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PARTICULARS

YES

NO

IP Number allocated to each Patient

l\

Name, Age & Sex of Patient

General Admission Consent

Initial Assessment of Patient / Diagnosis

Nutritional Assessment by Gonsultant

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)

ARIRIRY AR AR ARARARE

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

Blooa Transfusion if done

High Risk Procedures

A copy of the Discharge Summary
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(A Unit of United Alliance Healthcare Pvt Lid) ADMISSI 0 N SLI 5P

Admitting Doctor: OV, (analedl. DV pdaFenden  Speciality: 0By ol -

Advised Date & Time: 9 YiaJ1a31 *~ Pah |2
T 1

Provisional Diagnosis:
Ay pedl ( o s /j,g#vﬁf / P

Reason for Admission: [ ] Medical Management |:| Surgical Management

M (please specify details) £y

Admission Type: Ware [ler [ ward

[licu - (Specify details)

Surgery / Procedure Name (if planned):

CR-A9.

Blood Product Requirement: l:[ No ‘El/ Yes (Kindly specify detaifs of companents required in space below)

Expected Duration of Stay: QDCU/ ¢ ar—

Expected Costof Treatment (as per Financial Counseling (Form):

Payer: Self D Insurance D Others:

Instructions to Nurse (if any):
P P

YMeo 1o ey vvh oo Y

Any other Instructions (if any):

Doctor’s Signature Name Reg. No. Date i
PR - 4 liromw it 156 fy 9\@ '




For admission desk staff only:

Room Category: [ | General Ward ——
[:| Single Room ’
[7] Twin Sharing
[ ] Deluxe Room
[ ] Suite Room
et-Gthers L
Admission intimation Receipt Details Admission Time in HIS
Date Time Date Time
9
o
W12 | 8 A ¥
RN e
Source: [ | OPD
[]ErR .
E/\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 Staff Signature| Name Emp. No. Date Time
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ADMISSION FORM
Marital Status Full Address Telephaone Number
_ §rovnd+loor, SwarNaram-Hpar C‘m-nf’ 355095
ti N
RIS | Pamasurthyfivenue, [otapatcieam~ henno (a

Referred from

Date of Time of Admission

Date & Time of Discharge Total No. of Days

— 2702123 " 31 [ ouhabs ©puige] A B3 2amiy
UNIT
MLC O Yes No If Yes AR No. :
N
FINAL DIAGNOSIS ICD Code
ANPICRL. Oy oMy N ‘ L) CUEPND N rRTic. @b‘hs / Qoa.
N BLALE. ok B [ Mufzmm, N gwmwf SiSe. |
Svfer EmC Hq'p&(zﬂ Enlgyanf lf'“r\rpE U _D\eef-t£S To
mMeLiitus | Ty beTHY P oot £1.9
Eo8. 9
DATE OPERATION / PROCEDURES ICPM Code
carehNaRrYy  AAGIbG E6m DordE. R8-50
w\b‘rﬂ
DATE TYPE OF ANESTHESIA
‘)—F’r\\‘?’b‘s [J GENERAL [J SPINAL _ JZ{OCAL [] REGIONAL [J EPIDURAL

DISCHARGE SRTUS

Fmﬂd

[ Improved
O Unchanged

O Discharge at Request

[0 Expired < 48 hours

O Against Medical Advice

[0 Absconded
[0 Transferred to

O Expired > 48 hours
[ Post-Operative Death

Rt Y|

Signature of the Consultant

(%4

‘n&ﬂoﬁ
Signature of Medical Records Officer

S.No.:5



AUTHORISATION FOR TREATMENT | PAYMENT

[ hereby authorise the Administration, Medical and Nursing and Paramedical, Staf f of the Hospital Investigate treat al and
administer such drugs as may be necessary and to perform such operation under anaesthesia or other wise as may be
deemed necessary and / or advisable in the diagnosis and treatment of my illness / patient
Who IS MY .o (Relationship).

| hereby under take to settle all the bills for hospitalisation charges related to me/the patient named overleaf on a periodic
basis. In any case, | shall pay all the dues before getting discharged from the hospital.

However, in case | fail to pay the charges due to the hospital as agreed above, | hereby authorise the hospital to transfer
me/the patient to any other hospital/institution for further treatment as deemed fit and proper by the hospital authorities.

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

| have read out and explained the contents of the above to the Signatory in his vernacular .
f8gens, Lewnd O1EQSSISEH dpgethusns G]au'.lu.a S\Banb QUPTEIGHE0

BESE epeOLDITE IHNGHT @nsurrasu) w(l_r,gg;snw SNBWR, FEOamU DESTHIR! emwnasT fende / Gpmunef sreeerenss ey oT—
................................................................................ &3 GEepaululL. GINSMENSEET QFUIH m@;gglmm an@&&sum mzuasas

LEBEST OETBSE OalipmpsaT/Iinma fddams OFlula SBanmb aupiigAGne. ws / @ @hsgcner (anu.lrra'ﬂsm'
ClFEOMEEERT EIENEDS (PWPRIFID OFRISS BF6 apsod £ mid SHaflsSGelr.

Guwed gafwg Guned Gaenen TG SEISHT IDEGSFIUSHDETET OFoaEsmeT BLLE saffaime adremen Gumunefianu Gaapnd

GIGawmarEd, Sn désas / Sinemear ddéans Qaiw SLombm QULFame areurg) 2 DllTSeT apeons: QLD st SBarmb
StefisSGesr.

@S Sieunsmenullsir elungy sLL U st uhe) sfsfadiuc pasAGmnsir.
Cpmunaflgs 2 feoiowiner sréosor LUSTD, Hens WHNNL s ALTHLEST WIaD ungstiurer BLESHES WNNILLGILLET / ey
apmidy o_psierdLb Sen@ssGstarg. BES wEsgabter asgySmmundiulel erbseils Heigtedba Ounpiisanso

aen 218 ElEGetr.

Guheiinic,. Smandgib aarsg shaflsaiucL Apggrer coseuumuLfcGLetr.

R #7555 572%7

egsilsflur epmewLIm LD Gsd ‘3.51\ 1‘3“] -9 - amgy&g}sﬂmn/&nuurrmn soseRLILD

Signature of Admitting Nurse Date ? ; Signature of the Patient / Retative / Gurdian
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Nature of Relationship
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GENERAL CONSENT FOR ADMISSION

g At -f H‘p—'f the mor [J] Representative of patient have

{please tick the correct option above and below)
] Read
[l Been explained this consent form in English, which I fully understand.

+ | give my full consent and authorization for admission and treatment at this hospital. The proposed treatment
plan has been explained to me. .

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

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

= | consentfor clinical consultation, admission, disclosure of information required for clinical management (under
confidence), routine medical examination (physical examination, palpation, percussion, auscultation), routine
lab and imaging investigations, general nursing care, diet and physiotherapy assessmentand counselling.

+ | have been explained about the proposed care plan, expected result(s), possible cutcome(s) and expected
costoftreatment/ hospital stay.

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

+ ldeclare that, | have and will inform the doctor of my medical history including previousilinesses, allergies, drug
reaction(s), surgical procedure, relevant medical family history and all other facts relevant to my treatment. |
shall not hold the hospitalf doctor responsible for any consequences which may arise due to non-disclosure of
relevant information on my part.

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

+ | have been made aware of the rules and regulations of the hospital including 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
a transfer to another hospital / healthcare organization, as considered appropriate by my treating doctor.

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




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

- =y

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

1, 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 R +47 &gg”/ﬂ & 57529 5 57 7l 9_-,1 wlzd |8 of
Surrogate/Guardian i é‘h{f}y P
et . yoINO0 -~ SoN
(it applicable #) 6’ M’V - (Write name and relation#:) with patient) | 2 [l"{ 2 I 7

Reason for Patient‘ls unable to give consent because:

surrogate consent

Ao,

27]el2>?

¥4

Witness \/\(\gﬂ(

Interpreter
(if applicable)

* Right Hand for Males & Left Hand for Females | # Only if Patient is a minor or unable to give consent
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(A Unit of United Alliance Healthcare Pvt Ltd)

DAY CARE DISCHARGE SUMMARY

IP No. _ IPH2023002604 D.0.A t 27/12/2023
UHID . MHI202379395 D.O.P t27/12/2023
Name _ Mrs. SAVITHRI. R Room No. : RL
Age/Gender _ 55 Years/ FEMALE

Counsultant  :Dr. G. Gnanavelu. MD., DM., (cardio) FACC D.O.D : 27/12/2023
Chief Cardiologist

DIAGNOSIS:
ATYPICAL CHEST PAIN

BICUSPID AORTIC VALVE-MILD AS
NORMAL LV FUNCTION

SYSTEMIC HYPERTENSION

TYPE II DIABETES MELLITUS
HYPOTHYROIDISM

PROCEDURE: CORONARY ANGIOGRAM DONE ON 26.12.2023 — NON FLOW LIMITING DISEASE
IN LAD

BRIEF HISTORY:

Ms. Savithri. R, 55 years old Female, Presented with complaints of pricking type chest pain with shoulder
pain for 1 week. She was advised Coronary angiogram and referred to Medway Heart Institute on 26.12.2023 for
wh ich she has been admitted.

ON EXAMINATION:

HR: 79bpm;  BP: 122/79mmHg ; SPO; : 98% in room air
CVS: S182+; RS:Clear; CNS: NFND; Abd: Soft
INVESTIGATIONS:

BLOOD(16.12.2023): Hb- 12.2gm/dl, Urea — 23 mg/dl, Creatinine — 0.9 mg/dl.

ECG: sinus rhythm, HR — 78bpm. |

SCREENING ECHO(27.12.023): Bicuspid and calcified aortic valve. Mild AS, No AR. Other valves are
structurally normal. Trivial MR, Trivial TR. No PAH. Dilated ascending aorta. Chambers normal sized. No
RWMA. Normal LV systolic function. EF — 59%. Grade I diastolic dysfunction. Normal RV systolic function. IAS
/ IVS intact. No clot / vegetation / effusion.

#9, 1sf Main Road, United India Colony, Kodambakkam, Chennai - 60024, Tel; 044 - 4310 8959 oL YT T T )
. ';;i" i L
'F @MedwayHospitals @medwayhospitals T @medway-hospitals y@medwayhaspitals L 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 - 4310 8959 044-2473 4454

E-mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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.30RON ARY ANGIOGRAM FINDINGS: (A Unit of United Alliance Healthcare Pvt Ltd)

Right-dominant system; NON FLOW LIMITING DISEASE IN LAD.(reports enclosed)
ADVICE : Medical management.

ADVICE MEDICATIONS:
SI. | NAME OF THE DRUGS WITH DOSAGE | FREQUENCY | ROUTE RELATION DURATION
NO { GENERIC NAME MIA |IN SHIP WITH FOOD
CAP. CLOPILET A 150MG 1 0 [0 ORAL AFTER FOOD TO CONTINUE
I | ( CLOPIDOGREL)
TAB. AZTOR 20 MG 0|0 |1 ORAL AFTER FOOD TO CONTINUE
2 | (ATORVASTATIN)
TAB. ANGISPAN TR 2.6MG 1 |0 |1 ORAL AFTER FOOD TO CONTINUE
3 | (NITROGLYCERIN)
TAB. TAZLOCCT 40/12.5 1 10 |0 ORAL AFTER FOOD TO CONTINUE
4 | (TELMISARTAN & MG
CHLORTHALIDONE)
5 TAB. PROLOMET - XL | 25 MG 1 0 [0 ORAL AFTER FOOD TO CONTINUE
¥ | (METOPROLOL)
6 TAB. ELTROXIN 125MCG |1 |0 |0 ORAL EMPTY TO CONTINUE
( LEVOTHYROXINE) STOMACH
TAB. GLYCOMET GP 0.5/500 I [0 |1 ORAL AFTER FOOD TO CONTINUE
7 | ( GLIMEPIRIDE AND MG
METFORMIN)
TAB. PAN 40 MG 1 0 ]o0 ORAL BEFORE FOOD TO CONTINUE
8 (PANTOPRAZOLE) !
TAB. FAMOTIDINE 40 MG 0 [0 |1 ORAL AFTER FOOD TO CONTINUE
9
SYP. DIGECRAFT S5ML 1 [0 {1 ORAL AFTER FOOD TO CONTINUE
10
DISCHARGE ADVICE
. IDIET LOW FAT & SALT DIET.
PHYSICAL ACTIVITIES AVOID STRENUOUS ACTIVITIES.
REVIEW REVIEW WITH DR. NARENDRAN.M.

To report:  If temp > 101 'F / Difficulty in breathing / chest pain / Giddiness/ palpitations. cont ol i
In case of emergency Contact: Medway Hospitals @ 4310 8959. g ihe con

w U\’\(}G\'St‘::i M\ﬂ”
%c‘&"/

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

n
LI

Dr. G. Gnanavelu mp, om {cardio), FACC
Chief Cardiologist
Reg. No: 39469

#9,jiskMuijRo2d; Mnitad india Colony, Kodambakkam, Chennai - 600024, Tel : 044 - 4310 8959 ;m_‘ 51357 84451
F @MedwayHospitals @medwayhospitals ]} @medway-hospitals 3 @medwayhospitals &?} 18005723003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Mogappair - Kumbakonam Chengalpattu Villupuram Heart Institute - Institute of Pulmonology
044-2473 4455 | 044-26530011 | 044-24734455 | 044-27426829 | 04146-242000 044 - 4310 8959 044-2473 4454

E'mail : info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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2771272023 /1PH2022002604 Every heart beat counts

Dr.G. GNANAVELU

" I T
DAY CARE INITIAL ASSESSMENT FORM

Date&ﬂm&?) Time of arrival ﬁg_.
Part A (to be filled by Nurses)

Vital Signs: Tem b (°F) [ Pulse / HR: jﬁ—_— (beats/min} | BP: EBIE (mmHg)
Respiration: 22§ _ (breaths/min) | SpO;10D (%) | Height:’éq (cms) | Weigh%-_"[_ (kgs) | BMI:25 Bkﬁfm’ﬁ

Any Language Barrier:[] Yes QN{ If yes, please call Language Coordinator / Translator
Allergies :[] Yes QJ( If Yes, specify :

Psychosocial Assessment:

Alcohol Intake: []Yes Q’@ Substance Abuse:[]Yes D‘ﬁ Smoking: []Yes (OG0

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

Pain Screening
Pain: EI Yes mYes, Score: 0 ] l 0

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)
umerical Rating Scale (Age more than 12 years)

Duration: Location: ~—

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

Nutritional Screening: .
Last 3 months Appetite (] Increased [] Decreased E{ Change
o

Last 3 months Weight [increased [ Decreased Change

Fall Risk Screening for adults: % Risk

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

[ Walks with assistance O Any neurological problem )

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

Fall Risk Screening (for pediatrics) -
(1 HfO fall in last 3 months [_] Neurological problem (vertigo, seizure, etc) { | Deranged Mobility [4No Risk

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

Signature Name Emp. No. Date Time

Nurse ﬁ@, AOUTRY? ‘08\‘9)9\ ‘Q.T“g‘), Q’B 8 ,gD .
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DOCTOR'S PROGRESS NOTES

DATE NOTES
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Df. Anish Nelson
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Reg. No: 88434
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- Patlent Delalls (4ffix Labe! fiere)
Y R . v . .-, . ) : Name'Mlz& MM
Department of Dietetics™ T, R m %0 370 €

) - D ‘Sgw Sex:
NUTRlTION ASSESSMENT AND CARE PLAN FORM. iRy ,:j%,‘ Y MW

N

Medway H’nspitals®

The way to better health
*{A Unlt of Unitad Afliance Healthcars Pyt Ltd)

pl ‘\‘

o
.
ammm-

Dnagnosls'kﬂ_c" / T&DﬂjmmomolM/SHﬁ /Q@/—’YQI/;

Heightiursigiere cm Welghti., i imversges k& ¥ Fodd allergles: Yes/ No; if ves’ speclfy
TR e

u

Religlous Beliefs: [Tvegetarian 9,7[@ Végetarian o - -1 [ eggetariaf - {1 1ain

Diet Prescriptiony.., ... : e Goeer .':. .
”nb_b Z y
SUBJECTIVE GLOBAL ASSESS EN (ADULTS)

Ay - Patient's related Medical Histery ot - et " S . P
! . .- . L
= v, ]
1) Welght Change (overall change in past & months} - - . i
C 7RSI CECEE N T R D . os
1" 1o welght change/ 5% > 5. 10% + |i0-15% »15%
gafn
2) Dletary Intake | Duratlon: N v S T i T T
| 210 Oo:- - ~ [E]E) ¢ [aa Os
[~
Cral Ho change \ Y I Sub - opurnal .. i' . F_gu'llqqu dietf [ v vaa ulnfll: Starvation
= {iordaer - moderste L [ Y T A
overal) detsease
Enteral/ Adequaag- - Uy w4 |Sub- eptimal ie o | Wnadequate . 1 ' Tvpo_\cafert: Stanadon
Pargnteral Excesshva : R T S feeds + " 1 I
Hutritlon
3) s H s L [ S L s
= Oz Oa 4 Os
™| wosmatoms Nausea A =T Dlarrhoea . severe anorexia
moderateGl ~ % 7 - it
ymptoms .
4} Functional Capacity (Hutritlon refated Functfonal impalrment) 5
= : O3 4, s |00 Jear o B =k
Mone /impeoved Difmculty with - Difficulty with Light activity Bed fchalr =
ambutadon ) normal agtivity . ridden with na
[ BV DT S _' L U ¢t .\l LA v R Y A PR “: oriitle activity
) I Co - morbidity (Diseaseand fis t nutrition feq y ) L - .
LT 1 0 LT ‘ “ E}’ . A R ' ,/!j'v!’ Al 0 . :-F“. [N ' as v .
e Healthy Mildeo~ Moderate 25 - SaVErs CO= Verysevere | | .
o morbldity = morbidity/ pge marbidity multplaco-. ~
L i - [N 1) . v - r - g
AN 44 R IV Y T S it il R LA | ST morbldity
8) Physical examination - -
1) Decradsed fat storex or loss of subcutaneous fat
Pl T - RN = Os
- T —
Normaf Mild Moderata - Severe
b)] $1gn of mustle wastings R RS FIN ¢ DR N | [ I
1af Oz O3 loe Os
Nurmfl oy e Mitd \ ‘. . .-_1 :Mnderit‘e . _'k o * . . Severg
- T
Totaf Score  Sum f zbove T companents \
R PR 1 o
Nutritional $tatus ; Based on this patant i
Well Nourlshed . ﬂu) al
Modarstely Malnourished . 15t 18) 4 [ R
Severely Malnourshed [Ji19te 35) ‘_i
Rutritfon Interverdon:
|g(ni 1 O Eetecal —lD Parenteral
1=
Dlet counselling prowdded: y % [m B
Frequency of re-assessments D}nﬂdr LI Fort- nigh 1 Monthty
Enteral / Farenteral ‘/D Dally Calorle count; | 2 Yes /,§ No

Dletitlan Signature / Name / Date [ Time;

- ST )2 o0
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DATE AND TIME

DIETITIAN NOTES SIGNATURE
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PATIENT TRANSFER FORM DIAGNOSTICS / PROCEDURES
D:agnosm. RBeav ] AS NLD f Z0r Apniiy Allergies if any: INKOA-+

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

RL Codtveal oet\ el |4y T Cheg.

Method of Transfer: [] On Bed CTOW Wheelchair [ On Stretcher

ASSESSMENT OF PATIENT:
General condition of Patient: onscious [1 Semi-conscious [] Un-conscious

Language Barrier: [ Yes EH(EI If Yes, specify:_~

Fall Risk Category: [ ]Low Risk [] Medium Rlskﬂéﬂgh Risk

Vital Signs (o be documented at the time of shifting):
Temp (°F) AR (breaths/min) Pulse (beats/min) Sp0O, (%) BP {(mmHg) Pain Score

q99-b 2, Toa bt | @ | 122/q | Ollo.

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

Any pre-medication given: N
Any critical information: -
Any specific recommendation: T
Signature, Name Emp. No. Date Time
Handover by rw/ OL\OAXT‘—@((\) £ m Qfﬂ [Q—FQQ g" Sy
Handed over to T,Df/ W L 02%%¢ 21 }/2/23 @. [le)
After Procedure: .
Procedure completed: Q’él:] Yes | Any critical information; N1 7)
Vital Signs (to be documented at the time of shifting):
Temp (°F) RR (breaths/min) Puise {(beats/min) SpO0, (%) BP (mmHg) Pain Score

ogrr | Jp hmt 39 hilmb qa £ | \28[v0 sl Yo

Pain Scale used: []PIPPS (28 weeks to < 38 weeks) [1CRIES (38 weeks - 2 months)
[J ErACC Scale (2 months - 7 years) £ Wong-Baker FACES Pain Rating Scale {7 years - 12 years)
Numerical Rating Scale (>12 years) (] CPOT (ventilator / comatose)

Signature Name Emp. No. Date Time

Handover by @2 Ds, 8 2% 3 3:(//2&3 10-6h
Handed over to ! @u_l MI 0,@1 ,fz{ [,—J v

v
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PRE/POST OPERATIVE ECHO

. Patient Details {(Affix Label here)
+ Name:
' UHID:

DatE&Time C}%C;Yze:n.f-r:u:L Echo Pcpcm‘ﬁ
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=2 o o Av\/maz + 209
- B 5!2«4«‘5{’?4 ﬂvﬂ‘.:?c La(ve P&Afa&-& [7mmf.g
it b e de = G Tlmpatig
T e paflves are Aﬁuc&kh/[q noYrn -*/
T et ML

- //mfi:! 1R o po#
—-,gd,_-,_-écc/ /451:4:-&07,4"9’75"’ [ easus<s: Brmmd?

1

|

& Chamber hormad sioed. LA =S ) -Re-
L Ale £RIMMA Meteat Ele! D

= /\,/o'\'\"n-v( (&%) /Sygé-/u_ﬁ" etre d
- Orade T prycpl a&f’%fd”ds‘“’ﬁ RuwTru Ll cmfe

>y A/D’Y'm"— [y Syctafie :Jaocﬁ:e";@- %—PSQ_@, mevy
L s [T /Jnf-ac-z: c

Evspr 34mmHg

HR: 59 éﬁm

(&)
EE BTV Sérn 2<a0 /s m,ca%n.g(

gp\r lob m| Leeop - $9rom
Bémi Cvips 35 rom
a/- 57+ EF " Ltov.
/Lm c AY¥

Mi‘-f éﬁfSﬁ;wﬁ% A
[ Candrar VQCC’[‘.'/MI-PI&J/?.CD




MHI/CRD/2022/026
4 ‘ Hedway
Heart

- ®
Medway Hospitals ﬂ nstitute
The way to better heaith
{4 it of Urited ARiange Heathcare Pre L) \/’ Every heart beat counts

CONSENT FOR CORONARY ANGIOGRAM / CORONARY ANGIOPLASTY

Ms.SAVITHRI.R
2771272023/ 1PH2023002604
Consultant: Dr.G. GNANAVELU UHID

conprrion ax IIUNTSIAEUATEAINE B

Dr 'UH\C\M\/B(LI 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 aimount of disease in the coronary
arteries, the blood vessels that supply the heart with bleed. After an injection of local anaesthetic, a fine tube (catheter) is put into the
artery in the groin/hand. The tube is carefully passed into each coronary artery in turn. A series of video pictures are taken using x-
rays and an iodine containing contrast medium (x-ray dye). The contrast medium may be injected into the main pumping chamber of
the heart (left ventricle). This helps us to find out whether you have any narrowing or blockage of your coronary arteries. The doctor
can then tell you which treatment is best for you after carefully studying and discussing your pictures. This may be an operation such
as a coronary by-pass or a procedure called an angioplasty (the arteries are widened using a small sausage shaped balloon).
Sometimes, drugs alone may be a suitable option.

RISKS OF THIS PROCEDURE
The risk of coronary angiography depends on:
(i)The nature of coronary artery disease (ii)The pumping status of the heart  (iii) Your age and general health

These are some of the more serious risks that can happen, but are not the only risks:

Less than 1 in 10,000
(0.0001%)

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

(c) Heart attack.

(d) A dangerous 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%) (Dthe heart may not beat in a proper thythm which will need urgent treatment

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

hespital.

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

(1) Loss/impairment of kidney function due to the confrast medium

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

1 in 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 x., G‘l nanNa VQ&J 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, I may require a blood transfusion, an additional procedure
or surgery. The doctor has explained to me that if immediate life-threatening events happen during the procedure, they will be
treated accordingly. I understand that no guarantee has been made that the procedure will improve the condition

On the basis of the above statements,

I REQUEST TO HAVE THE PROCEDURE

Signature Name Date Time

Patient/Guardian

with relationship , MYS. SRVITHRT A J 1223 q.5p
witness 2. g L Rv's hrampo r#y/“’” 2l {22 Q go
Doctor '—[qu’ AN W RTATAYS 2—_' hL} 23 C{_J.‘O

Rt
Interpreter
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JCIACCREDITED NABH ACCREDITED

TRANSRADIAL CORONARY ANGIOGRAM REPORT

Patient Name: Mrs. SAVITHRIL.R iD: MHI202375395
Age/Gender : 55F [PH: IPH2023002604
Cath No. : 3476 DOP: 27.12.2023
Done by Assisted by Technician Physician assistant
Dr.M.Narendran Ms. Panchavarnam Mr. Pandiyan Ms. Shalini

DIAGNOSIS: ATYPICAL CHEST PAIN; BICUSPID AORTIC VALVE - MILD AS; HBP; T2DM; HYPOTHYROID;
FAMILY H/O CAD; NORMAL LV FUNCTION

Access: Right radial artery Total exposure time: 1310”
Hardware used: 5F sheath, 5F TIG, 5F EBU 3.0 Total DAP: 171.50 Gy.cm?
Contrast used: CONTRAPAQUE 50 ml Total RAK: 436.90 mGy

Medications given: Inj NTG 200 mcg & Inj Heparin 2500 1U 1A
Hemodynamic data: Aortic pressure: 147/91(110) mmHg; HR 84 bpm; Sp02 98%

Selective Coronary angiogram done in multiple angulated views:

ARTERY FINDINGS
LEFT MAIN | Normal. Bifurcates into LAD & LCx.
LAD Type 3 vessel. Proximal LAD is normal. Mid LAD astride first major diagonal

shows 40% discrete stenosis. Distal LAD is a small caliber vessel with luminal
irregularities. Gives 2 major diagonals and many septals which are normal.

Lex Non Dominant. Proximal LCX is normal. Distal LCX is a small vessel with
luminal irregularities. Gives 4 OMs which are normal. OM2 is a major vessel.
RCA Superdominant. Normal. PDA and PLV are normal.

FINDINGS: RIGHT DOMINANT SYSTEM; NON FLOW LIMITING DISEASE IN LAD

ADVICE: MEDICAL MANAGEMENT
P

R’T Dr. M.NARENDRAN, MD, DM

Dr. G. Gnanavelu mn, py {cardin), FACG
Advisor & Mentor
Chief Cardiclogist
Reg. No: 39469

#9, 1st Main Road, United India Colony, Kodambakkam, Chennai - 600024. Tel : 044 - 4310 8959 A,
d 29457 94457
f @MedwayHospitals @medwayhospitals || @medway-hospitals j@medwayhospitals ng 1800 572 3003
Medway Group of Hospitals Medway Centre of Excellence (Chennai)
Kodambakkam Magappair Kumbakonam Chengalpattu Villupuram Heart Institute Institute of Pulmonology
D44-2473 4455 044-26530011 | 044-2473 4455 | 044-27426B29 04146-242000 044 - 4310 B959 044-2473 4454

E-mail ; info@medwayhospitals.com | Website : www.medwayhospitals.com | CIN : U74900TN2011PTC083665 MHI/HOSP/2022/118
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Ms. SAVITHRI R
53/Female/MH1202379395
27/12/2023 /1212023002604

Dr.G. GNANAVELU

A

e

MHINUR/2022/048

NURSES PROGRESS NOTES
.Date & Time Observations / Action Signature with Emp. No.
o1]12]os Cath LAR
oo |=> Da,aﬂﬂ?hf" yecedvesf Pmm Rr_dn
(IInLL Jlab Pt tohcibus ard attenbsd $£00?
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de?@)!; @'/10'23’?
Q.00 )S’f@)ufa Ammrrwqa Aone. QYQ{‘@&M@ |
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alfe  |l=>ps Padial  atdery nmmm;é tehcton ’
Lol anesthedo ~ ,Diaw?
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0. aiVeh 0/8 n"n(ﬁo. (Tt‘YL JEQ’()ZH
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Ms.SAVITHRL.R

55/ Femnale/ MH1202379395
27/ 12/2023 / IFHZ023002604
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Medway Hnspitals®

The way to heteer health
{AUnit of Unlted Alllance Henithcare Pyt Ltd)

CRG

Name of the Procedure :

Dr.G. GNANAVELU

CSAFE PROCEDURE CHECKLIST

A O

HI/OT/2022/086

/ﬁ Medway

Adapled from WHO Safe Surgery Checkfist

Doss the Procedure involve Procedural Sedation : []

Yesaﬁ

Location : CI]% éab (_’d Date & Time : ll llilzg

Institute
Every heart beat counts

' \/Heart

PATIENT LABEL

SIGN IN qngo
Before Indlclion of Procedural Sedation

TIMEQUT OO, gﬁy
After procedural Sedation and before procedure

SIGNOUT 1, Lo
When Doctor indicates that the Procedure fs completed

{Anaesthefist / Qualified Physician administering Procedural
Sedation + Nurse + Technician + Doctor performing the procedure)

{Anaesthetist or Qualified 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 multiple

el P procedures )~
|dentity by two identifiers E]Y} Identity by two identifiers [T Yes Name of the Procedure done written down EI(‘?E
Procedure ClYes— Procedures (® Pr(n [dYes - Name and site of all specimens / invesfigaticns [ ]Yes I%Nﬁ
Side FIRt Lt [CINA Side @ef_ QCQGLI"OJ a)d% — }L m CILt CINA confirms labeling and sent to lab )
Expected Blood loss NE 1 3 /
Consent [AYes Pasition Supj he, ETYes Any recovery concerns : O Yes [ANone
Known Allergy OYes I;I,Nf) Consent ! i PTYes— If Yes, Pls. specify :
If yes, plaese specify Required equipment and implants available [Fes CINA
= T 3 n /
Difficult airway / aspiration risk | ZTNo [ Yes, equipment| EssentialImaging displayed PlYes [OJNA—

/ dentures and ﬁssisﬁnce available

Antibiotic prophylaxis within last 60 minutes

O Yes [ANA

Possibility of hypothermia [INo [ Yes, wamerin place

Name of the Antibiotic given

Any Equipment / instrument problem that needs to be

Venous Thromboembalism Prophylaxis Provided OYes D'N'A ﬁd\gzs;?g :specify , [ Yes [INone
ym anesthesia equipment and medication check complete | Anticipated duration briefad | FTYes T '
Spo2 IZJ,MB‘(eq Others pls. specify_{£ (G Anticipated blood loss briefed ;D‘égz NA W
Pre OP medication taken [JYes [No | Adequate fluids and blood available /Q"@s [ONA
e Team briefed on any critical or unexpected steps 1 D}es/ .~ | Corrective action :
Required equipment for /B'YES COINA For procedural sedation cases el
procedure available Any patient specific concems : LiYes | {Nong~"
Intra procedure glycernic control []Yes
Any concems about sterlity [1Yes one
Anaesthetist / Doctor giving Doctor performing the Nurse : R/ PCV-WCJ\MMDM Technician : MY, Pamﬂfgao Others Please Specify :
Procedural Sedali Procedure : one
ot UHT
Date : Date : D:T/{?__[ 27 Date: 97| [?,f-’LZ Date: 2.7 h'LfQJ' Date :
Time : q, Lo Time : Q. Co Time: gq.50 Time :

Time :
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The way ta better health

Every imarl: heat caunts

N (AU of Unted Allance Heatheore Put L) Procedure Monitoring Sheet (Cath Lab)
Patient Name /' -™le/¥Hi202379395 ' hgel/Ssex:
2771242023/ 122023002604 '
Dr.G. GNANAVEL E Ward Unit : )

T —

Consultant : Diagnosis :

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

PARAMETERS YES NO NA

Vital signs : BF’:.[.%:,\e.PTemprﬁgb‘a. Pulse=t=}- RR:.Ox... SPO2:5pg 4 e

Urine voided

Bowel preparation

Pre-procedure medication administered

/-
v
v
Procedure site marked . B o \/
/

Skin preparation done

NPO 7L 60

Loose Tooth removed

Prosthesis present

Contact lenses / Eye glasses removed "

Jewellery/Nail polish removed

Checked for Allergies (Drug / food) \/

IV linefIn-situ

Consent taken \/
Z

Investigation reports / Documents received ~

Signature of Nurse : W Date & Time : Qrﬂ lalag o 8 3D

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

Time HR / min RR /min BP mmHg SpO2% Medication / Remarks | Sign. of Nurse
’Jiy G.)n |9 Lmi -_f)o’}wwflmil 190 fey B f—‘iq 71' _ Q./Z@foﬂ
o.20 | R bj-/mﬂ 20 bylwt | 18 Fey Fog) aq+ = ?2_40_@25?? )
9.20 | Ro)Mmk |00 hyimd | 141 ]0cherr | 21 — Yonan
Q.40 |Bobtmt |90 hidmt [thulgr D g 4. — - | Eoowz

— ————~"-l/r>m;p/ﬂme 3o+ prey f————




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

Time : ‘?4.50. Route : E}_— anffaé Q[[fﬁ% @’Qim;mtq .

Complication : g\ﬁ '
BP: 13‘1/«-;2. (as) mmHg, HR:__ %n bﬂm;& ,RR:_D_D_LI[{Y_LL—SpOZ: &/
Qista{%!ﬂse: Fe,Ur , Puncture Site: MQQ%JL}WM

Advise:

Shift To: Ward / ICU / 2L
Bed rest up to L? hours
Observe puncture site for bleeding

L~

Watch for Pulse in e_«}: di 118 J _artery.
Diet I ek |

Inform Duty Medical Officer SOS

a) If patient complains of any Discomfort

b) If dressing is Loose or Socked with Blood

c¢) Iflimbs are Cold / Absent Pulse '

¢ Remove B P iof gssingon 2R oo at_ Yo AM /PM after informing
to the cojjsultant. '

¢ Special instruction if any: N‘” ' /y
| B ol

Name & Signature of Consuitant

LA 2R R R

>

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

Nurses Notes : .

- procedume  CAG dane. RY Rudinl. ooy C
vomove]. Tight plaster Pardage applial m siring no

Condition at the end of procedure : Stable [] Critical

Patient shift to : O Récovery Room [ ]PatientRoom []ccu m Pt
Name & Signature of the Nurse : S Date & Time: ] [ [2/23

%ﬁ | \0- oh




Ms.SAVITHRLR
55/Ft‘mu1U/MH1202379395
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Medway Hnspitals®

The way to better health

Gr. GNANAVELY

IIH!lIHIllIIl‘lll|ﬂ|l|\IH|lllﬂll|||ll|lll|ll'l[|l|l|ll

Every heart heat counts

{A Unit of Unlted Alliance Healthcare Pyt Ltd)

""""""""""""""" Date: & 29
BRADEN SCALE FOR PREDICTING PRESSURE INJUF!Y RISK Time:[ NJ
SENSORY 1. Completely Limited 2,Very Limited 3. Slightly Limited 4 pairment
PERCEPTION Unresponsive (does not moan, flinch,or | Responds only to painful stimuli. Cannot | Responds to verbal commands, bt Responds to verbal

ability to respond

grasp) to painful stimuli, due to diminished

communicate discomfort except by

cannot always communicate discomfort

commands. Has no sensory

meaning-fully to | level of consciousness or sedation OR | moaning or restlessness OR has a | or the need to be turned OR had some | deficit which would limit
pressure-related | limited ability to feel pain over most of body sensary impairment which limits the ability | sensory impairment which limits ability to | ability to feel or voice pain or J-f }"
discomfort to feel pain or discomfortover 1/2ofbody | feel pain ordiscomfortin 1 or 2 extremities | discomfort

MOISTURE 1. Constantly Molst 2.Very Moist 3. Occaslonally Moist }'Raﬁa'ly Moist

degree to which
skin is exposed

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

Skin is often, but not always moist. Linen
mustbe changed at least once a shift

Skin is occasionally moist, requiring 3]
extra linen change approximately once a
day

Skinis usually dry, linen only
requires changing at routine
intervals

to moisture turned

?ﬁﬁaﬂ 2. Chalrfast 3.Walks Occasionally 4. Walks Frequently
ACTIVITY ~rConfined to bed Ability to walk severely limited or non- | Walks occasfonally 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 or chair

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 extramity position without assistance

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

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

v_L4-Neotinitation

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 Is NFO and / or
maintained on clear liquids or V's for more
than5days

2. Probably Inadequate

Rarely eats a complete meal and genera&r
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

’?d’eq/uate
ats over half of most meals. Eats atotal of

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

4.Excellent

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

FRICTION
& SHEAR

1. Problem

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

2. Potential Problem
Moves feebly or requires mlmmbﬁr
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 hut occasionally

o Apparent Problem

Moves in hed 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.

agitation leads to almost constant friction slides down VY - ‘,
of Staff Nurse: |5
. Initial & Emp. No. rV -
Score Interpretation: Minimal Risk: 23 - 19; At Risk | Mild Risk: 18 - 15; Moderate Risk: 14 - 13; High Risk: 12 - 10; Severe Risk: 9- 6 a4 P e

of Sr. Statf Nurse:
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Senlor Staff

Date & | Pain Pain Character . . . Staff Initial )
. {dull, achy, sharp, stabbing, shooting, | Duration | Location / Site Interventions Initial &
Time chre burnin)é.sre?gr)resd/radiaﬂt pain) & Emp. No. Emp. No.
A2 o, o
o | (] N0 e I — g
¢ 1y w N Fav( @ r— ,Vh/ éﬁ% 7]
o 9

O

O/

.

PAIN SCALES

PiPPS
(28 weeks to < 38 weeks)

6 or less = Minimal to no pain
7 - 12 = Mild pain - Provide comfort measures
=12 = Moderate to severe pain - Pharmocological intervention

* CRIES

The CRIES scale is used for infants > than or = 38 weeks of gestation. A maximal score of 10 is posslb!e I the CRIES score is > 4,

(38 freeks* 2 months) further pain assessment should be urdertaken, and analgesic administration is indicated for a score ot 6or higher.
FLACC Scale

(2 montl‘_ls - 7 years)

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

g - :

. .
Wong-Baker FACES

Pain Rating’ Seale .
(7 years - 12 years)

r

No ' Hurts Hurts Little Hurts Hurts
Kurt Liwtla Bit Mora Evon More Who!s Lot

7N

yodb

I
10

Hurts
Worst

5 ? merical Rating Scale-(age more than 12 years)'

A

| - | 1
l I | | 1 | 1
1 6 7 8 9 10
None Mitd Severe

’

Critical care Pain'’
Observation Tool (CPOT)
(ventllator / comatose)

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

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

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

MUSCLE TENSION: ¢ - Relaxed, 1 - Tense, Rigid, 2 - Very Tense, Rigid

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

Non-pharmacological
Interventions

l

»

Distraction: A - Relaxation-conducive environment; B - TV; C - Music; D - Physical and mental exercisers
Cutaneous Stimulatlon and massage: E - Positioning; F - Rubbing / Massage the skin

Thermal Therapies (no longer than 15 to 20 minutes): G - Cold application; H - Hot application; | - Shortwave diathermy

Transcutaneous electrical nerve stimulation (TENS): J - Interferntial therapy | Psycho-social therapy/counselling: K - Individual Gounseling; L - Family counseling

Pharmacological nterventions as per doctot’s prescription
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DVT RISK ASSESSMENT

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

MHI/NUR/2022/047
A Medway
Heart

ﬂnstitute

Every heart heat counts

Date
Time

-t/ b
450

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 0
{Assess for both legs)

4 Collateral {nonvaricose) superficial veins present
{Assess for both legs) O

5 |Entireleg swollen (Assess for bothlegs) /O

6 Localized tenderness along the deep venous
system {Assess for both legs) ’0

7 Pitting edema, greater in the symptomatic leg 0
{Assess for bothlegs)

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

9 | Previously documented DVT (Assess for both legs) @
Alternative diagnosis to DVT as likely or more likely
(Assess for both legs) / Co-morbidity like ESLD /
Renal disease, Renal failure, CCF Cellulitis

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

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

DVT prophylaxis started

OYes
o

OYes
O No

Cves
[INa

OvYes
[INo

O Yes
O No

[1Yes
[INo

{IYes
[INo

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN

SR

o08d”
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MODIFIED MORSE FALL RISK ASSESSMENT CHART

Date tﬂ \\—,\@
[
Variables Time &ﬂ}l al x
Ay
g.go \fp\.
History of falling No ( 0 ) @ 0 0 0 0 0 0 0
(immediate or within 6 months) Yes \ig ' 25 25 o5 25 25 25 o5 25
Secondary diagnosis Nof 0o | 0 | O 0 0 0 0 0 0
(= 2 medical diagnosis) Yes | (i) [f45)| 15 | 15 [ 15 [ 15 | 15 | 15 | 15
Intravencus Therapy / No 0 \ 0 0 0 0 0 0 0 0
Heparin Lock / Tubes Insitu Yes 20 0 20 20 20 20 20 20 20
B
AMBULATORY AID
None / Bed Rest / Nurse Assist @ @ 0 0 0 0 0 0 0
Crutches / Cane / Walker 15 | 115 15 15 15 15 15 15 15
Furniture 30 30 30 30 30 30 30 30 30
GAIT
Normal / Bed Rest / Wheel Chair 0 @ o o o [o ]| o ]| oo
Weak 0 | 10 [ 10 | 10 | 10 10 | 10 | 10 10
Impaired 20 20 20 20 20 20 20 20 20
MENTAL STATUS
Oriented to own stability @ 0 0 0 0 o 0 0
Overestimated or forgets limitations 15 | 15 15 15 15 15 15 15 15
MEDICATIONS
Includes PCA / opiates, diuretics,
laxatives, hypnotics, sedatives, No 9 0 0 0 0 0 0 0 0
mr_nunosupprgsent, anhconvu[s_ants, Yes 15 @ 15 15 15 15 15 15 15
anti-hypertensives, hypoglycemics
and psychotropics
Total Score m §D
Low Risk (0 - 24)
Medium Risk (25 - 44) )
High Risk (45 or above) \/ N
Signature & Emp. No. of RN W' d
g P » < @iﬁ\
Signature & Emp. No. of Sr. RN T2 fgg{;’
o o

=

0 -'24: Low Risk; 25 - 44: Medium Risk; 45 or above: High Risﬁ

E

)/



INTERVENTIONS Pate,

7ol

Tick as per the Risk Score Time

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

oo
N
<.

°9

N

)
N

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 beli, bedside table, water, glasses within the
patient's easyreach

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 beforerisingfromthe bed

Bed wheels should be locked

Encourage family participation inthe patient's care

Ensure that floor of the bathroom is dry and not slippery

Review medications for potential side effects that can
promote falls

Use safety belts during movement in wheelchair

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

Medium riskinterventions (25 - 44)

Apply all the low risk interventions

v

Tie yellowfallrisk 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

Allowthe patient to ambulate only with assistance

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

NN NN AN A RS AN AN ANANANAN N

\

Do not leave patients unattended in diagnostic or
treatment areas

Accompany the patient while going to bathroom

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

NS

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

High-risk interventions (45 orabovc}
Apply all the low and medium risk interventions

Tie redfall risk tag in the bed, wheel chair and stretcher

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

\\\\\\ AN \\\ \ NN N AN ,\\,\r\\\.\'\ N NAND

Answer these patients call bells as quickly as possible

Provide a commode at bedside (if appropriate}

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

\\\ INER \

Encourage family members or other visitors to stay with
them

If appropriate, consider using protection devices: safety
belis

Signature & Emp. No. of RN

Signature & Emp. No. of Sr. RN

BN
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