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MRD CHECKLIST

MH/ PRINT / 0075 / MRD

PARTICULARS

YES

NO

IP 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 filied)

NNIANENANE VAN RNV NANIEN

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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Admitting Doctor: CJ\\-\O ) O é(/t Speciality: ( 7@910'/( O /@4\1(&_
Advised Date & Time: u] | /LL@\ 07 O T

Provisional Diagnosis:

7 @vﬂu&{b Teomi ]T‘ﬂ?e /1 ‘D"’/“']Cb. L «Dy&chc%v/@l,D

Reason for Admission: [ ] Medical Management [ ] surgical Management

Mse specify details) 07” f

\dmission Type: y-Care [ ]ER [] Ward

[]icu (Specify details)

Surgery / Procedure Name (if planned):

(AKX

Blood Product Requiremeut;/B'N-o/' [:] Yes (Kindly specify detaifs of components required in space below)

Expected Duration of Stay: m o A7 ng o

Expected Cost of Treatment (as per Fmal}rc:al Counselmg Form):

Pamnsurance [ ] others:

Instructions to Nurse(if any): -

¢ #}d/m&%tew % %Q\

Any other Instructions {if any):

[booo-r

Doctor’s Sjgnature Name Ur. G. Gnanavely me, orfiRem)Neec Date Time

y Advisor & L ;
Qf ok C;h.vefgardric:;: Zrt ?’7%% \\\\\‘WY Q-§$7

Xeg. No: 39469




For admission desk staff only:

Room Category: [ ] General Ward
[ ] Single Room
[ ] Twin Sharing
[] Deluxe Room

[] Suite Room
Admission intimation Receipt Details Admission Time in HIS
Date Time Date Time

o124 | ftjz ;_5;9'/% M/Dl/2l/ 1015 8HM

Source: OPD
[]ER
D Direct
To be filled only if Blood requirement specified by the Doctor:
[s Blood Reservation and Blood Bank clearance completed as advised: | | Yes .JZ]/N;

Front pffice Staff Signature | Name Emp. No. Date
B A N L R

% &
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ADMISSION FORM

1
! Patient Dataite 7A#G 2 ~e s
. M1 MURUG

57 /Malc/ MHI202481753
11701/2024 /1PH2024000094
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Marita;l4 Status Full Address Q MLL—’VLL, Telephone Number
Occupation /% é’] - \)QHMVP) A-22 2 C?EL[-L} 24. 3 L@D
Po <1 A NS
Referred from Date IOf Time of Admission| Date & Time of éiojcharge Total No. of Days
bt 2y N f (&0 0
Dv - Onansvew @) Ib!15 B l( A - J:)‘YS 4&*mm i
UNIT
MLC [0 Yes Ao If Yes AR No. :
poL
FINAL DIAGNOSIS ICD Code
ChS — peepntT  TIAIM| T9E A
MILE LV DYSFINCTION TCo: |
&ygupr&femm. g £
T‘iIPE [ Bim £1-9
DATE ) OPERATION / PROCEDURES ICPMCode
C@Q@MP&/ AN Rt ROME 98 .5%
@ \\\\\M
o il .
DATE TYPE OF ANESTHESIA
“\\\ 29\ [ 1 GENERAL [J SPINAL MCAL [ 1 REGIONAL [ EPIDURAL
DISCHARGE S'ATUS
[0 Cured [0 Discharge at Request [0 Expired < 48 hours
o O Against Medical Advice Evpired h
Epm roved [] Absconded [0 Expired > 48 hours
O Unchanged [T TranSIErred 10 .. eeeeeee e eeeesseessenens O Post-Operative Death
Q’" Qﬂ\/w ' 253F
Signature of the Consultant Signature of Medical Records Officer

S.No.:5



AUTHORISATION FOR TREATMENT | PAYMENT 4
| 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....MU]?.—.l).Q’!ﬁ(U..'p ..... 4
who is my ... HUSRAWD..... (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 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.

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

fdgenes, Lemd OEISHIEH st OFbw AHBETID PGS

Bgein apeoldna B BQINED, WihSHab, SrSwi, gepamu agsgies eanfuiissT aenéss /Cpmuned ............. st
................................................................................ &5 GosmauliLrL GenssnensensT FWSH EHHISEnsT OanBhsab. LLES
s Aan@sSs Osllipmpasi/ Sinens dédans Oaiuab SBanmb apriesGnear. Erst / S50 eofdgster Comuneficr
E\Fe0s G EMT C1SMODS APAaIGID O\FQISE Basir apeold 2.myf HefsSGmebr.

Guoed sanfiwg Guned Beuenen HiTelr sritsst bGSHIUGHDETET OFeaEamaT &L saunflemd asieen Grmunafisow Baaprm
wESEaIDmens, Np fidéames / Jinenss A8dens Qe BLomhn QULISme sTeng) 2_nsllenssit apsowns Qup Hrelt SHfsamb
Slefli&ACmeir.

IBSHcunaeulielr Olung) sLL Sriniser uhl fsfefs Sl s ECnsts.

Grmuneiég 2-fwuneaT a6en LT, Has Sl Saatp OUTEGLET wneyb ungsriuner SL B wrpULGiLLer / Dieay
OISy e psterfiLn QeEn@asiurGeteng. Sbs WwWESHsuDmeT aeng/Srnunafulsr abgalls BapLsShe aummiich
etenr 2@ QeIBEme. . .

CuHSHULILL HHepaTSHin aemsd slsaufliasiurL ngsnetr eosOWmUILLECELET.

N 5, (Buody

SFsilslut enamauum LD Gss semgy/_mefienit/sniuneri epsswmiILD

Signature of Admitting Nurse Date Signature of the Patient / Relative / Gurdian

wior] 2y

r\
wi/dy - 5 @)9‘7'67
2_DSYIpen :

Nature of Relationship
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GENERAL CONSENT FOR ADMISSION

I Mu2oensn 4> the [WFatientor [J Representative of patient have
(please tick the correct option above and below)

[ Read
[ Been explained this consent form in English, which [ fully understand.

- . » N ¥

- | 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.

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

« | 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
costoftreatment/ 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.

q « ldectare that, | have and will inform the doctor of my medical history 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
relevant information on my part.

« ldeclare that | have been explained about my rights and responsibilities.

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

» lunderstand thatin case of some unexpected event occurring during the course of my stay | may be suggested
atranster to another hospital / healthcare organization, as considered appropriate by my treating doctor,

- lunderstand 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 anqr-
proposed haspital stay, and that such questions have been answered to my satisfaction.

» ldeclare that| have received and fully understood the information provided in this consent form, that | have been,—l
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.

i

Signature / Thumb Impression* Name Date Time

Surrogate/Guardian

it applicable # 2, Lor7 5
( e'app icable #) 8@0 q@ {Write namegre!ations ip with patient) “‘ ,O' {Q’Lf rD ! ! 5 'H

patient Pt LMVRVeAn. |nloiay |1olish
=

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

Witness

{f applcanie LRl R o \vaiw Wil2y | 10115 M

* 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. . IPH2024000094 D.0.A ' 11/01/2024
UHID _ MHI202481753 D.O.P ' 11/01/2024
Name . Mr. MURUGAN. P Room No. : RL
Age/Gender 57 Years /MALE
Consultant  :Dr, G. Gnanavelu. MD., DM., (cardio) FACC D.O.D : 11/01/2024
Chief Cardiologist

DIAGNOSIS:

CAD - RECENT IWMI

MILD LV DYSFUNCTION

DYSLIPIDEMIA

TYPE 11 DIABETES MELLITUS
PROCEDURE: CORONARY ANGIOGRAM DONE ON 11.01.2024 - TRIPLE VESSEL DISEASE.

BRIEF HISTORY:
Mr. Murugan. P, 57years old male, presented with complaints of chest pain for 2 months. He was advised
Coronary angiogram and referred to Medway Heart Institute on 11.01.2024 for which he has been admitted.

ON EXAMINATION:

.HR: 66bpm ; BP: 132/72mmHg ; SPQ, : 97% in room air
CVS: S182+;RS:Clear; CNS: NFND; Abd: Soft
INVESTIGATIONS:

BLOOD: Hb- 16.8gm/dl, TWBC — 8500cells/cumm, PLT — 223000 lakhs/cumm,
Urea — 27.6mg/dl, Creatinine — 0.9mg/dl, Sodium — 138.4mg/dl, Potassium — 3.75mg/dl.

ECG: _ Sinus rhythm, HR @ 70bpm, T wave inversion in I, III & aVF.
ECHO: RWMA(+) — basal and mid inferior, posterior wall hypokinetic. Mild LV dysfunction, EF - 45%,
dilated LA. Grade I LV diastolic dysfunciton.

CORONARY ANGIOGRAM FINDINGS:
Right-dominant system; TRIPLE VESSEL DISEASE.(reports enclosed)

ADVICE : CABG x GRAFTS TO DISTAL LAD, MAJOR OM & PDA.

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

. : . . s 9055794557
f@MedwayHospna[s @medwayhospnals IN @medway-hospitals ,@medwayhospitals @ m

Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam | Mogappair | Chengalpatty | Villupuram | Kumbakonam | Kakinada Heart Institute | Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-27426829 | 04146-242000 | 044-2473 4455 | 0884-2333367 044 - 4370 8959 044-2473 4451

E-mall : infe@medwayhospitals.com | Website : www.medwayhospitals.com ] CIN : U74900TN2011PTC0O83665 MHI/HOSP/2022/118
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UHID: MHI202481753 IP.NQKIP

ADVICE MEDICATIONS:

SI. | NAME OF THE DRUGS WITH DOSAGE | FREQUENCY | ROUTE | RELATION DURATION
NO | GENERIC NAME MI|A | N SHIP WITH FOOD
I TAB. CLOPILET 75 MG 1 [0 |1 ORAL | AFTER FOOD To stop 5 days
(CLOPIDOGREL) before surgery
TAB. ECOSPIRIN AV 75/40 MG ¢ (0 1 ORAL | AFTER FOOD To stop 5 days
2 | (ASPIRIN + ATORVASTATIN) before surgery
TAB. CONCOR 2.5 MG 1 0 |0 ORAL | AFTER FOOD TO CONTINUE
3 | (BISOPROLOL)
TAB. TAZLOC 20 MG 0 0 1 ORAL | AFTER FOOD TO CONTINUE
4 | (TELMISARTAN)
TAB. ANGISPAN TR 2.5 MG 1 0 1 ORAL | AFTER FOOD TO CONTINUE
’ 5 | (NITROGLYCERIN)
N TAB. FLAVEDON MR 3I5MG i 0 1 ORAL | AFTER FOOD TO CONTINUE
6 | (TRIMETAZIDINE) :
TAB. PANTOCID 20MG 110 1 ORAL | BEFORE FOOD TO CONTINUE
7 | (PANTAPRAZOLE) 7 -,
TAB. DAPACOSE 10 MG 1 0 0 ORAL | AFTER FOOD TO CONTINUE
8 | (DAPAGLIFLOZIN)
TAB. GLYCOMET 300 MG 1 0 1 ORAIL | AFTER FOOD TO CONTINUE
9 | (METFORMIN)

: DISCHARGE ADVICE
DIET 4 LO,\;V ‘FATa& DIABETIC DIET.
PHYSICAL ACTIVITIES AVOID STRENUOUS ACTIVITIES.
REVIEW | . REIVIEW WITH DR. ANBARASU MOHANRAJ FOR CABG.

To report: If temp > 101 F{ Difﬁcu]ty in breathing / chest pain / Giddiness/ palpitations.
In case of emergency Contact: Medway Hospitals @ 4310 8§959.

Q” Dr. G. Gnanavelu. MD., DM, (cardio) FACC
Chief Cardiologist

Typed by: Ezhilarasi. T ung cardio), FACC
NGer, .
* Stood the o

‘r, is harge sum

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

pr. G. Graravelu WD, DM t_
- Chigtf Cardio\oglst

nteni")ofthe Reg. No: 39469

1N

i g 1557 94557
o™ e
(2

1800 572 3003
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 MHI/HOSP/2022/118
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The way to better health 11/01/2024 /1912024000094
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”ﬂfﬂlﬂmmﬂlﬂ"ﬂlW”i"”l'"ﬁﬂ”ﬂ'ﬂﬂ"lﬂ ]
DAY CARE INITIAL ASSESSMENT FORM
Date: } | I ] 121-1 Time of arrival:M

Part A (to be filled by Nurses) "

Every heart beat counts

Vital Signs: Temp:ﬂfﬂ'-'l{QF) | Pulse / HR;: éﬁlﬂd’(beats/min) | BP:) Q&!‘ (mmHg)
Respiration; th (breaths/min} | SpO,: 9] |(%) | Height: 33\5 {cms)| Weight:H’LB_(kgs) [ BMl:&_);B léﬂjm
wJ

Any Language Barrier:[] Yes »{Z’Q If yes, please call Language Coordinator / Translator
Allergies :[JYes [ANo If Yes, specify : _Y XA -

Psychosocial Assessment:

Alcohol Intake: [] Yes\% Substance Abuse: [] Yes\m Smoking: [J Yes\D“Ng

Do you have any special religious, spiritual or cultural needs to be considered? [Yes [INo
If Yes, specify details:

Pain Screening
Pain: |:| Yes E’I(o. If Yes, Score: 0 IUO
Pain Scale used: [ ] PIPPS (28 weeks to < 38 weeks) [_] CRIES (38 weeks - 2 months)

NE;ACC Scale (2 months - 7 years) [[] Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Numerical Rating Scale {(Age more than 12 years)

Duration: - Location:

Pain Character: [_] Du[l__l_:l Aching Sharp [:] Stabbing []shooting ] Burning|:| Referred / Radiant Pain

Nutritional Screening:

Last 3 months Appetite [1increased [ Decreased g{yange

Last 3 months Weight [increased [ Decreased 0 Change
Fall Risk Screening for adults: DNO/F“Sk

(J Age more than 65 years (] History of fall in [ast 3 months
[J walks with assistance K [ Any neurological problem

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

Fall Risk Screening (for pediatrics) —
[ ] H/O fall in last 3 months [ .] Neurological problem (vertigo, seizure, etc) [[] beranged Mobility [] No Risk

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

Signature Name —~ Emp. No. Date Time

Nurse /Q(} Loar e bkl u]llw | ok




Part B (to be filled by Physicians)

Chief Complaints

st fhyrs s L /),

Past Medical History

* Personal History

/
Significant Family History

\
e
Current Medication
NS c". Current Medication Dose | Route | Frequency g? :::t‘ :(i::: e To behc;osr;,tiitr::t;ttjac;uring
. -
! - v Punls xny | | —b~—1 H"«‘L\!@%‘% ~T1Yes [ INo
N I
2 \- Mﬂlﬂ-’ it ’-B’fﬂalqb f’. b-0— \p /EYGSDNO
|

3 C\(W Lfﬁ O_\, '/b_'D " (QYGSDNO
t’? 1 rawe A £—v 1 u ]/EIYesl'_“lNo
S | Wnva gt DIV 2N M [P -ypa y [AYes (INo
L AN oS I | o~ | (7 f [4Yes [INo
= | V-DResz ol e [ . [AYes [INo
% 1 /&/ M mM W cp,\‘ L"O"’I l: ?Yes D NO
q QIRMQP. ij /o 5~ n, [¥Yes[1No

4 - SRt e ey .,‘ . - a {1Yes [ I1No




Clinical Examination / Investigation

Ca) ~F4.

A o

A — o

wy -

oo

(&6 —92k9 %!gﬂ}

,{b'[b-?‘
frorsty - o

Na — I3¥ .y

W~ 3y
Lo — o~
Mugn -1 30

EE - ‘\‘5-1,

Provisional Diagnosis

\uwits (lom

1

0"’7) Mgy /Ddrf’

Plan of Care (including Investigations Qrdered)

Pt v

\

Doctor’s Signature &»«J

Name [

Dr. Anish Nelson
Reg. No: §8434

Dr. Anish Nelson

Req. NBeg. No: 88434| Date M’}L.Lr Time “)%9 .
v 1
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DOCTOR'S PROGRESS NOTES
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Mr.MURUGAN P :
57/Mele/ MHI202481753 '
Department of-Dietetics o 11/01/2024/(PH202400009+4 '
Vet :

Dr.G. GNANAVELU

NUTRITION ASSESSMENT AND CARE PLAN FORM [T

" CRGJT ErcOved  FniMITTom OLD =)
Helght..]vu...cms Weight..b.....(_......l(gs Food allergies: YWyes, SPECHYurrerrvcarsrsrrrrarurnes

e d
Religious Beliefs: . [[J Vegetarlan ;/ﬂun Vegetarian } - [ Eggetarian O Jain

4

Diet Prescription: [b 56 CO—QD ...... QE ....... LO‘A) ..... < L‘OLJ :;!‘ Dlgl P o :t !Q (__:
SUBJECT_IVE GLOBAL ASSESSMENT (ADULTS)

SSESSNENT (ADULTS) " @roowwmm}

- Patlent's related MedlaﬂH;slonr ‘ L BT o
H
1) Welg/} Change (overall change in past 6 months) . A
JEr T gz . = \ oy os
Nowelght change/ 5% . 5-10% . 0-15% 5%
ain L IV Y s
b Oietary Intake | Duratign:
SO T - [or . Bs - o Re os
Oral No change Sub - optimal Full liquid dietf . Hypo -calorle Starvation
soid diet moderate . liquid diet
‘overalldecreass |y ¢ L .. W,
Enteral Adequate / Sub - pptimal Inadequate Typo icalorle Starvaien
Parenteral Excessive tzeds
Nutridon
33 Gagrolntestinal Symn_mma Duration:
P,Z’ll‘ s . sger o i, s o =T Os
Ho :vm&!ams Nausea : Vomlting / . Dlarrhoea severs anoreria
Vs ) - . moderate G1 . . .
! ' R TR symptoms ' . - o
g ] 'r&ﬁmwlauwumnm related tunctional impairment) Duratlon: . e
B . - < N ) . O]
‘/‘t]l . [= . -Os R Clq 1} Os
Noiu fimproved Difficulty with Diflculty with Light acthvity Bed / chair -
. P *  ambulatlon normal setvity | fdden with no
LT v L. : . . - orlittle activity T
i . A H R s
Vi, J‘cn.mm'my(nmmmdm 1 P 1 autrition requl ). : .
(=] : R R JeBg3/s s T-ae O s
Healthy Midco - Moderata ea- tevery ¢ - Very savere
marbldity morbidiryf age morbidity multipla ca-
- el s T eTsyean .- ® marbidity
B Physital eaminaten '
1) Detreased fat stoces or lets of subeutancous fay -
AT s T =E) I F-E AN - Y Os
Hormal Mitd Moderite - Severe
H] Slgn of musela wnunW
b 121 Oz Oa [mL Os N
HNormal Mid Moderate Severe
Tota! Scors = Sum [ above 7 components
Kutritional Status ; Based on thi patientis P P |
Well Nourished (&7 1 / 0’ ]
o L3
Moderately Malnourithed ' [Ji15 o 18) u
Severely Malnourished [J{19 10 35)
Nutrigon Intervendon: .
A oml O isent [0 rarenera
Diet counselling provided: Yes O #e
Frequency of re-aisessment; eeidy Dfort-night [ Monthly
Catorle count: | [J Ye e
Enteral f Parenteral O oaty orle count: (31 - [

Cletitian Signature / Narse / Dite / Time: @\’\’7‘3\5 9—8’6
TNV e SRRV
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DATE AND TIME

DIETITIAN NOTES

SIGNATURE
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Mc.MURUGAN P ] MHIFNUR/2022/111

57/ Male/MHI202481753 £\ Medway
11/01/2024/1PH2024000094 Hear t
D:.G. GNANAVELU ﬂ nstitute

IR Every heart beat counts

PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES
Diagnosis: H@hﬂ)& T&NM\ Allergies if any: rlcee

®

. ®
Medway Hospitals
The way to better health
{A Unit of United Alliance Healthcare Pyt Ltd)

From (Area) To (Area) Date Time Reasan for Transfer / Name of Procedure

L ocdfles  [nftloey {2 OBl

Method of Transfer: [] On BedWWheelchair L1 On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient: ;ﬁcﬁscious O Semi-conscious [ Un-conscious

Language Barrier: [ Yes I;,No/[] If Yes, specify:

Fall Risk Category: []Low Hisk—g,ME'dium Risk [] High Risk

Vital Signs (to be documented at the time of shifting):

Temp (°F) RR (breaths/min) Pulse (beats/min) SpoO, (%) BP (mmHg) Pain Score

O | ot bt [t ap. |l foe S o

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

-—

Any pre-medication given:

I
Any critical information:
/
Any specific recommendation:
Signdtiire Name va Emp. No. Date Time
} A
Handover by (é.{/ c_gb_fﬁy\ coln “f{f?}-f W2
~
Handed over to @:’ ngjj 5 3% “h’i’h [lLho
After Procedure: .
Procedure completed: Yes [ Yes | Any critical information: ALl ]
!
Vital Sians (fo be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse (beats/min) SpO, (%) BP (mmHag) Pain Score

B'E | Ap primd T md 50 |Prolzowmpa | VL

7

Pain Scale used: [IPIPPS (28 weeks to < 38 weeks) [1CRIES (38 weeks - 2 months)
O F Scale (2 months - 7 years) DWong-Baker FACES Pain Rating Scale (7 years - 12 years)
Numerical Rating Scale {>12 years) L] CPOT (ventilator / comatose)

Signature Name Emp. No. Date Time
Handoverby | =" s S 0233 Jilrle 13,05
Handed over to ’.W ! !GU!C L, ! (. (O‘&K [! !l CZEF fé. &
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CONSENT FOR CORONARY ANGIOGRAM /
ARy CORONARY ANGIOPLASTY

CONDITION AND PROUKLunE
Dt (. M%Eﬂd—ma Aedkd thas explained that I have the following condition:

Fat (cholesterol) 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. After an injection of local anaesthetic, a fine tube (catheter) is put into the
artery in the groinshand. The tube is carefully passed into each coronary artery in tum. 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 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  (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
(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 1eaction 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%) {Dthe heart may not beat in a proper rhythm which will need urgent treatment

(j) 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

Every heart beat counts

(a) skin injury from radiation, causing, reddening of the skin

1in 20 people (0.05%) (m) Major bruising or swelling at the groin punture site

Most People (n) Minor bruising
PATIENT CONSENT: i :
P acknowledge that Dr .. A SPa AVELL has explained my medical condition and the proposed procedure. Iunderstand 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 concemns 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. 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 immediate 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 of the above statements,

I REQUEST TO HAVE THE PROCEDURE

Signature Name Date Time
Patient/Guardian ’ ‘
ﬁ:h rclat}lonship E b{,‘M 53"“9 ’m MUIQUMR-N \\\ “2-"\' ’D '(3@
witness SPed) N 4, ('_/Aﬁrgfm!r ﬁh) 1] on 10 1AL
Doctor J{% T O QOLLDA.L [ ‘r I ,-Q}% LD ’&g
Interpreter
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1 Patient Details Affix Label here)

Every heart beat counts
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TRANSRADIAL CORONARY ANGIOGRAM REPORT

Patient Name: Mr.MURUGAN.P 1D: MHI202481753
Age/Gender : 57 M IPH: 1PH2024000094
Cath No. : 3588 DOP: 11.01.2024
Done by Assisted by Technician Physician assistant
Dr.G.Gnanavelu Ms. Panchavarnam Mr. Tamil Ms. Shalini

DIAGNOSIS: CAD-RECENT IWMI, MILD LV DYSFUNCTION, T2DM, DLP

Access: Right radial artery Total exposure time: 225.5”

k/ Hardware used: 5F sheath, 5F TIG Total DAP: 20.0 Gy.cm?
Contrast used: CONTRAPAQUE 50 ml ) Total RAK: 78.19 mGy
Medications given: Inj NTG 200 mcg & Inj Heparin 2500 U 1A
Hemodynamic data: Aortic pressure: 136/71(92) mmHg; HR 73 bpm; Sp0O2 98%

Selective Coronary angiogram done in multiple angulated views:

ARTERY FINDINGS

LEFT MAIN | Normal. Bifurcates into LAD & LCx.

LAD Type 3 vessel. Proximal LAD has non flow limiting disease . Mid LAD astride
major diagonal has long segment disease of maximum 80-90% severity.
Distal LAD has luminal irregularities. Gives three major diagonals, all major
diagonals have 50-60% ostial stenosis, minor septals appear normal.

LCx Nondominant. Ostial LCX has 60-70% stenosis, Proximal LCX has luminal
frregularities, Distal LCx is diffusely diseased with a maximum of 95-99%

. sverity. Gives 3 major OMs, OM1 has long segment disease of maximum 80%

severity. OM2 and OM3 have 83-30% stenosis in the ostio-proximal part.

RCA Dominant. Proximal RCA has non flow limiting disease; Mid RCA is diffusely
diseased with a maximum of 80-90% severity. Distal RCA is diffusely diseased
with a maximum of 80-90% severity; PDA and PLV are diffusely diseased.

FINDINGS: RIGHT DOMINANT SYSTEM; TRIPLE VESSEL DISEASE

ADVICE : CABG x GRAFTS TO DISTAL LAD, MAJOR OM & PDA
Dr. G.GNANAVELU, MD, DM

Or. G. Gnaravelu 10, DK (cardio), FACC
Chief Cardiclooist
Reg. Mo: 38469

#9 1st Main Road, United India Colony,

i . . FanENT
Kodambakkam, Chennai - 600024. Tel : 044 4310 8959 E 94557 94551
f @MedwayHospitals @medwayhospitals Lo

in @medway-hospitals , @medwayhospitals 1800572 3003
Medway Centre of Excellence (Chennai)

Medway Group of Hospitals _
i i i Imonolo
Kodambakkam ‘ Magappair ‘ Chengalpattu Villupu‘:’g_?0 , é(:“mztglgo:ggns I ag}éikzlggg:w Oliia_rzlalﬁ.tggtseg Instltg:‘ ?;f?l:l; me !_::1 gy
- - 04146-2 - -
044-2473 4455 | D34-26530011 | 044-2742682% s

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTCO83665
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Medway Hospita ,5® Adapted from WHO Sofe Surgery Checklist

The way to hetter health
(A UnR af United Alllance Heatthcara Pvt Ltd)

Name of the Procedure : CR Location : @J«'f\ !CIJO (ﬂl Date & Time :_LLI_LLZE’__ PATIENT LABEL I

Does the Procedure involve Procedural Sedation : [[] Yes [7]No

fOT/2022/086
'\ Medw?:?; \

Heart
Institute
Every heart beat countsa

SIGN IN 1 Q.Lg o TIME OUT ] 9 50 SIGNOUT J2.0® )
Before Induction of Procedural Sedation After procedural Sedation and before procedure When Doctor indicates that the Procedure is completed
(Anaesthetist / Qualified Physiclan administering Procedural {Anaesthetist or Qualiied Physician administering Procedural Sedation + Nurse + [echnician + Doctor
Sedatinn + Nurse + Techniclan + Doctor performing the procedure) performing the Procedure
Patient Confirmation All teamn members introduce themselves by Name and Raole To be done for each procedure in case of multiple
procedures
dentity by two identifiers [dYes Identity by two identifiers ElVes Name of the Procedure done written down £1Yes
- / ~AG /
Procedure [AYes Procedures B (4 FlYes Name and site of allspecimens / investigations []Yes QNA
Side OORt CILt CINA Side E+ 8 ﬂ e f 4 ! JZ’RT CILt CINA confirms labeling and sent to lab . ,
Expected Blood loss A dﬂD
— =
Consent P ]Yes Positicn S Any recovery concems ; ] Yes [AMNone
up la §:N fice
Known Allergy OYesAINo Consent ! ra If Yes, Pls. specify :
if yes, plaese specify Required equipment and implants avallable [Afes [INA
Difficult airway / aspiration risk /E‘N'o O Yes, equipment] Essential Imaging displayed 1 1Yes TINA
/ dentures and agsistance available | Antibiotic prophytaxis within last 60 minutes OYes [ANA
Possibility of hypothermia FINo [ Yes, wamerinplace | Name of the Antibiotic given P Any Equipment / instrument prablem that needs to be
Venous Thromboembolism Prophylaxis Provided OYes, [INA addressed : [Yes [None
If Yes, Pls. specify :

Al congarmed anesthesta equip?neﬁedicaﬁon check complete | Anticipated duration briefed gf Yes
po2 IBP  [JGhers pls. specify_ LG | Anticipated blood loss briefed zﬂ@g CINA //7

Pre OP medication taken OYes QNO Adequate fluids and blood available Yes [INA
/ Team briefed on any critical or unexpected steps £IYes Corrective action : !
Required equipment for QYes CINA For procedural sedaticn cases
procedure available Any patient specific concerns Yes [{None—
Intra procedure giycemic control Yes [1NA ™
Any concems about slerility Yes ne
Dactor performing the Nurse :ﬁ/,\) Pﬁm Technician : M ¥y, PRJU& Others Please Specify
Procedure : J
ople
o2 s
Date:“lf[Q—‘f Date : L{/;[Sll-r Date: | }1/2H Date :
Tlme:']r_gt(l,D Time : ] ?| lo Time : |g\ [ o Time: J
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Every heart beat counts

Medway Hnspitals®
The way to beteter health

. (A Unitof United Alance Heslthcare Pt Lt Procedure Monitoring Sheet (Cath Lab)
* - HIr.MURUGAN P . :
Age / Sex : S‘FT’\{ [’b’)

Patient Name : 57/ Malc/MHI202481753
Ward Unit : Q,\

11 jO'J f2024[ IFH'20‘24000094
Diagnosis : /) .EVB‘B\ID& T

UHID/IP : AVELU
Pre Procedure Checklist (Please tick appropriately — To be filled by the Ward Nurse)

llﬂ B lﬂl\ l\ﬂ l\lﬂ Il Ill\ll\ T

Consultant :

PARAMETERS YES | NO NA
Vitalsigns:BP:.]Q%}:P-:ﬁemp:Q}.ﬂ..%lse ..... W %[ﬁpoz Cﬂf. /

Urine voided /

Bowel preparation o

Pre-procedure medication administered

Procedure site marked o R . _ ) /
Skin preparation done ' / '

NPO }_{mH 4 o0

| 7y
Loose Tooth removed

Contact lenses / Eye glasses removed

Prosthesis present —
i

Jewellery/Nail polish removed

Checked for Allergies {Drug / food) WMo e
[

IV line/In-situ —

Consent taken P

. Investigation reports / Documents received

Signature of Nurse : %&/" : ' Date &Time: 4, J@J i@u @fo
|

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

Time | . HR/min . RR/min BP mmHg Sp02% Medication / Remarks Sign. of Nurse

ylaa@ 'stﬁmb' 90 Miwd | tuplmem)| 100y — %ﬁﬂ
ls.on | bk [on biluuk |1t | dafgu) q@v- | -~ — "B

— IS, anunﬁ’ @gLQVZOﬂ "




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

Time:____ J3.lb Route Maigﬂt%_é&pﬁm&d.__

Complication : NJ’ I

8P : 5% /43 @) - mmHg, R i bmb RR:_9p ErfnJL*Spoz ga. g
lmﬁlgﬁe Pe{} , Puncture Site: MO_Q_ZQ@_ED_AWMDM
/\dv_i:se: _
| ‘_Shift To: Ward / ICU
Bed rest up to Ly hours

Observe puncture site for bleedin

Waitch for Pulse in Q:& E@df f o J artery. .- o I
. ¢ . . "
Diet DI ek ' :

¢ Inform Duty Medical Officer SOS
a) If patient complains of any Discomfort
b} If dressing is Loose or Socked with Blood

c) If limbs are Cold / Ab entz Lse ' ) ‘
4 Remove E_,(f: Qgghaj ressing on 'D—j Il at fﬂ S0 AM /PM after informing

to the consultant.
L Spemal instruction if any: m )

PR .

> > @

o2
Name & Signature of Consultant

POST PROCEDURE OBSERVATION
Date & Time BP |HR[RR]| 5p02% Site Evaluation Extremity Status Remarks Sign. of Nurse

Nurses Notes :

o T P &Waﬁ*’-’/ W‘@l e, ospiy ve

hematoma . |

Condition at the end of procedure E{bbl. [] Critical 13/
Other.

Patient shift to : [] Recovery Room [] PatientRoom [] cCU 2L
Name & Signature of the Nurse : . Date & Time: |y /{ /g{,_f:

%@3 | @ 13,25
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BRADEN SCALE FOR PREDICTING PRESSURE INJUBQARISK
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N e
M:.MURUGAN P
57/Male/ MHI202481753
11701 /2024 /1PH2024000094

Dr.G. GNANAVELU

O MR EAL

Date:
Time:

MHI/NUR/2022/045

Medway

Heart

/institute

Every heart beat counts

Wl |9

_Q"\F— \\(\

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

1. Compiletely Limited

Unresponsive (does not moan, flinch,or
grasp) to painful stimuli, due to diminished
level of conscicusness 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 restiessness OR has a
sensory impairment which limits the ability

3. Slightly Limited

Responds to verbal commands, but
cannot always communicate discomfort
or the need to be turned OR had some
sensory impairment which limits ability to

@Impairment
sponds to verbal

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

4

discomfort tofeel pain or discomfort aver 1/2 of body | fee! pain or discomfortin 1 or 2 extremities iscornfort
1. Constantly Moist 2, Very Moist 3. Occaslonally Moist :;?Lrely Maoist
MOISTURE ‘ in is usually dry, linen only

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
must be changed atleast once a shift

8kin is occasionally moist, requiring an
extra linen change approximately once a
day

requires changing at routine
intervals

to moisture turned
-
1. Bedfast 2.Chairfast 3. Walks Occasionally { a. ?alks Frequently
ACTIVITY Confined to bed Ability to walk severely limited or non- | Walks occasionally during day, butforvery lks outside room at least
degree of existent. Cannot bear own weightand /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
]

at least 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 extremnity position without assistance

2.Very Limited
Makes occasional slight changes in body
or extremity position but unable to make
frequent or significant changes
independently

(E S?Qh‘l Limited
es frequent through slight changes in

body or extremity position independently

4. No Limitation

Makes major and frequent
changes in position without
assistance

NUTRITION
usual feod
intake pattern

1.Very Poor

Never eats a complete meal. Rarely eats
mote 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 |V's for more
than 5 days

2. Probably Inadequate

Rarely eats a complete meal and generally
eats conly 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

Qdequate

ts over half of most meals. Eats atotal of
4 servings of protein (meat, diary
products) per day. Occasionally will refuse
a meal, but will usually take a supplement
when offered OR |s on a tube feeding or
TPN regimen which probably meets most
of nutritional needs

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. Cccasionally
eats between meals. Does
not require 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

(i

/'t - Np Apparent Problem

or chair

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

TOTAL SCORE

Initial & Emp. No.
of Staff Nurse:

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

[nitial & Emp. No.
of Sr. Staff Nurse:
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: Every heart beat counts
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i . Senior Staff
Date &| Pain Pain Character i . . Staff Initial !
. dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions Initial &
Time | Score ( burning, refe'r)red / radiant pain) & Emp. No. Emp. No.
PAIN SCALES ‘
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

e 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, Lo _—
(3B weeks-2 months) further pain assessment should be undertaken, and analgesic administration is indicated for a score of 6 or higher. , . W T
- FLACC Scale

- (2 months - 7 years)

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

"l

—
Wong-Baker FACES
Paln Rating Scale
{7 years - 12 years)

Nufnerical Rating Scalé (age more than 12 years) '
-+ N SR N T B B

(e o~ P

GO o ) /‘63‘\ /@g\ @.

C/ e [T ] [ (— [ k4
L — _— o

P I | I | | 1 | | | L
. 0 1 2 3 4 5 6 7 8. 9 10
0 2 4 6 8 10 ‘ : i ‘
No Hurts Bigts Little Hurts Hurts - Hurts f ? * * * L j
Hurt . Ligs Bit More Ewven Morg Whals Lot Werst Nose Mild Moderate Severe

Critical caré Paln
Qhbservation Tool (CPOT)
(ventila‘)or / comatose)

1

s

FACIAL EXPRESSION: 0 - Relaxed, Neutral, 1 - Tensa, 2 - Grimacing

BODY MOVEMENTS: 0 - Absence of movements or normal position, 1 - Protection, 2 - Restlessness / Agitation ‘ o
COMPLIANCE WITH VENTILATION (Intubated patlents): O - Tolerating Ventilator or Movement , 1 - Coughing but tolerating, 2 - Fi ghtrng ventilator (or)
VOCALIZATION (non-intubated patlents): 0 - Talking on normal tone ar no sound, 1 - Sighing, Moanlng, 2 - Crying out, sobbing

MUSCLE TENSION: 0 - Relaxed, 1 - Tense, Rigid, 2 - Yery 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-soclal therapy/counselling: K - individual Counseling; L - Family counseling

Pharmacological interventlons as pe:; doctor's prescription .
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DVT RISK ASSESSMENT

MHI/NUR/2022/047
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Every heart heat counts

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 I}\\ Yoy

Time \\1-5
S. No. PARAMETERS

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

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

5 |Entirelegswollen (Assess for bothlegs)

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

v Pitting edema, greater in the symptomatic leg
{Assess for bothlegs)

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

0
(N
N
(Assess for both legs) D
D
®
N
™

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

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)
ocedema, 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.

O

FINAL SCORE [ O
Low Risk: -2 to 0 | Moderate Risk: 1 to 2 | High Risk:3to 8 t‘n.):-’
[ Yes OYes | (Yes | OYes | CYes | ClYes
DVT prophylaxis started OYes | ONe | ONo | ONe | ONo | OINo

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN

§\§ ¢
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MODIFIED MORSE FALL RISK ASSESSMENT CHART

1

. Signature & Emp. No. of RN )

! ! Date \
Variablés T - — -
Hlstory offalllng : 3 No : 0 |00 | .00
(immediate orwnhmemonths) Yes 25 25 | 25.:1 .25, | .25
Secondary. djagnosls v . - . |-Ne 0. -0~ 077 0
(= 2 medical diagnosis) “Yes 15 -- e | 1571 15
Intravenous Therapy /o - | No. : L -0 0
Heparin.Lock / Tubes.Insitu. = _ [ vag 20 s50- | 20 |"20°| 20
AMBULATORY AID f : i . qny
Noné /Bed Rest / Nurse Assist : S A Ll B
Crutches /-Cane [ Walker -- 15- 15 [ A5 715 | 15
Furniture . oo T 30 30 30 30 { 30
GAIT, i _ ,‘ | T -
NormaI/Bed Rest/WheeI Chair ' ol : T RV MR I
Weak - T 10 ; o100 {0, [, 10, 1. 10
Impaired 5 a ; 20"+ o0~ | 20| 20: | 20

i ] o -

- MENTAL STATUS . R ;
Onentqd to own stgbmty ' o __I ' 0 0.1 "0
) Overestlmated orforgets llmltatlons : 15 - 15 ) : 1‘5 - 15

MEDICATIONS __ E e
Includes PCA / 0p|ates dluretics : { . .
laxatives, hypnotics, sedatives, No . 0.. B 0 0
rmmunosuppresent antlconvulsants “Yes™ | 15" g - I 15t 15
anti- hypertenswes hypoglycemlcs j ! e ‘
and psychotroplcs I : o

| Total Score | r

Low Risk (0 - 24)
Medium Risk (25 - 44) "
High Risk (45 r;)r above)
£

Signatire & Emp. No. of Sr. RN

L/

RlSk 25 - 44: Medium Risk; 45 or above: High Risk




INTERVENTIONS Date |\ \\\\\w\ 1l _

Tick as per the Risk Score Time WO “ o 3“ :
Low Risk Interventions {0 - 24) RO . - )
Familiatize the patientwith the immediate surroundings vl iV
Remind the patientto use call bel{ before gettingoutofbed | .. 4 «.| - -
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 N I Vg I -
Remove excess equipment or furniture to make_a clear | . , . S i - _ -
path:- ' i -
Keep the patient's bed in the low position atalltimesexcept | ~~ |- . .| - -
during procedure : _ ‘_/' i - -
Teach:fall-prevention techniques, such as sitting up for a . s -

moment befarerising from the bed
Bed wheels should be locked
Encourage family participation inthe patienfscare. =~
Ensure that floor of the bathroom is dry and not slippery
Review medications for potential side ; effects that can
promotefalls.l:
Use safety belts during movementin wheelch air )
Thepatients are not ambulated by themselves. They areto
be ambulated only with assistance . . o
Mediumrisk 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 s .
Use restraints and bed monitors as ordered by the doctor -
Allow the patient to ambulate only with assistance
Consider peak effects of the medications that effects level
of consciousness, gait and elimination when planmng
patient'scare - -
Do not-leave patients unattended in dlag nostic 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;
Applyallthe low and mediumrisk interventions
Tiered fall risk tag inthe bed, wheel chairand stretcher .
Locate the high:risk patients in a room close tothe, nurses D=
station ST . N
Answerthese patientscallbellsas quicklyaspossible " {- -~} " -{* -- . 1.+ | . ] — -
Provide acommode atbedside (fappropriate) - - "] R R ) -l

b
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Urinal/bedpan should bewithin easy reach (ifappropriate) | ~ <] S I I TN ‘I-":';; 7
Encourage:family‘members or other visitors to stay with | - | - - S DR R R
themm I P - T I IFR N
if appropriate;: consider:using protectlon dewces safety. ‘ Pl EOl A P Co NN e -
belts = | I % A E A RN R I
P Signature & Erfrip. No. of RN ) SQ/ \97 ;‘ - 17 SR ___"-‘",_;_: ﬂ
Signature & Emp.No.ofS.RN | /51 AN~ - |- 4 1. UL -



Registréztion No

- Age

I[P Number

Bill No

: Ward Name

’

MEDWAY HOSPIT. .S

KODAMBAKKAM (HEART)

#9, Ist Main Road, United India Colony , Kodambakkam, Chennali,

MHI202481753

57

MMH/HM/IPH2024000094

MMH /HM /IPH202400092

RADIAL LOUNGE

“Tamilnadu, India
044-2473 4455

care@medwayhospitals.com

Patient Name

Gender

Discharge Date

Bill Date

Bed Name

MURUGAN P

11/01/2024 3:21:00PM
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