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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 Output Chart

Drug Chart (Duly filled)

NOEND NN NN NN NN N

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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Patient Details (Affix Labef here)

¢ Name: MDP. M AHEDS wﬂmn MHI/IPD/2022/002
(" LUHID: py T 0002 1T ) £\ Medway
N @ = ; DOB: | ,s“' F ( Heart
- 1 DON: 21 (22 ' :
Medway Hospitals consaant 0 e, T paepR. Y L nstitute

The way to better health Every heart. heat counts

(A Unit of United Alliance Healthcare Pyt Ltd) ADMISSION SLIP

Admitting Doctor: > F. @1}, 1O e Speciality:~ 51 -, boop -

Advised Date &Time: 97 /,5 /903 % = g.1y Am

Provisional Diagnosis:

cop - ACS
Reason for Admission: [:l Medical Management |:| Surgical Management
[FGinets (please specify details) - S -
\dmission Type: k] DayRare [ ]ER [ ] ward
[licu (Specify details)

Surgery / Procedure Name (if planned):

ChO

Blood Product Requirement: D No D Yes (Kindiy specily details of components required in space below)

Expected Duration of Stay: ‘;ba,y caehrd

Expectyf Treatment (as per Financial Counseling Form):
Payer: Self El Insurance I:I Others:

Instructions.to. Nurse [if any): d =

Any other Instructions (if any):

Doctor's Signature Name Reg. No. Date Time

.ﬂ« W D - - TRILHARLA 41442 prlhe| aiie




For admission desk staff only:

Hoom Category:

] General ward

[ ] Single Room. -

[ ] Twin Sharing
] Deluxe Room
[] Suite Room

whers

Admission intimation Receipt Details

Admission Time in HIS

Date

Time

Date

Time

27 \\“’\ >

o

2 \\“’] >

Y

Source:

E3-6PD
[1EeR

D Direct

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

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

Front office gtaff Signature| Name

Emp. No.

# 1o

Date

b i)

Time
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ADMISSION FORM

where heart beat never stops...

' ‘Marital Status Full Address A Telephone Number
5 bt/(} ND‘,' \5/‘7 Pdﬂ‘\ﬁ,q \m&% Famman Cownl Llyen, - ‘.,
ccupation
e Alonditr, Clhemas - ool 736947 o4

o Sihioln s @ P

R@ed from F Date of Fime pfAdm{ission| Date & Time of Discharge Total No. of Days
IP ]
713 /238 i
4 271 A 2.
{

UNIT
pe— MLC [ Yes [+ No i YesARNo.:
FINAL DIAGNOSIS ICD Code
Cod RS — EXTENSIVE Pl £7€mis LySED weh qof.1

M cotlinlas) Bn QP- DEL7h  Holprhl ¢ 4 bpEsA T24.9

AV p X TATI N QST YN 1 SYsgEmic Hlypep~ren 2o ’ Tio, ]

HYPE 4 pIaneEs mEeddlrul Tia _ €11, 9
DATE OPERATION / PROCEDURES ICPM Code

® | e
q)ﬂ'w

0
DATE ' TYPE OF ANESTHESIA
4",‘[(}[95 [0 GENERAL [J SPINAL /_E*If&\L [0 REGIONAL J EPIDURAL
. DISCHARGE STRTUS
[] Cured [0 Discharge at Request- ] Expired < 48 hours
E’f/ q O Against Medical Advice Exoired h
mprove [ Absconded O Expired > 48 hours
M Unc\hanged O Transferred t0 .....ecnsienicnrnsesnnn, [ Post-Operative Death
w .b’\}b“
Signature of the Consultant Signature of {cél’ ﬁecords Officer

S.No.:5



AUTHORISATION FOR TREATMENT | PAYMENT -

I hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital Investigate treat and
administer such drugs as may be necessary and to perform such operation under anaesthesia or other £asm

e e O . . AL
deemed necessary ang /gr advisable in the diagnosis and treatment of my illness / patlent. O N S [ ALY
whois my .......} 7. DI (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 hospitat as agreed above, | hereby authorise the hospital to transfer
me/fthe patient to any other hospital/institution for further treatment as deer_ned fit and proper by the hospital authorities.

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

i have read out and explained the contents of the above to the Signatory in his vernacular .
Addeng, uemd OlFausslEe daeliLmes OFlw HBENID EIPIGHED

S5 ¢pooLDAs: B BieUNED, inghSHGiab, SIS, ey EHSHE BaPWIigaT GGG / GBMUIEH it
‘es@ Gsomaluly Bsngmetamer S1FUIE IDEHBISMET OENGEHEaLD. DWHS
IDEHEISsT OENESS G\&m@smmm/egrgjm fddens Oinuayd MBengh apkiGiGher. mrst / B8 afisgisen Grmunefissr
SlFcoabaett C15N6DE APPRIBID OFESS BE6T apeod & mid DeliSSGe.

Gwsd safwg Guns Geusmer el sriash WwEsHIaGShaner OFoamaer &L sl aeianer Grmunsafisow GauaDNE
wEsGQIersS, Nin ddéwns / Sinana ddésns Oal SLbmbp SULFme aorrg e meflemias gpsowna QL BT Sifanmd
el &HCmetr.

@sgiaomeanier aung st S ruast uHi OsMeBHB0N pmsSEMmsT.
Grnwnefide 2 feowwner aebect Lswib, s SnTt.doag OUTHLEST Wia(b ungisniurten BLE5SDE npuCGsiLLer / Sisogy

opmhadw e.pdierfud ar@asslucGsang. 8k werspauwamer aarg/Gnrutefuler angeis mﬁnggm@ Summitnfisbemen
qent 2mif sLSGme.

CuHeMuLL MHeparsgid earsd clafidsiuc, NIngsrer epsawmindrGLe.

7
G\&'sﬁls&mg:gi\n:"mb Gsd aengl/2_meflei/amiunent ensaWmLILD
Signature of Admitting Nurse Date 2‘7 } [ lSSignature of the Patient / Relative / Gurdian

N Lge:n)

2_mejipsnm

Nature of Relationship
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GENERAL CONSENT FOR ADMISSION
I,_MQS ! MF)HESL")F)QJ ) @‘ the Wntor [ Representative of patient have

(please tick the correct option above and befow)
[] Read
[] Been explained this consent formin English, which | fully understand.

« | give my full consent and authorization for admlss:on and treatment at this hospltal 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.

v, "« lalso consentto use of assistants such as resident doctors, otherdoctors, nufées, and cther healthcare workers

by the hospital and treating doctor/ team.

+ lconsentforclinical 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.

= | hawe 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 langer stay and / or use of intensive care services. In such
cases, procedure different from those contemplated and other intervention (s) may sometimes be needed.

- ldeclarethat, [ 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
relevantinformation on my part.

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

» [ have been made aware of the rules and reguiations 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
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
tarift. | 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 seltling the bill before leaving the hospital premises at the time of
discharge.




I further declare that | have been given an opportunity to ask question(s) related to my admission, care plan and
proposed hospital stay, and that such questions have been answered to my satisfaction.

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

presence atthe time of my signing this form.

l, 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

gﬂ*{"

Interpreter
(if applicable)

* Right Hand for Males & Left Hand for Females | # Only if Patient is a minor or unable to give consent

&)
Surrogate/Guardian ) }\ ancsy W oman . A 25w
(if applicable #) A . LN _]’ o 111.M“D %‘F’ ey
—- (Write name and relationship with patient)
Reason for Patien{ﬁ unéﬁe to give consent because:
surrogate consent ) e
Pl
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Every heart beat counts

M R D {A Unit of United Alfiance Healthcare Pvt Ltd)

DAY CARE DISCHARGE SUMMARY

IP No. . IPH2023002607 D.0.A : 27/12/2023
UHID . MHI202381517 D.O.P f 27/12/2023
Name . Mrs. MAHESHWARI. A Room No. : RL
Age/Gender _ 58Years/ FEMALE

Consultant  :(1).Dr. JAISHANKAR.K MD., DM., FIAMS D.O.P : 27/12/2023

Director and Clinical Lead
Cardiology and Electrophysiology

(2).Dr. KARTHIK SABAPATHI MBBS, MD(GM), DM(Cardiology)
Interventional Cardiologist

DIAGNOSIS:

('AD-ACS-EXTENSIVE AW STEMI

LYSED WITH TNK(26/12/23) AT SP-DELTA HOSPITAL
MODERATE LV DYSFUNCTION

SYSTEMIC HYPERTENSION

TYPE 2 DIABETES MELLITUS

PROCEDURE: CORONARY ANGIOGRAM DONE ON 27.12.2023 — TRIPLE VESSEL DISEASE.

BRIEF HISTORY:

Mrs. Maheshwari. A, 58years/ female, Presented with complaints of chest pain and she was diagnosed
with AWSTEMI and was thrombolysed with TNK at SP-Delta Hospital and referred here for Coronary angiogram
for which she has been admitted.

No H/O fever, cough, pedal edema, PND, vomiting, diarrhea.
K/C/O DM, SHTN on treatment

ON EXAMINATION:

Patient Conscious, Oriented and afebrile.
PICCLE - NIL

HR - 101bpm

BP - 120/73 mmHg
SPO, - 97% in room air
CVS - S182 (+)

RS - BAE (+)

Abdomen - Soft

CNS - NFND

PATIINT

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

EHMINE
: 4 S 9045794457
'f @MedwayHospitals @medwayhospitals ] IF} @medway-hospitals ’ @medwayhospitals @ 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Meogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 | 04146-242000 044 - 4310 8959 044-2473 4454

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



UHID: MHI202381517 IP.NO: 0 edway

eart

JCI ACCREDITED NABHACCITED Institute

™WYESTIGATIONS: Every heart beat counts
) (A Unit of United Alliance Healthcare Pvt Ltd)
BLOOD: Hb- 9.0gm/ dl, TWBC — 10230 cells/cumm, PLT -294, Bun- blood urea — 26.5mg/dl,

Creatinine — 1.41mg/dl, Na+ -143 mmol/l, Na+ - 5.7mmol/l, INR — 0.86.
m sinus rhythm, HR - 85bpm, ST elevation & T wave inversion V1-V6, Lead I & aVL

ECHO : Akinetic basal, mid and apical anterior, anteroseptal & antero — lateral walls of LV & distal 2/3" of
IVS. Moderate LV systolic dysfunciton. EF — 40%. Mild mitral regurgitation. Grade I diastolic dysfunction.
Normal RV systolic function no pulmonary hypertension. No pericardial effusion / clot.

COURSE IN THE HOSPITAL.:

Mrs. Maheshwari. A, 58years/ female, underwent Coronary Angiogram by right radial access on 27.12.2023 which
revealed TRIPLE VESSEL DISEASE. Post procedure was uneventful. She is advised CABG. Her medications
are optimized and she is being discharged in a stable clinical condition.

A ™VICE MEDICATIONS:

INJ CLEXANE 60UNITS S.C TWICE A DAY FOR 3 DAYS

§l. | NAME OF THE DRUGS WITH | DOSAGE | FREQUENCY ROUTE | RELATION DURATION
NO GENERIC NAME M A N SHIP WITH MEAL

l. TAB. ECOSPRIN AV 75/10 MG| 0 ¢ |1 ORAL | AFTER FOOD | To stop 5 days before

Surgery
2. | TAB. CLOPILET 75 MG 0 4 |0 ORAL | AFTER FOOD | To stop 5 days before
surgery
‘3. | TAB. NITROCONTIN 26 MG |1 0 |1 ORAL | AFTER FOOD | TO CONTINUE

4. TAB. FLAVEDON MR 35 MG 1 0 I ORAL | AFTER FOOD | TO CONTINUE

5. TAB. CONCOR 235MG ] a0 10 ORAL | AFTER FOOD | TO CONTINUE

6. TAB. LASILACTONE 20/50MG( 122 |0 |0 ORAL | AFTERFOOD | TO CONTINUE

. 7. TAB. PAN 40 MG 1 0 |0 ORAL | BEFORE FOOD | TO CONTINUE
8. TAB. ALPRAX 025MG | 0 0 |1 ORAL | AFTER FOOD | TO CONTINUE
9. SYP. CREMAFFIN 10 ML 0 0 |1 ORAL | AFTERFOOD | TO CONTINUE

"'#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 it
f . : - — o~ 9445794451
@MedwayHospitals @medwayhospitals |} @medway-hospitals y@medwayhospitals i) 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Magappalr Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 | 04146-242000 044 - 4310 8959 044-2473 4454

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTCO83665 MHI/HOSP/2022/118
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Every heart beat counts
(A Unit of United Alliance Healthcare Pvt Ltd)

DISCHARGE ADVICE
DIET LOW FAT DIET.
PHYSICAL ACTIVITY STRICT BED REST FOR 2 WEEKS, THEN AVOID STERNOUS
ACTIVITIES,
S (REVIEW REVIEW WITH CTS TEAM FOR PLANNING CABG

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

g \

CONSULTANT SIGNATURE ’ CONSULTANT SIGNATURE
Dr. KARTHIK SABAPATHI MD., DM., Dr. JAISHANKAR. K MD., DM., FIAMS
Consultant interventional Cardiologist _ Director and Clinical Lead
. Cardiology and Electrophysiology
Dr. Karthik Sabapathi
Typed by : Ezhilarasi. Reg No: 93779
| Dr. K. JAISHANKAR

Reg. No: 49448
“ understood the Content of the

discharge summaq

e

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

PTIENT
> 22 901571 94451
'F @MedwayHospitals @medwayhospitals |} @medway-hospitals y @medwayhospitals @ 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence {Chenmnai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
D44-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 04146-242000 044 - 4310 8959 044-2473 4454

E-mail : info@medwayhaspitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Mrs.MAHESHWARI A
58/ Femalo/MHI202381 5,7
27/12/2023 1v1202300260 7

Dr.E(.JAISHANKAR

ﬂﬂmmm!ﬁlMHIIMHMMMHMIMJlthﬂHﬂ
DAY CARE INITIAL ASSESSMENT FORM
Date: ,(N_h@@r ime of arrival: iﬂ_

Every heart beat counts

Part A (to be filled by Nurses)
Vital Signs: Temp: X€_7°F) | Pulse /HR:___1© | (beats/min) | BP: 120 ,“f—/"" {(mmHg)

Hespiration:!q {breaths/min} | SpO,: a9 E (%) | Height:3$ 2 (cms)| Weight: Bo 1. (kgs) | BMI: _mLQj f @9—

Any Language Barrier:[] Yes if yes, please call Language Coordinator / Translator

Allergies :[]Yes [:]-No/jf Yes, specify : -

Psychosocial Assessment:

Alcohol Intake: [ Yes Z@ Substance Abuse: []Yes m Smoking: []Yes FTRD

Do you have any special religious, spiritual or cultural needs to be considered? [1Yes [(4N®
if Yes, specify details: —

Pain Screening Off:D
Pain: D Yes E‘Nﬁ If Yes, Score:
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)

B’?\erical Rating Scale (Age more than 12 years)
Dutation: Location:

Pain Character: [<]Dufi[_] Aching [] Sharp [_] Stabbing [_] Shooting []Burning[_] Referred / Radiant Pain

Nutritional Screening:
Last 3 months Appetite [ Increased [ Decreased (TN Change
Last 3 months Weight [increased: [ Decreased D’@Change

Fall Risk Screening for adults: ﬁ-ﬁ"?iSk
L] Age more than 65 years I:Iﬁ' tory of fall in last 3 months
[ Walks with assistance ] Any neurclogical problem

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

Fall Risk Screening (for pediatrics)
d"/-___ R
[] H/O fall in last 3 months [_] Neurological problem (vertigo, seizure, etc) [] Deranged Mobility [] No Risk

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

Signature Name Emp. No. Date Time

Nurse % 3; - O 47 P ltg{b% 9\ 50

SN




Part B (o be filled by Physicians)

Chief Complaints
(A6 prfe - &, SOb
Dirgaotitn B fgumb —toatd mdmee & L
LInE fan (az
Past Medical History
Personal History
\"‘ﬂ
Significant Family History
Me—
Current Medication
NS 0. Current Medication Dose | Route | Frequency 2?:25‘:‘ ;‘i,"s‘: ‘ To beh‘::::iig:if:a‘;uring
’ EZ/DSPR'N - M %’tﬂlo P}‘ O 7 DYESDNO
o AR Mo | p | 07V7° ( [1Yes[JNo
q Y TSLSRSS L = 2-(,-\/ O | V=0 \{’Q)}“‘ J‘MG [JYes [INo
Q y NGO
A PP D « it W | O [V CiYes C(ONo
< FANY W) -[LM )~ f—o~w [dYes []No
L Ll ) Lrusonil 1[50 Pl ’/Vfo-*’ \ ]l Yes []No
ol P> o, P_)\. fv b= " ) [JYes [INo
% P alrayy o Vo N U-—o~|( [ Yes [INo
.
Oq WMBWY\A 2% ﬁl e 0 []Yes INo
! OYes[INo




Clinical Examination / Investigation

Net  — o
kXY - BT

Coaiindhe — [

pleowd — 2y

Provisional Diagnosis

e, ~AZS - X Fry S 1dE A - S |

oostn & TNe (wlinf 203)

W o0 e v 8D

fwm*[ ™M

Plan of Care (including Investigations Ordered)

Wi CAR
|
. i Isan Dr. Anish Nelson
Doctor’s Signature 1Q\“V Name DrAnishNe Re . D i !
g Reg. No: 88434 RNNo: saazs [Py lox | TIME o1 50
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every heart _l:e:-:t counts

DOCTOR’S PROGRESS NOTES

DATE

NOTES
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DATE NOTES
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. Anish Nelson
Reg. No: 88434
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Dr. Anish Nelson
Reg. No; 88434
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Every heart beat counts

. . . Patlent Detalls (Affix Labef here) .
'
Department of Dietetics

NUTRITION ASSESSMENT AND CARE PLAN FORM

Diagnosls: CaD -6 ] D I OUJ LN—\ SE-4D/,

HEIENE: g vepucerrn EMS Welght: e seereeeens f....Kg Food allergles: Yes/).#ﬁes, s T—
Religious Betiefs: L] vegetarian /E’ﬁ on Vegetartan {0 Eggetarian’ D Jain

Diet Prescription:, fess s ssesssessnedysesssssdysesnssasanssfaresessos
LEERS

s e TS KR R no sl N : 9 olelins
SUBJECTIVE GLOBAL ASSESSMENT (ADULTS) - e -

(8 - Patient’s related Medical Histony
1) Welgh¥*Change (overall change In past 6 months)
I=g 02 [=F] o+ as
Mo weTght change/ <54 5-10m 10-15% - »15%
galn
H) Dietary Intake Ouuﬂ)/
[miy] Qs i) Qs
ol 7 Ho change Sub - optimal Full Uguid diet/ . Hype = calorlc Starvation
. solid diet moderate liguid diet
overall decrease
Enteral J Mdequata f Sub = optimal Inadequate Typo-calorle Stanaton
Parenteral Extesshve feeds
Hutriifon
k1] Gastrolnteyting Symptoms Duration:
V 0: O D+« Os
/ Mo symptoms Hausea Vomlting / Dlarchoea favere anoreda
' moderate GI
ymptems
4 I Functional Capacity (riu‘:y(mmd fungtional impairment) Duration;
[m O» [ni ] Os
2} None Amproved Difficudty with Diftulty with tight activity Bed / chair =
amiutaon normal activity ridden with no
1 or little actvity
%) ] €5 - morbldity [Dhiease ang Its rel ta nuteition req ) ! P -
[wiF . a: /a’ ] [} O s
Healthy Mild co- Modenate (o - favers £o- Very severs
maorbidity maorbldity/ sge mortldity muttiple eo-
75 years morbldity
B) Physical examinadon
1} Decreased fat stores or loss of subartaneous fat
g~ o: =K =K os
O
[ Normal ' | Mg Moderata Severe
HE Sign of mustls wasting )
m] / Oz 0s Oa, Os
L"Normat ‘Mid Moderate Severe
Tota) Score = Sum f asbeve 7 components
Nutritonal Statws : Based on this patientls - :
Well Nourished _,.Bﬁ: 14) AN
Moderately Malnourfshed . (15 t8) [ G“ J
-y
Severely Malncurished O15 e 35)
Nutrilon Intervention:
M{r O Entera) ID Parenteral
Diet counseliing provided: J,gﬁ (=™
Frequency of re-assessment: aﬂ{aﬂdy O Fart - night [0 Moathly
Enteral f Paresteral Ooaly Calarle counz: ) [ Yes - Eraa
A
Dietidan Signature f Name / Date / Time; ] 6 ’5. DO

1¥land Lawner;ie

t  Senior Dietitizn (‘i"‘\m)
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G’ ' 58/Female/. 4120238517 M‘-‘"“’ay
v 27/12/2023/1. 202300, 607
. : Heart
| Medway Hospitals :

The way to better heaith
(A Unlt of United Alllance Healthcare Pwt Ltd)

Dr K. JAISHANKAR rnstltute

OGN

(ST TN

PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES

Every heart beat counts

Diagnosis: __ 10 PN t s!;Hle Allergies if any: NipA.
From (Area) To (Area) Date Time Reason for Transfer / Name of Procedure
EE e La  |otlekd| o ¢ é

Method of Transfer: [1 On Bed Q»@'rpNheelchair [J On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient: @c:ous [ semi-conscious [ Un-conscious

Language Barrier: [-] Yes ﬂ If Yes, specify:

Fall Risk Category: [L40W Risk [] Medium Risk [ High Risk

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

Temp (°F) RR (breaths/min) Pulse (beats/min) Sp0, (%) BP {(mmHg) Paln Score

o0 19 <t A9 P2olgo | Yo

Pain Scale used: [1PIPPS (28 weeks to < 38 weeks) L1CRIES (38 weeks - 2 months)
[J FLACC Scale (2 months - 7 years) [IWong-Baker FACES Pain Rating Scale (7 years - 12 years)
E/ﬂmerical Rating Scale (>12 years) (] CPOT (ventilator / comatose)

Any pre-medication given: ™

J—

Any critical information:

Any specific recommendation:

Signature Name Emp. No. Date Time
Handover by c\)l(_ﬁ__, leg\._{ B1- D /sy @r/&[.z.}) Y.
Handed over to i@% (}DMQ . 2373 ' '{/]‘2/\2 7 |loLo
After Procedure: o
Procedure completed: Yes [] Yes | Any critical information: N ,
Vital Signs (fo be documented at the time of shifting):
Temp (°F) RR (breaths/min) Pulse {beats/min) Sp0, (%) BP (mmHg) Pain Score
0]‘5 NG 20 Y}Y‘@@ ’iszm_f' gqq v E1 /;L; (éa?w/» !Ao

Pain Scale used: [IPIPPS (28 weeks to < 38 weeks) [1CRIES (38 weeks - 2 months)
0] FLACC Scale (2 months - 7 years) []Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
umerical Rating Scale (>12 years) (1 CPOT (ventilator / comatose)

Signature Name Emp. No. Date Time
Handover by 2~ [gsn s 0237 27 13/e3 |12,
Handed overto | {) . ouffsroporty | ole  halobslip !

Y/ | "
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MWM =22 0v ANGIOGRAM / CORONARY ANGIOPLASTY

58/Female/MHI2023815) 7
. 27 ¢
Patient Na =/ 12/%023/1rn2023002607
Dr.KJAlHANKAR

 Consultan ERES IR

CONDITION AND PROCEDUKL.

Dr SO DA B has 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 piciures 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 carcfully 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 (i) Your age and general health
These are some of the more serious risks that can happen, but are not the only risks:

Sex: M/F

No: UHID

Less than 1 in 10,000 | (4 ckin injury from radiation, causing, reddening of the skin
(0.0001%)

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

(c) Heart attack.

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

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

(f) Need for emergency heart surgery or angioplasty.

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

(h) Death

1 in 100 people (0.01%) (I)the 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

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

Most People {n) Minor bruising

PATIENT CONSENT:

P acknowledge that Dr SALAANIR . 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 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

Signaturg Name Date Time
" 7 W FeA ™
Al rfartonchap | (WOESTY Mot Eraaapisd | otbiohy | @
witness 7%” A\~ Nanesu yxwmac opplfe 5o,
Doctor boagry™ | DR, YaPTIHIL - o} bﬂg ) 9-%°
Interpreter v
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Every heart beat counts

CORONARY ANGIOGRAM REP%lﬁriOf United Alliance Healthcare Pvt Ltd)

‘ PATIENT NAME : MRS. MAHESHWARLA UHID : MHI202381517

AGE/GENDER :538 YEARS/FEMALE IP NO + TPH2023002607
CONSULTANT  : Dr. Jaishankar. K MD., DM,, FIAMS D.O.A :27.12.2023
Director and Clinical Lead D.O.P $27.12.2023

Cardiology and Electrophysiology

CONSULTANT : Dr. KARTHIK SABAPATHI MBBS, MD(GM), DM(Cardiology)
Interventional Cardiologist

CATH DATE 27.12.2023 DONE BY DR. JAISHANKAR
CATHNO ASSISTED BY SN. SATHYA
g
Lo CATH DURATION 5 MINS TECHNICIAN MR. TAMIL
HEIGHT 152 CMS PHYSICIAN ASSISTANT MS. SHALINI
WEIGHT 60.7KGS
CLINICAL DIAGNOSIS: CAD-ACS-EXTENSIVE AW STEMI- LYSED WITH TNK(26/12/23)
MODERATE LV DYSFUNCTION, SYSTEMIC HYPERTENSION, TYPE 2 DIABETES MELLITUS,
CATHETERIZATION PROCEDURE: AFTER OBTAINING INFORMED CONSENT, PATIENT WAS
BROUGHT TO THE CATH LAB. UNDER SAP, PROCEDURE DONE BY USING 2% XYLOCAINE AS
LOCAL ANAESTHESIA AND SELDINGER TECHNIQUE.
APPROACH : RIGHT RADIAL ARTERY
SHEATH tSFR
CATHETER : 5FR TIG
CONTRAST MATERIAL: NON- [ONIC, VISIPAQUE
o MEDICATIONS : Inj. Heparin 2500 1U
COMMENTS:

LMCA - NORMAL. BIFURCATES INTO LAD AND LCX.

LAD - TYPE III VESSEL. PROXIMAL LAD ASTRIDE FIRST SEPTAL & FIRST DIAGONAL HAS
80-90%TUBULAR STENOSIS. MID & DISTAL LAD HAS NON FLOW LIMITING DISEASE.
GIVES 1 MAJOR DIAGONAL WHICH HAS NON FLOW LIMITING DISEASE IN
OSTIOPROXIMAL PART.

LCX - CO-DOMINANT AND GIVES RISE TO 3 OMS. PROXIMAL LCX HAS LONG SEGMENT
LESION OF MAXIMUM 50% SEVERITY. DISTAL LCX AFTER OM2 IS A THIN CALIBER
VESSEL AND HAS NON FLOW LIMITING DISEASE. OM2 & OM3 ARE MAJOR OMS. OM2

49, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 R
f . _ - =~ 9445194457
@MedwayHospitals @medwayhospitals ][} @medway-hospitals y@medwayhospitals @ 1800 512 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 | 04146-242000 044 - 4210 8959 044-2473 4454

Emall : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Every heart Beat counts
L (A Unit of United Alliance Healthcare Pvt Ltd)

OSTIOPROXIMAL PART HAS LONG SEGMENT DISEASE OF MAXIMUM 80-90% SEVERITY.
. OM3 HAS NON FLOW LIMITING DISEASE. LPLB APPEARS NORMAL.

RCA - CO-DOMINANT. PROXIMAL RCA HAS LUMINAL IRREGULARITIES. MID RCA &
DISTAL RCA HAS LONG SEGMENT DISEASE OF MAXIMUM 90% SEVERITY. R-PDA
OSTIOPROXIMAL PART HAS 60% TUBULAR TSENOSIS. SMALL R-PLB HAS LUMINAL
IRREGULARITIES.

LIMA & RIMA — APPEAR NORMAL.

IMPRESSION:

TRIPLE VESSEL DISEASE
MODERATE LV DYSFUNCTION
CO -DOMINANT SYSTEM

PLAN:

CABG TO LLAD, OM2, DISTAL RCA/PDA

o CONSULTANT SIGNATURE ~ ~ CONSULTANT SIGNATURE

Dr. KARTHIK SABAPATHI MD., DM.,, - Dr. JAISHANKAR. K MD., DM,, FIAMS
Consultant interventional Cardiologist Director and Clinical Lead
Cardiology and Electrophysiology

Dr. Karthik Sabapathi
Reg No: 93779
. To visit at www.medwayhospitals.com

Dr.K.J AISHANKAR
Reg. No: 49448

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

r : — 222 9045794457
@MedwayHospitals @medwayhospitals ]I} @medway-hospitals ,@medwayhospitals @ 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumhakonam Chengalpattu Villupuram Heart Institute Institute of Pulmenology
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 MHIHOSP/2022/118
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Name of the Procedure :

HIfOT/2022/086
’\ Medway

C

SAFE PROCEDURE CHECKLIS]\/]M
Adapted from WHO Sale Surgery Checklist j

Heart

institute

coth lab

Location :

Every heart beat counts

Date & Time ; 2;] “&!2:2

PATIENT LABEL

Does the Procedure invalve Procedural Sedation : [] Yes D‘NO/

SIGNIN 10 [e
Befere Induction of Procedural Sedation

TIME OUT 132 { é
After procedural Sedation and before procedure

SIGN OUT [ de
When Doclor indicates that the Procedure is completed

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

(Anaesthetist or Quatified Physician administering Procedural Sedation + Nursae + Technician + Doctor

performing the Procedure

Patient Confirmation

All team members infroduce themselves by Name and Role

To be done for each procedure in case of multiple

s ) / procedures ™ 1 ()
Identity by two identifiers ElYes identity by two identifiers T Yes/ Name of the Procedure done written down [Yes
Procedure KElYes _ Procedures -, W Name and site of all specimens / investigations []Yes EWA’
Side F_R( OUt LINA Side R ('_ MO—’ Wﬁ ,ﬂ e l CI Rt OILt CINA confirms labeling and sent to 1ab
Expected Bloed loss np ;

Consent EHYes 7 Position L140 § e ETYes Any recovery concermns : COYes DNOﬁe
Known Allergy OYes £INo Consent [~ T iYes If Yes, Pls. specify :

If yes, plaese specify Required equipment and implants available IJ?EI NA
Difficuit airway / aspiration risk |[_]No C]Yes, equipment| Essential Imaging displayed {1Yes CINA—
/ dentures and.asSistance available | Antibiotic prophylaxis within last 60 minutes [1Yes FINA

Possibility of hypothermia TN [ Yes, wamer in place

Name of the Antibiotic given

Any Equipment/ instrument problem that needs to be

/

Venous Thramboembolism Prophylaxis Provided Yes ﬁdggsfﬁg :spacify . [ Yes [1None
All concerned N?EW medication check complete | Anticipated duration briefed m . )
Ds;d/I; P Others pls. specify, A CGI Anticipated blood loss briefed E@&D NA //>
Pre OP medication taken OYes 2o Adequate fluids and blood available Yes CINA
Team briefed on any critical or unexpected steps ,E]/Y es Corrective action : (
Required equipment for /ZIYes CINA For procedural sedation cases L~
procedure available /1 Any patient specific concerns : LIYes LINgpe™ :
Intra procedure glycernic control [1Yes "4'<A —
Any concerns about steriity [1Yes []
Anaesthetist / Doctor giving Doctor performing the Nurse: /N BW\U-H’UJCZM Technician: My~ ngﬂap Others Please Specify :
Procedural Sedati Procedure : of %
' f O/ / 5>
Date . Da\e:g:ThQ,[Zj M Date Q__“Thg,l?_j Date:ﬂ/w,lﬁ Date : ,
kﬂme: y Time: 15 tep Time: |9 4o Time : )Q4 f+0 Time :

P
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Every heart heat counts

Procedure Monitoring Sheet (Cath Lab)

. ' Mrs MIAHE SHWART A . X

Patient Name 58/ Femule/ MHI202381517 Age/Sex:

§ uHD/IP: 27/12/2023/1m2023002607 Ward Unit :
' KJAISHANK: R

Consutant: I LA Diagnosis:

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

PARAMETERS YES NO

Vital signs : i Te. Temp:. S¥.2Pulse:..[0l RR:.2.1.... sSPO2: 17

Urine voided

Bowel preparation

Pre-procedure medication administered

Procedure site marked

Skin preparation done
NPO ~— £-20

Loose Tooth removed

NIV

Contact lenses / Eye glasses removed

Prosthesis present

Jewellery/Nail polish removed

SNAN

Checked for Allergies {Drug / food)

IV linefln-situ

Consent taken

e
)

Investigation reports / Documents received

%\ﬂ Daté& Time: o | o=@ PO

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

Signature of Nurse :

Time HR / min RR / min BP mmHg Sp0:2% Medication / Remarks Sig'n of Nurse
rﬂ}‘/"’\“’ 19,70 | loh bt 2pbrlmd| ®t/cs (60 I — &oz.zz
12,00 | £ i | 20 hdmf | g lieg )| qa /. — o021
f2.3q 98 bk Onjﬂrfmf— 676/:/ Go) | aq 7/ — 9%621?

el e Zm} 747 —




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

Time : 1910 Route: Rt Rhclial ooy agpr..

Complication : AJY]

BP : ﬂ[sm &#) mmHg, HR: QSL}HM" ,RR:_(Lﬂlmd&P;_ Sp02 : A2
%ﬁéﬂgﬁ{se: Fé&‘ » Puncture Site: M@Qﬁ@;ﬂ@_mm

Advise:

Shift To: Ward / ICU ] er

Bed rest up to At hours
QObserve puncture site for bleedln%

Watch for Pulse in Q?L QOO@( . artery.

Diet pit Hiet—

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 f Absent Puls

¢ Remove P Qa/j a"éessmg on 2?/ / ‘SL{ 27 at [o. (o AM /PM after informing

to the consultant.

¢ Special instruction if any: N( l
Name & Signature of Consultant

> > > >N

<

POST PROCEDURE OBSERVATION
Date & Time BP |HRIRR| Sp0O2% Site Evaluation Extremity Status Remarks Sign. of Nurse

i
r 7/
S

Nurses Notes :

p\"ocea@w@, CAG  Hone . PF ulial orbersy -
Sheath  vemoved . Tfght pam b:eh;{aﬁel applied. no
@ﬂf(j%ho homatorma .

Condition at the end of procedure : Stable [ Critical
Patient shift to : [] Recovery Room [_] Patient Room [ ] CCU m £

Name & Signature of the Nurse : C Date & Time: 2°7]12(2T
g

‘%7’33 ' ézp.éo
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Date:

=3

BRADEN SCALE FOR PREDICTING PrESSURE INJURY RISK Time: ?;c?—

Az

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

1. Completely Limited

Unresponsive {does not moan, flinch,or
grasp) to painful stimuli, due to diminished
level of consciousness or sedation OR
limited ability to feel pain oyer most of body

2.Very Limited

Responds only to painful stimuli. Cannot
communicate discomfort except by
moaning or restlessness OR has a
sensory impairment which limits the ability
tofeel pain or discomfort over 1/2 of body

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
feel pain ordiscomfort in 1 or 2 extremities

4. N t
esponds to verbal

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

MOISTURE
degree to which
skin is exposed

1. Constantly Molst

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

2.Very Moist
Skin is often, but not always moist. Linen
mustbe changed at least once ashift

3.0cca atty Muoist

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

4. Rarely Moist

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

=
—r

to moisture turned D>
1. Bedfast 2. Chairfast 3-Walks Occasionally 4, Walks Frequently

ACTIVITY Confined to bed Abllity to walk severely limited or non- | Walks occasionally during day, but for very | Walks outside room at least

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

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shift
in bed or chair

at [east once every two hours
during waking hours

MOBILITY
ability to change
and control body
position

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

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

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

:Qrb’ﬂmﬂqn
ikes major and frequent

changes in position without
assistance

NUTRITION
usual food
intake pattern

1.Very Poor

Never eats a completle meal. Rarely eats
more than any food offered. Eats 2 servings
or less of protein(meat or dairy products) per
day. Takes fluids poorly. Doses not take a
liquid dietary supplement OR I1s NPO and / or
rmaintained on clear liguids or IV's for more
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

%averﬁaﬂﬁrmost meals. Eats a total of
ervings 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 heeds

4. Excellent

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

FRICTION
& SHEAR

1.Problem

Requires moderate t0 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

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

b

’ﬁo Apparent Problem

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

or chair

TOTAL SCORE

Initial & Emp. No. |
of Staff Nurse:

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

Initial & Emp. No. ]

of Sr. Staff Nurse:

L~
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PAIN RE-ASSESSMENT & MONITORING CHART

E Patient Details raffiv i nbart -
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Every heart beat counts
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Date & i Pain Character . ) ) _ caff Initial Senlc:r Staff
Ti SPam (dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions : Em ml\:i Initial &
ime core burning, referred / radiant pain) p. No. Emb. No.
p
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: Refaxed & comfortable, 1-3: Mild discomfort, 4-6: Moderate discomfort, 7-10: Severe discomfort / pain / both

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

~ g, i, PN, 3 Numerical Rating Scale (age more than 12 years)
£ CS oS o® GO ‘@?L‘ 1/1 S T T R T R B
2 5 8 9 10
0 2 4 6 8

I | | | |
10 o 1 3 4 6 7
Hurts Hurts Little Hurts Hurts Hurts ? f l ? t * f T

Ne
Hurt Littte Bit Mora Even More Whela Lot Worst None Mild Moderate Severe

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

”
'

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

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

COMPLIANCE WITH VENTILATION (intubated patients): 0 - Tolerating Ventilator or Movement , 1 - Coughing but tolerating, 2 - Fighting ventilator {or)
VOCALIZATION (non-intubated patlents): 0 - Talking on normal tone ar no sound, 1 - Sighing, Moaning, 2 - Crying out, sobbing

MUSCLE TENSION: © - Relaxed, 1 - Tensa, Rigid, 2 - Very Tense, Rigid

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

Non-pharmacological
Interventions

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

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

Thermal Theraples (no longer than 15 to 20 minutes): G - Cold application; H - Hot application; I - 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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' Mrs.MAHESHWARI A
58/ Female/MHI202381517
27/12/2023/1FH2023002607

Dr.K JAISHANKAR

AR AT

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

MHI/NUR/2022/047
\ A Medway
Heart

[nstitute

Every heart bheat counts

Date \9‘97
Time | &-%°
S. No. PARAMETERS
Active cancer (on-going treatment or diagnosed
1 | within 6 months or palliative care) <
Bedridden recently >3 days or major surgery
2 | within four weeks O
Calf swelling >3 cm compared with asymptomatic
3 |side, measured at 10 cm below tibial tubercle
{Assess for both legs) e,
4 Collateral {nonvaricose) supetficial veins present
(Assess for both legs) I,
5 | Entireleg swollen (Assess for both legs) 0
6 Localized tenderness along the deep venous
system (Assess for both legs) ©
7 Pitting edema, greater in the symptomatic leg
{Assess for both legs) O
8 Paralysis, paresis, or recent plaster immobilization
ofthe lower extremity (Assess for both legs) /O
9 | Previously documented DVT (Assess for both [egs) o
Alternative diagnosis to DVT as likely or more likely
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal failure, CCF Cellulitis /0
10 | {commonly mistaken as DVT), Dependent (stasis)

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

FINAL SCORE

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

DVT prophylaxis started

[Yes
CONo

[ Yes
CONo

Oves
ONo

OYes
ONo

Oves
[ONo

[dYes
ONeo

Signhature & Emp. No. of RN

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

Date \&7’?\\,;\?“)
. o\ N
Variables " —=
Time o
AN AN
History of falling No KO ) AN | 0 0 0 0 0 0 0
(immediate or within 6 months) Yes | 25 | 25 | 25 | 25 o5 25 25 25 28
Secondary diagnosis No 0 1 0 0 0 0 0 0 0 0
(= 2 medical diagnosis) ves | #8019 [ 15 |15 [ 15 | 158 | 15 | 156 | 15
7 — r—'
Intravenous Therapy / No | 78 0 0 o 0 0 0 0 ]
Heparin Lock / Tubes Insitu Yes /(léy) [‘2'67 20 20 20 20 20 20 20
AMBULATORY AID ~
None / Bed Rest / Nurse Assist m ﬁ) 0 0 0 0 0 0 o
Crutches / Cane / Walker /¥s” [ 115 18 | 15 | 15 15 [ 15 15 15
Furniture 30 30 30 30 30 30 30 30 30
GAIT
Normal / Bed Rest / Wheel Chair ﬁ?ﬂ\ 0 0 0 0 0 0 0 0
Weak \1o/[{10 [ 10 [ 10 [ 10 | 10 | 10 | 10 | 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability ﬁ)ﬂ\ 0 0 0 0 0 0 0 0
Overestimated or forgets limitations W 15 15 15 15 15 15 15 15
WMEDICATIONS
Includes PCA / opiates, diuretics,
laxatives, hypnotics, sedatives, No ﬁ m 0 0 0 0 0 0 0
immunosuppresent, anticonvulsants, | ves | 15 | 5 15 15 15 15 15 15 15
anti-hypertensives, hypoglycemics
and psychotropics
Total Score _?5 «y(
Low Risk (0 - 24)
Medium Risk (25 - 44) - \/
High Risk (45 or above) ’
Signature & Emp. No. of RN %[/‘r Q’
Signature & Emp. No. of Sr. RN % ‘;‘K/Nr/

0 ‘?/O - 24: Low Risk; 25 - 44: Medium Risk; 45 or above: High Risk




INTERVENTIONS Date

v 0O

&

Tick as per the Risk Score Time

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

NG

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

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

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

Remove excess equipment or furniture to make a clear
path

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

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

Bed wheels should be locked i
Encourage family participation in the patient's care -
Ensure that floor of the bathroom is dry and not slippery “/

Review medications for potential side effects that can
promotefalls

Use safety belts during movement in wheelchair

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

Medium riskinterventions (25 - 44) . -

NN

Apply all the low risk interventions

Ny

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
onatoilet seat

Use restraints and bed monitors as ordered by the doctor

NN

Allow the patient to ambulate only with assistance

e

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
treatmentareas

NP

Accompany the patient while going to bathroom

i

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

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

DD

’\\\ \\"\\ \\\\ NERN \\\\\\\\\ NN NN NN

High-risk interventions (45 or abovc}

Apply all the low and mediumrrisk interventions

Tieredfallrisk tag in the bed, wheel chair and stretcher

Locate the high-risk patients in aroom close to the nurses'
station

Answer these patients call bells as quickly as possible

Provide a commode at bedside (if appropriate)

Urinal/bedpan should be within easy reach (ifappropriate)

Encourage family members or other visitors to stay with
them

if appropriate, consider using protection devices: safety
belts

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN




& vEDWAY HOSPITALS
KODAMBAKKAM (HEART)

I, 1st Main Road, United India Colony , Kodambakkam, Chennai, Tamilnadu, In
' 044-2473 4455

' care@medwayhospitals.com

Registration No : MH12023815i7‘ | Patient Name 2 MAHEéHWARI A

Age . 58 Gender : Female |

IP Number . MMH/HM/IPH2023002607 Discharge Date : 2771272023 7:50:00PM
Bill No : MMH/HM/IPHO0620 Bill Date : 2771272023 2:41:23PM

Ward Name : RADIAL LOUNGE Bed Name : V_RL-7

NO DUE




	Inpatient Record
	IPH2023002607
	Admission slip
	Admission form
	Discharge Summary
	Initial assessment form
	Progress Notes
	Nutrition Assessment
	Coronary Angiogram 
	Angiogram Report
	Nuress Progress notes
	Safe Procerdure Checklist
	procedure Monitoring Sheet
	Braden Scale For Predicting Pressure 
	Monitoring Chart
	DVT Risk Assessment
	Modified Morse Fall Risk Assessment
	Discharge Clearance Form



