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BAH-00551472 3 1P26-00008526 - b:: .
;n‘{"’:’w:%;':: 8:{:9::[:”0 " E?‘Ill?d !'?r\;,’s ‘ E: :.:E Rﬁﬁﬁf
T Hospitl | M semmens

SURGERY DETAILS

)

aor HBJ0

Patient Name: MY&;{(}\Q,&&%}MM ..... Date of Birth: CQIJ?))&UOO Age: &6\/) F
Gender: ........ F ........................ Ward oo O ono o BRH. = 0097 ) U3
Date of Surgery: #/6{&6 .................... C10T-1 0T-2 [10T-3 (JOT-4 [JOBGOT-1 [J0BG OT-2
Name ot o Slrgery : . I L S.CS ot S e

gy S(Qﬂ]m ........ Time Ot ..... 3}”:&@}))"’)

NAME AMOUNT
1. Surgeon BYC& na..QngUC\)m[a ...........................................................
o )).7

2. Anesthetist .\ Df.. lel%%! ................................................................................................
3. Assistant Surgeon @x\fﬁﬂmp ..............................................................................................
4. 0T Technician @0}{1,\ Mo ssn oo
5. Circulating Nurse : ......) lf L B e BRI e
6. AssistantNurse ... ﬂﬂdgﬁ‘ .....................................................................................................
Special Equipment: [ Laparascopy [ Broncoscope _! Harmonic [ Morcelator

(] C-ARM | Cystoscopy | Versa Point _ Liver Cusa

(] Neuro Cusa L] Others ...

~

Signature of thé Surgeon

Order No: ol Q2O STER....

Docu. No.: RCH /FRM/GENERAL / 114
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"BAH-00551472 IP26-00006526 - ==
l_ . I:;’o:-:n‘:t:u FAT;:‘;:M 170 (A E?lll?(?r%"r\:’s | Blrtthght
T Hospital | .f:uf:f;?flf:fff R E RO
(AL AR ||| CONS MAB S OF OT
Clrcuratiiy staii i mmmrmrrremr Y ¢hnician :SRVULMAUY ML ... Date : .. /G/ ;é c TIME L
Anaesthesia Disposables ,s;:dm" flind Surglcal Dtsposahles i TY i Dlsposahles {Bahy Side) |, AV
ET tube MajorPack [ ) (% )t Inj VitK 0L /
LMA sutures 9Hb , 936y & Cord Clamp oL
ECG leads A/ P/ N 03/ \Laga nAL | LA Suction Catheter s
HME filter <A /P / N ' il e Feeding Tube 75~ o
Syringes : 10 cc oaf L~ Vaccum Suction Set
05 cc N aovesS. ( (L ,bha DAY 9 | Surgical GlovesS- G b3 o |
02 co o Ml L, Bllg” DYy GazePack  FYm| [ A"
01cc 1 A ST /7| Syringe A/mi/ 2ml 0|
Cautery plate(f' A‘B P/N o )/ Surgical blade a& (')1/’ Surgical Blade # 20 M|
’# set il NG tube e Koochies (S) -]
i p_2,yCautery pencil OLT oxygen male/p)| |6y
NS : 10mi/100mI / 500m! / 1000mI Koochies '\ ( O d S =
Gomos Loy | oL IZ—52560 7 5 160 T i~
Suction Catheter ' i - i Z i
Fentanyl /1o Cap, Mask VEL (0% d
Morphine (| /| GauzePack M- CCun q
Ketamine Mop Pack ' S’r P
Propofol S)t;ristrip il
Reetenitm HtH‘hm W od//Underpad 63 =
Glycopyrolate Draw sheet ’
Myopyrolate Abgel (’) } |
Ondansetron Fofeys catheter '
Pencan 234/ Spinal Needle 22 Q| « Urobag
Bupivacaine 0.25% Ghest Drainage Catheter
upivacaine 0.25%(Heavy) A L// Romodrain bag
Antibiotics nacl (7 u?{_ﬂ) 0 || Bandage
Tra Mm lgem (/] Jegadum
WS% !mu(m ﬁ/u' o \/ loban
Anamol : 80mg/ 250mg/ 170 mg Double J Stent
Supridol : 100mg O kA Vaccum Suction set 0] A
Justin : 12.5 mg / 25mg / 108fg ) h//ﬁlasticlﬂe&-&heetm Lf/ s
Tab. Misoprost : 200mg 0 '(: /Eetadine Soluion | Q,/
enprve 4.0 @ 1,/ Microshield 9
mwl-ﬂf?w o 3}/ Cotton Balls ot
tonnat  3C ( LA Latex Gloves (3\0 =i |
Ramdione Scrub
Saral
Surgeon naesthesiolpgist Nurse a& OT Technician
Order No. Qé’oomom Qg[\ .W{/Ordered by : g .............. LG e |
Doc. No. : RCH/[FRM / GENERAL / 125 S,zﬁﬁg/' _ |
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Rainbow Childrens Hospital-Himayatnagar

Rain b"d:w
Childrem's s Rainbow Children's Hospital, D 3-6-267, opp. Cafe niloufer, Old MLA
= Hospit‘al Bnrmﬂgﬂ amnbow ldren's Hospitai, OOI’.' no. 2=b-, it opp. .are niouier,
Rentoow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN . BAH-00551472 Name . Mrs KHATIJA FATIMA
Age/ Sexi : 26 Y2M 18D/ Female Doctor 1 SWAPNA SAMUDRALA
Adm/Reg Fate{T Ime : 07/06/2026 17:03 Payor : SELFPAY
Qrder Date : 07/06/2026 18:08 Ordernumber  : 26-0000205057
Visit 1D ’ . 1P26-00006526 Ward/Bed No  : 4F-OT /LDR-4186
Patient Address 1 HNO 10-1-206/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT
HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderabad, INDIA, 500028
S.No ) Description Geaneric Name Dosage Reute / Frequancy Duratlen Instructlon Qty Status
1 SGlll..OVE# 6 {SURGICARE) SURGICAL GLOVES 6.0 |1 Nos External f Once Dailly 1 Days 1 Nos Dispensed
I e N PUCE AR LT 1 Oriee Daily 1Days 1Nos{ Dispensed
|
3 MISOPROST TAB 200MCG 45 1 Tabs External { Once Daily 1 Days 4 Tabs{ Dispensed
4 VIERYL 1-0 VP 2346 VICRYL 1-0 VP 2346 1Nos #0Once Daity 2 Days 2 Nas Dispensed
5 SGLOVE # 6.5 {SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External f Onco Daily 1 Days 2 Nos Dispensed
6 ?&Pﬁg}gLéSUPFOSITomES 1 Nos Extarnal f Once Dailly 1Days 1 Nos Dispensed
7 gfgegg EL%ROPTIC 1 Nos Extornal / Once Daily 1 Days 2 Nos Dispensed
s |PRECEUEDSURGIAL  |PREGELLEDPLATED |y, Exemal/OncaDaly | 1Days 10| Dispensed
g ‘&’ngg SUPPOSITORIES 100 1 Nos Extemnal / Onco Daily 1 Days 1Nos| Dispensed
10 MbNOCRYL 3-0 NW 1326 MONOCRYL 1326 1 Nos { Onca Dally 1 Days 1 Nos Rispensed
i .
11 |RES00 ML CLOSED SYSTEM R ooTATE 1 Boltle { Orca Dally 1 Days 1Botta| Dispensed
12 E%oora l:'jﬁeropzic gloves-6.5 1 Neos { Once Daily 1 Days 1Nos| Dispensad
13 5 G\‘ IC’:EN {OXYTOCIN}HINY 1 Nes { Onca Daily 3 Days 3vial]l Dispensed
T
14 D;.SYRII\‘IIGS 2.5ML{NIPRD) SYRINGE 2ML 1 Nes Extarnal / Once Daily 1Days 3 Nos Dispensed
15 g’fgegg_? ’L(I::ROPTIC 1 Nos / Once Daily 1 Days 1Nos| Dispensed
16 VIPRYL 1-0 NW 2364 VICRYL 1-0 NW 2364 1 Nos I Once Daily 1 Days 1Nos| Dispensed
—
17 SL’RG]CAL BLADE 22 SURGICAL BLADE 22 1Nes External f Once Daily 1 Days tNos| Dispensed
18 {BLTICANHEAVYBOMGING gy prvacaiNg BoMG INS |1 Nos 1 Onca Dally 1 Days 1Nos| Dispensed
SWAPNA SAMUDRALA

Reg No : 69924

* This dgcument is just for reference purpose only. Not to be consldered as primary report.

Note

* This prescription is valld only for specified duration.

* Do not refill medicines.

Printed Date/Time : 08/06/2026 02:26 Printed By : SUNKARI SANGEETHA Page 1 of 1
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Rainbow
Children’s @

Rainbow Childrens Hospital-Himayatnagar

: BirthRigtt  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital 3 ) ;
Ruinbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
. Telzngana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
AR mOr
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00551472 Name : Mrs KHATIJA FATIMA
Age / Sex 1 26Y2M 18D /Female Doctor : SWAPNA SAMUDRALA
Adm/Reg DatefTime : 07/06/2026 17:03 Payor : SELFPAY @
Order Date : 07/06/2026 18:08 Ordernumber  : 26-0000205058
Visit ID : IP26-00006526 Ward/Bed No : 4F-OT/LDR-416
Patient Address : HNO 10-1-20/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE BINTRIF APT,PENT
HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderabad, INDIA, 500028
S.No Description Generle Name Dosage Reute / Frequency Duration Instruction Qty Status
1 E.C.G ELECTRODES (ADULT) |ELECTRODES ADULT |1 Nos Extemal f Once Daily 1 Days 3Nos| Dispensed
2 DSYRINGE S5MLINIPRO) SYRINGE SML 1 Nos Extamal / Once Daily 1 Days A.Nas Dispensed [
. —l
3 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos Extemnal / Once Dally 1 Days 1Nos| Dispensed|
4 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemal / Once Daily 1 Days 3Nosl Dispensed
5 }fgg@%ﬁ%ﬁg@?“ 1 Nos 1 Once Daily 1Days 1Nos| Dispensed
3] ggg)ZE 7.5X7.512PLY (5 ﬁggZE 7.5%7.5 12PLY'S 1 Nos External / Once Daily 1 Days 3 Nos Dispensed
SWAPNA SAMUDRALA

* This document is jusl for reference purpose only. Not to be consldered as primary repost.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Dale/Time ; 08/06/2026 02:26

Printed By : SUNKARI SANGEETHA

Reg No : 69924

Page1 of 1
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Rainbow
Children ‘

Rainbow Childrens Hospital-Himayatnhagar

Bt g Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Hdspital [
P 1 ) Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
n I Telangana, INDIA ,500029.
i 040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00551472 Name . Mrs KHATIJA FATIMA
Age/ Sex : 26Y2M 18D/ Female Doctor : SWAPNA SAMUDRALA
Adm/Reg Date/Time : 07/06/2026 17:03 Payor : SELFPAY
i
Order Date : 07/06/2026 20:31 Ordernumber : 26-0000205075
Visit ID : IP26-00006526 Ward/Bed No . 4F-OT/ LDR-416
Patient Addrass | : HNO 10-1-20/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT
! HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderabad, INDIA, 500028
_a ﬁescrlption Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 BIOXAMIC 500 MG INJ 1 Nos { Once Daily 2 Days 2Ampula| Dispensed
2 PENCAN P5G*3 12 PENCAN 25G*312 1 Nos Extemal / Once Daffy 1 Days 1Nos Dispensed
3 a('\é!&!islégg‘?GerD (BIG) ABGEL 1 Nos I Once Daily 1 Days 1 Nos Dispensed
] i
4 VACCUME SUCTION SET gg?CUME SUCTION 1 Nos { Once Daily 1 Days 1 Nos Dispensed
5 ADULT DIAPERS-XXL 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
6 METHERGIN INJ 1 ML 1 Vial { Once Daily 1 Days 1 Vial Dispensed
CHLORHEXIDINE
7 |BACTOPREPSOLUTIONS 16| ycoNaTE2% 1 mL ! Once Dally 2Days 2Nos| Dispansed
I &ALCOHOLBO% 500
i
8 [WOKADINE 10% OINT 15GM POVIDONE IODINE 10% |4 s External / Once Dally 1 Days 1Nos| Dispansed
1 K
9 |coTTonBALLS 2GM5NOS COTTONBALLS 2G-5 |4 Nos External { Once Dally 1Days 1Nos|  Dispensed
10 THEMICAI{HE 2‘3:{: 30MLINJ 1 Nos Injection f Once Daily 1Days 1Nos Dispensed
-b ES)'I[SET!?I:S!‘EA%E APRONS g.[rSEFé?LSéAEtE APPRON 1 Nos 1 Once Daily 4 Days 4 Nos Dispensed
i
12 MOPS BDXED 8PLY 58 X-RAY |MOPS 30X308 PLYDATT |1 Nos { Once Daily 2 bays 2 Nos Dispensed
13 &%Lgfb?CYEPENCIL &%‘G’:N%E‘;ENCIL 1 Nos External ! Once Daily 1Days 1Nos] Dispensed
SWAPNA SAMUDRAILA

* This document

Note

* This prescripti

* Do not refill medicines.

Printed DatefTime : 08/06/2026 02:27

on is valid only for specified duration.

Printed By : SUNKARI SANGEETHA

s just for reference purpose only. Not to be considered as primary report.

Reg No : 69924

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s _ % . o . .
Hospital  BrthRiat Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA
»Reinbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00551472 Name : Mrs KHATIJA FATIMA
Age / Sex 1 26Y2M18 D/ Female BPoctor : SWAPNA SAMUDRALA
Adm/Reg Date/Time : 07/06/2026 17:03 Payor 1 SELFPAY O
Order Date » 07/06/2026 20:31 Ordernumber  : 26-0000205074
Visit ID : |IP26-00006526 Ward/Bed No : 4F -OT /LDR-416
Patient Address : HNO 16-1-201, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT
HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderahad, INDIA, 500028
S.No Description Genaric Name Dosage Reoute / Frequency Duration Instruction Qty Status
1| SK SLAYER - FACE MASK3LAYER |1 Nos 1Once Daily 10 Days 10Nos| Dispensed
2 &%ﬁ%%ﬁg:ggEMAm 1 Nos ! Oncee Daily 1 Days -10 Nos _Pispensedr )
3 gsgfgg&%s 60X80 1 Nos Extemnal f 10 AM 1Days A 2 Nos DispanseJ
4 ACUGYL 500MG INJ 1 Nos Extemal / Once Daily 1 Days 1 Nos Dispensed
-5 g{fg\liléESEPXQ MNE?JTI!J?\"[[\J NITRILE GLOVES M 1 Nos { Once Daily 20 Days 20 Nos Dispensed
6 E’&V;RANZ SOLUTION 10% 1 Nos External / Once Daily 1 Days 2Nos| Dispensed

SWAPNA SAMUDRALA

Reg No : 69924

* This document Is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valld only for specified duration.

* Do not refill medicines,

Printed DatefTime : 08/06/2026 02:28 Printed By : SUNKARI SANGEETHA Page 1 of §
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LB ® Rainbow Childrens Hospital-Himayatnagar
Rainbow |
Children’s; ; ) ' . .
: Birthigtt  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital e . .
s Ralnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015857 , Name : Baby Of KHATIJA FATIMA
Agel Sex :0YOMOD 7 H/Female Doctor ;B TEJASWI REDDY
Adﬁ:g Date/Tjme : 07/06/2026 20:54 Payor : SELFPAY
Or ate : 07/06/2026 23:51 Ordernumber  : 26-0000205104
Visit [D : |P26-00006530 Ward/Bed No . 4F -NICU 1/ NICU1-401
Patient Address : HNO 10-1-20/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT
HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderabad, INDIA, 500028
S.No Del'scrlpntlon Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 g;:g;%m%%‘;g}?gﬂbing B 1 Nos Extemal f Once Daily 1Days 1 Nos Dispensed
2 23,51_'[3\3%%“#5&‘3 1 Nos Extarnal f 10 AM 1 Days 1Nos| Dispensed
3 E{?SYCLOT'K‘ IMGINJ 0.5 1 Nos Extemal / 10 AM 1 Days 1Mosf Dispensed
4 |scLove# 65 {SURGICARE) |SURGICAL GLOVES 6.5 [1Nos Extemal { Once Dally 1 Days 2Nos| Dispensed
5 |mNFanT FEI;DIN(? TUBE-S '5NFANT FEEDING TUBE 4 o External / Once Daily 1Days 1Nos| Dispensed
& |SURGICAL %LAD'E 20 SURGICAL BLADE 20 |1 Nos .| 1 once Daily 1 Days 1Nos| Dispensed

O

i

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time

: 0B/06/2026 02:28

Printed By : SUNKARI SANGEETHA

§ TEJASWI REDDY

Reg No : APMC/FMR/24068

Page 1 of 4
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( B Rainbow Childrens Hospital-Himayatnagar
l Rainbow
Children's _ . . , . .
sy sirthk g+« Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital b . )
Rainbim quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015857 Name : Baby Of KHATIJA FATIMA
- Age/ Sex : 0YOMOD7YH/Female Doctor : 8§ TEJASWI REDDY

Adm/Req Date/Time 1 07/06/2026 20:54 Payor : SELFPAY

Order Date : 07/06/2026 23:51 Ordernumber _+ 26-0000205105

Visit ID : 1P26-00006530 Ward/Bed No : 4F -NICU 1 / NICU1-401

Patient Address : HNO 10-1-20/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT

HOUSE,BINTRIF APT,PENT HOUSE BINTRIF APT, Humayun Nagar, Hyderabad, INDIA, 500028
S.No Description Generic Name Dosage Route f Frequency Duration Instruction Qty Status
1 Sgg)ZE TSXT512PLY {5 SggZE 76X7512PLY S 1 Nos Exiernal / Once Daily 1 Days 1 Nos Dispensed

I 2 DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Naos External / Cnce Daily 1 Days 1 Nos Dispensed

S TEJASWI REDDY

) _ Reg No : APMC/FMR/94068

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 08/06/2026 02:28 O Printed By : SUNKARI SANGEETHA O’ Page 1 of1
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Ehidras G BrthRIght
ESTIMATION SLIP Hospital | vcoriossie uiver

pate: \4|<19026 unm/No.: BAH-00551UTL siNe. 1513
Name of Patient : ¥hatie Fﬂ‘lﬁ nat Age: _lG_Y_,GeﬂdEﬂ__F'_

Father's / Husban¥'s Name : Corporate / Occupation :

Address : . W\Ymavun " NagaY: Phone: 9 qu 914 194 Email :
Procedure / Plan : & /-' J\'p L3¢3 EDD/Dos:_ 13106 IZO 2€ .
MODE OF PAYMENT mw [ ]TPA: 4 [ ]GIPsA: OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
™Y
. .ared Ward
Twin Shared Ward
Private Room 1
Super Deluxe Room
Suite Room ) NS Do’
Package includes %gg:gé;r;té ?giggfngh;;geasﬁd lggccrgrg;r;t; bén;rr‘::fnihges,
g;:k:fg :di;ﬁ::i::;m e Labour Warc’i Charges Anesthetist‘s: Fees and OT Charges
: Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others

Neonatologist Charges :

Ipitial Minimum Deposit :

L. MARKS: !

1. Room eligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change a¢cording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete,

4, In Case the pati:m gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment s applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. creditcannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted in ICU's -~

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Department.

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION

| have attended the Finaneial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any pomt of time

I prom(ie:ﬁettle ospital bill with the hospital without any ambiguity.

— . Most bt
Sign%ma.of the Client Signature of the financial Counselor

Signatory Relationship

[:l Covered l___]Not Covered Epidural / Entonox : [ | Covered D Not Covered
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YA Rainbow® ® R
Children’s BirthRight
S((./ Hospital . BY RAINBOW HOSPITALS
| Vuur_Rn;hT to a Safe Delivery
Name Mrs KHATIJA FATIMA UHID BAH-00551472

KHATIJA FATIMA (HNH-

00015857) Age/Gender 26 Y 2 M 18 D/ Female

Father/Guardian

H NO 10-1-20/1, PENT HOUSE, BINTRIF APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF

Address APT,PENT HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF APT, Humayun Nagar, Hyderabad, INDIA,
500028

IP No IP26-00006526 Admission Date 07-06-2026

Ref Doctor Self.

Discharge Date 1(0.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: G4P3L3 WITH 36+1 WEEKS PERIOD OF GESTATION WITH
PREVIOUS 3 LOWER SEGMENT CAESERIAN SECTIONS WITH PRETERM
PREMATURE RUPTURE OF MEMBRANES.

™ EMERGENCY LOWER SEGMENT CAESERIAN SECTION DONE ON
07.06.2026.

HIMAYATHNAGAR

BANJARA HILLS HYDERNAGAR (NAZH KONDAPUR OUTPATIENT CLINIC Y SECUNDERABAD (. KONDAPUR L E NAGAR NANAKRAMGUDA
i " 5y " 040 - 4246 2200 esgency 7 24 2. wncy 3 040 - 7 ) Exvergency 3 040-6931 1231

@ 1800 2122 @ www.rainbowhospitals.in




Name | Mrs KHATIJA FATIMA _|umD BAH-00551472 ‘
IP No IP26-00006526 Admission Date 07-06-2026

History:

LMP:13.10.2025 Obstetric formula: G4P3L3

EDD: 25.07.2026 Gestation at admission: 3671 weeks

Obstetric History:

G1 -2019-PT-LSCS with 32 weeks with APH with baby girl 1.8kg with A & H.
G2 - 2020-FT-LSCS with baby girl with 2.8kg with A & H.

G3 - 2024-FTLSCS with baby girl with 3kg with A & H.

G4 -Present pregnancy, Spontaneous conception.

Medical History: Nill

Surgical History: L5CS5-2019.2020,2024
Allergies: Nil

Family History: Nil

Antenatal Details:

Mrs KHATIJA FATIMA was booked to Rainbow hospital at 7*3weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal. FTS low risk. MTAS was normal. Fetal surveillance done by serial
growth scans. Scan done-on (04.06.2026) at 35%5 weeks showed single live
intrauterine fetus with cephalic presentation, AFL:7.9cm EFW: 2.3kg{17%),

AC(4%) placenta: anterior high ,Doppler normal.She was admitted at 36t
weeks Preterm Premature rupture of membranes.

Investigations: Enclosed
Blood group: "O" Positive
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Name Mrs KHATIJA FATIMA UHID BAH-00551472
IP No IP26-00006526 Admission Date 07-06-2026
Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was mildly
acting, cervix was long and os closed. Fetal well being was confirmed by an
admission CTG which was found to be reactive. She was decided for
emergency C-section in view of previous LSCS in Early labour, prepared with
indwelling Foley’'s catheter and IV canula under aseptic conditions. Written
informed consent for surgery taken. Preanesthetic check up done. Couple /
Attenders counselled regarding concurrent Tubectomy in v/o 3 prev LSCS
status, but they deferred sterlisation. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Previous Iscs scar excised. Abdomen opened in layers. The parietal and
visceral peritoneum carefully opened after identifying the urachus. Bladder
was reflected. A lower segment curvilinear incision given on the uterus. Baby
delivered. Cord clamped and cut and cord blood collected for blood grouping
and Rh typing. Baby handed over to pediatrician. Placenta delivered with
controlled cord traction. Uterus closed in layers. Hemostasis secured.
Instruments and swab count checked. Rectus sheath closed. Skin closed with
subcuticular sutures. Wound dressing done. Vagina cleaned with Betadine
salution after expelling clots. Misoprostol 400 mcg given per rectum as
prophylaxis against Postpartum hemorrhage. Patient was shifted out of theatre

BANJARA HILLS . HYDERNAGAR (N KONDAPUR OUTPATIENT CLINIC ()¢ SECUNDERABAD (» KONDAPUR
vy 3 040 - 4466 5555, 91008 25516 P 04D - 4248 . 3 040 - 4246 22¢ ssgency §
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Name Mrs KHATIJA FATIMA UHID
IP No IP26-00006526 Admission Date 07-06-2026
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to post operative recovery room.

*Ligour absent.

* Lower Uterine Segment thinned out.
*Omental adhesions present.

*Single loop of cord around neck.

Delivery Details :

Date : 07.06.2026

Time of Delivery: 06:34pm

Type of Delivery: Emergency lower segment caesarean section
Indication : 3 Previous Iscs with pprom

Anaesthesia : Spinal

Baby Details:

Date : 07.06.2026
Time : 06:34pm
Sex : Female
Weight : 2.5kg
Apgar : 8,9

Gestational Age: 361 weeks
NICU Admission: Yes

Post-Operative Notes:
She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was

O
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Name Mrs KHATIJA FATIMA UHID BAH-00551472

IP No 1P26-00006526 Admission Date 07-06-2026

shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient

supplemented by written information. She was given the postpartum book for
further reference.

Advice:
™ 1. Tab. Taxim O 200mg twice daily till 13.06.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
11.06.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 11.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 13.06.2026 (7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

7. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

L C Ll E! ONDAPUR LB NAGAR (N . ] NANAKRAMGUDA
V. HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (JCI Accradited Vi)  SECUNDE RABAD KON A .
HIMAYATHNAGAR BANJARA HILLS € Dt A D < Al mecgency 3 04069311

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs KHATIA FATIMA UHID | BAR-00551472
IP No IP26-00006526 Admission Date _107-05-2026
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Review with br. SWAPNA SAMUDRALA after 2 week on 24.06.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposahle paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever, headache [please refer to
postpartum book for further details - Chapter Il page 6] kindly contact
9154865045 at Rainbow Children's Hospital just dial one toll free number -
18002122.

‘f
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Name Mrs KHATIJA FATIMA UHID BAH-00551472
IP No IP26-00006526 Admission Date 07-06-2026

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in ,} "@V
L&',/_
Registrar/Resident/C.M.0
Consultant:
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
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P . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s . Board Himayatnagar ,Hyderabad , Telangana, INDIA ,500029.
Hospital Breg TEL NO :040-48873000

R WEB : https://rainbowhospitals.in

ADMISSION SHEET
Registration Details : - HECIEEERI e

Admission No : IP26-00006526 Admit Date :07-Jun-2026 Admit Time :05:03 PM UHID : BAH-00551472

Patient Details :

Patient Name : Mrs KHATIJA FATIMA Age :26Y2M17D

Guardian : Mr MR FAHAD BIN YESHRAH DOB : 21-03-2000

Gender : Female Religion : Muslim

Occupation ’ _ Martial Status . Married

Address (H) : HNO 10-1-20/1, PENT HOUSE, BINTRIF APT, Phone No 1 9959919786/
PENT HOUSE,BINTRIF APT,PENT HOUSE, . .
BINTRIF APT,PENT HOUSE, BINTRIF APT,PENT  E-mail - NOMAIL@GMAIL.COM
HOUSE,BINTRIF APT Humayun Nagar

P Hyderabad INDIA 500028

Admission Details :

Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F-OT
Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr MR FAHAD BIN YESHRAH Relationship :W/O

Contact Address ; HNO 10-1-20/1, PENT HOUSE, BINTRIF Phone No : 9959919786

APT,PENT HOUSE,BINTRIF APT,PENT
HOUSE,BINTRIF APT,PENT HOUSE,BINTRIF
APT,PENT HOUSE,BINTRIF APT Humayun
Nagar Hyderabad INDIA 500028

-

gnatire
o =
Doctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Spécialisation : OBSTETRICS AND GYNECOLOGY

Referral Docter  : Self. _ Phone No

<c-Consultant

Payment Details : Deposit Amount  : 240000.00

Payment Mode : Cash Payor Name . SELFPAY

Prinled Date / Time : 07/06/2026 17:05 Printed By : 020099 Page 1 of
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ACTIVITY RECORD FOR BILLING

Name:_ _____ _______ BAH-00851472 P 00 e e ———
Mrs KHATIJA FATIMA

UHIDNo.: _________ 1P or, SAPNA SAMUDRALA nt___________ Dept:_________
oot Ui . L
Room/BedNo:__ Ward: ___ Suggested Billable bed type : _ _ _ _ _________
WARD TRANSFERS

Date Time From To Signature of Nurse
2ebe | Clopry [Dye —poct | o7 Qufobn] Y
Yo | g o7 Pre post | SNy

b\l% \‘0."‘:.0?0’) O} YOO\/@U 13!

Cross Consultation Visit

Doctors Name Date Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of

Connecting

Disconnecting

Date Equipment Time Time Order No. Signature
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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| RESULT SHEET

Date  Tp |36
Time - S 16 Py
Al o9,
PCV s 2
RBC L. 00
WBC %49
N/L ‘
Platelets NG
CRP
ESR
PCT

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L
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MEDICATION RECONCILIATION FORM
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%

Rainbow® T
Children’s ‘Blrtthght

Hospital

It takes 2 lot to treat the little

BY RAINBOW HOSPITALS

Your Right to a Safe D.e'i;;r—y

_+Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfting FrOmM: ..o Shifted 10 ....ocoeveeeeieceeece e
s e | e | Ty | i | TS | s
1 TR - | RoN Hab | Plo on |8 [%,f’lfj Do A

’ TRR- (AL MO Hob | el (&)% gl 126 Hres
3 C [DC
4 CJC CODC
5 CJC CJDC
6 OC [JDC
7 Oc dne
8 OC (ODC
9 CJC CJDC
10 IC [CIDC

MEDICATION HISTORY RECORDED / YERIFIED BY

Nurse Name & Signature: ......... g,w’c@%a\ .......... EPJ) .....................
Date & Time : .......... 7’[@!?(5 ..... @ ..... S @m .......................................

Docu. No. : RCH / FRM / GENERAL / 090
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* C- Continue, DC - Discontinue
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
Date: ‘3[6/}4 Time: ... (a0
9 [ ~ 26 kg/m’
ORI oo AL Height L6.1CNS . weight 6’5{’;"1 BMI: ,_3<28 kg/m’
0 ~ 30 kg/m?
LT A VS
Diagnosis: .......... L D e ————————————————— oSS
Typeof Diet: O l:iquld Soft J Normal O Diabetic
U Vegetarian y’ﬁon-Vegetaﬁan O Vegan
2-C le9
Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Bariey Water/ Soups
Normal Diet— Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet- Soft 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

Name: '?ﬂ'lﬂ ..... 7/ VR Name: Sﬂmw ...................................
Date & Time: %16/26;1('“?4’] Date & Time: %LC/%}J[;IMH

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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CROSS CONSULTATION FORM
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It takes 2 lot to treat the Your Right to a Safe Deliv

Doctor Name : DV'SNOIPVL@ ................................ Date : Zfé/% Time : {2@"7
Diagnosis : ............ LSC/,S ...........................................................................................................................................

Hospital : e BCH HM!\\& .......................................... Type of Referral :
[0 Emergency

O Urgent
O Non Urgent

& Referred for: [ Opinion management O Transfer of care

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :

(;}m—ﬁon Cava Flﬂl v

— Wil pwed  Braast o Npplels

— Baby NV
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q
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[/0[0‘5%‘”"" <Spakl

Consultant :

Name : (SO)‘%#*}W\ ...................... Signature : .....
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Date & Time : gk[%;LZPﬂ
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Your Right to a Safe Delivery

Date of Admission: \f ......................... Drug AlIBIGIBS: ..ovveeeeceieierere e g ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
- Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

" GENERAL
! 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 I through 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 supplement can be kept within this
drug sheet folder.

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.

AONURSES

S0S / PRN (As Required Medication)

Dater
Tir'ne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

ﬁ[ DRUG : %E;tfa |

Dose | Route |Frequency [Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Datef
Time

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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RN REG

pRUG : TNT - CErormne DA\ [,

shayani

Ji

Dr.

Dose Route Frequency Start Date ‘&; N - L —
o | Febe e X P YA £ o
Name & Signature ofthegi:tfr \ ~ A
) Starting the Drugs: /@ T . J‘/L__/
O A K’ B ~ 3
o b 9 hkl.ciue
Additional Instructions: W AD)
. [EMEAY 1
V2t __;t)c& %% _,,»\T {
Daily Doctor’s Endorsement by a Sign
) /} Date \\o \"
B DRUG: /AL [ARALE TAwvOL- Time A\ \
= Dose | Route |Frequency [Start Date gé' v @ /@1 “
. (qw po QID :}Mu % ) 4 i
- Name & Signature of the Doctor v \ tﬁ
"] Starting the Drugs: 5° ‘
| S G [N
ey <]l) WA
Additional Instructions: e

g
Daily Doctor’s Endorsement by a Sign |~ [\Q/| ¢
| oruG: Tpn TaAmaos Da‘e%\oo\b “\5

pr Time
* =} Dose Route | Frequency |Start Date ﬁ

Hloomal po | 7ip | 7]ula
“)| Name & Signature of the,Doctor )

—| Starting the Drugs: [}D .. Gntse S ‘ g
F | w7

Additional Instructions:

L, 5
A& 3
o0 %59% b
Daily Doctor’s Endorsement by a Sign ) '

onus: Tn Dictoren e a0
Dose | Route |Frequency Stafl Date L(c ; 3
‘f’DmO ’?o TID 62t ﬁ\w BL%‘

Namfa & Signature of the ﬁoctor . ~
Starting the Drugs: Cmﬂf’ W
7
Additional Instructions:
5 \@s@,ﬁw
)

Daily Doctor’s Endorsement by a Sign Jo
v

e

[
o A
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A
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Shc
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SheetNo: ... REGULAR PRESCRIPTIONS WE.gntMab Ward ...
] Date v
DRUG: 7T - Pprstherizove  [Timef¥or
Dose | Route |Frequency |Start Dt. L vl e
Lows| P | oD ?Jd 20 . \ : )
g*:af;ﬁ,%ﬁfgi:,“’:"*t“e oo T P
ek BT R il
AV
Aqdmonal Instructions: ”/..
Daily Doctor’s Endorsement by a Sign
DRUG : ToST- eTRONDR L oactalp ot ;
i Dose | Route |Frequency |StartDt.| ot’® |Q <1\
rﬂ
S loes| 10 | T (8 LCE BRI l £
%\ Name & Signature of the Doctor ' nw p 7
Starting the Drugs: , -~ WSS U VK=
— by &
WU-'; \ = 4 > D  §
—~ AY \
G | Additional Instructions: A \
e —’_1______.-
= Vaghs — Siep .
iz
- Daily Doctor’s Endorsement by a Sign b/
DRUG - 1 ™) PANToPRA 20L& %?;ee %}a o\\b
"= | Dose | Route |Frequency StT pt.| | \ /N
% Name & Signature of the Doctor i ele™N>"
) Starting the Drugs: &
'Hij:j: ’D‘g mue-e;--n_ . P\""[C\{/ PD‘!\\.
c y 2 ]
_~ | Additional Instructions: GY N v \
Q| Tul AN ANTR\eTES | -
&
- . : -
Daily Doctor’s Endorsement by a Sign .-
pruG: "V CeRuxime  Dathg| b
. | Dose | Route Frequency |Start Dt.| s
= Reomq PO | BD U6 gpTTaN
.| Name & Signature of the Doctor ‘
S | Sta the Drugs;
| /D pr Noves
v
Y "l
Additional Instructions: 0 ‘5?/ =
= TR ASH
A ler Foobn (S
|
[
ﬂaily Doctor’s Endorsement by a Sign &/
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REGULAR PRESCRIPTIONS w.a.gmfjdq& o

DRUG: “T- PA P ToPR A 2alL

Date

Dose Route

Aoryl po | BD | alk

Timel4

Frequency St:trt Dt.

bp)

Name & Signature of the Doctor
Starting the Drugs;
QD %\\g\_u ee ——

Additional Instructions:

Befere Fead

A7)

Daily Doctor’s Endorsement by a Sign

DRUG : patey
Dose Route | Frequency |Start Dt. )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pae
Dose Route | Frequency | Start Di. .
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : bater

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

! Daily Doctor’s Endorsement by a Sign
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Weight, 60\,%““1 .....................

[~ 21-03-2000 2Y2M17D (F) Date»
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| TIUIe I Nurs&Slg. J Nursg_Slg, l Nurs;Snu. I NursgSng‘
ol TR =

Lnua . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RUUIE St art D ate Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dost et ke
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: pose R s P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE paiex
Time [ Nurse Sig. Nurs& Sig. I Nurse Sig. [ Nurs& Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ose Dose e Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose pose s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. — Dosage & Other :
Date Time Medication ihgiiatione Route Signature Nurses
)]
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
B P o o P
q’lé Time | 8 | 9 /'8 wfaf12f1 2 f3]4]s]s|(z/
RESP =22
(write rate in
corresp. box) 11-20
0-10
Saturations 91-9140;1%
|_Administered 0, (L/min.)
[ 40
39
g 38 :
37 . = 1
o 36 a4 L
35 v
<35
170
b= =4
2
=1
=
&

190
180
170
160
150

140

130

120

-
—_—

Y

110

100

FE)

90
80
70
60
50

130
120
110
100
90

—
anssald poojg 21|0ishs

80

70

60

-«—
aInssald poojg Jijoiselq

50
40

C -

NEURO Alert [ T 1]

RESPONSE Voice
[v] Pain

Unresponsive

mgrngur z;g
Lochia | He:\?\z;::, -
Liquor (ﬁ?ﬁa: e/e:ink

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology ]

4 )

Complete a Full

§et of MEOWS
Observations

- )

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
-
s
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\ J
a R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\- _J

* The Modified Early Warning Score (MEOWS)
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ning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date L\
Time | 8 [ 9 |10|aaf12| a1 ][2]3]a|s|e) 78] o [1)r1]r2|1]|2)3]a|5]6]7
>30
P '
(wri?Es te in 21-20 . V‘“
corresp. box) 11 -20
0-10
" 94-100%
Saturations <94 %
|_Administered 0, (L/min.) 1 7 w4
[ 40
39
& 38 *
_go 37
o 36
35
< 35
170
X
(1]
(-7
=3
o
&
-]
190
180
170
160
3 150
g 140
@ 130 \ ko
t g 120 A Xe 2\ U N A lol
- 110 P oA | V7
3 100 \ N | 1\
e 90 g
> 80
70
60
50
6 130
‘ g 120
wv
g 110
=3 100
= 90
l §L 80 d A J i e
z 70 /RN . N (
2 60 i o " L\
5 50 \ L
a0
NEURO Alert — = X ]
RESPONSE Volce
[v] | Pain
Unresponsive
URINE > 30 - = —
mls / hour < 30
2 5 Protein + +
Normal . il s £
Lachia Heavy / Foul
ilasor Clear / Pink -
q Green
TOTAL YELLOW SCORES [d) =< ) o Z
TOTAL ORANGE SCORES Vi ¢ £ A P2 4
Nurse Initial { [
= ;-

v




/.

[

Obstetrics and Gynaecology

Early Warning Signs
4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
e ™~ e N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
fS et of MEQWS Observations
dbservatlojns in 30 minutes
\__ J . Y,
~
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
~ ’ - in 15 minutes or continuous
monitoring
\. J

* The Modified Early Warning Score (MEOWS)
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Early Wa:....  servation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Rainbo
Chlldren 3
Hospital

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ALY

Date

£
10

—

.6\

P

11112

Time 101112

1“2 3

RESP
(write rate in
corresp. box)

> 30
21 - 30
11- 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37
36
35
< 35

L
1V

=

P

+=<p

31eY Weay

170
160
150
140
130
120
110
100
90
80 AL
70 T3
60
50
40

N

anssald poojg 21|o1sAs

190
180
170
160
150
140
130
120 s
110 1
100 \

90
80
70
60
50

0

P s

ot

ainssalq poojg Jjolseiq

130
120
110
100
90
80
70
60
50
40

OR| +

NEURO

RESPONSE
[v]

Alert

Voice

Pain

Unresponsive

URINE .J
mls / hour

>30

< 30

ProteinuriT

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Fu -

i

&

[ Obstetrics and-Gynaecology J

s B

Complete a Full

Early Warning Signs

Set of MEOWS
Observations

- Y,

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
_/
e ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
. Observations
in 30 minutes
_J
/ R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
,» Repeat Observations
in 15 minutes or continuous
monitoring
- J

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

1o/6]2e

Date

Time [ 8 [ o (@) 12]12] 1| 2]3|a|s|e|[7|[8[ofrofaa]|12|1]2]|3]|a|s5]6]7

'

RESP
(write rate in
corresp. box)

21 - 30 = I i
' 1

11-20

Saturations

| 1=
94 - 100 % -'“-------------\-I-\

<94 % |

Administered

0. (L/min.)

3 dwsay

40
39
38
37

36 s

35
<35

aley Weay

170
160
150
140
130
120
110
100
90
80

70

60

50
40

anssald poo|g 1j0isAs

190
180
170
160
150

140

130

e

120
110

100
90
80
70
60
50

aInssaiq poojg JNjoiseiq

NEURO
RESPONSE
[v]

130
120

110

100

90

80 r

70
60
50

40
Alert

B | R B | |

Voice

Pain

Unresponsive

URINE |
mils / hour

>30 )
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

|_Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

7

\.

e ~N - A

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\ / _ Y,
\

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

. : J/

* The Maodified Early Warning Score (MEOWS)
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| FLUID CHART |

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Docu. No. : RCH /FRM / CLINICAL / 092

Intake Qe ﬂulﬂﬁt % IV Sit -
: Nature : ; - o Theombe-T Sign.
Date | Time | ofFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Nugse
Mouth LV N.G
08:00 am <
09:00 am s W
10:00 am -
11:00 am e
12:00 pm o~
01:00 pm
Total Intake : Total Output :
02:00 pm |\
03:00 pm | )
6\"’6 04:00 pm —t 21 .
05:00pm | ( Lo Vs v RO
0600pm | RC | |1 oo - [~/
0700pm | 2L [0pv | {0emll
Total Intake : )(dp ) MY Total Output: 9004 =
0800pm| . o lopon [ [000/ " [Heoml A=)
900pm| ¥ [pobw | o / 8ol
10:00pm | A jJopew Bgmﬂ 1 100 .; %2
ﬂ\b' 100pm | b0 | oo = pé- ‘f 1022
1200 am 160 | Z
01:00 am o %
Total Intake : Total Qutput :
02:00 am \ T | lm . \ ZSQN-’
0300am | | m,_p / | ] / S,
\;0 04:00am [\t Iml:,} Q 7 ,.‘/ /O[ %_
A= 05:00am | ¥ Wil w N 7
06:00 am - Al mw’@ / I / Z
07:00 am o hooed V4 &‘@J ¥,
Total Intake : i Total Output : '
Total 24 hrs. Intake Total 24 hrs. Output h(j‘?v\{ %&j
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Date | Time gagﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine pg'r%:%gg p?b?-ge
Mouth | LV | NG |
0s:00am | ] oo | |
0900am | R |ow,, lloeedd Pl Wl LY 2N
\.39 1000am | @ " 4 oot | ol 0 ‘iﬁ
\&‘ 11:00 am @E 4\ ol (0o v 3 : \
& [raom[ R P el =
01:00 pm R‘k ‘l M6 M \
Total Intake : L cOKa ) Total Output :
0200pm | L lcomt ' T
0300pm| PN | e | loom} v I\
m}n 04:00 pm QTK oY ' / ° dbu
o (] RUICR lpomYy ko | J
g [seoopm| PC loomy ~ I |
o700pm| KL [ oo
Total Intake : +0)4 ) Total Output : Pﬂ—a?g-ed
0800 pm ‘A B
09:00 pm S]] ]
\fV\) 10:00 pm 8 N ™ [ o
o $ —
6 [ewa| | V Z _h
01:00am | | i i =
Total Intake : -1 4 Total Oulput:W v
02:00 am / A \ D
bl et0am )% ; 7 \
(), 04:00 am X % o |.&
0\\ 0500am| . PR ) 5 P ¥
06:00 am / v/ i A
07:00 am 4 / U
Total Intake : /() Total Output : W
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

GI 6 (26 Intake i Trlgy;érltt?ol-
Date | Time gjfa;}:fi% Route NG | Diarrhoea | Vomit | Drainage phispitis ﬁﬁge
{ | Mouth | v | NG 1
0g00em | | . ;A\ s R |
09:00 am Ho' ) " o |
Q\’ 1000an| O | A L. A L I
\\0 11:00 am /! 8 [l51
N 12:00 pm
01:00 pm
Total Intake : -Lrolee ) Total Output : DAM
0200pm| ¢ ' [
03:00 pm - |
Lo — 1
Q‘o 40pm| y 0z vV 13 ﬂg
o |t X wal !
07:00 pm T ¥
Total Intake : Total Qutput :
08:00 pm A A / N
: 09:00 pm Qi - / |
@ 10:00pm| ¢ vr 4 | il
\ 11:00 pm MoV oK ~ $ il k2
A\ [ r200am o v '
01:00 am / / ! o
Total Intake : Total Output :
0200am| 1 ~
@F 03:00am | | . ) e ‘
N et e e i e 2
\'V | 05:00am 4 N ) Al
06:00 am Y ) /- {1
07:00 am / / \ %
Total Intake : Total Qutput : ;

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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It takes a lot to treat the littie. Your Right to a Safe Delivery
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

T TR ‘ gy v -y

rompo- .

Date | Time | Jaure Route NG | Diarrhoea | Vomit | Drainage | Urine | Phiebis | Sion.
Mouth LV N.G
08:00am [ | - P . E
0900am| | [\ P ~

)

N o
k 1000am| & ,%\t'@(/ & f)c.;\
\ 11:00 am P o N

&

©

NN [1200pm e
01:00 pm
Total Intake : Total Output : ( ) - N -
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. tofal of intake and output.

fas vl e O R T s [
Nature . I SN R Lol T
Date ] Time | of Fid Route NG | Diarhoea | Vomit |Drainage | Uring | ilebits | 0%
L Mouth | LV | NG |
{18:00 am
{(9:00 am
Eﬁ ~ | 10:00Em
11:00 am
12:00 pin
01:00 pm
Total Intake : Total Output -
" | 0200 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
_, 07:00 pm
Tuial Intake : Total Qutput :
(08:00 pm
@ 09:00 pm
10:00 pm
11:00 pm

Dot rhs a b o b o 57 RS A e og Dl £ g gy
prah ot s fed e v D TntdKeD Y 2 2

12:00 am
J 01:00 am

Tbtal Intake : Total Qutput : " -
02:00 am
03:00 am
04:00 am ' ~
05:00 am ' ' !

-06:00 am '
07:00am

ITulal Infake : ™ Tatal Qutpilt . . !
1

Total 24 hrs. Intake Total 24 hrs. Output

D!ucu. No. : BCH /FRM / CLINICAL / 092
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1. All measurements inml

2. Add up each eolumn separately Make additions across the page to obtain 24 frs. total of mtake and output.
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%{Gy

5 e wd
i

R Sy
e.-f‘»f HL it -mﬂﬂutputwe =0 T sie o

id g

o

. Nature.
Date [ Time | orfid

Route

NG

) ] . hlebitis | Sign.
Diarrhoea { Vomit | Drainage { Urine "swa Nurse

Mauth

(R

N.G

08:00am |

09:00am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

02:00 pm

Total Output : |

03:00 pr

04:00 pm

05:00 pm

06:00 pm

0700 pm

Total Intake :

Total Output :

08:00 pm |

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00am |-

Total Intake :

Total Quiput :

02:00 am

03:00am §

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput ;

Total 24 hrs. Intake

Docu, No. : RCH /FRM / CLINICAL / 092

Total 24 hirs. Output
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Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery ~

[ Relieve Pain & Di

scomfort

] Maintain Fluid Balance

I Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: g/{C(Q‘/G ................

[] Maintain Skin Integrity

(%]
= aintain Personal Hygiene O ent Infection [ Meet Elimination Needs [0 _Ensure Safety I:;aﬂy Ambulation Reduce Anxiety [} Patient & Family Education
[=] —
S |7 [ Identify Potential Complications d:;ﬂthers. SPECHY...eoveeeersieene A A -_—
. . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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=
£
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=
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2
T
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It takes @ lot to treat the little,

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

[J Maintain Airway and Oxygenation

] Relieve Pain & Discomfort

& Waintain Flid Balance

O

e Activity Tolerance

Date: ..

aintain Good Nufritional Status
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w | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance '] Maintain Good Nutritional Status [J Maintain Skin Integrity
'g ['J Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [C] Patient & Family Education
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o ,Zﬁaintain Airway and Oxygenation /B‘ﬁelieve Pain & Discomfort (E!’m:{m Fluid Balance (1 Improve Activity Tolerance /Z/halrrtam Good Nutritional Status P’ﬂlaimain Skin Integrity
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Rambow
Children’s
Hospital

It takes a lot to treat the little,

NURSING SHIFT HAND OVER FORM - WARD

.BirthRight"

Your Right to a Safe Delivery

Treating DOCION: ...c.oovevvieeeeee e Department: .........cocooveeivieieiieeenns Date of Admission:é)...}..é@ffa...
Z | Diagnosis: f Any Infection: D(Yes [ONo [J Not Known
E é/ N - LecC If Yes SPeCify: .....cocveveiveeeereeeecieieiae
w
% A = "}/((3 J \L’V/" Sh’)/ \én s 2 b W
2 snittTme | /~9 pm {10) |2\ LB P g P
g Medical Condition
= | (Any special condition to be noted):

NA L R N NS i
Allergy: O Yes [;No/,D Yes Z'No | O Yes ANO | O Yes Q)ﬁﬁm Yes ME Yes =Mo
Tubes/Drains/Catheter: p@s CINo | O Yes-C No | CJ Yes 2G| O Yes NG| ¥es _ONe T Yes O No
Vital Signs: Temp: | ¢ F D e oy [ q a4 a2 > ¢ a9
d s (05 [DOb0E | eble [ 901 | 550 | PBI
2 S0: |aq-l- |98 | aue | gqatl. | Lq¢ (AN}
@ Puse: | g [e¢Mrt | W | £5bim| «Tla ?é’l»/
2 BP: 11136 [ g ld0 | oo¥p [ (35| uolen MU
Fall Risk Score: —_ — » — - —
Pain Score: . olp ollo A nJa o
Safety Needs: | )Y |~ \P NP Al o
- Physiotherapy | Yes LiNo 1 Yes C1No | C Yes NG |11 Yes NG| 'O Yes D/No-ﬁ’)les T No
g Others Specify: | ) A P — s A L
E Special Diet: |1 Yes TINo|T Yes CNo | O Yes NG | O Yes N0 | (1 Yes CLNo|C Yes (NGO |
§ Other Special Orders / Medications:
: Ly Y
A _ ¥ NA- N
Post Operative Procedure Special Orders: ,f\) P; - dq‘)e “\’PA QMJ—@H* v
Handed Over By Name : 7, . ' '
g_lf]q/l/t \’AKLUIQ t\{pw Q)"fdﬂt}\ &1.01,«,’ pﬁ?ymbs
Date )4\6(26 glebblefgloe [qle[>€ faftloy yolo]r6
» ) o b ] ’
Taken Over By Name : A’{KW [9 v -CJMr w%‘\ i | P v o4,
Signature : _L@: U | / ?lﬁ
Date: ?;V’fb ] n [24 f l}v\"ﬁ,g @é{é[’lé l@'g L6
Time: &) RN /4l 7
e Gy | 3 W _|
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nuHSING SHIFT HAND OVER FORM - WARD
TRBUNG DOBION; ...oocicimramnmasmunsimismimmsemses Department: ............cccoeeeerceecennne Date of AAMISSION: ........vvvrrrercesere,
Z | Diagnosis: Any Infection: CJYes [JNo [ Not Known
5 e M- S (;S If YES SPECITY: ...oveeeeeeeeeeeee e
7]
1 L
2 | Area (N
=
% shitt Time | 197 W\t
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes [0 [ Yes CINo | Yes T'No | Yes CINo |C1Yes CINo | Yes CINo
Tubes/Drains/Catheter: [ Yes =ANo |1 Yes CINo |1 Yes CINo |CJ Yes CINo | Yes OO No | Yes (I No
Vital Signs: Temp: | 9% )° |~
- Res: Ob /m_
g Sp0;: | A4 *
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy | Yes CINo |C Yes CNo [0 Yes CONo | Yes CJNo | O Yes C1No |l Yes CJNo
=
(=]
g Others Specify:
g Special Diet: | Yes CNo | Yes CJNo |0 Yes CJNo | Yes CJNo [ Yes [ No | Yes C No
E
§ Other Special Orders / Medications:
o=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time:
L]
Taken Over By Name :
Signature :
Date:
Time:
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M CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | {)zuearisins
| |t
6 DAY-1 < pAY-2 ®|4 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ m E @ M‘) E N M ([@ Remarks
| No signs of phiebitis / - ; o
1| v site appears healthy i Tl 0 YRR A | D | |l i
One of the following signs is »
evident : Possibly first signs of phlebitis
2 | o . . 1 ‘ A
Slight pain near the IV Site / / Observe cannula fr\ = NPr AP
* Slight redness near IV Site % ,\) - [\\P R
3 ;\:\éoe(\)’:ggﬁtfollowing Signs Early stage of phlebitis / 9 B M
Pain at IV site Redness Fisith Garmyia NP& a MR | A A IQA AP
':‘Illig;r:? e Tikowig:Sions &b Medium stage of phlebitis /
4| Pain along Path of carnula %e&:e c:tnnuia il ] N - Ny NE | VA A
Redness around Site Swelling L L P Nf-}}
gﬂig;:? 2;3'?::;?&35”8 are Advanced stage of phlebitis or
: ' the start of thrombophlebitis / £
5 Pain along Path of cannula . ; 4 ) - A
Redness around Site Re site Cannula Consider A Ph NA N.
Swelling palpable Venous cord Treatment NA
All of the following Signs are
evident and Extensive : Pain ;?;?T’]'ggghﬁﬁs“;
6 along Path of cannula Redness s : 5 =~ :
around Site Swelling palpable glmateltreatment Re site A VA | NA NNV A NA
Venous cordpyrexia bl
Signature of the Nurse L4 Q/W & & P B ,Q

" —

—

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis,

Signature of Shift In Charge

e

Nnrn Nn - RCH /FRM / CLINICAL / 137

Signature : .................

... Name : ...... &J( ........ /( ..........................

Signature of Ward In Charge :

Signature : .....cooeeeeee L A
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La N .f@
Pafient Sticker Rainbow® . A
Children’s | @ Birth Right
” rospital " |\ zusemoius
‘ CHECKLIST FOR THROMBOPHLEBITIS Hospital
. DAY-1 . DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION » SCORE [ E N M E M E N Remarks
. No signs of phiebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is L
. gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site ‘
3 lzoeggtjtgstfollownlg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resits Gannula
legé;?e following Signs ars Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Gannula Consider 3
Redness around Site Swelling Treatment
il of ing.Si
gvic?erf? Eglgxggiigg]s are Advanced stage of phlebit_i?. or
5 | Painalong Path of cannula g‘e start of thrombophlebitis / 4
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced ?t%gg of
6 | along Path of cannula Retiriess th.r ombophlebitis / . 5
around Site Swelling palpable Initiats freatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

’

-

NOTE : Phigbitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

SIONAIUME .o eervesesesesemsessasssersssemsens NAME & v esssisbrtestsesaesnstas iemrases

Docu. No. : RCH /FRM / CLINICAL / 137

Signature of Ward Ih Charge :

A 1F: L [1) [ SN NEAME : wvviornsnnarirensresmmreniersnsstamsessonsasesrenss
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2

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

-

Mobili = ; T : i3 3 : - SERERRL 4
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf
without assistance. fo completely turn self independently. independently. [ \’I
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ! '
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : z ) - ; 2 : )
of physical activity” Confined 1 bed non-existent, Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

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 over most of the body surface.

2.Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often,-but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

ski;?s‘g:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
5 mois?ure Dampness is detected every time 8 hours. every 24 hours. l7 V
patient is moved or turned. Ni ‘1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: A\ f

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in maving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

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

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

=X

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

- [

Evaluator's Name
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Support Surfaces
Risk Scare Gategory Action {Please Note: Only required for children who are deemed at risk due
' to altered mobility, consider occupation therapy referral for advice
N Regular Turning Schedule _ _
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam maitress
Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk in addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Children’s
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It takees 2 lot to trest the itie.
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BirthRight
By RMNBOW HOSPITALS
Vum Ruqm ln aSafe Delwary

Date :
Time :

| I!e
OAM

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili ; . s . K ; 3 - e : .
Y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Wi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : . : . ) ‘ W ¢ ;
- alks outside the room at least twice a

of physical activity" Confined ta: bed non-existent. Cannot bear own weight very short distances, with or without I

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

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 over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
te moisture

1. Constantly moist:

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

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen oply requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. 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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times.”

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Qccasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

TOTAL SCORE

28

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

Evaluator's Name




Support Surfaces
Risk Score categorv Aclion {Please Note: Only required for children who are deemed at risk due
to aitered mohility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
. Enable as much activity as possible High density foam mattress
15-18 At Risk Protact the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress averla
Manage moisture, friction and shear gp y
. Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
\ » Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure matiress overlay
' - Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High R!sk » In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure matiress overlay
« Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

2

Rainbow®
Children’s .

Hos

pital .

It takes a lot to treat the little.

. . .y
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Time 26 '
Choose Highest Applicable Score from each Category atg/ ' 4 g’;’ {’{ 3 'Q' l’l/!. Fall Risk Grading
core | 3Py Py | My

History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 Risk Level Mors?hl;:lsl }Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O O o

Furni 30

. urniture Low Risk 0-24 gtanda{% Fall

Ambulatory Aid Crutches, Cane(S), Walker 15 TRGAMEOD

None /Bed Rest /Nurse Assist 0 o

Yi 2
IV / Heparin Lock or Saline Nes 00 2O 0 20 Implement

0 Moderate Risk | 25 - 50 Moderate Fall

o 2 Hraryenton
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 : : Risk Fall
Mental Status -g - High Risk &1 Prevention

Oriented to own ability 0 Intarvantion
Total Morse Fall Scale Score: Q0 &O Lo

Signature C%, m1
( — \ P

Tick (v) whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
["1 Ensure patients use their prescribed eye glasses if any, in the hospital

[] Use chairs with arm rests

(] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

O

[ Hourly safety check
| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs

Assist and/or supervise ambulation. Reinforce to always call for assistance
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nr.sl'\fz:::mu 28Y2M17p = Rainbow® . 5 b "
! MUDRALA i Children’s BirthRight
l ” /, I I I/ ”I/”II”/ I/”/I / Hos pita| . BY RAINBOW HOSPITALS
II/I’I PAIN ASSESSMENT FORM Tt takes a Jot to treat the Mie, \‘otrRi-thua.‘SafeDelivery
| Pain'Stofe . | . Moditying | Patient / Family . .
Date Time 010) | Location Duration Acuity Character Roriars Educated ‘lnterventmn Sign
{1 Continuous | [ Acute [7] Sharp (1 Dull (] Increasing 7 Yes
’,H(? € P m 19, r\) A [ Intermittent | ] Chronic [ Aching [ Burning | [ Decreasing | 1 No M A %')
9/\ T] Continuous | [ Acute (] Sharp 1 Dull (] Increasing 1 Yes
) & O {1 Intermittent | [] Chronic (] Aching (] Burning | [J Decreasing | [ No £7 :
NG 3 P N A Jh '
[1 Continuous | [ Acute (] Sharp 1 Dull [ Increasing [ Yes
@{, { pon Tf% © / /O /OA” ] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No N &}— %\
C ™7
[} Continuous | [ Acute (1 Sharp (] Dull [l Increasing L] Yes ol
€ ’ b l'?/(:» 4| 0f10 L\~ | ) Intermittent | 3 Chronic C1 Aching [ Burning | (] Decreasing { (I No e
[J Continuous | [] Acute (1 Sharp [ Dull [ Increasing (] Yes
@\\6 (% |8 | o Ap | ) imermitent | C)Chvoric | Aching ) Buring | [ Decreasing | ) No Ry £
[] Continuous | [ Acute [ Sharp 1 Dull [] Increasing L Yes
0 \6 \'),E, (] Intermittent | [ Chronic [] Aching [ Burning | [ Decreasing | [ No
A KM | o A ) QD/)
[] Continuous | [ Acute [0 Sharp 1 Dull [] Increasing L] Yes o al
4(6 I% 29m | Olig | NJA | O Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No o @éﬂ\
] Continuous | +—+Aclfe [ L Sharp [ Dull ] Increasing | T Yes fU4
9 { / 76 /‘WM a/m /‘-) A = termittent | (1 Chronic (3 Aching [ Burning | Decreasing | [ No Z
[
(] Continuous | [ Acute ('] Sharp [ Dull ] Increasing [ Yes
/ 0/6/ 2 | |6 4,& ) /’ o | NA 1 Intermittent | 1 Chronic ] Aching [] Burning | [ Decreasing | [ No /\; s S)
. [ Continuous |_L4 Acute [/ Sharp 1 Dull [ Increasing | -Yes
I Antermittent | I Chronic CJ Aching ] Burning | [ JDecreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢)  Prior to pain pain-refieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Kumerlcal Paln Scala {(Qhstetrlc and Gynecotogy)

-

0
NoHut

2
Hurts Littie Bt

| 1 ] I ] 1 i |
1 1 I ] I I 1,
3 4 § 6 7 8 ? 10

Worst
. Possiblg Pain

Wang - Baker (Pedlztrics) Above 7 Years

L ®

4 8 3 10
Hurts Little Mors Even More Hurts Whole Lot Hurts Worst

J "SCORMNG
CATEGORY -
0 1 2
) . " | occasional Grimace or Frowm, Fréquem 10 constant frown,
Face No Particular expression or smile withdraw, Disoriented quivaring chin, clenched jaw
Legs ’ Normal Posltion or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
‘[ Laying quletly normal position, Squirming shiffing back and )
Activtty moves saslly forth; tense Arched, Hght, or Jerking
. 1
Moans or whimpers occasional Crylng steadily, screams of sobs,
Cry No Gry (Awake or asleep} complaint ' fraquent complalnts
.- Reassured by occasional touching,
Content, relaxed hugging, or belng talked to, Difficult to consele or comfort
Consofabllity 0 dlstractible icultto
Neonatal Pain, Apitation and Sedation Scala {upto 1 Month)
Assessment Sedatlon Normal Pain / AgRation
Critatia -
2 -1 0 1 2 .
Crying No Cry with painful | Moans or cries Appropriate crying Not| iitable or crylng at ngh-pltclfed or sllent-
Irtabllity stimull minimally with painful{ irritable intervals consolable | comtinuous cry
stimull Inconsolable
Behavlor $tala | No arousaltoany | Arouses minimally to | Appropriate for Riasﬂess. squirming | Arching, kiéking constantly awake
stimuti stimuli ‘gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movembm
movement movement (not sedated)
Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Exprassion No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and ., | Infermittent Cont aI clenched (1
Tone Flaccld tone decreased muscle | feet i ‘slenched toes? fists | toes, sfs ,ar ﬂnger
tone Normal Tone ' -orfinger splay ' | splay
. Body Is not tenss Body [s tense
Vitel Signs HR | No variability with | Less than 10% Within'baseline or Increase 10-20% | Increase greater than 20% from
RR, BR 580, | stimuli variability from nomal for from baseline baseline, 5a0, less than or .
Hypoventitation or | baseline with stimull | gestationat age Sa0, 76-85% with | equalto 75% with Stimutation -
apnea stimulation - quick | slow recovery Qut of sync or
“TeCOVErY fighting ventilator

=/
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5 1\:::omu “"""D ) Rainbow" . ! e
Children’s BlrthRIght
S [T T, URINARY CATHETER BUNDLE CHECK LIST ol | Qs
Date of Insertion: ..... 7’(6(% .................. Date of Remova{:l........g 6‘2(4
\
Parameters Date Shift Time 6 o % ,.Q\
Need for the Catheter WD No Yes (INo | CIYes CINo | CJYes CINo | ClYes [INo | CIJYes [INo | [IYes CINo
Hand Hygiene ~Yes CONo | O] CONo | CJYes [INo | ClYes INo | [lYes [INo | [lYes [INo | [1Yes [INo
Usage of Sterile Equipment )}Yes [INo | C [ONo | COYes [INo | CIYes | JNo \ IYes [IN Zl [1Yeg"[INo | [1Yes [INo
Is the Collection bag below the level of bladder Yes C1No ¥es "JNo | [lYes [INo | IYes [INo /L_/MU CJYes CINo | ClYes CINo
0
/ s
Check the Tub: i inki }{1 O ] 1 C] IS ] O
eck the Tube for Obstruction (Free of Kinking) Yes [INo es [1No ﬁYﬁ}Z@h& “I¥e\ CINo | (TYes [INo ﬁ“’,iei Wes No
Is Catheter dated as policy -TTYes [1No § [I1No es [INo | {1¥es |u‘j\lo (;/ Yg:()"1 NoQ Tives CINo | CIYes CINo
o )
Collecting bag is been emptied regularly? Yes [INo )zr@ CINo | [JYes u(g\ }I. 'Yes [INo \H‘E§ CINo | CYes CINo | [IYes [INo
{
Maintenance of closed system for the catheter 6Yes C1No (BYES [ONo | COYes CONo | [1Yes [ONo | [JYes [INo | [IYes [INo | [lYes [INo
Dressing clean and dry? _LYes [INo ;Xes’*] No | CJYes [JNo | [ClYes [INo | [1Yes [INo | [lYes [INo IYes [1No
Is the line removed as Policy? ;Yes CONo | ClYes—[INo | CJYes [INo | ClYes [INo | ClYes [INo | ClYes INo | [1Yes [INo
Performance of Perineal Care AYes [INo 9&7 CONo | CYes CONo | CJYes CINo | CYes CINo | CiYes CINo Yes [1No
Onset of New Fever [1Yes [Afo | [IYes [0 | [IYes [INo | (1Yes CINo | CJYes CINo | [IYes [INo | [1Yes [CINo
Asses for the leakage at the site of insertion 7 Yes [1No /dﬁs Dﬂ) [(1Yes [INo | CJYes [INo | [lYes [INo | [IYes [INo | [IYes [INo
Name of the Nurse SA/) ,\9’("« \Y
Signature of the Nurse ,&\

\\ *RCH /FRM / CLINICAL / 114
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Rainbow”
Children’s .
Hospital

It takes a lot taytreat the litte.

OBSTETRIC TRIAGE ASSESSMENT FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivar_y

1) Level of Consciousness:

Time of Arrival: ...ooooveeeieeeieeeeee

onscious

L1 Semi-Conscious

[J UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

L1 Severe Pain / Moderate Pain
{7 Bleeding PV: Slight / Heavy
[ Decreased Fetal Movement
(1 No Fetal Movement

Time Seen by Nurse: ......

] Preterm rupture of Membranes / Leaking Water PV

I Preterm Labor/ Labor
CJ Spontaneous Rupture of Membrane / Leaking Water PV
IR0 )19 ;15 5 G Lol e e e

3) Vital Signs: Temperature: C{?’F Pulse: 8? RR: 22.... $p0,49+t.... BP: ]13(77 Weight: .............

4) Gestational Criteria:

Gravida: G P L A
1 3 =

LMP: Bl\U{‘LC‘ EDD: ‘15‘}'}}16 .......... Gestational Age:
Uterine Contraction [J Yes @ﬁ [J NA | Onset Time Frequency:
Membrane Rupture 1 Yes ;,No/ "CINA | Onset Time Fluid Color:
Vaginal bleeding (1 Yes ,B’l( 1 NA | Onset Time Amount:

. If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia Symptoms | [J Yes 0 | CJNA Pain Abdomen / Vomiting
Good fetal Movement _;/@ CJNo | CJNA If No speciy:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | | | | | | | |

| | | | | | | | |

1 2 3 4 5 6 7 8 9 10

Worst
possible pain

T4 110 R e e e T
Sl DMEALION.. ... ocossamnss ssisnsnssnsbineseromsistenmss snskbinanshEratss Days / Weeks/ Months (Strike out which is got applicable)
B [ o 1] e T T T

* ' FroQUeNCY: . ix@ies rvsen s

« |Interventions:\....

6) Past History:

ﬂ.’f.’f.’ffffff.'fff:.'.ffffffi.ff.'fffff.ff.'i'.'.'.'.fff.'.'.fff.'.'.f.ffﬁ.'fifff.i.'f.ff.'.'.'ffff.'.'.'.'ff.'
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AL TEETAED -
T No, IfYes:

8) Current Medications:

C7 Prenatal Vitamin - CINONE L0 OFNBIS: oot ce e sbaeen e eas e ns

9) Prenatal Medical History:

1 None

1 Chronic Hypertension
[J Gestational Hypertension

[ Diabetes

[ Gestational Diabetes
L7 Low placenta
1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
(] Category IIl: Emergent (Time to Physician: <= 15 minutes & Reassessment: Every 15 minutes)

1 Category llI: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
=1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Tnage Acuity Scale (OTAS)

OTAS Level 3 . level5
(Urgent) uconm nt)
Re-Assessment Every 15 Minutes _ M um
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
! Weeks
o Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
G Pyt pain <37 weeks (>spotting) >37
weeks
= i £ Mild hypertension
: A Hypertension > 160/110 it wi
- Hypertension Seizure activity ar‘rg / or headache, visual | > 140/90 with/without
: : disturbance. RUQ 'pain associated signs and
i : S ' symptoms
a5 : . Atypical FHR tracing,
s .| Abnormal FHR tracing
‘Fetal Assessment abnormal dopplers
fores by Nor-Fetal Movement Diseased fetal movement
. om | « Acute onsite severe . Maior trauma - Abdominal/back pain . Ongoing assessment . Anything that does not
- abdominal pain + Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
» Altered level of » Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
consciousness unattended birth » Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | « Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | « Nausea/Vomiting and | = Pre-booked visits (ie
« Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes
Time seen by DOCLOr: ......c.oevveviiiiiiciicicie
i
Nurse Name : g.dx,/ ................................................... NUPSE SIGNATINES .cosuivs dhmricsesssnsanssssissiuseniassassonsai
Date: . ';?/ f ......... Time: .5 PM
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It takes a lot to treat the little. Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Name of the Doctor: ......

Date of Admission: . q.lﬁ.. .................

Baseline Information: /

Admission From: COER [CIOPD (XAdmission Desk [ Others: SPECHY ..........c.cooriireiemmeninmnsinsisnnsssisnisisinsnns

Primary Language: /Teﬂjgu ~English __Mindi (] Others

Do you require aninterpreter? [IYes [No

Source of Information: [ /Patient L1 Family _1 Others

Personal belonging if any: [l Jewelry 1 Nose Ring  [1Bangles [ Anklets [ Finger Ring [1Bracelets

handedoverto............cc.co... S

Allergies: [Yes [ Medications [ Blood Transfusion | Food [N s omsmemsorriommessvismssimamsinsism
LT (01111 . S S e S G S e e e e

Chief Complaints: ..o Doctor Notified on Admission-—1Yes [INo

V% NCLADMR........

Time Notfied: crsinmmnunimnumie i

Past Medical History: Obtained From

[] Patient

1 Family Member

| Medical Record ['! Other (specify)

Past Medical History

Past Surgical History

Previous Hospital Admission

P

LS C/S
Blood Group: d 05‘{1‘1\"9/ LMP: . 1.3( 101&5_ EDD: .25 I'!-—Ia,.( Gestational age during admission: .536...... ,W
COMTACHONS et s Vaginal DISCREIGE: .........coeerierieeeeereeee e ereteac s s
Obstetric History: G.[ A P 3 ........... L 3 .......... A s Previous LSCS ...............
Height: .............. < Weight: ............ BME: s
Temp: . Q8 E... HR .. P RR: .22 . BP: JW 590, ... 49 ).

High Risk Factors: (Please select by ticking (v ) the box as applicable)

[1 Hypothyroidism

Rh Incompatibility

[] Fertility Treatment

Hyperthyroidism

Previous LSCS

1 Preterm Labour

] Hypertension

| Gestational Hypertension

1 Others: (Specify)

| Diabetes

[ Bad Obstetric History

.1 Anemia

Obesity (BMI)

Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139
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0T
Qi normaltos Detactd
L] Heart Disease [ Hypertension [] Diabetes [] Stroke [ Seizures [ Kidney disease

[] Liver disease (] ONIOT, cisicnti s mmsiasmeniym cosemsss e mans iR e iAo o RS i e VA e i FoR A S E oA S o o o Vo e

Pain Assessment: Pain: []Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ !Yes [ INo Score........... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ 'Yes [ INo Score................... (complete the Braden Q Sheet)

FUNCTIONAL SCBEENING: If a patient needs assistance with any of the following inform consultant
] Mobility problem ") Walking Problem =10 Abnormality Detected
(] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
"] Overweight () Poor Appetite > 3 Days (] Needs Therapeutic Diet.
L] Under Weight [] Diabetes Mellitus }N&Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[JCalm & Cooperative ["1Restless [ Depressed [ Agitated [ I Confused
0 11 5 Ty

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [/ Single +Married 1 Divorced "1 Widow

2. Special Habits: ~Smoker: [1Yes [INo”  Alcohol Abuse: "1Yes (1Mo~ DrugAbuse: (IYes Lo

SOCIS] HIBMOTY: LIVOS W ... ccuiiuinsonunitusnivssussonsnisosissasss inenssiionsnnss sidsiesnisou shenshish e sisauis sabdsBukivstosis kb s i vibu cob¥ ulbvan duvuns

Orientation has been given regarding the following aspects:

Call Bellin Reach: [1Yes [I No Waste Disposal Explained: —!Yes [ No
Infusion Pump:  [1Yes [INo Hand hgir%xplained: “1Yes [ No L Others
Above information givento ...........ccccevenee P ........................................

Name of Person Orientation was given to: mYSlL]ﬂO\)Q'r At a}! MA,

Orientation nOt GIVBI REASDN: .iscisertiveessssmersse erssssisssiss saomivso siossssmibbisssvemivsmasions

Nurse Signature: ................ g/"’) .......................

Nurse Name: ................... \.Qw\ajt\g ...........
Date & Time: }(gllﬂ@&'}o/?
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It takes a fot to treat the little.

EAN SECTION OPERATIVE NOTES

Your Right to a Safe Delivery

Date of Delivery: gy )0’0 ] 2636

Surgeon’s Name: ‘:D,\ ig/m\,\ &M

Assistant Surgeon: ) | Time of Delivery: @ » 2 A PM.
Anaesthetist's Name: DR- A RAT Gender of Baby: € ynaL @
Type of Anaesthesia: CPRIN AL ANESTHeUR Weight of Baby: . g-) (S ka
Neonatologist: TR e eT IBQ;—\-P‘“\” AGPAR Score: 2.0 ‘d :

Scrub Nurse:

PR SPNTHINA -

NICU Admissiorlu/m%s 1 No

Pre-Operative Diagnosis: @@HPB LE) ’BLSCS@-BQ,H wky @ PPROW

[ Elective

, VQ/Em/mgency
Urgency

[] Immediate Threat to life of woman or fetus

o maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

Indication: ... Lresvians.. L8QC. & PPRON

™

.ﬂ/ Maternal or fetal compromise not immediately life threatening

Decision time: ................ OIS e KNiEf 10 18CHUS: .vvvvvrocs SO v,
CTG DESCHDON: oo R N e
Hithare was a delay GiVe N6 TOASOMS: ......coummssimsisisonsssssrssinpimmei o sdostsmiimmiiomsssbossss ity R T——

Surgical Procedure:

Q-‘fﬂem&mcn} \ecg

N (e

Post Operative Diagnosis: oy _ 6

Peri-Operative Complications:
Aoy —p

Amount of Blood Loss:

200 w&‘

Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

—

L3

Docu. No. RCH/ FRM / CLINICAL / 155
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Examination Findings when Appropriate: J’
Presentation: ephalic ] Breech L1 Other .. Cervical Dilatation: .............. s cim

5th PalPBIE: v.vevvvoeeeeveeees LT Fetal Position: .................. e

Station: [+<3 [1-2 [J-1 OO0 O+1 [O+2 Moulding: _=MNone 1+ [++ [ +++

Caputt O+ O++ O +++ No— | Meconium: _>None [+ [O++ [O+++

Bladder Catheterized: . [L-¥6§  [1No Urine: . -€tear I Blood Stained

Skin Incision: Mnensteil [ Transverse L Midline B0 0 ) 1) e T

Uten.ne lncxsnon't_}}lftﬂver Segment O Cla'lssu:al Ef Inverted T 1 J Incision - —*‘P\’hs . N.\} Hc\}wr
Previous Scar: | act ] Thinnedout "/ Ruptured - I No Scar =

Incision Through Placenta:  CJ Yes,_="No ¥ Oredd OA\«Q&M@ LOS i nped o i+
Delivery of head:J;l/M/anual [1 Forceps ‘ “X \covd o‘rm(\ wzc!;
Liquor: oA TClear [ Meconium: (71 I Il COBlood 1 Offensive 1 Not Offensive

Delivery of Placenta: O Manual/DGBTf ........ C/Q—Gmﬁte 1 Incomplete (1 Piecemeal

Cord Appearance: .............cccocvueeunnen. Tm\o@*%msml‘ ................. Cord around the "M 7 No

NOYWG\Q\IF\OC}Y Cavity exploreu% (1 No

Appearance of placenta: ..............

Uterus, tubes and ovarigs: .=Normal L1 Not Normal Sterilization: I Yes \_}HG

Uterine Closure: L1 One Layer \/Zﬁo Layers cerererenenen LS \NO% Suture
Peritoneal Closure: ~ [! Pelvic Wminal LI None QQ u\%- ............................ Suture
Sheath Closure: a2 20 Suture
Fat Closure:% N Lok L.,L\.-...‘ ............................ Suture
Skin Closure: _-Subcuticular  [! Mattress LB T Suture
Vagineal Evacuated \}Wé I No

Drain: [ Yes 0 LIRemovein ........ccceceeeeene days - [ Await instructions
Ctheter es [JNo [J1Removein ... , i days +Await instructions

Swap & Instruments count correct? _-Yés [ No [ Post-op Antibiotics «=Yes  [INo
Intra-Operative Antibiotics Cover: ~Yes 1 No [JThromboprophylaxis « “IYes [INo

Post-Operative NOtes: .........coo.ovvrrveerren. L AT CTTE B o1 oL S OO
................................................................. TWES | Anal SF.;S......!\.......IQm\:npmf*@mi&..ﬂS".pﬁm.r&’@(}tﬂ...
................................................................ L T,
’\\‘:\Q\Nmi\r}gﬁ‘f ..................................................................................
...................................... : nmlgex@s&ma%‘wc\' W /o T S
.................................................................... e folens veronsol ol 60N o
e s et =A% Lor 2t bouss. (B %F‘W%M’:ﬁd\
............................................................................................................................................ o
Doctor Name: .........."S33504. D'Q ...... m.,&.)?. (%t%cr)Signature: .......................... S P, cAl—

Date & Time: ‘S’&)'l@ ..................................




SURGICAL
SAFETY CHECKLIST

|
J Asst. Surgeon :
l

Scrub Nurse :

Anaesthetist : ...J\....

1P26-00006526

BAH-00551472

R T

pr. . ‘
“ |\ l .............. .. Gender: ......... 2 > . -

(i e (0 ALY | e Qe

s S T Vour Right 1a.2 Safe

. | Date: 9‘,& ﬂl, IN-tME  veooveee e, (01711111 - O

Before Induction of Anaesthesia » »

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGN IN Time.... 615 p™.

TIMEOUT  Time:ooooovoovovoe

SIGNOUT  Timeioooovooonn,

Patient Has Confirmed
Identity 7TYes CINo
Site —Yes TINo
Procedure +Yes CINo
Consent —Yes TINo

Site Marked [1Yes [INo AR

Anaesthesia Safety Check Completed s TINo
Pulse Oximeter on Patient & Functioning /@s 1No
Does Patient have a:

Known Allergy? CYes CING
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available CYes LLMO
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned Jz‘(es CINo [1NA
Blood Units Reserved ,_.?és [No CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

,ng CNo CONA
Signature @.......ccocevviennen. ,‘é} ....................................

Confirm all team members have
introduced themselves by Name and Role/:;)les/ INo

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) es 4+ 1No

Correct Site uﬁ No

Correct Procedure ﬂﬂé “INo
Anticipated Critical Events

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

/‘/@ CINo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? }ﬁé No CJNA

Nursing Team Reviews:
Ao LI NA

Has Sterility (including indicator results)
C1Yes CINo CINA

Been Confirmed? are there Equipment
issues or any Concerns?
| Yesgue/

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

Signature :

NAMe & i 4 e o

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded L,D’@EJ No
That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) No CJNA
The Specimen is Labelled (including

patient name) 1Yes ElNQ_)J'Nf
Whether there are any Equipment ;
Problems to be addressed OYes 0 CJNA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? M No

Doc. No. : RCH / FRM / CLINICAL / 111




PATIENT TRANSFER FORM

%z
Rainbow® ) .
Children’s ‘BlrthRight

Hospital BY RAINBOW HOSPITALS

It takes 3 lot to treat the iitte. Your Right to a Safe Delivery

—  BAH-00551472 IP26-00006526
—  Mrs KHATIJA FATIMA
21-03-2000 8Y2M17D (F)

Dr, SWAPNA SAMUDRALA

RN

Date TTime of Admission

Date,& Time of Transfer Order

Aol @ e

Treating Consult_ant Name

Transfer Ordered by

B S mj’

|
Reason for Transfer

Obgery @f!‘fiﬁ

From Unit

0T

To Unit

(re - ol

Information to Attendant

Yes_ Mol

Number of Sheets in Clinical File

Numbe’r of Imaging Fﬁms

Personal belongings including
clinical documents. If any handed
over to attendant

e ——— Yes| | No_ -+
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
o
! QL ()
2. h v
8.
4.
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

™

Name & Signature of Persqn who is Transferring

W

Name of Person Ordered Transfer

Dy 5‘&? mf

Patient & Clinical Records Received by :

W

B\PB

Date & Time of Patient Received :

N\ @%\N\

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

" | Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

|| Nurse not Available

| Available Bed not ready
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in;‘?w” . o
INFORMED CONSENT FOR SURGERY OR Children's ‘BnrthRught

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE s it e

Patient Name : ... MRS, KHET\IA € IR Gender: [ Male male  Age: .. 5&1"& ...............

UHIDNO : oo, ??.‘Et&?.:.%.‘.’i.‘{.!.l.o.?t% ............... Date :%Lﬁ. 2

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.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

................ DARS Xt RS TIMA . (Name of the Patient) | oo snees e
I'have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized 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.

| 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff responsible for any untoward event thereof. \
...... . Sxoesive. hle ?:i? - posipashues hemaonbiape.. hesdl.. .?%?.r. ..’fxqv\:ﬁ\.{&sm 2. bl ox

My signature on this form indicates that

1. Ihave 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. 1have received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: .D*S(MGP

Consentee : Patient Atten )

Signature : e SIORARIPE 7 L. Ao hiiosnnsmumssnsismensiinshns sussasssasipromsiaiss
NBITZ 25 msiisiions MFSA’AOOO* ..... Eatinao.... Name : Pa/ﬁ\-ﬂd@"}“ ..... (23322

Date & Time : ......-. .@/2.6 ..... @IEO,DM Relationship with Patient:

Date & Time : ;F/*S{-?G@fimpm
Witness :

Gg)/m- Doctor (who is taking the consent) :
SIgnature :© ......c.oovveeeeeee e @7 e, Signature : f
o117 S — Qﬂﬂ% ....................... °

ki ’}16‘[26@57%7 Date & Time : 1[6/26@3’Pm

Docu. No. : RCH /FRM / CLINICAL / 027




%

CONSENT FORM FOR GENERAL / Eﬁ‘i?c?;%‘?;’l ‘EEIZ}EEBL%EE"
REGIONAL ANAESTHESIA / DO | W
MONITORED ANESTHESIA CARE

Patient Namemﬂhwqﬁﬁqﬂm’* ................ AGR’: . corvenion I?.’...Gender Male OJ Fem/alel:l
UHID NO: Mi'f"g’ﬂ‘}l{ ...... Surgeon Name: ...........c.c...... ’)/Cw»a’ .....................................................
Anaesthesiologist : .......cooevveecieccree e, ﬂ ........ C M”L' ............................................................................

Operative PrOCEAUE PIANNEA : .........ooveeveirrecescreeseseseseaesesesoeasaesesesssesesesesenesesesesesesesesesesesesesesesas s erasas b ases et berabsbabasssiras

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain duﬁng the operation. Drugs given through a vein and / or inhaled 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 weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors 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.

[ Heart disease O Hypertension [0 Diabetes mellitus O Renal failure

- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
Iﬁ Incapacitating Cronic Obstructive Pulmonary Disease
LT MBI 7 s siicos s s 0 o s AR A543 3l 43 LA YR RS5O R OB A

COMIMIBITS © ...ttt b et es s es s s st s s s b s s s ss e b s s bbb e s bbb es bbb eb bbb e b e bbbttt eb bbb n bt
» 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 wupon me /‘ny( patient
D EHrr L4 FPTIMA  the above mentioned operation / Diagnostic / Therapeutic procedures

.................................................................................... B BE8CD e

" | authorize and give consent for anaesthesia ( O WI/ O General Anesthesia / CI Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and 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 Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




| 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, Central Venous Pressure 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 anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant: O .Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION F%THIS CONSENT

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

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

Patient / Patient Attegdant : Witness :

Signature : ............ Q\~ ................................................ SIGNALUNE & ...l e
Name : .................. M- MTU”FM""‘” Name : ......... i" W\{& ..............................
Relationship with Patient: .................. j’ ELF . Date & Time : ‘4—!6]2,6@500'0@

Date & Time : .......... }16[16@§3003m

Doctor (who is taking the consent) :

Signature : /f‘"/ ..................................
pv /Cm%’;' v



PATIENT TRANSFER FORM

Rainbow’ X _—
Children’s ‘Blrtthght

Hospita' BY RAINB?W HOSPITALS

It t2kes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
e a0 Fhl@ S e [p6 @ ¢
_;}Ilm::‘ 2vauir i Transfer Ord d;% : Reason for T .f!OPm
IHI”M’/””””’”” l’ II ransfer Ordered by eason for Transfer
E ~LSCS
VP eena i
From Unit To Unit Information to Attendant
Dre — pos b DT b
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

_ Yes| | No[ |
@ al If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. Item Name Quantity

’ G) L = €Coomt )

2: -

3.

4,

i

Shifting Summary / Notes Written by Doctor: ~ Yes|[ | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

SU\C ?/Ip«g//ﬁ*‘ DR . \VeeNs

Patient & Clinical Records Received by

"

Date & Time of Patient Received :

&\‘2“9

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

| Unavailable Bed [ | Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

(] Available Bed not ready
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAHK-00551472 |P26-00006526 . Q\;\
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| Dr. SWAPNA SAMUDRALA
LT e Transfr Ordered by Reason for Transter
From Unit To Unit Information to Attendant

Yest T—— No[_

Number of Sheets in Clinical File

Number of Imaging Films

vel - (@

Personal belongings including
clinical documents. If any handed
over to attendant

Yes| | No—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Py Quantity
p\ 1' @Omﬂ
T T L R—
2,
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

Name & Signature of Person whao is Transferring

W@( @

7o

Name of Person Ordered Transfer

V(X

Patient & Clinical Records Received by :

Date & Time of Patient Received :

bl oo sy
\J/‘éf _

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

[ ] Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

" | Nurse not Available

|| Available Bed not ready
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PHPE_ANAESTHETIC EVALUAT'ON I” “”””lmmu”l"’”l l'"" ﬁggg:ﬁ\? ’ . BY RAINBOW HOSgTALS

It takes a fot to treat the fittle.

Mrs -~ FHATIT X mek U Ao UHIDNolLPqJ,sC/w:}L‘

%

Name: ....... AL\ OO S AQE: .ooveernn s (1), AUUUTTY SRUR
' ‘o . w505
Date: .............. 03709’%2/,6 ........ TG} ciomssssunas ( ..... D ’k Proposed Operation: ........co..... o
4 Paly € 2 prnbsen € L =oT fpzum -
5 ETT T L — ! ............................ 7 L, .................................................................................................................
~ o Va.. B
B_yBRT: H:If}’; H.R: 4"’“ ' Weight: G ........ 71ASA Physical Status: 1 /7‘2’ 03 04 05
. : / Laboratory Data:
Hgb: b 1822 T S PIOBIN .o s HIV: B XoRAY: oo oo
[ 7' o BTN S R i B i B i HBS Ag: ...... f”‘” ECG: i
WBET hcicicaismssiissisonis Creat .oooveveeceideviienne, TORAIBINL e deies BENE sahands P 2] 10l = W o R
prate: .. 2o 0L A e DB e Blood group: . YTV L Stress/ANGID: ..
2 o N Ko ciisiiinsissmsedossiosinssin EDEE ..o ot e P T8 ccisiiivnensivinissmsnicnis 1] s
g s A L — o RPN NN | . S R | PRy ﬂ‘" e /A\t &“’f‘ .
1 Y 11 1= - SO L7, [——
Bl i  SBOTBEPT e

Medical History:  CVS: —

RESP: ’ Diabetes : —

ONS : [ .

Renal : ! iy

Hepatic / GE : / : Physical Activity:
Others :

Past Anaesthetic History: ~ © Do b 2019 ) 2020 201y . ~U Ulr CAR /e
Physical Ecam: Ao , Lot (f &m0 v shed |

Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth: A7
Lungs : (,[L HT(A"), c,LLM/' :
Heart: Lt 8y 0

CNS: b )

1“—1’

h
Pregnant: “J¥es "INo [INA Venous Access Site : '}’&“ﬁ v Spine Exam for regional &\)

Anaesthetic Plan: I MAC IONAL 1GA-ETT JLMA

Peri-Operative Plan Explained to the Patient: _}Yé 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 4 Jsolt ‘Lo P -
1. DVT Prophylaxis : b" @ I3 /

) Water / ORS 2 Hours
2. NIL ORAL<othar56 urs

3. Informed Consent: [#Standard High Risk

4. Post Operative Pain Management 7 Discussed with Pt
5. Other Instructions: / UHinf, M’”f

g\
/I

Signature: ... é ............... Name: D'fmm"’

Docu. No. - roy FRM ‘CLINICAL /. 044
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’”/”” /ml/] ANAESTHESIA CHART  Fospital . e b
Tt takes g Jot to treat the tle, Your Right to a Safe Delivery
Pre Induction Assessment: A
Change in Patient Condition: 1 Yes JZ/NO Fasting Status: [!: 30 ?"" ’ )
Physical Status: | ~Z7 Patient Identified B/ Consent Praesent Chart Reviewed
1 - 4
H.R: Hgllrt~ 1BP/CRT: o /Fo [Spo 44 / &4~ | RR: [ LastFeed: [ %o pns
7
Pre-OP Diagnosis: hél yPzlze ,ZP’ . "j}’) cic Operation ............. BrndSe... Date : .27 (26 [Zo2% |
SUFGBOMN: 1vurersveenea. Y r)/%g"’;\a’l Ty S Anagsthesiologist: ... [ SAIBAD: . Technician: .SAZATLRATH],
N,O IAIR;%MELPM ﬁ_ & 4 Q"’ ?/
H:ALO IS0 I;EVO Antiblotic
Drugs: -+ %PFM rlf’" ,Y
/‘%ﬁ%o,a M 2 O A T L |
! 5u}> D.ow%m He
Teartor (o
F’I 7Luss \M’J
P P ’
goé‘;sw, fDD r/ MRl ‘f? l{x f
EGE TR A LT 1
T rattl
Uine G o
/I ' |
28 o~ T Aoy
£a 11/ {27
bl \-4/
B 240
V Systolic 200
A Diastollc .
X Mean 200 |
+ Heart Rate 180
Tm;;‘: 160
140
Theoat Pack n
Thoat Pack Cut 120 | " v
B 0 (MY
80 P = 1? | ol o & A
50 . re I"";" A Ma A
40
20
10
. @,
1 R
LAB Values
GRBS
= . Tnduct )Q Reglonal: - ]
Temp: ndustion ral: .
c Eﬂ#m::} Cneckedand O] HME Ol FuldWemer | O W O lahal Extremity Specily: .. \!’Sﬁﬁ;a] ............
‘ ,a’ BP O ClingFilm  CJ OH Warmer O Pre 0, RSl O Spinat 3 Epldural £ Gauw
3 Cutt Slte: #A"M 3 Hugges's [J Cotton Wool 3 Cthers O:hefs: C’rﬂf@ﬂf
[ Art SI0: wmsirisssssasnss %ﬂler O Mesk (] 56A Position: 1[?-‘[”
EXGLead O Al ] Oral [ Masal Site: y
/g Tomp Sita ot St 5” ............. g at em Nl S5 ... .- DEPET g ffp b
€1 FQ; Monar Sttt I s ClNasah ] Culf Pesasthesta DYes EINO
‘ m\q\m{m OP BBt o ™ [J Tracheostonyy [ Topical
U m \ ........ j 'VD ﬂ\ ...... O by !
- “1\ S O Awake 3 Direct Vision
‘ “@m\“ ) O Video Laryngoscapy £J Stylette / Bouge
‘ Fiberopsc
IR \\\\\@ o, S—

0 %\\a\’ Bs
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m””l”"mm,m"m ’”’"" ] Hospital .vamaowuosmms
It takes a lot to treat the little. Your Right to a Safe Delivery

POST-ANAE> 1 neain ARE UNIT RECORD
gpm ........ Time Discharged : 10"30?‘{[ .....

Received in PACU by : ........ ,%.,m m‘%\ Time Received : .....
med
——@ T 7
g:g . gﬁ IV Cannula Site : [f’HSl—}'ﬁ
L 230 230 | (0 0, Mask [ Nasal Prongs
s 220 gfg [ Tracheostomy ] T-Piece
§ i;g 200 | [ Oral Airway (7] Nasal Airway
o 190 190
2 180 - (T T (3 ST
8 :gg 170 | Vomiting : 1 Yes % Drug: ).\}j)a}l“}
= < 5 ot NG Tube : [ Yes D*No/‘
o 150 150
\Y] 140 140 | prain: 1 Yes ,D—No/
180 130
}E, A 120 [ AT a 120 | Urinary Calhete{:/’?@ [ No
] Bop e | crestiube:  C1ves o6
= o \ oo | witoral T Yes _[ho
AT o | wruiss: Rl/
o
50 50 Oral Feeds: .......c......... ) JY..
® | z= : KB M)
v 30 - 30
20 20
10[ 6 10
0 0
§PO,
POST ANAESTHESIA SCORE MINUTES
| (Modified Aldrete Score) IN 30 160 1 9 ouT SCORING INTERPRETATION
frio i s smadiosina bl s ol (R | o =__| A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 )/ Disch arge
Shle o dﬁapﬂhﬁéﬂg & %?lugn freely = ? o—
yspnea reathin = IRATION - s
Apneic i e =0 (l‘ 9 = % Exceptions to this, are to be explained in the
0P = llogre Angesingtic lgve =2 . space below by the Discharging Physician:
+ 20- = CIRCULATION
o e - 1o |odal
o avt‘::e i . 3 CONSCIOUSNESS
A =
Ngzusa on;amu x4 Cy U A3 7= 2-L
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  COLOR < j/ <)L
Cyanotic =0 s
TOTAL 01 '0 \O !‘ 0
ﬂ PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Ho | 2ol oll0 A £
ekl apm oo 104 Qe
»
M\X 10pm | 2]l 04} Qb
Hels o300y 0 (1o Nk
Pain Tool Used: ] NPASS [JFLACC [ WongBaker —INPS Reassessment Frequency:
I) g 1 A 37 1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : V’—A"’ 2. For post surgical patient, patient with chronic pain, patient with severe pain

a Every 2 hours for first 24 hours
7/&‘ b M s vy 4 o
C.

Prior to pain reliving intervention
Transferred to Unit by (PACU):

Anaesthesiologist Signature:

Date & Time: With in 30-6lminutes afer 20 5/ .
C vention

PACU Nurse Name :

2y

PACU Nurse Signature: Date & Time:

Date & Time:
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EPIDURAL ANALGESIA RECORD L w ’

D 11 S TIME: covverereeeeerirerenne PrOCEAUTE dONB DY ..ecveereeeveecemiset i eesceeeeeeesenersssssenssseneens

CSE /Spinal /Epidural Position : ....... feveeneres SPACE ©viriiereree e Technique (LOR/LOS) ....eeevenee. \ \
0111 O Catheter at SKIN: .eooee.eeeeeecereresreessessesene L L

Parasthesia : Yes/No if yes details : ......co.ucververrreenrenene | e e l J
SOIULION COMPOSIHON © c.voveereeereercrinerereeer s srssssesersteeseenemsessssessesssarsossesssasssssessassasssnsssrastopses ' .....................

Any other issues : ' )

e Infusion Rate Level Maternal
Time. (mi/hr) Bolus (ml) Left Right BP Pulse FHR Comments

Delivery Details :  Time ! v APGAR: ...ooreeereenee SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECEBH  wvvveereererserevereercmmcermseceencns oot Aeese st eaese st ettt s at et e ER"

FTLTTITLIL L L - ememrsaensesrarid it snanETtssasNandtid R EEARRSNCERORRRAtAR AT ERRRnbidRRRSnnY
LT T T YT Y L PR YRR LT TL L} . .

ermrmuEEEY

apawne
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NARCOTIC PRESCRIPTION FORM

Docu. No: RCH/FRM/ CLINICAL / 133

(PATIENT COPY)
PatientName: |-~ !4 Age: Gender: |77
UHIDNo: B¢ 1- 0L 51l /2 IPNo: -2/ Date: § Time: 5120w
Diagnosis: { ' OLA f
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI| logmi’q
2. | Morphine Sulphate Inj. 15mg/Mi ] /
_| 3| Remifentani Hydrochloride Inj 2MG / '
¥ Remifentanil Hydrochloride inj. 1MG
\
Doctor Name: ’}VYMWY Doctor Registration No: {'1@ Zq
Signature&_\ ,[ m\,’\ I% u(-
N A W3 |
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ..... Bl CR ARG S O Date:
Aadhaar No. of the Patient (Optional): ..............coeviiimiie it
»—I\1. Name: | Irla ARCT ~ Remarks
J L ! 2000, y P
s [ ] : TH 7
2. | Complete postal address (with contact number, if any) 1 A & 00T
3. | Brief description of the illness L
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed J e
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
; Patient Attender
; i '
WA & O1Su 1} ."'i*‘-‘f‘”‘i
Dispensed by (Name & IDNO.): ..............oo it ansnnsssnsanssiessnisasssnispicnssensociniinsss SIGNAIUREL voovicvsiiornie s
5 5 1000 /o |
Received by (Name & IDNO.): ........ocovtoeioviiiicenins ) ek £ ihtrigel gl e SIGNBMUME: ...vvevevisiriserermenasresiaens
8l SRR e e SR O







