MRD CHECKLIST

( Medway Hospitals ®

The way to better health
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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 Output Chart

- Drug Chart (Duly filled)

SINONININ NN NN NS

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

Anesthesia Assessment Sheet

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

- Surgery Notes - Post Operative Plan

- Pain Scoring System

Blood Transfusion if done

- High Risk Procedures -

- Acopy of the Discharge Summary
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(A Unit of United Alliance Healthcare Pyt Ltd) ADMISSION S LIP

VIHI/IPD/2022/002

Admitting Doctor: s Ca, IR j‘» . Speciality: Caﬂdb‘kﬁ ]@éj; o .

Advised Date & Time: D&l‘ ’JJ'J,_Q (D Gb 21 Rim_

Provisional’Diagnosis: o ) 'H) M&“ i ﬁ TO &@UEJUL’F}&J M‘l B) ’Mﬂiﬁ-‘ﬂtj-ﬂ) B

5P MY
@ L‘\[ MO'\_/
Reason for Admission: [] Medical Management |:| Surglcal Management

.‘k T ‘. ) 1 [ ' V!
: . « Iﬁ Others (please spemfy details) -

Admission Type: /ﬁﬁy—Care []ER [ ] ward

[Jicu - (Specify details)

Surgery / Procedure Name (if planned):

ey & ‘

Blood Product Requiremeﬂit:/D,.Ne' D Yes (Kindly specify details of components required in space below)

Expected Duration of Stay: O@\J*-'\ (dxg «

Expected Cost of Treatment (as per FmaanaI Counseling Form):

Payer: elf [ Tinsurance [_] Others: .

- ~ =

Instructions to Nurse (if any): : -

Ao, U P

Any other Instructions (if any):

lboorow

n. 0 Cnonavel Mn DM [cardio), FACE

i o

Doctor'igifghr}ature Name Chief Cardioicg ist | Reg. No. Date

}\’, Reg. No: 39469 %-1,.0,\9,}




For admission desk staff only: . -

Room Category: [ | General Ward
[] Single Room
[] Twin Sharing
[ ] peluxe Room

- L] Suite Room
S : - - -. .
Admission intimation Receipt Details Admission Time in HIS
Date Time Date B Time

23}"‘}15 /0_-‘5/9*7 28 49—/23 1o XBLpr

Sourcei\’w
[ er

[ ] pirect

To be filled only if Blood requirement specified by the Doctor:

Is Blood Reservation and Blood Bank clearance completed as advised: [ | Yes []No
fam!

F @" offite/Staff Signature Emp. No. Date Time

D g ge@) Ma&q}u"ﬁ(g’ 3_2&07 9% |12/ 10,3
‘ ) |
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Where heart beot never stops...

ADMISSION FORM

Marital Status Fuli Address 5’9 Telephone Number
- Pava h~lovyy Arptemt, (Fewg | goaggeq) {
Occup tion
Shreet, padur chopmnat
gferred from Date of Timg of Admission| Date & Time of Discharge Total No. of Days
'b 29/} 12-/23@ tw3) 7 251 w{zfgciﬂ— Sy
UNIT
]9~L’f MLC ] Yes ;Hdo/ If Yes AR No. :
FINAL DIAGNOSIS ICD Code
R EvmaTic  H2ART RlSsAct ™99
Llp My R WITH 95 mm Tl CHITRA -
MEcuavichl vAaLY T +ol!
ATRIAL FRRILATION pIfea (v T4%.0
CLvErE  Aopmie STENOSUS T9c.0
£ 2
MORPLRAT JAH— oy
Aovmal Ly Fovegion/ Tl
DATE OPERATION / PROCEDURES ICPM Code
CORONP ANG o
DATE TYPE OF ANESTHESIA
W/ IL/Z} [] GENERAL ] SPINAL [3OCAL ] REGIONAL [0 EPIDURAL
DISCHARGE ST\TUS
/lz{ured O Discharge at REQUESt - [ Expired < 48 hours
[ Against Medical Advice Exo
J improved [] Absconded ] Expired > 48 hours
O Unchanﬁed [ Transferred t0 ..ovvereeveene.e. e O Post-Operative Death
' £
S:gnature thg‘g— nsultant Signature of Medical Records Officer

SNo.:5



AUTHORISATION FOR TREATMENT | PAYMENT

| hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital Investigate treat and

administer such drugs as may be necessary and to perform such operation under anaesthesm o othe wise as m /{ﬁ/
deemed necessa d / or advisalile in the diagnosis and treatment of my illness / patlent .................. [@QL{. '*'
who is my )2 40047 . fodRelationship).

| 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
mefthe 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 ali cash ]eWellery
and valuables belonging to the patient or theis attendants have been femoved 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 .

3
t

Aééene, Lsmb QFEISHISD (pFETiuma OFLL SESTTD QUOHIGSD

B565T ApeoLDNG HTetT ;Bmmmsm DB SIsuD, grr,sum. FEDENL DS UPUWITHET ATES / BBHALNG oeroveeememrrrssraseraserssatsene
BB (Bgsms:luuu.. GangemenanesT B1FLFE WHHEHEET QSNGESD. DLSES
LEBESISET mmn@g@ asu_l@mggm/almxm eﬁ@m& Wb SBsTb aphisaGme. ;gasar / 88 emsmehon Grrunefisr
BlecaaaaT FENIs (PWAZID NEEISS BT gpeotb & Nid JehsSGpsir.

A}

Cuoed Fagfluigy Guned Beauspen [mNsh GRISST HSHAUSBHENET OFaaEsmea LS safiams asierar Guunsfsw Gaaprms
WESHSUDneTs S, D ddsens / Sinsna Adsens Qg @unng)gn @qusmeo eTestE &maiimsm @eomma QWP [HNEST SIF&ENTD
SieflaECmetr. ! :

InGSSiansmeruier oung st Sirsst ub OsfdlsdiurgmsSGnsi.
Gpmunefige 2-MmwnerT e6deor Lswid, Hens AL Santg OUNEGLEST Wb ungiariume S SBhe wrmrGeiirer / sy
Op@rdu 2.psiiamich OenGéstur@sieng. S5 ST sreargyﬁmnwnﬂﬂui!sur a;ﬁgysﬁlg Ea@t.gﬁm@ Qunm;utﬂmsmaa

stemm 2-mif S1s1Bme. T

GuhHEHulL Siearsgid aads dafldsuurL Npggne sosOumuLArGees,

A |
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Signature of Admitting Nurse Date Qg [ i / Zj Signature of the Patient / Relative / Gurdian

2_Msyipsen @on ;\ v ]W

Nature of Relationship
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GENERAL CONSENT FOR ADMISSION

M D S f/ af&u Aéfa{//" the [J Patientor [ Representative of patient have

(pfease tick the cofréct option above and below)
O Read
(] Been explained this consentform in English, which [ fully understand.

+ | give my full consent and autharization for admission and treatment at this hospital. The proposed treatment
planhasbeenexplainedtome. .- ) o .

LY

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

-* lalso consent to Use of assistants sychas reS|dent doctars, 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, auscultation), routine
lab and imaging investigations, general nursing care, diet and physiotherapy assessment and counselling.

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

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

. « |declare that, | have and will infarm 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.

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

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

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

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




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

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

» ldeclare 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 atthe 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
)
Surrogate/Guardian 2 N . p
(if applicable #) Q. W ANY T4 h Kooy DS hefo3 1013 A
(Write name and relationship with patfent) ‘
Reason for Patient is unable to give consent because:
surrogate consent !
Witness , ] / / 7
S o> 3 Bosrpasp 24 J12 ps| 10234RN
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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Every heart beat counts
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DAY CARE DISCHARGE SUMMARY

IP No. . IPH2023002619 _ D.O.A  :28/12/2023

UHID . MHI202381297 D.O.P P 28/12/2023

Name . Mrs. KALAISELVLS Room No. : RL

Age/Gender  45Years/ FEMALE

Consultant  : Dy, G. Gnanavelu, MD., DM., (cardio) FACC D.0.D : 28/12/2023
Chief Cardiologist

{
DIAGNOSIS:

RHEUMATIC HEART DISEASE -

S/P MVR WITH 27MM TTK CHITRA MECHANICAL VALVE- 2011
ATRIAL FIBRILLATION WITH CVR

SEVERE AORTIC STENOSIS

MODERATE AR

NORMAL LV FUNCTION

PROCEDURE: CORONARY ANGIOGRAM DONE ON 28.12.2023 — MINIMAL CORONARY
ARTERY DISEASE.

BRIEF HISTORY:

Mrs. Kalaiselvi.S, 45 years old Female, presented with complaints of pricking type chest pain and left
hand pain. She was advised Coronary angiogram and referred to Medway Heart Institute on 28.12.2023 for
- which she has been admitted. '

"~ ON EXAMINATION: \
HR: 57bpm ; BP: 101/61mmHg ; SPO; : 99% in room air
CVS: S182+; RS : Clear; CNS: NFND; Abd: Soft
INVESTIGATIONS:

BLOOD: HB - 1l.4gm/dl, TWBC - 9250cell/cumm, PLT — 286000cells/cumm, Urea — 19mg/dl,
Creatinine — 0.67mg/dl. INR - 3.3.

ECG: Atrial Fibrillation, HR — 8§1bpm

ECHO: Irregular rhythm observed during study. S/P MVR. Adequate functioning prosthetic valve in
mitral position. Gradient across the mitral prosthetic valve (MG — 6mmHg). Mild MS. No paravalvular
leak. Thick and calcified aortic valve. Moderate to severe aortic stenosis(PG — 66mmHg, MG — 41mmHg).
Mild to moderate aortic regurgitation. No obvious RWMA.. Good biventricular function. Both atria dilated.
IAS/ IVS intact. Trivial MR. Mild TR. Mild pulmonary HTN, Adequate RV function. No clot / pericardial
effusion.

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

HOTENT
- 9445794457
¥ @MedwayHospitals @medwayhospitals |} @medway-hospitals 8l @medwayhospitals E3' 005123003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonalogy
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 | 04146-242000 044 - 4310 8959 044-2473 4454

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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CORONARY ANGIOGRAM FINDINGS:

IP.NO:

/1

nstitute

Every heart beat counts

(A Unit of United Alliance Healthcare Pyt Ltd)

Right -dominant system; MINIMAL CORONARY ARTERY DISEASE. (reports enclosed)

ADVICE,: AORTIC VALVE REPLACEMENT.

ADVICE MEDICATIONS:
SI. | NAME OF THE DRUGS WITH DOSAGE FREQUENCY ROUTE RELATION DURATION
NO | GENERIC NAME M| A N SHIPF WITH FOOD
1 TAB. ACITROM 4 MG 0 0 1 ORAL AFTER FOOD TO CONTINUE
2 TAB. AZPLAT 75 MG 0 1 0 ORAL AFTER FOOD TO CONTINUE
3 TAB. AZTOR 20 MG 0 0 1 ORAL AFTER FOOD TO CONTINUE
4 TAB. FLAVEDON MR 35 MG 1 0 1 ORAL AFTER FOOD TO CONTINUE
5 TAB. CALAPTIN SR 120 MG 0 0 1 ORAL AFTER FOOD TO CONTINUE
6 TAB. AMIFRU 40 MG "% l0 0 ORAL AFTER FOOD TO CONTINUE
7 TAB. DIOFER 1 TAB 1 0 0 ORAL AFTER FOOD TO CONTINUE
8 TAB. LEVO V PLUS 1 TAB 0 0 1 ORAL AFTER FOOD TO CONTINUE
9 TAB. PANTOCID 40 MG 1 0 0 ORAL BEFORE FOOD | TO CONTINUE
DISCHARGE ADVICE

DIET LOW FAT DIET.

PHYSICAL ACTIVITIES AVOID STRENUOUS ACTIVITIES.

REVIEW REVIEW WITH DR. RAJESH.V FOR AVR,

To report:

In case of emergency Contact: Medway Hospitals @ 4310 8959.

con »
~t00 al
dersto ymm

Typed by: Ezhilarasi.

Dr. G. Gnanav
Chief Cardiologist

If temp > 101 'F / Difficulty in breathing / chest pain / Giddiness/ palpitations.

. MD., DM,, (cardio) FACC

Crief Cardiclogist
Reg. No: 33469

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

. L]
‘f@MedwayHospltals @medwayhospitals IN @medway-hospitals ’@medwayhospitals

Dr. G. Gnanavely 79 OM {cardia), FACC

PEIENT

ERMIXE

94451 94451

o) S J4dT
&8 EI05123003

[ —

Medway Centre of Excellence (Chennai)

Medway Group of Hospitals
Kodambakkam Mogappair Kumbakonam | Chengalpattu
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829

Villupuram
04146-242000

Email : info@medwayhospitals.com | Website : www.medwayhospitals.com [ CIN : U74900TN2011PTC083665

Heart Institute
044 - 4310 8959

institute of Pulmonology

044-2473 4454

MHI/HOSP/2022/118
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DAY CARE INITIAL ASSESSMENT FORM
Date:&}jﬁme of arrival: _\ Q . 10

Part A (to be filled by Nurses)

Vital Signs: Temp® Sv:if("F) | Pulse / HR; g (beats/min) | BP:_ O] l L | (mmHg) (
Respiration;_9_Y)- (breaths/min) | SpO,: lg! (%) | Height: 151 {cms)| Wei'aht: 67-7 (kgs) | BMI: Z}(rtof M

~

Any Language Barrier:[] Yes Erm) if yes, please call Language Coordinator / Translator
Allergies :[]Yes [Hdo If Yes, specily: —

Psychosocial Assessment:

Alcohol Intake: []Yes IZ@ Substance Abuse: []Yes [0 Smoking: []Yes E]ﬁ

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

Pain Screenily
Pain: DYes No. If Yes, Score:_ ¥ JVO

Pain Scale used: [_] PIPPS (28 weeks to < 38 weeks) [_] CRIES (38 weeks - 2 months)
[] FLACC Scale (2 months - 7 years)  [_] Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
mumerical Rating Scale {Age moare than 12 years)

Duration: — Location:

Pain Character: DDU]IDAc-hin’Q D'Sharp d Stabbing O Shooting O BurningD Referred / Radiant Pain

Nutritional Screening: T T -

Last 3 months Appetite []Increased [] Decreased [} No Change
Last 3 months Weight [Jincreased [ Decreased No Change
Fall Risk Screening for.adults: ] [¢] No Risk

[J Age more than 65 years ., [C] History of fall in last 3 months
[C1 walks with assistance [:]‘Any neurolegical problem
in case of 2 or more cnter.ra-met:in'ftiate detailed fall assessment and fall prevention protocol

Fall Risk Screening {forpedfatr'ics) o —

|:] H/O fall in last 3 mohths E] Neurologlcal problem (vertigo, seizure, etc) |:] Deranged Mobility |:] No Risk

in case of 2 or more cntena mét mmate detailed fail assessment and fall prevention protocol

Signature . - .« 1] Name. Emp. No. Date Time

Nurse @ _L,QOIJ—QLN“":% 02-315') 2—5’![9—]2—3, ” ?O R




Part B (to be filled by Physicians)
Chief Complaints

PALLUNY e o endaf PV

x f, .
’?‘F( w AN U D &
Past Medical History
F"erson'al History
P
Significant Family History
"
Current Medication
,i;_ Current Medication Dose | Route | Frequency g?;:;:g:: ) To beh‘:)if;:;g‘ilz?azllfing
\ | 1 Antom biny | e om0 | FH {25 ‘1‘;? [Z¥es [INo
(=] } —
2| Vemreeny M | 0. ea-o 2HMH2 Fi¥es [INo
n, N-matned ST ”’3\ f o - o= Q}{IL[LZ of"'th [Z¥es [INo
7 d
W | e bom [oe G - o0 U122 Vf”mm Fves CINo
[
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7
o | N-LeoV pems p | eme ‘B‘[f'-/% A py AVes CINo
ALl T Azrone Loy 7~ o— 0 1 'I&/("—/Uoﬂ@_rﬁj [A¥es [INo
R R N o j‘\: Aa |O—o-) t>_$>«|l7-/?.ld}pm es [INo
o | VPO e Loy | #v |1~o-0 yr[lm{W Fes CINo
' s [INo




Clinical Examination / Investigation

Vg~ 51 & W -3-3

WA - WY

Cwrd = Y
C}uzwl’ S 06
vioa — 19 .
Provisional Diagnosis
i ML (WO ~ SR Vol

Muap S [ Mmoo T SPAMLE B8 (
M) ™ M= (e

A LNWV?

Plan of Care (including Investigations Ordered)

| .

Dr. Anish Nelson Dr. Anish Nelsoh
Doctor’s Signature M Name Reg. No: 88434 Red. NReg. No: 88434 Daté—\é’hziz?\ Time N oo
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Dr. Anish Nelson
Reg. No: 88434
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[AUnit of United Alllance Healthcare Pyt LLd) Every heart beat counts

i . . , . - Patlent Detalls (Affix Labe/ here)
\ . - Name: NR‘

- | - Department of Dietetics -:”"'n 202 3827
‘ » DOB: (E >/ Sex'
v . % NUTRITION ASSESSMENT AND CARE PLAN FORM OOA:

Cnnsultanlp

Y ey

Diagnosis: ' . '
Of/DcS— Wolvep Jum| [ep - 2001 /676 JRHP S‘fpnoo\(‘:ouﬁ
Height:. iy CITIS Weight!......orvers e KBS Food allergles: Yes/ ¥e5, 5PeCify.i i I
{80 oy .
Religious Beliafs: DVeg:aEa.i'l?"rl l\ ‘ LD/Noln Vege‘tarJlan L ] l:].Eggetanan [ tain
DIEE PrESCIIBHON: .orevrvevreesepycrscrassssassssesssggevons s et 51584 SRR 4 ERR 4 RRRRERRERRRS eyt P et < .
B Y0 11 e

SUBJECTIVE GLOBAL ASSESSMENT {ADULTS)

Ay - Patient’s related Medical History
- T T
1) WEIE;IQ Change (overall change In past 6 menths) :
=g [=F} 0s =] Os
L
Mo wslght change/ 5% ] 5-10% 16-15% »15%
galn
2 Dietary Intake | Oumtion: * . . .
ot - H11 [=F) O3 4 as
P . L1 U .
Cral Nochange °© - Sub - optimal Full liquid diet/ . Hypo = calorlc Starvation
) 10lid diet moderate liquid diet
: overall decrease
Erceral ) Adeguate o Sub= opdmal Inadequate Typo = caloric Starvation
Parenteral Excessive feeds
Nutridon
3] Gastralntestinal SWgnam: Duntion: .
1 H 3 4 s
Aa o o [] O
No symploms Hausea Vomitng / - Dlarrhcea SEvirs anoteda
modenate G}
1 0 N symploams
4 Functional Capaclty (Nutrition related Impalrment) Duration;
-
et [>%1 . o: .0 O Os
' Nana fimproved Diffieulty with Difficudty with Light acthity Bed / chair=
ambuladon narmal activity ridden with no
-, - or litle activity
] N ]“ED- macpidity (Disesse and ity relationshlp to nutritien requlrements) .
- O . (= ) . P/!" 04 O s
' Healthy Midco- - Modente co- severe co- ‘ “Veryuvele -
PP mortldity . marbidity/ age N morbldity muhiple co= '
.t 3ISyears ' . morbidity
. —
] Physlcal examinaton T, el
1) Detreased fat stares or foss of subcutaneous fat % . .
= =P =} =K Os
L
Hormal Mild Moderate Severe
H) $ign of muscle wasting
= O: Os Oa, Os
Hormal Md Moderate Severe
Total Score » Sum [ above 7 eamponents
Aytriticnal $tatus ; Based on this patient Is T P e T e RN
—
well Koushed to 14) / 3 / ‘
Moderatety Malnourished . . . A =T¢E1oF ) N . Y
Severely Malnourished 11912 25} M
.
Nutrition Interventon;
\‘I.Z/om-l O enteral ID Parenteral
Diet courdelling provided; //Dvgs O ko
Frequency of re-assessment; Weekly OIFart -night 7 Monthly
Enteral / Parenteral Oraily Calorle cowat: I [ Yes A 'C],N;

~ ;ghz/‘z 3 (5 LOD
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Mrs.KALAISELVI S
45/chalc/MH1202381297
28/ 12/2023/“’}120230026 19

Dr.G. GNANAVELU

MHI/NUR/2022/111
ﬁ Medway

Heart

Medway Hnspitals® ﬂ nstitute

The way to better health

(At et A e Pt 10 UMK

PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES
Diagnesis: ﬁlpHVRf'H/\(D\M g , NKQP‘

To (Area) Reason for Transfer / Name of Procedure

Every heart heat counts

Allergies if any:

From (Area) Date Time

{3

CoAR Lok

26123 12\

SICE

Method of Transfer: [] On Bed-Z]/O'ﬁ Wheelchair [] On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient:

Language Barrier: [ Yes (o T If Yes, specify:

Conscious [ Semi-conscious [} Un-conscious

Fall Risk Category: [ |Low Hist’Mﬁium Risk [ High Risk

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

Temp (°F) RR (breaths/min) Pulse (beats/min) SpO, (%) BP (mmHg) Pain Score
984% | 48 b/mt 48 bfmt A e AR
W

Any pre-medication given:

-

Pain Scale used: [JPIPPS (28 weeks to < 38 weeks) ] CRIES (38 weeks - 2 months)
[J FLACC Scale (2 months - 7 years) []Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Numerical Rating Scale (>12 years) [ ] CPOT (ventitator / comatose)

Any critical information:

Any specific recommendation: ~
Signature Name | Emp. No. Date Time
Handover by @ . M %Oj'v\bww\’]‘&d\ \ D N Br\,.% 2@]_\2;2“3" L]
Handed overto BB | Ruvalh avsuy AR Lol d )21
After Procedure: \ -
Procedure completed; ] Yes [J Yes | Any critical information: N \
Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse (beats/min) Sp0, (%) BP (mmHg) Pain Score
Q- [ QAW [ 29 halwid| BB lloxc/cs(rd of
Pain Scale used: [JPIPPS (28 weeks to < 38 weeks) [ CRIES (38 weeks - 2 months)
[J FLACC Scale (2 months - 7 years) [ Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Mj’:\l Rating Scale (>12 years) (] CPOT (ventilator / comatose)
Signature Name . Emp. No. Date Time
e
Handover by Bovaloas v o\F o] 1359
Handed over to / 4@,{ m M L— 93//1"’/1 Y ’5 v
N ' =1
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. n;lur:r AISE LVIS N Every heart beat counts

P 45/ Female/MHI202381297
N 28/12/2023}19H202300261q

CONSENT FOR CDRQNARY ANGIOGRAM /
CORONARY ANGIOPLASTY

L ANAVELU

|0 Ilhllllllll\llﬂ llllllllllilmllllll\[l'lll\lllll

CONDITION AND PROCEDURE
Dr Gj ................. as 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 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 sausage shaped ballgon),
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:

Tess than 1 in 10,000
(0.0001%)

1 in 1000 people (0.001%)

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

(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

(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

1 in 100 people (0.01%)

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

Most People (n) Minor bruising
PATIENT CONSENT:G_,l
P acknowledge that Dr ..>.% ‘\W‘\M% .......... 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 converns have been discussed and answered to my satisfaction. I
understand that in the unlikely event of complications, [ 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
P pio Kalod>eda 5012153 | .10
witaess 8l b |9 hosersa olughig [oel1o1a2 | (1+10

Doctor (L\/O‘)q,,m.‘\ Ofﬁ‘\'\ﬂ\ R E'\\ﬂ-? \is O

Interpreter




MHI/CRD/2022/026

ﬂ F M vednay

o Heart
Medway Hospitals ' ’ ﬂ nstitute
The way to berter health

{AIJnnqulml:dA.Ihar-:u Healthcare Pyt Ltd) Every heart heat counts
- Patient Delalls {Afiix Labef here)
: Name:
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£\ Medway
Heart

ﬂnstitute

Everyg heart beat counts
(A Unit of United Alliance Healthcare Pvt Ltd)

TRANSRADIAL CORONARY ANGIOGRAM REPORT

-

Patient Name: Mrs.KALAISELVI S 1D; MHI202381297
Age/Gender : 45 F IPH: IPH2023002619
Cath No. : 3492 DOP: | 28.12.2023
Done by Assisted by Technician Physician assistant
Dr.Gnanavelu Ms, Sathya Mr. Pratap Ms. Shalini

DIAGNOSIS: RHD; S/P MVR -TTK CHITRA-2011; AF - CVR; SEVERE AS; MODERATE AR; EF 65%

_ Access: Right radial artery Total exposure time: 170"
L Hardware used: 5F sheath, 5F TIG o Total DAP: 16.41 Gy.cm?

Contrast used: CONTRAPAQUE 50 m| -~ : Total RAK: 55.22 mGy

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

Hemodynamic data: Aortic pressure: 135/71 (92) mmHg; HR 74 bpm; Sp02 99%

Selective Coronary angiogram done in multiple angulated views:

ARTERY FINDINGS,

LEFT MAIN | Normal. Trifurcates into LAD, Ramus & LCx.

LAD Type 3 vessel. LAD appears normal. i
Gives three minor diagonals and many septals which appear normal.

RAMUS Good calibre vessel with 20-30% ostial stenosis

LCx Dominant. Proximal and Distal LCx appear normal.
Gives 3 OMs, OM2,3 are major OMs which appear normal.

( LPDA and LPLB appear normal.
RCA Non Dominant. RCA appears-normal.

FINDINGS: LEFT DOMINANT SYSTEM ; MINIMAL CORONARY ARTERY DISEASE

ADVICE : AORTIC VALVE REPLACEMENT

Dr. G. GNANAVELU, MD, DM

nt* [r"jﬂﬁﬂ)l FAEE

Dy G.Gn’dﬂa\’e‘“ MJD rsaist
" et Cart T O

PETUENT
~ 0445] 9445]

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

e
'F @MedwayHospitals @medwayhospitals in @medway-hospitals U @medwayhospitals @ 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence {Chennai)
Kodambakkam Mogappair Kumbakanam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | D44-2473 4455 | 044-27426829 04146-242000 044 - 4310 8959 044-2473 4454

E-mail : info@med\'uayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHIZHOSP/2022/118
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Yhe way tao better heaith
(A Unit of Unlted Alllance Healthcare Pyt Ltd)

SAFE PROCEDURE CHECKLIST

Adapted from WHO Safe Surgery Checklist

R

Date & Time : '9:8 }b’lu

MHI/OT/2022/086
ﬁ Medwany

Heart
institute
Every heart beat counts

Mrs. KALAISELVI 8
45/ Pemale/ MH1202381207
28/12/2023/1PH2023002619

Dr.G. GNANAVELU

A0S BT O S

Name of the Procedurs : C ?q C[ Location :

Does the Procedure involve Procedural Sedation : [] Yes o
SIBNIN ) 3 -5 TIMEOUT |3~ B0 SIGNOUT 3.
Before Induction of Procedural Sedation After pro dural Sedation and before pmcedure

When Doctor Ind]caés t‘ﬁ’at the Procedure is cumpileled

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

{Anaesthetist or Qualified Physiclan administering Procedural Sedation + Nurse + Technician + Doctar
performing the Procedure

All team members introduce themselves by Name and Role

Difficult airway [ aspiration rigk IZNO [ Yes, equipment

Essential Imaging displayed

L 1Yes [INA-

{ dentures and a;s':slance avallable

Antibiotic prophylaxis within last 60 minutes

OYes ,|2mA

Patient Confirnalion To be dona for each procedure in case of multiple

e P procedures /[ZY
Identity by two identifiers [AYes Identity by two identifiers /G’Yes Name of the Procedure done writien down es
Procedure LF1 Yes— Procedures L,‘ﬁ U\ L] Yes— Name and site of all specimens / investigations []Yes
Side JeR O Ov [ Pr pedta) O Teal ] Pk O Oa) erimeiebeingmdsentoly

Expected Blood loss HB _ /
Consent [AVes Position SAP 1N | £ Yes— Any recovery concens : a Yes?ﬂone
Known Allergy OYes P,Nn’ Consent ' T1Ves— If Yes, Pls. specify : 7
If yes, pfaese specify Required equipment and implants available JZH’}D NA
/

Possibility of hypothermia o [ Yes, warmer in placs

Name of the Antibiotic given

Venous Thromboembolism Prophylaxis Provided

DYegDﬂA

Anticipated duration briefed

All concerned-anesthesia equipment and medication check complete
Osto2 )Z]ﬁP D@ﬂﬁspls. specify_(=— C(’-]

Anticipated bloed loss briefed

Zﬁﬁ{mA

Any Equipment { instrument preblem that needs to be
addressed : Yes [INone
If Yes, Pls/specify :

Pre OP medication taken OYes CZ’ND Adequate fluids and blood available A1 YesrTINA
Team briefed on any critical or unexpected steps ,Z'?es Corrective actiont:
Required equipment for /[Z’Yes CONA For pracedural sedation cases L
procedure available A Any palient specific concerms : [1Yes"[_INone
Inira procedure glycemic control [1Yes FINA~
Any concems about sterlity [ Yes [Hone
Anaesthetist / Doctor giving Doctor performing thz?/ Nurse : P,f ﬂ\\ . _Ca,r"ﬁ\} Techniclan : PO\ - PQ'Q'HT Others Please-Specify :
Procedural $edation Procedure ; & O} ] 8
w“ﬂ
Date : Date: D ] )i’r Date : 9 % [ )}Y o 3 Date: ¢ Ip | 2y Date : “
Time : Time : ] 3.4 Time : Time : f 2 Time
\. Y J3 -4y Y )

vl
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Procedure Monitoring Sheet (Cath Lab)

Q

MHI/CATH/2022/085

- Medway

eart

Institute

Everny heart heat counts

Mrs.KALAISELVI s

Patient Name- 45/chulcimm202381297
2

8/12/2023 /1PH20230026, 9

Or.q, GNANavy

X

UHID/IP:
- LU
]

W

Consultant :

"AgeISex: A'Ejj I €
Ward Unit : ?5_
Diagnosis : %){” ¥\ ViC

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

PARAMETERS

YES

NO

NA

v

Vital signs : BP:}Q.“BE Temp:..A%:2 Pulse:S . RR:LO.... SPO2Qq

Urine voided

./’1

Bowel preparation

Pre-procedure medication administered

Procedure site marked |

Skin preparation done

NPO (& q .00 Qe -

1Y

Loose Tooth removed

Contact lenses / Eye glasses removed

Prosthesis present

Jewellery/Nall polish removed

Checked for Allergies (Drug / food) .

IV line/In-situ

Consent taken

—
o .

—
/'\

Investigation reports / Documents received

-~

Signature of Nurse : @67/\&\(\ -

Date & Time : 2@\\7__\ 12 %o

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

}3\\“}‘ " ;[ime HR / min RR / min BP mmHg Sp0:2% Medication / Remarks Sig‘n‘.‘of Nurse
1200 [ 8 D] D2 hahws | 4o et | Loo-/. - (Ao 74
15 %0 | 50 bHm| 98 Ml 12y [6gcie) | rows — Aot
12 25 |89 by Inpl 24 wylwilr9s Issizol  Loos/- — Ol 174
. D roCedreis 95@(' OVEeR S '
<
=




Post Procedure Follow Up Data (to be filled by the doctor)
e
Time : J 3. uy” Route : /24 ,/?‘éfa& al Oy iesmad
Complication : W | ) OL'j'D Proa

BP: }Q(’xfft‘?jﬁ) mmHg, HR: &9 Iobfjfm},RRg)Q Vst k- spo2 . 100,

BDTE?a‘ICPIE':LTiAe: 7ﬂ ed’ , Puncture Site: K0 m:ﬁjﬂ.g :@//Lan'\q Tolre

Advise:

¢ Shift To: Ward / ICU

¢ Bedrestupto j" hours

4 Observe puncture site for bleeding

¢ Watch for Pulse in_2}— E&eﬂfﬂ/ artery.
¢ Diet N/OW‘

>

Inform Duty Medical Officer SOS

a) If patient complains of any Discomfort

b) If dressing is Loose or Socked with Blood

c) If imbs are Cold / Absent Pulse )

¢ Remove 124 Eﬂa@tw E?E%g?;%ﬂc)‘n &‘I ) I> J 23 at } X000 AM/PM after informing
to the cohsu!tant. ,

¢ Special instruction ifany: A ‘; ]

e
Name & Signature of Consultant

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

/ N
N
AN

)
—

Nurses Notes :

o tdwe 0oy dsre. pi Eacliof M.mw/
lantts  vomod . Jighr  Pader  pardage OFPIEL

O 00N K- f\m\s; Tong

Condition at the end of procedurmble [] Critical :
Dot P

Patient shift to : [] Recovery Room [ Patient Room []ccu

Name & Signature of the Nurse : . Date & Time : _3
2% ) )3/1 =
A - @ 1290
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Every heart heat counts

Date:

28

BAESi

Time:

M

&

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

1. Completely Limited

Unresponsive (does not mean, flinch,or
grasp) to painful stimuli, due to diminished
level of consciousness or sedation OR
lirmited ability to feel pain over most of body

2.VeryLimited

Responds only to painful stimuli. Cannaot
communicate discomfort except by
moaning or restlessness 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

3, No Impairment
Responds to verbal
commands. Has no sensory”
deficit which would limit
ability to feel or voice pain or

discomfort tofeel pain or discomfort over 1/2ofbody | feel pain ordiscomfortin 1 or 2 extremities | discomfort
MOISTURE 1.Constantly Molst 2.Very Molst 3. Occasionally Moist A./Harely Moist

degree to which
skin is exposed

8kin is kept moist almost constantly by
perspiration, urine etc. Dampness is
detected every time patient is moved or

Skin is often, but not aiways moist. Linen
must be changed at least once ashift

Skin is occasionally moist, requiring ar(

extra linen change approximately once a
day

Skinis usually dry, linen only
requires changing at routine
intervals

4
V\

to moisture turned

1. Bedfast 2. Chairfast 3. Walks Occasionally m Frequently
ACTIVITY Confined to bed Ability to walk seversly limited or non- | Walks occasionally during day, but forvery [*Walks outside room at least
degree of existent. Cannot bear own weightand /or | short distances, with or without | twice a day and inside room H

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shift
in bed or chair

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.VeryLimited
Makes occasional slight changes in body
or extrernity position but unable to make
frequent or significant changes
independently

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

mimitaﬁon

Makes major and frequent
changes in position without
assistance

NUTRITION
usual food
intake pattern

1.Very Poor

Never eats a complete meal. Rarely eats
mere 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
maintatned on clear liquids or IV's for mare
than 5 days '

2. Probably Inadequate

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

3. Adequate

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

('{Excellent

Eats most of every meal.
Never refuses a meal.
Usually eats a total of 4 or
more servings of meat and
diary products. Occasionally
eats between meals. Does
not require supplementation

S

FRICTION
& SHEAR

1.Problem

Requires moderate to maximum assistance
in moving. Complete lifting without sliding
against sheets is Impossible. Frequently
slides down in hed 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

@./m Apparent Problem

Moves in bed and in chair independently and has sufmcient muscle
strength tolift up completely during move. Maintains good position in bed

or chair

TOTAL SCORE

s
>

3

Initial & Emp. No.
of Staff Nurse:

5

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

of Sr. Staff Nurse:

Initial & Emp. No. 4~

=

(17
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. . lor Staff
Date &| Pain Pain Character ) . . ] Staff Initial | SeM10
Ti S (dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions & Zm mNi Initial &
ime core burning, referred / radiant pain) p- No. Emp. No.
P
f
, 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

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

(2 months - 7 years)

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

[

0O CO) olo)
Wong-Baker FACES >/ -— =
Paln Rating Scale .
(7 years - 12 years) 0 2 4
No Hurts Hurts Little
Hurt Littla BIt Mora

Py
@\ (e A0S~
[ — a8
— FaN
6 8 10
Hurts Herts Hurts
Even Mora Whols Lot Worst

Numerical Rating Scale (age more than 12 ye:'ars)

NV A T T A D T A S
P} - o S B R R R R S HE
1 2 3 .4 5 6 7 8 9 10
R SR 3
None Mild Moderate Savero

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

Critlcal care Pain
Observation Tool {(CPOT)
(ventllator / comatose)

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

COMPLIANCE WITH VENTILATION (intubated patients): O - 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, sobbing

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

TOTAL SCORE: 0 - 2: No Pain; 3 - 4: Maoderate 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/counselling: 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

MHINUR/2022/047
A Medway

Heart

ﬂnstitute

Every heart heat counts

Date
Time

by

115

S. No.

PARAMETERS

Active cancer (on-going treatment or diagnosed

1 within 6 months or palliative care) L)
Bedridden recently >3 days or major surgery

2 | withinfour weeks Q
Calf sweiling >3 cm compared with asymptomatic

3 |side, measured at 10 cm below tibial tubercle /@
(Assess for both legs)

4 Collateral (nonvaricose) superfictal veins present
(Assess for both legs) (@

3

5 | Entireleg swollen (Assess for both legs)

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

7 Pitting edema, greater in the symptomatic leg
{Assessfor both legs) P

8 Paralysis, paresis, or recent plaster immobilization
of the lower extremity (Assess for both legs) {o

9 | Previously documented DVT {Assess for both legs) /e,

f

Alternative diagnosis to DVT as likely or more likely
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal fallure, CCF Cellulitis

10 | (commonly mistaken as DVT), Dependent (stasis) (O

oedema, 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 ©
Low Risk: -2 to 0 | Moderate Risk: 1 to 2 | High Risk: 3108 | lg«
ClYes | [yes | LlYes | OlYes | (Yes | [1Yes | [lYes
- DVT prophylaxis started | =y, [ONo | ONo | OONo | OONo | OONe | CONo
Signature & Emp. No. of RN (-Dﬁﬁ,df'

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

Where heart beat never stops...

Date Z@EQ’ ?j: r&\\w\é

Variables Time | . ';(
[(20] Wy

History of falling No @ @ 0 0 0 0 0 0 0
(immediate or within 6 months) Yes 5 /?5 25 25 25 25 25 25 25
Secondary diagnosis No C‘D @ 0 0 0 0 0 0 0
(= 2 medical diagnosis) Yes| 15 |15 | 15 [ 15 [ 158 | 15 | 158 | 15 | 15
Intravenous Therapy / No | 0O 0 0 0 0 0 0 0 0
Heparin Lock / Tubes Insitu Yos (;0) 1@ 20 | 20 20 20 20 20 20
AMBULATORY AID f
None / Bed Rest / Nurse Assist @ @ 0 0 0 0 0 0 0
Crutches / Cane / Walker 15 |15 15 | 15 15 15 15 15 15
Furniture 30 3o 30 30 30 30 30 30 30
GAIT
Normal / Bed Rest / Wheel Chair (0 @ 0 0 0 0 0 0 0
Weak 10 (“10 [ 10 | 10 | 10 100 | 10 | 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability @ @ 0 0 0 0 0 0 0
Overestimated or forgets limitations 15 15 15 15 15 15 15 15 15
MEDICATIONS
Includes PCA / opiates, diuretics,
laxatives, hypnotics, sedatives, No 0 0 0 0 0 0 0 0
immunosuppresent, anticonvulsants, | yag @ 15 15 15 15 15 15 15

anti-hypertensives, hypoglycemics
and psychotropics

Total Score

Low Risk (0 - 24)

High Risk (45 or above)

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN

0
G
2
Medium Risk (25 - 44) W L
o
>

b LY
%V

s

ol - 2

2970 . 24" Low Risk; 25 - 44: Medium Risk; 45 or above: High Risk




INTERVENTIONS Date

A

Tick as per the Risk Score Time

Low Risk Interventions (0-24)

restrictions mentioned above

High-risk interventions (45 or abovc)

o
rv\\\
W¥
Familiarize the patient with the immediate surroundings - /
Remind the patientto use call bell before getting outofbed | 7 /
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 hl
patient's easy reach ' /
Remove excess equipment or furniture to make a clear
path I //
Keep the patient's bed in the low position at all times except /
during procedure / '
Teach fall-prevention techniques, such as sittingup fora| - /
moment before rising from the bed yd
Bed wheels should be locked 7/
Encourage family participation in the patient's care - / /
Ensure that floor of the bathroom is dry and not slippery < /A
Review medications for potential side effects that can - /
promote falls /
Use safety belts during movement in wheelchair < 7/
The patients are not ambulated by themselves. They are to — /
be ambulated only with assistance
Mediumriskinterventions (25-44 1//
Apply allthe lowrisk interventions - /
Tieyellowfall 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 chairor |
onatoilet seat /
Use restraints and bed monitors as ordered by the doctor < |/ /
Allow the patientto ambulate only with assistance « 4 //
Consider peak effects of the medications that effects level /
of consciousness, gait and elimination when planning <«
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
—
o

Apply allthe low and medium risk interventions

Tiered fall risk tag in the 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

Fal

TV

: [~ <8
Signature & Emp. No. of RN Q-}’r)

Signature & Emp. No. of Sr. RN
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