L ONY. vigholorl
NH =000 313N D e
| H : e ‘BirthRight"
ESTIMATION SLIP Hospital | \@P &iives s e
Date: [, /f ’;(J UHID / IPNo.: _ MH UM - (“OO(,EJ 2(,_SINo. 1578

Name of Patient : N Jc' ¢, / A Age: )y, Gender: é

Father's / Husband's Name : s Corporate / Occupation :
Address : R Phone:  J1Lu0[:2¢ qK/J 3Email : -
Procedure / Plan : [\l D) ’ } Cc r ‘ EDD/Dos: - i
MODE OF PAYMENT : [ | SELF [ |TPA: i [ ]GIPSA: OTH
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward

hared Ward
Twin Shared Ward — l, 3{? E k. ma | ‘
Pri & :
‘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 starts from th e
g:: :fg :mnimiorgr] 1 Labour Ward Charges Anesthetist's Fees and OT Charges
. Length of Stay for : 3 'D? e Length of Stay for: 3 D&” 5

¥ Pharmacy up to '(3' DED |- Pharmacy up to 1 L opa L
Ve Investigations up to L. tha F Investigations up to 3//)(,‘9!—-
Others ol  bakh, fuuv ACk A act £

Neonatologist Charges: [ | Covered DNot Covered Epidural / Entonox : [ ] Covered D Not Covered
/.lextlal Mimmum Deposit :

1. Room ehgtblhty i ly s@f‘ ¢ ap;’mvul Mﬁc ngaJ:/ km aHf starts fmm‘tg tTE o achms&!é& estimated amount may Change agcording 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,
etc.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contaci 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, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is penmitted in the rest of the categories of rooms and io attendant is
permitted in ICU's -

8. Tariffs are subjecl torevision

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

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

R Q &\ _‘L\ DECLARATION ;
| ' 1Nl 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 of time
I promise to settle the hospital bill with the hospital without any ambiguity. K'L

Doty PO (b

Signature of the Client Signatory Relationship Signature of the financial Counselor

R




Ref No F/OT/05

-

el G

Sl. No. Date ;%../..o.é/.%é ..........

Patient Name 'y weans R . A ST=) SO
e e

onono. [N, - ? e

Date Of SUFGENY ........orvvveeeseeereeeerereeeees oT-HoT1 [JoT2 []OT3

Name of the SUFGEry ... U D e

L1 =F R BT e —— Time Out :..... .00 na. e,
NAME AMOUNT

1. Surgeon LR qu?a.é.i.c\tf.. .................................................

2. Anaesthetist ...

3. Asst. Surgeon L RNMEUMEIAG oo e

VS N I [=Yo! o1 01103 1= o TR e TR
5. Circulating Nurse ..... kcu[@ ............................................................
6. Asst. Nurse 10!

Special Equipment : [] Laparascopy [] Bronchoscope []Harmonic [[] Morcelator []C-ARM [] Cystoscopy

: L \as, {
Signa@rje!\cl)% thevghrgeon Signature of birculating Nurse

Order No. ... 240000287 L. Ordered by : I(CU«Q(/LM ............................
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DEFICIENCY CHECK LIST OF CASE SHEET

‘BirthRight‘

AY RAINBOW HOSPITALS
elibetabor ket ol
Your Right to a Sale Delivery

| SLNo. List of Records No. of Pages Legibility Compleleness Remarks '
1 | |Admission sheet \ 1 o
2 | |Discharge Summary \ 1 | 1
'3 | Nursing Initial assessment \ ) B
4 Patient Transfer form \ 1
"5 | In-patient Medical record \ 5
|‘ 6 Doctors progress sheets 2,
|7 | Nursing plan of care and handover sheets ~
8 Consultation sheet \
9 General consent for treatment \
10 | Consent for Surgery )
11 Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
ﬁ 14 Consent for Restraint
15 | LAMA consent
16 | Consent for special procedure / Sedation i
17 Consent for Formula feed |
18 | Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) \
22 | Neonatal Admission/Delivery/Physical Exam A
23 | Medication Reconciliation \
24 | Emergency Triage record \
25 Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
| 28 | Nurses clinical Presentation N
| 29 | TPR&BP chart \
| 30 | Intake and Out take chart (fluid chart) \
31 | Drug chart (Regular Prescription) \
™ 32 | Investigation Values (result sheet) \
33 | Nebulization chart
34 | Nutritional review chart |
35 | Intensive care unit (ICU Charts) i
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart o
42 | Reh ED doctors note
43 || BP Monitoring chart
44 || RBS monitoring chart
gY\{w0 R
N QxS A
Total No. of Pages A
133 I il Y
Signature and Date :\ J/
Doc. No. : RCH/ FRM / GENERAL / 126 ; (PT.0)
e o€ |re20 ™
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Your Right to a Safe Delivery

_DISCHARGE SUMMARY

| Name Mrs R SAHITHI UHID HNH-00003174

Father/Guardian Mr N. VEERENDER Age/Gender 25Y 11 M 24 D/ Female
Addiead VILLA NO: 90, FAROOQ NAGAR, SHADNAGAR., Shadnagar, Mahabubnagar, Telangana, INDIA,

509216
IP No IP26-00006520 Admission Date 06-06-2026
Ref Doctor SELF

Discharge Date | 08.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. MAHALAKSHMI GOLI
MBBS , MD(OBG)
AMC16257

Diagnosis: G2P1L1 AT 37+4 WEEKS WITH PREVIOUS LOWER SEGMENT
CESAREAN SCETION IN SECOND STAGE OF LABOUR FOR DELIVERY

SPONTANEOUS VAGINAL BIRTH AFTER CESAREAN (VBAC) DONE ON
06.06.2026

History:
LMP: 15.08.2025 Obstetric formula: G2P1L1
EDD: 22.06.2026 Gestation at admission: 37+4 weeks

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs R SAHITHI UHID HNH-00003174

IP No IP26-00006520 Admission Date 06-06-2026

Obstetric History:

G1 - 2024- FTLSCS, (Indn : cord around neck), female, 2.7kg, uneventful, A&H
G2 - Present pregnancy Spontaneous conception.

Medical History : Nil

Surgical History: LSCS 2024

Allergies : Nil

Family History : Mother: hypothyroid, Father- DM type 2

Antenatal Details:

Mrs R SAHITHI was booked to Rainbow hospital at 1541 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal. Quadruple marker was low risk. Diagnhosed with gestationai
hypothyroidism at 2046 weeks, started on Tab Thyronorm 75mcg OD. TIFFA
was normal Fetal monitoring was done by serial growth scan. Scan done at
06.04.2026 showed SLIUP at 28+6 weeks with AFl 15.4 c¢cm with Placenta
anterior high with EFW 1.289gm (36%) with AC 18% with doppler normal. She

was admitted at 37%* weeks with labour pains for delivery.

Investigations: Enclosed
Blood group : B positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was acting,
cervix was effaced and fully dilated, membrane absent with clear ligour
draining at vertex +1 station. Fetal well being was confirmed by an admission
CTG which was found to be reactive. Informed consent taken for vaginal birth
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Your Right to a Safe Delivery

| Name Mrs R SAHITHI UHID HNH-00003174

l IP No IP26-00006520 Admission Date 06-06-2026

after cesarean (VBAC). As per hospital protocol she was started on IV. Taxim in
view of ruptured membranes. Passive descent of fetal head was allowed. 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. At crowning
of head episiotomy was given under local anesthesia (10 ml of 2 % xylocaine
solution). 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. Episiotomy inspected.
No extensions or additional vaginal tears found. Episiotomy sutured in layers.
Instrument and swab count checked. 600 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

*1 loop of cord around neck

Delivery Details:

Date : 06.06.2026

Time of Delivery: 01:16pm

Type of Labour : Spontaneous

Type of Delivery: Spontaneous vaginal birth after cesarean (VBAC)

Baby Details:

Date : 06.06.2026
Time of Delivery: 01:16pm
Sex : Male
Weight : 2.78kg
Apgar : 9,10

Gestational Age: 37+4 weeks

SECUNDERABAD KONDAPUR LB NAGAR (NARM Accredited)  NANAKRAMGUDA

@ 1800 2122 @ www.rainbowhospitals.in
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Name Mrs R SAHITHI UHID HNH-00003174

IP No 1P26-00006520 Admission Date 06-00-2026

NICU Admission: Yes,Small anal opening

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Baby was shifted to NICU for further evaluation in view of small anal
openin to rule out VACTERAL causes. Baby in NICU at the time of discharge and
planned for Anoplasty. Patient was encouraged for spontaneous voiding.
Dietary advice given. Her postpartum period following that was uneventful. On
first postpartum day episiotomy wound was healthy and intact. 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.

Adyvice:

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
11.06.2026 (Bam-2pm-10pm) after food.

3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 12.06.2026
v(7am-7pm)} before food.

4, Tab. Voveran 50 mg (Diclofenac 50mg} thrice daily till 11.06.2026 (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. Placentrix ointment for local application.
8. Syp. Duphalac 15 ml (Lactulose 3. 33gm/5m|) at bed time for one week,
9. Ensure protein powder twice daily in one glass of miik for 1 month
9. Continue Tab thyronorm 50mcg once daily till further advise
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Your Right to a Safe Delivery

Name Mrs R SAHITHI UHID HNH-00003174

IP No IP26-00006520 Admission Date 06-06-2026

10. Repeat FT3, FT4 and TSH after 6 weeks and review

Review with Dr. MAHALAKSHMI| GOLI after 2 weeks on 22.06.2026 at
postnatal clinic with prior appointment.

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.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
‘ Himayatnagar or just dial one toll free number - 18002122.

You can also take appomtments at any time by going online to our. WebSIte
www.rainbowhospitals.in

| ‘D /

Reglstrar/Re5|dent/C M.O

| Dr. MAHALAKSHMI GOLI
f ™ MBBS, MD(OBG)
| AMC16257

@ 1800 2122

@ www.rainbowhospitals.in
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Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006520 Admit Date :06-Jun-2026

Admit Time :12:45 PM UHID : HNH-00003174

Patient Details :

Telangana INDIA 509216

SHADNAGAR. Shadnagar Mahabubnagar

Patient Name : Mrs R SAHITHI Age 125Y11M24D

Guardian : Mr N. VEERENDER DOB : 13-06-2000

Gender : Female Religion

Occupation Martial Status : Married

Address (H) - VILLA NO: 90, FAROOQ NAGAR, SHADNAGAR. Phone No 1 9390612127/ 9494886647

?g;g;‘gga’ Sansoubnages Tetangans NG E-mail . RATHODSAHITHI2000@GMAIL.COM

)

Admission Details :

Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F-OT

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr N. VEERENDER Relationship : Husband

Contact Address : VILLA NO: 90, FAROOQ NAGAR, Phone No ;. 9494886647

\JoFe—

Signature

.

-\)octor Details :

Doctor Name : Dr. MAHALAKSHMI GOLI
Referral Doctor 1 SELF

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

: 80000.00
: SELFPAY

Printed Date / Time : 06/06/2026 12:55

Printed By : 015898

Page 1 of 2
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Patient Name & UHID No.

HNH-00003174
Mrs R SAHITHI
| 13-08-2000

1P26-000068520

28Y11M24D  (F)

Date & Time of Admission

A @ 2 Ty

Date & Time of Transfer Order

6\l @ sim

Dr. MAHALAKSHMI GOL| Transfer Ordered by Reason for Transfer
MO
Bbser s
DR . NaW N~
From Unit To Unit Information to Attendant
L DR Poo pv) i

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed

over to attendant
= = Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

2. //

3. /
o 4 e
N

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Name & Signature of Person who is Transferring

-.?;S - Qw‘auu\o\

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

DB.  Noveen &

Date & Time of Patient Received :

W

(2 b6 hes ]
If the transfer order time & CompleWime 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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Hospital |\ wmereisieams
ACTIVITY RECORD FOR BILLING
Name: ::":::‘::"T: IP26:00006520  _ _ _ _ _ _ _ . oo ___
UHIDNo.: ;:w:‘ot“’”"::;:l’ = msultant: __ Dept:__ __ _____

(NI
Date of Admission: _ _ _ ate of Discharge: _ _ __ Time: __ ______
Room/BedNo:__ ______ | Ward: _______ __ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Signature of Nurse

tlele | Sppm | Deg pock | o d ptfla] ’Zﬁi\/ét//

E:[S!lfs %'%iﬂn v _giiﬁ_uﬂ_ ,ﬁm‘ B
bl | towognpT v 3% oy (biﬁldlt

B4

Cross Consultation Visit

Doctors Name Date Order No. Signature

I Dr codboelgls ] so2l | G

—

8

9

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




INVESTIGATIONS

Date Investigations Order No. g ” Signature
v ”
616 [26 rST R2 624 fm@ﬂo ??wm
/
// :
by Sy :j{*




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

etb




PROCEDURE

Date Procedure Quantity Order No. Signature
o < /;‘
6l 6 TV plagemend ® \v,/’IO%?LWﬁ :fﬂ!
/
=~
Qs | @~
L

e
( 1 i
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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IP ADMISSION >ncc: FOR OBSTETRICS

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

Presenting Complaints LMP: \‘5\ 8\ il S" EDD:

Come| clo ‘Eﬁ“\ Q} | igw\en Corrected EDD: GA:

Obstetric Formula: C N VOGN, Menstrual History: Regular :,E/Yes L] No
iy P

Obstetric Examination

Obstetric Hostory
< BT 'Lgc £ %Dﬁdc—z( oAl M Fundal Height: XY‘Q“{\
<X Qq q CaINg. NeEe

&) m\ - & Rasrnbecs Ut Activity: [ Relaxed  [JMid  [JMod evere
Present Pregnancy Record: ( X\ quuor [] Adequate  [40Ofigo ] Poly
Neoot \onC
AL F RN PG“““*Q 5 PP: =Ceéphalic ] Breech Others
M- roumald, FRS- \otas Head Fifths Palpable: \\S A
RISKFACTORS: W\E PR roumed o CiNormal [ Tachy  [JBrady [ Absent
\
r = \C‘)\Cglsm
c&t c\c\r\os aA = L\“\{x*h;b Per Speculum Examination Y\o\—éof\‘a
@ ZMoh and S Draining: [ Present [ Absent [ Bleeding
o - ,3‘32,\,{\ XL Colour of Liquor: [ Clear [] Meconium [] Blood Stained
QAS MCS
J Vaginal Examination

e Cervix: [J Long (] Partially effaced [ Effaced
HEIONE: «dociasianns cm
i \ Os: Closed piced  \o\lg,

g Al g 1\\{ \ B \
A"BrgIBSI ....................................................... Membranes- D Present mSent
Breast: .= Normal [ Abnormal , ) .
conpral Elamiaion: Liquor: AClear (] Meconium [ Blood Stained
Conscioubness: ¢ \c Pallor: N\ Presenting Part: _E&ertex [] Breech [] Others
Icterus: Né& \f Edema: + % Sutton: O0-3 O0-2 O-1 OO0 &=1 O +2
Temp: \B.\c;\o"n PR: Q\opm™- poic. FAdequate [] Doubtful

BP: klo@c)mm\‘% DTR: Q

oVS: S S romumuRS Rl wu sée

Liver/SpIqen: @\) Urine Output: ﬁ-é\e_quc;ﬁi

s DIRGINDSIS -
Pk\ L \p\jr\'\ '3-1\;_, C)(ACLL\_S PL)() \ij‘\\ P\&i\(\c_,u_,g !

WY WO ¥ W

C\'L
LX, S Cc ayf\e A

Docu. No. : RCH /FRM / CLINICAL / 087 (PT0)




HNH-00003174
Mrs R SAHITHI
13-06-2000 25Y11M24D (F)
Dr, MAHALAKSHMI GOLI

AT

IP26-00006520

Family History:

MeoPher - \N\‘)J\&“\*OVCS

Vaj"\\e‘t — L2 B

Surgical History:

\XS- Qe24-

Medical History:C\p g\c&\or\al ‘

K\Q\ .- A\,\_L\PQ%\;&; \‘AJSW\

S '—Tr"‘\"ér\u\‘ro\’\mm 55:\"\:3

Medication History:
T1-3RaeN
\-CALcwam

T THRoNDAM ISy

Plan of Care:
Qé‘\‘ﬁ\ SxeN NST

W ﬁ\ T\\i\o\‘e\\“c S
(,\) \Y)_Q_qu QA
P@_L)\ X ‘35 e PA’\C’“

wig Pol
g\x\‘c'\' E \—\‘{lmm\ou‘ﬁ
Mendlor Vikoly

Investigations: g(\“{ - B PO%¥U€
(‘BP lo‘l S\Q_D?— G

W\ 8

\ Hw
pti: | 23 needq(\aR
T \Se® 1 hew

Py QY- e ybRU

LG (C\ 4~\ loze\.

15 )

Tt
m o Q6S
"\"\\C&“L Cep AR
p&?t — > dtc oy \'\
P\cxcer\\-& = h"\\ \N «*
LW - \-289 c\m&-cﬁc‘
267 (s
Pe PP\% == Y\OL‘T\Q_\ ’
Doctor Name: ... D i \\buﬁgv\g‘ Consultant Nameb\Mng‘u\zg\\m !
SIGNALUIE: .....voyer ek ST Signature:

Date & Time:
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PROGHESS NOTES AND DOCTOR'S ORDER
2a_|l_?me Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
ga}me Progress Notes Doctor's Order

1

Docu. No. : RCH /FRM / GLINICAL / 088




HNH-00003174

Mrs R SAHITHI
™ 13-08-2000 25Y11M24D  (F)
| Dr. MAHALAKSHMI GOLI
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rrnuvuRESS NOTES AND DOCTOR'S ORDER

2*'%?..,,, Progress Notes Doctor's Order
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DRUG CHART >
Date of Admission: .......... 6(6\ ...... . Drug Allergies: ..........ccccnennnens /\‘]9’ .................. ] Ndt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

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

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

S0S / PRN (As Required Medication)

Jj DRUG : piter

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

DRUG : Tige

Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Time

DRUG :
Dose Route | Frequency (Start Date

e A e aaaaa
L

-

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Il ]”Il”“mmmm, Hi REGULAR PRESCRIPTIONS  Weigh. ............ Ward. ...

DRUG : L W3- € C FeoThxwn ¢ [Date EJ\('Q\\\‘ \b
\

Time
Dose | Route |Frequency |Start Date Al
f\qm W\ RO ﬂ A d
Name & Signature of the Doctor
Starting the Drugs:
A Dy Neweens
. Al /1
Additional Instructions: , o G}
ATO \i‘DJ1 4
a(\j'\‘r& |4
Daily Doctor’s Endorsement by a Sign i

DRUG :< |- PANTOPRA2e\ £ %f;z A\ ,)(\(oqy\“o

Dose Route | Frequency STH Date
ST A R o

domg| Po | oD 6L

Name & Signature of the Doctor
Starting the Drugs:

C{\/ D\ \\kOL veei—o

-

Additional Instructions:

\}5’/
RefeRe feod Lt //’/
Daily Doctor’s Endorsement by a Sign > 4
DRUG: "1 D\C\eferuhC %%ee’b\b ’X\b\g\b
Dose | Route |Frequency |Star Date X ¢

|

Wl =
Q _
9

Semgl Po | TAD | 616

Name & Signature of the Doctor
Starting the Drugs:

S Y (R P!

Additional Instructions: 9
AFtTee PoeD

6T

P
4
\
.S

Daily Doctor’s Endorsement by a Sign

= Dater
DRUG: SNP- DUPWALAC g AL 4\19

Dose Route | Frequency |Start Date
\Smg P oD | 616

Name & Signature of the Doctor

Stzm'ng the Drugs: o

ND\ OUE’G’V\Q‘

\@.
&

Additional Instructions:

Daily Doctor’s Endorsement by a Sign i
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Sheet No: ............. HEGULAR PRESCR'PT'ONS Weight .............. Ward .....covvvennee

DRUG : M CTRGNL-P (OUNST (881 | )
Dose Route | Frequency aét Dt. . il
& ;B

[
L LA | Q\D Tl
Name & Signature of the Doctor
Starting the Drugs: "
D\-\\Q'Ouee“"‘ SN
Additional Instructions: mrw v |
il

wU [/
Daily Doctor’s Endorsement by a Sign

™ | orue: drq g ot vghal

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor /
Starting the Drugs:

(g{ﬂ,@
Additional Instructions: (\) wam

Daily Doctor’s Endorsement by a Sign

. T Dater
orug: T ThfS0c g i
Dose | Route |Frequency | Start Dt. /
Name & Signature of the Doctor / &
Starting the Drugs: W-“g/ i
Jid M
Additional Instructions: Lt L

Daily Doctor’s Endorsement by a Sign

DRUG: [NJ MEIRCNOA2 e DA\
Dose | Route |Frequency |StartDt.| /
H00n | 1V T 6t (\n‘?‘ N

+

Name & Signature of the Doctor
Starting the Drugs: Ma

| et PR

Additional Instructions:

P | & =

Daily Doctor’s Endorsement by a Sign
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DRUG: [ 7THvee moe

Dose— | Route |Frequency |Start Dt.
—+ S?rur Pl s} €le

Dater
Tir_ne r,}\\#

IS

(4 ‘%@/

Name'& Signature of the Doctor ~7
Starting the Drugs: n
A
ot
Additional Instructions:
Daily Doctor’s Endorsement by a Sign .
DRUG: [ PARwesTAma  [PECHAY Ao

Dose Route | Frequency | Start Dt.
(4 P> Tw | 6y

Name & Signature of the Doctor
Starting the Drugs: Ly
6’@&;’4

B (2 B

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency | Start Dt.

DRUG : e
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pebe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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— m |“ ‘“"\ “lm““ “ “ ““ “ l“ @—e I Nursa Sig. ] Nurs‘e' Sig. l Nurs‘: Sig. I Nurs: Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ROI.Ite Sta i Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Doge s e Boa
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i pose s oose
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ'IB l Nurs:&g. I Nursi'Sig, Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign, Dr. Sign, Or. Sign, Or. Sign
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Sog . o8
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose pose e o
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
' _— Dosage & Other ;
Date Time Medication bktmotiong Route Signature Nurses
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Da

te

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

) PCT

RBS

™ Na

K

Cl

Ca/Mg

Phosphate

Ur

€a

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

Q T.Protein

S.Albumin

g S.Globulin

A/G Ratio

Ur

ic Acid

S.Amylase

Sr.

Lipase

Blood Lactate

S.

Cholesterol

PT

/INR

APTT

CSF Protein / Sugar

Cells

N/

!
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Early Warning Observation Score Chart - Obstetrics
6 ‘6 lj_e CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
Date

@Yo A9

N

B

L
6 112

W |

Time 1011|1212

RESP
(write rate in
corresp. box)

> 30
21 - 30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0. min.

2 dway

40
39
38
37

TP,
P
[ aF

36

35
< 35

aley Weay

170
160
150

140
130
120
110

100

90

=2

80

P
B <

‘ﬁ)

70

60

. 50
o e i e s e e e e e e e e e sl e

anssald poojg 1j01sAS

190
180
170
160
150

-

140

130 =

120

110 il

100

90
80
70
60
50

2Inssald poojg 1|oIselq

130
120
110
100
90

80 v/

A

70

&<

60

(P

50
40

NEURO |
RESPONSE
[(~1 l

Alert

Voice
Pain

| Unresponsive

URINE |
mis / hour

> 30

<30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial




Early Warning Signs

‘ [ Obstetrics and Gynaecology

4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
AN J
4 N\ 4 p
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N\ J N y,
~N
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
- : in 15 minutes or continuous
monitoring
. J

* The Modified Early Warning Score (MEOWS)
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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

i =
?6&6 Time39@1112123456j789@011121(2j345@7

> 30
21 -30
11-20
0-10

RESP
{write rate in
corresp. box)

94 - 100 % -

Saturations =94 %

Administered 0, (L/min.)

40
39
38
37 A ¢
36 i} 15
35 %%
<35

3, dwsay

Jo

)

b~y

P |

=
L

170
160
150
140
130
120
110

I 1:00 : @P . \ I l% %/— o o (l

ajey Leay

80
70
60
50
40

190
180
170
160
150
140
130 P
120
110 R
‘ 100 I"G
90

80

70

[ 60

| 50

—f

>

|

\
(g.

—

=5

—
anssalg poojg 1jo3sAs
~
e

130
120
110
100
90 i 7
30 i A
70
60
50
40

<

o
.

K
e
Ale
\

e

_J

QIR

g
ainssald poojg Jljoiselq

Alert | — | | | — — | | | R
Voice »
Pain
Unresponsive

NEURO
RESPONSE
|

URINE | >30 =5
mils / hour <30

Proteinuria Prote;m L
Protein > + +

Normal -
LoEhe Heavy / Foul

|_Clear / Pink - =

Sior Green

TOTAL YELLOW SCORES Q (@] U | i 7
TOTAL ORANGE SCORES
Nurse Initial

=L
\
N
Fr




Early Warning Signs

[ Obstetrics and uGynaecc;logy ]

s D

Complete a Full

Set of MEOWS
Observations

\ J

)
!
' Q
e A
1 Yellow Alert : :
Repeat Observations
in 30 minutes
\. WV,
- I
4 , ™
2 Yellow Alerts or 1 Orange Alert: |
Call the Obstetrician and Repeat
Observations £X
in 30 minutes
\. J O
)
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
- J

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

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

e

rombo- "
Date Time oNfaéll:Jri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

Score | Nurse
Mouth ) N.G

08:00 am
~ 409:00am
10:00 am
Q)\L,\‘b 11:00am | § &
1200pm| Re— .0nal)

0100pm | L \oodf| ! .
Total Intake : I\ ‘ Total Output :
02:00 pm [

03:00 pm \&b“j / | l )
Ho

0/
O [
(

B

oo

R7|G[3P LB

04:00 pm

05:00 pm )
06:00 pm Pl /

/1
4
07:00 pm Vi / sl
Total Intake : 7 <) ¥4  Total Output: DA\ ©U- 2
/

08:00 pm |
09:00 pm
\ | 1000pm Vv £
(d‘V 11:00 pm v NV,
\3\ 12:00 am Pl i
01:00 am W Vi /

Total Intake : 7\ kom : * Total Output: (A, § ™M -~
02:00 am s )
0300am| A / |
,}9‘ 04:00 am -~/ / #
\Q | 05:00 am P %
j}( 06:00 am N

Vi
07:00 am / ‘\
Total Intake : Total Qutput: [ A— D ° r"‘L}' .

2
.1(
N
Y

o

;_/‘

Total 24 hrs. Intake Total 24 hrs. Output

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

| FLUID CHART

1. All measurements in ml.

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

Date | Time Ol\#agﬂ:’i% Route NG | Diarrhoea | Vomit |Drainage | Urine Pgri:?r(‘:’:'gg I\S"'ﬂge
Mouth | LV | NG
08:00 am N 7 Vs P
09:00 am N ) A e o v L s
L,\%’ o] O o) o Pl ol
’g)‘ 11:00 am Yf d P # ’ \
12:00 pm | v \
01:00 pm o ¥
Total Intake : — [qWo Total Output: ) — 9 M — ¥
0200pm| | Pcs 21 ) / |
03:00 pm A | /v
V 4o0pm| o | & i £ ol
/(Y\{o 05:00 pm T b P 1Z
06:00 pm Yo | 7 P v \
0700pm| | / yof
Total Intake :  ~T o ¥ TotalOutput: ) _ 2 M.~
0800pm| [ " Lo
woopm| [ -] . ra A

VWl oom| 0 |R (X(:’

»
g &

\\?t\) 11:00 pm W7
& \]

12:00 am

s o

01:00 am

Total Intake : 77 [ 2"

02:00 am

Total Output : [/L/ 9

1 \

03:00 am

5%
N
a""‘-—vz

?OQ‘}’ 0400am | () ,{,\ZQ

05:00 am
% 06:00 am

07:00 am

)

e, SSE

Total Qutput: || — 2 N —

Total Intake : 74,

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092
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CHECKLIST FOR THROMBOPHLEBITIS

b

A"A\ ]
~ DAY 2, DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ) E M E N E Remarks
; No signs of phlebitis /
1 | IVsite appears healthy Obeervaarrils 0 0| Q 0 |
One of the following signs is
2 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula — | N4 ~ fl
* Slight redness near IV Site - "
Wwa of the foIIOW|ng Signs Early stage of phlebitis /
3 | areevident Resite Cannula : NA (LA
Pain at IV site Redness (e =
o R e Medium stage of phlebitis /
4 Pain along Path of cannula ?::SII;Catnnu!a Consider 3 — = == N‘Q‘ PR
Redness around Site Swelling ek
é\lfli(?;r:? igﬁlmﬁgsiig;”s s Advanced stage of phleb'rt_i(_s or
5 | pinsorg P | ORIy "
Redness around Site Teatriait - — "3 b al
Swelling palpable Venous cord
All of the following Signs are
evident and Extensive : Pain ?h{:;?r?gggh?;?)?t?sc;f
6 along Path of cannula Redness s . 5
around Site Swelling palpable Initiate treatment Re site il & — |NF A
Venous cordpyrexia Cannula
Signature of the Nurse () 9_’ ,,F‘g @ 6&,(9\/

r
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 phlebitis.

Signature of Shift In Charge :

Signature : ............... Ch— Name: ........

Signature of Ward In Charge :

Q(‘dzuo o7, W Signature : ............ @J ......................... Name : . K:Q&f;/wa .......................

Docu. Ne. : RCH /FRM / CLINICAL / 137



O O

)
Patient Sticker Rainbow’ . . 4
' Children’s ‘Blrtthght
A H H 1S
CHECKLIST FOR THROMBOPHLEBITIS Hospital | ot o3 5o oo
N ‘ DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ E N M E M E N Remarks
1 | IVsite appears healthy T)Obzg\'lfg gfar[]lrf:ﬁgitis/ 0
One of the following signs is
> gvident Possibly first signs of phlebitis 1
* Slight pain near the IV Site / , ( Observe cannula
* Slight redness near IV Site '
] Z‘:;"eﬁ‘;;gﬁtfo""w'"g Signs Early stage of phiebitis / ) )
Pain at IV site Redness Resite Gannula i
Al é)f the following Signs are Medium stage of phlebitis /
evident : ) :
4 | Pain along Path of cannula _Frlesi(e Catnnula Consider 3
Redness around Site Swelling reatmen
A".gf Te fg;gvmg._smns are Advanced stage of phiebitis or
evident and Extensive : e
5 | Pain along Path of cannula E;e siiaréof thrlonébopflcliebrtss/ 4
Redness around Site Te Stni Et‘"““ a Lonsider
Swelling palpable Venous cord reatmen
Ali of the following Signs are
evident and Extensive : Pain Advanced stag[a of
6 along Path of cannula Rediness }h.rombophlebltls/ . 5
around Site Swefling palpable Inifiate treatment Re site
Venous cordpyrexia Cannula

v Sjgnature of the Nurse

NOTE : Phlebitls greater than grade 2 should be reported to physictans 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 Gharge :

SIGNAIITE © oo er e 1 1

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

Signature of Ward In Charge :

LT 1111 S reeerrnasanens NAME oo rerereereeernrrsrers e e saseasaessenees
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Rainbow® b
Children's | @ BirthRight
Hospita[ . BY RAINBOW HOSPITALS
1t tavkes 8 lot t0 tread the it erﬂlghllbms.al!ﬂ!h"ry

Date

i ag

Time :

|
Ll 1

NG (SO

> Ppe

1. Completely immobile:

Mobility Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

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

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

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (f
without assistance, to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; '
sy Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
Activity The degree 1. Bedfast : . ) : : ; . :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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.

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degrés Skin is kept moist almost constantly

2. Very moist:
Skin is often,-but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

skir:()isvg;(lcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes,; linen oply requires changing
It moislt)ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. \1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
he < 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 : lessthan9 | High Risk : 10-12
Docu. No. : RCH /FRM / CLINICAL / 119

| Moderate

Risk : 13-14

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

TOTAL SCORE

Evaluator's Name

O [ —
b o

\‘
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severe pain or with additional risk factors.

Support Surfaces
Risk Score Calegory 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 Pratect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress 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
1’ 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
i . 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 overlay
' Use same protocol 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 matiress overlay
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Morse Fall Risk Assessment Form s v e .

) ) fﬂ?/_.
Rainbow® . . .
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

.4 R
Date / Time
Choose Highest Applicable Score from each Category /M QH’ )’”GL % ‘ b ':T' IL Fall Risk Grading
Se0r8 N | 24N | 10Dn,
T 7

History of Falling Yes 25 {
(immediately or w/in 3 months) No 0 Risk Level Murs::h::IsI)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @) %) 6

Furniture 30 Standard Fall

Low Risk 0-24 ;

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0

2 kf )
IV/ Heparin Lock or Saline :;es 0 20 i Implement
b 4 Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 :’reventlgn
: ntervention

GAIT / Transferring Weak (uses touch for balance) 10 e

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 P Risk Fall
Mental Status ,g = High Risk 2 51 Prevention

Oriented to own ability 0 intarvention
Total Morse Fall Scale Score: RO | e %)

Signature D) E_,’ C%

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

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

¢F S

— 7 T

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

] Assist and/or supervise ambulation. Reinforce to always call for assistance

] Hourly safety check

[ 1 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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. Pain Stofe - A 2 Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated .Intervemion Sign
| ] Continuous | [ Acute (7 Sharp (1 Dull [ Increasing [ Yes g
6 [,Gl ),6 \PfY) (@ { \D o 1 Intermittent | I Chronic [JAching [1 Burning | [ Decreasing | [/ No CD\
1 Continuous | [ Acute ] Sharp (1 Dull ] Increasing | [ Yes
i ] i 1 Aching [ Burning | [] i O 7%
Q\L\qu j;;fr‘"‘ 6er0 rip\ [ Intermittent | ] Chronic g g Decreasing No (\] f} 1
IL [ Continuous | [J Acute [ Sharp ] Dull [] Increasing 1 Yes A
i = i [ i [1 Burnin O i O
i / G /Z { Jop = O' (D ,\/ﬂ [J Intermittent | [} Chronic ] Aching urning | [ Decreasing | T No ¢ M
e (] Continuous | [ Acute (] Sharp ] Dull (] Increasing | [ Yes o
P’% m(lrm O 1Y NA (] Intermittent | ] Chronic (1 Aching (] Burning | (] Decreasing { L[] No o 12\—
[ Continuous | [] Acute (1 Sharp ] Dull 1 Increasing ] Yes
b6 | 2om g i STEAE,| D | W B8 LR R @s_
5 P (3 [] Intermittent | ] Chronic [] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [] Acute [] Sharp [ Dull 1 Increasing [ Yes 17A
4,) & )Zb |0 pr/] J Y 6 ] Intermittent | I Chronic 1 Aching [ Burning | [ Decreasing | [ No ’ &]
[l Continuous | I Acute O] Sharp T Dull [ Increasing [ Yes
! Intermittent | [ Chronic ] Aching 1 Burning | '] Decreasing | [ No
1 Continuous | [ Acute [] Sharp 1 Dull [] Increasing [ Yes
] Intermittent | [J Chronic ] Aching [J Burning | [] Decreasing ] No
[ Continuous | [ Acute [ Sharp [ Dull [ Increasing (] Yes
1 Intermittent | [J Chronic (] Aching (] Burning | [] Decreasing | [ No
] Continuous | [ Acute [ Sharp 1 Dull [l Increasing | [! Yes
[ Intermittent | [ Chronic 1 Aching [] Burning | ] 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.

(PT0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numertcal Pain Scale {Jhstetric and Gynecology)

1

© oS e

No Hurt

Hurts Litte Bit

) 1
3 4

sh

]
5

1
6

I
7

1 | |
1 1
] ] 10
Worst
Posslbla Paln

Wong - Baker (Pediatrics) Ahove 7 Years

Huris Little More

Even More

& &

8 10
Huorts Whols Lot Hurts Warst

t

‘ SCORING
CATEGORY
0 1 . 2 .
" | ccastonal Grimace or mai_ Frequent ta constant frown, B
Face No Particufar expression or smile withdraw, Disoriented quivering chin, clenched Jaw
Legs ) Normal PosHion or Relaxed Uneasy, restless, tense Kicking, of legs brawn up PR
X iy Lo FALT
1 Laying quietly normal position, Squirming shifting back and i L
Activity moves easlly forth, tense Arched, right, or Jarking
. . Moans or whimpers occasional  6[1 Crying Steadlly, screams of sobs,
Cry No Cry {Awaka or aslzep) complaint . fraquent comyplalnts
- " Reassured by accasional touching, s P
i Content, relaxed hugaing, or being talked tos *1Y Ditficutt to consolé or comfart !
Consotability Fgig, o 4 ] fiout o con _
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) |
Assessment Sedatlon Hormal Paln / Agllation
Criteria
2 1 0 1 2
Crylng No Cry with painful | Moans or ctles Appropriats crying Net] litable or erylng &t | High-pitched or silent-
Irritability stimuli minimally with painful | irritable " | Intervals consolabla | continuous cry
stimull inconsolable
Behavlor State | No arousaltoany | Arouses minimally to | Appropriats for Restless, squirming | Arching, Kicking constantly awake
stimuli stimull gestational aga Awakens frequently | or
o spontangous Little spontangous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Expression No expression with stmull Imermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tona Flaceld tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body Is not tense Body is tense
Vital Signs HR | No variabilty with | Less than 10% Within baseling or | Increase 10-20% | Increasa greatar than 20% from
AR, BR 8a0, | stimul variability from normal for from baseline baseline, Sa0, less than or N
Hypoventilationor | baseline with stimull | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

~/
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4 NURSING CARE RECORD nmmakxEmmnm Your Right to a Safe Delivery »
Date: 6’/!5/2’6 ........................
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [ Maintain Fluid Balance [1 Improve Activity Tolerance [ Maintain Good Nutritional Status [J Maintain Skin Integrity
§ intain Personal Hygiene /E‘Pﬁ%nt Infection /ﬂ’ Meet Elimination Needs A:l»Ensure Safety /QfEany Ambulation Reduce Anxiety (D_Ean'eul & Family Education
S | "0 Identify Potential Complications RN RIS SOOIV v o0 e S5 S B SRS S Y A TS
Time Plan of Care N Time Implementation Evaluation Re-Assessment ';,“;?5,,';?;‘,‘:
AP0 15 Al P cond 09 [ Qo Afee e PP condificf] | Ao
Baocshy Jhe Fdad G Ao e Udall 6 Joeee—T"
- thﬂ . k‘t”co; lod _IaQL"- e Clo A
€ ha_‘f]f‘lo(\ 0 s /Y%\A,LILLJ 5 F’ ﬁf\"i%j YL ‘nfeu NV

,jfct“"o() ,
9?“) ..:{:amj”@w"a‘\ afo 59?07 ’:)ma}o(\’_&,,pd] ,)/{ axF @,@11’& l{[ﬂ’)ﬂ
Chov & WQO‘ﬂ 6 vtco-Le

c&ﬁ /o{u)y

81””7-)?533655 i—(f\’{r?a}fmSW—jﬁs5(55d :z{?q},@ i 7
sl fondit (o Ry
’)/"700")10?{\”"1“’1'5 7‘!/:4@0;20(60/2’\/’ //2 M"Né ) g ?€£Z€C/°Q‘J (@1

Afternoon

Night

) AOLI/JI5 27 Md{'ém b ,g,& j (’_5’6’0( 3/54/5

}f‘OﬂS &y e 0/()( oi_)]g rOng U
KO Ochaz’zz s | //; 0/0( or /g WQégf
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(] Maintain Airway and Oxygenation

[CJ Relieve Pain & Discomfort

[J Maintain Fluid Balance ] Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: F)ﬁ}lé .................

[ Maintain Skin Integrity

(%]
Tg (] Maintain Personal Hygiene [1 Prevent Infection 1 Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety 1 Patient & Family Education
& | [ Identify Potential Complications L ANy ORIBTS B PRIOIEN ot s S 13 S S A SRR S SRS B WA e
. ; Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

— Aecess UL pt
CQ/\dtHO’) P
r“f\"\omj(oe 4&'
ol edelin e (0
O 2 Fin)

SO
X0

Wm

8{)\“\

«—Hsyzsé m Pt
,Cl\ -

'*O—r Om]LO’B ‘“‘& \//‘q
’}?m'_MOd rq $le 5—{6
! 9
e C(/\o\rfklj

— Now p%’
< <foble

~RecheelCe ol

&

Je \//&

S oy ehied twpl condh

M S _a4C e A ptionditing 2pm .
A | |5 wontley dlsk S mogtot wilals. | PEE bl o e
§ MN11DY v Chen bad 4 e,e,(’mo!&/ TR
5 | edmiedndd dlodln | | sy edrlain | %2
= ok vitalts
D) DTH% oA ()QL \4\\& M-L.ltwj”/)
g pesess jf %f!f"a CSEsS ¢ £ 4€ i /
| 4erer J’W | Geresal (‘pﬂ&ﬁ 1) A% Y Lgi
5 —% f“)Oor}O’{ Vf%‘ulj ) Mg 7’03’(’0{ Vf%“/é’ ?)&[lmﬂ@ ) @e;)jgc \b/.
- 5 AC/L\A//’ILF')@ Mdé/ L”m éa,e g}ﬂJy o
o) A ? cd 2
| ng 4 0\” *LL /,(6/ oyf g
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1t takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [ Yes =46 Not Known
'g YOS BRBBIY s
E Surgery / Procedure: -G ™ L-Qt/ﬁ Post OP Day:
o | Date . 2|6 B\ ¢ ()
= st tb ¥ CYwhG P2, PR
Medical Condition ‘
% (Any special condition to be noted): D-pr N 4 )= %2 ) 10 A
¢ H .
= | Diet W) [geqolon |Regedo |y g/ gulss
Allergy: O Yes-=rNo | 0 Yas 240G | O Yeser Mo |01 Yes &0 | Yes LN Yes C1No
| Ventilation (RA, NP NIV, VENTI): aa ~ | — .
Tubes/Drains/Catheter: [ Yes C'No |l Yes C100 | ) YesseNo | 01 Yes =Ne | O Yes No | O Yes © No
F9) - 3 a
= || Vital Signs: Temp: | 43 Gf |at SR>t a0l gL
| % Res: | Qobat™ | n2 bl | 110m 25 bM | 23 p)m
z $00; [og]" | aa’. | o'l |aad |a4a’/
o
2] Pulse: |t | 45 %l%ﬁ\m A 0m | gt b
8P IholYo [yalye | W€ hoifey liga)so
LOC: - = = e
Fall Risk Score: | — - - — -
Pain Score: | o0 | plio ot 0 T
Skin Integrity | oo/ ~ Ao d aatt
Safety Needsgf,:-l('es C'No | C3Y65 O No \>Yes D Ne[T Yes 0 No | [16s C1No | Yes LI No
Physiotherapy: s - 5 = e
g Others Specify: | Yes (40 |01 Yes Lo Yes #/No | O Yes SHto | O Yes CIMNG| L Yes L No
% Special Diet: |{\f0 — Qe%oj)m — -
& | Critical Lab Test/ Values: ~ il = - =
E |Other Special Orders / Medications: |0 Yes €TNo | Yes CW0 | 0 Yes,No | 0 Yes &No | Yes Cefo | L) Yes ©1No
E PU Prophylaxis: [ Yes JHio | O Yes Clier| O Yes\zNo | 01 Yes #1o | O Yes @ |0 Yes 71 No
DVT Prophylaxis: 1 Yes CANe'| 1 Yes T1No{ O Yes”"No | T Yes @WNo | Yes (N0 | Yes No |
ADL (Dependent / Non Dependelf): | - —  loepbided
]
Post Operative Procedure Special Orders: - -f—-—
A | PA
Handed Over By Name : ~ k’fl? WWSW‘@\L Ku!!\obm‘- §MJ«D"V’
Signature / 1D - 4 el ‘3'5/ @,_ 7
Date plelre |2)6 )b | H|e 28] Ale Jre ez}é/zé |
Time: 2o/ K| 2P0s &pm | gamq
B Takenj Over By Name : jrm’lfw $M Kw lﬁ'i,lba C'mgufff
Signature / 1D : @, ' \A,U
(Date] ey ’rF llal Mologlslefss | |
Firme. ?if;?k—«" L Jpm ¢ e
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CONSENT FORM FOR TRIAL OF LABOR Chidrers | S BirthRigh
/ REPEAT CESAREAN SECTION ORI | R
Patient Name - ... v K Sahih e Date of Birth; ......| 3 0G-30¢0
Husband’s Name: ..../v.... .M. . Meeyenders . UHDNo.: .. N7 °Po003 1.

You have had a previous cesarean section although “once a cesarean always a cesarean section” used to be the rule; some women may
choose to attempta “Trial of Labor” for Vaginal Birth after Cesarean section.

Your doctor will review the records of your cesarean section to determine whether or not you may attempt labor.

Suitability for trial of labor for Vaginal Birth after Cesarean is assessed based on factors like:
- Whenwas the last caesarean done

« Whatis the type of scar on the uterus (Transverse / Vertical)

« Any complications during/ after previous caesarean

« Wherewasitdone

- Interval between pregnancies

« The course of your current pregnancy

" You will have an opportunity to discuss this in detail with your doctor. Large studies have found a success rate of vaginal deliveries in 50 to
60% for women who have a trail of labor. The alternative to a trail of labor is to have a repeat cesarean section without labor.

If you qualify for a vaginal delivery after cesarean section, you need to understand the benefits and risks of a trial of labor. This will enable
you to make an informed choice to either plan atrail of labor or a repeat cesarean section.

Benefits, Risks, Alternatives for Trial of Labor for Vaginal Birth After Cesarean Section

Benefits:

- Vaginal delivery after cesarean section include a shorter hospital stay and recovery period for you.

« Avaginal delivery is considered safer than a cesarean section for the mother, with less blood loss and less risk of infection.
« The baby may benefit from vaginal birth by less remaining lung fluid after the first breath.

Risk:

« May require a cesarean section during labor with a higher risk of infection

« There is a small (<1.2%) risk of the uterus opening in the area of the old incision. If this happens, it could cause distress, permanent
injure or death to your baby, excessive bleeding and rarely may require a hysterectomy (removal of the uterus).

Benefits and Risks with planned LSCS
Benefits:
« Norisk of uterine rupture in women undergoing Lower Cesarean Section
@) « Lessrisk of birth - related asphyxia for baby when compared with Vaginal Birth after Cesarean Section

Risk:
- Longer hospital stay and recovery period
« Increased risk of neonatal respiratory morbidity

« Increase the risk of serious complications in future pregnancies like adherent placenta, injury to bladder, bowel or ureter, hysterectomy;
blood transfusion.

The risk of anesthetic complications in extremely low, irrespective of whether you opt for planned Vaginal Birth after Cesarean section or
planner Lower Segment Cesarean Section.

Your doctor will answer any further question that you may have.

Please initial here that:

| have read and understand the risk and benefits of each procedure. | have had the opportunity to have my questions answered and
lelectfor; [ | Atrial of LaborforVaginal Birth after Gesarean section ] Arepeatcesarean section

Name of the doctor who is performing the progedure: ... .. Mehel sanas... Galo /. Dfﬁ’a«-jo ..................................

Patient Attendant Signature Q ...................... Witness : Ji Doctor

NARR L Ldiiiiinnnmiinanisa s Signature : \1,}/ f? .............. Signature : ......... -1*’ ..... o,
Relationship with PatientszH:%.ﬁvﬂ\.fﬂ.z Name: .M R Sahebi ... NEME : ...
Date & Time : ... S.1C128% @ Py Date & Time : .G1&[20€ € Lo Date & Time : £12%) 222€ @ I~

Docu. No. : RCH /FRM / CLINICAL / 023
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ... le?/b ........ TIME: oo QD
9 0 ~ 26 kg/m’
Oﬂgin:...........lv..xd.kf’.‘fﬂ........... Height: ../ S...2. Claus.. Weight..SZ..j..X.fj...... BMI: O ~ 28 kg/m’
0~ 30 kg/m?
T 1 oo NS
DiagnOSIs: .............. L R U "
Typeof Diet: O Liquid ‘/Dﬁgt' J?{(onnal O Diabetic
O Vegetarian on-Vegetarian U Vegan
DietAdvised:

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 ’%{Qﬁj/g ................. Signature: .............. 8/ ......................................
Q1 R Q

Name: ............ Sﬂ\/\“}fb\\ ........................... Name: ......... S@’H"”‘tﬂ* .........................

Date & Time: 6/5[}6/@9'/"' ........... Date & Time: 526/%;6}7’\

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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Patient Sticker

Hos p|ta| BY RAINBOW HOSPITALS

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

CROSS CONSULTATION FORM

Doctor Name:: PVMMMIQI‘:SM"L;P ............ Date: «6(6/}6 Time : GF"]
Diagnosis:...ﬁ[..(..m ........ MVP .........................................................................................................

Hospital : .......... . QC.[—-} ........ *“HNH\“Z.N ............................ Type of Referral :

[0 Emergency
O Urgent
O Non Urgent

Referred for : [ Opinion 0-Management O Transfer of care

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:
3

Signature:

Findings and Recommendations : q
Lactabion cova plow)

wal .«(bmol vaost @ NQ“PF’MJ q
,Aj BAAP \W}—CF/LA_S QIG,M&AVZ"'L(LCL g

oSS CsaAd L
bmbj ancle 8 —20 m?‘wb on Anch

sda vy 2 %’\\J

o — Motlea

| Cals chuwn  sagt

o .
Consultant :

Name : 'S/VM(W“!"\ ...................... Signature : ....... gAM, ............ Date&Time:..é..k/%..}..épﬂ ,

Doc. No. : RCH/ FRM / CLINICAL / 049
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It takes a lot to treat the little. Your Right to a Safe Delivery

[JE2 [J0thers

Labour: ﬂ*ﬁﬁnt 1 10L-PGE 1

Indications for I0L-Accel: *None 1 Oxytocin
Memb. Repture Type:—~7SROM [ PROM 1 ARM

Presentation; =~ Vertex [ Breech

] Others

CJHTN I Others

Maternal: —Nome [ Pyrexia

Liquor: ! Adequate igo [1Poly CIClear
[JBlood CJMeconium [C1Cord: ........cevven.
Shoulder Dystocia: [ Yes (NGO

Anesthesia: — None [ Epidural

Non-epi: /Bﬁal
Del. Type: Er'sﬁ'

AVD:

[ Spinal [ General

[ Asst. Breech 1 Twins

[ Qutlet JLow Forceps [ Ventouse

) Trails of Forceps
Indications: .................oo i

Application, Locking & Traction: ................coevvvennnn
Duration of Instrumentation: .....................cccoeeeene.
No.of Pulls: ...,
Catherised : [/ Yes \JM

Type: L1 Fileys [ Plain
_Perineum : [ Intact .'}I:ﬁ‘siotomy L) Tear

kY

Suture Material Used: \\.'.\.C..‘. e I ST

e ¥

LIRPClots

Placenta: ..“Normal [ Abnormal

1 CCT I Retained L1 MRP
PPH: ) Atomic () Traumatic  >None
Lacerations: ............ R\D ..............................................
Cervical: ................ \\ \":’ .............................................
Perineal: ................... N
Others: \\\D .........................................
Prophylaxis: _/Syn/ocinon Prostodin
Blood LOSS: ...........coo........... 200 \ ......................
Blood Transfusion: ‘_" ...................................
Other Details (if any): .......... A,
Ractal Examination: ..... “‘}Lw ......................

1stStage: ..o

200 STAGR: ...

BP0 SEODE: .....ccoxcivimsisvismampusminnguissessinsinsosiadsiossnississnsinsoss
\L 5 WY

Duration of Active Pushing: ...\ 5.0
A

N BRC De\‘ioesuq

Gender nge ..................................................
Weight: ............ ‘R%k‘i& .........................................
APGAR: ............ Q40

Date and Time of Delivery: G’\EZOZQ@:L \
b'\‘ RCLW\&_’LQ\ :1)1 = ‘\&‘0.0 ee

\'QQSM\ A\

LW Doctor:
LW Sister:

a

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

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Test

Urinalysis
Amount

- N W Ao

(

|JC,
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Name: m‘ﬂ

Memb. Ruptured: ~ SROM_

Obstetrics Formula: ..................

BI0OA GIOUD TYDE: oo T

RIS PRI, i s R R S e R T T R T T S e e e S T RO U eV

18

19

20

21

22

23

24

180

Fetal Heart @ 170

160

150

Maternal I -
BP 130

120

110

100

Maternal »

Pulse 80

70

60

X2 2

4% !

20

21

22

2

24




Record of Labor:
Maternal Condition
Fetal Condition:
Progress of Labor:

Management:

: \[1‘\rq\s-— da e

TR oo erann s armeons SIGNAUE: .o

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TINE i SIGNALUIE: ..o

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TMES s e s SIGNATUTE: ..

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

e 1 [ - -

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIME s SHOMAIIG: vevesiimarmenivm s

C
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or. Your Right to a Safe Delivery

\\\ﬁﬂmi\“\\\\\\\\\\\\\\ Hospital |
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfseding initiated?
a. Yes ] b.No

. T, IRBESON . oo nmssarmmsssmsss apnssnasmas seasassansnsmeams sum e E LTI AR T RSN PR A R RRARRR A8 8 R e S SRR SRR SR e Ss M

3. Nipple cendition:
Aipple well formed

. [J b. Hat nipple
[J  c. Inverted nipple
(] d. Short nipple
4. Milk flow:
[0 a. Good
7 b. Drops of colostrums
0 c.Dry

5. Steps for Positioning and attachment:
] a.Baby goes to the breast
1 b. Mother always sits with a back support
O] |c. Ear-shoulder-hip should be in a straight line
o CJ . 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:
O a.Yes
(] b.No

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

8. NICU admission: 10 O
] a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AGGIIONAI NOTES: ...ttt e e et e e e et e e eses e et esseses e s eseeeeseseesessesesseses s s e s e es e es s eaessesessesesees e e e esessssessens

Continuity of Care: Date: é/é ..........................
= BSSess e 9E  (apdibop
= oo Ra ~Jfeds wow chigd

(N

Handover given by

SIONBUIG. .. cscoisomsisinsaninmsncessssansen

Date & Time: ...... é{é ..... 7‘6 ......... éd_q?/b Date & Time: QMJ/B@%]O ...................
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Hos pital BY RAINEEW lio§ptrALs
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: 6(6”’@ Time of Arrival: .....ccoovvvveieieiee Time Seen by NUISE: .....oevvveevieeeeeeeae,
1) Level of Consciousness: D/Conscious 1 Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[l Severe Pain / Moderate Pain [l Preterm rupture of Membranes / Leaking Water PV
U] Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
C1 Decreased Fetal Movement U] Spontaneous Rupture of Membrane / Leaking Water PV
L1 No Fetal Movement " L1 Other RBASOM: .....eoveeeeieeciieiecic e ess e s aenas
3) Vital Signs: Temperature%..’lt puise: €At RR: . 20hnd sp0,: 24 /.. BP: ...lln}:}b Weight: ............
4) Gestational Criteria:
Gravida: G P L A
EMP: cvsmmmsmmvmmimcses EDD: cmssmnsaspaamsoig BestAnoNdlIAGe: . i e imnmr e
Uterine Contraction [0Yes | =No | CONA | Onset Time Frequency:
Membrane Rupture [JYes | €7No | COJNA | Onset Time Fluid Color:
Vaginal bleeding OYes \fTNo | OO NA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes {ﬂlo I NA Pain Abdomen / Vomiting
Good fetal Movement | [-¥es | CINo | CINA | T NOspecity:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | Il | | | |
i | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10
No Pgin Worst
possible pain
S i e o e I e L L
o DRIIONT il v st s d o it Days / Weeks/ Months (Strike out which is got applicable)
S e e e e O e s S S s
o,
¢ ErROUBICY: camiams el sisisnssnisons )Ur”
I 111 -1 o] A SRS OR PR

6) Past History:
) || SUTGBIIERL . <o Goisr s s TS P T P e S i T S AS A HS A2 7P E e i i e B A R R A

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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No,

-_—

9) Prenatal Medical History:

L+None

[J Chronic Hypertension

L] Gestational Hypertension
L] Diabetes

If Yes
8) Current Medications: Watal Vitamin

1 None

(I 01 ] £SO UORRRR

U] Gestational Diabetes
U1 Low placenta
1 Others if yes, specify

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

C1 Category II: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)

] Category IlI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

0TAS

Suspected Pre-term

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Signs of Active Labour

Signs of Early Labour/

Discomforts of

Suspected sepsis

Jor diarrhea

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

Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
2 Mild hypertension
Hypertension > 160/110 FAR
Seizure activity and / or headache, visual | > 140/90 with/witiout
disturbance, RUQ pain @ESOCHAING Fighs o
symptoms
Abnormal FHR fracing g&%ﬁﬂﬂg&ﬁ;‘g 0.
Non-Fetal Movement Diseased fetal movement
Acute onsite severe « Major trauma - Abdominal/back pain » Ongoing assessment | » Anything that does not
abdominal pain + Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
Altered level of * Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth » Flank pain / hematuria work) - Cervical ripening
Cord prolapse - Nausea/vomiting and | « Minor trauma (minor | « Out patient placenta
Severe respiratory for diarrhea with MVG/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie

Rh and progesterone
injections, NST
Assessment for version
Rashes

Time seen by DOCON: cieeiiesiresnsinssussase

Nurse Name : Q\k&?\i ...................................................... Nurse Signature: @\
Date: ... o\ 2 ... Time: %@M
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25Y11M24p (F)

It takes 2 iot to treat the littie.

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: Eiﬁlj’g .....
Baseline Information:
Admission From:; COER CIOPD _[J ission Desk 1 OMErs: SPEOHV . svcirisvniritsinmmmmiiesssimss soissesssssasisnses
Primary Language: [ Aelugu _| English U Hindi [] Others
Doyourequire aninterpreter? [ IYes _LNO
Source of Information: [ LPafient ] Family [] Others
Personal belonging if any: 7’,Jewelry [ I NoseRing [ Bangles [ Anklets [!FingerRing []Bracelets
ol }y
handed overto.......... fmul ........ D! ’\J .............................................................................................................
[ .

Allergies: [ 1Yes [INo [ |Medications "1 Blood Transfusion [] Food U 1 e e A L

o 3 ] 1L e e S T L B Ty T T P e T T e Pt
Chief COMPIAINES: ..o Doctor Notified on Admissiog—TYes [ INo
................................................................................................................... Name of the Doctor: rj‘f)/(o()na\_
................................................................................................................... Time Notified: ....c.ooveec e
Past Medical History: Obtained From [ Pafient [ | Family Member [ Medical Record [] Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

- - -

Bloofl GROUP: :.......cccosmmvimsisanmosinn BB cirismaic EDD: :oieriiciitonsss Gestational age during admission: .....................
CoNtractions: ......ccoovvveverreeiee s Vaginal DISCRANGE: .......covrveeeeeeiereeeeee ettt en s eeeesens
Obstetric History: G s Pl st s sersimimingn B Previous LSCS ................
Height: ............... Weight: ............ BME:

Temp:......ﬁ.@?. ...... HR@J’—\ ........ RR: .. %0 ... BP:....U.?.ZK Sp0, ... %/, .....

High Risk Factors: (Please select by ticking (v ) the box as applicable)

| Hypothyroidism [ Rh Incompatibility [] Fertility Treatment
[ ] Hyperthyroidism [ Previous LSCS [ Preterm Labour
[] Hypertension [ Gestational Hypertension [] Others: (Specify)
1 Diabetes (1 Bad Obstetric History
[ Anemia ] Obesity (BMI)

"1 Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)
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O Heartbisease (] Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease

llities Detected

[] Liver disease 11 e e e

Pain Assessment: Pain: ] Yes /E/No (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ ] Yes I;N& Score /‘) .......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ 1Yes —~TNo Score...C).... (complete the Braden Q Sheet)

FUNCTIONAL SCBEENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem [ Walking Problem Q,NoAbnormality Detected
["] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
verweight ! Poor Appetite > 3 Days [ Needs Therapeutic Diet.
(] Under Weight L1 Diabetes Mellitus 1 No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

E@m & Cooperative [ Restless [1Depressed [ Agitated [[1Confused

TEREHIUONG < .scivuvanaossuins s s omesssomss v sHa 5 A S S RO v P A O s AV RS R s
Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: 1 Single ——Married (1 Divorced ] Widow
2. Special Habits: Smoker: []Yes /D.rNB Alcohol Abuse: [Yes [1Ne— Drug Abuse: []Yes L INo

2
Social History: Lives With :(:W\‘fﬂ%bm ....................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : .=Yes [ No Waste Disposal Explained:—t1Yes [ No

Infusion Pump : ’L{Yes [1No Hand hygiene Explained: “TIYes [INo "I Others
Above information given to .............. ?CL e o P T T TP

Name of Person Orientation was given to; ........... m R S

Orientation Dot:gVen RBASON: . nuismsminmsme ot iyl

Nurse Signature: .......L.) S i A
Nurse Name: ............... (2(] \L ....... \F ....................
Date & TIMe: ..covueissssmssinsivasiind 6({5/)/‘6 ............
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INFORMED CONSENT FOR VAGINAL BIRTH Ao .Bm'mmmm

Your Right to a Safe Detivery

PalEItINAMB . L s N o i i s i s s s e AR UHID NO - et e s et neaaneen

Gender: [ Male +Female Dateg\(‘»'\zc’r)‘G .............. Time : ....... V253

I hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Patient Attendant : M/
Signature:...{rM ...... e et R T R
Name : ............ N\ le@Qr\C\U .........................

Doctor (who is taking the consent) :

SIgnature ... e

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

Relationship with Patﬁnr\ ooy
Date & Time : LBl2e2 (-,@ l:SApm



2 . 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 _ e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital %y TEL NO :040-48873000
s WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs R SAHITHI Age : 25Y11M24D
IP No: 1P26-00006520 Sex: . Female
Consultant: Dr. MAHALAKSHMI GOLI Ward/Bed No: 4F -OT/LDR-416

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failiélg:e submission, | will pay 200/- Rs.

A?eceivers Signature:...\ L)

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.
L/

Signature of Patient/Relative:

Ndme: 2 O h‘f Y\Ctjre\ Patient Address:
A . VILLA NO: 90, FAROOQ NAGAR,
—Refationship: ETD‘H?\CU SHADNAGAR. Shadnagar
Date: Time: \'2 SR Mahabubnagar Telangana INDIA
@6/06 024 8 P 509216

Wittness Name:

Wittness Signature:

Yo

Printed Date / Time : 06/06/2026 12:55 Printed By : 015898 Page 2 of 2
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BILLING POLICY

®  Billing cycle: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM, Settlement
post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day. Less than 24 hours
stay will be considered as one day.
® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card /
Demand draft or online payment.
| ® In the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be applicable
and any discount or special rates given to TPA’s / corporates won'’t be applicable.
" ® |fthe surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged 30%
extra,
Patient Government ID proof is mandatory to submit during the admission.
TPA processing charges Rs.500 for every TPA route cases.
All charges vary as per Room category, except Pharmacy and consumables.
We follows a “No Discounts Policy” kindly cooperate.
No Duplicate/Second copy of OP OR IP bill is issued.
ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit, Infusion/syringe
pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

).....

INTERIM BILLING

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on actual
update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount from
billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
4™  Allrefund more than Rs.5,000/- will be refund through NEFT in three Bank working days.

Rolfﬁhafh/ RodoA— e

~ N
Name & signature of Patient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455,
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
- T: 6464 2020 | KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | HIMAYATNAGAR - 40 488 73000 | MARATHAHALLI, BENGALURU - T:
+91 807111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




