GUC-00079461 IP18-00036178
= _®
Mrs SNEHALI KOUSHIK Ra[nbOW

e T B Children's | & BirthRight

ital BY RAINBOW HOSPITALS
TR T Hospital_ | (@) mameommsmes
SURGERY DETAILS

| Date : ,25“1]26
Patient Name: M‘T&SnﬁhahKQUSh"K Date of Birth; DH]OLJ)F"?.W Age: ?ﬁy
Gender: ..+ €Ma)S i Ward ... 2 T UHID No.: 7‘7Q§’./35f75)
Date of Surgery: 2.5 02,8, CI0T-1 CIOT-2 0J0T-3 J0T-4 (JOBGOT-1 [J 0BG OT-2

Name of the Surgery : 8metgﬁfﬂtjl,§f-5 .

T8 i 5o ot R LD TIME OUL ....or et 2 RPN D

NAME AMOUNT
1. Surgeon 'DTP?':LG(JHWB}’NN .
Anaesthetist L DORRAD e
Assistant Surgeon : .%o Latella. . T Pavilha....
OT Technician  : N"ﬁhgam ................................................
Circulating Nurse :..SJnL: T AARVAN v
6. Assistant Nurse :....ﬁ(.&/..;..ﬁ.?&l&ﬁ.: ..........................................
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Special Equ_lpment [ Laparascopy [ Broncoscope 0 Harmonic 0 Morcelator
O C-ARM O Cystoscopy O Versa Point O Liver Cusa
2] Neuro Cusa L3 OB csiationiiavimmsasiisivasssaissasiins
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Signature of the Surgeon Signature of Circulating Nurse
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m:'::r g w:."\'r'; M210D (F) Jggf 6(_ - Ll 'b% " .
Dr. PRIYADHARSHINI 8™ Rainbow . -~
T g LS chilarems | @ BirthRight
| CONSUMABLES OF OT ki | e
Circulating staff qﬁw A . Technician : .....(L2.Y\/}* st Date }SFLP[W THMB Leorvvriemceeneeresessnnes
Anaesthesia Disposables ,,,_,,E Surgical msposﬁhas javed | ueeg| DISPOSADIeS (Baby Side) |0 |
ET tube MajorPack | ¢ 4 e | MK _ 4 |
LMA Sutures § L~ cf) | Cord Clamp _, (
ECG leads{A/ /N 2 L9 o + | oA | Suction Catheter '
HME filter : A/ P / N - Feeding Tubetaep \
Syringes : 10 ¢cc 55 n_} Vaccum Suction Set
05cc )| Gloves pe LT n&| SurgicalGloves  @lag
02cc _— o o c b o2 GauzePack \
01 cc e st Syringe Tl / 2mi 1
Cautery plata A )P/ N ) | Surgicalblade - o1| Surgical Blade # 20 ‘
IV set NG tube Koochies (S)
Bl = Ly | Cautery pencil o) D wetevriome | L
NS : 10mi/ 1087 500mi / 1000mi d’\ Koochies ' Vyvodelbriu D
Sento S| Ointments 6] Thle ot | o
ol Suction Catheter i
Fentany! Cap, Mask
Morphine Gauze Pack RlO DRl
Ketamine Mop Pack 02
Propofol Steristrip
Rocuronium Underpad o
Glycopyrolate Draw shest
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urabag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
Chrpcth || Tegadern g7y ol
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set o '
Justin : 12.5 mg / 25mg / 100k L\ | Piastic Bed Sheet
Tab. Misoprost : §tsmg™ ot | Betadine Solution 0 2}
Microshield
Cotton Balls
Latex Gloves Ao
Ramdione Scrub .
Saral
, 7,
Surgeon Anaesthesiologist Nure QT Technician
0PGBI NO. ..ot Ordered by :
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
5
) f'" . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's = Tel No : 044-40122444
HOSpftal B{I'lhf-."‘j"l'.
. Rainbaw VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC0O29914
DL NO:
Registered Office; 8-2-1 20/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
U LTI INn i m
INPATIENT ISSUES AGAINS™ ORDERS
IP No IP18-00036178 Ward 8F-OT COMPLEX
Patient Name Mrs SNEHAL| KOUSHIK Bed Name MICU 804
Age/Sex 38Y2M21D/ Female Order No 18-0001717229
Date 25/06/2026 16:44 PrBScription No PRIP13-0623122
Payor SELFPAY Dispensed Date 25/06/2026 17:06
UHID GUC-00079451
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 fgég," € 7.0(POWDER ANSEL GENERAL 2406010217 06127 2 128.00 256.00
Total : 128.00 256.00

Receiver Name

Printed Time : 25-06-2026 17:06

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name - GRACE PAUL RAJAN

Page 1 of 1
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RAINBOW CHILDREN

'S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

Door No.157 to 18

0, Anna Salai, Guindy, Guindy Ciiennai Tamil Nadu INDIA
600015

Tel No : 044-40122444

Ralabow VAT TIN : 33AABCR4014M12ZK CIN : L851 10TG1998PLC029914
DL NO:
Registered Office: 8-2-1 201 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
, Telangana,
l T, lmm
INPATIENT ISSUES AGAINST ORDERS

|

IP No IP18-00036192 Ward 7TF-PVT/SUITE
" Patient Name Baby B/O SNEHAL| KOUSHIK Bed Name CRDL-SUITE712-1

Age/Sex O0YOMOD2H/ Male Order No 18-0001717236

Date 25/06/2026 16:59 Prescription No PRIP18-0623120
I' Payor SELFPAY Dispensed Date  25/06/2026 17:04
\ UHID GUC-00093081
I| S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
|' 1 E‘;Wfﬁ Microptic gloves- H 2605018017 05/29 1 128.00 128.00
’ 2 Sggff‘g:’;&i;z PYG  Bapui Surgicas GENERAL M2641119 04/30 1 100.00 100,00

3 KLICK cLAMP ROMSONS G26A040003 12130 1 39.00 39.00
Total ; 267.00 267.00

|
1

Receiver Name

Printed Time : 25-06-2026 17:04

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
2 & s e . - -
R Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ % Tel No : 044-40122444
Hospital ~ ®"
Reinbow  VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
: LR TOR LR L RTINS
INPATIENT ISSUES AGAINS ORDERS
IP No IP18-00036178 Ward 8F-OT COMPLEX
Patient Name Mrs SNEHALI KOUSHIK Bed Name MICU 804
Age/Sex 38Y2M21D/Female Order No 18-0001717228
Date 25/06/2026 16:44 Prescription No PRIP18-0623121
Payor SELFPAY Dispensed Date 25/06/2026 17:06
UHID GUC-00079451
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 35"5"“ Microptic gloves- H 260501801T 05/28 5 128.00 640.00
GAUZ SWAB 10 X 10 CM o o .
2 12PLY 58 X-RAY Bapuji Surgicals GENERAL M2545021 11/29 3 123.00 360.00
g STINSUPPOSITORIESA00 yoon Laboralories Lt R BLNP274053 11128 1 18.74 18.74
4 LSCS DRAPE PACK Mediblue H 1010626 05129 1 2,250.00 2,250.00
MISOPROST TAB .
5 soomMcGis CIPLA LIMITED H 6GHO162 087 1 105.12 105.12
6 MONOCRYL 3-0NW 1326  ETHICON SUTURES-J&J C1 T5119 08720 1 997.00 997.00
MOPS 30X30 8PLY 55 X-  DATT MEDI o
7 RAY PRODUCTS H M25425F037 06/29 2 1,020.00 2,040.00
NITRILE EXAMINATION ;
8 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 2 25.00 50.00
Aculife Health Care
9 NS 100ML ACCULIFE - EH ot L1B(Nicf 102613680 02129 1 44,93 44.93
10 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
QUICKSUITE OT TABLE :
" SHEET MIDLINE SUITEL H 2606021 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
12 100 ML LTD RC26011 12127 1 103.00 103.00
13 gg'ég}" € #6 (POWDER ANSEL 2603010017 03/29 2 128.00 256.00
14 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 767
TEGADERM WITH PAD =
15 (3591)BIG SCM-250M 3M HEALTHCARE GENERAL R03260906 02729 1 814.50 814,50
UNDERPADS CARE 60 X 90 3
6 ERIENDS) 06062026 12130 1 205.00 205.00
17 VACCUME SUCTION SET  ROMSONS GENERAL K26C010031 02431 1 739.00 739.00
18 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 075083 08/30 2 951.00 1,902.00
Total : 8,684.96 11,566.96

Receiver Name

Printed Time : 25-06-2026 17:06

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1




RAINBOW CHILDREN

'S MEDICARE LIMITED
Rainbow Children's Hospita - Guindy
L ;
. Door No.157 to 160, Anng Salai, Guindy Guindy C ' gnnai Tamil Nady INDIA
Rai nbow . 5 "
Children's : Tel No : 04440122444
HOSpltal BirthRight Wiy
wRainbaw VAT TIN : 33AABCR4014M1;: ¢ ,_t;m ! L85 10TG1998PL0029914
DLNO; Y
| Registered Office; 8-2-120!103/1 Survey No. 403 Road No 2,Banjara Hilis, Hyderabad 500034,
Telangana,
NI [N mom L[]
INPATIENT ISsyEs AGAINST ORDERS ity
IP No IP18-00036192 Ward . TF-PVT/SUITE
Patient Name Baby BIO SNEHALI KousHik Bed Name CRDL-SUITE712.1
Age/Sex 0YOMOD2H/Male OfderNo - i 18-0001717235
Date 25/06/2026 16:59 Prescripfion No PRIP18-0623117
Payor SELFPAY Dispensed Date 25/06/2026 17:00
. UHID GUC-00093081 ' ;
i“No  Item Name Manufacture Name Schedule Batch No ¢ Exp lss QTY Unitprice Net Amount
DSYRINGE 1ML (8p) (B0 " DICKINSON GENERAL sotsp 1 24.00 24.00
INFANT FEEDING Tusg.5 ROMSONS GENERAL G 5C010810 02130 1 64.00 64.00
£ __ Total: 88.00 88,00
for RAINBOW CHILDREN'S MEDICARE LimiTED
lca.iv!r Name

|

Time : 25-06-2026 17:00

Authorized Signature
Pharmacgist Name: GRrace PAUL RAJAN

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

A Door No.157 to 160, Anna Salai, Guindy, Guindy C ennai Tamil Nadu INDIA
Rainbow . 600015
Children's % Tel No : 044-40122444
Hospital BirthRon
P Ratnbaw VATTIN : 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
RN T T TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036178 Ward 8F-OT COMPLEX
Patient Name Mrs SNEHALI KOUSHIK Bed Name MICU 804
Age/Sex 38Y2M21D/Female Order No 18-0001717227
Date 25/06/2026 16:44 Prescription No PRIP18-0623119
Payor SELFPAY Dispensed Date 25/06/2026 17:01
UHID GUC-00079451
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare :
1 BIOXAMIC 500 MG INJ Erirnaadiions H C3BI0004 01/28 2 73.23 146.46
2 gggomfm IJAMP2S0  poonisborstoresitd  H 097132 o8i27 1 318.50 31850
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 o1/3t 2 21.83 4366
4 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 2 21.56 43.12
5 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B04K17 61431 2 11.25 22.50
Aculife Health Care > .
6 D WATER 10 ML AMPULE Py, Ltd(Nirlf H 2254574 10/28 2 2.58 5.16
7 &gﬁ%ECTRODES IMS GENERAL 122265086 03/28 3 32.34 97.02
8 Y TOCIN (OXYTOCIN)INY  oon Laborstories Ltd  H 091690 02128 5 18.90 94.50
PREGELLED SURGICAL ;
9 PLATES(ADULT) Erbee GENERAL 17032026 12129 1 1,275,00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India o
10 SYSTEM Pyt Ltd 10262078 03/29 4 £9.39 27756
Total : 1,844.58 2,323.48
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recsiver Nanse Authorized Signature

Pharmacist Name !

Printed Tine : 25-06-2026 17:01

GRACE PAUL RAJAN

Page 1 of 1
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Rambow . s
Children’s & BirthRight
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PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

GUC-00079451 1P18.00 Date: D‘? ;B l }1,@
036
Mrs SNEHAL KOUSHIK =

04-04-1988
ame of the Patient:  or. munmnsn“;:r‘;z e

s s | lﬂ|||H|“|l||||”””|||l|||||l| .Gender
Ward: T;;H}\FBQQ/ Room No: :fof}.. ..........

Certified that in respect of the above patient:

O a.  Thereareno drugs forreturn

O b. Emergency cupboardissues have been replenished
Ec/]‘ie pending indents are there against above patient
d:v( Checked the bed side cupboard of the bed
D/Checked by the patient's Mother / Father in the room

Patient Authorised Sign e Si Pharmacy Si
Date: .. Dat }7/9 Date: e 7 6}3—6
TIME: oo Time: . l@ B g1 A

Docu. No. : RCH /FRM / GENERAL / 117







GUC-00079451 1P18-00036178 ( Lkt
Mrs SNEHAU KOUSHIK R T Chilthien's
04-04-1988 syYamazD (F) L i Hospial

(I T T

DISCHARGE TRACKING SHEET

URID- FLOOR- INANME OF CONSULTANT-
ACTIVITY INTIMI | OUT NAME & REMARKS <To be
E TIME | SIGNATUR filled
E by
; _ Admin
' | £ >
Activity Sheet Cﬁt“’w
update by k O
Nursing ‘OW%
Activity Sheet
update by

Pharmacy
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’ Rainbow’ . o

4 TY - oo  wwaons Children's | @ BirthRight
AGT'VI RECORD FOR B".I. u:u-uu eYZM210  (F) HOSpltal .?vR:IINBOwHOSPIT.E
ADHARSHINIEM  [takeactmimacie ‘our Right to a Safe Delivery

o

e W5 Sntba, Fenes UTNINNNIMAN
UHIDNG: ... IANSN o PNo: 2R Consultant:. WqMM Dept: ... gl

Date of Admission: .. 25\ 8\2% . Time: .............. Dateof DISChAIGE: ...oocccvvvvsvvvmsvreccrnceriess TIMEE iveveevenesrinnen
Room /Bed NO: ......ccoccverrecrrriennes Ward: ..o Suggested Billable bed type: ..........ccocovvvvriervverievcsssrnnieenns
WARD TRANSFERS

Data Time From To Sign?%'e of Num“

A T AR - o V25
Qslhlob 3. 20P™ T _ e

i =

)—L\‘o\ YL 122 P Mt c o P /?C\Véé”"’ﬁ;

CROSS CONSULTATION VISIT
_ Doctor Name Date Order No. Signatyre

o DhC 9—5\6 [@me S+ 23 2 %”VE’
2 /}n‘ Pitha Sb\k |26 179 S % (4

: 7

10.

Docu. No: RCH/ FRM/ GENERAL/ 145
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INVESTIGATIONS o
Date Investigations Order No. Signature
F
A U" [‘Lo?/"o\/a/()ﬁ, C 260 202448 r@}“ggfd\
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gMEiDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment Cor‘:z:;c;ﬁng Discflnl:;zcting Order No. Signature
oxle | e @) CoalS2. !&@;bm%
ﬁq & R bOSUDL oA
-8 - bl Lo

: o) _
,,ﬂ/y&wwn.w ‘o %L)"Przr_hp 14 12138 o 2V
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PROCEDURE

Date Procedure

Quantity Order No.

Signature
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ANY OTHER INFORMATION:
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................. Bsust..Sasgsen. Mo, 2. B Saedh
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Shift / Ward

Billing Assistant

Billing Supervisor

e

IR,



Rainbow: . .
Children’s (L BirthRight

EE@E:?;'E:?:‘OUS HIK IP18-00026174 e
Or. PRIVADHAR Yz ” 8o i |
i M PLSCHARGE TRACKING SHEET
UHIL- FLOOR- NAME OF CONSULTANT-
ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>
Discharge
Annoulncement
INTIME ouT
e
o~ |V
Preparation of \Q'“’ '

Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance







Ralnbaw

% @ Rainbow Children's Hospital - Guindy

,Chennai , Tamil Nadu, INDIA ,600015.

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy
Children's S TEL NO :044-40122444
Hospital \

WEB : https.//rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036178 Admit Date : 25-Jun-2026

LU LT TR TN TR

Admit Time :05:46 AM UHID : GUC-00079451

Patient Details :

Chennai Tamil Nadu INDIA 600033

Patient Name : Mrs SNEHALI KOUSHIK Age $38Y2M21D
Guardian ! Mr KOUSHIK SEKHAR DOB : 04-04-1988
Gender : Female Religion

Occupation Martial Status

Address (H) : 10 revanathan colony West Mambalam Phone No . 7358734049

Chennai Tamil Nadu INDIA 600033 E-mail © no@gmail.com

L <@™.

Admission Details :

Bed Type : MICU Bed No : MICU 804 Ward Name : 8F-OT COMPLEX
Room No : MICU 804 Admission Type : First Visit

Contact Details :

Name . Mr KOUSHIK SEKHAR Relationship  : Hushand

Contact Address : 1p revanathan colony West Mambalam Phone No : 7358734049

<

ignature

)
Doctor Details :

Doctor Name : Dr. PRIYADHARSHINI S M

Referral Doctor : Self

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details : Deposit Amount  : 7000.00
Payment Mode : Cash Payor Name . SELFPAY
Printed Date / Time - 25/06/2026 05:46 Printed By : 015040 Page 1 of 2







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

Children's A TEL NO :044-40122444
Hospital ™ 'b;' WEB : https://rainbowhospitals.in
Rainbow
GENERAL CONSENT FOR TREATME T
Patient Name: Mrs SNEHALI KOUSHIK Age : 38Y2mM21D
IP No: IP18-00036178 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 804

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
alsgiconsent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

it “nce 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.

‘I 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
clegmce. In case of failing the,submission, | will pay 200/- Rs,

(RuiZvers Signatur

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

Signature of Patient/Relative:

Name: Patient Address:

10 revanathan colony West
Mambalam Chennai Tamil Nadu INDIA
600033

Relationship:
Date: Time:
Wittness Name:

Wittness Signature:

Printed Date / Time : 25/06/2026 05:46 Printed By : 015040 Page 2 of 2







vy ) vy

Patient Name : UHID Number :
Sel_l”\r(hf;dalil_l\lame :. - R Relation :
Self’ Attendant Signature Name & Signature of Financial Counselor .
Phone Number : <
(I S == R

Rainbow"” . wl
Children's & BirthRight
H @ e o

BILLING POLICY
Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post I12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day, Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet. Investigations, IP or OP
Procedures, Equipment, Cross Consultations. Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

3% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.1. guidelines, we can collect Rs 1.99.999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment,

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

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

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges. i
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 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

Inour hospital there is "No Discounts Policy". Kindly co-operate.

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

In case the patient is shifted from lower category to higher category, all the charges like consultant visits.
investigations. operations and procedures etc. from the date of admission will be charged according to the higher
category.

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

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

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

[t takes time for cash discharge is a 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 bill amount 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 1CU’s.

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

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

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 at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff.
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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 Ithrough itand a similar line through subsequent recording panels
- The date and time of stopping the drug along with the doctors name and sign must be mentioned
P - Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this drug
sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication,
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
Date»
DRUG : Time

Dose Route | Frequency | Startot 1"

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

DRUG :

Date»
Time

Dose Route | Frequency [ Start bt 1"

Doctor's Signature Valid Period| Pharm.

Additional Instructions

DRUG :

Date»
Time

Dose Route | Frequency | Start Dt "

Doctor's Signature | Valid Period| Pharm,

Additional Instructions
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22\ " =5
Additional Instructions: J/
T //
Daily Doctor's Endorsement by a Sign.
h 4
Date> \& 3
TDRUG I mat NEX ForIE  [Time Lg\,t’,«:;Q ﬁi\
Dose Rbute | Frequency | Start Dt ) '/ Y
rsa| v |t oclt [ i
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions: ;{g; =
I*U'\ Lo nl X |9
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e
Daily Doctor's Endorsement hy a Sign. T)\ ™M l J
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« Date»
DRUG: j PANCIOMAzoLE  [Ting 4%&29\5‘ [
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vowe | v |t | 2616 v
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Additional Instructions: W
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oA B fhacsomet e Lo
Dose Route | Frequency | Start Dt. ) -
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starting the Drlgs: ;
\ b"l 1/%5

Additional Instructions:

@ v

Daily Doctor's Endorsement by a Sign.

DRUG: 70l - PATY =
Dosa Routs | Frequency| StartDt. \

Oyl po | (-0 %l

Name &%ignaigre of the D /
starting the Drligs: ]
eu¥

K
S/

Additional instructions:

Daily*Boctor's Endorsement by a Sign.

DRUG :
Dose Route |Frequency| Start

i

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daiiy Doctor's Endorsement by a Sign.

\ | Dats)
DRUG: \ [Time
Dose Route | Frequency| StartDt.\

Name & Signature af the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
CIN : U85110 TG1998 PTC029914 e
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Composition of LV. FLUID
(if infusion, mention ml / hr = Mog / kg / min. etc.)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Q < 35
== 170
160
150
140
130
;‘,:f 120
a3 110 ~ A
= 100 /A W \
E —% W Wag L oy, )
NED) v LY 1 —] GLLTH i vl 7
70 \v
60
50
40
180
v
b
g
=
=
[=]
o
=X
L~
2 100
e
[:7]

=
9
-
=8
b=
.
g8
-
-
(5]
w
v
(=
-
L

Liguor

Docu. No. : RCH /FRM / CLINICAL / 053







I =

é;
GUC-D0079451 1P18-00036178 : Rainbow®
KOUSHIK 4 i Z &
::n:ﬁ::u wyzm2i0 B 9% Children’s . Bll"tthght
RIYADHARSHINI S M Hospital BY RAINBOW HOSPITALS
Iv twkes e Lo fraae e JiH Your Right to a Safe Delivery

"

— ey

-.«Mning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANE,E OR TWO YELLOW SCORES AT ANY ONE TIME
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1. All measurements in mi.

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

AWV~ Intake Output T
Date | Time | Nature Route NG | Diarthoea | Vomit |Drainage | Urine i Sion.
of Fiuid Scors | Nurse
Mouth Lv N.G
08:00am {ogkol |4 [ ) o 4
09.00am |pip |5 9D 10" \&b”“ © |y
10:00 am Ub ™ O 19 Zaa
100am [Tl D™ ferp b oo © Ty
12:00 pm o al © Qe
01:00pm| oo™ oMY < Ot
Total Intake : Q0™ ) Total Output: Do \ .
0200pm )0 |95 o | '
03:00 pm n [ >y [3com| ' ({lom! | o P
04:00pm |/ R - 182 | p [
05:00pm | /o0 [ 2p, (5O | © IV
06:00pm b1, o {20 ' 200 e W
0700om | o tGopl L 25 W™ 945 | o |
Total Intake : Jog 2 Total Output: =} 1O () .
08:00 pm \2{m/ \("EM-& © |
09:00pm [N ales |loom 194w dm | © st
10:00pm | Ay oo Joom) [\ 254 o] O &P
11:00 pm st Loopt [ 125 ol | 2 |
12:00 am g b toon? | © | Ff
01:00 am 2e™ - goo™ 0 Pl
piakie: 200 4 geor =llpEeT Total Output .y A C 7))
0200am| ( i o0 | O
B00am | Fy1ge [[GOT 1S | 10 [ U Ty
04:00am | \2C 2c0 | U1 Pl
05:00 am (0T | O | plg
06:00 am = J Lzt Qo | O o
or00am | Wi | 1607 | /25 . [9)
Towalintake: 2 00— F<grm | :("( "0 Total utput: | OO0 T '
Total 24 hrs. Intake 5 ) 65 " Total 24 brs. Ouiput | 30 357

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







ts in mi,

Total Intake :

T, =
D:m 24 hrs. Intake [ UQ; :}Q@ ’ :

1. Al Measuremen

| Total 24 hrs, Output

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







2

GUC-00079451 1P18-00038178
Mrs SNEHAL KOUSHIK
04-04-1988 ssY2mM210 (F)

HARSHINI 8 M

ST

Q

NURSING CARE RECORD

g

7=
Rainbow” . o
Children’s & BirthRight
HOSpital . BY RAINBOW HOSPITALS

n takees: 3 ot o reat the itie.

Date: QQ:H)F?‘&

1 Improve Activity Tolerance

aﬁain Good Nutritional Status [ Maintain Skin Integrity
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CAESAREAN SECTION OPERATIVE NOTES

’— Surgeon’s Name: B @m Eraua“m-m Date of Delivery: o - [0 [202¢
Assistant Surgeon: Dy - Lu m{ D Paniares, | Time of Delivery: <. 39 Prm
Anasthelist's Name: ¢y ko . Gender of Baby: Ry
Type of Anaesthesia: Ipinat  Avroutinuna Weight of Baby: 2 - F<y k4
Neonatologist: Dav- IP 20 (i tna « AGPAR Score: Yo 9o
Scrub Nurse: Q ( NG m\l ~C - Aot < NICU Admission: O Yes ,_fig
iiag =

Pra-Operative Diagnosis:

O Elective A Emergency Indication: Jofod | Dbaees. 230 Saleh
Urgency .

O Immediate Threat to iife of woman or fetus

O Maternal or fetal compromise not immediately life threatening

0O No maternal or fetal compromise but needs early delivery

O3 Delivery timed to suit woman and staff
Decision time: s+ KNGF0 18CHUS: .o
CTG Description: rfmre,wﬂwom .
0088 Y25 8 0001 00 T TBIBNIE .o assmscsimmsmambimme i
Surgical Procedure: 0 ¢

EMM{T«D{‘I Fow ¢4 tgmw (egonsan  Seerena
Post Operative Diagnosis:
L f?s»w LScs

Peri-Operative Complications: '
Amount of Blood Loss: 16 s Blood Transfused (in ML):
Name and Number of Surgical Specimen sent for examination:
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Examination Findings when Appropriate:
Prosentaion [¥Cophalic  CIBrESCh (1 OGN oo CONVICE DIRBHO: . e O

5th Palpable: .. e Fetal Position: .. "

Station: .,E(s |:|-2 [:1-1 I:lo O+ 0O+2 Moulding: Vm’ﬂone D+ O++ D+++
Caput O+ O++ DO+++ . Meconum:_CiNone O+ O++ DO+++
Bladder Catheterized 3, /€1 Yes - 01 No Urine: . 3 Clear 03 Bood Stained

B
S

SkinInoision: __C¥Pfannenstell O Transverse T LGy | [ e eAa—
Uterine Incision:_2f Lower Segment O Classical Cllnverted T 14 Incision

Previous Scar: [ Intact OJ Thinnedout O Ruptured LB No Scar

Incision Through Placepta: O Yes  T(0

Delivery of head: € Manual O Forceps

Liquor: Clear O Meconium: ©f O OWm  OBlood O Offensive  ELNGT Offensive
Delivery of Placentz: ~ C1Manual  CICCT v @.&omplate ~ Olncomplete O Piecemeal

Cord Appearance: @ ... Cord around the neck DOlYes (Ifl0”

Appearance of placenia: @ Cavity explored \_2Yes I No
Uterus, tubes and ovarieg_:/El/ Normal [ Not Normal Sterilization: O Yes EHG

Uterine Closure: [ One Layer ﬁo Layers P V}“gJ ............ ... Suture
Peritoneal Closure: O Pelvic O Abdominal i 1 VO SRR T————— Suture -
Sheath Closure: . e 1""“%(! Suture
Fat Closure: [JYes EI/ No e i LD
Skin Closure: @ Subcuticular O Mattress Z“OW‘”“”‘@ Suture
Vagineal Evacuated VEJ/Yes O No

Drain: O Yes  OMG  CIREMOVE M cvvrivrisservsssnnes days  [OJ Awalt instructions
Ctheter es CINo  DIREMOVE IN .vvrvecrsnussssersenens days [0 Awaitinstructic.is

Swap & Instruments count correctw/\;es O No O Post-op Antiblotics HYes ONo
Intra-Operative Antibiotics Cover: Yes O No O Thromboprophylaxis OYes ONo

R T R Y v S———

.—j‘,\‘) Ma@wup {U‘f"( 13@ 1\( ["U—'I (ﬁﬁo)

o ?j‘ PANAQ fEAZ .. Lo Iy Vo3

. T T EARAREL ARG gof»

L WA [T - O ———

Doctor Name: &“P“‘W}*dwm DuctorSignamre:&{i.;.-...zéy......

Date & Time: 9*'7]"{“!7"“5 okt |
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woe 19 i S =1 Children’s BirthRight
pr. PR m\\m“\\\\\m“w“\ _ _ e Hospital BY RAINGOW mts
i URINARY CATHETER BUNDLE CHECK LIST ol | R
. - \ ( v
Date of Insertion: nglb(}b ................ oy l?g&eﬂnemovelz ‘;L\%\%rt ¥ oA
S =T T2 © el
Parameters - Date Shift Time |- 2 N =
Need for the Catheter [afes ONo | £1%s ONo | D¥és CINo | DYes TNo | OYes ONo | OYes CNo | DYes TNo
Hand Hygiene : ,9)65 ONo | Ef¥es CNo D¥es ONo | OYes ONo | OYes ONo | OYes ONo | OYes ONo
Usage of Sterile Equipment F%s ONo | [es ONo ;Wes ONo | OYes ONo | OYes ONo | OYes l:an’ OYes ONo
Is the Collection bag below the level of bladder Llﬁﬁé ONo ;ﬂ@s ONo [ BYes ONo | OYes ONo | CYes CONo | OYes EIN% OYes ONo
Check the Tube for Sbsiruction (Free of Kinking) - M@ CNo D’YQ ONo | ZYes ONo | OYes ONo | OYes OONo | OYes EII)‘: OYes DNo
Is Catheter dated as policy p‘i’efs ONo | @fes ONo |ET%es CINo | DYes ONo | OYes ONo | DlYes D-‘Io OYes ONo
Cpliectingbagisbeenempﬁedregutaﬂy? 9Y€s ONo ;WE{-EINO fes ONo | OYes ONo | OYes OONo | OYes ONo | OYes ONo
Maintenance of closed system for the catheter @¥es -0No mfes CNo D¥es ONo OYes ONo | OYes CNo |/DYes ONo | OYes ONo
Dressing clean and dry? tr¥es ONo Difes ONo | BYes ONo | OYes OONo | OYes 96 OYes ONo | OYes ONo
Is the line removed as Policy? /EZYQ ONo .Qfs ONo | BYes ONo | OYes ONo DY}s/L‘INo OYes CNo | OYes ONo
Performance of Perineal Care Vs ONo | D¥es CNo | Bfes ONo O¥es N0 fiYes ONo | OYes CNo | OYes ONo
. ] ;
Onset of New Fever Oves ©No | OYes B0 | OYes ONG' mes\pn( OYes ONo | DYes CNo | DOiYes CINo
3
Asses for the leakage at the site of insertion % ONo pkﬁs ONo | C¥es ONo | OYes I&No OYes OONo | OYes OONo | OYes ONo
Name of the Nurse (. 7 % Qv \
Signature of the Nurse CZM KZA&Q*”; 8(;\1«5\}1

& %E"“: -
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a)  Atleast every 2 hours for the first 24 hours
)  Priof 1o pain pain-refieving intervention.
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b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain refiel intervention.
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or. PRIVADHARSHIN sMm . %
] Rainbow’
iiiiimn santou: | @ githight
PAIN ASSESSMENT FORM Hospital_ | @aiiinns
Date | Time "‘;;!15;‘)”‘ Location | Duration Acuity Character - Patienl /Pl | nterventon Sign
Peower | O Continuous | CI-4Cut i
L ! 'O meh : 23w -0l O Increasin CHes 2 1a .
IS L]? éPW‘ / ( p{%ifn qf;?nennmem O Chonic | [J Aching (] Burning m,ne’mas:g O No Cm}f’;;& %g“ﬁl
N r;_ow? O Continuous \ CHfcute 0 Sharp 01 Dull O Increasing | O7¥es oy
c%\‘o\ 9{ };lo M\-fi- @/H&Tniﬂent O Chronic D Aching O Bll}fmo weaa:g I No Cw?‘ujf/\k()/ ’ %.J
l» vttty | O Continuous L‘L‘ﬁcute [ Sharp t{mu O Increasing | J3Ves ﬁ@h’l‘ g,_.pe‘/)
%S/fﬁ"* !'i ij%ih}" D ftermittent | T3 Chronic O Aching (1 Buming | {3-Décreasing | 13 No W %
T g e (=i [omen oy Lol
Bty ¥ ntermittent | O Chm/nb [ Aching [ Buming I3 Decreasing | O No . %
%k(% £Fy,&( , 'Sl O Coptinuous bAcute Dm‘w O Increasing || [ Ves _Q@_‘ Ny o
0 %‘ggy @ﬁ“mm OlChonic | CAching 1 Buming easing | 01 No I%(;%_ %ﬂh
(‘L‘a Sayitd)| O Continuous Crfcute OShap [B6 | O increasing | B¥es et h
s E\')t’ Bf"“ r /;:z & Intermitient | O Chronic [ Aching [ Buming wm 0 No (i fqé( r 'ﬁ"*—-@’"
Q.b}b})b _ o poyfen| ocpota
. WO/(@ o ntinuous | [ Acute O Sharp [ Dull O increasing | O Yes /‘\56(_., /
O Intermittent { [3J Chronic [ Aching [ Buming | [ Decreasing | I No f?g%
3’6 { _ O Continuous | OJ Acute O Sharp [ Dull O Increasing | O Yes W}cﬂj |
“ Lo I][,, — O Intermittent | O Chronic | D/Aching [0 Buming | O Decreasing | DI No -FW%W
;)(;/é ? ’/I ,—1 O Continuous | [EAcute OShap @ED0ul | O increasing | [3-Yes (' ] 0y
. /7"-' () E-intermittent | [ Chronic [ Aching [ Buming | (3 Decreasing | [ No __\ri&; e K= J (|
ot i _|o Conﬁnui;uns E’ﬁﬁﬂe. 0 Sharp £T0ul | O Increasing | O Yes . dn Lo
Q‘)t« | O intermittent O Chronic O Aching [ Burning | [} Decreasing O No Wﬂ,@ r &o’b?"fq‘
o A e .
wilh pain, patient with severe pain:

(PT.0)
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PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

Wong - Baker (Pediatrics) Above 7 Years

@@@

|

1

10
Worst
Possiie Pain

@@@

Eﬂh MMLH

SCORMG
CATEGORY
[ 1 2
. . Occasional Grimace or Frown, Frequent 1o constant frown,
Face NoParticular expression or smile withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, fense Kicking, or legs brawn up
» Laying quistly normal position, Squirming shifting back and ; ;
Activity moves easily forth, tense : Auched. aght. or Jerking
M or whimpers occasional ing steadily, screams of sobs,
Cry No[Cry (Mwaks or asheep) compa mmm
Raasstreﬂbymwmg_.
Consolability Conte. t, relaxed m&f being talked to, Difficult to cansole or comfort
; Mhin.w«mmmumuwmmy
Assessment ~ Sedatien Hermal . Pain / Agitation
Criteria
-2 -1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not) Imitable or crying at | High-piched or sient-
leritabiiity stimul minimally with painful| irritable intervals consolabée | continuous cry
sEmufi Inconsolable
Behavier State | Noarousaltoany | Arouses minimally to Appropriate for Restless, squinming mmwmm
stimuli stimuli gestational age Awakens frequently
No spontaneous Litie spontaneous Nwsurrilim&!m
movemen! movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain éxpression | Any pain expression
Expression | No expression with stimui Intermittend continual
Extremities | No gracp reflex Weak gaspreflex | Relaxed hands and | Intermittent Continual clenched
Tane Flaceid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
- Body s nottense | Body is tense
Vital Signs HR | No variabiity with | Less than 10% Within baseline or | Increase 10-20% | Increase reater than 20% from
RR, 8P 520, | stimys variabiity from normal for from basefine basefine, 520, less than or
Hypoventilation or | baseline with stmuli gestational age Sa0, 76-85% with | equalio 75% with stimulation
apnea simutation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Date Time P’:;;;';“’ Location Duration Acuity Character " m P‘“;;L“ y Intervention Siga
O Continuous | OA€te | CIShap CTDul | O increasing | O¥6S Vs (i ks
Q,‘)\\" 0 (&1 \o - Wiﬂent 3 Chronic ) Aching [ Burning 4 reasing [ 1 No / N
I
F) O Continuous | O Acute [ Sharp  J Dull O Increasing ;2 o
),8‘\ N ol — | O Intermittent | O Chronic | CJAching [ Bumning | [J Decreasing [t '%%%;\
[0 Continuous | [J Acute O Shasp [JDull [ Increasing | [ Yes
O intermittent | O Chronic CJAching [J Buming | O Decreasing| [ No
[0 Continuous | OJ Acute O Shap O Dull 3 Increasing | O Yes
O Intermittent | [J Chronic O#Aching [ Burning | [J Decreasing | [J No
O Continvous | OJ Acute O Shap 3 Dul O increasing | O Yes
J Intermittent | 1 Chronic D Aching [J Bumning | OJ Decreasing| [ No
[0 Continuous | O Acute O Sharp O Dull O Increasing O Yes.
O Intermittent | O Chronic | D) Aching [ Bumning | O Decreasing | 01 No
[J Continuous | O3 Acute [ Sharp ~ 3 Dull O Increasing | O Yes
[ Intermittent | [J Chronic DO Aching [J Buming | [J Decreasing | O No
[J Continuous | CJ Acute O Sharp O Dull O increasing | [ Yes
O Intermitient | O Chronic O Aching (1 Buming | [ Decreasing| O No
O Continvous | [J Acute [ Sharp ] Dull O Increasing | O Yes
[ Intermittent | OJ Chronic O Aching [J Buming | [J Decreasing | [ No
) O Continuous | 0 Acute OShap ODul | O Increasing | O Yes
O Intermitient | O Chronic D) Aching (1 Burning | [ Decreasing | O No
Re-assessment Frequenty:
1. Every eight hours for al hospiaized patients.
2. For posi-surgical patiesis. patients wilh chronic pain_ patient with severe pain;
3)  Alleast every 2 hours jor the first 24 hours b)  Then every 4 hours,
©)  Prior 1o pain pain-relieving infervention. d)  Within 30 ~ 60 minstes after pain refief intervention,

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

. FUACC PAIN ASSESSMENT SCALE (1 Meath e 7 Years)

SCORING
TEGORY
L] 1
. Occasional Grimace or Frown, Frequent 1o constant frown,
No Particular expression or smile withdraw, Disoricrted quivering chin, clenched jaw
Normal Position or Relaxed Uneasy. restless, 1 nse Kicking, or legs brawn up
- Laying quietly normal position, Squirming shitting back and
Actviy moves easily forth, tense Asched. right, of Jerking
Wumerical Pain Scele (Dbstetric aad Gymecology) G - occasional
L 1 1 i 1 1 1 1 4 Moans or whimpers Crying steadily, screams of sobs.
™ Y No Cry (Awake or asieep) complaint frequent complaints
NoFen Possis Pt Reassured by occasional ouching.
ggggg lity Conte. 1, relaxed ;ﬂi.es.aﬁas. Difficut to console o comiort
stractible
- Nesastal Psin, Agitatien and Sedation Scale (uplo 1 Month)

ong - Baker (Pedialrics) Abeve 7 Years -2 B ]

Criterla
1 2
© 0@ S ® BE [T s
Irritabliity stimull micdmally with painful| iitable intervals consolable | continuous cry
N simull inconsolable

’ Eu_ia ia_.l!a m..._la _5.-_...._.._ _Ecsca Behaviar State | No arousal to any Arouses minimally to | Appropriste foc Restiess, squirming | Arching, kicking constantly awake
stimul sl . gestational age Aerakens frequently | of
No spontaneous Litie spontaneous Arouses minimally / no
movement movement (ot sedated)
Facial Mouth s lax Mickmal expression | Retaxed Appropriste | Any pain Epressioa | Any pain expression
Expressien | No expression with sBmui _ Intermittent continual
Cxtremities | No grasp reflex Wask gaspreflex | Relaxed hands and | Infermitent Continual clenched
Tone Flaccid fone decreased muscle | foet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger spiay splay
Bodyisnotense | Body s tense
Vital Signs HR | No variability with | Less than 10% Within basetine or | Increase 10-20% Increase greater than 20% from

| AR.BR320, | symud variabiity from normat for from baseine baseline, 520, less than or

apnea .| stimulation - quick slow recovery Out of sync or
. Tecovery fighting venfitator

Hypoventistion or | baseline with stimui | gestational age $20, 76-05% with | equalto 75% with stimudation -
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sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over

half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities,

discomfort.

- i "
Date: )% [ L [C SST Tac |
Time :| “4 & N
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. Lf Q_f
without assistance. to completely turn self independently, independently. "4
2. Chairfast ; 3. Walks oceasionally:; 4. All patlents o0 young to ambulate; r
. . Ability to walk severely limited or Walks occasionally during day, but for OR walks 3
g‘;‘m’:z;ﬁgﬁ {]:;:nuf?:::s!'a.bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a A’ S
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.* shift in bed or chair. 2 hours during walking hours. - \-’ ?
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful 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 feel or communicate pain or L(

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

agitation leads to almost constant
thrashing and friction.

assistance in moving. Complete lifting
withaut sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

assistance. During a maove, skin
probably slides to some extent against
shests, chair, restraints, or ather
devices, Maintains relative good positio
in chair or bed most of the time but
occasionally slides down.

o .

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

Moisture Degree 1. _Bonslunﬂy moist: 2. Very moist: 3. Occaslonally moist: 4. Rarely moljst:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper (P
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
1o moistyre Dampness is detected every time 8 hours. every 24 hours. \_f (7
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction . Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:;

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

take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

1. Extremely compromised:

2. Compromised:

3. Adequate:

4. Excellent:

Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normaotensive oxygen saturation may :
Tissus P::;;f;ﬁ" 5 <40 in a newborn) or the patiant be < 95%; hemoglobin may be be < 95%; hemoglobin may be Narmo.tensm. ““_”" sMuration L—f V ()0
Oxyg does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/di; capillary refill may be > 95%; normal hgb; capillary refill
1 position changes, > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

_ ‘ _ TOTAL SCORE 2y T'a

Severe Risk : less than 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 ‘ﬁ— % E%V Q/
Evaluator's Name A

Docu. No. : RCH /FRM / GLINICAL / 119 | i 5 e |V |z
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule . )
| © Enable as much activity as possible High density foam matlress
15-18 At Risk o Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Afternating pressure matiress overla
® Manage moisture, friction and shear ap y
o Advance to a higher level of risk if other major risk
factors are present
High density foam matress
Use the Same Protocol as for “At Risk” Patients —
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree |ateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam maitress
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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1. Completely immaobile: 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. %’ "-1
| without assistance. to completely tur self independently. | _independently. A‘] Lf
2. Chairfast : 3. Walks occosionally: 4. All patlents too young to ambulate;
*Activity The degree 1. Bedfas : Ability to walk severely limited or Walks occasionally during day, but for OR walks s
T of physical activity’ G;Jnnne d to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once avery J
wheelchair." shift in bed or chair. 2 hours during walking hours. - 5 ')
1. Completely limited: 2. Very limited: 3. Siightly limited: 4. No Impairment:
Unresponsive (does not moan, fiinch 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
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
hall of body.

or need to be turned; OR, has some
sensory impairment that limits ability
1o fee! pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

I Moisture Degree 1. cqnmnmf moist: 2. Vsnf molst: 3. Oqunlomllv molst: 4. Rarely moist:
to which Skin is kept moist almost constantly S_kin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
t skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moletirg Dampness is detected every time 8 hours. avery 24 hours. 6
patient is moved or turned, _/
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |
Friction, Occurs when . | Spasticity, contracture, itehing, or Requires moderale to maximum Moves frezly or requires minimum Able to completely lift patient during

Skin moves against

agitation leads to almost constant

assistance in moving. Complete lifting

assistance. During a move, skin

position change, moves in bed and in

Nutritional Usual
food intake pattern

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.

which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any

provide adequate calaries and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.

calories for age. For example, eats
mast of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.

| support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impassible. Frequently slides down in sheets, chair, restraints, or other nl muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent davices. Maintains relative good positio during move. Maintains good position \.r A}
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. 2 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

Oxygenation

does not physiologically tolerate
position changes.

< 10 mg/d; capillary refill may be
> 2 seconds; serum pH is < 7.40.

< 10 mg/dI; capillary refill may be
2 seconds; serum pH is normal.

> 95%; normal hgb; capillary refill
< 2 seconds.

Protein intake includes only 2 food offered. Protein intake includes Oceasionally 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 liquid dietary take a dietary supplement.
supplement.
1. Exiremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
2 Hypotensive (MAP < 50 mm Ha; Normotensive oxygen saturation may Normotensive oxygen saturation may ¥ :
Tissue Perfusion & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Normotensive, oxygen saturation

14

e

Severe Risk : lessthan9 | High Risk - 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

26

Evaluator's Name

ﬂ@l&
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Support Surfaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
to aftered mability, consider occupation therapy referral for advice
© Regular Turning Schedule \ )
® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
o Use pressure redistribution surfaces Aternating pressure matress overia
® Manage moisture, friction and shear ap y
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients —_—
13-14 Moderate Risk AT —— i ; Gel pads for high-risk areas
® Pos r
osition patient a egree lateral incline using foam wedges Alternating pressure matress overtay
© 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 maitress
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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Morse Fall Risk Assessment Form R e R AR
|
N “" !(T L
: _ Date / Time 04 ) :
Choose Highest Applicable Score from each Category ———'r———; ' b l’ h’-ld—ﬁ—gélﬁ—(‘ Fall Risk Grading
Score No S8
History of Falling Yes 25
(immediately or w/in 3 months) NoO 0 (o) © D Risk Level Mmsihl;gl;)Scure Action
Secondary Diagnosis Yes 15 ac
(more than one diagnosis) No 0 o 6 a7
‘ Furniture 30 - 0-24 Standarq Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O 0 O
3
Y 20 9{3
IV / Heparin Lock or Saline = 5 Reo Implement l
£ . 0 © Moderate Risk | 2550 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 -
Normal /On Bed Rest /immobile 0 o 5 © implement High
Forgets limitations 15 — Risk Fall
Mental Status 'g ~ 75 = A High Risk > 51 Prevention
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score: D) A0 SO
€ 4]
- o B
Signature %&’825}?\,‘ A &
'l
Tick (v) whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
] Ensure patients use their prescribed eye glasses if any, in the hospital [J Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all Jow and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate 10 patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form e e o
Nl 1 ',
Time Qﬁj
Choose Highest Applicable Score from each Category Dat::m;m '6 = :)' b \ £ 1S (’ /é Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o b e Risk Level Morsn:;:lé)Score Action
Secondary Diagnosis Yes 15
(more than one diagnasis) No 0 0 0 o
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 ' Precaution
None /Bed Rest /Nurse Assist 0 W, b O
2
IV / Heparin Lock or Saline :es ;] Implement
2 Moderate Risk | 25 - 50 Moderata Fall
Impaired 20 Q0 2 Ve ]Preveﬂﬂﬂ_ﬂ
GAIT / Transferring Weak (uses touch for balance) 10 = v
Normal /On Bed Rest /immobile 0 (o) 0 o implement High
Forgets limitations 15 —— Risk Fall
Mental Status 'g s High REK = Prevention
Oriented to own ability 0 4 0 =) Interventiod
Total Morse Fall Scale Score: So QD s
L= j

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[J Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place

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

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form i
N H
Date / Tim
Choose Highest Applicable Score from each Category Sc/ore ¢ lok) Iﬁ’ \"" 9'9_‘5 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 % J &) Risk Level Hm?a::g)scm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ” o
Furniture 30 - , Standard Fall
. Low Risk 0-24 3
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 1Y) LD
. - Ye 2
IV / Heparin Lock or Saline . g 00 Implement
0
Moderate Risk | 25 - 50 Moderato Fall
Impaired 20 So 2@ Prevenho_n
GAIT / Transferring Weak (uses touch for balance) 10 gaididin '
Normal /On Bed Rest /Immobile 0 o) o implement High
Forgets limitations 15 i i
Mental Status - = High Risk > 51 E;SK I;aé! -
Oriented to own ability 0 A ) evenuo
Total Morse Fall Scale Score: : risrvnben
r cale : rif_/l <
i & M
Signature I <
Pl
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [0 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [J Houry safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J Use safety straps on stretchers and wheelchairs while transporting patients O Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Vour Right 10 a Safe Delivery

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY Sl.iﬂz) }
Date: {_}25— ! i o 6
Pre - Existing Risk Factors ck Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) ] 1
Obesity Tor2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.q. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration . 1
Total X
 Signature of the Nurse e

Action Plan

Docu. No. : RCH/ GDY /FRM / GLINICAL / 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 If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v’ If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bieeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Childow ‘BirthRight“

Hospital BY RAINBOW HOSPITALS

N%lumhmwlm

Your Right to a Safe Detivery

Part - |. T =) .
Patient's / LearnerLanguage: ( Patient / Learner Literacy: | | Read Write | 8peak Willingness to Leam: Yes Ne— Healthcare Literacy:  Yes! Ng
P |

L

Identified Eq:rcatio%gdeeds: ' 10. Fall Risk Education
1. ’))ﬂ Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Diagnosis Y+ 3. Pain Management 7. Infection Control Measyres Safety ‘ o
E“IGQU&J’P'-‘M 4. Informed Consent 8. Diagnostic Test / Procedures 12. Patient's / Family Rights
2. Treatment and Care 8. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk / Safety
Part- 1l
Use codes from the list in part Il
Need Designation /
Ti Information Taught :
O ™ | identified ug i Comments | Désignatior

Learning "
Person Taught Teaching Tools | to overcome | Understandin
¢ Barriers . barrier/s g

: “Kp Lot 20 o _ )
s | Tom [0 15 B s O I b ot e

94\t Suv | e ‘G"‘)LM{ C&/hm' Tnde—tH o Dot | AW Ve | bo _ -

P90 | oy | Teghe eclust et [Rebet] o Ve | Nom | good|

—_—

Part - 1ll: CODES

Who was taught: P Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPBCHY) oot
Learning Barriers: )

1. No Learning Barriers 4y _4anguage Barrier 1. Impaired Thought Pracess/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others L B

3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing

Teaching Tools Used: A:  Audio D:  Demonstration V:  Video B Oral P:  Printed

Mechanismy/s to overcome barrier/s:

- None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Speciy ... ot s b S

2. Obtain translator
Understanding:

4. Teach Family / Others

6. Respect Cultural / Religion Preference
2. Demonstrates Unders!anding 3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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-
A ”% ® Patient  Suc-ovo7eas: IP18-00036178 b
Rainbow® | @ . _ = et TN
ﬁhild _rerll’s .Blrtthght MRD ! nr]”rmmmrm...“ B o s
0 s ta BY RAINBOW HOSPITALS
nmanpuiwmm . Your Right to a Safe Delivery Age :.. II!IIII””“'"’ l"”" Sex: OMOF
(PHLEBITIS ASSESSMENT __J{%omuient eSS
CANNULA 1 CANNULA 2
Date : c;;] b ,9 b Time: é 4NN Date : Time:
Location : 2} CtrJ y Location :
Size: | 51 A Size :
Cannula inserted by : S 1r~\ S AR +€~a Cannula inserted by :
pate | Time |Phlebitis [infitration| ™™ | sign | | Date | Time (Phiebitis finfitration Nusing | sign

Intervention Intervention

_;n;[:. Dyl A |OYes Olo | OYes ONo e /W OYes ONo| OYes ONo
(Y vy |OYes ONG|OYes Dol e siia | AT DOYes ONo| OYes ONo
7<) |OYes BNo|OYes MiNofOpyer [V22n OYes ONo| CYes CNo
\H‘f" OYes I:[ﬁp OYes Qojoynde  [r— OYes ONo| OYes ONo

Oves tlo |Oves ol (0. [ OYes ONo | CiYes ONo
OYes Mo I:IYasGNq W Q)\{ [ OYes ONo| OYes ONo
\ W\ |OYes I]Ud OYes E_J,p(o \ OYes ONo | OYes ONo
SN, |oves GiNo [Oves Do /g OYes ONo| OYes ONo
- v |OYes B0 | OYes Dofeiois] A4 OYes ONo| CIYes ONo
\ D |Oves OK6 | Oves GG [RS0ER | & DYes CiNo| OYes ONo
0 F 7 | ovesaflo | Oves G| )L q( DOYes ONo| OYes ONo
A7 |ves Ao | Oves gﬁgﬁb"’ - OIYes ONo| OYes ONo
1,77 |Oves O] Oves | O~ | ¥ (- OYes ONo| OYes ONo
| |OvesTiye]Oves o] DY 54| pba OYes ONo| DYes ONo
1007 |Oves Ohio| Oives Do Yo OYes ONo| OYes ONo
{. » |OYes lr:Hje OYes Cilo DOYes ONo| OYes ONo
ciq& DOYes BN | Oves @10 % CYes CONo | ClYes CNo
7 i |Oves Do | Oves o] ) o (X DOYes ONo| DYes ONo
71 |Oves o | Oves 00|~ o A £ K OYes ONo| OYes ONo
B (. |Dves NG| Cives O % OYes CNo| CYes ONo
T I oves ONgves O] i DYes CONo| OYes ONo
k! o [Yes Dol OYes o Ob L DOYes ONo| OYes ONo
A \y . |Oves @1 | Oves Ol ot UY | Oves ONo| OYes ONo
| & po|ovesONS|Oves B0 o L ~ OYes ONo| DYes ONo
%%‘m_l:h’ o|oves GO N | OYes CNo| ClYes ONo
OYes ONo | OYes ONo DOYes ONo | OYes ONo
OYes CONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specif-
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.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




—

(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size:
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [infiration| ™™™ | sign | | pate | Time |Phiebitis Inﬁltratlonl Nursing | ggn
Intervention - |Intervention
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ENo
CIYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo.
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
Cannula removed : OYes CNo, if yes date and time : Cannula removed : OYes CINo, if yes-date and time :
RX any initiated : OYes ONo 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.
4 V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 & 5
IV site appears healthy | ONE of the following is | TWO of the following is | 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 L.V, | # Pain near I.V. Site # Pain along path of # Pain along path of # Pain along path of
site or slight redness | ¥ Erythema cannula # E cannula # Erythema | cannula ¥ Erythema
near |.V site # Induration # Induration # Induration % Induration
% Palpable venous cord : g:.lr:l;ge venous cord
| OBSERVE CANNULA | OBSERVE CANNULA A Mo %@éﬁma %Wm %ﬁ?&w




urgeon : WY, * P Nerdd.
SURGICAL e

SAFETY CHECKLIST|

Asst. Surgeonm:mga..:.m.-.mdhwor. PRIYADHARSHINI 8
Anaesthetist : BT .Mehay
Scrub Nurse : ... Sl F!jﬂf‘}"i ;

GUC-00079451 1P18-00036178
L KOUSHIK
D‘“”le mﬂ::':u 8Y2M21D  (F)

ny

Il\llllll\lllllllmllllm_lﬁllil

e e ZAEP Outtime : 3300

..... Age: ... Gender: 2.
Rainbow . "
Name Children’s ’ ‘Blrthﬂlght
e Hospital -
Ttk o ot 2 g, Vouur Right ks & Safe Dalbvery

Before Induction of Anaesthesia » >

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time:..2:25p TIME OUT Time:. .. 32 pm. SIGN ouT Time:..3., 20p™) _
Patlent Has Confirmed _ Confirm all team members have Nurse Verbally Confirms with the Team:
Identity -OYés ONo Introduced themselves by Name and Role V3 3o The Name of the Procedure Recorded J3¥és ONo
Site 2Y6¢ CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needie
Procedure /6% ONo Nurse Verbally Confirm Counts are Correct (or Not Applicabie) 2Y¥és ONo ona
Consent BY¢s ONo Correct Patient (Check ID Band) aves ONo The Specimen is Labelled (including
Site Marked L3Yek ONo CINA Correct Site avs ONo patient name) OYes ONo
Anaesthesia Safety Check Completed J3Yés ONo Correct Procedure Javes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning C1¥es o Anticipated Critical Events Problems to be addressed OYes CNo erflA
Does Patient have a; Surgeon Reviews:
Known Allergy? OYes_effo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult / Risk? Steps, Operative Duration, What are the key concerns for recovery
Yes mmmmme PARERSSS Hhand Loss? DL B s o
Available OYes =16 Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concems? OYes 2o ONA
(Tml/kg In Children)? Nursing Team Reviews: [ ' —
Yes, and Adequate Intravenous Has Steriity (including indicator results) .' 'EA'“J cu. 200 0n i
Access and Fiuids Planned OYes &NWo ONA Been Confirmed? are there Equipment l' s e a0
Blood Units Reserved 2Ye§ ONo ONA ISsues or any Concerns? OYes I;”ﬁ ONA II Type Green = o 121°C - 15 min. “’;
Has Antibiotic Prophytaxis been given Is Essential Imaging Displayed? OYes 2o aNa SOTHA Sterllized ™ 130, 55 €
within the last 60 minutes? Y6t ONo OONA Power Supply, Earthing, Power Backup ]
and functioning of equipment checked. BYes O No
Signature d’/_\' Signature ..................

Doc. Nﬂ.:RCH!FRM!CUMCALHTI






IP18-00036178

GUC-00079481 -~
SNEHALI KOU
Neiss  sayam2iD  (F)

"V

Date & Time of Transfer: Qg\bhb @ 3'20f™M

4 ; B
B Shiiant hosninl PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : M 11V

1 |Patient Identification

YES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirmed M€)
b.Surgical procedure & correct site verified )
2 [Airway & Breathing
a.0xygen delivery (mask/cannula/ventilator) secured LD
b.SpO: within safe range AD
c.If ETT: position confirmed, ties secure, cuff inflated : poi®
3 |Circulation & Hemodynamic Stability ;
fa.IV lines secured & infusion running correctly ' Vien
b.No active uncontrolled bleeding ve !
c.Last vitals recorded before transfer Yes
d.Central line hubs are closed AT
e.Dressing Intact ME
4 |Pain Assessment
{a.Pain score assessed & analgesia given nS
b.Reassessment done I
5 | Wound, Dressings & Drains
@.Surgical dressing intact Yes
b.All drains fixed, output noted Np
c.Catheter secure & urine output recorded I Ve
d.Splints/casts/traction devices stabilized A
6 | Medications Pre & Post-Op Orders .
{a.Medications due time noted | N

b.Pre & Post-op instructions (NPO. position, mobilization) commun’ :ted « pe )
1

c.Emergency meds given in OT (time & dose documented) A%
7 | Equipment Safety & Transport Preparedness

@a.Oxygen cylinder full & ambu bag at bedside A

b.Bed/side rails up and brakes applied Ny

c.Special positioning maintained as per surgery i
8 | High-Risk Patient Safety (if applicable)

{a.Chest tube: underwater seal below chest level AP

b.Epidural catheter secure, infusion checked AR

c.Pressure areas protected (heels/elbows) e
9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED A
10 [REPORTS AND LABS HANDED OVER A
11 |BIOPSY/HPE SENT AN
12 |Documentation

{a.Documentation completeness __ Ve

Transferring Nurse: < e el "

Receiving Nurse : }@W

lSiguature of Incharges, =1« TXun"
. o

RCH/GDY/FRM/CLINICAL/598
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Rainbow’

* INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight |

Hospital BY RAINBOW HOSPITALS
[ Rlala
spEc‘AL panu:::::? 1910-000”1" & G 8 1€ 10 rest tha Bt Your Right 1o & Safe Delivery
Mrs SNEHAU KOU:.I'%Ka — # -

Pafient Name :  o40e1860 e Gender: O Male O Female  Age: ...

Y
(] TIT L AR e
ITnI:::%::r:niorm should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is aminor or

lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you. \

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

wassssRRaREEEEE

ML Y I & N 2 ——

ssasassrassseseesaans

r
l
| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,

the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

My signature on this form indicates that

1. 1haveread and understood the information provided in this form ;

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

3. |havehadachanceto askmy surgeon questions.

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

5. | authorize the consent to the performance of the operation or procedure.

Name of the Doctor whois performing the Surgery / Procedure: DWP'““]MWWW

Consentee : _ Patient Atiendant :
SIGNAMUIE © vvvovrrrsrcrssesrinsssessmsmsssssssisssssassansssansnnss SIGAtUre : ... GAS G e sessnunnenmmssssssssssssasssses
Name : ... NRE.. &1 EBAAL.. KOUEHTK . Name : oees AR
Date & Time . 251k QOO v ROIZHONSHIp With Paient: ...

17 R R I ———
e Doctor (who s taking (g consgnt)
SIGNALUIE & ovoveecneersririsnrrsssrsssssssssasemsssasssssiss Signature : LB
INBITIE : ..ocvoonsansaensenssnsneassensansnassensensonasassissassonsinisss Name : ;D[Y?MM?

Date & TIME & oovveeeeeeeeeeeeeeessesresserasrassassesessamsmsnssnares Date & THTE : oo

Docu. No. : RCH /FRM / CLINICAL / 027
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Rainb‘:'c';we . -
CONSENT FORM FOR ANAESTHESIA Children's | & BirthRight
fospital_ | () zzemnems
GUC-00079451 IP18-000368178
Patient Name : ........... ~ Mrs SNEHAUKOUSWIK AR S isssminasss Gender: Male D Female O

04-04-1088 Byama1p (F)

UHIDNG: i g RN 4 .... Surgeon Name: %%quﬂnﬂ.‘
SO [ 1111 —— Seocatne e ShR 2 Vi,

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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.

O Heart disease O Hypertension O Diabetes mellitus [ Renalfailure

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease  CIOthers: ......... g oot l\m"ﬂ,dwh,
*  Doctorto documentin medical record also if necessary (Cross-outif not applicable) gfvw <

DECLARATION BY PATIENT/ GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia ( O Regional / [ General Anesthesia / CI Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam.

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

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

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

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

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

I have been explained all my queries in the language understood by me.

Patient / Patient Attendant ; Witness :

Signature : %&&a-l.? .............................................. Signature : ... YXT e
Name%"g ALY i Namem&'kﬁ A &.Q&KM
Relationship with Paﬁen[......... M Date & Time ; ....o2..§.....] ﬂ M%.‘M .

Date & Time : ..o2.$5.. £, AN -5, WU

Doctor (who is taking the consent) : \W
1T LTI e Name : /-"AD’?OW Date & Time : -2()ER"3>’6'4

Docu. No. : RCH / FRM / CLINICAL / 021
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Rainbow"®
+ Department of Anaesthesiology Child r?r:'s
- PRE-ANAESTHETIC EVALUATION ' Hospital
‘ n“.“.““u.
Name: ... TR |- UHID.No: ............

Date: ... /?3’2 L(Mo v Time: ""J 1‘1' Proposed Oﬁemﬁon: é“(ﬁr\ih}
,/ Diagnosis: ......................_ P?"‘V’ ................................................................................................................................

RM“‘? Weight: kv 42 ASA Physical Status: 01 @2 03 o4 os
Laboratory Data:

Medical History:  (ys

RESP : / Diabetes
ONS : 7 &t
Renal ; ki
Hepatic / GE - Physical Actvity: ~ MALFS > Y )
Others : '
.. Past Anaesthetic History: !

Physical Exam: £
Airway: MP 723 4 Mouth Opening: Mentohyoid Distance: "Neck — Teeth: ———
Lungs : 1 35—}

e = Ul

o Cs: / d
Pregnant: CIYes CINo CINA ' __Afenous Access Site Spine Exam for regiona -

Anaesthetic Plan: CIMAC 0 RegioNAL nmfmﬁnr
|

Peri-Operative Plan Explained to the Patient: OVYes O No

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

Water/ ORS 2 H
2. NIL ORAL<" " e

\ Other .
\ 3. Informed Consent: %\U High Risk

4. Post Operative Pain Management: O Discussed with Patient
8. Other Instructions:

Signature: ...

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




L~

s Raintfféw' e Bi s ag
o ildren’ irthRight
[ e | ANAESTHESIA CHART  fipspital | W) memere b e

- Pre Induction Assessment:
Change in Patient Condition: OvYes O No”

[ HR: <N | BP/CRL hoha | S00:
Pre-OP Diagnosis: I o C Sm— Operation: ...

- 3 . . S
Surgeon. R X2 aSerdh a...Ml».l.&-,k‘.cr Anaesthesiologist. ezt ch. & Technician: “ﬁm
TIME T
N.O JAIR 10, LPM
HALO /SO ISEVO : ——
Drugs: ]
X iZmienN = e —= =
 TARTE | {ork Pyt o e e o =
1 __J Biood Loss
Fi0, / Sa0, I [0
ETCO, foel ]
s -h-==.—--——-'-t -
Temperatue s i | B itk
TrneDutpst I A
a3 T = m—— = | M ===
28 = i I L I i B
8P 240 1 ] = = A
v Sysm'l: 220 = -
A Diastofic 1 T u 1
X Mean 200 L EEE I EEEnEENSREESE i &
Heart Rate ol
Tourniuat on Time EEEN RN 2 o
Tourmeguet off Tine. ‘60,___. i .= = EREERREES S e =
140
Treuad Pack 1
Theoat Pack Ot 120 P - | 1 1 1] R
100 44 \\ 1 B -
80
e ind & —1
n = B - =T h
20 £ ety
— I :
- SessRE= - ——— N
LAB Values — e
—
- -
Wﬂemcnmum :
tional [m] s
BP O
O corsie @ O | O Huogers D) Cotton Wool
Arl SRe: ..o Other %
g"ﬂtﬁuw B 0O Mask’, [ SGA
DTermp St Times: O aiwayy, O0al [ Nasal -
emp S < %& 8
Anaes Start: ...~ ETT# e Bl 6 Needle SZE: ..... -
310, Monitor 3
D Agent Monilos 0P Start. ... 0 Onal , Onasst D10 parasthesia [(JYes DCINo
3~ Pulse Dximeter OP EN: e rsssssimbessssmsmsss s O Tracheostomy O Topical P T L p— .em
pnograph T 10 S : (o I T P, e Orug Name & Conc: .
[0 Ventilator Anaesthesia: O Awake [ Direct Visicn BOHIS: e womgei LS
[0 Nerve Stimulator 0o GA [ Video Laryngo [ Stylette / Bougie Infusion: Lrﬂ&.
. [ Monhored Anaesthesia Care [ Fiberoplic Biock LEVEL ..y A .
Pusiion: h- J Aegional P J— APAS: oo i "\0?" ¢
[0 Pressure Pomts Checked oty Wy s s I ’}‘,1‘_ !
Line (Size & Location) Transportation 10
Eye Care: [, ST —— | O sim=8s gecy OV 0 Other
~T Oint [ Semi-Closed Circle nean Reverseg  Oves Ot OWA
O Tape ;
[ Padding - _ R n g g:::u oo Name of the Ductor‘-—""""—'_
9«“"‘6 .. fnfo /1 signature of the Doctor - e
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' Rainbow® .
_I . . i - -
1 1 Patient Sticker ' Children's | @ BirthRight
| Hospital BY RAINBOW HOSPITALS
:' It takes & bt o treat the e, Yeur Right to & Safe Delivery
5 POST-ANAESTHESIA CARE UNIT RECORD
| . ;
} Received in PACU by(T{’_\ﬁnMthTn Time Received : . 3 .go:ﬁm Time Discharged : ...
sy 2 | v Camyta st :
\ wr 230 230 | [J0,Mask O Nasal Prongs
% o 2 | O Tacheostomy O T-Piece
& 200 200 | Oral Airway [ Nasal Airway
E 180 190
o= 180 180 .
8 11’9 170 | Vomiting : Oves Ono Drug:
B %0 s |MTe:  Cves Cne
| - W fome  Ows Ow
A2 = 120 | Urinary Catheter: [ Yes [ No
y g_’,-' ,‘;3 AN ANEED 100 | crestTue: O Yes [INo
i 2 5 o | w0l Oves CIho
t ﬁ ;n b & =) e ;g L
“ a & s 3 50 | oralfeecs:
= 40 40
1 v x z’g
! 10 10
1] 1]
5P0,
POST ANAESTHESIA SCORE MINUTES
eyt N S Teo To] " SCORING INTERPRETATION
‘ mm;mm;m::m ff ACTIMTY i | A Minimum Total Score of 8 is Required for
e ik =0 Discharge
mm?macmm :12 - i
=0 Exceptions to this, are to be explained in the
8 bl LT 1 onciiniy 9 space below by the Discharging Physician:
F BP = 50 of Pre Anaesthatic love =
Fulty awake -3
Arousabie on casing =1 CONSCIOUSNESS 2
Mm =0
. vt 3[(_47
n PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
e 4 f‘?»r/$ AN
\ W2 :-aw// & rt/4,
-
% ’ﬁ:/b %—" v B
U/
Pain Tool Used: CINPASS DCIFLACC [ Wong Baker  [J NPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.
2 For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Name :
g Lo a. Every 2 hours for first 24 hours

Anaesthesiologist Signature: % At 24 hours every 4 hours
c. Prior o pain reliving intervention
Date & Time: 9 With in 30-60 minutes atter pam refief imervention
PACU Nurse Name :
PACU Nurse Signature:
*Dale & Time:

raaphses
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Rainbow”’

| Patient Sticker | : Children’s ® BirthRigﬁf

Hospital BY RAINBOW HOSPITALS g5~

1t ks 8 ot to trest the litte. Your Right 1o a Sale Dalivery

b

Department of Anaesthesiology
EPIDURAL ANALGESIA R_CORD

DALE: .oveeceenerrereerassrennessssnaaenes L1 11 - SO e Procedure done by

CSE /Spinal /Epidural POSHION © ovorvcveerees OPACE fuiriiiniiininssmmmressnssssiesss
(1111111 HOSRRR R Catheter at SKIN: ..c..cecmeremsmuenssnseseenenes

Parasthesia : Yes/No if yes details - ...........coceeee:

Solution Composition :

Any other issues :

Infusion Rate . Level " Waternal
Time () | Bolus(™) | ren Right | BP | Pulse

Delivery Details :  TIME & oooorceemnessnees APGAR: ....oocrriceieeee. VD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and T EOT—————_
Patient Satisfaction :

Discharge /Shifting ordered by
DOCROT SIGNAIES -.vevecrrresrrersissessssssssssssssssssmsissimsssss s
DOCROR NITIB! rvceersrnrersssasessssssssisssssssssssssassascss

DtE ANA THM § woovrorocemeremsissensssmmmamssonssss s amsssseesss




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

3 2 CONSENT FORM FOR
Children's | @ BirthRight | GENERAL / REGIONAL
Hospital _ |\ seuson ANAESTHESIA / MAC

Patient Nai ;'f:::mu KOU“;R:::TW:H .............................................................. ABB 5 coosremnexssioiBoncilion

Gender: M G ..mo ......................... CONSURANL : ... ressressaessnessenessane

Ward/Bed | \\ \\\\\\m\“ \‘\\ ‘“ 3esthesiologist:....ﬁtq...mmﬂ...... SShsie

Operative proceaure planned: .................o..... &W&LQ&Q

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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.

O Heart disease O Hypertension O Diabetes mellitus [ Renalfailure

(I Hepatic disorders O Shock O Multiple organ failure O Polytrauma /RTA

O IncapacitatingCOPD [ Others: ...\al.‘.'.j.n.u.l'..mg.{.@w..../..@,.m.v..w_)..m./..ﬁnu..v
COTRIMAIES:S convomnanscasommesimss ommssbiihissss nsi T

* Doctortodocumentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY '

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

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / 0 Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

lacknowledge that the 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




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these

include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
headaches. o

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
I her willadminister the Anaesthesia. .

Pregnant: OO Yes  [No
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : W
Signature : 9 M‘z}:& Signature:....f. A,

&\
Name: Name:
Relationship with Patient: ., " Date & Time : (]
Date & Time :
L, _ »
Doctor (who is taking the consent) :
Signatu-re 0 M -
{1g \0\2448
Name : Do RAEAN A NS
Date & Time : *)ﬁlb\l‘b\n 20

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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; Rainbow"® : i o
ﬂepartmem of Anaesthesiology Children’s @ Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS
- 18 Uakes 3 ot T rEat Dhe tie Your Right 16 a Sate Delivery
Name:....  Guc.o007easy — 8L SEX: wrvnreerrrriencnnee. UHIDIND S e
‘ :n:?::sm KOUSHIK - o~ : e
Date: ...... 2y me““::lnuaw I SR Posed Operation: ...........o.eeveereeeereeeeescreecreesiensee s
Dignosi lH IIHHI l IlflllmlHIlllllllllIl
B.P/CRT: ........ Wegi. ............. ASA Physical Status: 01 02 03 04 0O5
Laboratory Data:
Hgb: oaiisas Protein; HIV: s XRaY: coovenerinrmserennnees
. AIb: HBSAQ: ..o BOS: s
e OB L HEV: o 2O EChD:: s
.. Dir. Bill: .... Blood group: ..............
B de L] T3
P11 . —
AMYIESE: <....oooooicsionri 15 {R——
SGOT/SGPT: ........coooovvereees Allergies:
Medical History: ~ CVS:
RESP: Diabetes :
CNS:
Renal ;
Hepatic / GE : Physical Activity:
Others :
Past Anaesthetic History:
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs :
Heart;
CNS:
Pregnant: OYes CONo CINA Venous Access Site : Spine Exam for regional :
Anaesthetic Plan: COMAC [IREGIONAL CJGA-ETT [JLMA
Peri-Operative Plan Explained to the Patient: O'Yes o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours
2. NIL ORAL<_ S,
3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

SIgNatUre: ......ooooooeeerine Name: ..

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




Patient Sticker _l

Pre Induction Assessment:

ANAESTHESIA CHART

N

Rainbow® . e
Children’s (L BirthRight
Hospital .mrw
Tt tawes & 0t 10 treat the Beth. Your RighttoaSate Belyery

Change in Patient Condition: O Yes [ No Fasting Status:
Physical Status: Patient Identified [J Consent Present [ Chart Reviewed
H.R: | B.P/CRT: [ SpO0,: [ RR: | Last Feed:
Pre-0P Diagnosis: «.coveevrererervesescieees OPEIALON: ©.eovvsereecesemiemisssansescssnssns o censns Bl snmneevmainer
SUMGBONT consmvvinsisssssmminissmsersamussensrmsersaaprmssssiass AN@EStNESIOIOGISE .........ovceevvveeesmmnevsmvesnmssnssrnnnes TECTMCIAN ot
TIVE |
N.O JAIR 10, LPM | .
HALO (50 /SEVO Antibjate
Drugs
Suppository
— fiood Loss
Fi0, / 5a0,
E1C0,
ECG
Urine Output NOTES
i3
gp 240
v Systolic 220
A Diastolic
% Mean 200
+ Heart Rate S .
Tournsquet on Tene
Tournuguet off Time 160 y
140 *
Theoat Fack in
Thenat Pack Out 120
100
80
&0
a0
; w
10
0
ABG
LAB Values ‘
= )
itfuery.
[0 Equipment Checked and Temp: Induction Regional:
Functional O HME O Fluid Warmer aw O inhal Extremity SPRCHY: wisiciiniaisatosisiuinidineee
O spP O Cling Film [ OH Warmer O Pre 0. RS 3 Spinal [ Epidural [ Caudal
O cufl Site: [0 Hugger's  [J Cotton Wool O Others Others: .. .......
0O Atse:. O Other B
O EKG Lead ) 0 Mesk 0 sea _I
O Temp Sie Times: O Airway 0 Oral [ Nasal Site: ...
O Fi0, Monitor Anaes Start: ... ETT# e - AT tm Needle Size: ..........
[ Agent Monitor Op Start: ... O O Cnasal OJCutt parasthesia O Yes [N
[ Pulse Oximeter OPEnd: ...... O Tracheostomy [ Topical Catheter at SR ......ov.vveces
O Capnograph Leave OR: ... 8 DI wnissinnenpmoansioiess Drug Name & Cone
O Ventilator Anaesthesia: O Awake O Direct Vision BOIIST oo i ciossissisoriensosssessrpiss
[0 Nerve Stimulaior [ GA [ Video Laryngoscopy [ Styletie | Bougie IUSION s
- [J Monitored Anaesthiesia Care O Fiberoptic EHOEK LEVELL oo sosssidesinssiins
Position: . _ O Regional Blade# . Attempts . Comments: o
O Pressure Points Checked Ditficuty Why? i ;
Line (Size & Location) Transportation to
Eye Care: ooy ... [ silat = BS O PACU gy O Other
O Oint [JART . [1 Semi-Closed Circle Retaxant Reversed [ Yes Cno OONA
O Tape O . O Ciosed Circle
O Padding Ow o O omer Naime Of the DOCIOF ©eeervrrr o
O Awake VN o st : Signature of the DOCOr &, ...
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=] Ra i n b;-o’wa . . ing
Patient Sticker Children’s . B"—thRight
: Hospital BY RAINBOW HOSPITALS
ho It tekes & lot to treat the Bz, Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received i PACU DY & s TimeRecelved :....ccnncansssiisins Time Discharged : ...
;." i ' T 1] l :fg IV RN SIS aiisistonsiisisasssicsivismissniin
w 230 — 230 | [ 0, Mask [0 Nasal Prongs
g i~ ;fg [ Tracheostomy O T-Piece
& 200 ! 200 | O Oral Airway [ Nasal Airway
o 190 180
L 180 180
8 170 170 | Vomiting OYes ONo Drug:
% ::‘ |17 m NG Tube : O Yes ONo
v 140 ‘:g Drain: [ Yes ONo
130T 1
h 12071 120 | Urnary Catheter: [] Yes [J No
& 0 . 1o | ChestTube:  C1%es CINo
2 % | Mol O Yes CINo
n ,: f = ;g L OSSN
& 50 {1 50 | OralFeeds: ... .. T )
o (1] S 40
an 0
4 20 20
10 10
0 0
5P0O,
POST ANAESTHESIA SCORE MINUTES
(Modified Atdrete Score) IN 30 60 I % ouTt SCORING INTERPRETATION
pridcho sl oo (T, A Minimum Total Score of 8 is Required for
Able 1 move 0 axtremities voluntary or on command =0 Discharge
Euie to deep breathe & cough freely =2
nea o bt breath =1 RESPIRATION ; 4 i £
ﬁnﬁngm @ =0 Exceptions to this, are to be explained in the
T e P space below by the Discharging Physician:
BP = 50 of Pre Anaesthatic lave =)
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS
Not responding =0
Prk =2
Pale. dusky, blotchy, pundiced. other =1 COLOR
Cyanolic =
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [INPS Reassessmenl Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

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
e Prior to pain reliving intervention
g Within 30-60 minutes after pain relief intervention

Transferred to Unitby (PACU): _..........oooooiiironessssismssssssiossens
Date & Time:
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' Rainbow® = H .
Patient Sticker | - Children’s ‘Blrth Right

Hos p ital BY RAINBOW H2SPITALS

o L —
It takes a lot 1 treat the litte. Your Right to a Safe Delvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DALE: oo TIME: cooveiieiiieriinense PrOCEAUTE AONE DY oot
CSE /Spinal /Epidural POSHION © +.ovieveeviesee SPACE ©ooivoiovisviecciissssseennees 1ECANIQUE (LOR/LOS) .....covunvennenee
(01| SRR Catheter at SKiM: vuvveeeeeecserenceseeees AHBMPES i
Parasthesia : YES/NO if YES GBLAIS © ....uurruusereeeueiimianesssissssimssissssasssesasbs it s sssss s s s

SOILON COMPOSHION © vvvovessemsseceessunsnssnnrsssssssssnssesibsssbentsnsessssissss s iss s eSS e V

Any other issues :

Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ TiMe & ..o.oovvervcniinnn APCAR. s SVD / Instrumental / LSCS (if LSCS Details)
Catheter RemOVed by a0 TiP INSPECIEA © .....vuuuurvusaressssserensssssenesi st e

O vl v 1) T e e ——— el S

Discharge /Shifting ordered by
DOCLON SIGNAMUTE: ...ovcvovricaieiisiimsessimssiessussusstmrsasassas s ssssases
DOCLON NAIMIE: weeeeerieceieiiiesiseeem s eameseesiesssra s ess s st ain e

Dateand TIME: ... oo G st s b o e soisivnas'

e e e e et e




(tuc-19a¢]

Rk QP i

2
Rainbow® : _
ANTENATAL RECORD | R s | @ BirthRight
Hospital | (o

e eI L R B S .
Name: N RG . 3M‘N3,l,| Kou Sk. ¢ Age 3] Date of Birth A \ ["okidut.auon =
Occupation:  Phone No: Mobite:
Husband's Name:_______ Age  Educatiom: _ Occupation: _
Address:_\ O 'Zuret northein tu[m«u Wwlegk th cumbalam Qlf\lhﬂ,t*\lf_:t‘lﬂ;'\ll !
' Mobilee S 3 2R qa0a. 9 E-mail 1d: L8 B :

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

SUGGESTED MANAGEMENT

Mk £ Loy Ltnp. 2o lovg ¢

M Epp- 18 Hlo0g6

. B - g a5 '
' Year of Marriage: Menstrual History: Previous Periods LMP EDD Cormrected EDD :
: X . \ - < OBSTETRIC FORMULA: :
E Consanguinity: Contraception: Gravida — Live ihcifhons i
0, R R R SRR S £ et S e P T ]
Fo=sE OBSTETRIC HISTORY --p---------=-==77=777"7 o A i N | Mberpposmes oo '
B LS. DATE OF GA . 1) =l I ' i e !
' NO. DELIVERY | WEEKS ANTENATAL DETAILS MODE OF DELIVERY BABY WT REMARKS !
"
L :
' ]
' )
' ,

§ " Medical History: }JJ‘ i S | Family History: ,[&Uf.m A PV
' Surgical History: N\} 4 Allergies: }) d .

Drens Noe RO FRAM CLINICAL 139

AmenaalNo: | TR. P¥i H aclie s W h.ﬂ _

ra




INVESTIGATIONS
7===~ MATERNALEVALUATION

Blood group & Rh: Wife ﬂ A N

Hushand

vDrRL AR HIV Al R HbsAg N R TSH [+ 93 GCT
l : ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS :
: Date 9«‘:\ Invetigations Report '._[);m; “C”} Invetigations, Report .:
polubf yy, L 130 Ulden c a3 5
: " A % -
: %Eu A- by Lo P |
ey~ 37 . ; By e :
: Prey | 19 " o $737 LU }'N’-L‘ E
! pLt4 439 ,-Bh/- N b N :
‘ i g nhl- e r PV ?
Scellg - 9 - g E
F\J te.l% 2 ‘} J\Lb 5/ ; ’.,.....‘(\- ‘(“‘3’ 1£ :
' Coteat'ning~ 0.5t \ PL(A slir. 149!
\ .- M CI«L( - y
; RES= 11 (e > o ;
~ Uoted - 12 Toly . fo)— (9 | Pepds ¥ ! ;

Tetunus Toxoid: 1 dose < __I CEd_UCAQ AC_JM& "'dosc_~__

..... FETALEVALUATI()N.-----__.----_._--,_-_-_-_-----_.-_---__-._--___-._-“-.___- i o A R

. ULTRASONOGRAPHY N-I Py Z—ﬂ :

i 0 q
E I‘irslll;'i ?e'él’c%k Stleg W i %bu: ~ Pm Lt e %‘5 zj\)g)ﬂ.aL} ﬂ. P-f_( ﬁ?j E_
: F SHIG o) 3 et Pl poy ' 5
| I og - I Yy @D |
H ) Date ::‘L\ Indication | PP | Wt | Centile Growth Velocity AFI Placenta Remarks .
: ; RE ¢ i | 2 237 .(p 2 Y
= ple 28| BREpemBts | Aesar (D] pal | o pilis
E Growth scan 4 \-Qmol [JJﬁ Pl E' U
: Al 1 33 C\Q/’QAA{Q 419591 f
! 15 If’ :
: o | Cer [P ledi
i 136 34 Cepipict 246 By fAc Yer r :
E Others

Were any Prenatal diagnostics done-Yes D NOD 11 yes, please specify the details below:

DATE GAweeks TYPE OF TEST INDICATION REPORT

o
' & umo

3 L'\LU\LJ
<

—— e g

e T e e S s— g ———

T e ————




Name: L Corrected EDD: ~ Parity__
- SYSTEMIC EXAMINATION --cssnssscassssssnsrasesmsnm s s
Height __tHD_ﬁD L ~ CVS,

E Weight: H H |_‘a Respiratoy Systen:
BMI: 8 Breasts: --'£2 L _Thyroid: CQU—’ ce 02, ('—\

Bp GA S-F Ht PresentingPart FHS Liquor Edema Review Date




=--- ANTENATAL ADMISSION

Complaint

Management

Advice

DOA DOD
-==- BRIEF DELIVERY NOTES
Gestaional age: e

Type of labour: Spontaneous

Induction:- Indication

Method - PGEI[_]

Mode of delivery: SVDD

Induction:

Caesarean section: Emergency D Elective D

Indication:

SALIENT FEATURES:

Baby deuils: Gl [ Boy[ ] wee

Postpartum Period:

\’acuumD

_ Apgar score:

Forceps D










GUC-00079451

Mrs SNEHALI KOUSHIK

J4-04-1088

“Y3M21D

Dr. PRIYADHARSHINI 8§

il

Date & Time of Transfer: 7\9 2

NI

& R.."“lj:-t.w'
G st RESEETT PATIENT TRANSFER NURSING HANDOVER CHECKLIST

IP18-00036178

()

TRANSFERRED TO: &

5 | Wound, Dressings & Drains

1 |Patient Identification YES/NO REMARKS
Patient Identification Patient name, age, UHID/hospital number confirmed Y ;z!
b.Surgical procedure & correct site verified 4] \:_E/(/\
2 |Airway & Breathing ;
la.Oxygen delivery (mask/cannula/ventilator) secured [\YEA
b.SpO: within safe range Y Q/j
c.If ETT: position confirmed, ties secure, cuff inflated A fjﬂ
3 | Circulation & Hemodynamic Stability
1V lines secured & infusion running correctly \ =
b.No active uncontrolled bleeding 1\
c.Last vitals recorded before transfer A “;;f
d.Central line hubs are closed \7; ;::,)(’
le.Dressing Intact
4 | Pain Assessment
[Pain score assessed & analgesia given YET
b.Reassessment done Nl=t

.Surgical dressing intact

b.All drains fixed, output noted

o Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

11 [BIOPSY/HPE SENT

AL
6 |Medications Pre & Post-Op Orders o
‘Medications due time noted VES
b.Pre & Post-op instructions (NPO, position, mobilization) communicated IU E (
c.Emergency meds given in OT (time & dose documented) \IF
7 | Equipment Safety & Transport Preparedness
.Oxygen cylinder full & ambu bag at bedside 3{[‘-‘:(‘
b.Bed/side rails up and brakes applied =
c.Special positioning maintained as per surgery '\; E:(
$ | High-Risk Patient Safety (if applicable) ;
.Chest tube: underwater seal below chest level A
b.Epidural catheter secure, infusion checked =3
.Pressure areas protected (heels/elbows) i\l‘é
9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED A
10 |IREPORTS AND LABS HANDED OVER N EC

12 [Documentation

|a.Documentation completeness

Transferring Nurse: ‘ {Pka}(
Receiving Nurse : — :

ignature of Incharge:

RCH/GDY/FRM/CLINICAL/598







GUC-00079461
Mre SNEHALI KOUSHIK

04-04-1088 sY2M21D  (F)
Or. PRIYADHARSHINI § M

IP18-00036178

M

SSI PREVENTION CHECKLIST

Hospital

Childl%‘:'s ‘BirthRight

S.No INTERPRETATION PERFORMED
PREOPERATIVE k‘f}f
Do not remove hair at the surgical site unless the presence of '\' f
1 hair will affect the procedure. Use clipper if necessary [.-U
v
Decolonize surgical patients with skin antiseptic(Chlorhexidine
2 bath /wipes) \1/\/{
Vv
3 Antibiotic prophalaxis given within 60mts prior to skin incision \}/q
Use a checklist based on the world health organization-19 item v ‘?5
4 surgical checklist to ensure adherence to best practice
INTRAOPERATIVE
Using chlorhexidine gluconate and alcohol-containing skin
5 preparatory agent in combination M/g
Maintain normothermia during the surgical procedure (>36 deg \U
6 |0 | &3
POSTOPERATIVE
Maintain and monitor blood glucose levels regardless of diabetes A0
7 status between 110 and 150 mg/dl
ML
8 Application of incisional negative pressure wound dressing

BY RANIOW HOSPTALS







GUC-00070451 1P18-00036178 _@

, s Rainbow’ |
Sticker Or, PRIYADHARSHI ”““1 i Chi?dlf)e‘:’s . Bil'tthght..

T g Hospital_ | @ wemnaess

LABOUR AND DELIVERY NURSING ASSESSMENT
Datn of Admission: DB ABS .
Baseline Information:
AdmissionFrom: ~ OJER  CJOPD O Admission Desk O Others: SPEGify ... 5o o S—
Primary Language: O Telugu [ English O Hindi [ Others q'amlf
Doyou require an interpreter? CJYes CINo
Source of Information: 'pmnt O Family [ Others
Personal belonging if any:  [LJewelry T3 Nose Ring «BBangles 0 Afiets 01 Finger Ring O Bracelets
| @ NANAEA OVET0 ..vovvveesnessccesansssssssssssses }—H&h}\m ¢) eSS A AR
Alergies: C1Yes J}No’ OMedications O Bloo& Transfusion O3 Food [ Other: .......
if yes , identify e re————————————— 131815 S
Chiet Complaints: ... DSLEAAL E:%ﬁm F-chﬂwﬂif Doctor Notified on Admissionz_3¥es CINo.
}}UH{W‘ > e s, Name of the Doctor: TR 0 A1) A Ao
.................................................................................................................. ST VOV /X - . SHSR—
o=t ModiealHistory: Obtained From  C¥Patlent 3 Family Member O Medical Record_ 01 Oter (specfy) ...
‘ Past Medical History Past Surgical History Previous Hospital Admission
e '
&} Pl (e @
adl - p
]U
Blood Group: . _ﬂnﬁi PostL... Lvp: 51}0‘9’( EDD: )DI':“% Gestational age during admission: ?.ﬁ (ﬁ"
| CONtractions: v.....r.... L{«L{.\ Vaginal DISCRAGE: ........ NVerdemmmreccsrsmsssssssssssis
| Obstetric History: T - P yrsmpecsinid OIS VN coeor Previous LSCS . uveennes
Height: ISR, Weight W3 BME
remp: GAWY...  HRBHAML.... AR ald s MO0, sp0, [P
High Risk Factors: (Please select by ticking (v ) the box as applicable) )
‘ 0 Hypothyroidism O Rh Incompatibility [ Fertility Treatment
| [ Hyperthyroidism [ Previous LSCS [0 Preterm Labour
\ [0 Hypertension O Gestational Hypertension [] Others: (Specify)
O Diabetes [ Bad Obstetric History
O Anemia O Obesity (BMI)
‘ O Twins/Multiple Pregnancy e

Docu. No. : RCH /FRM / CLINICAL / 139 (RT.0)




Patient Sticker

Family History: O No Abnormalities Detected

O Heart Disease O Hypertension () Biabetes [ Stroke [J Seizures O Kidney disease
O Liverdisease  [J Other e

o

Pain Assessment:  Pain: E/Yes OONo (i Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: Y6 CONo  Score\O.____ (completethe Morse Fall Risk Assessment Sheet

Riskof PressureSore: ClYes CINo Score. . (complets the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
CJ Mobility problem O Walking Problem O NoAhnonnalny Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality e

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L Overweight [ Poor Appetite > 3 Days O Needs Therapeutic Diet. -
1 Under Weight O Diabetes Mellitus O3 No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

\[3€am &Cooperative (] Restless O Depressed O Agitated O Confused
O others........... el
Inform consultant for positive criteria : '

SOCIAL SCREENING:
1. Marital Status: [ Single [ Married [ Divorced O Widow
2, Special Habits:  Smoker: [ Yes \121\10/_ Alcohol Abuse: [JYes ONo — Drug Abuse: OYes SNo

Social History: Lives With ........

Orientation has been given regarding the following aspects:

Call Bell in Reach : {7 Yes [ No Waste Disposal Explained: .2+Yes CINo _
Infusion Pump: (_ET¥es CINo Hand hygiene Explained: _EtYes [J No O others

Name of Person Orientation was glven to: MA Cﬂm Et’),ﬁk..’l ...............

Orientation not given Reason: ..
Nurse Signature: ... <4 \Q\W‘
Nurse Name: ............ €Al S0, l&o;@/“f-

Date & Time: ... &»3‘ ]’61 2k

e



Or. PRIYADHARSHINI

GUC-00079481 :
IP18-0 = g
Mrs SNEHALI KOUSHIK sl Rainbow

chot Y auans Chilaren's | & BirthRight

Hospital BY RAINSOW HOSPITALS

mmmunmnmunumlmm Panliminsi. | W g

VS \SSESSMENT FORM

Date: . O?Y ? L’ )09 L e Time of Arrival: E)DFM Time Seen by Nurse-dﬂi\\““'{_&”

1)
2)

3)

4)

5)

Level of Consciousness: onscious O Semi-Conscious O UnConscious
Chief Complaint (Heasc\m/!m: Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement [ OhEr REASON: .evvecerensesssensssssssessarssmnsesisssnasssssusmsnsassssnassassesess
Vital Signs:  Temperature: ............. PUISE oovecerree RRY cocciinnnnnss SPO0;: vevveveenres BPY ieviiiecnnne WRIGHE o
Gestational Criteria:
Gravida: | G P e L — A
w2 0] 2008 eop: Jolod 1203 b  Gestational Age: 331t qa
Uterine Contract Ofes Ao .| Time $Pm | F el
grine Contraction es | ONo | ONA | Onset ww“] ime requanf;y. D lonta=
Membrane Rupture O Yes l:udo/ O NA | Onset | Time Fluid Color:
Vaginal bleeding Oves | o | O NA | Onset Time Amount:
.'r- 'y
‘ If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia é_ymptoms O Yes D{o ONA | pain Abdomen / Vomiting
Good fetal Movement @4& ONo | Cna | N0 specify:
Pain Screening: Numerical Pain Scale (NPS)
———t—t+—t—t 1
0 L.‘/ 2 3 4 5 6 7 8 8 10
No Pain Worst
. possible pain
o© Location: L/Qf el p thmen a_ur)
© Duration: ............ : o Days/Waeks/ Months (Slﬁka out which Is not
applicable)
o Ohamctar
(] Frequancy: A X
() Interventlons w"ﬁv‘lwu%}b?”'w :
Past History:
n 45
a)  Surgeries: .. . C‘UVH—NO e &Qjow{"f
b)  Medical: ............. o hihaed. Fou,
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Patiert Sticker

7)  Allergy: O Yes B{HYes:.................

8) Current Medications: O Prenatal Vitamin l?ﬂﬁai O Othars: .......oiociiniivsionniins
9) Prenatal Medical History:

one

O Chronie Hypertension
OJ Gestational Hypertension

OJ Diabetes

[ Gestational Diabetes
O Low placenta

O Others if yes, specify

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

Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

-------------------------------------------------------------

LI 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
OTAS (Resuscative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
m,mﬂm Immediate s 15 minutes <30 minutes < 60 minutes = }i‘},’:,',‘,‘,“,"‘
Re-Assessment “""“““g::e"““'““ Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Earty Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bl Bleeding assoclated with Bleeding assoclated Spotting
Bleeding with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertansion
Hypertension > 160/110
Hyperension | Seure actiy e R
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assassment | \onFetal Movement e coppars i
®Acute onsite severe oMajor trauma @Abdominal/back pain ®0ngoing assessment | @Anything that does not
Others pain noriness of breath | greater than expected In | from out patient clinic | Seer 1o pose thrast 1
@Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
cémsdcm : ded icth :WM and /o1 @Minor minor .Om ;:mlarn“tml pla:gnta
oCor ® trauma [
@Severs respiratory diarrhea with suspected ( previa
distress oNaus and /or| ®Pre-booked visits (ie Rh
®@Suspected sepsis diarthea a@m vk
; ® of infection (le k
oo .cough, fever, | @Assessment for version
) ®Rashes

Time seen by Doctor: ﬂ&'“}/

Nurse Name : X’f\\l\\“@-faﬁ'

Date: @‘)g\k,’l{ Time: ﬁ)—pfh

Nurse Signature: é’[“m'VQ’LE—
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Rainbow®

Children’s . BirthRight
\ i BY RAINBOW HOSPITALS
PATIENT TRANSEER EQRIV Hospltal | st
GUC-00079451 1P18-00036178
=R PN NAIROIGC L
:T’:’-J:l'm..& :u Date & Time of Admission Date & Time of Transfer Order
I e pslilab @ siupam | 2sleht @ 3:30p#
T Treating Consultant Name Transfer Ordered by Reason for Transfer
L.( \ f:'#:; k { -’I:w{ I ﬁ/w
WPT\JI\C—‘["\MS | m.mohgﬂ - M.m/larvl I
From Unit To Unit information to Attendant
oT . Yes A No (]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any hande
v over to attendant
Hre
A7 &% Yes[] Na
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1.
2.
3.
4,
5.
Shlfﬁn_g Summary / Notes Written by Doctor: ~ Yes[] No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
" g X Q_'!
@ﬁ;{ﬁ"‘ { D7 - Mohan «
Patient & Clinical Records Received by : Kl./
E :i Ve ‘(l"] 4\ 3 g
Date & Time of Patient Received : Qvgl b\gﬁg‘}{ . off ‘pf
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

] Unavailable Bed [] Nurse not Available (] Available Bed not ready

Docu. No. : RCH /FRM / GLINICAL / f02
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Nre SNEHAL! KOUSHIK %
mmm asy2m210  (F)
| Dr. PRIVADHARSHINI § M Rain bOW .

Child BirthRight
T sprial - | (rmonoms

1t takes 2 kot to treat the bitle. Your Right to a Sate Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

S

1. Breastfeeding initiated?
a. Yes 0 b.No

D) [/ ND, REASOM cvvverseseevessssssssessessasscsssessssssssssssessERLLLS B4R RRRARREAEEEEEEEEREEEES

3. Nipple condition:
® =/ a. Nipple well formed
O b.Fat nipple
O c. Inverted nipple
O d. Short nipple

4. Milk flow:
. Good
b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
) a. Baby goes to the breast
EI\/B. Mother always sits with a back support
™ O ¢. Ear-shoulder-hip should be in a straight line
O 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 PT.0




6. Was the position explained:
a. Yes _
O b.No
7. For Caesarian mothers: AFA
O a. Mother is required sit and feed from the 4th feed
CJ  b. Please explain football hold
8. NICU admission: A
OO a. Mother needs to stimulate her breast for 2 min gvery 2 hours
9. Additional notes: A O VRO oms g e B Ao s bas
Continuity of Care: Date: ggh-l%%_.
| 4

L L

o

2

$
T = A
¢ ~— 2

H

-_—

q

——

Handover given bngMW

Signature w ..................................

Date & Time: ......=23.. li"' ‘d@%

Handover taken by ...

Signature - T R RO i
Date & Time: .. f)/‘%’“: / 28D, m-z%*




“GUC-00079451

2
Rainbow®

Children's | & BirthRight
PATIENT TRANSFER FORM Fospital - | (g emnmms

pu-onomn

OUSHIK
Mrs SNEHALL gwnm o

04-04-1088 Dafe & Time of Admission Tim otTranstar Order
1. PRIYAD

i | oslelbgt e ety g

Treating Consultant Name Transfer Ordered by ' Reason for Transfer

Cpdbon | el
ppplld | =P | &
ug/ (}?/1 Y@;m No [

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant -
2 W\ Yol Nl

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. tem Name Quantity
A
2
3. T
4,
h;
Shifting Summary / Notes Written by Doctor:  Yes[] No[] &
Name & Signature of Person who is Transferring Name of Person Ordereghlransfer

PRy [WT\K&M

Patient & Clinical Records Received byj@p\/
i . %mq\

Date & Time of Patient Received :

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

[ Unavailable Bed (] Nurse not Available ("] Available Bed not ready
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\%

’é?,'.'i'mi . | @ BirthRight
PRI e DRM Fospital _ | Q)25
PR rs sutmu.l Kousugﬁi wzo ®
Pnh'm Date & Time of Admission Date & Time of Transfer Order
iy T leses | ot 6ad 1 A
Treating Consultant Name Transfer Ordered by Reason for Transfer
| Or B (e lotts beter faabment

- A5

From Unit

-
' e

To Unit

1 ¥ f(eos

information to Attendant

Yes E’ No [}

iin

Number of Sheets in Clinical File Number of Imaging Films pPersonal belongings including
‘ clinical documents. if any handed
(/\ over fo attendant
A\
@V 2 \Q (=t Yes (] N
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
EI,NQ, item Name Quantity
1.
2
3.
4
b
Shifting Summary / Notes \Written by Doctor: ~ Yes O No [}
r Name & Signature of Person who is Transferrin Name of Person Ordered Transfer
- 1
w . A
patient & Clinical Records Received by :
e =X Y 5 |
Date & Time of Patient Received : '
b ('b [%2/&0\4 [2 08

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

[ Unavailable Bed

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

[ Nurse not Available

[) Available Bed not ready
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e
- — ®
04-04-1988 asyamaz0  (F) Rainbow .

Children’s .Bil‘thRighf

"V Hospial - | Quessmers

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

pate: .2 oblreb. ... Time: o 2SO O NA e
gzzéﬁ kg/m'’
)11 A— T Height: ‘!—&Q‘&Cm Weight: Lﬂ'—‘}‘%\ BMI: O ~28 kg/m°
] ~ 30 kg/m’

TR —

Diagnosis: ARG EMNCH TS, S

Type of Diet: @ Liguid C1goft 2 Nbrmal (] Diabetic

[ Vegetarian _Dﬁ—‘u’egetarian J Vegan

Diet Advised:

Liquid Diet—ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups @
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd (D
Soft Diet—Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd@

™ Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient's / Attendant's Dietician’s

Signature: ﬁ% ........................................... Signature: %\“@/mm&b>
Name: ....z:..g(zﬁ./zéc.ﬁfn’.......KQ.@&;?:&L&K“ ............... Name: .. A gaui?‘yc;, fﬁhﬂ%
PR e ek TV Sl L B R A o e A

Date & Time: 2‘0\%l3ﬂ?~€:(3pm Date & Time: f_;&ofc&:'m/?rpm .............

Doc. No. : RCH/ FRM / CLINICAL / 195
(PT.0)




S3LON AHvL3Ig




