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Name Mrs P. SHIRISHA UHID HNH-00010982
Father/Guardian Mr RUPESH Age/Gender 28Y 2 M 17 D/ Female
Address 9-68/B/5 EAST HANUMAN NAGAR, Boduppal, Hyderabad, Telangana, INDIA, 500092
IP No IP26-00006607 Admission Date 18-06-2026

Ref Doctor Self.

Discharge Date 20.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
| MBBS, MS (OBG) -

If 69924

[ Diagnosis:PRIMI AT 37'® WEEKS WITH GESTATIONAL DIABETES
‘ MELLITUS ON ORAL HYPOGLYCEMIC AGENTS FOR INDUCTION OF
LABOUR

' SPONTANEOUS VAGINAL DELIVERY ON 19.06.2026

History:

LMP:23.09.2025 Obstetric formula: Primigravida
~ EDD:04.04.2026 Gestation at admission: 377

weeks

Obstetric History:
G1 - Present pregnancy Spontaneous conception.

Medical History : Nil

Family History : Parents HTN + DM
Surgical History: Nil

Allergies : Nil

Antenatal Details:

Mrs P. SHIRISHA was booked with Dr.Swapna Samudrala at 13*2weeks of
gestation. She had regular antenatal checkups and investigations as advised

elsewhere.NT scan normal.FTS low risk.MTAS normal.OGTT done at 253 weeks
deranged(102/241/217).Physician opinion sought and advised to start on
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Report 10 @emergency if BP >140/90mmHg, presence of headache, vomitings,
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Name Mrs P. SHIRISHA UHID HNH-00010982
IP No IP26-00006607 Admission Date 18-06-2026
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T.Metformin 500mg tWice daily.Regular home blood suga% monitoring done.At
34*3 weeks OHAs titrated to T.Metformin 500mg thrice daily. Fetal surveillance
done by serial growth scans. Last scan done on 11.05.2026 showed single live

fetus corresponding to 367> weeks with cephalic presentation,placenta-
posterior,high with AFI-19.5cms,EFW-2915¢g{45%), AC-33% with normal

dopplers.She was admitted at 377° weeks for induction of labour.

Investigations: Enclosed
Blood group- "B* Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was 3cm dilated and partially effaced. Fetal well being was confirmed by
an admission CTG which was found to be reactive. Informed consent taken for
Induction of labour. Labour induced with 2 doses of PGE1. Artificial rupture of
membrances done at 3 cms dilatation revealing clear ligour. As per hospital
protocol she was started on IV. Taxim in view of ruptured membranes.
Partographic monitoring of labour was done. Patient opted for epidural
analgesia at 3cms dilatation for pain relief. The same was sited by an
anesthetist after informed consent. Further augmentation was done by
oxytocin infusion. She progressed to full dilatation. Passive descent of fetal
head was allowed for 25mins post full dilatation. She was put into position for
vaginal birth at 3:45pm. Parts painted with betadine solution and draped to
ensure full asepsis. She was encouraged to bear down. At crowning of head
episiotomy was given under local anesthesia (10 ml of 2 % xylocaine solution).
Baby was delivered by spontaneous vaginal delivery, Cord clamped and cut
and baby handed over to pediatrician. Cord blood collected for blood grouping
and Rh typing. Placenta and membranes delivered completely with controlled
cord traction. Prophylactic syntocinon given. Episiotomy inspected. No
extensions or additional vaginal tears found. Episiotomy sutured in layers.
Instrument and swab count checked. 600 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

Delivery Details:
Date :19.06.2026

Time of Delivery. 3:56PM
Type of Labour ; Induced
Type of Delivery: Spontaneous
Analgesia : Epidural
Indication : GDM on OHA

Baby Details:
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Name Mrs . SHIRISHA UHID HNH-00010982
IP No IP26-00006607 Admission Date 18-06-2026
Date 1 19.06.2026
Time . 3:56PM
Sex : Male
Weight : 3.140grams
Apgar 3.8

Gestational Age: 3778 weeks
NICU Admission: Yes

;M Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice
given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. On first post natal
day,FBS/PPBS 100/188 mg/dl .Physician opinion sought and advised to start on
T.Metformin 500mg OD.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 (Cefixime 200mg) twice daily till 24.06.2026 (9am-

9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
22.06.2026(8am-2pm-10pm) after food.

3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till

- 24.06.2026(7am-7pm) before food.

4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 22.06.2026 (9am-
3pm-11pm) after food.

5. Tab. Livogen (Elemental iron - 50mg, folic acid 1.5mg) once daily (7am)

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

7. Betadine ointment for local application.
8. Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week.
9. Tab. Glycomet 500 mg once daily after breakfast .

10. Review with FBS and PPBS after 2 weeks

Home Rlnod pressure monitoring to be done twice daily for two weeks.
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Name Mrs P. SHIRISHA UHID HNH-00010982
IP No IP26-00006607 Admission Date 18-06-2026

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. SWAPNA SAMUDRALA, after 2 weeks weeks
on 04.07.2026 at Rainbow  Children's Hospital with prior
appointment (Review consultation will be charged).

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

Registra sident/C.M.O
Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
69924
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2 ] Rainbow Childrens Hospital-Himayatnagar

Z
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 B TEL NO :040-48873000

o WEB : https://rainbowhospitals.in

ADMISSION SHEET
(VR AR LR LETE (R ]
Registration Details :
Admission No : IP26-00006607 Admit Date : 18-Jun-2026 Admit Time :10:42 PM UHID : HNH-00010982
Patient Details : _
Patient Name : Mrs P. SHIRISHA Age :28Y2M16D
Guardian : Mr RUPESH DOB : 02-04-1998
Gender : Female Religion
Occupation ] Martial Status
Address (H) - 9-68/B/5 EAST HANUMAN NAGAR Boduppal Phone No : 9121828064/ 9959994454
Hyderebad Telangana INDIA 500062 E-mail : siripulipalunula241998@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 RUPESH Relationship : W/O
Contact Address : 9-68/B/5 EAST HANUMAN NAGAR Boduppal Phone No : 9121828064

Hyderabad Telangana INDIA 500092

Tt
nature
- ’
Doctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 80000.00

Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 18/06/2026 22:49 Printed By : 016951 Page 1 of 2
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
.00008607 [ / /
wwaootoss2 | 1P2¢ l‘:i[[? %’é o | 9/ ) 29 pas
| ':;_'“:.,m ay2Mi7D @) Dpa

Or. SWAPNA SAMUDRA

(i sy | emenfa Tt
OéS‘UVa-H ST

DR . Veene
From Unit To Unit Information to Attendant
Y77 No[ ]
PUA - Qoo m
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes [ | No[ |
@ g If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

4,

9.

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

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

e LW DR .. \Ve ha

Patient & Clinical Records Received by : e 3
(= 1{\5/%
L 'L{DO#\

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ | Nurse not Available [ Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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ACTIVITY RECORD FOR BILLING
Name ___________________; _____________________________________
UHIDNo.: ___ __ ::"Pﬂ‘;t:f;:zm IP26-00008607  ._Consultant: _ _ Dept:__ _ _ _____
ot :}’meuﬁ;"m" ®  DateofDischarge: _______ Time:________
VI
WARD TRANSFERS
Date Time From To : Signature_{ of Nurse
\‘1‘\5 Z30pm| L DR Room 3»4{\%!

Cross Consultation Visit

Doctors Name [iate Order No. Signature
"D T Lo/:o/ BHE @/
? J / l__—f/ AN NMpony
4 CvoSF Vo
5
6
7
8
9
10

Docu. No. RCH/IFRM/GENERAL/145
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HNH-00010982 1P26-00006607

Mrs P. SHIRISHA i
u:-u-uu 286Y2M17D  (F) A
WAPNA SAMUDRALA 1 Rainbow .

iaren's | @ BirthRight
i, fospial | ) ebsmostus

Tt takes & lot to treat the ittle. Your Right to a Safe Delivery

I\

SURGERY DETAILS

P
Patient Name: ... 8.5, 5. SNAN 06"'\0\ ............... Date of Birth: ..... 2 "“"’qﬁ& ...... Age: ;‘5)4 .....
Gender: .Y emale, . ward: LR UHID No.: HNH = . 0c0.log 2
Date of SUFGEIY: ...cvveeciireeecersceae Jor-1 Jor-2 (JOT-3 (JOT-4 (J0BGOT-1 [ OBGOT-2

Name of the Surgery : ..........IN.Q. ;ﬂma.ﬂ: ......... M’“ Vemj U.(U-Hl £ Pi du:?aﬁ ...................

Timein:......3..%. 30, Pm ........... Time Out : L"*ﬂgc’PI‘O ....................
NAME AMOUNT

1. Surgeon DR SI@PO...... Saan Odﬁ"?@o\ ..................................................

2. Anaesthetist bbb et

3. Assistant Surgeon : ...... D R.. DUPT ...................................................................................................

4. 0T Technician L e e e P TS

5. Circulating Nurse : ....... Kaé%wu ..............................................................................................

Special Equipment:  [] Laparascopy (] Broncoscope (] Harmonic ] Morcelator
] C-ARM [J Cystoscopy [J Versa Point (J Liver Cusa

[] Neuro Cusa 0 1 €T

Signature of the Surgeon Signature %ug Nurse

Order No: %‘“OOQQQQ?LI"—C{ Order by: .......... g).)dC\y’\O\ ......................

Docu. No. : RCHBH /FRM / GENERAL / 114
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ESTIMATION SLIP Hospital |\ @ ieres o
Date : m}._ b{j UHID / IP No. : e 999‘9@; ) SI No. lbll

Name of Patient : s ' G Age: Gender: &t
oy rn‘f's-ajfa 8¢ S -
Father's / Husband's Name : ., 1 Corporate / Occﬂpat;)ﬁ(:
L ] v 0]
Address : ’ F % *’honse;:' ‘
Procedure / Plan : PO o P Jos: gl
< T L Ty o
MODE OF PAYMENT : @LF []tea: o0 [JGpsa: ~oTHER ©
TARIFF INFORMATION : '
Particulars Package Amounts (Rs.)
Reom Category Normal Delivery LSCS
Multi Shared Ward
FAI!
|- aared Ward
Twin Shared Ward
o :
Private Room S fo L - T (4
Super Deluxe Room - ; i i g ’; >~ |
Suite Room . LR fT 4 u‘ R
Package includes goo:n R;m, I\éursing Fh;rges,d goom R;ng T-;ursing ChFarges,
@acage st | PO e s Feea ocr Fes St o
st of admission’ g Anesthetist's Fees and OT Charges
7 : Length of Stay for : 9 Dat, e Length of Stay for : oD,
p : Pharmacy up to E’I - Pharmacy up to )5 L\
. R eme —— st
o ; Investigationsup to Lr_“__ 3 Investigations up to f ;
/A A T ;’ ]J \ y S0U T 7] & 5 Mo
Others ’A Nl f o Vrffvl ks =4
Neonatologist Charges : [ | Covered DNot Czl\jere(f Epidural / Entonox :"’]‘:[ Covered NGt Covered
al Minimum Deposit : . '
{VARKS Adwitsion

1. Room eligibility is mﬂabjm%%rov}l WWMWEIFE m&s&ﬂ&mbm& pud}v@'pn The 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. Tn Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per [nsurance 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 attendam is permitted in the rest of the categories of rooms and 10 attendant is
permitted in ICU's

8. Tariffs are subject to revision i

9. Kindly check your billigg status on day lc;g;asis at IP Billing Department.

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

- sl 4

other conditions ap|
I promise to settle t}

: [ hgspital without any ambiguity : !
Signature of the Cli ignatory Relationship . Signature of the financial Counselor

DECLARATION

have attended the Financial counseling desk and understood the expected costs and
case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time

-
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Name Mrs P. SHIRISHA UHID HNH-00010982
Father/Guardian Mr RUPESH Age/Gender 28Y 2 M 17 D/ Female
Address 9-68/B/5 EAST HANUMAN NAGAR, Boduppal, Hyderabad, Telangana, INDIA, 500092
IP No IP26-00006607 Admission Date 18-06-2026

Ref Doctor Self.

Discharge Date  2(0.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG) -

69924

Diagnosis:PRIMI AT 37'® WEEKS WITH GESTATIONAL DIABETES
MELLITUS ON ORAL HYPOGLYCEMIC AGENTS FOR INDUCTION OF
LABOUR

SPONTANEOUS VAGINAL DELIVERY ON 19.06.2026

History:

LMP:23.09.2025 Obstetric formula: Primigravida
EDD:04.04.2026 Gestation at admission: 37+°
weeks

Obstetric History:
G1 - Present pregnancy Spontaneous conception.

Medical History : Nil

Family History : Parents HTN + DM
Surgical History: Nil

Allergies : Nil

Antenatal Details:

Mrs P. SHIRISHA was booked with Dr.Swapna Samudrala at 13 %weeks of
gestation. She had regular antenatal checkups and investigations as advised

elsewhere.NT scan normal.FTS low risk.MTAS normal.OGTT done at 25"3 weeks
deranged(102/241/217).Physician opinion sought and advised to start on
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Report. Eemergency if BP >140/90mmHg, presence of headache, vomitings,

" 3/4

Name Mrs P. SHIRISHA UHID HNH-00010982
IP No IP26-00006607 Admission Date 18-06-2026

atan,

T.Metformin 500mg twice daily.Re‘gular home blood sugar monitoring done.At
345 weeks OHAs titrated to T.Metformin 500mg thrice daily. Fetal surveillance
done by serial growth scans. Last scan done on 11.05.2026 showed single live

fetus corresponding to 365 weeks with cephalic presentation,placenta-
posterior,high with AFI-19.5cms,EFW-29159(45%), AC-33% with normal

dopplers.She was admitted at 378 weeks for induction of labour.

Investigations: Enclosed
Blood group- "B* Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was 3cm dilated and partially effaced. Fetal well being was confirmed by
an admission CTG which was found to be reactive. Informed consent taken for
Induction of labour. Labour induced with 2 doses of PGE1. Artificial rupture of
membrances done at 3 cms dilatation revealing clear ligour. As per hospital
protocol she was started on IV. Taxim in view of ruptured membranes.
Partographic monitoring of labour was done. Patient opted for epidural
analgesia at 3cms dilatation for pain relief. The same was sited by an
anesthetist after informed consent. Further augmentation was done by
oxytocin infusion. She progressed to full dilatation. Passive descent of fetal
head was allowed for 25mins post full dilatation. She was put into position for
vaginal birth at 3:45pm. Parts painted with betadine solution and draped to
ensure full asepsis. She was encouraged to bear down. At crowning of head
episiotomy was given under local anesthesia (10 ml of 2 % xylocaine solution).
Baby was delivered by spontaneous vaginal delivery, Cord clamped and cut
and baby handed over to pediatrician. Cord blood collected for blood grouping
and Rh typing. Placenta and membranes delivered completely with controlled
cord traction. Prophylactic syntocinon given. Episiotomy inspected. No
extensions or additional vaginal tears found. Episiotomy sutured in layers.
instrument and swab count checked. 600 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

Delivery Details:
Date :19.06.2026

Time of Delivery: 3:56PM
Type of Labour : Induced
Type of Delivery: Spontaneous

Analgesia : Epidural
Indication : GDM on OHA
Baby Retails:

/4
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l
| Name Mrs I SHIRISHA UHID HNH-00010982
| IP No IP26-00006607 Admission Date 18-06-2026
Date 1 19.06.2026
Time : 3:56PM

' Sex : Male

] Weight : 3.140grams
Apgar :7.,8

|
| Gestational Age: 377° weeks
' NICU Admission: Yes

;M Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
| to room. Patient was encouraged for spontaneous voiding. Dietary advice
given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. On first post natal
day,FBS/PPBS 100/188 mg/dl .Physician opinion sought and advised to start on
| T.Metformin 500mg OD.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 (Cefixime 200mg) twice daily till 24.06.2026 (9am-

9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
22.06.2026(8am-2pm-10pm) after food.
3. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till
- 24.06.2026(7am-7pm) before food.
4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 22.06.2026 (9am-
3pm-11pm) after food.
5. Tab. Livogen (Elemental iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal (Elemental Calcium 500 mg, vitamin D3 250 IU) once daily
(2pm) till  breast feeding after food.
Betadine aointment for local application.
Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week.
Tab. Glycomet 500 mg once daily after breakfast .
Review with FBS and PPBS after 2 weeks

©©0®
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Home Rlnod pressure monitoring to be done twice daily for two weeks.
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Name Mrs P. SHIRISHA UHID HNH-00010982
IP No IP26-00006607 Admission Date 18-06-2026

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. SWAPNA SAMUDRALA, after 2 weeks weeks
on 04.07.2026 at  Rainbow  Children's  Hospital with  prior
appointment (Review consultation will be charged).

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

Registra sident/C.M.0O
Consultant:
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG,
69924
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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.
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ADMISSION SHEET
: , AT EIR T m
Registration Details :
Admission No : IP26-00006607 Admit Date : 18-Jun-2026 Admit Time : 10:42 PM UHID : HNH-00010982
Patient Details :
Patient Name : Mrs P. SHIRISHA Age :28Y2M16D
Guardian : Mr RUPESH DOB : 02-04-1998
Gender : Female Religion
Occupation ! Martial Status
Address (H) . 9-68/B/5 EAST HANUMAN NAGAR Boduppal Phone No : 9121828064/ 9959994454
Hydarabsd Tetmngang IR0 E-mail . siripulipalunula241998@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 RUPESH Relationship : W/O
Contact Address : 9-68/B/5 EAST HANUMAN NAGAR Boduppal Phone No 9121828064

Hyderabad Telangana INDIA 500092

Signat

nature

o .
Doctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 80000.00
Payment Mode :Cash Payor Name . SELFPAY

Printed Date / Time : 18/06/2026 22:49 Printed By : 016951 Page 1 of 2
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It takes a lot to treat the littie. Your Right to a Safe Delivery

PYA -

Room

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
: [ /
g, | WG e | e 1.
Dr, SWAPNA SA Transfer Ordered by Reason for Transfer
LR
- obsevetion
From Unit To Unit Information to Attendant

Es—Z/ No [ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ | No[ |
%O g If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1
@ 0
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor :  Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
\ '
Qe Eumdhe DR - \ehna

o

Patient & Clinical Records Received by :

%W@ \{\s)%

"‘-L{DD#\

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ ] Unavailable Bed | Nurse not Available || Available Bed not ready
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Name: _ _ _ _ _ _ _
UHIDNo.: ____ _ ::“;ﬂ?gmz 1P26-00008607 Consultant: _ _ _ __ _____ _ Dept: __ __ _ ____
02-04-1908 28Y2M18D

; Or. SWAPNA 8AMUDRALA ® L ischarge: __ __ __ Time: ________
miﬂulmmllmmnuumum T
WARD TRANSFERS

Date Time | From To Signature of Nurse
1le i30pm|L DR Room %Maﬂm!

Cross Consultation Visit

Doctors Name Date Order No Signature
U . T %/&/L& BHE i@/
’ j / '/’_/ AN B dneg
N WY S L
4 (RS VA
5
6
7
< .
9
10
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INVESTIGATIONS
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Date / ; Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

%

Name of

Connecting

Disconnecting

D}e Equipment Time Time Lo i¥o. Signature
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PROCEDURE

Date - 7 B Procedure Quantity Order No. / Signature
\(‘3\ d%'g ﬁ\/ placenent ) 152 9 At D,
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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It takes 4 lot to treat the little. Your Right to a Safe Delivery

Presenting Complaints SC‘_ l LMP: & 2 191 \ 69S EDD: q_ 1 o”—}) 209 C
CCL me e ‘ Corrected EDD: 9 (- GA: - ‘ ,
. Coﬂ ! Cne mer{'( }lQC’Q (' Bl Sc b
Obstetric Formula: LC& Me: Q-Si;gMenstrual History: Regular : [ 1-Yes [1 No
. pﬂ o l‘j TLS Obstetric Examination
Obstetric Hostory:

!5{- - PP, Spoﬂl . [QnCepl’Wm‘ Fundal Height: L€ v
Ut. Activity: = Relaxed ] Mild [JMod []Severe
Present Pregnancy Record: iL Liquor: _J—Adequate  [] Oligo ] Poly

o~ N "@ Fr 8- lowsust _Cephalic [ Breech  Others

TIFPA- 6:? 90 ¢ o LLNL‘Héaa Fifths Palpable: & l st H
> ‘ ‘ e =
RISK FACTORS: FHS: Eormal [] Tachy  []Brady []Absent
a 06 TT @ 2520w
12 JalL,l l,ﬁ [7 Per Speculum Examination Y\O'l—f‘l@"‘*o ‘

cbu n()s@] & DM & on }u Draining: # [JPresent [ Absent [ Bleeding
C‘-‘-’[ CHA @ Rbw Colour of Liquor: [ Clear ] Meconium  []Blood Stained

Vaginal Examination

Cervix: (] Long [ Partially effaced [ +Effaced

Height: [Sg ...... cm 2 -
Weight 16 o Os: Closed Dilated AP,
Ailergies: .......... T R R ST A v e Membranes: FrPresent 7 Absent
Breast: +IMNormal [] Abnormal '

i Liquor: [] Clear (] Meconium [] Blood Stained
General Examination: _
Consclousness: C[C Pallor: —€- . Presenting Part: _[-Vertex ] Breech [ Others |
Icterus: UO ' Edema: —v€ Sutton: []-3 m -1 00 O +1 [0 +2
Temp: [e bn'le: PR:Q Sop Pelvis: _[Adequate ] Doubtful
BP: \\2) bo mm DTR

ovs: O Dnoriwmirs BlLILLB B

Liver/Spleen: @ Urine Output: Mﬂ_quaﬁ

= DIBGNOSIS ----==========m === mmmme e -
\Pn'm\'cirau rla - wo o+ 2Hw gCLQLL{_S Pog wtth.
GDM on ©OH A “Eﬁ"‘l Tol- E
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BirthRight
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Your Right to a Safe Delivery

Date F?p\

N2\eLo

T

Time

Hb

1.4

PCV

7Y+3

RBC

Uy

WBC

10+ 22

N/L

(06|22 )

Platelets

{ ngq-

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesteroal

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Date
Time
CUE - Alb
CUE - Sugar >4
CUE - Ketones '
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood
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.........................................................................................................................................................................................

Radiology : o

Ml“ ------------------------------------------------------------------------------------------------------------------------------------------------

Others (ECG, Contrast STUAIES BIC.,) : ..ottt ea bbb
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MEDICATION RECONCILIATION FORM

Drug Allergies: 7\\? .................................................. +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 FIOM: ..o ShIftEd 10 ..o

S.No (Gﬁusmg’l:umgl‘?tl:gﬁ#:{“ Emens; (m';?ﬁ.ig) (PO, :%U?rsz vy | FREQUENGY Iﬁ:tseT/DT?;i ?gﬂ?ﬁ:ﬁ'ﬁg
1T TRoN Atan PO GD | & 6 |oc =
5 | T CRLLLLW 4HR PO DD 1815 ¢ 2Hc
3| T meTFeRMIN | geermg| RO < [ 18le | 5¢ oo
4 JCc CIDC
5 JC JDC
6 JCc [Jbpc
i c JDC
8 UJC OJDC
9 ¢ Jnc
0 O¢ Ooc

* C- Continue, DC - Discontinue

Doctor Name & Signature, : ..
D0 & AMB.: s B i e e e ity st

Nurse Name & Signature: ...........coovevveeee s

Date & TIMIE & oo
Docu. No. : RCH/ FRM / GENERAL / 090
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It takes a lot to treat the litthe.

DRUG CHART

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Date of Admission: \& 6 OUO DIUG AlBINES! i pavavisia o [ Not known 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

)

2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient

3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

. Date»
DRUG : Tigre
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Dater
H Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Datey
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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Dr. SWAPNA SAMUDRALA

"“" ’"|||||||M|"|||||||||ﬂ||| REGULAR PRESCRIPTIONS Weight. .....coooveerees Ward. ....coooevevennene
DRUG:% TRANEXAMIC 220 \e Nop
Dose | Route |Frequency [Start Date
‘9 | v .| B> | RJ6 Y
Nan® & Signature of the Doctor ' N
Starting the Drugs | f ‘_C:TOY w Q{ 5 £
) / [\ VD
Additional Instructlons bim|av 0\ \igf "
/"— -1
ol ‘Adlw m@"’@l & houssp— M >J}
Daily Doctor’s Endorsement by a Sign '
DRUG oy CEFDTAXINE DR}
Dose Route Frequency |Start Date .
\q \V RO \0\\(: WPt Al Yl '\
Narmie & Signature of the Doctor eV e
Starting the Drugs: P D
DL T
Additional Instructions: = 44 Y
1 dose v{(L mir\ /
oo
Daily Doctor’s Endorsement by a Sign
T PrenCertooL [P 1ol
DRUG : PNLE Timel | (WY1, ,
Dose Route | Frequency |StartDate| . | ‘ﬂ/ :
% | po | [iafe 1 by
Nam® & Signature of the Doctor [
Starting the Drugs: ol ﬁ/
M
Do PR 778
Additional Instructions:
Hff‘
Daily Doctor’s Endorsement by a Sign
prug 7oy eaNFIOPRAZOLE [P nh
Dose Route | Frequency |Start Date e
o | oo | A6
Name & Signature of the Doctor
Starting the Drugs EA

Do A

Additional Instructions: 2 —"

Daily Doctor’s Endorsement by a Sign
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or. 8 It takes 2 lot o treat the littie. Your Right to a Safe Delivery

—
—

Sheet

Sheet |m\\|||\|||||||||l\\\|\|\“\\ REGULAR PRESCRIPTIONS weignt........... Ward ..o
DRUG: T DtcLdves pe Date ’\‘CN, QP\¢

Tirpe
Dose Route | Frequency | Start Dt.

tong| Pl | By lq’&b% NA|
Name & Signature of the Dog?;

Wy

‘Starting the Drugs:

Additional Instructions: e S/

Daily Doctor’s Endorsement by a Sign

4 | DRus: TP DUSHARA ¢ ?gﬁ,’ \q\x
o .| Dose Route | Frequency | St i

o | Pl oD mang,

Name & Signature of the Doctor

Starting the Drugs: “ﬁ 3%
R/

Additional |nstructions:

Bed Bane
Daily Doctor’'s Endorsement by a Sign

DRUG :| )\ T+ FON 1DONE - g ’\W/

1oy @ Tj{ne
Dose Route | Frequency | Start Dt. ”

@ | un | 8o |kl

Name & Signature of the Dpctor
Starting the Drugs:

Additional Instructions:

DY
S

S

\\

Daily Doctor’s Endorsement by a Sign

DRUG : T+ 1RAmM AvOL TD;:,Z’\AL lvé{O

Dose Route |Frequency |Start Dt.| B
|

100 v POl 8p waé%ieﬂmx i

Name & Signature of the Doctor
Starting the Drugs: / /
o5

Additional Instructions:

ngn- W

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
\——_— (P.T.0.)
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i ol | @
Sheet No: .......... REGULAR PRESCRIPTIONS weign........... Ward ..o
UB:  r Coreims [P
Dose Route Frequency Start Dt. '
2oongl  Plo 10{6}26
Name &Signature of the D clor
Starting the Drugs: ng
 Additional Instructions: i \Qf‘

Daily Doctor’s Endorsement by a Sign

pRUG : T, MeTLOEMIN - - Date

MHUDRoCH mg&f Time
Dose Route Frequency Start Dt.

TV) PO O D d‘o "6 %‘“‘,
Name & Signature of the Doctor '
Starting the Drugs:

i ’bw%"f :
g

Additional Instructions:

e Breotfel

Daily Doctor’s Endorsement by a Sign

<E ]

DRUG : TDia“;

Dose Route | Frequency | Start Dt.

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Ti['ne

¥

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / GLINICAL / 108
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Dose Dose Dose Dose
DRUG : Dr. Sign, Dr. Sign Dr. Sign. Dr. Sign.
RO ute Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dy Do —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose e pom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE EEIB [ Nurs&Si I Nurs&Slo. l Nurs‘eSiuA I Nurs‘sSiq.
Dose Dose Dose Dose
DRUG : Or. Sign Dr. Sign. D, Sign, Dr. Sign.
ROUtB Sta it D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i e ! Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: D Dt poke fose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ssagrﬁ(i‘i(?rfger Route Signature Nurse.s
) AT
16\\1: [30”\ Y-YT\\:SL:.FRC,&T&,{_ 9 Sme q PN @ 7 1 1
| PROCTSLNXSLS Q. Ll
alb % ksum £ Yiemf A PRCIK PR & A
: —
\Q\\L (oown | TTPUSEFTEET- QS ey PO @ T o
. L3 ’.J
Ly CEfOT ) 27y 1>
IQ“’ Ry | FN CEFETACIN 19 (v L p=
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' ; . 2. = "W \(%
salb [10-5PR i eeomior e | — [ ol 2
c ) /'
1glp 1297 [P DRowsER | Gowe, v ¥ I
= !
1y HUOCLINE .
1“?/& %) SIP"’ GuTyLpeomInt | 20 v [ Ay
I/" - 2 .
oxufoN ( | : e
}q\b HEem ™ DUk LY g 1 yeSthus
\9 \ b NSOPRELTD cED MO 0| S iathe
wpp |MISOPPBCTOL | e oep L NP e
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T vrumsomRT v

Date Time Co iti
~ Composition of I.V. Fluid
(If infusion, mention ml./hr = Mcg/kg/min. etc Route Flow Ratel Doctor | N
) mi/hr | Sign Sl;rse e 0 | foctor | lxse
gn | Stopping| Si ;
an Sign

\(\\\D\W \\_@“ﬂ’ PN GER o7 (W
LACTARE wo| f —
i

R
'@‘m e 10 /"ﬁ’f

0\\\0\'1 ¥
\ ihedate |\ | w

W P . "
\Q& ‘Tm INGER (ACTATE " M\k'i‘f La{p

*« OXMTOQUIN -
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| —
§‘r \‘ﬂ (QDILL -

C
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STAT/ONCE ONLY DRUGS Weight: .oooovvovoven.... kgs
T S B S SOOI Sheet No- ...
DATE TIME | MEDICATION e e | AOUE e SEUT:‘ERENWSE_‘?
ale |y, quopemc Prab PR | 89 lmeonika

A

196 | 5210pm DRUTAV@@ME o mg v - \%‘M s
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PARTOGRAPH

Labour: [ ISpont [_JOL-PGE1 [T E2 [10thers
Indications for I0L-Accel: [ None [ W

Memb. Repture Type: (' SROM ' PROM QAHT(

Presentation: y@x [JBreech [ Others

Maternal: [

Liquor: [ |Adequate [ /0Oligo . _'Poly [Clear

[1Blood [ Meconium ord: ....... UDLDQE%
‘/\x_»:\\ D

Shoulder Dystocia: [ Yes [INo

-

Rainbow® . _
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the fittie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Nome [Pyrexia _IHTN I Others

Anesthesia: [ None

Non-epi: [ Local (1 Spinal [ General

DeI.Tvpe:}"\{ L] Asst. Breech [ Twins

AVD: [ Qutlet [ Low Forceps [ Ventouse
L Trails of Forceps
Indications: ............ T S e R

Application, Locking & Traction: ...............ccccvvunnnns
Duration of Instrumentation: ...... P LA U RO
No.of Pulls: ................... PP
Catherised : -#Yes [ No

Type: _! Fileys LI Plain

Perineum : | Intact L’Vﬂ)tomy Ol Tear 1

Placenta:

PPH:

LACRIAtIONS: Soo s sininemsions sssiomsininssssessssssiasii
Cervical: ....

Perineal: ....

Prophylaxis:

Blood Loss:
Blood Transfusion: ... N0

Other Details (if any): M%"\u&&rm

Ractal Examination: ....

u«/u Retained "1 MRP

[ Atomic [ Traumatic 1 None

[/ Abnormal [1 RPClots

A

] 1 £ 1
2nd Stage: ........... ‘;\( W ....................................
3rd Stage: ............... g AR
Duration of Active Pushing: ...... 1S
NO. Of VE'S: .o B M

Gender: .....

Weight: .....

APGAR: .....

BERTAL S S TR S
________ S —

Date and Time of Delivery: ............ccoop. 2.5 6.
LW Doctor: .. ,”D
LW Sister: Cg\a A VECCNY | B

N

Docu. No. : RCH /FRM / CLINICAL / 143
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doom- | 3 GO -
Time 1"“%1) X Y’“
Signature )y y \V y
Fifths Palpable 4|35 s ol
Moulding / Caput A O O A £
Amniotic Fluid Qe ety | lead Quaf
oo (Y Y Y Y Y Y Y Y Y Y YV YV YV 2008 7
=N 000000000000000000000 D
h. \y; s
Oxytocin n‘*& 99?\ 9’@““’\\?
HEEEEEEEEEEEEEEENEEEEEREEEEEEENEEEEEEEER
'Co1n(t]rac.ti0ns 3 r/ | b
in 10 mins 2 2%
V7% 975
ol wsbum RS RLN NS
Drugs and \3 '
IV Fluids
Test |
Urinalysis

Amount |,




PARTOGRAPH '
\ \ . .
Name: ......... M%SW!S‘\Q ..... O ——— Obstetrics Formula: ........... ?\"W ........................................... Blood Group Type: ...... B e

Memb. Ruptured: ~ SROM PROM \_ABM/ RISK FACTOTS: ...........o oot s sttt s ettt e e ees e ee s

180 0 1 2 3 4 5 6 7 8 9 10 1 12 13 14 16 16 17 18 19 20 21 22 23 24

Fetal Heart ® 170
160

150 AN

Maternal I gl
BP 130

120
110,

100 ﬁ\

Maternal  w s

Pulse 80
70\ a Vi

=

= % B

= 5

.}-l

) 1 \

+3 0




Qu an G 23 W\,

Record of Labor:

Maternal Condition:

Fetal Condition:

Progress of Labor:

?i_pfu}.u'f’& adxw*, P‘ Uw%j

“LJV\-

;W

Management: o —?>/ 21 If 0 (u S b{ﬂme .............. (-i Li’b_ Signature: .............
AL
- J
Maternal Condition:
o @\_ﬁ Mf“FQ mCM P’ W - %’br} r""-‘P
Fetal Condition: . ")
- - Ce R N@
rogress of Labor: .
£n . &U‘MD Leae Loy
Management: @ Time: .. 25 QAN Signature: o {; . ........... -
S-U b -20 / 1D \

Maternal Condition: Ky, ’Z/D“ \\D \SA_%TN’/ %
C;L; iz E QenaA
Fetal Condition: J\WAAN i AN~
m \

Progress of Labor: — ,
Management: e 3‘ 208 5 .

Time: ......&2.5. S50 ... Signature: .......... L. L0 f £ Wee—

j\' W e )

Maternal Condition: (LZ M m

Fetal Condition:
Progress of Labor:

Management:

TANE! sssssramissm s SIONAIY ot il issresmsisaniss
Maternal Condition:
Fetal Condition:
Progress of Labor:
Management: MRS cusissamimiimnssnisds SIINAIIRS: vov.vivinsvsmmmssmmsmasssstsenarsnss

C
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Rainbow® . L
Children’s (L BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the litde. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

Date of Admission:

Baseline Information:

Admission From: I ER [ OPD yﬁ(sic:n Desk 1 Others, SPECITY .........ccovvuruererieeieeiereenennnes
Primary Language: (Dﬂ'élhgu [ English ] Hindi L1 OHhers; BPEEIHY usswsssmismsasvssivepiasss
Doyourequire aninterpreter? [C1YeS [INO  HFYBSSPBCITY ...ccvevierereiiieciiectece ettt s s e s nes
Source of Information: ~ [] Patient L1 Family (] Others, SPECITY .....oeevieicreeeeceectece e
Allergies: [ Yes )}No/ L] Medications L Blood Transfusion L] Food ] OBIBE oooovomepiiseirsisassssivinenins

T T 1 O G e R P
Chief COMPIAINES: ..........ocovvececce s Doctor Notified on Admission: =Y6§ [No

Name of the DoctorD\(MO&\/eW‘ .......
Time Notified: ...../0 . 30X ...

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: ........cccccvevveiveciinnnnen Caesarean Section: [INo [ Yes Contraceptives: CONo [Yes
................................................................. Cervical Cerclage: [INo [ Yes Vaginal Discharge: INo [ Yes
Onset of Menarche: ...... %5 M Ectopic Pregnancy: (INo [ Yes Post-Coital Bleeding: 1 No [ Yes
Menstrual Cycl egular [ lrregular j-Myomectomy: [(JNo [ Yes Infertility: [(ONo [JYes
Last Menstrual Period '7/}151\’%‘/5 Others: If Yes Type: [] Primary [] Secondary
Obstetric History: G ........... - P s £ D I V7 Y A2

PrEVBOUE LSCS: .......coocmmmnomiimmnniumssnistotsnaomsivissiiisassiasisas sisacess

Current Medication:  [] None ] Yes, If Yes, Fill the reconciliation form

Family History:
[_] Heart Disease

[] Liver disease [ Other

L1 Hypertension

1 No Abnormalities Detected

[ Diabetes (] Stroke [] Seizures [ Kidney disease

Vital Signs / Measurements: Temp ........ L HR: ... X RR: ... 227
P: ...M.B..\.% \ weight: k... Height: ... <K o
Pain Assessment: Pain: [ IYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151
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General Appearance: /{l@ly C1ill looking [] Anxious [ Agitated L Others: ..o,

Fall Assessment: [ | Yes /N/ Score ...l (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes J/NO/Score fO ........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
" Mobility problem " Walking Problem "I No Abnormality Detected
! Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

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

[JUnder Weight [| Diabetes Mellitus U] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative _ Restless ! Depressed [ Agitated [ Confused
L0 ORI v asiniuvnnassinsins s usssvan s 5 o s i s S 044 MU SRR PR 74 Wk 500420k 4 S S S g s S

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single 2@ [IDivorced []Widow
2. Special Habits: Smoker: [ Yes [ }p/ Alcohol Abuse: [1Yes [1Ne—  Drug Abuse: []Yes L Ne—

S0CIAI HISTOIY: LIVES WIN ...ttt eb bbb e s eba bbb s st

Orientation has been given regarding the following aspects:

Call Bellin Reach : [1Yes [INo Waste Disposal Explained: [1Yes [1No
Infusion Pump : [JYes [INo ﬂ&gd Hygiene Explained: ! Yes [ No [] Others
Above information given to .. ?‘/‘%‘

Name of Person Orientation was givento: ...... H’J& g 575! = —

Crientation Mot DIVBN BOBSON: o msrtsismmis s sevs s iaiasssa s

Nurse Signature: ...\ Nl eciiverrreenenes

Nurse Name: ........ e de bof Yo

Date & Time: tg“[%’g{g ..............
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Hospital .W
It takes a lof o treat the litte Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics :

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

19lb [

Date
Tim289101112123456789011121(’23456)7

RESP

>30
21-30

(write rate in
corresp. box)

Saturations

4-100% | | 1 [ | [ [ | | | | [ [ | Jlag9 | | MW" | | G |

<94 %

Administered 0, (L/min.)

40
39
38

37

3,dway

36

35
< 35

170
160
150
140
130
120
110

100 an

1Ry LeaH

90 ™ alL

80 T @4
\

70 y\
60 .

50
40
190
180
170
160
v
5 150 .
% 140 y A7
@ 130 / L= '(" 1
T § 120 /i N > \
— 110 [
@ 100 \
w
Z 90
s 80
70
60
50
130
s 120
_-‘591_ 110
5 | 100
2 90
g 20 !
) 70 i - A
2 60 —
=
H 50 7
40
NEURO Alt_ert | = r—l_"' —
RESPONSE “L‘::
[v]

Unresponsive

URINE > 30
mls / hour < 30

Proteinuria L ks
Protein > + +

Lockia Normal
Heavy / Foul

Li Clear / Pink
iqtiox Green

TOTAL YELLOW SCORES 1) AQ
TOTAL ORANGE SCORES A ' 1=
Nurse Initial (1 ]




18| 6| 2026

_,_._—————'—'_'_'—_J_ -
@‘W —o/ |y CW
ﬂlﬁ%—/ﬁ\ —ep U o

stetrics and Gynaecology
. Early Warning Signs

(2
G = | €O

4 )

1 Complete a Full

Set of MEOWS
Observations

N /

N ~

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
. J
~ N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
g Y

- 4
* The Modified Early Warning Score (MEOWS)
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rning Observation Score Chart - Obstetrics

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

1qlblrP

Date o

10 /11

(i

G 7

12

(19

Time

RESP
(write rate in

corresp. box) |

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38

2, dway

37

36

35
< 35

2)ey WeaH

170
160
150
140
130
120
110
100
90
80
70

60

180
170
160
150
140
130

120

anssald poo|g d1)03sAs

18

110
100
90
80
70
60
50

i

—

L7

i)

130

120
110
100
90

ainssaiq poo|g Jjoiselq

\

%0

—

80
70
60
50
40

€

[ 1)
AV

G
o4 T

it

:

NEURO

Alert | T T 1

RESPONSE
[¥]

Voice
Pain
Unresponsive

URINE
mls / hour

-«

> 30
< 30

-

Proteinuria

Lochia

Normal

' Heavy / Foul

Protein + +
Protein > + +

Liquor

-

Clear / Pink
Green

qQ

= [

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse [nitial

LV
Y
AD)

=
o [

o &Y

g-ﬂc

.

SN




Obstetrics and Gynaecology
Early Warning Signs

{»
1

Gy .

[

1 Yellow Alert :

) Repeat Observations
in 30 minutes
~ ™ 4 )
Complete a Full ZcYﬁl:r)]W gLe::tsto'r 1 Orarllg: Alertt:
-Call the Obstetrician and Repea
Set °..f MEOWS Observations
Observations in 30 minutes
\ J N J
T s -, e
A\ B A "> 2 Yellow Alerts or > 2 Orange Alerts:
i ’ Immediate Review by Obstetrician and
, Repeat Observations
‘ i in 15 minutes or continuous
! ! monitoring
x !
\;/" % - i K /
‘\ - 1

* The Modified Early Warning Score (MEOWS)

-

-
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Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date /™
)/bcal%nmesg_ n|f2)1[AR{3fa))s|e|7[8|o|10f1a|12|1]|2]3][a|[s5]6]7

> 30
21-30
11- 20
0-10
94 - 100 % B
<94 %
Administered 0, (L/min.)

40
39
38

37 il L o fﬂ\/ ll|
36 D12 & IOV R M L
35 )

< 35

170
160
150
140
130
120
110
100
90

80 | @)

,0 O g7
60
50
40

190
180
170
160
150
140
130 0
120
110 f
100 v
90
80
70
60
50

130
120
110
100
90
80
70
60 |
50
40

NEURO Alert £ 1 ]

RESPONSE Voice
[v] Pain
Unresponsive

URINE > 30
mils / hour <30

Protein + +
Protein > + +

RESP
(write rate in
corresp. box)

Saturations

2, dway

ajey Weay

<D

St
al
4\__.

4%

—
anssald poojg 1|olshs

az
v
>
3

i
aInssald poo|g dljolseiq

Proteinuria

Normal
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES % t%\ ! /F

TOTAL ORANGE SCORES
Nurse Initial 1~ |\ % 4

Lochia

————
Liquor

Sk




Obstetrics and Gynaecology
Early Warning Signs

.

1 Yellow Alert :
Repeat Observations
in 30 minutes

. J/

4 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 N

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

- J

* The Modified Early Warning Score (MEOWS)
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Children’s .BirthRight"

It takes a lot to treat the littie.

[ FLUID CHART |

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.

i

].

AR S b

~ Output

Date Time

“Nature

of Fluid

NG

IV Site

Thrombo-

Diarrhoea | Vomit |Drainage | Urine | Phlebitis

Score

Sign.
Nurse

Mouth

N.G

08:00 am

) 09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

*| 05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

h 08:00 pm
' 09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

B¥er

02;00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

,,G

Total Qutput :

Total 24 hrs. Intake

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

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

___ Intake T e s |
Date | Time | NAure Route NG | Diarrhoea | Vomit |Drainage | Urine Tgé::‘jg%g ot
Mouth | v | NG '
08:00 am "D
“ \ 09:00 am Hyb Al @
\0- 000am ' {AN8Y,
W [ [#L (g |fF 1
200pm | Ph | 7 lippw/ v
01:00pm | f ¢ oo/ 4
Total Intake : )} o) Total Output : AW |
0200pm| R( ;m\ [ 1
w0 sommt D
0s00pm| Q| 7 |jeanns Scoml ——fD6m
‘&@\"’ 0500pm| R\ | WO [[aepm( 0 4
0600pm| RU [ ™ Jtoem [ (1]
07:00pm | RL I \
Total Intake : { s yKe[) Total Qutput : b
0800pm | | |
ogoopm| | | . )4 ]P W/
o 00m| o 9 Al 5 // / /
c}&\? 1topm| | |, \ q & ' 0 el
O oan| | | W9 N * (=
01:00 am ' Vi /
Total Intake : TotalOutput: ) ] M —
02:00 am A
0300 am r % ¥ | @/_
| 000an| 6 J |
\o\\p 05:00 am b N N <~ S
PV Toeoan N v/
07:00 am 4
Total Intake : ' Total Qutput : (/) - "~
Total 24 hrs. Intake Total 24 hrs. Output

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

Sheet NO. © oo,

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

i i ".,v 5 % A s SR T Omt LV site
rombo- [ o
Date | Time é\lfal;rluuri% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis | Sign.

Score Nurse
Mouth LV N.G A

08:00 am o 2 P
~ q>a 09:00 am ’ { “ | o
\ 1000am| O [AL/F) //f‘#r Y O {fr'\
b LI | 6
©
©

R
N
AN

11:00 am p
‘\? 1200 pm el /
01:00 pm /
Total Intake: <\ OX'€') Total Output : -

02:00pm | ’
\9~03:0{lpm 2N rdl p
& [ 0400 pm il :
% 05:00 pm
06:00 pm
07:00 pm

Total Intake : < (\ )L Total Output :

08:00 pm Ll
H 09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

C7<\<"~—>

Total 24 hrs. Intake Total 24 hrs. Output
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— Rainbow® . e
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS

Tttakes @ ot to trezt the Mde. Your Right'1a.a Sale Deilvery

( FLUID CHART )

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs, total of intake and oufput.

G

R, o E R e R RS T Y = T

A Intakes TR ] T UMoAR BT Vst T,
i TR e R rombo-

Date | Time | NALfE Rouite NG | Diarthoea | Vomit |Drainage | Urine | Phiobits | Sign.

Score Nurse
Mouth | LV N.G ' '

08:00 am

09:00 am e - ‘ u Q

10:00 am
11:00 am
12:00 pm v
01:00 pm
Total Intake : - - Total Output: * - .
02:00 pm
03:00 pm ‘ .
04:00 pm ' g
05:00 pm :
06:00 pm
07:00 pm )
“Total Intake : Total Output: ‘i, -
08:00 pm
09:00 pm 6
10:00 pm '
11:00 pm
12:00 am
01:00 am
Total Intake : Tolal Ouiput :

02:00 am '

03:00 am

04:00 am

{5:00 am
- 06:00 am

07:00 am :
Total Intake : . Tofal (]_litpilt :

]
'

Total 24 hrs. Intake Tolal 24 hrs. Output -
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NURSING CARE RECORD

%
Rainbow®
Children’s (d BirthRight
Hospital .mmm_sw
mmmmmmmm Safe Delivery

Date: 5/5/7//% .........

e | ) Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
'g’ |_Maintain Personal Hygiene /PiPﬁvem Infection /u/ﬁeet Elimination Needs L@'s’ur’e’ Safety {1~ Early Ambulation Reduce Anxiety —Patient & Family Education
& | [ Identify Potential Complications (] Any Others. Specify....................... O R AN S
Time Plan of Care Time Implementation Evaluation Re-Assessment 2";?:,,’;::',‘:
£
(\)A/
1
S _
g /
PM S fissed oo pk(o th / «fc/ ond o0
AMEY ndion | spu| s fasersed pf (On
A .
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v /’%Ju, el Gkt~ VTP 5 ,
£ Y, e > Me N 0% Slod,le
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Dr. SWAPNA SAMUDRALA

NURSING CARE RECORD

"
Rainbow*

Children’s 4 BirthRight
Hosmtal .w
uuuuuuuu r Ri Safe Delivery

(] Maintain Airway and Oxygenation
[ Maintain Personal Hygiene
[ Identify Potential Complications

[ Prevent Infection

Goals

1 Any Others. Specify

[] Relieve Pain & Discomfort

7 Maintain Fluid Balance

[ Meet Elimination Needs [l Ensure Safety

[0 Improve Activity Tolerance

Date: !?/ﬁ/}b .................

[J Maintain Skin Integrity -
(] Patient & Family Education

[ Maintain Good Nutritional Status
(] Early Ambulation Reduce Anxiety

Time Plan of Care

Time

Implementation

Nurse Name

Re-Assessment & Signature

5 bﬁﬁsmﬂtmﬁ

Mﬁw Yia’4

=) low

Morning

Syl s

b))
fo

NN

;’v> %xj /%*’ /
ﬁjﬂf,@% 4
YL e "/
zéy%//

s //mwmgﬂ

% /ﬂflﬁ o/

VY %’J/

o

Mevigy

yudy

Afternoon

Awa fé“*f}

bt

Night

aAiﬂMﬁ %I')@ &Qfﬂg\q’ G.ﬂ;ﬁo‘n

%ﬁo@{f"gw

8fm

kb
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Your Right to a Safe Delivery

iont Qtinkar
Patient Sticke

w | B Maintaip Airway and Oxygenation [*] Relieve Pain & Discomfort [1 Maintain Fluid Balance [] Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
§ @M&iﬁa Personal Hygiene (7 Prevent Infection [ Meet Elimination Needs <—Ensure Safety ] Early Ambulation Reduce Anxiety ] Patient & Family Education
S [ [ Identify Potential Complications [ ANY OHHEIS. SPECIY. ...ttt ettt e s s e be s s e e e s e s e seseeeeeasseeseseseese e sesnbassssasnnsnses
Time Plan of Care Time Implementation Evaluation Re-Assessment '},“g?,_',’,.’;?ﬁ',‘:
NP KDy f .
LT Astesy AhePalfed | - Ayeked —he poliid
o ? G
(oa\di~t13 ) (o 1484000 ‘0
g | e Moaid n G-t R T2, R @ we
E &:leu - M oM a. Y
= Helo : S Reb\-
okl | B ;g\
o MotaielnTlocled | - |
\ l
S
=
&
=
=T
E
=]
=
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Rainbow® ) .

Patient Sticker Children’s ‘ BirthRight

BY RAINBOW HOSPITALS

NURSING CARE RECORD Hospital | o oo e e

' l DF: 1

[0 Maintain Airwéy and Oxygenation

17 Relieve Pain & Discomfort

[0 Maintain Fluld Balance

O Improve Activity Tolerance

O Maintain Good Nulritional Status

[0 Maintain Skin Integrity

U]

@ | O Maintain Personal Hygieng {2] Preventinfection O Meet Elimination Needs 0 Ensure Safety [0 Early Ambustation Reduce Anxiety O Patient & Family Education
S | O Identify Potential Complications T0 ANY OHIBTS. SPBEITY. . vuvurseeeseresisenseesenessnsesiesessesessessssesessassesessastenssnnssesrnssentaressssssassansssesasas

. . : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
. . 1 X B L N
) r
¥
4 . ‘

E u - P !

g .

(=] 118

= ‘ .

T lﬁ Y ]
- 1 . 1
v .
9
' - [
. ' i

=

Q

(=]

E
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=
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Venous cordpyrexia

.

HNH- DOMII:’I:M lPlS-OoM“O‘I’ ;//
s P.SHI ,,.1.» G Rainbow"’ ’
| :ﬁ":;“, Children’s ‘Blrtthght
l\\\\\\m\\l\ll\\\\\\\\\\\l\\\\\\\ CHECKLIST FOR THROMBOPHLEBITIS !imtiﬂ.,!” s s
12 |6l 19 )’_
"DAY-1 _ DAY-2 nmr-
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N /M / E N M E N Remarks
: No signs of phlebitis / A
1 IV site appears healthy Bieirs st 0 —_ | N o )\C}\
One of the following signs is
9 evident : Possibly first signs of phlebitis '
* Slight pain near the IV Site / / Observe cannula S )\M N N NP
* Slight redness near IV Site ¥ le
Two of the following Signs .
3 | areevident: Eirs'ﬁ:tgggn%flaphlebltlsl 5 B A% Bl W
Pain at IV site Redness i B ’ ]
‘:ylé);:? e MM Ot 15 Medium stage of phlebitis /
4| pain along Path of cannula ?esqe Catnnula LoRsCH 9 — /fﬂjfa ,39 NP :kg h
Redness around Site Swelling ERdiivel) B
23,3;;{' igg“gx\m%ﬁégp R Advanced stage of phlebitis or
; ' the start of thrombophlebitis /
5 Pain along Path of cannula Re sita Canriula Bonsid 4 M,p Xﬁ
Redfiass sroufit S Te site Cannula Consider ~ Nﬂ W+
Swelling palpable Venous cord reatment VA
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thf qmbophlebms/ ; 5 YJQ NE |
around Site Swelling palpable Initiate treatment Re site ~
Cannula M

Signature of the Nurse

Y

A G Lol

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 : ........... @,

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

Signature of Ward In Charge :
SIONAMUTE 1. e cssimanosasinss

Kt
Name: ...
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Mz
Patient Sticker Rainbow® . .
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | (@ immenmeres
Y LS ) '. 5 ,\ ‘kw ' ) "
' A DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / AGTION SGORE E N M E M E N Remarks
: , No signs of phiebitis /
1 IV site appears healthy v Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Sitg L
3 1:\\;0831;(}2§t_f0IIOW|ng Signs Early stage of phlebitis / 9 .
Pain at IV site Redness { Resite Gannula
All. gf t;le following Signs are Medium stage of phiebitis /
gvident : . X
4| pain along Path of cannula ~ ﬁ‘?s'tfe Catnnu!a Consider 3
Redness around Site Swelling reaimen
All of the following. Si
evic(i)ent igg Ex“{é?gi\?;gzns are Advanced stage of phlebitis or
5 | Painalong Path of cannula tFI;e sittaréof thr[orgbopfléebms/ 4
Redness around Site  « Te Sl ?""” a Lonsider
| Swelling palpable Venous cord reatmen
All of the following Signs are
gvident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redriess }h_l;?mbo;)hlebrtls/ . 5
around Site Swelling palpable nitlate treatment Re site
Venous cordpyrexia ' Cannula
‘ Signature of the Nurse

NOTE : Phishitis greater than grade 2 shouid be reported to physicians and other appropriate health care personal ongolng observation of the site sheuld continue for 48 hours post removal fo detect post infusion phlebitis.

Signature of Shift In Charge :

SIGNAMIE & veeervrrsereer e erasssnns NG | oo mesersarsassrasarsasssases

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

Signature of Ward In Charge :

SIGNAMIIE £ cuivverrensevsmmeresronsese s snsssesesssanes NAME oo sresresseseesrerenssensessssnassanass

TP )
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Hospital

It takes a lot to treat the little.

.BirthRight”
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

' |l i

Morse Fall Risk Assessment Form

y [
Date / Ti 18°/¢ Jue el v
Choose Highest Applicable Score from each Category ity Ting / M d I 5’ ) é 7}:/6,] Fall Risk Grading
Score Ny M| copy -
History of Falling Yes 25 ' ]
(immediately or w/in 3 months) No 0 Risk Level Morst:“::g)Scure Actiani
| Secondary Diagnosis Yes 15
( (more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ', @ 0
IV / Heparin Lock or Saline :es - il 0 2@ % Implement
¢ 0 Q & Moderate Risk | 25 - 50 AEATLE Bl
Impaired 20 Preventhn
\ GAIT / Transferring Weak (uses touch for balance) 10 T
\ Normal /On Bed Rest /immabile 0 implement High
Forgets limitations 15 bR Risk Fall
Oriented to own ability 0 tifefaition
Total Morse Fall Scale Score: A ) e
Signature @ Cg C@

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
(1 Ensure patients use their prescribed eye glasses if any, in the hospital
_| Use chairs with arm rests
\ [[] Use safety straps on siretchers and wheelchairs while transporting patients

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

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

["] Hourly safety check

('] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

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

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




Patiot St J D 2
Patient Sticker Rainb—i")wa . . )
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Morse Fall Risk Assessment Form ke s v e
, Date / Time \) ) )
Choose Highest Applicable Score from each Category S\ LQM Fall Risk Grading
Score {71
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 Risk Level Morse(h::IsI)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
| Furniture Low Risk 0-24 g'ggga{% rliall
Ambulatory Aid Crutches, Cane(S), Walker 15 Al
None /Bed Rest /Nurse Assist 0
, Yes 20 '
IV / Heparin Lock or Saline . , - 9\@ Implement
R Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 A Risk Fall
Mental Status Q ™ High Risk 251 Prevention
Oriented to own ability 0 - .
oy Intervention
Total Morse Fall Scale Score: A9 =
v
Signature ;,u4
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) [l 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
[T 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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W‘"".:'.”'M 28¥2M 18D ) ) Rainbow® . . -
o SWAPNA SAUDRELY Children’s BirthRight
or. m\\“\\\\\\\“ﬂ Ho Spit al . BY RAINBOW HOSPITALS
\\\\\\\\“\ PAIN ASSESSMENT FORM LA s Tour Right .3 Sate Deivery
Pain'Stofe . oo . Modifying | Patient / Family : .
Date Time (0/10) Location Duration Acuity Character Faclors Educated .Intervemmn Sign
| 6 [ Continuous | [ Acute [ Sharp (1 Dull [ Increasing | [ Yes @L
\& ]‘6 I Py ] | — [ Intermittent | C1 Chronic [} Aching (] Burning | [ Decreasing | ! No Vi »
) Continuous | [ Acute [0 Sharp [ Dull [ Increasing [ Yes
[ﬂ‘k |0 A\ 9 [[w = {1 Intermittent | [ Chronic [ Aching (] Buning | [ Decreasing | [ No A)zl M
| MR 2 e t
(! Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes
\ﬂl{», 20 O '\) A [] Intermittent | [I Chronic ] Aching (7] Burning | (] Decreasing | T No l\)f} ;& »
Fﬂ/ " ' g ] Continuous | [ Acute O Sharp  CIDul | O Increasing | [ Yes e
i e P MO Pf 1 Intermittent | 1 Chronic [ Aching [ Burning | [ Decreasing { [ No N ‘%\
. [] Continuous | [! Acute (1 Sharp [ Dull [] Increasing L] Yes P N
Za/ G/ e 2&"‘ O NA- [ Intermittent | [ Chronic (7] Aching [ Burning | [ Decreasing | [ No NV D
[] Continuous | [ Acute [ Sharp [ Dull [] Increasing U1 Yes
[] Intermittent | [ Chronic (] Aching [ Burning | (] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull (] Increasing (] Yes
] Intermittent | (| Chronic (] Aching [ Bumning | ] Decreasing | [ No
[J Continuous | [ Acute (1 Sharp [ Dull (] Increasing ] Yes
1 Intermittent | | Chronic (] Aching (] Burning | [ Decreasing | [ No
(1 Continuous | [ Acute [] Sharp (] Dull [ Increasing L] Yes
1 Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | ! No
] Continuous | (] Acute (] Sharp [ Dull 1 Increasing [ Yes
] 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
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT0)
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Numetlcal Pailn Scale (Obsiatric and Gynecology)

| ]

|

PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

No Hurt

Hurts Litte Bit

1 1
3 4

1A

11

T

Wang - Baker (Pediatrics) Ahove 7 Years

Hurts Little More

Even More

Hurts Whole Lot

cCOH®®®

Hurts Worst

1

i SCORING
CATEGORY
- 0 1 2
. Qccasional Grimace or Frown, Frequent to constant frowr,
Face No Particular expression or smile witldraw, Disoriented quivering chin, clenched [aw
Legs Normal Position or Relaxed Ungasy, restless, tense , lKj(‘:king. or Iegs'bra{wn up e
i
] "1 Laying quietly nomal position, Squirming shiffing back and ) o o
Activity movas easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs, °
Cry No Cry (Awake or asleep) complaint _ frequent complaints
- Reassured by accasional touching, . P
Consolabilty |, | Content, relaxed hugging, or being talked to, ¥ Difficutt td console or comfort
distractible
Neonatal Pain, Agitation and Sedation chle (upto 1 Month) * ; .
Assessment Sedallon Normal Pain / Agitation
Critetia
-2 -1 0 1 z
Crying No CGry with painful | Moans or cries Appropriate erying Not| Irritable or crying at | High-pitched or silent-
irvitability stimult minimally with painful | jmitable intervals consolable | continuous cry
. stimuli Inconsolable
'| Behavior State | No amusaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constanty awake
stimult stimufi gestational age Awakens frequenty | o
! No spontaneous Litile spontaneous Arouses minimally / no movement
movement movement (nol sedated)
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuf intermittent continual
Extremities | No grasp reflex Weak graspreflex | Relaxed handsand | Intermitient Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists { toes, fists, or finger
tone Normal Tene or finger splay splay
Body is not tens? Body Is tense
VHal Signs HR | No variabifity with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BE 530, | stimuli varfahility from normal for from baseline baseling, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick { slow recovery Out of sync or
Tecovery fighting ventilator

~/




W\

0 O %

—— Rainbow"” . _
Patient Sticker Children’s . Blrtthght
: Hospital - .W
PAIN ASSESSMENT FORM X takiag 5 Jot 1o treat the BBa, Your Right to a Safe Delivery
Pain'Sedfe | , . . T | o Modiylny | Pallant 7 Family X ,
Date Time ©A0) | Location Duyation Acuity Character Eactors Eduicatad 'Inlerventsun Sign
0 Continuous { {31 Acute 0O Sharp  [J-Dull O Increasing | O Yes
[J Intermittent | £ Chronic 7 Aching [ Burning | O Decreasing | O No
"0 Continuous | O Acute 3 Sharp O Dull O Increasing | O Yes
v {0 Intermittent | [} Chronic O Aching [0 Buming | O Decreasing | I No
O Continuous | I Acute 2 Sharp 0 Dull [ Increasing I Yes
n . ; O Intermittent | O Chronic [ Aching O Burning | OJ Decreasing | T No "
O Continuous | I Acute 3 Sharp O Dull (1 Increasing O Yes
. ‘ O Intermittent | O Chronic O Aching [J Burning | €1 Decreasing {| I No
. O Centinuous | O Acute 1 Sharp O Dull (2 Increasing [ Yes
R . .
OO Intermittent | O Chronic O Aching [T Buming | O Decreasing [ 3 No
Ij Continuous | O Acute O Sharp  OJ Dull &J Increasing O Yes
O Intermittent | O Chronic O Aching 3 Burning | 0 Decreasing] O No
O Continuous | O Acute O Sharp O Dull {7 Increasing | CJ Yes
O Intermittent | I Chronic O Aching [ Burning | O Decreasing | 'TJ No
0 Continuous | I Acute O Sharp (O Dufl [ Increasing 1 OvYes
O Intermittent | O3 Chronic [0 Aching [J Burning | [J Decreasing | (I No
O Continuous | 1 Acute O Sharp O Dull O Increasing O Yes
O Intermittent | 01 Chronic O Aching [ Burning | O Decreasing | [ No
{0 Continuous | I Acute [ Sharp T Dull O Ingreasing T Yes
O Intermittent | [] Chronic [0 Aching [ Buming | CJ Decreasing { [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surpical patients, patients with chronic jrain, patient with severe pain:
a) Atlsast every 2 houss for the firs! 24 hours b)  Then every 4 hours.
¢) Priorto pain pain-relieving intervention. d) Within 30 - 60 minutas after pain relief intervention.

Docu.No: RCH /FRM / GLINICAL / 152 {1.0)
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Ramarical Paln Scale {Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSM_EN;E' SCALE (1 Month to 7 Years)

O —

No Paln

-

No Hurt

Huris Littie Bit

1 I 1
3 4 5

1
6

Waong - Baker (Pediatrics} Above 7 Years

Hurts Litde Mara

Even More

Hurts Wholg T.ot

LI 1
9 10

Worst
Possible Paln

COD D ®e@

Hurts Worst

|

i ' SCORING
CATEGORY 7
¢ N 1 2
g ! .
. . Occasional Grimage or Frown, Frequent to constant trown,
Facg No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Upeasy, restless, tense Kicllging, orlegs brawn up
. T Laying quletly normal position, Squirming shifiing back and ,
Activity moves easily forth, tense Archid, right, or Jerking
Moans or whimpers eccasional Crying steadily, streams of sabs,
Cry No Cry (Awake or aslesp) complaint _ frequent complaints
- Reassurad by occasional touching,
i Conten, relaxed hugging, or being talked to, Difficutt to console or comiort
Consolability distractble to
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month}
Assessment Sedation Normal Pain / Apltation
Criteria
2 1 0 1 2
Crying No Cry with painful | Moans or cries Approptiate crying Not] Imitable of crying at | High-pitched or silent-
Irritability stimuli minimally with painful{ irritable intervals consolable | continuous cry
stimuli Inconsolable
Bohavlor Stale | No arousaltaany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimuli symuh | gestational age Awakens frequently { or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain exgression
Expression | No expression with stimuli infermittent contimial
Extremities | No grasp reflex Weak graspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaceid tong decreased muscle ] faet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body s tense
Vital 8igns HR | No variability with | Less than 10% Within basefine or | Increass 10-20% | Increase greater than 20% from
RR, BR 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or .
Hypoventilation or | baseline with stimull | gestationat age Sal, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | sfow recovery Out of sync or
recovery fighting ventilator

~/
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BRADEN 'Q' SCALE

%

Rainbow®
Children’s
Hospital

Tt takes a ot to treat the iittie.

BirthRight
BY RAINBOW HOSPITALS
Your R{um to a Safe Deli uw

£

4}z

Date:| f M
Time : ﬁ; ‘%om 2 56 9
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. u' Z}’
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; = ! /
A ptivi Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; fie : 3 ; ; i
of physical activity" Confined to bed non-gxistent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

L

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:
Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 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.

-

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

—P

Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Not at Risk: 19-23
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. X Supporl Surfaces
Risk Score Category Action (Plaase Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
« Regular Turning Schedule _ _
~ « Enable as much activity as possible High density foam mattress
15-18 At Risk « Protect the heels Gel pads for high-tisk areas
« Use pressure redistribution surfaces .
+Manage moisture, friction and shear Alternating pressure mattress overlay
« Advance to a higher level of risk if other major risk
factors are present
hl High density foam matiress
: ) _ Use the Same Protoco! as for “At Risk” Patients o
13-14 Moderate Risk B _ o @Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges Altermating pressure mattress overiay
. 1 Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
-7 Use same protocel as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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- Date~ -
Time:

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

bili . , ” . " . - N :
Mobily in body or extremity position body or extremity position but unable ¢hanges in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occaslonally: 4, All patients oo young to ambulate;
A e Ability to walk severely [imited or Walks oceasionally during day, but for OR walks frequently:
'Activity The degree 1.Bedfast N . . . . "
of physical activity” Confined to bed non-existent. Cannot hear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely Emited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sadation, OR, limited ability to feel
pain over mast of the bady surface.

2, Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensoty Impalrment that limlts the
ability to feel pain or discomfort aver
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 impainnent:

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. Oceasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist
Skin is usually dry, routine diaper

skir:(;svg;(]cgs ed by perspiration, uring, drainaga, etc. Linen must ba changed at least every linen change every 12 hours. changes; linen only requives changing
tom oislt) ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Prohlem: 3. Potential problem; 4, No apparent problem:;

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
apitation leads 1o almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance, During a move, skin

Able to completely lift patient during
position change, moves in bed and in

suppori surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chalr independently and has sufficient
Shear Oceours when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or ¢hair, requiring frequent devices, Maintains refative good position]  during move. Maintains good position
surface sllde across repositioning with maximum assistance.]  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down,
1. Very Poor: 2. Inadegquate: 3. Adequate: 4. Excellent:

Nutritional Usual
food infake pattern

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eals
a complete meal. Rarely eats maore
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.

Is on liguid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d!
OR rarely gats 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.

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,

hut will usually take a supplement if
offered.

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 requira supplementation,

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

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

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider accupation therapy referral for advice
: Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocoi as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matfress
10-12 High Risk in addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use sama 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 matiress overlay
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NURSING SHIFT HAND OVER FOR WARD
Treating DOCION: .....cveeeeeeee e Department: D .......... Date of Admission: ..
Z | Diagnosis: ' Any Infection: C1Yes [INo I Not Known
= I YBS SPBCHY: -.....eeemeeeeecernismeneersssseneenssssases
> nw_k e : ks ;9
S | Area ‘%\61 l : \”\\B o Ay
§ Shift Time N ‘ Yﬂh 92Am (NI
g Medical Condition i ' -
= | (Any special condition to be noted):
\ —
B I L A Y I
Allergy: O Yes (Mo |0 Yes I No [ Yes CUNO | O Yes W{ es [1No | Yes CINo
Tubes/Drains/Catheter: O Yes C-No'| O Yes T No P’(es ONo [JYes {1 N0 | Yes TINo |1 Yes [1No
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Fall Risk Score: o i — Gaa
Pain Score: o e = e
Safety Needs: - 3 - 2 \Q @Q
@ Physiotherapy | Yes CINo|C Yes ~No |01 Yes 1 No |0 Yes E\)«ﬁ Yes CINo| O Yes CNo
§ Others Specify: | — TN W <
E Special Diet: | ¥es CINo ¥ Yes ©1No |l Yes £ No | Yes C1ot6] 0 Yes o |0 Yes TNo
E
8 |Other Special Orders / Medications:
2 » —~ | pp | WP
Post Operative Procedure Special Orders: | __ — [Q ()r @ “
[
Handed Over By Name : &, . :
Al le i oNle- Q\w &W{“
Signature : Dy NES ® QA
7 e Vv
Dat 0l oz 10t it ﬂp&%{ % [P
Time: [ib Jou 9 Qi a P M
Taken Over By Name : /\W QAO‘\J’\\ \)\ D@'
Signature : - DU( ‘ % W //Q{‘(‘w )
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NURSING SHIFT HAND OVER FORM - WARD
[

Treating DOctor: .uvvvvveasserieniressesnns  eemtteemeeet e eeenneen Department: ......cvcviiimercrensenerens Diate of AMISSION; wvevreessersesorsaesssssen
= | Diagnosis: Any Infection: CYes CINo (3 Not Known
= If Yo SPECITY: couvveerncreceersscssensecerssssnsesseeans
= -

w LA -t
2 | Area. * ° = I
= 4Shift Time
% Medical Condition
= | (Any special condition to be noted):
Allergy: . OYes ONo[OYes ONo|(OYes ONo|OYes ONo|OYes T No|OYes ONo
Tubes/Drains/Gatheter:” C1Yes TINo {01 Yes ONo {0 Yes O'No [0 Yes ONo (O Yes ONo | O Yes D No
Vital Signs: ~ © T - Temp:
— . Res:
= .- =
w Tt 8p0,:
2 - Pulse:
2 R
Fall Risk Score:
= Pain Score:
- Safety Needs:
o Physiotherapy {C Yes CINo (O Yes ONo |O Yes COONo (O Yes O No | O Yes MNo | DI Yes T No
=
g Others Specify:
E »Special Diet: [ O Yes ONo |0 Yes T3No O Yes ONo|OYes ONo|OYes O No £ Yes OO No
E :
§ Other Special Orders / Medications:
©~= v
Post Operative Procedure Special Orders:
f
Handed Over By Name : .
! ' _J
Signature: ‘
Date: T ’
Time:
Taken Over By Name : R "
Signature : = o
Date: T i ) '
Time: H Yo
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INFORMED CONSENT FOR VAGINAL BIRTH  Hospial _ | R@asnre:

Your Right to a Safe Delivery

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

patentrame: MRS P ShigiedA [JH'DNO; HAH - 0oa 0983
Gender: [|Male _LFemmale pate: 1210612026 Time: AL LGpm;

| hereby authorized the performance of the following procedure:

* The Procedure has been explained to me in general terms and | understand that:
¢ Theindication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

» The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a

qualified gynecologist.
Name of the Doctor performing the procedure: ...... D L SU‘JH pf\m: S ...............

Consentee : @—:;.( Patient Attendant :
Signature : 7

........................................................... Signature :......
Name ;b RS P S I’UOL*‘LSL\Q .......... Name : ....
Date & Time : 18662;326 ......... l llop H) Relationship with Patient:
Date & Time :
bedionns Doctor (who is tak
SIGNAUIE & .o SIONAUTE : ...
L e L R
INBING S v AT ficn e oo € msass vaszsoeebuakesasugrsssvsnavas ess
Date & TIME .o Date & Time : L8 L6l2026 (el || lC

Docu. No. : RCH /FRM / CLINICAL / 028
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1t takes a lot to treat the iittle, Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

. . 2 Y
You are scheduled for aninduction of laboron.... L& o (date) at =2 S L
The r8aSON FOr YOUTINAUCTIONIS ..ottt es s bbb s a e s e se e s e s e s et s saens s st ebenesessreseaseasssesesenesatesesareenenns

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

I understand the risks and benefits of this procedure and wish to proceed.

Patient l )
Signature: 7

Date & Time: ....... U‘J‘t‘}?m ..............................

Doctor: Q— Witness
SIONAIUTE; Licviosnisbmmmrscsimissssiinssnmiissaissssisniass BIONANTE: s bR s R

);- !\J.QJJLQV\.:L

Name: ......ccomren } .............................................. NBMIE: oo seens

Date & Time: ....... SZOGZOZGQULOP”\ ' D8 & THTIE: s

Docu. No. : RCH /FRM / CLINICAL / 173
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CONSENT FOR SPECIAL PROCEDURES Hospital | A o
Patient Name : MﬁdP&l&l.&Hﬂ ............................................................ Gender: [ Male Me

UHID No: . HMNH - 1098 2 Departmentﬁamﬁeatﬂ.e.s.lﬁ..... Date : .l..‘.’l,[.Gl.?,..Q ........

P RoOOPESH o0 D RO

Here by give consent for procedure of ; ME:QK ........... QP\D ] S

Formy patient, Named: ... et e S RIS D
The doctors have clearly explained to me that the procedure has foiiowmg possible complications:

Witness :

Signature : ......... L

Relationship with Patient: ......... u uSJ:>°~"J ...... Date & Time : .........JA\D

Date & Time : ........... ‘{‘10&% ..........................

Doctor (who is taking the consent) :

SIGNATUME : ..o M it ne

Name: ... DLM:VINGSTHIA
Date & Time : \“1.[“2?[%; ..............................

Docu. No. : RCHBH /FRM / CLINICAL / 019
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Department of Anaesthesiology Eﬁll?g%\xfs & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .sv RAINBOW HOSPITALS

It takes a ot to treat the lte. Your Right to a Safe Delivery

o Age 2EUY Sex Auate ... UHDNo: HNH - boRI0A0e
M\,D’bl)—b ................... Time: .12 Y4)A™).........  Proposed Operation: ... &F\dwml*’lw
AMAM]W
Diagnosis: ....... Pimad... t?;f'"*vom ........ MDY O OHA e
Weight: ............ ASA Physical Stas: 01 2 08 04 05
0\\“ {;"zg; = IClv, Laboratory Data:
Hab: ”4 Glucose . PROTEIN: w.oooocvvoercrvecs HIV: e Do X-RAY: oo
PCV:.....h... 2"1'2 Ura: veoevevceesieceieneene AL e HBS Ag: L. WIE. ... ECG: v
WBC: .. 022, Creat: .o TORIBIE e TV B —
Plate; ... )" 53 . S e DIF. BIE: e Blood group: ..E..P.O%hyétressﬂ\ngloz .................
L e R LBH: v T (9)11]] GRS
2. 11 R Cad 7 oo Ak PhoS: v Th s
1] A O MO i BTYIBSEY vssmimbmi L1, P

Cl=t v, SGOT/SGPT: .. Allergies: kll%Dh

Medical History: — CVS: /D ACHVE Gandlp Lenfimzrovy  Pateuts fund s poctivior,
- RESP: POWI{?[AI\L,Dmbetes. Wbom([®).
CNS |
] | | W Gt
Hepatic / GE : : Physical Activity: 5
! y _ty fhve

Others :

Past Anaesthetic History:

Physical Exam:

Airway: MP *(2)3 4 Mouth Openingy . . g Mentohyoid Distance:f'\“’- Neck: (A Teeth: Vv~
Lngs: Pohe@ ,tecu

Heart: = "5;@

CNS: NBAD
Pregnant: o.2*f6s [1No [INA Venous Access Site : @ Spine Exam for regional : (PQ !

Anaesthetic Plan: C1MAC Dm:-mﬁm [ GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: Q‘{ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
.—'.MLx’w.ma’ momq - 1. DVTPFOphylaXI?N:! .
NIL ORAL<_"7 ot/ o
' Others 6 Hours

2
3. Informed Consents="Standard ~ High Risk

4. Post Operative Pain Management: ‘s Distlssed with Patient
5. Other Instructions:

Signature: .......... g’r ............... Name: DM N T e

Docu. No. : RCH /FRM/ CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART
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It takes a Yot to treat the Hitfe,

®

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

LY = " 2 s A kY 4 o ‘ = ~ b - Y
Change in"Patienl Condition: dYes [ No Fasting Status: e
- s T — R 0 —
Physical Stalus: [ Patient |dentified 1 Consent Present [0 ChartReviewed
HR: | B.P/CRT: [8p0,: < as<  |RR 4| Last Feed:
Pre-0F Diagnosis: ....cccvrvvreenieneesesnvesasraiesnisnsessns Operation; ........... reeveeseeseererrare eenernn s eeneeseannn Date : coeeeceecrcnceenas
SUGBON: w.evrecrsersesesenresbes s sresesenasnes Trrereenes Anaesthesiologist: ......cccouuevev. ressvesmsssregsasgeeses @ BECAMMCIAN: cecuuurersrmsencersasnniees
TIME 3 i . ..
NG /AR IO, LPM 5 o -
HALO /SO /SEVO ~ .| Antblotic .
Drugs: K
Suppository
AR Bl v B [
Blood Loss
FIO, / Sa0, P IO
EICO, -
ECG
Tempegatura » 44 « ¥
"’ Urine Gutpit ) ~ - R . - ” T HOTES
g A N O -
W
58 =
o .
Nk »
BP 240 : NS E .
V Systolic 290 ol S >
A Biastolic
X Mean 200 AEED
» Heart Rate 180
Tourniquet on Time
Toumniquet o¥f Time 160
140
Throat Pack In
" Throat Pack Out 120
100
g0 - ;
- 3 &0 1] G i
40
20
10
]
ABG - - I
LAB Values f ;
GRES
-
Gthers -
O Equipment Checked and Temp: Indgction Reglonal:
Functional - [J HME 1 Fluid Warmer aw L1 Inhal Extremity SPBCITY: vererrversisseneassessiarerresns
O sp O ClingFilm 3 OH Warmer 1 Pre 0, LT RSI [ Spinal 3 Epldural [ Caudat
[  Cuff Site: . 1 Hugger's {1 Cotton Wool [ Others Others:
O Art Site: ....... Other ] o
Ol EKG Lead | O] Mask [ SGA POSHION: 11conssranssemsmssssasssrseasmssonsssrasess sensrssansrssessrns
O Temp She Times: 1 Arway 1 Oral [ Nasal Site: :
[ FlO, Monitor Anzes Start: .. ETT# at ctm = | Meedle Size: ... o DO ot
[1 Agent Monitar OP Start: ....... I Oral [CINasal [3 Cuff Parasthesiz [Yes [JMNo
1 Pulse Oximeter OP End: Y 0 Tragheostomy L3 Topical Gatheter at SKiN ....vvuv e cm
1 Gapnograph Leave OR: . S [T DIUG: cevrresmessessvesssressnsseessssnssesseaenss Drug Name & Conc:
id Ventilater Anaesthesia: [0 Awake ] Direct Vislon < 11115 ——
1 Nerve Stimulator 1 GA [ Video Laryngoscopy [ Stylette / Bougle Infusion;
Position: [N Morfilored Anaesthesia Care [0 Fiberoptic BIOEK LEVEL oo oo oeeeeeeeeeeeeesss
asilon: .....mm.. ............. I BEQ]GI'IBI Blade# Attempts: Comments:
1 Pressuie Points Checked Difficulty Why? '.
Line (Size & Lacation) Transportation io
Eye Gare: I GVP: O BYat = BS OPACU  OJIcy 13 Other
g ff""‘ 3 ART: [ Semi-Closed Gircle RetaxantReversed  ClYes  3No  CINA
ape X . >
[0 Padding g:x S gi:::d Gircle 2" L1t s Name of the Doctor ; ;'
O Awake O Signature of the Boctor :

N

-
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Patient Sticker Children’s BirthRight
Hosp|tal BY RAINBOW HOSRITALS
It takes & lot tn traat the litde. Your Right to a Safa Delivery
Received ig PACU BY ¢ oo niessssssansnns Time Received : ...oovvvoreeennniciccensnns Time Discharged : ....ccccorenrvrrecncnnen
! .
250 250 .
240 240 IV Cannula Site : ........ " s
tw 230 230 | {110, Mask [ Nasal Prongs
3 gf-g gfg {1 ‘Tracheostomy 3 T-Piece
w0 200] zo0 | O Oral Alrway 3 Nasal Airway
o 150 180 -
o 1@ 180 .
o 170 170 | Voniting : O Yes CiNo Drug: :
S N 3
= :g:g :gg NG Tube : CiYes CINo
140 140 .
/\( 13:0 120 Draln: [3Yes [CINo
120 120 | Urinary Catheter: {3 Yes [JNo
110 G 110
uﬁ 100 ; soo | ChestTube: ,  LEYes Llho
& gg 2 | wioral Pi¥es (oo
70 70
{) o 80 60 IV Fluids:
@ 50 50 Oral Feeds:
= éo 40
0 30
v 20 20
10 10
o 0
SPQ,
i
" POST ANAESTHESIA SCORE MINUTES
- g " (Motilied Aldrete Score) IN 20 160 1 90 ouT SCORING INTERPRETATION
bl . amities voll = - e N "
ol o v amiies voumay o em ot 22 e o s A Mifiimurn Total Score of 8 is Required for-
Able to move 0 extremities voluntary or on command =2 ) R Discharge
Able to deep breathe-& cough freely % =2
* -Dyspnea g limited breathing PR =1  RESPIRATION ! 3 I e o
| Apneic L : =0, s B Exceptions to his, aré fo be explained in'the
BP = 20 of Pre Anzesthetic ) =2 H : T .
BP = 20-050 of rrganﬂexslaaesigeﬁﬁe‘vs =1  CIRCULATION T Space below by the Dlschargmg Physwian.
BP = 50 of Pre Anaesthetic leva =0 ] t .
Fully awake at =2 [
Arcusebla on caling =1 CONSCIOUSNESS a &
Not responding | =0 .t 41 I " L
Pink ) =2 ‘-«
. an!:ﬁstlixgkm bloichy, jaundiced, a?mer = ’6 COLOR P 1 t]. . 3 a
r . 5
% TOTRL , L A
d ] IE o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pzin Score Intervention Signature

)

Pain Tool Used: [ NPASS [ FLACT III‘Wong Baker O NPS
M

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Tlmg:

PFAGU Nursg Name :
i
PACU Nurse Signature:

kY LY

Date & Time:

) Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post surgleal patient, patient with chronic pain, patiznt wilh severe pain

2

b.
c.
d

Transferted to Unitby (PACUY: e,

Date & Time:,

1

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior ta pain refiving intervention

With In 30-60 minutes after pain relief intervention

h]

4 4

DL P P




tient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD
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It takes a lot to treat the little.

ital

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sae Delivery

oate. 1| &

'&.C ......... Time: .l&.:.DOme.. Procedure done by TD,SK . .Q.AL.& .................................

CSE /Spinal /Epidu.ral/ Position : 51%'38pace )\5 '1*-1 . Technique (LOR/LQSJ{.. .............
Depth: IHC.m Catheter at Skin: ... .Cyo AHEMDES oo
PArashesia ;| YORINGTTVES BOMAHE | ......ovuvmiesnssnscnionss shinmsssesasdesinisybbins oA o as M s oA e s

Solution Composition : .... Q. \j ........ Burpvaceaine... <. o‘?mt?/kd F@\lTﬂ'\HL .........

Any other issues :
L S oo
- S WU . -- - SRR 1. W L. . - SO
: Infusion Rate Level Maternal
Time | (mipr) | Bows(m) | e Right [ BP | Puise| TR .
12:04 g los]63 1ok

12:20 10 wll| ® T T Ious; Jr0olgh 125)un | 041, &E%fﬁﬂ%%;&m
i._()ﬂrn_g.w}“ Vo —To ‘0' rﬁg/mn_ Y
S00pm| D MJ'LI | Tg —T= lioy 7/

! SOlpmy ¥ : I

2 n.u!u Tg -Tg |l wh

ionp_G@u’m To —Tio |mfgs fe
Delivery Details :  Time : .. F(arm APGAR: ....ocvvevieenne D / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : .

%‘,

@

e
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Children’s BirthRight
Hospital 8Y RAINBOW HOSPITALS
It takes a ket to treat the e, erﬁmMmaSal-ndwy
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
1A . < | % o Y
Patient Name Mg P- Shvtdng e e fﬂ:, Gender f
UHDNg, T NH OB 1077 Py 6 00 " Ppge— A6 PR g 1
; 1" DU Al ; L ~
Diagnosis: Ty "‘]V“w‘ F’ Coran TS W?}" PR W i ‘f‘fill‘-" oTP o 1 PL-
PRESCRIPTION DETAILS (Tick only one of the following) L UK
S.No Drug Name Dosage Remarks
oty =0

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj, 15mg/MI

Remifentanil Hydrochloride Inj. 2MG

2
3
A Remifentanil Hydrochloride inj. 1IMG F:
%8 A’N
Doctor Name: ’V VY Doctor Registration No: ‘é % 19
Signature: \'{ (\W\.‘\ ‘[/C

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
Details of the Patient to EE::Esential Narcotic Drugs Dispensed
: ?Jo -~ EO0L wpczm : ; \f[}{? {’2[
BERIIION NOT s v isacsssasisiasiis s ehtssmatisonsnsne DRt ononsocsis N il

Aadhaar No. of the Patient (Optional): ...........c.coviiiiiiiiiie i

o ST g
Y . ? B T e :
1. | Name: AR vohn ! Remarks
= I;! i.rlla:ltuf'\\ﬁ:;};_}ﬁ
™ | Complete postal address (with contact number, if any) jk ” ‘*.r'ﬁ %xz rGhbed ;md
3. | Brief description of the illness L OL
4 Whether registered with any other registered medical practioner / (| O
" | recognized medical institution ( If yes, details of the recorded)
== 1 RETE A
5. | Details of essential Narcotic drug dispensed FLi e - y J
] Signature /
Date Name of the Essential Narcotic Drugs Quantity | Impression of th Remarks, if any
\ . : L A Pati 1
Iqlelfe TRy ‘Eﬂ-luﬂu\l U ¢ ‘(w v
AEIE (3 —
[ )
LGl
Dispensed by (Name & ID No.): ....... ::,aﬂ\\ .......... O ............ ‘ .............................. BIONAIIES oo e e h v
\QJL1 0 YevA \ \ ( e
Raceived BY MM B ID NG . Lo it asshomrosaeoh e e exvbions PRF EV8 s pm o St SIURBIIIE! ©comivesishnsiei e ko it

Na \mfs

Docu. No: RCH/ FRM/ CLINICAL / 133

Time: ...

on”

o
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0000307 344 Rainbow® e AR
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Hosp ital BY RAINBOW HOSPITALS
18 takes 2 bt to trent the g Your Right 10 & Safe Deitvery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: ) o , Age: Gender:
UHID No: — \ IP No: - " Date: th £ Time:
Diagnosis: _ | \ \
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage ; Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI { &
2. | Morphine Sulphate Inj. 15mg/M|
3. | Remifentanil Hydrochloride Inj. 2MG
4, | Remifentanil Hydrochloride inj. 1MG
ﬂ ] Doctor Name: ' | PNy Doctor Registration No: (-'{f‘)} q
Signature: - | | l
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ................ * B ' ’d_- ..... Datel .. SRR A s
Aadhaar No. of the Patient (Optional): ........ccc.veoeiioiiieie e
1. | Name: _ ‘ Remarks

A

2. | Complete postal address (with contact number, if any)

3. | Brief description of the illness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity Impressiomtr%gguaw Remarks, if any
Patient Attender
e
Dispensed by (Name & 1D NO.): ..oz 08 5w bt e SIGNALUTE .......overeer oo
Received by (Name & IDNo.Y: ... Ml AT \ ............................... Signature: ...... 0w B4 X R il

Time: ... 000

Docu. No: RCH/FRM/ CLINICAL / 133
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. 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 &g TEL NO :040-48873000
St WERB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs P. SHIRISHA Age: 28Y2M16D
IP No: IP26-00006607 Sex: Female
Consultant: Dr. SWAPNA SAMUDRALA Ward/Bed No: 4F -OT/LDR-415

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient’s care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
% consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

‘rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

I understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"| am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
C nce. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing co

c . J .“
?ar—r;e: H\;é L,m/\dl C@c' 0@ é 2\ )' Patient Address:

tionship: 9-68/B/5 EAST HANUMAN NAGAR
J ' Boduppal Hyderabad Telangana INDIA

Date: }g - Q"L ’D\L 3 Time: L0 1< (DM , 500092

Wittness Name: /? / / ~ . k
\ / \ A A—
Wittness Signature: f {//@ Qﬂ’\'mﬂcu !\J\C

Printed Date / Time : 18/06/2026 22:49 Printed By : 016951 Page 2 of 2
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HNH-00010982 1P26-00006607 Rainbow”® . . ' L
Mz::1::lamm 28Y2M16D () Children’s © BirthRight
SWAPNA SAMUDRALA Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

T Hospital

BILLING POLICY

® Billing cycle: - With effective from 1 January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

® |f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

TPA processing charges Rs.720 for every TPA route cases.

All charges vary as per Room category, except Pharmacy and consumables.

We follows a “No Discounts Policy” kindly cooperate.

No Duplicate/Second copy of OP OR IP bill is issued.

ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

P other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund moye thar e\tlitite refund through NEFT in three Bank working days.

:Q\NC) - - Qn nangANCY (A ] htl}tl

S e
Name & signature of Patient/Attendant (Signature of Admission Desk executive)

/’

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2@/6{3’6 L[| J— [lé"ﬂ ....................

— 1Y [ ~ 26 kg/m’

Origin: dnaliav Height: v Weight: —76[3 BMI: 8 kg/m?
( ~ 30 kg/m’
Food Allergies: ... LA A
Diagnosis: ........ .H:VP .................................................................................................................................................
TypeofDiet Cliquid  OSoft ﬂN/mnal O Diabetic
O Vegetarian %-Vegetaﬁan O Vegan

Diet Advised:
Liquid Diet— ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups 31851y .(;»O

Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient's / Attendant's Dietician's
Signature: ............. X LB Signature: ........... %— ...........................................

a:......S.Ladas Lo .. Name: . Sarl:{w?!ka@ ............................
Date & Time: ?AZ ﬂ «4’1/1 Date & Time: ?o/ﬁ[z(,:’%/\

Doc. No. : RCH/ FRM/ CLINICAL / 195 (PT.0)




DIETARY NOTES

Date

Time

Notes




HNH-00010982 1P26-00006607

Mrs P. SHIRISHA

02-04-1998 28Y2M18D  (F) S 2
Dr. SWAPNA SAMUDRALA

[ alnbow o
S R ER T Rainbows | @ BirthRight

Hos p|t al . BY RAINBOW HOSPITALS
CROSS CONSULTATION FORM

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

Doctor Name : PVSyMan ......................................... Date : ..2.0 ’6 .................. Time : ... 2{9") 3
Dighosk: | TAVLY L o R e SN
Hospital : oM = HNINP = e Type of Referral :
O Emergency
peliqiot: C0piion [2CoMatngamadt ' et otoum © Sl
' P ¢ [ Non Urgent

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

Signature:

Findings and Recommendations :

L L,w,J,u,ow Care FPloY

Vol Joswad  breast @ facts

—  colostaw  Saan
_ goby n LD

- ﬁ/cl\f\q ca EX pm;sscr_d Rvao
9

s Pfx)ml .

ﬂ &'{__ /V‘l?“f- O/\/w 9 ~3 '/\Ou(\c

Consultant :
Name : &Sm%hbﬁlﬂaﬁ} .......... Signature : ..., Date & Time 20,[15/26;1,?}9»\

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




