‘ll\‘

o B i ammmmmf
ESTMATI?N SLIP H£§Y& oY RANDOW HosPIaLs
3= 59

Date : J:)}r, Jl uHID/TPNo.: HNH-000/55/ 2 SiNo.

Name of Patient : myc 7 TNer Age: --«’2‘_: 1 Gender: é

Father's / Husband's Name :  N/')- LZ/? o (I, ! Corporate / Occupatio
Address : Ah‘/\l( Phone: ] 1%2 37 117 2 Email: J¢/, WIS ([ A 5
N — = o
Procedure / Plan : ClEPe EDD/Dos:
MODE OF PAYMENT : E,SELF [ ]TPA: D GIPSA : OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
,h{u]ti Shared Ward
| werared Ward Ay Ty g0
e g - bck (Txycpre] (o
Private Room f ;
Super Deuxe Room + Phatmary & )ettig tro e,
Suite Room J
Package includes %00? R;nt, l\;ursing Ch;rges,d Room R;nt, I\;ursing Ch;,rges,
octors Fee, Surgeon's Fee an, Doctors Fee, Surgeon's Fee
nt
(?ackage sta‘rts. s Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
. Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to g Investigations up to
Others
Neonatologist Charges : D Covered |___|Not Covered Epidural / Entonox : |:| Covered D Not Covered
J=jtial Minimum Deposit : 2( '/ Aﬁf wrc € ﬁ/l-"""’ of  Hda e {0
_MARKS :

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

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

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

4, In Case the 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 between 9am to 6pm

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

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

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

8. Tariffs are subject to revision

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

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

DECLARATION
I \bmSl}J have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any poml of time
I promise to setije the hospital bill with the hospital without any ambiguity.

B o A

Signature of the Client Signatory Relationship Signature of the financial Counselor
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HNH-0001552. —
\ . NeTONERA et Rainbow® . .
02-10-, . . .
o, KADIVALA masera e ! Children’s BirthRight
A R R
It takes a lot to treat the little. Your Right to a Safe Delivery

2D

SURGERY DETAILS

Date: ../3. 708,72 e,
Patient Name: M/‘U-»TD ................................... Date of Birth: .02.7(0.22002........... Age: 233’7&
cender: Fomalle......... Ward s o O UHID No.: HNH.20001562.3.....

Date of Surgery: ...13.-06=.26.............. 0T-1 [10T-2 (]OT-3 []OT-4 [JOBGOT-1 []OBG OT-2
Name of the Surgery : SE R ?CL “lr SC\ R

Timein :........... fﬁ'b@ﬁa') ........... Time Out :......... 1 1P]‘4m ...........................

NAME AMOUNT

1. Surgeon : %?W&W% ..................................................

2. Anaesthetist : @,&mm ....................................................
Mre TDEEPA (23YBM110/F)

3. Assistant Surgeon @fL/eW .................................................. . ”I II'""I'I”III’I"“
o OTTootnichn  : R O e o E

HN26009751020

5. Circulating Nurse &Majdaﬁs»— ................................................................................................
6. Assistant Nurse éﬂ%ﬁ@/&:oyﬂ%a ..................................................

3nssu

Special Equipment: [ | Laparascopy (] Broncoscope [| Harmonic | Morcelator
| C-ARM [ ] Cystoscopy [ | Versa Point 1 Liver Cusa
| Neuro Cusa L0 ) 11 R

W

Signature of %:ulating Nurse

Kég‘ﬂ (for . %T@-

Signature of the Surgeon

Docu. No. : RCH /FRM / GENERAL / 114 (OY 28 daree c!, )

. slelas@ 11:uomy
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HNH-00015523 1P26-00006575 Rai =
— ainbow*
Mrs T DEEPA 1 '
02-10-2002 2YBM1MD (B _SE FFC/ Children’s Bll"tthght
Dr, KADIYALA RAMYA THEJA o Ho sp ital BY RAINBOW HOSPITALS
Your R|ghl to a Safe Delivery

LT CONSUM BLESOF OT ~—,; ~
s mpmmhq Techmclan """ ”’ Date P . 4/@2{ .......... [

Anaesthesia Disposables - 1 'Surglcai Dlspusah‘ies , e Y usea| Disposables (Baby Side) M'm’w
ETwbe <} gp| Y (O apreack @y, 00 &J/’ Inj Vit K
LMA w ! k "/ Sutures ' e Cord Clamp
ECG leads W P/N @/ Suction Catheter
HME filter : A/ P/ N Mam;ram “}7/“/‘,/// Feeding Tube
Syringes :10cc q [ Vaccum Suction Set
05 cc \ M S ( b / 2. [ 47 | Surgical Gloves
02 cc d% 2 G 8 e £ % ) Gauze Pack
A1 cc [ Bawd- Ldte %ﬁ Syringe 1ml / 2ml
Cautery plate(ﬁ P/N Surgical blade - g Surgical Blade # 20
IV set NG tube Koochies (S)
RL / A | _Eattery pencil ya =
o 10mi/ 1007l / 500mi / 1000mI " sochies— ¢ o | W1
™M IDC‘ZO, i) —emmments Nefol ool amo| AX
(7 /Sﬁn Catheter ;; 2|
Fentanyl o | Cap, Mask o~
Morphine ( " | Gauze Pack 7.€ x7: _g" 5
Ketamine ~_~1{ Mop/Pack -
Propofol M}kyistn’p
Rocuronium ) /Ujg_grpad
Glycopyrolate -Draw sheet
Myepyote 0Y OGN | 4] Boe
Ondansetran \ __Foleys catheter
Pencan 25¢/ Spinal Needle 22 [ " | urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage )
~ Tegaderm A
Suppositories toban a1y 1« AQ{@I!A ) yr
Anamol : 80mg / 250mg / 170 mg | _Double J Stent I b A
Supridol : 100mg =~ KO T |Vacchm Suction set A T
Justin : 12.5/mg / 25mg / 100mg—] | Plastic Bed-Sheet N rryiA -~
Tab. Misoprost : 200mg il e Bjadme Soluion | _%/
NocOM Saghie0 ||y Fioshe =
0y Motk ( A4) | dfion Ball |
_M =7 k% x Gloves )
- mdione Scrub (
——Nmﬁ@m \' A Saral

v
Surgeon

Anaesthesiplogist Nu OT Technician
Order No. :. 2. =0000. %{l,f)vg / II?—[ Ordered by fﬂﬂf_amq ........ L3 A [:4@, )’Dﬁﬁw,

Doc. No. : RCH/ FRM / GENERAL / 125
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i # . . .
Y- @ Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's Old MLA
ital mrlmw Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, ML
Hospita
i quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00915523 Name Mrs T DEEPA
A‘ga I Sex 23Y B8 M 11 D/Female Doctor . KADIYALA RAMYA THEJA
Adm/Reg DatefTime : 13/06/2026 08:32 Payor SELFPAY
Qrder Date * 1310612026 11:24 Ordernumber - 26-0000206422
VisitID : IP26-00008575 Ward/Bed No  : 4F -OT /PPO-419
Rationt Address 1 1-126 ,GEESUGONDA, Dharmaram, Warangal, Telangana, INDIA, 506330
5.No Description Generic Name Dosage Route / Frequency Duratlon Instruction aty Status
4 .
"1 IrLsoome cLosep system |ENOERIACTATE 1 Bollls 1Onca Daily 1 0ays 18orte[  Ordered
2  |EC.GELECTRODES (ADULT) |ELECTRODES ADULT  {1Nos Exlomal/ Onca Daily 1Days 3 Nos! Ordered
3 gﬁgegggg;ﬂomc 1Nos Extemal § Crica Daily 1 Days 1Mos Ordered
| 4 [SOLOVE re.5(SURGICARE) |SURGICAL GLOVES 65 |1Noa Extemal / Onca Dally 1 Days 3Hos Ordored
I 5  |EAsy GRIP {MTP CANULAY7 |EASYGRIF 7 1Nos Extermal / Once Daily 1 Days 1 Nos Ordered]
| 6  |coTTONBALLS 26M 8 NOS gg?c’“ BALLS2G-5 |4 g External{ Oncs Daily 1 Days 1Nos|  Ordered
, 7 THEMICAINE 30GM JELLY 10n Applicaton | / Cnce Daily 1 Days 1Nos Ordered
I B METHERGIN INJ 3 ML 1Vial { Qnce Daily 1 Days 1 Vial Ordered
! 9 VACCUME SUCTION SET g‘é.(IL:CUME SUcTion 1 Nos | External  Once Daiy T Days 2 Nos Ocdered]
10 i‘UGS;'g BUPPOSITORIES 100 1 Nos |£xtemat s Once Daity 1Days 1Nos Orderec
1 sisgupsgjglésupposwomss 1 Nes | extemat 1 Gnce Daiy 1 Days 1Mos Ordered
D12 [onpokiDIvamozm  [SNPANSETRONAMG |y yo 1 Gnee Daiy 1Days tval|  Orgaree]
: CHLORHEXIDINE
13 |SACPOPRER SOLUTIONS @) heonaTezs tmt 1 Once Dally 1 Days thos|  Oreree
$ALCOMOL80% 500
14 BIOXAMIC 800 MG INJ 1 Ampule Extemal ! Once Daily 1 Days 2 Ampule Ordered
15 R e SOLUTION 10% 1Mos 14 Once Daily 1Days 1Nos Crdosed
16 |EVATOCIN [OXYTOCIN INS 1 Vial  Extemal / Gince Dally 1 Days aviall  Orderea
17 |MEZOLAM NS5 MG S ML 1viat Extemal/ Gnce Daily 1Days 1 vial Ordered
GENERAL SURGICALKIT | GENERAL SURGICAL
18 (MEDITAKE} KIT 1 Nos { Once Daily 1Days 1 Nos Ordered
19 MCT-ROF 100MG 10ML 1Nos Extemal / Once Dally 1Days 2 Nos Crdered
DISPOSABLE APRONS DISPOSABLE APPRON
20 STERILE XL STERILE XL 1Nos £ Once Dally 3 Days 3 Nos Crdered
a1 [GAUZETSXTST2PLY(s  |oAUZE7SXTS1ZPLYS] o Extermalf Once Dadly 1 Days 3 Nos Orderad
NOS) NOS
22 ggtlﬁrégammsﬂ-m 1Mos External f 10 AM 1Days 1Nos Crdezod
e e A b - 1Hos Extemns! f Onca Daly 1Days 1Nos]  Ordered
24 |HAND CARE GLOVE HAND CARE GLOVE 1dos Exiernal / Oncs Daily 1 Days 3 Nos Ordered
KADIYALA RAMYA THEJA
Reg No : TSMC/FMR/01458

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

Note

* This prescription Is valid only for specified duration,

* Do not refill medicines,

Printed Date/Time , 13/06/2026 11:28

Printed By : SUNKARI SANGEETHA

Page 1 of1
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L= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . =" . Rainbow Children's Hospital, D 3-6-267 Cafe niloufer, Old MLA
Hospital Birthf® ainbow Children's Hospital, oor no. 3-6-267, opp. Cafe niloufer,
Rafobow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
LTI RIER SR
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015523 Name : Mrs T DEEPA
Age | Sex : 23Y8M 11 D/ Female Doctor : KADIYALA RAMYA THEJA
Adm/Reg Date/Time : 13/06/2026 08:32 Payor : SELFPAY
Order Date : 13/06/2026 11:24 Ordernumber  : 26-0000206423
Visit ID : IP26-00006575 Ward/Bed No  : 4F -OT / PPO-419
Patient Address : 1-126 ,GEESUGONDA, Dharmaram, Warangal, Telangana, INDIA, 506330
5.No DPescription Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 |SARAL {(FEMINA) ! 1 Days 1 Nos Ordered
KADIYALA RAMYA THEJA

* This document is just for reference purpose only. Nol to be considered as primary report.

Note

* This prescription is valid only for specified duration,

* Do not refill medicines.

Printed DatefTime : 13/06/2026 11:27 @

Printed By : SUNKARI SANGEETHA @

Reg No : TSMC/FNIR/01458

Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow ,
Children's
omi| Birthf ;;vu Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospitatl|
; quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainhowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015523 Name : Mrs T DEEPA
Age / Sex : 23Y8M11D/Female Doctor : KADIYALA RAMYA THEJA
Adm/Reg Date{Time » 13/06/2026 08:32 Payor : SELFPAY
Order Date . 13/06/2026 11:.24 Ordernumber  : 286-0000206421
Visit|D . IP26-00006575 Ward/Bed No 1 4F -OT/ PPO-419
Pa1: 5. Address : 1-126 ,GEESUGONDA, Dharmaram, Warangal, Telangana, INDIA, 506330
S.No I';‘escrlption Generlc Name Dosage Route / Frequoncy Duration Instruction Qty Status
1 ?gﬂﬁ_%%&g::gEMALE, 1 Nos External / Once Daily 1 Days 10 Nos Orderad
2 THEMIPY%?RNOM 0,2MG INJ 1 Nos Injection / 10 AM 1 Days 1 Nos Ordered
[
3 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extesmal f Once Daity 1 Days 4 Nos QOrdered
4 DSYRINGE SML.INIPRO) SYRINGE SML 1 Nos Extemal f Once Daily i Days 3 Nos Ordered
5 IGEL NO ‘i.u IGEL 4.0 1 Nos f Once Daily 1 Days 1 Nos Ordered
<] DSYRINGS 2.5ML{NIPRQ) SYRINGE 2ML 1 Nos Exiernal f Once Daily 1 Days 2 Nos Ordered
7 g[‘gﬂ'fﬁﬁ”&';gﬁ%“ NITRILE GLOVESM |1 Nos Extemal / Once Daily 1 Days 10Nos|  Ordered
B |FACEMAIKILAYER- FACE MASK3LAYER |1 Nos Extemal / Once Daly 1 Days 10Nos|  Ordered
9 r_\NS 100MLIACCULIFE - EH 1mL External / 10 AM 1 Days 1 mk Ordered
Y
KADIYALA RAMYA THEJA

* This document §s just for reference purpose only. Not to be cansidered as primary report.

H
Note

* This prescriptipn Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time - 13/06/2026 11:28

Printed By : SUNKAR| SANGEETHA

Reg No : TSMC/FMR/01458

Page 1 of1
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Children's
HOSDItH' Biﬂhﬁi&h!

Rainbow Childrens Hospital-Himayatnagar

4
Rainhow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

Room No : PP0O-419

ADMISSION SHEET
. NEEIA TR

Registration Details :

Admission No : IP26-00006575 Admit Date : 13-Jun-2026 Admit Time :08:32 AM UHID : HNH-00015523
Patient Details :

Patient Name : Mrs T DEEPA Age :23Y8M11D

Guardian : Mr T VAMSHI DOB : 02-10-2002

Gender : Female Religion

Occupation Martial Status

Address (H) - 1-126 ,GEESUGONDA Dharmaram Warangal Phone No . 9441054006/ 9182721123

Telangana INDIA S06330 E-mail . XANDARVOLDY@GMAIL.COM

Nmisslon Details :

ved Type : TWIN SHARING Bed No :PPO-419 Ward Name :4F-OT

Admission Type : First Visit

Contact Details :

Name : Mr T VAMSHI

Telangana INDIA 506330

Relationship : W/O

Contact Address : 1-126 ,GEESUGONDA Dharmaram Warangal Phone No

Referral Doctor : Self.

Co-Consultant

5
ature
Doctor Details :
ctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Detalls :

Payment Mode : DC/CC Card

Deposit Amount  :55000.00

Payor Name : SELFPAY

Printed Date / Time : 13/06/2026 08:37

Printed By : 016951 Page 1 0of 2




PATIENT TRANSFER FORM

"2

Rainbow’ ) e
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the [ittle. Your Rig_h-l toa S-ale Delivery

Patient Name & UHID No.

HNH-000155325

Date & Time of Admission

1316 e Q 8132,

Date & Time of Transfer Order

1216 )% @ \0 A\

» Mrs TDEEp, 1P26-0000657 5
2-10-20p2
Dr. KADjYALA 3Y8M11p

II/I///III//III/IIIIIIIII/IIII/IIIIII

Transfer Ordered by

DR . Noveena

Reason for Transfer

SERPC

From Unit

P . o<t

To Unit

Rz €T

Information to Attendant

Yes”T  No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

No| |

Yes

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

b @\ Eoamnml

0

4,

5]

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

g

Name & Signature of Person who is Transferring

Mo

Name of Person Ordered Transfer

DR . pInVeena

Patient & Clinical Records Received gy

o g

Date & Time of Patient Received : \%l 0b ! 2¢,

102108

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




Rambow
Children’s .Blrtthght

Hospital sow wosPmALs
It takes a lotmu-eatm little. Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
Name: --=-===-mmcmmmmmem e HNH-00015523 IP26-00008575 ~================ e
' Mrs T DEEPA
T1e T L — [H s & e M e Dept :
Date of Admission : -------====-mnu- l”m '””' "Illll"""‘ ml"l"" lischarge : —---=========mmmn TIG: esensasnnn
Room / Bed No ; ===-=====auumm- Ward & —e—siimncriene Suggested Billable bed type : -—---~--=--~camemeereen
WARD TRANSFERS
Date Time d\f From To Signature of Nur§en ) 1
Blelhe | © AN |pit - ©SE | O Cfoxfbe,

Blefe | N0t | oT PE —po st [Nedsbof € v dhe,

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Daie E’:i?:?ﬁi;t Conjrr?f:;ing DiscoT?rrT\‘icting Order No. ‘//1 Signature
|
| : - 26 —00C6 VO A
'?[?’ Tpusenn pumpP %‘@Pﬂ? X 7 bt
o |cardias mor\,iJ,aJQﬂ | (A /L?n ) SgM@M
' \
e XM gl L) iy | 120 qu_;md
= PR~ < < ff/\-ac-/w
- W PP
1zle ler A
L T W -
f) A
r /




PROCEEDURE

Date Proceedure Quantity Order No. Va Signature
]
2l b |2V lagrmeor o "%f_'b’ T
R pAC @’) {1646 Mﬁﬁq&)@&\
26 -00R o ‘
2l \2l | W TRen i erapy abza | i
y ]
e
2= P ,
3l bs @
A
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




1 ;

HNH-00015523
Mrs T DEEPA
02-10-2002

Dr, KADIYALA RAMY,

Loy

P AUMISSIun oncer rOR GYNECOLOGY

1P26-00006575

znmno )

///

Ralnbow
Children’s
Hospital

It takes a ot to treat the litte.

N

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Date of Admission : .| 5(‘5(’]’“" ...............................
Allergies: ......... NJ ..............................................................

- PRESENTING COMPLAINTS : - - - === === m oo m e e e oot :

’{%,;u/é%””ww( Mol Anemns

(+rb & gLl

USC( (@(057)0L¢> - Slvgsy = L{((L goes |, na Rtd f"ﬂ‘”
VSl 1 vt poed -
Wi fes 'H‘ao e & Taf
._._,/.:b //Vftf'g-/JM feana )reDOnr-ad, GFat Cg‘pue-u /)fQ(, /d{.‘a-c
MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : Ci’o j»l’ Or— NC™M: Parity: ¥l  — S,D Coves o
Previ#us Periods : Rr;aulﬁu\ Mode of Delivery : —
P (3[eujrens Last Child Birth :  —
Contraception : ML~ S et / N e
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Nd

Docu. No. : RCH /FRM / CLINICAL / 086
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HNH-00015523 1P26-00006575
Mrs T DEEPA
02-10-2002 23Y8M11D

Dr. KADIYALA RAMYA THEJA

mmunumunuummmnuu S

MEDICATION HISTORY:
(
/U V(_ AL
== INITIAL ASSESSMENT © === == oo s s e e oo e e oot oo et e e e et c e :
' | Date [%J, & "»J, pE2e Breasts Local/Speculum Examination
oM (sy  w_ “SsC |
e (131 @ Ao :
: ~J i
| palor_ G Bimanual Pelvic Examination :
i Abdominal Examination
A DY ;
i | Respiratory System __8DEE Q- 5
i | Thyroid NS o)
s = “ 5
! | PROVISIONAL DIAGNOSIS :?%,g\.] 2. ] mdd Ao / ~ LELPC :
é INVESTIGATIONS ORDERED PLAN OF MANAGEMENT :
: MUMJ « -~ NG
il BGr - © Ponies Tondiwnad  connud™ :
| cee. ule pegics i
; +b - 8"’:](&*' eys oa € oD |
: =B —1 RO ' 5
i 3 P e
| : Apdfs +o o7 omcode :

TT—
‘ for «p - E

...........................................
.............................................................

Name of the Doctor QE{ m ww:ﬁy/ Signature of Doctgr JM]/’J
Date & Time Iz (o6 [2004 y -
| = /EBQW A THEDN




ga;?me Progress Notes Doctor's Order
\ 61 21%) Q\%\% ﬂr\ie;iq_
'\"‘5// eoD-o | Seeec | 9\ oeerda
Nk Y
PL- e daMe N - New Jov 4 boucs
0[C RC rlo\r ~ Do c?s clnaded
— ©p- Loé\%w&ee e mx\l\ mnd\haj
- Mhowm 116 chactteq
Sp0, = 1oc /00 R A - & ey foen LIRS 00w N
‘P/Pr - O wetl vedacted C@@ 19_1'3;(“
Lle - BWINL — w:moxm AW
Bd - Doy i
o
dle oddlse — T lareer® goowa S Xdaw
T P Loreg oD% !‘Ac»:\)s . - /
i il ﬁ\\gogre\b momc% [ A 250&33
T Dolo %g‘bmﬂ Plo =t 2oy
- Rlm m%e\- woncth  (NL) 2REOC 2na,
N
B \G[\*} S
— e g ous |
& | 4\ JQ&\ dJ,-JﬂK\L S f1pe catnars mAUDE
R 8| AV plen yfu
| B ol &1 mmby Lot dow Bn fodnst N
VIR & vl O v 997, :_/[;
e bpf QEJ(‘\/ No  allug) MU -
£ ds]e Ao o adda :
e Basda AL Mlrinma e

HNH-00015523
Mrs T DEEPA
02-10-2002

1P26-00006575

23Y8M11D  (F)

~ Dr, KADIYALA RAMYA THEJA

DDA

"
Rainbow”* ) "
Children's | @ BirthRight
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" RESULT SHEET
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Children’s
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It takes & lot i treat the [ite.

BirthRight

BY RAINBDW HOSPITALS
Your Right to a Sale Delivery

Date ;

Time!

Hb

PGV !

RBC !

WBC!

NIL |

Platelets

CRP '

FSR |

PCT

RBS_

~Na

- Y
Yo LY { ~.\

K

cll

Ca/Mg

Phosphate

Urea |

Creatining

AlP |
SGPT]

SGOT;

T.Bill/Conj

T.Protein,

S.Albumin

S.Globulin

| A/G Ratio

Uric Acid

S.Amylase

" SnLipase

Blhod! Lactate

S.Cholesterol

PT/INR

ABTT]

CSF Protein / Sugar

Cells §

NL |

Docu. No. :

-

RCH /FRM / GLINICAL / 0138
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

7 -

A A 4~

9“99 'Q ')29:9/ /L

v

S

Y

N
)2d )
)

CUIEUTE AN SBNSIIVIEIES & ettt ettt ettt ettt et e et et e e e e e e st e et e s ata e s ese s ee s e e s emeaeaeenseenneeasesnsensnsansernns

Radiology :
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I T Hospital_ | () meuenoim:
MEDICATION RECONCILIATION FORM
DPUG AIBIGIES: ....vveeveeeeeee e eesee e s ee e eeeseeeees E}/Noﬂnown 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)

Sy T i AR, {1 470 R S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore') Time ?gﬂ:ﬁﬂﬁg
1 ¢ CIDC

2 \ Cc CIDC
3 \ ¢ 0Joc
4 \ [(1C [I1DC
y \ ¢ Coc
6 \ Oc Ooe

7 \\ Jc ODC

8 \ LJC [JDC

9 \ (JC [IDC

10 JC [JDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

DE TR 1 S —— (R, L Lk G I A 0w aesenpsens

Nurse Name & Signature: &«U’h&}dﬂké/l' ........................
Date & Time - ......L2(6..[L5.. (... 50y

Docu. No. : RCH/ FRM / GENERAL / 090
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DRUG CHART

N

Rainbow® &

Children’s .BirthRight"

Hospital

It takes a lot to treat the litte.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: .. lﬁf ...... /’0” Drug Allergies:

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

DOCTOR

- 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

ﬁ- 1) Right Patient  2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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.

Fag Notf known any Drug Allergies

S0S / PRN (As Required Medication)

Date

-

DRUG :

Tigne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

H Dose Route | Frequency |Start Date

Tir'ne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency |Start Date

Tigne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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Br. KADIVAL 4 3”“"0

REGULAR PRESCRIPTIONS

Weight. ......cccoeeeene ward. ..o

Il I//llII//III/IIIIIIIII/IIII/IIIIII

nua . 1

Date

hd

Dose Route [ Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:

Date)

v

Tij;l’le

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

T

Tij;ne

Dose Route [ Frequency |Stari Date

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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HNH-00015523 1P26-00008575
:;'1:-2;;” asv gm11D  (F) by o DI | | N
THEJA
\\\ll\\\\\l\lll\ll\\l\\I\l\\\\l\\ i
l u’le Nurs‘e’Sig. l Nurs&Sig. L NursEiu. | Nth:Siq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
Route Sta l’t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e o oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose s Pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme [ Nurs‘e'Sig. NurssSig, Nurs‘e'SIgA ] Nurs‘ilz’SigA
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUIE Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Boes toge Huee Doss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i o v s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date Time Medication Rl Route Signature Nurses
i3 / 4 P la ¢ v A Loy Ko
CAM |cerFeraxime i I Apuyn K
fwl Y/ Sz H’b-
2/ A 20am| PANI0PLAow 40y v S [pposhe A
i) A2 H/c_
I3
ki 94200 MENC CLaPAMIOE ’U"‘J i A— [pnushm k
{3 1 L ~Tabh i P\/ e V]&L)"{”\
‘ 9 P MISopPROSfBw HOO i | __;i- ' Anosbw,\g
e : }é;/{ ;
6. | 10:usHn]  racopresTdC G’ClDf“CC\ Ple QJ Yl
Tog)- FERROS Aq (ir oo ’N ﬂ"%uj et
wlA [P SOAM| CoreteomTOsE ?j NS) -
| 1050 |V O’\\r
e | 103 | PArACETATVMOL ¥l " [y
' - 1% .
l / r— L/ “\A
7o | 108y | METHERGINE o vy M-
v i
e | 1045 | onpan temzon Yy | (N Lo
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i,
(It imusion, mention mi./ar = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

e RINGER e s 7N QW&

LAcrATE el T 2 ©

LINGBR )
1% il

f00 q L
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Ui ozpital | @
STAT / ONCE ONLY DRUGS Weight: ..o kgs
NI cocicoverios o st i v b AT g 3 3 A s SRS R Sheet No© o
| SIGNATUR
HATE L ) MERIGATION D&SS%F%%%T?SHER ROMTE Doctor :\lurse-1 ENurse-z
We | 109, [anevmIC gm Ly /Etg ondial N
Ve | tlam DICLOANAC 2o fre i M—u‘fw
’?’/f | A TIAMADO L focwf P (\ﬁ ol o
f2'§)d€ 90),?‘;0&9; M W&ngf&ﬂ (pm ;ﬁlm A (le"‘j‘_fi @O(’;;‘Jw
| §
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery Hos lta'

q‘BirthRight Eﬁ‘,’,‘g‘;"gs

It takes a lot to treat the little.

NDERATION THEATER NOTES

waroeees e
Patient's Nar o koA RaMYATIoR. ' vovereeeeereereeseesessesesee Age 237% .Gender : . Feanalk.
UHID. ...... | IIHIlllllIIiIIIlIIIIIHIIIIIIIIll 1PNo. 26700006525 .. Weight - ...
Surgeon ! ~o. AAOYA . Asst. Surgeon ! Do (e rip
Anesthetist:  £30. QpmiR OT Nurse : DR SANDHYR.

Surgical Procedure : SURGICAL  CVACUFTION Of RERID P PE DU S

©F CONCEPTIDN |,

Indications for Surgery : MMEDICAL TERMINATIONS  0¢ PREG KA (1

Date : \2\66’)026 StartTime : | )20 Pne EndTime: (1’ 0Q P .
PRE-OPERATIVE PREPARATION :

= Balead ed b Dlbohuy  oaoline,
= Py ﬁ‘c;w:\rc‘ < (\wch\

OPERATION NOTES:

- Podevior vadvol wonll pedaced @ gm‘s &%Dr(\\,._\um

D)
— B Aerine “? n[\ Cexrvi% ‘rwc‘c‘ 2z \ulseltuno
- Cedraas diladd oF

- \Nom\:?{b" l-_uiﬁx ht:;\’('\ "“Q \('P ~ bwdke

~ Cvyicdd s (\!\OA\’XB @NQ:'!‘ Aoy

~  GConeuln Ct\hﬁ-\ \“SCJE‘A ard 2uchon g bto&\\tbs OL 2> IS¢

)
("O\ﬁCeD‘&r\n Aore - g’\w\(‘)\v &Gj du@)v HPC &‘MO(_BAM\
- N acdue Needwe noted.

'Pn‘“c-\'?‘ '\c\\@'rowjd "\'Rne ‘Dvc)a:'&;rr u.;e“

’&L\“{)-\ed’ n\;' e &lgb‘r Oowc‘ﬂ\’m

. kon e A 9 d 4 buduis - AT apuon il
|

and U i
- dnhres - blasd  Leh .

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

- NEWN iw« b heure
\\]
~ 'Dryos o8 c\ncu'\ft\
- \57\0% w\br:l)ﬁt‘r)p
5% kem 1 Y (n soved AD) (@ 2pec
= "f_\AU(HN\ oS

Consultant Surgeon's Name Consultant Surgeon's Signature

Date : 'B]ﬁ[%,'ﬁme : \Q‘D/W



FMNR-UUU 220 L i b

’91[ ’) Mrs T DEEPA o
SURG|CAL 2urgegn /071/ ......................... uz-w-mz M:‘y:::.ll“ * ge-23c{¢ o E . ;:%
sst. surgeon A2 Ve i o e A e
S AFETY CHECKLIST Anaesthetist : ¥, NN, ... “““"““"”““"l““ml"ll“ Y NAME © oo ﬁggggl‘: ‘W_‘?@%

Scrub Nurse : &7, N | Date:.13/4,/2.. In-time : ...}.0,%0 Boa Out-time : J1.00. £V

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN Time:.... JO?—‘E’_A‘M TIME OUT Time:,l,?L.ﬁ/,dﬂ’m... SIGN OUT [ || e

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

|dentity s TINo introduced themselves by Name and Role./Yes (No The Name of the Procedure Recorded Mo

Site #Yes T1No Surgeon, Anaeslhes?a Professional and That Instrument, Sponge and Needle

Procedure ;T? CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 1) Yes =G = NA

Consent “TYes ONo _~ Correct Patient (Check ID Band) CYes CNo The Specimen is Labelled (including '
Site Marked T1¥Yes TINo CJNA Correct Site CYes TINo patient name) _J)r‘(s' CONo CONA
Anaesthesia Safety Check Completed ~ #es [1No Correct Procedure [1Yes C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =7es —No Anticipated Critical Events Problems to be addressed 'Yes A0 CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes [1Ne~”
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available TYes TAG
Risk of > 500mI Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned “IYes CNo MK
Blood Units Reserved “IYes CINo AR
Has Antibiotic Prophylaxis been given
within the last 60 minutes? s CINo CINA

What are the Critical or Unexpected GR‘VN %{WL"’B

Steps, Operative Duration,

Anticipated Blood Loss? OYes CNo CNA
Anaesthesia Team Reviews: ﬁnamu o~
Are There Any Patient-specific Concerns? CYes TINo ' NA
Nursing Team Reviews:
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? OYes [INo [INA
Is Essential Imaging Displayed? CYes TINo CINA

Signature :.:...../

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? M INo

Doc. No. : RCH/ FRM / CLINICAL / 111
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HNH-00015523 IP26-00006575
———  Mrs TDEEPA
02-10-2002 23Y8M11D

DIYALA RAMYA THEJA

T

(F)

Date & Time of Admission

t‘&\é‘ze @ 832 fim

Date & Time of Transfer Order

13626 (@ 10260

Treating Consultant Name

Transfer Ordered by

S Bamnun

Reason for Transfer

(Obs erwidlion

From Unit

OT

To Unit

Be- st

Information to Attendant

Yes&1~ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed
over to attendant

<

P Yes| | No [—+—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
: RL [
2
3.
4,
5,

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

Name of Person Ordered Transfer

Dy G

Name & Signature of Person who is Transferring

Patient & Clinical Records Received by :

Date & Time of Patient Received : !% / b /26

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

[ ] Unavailable Bed [ ] Available Bed not ready

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

|| Nurse not Available
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Nrs ¥ DBgR, 1P26-0000657 5
02-10-2002 2
Dr. KADIYALA RAM "Mno (F) %

Hospital BY aNGOW HoSPTALS
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: ’3?)&/745 Time of Arrival: glglﬁm Time Seen by NUISE: .....vveeerereerreereene.

1) Level of Consciousness: D’@;ous L) Semi-Conscious L1 UnConscious

2)

3)

4)

9)

6)

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

1 Severe Pain / Moderate Pain T Preterm rupture of Membranes / Leaking Water PV

1 Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor

[J Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

1 No Fetal Movement N LGS RBASIIE i i acsiiimn s ivesio s S
Vital Signs:  Temperature: "[’,Hf Pulse: ..5.... RR:..20.. Sp0;: . % /~. BP: H.Q{?j Weight: .............

Gestational Criteria:

Gravida: G P L A
N = & b e e Gestational AQe: .......ccoveeecviveieeeeeeeeeen,
Uterine Contraction [JYes | [JNo E’hﬁ Onset Time Frequency:
Membrane Rupture [JYes | [ No B/NA Onset Time Fluid Color:
Vaginal bleeding CJYes | OO No EJ/ﬂA Onset Time Amount:
Pre Eclampsia Symptoms | [ Yes | 01 No N2 NA g;;ﬁii%%‘;gg;’jﬁd;ﬁ?:g/ Visual Symptoms /
Good fetal Movement CJYes | O No ‘.ﬁ NA | 1 No specify:

Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | 1 | 1
0 1 2 3 4 5 6 7 8 9 10
o Pa ' Worst
possible pain
T 1 e N
o DUPAHON: cisiveiisimisssnmimnvisiosamsiassiosissstsiasscass mnsainmms Days / Weeks/ Months (Strike out which is got applicable)
L T
« Frequency: ...... T ‘T\TW
O IMCINBITIOIG: ok iwns iemss ca s o o o e Al o 1 AL AR B B Kt AR s A it Y e A RS

Past History:
B)]  OUIOBTIBS: & oivviimisstniavinm svsotinstassnssorom e A e A T S i S T e s Som it oo e smr b
O NSCENORE! ¢iovves s s o i o0 e A ot 6 AT SRR R A F SN VS s s PR B S5 0w m ¥ 8 o B A TR AR

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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"yl

8)
9)

nuciyy:

Current Medications:

23Y8M11D

|P26-00006575

7

1 Yes No,

Prenatal Medical History:

L] None

1 Chronic Hypertension
] Gestational Hypertension

L] Diabetes

[ Prenatal Vitamin

] None

HIT ) (e N

[1 Gestational Diabetes
[J Low placenta
] Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
\‘P/C'ategory lli: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category IV: Less Urgent (Time to Physician: <= 60 minutes & Reassessment: Every 30 minutes)
C] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
M} < 30 minutes _
Re-Assessment Every 15 Minutes | Every
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
A Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
: : pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
2 i Hypertension > 160/110 i
Hypertension Seizure activity ar¥d/ or headache, visual | > 140/ 903'"!11’""""31”1
disturbance, RUQ pain | 2SSociated signs an
symptoms
; Atypical FHR tracing,
i) 3 Abnormal FHR tracing
Fetal Assessment abnormal dopplers
i Non-Fetal Movement Diseased fetal movement
Others = Acute onsite severe « Major trauma + Abdominal/back pain | « Ongoing assessment | = Anything that does not
e - abdominal pain « Shortness of breath greater than expectedin | from out patient clinic seem to pose threat to
« Altered level of = Unplanned and pregnancy (for hypertension, blood| ~ mother or fetus

e

consciousness

« Cord prolapse

= Severe respiratory
distress

« Suspected sepsis

unattended birth

+ Flank pain / hematuria

« Nausea /vomiting and
for diarrhea with
suspected dehydration

work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
/or diarrhea

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

« Cervical ripening

« Qut patient placenta
previa protocols

« Pre-hooked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

« Rashes

'(
Time seen by Doctor; D?ME{M\,\M( .....

Nurse Name : ......... C

Date: \,?:Uat%ﬂme ........ B

Nurse Signature: ép ............................................
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Children’s .Bil‘thRigth

i N — va s eon

NURSING INITIAL ASSESSMENT FORM
Date of Admission: )%’b’%

Baseline Information: /
Admission From: (] ER [1 OPD- 1 Admission Desk  [J Others, SPECITY ...coccivvviereeciviisiieeieieise e
Primary Language: L] Telugu ] English L] Hindi L] Others, SPECITY .....ocovvveeeeieceeeeeeeeeeee,
Doyoy requireaninterpreter? .LlYes [LIN0  EYRSSPOGHY...covnmmmimmmmnmnins s s s iesiiin
Source of Information: (] Patient L1 Family S SR s o e e o S G e s s tee s
Allergies: [1Yes [ No [_] Medications [! Blood Transfusion ] Food R 1 e ———
YES BN s s e S o T s P e e e e e e e P AT R B T S R e
Chief Complaints: ......................... i 3 e PR e Doctor Notified on Admission: [1Yes [1No
........................................... )?gj)?g eeeeeeeeresressseeseennen . Name of the Doctor: 7. WSZO?
................................................................................................................... Time Notified: ..2..2/.. 27 Z’Z/ﬁ;
Past Medical History: Obtained From [ Patient [J Family Member  [1 Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ..........ccciiiesciiniin Caesarean Section: "INo []Yes Contraceptives: [INo [Yes
................................................................. Cervical Cerclage: [INo [ Yes Vaginal Discharge: [1No [ Yes
Onset of Menarche: .........ccooovveeevicrcnnne Ectopic Pregnancy: [JNo [ Yes Post-Coital Bleeding: C1No [ Yes
Menstrual Cycle: ['1Regular [ Irregular | Myomectomy: [CINo [IVYes Infertility: [(ONo [1Yes
Last Menstrual Period: ...........cccovevivennene. Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ........c.coooeeeneie. Pt R Poiinisisnsmitssinmmen

PIEVIOUS L CS: .ot e e e
Current Medication: [ ] None [ Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[J Heart Disease ] Hypertension ] Diabetes L] Stroke L] Seizures [ Kidney disease

[ Liver disease 0T — L
Vital Signs / Measurements: Temp: Q,}VZL” HR: QQ ...... RR: oo 2D
BP: kw% Weight: .......... Height: .............. BMI: ...........

Pain Assessment:  Pain: [ Yes 0  (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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PHYSICAL ASSESSMENT

General Appearance: ﬂfﬁﬁw CTill looking ] Anxious (] Agitated CTOthers: ..o,

Fall Assessment: [1Yes [INo Score... Q... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [ INo Score o (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
") Mobility problem "I Walking Problem \D)Io’Abnormality Detected
[ Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

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

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING: ,
] Calm & Cooperative | Restless [ Depressed L] Agitated D%nfused
I 1ERINEIES cionvmensomonsoninsasmsis s bt oo yess seasi s s L o 5 4 S VA o VS oV AR A B ST SV SRR

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: 1 Single @ed “IDivorced [ Widow

2. Special Habits: Smoker: [ Yes "LINo Alcohol Abuse: []Yes ™ No Drug Abuse: [1Yes [INo

S0CIAl HISTOry: LIVES WItN ..o bbb

Orientation has been giyen regarding the following aspects: \

Call Bell in Reach : n%v es [INo Waste Disposal Explained: % [INo

Infusion Pump : ¢Z:es LINo Hand giene Explained: | Yes [! No L1 Others
Above information givento .................... QCL’HW ..............................

Name of Person Orientation Was QiVENT0: .....ccoovivomeegeencieneieeseesseescrene s

Orientation not given Reason: .............ccceveeee. o, & ..............................................

Nurse Signature: C,L .........................................
Nurse Name: ......( 5 ANAAA T ‘g“"f ............

Date & Time: ... \%\\Q VI/@
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Early Warning Observation Score Chart - Obstetrics

(F)

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

r"//é
Rainbow®
Children’s
Hospital |

BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
'\%( 6 Time

=
sf'gﬁ 10 f11)V12 ) 1

RESP

corresp. box)

(write rate in |

> 30
21-30
11-20
0-10

10

11

12

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dway

40

35
< 35

WL ‘ L

3jey Leay

170
160
150
140
130
120
110

100

920

70

50

—
anssalq poojg 21|0isAs

190
180
170
160
150

140

130

120

110

4\ Lol TN G ¥

100

90
80
70
60
50

<—
aInssald poojg dNjoisel]

130
120
110
100
90

80

3

v

70

>
)

60

e L}&’k“"
BTl P F &3

s
o

50

40

NEURO
RESPONSE |
[¥1]

Alert

L T AI-T=T"T]

|

Voice

Pain

Unresponsive

URINE
mls / hour

> 30

< 30

|
Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




s

Obstetrics and Gynaecology
Early Warning Signs

+\7

H

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_
s N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set O.f MEOWS Observations
Observations in 30 minutes
\§ % \_
4 —
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ .

LY

* The Modified Early Warning Score (MEOWS)
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Tt takes a lot to treat the IRtle.

[ FLUID CHART |

BirthRight

. Your Right to

BY RAINBOW HOSPITALS

a Safe Delivery

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.

i

V6

Intake

~Ouiput

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

IV Site

~{ Thrombo- [

phlebitis
Score

Sign.
Nurse

Mouth

L.V

N.G

[

08:00 am

-
=

[0om|

|

09:00 am

&

Loemd

] V

10:00 am

Rl
R\

\oom \

q
\

11:00 am

QL

3'\‘1\'52

[oom

PP

12:00 pm

2\

100p)

01:00 pm

A\

\ ooy \

Total Intake :

o0 ey

Total Qutput :
PSIIR

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

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 Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Hospital . BY RAINBOW HOSPITALS

It takes & kot to treat tha Hitle, Your Right to a Safe Dativery

( FLUID CHART |

ShEBE ND, & e

1. All measurements in ml. ;
2. Add up each column separately. Make additions across the page to obtain 24 hys. total of mtake and output.

!’r"'f
By

‘%z Aw%g%mlm eL. «iéﬁ% Ty Output - IV Site

‘ ‘ Thrombo-
Date Time (ﬁa}%% Route NG | Diarrhoea | VYomit | Drainage| Urine phiebitls Slgﬂ

Score | Nurse
v Mouth LV N.G

08:00am |

(9:00am

10:00 am

11:00 am

12:00 pm

01,00 pm

Total Intake : Total Quiput : -

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07.00 pm

Tolal Intake: Tofal Quiput :

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 Quiput :

Total 24 hrs. Intake Total 24 hrs. Output

Doeu. No. : RCH /FRM / CLINICAL / 092
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wnToms P %
002 avewnn Rambow ' .
iy Chisir | PR
CH EGKL'ST FORTHROMBOPH LEBITIs hhgasmetg‘ame litthe, Yuurhlghi to a Safe Delivery
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E N E Remarks
: No signs of phlebitis / e
i IV site appears healthy Observe cannula 0 O
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula -
* Slight redness near IV Site
3 Two OT the Tollowmg Signs Early stage of phlebitis /
210 GNidant Resite Cannula & -
Pain at IV site Redness
Qgigér:? e e B L Medium stage of phlebitis /
4 | Pain along Path of carnula ?es?e Catnnula Consider 8 -
Redness around Site Swelling Lol
I llowing Si
ot S S Advanced stage of phiebitis or
5 Pain along Path of cannula tF?e sjart of thrombopplebms/ 4 *
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advangedhs;tatl]gg of
6 | along Path of cannula Redness | firombophiebitis / 5 —
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannuta
Signature of the Nurse /ﬁ

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 phlebitis.

Signature of Shift In Charge :

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

AT SHE N

Signature : ......ooveveee,

Signature of

Signature : .

-
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O

¥
Patient Sticker Rainbow® ] I
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | S it 3 el Gl
| DAY-1 DAY-2 DAY-3
$. No. SITE OBSERVATION STAGE /ACTION SCORE "5 T E TN | M T E T E TN Remarks
1 | IV site appears healthy %Obgifrf‘:z g;ﬁnllﬁgitis/ D
One of the following signs is
? gvident : Possibly first signs of phiebitis ]
* Slight pain near the IV Site / / Observe cannula i
* Slight redness near IV Site
Two of the following Signs i
3 | areevident: Eir;?;es::agﬁnm)hlebms/ 2 . - B
Pain at [V site Redness
Al gf the following Signs are Medium stage of phishitis / .
gvident : ~ ) -
4 Pain along Path of cannula _l?esq(e Gatnnula Consider 3
Redness around Site Swelling reaimen
}:3]3;;? 3;3"3&22}3;9?5 are Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘e sittaréof thrlorgbopp(;ebltls/ 4
Redness around Site Te site Lannufa Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain ‘?}d"a“;"d ?t%g‘? of
6 | along Path of cannula Redriess } rt?T ?phte 't'?é ; 5
around Site Swelling palpable nillate treatment Re SiE
Venous cordpyrexia Gannula
Signature of the Nurse

NOTE : Phiebitis greater than grade 2 shouid be reported to physicians and other appropriate heaith care personal ongoing observation of the site should continue for 48 hours post removal o detect post infusion phighitis.

Signature of Shift In Charge :

Signature ;..o Turirennnnnnsgennnd NAITIB T troiitivsseisinteesbennssivnsanarsssssenssoesmssensras

[y

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

Signature of Ward [n Charge :

SIGNALUME 7 erreevoeereree e fovmeeeseraenessaee NGB vrvvvereuesseereressmssesen oeneeneassesssemsessennes

\
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Rainbow®
Children’s
Hospital

It takes a jot to treat the fttie.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date :
Time :

T

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4, No limitations:
Makes major and frequent changes in

"
il

Mobili ; - A ° i ; : o b8
iy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. [«
without assistance. to completely turn self independently. independently. ;
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
Aok Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; . : : ; ; i
of physical activity” Corifined o bid non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

‘

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
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 oply requires changing
every 24 hours.

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1.Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Nermotensive oxygen saturation may
ne < 95%; hemoglobin may be

< 10 my/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 : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

@%4




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Aclion (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients -
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Foliow 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 frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form
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Your Right to a Safe Delivery

1305

Date / Ti
Choose Highest Applicable Score from each Category e/ Thne Fall Risk Grading
Score . A B
History of Falling Yes 25 =
(immediately or w/in 3 months) No 0 Risk Level Mnrsu;p::g )Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
20
IV / Heparin Lock or Saline ;es - b Implement
: = Moderate Risk | 25 - 50 o
Impaired c
; : 20 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 ;
Oriented to own ability 0 ;rtee‘;sggﬂgn
Total Morse Fall Scale Score: L0
Signature [ A

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[] Use chairs with arm rests

["] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

(] Assist and/or supervise ambulation. Reinforce to always call for assistance

1 Hourly safety check

["] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs




D

W

;:H;':’:éifa P26-00008575 | Rainbow" @ - P
D2 BYeunp J Children’s BirthRight
‘\LAMA«,-”!M Hospital ! .BY RAINBOW HOSPITALS
’”HMW’”’I’”””’””M’”” PAIN ASSESSMENT FORM It takes a lot to treat the Mie. Your Right to a Safe Delivery
Date Time |- fe Location Duration Acuity Character s A s Intervention Sign
(0/10) | Factors Educated _
| ] Continuous | [ Acute (] Sharp (7 Dull T Increasing | I Yes
1‘5\6\1& G\NY\ @) N Pf .D Intermittent | [ Chronic [ Aching [ Burning | 7 Decreasing | [ No '\ PT % !
1 Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes
\27\ Ggﬂg w M| O N [\ {1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [J No y\l A ?Q' .
[ Continuous | [ Acute (] Sharp (] Dull [ Increasing 1 Yes /
] Intermittent | [ Chronic ] Aching ] Burning | (] Decreasing | T No
(] Continuous | [ Acute ] Sharp ] Dull "I Increasing | [ Yes
[ Intermittent | LI Chronic ] Aching (] Burning | [} Decreasing{ [ No
(] Continuous | [ Acute (] Sharp (] Dull 1 Increasing 1 Yes
1 Intermittent | [J Chronic 1 Aching (] Burning | CJ Decreasing | [ No
[J Continuous | [ Acute () Sharp () Dull [ Increasing L! Yes
[J Intermittent | I Chronic [ Aching [ Burning | [J Decreasing | [ No
[1 Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes
(] Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing [ [] No
1 Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes
(] Intermittent | (] Chronic [ Aching [ Burning | [J Decreasing | [ No
(1 Continuous | [ Acute ] Sharp (] Dull [ Increasing L] Yes
[ Intermittent | 1 Chronic [ Aching [ Burning | [ Decreasing [ [ No
[0 Continuous | [ Acute ] Sharp [ Dull 1 Increasing Ol Yes
[ Intermittent | (! Chronic 1 Aching 1 Burning | ] Decreasing | [ 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

c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.

d) Within 30 — 60 minutes after pain relief intervention.

(PT.0)



Numerical Pain Scate (Obstetrlc and Gynecology)

1 | 1 } I | | } [l | |
1 1 ] I I 1 1 I 1 I, 1
0 i 2 3 4 5 § 7 ] 9 '.'Jw .
Jors|
No Paln Posslbla Pain

Wong - Baker (Pediatrics) Above 7 Years

20C D ®a@

No Huet Huris Littl Bit Hurts Little More Even More Hurts Whels Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE {1 Month to 7 Years)

P SCORING
CATEGORY
0 | 1 2 '
G N 7 oo I
. : Dccasional Grimace or Frown4 Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivesing chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn p
‘| Laying quistly normal position, Squieming shifting back and ‘
Activity mgveg ggsilyy " foqrm‘. tenga ’ Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry {Awake or asleep) complalnt frequent complainis
- Reas;ured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to cansole or comtort
distractible
Neonatal Pain, Apitation and Sedation Scale {upto 1 Month)
Assessment Sedation Hormal Pain / Agitation
Criteria
2 -1 0 1 2
Crylng No Cry with painful | Moans or crigs Appropriate crying Not} Imitable or erying at | High-pitched or silent-
Irritability stirnuli minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior Stale | No arousal to any Ar_ouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimuli stimuli yestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement]
movement movement {not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimul intermittent continual
Extremities | No grasp reflex Weakgraspreflax | Relaxed handsand | Intermitient Continual ¢lenched
Tone Flaccid tong -] decreased muscle | fest clenched toes, fists | toes, fists, o finger
tone Normal Tong or finger splay splay
Body s not tensg Body is tense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 5a0, | stimuli variability from normal for from baseline baseline, $a0, less than or ]
Hypaventilation or | baseline with stimull | gestational age Sa0, 76-85% with | equalto 75% with stirmulation -
apnea stimulation - quick | slow recovery Out of sync or
TEcovery fighting ventilator

~/
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..~ASING SHIFT HAND OVER FORM - WARD

Traating DOGIOr, .ok s s DEDARIHENE <. cpvmaccioreraions sopasass Date of AAMISSION: ...vccovvvuversvomesriannnns
Z | Diagnosis: f Any Infection: CJYes CINo [JNot Known
g I YB3 SPRCH: .ccnmannsmssmmiibiminigh
=
w
2 | Area \3
= Shift Time
par
* | Medical Condition
= | (Any special condition to be noted): v\) }A’

Allergy: O Yes 0|OYes ONo|OYes O No | Yes CINo | Yes CINo | Yes T/ No
Tubes/Drains/Catheter: OYes [JNG |0 Yes CINo | Yes CJNo | Yes C1No |C1Yes CJNo | Yes ©'No
Vital Signs: Temp: | 43
-
g SDOZI O{Q‘ ‘ .
g Pulse: | §¢
% BP: a ['} 3
Fall Risk Score: -~
Pain Score: -
Safety Needs: ,QPY
” Physiotherapy | Yes CINo |[C1Yes CINo | Yes CINo | I Yes CJNo [ Yes CJNo |l Yes 1 No
=
2 T
'E Others Specify: N (S
£ Special Diet: |~ Yes CJNo | Yes CINo |C1Yes CJNo |0 Yes C1No [ I Yes CJNo | Yes 1 No
=
S |Other Special Orders / Medications:
= Ny
Post Operative Procedure Special Orders: Q“f A%K
Handed Over By Name : g ,]'
Signature : /]
Date: 120Kl
Time: 2 Do
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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: Rainbow® . _—
Patient Sticker Children’s (. BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt 2akes 8 ok to St the g, Your Right to a Sate Dallvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLOT: vuvvivecirvrssiereesserssrornonsessorarsammsnsassessens Department: ......coovenerensaeraerscrsesaesens Date Of AURISSION: urveusmrsessrssessmrrmssnne
Z' | Diagnosis: Any Infection: (JYes CINo I Not Known
= [f YES SPEOITY: coveeeeceeeresreersesvenessensseesnanne
=
[7-]
£ | Area.
285 Shift Time -
*= | Medical Condition
= | (Any special condition to be noted):
Allergy: DOYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter; O Yes CINo |03 Yes CONo |0 Yes ONo [0 Yes O No |0 Yes CONo |1 Yes ©2No
Vital Signs: Temp: '
E Res:
g Sp0,:
é Pulse;
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs: .
o~ Physiotherapy |3 Yes OONo |0 Yes C'No |[OYes O No |0 Yes TiNo |01 Yes C1No | T3 Yes O No
=
§ Others Specify:
E Special Diet: |OYes ONo|OYes ONo|OYes ONo (O Yes GNo|DYes ONo | OYes ONo
E -
8 | Other Special Orders / Medications:
o=
Post Operative Procedure Special Orders: . d
!
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature : s ~
Date:
Time:

Docu. No. : RCH /FRM / GLINICAL / 097
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[”] Maintain Airway and Oxygenation

NURSING CARE RECORD

;W)
Rainbow® . R
Children’s @ BirthRigh
Hospital BY RAINBOW HOSPITAL
1t takes a lot to treat the fitle. Your Right to a Safe Delivery

[] Relieve Pain & D

iscomfort

[1 Maintain Fluid Balance

[J Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date:

[ Maintain Skin Integrity

A0

Morning

3 o o 1 lets
’}P/Qar\ Qr‘) OCW

D Wt e Che e,
& 5o e

[

Tlo st

m -
-g ["] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [J Ensure Safety (] Early Ambulation Reduce Anxiety ] Patient & Family Education
© | [ Identify Potential Complications ] AT ORI SPECHY - v ommt e rrn e pn e s e TR L e o e s e AR m R yamme e s m s s
. : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
oo IASess e ptt SASCERS Jg, P ‘
Copdifon B et Co pcdih o g/\/

Pakiept s
Sta Ll \in;‘g%

> alt e,
P 3 plan o _emaclicaticPl| G Olsee | Mo
0 0)'\22;0 G
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Patient Sticker i INB
NURSING CARE RECORD Hospital | S
s

O Maintain Airwéy and Oxygenation

[ Relieve Pain & Discomfort

[0 Maintain Auid Balance

0 Improve Activity Tolerance

[ (-

0 Maintain Good Nutritional Status (I Maintain Skin Integrity

(2]

& | O Maintain Personal Hygieng O Prevent Infection [0 Meet Elimination Needs O Ensure Safety O Eady Ambufation Reduce Aniety O Patient & Family Education
& | T Identify Potential Complications O Any Others. Spec:fy

' Ti . : . Nurse Name
ime Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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CONSENT FORM FOR | Rainbows | @ BirthRight
MEDICAL TERMINATION OF PREGNANCY Hospital | .BYM“BW”"S""’“

Your Right to a Safe Delivery

Patient Name : ........... T'D*CF‘ ............................................................................... Age : f;$3f4 ............
UHID NO o AN R ZOC0NE23 pate: .......c306[ 26
|, the undersigned Mrs)/Miss : .......... L. EE P W/0,D/0,C/0.......... (A =YL S
aged ‘12,.3-:» ...... yearsandresidingat............. *r'\'mcwa' ..,....Tg.!aha.amc.\. ~....... Fequest to terminate my pregnancy.

Reason for Undergoing Medical Term of Pregnancy : (Tick whichever applicable)

O

The continuance of the pregnancy would involve a risk to my life due to serious medical disease.
In orderto preventinjury to my physical or mental health.

The continuance of the pregnancy has a substantial risk of the newborn being born with serious physical / mental
handicap.

1 ,This pregnancy has resulted from me being raped.
{\/This pregnancy has occurred as a result of failure of contraceptive techniques -Intrauterine Device/ Oral Pills/ Condoms/
Coitus Interruptus/ periodic abstinence/ tubectomy/ vasectomy.
O In order to prevent a risk of injury to my physical or mental health by reason of my actual/ reasonably foreseeable
environment.

O O

| have been explained in the language known and understood by me about all the options available, counseled about the
procedure, its risks, and costs & care to be taken after the procedure. Thus, | give my full valid consent as an act of my own free
willto undergo the above-mentioned procedure to terminate my pregnancy.

| have been explained also the risks, benefits and alternatives of the procedure.

The future consequence of infertility has been explained to me in view of the voluntary termination of pregnancy and | am
willing to accept the risk.

| also indemnify the Doctor and Rainbow Hospitals& its staff of any liability arising because of undergoing the above-
mentioned procedure.

Name of the Doctor performing the procedure: .........c.ccccvevevenee O"Qﬁ‘v\ﬁ” ..... /[y& ...............................................
™

Patient : Patient Attendant / Guardian : -

Signature : M’k&, ................................ Signature : TUNMS\N\ -------------

Name : ...... 5. 08EDO\ Name :............. NJASRRI i

Date & Time : ...... {37 0&- 2006, (@ S:208r  Relationship with Patient: rHM,\lg@N?
Date & Time : .....12-06G 2. @ ¥ 2vh

Doctor (who is taking the consent) : Witness :

Signature : ......... B e Signature : .......x
Name : L@/G\kf”@ Name: ...
Date & Time: .....13].8.26..@. 2. G Date & Time:..... '3

*Guardian consent & signature needed in case of patient being less than 18 years or mentally unstable.

Docu. No. : RCH/ FRM / CLINICAL / 018




INFORMED CONSENT FOR SURGERY OR B o ‘BirthRight“

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a ot o treat the littie. Your Right to a Safe Delivery
Patient Name : .20 .. L O PS Gender: ) Male -Female  Age: .2 2f..
UHID NO © oo L @002 A Date : ../ 3/0C[>¢7G
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)

S‘URGICHL EUACUM o of  Peeouer oF (oNCEATION

............................................................................................................................................

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 untoward event thereof.

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. |have had a chance to ask my surgeon questions.

4. |havereceived 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: ....... = —E?m .f: ...... The. '\.‘.! ........................
Consentee : Patient Attendant :
Signature :© ........... S T SITRABIIO LS s cussvosniivias WAl cssoivcsassiniaossnsovassasiasns
Name: ... [...0D08D. - S Name : ............ TN S
Date & Time : ...} 2706 72.0. 24 (@).3 12»™  Roiationship with Patient: M“’“@} ................

_ Date & Time : ....... | 206200 £, (3.8 :3cAm
whngess @@N\L\“ Doctor (who is takjng the consent) :
Signature : 69 R S m”jr ............................................
Name : ........ o AL STHYON, ol 1 S Name: Qu: QVerwo
PIBS T0e \ Date & Time \%}5 |28, @. 259 hm......

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




CONSENT FORM FOR GENERAL / Chitdrens %Eﬂmﬁgﬁg
REGIONAL ANAESTHESIA / ROREL | TR
MONITORED ANESTHESIA CARE

PatienjﬁName X MT}TDEI; W .............. Age: ... L 37/ Gender: Male O Female'Dd
UHID NO: “LHH' ................................... Surgeont Name: ........u..... DT(MM]”T"”EV ...............................
ANABSHNBSIOIOGISE : +vvveverssenrsnsmssocessmsssrarssnsnrsess D', [m’ﬂ" ................................................................................

. SEFpe-
Operat|ve proCedure PIANMET : ........cccvcveervrerereresernrienserrnrassesesessnssessssetessrsssessfesssasassassnssessessssssessessessasensssmsssssessessansasses

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

Generd| anaesfhesia, 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 {rom an anaesthesia machine
produce it. Regional anaesthesia invo[vés using a local anaesthetic to numb a specific area of the body fo'r surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs o particular
paris 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 Heat disease I Hypertension O Diabetes mellitus [ Renal failure

* [ Hepatic disorders [0 Shack O Multiple organ failure O Polyirauma / Renal Tubular Aacidosis
l.:l Incapacitating Gronic Obstructive Pulmonary Disease
TT OIS © 1uorusiinessistsissininestesst st snrenonasbsets s s sos e rens s s e sas st e s sa s e e A e a s anE et AA TR bas o e RO A be A eE
GOMITIBNTS © oooereeceiserscs s srcssa s e s ot et en s eee s et e re e e oAb RO FASE AR R A b 4R E e b4 s samas s e e s enas e nassemas s sarensebons

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

| hereby guthon’ze Rainbow Hospital & Its authorized doctors %o perdorm wpon me / my pmﬁ
M’g ..... } ..... )7 ........ A’ ................... the above mentioned operaion / Diagnostic / Therapeutic procedures

......................................................................................................................................................................

" 1 authorjze and give consent for anaesthesia ( O Regional / O General Anestfiesia / yanitored Anesthesia Care as

considered appropriate by the anaesthetic feam.

I acknowledge that the anaesthetists have informed me about the anaesthetic procedurg, 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 P.T.O




o
[ R

1
| 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 difficuities, asthmatic reactions, headaches.

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

That | authiorize 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.

I understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant: OO Yes 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 concemn this patient.

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

Patient / Patient Attendant : Witness :

Signature : ... ,.% ........................................... 0 1 010 SO o= O
Name : TQC&{& ................................. Name: o Lo NP NL
Relationship with Patient: .........S. ). Date & Time : ...\ 8.60202. 6.

Date & Time : 2= 0626 G L30pm -

Dactor {who is taking the consent) : b
SIgNature : ....oveeerceresissnane ‘é ............................... T‘ i
Name pr«fé"ﬂﬂf/‘/ ................




5
Department of Anaesthesiology E‘i"]'l?é’ r‘;“r‘l’, s o BirthRiaht
PRE-ANAESTHETIC EVALUATION Hospital | ) zsenmosms
- - — . ;"""z
Name: ....L....... mff.....z....??:.? .A:- ............ SRR My r vresediefresessenssssarassen ANO (#'\,.H ....... d.? .f.{....%......‘-z
Date: ...l , 7/[06{2/")/'5 ........ : ’ (0] 1 . f % o ......................

.........................................................................................................................................................................................

Labotatory Data:
GIUICOSE: cirrvrerirssasnrsssirsene Profeift) «..veesvenesssenesiesenes 7117 O S X-RaY: wrviverrerererssemraisnsnes
D11 - . Ab: HBS AQ: ..ofo . B P T
[ - O Total Bill: ....coocoevivcrcmnnne HOV: i 20 ECNO: cvincrenarissians
N o roeeeerssss e DI Bl e e Blood group: ... a4V SHESS/ARGID: wovvrvceinne
GO )| KR 1 Other: veeniseressrrnen
02+ oo R T4 s Hopme- y.¢
11 N TS MO+ e AMYIASED vrerisererssrssersnnsis 117 P———— )
1 SEOT/SGPT: wovveesonseresesens Allergies: N LOs—
MedicalHistory:  CVS: —
RESP: f Diabefes:
CNS : |
Renal : I N Ao
Hepaticy GE : / : Physical Activity:
Others ; !

Past Anaesthetic History: N

Physfcal Exam: (ﬂMsz-’ Rl -r-lonr, ;'Lu.«{

Airway; MP1)Z 34 Mouth Opening; gfg/ Mentohyoid Distance: "2f% Neck@ Teath, N ’%;-‘}/
Lungs:l Mr_,ln‘ﬁ:] ' JLW/

Hearl:' ;’, < ,,:/@ |
CNS: ,._P W A F‘ 1;;,0’

Pregnant: [CJYes CINo LCINA Venous Access Site :/ yl/"/ Spine Exam for regional ;

b
Anaesﬁthetlc Plan: OOMAC REGIONAL [ GA-ETT }fﬁm

l
Peri-Operative Plan Explained to the Patient; es 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

[ 1. DVT Prophylaxis

Water / ORS 2 Hours
2. NIL 0RAL<:Others 6 Howrs .

3. Informed Consent: VS{a’ndard O High Risk.
4, Post Operative Pain Management: 5.BiScussed with Patient
5. Other Instructions:

..............................................................................................

oSS e PN N AR ARSI S at bbbl R A I AN

A .
Signatre: é( ............ Name: ...}/ {'ﬁm‘@‘ﬂ"ﬂ/ ..................................................................................................
Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

%

Rainbow* . .
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie. Your Right to a Safe Delivery

Change in Patient Condition: O Yes ,Q/No Fasting Status: WN@
Cadl
Physical Status: [ L~Patient Identified " Consent Present 2T Chart Reviewed
i 2 Vi l. & 4
HR.  €7/m [B.P/CRT. /01/864  [5p0,. /6567. RR.__ 1&/M [ Last Feed: 787 -
Pre-OP Diagnosis: ......... j_é(a ... R Operation: ......£.5 e Date :./e.‘/C ..................
Surgeon: ?.‘/KT AR Anaesthesiologist: —g‘“‘“ ............................... Technician: f‘““‘“
M /060 I—F7 ]
AIR PM Ly pn | St —P
“AALO /S0 EENG < 1P~ Antibiotic
Drugs: =
/ JOLATA M
AT Qﬂw = Suppository
() v
g_a = g :v'? ’ncumc
(u.gr
: AC
73 [ O
Blood Lnss'aur
FI0, 1 520, 757 7 ~~(SHL
ETCO, >
ECG 2z
Temperature
Urine Output NOTES
K- A v
3
- 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tournlquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 71z
100 A
80 -
ol K AR
40
20
10
0
ABG
LAB Values
GRBS
Others
== . I:
,AEquipment Checked and |  Temp: mzmyor/ Regiona ,
//gmnonal jrﬁm? ) Fluid Warmer T lnhal Extremity SPECIY +.vcvererererreoneioeresnnnns
;/aﬁ @\)V 1 Cipg Film [ OH Warmer [ Peo,  CIRSI (] Spin! T Epidural [ Caudal
Cuff Site: ...\7..... ,T'?eu;ger's O Cottogl'vool D Others (0,7 1 ), SRR P
O ition:
1 ArtSite: . 2 ' /ﬁmer —— m%e{,#u POSIION: e N e rnnrnr s
EKG Leat! . B - Site:
'__‘ Temp Site Times: / O} o ] Airway ] Oral ] Nasal Lo iviuiabsahaaimdtaans PGS o s s i o b
! . Anaes Start: .. ETT# ..o @i cm Needle Size: ...
FIO, Monitor 2 o
Agent Monitor OP Start: . L Oral Nasal [ Cuff Parasthesia Yes [
Pulse Oximeter (010, R SO ;J Tracheostomy [ Topical Gatheter at SKin ................
/ Capnograph Leave OHNM B1 DRUG: v Drug Name & CONC: ........o..vvveeeeeeNerseronrinnaeninns
/F‘( Ventilator An sia: [ Awake [ Direct Vision BOS: .eooooevooeeene
[T Nerve Stimulator LA GA [T Video Laryngoscopy [ Stylette / Bougie IRION:. . cicavinminiiss
hw [] Monitared Anaesthesia Care [ Fiberoptic BIOCK LeVel: oo
PRgpion: . | Regional Blade# ............ Attempts: ........ Comments:
Pressure Paints ChaCked Difficulty WhY? ......ooereeiicrasssnanans B
Line (Size & Location) Transpo
Eys Gare: CIovp:. [ Bilat = BS cu ticu L] Other
I Oint CIART: oo 1 Semi-Closed Circle Relaxant Reversed  [] Yes CINo WA=
L~ Tape ; Zg::eu Circle
L1 Padding LIV e 1 Other Name of the Doctor :
[ Awake LTIV st SiqnatureofmeDoc!or:.....-%-----------

—




p26-0000857

523
0015 ®

HNA-0
m-w!“"‘ nu““

\‘%

"y \\\\\\\\\\\\\\\\\\ I Ej","s?ﬁﬁ . ‘ BirthRight

—wsnicIA CARE UNIT RECORD B

b
Received in PACU by : ... AN ") f.\. ............. Time Received : “pfm ............. Time Discharged : ........ooveveveeenn.
l\
g:g gzg IVCaNAUIA SHE : ....oooooooceceeeeres e
L g 230 | (] 0, Mask [C] Nasal Prongs
@ 210 533 [C] Tracheostomy ] T-Piece
] 200 200 | [J Oral Airway [ Nasal Airway
o 190 190
180
fn 180
S m 170 | Vomiting : O Yes 7 No Drug: ENT}'{U{X/M
8 B teo | NGTwbe:  Cives ComeT {
x :;g :;g Drain: [ Yes [ Mo ﬂ il
:‘?’g 120 | Urinary Catheter: (] Yes Mo
110
ﬁ 100 [7 7Y I 100 | Chest Tube: [l Yes (o
2 9 . %0 | it oral O Yes )
* 70 x
- 60 ;0, IV Fluids: ....cocomrnrnnnnn k
N 50 1/ 50 :
@ o = Oral Feeds: Nem
v 30 xr 30
20f J, | 1, . 20
10( Y 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
g K Evint W oo O SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 ey ; .
Able to move 2 extremities voluntary or on command =1 ACTIVITY < A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 I 2’ ?"‘ = Discharge
Sble to deepl Drmhe b{i-a fno‘ugh freely =2
yspnea or limi ng =1 RESPIRATION
::neic - = g {2 |2 | Exceptions to this, are to be explained in the
+ 20 of Pre Anaesthetic leve = § z g gl
4 = space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION
BP = 50 of Pre A et o =0 — g [ —
Fully awake =2 o —
Arousable on callin =1 ONSCIOUSN
Notresponding. - ) 21| 24 9
g g, oth 21 couon B |
Pale, d , biotchy, jaundiced, other =
(:vanntlilcs i =0 s 2
TOTAL ol [0 ]0 ]"
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
1
13l | tiPm | & N A £
L]
3le [\ fm| o N - 2
Bl | vwm | o INIL) (JE-f
a \
3¢ [ agm NA <
Pain Tool Used: [ NPASS [JFLACC [~ WongBajer  —INPS, Reassessment Frequenfcy: . o
N 1. Every eight hours for all hospitalized patients.
o i 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Anaesthesiologist SIGNAtUNE:  .........ccovvervemrrvrevceneer o
Date & Time: \gl&[l&@ﬁ-?f‘:

PACU Nurse Name : Transferred to Unit by (PACU): _

Date &Time:,_,_,.,......l&{. ('2'5 Q q’fﬁ’)

PACU Nurse Signature:

Date & Time:




.
Rainbow® ) _
Patient Sticker . ' Children’s o BII'tthght
. Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the Tttle. Your Right to a Safe Detivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: e 15 (- Procedure done BY vvveecvvereceeerreesereeserc v e s seesae e se s smeesesnessens
CSE /Spinal /Epidural Position : ....... feverenns SPACE eeerereenerrisrersisrersrnaens Technique (LOR/LOS) ......covuenen.
Depth: e Catheter at SKiM: ..vvceveeeeerveeceeeererienen AHEIMPLS & ovrerrerrersersenrrersseressssneesereserasasssesssas
Parasthesia : YES/NO if YBS QBIAIS : ..evvveviiivriniinirennissriemsnressnsessssns s snerssesesssssssssasesssssasesssssssssssivenssnsensssenseasssrnesasnesssoss
SOlUHON COMPOSIHON & «.ooeeeeverercerrernreresesracsssnsnrr s seses e srsasaesssbeserbnsessssesbessssesasssssassrasssssossstsassereasd OO A
Any other issues :
@) reverererieres et seesret sttt a e raa e e R e ae e ea AR SRR R R aE Rt e AR e ReR R R eR R aE APt Ao e AR R EReRERee s AaR RS R EE R ORASaR et e ranAe bt e anenneR e resaetas
1) J— et et AR AR AR AR AR st
Tis Infusion Rate | o Level Maternal EUR Com
ime (ml/hr) olus(ml) | pest Right | BP | Pulse omments
Delivery Details : . Time : .....oeceverrerreernee APGAR: ... SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip INSPECted : w..vveveeeeeeeeeeeoeeoeseooo ettt ettt
Patient SASTACHON : .......eeveveeereeeeesssessssesmsssmesnsnisessemeeeeesemesssssnesessesessesesessesseseeseesessese e
T
Discharge /Shifting ordered by - ‘
Doctor SIGRature: ......ve.vcoseeeeeees e
...... ‘
Doctor Name: ............... S ’

.....
---------------------------------------------------------------




\

: Rainbow® (R T
) (- OvU£v0 Do Children’s ‘Blrtthght

rospital _ | Qoo
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Néme: st T Df ¢ PC' . ~ Age: e s | Gender: Frnedt
uHDNo; HNFL -DO00TS T7 jpNo: 70 -00000) Tloae: 13|65 fime T 10T
Diagnosis! L) é i P L ( L\J 0T )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name : Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI [00mM7q Ol AmP
2. | Morphine Sulphate Inj. 15mg/Mi e e
! Remifentanil Hydrochloride Inj. 2MG —
4. | Remifentanil Hydrochloride inj. MG e VS A==
Doctor Name: 'I'ﬂ']y,ﬁ/m )‘V Doctor Registration No: é:‘;ﬂ'}, ?
\
?ignature:&L( Q Y\ ;‘f.\ ‘ % ( t
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
| -00006§ 4§ 13 é/)tf
Ll T A e e S T 0 R ST AR

Aadhaar No. of the Patient (Optional): ..............

1. | Name: l"”..-? D("PU Remarks

4

LITYSUKJUW%’: L.’» 7 TET

2. | Complete postal address (with contact number, if any) Lo ¥ -
- r = $ _;
3. | Brief description of the illness SERPC
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded) X 7
5. | Details of essential Narcotic drug dispensed LN -] : r'-' Xt ’-JU £ ‘O’
Signature / Thumb
Dat Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
4 d B=E o — o Patient Attender
S8 NV YA 07 &by~

Dispensed by (Name & ID No.): f\/\AﬂJ‘“Jkuwuf(()"JU < SRR o .

Recaivort by (NGB 8 IBINOT - v s s sscsiossi Mo seyesfing ignature: ... sl s

1 R e, T L s g

Docu. No: RCH/ FRM / CLINICAL / 133




