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Dnts Chirdrens| S BirthRight
ESTIMATION SLIP Hospital | \@ worerseoomer
Date : __ 01y L v ieNe kY H=0L/S G&c sinNo: 1535

Name of Patient : Vave ;‘,! L S ey Age: 2], o Gender: Chtl: B
Father's / Husband's Name : N 148, ! oA Corporate / Occupat:m
Address : Cz !:Fi‘ L& Phone : (',"!'w"v 1 1p g Email:
Procedure / Plan : e fCt 2422 EDD/Dos:
4 = l Y =] e /L/ T Res
MODE OF PAYMENT : D,SELF [ ]TPA: | ]cIpsa: OTHER
TARIFF INFORMATION :
Parﬂc:lars Packae Amounts (Rs.)
Room Category . Normal Delivery LSCS
Multi Shared Ward
™
aared Ward ({ !/)!)/ rﬁﬁrﬁ By
Twin Shared Ward = 28 L
T = =7 It < T
Private Room ‘ 5 P P
SuPerDeluxe Room % L‘_f‘ R 6 2 Vet By on = _:/r“_
Suite Room L J : F
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
kage starts from th : 2
(.Pac - : & v Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
. Length of Btay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others
Neonatologist Charges : |:[ Covered DNot Covered Epidural / Entonox : D Covered D Not Covered
s el . P i -t -
Hnﬂ Mmln.aum Deposit : 5_/" Z; ./)C' Lt ¢ Liinae 5;{ "*A((’/V‘ 155 on

1. Roomeligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The 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 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, 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 permitted in the rest of the categories of rooms and no attendant is
permittedin ICU's ~

8. Tariffs are subject to revision J

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)

o 5 . DECLARATION
1 Yol vl ‘ ‘ have attended the Financial counseling desk and understood the expected costs and
other conditions appllcable In case the TPA / Insurance Company rejects the claim for whatsoever reasons’at any pomt of time
I promise to settle the hospital bill with the hospital without any ambiguity.

. )

P e IV 220, (28
Signature of the Client Signatory Relationship Signature of the-financial Counselor

]
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Hospital BY RAINBOW HOSPITALS

our Right to a Safe Deliver

Name Mrs HUSNA SYED UHID HNH-00015945

Father/Guardian Mr MOUTASIM BILLAH Age/Gender 31Y 6 M 31D/ Female

Address 16-2-866/a/1 jeevanjarjung colony, saidabad, Saidabad, Hyderabad, Telangana, INDIA, 500059
IP No IP26-00006585 Admission Date 14-06-2026

Ref Doctor Self.

Discharge Date 15.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. SWAPNA SAMUDRALA
69924

Diagnosis: G9P7L5D1A1 AT 13 WEEKS WITH ANOMALOUS FETUS FOR
MEDICAL TERMINATION OF PREGNANCY

MEDICAL TERMINATION OF PREGNANCY BY MERPC done on 15.06.2026

History:
LMP: 15/03/26 Obstetric formula: GO9P7L5D1A1
EDD: 20/12/26 Gestation at admission: 13 weeks

Obstetric History:

BANJARA HILLS DAPUR OUTPATIENT CLINIC v SECUNDERABAD KONDAPUR LB NAGAR
: 4246 2100 3040 - 4246 2200 . 30

® 1800 2122 @ www.rainbowhospitals.in
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v . BY RAINBOW HOSPITALS
Hosplta| \ l . YmTargTiluEale Delivery
Name Mrs HUSNA SYED UHID HNH-00015945
IP No IP26-00006585 Admission Date 14-06-2026

1- 2015 - IUFD at 8th Month, Induced Vaginal Delivery ( No Reports)
2 - 2016 - PTNVD at 36 wks , Female, Wt 2.5 kg, A & H , Uneventful
3-2017 - FTND , Female, Wt 2.65 kg, A & H, Uneventful
4 -2018 - FTND , Male, Wt 2.6 kg, A & H, Uneventful
5-2022 - FTND , Female, Wt 2.65 kg, A & H , Uneventful
6 - 2023 - 8 Wks - Missed Miscarriage , MERPC done
o 7 - 2023 - IUFD at 32 wks , Induced Vaginal Delivery
8 - 2024- FTND , Female, Wt 2.65 kg, A & H, Uneventful
9 - PP, Spontaneous Conception

Medical History: Nil
Family History: Nil
Surgical History: Nil
Allergies: Nil

Antenatal Details:
Mrs HUSNA SYED was booked to Rainbow hospital at 12%6 weeks of gestation.
Previous ANC's elsewhere. NT Scan ( 11/6/26 ) - Single live fetus at 1214 weeks
with increased NT ( 7.16), Absent NB, Cystic Hygroma with Generalised
Oedema with pleural / pericardial effusion, VSD. Couple Counselled and
advised termination. Couple Counselled regarding further testing on POC
~™ Microarray. She took Tab mifepristone 600mg on 13.06.2026. She was admitted
at 13 weeks for MTP by MERPC.

Investigations:Enclosed
Blood Group: "A " Positive

NANAKRAMGUDA
Emargency 1 0406931

40 - 7101 1333

i) HYDEANAGAR (N KONDAPUR OUTPATIENT CLINIC (IC) Accredited IVF

0 - 4246 2300 1,040 - 4246 2100

@ www.rainbowhospitals.in

HIMAYATHNAGAR BANJARA HILLS
mergency. 040 730 Emergoncy 3 04

® 1800 2122




HIMAYATHNAGAR
Emergancy ) 040 - 48873
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Rainbow® o
Children's ‘Blrtthght

Hospital

Name Mrs HUSNA SYED UHID HNH-00015945
IP No IP26-00006585 Admission Date 14-06-2026

Management: On admission her vitals were stable. Routine blood
Investigations were sent and traced. Consent taken for medical termination of
pregnancy. Antibiotic prophylaxis Inj Taxim 1 gm was given. MERPC done with 3
doses of PGEl. She was closely monitored. She expelled products of
conception at 10:15am. USG done for RPOC on 15.06.2026 showed No
Retained products of conception,Heterogenous echogenic areas in low uterine
cavity extending into cervical canal measuring 44x28x43mm s/o organised
blood clots,cervical internal os open. Gentle currettage done and clots
evacuated.Products of conception sent for Chromosomal Microarray,MCC and
DNA storage. Her general condition was satisfactory and she was found to be
fit for discharge. Medications were explained to the patient supplemented by
written information.

Advice:
1. Tab Taxim O 200mg (Cefixime 200mg ) twice daily after food (9am-9pm)
till 19.06.2026
Tab Misoprostol 200 mcg twice daily (6am-6pm) for 2 days till 17.06.2026
Tab Pantop 40mg twice daily before food (7am-7pm) till 19.06.2026.
Tab Dolo 650mg SOS (for pain).
Tab Zincovit once daily at 2pm after food for 1 month.
Tab Livogen once daily at 7am for 1 month.
RPOC scan on day 4 of next cycle
Collect CMA,MCC and DNA storage reports.

N UAEWN

Review with Dr. SWAPNA SAMUDRALA after 2 week on 29.06.2026 at

HYDERNAGAR (NAE 11 KONDAPUR OUTPATIENT CLINIC
qency 1040 - 4246 2300 gency 3 040 - 4246 2100

® 1800 2122 @ www.rainbowhospitals.in

SECUNDERABAD redited)  KONDAPUR L B HAGAR (NASH Accradites
4246 2200 Eimergency ] 040 - 4246 2400 Emargency ) 040 - 7111 1333

BY RAINBOW HOSP&TAE
Your Right to a Safe Delivery




Rainbow® : .
‘ Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs HUSNA SYED UHID HNH-00015945
IP No IP26-00006585 Admission Date 14-06-2026

Rainbow Children's Hospital 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 ..........c....... in a
—_~ language that | can understand and | acknowledge. @/‘
Patient7 Attender

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

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

e S -

Registrar/Resident/C.M.0O
Consultant:
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
69924

NANAKRAMGUDA
HIMAYATHNAGAR BANJARA HILL - o

640 - 4468 3335, 91009 25518

j ® 1800 2122 @& www.rainbowhospitals.in

KONDAPUR OUTPATIENT CLINIC (i fitad-VF)  SECUNDERABAD KONDAPUR L B MAGAR
248 0K . 4246 2200 Emargency 3 040 - 4246 2400 gemcy 3 040 - 7111 1333




2 . Rainbow Childrens Hospital-Himayatnagar
- 5"- . ’ o

Rainbow . Ralnbow Children's Hospiltal, Door no. 3-8-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s BIrthR Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,
Hospital gt TEL NO :040-48873000

- wRaobow WEB : hitps:/irainbowhospitals.in '

I ADMISSION SHEET
IRUR R TY Aa

Registration Details :
Admission No : [P26-00006585 Admit Date : 14-Jun-2026 Admit Time :11:33PM UHID : HNH-00015245

Patlent Name

Guardian

Gender
Qccupation
Address (H) |

Patient Details :

: Mrs HUSNA SYED Age :3MY6M30D
: Mr MOUTASIM BILLAH DOB r 15-11-1994
: Female Religion
Martial Status
+ 16-2-866/al1 jeevanjarjung colony, saldabad Phone No : B00B718102/ 7075186562
Saidabad Hyderabad Telangana INDIA E-mail : na@gmall.com

500059

@,

Admission Detalils :
Bed Type H TWIN SHARING

Referral Doctor

Bed No :LDR-416 Ward Name :4F-OT
RoomNo : LDR-416 Admission Type : First Visit
Contact Deltails :
I
Name : MrMOUTASIM BILLAH Relationship : W/O
Contact Address Phone No : 8008718102
/Slg/nature
Uoctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY

: Self, Phone No :

Co-Consulfant

Payment Details :

Payment Mdde

Deposit Amount  : 50000.00

: Cash Payor Name : SELFPAY

Printed Date { Time : 14/06/2026 23:36

Printed By : 020099 Page 1of 2




HNH-00015045 1P26-00006585
Mrs HUSNA SYED

15-11-1884 MYEM31D (F)
Dr. SWAPNA SAMUDRALA

T T ;amhmghf

Hospital BY RAINBOW HOSPTALS
I.P ADMISSION SHEET FOR GYNECOLOGY

\
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1t takes a lot to treat the little. ight to a Safe Delivery

Date of Admission : ............. e S e e e b e TINGOF AGMISSION 5o i T s

AUBIGIBS: .vviiieeeiereeeeiee s e e st e b e e sne e e naeas | Not know any drug allergies

\z\i\'owa VU wilh  Rremalows \%}e}k}b
Je@ NMERPC. ¥ SeRpC:
Need NT@R L) ,Noser\\ Nosal Bene,
QU\S el \u\jf\\- C\e mem.\\ SQA Dtge ma |

C \"*\C} cendua) Q\\M@f\ C\(Sb}
\p\‘\\'\ P\Q_um}l ‘fe«‘* e ;

Came

MENSTRUAL HISTORY OBSTETRIC HISTORY
t | Year of Marriage : 2- o\ O Parity : G\q Pﬂ{ L’S DZ Q I
Previous Periods : Re,r.::sul&—/\ Mode of Delivery : N\J D
LMP:  \S 3\ 226 Last Child Birth : Q. Qaa‘_

Contraception:  __.

PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Wzl H

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)
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HNH-00015045 IP26-00006585 —
Mrs HUSNA SYED

18-11-1904 MYEMIMD  (F)

Dr. SWAPNA SAMUDRALA

AT T

FAMILY HISTORY: - MEDICATION HISTORY: ‘

NTAY | N |

=~ INITIAL ASSESSMENT © - - m e et e oottt :

Date_\ ‘\—\ 06\1 c26 Breasts Local/Speculum Examination
e ASbem we bk \K%
pmi__ b > RO | . T
B.P \QD?)\ { Goam \Jm\

ALHD

Pallor N \ Bimanual Pelvic Examination
CVR PR i\ C: \op v Abdominal Examination

1
Respiratory System B\ LNWAED V\bl—ekob ~0-

SREANN
Thyroid _Y\C3%

PROVISIONAL DIAGNOSIS : C\C{ tgls D, ‘D\B\J'\ \EMJ\”'-& \Oﬁﬁ st

P\mm >U pATP
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
cCRe CB\L\ldQ BLT: A PO(QHUQ N mussion
5 Ho — \aﬂ‘“.' WY {1 Eom&eﬂ'\
T\({-fk‘“\" Wshy ks Prepauiotion
1 e e
pi* -2 W C Y T Mise ¢ esto\ . Goo meq
Pcy ~33-5 F1 4 \r3 3 SNE 3\¢o:i
Cue - - T A\ Qoome Gz
== RR< -2 4 \l\\\\j :
Cend s CRP,CHE, BuseaL ey g
Pla, RBS, BN Woshey - |
Qn\(\‘ "V
Name of the Doctor; D Sxoopm S . Signature of Doctor

Date & Time : \A\:\do\'lo% U )Yy



ACTIVITY RECORD FOR BILLING

HNH-00p1¢
Mrs Hug 1P26.g
NA SYE D 0008 585

Name |
ame: _ _  16-1npp -

Dr, Swapy 31yena, P

ot Uty ™ —

Date of Admission: _ —

—— e e ———

Room ‘f/ Bed No: Ward :
WARP TRANSFERS

Z

Rainbow’ (]

Children’s Blrtthght

Hospital |\ iatessdome
__ _Consultant: ____ Dept:_________
_ __Date of Discharge : Time

D:ate Time From

To Signature of Nurse

[}

Cross Consultation Visit

Doctors Name

Date Order No. Signature

8

9

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

Uh’h( ﬁ'{!\(’/) med e?ru/q rﬂlo Con—ldmfm}v%q

akébe

L3

95 ol

5 [l

13_\"1‘7'& C["‘Qnmoﬁomo aap ARTY ISk {

_—

NNA - Lenlalion (S Ctge-

cean

YA Y

1515(26 PRog,
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|
MEDI(I':AL EQUIPMENT (WARD & ICU)

Date

]

!

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

iy

[




PROCEDURE

Date Procedure Quantity Order No. Signature
\Q‘_L\j% Ty placemend — 1 96618 <J0S
ARPS| MLRD C _| R0y~
e
g Los ok
T I A p pEC
v CbM\Q/

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015945 1P26-00006585
Mrs HUSNA SYED

15-11-1904 MNYEMID (R
Dr. SWAPNA SAMUDRALA

AT

PROGRESS NOTES AND DOCTOR'S ORDER

\)

C

Rainbow® . .
Children’s @ BirthRight
Hospital . BY RAINBOW :oszmus

Your Right to a Safe Delivery

It takes a lot to treat the littie.

Doctor's Order

galt_ieme Progress Notes
-
\[c:\??/m‘ C‘\s\\aq Ve Nl Vel no
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e
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PR <o |l T _ Monttec ilaly
o\ 2 Tl 309
Wye - Seed Pac ,%m C Yok
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Docu. No. : RCH /FRM / CLINICAL / 088




HNH-00015945
Mrs HUSNA SYED
15-11 1904

nuu o (R

|P26-00006585
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Rambow

. . 3 =
Children’s .Blrtthght

Hospital

It takes a lot to treat the little,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088
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Patient Sticker

e
Rainbow® ®

Children’s .

Hospital

It takes a fot to treat the ftte.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date
|}
& Time Progress Notes Doctor's Order
i ]
F »r“ § .‘ - -~ Y.l Ff -
A 1.
N %
F)
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I f ~ *
¥
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Docu. Ne. : RGH /FRM/ CLINICAL / 088
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HNH-00015045 1P26-00006585

Mrs HUSNA SYED e
15-11-1004 MYEMIID (R B
~  Dr. SWAPNA SAMUDRALA Rainbow .

ST Chidrer's | & BirthRigh

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

MEDICATION RECONCILIATION FORM

DI BHBIDIOSY .. sissoss i s e s avr s i spies Mnown any Drug Allergies

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

ShIfting From: ..o ShIfted 10: ..o
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| " (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1v) | FREQUENCY | pyyg /ime | ARESSCH
1 OC [36e
T Couenem bt Clo QD '
2 [JC [IDC
3 (1C [IDC

4 \ | O¢ Cpc
5 \ Oc ooc
6 \ Oc 0oc
7 \ 0C 0Ine

8 \ LJC 0IDC

9 \ ¢ OJbC

10 LJ¢ OJbc

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

Doctor Name & Signature :

Date & Time ; .cconvvisiviinnn o L LAy
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HNH-00015045 1P26-00006 Y
i oesindin * Rain b:':w'lb

1-1004 Mye . I
Dr. SWAPNA 8AM nmﬂ:un ) Children’s (4 Bll'tthght

i rospital_ | Wiz
DRUG CHART

Date of Admission: “{lbi&b DG AIBIIES! .....oomresmmsmpsoinasistosismnsasssinstosinid ssbuisis ] Not 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.
~ 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)
! Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tige
ﬂ Dose | Route [Frequency [Start Date
i
}I Doctor’s Signature |Valid Period| Pharm.
| Additional Instructions:
!_.?
! . Dater
;' DHUG . Tif;ne
i Dose Route | Frequency |Start Date
) Doctor's Signature |Valid Period| Pharm.
|
Y
i Additional Instructions:
)
1
) Docu. No. : RCH /FRM / GLINICAL / 118 Page: 1/4 (P.T.0)
:' R — S — —

|
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tng 24 Svep ﬂa[a-omms

Dr, gy, Myenm

Uiy~ m

REGULAR PRESCRIPTIONS  Weight B\'n‘%} Ward. oo

DRUG :

Date

Tigne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency [Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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HNH 0001

""Msv ”’“-oooo 3 [
‘-";' a0, = Weight. E\ll ...... WArd. .oooveeeeeeeeennenns
WARN 4 Mun
IW IIM I”” Date> J |
/I I/I | Time | turse sis [ Murse sia. [ wurse sio [ twrsesio. |
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dose Dose Dose Dose
Route Start Date
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Tigws e ose =
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: S Poes - e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tige L"lf':'i sig. Nurse Sig ] Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date - e Bige Bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Pss Dosa Dose
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e s bt Dose
Dr. Sign. Dr. Sigh. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication histoctidiis Route Signature Nurses
. , : L .
s\6 | 12 c0am| T MiSePRESTS aoomey | P\ @ [y
‘ ~ [ Alaf -
3
JC [ o] T sorra] seameq | PO | @O [Lemds
: Ao
A6 | @ omm| TINSORReS]  geomeq | po | (O - LA
' A Y 224 U_"‘
\O 15 A T-PSEPRMDT (?(UUNT P lf' +
T§\7 L LB Ej LIAS ﬁﬁgé-;}—A &
7 ‘-1
— L
e | 1O T MOSEROSDL 6oomeg | PIR M’i (NS 2|
. AN TR CLESTAY ITNE 19 T, / gk Y
<o \ﬁ@?ﬂ 4 pTD U B
Page: 3/4 (P.T.0)
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LV. FLUIDS CHART

Weight. Ll\{“\% Ward. ........c.cocc.....

I IMIIIIIIWHHIMIIIIHHII

Nurse
Doctor | Nurse | Date pf Do'ctor b
nposition of .V. Fluid - Route Flun\;vvﬁ?te Sign Sign | Stopping|  Sian /@i
mention ml./hr = Mcg/kg/min. etc :
| eosn) LA | YD (‘%“
& g | RVGEE T e [SRI@ 7 A"
> J‘Hlmﬂ \ACTHTE rE /. ?@
“ T
+ | @uaeR Lerre. ~ e Q&‘ Q 50 \@u
\d% 'qtj 1 AUV O TOIN, g y
9 J
A
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RESULT SHEET
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e ‘Burtthght

Hospital BY RAINBOW HOSPITALS
It takes a ot to treat the litthe. Your Right to a Safe Delivery

\\

Date

lélﬂfﬂd

Time

Hb

(-0

PCV

23%.5

RBC

2 .90

WBC

b-69

N/L

Platelets

rEA

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

2Veod %r@u{

ﬁ“&m'} MR
Byl Y

CURINe and SENSIIITHES ¢ s s i e scii e s sass 43 om sy romeaeeaneb s s ek TS s omRe SRR Fmemn A

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

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

Radiology : MEBIG & i vuuiessnssvns s s oo s s s i S AR ST

MBI sy omsinmssssmess sy Tossss i il b 1w s oss (e o A s s

Others (ECG, CoNtrast STUIES BIC.,) & ...vvovveeeirieieerieieiries ettt es st enns
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Ui, Hospital_ | W)z

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ILYUQ[’VI?

Baseline Information:

Admission From: CJER L1 0PD E@sion Desk [ Others, SPECHY .....ccecvevvievrerieicieeeceiseeens
Primary Language: [ Telugu ) English [ Hindi [ Others, SPECIY ......oeveiieiiiiis
boyoyrequireaninterpreter? LIYes' TINOG (YOS SPOOHY . cuisisis s mismisssiboiesssi s saiiibivmiinm s s eoasin cosspivasss isesse
Source of Information: [ Patient "] Family Others, SPECITY ......oveveereeeeece et
Allergies: [ Yes P':“( [] Medications (] Blood Transfusion [ Food BT s imnsiiinssrmsisinnrisiiarns
T YBS  HBIIEITY .ottt ettt s et e s e e st es et st ea e s es a1 s st ea e e e st eneaensea e A en e ene e en e st e s e et ensene e
Chiot BOMDIAIES: -.....cconivnnnimmmminmsaismisiniiinismsimidiias Doctor Notified on Admission: Eﬁés/’;i No
................................................................................................................... Name of the Doctor: D{L}j&\}gw
................................................................................................................... TimeNOTeH: ...
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

Gynecology Assessment: [ | Not Applicable

Gynecology Surgical History:

Gynecological History:

QNO/i Yes

Menstrual History: ........ccccoceveiiiinicccennne Caesarean Section: [1No [1Yes Contraceptives:

...................... RY,OYLL&M Cervical Cerclage: @No  [1Yes Vaginal Discharge: iﬁ 1 Yes
Onset of Menarche: . Y..........ccooveviiiecnnen. Ectopic Pregnancy: ] Yes Post-Coital Bleeding: Ao u Yes
Menstrual Cycle: [1 Regular [ Irregular | Myomectomy: u:/N/ (] Yes Infertility: zF_T’ﬁo 1 Yes
Last Menstrual Period: ........ccccovevvvvvernnnne Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G .....cooovevvveee e T S— A

Previous LSCS: ..o

Current Medication: [ None m’(s, If Yes, Fill the reconciliation form

[] Heart Disease

[ Liver disease [10Other

Family History: [-NG Abnormalities Detected
[-] Hypertension

[1 Diabetes [] Stroke

| Seizures

[ Kidney disease

Vital Signs / Measurements:

.#..#3

Weight: ..............

BMI i

Pain Assessment: Pain: [ Yes

[1No

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

Docu. No. : RCH /FRM / CLINICAL / 151

(PT.0.)
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PHYSICAL ASSESSMENT

General Appearance: j althy CTill looking (] Anxious [] Agitated T Others: ..oveieeeee e

Fall Assessment: .“Yes [INo Score ......... O (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sorefﬂ@s [INo Score...... D ...... (complete the Braden Q Sheet)

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

//
CJ Mobility problem CJ Walking Problem o Abnormality Detected
"I Developmental Delay "I Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: D'mrmaiity Detected
[10verweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
[JUnder Weight L] Diabetes Mellitus LI Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
alm & Cooperative L] Restless L1 Depressed L] Agitated I Confused

1 P

Inform consultant for positive criteria

SOCIAL SCREENING: ;
1. Marital Status: [1Single m , [1Divorced [ Widow
2. Special Habits: Smoker: ! Yes,ErNo/ Alcohol Abuse: [ Yes B’No/ Drug Abuse: [ Yes Mo

Social History: Lives With ................... Lamd \dm ELOREE e

Orientation has been given regarding the following aspects:
Call Bell in Reach : Lﬂ)eé‘:lo Waste Disposal Explained: N)Ces/tj No

Infusion Pump :  {JYes”| TINo Hand zigiene Explained: s O No ] Others
Above information givento .............x. - 7 | Q.Q 0 < .
Name of Person Orientation was givento: .............. AL{EQ ...................................

Orientation N0t GIVEN REASON: ......cviveieriicecieeerersnssses s ne bbb

Nurse Signature: ........

Nurse Name: ..oooveeeeveen IR ASE A e

Date & Time: ........... t%\té{ﬁ,é@n,@ﬂ
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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

\2l¢

Date
’%Time8910111212345678910f?)1212.4)67.‘

RESP
(write rate in
corresp. box)

>30
21 - 30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dwsay

40
39
38
B

36 P

35
< 35

aley Weay

170
160
150
140
130
120
110

100

20

QF

80

£
s

j

70

60 s 2

50
40

—
anssald poojg JjorsAs

190
180
170
160
150
140

130 A

100

120 i N :
110 . v ﬁ,f 5% [} %
1
L

90
80
70
60
50

-~
a1nssalq poojg Jjoiseiq

130
120
110
100
20 ! A , ;
80 1 ]
70 if i '

60 gl B 3]
50
40

S

NEURO
RESPONSE |
[v]

Alert | T T T 1 [ ] i - i i, A

Voice
Pain
Unresponsive

URINE |
mls / hour|

-

> 30
< 30

Proteinuria

| _Protein + +
Protein > + +

Lochia

-'

Normal
Heavy / Foul

—

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

P
R~
SR

Nurse Initial

Y Y
E




[ Obstetrics and Gynaecology

Early Warning Signs

e a

Complete a Full

Set of MEOWS
Observations

N /

&

4 N\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ J
r N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\. J
\
> 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
Time | 8 [\o Jio[iif12) 1 (2] 3(@)|s|e6|7]|8]|9|10f11f12f1|[2]3]a]|s5]|6]7

— >30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

Saturations

40

[ 39

B 38

é 37 el o~

a° 36 J U\eh
35 I L

<35

170
160
150
140
130
120
110
100 ; e
90 A \
80
70
60
50

dley Jeay

190
180
170
160
150
140

130 \ 1
120 \ Y ""’

110 BTy 7

100

90
80
70
60
50

130

120

110

100
90 a2 Z
80 2 1A
70
60
50
40

NEURO alet | T T T T T T 1 [T 1 ]

RESPONSE Voice
[ ] Pain
Unresponsive

URINE > 30
mls / hour <30
Protein > + +
. Normal
Lochia Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES TR 5% 75
TOTAL ORANGE SCORES Al 100 o A
Nurse Initial
[

—
anssald poolg 21j01sks

=
—~

(R

-+
2Inss3l4 Poo|g JIjoiseIq

Liquor

—




Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 N )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set Of MEOWS Observations
Observations in 30 minutes
\_ _/ N ),
4 , I
> 2 Yellow Alerts or = 2 Orange Aleris:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. J

* The Modified Early Warning Score (MEOWS)

O
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W
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Rainbow®

Children’s ‘

Hospital

It takes a Ipt to treat the Iittie.

[ FLUID CHART )

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

N

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

|

Intake

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

- Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

RY

N.G

08:00 am

09:00 am

10:00 am

W

11:00 am

12:00 pm

0100 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

p A

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

~

\oN

11:00 pm

W

12:00 am

01:00 am

Total Intake : ¢ |

Total Qutput : j

02:00 am

iﬂS:UU am

e

04:00 am

&l

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

£ evad

Total 24 hrs. Output
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Sheet NO. & ..oveeeeecieeeee
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N

Rai nbow
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Hospital

It takes a lot to treat the little.

[ 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.

.Au"' fr

Output

IV Site

x Nature
Date Time of Fluid

NG

Diarrhoea | Vomit | Drainage

Thrombo- .
Urine | Phiebitis Sign.
Score Nurse

Mouth

N.G

08:00am | -

09:00am | (P

10:00am | O

NS
I
5
-

11:00am | oy 7 »

&

L -

12:00 pm &

01:00 pm ' \

Total Intake .\ Jop \IA

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow® @

I\

T T | Chigrrs | R BirthRight
cHEcKLIST FOR TH ROMB PHLEB'T'S E!gasng!r}a(au:wm Your Right to a Safe Delivery
1416 (2%
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | E N M E N M E N Remarks
1 IV site appears healthy I\{I)Obg?rci g;ﬁmﬁgmsl 0 ;{ﬁ - —
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula LDP\ - ﬁ@\
* Slight redness near IV Site
Two of the following Signs i
s | smeen st/ | ol _ s
Pain at IV site Redness
?\Irligér:? e Potkaveng s e Medium stage of phlebitis / i
4 ot Resite Cannula Consider 3 W@\
Pain along Path of cannula Treatment KXo
Redness around Site Swelling Teding::
L

All of the following Signs are
evident and Extensive

Advanced stage of phlebitis or
the start of thrombophlebitis /

Pain along Path of I
° Rimgg gm?meSi?; e Re site Cannula Consider 4 )&Q%—— — W 7
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain AdVaﬂcednStag? of O
6 | along Path of cannula Redness | frombophiebitis / 5 | 'L(
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse 4\ @’

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

Signature of Shift [n Charge :

Signature : ..M Name : ,«M ..............

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

Signature of Ward In Charge :

Signature : ...........

... Name : WJ}
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SRR CHECKLIST FOR THROMBOPHLEBITIS Hospital | ) srsummmesrons
it R,
— _ ' — DAY-1 DAY-2 DAY3
8. No. SITE OBSERVATION STAGE / ACTION SCORE " E N M E N M E N Remarks
. No signs of phigbitis /
1 IV site appears healthy Obsarve cannula . 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the [V Site / / Observe cannula
* Slight redness near IV Site
3 Z\:‘éoe?’l;(jtlgﬁtfollnwm Signs Early{stage of phlebitis / 5
Pain at IV site Redness Resite Cannula
2::'3;;? e following Signs are Medium stage of phlebitis /
4 | pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
glrligc:r:? zr{gl&uérrlgiig?s are Advanced stage of phlebitis or
5 Pain along Path of cannula the s_tart of thrombop!wlebitis/ 4
Redness around Site Re site Cannufa Consider-
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Ad"a“"edhftag? of
6 | along Path of cannula Redriess }hyt[meop ebitis/ 5
around Site Swelling palpable nitiate treatment Re ste
Venous cordpyrexia Cannula
Signature of the Nurse

.
NOTE : Phlsbitis 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 past removal to detsct post infusion phlebitis.

Signature of Shift In Charge : Signature of Ward In Charge

SIGNAINS & 1vvveveeiseriesinesesenscsesseasnasnasns NAME © coeereerrressesrsrensressesassessrasssssnssnssestons SINAIUTE ; 11vvrveerecerssessmnsnsssressenseeseesnenens NS - vuvrerereeenressersnsessrnsrsarsessessssansesnssensens

Docu. No. : RGH /FRM / CLINICAL 7 137
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Morse Fall Risk Assessment Form

u

"
Rainbow"® i o
Children’s @ BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

b bk

Date / Time ,(HA /
Choose Highest Applicable Score from each Category Al t L f)}‘ ; Fall Risk Grading
Score "M

History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 Risk Level Mursu:p::g)Scure Action
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
IV / Heparin Lock or Saline ;es 200 Implement

o : Moderate Risk | 25-50 | Moderate fal
, Impaired e 2 p . Intervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 L Risk Fall
Mental Status High Risk =51 :

Oriented to own ability 0 ::&Z“;igﬂggn
Total Morse Fall Scale Score: Y 0

= o
Signature W?L (/@/LK

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

[1 Use chairs with arm rests

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

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

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

[ ] Assist and/or supervise ambulation. Reinforce to always call for assistance
"] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place

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

[ ] Initiate constant observation by healthcare provider as appropriate to patient's needs
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s rospital _ | (e
[/w Bate: _[%g AR
Time : Pﬂf ] H é
1. Compsw.. . mobile: 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. % u
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
Al Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : A 5 R : : X i
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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.

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:

Mofstued Dt 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

skint(: 5"\2:02 sidd by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing U
4 moislt]ure Dampness is detected every time 8 hours. every 24 hours. |
patient is moved or turned. L/(
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Friction Occurs when
Skin moves against

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely u
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position L\
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more U\

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.

food intake pattern

generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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

but will usually take a supplement if
offered.

servings of mean and dairy products.
QOccasionally 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 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate: =
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/di; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 | High Risk: 10-12 |
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Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

&b

Evaluator's Name

A0

< | <




Support 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 Aftemati t |
Manage moisture, friction and shear Bmating pressiire matress overiay
Advance 1o 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 .
13-14 Moderate Risk o Gel pads for high-risk argas
Position patient at 30 degree fateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protacol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Altgrnating pressure mattress overiay
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

severe pain or with additional risk factors.

Alternating pressure mattress overiay
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. Moditying | Patient / Family . -
Date Time (0/1) Location Duration Acuity Character Factors Educated 'Interfentmn Sign
Continuous { [ Acute (7] Sharp  (J Dull [ Increasing | [ Yes )LL“JL W
(—i N " o | . N — 5 — LA 4
“’,L(ah/ ( Q\-FmL\ 2. J\O )J RNy Intermittent | (] Chronic (] Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull 1 Increasing [ Yes
/&u/ J/% (—z ‘Prw\ 7 ]/ o Uomﬁm Intermittent | [1 Chronic (] Aching (7] Burning | (] Decreasing | [ No /L/‘?/ Cﬂl
(1 Continuous | [ Acute (1 Sharp (] Dull [1 Increasing | [ Yes M-\
Y[a V 7/69')7 (@ M/H" (] Intermittent | [ Chronic ] Aching ) Burning | [] Decreasing | [ No ' - @)
4
[] Continuous | [ Acute ] Sharp [ Dull [] Increasing L] Yes '
[ Intermittent | I Chronic [J Aching [ Burning | ] Decreasing { [/ No
(] Continuous | [J Acute ] Sharp [ Dull [] Increasing L] Yes
Tl Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (1 Sharp [ Dull ] Increasing ] Yes
[J Intermittent | CJ Chronic ] Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [ Increasing O] Yes
[J Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing | [ No
] Continuous | [! Acute ] Sharp 1 Dull [ Increasing L} Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | 1 Decreasing | ! No
(] Continuous | [ Acute ) Sharp (1 Dull [ Increasing | [ Yes
[J Intermittent | ) Chronic 1 Aching ] Burning | [ Decreasing | [ No
] Continuous | [] Acute [ Sharp 1 Dull [ Increasing L] Yes
[ Intermittent | [ Chronic [ 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
¢) 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)



u! @ \
! FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
. SCORING
CATEGORY
0 | 1 2
" | occasional Grimace or Frown, Frequent to constant frown,
Face ] No Particular sxpression or smils withdraw, Disoriented quivering chin, ¢lenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up 4
- ) | Laying quietly normal position, Squirming shifting back and
AL Activity moves easily forti, tense Arched, right, or Jerking
Numerical Pain Scale (Tbstetric and Gynecology) . 22 - A
| | | 1 1 L ] L | 1 1 Moans or whimpers accasional Crying steadily, screams of sobs,
I 1 | 1 | | | I 1 I~ 1 Cry No Cry {Awake or asleep) i .
0 h 2 H H 6 6 H 8 9 w1 0 1 complaint _ . frequent complaints
Ho Pan Passrgl'asPain - :eassured bg ?cc?as]]l?r:ial touching,
' il Content, relaxed ugging, or being talked to, Difficult fo consola or comfort
Consokability distractible 1 {0
Naonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedalion Normal Paln / Agitation
- Criterfa
Wong - Baker (Pedialrics) Above 7 Years ] -1 0 1 2
Crying No Gry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritahiilty stimuli minimadly with painful| Irritable intervals consolable | continuous cry
0 2 1 8 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Litlle More Even More Hurts Whole Lot Hurts Worst Behavior State NO_ ardusal to any Arouses m]njma"y to Apprﬁpﬂatﬂ for Restless, Squ]rmiﬂg Afchlﬂg, Kicking CUnslanﬂY awake
stimull stimuli gestational age Awakens frequently | or
No spontaneous Litde spontaneous Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate { Any pain expression | Any pain expression
Expression | No expression with stimuli intermitient continuat
Extremilies | No grasp reflex Weakgraspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tona or finger splay splay
Body is not tense Body is tense
Vital Signs HR | Novariability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, BR $a0, | stimuli variability from narmal for from baseline baseling, S0, less than or 1
Hypoventilation or | baseling with stimuli | gestational age 5a0, 76-85% with | equaito 75% with stimufation -
apnea stimulation - quick | slow recovery Out of syng or
recovery fighting ventilator

~/

e
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NURSING CARE RECORD

0
Rainbow® . N
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It tzkes a lot to treat the Mtle. Your Right to a Safe Delivery

["1 Relieve Pain & Discomfort

[ Maintain Fluid Balance

1 Improve-Activity Tolerance

“Good Nutritional Status

Date:).ﬁf/..éj?:é ..................

(] Maintain Skin Integrity

- Way and Oxygenation ;ymﬂ
'S | = Maintain Personal Hygiene T Prevent Infection _>-eet Elimination Needs sure Safety Early Ambulation Reduce Amdety [ Patient & Family Education
S | [ Identify Potential Complications [ Any Others. Specify.................. e N B S SR e S S e e S e e e
Time Plan of Care Time Implementation Evaluation Re-Assessment ';"?ﬁn';m:
-1
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& Way and Oxygenation (] Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status [0 Maintain-Skin Integrity
® | =T Maintain Personal Hygiene event Infection Mminaﬁon Needs /E/{sur& Safety }Eadrkmbulaﬁon Reduce Anxiety ient & Family Education
3’ ] Identify Potential Complications Any Others. Specify.................. e,
. ; . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Afternoon

Night
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Rainbow®

Children’s

Hospital

It takes a ot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Trealing DOCHORE s vvionisesimiinsmmcisssmssnisnisstasinssns DOPATIMONL; 1ovcvoinis fivsnssivsiniaissusisss Date of AAMISSION: ........ocerrvveeerreanennne
Z | Diagnosis: Any Infection: CIYes o 1 Not Known
= ify-
= M’\’ "? If YBS SPECHTY: ©.ovvveeoreeeeeeersesessereessesseeen
@ (B Cak
2 | Area \
= -
= Shift Time [
£ | Medical Condition 5
= | (Any special condition to be noted):

-— /
Allergy: O Yes CNO | O Yes CWNo |1 Yes CINo |0 Yes CNo £1Yes CJNo|Yes C1No
Tubes/Drains/Catheter: O Yes VG | Yes U’N9 C1Yes C'No | Yes C'No |1 Yes CINo |1 Yes CJNo
Vital Signs: Temp: | @y [ 49
= Res: {.w S, /®)
& Sp0;: | 100 ARz
2 Pulse: | & o
oW ; g
2 BP: | 1201; o) £
Fall Risk Score: |  gré —!
Pain Score: | © |1C; =
Safety Needs: \f@,Q PN
» Physiotherapy |l Yes =TNo [CI Yes O No|C Yes CONo|CYes CJNo | Yes CINo | Yes O No
@ p
(=]
:'_E Others Specify: "~ —
E Special Diet: EEes 0| Yes =No | Yes CJNo|CIYes T No | Yes CINo | Yes T No
=
8 |Other Special Orders / Medications: -
o= P
Post Operative Procedure Special Orders: | — .
n 6
Handed Over By Name : 1 L il
n ver By Name : —‘bk/,'** L W
o)
Signature : o W
Date: ldj’G(Lg a LW/
Time: N \ l"j/\/""
= v ‘
Taken Over By Name : u\/d/ ‘
) NS
Signature : A (D/ ( W/
A5G
Time C o s
i =]
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—— Rambow
Patfent Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS 1
1 takes 2 kot tn treat the [te. Your Right to a Safe Dallvery
I
' NURSING SHIFT HAND OVER FORM - WARD \
Treating 01010110 Department: ......ccunmvnnncsrennas Date OF ACIISSIDI vurvnssersernsessensersenens i
= Diagnosts: . Any Infection: ITJYes [JNo [1Not Known
= I YS SPBCHY: «.ovvevereerenrerercrenessesnererensens
=
(7] .
g Area l
g Shift Time l
* | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes CINo | Yes ONo|OYes ONo [ Yes C1No |0 Yes ONo @ |
Tubes/Drains/Catﬁeter: OYes ONo|OYes CNo |3 Yes ONo (O Yes £1No |0 Yes ©2No |13 Yes ONo
Vital Signs: Temp: =
E Res: i l
B Sp0,:
% Pulse: -
2 BP: ) a ]
Fall Risk Score: e i
Pain Score; \
Safety Needs: _ r
» Physiotherapy |0 Yes ONo|OYes O No{ 0 Yes (1No |3 Yes CINo | O Yes OO No | O Yes O No
=
§ Others Specify:
E Special Diet: |0 Yes ONo|O Yes ONo |01Yes ONo |0 Yes CINo {0 Yes ONo |0 Yes O No g
E
8 {Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature
Date:
Time:
Taken Over By Name :
Signature’;
Date:
Time:
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PR FINEOD Chitdren's ‘ ® girthRight
MEDICAL TERMINATION OF PREGNANCY ~ Hospital_ | Rpzememmerec

Patient Name : MKS : \\ VSN R S\lE D e 2\ RS-

Your Right to a Safe Delivery

Reason for Undergoing Medical Term of Pregnancy : (Tick whichever applicable)

[ The continuance of the pregnancy would involve a risk to my life due to serious medical disease.
[ Inorderto preventinjury to my physical or mental health.

Lz’f he continuance of the pregnancy has a substantial risk of the newborn being born with serious physical / mental
handicap.

4™ This pregnancy has resulted from me being raped.

This pregnancy has occurred as a result of failure of contraceptive techniques -Intrauterine Device/ Oral Pills/ Condoms/
Coitus Interruptus/ periodic abstinence/ tubectomy/ vasectomy.

1 In order to prevent a risk of injury to my physical or mental health by reason of my actual/ reasonably foreseeable
environment.

| have been explained in the language known and understood by me about all the options available, counseled about the
procedure, its risks, and costs & care to be taken after the procedure. Thus, | give my full valid consent as an act of my own free
will to undergo the above-mentioned procedure to terminate my pregnancy.

I have been explained also the risks, benefits and alternatives of the procedure.

The future consequence of infertility has been explained to me in view of the voluntary termination of pregnancy and | am
willing to accept the risk.

| also indemnify the Doctor and Rainbow Hospitals& its staff of any liability arising because of undergoing the above-
mentioned procedure.

,_..\Nameofthe Doctor performing the procedure:....................D...? ....... S“L%P‘\\QEQWDDR“LH ........
A2/
Patient : I g Patient Attendant ;%ian :
LT T R L eSS N S
5
Namb T\/\\?\g HDSN\’* g\{‘CD Name: .. D00 AS. 0=

Date & Time - \d(—\("i\ Pt (éa; t.sSpm- Relationship with Patient: k\“S\nm\ '

J

Doctor (who is tak':ﬁg the consent) : Witness :

SIgnature : ...l ORI Y S oo O

Name : D‘M&UQ"—M ....................... Name : CW&&W& -----------------
Date & Time : Lq(\c:ﬁlc?-— . LSS Date & Time : lé{’(&/}ﬁ """ ak..l JB?%(

*Guardian consent & signature needed in case of patient being less than 18 years or mentally unstable.
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