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BY RAINBOW HOSPITALS
Your Right to 8 Safe Delivery
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NG, ;%L i\,
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g_naded Syringes with Midazolam o g
Vecuronium and Flush) N-A
Ampoules of Adrenaline
Ventilator Tubing, (Any Water, Blood) | pa# o W
Humidification N vea |V
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Rainbow

Rainbow Children's Hospital - Guindy

| Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's _ l TEL NO :044-40122444
Hospital "”R'f i WEB : https://rainbowhospitals.in
ADMISSION SHEET
. ! . HUHCCONN O o
Registration Details :
Admission No : IP18-00036137 Admit Date : 22-Jun-2026 Admit Time : 08:57 PM UHID : GUC-00091617
Patient Details :
Patient Name : Mrs DIVYA DS Age $32Y9M19D
Guardian : MOHAMED SATHAM HUSSAIN boB : 03-09-1993
Gender : Female Religion
Occupation Martial Status
Address (H) : NO 19 H3 2ND FOLOOR Pippen apavk Phone No : 9084090797/ 9791984512
keer Keelakattalai Kanchipuram Tamil Nadu ; . g
INDIA 600117 E-mail ! no@gmail.com

Admission Details :

Contact Address -

NO 19 H3 2ND FOLOOR Pippen apavk Phone No

keer Keelakattalai Kanchipuram Tamil Naduy

Bed Type : MICU Bed No :MICU 805 Ward Name : 8F-OT COMPLEX
Room No : MICU 805 Admission Type : First Visit

Contact Details :

Name : MOHAMED SATHAM HUSSAIN Relationship : Husband

INDIA 600117
< g4
Signature
_’-\
Loctor Details :
Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor . Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : (.00
Payment Mode : Cash Payor Name © SELFPAY
Printed Date / Time : 22/06/2026 20:57 Printed By : 015040 Page 1 of 2
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Rainbow Children's Hospital - Guindy

: &
Rai_n bow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444

Hospital WEB : https://rainbowhospitals.in

BirthRight

Rainbow

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs DIVYA DS Age : 32Y9M19D
IP No: IP18-00036137 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 805

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

Patient, be deemed advisable or necessary.

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

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

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

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

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

Note:

1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

clgmsance. In case of failipg the spbmission, | will pay 200/- Rs.
(FooCaivers Signature:.q_..q:r ) )

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

Signature of PatienURelative:Q,@ ~W

MobameED  SHTuas) Buggdiw

Name: Patient Address:

Relationship: \WQR O~ NO 19 H3 2ND FOLOOR Pippen
s { . apavk keer Keelakattalai Kanchipuram

Date: Dm[p&-_, NAS rima: O B X Q"\ Tamil Nadu INDIA 600117

Wittness Name: (T)\CLW QJQJ -

Wittness Signature: ¢ L \/P/_‘

Printed Date / Time : 22/06/2026 20:57 Printed By : 015040 Page 2 of 2
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BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day,

Room Rent inclusive of Bed. Nursing. Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5,000/ Bed Charges which was effective from 18.07.2022 as per the GST
Council,

As per the G.O.I. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

If" the Surgery/ Procedures performed in emergency hours (8PM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

Asst, Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases,

[n our hospital there is "No Discounts Policy", Kindly co-operate.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures ete, from

the date of admission will be charged according to the higher category.

If the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy,

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved. which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage,

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis, Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

| Patient Name : fj g 0 e ©Q UHID Number : g e \7 j

- sdenend_am—EW H_# Me day B i l‘gelarion g NR R Ay
- 4 " \ :db T Ir‘."{] :
Self/ Attendant Signature : Name & Signature of Fipancial nselor
Phone Number . ?) - E)__e!! o
(E - |
e ) . g NN e Y
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MEDICATION RECONCILIATION FORM

T L ——————— 2 ot 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: gt the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: = %lm*’ .............................. NTORT I T 0 | 2 R T——
$he (azusmfgﬂ%%%#ﬂ Emsns) | (m[;?:iu] (PO, ?i%l.j?c, jv) | FREQUENGY 'ﬁ‘:ﬂ;']#ﬁ | ?‘;’*ﬁgﬁg&*
1 gc 0Onc
2 Qc Ooc

3 oc O ;J—
4| Oc Ooc
5 Ooc Onc
6 ¢ Ooc
7 Q¢ Ooc
8 Oc gdoc
9 QOc [OncC
10 ¢ Ooe

* 0- Continue, DC - Discontinue
MEDichTIDN HISTORY RECORDED / VERIFIED BY

DOCtOr NAME & SIGNAIUIE : cocovvvversssessssssemsssmssssssssssssssss s
TR0 L1 E————————EEU
NUFSE NAME & SIGNALUTE: .vcvuumsrsarmsismssssssssssssssssssssssssass s
TR [ F————E R
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MEDICATION RECONCILIATION FORM

T ———————_ ot 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)

SHftinG FIOM evvrcrnsrse e AN
S:No (ammﬁﬁﬂ%#g LETTERS) (mT:Ecu) lPO.:%l.r'i‘%. v) | FREQUENCY L Tine ﬁ'ﬁgﬂﬂg
| o . TYRONORM | g6my| po | 0D ¢ Doe
2 | Tl . DMDR VG ESTER onk lofvi J_Po ) &¢ Ooc
i Cﬂp HOP (R 2004y 300ny Upo BD 6 oo
4 Tado UDJLIV S0ng #0 &y o oo
5 Cﬂf (AnsS OFT @ \CQF 'PV Ms E]G/DDC
6 oc Ooc
t oc ooc
6 oc ooc
8 oc oonc
10 - Oc Onc

MEDICATION HISTORY RECORD

Doctor Name & Signature : .../

* C- Continue, DC - Discontinue
} 2 3’) \FDAWJW&LM ‘
I@

Date & TIME : .ccocnee ‘ é "1(’ 0\’

Nurse Name & Signature: .. Mﬂ.&—’mt
Date & Time : &&\b\&@ ol ‘# 42 Y ———
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MEDICATION RECONCILIATION FORM

DIUQ AUBTGIES: ovvvevuresssssssssmsmssmsnssssmsssssssissssssssssssssssssssssesssssssssssses E17t 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)

SRIFtING FIOM: wevvvvererrrsessssssss T resisssnnrrssssisnsnssson Shifted t0: ........... (TLLERL 2 orrenanesrommesmssisiiinid
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
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|
Doctor Name & Signature : ...«
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Nurse Name & Signature: &blw(pw@w}(
Date & Time : 21.519}190{30&‘
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VERIFIED BY : Name

Date of Admission: &&\b\éj’ Drug ABRIGIBS: «viviiviv it i whetin s b}ﬂot/kn;wn any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after 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, 2 new supplement can be kept within this
drug sheet folder. |
NURSES -  Nurses must follow strictly the FIVE RIGHTS hofom 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.
SOS / PRN (As Required Medication)
DRUG : _ %E—;‘;{
Dose Route | Frequency |Start Datef

Doctor's Signature: | Valid Period| Pharm.

Additional Instructions:
DRUG : 1-;@”“&
Dose y

Route | Frequency |Start Dateﬂ

Doctor's Signature | Valid Period| Pharm.

: | Additional Instructions:

Date
ﬁ'ne

Dose

Route | Frequency |Start Datef

Doctor's Signature | Valid Period| Pharm.

|Additional Instructions:
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{1 infusion, mention mi/hr = Micg/kg/min. etc)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
22\6)9% Tme | 8]olwo|nn|2[1]2]3][a]s5]|6]7 olwo|ufiz)1|2]3]|(@Ds]s]7

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37
36
35
<35

I _ 170
= 160
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120
110
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50 ~ AW
30 o : G
770 ./
60
50
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130 &
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20

~ :
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50
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70
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RESPONSE Volce
(V] Pain

“Unresponsive
URINE | > 30 ‘/‘!
mls { hour <30
Protein > + +
Lachia Normal )
Heavy / Foul
2

Clear / Pink
Green

RESP
(write rate in
corresp. box)

"
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o

3 dwap
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+
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TOTAL YELLOW SCORES A ) 0
TOTAL ORANGE SCORES g ) i
Nurse Initial
lurse Initial oA
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Early Warning Observation Score Chart - Obstetrics

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

Output

IV Site
Thrombo-

2allok

Time Nature

of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

phiabitis
Score

Sign.
Nt

‘| Mouth

LV N.G

08:00 am

09:00 am_

10:00 am

11:00am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

+08:00 pm

08:00 pm

c?&:{lrfuu ;\ﬂ

10:00 pm

| U

11:00pm | oS

15om

12:00am

200

Ab

01:00 am

8P

Total Intake : Q5©

Total Output : 2

(eX)

02:00 am

\ 0300 am

| | 04:00 am

06:00 am

An
AD
o
YA

06:00 am

L

\265 w

Ol v |z oL

| 07:00am |

r

(o8]

Total Intake : 9 _%© »-&

25

-—

Total OQutput: <O

N
By

|
|

Total 24 hrs. Intake

_Soo'rv\. !
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1. All measurements inml,
2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

3| b\ 20 ] Intake Output e
Date I Time | Nature Routs NG | Diarrhoea | Vomit | Drainage | yrine |
| Mouth | o1V | NG | =
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It takes a lok to treat the lithe. Your Right to a Safe Delivery

Children’s .BirthRight"

[ PHLEB'TIS ASSESSMENT )u:onsultant PP T T

Wy

e Sex:OMOF

A

/
C/ "{INULA 1 CANNULA 2
Date: 2 ?:»\ b\l‘b Time: oY) Date : Time:
Location: fefq C%,li‘, i Location :
size: | Y - Size :
Cannula inserted by : ¢ 3 I\, &0’\\'1@9\ Cannula inserted by :
Date | Time |Phlebitis |Infiltration m:::_'::i:gm Sign Date | Time |Phlebitis |infiltration In:mon Sign

OYes ONo | OYes ONo

2 b y\| OYes Cio| OYes ONo g%z
X Q N~ OYes OFfo | OYes CXG|

OYes ONo | OYes ONo

|\ odRT|aves pofBes T Dl ¢

OYes ONo| OYes ONo

OYes ONo| OYes ONo

OYes 26 | OYes Do
|

OYes ONo| OYes ONo

OYes D.Nﬁ’fﬂ%.s M’Oh(#‘; Lf'y
[

Yes CINo | OYes ONo

“'M OYesNo | OYes 26
t_pp OYeeTiNo | OYes B . 4

[OYes [INo | OYes ONo

4 MiYes NG | OYes TNo| 1)) 2, 1 P {e—

OYes ONo| OYes ONo

[Yes ONo | OYes ONo

]
)U’Wlﬂm OYes 2o | OYes B0 pnsi| Pl
‘W | 7" |Oes 26| Oves 20| A 5€ Ple

[Yes ONo | OYes ONo

OYes CINo | OYes ONo

ClYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

OlYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo | OYes ONo

[OYes ONo |OYes ONo

DOYes ONo| OYes ONo

OYes ONo | OYes ONo

CIYes ONo| OYes CNo

OYes ONo | OYes ONo

[Yes CONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes CINo

CiYes ONo| OYes ONo

[OYes ONo | OYes ONo

OYes ONo| OYes ONo

OYes ONo | OYes CONo

OYes ONo| OYes ONo

OYes ONo | OYes ONo

OYes ONo| OYes ONo

Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo DOINA if Yes specify-
Phlebitis score:

Cannula removed : OYes ONo, if yes date and time :

RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.

# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

Doc. No. : RCH/ GDY / FRM / CLINICAL / 137
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LPHLEBITIS ASSESSMENT AND MANAGEMENT RECORDj X

CANNULA 3 CANNULA 4
Date ; Time; Date : Time: )
Location : Location
Size ; Size :
Cannula inserted by Cannula inserted by :
Date | Time [Phiebitis Infiltration Inm:ﬂgm Sign Date | Time |Phiebitis [infi 0{1 Nursing Sign
OYes ONo | CiYes CONo OYes CINo CYes ONo
OYes ONo | CiYes ONo OYes ONo| OYes ONo| |
DOYes ONo | OYes CINo OYes ONo| OYes ONo
OYes OINo | OYes CINo “ | A ONo | Vs ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes CINo
OYes ONo | (Yes CNo OYes ONo| OYes ONg
OYes CNo | CiYes ONo ™" [aves ONo| Oves oo i
OYes ONo | OYes ONo ClYes ONo{ OYes ONo :
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes CNo | OYes ONo OYes ONo) OYes ONo|
OYes ONo | OYes ONo " | OYes CINo| OYes ONo
OYes ONo | OYes ONo i |OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | O0Yes ONo OYes ONo| OYes CINg
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes COINo
OYes ONo | OYes [INo OYes ONo | OYes CINo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes CiNo
OYes ONo | OYes CNo OYes ONo| OYes CONo
: Cannula removed : OYes ONo, if yes date and time - Cannula removed : OYes ONo, if yes date and time
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : CYes ONo CNA If Yes specify-
Phlebitis score; Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion,
¥ Every 4 hours if only on IV medication.
[ V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the followingis | ALL of the followingis | ALL of the foluwing is
evident: evident: evident: evident and extensive: | evident and extensive:
* Slight pain near I.V. | # Pain near 1.\, Site | % Pain along path of % Pain along path of | % Pain along path of
site or slight redness | % Erythema cannula # Erythema | cannula # Erythema | cannula ¥ Erythema
near L.V site # Induration # Induration # Induration * Induration
@ Pelosble vancis coidl & Pebeble vencie cerd
 OBSERVE CANNULA | OBSERVE CANNULA Sl TEMOVE %@%ﬂ %E%Wm Eﬁ%ﬁ?ﬁmé \J




R e e o o e —— =

GUC-00091617 P18 Y
000361
Mirs DIVYA ps 7

03-09-1993 32Y9am19p {F) ﬂ)

C i

\

® o3
Childron's ‘BirthRight’

. Hospital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Kokt e e e
¥ I >
Date / Time | 92\b\ Vot .
Choose Highest Applicable Score from each Category { 9 \ ‘], "-J Qb 2 6] \ Fall Risk Grading
Score / a0
-—-—ﬂo
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o o 6 Risk Level Murs? ’::g )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o O ®
Furni 30
| urniture Low Risk 0-24 gtandﬁ{_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 0 (@) ()
Yes 20
IV / Heparin Lock or Saline Ne 20 pP Implement
0 L5 S : (9) Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevem]c_ln
_ Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 0 @) O Implement High
Forgets limitations 15 — Risk Fall
SRS 0 ’:nted 0 own abil 0 ron sk = Prevention
. fy O - . Intervention
Total Morse Fall Scale Score: s 20 9.0
Signature M‘U\! i f‘/
/
&
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
O Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J Use safety straps on stretchers and wheelchairs while fransporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Rainag Children’s | @ BirthRight
# m ’ e = Hospital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Kokt e e SRS S
b »
5 PN
_ _ Date / Time My . .
Choose Highest Applicable Score from each Category Score To Fall Risk Grading
History of Falling Yes 25 A
(immediately or w/in 3 months) No 0 v ) Risk Level Mors?r::g)Suore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 D) 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 " Precaution
None /Bed Rest /Nurse Assist 0 (& v
Yes 20 K
IV / Heparin Lock or Saline . i 20 A Implement
g o Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /0n Bed Rest immobile 0 B 9, briplemant High
Forgets limitations 15 Hiah Ri Risk Fall
M Statu o) igh Risk =51 ;
Bial Slans Oriented to own ability 0 0 v Preventhn
s Intervention
Total Morse Fall Scale Score: 9,0 &
Signature 'F Ep};w k”’\/
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
0O Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
[0 Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [J Initiate constant observation by healthcare provider as appropriate to patient's needs
Docu. No. : RCH /FRM / CLINICAL / 006

.







GUC-00091617
Mrs DIVYA Ds
03-09-1993

Or. MATHANGI RAJAGOPALAN

QLTI

1P18-00036137

32Y9M19D  (F)

RADEN 'Q' SCALE

sﬂ\“
Rainbow” . o v
Children’s BirthRight
_-,.,*Qm_umnm_i ﬂ-»u_“ﬂd”._on.a”ﬂ”
R
Date : — | TV m L
Time : ﬁﬂ o36hbl p W b

1. Completely immobile: 2. Very limited: 3. Slightiy limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasiona slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (~ ¢ _(w
without assistance. to completely turn self independently. independently. { S
2. Chairfast : 3. Walks occasionally: 4. All patients 100 young fo ambulate; |
Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
mﬁﬁﬁﬂ%ﬂ% mm:-_:ma«.—o.ua non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a W W
and/or must be assisted into chalr o assistance. Spends majority of each day and inside room at least once every W
wheelchair." shift in bed or chair. 2 hours during walking hours. - J\/\
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment: '
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
. or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensary Perception diminished level of consclousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
1o feel pain, or discomfort in one or
two extremities.

discomfort.

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonally mols!: 4. Rarely moist:
1o which Skin Is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every tinen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours. 4 h— PA
patient is moved or turned. X
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: !
Friction . Occurs when | Spasticity, contracture, itching, or Requires moderate to maximum Maves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sulficient
Sheor Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely F“
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| ~ during move. Maintains good position 4 k‘ Pﬁ
surface slide across repositioning with maximum assistance. | in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down. ]
1. Very Poor: 2. Inadequate: 3, Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or [Vs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| ~most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more ﬁﬂ
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. @ \
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. d
servings or meat or dairy products only 3 servings of meat or dairy but will usually take 2 supplement if Does not require supplementation. &
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
“?N:aane nhﬂwsiwa_ 2. Compromised: 3. Adequate: 4. Excellent:
tensive ( < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - :
ﬂﬁ%“qmmﬁam“ﬂ_.. A < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zﬂmﬂoﬂgmqﬂwﬂ&%n: u_nh._aaqwa_.___ Q
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/dI; capillary refill may be > 95%; normal hgb; capiliary o;
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23

Docu. No. : RCH /FRM / CLINICAL / 119
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R e e e LR L |

e -’-"-—’—-.—_
i . If; Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
@ Regular Turning Schedule ¢ )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Altemating pressurs mattress overla
® Manage moisture, friction and shear ap y
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients -~ g
13-14 . Moderate Risk et ) p o Gel pads for high-risk areas
w* a -
osition patient at 30 degree lateral incline using foam wedges Altafhaing essure matess ovs riay
® 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 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 overlay
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I i .
I =
. immobile: 2. Very limited: 3. Slightly limited: 4. Mo Emitations:
Mobiity Does not make even slight changes- |  Makes occasional sfight changes in Makes frequent through sfight Makes major and frequent changes in
in body or extremity position body or extremity position but unable |  changes in.body or extremity position position without assistance.
without assistance. to completely tum self independently. independently. :
. 2. Chairfast: - 1mm ;ﬂ“hmhm
; Ability to walk severely limited or Walks occasionally during day, but for walks froquently:
“Activity Thedegree | 1. Bodiant : mrzumcam'gwownmlqm very short distances, with or without |  Walks outside the room at least twice a
of physical actvity’ Confined to bed and/or must be assisted into chair or assistance. Spends majority of each day and Inside room at least once every
) . wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Compietely limited: 2. Very limited: 3. Stightly limited: 4, No impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restiessness; OR, has or need to be turned; OR, has soma abifity to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomiort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. fwo extremities.
; 1. Constantly moist: 2, Very moist: 3. Occasionally moist: 4. Rarely moist:
Mﬁm“hg?m Skin is kept moist almost constantly |  Skin is often, but not always, moist. Skin s occasionally moist, requiring Skin is usually dry, routine diaper
m"h"" " by perspiration, urine, drainage, etc. | Linen must be changed at leastevery | linen change every 12 hours, changes; linen only requires changing
L, . m:;':: v 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 Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscla strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a.complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake patiern

than half of any food offered.

generally eats only about half of any

(meat, dairy products) each day.

servings of mean and dairy products.

Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorty. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4E n
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive axygen saturation may :

‘I‘:ssau:g::;fauﬁsniann & <40 in a newborn) or the patiént be < 95%; hemoglobin may be ' be < 95%: hemoglobin may be Normotensive, oxygen saturation
does not physiologically tolerate <10 mg/dk; capiliary refill may be < 10 mo/di; capillary refill may be >95%; normal hgb; capiltary refill
position changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Not al Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119
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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 occupation therapy referral for advice
Regular Turning Schedule _ )
« Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels _ Gel pads for high-risk areas
Use pressure redistribution surfaces ) atire
Manage moisture, friction and shear Aterating pressure s
+ 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 =y »
13-14 Moderate Risk N ——— ; Gel pads for high-risk areas
sition patient a egree incline using foam wedges Aonistig peossiNe. I
Follow the same protocol as for “Moderate Risk” Patients Higt: 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 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

Alternating pressure mattress overlay




261/ TWOINMD / WH4/ HOY -ON'1300
(01d)

“uonUaLRIA j0MRJ Ued SR EanUAL 09 - OE UM (P ‘vogusassps Gumaas-ued ued o Jotd - (2
sinoy p kana uadl  (Q SInoy p 15 040 J0g SOy Z ssma seanly (2
ied a/aA3S m juaged URd JWORP Y SKaged ‘swaged Gns-1s0d 104 2
“swoned pazyeydsoy e sof s;oy wba a3 'L
oNO |Buseansg O | Gunng O Bumoy D | wond O | wapuuay O
sap [0 | Buiseasnu O maQO deysO anoy 7 | snonuguoy O
oND |bwseansg O | buwng O Bumgoy D | Womd O | wepuuaw O
sa |busean 0| waO deysO anoy [ | snonugued I
~pQ Bursearsaq [ | bunung O Bumoy O auon) O | wapuuaw O | Q:a S«@ .34)4
- et
u\% —~ N XM‘M buseanu O | waO deysO anoy [ | snonugue) O
L oN[) |Buseanaq O | Guwng O Gumoy O awox [J | wamuuay O ¢
@Wﬁ@& =N sy |owmou 0| WOD . dmsO| VO | sommog O | @@ e e
= oND |buseansq O | buwng O buoyD [ WOMO D) | wawwssw O | —
m&m\mﬁ )M orer | | won emso| o | sowmog o | VN | 0 Wi | elat
: T oD | useana 0 | buwmg O SuwoyDr | svoro 0 | wemwam 0] oy | 900 S .%//&o
, TN Qﬂ\m buseanw [0 | a0 deys O oy [ | snonupuod (] _ A i,
@) |
La#lo | / nD | ouseaea O | bung O booyD | wong O | wemusaws 0 | ) ) _\o g | oﬂiﬂd
_ T3 o —®O |Guseou 0| g0 deusO anoy (3 | snonupuog O |
S oNDy |Buseaeq O | buwng O Bupoy I | woMI O | wemwswi O 19 NO wl 8 &%?&A
\%M N T [buswouO | woO dessD anoy O | snonuguoed O
it oN) |Ouseansq O | Guwng O Buyoy O | Wox OO | wapwsaw O - | oo WO %/ﬂ4..m
T \@ N s |fuseaoup| woO degO|  awovO | sonuguod O
. [ oNQ |Buseaneq O | buwng O GuwoyD | WON) O | emunaw O - | fo wib R
E,_e\mui \tr7 KeaY s |ouwewup| woD desO|  amyD | snonguod O
ubys wopuansaiey | o B et 1aj3ese4) kynay woneng | wopeson [ OO | ouy | o
= g | WHOd INIWSSISSY Nivd g%%%%w 3
s .ua1ppyd a9V Ce0r-60%
MOHWNE @ | > oquiey
w




°

PAIN ASSESSMENT TOOLS

—_—
-

5
T

® @

Woag - Baker (Pedistrics) Abeve 7 Years

@@@@

I'h‘!l..ﬁl Eﬂl’! mmu

of

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

SCORING
CATEGORY
L] 1 2
) Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particutar expression or smile withdraw, Disoriented quivering chin, cleached jaw
Legs Normal Posiion or Relaxed Uneasy. restless, lense Kicking, or legs brawn up
L ity normal ion, frmi itting back and )
oo [, ] S ey | wees oo o,
Moans occasional ) of sobs.
6 HoCry (Awake o sep) M e ehirgec s e
Reassured by occasional ouching: 4
Consoabity Conte. . relaxed Gh:!m or being talked to, Difficuft 1o console or comfort
- Nesaatal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment ~ Sedatisn Kermal « Pain / Agitntien
Criteria
2 -1 ] 1 2
Crying No Cry with painfid | Moans or cries mmmnqm«mu High-pliched or slent-
Irvitabllity stimui minimally with painful| irritable intervais consolable | contimuous ery
simuti Inconsolzble
Beharier State | Noarusaltoany | Arouses minkmally 10 | Approprists for Restiess, squimiing Arhi, Kkigconsaty ke
stimuil stimuii ’ gestational age Puwakens Trequenty
No spontaneous Lkile sportaneous mmzm
movement ‘movement (ot sedated)
Facisl Mouth Is lax Minimal expression | Relaxed Apprepriale | Any pain Sxpression | Any pain expression
Expression | po expression with sEmui ; intermitent continual
Exiremiies | Mo grasp reflex Viesk prasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone " | Normal Tone or finger splay splay
- Bodyisnettense | Body s tense
Viial Signs HR | No vadability wih | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, B 330, | stimus variabiity from normal for from bassfine baseline, Sa0, less than or
Hypoventilationor | basefine with stimuii | gestational age Sa0, 6-85% with | equalto 75% with stimutation -
apnea stimutation - quick | siow recovery Out of sync or
recovery fighting ventilator
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INTERUISGIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s BirthRight
Hospital BY RAINGOW HOSPITALS
T Eaites & kot T et the e, Your Right to & Safe Delivery
Part - 1. _ .
Patient's / Learner Language: .. VTCLW"U  Patient / Learner Literacy: | | Wite “~Speak  Wilingness to Learn: Yos~ N Healthcare Literacy:  YeS] ~ Na=—
|dentified Educatjon Needs: 10. Fall Risk Education
1 %u»{‘ 1 Plan §. Discharge Medication 11. Safe use of Medical Equipment / Impiantable Devices
D 3. Pain Management 7. Infection Contro! Measures Safety
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, efects/ side effect interactions) 9. Nutrion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part Il
Date Tme | GNesd Information Taught - : — Comments | D5y /
Lﬂ-h_( Person Taught Barriers Teaching Tools | lo owu}:n Understanding -
o ecluconion ((jfum—s{) b0 N
b [ [P He Quated prewst - [\Lartma nowe | Jooel | - &
Q UPO csz—mm.s Vst
= Q:Q [ nfesan cal;-.oui— | CD)
\o [ | LR il o | et 0 he | Y& w T |
P P |
Part-lli: CODES
Who was taught: ent F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
!'&oLt_;ms_amsts 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficufties 13. Cultural/Religion Practice
2. Physical impairment 5. Educational Level 8. Responsibifities at Home 11. Beliefs and Values 14, Others (Specity ...
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration V. Vido Q-0 P Printed
s to overcome harrier/s:
3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cuttural / Religion Preference
Understanding: Waﬂzas Understanding 2. DemonshatesUnderstanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187






GUC-00091817 IP18-00036137
Mrs DIVYA DS
Or, MATHANGI RAIAGOPALAN X ®
I Ghildrar's | Wy yaree s
OPERATION NOTES
Surgeon:  Dp. ta bhaing Asst. Surgeon : DR . EAWEMN [De. QWTUN
Anesthetist :

DR muitead] DR puige

OT Nurse: §/n. OU-L.ﬂa.

Pre-Operative Diagnosis:

LHop

CERLVIX.

(Cex lengtu - -

Surgical Procedure :

CERVILAL EnNCIRCLALE -

Weight : (’34 3 f,r_;[ ‘

pate: 23/6 /> ¢ |

Start Time: 4 . 3y, | EndTime: | pm

Post Operative Diagn%)sis:

Peri-Operative Complications:

Operation Notes: o {#p _?.qu bnotbtieia  potient in dorea]
Findings: ﬁ\fvvo*mn;? pwt’w Lo cod bawH b;\flvdc’d cnd  Avoped .
PMW Vafined  hau "‘-*lpﬂrr/:fq&c{ 'w?m CGimg anwh._lm
Bndenor  Gmd postenior Lp o} coani hod U‘f?f;\ prUg
blsive _fiteips
Pindingg — L hot Celwix

Procedure Notes: ¢_—-————Q‘

o b{}v‘-g;ipf’ wmarmboone nored |

Mc Donadd 't

MRALA e *f'a-{_;c

Chted, e C/‘"YW-’W{MM NI
\ Jd

FM@w’[a.t

cnd  Enrt PLWJ»A %'gw/

MU‘-Q' ’

Cogh e alotzion dAowne

.!frrm'\n Owty Wp 07 ctawiy,
0 eefed WA rrcumaF vpc,wf Ne R dive Plv  hoted
M e ad o} pwu_w ¢~ uskenn  coomy eptplv .

IVE dove D Mkt Encineloge |, FrIS

Amount of Blood Loss:

—

Blood Transfused (in ML)

-_—

Name and Number of Surgical Specimen sent for examination:

Doc. No. : RCH/ FRM / CLINICAL / 089
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Rainbow®

e Children's | @ BirthRight
Hospital . BY RAINSOW HOSPITALS
It takes 3 lat Lo treat the litte, Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

MHoni e

= NPO X 4 hopsce

Wound Care: - T4t @ j2tvut {}WME

B ‘I*j Supacer l-ta In Qtsk (1 move doge ),

A n—\[hnl\_&-fﬂ-gr Fal
TN T 15}

ft =y

Pt
L=

Drain /Special Lines/Catheters:
- % ﬁmwopm%mycfowza po (o7,

- T PAratEpmol 'a gD | s

Special Patient Positioning and Requirements:
-~ ¢ ~CulenN E,OQIV}S Po (o

~ 7 pupwARION torme fo (o7,

Nutritional Instructions;
: }»1 ehpic r(f.j T (emwae ds)

- CRD Al 40m.

When to Start Mobilization:
= Mlharge  domernow.

- Cansof] cL @ night x (D daye

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes ONo

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: Sble‘Vlo. ................. S

%«'
Signature of the Surgeon:\.................. 5§

Date & Time: ......... “!M’\%%’ .....................................
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Rain b‘ow"' ® C e
PRE - GPERATIVE CHECK LIST ggggg%;j g{tﬂ?{g{‘:
22 ] b J W2
Patient’s Name : Hp’b .QQLU lf H A 9”% Gander Om e
Blood Group .. -F o, UHID GILH NT 3\13 ’7-
Planned Surgery : HMLR.DM\,@R% ,&P_ ...... l'T" 9‘\%%
Anesthetist Date & Time of Opeation <2, . )’L«b?xﬂsa(u\
Tick Appropriate Boxes q-3©hAw
To be filled by Nurse Incharge / Senior Nurse :
$.No INSTRUCTIONS YES | NO | NA
1| wegnchesetadmorde? T LOT ) by 3ER [ 0| O
; Is the patient fasting for over 6 hours Pre-Operatively? - SHOlO
3, Check Pre-OP Investigations & Results (CBR, Blood Group, BT, CT.PT/APTT, | &1 | O | O
Viral Screening, CXR etc) available before starting the procedure
. | Enemagiven/Bowel Preparation O|&10
5 Remove all omaments, etc and sterile gown given o1o( g
6 Is Blood arranged as required? Oo|8ra
7. | 1 Blood has been ordered - is Blood bag ready? Ol&10
8 IV Cannula to be placed / V fiulds if Indicated A0 g
9 Pre Anesthetic consultation with anesthesiologist O | O
10. |  Pre Medications Given? (Sedatives / etc) oI Og
11.|  Skin Preparation 7TOo|0
12.|  Site s marked O 0|7
| e ety o ot s oty oo| o
14. |  Implants are avallable O|0 |8
15.|  Equipmentis avaialble 7T i O /|:|
16. | Other (t any) o|e| o

TE: if any of above is ticked “NO” Discuss with the registrar / consultant immediately

“_..ing Clearance taken \
N
Billing Executive Name : Nurse In-Charge Namesn.i=") \%\\k ...............
Billing Executive Signature : ....fe=) \'\_ ........................ Signature of Nurse In-Charge ~
Date & Time ; Date & Time Q.&l L. J'Ln% S {{{)«m

Doc. No. : RCH/ FRM / CLINICAL / 107
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INFORMED CONSENT FOR SURGERY AT ® E:..’.F.!,‘.ﬁ',%':}
R DI il

Your Wight 1o 8 Sae Detry
PahentName(MM@/MW Gender: O Male ELFA Aga\qu;W

UHID Nd': Date : ?2/{7/7’6
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. \

s dNAMO O tho Palienh)

sanne

| 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 likelihood of success or cutcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered tomy satisfaction priorto signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and aiso about the reasonable afternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of notreceiving 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. - . . it

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

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

My signature on this form indicates that

1. | haveread 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. |have had achanceto ask my surgeon questions.

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

5

. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ProCedure: ............cc..wmmesessassnnees s
Consentee: Patient Attendant : )
Signature : ﬁﬁww Signature : (l\l,?'ul/\ e
Name : ... Do D1 Name : rEM bL'M{A f@ e BAsaih
Date & Time : %15)&5 Relationship with Patient: H%M\CE
Date & Time : B\ A
o Doctor (who s taking <
SIGNALUIE © ...ovcnierinsiismrinsesssssessssssssssssnsssasssssissns RS ).\ I

DRI & TIDIB L. comsecusmsosennenmasns RSBt RO SeTTT daibrs Date & Time - q,L / & }%{q (7 ‘A/\

Docu. No. : RCH /FRM / CLINICAL / 027
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CONENTFORM IR MAESTHESA iR et

JAINBOW HOSPITALS
+widr Right to a Safe Delivery

Pafiem NAME & voovvnrrenresrisssssssessssnssesssesssessessssssssrsssssssesssessssssersss AE 1 wonmnernnnennenns GENAEr : Male O Female O
UHID NO: ............ cicerinseresseseneess SUTGRON NAME: 1ovvvervenrirrenrens
Anaesthesiologist : . mg n QM .. Operative procedure planned : . "WO', Sh. ?t-f‘

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware 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.

[ Heart disease [ Hypertension [ Diabetes mellitus [ Renalfailure
[ Hepatic disorders [ Shock I Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease [ Others::......... H\N-“hhu ...... f,[ t‘aAnﬁJn kg

« Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( CJ_Regional / O General Anesthesia / CJ Monitored Anesthesia Care as considered
appropriate by the anaesthesia 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. '

| 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 anaesthesia 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.

| have been explained all my queries inthe language understood by me.

Patient / Patient Attendant : Witness :
Signature : . ‘DS Wﬂ'd Signature : . (?\ ﬂdf\"

Name : ... DOUES.L. ;;LQ\L%{‘\ Mb Name: .... LM z.ﬂz&zﬂwn (2{'{1’-5 A OL
Relationship with Patient: .. PQ:\‘%—*—LI Date &Tlme
Date & Time : ....... 'l%[&‘)ﬂb

Doctor (who is taking the consent) :
Signature : .......,
Docu. No. : RCH/ FRM / CLINICAL / 021

Name : ahrhn“"&. Date & Time : A*/é’l%'
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Mrs DIVYA DS

03-09-1993 nvomsn F) %

Or. MATHANGI RAJAGOP inbow* .

Department of Anaesthesiol ainbow . irm
spncn o M 1111 T g

ks 104 10 et the Bese. Your Right 1o a Sate Delivery

NS oo anmmimsrrsssassssnsrisnss T e B A a3 HHILERG = cossmmgomsmmarmammmniins
Proposed Operation:_,.C_AQ}-MI..Q.\.Q._......MAW.(,/O e =

o1 D/D'B 04 05

Date: ..o

Diagnosis: P,Q.,Lw / (8. b\)‘(.&"]’ fd?/

BP/CAT: ..o HRL Weigntl?..tc.-..%f.‘f-?snPnysicms:am:

" Laboratory Data:
Glucose: Protein: ) & O,
Urea: ... Alb: BRB i
Creat: ...coooevivsricrnenn. T0LR Bill: 2D Boho: .ccivcipiimuiiiiinn
Na: Dir. Bill: " Stress/Anglo: ................
K: LDH: Other: ......ooocecverreerrreens
Cat+! cossniinnnes A PHOS: .
MO+ issmmmicismsonnsss Arrmase' ...................... ) - )
O i SGOTISEPR 3(} G4 5% *
Allergies:
Mo
Medical History: ~ CVS: ‘
RESP: Diabetes :
ONS: 'H(‘jpv ,P&uvbac;' b L ppar
Renal : l ’
Hepatic / GE : Physical Activity:
QOthers :
Past Andesthelic History: .,(_Lp
Physical Exam:

ey WP1E'3)4  MounOpening Aolao MentomyoidDistance: P Neck N Tem  p
Lungs : ! b 4
Heart: / 7%

os: /[

PregnaitATYes [INo CINA Venous Access Site : [& & (-@ne Exam for regional : (D\

.
Anaesthetic Plan: OMAC O AL OOGA-ETT CILMA

Peri-Operative Pian Explained to the PatienW o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
( - 71/0\11,&0’\91"'\ al &y R v Water / ORS 2 Hours
2. NiL DHAL\\ Others 6 Hours

3. Informed Consent:(O-&tarfard O High Risk
4. Post Operative Pain Managemegt: D-Bisclssed with Patient
5. Other Instructions:

Signature: %W Name: “D.... ? Mﬂ?dl

v
Docu. No. : RCH /FRM / CLINICAL / 044
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Rainbow® : .
Patent Sticker ANAESTHESIA CHART ~ Gdren's > i gy
. TR Gt 10X 0 oWt T il Your Right toeFafe flelivery
Pre Induction Assessment; -
Change in Patient Condition: O Yes-dff No Fasting Status: (,\ass
Physical Status: Patient Identified = E/{onsem Present s Chart Reviewed
RR BN ] B'Pfcm- o '\% (S0, Yoo [ [RR_ 2o e, [ LastFeet

Pre-OP Diagnosis: . ’?&c.m

Operatlon

CQ.LVLHQ-D

2aiaSase pae23)

L6\ 2k.

D Me

Anaesthesiologist: ©1.. Matran | D! @* &nlcian }‘\4 ROIPL/

Surgeon: ..
__Mégle. O [
N,O/AIR 1D, LPM B ]‘
HALO /SO /SEVO Antibiote
Drugs:
A = 1l =
‘ AN D Vi Suppastory
\ B .
Biood Loss
FID, /530, g
wa . In $
EC6 A | Pa an,
Trine Ot NOTES
L Faal S A
gg 5 ;
ap 240
v Sysiolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Touruet 0n Tine
Tournicuet off Tinse L
140
Themat Pack in
Trrust Pack Out 120
100 — ] ’ . Fah .
J" = oo - - P o N L,
40
2« Al
10 -
0
| 306
LAB Values
| GHES
T
«6 E it Checked and Temp: Induction Regional:
ﬁaj 0O HME O Fluid Warmer awv 1 Inhai Extremity SPRCNY: o e
B O CingFim ] OH Warmer OPeo,  OIRS cCrSoinal O Epidorsl ] Caudal
{J/éhsnez o [ Hugger's [ Cotton Wool [ Others Others: .......
O sasie..... .. 0 Other Position: V‘;“u\!
EXG Lead _ g :‘5" g o oo fb
O Temp Site ; zdyial ; f\:{am A
O RO, Monitor ‘“'“SSWtq“%gm ETT# ] B oiiaanicii €M NeedleSsze ,,,,, Le- Ddﬁ
0 Ag;mumm OP Start: O Orat Nasal [J Cuff Parasthesia Enrﬁ Dm
se Oximeter OP BN it s s il O Tracheostomy [J) Topical Catheter at skin ...oo...oerees
O Capnograph Leave OR: ...... O Doy o bl Drug Name & [
O Ventifator Anaesthesia: O Awike 1 Direct Vision Bols & Lt "'\ o] Lt )
O  Nerve Sumuator O Ga 0O vigeo Larynfoscopy [ Stylene / Bouge Infusion
—— M [0 wontoged Anaesthesia Care O Fiberoptic Block Level J \ .T\ : m,(p\c ey
i gional Bladew .. .. Atiempts Comment
2 Prssute Poms Checke Ditficutty Why % ..o R 1 T
Line (Size & Location) Transportation to
Eys Core: B OV i O silat = 5 0 PACY Cu 03 Other
g Oiat OART. .. 3 Semi-CHpsed Circle Refaxant Reversed  [JYes OnNe [Ona
Tape Ow: - O Closed Lircle
[0 Ppadding Ow \Q’C\, \)\/ O Other Mame of the DOCIAN & p\?
wake Oow

Signature of the Doctor =......... gg
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- Patient Sticker

ROST-ANAESTHESIA CARE UNIT RECORD

N\

Rainbow® . T
Cawdr%::’s ‘Blrtthght

Hospital BY RANBOW HOSPITALS

1t akess 3 ot B trest The itie. Your Right to a Sale Dalivery

Received in PACU by : S?/D?W\ﬁ Time Received : ........ooovovvvovovrccvrevereere Time Discharged : .........oocooe.co.....
240 240
e 230 230 | [ 0, Mask O Nasal Prongs
s = = Dwony O o
b 200 200 | 3 Oral Airway O Nasal Airway
E 190 180
i 180 180 L
o 170 170 | Vomiting : COves CNo Drug:
a2 & o |nGTwe:  Dives ONo
v t;g :;g Drain: OYes ONo
1
A 120 120 | Urinary Catheter: [ Yes [ No
“E" ,':,3 N :3 ChestTube: [ Yes Do
90
X o s | YiOal OYes Oito
N oY & L 77, e -
7] 50 50 Oral Feeds: ........
= 40 40
30 30
v 20 20
10 10
1] 0
SPO,
POST ANAESTHESIA SCORE WRUTES SCORING INTERPRETATION
(Madified Aldrete Score) lN 30 | 60 | 90 o
prodoecog yorimimadrmroloboosiecs B (o 1) Y| A Minimum Total Score of 8 s Reguired for
Able 1o move D exemities voluntary or on command =0 Discharge
Opsoma wbmaadbaing = nesomamon 9 "
or -
=0 Exceptions to this, are to be explained in the
B = 20.5 1 Pt Aot e o} cncianon q | space below by the Discharging Physicin:
BP = 50 of Pre Araecthetic leve =
Fulty awake =2
Arousable o calling =1  CONSCIOUSNESS Q 2.
Not respanding =0
:::.mm. mundiced. othar :3 COLOR <y L
Cyanotic =0
- A g
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
'\ o) v (USRS Aﬁf
AN It
5 :17' & a\JJ c )AM. ovt—

Pain Tool Used: [JNPASS [JFLACC [JWongBaker [CINPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

23lebe

Reassessment Frequeacy:
1 Every eight hours for all hospitalized patients.
2 For post surgical palient, patient with chronic pan, patient with severe pain
a  Every 2 hours for first 24 hours
B, After 24 hours every 4 houwrs
t Prior to pain refiving intervention
t Afith in 30-60 minutes after pam reliel mtervention

Transten‘ed 1o Unit by (PACU): (_Q (N EIZ«‘K?AA;M.DQ‘-" 737
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Rainbow*® . -
Patient Sticker Children’s @® Birth Right

Hos pital BY RAINBOW HOSPITALS
It ke @ ot to treat e lirte, Your Right 1o a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA F-CORD )

D! ... T ssasvessssssvinsmsess Procedure done DY J.........ccoovieerrmenrinsireinseieseseemsensessecsssssssssssssnes

CSE /Spinal /Epidural Position :....ssmmmsnm SPACE :........cveoeferreererennnnern TECHNIQUE (LOR/LOS) ...

Depth: ..oveeerecne Catheter at SKin: .......coocevreecvinieienns BUBIIDIS 2 i msimsasisssnyse

Parasthesia s YeS/NO i YOS5 GEIAIS 1 .c.uuummmmsimssossamisassismssionssiopsortfostsiuaiemastensnssestssssemmmasasansassss aassasasrensssarsaasesituss

GONIION COMPOSTION - +isuommsesoni siosuaiaisnsanns vasi¥idssassiisiasisdsass sss assiaissvsssesarssundssasso s sssenIsm eSS SR AT SS TS BSTR L am TSRS

Any other issues :

Infusion Rate - Level Mafernal

Delivery Details : ~ Time © ..cooovovvninnn APGAR:/.......ccccennen. SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEA : ......uuvuecforiiiiniciici s b st s s

oYU LT 1 L)1) IS A OO OSSR S PSSP

Discharge /Shifting ordered by
DO DI ..o incissaeis iamaronmiiassssy v tisms s osssns
Ducto_r NEITIB: ...ooomrrnronsssisissioiio s e s T S e

DAte NG TIMIB © oottt eeet e s e e reern e e amrnesseeesereres

g g

R —

B S B G e —————ar "0



GUC-00091617 1P18-00036137

Mrs DIVYA DS
S— 2YOM19D  (F) Rainbow® . _—
Pal D"mmma T Children's @ BirthRight
(T Hospital ~ | () mesomesmus
T e & X 1 et the It Your Right 1o a Sale Delivery
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: ’19—\[3\&§ Time of Arrival: QHT%QT“\ Time Seen by Nurse: 2SS vvvee.
1) Level of Consciousnum;scious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement [ Other REASOM: ........ i bermmmmmearserssssnnsssssssssssssssensessssssensasaanes
3) Vital Signs: Temperatu®iB3T1. Puise: UMW RR: .24 W"Bpﬂ, NOY..... BP: ..o Weight: ...
4) Gestational Criteria:
Gravida: G P L L - A
\
e L AT YR AR S EDD: Qp—\llbb Gestational Age: )ﬂa"‘b
Uterine Contraction OVYes |\2fo | CONA | Onset Time Frequency:
Membrane Rupture OYes N&No | ONA | Onset Time Fluid Color:
Vaginal bleeding OYes | NG | CINA | Onset Time Amount:

Pre Eclampsia gymptorns OYes |\=fo | ONA g;:ii%?%ﬁ?;:ﬂ:; Visual Symptoms /

Good fetal Movement  L.o¥es | O No | ONa | o specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | ] | | | l | | | |
I I I I T T I ] i ] 1
0 1 2 3 4 5 6 7 8 9 10 |
No Pain Worst
possible pain
o Locatlon
o Dumtion e e esesseeennenen. DYS / Weeks/ Months (Strike out which is not
applicable)
o Gharacter Aol
(i} Fre uanc
o© Interven’uons. .................. B s o vonsosaisimigseabesinsses
6) Past History:
8)  Surgerles: .....iiccusasssnssasneas "*5 L‘“ ....................................................................................
BY - MBI s viusinaipsmssnmmisssis Woﬂmwn‘m ...........................................

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




Patient Sticker

7)
8)
9)

Allergy: O Yes

Prenatal Medical History:
& None
O Chronic Hypertension

O Gestational Hypertension
O Diabetes

Current Medications: O Prenatal Vitamin O None  OJ Others: ...........

O Gestational Diabetes
O Low placenta
O Others if yes, SPECIfY ........c...oorrvunen.

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Inmediate & Reassessment: Continuous nursing care)
I Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

2 Tategory lil: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level 4 Level §
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
minutes
{namumi Immediate < 15 minutes <30 minutes < 60 minutes - léoum]
Re-Assessment Conbiuus Nacsiog Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fuid Imminent Birth habe:;r; PPROM < 37 | > 37 weeks SROM > 37 weeks Pragnancy
Active Vaginal bleeding Bleeding associated with | Bleeding assoclated Spotting
Bleeding witty without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtension > 160/110
Hypertension Seizure activity m or headache, visual| > 144/30 WitWihout
disturbance, RUQ pain | 2Ss0cited signs
Atypical FHR tracing,
Abnormal FHR tracing abnormal
reslAsssssTent | Non-Feta Movement | Zororma o
®Acute onsite severe ] trauma ® Ongoing assessment | @Anything that does not
Others abdominal pain og‘:gmssofbmam greater than expectad in .mmmm seem to poss threat to
®Altered level of @Unplanned and (for hypertension, blood | mother or fetus
consciousness unattended birth o®Flank pain / hematuria oCervical ripening
oCord prolapse @Nausea /vomiting and /ol @Minor trauma (minor | @Out patient placenta
®Severe raspiratory diarrhea with suspectsd previa
dsioss dehydration ° m;ﬂ oPre-bookad vists e Ay
®Suspected sep progesterone
. ©Signs of infection (je injections, NST
,cough, fever, | @Assessment for version
) ©Rashes
Time seen by Doctor: 0N ol IN\A-
Nurse Name : B\NM'—M—F\"L&.. Nurse Signature: ‘}Q[m":ﬁt%

Date: ... 0.2\ON2&.......... Time: ... BLS M
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HiSK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUIT

Date: o= A 9’6

Pre - Existing Risk Factors _Tick | Score

Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabstes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) |
PPH (1 litre or transfusion) 1
Preterm birth 37°° weeks in current pregnancy 1
Stillbirth in current pregnancy 1

Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total L5
Signature of the Nurse m\f%u,ﬁ
Action Plan (

Docu. No. : RCH/ GDY /FRM / CLINICAL / 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

" If total score = 4 antenatally, consider thromboprophylaxis from the first trimester
v If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.
v If admitted to hospital antenatally consider thromboprophylaxis.

v If prolonged admission (=3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bieeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.




PATIENT TRANSFER FORM
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Rainbow® . - o
Children’s @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the Bttle. Your Right to a Sate Delivery

- GUC-00091817 1P18-00038137
Mrs DIVYA D8
03-09-1883 2ysm200 {F)

Or, MATHANGI RAJAGOPALAN

AT

SfeBE ot
& Hh1pm

Date ?Tlmf of !ranster Order

Treating Consultant Name Transfer Ordered by Reason for Tragnsfer
\ {
Do Metfougrt | Dy Motdfouroy
From Unit To Unit Info‘gwendant
mu O(’}"' Yes No [

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

. - H“* [ C?B over to attendant
f//? Yes[] No (]
: - if yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. tem Name Quantity
{8
2
3.
4.
5.
Shiifin_g Summary / Notes Written by Doctor : W No[]

Name & Signature of Person who is Transferring

. A
O|0720
Patient 8_. Clinical Records Received by : QM a\f‘ﬂ R
-

Z}KC({LQ sk 9 33 A~
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

(] Unavailable Bed

Name of Person Ordered Transfer

Dr Maffourg

Date & Time of Patient Received :

[] Nurse not Available [C] Available Bed not ready

Docu, No. : RCH /FRM / CLINICAL / 102
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Chitdrens | @ BirthRight
PATIENT TRANSFER:FORM Hospital | s sid DA
T GUC-00081617 IP18-00036137
IS :‘:031‘:: . 32YOM20D  (F) Date & Time of Admission Date & Time of Transfer Order
Or. MATHANGI RAJAGOPALAN \ \ &I _ \ o.i. hm
LI 28dblsb of: &P 2a\bles of: 2
Tneating Consuitant Name Transfer Ordered by Reason for Transfer
XD N \J\QW\OI\? or- -@\aw |
From Unit To Unit Information to Attendant
\—%?k\ ‘@Dﬁf VO Q YESP// No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

ap k\b’ over to attendant
= Yes No -
B O 0—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
'
- 3\.{ » RU/]DO_’Q.Q.}i' [ = ra"-\{\./\ m
2 1 O W D (@/
L \ " S— -
> ‘Q/L M,Q/WO ﬁ\D
‘ o
VRed
5.
Shifting Summary / Notes Written by Doctor: ~ Yes[3—  No[] B
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
AN

Patient & Clinical Records Received by

e

Date & Time of Patient Received : 9{3,;\”61}& ak 207

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

[] Unavailable Bed

Docu. No.

: RCH /FRM / CLINICAL / 102

[] Nurse not Available

[] Available Bed not ready
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PATIENT TRANSFER FORM Hospital | ) saseanesme:

\\

It takes & lot to trext the lite.

Your Right to a Safe Delivery

— JC-00.31617 IP18-0003613"

frs DIVYA ps Date & Time of Admission Date & Time of Transi% Order
| O M A e 2z\bPRb at 25PN | oo \p2bed [0 PN
N T i
Treating Consultant Name Transfer Ordered by Reason for Transfer
@lalS MF’YW%P Ao O Yy Husturaet
From Unit To Unit Information to Attendant
..\‘\1
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
AN [T over to attendant
@ Yes [} No ]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity
1.
2.
3.
4.
5.
Shiffin_g Summary / Notes Written by Doctor : Ye;[,',_'.],« No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

oo KT (ot o@»l-ifg‘*“w

Patient & Clinical Records Received by : ‘N‘/
O”’“
xS

Date & Time of Patient Received : &8\‘9\ \q i

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

[] Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow® &

Children’s .Bil’thRight-
i H BOW HOSPITALS
PATIENT TRANSFER FORM Hospital | @ Srecsonm
GUC-00081617 1P18-00036137
1 Mrs DIVYA DS
oo I A Date &Ti Tr@ of Admission Date & Time o uzn_sfer Order
1 010 A a3 o o
Triaating Consultant Name Transfer Ordered by Reason for Transfer
o d‘
0o * = By Mc&h\t&q (P Cat
From Unit To Unit Information to Attendant
No
We. Yoo @3 0
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
«Xr over to attendant
CF Pp Yes[] h:;a;/
: If yes, what
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

B - Bl

Yes[] No []

&‘E]boofoa

Name & Signature of Persguho is Transferring

g
(2o

Name of Peyson Ordered Transfer

Pl

Patient & Clinical Records Received by :

Date & Time of Patient Received :

W & @}x\ﬂ“‘l

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

(] Unavallable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

[] Nurse not Available

(] Available Bed not ready
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Rainbow® i
cﬁlitl]dr(:av:'s ‘Birtthght

QD e

i OSPITALS
PATIENT TRANSFER FORM Hospital | stk D
T GUC-00001817 1P18-D0036137
_Mre DIVYA DS
ﬂMHm 32Y9M200  (F) Date & Time of Admission Date & Time of Transfer Order
MATHANG! RAJAGOPALAN ]
mn T 23(6 (2bat 28160 ot
¥'01Pm
Treating Consuitant Name Transfer Ordered by ' Reason for Transfer
DR W DR-(Mhan Fakhoy
From Unit To Unit Information to Attendant
o7 m U Yes No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant -
OL‘L? S Yes[] No[3)
If yes, what ? '
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1.
2.
3. ’
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

ST—

Name & Signature of Person who is Transferring

&?hﬂ,w
up 000 Ty,

Name of Person Ordered Transfer

Patient & Clinical Records Received by

{0

€>

O_go&

Date & Time of Patient Received :

\ |

7'5\

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

[] Unavailable Bed ]

Docu. No. : RCH /FRM / CLINICAL / 102

Nurse not Available

[] Available Bed not ready







GUC-00091g17

“'im"ﬁiiiinummﬁMﬁm F

ﬂni b

@ . Relmpew
W S Resnia PATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: D 2 It /2 & o HOR#nFaudT - O7 TRANSFERRED TO : My

lPatlent Identification ‘Y ES/NO| REMARKS
Patient Identification Patient name, age, UHID/hospital number coi firmed YA
b.Surgical procedure & correct site verified N TAL
2 |Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured VO
b.SpO: within safe range Y [ P02 = o
¢ IfETT: position confirmed, ties secure, cuff inflated A
3 | Circulation & Hemodynamic Stability
4.1V lines secured & infusion running correctly YA
b.No active uncontrolled bleeding V&
c.Last vitals recorded before transfer N GA
d.Central line hubs are closed ALA
e.Dressing Intact | O
4 | Pain Assessment '
a.Pain score assessed & analgesia given Y
b.Reassessment done N

5 | Wound, Dressings & Drains

.Surgical dressing intact e
b.All drains fixed, output noted )

o Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized | (D
6 | Medications Pre & Post-Op Orders
Medications due time noted | V&
b.Pre & Post-op instructions (NPO, position, mobilization) comm unicated| )
c.Emergency meds given in OT (time & dose documented) \J A -
7 | Equipment Safety & Transport Preparedness
Oxygen cylinder full & ambu bag at bedside Lo
b.Bed/side rails up and brakes applied | “‘) A
c.Special positioning maintained as per surgery l \f 68 g,u.o, N
8 | High-Risk Patient Safety (if applicable) I
la.Chest tube: underwater seal below chest level NP
b.Epidural catheter secure, infusion checked N A
c.Pressure areas protected (heels/elbows) NH
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED N A
10 [REPORTS AND LABS HANDED OVER N
11 |BIOPSY/HPE SENT LA
12 |Documentation i
a.Documentation completeness ] NiGs)
ransferring Nurse: ~ RJ A OnRIR-
Receiving Nurse : \ Y \ 10 ). 2. on
\Siguature of Incharge: \ ! ﬁ; A —\ WM I i it

RCH/GDY/FRM/CLINICAL/598







GUC-00091617 1P18-00036137

Mre DIVYA DS
03-09-1983

Vi,
SAFETY CHECKLIST

(F) j

Patient NmeM@%ﬁDQAgeE; Gender: ...
UHID No. - .. 9..[.&.].T...... Surgery Name : Convicad. Shiaack
Date : ..241[6,{21,. In-time : .9... 35AM. Out-time : ....[ 2G4,

a2Y9M20D

2z |
Rainbow
Children’s
Hospital

ke 3 Tt b et Py B

BirthRight

Scrub Nurse : /. APV '

Anaesthetist : ... Q

Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room

SIGNIN  Time... 9 Jp00m TIME OUT  Time.... .406.0m SIGNOUT  Time:l2:.2327 .

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

Identity 26s ONo introduced themselves by Name and Role LS CINo The Name of the Procedure Recorded ~ Cl¥es TINo

Site D¥Es ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure [PfEs ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) O¥és ONo OINA

Consent OYes ONo Correct Patient (Check ID Band) es ONo The Specimen is Labelled (including
Site Marked OYes CINo A’ Correct Site @fes ONo patient name) OYes CNo ONA
Anaesthesia Safety Check Completed ONo Carrect Procedure 1Yes BiNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Ofes CINo Anticipated Critical Events Problems to be addressed OYes CHIG CINA

-

Does Patient have a: Surgeon Reviews:

Known Allergy? OYes ONG et e 1 Ol e Unvpocied To Surgeon, Anaesthetist and Nurse:
Ditficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

g Anticipated Blood Loss? OYes ONo T RA and management of this patient? oY GNo,

Yes, & Equipment / Assistance )

Available s CINo Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concems? DYes TG O NA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fivids Planned OYes [ CINA Been Confirmed? are there Equipment sTEAM | N e =

Blood Units Reserved OYes N6 TONA issues o any Concerns? OYes BNo 6 Ret: 106.303.0500 2

) . M s Lot.: 14176 =
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ¥ Type  Green= g 121°C-15min a
within the last 60 minutes? s ONo ONA Power Supply, Earthing, Power Backup sotiiao  Steriized * 1arc-gemn. O
and functioning of equipment checked. es O No|
| o | B, 0 Buiiett

31 1] | S e Iy AR Signature w\cﬁ") Signature :............. g\’\lﬂ
Name :..... DR ... [ Name DRJ’W, Name s.gf[VGV*ﬁQsOQ.QAJt

Doc. No. : RCH / FRM / CLINICAL / 111
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32YIM200 (F)
RAJAGOPALAN

i

86S/AMUNITIAANA /A0 /17

Date & Time of Transfer: 2(_3) B [,Z,D?/‘g Ch?’ BAm

(gn) Badntunsse” =
Tt BONRESET PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO: M( LD

YES/NO

REMARKS

Patient Identification
A Patient Identification Patient name, age, UHITD/bospital number confis

anO};’

b.Survical procedure & correet site verified

YO

Airwav & Breathing

a.Oxveen delivery (mask/cannula/ventilator) secured

T\(ﬁ‘

T I
b.SpO: within safe ranpe

L{Qb

AP ETT: position confirmed. ties seeare, cuftinflated

93

| Circulation & Hemodynamic Stability

bV lines seeured & infusion running comectly

1. No active uncontrolled bleeding

e.Last vitals recorded before tansfer

d.Central line hubs are closed

o.Dressing Intact

Pnin Assessmoent

a.Pain score assessed & analgesia given

b.Reassessment done

Wound, Dressings & Drains

L]

a.Sureieal dressing intact

b.All drains fixed. ontput noted

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

Medications Pre & Post-Op Orders

n.Medications due time noted

b.I’re & Post-op instructions (NPPO. position, maobilization) communicatf

e .Emereency meds eiven in OT (time & dose documented)

Equipment Safety & Transport Preparcdness
| 1

0.Oxveen eyvhinder full & ambu bae at bedside

b.Bed/side rails up and brakes applicd

¢.Special positioning maintained as per surgery

Hieh-Risk Patient Safety (if applieable)

4.Chest tube: undenwvater seal belaw chest level

b.Epidural catheler secure, infusion checked

u.Pressure areas protected gheels/elbows)

BLOOD AND BLOOD PRODUCTS TRANSFUSED

10

REPORTS AND LABS HANDED OVER

11

BIOPSY/HPE SEN'T

12

Documentation

L Documentation compleleness

3 .
I'raunsferring Nuvse:

Receiving Nurse :

Signiture of Incharpe:
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SSE PREVENTION CHECKLIST

PERFORMED

Rainliuw

Chididee
Huspitel

S.No INTERPRETATION
PREOPERATIVE
Do not remove hair at the surgical site unless the presence of
1 hair will affect the procedure. Use clipper if necessary tf 1S
Decolonize surgical patients with skin antiseptic(Chlorhexidine
2 bath /wipes) L{ l%
L Antibiotic prophalaxis given within 60mts prior to skin incision \i%
Use a checklist based on the world health organization-19 item
d surgical checklist to ensure adherence to best practice Y&
INTRAOPERATIVE )}
. Using chlorhexidine gluconate and alcohol-containing'skin \ Q’S
x5 preparatory agent in combination /
Miaintain normothermia during the surgical procedure  (>36 deg
6 |0) Yo/
POSTOPERATIVE
Viaintain and monitor blood glucose levels regardless of diabetes )
7 |status between 110 and 150 mg/d! , At
8 Application of incisional negative pressure wound dressing No







