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Central Lines {Qp
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Feeding Catheter (\j (s
Urinary Catheter (’\[ D
Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty) a

Intubation Tray W

Emergency Tray '

g.oaded Syringes with Midazolam
Vecuronium and Flush) AP

Ampoules of Adrenaline

Ventilator Tubing, (Any Water, quod) N

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb A

Handed Over By Name : {1@/

Signature :

Date & Time: s §
| Hand Over Taken By Name : N

Signature : ol v\r
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Rainbow Children's Hospital - Guindy

Ra[n b'OW’ . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai . Tamil Nadu, INDIA ,600015.
Children’s TEL NO :044-40122444

Hospital & WEB : https://rainbowhospitals.in

Rainbaw

ADMISSION SHEET

Reglstration Detalls : IR AR LR LTI T TR

Admission No : IP18-00036175 Admit Date : 24-Jun-2026 Admit Time :10:51 PM UHID ;: GUC-00046148

Patient Details :

Patient Name : Mrs PRIYA PARAMESHWARAN Age 132Y4M25D
Guardian : PARAMESHWARAN DOB : 30-01-1994
Gender : Female Religion

Occupation : Martial Status : Married
Address (H) : 47, 4TH STREET, GANAPATHY NAGAR, Phone No : 8838600253

MADAPAKKAM Sithalapakkam Kanchipuram

Tamil Nadu INDIA 110005 E-mail . vixparama@gmail.com
V)
Admission Details :
Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No : MICU 801 Admission Type : First Visit
Contact Details :
Name : PARAMESHWARAN i Relationship : W/O
Contact Address : 47 4TH STREET, GANAPATHY NAGAR, Phone No : 8838600253

MADAPAKKAM Sithalapakkam Kanchipuram
Tamil Nadu INDIA 110005

<K ;?Jw

Signature
Loutor Details :
Doctor Name : Dr. PRIYADHARSHINI S M Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Dr. Priyadharshini S M Phone No
Co-Consultant
Paymernit Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY

e’

Printed Date / Time : 24/06/2026 22:53 Printed By : 015040 Page 1 of 2







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

Children's &% TEL NO :044-40122444
Hospital . :' K WERB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs PRIYA PARAMESHWARAN Age : 32Y4M25D
IP No: IP18-00036175 Sex: Female
Consultant: Dr. PRIYADHARSHINI S M Ward/Bed No: 8F-OT COMPLEX/MICU 801

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

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

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

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
ci%aﬁance‘ In case of failing the submission, | will pay 200/- Rs.

(K Divers Signalure:.\r\,.’ﬁ Ane..)

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

Signature of PatienUReIatwe.:

Name: V MM?SMMN‘I Patient Address:

elationship: 47, 4TH STREET, GANAPATHY NAGAR,
' MADAPAKKAM Sithalapakkam

R :}xﬁn@
\ L ;
Date: %) '\4 (q_L Tim L‘D A9 9\'\ 1E("Tlg[r);g|5puraam Tamil Nadu INDIA
|
Wittness Name: P ]
Wittness Signature(; \\L\,_L_

Printed Date / Time : 24/06/2026 22:53 Printed By : 015040 Page 2 of 2
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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
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

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

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

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

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

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

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

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

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

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

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

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

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

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

DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name ; UHID Number :
Mis . Rovyn blin&

chll‘."Artendam Name :

Relation :

Self’ Attendant Signature : K5

Name & Signature of Finangjal Counselor
Phone Number ; < %?“\Q‘;77_>\54 ij 1 ?

Pedim aigwm—e-«\& PRt goens

RCH/GDY/FRM/CLINICAL/426







GUC-00046145
Mrs PRIYA nmmum;::f:"““

30-01-1994
Or, PRI'\'Anm 33\"4"3“5 {F|

a
e 111177 1T
IP ADMISSION SHEET FOR OBSTETRICS

P"’Afg'/"&f“";‘t"g'“"/, Al e winkowe o 9, 0}/ 2026
ﬂm fQ&W_LDL, Corrected EDD: GA: 81 +/ W{@ﬁ%

Obstetric Formula: (J’) P L AZ Menstrual History: Regular: CJ Yes Mu/ NC,M
G -
Obstetric Examination V| /S . ?UW‘— / ;

@ BirthRight

Obstetric Hostory:
I- FIND, €, 30 A & M ndal e
— ght = A
1- M,(/A&d M@Cﬁ/\/\ki% ;'\/H'Wjr T~ 20/ s sa/&ﬁm
;ﬁ’/ Mwu_e’ MALLAAAL 7’07& ASILY pctvity: O Relaed Wi CMod [l Severe

PPF‘resent mmm

~ Liquor: equate [JOligo [JPoly
] féww:‘i Y A,wuwuw/@// ET@“; Gt ™ TS

-+ Mmft7 (O O Head Fitns Papable; ____ 2/ & _

RISK FACTORS: FHS: Er(ormal éITachy " [OBrady [JAbsent

(WWOJ ' Per Speculum Examination . —

Fi .@h/l)’» ~ JTDA 7L R1J Draining: OlPresent ] Absent [ Bleeding
= Colour of Liquor: [ Clear Ij Meconium [ Blood Stained
0r mwaf%/ _ _

Vaginal Eumlnaﬂ;c%y,( B .
\ " Cervix: ng (] Partially effaced aced

_ Haiuht:...(.b.‘r&... cm - 2 W
™ weight . FF:b.kg i Os: Closed | Dilated e
Nlerﬂies: TP T Y R SRATTTTl, fy o (TP S Membranes: % 0 Absem | |
st CONG  C) Aol Liquor: . Clear [ Meconium [JBlood Stained
General Examination: . :
Consciousness: _ﬁ/u,{ Pallor: Mo Presenting Part: [0 Vertex ~ [J Breech [ Others
Icterus: IO Edema: VU _ Sutton: 3 O-2 O1 00 O+1 O+2

8 2y [Hanky DR D

ovs: 0,8, @ T RS nAD

Liver/Spleen: 5/)]4, Urine Output: o@(ﬁ,ﬂ/l/““/t(

= DIAGNOSIS [fi-----n-=s=srsrsmmmmommssssmnmnommonmsessen s nanssaineee

Q%PL Av, PYWW
' JW o NVT)

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

Docu. No. : RCH/FRM / CLINICAL / 087




j‘h

Patient Sticker

Family History:

bl FM LDy

Surgical History:

NIv

Medical History;

Fo/a %W précne

Hio 01+ Fﬂ[bu/uﬁiw

Medication History:

Tk, THIRONOR M) Do

Tob- ECOSPIR (N

() g

oD
Hs—xalz,

- 12 Nt Yana -
o

| ¢ Tab. MIS0PROSTHL
*/%%bsm# ! S’/mi?w%
- gw 1o woudd

= w/’f’- 4 e wedliyen,
,&'&w{umaf p Lhbsaing -

5 1_V_\//)/94/m L0 .

Plan of Care\—[f DY WWM Investigations:

C1

Doctor Name; ..7..........

SIgnature: .........ccoeccsse, ....\

Consunant Name:

i\ S 8 Signature: Jgy......
Date & Time: (0: 45}“"" Date & Time: ..




UC-00046145
P
/@ s PRIYA PAMMIQNW;RMA: i

=

= :-T;:mmwf:'?"uan ) iallnbEb:; . BirthRight
s Iy el | @z
PROGRESS NOTES AND DOCTOR'S ORDER
ga;_rma Progress Notes Doctor's Order
AL S b st ] O &WM |
Al : (1 | Leadne
Q42 /by .
s —Fm. Tob A ISOPROSTOL o ST/
— Vi
- oA 3141
N
AT b clcle Br. Priyd hinst
T PR

Pt ~eviewed |

clo Lowes Abdomical faun on ¢ off

Ole pt e faiy | Afebnle

Aaiie

?Iwz%

- f | pel’ = Liguid diet
¢ 101 - Readivt g ) ~ B olud i Sy
o RS e Sy “N'w and H
Plp- whevws (O Tefrm A LCor dinﬂa)z{,g
Cat lan" | o'} = sottnupus CTG
lephedi ¢ - WIE (orto cione [
( F—H.Q'—CA@OO! - INT A Am la (v
Plu_ C.‘-l-Gv(_m \ang, |
0% - 3tm A g
Bom
Verdex (@- 2 \

VSAP, Ay ¢ leos Léqvwr dfrodneﬂ"r fgﬁﬂ“)fﬂ

L

Docu. No. : RCH /FRM / CLINICAL / 088

D) et



\p18-000361 75

i‘f:;?sr rave ,‘J‘L‘ﬁ?o @ 2
i Chitdren's | @ BirthRight
\ \\“\M Hospital 8Y RAINBOW HOSPITALS
rhaeid e o+ 30 s
PROGRESS NOTES AND DOCTOR'S ORDER
2’1‘15,“ Progress Notes Doctor's Order
D Siplo 8Dy Viwmt.
1 o PL Louterned
Yo Daia_aldomen £ DM&&O&_&@AQJ%M\
Prv o Cx el :
0 € oM Adblog
Va -~ Q_Mﬁ_%a o
Ads:
Slifh do 2 atage
Conbiauo wn (T &
e : 7an M DS
\J\'gﬁé_ : o Sqmﬂwv_\%
25\ okf| 3ot Clele @, Privadhows hin
— [h2:30™ ] i
B/e - wheviu @ Ty __pice
(e 30" [10") > Qﬂdﬂn fos Labouning
- . fephalic = Eﬁto\.\.a.du?g achve pushing S
(76 4 Reachve FHS—‘E;\;Jod > ooBnucia 0T,
evs] 1 Plv- Cy - ?—ullaa_@{‘ﬁted ~ bontinue Tnt Sunp
08 - Fully dlleded acce le~ation
l‘fkbmb-:are; clbéent « Wr oadvadions
\bvdex £ 4o |Gedion
a -
A
B a0z

Docu. No. : RCH /FRM / CLINICAL / 088



GUC-00046148 IP18-00036175 %
UL o ) /) G| @i
|H|H||||H|||I||||||||l T | Hosplal. | @R
PROGRESS NOTES AND DOCTOR'S ORDER
ga#ma Progress Noles Doctor's Order
Qﬂﬁ' \(OtiluM Qk&m Vamn@l Deli V7avry] 2 RMLE -
112 4P D Py, ﬂ—uuQ&LmMLum
ATSIN Do Vimatuf [ D Qoo Dewi -
A L8P pt in 1idG . do iy "Dh,l.i’n‘nnr Dast i Qﬁiﬂ}'&; +
duapel Yevley @ 5{&4-01- M cnp opphed (@
! = Ny vel) (]
pr?nn potot.  (hignon foemled ., RHeal dd\}ve}w with
20 pull . eabgGAaJ;‘uaH Cuied inumsdiadely appes
bidf . T i X tovd ::u\L aﬂd
baby ]/\Andm‘ oveyH Jo pedialts e al o
poall  Feas 4-Sem  Nokd Cpl4j.
Episiotomy - 00 eXteruion Skin - SUIDQH&";EIGO teay B
exlmdmn uﬂln anal veugel Sphinedest fone __intact
ED_&'LDI-D&MJ Subwud 10 laherid !
Y orein ad mnﬂl least and
Pl8 - Rorkal muscoda bl ; Soluaclest dnce afack]
B tanl L
Ay
B loslelavat iatukprt Sop ek
| [}
A | Bou r Tre padﬂ.
& 1o 1’flk” - Fellow dyuag chunt
7 AT /h’c * Talaxm %OS
r 1 - wl Jpey ¢ mbam
'/ u/
U:'mlrg

Docu. No. : RCH /FRM / CLINICAL / 088




"

Patient Sticker salnbow 1@ BirthRight
Hospital et
PROGRESS NOTES AND DOCTOR'S ORDER
2'1!;“ Progress Noles Doctor's Order
AL ALse CJ_,C,IB Rr Pavi o [Br-Shyeededs
- '
Pt vened N3l o Mwie
\bided - 130 m ) ~Novmal died
-8 ph G foiir, Atelbvile —Plorhy of oral C A
pr— §2\muo P lpe* = \vitn ), Meri tering
BP- )02 ) 35 mm}{’% e | ~ Bl lew /buj. %J
. R IMap - WIed Blooding pu
Plo- ud ved) contba ded — Loderm (eox)
o Set " Hb PV Claibde
/./q;'d.r» : LIE - No undg bldoding oy
\2\‘)‘5\(6 / Eei siotom, L\}mid Tnted
b ' J
3 N i
&, i """'%R & WWJJ#;)
et Ly
2 b\PY. 5\ D -
=2 rapmeTy
TB'D%:D ne < Lovop) ctimg
e)e: odtbovie ! Y lews
‘g&e L7 iy GC €y e ity wrels
X 3]2%om. U e e twad oot
S§22z |99 7@ ¥H Yo letus use Xlentsy 9‘\ oty
Nemp [ /- Sott axabylots
RSD 1 D plesclang PV
Lle: Swowl Ho\PCy ¢ \o ﬁﬂi\\n
é_)v
b

Docu. No. : RCH /FRM / CLINICAL / 088

o




30.[}1-1'"
Dr, PRIYADHAR

T

Wi

Z
| Rainbow"® ) o
@7 Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
I vk @ ot o treat the litme, Your Right to » Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

?;fm Progress Notes Doctor's Order
oL |oy | 2022 clsle @. V‘;m%)%w-shw@lm
g215A™ .
!Ej) Pi vorreuwed N3l elo Aduice
Ole pt &1¢ fadvy, Hfebale - YNevea) diok

1-@) __ 1] ~ Plenty of era) fluid,

Pe - golon Cvg | = vitals Nenideriy

Be- | Ly lbtmmbl. Rs IN4D — follew oot

| Pla-ud wed) ednivected ~ WIE A Bleedind py

Baby -wlg 248 ~ Toforml g ) 1

Blc Bropst Bt UE —Bwh L — VP CREarRe BT o)

. \/Og'.clina freeky Eoi woud Tntmet  Poated civols
' HE - Mo 3 .
Py - 32
Mot | Possed  Sools g&%‘b"‘

Docu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker

Rai fw" . .
C?\Ii?dr%n’s ‘Bn‘tthght

Hospital BY RAINBOW HOSPITALS
1t ks 8 ot 10 et the bitte, Your Right 10 8 Safe Delivery

\

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Noles Doctor's Order
Docu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker

%
Rainbow"® , _
Children’s ‘Bll‘tthght ‘

Hospital BY RAINBOW HOSPITALS

It taes @ ot 10 trest the litde, Your Right to & Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




Patient Sticker

S

%
Rainbow® ” =
Children’s ‘Bll‘tthght _

Hospital BY RAINBOW HOSPITALS

It tads & lot b trest the litte, Your Right to & Sate Dativery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




um“PM uulﬁu ;) ]
i Rainbow’
ainbow” | @ o o
Docu. No. s RCH J ) J Children’s | = BirthRight
I DOCTOR'S SHIFT CHANGE HANDOVER FORM Chidrer's | & BirthRight
Date: oo Department: ......cceeeverecemcseeernneeessenans St s nisnmamasmimememn
S Handing Receiving
= it T [ W | =




® s

Rainbow® ® —
ocu. No. : / 5 hildren’ BirthRight
Docu. No. : RCH /FRM / CLINICAL / 162 DOCTOR’S SHIFT CHANGE HANDOVER FORM ;ﬁ:slp.,{{au?: .?\%%w%i%%:

DAe: ...coorereeemrmnrrre o DRPANMBNE oo ciiniginiinmndiisioms 4 ¢ 11 ST 1L =1 £

Diagnosis Clinical Findings Special Concerns / Investigations | Recommendations Hm::g Regii::ng

S.No Patient Identification / Procedure Problems / Abnormal Results / Follow up needed Dochd feeold




3UC-00048148 1P18-00036175 ‘%
Wrs PRIYA PARAMESHWARAN Ral nb‘ow.

——%:o::mms"’l:.*:""un (F) ﬁggg%?'s & Emeigmm.
I

I St s . Your Right to a Safe Dalvery

- RESULT SHEET

Date ‘&// ”
Time = 7-?‘1(/ p Sl—fﬂ/g

= [L-2-] - | i
PCV SC)', 2 B -
RBC . -

WBC 7060 HV 1/
e H s A% |§
Platelets 2.0% — \
CRP '

ESR ’
PCT v .
o - : TSH-F0
Na F=1 .

: FP-01> T

Cl —
s “hA-] )b
Phosphate
Urea

—

N R

ALP
SGPT
SGOT

T.Bill/Conj é((h ‘ —
T.Protein lﬁm l |

S.Albumin
S.Globulin

A/G Ratio

Uric Acid

S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N :
Docu. No. : RCH /FRM / CLINICAL / 0138 - (P10)

St

1>

N

=
(=2
N

Creatinine - ) R ol — Inidne




Date
Time
CUE - Alb
CUE - Sugar
CUE - Ketones.
CUE - PUS Cells .
CUE - RBC Cells
CUE
Stool Pus Cell
OVA / Cyst i _
Occult Blood [
|
T T R L T ————————
...... o
\“XY WG - 37 weske

Radiology : UBB 5 . +.couucsnsosssssnsessevenvesssseseesbsssssssassassseesistsaseescessssesessmssnsyMansesssostsasasesesesssassrotssasasadssssssipisss fesstsss

X-Ray : C.L l/\p\i,%

ECHO: SP el wp& -

eT: | EP\/\J/gM kﬁl 15@ CQ.‘.’JM

MRI ~>pr, K\ﬂ e

L o
Others (ECG, Contrast Studies etc.,) : - AR I
' Ry - Auwd mp — ]'fm e
H AU RXW ~3mu~




JC-00048148

% PRIYA PARAMES 'mﬂnm L Z
Pal s LT NE (e Chitdran's | @ BirthRight

i otpiil |

MEDICATION RECONCILIATION FORM

DrUQG AIBIGIES: .vvvoverreveereeeeainieersesesesessesessssssssssesssmssessesseeeeessin, D/Nﬁr;own 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)

i R 3O, Shifted to: S i » > W
S.le (GENERIC RAME GAPTTAL fmas) (mﬂf’.f.iu, I 3 vy | FREQUENCY | 25T DOSE .}ﬁ;;fé}::g
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* C- Continue, DC - Discontinue

s - S. I

MEDICATION HISTORY RECORD

VER (lg BY
Doctor Name & Signature : . st

Date & Time : . AJ" ) ) “ B maranss
Nurse Name & Signature: .. (}3 A.Cu.u:'}_(-* j (O} ¥ ?r“f 6 .
Dale & TME : . 2 A B OB
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MEDICATION RECONCILIATION FORM
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J Not known any Drug Allergies

Madication 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)
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MEDICATION HISTORY RECORDED / VERIFIED BY
[ ]
Doctor Name & Signature : %‘&we.eo\%
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FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered abgye, ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

: | Additional Instructions:

&
=]
@

VERIFIED BY : Name

i | Additional Instructions:

[ Doctor's Signature Valid Period| Pharm.

[Additional Instructions:

= 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.

NURSES . Nurses must follow strictly the FIVE RIGHTS before administration of médicaﬁon.
1) Right Patient 2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
= AVOID TAKING VERBAL ORDERS. NO VERBAL ORDE_RS FOR HIGH RISK/HIGH ALERT MEDICINES

S05/PRN (As Required Medication)
Date

DRUG :
Dose Route Frequency [Start Dat

Doctor's Signature Valid Period| Pharm.

DRUG : Date

Dose | Route Frequency [Start ]

Doctor’s Signature Valid Period| Pharm,
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Starting the Drugs: b

Additional Instructions:
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Early Warning Observation Score Chart Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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> 30
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11-20
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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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,

Intake Output IV She
Date | Timg gﬁ:ﬁg Route NG | Diarrhosa | Vomit Drainage | Uring | phiebiis | Sign. -

Score | Nyrsg
Mouth LV N.G

08:00 am
09:00 am 3
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intakeg : Total Outpu :
02:00 pm
03:00 pm
04:00 pm
Q)a 05:00 pm =
\o 06:00 pm
07:00 pm
Total Intake : Total Output ;
08:00 pm
09:00 pm —
10:00 pm
11:00 pm —— 1
12:00 am
01:00 am r
Total Intake : oo/ Total Qutput : 260
02:00 am
03:00am | 1 !
04:00 am [
05:00 am
06:00 am
07:00 am
Total intake : 2 o O Total Qutput: SO O

Total 24 hrs, Output
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PAIN ASSESSMENT FORM e e
Date | Time "“:;j;;"’ Location | Duration Actity Character - Patomt]
O Continuous | O Acute [ Sharp  J Dull O Increasing VD/Yes
9 {ngm [l | — |0 memtent | Dowone | Cctiog 0 8umig | © Daceas | 0o
SO [0 Gontinwous | Cigcste™ | O Stap Q30— | O Icreasing aves
MM% ({0 Maﬂu@p—nﬁmm DOl Chronic | D3 Aching [ Buming | C3-Bécreasing | 1 No
Jav O Continuous CHAGHe: O Shap “TI0ul | O increasing | J3¥eS™
Ao b | Vin Rl inermittent | O Chronic | C)Aching ] Bumning | O Decreasing | 0 No
' o won | O Contnuous | BfGte | DShap  CIDul | Dhincreasing | O Ygs——
‘.Vé)\bw%am ,\\p’ |uboclond Qinsmitent | DConc | [AckAg 0 Buming | [ Déreasig | 0 Mo
(ouxay | O Continous | [3Atute Ooul | O Increasing | (D¥es™ )
L WY | pmie o abboned O siemitent | O choni m 1 Buring | Dhecreasing | 0 Mo
_ L. EPSTo O Conouous | OAcwe | OSWp OO0l | O loreasing | D18
?é\bw 3pe | 1y (DL intermittent | [3-8hwonic L EFAPhing 00 Burning. | D Dpcreasing [ 0 No ool =
” Qﬁﬂg\u‘t‘““ O Continuous | [HAcute O Shap 1 Dull O Increasing | (C}¥es 'Ph\i\é@a yfes
LA | o o |~ Q Ginermitent | ) Chvonic | LyAching 0 Buming [P Decreasing | 0 No o 2 o &
5 ew;%m O Continuous | Difcue | OShap 10wl | OO Inceasing | L3¥es . 4L
SIS 2o 1 o iy | P Imermitent | O Chroric | fxActing 0 Buming |-C) Decreasing | 0 No NS
O Contwoss | O Ace | OSWap ODul | O increasing | B4 ) a\ K i
A\\\\%})‘ W o> — | O Intermittent | O Chvonic | CJAching [ Buming | O Decreasing | T No ) (SM”
W [0 Continuous | OJ Acute 0 Shap [ Dull O Increasing | D Yes
O Intermittent | [ Chronic ) Aching [ Bumning | OJ Decreasing | I No

b) Then every 4 hours,
d)  Within 30 - 60 minutes afler pain relied intervention.

3)  Atleast every 2 hours for the first 24 hours
¢) Priof lo pain pain-refieving intervention.
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PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

S @

Ml‘m

Wong - Baker (Pediatrics) Abeve 7 Years

O ——

@@@@

Emﬂm mmt.u

SCORMG
CATEGORY
(] 1 2
. ; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched faw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
B Laying quietly normal position, Squirming shitting back and ;
Activity moves easily forth, lense fuched. ight, or Jerking
Moans Cryi ; of sobs.
{0 Gy No Cry (Awake oraseep) :;whlrmersmmw 'mﬂfwym
i i FEE Conpe
m‘l?m Raas;medbymswmm
Consolability Conte. . retaxed hugging. or being taked to, Difficuft o console or comfort
distiactible
- Neenstal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment _ Sedation Normal < Pain / Agitation
Criteria
-2 -1 " 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pched or sient-
Irritabiiity stimuli minimally with painful| irritable Intervais consolable | continuous cry
simufi Inconsolable
Behavior State | Noarousaltoany | Arowses minimaty 1o Appropriste for Restiess, squinming | Arching, kicking constantly awake
stimul stimuli pestational age Awakens frequently
No spontaneous Litie sponfaneous . Arouses minimally / no
movement movement (not sedated)
Facwl MouthIs tax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Eipression | Noexpression | with st Intermitient continual
Extremities | no orasp refiex Wesk grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid fone decreased muscle | feet clenched toes. fists | toes, fists, or finger
fone Normal Tone or finger splay spiay
= Bodyis noltense | Body is tense
Vatal Signs HR | No variabilty with | Less than 10% Within basefine or | Increase 10-20% | Increase greates than 20% from
RR. BF 520, | stimui variabiity from normal for from basefine basefine, Sa0, less than or
Hypoventilation or | basekine with stimui pestational age Sa0, 76-85% with | equalto 75% with stimulation
apnea stimulation - quick slow recovery Out of sync or
recovery fighting ventilator
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’ M ﬂﬂfﬂﬂmﬂ ” m m . Hospital . s Ll
Morse Fall Risk Assessment Form R b e
O EI / 7
. ) ate / Time D& ;
Choose Highest Applicable Score from each Category S - &HW % Qﬂ Fall Risk Grading
Score 25 sz)
History of Falling Yes 25
(immediately or w/in 3 months) No 0 D 3] o Risk Level Murs::p::lsI)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 0 o)
Furniture 30 Standard Fall
' Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ° ) O
IV / Heparin Lock or Saline % J 0 24 Implement
o 2 0 Moderate Risk 25 - 50 ggde;%fe Fal
Impaired 20 vention
: Intervention
| GAIT / Transferring Weak (uses touch for balance) 10 O 1
Normal /On Bed Rest /immobile 0 H = imiplerient High
Forgets limitations 15 Fo gt Risk Fall
Mental Status 5 = T = Fligh Risk =9 Prevention
riented to own ability 0 O O o) intaevasiiin
Total Morse Fall Scale Score: 20 A
Signature )&% n %ch Al
d
Tick (v') whichever precaution taken. : Maderate Risk (25-50) Apply all low risk intervention and
isk Level and Interventions [J Assist and/or supervise ambulation. Reinforce to always call for assistance
ow Risk (0 — 24) (Standard Falls Precautions) [J Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital [0 Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[0 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






[ Patient Sticker | 3 3 Rai nb%:w“ =
iy — Children's | @ BirthRight
. Hos pital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e e e o R O
Date/Time | Y\
i icable Score from each 0 i
Choose Highest Applicable Score from each Category Score o501 oL . ,(\"W Fall Risk Grading
History of Falling Yes 25 <
(immediately or w/in 3 months) No 0 o o) Risk Level MorsT Ib:.::g)&:oﬂ’.- Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 P O
Furniture 30 . Standard Fall
Low Risk 0-24 ]
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 © Q
S 20
IV / Heparin Lock or Saline ;e - %o QL Implement
2 Moderate Risk 25 - 50 Moderate Fall
Impaired 20 rrlevenhngn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 \o \O
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 G Risk Fall
Mental Status High Risk 2 51 :
Oriented to own ability 0 ® ° Prevertion
Intervention
Total Morse Fall Scale Score: 30 NO
Signature ?ﬁ: 4 %/
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) [J 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.
O3 Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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sedation, OR, limited ability to feel

sensory impairment that limits the

sensory impairment that limits ability

discomfort.
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11 takers 3 7 Bn 7E e ey Your Right to a Sale Delivery
W —
Date:| —;@}o ag o t_u:PQ
Time :| 21\ 1R 24pen | _&P.‘F,_
1. Completely immobile: 2. Very limited: 1 3. slightly limited: 4. No limitations: :
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or exiremity position body or exiremity position but unable changes in body or exiremily position position without assistance. L\ L\) L’ Qﬁ
without assistance. to completely turn self independently, independently.
2. Chairfast : 3. Walks occosionally: . All patients foo young fo ambulate; ! !
At ) Ability to walk severely limited of Walks occasionally during day, but for OR walks frequently:
;cﬁvnypws ':;}eagggir;g ébm;gs:o-m non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 3 g
and/or must be assisted into chair or assistance. Spends majority of gach day and inside room at least once every 3
: wheelchair. shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limired: 3, Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
) or grasp) te paintul stimuli due to communicate discomfort except by cannot always communicate discomfort | Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to teel or communicate pain or

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

Friction . Occurs when
Skin moves against

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

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good positio
in chair or bed most of the time but
occasionally slides down.

Able to completely it 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
in bed or chair at all times."

pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort inone or Cj
half of body. two extremities.
Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occoslonally moist: 4, Rarely moist:
to which Skin is kept moist almaost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
i by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed » . LF
to moisture Dampness is detected every ime 8 hours. gvery 24 hours.
patient is moved or tumed.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No opparent problem:

suppaort surfaces thrashing and [riction.
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Very Poor:
NPO/or maintained on clear liquids,
or IVs for more than 5 days OR

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

Nutritional Usual
food intake pattern

2. inadequate:

1s on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin <3 ma/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

servings or meat or dairy products only 3 servings of meat or dairy
per day. Takes fluids poorly. products per day. Occasionally will
Does not take a liquid dietary take a dietary supplement.
supplement.

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

Tissue Perfusion &
Oxygenation

2. Compromised:

Normotensive oxygen saturation may
be < 95%:; hemoglobin may be

< 10 mg/dl; capilfary refill may be

5 2 seconds; serum pH is < 7.40.

3. Adequate:

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

but will usually take a supplement if
offerad.

4, Excellent:

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

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
- 95%; normal hgb; capillary refill
< 2 seconds.

L

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

Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o aitered mobility, consider occupation therapy referral for advice
® Regular Turning Schedule : _
' © Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces
® Manage moisture, friction and shear Altemating pressure matiress 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 o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges n
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 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




INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part - 1.
Patient's / Learner Language: .........

)

Patient / Learner Literacy:

UC-00046148 1P18-00036175

rs PRIYA Pmm HWARAN

)-01-1m & m2s0  (Fl
r. PRIYADHAR

i

Read ivS@(' Willingness to Learn:

g

Rainbow’
Children’s BirthRight
Hospital .m&mm%
T takes & ok 10 treat the MYe. Your Right 1o a Sate Delivery
¥ No  Healthcare Literacy:  Yes —Ne—

ldenlitied Education Needs:

10. Fall Risk Education

(J\L\Q FE| A)— Plan 6. Discharge Medication 11. Safe use of Medical Equipment / Implantable Devices
Dlagnums "*W Sf‘{&n 3__Fain Management 7. Infection Control Measures Safety .
4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treament a““ Care —fR,— 5. Medication / Therapy (safety, effects/ side effect, ineractions) 8. Nutrion / Die 13. Risk / Safety
Part- 1l
Use codes from the list in part il
Need ; Designation /
Date Time \dentified Information Taught PR Comments Signature
Person Taught 'é":':?;'g Teaching Tools tohu::lr:%e Understanding
] )
'\}w\*’\\/\ scueuddo]  Flveo Jetaid 1 0 ?ftm—
e | MR |44 i gpengo DA | s Neds M |Jo N
Part-Ill: CODES
Who was taught: FT:‘f;atient F: Father M: Mother $: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECTTY) ovvvemmeeemsismrmnrmmseesisecsssssssmsssscssssssrssssss. |
Learning Barriers: »

1. No Learning Barriers
2. Physical Impairment
3. Emotional Barriers

w;ge Barrier
. Educational Level

6. Desire / Motivate to Learn

7. Impaired Thought Process/Cognitive limitations

8. Responsibilities at Home
9. Cultural Differences

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
14. Others (Specify ......

Teaching Tools Used: A: Audio D: Demonstration

L8 Oral

V. Video

P:  Printed

Ht:%;nl(m!s to overcome barrier/s:
1. “flone 3. Reassurance & Support
2. Obtain translator _A. Teach Family / Others

5. Respect values & beliefs

7. Other, Specify .. i 5

6. Respect Cultural / Religion Preference

Understanding: t1/ﬁrhaiizas Understanding

2. Demonstrates Understanding

3. Needs Review

Doc No. : RCH / FRM / CLINICAL / 187
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30-01-1994 sayam2e0  (Fl
Or, PRIYADHARSHINI § M oz
- l Patient Sticker \“ “\ mmm m \“ \mm“\‘ %?lli'l‘d '%\::ss W B"-tthg ht
Hospital | Lt

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

Date: .
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 gstrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) o 1
Obesity « |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

| stilibirth 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

i Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
Immobility, dehydration ; 1
Total N
Signature of the Nurse M \0\{,5*1"
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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i .............................................. S X Rainb:aw.

e Tl Chkdre' | S ST
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: 5&1\5\% Time of Arrival: HM Time Seen by Nurse: ..J1 P71 ]...c.c.ccon

1) Level of consclousness‘,aﬂﬁscious 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 O3 Preterm Labor/ Labor

O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement O Other Reason: .......0) k...

3) vital Signs: TemperatureJAMCY. Puise: Bﬂ]'&t RR: ’>i+luj $p0,: ) Q0. BPH'O lii,mwmgtrr ft%%rr

4) (Gestational Criteria:

™ -
' Gravida: G i) Py L Ap__
LMP: hnlcmwr\w\ E0D: ... A AN 2026, Gestational Age: 3231&(
Uterine Contraction 0O Yes E’l( O NA | Onset Time Frequency:
Membrane Rupture O Yes Q,No O NA | Onset | Time Fluid Color:
Vaginal bleedin Time Amount:
aginal bl 1gr O Yes ‘E»law ONA | Onset
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia g_yrnptoms OYes | 20 | ONA Pain Abdomen / Vomiting
If No specify:
Good fetal Movement \Pr're? ONo |[ONA
5) Pain Screening: Numerical Pain Scale (NPS)
™ I | | | ! | | |
' @3 | | I } I I 1 | T —
o % . 1 2 3 4 5 6 7 8 9 wL?m 1
R possible pain
@ Location:
......................... N
©  DURAHON: +.ovvoveeeeeeveeee s DAYS / Weeks/ Months (Strike out which is not
applicable)
O Ot o T S
o Fr uenc
s Y . . S
) Interventlons ........................ Ao
6) Past History:
a)  SUIDEReS: o clmusransminsn M rmniarmassrerisram e s e sk s e SR F R SR HO SR TEY
b)  Medical ........ovveererreeeenns 1-\6 R Raedadn,......
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Patient Sticker

7)  Allergy:

O Yes !;I,N/HYes

8) Current Medications: O Prenatal Vitamin \J None  [J Others: %ﬁ%ﬂmm %‘ “\Ei
9) Prenatal Medical History:

] None

O Chronie Hypertension
OJ Gestational Hypertension

O Diabetes

[J Gestational Diabetes
O Low placenta

O Others if yes, specify \HW\J{‘“

Triage Calenufv: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
;ﬂleuow Il Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

I 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 (0TAS)

0TAS Level 1 Level 2 Level 3 Level 4 Level 5
(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{Rum:a‘ﬂm Immediate < 15 minutes <30 minutes < 60 minutes . léoa:'m}
Re-Assessment Conoans s Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth I,'.va:eourf PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
ks
Active Vaginal bleeding Bleeding assoclated with Blaedinn assoclated Spotting
Bleeding with/ without abdominal | cramping (<spotting)
pain <37 weeks [>sputt|ng) >37
Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity and / or headache, visual mw
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing abnormal dopplers
Fetal Rssessment | Non-Fetal Movement Diseased fatal movement
oAcute onsite severe ®Major trauma @Abdominal/back pain ®0ngoing assessment | ®@Anything that does not
Others abdominal pain ®Shoriness of breath | greater than expected in | from out patient ciiuic | seem f0 poss threat to
@Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth oHank pain / hematuria work) oCervical ripening
@Cord prolapse @Nausea /vomiting and /ol @Minor trauma (minor | @Out patient placenta
oSevere respiratory diarrhea with suspected previa protoc
distress dehydration momngmmd om-hoolmd mmnn
oSuspected sepsis mﬂﬂ
: QSInna of infection (e injections, NST
,cough, fever, omm for version
Chills)

Time seen by Doctor: ..........

Nurse Name ; ......

9%‘\6""\411— Time: ....

Date: ...

. Nurse Signature: Ma)‘m
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LABOUR AND DELIVERY NURSING ASSESSNIENT

Date of AAMSSION: ... L\\b\-zm .....
Baseline Information:
admission From: - 1 ER CJopD O Admission Desk 0 Others: SPEGHY vrEr e

Oengish O Hind Ooners et

Primary Language. O Telugu
Do you require aninterpreter? OYes

gource of Information: [ patient [ Family [ Others
personal belonging if any: O Jewelry [ Nose ping O gangles O Andets O Finger ping O Bracelets
L T \ 3;M .............................................................................................................

Allergies: C1Yes \Qﬂ/ [CMedications [ Blood Transfusion
A e cormwaree e

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

past Medical History: Obtained From O patient O Fami
past Surgical History Pre

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

Past Medical History

WU
S T

e —

Blood Group: .. pl&.a”‘* LMPU*\ Laaets) EDD: ’:\Xﬁ% Gestattonal age during admission: g
Contractions: .. ... Vaginal Discharge: - . eeresssiabaaasspeisssssanmassssententf
Obstetric History: G. P '| .......... e | P W Previous LSCS W2
Height: . JoX\ - Watgm’iﬁ %U( BML: .

Temp: .. QBN HR: 2a\uA... PR QH(\.M o Lio\ID S0l

High Risk Faclors: (Please select by ticking (v ) the box as applicable)

[ Fertility Treatment

o1 Hypothyroidism

O Rhincompatibility

= Hyperﬂwrnidism

[ Previous LSCS

1 Preterm Labour

{1 Hypertension \ [ Gestational H_Msion [ Others: (Specify)

[0 Diabetes {1 Bad Obstetric History
[ O Anemia O Obesity (BM)
r 0 Twins/ Multiple Pregnancy J
Docu. No. : RCH JFRM / CLINICAL /139 (PT.0)




e

O Liver disease

Fal Assessment: (3 yes—

a Mobility problem
O Developmenta Delay

NUTRITIO EENING:

O Under Weight
Inform consultant for positive

SociaL SCREENING:

Family History: ) No Abnormalitigs Detected
O Heart Disease O Hypertension "(mab:es O Stroke

Risk of Pressure Sore: EYes TN s

Inform Consultant for positiye criteria

PSYBHOLDGI CREENING:
Calm & Cooperative O Restless O Depresseqd O Agitated O Confused

Oothers.................

1. Marltal Status: [ ipg1 m [ Divorced 0 Widow

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

ONo  Score IO

a Walking Problem
O Musculoskeleta) Congenital Abnarmality

I Poor Appetite > 3 Days O Needs Therapeutic Dlet._' A
O Diabetes Mefiitys 0 No Abnormaiity Detectad
criteria

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

2. Special Habits: Smoker: (7 ves Qe Alcohol Abuse: [7yeg ONo Drug Abuge: OYesTINo

Social History: Lives With

Orientation has been given regarding the following aspects:

Call Bell in Reagh - es O No Waste Disposal Explained—Tves [, .
Infusion Pumyp - B¥es Ono Hand hygiene Explaineg: ~QYes ONo O others
Above information given to Sl LA Y.

~
Name of Person Orientation was given to: M'p.JLLft:( .........

Orientation not given Reasgn;

Nurse Signature: ... .

(Aﬁm\%

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

Nurse Name: Q§>,\"QM,¢.T\'\/LD\

Date & Time: ............ ¢

................
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BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

Hospital

nm-ummmm

Children’s .BirthRighf

—
Patient's Namet....ccoeeemeres

|91W0°3‘175
:UC'QM" s mﬂ
204

MRD NO:awes PRYA PARAMERRILELD (1 e

Age ;m;{;'{'\{\‘i\m\im\“\‘\\\\\\\\\\\\ <OMOF

(PH LEB'T‘S ASSESSMENT J L L ———
. \_ -
ANNULA 1 CANNULA 2
Date : 9 {[ b r'bo)/g Time: b A Date : Time:
Location : L_g,f/J Location :
size: W\ Size :
Cannula inserted by @ ; [ \%u." Cannula inserted by :
pate | Time Phlebitis |Infiltration In:“nrr:l:igon Sign Date | Time Phiebitis |Infiltration hremon Sign
7 [Oves | Oves O .U Nt DOves ONo| OYes ONo
P = pyorOYes Qo ClYes B0 P i) # Diyes ONo| CYes ONo
o e (OYes OnolCves ONSpast DOves ONo| DYes ONo
17" _Oves NG| Oves Ot L pbeX OYes CONo| OYes ONo |
2pc _|Dves Gio|Oves B0 Apok IS [IYes DNo| OYes ONo
R A OYes ONG| OYes BNG UHM’E»,/ OYes ONo| OYes ONo
%, e, |DYes (o ClYes GG o — % DYes ONo| OYes ONo
o> |Oes ONo{ CiYes O “o\g ) [Yes ONo| OYes ONo ]
= OYes ONo | OYes ONo OYes ONo| OYes ONo
[1Yes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DiYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OvYes ONo| OYes ONo ]
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OvYes ONo| 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 | DYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DIYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OlYes 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 OvYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : Yes [INo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes speci®-
Phlebitis score: Phlebitis score:
NOTE : # Tobe assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
V.1.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page




(PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )
CANNULA 3 CANNULA 4
Date : Time: Date Time;
Location : Location
Size: Size :
Cannula inserted by : Cannula inserted by :
Date Time |Philebitis Infiltration ,le.Il‘ilnlql Sign Date Time |Phlebitis Inﬂ[tra!jon ht'::‘vr:ln’;?bn Sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | O0Yes ONo OYes ONo | CiYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes INo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | O0Yes CNo OYes ONo | OYes (INo
OYes ONo | OYes CNo 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 | O0Yes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
DOYes ONo | OYes CINo OYes ONo| OYes ENo
OYes ONo | OYes ONo OYes ONo| O0Yes 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 | O0Yes ONo OYes ONo | Oves 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| OlYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes-date and time
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA f 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.LLP. SCORE (ViIsuaL INFUSION PHLEBITIS SCORE) N
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 followingis | ALL of the following is
evident: evident; evident: . evident and extensive: | evident and extensive:
* Slight pain near v, | % Pain near .V, Site # Pain along path of ¥ Pain along path of * Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula # E cannula ¥ Erythema
near 1.V site * Induration # Induration * Induration * Induration
¥ Palpable venous corqd : g;:g:ga venous cord
RESITE / REMOVE RESITE / REMOVE RESITE / REMOVE INITIATE TRETMENT
&SERVE CANNULA | OBSERVE CANNULA CANNULA Tcﬁ.\g:_rl.:‘.g quonsmsa mwerm N{'_)TONSIDER EESE'E L; REMOVE
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1t wakes & lot to treat the fitte. Your Right to a Sate Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1, Breastfeeding initiated?

mYes 0O b.No

2. If No, Reason

3. Nipple condition:
a. Nipple well formed
”~ 0 \b. Flat nipple
O c. Inverted nipple
O d. Short nipple

4. Milk flow:
0 a. Good

(9/\& Drops of colostrums
0 \c. Dry

5. Steps for Positioning and attachment:
0] a. Baby goes to the breast
0 b. Mother always sits with a back support
ﬂ\c. Ear-shoulder-hip should be in a straight line
~ [0 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:
. Yes

O b.No

7. For Caesarian mothers:

O a. Mother is required sit and feed from the 4th feed
O  b. Please explain football hold @ T

8. NICU admission:

O  a. Mother needs to stimulate her breast for 2 min every 2 hours Q{ | B f)
9. Additional notes:

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

Continuity of Care: Date: Q"S‘IQPI@
L o
N - o9
T -~ o0&
¢ « N,
. o}
-
e

Handover given by ........| @t? , .......................................

Signature ........... ﬁ BN T LAl
Date & Time: ........ ’)@QE: beg

.......................................
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Children’s @ BirthRight
Hospital . 8Y RAINBOW HOSPITALS
It takes a lot tm treat the lite Your Right 1o a Safe Delivery

INDUCTION OF LABOR CONSENT

GUC-0004814s
1P18-000361
{ Mrs PRIYA PARAMESHWARAY

: 30-01-1994
NAME! wcovevvesnsesnsees O, PRIVAOHARSHEG 4 W88 ()

. U

UHID.NO & e

g\ Gender:

Date: 1 Byl 8

You are scheduled for aninduction of 12bor on .......covvvivcininiiee (date) @t ....ocoovvrrercnrininr e (weeks of gestation).

THE rEASON FOr YOUFTMAUCTION IS . ..evevevretseeeseisesettsesesssss s sesemaessebas s e s s ses s sse 8ot 44808008000 b

The goal of induction of labor is to achieve vaginal delivery by starting utering 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 heaith 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 not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.

| have read the information provided and also discussed the process with my doctor.

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

Patient

Signature: %ﬂ&‘ ........................................................
Name: ..... (Pg‘)-\ YA 0\ ....................................................
Date & Time: ....... c&"\\(o\ﬁ—"a .....................................

Doctor:

SIGNALUIE: ..o gereereeegponneNereseasessesssssessesssassssssessesass

[T o— & (L .......................................... e

Date & TIME: oot eaoreees (2(‘-7/15)% 4

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

Patient Attendant:

Signature: Kepa A ' ...........................................
Name: PﬁEBMESHWf')EﬁN ..........................
Relationship with Patient: .. YIV.SEANLD ...

Date & Time: cg—H LM?JE)

Witness
SIONAIUITES vovivusivusias iavess i ioasdiv il s S T o
NAITIE. 1o eeeeeereessirassessssasmssmsassasseseeeusaneneasessssenssssssstensness

Date & TINE!. cvsmnssinssiamia s s s e
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INFORMED CONSENT FOR VAGINAL BIRTH  Moseltal. |y

o
Your Right ta a Safe Dalivery

GUC-00046148 1P18-00038175
. Mrs PRIYA PARAMESHWARAN
Patient Name © .....ooeeeee 30:01-1994 s;ayamaen  (F) siasusreassas UHID NO & veveeseerinensssiersmsssrennsesssssesnenst sttty

génder: 01 Male '5”nl\\'ﬂ'ﬂiﬁ\"\m\‘\ﬂlll|ll\ll\l 29]5)7’6 T S

| hereby authorized the perrormance of the following procedure:

The Procedure has been explained tome in general terms and | understand that:
The indication requiring the procedure of vaginal birthis pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedureisto deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal 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 partof avaginal 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 t0 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, atternatives 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
qualified gynecologist. e

Name of the Doctor performing the PrOCEAUTE: 1ovvvvesnasenssssssssesess

Consentee :

Signature (B(‘*L‘;PVJ ............................................
Name : T3V T N —— Name: ...
Date & Time (91\\,(0 e Relationship with Patient. S VA4 3 V) —

Date & Time : 941\161’%’0
|

Witness :

BIGRALUPES wsussinsmspspimssssicssiasasssmarsss o552
YT RPR—— i
Date & THME  coovvvverummesssmsssemmssnanssmsisssssssssssssssssses

Dacu. No. : RCH /FRM/ CLINICAL / 028
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. Rainbow® . e
@ Childrerli's & BirthRight
ATIFEAMT T ARIO CCD . Hos ita . BY RAINBOW HOSPITALS
PJC-UM'!“ IP‘IH:IIIOSH?& ORM “h-hphhlhm “WN!MINSWMM
=3 PRIYA PARAM!SHWARAN ——
-01-1994 AGLE LTI
’_ﬂ“ﬁmﬂ'ﬂﬁmﬁ ﬁ]T]"ﬂl " m Date & Time of Admission Date & Time of Transfer Order
2 Wb et Jors pry Ss1blo et jpp
Treating Consultant Name Transfer Ordered by Reason for Transfer
A e T T eou Lk
From Unit To Unit Information to Attendant
—
) rer— T “Heos Nes[] No[]
iB Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents, f any handed
- over to attendant .
152 w Yes [] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
| SlI.No. Item Name Quantity
1.
2.
3, i
4,
5.
I
’ Shifting Summary / Notes Written by Doctor - YesFT No[] s =
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
G’;‘S W [o1 Fue o/@auo@i‘wd*u
Patient & Clinical Records Received by-
bt

D
JDate&TimeatPaﬂentReceived: 9 {J(F\a [9&7_/5-_969‘ qu_m

1A L p
It the transfer order time & Completion time js more than 30 minutes, please tick the reason mentioned below :

= ‘ ;
["] Unavailable Bed ___| Nurse not Available (] Available Bed not eady

Gacu. No. : RCH (FRM / CLINICAL / 102







PATIENT TRANSFER FORM @

“Z
Rainbow"®
Children’s
Hospital

It bakes 3 Jot o treat the lite.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right 1o a Safa Detivery

GUC-00048148 1P18-00038175
Mrs PRIYA PARAMESHWARAN
30-01-1094 B2vamasn {F]

Or. PRIYADHARSHINI 8 M

1

Date & Ti

of Admission

TP

A

ikl W

ML S

W £5) 7 ©~ YO~
Treating Consultant Name Transfer Ordered by § Reason for Transfer
W 0@« nn@/{/@wo( MGM -
R o Uafk ~
From Unit To Unit Information to Attendant
Yes No[]

Number of Sheets in Gﬁnical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

\Q over to attendant -
Q_/W @ Yes[] NoEF—"
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name - Quantity

* hex el 9 A () f

s et doae? =

T Mo 26 me g (@SN

5. | N D, L

Shifting Summary / Notes Written by Doctor :

/""
Yes E(

No[]

Name & Signature of Person who is Transferring

Name of Person Ordered

Do mroboune.

Transfer

Patient & Clinical Recordé Received by ;

W
K3

Date & Time of Patient Received :

M

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

[~] Unavailable Bed

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

[] Nurse not Available

(] Available Bed not ready
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Rainbow® . .
Children’s @ BirthRight
Hospital . BY RAINEOW HOSPITALS
Tt takces a ot Lo treat the Nttle. Your Right to a Safe Delivery

30-01-1994 uuunn {F)

G PYADHARRUN Date & Time of Admission Date & Time of Transfer Order
R gn\blabﬁi“g.@m a5 | bbad™
fo:
Treating Consultant Name Transfer Ordered by Reason for Transfer
v
o Dri padh
From Unit To Unit Information to Attendant

L%

Yeslg—7 No []

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

& clinical dncun;enttf. “d anix handed
over to attendan
u}HD\IQ TLP ﬁbp CT t/’ Yes[] No 57
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SkNo. Item Name Quantity

1.
2.
3.
1
5.

Shitting Summary / Notes Written by Doctor : _ Yes

Pt Sh

oa %{

I Y

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Do pow 7o

Patient & Clinical Records Received by :

WX

ﬁﬂm

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

[C] Nurse not Available

(] Available Bed not ready
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Eﬁin'llcll)r%:s l BirthRight
PATIENT TRANSFER FORM Lospia .?Li‘:”:?ﬂ.’::ﬁf’::fﬁ
—  GUC-00046148 1P18-00036175
——— Mrs PRIYA PARAMESHWARAN
z{:-i 1 R: :::, Hansr:: Y4M26D  (F) Data & Tim ’J of Admission Date & Time of Transfer Order
IHIHIIIHIIIIIIHMIHIIIIHIIH 24l6h6 @ o, | bhe Jo
Treating Consultant Name Transfer Ordered by Reason for Transfer
O - pisgoclhanhi, | - Pt Ph Cone
From Unit To Unit Information to Attendant

e

ol

e[+~  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed
m _ @P . over to attendant
W pe g T -3 "D g —
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. itern Name Quantity
Ll ey (&)
2 i flr)Uh (i D)
3. ( OGJ OJ“&.‘I h @
. ‘\\Qu_y_nﬁnm (e aoﬂ E%j
0 @lﬁ(lw&h ’?)uaﬂ (12 [(i)
Shittmg Summary / Notes Written by Doctor:  Yes O No [l =
+

s - f_'Pch:F‘k'G

"

<3~ (poof

Name & Signature of ‘Perso% is Transferring

mkm

Name of Person Ordered Transfer

P - Proens,,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

please tick the reason mentioned below :

[] Unavailable Bed

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

(] Nurse not Available

(] Available Bed not ready
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BED SIDE CHECK LIST FOR NURSES

Date: [ b’U"
Doctor’s Orders ‘t%
Carried out or not Q{Q))
Bed Side
Structured Handover done ‘foﬁ)
IV Site n’?ar
Central Lines N
Arterial Lines o
[Feeding Catheter o
Urinary Catheter W
Skin Care \p Q%
Eye Care Er%
Mouth Care (-f @/}
Sterillum Bottle, Stethoscope L;g;
Suction Bottle (Should be clean & empty) t;; QG})
Intubation Tray term
i@:&%ﬁ"gﬂﬁ’és with Midazolam e
Ampouies of Adpanas”
Ventilator Tubing, (Any Water, Blood) | V2o
Humidification ‘{%
?Li;ebcei?"zlggfg%oa Preparation) L7
Chest Physio & Neb | .
Handed Over By Name : N
Slgnature : N :
l}_ate & Time: S

Hand Over Taken By Name :

Signature :

Date & Time:

Doc. No. : RCH/ FRM / GENERAL / 088
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Mrs PRIYA PARAMESHWARAN R b w
3U~D1 -1984 32Y4M260 [L3] ainbo . : .
. PRIYADHARSHINI S M Children’s . Blrtthght
PARTOGRAPH “ ‘ I Il Il " Hos pita| . BY RAINBOW HOSPITALS
It takes & Mot 10 traat the lifTie Yoour ﬁarﬁ -u: a s.-.}lz_netTm-,-

N\

——C

Labour: 3 Spont ,Erﬁpeu CO0E2  OOthers

LABOUR B

Indications for I0L-Accel: [ None B’@tocin
Memb. Repture Type: 01 SROM  CI PROM JZARM

Presentation: g)a‘ﬁtex O Breech [ Others

Maternal: CJNome [ Pyrexia OHTN 9'0%95
GrAdequate O Poly E1Clear

O Blood OMeconium OCord: .....ovvveennnn.

Liquor: 1 0ligo

(" INTRA PARTUM COMPLICATION )—

Yiek:

Del. Type: O SVD O Asst. Breech O Twins

O Outlet O Low Forceps ,lzr’\':‘emouse
O Trails of Forceps Vaccu.m

AVD:

Duration of Instrumentation: ........oooeiiinineien

Catherised: OYes  &No
Type: O Fileys O Piain
Perineum : O Intact B@pisiotomy O Tear

— DELIVERY DETAILS T
Anesthesia: ,E]ﬁme [ Epidural
Non-epi: Er‘@:al O Spinal O General

Indications: . Pexsigtent. @O-KL:} deceleration

Application, Locking & Traction: ...........ccoovevaienenns

NO. OF PUIIS: oottt v e et

Suture Material Used: R@F .......... U"a’ 2-OViUiy

Shoulder Dystocia:  [J Yes ,[2'\6
— STAGE Il Vo
Placenta: @Normal O Abnormal O RPClots
P6eT  OlRetaned  DIMRP
PPH: O] Atomic O Traumatic Eﬁone

LACRTANIONS: «..ecvveserrsensrsnssensasssssisssitaninainisseiobannmenmniaiiiins

Cervical: ..

P Perineal: .. QP 9‘°”f"m‘}

(5111 g ST OO ——

Prophylaxis: Prostodin

Blood Loss: | —

Blood Transfusion: ........... NO e

Other Details (if any): ..o
Nevmad

)Haclal EXAMITATIONT. st U oot s s eses pias st e

— DURATION OF LABOUR _ F——— BABY DETAILS —
1st{Stage: .......cocecucs G IR Gender: .......... B"‘d ......................................................
2nd Stage: ’om Weight: ........3:. l’J?-|<3
3rd Stage: o sTwnd e | | APGAR: T o, 9“0 S —
Duration of Active Pushing: ..................coone | | Date and Time of Delivery: 25lobl2024. 5021 ‘fl [ Prvy
NO! OF VE'S: ...ocooruarnruormnnennensssssaseessesssnsnrsssssnsasssasbusiassons LW Doctor: ... &X.: P‘T'naCLOl haashcm.
EW Sister: s \>
Dogu. No. : RCH /FRM / CLINICAL / 143 (PT.0.)
I'!:’
L] -




PAATOGRAPH
Name: t"\ﬂp"‘lak e Obstetrics Formula; qu.PlL,A; Blood Group Type: . D= PoS My
Memb. Ruptured:  SROM PROM

0 1 2 ki 4 5 6 7 8 9 10 1 12 13 14 15 16 17 18 18 20 21 22 23

Risk Factors: ....................

180

Fetal Heart @ 170

160

150

Maternal f 140

BP 1 130

120

10

100/

Maternal il

Pulse 80

70

60




Time J©  L.\0
2 &
\ o P
Signature é’
B
Fifths Palpable D{S_
Moulding / Caput N [N
Amniotic Fluid ¢
Positon @/\f\/\/\/\/\@f\f\/\@f\/\/\r\/\/‘\ Y Y Y Y
Cephalic / Breeth AANANAANANMNAAAAAAAAANAA_A NANA NN
12
Oxytocin
II]IIIIIIIIJJIFIII [T TT T
)7
~ Contractions 3 f/
in 10 mins 2 1%
1)
D d
wﬂ;'?us;dasn Ry
Test
Urinalysis

Amount




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

Management: RE 1) ([ R RO 1111111 AT e

Maternal Condition:
Fetal Condition:

Progress of Labor:

Management: TURL. . omernrsmmmenenrribsiETaRTAERS SIGNALUIE: oovveeeveesceeeersconess s

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management: TIME: ooovserisriemssenensenserensenses SIQMAMUIES 1ot

Maternal Condition:
Fetal Condition:
Progress of Labor:

Management THMIE ooivereresersremsemennsesnense SUINAIIET Looviiiniiiiiinni s

Maternal Condition:
Fetal Condition:
Progress of Labor:

Managemen TIME: woiveiveiseessensessesnennssssesses SIOMAMUIED 1ovivormscrsssumsisenissisiesisimssscnirs
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Rainbow®
Child _ren’s
Hos

@ BirthRight

BY RAINBOW HOSPITINS TRUMENTAL DELIVERY PROFORMA

Your Right to a Safe Delivery
OBSTETRICIAN | (v F‘hotdadhcw,him

Patient Label
GUC-nomiptat iDinatessine ANAESTHETIST
I E&i?:i:::%{{:m o ASSISTANT - Vindha
| LV A DATE 25loL| apzn
I TIME 2l py
PLACE (@ THEATRES
!

CONSENT EPISIOTOMY " BLADDER EMPTIED?

VERBAL) /  WRITTEN YES / NO | FOLEY NO
ANALGESIA cTG LIQUOR

PUDENDAL /SUSPICIOUS / ;’BLOOD STAINED/
@ | AWMOUNTUSED___ MLS SATHOLOGICAL MECONIUM

OF eele ntiony
(WRITE FULL DETAILS IN MAIN ABDOMINAL FINDINGS
EPIDURAL / SPINAL NOTES IF NOT NORMAL CTG) © /5 PALPABLE
GA

VAGINAL EXAMINATION
NUMBER OF CMs DILATED
STATION OF PRESENTING PART <t 1 DS} @ I %3

POSITION DOA/ LOA/ ROA / ROP / LOP / DOP J / ROT

CAPUT @ - ++ +++
MOULDING @ + ++ 4+

M VoLt sv) INSTRUMENT USED
KIWICUP__ / _ NEVILLEBARNES _ / WRIGLEYS / KIELLANDS /  SIMPSONS
MANUAL ROTATIO TIME OF APPLICATION No. OF TRACTIONS
YES / @ ,
|2 4o lo ™) -
ABANDONED TIME OF DELIVERY LENGTH OF DELIVERY
YES /
(FULL DETAILS IN NOTES) 121 y) pm

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

you can take "ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in”

CIN : L85110TG1998PLC029914 info@rainbowhospital.in

www.rainbowhospital.in




Brief description of delivery and perineal repair.

(Please mark ventouse position on diagram)

EXTENT OF TEAR

EPISIOTOMY / 15" degree / 2"° degree / 3A/ 3B/ 3C /4™ degree

(If 3° or 4", please complete proforma)
SUTURE MATERIAL USED RE TECHNIQUE PR BV
20 VICRYL (number.........) (CONTINUOUSNTERUPTED
3/0 VIGRYL (number.........) RINCLOSED 0 @ / NO @I NO
OTHER? Po-f} a i \
9 <O vim \
FOLEY CATHETER) SWAB COUNT ANTIBIOTICS | ANALGESIA
YES (NOD PRE - REPAIR %
REMOVE ... ... POST - REPAIR @ INO @ /NO
(SHOULD REMAIN IN SITU SCRIBE | (PRESCRIBE
FOR MIN OF 12HRS IF PAR;QSSL‘;MOL DICLOFEN'® | "onDRUG ON DRUG
REGIONAL BLOCKUSED) | vgs / NO @“95 i CHART) CHART)




Crver Ab14R

ANTENATAL RECORD

Antenatal No:

Reg.No:
r==- PERSONAL DETAILS

s _Agc_g_ )___Dntc of Birth BDJJ_

Z
Rainbow® . L
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It tekes & lot o treat the binke Your Right 10 a Safe Dalivery

'PR‘ ?rfyucrkciﬁ’nrh:o

} Name:MN 2. Px Cyo uation: -
é Occupation; d Phone No: Mobile: g
I Husband's Name: Education:  Occupation: §

Address: FJ'L i

m_HMjﬂA_h_u'}-ff’im s Tamtl alaglea,

2R3 ?Ln.voo':;(?

E-mail 1d: '

r--- HISTORY

SUGGESTED MANAGEMENT

Imp - ot Nowl

Ebp- =[] 009k i

E Year of Marriage: Menstrual History: Previous Periods LMP EDD Corrected EDD E
E % OBSTETRIC FORMULA 5
i Consanguinity: Cont tion: 5
St ST S L | Pars . v Abortess
R L e i R R '
! SL.| DATEOF GA 3 :
! NO DELIVERY | WEEKS ANTENATAL DETAILS MODE OF DELIVERY BABY wT REMARKS -
: ' \ :
! S i O AN O ;
N v ¢ |aad; |
5 Q7 [ MHey M 5
R e 5

Medical History:
M_,nf_,u\.,% J

Surgical History:

Docu.No: RCH [FRM /CLINICAL/139




INVESTIGATIONS

----- MATERNALEVALUATION -----=--==n==nnmmmmszmmmmmenmmeno L 12 0a | AUSCEEEEEEEEREEEREEY
! , e Ml\}l“ :
! Blood group & Rh: Wife O Husband ICT ( & !
: Plapiad wesy 1)
! VDRL NR HIV AR HbsAg (MR TSH &4 -9 2 GCT
5 ROUTINE INVESTIGATIONS SPECIFIC INVESTIGATIONS E
5 Date ﬁﬁ Invetigations Report Date E’é Invetigations Report E
P pelxlgs - 128 oalbnine. o0t ol N - 210 5
E WEBg- 230 UG(CILS--3‘< i [lc’ : E
: RBctA-bb Y Sl A1 5
' rbs, ‘\l l --7" '
; Pevl~ H9.3 3
' L-T L} '( '
: X ] 4 i b~ S~ I
5 FBS -| ¢ ol whs 7 :
: PPBSt 40| p M0 :
s 7 pas—s [T F 5
! HbR1g- S '
: Uvea 91 :
Tetanus Toxoid: 1% dose / 2" dose @ﬁj N~ CK l,g (’7(3* J
s---= FETAL EVALUATION . o e
E ULTRASONOGRAPHY : |
E Fimtrimeg':}l' ..SL :\:Ufh "'L p= Ls o PLVC {l“fl' LA'if ® Cr - 37024 '
el | § 1L 4 Toriis e P U @) Efw 3v19
é Date Ei Indication | PP | Wt.| Centile [ Growth Velocity AFI Placenta Remarks i
5 “s % | Breeg~ b ‘nﬁ M @ K
E Growth scan E
5 s |2 v.0l087 | pne 67 ) | & 3]
: Ib, b 3‘] Co,rJMM (= A / 28] :
E Others 1
Were any Prenatal diagnostics done-Yes D NoD If yes, please specify the details below:
DATE GA/weeks TYPE OF TEST INDICATION REPORT




Name: Corrected EDD: Parity

7=~ SYSTEMIC EXAMINATION -~ - oo ommmmmomoi oo

; Height [ (Q ‘1 CVS ?
- N V-

Weight: G o Respiratoy System: :
! OBMI 236 &g Breasts:___ 7] L Thyroid: Cg—“‘—h-q—‘-’\ ¥
==~ ANTENATAL VISITS
? Date Wt Bp GA S-F Ht PresentingPart FHS Liguor Edema Review Date :
a5 ) i
e |
; o 2
%D\Q\Bb \0\0 o \'}p\ E
E XD \6\ :
H a0 @ [ 4 :
{ N SN 5
99\3‘&!0 4’}'()' \‘}“’\‘Oq}
- TP :
: \\9\3}’ (S | WX L, ;
: —
i -‘;CJ & o (]
: N NP !
.E \\é’) A‘% \"]:17
oee < 5
: «5\(" 4&;5:” \0"’\ :
gfs" ST NAT '
I e '
M . '\T
0‘;;\\0\ A\ {9\

Special Concerns
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