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Medway Hospitals
( The way to better heaith MRD CHECKLIST

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)

SIS TIISISIS B 1S5S

- 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 ' «7
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The way to better health Every heart beat counts

(A Unit of United Alliance Healthcare Pvt Ltd) AD M IS s I 0 N S LI P

Admitting Doctor: _y/\’O?NMPﬁ Speciality: Cotf WSUIA

Advised Date & Time: 2 b1/1)LY 12..) & Py

Provisional Diagnosis:
NN ARG WAL ¢ A 2sT P
T T LQU(VXAL (22« [L,Q_-,q%)

Reason fqr Admission: E,Medlcal’l\flanagement |:]__S_t‘:rgic?!,Management - - !
. T D Others (please speC|fy details) L i
Admission Type: [+ Day Care [ ]JER [ 1ward
weu - RL (Specify details)

Surgery / Procedure Name (if planned):

CRD)

Blood Product Requirement: Q/o |:] Yes (Kindly specify details of components requrred in space below)

Expected Duration of Stay: ga? 2y

Expected Cost of Treatment (as per Financial Counseling ?-'orm)

Payer |:| Self E’Iﬁs’l;rance DOthers (_ffé M )OV]} A ‘

LR

l

pre- e £ pATT y cotn b

Instructlons to Nurse (if any):

Any other Instructions {if any):

\ 2

Name Reg. No. Dat

pRANROnAD | 6 241

=N

Do%:{?\sngnatm

Time

gl €




For admission desk staff only:

Rcom Category:

I:] General Ward
[] single Room
[ ] Twin Sharing
D Deluxe Room
D Suite Room

Mhers

R

Admission intimation Receipt Detalls "

* Admission Time in HIS

Date

Time

Date

Time

26jn)23

SIS

)18 Py

)2.0187%

[] opp
[ eR
E’Dﬁect 2

Source:

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

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

......

‘Name : 1

ZenfS)y

Emp. No._ Date’ Time

MEd2 )7

Front;fﬁgz;ignatui'e

4
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ADMISSION FORM

Marital Status Full Address

MA'rrme . MO ,3_?,4 '

QOccupation

cen)

CTE’_UI\HA (QDQA , (?O RoR |, @Lqu‘.
beoute, A48 48 1e0

Telephone Number

—

4611221161

Referred from Date of Time of Admission | Date & Time of Disgharge Total No. of Days

L YE R} 26112 yaifp| 26lH{% T Fh

UNIT pL_, _ MLC [ Yes W If Yes AR No. :
FINAL DIAGNOSIS ICD Code
AN ANGINAL.  CHEST pAIN (Lo e
T Laulvotst — (92-(2-2022) Ray. 3
M CuSPID  AoRTIC VALVE ~ moRERATE A OrTle Stzadly (903 1\
P PotHY Rot jo Ls™ Cog9
PYSLtp 19 EMmIA E38.S
AN S mip Tha.q
SYeTemie Ay PEFTLNS(ON Mo
DATE OPERATION / PROCEDURES [CPM Code
wlpfB|  coroMpRY  ANGLOG RAM 5. S0
DATE TYPE OF ANESTHESIA
7,6//#2) [ GENERAL [] SPINAL Q’@L [] REGIONAL .C1-EPIDURAL

DISCHARGE SRRTUS

[1 Cured O Discharge at Request O Exp
~El|/ d [0 Against Medical Advice -

mprove [J Absconded O Exp
s UnChanged [ Transferred to ............ T e

O Post-Operative Death

ired < 48 hours

ired > 48 hours

Tt

Srgnature of the Consultant

NED

8
Signature of Medica‘fﬁecords Officer

S.No.:5



d

AUTHORISATION FOR TREATMENT | PAYMENT -7

| hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital investigate tréat and
administer such drugs as may be necessary and to perform such operation under anaesthesi?;;\ther wise as may be

deemed necessary and / or advisable in the diagnosis and treatment of my illness / patient......\. awle a.. 1
whaois my ......... Mﬂ"ﬁr ............. {Relationship).

I 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 authorltles

1 also acknowledge hawng been informed if the General Rules and Hegulatlons of the Hospltal and that all cash, jewellery
and valuables belonging to the patient or theis attendants have been removed to a place of safety / handed over to the
next of kin and | absclve 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 .

e DR |
. .

Adsevs, usd QEQISHIBO dpSeSiienas QL HEBTD QPEGSHH

B epsolon s BEC [BeuT&D, IDghSHisub, STSIWIIT, JEnemU WEES!sy SenBITassll a6mee / CBMLASH ....lv s isreressaesianioneans
................................................................................ &g GgemalurL &ng,ansa?&mm S1FUIG D(BHSIEEDETT G}mn@&&mm DUIGE
IEHHEST OSNBEE Selipopad/Iinme Adsme iU Sidan wm@éﬁw Imheit / @gso @@gg]mm (B,rjnmnsrﬂm
S\FoR|BEE OENENS APIDRIGID O\FQISS KE6ET apeolb &-nif DiefladCGmsir.

r b . - . '
A} Y .

@wed sagig Guned Geuswer sl HRsHT EHSGIASSDETET OFaaEmeT sLLS safiams adiear GEnunaieow Guapr
IDESGIDEES, ip fdsws / Sipewe Adésns Oeww BLonbHp UG g Bmellanissr qpeowns Oum HAsH HPsmmb
StefaACe. '
InhrESeuDeneTUleT Oungl sLL SLrser upn asfldisduupmsS8mei.

Grnunefiéa £ flenwwiner arebsom Uemd, [Hsos N Eeal OLINGELEST wWrab ungistiuNes L SHMeE winurGalrLer / Sisoey
ep@rdy £ peiisniiub Qan@asiuL@stang. Bbs wmsgivansr aeng /Spmunafuisr absdls magLsdpe aurpildamen
e £ mih QelSBmeir.

Guheuiil. Smardgib aarsg diafissuuc. Npegnsr soseuunULOLGLE.

<o

esllsiLi epaseuU LD Csd 616, ot fl it eosQWITLILILD

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

2.meypenn g{j‘\) .

Nature of Relationship
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GENERAL CONSENT FOR ADMISSION

1, (RENUILQ ‘.DLU': the [ Patientor  [] Representative of patient have
(please tick the correct option above and below)

L] Read
[ Been explained this consent formin Engligh, which [ fully understand.

. give my fullrcdnéent and authorization for admission and treatment at this hospital. The proposed treatment
v p_lan has been Bxplained to me.

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

! ! ' .
“e ) -I alsd consent to use of assistants such as resident doctors, other doctors, nurses, and other healthcare workers
bythe hoSpltal andtreating 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 resuit(s), possible outcome(s) and expected
cost oftreatment/ hospital stay.

+ lunderstand 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.

» 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
relevant information onmy part.

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

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

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

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




-

——

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.

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

presence at the time of my signing this form.

I, 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.

ey,

e

Signature / Thumb Impression*

Name

Datei '

Time

Patient

(Rmubca Aoy}

h (11>

)2

Surrogate/Guardian
(if applicable #) 1

Ogl nakl. C
{Write name and refationship with patient)

N2

2 XY

Reason for
surrogate consent

i F)]

Patient is unahle to give consent because:

Witness g Z‘; tg/

Sngnd%Pz

2@])1}2{)

2%

Interpreter
(if applicable}

L=

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

IP No. . IPH2023002601 D.O.A 2 26/12/2023
UHID . MHI202374295 D.O.P *26/12/2023
Name . Mrs. RENUKADEVI. C Room No. : RL
Age/Gender 58 Years/ FEMALE
Consultant  : Dr. G. Gnanavelu. MD., DM., (cardio) FACC D.O.D : 26/12/2023
Chief Cardiologist
DIAGNOSIS:
NON ANGINAL CHEST PAIN

TMT EQUIVOCAL - (22.12.2023)

BICUSPID AORTIC VALVE —MODERATE AORTIC STENOSIS
HYPOTHYROIDISM

DYSLIPIDEMIA

ANEMIA

SYSTEMIC HYPERTENSION .

PROCEDURE: CORONARY ANGIOGRAM DONE ON 26.12.2023 — MINIMAL CORONARY ARTERY
DISEASE.
BRIEF HISTORY:

Mrs. Renukadevi. C, 58 years old Female, Presented with complaints of chest pain. She was advised

(‘\J)nary angiogram and referred to Medway Heart Instltute on 26.12.2023 for which she has been admitted.

ON EXAMINATION:
R:73bpm;  BP: 130/70mmHg ; SPO, : 97% in room air
CVS: S182+; RS:Clear; CNS:NFND; - Abd: Soft
INVESTIGATIONS:
BLOOD(26.11.2023): Hb- 12.3gm/d], twbc — 13200 cells/fcmm, PLT — 4.1 cells/cumm, urea — 18 mg/dl,
Creatinine — 0.7mg/dl. B e

ECG: sinus thythm, HR — 80bpm, complete RBBB, VPD

ECHO: Bicuspid and calcified aortic valve. Moderate AS. No AR. No RWMA. Normal LV function. EF 62%.
Normal RV function. Trivial MR. Trivial TR. No PAH. No clot / vegetation / effusion.

#9, 15t Main Road, United India Colony, Kodambakkam, Chennai - 600024. T¢l : 044 - 4310 8959 BT
. _ T 84457 94457
f @MedwayHospitals @medwayhospitals |} @medway-hospitals y@medwayhospitals J£iL) 1800572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)

Kodambakkam Mogappair Kumbakonam | Chengalpatiu Villupuram Heart Institute Institute of Pulmonciogy
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: MHI202374295 IP.

Jl.'.‘l ACCREDITED NABH ACCREDITED

Every heart beat counts

_ Right-dominant system; MINIMAL CORONARY ARTERY DISEASE.(reports enclosed)
ADVICE : AORTIC VALVE REPLACEMENT AS INDICATED.

ADVICE MEDICATIONS:
133 g‘éxgkcl)g KEIERUGS WITH DOSAGE ;‘(]:EQXENC; ROUTE SR}I;I;A&]I?': 00D DURATION
; TAB. LOSAR 25 MG 1 |0 [0 ORAL AFTER FOOD TO CONTINUE
2 TAB. CLOPILET 75 MG 1 10 (0O ORAL AFTER FOOD TO CONTINUE
3 | TAB. FOURTS B 1 TAB 1 [0 |0 |ORAL AFTER FOOD TO CONTINUE
P TAB. SEDEROM I TAB 1 ]Jo |0 ORAL AFTER FOOD TO CONTINUE
5 TAB. THYRONORM 25 MCG 1 (0 |0 ORAL AFTER FOOD TO CONTINUE
6 TAB. FLAVEDON MR I5 MG 1 10 |1 ORAL AFTER FOOD TO CONTINUE
!- . TAB. ATORSAVE 20 MG 0 |0 |1 ORAL AFTER FOOD TO CONTINUE
DISCHARGE ADVICE
DIET " [LOW FAT & SALT DIET.
PHYSICAL ACTIVITIES AVOID STRENUOUS ACTIVITIES.
REVIEW REVIEW WITH DR. G. GNANAVELU AFTER 1 MONTH.
Toreport: Iftemp > 101 'F/ Difficulty in breathing / chest pain / Giddiness/ palpitations.
W In case of emergency Contact: Medway Hospitals @ 4310 8959.

b

E" Dr. G. Gnanavelu. MD., DM,, (cardio) FACC

Chief Cardiologist
o o1 (cardic), FACE )
Typed by: Ezhilarasi. W2 Nr. O _Gnanavelu 10 O e
. g - : ~Aiplogist
&eﬂk Q Ccriei Ca
oo™ ¥ Rug. No: 36489
W S 08 - e
(\ W 00 &S
g RO
\\\\) 6‘\5(‘
#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 -
: : ¥ > 1ennai el 1 044 - 4310 8959 mum 04457 9‘“57
'f @MedwayHospitals @medwayhospitals |} @medway-hospitals y @medwayhospitals @ 1800572 3003 5723003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappalr Kumbakonam | Chengalpattu Villupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 04146-242000 044 - 4310 8959 044-2473 4454

_E—mail . info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN20711PTC083665 MHI/HOSP/2022/118
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DAY CARE INITIAL ASSESSMENT FORM
Date:2 bl D\Q:S Time of arrival: _| 2 O

Part A (to be filled by Nurses)

Every heart beat counts

Vital Signs: Temp: %E (°F) | Pulse / HR: haa ; {beats/min) | BP: lgfl’zjgrang)
Respiration; o @breaths/mln) | Sp0,:4 ! (%) | Height: lgl(cms )| Weight: (37 E(kgs) | BMI: 2q -ghfl

Any Language Barrier:[] Yes \(_}fNo If yes, please call Language Coordinator / Translator
Allergies :[] Yes \Q,No If Yes, specify :

Psychosocial Assessment:
Alcohol Intake: [JYes &H0G ~ Substance Abuse:[JYes [INo Smoking: [JYes‘*EINo

Do you have any special religious, spiritual or cultural needs to be considered? []Yes [_1No

If Yes, specify details: "_
Pain Screening

@ / &3]
Pain: ]:lYem. If Yes, Score:

Pain Scale used: [ ] PIPPS (28 weeks to < 38 weeks) [ | CRIES (38 weeks - 2 months)
[Tl FLACC Scale (2 months - 7 years)  [_] Wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Q’ﬂmericel Rating Scale (Age more than 12 years)

—_
Duration: ~ Location:

Pain Character: D Bull D Ac}{in'g} E] Sharp D Stabbing D Shoating D Burm'ngD Referred / Radiant Pain

Nutritional Screening: :
Last 3 months Appetite [JIncreased [ Decreased &4No Change
Last 3 months Weight - [Increased’ [ Decreased [ JNo Change.

.

Fall Risk Screening for adults: ~ ~ LD Risk

O Age more than 65 years . . ] History of fall in last 3 months

[] Walks with assistance B Any neurological problem

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

Fall Risk Screening (for pedfamcs) . —_
[] H/O fall in last 3 months [] Neurologica! problem (vertigo, seizure, etc) [_] Deranged Mobility \J=}No Risk

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

Signature Name Emp. No. Date Time

Nurse % H . PQVaﬁjﬂJt Osdo 3&”0—12) I 236




Part B (to be filled by Physicians)

Chief Complaints

chh of chd poc

ek p (5.
Past Medical History
<«
Personal History
[
Significant Family History
\.

Current Medication

N Current Medication Dose | Route | Frequency Date & Time | To behg':iig;esfaguﬁng
* lLosaR 2vhy the | (o — L1612 &1—% [FT¥es CINo
PR o T e e L I
T- FOURTS . R crng| Plo | oo 28 finf 23 Y §TINo
T- SEDERom (el ole | Lmo~ [Y6]0f13 adecy CI¥Yes [INo
T = THYRO Moy m 2ves|ffo | |%lnin oo [CI¥es (INo
T - FEAVEDOM R (25 mK f/’o fme> —/ ﬂ/n«hs oS [T¥es CINo
7 - RTORSAVE s MG f:/o s—0— " 25/ {1y shpqp [AYes CINo
[1Yes [INo
OYes ONo

[1Yes[INo




Clinical Examination / Investigation

Canscio ! .
u,,tth n Vhr {2e
" b = mw@’)
~C S+ _ bt
o e pledete ",
o e grel— |3M
E‘MPV ’\Dﬂ ) ,oU
Cgeafrn — g drf
Provisional Diagnosis
AN et
q""‘ “‘ZQUIVOCCJ ~{1L [ 19’-‘-'3)
11&:3? o ng/rht_ ~ mooleadx Ao Fic SJ(AMS
T’S’YP*%A(NML?M
Pys &7; ole M8

AP rAe

AN (-TVN L‘ﬁ”“'\"w“

Plan of Care (including Investigations Ordered)

EALG,

/

s o7 (53
Doctor’s Signature//{‘/\ Name S ‘Zdun#*/’“ Reg. No.h Date /ﬂ’/ Time /2« SO
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DOCTOR’S PROGRESS NOTES

DATE . "NOTES
N YR _
B ——or
=
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Heart

Institute

.lifledway Haspitals®

The way to becter health

~ (A Unit of Unlted Alliance Healthcare Pvi Ltd) Every heart beat counts
. ! Pallent Detalls (4fix Label hers) &
; o ‘ \ ' Name: Me- QQJ\MMAA:
. Department ofDietefics’ - - > . . 1D MiH2002x 020G
;. g
NUTRITION ASSESSMENT AND: CARE PLAN FORM

|  consutan: O 0« QPRI

Y nom, isor [ O Dipidarea L@ LS H TR Legeh o |
He:ght, S‘ ..cms éé Kgs F'éod a!lergies Yesl_y( Vyes SpECIfV :

Religious Beliefs: [] vegetarian ’Z’r\fqn Vegetarlan

..........-rg ......................... ig.ég..f‘.wb\r:rm\’
SUBJECTIVE GLOBAL ASSESSMENT (ADULTS)

-

Diet Prescription:

cn s S LR v AR
w - Patient’s related Medical History 1 e ' i
1) Weig_l‘xt Change {overall change In past 6 months)
T Joz ) Os O+ Os
Nowelghtctange/  ©  |esM RN saam o & Juoask . >15%
galn - e . T
2) Dletarytntake | DupeBnd o1 4 R S L R rx o X .
wal D2 HI=E R = - Os
Oral Ko changa - Sub optimal Full Equid diet/ . Bypa = caloric Starvation
LT SN 'snﬂdd‘u PN 1 " moderate - S - N !Iq?lddl_e': . ,
- —-wu’alldeu’nse -~ . - r .
Enteralf Adequate / A Sub = optimal L. .| Inadequate Typo-=caloric Stanvation
Parenteral Excesslve o [P T D LR S DI -J \ 1 ¢ fleeds,
Hutrition - =1y LA
L
3 ¥ Durati - gy .- ' ’ ‘
/fCll [m}} ’ os’t R I = TR Os
Hao symptoms. | Mausea ; .[\ , . Vamitgng / . B . Clarthoea severe anorexla
- L moderate Gl LI Lot
symptems %
4) | Funcdonal CApzdl}[{lulri_!lnn refated functional Impairment) Duration:
o | . Oz ., s os .., 7 = Os
Nane fimpreved Difficulty with DIMculty with Light activity Bed [ chair -
A ambuiagon normat acivity ridden withno
[T o » - . - - T . e bt
. AR SR AR I B B S AT AN W W iy L
Iy - ICn-_mnthiw[Bheaseandlu I to arition ) ) P
. - T OM S et [tz Lo T AL ., | OF os .. .
Healthy Midco- . Moderte co - severeco- Very severe
- LT merbldity, _, : . morbldityf age . morbidity mulipleco -
R L . AT BT ) < - Slsyean_ L Jmy 4 . morbldity
- . f - J L v
B) Physical examination '
1) Decreased fat stores or foss of subcutaneous far -} . D K 1. "1
1 T 3 4 5
PLsk _ O a o a
Hormal b RN TN Yoo | Modemtd. v o . ! Severs
T -
2 Sign of muscle wasting . -
=0 0O: [mE] Os Os
I Komat Mild Moderats Severe
TotalScore = Sum { above T components
Nutridonal Status @ Based on this padentis
Well Mourished [erha 14
Moderately Malnourlshed [isto18) {7)
=
Severely Malnaurished CI9te35)
Hutritlon Interveation:
[%ﬂ O Enterat |ﬂ Parenteral
Clet counseiling provided; s O ko
Frequency of re-assessment: meeuy Olror - night [ Monthly
Enteral f farenteral [ paily Calorie count: , e ém

DletHan Slgnatura f Name / Date / Time: M b 296

T abhefaz ) ttroe
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DATE AND TIME

DIETITIAN NOTES

SIGNATURE
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{A Unit of United Alliance Healthcare Pvt Ltd)

PATIENT TRANSFER Fpﬁ)Vl DIﬂ NOSTICS / PROCEDURES
20

No M QuGlvd CHEIT €4,
Diagnosis: r,rmﬁ gdurl vBcaL — (V- \-*Miergies ifany:_ (JN bavoev™N

Rlevsple Awsiturwmens
From (Area) To (Area) Date Time Reason for Transfer / Name of Procedure

RL cath \ab [ 2b]pB|12.10 Yo &y

Method of Transfer: {1 On Bed\1261 Wheelchair [] On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient:\[JConscious [J Semi-conscious [ Un-conscious

Language Barrier: [1Yes [T No [ If Yes, specify: -

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

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

Temp (°F) RA (breaths/min) Pulse (beats/min) SpoO, (%) BP (mmHag) Pain Score
AT >0 - o 7| 120/10 | Olp

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

—

Any pre-medication given:

Any critical information:

Any specific recommendation:

Signature Name Emp. No. Date Time
\
Handover by | | j:i¢ M. Roths DI ook 13 <7
Handed over to W JM?M o mﬂo 7., b%z s
/ =4 hadll J
After Procedure: [ * \
Procedure completedm Yes | Any critical information: k \
Vital Signs (tc be documented at the time of shifting):
Temp (°F) AR (breaths/min) Pulse {beats/min) Sp0, (%) BP {(mmHag) Pajn Score
A%-6% | oo bulo, #2 bln~ [teo™f [ldolfo | Iyqg
Pain Scale used: [JPIPPS (28 weeks to < 38 weeks) [ 1CRIES (38 weeks - 2 months) '

[ FLACT Scale (2 months - 7 years) I wong-Baker FACES Pain Rating Scale (7 years - 12 years)
Numerical Rating Scale (>12 years) [ 1 CPOT (ventilator / comatose)

Signature.. Name Emp. No. Date | Time

Handoverby |  fI§ St e el b [1ez]/b05 ]
Handed over to il Aol J 0.9 1 3_4)1’/}17//% Jg-ov]
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- The way to better healthr

{AUnit cf United Alliance Healthcare Pt Ltg) Every heart beat counts

- ( Mrs.RENUKADEVL.C IOGRAM / CORONARY ANGIOPLASTY
58[chulule-u2023T+'295

26/12/2023/ (PH2023002601

Patient Name Sex: M/F

Dr.G. GNANAVELU

Consutiant: RGN SOLAL UHID

CONDITION AND PROCEDURE

Dr . Lanamonelis... 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 1s 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 arc 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 bleckage of your coronary arteries. The doctor
can then tell you which treatment is best for you after carefully studying and discussing your pictures. This may be an operation such
as a coronary by-pass or a procedure called an angioplasty (the arteries are widened using a small sausage shaped balloon).
Sometimes, drugs alone may be a suitable option.

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

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

Less than 1 in 10,000
(0.0001%)

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

{(c) Heart attack.

(d) A dangerous 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

1in 100 people (0.01%) (Dthe heart may not beat in a proper rhythm which will need urgent treatment

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

hospital.

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

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

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

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

Most People (n) Minor bruising

PATIENT CONSENT: o, '

P acknowledge that Dr...2)] n Omo.udu\ .......... has explained my medical condition and the proposed procedure. [ 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, I may require a blood transfusion, an additional procedure
or surgery. The doctor has explained to me that if immediate life-threatening events happen during the procedure, they will be
treated accordingly. [ understand that no guarantee has been made that the procedure will improve the condition

On the basis of thc above statements,

I REQUEST TO HAVE THE PROCEDURE

Signature Name Date Time
PafiereGrardion | C eV RENU KB DENT  [og Job2 | 12 16

witness (D35 (e prmathr € o4l Jye 1201
Doctor 7 P Dr Cald Sudhon =I ! 19 Poy, 1R

T
Interpreter
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(A Unit of United Alliance Healthcare Pvt Ltd)

TRANSRADIAL CORONARY ANGIOGRAM REPORT

Patient Name: Mrs. RENUKADEVI.C ID: MHI202374295
Age/Gender : 58 F IPH: IPH2023002601
Cath No. : 3474 DOP: | 26.12.2023
Done by Assisted by Technician Physician assistant
Dr.Gnanavelu Ms. Sathya Mr. Pandiyan Ms. Shalini

DIAGNOSIS: NON ANGINAL CHEST PAIN; TMT EQUIVOCAL (12/2023); HBP; HYPOTHYROID;
DYSLIPIDEMIA; ANEMIA; BCAV- MODERATE AS; NORMAL LV FUNCTION

Access: Right radial artery Total exposure time: 184.1"
Hardware used: 5F sheath, 5F TIG Total DAP; 15.56 Gy.cm?
Contrast used: CONTRAPAQUE 50 ml Total RAK: 57.02 mGy

! Medications given: Inj NTG 200 mcg & Inj Heparin 2500 U 1A
Hemodynamic data: LV Pressure: 200/11 mmHg; Aortic pressure: 144/79(100) mmHg;
: HR 75 bpm; 5p02 100%
Selective Coronary angi:?gram done in multiple angulated views:

ARTERY FINDINGS

LEFT MAIN | Normal. Bifurcates into LAD & LCx.

LAD Type 3 vessel. Proximal & Mid LAD appear normal. Distal LAD has [uminal
irregularities, Gives 1 major diagonal and minor septals which appear
normal. :

e LCx Nondominant. Gives 40Ms, LCX and OMs appear normal.
S .
RCA Dominant. RCA appears normal. Gives PDA & PLB which appear normal.

FINDINGS: RIGHT DOMINANT SYSTEM; MINIMAL CORONARY ARTERY DISEASE

ADVICE: AORTIC VALVE REPLACEMENT AS INDICATED

DR. G. GNANAVELU, MD, DM

G. Gnane 1 10, O (cardio), FACC
b Cb--'.uard'lo‘.ogist
Ry NO 39469

#9, 1st Main Road, United India Colony, Kodamakkam, Chennai - 600024, Tel : 044 - 4310 8959 m:m 04457 94457
f {@MedwayHospitals @medwayhospitals || @medway-hospitals , {@medwayhospitals i 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair Kumbakonam Chengalpattu Vitlupuram Heart Institute Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-2473 4455 | 044-27426829 04146-242000 044 - 43108959 044-2473 4454

E-mail : info@medwayhospitals.com | Website : wwwmedwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Medway Hospitais®

The way to bhetter health
(A Unit of United Allianee Healtheare Pyt Ltd)

Procedure Monitoring Sheet {Cath Lab)

MHI/CATH/2022/085

’ - Wedway

Heart

ﬂnstitute

Every heart beat counts

birs, RENUKADEVI.C
58/ Female/ MHI202374295
26712/ 2023/ [PHR02360260

Patient Name :

UHID/IP: Dr.G. GNANAVELL

0 0

Consultant :

Ward Unit :

Age!Sex ;E\HFQTYUL{Q

RL -

Diagnosis :

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

PARAMETERS YES NO NA
Vital signs : BP:.\26H0remp: Q1o Puise:. 772 RR.. 2D, sPo2: Yy
Urine voided T
Bowel preparation A
Pre-procedure medication administered "t (e
Procedure site marked L ‘
Skin preparation done ) . AV
NO  \).0D \/
Loose Tooth removed A
Contact lenses / Eye glasses removed A\
Prosthesis present N
Jewellery/Nail polish removed L\
Checked for Allergies (Drug / food) A
IV line/In-situ A\
Consent taken o
Investigation reports / Documents received S

Signature of Nurse : }%ﬂ(

Date & Time : © Q)\‘D,)D.j Ole ,B L0

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

\ Tlme HR / min RR/min |, BPF mmHg Sp0:% Medication / Remarks Sig'n‘;'_t?\]c Nursev

1‘)/r' : - . ——

o0 =0 b Do b6 [ ) [ 1), (a6) | Jiio %ﬁ%
Jg-20 38 nHH &0 b8l | Jsolgol )] Ise - -~ ol H
1Cotio | o balng (80 o TmH ) 686 (48] 1oo /- — " oo

< — Prodedie o owel | -




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

Time : 25 O Route :
Complication :
._mmHg, HR: ¥}b)4m ,RR: Sp02 1 Q0 f
O'F,@p)l - , Puncture Slte ﬂ% W
Advise: )
¢ Shift To: Ward / ICU
4 Bedrestupto {\C_-_, hours
¢ Observe puncture sj r bleeding 7
¢ Watch for Pulse in L artery. o
¢ Diet -

<>

Inform Duty Medical Officer SOS
a) If patient complains of any Discomfort
b) If dressmg is Loose or Socked with Blo d

c) Iflim Cold / Abse, tgf@m
¢ Remove drefssing on ()‘2#"’[2—,9—5 at fﬁ, to.é2  AM/PM after informing

to the cor
4 Special mstructlon if any:

c\’\ﬁ\\
Name & Signature of Consultant

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

,5(3]\2’23 %‘G'Ur?,/m 71 o) {nn// : h&ngi%@ hood — ;&@hﬁ

Nurses Notes :

et Wm‘%w Aw&?ﬂ W

e e ot S

Condition at the end of procedure : Stable [] Critical
Patient shift to : [] Recovery Room [] Patient Room []ccu ther,

Name & Signature of the Nurse : o Date & Time :
990 Ab(tef2s &

b5
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Medway Hnspitals®

The way to hetter health
{A Unit of Unhed Alllence Healthcare Pyt Ltd)

Name of the Procedure :

CSAFE PROCEDURE CHECKLIST
Adapted from WHO Safe Surgery Checklist

Codh Cah.

Location

Loty

Does the Procedure invoive Procedural Sedation : [] Yes/ZNo/

Date & Time : 09& /’9— r?/L?

MI-'IIIOT{2022I086
Madway)

Institute
Every heart beat counts

Mrs.RENUKADEVI.C
58/ Female/MHI202374295
26/12/2023/ 1PH2023002401

Dr.G. GNANAVELU

PG PO

SIGNIN | 5 a Q,o
Before Induction of Frocedural Sedation

TMEOUT [X 20
After procedural Sedation and before procedure

SIGN OUT - é’o
When Doctor indicales that the Procedure is completed

{Anaesthetist / Quatified Physician administering Procedural
Sedation + Nurse + Technician + Doctor performing the procedure)

{Anaesthetlst or Qualited Physician administering Procedural Sedation + Nurse + Technician + Doctor
performing the Procedure

Patient Confirmation

All team members introduce themselves by Name and Role

To be done for each procedure in case of mutfiple
procedures

Pt =
Identity by two identifiers LA Yes Identity by two identifiers [ Yes Name of the Procedure done written down O Yes
-~ . - oA (Y /
Procedure TYes— Procedures CBEY 7] Yes— Name and site of all specimens / invesligations [] Yespﬂ(A
Side PF(t OLt LINA Side P‘f_ ,M a’, C}ﬁf P ﬁD ,Zﬁ?t CILt CINA canfirms labeling and sent to lab
Expected Blood loss N R CProain /__ /
Consent es 7 Position t Pl 7] Yes- Any recovery conces : O Yes ] Néne
Known Allergy OYes PNB Consent Yos If Yes, Pls. specify :
If yes, pfaese specify Required equipment and implants available g}eﬁ COINA
v /
Difficult airway / aspiration risk FNO Yes, equipment] Essentia! Imaging displayed JAYes [JNA
! dentures and assistance available | Antibiotic prophylaxis within last 60 minutes [OYes Q‘ﬁA
Fossibility of hypothermia /ﬂ No [ Yes, warmerin place | Name of the Antibiotic given % Agg Equir&menll instrument problem that neecad[s:ltoY be N
‘ - : : addressed : es [JNone
Venous Thromboembeolism Prophylaxis Provided O Yes’_ Q’NA If Yes, Pls. specify : _.
ymed anesthesia equipment and medication check camplete | Anticipated duration brisfed es
Spo2 Q@‘ EO@S'NS. specify f_ 12 % Anticipated bioad loss brisfed - /E"r}&/-\:l NA
Pre OP medication taken DYBS‘Z[ZNO ' Adequate fluids and blood available FYesTINA
Team briefed on any critical or unexpected steps JZ?es Corrective action :
Regquired equipment for P)Keé [INA For procedural sedation cases el
procedure available Any patient specific concerns : [Jves F1Ngne
Intra procedure glycemic control [1Yes [ANA~"
Any concems about sterlity [1Yes[ Wane
Anaesthetist / Doctor giving Doctor performing the Nurse : ;2,[ AR =X C{‘ﬁ:\: Technician: My . !Pﬁ‘— hob Others Please Specify :
Procedural 2édation Procedure :
B oolb 2 J
Date : Date: 9, h;,[g,_*g Date : 0')6))2,}9:3 Date-: Q‘)B/jj,,gg Date :
Time: Time : Time : . Time : . Time :
\ . (S-S5 \Ss§ Y
£ - —
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Medway Hnspitals®

The way to hetter health

(A Unit of United Alliance Healthcare Pyt L1d)

BRADEN SCALE FOR PREDICTING PRESSURE INJUR? RISK

Mrs. RENUKADEVI.C
58/ Femnule/MHI202374295

Dr.G. GNANAVELU

1 ]
:
1
' 26/12/2023/1PH2023002601
]
1
]
1
’

TR

" " MHI/NUR/2022/045
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Heart
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Every heart heat counts

Date:

b1y |23

Time:

M E [N

SENSORY
PERCEPTION
ability to respond
meaning-iully 1o
pressure-related

1. Completely Limited

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

2.VeryLimited

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

3. Slightty 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

\ 4-No'tmpairment

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

L(

£

discomiort tofeel pain or discomfort over 1/2 ofbody | feel pain ordiscomfortin 1 or 2 extremities | discomfart
MOISTURE 1. Constantly Moist 2, Very Moist 3. Occaslonaliy Maist \a.Rafely Moist

degree to which
skin is exposed

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

Skin is often, but not always moist, Linen
must be changed atleast once a shift

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

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

to moisture turned

1. Bedfast 2, Chairfast 3. Walks Occasionally 4, requently
ACTIVITY Confined to bed Ability to walk severely limited or non- | Walks occasionally during day, butforvery | Walks outside room at least
degree of existent. Cannot bear own weightand / or | short distances, with or without | twice a day and inside room

physical activity

must be assisted into chair or wheelchair

assistance. Spends majority of each shift
inbed orchair

at least once every two hours
during waking hours

MOBILITY
ability to change
and control body
position

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

2.Very Limited

Makes occasiona! 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

h4.-No Limitation

Makes major and frequent
changes in position without
assistance

NUTRITION
usual food
intake pattern

1.Very Poor

Never eats a complete meal. Rarely eats
more than any 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 IsNPO and/ or
maintained on clear liquids 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

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

Na-Excellent

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

P

FRICTION
& SHEAR

1. Problem

Requires moderate to maximum assistance
in moving. Complets lifting without sliding
against sheets is impossible. Frequently
slides down in bed or chair, requiring
frequent re-positioning with maximum
assistance. Spasticity, contractures or
agitation leads to almost constant friction

2. Potential Problem

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

[\

-3, Ng Apparent Problem

Moves in bed and In chair independently and has sufficient muscle

or chair

strength to lift up completely during move. Maintains good positionin bed

TOTAL SCORE

[nitial & 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

of Sr. Staff Nurse:
-t

tnitial & Emp. Npﬂ/{(_/
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Medway

Heart

lnstltute

: Every heart heat counts

Date & | Pain Pain Character . . ] Staff Initial | S€nior Staff
Time |Score i.'du'l;.u ?r?irr?g.srg?é?r'esdtejbrgg;gr'}tsgg%mg' Duration Location / Site Interventions &té!mpr.ll:qa;. E':::; aIN 8(;.
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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

MHI/NUR/2022/047
% ‘Medway

Q;H

eart

Institute

Every heart beat counts

Date [P} I}
Time | 1260
S. No. PARAMETERS
Active cancer (on-going treatment or diagnosed
1 | within 6 months or palliative care) 1>
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
(Assessfor bothlegs) (D
4 Collateral (nonvaricose) supetficial veins present
(Assess for both legs) 8}
5 |Entirelegswollen (Assess for bothlegs) >
6 Localized tenderness along the deep venous
systemn (Assess for both legs) D
7 Pitting edema, greater in the symptomatic leg
(Assess for both legs) O
8 Paralysis, paresis, or recent plaster immobilization
of the lower extremity (Assess for both lags) D
9 | Previously documented DVT (Assess for both legs) )
Alternative diagnosis to DVT as likely or more likely
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal failure, CCF Cellulitis
10 | (commonly mistaken as DVT), Dependent (stasis)

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

FINAL SCORE | ¢

Low Risk: -2 to 0 | Moderate Risk: 1 to 2 | High Risk: 3to 8 Ld,(?
. O Yes [OOYes | Oves | OYes | OYes | CYes
DVT prophylaxis started | TNo EI&S Cine | CINe | CONe | CINe | CINe

Signature & Emp. No. of RN

Ml

Signature & Emp. No. of Sr. RN M
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MODIFIED MORSE FALL RISK ASSESSMENT CHART
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1 IO A

Mrs.RENUKADEVL.C
' 58, Female/MHI202374295
26/12/2023/ 1942023002601

1 \AXV

MHI/NUR/2022/046

ﬁ Medway
Heart

ﬂnstitute

Where heort beat never siops...

. AN E
Date D\A\z f}J"
Variables Tim 0)0 e
ime l% .

History of falling No |\ O~ @ 0 0 0 0 0 0 0
(immediate or within 6 months) Yes 25 25 95 25 25 25 25 25 25
Secondary diagnosis No 0 0 0 0 0 0 0 0 0
(= 2 medical diagnosis) Yes |5~ @B | 15 [ 15 |15 [ 158 | 15 | 158 | 15
Intravenous Therapy / No 0 @ 0 0 o 0 0 0 0
Heparin Lock / Tubes Insitu Yes @ @ 20 20 20 20 20 20 20
AMBULATORY AID :
None / Bed Rest / Nurse Assist g @ .0 0 0 0 0 a 0
Crutches / Cane / Walker 15 [ 15 | 15 15 15 15 15 15 15
Furniture 30 30 30 30 30 30 30 30 30
GAIT
Normal / Bed Rest / Wheel Chair \}/“ @ 0 0 0 0 0 0 0
Weak 10 10 10 10 10 10 10 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability o f) | o 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, | yeg s 15 15 15 15 15 15 15
anti-hypertensives, hypoglycemics @
and psychotropics

Total Score §,D @

Low Risk {0 - 24) —_— |~
Medium Risk (25 - 44) A\ gl
High Risk (45 or above) I
Signature & Emp. No. of RN \-&@;F %/
Signature & Emp. No. of Sr. AN /\1/\,;;/ ﬂﬁ.?(/
Y ]

<

\a

0-24: fow_Risk; 25 - 44: Medium Risk; 45 or above: High Risk




INTERVENTIONS Date

Tick as per the Risk Score Time

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

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 ofage

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

Remove excess equipment or furniture to make a clear
path

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

N N>
NN

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

Bed wheels should be locked

4

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

TR S ISR IR

The patients are not ambulated by themselves. They are to
be ambulated only with assistance
Medium riskinterventions (25 - 44
Apply allthe low risk interventions

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

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

Use restraints and bed monitors as ordered by the doctor

C\\\\ RN

Aliowthe patient to ambuiate only with assistance

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

Do not leave patients upattended 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 visitars understand the
restrictions mentioned above

(] B > D £] or ano

Apply allthe low and medium risk interventions

Tie red fall risk tag in the bed, wheel chair and stretcher

VS ISEN ST S K

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

\
-

Answer these patients call bells as quickly as possible

Provide a commode at bedside (if appropriate)

Lrinal/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

Signature & Emp. No. of RN

Signature & Emp. No. of Sr, RN

8| S (K<




MEDWAY HOSPITALS
KODAMBAKKAM (HEART)

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

care@medwayhospitals.com

Registration No : MHI202374295 Patient Name : RENUKADEVI.C

Age : D08 Gender : Female

IP Number : MMH/HM/IPH2023002601 Discharge Date . 27/ 1?/2023 2:39:00PM
Bill No : MMH/HM/IPH0O0619 Bill Date . 27/12/2023 2:37:35PM
Ward Name : RADIAL LOUNGE Bed Nan;ze : V_RL-9
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