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Shieré (g BichRight
ESTIMATION SLIP Hospital | S e

Date : (]n( 'H}"t UHID / IP No. :
Name of Plhent. 3 ) - S Age:

Father's / Husband's Na:i:e :V %i-rbwzb’ l‘ Corporate / ()ccupation :
Address : o | ;

Procedure / Plan : / EDD/Dos:
MODE OF PAYMENT : [ | § F []TPA: [ ]|GIPSA:

TARIFF INFORMATION

Particulars

1334

SI No.

Gender:

tqv-.
P"'\

LAY OTHER

Package Amounts (Rs.)

Room Category
P\“ulﬁ Shared Ward
Shared Ward

Twin Shared Ward

Normal Delivery LSCS

Private Room

I 2 (’)S‘OOO

Super Deluxe Room

I 3 QO : 0 0 O S
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
(Package starts from the E:lf fexs Fee, Sorpess T wesnd Loy I‘?ee, ok
: i our Ward Charges Anesthetist's Fees and OT Charges
time of admission)
Length of Stay for : Length of Stay for: @ [J oyl
Pharmacy up to Phaml.aCY‘UP to 12 000"
Investigations up to Investigations up to 2000
Others ’_,Opdli 'D\(L\nu Corl OnpQes - |
_~Neonatologist Charges: [ ] Covered t Covered  Epidural/Entohox : Covered No jiuvered
ﬁ:étﬁll\f[mén:umDeposit: [,Qn.OOO qof,.\,,a&\on {

1. Room eligibility is purely subject to TPA approval and the Package/ Room Tariff starts from the time of admission. tll‘ﬂl‘éa ﬂ«?"mfén; éﬂ&gﬂ:&dlﬁg 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 appmved, which has lo be pai b?ta ?at%v‘ agd 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,
etc.

4. In Case the patient 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 is applicable for which kindly contact the Financial Counselling desk betieen 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwl Cup charges, Implants, Tabectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot 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 patieats in SDLX, DLX and PVT rooms and only one atiendant is permitted in the rest of the categeries of rooms and no attendant is
permitted in ICU's 3

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-werking hours and Non-working days (sundays and public holidays)

' DECLARATION
‘3)7 D oM C\\‘ £y have attended the Financial counseling desk and understood the expected costs and

other conditions applicie. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point oftnne

I promise t§'settle the hospatal bill with the hospital without any ambiguity.
@ Hrsherd
Slgnature of ﬁ( dlent Signatory Relationship Signature of the financial Counselor
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HNH-00015805 IP26-00006506
Mrs DR.B.SPANDANA ’//:j
16-04-1900 _YIM200 () Rainbow® .

i - Chadrars | (0 BirtbRloht
SURGERY DETAILS

Date: ...... S[ éf) é’ ..............................

Patient Name: M‘[@WB&Pdﬂddm .............. Date of Birth: \%(LI/FMD ................ age: M.
gender: .. 4emall ... ward s oo T i UHID No.: <N — €00 | 580y
a6 — 0000 bALE.

Date of Surgery: O@TDE\%)»@ ............ /aﬁ -1 [J0T-2 [JOT-3 CJOT-4 [JOBGOT-1 []OBGOT-2
Name of the SUTGery : .......cooevveveenn. G N S e

v
Time in qlw ............... Time Out ........ [C}Q(’D ..........................
NAME AMOUNT
= 0

1. Surgeon S %%Fm&%mﬂm .......................................................................
2. Anaesthetist AP, m\hmﬁf .............................................................................................

3. Assistant Surgeon : ....... .DY ....................................................................................................................

o, oTechnicin <. R SA0d e
5. Circulating Nurse &f‘—'{ﬁj ............................................................................. S S

6. Assistant Nurse g\f&qj")egfa ...............................................

Special Equipment: [ Laparascopy [_] Broancoscope [ Harmonic __ Morcelator
_| C-ARM (] Cystoscopy 1 Versa Point | Liver Cusa
1 Neuro Cusa =] PR o s s ciimvermmensai e

Signature of Cifculating Nurse

Signature of the Surgeon

Order No: QQG’QCI'D&?OWK# Order by: Q&D’LC/ wﬂéé&@éﬂqm
Docu. No.: RCH  /FRM/ GENERAL /114 (‘ oY &Q ( &M@ J )




HNH-00015805

Mrs ORB.SPANDANA ¢
16041990 4 , 3¢
Or. Mallavarapy Trip YiM20D )

QU

Circulating staff ................ M

]
J

CONSUMABLES OF OT
| Date : ...70. [Glbﬁ .............. L)y

Qo Technician : ...

A

Z
Rainbow"®
Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litle. Your Right to a Safe Delivery

Anaesthesia Disposables |, 9¥ | Surgical Dlspnsahlas weund 0 ueoa| Disposables (Baby Side) | OV
ET tube Majer-Pack LSQ X @} nj VitK oL}
IMA tures i Cord Clamp O
ECG leads { A j P/N a3 FUSlon 32U |exy| Suction Catheter )
HME filter -/ P/ N 234 ) - Feeding Tube g0 &
Syringes : 10 cc é-;?, {; Vaccum Suction Set
05 cc 6 |, | Gloves \q(j 6, LW')/ 121 Surgical Gloves (|7, r~
02 e LoH |Fcove &84 | mjﬁg Gauze Pack Y 5 o
Q1 cc el Syringe 1Ml / 2ml oL
Cautery plat:{:‘A)/ P/N /ﬁ Surgical blade 22\ Q[//Surgical Blade # 20 OL—,
IV set i LG tube : Koochies (S) il
RL P A % | Cautery pencil =3 Gt
S : 10mi{ 1067/ 500mi / 1000m Koochies g, %
0N et g | Ointments T 126 000004533 /539
ﬁ?&[—_ WQMU Suction Catheter il o !
Fentanyl A B+ Fap, Mask 104ty 1+
Morphine T | Gauze Pack PR 100t
Ketamine— |0 \ Yo A @ _\—Mop Pack 0’}/ il
Bropotel— 17 o, p | | Steristrip -~
Rocuronium o | Underpad 0¥
Glycopyrolate Draw sheet - P
e Vo Y P R Y 45
Ondansetrong—p, ! " | Foleys catheter |G o)’
Pencan 2&¢/ Spinal Needle 22 o} Urobag [
Bupivacine 0.25% i Chest Drainage Catheter f
Bupivacaine 0.25%(Heavy) —Romodrain bag
Antibiotics ' | Bandage
" Mu] el DT © 2| Tegaderm
Suppositories r loban
Anamol : 80mg/ 250mg/ 170 mg Double J Stent
Supridol : 100mg — =1 Vaccum Suction set ol —
Justin : 12.5 mg / 25mg/ 100y ) < 3 Plastic Bed-Sheet-FERBRS @3
Tab. Misoprost : 20pmg = _Betadine Solution @) /t
T,uq’ %g_:__: icroshield D’)—// -
} : Cotton Balls Lesh, /‘_
C. W i &= Tatex Gloves ;3/ il
T+ Lot Olove ‘9'4—? Ramdione Scrub
. 2%l o) Saral

Surgeon

Order No. @?6 ..... 00000?0&,/

Doc. No. : RCH/ FRM / GENERAL / 125

siologist

Nu

aél esthe
r DB Ordered by : @‘SQ,M.C&%%

rse

g@/;w@ OTTec&rg;n




o
X
% & i . : . .
* Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . . , . . '
ital  GrmRpa Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospita . . .
«Rakbiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
DANTE AT
X ELECTRONIC MEDICINE PRESCRIPTION
MRN i : HNH-00015805 Name : Mrs DR.B.SPANDANA
Age / Sex : :36Y1M20D/ Female Doctor : Mallavarapu Tiipura Sundaramba
|
Adm/Reg Date/T Ime%' i) : 05/06/2026 07:03 Payor : SELFPAY
Order Date 1 05/06/2026 19:17 Ordernumber  : 26-0000204535
Visit ID : IP26-00006506 Ward/Bed No  : 3F -DELUX ROOM/DLX-311
Patient Address : 20-1-567/1/6,chandrikapuram, puranapool., Bahadurpura, Hyderabad, Telangana, INDIA, 500064
( ) )
S.No Desc;'riptlfm Generle Name Dosage Route / Frequency Duration Instruction Qty Status
1 gﬂ??g;&%sisoxso 1 Nos External / 10 AM 1 Days 2iNos| Dispensed
2 ?L[gt\;gg\'r%;wmm e 1Nos / Once Daily 1 Days 1Vial] Dispensed
3 DSYRINGE 5ML.{NIPRO) SYRINGE 5ML 1 Nos Extemal / Once Daity 1 Days 4 Nos Dispensed
4 E.C.G ELEOﬂ‘T RDPES {ADULT) |ELECTRODES ADULT |1 Nos Extemal f Once Dally 1 Days 3 Nos Dispensed
5 gfg\'}é%%x,?"ﬂggb%” NITRILE GLOVESM |1 Nos { Once Daily 20 Days 20Nos| Dispensed
8 ?:R?é%%gxgglimm) 1 Nos { Once Daily 1 Days 10Nos| Dispensed
I y
7 |PSYRINGE 10ML (NIPRO} SYRINGE 10ML 1 Nos External / Once Daily 1 Days 2Nos| Dispansed
it
8 NS 1DOML’ACC;J‘ULIFE -EH 1mL External / 10 AM 1 Days TmlL Dispensed
! CHLORHEXIDINE
9 ?QE;EPTEP SOLUTIONS [ \jeONATE2% Tl 1 Once Dally 2 Days 2Nas| Dispensed
BALCOHOLBO% 500
\ -
B E‘L‘fsET'}"és“ 3{ LAYER FACE MASK 3LAYER |10 Nos 1 Once Daily 1 Days 10Nos| Dispensed
[ m 1
1 SSgSZE '&'.5)(7!.5 12PLY (5 SggZE 7.5X7.512PLY 5 1 Nos External f Once Dally 1 Days \3 Nas} Dispensed
12 ?t?ovr{ﬁﬁrz S{?LUTION 10% 1 Nos Extemal f Once Daily 1 Days 2 Nos Dispensed

r /

Mallavarapu Tripura Sundaramba

Reg No : AMC12288

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

Note

*This presrcrip’;tion is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 05/06/2026 19:23 Printed By : SUNKARI SANGEETHA Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbo
Children's
Hospital :r.rm»gm Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDJA 500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 HNH-00015805 Name . Mrs DR.B.SPANDANA
Age i Sex * 36Y 1 M20D/Female Boctor : Mallavarapu Tripura Sundaramba
AdmiReg DatefTime * 05/06/2026 07:03 Payar : SELFPAY
Order Date 05/06/2026 19:97 Ordernumber 26-0000204536
Visit 1D 1P26-00006506 Ward!Bed No 3JF -DELUX ROOM / DLX-311
Patient Addross 1 20-1-567/1/8,chandrikxaguram, puranapool., Bahadurpura, Hyderabad, Telangana, INDIA, 500064
S.No Description Generle Name Dosage Routa f Frequancy Duration Instructlon Qty Status
1 |vaccume sucmionser  |YRSCUMESUCTION 10, { Once Dally 1 Days 10os|  Dispensed
ENCORE MICROPTIC !
2 |GlovesTPE 1 Nos { Onca Daily 1 Days 1Nos| Disp
3 Sg'ﬁ.gAmETER 16 1 Nos External / 10 AM 1Days 1Nos| Dispensed
4 |MOPS 30X30 8PLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos 1Once Dally 2Days 2Nos| Dispensed|
5§ [SGLOVE # 6 [SURGICARE) |SURGICAL GLOVES 6.0 |1 Nes Extarnal/ Once Daly 1 Days 3MNos| Drspensed|
] SPINAL NEEDLE 25 SPINAL NEEDLE 25G 1MNos Extarnal { Once Daily 1 Days ZHNos] [Dispensed|
7 THEMICAR 30MG INJ 10ML 1Nos External } Once Daily 1 Days {Nos| Dispensed|
s |oioxamic 500 MGINJ 1 Nos 1 Cnee Cally 2Dzys 2Ampuls)  Dispensed
9 [aDuLT DIAPERS-XxL 1803 Extomnal { 10 AM 1Days 1fes]  Dispenged
RINGER LAGTATE ;
10 |RL 500 ML CLOSED SYSTEM [goon= ocen 1 Bolia 1 Once Daily 3Days 3fioite]  Dvsp
1 gferEE Sl.{li)l?Jf%RGICAL .:EEE‘F LLED PLATED 1 Nos External # Once Dady 10ays 1 Nos Despensed
12 [SURGICAL BLADE 22 SURGICALBLADE 22 |1 Nos Extemal } Orce Daily 1Days 1Nos|  Duspenses
12 [corionpasaeMsNos [SOTTONBALS 2G-S e Extemal/ Onge Daily 1Days 1Nos| ispensed
14 [SGLOVE # 6.5 [SURGICARE) |SURGIGAL GLOVES 6.5 |1 MNos Extemal { Once Daily 10ays 1Nos| Dispensed
15 |VICRYL 1-0 VP 2345 VICRYL. 30 VP 2346 1MNos 1 Onca Daily 1 Days 1Nos| Dispanssd
18 |ETHILON 1 NwW3M48 ETHILCN § MW 3348 |1 Noa | Cnco Daly 1bays 1Nos| Dispensed
" :ﬂu;‘»?g SUPPOSITORIES 100 1 Nos Extemal { Onge Daly 108ys 1Nos| Dispensed
® EYS:DM?N {OXYTOCIN} INJ & Nos Cnca Daly 1Days §Vial] Disponsad
19 |BUSCOSCINE 20MG INJ e 1Mo External{ 10 AM 1Days 1Nos| Dispensed
o |SUPRINOL SUPPOSITORIES 1Nos Extemal  Onca Daily 1Days INos| Dispensad
21 |DSYRINGS 25MLINIPRO) SYRWGE 2ML 1Mos Eatemal f Once Daity 1 Days 4Nos|  Dispensed
22 |MISOPROST 7AB 200MCG 45 17abs Extemal { Once Dally 1 Days 4Tabg| Dispensed
23 |PENCAN 27G (B/BRAUN) 1Mos Extemal £ 10 AM 1 Days YNos| Dispensed
24 LSCS DRAPE PACK LSCS CRAFE PACK 1 MNos 110 AM 1 Days 1Nos Dispansed
25 [LSHIDCCAIN-SPER PATCH 1008 Extemal £ 10 AM 1Days . 2Nos|  Dispenses
s [SIoAN HEAVY BOIMG M) | p;onyac A B0MG 1833 |1 Nos fCnice Dalty 1Days 1Nos| Dispensed

* This document is st for reference purpose only. Mot Lo be considered as primary report,

Note

* This prescription is valid only for specifled duration.

* Do not roflll medicines.

Prinled Date/T; if-na - DS/0Er2026 19:23

Printed By : SUNKARI SANGEETHA

Mallavarapu Tripura Sundaramba

Reg No : AMC12288

Page 1 el 1




2

Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s %% . . , . .
Hospital = & Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Réjrbiow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
I Tetangana, INDIA ,500029,
! 040-48873000, info@rainbowhospitals.in
i
I .
| DTN
I
| ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015806 Name : Baby Of DR.B.SPANDANA
Agua(jex :0YOMOD9H/Female Doctor : PRITESH NAGAR
Admr{eg Date/Time + 05/06/2026 10:10 Payor : SELFPAY
Order Date + 05/08/2026 18:52 Ordernumber  : 26-0000204532
Visit ID * 1P26-00006509 WardiBed No  : 3F -DELUX ROOM / CRDL-DLX-311-1
Patient Address : 20-1-567/1/6,chandrikapuram, puranapool., Bahadurpura, Hyderabad, Telangana, INDIA, 500064
S.No De::crlpiton Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 SURGICAL BLADE 20 SURGICAL BLADE 20 1Nos / Once Dally 1 Days 1 Nos Dispensed
2  |SGLOVE#6.5(SURGICARE) |SURGICAL GLOVES 6.5 |1Nas Extemal / Once Dally 1 Days 4Nos| Dispensed
3 DSYRINGE! 1ML£(NIPRO) SYRINGE 1ML 1 Nes Extemal f Once Daily 1 Days 1 Nos Dispensed
4 EA’;‘_SYCLO K1IMG INJ 0.5 1Nos Extemal f 1-2 TIMES A DAY |1 Days 1Nos| Dispensed
5 gfﬁ&ﬁ%’f&mi 1 Nos External / 10 AM 1 Days 1Nos| Dispensed

Note

* This prescription [s valld only for specified duration.

* Do not refill medicines.

Printed DatefTime ; 05/06/2026 19:24

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

Printed By : SUNKARI SANGEETHA

PRITESH NAGAR
PEDIATRIC INTENSIVE CARE
Reg No : Medical Registration No. 47184

Page1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow

Children’s _* . . . . .

Hospital sirthft 3¢ Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Rslabow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015806 Name : Baby Of DR.B.SPANDANA
Age [ Sex :0YOMODS9H/Female Doctor : PRITESH NAGAR
Adm/Reg Date/Time : 05/06/2026 10:10 Payor : SELFPAY
Order Date : 05/06/2026 18:52 Ordernumber  ; 26-0000204533
Visit ID . 1P26-00006509 Ward/Bed No : 3F -DELUX ROOM / CRDL-D1X-311-1
Patient Address : 20-1-567/1/6,chandrikapuram, puranapool., Bahadurpura, Hyderahad, Telangana, INDIA, 500064

S.No Dascription Generic Name Dosage Route / Frequency Duration Instruction Qty Status

1 ﬁgg}ZE 7.5X7.5 12 PLY (5 SgléZE 7.5X7.612PLY 5 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

PRITESH NAGAR
PEDIATRIC INTENSIVE CARE
Reg No : Medical Registration No. 47184

* 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 : 05/06/2026 19:24 O Printed By : SUNKARI SANGEETHA O Page 1 of1

————— E&—
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Rainbow . . a
Children’s ‘ ‘Blrtthght

Hospital | BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs DR.B.SPANDANA UHID HNH-00015805

Father/Guardian Mr DR.DAYAKAR Age/Gender 36 Y 1M 20 D/ Female

Addross 20-1-567/1/6,chandrikapuram, puranapool., Bahadurpura, Hyderabad, Telangana, INDIA,

500064
IP No IP26-00006506 Admission Date ' 05-06-2026
Ref Doctor Self.

Pischarge Date  07.06.2026 ©iccHARGE SUMMARY

Consultant:

Dr. Mallavarapu Tripura Sundaramba
MBBS, MD OBGYN

AMC12288

Diagnosis: G2P1L1 WITH 382 WEEKS WITH PREVIOUS LOWER
SEGMENT CAESAREAN SECTION WITH HYPOTHYROIDISM WITH AMA
FOR ELECTIVE LOWER SEGMENT CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 05.06.2026

History:
LMP: 10.09.2025 Obstetric formula: G2P1L1 .
EDD:17.06.2026 Gestation at admission: 3812 weeks

Obstetric History:
G1 - 2019 - FTLSCS (Ind- CPD with oligohydramnios), male, 3.1kg, A&H
G2 - Present pregnancy, Ol conception.

Medical History: K/c/o Hypothyroidism 150 mcg OD
Surgical History: LSCS - 2019

Allergies . Nil

Family History : Mother - HTN

Antenatal Details:

Mrs DR.B.SPANDANA was booked to Rainbow hospital at 3872 weeks of
gestation. She had regular antenatal checkups and investigations as advised

A A H X " L 8 OUT
HARJARA HILLS HYDERNAGAR (HASH A KONDAPUR OUTPATIENT CLINIC SECUNDERABAD (NABM Accredited)  KOND APUR LB NAGAR
31040 - 4246 22

i 1 Epwers cnamas
@ 1800 2122

@ www.rainbowhospitals.in




Rainbow® i C
Children’s ‘Bll‘tthght

) Hospital BY RAINBOW HOSPITALS
Your Right !n?Sa?e Dehvér}
Name Mrs DR.B.SPANDANA UHID HNH-00015805
IP No IP26-00006506 Admission Date 05-06-2026

elsewhere. NT scan normal with placenta covering os, FTS-low risk. TIFFA was
normal. Fetal growth monitoring done by serial growth scans. Growth scan

done at (27.05.2026) showed single live intrauterine pregnancy at 37%1
weeks Cephalic presentation, Placenta: fundo-posteior AFl: 15cm, EFW:
3140gms with single loop of cord around neck with normal dopplers. She was

admitted at 38*2 weeks for Elective lower segment caesarean section.

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was
relaxed. Fetal well being was confirmed by an admission NST which was found
to be reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Procedure:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Py Previous scar intact and 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. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given.

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 solution after expelling clots.

Misoprostol 600 mcg given per rectum as prophylaxis against Postpartum

hemorrhage. Patient was shifted out of theatre to post operative recovery

room.

* Lus not formed

* Cervical os tightly closed

* Liquor clear and adequate

llllllllllll AGAR BANJARA HILLS 8L Ac #d)  HYDERNAGAR ted)  KONDAPUR OUTPATIENT CLINIC SECUNDERARAD

® 1800 2122 @ www.rainbowhospitals.in
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Rainbjg 5 .
Children’s ‘BlrthRight

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs DR.B.SPANDANA UHID HNH-00015805
IP No IP26-00006506 Admission Date 05-06-2026
Delivery Details:
Date : 05.06.2026
Time of Delivery : 09:34am
Type of Delivery : Elective Lower segment caesarean section
Indication : Previous Lower segment caesarean section
Anesthesia : Spinal

Baby Details:

Date
Time
Sex

Weig
Apga

:05.06.2026
:09:34am
: Female
ht . 2.980kg
r : 8,9
Gestational Age: 3872 weeks

NICU

Post

Admission: No

-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well

retra

cted with no postpartum hemorrhage. Breast feeding initiated. She was

shifted to room. Thromboprophylaxis given. 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

Advi
1.
Z.

i Hw

6.

wli.Jab, Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily

for further reference.

ce:
Tab. Monocef O 200mg twice daily till 10.06.2026 (9am-9pm) after food.
Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 08.06.2026
(8am-2pm-10pm) after food f/b SOS if pain.

Tab. Zincovit once daily (2pm) for one month

Tab. Lactare (1 tab )twice daily(7am-7pm) for 1 week

Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily
till10.06.2026(7am-7pm) before food.

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

INDAPUR OUTPATIENT CL JNDERABAD (%

3040 - 42486 2300 040 - 4246 2100 gency 3 040 - 4246 22

NAKLAMCUDA

® 1800 2122 @ www.rainbowhospitals.in
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Rainbow® ® - S
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
F;rﬁm to d_Sa;Dplwwy
Name Mrs DR.B.SPANDANA UHID HNH-00015805
IP No IP26-00006506 Admission Date 05-06-2026

(2pm) till breast feeding after food.
8. TED stocking x 2weeks
9. Tab Thyronorm 150 mcg OD till further advice

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.

Review with Dr. Mallavarapu Tripura Sundaramba, after 1 weeks on
13.06.2026 at postnatal clinic with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Cesarean 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 disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.D0o 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 [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. You can also take
appointments at any time by going online to our
website www.rainbowhospitals.in

BANJARA HILLS

KONDAPUR OUTPATIENT CLING

@ 1800 2122 @ www.rainbowhospitals.in
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- G 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  Srign TEL NO :040-48873000

i WEB : https://rainbowhospitals.in -

ADMISSION SHEET

Registration Details :
Admission No : [P26-00006506 Admit Date : 05-Jun-2026 Admit Time :07:03 AM UHID : HNH-00015805

Patient Details :

Patient Name : Mrs DR.B.SPANDANA Age :36Y1M20D

Guardian : Mr DR.DAYAKAR DOB : 16-04-1990

Gender : Female Religion

Occupation : Martial Status

Address (H) - 20-1-567/1/6,chandrikapuram, puranapool. Phone No : 6302034291/ 9391103243
Egggg:rpura 'Hyderabad Telangana INDIA E-mail . dayakar126@gmail.com

Jetdmission 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 DR.DAYAKAR Relationship : Husband

Contact Address  : 20-1-567/1/6,chandrikapuram, puranapool. Phone No 1 6302034291 / 9985095493
Bahadurpura Hyderabad Telangana INDIA
500064 ‘

Doctor Details :
~octar Name : Dr. Mallavarapu Tripura Sundaramba Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode :DC/CC Card Payor Name . SELFPAY

Printed Date / Time : 05/06/2026 07:12 Printed By : 020635 Page 1 of 2
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Date Procedure Quantity Order No. Signature
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MEDICATION RECONCILIATION FORM

Drug Allergies: W\\@ .......................................... ~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)

SHHUNY FIOMLL ooviinsnsoosseninensinsiipisssisssiss ciatimsiintbsessin OB D07 cnrossvsvunenssinsinsoimivasvonsinmassssmsarmmaisamsiie
S.No (Gsusngﬂﬁfgﬁlﬁr II.EETTERS) (mg?:ﬁ:g) (PO, :%ULE: tv) | FREQUENCY lﬁ:tseT/DT?:ni ?gﬂ?%l'gg
1] “T-TRoN ATAG o 0D ar\e Oc &ne
) T CRLCUPN AR P SD C\—\‘g Oc 3bC
3 | - THYRoALRM: \Semeg po oo q—\ & |oc zec
4 [0c Jbc
5 LJC [IDC
6 OC OJDC
7 (JC [JDC
8 JC OJDC
9 [JC (JDC
10 (JC OODC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
N Y

Nurse Name & Signature: ...........cc.ocooveeeeeimenerccesee e S8 e,

DALE & THTIE © oo <l
Docu. No. : RCH/ FRM / GENERAL / 090
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Mrs DR.B.SPANDANA Rainbow® .
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LT Hospital
= DRUG CHART

Date of Admission: g\%pxb ....... Drug ANIErGIEs: ..o NI . W any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
n | 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.
S0S / PRN (As Required Medication)
DRUG : Datey
Dose Route | Frequency |Start Date I
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
i Datey
DRUG : Tie
ﬂ Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
| Dater
DRUG : Tie
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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[ whue: ANI (€ fotarime TDi%?e]’
Dose Route | Frequency StaTEate i
AGM | TV 3D Ty 1 Y,
Name & Signature of the Doctor e ALY A o T
Startin 5the Drugs: % i .f) TR
D‘ \V\aveeno > .
Additional Instructions: \
-
AT
Daily Doctor's Endorsement by a Sign
pRUG : T M3 - CEPTR A xane DAl [\ |
Dose | Route |Frequency Star‘ Eate Q,'p DA o ,’
Aam [2v | 20 | sl R [
Name & Signature of the Doctor ) %‘ N oY
Starting the Drugs: \ =
\ O X LA -
F"I\)" & k (—\be € { fr'/,_v /L
o~ e «] 2
Additional Instructions: ¢ > ¢4 &Y | =
_ b ol T — i
ATO |
Daily Doctor’s Endorsement by a Sign N
DRUG TR PANTC Poptol [DAEING b\(a A\
Dose Route | Frequency |Start Date )
Honvp | Plo o) | 5/«
Name & Signature of the Doctor KN
Starting the Drugs: T~ RS EANE Y
oM 4
Additional Instructions:
Daily Doctor’s Endorsement by a Sign =
DRUG : PARACETA MO L paler 5\1# ~
Dose | Route |Frequency [StartDate| ,+J M| |
il IR D 2 S
Name & Signature of the Doctor b L
Starting the Drugs: 0\“ 17 ™
MY PANRA ) —
Additional Instructions: -
Fa\
|65 |
Daily Doctor’s Endorsement by a Sign &
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DRUG: DICLO FENAC

pacia fb

Dose | Route |Frequency |Start Dt.

som|| /o | TID | S/ &* 1

/
N4

b

Name & Signature of the Doct
Starting the Drugs: m‘
w Z i

ig'

Additional Instructions:

Daily Doqtur's Endorsement by a Sign

DRUG : Trrw,-mkom.-

NG

Dose Route | Frequency St7rt Dt

100mg Ho | 0 |5/4

Name & Signature of the Doctor

Starting the Diggs: (}W
l. i _r/
PV 7

&,

Additional Instructions:

Verified by .
Dr. Dhakshayanl

Daily Doctor’s Endorsement by a Sign

DRUG : SUMATR|PTAN

Dose Route | Frequency | Start Dt.
26‘@ f/o ) -$7r}4’

Name & Signature of the Doctor
Starting the Drugs: -

ey -

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG: ENOXAPARIN

Date»
Tir'n $ 6 &3

Dose Route | Frequency | Start Dt.
fov | 5/c ) 5-7:

Aoty

Name & Signature of the Doctor
Starting the Drugs: /

PWAMiy

Additional instructions: T0 STAET
APTEN- OBGYN CONSOLT

Daily Doctor’s Endorsement by a Sign

Verified by
Dr. Dhakshavani

Verified by
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Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward ...
DRUG:— . CerFrinime 1[_];;%* q v
Dose | Route |Frequency |StartDt.| / i
lq W BD ¢ (6 [
Name & Signature of the Doctor )q R
Starting the Drugs: ;)‘“ >
e J
i
Additional Instructions: (/

Daily Doctor’s Endorsement by a Sign

DRUG: | CEFofDoxime g?;ee

Dose Route | Frequency | Start Dt. 'é
Zeew | Plo | 8o | Cfc [W

Name & Signature of the Doctor
Starting the Drugs: s

T

(2
Nl
(

-

Additional Instructions:

MaNoceE— O _((@ P
|

Daily Doctor's Endorsement by a Sign

DRUG : 7. PAAeZrAMSL Dates \o ;No

Dose Route |Frequency [StartDt.| o v |G
Aol oo | To | ¢l [(@])

Name‘& Signature of the Doctor

Starting the Drugs:
g {bl;'/w"(w W/
"N

Additional Instructions:

Dmf—».la #@

Daily Doctor’s Endorsement by a Sign

2

Date»
i' e

DRUG :
Dose Route | Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108




B B e  —

P S =

P RSN SR S T T IR RN e ST —

S

]
i 1P26-00006508
:T-H:::’s?:nom ()5
16041000 38YIM20D () Weight 1 Ward
- Or. Mellsvarapu Tripurs e B P R L S
T VIR ———— o
(5 TIU'Ie Nuzsa Sig. l Nurs&Sig‘ l Nurs‘e'Sig. I Nurs‘a' 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 . e Dom Eides
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: — pose — i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu‘le _I_Ruzs;Sm. [ Nurs;Siu. I Nurs&Slu. Nurs;Sig.
Dose Dose Dose Dose
DHUG : 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 e o = fross
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Do oo G
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: I Dosage & Other "
Date Time Medication Inks lipwE Route Signature Nurses
TNT PANTeR - ( Y,
*S\(: Q‘, ‘ F sl e C%umG XV s 2
( Thol MEtecio ol D ™) ey
S\u i:uUP“\\ ' PROMIDE oM ANC [ Q |
% =
7 =
5'/ ¢ v Oy =
6| WSam [ Tranexamec A g =
e |101Cam | Disofenac loomg | - o 3
§)Q 1O1Sam TIATUADOL [o0M9 /1 M (- =.
0 DEHJML OM'
e | 1005, | ugNoCaINE gej, o | U
DEamAL (' i
. v :
g/z lojsan| UGNOUINE| 57/ pATLH L |
‘ T PAR ACETAMOL ~ ) |
@15 W SFum AR iQ\"\ AV C" s
Page: 3/4 ' (P.T.0)

Aq payLiap




Y, , . .1 |
|P26-00006506 L.

HNH-00015805
Mrs DR.B.SPANDANA

i wrwmsomr w0 was

Q{\ puSp 0 |l e e e T T e
\e R\NGeR LACTHTE| 7 &
< 9 q AN Dﬁ 5 /L (L
o P -
INGETL —
<t [9m | werare tv | 1600 0“ (- f/( (\M' a@’
k| |~ @
€ 4 O YUN et W 3 ‘
PO | Gerare 4 £ (m @/ e /’ &
Zv OXYTOC N €00 ¢ Cami
N E I t :
e Jhole U&C’rﬂrn’ LA Oy @/ a | L @9)...
< \,
> @
_ RINCER :
0 J (OO @r |
ol gx&“ Lerar e ( it B @}/k Sk =
- @ 7
RIVGER :
o |\ ., |
G AN LACTATE Y 'Ezti\/;. & gé\ Gt |1 g
Ne lop | AWOER AL Al | 1A
(ACTATE (¥ o /@/"’
| " \conl =
A6 st e .l ) > @2' 28
VA kS
W\TATE o | BT [
o Sree—— .
N b
e

Page: 4/4

—

e s s e e
= e ey
e sl . .
B Ny v —— 2
’ s et ——
- —— e, 2SI P i oot s it
e 4 e



n'"il. 3“’”‘200

iy IIM

]
.

A

RESULT SHEET

§

R b "
A ‘BirthRight

Hos pita| BY RAINBOW HOSPITALS

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

Date

ol L

Time

Hb

10 6

PCV

10-&0

RBC

WBC

£¥x0

N/L

Platelets

Q0!

CRP

ESR

PCT

RBS

Na.

K

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

P Tocu. No. : RCH /FRM / CLINICAL / 0138
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.........................................................................................................................................................................................
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Early Warning Observation Score Chart - Obstetrics

'lr’o CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
g\lo\ TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date - B PR -
Tme (f 8) 9 V10) 1 1 314]65 7|8 10)111212345'67

> 30
21-30
11 - 20

0-10
94 - 100 %
<94 %

Administered 0, (L/min.)

40
39
38
37
36 = il [iEai b1
35
< 35

170
160
150
140
130
120
110
100

0 );:/ 2.7 PGl PR s
70
60

| 5 0 -
IO N - ) i 5 e ) i ) K 0 )

190
180
170
‘ 160
150
140
130 =
120 vV - 'ﬁ(
110 X oy k
100 A AT A Al N
a0 T
80
70
60
S0

130
120
110
100
90
80 v
70 &7
60
50
40

- ="
NEURO Alert T 1 =

RESPONSE Mowe
[¥] Pain
Unresponsive

RESP
(write rate in
corresp. box)

Saturations

2,dwsa)
(%

8

.

ey ueay

™

A
g eT ey

=y

LT

£

,_‘..
=~ 4“\9

-

e
anssald poo|g 21|01sAs

AV

522
3

18-

-
ainssalq poojg Jljolselq]

URINE > 30
mils / hour <30

= tein + +
ProtelnurlEJ Sto e_em
Protein > + +

Lochia | |-Normal S 4
Heavy / Foul
Clear / Pink —

Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

Liquor

e
(74

ys 2

©
Pad

SPR
3
R[[d
)

\
@hs
N




@ °

-

Early Warning Signs

[ Obstetrics and Gynaecdlogy ]

e

-

Complete a Full

~

Set of MEOWS
Observations

J

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\. 4
4 R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
" Repeat Obseryations
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

Date
- sl Pt
g((o Time | 8 | 9 11121'\2)345(?\789(1_0)111212345'@)7
> 30
21-30
11- 20
0-10
94 - 100 % [«
<94 %
Administered 0, (L/min.)

40

39

38

37 . r By T (T = &
36 = \ = did A
35
< 35

170
160
150
140
130
120
110
100
920

80 U o
70 %’1 “(-u 2

60
50
40

190
180
170
| 160
150
140
130 1S —
120 14U
110

RESP
(write rate in
corresp. box)

Saturations
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I
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NEURO v

RESPONSE L
[v] | Pain

Unresponsive

URINE > 30 —
mils / hour <30

Proteinuria Pmt?m r+
Protein > + +

Normal — -— — ——
il Heavy / Foul
| Clear / Pink
Green
TOTAL YELLOW SCORES O
TOTAL ORANGE SCORES (e
Nurse Initial Al
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Obstetrics and Gynaecology
Early Warning Signs

n

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
4 ) 4 R

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

\ /

(" )

> 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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It takes a lot to treat the littie.

[ FLUID CHART |

\

f
Lt

-

ow

.Birth
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make a

dditions across the page to obtain 24 hrs. total of intake and output.

i Intake

' Naturé

Time | of Fluid

Date ‘

Route

NG | Diarrhoea | Vomit

Drainage

Urine

IV Site |

Thrombo-
phlebitis
Score

Sigﬁ.
Nurse

Mouth

LV

N.G

09:00 am

/ 08:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

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 Output :

02:00 am

03:00 am

=] [Pl

| 04:00 am

\r/

06:00 am

"‘-“.__7_““
| % ot

\Ej\ 05:00 am
5

07:00 am

) 4P

Total Intake :

Total Output :

Total 24 hrs. Intake

Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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[ FLUID CHART |

SBBEING. o s mssmmsinas

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.

iy e Ouipt ~ [wsw]
Date | Time gaéﬁ:i% Route NG | Diarrhoea | Vomit |Drainage | Urine | Pgiebitis Sﬁgé
Mouth LV N.G
0am |9y~ |\ [mnﬁ h
0900am | g | o { Qo) il o) &
&0 1000am | 9| ‘@ | \gow o ]
moam (gl | O [tpo /Pl’a/ B
1200m| QU | §  [\gpe T
0t00pm| | ) |\ comd] !
Total Intake : Total Output :
0200pm Q- i, e, : P Q()Dd-b —
03:00pm | g1 [0S Vi
N0 [ 0400m | KL [00+, pa X 0 i
4 05:00pm | K[ 0 R 2 &
06:00pm | > | / Vi \Sord—\
o7.00pm | ) o |7 \
Total Intake : o Total Output : )
08:00pm | \ / o "
] | hmép ) 7 )
10:00 pm QL} ’é}m {mr"f é o D/ 4 X
11:00pm | ¥ "Nlmpt |/ f\‘d‘ Y ) — d
zovam| | X | [/ /[ i
0r00am | | AW imong | ¢
Total Intake : ‘ - P Total Qutput : )
0200am | AR / A
G0an 5\/ A [l f 7 } 0
MWam| V|, B v
0500am| \ W [mv,f §/ B I Ft 1
06,00 am ww | z Deord LT~ ‘@“ﬁﬁ.
700am Kl [/ % T 1) |
[ e
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes @ lot to treat the litte. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

N

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 t Tvse |
Date | Time Oﬂagﬁjr% Route NG | Diarrhoea | Vomit |Drainage | Urine T;gr%ﬁg l\?:l?ge
Mouth LV N.G
08:00am | QU \n(‘me‘ d
09:00am | Q| lcom) £
(}\Q 1000am | o |<dly hoom) L] P )
fto0am| ot | 1 licom) ( l ) amiZ®
aoml ol %l 71 T U 1T /1 1o
0100pm | Q] \oomh” \
Total Intake : Total Output :
02:00 pm
03:00 pm _ P A
0400 pm AT § o Vs
(\(ﬂ 05:00 pm U ¥ \éq/ © \\S( @f—i,,
6oopm| [ [Wo- P a / !
o7:00pm | | e
Total Intake : Total Output :
| 08:00pm| ] |
09:00 pm / / / I
\CQE.Q 10:00pm | \:Lgc[ﬂ} " A i / | " |,
\\(\ 11:00 pm sl ¥ (\ Q! V ‘]ﬂ,\
o 12:00 am AV | il —
01:00 am 4 ‘ =
Total Intake : Total Output :
02:00am | | R
0300am | [ P ral |
\c\\\ﬂ o400am| [N 0 N / [ [t
o™ [oso0am | © N R 0
X : -
06:00 am # /)
07:00 am l v |/
Total Intake : Total Output: U — 3 ™M~
Total 24 hrs. Intake Total 24 hrs. Output
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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.

BY RAINBOW HOSPITALS

' Al Output -~ | wsite

} T 2 Thrombo- .
Date | Time gagfu’}% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis | Sion.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am padl

10:00 am /

&

£ L

)
Qb RN ;
k;l‘ 11:00 am X \%

4 o 11—l

12:00 pm (\ e /
0t00pm| | e r

Total Intake : ; Total Output :

02:00pm| | o Vi

03:00 pm l “ /

\2‘ 04:00 pm o ‘- mesa
\(; 05:00 pm b

e ]
4,
>

2 06:00 pm \T /

07:00 pm

Total Intake : Y Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

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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v | [ Maintain Airway and Oxygenation [1 Relieve Pain & Discomfort [7] Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status '] Maintain Skin Integrity
§ [J Maintain Personal Hygiene [ Prevent Infection [ Meet Eliminatjgn Needs CI Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
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(] Relieve Pain & Discomfort

[]] Maintain Fluid Balance

‘-,EV/Improve Activity Tolerance

B(Maintain Good Nutritional Status

Date: (6./@//"56 ..........

(S Maintain Skin Integrity

Monidey the vikals

Smandeved. the vitaly

[}
= [1J Maintain Personal Hygiene (] Prevent Infection [7] Meet Elimination Needs [l Ensure Safety ] Early Ambulation Reduce Anxiety T Patient & Family Education
S | [ Identify Potential Complications [T ANY OHNBIS. SPBEIY. ... ettt ettt ettt
. = . " I
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g,“s?g,.';?ﬁ,‘:
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NURSING SHIFT HAND OVER FORM

.Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

S

Diagnosis:

g—— Any Infection: CJYes [INo -Zrﬁot Known ]
g If YES SPECIY: .vvevvereeerveerreeseseereriessnsnneess
'v:: Surgery / Procedure: Q L M@ o . [A Prost OP Day: }ﬂ).— @‘
r-[ | 6 LG v 0
o | Date . A b 5 \e M,[l
% - ol P L L “:§C : uES ]
Medical Condition
§ (Any special condition to be noted): e e — — |Ues |E)) (S
q .
& | Diet: . PN _ NV)M = sold died <pfddidd
| Allergy: OYes CNo|O Yes/C‘.—No/ O Yes Ei.Né/E?ﬁé ofo |0 Yes &l |0 Yes LG
Ventilation (RA, NP, NIV, VENTI): = | =" — —
_ Tubes/Drains/CathM Ol Yes (I No b+¥es 0 No :;._\/(ea/'j No [ Yes 2No |0 Yes o |0 Yes AT |
! g v L
& | Vital Signs: Tmp: | AN |ep A | q74F [ Gs L—qE 983
2 Rest | o |OChoM | Sph)e ol— | Qv | 226k
2 500: | qq |8 a9/ oYl | bl | 100bmn
2 Puse: | ¢ > (Rl QB0 | b —| S\wln | 220k
BP: | WA 1oAXD II0F, | 18s, W ldr |y o T re
LOC: - ~ - = =
Fall Risk Score: - B =il - —
Pain Score: , — o\ =] = -
Skin Integrity OEOCd )00 Go — G’mod\ G000
Safety Needs: [Yes CJNo |C) Yes CINo | \ﬁsvcl No | O Yes Cuio |-es CINo |00 Yes < No
| Physiotherapy: = W e — | — s
g Others Specify: |71 Yes £7N0 | 0 Yes &LMeT1 Yes T No 00 Yes (A0 | O Yes =410 | Yes-2No
3 Special Diet: - = — — =
& |Critical Lab Test/ Values: == - o = —_—
g Other Special Orders / Medications: | Yes ;,No’ﬁ Yes-=TNo | O Yes \i‘Ny'ﬁ Yes Cpho | L Yes =MNo | O Yes =ho|
& |PU Prophylaxis: [l Yes (LNo[D Yes [-No 1) Yes [0 L) Yes 2o | O Yes =-he | Yes CLNo
DVT Prophylaxis: OYes JNe |O Yes'i?ﬁf O Yes @Ntf C1Yes @ No | ) Yes &o | O Yes o
ADL (Dependent / Non Dependent): e)edd -~ — — 1 P
faes L §
| Post Operative Procedure Special Orders: o = il _— -
________ - NG 1 ;
Handed Over By Name % \ =
AOn 2O Y \g&;\) o Wtﬂj
7S|gnature /1D G & W &\
Date| g\ele | oA LU olche '—Hé [Lb
j o | e L €0 7 en
, Taken Over By Name : d_.\\d&y M Mo ﬂ—m&l\k W\Q&\l
Signature / ID : @/ ' | ‘\'/j . ' +J
Date: WO Iglfte [¢\b lglels 16 (6004 4[@ 2 ﬂ
L S ooy | GeC | Pan. | Serl BAwm
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Signature of Ward In Charge :

Signature : .......... ...
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Children’s BirthRight
\\ \“\\\“M“““ . Hos pit al . BY RAINBOW HDSgTALS
CH EcKL'ST FO H TH ROMBOPHLEB 'T ?/? 1t takes a lot to treat the fittie. Your Right to a Safe Delivery
4 =
DAY-1 . A~ DAY-2 /¢  DAY-3 .
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E / N (W] E N || E (/ﬁ P Remarks
- No signs of phlebitis / " =
1 IV site appears healthy b 0 . O % O o O
One of the following signs is
9 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula — O 0
* Slight redness near IV Site ;\Qg ©
i Of. e following Sign Early stage of phlebitis /
3 b ey Resite Cannula é — a
Pain at IV site Redness ko |~ 0 "4
2\','132,:?? falkowg e are Medium stage of phlebitis / =
4 | Pain along Path of carnula ?esqe Catnnula Consider e N e O
Redness around Site Swelling Ll IV D o
2",'3;;{'2;3"5&”;25;9"5 are Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘e sedtllii L 4 e | /\]
Redness around Site e site Cannula Consider O | O A,
Swelling palpable Venous cord Treatment /\f
All of the following Signs are
evident and Extensive : Pain ?h?;i:lggghsléz?sso; O » ko
6 along Path of cannula Redness o , 5 T Ar
around Site Swelling palpable gutiateltreatment Re site he
Venous cordpyrexia annula
Signature of the Nurse @ o 1 )‘ﬁ’ (lr @ ﬂ
s T

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.




"2
“ Patient Sticker Rainbow”® ] oy
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o s St bl
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | E | N M E M E N Remarks
IV site appears healthy . %Ohgiegr:z ggﬁﬂﬁgms / 0 ‘ i
yu- o
One of the following signs is
gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
;:\éoeggc}l;ﬁtfollowing Signs Early stage of phlebitis / 9 . -
Pain at IV site Redness ‘Resite Cannula
A"-g f t{] ¢ following Signs are Medium stage of phlebitis /
gvident ; . .
Pain along Path of cannula ?esi[e Catnnula Consider 3
Redness around Site Swelling Feaimen
23,3;}? gggﬂémﬁgligns are Advanced stage of phiebitis or
Pain along Path of cannula tFI;e sittaréof thrlonébopfgebltls/ 4
Redness around Site Te Site ::nnu a Lonsider .
Swelling palpable Venous cord reatrmen
All of the following Signs are
evident and Extensive : Pain !‘;]dvanced St%?? of
along Path of caphufa Redriess t I ?mbophle mS/R . 5
around Site Swelling palpable Init ateltreatment e site
Venous cordpyrexia Gannula
- ' Signature of the Nurse
10 '\ -

NOTE : Phlabitis greater than grade 2 should be reported to physiclans and other appropriate health care personal ongoing abservation of the site should continue for 48 hours post remaval o detect post infusion phiebitis.

Signature of Shift Jn Charge ;

{15 1] T NAME o ireriiiesstresimrmsersraesemenstensnssesmaraens

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

Signature of Ward th Charge :

BT 1 111 (- O NARIE & o.oecesierssnssnsssssnsnssonsnsmssmmsssansenssese
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Mrs DR.B.SPANDANA ) ) ,@
18-04-1900 BY1M200 (F) ‘ 4 - =~ @ ’
Or. Mallavarapu Tripurs Rainbow . . R
“m“m““m\\m“m Children’s BirthRight
m ““ . Hos pit al . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e
] 'l 4 / i
Date / Time 2 1
Choose Highest Applicable Score from each Category : § Q l o€ / 6 é% Fall Risk Grading
Score m L / é]
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst(ehl;:g}Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
. Yes 20
IV / Heparin Lock or Saline . ) =0 20 %8, Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rreventmn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Ri 1 Risk Fall
Mental Status igh Risk >3 :
Oriented to own ability 0 ;’,{Z‘:ﬁgﬁggn
Total Morse Fall Scale Score: ~0) <0 /Q/O
>
Signature m é [,(/—p
N
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions ("] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ("] Hourly safety check
(1 Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Mrs DR.B.SPANDANA
16-04-1980 8Y1M20D  (F) ) )
Dr. Mallavarapu Tripu

i i Rainbow” L
i ok | @ girpigh
|  PAIN ASSESSMENT FORM Hospital _ | ) zimn:

7z :

Your Right to a Safe Delivery

- Pain Stofe : : 2 Modifying | Patient / Family : .
Date Time 040) | Location Duration Acuity Character Eactnrs Educat‘eg_r_ i ‘Imerventmn Sign
| [} Continuous | [1 Acute [ Sharp (] Dull ! Increasing [ Yes wla
§i 4 he gc!ﬁm 0 | V] i [ Intermittent | 1 Chronic [JAching ] Burning | [] Decreasing | [ No K
[] Continuous | [ Acute [ Sharp (1 Dull [ Increasing P T s
du% ’9/?0\ 0 )LD A& | L Intermittent | ] Chronic (] Aching (] Burning | [] Decreasing | [ No 4
. B U ("1 Continuous ;L,Acnfe/ ] Sharp =Dull (1 Increasing —TYes
54 6/ ] @4 O/ [’O o0 ! | ntermittent | [ Chronic [] Aching [] Burning Wasing 1 No .)
v \ o
} [1 Continuous | [ Acute 1 Sharp [ Dull ['1 Increasing T Yes o
5/ 6 }Lé (p’a—f) O e %a [ Intermittent | [J Chronic ("] Aching 7] Burning | [ Decreasing { | No N
' Ky ™1 [ Continuous | €7 Acute ] Sharp F(BEII/ " Increasing

&)é /M‘O ) c@ J 7 Intermittent | "] Chronic ] Aching ] Burning " Decreasing | [ No
: [J Continuous | [ Acute ] Sharp ] Dull "] Increasing W
é ] ﬁr\ /J’Q' 1 Intermittent | I Chronic ] Aching 1 Burning | ] Decreasing | “ [ No s

D m
[J Continuous | CJ Acute ] Sharp [ Dull 1 Increasing | /T Yes
é//g cg/'\/ ' D ] Intermittent | [ Chronic ] Aching [ Burning | ] Decreasing | [ No
[ Continuous | [ Acute (] Sharp  [] Dull [ Increasin  Yes
e lepn | 0 |y . | . . " He
[1 Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing

&j
<.
%

A=Y T\%@F £

;;/6’ f ﬁT’VI y (] Continuous | --Acute (-Starp [ Dull [ Increasing
2 /YA | Cmtermitent | O Chronic | 1 Aching (1 Buming | O Decreasing | 0 No
L] Continuous | [J Acute (] Sharp (] Dull [ Increasin LI Yes
[l Intermittent | (| Chronic (] Aching (] Burning | [J Decreasing | I 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)  Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



{5

O

13

« -

" Numetlcal Pa!n s:=ale‘( gletric and Gynecology)

PAIN ASSESSMENT TOOLS

i I |l l 1
1 ! T ‘| | 1 1
1 H 3 4 5 8 7 8

L]

Wong - Baker (Pediatrics) Above 7 Years

DOEO®®

No Hur! Hurts Lmla More

\

Huris IJtﬂe Bit Even Mnra Hurts Whnle Lot

2

Worst
Pussible Paln

&

10
Hurts Worst

FLACG PAIN ASSESSMENT SCALE (1-Month 1o 7 Years)

; SCORING
CATEGORY
0 i 1 ] 2 {
g [ j H
. Qctasional Grimace or Frown, * Frequent to constant frown, [
_,Face No Partieular expression or smils withdraw, Disoriented guivering chin, clenched jaw
Lags Normal Poskion or Relaed Uneasy, restless, tense Kicking, o legs brawn up
- '| Laying quietly normal position, Squirming shiffing back and
Activity .mgveg ﬂﬁsny’ ° _foqrﬁf. tenge o Arched, right, or, Jerkmg
A 1., 5 (IR L]
. Moans or whimpers dctasional Cryin} stéadlly, séraams of sobg,
Cry No Cry (Awake or asleep) complaint e e frequgnt complaints
- Reassured by occaslonal touching, N
Consolabllity Content, relaxed hugging, or being talked ta, | Difcult to console or comirt, 4 Nt
distractible
» o i
Neonatal Pain, Agitation and Sedation ScaI‘e (upto 1 Month), p "\ .
. 3\ \ L
Assassmont Sodatlon Normal R Pala/ Agitation )
Critetia e i
. - T
2 1 | 0 . 1 R} 2 . ’T.‘ \; .
Crying No Cry with painful | Moans or crles Appropriate crying Not| irritabls or erying at | High-pitched or silent-
Irritabllity stimull minimally with painful} rritable Intervals consolable | continuous ¢ry ¢
stimuii Inconsolabla S
Behavior State | No arousal to any Arouses minimaliy to | Appropriata for hesﬂéss, squirming | Arching, kicking Eonstantly awake
stimuli stimuli gestational age Awakens frequently | or
No'spontaneous Litdls spontaneous Arouses minimally / no movement]
movement movement {not sedated)
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli ntermitient continual
Exicemities | No grasp reflex Weak grasp reflex | Relaxed hands and - lMeqnntenf ' Continuat Glenchei! i
Tong Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or | Iricrease 10-20% | Increase greater than 20% from
RR,BR 8a0, | stimwll variabflity from normal for from baseline baseling, 5a0, less than or .
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equaito 75% with stimufation -
-apnea stimulation - quick | slow recovery Out of sync or
*TeCOVEry fighting ventilator

~/
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It takes a lot to treat the litthe,
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Your Right 1o a Safe Delivery

PRRPC— =
= nate:[7| [ )P 19/ 6 |£4{ |
Time: - ‘\rl "V.I“7 FJ —1 —
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: i o <

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L/
without assistance. to completely turn self independently. independently. k4[
2. Chairfast : 3. Walks occasionaily: 4. All patients too young to ambulate;
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; ‘ : ; : : )
of physical activity” Confined 10 bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a Y

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. Gompletely 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.

i
1

Moisture Degree
to which
skin is exposed
to 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 only 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.
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%; hemoglabin 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.

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

24

3~

Evaluator's Name
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Support Surfaces
Risk Score Category Action {Please Note: Only requirad for children who are deemed at risk due
' to altered mobility, consider occupation therapy referral for advice
Reguilar Turning Schedule . _
‘ Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for hightrisk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
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 mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
+10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequentiy 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
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LABOUR AND DELIVERY NURSING ASSESSMENT

Baseline Information:

Date of Admission: S‘lﬁ;l?b ........

Admission From: ER [JOPD /Aﬁm/ission Desk L OIhers: SPBCHY icasisivssmusmmimsmisirsiiimi

Primary Language: ) Telugu _rEnglish _—=Hindi [ Others

Doyourequireaninterpreter? [ Yes [ No

Source of Information: [ | Patient /_.Faﬂflly/ Others

Personal belonging if any: [ 1 Jewelry [ NoseRing [ /Bangles [ Anklets [ Finger Ring [ '] Bracelets

IRATNIOM VBT T ..o rssnsssssssmanvensassmernsmsnssnsmsnnsnspasmnensssassnashsRERRars o aame s ATE AT A AR SRR AR TR A AR AR ARSAT VT A S Ses s s Ras s S BT R

Allergies: [ |Yes ["IMedications (] Blood Transfusion [] Food CTOher: .ot '
EWBS , HABIETY .ottt bttt b s e b e b e e ases e s e s e b e st b s s eat b e es sk e a b e b et s eb et eseebseateres

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

.................................................................................................................. Name of the Doctor: .17 NayRews
....... ’ Time NOtified: .......ooeeveeiiieei e
Past Medical History: Obtained From [ Patient [| Family Member [ Medical Record I Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
— —
=
Blood Group: O'\Vf. « LMP: . ‘D\Q\L{ EDD: . \3’\5\1/{ Gestational age during admission: .....................
CONrACtioNS: ...cccveevieeeeicee e Vaginal DISCRATGE: .......cccvevevivicriieetceete et es e
Obstetric History: g Pl PRNUREN F— Previous LSCS .. f&f:......
Height: ............... Weight: ............ BMI: ..o
Temp: e, HRB .o BB e sisas st BP: i cssianniivinivis PO, .- coviniiiisdisn
High Risk Factors: (Please select by ticking (v ) the box as applicable)
Hypothyroidism 1 Rh Incompatibility ] Fertility Treatment
[ | Hyperthyroidism | Previous LSCS (1 Preterm Labour

[] Hypertension | Gestational Hypertension _1 Others: (Specify)
[] Diabetes | Bad Obstetric History
(] Anemia Obesity (BMI)

Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139

(PT.0)



Patient Sticker

Family History; o Abnormalities Detected
[] Heart Disease L1 Hypertension [7 Diabetes [ Stroke [ Seizures [] Kidney disease

[] Liver disease LI RO s ssissiminiomms it o s s e s s e St s ea i B s s et e e

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

Fall Assessment: }ves/ (INo Score......... (complete the Morse Fall Risk Assessment Sheet)

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

FUNCTIONAL SG[!EENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem 1 Walking Problem [1 No Abnormality Detected
(1 Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L] Overweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
1 Under Weight LI Diabetes Mellitus [ No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Halm & Cooperative [_| Restless [ Depressed [] Agitated 1 Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: ] Single M ["] Divorced 1 Widow

2. Special Habits: Smoker: [ | Yes [ INo Alcohol Abuse: [Yes [ No Drug Abuse: " 1Yes [No
S0CIAI HISTOIY: LIVES WIEN ...ttt bbbttt ens

Orientation has been given regarding the following aspects:
Call Bell in Reach : es [ No Waste Disposal Explained:« 7 Yes ! No

Infusion Pump:  [Yes [1No Hand hygiene Explained~” I Yes [ No LI Others

Orientation NOL.QIVEN REASON: i.iiuwsisssiimesseiiiimivitonasivn sesmssssnistinsnsstssssontsnnissin
Nurse SIgRature: ........ A} SA= S iinin

0
Nurse Name: ............... 1\&()\3\0'@g ............

Date & Time: ............ (A’\C,lt .....................
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CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: DR+ TRIPURA SumrfieT Date of Delivery: 05 -0O6 20286

Assistant Surgeon: DR. gR\LP\t&HW\t Time of Delivery: Q v 9F AM

Anagsthetist's Name: ™ Servo R Gender of Baby: e N\Pc‘-\.e

Type of Anaesthesia: APl AL BARCITTee Weight of Baby: 9.GQ |(Q

Neonatologisﬁ DR. ANKET AGPAR Score: 2. 9 J

Scrub Nurse: S[ N SOSHLCLA - NICU Admission: [] Yes .,,@’No

Pre-Operative Diagnosis: & &2%\ L, f 3,3'*1\,3\@ € Prov (LSS T kielo H\Tpo o e
Dm =1 Emergency Indication: ........... B 688G

Urgency

C1 Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening
0 maternal or fetal compromise but needs early delivery

1 Delivery timed to suit woman and staff

DECISION HTIE ..vvvvoveeeeeeeeeeeeseeeenionereneeseessseeeseseeeseseeseseeeeseeeeeeeeee e Knief to rectus: ............ AR NY SN
CTG Description: .........ccocvevvveevreennenns Nk T S
If there was a delay give the reasons: .......... i TR s R A R R RSN B e R BN AP AT

Surgical Procedure: Cle . é Lacs

Post Operative Diagnosis: Cop -0

Peri-Operative Complications: NP

Amount of Blood Loss: C_“W\ Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 (PT.0)
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Examination Findings when Appropriate:
Presentationy_~Tephalic [ Breech AL S— GorvIcal DHBRAMON: ;. i cm
5th Palpable: .........c......... - £ Fetal POSIION: ..o ereersseeseeee e
Station:._,af O-2 O-1 OO0 O+1 0O+2 Moulding: —=MNone [+ [I++ [I+++
Caputt O+ [I++ O +++ DR Meconium—""None [+ [I++ [+++
Bladder Catheterized :\_,'Ev’@ [ No ‘) Urine: ,~Clear ' [ Blood Stained
Skin Incision: Mnsteil 1 Transverse CIMidline - [T Other v
Uterine Incisiory__L+Tower Segment [ Classical Clinverted T (7 JIncision & LOS oo\ ovm_’c\,
Pre.vi.ous Scar:,___Hfitact .1 Thinnedout -/ Ruptured Q !\lo Sear £ @ cevucal enht “‘{j
Incision Through Placenta: [ Yes =r g ' A ’ ng d

, QMOY - eleas ¢ =
Delivery of head;}Mm’ (] Forceps s ‘ ‘ <:xd,:=QL de.
Liquor: -\/}C@ L) Meconium:  C11 my| I CiBlood [ Offensive  [INot Offensive
Delivery of Placenta: 1 Manual \_/OCCT ................. 1 Complete (] Incomplete 1 Piecemeal
Cord Appearance: ..........ccccee...... ﬁnho}ﬁnmmt‘ Cord around the neck [ Yes\—ErNo/ <
Appearance of placenta: Enhﬁx'gnw ............... Cavity explored Cl¥es™ [ No
Uterus, tubes and ovarieg: _{ormal CJ Not Normal Sterilization: (] Yes\_TNo
Uterine Closure: "1 One Layer &Z{Layers \th%’\kr‘ ................... Suture
Peritoneal Closure: I Pelvic VZ’Aﬁjominal " None Rog\ ..».{s;yj.).e ................ Suture
Sheath Closure: gxﬁ'{&mc&* ................. Suture
FatCIosurg:/ZF@ OMo.,. i SR e Suture
Skin Closure: \/ﬂ{bcuticular _I'Mattress 0000 Rap‘.\c'.\..‘e.mﬁ..(.a.. .............. Suture
Vagineal Evacuated M 1 No
Drain: O Yesuzﬂoﬁ 1 Remove in ............. L oriene days [ Await instructions
Ctheter L-¥es ' I No I Removein d— .......... days ! Await instructions
Swap & Instruments count correct?\ﬂ/ﬁs L' No [Post-op Antibiotics es  [INo .
Intra-Operative Antibiotics Cover: «Yes (I No ! Thromboprophylaxis COYes [CINo
Post-Operative NOtES: ..........ccccoevvvnc = RO, 1 S L T
T - '&mm\m_\@S?m .................................................................
L e et ia s tae ik b\%ﬁ:dd‘é¢%\b8&§d'dﬁbdlj .....................................

- \ "

.............................................................. ‘l\wsM\’cgmg"‘immmm\t‘lommmﬁm
............................................................. G T O PO SRS M
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mmm/m e Fiosoren” | ) rvmpeasis
OBSTETRIC THIARGE ASSESSMENT FORM

Date: ...... Sh{f»[,zl ..................... Time of ATTVal: .................cocoorrrrers Time Seen by NUFSE: ..........ocooeeeerrrrccveen

1) Level of Consciousness: Conscious I Semi-Conscious [J UnConscious

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

] Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / Leaking Water PV
1 Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
U] Decreased Fetal Movement CJ Spontaneous Rupture of Membrane / Leaking Water PV
U1 No Fetal Movement > B g L | R e e e
g | ¥ -
3) Vital Signs: Temperature.@?‘..ﬁ... Pulse:%}ﬁ‘?f.‘*./RR: 9/0\’"\ Sp0,: C’Lo‘, BP: .tP.'.’.l&p Weight: .............
4) (Gestational Criteria:
Gravida; G ( Ii L \ A
LMP: \fo\q\}f EDD: ... \;,)\b\% Gestational AQE: .............ooovoceceoereerrrren
Uterine Contraction O Yes “/'}No/ (1 NA | Onset Time Frequency:
Membrane Rupture Ol Yes pn( CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes Qﬂ [JNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes -Elﬁ O NA Pain Abdomen / Vomiting
Good fetal Movement ,D/Ye{ Ao | cona | 1 Nospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
L | | ] | | | | | | |
| | | | 1 | | | | | |
0 1 2 3 4 ) 6 7 8 9 10
No Pain Worst
possible pain
8 W GDBREIONG < - - 5 sl 1t o o e S AR S S A g A R B A R S T S TS e S B %
« Duration: .....ccoocoeee N \ ............................. Days / Weeks/ Months (Strike out which is got applicable)
\
« Character: ............[....... i) I\ ..........................................................................................
oo A R [TTeTh o sy et st e R S S T A R T T Y S e
S 1101 1 OO
6) Past History:
a)  Surgeries: ......ooociiiiiiinnn. J‘ SL& .......................................................................................
b)  Medical: .......ovveveeeeeeeeierenn, X TS

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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8)
9)

y

None

Current Medications:

|P26-00006506

F)

]

Prenatal Medical History:

Chronic Hypertension

[] Gestational Hypertension

(] Diabetes

LI Prénatal Vitamin

[] None

L OENBIS: .ot

] Gestational Diabetes
L] Low placenta
L1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[0 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

L1 Category llIl: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Suspected Pre-term

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Signs of Early Labour/

Discomforts of

Signs of Active Labour
Imminent Birth Labour / PPROM < 37 > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
Hypertension > 160/110 S
Seizure activity and / or headache, visual :slggi{ggdwslggrft\g?n?t
disturbance, RUQ pain symptoms
Abnormal FHR tracing Qg%frﬂamggg?:g g
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe « Major 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 /or diarrhea with MVC/fall) previa protocols

distress
« Suspected sepsis

suspected dehydration

« Nausea/Vomiting and
/or diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

Pre-booked visits (ie
Rh and progesterone
injections, NST
Assessment for version
Rashes

Time seen by Doctor: .......... e

Nurse Name :

Date: ..

NS

'g\\"\\!\‘ S BB cesmarssmssiasmis

o~

NUrSe SIgnature: ......ovvevveveeeereennn, RS A B
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: S/rﬁj% Time: I‘I:(OP"‘;

W [ ~ 26 kg/m’®
Origin: .......... ;wémvx . Height: & 2. Welght‘lD.S.lj BMI: 00 ~28 kg/m’
=30 kg/m’

oL N T v NN ; | .. -.c, X N,
Diagnosis; ................. 5= ... | -

TypeofDiet Criquid O Soft O Normal O Diabetic
U Vegetarian [4'Non-Vegetarian U Vegan

Diet Advised:

Liquid Diet—ORS/ Coconut Water / Butter Milk / Barley 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
oo RS2 N

Name: ... Yépﬂvxclmvm ............... Name: 5/!%@1@4@
Date & Time: .5/6/21{,,!710/&4 Date & Time: . [6’ [26...4 ‘/OPM

Doc. No. : RCH/ FRM / CLINICAL / 195 RT0)
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Date

Time

Notes

Sign
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CROSS CONSULTATION FORM

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

Doctor Name : DVTV?PHYM ..................................... Date : _,5/4/2"6 ...... Time : ..... ‘TPV) .......
Diagnosis : ...... B L=

HOSPHal . CCH  HAMNE Sl

0 Emergency
O Urgent
O Non Urgent

Referred for : [ Opinion .EiﬁManagement 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 Recommendatlons 43 (AvY f? la»

_;::ﬁ:-—f

formad  byvaast = N\PPES

 oix 28 o Loy
—  enCows? e ozl DL% Mj

M:/\-lﬁ
c\c.ldd s - #°

_ anka  baly onvarlea SﬁwW Con-h ?]
whilo ,%aﬁﬁvg )

— Nt ey loth

—  T0 Stadt Pomst=l - IDM\7EF:ED:) O wale.

Consuitant :

Name : QQO'MMQ .............. Signature : & ................... Date & Time : 5/6/25 H4P™

Doc. No. : RCH/ FRM / CLINICAL / 049
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i,

BREAST FEEDING HANDOVER AND
= ASSESSMENT FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight“

1. Breastfeeding initiated?
a. Yes 1 b.No

2. ITEND, BBASON ...ttt et ettt et e e e et e st e e e e e e e ea e e es e e s e e e e e e e e ees e e e e e s e et e e nn e e s e e ene e et e et eeneeree e e enaeeanes

3. Nipple condition:
_ )9/3‘ Nipple well formed
0  b. Flat nipple
[J  c. Inverted nipple
CJ | d. Short nipple

4.  Milk flow:
[] a Good
b. Drops of colostrums
0 c.Dry

5. Steps for Positioning and attachment:
[ | a.Baby goes to the breast
b. Mother always sits with a back support
c. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

OO o

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:

,Z]/ a.Yes

LI b.No

7.  For Caesarian mothers:
}/ a. Mother is required sit and feed from the 4th feed
(J  b. Please explain football hold

8. NICU admission:
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AQAIIONAI NOLES: .......ooiuiiirieiritcieeetct ettt ettt ettt ee e es st et s et st eesaes s et et et esasssesesssesesesenssesenesenenssnnensnenaneses
Continuity of Care: Date: /3\‘47’4: .
V r“f%w _l‘(/dl i C{xx;ﬁ?ﬁaﬂ -

D> DM gnd WZ‘ b oghupeq

- moin leda UP o &\@mJ

= ;nwf’gi WaC f&,«ﬂubaﬁjf

@
9

Handover given by .................. & \.a’)p' .......................
, D __
SUPIBBIID ... immssincssnmssvrmsinibaneiniaisnssoriivomibioseserpmasispiice
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(F)

T e S s BBk S (k. | @ st
It takes a lot o treat the fitie. Your Right to a Safe Delivery

Date of Insertion: ................. {\e\%b ............ ) ‘Da{ie OF RBIOIVAL. .- commmssssnsmsssionsns
Parameters Date Shift Time g (67 m%
Need for the Catheter ~ATYes TINo | CYes TINo | CIYes TINo | CIYes CINo | [IYes CINo | [CiYes CINo | CIYes [INo
Hand Hygiene ASYes UNo | CYes CINo | ClYes [INo | ClYes CINo | ClYes [JNo | ClYes [INo | CJYes [INo
Usage of Sterile Equipment ) _=Yes CINo | ClYes CINo | OYes CINo | CiYes CINo | ClYes CINo | ClYes CINo | CIYes LINo
Is the Collection bag below the level of bladder ;l,)fes CONo | ClYes CONo | ClYes [ONo | TlYes TINo | ClYes [INo | [lYes [ONo | [JYes [INo
Check the Tube for Obstruction (Free of Kinking) 9\(95“ [CONo | ClYes CONo | ClYes CONo | CIYes TINo | COYes [INo | ClYes [INo | [ClYes [INo
Is Catheter dated as policy 9}95* CINo | ClYes CINo ﬁYes (INo | ClYes CINo | ClYes [INo | ClYes [INo | [CIYes [JNo
Collecting bag is been emptied regularly? DXELD No | COYes [CINo | ClYes [INo | [JYes [JNo | ClYes [INo | [lYes [INo | [IYes [INo
Maintenance of closed system for the catheter EYes [ONo | CYes CONo | COYes [CINo | CJYes [INo | [JYes "INo | [IYes [INo | [lYes [INo
Dressing clean and dry? ﬁYe?ﬂ [INo | [JYes [INo | [lYes [INo | [IYes [INo | [IlYes [INo | CIYes [INo | [I1Yes CINo
Is the line removed as Policy? 1Yes [INo | JYes [ONo | ClYes CINo | [lYes [INo | [JYes [INo | [IYes [INo | CIYes [INo
Performance of Perineal Care 6Yes [(ONo | COYes [ONo | CJYes CONo | [JYes [INo | [lYes [INo | [IYes [INo | [IYes [INo
Onset of New Fever CJYes [Mo | ClYes [INo | CiYes CINo | [JYes [INo | [JYes [INo | [lYes [INo | [IYes [INo
Asses for the leakage at the site of insertion [1Yes [INo | ClYes [INo | ClYes CINo | [lYes [INo | CiYes [INo | [iYes [INo | [J Yes [INo
Name of the Nurse /A}( U\i) ?Q
Signature of the Nurse D

Docu. No. : RCH /FRM / CLINICAL / 114



PATIENT TRANSFER FORM

f//
Rambow

Children’s l .Blrtthght

HOSpital BY RAINBOW HOSPITALS

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

N

Pationt Mama 0 111K 22
HNH-00015805 |P26-00006506
Mrs DR.B.SPANDANA

1,_5..1..0 3! Y 1M200D (F)

Date & Time of Admission

.g\ B\‘J« 6 @’e} O‘L‘Nﬂ

Date & Time of Transfer Order

e V-6 (D 3 o

MMMWWMMWM T e
g RO Ob;ewa-\f 3!

From Unit To Unit Information to Attendant

\.\\t\) 5\\\90( Yes| | ~No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed

@ over to attendant
¢y~ —
@ N Yes| | No/_/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
PanY
L. P Choad ———— (7N
1
2.
3.
4,
5.

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

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

ffg. ‘Qm@uf\p\ DR - \eena

Patient & Clinical Records Received by :

lm&u\wm?

Date & Time of Patient Received :

Selelac B 9240 ph

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

|| Unavailable Bed | Nurse not Available || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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. Rainbow" . e
Department of Anaesthesiology Children's . Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital .f:j:;;ﬁf: sesein)
Name:.. D0 B SpAIDANA- Age: ... 261V Sex: ... Lewer Qoo UHIDIN oo
Date! .....d..... UC’%[)«:M .............. Time: ........... ’szm P;o)gosed Operation: .......... ,[_:LLQCg ....................
Z 1§ 5 7y .
DIAGNOSIS, .. rvvvveverrerereeeersreseseseesassesessesesesssssesssesesssees q 2”?'[""5 ....... “ (MLF' ....... 5 IO R O
B.P/cnn".?f&?i.. e IHM  weight: 105 ¥Ansa prysical staws: 01 2 #7304 o5
DE ] ’Lahoramry Data:
ﬂl, Hgb: ’Dé GIIBOSE: usiinmisisimnssane. PTORHNE . s isitasansrass: XeREY: oivnnbaaminiaii
pov: ... 20-€° vrea:... 1258 aw XL ECG: o
wec: ... £1K¢8 L:5°  TotasBil: ... 2D EChO: oo
Plate: ....%20.). .. Na:.......] 39 DirBil Stress/ANgIO: .orvcveeev...n.
PT: o Is:6.. K o RS LDH: oo Oher: oo i q
o [ Cat+ oo, Al phos: ........472... P(;—-e,uJ? ! ,}waw}Ja;imﬂ
INR [:17.. Mg+ + T Amylase: ...
Cl-: ’ ..... oo SGOT/SGPT: ..o

Medical History: Ccvs: ~

RESP : I ‘ Diabetes : -

ONS : | 2

Renal /

Hepatic / GE : Physigal Activity:

Others : l:/c/o H\’poﬂfﬂbmp/;m o~ 62 Meq ’HJYADAMM .

Past Anaesthetic History: ~ Dvov Lses s we o byn A

Physical Exam:  Hhgi gy ' :

Rirway: MP1 23 4 Mouth Opening: Mentohyoid Distance: Neck: Teeth: ™ " (eosc
Lungs : MLW , N P ‘

Heart:  (i¢ ,@

ONS: | ~p) bt 0
Pregnant: 2¥es [No [INA Venous Access Sit /}U/‘r' Spine Exam for regional :
7

Anaesthetic Plan: CIMAC O _lymﬁmu. [JGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: erés = No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: [AH’ oi@ 9/ oo prm
=3 . 1. DVT Prophylaxis : ‘ 4
fﬁ’ymu oeM [S2 Mes <:Water/0RS s borbes @ F- e
7 2. NIL ORAL=_ ptners 6 Hours

mo;pm.w [Ce M),

3. Informed Consent:_C.8tandard ' High Risk
4. Post Operative Pain Management:.'/{'m{cussed with Patient
5. Other Instructions:

Signature: ’é’/ ........... Name: ’D,%wv ..............................................................................................

Docu. No. : RCH /FRM / CLINICAL / 044
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s " viumo Rainbow®
U csmvesionmer  Ghisrers | @ BirthRig

Pre Induction Assessment:

Change in Patient Condition: [ Yes JZ/NO Fasting Status: éu(lﬁlub(i:
Physical Status: | |1 Patient Identified 4= Consent Present ~£T Chart Reviewed
i r
HR:  12/m | B.P/CRT: Hf/‘re [Sp0,: 1607/ [RR: [&/m | Last Feed: >6 AG% .
L I
Pre-OP Diagnosis: . 7’"”"‘” ............................... DRGNS siivonississrs swvbinyassssilsssomsioses iaitas sssass Date : -”7 6
v ;’- Y
Surgeon: 9*’74*,6“4"‘ ..................................... Anaesthesiologist: /9""""‘“' ..................... Technician: 275" / .. s
TIME al 1]
N.O/AIR/O, LPM [ o
HALO /SO /SEVO Antibiotic
Drugs: M .
OXY TN ZVFE . Suppository
(8.9, DicLofEMac
TANEAMIC A / 100 4y
g
TAAMADOL
Blood Loss / @ .fj
Fi0, /540, 720750 [/00 ~loomt
ETCO,
ECG M |[»
Urine Output NOTES
Zi- ||
€38
c&
P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Ti
Pt Tne 190
140
Throat Pack In
Thnat Pack Out 120
1 Llels yivam
8 .
60
4 4 v
20
10
0
: 77 umarﬂw’ AN Iﬂfzﬂ
LAB Values Lot et A
GABS
Pl Others
\JZ/ Equipment Checked and |  Temp: Induction N Reglonat: ;
nctlonal ) HME 1 Fluid Warmer AV ! Inhal LE;'?” Specify: ...
\)V [} Cling Film [] OH Warmer [ Rre 0, RSl ~"Spinal | Epidural
O Cuﬂ Site: P ] Hugger's 1 Cotton Wool O ers Others: ..
1 At Site: ..... 2 Other — - Position: .=
A ,M ] Mas| ] SGA
{E::ml-;;: 3 T qlf m O A ] Oral [] Nasal Site: . ‘a"l ‘(%;I m
'7. FIO. Monitor AnaesStan ETT# B SR . | NaedleSnzle% Io
(1 Agent Monitor gz E’i’“ 1 Oral Nasal (] Cuff Parasthesia [Yes [No
Pulse Oximeter ng: .. ! Catheter at skin .....7.........
[ Capnograph Leave OR: IOH’Q— Drug Name&Cunc 10, ‘U‘H’M/NEO
[] Ventilator Anaesthesia: 0 Direct Vision Bolus: .. M9
Nerve Stimulator , 1 GA [ Video Laryngoscogy [ Stylette / Bougie Infusmn affoien
M 1 Monitored Anaesthesia Care ] Fiberoptic Black Level: “f é [ an‘l
Position: . /" Regional Blade# .............. PR
J/ Pressure PontsChecked DIffICUIY WRY? ..ovcvineireee N sesennaeenes ) i
Line (Size & Location) Transportation to
Eye Care: C1GVP: e | [ Bilat =88 ety Clicu |
O Oint ART ..... g. . [ Semi-Closed Circle Relaant Reversed [ Yes ONe 4
7] Tape
U aidi“g hIV 6\ = g:;:?d e Name of the DOCHOr ©............. 4. LT PE VWA
7 Awake B s e Signature of the Doctor %
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' | Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
- POS" e
17 &!! &] O ) ) e , ) (>' !
Received in PACU by : ... QA A Time Received : \O\L ................. Time Discharged : .......c..o..deeenenne.
ol
s 3 v
i’g F - gig IV Cannula Site : ‘(,{'B'&-Q.
w 230 230 | [0, Mask [] Nasal Prongs
= 220 220 | ] Tracheostomy [ T-Piece
@ 210 210 i -
el 200 200 | O Oral Airway (] Nasal Airway
o« 190 190
a -
180 180 N
S m 170 | Vomiting : 1 Yes 4o Drug: :‘;%munotpf
2 o o | NGTube:  [Yes o
v Eg :;g Drain: [1Yes [INo
A 120 [y 120 | Urinary Catheter, .4 Yes [ No
7] :;g 74 ;r\} (Vi |} ::;g ChestTube: [ Yes <7 No
= . ="
2 90 TNY Vi \ N Vi 2 | witoral Yes 1 No .
g— - O 7 S oo S
% 50 ig OFal FEBAS: .vvcvovveercrrrreee WD J X%
5/,;. — 30
v 20 B 20
10 10
o 0
SPD,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 9 ouT SCORING INTERPRETATION
B e o ok S \ | A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep braathe & cough freely =2
Dy fimited breathi =1  RESPIRATION 2| 2 ) ) R
o e =0 ot Exceptions to this, are to be explained in the
8P = 20.80 R Pre Aatient avo =% ianon - i R LS space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
prliing = CONSCIOUSNESS >
Aros calli =1 iou
Ao g el e
e dusky, blotchy, jaundiced, other 23 coum D P | 1
Cyanotic =0
TOTAL 1 © ‘_D
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
I
<ih olw A Q.
<l oo Yy & —
Pain Tool Used: (! NPASS [JFLACC [WongBaker —INPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 howrs
b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ... B[ )

Date & T'meﬂ{})’é




- =  ®
Rainbow .

Patient Sticker ' ' Children’s BirthRight
. Hospital . BY RAINBOW HOSPITALS
It takes & Jot to treat the litte, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
" 1
171 (- 117111 PIOCEAUIE dONE BY «..vvvevveceeeeceeercessenseseseseeesseseressessmssesesssses s
CSE /Spinal /Epidural Position : ... SPACE eereeereerrreerernensrerreasene Technique {LOR/LOS) ...cceviveneee.
[B<71]11 OO Catheter at SKiN: «....uceeeeecvrveencreeraerenens ATBMIPES [ v
Parasthesia : YES/NO if YES QBLAIS : ......vvueecocerrerreseissstenesssesercsnsssscmssssssssssssessssessesessesstsstssessesss fosensensensosassensarassasssserens
SOILOR COMPOSHION 2 1.vecvreeerieeesirerverinirs s sessesenessssessesssasssmes st sssetesssastessmteeaneeens rerveeee b a et e annnreaens
Any other issues :
B) crrucrrsrasissesssses e et st s ar e o e 4R bR Rt R AR SRR AR AR R AR SRS e TR AR AR OSR e E RS R et e R n e
1) O SOOI OOTN
L Infusion Rate Level Maternal :
- JTime | “mypry | Bolus(mD) | o Right | Bp | puise | 'R Comments
i . —
—_— —_ —

Delivery Details : ~ Time : .covveeereeeeeae APGAR: ...coeemr e SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEd : ...vvvvvvverereeererrrsescmsaresnenses eteereesesm et st et es st s s s entseeens ereeresaeresaerensennans
Patient SBHSTACHON © ..vvvererreeerveveresrvrreresssevsmnsassssessesamesssensrasmessssssssesssssesssssnssesse aesresssresseresssssassassassenssessoestsassonsens N

Discharge /Shifting ordered by
DOCIOT SIBNAIUTE: .ov.viserrerererecsersersaereessrsssmserressasrssesassasasvans
DOCIOT NAITIE: et cererssecsaneesessmreesmssnresnsrastsesmrsssassesasssssons

Date AN TN 7 e es e e reese st rereasrresertrsnsesarsnares

T




%
Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
SPEC|AL PROCEDURE It takes & lot to treat the little. Your Right to a Safe Delivery
Patient Name T VRS - DR - SPANOAMOR  gonder 1 Male =Female Age: ... %YRS .....
UHID NO & coveeeeoeeeeeeeeee oo Date : 51&9—616
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.

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

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.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any un_;g_\ward eventthereof.

2 T O Worg € \ LD L Ee= (LQK

My signature on this form indicates that

1. Ihaveread 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 a chance to ask my surgeon questions.

4. |have 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: ..... b\ AR\PURA SUMDP‘R L
Consentee : Vﬁbm Patient Attendant :

p= liv)/ # e
Signature : ....... % .................................................. Signature : ................. ‘

Name : DARS - \\\ng\nc&o\\a ..........

NAME : ..o LK g,
Date & Time S\(’?C’lg@.’ ...... 2 C’Sﬂm ' Relationship with Patient: ‘

Date & Time : .......... §(£ k... (2. Ra0Sary
it Doctor (who is taking the consent) :
SIansire M e Signature : ..........& = \ ...................................................
Narme :..... ) o MM(ILC‘ """""""""""" Name : D‘ ‘\\Q‘Q‘”"‘“ ............................

Date & Time : ?lg/%@%‘f}@/ﬁﬂv\ D& Thme 5 \Q\'Lol (& Q-oSown

. s




PATIENT TRANSFER FORM

M

W

Rainbow’ . -
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery

Datinnt Mama & | IHIN Nn
HNH-00015805 1P28-00008506
Mrs DR.B.SPANDANA
18-04-1860 BY1mM20D (F)
Dr, Mallavarapu Tri pura

sl LT

Date & Time of Admission

sl6Pi 2 pey

Date & Time of Transfer Order

slelse o p™

Transfer Ordered t;y

BLE ,\\&\/e G

Reason for Transfer

C\L-1gg

From Unit

LOE-

To Unit

oT

wm Attendant
il No [ |

Number of Sheets in Clinical File

\

%‘C/

Number of Imaging Films

NI U

Personal belongings including
clinical documents. If any handed

over to attendant
Yes No| |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1 0L o)  =—— (i)
. —
2.
3.
4,
5
Shifting Summary / Notes Written by Doctor : ~ Yes[ | No| |

Name & Signature of Person who is Transferring

&, oM

Name of Person Ordered Transfer

M aYeeng,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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




HNH-00015805
Mrs DR.B.SPANDANA
04-

18-04-1990 36
Y1M2
Dr. Mallavarapy Trip v

U

PRE - OPERATIVE CHECK LIST e

T b 8 k. 1o broad e Bk MMHIS—M

Patient's Name : MHS»DREJ Sff)’fﬂ ......... ﬁ 3 ........... Gend/er: O M<B’F/
Blood Group: . s WD : S NH= 00D [ 5. 8D M
Planned Surgery : ..EL LECSY Surgeon: . D.L).. MOLH AN
Anesthetist : ..£).0).-.. L. . Vt Date & Time of Operation : ..... 5./ é,/ % e, 8

Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :

IP26-00006506

F)

$.No INSTRUCTIONS if:';t ""'N: Ye':T ::“:m

\ 1. | Weight checked and recorded? o|o|jo(o|Oo
ﬂ 2. | Is the patient fasting for over 6 hours Pre-Operatively? Zlo|o|lofo|o
N || Vel sooining O o) aiabooetorssrimg vepocon P2 2(2 (2] ©
" 4. | Enema given / Bowel Preparation |Z]o|ojojo|o
5. | Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures 0100 0)|0a

6. | Sterile Gown Given EiEEEEE

7. | Is Blood arranged as required?” o(ojo|o|o

8. | IfBlood has been ordered - is Blood bag ready? e O @] o

] 9. | IV Cannula to be placed / IV fluids if Indicated Oo|jojojo|ao
10.| Pre Anesthetic consultation with anesthesiologist (Zf o|oja|o|o

1 11.| Pre Medications Given? (Sedatives / etc) o|ojo|o|o
12.| Skin Preparation ojOo|oja|o

| ) Site is marked o|o|jojo|o
| 14, Surgery consent / High Risk consent taken I-Jysurgeon? ‘olalololo

(Consent should be taken by the operating surgeon only)

[ 15| implants arelavaiable CIGIEIEE
16.| Equipment i avaialble o|o|jo(o|o

‘ 17.| Antibiotic Prophylaxis is given within the last 60 minutes g10|0|0(o|0
LAlojo(o|o

A h\\“ﬁ 'wmy) O
--.!L
o
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Rainbow .

CONSENT FORM FOR GENERAL / Children's .sB'ftB!,lR'ght
REGIONAL ANAESTHESIA / ol 4 T g S

MONITORED ANESTHESIA CARE

Patient Name : Q"' ................................................................. Age : .5L ........... Gender: Male O Fem

UHIDNO: ... HNH - [9.805 . Surgeon Name: DV?/VFWW. .....................................................
Anaesthesiologist : By *EQ’V\M

Operative procedure planned : ................. MCA .............................................................................................................

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 during 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.

O Heart disease O Hypertension O Diabetes mellitus O Renal failure

- [ Hepatic disorders O Shock 0 Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease
J}Ot/hers Y i ﬁb'l /’UQU(/fuv ...........................................................................................................

COITIMIBIIES .ottt ettt e et e et ea e et e e st st e e e st e e e e eee e s e e e eesen e e e esese e st e eseen s e et e et eeeen e en s e eaeenn et ee s e e e en e et e eneeneeaeeneeaneene et eaeeenn

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesi?ﬂegﬁal/ [ General Anesthesia / 1 Monitored Anesthesia Care as

considered appropriate by the anaesthetic téam.

| 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 : es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR 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 Attendant.: Witness :
wi

Signature : 7@\?@'/ ...............................

Name : @-4, ..... ) ........................................

Relationship with Patient: ............ % .................

1T 1 ——— S\b\bg&f‘qfﬁh

Date & TiMe : oo 5’/{1 ........... ak. . G4m



> | e
sugen: D020 Sl e M-

‘ %
s U RG l c AL Patient Name : 16-04-1990 syim200 () . Gender: .77
Asst. Surgeon : DT ................................. Or. Mallavarapu Tripura Rainbow® ® r: e
. - ‘ i {¢ A| Children’s BirthRight
SAFETY CHECKLIST | *restotst-DESQUME ... | DM - fzb Ty 55 epiat® | 2R
Scrub Nurse : ....s5.-. SUR o2 - B R dodl et S e, .
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time: 40V 0" TIME OUT  Time.4............... SIGN OUT  Time...................
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _Afes T1No introduced themselves by Name and Role__-Yes 71No The Name of the Procedure Recorded 0O “1No
Site /ffes INo Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle
Procedure INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) _/2'@ CINo CINA
Consent /Ves CNo Correct Patient (Check ID Band) ~ =Yes C1No The Specimen is Labelled (including
Site Marked CYes CINo (A Correct Site _D¥es—INo patient name) OYes O Nwﬂﬁ/
Anaesthesia Safety Check Completed Afes CINo Correct Procedure }Yes “INo Whether there are any Equipment . | |
Pulse Oximeter on Patient & Functioning ~~%es 1 No Anticipated Critical Events Problems to be addressed OYes CINg_DANA
Does Patient have a: ) Surgeon Reviews: .
Known Allergy? “Yes }‘Nﬁ What are the Critical or Unexpected xhs"rge":' inasthetlsl afnd Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, at are the key cancems for recovery |
v./ d . Anticipated Blood Loss? {ﬁ CNo CONA and management of this patient? ‘/DXES CNo
Yes, & Equipment / Assistance . .
Available )?ﬂas “INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss ' Are There Any Patient-specific Concerns? —=T¥es TINo [ NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Z(; INo [INA Been Confirmed? are there Equipment 7
Blood Units Reserved _#fes [INo [NA issues or any Concerns? -’j’?:— No CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? T¥es CiNo CINA
within the last 60 minutes? =Tes LINo [INA Power Supply, Earthing, Power Backup
and functioning of equipment checked. _C¥es’ CINo
! 7
SigNature :.................. .. ‘/,/[/ Signature :..................... §&5 12 S
I
NAME oo W 1, e e

Doc. No. : RCH / FRM / CLINICAL / 111
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Chiires | BirthRight
PATIENT TRANSFER FORM Hospital _ | () srmmsovosm:

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015805 IP26-00006506 6!£} J?/b@ cfe ’?6 @ {O - ,Odm\
Mrs DR.B.SPANDANA
| 16-04-1980 BY1IM20D (F)
Dre Mniaviciny Tripes Transfer Ordered by Reason for Transfer

i
L v

From Unit To Unit Information to Attendant
T prefest Yes. " No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

’ over to attendant

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1. QA/ m

r

2.

3.

4,

5.

-
Shifting Summary / Notes Written by Doctor:  Yes.—7 No |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

6 o O sarnfes

Patient & Clinical Records Received by :

| Qwﬁa\x\@,/

Date & Time of Patient Received : ‘g A @ (0 6

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

Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow"® y sl 4
-0 [_apop 90 47T 7-4k-Children’s e BirthRight
T Ry T MRS L N = Hosmtal BY RAINBOW HOSPITALS
1t takes 3 bt to treat the Mtle, Your Right to & Sale Dativery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientNameMjL |");1l L" D 1w 'r;,-,q Age-—,-f N Gender: [_
UHIDNo”N” 0061 Co0C PNy ¢ pnpng Cp( Date Clyloy Tme 7 54
Diagnosis: Lcee 7 1 TN e i
" PRESCRIPTION DETAILS (Tick only oneof the following)
SMb ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/MI ne m ot Am)
2. | Morphine Sulphate Inj. 15mg/MI e e
3. | Remifentanil Hydrochloride Inj. 2MG — -
™ 4. | Remifentanil Hydrochloride inj. 1MG s oo
Doctor Name: /7. C,qzﬁ AN ' Doctor Registration No: /A paa e FC17 1)
Signature: o
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patlent to whom Essential Narcotic Drugs Dispensed)
e i S
IP Reglstration No: .....J. L., .00 i A / RS S £
Aadhaar No. of the Patient (Optional): ..........c..ccrvnviiiinens
T
: BT g Ras sy
=2 % N.M'M&fo’-*)f" ( ;‘f""-"d“ & l : Remarks
i Chane A OS2 O J M diep
2. | Complete postal address (with contact number, if any) Ir.?” ;[r :L*; j” ‘m 0. Jm ik l J/
3. | Brief description of the iiness LS A
4 Whether registered with any other registered medical practioner / KoY
" | recognized medical institution ( If yes, details of the recorded) Y
5. | Details of essential Narcotic drug dispensed 2 "j ' y . . //
Signature / Thumb 5
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
‘: (_ Ffl < Ol -i'i 01 ¢ BB
. — J ) | -
4
Dispensed by (Name & ID No.): ~San.a.. yrset T B ot ST . BN o
Received by (Name & ID No.): M ,4‘{\/1 n. f"UMcl{ (’0 L3).: Jl . Signature: . oY oo
L N G

Docu. No: RCH/FRM/ CLINICAL / 133




