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Rainbow Children's Hospital - Guindy
Door No.157 to 160, Anna Salai, Guindy, Guindy .Chennai ,Tamil Nadu, INDIA 600015.

TEL NO :044-40122444

% .
R?‘inctl:bw.
Children's
Hospital “'::E:‘ WEB

: https:h‘rainbowhospitals.in

ADMISSION SHEET

Registration Details :

T L LU |l

©11:41 PM UHID : GUC-00074875

Admission No : |P18-00036127 Admit Date : 21-Jun-2026 Admit Time
Patient Details :
Patient Name : Mrs THIRUPURASUNDARI. R Age :31Y11M4D
Guardian : Mr VENKATRAMAN.K DOB . 17-07-1994
Gender : Female Religion
Occupation Martial Status
Address (H) . 138, GERANIUM APT, GA KUNDALAKESI ST, Phone No . 8220496754/ 8870866355
GANESH NAGAR Selaiyur Chennai Tamil Nadu .
— INDIA 600073 E-mail : KVASANQS.IKV@GMAIL.COM
Admission Details :
Bed Type : MICU Bed No : MICU 802 Ward Name :8F-OT COMPLEX
Room No : MICU 802 Admission Type : First Visit

Contact Details :

Referral Doctor

Co-Consultant

: Dr. Priyadharspini SM

Name - Mr VENKATRAMAN.K Relationship Husband
Contact Address  : 138, GERANIUM APT, GA KUNDALAKESI Phone No . 8220496754
ST.GANESH NAGAR Selaiyur Chennai Tamil
Nadu INDIA 600073 A
-
Signature
‘r“‘
Doctor Details :
Doctor Name - Dr. PRIYADHARSHINI SM Specialisation - OBSTETRICS AND GYNECOLOGY

Phone No

payment Details : Deposit Amount  : 7000.00
pPayment Mode - Cash Payor Name . SELFPAY
Printed Date / Time : 21/06/2026 23:42 Printed By : 017420 Page 1 of 2







“Z | @ Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children’s /o TEL NO :044-40122444
Hospital & " WEB : https://rainbowhospitals.in
Patient Name: Mrs THIRUPURASUNDARI R Age : 31Y11M4D
IP No: IP18-00036127 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 802

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
lso consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
‘nsurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

care of the patient.

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

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

"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
¢™ clearance. In case of failing the submission, | will pay 200/- Rs.

3 |P 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 Patient/Relative: > M \[N‘““X\r .

e At e YO
Relationship: > Mo 4 LA~ KUNDALAKES! ST,GANESH NAGAR

. L Selaiyur Chennai Tamil Nadu INDIA
Date: D)~ 6 - 205 Time: | | Lpy Ggoagsr nnai Tamil Nadu

Wittness Name: N

Wittness Signaturv.—b«

Printed Date / Time : 21/06/2026 23:42 Printed By : 017420 Page 2 of 2
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BILLING POLICY

Billing Cvgle: - 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, Invest igations, 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 perthe
GST Council.

As per the G.OI. 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 TPAI 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 ismandatory to submit atthe admission.

TPA/Insurance Processing Fee applicable forall Insurance Cases.

In ourhospital 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 billamount 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.

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records.
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These
items are not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

It takes time forcash discharge isa minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total billamount in
case of denial from TPA, has to be paid by the patient.

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 actualupdate 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 1o clear your outstanding
amount on daily basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

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 atany point of time after discharge.
I promise to settle the claim with the hospitalas per Hospital Cash Tariff.

Patient Name : > TwIPAJQJMQUMDAO-O 0 UHID Number : ‘7[/&_’%

Self/Attendant Name 5 Relation 7 I—jd)
LRAND

/e baiaman) . 1

Sgtf/ Attendant Signature : >

Phone Number : > 98 Fo@Lb255

Name & Signature of Financial Counselor

D I
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FOR THE SAFETY OF THE PATIENT
GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
. Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the druualungmmmedoctmsnarnemﬁsignnmstbenmnﬁoned.
- Only one chart should be in usealanyonem.Whmmechartishm.anewsupplemarﬂcanbekaﬁwltlﬂnhls
drug sheet folder. :
NURSES -  Nurses must follow strictly the FIVE RIGHTS before administration of medication.
m 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 : -
Dose | Route | Frequency |Start Date )
Doctor’s Signature: Vaﬁd Period| Pharm.
Additional Instructions: __
2 A
g DRUG : Tﬁjnm
H Dose | Route |Frequency |Start DanT )
 [Doctor's Signatur |Vaid Period|Pharm. g
Additional Instructions:
. Date
DRUG : ime i
. | Dose | Route |Frequency |Start Dat
5
=
2 | Doctor's Signature |Valid Period| Pharm.
8 —
-
= —
& [Additional Instructions:
= |
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MEDICATION RECONCILIATION FORM

e T Not known any Drug Allergies

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

Shifting FrOM: wcoevineeess [0 V4 D Shifted to:
ON \
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (™3, meg) \ (PO, NG, SC, V) FREQUENCY | pate / Time %ﬁ?ﬁ:&*

1 \ ’r‘t'C,D&PrR;M SO~y

2

af |
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & SIgNature : ... ‘%@DTVMI%
Date & Time : 6}3—6”%'0};“’)

Nurse Name & Signature: C@&WW’II@IM&
Date & Time : Q.\\V&}&Q“’WUEQFY‘/\
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
\ TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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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-
Date | Time | AW Route NG | Diarhosa | Vomit |Drainage | Urine | Phiebiti

{Mouth [ 1v | NG
3

08:00 am v

09:00 am_

A

10:00 am

11:00-am

12:00 pm /

01:00 pm

Total Intake : Total Output :

02:00 pm

)

e

03:00 pm (

04:00 pm

1

05:00 pm

06:00pm | - )/ .

07:00 pm

Total Intake : ' Total Output :
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08:00 pm N s

10:00 pm | Al i
11:00pm M3 o [m@, X - M

1200am | *

ot00am | e | 10O #1000
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oz Ty, | 100MT-
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L06:00am (e N0V o | | 15 Ot

C
[
0400am Mo [Lo@ml. . . 180 8
0
0

Lorg0am | P flopd. - 1 0 [ ] }

Total Intake : L\Q@ryd ety Total Output : §@cr'nﬁ~ )

Total 24 hrs. Intake b OE‘J nJ., i | Total 24 hrs. Output q Q6 rr\/’
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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.
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CONCENTRATED HUMAN RED BLOOD CELLS LP.
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1,08 ot Dispense without Prescription.
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before admirtitration and property identify intended recipient.

9. No Atypical antibodies detected Rh. (D

10. Shelf fe 35 days | SAGM 42 Days. =

11, Transfusion Critsria ABO and Rh Specific X-match compatible ‘Pu £
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\!\———— (Run by Little Roses Trust)
#No.948, 1st Floor, Bazaar Road, Ram Nagar (South) Madipakkam, Chennai - 91.

— 1
TR Ph.: 044-22580803 Mobile : 9840143108 / 9840333108 / 9566468884

| ————1—— | CONCENTRATED HUMAN RED BLOOD CELLS |.P.

LAJ

@ib Xs

ANNAI TERESA BLOOD BANK & APHERESIS CENTRE

LICENCE No.: 506/28C

E.mall : annaiteresabloodbank@gmail.com web: www.annaiteresabloodbank.com

Prapared From Blood Collected with anticoagulant citrate phosphate
Dextrose solution. Whola biood 350 ml / 450 mi (IP 49m / 63 mi)

BAG NO. | COLLECTION DATE EXPIRY DATE VOLUME
2547 (960626 pl.o8 24 [0£a ad

INSTRUCTIONS : BLOOD GROUP
1. Do not use If there Is any visible evidence of deterioration. bdil)
2. Storage temperature 2%0 6°

3, Administer with waming.

4. Mix well before use and do not vent

5. Do not add any Medication,
6. Use a Fresh clean, Sterile Transfusion set with filter

7. Do not Dispense without Prescription.
8. Chack blood group on the label and recipients biood group.

before administration and propery enlty ntsnded recplnt, | |
3. No Atypical antibodies detected Rho (D)
10, Shf e 35 days / SAGM 42 Days. Pore

11. Transfusion Criterla ABO and Rh Specific X-match compatible

SCREENED : NEGATIVE / NON REACTIVE FOR : HBsAg. Anti HCV

Anti HIV | & Il, MP, VDRL, Irr, Ab-By CLIA METHOD

PREPARED FROM A VOLUNTARY BLOOD DONOR

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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17:07-1984  31Y11M5D  (f) Rainbow*

iz Dr. PRIVADHARSHINI § M Children’s . Bil'thRight.

I g Hospital_ | @ mmmuaste
'QBSTETRIC TRIAGE ASSE>MENT FORM

Date: &l]b(&m}& ........ Time of Arrival: ["E?W Time Seen by Nurse: ”‘%047\/\

1) Level of Consciousness: onscious O Semi-Conscious OJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

@/Sevare Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement OJ Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: ..
L ]
3) Vital Signs: Temperature: ..ﬁé?:.l..FPulse: ?8- RR: DQO Sp0,: . W%P llD Jo Weight: . :FQ é l'{C(
n 4) Gestational Criteria:
Gravida: G Iy P hodow Lt AD
e 20l odnk.. eop: LHIFPL—')Q% Gestational Age: ab&w‘
3 ' 0\ y 3
Uterine Contraction % O No | ONA | Onset o Time p Frequency: &?ﬁnﬁi
Membrane Rupture 0O Yes @l(o O NA | Onset Time Fluid Color:
Vaginal bleeding . O Yes LMG O NA | Onset Time Amount:
Tl If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O Yes ﬂaﬁ: ONA | pain Abdomen / Vomiting
Good fetal Movement UZ/Yes ono |Ona | TNO specify:
(™ 5) Pain Screening: Numerical Pain Scale (NPS)
— Nttt
0 1 U 3 4 5 6 7 8 9 10 |
No Pain Worst
e Q) possible pain
©® Location: :
................... Ao, abdmened,  pacw .
o Duration: ...t Q... ... 8. Lot Leays / Weeks/ Months (Strike out which is not
applicable)
© Character: YY\U.d ‘
il o O [O....idm.....2...
® Interventions: .............oeuus CQQ /
6) Past History:
a)  Surgeries: ............ §5¢C#&/&ms .........................................................
B)  MediCal .....veveeeeeereeeeenes MEL...L e

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




Fatient Sticker

7) Alergy:  OYes MANO, HYES: oo
8) Current Medications: [J Prenatal Vitamin Bﬁne O OterS: .ooveeoereeeerse,
9) Prenatal Medical History:
Q’ﬁone [J Gestational Diabetes
O Chronie Hypertension O Low placenta
O Gestational Hypertension 3 Others if Yes, SPECIY .......uuueveenmeereeseesnsssmsssesssssessssmssssssne
O Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
) Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
OBCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
biind (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
s Immediate < 15 minutes <30 minutes < 60 minates = o
Re-Assessment m"“g:’:‘““'““ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pra-term Signs of Active Labour - | Signs of Earty Labour/ | Discomdorts of
Labour / Fiuld Imminent Birth mr; PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
e
Active Vaginal bleeding Bleeding associated with | Bleeding assoclated Spotting
Blee d
ding mmumah ominal ggr;m«poum \(n:u; mﬂ
weeks
Miid hypertension
Hertenson | S acvty o esie. sl 21400 it
disturbance, RUQ pain m“”"m
Atypical FHR tracing,
ks | RTERTLS | oo
Others s ovore b I ot ot | 200 Dt e | Rt st
®Altered level of ®Unplanned and pragnancy (for hypertension, blood | mother or fetus
consclousness unattended birth ®Fiank pain / hematuria | work) @Cervical ripening
@Cord @Nausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
oSevere raspiratory diarrhea with suspected MVC/fall) previa protocols
distrass dehydration @Nausea/Vomiting and /or| @Pre-booked visits (ie Rhi
@Suspected sepsis “diarrhea and progesterone
. ®@Signs of infection (le injections, NST
dysuria ,cough, fever, | ®@Assessment for version
chills) ®Rashes

Time seen by Doctor: U%DW ‘

3
Nurse Name : éDt:QQ[’)Q{MQ(RN
Date: ... A\ ..l,..b..@?fﬂ. Time: “*LLDF.YM ,

e NUISE Signature; @%ﬁg
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: .2 . L& l&.@l% ’
Baseline Information:
Admission From: OER [OOPD O Admission Desk Q)ﬂﬁs specify . M R
Primary Language: O Telugu O English O Hindi O Others
Do you require aninterpreter? C1Yes 0
Source of Information: \B/ Patient 03 Family O Others

Personal belonging If any: m,d'éwelry O NoseRing, CJBangles [JAnkets ClFingerRing  [JBracelets

RANAEA OVEIED ..vvveveeeenenrassssasesss het Vl;{

Allergies: [ Yes M O Medications EIBioodTransfusion O Food [ Other: wp———E
 YBS:, IIBIIY vvcsvecsesesssssssssserssesssssssassassasssssssesssts st st st st s srss ot e

Chiet fjtmbp (f;' WM«{’ [,D}%E(;FQB’ DoctorNouﬁeaonAdmtssionwﬁas J:INo

W\ ............. Name of the Doctor: . M A
Past Medical History: Obtained From Uzﬁ’atlem 01 Family Member [ Medical Record [ Other (Specify) .................-

o TG NOURE: .evvccsenrssesssosessssBooes st »
Past Medical History Past Surgical History Previous Hospital Admission

NIL . '@ch H 200 .

S STy

Bost Gowpt o D LN 12 (1025 eop:.. 1A ("4 /%ﬁestaﬁonal age during admission: 26 U«’#
Contractions: W Vaginal Discharge: .. - AR -
Obstetric History: i P Kt A....;la ........ Previous LSCS ... ...
Height: 1L Weight 51256 BME .24 e B M |
temp: AR5 %8 MR B RR: o 22D g, 0D sp0,..... 00,
High Risk Factors: (Please select by ticking (v ) the box as appllnblo) ,

0 Hypothyroidism O Rhincompatibility [ Fertility Treatment

O Hyperthyroidism O Previous LSCS [0 Preterm Labour

[ Hypertension [0 Gestational Hypertension [ Others: (Specify)

O Diabetes [0 Bad Obstetric History

O Anemia 1 Obesity (BMI)

; ' O Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT0)




Patient Sticker ‘

Family History: 21 No Abnormalities Detected

O Heart Disease [ Hypertension  [J Diabetes O Stroke O Seizures [OJ Kidney disease
[0 Liver disease [ Other, Aa

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

R R R e R

Pain Assessment:  Pain: \Eﬁés O No  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: LE( Yes [INo Score..£... . (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: \‘Z’\?es ONo Score..‘fi ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
CI Mobility problem ) Walking Problem N0 Abnormality Detected
[ Developmental Delay O Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
~ erweight O Poor Appetite > 3 Days ' O Needs Therapeutic Diet. *
O Under Weight O Diabetes Mellitus O No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[OJCaim & Cooperative [ Restless [ Depressed [ Agitated O Confused

.....

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status:  OSingle & faried O Divorced 0 Widow_

2. Special Habits:  Smoker: [ Yes [ONG Alcohol Abuse: ClYes ONG Drug Abuse: [2Yes log
Social History: Lives With Z‘/W‘BMJ:

Orientation has been given regarding the following aspects:

Call Bell in Reach : 1] Y5 01 No _ Waste Disposal Explained: [¥es [INo

Infusion Pump:  CIYes NG Hand hygiene Explained: es, O No O Others

Above information given to .. MR/.(
Name of Person Orientation was given to:

Orientation not given Reason: ....................

Nurse Signature: . E\fﬁbq ..... 0. ;;;Hf’t
Nurse Name: . l9 b% W !
Date & Time: .. &L“J Mj’e Ouf— ” L{OM
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Morse Fall Risk Assessment Form e o e
|
e T Teall
Date / Tim 1
Choose Highest Applicable Score from each Category Sec/or; e 2| [6 b(’ o 24, ’D& Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 6] & Risk Level Mursn: F:g Score Aciion
M
Secondary Diagnosis Yes 15 )
(more than one diagnosis) No 0 & 0 O
Furniture 30 Standard Fall
Low Risk 0-24 i
Ambulatory Aid Crutches, Cane(S), Walker 15 ' Precaution
None /Bed Rest /Nurse Assist 0 0 Q @,
Ye 20
IV / Heparin Lock or Saline Nes 5 ‘:?/D Implement
0 o) @] Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 o g s
Normal /On Bed Rest /immabile 0 ) &) b mplement High
Forgets limitations 15 = e Risk Fall
Mental Status .g = g Rk Za Prevention
Oriented to own ability 0 D O & enkiascarion
Total Morse Fall Scale Score: D n o Q0
Signature (Pj@/f A&( ﬁﬂéﬁ_,
< )

Tick (v) whichever precaution taken.

Risk Level and Interventions

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

‘/?Jse chairs with arm rests
‘0O

Use safety straps on stretchers and wheelchairs while transporting patients

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

o o

L4

L= O

Moderate Risk (25-50) Apply all low risk intervention and
[0 Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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f—

X YY) ;
Date / Time | Q2¥o L
Choose Highest Applicable Score from each Category -m'-
it Kbk “-_
(immediately or w/in 3 months) “_

Secondary Diagnosis _
(more than one diagnosis)

Fall Risk Grading

Morse Fall Score

Ambulatory Aid

Standard Fall
Precaution

IV / Heparin Lock or Saline

Implement
Moderate Faj
Prevention
Intervention

GAIT/ Transferring

| Mental Status

Implement High
Risk Fail
Prevention
Intervention

[ Total Morse Fall Scale Score:

Tick (v') whichever Precaution taken, Moderate Risk (25-50)
Risk Level and Interventions [ Assist and/or supervise
Low Risk (0 - 24) (Standard Fajls Precautions) O Hourly safety check
[ Ensure patients uyse their prescribe. O Assess patient after visitors
[3 Use chairs with arm rests

High Risk (=51) Apply all o
[ Use safety Straps on stretchers and wheelchairs while transporting patients O Initiate constant observatig

d eye glasses jf any, in the hospita|  leave to ensure Safety measures in place
W and moderate risk intervenliuns, and,

N by healthcare provider as appropriate to patient:

S needs
Docu. No. : RCH /FRM / CLINICAL / 006
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Date

Time :

b
o

A
—
>

336

R

B

1. Completely immobile:

2. Very limited:

3. Slightly limited:

4. No limitations:

X ~
Y]
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{ 1‘, L/
without assistance. to completely turn seli independently. independently.
2. Chairtast : 3. Walks occoslionally: 4. All patients too young to ambulate;
“Activity . Ability to walk severely limited or Walks occasionally during day, but for OR walks
of pm‘::::;gg: E;}:;:f a:s:n.hed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twiice a Lf 3
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L‘
wheelchair.” shift in bed or chair. 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
ahility to feel pain or discomfart over
half of body.

3. Slightty limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No Impairment:

Responds to verbal commands.

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

1. Constantly moist:

2. Very moish:

3. Occaslonolly molst:

4. Rorely moist:

d
3
{
7

Mmf:'u::hﬁ?m Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
z by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin Is exposed >
to moisture Dampness is detected every time 8 hours. avery 24 hours. J.(
patient is moved or turned.

FRICTION-SHEAR

Friction . Occurs when |

Skin moves against

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

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potentlal problem:
Maoves freely or requires minimum
assistance. During a move, skin

4. No opporent problem:
Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sfiding against sheets is probably slides to some extent against chair independently and has sufficient

Shear Occurs when impossible, Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely Lr

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position

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/dl for age OR eats over half of most meals.| most of every meal. Never refuses a (1
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 lr ,1

than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.

fi intak t
ROg e pe Protein intake includes only 2 food offered. Protein intake includes Dccasionally 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 poorly. products per day. Occasionally will offered.
Does not take a liguid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
: Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may " : lf .1
n“&':y::;f:u?;" & <40 in a newborn) or the patient be <'95%; hemoglobin may be be < 95%; hemoglobin may be "“;5";:_““5;:'] ?Ithan s}al:uratli':;;" Lf
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dl; capillary refill may be e 2 Do gh; capifiary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds. @
_ o - ) TOTAL SCORE x o
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 3’15‘ (7\ ﬂ
Evaluator's Nam }lﬂ?
Docu. No. : RCH /FRM / CLINICAL / 119 Name U 4 e
—
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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 y )
A ® 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 :
® Manage moisture, friction and shear Artemaung pressure matiress 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 e
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 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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Friction_Occurs when |
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony

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

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

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
shests, chair, restraints, or other
devices. Maintains relative good positio

Mm?;"{:h?c?m Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
= by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed 3 4
to molsture Dampniess is detected every time B hours. gvery 24 hours.
patient is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

albumin < 2.5 mg/di OR never eats

minerals for age OR albumin <3 mag/dl

furageORealswerhailolmoslmeals.

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 stides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube {eedings/TPN, is on tube feedings or TPN, which 1s 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, eals

most of every meal. Never refuses a

Nutritional Usual a complete meal. Rarely eals more OR rarely sats 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. 3
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 fiuids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement. —_—
mmﬂy E:omprnr;;sed: 2. Compromised: ::‘ Adequate: 4. Excellent:
x ensive (MAP < 50 mm Hg; Normotensive oxygen saturation may ormotensive oxygen saturation may : 3
““;:;;:3’,;‘:1“ & <40 in a newborn) o the patient be < 95%: hemoglobin may be be < 95%: hemoglobin may be ""9"5“,";{“"‘“"1'1’5 o s::""‘:‘a’g“ , (f
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/di; capillary refill may be > 95%; narmal hgb; capilary g/
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds. £

£ |=cide - " W

[ Date: [ ) }t—
Time : ~
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 7
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occosionally: 4. Al patlents too young o ambulate;
Ak ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:f‘pmeagﬁg E'omlrl‘n-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 chalr or assistance. Spends majority of each day and inside room at least once every \.{
J wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalirment:
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
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to fee) or communicate pain or
sedation, OR, limited ability to feel sensory Impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in one or ! '
- half of body. two extremities.
1. Constantly moist: 2. Very moist: 3. Occasionally molst: 4. Rarely moist:

Severe Risk : less than 9

| High Risk : 10-12 | Moderate Risk : 13-14 |
Docu. No. : RCH /FRM / CLINICAL / 119

Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

L

Evaluator's Name




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming 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 ;
() Mane':ge moisture, friction and shear Altemating pressure mattress overiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protacol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges s
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress 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 matiress overlay




awey s Jojenjeay

3H0JS TV10L

‘spuodes g >
Hyas Aseylidea ‘qby feusou '9ge <
voniesnjes uabiixo ‘saisusjousion

611 /7¥DINMD / WY4/ HOY : "oN "noog
EZ-6LASIHIRION | L-GL:ustd PN | p1-gL sy ARIBPON | ZL-OL:NSIHUBH | uep S$59] 1 ys1y asane .
‘[WUIOU S1 Hd Wnas 'Spuodas 7

aq Aew iy Kseypden 'yp/Buw gy >
20 Aew uiqoj0owWay ‘%g6 > aq

"0F°L > s Hd wnugs 'spuodes Z <
8q Aew jyas Aseypdes p/duw ) >
aq Kew uigojbouay ‘%466 > ag

sabueyd uoysod
ajesajo} AjeiBojorsAyd Jou saop
jusied ay) Jo (woqmau & uj op >

uon
Kew uoneInes UabAxo aAISUSJOULION ® Uoisnpiag anssil

Wayang b few vonesnes uabiixo E..._.EEE.: 04 ww 05 > dyw) easuejodAy

‘pasiwosdwo) Z ‘pasiwoidwod Apwanxg -y

Wawaiddns Uejelp e axe) Amaip pinby e ayey 10u s30(

‘Pasajjo I Ajfeuoiseasq “Aep sad sjonposd ‘Auood spiny saxey Aep sad

neuawelddns asnnbay jou seoq Hwawaddns e axe Afensn jum ing £ep Jo yeaw jo sBugnsas g Ajuo s10npoid Aiep 1o jeaw 1o sBunies

S[eew usamjaq s1es Ajfeuoseann ‘[eau B asnjal jjm Ajreuoiseang S3PNIIU] YEU| UIS0S4 "paselyo Poo) 2 fuo sapnjouy axeuy wiajosyd
sinpoud Awep pue uzaw Jo sBupies “Aep yoea (snpoud Kigep ‘tesw) Aue Jo jiey Inoge Ajuo sies Ajjeiauad "Palajjo pooj Aue Jo jey uey) usaed el pooj

2J0W 40  JO [B30] © Sjea Ajensn) ‘feaw
E SBSNJDJ JaAa ‘[eaw A1aas Jo Jsow
189 ‘ejduwsexa 104 abe Joj sapofed

uiaj02d ja.sbuinas ¢ jo el € Sje3 [ensy) [euopuny

"Sfeatll JSow JO jJiey Jano sies WQ abe Joy
Sjejaujw pue sauofes ajenbape apiaasd

Ppue jeaw eojdwoa e syea Ajasel YO
1p/Bu g > unungie Yo abe Joj sresoujL
pue sajiofes ajenbapeu; sapiaosd Yojum

aj0w sies Ajasey ‘feaws ajajdwoare
188 JaAau HO Ip/Buw §°Z > upunge
HO sAep G uewy sJow Joj SAJ JO

epenbape Gupiaoid ja1p fewsou e o 5| Udium ‘Nd L Jo sbuipaa) eqn) uo 5| ‘NdL/sBuipas) aqm 10 11p pmbi uo 5 ‘spinbi Jeajo uo pauEIUIEW JO/OdN
quagean3 b : :
“umop sapys Aleuoiseano
.’saluf] [ 12 JjeyD o paq uj NQ BLWQ 8Y} JO 1SOW Paq JO JRYD U|  |"eJUEYSISSE WNWXew yym Gujuonisodas SSO1J8 BPIS 8J8LINS
uvoaisod pood surelureyy “saow Buunp  [uomisod pool sanejal sujEuRY “ssowAsp juanbay) Buunba ‘sreyo Jo pag Auoq jwasefpe pue upis

K@eidwod dn ay) o) Buans epsnw
wapouyns sey pue Apuapuadapul Jieyd

121510 Jo ‘SWIRNSal JBYd "N13ays
1sujebe yuayxa swos o) sepyis Aigeqoad

Uj umop sapys Ajjuanbal “ejqissoduj
s| sjeays ysuiede Buipjis Inoyum

UBUM SIN300) Jeauys
"uoflapy pue Bupysesy

U} pue paq v} saaow ‘abueys vopisod unys "aaow e Buung "sauesisse Buny syajdwoy ‘Buow uj BouEgsisse UEISU0D ISOWIE 0) spea| uonejbe isuebe saAoWw UNS
Buunp juened yi| Asaidwos oy aiqy whwiuiw sasnbal Jo Aaay) seropy winwixeu o} BjEsapow saJjnbay 10 ‘Bupyo ‘amenuod ‘Ayonseds UBYM SINJ20 BORDgL
Awaqoud Jussedde oy 'y ‘wajgosd feualed ¢ Awsiqoud eoguls L HVIHS-NOLLORIS
‘pauiny Jo panow sf yueped
“sinoy yZ liana 8wy Atana pajaejap s) ssaudweq

Buibueya sasnbai Ajuo usulj ‘sebueyd
Jadeip sunnas *Aip Aensn s upis
o feuey

“Uojuwiodsip Age sy yey) wauuredw) Kosuas o sy Jey) wauedw) Aiosuas 128} o Aiige paywy ‘Yo ‘uoniepas
10 ujed E1EAUNWWOD J0 83 0] Aulige 8UIOS SBY "HO paLIm 8q 0} P3au 10 Sy 'Y ‘ssaussapsal 10 GulueOWw | 10 SSBUSNOIISUOD JO |8A3) PEYSIUIWID uondaaeg Asosuag
N PInoM Ye JoYap AIOSUSS OU SBH | LIOJLUODSID SIEUNWILOI SAEMJE J0UUED Aq 1080x0 LIOJWIOISIP BIBDIUNLILIOD 03 anp ynwns jnjured of (ds=i6 Jo
"SPUBLILLIO] (2084 0) Spuodsay Inq ‘SPUBLILIOD [eqiaA 0} spuodsay | 10uued ‘Inws Injured Auo o} spuodsel | youyy ‘Ueow Jou s90p) sajsuodsalun
Juausneduy o *paypun Apydps € payusy hmaqdweg L
"sinoy Bupjiem Bupnp sinoy Z JEYD JO paq uj ys . .
Aana 22U0 1SB2| 18 WOO! BpIS) pue Aep Y383 jo Quolew spuadg “saueysisse .Eaasﬂﬁwssﬁ W Jo/pue Jinnoe erskyd jo
© 02(M] 1583{ & WOOJ BL) SPISING SYIZM WNOYYM 1O Yl ‘sacueisip poys Kish _55:%:35:3%8 eaiBep o) AuABoy
dipuenbey syem yg | 10jInq *Aep Buunp Areuoiseaoo sYEm Eenzs!sﬁsaezq bl
‘aemque o Bunol oo Queped Iy 'y sl!luaa-!.q ;
g&iﬁsgs
ggﬁ.ﬁ gbﬁgsgs%ﬁ ajqeun nq uogisod Aywaipa Jo Apoq Eennfpﬂuas;
u) sabueyd Juenbay pue Jofew sayeyy wGys yBnoy uanbaiy saxely ul sabueya ybys Feuoiseao0 sael | -sebueyd JyBiis usie exew Jou se0g
‘seonEY W ‘paywy Apybys ‘g ‘ojiqeww) Amjapduwed
Leun)
s omg

Asmasyogy wpE ¥ o iy amay,
STYLIASOH MOBMIVE AS

Jubnyyrig

“sIn
Aiana yseaj 1 pabueyo eq Jsnw uaur
Istout “sABM{E 10U ING ‘UBYO S1 UPS

"sinoy zy Asaas abueya usuy
Bupnbas Jsiow Afeuoisedo s ung
Istow Aeuotseasg g

"8 "ebeufep ‘suun ‘vopendssed Ag

ApureIsuo Jsowye isiow 1day s1upig
asiow dpuesuog

"a0ens Apoq syl Jo 150W J8A0 Ujed

J0 U0 U} Jojuiodsip Jo ‘ufed jag) 0} J8h0 Liojwodsip 4o Ujed |38 0} Ayige

-

P .

" I3XInS Juaned

37¥9S .0, N3avug




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
' fo altered mobility, punsider occqaaﬂoq 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 \ it I
Manage moisture, friction and shear ARmaliog prEEN, ¥
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 iy
13-14 Moderate Risk i ] S ] Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges femating pressure matiress
Follow the same protocol as for “Moderate Risk” Patients Higt: density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress 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 mattress overlay
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LAY Children's | & BirthRight
-‘Hospital SV RARDOW HOSPTRALS
PAIN ASSESSMENT FORM e | W e
pate | Time [P0 S| Location | Duration Actity Character Modilying | Patlelt/ o | nterveation Sign
2pe” | O Continuous Qhedle O Sharp \O3Bal | O Increasing | ¢34~ |\24 pomiaken i [o“grg)
q}b\’b Wﬁf‘\ \\w ofsc | J3-mtermittent | O Chronic O Aching [ Buming { C}-Deéreasing [ O No ‘Wosﬂlm :
o | O Continuous @ fcute OShap 3801 | O Increasing ‘9#& m%
g AR ‘} \® S;p(g o | Demitent | DChonc | 0Aching 3 Buming | 03 Decreasing [ 01 Mo R yQ[Nﬁ‘
OKfcked Continuous | O Acwte—> | O Sharp 01 Dull O Increasing Orves ~ ]O'trouf gpﬂ- .
) et ? ‘ vl 2
.2‘?}1;/&1, C]‘a,n /1o b | Efiermitent | O Chronic | ClsAching™ (7 Buming CLDecréising | 01 No WPO& v OI,{#
1 :g;joh;a Continvous | Cl4cile /| OShap CI0ul | Ciincreasing | EYVes ~ Pa’ou; _
33“0)9{7 12 /Lo &Tto| Crfemitent | O Chonic | CHAehing ) Buming @ﬂé 0 No tabl‘? U ST
b v 7 CEPTW’E}WWS & Acule OS@p Ooul | Comessing | O Yes— |. awl ‘.‘\5;1:— 7%,._/—%
;Zglb ﬁPN‘ 10.7 Ot | O Intermittent | O Chronic O Aching [J Buming | D) Decreasing | O3 No pos;HU" auwvl
| | O Continwous | DAcste | OShap CIDWl | O increasing | Ddes— X ) .
‘29.{!6[25)4 0&0 ,/\,L( O Intermittent | [J Chronic Dﬁiinu [ Buming | OJ Decreasing | O No T - wh
I O Continvous | C)Acute | OShap " CIDul | OO increasing | 0 Yes
O Intermittent | 0 Chronic O Aching [J Buming | [J Decreasing | O No
) Continuous | CJ Acute O Shasp 1 Duil 01 Increasing | O Yes
O intermittent | £ Chronic D Aching [ Buming | [J Decreasing | I No
DO Continuous | [ Acute O Sharp O3 Dull O Increasing | O Yes
3 Intermittent | [J Chronic [ Aching [ Buming | O Decreasing | [ No
[J Continuous | OJ Acute O Shap OJDull O Increasing | O Yes
O Intermittent | OJ Chronic O Aching [ Burning | [J Decreasing | [ No
mm
1. Every eight hours for 2l haspitalized patients.
2. For post-surgical paients, patients wilh chonic pain. patient with severe pain:
2)  Alleast every 2 howrs lor the first 24 hours b) Then every 4 hours.
¢)  Priof o pain pain-relieving inflervention. d)  Within 30 - 60 minute's after pain refief inlesvention,

Docu.No: RCH /FRM / CUNICAL / 152
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PAIN ASSESSMENT TOOLS
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Hurts Worst

N

CATEGORY

1

z

Occasional Grimate or Frown,

Frequent 1o constant frowm,

Face No Particutar expression of smile withdraw, Disoriented quiverning chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
_ Laying quietly normal position, Squirming shifting back and 1
Activity maves easily forth, tense Auched, nght. or Jerking
M occasional , screams of sobs,
Cry No Cry (Awake or asieep) oans or whimpers flmmm
Reassured by occasional ouching,
Consolability Conte. , retaxed fugging, or being talked o, Difticult 1o console or comfort
" distractible
- Neenstal Pain, Agitatisn and Sedation Scale (upto 1 Month)
Assessment  Sedstinn Hermal 4 Pain / Agitatien
Criteria
-2 -1 [} 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not] imitable or crying at | High-piched or sllent
Iriflability stimuli minimally with painful| initable Intervais consolable | contimuous cry
shmufi inconsolable
Behavier State | Noarousal foany | Arowses minimay 10 | Appropriate for | Restiess, squinming | Arching, kicking constanty
Nospontaneous | Lktie sportanecus Arouses minimally / no
movement movement {not sedated)
Fachl Wouth Is lax Minimal expression | Relaxed Appropriste | Any pain Bxpression | Any pain expression
Expression | No expression with smusi - intermittent continual
Exiremifies | No grasp refiex Wesk pasprefiex | Relaxed hands and | Intermitent Continual clenched
Tane Flaccid fone decreased muscie | feet clenched toes. fists | toes, fists, or finger
fone Normal Tone of finger splay spiay
- Bodyisnottense | Body Is tense
Vital Signs HR | No variabiity wih | Less than 10% Within basefine or | Increase 10-20% | Increase greates than 20% from
RA,BR 520, | stimui variabliity from normal for from basefine baseline, 520, less than or
Hypoventilationor | baseline with simuli | gestational age 520, 76-05% with | equalto 75% with stimulation -
apnea ;| stimulztion - quick { slow recovery Out of sync o
recovery Bighting ventitator
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It takes a lot to treat the litde. Your Right to a Safe Delivery

(" PHLEBITIS ASSESSMENT __J

Q:onsultant

r;'atient" Mamar........ X
R —

senaEREENERS

=
CANNULA1 CANNULA 2
Date: 22 196 Time: ?Qdﬂm Date : 98\ 'OW M\’\EW’?: S'p'\
Location : @ W CQﬂb«W e Location : copIvd
Size : ize: _f@ % .
Cannula msened by : g\p N & bQMC?/V Cannula inserted by : L Qeed en
Date | Time |Phlebitis |[infitration|, " | Sign | | Date | Time |Phiebitis Infitration Nursing | gign
h Intervention o g Intervention
5o | WY/ |Ovesgilo |Oves 6| ¢ hadd- ) _&‘\fb' €200 | OYes Citg| OYes TNo| | 12
2,09Y) OYes QKo | Oves &Ko / P oIP™M | Oves Opal OYes Cfjo Be
)| ovesarlo | Oves dx6 VP, 9t OveswaNo| OvesoNe] b~ | \X
A OYes B6 | OYes oxo| g\ WY1 \cm OYes Jho OYes DK6|. WX
AR |OYesTo |OYes BEitin (1) AR D 22\ | \apq |OYes pNo OYes \aH0| PO
WD |Oves ONp | OYes ONo]) (pge) | A% Y] | OYes Qo OYes wflo (NN
\Q9M [oves ONo | OYes oo hA¢ 0 el | OYes Qo OYesgfo
g,ﬁ% I:IYBsEIﬁs‘ OYes DN’GW’ QP LM |Oves@lo| OYes o) 1
W P™ |Oves O | Oves Do) el | QP B g OYes Obio{ Tves o
&N _|Oves@Np | Oves it Opse | 39 L e i OYes et Tes ONG
= |OYes ONo|OYes ONo '\ 2Drp | DOYes CtiotTiés BIG
OYes ONo | OYes/TNo ~ A v |Oves DNt Oves O] L
OYes ONo{GYes ONo ah\Y | b OYes O] DYes Dt Oy
Oye<INo | dYes ONo i DOYes ONo| OYes CONo
_Gies ONo | fives ONo OYes ONo| OYes ONo| (™
(_., OYes ONo | [DYes ONo OYes ONo | OYes ONo \ )
OYes ONo | Gves ONo CIYes ONo| DiYes ONop—"
OYes ONo | Cjves ONo P 0K Oho| P% BINo
OYes ONo | QYes ONo N\ c |ovepmo|oves oo
OYes ONo | dyes 2100 \\ __Oves Do | CYes ONo
OYes ONg}fYes ONo (N« ¥ {oves oNo| Oves ONo| |
No | OYes ONo SAJ DOYes ONo| OiYes ONo
OYes CONo | OYes ONo U OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes £No | OYes CNo el
Cannula removed : OYes CONo, if yes date and time : Cannula removed : [9¥és ONo, if yes date and time %‘g 2’0
RX any initiated : CYes ONo OINA If Yes specify- RX any initiated : OYes [0 ONA If Yes specify- ]
Phlebitis score: Phlebitis score: | ] (D,)“ g

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

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE).......
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=

fﬁ”\/\

Next page




LPHLEBITIS ASSESSMENT AND MANAGEMENT RECORD

J

ANNULA 3 CANNULA 4
Date :)- % [ b 20% 'ﬁm?’: ‘0/2}\: Date : Time:
Location ; LQ«QAA, Location ;
Size %u LQ/P Size :
Cannula inserted hy@j}{?m Cannula inserted by:
Date | Time |Phibitis |initration| NS | o f | o0 Time  (Phlebitis (Infiltration], Mrsi9 | g0
Intervention Intervention
bf 14> 1 |OYes [No | OYes O] OYes ONo | OYes CNo
ﬁm_ )y | OVes NG | DiYes €1IN8 | oy ) OYes ONo| OOYes CONo
. o I:IYes*ﬂﬁo OYes Bt - OYes ONo | OYes CINo
\ D [OYes Gl Oves Bo o L OYes ONo| QiYes ONo
= OYes GNo | Oves ONo|© 5 = OYes ONo| Cves ONo
OYes ONo | Yes ONo il OYes ONo| OYes ONo
OYes ONo | CIYes ONo OYes ONo | OYes CONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo DYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo QYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo | OYes CNo,
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CNo ' OYes ONo| CYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes CNo
Cannula removed : OYes ONo, if yes date and time - Cannula removed : ClYes ONo, if yes date and time -
RX any initiated : OYes CINo ONA If Yes specify- RX any initiated : OYes ONo OINA 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.LLP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) ¥
0 1 2 3 4 S5
IV'site appears healthy | ONE of the following is | TWO of the following s | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive;
* Slight pain near V. | # Pain near |V, Site | % Pain along path of ¥ Pain along path of | % Pain 8|01§ path of
site or slight redness | % Erythema cannula ¥ Erythema | cannula # Erythema | cannula % Erythema
near LV site # Induration # Induration # Induration * Induration
# Palpable venous cord : me venous cord
RESITE /REMOVE | RESITE/REMOVE RESITE / REMOVE INITIATE TRETMENT
C)ESERVE CANNULA | OBSERVE CANNULA CANNULA m&a ENgronsmER %g:#”% hf:ronslut:‘ﬁ EEﬁIJE L.:\ REMOVE J
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T RainiEe e o
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RE\ .. Children’s ‘BirthRight

Hospital BY RAINSOW HOSPITAL s

km-humhm

hrﬁmn.i&hum-,

i~
Part - I. ( _ : _ _
Patient's / Learner Language: }LLM Patient / Learner Literacy: (] Read T Write, [ {Spedk Willngness to Learn: ~ Yas gy~ Healthcare Literacy:  yeg Mo

d Education Needs: ) 10. Fall Risk Education
:den!lﬂe B 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
z | : ; Safety
Diagnosis L L@n Pain Management 7. Infection Control Measures L
“’ P‘B 9(‘“{’ 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Pf!ﬁaﬂ'sl Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- Il

-

choduhommelaihlmilll

f OIAF Ea“ L‘ﬁg_j %) d(,w,U/w =g 1 Ao 7 %""" _
Q/\\bbi’ *{,}j’%‘o W m Cﬁ:u% ; -r i g’fblﬂﬁ LQECZ/,L} g e | Mewns uQ/LQ oz @ﬁ@ﬁ )

L]

=5

Part - lli: CODES
Wmmwﬁ Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specity)
ng Barriers: 7
@‘o Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
Physical Impairment 5. Educational Leyel 8. Responsibilities at Home 11. Beliefs and Values 14. Others e
3. Emotional Barriers 6. Desire / Motivats o Learn 9. Cultural Differences 12. Impaired Visiony or Hearing
Teaching Tools Used: A Augio D: Demonstration V: Video (" 03 Oral
sm/s to overcome barrier/s:
1 5 None 3. Reassurance & Support 5. Respect values & befigs 7. Other, Specify
Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Yerbalizes Understanding 2. Demonstrates Understanding 3. Needs Review
—

Doc No. : RCH/ FRM / CLINICAL / 187
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. 2 - E?'Il.?l? OW' 5 GUC-00074875 IP18-00036127
Blrtthght laren's Mrs THIRUPURASUNDARL R
BY RAINBOW HOSPITALS HOSpltal ;7-07-1994 MY1IMSD F)
Your Right 1o a Safe Detivery It takes a lot to treat the lttie. r. PRIYADHARSHINI S M

JHpL

CONSENT FOR BLOOD TRANSFUSION

(R

GUC-D0074875

e ARt GO
A IHII mummmnmm Itlllllll e ANRUBBANG: s
T L e L L T R ————EESEE

1 O PriaC

| ...........--......-......--.....--..-u--.....-.....‘-...-.--......-......--.....u.....--..

transfusion / blood components as part of treatment of myself / my patient while being admitted at

hereby give my consent for whole blood

Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if it is in the “window period” and
also due to various other infections which have not been screened for. | also understand thatany blood

component transfusions carry risk of transfusion associated reactions.
All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the

language that | fully understand and | accept the same and give my consent for the whole blood

component transfusion to me/ my Patient FVAMMEA 1o iveeeeesasessensessseasssessssss e s eraneess st s s R s e s s R s e s SR e e

Name of Patient / Attendant fV)YR ! - TH [RUPORA S’UJ(]fDﬂRI.

Signature of Patient / Attendant % ‘ /

Date 22)ob | 2021,
Time: 320 pm

\ationship with Patient: Fo& fad







RAINBOW CHILDREN'S MEDICARE LIMITED
# 157 - 160, Anna Salai, Guindy, Chennai - 600 015.

Z
Rainbow®
Children’s
Hospital

It tokes & iot to trest the litte.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

BirthRight

SI.No. 2997 NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name : ’ Age: Gender: '
UHID No: IPNo:H2 - o) oy Date: EY Date: > = T ot 3.5
Diagnosis+ . ' .1 | wee s | i-"f_;"l""l.-ﬂ'e Evr L o n Time:
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials ! Ampoule Remarks
|1 | InjFentanyl Citrate (100 mcg/2mi) omig ¥ O S
- e Fentanyl Citrate 25 mcg patch
3. Morphine Inj 10 MG / ML
4, Pethidine 50 MG / 1ML E
DoctorName: ~* "7 14 Doctors Medical Council Registration No.
Signature: ' e VEG
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
| i ] D2 } t‘ ! “)_ _)1_:
IP Registration No: ./ e et 0 R Wl
Aadhaar No. of the patient@ptional).......................
P 10 [ Name Remarks .
2. | Complete postal address (with contact number, if any) L. GANT 2 f’ G 'f}i > "_:';'\' ;f;:'fﬁ‘ﬁf" €
3. | Brief description of the lliness Cra ity Ay ) SLLOEERS ST DAY {.".f. ok
4 Whether registered with any other registered medical practioner / e
' | recognized medical institution (if yes, detalls to be recorded)
5. | Detalls of essential narcotic drugs dispensed

Name of the Essential Narcotic Drugs

Quantity

Signature / Thumb
Impression of the patient

Remarks, if any

EENTRPRN (TRATE tor

{

Dispensed by (Name & ID No.):; -
Received by (Name & IDNo): /. ., f 4 .
Time: .

.:}’i-‘.

A

“HBH /FRM / CLINICAL / 133
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Signature:

Signature:

o
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Ref. No. : F/ HW / CON/ ANES /02

2 CONSENT FORM FOR

Rainbow’ | @ BirthRight GENERAL / REGIONAL
Coital | gmmsonesme | ANAESTHESIA / MAC

»

umtnumuﬂml.

GUC-00074875 1P18-00036127
Mrs THRUPU“!UNDAN. R
Patient Name © .cvewreeees il ISR B e [N —
Gender: MO FO - IP mlm“\\“m“mm““ Hm““ L CONSUMANT: covverieesssssssssssssssssssssssssmsmmssesesssesss
L1 L R Anaesthesiologist: Q.SQT\-H.SHQHQNDQ&
Operative procedure Pl ..o L_Q'BDUW_EQ‘\DUW\’L—I ...... (LSS

PLEASE READ THIS BEFORE YOU CONSENT FORANAESTHESIA

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

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

[ Heartdisease O Hypertension O Diabetes mellitus [ Renal failure

O] Hepatic disorders [ Shock 0 Multiple organ failure O Polytrauma/RTA

Ol IncapacitatingCOPD D Others: HC:P%DMH&,H*{%M&Q
T L TORm——— e B edesisaRsssssasskespesnepsstssaesssaseates

«  Doctorto documentin medical record also if necessary (Cross-out if notapplicable)
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
................................................ T e B

| authorize and give consent for anaesthesia (O Regional / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge thatthe anaesthetists have informed me about the anaesthetic procedure, 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.

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




That | authorize ang 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
I her will administer the Anaesthesia,

Pregnant: OJ Yes ONo

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

I declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / MACtobegivenand &*
discussed the risks that particularly concern this patient.

I have given the patientan Opportunity to ask questions and | have answered these. )

Patient / Patient A ant: Witness : \ASA&/
Signature : ., u ‘TFTI??}DM{Q”‘W’ Signature : b( :

Name:...... 00 .- %%:DMQMMP Name : '\T/@\]@#f}mmv K.
Relationship with Patient: ...... A4 d—

f Date & Time:.2.2 / {,/7{ -
Date & Time : a?’é/géa/y} ,,,,,,,,, 2%’7 e
Doctor (who is taking the consent) : ' ' v
Signature. . e, B |
Name: ... O kLo 44 )
Date & Time : . u'{//'? i /9";’

CIN : U85110 TG1998 PTC029914 Www.rainbowhospitals.in
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2
Department of Anaesthesiology Ezii?c?;?r‘:’s & BirthRight
(.  PRE-ANAESTHETIC EVALUATION Hospital _ | () emeonosmus
J Name: ... THAAUCIOA Suedn . Age: .. 31 e S8 oo UHDNO:.
? | Date: ... .?,27/14/4 . TiM€: woovovrroreeceeccoere. . PropOSE Op.eration L,S Cg

Diagnosis: ..

02 03 04 05

B.P/CRT: !ﬁ/h”ﬂ 7’0/#) Weight: ............  ASA Physical Status:

Laboratory Data:
i ?.7 GIUCOSE: ....oorveevevervecvivicre PROTRIN: o, | | X-RAY: oo,
PCV: i, Urea: Alb: . ECG: ...
WBC: .. R i s Total Bilt: ......ccoovvo.. : 20 Echo R b iamennns
| Pt oo L RO DIt B ik Blood group: . . + vuressmnglo ............
L Ko LDH: T3 DG e
PTT. Ca++ Bl phos: oaiisiigs 1L R .
m INR Mg++: ... AMYIASE: v, L1, e O J— F@ TZ’ /
Clteeece e SGOT/SGPT: oo, Mlergies: N
ﬂ Medical History: ~ CVS:
4. RESP - Diabetes -
CNS:

Renal / A T 2 L‘Z_Cﬂﬁvm
| Hepaic / GE - il Physical Activty: '
s Others : /

Past Anaesthetic History: / /’1\ w 1\ |

* Physical Exam: J L D w {r\;\.r-l (t) [TV
Rirway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: " Teeth

| Lungs : ]? 0

; ﬂ Heart: ; : ‘Cgl

{_ ONS: Wg"

L @ Pregant: CI¥es OINo CINA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: 0 mAC ‘g.atéom OGA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: Yes 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
| 1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL ORAL<Z_ Others 6 Hours

3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

Signature: ... o — Name: . .S ATE S Y.

Docu. No. : RCH /FRM / CLINICAL / 044
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Rainbow” | @ o clrae
: iidren® hRigh
Patint Sticker ANAESTHESIA CHART  finspital .E!ﬁmrfu's?ng

Pre Induction Assessment:

Change in Patient Condition: Yes 0O No Fasting Status:
Physical Status: Patient Identified O Consent Present [ Chart Reviewed
H.R: | B.P/CRT: | Sp0,: | RR: | Last Feed:
Pre-0P DIagnoSiS: ....c.cocueriviimmmsisiinsisssmmmassaseniens OPEIALON: ...ooovocemmcemsssssesssomsisssspamsss e enseass 1711 SR
SUIGBOM: +..vvvveeevesamarenieemmses s essssesssissssrssssss s e ANZeSthESIOIOGIST: «.v.veereee e TeChNICIAN: v e eerererersemsesmeessans
TIME [
N,O JAIR 10, LPM |
HALO /S0 /SEVO 3
Cirugs
Hiood Loss
FID, / Sa0,
E1C0,
TG
Temperature
Urine Gutput NOTES
-
8P 240
v Systolic 220
N Dl !
X Mean 200
= Heart Rate 180
o :“r:-: 180
140
Thicat Pack b
Throiat Pack Cut 120
100
a0
60
a0
20
10
0
AHG
LAB Values
GRBS
hiers.
O Equipment Checked and Temp: Induction Regional:
Functional O HME O Fiuid Warmer aw O inhai Extremity SPBORY: ot iostiisaibbii it
O sp [ cling Film [0 OH Warmer 0O Pre 0, RS O Spinal [ Epidural [ Cavdal
O Cuff Site: .. [ Hugger's 3 Cotton Woo! O Others e e i
O AnSie: . O Other
O EKG Leas O Mask  [1SGA osten
O Temp Ste Times: O Airway 0 Oral [ Nasal SHE: oot
O IO, Monitor ARBES SIATE cnimce e ETT# S NSRS - Needle Size: Depth: ... —
[ Agent Monitor OF SHarL i 0 0w ONasal [ Cuft Parasthesia [JYes [INo
O Pulse Oximeter OPEnd: e O Tracheostomy [J Topical Catheter at skin .....oooeeee €M
O Capnograph Leave OR! cev.cisisiiss - O DAug: ittt Drug Name & CORC: ..o ;
[ Ventilator Anaesthesia: O Awake O Direct Vision OIS
O Nerve Sumuiaior O GA [ video Laryngoscopy [0 Stylette/ Bougie Intusion:
O Manitored Anaesthesia Care [0 Fiberoptic Block Level
Position: [ Regional Blade# ... ATEmplS: i
O Pressure Points Checked Ditficulty WY T i e
Line {Size & Location) Transpartation to
Eye Care: ocve O Bilat = BS O Pacu gicu O Other
O Oint CVART: i [ Semi-Closed Circle felaxant Reversed [ Yes OnNe [OONA
8 ::]:!el 1.1 IO [ Cioseo Circle
O i Ow O Other
Awake aw Signature of the DOCIOF & ;
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Patient Sticker J

POST-ANAESTHESIA CARE UNIT RECORD

.r%
Rainbow” X .
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

It takes 8 et 0 troat the lime. Your Right to a Sate Delivery

Received in PACU DY .o Time Received : ............ccccccocenveennee. Time Discharged : ................coo.......
' 250 200 b N GRS iviisincssiisritisnicds
240 240
L 230 230 | [J 0, Mask [0 Nasal Prongs
s 220 | [ Tracheastomy O T-Piece
e 210 210 g
W 200 200 | O Oral Airway O Nasal Airway
E 180 180
o 180 180
o 170 170 | Vomiting : OvYes CONo T e
o 1
g 5% e | MeTe: T Oves Oto
v 140 140 | prain- O Yes [CINo
130 e
A 120 120 | Urinary Catheter. [] Yes [ No
" 110 10
551 100 100 | Chest Tube: O VYes OONo
S5 w0 % | il Oral OYes ClNo
C_L L B0
70 : 70 .
L a4 - h IV Flids:
75} 50 50 Oral Feeds:
= 40 40
30 30
& 20 20
10 10
0 0
PO,
POST ANAESTHESIA SCORE MRRITES ING INTERP
(Modifed Aeste Score) IN 30 160 90 out SCORING INTERPRETATION
o o ;umm; m o 4g g = 3 ACTHITY A Minimum Total Score of 8 is Required for
Able to move D axtrembies voluntary of on command =0 Discharge
ﬁmm“ﬁxﬂx&mmlm =32
nea or breathing =1 RESPIRATION .. : g
| Aobeic _ =0 Exceptions to this, are to be explained in the
8P = 20 of Pre Anesthetic leve =2 . ; s
8P = 2050 Pre Anesthetic leve =1 CIRCULATION space below by the Discharging Physician:
8P = 50 of Pre Ansesthetic leve =0
Fully awake =2
Argusable on calling =1 CONSCIOUSNESS
Not respanding =0
i, =2
Pale, dusky, bloichy. jaundiced. other =1 COLOR
Cyanotic =
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signalure
Pain Tool Used: [CINPASS [JFLACC [JWongBaker LCINPS Reassessmen! Frequency;

Anaesthesiologist Name :

Anaesthesiologist SIgNature: ...

Date & Time:;

PACU Nurse Name

PACU Nurse Signature: o

Date & Time;

1. Every eight hours for all hospitalized patients
2 For post surgical patient, patient with chronic pain, patient with severe pain
a. Every 2 hours for first 24 hours
b, After 24 hours every 4 hours
. Prior to pain reliving intervention
d. Within 30-60 minutes after pain reliel ifervention

Transferred to Unit by (PACU):

1L R




%
Rainbow® - s on
Patient Sticker J Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

e
1t takes a lot to treat the it Your Right ta a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: 2—2—/4{% TIME: oo Procedure done by ... ST LM e
CSE /Spin Position :g.I.ﬂim?Space L..‘JL> ............ Techni (0] [ l,

Depth: .......2..CM...... Catheter at Skin: ]Z,c_rV) ........ AREMPS & oo L

Parasthesia : Ye T 11511 O REEERREEESE -
Solutiuncomposmon:........Q..‘._/L%.‘[1.......Qﬁ.?‘;\m.&m.....:}(;ﬁ/bk ..... FE,M .................... u i

Any other issues :

Tim Infusion Rate Bolus (ml) Level Maternal
B (mi/hr) Left Right | BP | Pulse

£ |

FHR Comments

Delivery Details : ~ Time @ ...coovviirnnnnens APGAR: ... SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECTEA : .....ivuuiuiimiiiiiieeiis st

PAHEII SATSTACHON © ...vv.vvooessseeseesssssiassssssssssissssassssssssiass bos s sassssoases SRS S8 4RSS a8 1411 SRR SRS

Discharge /Shifting ordered by
DOCIOR SIGNALIIE: ... ...ososmisiossinassisivisamiarssabsdins sessbosimasissisines
Doctdr [T 1 RO PSP SO PP

D7) (010 11511 O S e o Fe e e O



ANNAI TERESA BLOOD BANK & GPHERESIS CENTRE
(Run by Little Roses Trust)
LICENCE No.: 506/28C

# No.946, 1st Floor, Bazzar Road, Ram Nagar (South) Madipakkam, Chennai - 91. Ph.: 044-22580803, 48616108
Mobile : 9840143108, 9840333108 E.mail : annaiteresabloodbank@gmail.com web : www.annaiteresabloodbank.com

COMPATIBILITY REPORT
Patient's Nalmekiﬁf_7z"‘f7-tfl7lf"’1.“tSI«U“”"*'?”,"Q Age B TS, Sex '4:
Patient's Blood Group & Rh Typing w—?}?«ﬁﬂ'b"e WO % i s e B 5ot st ea e
Hospital Name : wnébw ................ cl\j/dwn; ............... Hoff”"%f‘ ....... (é“-”-} ..................................
Bag Blood Group & Rh Typing............2 JRPELELYE ... DATE 1.2.3.:26:. 26 .. TME 1. L2LS AN

S.No.| BAG NUMBER COMPONENTS | DATE OF COLLECTION | DATE OF EXPIRY SEG.No.

| Dbt DE 8¢ 2006246 ol.08-26 |MppblTAL

A

4
7

~

- /"‘

Majo atching : Saline / Alb | AHG / Column (G .. Minor X%«atchmg Sallne!Alb!AHGJColumn(Gel)

COHPATIBLE () un CRLORENCE hﬂgas
Cross Matched by ... ﬁ"‘ V"'L..J[’ ....... Checked by (R Cer
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GUC-00074575 =

P18 . = ®
Mrs THRUPURASUNDARL R 2 Rainbow &

17:07-19p4 31Y11Msn ) Children’s .BirthRight“

Dr. PRIYADH ' A
i Hospital 8Y RAINBOW HOSPITALS
It makas a lat fn beat tha dime

L R
BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: Q&}éjm TIME: vovvvene.en (D'fUﬁM ............................
Blood Group of the Patient: .. Fﬂm Blood Group on the Blood Bag: .. @ﬁﬂ%ﬁ ..................
Blood Bank Issue No: ., 2. &0 qRAF-........ Date of Colection: R9.16... & 4. bate of Expiry: . ) D&.Rb
Date & Time of Starting Transfusion: 9‘3/6&64’0 *(OAHD). Planned duration of Transfusion: .= Ib[&b@[ ..... f b ?\’D
Check for Correct Unit: ’\/Correct Patient: /

Blood products cross checked by: Nurse 1: SIN-F%F{M Nurse 2: S}N‘DEVI-
Before starting transfusion vitals: Temp: C’g.F- Hﬂfﬁbtf@ RR: @}xﬂlﬂ) BP:(l {O/TD Spo, C}Cﬂ(,

PLEASE MONITOR THE FOLLOWING:

Blood $p0, Any Any Any Any Other

gae Time HR | Temperature Pressure Rash | Rigors | Breathlessness | Problem

oAy

lobs| = oy qfp poppo | W | - [~ [ — |-
rjmr@btrm Tlf lofea (P | — | - | - |-
fﬂmm&rdﬁ» ¥E lplar | — | - | - |-
SR bty 918 | g | | - | - |
S st 988 |mopry| T — | — | — |

T B s | T - | | | -
7 o qgp [l [qar| — | - | — | _

’%J Name of the Nurse: ..., & . [7@~ Garlico
I:M) Signature of the Nurse: ...........L..... [INg bb@cﬁ

Date & Time: %1 b\)/’b@ Date & Time: 2. [ (a J&.@.lb@ll@d}—

Jo pro

cu. No. : RCH /FRM / CLINICAL / 078
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Rainbow Children's Hospital

o

Major X Matching :

Saline/Alb/AHG/Colum (G&l)

Minor X Matching :

Saline/Alb/AHG/Colam (8T |

Cross Matched By:

SN

Medical Officer:

Blood Storage Center ﬁiﬁ'g’ e
No, 157, Annasalai, Guindy, Chennai - 600015
Compatibility Report
A\
Patient's Name : MY S Thyupuye Sonclaplaeesses | SV Y ik
Patient's Blood Group & Rh Typing ; O I
GUC No AUE N Ward L DYl orderno | Y11t eg
Bag Blood Group & Rh Typing O 1 LI Date 3 ]Sb\ & |Time | ¢+ 2w p\/I-”
S.No Bag Number Components Date of Collection Date of Expiry Seg No
\ Q2 20 prec | 940x(26 [ 111126 [onh tidso
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17-07-1894 IY1I1IMED {F) 1 ’//&

Dr. PRIYADHARSHINI S M

PARTOGRAPH

— LABOUR

Labour: [ Spont D@PGH O E2 OOthers
Indications for I0L-Accel: [J None JZ!/D’xytocin
Memb. Repture Type: CISROM 0 PROM  CYARM

Presentalion:ﬂferlex Ol Breech O Others

RU !ﬂlﬂl"

J_—

Rainbo : sy s
CIE"IIIrIIdr%Vr:S ‘Bll‘tthght

Hos pltal 8Y RAINBOW HOSPITALS

It takes 2 kot S0 beat the itDe Yaur Rignt 1o a Safe Delivery

(" INTRA PARTUM COMPLICATION J}———

Maternal: ome [ Pyrexia OHTN O Others

Liquor: E@quate O0ligo OPoly E!Giear

—

CJBlood OO Meconium COCord: .....ooooienennnn.

O Yes .ZNO

Shoulder Dystocia:

— DELIVERY DETAILS }— —— STAGE Ili —
Anesthesia: [1 None Epidural Placenta: m/Ngrmai O Abnormal [ RPClots
Nonepi: 0cal  CISpinal Ol General GCCT  ORetined  CIMRP

: tomi 0 ' O
Del. Type: O SVD O Asst. Breech O Twins i Dﬁw’&'gva{a“ma“C hone
LACREAIIONS, coveveeeiicreeerenee s
AVD: 1 OQutlet O Low Forceps 2 Ventouse
O] Trails of Forceps AL um Cervical: ..
Indications: ..... ? OO*VWWQIQM .......... Perineal: . EP] sto#vm%
Application, LOCKING & TraCtON: .......oovvrveeseee OURBES: oot
Duration of Instrumentation: ..........coviiviiviiniienns Prophylaxis: @ @
NOJ OHPUIS: .ocuismyinsisins osnvssmnssarmemmmensneasnmaseiiss
[j/’ Blood LOSS: ... 1O
Catherised : EYP7 O No ey
Tyie: fleys O Plain Blood Transfusion: ..
Petineum : O Intact IZ(E)pisimomy O Tear Other Details (if @NY): ..o
Suture Material Used: EOUP;A \‘WW\\ ______________ Ractal Examination: ... NYTOAA

— DURATION OF LABOUR __ } —{ BABY DETAILS —
1st Stage: Hﬂow ......................................... Gender: . Bﬂ\j
2nd Stage: ........... LOOMA e Weight: ......3.: osé’ke
310 S1AGE: ..o GIOS rece| | APGARE. 8\, "Uio
Duration of Active PUSRING: ............c.c.cccocoreeimericccece | | Date and Time of Delivery: 9220k ) 2021 ‘1 37?%
N, O VE'S: oo LW Doctor: P Pmﬂwl\wa%bm

LW Sister: .....coocoeens

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

NOIE i csamsisissisiiniomadsbiscssssstisisssssiionsnsimimmmmmonmmeernmmenssocssess ONSTONIGS FOTAI: s 31000 GIOUD TYPES v

Memb. Ruptured:  SROM PROM ARM Risk Factors: ............ccoooooei,

180

Fetal Heart e 170

160

150

Maternal I 140

BP 130
120

110

Maternal 5 il TR §

\
Pulse 80—
70

60




Time

Signature

Fifths Palpable
Moulding / Caput

Amniatic Fluid

Position

Cephalic / Breeth

Oxytocin

" Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

Test

Amount

- P W B En
"




Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

WS csemmnnmmmiman OGNS

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THMEL coviviirerrinirerersmresesesens SIGNAMUIE: +.ovecevsee e

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIMES i e SIONAIING: o anssuamn iy sivs

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIMIE! s SIGIANIIG: «cvossvensssniviasmsnsivsssssssrsvsmsssssrssassss

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIME. 1evvevivercerveecresereesereerrenns BIONAMIR .o ivvvaivssisnimmisiisiigsmmsbaisiasiannili

C




~ Rainbow®
| Children’s
|
|

® BirthRight

BY RAINBOW HOSPITANMS TRUMENTAL DELIVERY PROFORMA
Your Right ta a Safe Delivery
OBSTETRICIAN | B - Paiy o Ao s hieis
Patient Label j

( ANAESTHETIST | v - dfarsh
< ASSISTANT | Pr Lucet=n

Hos|

It takes a |Qtfto treat the litte

| GUC-00074875
Mrs THIRUPURASUNDAR. R

| i Ll DATE 22 )6k ) 2024
| AR b £ 5 i
PLACE (’ LABOUR ‘__7 ) THEATRES
A LWARD —
CONSENT EPISIOTOIMY BLADDER EMPTIED?

’ﬁ\ X |
@ /' WRITTEN (YESD ¥ & FOLEY  IN/OUT @
ANALGESIA : CiG | 3
UDENDAL (NORM% / SUSPICIOUS /
AMOUNT USED_lomMLS ATHOLOGICAL
OF
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
] ; SPINAL NOTES IF NOT NORMAL CTG) © /5 PALPABLE
GA

VAGINAL EXAMINATION

NUMBER OF CMs DILATED

STATION OF PRESENTING PART A7 0 7 +1 :@r +3
POSITION ~ DOA/ LOA / ROA / ROP / LOP / DOP | /  ROT
CAPUT @ + ++ ++4+
mouLoinG (0 ) + ++ -
™
\bcecum INSTRUMENT USED
KWICUP__ /__ NEVILLEBARNES _ / WRIGLEYS /  KIELLANDS  /  SIMPSONS
MANUAL ROTATIO TIME OF APPLICATION No. OF TRACTIONS
YES / NO
4 36 pm
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
ves ]
4: 37p»
| |(FULL DETALLS IN NOTES)

Rainbow Children’s Medicare Limited
No. 157, Saidapet, Near Little Mount Metro Station, Guindy, Chennai - 600015,
For Appointments call: 1800 2122

you can take “ONLINE APPOINTMENT"
CIN : LE5110TG1998PLC029914

» .

from our website at ANY TIME Log on to “www.rainbowhospitals.in”

info@rainbowhogpital.in www.rainbowhospital.in




Brief description of delivery and perineal repair.
(Please mark ventouse position on diagram)

EXTENT OF TEAR

Y / 157 degree / 2"° degree / 3A/ 3B/ 3C /4™ degree

EPISIOTOM
(If 3¢ or 4", please complete proforma)
SUTURE MATERIAL USED TECHNIQUE PR PV
2/0 VICRYL (number.........) NTINUQUS/INTERUPTED
3/0 VICRYL (number......... ) SKIN CLOSED{? YES/NO @g / NO @ NO
OTHER?  Rapid viony\ |
(1
FO ATHETER SWAB COUNT ANTIBIOTICS | ANALGESIA |
YES) NO PRE - REPAIR _(orove b
REMOVE ......cooec. POST — REPAIR_Loyvech @ I NO /| NO
(SHOULD REMAIN IN SITU (PRESCRIBE SCRIBE
FOR MIN OF 12HRS IF P‘“ngMEE;MOL DICLOFEN'® | "oN DRUG ON DRUG
REGIONAL BLOCK USED) VES | NO w@' " NO CHART) CHART)
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Mrs THIRUPURASUNDARI, R i
17-07-1994 swnusu F) Children’s . B“‘thR*ght
Dr. PRIYADHARSHIN Hospital OY RAINBOW HOSPITALS
I Lk lot t trpat the sk Your Right 1o a Sate Delivery

i o
BLOOD PRODUCTS TRANSFUSION MONITORING FORM

' Blood products cross checked by: Nurse 1: . C.’:l l\‘

Date: 33!%]_1015 Time: ............ 0 @'HS' .............................

Blood Group of the Patient: . OFVe._ - Blood Group on the Blood Bag: ... i€~
J‘
Blood Bank Issue No: .. Q’B .. Date of Collection: . D-l‘ ) S} Qb .. Date of Expiry: ':rr , ?f Qrm-b

0t Lsp

Check for Correct Unit: ,—) Correct Patient: .—7

Date & Time of Starting Transfusion: 9—1] \JJ)M Pianned duration of Transfusion: .. QJJ E? / 2 B @ } Q. Lf%

Before starting transfusion vitals: Temp: 9fF°. 1R “,Su"’ RR: 20Hm  gp. ’B, LO SpOlDD’)'
PLEASE MONITOR THE FOLLOWING:

Blood
Pre§sure

. Any Any Any Any Other
[ Date ‘ Time HR Rash )Rigors Breathlessness Probleﬂ

g&\\o\)b‘@,ﬁi@n ils ’ ’18)63 [bo/f N[/L‘ N NI NLJ
\\g\)}" 5 1o f |an]«"~l—0 3y YINLL ' N | N NS
|

p\e® Tl R 123

Temperature ‘

121} bo NU*'INM NIL | NIC NI
VP 558 120 | gz [NE1H oo N [ N
12 B\ 38 b (ol Fo [\ooy LSS R VP I P AT
2\ Pﬂ:}r s N [1eoY. | on | v | pony 791
2 SRl Wol7b heo¥ | mu [pnry Ay DL
pole || 1ot L=\ | Q2 ’ N (r\JL. AT B
22 Do [92 | st laten [40 [ s o | ey |

Comments: ... n)Qmura) b\w& .&&wﬁw m.. wefd D alloge

Name of the Incharge-Nurse: .. ($. V) u"\b . Name of the Nurse: ..
Signature of the Incharge-Nurse: .. )»Q 10\\‘:&4* Signature of the Nurse: .

Date & Time: . c%u? e @ 1o }i(?)fv Date & Time: .

Docu. No. : RCH /FRM / CLINICAL / 078
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Rainbow®
Children’s BirthRight
Hos pit_a| . BY RAINBOW HOSPITALS
1% takes a lot to Deat the litte. Your R-ght to & Sale Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUIT

o1 |6k

Date:

Pre - Existing Risk Factors

_Tick | Score

Previous VTE (except a single event related to major surgery)

Previous VTE provoked by major surgery

Knawn high-risk thrombophilia

mellitus with nephropathy; sickle cell disease; current intravenous drug user

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3

Family history of unprovoked or estrogen-related VTE in first-degree relative

Knawn low-risk thrombophilia (no VTE)

Agsa (=35 years)

Obesity

Parity = 3

Smoker

Gross varicose veins

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

Stillbirth in current pregnancy

-t | ot et |t | = | = h | = | = |-

Transient Risk Factors

appendectomy, postpartum sterilization

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

Total

| ==&~ w

Signature of the Nurse

Action Plan

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

v Iftotal 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 bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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Mro THIRUPURASUNDARI. R "
17-07-1994 MYIMED  (F) inbow®
Dr, PRIYADHARSHINI § M E%I?Ctl)l%v:’s @ B|rthR|ght
" 1
AT R TR Hospital _ | ) seowsns
It takis & Jot to treat the e, Your Aight to a Safe Delivery

INDUCTION OF LABOR CONSENT

Name: MTS,FMWPLLMASM(}M AGE: ..ooooooovvnnnnn. Gender: Male — Female

UHIIRIOE osiiismimisiammmmisisnmaainssmssmeezmso s tessares DAL cooveeeiircisiairere et
You are scheduled for aninduction of 1abOr 0N ..o (date) @t ....ccimiincanonisamssmosronnis (weeks of gestation).
THe reaSON 1O YOUP INGUCTION IS...c..cxesvunssrsmsmmsssorsrussossnssasaasussessaasssassassisssabsegsbsissiasassssinsiiissisiasssaiisssssussssuirssassuspapmmsssessagseseasssessatiensonases

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there s a validindication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 33 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
| have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient % . Patient Attendant: bL N

o«

SIGNALUIE: ©..cvrrriiree Lot SIgNAtUre: ...eevep i,

o

Name: ........... THIRUPURASUNDAR |......... Name: M’b“‘”‘w ...............................

Date & Time: ......... ,21_\&[‘)/0% 6 o o Relationship with Patient; ..(C.172¥ A, S
Date & Time: 3-?/((")0')-*6 ..... et Ffoan

Doctor: Witness

SIgNatUre: ....ooevvvvererennes \% ................................ SHGNALUIE. 1.vovvocrroeirararnsesessssrensaeessassnssessassssassnssensnissisiss

Name: D\ y 3 9 S AL = st s T o ans st SRS e
Date & Time: ...... : E,‘?TLCL& ...... r:; o ) s DA R TUNEL .ooeveennmsremersariss i ssiiiissHsstiboHE AR HAoNe

Docu. No. : RCH /FRM / CLINICAL / 173







Rainbow® @

Children’s BirthRight
INFORMED CONSENT FNR VArIMp| BIRTH  Hospital ."EI_“_”__&.«&

127
GUC-00074875 IP18-00036

IR
THIRUPURASUNDAR
, TT:T-'IDN 3MY1IM50 iF)

Dm, iﬂiﬁmﬁmﬂﬁ“ \m m Lasae. UHDNO: oo

Patient Name
Gender: COMale O B [ ;[ S

[ hereby authorized the performance of the following procedure:

* TheProcedure has been explained to me in general terms and | understand that:
* Theindication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

* Thepurpose of this procedure is to deliver the bay vaginally.

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

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

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

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

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

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

Name ofthe DOCtOr PErfOrMINGtE PrOCEUUIE: .......o.vevserivestessssssssmssssessmssssessesssssesessessses e
Consentee : i Patient Attendant : \t Uﬁ/
Slgnaturew Signature : .......... é,t ‘k' ....................
Name : (H-I’IRWR UNDAR............ Name: ........ V A AT oM V-ﬁ ..............
Date & Time : ..... 9‘2 ........ J,Q—GWP?M Relationship with Patient; . &YV .
Date & Time : l?(ﬁ?l?@?«é"w
i Doctor (who is taking the consent) :
:lgr:ztl?lre R S S T E e S s e oo Signature : ... - or—
i Name: .......... De. V0 ;er
Pt & TN v it Date & Time : &&Tb &b%ﬁfﬂ" ..........

Docu. No. : RCH /FRM / CLINICAL / 028
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e aviwen.
i 1 Lr' PRIVADHARSHINIS M

"' Raintow: | @
T

BirthRight'
Hospital . :

BY RAINBOW HOSPITALS
It takis: ot 15 treat the litte.

BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
Breastfeeding initiated?
/){857 . b.No

2. If No, Reason

1.

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

3. Nipple condition:

_ (wgmawell formed
. Flat nipple
L

C. Inverted nipple
d. Short nipple

4,  Milk flow:

e s

[.~B. Drops of colostrums
~ ¢.Dry

5. Steps for Positioning and attachment:

/(Iiaby goes to the breast
b. Mother always sits with a back support
¢. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

‘Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu, No. : RCH /FRM / CLINICAL / 080
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6. Was the position explained:
b. No

7. For Caesarian mothers: f\]) Q”
a. Mother is required sit and feed from the 4th feed
b. Please explain football hold

8. NICU admission: N)’Q’

a. Mother needs to stimulate her breast for 2 min every 2 hours

NLG

G AGHONAI IO RS ... oo v R oo VRS aR sy odh O b e e o e S U S W T IE U Ya esgidicd

Continuity of Care:

Date:

93| bhene

mc‘;l ud Modres Se
g = | 021> b

L
P
1
" Handover given by 9‘, NGHGCN T i, Handover taken by SJM\[‘%‘M ................

IR ccovavsmoismssragg syl

Date & TiME: v D F QIR . ...,

Signature .....&Z70....0

Date & Time: g’b“")a”%@g,&erfr—

u



IP18-00036127

1:':; :i‘::':}::‘:;;s‘;?gﬁ?uns ) _ @ Rainb%w' ® - e
Dr. PRIYADHARSHINI S M _J ﬁgi;g{&?,s E:Emtlgsplgn':st
AR Hlll|||| URINARY CATHETER BUNDLE CHECK LIST Hospital_ | (g zommoniesms

Date of Insertion: ....... Qélm}m MﬂJRemoval M DYP[/ @f 4;"'7

Parameters Date Shift Time %% b‘;i_ I

Need for the Catheter D:Y&%? OONo [ OYes ONo | OYes CINo | OYes ONo | OYes CINo OYes CONo | OYes CINo
Hand Hygiene [J¥esy ONo | OYes ONo | OYes CONo | OYes Dﬂg____l';lje\iElNo OYes CINo | OYes CINo
Usage of Sterile Equipment (3¥e3 OONo [ OYes ONo |- OYes CINo | OIYes I:I/No OYes Eﬁ\\%s ONo | OYes ONo
Is the Collection bag below the level of bladder D)ré’ﬂ Ian OYes ONo | OYes ONo | OYes ONo | OIYes No UYes\D'N(K OYes ONo
Check the Tube for Gbsiruction (Free of Kinking) - Cl¥es ONo | OYes ONo | OYes ONo | OlYes DND/'/f(YeS ONo | OYes OONo | OYes CINo
Is Catheter dated as policy % ONo | OYes CINe QYes ONo | OYes /,E'l{o OYes ONo | DOYes CINo | OYes CINo
Collecting bag is been emptied regularly? OIYes: ONo | OYes OONo | OYesNJINo /l?ﬁ ONo | OYes ONo | OYes CONo | OYes CINo
-MainlenanceOfclosedssfslemrorthebamefter | 2% -ONo | OYes ONo OYes Dn§< OYes ONo ( OYes ONo | OYes CINo OYes OONo
Dressing clean and dry? @Yes’ ONo | OYes CINo | OYes CINo U%S\DND OYes ONo | OYes OONo | OYes CINe
Is the line removed as Policy? ETYed ONo | OYes ONo | OYes ONo | OYes E\INo OYes ONo | OYes ONo | OYes OINo
Performance of Perineal Care m’@ ONo | O¥s CNo | OYes ONo | OYes ONo | O¥es ONo | O¥es CNo | OiYes CINo
Onset of New Fever DYt;s Eﬂjb OYes ONo | OYes ONo | OYes OONo | OYes CINo | DOYes CINo OYes ONo
Asses for the leakage at the site of insertion G-'rl?: ONo | OYes ONo | OYes ONo | OYes CINo | OYes CINo OYes ONo | OYes ONo
Name of the Nurse -

Signature of the Nurse O\%O\%]

Docu. No. : RCH /FRM / CLINICAL / 114







b

[ ,,;:::Wj @ Eﬁii?ﬁ‘.f; ‘B.i.rthnight‘
TR A URINARY CATHETER BUNDLE CHECK LIST Hospital | (@) mmenmiosims

Porno-€f al oz_cg{v 22/5

Date of Insertion: ......e 7 | VYV #5277 ™ \Dge of Removal: ...............oovvvveeeennnn,
Parameters Date Shift Time &2 6 z2lk = L) Oﬁd" i
h Need for the Catheter D'ﬁ?‘; No | v7Yes CINo mﬁ% No | [lYes CINo | CIYes CINo | CiYes CINo | ClYes [ No
Hand Hygiene m No | JAYes [INo es [INo | ClYes CINo | CiYes CINo | CIYes CINo | [IYes [ No
Usage of Sterile Equipment C¥eS DINo |[v#TYes [INo MNO CYes CINo | ClYes CINo | ClYes CINo | CiYes [ No
Is the Collection bag below the level of bladder [1¥6s [INo "ﬁYes CINo !;Wes/ﬁ No | ClYes CINo | [1Yes [INo \.‘j Yes CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) C1Yes (] No pTiYes CINo | Y6’ No | ClYes CINo | [JYes [INo //é‘\‘es CONo | CIYes [ No—
Is Catheter dated as policy [1%6s “CINo L~Yes [INo zﬁ? [INo | [Yes [INo | [1Yes D/lé D\es CONo | [CIYes CINo
Collecting bag is been emptied regularly? [1¥es Y 1No ‘;u%s LINo |, 268 [ONo | CIYes [INo | 01 Ye;/ ONo | O Jes [ONo | CIYes [INo
Maintenance of closed system for the catheter LIYeS )TINo | i4Yes CINo | ¥ [INo | [IYes [INo 7495 CINo | CIYes [ONo | CiYes [INo
Dressing clean and dry? i_[Ye$7] No | 2¥es [INo | L»¥6s TINo | [ Yes N No // [lYes CINo | ClYes [INo | CIYes [INo
Is the line removed as Policy? DYW No | Lifes CINo ¥6S/CINo | ClYes [ N\( ClYes [INo | CIYes CINo | (JYes [INo
Performance of Perineal Care Cl Yes—i’l? No | Lives LiNo (L¥es— INo | [lYes [INo \Q\Yes LINo | COYes CINo | [lYes [INo
H_Unset of New Fever [1Yes 5 /Ne7 CYes (NG | (Yes Ne—T"7ZlYes [INo | [lYes CINo | [IYes CINo | [IYes CINo
Asses for the leakage at the site of insertion | Ye&) ] Nc; &Yes [INo | [¥eS7CINo | [IYes [INo | 11 Yes TINo | [iYes [INo | [IYes [INo
7
Name of the Nurse §>] %Qf% o ot %ff\’jmf;n:;
Signature of the Nurse 015080 it O)

Docu. No. : RCH /FRM / CLINICAL / 114






PATIENT Tras:-—

1P18-00036127
GLUC-00074875
* Mrs THRUPURASUNDAR'I R

1 FORM

0

2z

Rainbow* : o
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 8 lok to treat the fittle. Your Right to a Safe Delivery

F
111:11954 3”""50 =

PRIYADHA

"

e& ngdmfs on
D—lt

oﬁruulpm

Date 1g| ?lTransiedeer

Treating Consultant Name

Transfer Prdered by

2 wHiths

S p
Reason for Transfer

Ferttn ngl

From Unit

(Ppr

To Unit
Aoy

Information to Attendant
\’es@‘/D No[T]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

Neus

o (D .

over to attendant
Yes[] No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. = item Name Quantity
1 U_M_!\ : TC,J,IM [3 ‘.__@
2. D voala 2,
8 ©f ¢ tonwd ~¥ o )-
4 LN Du& OR
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