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Children’s | BirthRight
HOSpitﬂ' | . BY RAINBOW HOSPITALS
I i bio b the [itt | Your Right to a Safe Delivery
Name Mrs KUMARI NEHA UHID VIH-00204695
Father/Guardian Mr BABLOO KUMAR Age/Gender 30Y 10 M 15 D/Female
Address 504 Rock Heights Apartment,ecil,moulali, Ie Moulali, Hyderabad,
Telangana, INDIA, 500040
IP No IP-00060407 Admission Date 19-06-2026
Ref Doctor Self Discharge Date 21-06-2026

DISCHARGE SUMMARY

Consultants: Dr. BHAVANA K, CONSULTANT GYNECOLOGIST & OBSTETRICIAN

Diagnosis: G3P1L1A1l with 37+3weeks with Previous Lower segment
caesarean section with Hypothyroidism in Latent labour admitted for
Emergency Lower Segment caesarean section with bilateral
tubectomy

EMERGENCY LOWER SEGMENT CAESAREAN SECTION WITH BILATERAL
TUBECTOMY DONE ON 19.6.2026 UNDER SPINAL ANAESTHSIA

History:

LMP: 30.9.2025

Obstetric formula: G3P1L1A1

EDD: 7.7.2026

Gestation at admission: 37+3 weeks

Obstetric History:

G1 - male/ 7years/ FTLSCS/ PPROM with Fetal distress / Ankura Hospital/ BW
2.5kg/ Hypothyroidism/ A&H/ BF 3months

G2 - 7weeks/ MTP/ MERPC/ 2020

G3 - Present pregnancy Spontaneous conception.

Medical History: Nil
Family History: Father- HTN, Mother - Hypothyroidism

HIMATATHNAGAR BAMJARA HILLS (JC1, NABH & NABL Accreditad)  WYDERMAGAR (NABH Accredited] KONDAPUR OUTPATIENT CLINIC () AccreditndivF)  SECUNDERABAD (NARM Accradited]  KONDAPUR LB NAGAR (MABH Accredited)  NANAKRAMGUDA
Emarguncy 3 040 - 45573000 Emergency 3 048 - 4466 5555, 91008 25516 Emargency (40 - 4248 2300 L v 040 - 4346 3100 Emerguncy 3 040 - 4248 2200 Emargency 3 040 - 4146 2400 Emmrgency 3 040 - 7111 1333 - B4

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs KUMARI NEHA UHID VIH-00204695

Surgical History: Previous LSCS
Allergies: Nil

Antenatal Details: Mrs KUMARI NEHA was booked to Rainbow hospital at 31
weeks of gestation. Previous ANCs done at ankura Hospital. She was diagnosed
with Hypothyroidism at conception managed with Tab Thyroxine 75mcg OD.
She had regular antenatal checkups and investigations as advised. She came
with c/o abdominal pain since night on 18.6.2026. She was admitted at 40
weeks in early labour.

Investigations: Enclosed
Blood group: B POSITIVE

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was mild
acting, cervix was 3/4th inch and 1 cm dilated, show present, no scar
tenderness. Fetal well being was confirmed by an admission CTG which was
found to be reactive. Patient and attenders has been explained regarding
previous LSCS with latent labour, chances of scar rupture , chances of fetal
distress and risk of continuing with delivery and need of emergency Iscs has
been explained and they opted to emergency LSCS.

She was decided for emergency C-section in view previous ISCS in latent
labour, prepared with indwelling Foley’s catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up
done. Anesthetic premedication (IV Rantac and Perinorm) given. Antibiotic
prophylaxis with Inj. Taxim 1 gm IV given. Patient shifted to theatre.

Surgery Notes: Operative Details:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was adherent to mid uterine
segment adhesion released. Bladder was reflected. A lower segment
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curvilinear incision given on the uterus Grade 2 MSL Liquor seen. Baby
delivered with one loop of cord around neck. Cord clamped and cut and cord
blood collected for blood grouping and Rh typing. Baby handed over to
pediatrician. Placenta delivered with controlled cord traction. Uterus closed in
layers. Bilateral fallopian tubes identified and bilateral tubectomy done with
modified pomeroys method, tubes sent for HPE. Hemostasis secured.
Instruments and swab count checked. Rectus sheath closed. Skin closed with
subcuticular sutures. Wound dressing done. Vagina cleaned with Betadine
solution after expelling clots. Misoprostol 1000 mcg given per rectum as
prophylaxis against postpartum hemorrhage. Patient was shifted out of theatre
to post operative recovery room.

Delivery Details:

Date: 19.6.2026

Time of Delivery: 2:00Pm25sec

Type of Delivery: Emergency LSCS

Indication: previous LSCS in latent labour
Analgesia: Spinal

Baby Details:

Date: 19.6.2026

Time: 2:00PmM25sec

Sex: male

Weight: 3.5kg

Apgar: 7/10, 9/10
Gestational Age: 37+3weeks
NICU Admission: No

Post-Operative Notes: Post Operative Period:

She was closely monitored. Her vital signs remained stable. Uterus was
well retracted with no Postpartum hemorrhage. Breast feeding initiated. She
was shifted to room. Her postoperative period following that was uneventful.

O 1800 2122 & www.rainbowhospitals.in




Name Mrs KUMARI NEHA UHID VIH-00204695

On third postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information.

Advice:
1. Tab. Taxim-O 200mg (Cefixime-200mg) twice daily till 25.6.2026 (9am-
9pm) after food.
2. Tab. Calpol 500mg (2tabs) (Paracetamol 500mgq) thrice daily till 25.6.2026
(9am-2pm-9pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 25.6.2026 (10am-
4pm-10pm) after food.
4. Tab. Pantoprazole 40 mg once daily till 25.6.2026 (7am) before food.
Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
Tab. Shelcal (Elemental Calcium 500mg, Vitamin D3 250 IU) 1 tablet once
daily (2pm) till breast feeding after food.
Continue Tab Thyroxine 75mcg on empty stomach (7am) till further orders
Repeat TSh after 6weeks review with reports.
Collect HPE report after 2weeks review with reports
Nebasulf powder for local application.
HPV vaccine after 6 weeks of delivery.
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Review after 3days on 24.6.2026 at postnatal clinic with prior appointment
(This consultation will be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).
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Your Right to a Safe Delivery

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and
gently by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield
solution and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ...........civ..e. in the language that | understand and | have
understood the same.

Name: Signature:
Relationship:

This summary was explained by:
Summary prepared by: Dr.

Dr. @ﬁVANA K

MBBS, DNB, FMAS, PGDMLE (NLSIU), MRCOG (UK),
CONSULTANT GYNECOLOGIST & OBSTETRICIAN
54774

A
RegistrarlReg%nt/C.M.O

Emargency T 040 - 4456 3555, 91009 25516 Emaryen a0 - 4248 2300

® 1800 2122 @ www.rainbowhospitals.in
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H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhang Main 2=

Road Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,SUOOOQRainbﬁwa .

040-42462200, Ext 2000,2001,2002, Children’s | BirthRig ht
Hospital | . BY RAINBOW HOSPITALS
PatientName i Mrs KUMARI NEHA Inpatient No" et the IIL-000604\SL; Right to a Safe Delivery
Age/Gender : 30Y 10 M 15 D/ Female Admit Date : 19-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 220 Discharge Date
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :19-06-2026 11:39
HEMOGLOBIN (Colorimetry) 10.9 g/dL L 12-16
RBC COUNT (DC detection method) 3.48 10712/L L. 4-52
PCV/HCT (Calculated) 31.2 VOL% L 33-51
MCV (Calculated) 89.9 fL 80 - 100
MCH (Calculated) 314 pg/cells 26 - 34
MCHC (Calculated) 35.0 g/dL 32-36
RDW-CV (Calculated) 14.0 % H 11.5-13.1
PLATELET COUNT (DC Detection Method) 168 1079/L 150 - 450
MPV (Calculated) 11.5 fL H 6.5-10
WBC COUNT (DC Detection Method) 8.43 1079/L 45-11
Diff. tial Count
NEUTROPHILS (Microscopy, Leishman stain) 74 % H 35-66
LYMPHOCYTES (Microscopy, Leishman stain) 21 % L 24 - 44
MONOCYTES (Microscopy, Leishman stain) 04 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 01 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman RBC : NORMOCYTIC / HYPOCHROMIC
stain) WBC : MORPHOLOGY NORMAL

PLATELETS : ADEQUATE
il ; ;

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

HIMAYATHHACAR RAMJARA HILLS WAEH & NABL Accreditedi  HYDERNAGAR (MARH A sited)  KONDAPUR OUTPATIENT CLINIC (i AccraditeddvF)  SECUNDERABAD (MaRH Accre KONDAFUR

L B NAGAR (WABH Accrediteds  NANAKRAMGUDA
geney 3 040 - 4748 1200 Emergency 3 040 - 4248 2400 Emurgency 3

7 048 - 7111 1333 Emargmncy 3 B40-6931 5213
mergency 3 (40 - 45573000 Emmrgency 3 940 - 4466 5355 91008 25516 Emeegency ] D40 - 42448 1330 Emnrgaey §

Q1800 2122 @ www.rainbowhospitals.in
Printed Date / Time : 21/06/2026 10:16 AM Deinbad Du - LATUAL A IVATLI Paoe 1 nf 1




DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET sk
VIH-00204895 Pk Children's ® BirthRight
: _ Mrs KUMARI NEHa 4 !"_9 .s“gs‘t_anln oA
Patient Name : o v ouig IP.No: (;ou o+
ware: NI ow boueAq(ebt
SL.No List of Records {o.of Legibility Completeness Remarks
Pages
1 Admission Sheet \ \ A
2 Discharge Summary 0 o S
3 Nursing Initial assessment form i v n
- Patient Trasfer Forms 2 8 \/
5 In-patient Medical Record ¥ v N
6 Doctors Progress Sheets 2 v/ \S
7 Nurses Progress notes 3 o ol
8 Consultation Sheets o A v
9 General Consent for Treatment v -
10 Conset for Surgery \ & A
Consent for Blood Transfusion
e Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form 9 v [
20 Anaesthesia notes(Pre Anaesthesia & Post) g A VvV
21 Pre Operative checklist 1 v v
22 Surgical safety Checklist i v \
23 Operation Theatre notes ) v b ol
24 Nurses Clinical Presentation v
25 | TPR &BP chart 2 v v/
| 26 Intake and Output chart (fluid Chart) 3 L v
7 Drug Chart (Regular prescription) Iy v/ v/
283 Daily Investigation sheet
29 Investigation Values (Result Sheet) 1 v ‘-/
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart )| el v
33 MLC form (in case of MLC)
34 Patient Educatlon Form
' 19— v |
_..-—-""--_-‘L___-_'_
Total No. of Pages == g‘) M% =
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ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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ADMISSION SHEET

I hi
Ragietiation Details : UM TR

Admission No : IP-00060407 Admit Date : 19-Jun-2026 Admit Time :10:53 AM UHID : VIH-00204695

Patient Details :

Patient Name : Mrs KUMARI NEHA Age :30Y10M15D

Guardian : Mr BABLOO KUMAR DOB : 04-08-1995

Gender : Female Religion

Occupation : Martial Status

Address (H) - 504 Rock Heights Apartment,ecil,moulali le Phone No : 8977853164/ 7989045841

Moulali Hyderabad Telangana INDIA 500040 E-mail . babloo.vinyash@gmail.com

‘dmission Details :

Bed Type : MICU Bed No : LW 220 Ward Name : N 2F-LABOUR WARD

Room No : LW 220 Admission Type : First Visit

Contact Details :

Name : Mr BABLOO KUMAR Relationship :W/O

Contact Address - Phone No : 8977853164 / 7989045841

ok et

Signature
aoctor Details :
Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00

Printed Date / Time : 19/06/2026 10:56 Printed By : 021447 Page 10of 2
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It takes a lot to treat the little, Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: lql.c(:Qé ..........

Baseline Information:

fc

Admission From: [1ER [J1OPD - '\/m/\mtssmn Desk . 1 GHINSE SROGHY ...iiiniiiinivs st i
Primary Language: ] Telugu J4 English Cflindi C) OB, SO ... i
Doyou require an interpreter? [1Yes <=+fo  ifYes SPBCHY icvisessirminsssissas TR GRS Lk s AR e A e T e
Source of Information: . -Patient L1 Family L] Omers, SPOBIY i i BB s cssiin s s
Allergies: [ Yes \,zﬁ(f [_] Medications [ 1 Blood Transfusion (] Food |
CEE | e T SO S st G 0. e SO I AP
ORI IR .ic..c oo omssmssss Bmidamis essesmrsmbiosiin sk s st pagon Doctor Notified on Admission: W LINo
\Pca.?'ﬂ &kxﬂ?m&’t ......... “fl‘*—tluﬂw Name of the Doctor: .1 \v. 3.0 0. Gaeeshns,
o
Time Notified: .......... L\ 30AMW.

Past Medical History: Obtained From [ Patient

L1 Family Member

L] Medical Record [J Other (specify)

Past Medical History

Past Surgical History

Previous Hospital Admission

priy RN EN

o5,

Gynecology nssessmentw Applicable
Menstrual History: .........cooceeevrrenseenrrennn.

I Onset of Menarche: .........c..ouecrsenessessinecss
Menstrual Cycle: (C Regular (7 Irregular

Last Menstrual Period: @Q{Q{Qf

Gynecology Surgical History:

Caesarean Section: [1No \LH¥es
Cervical Cerclage: \A4No [ Yes
Ectopic Pregnancy: ‘Eﬂ’ﬁt’] [ Yes

W [1Yes

Myomectomy:

Gynecological History:

Contraceptives: CHlo

Vaginal Discharge:
Post-Coital Bleeding: {_LN6

Infertility: [ M0

L] Yes
N6 O Yes
(] Yes
] Yes

Others: If Yes Type:%mary ("1 Secondary

ObsteicHislory: G.2Q........co.... P | ........................ s o R viiais | —
Previous LSCS: .. ")’r eSS
Current Medication: \,%/ ne \a;l/(é If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected

(] Heart Disease CHypertension [] Diabetes  [JStroke [ Seizures [ Kidney disease

(] Liver disease ] Other ........... AR L S T N AL - S
Vital Signs / Measurements: Temp: . Qg E\ F HR: 7RIy RR:...[&. }0’ o

BP:\. 19r Fhmm 'h} Weight: .2 Hh} Height: (£........ BMI <.l

Pain: \Er’?es

P

Pain Assessment:

DN2

(If Yes, complete the Pain Assessment / Reassessment Form)

SCoTET

Docu. No. : RCH /FRM / CLINICAL / 151

(PT0))
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1H-00204695
Ars KUMARI NEHA
wosrees  0Y1OMISO  (F)

"Vl

PHYSICAL ASSESSMENT

General Appearance: \.Er’ﬁﬁalthy L1ill looking L] Anxious L] Agitated [ Others: ...N—==n...on .

Fall AssessmentL=Yes [INo Score ... \ { ....... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes \>#flo  Score 2& ....... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
. Mobility problem O Walking Problem t'Ejfoi,i\bnnrmalft),r Detected
L Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: mbnormaﬁty Detected
[ Overweight [ Poor Appetite > 3 Days L] Needs Therapeutic Diet.

CJUnder Weight L] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

»'-Z-'ﬁlm & Cooperative L] Restless (] Depressed L] Agitated L] Confused
s o S o

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ISingle \Married  IDivorced [ Widow
2. Special Habits:  Smoker: [ Yes Alcohol Abuse: [1Yes (TWo  Drug Abuse: []Yes (o

ol

Social History: Lives With ............ =YL 8( ...............................................................................................
Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes\l.,M(d Waste Disposal Explained: Ul?fés [JNo

Infusion Pump : \/Zﬁes [JNo Hand Hygiene Explained: 'Elﬂs L7 No ] Others

Above information given to.. W\'B‘S &et\-o\ EL{MQG

Nurse Signature: . k g&ww«wt ............
Nurse Name: kgww‘f\w
Date & Time: (“—((@@éo&\'\’\OﬁM
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PATIENT TRANSFFR FORM Hospital _ | {)soncsms
____1H-00204605 IP-00060407
____¥rs KUMARI NEHA

it P o ® Date & Time of Admission Date & Time of Transfer Order

i | gle(96 ¢ el oy

Treating Consultant Name Transfer Ordered by Reason for Transfer
Dy - Noherad  |em o LSS
From Unit To Unit

Y

T

Wﬁ) Attendant
5 No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

—

: over to attendant
('-"
,))r( ‘_1 % | @ Yes[ | No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity

//.

2 ol
V[

o il

5wa

5.

Shifting Summary / Notes Written by Doctor :

Ygs.r~  No[ ]

07 - A Mol

N

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DY 44 W .2

Patient & Clinical Records Received by :

22

Date & Time of Patient Received :

/Us'(\q/(;@ (L

—

-

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




PATIENT TRANSFER FORM

\

Rainbow® . N
Children's | @ BirthRight
Hospital .W
' It takes a lot to treat the little, Your Right to a Safe Delivery

Patient Name / |.P. No.

Date & Time of Admission

6|26 \@

Date & Time of Transfer Order

)6l @ 308

gmpo—— |P-00060407
RI NEHA
- '::o:-m nyiouiso 6

"l

Transfer ordered by

Do thima Prandeg

Reason for Transfer

f?aﬂlvP Carre

From Unit

o

To Unit

Mte U

Information to attendant

No[ ]

Yes

Number of Sheets in clinical file

Number of Imaging films

A A

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[] Ny

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1
; INAN
& \._
: N
] N
4- 5
5. v

Shifting Summary / notes wn'tt}. by Doctor :

Name of Person Ordered Transfer

% _Uflma Prindus

Name & Signature of Person who is Transferring

Se Plagas

Patient & Clinical records received by :

NN

< -

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 [] Nurse not available [[] Available bed not ready

Docu, No. RCHBH/FRM/CLINICAL/102
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PATIENT TRANSFER FORM Hospita. s Roci i
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
::':":::0;5““ 1P-00060407 \O\\G [9—6@1 O;E;’T?V\ [ Ot LG I,Q—-Q C—L\ [O FM
S &ﬁiiﬁmﬁl}il}ﬁiﬁl;m ® Transfer Ordered b9 Reason for Transfer
\
Ef){l I\(\W\x O)o &Q‘&\!Qﬁioq
From Unit To Unit Information to Attendant
es }——No ]

Mlc v - (R cow (206 )

Number of Sheets in Clinical File Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

T :
P Yst] Mol
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

Tak — Pc Mﬁ%

O 2 A ~h

cased ~ ()

2| Qe Pd%j@ T & “CQ‘Q“{JQ“Q —(b
¢ | Fob — Tramad{-©
5.

Shifting Summary / Notes Written by Doctor : Ye/s_,} No| |

o TmEu

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by : M ko @ [o(JM 9 LMQG

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 [ Nurse not Available

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

[ ] Available Bed not ready
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Obstetric Hostory: | Ub;m“:zc::fmmm?nang—ha| quoﬂ,.’m-l dton | Ao f BER naonkyg -
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% ‘ Rainbow Children's Hospital - Secunderabad

Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s ,Telangana, INDIA ,500009.
Hospital SR TEL NO :040-42462200, Ext 2000,2001,2002

- WERB : https://rainbowhospitals.in

T Y § I
Patient Name: Mrs KUMARI NEHA Age : 30Y1I0OM15D
IP No: IP-00060407 Sex: Female
Consultant: Dr. BHAVANA K : Ward/Bed No: N 2F-LABOUR WARD/LW 220

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

qurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
fre of the patient.

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

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

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

Note:

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

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

‘Eceivers Signature:.................)

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

Signature of Patient/Relative.~

Name: (oab o Kanwnen Patient Address:
; g 504 Rock Heights Apartment,ecil,
ReMOoN: H/waﬂw.ﬂf moulali le Moulali Hyderabad

Date: \9_pf 263 0 Time: Telangana INDIA 500040

Wittness Name: \-&
Wittness Sigmature'cgzl7

Printed Date / Time : 19/06/2026 10:56 Printed By : 021447 Page 2 of 2
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Ars KUMARI NEHA

14-08-1998 0YI0M18D (F)

7 3r. BHAVANA K

2

ST o
Rainbow .

T | Pt
OBSTETRIC TRIAGE ASSESSMENT FORM

Tt takes a lot to reat the little. Your Right to a Safe Delivery

Date; L‘l\d&@ ................. Time of Arrival: 00 Time Seen by Nurse: .18 S8 ...
1) Level of Consciousness: \-EI/Conscious J Semi-Conscious OJ UnConscious

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

J Severe Pain / Moderate Pain UJ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy U Preterm Labor/ Labor
(J Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
J No Fetal Movement a O] Other Reason: .. cﬁﬂ%{m’”—u ............................
Vital Signs: Temperature:q&g.f puse: RU DO ga. (Kb I $p0, 19%=.. BP:‘.‘.&}?&‘.‘.\Weight: ?Hf"g
) Gestational Criteria:
Gravida: G % P { L ' A |
LMP: adqlé'lg- ......... EDD: :}("HQQ Gestational Age: ?JQ"'”?)qus .....
Uterine Contraction [0 Yes \[&No | OJNA | Onset Time Frequency:
Membrane Rupture O Yes [ % | OONA | Onset Time Fluid Color:
Vaginal bleeding [ Yes [\CA0 | OJNA | Onset Time Amount:

Pre Eclampsia Symptoms | [J Yes (D’ﬂo CJ NA

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement

:&/ﬁs ONo | CINA If No specify:

| Pain Screening:

Numerical Pain Scale (NPS)

A= | | | | | | | | | |
/Q}‘/j [ [ | ] [ I [ | [ |
: 1 2 3 4 5 6 ' 8 9 10
No Pain Worst
possible pain
: O ]
« Location: ............ b b TV TR . =,
o Duration: ......cceveneee. \.ﬁ?[ ....................................... Days / Weeks/ Months (Strike out which is not applicable)
(8]
« Character; ...........] B L s s e TS s Y Sl b SR Vi
t
« Frequency: ............ BIEL ..ot rssnemmensnssssssnrasimris Db iomsresr T s« M VbR
. OI
« Interventions: ......... % T TR T e L5 0 AT e S, ) = R

O 0 Sl

6) Past History:
a) Surgeries: .....
b)  Medical: .......

...... P e (= S TR
.......... r'rhnyrwf’aMwutg.

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)



H-002046g5
rs Kumag NEHA ‘P'OOOBMW

;;/:E}m""t Wiomisy
I
s oncsc. ”I/ﬂm//”ﬂ s T SN e
8)  Current Medications: L Prenatal Vitamin 0 None 01 Others: .....Tmmoo
9) Prenatal Medical History:
None . [J Gestational Diabetes
LI Chronic Hypertension [J Low placenta
UJ Gestational Hypertension 3 OUICIS 1T Y88, SPOOHY .vvveveosvosunsernsciosiecnmssstosssmssnimsssomsssss e

] Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
a/{g;tegorv I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
CJ Category lII: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
CJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level3
(Urgent)

<30 minutes

Every 15 Minutes

i Suspected Pre-term Signs of Active Labour Signs of Early Labour/ Discomforts of
Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spoiting) >37
' weeks
. Mild hypertension
Hypertension > 160/110 e
Seizure activity and / or headache, visual :’s;ggf;gtgdw;}g:]‘:g”dm
disturbance, RUQ pain symptoms
G | Abnormal FHR tracing Aéyp |caiaJFI;H taciog,
 Fetal | Non-Fetal Movement SWorh Mysiers
i Diseased fetal movement
| + Acute onsite severe = Major trauma + Abdominal/back pain | . Ongoing assessment | » Anything that does not
| abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
+ Altered level of * Unplanned and pregnancy . (for hypertension, blood]  mother or fetus
consciousness unattended birth » Flank pain / hematuria work) « Cervical ripening
» Cord prolapse + Nausea Avomiting and | . Minor trauma (minor | « Out patient placenta
+ Severe respiratory for diarthea with MVC/fall) previa protocols
distress ! suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
+ Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) « Rashes
‘ m
Time seen by Doctor: ...... klv%opf ..............
2w
| .
Nurse Name : [‘lsg ........ R Nurse Signature: :é .....................................................
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Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's I ‘Blrtthght
SPECIAL PROCEDURE i s

Your Right to a Safe Delivery

Patient Name : .. $ag s KO MBR, Newp Gender: [ Male ZFemale  Age:..3R..4a.........
UHID No: .. N\R=-99 2.0 46a£] | e-880 604 0g pate .11 ¢ 2.
Instruction:

This consent form should be signed by Patient (Ifanadult 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.

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

..... EMERIEMON owgR. tEQMENT. CBIRREON  CECTON WITH R ILATRAL TUgAL

I have 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.

I 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
the hospital staff responsible for any untoward event thereof.

h-!b!'T‘PWOUWDMDNS,@Dw%mDQLWP%l!&‘N%UMQ

..... ORI DOUTL AR MO Rethg ) ADHICION.S, . PRI ST, . . I RREVERLIKIE
My signature on this form indicates that FERIURE, ChI CHPUE of PiLuse:

1. Ihave read and understood the information provided in this form
. 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.
. I'have had a chance to ask my surgeon questions.
4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ..... A R BN ANAY K

Consentee : \ Patient Attendant :

Signature :...™N . ............. wgﬂ ................ Signature ; .......... foab WQ’W""“""" ............

Name : ........... Kowatd Meka NAME : ..ooovreeneen b oblro. Yumma.. .

Date & Time : .\ 4\ 2426, (1% 2o 4. Relationship with Patient: ... vbanad,
Date & Time : ...14) 6426, \Nzedwa

et Doctor (who is taking the consent) :

B — SN 2 A e aisin

OOONI £ cinissonisssiss i S Sssa isi Namo: ... D0 ASIinthone. .ot

Date & TIME © ooovercierieerreiceeeee e Date & Tiims <L qrg;-z 4 I goﬁf”? .............

Docu. No. : RCH /FRM / CLINICAL / 027



\

CONSENT FORM FOR GENERAL / s ‘Birthmghf
GIONAL ANAESTHESIA / Hospital | (g umseon ot

-MONITORED ANESTHESIA CARE

Patient Name - ... \MC-bumaG Neha a0 bld Gender: Male 0  Femgaié O
UHID NO: ... N\A—00204ba% " Surgeon Name: ... Y- RAGMAMA K ..o
Anaesthesiologist : bfg“m"‘w‘dw
Operative procedure planned : ............cco.veeeveenen.. SN L Qa0gean- Qeliyen *%‘WTM
Usat.,au :

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[J Heart disease 0 Hypertension [J Diabetes mellitus [0 Renal failure

OJ Hepatic disorders O Shock [J Multiple organ failure [0 Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

CDIMMBALE | -oxivivximssesnismmontisimmsansssossssnsssstsseesminnesnstestnhieragadseashsonssomsins i ass ssassonssebsbisnotfhssesmghs syeasasshfoecsssmash ok aesons esfemerns

« Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient

MWN% the above mentioned operation / Diagnostic / Therapeutic procedures
U—————————. | R B R R e
| authorize and give consent for anaesthesia ( ”{Zygﬁ)nalf O General Anesthesia / 1 Monitored Anesthesia Care as
considered appropriate by the anaesthetic tear.

| 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 | 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.

Docu. No.: RCH/FRM/CLINICAL/021 P.T0



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

| authorize the anaesthetic team to perform any additional procedures (for example, 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 bloo’d'products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant : es Cl No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : A Witness :

Signature : . Signature : . ’b’g‘b (’w ZQMMM/
Name : ){\W W\.& Name : .......... /‘Da.b(,f}o KM"’”“’I/
Relationship with Patient: . SeXd- .. Date & Time : \C\d‘lél‘;fﬂfﬂ},

Date & Time : ﬁt@[ﬁG W Q\p l;ZPm______

Doctor (who is taking the consent) :

Signature : . L'&J/

NAINE: i eess e b{%wa/
Date & Time : ........... \“\5\“’ \2' WP"'“.I......
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VIH-00204695 1P-00060407 -
Mre KUMARI NEHA b@ =
04-08-1998 0YIOMI5D  (F) Rainbow . " -
[ Or. BHAVANA K Children’s W BirthRight
ALIRER A Hospital _ | () smsoncsin:
It takes a lot to treat the Hittle. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: Oy . Rhonouwao \c Date of Delivery: lﬂ\\ G,[&Q
Assistant Surgeon: Or - Aol Time of Delivery: Q 00! &% Pm
Anaesthetist’s Name: 99\ . VW YN bfV\OV-\ Gender of Baby: Mq[e
Type of Anaesthesia: <~ 5(\_; nal Weight of Baby: ;? 05
Neonatologist: D) - gmhr AGPAR Score: (D ( 01[?8
Scrub Nurse: e Madyon NICU Admission: [lYes IO
v
Pre-Operative Diagnosis:
‘ " Elective E/ﬁnergency indication: ... €AY UL L SCS in..

Urgency lodenx labous.

[1 Immediate Threat to life of woman or fetus

[] Maternal or fe omise not immediately life threatening
() No matgrral or fetal compromise but needs early delivery
(] Delivefy timed to suit woman and staff

L T TN xR et e
CTG Description: Y Uk

If there Was a delay GIVE the TBASONS: .........c..c.eviriiiuirieisiesise sttt se s esessemesseeeesssseenessesessesesesessesntons

Surgical Procedure:

WW LSS LA )
‘ * BlL Tubedo vy
Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: — 20 O YW Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:
Bl L fattaplon ubesr

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




Examination Findings when Appropriate:
Presentation:»ezfﬁephalic ] Breech (] Other ...................  Cervical Dilatation: \U"Vl. cm

Ot Palpallel ....ccvnnninsinimniminsnimsiinsisisvasisiis Fatal POSHON: .coomnmmmmmaamimsmers oo
Station: (1-3 &2 O-1 00 O+1 O+2 Moulding: (TNone [+ [I++ [J+++
Caputt O+ O++ O +++ Meconium: i=Nene [1+ [I++ [1+++
Bladder Catheterized : +Yes 1 No Urine: JClear [J.Blood Stained

Skin Incision: 1 pfannensteil 1 Transverse L] Midline ELOE i
Uterine Incision: =-tower Segment [ Classical (] Inverted T 1 J Incision

Previous Scar: [ Intact (-Fffinnedout 1 Ruptured I No Scar _ -4
Incision Through Placenta: ~ [1 Yes [3-NG" m WOl a,dhaginh o AL
Delivery of head: -fanual [ Forceps M L mwk’” RAg

Liquor: LI Clear [J Meconium: L[] Jﬂzﬂ/ CJ - CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: [ Manual HEOT e, ~“gomplete 1 Incomplete [1Piecemeal
Cord Appearance: momcﬂ, .................. Cord around the neck ~Yes [INo
Appearance of placenta: ................ NQ'TD’IG&A . Cavity explored IYes [J %l

Uterus, tubes and ovzn‘es Ml JNot Normal | Stenhzatln D"m/ L No .
NAUA Al DY (. s o =V

Uterine Closure: 1 One Layer *:—'Hwﬂayers ................. N 1%’"-1/\ ............... _ Suture
Peritoneal Closure: 1 Pelvic ] Abdominal CINOME e Suture
Sheath Closure: V}Qaus?ﬂ ................... Suture
FatClosure: CIYes “TNO s Suture
Skin Closure: ASubcuticular [ Mattress ) O.namaazﬁ..?am.. Suture
Vagineal Evacuated «=Yes [JNo - |
Drain: [JYes [HNo [JRemovein ... days  [J Await instructions ’.
Ctheter Li¥es CINo [(Removein...)2.:n 24 Mdays [ Await instructions

Swap & Instruments count correct2_L2-¥es [ No 'ﬁ'PEsT—op Antibiotics HYes [No
Intra-Operative Antibiotics Cover:  =-Yes [ No [ Thromboprophylaxis COYes [No

POST-OPEIAIVE NOTBS: ... oiviereiieitiieitct it ettt ie et es e s e ae e es s e sae s ssessesseseesesess e s eeseseerses s s e s e s essessensenses s st ersesasensessensssaes

................................................. ANDBINLIE LAMAL ettt
S 5 (o (@ VY0 §., 2 W—" e A S S R
................................................ AL bleg ol "3
...................................................... MM}dmf MRRAAR
................................... S | Vo RYR e € VTS0 Y. % Y

Doctor Name: \-OYQVCAUM}‘(' )7 T e
Date & Time: (fg(fif’/b' ......................




VIH-00204695
Mrs KUMARI NEHA

IP-00060407

[:“.?Hr::ug 0Y1I0MISD f Rai_n;%w" . BirthRiaht
(T \ Hospital - | (mememmosi:

Early warimng Observation Score Chart - Obstetrics

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

alglas

Date

Time 10]11]12 10| 11|12

RESP
(write rate in
corresp. box)

| T
s T O N T 1 T (N Y O .Y NN . O O Y . I

Saturations

sago0% || | 1491941 PN leal lsal Fal | | A’ | GAL | B4

<94 %

Administered

0, (L/min.)

2, dwap

40

35
< 35

ey Weay

170
160
150
140
130

110

anssald poojg 21|01sAs

180
170
160
150

140

130

120

120

110 VoI %)

100

90
80
70
60
50

2INssald poojg Jljolselq

130
120
110
100
90

80

70

+5

[

60

50
40

NEURO
RESPONSE
(]

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Lochia

|_Protein + +
Protein > + +

Normal
Heavy / Foul |RE{

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Murse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

r )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ 7
4 ey i
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ W 5
7~
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ w

* The Modified Early Warning Score (MEOWS)



Mra K 1P-0006049 >

S S, ] Chirdrons | @ BirthRight
B ildren’s

I i, |

vu.., - arning Observation Score Chart - Obstetrics

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

\L\u Date
20 Time | 8 |(9){10f11]|12fT) 2 [3[a |56 |7 [ o [wo|@ 21| 2D a[5][6 D

>30
21-30

RESP
(write rate in
corresp. box)

Saturations

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

40

39

38

37 o A e C £ vl N

36 : 9% 5

35
< 35

170
160
150
140
130
120
110
100
90 8
80 = 7

70 1\ 4
60 = F}

50
40

190
180
170
160
150
140
130
120 1\ )

110 I P <\ g

100 e S\ ﬁlg‘
90
80

70

60
[ 50
130
120
110
100

90
80

b = i 1 o

50 .
T__“
NEURO Alert | T~ T T T 1 T T Tl T T~ T T T 1T 1T

RESPONSE Voice
(] Pain
Unresponsive

3, dwa|

ajey peay

I

—
anssaid poojg J1|oishs

-«
ainssald poojg Jljolselq

URINE > 30 v
mis / hour < 30

Protein + +
Protein > + + [N

Proteinuria

Normal
Heavy / Foul S
Clear / Pink
Green
TOTAL YELLOW SCORES o
TOTAL ORANGE SCORES 0
Nurse Initial o b

Lochia

Liquor

Pl
- e
1]
‘mgel
o

Docu. No. : RCHBH /FRM / CLINICAL / 053



Early Warning Signs

[ Obstetrics and Gynaecology ]

4 )

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

oo A

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

P

-

&

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

N

J

* The Modified Early Warning Score (MEOWS)
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Dr. BHAVANA K Rai b;; R
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mmlumlnll“ll'l“mm 1 Children’s . BII’tthght
. Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Fitle Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

o\ B-®

Date
Time | 819 |10]11)32) 2121314 ]5]|6]7]|8|9)]10]11)112]1]|]2]|3|4]5]|6]7

RESP
(write rate in
corresp. box)

Saturations

< 94 %

Administered

0, (L/min.)

7,dwal

40

39
38
37

36 o ¥

35 b
< 35

2jey Leay

170
160

150
140
130
120
110

100

90

80

70

60

50
40

e
anssald poojg J1j0isAg

150
180
170

%

-
aunssaiq pooig Jyoseiq

NEURO
RESPONSE
[~]

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

| >30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

| Clear / Pink

W

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

@
o

Murse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 e e
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e ¥ %
e

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

.

* The Modified Early Warning Score (MEOWS)
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::EE:::M”Y"’" 80 ) g?lli'lldbr%vl\i's ‘ BirthRight
i BY RAINBOW HOSPITALS

HI H,“’”’HH’""“,H”"M n Hg?ug!,ia“ fitte. Your Right to a Safe Delivery

| FLUID CHART |
BIEBL NO. . s C[/

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

Intake ' Output IV Site
Date | Time Oh}aégjri% Route NG | Diarrhoea | Vomit |Drainage | Urine T;]gr?gg:%g ,‘:’L%ge
Mouth | IV | NG | | —
08:00 am T
09:00 am ek
10:00 am < L
11:00am [ Q ( UYIﬁDL[’ né' . )
\c\\Qp 12:00 pm }2( oo Red g g | - F} /ta/‘\ﬂ
orooon 40 | KLy ouballr 3
Total Intake : Sesonl. Total Qutput:  Dagsed |
200pm | P | 408w [€pom )b 1 ’ o(| @
i300pm | R\ [N R L TOM = D\m{\m B A S
w400pm| L 16 92t Loty o llpeBing U2oghalooML. < 9
s [Eeml Bl ot o et |0 oty
N [0600m | @A naBer | (osat b laed | © /
0700pm | P (ot | N I3 @ed | > JT
Total Intake : 1680 nl. Total Output: D s e 0. .
08:00pm | Wy d-| Sl HR Ltoonl 5004 {
Ne |90 | wo 0o o 50 ¢
N 1000 pm 500l
11:00 pm o - Boed
12:00 am Ko
01:00am s i
62
Total Intake : L Total Output: 2009 .
02:00 am Eakdl Bo ol B a0
0300am| | © ' P ‘Qﬂs'rf‘p
\ 04:00 am oo i
/> 05:00 am Kool
06:00 am h 2 Eodl
07:00 am W ¥ BHom
Total Intake : Total Output: 3 60 /}
Total 24 hrs. Intake Total 24 hrs. Output vt el

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



VIK-00204685 IP-00
Mrs KUMARI NEHA i

- D4-08-19858 0YI0M1
Dr. BHAVANA K "

ﬂlHIHIHIIIIIIIIWHHW
Sheet No. :

2

. = e
Rainbow .

BY RAINBOW HOSPITALS

Hospital

Children’s .Bil‘thRighf

Tt takes a lot to treat the Btke. Your Right to a Safe Delivery

" FLUID CHART |

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

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

Intake Output vsie
rombo- .
Date | Time | NAWre Route NG | Diarrhoea | Vomit |Drainage | Uring | Pfebiis | Sign.
Mouth | IV | NG
(8:00 am "
09:00 am (;&) -
10:00 am 18 __-i_('_i.{__!i |
\0 11:00 am '
0 12:00 pm m v o 3.‘ %
01:00 pm )
Total Intake : Total Output : . il
02:00 pm ] !
03:00 pm D o &
04:00 pm =i il -
0\\5 05:00 pm
\ : 1]
06:00 pm \ 4 O / f {
07:00 pm A v
Total Intake : Total Output : s
08:00 pm
09:00 pm M.° \
“ \-" V’
& 10:00 pm -
\ 11:00 e
\a\ o
12:00 am A(';
01:00 am W 4 in-ﬁﬂ‘
Total Intake : Total Output : Yo \ot
02:00 am A 30
&L 03:00 am o v @%@""‘O
\&. 04:00 am A
cﬁ 05:00 am
06:00 am A / F
07:00 am W S
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.

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

Intake

Output

; Nature
Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site
Thrombo-
phiebitis

Score

Sign.
Nurse

Mouth LV

N.G

08:00 am

0900 am ,(};}-3

Cc~

i’f 10:00 am
;f\ 11:00 am

12:00 pm

(gﬂ
ot

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am /

Total Intake £

Total Output :

020am| /

03:00am | /

04:00 am”

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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MEDICATION RECONCILIATION FORM
Drug Allergies: .................... N e _~T Not known any Drug Allergies

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

Shifting From: ...............4= {8 N Shifted o: ............ Ot
| et B | | R,y | e TSR | s
1 T TuYRoRINE - T-Lfvma Po md.j HQG [JC [=#DC

ONLE

2| T Teow e bo pmuy, | lale |0C S0
3 T~ eAtau M A90% Po m tele OC ZFDC
4 “T-RUL Aub ATew Po z:ﬁ: ($103 c [JBC
o JC [IDC
6 Jc Cibc
7 JC CIDC
8 ¢ Ooc
9 JC CIDC
10 [(JC [IDC

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

Doctor Name & Signature : %%YMM

Date & Time : ‘116“}6?[\:%1*’1

Nurse Name & Signature: .....
Date & Time : )Q[C.[/?:Q:‘Hﬁ‘t"?

Docu. No. : RCH /FRM / GENERAL / 090
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- Hospital | {meeonein
MEDICATION RECONCILIATION FORM

Drug ANBIgIes: ..........cccoovivesirnnreress \ ................................................. I Not known any Drug Allergies

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

Shifting From: ............... LJ = Shifted 10: ...... L LOAA e
S.No (GENEN%T;:T{I:?;#T fETTERS) (mg?:fcg) (PO, r;%ugi v) | FREQUENCY 'ﬁ:tseT;nT?:E ?g'ﬁ%'ﬁg
1 AR (froThkme 10 \v BD - =T ODC
2 T THIOCNE xmiy | PO oD o ‘ﬁﬂm DC
3 e PhRpceTHTOL [t fo Do ~ HA€TIDC
4| THR TRAMADL | omty | PO T _ Jee oo
5 Tor ploRrhe [50Mh | pp TIO " yC Ooc
6 ™R PArmoPlaar | Uorce, | PO 5’5 — € ODc
7 JC [JDC
8 c dnc
9 ¢ Coe
10 C¢ CIoc

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

Doctor Name & Signature : A’IDrrﬂ.{W

Date & Time : Tﬁa’oﬂmzmmu

Nurse Name & Signature: .25 %
Date & Time : LQ[ Q :} %QQAG ........................

Docu. No. : RCH /FRM / GENERAL / 090
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Ref. No.: F/HW /DC/RP/INPR/05.a

Rambo IP-00
Chi Idre?’:::‘mm NEHA s
HosprtaJr BHAVANA 0Y10MI5D (5
Patient | mmﬂmmmmm "M LP.No. | Sh(gepu‘j_ Wagds | Weight (ka)
o 2 o[ FHouky
REGULAR PRESCRIPTIONS ——
e Date »
| DRUGrTR @ PANTOPOAZ b\t
Dose Route | Frequency| Start Dt. ‘)
wo | eo | owe -
~ pry 1ale
Name & Signature of the Doctor
starting the Drugs:
D « A Shwotu
Additional Instfuctions:
Daily Doctor's Endorsement by a Sign.
DRUG : Ny (&FOTRX mwﬂ&
Dose Route | Frequency | Start Dt. “' /&‘
Bl v | \2M 7 »
voueiy |qlgke )
Name & Signature of the Doctor e
starting the Dmgs(bl : ST P i
Dv . AS Wi 1y | o P2 Njkella
Additional Instructions: P ] (TR
. Ao el)
A 1320 Prp -

Daily Doctor's Endorsement by a Sign.

Date»

DRUG :rp R PARACCTA ML

Time

Dose Route | Frequency| Start Dt. "), : 'Q
: (]
L [PO | BT g T
Name & Signature of the Doctor 6
starting the Drugs: Pf“ 1
MOt Ahwowe [

Additional Instructions:

@ ily Doctor's Endorsement by a Sign.
DRUG: TP®B - CEFEXEME Eli:z’ t)\"u
‘39 Dose Route | Frequency| Start Dt. \\
201U s B o
. 1 PC Imeveuy 1€
=~ | Name & Signature of the Doctor
© | starting the Drugs:
N « %,
. pe, o i \
.."_g«l Additional Instructions: or)

Ct\_:

Daily Doctor's Endorsement by a Sign.

CIN ; UB5110 TG1998 PTC029914

www.rainbowhospitals.in
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REGULAR PRESCRIPTIONS =

Date»
Time

Ref. No. : F/HW /DC/RP/INPR /05.a

DRUG :

Dose Route | Frequency| Start Dt

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG :
Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign. ”

Date »
Time

DRUG :

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
starting the Drugs

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date> |
Time

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Patient Name :

I.P. No.

Weight (kg) | Sheet No.

STAT / ONCE ONLY DRUGS

DATE

TIME

MEDICATION

DOSAGE & OTHER
INSTRUCTIONS

ROUTE

SIGNATURE | NURSES
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It takes & Iot to treat the itte. Your Right to a Safe Delivery
DRUG CHART

Date of Admission: ... (Alel26 . Drug Allergies: ...\ }Nﬁknown any Drug Allergies
FOR THE SAFETY OF THE PATIENT

P
%z

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a Iine] through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

Dose Route | Frequency |Start Date

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Foliow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Datey '

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

v

Date
DRUG : Tifvﬂe

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date
DRUG : Ti!}lB ‘ |

Dose Route | Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions: f

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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Weight. :}'HB Ward }/\\J)

Date Time C V. FLUIDS CHART
omposition
(f infusion, mention mi of 1.V. Fluid
nmijhr =
r = Mog/kg/min. etc) Route F}On\ﬂ':fuﬂale Doctor | N
r ! urse
Sign Date of | Do
Stoppin vl s
g| Sign ;
Sign

RINGeR

Hlet% \'\\ (bc Sign
.‘“{\ LMTATE v FF % | -1
- -~ %/\“\\L &) ‘i
\'V leo :
(e LACTERE W o
‘ 2.4 EE) ol
\"L\(o 3¢ 0 /A/ : @
- (Nger s [y & ol . @_ @
'_ e | 97| puce = ml@ @f/@»
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or. BHAVANA k (F)
mmml//ﬂﬂﬁlﬂlﬂmﬂm weight. G-ts Y\ wara. LLU)
Date»
VARIABLE DOSE J Tlme l Nurs&SIq‘ I Nurse Sig I Nurse Sig. rNurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Route Start Date Pges o o e
Dr. Sign i e Sign Dr. Suur Dr. Sign
Name & Signature of the Doctor i 0ok Otes o
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: . o ey o
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
Date»
VARlABLE DOSE TID’]E Nu{s&&g | I l Nurs‘nr&g. N|||5‘orfilg. ] Nurs;‘e1'8|ﬁ.—
Dose Dose Dose Dose
DHUG : "o Sign - T D Sign. Dr. Sign Dr. Sign
Route Start Date Dose Dose Dosa Dose
Dr. Sign Dr Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor . o Dose - b
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: . e o s
Dr. Sign Dr. Sign Dr Sign Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D(:sage &. Other Route Signature Nurses
nstructions
(NS CPARACTAMO- | . $2
alehe A0~ CEniame [aM v _ﬁ, >
W\ UG | Orfrer Tearboces Z LY
| INT o mote Yow : ﬁ/ i)
\lebe |\ u'gﬂ ¢ LY V o 7
NG MeTD LoD e o M ng—
¢ 0 ¢ U ’ﬁ,
talelse “"SP;("" 2 Qe
QO pefTnT] AR TR oM e Ty h— S
1o po ) %(A
\0\\ L [T perv M oF enohc &«;”" | SOy PR @/
| [ &
\"\\\o N ﬁf.frmv rw\ M APo L:_C'uﬂa |oo ™G PX ﬂ/ 'ﬂp/
: E - U )
Wb [0 (N T e i b - NV g |
qlg [« [T MxcorrOSTPL 1500 . 67
é * MC Ly &)

Page: 3/4
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Vil

REGULAR PRESCRIPTIONS Weight. ?“LU"% Ward. L LU

DRUG: T: THYRoxINE %?[tl?;’ M\L |

Dose Route | Frequency [Start Date

wa\ei, Po mﬁ 1alé

Name & Signature of the Doctor 3’
Starting the Drugs: ‘P(""‘ ?\\
@' 'Dh‘q.uulnmo '

[ Additiond/ Instructions:

O &aPTy (oMb EH

@2,:\:;;; < 6 | g

Daily Doctor's Endorsement by a Sign

DRUG A1 - P BRACETAMEL  [DAeh b
s Dose Route | Frequency |Start Dat i /
—| Name & Signature of the Doctor (| A
% Starting the Drugs: 1 [
o~ f -~ &nvu-“" 1‘
< ‘g, %-H{m-n PNV . ‘QF | {n &) \ f\‘\;"
P Additional Instructions: L 0\\\5
o
Q) Daily Doctor’s Endorsement by a Sigi ; b

DRUG: TP M ULDF érode
Dose Route Frequency Start Date

2:
owor| o [BEH 1]l
Name& Signature of the Doctor 2
(A}
\\

S|S
D | D
<
—

|

Starting the Drugs:

B B Hima pinov

] Additional Instructions: ?

o) ahol
R le ) =

O

Daily Doctor’s Endorsement by a Sign

DRUG: T TR AMADOL. M \&ﬁ\;%f:

Date

Time
4 | Dose | Route [Frequency |Start Datet Qe | /
> (oo Plo 6, ¢ f“]l(o pm |/ P i
— | Name& Signature of the Doctor 0| / ]
7| Starting the Drugs: Qe |/ ﬁ T

—1 a4
J @ tormaRiN - (o T ] A PR L
= | Additional Instructions: oV 1 ;‘;.\\)J«
B '\FH
Daily Doctor’s Endorsement by a Sign
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RESULT SHEET

I\

Date

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells
- CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst
Occult Blood
MV
H \{‘_S b \1 P
v [T
vhHeLf
m@ﬂ'\f \ (~xD 1ol ..;l

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

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

Radiology : I

MEY oot o ittt s el o L, et ok i S

Others (ECG, Contrast SWGIES B10.,) 1 cuswsmmscsississsisuisstarmasisssississossissssisisssssssbeisisssssusvssssmsssssisssisssss
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It takes a lot to treat the [itle,

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: |°(\Q}L@, ................. Time: ng
= ! D 26 k
Originstnseo o Height:..l.@..l.C.m........ Weight: .. =\ Y. k,% BMI: 8 kgm
30 kg/m?

Food Allergies: .. N\ H
6,5431}91 WHR 2413 weeks pravoud 1scs with HypedRyordiom emey
Diagnosis: ..=S5X...... L oLoen. .Se?nexﬁt...Ceﬁcmﬁm seckicn. WOdh.. b\ [WQLM«J

™ datent
Type of Diet: [ Liquid +Soft [J Normal 1 Diabetic
L] Vegetarian Wﬁ-‘iegetarian L1 Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk / Barley Water / Soups
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
)oﬁt- SoftRice, Dal and Vegetable Curries Soft Cooked, Curd

™

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

Patient’s / Attendant’s Dietician’s

Signature:; N Signature: .. &
Name: ............%&E s L Nelne: R Name: ........ /ZA)(/\«%CO .......................................
Date & Time: QDLG]Q{;!DQM Date & Time: ... ,;\\ Y

Z?M

Doc. No. : RCH / FRM / CLINICAL / 195 'T.0)
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Mobility

1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or extremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

Y

U

4

Ly

“Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4, Al patients too young to ambulate;
OR walks frequently:

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

U

7]

Sensory Perception

1. Compietely limited:

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

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of bady.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

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

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

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:
NPOQ/or maintained on clear liquids,

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

(¥

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Use pressure redistribution surfaces
Manage moisture, friction and shear

Advance to a higher level of risk if other major risk
factors are present

- ‘-'
| Support Surfaces
' 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
At Risk Protect the heels Gel pads for high-risk areas

Alternating pressure mattress overlay

Moderate Risk

Use the Same Protocol as for “At Risk™ Patients
Position patient at 30 degree lateral incline using foam wedges

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Follow the same protocol as for “Moderate Risk” Patients

High density foam mattress

High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients High density foam mattress

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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‘Your Right to a Safe Delivery

‘Birthnight‘

Date: [Q0]6 | 2016 [ 2116
Tme:| Qo) | JVpm | 34
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 1
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in H
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. "1 L.{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
g Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. H = 2 . 4 . . :
of Dlh;gicai actiEity’ Como bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \1

and/or must be assisted into chair or
wheelchair.”

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

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but |
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

) tq Witch 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 : : L(
Ao okt Dampness is detected every time 8 hours. every 24 hours,
patient is moved or turned. ‘1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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

repositioning with maximum assistance.

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

problem:
Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

Nutritional Usual
food intake pattern

1. Very Poor:
NPO/or maintained on clear liguids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

= 2

Severe Risk : less than 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

2%

Evaluator's Name

il




Risk Score

15-18

Category

At Risk

13-14

10-12

Less than 9

Moderate Risk

Action

Support Surtacés

(Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice

Regular Turning Schedule

Enable as much activity as possible

Protect the heels

Use pressure redistribution surfaces

Manage moisture, friction and shear

Advance to a higher level of risk if other major risk
factors are present

High density foam mattress
Gel pads for high-risk areas
Alternating pressure matiress overlay

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

High Risk

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

Severe Risk

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM 1t takes a lot to treat the litte. Your Right to a Safe Delivery
Pain Score " ; Modifying | Patient / Family -
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
\\26 /L\ ’Oﬁ/ HW’\ (1 Continuous | [ Acute (] Sharp (] Dull [ Increasing | L[ Yes Sle,ef c. g
[ i . - : ing ' O - = o
\t\ (o .4\‘?'5-) « (ol ‘poi 'O [ Intermittent | [J Chronic (7] Aching 7] Burning | [ Decreasing | [ No 22D
1 {% / 1 ) [ Continuous | [ Acute ] Sharp ] Dull [ Increasing | [ Yes Co ‘AW 42/\/
? — . o . " . 5 . g
\9 6 a‘ﬁ%—» Stse BUFE | O intermitent | T Chronic (J Aching (] Burning | [] Decreasing | [ No Pastalan
\/6{ / . ° "] Continuous |_-Acute LiShap CDul | O Increasing (—S¥es— | Cailioyebte \
141241 &S f :cjer‘:"' C i - [ Achi [ ] i ]
6/-2/ U 4%0 Bal K +—intermittent | ] Chronic ] Aching [ Burning | [ Decreasing | [ No ‘? oA Z&(/
b\l 'Q;. $ AV | ] Continuous | [ Acute ] Sharp  CJ Dull L] Increasing OJ Yes OM e
1 i [ ' ] Aching ] Burning | (I ' = ¢ o S
A Qe | gsf€ | My, | O Intermitient | I Chronic ] Aching [ g | [ Decreasing | L[] No Pt ilan M
\\) ) ® [ Continuous | [ Acute ] Sharp [ Dull [ 1 Increasing O Yes <
d‘\f‘, 9”) . L1 Intermittent | [ Chronic | Aching (| Burning | [ Decreasing | [ No — VL/_
\ A
1 p® 2 _ ] Continuous | [ Acute "] Sharp [ Dull [l Increasing | [ Yes il /ﬁ—\
\ g}f' ‘ P T 1 Intermittent | ] Chronic ] Aching ] Burning | [ Decreasing | [ No —
‘ o — [1 Continuous | [I Acute 1 Sharp ] Dull 1 Increasing L] Yes == 2 )
0o “’ 1§ (] Intermittent | (! Chronic “] Aching (] Burning | [] Decreasing | [J No —
a = [1 Continuous | [ Acute (] Sharp ] Dull 1 Increasing [0 Yes i @
” , ﬁ } pM | Intermittent | [ Chronic (| Aching (7] Burning | [ Decreasing | [ No —
; ® — (] Continuous | [ Acute ] Sharp [ Dull [_] Increasing LI Yes —
h, ‘er [ Intermittent | [ Chronic (] Aching [ Burning | (! Decreasing | [ No e
0 - [] Continuous | [ Acute [ Sharp ] Dull [ Increasing ] Yes —
J W () Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing [ I No e :
22 |

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 - 60 minutes after pain relief intervention.

(PT0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Hurt

1 | | 1 | 1 1 Ll
I 1 I 1 T 1 1 I 1
2 3 4 5 (] 7 B 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OE G ®e®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
: No Particul ; i Occasional Grimace or Frown, Frequent to constant frown,
ace 0 Faricuiar expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and 2 :
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolabili Content, relaxed hugging, or being talked to, Difficutt to console or comfort
. distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal toany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak arasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BP, 830, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery

fighting ventilator
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. Pain Score . " - Modifying | Patient / Family . :
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
] Continuous | I Acute 1 Sharp (] Dull [ Increasing T Yes —
£ L [ [ ; ' =l i O '
‘),D\% q_gm 0 C] Intermittent | ] Chronic [ Aching [ Burning | (] Decreasing | [ No o %
] Continuous | [ Acute [] Sharp 1 Dull L] Increasing LI Yes =
90\5 119,“ ? | O Intermittent | CJ Chronic [ Aching (] Burning | [ Decreasing | [ No - =@Lé ,
_ [ Continuous | [ Acute () Sharp [ Dull L7 Increasing [ Yes —
;10\{) 1q_p‘“ 0 [ Intermittent | [] Chronic 1 Aching [] Burning | (] Decreasing | [ No = -SJAA_
[
1 Continuous | 1 Acute 1 Sharp ] Dull [] Increasing (] Yes o S 2
20 \{) 2pm 0 . | Intermittent | [J Chronic (71 Aching (] Burning | [ Decreasing | 1 No —_ :
L)
1 Continuous | [ Acute [] Sharp  [1 Dull [] Increasing LI Yes -
— ) g T . ! . — . " o
QD\_S _:‘Pm D LI Intermittent | [ Chronic [ Aching [] Burning | T Decreasing | [ No . EE g )
[ Continuous | 1 Acute (] Sharp 1 Dull L] Increasing ] Yes i
gl,l\ 6 Zfﬂm ° n L] Intermittent | (] Chronic [ Aching (1 Burning | [ Decreasing | ] No - (D#
ﬁ_ —?\ 1 Continuous | [ Acute (] Sharp (1 Dull L1 Increasing L] Yes S
.’BJJ 4 %\ & —_— L] Intermittent | [ Chronic (] Aching [] Burning | ] Decreasing | [ No = @4
5y }O//.’L ¢ ) [ Continuous | [] Acute ] Sharp [ Dull [ Increasing T Yes - @
| P i e [ Intermittent | [ Chronic ("] Aching ] Burning | [ Decreasing | [ No i
C] Continuous | ] Acute [1 Sharp (1 Dull L1 Increasing L7 Yes
] Intermittent | ] Chronic (1 Aching [ Burning | [] Decreasing | [ No
1 Continuous | [ Acute (] Sharp [ Dull ] Increasing 1 Yes
LI Intermittent | [ Chronic “1Aching [] Burning | [ Decreasing | [ No

Re-assessmert Frequency:
1. Every eight hours for all huspitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
~c)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention. '

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 ! 1 1 1

&

0
No Hurt

1 1 I 1 I I I
2 3 4 5 6 7 B 9 10

Wong - Baker (Pediatrics) Above 7 Years

OB ®

Hurts Whole Lot

10

Hurts Little Bit Hurts Little More Even More Hurts Worst

SCORING
CATEGORY
0 1 2
3 : i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
- Laying quietly normal position, Squirming shifting back and ) E
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolabilty Content, relaxed hugging, or being talked to, Difficult to console or comfort .
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2,
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS Hospital
io 201696
{9 6% Bny-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ['p E N M E N M E Remarks
. No signs of phlebitis / ; Vo)
1 IV site appears healthy O riesok: 0 o >} 0| o o
One of the following signs is
2 evident : Possibly first signs of phiebitis 1 — —
* Slight pain near the IV Site / / Observe cannula — |7 < £ N
* Slight redness near IV Site
Two OT the To!lowmg Signs Early stage of phlebitis / — —
3 are evident. Resite Cannula 2 < - —_
Pain at IV site Redness ¥
e R Medium stage of phlebitis / |
4 Pain along Path of cannula ?resT;C:tnnula Consider 3 — — - ~
Redness around Site Swelling Bane -
2\]:53;:? g;g"g‘g’;‘fsif;@f‘ s are Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 P
Redness around Site Re site Cannula Consider T i = | F
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬂr‘]d"a“gedh?tz?t‘? of
6 along Path of cannula Redness } F‘?’“ P te ": é it 5 I (e ~
around Site Swelling palpable é““atel“ea ment He site - | =
Venous cordpyrexia e
Signature of the Nurse ,_%—— o <C 10 ’9;5)3@,

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

Signature ; .........c...... 7

Docu. No. : RCH /FRM / CLINICAL / 137

.. Name : £7.....|

Signature of Ward In

o
Signature : D.}]_Qﬂ
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse:

Name of Surgeon: p?rﬁhamnq ............................................ Date of Admission : H( ¢(cQ6 .............
Bundle Care Criteria: (Tick (V) if done)
Staff Signature
1. | Antibiotic given prior to surgery?e +%es [ No |
L] Single Dose Antibiotic ~ Or MQ Antibiotic Regime ﬁg’
Antibiotic administered within 60 minutes prior to incision? \e4Yes  [] No
Name of the Antibiotic:?@.ﬁ.@%w.ﬁ}fT ..................................
2. | Hair Removal t}}{és 1 No If Yes: [ Surgical Clipper
Department where Hair Removed: {_Ward [ Operating Room Z—
U] "Other: ................... L TrTE; DIPRRR RN o
Skin preparation done (cleanse surgical area with antiseptic agent)? \“r¥es [ No
3. | Patient's body temperature immediately post operation (Recovery Room) °C 2
(] Oral  Or [ Axilla (Goal: 36-37°C)
4. | Name of doctor or staff administering the antibiotic: 0 qadhme,........
Date & Time of antibiotic administratlon:’lg.l.{ﬂ.!2&....‘..2?2?f N s %
Date & Time procedure started: M‘G[M‘ ........ et L .................................

Ensure formis filled in completely by assigned staff whenever patienthad surgery

- If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse for
management

+ Allforms (Bundle care and when required SSI form) are completed properly
Forms must always be keptin Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038
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s Morse Fall risk Assessment tool for Adults

Parameter Interpretation Tick Score
1.HISTORY OF FALLING Yes ‘ﬂ 25
{immediately or w/in 3 months) | No - O 0 i
2. OLDER THAN 60 Yes )( i1
= = = o e
3. SECONDARY DIAGNOSIS Yes Lg— 15
(more than one diagnosis) No o 0
Furniture x 30
4. AMBULATORY AID Crutches, Cane(S), Walker X N E
Mone/Bed Rest/l\_l_mir_s'e- Assist ol O 0
Yes 20
5.1V / HEPARIN LOCK OR SALINE )< =
No O 0
Impaired ( 20
6.GAIT / TRANSFERRING Weak (uses touch for Ba?énce) it K 0 |
Normal;’dﬁ Bed ﬁeﬁ}fwiﬁi%ﬂe - 0 T
Impaired Vision/ Hearing K 20
7.MENTAL STATUS Forgets limitations / Dizziness X -+ TR
Oriented to own ability (0] o
Anti-hypertensives/ diuretics/ X 25 =
2 MEDICATION USE antianxie'ty/withir? 2 hours post
anesthesia/ sedation
None ® 0
| Total Score l g‘ 1 g
' signature of the Nurse bﬁ/ i §

Hi

“ction Plan

bocel Bafic I\Lmé’tg Coe

T ~ |'MFsscore [ Action
cakd et
-24 Good Basic Nursing Care
i 25-50 Timplement Standard Fall
1 Risk B 51 |implement High Risk Fall |
|
S e WS | E— S
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Hospital BY RAINBOW HOSPITALS

¥ RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

(Postnatal assessment and management (to be assessed on delivery suite)

C Pre-existing risk factors

Tick

Score

Previous VTE (except a single event related to major surgery)

Previous VTE provoked by major surgery

Known high-risk thrombophilia

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type |
diabetes mellitus with nephropathy; sickle cell disease; current intravenous drug user

Wlwljlw| s

Family history of unprovoked or estrogen-related VTE in first-degree relative

Known high-risk thrombophilia (no VTE)

Age (? 35 years)

Obesity

Parity 23

Smoker

Gross varicose veins

Obesity risk factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Pretem birth ? 3740 weeks in current pregnancy

Stillbirth in current pregnancy

[ Ay ey P FEY P LS Y T

Transient risk factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum,
e.g. appendectomy, postprtum sterilization

w

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

ey = -

Total /1

est )
Signature of the Nurse ma/&w LNLé
/

R - AW

L4
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Cmen T e RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

(Postnatal assessment and management (to be assessed on delivery suite)

Action Plan

M kbl ot

Risk assessment for venous thromboembolism (VTE)

If total score 2 4 antenatally, consider thromboprophylaxis from the first trimester.
If total score 3 antenatally, consider thromboprophylaxis from 28weeks.
If total score 2 2 postnatally, consider thromboprophylaxis for at least 10 days.

If admitted to hospital antenatally consider thromboprophylaxis.

. o S T M

If prolonged admission (2 3 days) or readmission to hospital within the puerperium consider
thromboprophylaxis.

For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be
discussed in consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.




DECLARATION F

Name of the Hosprtal%f\lﬂwmte of AdMISSION....icorverearnscarians
BOITRER . cimaant
PATIENT NAME/INSURED NAME (BLOCK LETTERS): AGE/SEX
(To be filled by the insured/policy holder/Attendant)
1. Do you have an Insurance policy? YES/NO

If yes, then please mention the insurance name :

("]
Policy No. GC\L( Edic Rodve (o g llo \F-'zb‘n)
TPAName _£Led (.
TPA cord No:

2. Have you contacted TPA or Insurance Company for cashless facility? YES/NO
3} Whether patient opted for Eligible Room Category under Policy: YES/NO

If No, then kindly mention the opted room category:

On my own option, | wish to avail above facility and | hereby agree to pay on my free will, after being
explained in detail by the Hospital authority in my own and understandable language about the above
mentioned Facility/Procedure/Treatment and associated cost of it, which is over and above the agreedtariff
for the treatment, Further, if | opt to go for final bill reimbursement with insurance company, respective
insurance company will reimburse only as per agreed tariff for the treatment and balance amount will be
borne by me / patient only.

| have also been explained that when room service of a category other than eligible room rent is availedby
the patient, not only the difference in room rent but also an equal proportion of all other charges associated
with the treatment shall be borne by me/ patient only

Name of the Patient/Patient’s attendant: Name of the Hospital Representative &Hospital Seal:

Mobile No 8‘]3’3‘8“5%“‘-1 5

¢ —Mailbwmwwh@ g Ls Lo
PAN [ ROME B0; ..ol minsnmssmsesssssionss

Aadhar Card Number.........cooceirinnnas



NameofthePatient: JYLRZ - N2l a2 Jorawmn
O~ Bl oA r Wpepartment:........

UHID No:........

fting DOCtOr: .......cvvvvnen.

%
Rainbow’
Children’s
Hospital

Tt takas § A8t treat the Re.

ADMISSION INTIMATION

DAl

Gender: (] Male

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

)61,

[LEemate

Admitin

Admission Type

Category.

Plan of Treatment

] NICU O

(] Oncology

] OPD
(] Transport

i

] Medical
(] Phototherapy

[C] DayCare

[ Surgical
[J Cradle

PICU L] Ward

Emergency [ Referral
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BILLING POLICY

¢: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room
rent will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be
considered as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or
OP Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

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

As per the G.O.I. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card / Debit Card / NEFT / RTGS / Demand Draft and Online Payment.

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

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

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

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

Patient / Guardian Self Attested Government 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 shifted from lower category to higher category, all the charges like consultant
visits, investigations, operations and procedures etc. from the date of admission will be charged according to the
higher category.

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

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

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

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in
case of denial from TPA, has 1o be paid by the patient.

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

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

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

DECLARATION

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

Patient Name : — Kaavmany Nelna UHID Number :

SelfAttendant Name © __ B olgD \Civman | Relation © 5FM(MM)

Self / Attendant Signature : (b‘a}ow W Name & Signature of Financial Counselor
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ATTENDANT INFORMATION SHEET

I, Mr/Mrs s/o hereby state that
my child/Wife UHID No: has been
admitted in . lunderstand that

hospital is taking utmost precautions by standards set by Ministry of health, India.

The Treating Team has requested us to follow the following instructions.

We are requested to follow below instructions strictly.

=

Always wear MASK

2. Follow strict hand hygiene with Alcohol hand rub frequently

3. Avoid any movement in the hospital (Once admitted will move out only after
discharge).

4. Only one attendant is allowed per patient and no visitors are allowed in the hospital.

Name & signature of Legal Guardian and

relationship with patient: H/V\J; bwo{

—

Name and signature of Executive taking

the consent

Name and signature of Witness:
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