Name

Father/Guardian
Address
IP No

Ref Doctor

Discharge Date

Consultant:

//
Ralnbow

Children’s ‘ BirthRight
|

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Ms.PHANI PRIYA UHID HNH-00016065

Mr YESWANTH Age/Gender 27Y0M29 D/ Female
Ashok Nagar, Hyderabad, Telangana, INDIA, 500020
IP26-00006623 Admission Date 22-06-2026

Self,

22.06.2026

DISCHARGE SUMMARY

Dr. Kadiyala Ramya Theja

MBBS, DNB

TSMC/FMR/01458

Diagnosis: PRIMI AT 57> WEEKS WITH PAIN ABDOMEN

History:
LMP: 13.05.2026 Obstetric formula: PRIMI
EDD: 17.2.2027 Gestation at admission: 57> weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Family History: Mother and Father- T2DM
Surgical History: Nil

Allergies: Nil

Antenatal Details:
‘ Ms PHANI PRIYA was booked to Rainbow hospital at 573 weeks of gestation.

‘ Scan done on 20.06.2026 showed single intrauterine gestational sac

) measuring 5.7mm,Yolk sac present,embryo not visualised. She opted for
medical termination of pregnancy in view of failure of contraception. She took

pervaginally at 8am on 22.06.2026. She came with pain abdomen following
MERPC for observation.

i T.Mifepristone 200gm on 20.06.2026 followed by Tab misoprostol 800mg
|

; Investigations: Enclosed

HIMAYATHNAGAR BANJARA HILLS
Emargency 304
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Name Ms PHANI PRIYA UHID HNH-00016065

IP No IP26-00006623 Admission Date 22-06-2026

Blood Group: "B" Positive

Management: At admission on examination, her vitals were stable. She came
with complaint of lower abdominal pain (severe and continuous) following
MERPC. On examination Minimal bleeding PV noted associated with passage of
clots. She was started on conservative line of management with Analgesics.
She received 2 doses of Oral T. Misoprostol 200mcg (2 tabs) every 4th hourly.
Patient recovered well with this management at the time of discharge.

Advice:
1. Tab Misoprostol 400mcg at 8 pm (22.06.2026)
2. Tab Livogen once daily (7am) x 1 month
3. Tab Multivitamin once daily (2pm) x 1 month
4. T.Trapic MF SOS ( for pain/ Bleeding)
5. Tab Zofer 4mg SOS ( for vomiting)
6. RPOC scanon 1.07.2026

Review with Dr. Ramya Theja Kadiyala in OPD on 01.07.2026 at Rainbow

Children's Hospital with prior appointment (Review consultation will be
charged).

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

\

\
PatientLI/Attender

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

i .
Registrar/l\ist/ident/C. M.O

Consultant:

Dr. Kadiyala Ramya Theja
MBBS, DNB
[SMC/FMR/01458

2/2



. Rainbow Childrens Hospital-Himayatnagar

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

N\

Hospital  Brthegn TEL NO :040-48873000
pRalakow WEB : https://rainbowhospitals.in
ADMISSION SHEET
. . . NEEIIR T e

Registration Details :

Admission No : IP26-00006623 Admit Date :22-Jun-2026 Admit Time :11:12 AM UHID : HNH-00016065
Patient Details :

Patient Name : Ms PHANI PRIYA Age :27TYOM29D

Guardian : Mr YESWANTH DOB : 24-05-1999

Gender : Female Religion

Occupation : Martial Status

Address (H) . Ashok Nagar Hyderabad Telangana INDIA Phone No 1 9123594897

020 E-mail : PASIMPHANIPRIYA@GMAIL.COM

Mmission Details :

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

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr YESWANTH Relationship  : Guardian
Contact Address : Ashok Nagar Hyderabad Telangana INDIA ~ Phone No : 9123594897

500020
‘/Signﬁre

p.qctor Details :

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

Co-Consultant

Payment Details : Deposit Amount  : 15000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 22/06/2026 11:18 Printed By : 020635 Page 1 of 2
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T !‘!2 .5 m‘a)o!ntuau! [ Your Right to a Safe Defivery

\‘_‘_\ .
ACTIVITY RECORD FOR BILLING

Name|:

UHID No. : IPNo: Conmsultant: __ _ _ ___ Dept:_________

Date of Admission: e Time:__. . _ DateofDischarge:___ Time: __

Room|/ Bed No : Ward : Suggested Billable bed type: ___ __________

WARD TRANSFERS

Date Time From To Signafure of Nurse

L

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

i

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MED

—_—

CAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Pracedure Quantity Order No. Signature
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

vy 1
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i Chlders | BirthRight
i e BT
I.P. ADMISSION SHEET FOR @YNECOLOGY o
Date of Admission @ ......ccccoevevienenene "u"é[ﬂ" e Time of Admission : ................. ”‘A{Vu ....................
PIBETNES: ovssiiverirnimsvammabess <ssvs e s s sussmukinasisi o ssilfs ssb s ssaeasinsy ot know any drug allergies
PRESENTING COMPLAINTS : -rcnmsmm=messamamcmrsdonainmisnt srmme e amnsne soscbsresss soscinaainnie miss ]
E C{b . R{\h oBC\m (gl P rep Vh E
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Oxated mep ec

’\/O (ke 'SUC@

\. (@ Pam |
(ol 1 don % Milse o0 (W N
) N [ canbhiupl

o Qoved &y Lo oddiman - RO il _
7 E
MENSTRUAL HISTORY OBSTETRIC HISTORY v
Year of Marriage : € Mooy v Jd Parity : Pt -
Previous Periods : e Q-CJkCa . Mode of Delivery : =
LMP : [ 3/‘ T /2g Last Child Birth - -
Contraception: . '
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Docu. No. : RCH /FRM / CLINICAL / 086




HNH-00016085 1P26-00006623
Ms PHANI PRIYA

24-05-1009 27vo0 M 20D {F)
Dr. KADIYALA RAMYA T

mnnmmummmmumuu _ —

MEDICATION HISTORY: |

el 1 om
w\u |
L S S
7== INITIAL ASSESSMENT : <=« - - oo m e m e e e  ECLCTTTEEE :
Date 9 o[y 5 Breasts Local/Speculum Examination
AT w10t :
BMI {a3-\d tﬁ\m& @ T
B.P
Pallor ("D Bimanual Pelvic Examination
CVR 8.Q _,m Abdominal Examination .
Respiratory System %/ @S @ ele ’SQ(V
Thyroid (r:-‘

PROVISIONAL DIAGNOSIS : ’Pmm r wdG @/ WQ&PC / ({ [’\“*"“M&»w

INVESTIGATIONS ORDERED , PLAN OF MANAGEMENT
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Name of the Doctor : O Ranaya ! %!o Signature of Doctor@Q}F;f
Date & Time : l f)é C )am
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PROGRESS NOTES AND DOCTOR'S ORDER

Your Right to a Safe Delivery

ga;?me Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

D
&a';?me Progress Notes
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Ws PHAN! PRIYA

24-05-1009
KADIYALA RAMY

{P26-00008623
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RESULT SHEET
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Rainbow®
Children’s
Hospital

2 takes 4 lot ) treat the limla,

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Cellvery

Daté

Time

Hb |

PCY

RBG

WBC

N/

Plaielets

CRP

ESR

PCT

- RBS

Na|

K|

Gl

CajMg

Phosphate

Urea

Creatinine

ALP

SGPT

()

SGOT

T.Bill/Conj

T.PRrotein

S.Albumin

-S.Globulin

A/G Ratio

Uric Acid

S.Amylase

SriLipase

Blood Lactate

S.Cholesterol

PT/INR

ARTT

CSF Protein / Sugar

Cells

N/L

Docu. Ne. : RGH /FRM / CLINIGAL / 0138

(ET0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

hioed G_S)m)}? % Q’j?;_q_gt_ﬂ_\& P

Gutture and SEMSHIVIHES © i miniminmimmmamnsiss mrias s s s s e e e s sty

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

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

Radiology : U G & ettt ettt ettt ettt ettt et ettt ettt et ee et

DIHRED b coovancisutasamumaiams s oo cemsticin s S A X e R e B RN

Others (ECG, Contrast StUIES B1C.,) & . .vovreeeiccee et
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Ms PHANI PRIYA ’//é
 24-05-1909 21YOM29D  (F)
T Dr. KADIYALA RAMYA THEJA Rainbow® .

= AR SEITll i e

1t takes a lot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FO

_| Not known any Drug Allergies

Drug AlIBIGIES: ..ottt n e e

Medication Reconciliation will be done at the time of adiission 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)

SN FIORT: ocioisssiorisisssssresssnssmionseisisasmmmsssassast SOBOND. .. s
S (GENEm'gEaTﬁ:T::?\I;#:r EETI'EHS) (mg?:ﬁ:g) (PO, i:‘%ugi ) | FrEalEy D Tiks ?2’,’.’???.'33
1 JC COJDC
2 Oc 0nc

3 \ LIC 0IDC
4 \ LIC IDC
5 \ LJC OJDC
6 \ ¢ CJDC
f: \ ¢ OJDC
8 \ (Jc [JDC

9 \ [1C CIDC

10 \ Jc Obc

L * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : . }Z( ............................ CeNegiage i,
Date & Tl : ... 2 G.[zs@uﬂ,f;w

Nurse Name & Signature: ............... g.%ﬂ%m%
Date & Time : {7/—"{6 g‘?é @ L. B’G’ﬁm

Docu. No. : RCH/FRM/GENERAL/OQD




HNH-00016085 1P26-00006623
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2TYOM29D (F) a!n ow . = : -
or, KADIYALA RAMYA THEJA Children’s BlrthR'ght
ARSI Hospital _ | [ mesmammosms

DRUG CHART

Date of Admission: 7:”[6\1&3 ..... Drug AlIBIGIBS: ..ottt [1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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 must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

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

S0S / PRN (As Required Medication)

DRUG :

Datey

Dose

TiJ"ne
Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater

Dose

~

Tirvne
Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

A 4

Dose

Tirvne
Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




HNH.00016085
s PHANI PRIYA

(P28-00006623

2TYOM29D {F
RAMYA THEJA :I

"y

24051909

REGULAR PRESCRIPTIONS

Weight. .eooveeeeeeereene Ward. ..o |

DRUG:

Date

v

Dose Route | Frequency |Start Date

Ti['ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
'I"l;;ne

L

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doclor’s Endorsement by a Sign

DRUG :

v

Date

Time

Dose Route |Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

e
=l

Daily Doctor’s Endorsement by a Sign

DRUG :

T

Date

Time
v

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4




HNH-00016085 |P26-00006623
Mo PHALFRYA wyoumsp .
B VALA RANYA THAIA WRGHE, 5.z Ward. .....cooveeemennenns
0 AN A T _ ,
L Tiu’le I Nurs:ﬂ Iirs;Siu. l Nurse Sig. ] Nurse, Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr, Sign. Dr, Sign.
Name & Signature of the Doctor e . aad Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e ot o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I Nurs%Sm. I Nurse Sig. l Nurs:_S#g. l Nurse Sig.
Dose Dose Dose Dose
\ DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
; Route Start Date e . b pose
I Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Bose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ﬂ Additional Instructions: Dose i Bl Dose
E Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
) STAT / ONCE ONLY DRUGS
| Dosa
J - e ge & Other :
1 Date Time Medication kisthuiotiofia Route Signature Nurses
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Ms PHANI PRIYA
24-05-1909 2rYOM20D  (F) ez
HEJA g =
Dr. KADIYALA RAMYA T Ral-n bowo . . ) )
|||||||||\|||mnmm (il Children’s BirthRight
e Hospital BY RAINBOW HOSPITALS
I It takes & bl to traat the Hitle Your Right to a Safe Delivery
Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
Date |
Time 10 (1) ©) w|ua]12]1|2]3[as]6|7
RESP > 20
(write rate in
corresp. box)
Saturatioiis| 94 ‘91:0;)6% ] | |MocklaNaah - AN [ | ( [ | | | [ | [ [ | [ | |
Administered 0, (L/min.)
40
39
& 38
» = T -
- (2) 36
s =" S
< 35
170
160
150
140
130
x 120
2 110
= 100
s 50 y
80
70 S = — |80
s S
50 \
40
190
180
170
> 160
5 150
=1 140
ot = o
LA 924
& P LY 200 N A O
@ | i
= g 90
80
70
60
- 50
130
s 120
g_ 110
= 100
| E =
3 70 l‘L 0 .\’
& €0 J A Y. |
= 50
40
NEURO Alert | - = 1= T« [ 11 ] ) ]
RESPONSE “;“'ice
(1] Unres::nsive
URINE > 30
mils / hour <30
Proteinuria Prott_ain 1
Protein > + +
Lochia | He:\?;m::)ul
Liquor! CIeGa:e/et"lnk
TOTAL YELLOW SCORES Q. Y[ o o
TOTAL ORANGE SCORES % S (R o =
Nurse Initial Z “ Ex G
e &Y




tObstetrics and Gynaecology

Early Warning Signs

- N

Complete a Full

Set of MEOWS
Observations

- J

-

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
Y,
' N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
B in 30 minutes
. J
4 ' ™\

> 2 Yellow Alerts or > 2 Orari'ge Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

* The Modified Early Warning Score (MEOWS)

CO

OQ
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2081008 27Y0OM29D  (F) i Children’s & B|rthR|ght
DIYALA RAMYA THEJA Hos p ital . BY RAINBOW HOSPITALS
i ks i e

[ 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.

1806 o e PR TR

- Nature - . : e hiebitis | Sign.
Date | Time | i Route NG | Diarthoea | Vomit |Drainage | Uring | Piiebitis | /07

Mouth LV N.G [‘

08:00 am / o b |
09:00 am QoW P ! x
10:00 am v ¢
11:00 am o WY
12:00 pm o /
01:00 pm \
Total Intake : ,((O:} ) Total Output :

02:00 pm Mo M [
03:00 pm

04:00 pm A0 ¢ s
05:00 pm - N

06:00 pm fl

07:00 pm [\

Total Intake : x4\ 2 0) Total Qutput : )OSR\
08:00 pm\ ) !
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

T

-

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Pationt Sticker Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tttakes a kot to treat the fitla. Your Right to a Sate Dellvery

( FLUID CHART |

SheBt NO, & e

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

n s e Yot ,-.-;w B o Fes ﬁ’““"" ,; s R B 5, ;@'g zltgwill“i °KH“
L ’%3 ”ﬁf s mﬁ N intakes S o S WILL h:ﬂ%ﬁﬂml’“@? S wsie |5

g Thrombo- o
Date | Time | Nauwre Route NG | Diarthoea | Vomit |Drainage | Uring [ Phiebils | Slon

core | Nurse
Mouth A4 N.G

08:00am |

09:00 am

10:00.am |

11:00.am

12:00 pm

01:00 pm

Total Intake : Total Output: -

02:00 pm

03:00 pm

- 04:00.pm | = ' +

. 05:00 pm,

06:00 pm.

U7:i)0 pm

Total Intake: ! 7~ . *1/ Total Output :

08:00.pm |

09:00.pm

10:00.pm | :

11:00 pm

12:00am |

01:00.am.

Total Intake : Total Output :

02:00 am

03:00am |

04:00.am

05:00.am

06:00 am

07:00 am.

Total Intake : Total Gutput :

Total 24 hrs. Intake _ Total 24 hrs. Qutput

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




|

»

HNH-0001g0g5
:":GP:A NI PRIYA 1P26-00006623 "%
[ ’ 70 M 2! D R
| ainbow” : o i g
” M I,M””mmm Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | et
~—__ DAYA DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (CM) TTE)T N | M | E M T E [N Remarks
: No signs of phiebitis / R
1 IV site appears healthy Observe cannula 0 - D
One of the following signs is
2 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site WD NP
3 ;\;\éoeg];dtggtfoIIOW|ng Signs Early stage of phlebitis / 9
Pain at V site Redness heshe Dannva NSNS
b Signs are Medium stage of phiebitis /
4 | Pain along Path of cannula ?es':e Cat"““'a Consioer 3 O
Redness around Site Swelling vaaiiien ¢
R—r
ﬂgg;{l i;g ngvgéﬂgiség?s = Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4
Redness sriund Sie Re site Cannula Consider M
Swelling palpable Venous cord Treatment ’\@fg o
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | tvombophlebitis / 5
around Site Swelling palpable I(r:utlateltreatment Re site VAT
Venous cordpyrexia anmuia
Signature of the Nurse m}\ Q{r

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

Signature of Shift In Charge :
Signature : ............ @ e Name : .
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Signature of Ward In
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Patient Sticker Rain :'gw@’ . . 4w
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o g o3 5o Oty
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE/ACTION . “|SCORE W T f TN | m T E T E Remarks
. No signs of phiebitis /
1 IV site appears healthy Observe cannula | 0
One of the following signs is
2 evident : Possibly first signs of phiebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;ﬁ:;oe?’:dtgstfollowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannula
,:‘I}ig;;? ? following Signs are Medium stage of phlebitis /
4 | pain alo}lg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment -
All of the following. Signs are .
svident and Extengiveg: Advanced stage of phlehitllg or
5 | Pain along Path of cannula ]tqhe start of thrombophlebitis / 4
Redness around Site g site Cannula Consider
Sweliing paipable Venous cord | Ireatment
Alf of the following Signs arg
evident and Extensive : Pain Advanced stage of
& | aongPath of cannula Redness | trombophlebitis / 5
around Site Swelling palpable Initiate freatment Re site '
Venous cordpyrexia Cannula ’
Signaiure of the Nurse

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

Signature of Shift In Gharge :

SIGNAIUTE & e e enrssesnensesesrassnsens L T T T

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

Signature of Ward [h Charge :

SIGNAMUTE I ovveerresrernsrmessssnesessaresesassanemasens NAME & e seremeseesesesescnescessasnermesensaeseres
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Hospital . BY RAINBOW HOSPITALS
T takes & fot to treat the iRt Your Right to a Safe Delivery

Date :
Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \.f
without assistance. to completely turn self independently. independently. (/{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
PR Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : ; : : J i "
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

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. Slightiy 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.

e

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 maist, 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 siides 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 pasition|
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 half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Qccasionally 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
e < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 |

TOTAL SCORE

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

Evaluator's Name

Y




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
s Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heeis , Gel pads for high-risk areas
Use pressure redistribution surfaces Afternating pressure matt |
Manage moisture, friction and shear ermating pressuire mdtiress 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 _—
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matfress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
_ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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Hospital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form e e
Choose Highest Applicable Score from each Category ouee) Tine | I(’ [ 2% 09\ Fall Risk Grading
e[y | © B
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Lsvel Mors?'::l:lsl }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 Q O
2
IV / Heparin Lock or Saline :‘es u <0 20 Implement
. ' Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 .
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 Prevennqn
Intervention
Total Morse Fall Scale Score: 70 n Ao
Signature @ W

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
[J 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

[T 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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UM ARRTA A Hospital _ | () memmiosn:
PA'N AssEssM ENT FORM nw,hmmugm YDurRigM to a Safe Delivery
Pain’Stofe Modifying | Patient / Family - "
Date Time (0/10) Location Duration Acuity Character Eaclors Educated 'Intervenllon Sign
| 1 Continuous | C1 Acute () Sharp (1 Dull I Increasing | [ Yes N4
Py, [é [25 \oAm| © N5, [l Intermittent | [ Chronic ["JAching (1 Burning | (] Decreasing | I No o @}Qﬁ,
‘ [ Continuous | [ Acute 1 Sharp 1 Dull [ Increasing ] Yes
d ofo _ ‘ '
Q‘;\b\% 2 Y VO'%_' {2 Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No W »MD
[0 Continuous | [I Acute (7 Sharp (7 Dull ] Increasing [ Yes
[J Intermittent | [ Chronic [] Aching [ Burning | ] Decreasing | T No
[l Continuous | [1 Acute (7 Sharp [ Dull [ Increasing O] Yes
[J Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No
[l Continuous | [ Acute [ ] Sharp [ Dull L] Increasing ] Yes
[J Intermittent | ] Chronic [ Aching (] Burning | ] Decreasing | [ No
[ Continuous | [ Acute [] Sharp ] Dull [] Increasing [ Yes
] Intermittent | [J Chronic (] Aching [ Burning | ] Decreasing | [ No
[] Continuous | [] Acute (] Sharp [ Dull [ Increasing C1 Yes
] Intermittent | L[] Chronic (1 Aching [] Burning | (] Decreasing | [ No
1 Continuous | [] Acute ] Sharp (] Dull (1 Increasing L] Yes
(] Intermittent | ] Chronic 1 Aching (] Burning | [ Decreasing | [ No
[1 Continuous | [ Acute 1 Sharp (] Dull [ Increasing [ Yes
(1 Intermittent | 1 Chronic ] Aching ] Burning | [ Decreasing | [ No
] Continuous | [ Acute [] Sharp 1 Dull [ Increasing L] Yes
(] Intermittent | [ Chronic (] Aching (1 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:
b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a)  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Kumerica! Paln Scale {Obstelric and Gynecology)
| [ 1 1 ] ] 1 | |

No Hurt

2 3 4 5 § 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OO ®® @

Hurts Liitie Bit Hurts Litts More Even More Hurts Whole Lot Hurts Worst

‘ SCORING
CATEGORY
0 1 2 Vo
- ) i Occasional Grimace of Froln, Fréquintto coristant frown,
Face No Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
lLegs Normal Position or Relaxed Uneasy, restlass, tense :[ Kicking, or ags brawn o
| Laying guletly normal position, Squirming shifing back and .
Activity m‘,‘g 225;};” P foqnh'l tenga g Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sabs,
Cry No Cry (Awake or asleep) complaint _ frequent camplaints
- Reassured by occasional touching,
i Gontent, refaxed hugging, or being talked to, Dificutt to consols or comfort
Consolability t, distractible 1
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Gry with painful | Moans or crigs Appropriate ¢rying Not| Trritable or crying at | High-pitched or silent-
trritability stimull minimally with painful| imitable intervals consolable | continuous cry
stimull Inconsolable
Behavior State | No ardusaltoany | Arouses minimally to | Appropeiats for Restless, squirming | Arching, kcking constantly awake
stimull stimuli geslational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriale | Any pain expression | Any pain exprassion
Expression No expression with stimuli intermittent continual
Extremilies | No grasp reflex Waeak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fisls | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tens Body is tense
Vital Signs HR | No variabiity with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, BR Sa0, | stimuli variabitity from normal for from baseline baseling, $a0, less than or y
Hypoventilation or | baseline with stimuli | gestational age 8a0, 76-85% with | equal to 75% with stimufation -
apnea stimulation - quick | slow recovery Out of sync or
TeCOvery fighting ventilator
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It takes a Iot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

TrEatiNG I DOCION: o oscmaaniimmissiaiascimsisantssies Department: .........ccoevevevececeee Date of AAMISSION: ............corrrrreessrcns
Z | Diagnosis: ’ Any Infection: CIYes CINo [J Not Known
:g: Pa ;r) C’LLDd © NN If YES SPECITY: ...
& v & 8‘ »

% Area Q:‘y - 9,‘)—\(0‘_
3 Shift Time 1L =
£ | Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes ghlo [JYes w6 |0 Yes CINo | Yes T No | Yes ©INo | Yes T No
Tubes/Drains/Catheter: O Yes [No O Yes WG 01 Yes CINo |0 Yes CINo | Yes 0N |01 Yes T No
Vital Signs: Temp: | 0~ | g% F
- Res: | 44 20
"2 Sp02: al, qq " y
& Puse: | &4 O q9—
2 BP: 112 \67 oo\ by
Fall Risk Score: @) —
Pain Score: —_— —
Safety Needs: \[9}8 VU
- Physiotherapy | Yes W’D, Yes-Et‘Nf CYes CINo [COYes CONo | Yes CONo [ Yes T No
=
g Others Specify: —_ S
=
g Special Diet: |C1¥es BM"‘D Yes CiMNo[T Yes C1No | I Yes CINo |1 Yes C1No |1 Yes 0 No
E
§ Other Special Orders / Medications:
[= =
p\f)
Post Operative Procedure Special Orders:
Al ) P
Handed Over By Name :
Mowr | 100
Signature : M)L q
Date: NAPIURGA
Time: A W 8 \'U/
g 2P
Taken Over By Name : M
| L
Signature : /.P':': \KQD
Date: o\
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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Patient Sticker Children’s (L BirthRight
Ho spital . BY RAINEOW HOSPITALS
1t akes & kot T reat the ke, Your Right to a Safe Dellvary
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLO: ....cocccerireceeectreer e ercerrerenssnvasenenens Depariment: ......covcvvceenmennsesinesnnenes Date of ADTISSION; vvevvserceesreneerssssnes
=’ | Diagnosis: Any Infection: COYes CINo [3 Not Known
E ' V3| 1 YES SPBCITY: st esens
= s v
m .
2 | Area. ’ *
E Shift Time )
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: OVYes ETNO OYes ONo|OYes ONoiTDYes ONolOYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes ONo |O Yes ©No |0 Yes ©No |13 Yes ONo |0 Yes ONo |3 Yes ONo
Vital Signs: Temp:
- : Res: |
E Sp0,: |
@ Pulse:
2 BP: d A
Fall Risk Score: - ‘
Pain Score: - -
Safety Needs: !
o Physiotherapy |0 Yes CINo |0 Yes 0 No |1 Yes £1No |3 Yes ONo |DOYes ONo | Yes ONo
E—1
'-% QOthers Specify: - -
= <
= Special Diet: |0 Yes C'No |0 Yes ONo |0 Yes ©No |0 Yes C1No |0 Yes C1No {11 Yes O No
£ : :
& [Other Special Orders / Medications:
[+

Post Operative Pracedure Special Orders:
{

Handed Over By Name :

1 ¥

Signature:
Date: ’ .
Time:

Taken Over By Name : 3

Slgnature : .
Date:
Time:

Docu. No. : RGH /FRM/ CLINICAL / 097
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: NURSING CARE RECORD il L .*—“L—o:
Date: ..o
v | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [J Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ [*J Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [} Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications N AV OIS, SPECHY. 1 it T A R S T T T e T T
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g"g?g,,’;;}',‘g
_ . le pt
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Patient Sticker Children’s ‘Blrtthght
BY RAINBOW HOSPITALS

NURSING CARE RECORD li:l‘hlglslntelsuam!m Your Right to a Safa Delivery

D! e

J Maintain Airwéy and Cxygenation

[0 Relieve Pain & Discomfort

3 Maintain Fluid Balance

O Improve Activity Tolerance

[T Maintain Good Nutritional Status

[0 Maintain Skin Integrity

L]

b (1] Maintain Personal Hygieng [ Prevent infection O Meet Elimination Needs O Ensure Safety O Eary Ambulation Reducs Amdety O Patient & Family Education
S | [ identify Potential Complications LT ANY OIS, SPBCITY. . ouevieivmcvraeevenecsarseemensesesesmnesesesessassenensasasseseasncessesnsssasssssasssesessessmsassane

. . : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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