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Date : ~90’(’b(> UHID /IPNo.: _ WMV-QOO U Y £G  SINe. 1547

Name of Patient : myC. Dn{)} ol S’:, 2 Qj . Age: ; Gender: E
Father's / Husband's Name : J Corporate / Occupation :

Address : ] Phone : g#. QCns26a, *Zmail: GLLEIE ):’7(;%
Procedure / Plan : _EDD/Dos:

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

Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS
’M{.llti Shared Ward
Pkt i o 7:;;:)6:;&'”’ 20, pool- Q. oopl=

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
k tarts th i g
(?ac i s frogithe Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
. Length of Stay for N 9 T /5 Length of Stay for : 4 Ny 4

Pharmacy up to Pharmacy up to h

Ilnr)nl-- s |
Ll B % 74

Investigations up to a k” [_ Investigations up to 2052 l

Others plel)  beby e | i1Ch
Neonatologist Charges : D Covered |___|Not Covered Epidural / Entonox : D Covered D Not Covered

FMial Minimum Deposit :
ReMARKS : Yt 0058, N0l B R s Belinision s i
1. Room eligibility fspurely subject lo‘lgA apprbval dnd the P‘Z‘;&!I R()bmjl‘ Awﬁ th admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case 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, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
efc.
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 permitied,
additional payment is applicable for which kindly contact the Financial 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, ete. 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 patients in SDLX, DLX and PVT rooms and only one att¢ndant is permitted in the rest of the categories of rooms and 1o 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)

DECLARATION

1 ' 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 Client Signatory Relationship _ Signature of the financial Counsele
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SURGERY DETAILS

Date : 61@('}@ ......................
Patient Name: HK&@O@JO\ ..... gm"&‘?' Date of Birth: 2\@[2@00 ......... Age: RGY
cender: ..ok € ward:. AOR ... UHID No.:...... 1. ALH. . 091

Date of Surgery: G\&l?\-@ [JOT-1 [J0T-2 (LIQUOT -3 [JOT-4 [JOBGOT-1 [JOBGOT-2

™  Name of the Surgery : ............ T\\'VD ..... Y ﬁd’\)‘t .................................................................................
Time in :.......... g,;%Q'Am ........ Time Ot &............. Q.20 ..
NAME AMOUNT

1. Surgeon S A Q\P\O—“\DC\ ...... (T“\Qﬂ"\ ..................................................................

2. Anaesthetist b s Y AN 7' 2 V1 | S

3. Assistant Surgeon : ......... LR MBBNR s e

4. OT Technician s e S e s RO aesmeshessese R s s s e s e s

, o
o 5. Circulating Nurse : .......... 8 O o e

(@
6. Assistant Nurse MQ’&Q& ....................................................................................................

Special Equipment:  [J Laparascopy (] Broncoscope (] Harmonic (2] Morcelator
0 C-ARM [C] Cystoscopy (] Versa Point (] Liver Cusa
[ Neuro Cusa L OIS i cmnsnnnmisisasin
o
DL oy oo
Signature of the Surgeon Signature of Circulating Nurse

&
Order No: ...... RE"'OC’CU)’O\‘!C;F—% .......... Order by: -{,A(QJL;. ........................................

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow ® - o
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delwe:v
Name Mrs POOJA SANGHI UHID HNH-00011469
Father/Guardian Mr NAVEEN GANDU Age/Gender 26 Y0 M4 D/ Female
Address Himaytnagar, Himayatnagar, Hyderabad, Telangana, INDIA, 500029
IP No IP26-00006514 Admission Date 05-06-2026

Ref Doctor Self,

Discharge Date

DISCHARGE SUMMARY

Consultant:

Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458

Diagnosis: G2A1 WITH 39 WEEKS FOR INDUCTION OF LABOUR

SPONTANEOUS VAGINAL DELIVERY DONE ON 06.06.2026

History:
LMP: 05.09.2026 Obstetric formula: G2A1l
EDD:12.06.2026 Gestation at admission: 39 weeks

Obstetric History:
G1 - MTP at 6 weeks
G2 - Present pregnancy, Spontaneous conception.

Medical History : Nil
Surgical History: Nil
Allergies : Nil

Family History : Nil

Antenatal Details:

Mrs POOJA SANGHI was booked to Rainbow hospital at 6 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal with uterine artery showing Pl 2.52 with unilateral notch. FTS was
low risk. TIFFA was normal. Fetal growth monitoring was done by serial growtn
scan. Growth Scan done on 22.05.2026 showed SLIUP at 37 weeks with
cephahc presentatlon with EFW: 2 5I<g (14%) W|th AC 1% W|th AFI 16 2cm wnth

BANJARA HIL KONDAPUR OUTP, SEC r.ulzs nnnnnnnnnnnn

0 1800 2122 & www.ralnbowhospltals.m
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. Children's | & BirthRight
Hospita| 1 BY RAINBOW HOSPITALS
| Your Right to ;E;ife_[iehv(‘ry
Name Mrs POOJA SANGHI UHID HNH-00011469
IP No IP26-00006514 Admission Date 05-06-2026

normal doppler. She was admitted at 39 weeks for IOL.

Investigations: Enclosed
Blood group: "A" positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relax,

cervix was partially effaced and 2cm dilated, membranes present, vertex hign
~ up. Fetal well being was confirmed by an admission NST which was found to be
reactive. Informed consent taken for Induction of labour. Consent for induction
of labour and Vaginal Birth taken. Labour induction with 2 doses of PGEL.
Patient opted for epidural analgesia at 4-5cm dilatation for pain relief. The
same was sited by an anesthetist after informed consent. Artificial rupture of
membranes done al 7-8 cms dilatation revealing clear liqour. As per hospital
protocol. she was started on IV. Taxim in view of ruptured membranes.
Partographic monitoring of labour was done. Further augmentation was done
by oxytocin infusion. She progressed to full dilatation at 08:30am. Passive
descent of fetal head was allowed post full dilatation. She was put into position
for vaginal birth. Parts painted with betadine solution and draped to ensure full
asepsis. She was encouraged to bear down. Baby was delivered by
Spontaneous vaginal delivery, Cord clamped and cut and baby handed over to
pediatrician. Cord blood collected for blood grouping and Rh typing. Placenta
and membranes delivered completely with controlled cord traction.
Prophylactic syntocinon given. Perineum inspected. ~2 cm left lateral vaginal
tear noted, same sutured. Haemostasis secured. Instrument and swab count
checked. 800 mcg of misoprostol given per rectally as prophylaxis against post
partum hemorrhage. Vagina cleaned with betadine solution.

Delivery Details:

Date : 06.06.2026

Time of Delivery: 09:01lam

Type of Labour : Induced

Type of Delivery: Spontaneous Vaginal Delivery

Baby Details:

Date : 06.06.2026
Time : 09:01am
Sex : Male
Weight : 2.92kg
Apgar : 8,9

Gestational Age: 39 weeks
NICU Admission: No

Ssiyed s At s - 2. e ) e
@ 1800 2122 @ www.rainbowhospitals.in
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. Children’s | @ BirthRight
Hosp ital ' BY RAINBOW HOSPITALS
Your Right to a Safe Deﬁer}
Name Mrs POOJA SANGHI UHID HNH-00011469
IP No IP26-00006514 { Admission Date 05-06-2026

Post-Partum Notes: She was closely monitored for post partum
haemorrhage. Breast feeding initiated. Vitals were stable; patient ambulated
and was shifted to room. Patient was encouraged for spontaneous voiding.
Dietary advice given. Her postpartum period following that was uneventful .
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:
1. Tab. Taxim - O 200mg (Cefixime 200mg) twice daily till 12.06.2026 (9am-
9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
10.06.2026 (8am-2pm-10pm) after food.
3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 12.06.2026
(7am-7pm) before food.
4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 08.06.2026 (9am-
3pm-11pm) after 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 after food.
7. Betadine ointment for local application.
8. Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week.
9 . Sitz bath x 1 week

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 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. Kadiyala Ramya Theja after 2 weeks on 22.06.2026 at
Gynec OPD with prior appointment. ( Review consultation will be charged)

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

ey L il fsmpmion et ————— e LM S sty oy

® 1800 2122 @ www.rainbowhospitals.in
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| Children’s . Blrtthght
HOSpit&' BY RAINBOW HOSPITALS
Your Rightto a Sal;DeLwew
Name Mrs POOJA SANGHI UHID HNH-00011469
IP No IP26-00006514 . Admission Date 05-06-2026

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 or just dial one toll free number - 18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in
™ t

Registrar/Resident/C.M.O

Consultant:

Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458

HIMAYATHNAGAR BANJARA HILLS e HYDERNAGAR (AT J KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAFUR L B NAGAR NANAKRAMGUDA
ancy 3 040 - 4246 2 ergency 3 040 - 4246 2200 v 3 040 - 4246 2400 ey 3040 - 7111 3 3 040-69313233

40 - 4246 2300

® 1800 2122 @ www.rainbowhospitals.in




o . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s ‘ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Brihagnt TEL NO :040-48873000

Lyt WEB : https://rainbowhospitals.in

ADMISSION SHEET
- . I

Registration Details :

Admission No : IP26-00006514 Admit Date :05-Jun-2026 Admit Time :10:13PM UHID : HNH-00011469
Patient Details :
Patient Name : Mrs POOJA SANGHI Age :26YOM3D
Guardian : Mr NAVEEN GANDU * DOB : 02-06-2000
Gender : Female Religion

.\ucupation ! Martial Status
Address (H) . Himaytnagar Himayatnagar Hyderabad Phone No : 9951162691/ 9618181998
Telangana INDIA 500029 E-mail : naveenkumar9618@gmail.com

Admission Details :

Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name :4F -OT

Room No : PPO-417 Admission Type : First Visit
Contact Details :

Name : Mr NAVEEN GANDU Relationship : Husband

Contact Address : Himaytnagar Himayatnagar Hyderabad Phone No : 9951162691

Telangana INDIA 500029
PN
@L P )'CC" ¢ g_&_f/
Signature
\\

Doctor Details :

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

Co-Consultant

Payment Details : : Deposit Amount  : 20000.00

Payment Mode - DC/CC Card Payor Name : NIVA BUPA HEALTH INSURANCE

COMPANY LIMITED

Printed Date / Time : 05/06/2026 22:30 Printed By : 020635 Page 10of 2




PATIENT TRANSFER FORM

Rainbow® . R
Children’s (L BirthRight
Hospital .BYRMNBDWHOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

~ Patient Name & UHID No.

HNH-00011488

Mrs POOJA SANGHI
02-08-2000 26Y0M4D (F)
—— Dr, KADIYALA RAMYA THEJA

IP26-00006514

Date & Time of Admission

¢ hee (olzpn

Date & Time of Transfer Order

T~

0O OO Toatr Dedad Reason for Tanser
O e Ope,
From Unit To Unit Information to Attendant
Z,/Oﬂ WOM %\S’_ YBSE—— No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@ /0) o Yes| | No | |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
T v
3.
4.
4.

ClERBE® 115y

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

Name & Signature of Person who is Transferring

Qe A (e

Patient & Clinical Records Received by : .
%.«‘ o
(16 R 6D ASDA

Name of Person Ordered Transfer

Op VWeena

Date & Time of Patient Received :

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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HNHDOOTIAED
POOJA SANG
?;. os-mo ' ° " ’ 6 @

\\\\\\\\\\\\\\l\\l\\\\\\\\l\\\ Il Rainbow | @ BirthRight

Children’s
\'NC Hospital .W—%
ACTIVITY RECORD FOR BILLING

Name . _ _ _ _ _ ...
UHIDNo.: _________ PNo:__ ____ | Consultant: _ _ Dept:____
Date of Admission: _ _ _ _ Time:____ | Date of Discharge: _ Time: ___
Room/BedNo:_________ Ward: _________ Suggested Billable bed type : _ __ __________
WARD TRANSFERS
Date Time From To Signature of Nurse
Gleaa | WALeM  towr | reem -0 jeye

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

10
Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. S/ig},r;atu’r’é
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MEDICAL EQUIPMENT (WARD & ICU)

Date Ezﬁirgri g:“ Cor_}[ia;zting Disc%1£20ting S, Sighakiis
Ne| Z¢Pduod AN | g geam| (b3
h\"o avdioL — WM q*,%hm_\)h_qla 3:1;/
/——T”’—f'
o/
///cj;m\& [ e clgeldonk
AN
- ke ] =
T % |
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s




PROCEDURE

Date Procedure Quantity Order No. Signature

S’(B\?,. Jv Placermentt | 4535 Adael)

sEbb | Cathodertloddoa———(C) | 4639 Hox

ok ( edded

668 Us
6/6hs| nJHN () lyge W&
. -

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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HNH-00011480 1P26-00006514
Mrs POOJA SANGHI
02-08-2000 26Y0M3D

Dr. KADIYALA RAMYA THEJA
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IP ADMISSION SHEET FOR OBSTETRICS

"z
Rainbow® ) o
- Children’s ol BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Presenting Complainls

o oot

Obstetric Formula:

Gz

LMP:

\’QA

sfalax
Corrected EDD: (Q, )%

EDD:

GA: _?4;«)& :

Menstrual History: Regular : []/( ] No

Obstetric Examination

Obstetric Hostory:
9 MTP@ 6 veeel - Fundal Height: Lk > e~
- Ut Activity: (LRefaxed [IMid  [IMod [ Severe
o Pref,ent Pregnancy Record Liquor: E’Aﬁuﬁte ] Oligo ] Poly
b @ el PP: \>Cephalic  [JBreech  Others
&UN" L_& Head Fifths Palpable: &.I-g wiwmu
RISK FACTORS: § 1¢ — Lovo Yuf | s el O Tachy CIBrady (] Absent
4 1 F-p ‘62) N\ :
N Per Speculum Examination NO-F CQﬁ-C :
r Draining: [] Present [ Absent ] Bleeding
Colour of Liquor; [ Clear [ Meconium [] Blood Stained
Vaginal Examination .
- -/ Cervix: [E/Long [] Partially effaced [ Effaced
Height:.............. cm .
Weidh Os: Closed i Dilated AR,
g t trduaressunans l/' ;
Allergles......................................., ................. Membranes: FTPresent [ Absent
Breast; Normal [] Abnormal L , ,
, Liquor: [] Clear (] Meconium [] Blood Stained
General Examination: 3 :
Consclousness: Pallgr" = F’resentlng Part: “FTVertex ] Breech ] Others
|cterus: Edema: — Sutton: _/E]/-'i 0d-2 OO 00 O+1 O +2
; -2
Teml:):r‘*%"i«"9 PR: G4 L~ . Pelvis [] Adequate ] Doubtful
P 1o '% DTR:
VS €8y rs &Pe(®)
ver/Spleen: Urine Qutput:
D R i e e e e
- WA Ao
Co e 24 week e
For JOL-

No. : RCH /FRM / CLINICAL / 087




HNH-00011489

Mrs POOJA SANGHI
02-06-2000 2Y0M3D (F)
Dr. KADIYALA RAMYA THEJA

AT T

1P26-00006514

Family History:

NS

Surgical History:

\W

Medical History: "
nU

Medication History:
. Ieoy) 69

1. Cdecwn D

Plan of Care:

- Lomaer

-

,: st 9 e ) s
QoL e rf,mo&nu:. v
: A
Rzl -
- Restm WW

Investigations:
A@%t\w‘& :

MWV
Hbs

VDR
eV

/ 974\’\94
SO
cehhnti .
Plo o W 4 ey e
AP 162
(:puogz\{kg (144 )
M t;/.

S

N

Doctor Name: ...... '} IR

Signature: ..o MO oo
D;tr;a&uTime: ;%\D{%:’ ‘li'*‘
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Mrs POOJA SANGHI
26Y0OM4D (F)
Dr. KADIYALA RAMYA THEJA

02-08-2000

1P26-00006514
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDEH

BirthRight
BY RAINBOW HOSPITALS
Right to a Safe Delivery
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Date
Time
Hb \\»
PCV | 2D

RBC __\l_

WBC P
N/L

Platelets '
CRP
ESR
PCT
RBS
Na |

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid

S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
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Early Warning Observation Score Chart - Obstetrics

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

Date
’ S P -
Time89101112123456789101@121/534

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

40

39

38

37 == =l

36

35
< 35

170
160
150
140
130
120
110
100
20 - 190
80 9] | 0
70 =

60
50
40

190
180
170
160
150
140 | P4
130
120
110
100 A
90 |
| 80
70
60
50
130
120
110
100
90
80
70
60 - b/
50
40

NEURO Alert | ] 1 1]

RESPONSE Yoich
[v] Pain
Unresponsive

wn
o
N

RESP
(write rate in
corresp. box)

Saturations

2,dway

5o

ajey Heay

ﬁ)
-
©
e
<

—
anssald poo|g |01sAs

(1

N
=
<]

E

«—
3Inssalg poo|g 1jolselq

URINE > 30
mls / hour <30

. . in++
Proteinuria Prott_em
| Protein > + +

Normal
Lashie Heavy / Foul
Clear / Pink
Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Liquor
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Early Warning Signs

[ Obstetrics and Gynaecology

/

.

\

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

7

-

Set of MEOWS
Observations

®

-

j

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

(

N

> 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)

X
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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

g\b\% Time | 8<TY9

Date
PEEN

i

10 a2 1 101112 1

2)|3|a|s|[@y7[8]o

RESP
(write rate in
corresp. box)

> 30

21-30 A

11-20
0-10

Saturations

94 - 100 % D
<94 %

Administered

0, (L/min.)

2, dws

b0

40
39
38

37 —— 4 o d5s

o

36 T &

35
< 35

218y Heay

170
160
150
140
130
120
110

100

90 e 2

80 == &) y

g
:

70 P

60

50
40

anssald poojg 1|0isAS

150
180
170
160
150

140

130

120

110

=

100

20

80

70

60

50

|

h

e
inssald poojg Jijolseiq

130

120

110
100
90

80 a8

70

-
o)
:

60

50 7
40

NEURO

RESPONSE
[~

Alert r

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

=1

P

Nurse Initial

Y
e
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[ Obstetrics and Gynaecology

~ p

Complete a Full

Set of MEOWS
Observations

__ Y,

Early Warning Signs

TAEY *

4 , R
1 Yellow Alert :
Repeat Observations
in 30 minutes

. J
4 A

2 Yellow Alerts or 1 Orange Alert:

Call the Obstetrician and Repeat

Observations

v in 30 minutes
\. J
4 N

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
. Repeat Obsc;:-rvations
% in 15 minutes or continuous
monitoring

\ - /

* The Modified Early Warning Score (MEOWS)

pO
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Rainbow"® e
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the litthe.

[ 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

1

~ Output

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine | Phlebitis

Score

IVS[te N e

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 s

04:00 pm L

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm _”‘5‘9“(\

12:00 am -

01:00 am

Total Intake : /m un

Total Output :

02:00 am

03:00 am Mo

04:00 am

05:00 am .‘
06:00 am ‘/\‘T’%

07:00 am

Total Intake : (1161 N

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




Patient Sticker
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Rainbow® .
Children’s
Hospital .

| FLUID CHART |

Sheet NO. & e

BirthRight
BY RAINBOW HOSPITALS b
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.

Total 24 hrs. Intake

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

Total 24 hrs. Output

e _ Output W
Date | Time (ﬂaéﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine Dg'féﬁigg‘ ﬁ,‘ﬂge
Mouth | LV | NG ; ,
A8 S ETNT (ord) \ %
c)\ 0300am | L |\\ O | \CO s [ f'—g!!;’
1000 am IR T Yoo L 193
1100 am ¥ 1 \
12:00 pm W\ W P
01:00 pm
Total Intake : ¢ |’ oLk @ Total Output :
0200pm | 3
\Q’,,Q 0300pm | | ¢;_[ 2 ATV
b 0400pm | © N A
P v rd ek
05:00pm| | ‘
06:00pm | | [
0700pm| | Y
Total Intake : Total Output : L,) — Py
08:00 pm SR
09:00 pm |0 v 19 | "
10:00 pm Ao A ] o
1100pm| ° AP N »
1200am | | /" / 7
01:00 am l 4'/ ‘ \
Total Intake : Total Output : ' J
0200am|[
0300am| | | Mo / 9
0400am | i o [ (
. - X v
05:00 am o a \ ( h
06:00 am £ / / X1
07:00 am - 1* o v
Total Intake : Total Output :



1

HNH-000114890 1P26-00008514
NMrs POQJA SANGHI
02-08-2000 28Y0 M 3 D {F)

Or. KADIYALA RAMYA TH

L llllllllllllllllllllllll/ll il

q\'\§

Rainbow® . .
- Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt takes & 4o o braat tha fittie. Your Right to a Safe Delivery

( FLUID CHART |

trrech J‘ag’
A IER]

b

| B

P

4 wstte |
Thrombo-

i %Uwfﬁ ‘

Nature

Route

NG

. 1 phiebitis
Diarrhoea | Vomit | Drainage | Urine Score | Nurse

Date ETime of Fluid

v

N.G

08:00am

09:00 am

10:00 am

11:00am

12:00 pm

01:00 pm

Total intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

(05:00 pm

[jS:UU pm

07:00 pm

Total Intake :

Tota! Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

| [0t:00am

Total Intake :

Tolal Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Tnlal[lnta](e :

Total Output :

r

Tnla} 24 hrs. Intake
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Total 24 hrs. Qutput
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( FLUID CHART |

Sheet NO. s

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.

o

4 silntake: U = Output I wsite

e T Thrombo- [~ g
Date | Time | Naure Route NG |Diarthoea | Vomit |Drainage | Urin [ Piebits [ Sign.

Score | Nurse
Mouth RY N.G

i

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
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total OQutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:80am
01:60 am
Total Intake : Tolal Output ;
02:00 am
03.00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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[C] Maintain Airway and Oxygenation

[_1 Relieve Pain & Discomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance

[] Maintain Good Nutritional Status
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[] Maintain Skin Integrity

A
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f_g (] Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
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[] Maintain Airway and Oxygenation

[ Maintain Fluid Balance

1 Improve Activity Tolerance

[] Maintain Good Nutritional Status
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£ Maintain Alrway and Oxygenation

o

[JJ Relleve Pain & Discomfort

O Maintain Fluid Balance [ Improve Activity Tolerance

2 . .
Rainbow”® . . o
| Children’s ‘BlrtthghLE
NURSING-CARE-RECORD—— - —_ Hospital | W@ oo
Date: .ovveveree reesasbesesessennesasesvans

O Maintain Good Nufritional Status 1 Maintain Skin Integrity

Lz
§ [0 Maintain Personal Hygiene 1 Prevent Infection C Meet Elimination Needs [ Ensura Safety £ Early Ambulation Reduce Anxdety O Patient & Family Education
S | [ Identify Potential Complications D0 ANy Others. SPECIHY. ..ccvrueneisreeerisrreriisccrrsrsccersracisnsrseinmsaersssnssrsnsnsnssssnrasestensssssnnsseronsesarnnssran
Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ“&?ﬁnﬂ?ﬁ‘,‘g
(=]
=
=
=
=
=
o
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E
&
L.
=
2
=
Docu, No: RGH /FRM / CLINICAL / 148




> - .r@: .
L Rainbow® . o
Patient Sticker Children’s ‘Bll‘tthght
H BY RAINBOW HOSPITALS
E—— - NURSING CARE RECO RD !:-.l'ag?upugﬁa!m Your Righl to a Safe Delivery
Date: oo
o | 5 Maintain Alrway and Oxygenation 0 Relieve Pain & Discomfort 3 Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status O Maintain.Skin Integrity
© | O Maintain Parsonal Hygiene O Prevent Infection O Meet Elimination Needs [0 Ensure Safety O Eardy Ambulation Reduce Anxisty [ Patient & Family Education
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PAIN ASSESSMENT FORM It takes alot to treat the Mile. Your Right to a Safe Delivery
. Pain Stofe ; . . Modifying | Patient / Family 5 )
Date Time (0/10) Location Duration Acuity Character Faclors Educated _lniervenhnn Sign
_ ) \\ d 0 M%Z Continuous | [ Acute [] Sharp [ Dull [ Increasing | [ Yes M
g\&\ P fT\ OFVC [ Intermittent | [ Chronic ] Aching [ Burning | 1 Decreasing | [] No v
N
\ Continuous | [ Acute (] Sharp ] Dull [ Increasing | [ Yes &}:V}\
CJ ‘( y Py th h 9 WX Intermittent | 1 Chronic [] Aching [ Burning | [J Decreasing | [ No Q
0 Continuous | [ Acute (1 Sharp [ Dull [ Increasing | [ Yes yr—
é[ L ‘\«Q’ @ pAov Q [L@ /\Q W\L}‘S Intermittent | — Chronic [ Aching [] Burning | [J Decreasing | 1 No i
A [ Continuous | I Acute (4 Sharp (] Dull L] Increasing L1 Yes ‘
1 1.7 p [0 Intermittent | ! Chronic [ Aching (1 Burning | [ Decreasing { [ No e (@/
1% 0o
' [ Continuous | [ Acute (7] Sharp (1 Dull [ ] Increasing L] Yes 9
[9\ L\ Lb by | © llo B I Intermittent | ] Chronic (] Aching (1 Burning | [J Decreasing | [ No LA .
] Continuous | [ Acute (] Sharp 1 Dull L1 Increasing L] Yes
?i\ (a\l’L al O{'U y A | O Intermittent | CJ Chronic [J Aching (] Burning | [J Decreasing | I No ey Pp—
\ L 0 ] Continuous | [ Acute [J Sharp ] Dull [] Increasing [ Yes F
2\ 6\V?| G ([ 0 v | [0 Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | ! No pE= Cé/'
[ Continuous | [ Acute [ Sharp (] Dull [ ] Increasing 1 Yes
] Intermittent | [ Chronic (1 Aching [] Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull ['1 Increasing [ Yes
(] Intermittent | [ Chronic (] Aching ] Burning | [J Decreasing | [ No
[ Continuous | [ Acute [ Sharp 1 Dull [ Increasing L] Yes
(1 Intermittent | [ Chronic [] Aching ] Burning | [J Decreasing | [! No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS '

Numorlcal Paln Scale (Obstetrlc and Gynecology)
| L L L 1 1

D w——

No Paln

&

0
No Hurt

3
—

l
i I i ] ] I [ —
2 3 4 5 5 7 B 9 10

Waorst
Possible Pain

Wong - Baker (Pedlatrics) Above 7 Yaars

0® S ®®

1
Hurts Litts Bit Hurts Littls More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SGAL? (t Month te 7 Years) \

, i ' SCORING ,
CATEGORY ; * 7 - i
0 .- Y 2 2
T [ Occasional Grimace or Frown, Frequent to céns‘t&m frown, N
Face No Parlicufar expression o sl withdraw, Disorented ' quivering chin, clenchied jaw \ -
Legs ) Normal Posttion or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
" Laying quletly nosmal posttion, ' Squimming shitting back and ) '
Activity maves sasily forth; tense Arched, right, or Jerking
Moans or whimpaers occasional Crying steadily, screams of sabs,
Cry No Cry (Awaks o aslezp) compalnt . frequent complaints
. Reassured by occasional touching,
‘ I Cordent, relaxed hugging, or being talked to, Difflcult to console or comfort
Cansofabllity distractble to 0
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
A 1, N
Assessment Sedation Normal Paln/ Agltation
Cilteria y
2 -1 0 , i, 2
Crylng o Gry with painful | Moans or crles Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stirnoll inimally with painful| irritable intarvals consolable | continuous cry
) stimull Inconsolable
Bohavlor State | Mo arousaltoany | Arouses minimally to | Approprate for Restless, squirming. | Arching, Kicking constantly awake
stimult stimuti gestational age Awakens frequently | or
No spontaneous Littie spontaneous Arouses minimally / no movement]
movement movernent {not sedated)
Faclal Motrth is lax Minimal expression | Retaxed Appropriate | Any pain expression | Any paln exprassion
Expression Mo exprassion with stimuli intermittent contiual
Extremities | No grasp refisx Weak grasp reflex | Relaxed hands and | intermittent Continual clenched
Tang Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong orfinger splay splay
Body s not tens® Body Is tense
Vitat Slgns HR | No.variabfity with | Less than 10% Within basefing or increase 10-20% | Increase greater than 20% from
AR, B Sa0, | stimull | variabiiity from normal for from baseling bassling, Sa0, less thanor
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of syne or
recovery fighting.ventilator -

—/
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_ PAIN ASSESSMENT FORM Hospital -

| Pain’Suafe . N .| Modityiny | Patient / Family] . _ | on -
Dale Time (0/10) ‘Lucatlnn Duration Acuity Character Eaclors Educated ‘Intervenlion Sign
| O Continuous | 5 Acute Sharp {3 Dull O Increasing | O Yes
U A O Intermittent | ( Chronic O Aching 3 Burning | [ Decreasing | [ No
‘ El ‘Continuous‘ C Acute (] Sharp 3 Dull O Increasing | O Yes
1 i i . .
O Intermittent | O Chronic [0 Aching [ Buning | OJ Decreasing | C No
O Continuous | [Z) Acute O Sharp I Dull O Increasing | [ Yes
| n gt RN O Intermittent | [ Chronic O Aching [ Burning | TJ Decreasing | T No
§ oo, 1 -

“ O Continuous | T Acute (I Sharp [ Dull O Increasing | O Yes
(0 Intermittent | [ Chronic OJ Aching [0 Burning | O Decreasing{ [ No
J COEtinugus, O Acute J Sharp [ Dult O Increasing | [ Yes
O Intermittent | [ Chronic [J Aching [ Burning | J Decreasing | 1 No

{1 Continuous | [ Acute OJ Sharp O Dull O Increasing | O Yes ,
[ Intermittent | O Chronic J Aching 3 Burning | O3 Decreasing | I No
(2] Continuous | O Acute O Sharp O3 Dull O Increasing | O Yes
L] Intermittent | O Chronic [J Aching [0 Burning | O Decreasing { O No
O Continuous | O Acute O Sharp I Dull O Increasing O Yes
I Intermittent | 3 Chronic (0 Aching [ Buming | O Decreasing | [ No
O Continuous | O Acute 3 Sharp I Dull O Increasing 0 Yes
O Intermittent | O Chronic ] Aching [ Burning | OJ Decreasing | J No
{0 Continuous | [ Acute O Sharp 2 Dull O Increasing | [ Yes
O Intermittent | [ Chronic (O Aching [ Burning | O Decreasing | T No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surpical patiens, patients with chranic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢}  Priar to pair pain-refieving intervention. d) Within 30 - 60 minutes after pain relief intervention.

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




Numerleal Paln Scale (Obstetric and Gynecology)

| 1 | 1 | | 1 ! | ]
] i 1 1 1 1 i . 1
1 2 3 4 5 ] 7 8 6 10

Worst
Possibla Pain

Wong - Baker {Pedlatrics) Above 7 Years

COH O ®a®

o Hurt Hurts Little Bit Hurts Lftte More Even More Hurts Whole Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE:(1 Moath fo 7 Years)

i -SCORING
CATEGORY
0 | 1 o2
QOccasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smila withdraw, Disorlented quivering chin, clenched jaw
Legs ' Normal Posttion or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
't Laying quletly normal posttion, Squimming shifting back and .
Activity moves easlly -forth, tense Arched, right, or Jerking
Moans or whimpers otcasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
- Reassured by occasional touching,
; i Content, relaxed hugging, or being tatked to, Difilcult to consols or comfort
Consofabllity distractible to
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedatlon Normal Pain / Agitallon
Criterla
-2 1 0 1 2
Crying No Cry with painful | Moans or ¢ties Appropriate crying Not| Irritable or crying at | High-pitched or silent-
IrritabEity stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal toany | Arouses minimally to | Appropriate for- Restiess, squirming | Arching, kicking constantly awake
stimuli stimull gestational age Awakens frequently | or
No spantaneous Little-spontaneous Arouses minimally / no movement
movement movement {nat sedated) '
Faclal Mouth s Jax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Fxpression No expression with stimuli intermittent continual
Exiremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone” decreased muscle | feet clenched togs, fists | toes, fists, or finger
tone Normal Tone -gr finger splay splay
Body is not tense Body is tense
Vital Signe HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 8a0, | stimuli variability from normal for from baseline baseling, Sa0, less than or ‘
Hypoventilation or | baseling with stimull- | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | sfow recovery Qut of sync or
recovery | fighting ventilator

~/
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TRV N Y.
Date: | S [l (/Y
Time:| [} Divh :
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: *
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. v ) L\
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; V\ !
P Bidiiat Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;Cs;;:ig;}eag;eg? L!;.unﬁned n; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feet 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 L m"“' meist: 2 '.“"fy Moist ; 3. 9@“*‘“““'." moist: - 4 mm'” moist s
to which Skin is kgpt _rnmsl glmosl ponstantly S_km is often,-but not always, moist. Skm is occasionally moist, requiring Skin is usa_JaIIy dry, routlr_le diaper .
skin is exposed by persprration. urine, dramage. efc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
o molsture Dampness is detected every time 8 hours. every 24 hours. ({ %
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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.

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 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

CE’Q

Evaluator's Name

ﬁégﬂ‘f -
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severe pain or with additional risk factors.

4
Support Surfaces
Risk Score Galegory Action {Please Note: Only required for children who are deemed at risk due
. to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ .
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear an 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 N
13-14 Moderate Risk @Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Maderate 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 matiress overlay
Use same protocol as for “High Risk” Patients High density foam maitress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes |  Makes occasional slight changes in Makes frequent through slight Makes major and frequent changas in
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 ocecasionally: 4, All patients too young to ambulate;
VAt . Ability to walk severely limited or Walks ocecasionally during day, but for OR waiks frequently:
acsg;zgzgﬁgg’? éb?;if]?;tta bed non-existent. Gannot bear own weight very short distances, with or without Walks outside the room at [east twice a

and/or rust 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.

1. Completely limited:
Unresponsive (dees not moan, flinch
or grasp) to painful stimeli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds 1o verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds ta verbal commands.
Has no sensory deficit that would limit

Nutritianal Usual
food intake pattern

NPQ/er maintained on clear liquids,
or 1¥s 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 1ake a liquid dietary
supplement.

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 digtary supplement.

Is on tube feedings or TPN, which
provide adequate calories and minarals
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.

Sensory Perception diminished lovel of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feet or communicate pain or
sedation, OR, limited ability to feel sensory impalrment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Fupstantly mpist: Z.yel:y moist: ] 3. I'chasiunal‘ly moist: B 4. Ba!'ely moist: o
to which Skinis kgpl.mmst :a!most Funstamly S'km is often, but not always, moist, S}un is oceasionally moist, requiring Skinis usgally dry, routlr}e diaper ‘
ki is exposed by persptrayon. urineg, dramage, eic. Linen must ba changed at least every lingn ¢hange every 12 hours. changes; linen only requires changing
16 moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1, Significant problem: 2. Problem: 3. Patential problem: 4. No apparent problem:
Friction Qccurs when Spasticity, contraciure, itching, or Requires moderate to maximum Maoves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads 1o atmost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
suppert surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Fraquently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony hed or chair, requiring frequent devices, Maintains refative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.{ in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Paor: 2. Inadequate: 3. Adequate: 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.
Occastonally eats betwaen maals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypatensive (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/d); capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
he < 95%; hemoglobin may he

< 10 ma/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 | Moderate Risk: 13-14 | Mild Risk: 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

[ Notat Risk: 19-23

Evaluator's Name




severe pain or with additional risk factors.

4
Suppori Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, friction and shear ap 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 Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
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 protoco! as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk » Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

D

z
Rainbow® ) e
Children’s ‘Bll‘tthght

Hosp ital BY RAINBOW HOSPITALS

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

Date / Time

<ot
N

135
oD,

Choose Highest Applicable Score from each Category Score Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst: F:ISI)Scnre Action
M
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 ) Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
2
IV / Heparin Lock or Saline :fs 00 20 20 implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventiqn
GAIT / Transferring Weak (uses touch for balance) 10 ERMEONI)
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 — Risk Fall
Mental Status High Risk 291 -
Oriented to own ability 0 E}&Z‘ﬁgﬁggn
Total Morse Fall Scale Score: &@
. oy
Signature W 4&\

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

] Use chairs with arm rests

[] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

1

[| Assist and/or supervise ambulation. Reinforce to always call for assistance
[1 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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Morse_Fall Risk Assessment_Form

N~
Rainbow”® R
Children’s @ BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
Tt takes a ot to treat the Intle, Your Right to a Safe Delivery

S

Choose Highest Applicable Score from each Category Datgclogme Fall Risk Grading
History of Falling Yes 25
{immediately or w/in 3 months) No 0 J Risk Level Morss&zglsl)smre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture: 30 Standard Fali
i Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 20 Implement
0 0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventlo_n
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 b Risk Fall
Mental Status High Risk 251 -
Oriented to own ability 0 mﬁgﬂﬁgn
Total Morse Fall Scale Score:
Signature

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always cali for assistance

(O Hourly safety check

(2] 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 s appropriate to patient's needs
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | ST

DAY-1 ,~., DAY-2(4[0LC DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E(NY M E | E Remarks
. No signs of phlebitis / '

1 IV site appears healthy Obence cahrill 0 @) N;ﬁ )Uf(
One of the following signs is
evident : Possibly first signs of phlebitis N

2| *Slight pain near the IV Site / / Observe cannula 1 —| N# oD
* Slight redness near IV Site

3 Two ofdthe followmg Signs Early stage of phlebitis / 5 - )\[
grq ev; Is:!m'it Red Resite Cannula D wH

ain at IV site _e ne.ss [
2\\1}i g; r’:{le following Signs are Medium stage of phisbit

4| Pain along Path of cannula ?esn:e Catnnula nsider 3 N NS
Redness around Site Swelling eatinet — |NA
All of the following Sign
evigt:r:t gngl Ex\t:;g.is;g: sare Advanced stage of phlebitis or

5 | Pain along Path of cannula the start of thrombophlebitis / A
Redness around Site Re site Cannula Consider W M
Swelling palpable Venous cord Treatment e
All of the following Signs are
evident and Extensive : Pain Qg;ﬁ;‘gggh?éﬁgso;

6 along Path of cannula Redness = \ 5 \
around Site Swelling palpable 'g't'ate't’ea"“e"t Re site —t k[A + 4
Venous cordpyrexia anria

Signature of the Nurse r&@,[} [(D/

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

Signature of Ward In Charge :
_ O
Signature : ........ 2astV i .. Name: ......

Signature of Shift In Charge :
Signature : ...........77 U usiag, D Name : .............s

Docu. No. : RCH /FRM / CLINICAL / 137
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Patient Sticker Rainbow® . v e
, Children’s ‘Blrtthght
H OW HOSPITALS
CH ECKLIST FOR THROMBOPHLEBITIS nng,sue,Ltaam!hm S:uf:::::toaSahDelﬁery
' DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCGORE [ E | N M E M E N Remarks
1 | IV site appears healthy ‘%Obzfrr\lrz (él; r[:'I:Ltalgltls/ 0
One of the following signs Is
5 gvident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 Two of (;[hetfollowing Signs Early stage of phlebits / )
are evident; )
Pain at IV site Redness Resite Gannula
AII. é}f t{le following Signs are Medium stage of phiebitis /
eviaemnt = . s
4 Pain along Path of cannula ?es;te Catnnuta Consider 3
Redness around Site Swelling reaimen
Q",‘,g;;?g;g“gx";’;?gjf“s are Advanced stage of phlebitis or
5 | Painalong Path of cannula g’e sif[aréof thrlorgbop[::llebltls/ 4
Redness around Site Te SIie L.anndfa Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of canhula Redriess }hﬂ[‘:’?b{’ph{ebm% " 5
around Site Swelling palpable nitlale Ireaiment RE SE
Venous cordpyrexia Cannula
Signat‘ure of the Nurse

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

Signature of Shift In Charge

SIGNALUIE & cvveeees e ssserse e NAME : oot seeremressiss s sessnassonns

Docu. No. : RCH /FRM/ GLINICAL / 137

Signature of Ward Ih Charge :

SIGNANNE © ..o e s ereseens NAME : oovreemeerrerresrereens




O

O

O

HNH- 00011488 1p26-000068514 O :
ey o 2
Rainbow® . A
ST ) I 13 Ya' ol T o —Hacniral BY RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o g o3 Gy,
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [~ E N E N M E Remarks
: No signs of phlebitis /

1 IV site appears healthy Observe cannula 0
One of the following signs is

5 evident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near {V Site

} Two of the following Signs Early stage of phlebitis /

3 are evidant. Resite Cannula 2
Pain at IV site Redness
legé;:? e following Signs are Medium stage of phlebitis /

4 Pain along Path of cannula ?g}i’%;g;t""ma Consider 3
Redness around Site Swelling
2&3;:? gr]:glg\(’t"é?giig? sare Advanced stage of phlebitis or

5 Pain along Path of cannula t}ge s_tart of thrombophlebms/ 4
Redness around Site e site GCannula Consider
Swelling palpabie Venous cord Treatment
Al of the following Signs are
evident and Extensive : Pain Advantrl:ed Stigt? of

6 | along Path of cannula Redness | Hrombophiebi Sé . 5
around Site Swelling palpable I(r;lmate!treannent 6 site

\7 Venous cordpyrexia anntia
Signature of the Nurse ot

Signature of Shift In Charge :

Docu. No. : RCH /FRM / GLINICAL / 137 _

SigNAtUIE & e NAIME : vovvirisirsinsnsisssisssssssmsssssinsssssssssssnanes

Signature of Ward In Charge :

NOTE : Phlebitis greater than grade 2 shiould be reported to physicians and other appropriate health care personal ongeing obsetvation of the site should continus for 48 hours post removal ta detect post mfusion phlebitis.

141111 ] NAME 7 1ovvererermneanmaersenssseesesersasgsnapasssnasenes
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Patient Sticker Rain H:()-WQ . .
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o s S ey
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SCORE M M E M E N Remarks
E N
1 | IV site appears healthy %Ohgtagrr\:z g;gmﬁgms/ 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 Two of(}hetfollowing Signs Early stage of phlebitis / 5
are evident: )
Pain at IV site Redness Resite Cannula
All :j)f the following Signs are Medium stage of phiebitis /
evident : . :
4 Pain along Path of cannula _Fr{es[;[e Catnnula Consider 3
Redness around Site Swelling reatmen
‘:‘Illig;;? gr{glgﬂ?‘%ﬁf{ls are Advanced stage of phiebitis or
5 | Pain along Path of cannula tF?e srtaréof thrlorgboppéeblt[s/ 4
Redness around Site Te Sfié Larnnuid Lonsider
Swelling palpable Venous cord eatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess %hft?r?bfph{ebm% . 5
around Site Swelling palpable nItlaLs freatment Ke Site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phlebitis greater than grade 2 should be reported fo 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

SIgNALULE £ oo eres st et ressenes HEMB & ot seneenessesse s sessasasens

Docu. No. : RCH /FRM/ CLINICAL / 137

Signature of Ward Ih Charge :

SIgNature : ......cooeeverceeeeerr e seereeseerens NAME 7 oo sessesssssrssesees
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Rainbow® &
Children’s
Hospital
It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

2 Diagnosis: l/ Any Infection: C1Yes [INo € Not Known
'g‘ (“09 [f YBS SPECITY: .o,
=
@ | Surgery / Procedure: j@'L DA L a \('LQ Post OP Day: .
o | Dat B4 e 1 LY
S| shift = {\J S SOy
= , =
S | Ay specia condltion 1 be nofed): O | -
S [Diet o BT~ | -
o Allergy: O Yes W(D Yes CINo | I Yes LNO | O Yes O Mo [T Yes ONo| O Yes CINo
f\q Ventilation (RA, NE NIV, VENTI): q\') (S Cidl -
Tubes/Drains/Catheter: O Yes (UKG | L Yes O No | Yes 27No [0 Yes CMNo| O Yes ONo | D Yes O No
5 | Vital Signs: Temp: | oy 2 b 5\:{7{/ 4 5 a3-¢°F
= Res:| 2@ | W | qebl | 2641m
#% sp0: | QY- | abd [ geh 42 .
2 Puse: | | %% | ool | Jusaln
3 [ olero | BN oo | 101]2¢
oc: | pod | DV — _
Fall Risk Score: | — 4 - .
| Pain Score: | O - = =
| Skin Integrity (@02 & | LI | aeed -
| Safety Needs: | Yes L& Ves L1 No irYes CINo [L-¥es L1No |0 Yes TINo |00 Yes T No
Physiotherapy: —— -~ — —
Z Others Specify: | Yes <00 | 0 Yes CINo | O Yes FTNo | O Yes CLNo | Yes CINo | Yes (U No
™ ' Special Diet: | Q&L | (gl | — e
Critical Lab Test / Values: — ] =
Other Special Orders / Medications: | O Yes &A¥0 | 0 Yes CyNo | 0 Yes 50| 0 Yes LMo |0 Yes DNo |0 Yes C1No
PU Prophylaxis: O Yes N0 |0 Yes O No | Yes4TNo | O Yes CWMo | O Yes CONo | O Yes C1No
DVT Prophylaxis: " Yes <400 | 11 Yes (I No | 0 Yes NG Yes ND |0 Yes TINo |01 Yes [ No
ADL (Dependent / Non Dependent): 204 T T
|
| Post Operative Procedure Special Orders: |~ h
: £o Q\
| Handed Over By Name : Q!@ ,H@_, el ,0);*&,41;}5
Signature /1D N ANQUA)&U 7o \ !@‘/ !
Date: AL = —@/5& )(\ LKLL |
Tirpe: ok ¢nn % P |
Taken Over By Name : % md.b\{ n\ngk
Signature / 1D : 29,
Date: LY /E//A A
& @, | i
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Nrs POOJA BANGH!
i Rainbow® -
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: Dr, KAD]YALARAMYATH! ® Children’s . Blrtthght
| IllIIIIIIIIIII]IIIIIIIIIIIIIIIIllllll rospial_ | ez
§ Rtakes a kot In treat the Diile. Your Right to a Safe Delivery
F DRUG CHART
L_ Date ot Admissmn .................................. Drug AllErQiES: vvveerererrerissesssemsmsrervessersssnsesermsrerrssesneres 1 Not known any Drug Allergles
{ FOR THE SAFEI"Y OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR |- | Piease 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 dritg therapy must be ordered by a NEW PRESCRIPTION, Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

{ _ ) - : The date and time of stopping the drug along with the doctors name and sign must be mentioned.
-, Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES | - ! Nurses must follow strictly the FIVE RIGHTS before administration of medication.
|j 1) Right Patient 2} Right Drug 3) Right Dosage  4) Right Route  5) Right Time
N AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
’ (EXCEPT FIRST DOSE OF EPINEPHRINE DURING CGPR). Follow Hospitals's Verbal Qrder Policy.
S0S / PRN (As Required Medication)
| oRuG] Tonel
: | Dose Foute Frequency |Start Date|
: t
i | Doctor'g Signature | Valid Period| Pharm.
@ Additiong! Instructions: .
g i - Datg»
& | DRUGE Time

Dose Route | Frequency |Start Date|

Doctor]s Signature | Valid Period| Pharm.

Additiopal Instructions:

BRUG: ‘ Date

Dosd Route | Frequency |Start Date

¥

VERIFIED BY * NAIME .\ovieveererenssssesessemmsensesssesmsmessecsseseesss

\

g Doctof’s Signature |Valid Period| Pharm.

F ,

b Additicmalglnstmctions:

] |

‘_ Docu. No. ; RCH /FRM / CLINICAL /118 Page: 1/4 (P.T.0}
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m””"mmum"mm”" REGULAR PRESCRIPTIONS  Weight. ............ Ward. ... DL
Date

| bRuG: T. CeleximE

Tipe

DS

aoomg PO | Rp

Dose Route | Frequency |Start Date

16126 lape

"', ,.

v

-

Name &)Signature of the Dector
Starting the Drugs: 91 2 !t

Additional Instructions:

lop~Ns

T UA

Daily Doctor’s Endorsement by a Sign

DRUG : T+ (A IFRPRA=OC

Date

8

to oo | O

Dose Route [ Frequency |Start Date

6ls |56

Name & Signature of the Dogtor
Starting the Drugs: QI é,_*

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T- PPRACETHINH L

A

Dose Route

Frequency |Start Date CpsA

Dater
AR
T

Y | Plo| o sfslzc;

Name & Signature of the Doctor (ﬂ/

Starting the Drugs: 9
Do~

(. -
Additional Instructions? &-N
\opH %
VTOY
Daily Doctor’s Endorsement by a Sign

Dater

DRUG: V=D IC LOFERAC Timel &)

bowe| fo | T> kehe

Dose Route | Frequency |Start Date

e T

Name-& Signature of the [octor
Starting the Drugs: ‘

I

f5p :5'

Additional Instruction§:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Sheet No: .............

Rainb‘:éw°
Children’s
Hospital

It takes a lot to treat the little.

REGULAR PRESCRIPTIONS weignt

\)

‘BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG : g*()‘ TOPH AL Ac

Date

Time

Dose Route | Frequency | Start Dt.

A

e\ | Plo | @2ov|gllve

G}

Name & Signature of the Dpctor
Starting the Drugs: %

o

>

Additional Instructions:

\

.____k
p

Dhily Doctor’s Endorsement by a Sign

Dater
DRUG: ©WNIT- MyPIReC N [Time
Dose Route | Frequency | Start Dt.
Y
Name & Signature of the Doctor L—1 [ Pr
Starting the Drugs: = =\
: : | M

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency | Start Dt.

DRUG : OINT ~ %M\DQQ%&_%&M

\

-

2a | UN| @b [skhew
Nérle & Signature of the Doctgr
Starting the Drugs: ﬂ( E *

S

Additional Instructions:

X!

Vi

=

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

ime

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




%
Rainbow"®
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It takes a jot to treat the little.

Children’s ‘

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward ....... ¥\
) Dater ‘
DRUG : Time 1o i
Dose Route | Frequency | Start Dt.
;:"" / ]
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Datey 1l A :
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : '?i%%.
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : L

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional tnstructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108

(P.T.0.)
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IHONYS VrQ0d %W
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L

71590000-9Z4I GI‘V_I.WUO'HNH
Weight. ........covvee. ward. ... [ ADR......
Date»
VARIABLE DOSE Tlg'le l Nurs:Sig. | Nursi&q. l Num:Sio. I Nurs‘e'Slg
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Name & Signature of the Doctor sand e e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: -~ s e s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DUSE -EU'IB | Nurs;jil; TNUI’S&SIQ‘ [ Nurs&Sig. J NursgSiu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route St art Date Dose Dose Dose Dose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ooey Duse Doss Pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: L Dosage & Other .
Date Time Medication Ifistrctons Route Signature Nurses
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S 3 eyt
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‘ Patient Sticker © - } g Children’s . Bll’tthght

Hospital BY RAINBOW HOSPITALS
1 taikes 2 ok to treat the Rtle. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: O/(,/ZK Time: /"),W

ro | [ ~ 26 kgy/m’
OFigin: ..o Jendiad . Height... S .00, Welght...... fBRﬁ BMI: O ~28 kg/m’
0O ~ 30 kg/m* y
R {10 N <= .4 /1)
M Diagnosis:. ............... [J./D ........................................................................................................................................
TypeofDiet Clliud  OSot  OrfNommal O Diabetic
O] Vegetarian _,Dl(on-\legetmian Ul 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: .............. QW’L,. o= Signature: —3@&/@@ ...........................
~ - K'Q y !
Name: .............. P Q@ﬂ ................................... Name: .. BL/&;J,.M\—Q,{NVJ 7. Loy
/ ,f’! ; //l g i : r / ’
Date & Time: c:/.fé./-fjé,‘/‘,ﬁ.i/,] Date & Time: ..........L.. of {7 [ o .Aﬂ/’

Doc. No. : RCH / FRM / CLINICAL / 195 (RT.0)
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Children’s ‘Blr’tthght

Hospital BY RAINBOW HOSPITALS

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

wEDICATION RECONCILIATION FORM

Drug AlIBrgIES: ..cveveeeecrececec e A e

\.7/

........... —1 Not known any Drug Allergies

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

7 S e T
SNo | (GENERIC NAME CAPTAL II.EETI'EHS) (mﬂ?ﬁm (PO, NG, S¢, ) | FREQUENCY | par i ?gﬂ?%,',?g
T b Teon lbeb | PO 1) Oc onc
2 [Tas eMuom  |lbel | PO | OD O¢ ooc
3 ¢ Ooc
4 Oc¢ ODc
5 0c ooc
6 Jc [Jbe
7 0c 0o
8 JC CJDC
9 ¢ Ooc
10 Oc ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .. jS% ............. ' .. z ....

* C- Continue, DC - Discontinue

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

Date & Tlme ........ q GIW%”[\A '
i ko (M

Nurse Name & Signature: .........

Date & Time : QLCLI(D ...............................................
Docu. No. : RCH/ FRM / GENERAL / 090
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Rainbow"® . o
Children’s & BirthRight
Hospita! . BY RAINBOW HOSPITALS
It takes a ot to treat the litthe. Your Right to a Safe Delivery

Labour: DSpont?@éGH [1E2 [0thers

Indications for I0L-Accel: ;wo/ne 1 Oxytocin
Memb. Repture Type: [ SROM [1PROM [JARM

Presentation: /‘Vﬁx L1Breech LI Others

Mgternw I Pyrexia
Liquur:yﬂﬁduate 1 0ligo

CJBlood T Meconium [CICord: .....coovveenn...

Cl YesL;l,No/

CJHTN [ Others

C1Poly “IClear

Shoulder Dystocia:

© DELIVERY DETAY

[ None

Anesthesia:

"] General

Del. Typegjksﬁ' (] Asst. Breech  [1 Twins

Non-epi: [ Letal [ Spinal

AVD: 1 Qutlet [ Low Forceps [ Ventouse
"I Trails of Forceps

Indications: ................c.ceonn... i S

Application, Locking & Traction: ... ... wgbf-. Lo oevene

Duration of Instrumentation: ..........| =7 .............

No.of Pulls: ...... 7o,
Catherised : y@: ] No
ﬂ’{eys 1 Plain

Placenta; ormal LI Abnormal L] RPClots
+CCT (] Retained L1 MRP
PPH: ] Atomic [ Traumatic i [

Lacerations: ....... ‘cr‘cmlﬁosm\'lfot&%jr r\c;l“ﬁ)t(
ke

Convigal:.....inesissiiamiine [ VR
Perineal: éq\sttnhw-j

0] () 1] £ oot DU

Prophylaxis: @' Prostodin

(LT R —— Qmm\
Blood Transfusion: ................. b . = XV S
Other Details (ifany): ..................... — ..............................
Ractal Examination: ............ S&\Oﬁ" : Q NOOore, L

Type:

Perineum : [llintact [J Episidtomy [ Tear

Suture Material Used: ......... Qa {)3("?13&3\1 ..........
1st Stage: ................. SVZ\WS ..............................
2nd Stage: SRR, 4 1 11« S
3rd Stage: ...................... LOMOMOS e
Duration of Active Pushing: 930"\\03 ..............
No.of VE'S: .........c.coce. 3 ........................................

Gender; ................ Y S
Weight: ?;C\&OSMWS
APGAR: ..o 8y D

Date and Time of Delivery: Q'O\'\M“Q"‘sk )

LW Doctor: ........ Dx%hﬁxlu\bﬁm

.

LW Sister: ........ B Kok

26

Docu. No. : RCH /FRM / CLINICAL / 143

(PTO)




Time

Signature

Fifths Palpable
Moulding / Caput

Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
[V Fluids

Urinalysis

Amount (

@,

Test (5
)




PARTOGRAPH

Memb. Ruptured:

Fetal Heart @

Maternal I
BP

Maternal
Pulse

QGO a,

SROM

/i
Obstetrics Formula: (NP“

7 8 9 10 " 12 13 14 15 16 17 18 19

20

21

23

Blood Group Type: ’AQQ‘P‘(“VS

Risk Factors: CW‘%L*&MWQK

24

180

170

160

150

140

130 —4/

120

110 7/

100/ ‘Y‘

90 |

nl Il




Record of Labor: QP& . Gn ?\[ (x L{%(w Jd, - Pem

Maternal Condition: \ (ﬁ’“ A - A
: G
Fetal Condition: q_ll a H\ « et Phsb @
L %WL Ti . Signature: .. o
Management: G/qR M m\»’\m’?(j L‘F‘*‘l@"" ‘ H\Q Qor - L\ Y. IME <..cocosssrnasssmssmssasmesssssarinss

Maternal Condition: N&’\ﬂ\\i @ k|
Fetal Condition: \ e JP{ A - Uy fleom, (}P\mhc [.'\ \ 1b é's

— Q'_\QA

Progress of Labor: Pl —Coraic “k)“ e (\% t\ é‘,\o:leot

Management: 3 g%a\w' Time: ....... 83@0’“ . ............. ® v SIOARIRES oL, L disscesimmssitsions

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: DR ceocissicigusmssissmsasess GRIRRITEE ...o.conppterposisssisionsin st

Maternal Condition:
Fetal Condition:
'

Progress of Labor:

Management: THME: ooooossssesesessessssssssssers SIIMAIUITES coverrececesensosssssmnssssnssssssssasssssssssses

Maternal Condition:
Fetal Condition: -
Progress of Labor:

Management: . TP U | | SR ———
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It takes a lot to treat the kitle. Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Baseline Information:

—ER [ OPD Lw@ Desk [ Others: specify

AdmissionFrom:  [JER [ OPD [SAdmission Desk [ Others: SPECHY .......c.ccccvevmmisiininisninerenissnnncncnescnnne

Primary Language: f/ﬁ(gu ;juglﬁ( L] Hindi [] Others

Doyourequire aninterpreter? [1Yes [INo

Source of Information: [ Patient L1 Family L1 Others

Personal belonging if any: [/ Jewelry [ NoseRing  [1Bangles [ Anklets [ Finger Ring ["] Bracelets

NANHET OVBITO o v sesmssvosnass e si b e oA v TS SR RN T o84 VSN S F s T e s A e P e SV a SO

Allergies: [1Yes [ INo [ |Medications _| Blood Transfusion 1 Food I 0] 111 OO USSP SN '
L (111 e T Oty

Chief Complaints: ........... T L ....................................................... Doctor Notified on Admission: [ &fes—ho

......................................... J/O Name of the Doctor DFDU&

................................................................................................................... Time Notified 1]10€1P

Past Medical History: Obtained From [ | Patient Family Member  [| Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

\
- =
Blood Group: ... )2 Y. LMP: q\“\\"'\ EDD: ...MMQMGestational age during admission: ... 5% W 8-S

Contractibns:: ... @oﬁ" ............................. Vaginal Discharge: ................. AJqﬂ‘ ...............................................
Obstetric History: G .ty - R — Previous LSCS ...... 3.k
Helght: .......c..i Weight: ...ceee BME i

Temp: .yt HR: %U\ ..... RR: . 2KL........ g o H-—0 s b

|
High Risk Factors: (Please select by hckm}(v/ ) the box as applicable)

Hypothyroidism ] Rh Incompatibility Fertility Treatment
[1 Hyperthyroidism [ Previous LSCS (] Preterm Labour
1 Hypertension 1 Gestational Hypertension Vﬂfﬁrs: (Specify)

[ Diabetes

Bad Obstetric History

1 Anemia

Obesity (BMI)

I Twins / Multiple Pregnancy

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

(PT0)




Patient Sticker l

Family History: [ No Abnormalities Detected

[ Heart Disease L1 Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease
(] Liver disease MD ........................................................................................................................................

il

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

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

Risk of Pressure Sore: [ Yes Mcore ................... (complete the Braden Q Sheet)

—

FUNCTIONAL SCEIEENING: If a patient needs assistance with any of the following inform consultant

[ Mobility problem (| Walking Problem \_yoﬁormality Detected
["] Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
] Overweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
) Under Weight L] Diabetes Mellitus \;L«NO’A{t)rr‘nality Detected
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
\,&@:‘; Cooperative [[] Restless [ Depressed [ Agitated ["] Confused
L O INES s e ket e i o e S L S e S8 Ve B SV S F AR G S A S s o s G s an A A R aAn e

Inform consultant for positive criteria

SOCIAL SCREENING:

| MattalSens: CiSige MRl 1 Divorced 1 Widow

2. Special Habits:  Smoker: [ | Yes M Alcohol Abuse: [1Yes qye/ Drug Abuse: [] Yes'\E‘(
- . %)

Social History: Lives With .........cooee T L e s

Orientation has been givep'regarding the following aspects:
Call Bell in Reach : []Xes 1| No Waste Disposal Explained:

Infusion Pump : “Yes [1No Hanc@g?)e Explained: LI Others
Above information given to ... r ......................................
Name of Person Orientation was givento: ........... P .......... ﬁ%{) A

Orientation not given Reason: ................... Od"}?e D‘i/J/
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BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1, Witiated?
1 a.Yes ] b.No

PN L L e ———— e SO ———————

3. Nipple condition:
7 a. Nipple well formed
1 b. Flat nipple
[0 c. Inverted nipple
(1 ' d. Short nipple

4. Milk flow:
[J a. Good
M Drops of colostrums
0 c.Dry
5. Steps for Positioning and attachment:

a. Baby goes to the breast
[0 b. Mother always sits with a back support
1 c. Ear-shoulder-hip should be in a straight line
L] 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:
/Z%Zs

] b.No

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

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

o
0. AOARIOMAINONIE. .counssisiisusootsimsrssimisrstisnsisissss s ihin s thassas sonlioshatasos s s s s S Ao S RO s R
Continuity of Care: Date: %[é!"—g_’
Aot Aeoliond  Cond®¥C)
£L pledned pactites)
-Li?' My L ?Ppmcr
r/‘f and— Lus UQ;} {e 00(? yn\/%’)

Handover given by Handover taken DY ..........ccceeereerersicnireeeeeicisseneeeenenns

Signature ..........ccceeenenn Q&W .................................. SIGNATUIE ...t ane
Date & Time: .......... L\L\('),@ ............. (OGN Date &TIME: o
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Rainbow® . _
Chilfidreii’s ‘Blrtthght

CONSENT FOR SPECIAL PROCEDURES ici i st

Your Right to a Sate Delivery

o MM{)“j“ .................. I -

Here by give consent for procedure of ;. ......... MMM . Wﬂm .....................................................................

For my patient, Named: .......: = M’%’ ...............................................

The doctors have clearly explained to me that the procedure has following possible

Patient Attendant : Witness : / e
R OIGNANIIE.: ....vuceommsiricner - ST ATO . S
: Name : ‘
Date & Time : 5/(5\/’ ...... 6,20 L.

Doctor (who is taking th sent) :
] T AR [ % i NN o)

/

Docu. No. : RCH /FRM / CLINICAL / 019




z
Department of Anaesthesiology Eﬂ“‘ db'%\:,s ® Bir thRight
PRE'ANAESTH ETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

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

fovede oo HNH’”"‘" ..........

DIiagnosis: ..... 42 7. 6*/4/3 ...... T e O
B.P/ CRT: .’f}/f.‘:(. HR: .. &° . Weight:g‘?........ ASA Physical Status: 11 =2 03 04 05
: Laboratory Data:
Hgb: ... /’ ‘ u GIUCOSE: ....ovevrrerintarerinninas PYOR: o e K orsnr HIV: e X-Ray: ..o
PCV: .... ,Z} ‘f 0] A R ot e HBS: AQ: oy ECG: woomeoreoreee s
wec: ... 7.6V0. CIBRL Tt Bl o HOV: o 20 ECRO: oo
e 0T NG o DIE B BI0O GrOUD: ... SHESS/ANGID: ...
Pl b P ST 3, RS A G Bt o e (0211 o
PTE cossisbeosisetfrsnmmessonss Cat 4+ oo AKPNOSE iiiiiiiiiiiianss | £ SR ——
|, I RO — V[ E S URPRIR |1 | . K TOH wicismessoimmeminias
Cl = oievieenvicisssenesieee. SGOT/SGPT: v

Allergies: ~Népa—"

Medical History: CVS:

RESP: % /“!?W ﬁw media @M Diabetes : -

CNS: W NI MM%L

Renal : /

Hepatic / GE : : Physical Activity: i?"”ﬂ( ,

Others :| 'I “

Past Anaesthetic History: /u.(

Physical Exam: wW

Airway: MP 1 @3 4 Mouth Opening: Mf, Mentohyoid Distance: 2% Neck: 6 Teeth: —nFail—
Lungs:‘ I oo '

heart: [ g i cally

CNS: _

Pregnant: (Y65 [1No [INA Venous Access Site Mpme Exam for regional : ' llne

Anaesthetic Plan: [IMAC [BEGIONAL L) GA-ETT [LMA

Peri-Operative Plan Explained to the Patient: ;Yes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
@/KA ,/0 b 2 NIL 0RAL<:Waler/ ORS 2 Hours
' ' Others 6 Hours

3. Informed Consent: _.-8fandard High Risk
4. Post Operative Pain Management: _Discussed with Patient
5

. Other Instructions:

Signature: /f’/ ............... Name: W* ...............................................................................................

Docu. No. : RCH /FRM / CLINICAL / 044




| Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

N

Rainbow® . -
Children’s | & BirthRight
Hos pita] . BY RAINGOW HOSPITALS
It takes & IOt 1o treat the Kitle, Your Right to a Safe Dellvary

Change in Patient Condition: OYes 0[O No Fasting Status:
Physical Status: | ([0 Patient |dentified [J Consent Present 0 Chart Reviewed
H.R: | B.P/CRT: ] Sp0,: | R.R: | Last Feed:
Pre-0P Diagnosis: ....eiveeevermmmisieseecerenessrssssmsssessssseees Operation: ........... O, DEIE  veeernrreriene e rerase s
SUTGEON: vvvvvreeeeesesesssseseseessnesssnerans verresermsmnnsaesassers ANBESHESIOIOPISE: ouvververncreneserssarsaresnrsasssarsosre  TECHTIGIAN tveremnrissersserscersressenes
TIME . §
NOJAIRIQ, LPM
HALO /SO JSEVOD Antiziotic
Drugs:
Suppostory
Blood Loss
“FiD, 7530,
ETCO,
ECE
Temperatume
Urlno Cutput NOTES
£%
wm Y
BP 240
V Systelic 220
A Diastolic
X Mean 200
« Haart Rate 180
Tourniguet o0 Tinme
Toumiquet off Thme 160
140
Throat Packin
Throat Pack (e 120
100
a0
60
40
20
10
0
ABG
LAB Values
GR35
Chers —
0 Equipment Chiecked and Temp: Indyction Reglonal:
Functional [ HME 1 Fluid Warmer [ [ Inhal Extremity SPECHY: vevrncmesrmsmrrssmsmsrrensanianns
J sp O Cling Alm £ OH Warmer Orreo, aRsl 1 Splnal [T Epidurat I Caudat
3 Guff Site:. [ Hugger's 1 Cotton Wool [0 Others Others:
O ArtSHe: eveeeceeernns Oth e
O EXG i L ot 0 Mask  []SGA Posilon:
O Temp Site Timas: [ Airway ] Oral [J Nasal Slie:
O FO, Manitar Anaes Start: ... ETT# at cm Needle Size: Depth:
O Ag:ntMunltnr O ol ClMasal [ Cuff Parasthesla [1Yes [ No
O Pulse Oximeter OP End: O Tracheostomy (3 Topical Catheter at SKN .uenerrrissnies cm
1 Capnograph Leave OR: ....veeeeeemreereeresstessenseseinsne O bug: Drug Name & Conc:
O ventifator Anagsihesia: [ Awake [ Direct Vislon Bolus:
[} Nerve Stimulator Z GA [0 Videolaryngoscopy {T- Stylette/Bougie Intusion:
{7 Monitored Anaesthesfa Care [ Fiberoptic Black Levei:
POsIHON: .ovvvcrsccssinrnanns 0 Reglonal Blades Atermpts: Commens:
3 Pressure Points Checked Ditficulty Why? )
Line (Slze & Locatian) Transpaortation to
Eye Care: O cv; O Bliat = B O PAGU aicy (3 Other
0O ot C]ART: ] Semi-Closed Circle Relaxant Reversed [ Yes ONe [OINA
Ol Tape m]l {1 Closed Girgle
[ Padding o 07 Other Name of the Dactor :
O Awake O Signature of the Doctor :
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Rainbow® ] -
Patient Sti Children’s | @ BirthRight
atient Sticker I
Hospltal BY RAINBOW HOSFITALS
It takes & lot bo treat th fitte, Your Right to a Safe Delivery
Received in PACU DY 7 o cvvivercssrnssssssrmmmsrereesens Time Received © ..coveeeevccrrrressssernereeens Time Discharged : .......... ST,
250 250 e
40 e | v Cannela Sito:
K 230 230 | [OJ0,Mask 7 MNasal Prongs
220 220 -
o 210 10 [ Tracheostomy [ T-Plece
e 200 200 | 3 Oral Alrway 7 Nasal Alrway
o 190 190 -
& 1m0 180
e 170 170 | Vomiting : O Yes ONo Drug:
= o nembe:  Oves ONo
140 140 .
v - b Drain: C1Yes [INo
A 124 120 | Urinary Catheter; [] Yes [JNo
§ 111133 IE?, Chest Tibe: OYes ONo
Z m o | wroral O¥s DIfNo
L @ | wruids:
7] 50 50 Orat Feeds:
e 40 40
a0 a0
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
" (Modified Aldrete Score) IN 30 | 60 | 9 QuT SCORING INTERPRETATION
70 o move? xomiles oy oroncommand =7 AGTVIY A Minimum Total Score of 8 is Required for
Abla to move 0 extremities voluntary or on command = Discharge
Ablato deepug:;étdhg & a[gi:%h freely e ? g "
Dyspnea of re =1  RESPIRATIO , . .
Apnele . =0 Exceptions to this, are to be explained in the
5P = ol Pefaasstmliolove T2 CULATION space below by the Discharging Physician:
BP = 50 of Pre‘Anaesthstic leve =1
Flyawaks | =2
Arpusable on cafling =1 CONSCIOUSNESS
Not respanding | =0
Pink =2
Pale, dusky, blotchy, Jaundiced, other = COHOR
Cyanatic . =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Slgnature
1
Pain Tool Used: 3 NPASS [IFLACC 3 Wong Baker I NPS Reassassment Frequency:

Anaesthesiologist Name :

Anaesthegiologist Signature:

Date & Tire:

PAGU Nurse Name :

-------------------------------------

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

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

PACU Nurse Signature:
Date & Time:

F e

1. Every eight hours for all hospitalized patlents.
2. Forpost surgical patient, patient with chronic pain, patient with severa pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 howrs
¢.  Prorto pain refiving interventian
d.  Within 30-60 minutes after pain refief Intervention

3
Transferred to Unit by (PACLJ):

Date & Time:

................................ R T I P PO P IY PP PP T

................... LR T PP R PP PP PO

v
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[ o Rainbow® - o
" Patient Sticker Children’s . Blrtthght
Y i e Hospital . BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

b6

Date: ............. / ...................... Time: ........... é"“‘

CSE /Spinal /Epidural DPK/ Position%

Depth: .........T. A Catheter at Skin: ........ J.EM " .

Parasthesia : Yes/No if yes details : .............  rerer————————————————————— g B T E oy

Solution Composition : .. :..1% tf/;;molme ...... S %"f/’“"/@"m’{’ ..............................................

Any other issues :

A )

Y iicimeas e 6N R A TR A AR AR RRARR xRS e O AR R LA e AN A o e R o s

B ccssmmiivsusmsnsissiisiasns annyoniksn s A R s e et T - ol
i '} I

Time I"“;::%gm Bolus (ml) Leﬂlm;:ilgm BPater::Ise FHR Comments

by et olfey | | 1y | 0B/ Lx TR gove

I | - - e o | 135 | ot Sodid

%

Delivery Details - Time - . 'O apgar: 8- @ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : .......... D‘SMW ............................................................. DS BRT. Iihe
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Rainbow’ . o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

INDUCTION OF LABOR CONSENT

3 Gender: Male[ ] Femalel+—
Date: g}"/’)’o%ﬁ ................

............. 3 CI (weeks of gestation).

The reason for yourinductionis............c..c...... 57 W ol 33 5 TSSO

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.

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

Patient @DQ . 5 Patient Attendant:
GV TaEob 11 S - £ s WO .) .................. Signature: ................ s e el Ccisinsssivisnsiias
Name: ........ccoveee. ?OD:)_"'SA"\\C"EU:— Name: ......cccocevivvrernnes NME&AG'[ ...........
(D VIR 1 W AR\ - S e, - <. o S H'Gt\o M Relationship with Patient: ............ S?{)\_KE ............
Date & Time: 05/0(;}07/6 ......... ‘ ):° o
Doctor: Witness

SIGNAUIE: ... ool oo esesesesesesese Signature: ................. ﬂ:A’Vl ’U~2‘1"'°D .....................

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




Crans | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .BYRA'"BDWHDSP”“S

Your Right to a Safe Delivery

N UHDNo: L HNH~. 00011469
Date : 5’6/)/03»6 TR & mnrrmnsssrmes

| hereby authorized the performance of the following procedure:

\
Patient Name : N\M?GD)O\
Gender: [ Male w.?female

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.

o 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 PrOCEAUIE: .............c.eeieeeece et e s e e n e

Consentee : E Patient Attendant :
Signatyre's.i............ ? °°Jq ........................... Signature : %r T s o T g v s
| Name : .oco........! L I&‘SMC"‘Q Name : .............. ~NAVEEN: &
Date & Time : ..... X .86 2546 .. ”“ e Relationship with Patient: ......... 5?0‘-‘5'? ............
Date & Time : ......8 R R e - e I Al
Witange> Doctor (who is taking the consent) :
U - oo s Signature : .............. e R
G o Sty o M MR G) """"" N1 Name: ............... (:Dq W .................................
Date & Time : L,‘/\‘b\} S Sfﬂe)% N

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




