s @ 105 op [06[r0rk(@d 0
L 06-08-1908 oyem2s0 (R
m\ﬁ“ﬂiﬁﬁﬂi\ﬁiﬁﬁiﬂl\ll\\“\\ Transfer Ordered by Reason for Transfer
S
caho
From Unit To Unit Information to Attendant
3 Number‘of Sheets in Clinical File Number of Imaging Films Personal belongings including
v_'“. clinical documents. If any handed
over to attendant
2V NST ”@ SR
yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1. V& Qo 04/\/\0
)
2
3.
4.
™~ 5.
g -
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

I yonlowl, B DY Naveena
Patient & Clinical Records Received by 3 bm\ > -
Qe

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

Date & Time of Patient Received :

|| Unavailable Bed || Nurse not Available || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102




HNH-00014101 1P26-00008490

Mre § NIKITHA 2

08-08-1908 0YOM28D  (F) .

Or. SWAPNA SAMUDRALA . 7 Rainbow ® - g
Children’s BirthRight

LT T — Hospital - | () eusovicstu:
OBSTETRIC TRIAGE ASSESSMENT FORM

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

Date: 2\%\(16 Time of Arrival: HPYY) Time Seen by Nurse: ...........ccccoeerniencnunns

1)
2)

3)

4)

9)

6)

Docu. No. : RCH /FRM / CLINICAL / 098

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

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

C1 Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
[1 Decreased Fetal Movement [ Spontaneeus Rupture of Membrane / Leaking Water PV
L No Fetal Movement L) BTIBT ROBSON: uiics snioisireinsirssbesiivs deobassns snssiiissisusssmasinonihesass
Vital Signs: Temperature: %2”6 (Igﬂlse: .A.0. RR: 2.0 spo;; c(%}* BP: .l.?;‘:’lélwaght: .............
Gestational Criteria:

Gravida: G P L A

LMP: oo EDD: oo Gestational AGE: ........cccocerervererevrerieerenene

Uterine Contraction ] Yes [JNA | Onset Time Frequency:

Ao
Membrane Rupture ] Yes P/@ [JNA | Onset Time Fluid Color:
Q’I(o

Vaginal bleeding [ Yes 0 NA | Onset Time Amount:

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Lo
Good fetal Movement C¥es ﬂﬁ r1Na | IFNo specify:

Pre Eclampsia Symptoms | [J Yes ] NA

Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | 1 | |
| I | | [ | [ [ | [ |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
~ (ﬂ' possible pain
¢ IOcalon: .oierssasasiin L@U\—EO(‘.I) ....... @V\/{d) ......................................................
£ DUNAHONG cinsssvmsinnsmrmmms s s rannsrassreassas Days / Weeks/ Months (Strike out which is got applicable)
¥ BRARBCIBNS iiimreinsnn s s n i S e nEsE o 55 Sa b oms i3e s Homeeats5menmns s b o0 1 e mi o inre m Lo e Aiacmtrc o1 80 Aot B e e e
PRI oo o e s A S T S O S AR s SRk 4t e B 8 Y $¥H e o et oA S R o e e e
B TECEVBITHONS! - cuissnismscnmnnnsros ssomsisinmsinmimisie s imiein s m e s mi e oL e S8 88 L84 25 SR RO Sy P A8 B mrmCe e s
Past History:

B | SUDOBNBET . i oninsivie farwss i s
(PT.0.)




HNH-00014101 1P26-000084
Mrs 8 NIKITHA »
06-08-1905% 0YSIM29D (F)

Dr. SWAPNA SAMUDRALA

llflIHIIIllllllllllllllllJllIlIlllll e

B) Current Medications:

9) Prenatal Medical History:
L1 None

1 Chronic Hypertension

[] Gestational Hypertension
L1 Diabetes

L1 Prenatal Vitamin

[] Gestational Diabetes
U] Low placenta

\Wf yes, specify

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

(1 Category Il: Emergent (Time to Physician:

< 15 minutes & Reassessment: Every 15 minutes)

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

(] €ategory V: Non Urgent (Time to Physician: <

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Imminent Birth

Suspected Pre-term
Labour / PPROM < 37
Weeks

Level 3
(Urgent)

< 30 minutes

=% 1zo~'

Every 15 Minutes

S X”&»
e 0 muwwm§

Signs of Active Labour
> 37 weeks

Discomforts of
Pregnancy

Signs of Early Labour/
SROM > 37 weeks

Active Vaginal bleeding

Bleeding associated with

Bleeding associated

Spotting

| Seizure activity

and / or headache, visual
disturbance, RUQ pain

with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) =37
weeks
Hypertension > 160/110 T’:‘Lg}ggﬁ?ﬁmmm

associated signs and
symptoms

| Abnormal FHR tracing
‘| Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movemnent

Acute onsite severe
abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress

Suspected sepsis

= Major trauma

- Shortness of breath

= Unplanned and
unattended birth

= Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

- Nausea /vomiting and
/or diarrhea with
suspected dehydration

« Ongoing assessment | « Anything that does not

from out patient clinic seem to pose threat to
(for hypertension, blood|  mother or fetus
work) « Cervical ripening

= Minor trauma (minor « Qut patient placenta
MVC/fall) previa protocols

« Nausea/Vomiting and | » Pre-booked visits (ie
/or diarrhea Rh and progesterone

= Signs of infection (je
dysuria ,cough, fever, |«
chills) .

injections, NST
Assessment for version
Rashes

Time seen by Doctor:

Nurse Name :

Date: .ooeeeeeeeei?




HNH-00014101 1P26-00006490

Mrs § NIKITHA

08-08-1908 WYemM28D0 ()
Dr. SWAPNA SAMUDRALA

AT T

,rf’/;_,
Rainbow® . e
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: '}\b\’bb
Baseline Information:
Admission From: PD 'D).ﬁ{s"n Desk L] L ONOES: SPBCITY . -oronmemmirvasinres soenryssnssssisssissosssinisssssisiiss
Primary Language: I:\Emjﬁw L] Hindi L] Others
Doyourequireaninterpreter? [ 1Yes. [INo
Source of Information: M A&m [] Others
Personal belonging if any: ,}defe;; 1 Nose Ring ['Bangles [ Anklets [ Finger Ring [1Bracelets
handed overto...................... [’& 4 4 Wa (22 5 N
Allergies: " Yes JNO/IMedications ['] Blood Transfusion 1 Food CHOMIE: vusicisyivimsiaidnmsersintas '
YOS, MABRITY. coccvvciimmsmniivrmoisimisi s s i s sinsipisisehsess g v oo ¥ e s B st sk e Shs vy S e oA S b b ey b b
Chief Complaints: ............. ‘/m@/L ..................................................... Doctor Notified on Admission: [IYes [INo
.......................................... J Mame of tha BAcIOE ...coovwiasimm i s
................................................................................................................... I NOUTET! -ocvisismicsniiinisisssrmsiticsisssssssadanita
Past Medical History: Obtained From [ Patient ] Family Member | Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
A mAA MAS
Blood Group: ..........c.cooooevviiiiinnne. EMBs ooy EDD: ......... g e Gestational age during admission: .....................
CONraCtioNS: ...o.eveeerreecieses e Vaginal DISCREGE: .......ccvoviriiriieisese e
Obstetric History: G e P isamsaatiass I Previous LSCS ................
Height: ............... Weight: ............ BMI: ..o
Tampy ... ciisiciaa HR: coconinmanemis R izt BE: s s 4
High Risk Factors: (Please select by ticking (v ) the box as applicable)
Hypothyroidism [] Rh Incompatibility Fertility Treatment
[] Hyperthyroidism 1 Previous LSCS —1 Preterm W
[ Hypertension | Gestational Hypertension O WSpecify)
[ Diabetes | Bad Obstetric History
1 Anemia | Obesity (BMI)
[] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139

(PTO)




HNH-00014101 |P26-00006430

§ NIKITHA .
:I.:DMlM oYemM200  (F)

r. 8W RALA

MO O

ramily History: [ | No Abnormalities Detected

] Heart Disease 1 Hypertension [] Diabetes [ Stroke [ ] Seizures [ Kidney disease

] Liver disease (] T . Ty o misdei s s s

Pain Assessment:  Pain: [ Yes Mf Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ | Yes \'_".No/Score ................... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ |Yes \E}No/Score ................... (complete the Braden Q Sheet)

FUNCTIONAL SCI}EENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem "1 Walking Problem '{Wﬂ—aliw Detected
(] Developmental Delay 1 Musculoskeletal Congenital Abnormal'ny

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
C1 Overweight L] Poor Appetite > 3 Days ['] Needs Therapeutic Diet.

[ Under Weight ['] Diabetes Mellitus C/Nfﬂi{mmality Detected
Inform consultant for positive criteria

PSYCHOLOGICAL-SCREENING:
[ €alm & Cooperative (] Restless [ Depressed ] Agitated "] Confused

T ONBIS et ee et e s e e e e et s et e e e e eeeseseeeenenes et et et st ee e et ee et et At e s s s seseaaseseesa et e A s A e e e a s et an s et e s et e b et eaee st enanenan

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single \;W (] Divorced ] Widow

2. Special Habits:  Smoker: [] Yes M Aicohol Abuse: [ 1Yes M Drug Abuse: []Yes W I

Social History: Lives With ......=1.t% LA . A e A1 PP 13 mmee ghe

Orientation has been given regarding the following aspects:
Call Bell in Reach: [1Yes [INo Waste Disposal Explained: [1Yes [INo

Infusion Pump : ClYes [INo Hand hygiene Explained:  []Yes [INo ! Others

Above information given to })0&'&/7'1'{’_‘ ...........

Nurse Signature: ..<X. "‘r&&\ﬂb ...........

Nurse Name: ............. L LLLL\QD .......
‘0’3

Date & Tie: ....ccmasmainmrinn )




HNH-00014101 1P26-0000643
0
"z

w”uﬂ;u“ it Rainbow. | @ pirihRight

i g Fospital | (@ oo
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: S/b Lo L[ 7.50.am..

ongin:..JM;ﬁﬂ ..................... Height:... | SA1. (1S WeihE‘.l’.[.:.ﬁ-&/Qﬂ. BMI: 5232 '§5$=

0 ~ 30 kg/m’

Food Allergies: ............... (“O ..........................................................................................................................................

Diagnosis: .............. R 50t AR - s resissssrens i e it dsiiass i

Typeof Diet: O Liquid ?ﬂ ONormal O Diabetic

[ Vegetarian ¥ Non-Vegetarian J Vegan
Diet Advised:
Liquid Diet—ORS/ Coconut Water/ Butter Milk / Barley Water / Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet— Brown Rice / Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)

Patient’s / Attendant's Dietician's

Signature:

Name: ......J\ ]LHM’J ................................... Aéﬂﬂtv\ &%M
Date & Time: j ’9 25‘/ ..... ? ’E\QW’O ..... Date & Time: S / 15/25 o 7 m‘(p aLy

Doc. No. : RCH / FRM / CLINICAL / 195 (RT.0)




DIETARY NOTES
Date Time Notes Sign

P

L1
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i mmlm | gmg"t“" ‘a._rtha.gm
CROSS CONSULTATION FORM

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

Doctor Name : DVSMQ{FMLP'\ .................................. Date 5]6/}6 Time : 12,[7*-;
3]0 3 S B SR SR T W RO NSRRI RS B S e
Hospital - ... . 2CB  HIMNE Type of Referral :

O Emergency

O Urgent
Referred for: [J Opinion PBGManagement O Transfer of care .

O 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
Lackakon _cove play

__,_-—

l,
_ wal  Adonmad  bwas |
— @ \\Qppla,\j WS o~ 7\@ ubﬁ[ﬁ'k ‘\‘%74710« Lovrad |

nd \&
e — -A-cu\\/ pRF @van Z ‘M’\J on aoch sSo@

ls - 20 MC\V"B s )
~ A v daap lodth ns  damoshatdd o9

(y0ss Csondia [Lmd/la/ lold - :
Balaj Swncle 4l S-lewiﬂ\'t'ﬁ w‘u[a ,Cﬂ_acﬁtj

- waanlea

— Npple shald (s03) -
| doloshwr Saaw -

Doc. No. : RCH / FRM / CLINICAL / 049
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Or. SWAPNA SAMUDRALA _ lid e BY :::NBOW HGISgTALS
T T Hospital_ | W zzzeznezs

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
M a.Yes ] b.No

P | [0 T - U LSRR OO PSR SPUROPPO

3. Nipple condition:
Jg/a. Nipple well formed
“[J b. Flat nipple
[J c. Inverted nipple
1 d. Short nipple

4. Milk flow:
1 a. Good
_>—b. Drops of colostrums
(0 c.Dry

5. Steps for Positioning and attachment:
_[J—"a. Baby goes to the breast
] b. Mother always sits with a back support
[J  c. Ear-shoulder-hip should be in a straight line
CJ  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:
[0 a. Yes
Cl/ b. No

7. For Caesarian mothers:
1 a Mother is required sit and feed from the 4th feed
0 b. Please explain football hold

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

0. AGAIIONAI NOTES: ......vveeveeeesecet ettt esesetenerseesesesensseseaesesseses s eeseeesseseses s ess e esseeseeseseeeses e s e s et et ee e s e e ses e s e sesesene

Continuity of Care: 3 P B

S8l fhe P Loaaddn

D gtk e vday & e

D aehphAf 2wnd \l\"ﬁ‘f £ buxtuyfaa
Depointeds 4n ot €10l
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Mrs 8 NIKITHA
06-08-1905

CONSENT FORM FOR GENERAL / ™:usmumat™ @ % | @ BirthRight
REGIONAL ANAESTHESIAY/ (T T ——— e
MONITORED ANESTHESIA CARE

1P26-000068490 )
H

Patient Name ; .............. ]/hng\L'H'\“ ............................ Age:.}g.)..Q ~7).. Gender : Male O Femgle’{

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
~ parts of the body after surgery or injury, using catheters.

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

[ Heart disease O Hypertension [ Diabetes mellitus O Renal failure
- [ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Groni

O Others oot b

COMMBHES i ..cc: bty sussniusssumsisssraisisnssisnisassisnssasesOOTSbre AL ARG TSV
« Doctor to document in medical record also if necessary (Crosé-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize A Rainbow Hospital & its authorized doctors to perform upon me / my patient
M ; I' ..... k ................. the above mentioned operation /_ Diagnostic / Therapeutic procedures

—

" | authorize and give consent for anaesthesia (Evégional/ O General Anesthesia / CI Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnantv{{ Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

e
| declare that | have explained the nature of General Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :

Signature : ......... 14‘,4 ............................................ Signature : ..... L VM’) ......................
Name : .......... QoNIRYTYA Name: ........V. \/WWMM ............
Relatonship wit Patint:.......... §ELA Daté & Time : ....... 4 MM”Q’ M
Date & Time : W‘L\M"I'gﬁ i

Doctor (who is Iakin%\@yénsent) :

Signature /... 3\ e
Name: ....... m Wf/{x\/\}"’m ..............

Date & Time ; ... L} [/"\Vj"q’f“‘




HNH-00014101

Mrs & NIKITHA 1P26-00006490

S:m::f,mw’gm %0 (R "z .
Department of Anaesthesiology m ””mﬂ’m,mmmuﬂ Eﬁlirl‘clljr%v:'s | . Bil'thRight"
FRE AMASTHSRCEVALLIATION Hospital_ | W

Name: W‘SN;L’;“" ................. Age: 29 ....... Sex: F ...................... UHIDND'HH'”_DDO“”‘I ........
Date: V \L ) s Time: ..... . .......... ;M ....... Proposed Operation: ‘E'erw‘? ..............................

.............................. . 4'
Diagnosis: .......... PY\"V"‘T\M ................................................................................................. O S
B.P/CRY; ...5., e L Weight::.h ..... 7 ASA Physical Status: 1 V{ 03 04 05
Laboratory Data:
Hab: ”L] GIICESE: vissismivssimsimsssirase.  PIOMBINE b sinnsasas KBRS . sonnssssreermammonsszsn
WBC: GQ’L = s [ | Tolal Bl o smiitin HEV: ool viasggevvinirs ad 2 A, Ll L
Plate: \;%"]LM N oo DI, Bill e Blood group:&.f..‘:‘.‘" SHress/ANGIO: ..o
e R B e i LBH: el cicpaaitinasine T3 vsvssssinsivsissvasvrasoss e ....oocviinsansisainnrinss
= i RN (RN [, SO AlK PhOS: oo Hhcrsnisiangss
INR cedicizid o ML B! i (TIVIABO R s -, (e
] SGOT/SGPT: ......coovverireene

Allergies: Q _
Medical History: ~ Ovs: (D Diateats ~Anticue \‘\%f\

RESP: e Diabetes : (=)

ONS : (2

Renal s

Hepatic / GE : % - Physical Activity: H s> \,
Others : @ - (.-

Past Anaesthetic History: /@

Physical Exam: " g, -
Rirway: wp 1 §)s 4 Mouth Opening: T-(F)  Mentonyoid Distancf: 1) Neck(1y ) TeetnNo [pove Huf

Lungs: WAc D, (0o No kvl
Heart: $\§, @
ons:  C( S[L! B T

Pregnant: “Yes TINo CINA Venous Access Site @ Spine Exam for regionalf\,;u P""T’J S
B ) T

Anaesthetic Plan: MAC\ﬁEGIONAL CJGA-ETT CILMA

Peri-Operative Plan Explained to the Patient: ,vaes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: N M o 50 Ysam ot
i 1. DVT Prophylaxis : - Uoelg-s
HLWP\/CLQLA hwy - <Water/ons 2 Hours 13 ’ "
T 2. NIL ORAL Ohere & Heias

w

. Informed Consenty_Z Standard =/ High Risk
. Post Operative Pain Manageme'ht-r/Discussed with Patient
. Other Instructions: '

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

2

Rainbow" . R
Children’s | @ BirthRight

Hos pita| . BY RAINBOW HOSPITALS

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

H
\

Change in Patient Condition:

] Yes \,Z/No

Fasting Status{ew‘, aad. E

Physical Status: " Patient Identified 7 Consent Present 47 Chart Reviewed
HR:§V | BP/CRT:\|D[F» | SpO, aﬁ‘/ - [R. RIH/M‘ [ Last Feed:;ﬂ;-\
Pre-OP Diagnosis: ......... AN Operation: 'E'MWV,I .................................. Date : \1\5! ...............

T

‘S/Padding
LA~ Awake

] Other

Surgeon: V‘g"'\? s v s Anaesthesmloglstm.;.D ................... - AN Technician: .Yz M
TIME 0 ATI0Y :
N,O /AIR /O, LPM ] 74 .
HALO /SO /SEVO J Antiblotic
Drugs: ab n
E!g !!g!lﬂﬂ 4] J W Suppository
HLecofenac Loeih
AAAMADL Lochia
Blood Loss
FI0, / 540, O [ TR TS
ETCO, L | e ’ i
ECG AL
Temperature
Urine Outpul N NOTES
g8
L a s ¥ 2
=1 — /- U—{/F\
ap 240
V Systolic 220
A Diastolic
X Mean 200
 Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In — - -
Throat Pack Out 120 M y s
100
. FV.Y. PN
6
40
20
10
(]
86
LAB Values
GRBS
.,Kr Equipment Checked and Temp: Induction Regional:
Functiunal ] HME [] Fluid Warmer v ! Inhal ity Specify: ...
[C] Cling Film [] OH Warmer ] Pre Q, RSl -~ Spinal [} Epidural
j’ Cuﬂ Site: . K"’L’ 0] Hugge‘ g D CtmonWoui ] Others Others: . %\ H
[ Art Site: . her
8 Aiyied vz o O] Mask 1 S6A Position: . "‘J S
AT EKG Lead =1 - :
I Temp Site Q‘& S— ] Airway [ Oral [ Nasal Site: ... MNW
= FI0. Monitor Anaes StarL & ETTH#E ccamnin. Babaciany OM Needie Size: /4. v DB oo dcicaiisaiinin
Ij Ag;m Monitor OP Start: ..... Q ’10 ] Oral INasal [ Cuff Parasthesia ‘j Yes ™ No
\/, ol RN OP End: . e :i Tracheostomy (] Topical Catheter at skin ..
1 Caprograph EERNORT .. :i }QYW] B Dwgmm&cﬂm 57%})
(] Ventilator Anaesthesia: ] Awake 1 Direct Vision Bolus: .
[Z] Nerve Stimulator 1 GA | Video Laryngoscopy [ Stylette / Bougie T e S
Ias - 1 Monitored Anaesthesia Care ] Fiberoptic Block Level: ._...
Position: W? ~ Regional Blade# ................ Attempls: ... Comments:
./{'(.1 Pressure Points Checked DRI WD oo ccviiessnin b G A o
Line (Size & Location) Transportation to
Eye Care: ] CVP: O] Bilat = \_=mmcu Doy []Other
JCVP: ... | Bilat = BS
[l Oint ] 1 Semi-Closed Circle Relaxant Reversed [ Yes Tl No l/.fNA
] Ta - ) Ay
o L1 ‘Closad Cireia Name of the Doctor \ &

Signature of the Doctor m\
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. wwncd | HESIA CARE UNIT RECORD
Received in PACU by C}?Srwb .........

=
Rainbow® . T
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

Time Received : . X5 0. Pef} ..... Time Discharged : ... A ?'\()

250 250 | 1y Cannula Site : IQ‘H' SV "[6
240 240
w 230 230 | [ 0, Mask ] Nasal Prongs
é gfg gfg [] Tracheostomy ] T-Piece
e 200 200 | [ Oral Airway (] Nasal Airway
o« 190 190 ) PR
180 180 -
3 170 170 | Vomiting : [ Yes [ZHo Drug: JMWG’H-Q
=]
2 18 ‘e | NeTwbe:  Cves £TNo
v 140 I;g Drain: 7 Yes CINo
130
A 11 ;:g 7 A :fg Urinary Carheter‘//‘fes CINo
"'3" 100 4 1 100 | Chest Tube: O Yes/f;wﬁ
90 20 . —
= do E - - a6 Nil Oral 1Yes [INo
Sy — pd BV 70 e,
o
& 50 4 50 Oral Feds: .................., TR 1 T
& 40 40
ao 30
v 20 & 20
10 10
0 2| 0
5P0, |
POST ANAESTHESIA SCORE MBITES | ot
(Modified Aldrete Score) IN 30 160 T 90 SCORING INTERPRETATION
ies vo! d B e 2 :
23!2 }S EE::S :ﬁimii :313233 o o Cormimied = 3 AGTIVITY \ 2~ e A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
w to deep breathe & cough freely = % L—
pnea or limited breathing = RESPIRATION = . ¢ ol £ b 3
Apneic =0 ?/ 2— Exceptions to this, are to be expiained in the
BP + 20 of Prz Anaesthetic leve =2 i i inian:
8P = 20-50 of Pre Anaesthetic leve =1 CIRCULATION 5 13 z— space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
:ully awake =2 o
rousable on calling = 1 CONSCIOUSNESS 22—
Not responding =0 ?/ el
Pai, 21 cowm i 1 2—
g, dusky, blotchy, jaundiced, other =1 L
Cyanotic =0 2-
TOTAL Ol [ 8] lo
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
w\o ollo A D-
u\lo ollo N P
o
Pain Tool Used: ' NPASS [JFLACC [1WongBaker —1NPS Reassessment Frequency:
D\- ; Lr5 v 1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : A Jr) 2. For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

tYleefrere.

Transferred to Unit by (PACU): .

Date & Time: ... U.léL ol

a.  Every 2 hours for first 24 hours

b After 24 hours every 4 hours

c.  Prior to pain refiving intervention

d.  With in 30-60 minutes after pain relief intervention

23 ool 205




Rainbow® ) e
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes & Tot to treat the little. Your Right o a Safa Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA RECORD :
(D1 OO TIME: vvererireeerenenee Procedure dong DY ... sesssssssssesssesesnans
CSE /Spinal /Epidural Pasition : ....... teaeeene R3] 2 [ I Technique {LOR/LOS) .....cccvurnnn..
[D]:] 111 N Catheter at SKIN: w.ceeveevceeerceneeseircesinens FANTL: ] 11]0] e
Parasthesia : YES/NO If YBS GBLAIIS  ..vvviviserseecuiiereecessseeceiasessensceseseseescssssenseseossssosseenenasssesssonsesasiasseresssssessssasesseessessssens
SOIULION COMPOSHION 5 1reveteireriirreeieeres e sisessisessebesssssssar s ssenssasesassosssssssessessessensesetsennesenssessesresessesnassessensassseaseesesereses
Any otherissues :
) -rruireesersers st a bbb et as e sas SR eSS E R PER TR SRR bR A RS SAEA A4 b BE AR R e Re A R s SRR A ettt s en b s s rer e senas O
D) e feaLetab e asen et ae e er e se e R ree e e R A e ReA e RS e R R eR R R e ReReAeA TR R beR e R AR RROA SR b ban e e be et srassasrennms e enas
Tim Infusien Rate Bol l Level Maternal EHR Corn
ime ‘ (ml/hr) olus (ml) Left Right [ BP | Pulse omments
iy
Delivery Details :  TIME © cecvvrenecracnrvnnnes APGAR: .....ooeerrenenne SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by @nd TIP IMSPELLEM © .....eveemesereeeessesssseessnsssesesssorsesssnsesesssassesesssenssassssasessassssesesssessoes rererseseserssentene
PAHERT SAUSTACHON 1 1evvvsiverrrierirrersirssersasasrmsencasssistastesessesassssstesesmsansssemssasensanessessastsstessssssssssenesstosassssnessessensnessestaseneeseanense

Discharge /Shifting ordered by
DOCIOr SIGRATUTE. wovvvreeeeececnererertsencesssnnsmnassassssssesarensessesesees
DOCIOT NAITIE: ...eeveercerenrnvrerreresensssnsnmssssensessasassonsarssansesssrarns

Date AN THME oo eeeeevsstesseessssessssssassresessessnesesrassae
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Rainbow® B

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes 2 ot to treat the little. Your Right to a Safe Delivery
Patient Name : M‘LQN"“R\"\ .................... Gender: [] Male \[>Fémale Age : UL o X o SR
UHDNo ... U000 Ul | pate ... 4[6.[20.24
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you.

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achance to ask my surgeon questions.

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

5. lautharize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / ProCEAUTE: ...t

Consentee : Patient Attendant :
Signature : ..... U\)ﬁ'} ........................................ Signature : ....... V\f ..................... R
Name : ... NARITHA o Name: ....... \[\/W'bj .....................................

Date & Time : ‘—ﬂsj&@}éfl&f}?m Relationship with Patient: H’VV}M

Date & Time : ‘6[6/7/6:“:“?“’\
Witness :

) Doctor (who is taking the consent) :
Signature : mmﬂ«, Lhdq......... e r—— «%/
- MDLJQW# /Q Name: ............. (D’DV\Q‘ ................................

Docu. No. : RCH /FRM / CLINICAL / 027
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HNH-00014101 |P26-00006490 "

e ey Rainbow” | @ pirthRight
T T Hospital | [)eeeonosnus

INDUCTION OF LABOR CONSENT

Name: .......... ML SN R Age: ... 3%H...... Gender: Male[] FemalefT
UHID.NO : ..o Al 000 LML Do DAte: ... S| GL 2
You are scheduled for aninduction of laboron............. 3(&!?4*(.. ................ (date) at 3}Tf‘f~’<— (weeks of gestation).
The reason for your inductionis STOTTTRTTROROORS  ~  GWee .22 ivbes SOOI

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 complications due to 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.

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant:
Signature: ................ {\! ...................................................... . e\ﬂs

Doctor:

Signature: .........=—rx. s s s e

Docu. No. : RCH /FRM / CLINICAL / 173




Rai_n?%-w" ® - L.
Children’s BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH  Hospiai_ | @z

Your Right to a Safe Delivery

Patient Name : ..M. S Mefba) UHID No : Hur-0.0014]0/

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

Gender: [1Male ~*Female Date ... 2 e Time: ......... U T
| 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: 7 ...........................................................................
Consentee : e Patient Attendant : W

Signature : ....... ﬁx\(ﬁ},// ...................................... Signature : \)\/ ............. S e
Name : ......... M S MNurte Name : ..o...coveven.. VVWQ}W ................
Date & Time : ... 3.[¢ /2226 € 1| Pm...... Relationship with Patient: ............ ’J“’{{" .....................

Ll /1\0 Doctor (who is taking the consent) :
Signature : .......... 8 .V W 5 .......... 9 ...........

Signature : .................. if:‘/ ......................................
Name : ./A[‘\ILM.S(\AJ) ......... Name: . =2 Monulic

T a1 | S —
Date & Time ; .....>." GjReds f ol (Lpen..... Dok 8. Tive -t B “/% _______________

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow .

cond 2 O \SS Children’s .BirthRight"
4 TS Hospital BY RAINBOW HOSPITALS
1t takes 2 kot to treat the Hile. Your Right to a Sa'e Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: /\'@u, 5 M koo, Age: 3" Gender. | © Ve ﬁ,_c_
UHIDNo: | YW “ 000 \4IDUIPNe: - 0 0oo6Lste: Lg%t Tme O S PM
Diagnosis: & M <3 O—’
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage + - Remarks
1. | Fentanyl Citrate Inj. 50mog/Mi (hOMcq 01
2. | Morphine Sulphate Inj. 15mg/MI ‘\'{\
3. | Remifentanil Hydrochloride Inj. 2MG e
4. | Remifentanil Hydrochloride inj. MG 2
s
= 7 i
Doctor Name; 1) VUUTT ¥ Doctor Registration No: —,] 7 . 0]
; : P :
Slgnalureﬁ‘ \%‘(‘ . OY\"\‘?(IU«
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)
c\r i o7
; " ) /' 4 i .
IP Registration No: S r\rr U AR k‘ T A M T AR

Aadhaar No. of the Patient (Optional): ...........ocoiviiiiiiiii e e s

7 v Al
‘M\l Name: /M35 o, AN Ketia Remarks
] : -~ . \ f - :
= RO NOJATE ~0A0R 0 ds ones O\ .
21 Complete postal address (with contact number, if any) : J J Moo > NJQN :
3. | Brief description of the illness ( Migeg

4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)

; : ; ; : ,..‘45 )
5. | Details of essential Narcotic drug dispensed - ¢ nlawns ,\r
Signature / Thumb ™
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
| Patient Attender
AT 1 i { \ A Vel N~
_'”LJ { "_.(" & V\ A‘erq‘ L{ 4 | N ¥
:
. ‘ r ’
Dispensed by (Name & ID No.): .. W"QLG' ”{"(/ ............................ Signature: .......... e
[ | ( v
B ) V2 /o
Received by (Name & 1D No.): k./. ...................................... O\f]:\’;_ ................ Signature: ..... (::: &, 'U%_.
et ol S ot
R o Ml meiERTe

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow” 3 e
x - Children’s @ BirthRight
o2 Hospital .*.’_"E‘!"_‘_EU’:'_“PE'?'T_".U'
1t takes 2 ket to treat the Btle, Your Right lo a Sate Delivery
(MEDICAL RECORD)
Patient Name: /\{q, o - G 470 | I Age: <. /. Gender. TR
UHID No: Weocoolinl PN L- o ronaeSiPate | lode g Time: < DA
Diagnosis: ' by & L/ I
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI {4 (
2. | Morphine Sulphate Inj. 15mg/M! ‘
3. | Remifentanil Hydrochloride Inj. 2MG
el , S
~v 4 | Remifentanil Hydrochloride inj. 1MG
Doctor Name: |/ 11 {11y Doctor Registration No: ;“"lfi /q
Signatu\rezll{’ (AnA |2 X !
AR o
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: 0. 00000030 Date: 160
Aadhaar No.of the Patent {OBHORAIN . w. i s o s sasmtsshnbonsi v s xsiis vivess sivs sl ssasassonss
Lot Name: /AL - A7 K/ Ho Remarks
2. | Complete postal address (with contact number, if any)
3. | Brief description of the illness .
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed .
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & ID No.): ...............44 .'J.i;.'....'...i_:.'. ..... . ‘) ............................... SIgNatUre: ........ocoeeeevereireerrerns
| "‘lfl‘!-. = ] lr. | v <
Received by (Name & ID No.): ........ecee e (XA .5 % i Ao A T Signature: . bwe... SN0
@ i ¥ o

Docu. No: RCH/ FRM / CLINICAL /133
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