| Rainbow Children's Hospitals - Visakhapatnam

1

% Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits. Govt General Hospital Kda i
Raintow' @ Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
el Birthigh TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET
. . ORI TR
Registration Details :
Admission No : IP22-00023299 Admit Date : 17-Jun-2026 Admit Time :01:10 PM UHID : HCV-00037719
Patiert Details :
Patient Name : Mrs P MANISHA SRI LAKSHMI Age :29Y10M30D :
Guardian : MrHEMANTH DOB : 18-07-1996
Gend: : Female Religion
Occupation ; Martial Status
Address (H) - Govt Diary Farm Vishakhapatnam Andhra Phone No : 7730038688/
Pradesh INDIA 530040 Eimaii « no@igmaillcom
™
Admission Details :
Bed Type : PRIVATE ROOM Bed No : PVT 102 Ward Name : 1F-FIRST FLOOR i
Room No : PVT 102 Admission Type : First Visit
Contlact Details :
Name : Mr HEMANTH Relationship :W/O

Contact Address : Govt Diary Farm Vishakhapatnam Andhra Phone No
Pradesh INDIA 530040

N2,
(\7;
Signature
-
Doctor Details :
Doctor Name :Dr. MV R SHAILAJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Dr.Nivedhidha Phone No : 6380611251
Co-Consultant
{

. !

Payment Details : Deposit Amount  :0.00
PVT LTD

Printed Date / Time : 17/06/2026 13:12 Printed By : 017565 Page 1 of 2




ACTIVITY RECORD FOR BILLING

HCV-00037710 IP22-00023209
Mrs P MANISHA SRI LAKSHMI
18-07-1998 20Y10M300 (F)
______ Dr. MV R SHAILAJA
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Your Right to a Safe Delivery
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MEDICAL EQUIPMENT (WARD & ICU
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PROCEEDURE
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

T I?./.&.[Zé ............... LELL TN -3 RO
0 ~ 26 kg/m’
OGN v INDIA . Height: .. \S3C%2.....  Weight:.... 284, ...  BME O ~28 kg/m’
/2230 kg/m*
FOOU AUIBTGIES: -.vrveereessseeessseesssessssseesssssesessmernsess I b e ssssssersesssesessenes
DIAgNOSIS: e e oGS (... st T pretiow...2xeghancy
C _LU" (_Qn(.ep-ho’l/? s M o OHQ in |G\i€VV(' PW
Type of Diet: O Liquid O Soft O Normal __[-Dfabetic @F laboun
™ [ Vegetarian -=Hlon-Vegetarian O Vegan
Diet Advised:

Liquid Diet—ORS/ Coconut Water / Butter Milk / Barley Water/ Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
ﬁiet—Soﬂ Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)

Patient’s / Attendant’s Dietician’s
SigNAtUre: ....covvveereees 7 ...... Q‘NJ s Signature: }t
Name: §§u ..... l%k&bw ..................... Name: ﬁmfﬂﬁ‘(@
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Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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It takes a lot to treat the ite. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date OIML: F}lﬁilﬂﬁﬁ@ “330-3-,-{)

Baseline Information:

Admission From: ‘744 (] OPD Admission Desk ] Others, specify ...................

| Primary Language: 1 Telugu English [ Hindi | OtHBIS S SPOCIRY occosisnvmsssisasisssssvssssavassisiain
' Do you require an interpreter? | Yes Ao T Y8 OB oo cinininiinsiviiiiniosiioniersmnbarosranss pentsons esan s sanKepasest meassenta EomRememies o
ASource of Information: [_LPatient L Family 1O, BPBCHY v cvccnmmmmmninammmm s
Allergies: ] Yes h?ﬂc; [ Medications ["] Blood Transfusion 1 Food ] OHNeE: e
Ifyes, identify ...

Chief Complaints: CCLW\L wﬁf) "HLQ am lﬂfnlb Doctor Notified on Admission: /\é [INo

"

........... Uiu&nmcqrﬂhm& QLR PCUO. . Name of the Doctor: DYQ.&ﬁafath
................................................................................................................... Time Notified: .......... |1 2X34 00
Past Medical History: Obtained From %(atient (1 Family Member "] Medical Record ("1 Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

ND Yeh s

| «m Gynecology Assessment: || Not Applicable | Gynecology Surgical History: Gynecological History:

! Menstrual History: . "f d@% Caesarean Sectiony_—No Yes Contraceptives: vi’ﬁ‘o "] Yes

| Cervical Cerclage: VJ«N/ []Yes Vagmal Discharge: ‘/6 L] Yes
Onset of Menarche: l%tw Ectopic Pregnancy: W \/Y(' Post-Coital Bleeding: | ./I@ [] Yes
Menstrual Cycle:,[ /Regular [ 1lrregular | Myomectomy: 1Yes Infertility: W0 [ Yes
Last Menstrual Period: 22.(.09. .LOLS Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G TR =R - bosssnaseiaincs assasienigmisimn _g,

I Previous LSCS: ......... NO ...........................................................
Current Medication: ' None | L¥Es, If Yes, Fill the reconciliation form "]’d, G{ , (omo F M =200y,
Family History: [ No Abnormalities Detected ‘I(lb qumﬁ' 'S'U’ﬂ"ﬁ

[] Heart Disease [ Hypertension [_] Diabetes ] Stroke ‘1 Seizures _| Kidney disease

] Liver disease 1 Other .. —Ftk}‘:"-‘f( 'va.’m
Vital Signs / Measurements: Temp: .... ‘{F HR %nlq‘* RR: WL’ ......
BP: , - nght.h.{'.x..éaq. Height: 13_3?(—"1 BME i

1 Pain Assessment:  Pain: /Y«e‘g [ No (If Yes, complete the Pain Assessment / Reassessment Form)
L Y

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)

N T
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Dr. MV R 8HAI ’"’Wﬂson {F)

LT T

PHYSICAL ASSESSMENT
General Appearance: _}H‘Eﬁw —1ill looking ("] Anxious (1 Agitated [ Others: ...ooveiiiriieciieneeans
Fall Assessment: [ | Yes ',Nﬂ" Score Z@ (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: | Yes (A%  Score... 7{) ........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any ofthe following inform consultant

" Mobility problem * Walking Problem /t( Abnormality Detected
-------- ' Developmental Delay L) Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria it
NUTRITIONAL SCREENING: A Abnormality Detected
[ Overweight " Poor Appetite > 3 Days ] Needs Therapeutic Diet.
L Under Weight I Diabetes Mellitus ‘ L Hyperemesis Gravidarum
Inform consultant for positive criteria '
PSYCHOLDGICAL SCREENING:
An[: & Cooperative ["] Restless ] Depressed (] Agitated [ Confused
OIS ..o ioessonesrmsnamensrmn s OSSR o o P A L T B 8 GO S A A o B
Inform consultant for positive criteria
SOCIAL SCREENING:
1. Marital Status: [ISingle  [Aflarried  (JDivorced L) Widow >
2. Special Habits: Smoker: [ Yes DNG Alcohol Abuse: [ Yes A0 Drug Abuse: []Yes l_,ylﬁ'
Social History: Lives With hUb,‘?CUIq ..............................................................................................................
Orientation has been given regarding the following aspects:
Call Bellin Reach : [ Yesﬂo Waste Disposal Explained: %’%_s’ “INo
Infusion Pump : IYes /ﬂ) Hand Hygiene Explained: /es | No Others
Above information given to ...... TRNY.

Name of Person Qrientation was givento: . mh mcnuﬂa 5’”& (C(ﬁ&l.k P

Orientation Not Given REASOM: ....v.vicvveerrcsienninieininecrsnneennes

Nurse Signature: .....
Nurse Name: .......... %“'\&’} ..............................
Date & Time: \‘*“‘u@“x%”ﬂ—ff)
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Ref. No.: F/HW /DC/INPR /05
Patient Name HCV-00037719
Mrs P MANISHA sRi LAKSHMI

18-07-
"%z Gender I M D:‘:J?‘.M BY10M0D ()

chrs | @ rmignt | o NI

Hos 4] ital BY RAINBOW HOSPITALS

It takes a lot to treat the iitte.

1P22.0002320g 'ttt

Your Right to a Safe Dalivery DALE OF ADMISSION 3 5inveiioimsiviocssiomsimsimsomve abosssidii s stess s i saesnss o s basaanns

DRUG ALLERGIES : YO

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line Ithrough it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supptement can be kept within this drug

sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

Datelp
DRUG : o
Dose Route  Frequency| Start Dt.
Doctor's Signature |Valid Period] Pharm.
Additional Instructions
Datelp
DRUG : =
Dose Route | Frequency | Start Dt.
Doctor's Signature | Valid Period| Pharm.
Additional Instructions
Date}
DRUG : =
Dose Route |Frequency| StartDt. |
Doctor's Signature |Valid Period] Pharm.
Additional Instructions




HCV-00037710 IP22-00023299
Mrs P MANISHA SRI LAKSHMI

18-07-1906 2Y10MMD  (F)
i Sl Dl
+ REGULAR PRESCRIPTIONS
o Datelp _
DRUG : 2l Mo NO C@F Time \?k() \Q\a
Dose Route |Frequency| Start Dt. Q ‘\ ,_.(
. \
Ren [ v WM ICPTTYX g‘ =Y
Name & Signature of the Doctor 5 ]
starting the Drugs: C’tﬁ f § =
,‘l—'\ A ) 1.&\ [ \\ /
Additional Instructions: &nﬁnﬁ % ¥ M
o N
Daily Doctor's Endorsement by a Sign. }
. . Datelp
DRUG : g‘j- p pNTOP Time |14
Dose Route | Frequency| Start Dt. ® % I
worg| AV [au™EU |y glelag ' -
Name & Signature of the Doctor E&
starting the Drugs:
44 ?
Additional Instructions: 21" gle L
Sk I )
9 VQ(],/ A
Daily Doctor's Endorsement by a Sign. (22 \
‘\
DRUG : oy PARD (e Mol
Dose Route | Frequency| Start Dt. i
\qm W | g*hb ] elelag D
Name & Signature of the Doctor = i Y
starting the Drugs: Ry
Vi
Additional Instructions: = k75 il
= J 1
\
|
Daily Doctor's Endorsement by a Sign. ;)
et
Cll-) A
DRUG: T . PpnTop etk
Dose Route |Frequency| StartDt. |
Aopg | pls [ 2ut] ol )
Name &Signature of thé Doctor 7
starting the Drugs: 7 CZ
| : .
Additional Inslructiunaﬁg‘;f,\
Daily Doctor's Endorsement by a Sign. A/
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Rainbow® . e Ref. No.: F/HW /DC/RP/INPR/05.a
@ BirthRight

Children’s g
Hospital BY RAINBOW HOSPITALS

T takes & ot to treat the Rile, Your Right to a Safe Delivery

\

Patient Name : I.P. No. Sheet No. Wards Weight (kg)

REGULAR PRESCRIPTIONS

Date» \
rﬂt

DRUG: ﬁ: Me N o er Time
&3

Dose Route | Frequency | Start Dt.

0my | Plo [ 12l | 4] [AM

Name & Signature of the DgGtor
starting the Drugs:

Additional Instructions: b%
1

Daily Doctor's Endorsement by a Sign.

\_X

R

‘\,\,‘
e

Date»
DRUS: D, Accecopwe [l

Dose Route | Frequency'| StartDt.

som| plo | @ty | 1al b Bm

Name &'8ignature of the Doctor™

starting the Drugs: /)
ﬁ y

, "?é

Additional Instructions: \.{’2{ ’

Daily Doctor's Endorsement by a Sign.

o'

14

s 85
2h)

Date»
DRUG : G
Dose Route | Frequency | StartDt. [
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : -

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in




e T

Date %
WARMBLE DOSE Time | | Nurse Sig. | Nurse Sig. i Nurs%Sig, | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign Dr Sign. Dr Sign. Dr Sign.
Route Start Date Dose |Dose Dose Oose
Dr Sign Dr Sign, Dr Sign. Dr Sign
Name & Signature of the Doctor e vosy Doss [oose
Dr Sign Dr Sign. Dr Sign. Dr Sign.
L L
Additional Instructions . . e Oow
ﬁgn Drﬁgn. Dr S-ign. Dr S-&un.
VARIABLE DOSE Dato B¢
Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign Dr Sign. Dr Sign. Dr Sign
Route Start Date [Pe=s ne [Pose Dope
Dr Sign Dr Sign. Dr Sign. Dr Sign
Name & Signature of the Doctor [oose [Dose r"‘m [Bose
Dr Sign. Or Sign. Dr Sign. Or Sign
Additional Instructions o [Pese = [Oose
Dr Sign. f}r_ﬁon Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGN{«TURE NURSES
I-?‘bllg Q-%D(v. T-MicopPRrocny 29“&(" : P}\/ H\/\i i
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Ref No. F/IGYNIC/16

%
Rainbow”’ L
Children’s @ BirthRigh
Hos p ital BY RAINBOW HOSPITAL
1t takes a ot o treat the ittle. Your Right lo a Safe Delive
CAESAREAN SECTION OPERATIVE NOTES
/o
Name:_\gd - P- N’laﬂfah Consultant I/C: Dr+ HUR» shaf ﬁeg.No.
Surgeon's Name: .Dr- HUR shat [0,/*4 Date of delivery: |5| 0¢ \.LD?—'G
Assistant surgeon: D1+ Ashalafe Time of delivery: q+.19 HmM
v Anaesthetist: Dr+ Praveen Sex of baby: Me H
Type of Anaesthesia:  Gpins) Weight of baby: o Y>>
Paediatrician: )R . Pﬂﬂ&'ﬂ’l cSH Apgar Score: 1- @ |\o-
Scrip Nurse:  Pavans agh~ NICU Admission: - (£ tlvlo Tachy prete,
0 . Iy
Elecii%/ Emergency [] Indication: ol éﬂ.ﬂu& :j Progrusion ) labowr , pretloy
Preqnent
Urgency [] immediate threat to life of woman or fetus 3 J
[:I Maternal or fetal compromise not immediately life threatening
ﬂNo maternal or fetal compromise but needs early delivery
a D Delivery time to suit woman and staff
Decision time: v Knife to rectus;__3wirs
CTG description __ CT¢~veqebive
If there was a delay give the reasons: —
== EXAMINATION FINDINGS WHEN APPROPRIATE
Presentation P/éphalic [C] breech[] Other Cervical dilatation:__ 3~3( > cm
5th palpable: uls Fetal position:
Station: ,esl:l/z]/-1 1 o[+ [ 2 Moulding: NW ] ++[] +++[]
Caput: +[] ++[] +++[] Meconium  NonefA + [] ++[] +++[]
Bladder catheterized \(f;sE/NBD Urine: Clear,_/mood stained|[ ]




Skin incision: Pfannens_te/iLE{I' ransverse |:] midline D other

Uterine incision Lower segmeg/tgcgssical I:]InvertedTl:l J incision|:|

Previous scar: intact 7]~ Thinnedout[ JRuptured ] No scar []

Incision through placenta: Yes ] NQ/E/

Delivery of head: ManlM Forceps D

Liquor: clegr/Z/Meconium:l [ n [Jm[] Blood[ ] Offensive [_] Not offensive [_]
Delivery of placenta: Mant@@éT Comple-te/g/ IncompleteDPiecemeal
Cord appearance: ogenal Cord around the neck m

Appearanc of placenta: Nor mal Cavity explored Ye NOD

Uterus, tubes and ovaries: Now normal D Sterilization Yes DW

Complications / Comments: lkﬂﬂétd codl t‘.hmpfnt dgwe
Ugop {\'-0'!'\ avound nee k-

Uterine closure: Onelayer[ | Two IayM -0 g s Suture
Peritoneal closure: Pelvic l:] Abdominal |:| None D Suture
Sheath closure: UM ‘ _Q_»Q_\qu%l\ Suture
Fat closure: w No .[ ] 20 m,Df'A Vf"“{l Suture

r a
Skin closure Subcuticul@/lvlatters |:] _;MPAU‘ U"ﬁt &

Vagimea evacuated MD Estimated blood loss: L 500

Drain: YesD QQD/ Remove in days Await instructions D
Ctheter: Y%Q/NOD Remove in_ 24 hr, days Await instructions D
Swap& instruments count oorrect?rggr NoD Post-op antibiotics zgsE’No [:]

Intraopeative antibiotics cover M NoD Thromboprophylaxis: Yes D NQ/B’

Post operative Comments: follow  pogt op orclrs

Signature




| i

"
Rainbow® @ Department of Anaesthesiology

Children’s .BirthRight‘

Hosnital B RAINBOW HOSEITALS AXON ANAESTHESIA ASSOCIATES

a1 et e W Vour Right to  Safe Detvery PREANAESTHETIC EVALUATION
Date: \Q 6)"”’ Time: gzgobm Name: P Mfw.&;ﬂw\ SJ&;LAMW
Proposed Operation LS ¢t ) Age: 29 U{

Preoperative Diagnosis (5 , €, / 249kl d } W meﬁo‘m Sex:
B.P H. R.R TFCE—&-“ Height |Weight |Physical Status =
wolad ol‘;/?w‘}" V3 | \e|"®19 I 13753 74 5 P No. 222 99

t T
LABORATORY DATA

Hgb LQ,'_Q_ Glucose —— Protien — HIV k. X-ray ———  QOther:

71 A —— Urea e—non«+ Ab FIEEE—— HBSPE ECG @~ —

WBC —  Crest ————— Total Bll————  Hoy —pi—— 2DEcho—

Plate —o— Na —— Dir. Bill —— Blood gmup_‘blﬂ Stress/Anglo

PT @—-— K -_— D —— Other

PTT ————— Ca++ ————— Alk phos R

INR ————— Mg+ Amylase Allergies: ML
Medical History: cvs: 8., @
RESP:
CNS: Oguptions Crdrezend Diabetes:
Renal: q
Hepatic/ GE: | \jAD APD+/-
Others: J

Past Anaesthetic History:

Physical Exam o [;J ) m @

Airway MP123 Mouth Opnynlng Mentohymd Distance: Neck: Teeth:

Lungs: Qh e G@

Heart: £, 3 @

CNS: Cowstiew (el pypils : (?\J) [M +?r EVM(

Others: Pallor: +/- < Venous Access Site: Eﬂ—n_ul— Spine Exam for regional: ( N)
ANAES. PLAN  MAC/REGIONALIGA-ETT/LMA poPosed Postop e
WILL TAKE BLOOD YES/NO EEEGNANT YES/NO

CURRENT MEDICATIONS: PRE - OPERATIVE INSTRUCTIONS:

1. DVT Prophylaxis

2 NBM form: an S - i
3. Informed Consent/’ f High Risk

IMMEDIATE PRE-ANESTHESIA EVALUATION

HR: 2o sa02:. A8 T v
RRL‘L{-N‘" . LastFeed ...
B.PJC.T.Y.:..LEQ.).%Q. Signature:
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Rainbow® | @ Department of Anaesthesiology ANAESTHESIA CHART
Children's | & Birth Right ~ AXON ANAESTHESIAASSOCIATES
Hospital . SRAR

PRE-OP DIAGNOSIS C)\,EJ S?wt'sd! IV W“#éggmnorq | $cs pate 1€/6 | 26

- -
SURGEON ___ Dx. NIVA @L{Mo\ ANAESTHESIOLOGIST __ Dy Prouion
ANAES  #1 | Start End Cns. Sig Res PHYSICAL STATUS
CARE  #2|Start End Cons. Sig Res PT IDENTIFIED EFCONSENT PRESENT SICHART REVEIWERT]
TEAM #3 | Start End Cons. Sig Res LAST PO INTAKE
TIME NOTES
N, O/AIRIO, LPM
HALO/SOISEVO
DRUGS:
1 ~ o >~
S aWs (Ve s A
)_,1\ \ Lo l T
" J
FI0,/ 5a0,
ETCO,
ECG
CVP [ Wadge .
Urine
EBL
a (=]
=8
@
ANASTHESA 240 42" TEMP
X . CET
START FINISH 220 41 P
I INTUBATION
P PREP 200 40°8
ST
ar
Bp 160 _
V, SYSTOLIC 140 36°
DIASTOLIC - ¢
X MEAN 120 35
* HEART RATE a4
Toumnigunl ﬁ 100
Tourniqual T
RESP 80 . i 2y
0 Sponl © = = 37
AR Assisied O 80
CR contralind :"n
RATE 40
30"
20
TV
PIP 10
PEEP 0
&1 EQUIPMENT CHECKED AND | [EOMMENT/SYMBOL
FUNCTIONAL e
P 22 Paco, |
CUFF SITE 3 PaO/FIO,
ART SITE £ HCO/BE
AT EKG LEAD ek
B TeMP SITE TIMES INDUCTION REGIONAL
] FI02 MONITOR X v 0O INHAL [0 RECTAL[] EXTREMITY
anaes sTART __ 9 = \§ R ALAA
[J AGENT MONITOR 2 :'?m MmO oTHER [J SEECIE)
PULSE OXIMETER 0P END PREQ,[] CRICOIDPR[] PINAL
£} PA OXIMETER — oS e L CAUDAL
] CAPNOGRARH LEAVE OR E MASK [] 0 Lma CATHETER
T VENTILATOR END ANAES AlRwaY  ORAL [0 wmasaL[] PUMP
] NERVE STIMULATOR ETh u om EIEHER
GENERAL 0 oraL[0 NasaL[] curr O SITE
Y MAC ne DRUG  [J TRACHEQTOMY [] NEEDLESZE__2-Of, DEPTH_
=] R
osmon __ St inz, I TOPICAL [J ORUG PARASTHESIA YES ND
[] PRESSURE POINT CKD 3 — | CATHETERAT SKIN (G -
REGIONAL O Loceysurc] DRUG / DOSE . o M
EYE CARE TRANSTRACHEAL [ TEST DOSE
O omT LINE (SIZE & LOCATION DRUG % mi | ANAES LEVEL _ "\ @
O TaPE 0O cve AWAKE [] RAPID SEDQUENCE[]| COMMENTS
] PADDING - DIRECT wiSION [0  BLIND (]
ki = PA : FiseroPTic O styeette O
ART _, 1
O] HUMIDIFIER = Ve BLADER ATTEMPTS t
ﬂ BLD WARMEF v ¥ DIFFICULT WHY?
O ucHTS Ow BlILAT =BS [ TRANSPORTATION TO PACU - icu O oTHER [
[] HEATERS Ow SEMICLOSED CIRCLE [J RELAXANT REVERSED YES [ NO [J
O] HUGGER'S CLOSED CIRCLE [ TRAIN OF 4 TET  MEADLIFT
LY BLANKET NON REBREATH [ a
— YREST PIECE
0 oTHER HhRE L SIGNATURE T




z
Rainbow”®
Children’s
Hospital

1t tnines 2 ot 1o treat the WD,

BY RAINBOW HOSPITALS
Your Right 1o a Sale Delivery

‘Birthmght‘

Anaesthesia :

General [

Epidural []

POSTANAESTHESIA CARE UNIT RECORD

Department of Anaesthesiology

AXON ANAESTHESIAASSOCIATES

Anaesthesiologist : ;Ib(‘ (E Lo RO0AN

Spinal [~
Surgeon : ?Dn NN -%lf.[

Other Regional []

Procedure : AS’ e

o

Received in PACU by : __ Lﬂ.(ﬂ,q Time in : 1 AM\ Time Out : gg o
W A, 2P - i
w 250 [ 250 | Pre-Op BP INTAKE/OUTPUT
L = - _ N oo
%] 220 - tg 220 | ORBP Emesis hoa) (4]
% 210 d 210 Gastric Suction [X]
200 ¢ 200 Voided
g o oo O U:ﬂary ,\(fﬁl ¥9_
180 2
Qo 70 Catheter Ner | Va
S 160 - 160 Chest Drainage LN | RS
o 150 £ 150 | Begun Wound Drainage MO | S o]
b x 140 £ o Recovery Room e
w 1o e Blood Given MO [ D
9 110
S W ; HbIA T 100 G FORUD No|  peo
o ® HE 9 IV FLUID Vou| Vi
70 1 7 70 | Method TOTAL ’ i
? % " / %
& r { . w0 |02Mmask:_NO  Nasal Prongs :\NYO  ventiator : Mo
(@] 30 b ! e} 4 :!g Cannula : ¥ﬂ Trach Collar : 0 TPlace: _ NLO
’;’2 { 12 2 | Aways: neTTUA90 . TRACH N3O nasaL 20
TEMP o 0 QETT ASO orAL _AIPD
MINUTES
POST ANAESTHESIA SCORE IN 30 160 1 90 ouT SCORING INTERPRETATION
Abie 1o move 4 axiremities voluntary or on mmm = 3 *L
Able 1o move 2 exiremities voluniary or on command = 1 ACTIVITY 3. (2 A MINIMUM TOTAL SCORE OF 8 IS
Able to mova 0 extremities voluntary or on command =
Able to deep hr;:dm; & cough freely - 3 REQUIRED FOR DISCHARGE.
mea or fiml eathing = 2 RESPIRATION '}w’ )/ 1—.
8P £ 20,30 f P Anasainele eve i cmouwaion ol wbe EXCEPTIONS TO THIS ARE TO BE
BP/¢ WOl Eve Arnetrwic e 'g EXPLAINED IN THE SPACE BELOW
) %‘?’:ﬂ:"ﬁ?ﬂé""““ 27 consciousness . . BY THE DISCHARGING PHYSICIAN.
Pink =2
Pcaulla‘;:‘:::ky, bislchy, jandiced, other 2 ;IJ COLOR iy 1P | D 2_ =
o
o b | o] Iv
Date & Time tDn':dgEg;g;?RN:ute} MD POST OPERATIVE INSTRUCTIONS
1. Analgesia Newmt Gl Po S-\— gwugy ‘?,
2mogess Ty} P - lom wad (v = Tid
3. Fluids TV — aoylg (9_@[\55_) @g A
4. Anti Emetics M/Q‘V\l“\‘bs}_ vt qua
5. PCAJEpidurall L.V, Infusion 9 W\ 9 oS
K \

Evaluated and discharged by :

Discharged by : (Nurse)

Dr.

Transferred to Unit by

Received on Unilt by

(2L
Costlbh |




Patient ID :
Rain ’t’;;fw, Department of Anaesthesiology
Children’s BirthRight =~ AXON ANAESTHESIA ASSOCIATES
Hospital . srramsowsosiris  EP|DURAL ANALEGESIA RECORD

It taies 3 Jof 10 teat the little, | Your Right 1o a Safe Delivery

Date : Time: Procedure done by:
CSE/Spinal/Epidural Position: Speace: Technique (LOR/LOS)
Depth: Catheter at Skin: Attempts:

Parasthesia : Yes/No if yes details :

Any other Issues:

a)
b)
o/
Infusion Rate Level Maternal BP -
Time (mi/hr) Bolus (ml) Left Right And Pulse FHR Comments
L 4
Deliver Details : Time: APGAR: SVD / Instrumenta / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction:

Discharge / Shifting ordered by (Name, Signature, date and time)



Ref. No.: F/HW /CON/ANES /02

o CONSENT FORM FOR
Children’s .Blrtthght GENERAL / REGIONAL

\%

‘ Rambow .

HOSpitaI BY RAINBOW HOSPITALS

R o e Bl ANAESTHESIA / MAC
< P MCW\ASL‘O\ Sax LQM”W i Qﬁ?}

Patient Name : ..
Gender : MO FLZ1 IPNo: "L?,LQQ .. Consultant ; ..... j:}f M\JQ Sael nadi
Ward / Bod NO. : ..ooceeerssssesssssessasssssssenics Anaesthesiologist oD Poomeon

Operative procedure planned : I X - o L, NUY

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patientis
not aware of event and does not feel pain during the operation. Drugs given through a vein and/ orinhaled from
an anaesthesia machine produce it. Regional anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing
week solutions of local anaesthetics arid narcotic drugs to particular parts of the body after surgery or injury,
using catheters.

Specific High Risk (s) : The doctor have explained to me the details of the high risk involved due to the following
medical problems and | have sought necessary clarification on all my doubts.

[J Heart disease [J Hypertension [ Diabetes mellitus [ Renal failure

(0 Hepatic disorders (1 Shock [J Multiple organ failure [JPolytrauma / RTA
OIncapacitating COPD ~ [J Ohers : .......ccceveee o 116 o [ 1y
Comments : .........

Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT/ GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient
Pmmw SL,‘,LQJMM .. the above mentioned operation | Diagnostic | Therapeutic procedures

LSCSJ:M

| authorize and give consent for anaesthesia ( &ZRegional /(] General Anaesthesia/ ] Monitored anaesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the
information provided in this form | acknowledge that | have discussed with the anaesthetists any significant
risk and Complicaions specific to my individual circumstances, and | have considered them before

Consenting for anaesthesia.

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these
include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use
of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anaesthesiologist or occasionally a colleague deputed by
him [ her will administer the Anaesthesia.

- Pregnant: O Yes  ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia/ Regional Anaesthesia/ MAC to be given and
discussed the risks that particularly concern this patient.

I have given the patient an opportunity to ask questions and | have answered these.

Patient Attenda/nt): \ Witness :

Signature : ....... u";_..Q.-f-.f;.:.)'.?.-.i.: .................................. SIGNALUTE : ..oovevcriireirireeasicrsieessanasenns
ar Aa 4 s

Name .!l..’llr)'IL ................................. Name ................................................

Relationship with Patient : + ] (24 ﬁfud Brsvis Date & TIMIE : vuveeveeeeeressensessessessaesossssasssense

Date & Time: .....) ?‘iIGJI}GS‘!q[ﬁQF‘A’

Doctor (who is taking the consent) :

Signature : .........Bloalo i

(D‘{ w;.e_un

Name: ........0.....0.

Date & Time : \3119”?/633"%9»-«

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in



Rainbou” | @ o vr e Informed Consent for
Ghildren | @ memws:  Surgery or Special Procedure
Patient Namé mﬁpfﬂan?.ilf\qgﬁ‘.alcéhmﬂ Age: 3‘?? Gender : F ......
UHID / 1P NO: oo KXV 7000 3FF 19

INSTRUCTION

This consent form should be signed by patient (if an adult 18 years or older) or by a parent/ guardian, if the patient
is a minor or lacks the ability to make an informed decision. The purpose of this form is to verify that you have
received this information and have given your consent to the surgery or special procedure recommended to you.

1 hereby authorize the performance of the following operation(s) or procedure(s) (use no abbreviation/Avoid
1EEHNICA TOIIS): . cuivussssssnis vy iiasgiosssrais s aapisassismsmimsas scopesiorsoibnringoliis somssavantaomans g vorsssarsnsnsnnye i
Sl Pluls

DRI TRRUN R ENTOROERS | o o [[SRNRIUERT RPN RS Ut SRR
(Name of the Patient).

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and
/or diagnostics performed. | recognize that the practice of medicine is as much an art as a science and therefore
acknowledge that no guarantees have been or can be made regarding the likelihood of success or outcomes.
My questions regarding the condition, the proposed surgery and the outcome have been answered to my
satisfaction prior to signing this form by the surgeon. :

1 have been explained the risks of this surgery/procedure and also about the reasonable alternative and the
relevant risks, benefits and side effects related to such alternatives, including the possible results of not
receiving care or treatment

1 have been explained that the following complications though rare are possible and will not hold the Surgeon,
Anaesthesiologist or the hospital staff responsible for any untoward event thereof.

SETAMOANIL L L - ETIR Lty s
(=] Qhat

My signature on this form indicates

1. lhave read and understood the information provided in this form.
2. My doctor had adequately explained to me the operation or procedure along with the complications
written above, along with the risks, benefits and other information.
3. Ihave had achance to ask my surgeon questions.
4. Ihave received all the information | desire concerning the operation or procedure and
5.  lauthorize and consent to the performance of the operation or procedure.
Consentee: Relative Witness:
Signature :. 17/ '@ Ke /8, - ?Lodﬂ(e\ru{ Signature .20 A Signature Pscijd-\x‘/ﬂu

Namemaﬂ&&\nﬁjﬁ[wk ;&"’““’ Namta'-r tb\ Name:.....=@ JUVIAAL .
Date & Time : lﬂ”%; 30, Relationship with patent "HE‘M Date & Time : fﬂl@{)—fn? :—"Dﬂb")

Mﬂkﬂ cisereneeene. N@ame of Doctfr[)(m\fﬁsw,‘{]mj N

Date & Time : 19[051@2‘6\
3 o, www.rainbowhospitals.in

Signature : ...~%.....

[ RCHHCV/FRM/CLINICAL/250 |




"%

Rainbow" ‘BirthRighf

< ’
ﬁg'slg{fa'f 2 % CLEARANCE FOR SURGERIES / PROCEDURE

It takes a lok to treat the little.

DATE: FH (¢ [2¢ ] DEPARTMENT[ MG L

NAME:E«GL&omQyﬁg[\O\ o ] UHID / 1.LP.NO.: [%-w@oogsryq :
@YY

WARD /BEDNO.{ ORG | EMERGENCY / NON EMERGENCY

TYPE OF SURGERY / PROCEDURE: OV / J S’CA

ESTIMATION OF THE COST OF THE SURGERY ( }

ADVANCE AMOUNT PAID: ( ] DATE; [ J

RECEIPT NO: [ J

CLEARANCE GIVEN BY:
NAME OF THE BILLING EXECUTIVE: '

ALY

h f

CIN : U85100 TG1998 PTC029914 www.rainbolwhospitals.in




Ref. No. : FFHW/PTF/IINPR/14

PATIENT TRANSFER FORM

2,
Rainbow”® , L.
Children’s ‘Blrtthght

Hospi tal BY RAINBOW HOSPITALS
It takes a lot to treat the |itte. Your Right to a Safe Delivery
Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
MIS.P. Manisha Ssu lakd: 1 _ . { . /% of
Treating Consultant Transfer ordered by Reason for Transfer
Y. M OV Adadalde .7 Ppb ~0
2wnt s
From Bed / Ward / Hospltal To Bed / Ward / Hospital Mﬂormanon to attendant
Yes No D
Number of Sheets in clinical file Number of Imaging films Personal belongings including
clinical documents. If any handed
over fo attendant
E
_ Y N
20 NIST S
_ If yes, What ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1. -
R = = fam g &)
2.
, M S = e \ (O Ce . @‘)

®° 1\ Gk loud ~ (U

Shifting Summaryf Notes written by DocQor

™ Adalathe

Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse | Referral note & referral Doctor
filling this part Supervisor Name:

Patient & Clinical records received by: SL)M
' [

Signature with Date & Time @ 0’“’3\1’}_ \% L '(a \1/6 '\ ');30 P\'Y\

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:
Unavailable bed [] Nurse not available [] Available bed not ready
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Ralnbow
Children’s
Hospital

It takes a lot to treat the littie.

\\

|
‘BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

Ref. No. : FIHW/PTF/INPR/14

PATIENT TRANSFER FORM

NOLNS L\c

Patient Name / |.P. No

1H6ls

- :"Ju

Date & Time of Admission

Date & Time of Transfer Order

e l6\x

110 i € _A-3com
Treating Consultant Transfer ordered by ¥ Reason for Transfer
n ooy Dox. @Ml Lscs
From Bed / Ward / Hospital - To Bed / Ward / Hospital Information to attendant
Yes No D
1 Og\ YW T/

Number of Sheets in clinical file

Number of Imaging films

Personal belongings including
clinical documents. If any handed

over dant
26 AT @ Y No []
If yes, What ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. 5
KL —DW
2.
L)
,_L\\ N cv '_@
3.
\erged ~ O
n Ulve &
5.
Shifting Summary / Notes written by Doctor:
Name and Signature of Person| Name of person ordering transfer | Name & Signature of Nurse | Referral note & referral Doctor
filling this part ~ @r &-? N&X Supervisor Name:
= 1 T\ —_
@‘ﬁjj f (3 i |

Patient & Clinical records received by:

GOI\ \r)k

Signature with Date & Time

C’" A Jo ™

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:

Unavailable bed

[] Nurse not available

[] Available bed not ready




Ref. No., : FIHW/PTF/INPR/14

" | ’ .
Rainbow” . N
Children’s | @ BirthRight PATIENT TRANSFER FORM
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right ta a Safe Delivery
Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
)
M <P 0ot / oz | IHops @ 1! \OF“’ {6126 @12fer
Treating Consultant Transfer ordered by Reason for Transfer
; L-
D VR Shaly D wvilead =L
From Bed / Ward / Hospital i To Bed / Ward / Hospital 51;cs>rmaﬁon to atliﬁ)ndle%
M 10> /E’
Number of Sheets in clinical file Number of Imaging films C"i;ti%cr:%lgégﬁ‘lg:gnﬁz :;;L];;i:;ge )
}yer:o atténdant
3 \'\ FVST@ Yes[ | No []
If yes, What ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

p—y

e ol

3. 5\]@" "@
o ol 2

N (9

Shifting Summary / Notes written by Doctor:

Name and Signature of Person| Name of person ordering transfer [ Name & Signatgra of Nurse Referral note & referral Doctor
filling this part Supervisor Name:

yoor br Ntlert Malatdu®

Patient & Clinical records received by:

SN

Signature with Date & Time é)\}bl%)gbw

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:
Unavailable bed [] Nurse not available |:| Available bed not ready




