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ACTIVITY RECORD FOR BILLIMN o= pspital BY RAINBOW HOSPTALS
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Your Right Sate Delivery

Name: ............. % ........................................ W ................................................................................................................
UHIDNo OP‘]% evreseas IPNO BT P Consultantgt}{.ﬁ?ﬁbc)m ........... Dept: . Ly
DateofAdmission':Q.f??T.l..(‘.!l%?............ Time: SBSﬂm Date of Discharge: ..., Time: ...

Room /Bed No: ........ccn........... Ward: ..., Suggested Billable bed type: ............. ...
WARD TRANSFERS

Date Time From To Signature of Nurse
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CROSS CONSULTATION VISIT
Doctor Name Date Order No. Signature
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INVESTIGATIONS
Date Investigations Order No. Signature
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Equipment Cor}mﬁng Dlsc?—?;ﬁmg Order No. Signature
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PROCEDURE

Date Procedure l Quantity Order No. Signature _
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GUC-00092948 lPTﬂ‘aﬂfJu'l??
Mrs UDHAYA LAKSHMI .R ';% R
17-04-1991 Byameo (R Rainbow

or. sELF Children’s ‘ BirthRight

QT | Hospital _ | () wmmasioe

Rtk & ot o st the Wezte, Your Right 1o a Safe Delivery

SURGERY DETAILS

Patient Name; M""SUdbClj{a’ﬂké“”’“ Date of Birth: J.H'..L%.J..L‘.‘J.‘.’!.!............... Age: .3%:Y.......

Gender: ... FE022) % Ward: O o UHIDNo.:. X234 L | 36113
Date of Surgery: .....2.5. 16126 DOT-100T-2 2073 CoT-4 0BG OT.1 (708G 0T-2
Name of the Surgery.ELEChVQRepeﬁtLSCS?:I)fm.JfM@” B

Timein:....£.28.8m Time Out:........ 10..0.m

NAME AMOUNT
1. Surgeon ol RRENLZ
Anaesthetist e PR 20 RY Y Ak bergshnd
Assistant Surgeon - E’rwnr/%

OT Technician ;..M. Raa,

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

Circulating Nurse - C(A!Tﬁﬁhmﬁ’}m
AssistantNurse  : ......&/aL.. 4z4)

S e os w N

Speclal Equipment: [ Laparascopy 0 Broncoscope O Hanﬁonic [ Morcelator
[ C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
£ Neuro Cusa I Others '

FnRA" |
L V'Qig o O,‘%@\\

g__[\ -/’_F_’_...-- 3
Signature of tha\Surgeon Signature of Circulating Nurse

&‘zl.uwf’k ir’m (e C‘{ Ctgm

0GR NO: cvesssssssss s Order by: ..................

Docu. No. : RCH /FRM / GENERAL / 114







AR A S e TFIVETETOrTrn

e

b

L A o s S T e T ET T

"foaHN—;ﬁ-n.rt‘r%-’-q.u.-ﬁ..t-. "y

R . -

a—
—

s Y d‘f\wj’\ LalesWie -

' ait ¢S ow' | g o
[mme 7 W | § B
SWIH-MH- 1o a Safe
CONSUMABLES OF 0T e
Circulating staff rf]R’mWL ... Technician: .. Qoxi‘\ .............. Date : 2.5h’/26' L
| Ansesthesia Disposabias wisss " veea | SUTDICAI Disposabios | wsued 0 uuea] Disposabies (Baby Side) | OV
| ET tube MajocPack ) o -, || mjvitk— /
LLMA Sutures ) o u 3 i Cord Clamp— /
ECG leads yA) p/ N 2 213 | | Suction Catheter
HME filter: A/ P / N 129L . 94252 || Feeding Tube — £ 7 /
Syringes : 10 cg— 2% JRE || Vaccum Suction Set
05 go— 2 | Goves pr 1Y7 7] 1] | Surgical Gloves (. ¢ plF) i
02cp — A 1Scae 30 L | Gauze Pack l
91 ce D2 bl 2 Syﬂnn@nﬂsmt 1]/
[ Cautery plate 47 P/ | | Surgicalblade _ 5, \ | Surgical Blade # 20
IV set NG tube Koochies (S)
RL J; | Cautery pencil \ (D,M:ZEJ [om(_ /
NS : 10mi/ 100mi/ 5001 1000m 1" | Koochies  Pialite » /
Qintments w /
Suction Catheter Plawsin  (FR) [
Fentanyl Cap, Mask Refriooss L
| Morphine Gauze Pack R L D™ Y <./t e S
Ketamine Mop Pack b Possae " [
Propofol Steristrip We. oot [
Rocuronium Underpad $ I 8rat powdls | .
Glycopyrolate Draw sheet D b Buam i
Myopyrolate Abgel Ruulkct Taple
Ondansetron_— | | Foleys catheter Elee & \
Pencan 25/ Spinal Needie 22 Urobag ort® dpwon |
Bupivacaine 0.25% Chest Drainage Catheter ’ 5
" Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
- Tegaderm & | i
Suppositories loban
Anlmol:BOnmli.’SOmH?Omg Double J Stent
Supridol : 100mg P ' Vaccum Suction set |,
Justin: 12:5 mg/ 25mg / 100mg |__| Plastic Bod Sheet pyy o 2
Tab. Misoprost : Bogmg Coope, t__| Betadine Soltion 1
ewniom pad || Microshisid
AMew o E1 2 {__| Cotton Bails
\_ Paby  digpey || Latex Gioves o
. Fo {_ | Ramdione Serub >
:‘11 Saral ]
-~ Surgeon Anaesthesiologist Nurse OT Techniclan
N OO BY - s
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospita - Guindy
Z Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nady INDIA
Rainbow . 600015
Children’s Birthen, el No 044-40122444

Hospital Ranbow VAT TIN - 33AABCR4014M 12
DL NO:

CIN : L85110TG1 998PLC02991 4

Office: 8-2. -120/103/1 Survey No. 403,Road No.2 \Banjara Hills, Hyderabad 500034,
na,

INPATIENT ISSUES AGAINST ORDERS ] IJHIIHIIIIJIIIIIIHIIHI I rm
IP No IP18-00036177 Ward 8F-OT COMPLEX
Patient Name Mrs UDHAYA LAKSHMI R Bed Nap ; Micu gp4
Age/Sex 3B5Y2Mmgpy Female Order , 18-000171 7140
Date 25/06/2026 13:53 Prescriution No PRIF'18-0623081
Payor SELFPAY Dispenseg Date 25/06/2026 14:09
UHID GUC-00092946

—

S.No  item Name
1 SGLOVE 7.0(POWDER
FREE)

Manufacture Name

Unitprice
2 128.00 256.00
Total : 128.00 256,00

for RAINBOWY CHILDREN'S MEDICARE LIMITED

ANSEL GENERAL 2406010217

Receiver Name Authorizeq Signature

Pharmacist Name : GRACE PAUL RAJAN

2d Time : 25-06-2026 14:09 Page 1 of 1







RAINBOW CHILDREN

Rainbow
Children's

BirthRi-ne 7€l No: 044-40122444
Hospital rthRign:

Rainbow VAT TIN : 33AABCR4014M1ZK
DL NO :

Telangana,

INPATIENT ISSUES AGAINST ORDERS

IP No IP18-00036185

Patient Name Baby B/O UDHAYA LAKSHM| R
Age/Sex OYOMUDSH!Mafe

Date 25/06/2026 14:02

Payor SELFPAY

UHID GUC-00093055

'S MEDICARE LIWlITED
Rainbow Children's Hospita - Guindy

‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nady INDIA
600015

Registered Office: 8-2-120/1 03!1.Survey No0.403,Road No.2,Banjarg Hills, Hyderabag 500034,

CIN : L85110TG1 998PLC029914

LTI, QT

Ward ?F-PVT/SUITE
Bed Name CRDL-F’VT?OS-‘.'
Order ho 18-0091?1?154

Prescription No PRIP18-0623080
Dispens g Date 25/06/2026 14:08

S.No Hem Name Manufacture Name

1 BABY WiPES 728
BUTTERFLY

Receiver Name

=d Time : 25-06-2026 14:08

03128 1 299.00 299,00
Total ; 299,00 299,00
for RAINBOW CHILDREN‘S MEDICARE LiMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Y . ;e : ; ;
L Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’s _ % Tel No : 044-40122444
HOS ital Bli'tm‘.'l__i"?_
P = VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
o M T e
INPATIENT ISSUES AGAINS™ ORDERS
IP No 1P18-00036177 Ward 8F-OT COMPLEX
Patient Name Mrs UDHAYA LAKSHMI .R Bed Name MICU 801
AgelSex 35Y 2M8D/Female Order No 18-0001717138
Date 25/06/2026 13:53 Prescription No PRIP18-0623078
Payor SELFPAY Dispensed Date 25/06/2026 14:05
UHID GUC-00092946
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) birrtsn GENERAL 250824 08128 1 1,303.00 1,303.00
DISPOSABLE APRONS "
2 AR e X Mediblue 1010526 0429 2 120.00 240.00
1 1 s
3 SAUZSWABIOXTOCM  apuj surgical GENERAL M2545021 11129 2 123.00 246.00
¥ S SUPPOSITORIES 100 noqn | aboratories Ltd ~ H BLNP274053 11128 1 18.74 18.74
5 LSCS DRAPE PACK Mediblue H 1010628 05/29 1 2,250.00 2,260.00
MISOPROST TAB
6 G00MCG1S CIPLA LIMITED H 6GH0162 o8fz7 1 106.12 105.12
7 MONOCRYL 3-0NW 1326 ETHICON SUTURES-J&J C1 T5119 09/30 1 997.00 997.00
MOPS 30X30 8PLY 68 X-  DATT MEDI
8 Y B RODUCTS H M2542SF037 06/29 1 1,020.00 1,020.00
NEW MOM DISP
9 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 105327 01131 1 210.00 210.00
XL
NEW MOM DISP :
10 \ATERNITY PADS MAXIPAD DYNAMIC TECHNO 164101 04131 1 204.00 204.00
NITRILE EXAMINATION ;
1" GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11128 20 25.00 500.00
12 NS 500ML CLOSED BOTTLE Denis Chem Lab Lid H 1C261607 02129 1 93.94 93.94
13 PDS-I1-0 NW 9352 ETHICON SUTURES-J&J T5001 03130 1 1,026.00 1,026.00
14  PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 0529 1 250.00 250.00
QUICKSUITE OT TABLE
15 SHEET MIDLINE SUITEL H 2606021 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
16 JoomL LTD RC26011 12027 2 103.00 206.00
7 ggég;ﬂé #6.5 (POWDER  ,nspp 2604012617 04/29 2 128.00 256.00
SGLOVE #7.5
8 SURGICARE) ICARE (KANAM LATEX) GENERAL 26A109 12/30 1 91.00 91.00
fo, SOLENERTS POWDER  aNsEL GENERAL 2602085605 02129 1 128,00 128.00
20  SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 767 7867
TEGADERM WITH PAD
21 (8591)81G 9CM25CM 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 814 50
3 TRUGUT CHROMIC CATGUT g, '
SN4241 utures India A250728 10/30 1 223.00 223.00
2 UNDERPADS CARE 60 X 90 R i '
( FRIENDS) d 1 205.00 205.00
24  VACCUME SUCTIONSET ~ ROMSONS GENERAL K26C010031 02/31 1 739.00
25  VICRYL 20 VP 2317 ETHICON SUTURES-J&J C1 T5063 11/30 1 ' e
888.00
26  VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 0T506 $85.00
3 08/30 1 951.00
d 951.00

Printed Time : 25-06-2026 14:05

Page 1 of 2




i i it ital - Guindy
. .y e Door No.157 to 160, Anna Salaij, Guindy, Guindy ¢ ‘ennai Tamil Nady INDIA
Rainbow . 600015

Children's Bt Te.'No:044-4o122444
: rthitighs
Ospital Roinirs VAT TIN : 33AABCR4014M12K CIN : L85110T61998PL0029914
DL NO :

Registereq Office: 8-2.1 20/103/1 Survey No.4p

3,Road No.Z,Banjara Hills, Hyderabag 500034,
Telangana,

INPATIENT ISSUES AGAINST ORDERS ] IJIllllllJlllllllllHllHllHl I

IP No IP18-00036177 Ward 8F-0T COMPLEX
Patient Name Mrs UDHAYA LAKSHMI R Bed Name Micu sp1
Age/Sex 35Y2mg D/Female Order No 18-00017171 38
Date 25/06/2026 13:53 Prescription No PRIP‘IB—OGZSO?&
Payor SELFPAY Dispensed Date 25/06/2026 14:05
UHID GUC-00092945

Total ; 12,798.97 13,747.97

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 2 of 2
d Time 25-06-202¢ 14:05




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

% &
Z

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

Rainbow 600015
Children’'s _ = Tel No : 044-40122444
HOSpital BirthRight
Rainbaw VAT TIN : 33AABCR4014M1ZK CiN: L85110TG199 8PLC029914
DL NO:
Registered Office: §-2-120/103/1,Survey No 1403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.

INPATIENT ISSUES AGAINST ORDERS TR AL i

IP No |P18-00036177 Ward 8F-0OT COMPLEX
Patient Name Mrs UDHAYA LAKSHMI .R Bed Name MICU 801
Agel/Sex 35Y2M80/ Female Order No 18-0001717139
Date 25/06/2026 13:53 Prescription No PRIP18-0623079
Payor SELFPAY ' Dispensed Date 25/06/2026 14:06
UHID GUC-0009294E
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 :&’I‘_AW'N HEAVY 5MG INJ 4 neon Laboratories Ltd  H KP1713925 12127 1 31.47 31.47
2 m’f‘ﬁfs": INJAMP 0.3 noon Laboratories Ltd ~ H 45120 11128 1 31.10 31.10
Sun Pharmaceutical
3 CARITEC INJ 100MG i F702601G 01179 1 467.81 467,81
4 DSYRINGE 10ML (NIPRO) ~ NIPRO GENERAL 026B24KET 01/31 2 21.83 4366
5 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C03K6 02131 3 2156 64.68
OSYRINGE EMERALD SML  BECTON DICKINSON
6 o (B0} 0 5322615 10130 1 12.00 12.00
7 DSYRINGS 25MLINIPRO)  NIPRO GENERAL 26804K17 01131 2 11.25 2250
Aculife Health Care 1
8 O WATER 10 MLAMPULE by | ad(Nirl H 2254574 10028 1 258 258
g &gﬁ%mmones IMS GENERAL 12226508G 03/28 3 3234 97.02
10  EFIPRES INJ 30MG 1 ML ’G‘?g“ LABORATORIES 1231095 01/28 1 45.90 45.90
14 NEEDLE 26112INCH Dispovan GENERAL 01654R 12130 1 338 338
12 ONDOKINDINJ4MG2ML ~ SWISS CRITICURE : BA26025 01/28 1 12.72 12.72
PREGELLED SURGICAL :
15 DTESADULT) Erbee GENERAL 17032026 12129 1 1.275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India "
14 GYSTEM Rbgye: 10262078 03/29 4 69.39 27756
PINAL NEEDLE 25G 90MM  BECTON DICKINSON :
15 GOATAGARE &0) 2512026 14130 1 448.50 448,50
Total: 2,486.83 2,835.88
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 25-06-2026 14:08
Page 10f 1
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RAINBOW CHILDREN'’S MEDICARE LIMIITED
Rainbow Children's Hospital - Guindy

-

0y
L
o . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbo 600015
Children's = Tel No : 044-40122444
HOSpitaI BirthF.‘!ﬁj_j'i‘.
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036186 Ward TF-PVT/SUITE
Patient Name Baby B/O UDHAYA LAKSHMI R Bed Name CRDL-PVT705-1
Age/Sex OYOMODS5H/Male Order No 18-0001717153
Date 25/06/2026 14:02 Prescription No PRIP18-0623077
Payor SELFPAY Dispensiid Date 25/06/2026 14:04
UHID GUC-00093055
S.No  ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
g TEDDYS 10S PACK H 10062026 12/30 1 255.00 255.00
2 Eheors Microptic gloves- H 260501801T 05/29 1 128.00 128.00
3 Sgg}zﬁo’j’;;if PLY®  gapul Surgicals GENERAL M2641119 04130 1 100.00 100.00
4 KLICK CLAMP ROMSONS G26A040003 12130 1 39,00 39.00

Total : 522.00 522,00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

nted Time : 25-06-2026 14:04 Page 1 of 1




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

-'\
N

i

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

Children’s Whor: Tel No ; 044-40122444
: rthRight
Hospital ™ " =" yar7in:  33aaBCRé01&MIZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(R AT LR R RO IAR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036186 Ward TF-PVTISUITE
Patient Name Baby B/0 UDHAYA LAKSHMI .R Bed Name CRDL-PVT705-1
Agel/Sex O0YOMODSH/Male Order No 18-0001717152
Date 25/06/2026 14:02 Prescription No PRIP18-0623075
Payor SELFPAY Dispensud Date 25/06/2026 14:02
UHID GUC-00093055
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) ?BEgTON DICKINSON  GengRAL £043348 01734 1 24.00 24.00
2 Menadione Sod Bisul 1 m! HINDUSTAN LABS 0075 12/27 1 28.92 28.92
Total : 52.92 52.92
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 25-06-2026 14:03 Page 10of 1
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DISCHARGE TRACKING SHEET

UHID- FLOOR- NAME OF CONSULTANT-

ACTIVITY TIME NAME & REMARKS <To be
SIGNATURE filled by
Admin>

Discharge
Announcement

INTIME ouT

Arrangement of File 6'3‘ N i
by Nursing \'

Preparation of \qR' )
Discharge Summary

Finalization of
discharge summary

Transfer of file from
Ward to Billing Dept

Bill Processing

Audit Clearance

' Billing Clearance

Physical Clearance







-'R{’é.
Rainbow® . .
Children's | @ Blrtthght
Hos pital . BY RAINBOW HOSPITALS
nm-nwmnm rourqum(usttuury

BED SIDE CHECK LIST FOR NURSES

Date; ngu:]zﬂ L\ b ]
Doctor’s Orders ’ % \p q
Carried out or not ’ Uﬂ{ S |
Bed Side

Structured Handover done

4 g

13 |\ged

IV Site
Central Lines

N [ OB
Arterial Lines re O
Feeding Catheter NP a2
| Urinary Catheter 7 % MO
Skin Care W | \peh
Eye Care H—dz \P%
Mouth Care W Y
Sterillum Bottle, Stethoscope W W1y
Suction Bottle (Should be cean & empy) N w
Intubation Tray N D&Y
ELn:;gG%%n?y!rian?és with Midazolam A D
A R A
Ventilator Tubing, (Any Water Blood) | (NA) [ \19y
Humidification e by .
?Lﬁ%‘fﬁi’é,'g?fgﬁ Preparation) W Y4 -
Chest Physio & Neb A Y
Handed Over By Name : @_Eﬁ: J“/‘“J
LSIgnature : W .
Date & Time: e
Hand Over Taken By Name : G '(p/
_glgnature: 0\5\.\ _ o% ‘ﬂ
Date & Time: g&\\%a r

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbk;w .
Children’s <
Hospital "'H‘ 4

Rainbow Children's Hospital - Guindy

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

TEL NO :044-40122444
WEB : https:!frafnbowhospita!s,In

ADMISSION SHEET

Registration Detaj Is :

Admission No : 1P18-00036177

T T T, ][

Admit Date 25-Jun-2026

Admit Time :05:35 AM UHID : GUC-00092946

Patient Details :

Patient Name : Mrs UDHAYA LAKSHMI R Age 135Y2M8D

Guardian : PRASANNA .S DoB $17-04-1991

Gender : Female Religion

Occupation Martial Status

Address (H) : No 37 kutty street vepery Vepery Chennai Phone No

Tamil Nadu INDIA 600007 E-mail . no@gmail.com

e

+ 9884991975/ 9952617047

Adhission Details :

Bed Type : mMicu Bed No : MICU 801 Ward Name : 8F.OT COMPLEX
RoomNo : Micu 801 Admission Type : First Visit
Contact Details :
Name ! PRASANNA .8 Relationship : Husband
Contact Address ' no 37 kutty street vepery Vepery Chennai Phone No : 9884991975
Tamil Nadu INDIA 600007
L
L Signature
L« tor Details :
Doctor Name ' Dr. SELF Specialisation - OBSTETRICS AND GYNECOLOGY

Referral Doctor

Co-Consultant

: DR.POOVIZHI HINDU MISSION HOSPITAL

Phone No

Payment Details :

Payment Mode - Cash

L

Deposit Amount - 0.00

Payor Name : SELFPAY

‘e [ Time : 25/06/2028 05:36

Printed By : 015040

Page 1 of 2







2z, . Rainbow Children's Hospital - Guindy

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

Children’s D= TEL NO :044-40122444

Hospital il WEB : https://rainbowhospitals.in

Rainbow
GE AL CONSENT FOR T j §

Patient Name: Mrs UDHAYA LAKSHMI .R Age : 35Y2mMsp
IP No: IP18-00036177 Sex: Female
Consultant: Dr. SELF Ward/Bed No: 8F-OT COMPLEX/MICU 801

I understand that the confidentiality of a]| 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
ingMmnce coverage and while doing so confidentiality of the patient will be maintained at a|| times and this will not affect the
Caic 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,

that during the patient care it is inevitable that certain re-useable equipment shall pe re-used after sterilization

"l am aware
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:
We do not allow use of medication brought from outside by the patient.

1
2| have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
cleagance. In case of failing the submission, | will pay 200/- Rs,

(RE Svers ngnaturﬁ._%,_r’)

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

Signature of Patient/Relative:

Name: Patient Address:

; A no 37 kutty street vepery Vepery
Relationship: Chennai Tamil Nadu INDIA 600007
Date: Time:

Witthess Name:

Wittness Signature:

Printed Date / Time : 25/06/2026 05:36 Printed By : 015040 Page 2 of 2
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as one day.,

Room Rent inclusive of Bed. Nursing, Consultation Charges and all other charges, like Diet, Investigations, [P or Op
Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables wil| 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.l, 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,

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 ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all Insurance Cases,
In our hospital there is"No Discounts Policy". Kindly co-operate,

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

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

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,

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 pavable 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, ifany between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
ofdenial from TPA. has to be paid by the patient.

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

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

Patient attendant can collect for Interim/provisional bil| of the patient from the billing section on daily basis. Interim Bil|
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 bil 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 | lospital Cash Tariff

atient Name _G 5; W A; AR drale 2

omam@@n'§¢\4; %&q;g“
Relation : 1A S%‘_\‘O _
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[P ADMISSION SHEET FOR OBSTETRICS ~ o~ | @ s
Prmntiz@(:omplaint: PEM wtdd . 052/!0/52 095 - 0[7/ 07 /7,0%

ﬂoﬂmw@of él - sz‘ ¢ jC_cf- e Corrected EDD: 6 R sl

Obstetric Formula: 6? P L A | Menstrual History: Regular : E'(Yas O No

Obstetric Examination m/ 53 # W y NCm
Obstetnc Hostory: Mtw 2 O 2
d[m aindevis oo %"&Jt{ﬁfﬁaight ;T

FILSLS (CPD) , 3.15Kg,  Lateron 4 :
ﬂé&%s /c,);?m//ca/yaw ULAGUVRY WE Mid  OMod [JSevere

Presem/ignancy Record: Liquor: [J%Adequ O0ligo  [JPoly
< Ny @ f phalic [ Brf-acn Others
~ rud §Cﬂuq, @ (@{ ctasu Head Fifths Palpable: 6:/ |
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N
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F AN M Per Speculum Examination ( )

(DM en OHA -
, 4 - L Resun/
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Draining: [J Present [ Absent [ Bleeding
Colour of Liquor: [ Clear lj Meconium ~[JBlood Stained

V2 %rW'"' _ J Vaginal Examination Q——)
- s Cervix: Ulong [ Partially effaced [J Effaced
Height: . ! 6 .cm
Werght...[Qﬂ... N A/{ Os: Closed Dilated
Allergles:... Membranes:  [JPresent [ Absent .
Breast: ol EIAbnonnaI Liquor: . [ Clear - 0 Meconium [ Blood Stained
General Examination: a‘
Gonsclousness: ‘FM@ Pallorr: NO Presenting Part: [ Vertex  [J Breech [J Others
lcterus: NQ Edema: N O Sutton; O0-3 O0-2 01 00 O +1 0 +2
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Patient Sticker

Family History: | Surgical History:
methur - 2DM Lscs X 202
rotiws - DM

Medical History: GDM enn OHA

Medication History:
Mot SFORMIN oomg |

Plan of Care: I}‘T DY P@'BM&
W
= EW })};(’/ Jhine -

Pk WWWI e

28 il

- ~NPO

~JvF @ li5 wdjlw(f’(b)
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Investigations:

c16 ~
cpg =00 mﬂfﬂ

i

Signature: ..

DoctorNam;Dy MWZDY DWW Consultant Name: .. DY ng“d
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CUE - Sugar
| CUE - Ketones.
| CUE - PUS Cells .
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Others (ECG, Contrast Studies etc.,) :
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MEDICATION RECONCILIATION FORM

' *C- Continue, DG - Discontinue
MEDICATION HISTORY RECORDER vex FIED BY 3 )
t ) alotestyn.,
Doctor Name & Signature : .. <.\ QJ/?
o /24 gt
Nurse Name & Signature: QJKKM\M\”I“G‘
Date & Time : ‘l?\m%/gf‘ﬂ"”ﬂq
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CROSS CONSULTATION FORM
DOCHOT NG ..o recesensesiieeeseses s oo DR it s ] T I —
Diagnosis: .................., :“i,g":" ..... mm,, .....................................
"8 UDHAYA | 4, 177 _
HOSDHal . Oraer® SivEm e Type of Referral :
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— | L —
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O Opi e Transfer of care

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

Signature:

Findings and Recommendations :
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MEDICATION RECONCILIATION FORM

Drug Alergies: ... s [NOt known any Drug Allergies

Medlcatlnn Reconc!llatlon will be done at the time of admission and also whenever there is change
In the treating team or sk’ fting from one unit to another unit.
(Example: at the time of admissiol: shifting from ICU to Ward, or Ward to ICUs)

Shifting From: D{ Shifted to: )
: ON
MEDICATION NAME DOSE ROUTE LAST DOSE
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Date & Time : . 85\ 6.2 (@ o000
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" REGULAR PRESCRIPTIONS

DRUG : TNT .TAX | fA %m\.u \V

Dose Route | Frequency| Start Dt. Culw /E*S

19 | v |1o-) |as)ely L
Name & Signature of the Doctor
starting the Drugs: o o

Additional Instructions:

ANPAY D

A

Daily Doctor's Endorsement by a Sign.

D\ [F2(P3

DRUG: T. [aa

Gl

Dose | Route |Frequency] StartOL

tost owld| off | 71
' Name & Glgnature @/ {
| starting the Drugs;
Additional Instruction$—
nmu-aw:snmwam
DRUG: T . A-CF::-.GEJ =t o
Dose Route | Frequency| Start DL, A0

Additional lnswcﬂ@/

X 2% doys

() | ofn b d %[?m

Daily. Doctor's Endorsement by a Sign. :
DRUG: [ - oLtv‘o/?u., :::'0&
Dose Route | Frequgncy
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J DiYes ONo | OYes DNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CONo| OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes CINO |
DOYes 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 CNo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specif -
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 |Phiebitis |infiration ml"""'”" Sign || Date | Time |Phiebits Infitration) M58 | g
OYes ONo | OYes CNo 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| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CiNo OYes ONo | OYes ONo
DYes ONo | OYes ONo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CINg
OYes ONo | O0Yes ONo OYes ONo | OYes ONog
OYes ONo | OYes ONo OYes ONo| DYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CiNo
OYes ONo | OYes ONo OYes ONo| O0Yes ENo —
OYes ONo | OYes ONo OYes ONo | CYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo OYes ONo OYes ONo | OYes o
OYes ONo | OYes ONo OYes ONo| Oves CINo
OYes ONo | OYes ONo DYes ONo | OYes ONo
OYes ONo | OYes ONg OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes CNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo =~
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
Cannula removed : OYes ONo, if yes date and time - Cannula removed : [JYes ONo, if yes-date and time
RX any initiated : OYes CONo ONA If Yes specify- RX any initiated : CYes ONo ONA 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.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) I
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident; evident: evident: ’ evident and extensive: | evident and extensive:
* Slight pain near LV, | % Pain near V. Site | # Pain along path of # Pain along path of * Pain along path of
site or slight redness #*E a cannula ¥ Erythema cannula # Erythema | cannula * Erythema
near L.V site % Induration ¥ Induration # Induration * Induration
* Palpable venous cord | * Palpable venous cord
#* Pyrexia
\ OBSERVE CANNULA | OBSERVE GANNULA CARITE/ REMOVE :@&E@E"Mﬁﬁ“ %}%Wen gﬂ;ﬁéﬁ:@ﬂg\f?
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PAIN ASSESSMENT FORM St | W
Pain Score - Modilying | Patienl / Family
Date Time (0/10) Location Duration Acuity Characler Factors Educated Intervention Sign
O Continuous | CJ Acute O Sharp O Dull 3 Increasing | O Yes
O Intermittent | O Chronic O Aching [ Buming | OJ Decreasing | O No
[ Continuous | [ Acule O Sharp O Dull O Increasing | [ Yes
0 Intermittent | ] Chronic D) Aching [J Buming | O] Decreasing| I No
O Continuous | OJ Acute O Sharp O Dull 0O increasing | [ Yes
O Intermittent | 3 Chronic OO Aching [J Buming | OJ Decreasing | [ No
[0 Continuous | [J Acute O Sharp O Dull [J Increasing | [ Yes
O Intermittent | [J Chronic OAching 3 Burning | O Decreasing | [ No
O Continuous | O Acute 0 Sharp 1 Dull O Increasing | DO Yes .
[ Intermittent | [J Chronic O Aching [] Burning | [J Decreasing [ [J No
[0 Continuous | [J Acute [0 Sharp [ Dull O Increasing 0 Yes.
O Intermittent | O Chronic D Aching 7 Buming | O] Decreasing | O No
O Continuous | I Acute OShap OIDul | O increasing | O Yes
[J Intesmittent | O3 Chronic [J Aching [ Burning [ Decreasing | O No
[J Continuous | [J Acute O Sharp 3 Dull O Increasing | O Yes ]
O Intermittent | 3 Chronic [ Aching (3 Burning | [ Decreasing| [ No
0O Continvous | [ Acute O Sharp [ Dul O Increasing | [ Yes
O Intermittent | O Chronic O Aching [ Buming | [ Decreasing | I No
O Continuous | 1 Acute O Sharp 3 Dull [J Increasing | O Yes
O Intermittent | O Chronic DO Aching (3 Burning | [J Decreasing | [ No
Re-assessment Frequancy:
1. Every eight hours for all haspialized paies.
2. For post-surgical patients, patients with chwonic pain. pabient with severe pain:
2} Alleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢} FPrior 1o pain pain-relieving indervention. d)  Within 30 - 60 minui's afler pain refief intervention.

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

o

FLACC PAIN ASSESSMENT SCALE (1 Meath to 7 Years)

Mo Hurt

Woag - Baker (Pediatrics) Abeve 7 Years

4 L]
Horts L Blone Even Sore Hurts Whole Lot

2
mupsc

SCORIG
CATEGORY
W 1 2
; Qccasional Grimace or Frown, Frequent 10 constant frown,
Face No Particular expression of smile withdraw, Discricrted quivering chin, clenched jaw
Legs Normal Position or Refaxed Uneasy. restiess, lense fucking, or legs brawn up
; Laying quietly normai position, Squirming shitting back and
Activity maoves easlly forth, tense Avched. right, of Jerking
) Moans o whimpers occasional ing steadily, screams of sobs.
i _ i Cry No Cry (Awake or asieep) comglin mmw
m’&’m Reassured by occasionai louching.
Consolabilty Conte. i, retaxed :giﬂm 01 being taked lo. Difficut 1o console or comfort
. Mesastal Pain, Agitatien and Sedation Scale (upto 1 Month)
Assessment . Sedsiha Hermel & Pain / Agitatien
Cifteria
2 -1 ] 1 2
. | Crying No Cry with painkud | Moans or cries Appropriate crying Not] Initable or crying at High-piched or sient-
Iritabiiity stimull minimally with painful| iitable intervals consolable | continuous cry
n : stmak Inconsoiable
HutWorst | Behavier State | Noarousal toany | Avowses minimally 10 | Appropriate for Ressiess, squirming | Arching, kicking constantly awake
stimuf stimuli ' gestational age Rwakens frequently | of |
No spontaneous Little spontaneous Arouses minimally / no
movemen movernent (not sedated)
Facisl Mouth Is lax Minkmal expression | Relaxed Appropriste | Any pain Sxpression Any pain expression
Expression | No expression with stimusi ' Intermiticn continal
Extremities | No grasp reflex Wesk gasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid lone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
- Bodyisnottense | Body is tense
Vital Signs MR | No variabiity with | Less than 10% Within baseine or | Increase 10-20% | Increase greater than 20% from
RR,BR. 820, | stmui vartabliity from normal for from basefine basefing, Sa0, less than o
Hypoventitation or | baseline with stmui gestational age 530, 76-85% with equalto 75% with stimudation -
- apnea stimutation - quick | siow recovery Out of sync of
. recovery fighting ventilator
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Morse Fall Risk Assessment For

)

Rainbow® . N
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It take< 3 bt 15 treat the fge. Your Right to a Sate Delivery

® =

=

Choose Highest Applicable Score from each Category

History of Falling Yes
(immediately or w/in 3 months) No

Secondary Diagnosis Yes
(more than one diagnosis) No
Furniture

Ambulatory Aid Crutches, Cane(S), Walker

None /Bed Rest /Nurse Assist
Yes

No

Impaired

Weak (uses touch for balance)
Normal /On Bed Rest /immabile

Forgets limitations
Oriented to own ability

IV / Heparin Lock or Saline

GAIT/ Transferring

Mental Status

: ze-mn

L — - Pecaion
“-__ fmpjemem

0 -_ 25-50 g#roder?_te Fall

20 ' evention

Total Morse Fall Scale Score:

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

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

Score

25
S S oy

Fall Risk Grading

Morse Fall Score
(MFS)

Intervention

Implement High
Risk Fall
Prevention
Intervention

Ve
0 z-.a-m
15 —-— High Risk > 51
Signature

o,

Moderate Risk (25-50) Apply all low risk intervention and
[0 Assist and/or Supervise ambulatign, Reinforce to always call for assistance
0O 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.
7 Initiate Constant observation by healthcare provider as appropriate to patient's needs
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LAKSHMI .R 1
Wowrm svauee 9 ) Rainl:%w”
Or, S8ELF 5 5 v
(L Children's ‘gLﬁgﬁggﬂlg
. Hospita _ i
Morse Fall Risk Assessment Form ot e B e
N ) |
Date / Time LW
Choose Highest Applicable Score from each Category Score 9"/‘ MM oA\ ﬂé‘ ./ é Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 & o o Risk Level Morst:'::g )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 P . -
i 30
. i Low Risk 0-24 oandard Fal
Ambulatory Aid Crutches, Cane(S), Walker 15 RagaRion
None /Bed Rest /Nurse Assist 0 O P ~
Yi 20
IV / Heparin Lock or Saline Nes ; Implement
E Moderate Risk | 25-50 Moderate Fal
Impaired 20 20 30 o ::]Fti\:iggggn
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 - o o) Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status 1gn RIS E :
o Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 9 o Qo N
. 5 |
Signature 021 9 Qg} C%:::}_,

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[0 Hourly safety check

[0 Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[0 Initiate constant observation by healthcare provider as appropriate to patient's needs
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L Part{qnt Sticker Rainbow®
. Attt Children’s | & BirthRight
Cwc 1904, L )pamdk = - Hospital .awm
_ )‘ Morse Fall Risk Assessment Form oo | Y for gt st ey
O - foon ﬁ\\
I H
Date / Time
Choose Highest Applicable Score from each Category Score L\J U% ﬁ f 4 fb,& Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o) O Risk Level Mors?;:g)&:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 - &
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 20) O
Yi 20
IV / Heparin Lock or Saline Nes 5 Implement
2 Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Oo Oo Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 et
Normal /On Bed Rest /immaobile 0 o) s Implement High
Forgets limitations 15 High Ri Risk Fall
gh Risk =51 :
Meckal Statis Oriented to own abilty 0 Erf"eg“{?”n
erventi
Total Morse Fall Scale Score: dao p2) o
Signature Gmﬁ 2%\
I O\"‘.‘,‘

Tick (v') whichever precaution taken.
Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions)

[J Ensure patients use their prescribed eye glasses if any, in the hospital

[J Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (,2’25-50} Apply all low risk intervention and

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

[ Hourly safety check

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

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

O Initiate constant observation by healthcare provider as appropriate to patient's needs
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1. Completely immobile: 2. Very limited: 3. Slightiy limited: 4. No limitations:
Mability Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes maijor and frequent changes in CF
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. (_, C“f
without assistance. to completely turn self independentiy. independently. L‘ J
2. Chairfas? : 3. Walks occosionally: 4. All patients foo young to ambulote;
*Activity The degree 1. Bedfast : Ability to walk severely limited or _ Walks occas._ionally during day.'hul for OR walks fraquently: )
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
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every b{ ‘T
wheelchair." shift in bed or chair. 2 hours during walking hours. - 4
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not mean, flinch |  responds to only painful stimuli, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit (7[

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

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

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

ability to feel or communicate pain or
discomfort.

=l | =l

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

Skin moves against

agitation leads to almost constant

assistance in moving. Complete lifting

assistance. During a move, skin

position change, moves in bed and in

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 kf
skin and adjacent bony bed or chair, requiring frequent devices, Maintains relative good position|  during move. Maintains good position L‘f
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3, Adequate: 4. Excellent:
NPOQ/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and |  provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.]| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any foed offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. L'f
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. L{

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:

. Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normatensive oxygen saturation may : -

Tiss&.l:y;:::ﬁs;:n & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nmmo_tsnsive.l t:‘m" s.:]iufatlan! Lf

does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mo/dl; capillary refill may be > 35%. nr:-lma gb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. << 5e00n0s,

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule - .
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
©® Use pressure redistribution surfaces Altemating pressure maliress 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 matiress
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
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1. Campiately immabile: 2. Very limiied: 3. Slightly limited: 4. Ne limitations: 5
Mobility Does not make even slight changes- Makes occasional sfight changes in Makes frequent through slight Makes major and frequent changes 17 (1
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4 Ln\
without assistance. to completely tum self independently. independently. -
: 2. Chairfast: - ] | 3. Waiks occasionally: o ;I:I:-hhmhm -
) i lks du , but frequently: :
‘Activity The degree | 1. Bedfast : mmmm“”'*wmﬁ“mm v“;:,smwr?“mm e et Walks outside the room at least twice a
of physical activty" | - Confined to bed and/or must be assisted into chair or | - assistance. Spends majority of each | day and Inside room at least once every 4 A Y
: , wheelchair.” shift in bed or chair. 2 hours during walking hours. c‘lr
1. Completely limited: 2 Yery Emited: 3. Stightly limited: 4. Mo impairment:
Unresponsive (does not moan, flinch responds 1o only painful stimuli, cannot Responds to verbal commands, but Responds fo verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or 4
sedation, OR, limited ability to feel | sensory impairment that mits the sensory impairment that imits abilty | discomfort A -
pain over most of the body surface. |  abilty to feel pain or discomfort over | 1o feel pain, or discomfort in one o Q‘\:
half of body. two extremities.
1. moist: 2. Yery moist: 3. Occasionally moist: 4. Rarely moist:
Md:‘":hg?m Skin is kept moist aimost constantly | Skin is often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
sm"lsa - by perspiration, urine, drainage, etc. | Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
gl s Dampness is detected every time 8 hours. every 24 hours. —4 4 Q( Cf
patient is moved or tumned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely IiRt patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During 2 move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheats is probably slides to some extent against chair independentiy and has sufficient '4
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains refative good during move. Maintains good position 47 QT (1
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.*
one another occasionally slides down.
1. Very Poor: 2. inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate salorles and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats rninm!sloraoeﬂﬁnl:r.mindrrﬂdl for age OR eats over half of most meals. most of every meal. Never refuses a
Nutritional Usual a-complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food offered. generally eats only about hall of any (meat, dairy products) each day, servings of mean and dairy products. Ll
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 4 {:ﬁ,
Servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation, [‘}
per day. Takes fluids poorty. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
Supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate:
Tissue Perfusion & Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 4. Excellent:
prcbedrn <40 n a newbomn) or the patiént be < 95%: hemoglobin may be be < 95%; hemoglobin may be Nomotansive, axypen saturation A 4
does not physiologically tolerate <10 mg/di; capillary refill may be <10 mg/d; capillary refill may be > 95%; normal hgb; capillary refill C’F
B position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
Severe Risk:lessthan 9 | High Risk - 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 TOTAL SCORE 29 EP | X oK
Evalualor's Name @/‘(I

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




(] Support Surfaces
-Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
) to altered mobility, consider ocumﬁuq_ltnrapy referral for advice
Regular Turning Schedule -
Enable as much activity as possible High density foam mattress
15-18 At Risk Emmt the "e:; g Gel pads for high-risk areas
se pressure redistribution surfaces ;
Manage moisture, friction and shear Alternating pressure matiress overiay
Advance to a higher level of risk if ather major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk oositon nailent at 30 degree fatsral ncline using foar wed Gel pads for high-risk areas
e gree - ) M wedges Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients Higl: 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 matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay

i, . — -~ -~
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD "l Ghildren' ‘ggﬂgmgggg
Part-l. ‘ - # kot to treat the Mtke.
Patient's / Learner Language:...AW.............“, Patient / Learner Literacy: Read Write »—3peak Willingness to Learn: ~ Yes ~ Na—Healthcare Literacy:  Yes No | —
ldenlitled Educahon Needs: 10. Fall Risk Education
n J.\ 'Pj)} Plan 6. Bischlarge Medication ;;ietsyafe use of Medical Equipment / Implantable Devices
Dlagﬁs.lb > lf% AE :: rnf;'n:::zg::;s:: ;: E‘:;ﬁ;;,ﬁiﬂ;“}ﬁiﬁ‘;’f; 12. Patient's / Family Rights
2. Treatment and Care 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13, Rk Salbly
Part- 1l
Use codes from the list in part Il )
Date Time Id;l:ﬁgl‘i!ed Information Taught Mechant Comments Dessi:'“n";::?e""
Person Taught h":r::.":rsg Teaching Tools lo:gau;%%EE? Understanding
fzg\b RN \.{_y\ Dac M _oclieucton ﬁlm —+0 P'UHJ:a %:;t‘i Lot | puons émef A ‘/W“?L‘*
Dm mmg:ur
Yo given gy
b | & | 09 ltoa i ey caky ona. O .
vel About™ maf-mnth\cm pekfert o ¢ o, prebel &5° % |
| torten Fa:ﬁ@é oo e ot
9\»\5 Bpro | Yol meﬁm eﬁ;ﬁ&oﬂrf‘d@ PR @ﬂ@\ Cj@b‘" i ot
oo |troath eduaat<on given Pahen TN fronpdd | MereL | ded | LR
A el U RTINS AMubaeonn 4 Ruls h P SAEA

Part - lll: CODES

e

Who was taught:

Wem

F: Father

M: Mother

S: Spouse

$n: Son

D: Daughter

C: Caregiver

0: Other (Specify)

Learning Barriers:
1. No Learning Barriers

u/l.a/ngu:ge Barrier

7. Impaired Thought Process/Cognitive limitations

10. Financial Difficulties

13. Cultural/Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify ..
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ or Hearing
Teaching Tools Used: A:  Audio D: Demonstration V:  Video m P:  Printed

Me‘f;;?wﬂn overcome barrier/s:
1. e 3. Reassurance & Support
2. (Obtain translator

4. Teach Family / Others

5. Respect values & beliefs
6. Respect Cultural / Religion Preference

7. Other, Specify

Understanding:

{1, Aerbalizes Understanding

]

Demanstrates Understanding

Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187
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GUC-00092946 IP18-00036177
:u;- UDHAYA LAKSHMI .R Ral ;g i
-04-1091 BYamep (F) nbow . . -
or. seLr Children's | @ BirthRight
X s J0f o brwat tee e, ‘.:::ﬁlWIMDOM
A Hoapital e
GAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: D %. Po ov ?Q[A; Date of Delivery:
Assistant Surgeon: @ o A N‘m , Time of Delivéry: &2 L2 oM
Anaesthetist’s Name: A A . Gender of Baby: R 0y
Type of Anaesthesia: % woll o Kak ARy Weight of Baby: 3 - ) q ‘u}
Neonatologist: AGPAR Score;
Ecrub Nurse: NICU Admission: 1 Yes Mu
Pra-Operative Diagnosis: @ py,
E’ﬁve O Emergency Indication: PMWUMLCW
Urgency Y
O Immediate Threat to life of woman or fetus
O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery
O3 Delivery timed to suit woman and staff
Decision time: e —————ss. KGO FECHUS:
CTG Description: E’..M\.cLW“”
If there was a defay give the reasons: 1SR RaseRSRRAS S et

Surgical Procedure: Eléctive RLP i diaivs s e g AR A P L |

Post Operative Diagnosis: [ < B [ Pasie | Lodr
|

Peri-Operative Complications: v [ :

Amount of Blood Loss: 5 bonn . : Blood Transfused (in ML):

Docu. No. : RCH /FRM / CLINICAL / 155

Name and Number of Surgical Specimen sent for examination:
R tubiw.

(PT0)




Examination Findipgs when Appropriate: X
prasentation: CrCephalic [ Breech I Other ... Corvical DILEtION: ... 002w lervsesseissvecssassennns O
5th Palpable: .. o - - 41+
Station: -3 E:l-2 a 1 DU O+1 0O+2 Mouldingg OINone O+ O++ O+++
Caput O+ O++ 0O+++ . Meconium: CINone O+ O++ O+++
Bladder 'Gamaterlzad: es O No Urine: [JClear [ Blood Stained
Skin Incision: nnensteil O Transverse O Midline (11T R L'
Uterine Incision: £ Cower Segment g/%‘.sical Clinverted T C1J Incision |
Previous Scar: O3 Intact B’gedmﬂ O Ruptured. O No Scar
Incision Through Pl;;? O Yes 0
Delivery of head: Gn}ual 0 Forceps
Liquor: fear O Meconwm: 01 O OWM CiBlood [ Offensive I Not Offensive '.
Delivery of Placenta: ~ E1Manual  OIOCT o @Complete  Clincomplete [ Piecemeal
Cord Appearance: ’PWW-Q ; Q .oounee CoFd around the neck es ONo*
Appearance of PIACeNta: ............ R s s Cavity explored es [C1No ' |
Uterus, tubes and ovaries: B—N'/ al £ Not Normal Sterilization: O No |
‘7Uterine Closure: [ One Layer EH@yers ............ Lvibut | DUV' ] Suture
Peritoneal Closure: 1 Pelvic O] Abdominal 1 None LNLE ... Suture
Sheath Glosur:;/ | PDC ... Suture
Fat Closure: ETYes OINo e L VLA L scnnassssssssssnenes SULUTE
Skin Closure: Subcuticular O Mattress ....3.19.’...!.-[9.!& l,zyd[ seaneeeees OUTUTE
Vagineal Evacuated -«-B’ﬂ O No
Drain: O Yes 1 RemOove in ...vveeenee .days O3 Await instructions A
l i o
Ctheter E’(as CINo T REMOVE IN ..oovuuessnssnnensreness ABYS O Await instructic.is .C-L+ =
Swap & Instruments count correct? E@ ONo O Post-op Antibiotics 12*@. O No 5 !
Intra-Operative Antibiotics Cover: es CINo O Thromboprophylaxis OYes ONo _ o
Post-Operative Notes: ... Lt SHwel ... LT oY G P&mﬁmﬁ.w. P&WH G .
JAdeval... Poafdw P, Pomvj m;\{uf and.. aﬁmffed o hdeme.., Orbe .«LJ
..... . | annznglasl... znmmﬂn ey Eneosd.. e, Jeexals . ot Q’"J&'\
It nalaaimg., e@wd 'ﬁu.n m..c@ g b _ debivesed....as8..L5 La(‘ﬂ ¢
O Ot QXN VX CO Coxdelansbed. and el Pl@m&;
Gunoh... mzm‘um..”ﬁ_&mmﬂ?ﬂ....ﬁn h‘f’p) eah et .. ensad. (‘.an.aﬂr e SO
ol ']L\"F*Fx[ Qi ebon.... Aot .bod..b okt f 8.
Jm F SRl Ranmegl , &Qﬂ ole i

. .
Doctor Name: . (LD L WAoo .
Date & Time: .. ) kr )10’15 P
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GUC-00092048 1P18-00038177 - P
Mrs UDHAYA mumﬁ «a Rainb‘ﬁw‘
= 7-04-1891 Y . . -
= L or, sr — Children’s @ BirthRight
It s a ot 0 troat the Btte. f:‘::u:t: Safe Delivery
AR URINARY CATHETER BUNDLE CHECK LIST tozpial_ | ez
Date of Insertion: ......... 2s / : gﬁ}! S'LD ................ Date of Removal: <" I’\D’! ...... @V@""
Parameters Date 5 s ‘“obp\ \ o5t 5
Need for the Catheter R‘g/? CINo | [J¥es [ONo l\?yef [ONo | CIYes CINo | CIYes CINo | ClYes CINo | ClYes [INo
Hand Hygiene [Hfes/ [ 1No D'm No ,_Q'ﬁs [ONo | ClYes CINo | ClYes [INo | C'Yes [INo | CJYes [CINo
Usage of Sterile Equipment AYes/[1No | LI ):t@'_l No gﬂes [INo | CJYes [CINo | [1Yes [INo | ClYes [INo | CJYes [iNo
]
Is the Collection bag below the level of bladder es A1No m No | JZYes [CINo | ClYes CINo | CYes CINo | CYes CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) es/ [ 1No %S/LI No _;XYes [INo | CIYes [INo | CIYes [INo | ClYes CLINo | ClYes [INo
B
Is Catheter dated as policy es /CINo | CiYes TINo | [Yes CINo es [N OYe L@g& [1Yes [INo | ClYes CINo
‘ET = ‘ij Py \
Collecting bag is been emptied regularly? F)!e{_)r_ No W CINo |_IAYes [INo Yes CINo | (1Yes [INo | CIYes CINo | [C1Yes CINo
Maintenance of closed system for the catheter DP@?FI No | C6s CINo _JZYes [JNo | ClYes [INo | LiYes CINo | ClYes [INo | [Yes [INo
Dressing clean and dry? Yes CINo | [#Yes [INo cﬂ*?és [INo | [JYes CINo | CIYes [INo | CJYes LINo | CJYes [INo
Is the line removed as Policy? E’g /lj No /?Ife:s [ONo | [¥es [INo | ClYes [INo | CiYes LINo | [iYes [l No | ClYes [INo
Performance of Perineal Care ofes LiNo | Z%es CINo Lfes [INo | [1Yes LINo | [iYes CINo | LlYes CINo | [1Yes CINo
Onset of New Fever [Yes [INo—P [lYes (JNo | ClYes ONO | ClYes [INo | [lYes [INo | ClYes [INo | ClYes [INo
Asses for the leakage at the site of insertion #1Yes’ CINo MNO _L#Yes [INo | C1Yes [INo | ClYes CINo | [lYes CiNo | [lYes CINo
Name of the Nurse Pa,.-.Q/J <Soeus
£ l 0.\\(_}2;38 QQ\,@\A/ ? i
Signature of the Nurse O U‘d @—%

Docu. No. : RCH /FRM / CLINICAL / 114
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Dispenseq b, (Name g p Nob?/'. e

Signaturg / Thump | -

lmprgulon of the Patignt
Received by (Name &1D Nol): '

- Tinfg Q) | e din i

Signatyrg:
i C- 5 ;'ﬂ- -4 E
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/ 1P18-00038177 z2 .

2048 }
PRE - OPERATIVE ( EF,{%?:,W“,:':;..D " en's ‘Emﬁiﬂ.ﬁ
or, SELF -m-. Your Right 1o 3 Sale Detrwery
T T e
Patients Name : YO A . ecancit Y2 JATSEJME). Age : . e Gender: (M 56—
Blood Group : Y’) l%\.b uHiD . A2
Planned Surgery : QMJ—\CA surgeon:. Ak Ybou lat.......
Anesthetist Date & Time of Operation : .. D1 9. 128
Tick Appropriate Boxes
To be filled by Nurse Incharge / Senior Nurse :
$.No INSTRUCTIONS YES | NO | NA
1. |  Weight checked and recorded? L0 0
2. Is the patient fasting for over 6 hours Pre-Operatively? Oorg
ﬁ Check Pre-OP Investigations & Results (CBR Blood Group, BT, CT. PT/APTT, \r 7| [ | [
| Viral Screening, CXR elc) available before starting the procedure
4 Enema given / Bowel Preparation L&A1 a| g
5 Remave all omaments, etc and sterile gown given M| ,/B/'__ O
6. | IsBlood amanged as required? Olalo
- 7. If Blood has been ordered - is Blood bag ready? O WZT0O
8 IV Cannula to be placed / IV fluids if Indicated NEgRERRN]
9 Pre Anesthetic consultation with anesthesiologist A ;]/'Ij |
10. |  Pre Medications Given? (Sedatives / etc) 100
11.|  Skin Preparation Ol gd
12.|  Ssiteis marked Oolo
PE] s housd btk by i eyt g ===
14. |  Implants are avallable ﬁﬂ olo
15.| Equipmentis avaiaible alolo
_ﬂ, Other (if any) Alolo

NOTE: if any of above is ticked "NO" Discuss with the registrar / consultant immediately

Billing Clearance faken
Billing Executive Name : ......... h Nurse In-Charge Name : . 0?'}3\“}— ,,,,,,,,,,,
Billing Executive Signature : . i‘ X\ smeture of Nurse in-Charge : ... {4

Date & Time : Date & Time : ...... 2= Sb\:lﬂ- ,,,,,

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

INFORMED CONSENT FOR SURGFRY OR Children's | & BirthRight

SPECIAL PROPET v 5" Hospital | | (@ ammmens:
h%& M"IJ'D“K{“N’:*-‘NQU F
Patient Name : ../.\/Y.Y. el

i nder; O Male Di&@ ’ Age:..j ........ (flas
e — mﬂ;gjﬁ

Instruction: )
This consent form should be signed by Patient (if an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. \

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

o ELECTIVE  REPERT. . TIWER  SeqMENT 77
(ESHEREAN  CCCTION

sorshansterarsreliosesssratastatetnasntssssstoeterensvone ' SUPOM cavssenisiionnonigesisasaiiossosgronensnvonsasivisnsiansnsinssnie

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

1 hava been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

1. Ihave read and undersiood the information provided in this form i

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

3. Ihavehadachanceto ask my surgeon questions.

4. [lhavereceived all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ............... :b }"PWé/LM‘ ........
: t:
Consantee ) Patient Attendan v o~
T L ) BT a— o Signature : CQ N SR
Name : ﬂm*\xﬁm‘b‘lﬁﬁmb"'% NAME  .ocevrerenrernnee SQ"-ASM“’A
D+1e atime: . L5\ \AG X b o Relationship with Patient: .. \\AMALEA. ... -
“l Date & Time : ......... &5 \b\m“\( ..... L’DD
aas Doctor (who Is takin »
SIONAIUIE © ....ooooorerevennnssssriassnsssssssssssssssssssssissssnes Signature : \ X 1,& "Irgg .............
NAME  .oovvveveeseeesssssssessssesssssssssssssssasssssssssssssasenns Name : ] 5 MLMMW ¥

DR RTHI inonssmsinrmrssmn Date & Time ... 2’.@7 b f y) 6 -
Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR ANAESTHESIA Eﬁi?@?;%‘,‘{s ® BirthRight
GUC-00092946 IP18-00036177 Hos p ital . E: ':::"::?W :?SZT:S
Mrs UDHAYA LAKSHMI .R It takes a lot to trest the litte. ur Right to a Safe Delivery
I;at' t Name: ......... '1;'0’:1?1 sraes H BOE i Gender: Maled Female O
L1 TR

UHID NO: . Surgeon Name: .

Anaesthesiologist ; mﬂ\ng’ PRE...£ L .4 Operative procedure planned ....(fik'“ & 3N Vﬁ LO mﬁﬂ_.
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA EUmenr e el
General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware of events and does
not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can

be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[0 Heart disease O Hypertension vﬂﬂbe‘tes mellitus [ Renal failure
(0 Hepatic disorders [ Shock O Muttiple organ failure O Polytrauma/ Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease 1 Others AR Tt iaae).. L2458 W’IQ?FDF’%

«  Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY
I hereby authorize Rainbow Hospital & ts authorized doctors to perform upon me/ my patient the above mentioned operation / Diagnostic /

Therapeutic procedures

| authorize and give consent for anaemheWnai / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam.

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

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

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

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

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

Ihave been explained all my queries inthe language understood by me.

Patient / Patient Attendant :

Witness : r') ’H,r/‘

Signature : . Signature : ...

Name | .. Yot Uﬁﬂ.ﬂj&(a LM}/“ NAME 2 cLucisiinnns S,DRP’QA""JA
Relaignship with Patent ... Pttt ... pate & Time O /B186. .
Date & Time 9—3\{3\%

Doctor (who is taking the consent) :
Name

~ : »
SIGNature : ............uuvees G %‘MI\F\ : 2% (u I
G.Is er\
Docu. No. : RCH/ FRM / CLINICAL / 021
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| . R - b.r' ®
Beg_artment of Anaesthesw!ogy Czli? p r?r‘:'s
P_RE-AHAESTHI:TIC EVALUATION

Hospital
GUC-00092848 1P18-00036177 It takes 3 Ik i treat O e
: Mrs UDHAYA LAKSHMI .R

.04-1991 BY2MED (Fl
Name:......... MUA. V) Mragga  1Tom® UHID-No : ..
Date; &glklw ..........

-
T S b

Diagnosis: \gaz,f:Hﬁ'i WH“(‘S\DM
B.P/CRT: \M\’Oq‘lﬂ Q\KMVWélght Qﬂ% ASA Physical Status: El.1t !:{03 o4 _l:;s

' Laboratory Data:
Urea: ........... Alb:
CVeBL: i sssivosssicoinn. TORIBIE iiisiiiseciia
NE cccacsaas DR swanan e e

_‘BirthRight'

. 20Echo: ... B B - [

WBC: '\

HIV: ... S
HBS Ag: {l y (S
Blood group: &"(L&.L

Past Anaesthelic History:

K:

LDH:

Cat+: o

Amylase:

Alk phos: ...........

SGOT/SGPT: ........

14..

T5H....... 1 oo

5,5 i SR N

Allergies:

nf

b DM __on o Ha

Hepatic / GE :

Physical Activity:

Others :

Mo

ral Goes

Physical Exam:

r»fm Lotk [ rdg o |E

Rirway: MP 1 2[B)4

Moumﬂlmnua&’u'ﬂ | Mentohyoid Distance: y, s Neck: o) Teeth: (Pg
v

Lungs :

Heart:

Lakl

{vw‘v

CNS:

Pregnant: s CINo CINA

4

Venous Access Site 1 | & C, (prine Exam for regional :

Anaesthetic Plan: COOMAC [JRE

DGAETT OJLMA

.
Peri-Operative Plan Explained to the Patient: D‘é - O No

CURRENT MEDICATIONS

DOSAGE

éujm

Signature: yﬁ"/ NBME: it ensssmmenser
(5"

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

Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Ho
2 NILORAL<[ "~~~
3. Informed Consent: andan:“’;l/ﬁgh Risk

4. Post Operative Pain Management:

5. Other Instructions:

Discussed with Patient
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Rainbow" ® G,
jent Sti Children’s BirthRight
PaliBRoR ] ANAESTHESIA CHART  Hospital S bt Sichves
. et @ bt £ eas the e Your fight toaS'e Seimery
Pre Induction Assessment: g )
Change in Patient Condition: ~ [ Yes gud Fasling Status:b&M
i / 3 & 2
Physi{:ai Status: Patient Idelﬁﬁed/_ v/f Consent Present t"U/Char} Reviewed
HR“"\\ ww»f- [BP/CRT\~O\ e [5p0,: 129 .. |RR: (6 | srem | Last Feed
Pre-OP DIﬁQ\iDSIS ‘L\ A-bq Dﬂ, M.\‘ (s 4 Operation: ....... la Y e
ﬂ
Surgeon: ... 40’1 rUD wvin A~ L. Anaesthesiologist: Y NAMWIREL/ LA §2 4 SechilipRA @, oo
TIME 2l a t_é
N.O/AIR IO, LPM ’ - 1 )
HALO /SO ISEVO . Anfbiot
Dgs y ~ =~
] 4 2L G hag Nt ]
p) [Tk Y. Y Suppastory
r [— . L = L
: 622 zaS e ALY {
fi Blood Loss Q
IO, 1540, =
ETCO, 1 ) -
ECG h A
Trine Outout 8 NOTES
158
| a e )
g3 BN
& 0 Lo )
o
8P 240
v Systolic 220
A Diastoic
X Mean 200
* Hean Aate 180
ot :
Trenat Pack in 1
Treoa! Pack Ot 120 < -
@ 2 =
60
40
. )
0
(5
LAB Values
(G5
./E E nt Checked and Temp: Induction
O HME [ Fluid Warmer aw O tnhal
O ClingFim [0 OH Warmer O Pre 0, ORSt
Cult Site: : (O Hugger's [ Cotton Wool O Oers
ﬁs Lead Owms O
Temp Ste Oaway O [ Nasal ~
m F!},anu ETTH i Buiiiemesses EM
Monior 0 Ol Nasal  [JCuft
Pulse Orimeter O Tracheostomy [ Topical Catheter ai skin ... ¢
) Capnograph o 17 R (e Drug hama&mf MEDP/~LH)
E,l Ventilator O Awake [ Direct Vision Bolus ;
Nerve Stimgtator [ Video Laryrfhoscopy [ Stylette 7 Boupe Infusion WW
[0 Mggitored Anaesthesia Care [0 Fiberoptic Biock Level
/ W I
\P/;':’;s""‘ Checked o E?:::w vy ... mmpls Comit:
Line (Size & Location) T Transportaton 1o
Eye Care: T 0 sitat = oracy O Oiner
g (I)::e | . L/ O Semi-Cipsed Circle Retaxant Reversed - [ Yes One [Ona
0 pasding o LQ’C\U E} CD:;“ . Name of the Doctor ;. .9'\P
)ji"‘“e 3] R S e Signature ormeDoctor,/ﬂ,/

e
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Rainbow® . R
Children’s ‘Blrtthght

R Patient Sticker I
- Hospital

POST-ANAESTHESIA CARE UNIT RECORD A

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

Received in PACU by : ‘"ﬂhnmL | S sveenss Time Received : ... \O. ™M .. Time Discharged : .......coooveeveerrennnn.
250 250 | v Cannula Site :
240 240
w 230 230 | [ 0, Mask [ Nasal Prongs
5 2 220 | 1 Yracheostomy O T-Piece
w 210 210
B 200 200 | O Oral Airway [ Nasal Airway
o 190 1480
B a0 180
§ 170 170 | Vomiting : OvYes ONo Drug:
= B o |vemwe:  Ovws ONo
Vv 140 140 | prain; OYes ONo
130 130
N ap = 120 | Urdnary Catheter: [ Yes [ No
TR T - I:S ChestTube:  [JYes [CINo
g S o | o OYes ONo
70 70 )
L &0 0 I I it AR RS SR
& 50 S0 | OMIFEEOS et e
& 40 40
30 30
v 20 20
10 10
0 0
s'PEI
POST ANAESTHESIA SCORE MINUTES
(Moditied Sves IN 30 160 1 %0 out SCORING INTERPRETATION
profeproat Acmmboeir . Qe d \ A Minimum Total Score of 8 is Required for
Mnmnmmum:w =0 Discharge
Abie 10 m: m & cough freely - f - 2 2_
Aoneic =0 Exceptions 1o this, are to be explained in the
I e . - JE—— o | space below by the Discharging Physician:
BP = 50 of Pre Anagsthetic leve =0 L
el o catog 1 comcousess | 2 a
Not responding =0
Pink -2 Q
Pz, dusky. blotchy, aundiced. other -] COLOR Q
Cyandtic =0
w |4 9
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature
a3\ b 0 \ (o ro~ 2 Qb/l W) X
T rsn GV
Pain Tool Used: [JNPASS DOJFLACC [JWongBaker [INPS Reassessment Frequency:
P 1 Every eight hours for all hospitalized patients
A4 ot : 2 Forpost surgical patient. patient with chronic pain. patient with severe pain
nnTesthesmloglsl Name : M ................................. 4 B 2N NS ZeNNES
Anaesthesiologist Signature: ... ... / L\*L, o ::: i‘ﬁ’?ﬂ“z:v:i?j:Igt‘gmn
Date & Time: o M b }'&b q 20 M With in 30-60 minutes after pan reliel intervention
PACU Nurse Name : (_,F\%HL '\\ L. Transferred 1o Unit by (PACU): -
PAGU Nurse Signature: ’!C_ﬂ%n%‘“ \ e Dale & Time:_ 25 l Bl 2 Q {D «ﬁ""/"

*Datle & Time: .. %l’o\u'@ww
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Rainbow® < S
Patient Sticker Children’s ® BirthRight

Hospital BY RAINBOW HOSPITALS

0 takes & 1ok to troat the e Your Right to a Safe Delivery

Department of Anaesthesiology '
EPIDURAL ANALGESIA F_CORD [

DA .....oconesonsmsmanennsssussasisnsiss,  NMIBS sssasesssondsnsanibons POCEAre dORB DY, .....ccunuisumisisasimvsorissanressastsssasnsaissonsts

CSE /Spinal /Epidural POSItION © ...oovocvveeve SPACE[reverirvererererseseerenenene TECHNIQUE (LOR/LOS) ..o

Depth: -....coccciicinmniasiiinens Catheter at SKin: c.eeeeeeeereefioveeeercerenes ARBMPES e

Parasthesia : YES/NO if YBS GBAILS : ......c..oviemeieieeuereeisecicn it st s e

SOILON COMPOSIION : ....oovererersireersessnsseseesssssesesssssenssssssssforssassssssssssssasss s aresssossssoes s bbb bbb SRR R R 10

Any other issues :
) SRR C RO T, (pRERTR—————————E RS

:

Infusion Rate L Maternal
Time (m/hr) Bolus (ml) ml#ght BP | Pulse FHR Comments

Delivery Details : ~ Time & ..o / APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Remnoved by and Tip INSPECIEA © .......cuevreiciincineniinriess et sems s ana s s R s

Patient Satisfaction :

Discharge /Shifting ordered by
DOCIOr SIGNAMIE: ... oot msioiaid
DOCHOT NAIMIE: wevvoreoveore oo

Date and TITe st rr s s s v R e s
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Rainbow’

|
| Degastmant of Anacsthesiniogy Chitdren's | @ BirthRight
1 PRE-ANAESTHET'C EVALUATION ’ Hospital BY RANBOW HOSPITALS

1 ks 3 hoX £ treak The e, Your Right 1o a Sate Delivery

Name:.... | J BB A28 Y. Sec e UHDNO
w{é[% 11115 Proposed 0|;eration: el i g pan

Diagnosis: .. AT
ancml,gu(Zn Hﬂg'h/Mthgm ocng Asams&al'uﬂsz 01 02 g2 D4 o5

" Laboratory Dt

[T VS || A | | OO — Blood group: ............. Stress/ANgIo: ...

K LDH: T it O
Alk phos: T4 E_(J\-O N VD

v i — T o

RESP - | Disbetes () . O 1 ;

o No_klo qpotbesd I¥Eq) Filr fnhsgy,
Renal : .f\h) {

Hepatic | GE - Physical Activity:

| | 4eg = 092

Past Andesthetic History:

Physical Exam:

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
bmgs: 130y P

Hear: € (35 P)

CNS: NV

Pregnant: C'Yes CINo CINA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: CJMAC %mn DIGAETT [ILMA

Peri-Operative Plan Explained to the Patient: 0OYes o No

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

Water / ORS 2 Hours
2. NIL OHAL<: Others 6 Hours

3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

Signature: .......<, b= o NAMESS Y RN e o e

Docu. No. : RCH /FRM / CLINICAL / 044
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Rainbow® ® o . |
7 i |
Patient St Children’s BirthRight
v ANAESTHESIA CHART  Wospital B RAMSOW HOSPIALS |
N . Nt @ ok 10 Treat the Brtle. Your Right toar Sate Selaey
~ Pre Induction Assessment:
Change in Patient Condition: O Yes 0ONo Fasting Status: N
Physical Status: Patient Identified O Consent Present [ Chart Reviewed
H.R: | B.P/CRT: | Sp0,: | RR: | Last Feed:
Pre-0P DIagnosis: ...........covveecrmeriererinmnisnsesinisinanens OPBrAHON: 4l 2n o ssvimnsssonsenfog@idbpeetoni Pale s Linasasanag
SUMGEOM: ..o sevemssessiesiesneneesee ANAESTESIONOGISE: .ot TechniCian: ......cccvcvus S
__TIE _ [
N,0 TAIR 10, LPM 1
HALO /S0 ISEVD 3 Antiblotc
Drugs:
Suppastory
Blood Loss
" TFO, /a0,
£1C0, z
= v
Temperatore
Urine Output NOTES
B
2
BP 240
vV Syslolic 220
A Diastofic
X Mean 200
* HextRatn 180
Tourniqued on Time
Toursouet ot The 160
140
Treeat Pack in
Theat Pack Dt 120
100
80
60
&0
20
10 =y e
1]
£
LAB Values
= )
ey
O Equipment Checked and Temp: Induction Regional:
Functional [ HME O Fluid Warmer aOw O inhal Extremity Specily: ... %
o ee O CingFilm [ OH Warmer Ovreeo, ORI [ Spinal 0 Epidoral [0 Cavdal
O Culf Site: .. O Hugger's  [J Cotton Wool O Others Others: .........
O ansSie..... .. 0 Other T
O EXGLead 0 Mask []56A Pogton: -.-outiis s
O Temp Ste Tims: O Away DOl [Nesal Site:
O Fn'mm Anaes St ... ETT# o @i €M Needic Size: m:
O] Agert Mondor OP SWr: i Sy O Oral ONasal DO Cuff Parasthesia [JYes [JNo
O Puise Oximeter OPENG: v . O Tracheostomy [ Topical CAINGTEr 3 SN ..ovvorrrr €
O Capnograph LeaVe OR: Looveocverree EX g sz Drug Name & CONC: ..o
0O ventilztor Anaesihesia; O Awake ] Direct Vision BOWS, .o vmssensnascan I
O Nerve Stimutator 0O Ga 1 Video Laryngoscopy [ Styletie / Bougse Wilisicn
O Monfiored Anaesthesia Care O Fbercptic
Position D Ragmna.i e P Block I_EVEIF. .............................
[ Pressure Points Checked Oifficuty Why? . COMMBNS isisiisiisicmiiisioistionns
Ling (Size & Location) Transportation to
Eye-Coms: ocw 0 sifet = 85 Opcy  CIKu O other
g ?:“ OART: .... O Semi-Ciosed Gircle Rewant Reversed [lYes  ONo [IMA
pe aw .. ;
O Padding Ow o : g gﬁf“"“ Name of the DOION ... -
O Awake a ] D — Signature of the DOCIDE =.............
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! 7 . Rainbow® oz
| Patient Sticker Children's @ BirthRight
‘ Hospital BY RAINBOW HOSPITALS
It takes & fot o Eest The IEe, Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU DY © ..o Time RECEIVED © .oveuvarnsersremsinsesnnnasie Time Discharged : .....ccoueemenieesses
250 250 | v Cannuta Site -
240 240
w 230 230 | O 0, Mask [ Nasal Prongs
5 = 220 | 5 Yracheostomy O TPiece
(7] 210 210
4 2 200 |0 Oral Airway [ Nasal Airway
g 190 190
o 180 180
=] 170 170 | Vomiting . Ovyes Do Drug:
3 9 160 | cime:  ClYes ONo
o 150 150
y 140 | Drain: OYes ONo
1 130 130 )
120 120 | Urinary Catheter: (] Yes I No
% :2,2 :::, ChestTube:  [JYes [INo
g o :‘; il Oeal OYes CINo
a ;,g :g [T - s P g
@8 50 | 50 Oral Feeds: ...
e 40 40
30 30
g ¥ 20 20
- 10 10
(1} 0
SPQ,
POST ANAESTHESIA SCORE MINUTES
(Modified Alirele Score) IN 20 160 % ouT SCORING INTERPRETATION
e e mkaty o o comeand S Y A Minimum Total Score of 8 is Required for
‘Able o move O axtvemites volurary of on comvmand =0 Discharge
mmaﬁmumm .s -
| Agoek___ : =0 Exceptions o this, are to be explained in the
G oten priArd 2 23 cmowamon space below by the Discharging Physician:
8P =500l Pra elic kive =0
Fulty awraie =2
Arousable on cafing =1  CONSCIOUSNESS
Mot responding =0
Prk =2
m.mm,mm =1 COLDR
Cyenotic =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ‘ Signature

Pain Tool Used: CINPASS OIFLACC [ Wong Baker [ NPS Reassessment Frequency:
1 Every eight hours for all hospitalized patients.
2 For post surgical patiert, patient with chionic pain, patient with Severe pain

Anaesthesiologist Name -
3 Every 2 hours for first 24 hours
Anaesthesiologist Signature: b, After 24 hours every 4 hou's
¢ Prior to pain refiving interventon

Wwith in 30-60 minutes after pam refiel intervention

Date & Time:

|
TN LR 0 L —————— | Transterredto Unit by (PACU): . iommmssmssmmsssmsssmsssarnss
PACU Nurse Signature: [ ———— |1 [ S——————

*Date & Time: A e




N

Z

Rainbow® X S o

Patient Sticker - Children's | @ BirthRight
o Hospital B SMaOn WS AALS

Tt ke & ot to tret the Bse. Your Right to a Safe Delvery

Department of Anaesthesiology ) | {
EPIDURAL ANALGESIA F.<.ORD

DAB: ..cocoieccccsiiiiiisiiiniriinnans. THIE: v, PIOCEAUTE dON@ Y oo

CSE /Spinal /Epidural POSIION toovisvecumisiise PR i itantemnssomsesrose Technique (LOR/LOS)..................
Depth: Catheter at Skin: ......................... ABBMPES 2 .....cooernerninsensesesesemssemssnessiesssssinmins
Parasthesia : Yes/No if yes details : ...

Solution Composition : ...

Any other issues : . 5 ;

B) o

Infusion Rate ~ Level Maternal
Time (m'/hf) Bolus (ml’ Left High{ BP Pulse FHR Comments

Delivery Details : ~ Time : ...................... APGAR: ................. SVD/Instrumental/ LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ..............
Patient Satisfaction : ...

Discharge /Shifting ordered by
Doctor Signature: ...
Doclr;r Name: ..o

Date and Time :



Guc. 00002948

IP1 8-0003g177 .
Mrs UDHAYA LAKSHMI.R
17-D4-1091 BY2mep {F)
—.Dr. BELF

Raintow” | g
mmmmmy

BirthRight
Hospita > . v Igh

BY RAIN Bow HOSP(TALS
1 takes a 1o tou

Your Right 1o 2 5afe Delivery

TEAL the Wil

SSI PREVENTION CHECKLIST

INTERPHETATION

PREUPEHATWE

Using chlorhexiding
in Combination

Loy
A
F Maintain and
between 1 10
y
(.-
Docu. No. : RcH/ GDY/ FRM/CLIN!CAL/322







GUC-00092848 \P18-00036177
Mrs UDHAYA LAKSHMI .R

17041891 asY2MB0 {F)
or, 8

(i

ENET. pATIENT TRANSFER NURSING HANDOVER CHECKLIST

ospit

.\mnh'dg-lht

cation Patient name,
e verified

2.1V lines secure
ontrolled bleeding

d.S slints/casts/trac
n Medications Pre & Post-
2 Medications due time noted
_op instructions NPO,

d (heelsfelbows)
DUCTS TRANSFUSED

Receivin Nurse :
Signature of In

RCH{GDY!FRMICLINICALISBS
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Surgeon - Tk poov;zh;

SURGICAL
SAFETY CHECKLIST

p
GUC-00002948 IP18-00036177

Mre UDHAYA LAKSHMI .R
17-04-1091 BY2MED )

Dr. BELF “Z
T .- Gender ;... = | - I
o s | g acaman
Sorub NUTSE : S0 S mrsrireeirires | DA e e e ...&?:?.QPOM—Me JoAm... TEm—

Before Induction of Anaesthesia > >

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time:2.20H7... TIME OUT  Time:..£.222m™ SIGN OUT  Time:.. QA
patient Has Confirmed - Confirm all team members have Nurse Verhally Confirms with the Team:
Identity _@¥és ONo introduced themselves by Name and Role £1%és OINo The Name of the Procedure Recorded ~ J2Tes COINo
Site o¥fés ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure 2Yé ONo Nurse Verbally Confirm « Counts are Correct (or Not Appiicable) ~ E1ds CINo INA
Consent @¥es ONo Correct Patient (Check ID Band) Yes CINo The Specimen is Labeled (including
Site Marked @fés ONo CINA Correct Site DEs ONo patient name) OYes CINo 2NA
Anaesthesia Sa!!ty Check cﬂlﬂp’dﬁd Hﬂs ONo Correct Procedure Pﬁs ONo Whether there are any Equipmem
Pulse Oximeter on Patient & Functioning ClYes CINo Anticipated Critical Events Problems to be addressed OYes ONo Z7RA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes 2o What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concers for recovery
and management of th nt? s ONo
s & Ecpment Assistance Anticipated Blood Loss? CiYes b CINA nagement of this patie Javek
Availabie OYes MNo Anaesthesia Team Reviews:
Risk of > 500mI Blood Loss Are There Any Patient-specific Concerns? [i¥es O No ONA
{7mi/kg In Children)? Nursing Team Reviews:
Man.: »
Yes, and Adequate Intravenous Has Sterility (including indicator results) [sream] yorisies-e o
Access and Fluids Planned OYes @No ONA Been Confirmed? are there Equipment v J0RS 0800 =
Blood Units Reserved s ONo ONA issues or any Concerns? OYes @No ONA TYPE  Green= o 2:‘” o g
= 121°C - 15 min. <7
Has Antibiotic Prophylaxis been given Is Essential imaging Displayed? OYes [ ONA ,' 50711140 Steriized " 134G 35mp, O
within the last 60 minutes? Des O No DONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. X6 ONo
Signature ﬁ/ .......................... 0 17111 Signature @M e aemsensibi RS
\4\[\0\/‘/ Al
Name f@iw ........................... RBHTIOL .occsinsnesnsssmeoransmmmassnsssoniA RS SERS R 4 Name @{’\ISW

Doc. No. : RCH / FRM / CLINICAL / 111







N —————

GUC-00092946

1P18-00036177
Mre UDHAYA LAKSHMI .R
17-04-1091 sYa2mso (F)
Dr. BELF

LT

Date & Time of Transfer: 25 \ b 26 (;

= b T e :
@ ShTen heepival PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : /M| [

1 ll’atient Identification

YES/NO REMARKS
Patient Identification Patient name, age, UHID/hospital number confirmed Ye)
b.Surgical procedure & correct site veri fied e
2 |Airway & Breathing
la.Oxygen delivery (mask/cannula/ventilator) secured NP
b.SpO: within safe range AP
c.If ETT: position confirmed, ties secure, cuff inflated A
3 | Circulation & Hemodynamic Stability
IV lines secured & infusion running correctly Yes
b.No active uncontrolled bleeding " ye
c.Last vitals recorded before transfer S
d.Central line hubs are closed NP
e.Dressing Intact N
4 | Pain Assessment N A
la.Pain score assessed & analgesia given NP
b.Reassessment done
5 | Wound, Dressings & Drains
la.Surgical dressing intact | yes
b.All drains fixed. output noted l N A
c.Catheter secure & urine output recorded | Yel
d.Splints/casts/traction devices stabilized B
6 | Medications Pre & Post-Op Orders
Medications due time noted n P

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

c.Emergency meds given in OT (time & dose documented) s
7 | Equipment Safety & Transport Preparedness
fa.Oxygen cylinder full & ambu bag at bedside NA
b.Bed/side rails up and brakes applied nA
c.Special positioning maintained as per surgery NP
8 | High-Risk Patient Safety (if applicable)
la.Chest tube: underwater seal below chest level R
b.Epidural catheter secure, infusion checked Al
c.Pressure areas protected (heels/elbows) Alr
9 (BLOOD AND BLOOD PRODUCTS TRANSFUSED A8
10 IREPORTS AND LABS HANDED OVER pA
11 [BIOPSY/HPE SENT | 7
12 |Documentation
fa.Documentation completeness 2

Traunsferring Nurse: k9™

Receiving Nurse :

lSignature of Incharge: 0% im0\

RCH/GDY/FRM/CLINICAL/598







PATIENT TRANSFER FORM

2z
Rainbow”® . .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes 3 it to trest the Bitse. Your Right to a Safe Delivery

___::T;:":::‘L IP18-00038177
pes wvimsy Date & Time of Admission Date & Time of Transfer Order
e L e
i Treating Consumant wauw Transfer Ordered by Reason for Transfer
py. Poizh’ Py - prvy acheushi n) o« 4:;:‘; —
From Unit To Unit Information to Attendant
N MW Yes g No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

A 1ap £l over to attendant
e Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Itern Name Quantity
1.
2.
3. Te
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[] No[]

Name & Signature of Person who is Transferring
A
519

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

P o

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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Rainbs't;w' . —_—
Children’s w EI rtal;ll'-}olsgm
i INBOW
PATIENT TRANSFER FORM Hospital i s S Gaivr
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

Mo . udbya bl o b ol €0 & B8h- 0§ [abeo - opwy.

oP W

Treating Consultant Name Transfer Ordered by Reason for Transfer
N Tt Wil | dbm’-&ha«
T . VoW st | MU
From Unit To Unit Information to Attendant
; ves[ -~ No(]
MU 0¢
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant -

o~ Yes [] No [}

If yes, what ?

Medications / Consumables / Surgicals / Hand over

s1.No. item Name

Quantity

4.

8

Shifting Surnmary / Notes Written by Doctor: Yes[(] No[]

Name & Signature of Person who is Transferring

Mww SCAAE

Name of Person Ordered Transfer

patient & Clinical Records Received by

Date & Time of Patient Received :

9 o
&ot}@‘\ vﬂ%ﬁg&?“ :

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

(7] Unavailable Bed (] Nurse not Available

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

[] Avallable Bed not ready







GUC-00092048

Mrs UDHAYA LaKs
17-04-1991 A

Or. SELF

I'P1s-neozs177

u‘rzuac

U0 HIl

OBSTETRIC Trhunus .- -

“Z
Rainbow®

Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
T tak & bt T Tt T D Your Right 1o & Safe Delivery

ORM

Date: @q\(’:)’}c
1)

Time of Arrival: ....
Level of Consciousness: L3-Conscious

O Semi-Conscious

Time Seen by Nurse: Y21 s N

O UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

01 Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy
O Decreased Fetal Movement

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

O No Fetal Movement O Other REasoN: ...........pdthrriveee.
3) Vital Signs: Temperature (AAsY-.. Pulse: ?:a-l(\k&i RR: ?ﬂ\.&&?\ sp0,: .\XQY.. BP: \ln\‘:\ﬁ Weight: ..L"E'.c.{.}."’
4) Gestational Criteria:
Gravida: G o P \ L \ A )
i 7 —— EDD: ..ciconvccamsssaanshrassne Gestational AQE: ......ccuemusseuenssssssnssssnsenes
Uterine Contraction 0O Yes 0 ‘E] NA | Onset Time Frequency:
Membrane Rupture OYes | OAG | CINA | Onset | Time Fluid Color:
Vaginal bleeding OYes [ &ZNo | ONA | Onset Time Amount:
b
! If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia éymptoms O Yes )a/NfJ ONA | pain Abdomen / Vomiting
Good fetal Movement D¥es | ONo | OINA If No specify:
§) Pain Screening: Numerical Pain Scale (NPS)
© l | l l | l l | | ot
il T | | I | | | ] | 1
0 1 2 3 4 5 6 7 8 3 10 |
No Pain Worst
(incalion possible pain
® Location:
.............................. N‘J.~
@ Duration: ........cccevnenee Pk ... Days / Weeks/ Months (Strike out which is not
applicable)
o Character
Nk
o Frequency SR, . > .. A
® Interventlons............................né.\.l,,-m..
6) Past History:
a)  Surgeries: ............... 4"‘%%9{2.@4 ............................................................
B)  MOICEE . uinesiatissunnasns (‘;ubﬁ\ Gct..0.HR .

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




Fatlem Sticker

O YOS i

7) Allergy: OYes O
8) Current Medications: [ Prenatal Vitamin O None  OJ Others:
8) Prenatal Medical History:

OJ None O Gestational Diabetes

O Chronic Hypertension
UJ Gestational Hypertension
O Diabetes

O Low placenta

O Others if yes, specify C&QMCMOH’Q’

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuo
L CGategory II: Emergent (Time to Physician: < 15 minutes & Reass
Q/Cﬁzory HE: Urgent (Time to Physician: < 30 minutes & Reasses
I Category IV: Less Urgent (Time to Physician: < 60 minutes & R
O Category V: Non Urgent (Time to Physician: < 120 minutes & R

OBCU Obstelrical Triage Acuity Scale (OTAS)

us nursing care)
essment: Every 15 minutes)
sment: Every 15 minutes)
eassessment: Every 30 minutes)
eassessment: Every 60 minutes)

Leval 1 Level 2 Level 3 Level 4 Level §
OTAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
120 mi
{ﬂ,,';m:m, Immediate < 15 minutes <30 minutes < 60 minutes = 2 Hours)
Re-Assessment “““"“g:‘m"""'“ 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 Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
Bleeding with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
ertension > 160/110
Hypertension Seizure activity ?A’S; or headache, visual | > 140/90 with/without
disturbance, RUQ pain mﬂmmﬁ
Atypical FHR tracing,
Abnormal FHR tracing
Fetal t abnormal dopplers
Assessment | o Fetal Movement Diseassd foty movemant
®Acute onsite severe ®Major trauma ®Abdominal/back p @0ngoing assessment @Anything that does not
Others abdominal pain ®Shortness of breath greater than expected In from out patient clinic seem to posa threat to
®Altered level of ®Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Fank pain / hematuria work) oCervical ripeni
@Cord prolapse @Nausea /vomiting and /ol @Minor trauma (minor | @Out patient placenta
@Severe respiratory diarrhea with suspected MVC/fall) previa protocols
distress dehydration @Nausea/Vomiting and /or| @Pre-booked visits (ie arﬂ
o®Suspected sepsis diarrhea and progesterone
. @Signs of infection (i injections, NST
dysuria ,cough, fever, | @Assessment for version
l_ chills) ©Rashes

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

Nurse Name : ....... C%?th&—w

Date: .. 816\ 2y Time: ... SHM\ ..

... Nurse Signature; tkg’bl\%




5“0-050020“ lP‘lI-WOSGﬂ?

T:nﬁ::: ' ms:':“ inu s0 &
or, S8ELF / é &
[ pam \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Rainbow" | @ gicthRight
Hospital,_, vt i
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: _as\brs...
Baseline Information:
Admission From: COER  CI0PD O Admission Desk [ Others: SPECfy ... ).,)Df‘—
Primary Language: O Telugu O English O Hindi O Others
Do you require aninterpreter? [JYes CNo
source of Information: O Patient [ Family O Others
[0 Bracelets

Personal belonging if any: Ww OlMeséRing [ Bangles Ol Anklets [ Finger Ring
T L s s—

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

a Biood Transfusion O Food

If yes . ] s s :

| Chief Complaints: (O rL\’}Z\M

> X /‘Ji)rl‘rlf&w Name otmeDocton'M

Coctor Notified on Admission: DJ¥es o |

................................................................................................................... Time Notified: &Nﬁ,

A QNI

Past Medical History: Obtained From d?ﬁtient [ Family Member 3 Medical Record 3 Other (SPECHY) vveeversreserneees

[T Past Medical History past Surgical History

Previous Hospital Admission

CoM\ ov) ) sy 207
0

L2

l

Vaginal Discharge: T oo SRR RO

Contractions: ...ceeeeesseres

Blood Group: \E;Q'JW LMP: c&\wl?f EDD: ﬂ"‘\?&’ Gestational age during admissloa.%fﬂ..n.....

. S— [ Previous LSCS W,,

Obstetric History:  — Lot
veight: L 68, Weight JO.G  BME s
Temp:‘.?lﬁ..‘.».&..fi.... HR: oo PSR ar: 24l BP HQHO Sp0, I@X .......

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

[ Hypothyroidism

0O Rh incompatibility

O Fertility Treatment

01 Hyperthyroidism

[ Previous LSCS

[ Preterm Labour

C1 Hypertension

O Gestational Hypertension

[ Others: (Specify)

[ Bad Obstetric History

es (RO
[ Anemia

O Obesity (BMI)

-

{1 Twins/ Multiple Pregnancy

Docu. No. : RCH /FRM/ CLINICAL / 138

(PT.0)




O Héart Disease
O Liver disease

Family History: O No Abnormalities Detected

O Seizures

O Kidney disease

................................. A

Pain Assessment:  pajp: &m’

ONo  (if ves, complete the Pain Assessment / Reassessment Form)

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

Fall ssessment: QYo CINo  soore, WO

(complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [Yes O No

I Mobility problem
O Developmental Delay
Inform consultant for positive criteria

Score. ST\ (completa the Braden Q Sheet)

O Walking Problem
O Musculoskeletal Congenital Abnormality

FUNCTIONAL SCREENING: [f2 patient needs assistance with any of the following inform consultant

Bﬂofbn;namy Detected

—

NUTRITIO CREENING:
‘*{mm

O Under Weight
Inform consultant for positive criteria

O Poor Appetite > 3 Days
O Diabetes Mellitys

O Needs Therapgtrﬂcbiet.' WL
&I No Abnormailty Detected

PSYCHOLOGICAL SCREENING:

2. Special Habits: ~ Smoker: OYes QINo—
Social History: Lives With

Alcohol Abuse: [ygs QNe—

A€M & Cooperative Restless  [CDepressed O Agitated
o ot
Inform consultant for positive criteria
SOCIAL SCREENING: _
1. Marital Status: Single W 0O Divorced O Widow

Drug Abuse: [JYes ‘TTRg

Call Bell in Reach OYes O No

Infusion Pump : Yes O No

Above information given to ¥t AN,
Name of Person Orientation wag given to: m‘- :

Orientation has h'elym regarding the following aspects:

Waste Disposal Explained: JHVes
Hand hygiene Explained: ~VYes

Orientation not given Reason;

ONo
O No
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Patient Sticker
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Your Right to a Safe Delivery

It ke & lot 1o trest the Bte.

VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)
. 0 21 L 31—,
Pre - Existing Risk Factors Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
ﬁown high-risk thrombophilia 3 B
Medical comorbidities e.q. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease, nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrambophilia (no VTE) 1
Age (=35 years) 1
Obesity ‘-/‘1 or2
Parity = 3 1
FSmoker 1 ﬂ
| Gross varicose veins 1 \
Obstetric Risk Faclors
I_Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section A1
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
rStiilbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.9. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
|mmobility, dehydration ‘ 1
Total Q
Signature of the Nurse

Action Plan

@o\ﬁw
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v If total score > 4 antenatally, consider thromboprophylaxis fmm the first trimester.
v Iftotal score 3 antenatally, consiger thromboprophylaxis from 28 wegks,

v’ Iftotal 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 ﬂ\mmhoprophylaads.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with 3 haematologist with expertise in thrombosis and bleeding in pregnancy.
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

—

Breastfeeding initiated?
,\9/ a. Yes O b.No

2. N, REASOM 1vevvevevsereeerssseressesesenesesssesesnssssssssssessesessasssesessensssssssshsssasesersbensssessbssbas sbabieLRE AR S L LR ES e RS bbb

c2

Nipple condition:

M 0. Nipple well formed
0 b. Flat nipple

O c. Inverted nipple

O d. Short nipple

4. Milk flow:
O a. Good
Y2"b. Drops of colostrums
O c.Dry
5. Steps for Positioning and attachment:

0] 4. Baby goes to the breast
\'{i Mother always sits with a back support
o O c. Ear-shoulder-hip should be in a straight line
i O d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch
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6. Was the position explained:

\_2" a Yes

O b.No

7. For Caesarian mothers:

O a Mother is required sit and feed from the 4th feed

\D/—b. Please explain football hold

8. NICU admission: UW{\

O  a Mother needs to stimulate her breast for 2 min every 2 hours

9. Addiional notes: ... {3AMM... ... M@ AN

Continuity of Care:

g‘ .
|aol|o||.o\-01|1||o||¢s|o||at||a.co|ao||o.||.|| B P T

Date: 2&"1‘(:[“—6
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| N
Date & Time: ﬁg\b\&‘oﬁ\\@

Handover taken by ............occ....

SIONAIILS .iciasiinsreimsrinivivonsiais

Date & TIME: covoveeeieeereece s
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R on's | & BirthRight
. PATIENT TRANSFER FORM Hospital Lo e
= GUC-00092848 IP18-00036177
e Mrs UDHAYA LAKSHMI .R
:n:;:u 36Y2M80  (F] 2q§)ate {; ﬁn\‘: of Admission &D;t‘e E 'I'im; a; Transfer Order
5\b\ >
I AR @ 5.258M > .56
Treating Consultant Name Transfer Ordered by Reason for Transfer

Dy. P\oo\f\o?}‘i

- Vinilha

CEleckive FSCS

From Unit To Unit Information to Attendant
Yes No
MLV o+ e
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
QF 'P‘T \@, ——@ - Yes[;/ No[J
If yes, what ?
Medications / Consumables / Surgicals / Hand over
s1.No. ftem Name Quantity
1.
2. _
N p-
4.
5.
Shifting Summary / Notes Written by Doctor : Yg@? No[] -
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
'_Q/M PMW—O’%‘\/\G,;Q) Ds. Vl"l')!.&,f&_,

patient & Clinical Records Received by :

PaNes

St

Fate & Time of Patient Received :

L= W\

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

(] Unavailable Bed
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[| Nurse not Available

tick the reason mentioned below :

O Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2hleklre2:.. Time: . s e
O ~26 kg/mi
RGN .oovreeeee B e Height: .\ &la. tnmn..... Weight:....(?.ﬂ...ﬁ%,.-.“ BMI: O ~28 kg/m’
=30 kg/m’
e T I —— S
Diagnosis: 0 2o ') A LT — n—"—
Type of Diet: E@i\ DM ONormal 2 Diabetic (RO™M S oxA-
O Vegetarian | }Z Non-Vegetarian J Vegan
Diet Advised:

Liquid Diet—ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups Cl:,'-"

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

=

Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curq,--" '77,. )

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

Patient's / Attendant's H(’“&Q}\%A . Dietician’s
Signature: (_X IAID oo cesssessseemssssssnsssssssssinssns Signature: A@.C(Ng’gb>

NaMme: .......... 591“‘9”"”&— ....................... Name: Agcwﬂ\j/cm?%au»n

Date & Time: ?%\O%‘D%@LPM Date & Time: 15l0b)>‘0@3€’(\’\

“o, : RCH / FRM / CLINICAL / 195 (PT.0)




DIETARY NOTES

NP




