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1P18-00036125
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SURGERY DETAILS

Patient Name: M'Fgﬁrlagavamj Date of Birth: .5.Q.I.Q%.JQQQ3?........A

Gender: .. Femals............  Ward: N . s

Date of Surgery: Q&\Db}&Oﬂ:

Name of the Surgery : ...........

oae: 92106 Jao2k.......
ge .0 2Y..

UHID NO L ececearreseressssssassasssasssassassnss

@6r-1 CjoT-2 [C0T-3 C10T-4 C10BGOT-1 0BG 0T-2

Time In i
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Special Equipment:

Anaesthetist

NAME

Surgeon

Assistant Surgeon :
LY
OT Technician .m.fi..»...Raj.Q\........

Circulating Nurse  : ..

Assistant Nurse

[ Laparascopy
O] C-ARM

[ Broncoscope
O Cystoscopy

] Neuro Cusa

Signature of the Surgeon

Order NO: ..usinsensisssasmssissionis

Docu. No. : RCH /FRM / GENERAL/114 |
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Circulating staff |M“"W~*~1/‘ TECROCIRN § socecrinsrrsassassssscpasssses DB oo TR fsssssssee
Anaesthesia Disposables — 0y [ Surgical Disposables — 05 T Disposables (Baby Side) | o,
ET tube MajorPack 34 o1 | WnjVitk o)
LMA Sutures n 9 AT o7 _| CordClamp 0
ECG leads : &7 P /N & TRy 1| Suction Catheter
HME fiter : A/P /N G924 o | FeedingTube ¢/ 0
Syringes :10cc 7 o} Q) o4 | Vaccum Suction Set ]
05¢c ./ | Gloves P £ Lt e\ | Surgical Gloves
02cc . ' Q £ fa— o7 | Gauze Pack ®
01 cc p D g gl Syringe 167 2ml
Cautery plate : X7 P /N Surgicalblade 2 _ &1 | Surgical Blade # 20
IV set | NG tube Koochies (S)
RL __ Og’ ‘Cau‘lew penci! o PYO?'{’,}{JW{\ o1
NS: 10mi/ {06fl / 500mi / 1000l 's] 7| Koochies ,q/pug!“ ,,\Lg 127 (-M
_ Ointments LA pil f‘zﬂ’n-t——-?
Suction Catheter n ,_Mmrﬂ el (e Al
Fentanyl Cap, Mask D J?—m"‘ -y D4 !
Morphine Gauze Pack a2l 9 eh-;,} o "
Ketamine Mop Pack Al relpr K 0/
Propofol Steristrip 1 £ ww A okt
Rocuronium Underpad o1l (pired ne edle 2u-(aeed)
Glycopyrolate Draw sheet - l” i 2 Ceal)s -m--:\ _
Myopyrolate Abge! =
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Buplvacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage |
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set o Y
Jastin - 12.5 mg/ 25mg / 100G o7 | Plastic Bed Sheet
Tab. Misoprost : 200mg” " 02 | Betadine Solution
o tpee  SHegd Ol | Microshield
Cotton Balls
Latex Gloves tof
Ramdione Scrub o
Saral i
Surgeon Anaesthesiologist N - OT Technician
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

Z
A o= . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ '~ Tel No : 044-40122444
Hospital “""2"
_Riinbow VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1998P LC029914
DL NO:
Registered Office: 8-2-1 20/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T T LA LR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036125 Ward 8F-OT COMPLEX
Patient Name Mrs THILAGAVATHI Bed Nar e MICU 801
Agel/Sex 23Y 2 M 23 D/Female Order No 18-0001715665
Date 22/06/2026 18:41 Prescription No PRIP18-0622502
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 22/06/2026 18:47
UHID GUC-00092907
S.No Item Name Ha[lufactur- Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced i
' (ADVANCE) cadiomed GENERAL 250824 08128 1 1,303.00 1,303.00
DISPOSABLE APRONS : s
2 STERILE XL Mediblue 1010526 04729 2 120.00 240,00
GAUZ SWAB 10 X 10 CM =
3 T2PLY 5S X-RAY Bapujl Surgicals GENERAL M2645010 03/29 3 123.00 369.00
4 ﬁ-‘g;‘g SUPPOSITORIES 100 oon Laboratories Ltd ~ H BLNP274053 11728 1 1874 18.74
5 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
6 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5119 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X- DATT MEDI %
7 RAY PRODUCTS H M2642SF029 03/30 1 949.00 949.00
8 NEOMIZ 200MCG TAB 45 Neon Laboratories Ltd ~ H AUM12ABA og/27 2 20.15 40.30
NITRILE EXAMINATION
9 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
10 NS 100ML ACCULIFE-EH bt to(Niriif 1C2613680 02129 2 44.93 89.86
11 PDS-111-0 NW 9352 ETHICON SUTURES-J&J T5001 03130 1 1,026.00 1.026.00
12 PDS-Il NW 9221 ETHICON SUTURES-J&J T8002 12126 1 696.56 696.56
QUICKSUITE OT TABLE
13 SHEET MIDLINE SUITEL H 2606021 06/31 1 775.00 775.00
RAM N RAMAN & Wi .
14 o R?EINE SOLUTION 10% o & WEIL PVT AG2B0i Xarr j - i
15 E%g;fE #6.5 (POWDER ANSEL 260300811T 03/29 5 128.00 640.00
16 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 767 767
UNDERPADS CARE 60 X 90
7 (FRIENDS) 08062026 12130 1 208.00 205.00
18 VACCUME SUCTION SET ~ ROMSONS GENERAL K26C010031 02131 1 739.00 739.00
19 VICRYL PLUS 1 VP - (2347) ETHICON SUTURES-J8J C1 0T5063 08/30 2 951.00 1,902.00
Total : 10,482,05 12,851.13

Receiver Name

Printed Time : 22-06-2026 18:47

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
A
<y . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’s i Tel No : 044-40122444
- i <3Nt
Hospital Ranbow  VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office; 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LT ERN e m
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036125 Ward 8F-OT COMPLEX |
Patient Name Mrs THILAGAVATHI Bed Name MICU 801
Age/Sex 23Y 2M 23 D/ Female Order No 18-0001715667
Date 22/06/2026 18:41 Prescription No PRIP18-0622503
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 22/06/2026 18:51
UHID GUC-00092907
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
,":’%g}“ & 7.0(POWDER ANSEL GENERAL 240601021T 08/27 2 128.00 256.00
Total : 128.00 256.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 22-06-2026 18:51 Page 1 of 1



RAINBOW CHILDREN'S MEDICARE LLAITED
Rainbow Children's Hospital - Guindy

e -
. “': . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’s _ '™ Tel No : 044-40122444
Hospital °""2"
. Rainbow VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1 998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
MEMRTTO L (T g ]|
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036125 Ward 8F-OT COMPLEX
Patient Name Mrs THILAGAVATHI Bed Name MICU 801
AgelSex 23Y 2 M 23 D/ Female Order N - 18-0001715664
Date 22/06/2026 18:41 Prescri tion No PRIP18-0622500
Payor MEDI ASSIST INSURANCE TPA PVTLTD Dispen .ed Date 22/06/2026 18:45
UHID GUC-00092907
S.No lem Name Manufacture Name Schedule Balch No Exp Date Iss QTY Unitprice Net Amount
1 ﬁ:‘_"w'” HEAVY 5 MG INJ 4 ffg" LABORATORIES KP1713925 12027 1 31.47 2147
Biocare i
2 BIOXAMIC 500 MG INJ e s H C3BI0004 01/28 2 73.23 146.46
3 a‘gfﬁfsw INJAMP 0.3 Ngon Laboratories Ltd ~ H 45120 1128 1 31.10 31.10
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01731 2 21.83 43.86
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 4 21.56 86.24
DSYRINGE EMERALD SML ~ BECTON DICKINSON )
6 85 (8D) (8D) 5322615 10130 1 12.00 12.00
Aculife Health Care
7 D WATER 10MLAMPULE 5oy | yo(Nirii H 2254574 10/28 2 258 546
E£.C.G ELECTRODES ,
8 (ADULT) JMS GENERAL 12226S08G 03728 3 32.34 97.02
9 EFIPRES INJ 30 MG 1 ML [‘fg" LABORATORIES 4 1231005 01/28 1 45.90 45.90
10 EYSIOK:::N (OXYTOCIN) IN o | aboratories Ltd H 091690 02/28 5 18.90 94,50
PREGELLED SURGICAL
11 PLATES(ADULT) Erbee GENERAL 17032026 12129 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
12 | gysTEM o 1C261745 02129 1 69.39 69.39
RL 500 ML CLOSED Fresenius Kabl India
13 | gysTEM iy 1D262078 03129 2 69.39 138.78
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
14 | WHITACARE (8D) 2512026 11130 1 44850 448.50
SPINAL NEEDLE 25 G
15 | WITACARE(120MM) VYGON 250725Al 07/30 1 1,427.00 1,427.00
Total : 3,580.19 3,952.18

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 22-06-2026 18:45

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA

Rainbow . 600015
Children's o TelNe: 044-40122444
Hospital tumie  VATTIN:  33AABCRAOTAMIZK CIN:  LB5110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS TR H L L LT R I
IP No 1P18-00036134 Ward TF-PVTISUITE
Patient Name Baby B/O THILAGAVATHI Bed Name CRDL-PVTT702-1
Age/Sex 0YOMOD2H/Male Order No 18-0001715669
Date 22/06/2026 18:44 Prescription No PRIP18-0622504
Payor SELFPAY Dispensed Date 22/06/2026 18:52
UHID GUC-00092943
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
v el TEXT512PLY (S gaguji surgicals GENERAL M2641119 04130 3 100.00 300.00
2 KLICK CLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
3 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010526 04/29 2 250.00 500.00
Total : 389.00 839.00

Receiver Name

Printed Time : 22-06-2026 18:52

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

GRACE PAUL RAJAN

Page 1 0f 1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
" = . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow .

600015
Children's = Tel No : 044-40122444
Hospital = ="n VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
Rainbaw : :
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS IR LT T T T
IP No IP18-00036134 Ward 7F-PVTISUITE
Patient Name Baby B/O THILAGAVATHI Bed Nar- | CRDL-PVT702-1
Age/Sex OYOMOD1H/Male Orderl » 18-0001715670
Date 22/06/2026 18:44 Prescription No PRIP18-0622501
Payor SELFPAY Dispensed Date 22/06/2026 18:45
UHID GUC-00092943
S5.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) iy NOCINEON  aenmraL 6043348 01/34 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26B010463 01/31 1 63.00 63.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12(27 1 28.92 28.92
Total : 115.92 115.92

Receiver Name

Printed Time : 22-06-2026 18:45

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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30-03-2008 gayamasl (F)
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1.7 Rainbow® . b e
" A( GUC-D0092907 1P18-00036125 Child_ren's . Blrtthght
. ACTIVITY RECORD FOR B 5~ mithcauam Hospital s

30-03-2003 23Y2M220 {F) It takes @ lot o trest the Bttle.

\

SRS e S\ NtEN 111111 —

UHIDNO: oo IPNO: s, Consultant 8- DINY AVAGag o 0@
Date of Admission: Qllb}ﬂh T sanmin DO Of DIBCRBIOR: .....cccivnsmssimmmnns T it
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Doctor Name " Date Order No. —
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INVESTIGATIONS

Date

Investin~*nns

Order No.

/f*%f:_

ey




S e — e . I

MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment - HiERcing Order No. Signature
Jblab [ re) @ 08293 : %0&
c;\\\\lc'\l‘b i © | 008292 QMU/
20 0 (B 00228 Mb
?”\F“\W @ . 008243 ° @%
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PROCEDURE

Date Procedure Quantity Order No. Signature

24)bl2b | DV placament 1 115193 | [fRs

oalbhb | Cotfishoioedion D | 1718645

'A.lﬂ’)f‘o vbﬁcﬂ: (’vuvﬁ_w‘% . @ 'lv':”b))bq. ,-Az 1 (?1‘535"’7'

2alighe /{?fi%wﬁ;mw 7 L7 1b2bg [ i

Bl

ANY OTHER INFORMATION:

................ fx o.uzctm...Affmma.;......Q.mgij.ﬁn.c&...L,s,::.s:................... Ao o AR
................... &u.&jem&(mwmmhlmym’ .
ﬁSSH{‘SwijeonﬁxPﬁWﬂ;ﬁ RS-, SR
S— o1V R N LYV o %) ) W - O VT
jh‘HnmJ-J'?w?mM‘hwf'me ;

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

Date: 2}1!6]}9% ﬁme:Q.z.l«Qﬁ:m Prepared By: ..............[Ne> Dmh

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

B
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GUC-00092807 1P18-00038125

Mrs THILAGAVATHI
30-03-2003 23Yv2masl (F]

Vit

Rainbow’ C

Children's L Bif’!!lR_ighi

Hospital

DISCHARGE TRACKING SHEET

'LOOR-

NAME OF CONSULTANT-

ACTIVITY

TIME
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<To be
filled by
Admin>

Discharge
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INTIME ouT
TIME
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Preparation of
Discharge Summary
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discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

Billing Clearance

Physical Clearance
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GUC-00092907 IP18-00036125 ) 4

Mrs THILAGAVATHI — Rainbow® . .
30-03-2003 23Y2M230  (F) _J Children’s @ Birth nght
Dr. DIVIYA ARUN

: Hospital BY RAINBOW HOSPITALS
A Pt |
BED SIDE CHECK LIST FOR NURSES

Date: 9‘5\0
Doctor’s Orders Y
Carried out or not S\e/
Bed Side
Structured Handover done W)
IV Site u®>
Central Lines N‘“
Arterial Lines N\
Feeding Catheter ‘;,Qf
Urinary Catheter “®
Skin Care WO
Eye Care \@)
Mouth Care Y9,
Sterillum Bottle, Stethoscape \,\?Q,
Suction Bottle (Should be clean & empty) “Q)
Intubation Tray o
Emergency Tray
et
Ampoules of Adrenaline

Ventilator Tubing, (Any Water, Biqod) \sbr

Humidification Q\Fﬁ

Check all Infusion D
(Labelling,Correct Preparation) o

Chest Physio & Neb o
Handed Over By Name :

Signature : 1\

Date & Time: ‘)—,g;k\".gﬁ
Hand Qver Taken By Name : N m !.-

Signature : ,I%:’w

Date & Time: f I"'l"'

Doc. No. : RCH/ FRM / GENERAL / 088
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% ' Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu~INDIA ,600015.

Children's - TEL NO :044-40122444
Hospital "'R” WEB : https://rainbowhospitals.in
ambaw
ADMISSION SHEET
. : . VTR MR (ORI R L IR

Registration Details :
Admission No : IP18-00036125 Admit Date : 21-Jun-2026 Admit Time :05:40 PM UHID : GUC-00092907
Patient Details :
Patient Name : Mrs THILAGAVATHI Age 123Y2M22D
Guardian : Mr DEVAN C DOB : 30-03-2003
Gender : Female Religion
Occupation : Martial Status
Address (H) - 19/20 4TH CROSS STREEY, SABARI NAGAR Phone No : 9677056505/ 8489474082

EXTN, MUGALIVAKKAM Mugalivakkam

: ; E-mail :
Kanchipuram Tamil Nadu INDIA 600125 THILAGAVATHIDEVA21@GMAIL.COM
~umission Details :
Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit
Contact Details :
Name : MrDEVAN C Relationship  : Husband
Contact Address : 19/20 4TH CROSS STREEY, SABARI NAGAR Phone No : 9677056505
EXTN, MUGALIVAKKAM Mugalivakkam
Kanchipuram Tamil Nadu INDIA 600125
2
Signature
© tor Details :
Doctor Name : Dr. DIVIYA ARUN Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : DR.DIVYA ARUN Phone No
Co-Consultant I
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 21/06/2026 17:42 Printed By : 013787 Page 1 of 2







7 Rainbow Children's Hospital - Guindy

Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA .600015.

Children's " TEL NO :044-40122444
Hospital R‘ e WEB : https://rainbowhospitals.in
ainbow
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs THILAGAVATHI Age : 23Y2M22D
IP No: IP18-00036125 Sex: Female
Consultant: Dr. DIVIYA ARUN Ward/Bed No: 8F-OT COMPLEX/MICU 801

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.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
ingurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
£ ) of the patient.

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

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

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

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

clearance. In case of failing th ission, | will pay 200/- Rs.
(Baseivers Signature:... /... 8

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

Signature of Patient/Relative: * ¢

M~ . Deuven . c

Name: Patient Address:

) ek WA 19/20 4TH CROSS STREEY, SABARI
Relationship: M4 betnd] NAGAR EXTN, MUGALIVAKKAM
Dite: 51 lepl2odb Time: £y OP ™M Mugalivakkam Kanchipuram Tamil

N Nadu INDIA 600125
Wittness Name: goltim

Wittness Signature: —w e

Printed Date / Time : 21/06/2026 17:42 Printed By : 013787 Page 2 of 2
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Ralnb?w |
Children's ‘mmhnﬁght’
ospital % e sottmacs

BILLING POLICY

Billing Cycle: - Bed charges will be calculated based on I2PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM. it will be charged for full day. Less than 24 hours stay will be considered
as one day.

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

5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.I. guidelines, we can collect Rs 1.99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is "No Discounts Policy". Kindly co-operate.

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

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

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

I 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, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

[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 ICU's.

»  All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.
> Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-
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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff,
. Y . - . —_— . r
Eﬂlem Name : A ] H_I}__g (n Avh THI UHID Number: Gl ©o0O 92907
2ol Fi Ao - . 4 - : ;
| SLI}-_/\_T.F%?ﬂﬂ Name : g ,D‘::,L/ﬁ s Relation : H us b ;.10'
[Seh‘? Attendant Signature : % CL% Name & Signatuge of Fingacjal Counselor
Phone Number : v r= fét/\, 6:3
| 76110565 05 :
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Presenting Complaints

ﬂdeed go-hr To L

Obstetric Formula:

MP: 26| alas
Corrected EDD: 2}’:} ’&b
Menstrual History: Regular :\[2 Yes (3 No

EDD: 29 [ b[ab
6A: S&w?3I {

lcterus:  No Edema: No Sutton:
Temp: 9}6&’#«&'6 PR: L[N Pelvis:
BP: 12D [9p DTR: *

cvs: .50 RS NV@ES

Liver/Spleen: Urine Output:

.-~ DIAGNOSIS
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CROSS CONSULTATION FORM
DOCIOr NG L ovcciscissisiniinamminsmisimismms s ittt Date:.....coeircrrrniriresnircenans L {1, [ —————
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UN
B 111 TTEITTT I 0 Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially inthe absence of a second diagnosis:

Signature:
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T imMmg ove Wﬂ:ﬂ,&— H

Consultant : P(’Uﬂ% |b'hLUZCL(FISl( .
Name : ... Wﬂ’ ... Signature : &:Qf::”f ........ Date & Time : }2’(‘“@[1%“ 20
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N/L I 2] fely
Platelets - Q 1 ¥
CRP ' R .
5 Hbsfg Nfgetve
PCT N Rl
RBS VIR
Na
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- “ cHO L Nortaa)
Phosphate _

= : : L!?"_-], DeTT:
Creatinine 'FBS_ AL

ALP fPeSi/alY MO
SGPT )

SGOT
T.Bill/Con}
T.Protein
S.Albumin
S.Globulin
A/G Ratlo
Uric Acid
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Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L
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MRI

Others (ECG, Contrast Studies etc.,) :
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MEDICATION RECONCILIATION FORM

DIrUG ABIGIES: ....vovevevvvvemeveeesemmesenseessessssssssssssssssesosooeoooooo ] Not known any Drug Allergies

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

Shifting From: ..........co.coeeeee oo, Shifted tor ... nd L7
She (Gansnlg‘m%ﬂ#ﬂ Emsas) (m';f’.iig; (PO, I:a?at.rg:, w) | FREQUENCY | D21 PESE ?gﬁ%‘gg

'] R TRe ol W LA m[ =T
2 Oc ooe
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‘| Oc ooc
) Oc Ooe
. Q¢ ooc
7 Oc Oobc
6 Oc Ooe
9 Oc ooc
10 0c Ooc

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

Doctor Name & Signature ; .................

Date&'ﬁme&&\bl&b @ &.; u"F"”"'
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MEDICATION RECONCILIATION FO
Drug Allergies: ................ ‘ ............................................................... Not known any Drug Allergies

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

Shifting From: .......... DADR e Shifted to: 7"‘”*2[@03
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9 . Oc Ooc
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) _ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VE i

Doctor Name & Signature : ..ag.j.ceeeseaadens)
DB & THNB & ccciiciiiiisivsnvrmose flincsnesssanmsitiasss
Nurse Name & Signature: ..

Date & Time : ....... 93—26 [2e. (7
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ot known any Drug Allergies

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

Shifting From: }»W SHIftR 10! ..o enreene
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Doctor Name & Signature : &ESW?CIM /|%Q:L'l:}

Date & Time : &I!bfﬂo%@ﬁaﬂfm

Nurse Name & Signature: 8 A2 D o O —L s R
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Tt tahies 3 ok 1 Brmat the Watie. Your Right to 3 Sale Detivery
Date of Admission: &llb[}b DU ABBEGIIRY ...l s isin e assmiszsndasosianiniGoossisin JZWn any Drug Allergies
FOR THE SAFETY OF THE PATIENT :
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Piease 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 J/ through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. ¥
_ Nurses must follow strictly the FIVE RIGHTS before adlmnislzation 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.

ﬂ NURSES

SOS / PRN (As Required Medication)

DRUG : 'T@inm |

Dose Route | Frequency |Start D 7

Doctor's Signature: Vaﬁd Period| Pharm.

Additional Instructions:

eabﬂﬂﬁ : -?%;I

Py Dose Route | Frequency |Start Datef

Doctor's Signature | Valid Period| Pharm. ‘

Additional Instructions:

DRUG : TD%I

Dose | Route [Frequency |Start Date|

_D_octor's Signature | Valid Period| Pharm.

VERIFIED BY : Name ...,

l‘——T-_——.._
[Additional Instructions:
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REGULAR PRESCRIPTIONS  Weight .03 L... Ward. [Dk.........

) 1
DRUG: TNT.SUPACEF [’iﬁ;p\?dfb:"gy\\ﬁ
Dose | Route |Frequency |Start Date ;ﬂ,'@( AR E
rsq | Tv [ t-¢-~1 |22 | < P
Name & Signature of the Doctor ill Y A
Starting the Drugs:
’ Dpm 4p P | i
B T o™ Ay
Additional Instructions: L1 04
8pm| /R0 e
/X
Daily Doctor’s Endorsement by a Sign SN ks
= Date -
DRUG: Thf PANT0PLA2OLE Tﬁgt‘i%':fq,& \
Dose | Rolte |Frequency |Start Datel f/ y ok i
v | W [\ | e 7 Rl ]
Name & Signature of the Doctor o & T
Starting the Drugs: ¢ 1
Y. ~
Additional Instructions: \“)‘(ﬁ' .4
w7y
4 4
Daily Doctor’s Endorsement by a Sign
[/
DRUG: g\ BPeACermmer  [TaclorSi Wy W
Dose | Rdute |Frequency [Start Date] [\ %Df
| av (=t — }af\h TN 'n'ﬂ' /l
Name“& Signature of the Doctor N A A
Starting the Drugs:
¢ RN ,55.«' \ ) L
Lo WP (7\ 7
Additional Instructions:  _b*
\ L/ -
Daily Doctor’s Endorsement by a Sign A
L : .\/
DRUG: T Ciexane Datefy b
Dose Route Frequency |Start Date| 9@@»‘;;
wows | ¢ | o] oyl [PIERAL
Name & Signature of the Doctor a '
Starting the Drugs: X/
Additional Instructions: ‘{V-\‘ﬁh
Daily Doctor's Endorsement by a Sign
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' Mrs THILAGAVATHI
;?l:\:?fn:uuu niuae W Weight. .. 102){1? Ward. .. [ DQ
AT TR s
Tipe e 55 | s | wasv | Mngsi
Dose Dose Dose Dose
DHUB o Dr. Sign. Or. Sign, Dr. Sign. Dr. Sign.
Route Start Date - o - [P
D, Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Name & Signature of the Doctor wes e o pose
§ De Sign. Or. Sign. De Sign. De. Sign, -
: | Additional Instructions: * e o o K4
Dt Sign. D Sign. B Sign. D S
VARIABLE DOSE E,;,ti' [ ss [ ress [ Mrgso | s
: Dose Dose Dose Doss
5 DRUG : De Sign. qum. Dr. Sign. Dr. Sign.
i = Start Date a o e .
E Dr. Sign. Dr. Sign., De. Sign. Dr. Sign.
@ Name & Signature of the Doctor Dose - | Oome o fom
Dr Sign. Dr. Sign. O Sign. Dr. Sign.
Additional Instructions: o o Dose .
Dr. Sign. Dr. Sign. D Sign. De Sign.
STAT / ONCE ONLY DRUGS
) . Dosage & Other
Date Time Medication Instructions Route Signature Nurses
; . INTRA | Ut —i;
2[4 [yl 6uspm  Paeqel il BBy RN
, 5P
1] % [2% Fpm | IngSuPAcer 01 sl In ’ﬂs;ﬁ'& |
. Vit £p
, / RA
5\7’{: = N T & g
W\ =hm PG] & 3J Q3. %0 ERvieay nwsz| 8N
N ‘TS .
\ 2 3m | 1. suscoras e [T | Eaq [P
/
. R gl 7
7"%‘@& 1" \W) Ing - pay qo""i v $2217 | MP
09)(,&}[) L\'\gm INg. Emecer L*mﬁ Iv 2217 My
b}o b\ ( M. Copacer 1" 6% W Oez210 | pwp
I = ]
o~
Wt |y . TP o @ | 2]
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Date Time | .

IP18-00036125  —

|
2 E—

1.V. FLUIDS CHART

Weight. ,.,I‘Q'.Z.l.‘:ﬁWard. m—

Composition of |.v. riuid
infusion, mention mi./hr = Mcg/kg/min. etc)

Route Flow Ra

Doctor | Nurse

mihr | Sign Sign

Stopping| Sign Sign

Dateb’f Doctor | Nurse

\339 ‘@VA\ ANy LYpw GO

Iv

it £

SB

X

Signature

‘?\ N w500 m (/e !e}mﬁ #
‘;%\ﬁ \\'"?"?Q? Ty 10w fy/ j:; ;‘iﬂ% qﬁ\&”"’ &/ Z:;
Nlee | e zoee | | g
N[5 12 SpL:&;: o © a_,,.ﬁ-‘; b

VERIFIED BY : Name
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Or. DIVIYA ARUN

Ref. No.:F/HW /DC/RP/INPR/05.2

A il ol Bl it
~ REGULAR PRESCRIPTIONS
DRUG: TAg . xonNE O 1::’29';;
Dose T Route [ Frequency | Start DL | 7,7
Q,Dﬁmcb fo - ou,]a],-{
Name & Signature of the Doctor
starting the Drugs:
E@ma\‘\
Additional Instructions;
fpr
nuilvnoetol‘slindormnhn.';lm
DRUG :—. LN
Dose ] ’:;?:_hw Frequency | Start DL el

ovy] PO | 1o [2y)u)ef

Name & Signature of the
starting the Drugs: . |
. 1222\ 1

Ak

Additional Instructions:
Daily*Doctor's Endorssment by a Sign.,
== - 3 Date¥ e B
DRUG: T PARACETEMOL  frmel 24k
Dose Route | Frequency| StariDt P
9 e |79 feylep
Name & Signature of the Dpg .
starting the Drugs: .
é: A
Additional Instructions:
L bpvy
Daily Doctor's Endorsement by a Sign. .
DRUG : =
Dose Route |Frequency| StatDL |

Name & Signatufe af the Doctor
starting the Drugs: '

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914

www.rainbowhospitals.in
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i R | W
STAT / ONCE ONLY DRUGS
NAME: oo i SS——— Weltht ..o kgs
Sheet NO: ...covvcvvveeennes
SIGNATURE
DATE | TME SEENCATEH PNSTRUGTONS | ROUTE [;octor Nurse-1] Nurse-2
_),'l\b\l‘" .25 r" To MICCPROSTD L hece Mg PR 7 ,_.u N o1 qh
ol | s Tuetin sopros ima| oo m 2 Pe gw? W
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Your Right to a Safe Delivery

: Early Warning Observation Score Chart - Obstetrics

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

c$ Date -
1}5}9*‘9 Time | 8 [ 9 [10]11]12|1[2]3|afs)e|7[s) o 1011(?;}1 2| 3(]'a) s/8)| 7

> 30
21-30 . - -
11-20
0-10

94 - 100 %
<94 %
Adrr!inistered 0, (L/min,)

| 40
39
38
37 . <
36 o Nl b '
35
< 35
;Q 170
160
150
140
130
120
110
100 =
90 4

RESP
(write rate in
corresp. box)

Saturations

2. dwa|

aley Leay

L

il
80 Y L7y
70 [IE
60 ﬁ\\
50
40

190
180
170
160
150
140 A
130 p
120 /

118"

100

50
80
70
60
50

130

120

110

100
90
80 ALz 7 .
70 e A R/
60 Eide) Al |Na 1 L€
50 J ¥ Le) >
a0

RESPONSE Volce :

Pain
v
(v] Unresponsive

D
G

LAY

— ’}
>'\
g

1P

—>
nssald pooyg 21j01sAs

,\Oa

‘_
ainssalq poojg Moiselq
g

URINE > 30
mis / hour < 30

Proteinuria Erotein s
Protein >+ +
| ,.J Normal — b

L‘?Ch'a Heavy / Foul

Clear / Pink
Green

| TOTAL YELLOW SCORES 0O

—

Liquor

I}

Lo
TOTAL ORANGE SCORES 0.
Nurse Initial /F LAY

L'

| %

2,

8

\
A
\

A
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tarty warning Observation Score Chart - Obstetrics

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

l)r\jo Date i N\ o
&*’2 ﬁmesg@n’za.zaa@ 68’9@11)121234557
esr [0
, . -30
(write rate in
corresp. box) 11-20
0-10
. 94 - 100 %
Satr.rratnons <94 %
Administered 0, (L/min.) )%
40
39
= 38
2 37 N | 75
o 36 U /Y ‘_ o4
35 ] A
.7 <35
A 170
160
150
140
130
% 120
) 110 Iz i 7
z= 100 =4 { w ! Aqu
1 sy e U OUGES ®
80 L | =k o, B —
70 N
60
50
40
190
180
170
led 160
= 150
E 140
T = 130 \;\\ o \hl/ Q o
=3 120 \ ) ﬁ\ Pl iR
= 110 2\ \ \\ 4 la ]
= 100 3 \ / \ 3
0 | =
o 80
70
60
50
130
2 120
g 110
a 100
l = 30
g 80 | yi ) [ AP
2 70 N 3 4
2 60 1 L7}
£ 50 - 18] bﬁ
1]
40
vl et [ T 7 TAT [ T [ TTAVII R TN T T T T 1A T T |
RESPONSE Voice ! :
v Pain
[¥] Unresponsive
URINE > 30 o |V 3
mls / hour <30
} " Protein + +
Proteinuria Protelns £
B Normal
tocHe Heavy / Foul
I Clear / Pink —
L!qucr Green
TOTAL YELLOW SCORES | §) 10
TOTAL ORANGE SCORES |% O
Nurse Initial |
: )
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“’\\mmiiulml\\MHIII\IH_ _Jarning Observétion Score Chart - Obstetrics

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

g\l

Date A~

| 9 [10]11]12]

1011 3

5
4

© oF

Time

RESP
(write rate in
corresp. box)

> 30
21-30

]

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

) dway

40
39
38
37

@)

36

35
< 35

210y edy

170
160

150
140
130
120
110

100 X
a0

80

70

60

/

anssald poojg 21josAs

190
180
170
160
150

140

e}

130

‘i

120 *

110

57

100

90
80
70
60
50

Inssald poojg JljoIselq

130
120
110
100
90

80 ]

70 \

N :
4 L~
& w

60 X%

A=

50 b

NEURO
RESPONSE
[¥]

40
Alert N T T T T T T TA] I It 1 T T [ T Ia =1 T |

Voice 1
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

|
Lochia

Normal v —

Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink ~
Green

-— gl

TOTAL YELLOW SCORES

LY]

©

TOTAL ORANGE SCORES

=

]

D [#]
7 ¢ 0
. b Ui

Nurse Initial
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( FLUID CHART )

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

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

nlblL Intake Output e
Date i‘I’Ima U“FE}‘J.% Route NG | Diarthoea | Vomit |Drainage | Urine | Phisdits ﬁ:urgé'
1 Mouth A N.G
08:00 am
09:00 am_
10:00 am
11:00am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
' 04:00pm | s Boele B
2\ ] ‘o{}b 0500pm |\ o o |l i) lsoul A\
. 06:00pm [y4 o A @f?'
07:00 pm 1_\;,@ { A; (@) e 5
Total Intake : 2 6O\ Total Output : © <y |
0800pm | Xy o | ey O 1o
0:00 pm ) o0 % %{f
10:00 pm Qa@ mmD -
11:00 pm 0|0 [P
1200am |40~ | (gon/ 0O | P
01:00 am O\ ' OtV
Total Intake : H gow’& > Total Output : bgz_@}YY\J 2
! 0200am [L\y | eIk ool O WX
0300am Whse.  [1oomll . n | &
04:00 am 200 O IDF
05:00 am ) |
06:00 am HAD 1oc {HOM! O % :
L 07:00am A} o .[oow@J : N |.f,13j’( '
Totalntake:  H0O0m 40" Total Outpit: B0 ML ]
Total 24 hrs. Intake Hgo'w\,l . ’ Total 24 hrs. Output | H 6O N -
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mmmmlmmummmmm " Hozpital_ e
€ (_FLUID CHART )
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Sheet No, :

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.

| | Intake Output Vom
Date | Time | Nature Route NG | Diarrhoea | Vomit Drainage | Urine Tﬂm Slon. -
of Fluid Score | Nurse
| Mouth LV N.G
&3\‘0 08:00am | Yo | topm) 0| p W
03:00 am_ D 8P
100am T | \ O™ Qs PL 20| O [<p
110 Yo |fo6 Stoee) 0 | o [P
20m| Boo [ 1o | Lham) 0 %
01:00 pm Eﬁ‘j 00 {':%m\ &2’0 0 S
Total Intake : | , ¢ )y Qo tuain Total Qutput : ':fq'm-m'l
20m [ty [fo0 [y |. ko [ © o
03:00 pm mfﬂ:) i o ] o0 ) |
04:00pm |, 1 [co | O [T
05:00 pm |g &J}Dn tx00) Lom\| o
05:00pm | \J PO |25 20 |0
07000m | \PO | ML 125 IH 1,0 |0 |
Total Intake : O—jo;fw Total Output : 535,
wtom” T Ty 177
08:00 pm | 'a “tordl O 4
10:00 prm s loon)| 6
1:00pm Ho 0 {@nxﬂ Loo (3 -
1200am |[9C_ | 2oy nliac : gond|
)E{}D am| " 95 ) ) s
Total Intake : X'O ™ "‘W‘}W:‘] o Total Output: (520 ¢~
Emamrtiﬁ* l6or) [\2 5™ \ Q| Ap
100an | 380 | o] Lan) o _|AA
| 0400am loond hpgny| . o _lan|
{ ,jma"‘lt‘_éft_ﬂ e ‘ke,m : | : toosl| © | Ao
}”w”aml wnao | }s:na_-][r)r ! .- ; : oo | © | Ap
L] ‘ | e [289]0 | pp

- .f‘f,ia_sw-{ ___Total Qutput : ;ﬁ'_go
[}’utal 24 hrs, Intake I 5 30[ m_‘ ' j j ﬁtal 24 hrs. Output ‘ (! g é j,[
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Mrs THILAGAVATHI Rainbow®
::?::ﬁuuu BYIMMD ___I Children’s . Bil’thRight

T Hosplal_ | @z
| O K (_FLUID CHART )
SheetNo. : ..... '?7

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

Output v Stte
’%' o) >k Nature e oo = Dhll::ills: Sign. -
Date | Time | Fuid Route NG | Pierhosa | Vomit | Drainage [ Uring | Phiebt Nurse
| Mouth R N.G © Cou
100am [{d o | t el © | Gy
09:00 4, \y oy} |ty b PR
w:Dnam] E JE | Qoo - tD‘JV”’J O Qs |
11:002M |qewapn | toovd = © (v
1200 | AR | e 6 lor
0100y © [ SOy loowdl © | o
Total Intake : ovwl Total Output: €9 ~ 20 yw~)
02:00 pm () v
5000 |5 & | szaee] o Vn
04:00 pm 'F(_ K - " & N A
05:00pm | kP o [tonvd o) & | Yy
06:00 pm [y, Y. A o ‘lv.a
07:00m [ \8's o [} e oMENAVY !
Total Intake : &?‘5*6’ W\.\ Total Output: B ona) 0\
(:08:00pm | L) | 20O O
09:00pm | "~ Q4
10:00pm | Lo (o | < © 20¢ o) -
11:00 pm o) L —
12:00 am m@ ﬂ’é O : O A
01:00 am ‘ 060 | 9 125
Total Intake : SO/ | - Total Output : 5O O = o
02:00 am pc A% p
B Hop | 196 ! 20v © I*
04:00 am © B
05:00 am % _ : : é 4”" i
06:00am | ALY (L[ 1OT ] gl | o | \Pf
| o00am | o 1 /0T NERNE | 4y O o L,
— 1 et T = oM * |
Total Intake : 5 (7)™ kil Total Output : &0 |
Total 24 hrs. Intake | 92 & O ) I i Total 24 hrs. Output [ 61}0 Bt

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbow*
Children’s
Hospital

Tt taies & Iof D treat the Nite.

NURSING SHIFT HAND OVER FORM

@ BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: belm'i } 38 W ICS + 3D } Any Infection: CYes CINo Lot Known
g =N YOS BRICUY: ovvicviwnimmimssisosrss
% | Surgery/ Procedure: ‘ \\ o+ | PostOPDay: \,
2 ' e N\ )
o | Date : \ & P ‘Q?\ §V)
g Medical Conditi = < = ‘ g ?{\ E/ - ‘\] i w
edical Con
% (Any spac(i]al condition to be noted): | pyp( Kt Lﬁﬂ \3\}: 5\\\'1-' N l. , N\
2 e SO T S ok 15 0] el
Allergy: 5/L1No [ Ves CNo |01 Yes 0 Neq) Yes 0Nt Vel Mo | Yes - Nod
Ventilation (RA, NP, NIV, VENTI): Pp DR LAY e | v e
Tubes/Drains/Catheter: O Yes (o2 Yes\No | O Yes =L TINo |} Ye€ INo | Yes*‘iﬂlo
£ | Vital Signs: Temp: | 4gp |q9'F [43F C‘?g [ 108-8f %;V
= fes: | 20 byt Qoblw [ S [@ope]m [fshwr | A
2 Sp0: | g4y [ gg*[> [ \» leor, | 9g4. |V
2 Puse: | galn | Soﬁlw KB [gnbtiw |98l | Go ]
BP: oof#d [ UAEH0 [N\ S [eol62 sl [\1o\™®
LOC: |copccind ( [‘pﬂ%‘m’} Enuasb|onicus | Onuew
Fall Risk Score: o 20 20 20 o
Pain Score: | O 2w | 2w [ o [ W90
Skin Integrity || p & ¢ ] Moy wored [nJpo [ 5o i] | S%Cbvp
Safety Needs: |=-¥65/0 No | ¥es 0 No | Yes T Noprayes T No |CL¥6S - Not-rVes ¥ No
Physiotherapy: | v p- [N N)®- s - Y ek
£ Others Specify: | O Yes (g [T7Yes PG| O Yes ) Noho Yes taNefT Yes [/No | - Yes Mo
s Special Diet: [N GO O W oo [ W B
& |Critical Lab Test / Values: ity [ - — | -
E |Other Special Orders / Medications: |1 Yes @fo o Yes\z’ﬁg O Yes NG| Yes =490 | Yes Mo | Yes =flo
& |PU Prophylaxis: 1 Yes ;HGEJ O Yes ¥No [0 Yes NG |1 Yes = No | o Yes /ﬁﬂf/‘ Yes Mo
DVT Prophylaxis: 0 Yes flo |0 Yes U0 | 0 Yes No | o Yes o] 0 Yes 2100 | o Yes ~hio
ADL (Dependent / Non Dependent): |15 nspdat] 1 onois] M I “
i "9 D5
Post Operative Procedure Special Orders: | ~ — - = &
| " .
Handed Over By Name : S/»!. }:g,_u_‘ oW ox{ %uj‘(‘-ﬁéj SEWA
Signature /D : J /ﬁjp M’/v -
Dae: ThyLloL, 3 [B126 [ e\ %
Time: t:-hrf) o~ N\
Taken Over By Name : ' 194 /Q\\MIM n )
Signature /D A V:_ 9%
Date: Allbla ok g, m@Wﬁ’# Ibat
Time: &m I &[I\M N p
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I:n DIVIYA ARUN Children's | & BirthRight
I 0 AR Hospital - | ) xuvsonoshus
Itk 0 kot 0 brat the Woe. Your Right to & Safe Delivery
CAESAREAN SECTION OPERATIVE NOTES
Surgeon's Name: vy pIviya arun Date of Delivery: .23 ]0¢)2026
Assistant Surgeon: Py -PAaVv) fﬁrq Time of Delivery: p 4 napm
Anaesthetist's Name: . Salbich . Dymohan Gender of Baby: Boy
‘ Type of Anaesthesia: () Weight of Baby: 2. 388 K9
Neonatologist: DY- Pyasenna AGPAR Score:
‘ Scrub Nurse: SIA. Paalyag NICU Admission: OYes [ No
' Pre-Operative Diagnosis:
\ 7 O Elective t,El/Emergency indication: ... % LURE Yo PROLREES.
| Urgency »

O Immediate Threat to life of woman or fetus

O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery

| O Delivery timed to suit woman and staff

DECISION HME: ......evveceerrenrersrnsessessssssssssssessesenssssseneeseeenenes Knief 10 rectus: i i nsaranrnn

| CTG Description: ........... RLBdRe -

If there was a dejay give the reasons: ...........o..n..

Surgical Procedure:

EMU?MLU Low QW Crcarean  Qocteon .

~ Post Operative Diagnosis:

Pqu [?@44 ek,

Peri-Operative Complications:

Amount of Blood Loss: Tyon : Blood Transfused (in ML):

- | Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)




Examination Findings when Appropriate:
Presentatiozyzr Cephalic O Breech  [JOther ................  Cervical Dilatation: ....2.50........covcvvcuvinnnnneee cm
Sth Palpablgy .o ST iz Fetal Position: .......DA0eek . OF

Station: E1°3 O-2 O-1 00 aO+1 0O+2 Mouidlnq:(ﬁ’ﬂbnavtﬁ D4+ O+4++

Caput: ._)34 O++ 0O+++ . Meconium: .&TNone O+ O++ O+++
Bladder Catheterized: O Yes . CINo Urine: [¥Clear I Blood Stained

Skin Inclslon: \/ﬂl/ Pfannensteil O Transverse O Midline : 0 Other .....cccvveevenneninnnnns

Uterine Incision: 27 Lower Segment O Classical Olnverted T ° I J Incision

Previous Scar.  Ontact - - O Thinnedout O Ruptured &flo Scar

Incision Through Placenta: [ Yes a1l

Delivery of head: uz’ﬁanual O Forceps

Liquor: O Clear O Meconium: OF O .;)L DBlood O Offensive \D—Nﬁtmfensive
Delivery of Placenta: -0 Manual J}cf:T Complete O Incomplete [ Piecemeal

COPA APPEATANCE: wvvvvverrriecessensenns esrenninenenns COTd around-the neck O Yes “E1No *

Appearance of PIACENTA: ..........puuerrhoerssessssnsenssssassssismssssensasssessassssasessssss GAVILY explored -.Erﬁs No
Uterus, tubes and ovaries: &I Normal [ Not Normal Sterilization: O Yes 0

!
Uterine Closure: [J One Layer Wwo Layers i e ku}/( Suture

Peritoneal Closure: O Pelvic O Abdominal D-No/ne veeres SuUtUTE
Sheath Closure: SRR cooth 20100 SRR 11
Fat Closure: CIYes D346 Y 1 11
Skin Closure: tﬂ@mﬂcuiar O Mattress MMW“'@’( Suture
Vagineal Evacuated c/D/Yes O No

Drain: OYes ONo DCIREMOVEIN ccovevvurvvricrusiens days O Await instructions
Ctheter D¥es ONo CRemovein.. .64 days O Awattinstructic.s
Swap & Instruments count correct? Yes CNo O Post-op Antiblotics -vl_!ﬂas O No

Intra-Operative Antibiotics Cover: J2¥es CINo O Thromboprophylais ~ _2Yes  CINo

Post-Operative Notes: LN & howas e

?\_ & ey e 4 J— al (Y /
FAMRI£® § LCiArmiD ‘F}Q‘I((Jm -‘Ftl'..{ U DALDL >

.........

- jm.I‘ Quircer |-tq gV |~ R .

lp(wcﬁom&“od(wc‘(ww

— e
casssssinan

DoctorNameD"‘?W‘“m Doctor Signature: & R R,

Date & Time: .J.‘fl(f?"l%“@fvi’*vs (A%
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" Patient's Nam ¥rs THLAGAATH PIROWIIBE.  cvarenentis
2wl @ mirthRight oo
Raint @ sirthRight WRD NO:eece TRy
Children's | W o oo vosrrs LR
Hase Tour gt o 3 Sa1¢ BELET) AGE Sernrssasersseseeree e IMOF
kConsunant
CANNULA 2
: ‘1} Date Time:
Logation : Vep \Q,fh QQ_P\’Q—L‘-O' Location :
size: 18 @\ \}Q_r).?-b D ) Size :
l Cannulainserted by : & J N NNQ““"“SM@Q Cannula inserted by : :[
Date \ Time \Phlabttls lnﬂmaﬂon\mz‘:::l:gm\ Sign Date \ Time Phiebitis \l“ﬁm“o"\h:aru?::gan Sign ‘
e ] =
@& Lo : T S OB I ] OYes DNo\UYes EINa\_______
|Oves QY6 Ovea\gifio (U7 ives ONo| CiYes ONo ‘______
\ElYesqp(é OvYes Dﬁg O\ | OYes ONo| OYes DNo‘
No| A\ Ovesigio| Oves oo @% L OYes ONo| OYes ONo
‘ ’}.,ﬁ\m \':lYasOéo OYes Qrfo\ W\ =1 i \ OYes DN0| OYes ONo i
WYas WMo |OYes mKo V | | DYes ONo| OYes ONo
‘ﬁgo\nves v | Cves ONo| OYes ONo
T Tves ONe{CiYes OK0| O il C1Yes ONo| OYes ONo
Qb |CYes [CINo | FlYes Cyjo D OlYes ONo| OYes ONo
"\%Om OYes OYes ON (’&~ OYes ONo| OYes ONo =
Yes plas | Oves ONo| OYes ONo
s DR~ | 39 Cives ONo| DYes ONo
Yes ON ¥ [IYes ONo| OYes ONo
(Oyes O - OYes ONo| OYes ONo
o OYes ONG| O o [iYes ONo| OYes ONo
Dves (0 “ AR OYes ONo| OYes ONo _
Oves @fio| paXiom | &6 DIYes ONo| CiYes ONo
T vy Oives o 0 oo™ o OYes CNo| OYes ONo =
IR ‘ v\ Oves 0 | ves @0 POYO™ | 0 | D1Yes ONo| DYes ONo - L]
o \ gmﬂ" OYes B0 E‘IYas:BNOl P P OlYes CINo| OYes ONo
[ 1r, curejQYes O Oves B0 e YV | Cives ONo| OYes ONo|
| 12 piOYesBIO OYes DG [trideed =84 DYes o) CiYes ONo
v Voo Olio| OYes DS b Oives ONo| OYes ONo
_— t Vs OYes ONo as 2o ’ Al .4 OYes DNO‘ OYes EINa\
L "1 |ovesono|OvesONo ! ~es ONo| OYes ONol B
\ OYes DNn\ OYes ONo \ OYes ONo| OYes ONo
L | {ves g0 | OYes ONo CiYes ONo| OYes ONo oy
Cannula removed - D6 ONp, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : CYes ONo ONA If Yes specify-
Phiebitis score: @\( LI Phlebitis score:
N0¥E . #% To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.

VLLP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)....... Next page




Cannula inserteq by :

Cannula inserted by :

=

Date ITime ,Phlebﬂ.is Ilnﬂhaﬂonlhmm , Sign |

Date / Time IPhlebftis linﬂﬂraﬂon,l I"’""”‘m”m 1 Sign

OYes ONg OYes Ong

A Y
[0t g ——
N Y e
B Y e

S T 7
B T v
0 e gl
S e e
B T o
s oo
B T o
S T e
S Y v
ot s gl
S T v
o s gl
I Y e
e v e
S T e
S YT e
AR YT e

OYes [INg OYes ONo
OYes ONg OYes ONo
OYes CINg OYes ONo
OYes ONg OYes ONo
OYes ONg OYes ONo
OYes ONo OYes ONo
OYes [N OYes ONo
|TYes ONo OYes ONg

—_—
OYes ONg OYes ONg
’DYes ONo| OYes ONo
OYes ONo| Oyes CONo
OYes ONo OYes ONo
OYes ONo OYes ONo
OYes ONo OYes ONo
OYes ONo OYes ONo =3l
OYes ONo| Oves ONo
" .I * ! |OYes OONg OYes ONg :
Y RN OYes ONo OYes [ONg :
L. 10Yes ONo I:IYesE_ZIyE _
OYes ONo| OYes ONo !
TR e _*\_L*‘-
OYes ONo|{ Oyes ONo
OYas ONo OYesONo| i/ *'_____
453 ~ '+ |OYes ONo OYes ONo 4
f 2 J0Yes ONg OYes ONo L . |
). 1| OYes ONo OYes ONo| * ‘¥ —

OYes ONo OYes ONo

Cannula rémoved : (Yes ONo, if yes date and time :
any initiated : Oyes [INo ONA
core;

Phiebitis g

% Every 4 hours if only on v medlc-:ation. ‘ ' il &

IV site appears healthy

ONE of the following is
evident:

* Slight pain near |\,
site or slight redness
near LV site

-_I*-_'_'_-—-_._,_____.—--**~—ﬁH
CANNU

OBSERVE CANNULA OBSERVE CANNULA
N

5

ALL of the following is ALL of the following i5

evident ang extensive: e\ddepl and extensive:

# Pain along path of #* Pain along path of

Qnnula % Erythema o cannyla * Erythema

. Sapaton : é’ndfu?htllmmn s cord
dlpable vengy

* Palpable venoys cord * Pyrogia

INITIATE TRETMENT

GONSIDER | RESITE / Remre! J
s CMNULA
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Morse Fa“ RiSk Assessment Form T takes 8 fok to treat the fitie. Sour Right to a Safe Delivery.

Choose Highest Applicable score from each Category Fall Risk Grading

History of Falling

(immediately or w/in 3 months) Morse Fall Score

Secondary Diagnosis
(more than oné diagnosis)

Standard Fall
Ambulatory Aid Precaution

Implement
Moderate Fall
Prevention

\ntervention

IV / Heparin Lock or Saline

GAIT / Transferring

|mplement High
Risk Fall
Prevention
Intervention

Forgets limitations

QOriented to own ability

Total Morse Fall Scale Score:

Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions O Assist and/or supervisé ambulation. Reinforce to always call for assistance
K (0 -24) (Standard Falls Precautions) (1 Hourly safety check
[ Enpure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
1 Mse chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
Use safety straps on stretchers and wheelchairs while transporting patients O Initiate constant observation by healthcare provider as appropriate 10 patient's needs

Docu. No. : RCH /FRM/ CLINICAL / 006
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Mrs THILAGAVATHI ) j
30-03-2003 23Y2Mm o 5
[ Dr, DIVIYA ARUN =2 ’ @ W
Rainbow® - —
Il ||||HI!H|HI||I|II||||II|I|I|| Children's @ BirthRight
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Morse Fall Risk Assessment Form e e
- A H
Choose Highest Applicable Score from each Category DR/ Teme 9’9{€b6 2 9”\ L 2% , L) Fall Risk Grading
Score 20D 20 20
History of Falling Yes 25
(immediately or w/in 3 months) No 0 @) " Morse Fall Score d
. : () pi) Risk Level (MFS) Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o ¢ ’(‘)
_J
) Furniture 30 Standard Fall
. Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 X F Precaution
None /Bed Rest /Nurse Assist 0 0 % (&)
IV / Heparin Lock or Saline ;es 2 &D 3L 20 Implement
2 . Moderate Risk | 25 - 50 Modarsle fal
Impaired 20 :’rle“e““ng“
GAIT / Transferring Weak (uses touch for balance) 10 o (O lo ntervention
Normal /On Bed Rest /immabile 0 O A 0 ipleriat High
Forgets limitations 15 - —_— Risk Fall
Mental Status High Risk =51 g
Oriented to own ability 0 © O P i
Total Morse Fall Scale Score: 40 0
| D ] I
Signature (é mﬁ%\/ %’L

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

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

O

Moderate Risk (25-50) Apply all low risk intervention and
[J Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
[J 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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I 3 Chitdren's Q CithRight

Hos pita'l "BY RAINBOW HOSPITALS

\}

Morse Fall Risk Assessment Form b v o R 1ot Onbry
Al A
\5) '
Date/Time | ¥
Choose Highest Applicable Score from each Category S Al Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O O Risk Level Mors?;:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O @)
Furniture 30 Low Risk 0-94 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O (@)
Yes 20
IV / Heparin Lock or Saline ~ : 90 Implement
2 . Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 IPrlevem:l?n
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 . i
Normal /On Bed Rest /immobile 0 (®) &2 Implement High
Forgets limitations 15 High Ri Risk Fall
| Stat igh Risk > 51 ;
Mental iahus Oriented to own ability 0 0 D :ﬁ;ﬁgﬁggn
Total Morse Fall Scale Score: 2O
Signature (%
Tick (') whichever precaution taken. Moderate Risk (25-50) Apply all low risfintewentiun and
Risk Level and Interventions O Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients I Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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and/or must be assisted into chair or
wheelchair.”

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

2 hours during walking hours. *

L e
Date : g_\_Hz[,Tg‘
R Tme:| T L N . T
T 1. completely immoile: 2. Very limited: ‘ 3. Slightly limited: 4. No limitations:
Mobility Does nol 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 of extremity position position without assistance. L_}_ L{, Lf Lr
without assistance. to completely turn sell independently. independently.
2. Choirfast : 3. Walks occasionally: . All patlents oo young fo ambulate; / :
B g Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
MW.TM dngree % : non-existent. Cannot bear own weight very short distances, with or without Walks oulside the room at least twice a
of physical activity" Confined to bed day and inside room at least once evary 3 3

Sensory Perception

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

2. Very limited:

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

3. Slightly Himited:

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

to feel pain, or discomfort inone or

two extremities.

4. No Impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept molst almost constantly
by perspiration, urine, drainage, elc.
Dampness is detected every time
patient Is maved or tumned.

2. Very moist:

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

3. Occaslonolly mols!:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moish:

Skin is usually dry, routing diaper
changes; linen only requires changing
gvery 24 hours.

FRICTION-SHEAR
Friction  Occurs when
Skin moves against

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

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

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:

Abla to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient

b

ik

Nutritional Usual
food intake pattern

NPO/ar maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than halt of any food offered.
Protein intake includes only 2

Is on liquid diet or tube feadings/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 hall of any
food offered. Protein intake includes

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,

\s on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positim\‘ during move. Maintains good position Lf
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 sfides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

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

| Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name

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. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
; Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may q -

T'ssg:y:::;?;? & <40 in a newborn) or the patient be < 95%:; hemoglobin may be be < 95%; hemoglobin may be Nm}”ﬂ:&"“ﬁ“ 5:}“"“?2?" LJ( % %
does not physiologically tolerate < 10 mg/dl; capillary refill may be < 10 mg/dt; capillary refill may be 2 2 ; normal hb; capillary reit
position changes. - 2 seconds; serum pH s < 7.40. 2 seconds; serum pH is normal. <2 seconds.




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
' to altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule , .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ©  Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
® Manage moisture, friction and shear AI_temanng pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients T
13-14 Moderate Risk Gel pads for high-risk areas
: ® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
, ® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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[ 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. LT L"
without assistance, to completely turn self independently. independently. L{ .
2, Chairfast ; 3. Walks occasionally: 4. All patients too young to ambulate; !
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
of physical activity C;Jﬂﬂl'l ed t a.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 every 3)
wheelchair.* shift in bed or chair. 2 hours during walking hours. - 2
1. Completely limited: 2. Very limlted: 3. Slightiy limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimull, 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 restlessness; OR, has or need to be turned; OR, has some ability to fee! or communicate pain or l_r
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surfacs. ability to feel pain or discomfort over to feel pain, or discomfort in one or L‘
hall of body. two extremities.
A
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occaslonaily moist: 4. Rarely molst:
o whichg Skin is kept moist almost constantly Skin is often, but not always, moist, Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L’,
to mo sfur o Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. C{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: '

Frictlon. Occurs when

Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction, without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible, Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely 9
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position.  during move. Maintains good position {‘1
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mo/di for age OR eats over half of most meals. mast of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more \f
than half of any food offered. generally eats only about half of any {meat, dairy products) each day. servings of mean and dairy products. 3

food intake pattern

Protein intake includes only 2

food offered. Protein intake includes

Occasionally will refuse a meal,

Occasionally eats between meals.

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation,
per day. Takes fluids poorly. products per day. Occasionally will offered.
Daes not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may g ] (_f
T‘*‘;“:,E:;L‘L‘Zﬂ" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be ”°"‘,‘:‘°"5*":-I o ‘;‘”’““",’i‘u Lf
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/di; capillary refill may be = 35  normal hgb; capilary re Lf
L position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds,

Severe Risk : less than 9 | High Risk : 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

o b

Evaluator's Name
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Support Surfaces

Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule , .
! ) ® Enable as much activity as possible High density foam mattress
15-18 At Risk o Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
© Manage moisture, friction and shear Aﬁ_ema’ang procsue mairess overiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
_ ® Use the Same Protocol as for “At Risk” Patients s
13-14 7 Moderate Risk 5 Gel pads for high-risk areas
= . . 3 d
® Position patient at 30 degree lateral incline using foam wedges Alternating pressure mattress ove ay
@ 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 overiay
@ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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B 1. Completoly immebile: 2. Very limited: 3. Slightly mited: 4. Mo imitations:
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.
without assistance. to complétely tum sell independently. | _independently. :
: 2. Chairfast: ° ; | 3.waiks occasionally: ;ﬂﬂhmbm
, i fimited Walks occasionally during day, but for waiks frequently:
“Activity The degree | 1. Bedfast: AENY 16 WAk sovecely Bintad of T | s s the o st ol &
i ical activi Confined to bed non-existent. Cannot bear own weight very short distances, or :
of plyaical activity’ " and/or must be assisted into chair or | assistance. Spends majority of each |  day and inside room at least once every
) . whealchair. shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Yery limited: 3. Slightly limited: 4. Mo 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 communicats discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to fee! or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. fwo extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely molst:
to which Skin is kept moist aimost constantly Skin Is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every finen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparesit problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to aimost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintzins relative good position| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at ali times."
one another occasionally slides down.
1. Very Poor: 2. inadequate; 3. Adequate: 4, Excelflent
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
— or IVs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/di for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual acomplete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than hatf of any food otfered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Dccasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extrermnely compromised: 2. Compromised: 3. Adequate: 4
Hypotensive (MAP <50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - Excellent:
'ﬁssg;ey::gﬁsll:‘n & < 40 In a newborn) or the patient be < 95%; hemoglobin may be ' be < 95%; hemoglobin may be WMM. oxygen saturation
does nat physiologically tolerate <10 mg/dl; capillary refill may be <10 mo/di; capillary refill may be >95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH Is normal. <2 seconds.
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 bt
Docu. No. : RCH/FRM / CLINICAL / 119 Evaluator's Name




Support Surfaces
Risk Score Category S Action L - (Please Note: Only required for children who are deemed at risk due
. - to altered mobility, consider occupﬁop,merapy referral for advice

« Regular Turning Schedule . '
- Enable as much activity as possible High density foam mattress

15-18 At Risk * Protect the heels _ Gel pads for high-risk areas
« Use pressure redistribution surfaces

« Manage moisture, friction and shear 240y pressum ss Y
= Advance to a higher level of risk if other major risk
factors are present
High density foam mattress

« Use the Same Protocol as for “At Risk” Patients i
13-14 Moderate Risk , , Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges

Alternating pressure mattress overiay
« Follow the same protocol as for “Moderate Risk” Patients Higt: density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure matiress overiay
«Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors. Alternating pressure mattress overiay
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‘Hospital BY RANBOW HOSPITALS
PA'N ASSESSMENT FORM 2 e o ot 0 ot B e Your Right 1o & Sabe Dethvary
Date Time Pa:;!!‘;;t;re Location Duration Acuity Character - Modifying P‘“:ﬂ” Family intervent sign

O Continuous | I Acute Ssap 0ol | Omeesig | Q%7 | vo Patn | sl preodSs
O intermitient | D) Chronic | 03 Aching (1 Buming | [ Decreasing | T No I .’O bd

O Continuous | TlACute 0O Sharp ﬂ}lﬂll O Increasing tres ( DMQM M
pop bees| LAY

\O-ftermittent | O Chronic | ) Aching ] Burning [ Decreasing | O No
A P8

ﬂ\{é/){, S‘Fm O/!n
i\‘&‘ﬂ: 2] alw

] O Coniwous | [ce | DSp I0ul | O Increasing Lexes
1*9'\5{% Wwﬂ o & inermitent | I Chvonic | C/Aching 0 Burning (D Decreasing | O No
O Continuous 413 Acute OShap Dol | O increasing | [Cfes
22)”% Hm }&0 D inémitent | O Chronic | C3Aching 03 Buming O fécreasing | 0 No
O Coninuous | OActe | OShap @Ol | O icreasing ot | (mpagdetd |
m% W"Q[w gazrnmm CiCworic | CAching [) Buming | Ofecreasing | ONo | o Y @%’r&
 Comtoss | DAGRe | OSp 0@ | O ncreasing | CTVeS . . S[@
()9\%\7&3 %Pﬁ“ &l[o O ittent Dchronic/,ljm [ Buming | [J Decfeasing | [J No TEop 16-555

ool PR o= ol o o o S |Gubtio) ) -
P login o ] el e e R -y o
TP R e g P el il = 2
oo \bl% | @pm| &1° Mr‘s’d E_i_.“;mi % el | 3 e gf J‘ﬁiﬁ?j _ﬁ};

&11¢

Re-assessment Froquenty:

1. Every eight hours for all hospitaiized patients.
z.mm-mmmmmmmnim“nm

a) At least every 2 hours for e first 24 hours b) Then every 4 hours.

¢) Priof 1o pain pain-relieving infervention. d)  Within 30 - 60 minules after pain refiel inlervention.

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

+  FUACC PAIN ASSESSMENT SCALE (1 Meath to 7 Years)

SCORING
nnnnnn
. - Occasional Grimace or Frown, Frequent to constant frown,
No Particular expression or smie withdraw, Disoricnted quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restiess, fense icking, or
Laying quietly normal position, Squirming shifting back and
maoves easily forth, tense Arched, night, or Jerking
umerical Paia Scale (Obstetric sad Gynecoiogy) . :
Pt ey (] (L TR | Moans or whimpers occasional Crying steadily, screams of sobs,
i L3 i 1 T ¥ T R Cry No Cry (Awake or asieep) .
uuuuuuuuu o N requent complaints
Prssbls Pak mﬁ.ﬂ.ﬂ by occasional iouching,
Consolability Conte.t, relaxed nu_ia. of being taked 1o, Ditficult to console o comforl

Kesnatal Pain, Agitatien and Sedation Scale (upto 1 Month)

- Sedalien Marmal

-1

No Cry with painfd | Moans or cries Appropriate crying Irritable of crying at
stimull minimally with painful| irritable intervais consolable
: sSmafi

stimuii stmuli " | pestational age’ * | Awakens frequently | or
No spontaneous Litie sponianeous s il
mavement moverment i

Mouth Is lax Minknal expression | Relaxed Appropriate iwlmﬂu&_
No expression with sEmuli ] intermittent

Assessment
Criteria
Crying
breitability
0 2 & ] 8 10 i
Vol ° HurisiRjeB  Hurs L Mo Even Mo  Hurts Whole Lot Herts Wors: Behavier State | No arousal 1o any E.ﬁ!ﬂ!a. iote for Rest s
Facial
Expression
Lriremities
Tene

No grasp refiex Wask gasprefiex | Refaxed handsand | Intermittenst

~ | | apnea - | stimutation - quick

Faccid lone decreased muscle | feet gcﬂ.wn ;i
tore * | Normal Tone or finger splay
- !&r.ﬂtﬂ. 4
Vaai Signs HR | No variabifty with | Less than 10% Within baseline o H&a_g Increass greates than 20% from
RR.BR 320, | stmuk variablity from normal for from basefine baseline, Sa0, less than
Hypoventiationor | baseline with stimuli | gestational age Sa0, 76-05% with | equalio 75% with stimutation
slow recovery Out of sync
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PAIN ASSESSMENT FORM s R
Date | Time F“{;ﬁ;‘;" Location | Duration Acuity Character g w Intervention Sign
.QIJ*:ICI-‘ O Continuous | [A-#Acute [ Sharp  C).Buil 0 Increasing | (3-¥es JLa.u.x
ﬂq;zx\é(w Qﬁ‘q o | g | Pmemiten Ochonic | D Aching 00 Buming | O Pecreasing | CJ No Pt oA
S 1O Contnwous | OActe | OStap CIDul | O lcreasing | _TLYs ~ (E%Q
)';\o\”‘? 7o™M %a i O intermitent | O Chvonic | D) Aching 0] Buming [ Decreasing | [ No
Susan/| O Coninvous | Crcite ‘OShap Deal | O Increasing o¥s | pecion HEL!'
2 )b)2e|Team| 2o 5..?:@ [-igmitient | O Chvonic | D Aching 01 Burning P Decreasing | O No e 7
) .go\f O Continuous | [d-Acute 0 Sharp  CJ-Dull O3 Increasing an(\qﬁ'@g ‘ ‘Eg
Tyl ] 2 Jte f; | o memitent | Dwone | ClActiog 0 Buring | O pecasig| 7 s bescgad L
' O Contiowous | O Ace | OShap  CIDul | O increasing O ves il
;éﬁz%z oml ofinl A O inermitent | O Chvonic | )Aching [ Buming | O Decreasing | £ No \
/ . D Contwous | DAcste | OSp OO | D1 icreasing [L¥es— o
‘Zu/@,/y oaml Oho Adn O Intermittent | O Chronic | 03 Aching [ Buming D) Decreasing | O No e
o D contimous | DAcde | DSap Coul | O increasing | C1Yes
O itermitent | 0 Chvonic | D)Aching [ Buming | O Decreasing | E1 o
O Continuous | [J Acute ) Sharp O Dull 1 ncreasing | O3 Yes

O Intermittent | O Chronic [ Aching [ Buming | [J Decreasing O No

O Continuous | [ Acute [ Sharp O Dull O Increasing | O Yes
O Intermittent | O3 Chronic O Aching [ Buming | O] Decreasing O No

D Continuous | OJ Acute [ Sharp [ Dull O] ncreasing | O Yes
O Intermittent | O Chronic [ Aching [ Buming | [J Decreasing O No

.
Re-assessment Frequency

1Everu.gtﬂmnhfiw

zmmwmmmmm patient with severe pain;

a) NIeasthMbﬂnﬂzimrs b) Then every 4 hours.

) Prior 1o pain pain-relitving infervention. d) \Within 30 ~ 60 minutes after pain refie inlesvention.

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

e

)

SCORIG
CATEGORY
@ 1 2
y ¥ i
- ; z OccasmaGnmacenrﬁm " | Frequent to constant frown,
> ' Face No Particular expression or smie withdraw, Disosiented Quivening chin, clenched jaw
! Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
d- ‘
- Laying quietly normal position, Squirming shifting back and
Activty moves easly forth, ,;,:2, Arched. right, or Jerking
umth&“m&m
e X 1 1 1 1 1 1 1 1 Il Maans or whimpers occasional Crying steadily, screams of sobs,
— c No Cry (Awake or asieep) ;
;:;::::::;&“ S| comem Veguer compat
W Pain ' Possbis Pain Reassured by occasional touching,
> Consolability Conte. 11, refaxed Mugging. or being taked fo, Difficutt to console or comfort
B distractible 1 3 .
: Mhlu,lﬂaﬂunﬂt«nﬁutﬁe[ﬁhlnwﬂj
Assessment . Sedatien Nermal < Pain / Agitation
Criteria
lwu(hﬁrlu}lion?m 2 (] 1 2
Crying No Cry with painfud | Moans or cries Appropriate crying Imtable or crying at | High-ptched or sient-
@ @ @ @ @ @ brritability minimally with painful | initable Intervais consolable continuous cry
simufi Inconsolable
s Bt s e o e s Lo Sehavier Stae | Noarousal toany | Arouses miniraly 10 Appropriate for Restiess, squinming Achio Kikin constany svake
stimedi pestational age Rwakens frequenty
No spontaneous Litie spontaneous Nunesniu'mllylno
movement movement (not sedated)
Facial Mouth Is tax Menimal expression Relaxed Appropriate | Any pain Egression Any pain expression
Expression | Ny expression with stimui intermittent continyal
Lriremities No grasp reflex Wesk gasprefiex | Relaxed hands and Interméttent Continual clenched
Tone Fiaccid tone decreased muscle | feet tlenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
- Bodyis ot tense | Body is tense
Vital Signs R | No variabifty wih Less than 10% Within basefine or | Increase 10-20% Increase preater than 20% from
RR.BP. 320, | stmyf variabikty from normai for from basefine baseline, Sa0, kess than or
Hypoventilation or basefine with stimuli geslational age Sal, 76-85% with equalto 75% with stimulation
apnea stimulation - quick slow recovery Out of sync or
ecovery ventilator
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD Children’s . irthRight
Hospital SY RANBOW HOSPITALS
Tt ks & ot 0 bt the Tvie. MMh-mmuur-,
Part - I .
Patient's / Learner Language: ......... g} O*”"'\ .......... Patient / Learner Literacy: 1 Read [ 1Write [ (Speak / Willingness to Leam: ¥ H a!mcare Literacy: Yo~ Na |
Idemmed Edllcatl Needs: 10. Fall Risk Education
PU i m C?fFJ Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
D:agm 3. Pain Management 7. Infection Control Measures Safety _
M%D 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2 Nuimtamiomn 5. Medication / Therapy (safety, effects/ side effect, inferactions) 9. Nulrition / Diet 13. Risk/ Safaty
Part- Il
Use codes from the list in part 1l
Date Time Hm‘ Information Taught e c n.m /
Person Taught ';":""::g Teaching Tools | to m Understanding
- Eo?ucoi- S, Infosrm aleout- _ _ qL
o ‘JE/H: %V\ ﬂ Pocal- OB (s jpliont | Nopo 05'0-9 Nong Yes j@o 1208
LV
89]H:§99m ves M&éfc{ a.éohfgagﬂi?% ™ P | None pecf | Nore | e | dond
/B 50 IT 401X O 4
+he [L@Jg( ] \ M L
2| o gf_&w:?mf ooumd | Telient| More &) .
Part - Ill: CODES
Who was taught: PT: Patienl F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify)
- NoLemnhqB:arriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficuis 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Bariers 6. Desire / Maotivate to Learn 9. Cultural Differences 12. impaired Visiony or Hearing
Teaching Tools Used:  A: Audio D: Demonstration V: Video 0:°0ral  P: Printed
Wﬁmhm{:
< None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: J3—Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RGH / FRM / CLINICAL / 187
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Dala::?;i!w%%

Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | 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
Dbesity ‘/') 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.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration 1
Total 0| )
Signature of the Nurse 8}"»‘ )aM o
/ S,
Action Plan /

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

v 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 bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.

®
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ...

1)
2)

3)

4

5)

6)

O Semi-Conscious

Time of Arrivat: ..... 7} SO PO Time s

Level of Consciougness: DCCMS

Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy

O3 Decreased Fetal Movement

O No Fetal Movement

(2]
Vital Signs:  Temperature: ‘j&f’- Pulse:

Gestational Criteria:

een by Nurse: ...7A... &Ofm .
O UnConscious

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor
O Spontaneous Rupture of Membrane / Leaking Water PV

O Other Reason: ..

CQD_FIQQ_MQD fe=

2%, laﬁnn M}y,\so ‘;‘77@; BP: }Qo}ﬁmght.

.........

7

[ Gravida; G |

P

L —

A —

we:..20.[.7 |27

EDD:.2) F-f 200k

Gestational Age: ....22\24-.3.D..........

© Interventions: .....pJp ...

Past History:

a)  Surgeries: . I—QJZL CRF, b]c,g_P M)a&t'ofcpe

b)  Medical: ....... Aol
Docu. No. : RCH /FRM / CLINICAL / 028

M o

Uterine Contraction O Yes E?N?; O NA | Onset Time Frequency:
Membrane Rupture OVYes | ONG | 2INA | Onset Time Fluid Color:
Vaginal bleeding OYes | OAG [AINA | Onset Time Amount:
i If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms OYes | 3G |4 NA Pain Abdomen / Vomiting
Good fetal Movement Yes/ ONo | cona | fNospecity
Pain Screening: Numerical Pain Scale (NPS)
) r | | I I | | |
Y B s ] | 1 T T 1 T = |
0 1 2 3 4 5 6 7 9 10 |
No Pain Worst
possible pain
N S LG
o Duration. IR \ LL. Days / Weeks/ Months (Strike out which is not
applicable)
o Gharactar N [
(i) Frequency. L




F‘at}err a'u,ker

7)  Allergy: gﬂ O No, IfYes: CHIckEN.. H&\@»JZ

8) Current Medications: EHQ;Z:J Vitamin O None 0 OHeIS: ..ol

9) P;:wmal History:
ne O Gestational Diabetes

0O Chronic Hypertension O Low placenta
O Gestational Hypertension O Others if yes, SPECHY ....vvvereereunuen
O Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category |: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

O Cate Il: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Q,mﬁ:ig 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)

0BCU Obstetrical Triage Acuity Scale (OTAS)

OTAS Level 1 Level 2 Level 3 Level 4 Level §
(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
[RuL::“dﬁ‘ﬁu) Immediate < 15 minutes <30 minutes < 60 minutes 3 1&0“0“‘]
Re-Assessment Cuniisacs i Every 15 Minutes Every 15 Minutes Every 30 Minutes Evary 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Early Labour/ Discomforts of

Labour / Fluid Imminent Birth mﬂ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy

Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting

Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37

Hypertension Seizure activity and / or headache, visual

associated signs and
disturbance, RUQ pain symptoms
Atvpical FHR racing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement | Djgeased fetal movement
oAcute onsite severe | @Major trauma oAbdominal/back pain | @Ongoing assessment | @Anything that does not
Others abdominal pain S oes of breath | greater than expected in | from out patient clinic | Seem o poss threat to
@Altered level of @Unplanned and pregnancy (for hypertension, blood | mather or fetus
consciousness unattended birth ®Flank pain / hematuria | work) eCervical fipening
eCord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected | MVC/fall) previa protocols
distress dehydration @Naussa/Nomiting and /or| ®Pre-booked visits (ie
o@Suspected sepsis diarrhea and progesterone
. ®Signs of infection (ie , NST
Lcough, fever, omwm
chills) @Rashes

Time seen by Doctor: IT.L\K'FPO

i -
Nurse Name : S/FQ'E S ... Nurse Signature: %gﬁmﬁ R
Date: 4&1 2J:J me: . S’fl’r’ o




GUC-po0s2907 IP18-00036125
Mrs THILAGAVATHI

30-03-2003 2aY2M220 (R
Dr, DIVIYA ARUN ) ‘%-‘ . ‘
e Cnitdrons | @ BirthRight
Hospital | | W S

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: QI}E}D_&Q—-L;

Baseline Information:

Admission From: OER DOPD (O Admission Desk  [J Others: speciy ...... 12, p( ....................................
Primary Language: O3 Telugu O English 0 Hindi D-etrers/ Tam) /

Do yourequire aninterpreter? [JYes ISW

Source of Information: C+Patient,/ O Family [ Others

Personal belonging if any: EIM O NosgRing [lBangles [JAnkets [IFingerRing  [JBracelets
handed overto....... AL o ; )

Allergies: _D—‘ﬂﬁlhlo OMedicatons O Blood Transfusion D.Fom CI0ther: ... sisenaens S
R P ¥ “\Yoll (=X m WP ] /o) S

Chief Complaints: ...... (A S26.... FG.X ]ncfu. CE1&D Doctor Notiidd on Admission: E’fé"ﬁﬁo
@f}aﬂnom, ................................... Name of the Doctor: .12\ L. . {ca

ST s S s Time Notified: ... A}lfribro

[]
Past Medical History: Obtained From E‘P@? O Family Member 0 Medical Record [J Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

lefe Os‘auca) |
e M asto jofeceomy il
«i cufoplas
0851 CLloP /7

Blood Group: .D).K... }70;5.’['(?’ Vi 2. / Cj / 25EDD: Jn’l'} b Gestational age during admission: 38wt3I D
Contractions: .. I R Vaginal Discharge: .. NLLr
Obstetric History: G. = Pl Latmas Ao ergens Previous LSCS ...

Height: [bocm Weight: (OZL BMI:. A Q.. 23 K‘j [

Temp: . ‘jﬁf— HR: 8. 201, HRQ.Q}D/PW . ) 2.0 [T Spoi(;ﬁ/

High Risk Factors: (Piease select by l‘:klng (v ) the box as lppllclhle)

e

("L‘l

O Hypothyroidism O RhIncompatibility O Fertility Treatment
O Hyperthyroidism O Previous LSCS O Preterm Labour
O Hypertension O Gestational Hypertension O Others: (Specify)
O Diabetes 0 Bad Obstetric History
O Anemia E/bfasp/(BM!]

O Twins / Multiple Pregnancy

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




Patient Sticker

Family History: O No Abnormalities Detected

O HeartDisease [ Hypertension  [J Diabetes [J Stoke [ Seizures [J Kidney disease
O Liverdisease [ Other.......... GRANDEATHER. =. .10

Pain Assessment:  Pain: CHfes ~CINo (i Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: 3¥6§ ONo  Score.... ... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [@Yes” CNo Score.2-Z-..... (completsthe BradenQSheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consuitant

O Mobility problem [ Walking Problem guemnality Detected
O Developmental Delay [ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING:
erweight 1 Poor Appetite > 3 Days O Needs Therapeutic Diet. =
O Under Weight [ Diabetes Mellitus 01 No Abnormality né:a;:téu ]

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Cloafm &Qooperatve  ClRestiess L Depressed OlAgtasted  CJConfused
e RTINS PRI S
Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status:  [J Single W 1 Divorced O Widow
2. Special Habits:  Smoker: ClYes ClNo—~  Alcohol Abuse: ClYes ClNe—  Drug Abuse: ClYes G

Social History: Lives With Hu&ﬁo—rﬂ} . —

Orientation has been given regarding the following aspects:
Call Bell in Reach : B‘?ﬁ No Waste Disposal Explained: E?@ No

Infusion Pump:  CJYes ELN/? Hand hygiene Explained: W O No O Others
Above information given 10 ................ YON.S ... 7T, ;145« a’\/a—&ﬁ—" |

Name of Person Orientation was given to: [‘F)‘(&IB ;

OrieNtation NOt GIVEN REASOM: ..........cevsveemersceermmmmsssssssssssssssssssssssssssdefossesssscssssssiss

Nurse Name: ... Mf'%
Date & Time: al[/é,




|P48-000361 25

GUC-00092807

Mrs mmumarrlu sawmo "%

30-03-2003 Rainbow » . . i
Dr, DIVIYA ARV . Blrtthght

T Chidrers | gpeinmme:

ilwalmwnmm inde.

INDUCTION OF LABOR CONSENT

4

Name: Wﬁﬁj\ax\ggaﬂo_ﬁ,l AGE: ... }3\-[ Gender. Male Fema'.m/’

UHID.No C:\UL—OQQC]QMQO_-I» Date: 2\\'01_94::11;
You are scheduled foran (AUCHOR OF1ADOT O st (date) at (weeks of gestation).
The reason for your e

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

induction of labor fora medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This canbe done atany stage of pregnancy irrespective of fetal maturity if there is avalid indication.

Elective induction of labor (scheduled induction without @ medical indication) may not be done until you are at least 39 weeks. This is
importantso that your newborn does nothave complications duetopossible prematurity.

The alternative 1o induction of laboris to wait for labor to start spon'(anenusly.
| have read the information provided and also discussed the process with my doctor.

|understandthe risks and benefits of this procedure and wishto proceed.

Patient patient Attendant:

TN !
Signature: ..,.IAIL.{‘?‘. Wdﬁu ........................................ Signature: w...... 'Q. ...............................................
a Name: ... Dfﬁv/‘*—jwﬂ" .................................. NAME: vovvoveees ‘DQNN"‘ ..............................................
‘ Date & Time: C&l“-,;)j.o.&ﬁ; ................................. Relationship with Patient: HU&EJQJ)C:J .............
Date & Time: Qllblﬂdﬁb ...............................
Doctor: Witness
SIGNAMUIE: ooosrerssssmmsmssessts™ Qg T T————
NAMIES wooeeeerrinseos DY EAVANTNC . = NSt MBI, s
Date & Time: ... l\'blm% ............................ L T

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







GUC-00092907 IP18-00036125
Mrs THILAGAVATHI
30-03-2003 23vzM220  (F) "

T T s o.airthmgm-
INFORMED CONSENT FOR Vrunvnw winess ospital_ | Q@i

o
Your Right ta a Sate Delivery

Gender: [ Male E{jamﬂe/? Dateo..!,'b}.‘;lo_‘)m‘a T —

| hereby authorized the performance of the following procedure:

The Procedure has been explained tomein general terms and| understandthat.
Theindication requiring the procedure of vaginal birthis pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedureisto deliver the bay vaginally.

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

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

I an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury 1o the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

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

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

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

Name of the Doctor performingthe T ——

Consentee : _ patient Attendant :
Signature '_lf\l(""
N N6 W CY e L — MBI s DA, C s

Date & Time : &l/(,},;;oab ............................ Relationship with Patient: Husbcuxﬁ ..............

Date & Time : .. 2. b ,‘J-.QJ_L;

Witness : Doctor (who is taking the consent) :
L ar LT E—— ;
Signature ...
R ————— . 3
. Name @ ....eeeee P~ e Pz
DR & TIME & woovevrerermmssasmassssssssasssssssssssssssssssss s Date & Time D_l/b} 13

Docu. No. : RCH /FRM / CLINICAL/ 028
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waﬁﬁﬁth“" Z
— vzuzo  ® Rainbow® g et
IR oo Children's | @ BirthRight
' T Hospital _ | () seonosm
L T2 tmees & ot o treat the M, Your Right 1o a Sate Delivery
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM
1. Breastwmed?
S b. No
2. If No, Reason ‘ -
> P _‘q I“
3. Nipple conditior M=l W Mo
. - g A& Nipple well formed
©C 7 bt nipple
¢. Inverted nipple of Va1t LR 2
d. Short nipple A

4. Milk flow: ) ;
. {_-4. Good 2

" b. Drops of colostrums
" ¢.Dry

5. Steps for ftioning and attachment:
“Baby goes to the breast | T
- b. Mother always sits with a back support )

"' c. Ear-shoulder-hip should be in a straight line
. I d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Fe‘édfng Positions:
‘ Cross Cradle , Football / Clutch

- RCH /FRM / CLINICAL / 080




6. Wyosition explained:

~ a.Yes

1 b.No
7. For Wmm:

Aflother is required sit and feed from the 4th feed
b. Please explain football hold

8. NICU admission:

| a Mother needs to stimulate her breast for 2 min every 2 hours GV Iﬁ

Lo

9. Additional notes: WMWWMQ_
Continuity of Care:

Der &‘mn,
A

8 —
el S

Q~ g '




2
Sheons | @ BirthRight
PATIENT TRANSFER FORM tospital | () zeenaoe
:?§£E§?1Amu Y ::ﬁ: (F) Date & Time of Admission Date & Time of Transfer Order
Rl 24 lblog@suopm | 22l ®
wwauny Lonsultant Name Transfer Ordered by i Reason for Transfer
N D\\%?« ‘&ﬂn - D’i vd@ lalegh %‘w oy QMJMAL
From Unit To Unit Information to Attendant

LDR

S eeoy

s

No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

overie-attendant
cale A e/ Yes[] No[]
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
S1.No. ttem Name Quantity
1]
2.
3
4.
5,

Shlftin_g Summary / Notes Written by Doctor :

Yes[] No[]

Name & Signature of Person who is Transferring

0

Name of Person Ordered Transfer

Patient & Clinical Records Received by : ) ‘;’_
' @“ N
) QY e

e

Date & Time of Patient Received :

SOV

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

[C] Nurse not Available

[C] Available Bed not ready

-
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Rain

Children's | @ BirthRight
PATIENT TRANSFER FORM Hospital " | () masemmiosm:
GUC-00092907 |P18-00036125
:ur-‘o;-:;:mv“:anmn )y, Date & Timg of Admission Date 2 megf Transfer Order
Dr. DIVIYA ARUN o /'6 6 Q.D—/ /» o
T \f5 gﬁf o el
Treating Consultant Name Transfer Ordered by' J Reason for Transfer
Dy piviyg Prpiv Shifted o o7
. E “Dr
= oA fov em Js &
From Unit To Unit ' Information to Attendant

L be

of

Yes IE/NO )|

Number of Shests in Clinical File

@PFJ@

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to dant
Yes E})m No[]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

Item Name

Quantity

4.

9,

e

Shifting Summary / Notes Written by Doctor:  Yeskf~

No[]

SN

Name & Signature of Person who is Transferring

e

Name of Person Ordered Transfer

Dr-Dlviyq

Patient & Clinical Records Received by :

/_‘@D\izﬂ\

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

] Nurse not Available

(] Available Bed not ready







2z

@) Chitdrows | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | () maseoncsmes
GUC-p0092907 1P18-00036125
Z*Q’ul‘:m%““‘“:a yamz23p ) g Date & Time of Admission Date & Time of Transfer Order
r. DIVIYA ARUN ) :
0 p\\ 20 6 ROP™ - 90| L)naa b et
Treating Consultant Name Transfer Ordered by Reason for Transfer
Do DMYsfeum Do p¥EhT7h
From Unit To Unit Information to Attendant

[De_

Yes [37 No[T]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
uwﬁ e 7 W
: If yes, what ?
Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity -

1.

2,

3.

4,

5.

Shifting Summary / Notes Written by Doctor - Yes E-> No[]

Name & Signature of Person who is Transferring

Shweabs

OS50~

Name of Person Ordered Transfer

Do fedhz,.

Patient & Clinical Records Received by :

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

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

(] Nurse not Available

(] Available Bed not ready







D

Surgeon : "D’vafyé?’??’“ﬂ

3

GUC-00092907 IP18-00036125

SURGICAL |
SAFETY CHECKLIST

Asst. Surgeon : J2x..f24. vithas
Anaesthetist : . B Salhs h....@x.oooken
Scrub Nurse : ﬂm’@jﬂ(}/‘a ................

Mrs THILAGAVATHI ; : 2 A .
I:n-cmu 23Y2M23D  (F) ..Age: ... Gender: ... Rainbow" . . o
|DF. DIVIYA ARUN ‘ame:: Children’s BirthRight

LRI B S
| ¢ 3e7 But-time : R |

Before Induction of Anaesthesia > >

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNOUT _ Time:& .- Up.pm).

SIGN IN Time: .. 22.200.....
Patient Has Confirmed “
Identity 2ves CNo
Site @ves o
Procedure afs ONo
Consent s ONo
Site Marked Des ONo ONA
Anaesthesia Safety Check Completed Y65 TINo
Pulse Oximeter on Patient & Functioning OYes TONo
Does Patient have a:
Known Allergy? OYes ONo
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes @flo
Risk of > 500mli Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes CHID O NA
Blood Units Reserved OYes 2 ONA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? Drfés ONo ONA
c;l-!r‘—’_l
SIGNAMIIB ;... e oeeemessesmersssssesensssesmmes
Name 02()_.0\5,»/1 ...................

TIME OUT  Time:.t..ucpm...

Confirm all team members have
introduced themselves by Name and Role [x%8s CINo
Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) Q¥és ONo

Correct Site Y66 ONo

Correct Procedure ofés ONo
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected

Steps, Operative Duration,

Anticipated Blood Loss? OYes ONo PNA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [J¥6s ONo OINA
Nursing Team Reviews:
Has Sterility (including indicator resuits)
Been Confirmed? are there Equipment
issues or any Concerns? OYes @D ONA
Is Essential Imaging Displayed? OYes (b ONA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. [ TNo
ORIBIBL s aivssnissmvisaoeassias o SO S
NaR cianamninass

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

2% ONo
e} ONo ONA

OYes ONo 2ZNA

OYes CINo A

To Surgeon, Anaesthetist and Nurse:

What are the key concems for recovery
and management of this patient?

J2%s ONo

Man.: 2025 - o5

Exp.: 2030-05 S

Rel.: 106,303 0500 =
F

;6

Iype Green b
2 121°C - 15 ]

| 180711140 Sterilizeq SV L

| lize 184°C - 3,5 min, &

Lot: 14176

Signature :..........Z0 .

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

GUO-ONIM?

IP18-00038125
Mrs T'HILAOAVA‘I‘HI
30-03-2003 2¥2maap (F)
Or. DiVIYA ARUN

QU

"z

&t\elzb@worm

Rainb:gw' . b e

Children’s | @ BirthRight

Hospital_ | ) smon
Date & Time of Admission Date & Time of Transfer Order

ad el @ siucpm

Treating Consultant Name Transfer Ordered by Reason for Transfer
. \A P T 'ké T
i Yo N
™Y - DNIYa Nyy Py . Molan . Nuanaqe ment
From Unit To Unit Information to Attendant
v Yes D No D
0T MW

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

. over to attendant -
Aap Hle - Yes T~ No [
1 If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3, b
4.
5.

Shifting Summary / Notes Written by Doctor: ~ Yeg |

No[T]

Name & Signature of Persan who is Transferring

'@/j ; a)

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

D7 -0 han.

Sl

Date & Time of Patient Received :

22(6pb b Fhecrm

It the transfer order time & Completion time is more than 30 mi

[ Unavailable Beg

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

[T Nurse not Available

nutes, please tick the reason mentioned below :

(] Available Bed not ready







GUC-00092907 IP18-00036125
Mrs THILAGAVATHI

10-03-2003 23Y2M23D  (F)
Dr. DIVIYA ARUN

R

. ST PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: £2] 4 |26 & S Lo pro” TRANSFERRED TO: MW *
1 |Patient Identification [YES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirmed %%

b.Surgical procedure & correct site verified VG
2 | Airway & Breathing

a.0xygen delivery (mask/cannula/ventilator) secured ALD

b.SpO: within safe range >

c.If ETT: position confirmed, ties secure, cuff inflated NP
3 | Circulation & Hemodynamic Stability

a.lV lines secured & infusion running correctly Yes

b.No active uncontrolled bleeding ik

c.Last vitals recorded before transfer v

d.Central line hubs are closed ND

e.Dressing Intact NA
4 | Pain Assessment

a.Pain score agsessed & analgesia given NP

b.Reassessment done yebs
5 | Wound, Dressings & Drains

a.Surgical dressing intact yes

b.All drains fixed, output noted NP

¢.Catheter secure & urine output recorded Yo

d.Splints/casts/traction devices stabilized N
6 | Medications Pre & Post-Op Orders

a.Medications due time noted AA

b.Pre & Post-op instructions (NPO, position, mobilization) communicated | ¥

c.Emergency meds given in OT (time & dose documented) NT
7 :Equipment Safety & Transport Preparedness

a.0xygen cylinder full & ambu bag at bedside NA

b.Bed/side rails up and brakes applied N

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

a.Chest tube: underwater seal below chest level NP

b.Epidural catheter secure, infusion checked AR

c.Pressure areas protected (heels/elbows) NF
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED b1
10 |REPORTS AND LABS HANDED OVER AR
11 |BIOPSY/HPE SENT A
12 |Documentation

a.Documentation completeness yﬁ‘

Transferring Nurse: @@" !

Receiving Nurse :

Signature of Incharge: e/ _ppld~

a-nll
e

RCH/GDY/FRM/CLINICAL/598







- e BipEGw
W Bictnen: SR PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: 99‘1,\ b 26 N TRANSFERRED TO :
1_|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, e, UHID/hospital number confirmed
lb.Surgical procedure & correct site verified
2 |Airway & Breathing [ 1 I

a.0x i ( mask/cannula/ventilator secured
O: within safe range
c.IfETT: position confirmed, ties secure, cuff inflated
Circulation & Hemodynamic Stability I J

.1V lines secured & infusion running correctl

3 |

-Pain score assessed & analgesia given
-Reassessment done
5 Wound, Dressines & Drains

a.Surgical dressing intact
b.All drains fixed, output noted

-Catheter secure & urine output recorded
d.Splints/casts/traction devices stabilized

Medications Pre & Post-Op Orders I [
a.Medications due time noted

| 6|

ncy meds given in OT (time & dose documented)
i 'Equipment Safety & Transport Preparedness
2.0xygen cylinder full & amby bag at bedside
b.Bed/side rails up and brakes applied
c.Special positioning maintained as per surgery /
8 | High-Risk Patient Safety (if applicable) ‘
.Chest tube: underwater seal below chest leve]
b.Epidural catheter secure, infusion checked

-Pressure areas rotected (heels/elbows NO
‘9 IBLOOD AND BLOOD PRODUCTS TRANSFUSED
10 REPORTS AND LABS HANDED OVER
11 BIOPSY/HPE SENT
12 [Documentation

-Documentation com letenes

ransferring Nurse: ¥
Receiving Nurse : &N - e
ignature of Incharge:;

RCH}GDY]FRM/CLINICAI./SSS
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AT
$SI PREVENTION CHECKLIST
S.No | INTERPRETATION [ PERFORMED

PREOPERATIVE

Do not remove hair at the surgical site unless the presence of hair will affect
the procedure. Use Clipper if necessary Y@

2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes)

Ves

3. Antibiotic prophalaxis given within 60mts prior to skin incision y@j
4 Use a checklist based on the world health organization-19 item surgical
’ checklist to ensure adherence to best practice Y@
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohoi-containing skin preparatory agent
" | in combination @
6. Maintain normothermia during the surgical procedure (>36 deg C) ‘[Q‘J
POSTOPERATIVE
; | Maintain and monitor blood glucose levels regardless of diabetes statys
" | between 110 and 150 mg/dl NO
8. Application of incisional negative pressure wound dressing Ifo

~ocu. No. : RCH / GDY / FRM / CLINICAL / 322
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l_ _Panent Sticker 9 - Eia])!is?é:rt%?l:'s %&ﬁﬁﬁﬁ{lj
URINARY CATHETER BUNDLE CHECK LIST R e TR
Date of Insertion: .........«<=" [ 6/9’{) ................ Date of Removal: 9‘3]6% of: Jgp,nf)
Parameters Date Shift Time Qﬂ'lbw/ 2 N
Need for the Catheter eﬁ ONo | Wvés oo | O Yes CINo | ClYes [INo | ClYes CINo | CIYes CINo | ClYes [INo
Hand Hygiene ?&es C1No es r LINo | OYes [ )e/ /I'_I Yes [ONo | CiYes [INo | (IYes CINo | CIYes CINo
Usage of Sterile Equipment ?@y CONo | ™Yes [INo | [IYe No \ [JYes CINo | ClYes [INo | [IYes CINo | [JYes [INo
Is the Collection bag below the level of bladder 6\’& CINo M'D No | OO ;es CONo | OJ CINo | CYes CINo | CIYes [INo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) F{Ye} [INo YeS§ TINo | ClYes CINo | [IYes I:Nc\ ClYes CINo | CIYes [ONo | CIYes CINo
Is Catheter dated as policy U’/Yes_ CONo | [\Ye§ [INo | ClYes [ONo | [IYes [INo \KQfes CINo | OOYes CONo | CIYes CINo
Collecting bag is been emptied regularly? k Yefs 1No s [INo | ClYes CINo | ClYes CINo | CIYes\UINo | ClYes [INo | [IYes [INo
Maintenance of closed system for the catheter Zﬁﬁ [C1No ; [ONo | ClYes [INo | [Yes [INo | [1Yes CIN [JYes [INo |- [JYes [INo
Dressing clean and dry? .{Yes INo Yps LINo | ClYes CINo | [IYes CINo | [IYes CINo | XJYes CINo | [IYes [INo
Is the line removed as Policy? lz(e LINo Ng)rg LINo | ClYes [INo | [1Yes [INo | ClYes [INo | C1Yes. [1No lees [INo
Performance of Perineal Care F’F{s [JNo \lyé\ CINo | ClYes [INo | ClYes [INo | [lYes CINo | [lYes I_\Ig-( [1Yes [INo
Onset of New Fever (JYes Dnﬁ OYes \l’/luﬁ' (JYes [INo | CYes [INo | [JYes [INo | CJYes [1Yes CINo
Asses for the leakage at the site of insertion [ Aes [ N:h WU No | LlYes [INo | (OYes [INo | [IYes [INo | ClYes CINo | CiYes [INo
Name of the Nurse SW zﬂmw
Signature of the Nurse | m_‘ %

Docu. No. : RCH /FRM / CLINICAL / 114
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Rainbow*® @ - s
- Children’ BirthRight
PRE - OPERATIVE CHECK LIST !*.215.!2 ;%;j ,,J:.,,w,msﬂ,.ﬂ

patents Name : MRS« THZL BEWNVATHE.... Age: . 22Y.. .Gendaf DM g
Biood Growp : AT unn ... (UL =990
Planned Suruery Eﬂ) J'.SCQ Surgeon : @E’“M 9 W

po— RWM&MWW 220bpbi...

; :-.STE' if any of above is ticked *NO" Discuss with the registrar / consultant immediately

Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? =100
2. | Isthe patient fasting for over & hours Pre-Operatively? O 0
3. Check Pre-OP Investigations & Results (CBP Bi_ﬂod Group, BT, CT, PT/ APTT, Oolg
A Viral Screening, CXR elc) available before starting the procedure

4. | Enema given/Bowel Preparation O|&10
i 5. Remove all omaments, etc and sterile gown given &1 0 |
B. Is Blood arranged as required? HAEr=gln
7| WBiood has been ordered - s Biood bag ready? O|=10
8. | IV Cannulato be placed / IV fluids if Indicated 2Tnln
9, Pre Anesthetic consultation with anesthesiologist d ' E
10, |  Pre Medications Given? (Sedatives / etc) lolo
11, [ Skin Preparation Ol g
12.|  Site Is marked 2100

13. Surgery consent / High Risk consent taken by surgeon? T
(Consent should be taken by the operating surgeon only) D’ 0o
14.|  Implants are avallable Oz 0
15. |  Equipmentis avaialble 0 12]’/ 0
16. |  Other i any) Ol&A| O
A

Bllling Clearance taken
Billing Executive Name : . H 5 & .......... Nurse In-Charge Name : .

Billing Executive Signature : s

Si f Nurse Jn
Date & Time: . 22/ 0e/l4. 15.5‘5./"7 DaT;a::u:aN %Cmb«e

Doc. No. : RCH/FRM / CLINICAL / 107







 INFORMED CONSENT FOR SupgERy OR Chinpow® ‘ BirthRight

'SPECIAL pnpt:;_:sz'i;::i:m S Hospital e s
s T [}

Patient Name :........, E‘:j”;‘.ii?m prauss o Gender: O Male I Female AGE e

o i

Instruction;

This consent form should be signed by Patient (if an adult 18 years or older) or by aparent/ Quardian, if the patient is a minor or
lacks the ability to make an informed degision, The purpose of this form s to verify that you have received this information and
have given your consentto the surgery or special Procedure recommended to you, \

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

it EMERCENGY ] owte.  SEtmewy TR, SR ¢
A'WD'....'.:.EE.'.‘:.'.JF?:..‘.T."?... pmﬁ‘e‘%.%: vl
............................................................................. (Nameofﬂwpatent)

I'have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesjologist or
the hospital staff responsible forany untoward event thereof,
t

-~

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

My signature on this form indicates that

1. Ihaveread and understood the information provided inthis 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. lhavehada chanceto ask my Surgeon questions,

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

5. lauthorize the Consentto the performance of the operation or procedure.

Name of the Dogtor who is performing the Surgery/Procedure:

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

Consentee : _ Patient Attendant : r
Signature ; ﬂmiﬂ’jm“ﬁl Signature : C/Q;/ ...........

Name: ... hi.2 Name............... Desan.
Date & Time : ... 22/ l‘lﬁal:‘fﬂ‘-? Relationship with Patient:..... uug haadf
Whepst: Doctor (who is takinglyhe consan)

SINAUIE © oo Signature wt’% ......................
B i — Name: ... Do o nt ..
1R S S Date &TiMe ..o -
Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FoR ANAESTHESIA Chinoow” ‘ BirthRight

Hos pital BY RAINBOW HospiTALS

% Tt takes 2 ot to treat the e, Your Right o a Safe Dativery
Patient Name : . im0 Y::::owi: __ ...... AGE: .. Gender - Mae O Female O3 o
UHIDNO: ............ ;?TO;-\:?:“”“ N ||||||||| I|| - Surgeon Name:
Anaesthesiologist : ... m |H "H H || |II""”I - Operative procedyre planned : .Lﬂlad.m ..... .SE.Q\MEM’[ ............
PLEASE READ THIS BEFORE You coussmmnnmsmssm Cﬂ(—':f%@-m\( LecTion)

Catheters,

Specific High Risk (s) : The doctors have explained to me the details of the high risk involveqd due to the following medica) problems and |
have sought necessary clarification onallmy doubts.

O Heart disease O Hypertension O Diabetes mellitus O Renal failure
(7 Hepatic disorders 0J Shock O Muttiple organ failure O Polytrauma/ Renal Tubular Aacidosis
M O lncapacﬁah‘ng Cronic Obstructive PuimonaryDisease O Others: BEETORATIO ﬂ:(-}c&c;,

* Doctorto document in medical recorg alsoif neécessary (Cross-outif not applicable)

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 ang give consent for anaesthesia ( [ Regional / O General Anesthesia / O 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 ang
answered my Specific queries ang concerns about this matter. | have reaq and understood the information provided in this form /
acknowledge that | have discussed with the anaesthetists any significant risk ang Complications Specific to my individya| circumstances,
and | have considereg them before Consenting for anesthesia, ‘

lauthorize the anaesthesia team to perform any additiona Procedures (for €xample, Central Venoys Pressure line, arterial ling, use of nerve
blocks for pain relief, changing from regional to generaj anagsthesia etc), which are considered necessary by them during the course of

o surgery.

That | authorize ang give consent to the team of doctors attending on me to administer blood products during the course of operative period

and immedlateiy thereafterin neeq arises,

I 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 jnthe language understood by me.

Patient / Patient Attendant : . Witness ;
Signature : ’7&‘!*"”5:’4‘“%”1 Signature : C

Name : ’Tﬂ”[ﬂ%quﬁ; Name: ...

Relationship with Patient: .... SQI/“ Date & Time : 6#7{/264}99

Doctor (wha is taking the consent) :
SIONIE ... S et Name: ... T E-GCH. . HO

Docu. No. : RCH/ FRM/ CLINICAL / 021
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: ~ Uepartment of Anaesthesiology GUC-00092907 Ploowserzs “AINDOW® | gy .
‘ Mre THI 7 0003612 i ’ irthRi
| PRE-ANAESTHETIC EVALUATION asion™ "5, ™" hildrens ;.Em'?m&ﬂ!

Dr. DIVIYA ARyN

: e Fuprpre, MY

\'ni.rllimlusmblﬁnw

Diagnosis: ..

' Laboratory Data:
L1 S . ; HBSAg: ................... ECG: o
WBC: ... Creat HCV: .. 2DE|:hn
, Plates ). ... a:. Blood group: .\ 40 | o Stress/Angio:
P i } ..... C” ........ :: i 3. wpﬁ&ﬂ Jwﬁm;ym
PTR e a++ | S —
ﬂ L} S :‘Ig++ T:HIL, EF'72""/

.

2—2«/—{/2,( L Operation: L.XQ&

BP/CAT: | .lb/‘uioHH ??'7 Weight: .. ASAPhysical Status: DA 02 O3 04 o5

N wre— |
RESP : Diabetes :
ENS : /
Renal : /

 Hepatic / GE P Physical Activiy:
Others : o
- Past Anaesthelic History:
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:

| Loe: R4 P
o L2

[} Prégnant CYes ONo O N§ Venous Access Site - Spine Exam for regional -

Anaesthetic Plan: CIMAC \Bé;mum. OGAETT OILMA

Peri-Operative Plan Explained to the Patient: [ Yes o No

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

Signature: _ﬂgql‘lm- Name:; ;&ﬂTH‘Jﬂ

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

T —

e

Water / ORS 2 Hours I
2. NIL OHAL<: Others 6 Hours
3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
|

5. Other Instructions:

. |

— ——— ——




Patient Sticker

Pre Induction Assessment:

=
Rainb‘ow"

@ BirthRight
ANAESTHESIA CHART ﬁ‘;‘,!g,’f;}s .z‘mﬂf

mange in Patient Condition: \p@s 0 No { Fasting Status: L{_g
Physical Status: patient Identified ent Present 1A Chart Reviewed
“TD/M_ T8p/CRT._J2.0/ 10 | 550, G4t ;L_A—l RR__2%, /m [ Last Feed:
£ y £ f B B
Pre-OP DIaQNOSIS: wooorrorencsssansssessmsss s Operation: ... des Dale:g..g.:z..é.z.&,é
o —— - .
Surgeon: ..... ;- Anaesthesiologist: ....... MI—H(N-\-— TOCRIHCIAN: <overcerrrssssserecs
V |
= A N I Bl
HALO /50 ISEVO |
Drugs:
| Wi \ Supposkony
sl 12 MV | v v ]
S S S [ | =
T . 1 — Blood Loss
T, ] = O N I R e, e o I
% e e e o e o e o
ECG Y T oA BN IR S
Temperaiure e hi Y = Bl 1 1 L 4]
Urinz Outpl - | NOTES
s - —t—
i fA= == -
8P 20
v Sﬁhﬁ 220
A Diasiolic
x Mean 200
+ Heart Faie 180
Sourniguet 00 Terst
: :'m_ 180 ['_
Treast Pact i worp
Toeoat Pack Ot 12& Y : = -
100 i ol
80 = ek
40 L ‘
20
10
- G
LAB Values —
s
E Equipment Checked and Temp: Induction
{&ltml J HME O Fuid Warmer aw 3 inhat
[m O eeo, O8RS
Cuft O O Others
At o
B’ﬁimﬂ Mask DGR
O TempSte pirway O 0 [ Nasal
. Monltor ETT# ororrrrre B i £
Monitor Onasal D) Cuft
E)géu,mm ’ - heostomy [ Topical
{é :eenbta‘ior Anaesthesia: [ Awake O Ditect Vison
ngg Sumulator 0O GA O video Laryngoscopy [J Stylene. Bougs infusinn
Pomiéﬂ ' g%’:;‘;f::’ Angesthesia Care O Feostc T
Blade#® Attempts: .
[0 Pressure Poinis Checked Dty Why? i ‘ Commentt: .\
e o sec ik i il I M 1
/t'f! e 3 silat = BS gecy DU [0 Other
,Q’%:e O Semi-Ciosed Circe . hewant Reversed.  OYes Ot OWA
: {3 Closed Cucle
[ Padding 0 Otmer Namuswoocmmg. -
O Awake ow
................................... Sipaee of 8 D0c o 2.
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4 Rainbow® : R
[ Patient Sticker Children’s ‘Blrtthght
5

Hospital BY RAINBOW HOSPITALS

it L
It takes 4 kot i toat the Iite. Your Right to a Sale Delivery

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : jﬁmﬂw(‘ﬂ~ Time Received : ... 2. OP™) Time Discharged : e
250 250 | 1y Cannuta Site :
240 240
w 230 230 | [ 0, Mask [0 Nasal Prongs
5 220 | M Yracheostorny O TPiece
(7] 210 210
b 200 200 | O Oral Arway [0 Nasal
E 190 180
o 180 180 L ;
o 170 170 | Vomiling : Ovyes O Drug:
3 & e [wewbe:  Oves ONo
v 140 140 | prain: O Yes
13 » 130
AR - 120 | Urinary Catheter: [] Yes
10 R S e 10
& o i 100 | ChestTube:  [J Yey’ CINo
5 ¢ it oral
E.\- BO 80
Al LA e, 70 iy
al ;; 1 t 1 €0 L T
& s 7 50 | Oral Feeds:
& 40 40 -
30 30
v 20 20
10 10
0 [1]
smt
POST ANAESTHESIA SCORE MINUTES
| (Modified Aldrete Score) IN 30 [ 60 [ % ouT SCORING INTERPRETATION
R ot 7 s S 2 f 2 A Minimum Total Score of 8 is Required for
Abie 10 move O extremities volurary or on command =0 Discharge
Able 1 deep breaihe & cough reely =
ﬁrmtm limited breathing =1
i og eSTRATON [ Exceptions fo this, are to be explained in the
BP = = = Inii o
B R e 2 212 space below by the Discharging Physician:
EP = 50 of Pre Anaesthetic leve = 2.
e il I conscouswess
on -
mmm:"m =0 2 & 7
Pk =D
Pale, . iced, =
disky. bloichy. jaundiced. other -ltJ COLOA (! 1 ?_/
|
| TOTAL

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Anterverition’ ‘ Signature

Pl

e

Pai Tool Used: [INPASS DIFLACC [JWongBaker [INPS Reassessment Frequency:
1 Every eight hours for all hospitalized patients
Angesthesiologist Name : ... < NTHY B 2 Forpestsugialpaen, pain wih chonc pan paent wih sever pai

a. Every 2 hours for first 24 hours

Angesthesiologist Signature: .......... .. X = b After 24 hours every 4 hours

t Prior to pain refiving intervention

Date & Time: OB AL Al L T V-0 ke ate i kel iesvinicn
a *3 ime 5 g/% :
PACU Nurse Name : R S Transferred to Unit by (PACU): (’@a‘ }
PACU Nurse Signature: .7 6 ........ ?ﬂ.l .............................. Date & Tu'ﬂe:_ug_?_—,_l_& |"-L@5-H"C4bf“"‘
*Dat¢ & Time: &&1.&]3& ..... @.L.uopH\
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| Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA R_LORD

\

e
=

Rainbow’ ) X,
Children’s ® BirthRight
Hospital .mmumuosnmsr

—e
1 ks & lot to trea the ide. Your Right to a Safe Defivery

DALE: oot ecreerne e rennsnene

CSE /Spinal /Epidural . Space :.......cccuen

i 111 i m——— Procedure dONE DY ... nusssssnssasessssiasesiens

o Technique (LOR/LOS) ..coocvvvnenenns

(D111 R T (0] (11 KTTTTRRRAORORY .\ L-11 | 11

PArasthesia : YES/NO if YBS GERAIIS  ..c..lurrrisrmieeresemsemmsssmssssessssisssssssssssss s

Solution COMPOSIION & ....cooveeiriiircineniienes

Any other issues :

) [ SR IR

Infusion Rate Leve!

‘ Maternal
Time (ml/hr) Bolus (M) | rent Right | BP | Pulse

FHR Comments

Delivery Details : ~ TiMe © cooovinninincinens APBAR: wscsscasusisos

Catheter Removed by and Tip INSPECEEA & ..evvuusirireiiuisssssssmsmsis st

T (17 0.+ D

Discharge /Shifting ordered by
DOCEOF SIGNAMIE: .ovvvo-cevoeescieremsecssmmmmmrss s
Ducto_r NAITIE ooveeeeeeeeeseseeeesssaesemsmsasssanasaes shaaenssmmasenssssisene

D2te AN THMIE © ceeerveeeeereemeeeiesveisnimaemssssmses s sssascssarses

SVD / Instrumental / LSGS (if LSCS Details)

e —
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Rainbow® . E
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tt taoes 2 lot o treat the Bzle. Your Right to a Sate Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2.3 2.k 2ok TIME: vovvreed Q5 2 S ADA
O ~ 26 kg/m’
OFigIN: coueuserrmnee veeneennee Height: L. Cra..... Weight:....].g.iz.}g'%.,... BMI: O ~28 kg/m’

Food Allergies: L—LLM’M

Diagnosis: EMERLENLEM i S

Type of Diet: o Liquid =2Soft O Normal
O Vegetarian Bﬁon-\regetarian

Diet Advised:

=30 ky/m’

B T LT LT TR L LR L L]

O Diabetic

O Vegan

Liquid Diet—ORS/ Coconut Water / Butter Milk / Barley Water/ Soups ©

Normal Diet— Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd G-

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

Patient’s / Attendant’s HM '

Signature: C%

Date & Time: 23*06'1"26/1924 A

Doc. No. : RCH/ FRM / CLINICAL / 195

Dietician’s

Signature: Aﬂ(ﬂl?‘ab(@)
Name: ASM:OVMFE;AJM

Date & Time: %’»lnbl'l(amh‘l’f;ﬁm 3

(PT.0)
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DIETARY NOTES

Date Time Notes Sign
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