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D KOs e SarRgne
ESTIMATION SLIP Hospital | \@F s s ouivey
Date : ng /Jé UHID /TPNo.: _ F/N"0000722 3 SlNo. Y

Name of Patient: __ | 7Y & Lo plotp, s i$ I'fzﬂqéim Age- u},(_} Gender: E

Father's / Husband's Name : fr'!Y. [,J[, Corporate / Occupatlon :

Address : tﬂd}' s T f iy Phone: ) Email :___2 2 G2 2 1300
S —(OLD-!@LU—)— -

Procedure / Plan : J N‘) }[ r"/ EDD/Dos: =

re .2

MODE OF PAYMENT : [ | SELF DTPA pg,,d‘ @d,é [ ]GIPSA: 0, ER

TARIFF INFORMATION : Nz Boral Tnt A4 M+P

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
b..;red Ward
Twin Shared Ward — 4 '
q} k l‘ ! ! C T
Private Room - [ W g, 2
Super Deluxe Room o i ! e
Spite Room + NOO y{ b)( ( hlte T’ %! fl)_,ga_ﬂ
kage includes goom R;nt, Igursmg Chl;irges . Room Rent, l\éursing C l;irgets,
tors Fee, Surgeon's Fee an Doctors Fee, Surgeon's Fee
(Package starts from the L:lfour i Clon :
» s 1
fiie of Spieion) arg ] Anesthetist's Fees and O'I‘-.Charges
] Length of Btay for : /\3 ;)‘ : ;’ & Length of Stay for : LNy {
Pharmacy up to w Pharmacy up to
NST CRD /i Q;nm/’ = I)A,Uanj-—-
" vestigations upto-. ) 111 ») B nvestigations up to 4, 00D | fn
Uthers el Jnlby /fflf : {51 4 2G4
Neonatologist Charges : [:I Covered E]Not Covered Epidural / Entonox : | | Covered E] Not Covered
Jmitial Minimum Deposut : D HeY) /' A/jl_ﬁr (& ﬁﬂ"é’ Q[_ /'/M: f{.,'5 n
» MARKS : f 1y 7y L ,, af
1. Room eligibility i pure!y subjectto TPALA)approva an!\ Pﬁkage! R(r::om ﬁaﬂsﬂi&ﬁme of; admlsmonéle estimated amount may Change agcording to duration

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

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

4. In Case the 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
Occupaney 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 patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and rio attendant is
permifted in ICU's ~

8. Tariffs are subject to revision

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

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

DECLARATION

have attended the 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 point of time
i le the hospital bill with the hospital without any ambiguity.

}‘"U’q}'ﬁf‘ { ( | 8

/ o A
Signq_tgyé of the Client Signatory Relationship Signature of the financial Counselor
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L— HNH-00002333 1P26-00006639
Mrs LOLAKPURI TRISHALINI
12-10-1088 20Y8M13D (F)
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Rainbow"® ) C o
Children’s ‘BII‘tthght

Hos pl tal BY RAINBOW HOSPITALS

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

SURGERY DETAILS

oate: RS9 [26e

Patient Name: WLO.QCJ' ool et Skl pate of Birth: 12=10 -l Age:q(z.ff..ﬂﬂj...
Gender: Y.¢Mel @ .. Ward: oo T UHID NOHNF"CCOQPKSK

Date of Surgery: 3.&’{06/.24; Q,OI/J (J0T-2 [10T-3 [JOT-4 [10BGOT-1 [10BGOT-2
Name of the Surgery : .......... {LECTNG ...... UL OLUE—EQt(Am&N‘fCQC,.MQEANQ(—CTF on -

Timein:...... 145 Arwyr.

NAME

1. Surgeon @12¢“L’tjf&\;l/{rtt]"ff
2. Anaesthetist : @h'ﬁl/\'%l/l.% .......................

3. Assistant Surgeon <. XY M N e e
4. 0T Technician J‘%Yr&%mvfw& ..................................................
5. Circulating Nurse %‘ .........................................................................................................................

6. Assistant Nurse %xgcw‘?fi%{ ..........................

Special Equipment:  [] Laparascopy (! Broncoscope
| C-ARM (] Cystoscopy
] Neuro Cusa ] OMBYS . cooriavnsins
o DR

Signaturg,uﬁﬁl@on

(] Harmonic [_| Morcelator

[ ] Versa Point [ ] Liver Cusa

Signature o(gculating Nurse

Order No: ..%.-.—.@99;_45@5‘73 .......................... Order by: 7475&%40\34“%/‘1{@ ...... 2.3,

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




HNH-00002333 IP26-00006639

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

*_Mrs L@ . "
E Y 5 eL Rainbow” | @ pi oo
Children’s BirthRight
ﬂ!”Hll”l"l!ﬂlllmlﬂ”l”lﬂ Hospital _ | (e
CONSUMABLES OF 0T Hespital_ | @ummonere
CICUEHOG BEBHE ... c.cvocsicasivsissnsavinisisnss Technician : —A—N& .,..&mfmébate JJ’/}:&‘G ............ TIME &
Anaesthesia Disposables ssued Y ueea | Surgical Disposables wsved Y g | Disposables (Baby Side) | 9V
ET tube Major Pack " Inj Vit.K Pl
LMA _}sutures 22 (,(b . 2244 | g Cord Clamp &
ECG leads ( Q‘P/ N @/@6 22 47 | Suction Catheter B
HME filter : A/ P/ N L 20 i Feeding Tube 5~ v
Syringes :10cc a1 ) Vaccum Suction Set o
05 cc © 2~ Gloves %,, Surgical Gloves / ed. q
02 cc o TN Lome Bl 0L & Gauze Pack ¢ 4 . -
01 cc i 7 & [T T syringe 1M1/ 281 %
Cautery plate {A)P /N .L{ _{Surgical blade 95 _ {41~ Surgical Blade # 20 Py
IVset » NG tube " | Koochies (S)
Rt M %f €= Cautery pencil sV -
NS : 10mi / 100mI/ 500mi / 1000mI (©21 Koochies sy | 1 Raby 9V
Abopar ¢ {o | o i /7_—“\4—‘
P \I!;AA St 37| Suction Catheter & Db -Popprospall
Fentanyl v/ | Cap, Mask ASLIB LY
Morphine | Gauze Pack w P B
Ketamine Mop Pack aAryyd
Propofol /)“ Steristrip A
=Reetronium =) ST /¥/)|, Underpad _ 4
G|yc:o;;:yrolate_Eu-P Draw sheet L
Myopyrolate 0XY40 G ) ajt Y7
Ondansetron Eoleys catheter
Pencan 2547 Spinal Needle 22 oaf Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics _+ Bandage
Y Qe o d/ Z Tegaderm = -
Suppositories - loban A ¥MJQ / 7\
Anamol : 80mg / 250mg / 170 mg [ Double J Stent
Supridol : 100mg {_{Vaccum Suction set Y-
Justin : 12.5 mg / 25mg / 100}‘@ ]é’( Plastic Bed Sheet ' -
Tab. Misoprost : 200mg @{p | Betadine Solution ¥4 iéﬁ
m @J/| Microshield O\ A
ertttrre—fr— < @__| Cotton Balis 1%
= L atex Gloves &b}/
Nordedes 27/ Ramdione Scrub ;
i ) Saral
Surgeon Anaesthesiologist Nurse OT Technician
Order No. QG/OUOOQOEOQOF?‘( ..................... Ordered by : ’74"1‘ Aﬂdm ;Jf(/iﬁ@ﬁlE’rﬁm
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Rainbow

Children's
Hospital

Ralnbow Childrens Hospital-Himayatnagar

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

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

JUREmEEn DNt

MRN HNH-C0002333 Nzme Mrs LOLAKPURL TRISHALINI
Aga | Sex 29Y8M 13D /Femala Doctor : KADIYALA RAMYA THESA
AdmiReg Date/Time 25/612026 05°45 Payor MEOI ASSIST INSURANCE TPA PVT LTD
COrder Date 25K06/2026 09:51 Ordernumber 26-0000208030
VisltID 1P26-00006639 Ward/Bed No 4F .07 ILOR415
Patlent Address 4-11-34-716, Nimboliadda, Hyderabad, Telangana. INDIA, 500027
S.No Dascriptlon Genoric Name Dasage Route f Frequancy Daration trstruction Qty Status
1 MOPS 20X30 8PLY 55 X-RAY | MOPS 30X308 PLYDATT |1 Nos 1 Once Dady 3Days 3Nos| Dispensed
2 NS 500ML CLOSED BOYTLE 1 Hortle Exigmal f Onca Daiy 1Days 2Botte| Dsponsed
ADROGLARE{ADRENALINE
CRN e 1 1 viat Injection # Cnce Daly 1Dayx tVist| Dupensed
4 |VIERYL 1-0 vP 2348 VICRYL 1.0 VP 216 1Nos 1 Once Oady 2 Days 2Nus|  Dispunsey
5 :fff&h%%{’%ﬂmm muED PLATED |, s External f Onca Oady 1Days 1Nos|  Dspensed
6 |DSYRINGS 25MLNIPRO) SYRINGE ZML 1 Nos Esternal f Onca Daidy 1 Days ZNos| Dupensed
r :Jugglgl SUPPOSITORIES 100 10os Extemal [ Onca Daty tDays 18i0s| Dapensed
8 ADULT DIAPERS-XXL 1 Nog External’ 10 AM 1 Days 2 HMos| Drpenseal
UNDER PAD BOX80 10 Pack
9 - MEDICURE 1Nos Esternal § 10 AM 1 Days ZNna| Dapenseal
AOGEL SURGI PAD [BIG)
0 {GELSPON} ABGEL 1Nos #Once Dady it Days 1Nes| Dy
" E € G ELECTRODES {ADULT) | ELECTRODES ADARLT ¥ Nos Externsl f Once Daly 4 Days JHos|  Drperraed
12 Encora Macropixc gloves-6 3 1 Nos 4 Onca Daily i Days. 1Nos| Dspensad |
13 COTTON BALLS 2 GM S NOS 1Nes External f Once Daly § Days. 1Nes| Onperied
R
1 |SUPRIIOL SUPPOSITORES ¥ Nos External f Once Daty 10aps 1vios|  Owpensac
15 |PENCAN25GMA 12 PENCAMN25C'112 1Nos Extornal f Onca Daly t Days. ZHos| Dmspensed
1 ONDOKIND N 4 MG 2 ML 1 Nos 4 Once Dady 1Days 1Vial]l Dapensed|
BACTOPREP SOLUTIONS
t7 10030, ime 10nca Daly 1 Days 1heal D
16 |VICRYL 1-0 NW 2364 VICRYL £-D NV 2264 tNos # Onca Daify 2 Dayy 2Hos| Drsponsed]
i SURGICAl BLADE 22 SURGICAL BLADE, 22 1 Nes Extarnal f QOnea Dady ¥ Days 18nx]  Despansed
AUTERY PENG
20 [intwicm ENCIL Nos Extemal Once Daty 1 Days. 1hos|  Desporsed)
DISPOSABLE APRONS DISPOSABLE APPRON
21 |SEnE STERILE XL tNos 1 Cnea Dady 3Daps Ihos| Dwsponsed|
2 B'l::lcnlu HEAVY BOMT NJ £ Nos 100ce Day 1 Days YHoa|  Dapensed
TRUGUT CHROMIC CATGUT | TRUGUT CHROMIC
23 SNE24Z CATOUT Sha2az tNos #0Once Daity tDays ilos| Dsponsad
2 BUPRIGESIC INJ AMP 0.3 MG | BUPRENORPHINE 0.3 1A e i FOnca Dady tD 1 ol o sad
TML MG 1ML INJ jocto Mgl pe
25 BIOXAMIC 500 MG INS t Ampula 10nce Daty 1Days 2Ampula] Dapensed
25 [EVITQEIN iaxYTOCHY IS Tviel Inpection ¢ Orcs Dady tDays 3val|  Dapensed
27 |DSYRINGE 5ML.{MPRO) SYRINGE 5ML % Now External  Once Dady 1t Days 2Nos|  Dispensed
gg  |BEXTROSE Iy 5% 5004 t Botds 1Onco DBy 2 Days 280itn]  Dapensed
ROTTLE
2% DSYRINGE 10ML (MIPRO) SYRINGE 10ML 1Nos Exiamal F Once Dady 1Days 2HNos Osponsad
30 |MOMNDCRYL 3.0 NW 1326 MONOCRYL 1328 t Nos +Once Dty tbays vhos|  Dupensed

* This documenl is just [ar reference purpese only Not 10 be considered as pnmary report.

Note

* This prescription is valid only for specliied duration.

* Do not reflll medicines.

Prnted Dato/Time  25/08/2026 10:54

Printed By : GUVVALA VIJAYA SUSHEELA

KADIYALA RAMYA THEJA

Reg No . TSMC/FMR/01458

Page 1 of1
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Name Mrs LOLAKPURI TRISHALINI UHID HNH-00002333

Father/Guardian Mr RAHUL VARMA RUERAQO

Age/Gender 29Y 8 M 13 D/ Female
Address 1-11-3-4-716. Nimboliadda, Hyderabad, Telangana, INDIA, 500027
IP No IP26-00006639 Admission Date 25-06-2026
Ref Doctor Self.

Discharge Date 28.06.2026

DISCHARGE SUMMARY

Consultant

Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458

Diagnosis: G2P1L1 AT 37%> WEEKS WITH PREVIOUS LOWER SEGMENT

CAESAREAN SECTION FOR ELECTIVE LOWER SEGMENT CAESAREAN
SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION

DONE ON
25.05.2026

History:
LMP: 04.10.2025
EDD: 11.07.2026

Obstetric formula: G2P1L1
Gestation at admission: 377> weeks

Obstetric History:

. AKRAMGUDA
L B NAGAR (NAR} 0 NAN Hmec
nnnnnnnnnn o 1 mprgancy 3 G40-E¥1

.‘ “ 2122 @ www.rainbowhos pitals.in
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Name ! Mrs LOLAKPURI TRISHALINI * UHID § HNH-00002333
IP No IP26-D0006639 Admission Date 25-06-2026

1 - Dec 2024 - Emergency FTLSCS (ind - GDM OHA + Insulin - IOL at 38 weeks,
MSL and cord round neck), boy, 2.66Kg, A&H, History of Dengue fever in
pregnancy

2 - Present pregnancy, spontaneous conception

Medical History: Nil
+HTN
Surgical History: LSCS (2024) Allergies : Nil

Family History : Father - DM

Antenatal Details:

Mrs LOLAKPURI TRISHALINI was booked to Rainbow hospital at 2174 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
Missed NT scan and FTS. TIFFA done was normal. Advised NIPS {(non-invasive
prenatal screening) as they has missed FTS, QSS. NIPS was low risk. At
33weeks, she presented with complaint of Shortness Of Breath occasionally, no
cold/ cough, Physician opinion was sought- ECG and 2D echo - normal. Fetal
growth monitoring was done by serial growth scan. Scan done (15-06-2026)

showed SLIUF, 36%2 weeks, cephalic, posterior high, AFl 18.7cm, EFW 2569gm

21%, AC 18%, Dopplers normal. She was admitted at 377> weeks with
previous LSCS for EL LSCS.

Investigations: Enclosed.
Blood Group : "O" positive

Management: Course in hospital:
Fetal wellbeing confirmed by admission CTG which was normal. She was

e R—
e
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Name Mrs LOLAKPURI TRISHALINI  UHID HNH-00002333
IP No IP26-00006639 Admission Date 25-06-2026

prepared for elective C- section with indwelling Foley’s catheter and IV canula
under aseplic 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.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
The previous scar excised. Abdomen opened in layers. The parietal and
visceral peritoneum carefully opened after identifying the urachus. Bladder
was reflected. A Lower segment curvilinear incision given on the uterus. Baby
' delivered. Cord clamped and cut and cord blood collected for blood grouping
and Rh typing. Baby handed over to pediatrician. Placenta delivered with
controlled cord traction. Uterus closed in layers. Hemostasis secured.
Instruments and swab count checked. Rectus sheath closed. Skin closed with
subcuticular sutures. Wound dressing done. Vagina cleaned with Betadine
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 thinned out

* Scar dehiscence noted

* Bladder densely adherent to scar and LUS

Delivery Details:
Date : 25.06.2026
Time of Delivery : 07:59 am

HIMAY ATHNAGAR
Emargency § 040 - 48873000  frm

BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC . ditwd 1 SECUNDERABAD (HA#H 4l KONDAPUR L B NAGAR (HARH Act NANAKRAMGUDA
: 2462 Emergemey 3 04 - 4246 77 ergency 3 tmerguncy 3 margency 3 04

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs LOLAKPURI TRISHALINI  UHID HNH-00002333
IP No [P26-00006639 Admisslon Date 25-06-2026

Type of Delivery : Elective lower segment caesarean section
Indication : Previous LSCS
Anaesthesia : Spinal

Baby Details:

Date : 25.06.2026
Time of Delivery : 07:59 am
Sex : Female
Weight : 3.16kg
Apgar . 7,9

Gestational Age : 377° weeks
NICU Admission : Yes (observation), Respiratory Distress

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemaorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:
1. Tab. Taxim O 200mg twice daily (9am-38pm) till 01.07.2026 after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 29.06.2026
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Name Mrs LOLAKPURI TRISHALINI  UHID HNH-00002333
IP No IP26-00006639 Admission Date 25-06-2026

(Bam-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 29.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily (7am-7pm) till
01.07.2026 before food.

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

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily

(2pm) till breast feeding after food.

Nebasulf Powder for local application.

Birth spacing and contraceptive advise explained

0 ~

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomiting,
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. KADIYALA RAMYA THEJA, after 2 week on 12.07.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

| For Women Who Have Had a Caesarean Section
Care of the wound:
1.You can bath and shower.

HIMAYATHNAGAR BANJARA HILLS . HYDERNAGAR KONDAPUR OUTPATIENT CLINIC l SECUNDERARAD KONDAPUR L & NAGAR 4 NANAKRAMGL DA
Emergency 3 040 - 4246 220 & 3040 - 4145 2400 Ermergency 3 040 - 711 Emergemey ] 04059

@ 18002122 @ www.rainbowhospitals.in




Name Mrs LOLAKPURI TRISHALINI  UHID HNH-00002333
IP No IP26-00006639 Admission Date 25-06-2026

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.Do not touch the wound with unwashed hands.

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

Patient/ Attender

In case of emergency like bleeding, fever [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

w\{

Registrar/Résident/C.M.O

Consultant

Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458
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PATIENT TRANSFER FORM Hospital . bl s
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
(Dn) 6 } 26(c) 8- USPm ')S/é [26C=) 12 [y
Treating Consultant Name Transfer Ordered by Reason for Transfer

o O‘_/DS—CJP/MQn
DE - ey she

From Unit To Unit Information to Attendant
Yes[ | No |
Pre— fest Roon,
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes| | No| |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

L |RlL— Coe ML /)

=7

2.

3.

4.

5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No| |

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

¢ Suipdhn | DB manishe

Patient & Clinical Records Received by :

Gy .}aﬂ\&)gﬁ, I‘

16 1 &
Date & Time of Patient Received : 7) IS 3",_/

BIL:
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




B . 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 & " TEL NO :040-48873000

o WERB : https://rainbowhospitals.in
ADMISSION SHEET
; IR CRRELLL LR LR TR T

Registration Details :

Admission No : IP26-00006639 Admit Date :25-Jun-2026 Admit Time :05:45 AM UHID : HNH-00002333
Patient Details :

Patient Name : Mrs LOLAKPURI TRISHALINI Age :29Y8M13D

Guardian : Mr RAHUL VARMA RUERAO DOB 1 12-10-1996

Gender : Female Religion

Occupation . Martial Status
Address (H) . 4-11-3-4-716 Nimboliadda Hyderabad Phone No : 8309731700/ 9500010611

Telandg e INEIAS Q0827 E-mail : trishalinidakpuri@gmail.com
')
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name : 4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr RAHUL VARMA RUERAQO Relationship : Husband
Contact Address : 4-11-3-4-716 Nimboliadda Hyderabad Phone No : 8309731700
Telangana INDIA 500027
Ana e
|

Joctor Details :

Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referial Doctor : Self. Phone No
Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode : DC/CC Card Payor Name L:ngEDi ASSIST INSURANCE TPA PVT

\ / Time : 25/06/2026 05:53 Printed By : 020099 Page 1 of 2




PATIENT TRANSFER FO
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Rainbow® . B

Children’s | @ BirthRight

Hospita| . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

RM

It takes @ lot to treat the littie,

Patient Name & UHID No.

HNH-00002333 1P26-00006639

Date & Time of Admission

C,\’)ﬁs@%‘}{ﬁwﬁ

Date & Time of Transfer Order

2 \6[1£. @ 30|+

— Mrs LOLAKPURI TRISHALINI
1z1u-1m 20Y8M13D  (F)
KADIYALA RAMYA THEJA

T

Transfer Ordered by

DA Vet

Reason for Transfer

¢ L~

From Unit

?ﬂ(ﬁ- oL

To Unit

°A

Information to Attendant

Yes | '__‘ No| |

Number of Sheets in Clinical File

S

Number of Imaging Films

o

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

Yes| No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

Quantity

) ELegorh— (J

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes —— No| |

Name & Signature of Person who is Transferring

STl B O

Name of Person Ordered Transfer

RE_ veens

Patient & Clinical Records Received by :

VA

Date & Time of Patient Received :

a )\ O\‘\U\w
= \< \

] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

"] Nurse not Available
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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

15 kb

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

2, dwg|

2jey Jeay

—
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NEURO

RESPONSE
[¥]

Alert |

Voice

Pain

Unresponsive

URINE
mis / hour

>30

<30

Proteinuria

Protein + +

Protein > + +

Lochia Normal
Heavy / Foul
- Clear / Pink
Liior Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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Early Warning Signs
4 ™
1 Yellow Alert :
Repeat Observations QO
in 30 minutes O
\_ J
~ 4 ™
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations |
Observations in 30 minutes 1 |
/ N e, 1
. ] ) |
> 2 Yellow.Alerts or > 2 Orange Alerts: ®;
Immediate Review by Obstetrician and O
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

* Thz-': Modified Early Warning Score (MEOWS)
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Set of MEOWS
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1 Yellow Alert .
Repeat Observations
in 30 minutes
.
4 }
2 Yellow Alerts or, 1 Orange Alert:)
Call the Obstetrician and Repeat . i
Observations !
in 30 minutes -
. J
a ’ A

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
meonitoring.
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* The Modified Early Warning Score (MEOWS) N
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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
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1
RESP
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21-30 7
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11-20
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2, dway

36 ki

T

35
< 35

170
160
150
140
130
120
110

ajey Leay

100

90

¥

©

~

,—

anssald poojg 21joisAs

130
120
110
100

90

80

70

45

A4

A

60

aInssalq poojg Jljosel]

NEURO
RESPONSE
[v]

50
40

Alert

s R

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria Prott'eln s
Protein > + +
Normal
Lochia Heavy / Foul
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Early Warning Signs

[ Obstetrics and Gynaecology ]

N
1 Yellow Alert :
Repeat Observations
g in 30 rhinutes
y,
- N )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
“Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ J _ Y,
4 ™)
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Vv — Repeat Observations
; in 15 minutes or continuous
monitoring
- - ’ J

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART |
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Your Right to 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.

—

Intake

IV Site

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

1 Thrombo-

] hlebitis
Urine pScore

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

s

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 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

pr—

|

04:00 am

}){N&

05:00 am

06:00 am

r-*\
y_ | looh]
(D)

e

{ 0N

1

07:00 am

[eL
@
[ Fa.

mal

to i\

Total Intake :

Aoand

Total Output :

DuMed

Total 24 hrs. Intake
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1. All measurements in ml.
2. Add up each cofumn separately. Make additions across the page to obtain 24 hrs. total of intake and output.

i ¥ ” ;:. : . O“W T Tr!|¥o§fitt?o_
Date | Time g'lfagm NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ,?:Igrge
| N.G o v
\%) 08:00am | DI | .. | ]
3 09:00'am Qk B \‘Oa_fh\- ‘35‘0.%\_ —_ijl*:}\émp"_g
% [ewan| 0C [ oom [ g C > lanmy
100am | PO | 1 | onmb | /174
1200m| @\ poork 2 capl 41— &npig
01:00pm| R+ Y N1L
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0200pm| ) IR / . )
o [Bom] gy [P [|qw / /199 )
ﬂ 0400pm | Q) \ oM / N 7 1T
1\ os00pm Q) [\, W] & . S‘f A % .
0\ 06:00pm | R LY £ w. | / | 9‘2" o
07:00pm 18omd [/ A1/ Boomt >
Total Intake : \ Total Output :
0800pm | @ | | of pont | '\l fm?ﬂ‘\
o [2000m | 2 LS ﬂ%_ 00w oo 1 A"
\;‘ 10:00pm | QL A 1 ooaLl ; i .\
R TN X RER RIS S
c (1200 | Q| W \Dw/ Vo
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07.00am | (L~ [oond| - J o
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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Hospital BY RAINBOW HOSPITALS

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

FLUID CHART
Sheet No. : @ [ J

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.

l Intake o Bupt e e

Date | Time ga{glt:]rl% Route NG | Diarrhoea | Vomit |Drainage | Urine T'?gr%g"%g ﬁ:ﬂge

| | Mouth | v | NG
08:00 am \ . 6

’Alo_ 0900am | ¢ | 1 e I
10:00 am i L~ 'Y s
1100 am Gl /@‘« ﬁ/ N
12:00 pm /'/ - :1
01:00 pm -

Total Intake : Total Qutput: \» — > _ YN —
20| |yl / v I
0300pm| | |y o P / | ]
0400pm | | o £ — ¥ v | e U p

; © Laa W
[g\ﬁ 05:00pm | = y 5
B T | | |E0 | ri ]
07:00 pm 4 /

Total Intake : =\, Total Output : \)— | e - |}
08:00 pm A a
09:00 pm & / \ ware .

\\Z 10:00 pm WX K 2 - (\
\ @ o 2 . § : \\

\% 11:00 pm P N \ < N

‘17 1200am| /| N 7 Vi 4
01:00am | / : / \/ ‘

Total Intake : L Total Output :, 9 — L, M~0D
02:00 am e i 1 0
03:00 am / / "] é [ “y,/

\‘e 04:00am| | _/ ) / ?l\

N | 0500am W e ey 1\ ||

N [ 0600am |y Va P [
07:00 am b
Total Intake : | Total Output I
Total 24 hrs. Intake Total 24 hrs. Output
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Rambow
Children’s

Hospital

It takes & kot to treat the litte,

( FLUID CHART )

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Detlvery

1. All m‘eésuremen'ts i ml.

2. Add up each column separately Make additions across the page to obfain 24 hrs. total of 1ntake and output.

x

i T B
R v,i"ﬂ !g

K"M Sl «%é@ A %&%I&f{r‘%%; e

=y Dutput

e ‘T'

&
s, .,

T | Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

lv Site
Thrombo-
phlebitis
Score

[+ . k'%‘i%&g""

Sign.
Nurse

Mouth

LV

N.G

08:00am

= 109:00am

* [\10:003m

11:00am

12:00 pm

01:00°pmi

Total Intake : .

Total Output :

02:00pm

03:00pm

04:00-pm

05:00 pm

06;00 pm

07:00 pm

Total Intake :

Total Output :

(8:00 pm |

09:00 pm .

10:00 pmn

11:00 pm

12:00 am

01:00 am |-

Total Infake :

Tota! Quiput :

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
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NURSING CARE RECORD
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Rainbow® L
Children’s 4 BirthRight
Hospita| . BY RAINBOW HOSPITALS
Ittakes o fot to treat the fitte. Your Right to a Safe Delivery

........... ST

e | [ Maintain Airway-and Oxygenation [1 Relieve Pain & Discomfort [7] Maintain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status [J Maintain Skin Integrity

E [“rMaintain Personal Hygiene L1 Pravent Infection ["1 Meet Elimination Needs =Ensure Safety (] Early Ambuiation Reduce Anxiety [] Patient & Family Education
& | [ Identify Potential Complications LT ANY OHNBIS. SPELIY. ...vevvvvetee ittt ettt et ettt e et e e e e eeeeeeeareeees

Time Plan of Care Time Implementation Evaluation Re-Assessment ’é"é?ﬁ,.’;ﬂ?,'g
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NURSING CARE RECORD
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1t takes a lot to treat the |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

] Maintain Airwéy and Oxygenation

LI Relieve Pain & Discomfort

[J Maintain Fluid Balance

[J Improve Activity Tolerance

[0 Maintain Good Nutritional Status

[J Maintain Skin Integrity

(2]
= ] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications =T ATy RIS . SPBGIV 53 e v s A e e S Y e oy N
. . . ; Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

PASSeCS e pio
N Hon
T P}Pgﬁm oo Wifeds

&P

Morning

BAn| onddHon

2>plon Eos Tlo chst-
ot D plenes ki, M

|

S fSsessed Hhe, pt

O wiad ot e Ciad

(ﬁb A gelprded

2 M Mducoton
LW &) o> do (e

SNe St

Mou N fets ey

3

Qut M-

T

Zf)ﬂ)(ﬁggevl/]& waml? [ _
- Mofkost \cha{s Q{Wtj

Afternoon
——
1

- f’w Mwl?ca 69’\ (5
8pm.  Dretery bed by Dﬁ;qLﬂ

el

e \(\/\c&&ffw (jo CCACU‘( i

2P Mhscend P\wdﬂg’p{)
Mot thal; £t
-*\\'\alohj(aiﬂjfo &w«f "

- Gven e o
&or Pret Wheel Wéfyb#m/

§.

=2 £eq oo Jr;{/e 47
ki %J’thp

7 00 '\f{g\ UC[J“(; )
o Giw shedlecle]

Night
43..

5 ) %%@ESSV J&Js P

6 ndHon.
© = monitd VT

== &)Ll MQCJfC&'jfdm

Wi
W

Chr fse sof Led ) :{Q/mQ;,

ay pyaeited ¢
gﬁy‘” F dcﬁp@f?’c&d




:NH-aoooza 2

s

o ;-_OaL;:K UR TR'SHAUNM 06639
Ir. KADIyA l M13p

i /I!iilﬁlilim/lﬂ!ll

D)

NURSING CARE RECORD

*\\§

Rainbow® ’

Children’s (4 BirthRight
Hospital .W_@%
mmmmmmmm Your Right to Delivery

["] Maintain Airway and Oxygenation

[_] Relieve Pain & Discomfort

[] Maintain Fluid Balance

[1 Improve Activity Tolerance

[0 Maintain Good Nufritional Status

Date: ....... %[6[7’6 ............

[] Maintain Skin Integrity
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§ [*] Maintain Personal Hygiene ["1 Prevent Infection [ Meet Elimination Needs [1 Ensure Safety (] Early Ambulation Reduce Anxiety [ Patient & Family Education
& | [ |dentify Potential Complications I A CORHRTS. SPOCH: e st snsnnastosesiimet itses thaad bos'snsbod o e e S S B s
< '. : . Nurse Name
Time Plan of Care Time |mp!_emenlal|on Evaluation Re-Assessment & Signature
“MQ y W &\\'u-l CL; D
3{’ "o Quaseeed f)r(ouéuiuo BT . Quosas pr (wndsts ~ tenud YoJ)

dhe

m‘h—«&lm—— G,
A o o\sux% QLJ

e hwm -
5o b e ML F o
g wﬁ v \g - J J i ‘ _
§ Sl - PO ﬁ::\%:é J g mcjﬁj .PJB 9\55’}534) e Q}iﬁu‘j &‘\M
- "\ncO:j‘. s ﬁw = !

Night

i

8?0/1

&

2 HA55ess pee P
condi fao,
— Moni~tad S

- nw,ﬂvfcwwol g?vg
- Wq[f(‘f:szfm 3/@‘

q
')\(\ \V
"y

]S

(\J\”C\Lﬂ(l
g 6\’(”) 3




S

2z
- = &
.fNH-00002333 IP26-00006839 Ral-n bow . . N
r8 LOLAKPURL msmumw o Children’s (4 Bll‘tthght
. 1906 29 YBM1 i BY RAINBOW HOSPITALS
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O Maintain Alrway and Oxygenation [ Religve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status O Maintain Skin Integrity -
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| [J Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Needs [0 Ensure Safety (D Early Ambufation Reduce Anxiely O] Patient & Family Education
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.HNH-00002333 1P26-00008639 :;:é »
Mrs LOLAKPURI TRISHALINI Rai n bw . 5 . .
AR T, Children’s ‘BII’tthght
AN AMTA AN L L L, L / Hospital | (g)orimenioses
2Y[cné 2% 4 By
DAY-1 DAY-3
s. No. SITE OBSERVATION STAGE / ACTION SCORE M T E TN T W W M| E [CN)| Remarks
: No signs of phlebitis /
1 P sl appeas ailiy Observe cannula 0 79 =5 R N A IJ H O o ©
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 [\] A W D
* Slight pain near the IV Site / / Observe cannula 'Q ‘ Y g~ | WV
* Slight redness near IV Site N 1014\ bﬁ
Two of the following Signs o
o Early stage of phlebitis /
3 | areevident: : 2 Ve
Pain at IV site Redness Resite Cannula N i (\m N A 5@9 \0‘%\ bg&
. . /_,_.-—
A\ of te Tolowing SIOS2(® | yyegium stage of piebits /| —
4 C ol Resite Cannula Consider 3
Pain along Path of cannula N D Ve
Redness around Site Swelling Treatment T}ﬁ /(/ A ’&l GJQ“ 06’
All of the following Si
evi({j};r:t Zgg ngtv;rrlgl?égn 5 e Advanced stage of phlebitis or "
: ' the start of thrombophlebitis / Ne
Pain along Path of ‘
S R:It'j]n?a;: garo?meSi?: i Re site Cannula Consider 4 PR /U 4 ‘@4-\ QAR g D&
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain %?;ﬂggghsl’;?ﬁ?so/f %
6 along Path of cannula Redness ke . 5 N Qo+ M, Dﬁ*
around Site Swelling palpable Initiate treatment Re site N PIRf- | M EAN A
Venous cordpyrexia Cannula
(‘ : — N
Signature of the Nurse KO £ Lﬂgﬁﬁg\) o ler

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

Signature of Shift In Charge :
Signature : ................. g%"‘l ................. Name : SMMJ%’\’\ ..................

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

Signature of Ward In Charge :

SIONERINGS smrmnkeniG i Name : .

St




O

O

2
+  Patient Sticker . Rainbow® . -
A ‘ Children’s ‘Blrtthght
GHECKLIST FOR THROMBOPHLEBITIS Hospital o s S Bls
IS ) S
R DAY-1 DAY-2 DAY-3
S. Ne. SITE OBSERVATION STAGE / ACTION SCORE "M T E | N M| E M E N Remarks
1| Vsite appears healthy, %Obggzz g;ﬁmﬁgms / - 0
One of the following signs is '
2 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near iV Site* .
] Z‘;‘;"e?lﬁgﬁtf""“w'”g Signs Early stage of phiebitis / )
PainatV siteRedness  + ~ | hesite Gannula
All gf the following Signs are Medium stage of phiebitis /
gvident : \ \
4 | Pain along Path of cannula _I?emtte Gatnnula C“"S'd‘fr 3
Redness around Site Swelling” reatmen !
All of the following- Si
evident and Eﬂéﬂghs’ég:ns are Advanced stage of phlebit.is or
5 | Painalong Path of cannula g‘e s'rttaréof ﬂlrlorgboppégbms/ 4
Redness around Site i T'e Stni Et‘"““ a Lonsider
Swelling palpable Venous cord reatmen
All of the following.Signs are
evident and Extensive : Pain Advanced stagg of
6 along Path of cannula Redfigss thyomboph!ebltls/ . 5
around Site Swelliing palpable [gltlateltreatment Re siie.
Venous cordpyrexia annuia
. S;!gqgture of the Nurse

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 phiabitis.

Signature of Shift In Charge :

SIgNALUTE ¢ oevveercerercverenserecssmsrvnsnrensenssd ATIB § 1ovveretsrersinsenssssesssssasenessaesressosassasons

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

Signature of Ward Ih Charge :
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Or. KADIYALA . i BY RAINBOW HOSPITALS
R Morse Fall Risk Assessment Form e et e

Your Right to a Safe Delivery
R

|P28-00006639

. Date / Time S . -
Choose Highest Applicable Score from each Category M1 25 |6 26 L" Fall Risk Grading
Soore | vy | BAM | S
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsu:hl;:IsI)Scure Aotion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
' 30 d Fall
| Furniture Low Risk 0-24 gﬁzrclga{ima
Ambulatory Aid Crutches, Cane(S), Walker 15 i
None /Bed Rest /Nurse Assist 0
Yes 20 Qg
IV / Heparin Lock or Saline 2 = 20 20 Implement
0 Moderate Risk 25-50 Modera.te Fall
Impaired 20 Prevention
i Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 —_—— Risk Fall
L OriSnted to own ability 0 o O ran sk =9 Prevention
o ‘ Intervention
Total Morse Fall Scale Score: 1 Q.0 LO
|
Signature | AL | AQ/) @
Tick (v*) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions 1 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ["1 Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
(L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] 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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BRADEN 'Q' SCALE

%
Rainbow” .
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Tt tokes 8 lot to treat the lttie. You? Right 1o a Sate Delivery

Time ;

scle s Te5 12
é &

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

r L ¥

Mobili . . . . e ; 3 . oy :
y 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. ,’] L’l
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambnlate |
i Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
ﬁ;‘:ﬁ;ﬁg&g&;‘f Eo ofi nedsttc; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every b’
wheelchair.” shift in bed or chair. 2 hours during walking hours. (4
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: / !

Sensory Perception

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.

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.

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.

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski:?s‘z':czse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \/{
- oislt)ure Dampness is detected every time 8 hours. every 24 hours. .\\ L1
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs 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.

——Z"
—

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%; hemaglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan9 | High Risk: 10-12 |

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

Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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severe pain or with additional risk factors.

v F
: e
{ 1 -
I - Support Surfaces
Risk Score - Category Action (Plaase Note: Only required for children who are desmed at risk due
v to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . .
. Enable as much activity as possible High density foam mattress
L
15-18 At Risk Protect the heels Ge! pads for high-risk areas
Use pressurs redistribution surfaces Alternating pressure mattress overla
A 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
Ny Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure mattress overlay
- =
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure maitress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Lessthand Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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/
26/ 4

Date:| 2] {1 95/€ |26 /&
Time:| gAY - | A7/
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: *
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight 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. {‘(
without assistance. to completely turn self independently. independently. 4/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
o Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : ; : : : + ;
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \T

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

sk'gois“;hlcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen ooly requires changing 4
tlo moi::t]ure Dampness is detected every time 8 hours. every 24 hours. ‘{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: :

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs 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 inciudes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

—_—

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capiliary 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

| HighRisk:10-12 | Moderate Risk:13-14 |

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

Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name

‘kf *: "
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Suppori Surfaces
Risk Score Gategéry Action {Please Note: Only required for children who are deetned 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 Alternati matiress ovarl
Manage moisture, friction and shear emaling pressure matlress overiay
N Advance to a higher level of risk if other major risk
factors are present
. High density foam mattress
. Use the Same Protoco! as for “At Risk” Patients o
13-14 Moderate 'Risk 3y 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 matress
10-12 High Risk in addition to regular turning schedule Gel pads for high-risk areas
Make smail shifts in thelr position frequently Alternating pressure mattress overlay
' Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM P2l | W i
| pain'Stofe . T Modifying | Patient / Family . :
Date Time (0/10) Location Duration Acuity Character Eaclars Educated .lmenrenlmn Sign
| Continuous | [ Acute [) Sharp (1 Dull [] Increasing [ Yes UWT -
g\glﬁ,]ﬂQ G OL[O ,\hm“ﬁ( Intermittent | (I Chronic [JAching ([ Bumning | [ Decreasing | [ No P
7[1 Continuous | [J Acute (] Sharp ] Dull [] Increasing 1 Yes M\h\_ \
i "1 Achin | Burnin = i
2 “ M 8 @“tb ]\QM 1 Intermittent | [ Chronic ] Aching 1 Burning | 1 Decreasing | [ No (7
_] Continuous | [ Acute (1 Sharp [ Dull ! Increasing O Yes
O [ i i i | i j
9,(] - WAM o /\) A Intermittent | [ Chronic (] Aching [ Burning | J Decreasing | [/ No N A apj
[ Continuous | HAcute [3-8tarp ] Dull J Increasing | LLYes )-/,4
| b gpm OMO | pJ4 | ietermittent | ] Chronic ) Aching () Burning | [*) Decreasing { [ No L
/ (] Continuous | [J Acute ] Sharp  [] Dull [1 Increasing &Yes A
?‘5%4 @9,,9 @/}5 G- |rintermittent | T Chronic | +Aching [ Burning |~ Decreasing | [ No MY B
7 7{6 (] Continuous | (] Acute ] Sharp [ Dull [ Increasing | [ Yes M?%\
5— / 0 /Dn O /}D /O,d\ I Intermittent | (] Chronic Tl Aching [ Burning | [J Decreasing | [ No /\j A
24 [ [ Continuous | [ Acute ] Sharp 1 Dull [7) Increasing ] Yes ALA
. b qm (0| QU@ | O Intermittent | 1 Chronic ] Aching [ Burning | [ Decreasing | [/ No o
/ ( 1o {1 Continuous | [! Acute (] Sharp ] Dull [] Increasing U Yes N
2& 812 | 1 g Nh (] Intermittent | [] Chronic [ Aching [ Burning | [] Decreasing | [ No ' -
(] Continuous | | e [J-Sharp [ Dull [] Increasing -Yes
zd/éﬁl S| ofte | VP | oo Cowme | 0 - o S - -
|~ mm:ttent [1 Chronic (1 Aching (] Burning | t#Decreasing | ! No
k Wﬁ’ ] Continuous | [ Acute [ Sharp ] Dull 7 Increasing | [ Yes
1’ \‘BP L 0[ ro p a [ Intermittent | [J Chronic [ Aching (] 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 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)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Paln Scale {Gbstetrlc and Gynecalogy)
] I } ] l | 1 | |

No Hurt

1 I I ] I 1 I b, 1
2 3 4 5 [ 7 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

COHD®®®

Hurts Littla Bit Hurts Litle More Even More Hurts Whole Lot Hurts Worst

‘ SCORING
CATEGORY =
0 I 1 2
) ] " | Occasional Grimace or Frowm, " Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented qulvaring chin, glenched jaw
Legs Normal Position or Relaxed Uneasy, restfass, tense Kltﬁ]ng, or legs brawn up
» " Laying quietly normat position, Squirming shifting back and LA ) ’
Activity moves easily forth; tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent compaints
. - Reassured by occasional touching, * P) .
i Content, relaxed hupging, or being talked to, Difficu't to console or comiort ’
Consofability distractible 4§ ifficultto ( N
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month) 1
Assessment Sedation Hormal Pain / Agltation
Criterla
2 1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irvitable or erying at | High-pitched or silent-
Irritabllity stimuli minimally with painfuf| irritable infervals consolable | continuous cry
stimuli ; » |-Inconsolable « * . "
Behavlar State | No ardusaltoany | Arouses minimally &o.| Appropriate for ? Hé‘sﬂess, squinming | Arching, ldckiﬁg constantly awake
stimuli stimuft yestational age Awakens frequenty | or .
No spontaneous Little spontaneous o ' | Arouses minimally / no movemient|
movement movemnent ' " (not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Exprassion No expression with stirnuli intermittent continual
Exiremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent | Continual clenched A
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tene ar finger splay splay
Body is not fense Bady Is tense
Vital Signs HR | No variablity with | Less than 10% | Within baseline or | Increase 10-20% | Increase greater than 20% from
RA, BR 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or y
Hypoventilation or | baseling with stimuli | gestational age $a0,76-85% with | equalto 75% with stimutation -
apnea stimulation - quick | slow recovery Out of sync or
TECOvery fighting ventilator

—/
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PAIN ASSESSMENT FORM

‘l\\%

Rainbow"
Children’s
Hospital

It takes a lot to treat the Mde.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a 6afe Delivery

Pain 'Stofe ! . Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character factors Educated Intervention Sign
| [ Continuous | (7 Acute (7] Sharp T Dul [ hereasing | [ Yes M o
am‘i’l 0 )lD MM NQ [ Intermittent | [ Chronic [JAching (7 Burning | (] Cecreasing | [/ No
] Continuous | [ Acute ] Sharp [ Dull L] Increasing ] Yes N
25 /6/ L ZD/),V[ O //‘D AJOEU 71 Intermittent | CJ Chronic 1 Aching (] Burning | [ Cecreasing | [ No m
T
(] Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes
1,&\5_ A | o h S | Y i s abe—
[ Intermittent | (I Chronic (] Aching [] Burning | [J Decreasing | [ No
] Continuous | [ Acute [ Sharp (] Dull O Incfeasing [ Yes
'2/6}6 ]D‘PM 0 ﬁjﬂ Yo [ Intermittent | () Chronic (] Aching (] Burning | [ Degreasing { I No Mo W
J :
[] Continuous | [ Acute (] Sharp (] Dull 1 Increasing ] Yes
[ Intermittent | [_] Chronic ("] Aching (7] Burning | (] Depreasing | [ No
(] Continuous | [ Acute [ Sharp ] Dull 1 Ingreasing C] Yes
(1 Intermittent | [ Chronic ("] Aching [] Burning | ] Dgcreasing | [ No
A
T
[ ] Continuous | [] Acute ] Sharp [ Dull [ Increasing [ Yes
[} Intermittent | I Chronic "] Aching [ Burning | (] Decreasing | [ No
1 Continuous | [1 Acute ] Sharp (1 Dull ! Increasing T Yes
(] Intermittent | [ ] Chronic (1 Aching (] Burning | (] Decreasing | [ No
(1 Continuous | [ Acute [] Sharp [ Dull [ Increasing "1 Yes
[ Intermittent | I Chronic (1 Aching [ Burning | [] Decreasing | [ No
] Continuous | [J Acute [ Sharp (1 Dull [ Increasing I Yes
] Intermittent | [J Chronic 1 Aching [ 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) At least every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerieal Paln Scale (Qbstetric and Gynecology)
1 1 1 1 1 [ |

PlfllN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

_— e T |

-

No Hort

; 1 A 1 I 1 1
4 § 6 7

Wonyg - Baker (Pediatrics) Ahove 7 Years

COH®®a

Hurts Whole Lot
1

Hurts Litile Bit Hurts Litte Mare Even Mora

i SCORING
CATEGORY
0 1 ) . 2
r ‘ N - v N { » N {n -
. Occasional Gimacd or Frowdf, ' | Fibguentio constantfrowm, ¢ 2 [} -
Face No Particular expresslon or smils withdcaw, Disoriented quivering chin, clenched jaw 1r
Legs Nosma! Position or Relaxed Unaasy, restless, tense l{iclléng, or legs brawn up Gy
. i~ _ WA
, | Laying quietly normal position, Squirming shifting back and .
Activity moves easily forth, tensa Arched, right, or Jerklngl .
l I Moans ar whimpers octasional Crying Steadily, screams of sobs,
i Gry No Cry (Awaks or asleep) complaint _ trequent complaints
Pos nlﬁam . Reassured by occasional touching,
: Content, relaxed hugging, or being talked to, Difficult e O ti
Consofability nten distactivle teult to console or comfort
Neonatal Pain, Agitation and Sedation Scale {(upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criterla
2 o 0 1 2
Crying No Cry with painful | Moans or cries Apprepriate crying Not| [mitable or crylng at | High-pitched or silent-
Ircitahllity stimuli minimally with painful| initable Intervals consolable | continuous cry
stiruli Inconsolable
Hurt;s Warst Behavlor State | No arousaitoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneoys Little spontaneous Arguses minimally / no movement
movement movement {not sedated)
1
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
; Expression | Np expression with stimuli intermitient continual
{ Extremlties | No grasp reflex Weak graspreflex | Relaxed handsand | Intermitient Continual clenched
Tone Flaccid tona decreased imuscle | feet clenched toes, fists | toes, fists, or finger
tona Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No vartability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RE, BR Sa0, | stimul varfability from normal for from baseting baseline, 5ad, less than or .
Hypoventilationor | basellne with stimull | gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=/
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12-10-1906 2Y8M13D  (F) I . « 4 am
"l URINARY CATHETER BUNDLE CHECK LIST chlarn' | (g
Date of Insertion: ...........c.ous %\\6\0’@ ......... . D‘ate r;n‘ Removai:n e
Parameters Date Shift Time . 1,& o
Need for the Catheter alYes-CINo [ =¥es (INo | ClYes CINo | ClYes CINo | ClYes CINo | CJYes CINo | [lYes [INo
Hand Hygiene [iYe§ [INo |_[2¥6s CINo | CJYes [INo | CIYes [INo | CIYes [INo | [JYes [INo | ClYes [INo
Usage of Sterile Equipment S¥es CINo | ClYes CINo | ClYes CINo | (JYes [INo | CiYes CINo | ClYes CINo | [Yes “No
Is the Collection bag below the level of bladder OWés CNo LlYes—TINo | OYes CINo | OYes CINo | ClYes O N& ClYes CINo | CJYes CINo
Check the Tube for Obstruction (Free of Kinking) ﬂﬁs ONo | ¥es CINo | ClYes CINo | ClYes CINo ;{XIQ‘-}% W_Yes [JNo | [Yes [INo
: : Lo ;
Is Catheter dated as policy S'{s ’EI No /[",Ye& CONo | COYes CONo | [IYes ?@,QI(?S“D \;eci(\i 2;45‘0]é CJYes [INo | ClYes [INo
Collecting bag is been emptied regularly? AYes CINo |_Yes CINo | [1Yes [INo Qﬁ)‘l}j NQE/E[ Yes CONo | 1Yes CINo | [lYes [INo
Maintenance of closed system for the catheter ¥ CINo _Afes [INo | [lYes 5'&&?'!7%8%\@)@6 [1Yes [INo | ClYes [INo | [lYes CINo
Dressing clean and dry? U}Yes/u No | ~Yes CINo | [p¥és CINo Wy .Y}s CINo | CIYes [INo | ClYes [UNo | [lYes [INo
Is the line removed as Policy? OOYes L ]ﬁo//ﬂ;?eS" “INo | [JYes [IJNo | ’Yes [INo | C1Yes [UNo | “IYes [INo | [IYes [INo
Performance of Perineal Care Yes [INo | [lYes—[INo | CiYes [INo | CiYes [INo | ClYes [INo | CiYes CINo | [lYes C[INo
< Onset of New Fever [1Yes [*No~ | [1Yes Mo~ | [IYes [INo | (IYes [INo | [JYes [INo | CIYes [INo | ClYes [INo
Asses for the leakage at the site of insertion aLlYes [INo | ¥eS [INo 'Yes CINo | [CIYes [INo | [ Yés' CINo | [1Yes [INo | CJYes [INo
Name of the Nurse ‘; PT’[V [
Signature of the Nurse ( W (% ‘

Docu. No. : RCH /FRM / CLINICAL / 114
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e Byekgo z
e _T Eﬁ'?d o, . BirthRight
1”IMIIIIIHIIIIIIIIIIIIIIII||I|I|| - ospriat - | ) :emanmesoa:

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

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ..cvoveivieciec e Department: .........cccocveecereiiincnnns Date of AAMISSION: .......veecvvcrecccrcrrene
Z | Diagnosis: ' Any Infection: CIYes [INo lf\Not Known
= I YES SPECHY: wvvvvvveeeveeeeeeeeeeeeseeseeereseenn
S _Lges
5 E/L 1 | g \

2 | Area @“\b @g] 2 \0( 2 \ ‘VL\L : A o2
= Shift Time 4 oy BAM X Qad -
g Medical Condition o
= | (Any special condition to be noted): . .
Allergy: O Yes #TNo | Yes D)}o O Yes O Ne [0 Yes Dfl(o O Yes €No | O Yes [0
Tubes/Drains/Catneter:/ =es [iNo| O Yes @No | Yes 040 | O Yes o [0 Yes NG| O Yes Ao
~ Vital Signs: Temp: C,}J"’L" Af !;/ Cf} b_%/ Ofv{) O\Q Sfc q,f-cb(;
e Res: | —8 [ 10 1B\ <)0ban | F651K) 20} by |
= Sp0;: | 180 | G/« | \ QP | \wo¥ | oo | (onY,
©w by !
@ Puse: | 8F | a5 | (] abbn | 50w | 9947
2 BP: [ 110183 130]81 [\\ U0 [wblde [vwa\ iefzeph]
Fall Risk Score: = e - -
Pain Score: | @ (0 - — ~ - —
Safety Needs: ﬁod - el — — =
< Physiotherapy | Yes [(*o [ Yes CINe-tTYes (Aot Yes CINg | O Yes LG [T Yes = No
™ § Others Specify: | A — el _ ol
E Special Diet; | Yes “TNo | Yes 2No | 01 Yes =0 | O Yes ?@ [ Yes =o| ] Yes £1No
=
§ Other Special Orders / Medications: 5 (<
= > o | N
Post Operative Procedure Special Orders: e 2 A P) A Q R( AR | Mo
o
Handed Over By Name : -bx'@ ng Y ?1;‘1 Adg \P.XL QN(\M
/_\ = . \ P ¥
Signature : d;‘s\&‘/\) 41 % Q)‘ w
Date: %ﬁm <l |ag AR 26{4_/.«’
Time: i BT LM A 9o 2 p0
_ . A &‘If‘f w
Taken Over By Name : &W{ 0&{/ mﬂqm vl /S@ < f
Signature : Y | Q- M \Q?L ‘ M
Date: o e | ool o STEN ~elb  pefef2 12 Ab[1e |

= T
Time: g M 1(‘»’“\ Spo | D[ 9 pao | &M
\ « Docu. No. : RCH/FRM / CLINICAL / 097 ]
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12-10-1006 20Y8M13D (F)

ma Rainbow® &

Dr. KADIYALA RAMYA THEJA }

] Children’ BirthRight .
ERCE Y ospral - | () rmeonooms

It takes a lot to treat the litte. Your Right to a Safe Delivesy

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ... Department: ........ccccoeivvienniineinnns Date of AAMISSION: ..o
Z | Diagnosis: Any Infection: CJYes [JNo [J Not Known
'g If YES SPECITY: ....ceeeveccrceececeiee e
=
*® 5 \nbfrb
2 | Area . & \b
3 : shift Time Lo v \

g Medical Condition
= | (Any special condition to be noted): i
Allergy: JYes J#No | Yes CINo | C1Yes CINo [ Yes CINo [T Yes CINo | Yes C'No
Tubes/Drains/Catheter: O Yes,a’ﬁa' C1Yes CINo | Yes CINo [ Yes OONo | Yes CINo | Yes T/ No
Vital Signs: Temp: | >
= : Res: | 9p ],].,/,,
"EJ Sp0;: 100/
Q Pulse: 9 '
2 BP: | 116/A,
Fall Risk Score: | —
Pain Score: —
Safety Needs: .
- Physiotherapy | Yes =ojCYes TJNo | Yes ONo | Yes CONo [CJYes CJNo [ O Yes CJNo
=
=]
'E Others Specify: | ——
=
= Special Diet: | Yes =Ne [ Yes TINo | Yes TJNo | Yes CINo | Yes C'No | O Yes CINo
=
8 | Other Special Orders / Medications:
o« . per
Post Operative Procedure Special Orders: W
Handed Over By Name . /C‘-}S):I
i
Signature : ' A “
Date: : 9 Js e
Time: XA
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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MEDICATION RECONCILIATION FORM

]

Rainbow® . iR
Children’s (U BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Dm

Drug AMBIOIBS: ...cooivsuvimimmmsanmmssisasisimss seigaessisasiaes sosnesnssnsnssnsin ._/i'j/Not known any Drug Allergies

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

Shifting From: ...ocveeceeececeeeee e ShIfted 10 ...
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No| ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | hore )/ Time ?gﬂ:ﬁm
1 Oc Opt
TR - IROKS oy | Plo on |kl
2 ( > DC
TR sen | Plo o o1l6 2| 30D
3 OOC CIDC
4 ¢ [IDbC
5 LJC ODC
6 JC [ODC
7 Oc ODe
8 OC [ODC
9 [JC [JDC
10 (JC OJDC
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED /)VERIFIED BY

Doctor Name & Signature : .......... . Voo DﬂCV’ﬂﬂ ..............................

Date & TIME : weoovvrreeeeeererrnn ?{.Ké.[z.-ﬁ ..... . 61300

o 6
Nurse Name & Signature: #{%Q‘%ﬁy ...............................
Date & TiMe : ...oovvvoee. 1\ b 20mtm

Docu. No. : RCH/ FRM / GENERAL / 090
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\%

Rambo ) C
Chlldrevr‘:s ‘Blrtthght

\l\ll\\mﬂ\\l\ll\\lllllﬂllllll\l Hospital _ | ) memeons
DRUG CHART
Date of Admission: ........ —9‘9_[&:])039 Drug Allergies: ........... N«L/E@(‘nown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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).

- 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.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
Dater
Dose Route | Frequency (Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
DRUG : Time
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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- 3EAN SECTION OPERATIVE NOTES

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Surgeon’s Name: DR RAmYA “1ReT A Date of Delivery: &z \ 6\ 2026

Assistant Surgeon: TR \EC R Time of Delivery: =1, nq pmg

Anaesthetist's Name: o SHARANA - Gender of Baby: Frome

Type of Anaesthesia: i ngP ANESTRES )R Weight of Baby: 2160 fq

Neonatologist: DR~ PRITESH AGPAR Score: 49 )

Scrub Nurse: Q)N UPAGECTHA NICU Admission:e Z¥E6s  CINo G, ey,
=

Pre-Operative Diagnosis:  ¢,, P\, \5:;*{,3&5\ { prew LSCs

Urgency
[ Immediate Threat to life of woman or fetus
[1 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

Clive [ Emergency Indication: ................ Neaion, BES .

DECISION tME: ..o e e Knief to rectus: ........... LI s
CTG DESCHPLON: ...vooeevvveeeeeeeeeeeeeseesesesreesenenen R e
If there was a delay give the reasons: ...................... 3 e B e e s e
Surgical Procedure: CreomWe Lece

Post Operative Diagnosis: oD <0

Peri-Operative Complications: Now ¢

Amount of Blood Loss:

26! Blood Transfused (in ML): s

Name and Number of Surgical Specimen sent for examination:

Ne—e

Docu. No. RCH/ FRM / CLINICAL / 155

(PTO) j



4
Examination Findings when Appropriate:
Presentatign. =-€ephalic "I Breech [ Other ................... Cervical Dilatation: ............ 5 R S cm
5th Palpable: ................. L4 FEtal POSIION: +.vvvvvvvvr oo esceceeeeesneesseseessesseesses
Station: O-3 0-2 O-1 00 O+1 0O+2 Moulding: “INone [+ [I++ [I+++
Caputt O+ O++ O+++ Meconium, [iNene [+ [I++ [+++
Bladder Catheterized :(/l‘léfeﬁ 1 No Urine: _[1Glear [ Blood Stained
Skin Incision: __=PTannensteil [ Transverse L Midline LY OUI8F sssisuissimrssissainsisnissmmsinis
Uterine Incision:  .+-tower Segment [ Classical [ nverted T O dincision ™ LU ianed |t
Previous Scar: [ Intact —=Thinnedout ! Ruptured L1 No Scar * Scay c\ch‘gcf_m_e
isi A E [ noked
Inm.smn Through. Plicenta. Yes LG 4 ooy deneel oAb pl ot
Delivery of head: . -Manual 1 Forceps R geaw.
Liquor: >Clear [ Meconium: [| | Il OBlood  C1Offensive [ Not Offensive
Delivery of Placenta: '_pzwfanual 5 b1 62 R L/'}—EOTnplete 1 Incomplete 1 Piecemeal
Cord Appearance: I FUC 0L o e 0 Y U8 S Cord around the neck [ Yef)Nn’
Appearance of placenta: ..................Neseao).. L. Compele.. Cavity explored . -Yes . T No
Uterus, tubes and ovariewrmal "I Not Normal Sterilization: [ Yes __[INO
Uterine Closure: 1 One Layer L/Z'v.f Layars 000 e AGTENL U T e W Suture
Peritoneal Closure: , [ Pelvic \/?Kb/c'iominal CINOE ssiemen Catan Suture
Sheath Closure: e, !.\\fssff...z,::ﬂ .............. Suture
Fat Closureﬂs CONo ) o ....Q.qh;%\.\'.\f ................... Suture
Skin Closure: ~__J~Subcuticular ) Mattress 'Q‘mt)nmc:j‘%;h Suture
Vagineal Evacuated \)x'i’e/é ~1 No
Drain: [ Yes (M0 ) REMOVE N ..oooccvevrveccernnnne. days [ Await instructions
Ctheter \,,2/%3 “INo CJRemovein....... : days [ Await instructions
Swap & Instruments count correct? Q’(es I No LI Post-op Antibiotics =¥es  [INo
Intra-Operative Antibiotics Cover: uZ/Yes I No I Thromboprophylaxis “1Yes j’Nﬁ
Post-Operative Notes: ..........co.coo........ ~ ..Mgm..@f...u:ﬂmun ...............................................................................
............................................................. F\E}H‘MDW‘}O@
~f
................................................................... TRl e SRS U T TL L 1L < SO,
"%\mﬁﬁk\mkv{g)r ..... R84 DN
.................................................................. ‘DUQ\G"RQE,SSNc Rt BN
.................................................................... :.ﬁ..\}ﬁr.i....,....‘.‘\.‘.i.\m\aﬁmc.a c i

Doctor Name: .......coovevvveven 25, sranie twe S

Date & TIMe: ..oevveeeeeiceeeeeeeenn S0 0L AR




Surgeon @bﬂ‘%

Asst. Surgeonm A

SURGICAL

SAFETY CHECKLIST | Mot £

Scrub Nurse : %ﬁ

..a&%z’?

e R e
"""""" QQHR | Date IS/ 06/ 2binime ...

1P26-00006639

y HNH-00002333
) Mrs LOLAKPUR TRISHALINI
1z-1o-1m nu 139 (F)

]
Rainbow®
Children’s
Hospital

1t takes 3 ot 1 treat the iRtle,

@ Birthiight
BY RAINBOW HOSPITALS
Your Right to 8 !lh Dollun

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGN IN Time:...1.. 206244

TIME OUT  Time:.... 75..35F

SIGN OUT  Time: 5. 4.5 Pone

Patient Has Confirmed
|dentity =¥es [INo
Site ¥es CINo
Procedure ++Yes CINo
Consent <=Yes CINo
Site Marked C1Yes CINo-=NA
Anaesthesia Safety Check Completed [Yes CINo

Pulse Oximeter on Patient & Functioning —-Yes—INo
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available OYes No—

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

[Yes ho—

Access and Fluids Planned 1Yes =No CINA
Blood Units Reserved CYes =No [JNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? =¥es TINo [INA

Confirm all team members have
introduced themselves by Name and Role E&:} No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ¥es CiNo
Correct Site ¥es CINo
Correct Procedure CYes CINo

Anticipated Critical Events
Surgeon Reviews:

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

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? Yes CINo [INA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? }—Yes CINo LINA

Is Essential Imaging Displayed? ,9 Yes CINo CINA

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

Signature ................ Q ..............................................
Name :.... gowﬂta

C1Yes CINo

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded ,,,V,‘Ves INo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) CYes [ Nwﬁ#
The Specimen is Labelled (including

patient name) UYes C1No =NA

Whether there are any Equipment
Problems to be addressed

]Yesﬂl‘m/ CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? \_/8@ CINo

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




~ PATIENT TRANSFER FORM

2

Rainbow’

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt takes a lot to treat the litte. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission

Mrs LOLAKPURI TRISHALINI

HNH-00002333 1P26-00006639 ézg/zb(f) /?/6 @ ;l. }1,1.31-,- {ng ) 6/2 & &) §hi

Date & Time of Transfer Order
—

— 12-10-1908 20Y8M13D (F)

Dr. KADIYALA RAMYA THEJA Transfer Ordered by Reason for Transfer
AR A
Oy. Shobcare DEgewetfay
From Unit To Unit Information to Attendant
&T (e (P Y— Ye(s = o=
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

: o Yes[ | No| |
AU If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
" f2( [
2.
3.
4.
51

Shifting Summary / Notes Written by Doctor : }B/' No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

g mpest e Sheboe

Date & Time of Patient Received : _/j{
UHUD 7 Ay

4 QM%%P\ CP\/T '

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

|| Unavailable Bed " | Nurse not Available

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

[ ] Available Bed not ready



HNH-00002333 |P26-00006639
Mrs LOLAKPURI TRISHALINI
12-10-1886 20Y8M13D (F) M

=

Dr. KADIYALA RAMYA THEJA

— Rainbow® ) -
AEERE TR — Children’s ‘BlrthRught

Hospitai BY RAINBOW HOSPITALS

It takes a lot taytreat the little. Your i?ighl l\;; Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

. \
Date: Q_g\\g\% ........ y rrival: ... 9.5 ME A Time Seen by Nurse: ...... 5«9 040 1
1) Level of Consciousness: ! nscious [J Semi-Conscious [J UnConscious

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

] Severe Pain / Moderate Pain U1 Preterm rupture of Membranes / Leaking Water PV
U] Bleeding PV: Slight / Heavy _I Preterm Labor/ Labor
[ Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV

1 No Fetal Movement 15 Other Reason . comme i s o v esies

3) Vital Signs: Temperature: ..C[ﬁi‘.?'l':'ulse: qﬁ\ RR: 31.@ Sp0,;: \l@ BP: ..l.'d.'ﬂ?gWeight: C@bg_\

4) Gestational Criteria:

Gravida: ‘ G ;K P \\ . L [ A _

LMP: \xhalw)g— EDD: nléf’(?_,o?»@ Gestational Age: ...... 2445 (ks
Uterine Contraction OVYes | (2No | OONA | Onset Time Frequency:
Membrane Rupture O Yes |\;2 No | O NA | Onset Time Fluid Color:

Vaginal bleeding I Yes A No | CJNA | Onset Time Amount:
’ ' If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia Symptoms | [ Yes Dzl'ﬁ 7T NA Pain Abdomen / Vomiting

Good fetal Movement 379 Yes | CINo | 0y NA | I No specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| Y | | | | | | | | |
| | | | | | | | | | |
0 1 2 3 4 5 6 i 8 9 10
No Pdin ’ Worst
possible pain
E oo {0
e Duration: .....c..cooeefrenen. '\%" ................................ Days / Weeks/ Months (Strike out which is got applicable)
LR 01 1 F: T Vo - A A s U

I 10 {1 T OSSP

N 111 01 (0] 3

6) Past History:

a) Surgeries:.................\.ﬂgﬁ.f ........... L6592 ﬂ ......................................................

b)  Medical: .............eoenn O R
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




'HNH-00002333 1P26-00006639 =TT —
Mrs LOLAKPURI TRISHALINI
12-10-1006 20Y8M13D (F)

Or, KADIYALA RAMYA THEJA -

T

T) AIRIGY: [T YES a0, [ YES oo eeeses e s es e s e ee e
8) Current Medications: il Prenatal Vitamin CINone D1 OMEIS: ..cocinmminssnismsssssimmsisimsssiismisemss
9) Prenatal Medical History:
None
(1 Chronic Hypertension

[] Gestational Hypertension
[] Diabetes

[ Gestational Diabetes
L] 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)

(] Category lIl: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Eﬁ:z:ry IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

(1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
M, < 30 minutes
Re-Assessment Every 15 Minutes : linute:
e ; 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
4 Weeks
: 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
ST e e Hypertension > 160/110 i
Hypertension Seizure activity and / or headache, visual | > 40/90 with/without
g disturbance RUD' i associated signs and
; p symptoms
: 2 : Atypical FHR tracing,
. | Abnormal FHR tracing
Fetal Assessment abnormal dopplers
SRR Non-Fetal Movement Diseased fetal movement
ms : | - 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
- | = Aitered level of + Unplanned and pregnancy ) (for hypertension, blood]  mother or fetus
CONSCiousness unattended birth « Flank pain/ h_e_matuna work) » Cervical ripening
SiE | + Cord prolapse « Nausea/vomitingand | « Minor trauma (minor | » Out patient placenta
2 | = Severe respiratory /or diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | « Nausea/omitingand | « Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
2 « Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes

Time seen by Doctor: ............ o

1

ox

sraSanegdasiasnnniiannnnns

3,
o
Nurse Name : .........cccceeee Q\%’ .......................................... Nurse Signature: ................. M’ ..............................
Date: ;,Q\(’\')VE’ Time: MJ\
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P28-00006639 N
HRI-000E3E . Rainbow
SHALINI d . . -
ik e o Children’s (L BirthRight
- Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

(O o psrermics avnecoromn
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ....... a\kleh‘,
Baseline Information:
Admission From: CJER 1 0PD > Tmission Desk OIS, SPECITY w.vvreeeee e
Primary Language: L Fetugu ] English CJ Hindi L] Others, SPECITY ...c.oovvvveveicieerceiee e
Doyourequire aninterpreter? CIYeS [INO  ifYBS SPBCHY ....ceeviieiiiriirietc sttt
Source of Information: [ Patient [ ily ] ONBES, SPBCIY . ccrivsnrssanans sivmmssssssnssmsais innsnarsim st o eoimasss
Allergies: [ Yes \,N( "] Medications ] Blood Transfusion ] Food O OAr: voisssmiinsmiiiscssaisi
VB BN, 1 s cnne snns enennsmsanenssensHansns ssansramspanes FFRmrSsh sos Rene b A SRS SE S S e 58 S e A O S Y AR SRS SV W e
CHET EOMDIAINIS: ..o e oo ISR oo Doctor Notified on Admission: <= Yes [!No
N ST [ LV 4 Name of the Doctor: .......... S Y EfNoA...
................................................................................................................... Time Notified: ............. 6. - 30800 ..
Past Medical History: Obtained From [ Patient (| Family Member  [] Medical Record (| Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........cccccovevvcviiiiennnn. Caesarean Section: [I1No [ Yes Contraceptives: [INo [Yes
‘b.&.tk"“‘r‘-—— ................ Cervical Cerclage: &G~ [ Yes Vaginal Discharge: [ No [ Yes
OnsetDFMenarch®! ... Ectopic Pregnancy: i;,’l\'lg_n [J Yes Post-Coital Bleeding: ~No []Yes
Menstrual Cycle: SFlemjlar/j Irregular | Myomectomy: H’ﬁa [ Yes Infertility: fﬁ [ Yes
Last Menstrual Period: .........c.ccceveevrvenennnne Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G 3\ ................. P... \ ................... L 1 ...................... A
Previous LSCS: ..., ey P O T
Current Medication: (] None ~"Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
(I Heart Disease @Hyp{rtension W Stroke [ Seizures [ Kidney disease
[ Liver disease TN in onmos s s e b s e R O B e oA e e A £ A e AT T s P e iAo S sy
Vital Signs / Measurements: Temp: A et HR: ... 2= - RR:
e WO L weignt EQH Height: 1S 2. BMI: oo
Pain Assessment: Pain: [ 1Yes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

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




HNH-00002333 1P26-00006639
Mrs LOLAKPURI TRISHALINI
12-10-1906 20Y8M13D {F)
Dr. KADIYALA RAMYA THEJA

T

PHYSICAL ASSESSMENT
General Appearance: J/Healthy C1ill looking (] Anxious (] Agitated OIS, s e sirerirr s epsineaioass
Fall Assessment: __Yes [ +No Score ... @ (complete the Morse Fall Risk Assessment Sheef)

Risk of Pressure Sore: ))Ies/j No Score.......... \0 ...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem "I Walking Problem ZMnormality Detected
- Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormality Detected
[ 1 Overweight L1 Poor Appetite > 3 Days L Needs Therapeutic Diet.

[JUnder Weight (] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
}Qalwr& Cooperative | Restless 1 Depressed (] Agitated [ Confused

Inform consultant for positive criteria

SOCIAL SCREENING: )

1. Marital Status: [ Single GM/arried [IDivorced [ Widow

2. Special Habits: Smoker: " Yes [ N0~ Alcohol Abuse: [1Yes [Ifo— Drug Abuse: ]Yes —No—
Social History: Lives With {lw“ﬁ ......... ek
Orientation has been given regarding the following aspects:

Call Bell in Reach : s [1No Waste Disposal Explained: =Yes [INo

Infusion Pump : SX{I No Hand Hygiene Explained: ﬂ ! No [] Others

Above information givento .............. . }%. 0-4" ................................. 3

Name of Person Orientation was givento: ........\onw.S......%. '), \\Q-‘Q.;‘M

Ortentation NOLOIVEN RBASON: i iiscimismimssinmssseississsosmesissisissossossssssissonsss

Nurse Signature: ......= BN oo I

Nurse Name: . s, Th v o

Date & Time: .. ‘a&-, \G\(LQ ©.. _w;«ﬂ'bv\




HNH-00002333 1P26-00006639 Z
Mrs LOLAKPURI TRISHALINI — Rainbow®

s g ol Childrer's | R BirthRight
Hos pital . BY RAINBOW HOSPITALS HDSPITALS
0O et |

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

b

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

L T 0T T B ot s o U L Lt S e e e e e

o

Nipple condition:

VD/E. Nipple well formed

(] b. Flat nipple
(1 c. Inverted nipple
[J  d. Short nipple

4. Milk flow:
0 a. Good

/B/B. Drops of colostrums

0 c.Dry

o

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

-

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:

/E/ a. Yes

0 b.No

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

8. NICU admission: 65
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AGGIIONAI MOTBS: ...ttt ettt e et e e et eaees e ee e s e e et e e e s e s en s eaeesaes et e e es s et essese s et anaennenaananseanenaesannesennennas u

Continuity of Care: Date: ?g}é
> pSsecs Yo ot ande [fan

— \A%«i oo AN d S seCorsled!
2 MWa ch b papindednaf
— n‘“d hectday DEE  grRUWA

= 7 i 7

rd

HANOOVEr TRKBI DY . ..civinsiisisisismiisstrise aninsisisinidessssi

\
SIGNALUTE .vecoveeeeerreeerseesssessseeeeen %"l ..................... SIGNAIUTE .vvvevveeereeereeeeeesesessseesesssssesssssssessesesseeesssssesee

Date & Time: ‘D(’Cléﬁ,é@ ...... Q‘ﬁ%' Date & TIME: ....ovvvvevrervvenessssissesssssssenss s




INFORMED CONSENT FOR SURGERY OR e ‘BirthRight”

SPECIAL PROCEDURE

HOS pital BY RAINBOW HOSPITALS

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

Patient Name : ....... Mrs: LOLARPORY TRisemtING - Gender: O Malt\e/EH?male AGE : . 2N oo

UHDNO: .........0.. BNR-00002333 Date : L‘S\ﬁl?&

Instruction:

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

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
oo CLACTNE | LOWOCR . 3CGIENT.. ... CHESPREANY. . JECTION e

e MRS LOUAEEOR Y. TTRISHBNIN. ... (NAME 0T e PAUENY) s ennnsneee
| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

...... QK.Cms.?xr......G;!fﬁﬁ“g..,..pm{fpm&m...fsfm:cws,..mcnc{...... Q‘t:&?‘.’r‘.{?&?‘!ﬁ‘h .&g...HQ@f{ T
...... bolaod.. procluck | lvodusrod!. ipwy.. T o.mrﬁ.f\,...sé.ﬁ:\dr{.qr..Q.r...u.t:e.wt'.tfr.,..................
........... b2t bl 0 T

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achanceto ask my surgeon questions.

4. Ihave 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: ...................=."0 Wi

Consentee : : Patient Attendan

Signature : ...... Lolloebed T, Signature :

Name : Lﬂm\w&w ......................... Name: ........ :

Date & Time : ... 257/6/26 .. 206m,.... Relationship with Patient: ....... Hagbemd. ...
Date & Time : %/5/9—4 ..... - 6:08am..

| Doctor (who is taking the consent) :

Signature : ........... @f; """""""""""""""" Signature : }@Z’ﬁf/ ............................................

TR P .~ . "L, " SO Nama - Lk i n

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

Date & Time : 247{&/3—(5@&5%




%

CONSENT FORM FOR GENERAL / S 55&3&1&2{
REGIONAL ANAESTHESIA / Hospital _ | ) zwoncoms

MONITORED ANESTHESIA CARE

Patient Name : . £ TK IS HLAUNL Age: 49Y....... Gender: Male O  Femaleset”

ANBESHBSIONISt . D s A Y e
Operative procedure planned:...j.éz.l.‘.':.ﬁ.i./—.k!}?...':... B R I, & R

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

O Incapacitating Cronic Obstructive Pulmonary Disease

0 Others : ... AN WM, e BAa CALBAAL L LOPH e

Comments : . AR AL D YV, T 0 e se e

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

| hereby authorize_ Rainbow Hospital & its authorized doctors perform upon me / my patient

LT"TE"’\ ................................. the above mentioned operation / Diagnostic / Therapeutic procedures
Archwie Coentstiam Lo by |

—

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

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.
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| 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 : 424:33 O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATIOIS}H THIS CONSENT

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

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

Patient / Patient Attendant : Witness : )

Signature : L/\’WW ............................... SIGNAMING © ...oovuciivisniinns L'wm ' ........................

MM 2 osivons L(ljm\mﬁmu ........................... Name : Lo (Malher e law)
Relationship with Patient: . £44 ... Date 8 Time 216 |3 € 0 pm.
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Department of Anaesthesiology Children’s =1 Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital . B FSHEOM OSPIAGE
Name: L TRESHAUNT Age: SAY... Sexc Ko uHD.No 1NV H - 00002233

/zf
Date: ail‘ﬁlLQ ............................. Time: .G MOPM) . Proposed Operation: .. S AL Gl b Caratiiah
,Bfgnosis: ..ﬁz.-.P..l..L.i
Bp/cRr: 10916 %R A% weight 6.0: Aqash Prysical Status: 1 V2 013 04 05

3t Laboratory Data:

_’I-I-g-I;: HS’ ............ Glucose: ‘}L PrOtBIN: cooeeoeeerivecericrines HIV: e X-RAY: vooovvveeressresessneenes v
POV: ... 09 10 1T T || S HBS Ag: ‘j.ul?, eca: oA lﬁcl/ma TV V3
WBC: E'? BRI s TR - s HOV: oo 2D Echo: @E{,—mﬂl'la
Plate: . Q"q NAZ s anveiiss. MR B orsatsmon s Blood group: g+ve Stress/Anglo: ..

Bl N s LE TR Ot oo
1 I IS Cat4 iuinisnsis Alk phos: ..o T civaavisin
INBE s biisssvvnvanne M s s ATIVIRBES i sissises LTI JE 3 e
- [ SGOT/SGPT: . Allergies:  — yy
Medical History: cvsfﬁrsog NYHAT 4 3Twin of 4h -
RESP : / mﬁmig\WO o d‘ Diabetes : qom %) f\jL}NLWA J\MIJMM/,I
CNS: / ' e rnopmnad Llovd &uﬂowf wa Uhan
Renal ; / Ua,g;a]mﬁ (;AJ/\.O_Z : {{ww\a v\m& N
Hepatic / GE L : Physical Activity: o ¢ Ty & 7

Others : F
Past Anaesthetic History: s ¢ |/ (4 Decdoay Ule .
Physical Exam: -

Rirway: MP 1@3 4 Mouth Opening: % -1, Mentohyoid Distance: @ £,  Neck: @ Teem:(';’\)
Lungs: B e @ thy

Heart: Cyn, @
ovs:  cldle - |
Pregnant; wYes [1No [INA Venous Access Site : Spine Exam for regional :
(AC v oL feee
Anaesthetic Plan; CI MAC “="REGIONAL CIGA-ETT " LMA HAERLEE P
Peri-Operative Plan Explained to the Patient: w¥es  — No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis ~~
Fuwmatsnies ~ . . Water / ORS 2 Hours Cy tdats”
2. NIL 0RAL<,'_Umers 6 Houre }M NA -
3. Informed Consent=T Standard High Risk
4. Post Operative Pain Management: V’ﬁlscussed with Patient
5. Other Instructions: B
2.88C en AAVSEI0N "
Signature @VVW‘,:[ ...... Name: Y A K o e
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Pre Induction Assessment:

ANAESTHESIA CHART  Hospital

W~

Rainbow” ) -
Children’s ‘Blrtthght

l'l\\\

BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition: [] Yes [L-No Fasting Status: th@udﬁ
Physical Status: [u—Patient Identified [ Gensent Present —+ Chart Reviewed
HR: ¢2 [BP/CRT: '0§[/70 [Sp0,: toQ JRR: 10 | Last Feed: > @ Lo
Pre-OP Diagnosis: GJPIL‘ ................................. Operation: ... GEKA ey (B Date : 25/6(202¢ .
. [4
Surgeon: ........... MR !«%q ............... Anaesthesiologist: %....tﬁ.t..ak\.!&% ......... Technician: ... faymiy
TME 2 & 4 <
NO/AIR/O, LPM___ * bl
HALO /SO /SEVO e
Drugs:
iy OrVIOCN FuA U Suppository
] DicLoiZnuAc
1ouvy
TR Dy
Q0
Blood Loss ’ Lﬁk"
FO, /8a0, o lton [Cao 100
ETCO, .
ECG SRS s [SA
Temperature
Urine Output NOTES
NG sdowl
€8] (NACTNT
23
8P 240 s
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Time
Tourniquet off Time: 160
140
Throat Pack In
Throat Pack Out 1207y ey
100
8i 2 h A
60
40
20
10
0
| ABG
LAB Values
GAES
[_L—Equipment Checked and Temp: Induction Regional:
Functional ] HME ("] Fluid Warmer ow "1 Inhal Extremity Specify: ..
—BP T] Cling Film [T OH Warmer 7] Pra0, CIRSI [-Spimal 1 Epidural [ Gaudal
L —6uff Site: [ Hugger's [ Cotton Wool O grt:\rs Others: .
(Vs - S ] Other
] ] Mas ] SGA Position: . S(Th
T EKG Lead : 2 o L L
= 5 Times: 1 Airwa ] Oral [7] Nasal Site: 3"1
L] Temp Site a2
7 FI0, Monitor Anaes Start: | ETT#).... B O Needle Size: 51‘,‘ DEPH: .o
[T Agent Monitor OP Start: ... ] Oral '— Nasal [ Cuff Parasthesia [Yes 1 No
[] Pulse Oximeter OPEnd: ..... E Tracheoggomy [_] Topical Catheter at skin .. )
) Cannogmph Leave OR: G = D"-[g- DI’UQ Nama&CUnc
[ Ventilator Anaesthesia: 25 0 Awake ] Direct Vision Bolus: . 0 9/ \‘WV
[ Nerve Stimulator ] GA ] Video Laryngoscopy [ Stylette / Bougie Infusion: . + )5 rnd J
[C] Monitored Anaesthesia Care ] Fiberoptic Block Level T
1 Regional Blades ...\, AUEMPIS: ............ s i -t
= Pressure Pois Checked Difficulty Why? ..o
Line (Size & Location) Transportation to
Ej& c§m: | oVe: 1 Bilat = BS [=+PACU 1oy ] Other
IL" .?'m CJART.. c\ . Ll‘ ¢ [] Semi-Closed Gircle Relaxant Reversed [ Yes CONo ONA
[] Tape - (o ham t) [ Closed Circl -
[] Padding _ .IV- 0 Gt::f e Name of the Dmtormghaﬂw
) = il | PP \ ? &
[ Awake ] Signature of the DOCIOT ;e tisrrsresenss s ssirasse
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nr.w"::u\ nvmun ) "Z
Rainbow® . -
| HHIHHHIJIIIIHIIIIIIHIllllll Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes a ot to treat the little. Your Right to a Safe Delivery
Received in PACU by : ........ g.u/lw ................ Time Received : ..... QAM ............ Time Discharged : ............oooo..........
m‘ l‘ 2l ¥ a 4 : Lfﬂ;I
ggg ;i’g IV CanNUIa SHE & ..ot escsenenns
L 230 230 | [ 0, Mask [C] Nasal Prongs
% gfg ﬁg (] Tracheostomy (7] T-Piece
] 200 200 | [ Oral Airway [] Nasal Airway
= 190 190 )
180 180 .
=1 170 170 | Vomiting : ] Yes EHGD/ Drug: . ,.’0 ',{70\}' L
S 160 160 ‘ i
3 18 150 | NG Tube: O Yes O~ L,
\' :;g :;g Drain: [ Yes Wnﬂ
A 120 5 = 120 Urinary Catheter: ;/'m{-\] No
il 11o[ - 110 _ =
] 100 100 | Chest Tube: 1 Yes G
= - %0 | il Oral T¥es Mo
X 80 80
o 2 o | wruigs: . Qk
& s 50 | Oral Feeds: ................ 5{\0 : S
8 " $0 | Oral Foods: ... b SRR
30 30
v 20 A 20
10[ 4 B b 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Al 0 move 2 afemites vontry o on cammand. =1 AGTVIY B |y A Minimurm Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =10 1 GL Discharge
Shle to deep breathe & cough fraely =2
lyspnea or limited breathing =1 RESPIRATION . i . .
Apnéic =0 A 2| 24+ 24| Exceptions to this, are to be explained in the
BP = 20 of Pre Anagsthetic le =2 : : T
BP = 20-50 of Pre Anaesthetic leve =1  CIRCULATION space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 ~ |la |9 | 2|
Fully awake z =2 o
Arousabie =1 GONSCIOU “
Notrsponting _ o gty A4 2| *]
Pal, dusky, botchy jaundiced, o 21 cown - || 1~
, dusky, blotchy, jaundiced, o A
Cym;:kY y. jaundice ar = V LWy
TOTAL 4 0{ @— p’ fer|
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

=<\

qRm

0

p)

% |

26 \e

)2);

vhAm| o© INI4) J
<le | Wewm| o A oy
2Cls | vgml o NS g
Pain Tool Used: [ N PASS [ FLACC Reassessment Frequency: /

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

1. Every eight hours for all hospitalized patients.

a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours

c.  Prior to pain reliving intervention
d

2. For post surgical patient, patient with chronic pain, patient with severe pain

With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ‘Sj\dﬂ 0°)’3(‘[
Date & Tlme%[él%gwfﬂ,)
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Rainbow .

Patient Sticker ' Children’s BirthRig ht

Hos pitaj . BY RAINBOW HOSPITALS
It tekes a kot to treat the itte, Your Right to a Safe Dellvery

Departmeni of Anaesthesiology

EPIDURAL ANALGESIA REGORD

Date: .o TIME: corrrerrenes revearenens Procedure donB DY ...vieciiniircireississnsssssressesssssssssessessersenes

CSE /Spinal /Epidural Position ; ....... T SPACE e Technique {LOR/LOS) ......ccveeuereeee

Deﬁth: ........................... Catheter at SKIn: .....eceveeveseeeseeeeeeeseeeenens F Y (c111] 11

Parasthesia : YBS/NO if YBS QEIAIS © ..vvvvvververmsinsestrensermsessescssesseesesressssesassesianiassassassosesnasssssasseasessasivnssssssasssssassssssessensaresass

SOIULION COMPOSIHION © oivteeeiireeerrcrrirce s s et s e rsebe e st sas se e saessaes sassassassrs serassessms st s are e se e s et sae e e nesms b ensnrnassrentanes

Any other issues :

) Lerreecersest s A SRR AR eSS RES LR RERAESARE SRR RS SRS E SRR RS RS E st

1) O OGO OO OO SO ORGSO OV OOV

- Infusion Rate Level Maternal
Time (mi/hr) Belus (ml) Left Right | BP | Pulse FHR Gomments

Delivery Details : ~ Time : .ovvreerererneenee APGAR: ...t SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip NSPECIEd & vecvereeeeeecerrceseerceeseneseessenne et et esesa e saasseR e e R rees eeeeeeeeeeeseeeneeion

Patient Satisfaction : ......ccocevveereevverieerenne vervnneened eeterereiereEisesseeseiebe SRRSO R RS e Eas A aane e ene e e ae e e ARt er e e nesasaee e e et e e seas

Discharge /Shifting ordered by
DOCION SIGNALUTE: «..eevevereeeerrerreereee s rersereen s searsensessessssessns
DOCION NAME: ueeeeceeei e cveeneseenssbistererssresrsrnssessssrerassessasasnss

Date N0 TIMIE & coeirvererrersinererssrsnssnsessssiessessssssessossssesssnessessanns
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hildren’s BirthRighf
Hospital BY RAINBOW HOSPITALS
It takes 2 kot 1o troat the Fitle. Your Right (0 a Sale Delivery
o NARCOTIC PRESCRIPTION FORM
\
" (PATIENT COPY) :
- [ ] e a> =)
Patient Name: d : ‘ Age: ’ Gender: R |
UHID No: 1'. = PNo: | T . - ) Ddle__ U [ “Time: R
Diagnosis: | 1S ( f Joyed O 1 J
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name o Dosage " : -A“ rIsemarlts
1. | Fentanyl Citrate Inj. 50mcg/MI RAZZAL AR | o
2. | Morphine Sulphate Inj. 15mg/MI Lo
h,-s.' Remifentanil Hydrochloride Inj. 2MG -—;
" | Remifentanil Hydrochloride inj. 1MG p
[
Doctor Naﬁ Doctor Registration No: 6%%
Signature: {f[ @Y\/\ )
N NARCOTIC DISPENSING FORM
. APPENDIX 4 - FORM NO. 3E
< (Details o’ fj’lef%tten& Ep B’g?’% Essential Narcotic Drugs DISPG%S?d! 6
P T N e e s s ook S ORI v 7 TR TSR | ok SV ey
¥ Aadhaar No. of the Patient (OPtIONaI): ............ccovveieimieer i cres et ene s e e
] )Mz 7 ]
1. | Name: * C R ]
\-.'\ ’ # ?a[k Ly 1A-ﬂ fﬂJ”f/
“!| 2. | Complete postal address (with contact number, if any) . FrJerold 4
3. | Brief description of the illness } >t
4 Whether registered with any other registered medical practioner / [\J O
" | recognized medical institution ( If yes, details of the recorded) s l
T 777
5. | Details of essential Narcotic drug dispensed RS %’
Signature / Thumb
. Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
d \ ek Patient Attender
2R K)j 1"”’0” Ul | U VF
Dispensed by (Name & ID No.): .... A nature: .
Aswive kUmm (oyisy
RocelfeBy (Name & IDINO . oo e e ithais fetihos. saoarsithh 15 wisis won TR oty vt v i b IGRALUE o e n e

L o e

__wwuu. NO: RCH/FRM/ CLINICAL /433




