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PARTICULARS

YES
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- IP Number allocated to each Patient

- Name, Age & Sex of Patient

- General Admission Gonsent

- Initial Assessment of Patient / Diagnosis

- Nutritional Assessment by Consultant

- Plan of care counter signed by the Consultant

- Treatment Orders - Date, Time, Name & Sign.

- Medication Order / Drug Chart - Date, Time, Name & Sign.

- Vital Signs Chart (TPR Chart)

- Intake Output Chart

- Drug Chart (Duly filied)
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- Anesthesia Consent - (8 thing) - Date, Time, Name & Sign. of both Patient & Anesthetist

- Anesthesia Assessment Sheet

- Surgery Consent - (8 things) - Date, Time, Name & Sign of both Patient & Surgeon

- Surgery Notes - Post Operative Plan

- Pain Scoring System

- Blood Transfusion if done

- High Risk Procedures

- Acopy of the Discharge Summary
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FINAL DIAGNOSIS ICD Code
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DISCHARGE STATUS

/?waf
=11 Improved

[ Unchanged ( \
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O Discharge at Request
[ Against Medical Advice
O Absconded
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[0 Expired < 48 hours
[0 Expired > 48 hours
O Try)sferred 10 JROURO R [0 Post-Operative Death
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AUTHORISATION FOR TREATMENT | PAYMENT .-

| hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital Investigate treat and
administer such drugs as may be necessary and to perform such operation under anaesthesia or other wise as may be
deemed necessary and / or advisable in the diagnosis and treatment of my illness / patien ABmMYG B,

who is my 4 ............ bsencrn. (Relationship}.

| hereby under take to settle all the bills for hospitalisation charges related to me/the patient named overleaf on a periodic
basis. In any case, | shall pay all the dues before getting discharged from the hospital. ) .

However, in case ! fail to pay the charges due to the hospital as agreed above, | hereby authorise the hospital to transfer
me/the patient to any other hospital/institution for further treatment as deemed fit and proper by the hospital authorities.

| also acknowledge having been informed if the General Rules and Regulations of the Haspital and that all cash, jewellery
and valuables belonging to the patient or theis attendants have been removed to a place of safety / handed over to the
next of kin and | absolve the hospital of any responsibility with regard to any loss.

| have read out and explained the contents of the above to the Signatory in his vernacular .
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GENERAL CONSENT FOR ADMISSION

I,'{ ﬁ YU Wiam Pu el the [} Batientor ] Representative of patient have
{please tick the correct opt)on above and below)

O Read
[ Been explained this consentformin English, which | fully understand.

1

| give my full consent and authorization for admission and treatment at this hospital. The proposed treatment
plan has been explained to me.

| consent and authorize the hospital, treating doctors, nursing, technical and paramedical staff to provide
relevant care and to conduct diagnostic as deemed necessary by the treating doctor / team.

| also consentto use of assistants such as resident doctors, other doctors, nurses, and other healthcare workers
by the hospital and treating doctor/ team.

I consent for clinical consultation, admission, disclosure of information required for clinical management (under
confidence), routine medical examination (physical examination, palpation, percussion, auscultation), routine
lab and imaging investigations, general nursing care, diet and physiotherapy assessment and counselling.

| have been explained about the proposed care plan, expected result(s), possible outcome(s) and expected
cost of treatment/ hospital stay.

| understand that the hospital will take due care of me / my patient but, that there is always a possibility of an
unexpected complication(s) which may necessitate longer stay and / or use of intensive care services. In such
cases, procedure different from those contemplated and other intervention(s) may sometimes be needed.

| declare that, L have and will inform the doctor of my medical histary including previous illnesses, allergies, drug
reaction(s), surgical procedure, relevant medical family history and all other facts relevant to my treatment. |
shall not hold the hospital/ doctor responsible for any consequences which may arise due to non-disclosure of
relevantinformation on my part.

! declare that [ have been explained about my rights and responsibilities.

| have been made aware of the rules and regulations of the hospital including those related to security and |
promise to abide by them.

[ understand that in case of some unexpected event occurring during the course of my stay | may be suggested
atransfer to another hospital / healthcare organization, as considered appropriate by my treating doctor.

| understand that, drugs, consumables and devices will be charged on an ‘as actual’ basis as per the hospital
tariff. | have been informed and | understand that there can be usage of certain reprocessed items during the
course of the treatment. | also understand that only full strips of medicines shall be issued and returned. |
declare that | take full responsibility of settling the bill before leaving the hospital premises at the time of
discharge.




« |further declare that | have been given an opportunity to ask question(s) related to my admission, care plan and

proposed hospital stay, and that such questions have been answered to my satisfaction.

- |declarethatl have received and fully understood the information provided in this consent form, that [ have been
given an opporunity to ask questions relating o my admission, care plan and proposed hospital stay, and that
all my questions have been answered to my entire satisfaction and there are no misconceptions or false hopes
in my mind. | further declare that all fields (of this form) requiring insertion or completion were filled in my

presence at the time of my signing this form.

|, the above-named Patient / named patient's representative, do further hereby declare that | am above 18 years
of age as on the date of signing this form, mentally sound and am giving consent without any fear, threat or false

misconception.

Signature / Thumb Impression* Name Date Time
. B

Patient < l/la gl L PRUMUIGHE M gr\‘\w 1024 pd.
Surrogate/Guardian - 2 ‘A _ N&g 0\.%&]
(if applicable #) - \A . ' 1 ) ) 0

(Write name and refationship with patient) Yy 1002 -
Reason for Patient is unable to give consent because:
surrogate consent

. £, 4 —

Witness A 5 - ]:)'_Sc)f?_c‘_s&f" 3\‘]\’7 Ty =
Interpreter

{if applicable)

* Right Hand for Males & Left Hand for Females | # Only if Patient Is a minor or unable to give consent
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DAY CARE DISCHARpE SUNMMARY
IP No. _ IPH2024000019 J _ D.O.A ' 03/01/2024
UHID ~ MHI202400017 . \ D.0.P : 03/01/2024
Name . Mr. ARUMUGAM PUCHI Room No. : RL
Age/Gender _ 53 Years /MALE
Consultant * Dr. G. Gnanavelu. MD., DM., (cardio) FACC D.O.D : 03/01/2024
Chjef Cardiologist
. _AGNOSIS:

CAD - IWMI (12/2023)

NORMAL LV SYSTOLIC FUNCTION
SYSTEMIC HYPERTENSION
ANEMIA

ULCER LEFT FOOT

PROCEDURE: CORONARY ANGIOGRAM DONE ON 03.01.2024 — SIGNIFICANT RCA DISEASE.

/Bmﬁ' HISTORY:

Mr. Arumugam Puchi, 53years old male, presented with complaints of chest pain. He was evaluated in
ESIC hospital and advised Coronary angiogram and referred to Medway Heart Institute on 03.01.2024 for which he
has been admitted.

ON EXAMINATION:

HR: 92bpm; BP: 152/87mmHg ; SPO; : 98% in room air
‘VS: SIS2+ ;RS : Clear; CNS: NFND; Abd: Soft

INVESTIGATIONS:

BLOOD: Hb- 8.7gm/d]l, TWBC - 9900cells/cumm, PLT — 567000cells/cumm, Urea — 26.24mg/dl, Creatinine
- 0.84mg/dl, Sodium — 141mg/dl, Potassium — 4.59mg/dl, PT/INR - 12.7/1.1.

ECG: sinus rhythm, HR — 89 bpm. ST elevation in II, III & aVF. ST depression in I, aVL.

ECHO: Mitral annular calcification(+). % MR. No RWMA Normal LV systolic function. EF — 71%. 3.1mm
PE, posterior to LV. clot / PHT.

#9, 1st.Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 b 93457 93457
'f @MedwayHospitals @medwayhospitals  §I] @medway-hospitals @medwayhospitals & 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence {Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 { 044-26530011 | 044-2473 4455 § 044-27426829 04146-242000 044-4310 8959 044-2473 4454

E-mail : info@medwayhiospitals.com | Website : www.medwayhaspitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Every heart beat counts
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CORONARY ANGIOGRAM FINDINGS:
Right-dominant system; SIGNIFICANT RCA DISEASE. (reports enclosed)

ADVICE : PTCA TO RCA.

ADVICE MEDICATIONS:
SI. | NAME OF THE DRUGS WITH DOSAGE | FREQUENCY | ROUTE RELATION DURATION
NO | GENERIC NAME MIA IN SHIP WITH FOOD
TAB. ECOSPRIN 75 MG o [1 [o [oORAL AFTER FOOD | TO CONTINUE
I | (ASPIRIN)
TAB. AXCER 90 MG 1 Jo 1 |ORAL AFTER FOOD | TO CONTINUE
2 | (TICAGRELOR)
TAB. ATORVA 40 MG 0 0 1 ORAL AFTER FOOD TO CONTINUE
3 | (ATORVASTATIN)
4 TAB. ISDN S MG 0 0 0 ORAL AFTER FOOD S/L S0S
5 TAB. NITROCONTIN 2.6 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
( NITROGLYCERIN )
6 TAB. AMLONG S MG I 0 1 ORAL AFTER FOOD TO CONTINUE
( AMLODIPINE )
7 TAB. FLAVEDON MR 35 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
( TRIMETAZIDINE)
TAB. MET XL 25 MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
8 | (METOPROLOL SUCCINATE)
TAB. PAN 40 MG 1 0 0 ORAL BEFORE FOOD | TO CONTINUE
9 | ( PANTOPRAZOLE)
10 TAB. LIVOGEN 1 TAB 1 0 1 ORAL AFTER FOOD TO CONTINUE
DISCHARGE ADVICE
. DIET LOW FAT & SALT DIET.
PHYSICAL ACTIVITIES AVOID STRENUOQUS ACTIVITIES.
REVIEW REVIEW WITH DR. G. GNANAVELU ON 10.01.2024 FOR PTCA
AFTER APPROVAL FROM ESIC HOSPITAL.

Toreport: If temp > 101 'F/ Difficulty in breathing / chest pain / Giddiness/ palpitations.
C@n‘i@%@. of éifergency Contact: Medway Hospitals @ 4310 8959.

4 dt\'\e ;
uy yndersto®™ o immary:
i u d"scha‘:g s\l
R (¥ Dr.G.Gnanaveln. MD, DM., (cardio) FACC
\ Chief Cardiologist
Dr. G. Gnanavely #0, 0W (cardio), FACC
Typed by: Ezhilarasi. Chief Cardiologist

Reg. No; 39469

#19, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 ERLPUAT
: 25N 90n57 80051
'f @MedwayHospitals @medwayhospitals I} @medway-hospitals y @medwayhospitals & 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 [ 044-2473 4455 | 044-27426829 04146-242000 044 - 4310 8959 044-2473 4454

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN20711PTC083665 MHIZHOSP/2022/118
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DAY CARE INITIAL ASSESSMENT FORM
Date: gl’ }?«L] Time of arrival: _{ D - 5§

Part A (to be filled by Nurses)

Vital Signs: Temp: @)("F ) | Pulse / HR: 4% (beats/min) | BP:_/5 L{@'J‘ (mmHg)
Respiration: 2&_(breaths/min) | SpO,:_$% (%) | Height:Z153 2158 (cms) | Weight: 20 (kgs) | BMI: Ao "3 /'-’

Any Language Barrler:[] Yes E’Iﬁ) If yes, please call Language Coordinator / Translator
Allergies :[-[Yes [INo If Yes, specify:

Skt ﬁf&,e?t,,

Psychosocial Assessment:

Alcohol Intake: []Yes pmo/ Substance Abuse:[1Yes [] /Nc/ Smoking: []Yes E’No/

Do you have any special religious, spiritual or cultural needs to be considered? []Yes [INo

If Yes, specify details: —
Pain Screening
Pain:[_] Yesm Yes, Score: O/ )

Pain Scale used: [ | PIPPS (28 weeks to < 38 weeks)
[[] FLACC Scale (2 months - 7 years)

[HUmerical Rating Scale (Age more than 12 years)

Duration: —

[ ] CRIES (38 weeks - 2 months)

[] wong-Baker FACES Pain Rating Scale (7 years - 12 years)

Location:

—

Pain Character: D Duli E Acﬁiﬁg D Sharp- D-Stabb:'ng D §hooting E Burnfng’D Referred / Radiant Pain

Nutritional Screening:

Last 3 months Appetite [] Increased I:] Decreased ElNo Change
Last 3 months Weight [lincreased [ Decreased [J-No Change

] Age more than 65 years
[ Walks with assistance '~

L

Fall Risk Screening for adults:* *

EINo Risk - .

O History of fali in last 3 months ,'

Wil

" [1 Any neurological problem

In case of 2 or more criteria met initiate detailed fall assessment and fall prevention protocol

Fall Risk Screening (for ped.vamcs)
] HrO fall in last 3 months El Neurologmal problem (vemgo Seizure, etc) [ Deranged Mobility MSK

in case of 2 or more criteria met initiate detailed fall assessment and fall prevention protocol

i G

Signature
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Emp. No.

Date Time

Nurse (_@/,
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Part B (to be filled by Physicians)
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Past Medical History \ I V
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Personal History

T

Significant Family History

A SR e

Current Medication

NS‘;_ Current Medication Dose | Route | Frequency 2?::;? ;é?: To beh%os:;)tjig;i?aguring
T ER 7o 1 (S G | e
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[Yes [INo

[dYes [INo




Clinical Examination / Investigation
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Plan of Care (including Investigations Ordered)
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Diagnosis:

CRAG] U tatos,
Height:...Wms Weight:...vﬁﬁ@xgs el

Coat vl
S

Religious Beliefs: ] Vegetarian

Diet Prescription:

'SUBJECTIVE GLOBAL ASSESSMENT (ADULTS

w - Patfent’s velated Medic3 History Tl - g e
1 Welght Change {overall change In past 6 menths) Ut _ R T
M1 o1, - [S]) O+ os
- . i - . .
Nowalght change/ <5% “se1ex 7 T 7 ¢ |0k R >15%
fals ' '
] Dietary Intake | Duration; ! PRI S - ; L [N - ., !
[m 02 [} O3 s 3 Os
Oral No thange . !: PRI \r ;Suh_-opﬂmal,- 5 _l' oy Full tiquid t‘fm! - . - | Hypo-ealorc Starvason
- solld diet - moderate © =~ T . Jquid dies
- t .
. . , - - averall decrease - i B .
. -] . L .
Enterat} Adequate / f. 77 [sub-optimal = ] adequare St b Typo - caloric; Starvation
Parenteral Excessive . feeds
P 4. - - R .
Kutrivon LR LA i T [ [P P -
3 Gagtrolntestinal Symptams Duration: LT
O: Oz . ! Os . - O+ Os
MNo symptams Hausea - \'lumlﬁnll - . s Dlamrhoea  _ severs anoreda
maderate G -
symptoms
4) Functional Capadty {Nutrton refated functional im W 3
O . Oz -0 ) Os.f v« ¢ 7 L= Qs
: R
Mone fimproved Diicutty with Difculty with Light activity Bad f chair-
ambufation normal activity ridden; withno
y oo ta Y B v - LY o 7 or litde ackvity
5) Ico-mamdllv[bbunamlu l 1 Nutritlon reg ) : P e
- : 2 i3 (- 4 5
A = ' T ) o [ ﬂ ’ ' £ D. ~ o
' Healthy Miidco- Moderate co - ki severe Lo« Viery severe
marbidity ‘ morbldnyf sge . . mortidity muluple co -
T . D -1 S TN R . morbidity
. 1]
B) Physical examination ’ ~ 4
1) Decreased fat stores or losk of subcutaneous fat - i
O: - o: ' .. ' O CeoL e loa, os
O L3 0
Normat mid . Moderate : v Severn
2) Sign bf mutcle wasting ! ' . . ’ to 5
O Oz Os Os, Bs
Normal N 7T - \ ' . Moderfl: Y ‘- ’ ) Severs
Tota! Score = Sum [ abave 7 components
S s .- N s
Nutrtional Status : Based on this patient iy |
Well Nourlshed A (= J
Moderately Malnourishad - - Jousw e RS )
Severely Malngurished [m[pILEL] -
Hutritlon Intervention: A L.
ID or:l [ enteral ' \ ) Parenteral
Dlet counselling provided: Cves O ke
Frequency of f#-dssessment: ) Weekly O Fort - night O monhly
Enteral / Parenteral O Bally Calorlg caunt; | [ Yes 0O ko

Dletitlan Signature / Name / Date / Time: M‘m’ b ‘.,90
Sy
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N, MHI/NUR/2022/111
g?" , /A.Medway
ALLERGY " Heart

, M. ARUMUGAM PUCHI

' 53/Mule/ MHI202400017
“ 03/01/2024/1rH2024000019

- ® Dr.G. GNANAVELU .
Med Hospitals ‘ | gl A lnstitut
Y e . TR Av /; e
(A Unit of United Alliance Healthcare Pyt Ltd} 1 LU UNanL. Ba eat coun

PATIENT TRANSFER FORM DI@%\Q%QCS / PROCEDURES
[

Diagnosis: j@fLEN7 T T hPEree Wace Allergies if any: Q’ Sk -H'th"‘zct\j

From (Area) To (Area) Da_te Time Reason for Transfer / Name of Procedure

@ KL cati lab  |s)ileu 20 C &y

Method of Transfer: [] On Bed [3:On Wheelchair [] On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient: [3-Conscious [ Semi-conscious [J Un-conscious

Language Barrier: DYesE’m; [ ¥ Yes, specify:

Fall Risk Category: [ ]Low Risk [] Medium Risk%isk

Vital Signs (o be documented at the time of shifting):
Temp (°F) RR (breaths/min}) Pulse (beats/min) Sp0O, (%) BP (mmHg) Pain Score

et U Doy 24 /$2[ss e

Pain Scale used: [1PIPPS (28 weeks to < 38 weeks) [1CRIES (38 weeks - 2 months)
[J FLACC Scale (2 months - 7 years) O Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
merical Rating Scale (>12 years) L1 CPOT (ventilator / comatose)

Any pre-medication given: —
Any critical information: —
Any specific recommendation: -
Signature Name Emp. No. Date Time
Handover by A bene el | mog U | e
T v e RV 7 =S SV 11 /Y22
After Procedure: \
Pracedure completed: [] Yes es | Any critical information: ﬂj////
Vital Signs (fo be documented at the time of shifting):
Temp (°F) AR (breaths/min) Puise (beats/min) Sp0O, (%) BP (mmHg) Pain $core
Qb | o0 bifimiy | Sbathep | 100 /L RIJBL 14) Yo
Pain Scale used: [PIPPS (28 weeks to < 38 weeks) [JCRIES (38 weeks/-z months) /
] FLACC Scale {2 months - 7 years) O Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
mumerical Rating Scale (>12 years) ] CPOT (ventilator / comatose)
Signature Name Emp. No. Date Time

Handover by M 1/ Vr%fmd (O T 2 /{éf__ {3 D

Handed over to W _;g U6 Héﬂ’@'sﬂwm O 2ot z/lv/;"'[ 17 2%
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Medway Haspitals® ﬂ nstitute

The way to better health

{A Unit of Unded Alliance Healthcare 4 Ltd) / Fvery heart heat counts
Mr.ARUMUGAM PUCHI IGIOGRAM / CORONARY ANGIOPLASTY
53/ Male] MHI202400017

Patient Name  03/01/2024/1PH2024000019 Sex:W 573 o

G. GNANAVELU
| Consultant: llll||\|ill||\l A UHID

CONDITION AND PROCEDURE
Dr . ... has explained that I have the following condition:

Fat (cholcstcrol) and caleium can build up in the arteries like rust in old pipes. It can step the flow of blood to the heart. This can
cause angina or a heart attack, The Coronary Angiography procedure is performed to show up the amount of disease in the coronary
arteries, the blood vessels that supply the heart with bleed. After an injection of [ocal anaesthetic, a fine tube (catheter) is put into the
artery in the groin/hand. The tube is carefully passed into each coronary artery in turn. A series of video pictures are taken using x-
rays and an iodine containing contrast medium (x-ray dye). The contrast medium may be injected into the main pumping chamber of
the heart (left ventricle). This helps us to find out whether you have any narrowing or blockage of your coronary arteries. The doctor
can then tell you which treatment is best for you after carefully studying and discussing your pictures, This may bc an operation such
as a coronary by-pass or a procedure called an angioplasty (the arteries are widened using a small sausage shaped balloon).
Sometimes, drugs alone may be a suitable option.

RISKS OF THIS PROCEDURE
The risk of coronary angiography depends on:

(i)The nature of coronary artery disease (ii)The pumping status of the heart (i) Your age and general health
These are some of the more serious risks that can happen, but are not the only risks:

Less than [ in 10,000 (a) skin injury from radiation, causing, reddening of the skin
(0.0001%)

1 in 1000 people (0.001%) (b) A stroke. This can cause paralysis and long term disability

{c) Heart attack.

{(d) A dangerous reaction to the x-ray contrast medium (dye). If this happens,
you may have severe reactions such as asthma, shock and convulsions.
Death in extremely rare cases about 1 in 2,50,000 to 4,00,000  injections

(e) Need for major surgery to the leg at the puncture site.

(f) Need for emergency heart surgery or angioplasty.

(2) A higher lifetime risk from x-ray exposure.

(h) Death

Lin 100 people (0.01%) (I)the heart may not beat in a proper rhythm which will need urgent treatment

(7} Surgical repair of the groin puncture site. This may need a longer stay in

hospital.

(k) Minor reaction to contrast medium such as hives.

(1) Loss/impairment of kidney function due to the contrast medium

L'in 20 people (0.05%) (m) Major bruising or swelling at the groin punture site

Most People (n) Minor bruising
PATIENT CONSENT:
P acknowledge that Dr. S“WQWJ.U. has explained my medical condition and the proposed procedure. T understand the

risks of the procedure, the anaesthetic including the risks that are specific to me and the likely outcomes if complications occur. The
Doctor has explained other relevant treatment options their risks and my right to refuse the treatment . He has explained my
prognosis and the risks of not having the procedure . I was able to ask questions and raise concerns with the doctor about my
condition, the procedure and its risks, and my treatment options. My questions and converns have been discussed and answered to
my satisfaction. [ understand that in the unlikely event of complications, I may require a blood transfusion, an additional procedure
or surgery. The doctor has explained to me that if immediate life-thrcatening events happen during the procedure, they will be
treated accordingly. I understand that no guarantee has been made that the procedure will improve the condition

On the basis of the above statements,

TREQUEST TO HAVE THE PROCEDURE

Si‘gnature Name Date Time
Penicde” | A g VR oeflaney”  [SNjoy | 107 €
witness ﬂn\ f/__ ﬂ E}')RF VAL 8 ]’UJ [,0 PQw
Doctor M-‘w Dy, Cnln‘: w ? lw fO.\ gV
Interpreter




MHI/CRD/2022/026

1 g v

Medway Hﬂspital'5®

The way to beteer heaith

(A Uniz of United Abiance Healthcare Pvt L1c) Bmaw swapflGurAmd ufitsrsaarsmrar QUub Every heart beat counts
GrrwnafiuSs auwiis BRI unedlsiTD:  Shetur / SuesaT
LGS EI6 SERnFE: QUi LBEENE eTeuor; yeaméep (UHID) :

Beon bHEID aswhipon

eaugpld SsLpiBemenemiLt el BUBMEOMAMBILSID LDIBHEIEUT «ocerrereeeeeererrmnmrrmrsmaeersereessaemerernrsnesassiee Siguiaar eflenddemm.

ussLp Bpbys enlsatd smdlpiusnst Curd, wansats smpiny Hmnib srbiub Gegmib. Sg Shereion Sog wiges ke FHuGHnEns!.
Brwsihg riesEenar anpru@d pEsb@pNNGT BeLssai Acy swansaid Crmuis Senafamar som it sBrremd] SehuCnapusd aFukypanmn
GuhasneteniuBilo. @b Condss Semsudlps (Dwses wLEGHGH) sprsiurL, fdn g@ A Gpnunsns GHLLT saral fnsulgaer soatuls)
QFgHHULED. B GUml gelaang Ssussat faog Foafsaigid wrhl wihr sanons aifldsuns sQssILGED. aeaCy whHmd 1N SABLmge
QmrasBenenen snenpnene. WipwgSanen (reomenly soL) LweuESS. Lo shipGun L fedt  suflensuns a@EasiLED. Sswsda s ghrfulaonssa
Aol (@Lguss Smaw Sipeom) Ebs srer greor WLeuib o rosgssiusond. S5 Sswidsr Sereflsnar wHUTLaD HHD S selsumn U
sFlLEng aeusng WHIULaD CobesnaieniuEd. SUULTISET HLosE SHFFaTAay soalsen GilH5 Gub LS sulprigd. S5 o_misetés Thagnib
Sl BHeEmSn eeTueng S6ioLmlil 0 _gseayib. eemT 2 Misdr LIRS0 SaUeTnE LTTHe Wl hbSSISUINeD 8 Mitkehbg ann AL asani GLonasmaiet
WipLh. Bewey epL-Unsit SiNevey AdLensunsad SmHassonD Sdag SatsiGumisamsol (Layter eugeuth AsMeMagT A snGss Sanam(G HLoofeni
SIEDULBHEIHED) eTeTEILD Gb AFLIDpepnWNEa|LD & mesamb. fao ErImisancd W HhES6T WL GED SUTSILReTENS i HSEE0LD.

Siasuigpanuligcher SLiunGnsd

Bpwssar fenr SpordCundpndaluigierer SLaunBasr s mUsNsLSEnETGIL FTTHBHHEGLD

(1) Bpwseaur Aawy poch Crrulsn gereon  (11) Bowsddér ghfuisopsss Bos  (1il) BswH e g whnib eung SLCTTEALLD
ghuL emiriyster A Sy ELiunGedr Qareumtongy. syand Smeussdr weGew wipawwmar SLIUTGSST Sidbs

10,00-80 guEaiGSEED &

(2) sgialidier angemnons ghuGh Gemad LB, SELWD fabg GLRED
(0.0001 FEHd50)

1000-60 gEBaIGE (0.001 55d5b) | (1) uelliy, Bg ubseuTED LEHID BETLHIET STOEDS THUGHSEMD

(c) npsoLry

(d) eréso-Gr snedmepnsioe. Bipuigfer (wo.) ShUSSTET efspaeyssT . S ghHuLLTeD
2 MSEHEE Spegn. SFnéd whnib euallly Gurerpsneuss: gibuLsmb. 2,.50.000
WsED 4.00,000 e=dipain Genp Lemgengub elemanaisasmb.

(&) efpinL S gds aufu Sipsoe fdfams Ghsmsien Gsuempug QUFeD.

(f) eomepero Bsw Snmea fEsene Sidog ShengGumniamrenigs Gsepauliuamib.

(g) ad6uCy i unEly sMraRNTs Sifs AIMPHIE! SERNISHH SLTUNE.

(h) &y

100- guBaIGEE (0.01 sgelldgh) | ([J@swib sMunar DUl FpsHTLS SHsHemb. Sigixg Saemons dides Goaaliugh
(j) espiurL e ugHuls Sinene dfFems sTunG. Eseme @GS HieDmEMLI6D
st L seT RISUNESS GeusRTZILE UMD
(k) Gared @My Gunenm Amy steneneysa
(1} snen-prenr WBpwih sryeomons AnyfrsLd G IEDD SDg) OIS6T (LEIGBENDS6D

20-5 QGRGES (0.01 sl Sg) (m)} @satiuL BLgdh aullu Sismeflconsn fymily Seog) aissb

AUBLDLTOMER 106 EThEE (n) fnfu Sienefisonenr dpaiiy

ermunaf QOUESD

IDEBBIEIEUIT <evmvemremeeemeemsiesibemneesesmtstessbanbaebrsaenessassmsnaannrrrnararas SlGUTHET ETETETISML L m@é@a{ | Bemmenuuh opmib peiraLomSiuciue Gerer
QFLDLPEEDEDILILLD sreTéE afeTSEait. AFLBLpapDUTQETT ELALNGSEN. DIES DEbEs: 2 UL eanbe @rilurs ghidh SLiunGssT whpb
fbseosar gHULLID adtaaungl asuspassmen Basn lisg aersoamer. worgigeun D egnuiysen défams el Coiasat. SHHer
&LunBedt DD AdFens OILLSHSENET srelignert W £ Memid ShEusmausana LD samns g silendEent. Seur eemgnienL w1 ¢peT He0iiysaT hrLd
AFwshpsmmenw GLohasTeremmbe Syplugned gnur sumiiliysTer SLAuRGseT Sidspsuaensmllb aanse eisthaanmt. aatanenLw Bemer GHSE
ereinenTed Gaened enLplivt (piphSSI LDDIILE STETERIEmLYL ! Berenasemen fgilesacyb, Reann LOMILD Siser Umesamsn Agfisflssab LoHMID earg
Addens eflBUUEEHENRGET GHGE Sruam@amenh edaremnd Osdlales wiehsg. der@eniw Gadrela@plb WHIMID %6MEDaEEBLD
soksNGeondlbslILCLE LDDMILD ererE SmUdsrLome (penpuiss Seubrfibe udeelda s Lgl. SETENTEODTE 1P, aess SrasGohnHo. S5
EafBEHE SFLsipenD Stdag Snicedfdons CoaraulULOND aeaTuans e Ufks asnamBarGens. 2 uilmés Shupfanar slilsoardigld BaLpeysst
ghULLIe SEhe e L angune fdsenawaisslifld eeusns s aiaTsEomT, SFaaUDPRDUIITD gLy Bavs GbLED adtsne

aSSaDEIL &_GEraumsipld Esoane areusns mrs Yiibgiewsnetn BerGerer.
aFwdypepow SoEE Cojasndgsong CaLGhanmrdemar

ﬂnstitute

EDEBSILILDSH B! Gl Gad GEmD
Grmuref (UMGiETEUsT) |,
2-paypenn
Lo (W] )
LDgBSESUT T e T . . R
auomSlewnositiumeny




A Medway
Heart

Institute

Every heart beat counts
(A Unit of United Alliance Healthcare Pyt Ltd)

TRANSRADIAL CORONARY ANGIOGRAM REPORT

Patient Name: Mr. ARUMUGAN PUCHI ID; MHI20240017
Age/Gender : 53 M IPH: | IPH202400019
Cath No. : 3526 DOP: | 03.01.2024
Done hy Assisted by Technician Physician assistant
Dr.Gnanavelu/ Ms. Bhavatharini Mr. Sathish Ms. Shalini
Dr. SalaiSudhan

DIAGNOSIS: CAD-IWMI (12/2023); HBP; ANEMIA; NORMAL LV FUNCTION

Access: Right radial artery Total exposure time: 840.6"
o Hardware used: 5F sheath, 5SF TIG, . . DAP :52.77 Gy.cm’
Contrast used: CONTRAPAQUE 50ml] : Total RAK: 139.2 mGy

Medications given: Inj NTG 200 mcg & Inj Heparin 2500 1U |1A

Hemodynamic data: Aortic pressure 165/85(97) mmHg; HR 83 bpm; SpO2 100%
Significant tortuosity noted in Left Subclavian artery.

Selective Coronary angiogram done in multiple angulated views:

ARTERY | FINDINGS

LEFT MAIN | Appears normal, Bifurcates into LAD & LCX.

LAD Type 3 vessel. Proximal and Mid LAD are normal. Distal LAD has luminal
irregularities. Gives 3 diagonals and many septals. First diagonal is a major vessel,
ostium shows mild disease.

LCx "Non Dominant. Proximal and Distal LCX have luminal irregularities. Gives 4 OMs
which appear normal. OM3 is a major vessel.
. RCA Dominant. Proximal RCA has 90% tubular stenosis. Mid and Distal RCA have

luminal irregularities. PDA and PLV appear normal.

FINDINGS: RIGHT DOMINANT SYSTEM; SIGNIFICANT RCA DISEASE

ADVICE: PTCA TO RCA

G’ DR.G.GNANAVELU, MD, DM

Dr. G. Gnanavelu Mb, DM (cardio}, FACE
Chief Cardiologist
Reg. No: 39469

#9, 1st Main Road, United India Colony, Kodambakkarn, Chennai - 600024. Tel : 044 - 4310 8959

Pt
5 9055794557

'F @MedwayHospitals @medwayhospitals ) @medway-hospitals ,@medwayhospitals @ m
_ Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam | Mogappair { Chengalpattu | Villupuram | Kumbakonam | Kakinada Heart Institute | Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4310 8959 044-2473 4451

E-mail : info@medwayhospitals.com | Wehsite : www.medwayhospitals.com | CIN ; U74500TN2011PTC083665 © MHIYHOSP/2022/118
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i 53/ Male/ MHI202400017
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¢ £3/01/2024/1PH2024000019
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MHI/NUR/2022/048
D.G. GNANAVELU
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The way to better health
(A Unit of United Alliance Healthcare Pvi Ltd)

Procedure Monitoring Sheet (Cath Lab)

! — Medway

Heart

ﬂnstitute

Every heart beat counts

"' Mr.ARUMUGAM PUCHI
Patient Name :  53/Male MHI202400017

Ageléex: 53'//!4

DB oot oy werd Unit: K~
consuttant: NIRRT Diagnosis : RetEn T Twm 2 [ Loreesc
Pre Procedure Checklist (Please tick appropriately — To be filled by the Ward Nurse) Lo Lt Dreedd
PARAMETERS YES NO NA
Vital signs : BP...J..f.’.’.I.E?emp SAZ. Pulse:. 55.. RR:..2%.. SPO2: 3 P
Urine voided e
Bowel preparation —
Pre-procedure medication administered -7
Procedure site marked 7
Skin preparation done —
NPO G)- 7 ‘oo Pm . e
Loose Tooth remoyéd nﬂ
Contact lenses / Eye glasses removed =
Prosthesis present 7
Jewellery/Nail polish removed v
Checked for Allergies {Drug / food) 1
IV tine/In-situ 7
Consent taken 7
Investigation reports / Documents received w .
Signature of Nurse : @/m,o% Date & Time : 3/f ,M @ fof gg

Intra — Procedural Record (To be filled by the Cath Lab Nurse)

Time HR / min RR/ min BP mmHg Sp0:2% Medication / Remarks Sig‘n.ﬁf‘ Nurse
8 5|82 g ] an iyl 53’/9’4’/5?4 1po /o] — L
g0 |Bpaiu |22 bfeus IS\ IR\ (1) Joo /- — Olrser,
- /:;rmfﬁ//wz G0t Ol e ~
A _.—_j -




Time : 13 l 0
Complication ; M i

: .9 g? ] Y : L
|l Z;S ( é )mgn|Hg, HR : %M RR mﬂ!z&n,zaspm 100/

Distal Pulse: 021{)0,/}’ . , Puncture Site: _MW W

Advise:

¢ Shift To: Ward / ICU

4 Bedrestupto jf hours

¢ Observe puncture si for b eedipg

¢ Watch for Pulse in f?:}: Qa&gﬁ artery.
¢ Diet -

L 4

Inform Duty Medical Officer SOS
a) If patient complains of any Discomfort
b) If dressing is Loose or Socked wit&hgzod

c) If limbs are w se /
4 Remove dressmg on ”Lf / {, 9}// at Lz Y J/AM !PWinforming

to the consultant

Special instruction if any: ' Q“l/
~
N ; - ‘

A
Name & Sign"éﬂure of Consuitant

>

POST PROCEDURE OBSERVATION
Date&Time| BP |[|HR|RR| Sp02% Site Evaluation_ Extremity Status Remarks Sign. of Nurse

AR aan [tk 1 [ | ey W O [roed | — A e -

o o — g

<7
S

[

a;%; fﬁmzeo&wz obw,d p,qt dial  apfon—

Shwth oot AGie powu. Jevclge gty
ggw? po JWWU C’ﬂ% e

Condition at the end of procedure : ta Ie [] Critical
Patient shift to : [] Recovery Room ~ [] PatientRoom [ ]ccuU [] Other r

Name & Signature of the Nurse.- o Date & Time: /
- f)/"‘
@ﬁv ~ Al /M N3
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Medway Hnspitals®

The way to better health

SAFE PROCEDURE CHECKLIST
Adapted from WHO Safe Surgery Chechlist

C

BV “Mr.ARUMUGAM POGH]
53/ Malef MHI202400017

(A Unit of United Alllence Healthcere Pyt L1d)

. . 03/01/2024 /1pH20
Name of the Procedurs ; GA"'L Location : CM [ LA Date & Time : 3.6 2 (T / 24000019
Dr.G. GNANAVELU
i} )|
Does the Procaedure involve Pracedural Sedation : [] Yes E}!ﬂ? IWH:lﬂ”lﬁlﬂml””lmlmmmHﬂl"llﬁﬂlﬂﬂl
SIGNIN L 59—~ Y 7P ) TIME QUT SIGN OUT (3.52
Before Induction of Procedural Sedation After procedural Sedation and befere procedure When Doctor indlcates that the Procadure is completed
{Anaesthetist / Qualified Physician administering Procedural {Anaesthetist or Qualified Physician administering Procedural Sedation + Nurse + Technician + Doctor
Sedation + Nurse + Technician + Doclor performing the procedura) . performing the Procedure
Patient Confirmation All team members introduce themselves by Name and Role To be done for each procedure in case of multiple
/ procedures
[dentity by two identifiers ¥y ? Identity by two identifiers HFlYes Name of the Procedure done written down /E Yes
Procedure XYes” Procedures I ﬂﬂ_{; IZY,ES Name and site of all specimens / investigations [ Yes T JMA
: v Side N 7 Voraf confirms labeling and sent to lab
Side Rt OOLt [CINA e QL Dadia/ Aey g R DL LINA
Expected Blood loss -
Consent F1Yes e Position A o D g Q’Ygs/ Any recovery concerns : Q&’es O None
Known Allergy OYes [ZNa Consent 7 ! [(XYes” If Yes, Pls. specify :
If yes, plaese specify Required equipment and implants available Q"?es [ONA
Difficu't airway / aspiration risk | [ZINo [ Yes, equipment] Essential Imaging displayed [(AYes [INA -~ 5 i\ on .
! dentures and gssistance available | Antibiotic prophylaxis within last 60 minutes OYes COMA @ _B.Q ez~ - = i
Possibiiity of hypothermia [ZiNo [J Yes, wamerinplace | Name of the Antibictic given Agé Equi;émen\ finstrument problem that needacsy he IZ’(
- - - addressed : es one
Venous Thromboembolism Prophylaxis Provided a Y}s« A If Yes, Pls. specify :
All concemed anesthesia et:;i:?)nd medication check complete | Anticipated duration briefed FlYes
CISpe2  [INIBP thers pls. specify ;& .| Anticipated blood loss briefed ﬁY;S/ CINA
Pre OP medication taken Yes [ANo Adequate fluids and blood available [3¥es CINA
e Team briefed on any critical or unexpected steps PiYes Corrective action :
Required equipment for ElYes [INA For procedural sedation cases = /‘\
procedure available Any patient specific concems : [JYes ne
Intra procedure glycernic controf [1Yes [7LNA
Any concems about sterlilty []Yes [7]None =
Anaesthetist / Doclor giving Daoctor performing the ?!‘E[je : Technician : ~ | Others Please Specify :
Procedural Sedation Procedure : L b i g Tecn. S=iwrisl
LR A ~
: A A 28 o =
.I?fate: /J/ -?“ate:g 1217! Date: Y, .o |. 20 Date:s/l)_L{ -I?ate: L—\
ime : ime : Time : Time : ime :
\ / r{3.0e 02 2 (325
-
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Medway Hnspitals®

The way to better health
(A Unit of United Alliance Healthcare Pyt Ltd)

BRADEN SCALE FOR PREDICTING PRESSURE INJURY RISK

WIr. ARUMUGAM FUCHI
53/Malc/ MHI202400017
03/01/2024/1PH2024000018

NANAVELU
1

ﬁﬁ-l'l\Tl'\llﬁllﬂlﬂlll\llﬂl\l\lllll\l\ [

MHI/NUR/2022/045 .

Medway

Heart-

[nstitute

Every heart beat counts

Data:

H |

W

Time:

i

£

SENSORY
PERCEPTION
ability to respond
meaning-fully to
pressure-related

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 oyer most of body

2,Very Limited

Responds only to painful stimuli. Cannot
communicate discomfort except by
moaning or restlessness OR has a
sensory impairment which limits the ability

3. Slightly Limited
Responds to verbal commands, but’]
cannct always communicate discomfort
or the need to be turned OR had some
sensory impairment which limits ability to

,A(Nﬁmpairment

Responds to verbal
commands. Has no sensory
deficit which would limit
ability to feel or voice pain or

discomfort to feel pain or discomfort over 1/2 ofbody | feel pain or discomfort in 1 or 2 extremities | discomfort
MOISTURE 1. Constantly Moist 2.Very Moist 3. Occasionally Molst }.«Hﬁy Moist

degree to which
skin is exposed

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

Skin is often, but not always moist. Linen
mustbe changed at least once a shift

Skin is occasionally moist, requiring an
extra linen change approximately once a
day

Skin is usually dry, linen only
requires changing at routine
intervals

to moisture tumed Lf
1. Bedfast 2. Chairfast 3. Walks Occasionally alks Frequently

ACTIVITY Confined to bed Ability to walk severely limited or non- | Walks occasionally during day, but forvery 1 Walks outside room at least

degree of existent. Cannot bear own weightand /or | short distances, with or without | twice a day and inside room \7

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shiit
inbedorchair

at least once every two hours
during waking hours

MOBILITY
ability to change
and control body
position

1. Completely Iimmoblle
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 make
frequent or significant changes
independently

3.SlightLimited
Makes frequent through slight changes in
body or extremnity position independently

/%No/Limitatlon
akes major and frequent

changes in position without
assistance

NUTRITION
usual food
intake pattern

1.VeryPoor

Never eats a complete meal. Rarely eats
more than any food offered. Eats 2 servings
or less of protein(meat or dairy products) per
day. Takes fluids poorly. Does not take a
liquid dietary supplement OR Is NPO and / or
maintained on clear liquids or IV's for more
thanSdays

2. Probably Inadequate

Rarely eats a complete meal and generally
eats only about 2 of any food offered.
Protein intake includes only 3 servings of
meat or diary products per day.
Occasionally will take a dietary
supplement

3. Adequate 4
Eats over half of most meals. Eats a total of
4 servings of protein (meat, diary
products) per day. Occasionally will refuse
a meal, but will usually take a supplement
when offered OR Is on a tube feeding or

4.Excellent

Eats most of every meal.
Never refuses a meal.
Usually eats a total of 4 or
more servings of meat and
diary products. Occasionally
eats between meals. Does

TPN_regimen which probably meets most
,pfﬁﬁt?ona[ needs

netrequire supplementation

FRICTION
& SHEAR

1. 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 re-positioning with maximum
assistance. Spasticity, contractures or
agitation leads to almost constant friction

2. Potential Problem

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

3. No Apparent Problem

or chair

Moves in bed and in chair independently and has sufficient muscle
strength to lift up completely during move. Maintains good position in bed

TOTALSCORE |17 |9,
Initial & Emp. No. @’ & < 2
of Staff Nurse: Ootel

Score Interpretation: Minimal Risk: 23 - 19; At Risk | Mild Risk: 18 - 15; Moderate Risk: 14 - 13; High Risk: 12 - 10; Sovere Risk: 9- 6

Initial & Emp. No."|

of Sr, Staff Nurse:
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i Pain Character ... | Senlor Staff
'313‘9 &| Pain (dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions :‘E:‘lmﬂal Initial &
ime | Score | puming, referred / radiant pain) P-No.| Emp. No.
[
. 4]
PAIN SCALES
i PIPPS 6 or less = Minimal to no pain ;

(28 weeks to < 38 weeks)

7 - 12 = Mild pain - Provide comfort measures
>12 = Moderate to severe pain - Pharmocological intervention

CRIES The CRIES scale is used for infants > than or = 38 weeks of gestation. A maximal score of 10 is possible. If the CRIES score is > 4,
(38 weeks - 2 months) further pain assessment should be undertaken, and analgesic administration is indicated for a score of 6 or higher.
FLACC Scale

(2 months - 7 years)

0: Relaxed & comfortable, 1-3: Mild discomfort, 4-6: Moderate discomfort, 7-10: Severe discomfort / pain / both

Wong-Baker FACES
Paln Rating Scale .
(7 years - 12 years}

Numerical Rating Scale (age more than 12 years)

’,@? I S W N NN SR N SN SR S

|
YA | | | | | | 1 | | l |
70 /9/ 1 2 3 4 5 6 7 8.9 10
I&o H Hurts Littla Hurts H e Hurts Z f * * * * * T -
Hurt Lm'*’ Bit Mora Evan More Whols Lot Warat None Mild Moderate Severe

Critlcal care Pain
Observation Tool (CPOT)
(ventilator / comatose)

FACIAL EXPRESSION: 0 - Relaxed, Neutral, 1 - Tense, 2 - Grimacing . .

BODY MOVEMENTS: 0 - Absence of movements or normal position, 1 - Protection, 2 Restlessness / Agitation '

COMPLIANCE WITH VENTILATION (Intubated patlents): O - Tolerating Ventilatar or Movement , 1 - Coughing but tolerating, 2 - Fighting ventilator (or)
VOCALIZATION (non-Intubated patients): 0 - Talking on normal tone or no sound, 1 - Sighing, Moaning, 2 - Crying out, sobhing

MUSCLE TENSION: 0 - Relaxed, 1 - Tense, Rigid, 2 - Very Tense, Rigid

TOTAL SCORE: 0 - 2: No Pain; 3 - 4: Moderate Pain; 5 - 8: Severe Pain

Non-pharmacological
Interventions

Distraction: A - Relaxation-conducive environment; B - TV; C - Music; D - Physical and mental exercisers

Cutaneous Stimulation and massage: E - Positioning; F - Rubhbing / Massage the skin

Thermal Therapies (no longer than 15 to 20 minutes): G - Cold application; H - Hot application; | - Shortwave diathermy

Transcutaneous electrical nerve stimulation (TENS): J - Interferntial therapy | Psycho-social therapy/counselling: K - Individual Counseling; L - Family counseling

Pharmacological Interventions as pef doctor’s prescription
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DVT RISK ASSESSMENT

Assign a score of 1 if (YES) in parameter nos. 1 to 9, ant.*l‘~ assign a score of -2 if (YES) in parameter no. 10

Date g\\\u?

Time

S. No. PARAMETERS

Active cancer {on-going treatment or diagnosed
1 | within 6 months or palliative care) /0

Bedridden recently >3 days or major surgery
within four weeks

&

Calf swelling >3 cm compared with asymptomatic
. 3 |side, measured at 10 cm below tibial tubercle &
(Assess for both legs)

Collateral (nonvaricose) superficial veins present

4 (Assessforbothlegs) A
5 |Entirelegswollen (Assess for bothlegs) O
6 Localized tenderness along the deep venous
system (Assess for both legs) O
7 Pitting edema, greater in the symptomatic leg
{Assess for both legs) O

Paralysis, paresis, or recent plaster immobilization
ofthe lower extromity (Assess for both legs) 0

9 | Previously documented DVT (Assess for both legs) O

Alternative diagnosis to DVT as likely or more likely
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal failure, CCF Cellulitis
10 | (commonly mistaken as DVT), Dependent (stasis) /0

oedema, Lymphatic cbstruction. Septic arthritis,
Cirrhosis, Nephrotic syndrome, Calf muscle tear or
strain, Haematoma (collection of blood) in the
muscle, Sprain or rupture of a leg tendon, Fracture.

FINAL SCORE

O
Low Risk: -2 to 0 | Moderate Risk: 1to 2 | High Risk: 3to 8 { | 0 Lo

ClYes | [ves | OYes | CYes | ClYes | CIYes | [lYes

DVT prophylaxis started CINe | ONo | CINo | ONo | CINe | Cino

No
1
Si t & Emp. No. of RN
gnature & Emp. No. o %

Signature & Emp. No. of Sr. RN 1

(=)
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MODIFIED MORSE FALL RISK ASSESSMENT CHART

A
)]
Date L:,\‘\\'V\'\ ;“ (¢
Variables - 7
History of falling No | @A | o [ o o [ o | oo} o
(immediate or within 6 months) Yes | 25 25 25 o5 25 25 25 25 25
Secondary diagnosis No 0 0 0 H 0 0 0 0 0
(2 2 medical diagnosis) Yes | @)@ | 15 |15 [ 15 | 158 [ 15 | 15 | 15
Intravenous Therapy / No [ O 0 0 0 0 0 0 0 0
Heparin Lock / Tubes Insitu Yes /@ @‘ 20 20 20 20 20 20 20
AMBULATORY AID -
None / Bed Rest / Nurse Assist ﬁ @ 0 0 0 0 0 0 0
Crutches / Cane / Walker /15 | 15 15 | 15 15 15 15 15 15
Furniture 30 30 30 30 30 30 30 30 30
GAIT
Normal / Bed Rest / Wheel Chair @ /@ 0 0 0 0 0 0 0
Weak 10 10 10 10 10 10 10 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability /@ @ 0 0 0 0 0 0 0
Overestimated or forgets limitations 15 15 15 15 15 15 15 15 15
MEDICATIONS
Includes PCA / opiates, diuretics,
laxatives, hypnotics, sedatives, No 0~ O 0 0 0 0 0 0 0
immunosuppresent, anticonvulsants, | yag @ @ 15 15 15 15 15 15 15
anti-hypertensives, hypoglycemics
and psychotropics
Total Score 60 ;‘O
Low Risk (D - 24) — | —
-
Medium Risk (25 - 44) X A
High Risk (45 or above) v' W7
Signature & Emp. No. of RN '@é’w{ M/
Signature & Emp. No. of Sr. RN | |- |
° i 1R
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INTERVENTIONS Date

. =P
;,’/
2
.
s

Tick as per the Risk Score Time

Familiarize the patient with the immediate surroundings

Low Risk interventions (0-24) ‘

<
X

.-—G-i\
®

N
\

Remind the patient to use call bell before getting out of bed

Keep the two side rails in the raised position at all times for
all patients regardless of age

Keep the call bell, bedside table, water, glasses within the
patient's easy reach

Remove excess equipment or furniture to make a clear
path

NN N
NN

Keep the patient's bed in the low position at all times except
during procedure

Teach fall-prevention techniques, such as sitting up for a
moment befare rising from the bed

Bed wheels should be locked

Encourage family participation in the patient's care

Ensure that floor of the bathroom is dry and not slippery

Review medications for potential side effects that can
promotefalls

Use safety beits during movement in wheelchair

The patients are not ambulated by themselves. They are to
be ambulated only with assistance

Apply all the low risk interventions

Tie yellow fall risk tag in the bed and Wheel chair / Stretcher

Make sure that proper transfer precautions are instituted
for heavy or debilitated patients in a bed or wheel chair or
onatoiletseat

NS Y PN P

Use restraints and bed monitors as ordered by the dector

Allow the patient to ambulate only with assistance

Consider peak effects of the medications that effects level
of consciousness, gait and elimination when planning
patient's care

NN

Do not leave patients unattended in diagnostic or
treatmentareas

Accampany the patient while going to bathroom

Advice the patient to use grab bars near the toilet, bathtub,
and shower

Make sure the family and other visitors understand the
restrictions mentioned above

Apply all the low and medium risk interveritions

Tiered fallrisktag in the bed, wheel chair and stretcher

Locate the high-risk patients in a room close to the nurses’
station

NNN] NN

Answer these patients call bells as quickly as possible

Provide acommode atbedside (ifappropriate) e
Urinal/bedpan should be within easy reach (if appropriate) - /
Encourage family members or other visitors to stay with 7
them Y/

If appropriate, consider using protection devices: safety
belts

Signature & Emp. No. of RN

AR

Signature & Emp. No. of Sr. RN

X




Registration No
ag7e/

IP Number

Bil] ]?\To

Ward Name

___. KODAMBAKKAM (HEART)

MEDWAY HOSPITALS

17

), 1st Main Road, United India Colony , Kodambakkam, Chennai, Tamilnadu, In:

044-2473 4455

care@medwayhospitals.com

MHI202400017 Patient Name
o3 Gender

MMEH / HM /IPH2024000019 Discharge Date
MMH/HM/IPH202400018 Bill Date
RADIAL LOUNGE

Bed Name

ARUMUGAM PUCHI
Male
03/01/2024 5:25:00HM

03/01/2024  5:23;34PM
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