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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
TEL NO :044-40122444

WEB : https://rainbowhospitals.in

Rainbaw

ADMISSION SHEET

Admission No : IP18-00036197

Registration Details :

Admit Date : 25-Jun-2026

Admit Time :11:.07 PM

(IR AR LIRR AT IAR AT AE [

UHID : GUC-00093092

Patient Details

Patient Name
Guardian
Gender
Occupation
Address (H)

™

: F205,ETA STAR JESMINE COURT MOUNT,

: Dr. BHAVYA SAHAJA M Age
: DR.SIVA KUMAR BANDARU DOB
: Female Religion

:36Y2M8D
:17-04-1980

Martial Status

Phone No
POONAMALLE ROAD NEAR MAX SHOWROOM ¢
KATTUPAKKAM,CHENNAI 600056 el
Poonamallee Chennai Tamil Nadu INDIA

600056

. 9052958286
. NO@GMAIL.COM

Admission Details :

MOUNT,POONAMALLE ROAD,NEAR MAX
SHOWROOM KATTUPAKKAM,CHENNAI
600056 Poonamallee Chennai Tamil Nadu INDIA
600056

Bed Type : MICU Bed No :MICU 803 Ward Name : 8F-OT COMPLEX
Room No : MICU 803 Admission Type : First Visit

Contact Details :

Name : DR.SIVA KUMAR BANDARU Relationship : Husband

Contact Address . F205ETA STAR JESMINE COURT Phone No 1 9052958286

()

Doctor Name

Referral Doctor

Co-Consultant

voctor Details :

: Dr. PRIYADHARSHINI S M Specialisation

: Dr. Priyadharshini S M Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Mode

Payment Details :

. Cash

Payor Name

Deposit Amount

:0.00

: SELFPAY

Printed Date / Time : 25/06/2026 23:08

Printed By : 015040

Page 10of 2
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7. Rainbow Children's Hospital - Guindy
Rainbow

. Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children's e TEL NO :044-40122444
Hospital i WERB : https://rainbowhospitals.in
Rainbaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Dr. BHAVYA SAHAJA M Age : 36Y2M8D
IP No: IP18-00036197 Sex: Female
Consultant; Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 803

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,

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

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

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

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as Per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of faili e submission, | will pay 200/- Rs.
#Receivers Signaturdl... &7 )

Y
3 Iﬁuide book has begn giver\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:

Patient Address:

. B F205,ETA STAR JESMINE COURT
Retationsip) TRAG MOUNT POONAMALLE ROAD NEAR
Date: 2% (o6 [9 1o Time: MAX SHOWROOM KATTUPAKKAM,

CHENNAI 600056 Poonamallee

Wittness Name: <P'( ( w S_:;D\, Chennai Tamil Nadu INDIA 600056

Wittness Signature: N \_L

Printed Date / Time - 25/06/2026 23:08 Printed By : 015040 Page 2 of 2
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[ Patient Name I~ e
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BILLING POLICY.

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

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

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

As per the G.O.1. guidelines. we can collect Rs 1,99.999/- only in cash mode, balance patient can pay through

Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be

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

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

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

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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 shified 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,

["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

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

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

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

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

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

UHID Numiber :

Relation :

i EN_I’} _féUm&-L_ ResasD ey
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.-~ DIAGNOSIS

Fundal Height: o3s-tas G <M.
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Draining:
Colour of Liquor: [ Clear
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Sutton: O3 0-2 O-1 00 0+1 0+2
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MEDICATION RECONCILIATION FO

LU ABBIYIBE! isiiiovsnisuissioniisssassisousissinsansivisioisioispisasirsnspisisssssineos 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)

ShiMting FIOM: v AN CU - L R
BMo | (GeNER NAME CRPTAL LETTERS) (mg.meg) | (PO, NG, S, 1) | FREQUENCY Date/ T f,";ﬂ?é:ﬁ'ﬁg
1 Oc Ooc
2 Oc Ooc
8 Oc ooc
4 Oc Ooc
5 0Oc onc
6 Oc ooc
7 Oc Ooe
8 Oc ooc
9 ¢ ooc
10 Oc doc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........J<Y..... QMedeAn

* C- Continue, DC - Discontinue
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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)

O Not known any Drug Allergies

ShIfting FIOM: vvvvveevereeeesnnree A Shifted to: ..... % ...... :F .
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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: .......... B = o SRIFtEd 102 +evvvvrrerseereen ﬁ”ﬁt 1.3 oY .

o (seusmgﬂggnc%#:r LerTeRs) (m?;?if:n) (PO, NG, 56, 1) | FREQUENCY | pay' i ?gﬂ?gﬁﬁg
| Touh. CEFTUM  [SPpa M E‘ﬁ ‘ch;énc
21 Yok TEROMDL S [«}.@, JM Ap é Ooc
3 o WYPN Gy ’0@ B 9 ,ac/ mhy
A i ? Oc Ooc
S Oc Ooc
6 Oc ooc
7 ¢ CDc
8 Oc Ooc
9 Oc Ooc

10 Oc Ooc

Doctor Name & Signature : .........ccvevvninnsfi

Date &TiMe : ..ccoevvvvne
Nurse Name & Signature: .. @‘Q@ bW@w
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2 Oc Doc
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Date Of AMISSION: ..conreusmruassarsssessnsisssnes DIUQ AUBTGIES: ovvvcremssrisssssssssssssssssss st 1400t known 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 -  Pleaseuse only approved abbreviations (refer to Hospital's approved list of abbreviations).
. Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.
. Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
. Discontinue a drug by drawing a line J through itand a similar fine 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 - . Nurses must follow strictly the FIVE RIGHTS before administration of medication.
) 1) Right Patient 2) Right Drug  3) Right Dosage  4) Right Route  5) Right Time
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
$0S / PRN (As Required Medication)
DRUG : e
Dose | Route | Frequency |StartDa "
Doctor's Signature- | Valid Period| Pharm.
Addtional Instructions:
g A
o
Date
S| DRUG: -
@™+ | Dose | Route Frequency |Start D
Doctor's Signature | Valid Period| Pharm. 1
i | Additional Instructions:
_ : |
DRUG : e
é Dose Frequency |Start namr )
e
2 | Doctor's Signature | Valid Period| Pharm.
fo=] 1 —
&
& [Additional Instructions:
f e & e
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DRUG: T 2€RoToL  gp %g:gm@ V | N
Dose | Route |Frequency Start Date| G4, iz J

| Tab [ Po || - - AL|L | / WS
Name & Signature of the ctor
Starting the Drugs: LR =

el
Additional Instructions: oVl | T
A
@Ily Doctor’s Endorsement by a Sign

- Date
Wnus: V- PAw Timete :ﬂc ’
Dose | Route |Frequency [Start Dater14n /| ‘7&;
1omg | po |-y il [/ N
Name & Signature of Doctor
Starting the Drugs: %
\8"7—1“"
Additional Instructions:
Tprg b
;__7‘)

Daily Doctor's Endorsement by a Sign
Date

L
m“‘“‘r CEPTUM Tine] 21574
Dose | Route Frequency |Start Dat QAN

&
e e T 1YY A <

@.Lf),l'l

Name & Signature of the Joctor
Starting the Drugs: ’

8pl"‘. i

Daily Doctor's Endorsement by a Sign
[ bRuG - Dats

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
Starting the Drugs: =

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Dose Dose Dose Dost ]
DRUG : De Sign, Dr. Sign. De Sign. Dr. Sign.
Route Start Date . gose o .
Dt Sign. O Sign. Dc Sign. Dr. Sign.
Name & Signature of the Doctor e Dow Dose fgee
: Dt Sign. Dr. Sign. e Sign. Dx. Sign.
: | Additional Instructions: i P Dose o
D Sign. Dx. Sign. B Sign. Dclgn
Date» '
VARIABLE DOSE Tige [ Wases [ Mness [ Morsosi | Morsesi. |
Doss Dose Doss Dosa
r\- DRUG : Dr. Sign. e Sign. Dr. Sign., Dr. Sign.
o | Route Start Date - oot - o
g Dr Sign. Dr. Sign. Ox Sign. Dx. Sign.
% Name & Signature of the Doctor Do e P o
D Sign. D Son D Sign. Oc Sign.
i | Additional Instructions: o . . e
Dx. Sign. Dr. Sign. De Sign. De Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D“mﬁ'ﬁw Route Signature Nurses
2&\‘\7”' Breo: | evesnn ) DO ?le .t 2
E % N Zany /(‘)’L ‘
= ] L AN IR Merees PR3 ?) | P
/\.EI}LVB \ TeL “‘Lﬁ o ?@3; _ W’
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l;\?b \ota)g‘{) ' INT. SynTo to u Tev) & e
X 182217 my
QB\\Q\P& 1o *L\_B;Tf) InT. TRAPIC ) & v )ﬁm - HD
. W T- ™M coPED g ﬂ
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L.V. FLUIDS CHART

Weight. .......cccooeveeee. WAL i

Composition of ' ~ "id

Flow Flatel Doctor | Nurse | Date of

Doctor Nurse

b \%m M) 0)0

Date Time i sopion B = Vi) Route [“mihr | Sign | Sign |Stopping| Sjgn | Sign
* : |
@ %/50 IVF 1©ORL Tv | Aece @ ) \X}O g/ i
c?:) Qﬁ“ ('F{uw 1@9;—‘7 MD ‘?} '\%q.ru-" W
&0 Twg. SYNTO TU (n / N
| 5 T {&

I

C
19> NG| o
Q’O\\S}) C‘\ép Ty, QINTO 200 W lac & 'T’B \ \ r":g; a
\»'-}UOM) R Iy m]],w @21 mp7d0 \ET{P v
S .

Signature

VERIFIED BY : Name
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Early Warning Observation Score Chart - Obstetrics

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

3

Y
\\\J\oDate
25 Tme |8 19 lw0l12l12| 1|23 a|s]|6|7]|8]o|10f12)12[1]2]|3F4)]5][6]7

> 30
21- 30
11 - 20
0-10

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

40
39
38
37
36 =
35
<35

. 170

160
150
140
130
120
110
100
20 D) Py
80 \
70
60
50
40

190
180
170
160
150
140
130 .

120 q

L
110 4\
_ |

100
L 90

80

70

60
50

130
120
110
100
20
80
70 i
60 hd !
50
40

RESP
(write rate in
corresp. bax)

Saturations

2, dway

ajey HeaH

c
Rral

=

s
anssasq Poojg eIsAS

.‘_
3unssald poo|g JjoIseIq

=3 e T S T ) A W I [ 1 e [ i . i 1 () | Y, 1 [ )

RESPONSE Nolce
(v Pain
| | Unresponsive

URINE > 30 v
mls j hour <30

Protein > + +
Normal e

Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES [«
TOTAL ORANGE SCORES © A/

Nurse Initial ¢

Lochia

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

;26M5L26

Date

Fa
) 1 5

Time

€)@ Ifio /i1 )] (2 ) () ®

RESP
(write rate in
corresp. box)

> 30
21-30
11 - 20
0-10

0

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2,dway

40
39
38
37

36

35
<35

2)eH UeaH

170
160
150
140
130
120
110
100

I

90

O

80
70
60
50
40

€

anssald poojg Jijoishs

190
180
170
160
150
140
130
120
110
100
90
80
70
60
50

3
b |

-

-—
v o
-

P o

aunssalq poojg 21j0iseiq

130 »
120
110
100
90

N

70

e

40

NEURO
RESPONSE
[¥]

Alert |

Voice
Pain
Unrespaonsive

URINE

mis / hour |

v

=30 =4

< 30

v

Proteinuria

Lochia

—

—
Normal =
Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink -~

s —

Green

o

TOTAL ORANGE SCORES

fie]
e

v

TOTAL YELLOW SCORES
Murse Initial

<ol

Bp |6

Fas
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Sheet NO. & ...f.von¥ &7 [T—

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.
|

ac \&bldY Intake Output o

Thrombo-
Date | Time g'fglm Route NG [ Diahoea | Vomit |Drainage | Urine | PRecre® S:Frg&'

| Mouth 1V N.G

08:00 am

0900 am,

10:00 am

11:00am

12:00 pm

01:00 pm

Total Intake : Total Output :

02:00 pm
03:00 pm ! B

04:00 pm

05:00 pm

06:00 pm | :

07:00 pm

Total Intake : Total Output :

.08:00 pm

09:00 pm

11:00 pm

I -
10:00 pm o phdn [ IS (=elllb - T
Nrvd
Qs

12:00 am

01:00 am

Total Intake : . Total Qutput :

[ 02:00am

[ﬁ&ﬂﬂam Moo 000 .on".' '

| 04:00 am _ J P
[ 05:00 am ) . . - ‘P'@_‘Jl

(o FTE (ST ] 900'11"i’r\>/'|?&:

1'073%37“”“}2() '%(f{ Lo | ‘ \ L i
: i s Total Output : :;00"' ) i

|
L

| Total Intake :

— , =3
S0 | ’\ : [Tptal uinoupt | SO0

r Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in mi.

2. Add up each column Separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Ob[b[2

Intake Dl.ltplll IV Site
Date | Time | Nature Route NG | Diahosa | Vomit |Drainage | Urine | hews | Sian. -
of Fluid Score | Nurse
i { Mouth [y | NG
500an | 1o | oo |epndla.; surlo_ Seend]. O
B0mlay 1o (166’ |of loo | o
S i Heo [leo _[)oo [h4 L] P
- 1190 Tgedor (SO | [oq | o 1 o
1200 Fetied [00 |loo | f24 ol
| 01:00 pm [eO s &)
LTolal Intake : 9.5 £ A\~ Total Output: /4SO o
02000m [ DD 268 E
03:00 pm 1O —
0400om | H%0o (6O O '
05:00 pm ' .| Q—SO D \:v
J 06:00pm | HOPD loo | O *[CH
07:00 pm S ‘ o 180
f_ Total Intake : <L Ml Total Output : A_eggm&!
.08:00pm | | ~
09:00 pm Hnn 000 Al g (1
~ 1000pm |y 43 § O 200 | 5
- 11:00 pm ©
12:00 am L0
| 01:00am , 2 o @
| Totalimake: O 1 Total Output: ;901 ]
! Loz 00am | | o |
[| | 03:00am | e
.' i:l)iﬂﬂ am | | 7 n K
| 05:00 amr” | 20© P L S
JJ |D&00am[ggfﬂh{@” ! . \/ . W" _(;' M"ﬁj
‘ 10700 am | . | | g sl L’-f"‘:,'_

Total Intake : ;

Total Output: [0

LTo!al 24 trs. Inake 1 F4 éﬂ’! (
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O Improve Activity Tolerance

B Maintain Good Nutritional Status

{1 Maintain Skin Integrity

Morning

P radnfiona

Msfulu

S
&

—Jabs

)

OcLﬂTm

wl d Maintain Alrway and Oxygenation gligve Pain & Discomfort
S| O Maintain Personal Hygiene O Prevent Infection O Meet Elimination Needs [J Ensure Safety 01 Eary Ambulation Reduce Amdety [ Patient & Family Education
€3 | [ Identify Potential Complications Dmoumsmry
Time Plan of Care Time Implementation Evaluation Re-Assessment ';“g;n';m:
Q vie Lacls g 'TU:} 5 ;
Afubw

0 31

(0]

0¥ 8

o~
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Dr. BHAVYA SAHAJAM
17-04-1980 aanuan (F) Z
.......... Dr, PRIYADHARS Rainbow® ; . st
|\\|\\Ill\\l\ll\lllllll\lll\\l\ I Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
It ke & bt b trmat the UCD8. Your Right to a Sale Delivery
OBSTETRIC TRIAGE ASSESSMENT FORM
] LbL we \ . L_;_,Q»—"f
(ﬁ; 2 e Time of Arrival: \cr“" Time Seen by Nurse: .S\
o
1) Level of Consciousness: Bﬁscious O Semi-Conscious O UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Hupmre f Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: .., f.S C’Ll D siiines
o 3 Vial Signs: Temperature: AT puse: Aule? wr %L'J* $p0; OT 8“’ e "1 weigne bS5 1Y
" 4) Gestational Criteria:
Gravida: | G o Py L
MP: 5°l°‘i‘wl5- EDD: ?\0#\9& Gestational Age: .. 3 s ‘4—‘1"]
Uterine Contraction O Yes m O NA | Onset Time Frequency:
J Membrane Rupture OvYes | Offo | ONA | Onset | Time Fluid Color:
Vaginal bleeding . O Yes Df\( O NA | Onset Time Amount:
B!,
I :
" If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes ;Zﬁﬂo O NA | pain Abdomen / Vomiting
Good fetal Movement D/Q ONo | CiNa | !fNospecily:
5) Pain Screening: Numerical Pain Scale (NPS)
@ l | | | 1 | ! | l |
| ! I | I I 1 | I I 1
1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
® Location: [\\ .
©  DUFAON: .ovoerrereeren NS, ..... Days / Weeks/ Months (Strike out which is not
applicable)
o Character i
ST N A
o Fraquency NN
® Interventlons ALY
6) Past History: \
a) Surganesﬁ\\\
BY-  NIBEIOHE . voissvivisosstucssss BN s sisiuanssssmsfivsiseinsiieisaspns

Docu. No. : RCH /FRM / CLINICAL / 098

(PT.0)




Patiern Sticker

7)  Allergy: 0O Yes U(M’es

8) Current Medications: O Prenatal Vitamin O jofle  CJ Others: .

9) Prenatal Medical History:

CWAone

O3 Chronic Hypertension
O Gestational Hypertension

O Diabetes

O Gestational Diabetes
OJ Low placenta
O Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTA S)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

......

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

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 1 Level 2 Level 3 Level 4 Level 5
OTAS (ResuscHative) (Emergent) (Urgent) (Less Urgent) {Non Urgent)
(Hmﬂ:ﬂ“] Immediate < 15 minutes < 30 minutes < 60 minutes = 1{§°I-Im}
Re-Assassment Panfunst st Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 iba?m SROM > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding assoclated Spotting
Bleading with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110|
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Felal Assessment | Non-Fotal Movement | aonomal dopplers
eAcute onsite severe @Major trauma @Abdominal/back @0ngoing assessment | @Anything that does not
R - R e e o e e
@ @ pregnancy ¥ or fetus
consciousness unattended birth @Fank pain / hematuria @Cervical
@Cord prolapse @Nausea /vomiting and /o] @Minor trauma (minor | @0ut patient placenta
@ Severs respiratory diarrhea with suspectsd previa
distress ® and /or| @Pre-booked visits (e Rh{
° ki of (le m-ﬁ;cﬁm NST
. @ infection A
msus «cough, fever, | @Assessment for version
chills) ©Rashes

Time seen by Doctor: /_? .

S
4 \MQ.L.

Nurse Name : 550\“\“'{7\

Date: &g\‘a\% Time; \O‘T)M
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E; ;H;ga SAHAJA M N .
S IBYZMID {F =~ 8
Dr. PRIYADHARSHINI § M J Rainbow . > . -
h ' BirthRight
— Vi Chldren’ |\ sommmesee
LABOI.!R AND DELIVERY NURSING ASSESSMENT
Date of Admission: . &5, “"b L .
Baseline Information:
Admission From: OER 0OO0PD dmission Desk [ Others: SPECHfY .......coueeinne LDQ ..........................
Primary Language: [ Telugu E(Q’tn/glish O Hindi O Others
Do yourequire aninterpreter? [JYes No
Source of Information: ent 3 Family [ Others
Personal belonging if any:  [3dewelry . [JNoseRing ~ ClBangles [ Anklets [ Finger Ring [ Bracelets
handed overto H‘U‘*’\ﬂ*" ................

If yes , identify ...

Allergies: OYes ON6 OMedications O Blood Transfusion 01 Food

Lar

e nanclod . 0L

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

Chief Complaints: ..... ..2...1’..!...&.1 ....... ?a.& .......... M .................
A-'-‘ . Name of the Doctor: &Qm“&‘“ ..................

Doctor Notified on Admission: D( g

Time Notified: ..... L. ’

Past Medical History: Obtained From Oatent O] Family Member O3 Medical Record [ Other (specify)

Past Medical History

Previous Hospital Admission

o)

Past Surgical History

o)

NN

Blood Group: . P"S*L“‘“ we: Zellzs en:. 3 14124 Gestational age during admission: .
Contractions: t‘\\\ Vaginal Discharge: .. G
Obstetric History: 6.2 ) . Euifmsnnn Koo Eoetriresar Previous LSCS
Height: 1.5.2. 00 weight: bs< M.

remp: A6: 0L wR.A4 e m P T N "“llcﬂH 500, 8.

High Risk Factors: (Please select by ticking (v ) the box as apn!k:lb!e)'

O Fertility Treatment

7 Hypothyroidism O Rh Incompatibility
[0 Hyperthyroidism 0 Previous LSCS O Preterm Labour
[0 Hypertension [0 Gestational Hypertension [0 Others: (Specify)
O Diabetes O] Bad Obstetric History )
O Anemia O Obesity (BMI) . ’

O Twins/Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139
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L Patient Sticker ]

Family History: OO No Abnormalities Detected

O HeartDisease  [J Hypertension (I Diabetes [J Stroke [J Seizures O Kidney disease
O Lverdisease O Other.... (X7 etz Tom = S 1

Pain Assessment:  Pain: ClYes ETNo (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: ClYes  CINo  Score.......0..... (complete the Morse Fall Risk Assessment Sheet)

Riskof PressureSore: ClYes [INo Scoreid-.... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
CJ Mobility problem O Walking Problem CTNoAbnormalty Detected
O Developmental Delay 00 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

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

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Eftﬁ & Cooperative [ Restless O Depressed O Agitated [ Confused
LG RN esoosHy eSS

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status:  OSingle  OMfarred O Divorced 0 Widow
2, Special Habits:  Smoker: ClYes CINg™ & Alcohol Abuse: OlYes CONo—  Drug Abuse: [lYes [Hio

Social History: Lives With Q’wlﬂﬂ‘

Orientation has been given regarding the following aspects:

Call Bell in Reach : 41 Yes [J No Waste Disposal Explained: #1Yes ONo .
Infusion Pump:  Ces CINo Hand hygiene Explained: ETYes [ No O Others
Above information givento ................. ""Q““J‘ o i

o L Lt R L LT T T T P, - \ I .
Name of Person Orlentation was given to: .=~ 6\\‘”’%’\5“ ......... ¢

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

Nurse Signature: ........... g'

Nurse Name: .......... (g 5

Date & Time: (.95\(9“’[:’-"}‘&)&»»

Towstu
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Rai ;’? . Patient’'s Name:........c.cceuennrene. S—
diNbow =
Children’s | & Bi rthRight MRD NO: 0r BHAWASAHAIAM o heeeeeesese
Hospital . BY RAINBOW HOSPITALS i IR of Pl
N et 11T I HT ek
( PHLEBITIS ASSESSMENT J \Consultar.. PR e TP TTITT I T IS 111 11 L] O, J
CANNULA 1 CANNULA 2
Date : _?b / 6 b / Time: 8 306-?0 Date : Time:
Location : e G\Qﬂ;ﬂ ﬂt\C Location :
£k
Size : ’ A -~ L Size ; .
Cannula inserted by : N <0t L QQ‘ ( , ! | | _Cannula inserted by :
Date | Time |Phlebitis Inﬁltrationl g | sign | | Date | Time |Phiebitis [infitration prsng | sign
-
: qﬂ'ﬁ OYes 06T OYes 2o OYes ONo| OYes ONo
| b i ‘Nﬂ’“) OYes &fio | Dves &0 OYes ONo [ OYes ONo
1O |oves o6 | Coves o DOYes ONo | OIYes CNo
> OYes Ethte’lees o] OYes CINo | OYes ONo
I OYes €1NG | OYes NG| OYes ONo | OYes ONo
D [oves ons] oves ore OYes ONo| CYes ONo
OYes ONo {EYes Do OYes ONo | OYes CINo
|opr |OYes@N6 | Oves BN OYes ONo| OYes ONo
Pl ‘Q_;'Y-fl OYes CING | OYes 3o X OYes ONo| OYes ONo
y |oam |oves aooves B OYes ONo| OYes ONo
4 | Lpp |Oves OMo | Oves o OYes ONo| Cves ONo
V | A~ |Ovessfio|Oves oo % OYes CNo| CiYes ONo
@A [Oves NG| Dives @ivo| gpyww OYes ONo| CIYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
.~ OYes ONo | OYes ONo OYes ONo| OYes ONo
2 OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score; Phiebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137
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(_ PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size ; Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis Hnﬂltratlon Wrsing | sign | | pate | Time |Phiebitis Ilnﬂln'atlon Nursing | gjgn
Intervention Intervention
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | DYes ONo OYes ONo| OYes ONo 5_;\
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo!
OYes ONo | OYes ONo {Yes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONoj OYes CINo
OYes ONo | OYes ONo ; OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
COYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| CiYes ONo é
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo (Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes OINo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on |V medication.
I V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near V. | # Painnear V. Site | % Painalong pathof | % Pain along pathof | % Pain path of
site or slight redness # Erythema cannula ¥ Erythema | cannula # Erythema | cannula # Erythema
near 1.V site # Induration # Induration % Induration % Induration
# Palpable venous cord : m”:ﬂ" venous cord
| OBSERVE CANNULA | OBSERVE CANNULA O MoV :cgn;%’?r?sﬁm %%Ewwn %%u:%s Jrenove |
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PAIN ASSESSMENT FORM b el
pate | Time |PRSH| Location | Duration Acuity Character by sy Patient/ FafU¥ | ntervention Sign
C;,a J O Continuous | O Acue OSwp ODul | O incressing | ¥ Ves Alo pn
C‘?;\\, 4 A O (Y [ Intermittent | O3 Chronic [JAching [ Buming | O Decreasing | O No ' oo f_|
AL O Continuous | ClAcste | CIShap 0wl | 1 Increasing | (3 Yes- /i i
ob bbb 0[0 |NVC | 5 piormitent | Ovoric | £ Acting 0 Buming | 0 Decreasing | 03 Mo ]%%v
b [ Continvous | O] Acute OShap CIDul | O Increasing | £1 Yes ot | ¥ ) (B
W 3N &l | — | memitent | Octonc | DiAchiog C1Buming | O Decrasing | Do L%‘,Q[m*é’

A O conﬁ:ums OAclle | O Shap m— 0¥ | ZHaymae ﬂ_

.)Ij\fo]}% [9’?‘" [)[0 {I@{/ ittent | [J Chronic [CJ#Aching [ Burning ONo / .’R O#Z// | 67

v (w &pgﬂb\hﬂ Coniuous | O pele | DSap CDul | O increasing oS (M“AM %
o) op™ | | 4 b | @ semitent | B choric N DA 03 Buming | [ pefreasing | DNo @&Y% &
siohay | O Continuous _DlACute OShap DDul | O Increasing (g)ﬁ 5 : -
M | Su /\\\p @\cﬂx‘ﬁ 1 intermittent | O3 Chronic _[Aching [ Buming | T Decreasing | LI No Ezé?:?
| Q> O Contiuous | DGt ys(sm'l:wun O increasing | 6 | R
21 et | o Y itermitent | O Chvonc L izfAching £ Bumingl 1 Decreasing | 01 o s PN q
~ O Continuous | OJ Acute O Sharp [ Dull O Increasing Eﬁ Yt | -
o : |
NS et o[ (0 Wll O Intermittent | O Chronic | CJAching 01 Buming | O Decreasing o ,;%9%
O Continvous | [1 Acute OShp O0ul | O lncreasing | O Yes
[ Intermitient | O3 Chronic (1 Aching [ Bumning | [ Decreasing | [J No
[J Continuous | [J Acute 0 Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic D Aching [ Buming | [ Decreasing | [JNo
Re-assessment Frequency:
1. Every eight hours for al hospRakzed patents.

2. For pasi-surgical patients, patients with chyonic pain. patient with severe pain:
2)  Alleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prios 1o pain pan-relieving infervention. d)  Within 30 — 50 minuies zfter pain relief intervention.

Docu.No: RCH/FRM / CLINICAL / 152 (PTO)



9

PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Moath te 7 Years)

-
—
-
-
-
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3

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

mmm !ﬂh mmu

CATEGORY

SCORMG

1

z

Face

No Particular expression or smile

Occasional Grimace or Frown,
withdraw, Disoricnted

Frequent to constant frown,
quivenng chin, clenched jaw

Kicking, or legs brawn up

Legs Normal Position or Relaxed Uneasy, restiess, lense
B Laying quietly normal position, Squirming shitting tack and .
Activity moves easily forth, tense Rached. fight. o Jerking
Moans or whimpers occasional sleadily, screams of s0bs.
Cry No Cry (Awake or asieep) l:tl'lth:‘l( i mmﬂm
Reassured by occasional louching.
Comola?iﬁty Conte.f, relaxed mmmwn Difficult to console or comfort
- Nesasial Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment - Sedslien Hermal - Paia / Agitation
Criteria
-2 -1 L} 1 2
Crying No Cry with painl | Moans or cries wmmmqm:nmn High-plched or slent
Irritabliity stimul minimally with painful| irritable Intervals consolable | contisuous ery
‘ simuf iconsalable
Behavier Stale Ho'lmsdlnuq Arouses minimally 10 | Appropriate for Restiess, squinming | Arching, kicking constantly
No sportaneous Little spontaneous Arouses minimally / no
mavement movement {not sedated)
Facial Mouth Is lax Minkmal expression | Relaxed Appropriste | Any pain Bigression | Any pain expression
Expression | No expression with stimuii intermittent continual
[xiremiies | No grasp reflex Weak prasprefiex | Relaxed hands and | intermitient Continual clenched
Tane Faccid tone decreased muscie | feet clenched toes, fists | toes, fists, or finger
tone - | Normal Tone or finger splay splay
. Bodyisnottense | Body is tense
Vital Signs HR | No variabifity with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, O 820, | stimui variabity from normat for from basefine baseline, Sa0, less than or
Hypoventiationor | baseline with stimufi | gestational age Sa0, 76-85% with | equalio 75% with stimudation -
apnea stimulation - quick | slow recovery Out of sync or
E recovery fighting ventitator
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Your Fight tn 2 Sale Delivery

0 G e e Sty
a Ll sl t
Date: p05 *+ | “ 2T DG ONTD
Time:f a\ v D Py 8 u n
1. Compietely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 1
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 pasition without assistance. p— Q Dw
without assistance. to completely turn self indspendently. independently.
2. Chairfast : 3. Waolks occasionally: 4. All patients too young to ambulate;
At . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
The d Bedfas!
ﬂﬂx&%_ﬂn&% m‘oa_ana S.aou non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a f w
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every W
4 wheelchair.” shift in bed or chair, 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands. f
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or
sedation, OR, limited ability to feel

pain over most of the body surface.

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

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

ability to feel or communicate pain or
discomfort.

1. Constantly molst:

zo_wc,uﬂmwes Skin is kept moist almost constantly
skin Is exposed by perspiration, urine, drainage, etc.
to moisture Dampness is detected every time

patient is moved or turned.

2. Very moist:

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

3. Occaslonally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 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 to maximum
assistance in moving. Complete lifting

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

4. No apparent problem:
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 nx_
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 position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liguid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

or IVs for more than § days OR
albumin < 2.5 mg/dl OR never eats

which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|

provide adequate calories and minerals
for age OR eats over half of most meals.

calories for age. For example, eats
most of every meal. Never refuses a

Nutritional Usual a complete meal, Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. Jl
Protein intake inciudes 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.
Does not take a liquid dietary take a dietary supplement.
supplement,
1. Extremely Mﬁﬁwa_m_%au 2. Compromised: 3. Adequate: 4. Excellent
. Hypotensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may z ;
ﬁ&%ﬂmﬂhﬂﬂ: & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zwmu...omua?w_ 3%2_ mﬂ_._aua_“.__
does not physiologically tolerate < 10 mg/dl; capillary refill may be <10 mgydi; capillary refill may be > 95%; normal hgb; capillary re
position changes. > 2 seconds; serum pH s < 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

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

TOTAL SCORE
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
@ Regular Turning Schedule _ _
_ ® Enable as much activity as possible High density foam matress
15-18 At Risk © Protectthe heels Gel pads for high-risk areas
® Use pressure redistribution surfaces ;
® Manage moisture, friction and shear Alterating 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 e o
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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Support Serfaces
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
- . ‘ 1o altered mability, consider ocwpaﬁm_!ha;apy 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 Alternating pressure matress overlay
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients -
1o Mok sk Position patient at 30 degree lateral incline using foam wed Gl s o -k e
sition patie 0 eral incli ng wedges fing prESSUNe y
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 Alfternating 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

R —

e —
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Children’s | = BirthRight
AT . Hospital .m?n
_ Morse Fall Risk Assessment Form R vt e Four it S e
N .
Date / Ti Lo
Choose Highest Applicable Score from each Category e/ Time ,’267{9/25 L \ Dé' { ‘Q ]%‘ Fall Risk Grading
Score DWW
T
History of Falling Yes 25
(immediately or w/in 3 months) No 0 6 ) © Risk Level Morst:;:lsl')Score Action
Secondary Diagnosis Yes 15 o
(more than one diagnosis) No 0 1) O o
i 30
' Furniture Low Risk 0-24 I?tandﬂ[id Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 o %)
Yes 20
IV / Heparin Lock or Saline Ne = 20 Implement
s £ 0 Moderate Risk | 25 - 50 Moderaty Fal
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10 L [f\j
i C/
Normal /On Bed Rest /immobile 0 b Implement High
Forgets limitations 15 P— Risk Fall
Mental Status .g = D High Risk =91 Prevention
Oriented to own ability 0 b &) intsrvertion
Total Morse Fall Scale Score: D) 9 20
Signature ﬁ(‘qﬁ; g‘%}/@ M,
o

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[J Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
[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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1 "l'\a(ﬁm\lll\\l\\\\l\\ll\\\l\\ Morse Fall Risk Assessment Form RO | TR

Your Right to a Safe Delivery

Date / Time 624
Choose Highest Applicable Score from each Category / Qm“ q };H ‘ Fall Risk Grading
Score gr)H AN
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Q ) Risk Level Mors?r::g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 © o
Furniture 30 Standard Fall
) Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yi 20 2o
IV / Heparin Lock or Saline Nes 5 22 Implement
0 Moderate Risk | 25 - 50 Madarata Fas
Impaired 20 rrevermon
. n nti
GAIT / Transferring Weak (uses touch for balance) 10 10 Yo N—
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 o Risk Fall
Mental Status High Risk 251 i
Oriented to own ability 0 0\ ) Eﬁiﬁggggn
Total Morse Fall Scale Score: Zq 20
Signature ' N G %.‘
oy
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
[J Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [J Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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INFORMED CONSENT FOR VAGINAL BIRTH [[IIVIIIIIIIN ===

Patient Name : .... X0 %Mq, ...................................... WD N coiiisssiasiaansiiasasaiinissssssissiosiosnsiniadiass

Gender: CIMale [Fomale Date)B)E\E-E Time : ... L2520 0N0.......

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

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

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

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

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

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

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

Name of the Doctor performing the procedure: ....D\“...P.msi&ci.bmshl.m: ................................................................

Consentee : Patient Attendant :

Signature : . Signature : ...

Name : 1 T

Date & Time %H’P'L .............................. Relationship with Patient: w.b\uo.rd\
DECE [ T-ESNG-2 S5 -2 S —

Wiitnass : Doctor (who is taking the consent) :

BIONANIIBY. ... o rcccemmssnssimmmimsmas i

SIgNAtIN § R NP s

NI & et ceeeteseesreessesssssesessnsrnssassesssnsessreensenns T 3. ST... Q! [ !

Date & TIME & ooveiiieiiivieiieceeerrseessesssnssssssassnssnes Date & Time © ..... 2&’&\2& T 2.:::9—01.-

Docu. No. : RCH /FRM / CLINICAL / 028







E———— PR

N

el

Guc_uungmz 'IP'ISMI’E‘W? R . b:'-wn

Dr. BHAVYA SAHAJAM al_n o z . -

Tl | davawed e Children’s & BirthRight

Dr PRNAnHM!SHNIs Hos pital BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

(TR
INDUCTION OF LABOR CONSENT

Name: DY%\'\MQ Age:.B.é.‘........ Gender: Male Femala-/

T T AU 2 N o ¥ A—

You are scheduled for an induction of fabor on zL\b\?«G .............. (date) at...... 2 5 o5 D 1. (weeks of gestation).
2P0\,

The reason for your induction s %MM\B?WS‘)\’QMHVB\%hL\Y.s.\Tm%@m:.’c.}ah

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

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or

) fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does nothave complications dueto possible prematurity.

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

| understand the risks and benefits of this procedure and wishto proceed.

Patient Patient Attendant:

S T (T LY vt 2 8 erre e EEREREEE L - o

l

Name: ..o PP LSRR, WResn | aseset e

Date & Time: Relationship with Patient: B T W A
Date & Time: ........... 23)"’ 25 .................................

Doctor: Witness

Signature: ....... i\g ..................................................... SIGNALUIES .vvvvsesssnesssssssssesssammrsssssessssasms st

LR o
NAME: wevrerecereees D ADBAD s NAMIB +ocvisvessesseseesesssareemassssssiiesinsinssssensssessasssssssassssssaneyes
Date & TIME: ..ooreres? - T [ 3 S — O 1 T

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







J

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

lz CONSENT FORM FOR
chieon: | @ BirthRight | GENERAL / REGIONAL
Hospital _ | @um=mems | ANAFGTHESIA / MAC

Patient Name : ........ ﬂfﬁww ........................................ Age : 3\9}{{4

Gender: MO FE - IPNO:..ovcincemesneesinssesessninsens Consultant:.......&4. ... BRu,ochaitbrnt
Ward /Bed No. : ... Anaesthesiologist : ........... V.. &% W

Operative procedure planned: .................. afa.@rwraw Maﬂ?ﬁuq

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension O Diabetes mellitus O Flenﬁ failure

O Hepatic disorders O Shock O Multiple organ failure [ Polytrauma/RTA
O IncapacitatingCOPD I Others:. i eoTonSton / BRADN.LHRD. A1 / (oY m.v}(
DOMMBNES  uciosisisssinsiissmmsvsiansaisionscasoissiidbivosisusssmsmmupr s bamss ios oJ}PH

» Doctortodocumentin medical record also if necessary (Cross-outif not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon rne | my patient
NEELDG .@»H‘ﬁ‘“}’ﬁ Lpatip@bove mentioned operanonIDlagnostlciThe.raﬁmcprocedures
A ARONK L ERN T ..... AATL BES e

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

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

CIN : UB5110 TG1988 PTC029914 - www.rainbowhospitals.in




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

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

]

| authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

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

lunderstand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
Iherwilladministe_r:;il\xnesthesia. .

Pregnant: es ONo
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

QO

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

Patient / Patient Attendant : Witness :

Signature : M* Signature : e R —

Name : v ﬁ\awgolt Name : S ie ST COBMILS
Relationship with Patient: ....... Date & Time : &/6/&.@ .............. 2

Date & Time: »25/{;,/244 o
Doctor (who is taking the consent) : ‘ ' -
Signature"ﬂ....ﬂg MM B i

Name : DR .. Ak btk laL e

Date & Time : 3.31&}24 ......... Y RN

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Department of Anaesthesiology Eﬁ:'&gﬁ; & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .%"—“

Name: sMu ., MM%,, R 6@;& oo UHID.NO:
Date: .... }‘0\]/1. .. Time: ......8:.20@w\.. Proposed Operation: .. &MW

Diagnosis: G‘LPTLI} W o %
BP/CRT: ]14)... HR: ....94 [Weight .5 lt} ASA Physical Status: O 1 o/ 03 o4 o5
i

Laboratory Data:

Hob: ll-qg /. Glucose: .... MR . = O HV: oo, g ............. X-Ray
=i Urea: ......... A HBSAg: ...\y....om. ECG: .......{.... b
wee: .. 42.0 Total Bl o HOV: o i S 73@
Plate: .. Ry 2. 57| 331 ST Sioodumup:‘.‘..ﬂ'?rvt Stress/Anglo: ...
PT: oo LDH: ... R g OMNEE: .o
PTT: o KR s AR ¢ 22 H'bﬂ-, gs Bl /
3 e AMYIASE: v TSH.0y5 3o

[ S SGOT/SGPT: .............. Allergies R
Medical History: ~ CVS:
RESP: NS~ 4 g | et et . Diabetes :
CNS : I J VR
Renal :
Hepatic / GE : e j 2 | i U\ En‘ysical Activity: (Q) Cons e ¢t
Others 3—, A . o
Past Anaesthetic History: - C ‘

ol
L™ |

Physical Eam: @) () .y, y

Rirway: Q@ MP 1@!4 Mouth Opening: s Memmm Distance: Neck: Teeﬂ'n:! ﬂl tag
Lungs: 3 i Al e

’3!1_ NVRS 4
Heart: S‘g_‘ e
}on 4o

CNS: g P D

Pregnant: ZYes CINo CINA Venous Access Site : Spine Exam for regional |
3% z

Anaesthetic Plan: CIMAC g}ﬁouu CIGA-ETT [JLMA " @

Peri-Operative Plan Explained to the Patient: lﬂ{ o No

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

Water / ORS 2 Hours
2. NILORAL<T]

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

Signature: J ‘ﬁgﬁ\"\’

ol 8 Name: ..,D.Q.,.Qg}w'.w..‘, B e

Docu. No. : RCH /FRM / CLINICAL / 044
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Rainbow”®
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Patient Stick Children’s Bll'tthght
e i ANAESTHES'A CHART Hospital BY RAINBOW HOSPITALS
- . T smes 2 o ) trese the Mete. Your Right toa SfBeiery
Pre Induction Assessment:
Change in Patient Condition: OYes ONo . . Fasting Status: . - T
Physical Status: Patient Identified O Consent Present O Chart Reviewed
HR: [ B.P/CRT: [ Sp0,: | RR: | Last Feed:
PIE-OP DIAGNOSIS: vvvvvovvooecevverereerenss eessssesssinssesssas OPBIAYION: .vvvovo oo i 1 ——
SUIGEOM: <.ereorecoeeresorensserereessrernrrsessenieessseers ANAESNESIOIOQISE wrovvecreros e TECRNICIAN: ...sveevveeervicrneanrenens
TIME |
N,0 IAIR 10, LPM | .
HALO /SO /SEVO Antivigc
Drugs
- W] - Suppostory
] Biood Loss
70, / 530,
£1C0,
6 0 Cil A
Urine Output HOTES
E
2
P 240
v Sysioic 220
A Diastolic
X Mean 200
* . Heart Rate 180 ;' )
Tourrague! on Time
Toummquet off Thme 160
140
Treoat Pack
Thoat Pack Out 120 =
100
80
g ; 60 -
40
¥ 20
10
0 : :
| A%G
LAB Values
' ES
Opers
[0 Equipment Checked and Temp: Induction Regional:
Functional O HME O PFuid Warmer aw O inha! Extremity Speelys s
O sp O Cling Film [0 OH Warmer O Pre 0. iml [ Spinal [ Epidural [ Caudal
O Cufi Site: [ Huoger's O Cotton Woo! O Others Others: ...
Art Site: . .
g e ::ad 0O Otner O Mask 0 5G4 PRI - il e
O TempSie Times: [ Airway O oral O Nasal Site: ..
O o F.T T T — ETT# e @ .. tm Needie SZE: ...oioivmsann: DEPUT i
o M;mum OF SEAML oo veesiecnsenecsnrreseeeen O Ol DNasal DCnﬂ Parasthesia [JYes [INe
O Pulse Oximeter DR B o M O Tracheostomy [J Topical Catheter 2t SKif ......ooocccomr €M
O Capnograph 1700 ——— B DG —imsssmsmamssrms Drug Name & Cont: ...
0O Ventdator Anaesthesia: O Awake O Direct Vision Boiws:
O Nerve Sumulator 0O Ga [ Video Laryngoscopy [ Stylette / Bougee Intysion:
[ Monitored Anaesthesia Care [ Fiveroptic BIOCK LEVEL ..opoccscsmrrrsrrroncre
Pesition: O Regonal Blade# ATEMPIS: ... Conierts:
O Pressure Points Checked Ditficutty Why? i ;
Line (Size & Location) Transportation to
Eye Care: Ty e —— . ) Bilat = BS Opacu  Oicu 0 Other
L1 Ot O Semi-Closed Circle Repnt Revgrsed  CYes, O OINA
0O Tape A )
O Padding g g‘::ﬂclfﬁb ot ' i Name of the DOCHOF i.v..burro
O Awake Signature of the DOCION =...cvoev.

@ @

S — S —— T s el

C
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Patient Sticker

PUST—A;JAESTHESIA CARE UNIT RECORD

‘&;Vé
Rainbow® . o
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

D

J

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Received N PACUDY < .o, Time Received : ..............cccco....o.....  Time Discharged - ........................
250 250 | v Cannula Site -
220 240
w 230 230 | [0, Mask [ Nasal Prongs
= = 2291 O racheostomy O T-Piece
2 200 200 | O Oral Airway [ Nasal Alrway
o o 190 120
g 180 180
S 170 170 | Vomiting : OYes ONo Drug: .
- :g :: NG Tube : OvYes ONo
v 140 140 | Drain: O Yes CONo
130 130
A 120 | Urinary Catheter: [J Yes [ No
] ::1!; :;2 Chest Tube: OYes ONo
= 50 90
e 89 30 Nil Oral OYes ONo
) 70 70 7
= 80 50 IV Fluids:
[75] 50 50 Oral FERAS. . et
& a0 40
30 30
4 20 20
10 10
1] 1]
SPO,
POST ANAESTHESIA SCORE WENUTES
(Modified Akeete Scare) IN 30 160 1 %0 out SCORING INTERPRETATION
o fe ot S RN A Minimum Total Score of 8 is Required for
Able to move 0 ertremitles voluntary o on command = Discharge
Able 19 M.;l::'ha & cough frealy =
Dyspnea or breathi =1 RESPIRATI)!
| Aoneic. - =0 gy Exceptions to this, are to be explained in the
R . =¥ omcmio space below by the Discharging Physician:
BP = 50 of Pre Anagsthetic leve =0
Fully awike =2
Arqusable on calling =1 CONSCIOUSNESS
Nt responding =0
[ =2
Pale, dusky, biotchy. @undiced. other =1 COLDR
Canatic =i
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
i
Pain Tool Used: CONPASS CIFLACC O Wong Baker I NPS Reassessment Frequency:

1 Every eight hours for all hospitalized patients
2 For post surgical patient, patient with chronic pam. patient with severe pain
a. Every 2 hours for first 24 hours
b After 24 hours every 4 hours
[ Prior to pain reliving intervention
d With in 30-60 minutes after pan relief nfervention

Transferred to Unit by (PACU):

DMOB TN .c.cosiisiatisisiiimen e
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Rainbow* " i e
| Patient Sticker J Children’s ‘Bll’tthght

Hospital gy RAIE0W HOSPITALS

It takes 2 ot 1o treat the e, Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: .26/&/216 Time: ....8 4Tk, Procedure done by I S =S 1 - L. O ———
CSE /Spinal/Epidural Position rg...!.IT..f.t{‘:j Space LJLL, Techniqu L (LORIL 1) [
Depth: ’gC‘{h Catheter at Skin: IZ«CM Attempts © ........ /) ..........................................

T LT R (oL I (s [ ——— R

Solution Composition : ... Q.- a5 \QQEWUQRQ» ....................................................................................... »

Any other issues :

. Infusion Rate Level Maternal
Time | (myhe | BOUS(M) | pen might [ BP |Puise| T e

Delivery Details : ~ Time & ......ccooovvnnnnne APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter RemOVEd by N0 THP INSPECLEA I ....ovuumerussmeessserermsiaessimsss bbb s

PABIENIL SAUSTACTON © ..o vvrveomeereessssesssnrassesssnsssesss astssssmessssshsssoE8E e ¥ EEL SRR RS0

Discharge /Shifting ordered by
DOCOr SIGNAIUIE: L.ovooeeeccenns e
OOCIOR NAIME: .....ovevsiesssiscssssasisasiinessstonsassnamnsresssnsaroarsssonss

!

Date AN TN & cuvoveeiicsiirerioresireceessmsasssrasansas s saaess e

T g T ""-'I"f'

e

o i

|

e e
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Dr. BHAVYA SAHAJA M Rainbow” . R
P RTOGRAPH 11n4-mo wruun G Children’s ] BirthRight
i "V rospial _ | @z
——_ LABOUR - (" INTRA PARTUM COMPLICATION }——
Labour; ([ Spont M—PGH [JE2 [OJOthers Maternal: HVome [ Pyrexia OHTN O Others
Indications for 10L-Accel: [ None Eﬁxwocin Liquor: [JAdequate O0ligo OPely /Gf(ﬁar
Memb. Repture Type: 1 SROM O PROM _AARM OBlood C1Meconium O Cord: ,S“rv?}(e.!qc.),
_ _ dVasound Hé
Presentation: D)de/r?ex O Breech O Others Shoulder Dystocia: [ Yes D«Nﬁ
- |
—( DELWERYDETALS ____ F—— 11— STAGE Il Y
Anesthesia: [J None P/Eﬁ’tdural Placenta: Eaﬁt;rmal O Abnormal O RPClots
Non-epi: okl O Spinal O General zlch O Retained O MRP
4 1) i O i [IND
Del. Type: D’S/\!?J [ Asst. Breech O Twins i e L ne
LACETALIONS: ..voveevisierrereiresescseimn s ss s
AVD: O Outlet  OJLow Forceps [ Ventouse
01 Trails of Forceps Cervical: .. a
INAICAtIONS: .. .. ovnireeneencinminsruerrern e anneesnanaes Perineal: ..... EPJS?\() 'n‘)l"(b\j
Application, LOCKING & Traction: ........ccovvinesveseneene ORRETS: oovoveeisevesseressesressssssssemsbssasars s s s s
Duration of Instrumentation: ..........oocoveieieiniiess Prophylaxis: @/ Hocir{u\n)' Prostodin
NO. OF PUIIS: .o ieveeeveereeunirrmnesressmasiisstaasssnnnee
! e Blood LoSS: .......... 280 J .............................................
Catherised : &Yes O No s "
2 1 TEY11 | b e e e
Type: —D/ F}leys O Plain pad Transiusion
Perineum : I Intact B/Eﬂisiotomy 0 Tear Other Details (lfam\tr)‘N
Suture Material Used: &;.P\CJ ‘r’i"(‘j\ N Reactal EXamination; ... oy VO R i sssniisismsssisussstan
(" DURATIONOFLABOUR | —{ BABY DETAILS O
1st Stage: ............ % m ........................................ Gender: B I
2nd Stage: ............... R P S Weight: 3}}3)“\.@r
3rd Stage: ..o SV rrseisesrreseeee | | APGAR: - T |- T
Duration of Active PUSRING: .........oocovmmmrirmmmcmmminniienss Date and Time of Delivery: . Q!"] o 2024195334
TR 1| ———— Y | L O O p"“}ﬁﬁl hoashan....
LW Sister: .....cccoovveirennns
Docu. No. : RCH /FRM / CLINICAL / 143 (RT.0.)
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PARTOGRAPH

Fa : ,
Name: %"%L‘Mlj“ N Obstetrics Formula: L«;}lf;L; Blood Group Type: Apailhve
Memb. Ruptured:  SROM PROM [ \@ Risk Factors: ...N1.].

0 1 2 3 4 3 6 7 8 9 10 ik} 12 13 14 15 16 17 18 19 20 21 22 23 24
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Fetal Heart e 170
160
150

Maternal I 10
Bp 120§
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100

Maternal %
Pulse 80
70
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Time

Signature

Fitths Palpable
Moulding / Caput

Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

~ Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis
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Record of Labor:
Maternal Condition:
Fetal Condition:
Progress of Labor;

Management: TINBY coaniiitiisivissmmnes SIgNAIUME: ..o

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management: TIMES s BIGIAIIIGS s e man et

Maternal Condition:
Fetal Condition:
Progress of Labor:

M : .
afageEn TIME: wovveverevrerreresererensnvererenee SIGNAIUIEL 1vvrseis s cereseaesreereeseesserens

Maternal Condition:
Fetal Condition:
Progress of Labor:

WEnagRTS: Time! sosammanmmanimes - DIGNRIIIL mrnaiimmmiis e

Maternal Condition:
Fetal Condition;
Progress of Labor;
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S e Rambow’ | @ pirthRight
LTI T Q\% URINARY CATHETER BUNDLE GHECK LIST S| W it

Date of Insertion: ........ ‘26{6% _ Dlate[gf RBMONIE: .o covomsserassmeminions
Parameters Date Shift Time |2 .
Need for the Catheter B‘Yeg .L'_;No OYes ONo | OYes CINo | OYes ONo | OYes ONo | OYes CINo | OYes CINo
Hand Hygiene : ﬂ/Yes ONo | OYes ONo | OYes OONo | OYes CONo | OYes TINo | OYes ONo | OYes O No
Usage of Sterile Equipment Eﬁef ONo | OYes ONo |- OYes CONo | OYes CONo | OYes CINo | OYes CONo | O Yes ONo
Is the Collection bag below the level of bladder E{ei E] No | OYes ONo | OYes OONo | OYes CINo | OYes O No | OYes OONo | OYes ONo
Check the Tube for Gbsiruciion (Free of Kinking) qus ONo | OYes ONo | OYes O No | OYes ONo OYes ONo | OYes ONo | OYes O I‘io
Is Catheter dated as policy ﬁf}s_ ONo | OYes ONo | OYes CINo | CYes CINo P)é ONo | OYes ONo | OYes ONo.
Collecting bag is been emptied regularly? ﬁ Yes ONo | OYes ONo | OYes OINo EIY(& O H( OYes OONo [ OYes ONo | OYes CINo
Maintenance of closed system for the catheter ? E(Y;v- ONo | OYes ONo | OYes _ONeg @Ngs“ ONo | OYes ONo | OYes CONo | OYes OINo
Dressing clean and dry? E?/Yes ONo | OYes ONo Dﬁs% OYes CONo | OYes ONo | OYes CINo | OYes CINo
Is the line removed as Policy? U%sfﬂ No | OYes ghlo//ElYes ONo | OYes ONo | OYes ONo | OYes ONo | OYes ONo
Performance of Perineal Care | E’ﬁs DNol DYe; ONo | OYes ONo | DYes CINo | OYes ONo | OYes ONo | OYes OINo
Onset of New Fever OYes ?\(a OYes ONo | OYes ONo | OYes ONo | OYes CONo | OYes CONo | OYes OINo
Asses for the leakage at the site of insertion [El«\‘éDNo OYes ONo | OYes ONo | OYes ONo | OYes OONo | OYes ONo | OYes ONo
Name of the Nurse ‘dv wa};}@}
Signature of the Nurse QE@*( ’

Docu. No. : RCH /FRM / CLINICAL / 114
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUTE 1 21

Date:..... P ..

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 thrombopbhilia (no VTE) 1
Age (=35 years) f 1
Dbesity 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 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
dppendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Gurrent systemic infection 1
Immobility, dehydration * 1
Total 1 A

Signature of the Nurse /gfw

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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Rainbow"® . S
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot Lo reat the litde. Your Right to a Sale Delivery

= 17 num 3BY2MID (F)
ADHARSHINI S M Date & Time of Admission Date & Time of Transfer Order -
"V o ok al bl abab ke
Treating Consultant Name Transfer Ordered by . Reason for Transfer
* (QLAJL;,; e - pl2slo 10 Fadtor Jrestren
e |
From Unit To Unit Information to Attendant
e O RN pleos YesT]  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

\ ’Cb T Ca over to attendant
DK (< Yes (] No |Z|/
. If yes, what ?
Medications / Consumables / Surgicals / Hand over

'SL.No. item Name Quantity
| 1.

2.

3

4.
| 5.

Shifftn_g Summary / Notes Written by Doctor :

Yes[] No[]

Name & Signature of Persow

SMoh

Name of Person Ordered Transfer

e Malabe,

Patient & Clinical Records Received by : /@),%;9,

Date & Time of Patient Received :

bb q@f‘(’”

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

[] Unavailable Bed

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

[] Nurse not Available

[] Available Bed not ready
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Rainbow® . -
cﬁli'lldr?z\:’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital | RN
" Patient Name S:_élHlﬁ No. Date & Time of Admission Date & Time of Transfer Order
(1 Bhauau ahaja - _—
) ! Jbl4120 ¢ 8154
v ooiac beagine . Couc 9% Y{s]lé e Liuo put bl )
Treating Consultant Name Transfer Ordered by Reason for Transfer
ol i i D Ak Ao, A
‘Tme Unit To Unit Information to Attendant
5:1 "\-—-f—'[aﬂ’ H[Q;..( Yﬁg No[]

Number of Sheets in Clinical File Number of Imaging Films

Personal belongings including
clinical documents. If any handed

ﬁ - JIQ‘ over to attendant
P e Gy ~ o YesCl— No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
&
3.
4.
8
Shﬂ‘ﬁng Summary / Notes Written by Doctor : Ye‘s)Zf No[]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
_Q;OU"’JO Q3ug M A e
Patient & Clinical Records Received by :
z{ o 0\6”"’
Hpe—

Date & Time of Patient Received

If the transfer order time & Completion time is more than 30 minutes,

please tick the reason mentioned below :

[J Unavailable Bed [] Nurse not Available

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

(] Available Bed not ready
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Chitdrens | @ BirthRight
PATIENT TRANCEEG FORN Hospital _ | ) mewmersius
GUC-00093092 AM“’“M“‘”
?:-:m\;:k”m:‘""“ m Date & Tipap of Admission Date & Time of Transfer Order
Or. PRIYADHARSHINI S M ( 1
(AR o5\ Uodpm, |2t lphe o FY -
Treating Consultant Name Transfer Ordered by Reason for Transfer
- gt dhoshli - stugaladnl B tane '
From Unit ) To Unit Information to Attendant
R “Jo 3 Y[~ M)
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
o over to attendant
@ + :DP ‘erL o Yes [] W
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ftem N:}mc—x\\ Quantity
Ll T teve W | V)
2 | T .pm o)
1 £
3. 1. L O = MR
4 \endon B TN m—%jg}
3 W Sl ~ I .

Shifting Summary / Notes Written by Doctor:  Yés [j/ No

T2 - 49 uyaloksh9

Name & Signature of Person who is Transferring

TR Fition

Name of Person Ordered Transfer

™ . Dy u\dagcdnghns

Patient & Clinical Records Received by :

o)
Q™

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes,

-

gf"\/%% :cgm ‘

please tick the reason mentioned below :

[J Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

(] Nurse not Available

(] Available Bed not ready
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1t takis 3 kot to treat the Itde. Your Right to 2 Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

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

CA | —————————— L S

3. Nipple condition:
\EX a. Nipple well formed

A O b. Flat nipple
| O c. Inverted nipple

‘ O d. Short nipple

4. Milk flow:

m/a. Good

O b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
00 a. Baby goes to the breast
b. Mother always sits with a back support
0O . Ear-shoulder-hip should be in a straight line
O  d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

\ Docu. No. ; RCH /FRM / CLINICAL / 080 PT.0




6. Was the position explained:

\Z a.VYes
O b No

7. For Caesarian mothers: N‘H
O  a. Mother is required sit and feed from the 4th feed
0 b. Please explain football hold

8. NICU admission: ~ n
O a Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional NOES: ....co.ovvevvrre e,

Continuity of Care: Date: DJ‘},EM \

-2 o
-2
T—2
g« )
g =

l
i
winlrss

Handover given by ED*SO(WLOCW Handover taken by

Signature .................... @\Q@M/Ar .............. SIGNAtUre ...ovvvvvverere
.

Date & Time: a&,[bDLDM Date & Time: Q&L/éfgb@r[pf%‘




