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PARTICULARS

YES

NO

I[P Number allocated to each Patient

Name, Age & Sex of Patient

General Admission Consent

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 Qutput Chart

Drug Chart (Duly filled)

OO NNIN N N NN YN

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

A copy of the Discharge Summary
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'Everg heart beat counts

Admitting Doctor: D Y. /fﬂPH]aIQIM 7 Speciality: {17 Q/Q//@@ﬂjgg’//d/

AdvisedDate &Time: 10/ N1/ Opoy () 1005
Provisional Diagnosis: - ._,I,Q M ?/W‘v
' RW 1 D \ &1W\‘T A

Reason for Admission:  [_| Medical Management [ 7] surgical Management
'Mhers (please specify details) C ﬁ()‘?
Admission Type: [, | Day Care [lER [Iward
[licu (Specify details)

Surgery / Procedure Name (if planned):

CBoT

Blood Product Requirement: Eﬁ |:] Yes (Kindly specify details of components required in space below)

Expected Duration of Stay: M (R

Expected Cost of Treatment (as per Fina?:lcial Counseling Form):

-

Payer: [] selt wnce D Others:

Instructions to Nurse (if any):

e ot Ak~ ot
fegr kAT

Any other Instructions (if any):

Doctor’aSigu:;me Name Reg. No. Date Time
. S chondeasy N
HAD V7 - A GLHHY ?///M 19 -ag]




For admission desk staff only:

Room Category:

[ 1 General Ward

[ ] single Room
[] Twin Sharing
[ ] Deluxe Room

[] Suite Room

[ -Gtmers 24

Admission intimation Receipt Details

Admission Time in HIS

Date Time Date Time
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(9%*/ O//QDZ%‘ 0 HM O ol] 2y (01059 M
Source: [ l\efpO
[ er
|:| Direct
To be filled only if Blood requirement specified by the Doctor:
Is Blood Reservation and Blood Bank clearance completed as advised: [ | Yes ]1)41)
Name Emp. No. Date Time

Fr%u:;ﬂff Signature
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ADMISSION FORM

=t

Marital Status Full Address i Telephone Number
M 0 DA pacal BT cReSS CTREBTY |ty 2% 2818
Occupation
ﬁ{_ HASGHmaPo @AM CHee mePET  ctzvna’- go
Referred from Date of Tlme OfAdmISSIOﬂ Date & Time of Discharge Total No. of Days
L)
DY-(fGJHLaan’I P% {Dao g/’/?—"l@ [¢% 2l
UNIT
g | Mc Dl Yes (ONo  IfYesARNo.:
FINAL DIAGNOSIS ICD Code
I e do e P NLYENEL ’T()-D‘ ¥
TOT _posTive fig ol 24
&Nb 3 (- ot” Ly Einedo . gso-l
;,7?9'?? Dilprerss MGLL TV S . en-9
DATE OPERATION / PROCEDURES ICPM Code
$.J0
g/l qu Aoﬂo‘\fﬁ’ﬁ«/ OG0 5RA g
DATE TYPE OF ANESTHESIA
q“m [ GENERAL .. '1_‘ [0 SPINAL CAL [C] REGIONAL [0 EPIDURAL
DISCHARGE SRATUS
[1 Cured O Discharge at Request [ Expired < 48 hours
i = » [0 Against Medical Advice _
mprove ] Absconded [0 Expired > 48 hours

I Unchanged [ Transferred t0 ..........owveeersmesensmaessenrsannees [0 Post-Operative Death

(e 32 ~
Signature %ﬁ&consuuant Sigﬁﬁ;’tuéﬂ#ﬁ‘eﬂéﬁoﬁs“%ﬁicer

S.No.:5




AUTHORISATION FOR TREATMENT | PAYMENT

I 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 / patient.pyﬂkﬂléﬂg.;’c}.M.m% )
who is My ..o IMIIMER (Relationship).

s

1 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 authorlse the hospital to transfer
me/the patient to any other hospital/institution for further treatment as deemed fit and proper by the hospltal authorities.

| also acknowledge having been informed if the General Rules and Regulations of the Hospital 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.

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

1, M1 the [D-Patientor [ Representative of patient have
(please tick the correct option above and below)

] Read

] Been explained this consent formin Engl_ish, which [ fully understand.

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

.

| 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 consent to use of assistants such as residé.nt doctors, other doctors, nurses, and other healthcare workers
by the hospital and treating doctor/ team.

| consentfor clinical consultation, admission, disclosure of information required for clinical management (under
confidence), routine medical examination (physical examination, palpation, percussion, auscuitation), 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 f 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.

I declare that, | have and will inform the doctor of my medical history including previous ilinesses, allergies, drug
reaction(s), surgical procedure, relevant medical family history and all other facts relevant to my treatment. |
shall nat 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 |
promiseto abide by them.

| understand that in case of some unexpected event occurring during the course of my stay | may be suggested
atransferto 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 haspital
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 haospital premises at the time of
discharge.




« lfurther declare that  have been given an opportunity to ask question(s) related to my admission, care planand  _~
proposed hospital stay, and that such questions have been answered to my satisfaction.

L

+ |declare that | have received and fully understood the information provided in this consent form, that ! have been
given an opportunity to ask questions relating to 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

Patient

hj) Jc Dj/ M Pg. ikaxp™

RNesilertnace Q ) 0% /ol /gqﬁ [®: 03P Y
Surrogate/Guardian ﬂ Glan todeo (Cod )
(it applicable #) k'g,’L‘/tf/_f’-_-——-——"' (Write name an: relationship with pat?er% O&g' / o/ / 2’/ fo " O’g ‘9 M

Reason for Patient is unable to give consent because:
surrogate consent

Witness M ) K. Salan YA DS//O) /2” [0/ -

=
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 DISCHARGE SUMMARY

IP No. _ IPH2024000059 D.0.A : 08/01/2024
UHID ! MHI202481661 D.O.P ' 08/01/2024
Name . Mrs. PANKAJAM MANI Room No. : RL

- Age/Gender 60 Years/ FEMALE
Consultant  :Dr. JAISHANKAR.K MD., DM., FIAMS D.0.D : 08/01/2024

Director and Clinical Lead
Cardiology and Electrophysiology

DIAGNOSIS:

EXERTIONAL ANGINA

TMT POSITIVE (04.01.2024)
NORMAL LV FUNCTION
TYPE I1 DIABETES MELLITUS

PROCEDURE: CORONARY ANGIOGRAM DONE ON 08.01.2024 - DOUBLE VESSEL DISEASE OF
LAD & RCA WITH BRANCH VESSEL DISEASE OF DIAGONAL & PDA.

BRIEF HISTORY:
Mrs. Pankajam Mani, 60years/ Fémale, Presented with Complaints of compressive type chest pain

associated with back pain during night time. History of UTI — 1 month back. She was advised Coronary angiogram
and referred to Medway Heart Institute on 08.01.2024 for which she has been admitted.

No H/Q fever, vomiting, diarrhea.
Known case of Type II Diabetes mellitus on medication.

N/K/C/O CV A-and hypothyroidism, systemic hypertension.

ON EXAMINATION:

Patient Conscious, Oriented and afebrile.
PICCLE - NIL

HR - 72bpm

BP - 140/72mmHg
SPO, - 97% in room air
CVS - S182 ()

RS - BAE

Abdomen - Soft

(NS - NFND

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024, Tel : 044 - 4310 8959 S
- . s 9955794557
'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 8359 044-2473 4451

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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‘ﬂ VESTIGATIONS: (A Unit of United Afliance Healthcare Pvt Ltd)

BLOOD: Hb- 10.9gm/dl, TWBC - 6130cells/cumm, PLT — 265000 lakhs/cumm, Urea — 38 mg/dl,
Creatinine — 0.70mg / dl, Na+ - 140 mmol/l, Ka+- 5.59 mmol/]l, INR — 0.8 secs.

ECG: Sinus thythm, HR — 80bpm.

DANKAJAM MANI  UHID: MHI202481661 IP.N

A L cTarot L
JCIACCREDITED NABH ACCREDITED

CXR: No cardiomegaly, bilateral lung fields clear

ECHO: Concentric LVH. No RWMA. Normal LV systolic function. EF — 60%. Grade I diastolic dysfunction.
Increased LV filling pressure. Normal RV systolic function. Aortic valve sclerosis. No AS / AR. Trivial MR.
Trivial TR. No PAH. No clot / vegetation /effusion.

COURSE IN THE HOSPITAL:

Mrs. Pankajam Mani, 60years/ Female, underwent Coronary Angiogram by right radial access on 08.01.2024
which revealed DOUBLE VESSEL DISEASE OF LAD & RCA WITH BRANCH VESSEL DISEASE OF
DIAGONAL & PDA. Post procedure was uneventful. She is advised for CABG (Grafts to LAD, major
diagonal, PDA & PLYV). Her medications are optimized and she is being discharged in a stable clinical condition.

ADVICE MEDICATIONS:

SL NAME OF THE DRUGS WITH DOSAGE FREQUENCY ROUTE RELATION DURATION
NO GENERIC NAME M A N SHIP WITH MEAL
. [TAB. CLOPILET-A 75/75sMG |0 0 1 ORAL AFTER FOOD TO STOP 5 DAYS
BEFORE CABG
2. |TAB. ROSEDAY 20 MG 0 0 1 ORAL  |AFTER FOOD TO CONTINUE
3. |[TAB. TENEPRIDE 20 MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
4. ITAB. NEBICARD S MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
5. |TAB. CYTOGARD OD 60 MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
6. [TAB. BECOZYME C 1 TAB 0 0 1 ORAL AFTER FOOD TO CONTINUE
FORTE
7. |TAB. PIOZ 7.5 MG 1 0 0 ORAL AFTER FOOD TO CONTINUE
8. [TAB. SOMPRAZ D 40 MG 0 0 1 ORAL AFTER FOOD TO CONTINUE
9. [TAB. GTN SORBITRATE 2.6 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
10. [TAB, ISCEPT FORTE 5/850 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel ;: 044 - 4310 8959 e
r- . e~ 9499794551
'F, @MedwayHospitals @medwayhospitals  ]|] @medway-hospitals y @medwayhospitals @ 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam | Mogappair | Chengalpattu I 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 | Website : www.medwayhospitals.com [ CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024, Tel : 044 - 4310 8959
, — S 91557 94557
f @MedwayHospitals @medwayhospitals ||} @medway-hospitals y @medwayhospitals &

DANKAJAM MANI  UHID: MHI202481661 IP.N
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Every heart beat counts
{A Unit of United Alliance Healthcare Pvt Ltd)

‘ DISCHARGE ADVICE
DIET LLOW FAT & DIABETIC DIET.
PHYSICAL ACTIVITY AS TOLERATED

REVIEW

REVIEW WITH DR. JAISHANKAR. K/ CTVS TEAM FOR CABG .

Toreport: Iftemp > 101 'F / Difficulty in breathing / chest pain / Giddiness/ palpitations.
Any other significant symptoms. In case of emergency Contact: Medway Hospitals (@ 4310 8959.

b

Ci CONSULTANT SIGNATURE

Dr. Jaishankar. K MD,, DM., FIAMS
Director and Clinical Lead

Cardiology and Electrophysiolo
Typed by : Ezhilarasi. : gy pay 244

Dr. K. JAISHANKAR
Reg. No: 49448

NS

“I Undeystood the

C p
discharge g, ot of the

mmary.u

FATIENY
HELPLINE

&==. 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence {Chennai)

Kodambakkam | Mogappair
044-2473 4455 | 044-26530011

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTCOB3665

Chengalpattu | Villupuram
044-27426829 | 04146-242000

Institute of Pulmonology

0884-2333367 | 044 - 4310 8959 044-2473 4451

Kumbakonam Kakinada Heart Institute
044-2473 4455

MHI/HOSP/2022/118
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IR
DAY CARE INITIAL ol

Date;cﬂor l Time of arrival: ._,40—'9'0—

Part A (to be filled by Nurses)

¥rs.p

Every heart beat counts

Vital Signs: Temp:iﬁ"r(”F) | Puise / HR; EE‘& (beats/minj | BP: r’ﬂ‘v )Ep_m’ (mmHg)
Respiration229_,_(breaths/min) | Sp0,: ek (%) | Height: {4 X (cms) | Weight: 18" ¥kgs) | BM!:Q&&K@ [mo"

Any Language Barrier:[] Yes ’Q—N{ If yes, please call Language Coordinator / Translator
Allergies :[] Yes ,[Z’ﬁo If Yes, specify:

Psychosocial Assessment:

Alcohol Intake: DYes/Eﬁo Substance Abuse: DYespro/ Smoking: []Yes []

Do you have any special religious, spiritual or cultural needs to be considered? [] Yesp—Nﬁ’
If Yes, specify details:

Pain Screening

Pain: DYes o. If Yes, Score: o }t <

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

] FLACC Scale (2 months - 7 years) [I Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Numerical Rating Scale (Age more than 12 years)

Duration: Location:

Pain Character: I:] Dull DAching L__| Sharp ]:l Stabbing D Shooting [:] BurningD Referred / Radiant Pain

Nutritional Screening:
Last 3 months Appetite []Increased [] Decreased .EANo Change
Last 3 months Weight [lincreased [ Decreased [JNo Change

Fall Risk Screening for adults: D-Nﬁﬂisk
] Age more than 65 years [ History of fall in last 3 months
] Walks with assistance 3 Any neurological problem

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

Fall Risk Screening (for pediatrics) —
[] H/O fall in last 3 months D Neurological problem (vertigo, seizure, etc) |:| Deranged Mobility [_] No Risk

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

Signature Name Emp. No. ; Date Time

Nurse g et n@,&u/&uj‘ﬂ PR 7l , Prfb&.{

lOs




Part B (to be filled by Physicians)

Chief Complaints % Jﬁ 5/%/ /77/4“% / % /‘%//‘4@«/ M b
l sntb 37!

Past Medical History

71_/‘97‘7_

Personal History

Wvﬁg;ﬂ %% :‘

Significant Family History

J—
Current Medication
NS(;. Current Medication Dose Route Frequency g?:::t‘;gg: ] To behtgosl;:ii;‘lljesrtlac;uring
7* '7@/'/’@?/2{9,@ < 2o iy (2D L//k OYes [1No
74
7. FPlp . 7@/ Wéb | D iy Yes [JNo
T NERaD S| plo | 10 ¥ [IYes LINo
&
7. NRo{EvRy 9o | P |60 [\ lpg@ 90Y  OYesONo
74
T Clopi 7, ?52 Pl | peog | 7T by ClYes C1No
-7 S@Mm ) (o /045 o 25 2y [JYes [INo
7. &17/]/ S\W Q-b/-), /db z/c)’? ff [Yes[]No
T. O’ff’OW 2D épz} fé [@D QII\QA@g-U* [OYes[INo
) “ : ' [dYes [INo
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Clinical Examination / Investigation

LA 8.5 4GP
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Lyt 97
o . ¥
Moa: 149
K Z 5T

Provisional Diagnosis

ﬂ7 yaory, quf) by
7?%&£1D7?
Tr7T o STFVE

Plan of Care (including Investigations Ordered)

OQ—&V

Doctor’s Signature 7/)/// Name @/WZJ Reg. No. ggaj/ Date K//%
7
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DOCTOR’S PROGRESS NOTES
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NOTES
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The way to hetter health
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NUTRITION ASSESSMENT AND CARE PLAN FORM

Department of Dletetlcs

I

1

i

MHI/DIET/2022/147
ﬁ Medway

Heart
/Institute
Every heart beat counts

Wrs. PANKAJAM MANI
60/ Female/MHI202481661

0870172024 /1PH2024000059

Dr.KJAISHANKAR

IO

P

S G Tabm | €5,

Weight:...

Food allergies: Yes{ b7 Ty ves, specify...

Religious Beliefs:

|:| Vegetarl'an

E]’Nun Vegetarian
]

DJaIn'

Diet Prescription:y.a.

— %
MENT (ADULTS)

i) . \ N Y oy . y Y
Ay . Pa'denis related Medical History : !
n Weight Change [overall change In past § manihs} - N T - .
! O [mE] 04 ! 0s
Ho weight change/ <5% S-10% 10-15% »15%
. B K ..
g a - vl ' "\ [ 1 i ¢
)] DietaryIntake | Duratign: - -
LPT1 i- - 02 . JOoa D4 Os
/ Coa b ; T T S y I
Oral Mo change Sub - optimal Full tiquid dietf Hypa -calore Starvation
solld diet r moderate :_"_ Tiquid diet B
\ A R A overall decrehse fe * -
Enteral / Adequsta f Sub - optimal Inadequate Typo- calorie Starvation
Parenteral Extesslve ~ N feads
Nuttiton R . A o I N N I
1) Gastrointestinal Svmpl}manrzdnn'.
e [=F} R CEE . L =L Os
No symptoms Hausea Vomiting / Dlarrhoea severs anoresia
moderate Gl
symptems .
4) l Funcrional Capacity {Nutritign refated ) Quration: - M s . L ’
M DERE D02 J =] O Os
0 None fimproved CiMculty with . Difficulty with = Light actévity Bed / chalr=
C ambilatian - 2| - normal stvity S ridden with no
N ' 1 - or fittle activity
5 | o= morbldity (Clsease and Its relatianship o nutridon req ) . R . ; Lo
01 e Oz Vuﬂ - 04 Os
Healthy Mild eo - Moderate 0o« severd 0= Vary severe
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Kutrftiadal Status ; Based on this patient [s - oo /\Q N e
Welt Nourishad s R ¢
Moderately Malnourished [i5 10 18) ( | )
Severely Matourished ' Oistosy = " . L
- T
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Hutrtion Intervanton:
)
Mﬂ o O emeni ID Parenteral
Dhlmunselﬁpmﬂdeﬂ: ,ﬂs O Na
Frequency of re-assessment: _PW{H!' DOFort- night L Monthly
L
Enteral / Parenteral [1paly Caloriecount: ] Yes p”(
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Every heart beat counts
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PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES

Diagnosis: £TYPLC-L Hrlbin }ﬂfcrmu [ £v/altergies if any: Nre oA
{ ! FeaT {14
From (Area) To (Area) Date Time Reason for Transfer / Name of Procedure
3% Cortt Lah |8 [ifoy I & Cpe
7

Method of Transfer: ] On Bed 261 Wheelchair [] On Stretcher
ASSESSMENT OF PATIENT:
General condition of Patient: nscious [] Semi-conscious [ Un-conscious

Language Barrier: [ Yes Q,N'O’D If Yes, specify:

Fall Risk Category: [] Low Risk. T Medium Risk [] High Risk

Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse (beats/min} Sp0, (%) BP (mmHg) Pain Score

A2 |ma It g s Fa | tuylse| e

Pain Scale used: [1PIPPS (28 weeks to < 38 weeks) [LICRIES (38 weeks - 2 months)
L] FLACC Scale (2 months - 7 years) DWong-Baker FACES Pain Rating Scale (7 years - 12 years)
|_HNumerical Rating Scale (>12 years) L1 CPOT (ventilator / comatose)

Any pre-medication given: -
Any critical information: —
Any specific recommendation: ~
Signature Name R Emp. No. Date Time
) [y

Handover by f:)-:.{‘l‘o’bh(——' RN JU (W CYSOA SoL ,5/ oy [

Handed over to 4&:‘ Dowiss .S 6235 R / ! /24-\’ 151
U
After Procedure: ' .
Procedure completed: Yes [ Yes | Any critical information: N1 l
Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse (beats/min) Sp0, (%) BP (mmHg) Pain Score

R E | D0 hylk 69 Mt [oovt [ 15716408 | Vo

Pain Scale used: [1PIPPS (28 weeks to < 38 weeks) [CICRIES (38 weeks - 2 months)
L] FLAGC Scale (2 months - 7 years) L Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
umerical Rating Scale (>12 years) ] CPOT (ventilator / comatose)

Signature Name Emp. No. Date Time

Handoverby | §) Dss, . S 0207 8l/2 113,23
Handed over to bé‘iz'-«’ /[’)Hg o HERIB Dz 70 /2 )
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Mrs. PANKAJAM MANI
60/ Female/ MHI202481661
08/01/2024/1PH2024000059

CONSENT FOR CORONAR( GIOGRAM /
CORONARY ANGIOPLASTY

Dr. K.JAISHANKAR

DRI RO RGO
CONDI{ TION AND PROCEDURE
Dr .20 has explained that I have the following condition:

-
T )

Fat (chelesterol) and calcium can build up in the arteries like rust in old pipes. It can stop 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. Afteran injection of local 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 be an operation such
as a coronary by-pass or a procedure called an angioplasty (the arteries are widened using a small sansage shaped balloon).
Sometimes, drugs alone may be a suitable option.

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

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

Less than 1 in 10,000 | 2y qkin 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.
{(g) A higher lifetime risk from x-ray exposure.
(h) Death
1 in 100 people (0.01%) (the heart may not beat in a proper rhythm which will need urgent treatment
(3) 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
1in 20 peaple (0.05%) (m) Major bruising or swelling at the groin punture site
Most People {n) Minor bruising
PATIENT CONSENT: ~g, 3} o Lo,
Packnowledge that Dr., 52l has explained my medical condition and the proposed procedure. I 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 have been explained that some reprocessed items might be used once its
sterility and integrity is confirmed. 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 convemns have been discussed and answered to my satisfaction. I
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 inmediate life-threatening 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 ofthe above statements,

I REQUEST TO HAVE THE PROCEDURE

Signature Name Date Time
Patient/Guardian
with relationship i) . ' £9 20
witness o\ Y. Seeanya oflotdozl| jo.Bo |
Doctor 3774 o Solat Gudbhar~ [ 2]/ 75 40 10-95
Interpreter !
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Jei ACCREDITED NABH A(.‘CREBITED

United Alli Health Pvt Ltd
® CORONARY ANGIOGRAM REPORC" United Allance Healthcare Pyt Lt
PATIENT NAME : Mrs. PANKAJAM MANI UHID : MHI1202481661
AGE/GENDER  :60 Years / FEMALE IP NO : IPH2024000059
CONSULTANT : Dr. Jaishankar. K MD., DM., FIAMS D.O.A : 08.01.2024

Director and Clinical Lead D.O.P : 08.01.2024

Cardiology and Electrophysiology

" CATH DATE 08.01.2024 DONE BY DR. JAISHANKAR

CATHNO 3557 ASSISTED BY SN. SATHYA

CATH DURATION 5 MINS TECHNICIAN MR. TAMIL
HEIGHT 148CMS PHYSICIAN ASSISTANT MS. SHALINI
WEIGHT 78KGS

CLINICAL DIAGNOSIS: TYPICAL ANGINA, TMT POSITIVE (04.01.2024), NORMAL LV FUNCTION,
TYPE Il DIABETES MELLITUS

CATHETERIZATION PROCEDURE: AFTER OBTAINING INFORMED CONSENT, PATIENT WAS
BROUGHT TO THE CATH LAB. UNDER SAP, PROCEDURE DONE BY USING 2% XYLOCAINE AS
LOCAL ANAESTHESIA AND SELDINGER TECHNIQUE.

APPROACH : RIGHT RADIAL ARTERY
SHEATH : 5FR

CATHETER : SFRTIG

CONTRAST MATERIAL:lI NON- [ONIC, CONTRAPAQUE
MEDICATIONS : Inj. Heparin 2500 U
COMMENTS:

“

LMCA - NORMAL. BIFURCATES INTO LAD AND LCX.

LAD - TYPE NI VESSEL AND GIVES RISE TO 1 MAJOR DIAGONAL .PROXIMAL LAD
APPEARS NORMAL. MID LAD ASTRIDE MAJOR DIAGONAL HAS 90% TUBULAR STENOSIS
(MEDINA 1-1-1). DISTAL LAD HAS LUMINAL IRREGULARITIES.MAJOR DIAGONAL OSTIUM
HAS 90% STENOSIS.

LCX - NON-DOMINANT AND GIVES RISE TO 1 MAJOR OM. LCX AND BRANCHES ARE FREE
OF DISEASE.

RCA - DOMINANT AND GIVES RISE TO PDA AND PLV BRANCHES. PROXIMAL RCA
APPEARS NORMAL.MID RCA HAS 50% TUBULAR STENOSIS.PDA PROXIMAL PART HAS
30% TUBULAR STENOSIS FOLLOWED BY 80% TUBULAR STENOSIS IN MID PART.PLV
OSTIUM HAS MILD PLAQUES.

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024, Tel : 044 - 4310 8959 PATIENT
; 4 s g 167 94551

- ' L
f {@MedwayHospitals @medwayhospitals [} @medway-hospitals y@medwayhuspitals @ 1ﬂl]ﬂ 5723003
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 | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHIfHOSP/2022/118
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IMPRESSION:

DOUBLE VESSEL DISEASE OF LAD & RCA WITH BRANCH VESSEL DISEASE OF
DIAGONAL & PDA.

GOOD LV FUNCTION
RIGHT DOMINANT SYSTEM

ADVICE:

CABG (GRAFTS TO LAD, MAJOR DIAGONAL ,PDA & PLV )

b

G‘ CONSULTANT SIGNATURE

Dr. Jaishankar. K MD., DM., FIAMS
Director and Clinical Lead
Cardiology and Electrophysiology

To visit at www.medwavhospitals.com

FATIENT,

T
A’ 18005123003

#9, 1st Main Rad, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959
f @MedwayHospitals @medwayhospitals in @medway-hospitals y@medwayhospitals

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 | Website : www.medwayhospitals.com [ CIN : U74000TN2011PTC083665 MHI/HOSP/2022/118
e
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Mrs. PANKAJAM MANI
60/ Female/MHIZ02481661
08/01/2024 /1vH2024000059

Dr.K.JAISHANKAR

(

kT P, Y,
Y ] SAFE PROCEDURE CHECKLIST " Near
Medway Hospita '§® Adapted from V\@O Safe Surgery Checklist \ /l'n stitute

The way to better health

{AUnh of United Allianca Healthesza Pyt Ld) Every heart beat counts

Name of the Procedure : I ﬂ(fl

Does the Procedure involve Procedural Sedation : [] Yes(z'l(

SIGNIN |9 9.0 TIME QUT a’,[ SIGN OUT
Befcre Induction of Procedural Sedation After procedu ral Sedation and befare pracedure When Doctor indicates that the Procedure is completed

(Anaesthetist / Qualified Physician administering Procedural {Anaesthetist or Qualified Physician administering Procedural Sedation + Nurse + Technician + Doctor
Sedation + Nurse + Technician + Doctor parforming the procedure) performing the Procedure

PATIENT LABEL

Date & Time : é)/'} /‘7(39

Patient Confirmation All team members introduce themselves by Name and Role To be done for each procedure in case of multiple
/ / procedures é /
Identity by two identifiers [Yes Identity by two identifiers ny Name of the Procedure done written down KIYes 3
Foi2) =]
Pracedure E‘V;s/ Procedures. (’% ,ZT Yes~ Name and sitg of all specimens / investigations []Yes[JNA
Side mt CILt CINA Sida Qd_ p E Ol/t C ! E QﬁDm—'ﬂ ARt LILt LINA confirms labeling and sent to lab .
pected Blood loss
o Ex d Blood |
Consent FlYes Position @ (4 tme. @ Yeg Any recovary concems : OYes [ANone
Known Allergy OYes Consent — 1 (=73 If Yes, Pls. specify :
If yes, plaese specify Required equipment and implants available FlYes (INA
Difficult airway f aspiration risk o O Yes, equipment} Essential Imaging disptayed PlYes CINA
f dentures and aglstance available | Antibiotic prophylaxis within last 60 minutes [JYes [ANA
Possibility of hypothermia 0 [ Yes, wammerin place | Name of the Antibiotic given Any Equipment / instrument problem that needs to be
ty of hyp “Bﬁ P - - addressed : dYes [ Necne
Venous Thramboembolism Prophylaxis Provided Yes If Yes, Pls. specify
All conee nesthesi qulpyMed:wﬁon check complete | Anticipated duration briefed es '
Osp02 [pn{w thers pls. specify_. CZ % | Anticipated blocd loss briefed D'@ CINA d
Pre OP medication taken [OYes Adequate fluids and blood available /, [lrés [1NA /
Team briefed on any critical or unexpected steps [2’??3 Cormective aclion :
Required equipment for (Z‘Yes OONA For procedural sedation cases e
procedure available Any patient specific concems : LIYes [4dNong
Intra procedure glycemic control [1Yes [
Any concerns about sterility [1Yes [ANone
[
Anaesthetist / Dogtor giving Doctor performing the Nurse: R /;0 < Technician : { Y-, @Q_}Y) Others Please Specify :
Procedural Sedati Procedure : @@93'_
ool6 ]
D'ate: | Date : &’/,/Q,.LP A2y D.ate: Q}[IQ_H D‘ate: @}f b5 Dlate:
Time ~Time : Time : : Time : }
\. J
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Procedure Monitoring Sheet- (Cath Lab)
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Every heart beat counts

Mrs. PANKAJAM MANI
60/ Fermnule/ MHI202481661
0870172024 /1PH2024000059

Patient Name

UHID /1P :

Dr.K.JAISHANKAR

(I MR

Consultant :

AgeISex bO[p

Ward Unit : QQ)L/
Diagnosis: 12D /ﬁ’(f_t‘[ p -t Bal \l""—\

Pre Procedure Checklist (Please tick appropriately — To be filled by the Ward Nurse)

PARAMETERS YES NO NA
Vital signs : BPA4A l??ﬂemp:..%.%’f.ﬂPulse:.?Ir?:.’RR:..&Q. SPOZ:%?—/ —
Urine voided /
Bowel preparation "
Pre-procedure medication administered —
Procedure site marked :_7
Skin preparation done " '
NO Men T eFX _A
Loose Tooth removed Cvbpad Jowo 4 loorl C5P pe
Contact lenses / Eye glasses re‘m'oved 1o ‘&g &g?w .Lg“t{&' Suz;ﬁ:jm it
Prosthesis present ’ v ’ ) S "
Jewellery/Nail polish removed /
Checked for Allergies {Drug / food) L[\ﬂm -
IV line/ln-situ —
Consent taken -
Investigation reporls / Documents received
Signature of Nurse : o, r\;&"'a ' Date & Time 8‘71 /2 L@ Y0 .24

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

Time HR / min RR / min BP mmHg Sp02% Medication /Remarks | Sign. of Nurse
a - 0
T YA Vo I | 1 51/balies)| 1007 - Pz‘@m
12.h0 79—!)'/-/#} 20 b([n} I'I‘SITZIW] Gar

9 brlwd 15&} SAAEY)

1,50 |Ba Mt

M/;fﬂ'f o\er

}mmﬂ




Post Procedure Follow Up Data (to be filled by the doctor)

_ 13 05 Route:Mﬂ@L@&&E@_@m@

Complication : Ap] I

BP: 1957/58’/:oﬂmmHg, HR: ’ﬂTmeﬁ;,RR:QQL;M,Spozz los Y.
‘racluaj

Dlstal Pulse: T:F’/U“ ., Puncture Site:_ﬁJ_cLEQw}%'_ﬁQ her‘aJ"Bfﬂ_q

. Advise:
¢ Shift To: Ward / ICU / BL
¢ Bedrestupto hours
4 Observe puncture site for bleeding
¢ Watch for Pulse in [ artery.
¢ Diet f)4 .Di\d‘
4 Inform Duty Medical Officer SOS
a) If patient complains of any Discomfort
b) If dressing is Loose or Socked with Blocd
c) Iflimbs are Cold / Absent Pyls
¢ Remove. B:f— P{Jld/g Wb%ising on < } f }Q—J—f a 10.30 AM /PM after informing
to the consultant .
¢ Special instruction if any: N] ] ’ .o ﬂ;ﬁ"
- - ‘Name & Signature of Consultant
POST PROCEDURE OBSERVATION
Date &Tlme BP |HR|RR| Sp0O2% Site Evaluation Extremity Status Remarks Sign. of Nurse
o¥l77Z I & Tl ;
R T e e I Rl R ~ Cp ot

e

/
/

/

—

i

Nurses Notes :

pvocedirie cﬁad@m,ﬂ%\@w@@?w&e@

(SL@% ~emovad,  Tight plasten’ bmﬂage a@”&@fg
@mtﬂ ho )m?}»’\aq_j'Dma‘

Condition at the end of procedure : Ale [] Critical

Patient shift to : I:] Recovery Room [] Patient Room [:l CcCu Other gl
Name & Signature of the Nurse : L Date & Time: g/ ] / 24

q%@ﬂ | @ \;KO“/
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BRADEN SCALE FOR PREDICTING PRESSURE INJURY RISK

Pati=—t R=tnila fA& I ohnl haral

Mrs. PANKAJAM MANI
60/ Femalc/MHI202481661
¢ 08/01/2024/1r12024000059

( DOr.KJAISHANKAR

: oIS A At A

MHI/NUR/2022/045
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Every heart beat counts

Date

14 11

2

Time:

m| e

n

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, butT]
cannot always communicate discomfort

or the need to be turned OR had some

sensory impairment which limits ability to

Mpairment

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

Af

a3

discomtort tofeel pain or discomfort over 1/2 ofbody | feel pain ordiscomfortin 1 or 2 extremities | discomfort
1. Constantly Molst 2. Very Moist 3. Occasionally Moist 4, Rarely Moist
MOISTURE :__Sﬁﬁa occasionally moist, requiring an

degree to which
skin is exposed

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

Skin is often, but not always moist. Liner]
must be changed atleastonceashift

extra linen change approximately once a
day

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

to moisture turned -
1. Bediast 2, Chairfast 3. Walks Occasionally La-WaiRs Frequently

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

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

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shift
inbed orchair

atleast once every two hours
during waking hours

MOBILITY
ability to change
and control body
position

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 make
frequent or significant changes
independently

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

4. No Limitatien

Makes major and frequent
changes in position without
assistance

NUTRITION
usual food
intake pattern

1.Very Poor

Never eats a complete meal. Rarely eats
more than any foed 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 1V's for more
than S days

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

equate

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
wien offered OR Is on a tube feeding or
TPN regimen which probably meets most
of nutritional needs

4. Excellent

Eats most of every meal.
Mever refuses a meal.
Usually eats a total of 4 or
more servings of meat and
diary products. Occasicnally
eats between meals, Does
notrequire supplementation

IS

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, Potentlal Problem

Moves feebly or requires minimum
assistance. During a move skin probably
slides to some extent against sheets,
chair, restraints or other devices,
Maintains refatively 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 [ift up completely during move. Maintains good position in bed

TOTAL SCORE

ANV

[nitial & Emp. No.
of Staff Nurse:

L3yl

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

Initial & Emp. No.

D

of Sr. Staff Nurse: 1

(@

=

S.No

.1 22
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PAIN RE-ASSESSMENT & MONITORING CHART . “"E‘l“.“l‘.‘“.“.‘?“f“f‘f“f\‘.‘f\?\.\E‘.‘\f\f\ ______
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Date &| Pain Pain Character ] Staff Initjal | S€Mior Sta
dull, achy, sharp, stabbing, shooting,| Duration Location / Site Interventions Initial &
Time |Score|' ubu?r‘l:ing,sre?g:rezf radiant pgicr,l)mg ocation / Si & Emp. No. Emp. No.
-] — r— [
(o/go fo ro qu g (59“”"3 e
§ o o) O
— ——a—— ——
% (91 [ oo |
Phseu| @ Hesl (fo (dt Jok, 11 Ko
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l425| %o No(n)ﬂ - | — . o | .
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. i Senior Staff
Date &| Pain Pain Character Staff Initial .
. (dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions Initial &
Time | Score | burming, referred / radiant pain) & Emp. No. Emp. No.
\
10257 | s Mc)(pm 7 = _ =1

PAIN SCALES

PIPPS
(28 weeks to =< 38 weeks)

6 or less = Minimal to no pain
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 Scaie

(2 months - 7 years)

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

Wong-Baker FACES
Pain Rating Scale
(7 years - 12 years)

o,

~~ - = — Numerical Rating Scale (age more than 12 years)
~ ~
o2 o @0 I @9 40 I S =csti LS NS NN N N N B
=/ St B — N M \_cll/l/ | 1 | 1 | ]
0 a P 3 1 2 5 8 9 10

1 | |
5 10 3 4 6 7
No Hurts Hurts L Hurts Horts Hurts T ? * * J t *
Hurt Litte Bit Moro Evan More Wheolo Lot Worst None Mild Maderate Severe

Critical care Pain
Observation Tool (CPQT)
{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 patients): 0 - Tolerating Ventilator 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 - Rubbing / 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/eounselling: K - Individual Counseling; L - Family counseling

Pharmacological Interventions as per doctor’s prescription
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DVT RISK ASSESSMENT

Assign a score of 1 if (YES) in parameter nos. 1 to 9, and assign a score of -2 if (YES) in parameter no. 10

Date %\ ﬂ%\

Time| o°

S. No. PARAMETERS

Active cancer (on-going treatment or diagnosed
1 | within 6 months or palliative care) b

Bedridden recently >3 days or major surgery
2 | within four weeks

G

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

S

Collateral (nonvaricose) superficial veins present
{(Assess for both legs)

5 |Entireleg swollen (Assess for both legs)

6 Localized tenderness along the deep venous
system (Assess for both legs)

7 Pitting edema, greater in the symptomatic leg
(Assess for bothlegs)

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

9 {Previously documented DVT (Assess for both legs)

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)
cedema, Lymphatic obstruction. Septic arthritis,
Cirrhosis, Nephrotic syndrome, Calf muscle tear or
strain, Haematoma (collection of blood) in the
muscle, Sprain or rupture of aleg tendon, Fracture.

&

FINAL SCORE

"{o

Low Risk: -2 to 0 [ Moderate Risk: 1to 2 | High Risk: 3to 8

)

Cves | OYes | OYes | OYes | OYes | CIYes

DVT prophylaxis started [No | ONe | ONo | ONo | CiNo | ONo

Signature & Emp. No. of RN

NRE

Signature & Emp. No. of Sr. RN
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MODIFIED MORSE FALL RISK ASSESSMENT CHART

Date (9\\\9/‘* 9 \M

Variables Time

History of falling No [’(‘D /703 0 0 0 0 0 0 0
(immediate or within 6 months) Yes | 25 | 25 25 | 25 o5 o5 25 25 o5
Secondary diagnosis No 0 | o[ O 0 0 0 0 0 0
(= 2 medical diagnosis) ves [(A5) /18 )| 15 | 15 [ 15 | 15 [ 15 | 15 | 15
Intravenous Therapy / No 0] 0 0 0 0 0 0 0
Heparin Lock / Tubes Insitu Yes (:'20 ) 20 20 20 20 20 20 20
AMBULATORY AID hyl
None / Bed Rest / Nurse Assist ( 0) 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 0
Weak o[ 10 | 10 [ 10 | 10 10 | 10 | 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability m @ 0 0 0 0 0 0 o
Overestimated or forgets limitations 15 15 15 15 15 15 15 15 15
MEDICATIONS '
Includes PCA / opiates, diuretics,
laxatives, hypnotics, sedatives, No | O 0 0 0 0 o 0 0
15 15 15 15 15 15 15

immunosuppresent, anticonvulsants, Yes 5
anti-hypertensives, hypoglycemics
and psychotropics

A G-

Total Score XO

Low Risk {0 - 24)

Medium Risk (25 - 44)

High Risk (45 or above)

Signature & Emp. No. of RN B‘J%% ,

Signature & Emp. No. of Sr. RN % L

0 - 24: Low Risk; 25 - 44: Mediurn Risk; 45 or above: High Risk




INTERVENTIONS Date

%

Tick as per the Risk Score

Low Risk Interventions (0 - 24)
Familiarize the patient with the immediate surroundings

S
SN

Remind the patientto 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

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 before 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

NN INTY NN

Review medications for potential side effects that can
promotefalls

Use safety belts during movement in wheelchair

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

Medium risk interventions (25 - 44)

Apply allthe 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

Use restraints and bed monitors as ordered by the doctor

NN NAN

Allow the patient to ambulate only with assistance

N

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

Do not leave patients unattended in diagnostic or
treatment areas

Accompany 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

High-risk'interventions (45 or abovc}
Apply all the low and medium risk interventions

Tiered fall risk tag inthe bed, wheel chair and stretcher

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

—

Answerthese patients call bells as quickly as possible

Provide a commode at bedside (if appropriate}

Urinal/bedpan should be within easy reach (if appropriate)

Encourage family members or other visitors to stay with
them

If appropriate, consider using protection devices: safety
belts

O N N Y

Signature & Emp. No. of RN

@\?@ N NAPN R NIN NIN NN | IN

S

Signature & Emp. No. of Sr. RN

i}
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