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UHIDN:... %l(ﬂf . IPNo: @bf 5'{0 . Consultant: . % mamn%ept ............ L@? .........
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PROCEDURE

Signature
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Order No.
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ANY OTHER INFORMATION:
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_ Date: Qﬂgft’hﬁ?)/tb

Time: mm
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Staff Nurse
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Shift / Ward

Billing Assistant

Billing Supervisor
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Preparation of
Discharge Summa ry
Finalization of
discharge summa ry
Transfer of file from )
Ward to Billing Dept
Bill Processing {
Audit Clearance I

Billing Clearance

Physical Clearance /
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BED SIDE CHECK LisT FOR NURSES
Date: \b
Doctor's Orders %
Carried oyt or not Y
Bed Side

Structured Handover done
IV Site

Central Lines

N
{q.ﬂ

Arterial Lines
)

Feeding Catheter N D
Urinary Catheter N
Skin Care

%
Eye Care

Mouth Care lgbﬁ

U
Suction Bottie (Should be clean & empty) M
Intubation Tray

Emergency Tray
L.oaded Syringes with Midazofam
Vecuronium and Flugh

N 2
Ampoules of Adrenaline

) Ventilator Tubing, (Any Water Blood)| N
Humidification NP
Check alf Infusion N
Lab abelling, Correct Preparaﬁon)

Chest Physio & Neh

Handed Over By Name : P

Sterillum Bottle, Stathoscope

Signature - “/G’ y

Date & Time:

—

Hand Over Taken By Name :

Signature ;

Date & Time:
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Rainbow Children's Hospital - Guindy

Ra[n bo w “ Door No.157 1o 160, Anna Salai, Guindy, Guindy ,Chennaj Tamil Nady, INDIA 600015,
Children’s i TEL NO :044-40122444
Hospital = ¢ WEB : https://rainbowhcspita!s‘r'n

Rainbow

ADMISSION SHEET
e

Registration Details - ] lHlIlHIJlIllllllHn'll Wi

Admission No : IP18-00036156 Admit Date - 24-Jun-2026 Admit Time 1 01:56 AM UHID : GUC-00081088

Patient Details -

Patient Name : Mrs HARIN| DEVIR Age '30Y9Msp
Guardian © ROHIN KUMAR G s DoB © 19-09-1995
Gender  Female Religion

Occupation d Martia| Status

Address (H) : OLD NO.4, NEW NO, 11 VANIER STREET, Phone No © 9626643427

WEST SAIDAPET Séidhapet North Chennai ,
Tamil Nadu INDIA 60001 E-mail - No@emaiL.com

o—
Admission Details :

Bed Type : Micu Bed No - MICU 802 Ward Name 1 8F-0T COMPLEX
Room No - MICU 802 Admission Type : First Visit

Contact Details -
Name : ROHIN KUMAR G s Relationship ' Husbangd
Contact Address . o py NO.4, NEW NO. 11, vanier STREET,  PhoneNo . 95402 54 %)y

WEST SAIDAPET Saidhapet North Chennai
Tamil Nady INDIA 600015
QQJ

Signature

@

Doctor Details :

Doctor Name + Dr. MATHANG| RAJAGOF’ALAN Specialisation  OBSTETRICS AND GYNECOLOGY

Referral Doctor . ggif Phone No

Co-Consultant

Payment Details - Deposit Amount 1 7000.00

Payment Mode : Cash Payor Name © SELFPAY
———
ted Date / Time : 24/06/2026 01:56 Printed By : 015040 Page 1 of 2
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Ral:n bOW' . ; ; i, Gui ¥, Guindy .Chennaj Tamil Nadu, INDIA 600015,
Children's i : 444
Hospital ey

Rainbow

WEB : https://'rainbowhospfl‘als‘fn

T i1
Patient Name: Mrs HARIN| DEVIR Age : 30Yoms D
IP No: IP18-00036156 Sex: Female
Consultant: Dr, MATHANG| RAJAGOPALAN Ward/Bed No: 8F-OoT COMFLEX!MICU 802

"' am aware that during the Patient care it js inevitable that certain re-useable €quipment shal be re-useq after sterilization
and disinfection. | am informed that the hospita] assures maximum level of Precaution ang Care in Sterilizing ang dfsfnfecting

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
ay 200/- Rs.

c!eﬁnce. In|case of fa ng the submission, I'will p
(RE vers Signature‘:&_—, ........ )

3 IP Guide book has been given to me and | haye been explained aboyt the Hospitals rules and policies,
4 Financial and billing counseling-has been done to me.
Signature of PaﬁentfRen'ative:

Name: (Qea My ATV TSN Patient Address:
OLD NO.4, NEW NO. 11, VANIER
Relationship: H\J&BM ; ;

r— \ North Chennaj Tamil Nady INDIA
ate: 9 F\'L:b (}& . Tiogs  @ifs 5‘69\,\ 600015
Vittness Name: P. \_T.Lqu\q*—mﬁ *S‘Qﬁ\l—e?\'\)
ittness Signature: @ \_\\ ]

- : Page 2 of 2
ed Date / Time : 24/08/2026 01:56 Printed By : 015040
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Re_l?qﬁt‘_rbldanl Name
e
|1 Self’ Atten ant Sj
| Phone Number ;

ﬂjiﬁl;ggygg: - Bed charges wijj be calculated based op 12PM to 12PM checkouyt, Settlement post 12pM, room rent
Will be charged for half day extrq & post 6PM, it wil) be charged for full day, [ egs than 24 hoyrs stay will be considered
as one day,

Ve of Bed, Nursing, Consultation Charges ang all other charges, [ike Diet, Invastigations, IP or Op
Pmcedures, Equr’pment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection

5% GST Charges applicable op Mmore than INR 5,000/~ Beg Charges which was effective from 18.07.2022 4 per the GST
Council,

As per the G.O.I. guidelines, we can collect Rg 1,99,999,. only in cash mode, balapnce patient cap Pay through
Credit Card/ Debit Cargy NEFT / RTGS / Demangd Draft and Online Payment.

In the eveny of TPA / Cashless denial op approval pet received dye (o any reason then hospital tarifr will pe
applicable and any discount or special rates given to TPA's / Corporate won'y Yeapplicable.

If the Surgery/ Procedures performed ip emergency hoyrs (SPM-GAMJ. Public Holiday ang on Sunday wijj| be
charged 300, extra,

Asst. Surgeon and Anesthetjst Charges wi)j be charged 30% on the Surgeon Charges,

Admission i be done according to the warq Category chosen by the patient; charges wil] pe applicable a5 per the ward
Category, Al charges vary as per Room category, except Pharmacy ang consumables,

Patient ! Guardian Self Attested Government 1p proof js Mandatory tq submit at the admission.
IPA/Insurance Pmcess:’ng Fee applicape forall Insurance Cases,
Inour hospita there is "No Discounts Policy", Kindly Co-operate,

No Duplicate/ Second €opy of OP or IP pjj) will be issyed.

In case the patient g shifted from lower category to higher category, all the charges [jke consultant visjts,
investigations, Operations ang Procedures ete. from the date of admissjon will be charged according to the higher
Category,

IT the patient js shifted to the ICU, the attendant shoy|lqg vacate the room, |f the attender Occupies the room, it will pe
charged as per dual OCCupancy,

For Non - Medicals. I)isposab!cs. Ct)nsumabfes. Infusion Pump, Taxes, Impfanrs, HIv/ HbsAg. Medical Records,
Insurance Processjng Fee. Double Occupancy and Registration harges, Erc., credit cannot pe extended, Thege items are
not payable 1o ys ag per insurance company normg (Depends on the TPA/Insurance Co. T&C),

Difference, ifany between the final bjj| amount arid amoyng permitted / approyeq by the TPA or total bill amoynt i case
of dehial from TPA, has to pe paid by the patient,

Two attendans are permitted with patients in Deluxe, Private Rooms and only ope js permitted in the rest of the
categories of rooms, No attendant is permitted in ICU?,

All the refunds more than Rs.5,000,- Will be refunded through NEFT Within 7 Bank working days,

Patien| altendant can colject for fnterimfpm\rlsmnal b i illi

shall be based on the acknowledged services in HJs,
actual update taken on the day of discharge, It js requested thay Patients/attendans enquire daily aboy the bill amoun;
from billing section and pay the Outstanding as on th day. You are equested to clear Your outstanding amoynt on daily
basis before |2 PM. Patient bill Outstanding should not pe increase more than 10,000,.

I'have attendeq the Financia| Counsc”ing desk & understood the EXpected costs & other conditions g
case, the TPA/Insurance Company rejects the clajm fo i
promise to settle the claim with the hospital as per Hospj

N - .

—_— ———— ——

RCH/GDY/FRM/CLIN ICAL/426
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IP ADMISSION SHEET FOR OBSTETRICS - T
Presenting Complaints M 30(%)g ¢ ep: 7 (7[26

5! Obststric Formpul:} 9y ::nstrual History: Hegl;l:(r: lia;es fl” N(; .
Obstetrc Hostory: stetric Examination a g¥s |

G;, s pp ) OI CDQQ’_-‘,'PL,“DQ

A o  Present Pregnancy Recorg:
J Bl NT 1A YT low sk
23[213{31 QMNGJA_{ Sean - Q{o i Rl -Ank
S0P ¢. Yy
f RISK FACTORS:
Bvest XaYys
‘ Hypo}éjro:d 5N )

T Thyronoxm 625 | 75

y

Height: .} S8 .. <. cm
Weight: .§.5- 7. kg

O A!ergiesN:!
Breast: “E]Normal [J Abnormal
General Examination:
Consciousnesston L ioua Pallor: No
lcterus:  NJo Edema: No
Temp: ﬂje,ﬁ,w!c PR: @2 |aun
BP: '2.0|¥g DTR: -
CVvS: 8¢, © RS Nivg ¢
Liver/Spleen: Urine Qutput:

7 DIAGNOSIS ----e-eemeooo ...
Proan { fwld

R etk L L P

Dacu. Na. : RCH (FRM ( GLINIGAL / 087

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

Fundal Height: Tesim ' d)achp! '

Ut. Activity: [J Relaxed LI Mild COOMod [ Severe
Liquor; JJ Adequate [ Oligo  [JPoly

PP: ] Cephalic [ Bregeh Others

Head Fifths Palpable: 3 ) ¢th

FHS: JAT Norrﬁal O Tachy  CBrady (7 Absent
Per Speculum Examination

Draining: [J Present *Ef Absent [ Bleeding

Colour of Liquor: (7 Clear | Meconium [ Blood Stained

Vaginal Examination

|5 em
Cervix: T Long O Partially effaced [ Effaceq
Os: Closed Dilated | J:ngerr
Membranes: 2T Present [ Absent .
Liquor: . O Clear - O Meconium [ Blood Stained
Presenting Part: \21"Vertex [J Breech O Others

ag-3 0-2 01 Oo O+1 O+2
BT Adequate [ Doubttyl

Sutton:
Pelvis:

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




GUC-00081088 |P18-00036156
Mrs HARINI DEVIR
19-08-1995 Y9MSED ®)

ANGI RAJAGOPALAN

BT —

Family History:
Fothosy - DM ) HT

Surgical History:

N

Medical History:
oveste HHPOI'&'jhhd X &HTS
T Thyronot™ 6% A

Ptos

Medication History:
T-Lwo ﬂen

7. Shelead HD ”
7. Mybga EC
T. Thyyoaox  63-S | TEMG

Plan of Care: C-!_r))wDu- M%"”_SL

s AdmissioN
+ CT4
. Pasths pb*epcwoii‘oﬁ

Investigations:

14

Doctor Name: N1 50190, T —
Signamre:.....%....l/'ﬁ

Y-

Date & TIME: vooveveveens PPN Y B N G—

nnnnnnnnnnnnnn

Signature: (FOR)'.W ...............................

T R (L T W27 1N T S——
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Time
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Fer

PCV 37.%

- Mf?oﬁrg_&

4-2 %

1040

Platelets

CRP T

&]

ESR

S 1oL

PCT

RBS

0. ¥

Na

6.5

L3l s

Cl

Ca/Mg

Phosphate

H1v

[ 83 ]

Urea Al 1t]ag £

N e

4

Creatinine

Hhs.

ALP

VDR

|
Ng |
[

E&‘PT
SeoT

T.Bill/Conj

£CG, -

Nogmal

T.Protein

=
| wanve

S.Albumin

TR

S.Globulin

EcHo

Ny A (

A/G Ratio

| Uric Acig

EE 6.

|_S.Amyiase

| SrLipase

Blood Lactate

S.Cholestero|

PT/INR

APTT

CSF Protein / Sugar

Cells

(ML

L| |
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CUE - Alb
CUE - Sugar

| GUE - Ketones.

| CUE - PUS Calls.

CUE - RBC Cells

CUE

T

Stool Pus Cell
OVA / Cyst

{ Occutt Blood

s
E
F

Culture and Sensitivities : ..

-----------

8G: .‘Tg\b\&b .?xf\m hr 7 |

| =

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

Radiology :

-------

X-Ray : ('P'nL_mn_'ic ! f)l-ﬂn}zumcu -
EOHO ¢ e DLl £Fw : 2607.6..(33:::1e)

er: He : Sd-ile.....Deppled - Noval

MRI

Others (ECG, Contrast Studies etc.,) :
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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 admissign shifting from 1y to Ward,

oHg RO v NG SOIO: o
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Date of Admission: Q’Alb(}b Drug AlIBFGIES: ........covcsivvsirenieisnsissinsiniconsinsnesgens L] NOtknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved 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 lnuseatany 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 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.

W

L}

NURSES

S0S / PRN (As Required Medication)

DRUG : | Fd

v

Dose | Route |Frequency |Start Date| i

Doctor’s Signature- | Valid Period| Pharm.

Additional Instructions:

DRUG : 1[}:'1'_‘;;

Dose | Route |Frequency |StartD

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : {.’%{ | :
Dose Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

|Additional Instructions:
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Starting the Drugs: .
\§2 21 f 6{,
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lop QL
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901

Daily Doctor's Endorsement by a Sign
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Early warminy uuservation Score Chart - Obstetrics

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

PARE:

Date

Time

101112 101112

RESP
(write rate in
corresp. box)

> 30
21-30
11-20 /

Saturations

0-10 — .
94 - 100 % ---_--------------i}:ﬂ---iiﬁ}--

< 94 %
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3jey Ueay
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90

Per

80

70

60

50
40

anssald poojg ijoisAs
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Pain
Unresponsive

URINE
mils / hour

Proteinuria

| >30
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Protein + +
Protein > + +
—-— —

Lochia

Normal
Heavy / Foul

Liquor I

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

-

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

UG ] Intake Output e
Dalte ! Time I Nature Route NG | Diarrhoea | Vomit ’Drainaga Urine T;‘*"*'% Sign. -
of Fluid Score. | Nurse
[ | Mouth | 1v | ng
08:00 am T
03:00 am
10:00 am /
o . [ 11:00am #1 3
12:00 pm /’ /
01:00 pm / I

|_Total Intake : ( Total Output :
[ 02:00pm I I ! ’ |
03:00 pm ] [ ,

04:00 pm J ﬁ
05:00 pm [
06:00pm | - J’ .

[ 07:00 pm | ]
Total Intake : /

s :0800pm /

09:00 pm /

10:00 pm L/

11:00 pm

12:00 am A : \

01:00 am b= g/m‘r Yo H [6h =

Total Intake : ' Total Quiput:

- FU?:UUam H8o @W [ [sO
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[600am[)hs o [t | . 260
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| [s0an (o0 (765 | | ] | lod [V |

L | 07:00am | [ . f a2 ] i { _ (o, | T 3

Uotal Intake : L(S'T)/\A! trethtiy Total Output : 6.{}0@ |

[ Total 24 hrs. Intake :7 Z{ B r\-)} 7 i LTplal 24 hrs. Output 600 w
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1. All measurements in ml.
2. Add up each column Separately. Make additions across the page to obtain 24 trs, total of intake and output,
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120 Hoo |(52 Iof Q
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Toalintake: ) , 2 hn ] ' Total Output: /5 Ry '
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0400 | Yo [1p0 | % | 0 p
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Total Intake : Ao~ 4 Axow - bsow Total Qutput: ~ Jyowm T
+08:00 pm | f 500 O =
09:00pm | . 26@5—5 (L
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0200 zm o™ ) Teb,
wwan 190 | [06 __ 0| P
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" t‘?@ . Patient’s Name: i mgerer SR
dinbow =
Children's | @ BirthRight | uro s s, T S
i 9-09-1995 ;
!-’ug ;S nxp:u Ltaﬁglum . \Bf:::i:t?iv: :3: :K:: A ge:. :>r| mﬂiﬂumlm-llﬂﬁ.""*lm’i‘" I'l Sex: OMOF
[ PHLEBIT'S ASSESSMENT j fonsul...... ..............................................................J
CANNULAT o CANNULA 2
Date: 24 [[; ;}6 Time: & P~ Date : Time:
Location: L ( ﬁf;f\_._,@&t Location :
Size: [§ s Size :
Cannula inserted by : _g'r\p N ;m*hfg, Cannula inserted by :
Date | Time _|Phlebitis infitration| M™% | Sign | | Date | Time |Phiebitis Infiltration| /S8 | sign
! |
i (6ot | S| Oes 0G| Cves Chio| 0o > & OYes CONo| Oes CNo
DB~ [Oves ONe| Oves Onef@i cve % OYes ONo | OYes CNo
PN |OYes O OYes BNo %m_“ OYes ONo | OYes CNo
Vo€V |Oves G | Oves Do s\ A OYes CNo| OYes ONo
20" [Oves oxG ] Oves oG v OlYes ONo | OYes ONo
20 [oves oy | oves ez OYes ONo| CIYes ONo
MU P |OVes ONoJOves Oiva FpaOWL 560 OYes ONo| Oes ONo
Qﬁ"m OYes 3G | CIYes ONo ANAE | f) € OYes ONo| OYes ONo.
oTlhbh 2 A7 OYes Ao | Dves o6 /N | Flo OYes ONo| OYes ONo
v | Gt " |oves o6 Oves oNo| 194 | P.ca OYes CNo | DYes ONo
= % OYes ONoTOYes ONo| ¢ 4 V) (D3 OYes ONo| OYes ONo
< %E-ﬁ\’es NG | CiYes B I | Ly _— OYes ONo | OYes ONo
| ;"}Jni A |OYes OMG | OYes &R0 i (78 OYes ONo| OYes OINo
| 1201 |Oves 2 | Oves o] Mlaom :‘}/ DYes ONo| OYes ONo
| " |ovesoNo|ovesoNe| - OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes ONo
OYes ONo | ClYes CINo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
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 DOYes ONo | OYes ONo
ClYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
Cannula removed : OYes OINo, 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 CINo 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 IV medication.

Doc. Nul. :RCH/ GDY/ FRM / CLINICAL / 137
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("PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

Cannula inserted by :

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :

Cannula inserted by :

Date | Time |Phlebitis |Infiltration hm"t?on Sign Date | Time |Phlebitis |Infiltration h&mﬂm Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINa | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
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 OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
CYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo {Yes CINo| 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 ONA If Yes specify- RX any initiated : OYes ONo 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 IV medication.
= V.L.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following Is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
avident: evident: evident: evident and extensive: | evidenl and extensive:
# Slight pain near LV. | % Pain near V. Site | % Pain along path of | % Pain along path of # Pain along path of
site or slight redness | # Erythema cannula #% Erythema | cannula % Erythema | cannula # Erythema
near 1.V site # Induration # Induration # Induration # Induration
% Palpable venous cord| * Palpable venous cord
# Pyrexia
SBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | RERTEIiENCiE s | GANNULAGONSIGER | RESITE/REMOVE "
\ CANNULA TREATMENT TREATMENT CANNULA g
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Morse Fall Risk Assessment Form e v e Tor R 5k oy
ol
Date / Time ;
Choose Highest Applicable Score from each Category / 32 . { é 2 6’}2’6 %.g(‘lr Fall Risk Grading
Score N (@)
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O 0 Risk Level Murse(g r::lsl )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o O a
Furniture 30 Standard Fall
Ri i 3
Ambulatory Aid Crutches, Cane(S), Walker 15 3 Low S35k U2 Precaution
None /Bed Rest /Nurse Assist 0 Fe. O
Y 2
IV / Heparin Lock or Saline N‘:)S 00 g0 | QU Implement
© Moderate Risk 25-50 Modera_te Fal
Impaired 20 Preventsqn
GAIT / Transferring Weak (uses touch for balance) 10 ndervgnton
Normal /On Bed Rest /iImmobile 0 O O v (mplemat High
Forgets limitations 15 - Risk Fall
Mental Status High Risk 2 51 g
. Oriented to own bty 0 5 © £ e
Total Morse Fall Scale Score: n & o L0 - ntervention

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

Use chairs with arm rests

Use safety straps on stretchers and wheelchairs while fransporting 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
O 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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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

W/ﬁ/ﬁﬁlﬁf]ﬁﬁm Morse Fall Risk Assessment Form roieial

[ Date/Time | Scdfy /24 o5 ) b)u
Choose Highest Applicable Score from each Category Seors /U M Fall Risk Grading
i History of Falling Yes 25 KD Qg
(immediately or w/in 3 months) No 0 o Risk Level Morsn(z;:g’Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 %) b
Furniture 30 Standard Fall
Low Risk 0-24 : {
Ambulatory Aid Crutches, Cane (S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 Q '
Yes 20
IV / Heparin Lock or Saline = - ﬁp 20 Implement :
> Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 fftevenﬂtqﬂ
GAIT / Transferring Weak (uses touch for balance) 10 RS {
i r)
Normal /On Bed Rest /Immabile 0 Vo) Implement High
Forgets limitations 15 Hiah Ri Risk Fall .
gh Risk 251 : I
i Oriented to own ability 0 D4 o Prevention
Intervention !
Total Morse Fall Scale Score- VY .
Signature f (gm/tﬁ - J
- |
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) O Hourly safety check
O Ensure patients use their prescribed eye glasses if any, in the hospital [J Assess patient after visitors, leave to ensure safety measures in place
[0 Use chairs with arm rests High Risk ( > 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

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






Sensory Perception

or grasp) to painful stimuli dus to
diminished level of consciousness or
sedation, OR, limited ability to feel

communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the

cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits abiity

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.
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Date /M b oLl ¢ !
Time:[ N[ “m {~_ N
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: f 4
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. },J
without assistance. to completely turn self independently. independently. L}
2. Chairfast ; 3. Walks occasionally: 4. All patlents 100 young fo ambulate; ' / j
“Activity The degree 1. Bedfast - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: 3
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3
and/or must be assisted into chalr or assistance. Spands majority of each day and inside room at least once every
wheelchair," shift in bed or chair. 2 hours during walking hours. - : n
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impalrment; =
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds ta verbal commands, but Responds to verbal commands. Lf

pain over most of the body surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfart in one or
two extremities.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally molst:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

1
k17 ]y

skjr:?s‘:r:;:s ed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moletore Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L‘r
i 4

FRICTION-SHEAR

Frietion . Occurs when _

Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to aimost constant
thrashing and friction.

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

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. Inadequale: 3. Adequate: 4. Excellent:
NPO/ar 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

Nutritional Usual

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more

minerals for age OR albumin < 3 mg/d
OR rarely eats a complete meal and

for age OR eats over half of most meals.
Eats a total of 4 servings of protein

most of every meal. Never refuses a
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 praducts) each day. servings of mean and dairy products. Cf 7
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 it Does not require supplementation. 3
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: A J
Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturation may Normotensive oxygen saturation may 7 <
“55(;:::&‘;?;:“ & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be M"‘";”_m"sm' o:q;qen s:‘:lturaﬁnn"
does not physiologically tolerate <10 mg/dl; capillary refill may be <10 mg/d; capillary refill may be > 95%; normal hb; capillary refi
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. < 2 seconds. \f

Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk: 13-14 |

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

TOTAL SCORE

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

Evaluator's Name




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule _ ;
‘ . © Enable as much activity as possible High density foam matress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Alternating pressure matiress overla
® Manage moisture, friction and shear ap y
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients -
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 overiay
© Use same protocol as for “High Risk” Patients High density foam maitress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date:| 2
; Time :
1. Complately immobile: 2. Very limited: 3. Slightly limited: 4. Mo limitatiens: -
Mobiity 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. u“
without assistance. ﬂngsuﬁg. independently. X
; . 2. Chalrfast: ° . | 3.Walks occasionally: 4. All atients too young to ambulate;
3 Ability to walk severely limited or Walks occasionally during day, butfor | OR walks frequently: Ly
‘Activity The dagree 1. Bedfast : non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
of physical activity" Confined to bed and/or must be assisted into chair or |~ assistance. Spends majority of each day and inside room at least once every ._
’ wheelchair.” shift in bed or chair, 2 hours during walking hours.
1. Completely limited: 2 Emited: 3. Stightly Nmited: 4. No impairment:
Unresponsive (does not moan, flinch a“w&asosegag.ﬁans Responds to verbal commands, but Responds to verbal commands. .
or grasp) to painful stimull due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. h\
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. two extremities.
1. Constantly molst: 2. Very moist: 3. Occasionally moist: 4. Rarely molst:
;&eﬂmﬂeaa Skinis kept moist aimost constantly | Skin is often, but not aiways, moist. Skin is occasionally moist, requiring Skin is usuall dry, routine diaper
x.-.Mu ed by perspiration, urine, drainage, etc, Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
s ﬂxw:a« Dampness is detected every time 8 hours. every 24 hours.
to moisture patient is maved or turned, ph
FRICTION-SHEAR 1. Significant problem: 2. Probies: 3. Potential problem: 4. No apparent problem: ’
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant %.ag.gg 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 Ecsa.zaasaagaﬁﬂ_?i during move. Maintains good position N\
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: Z. Inadequate:; 3. Adequate: 4. Excellent:
NPO/or maintained on clear fiquids, is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which wgnaa:_ﬂ_gu.di-&&ueﬂe
- 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 a_ana_aa_.»ﬁowgnwain_ a;omcmnaug:n:&:.oﬂqsm? most of every meal. Never refuses a
Nutritional Usual a.complete meal. Rarely eats more OR rarely eats a complete meal and muuuas_uzsz_aoad;_.oﬂ__ meal. Usually eats a total of 4 or more
food intake pattern than haif of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes oﬁ«_a.ﬂei__a:a:amn. Occasionally eats between maals. $
servings or meat or dairy products Semuﬂaaﬁaaﬁaag uﬁzﬁgg_zgmﬂﬁagzq Does not require supplementation.
per day. Takes fiuids poorly. products per day. Occasionally will offered.
oo&..o:u_sm_sﬁa%sQ take a dietary supplement.
Supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hy; Normotensive oxygen saturation may Normotensive oxygen saturation may M_o mxﬂ-o:ﬂm
Gvosnstion <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 85%: hemoglobin may be Fmotensive, oxygen saturation N\
does not physiologically tolerate <10 mg/dl; capilfary refill may be <10 mg/dl; capillary refill may be > 95%; normal hgb; capiltary refil
position changes. > 2 seconds; serum pH is < 7.40, 2 seconds; serum pH is normal. <2 seconds.
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TOTAL SCORE
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—

_ Support Serfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
. ek to altered mobility, consider occl.mﬂop_ﬂnmy referral for advice
Regular Turning Schedule _ ' -
Enable as much activity as possible High density foam mattress
15-18 At Risk Erotect the heels _ Gel pads for high-risk areas
se pressure redistribution surfaces Y
Manage moisture, friction and shear Alternating pressure matiress 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 M e
Lsle L Position patient at 30 degree lateral incline using foam wed S pach oc Mgy s
sition pa eg sing foam wedges —— :
(! 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 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 wnh add{hﬂnal n3k factOI'S. m“g pressum mattress mﬂay

e ——————— s — e —
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PAIN ASSESSMENT FORM PR | W i,
Date Time Pa(i;;co;re Location Duration Acuity Characier : m mw Intervention Sign
| (Jouses | O Continuous Cracute O shap  [3Bul O Increasing BT Ves /' - -Le L fe {?ﬂv@‘;}
.QH[L’ 2;“ v (L'J ﬂ?ﬁ“@ﬂemmm Ol Chronic | OJ Aching [ Buming | O/Pecreasing | O No = p%;,[;m Dy oFi
O Contiuous | ClAgde | OShap CHoar | O horeasing | D% |(owe
?’L\\“ AR !/[0 é{lﬁ LET Tntermittent O Chvonic_ | 0 Aching 3 Buming Drpecreasing | OINo Mﬂ, PN /‘U'Q (0174

Ay © Conisses | O de | DSep oo e
9\}6\95 gom| 1]l o DA&[ Dm [ Aching ] Burning m mr

(3 (ouef nmmms OAce | OSap 0O | Oicreasing | Crfes
;}H]{)bb [6Am 21O ftent | CChvonic | CAching [ Buming | ) De€reasing | C1 No

oyt O Continuous | D Ace | O Sharp  [JDul | O increasing | ~ETVes
'”\\]"b'b ]g,pm ll Eé%‘b?mmﬂm OChonic | CAching [ Burning | [ Decreasing | 1 No

(0 '
: on A %‘ﬂﬂ ntinuous U@ Sharp—1 "ﬁE?"g B :P : ﬁg @ :
a)j\bub 2 P / 4% E;g}& [:r;:mmem [ Chronic gmﬁ o gt:mg E Decreasing | O3 92 ﬁ‘}? | Q18

\ s K O Continuous | O Acute OShap OO0l | O increasing | . O e
>thw|£P ™| Ofro O intermittent | O Chvonic | C)Aching [ Buming | [ Decreasing Q[:I)Ps IQ%;J

O Continuous | DI Acute OSap D0l | O increasing | €3 Yes M F%‘ﬁ;ﬂ

kizp | 247 o[ (© T
ng, 26 (( . O Intermittent | J Chronic [ Aching [J Buming | [J Decreasing| 3 No
o | IR [oW - D Continuous | [ Acute OShap ODul | O Increasing | €165 | NI

gsl®! O Intermittent | O Chwonic | 0 Aching [ Buming | [ Decreasing | ) No ' s
O Continuous | OJ Acute O Shasp [ Dull O Increasing | O Yes
O Intermittent | O Chronic D Aching [J Burning | [ Decreasing | [ No

Re-assessment Frequenty.

1. Every eight hours for all buspalized patients.

2. For post-surgical patients, patients with chronic pain. paiient wilh severe pain:

2)  Atleast every 2 hours for e first 24 hours b) Then every 4 hours.

¢) Priof lo pain pain-refieving infervention. d)  Within 30 - B0 minutey after pain refief intervention.

Docu No: RCH /FRM / CUNICAL / 152 (PT0)
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Wong - Baker (Pedisirics) Abeve 7 Years
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MLIFSI mmm lll mmu

PAIN ASSESSMENT TOOLS

+  FLACC PAIN ASSESSMENT SCALE (1 Menth s T Years)

SCORING
CATEGORY
L 1 2
: i (Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particuiar expression or smile withdraw, Disoricnted quivering chin, clenched jaw
Legs Norm Position or Relaxed Uneasy. restless, tense Kicking, or legs brawn up
Laying quietly normal position, jrming shifting back and
oy | e e e p——
Mo occasional i , screams of sobs,
Cry No Cry (Awake or asieep) mw < mmmhm
Reassured by occasional touching,
Consolability Conte. , relaxed mm: being taked 1o, Difficutt 1o console of comfort
- Heenstal Pain, Agitation and Sedation Scale (uplo 1 Month)
Assasament - Setatien Wormal ! Paia / Agiation
Crtteria
-2 1 (] 1 2
Crylng No Cry with painkd | Moans or cries Appropriate crying Not| Imitable or crying at | High-piched or slent
iritabiiity stmul minimally with painful| initable iniervals consolable | contisuous ery
s simus inconsolable
Behavior State | No arusaltoany | Arowses minkmay 1o | Appropriste for Restless, squining | Arching, kicking constanty awake
stmui stimuli © | gestational age Awakens frequently | or
No spontaneous Litie sporéangous Amuses minimally / no
movement movemenl {not sedated)
Focisd Mouth Is lax Minimal expression | Relaxed Agprepriste | Any pain Sxpression | Any pain expression
Expression | o expression with stimuli - Intermnittend continual
Exdremities | No grasp refiex Weak grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone | Normal Tone or finger splay splay §
- Bodyisnottense | Body s lense
VRal Signs HR | No variability wih | Less then 10% Within baseline o n:gmm Increase greater than 20% from
RR,OF. 820, | stimui variabiity from normal for from basefine basefing, Sa0, less than o
Hypoventilationor | baseline with simuli | gestational age Sa0, 76-85% with | equalto 75% with stimutation
apnea stimulation - quick { slow recovery Out of sync or
: recovery fighting ventilator
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD iy Chitdren's | @ BirthRight
Hospital BY RAINSOW HOSPITALS
Tt tokes @ lot 0 trest e ite. mmmmm
Part - . < r v :
Patient's / Learner Language: .........|..coooveuereveeeenerennnee Patient / Learner Literacy: (| Read (| Write [ “Speak Willingness to Learn:  Yes NG  Heaithcare Literacy:  Ye§]  Na_)
Identifjed Edycation Needs: 10. Fall Risk Education
1. mit |32 Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
D meL 3. Pain Management 7. Infection Control Measures Safety
4. Afformed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrtion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part il
Date T | e Information Taught - P—— Comments | Dggionaton/
) Persen Taught Barriers Teaching Tools hmn Understanding
4 J‘*A @ N » NEE Ve helize g I
P o I i ool L e el [ e
A .&'\Sé.n (,or\ Secn ( Np,ﬂrw?}‘;o-gfmﬁ i | b orAAh s oy - AT
J i
Part-lll: CODES
Who was aghe__ P Fatent F: Father M: Mother S: Spouse s: Son D: Daughter  C: Caregiver 0: Other (Specity) ...
= -
1. No Leamning Bamers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at H 11. Beliefs and Values 14 ORBS (SPOONY .cceasiscccasiinsicss i biiisciessiiomsimo oo
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Us6d:  A: Audio D Demonstration  V: Video  O: 87l P: Printed
Mech to overcome barrier/s:
1. None 3. ﬁm&mt 5. Respect values & beliefs 1. Other, Specify .......
2. Obtain translator 4. Teath Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. Verbaltfes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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1 e & ot e et the i, Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: @’#/é[qg'é Time of Arrival: {é"}b*"‘ Time Seen by Nurse: .QF/NKS%J

1) Level of Consciousness: Elc/onscious O Semi-Conscious 0J UnConscious
2)  Chief Complaint (Haastm./lq; Visit): (Circle the item as appropriate)

CJ Severe Pain / Moderate Pain O3 Preterm rupture of Membranes / Leaking Water PV
O3 Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: )
% 20
3) Vital Signs: Temperature: .‘ié‘._éf Pulse: .sS?a‘t[.':tP RR: 95’/#" sp0; 17 gp2° 1€ Weight: §% 7./ 7
4) Gestational Criteria:
Gravida: | G | P e A =
LMP: 30[67}?0)5 EDD: OJ{Q?)}Q Gestational Age: .36"”41"’7
Uterine Contraction es | ONo | ONA Onsetoi?]!; }}é Time Frequency:
Membrane Rupture O Yes l‘_‘ﬁlo O NA | Onset Time Fiuid Color:
Vaginal bleeding OYes | GMo | O NA | Onset Time Amount:
By
f If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia g__ymptoms OYes | OWo ONA | B Abdomen / Vomiting
Good fetal Movement Q/ﬁs ONo | CINA | IfNo specify.
5) Pain Screening: Numerical Pain Scale (NPS)
/1) | | | ! | | |
|l = |' : I I ] | | ] —1
0 2 3 4 5 6 7 8 5 WL ?s! .
No Pain possible pain

. =
®| Locaton /eawe%a(ﬁw-”/‘u’?

© Duration; IR o (L Days / Weeks/ Months (Strike out which is not
| applicable)

‘0 Character: NG

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

© Frequency: oy I ig
o

6) Past History:

a)  Surgeries: M‘, J
b)  Medical: .................. P W@&MGJY}?YML‘?{{H?P’%f » .0
Docu. No. : RCH /FAM/ CLINICAL / 098 ' ®T0
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Alergy:

8) Current Medications: O Prenatal Vitamin O None

-

1P48-00036156

i,

O Yes 0,

g) Prenatal Medical History:

E/None

O Chronic Hypertension
O Gestational Hypertension

O Diabetes

O Others: DV‘U'}H‘{PQTT : :o(
*2

O Gestational Diabetes
O Low placenta J
O] Others if yes, specify ....¥.4 L”‘? P"ﬁ?ﬂl ..ET.'.?.W.;!

(ratr‘ﬂf?/-uwﬂ b2 X

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

\D/I::Isgow 1i: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes) W
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)

OTAS Level 1 Level 2 Level 3 Level 4 Level 5
(ResuscHative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)

Level 1 < 120 minutes
(Resuscilative) Immediate < 15 minuies <30 minutes < 60 minutes (2 Hours)
Re-Assessment Comamet urioe Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes

Suspected Pre-term Signs of Active Labour SlnnsolEﬂ‘ULmﬂ Discomforts of
Labour / Fuld Imminent Birth lwabwi PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
eeks
Active Vaginal bleeding Bleeding associated with | Bleeding assoclated Spotting
Bleeding withy without abdominal | cramping (<spotting) | Wwith cramping
pain <37 weeks (>spotting) >37
weeks
> 160/110| Mid
Hypertension Seizure activity and/ or headache, visual ;m“'mw W/
disturbance, RUQ pain Wm
FHR tracing,
Abromal FHR T2cing | st
Fetal Assessment abnormal dopplers
et | Non-Fetal Movement | piseased fotal movement
@Acute onsite severe @Major trauma oAbdominalback pain | @ @Anything that does not
Others abdominal pain e ness of breath | greater than expected in | from out patient clinic | - seem to posa threat to
@Altered level of eUnplanned and pregnancy (for hypertension, blood | mother or fetus
consclousness unattended birth oFank pain / hematuria | work) @Cervical ripening
@Cord prolapse oNausea /vomiting and /ol @Minor trauma (minor | @Qut patient placenta
@Severe respiratory diarrhea with suspected | MVC/fall) previa
distress dehydration eNausea/Vomiting and /of @Pre-booked visits (ie RIJ
@Suspected sepsis diarthea and
. @Signs of infection (le injections, NST
dysuria ,cough, fever, @Assassment for version
l chills) @Rashes

Time seen by Doctor: 9‘2””%@

Nurse Name : ......

‘S/“‘/SL\“-/Q'L"&H“?J/\ Nurse Signature: ...... ./§/g ........ g.wﬁ«m

Daleynn’[o% Time: ...} oo B,
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ...... 07)15[ o (J
Baseline Information: ! |
Admissonfrom: ~ CJER  CJOPD ClAdmissionDesk O Others: specly ......... I
Primary Language: [0 Telugu E'I—Eﬁlish O Hindi O Others TM
IDa:- you require an Interpfeta Yes
Source of Information: O Family 0 Others

Personal belonging if any: mé ONoseRing [IBangles [JAnklets [IFingerRing  [JBracelets

handed overto ... H&M lﬂf“" ......

Allergies: [ Yes IZ{ OMedications O Blooci Transfusion  [J Food QYO0 isinisnnminmsnmiug
I YBS | HBNUY ..ot s s s sessssssesssensesenses .

‘cnm Complaints: ........|.. LGN 38 il O-LD‘-‘:} Doctor Notified on Admission: Ef;,s ONo
FY'—'U? {\6‘*-&” e i’ CLE. Name of the Doctor: ﬁﬂylmﬁe‘-"
................................................................................................................... Time Notified: .......[ > &40,

|Paal Medical History: Obtained From \E/Patient 1 Family Member 3 Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

Ovest Heq H‘?‘J NG NGBl

7‘9_ ‘E}/U

peos

i

Blood Group: ..... DFGPLY‘E LMP: 3¢.14. )25 EDD: .. ]7{ [ 2b Gestational age during admission: . 28 Hcl"“
Contractions: .22 S20d eae Cem. . fi‘it‘*‘:li Vaginal Discharge: .. A s iiemtisnsenat ot tsstamarssspraayafiions
Obstetric History: G..l.. PoerZmorenns L RocesiisTainies Previous LSCS .....7........
Reight: [ S.£:5 Weight: Sr-'F BME: oo,
Temp: ﬂgfpﬁ HR: 5}[J RR: 9“’/"’@ ...... BP: !2@/% $p0,.. 18%....
ﬁluh m;/t Factors: (Please select by ticking (v ) the box as applicable) ' B

D/ Hypothyroidism O Rh Incompatibility O Fertility Treatment

[0 Hyperthyroidism [ Previous LSCS O Preterm Labour

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

O Diabetes O Bad Obstetric History Taby - Thaioncem bd-1]d

O Anemia O Obesity (BMI) ¢

O Twins / Multiple Pregnancy

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

ramily History: OO No Abnormalities Detected

O HeartDisease OJ Hypertension [0 Diabetes [J Stroke [0 Seizures [J Kidney disease
O Liverdisease [ Other f-——a’ﬂ%u«- A ..’...ﬂ'”\‘

/_ :
Pain Assessment: Pain: ©fes  [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: ClYes CINo  Score.....E0....... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: ClYes CINo SCOME .o eBorrrne (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[J Mobility problem [ Walking Problem P«o’ﬁ(hnonnamy Detected
O Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
Bﬁverwelgm [J Poor Appetite > 3 Days : O Needs Therapgﬂﬂc’ Diet. ~ <.
[J Under Weight O Diabetes Mellitus 1 No Abnormality Detected -

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

alm & Cooperative [ Restless [ Depressed [ Agitated O Confused
O Others .... '

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (O Single O Married [ Divorced O Widow
2. Special Habits:  Smoker: [ Yes DNo/ Alcohol Abuse: ClYes O No/ Drug Abuse: [JYes ~TINo

Social History: Lives With M%L"-‘” i

Orientation has been given regarding the following aspects:

Call Bell in Reach : Eﬁes O No Waste Disposal Explained: CIYes ONo

infusion Pump: ~ CI¥es CINo Hand hygigne Explained:  [+¥es O No O Others
Above information given to .. : ?0‘*6“’-07‘ _

Name of Person Orientation was given to: ..... Mg H "‘-’Wj}a"!

Orientation not given Reason: B

Nurse Signature: ..........

Nurse Name: ...
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PARTOGRAPH

Labour:  OSpont O I0L-PGE 1 T2 OOthers
Indications for 10L-Accel: [ None [ Oxytocin
Memb. Repture Type: 01 SROM (3 PRON A

Presentation: D'Vértex [ Breech O Others

DELIVERY DETAILS

Non-epi: [ligoql

= /
Del. Type: ©@'SVD

OSpinal O General

O Asst. Breech 0O Twins

AVD: O Outlet OLow Forceps O Ventouse
O Trails of Forceps
s L LT

Catherised : CYes E1Ng
Type: U Fileys O Plain
Perineum : Ointact O Episiotomy O Tear

|
—{(___ DURATION OF LABOUR

1st Stage: ............... LEWW% ..................................

2nd Stage: ...............] CROADA e
3rd Stage: ...................
Duration of Active Pushing: ...

No.of VES: ..o

T AR

1t LABOUR —

Dﬁ —— BABY DETAILS :

L

=
Rainbow"® . o
Childrer’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

It takes 3 lat b gt the <. Yaur Right to a Sate Delivery

INTRA PARTUM COMPLICATION

Maternal: (fome 0O Pyrexia OHTN O Others

Liquor: ClAdequate (10ligo O Poly_[(AClear

OBlood 0O Meconium [ Cord: ...............

Shoulder Dystocia: ClYes [l

Placenta: Ofiormal O Abnormal [ RP Glots
DTCT  ORetaineg O MRP
PPH: O Atomic O Traumatic Hone

Lacerations:

Cervical: ... . .
Permeali(“&!!?*\?r‘/w
Others: ...

Prophylaxis: |_;'S_ynocin0nf Prostodin

Blood Loss_iib'“ﬁ‘
Blood Transfusion:....,...NE’............A,.
DtherDetails(itany):............,..‘,...

Ractal Examination:.....!39‘.’.?.".‘.‘%%...‘...,...,......‘...‘..,.......‘

Gender: L‘“*"
Weight: ....2: 441 kg
APGAR: ...kl , 8l
Date and Time of Delivery: -?H]tTlL,'f23f
LW Doctor: d@""ﬂifmx\qr,i ....................................
LW Sister: . .

Docu. No.: RCH /FRM / CLINICAL / 143
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PAHTOGRAPH |
: D= PSS i

Name: WW@*&"\&@@W Obstetrics Formula: .. P PO s 81000 Group Type: L= X220

b H
Memb. Ruptured: ~ SROM PROM | ARM\'_ Risk Factors: L&P M’%ﬁ“‘"d ;
il 10 11 12 13 14 15 16 17 18

0 1 2 3 4 5 6 7 8 q 19
180 — — __]_1
Fetal Heart @ 170 l
160 -
150 == $ ______—],_ 1__ ]
Maternal 1 140 —— — J——l

BP

120

Maternal X 90
Pulse 80
= HEE

60

-




Time

Signature

Fifths Palpable
Maulding / Caput

Amniotic Fluid

Position

Cephalic / Breeth

Oxytocin

" Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

Test

Amount

C

- M W & o




Record of Labor:

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

1617 AR - e SIGNAIINe: . i wnmssmsassg

Maternal Condition:

Fetal Condition;
Progress of Labor:

Management:

i - R SIGNALULE: ..ot

Maternal Condition:

Fetal Condition:
Progress of Labor;

Management:

THTIB: oo oes e rnsmersrensesneistenianisiisl OTOMAMMIE it damsiasscosion

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIME? s aranismmss LT LR S-S S

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TIPS e e erermmagermmnmensasmsrrueanben:  SHOVARMTEE sasiiisianmsanesodeoossthavnisisniiinaibariiai
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TR
DUCTION OF LABOR CONSENT

Name: N\'GHOHAWDQV* Age: 2)0 \ Gender: Male Female‘/

. ]

UHID.No %\@ég@ Date: %I’BD’Q

The reason for your P — L

_ 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 atany 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 o 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.

o Patient P L(&_Jﬂ ' Patient Attendant‘q ﬂ/
SigNature: ...coeseeeees AN - R S SIGNANUTE: woovreee LT st
NAME: ©.ooveeeserees }? HARWY LR~ R Name:  RoMs R
Date & Time: O‘}‘r{ﬁ[:”ﬁ?&} ..... LY O Relationship with Patient: ... T PR, CO—
Date & Time: &H[&IQECLPQ"QM .....
. Doctor: . Witness
Signature: Vm ........................................ I IARITR osusscammpressspsepitiidsssasssnbansssmsmsprparmen st S
Name: D};V,‘wl{’lm“; ................................... T TE— T
Date & Time: ..ococee .2.!1:.}.6.‘1.9..& .............. 2.2 N L D —————

Docu. No. : RCH /FRM / CLINICAL /173
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INFORMED CONSENT FOR VAGINAL BIRTH “JiiHIINIIIN ==

Patient Name : ........... Mas. Hastini Deri o UHDNO: o %\C@S ......................

Gender: CIMale 4 Female Date : ..ovovvvvree 9’%"6}%‘ Tme/gﬂ‘oihwx.

| hereby authorized the performance of the following procedure:

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

« The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

| ynderstand and accept that there are complications, benefits, aternatives 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.

| oluntarily 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 Performing the PrOCEAUE: .........vwusuerrrsurmsssssssestusssisssssesmamsssssss st ssss bbb

Consentee : Patient Ahend@:/

Signature : ......... —R“MMV’L ....................... SIGNALUTE ..o B

Name : ......c..... R.z...HB.Ef.m} ..... :P__a:g,f, ............... Name : R&hmkwﬂﬂﬂ ..................................

Date & Time : Q?Hlb]p')(omm Relationship with Patient: . ]’)mBMV’L

‘ Date & Time : J*{(Q{)EC‘JI’?Q"H"‘

\Tmness : Doctor (who is taking the consent) :

SIGNALUTE : ovcovcrernisimmsrmsnsssssssssesssssssssssmsssarssenss .

Ll Signature : [/54%-!3
T T T R T T T L L R LR L L L A A R bl Name : ............. Dzﬂv*\.w_wh& ...........................

Date & TINE . civmsisssommssmsmrssssasons Dt 8 T o llf /.6{ ............. ¢ o

Docu. No. : RCH /FRM / CLINICAL / 028
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

‘/ﬂ.’?ﬁ? b. No

B B R S

3. Nipple condition:
ﬁ ~Nipple well formed
b. Flat nipple
c. Inverted nipple
d. Short nipple

4. Milk flow:

—a. Good
T b/Drops of colostrums

c. Dry

5. Steps for Positioning and attachment:

a. Baby goes to the breast
by/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: Feeding Positions:
Cross Cradle Football / Clutch
Dacu. No. : RCH /FRM / CLINICAL / 080 PT.0
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Wwﬁsition explained:
| a.yes

b. No

For Caesarian mothers: 1\)\’#
a. Mother is required sit and feed from the 4th feed
b. Please explain football hold

NICU admission: N\.ﬂ
a. Mother needs to stimulate her breast for 2 min every 2 hours

. AGHHIONI NOIES: vvvvveoreessessnnneesssssssenssesssssssssssissssssssssbsssssssisssas vssssss4aksssss s HAERE 1214 A RS ARS8 000
Continuity of Care: Date: *.. lgm ..................

L

A "2 (L - o

T & A = 2 |

C 1 F =&

H — 2 ( 7

A 9 H »
Begen/

\\l
Signature gl‘\l'@w .................. 57017111 &0\ ....................................
0 \q>

DE & THME: wooovooeosoeooseoesseseseesessseseessessssssesessssessesesesessesses Date & TIME: vovvverereseerrecere Do @ ............................
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY s?u Z) /}

Date: 39)1
Pre - Existing Risk Factors ) Score
Prqvious VTE (except a single event related to major surgery) -
Pqu.rious VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Mab:cal 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
Q; Knawn low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Dbalsity [ 1or2
Parhy =3 1
Smoker 1
Grolss varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Mul%ripie 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
Immiobility, dehydration sp 1
Total ; n
Slgdalura of the Nurse m
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.

¥ 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.




PAT'ENT TRANSFER FORM

GUC-00081088

IP18-00036155
Mrs HARINI DEVI R
18-03-1995 SDYOMSD {F)
Dr. MATHANGI

\%

Rambow . L.
Children's | @ BirthRight
Hospital . BV RO HosPTALS

[Dp.

To Unit

Tt~y

Uil | b otsim | Bt
“Tracdi” | Dy Pihiths O f eyt

Information to Attendant

Yes []j No []

_ Number of Sheets in Clinical File Number of Imaging Films Personal befo’ngings including
™ : clinical documents. If any handed
CTM o @ over to attendant
(ole Tp s No[]
: ﬁm If yes, what ? '-7
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1 b L pa [50 @)
2 | ¢opy Jiomg )
| culdme U jpomg @
4. 7. W @ ___
_ InfJaps fafm T 5@ 1)

Shimng Summary / Notes Wrrtten by Doctor : No[]
/}f 5 d to varq

Name & Signature of Person who is Transferring

i 4’%9

Name of Person Ordered Transfer

D Pedh oK,

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

[C] Nurse not Available

(] Available Bed not ready






