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| Name VMrs BADRI UMADEVI UHID HNH-00015306
Father/Guardian | Mr KISHORE YADAV Age/Gender 40Y 7 M 19 D/ Female |
Add;'ess miryalguda, Raj Bhavan, Hyderabad, Telangana, INDIA, 500041
= T . v 1
P No ‘ IP26-00006567 Admission Date 12-06-2026 '
Ref Docto | FELF | ]

| Ref Doctor
| Discharge Date

115.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMAR|
MD (OBGYN)

Diagnosis: POST TOTAL LAPAROSCOPIC HYSTERECTOMY WITH
BILATERAL SALPINGECTOMY WITH VAGINAL BLEEDING

VAGINAL EXPLORATION + RESUTURING OF VAGINAL VAULT DONE ON
12.06.2026

History: She came with complaints of PV Bleeding since yesterday
assosciated with passage of clots. She underwent Total Laparoscopic
Hysterectomy and Bilateral Salpingectomy 1 month ago (13.05.2026) in view
of Adenomyosis + left PCOD.

® 1800 2122 @ www.rainbowhospitals.in
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| Name Mrs BADRI UMADEVI UHID HNH-00015306
| IP No IP26-00006567 Admission Date 12-06-2026

Menstrual History: Post hysterectomy status
Previous cycles: Regular

Obstetric History: P2L2, 2 NVD, LCB-10 Years, Laproscopic Tubectomy done.

Medical History: K/C/O hypothyroidism since 3 years (not on medication
since 6 months), De NOVO HTN 1month ago (On Amlodipine+Olmisartan 20mg
OD, Tab Metoprolol XL 25mg OD, Tab Escitalopram + Clonazepam 0OD), and
stopped Antihypertensives 10 days ago.

Family History: Nil

Surgical History: Laparoscopic tubectomy 8year ago, Endometrial biopsy in
2022, Right middle finger fracture repair in 2025

Allergies: Nil

Investigations: Enclosed.
Blood group: "O" Positive

Surgery Notes:
Operation performed: VAGINAL EXPLORATION + RESURTING OF VAGINAL
VAULT

Indication: Post Laparoscopic Hysterectomy with vaginal bleeding

Operative findings:

1. Clots noted in vagina.

2. Sutures loose and oozing from the posterior vault.
Procedure :

1. Clots Evacuated

2. Previous sutures removed.

O 1800 2122 @ www.rainbowhospitals.in
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Vault sutured with no.1-0 Vicryl
No bleeding.

Pack kept vaginally.

Procedure uneventful.

£ 50

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was shifted to room. She was
encouraged to ambulate and void spontaneously. Physician opinion sought and
advised Anti-hypertensives(T. Stamlo 5mg twice daily).On post operative day
two vaginal pack removed. BP monitoring done.ECG, 2D Echo done and
normal. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to the patient
supplemented by written information.

Advice:
1. T. Ceftum 500mg (Cefuroxime axetil) twice daily (9am-9pm) till
20.06.2026 after food.
2. T. Pantop 40mg(Pantaprazole) once daily at 8am till 20.06.2026
before food.
Tab Hifenac P (Aceclofenac 100 mg+Paracetamol 325mg) thrice daily
(8am-3pm- 10pm) till 20.06.2026 after food.
Tab Zofer ( Ondansetron) 8mg SOS (for nausea/ vomiting)
T. Zincovit once daily at 2 pm for 1 month.
T.Stamlo 5mg (Amlodipine) twice daily (8am-8pm) after food
Normal diet.
Betadine vaginal pessary twice daily for 1 week.
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Review with Dr. SURI SRIMATHI after 1 week on 22.06.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

@ 1800 2122 @ www.rainbowhospitals.in
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Name Mrs BADRI UMADEVI UHID HNH-00015306

1P No IP26-00006567 Admission Date 12-06-2026

Review with Dr. Nishanth after 1 week on 22.06.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

The content of the patient discharge summary, medication, food & drug

LN interaction, care to be provided at home, nutrition, immunization and safe
parenting, 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
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 )
/ Fod
i rjvﬁ’.esident/C.M.O

™ Consultant:
Dr. RAJAN| KUMARI
MD (OBGYN)

ONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR B NAGAK

@ 1800 2122 @& www.rainbowhospitals.in
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Rainbow Childrens Hospital-Himayatnagar

Rainbﬁw . 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 : IP26-00006567 Admit Date : 12-Jun-2026 Admit Time

IR R TR LCEERTELIRR T T I

:10:10 AM  UHID : HNH-00015306

Patient Details :

Room No : PDA-412

Patient Name : Mrs BADRI UMADEVI Age :40Y7M19D

Guardian : Mr KISHORE YADAV DOB : 24-10-1985

Gender : Female Religion

Occupation Martial Status

Address (H) - miryalguda Raj Bhavan Hyderabad Phone No : 9177177780/ 9052222726

Telangana INDIA 500041 ; ; - ;
E-mail . vedatiuma@gmail.com

) < i

Admission Details :

Bed Type : TWIN SHARING Bed No : PDA-412 Ward Name :4F -OT

Admission Type : First Visit

Contact Details :

Relationship : Husband

Referral Doctor : SELF

Co-Counsultant

Name : Mr KISHORE YADAV
Contact Address : miryalguda Raj Bhavan Hyderabad Telangana Phone No 1 9177177780
INDIA 500041
Sig e
Doctor Details :
Doctor Name : Dr. RAJANI KUMARI Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : DC/CC Card

Deposit Amount  : 20000.00
Payor Name : CARE HEALTH INSURANCE LIMITED

Printed Date / Time : 12/06/2026 10:26

Printed By : 015898 Page 1 of 2
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order f@i
567 .
HNH-00015308 |P26-00008 ‘ @ \\ vw
ettt v | 1608 @ g topm | p\6\W

RAJANI K

i Tt Oy

o
DR Naveen oygr 120

From Unit To Unit Information to Attendant
Yes| No|
P — o (1 Room
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes No[ |
—_—
A‘&a If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. [tem Name Quantity
1
(S Cerprrey )
2 N
2.
3
4,
5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Lxs M A;%/DFZ“ NUW ‘
Patient & Clinical Records Received by :
v 45%/ 72 )}/é/i/ E/7 ! Ga .

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed " | Nurse not Available || Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102

1]

Date & Time of Patient Received :
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ACTIVITY RECORD FOR BILLING
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BirthRight

B RAI BOW HOSPITALS
Your nghl to a Safe Deliver ry.

0008567
Name: HN“:T‘;UMA"‘“-:::D I
U Bl = L omremormes IP No : --1'"‘* N"‘@\ \\\\\\ Dept : —--mmmmmmeeemev
Date of Admission : ===========cex \\\\\\\\\ \\\ - Date of Discharge : =-============n-- Time

Room / Bed No : -------------—- Ward : ------------e - Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Slgnature of Nurse
ONVE | \g:conm | PRGRosk | OT ([l
Wil 2'00  gor Pro Pl @7 &)
\3iotok | 1 HafD pre dpostl  age | pfikn L/
Cross Consultation Visit
Doctors Name Date Order No. Signature
D5- Nistanth feday o L
" th\s;\wn ppewion dod] 13 \0k[p076 |06356 T~ Arwha b
2.
3
4,
.
6.
/&
8.
9.
10.

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

Date Proceedure Quantity Order.ﬁq. Signature
ulelre |y glocement D o Fofisq N
2 lelag pA ¢ ) ‘Glémm
0 @adhanidlon [0) )

e

/’@gog% o W
A

O\O\& <0
\3\%’? N A ) | berarc,

oo khece d den ’-%rma}ua{vmf

ANY OTHER INFORMATION

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor
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Date of Admission : ....... lj’[" 107’5 ..................

Time of AAMISSION & ovveeeeeeeeeeeee e e e e e
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Dr. RAJAN Hospital BY RAINBOW HOSPITALS
MDA roeioncom | W st
Date of Admission: ........... ‘?/I'Lb . ....... Drug AlIBTGIES. ...voveveveveeieeeeieeeceeeie e sesessrens ] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

NERAL -
OCTOR -

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

NURSES

1) Right Patient

2) Right Drug
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHR!NE DURING CPR). Follow Hospitals's Verbal Order Policy.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

>

Tigne

Dose Route [ Frequency |Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

v

Tifv[lE

Dose Route

Frequency |Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

v

Tifvne

Dose Route

Frequency |Start Date

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:
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> & Dose R_oute Frequency |Start Date . i
- & L{omq ™. | oD \% 6
.I)’ j; Name & Signature of the Doctor NI e
— == | St 'H:SgtheDrugs: “‘R\ R
.Lq - N 'D‘ Nowsta~a. |
) _
= . | Additional Instructions: ‘
Daily Doctor’s Endorsement by a Sign A
pRUG : 108 - PRRRCE TA ML [Dater sl é“’\\\s A
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Agen | TN [TTUD &S AY TR RAORIGT
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Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG: /NI UViPymin e

Dose Route | Frequency | Start Dt.

fe g fes on i2/

Name & Signature of the Doctor

Starting the Drugs: .
;;mi..wj;

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T AMLOD) P INE

Dose Route | Frequency | Start Dt.

A4 | PD po IL[)L',

Namé’& Signature of the Doctor
Starting the Drugs:

Duva

Additional Instructioh"

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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DRUG :

Date

-

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :
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Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Date [2/5 wWele
Time 7} ﬁ‘W’ :

) 1.3
PCV 3 9. z))
RBC GL-29
WBC g, G |
N/L )
Platelets gg_g
CRP
ESR
N PCT

RBS

o [y
® 3

Cl 10z
Ca/Mg ‘
Phosphate
Urea
Creatinine O 6
ALP

SGPT

SGOT

T.Bill/Conj

~ T.Protein
S.Albumin
S.Globulin

B A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

\\

(PT.0)
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CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

Radiology :

MRI
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Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES A'F;\ANY ONE TIME
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Date
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RESP
(write rate in
corresp. box)
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<94 %

Administered 0.

., (L/min.)

o~
3

(5

0

@10

O

b Y

e
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Early Warning Signs

[ Obstetrics and 'Gynaecology j

1l

s —\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
e N 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
\ S?t of MEOWS Observations
Observations - in 30 minutes
\_ J N J
a ™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
- Repeat Observations
? in 15 minutes or continuous
monitoring
N\ J/

* The Modified Early Warning Score (MEOWS)

axe



HNH-00015308
Mra BADRI UMADEVI
24-10-10858 40Y

Dr. RAJANI KUMAR|

WA

1P268-00006567 %‘
TM20D (F) — Ral n bow ) . )
S Children’s g BirthRight
Hospital .W
It takes a lot to treat the fittie Your Right to a Safe Delivery
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

12/¢ /24

Date
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Time |(8)|(9 ft10 12 11

RESP

> 30
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(write rate in
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11-20
0-10
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. Obstetrics and Gynaecology ’
Early Warning Signs
- —
T s L
s ™
- o5 1 Yellow Alert :
Repeat Observations
in 30 minutes
o i J
4 N | A
' Complete a Full i . ZCYﬁl'lccr)]waéLen;tsto.r _1 Orar:jg: Alertt:
all the Obstetrician and Repea
Set. of MEOWS Observations
Observations in 30 minutes
oy PR {
" LN / \
> 2 Yellow Alerts or =z 2 Orange Alerts:
Immediate Review by Obstetrician and
_..~ Repeat Observations
in 15 minutes or continuous
monitoring
L. N J
' 0 . }! ~ -

|3

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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[ Obstetrics and Gyriaecology ]

Early Warning Signs

4 )

Complete a Full

i

.

Set of MEOWS
Observations

\ _J

\ Q
1 Yellow Alert :
Repeat Observations
in 30 minutes
) - ' Y,
! |
4 ™\ |
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repéat

Observations

in 30 minutes
N\ J f

) @,
~ ™
> 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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TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date -
‘,S}(”LQ Time @) 9 (10)11{12) 1 [2|3]|a|s|6|7[8]|ofwfu]|2[1]2]3[a]|s]6]7
RESP 2: ?go
(write rate in
corresp. box) L2 X L= B 7 i D R EES O N = T B O B . B B, B B T e =5
sovoratons | |toow 1eaf paf ol [T [ ([ [ [ [ [ [ [ [ 1 |
Administered 0, (L/min.)
40
39
- 38
3 37 rovad Wl [l DWW i !
o 36 0.5 A0 1 Y4
35 ~
<35
170
X
[1°]
-1
3
=
o
o
190
180
170
o ‘ 160
= 150
= 140
® 130
I FETOR A -
= 110 £ 1% n
3 100 "1 Tt
£ 50 {
® 80
70
60
50
130
=2 120
é 110
a | 100
l = 90 7
=3 80 (e b
2 70 i T =
a 60
c
= 50
I ). ) i s e O R () (A S )
e
NEURO | C"?“
RESPONSE olce
[¥] ‘ Pain
Unresponsive
URINE > 30
mils / hour <30
: : Protein + + I I | | | I I | | | | | | | I | | | I | | | I | I
Proteinuria -
Protein > + +
. Normal
Lochia Heavy / Foul
. Clear / Pink | — —_ —
TOTAL YELLOW SCORES o [¥] U
TOTAL ORANGE SCORES % ) )
Nurse Initial O =%




Obstetrics and Gyhaecology
Early Warning Signs

( )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. J
4 ™\ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
- J N
4 ‘ ™
> 2 Yellow'Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat ‘Observations
in 15 minutes or continuous
monitoring
- /

* The Modified Early Warning Score (MEOWS)




HNH-00015308 1P26-00006567
Mrs BADRI UMADEVI
24-10-1985 4YIM19D  (F)

N T —

Sheet No. : E(’)

2

=

\

—_

Rainbow® .
Hospital

BY RAINBOW HOSPITALS

Children’s .Bil‘thRight"

It takes a iot to treat the litte.

[ FLUID CHART |

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.

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

“i Intake [vse |
Date Time oh#aéﬂlri% Route NG | Diarrhoea | Vomit | Drainage | Urine Tgé%;q'zig- ﬁ:ﬂge
Mouth | LV N.G L IRy
08:00 am A
09:00 am A )
wovan [ (L] | [1oow) : L 7
0 [rman [P0 T Joond] o N AR
\Q\ oomQ ) | O Nooafd | A POOWKT—T Y h%
oroopm | Pr | V] [\oo o | 7 R \%
TotalIntake: /(G H Y Total Output: A 5o maf ¢
y 02:00 pm Y/V 7“0\ r\noﬁ - i )
03:00pm | v I Ve °1 | /
q\ pooom| V7 | ) heond |\ o e BM—-—'-"”‘G“M
. 7 iy ‘ 2
05:00pm | Y N : P N /
06:00 pm QA/ {} )0 h V!- / g
07:00 pm | )/ N\ | vop VOMY._f\
Total Intake : Goood. Total Output : OLmNX Gy
o800pm| P |6QS | 1604 A (j
S B e 2 i |
N ot KT 775 R 7 7z ] S 5
Ty RRSARTY o N e ) < O
e[ Flo |~ lpgml] | |~ Y e A R
0t00am | Y o oyl L | N \
Total Intake : GObR}U\ . Total Qutput: ") 6© TN v
\&, 0200am | gk el
W (wooan [ 9 | T opwl] | % 1 T
O [wnlgh 59 Thowl T E N
otoan [ R0 | o gl U ; @il
- B NETAr W "
oo [l 1 Lreoy (TS v M
Total Intake: = Total Qutput: & €O A
! !
Total 24 hrs. Intake 99_@@ Total 24 hrs. Output mgm._ :
NG
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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.

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

La il e . Output. Vste | i
Date | Time | i NG | Diarthoea | Vomit |Drainage | Urine | Phiebiis | Bign. -
Mouth | IV N.G /1
(s‘ 08:00 am ] h (]
X [0900am gﬁd | \ \Uoowd —¥ "i‘mf\“"‘
& [Tooom bt N ‘ 0 \Luwdl” @
11:00 am SN v sl 1 ?«P“%
T ———
12:00 pm a1 o
01:00 pm ] J o
Total Intake : | Total Output :
02:00 pm 2K 01/
03.00 pm AL d ] / 21
0400 pm L ‘Y'/‘"W Fd | . \9\( B I\
\’;‘L 05:00 pm A NS O h Jooom) 0 | ) &F/
06:00 pm ‘-‘\D / N / ,ﬁ L U
07:00 pm / / 17 /
Total Intake : Total Output : i
0800pm | { RS5O o)
09:00 pm / qu” l
[1000pm] % I 4@("” [ Vs L P o
lcrz 11:00 pm 7] [J AY {E]‘N\ K **;e;;ﬁj
\3 [ 1200am . - | B
01:00 am <
Total Intake : leen Total Qutput
02:00am | \ . ,
0300am| | W90 P [ RyoonH——4—
R e e e L e
) sooam| ° | | | 6 A
0600am| | [XV: " Lt}
07:00am | ) | é@o”’.l——"*'ﬁ—_;%
Total Intake : [ Total Output : ‘
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow
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Children’s ‘

Hospital

®

It takes & lot to treat the litte.

" FLUID CHART

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

!
{
|

Intake

- : Nature
Date Time of Fluid

Route

NG

Diarrhoea Drainage

Urine

pror—
S e IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

IV

2

19

08:00 am !

/

09:00am | |

A
&

v

10:00 am

@9\

o

11:00 am

12:00 pm

»

]
I
|

01:00 pm

/

40 o,'mﬂ,[
v~

Total Intake :

Talton,

Total OQutput :

V-1

02:00 pm

L

03:00 pm

/

04:00 pm

F

05:00 pm

P\C

&
8
X

06:00 pm

pd

|t (\‘) o i

07:00 pm

/

Total Intake :‘Tﬂ/ku/\'

Total Output :

=

7z

10:00 pm

/

08:00pm| 4

11:00pm | |

° Aﬁ(

09.00 pm
N
& [1200am| |

/V

5

01:00 am

Total Intake :

Total Qutput :

02:00am | - |

03:00 am

ol

05:00 am

RS

7 - 1
)iwl

\
04:00 am b
|
/

06:00 am

W

2

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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LT Chitdren's ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

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

[ FLUID CHART |

Sheet NO. & oo,

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.

L v OMtpm - [ wsne

"' Ry el §iF Y
Thrombo-
Nature

R— . . : : bo- [~
Date | Time | o Fid Route NG | Diarrhoga | Vomit |Drainage [ Urine | Phiebitis Nlﬂse

Mouth | LV | NG \

08:00 am e / \

09:00 am A | / o

\‘o\v 00| O | SO0k -

: A\ X
11:00 am X %% ¥ \

\ . PN 2
& [zoom N | / |

01:00 pm 7 [

Total Intake : Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Quiput

Docu. No. : RCH /FRM / CLINICAL / 092
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CHECKLIST FOR THROMBOPHLEBITIS Hosptal [
v lihe 1 | 4]26
DAY DAY-2 __ |~ _ DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | m G HIGNONUIEERICG Remarks
: No signs of phlebitis / S o =

1 IV site appears healthy Observe cannula 0 /@ M ﬂ —_ — |~ | oA Up
One of the following signs is -

2 evident : Possibly first signs of phlebitis 1 . .

* Slight pain near the IV Site / / Observe cannula — [N P
* Slight redness near IV Site NA' S N L
Two:01 e ukowing gns Early stage of phiebitis / -

3 | areevident Resite Cannula 2 ﬂﬂ“ = NA op- |0
Pain at IV site Redness N — B 0
':\','igé,f{'? oI Sk 4 Medium stage of phiebitis /

4 S Resite Cannula Consider 3 -

Pain along Path of cannula ﬁ“ | | — | NA | P
Redness around Site Swelling Treatment N (\H} ”ﬂ'
All of the following Si
AL cf the 16loWNg SONS2ME | pdvanced stage of phieits or

; ' the start of thrombophlebitis / -

: ;ae:;]n?:: grzﬁtr?doéi?: g Re site Cannula Consider 4 M/) /\g,h — T~ — Na QH— pA
Swelling palpable Venous cord Treatment
All of the following Signs are

: P Advanced stage of
evident and Extensive : Pain & I

6 | along Path of cannula Redness thrombophlebitis / ; M . /\L{} ~_ |- N0 | pf- 9
around Site Swelling palpable Initiate treatment Re site A
Venous cordpyrexia Cannula

i il
Signature of the Nurse | b/ @ J&Qx& QD | & d @)

A3

' §

7 :
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

Signature : .......ooooeo e Ll Name : ..o S0

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

Signature of Ward In

Charge :
SIgNature : ............ &
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\okes Rainbow® . .
e Children’s | & BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital o e
| 15/6/26
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E E M E Remarks
. No signs of phiebitis /
1 IV site appears healthy Obesrve canmula 0 0
One of the following signs is
> evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula PA
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis /
¢ | mm e Resite Cannula 2| pA-
Pain at IV site Redness
AII. of thf: following Signs are Medium stage of phiebitis /
§ | ohden Resite Cannula Consid 3
Pain along Path of cannula Tes te at""” A LORSCRr N
Redness around Site Swelling ST
f llowing Si
A"-O o owmg-Slg'n s are Advanced stage of phlebitis or
evident and Extensive : Sha'start o trontboohielil
5 Pain along Path of cannula Re garco rlorg apl de s / 4 A
Redness around Site Te Site Liannusa Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain T"a";e"hﬁgg of
6 | along Path of cannula Redress } .r?m ophie msé . 5 | o
around Site Swelling palpable é"t ateltreatment e site
Venous cordpyrexia ATl
Signature of the Nurse SM_T .

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 :

SIGNANINS & imamanmmn s NAME (oriminn st

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

Signature of Ward In Charge :

SIINALINGS v nain et BTG s ssines rpasomsonosasssatispsinsisianss insansatanas
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v L AL L Rainbow’ ® BirthRight
Children’s Ir |
"“mm""lmmmmm . Hos pital .I_BY RAINBOW HOSgTALS
Morse Fall Risk Assessment Form it | KR
TRl
Date / Ti '
Choose Highest Applicable Score from each Category 5 £ Time ] % ! 7/£ é B/ Fall Risk Grading
core M g pry A@'
History pf Falling : Yes 25 P
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score Aétin
(MFS)
Secondary Diagnosis Yes 15 /5 i S —
(more than one diagnosis) NoO 0 ’ '
Furnit 30
| urniture Low Risk 0-24 I§tand3tr.d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 )
IV / Heparin Lock or Saline :es 20 6 2 26 |*O Implement
: . g Moderate Risk | 25 - 50 Moderals Fall
Impaired 20 :’rteventign
n
GAIT / Transferring Weak (uses touch for balance) 10 ke
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 o Risk Fall
o ! Oriented to own ability 0 e Y &) mﬁggggn
Total Morse Fall Scale Score: e VelEEN
Signature @/ ()QL @

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

—

0
i

M

Assist and/or supervise ambulation. Reinforce fo always cal 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




HNH-00015308 1P26-00006567 )
Mrs BADRI UMADEVI ) ) ) M
24-10-1988 HOYTM19D  (F) Rainb:'t;w@ .
Dr, RAJANI KUMAR| . . ™
i childrens | & BirthRight
. Hos p it a' . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e o e e
Date / Ti ¢ b . - N
Choose Highest Applicable Score from each Category £t \3} . l 2 : tLl hj@ ’ u C(Z( Fall Risk Grading
Score kl\ Eo v ) B
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:hI::Isl)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 o ) O
IV / Heparin Lock or Saline ;es 200 20 20 VES, Implement
0 Moderate Risk | 25 - 50 Modoeate Fall
Impaired 20 :’revent:on
: t ti
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Y Risk Fall
Mental Status .g - Hg RISk #ah Prevention
Oriented to own ability 0 Infbrverlii
Total Morse Fall Scale Score: 25— 2L 1D
Signature % H— @2}

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

] Use chairs with arm rests

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always 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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Morse Fall Risk Assessment Form
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Rainbow’ . fa
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS

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

Choose Highest Applicable Score from each Category

Date/ Time |15/4 [26

Fall Risk Grading

Score Mg
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst(aMF:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
| Furniture Low Risk 0-24 gtanda;d Fall

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

None /Bed Rest /Nurse Assist 0 0

Yi 20
IV / Heparin Lock or Saline Nes = 10 Implement

< Moderate Risk | 25-50 Moderata Fal
Impaired 20 rfte"em'?"
: ntervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 implement High

Forgets limitations 15 —— Risk Fall
Mental Status High Risk =51 !

Oriented to own ability 0 ;E{ﬁggggn
Total Morse Fall Scale Score: o) =T

Signature %

Tick (v') whichever precaution taken.
Risk Level and Interventions

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

[] Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ ] Assist and/or supervise ambulation. Reinforce to always 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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Rainbow* . L
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right ta a Safe Delivery

L s

Date :
Time :

2ES

bt/
<[ AR
-~ ME

2k Te”

Mability

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

- T F—#

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ('7
without assistance. to completely turn self independently. independently. t‘{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; J ‘ J
PR Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . . ; ) s A )
of physical activity” Costinad 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.

Sensory Perception

1. Completely limited:

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

2, Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
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

ski:‘:swe:mgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing L/
to rnuis?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: : '

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/d; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| 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

B8
N

Evaluator's Name

P~
/Qyﬁg <o =K



severe pain or with additional risk factors.

. Support Surfaces
Risk Score Category Action * (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider o¢cupation therapy referral for advice
Regulfar 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 Alterna.tin ressure matiress overia
- Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
_ Use the Same Protocol as for “At Risk” Patients I
13-14 Moderate Risk Gel pads for high-risk areas
i Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam maftress
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 matfress 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 maitress overlay

o —
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Date :
Time :

a6

4

Ea_

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

4

o,
7

MDY in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4_ \—‘
without assistance. to completely turn self independently. independently. \/
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; /
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : e s & : : 3 .
of physical activity’ Renfinod to el non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4, No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan 9 |

High Risk : 10-12 |
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Moderate Risk : 13-14 |

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

R =

TOTAL SCORE g | 28 |
Evaluator's Name %\.\ Q}\ W
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Support Surfaces
Risk Score v Category Action (Please Note; Only required for children who are deemed at risk due
fo altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule o _ .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure maftress overla
: Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree iateral incline using foam wedges ,
Alternating pressure mattress overlay
" Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overfay
‘ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

Mobility Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L(
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i i i i i Walk ide th t least twi
of physical activity’ Confined to bed non-existent. Cannot bear own weight |  very short distances, with or without alks outside the room at least twice a

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

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

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
o moisture

1. Constantly moist:

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

2. Very moist:

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

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

4, Rarely moist:

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

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

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

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capiliary refill may be

2 seconds; serum pH is normal.

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

x

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name




‘ 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 Righ density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternati " |
Manage moisture, friction and shear ornaling pressure Mallress overiay
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors,

Alternating pressure mattress overiay
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Pain’Stofe " 7 Modifying | Patient / Family . .
Date Time (0/10) lLocaIiun Duration Acuity Character Factors Educated .Interventmn Sign
- | I Continuous | [ Acute ] Sharp (1 Dull [ Increasing [7 Yes NS 54—
\(JLLQ [o\@m) @ W [0 Intermittent | 1 Chronic [JAching [ Burning | [J Decreasing | [ No ’ ( ?
2 - . To—
‘d [ Continuous | [ Acute [ Sharp [ Dull [ Increasing 1 Yes qu\
)62/)/43 1 20"7 { \“ﬁ {J Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No 7 ZQ
a 1 Continuous | [J Acute (] Sharp (1 Dull [ Increasing | [J Yes i )
)% D)Q’lq Nﬁ‘ | [ Intermittent | 3 Chronic (] Aching (1 Burning | [ Decreasing | [ No ' @
1 Continuous | [ Acute (4 Sharp [ Dull [ Increasing (] Yes Y
\')/\ b (7791\ 0 ’ 0 \}A’ I Intermittent | [J Chronic (] Aching [ Burning | [ Decreasing | [ No (N QL
| qD Continuous | [ Acute 1 Sharp (1 Dull O Increasing | [J Yes YJ Jé)\ﬁ
\g\{ébﬁ ‘C) @m @h() LJ\G}YWL* [ Intermittent | ] Chronic 1 Aching (] Burning | [J Decreasing | [ No 'ﬁ ]
Continuous | [ Acute ] Sharp (] Dull [J Increasing | [ Yes O‘J P

Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No

12134 | wamioln  |aesed]

2146R) [gam| 0ho | Mo
13 \ohe| 10| 0/ip | o)

Continuous | [ Acute [ ] Sharp I Dull [] Increasing 1 Yes A
Intermittent | (1 Chronic (1 Aching [ Burning | [J Decreasing | [ No

Continuous | [ Acute (] Sharp [ Dull Ul Increasing | [ Yes %

O DD\E’D

I Intermittent | ] Chronic (1 Aching [ Burning | [ Decreasing | [ No Aot
] / (] Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes L AA @/ §
’ 5 (/% %ﬂ\ O] (o W [ Intermittent | I Chronic (1 Aching [ Burning | [] Decreasing | [ No TEEN P4
3[ 8 ,-.)/e, (PO 'C)l\b ‘ ) [J Continuous | [l Acute. O Sha‘rp 1 Dull _ [l Increasing LI Yes J,.%—
D “'{ [ 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 b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

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

FLACC PAIN ASSESSMENT SCALE (1 Menth o 7 Years)

No Hurt

R SCORING
CATEGORY
0 1, 2
’ ) . ' Oecaslonal Grimace ar Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disarlented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, resdless, tense~ Kicking, nr]egs'br_gvg\rn up \
! | Laying quietly normal positian, Squirming shifting back and
Activity moves easily forth; tense Asched, right, o Jerking
Numerlcal Paln Seale (Ohsletric and Gynecolagy) : . -
1 | | 1 ] L 1 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
T I 1 I T I i T 1 Cry No Cry (Awaks or asleep) ;
2 H H 5 5 7 8 g w1 0 complaint ' . frequent complaints
Pussll?lEtPaln - Heasg-ured by occasional touching, i
Consolability Content, relaxed hugging, or belng talked to, Difficult 1o consols or comfort
distractible :
Neonatal Pain, Agiation and Sedation Scale (upto 1 Month)
Assassment Sedation Normal Paln / Agitation
Criterla
Wong - Baker (Pediatrics) Above 7 Years 2 - 1] 1 2
Crying No Cry with painful | Moans or cries Appropriata crying Not| lriabla of ¢rying at | High-pitched or silent-
Ieritability stimull minimally with painful| iritable Intervals consolable | continuous cry
g 4 6 8 10 stimull Inconsolable
Hurts Litte Bit Hurts Litdle More Even More Hurts Whole Lot Hurts Worst Behavior State NO' argusal to any Arouses minimaly to Appmpriala for Restless, squlrming Afchiﬂg, Kicking Consmﬂy awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Litile spontaneous Arouses minimally / no movement
mavement movement (not sedated)- !
Facia! Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Fxpression No expression with stimuii intermittent continual
Extremities | No grasp reflex Weak grasprefiox | Relaxed hands and | Intermittant Continual clenched
Tone Flagcid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finper splay splay
Body Is not tensa. . Body [s tense ] .
b Vital Signs HR | No vardabiity with | Less than 10% Within baseline or | icreade 10-20% | Increase greater than 20% from
RR,BR Sa0, | stimuli variabllity from normal for from baseling baseling, Sa0, less thanar 7
Hypoventilation or | baseline with stimuli | pestational age 5a0, 76-85% with | equalto 75% with stinulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

_/
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Hm‘“\m\m\“\\““\\m\\ PAIN ASSESSMENT FORM el i
Pain'Stofe Modifying | Patient / Family’ . .
Date Time (0/10) Location Duration Acuity Character Eagior Educated _Intervenllon Sign
- ] Continuous | 1 Acute arp [ Dull 7 Increasing | £7 Yes NB
TL”/ {/é'(‘ ' OA’Y\ 6 r{ﬁ L) | Aritermittent | [ Chronic ] Aching ["] Burning [J-Decreasing | [ No -
/ 0' 0 R [ Continuous | .~ Acute -Sharp [ Dull [ Increasing | 4 Yes 9 7a Al
| 4742 29m) £ | Intermittent | () Chronic (] Aching () Burning | = Decreasing | ] No
, (1 Continuous | [ Acute ] Sharp 1 Dull (1 Increasing ! Yes o)
@ ( C/ 24 |V Pn 0[ (o MA ] Intermittent | 3 Chronic [] Aching (] Burning | ] Decreasing | [ No o @1,
; () Continuous | [ Acute [ Sharp 7 Dull [ Increasing | [ Yes P - ,
15 l bﬁ 10pm 0{ (0 PA | O Intermittent | 3 Chronic (] Aching (] Burning | (] Decreasing | [ No @‘L
[ Continuous | [ Acute (] Sharp (] Dull [_] Increasing [ Yes
[ Intermittent | () Chronic [ Aching () Burning | [] Decreasing | [ No
[] Continuous | [] Acute (] Sharp [ Dull L1 Increasing [ Yes
[J Intermittent | [ Chronic (1 Aching [ Burning | () Decreasing | [ No
[] Continuous | [ Acute [] Sharp [ Dull ] Increasing [ Yes
[ Intermittent | [ Chronic (] Aching [ Buming | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull L1 Increasing U Yes
L1 Intermittent | I Chronic (] Aching [ Burning | (] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull ] Increasing [ Yes
1 Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No
] Continuous | (] Acute (] Sharp  [1 Dull L1 Increasing L] Yes
U] 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
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.
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PAIN ASSESSMENT TOOLS

Numerlcal Paln Scale (Obstetric and Gynecology)
| 1 1 1 | 1 | I |

D ——

Na Paln

N Hurt

] 1 ] 1 ] T | | 1
2 3 4 5 ] 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

SOH®®®

Hurts Littia Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Q

. SCORING
CATEGORY
0 1 , 2 4 \
No Particut . " " | Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Faricuiar expression o Smiie withdraw, Disoriented quivering chin, clenched jaw
Leps Normal Pesition or Relaxed Uneasy, restless, tense Kickfng, or legs brawn up
. I Laying quietly normal position, Squirming shifting back and . .
Activity moves easly forth; tense Arched, fight, or Jerking
Moang or whimpers eccasional Crying Steadily. sereams of sobs,
Gry No Cry (Awake or asleep) complalnt frequent complaints
- Reassured by occasional touching,
i Content, relaxed hugging, or belng talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scala (upto 1 Month)
Assessment Sedation Hormal Pain / Agitation
Criterla
.2 1 D 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritahility stimull minimally with painful| irmitable intervals consolable | continuous ory
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimuli stiruli gestational age Awakens frequently | or
No spontaneous Litde spontaneous Arouses minimally / no movement
movement movement {not sedated)
Faglal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Exremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong or finger splay splay
Body is not tenst Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Ingrease greater than 20% from
iR, BR 3a0, | stmuli variahility from normal for from baseline baseline, Sa0, less than or .
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Oul of sync or
recovery fighting ventilator

~/
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mmmmmmmm itthe. Your Right to a Safe Delivery

['1 Relieve Pain & Discomfort

[] Maintain Fluid Balance

1 Improve Activity Tolerance

[J Maintain Good Nutritional Status [ Maintain Skin Integrity

©w
S| [ Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications 0 ATY OHNBTS. SDBCIY. ... evveeeereereeeaeeseeseeesseseesseensessenneensensesneensesessessennsenseaneeneesessnsanserasnenneens
; . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

i
10
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Afternoon

Night




=
m‘.oooﬂ‘“

00048 eV o ® — i ’% *
B Chiizes | (EicthRight
o \\\\\\\\m\\\\\ Hospital | NS

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..ocveveeececeeeee e Department: .......ccoovveeveveeieeeeceeenn, Date of AAMISSION: .....vevvvvveeerrrere
Z | Diagnosis: ' Any Infection: TJYes CINo [ Not Known
= _
§ If Yes Specify: ......c.ccovveeieieiiieiiieieciceeienas
7] = (/\ - \\(A \b % ze
2 | Area /K ‘ T W b

- %,
3 Shift Time Yo% QV@‘N\ 20l |We. \ Me
2 | Medical Condition
= | (Any special condition to be noted): - o -
Allergy: 0 Yes JoNo T YW() 1 Yes.='No | 01 Yes @No | 01 Yes =No | 01 Yes 2o
Tubes/Drains/Catheter: 1216 ONo TYes CNo [#7Ves 1 No [#Yes CNo &-Yes LINo | [Yes CINo
Vital SignSZ Temp: @ %\! 1(_\ 4&5&? Q(Lm\‘v (, q % ) ! e r Qi,.w;’ qué“ G’
c Res: | &Y | A0 9O | Ribln [900% | 965
g Sp0; | A | (00" [ac). [aw/. Noot | op’l,
% Pulse: 45 a> asgo | O | 9¢
2 BP: A\l [ )| \20R85 ] w\&lo | 1720 hw6lv  [143)es
Fall Risk Score: — 4 — — il .
Pain Score: S — — il -
Safety Needs: | — | \ % _ Ve Ver .
- Physiotherapy |=-Yes C1No |C Yas, =0 | 0 Yes C1No |0 Yes @No| 0 Yes SNo{T Yes 7 No
5 - —
s Others Specify: — — - -
E’ Special Diet: | Yes @No | =-Yes 01 No [ Yes C1No |&-Yés [ No (1¥es [JNo |j¥es [1No
E
S |Other Special Orders / Medications: -
3 — ” o — -—
Post Operative Procedure Special Orders: | e PR o =
W (- |
Handed Over By Name : cel w ,
07 1 Mo Y Uiy G
Sonar W T ¥l Tzl o
Date; 7)1 \\‘5\\5 }3)\()0 L plel7s \Ql6 P® | 1a/zfoc
Time A G R q’pm W | 2o
@ I
Taken Over By N : . o \
aken Over By Name ﬁ @?5 ; W .L‘(Uj,w.( %\‘Y’A dé’a’
Signature : : 1,9 ECD?J/ Q P 5%/
Date: \‘Mfs:\’)s" \ 2\o !j__lﬁ, [24 |1, 16125 f‘}‘fé L}’ \alblrb
Time; { el g ol 9 | g | S| 20n

Docu. No. : RCH/FRM / CLINICAL / 097
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Mrs BADRI UMADEVI Rambow i . ™

v L ‘ Children's | @ BirthRight
|| Hospital . BY RAINBOW HOSPITALS
0 COHRACA N R

nufRSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ....cvevveeiiececcce e Department: ........ccccvvvvviriiiieins Date of AdmiSSION: ............ccceenrrvvirnnae
Z | Diagnosis: Any Infection: COYes [ONo [ Not Known
'g If YES SPECHY: +veververreresreeessereseereesrsensenens
E
w
S | Area \§ 9 \ \bh’b
= : : o ¢ S
g shift Time  [£5 Dy W
X | Medical Condition
= | (Any special condition to be noted): . i e

Allergy: 0 Yes (Mo |0 Yes .2 No | O Yes ZNo | 0 Yes T No |01 Yes O No | Yes CINo
Tubes/Drains/Catheter: O Yes 2#No | 0 Yes 2No | Yes =No [ Yes CJNo |CJ Yes D'No [0 Yes CJNo
: e ’
Vital Signs: Temp: | AR S |qpicf  [AXR AT
= Res: | 83blny | 20hin | 950K
= Sp0: | D09 - | Yoo/t | 100°].
2 Pulse: [ 15 85
2 BP: [\0¥[AY \UQIQSfln) 13866
Fall Risk Score: - — —
Pain Score: | =~ 0 (o) -
Safety Needs: | ¥ €% A vey YN
- Physiotherapy | Yes &0 | O Yes &-No | Yes =0 | C Yes O No [ Yes CINo |2 Yes = No
=
§ Others Specify: o ams -
=
2 Special Diet: |0 Yes#No |0 Yes &No |0 Yes (N0 |0 Yes CINo I Yes CJNo [0 Yes T No
=
E Other Special Orders / Medications: | -
S—
Post Operative Procedure Special Orders: | — - e

Handed Over By Name : MM 6—\)33\(\0'\

M q‘ﬂl
Signature : | 2o | g
Date: ' b b };'7;/4‘9(' ITIH%
Time: YA LA ?Am =218

Taken Over By Name : ; - U‘\' “\(\QN\

Signature : %/[ &Q/

Date: wle 196 icle b

Time: fom W\
{

Docu. No. : RCH /FRM / CLINICAL / 097
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e e Chitdren's | @ BirthRight

IO URINARY CATHETER BUNDLE CHECK LIST gl | @z
Date of Insertion: ...... \,Q,{é ..................... P?te of Removilz s s L )
Parameters Date S Time CUPen =y L . g 51b d?\’l ; ?/’:[
Need for the Catheter {TQ l:r] N; ! Cﬁe?"g?\llo’ YeTé vEJ No | [3¥s [CINo | [)¥es [ ;loq CYes CINo | CYes [INo
Hand Hygiene z‘?ﬁ CINo | [3¥6S CINo 6(63 [INo | =Yes [INo | [Yes [INo j ClYes [INo | [JYes [INo
Usage of Sterile Equipment (B‘Yé [1No ‘E)‘(es [INo ﬁ/ Yes [CINo | CHfes [INo L}Yes C1No / [1Yes LQIO [1Yes [INo
Is the Collection bag below the level of bladder /E'gs CINo /E?Ves [ITNo /U/ #es [ONo | [#Yes CINo | CiYes [J Nok ] YQ%CI@SMY&S [INo
Check the Tube for Obstruction (Free of Kinking) /Q@ C1No Z{es [(INo | &=Yes CINo | S¥es [INo | [kYes CINo \\(')l Y?(E\W'\!"No W, [INo
Is Catheter dated as policy Yes CINo t{\’es [TNo Q’%s [ONo | Cl¥es [CINo | C¢Yes [INo /\Egs‘ E&Iﬁ\(gl Y‘eS “INo
Collecting bag is been emptied regularly? % INo ,Z(es [1No /-':ﬁes [(ONo | [J¥es [INo | [ZYes [INo / [ 1YE¢E)N0 1Yes [INo
Maintenance of closed system for the catheter LYes [INo | _tiYes [INo Eés [INo | Yes [INo | =Yes [ N[f (1Yes INo | [1Yes [INo
Dressing clean and dry? ./l{Yes TNo L}ﬁ /E No D)(é’ [ONo | 1¥es [INo Pﬁ’es O N¢ [(1Yes [INo | [IYes [INo
Is the line removed as Policy? -’ﬁs CINo | ClYes [3No -Z/Yes [INo | [Yes [INo | £T¥es I iN% IYes [INo | [lYes [INo
Performance of Perineal Care /L?ﬁs CINo |.=Yes CINo %e{ CINo | [i¥es LINo | [l¥es LI Nc\ CIYes [(ONo | [ClYes [INo
Onset of New Fever [OYes 0 | [Yes DNO/ CJYes 'CI/NO ClYes EN0 | ClYes ;',No\ OYes CINo | CYes (ONo
Asses for the leakage at the site of insertion p)(es O NE) _ ;T'YeshC/i\No _Yes COONo | Cl¥es ONo \ii})r‘ﬁs [INo | OYes CINo | ClYes LINo
Name of the Nurse M a,éé{ W-’ C,W W . \
Signature of the Nurse @ ’ %/// Q CE/ %

Docu. No. : RCH /FRM / CLINICAL / 114
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Mre BADR! UMADEVI . . V.{? ®
24101988 AOY7TM19D  (F) Rainbow

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Dr. RAJANI KUMAR! o \ Children’s
[y Hospital
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: \6)/];{9 ........

Baseline Information:

Admission From: ] ER [10PD __}Rﬂﬁssiun Desk [ Others, SPECIfY ......ccevreerivvrenrerereeieeieeneens
Primary Language: [ Telugu D«Eﬁh Findi [ Others, SPECIfY ......cocoveiieiiceccec e
Do you require aninterpreter? [ Yes l.;wo/ Y OB GBIy evinvsssvnyis s i e IH RS T Yo A SR SR A e P
Source of Information: [;,;Pafﬁt L1 Family [] Others, SPECITY ....ecvirieriieeicieie st sre s s caeasseneas
Allergies: (| Yes [ LNe— T Medications (1 Blood Transfusion L] Food L) OMNBE s isssesmvisassiusmmmnisiosss
TS T 01O RPRTRR
CHICTLOMPIAINES: ..covoisvismuvaasiving soviass ssimivesissesssssesieaesmirssissassnvis Doctor Notified on Admission: ‘ﬂ‘é-s_ﬂE No

Name of the Doctor: ......... D ......... QU
Time Notified: .............[.8.0 &8 O

Past Medical History: Obtained From [ Patient [] Family Member  ["] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
WA WA A
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
MenstUAIIHISIONY: .c.iipaeisssosmisssnssisions Caesarean Section;/{NO [ Yes Contraceptives:  _=No [ Yes
..................... Q&E‘%‘U‘JD/\V} Cervical Cerclage: ?_I/No [ Yes Vaginal Discharge: ZNo [ Yes
Onset of Menarche: .5.......ocoeeeevircvciinn, Ectopic Pregnancy: ‘ﬂlo ] Yes Post-Coital Bleeding:~ No L] Yes
Menstrual Cycle: [ REguﬁD Irregular | Myomectomy: /Z‘/ No [1Yes Infertility: Zo( ] Yes
Last Menstrual Period: ............ccocoevvvvenenee. Others: If Yes Type: [] Primary [ Secondary
Obstetric History: G ............. S, P T B B b garssenssnses
Previous LSCS: ..........o.oovv sttt

Current Medication: [ ] None [ Yes, If Yes, Fill the reconciliation form

Family History: Wormaliﬂes Detected

[L] Heart Disease ] Hypertension ["] Diabetes ('] Stroke [ ] Seizures [ Kidney disease
(] Liver disease 1

VAl
Vital Signs / Measurements: Temp:q.%.t\[f HR: ... %ﬁ, RR: 6\_@

BP: \\u‘,)r | Weight ... Height: ........... BMI: .........
¥y

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

Docu. No. : RCH /FRM / CLINICAL / 151 (PT0.




HNH-00015308 I1P26-00006567
Mrs BADRI UMADEVI

T 0]

i

General Appearance: [ Healthy  (Jill looking  [JAnxious [ Agitated [ OHhers: ......oooccoorrrrrnrne.n.
Fall Assessment: (1Yes 20 SCOME .. (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: (1Yes |G SCOTE............. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem ") Walking Problem LlnoBnormality Detected
" Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: |40 Abnormality Detected
[ Overweight L1 Poor Appetite > 3 Days L] Needs Therapeutic Diet.

[ Under Weight L] Diabetes Mellitus [] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
1 Calm & Cooperative ] Restless (] Depressed ] Agitated [ Confused
LT ORNBIS et e ettt s et s st s e et h 22 e A s eh AR R e A AR b ke b st e R e R s s s e en e e e R en e

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single /El’lﬁried (I Divorced [ Widow
2. Special Habits: Smoker: [ Yes })No/ Alcohol Abuse: [ Yes D;No‘/ Drug Abuse: []Yes— T No

Social History: Lives With ...........cccccconinnnn) (} Mo\(wuﬁ\fwb ............................................................

Orientation has been given regarding the following aspects:
Call Bell in Reach : %ﬁ L] No Waste Disposal Explained: ye/s CINo
Infusion Pump : TYes [ INo Hand Hygiene Explained: ;Yes L] No [ Others

Above information given to .................... J_Q a/\g;HQJTL( .............

Name of Person Orientation was givento: .

Desid
Orientation not given Reason: ... \ "])t Q:, } "Lg@ \,\,ﬁ'{f"\
Nurse Signature: ........... w\o\ﬁ{z&q ...........

Nurse Name: ...............\ ¥

Date & Time: \Q/\&j\%@ lﬁ”ﬁ(\\
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Mrs BADR! UMADEVI "2
24-10-1985 OYIM19D (R inbow?®
ieplgoped Wi (F) Rainbow .

| iidren's | @ BirthRight
AT — Hospital © | () mevsmerm:

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

MEDICATION RECONCILIATION FORM

DrUgIAIBIOIES: .ot s ~Not known any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SHIftING FIOM: <o 1 (S S————
oN
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pypg /rime | AEFERERR
1 — JC OJbe
O |
2 < [JC CIDC
3 LJC [CIDC
4 (JC [IDC
5 LJC OIDC
6 0Jc OJbe
7 [JC [JDC
_
8 0c COJDC
9 LIC 0JDC
10 JC [IDC

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

Doctor Name & Signature : . \ﬂ ...... (D ... NN i

Date & Tlme . \P\‘n\ ..............................
Nurse Name & Slgnature M OL_QL&U/\W Ajlé.( @ MQ(QM,

Date & Time : Lt &z ...................... /Zf}m ..............

\ Docu. No. : RCH/ FRM / GEN
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;‘:-.1:-?:':' umpl‘:‘\' TM19D (F) row’
. ren’s
i i
UPERATION THEATER NOTES
Patient's Name : ... MN®S . YMAO [ Age : X ' FGender: ...
) L e e SRS B2 e S R Weight : «.c.coiveaivniens

Surgeon: PP . ypeiy [ pe Surg somp TfAASSt. Surgeon
Anesthetist : LR S OT Nurse : [ =dr— }iﬁfu,J L /‘k,‘,(}

Surgical Procedure : V‘f« S [ lowwhen  + Ra (« LC\_NI o/(
Vv G\-Sﬁwf o (4

Indications for Surgery : r.o L’T‘ 4 The J;Wb < VT‘”‘*I gtm_a‘j

1 A ¥.al
Date : \x \ L\ o \,,@ Start Time : End Time :
PRE-OPERATIVE PREPARATION : beoaRa,l , — 1 TH

hodtn (O d“tﬁ ol vep, <
‘ i

R S bme o oogy [
H’,L, E\ﬂ’} Vf/w\l"(
OPERATION NOTES:
‘«wt..z-e“v'(_— _ (_)\D:ko ey L/v—\n‘:J
/—
vowa g,w < . \—= ny\,L
- ,\J\.‘ wa'ﬂ
7
PR 7y et
- Im%r!\w W, LU~ M S i

www.rainbowhospitals.in
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POST - OPERATIVE ORDERS :

o 1" @J\Nqb? i /\’T \ & D)

i 4~ Mol ¢ §wm (v TFY
N I

O vl g4 WA

> Al wT ke (enap dm  SPF

' ' r 3

8 ' U?\NQX (Ah‘ﬁv\ (,11,\\:«—-\ é\
(Levtes | T~

S Y e

g ot QeS¢ Koo

—_— Lbie Wl ([~ ¢
NN ‘\'[

Consultant Surieon's Name Consultant Surgeon's Signature
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=

24-10-1985 40Y7M19D {F) - 20,8 Rai nb:-awﬂ
- Children’s @ BirthRight

Or. RAJANI KUMAR| g
LT Finopa - | | eosonoom:
ittie.

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

Date: 1314[9—6 ......... TNG: v B
Origin:..........xsﬂ\..clj\@.n.......... Height: ..... 5. wBight:......T—.}..%..lfj..... BMIE oo
Food Allergies: .......... e eeeeee s e e et
Diagnosis; .. QAR ... lﬂ&mmo&w ..............................................................................................
MedlcaIHlstoryVLG}D—LUPO~LL|UYQ?E;;HTN
Surgical History: Lﬂ(PV‘aSCOP}kth&\bdﬁiﬂmt}l;Qi'mQX%LQPF?WGLY'FMGWVQPﬂ?r
) Vegetarian ;/Non-\legetarian ] Vegan

Q
DietAdvised: .............. SO o U e

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

Patient’s / Attendant’s Dietician’s
Signature: ............ Off}“;” ............................ Signature: ‘}92’ .........................................

<
Name: MMQ\Ql(LYI .................................... Name: smefan\ka;G]

Date & Time: ?526/24}3f7'~\ Date & Time: }3/4[14.}3?"’\

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)




HNH-00015308

won: DL VeNGY | ke T
SURGICAL f\ss? Surgeon ....................................... J Patint Name " | (.. Gender f-—<- in;%w' .
ST | st DV BARS | woto MHllmummnmmm; ............................... iy | SiBan
SAFETY CHECKLIST gcrub r:urse er? m 3‘3\[@ U N{L L\Uy INHME oo s o | — - .MW"SMW

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

+ (9
SIGNIN  Time..\9. 59 0] TIME OUT Time....J.Lo. 00 SIGN OUT__Time....).0. .

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

Identity =Yes CINo introduced themselves by Name and Role” Yes (1 No The Name of the Procedure Recorded ~ [1Yes “INo

Site C¥es TINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure =Yes CINo Nurse Verbally Confirm 0 Counts are Correct (or Not Applicable) ~ Yes CINo INA

Consent ~=Yes CINo Correct Patient (Check ID Band) T1Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo CINAT Correct Site ‘j)(es/h No patient name) “Yes CINo CINA
Anaesthesia Safety Check Completed Zes CINo Correct Procedure W No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning —¥es —INo Anticipated Critical Events Problems to be addressed CYes [INo CINA
Does Patient have a: sl"‘geo“ Reviews:

Known Allergy? OYes Co—" What arethe Crical o Unexpected 5 16 Surgooe, ARMAGRS1 and Bres:
Difficult Airway / Aspiration Risk? f\te;ps_, Otpzrgtlivedntnratign, . Wr:jat are the keytccﬂ;:]gms tflc:r :gcovery e e

. »! No O and management of this patient? a n

Yes, & Equipment / Assistance ! |c!pa R0 . i LRei 7 t

Available CYes [1No- Anaesthesia Team Reviews:
Risk of > 500m!I Blood Loss Are There Any Patient-specific CUnCEI’nS?y/: No [ NA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned C1Yes——INo C NA Been Confirmed? are there Equipment

Blood Units Reserved Cyes CINo CINA | | issues or any Concerns? ~TYes [iNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes CINo CINA
within the last 60 minutes? “1X¥es CINo TINA

, e
........................................................ Signature : W Signature : “
' 1! d
............................................ Name /‘L"/"’(@Wﬂujmme SRS S | k. S—
W

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM

HNH-00015306 1P26-00006567

I\

Rainbow® S

BY RAINBOW HOSPITALS
Your Right to a‘Safe Delivery

Hospital

It takes 2 lot to treat the litle.

Children’s .BirthRight'

Mrs BADRI UMADEVI Date & Time of Admission Date & Time of Transfer Order
24-10-1085 40Y7M19D {F)
Or. RAJANI KUMARI
T 316 25t b )
Ireatng Gonsuitant Name Transfer Ordered\by Reason for ’1’ransfer
x \ Y
Sy R DAY Obsemicion,
From Unit To Unit Iwmndam
or pre gl | W w0
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
o Yes [ | No[ |
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. item Name Quantity
; R [
2
3.
4,
5.

(Yl

ﬁ Shifting Summary / Notes Written by Doctor : Y?/ No[ |

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

7 e D Bpeadbs

Patient & Clinical Records Received by : W yL@k

Date & Time of Patient Received : \Ju L ! «9) L @ \ 6‘2

Prn

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

[ ] Unavailable Bed [ ] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready
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Rainbow .

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"’

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE PO | RS

Patient Name : M‘S&"&fruw&w' Gender: [ Male \ZI:emaie Age: ... (" °‘j" ............
UHIDNo - ... AN R - 000 | 306 . Date:......'.a?..[.ﬁ..‘.......?.’ﬁ

Instruction:

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery/ PrOCEAUTE: ............cocceeieieeeriiiierisse e sseseeesaessessasaeesssssesaessessesenns

Consentee : Patient Attenda m
SIGNAtUre : ........ \ Gt T 11111 < YT

Name : ................ IINAGD LI e eeeeeeeeeeeeeeneae Name : \CS.&\MQQ .....................................

Date & Time : l%é[%@lo OEB™  Relationship with Patient: . SY N
Date & Time : \1\\\1(’@“35%”'

Wit | Doctor (who is taking the consent) :
MIMBRULE 1o vsinssonsssmmiaesemssmmsn s RS RS . .

Signature @ ... D
PR s stmscsisosissmsrssisssmmersngsss Name: ........... (Dq DM ......................................

Docu. No. : RCH /FRM / CLINICAL / 027

DAte & TIME % oveeoeeeeeeeoeeeeee oo es e e fo{,/ZblO‘OfPrrn .....
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CONSENT FORM FOR GENERAL / gi‘,‘i'.‘é’_;%".‘fs ‘Eiﬁlﬁi%':f
REGIONAL ANAESTHESIA / Hospital _ | g zuoncm:

MONITORED ANESTHESIA CARE

Anaesthesiologist : ......... o LTS 1y Y

Operative procedure planned : ...... m.mu...........f.z.x,@\,m.m .........................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Others : md/x,(:hdva, .....................................................................................

S OINIIBIIES 2 iiusiasisssnisns sens s iasa s b s S e e s e S s o s s S eHSs e e b s T s s AR b AT

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
..... PAdL UMAGSAM. ... the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia ( CJ-Regional / O General Anesthesia / I Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes  ClNo—
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : %

“q |
Signature : ........... v oozt bssi i SIgnature : .......... e
Name : ... S AL LN, Name : \C’@“O‘E .......................

Relationship with Patient: S ‘C Date & Time : \(L\ 5 \?——b v

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

Date & Time : tl[b.’lOIG!O“’IB%

Doctor (who is taking the consent) :

Date & Time : :1[6(Aoz,ct0ﬁum
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e Children’s ® BirthRight
Hos pita| BY RAINBOW HOSPITALS
m ||l llllllllm““"“"“lnlll It takes a lot to treat the litte. Your Right to a Safe Delivery
P( JNIT RECORD
SVITAL
ALY
Received in PACU by : ....... C}’\S ......................... Time Received : ........ \)’\“Q ............ Time Discharged : .............c.ccooo....
250 250 |V Camnuia Site \Qﬁcgﬂ‘&
b 230 230 | [] 0, Mask [] Nasal Prongs
220 220 - ;
2 210 210 [ Tracheostomy [:1 T-Piece
B 200 200 | [ Oral Airway [C] Nasal Airway
o 190 190 X E
= w0 180 B S okt
=] 170 170 | Vomiting : [ Yes o [0 i R e
=1 160 160 NG Tube : i [
@ 150 150 ube : [ Yes Ao
140 140 o — =
v b A - Drain: Yes o
A 120 ! 120 | Urinary Catheter:‘;;rYes ((T'Nu
"'9" 11(1]8 - ‘{ \‘F 12,2 Chest Tube: O Yes [No
H ) 3 oo | wiroral [ Yes [No
70 70 -
a o 80
H"Ju: :UQ 40 . ¢ p $‘5q
7 30 -~ = 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 9 ouTt SCORING INTERPRETATION
0ie 10 move 2 exkaties voimary r ncommand. =1 ACTWITY - A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ( Discharge
Sm - "”".ﬂ%ﬁﬂ‘ﬁé‘é?‘“" 7 = 5’ RESPIRATION
A;:g?cea % - =0 0 P ot Exceptions to this, are to be explained in the
B! 2ol 18 FlMe e kv =2 ; space below by the Discharging Physician:
T 1 mew n b P
e i = :12 CONSCIOUSNESS
Al =
Ngusableoncalng =1 ) ,2/ ')/—
:Irl‘k dusky, blotchy, jaundiced, oth zi COLOR e e
A A , jaundiceda, er =
e =0 Lo
TOTAL 9‘ \O \O
s
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
| gl | olyo. NEY Q_
L AR
AL L o Ny G-
ok 20 | o A sl

Pain Tool Used: ' NPASS [1FLACC [ WongBaker |

Anaesthesiologist Name : ..o, V\}/

Anaesthesiologist Signature:

Date & Time:

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

Reassessment Frequency:
1. Ewvery eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Prior to pain refiving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ... Wg

Date & Time:, ‘




.rf(é.
Rainbow® . -
Patient Sticker ' Children’s ‘ Birth nght
R . Hosp]ta] BY RAINBOW HOSPITALS
Tt takes 4 Tt to beat the fittle, Your Right to a Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: .vereeeereeeecr e TIME: e eercerreeae Procedure dong DY ......ceceveivnnienicsinsrscseee s res s serevsessensrsessssses
CSE /Spinal /Epidural POSTHON © ovevrieerirenns SPACE &evivirererersrersrsnsnensrensannns Technigue {(LOR/LOS) .....ccovveeeee..
11111 MOOOUURROO Catheter at SKIN: ....ccvcvveericrnersnnrnenesenns ALEMPES | covivniennenmsnen e sssssessronenss
Parasthesia ; YES/ND if YBS GBIAINS  .euvvverivivirnirererimsemsiessssnissrssssssssessresessssssasastsnisssssesssssessasssssssesss fessssssmmesessresersessesesssnens
SOMULION COMPOSIION & c.veerireeriieerieesesieasieresssraesesesesese e st seseasis e sassessassessstnsasssesssassessssasssassasss bt shessassmnsessmsssnsassnseanrasatsss
Any other issues :
) erre s e AR e AR RS SRR EAE R RS ROSARS40E 00RO 4R OB e et et et b e b E e R n bR b s
1) OO OOV
- Infusion Rate Level Maternal -
Time (mi/hr) Bolus (ml) left Right | BP | Pulse FHR Comments
Delivery Details :  Time : coceceeerercnnne APGAR: .....cceonveanenen  SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEM © +..ovuvereveeseeoeeeeeeesesseeerssonees eeeereeeeee s bt e e er e oene e eeerneeesesessenesenns
Patient SAUSTACHON  .oveecieiseccciomesieser e sene st s sns et saasse s bes e emsssesase s ersas bt sesabe e se s s as e et ne e ssasent sesensassmrasmvasnseressmnses

Discharge /Shifting orderad by
DOCIOr SIQNAIUIE. ..c.veeeeceeeerie et vire v e raneenenesevrssevavsavavassnonsanss
DOCIOr NAIME: ... sene s s sese s seas s ss e s ran s

DAt AN TR : ceeieeeieieceeeeeserie s esseseseessessssres st see s e ssssassenes




> s e

o —— i e

i e e et e

; : Rainbow® . L
Department of Anaesthesiology Children’s <3 BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | {)asearieim:

Diagnosis: ... B AL elaay PV ) L LC“{‘KLY\'U\MU‘VV_‘] ...... Wi thuc’\w()(’d
B.P/CRT: !.3.9.}.9.&. HR: .50...... Weight: .............  ASA Physical Status: 412 03 (14 (5
. Laboratory Data:

HOD: e GIUCOSE: ..o PTORRINY e X-Ray: ..o

POV c....momeermaosssnsvassit UPBRL......c.omrrmsrasensassemrpmbetlt DG ssivsiinisisassams asnsssvess (o] T

WBES cisnvvaniivans Brear: ......c.cicinisiicsiany HOBBRE oviiinisicisananios 2D Echo

Pilate: 7 S 0,102 Stress/Anglo: .................

Pl st A R Il | UL 5 ST OthBE, isicinasisiisinmsisiies

21 1) A S Cat " oo, ] 1 S

ANER: .o e o ons MOHD i AMYIAse: iimiiiissiisiiiia

L < L E— Y T—"Y

Medical History: ~ CVS: /

RESP : A

CNS : Wil ey ceanns
Renal : / / (J\M

Hepatic / GE : ! :

Others: N Al 0 Leeeluy N A iday |
Past Anaesthetic History: ey bepy tlu c bo dow, on 3fs |2 W

Physical Exam: Qf Lh ?}L l } m

Airway: MP @3 4 Mouth Opening: v\l Mentohyoid Distance: \.Q Neck: vD Teeth: w\ luug
Lungs:  cuud clin/ :

Heart: S, S, W)

ons: Gues -fad '

Pregnant: [+-Yes— [INo CINA Venous Access Site : 4 Spine Exam for regional :

Diabetes : \

Physical Activity: ot

Anaesthetic Plan: [1MAC -REGIONAL [GA-ETT []LMA

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

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: NPD t Sl
. DVT Prophylaxis :

Water / ORS 2 Hours
. NIL OHAL< Others 6 Hours

1
2
3. Informed Consent: (8tandard  High Risk
4

. Post Operative Pain Management: ' Discussed with Patient
5. Other Instructions: :

(69088, 8L, AT, LKL, RBS,......

........... exealisdias Blool . goen
Signature: gb Name: ..y Shet b ...... jﬁ’?

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

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivéry

Pre Induction Assessment:

A
hange in Patient Condition: ] Yes M Fasting Status: acluc qu}
Physical Status: +i Patient Identified (= Consent Present T Chart Reviewed
HR: € 4 | B.P/CRT: wa [w [Sp0,: (00 [RR: ¥ [ Last Feed: > 6lu
Pre-OP Diagnosis: BM\-QMJ‘-F ........................... Operation; .. Exptovee Leeaq Date : ;LJGIZOHS
Surgeon: ...[2. ‘?&LW ............. I’CLMW Anaesthesiologist: W—gﬁuﬂml@‘%ﬂ?k Technician: MV"J ......
TIME M 5 ; ] g
N,O /AIR /O, LPM ‘
HALO /SO /SEVO i Antibiotic
Drugs:
& Suppository
Y- TR BT AN
~4 0
Blood Loss
FI0, / 540, 100 (ool (o @0 -
ETCO, 9
ECG SR_| SR | SR[
Temperature .
Urine Output NOTES
ReNC, (i
§ E LR ChE
o
b 240 ﬁ
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160 T A
140
Throat Pack In
Throat Pack Out 120
100 e A
-
80
60
40
20
10
(1] p
& Q
LAB Values -
GRBS
Others
= Equipment Checkedand |  Temp: Induction Regional:
Functional [C] HME ["] Fluid Warmer aow [ Inhal Extremity BPEOI: i
[—BP ] Cling Film [ OH Warmer 3 Pre0, ] RSt (L Spinal- ] Epidural ] Caudal
[ Cuff Site: St 284w | [ Hugger's [ Cotton Wool ] Others Others: ..
‘ ArtS‘rte:(.i.... ] Other O Mask ] SGA Position: ... (1 ]
HI- ExA Loa Times: O Arway [ Oral [ Nasal Site: . L3 Li
E.-—i:}{;n i&';;or Anaes Start: BT i Binats cm Needle Size: . 7-5% Depm
=< Eorhiogir OP Start: ... ] Oral [Nasal [ Cuff Parasthusia [I¥es' (] No
N el Mo OP End: ... [] Tracheostomy ] Topical Catheter at skin i
1 se OKlmBﬁﬂl' o I___] Dru - seardinavernrneseny, .
-""E“j i Leave OR: £ "2 I— o, T e A Drug Name & Conc: . 28X ¢ u
] Ventlator Anaesthesia: 19100 P C1 Awake T Direct Vision Bolus: .00 gy Oty o A
| Nerve Stimulator 1 GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: .
[ Monitored Anaesthesia Care [ Fiberoptic Block Level‘ l
Position: L‘M’h" | ——Regional B‘_a‘_’e* e ARBMPES! s COMMENTS: 1uvvversvuaeessssseesssesmesssmesssssssanssssesreneesens
~1—Pressure Points Checked Difficulty WHY? .......oooorirersrcnssesssenssmssnsenes
Line (Size & ucalinﬂ] Transportation to
Eye Care: I CVP: s 4 ] Bilat = BS =TPACU [Jicu [[] Other
~] Oint ["] Semi-Closed Circle Relaxant Reversed [ Yes [JNo [=NA
= . )
3 Epe Glasad Citcls Name of the Doctor:....[.}f.. NG
_1 Padding | Other
“|"Awake Signature of the Doctor :... /
(__ e



