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ESTIMATION SLIP :
Date: 11|04 (9512 UHID/IPNo.: _Ligu - 000(TA\E" - siNo. 1337

Name of Patient : H\(&_ ngcl()r\a » ()\ Age: Gender: Y .

It takes a lot to treat the litte.

Father's / Hut‘lﬁ; 'sName: __ (A- MY [\rp,;‘ A Corporate / Occupation :

Address : hone i Email :

Procedure / Plan : ‘ LA q | Q_\q co s | EDD/Dos:

MODE OF PAYMENT : [ 'SELF [ |TPA: [ ]GIpsa: OTHER

TARIFF INFORMATION :

LRy - \5.0@(:\_'\"’@*5:&\

Particulars Package Amounts (Rs.) ¢, 1x (E*’
Room Category Normal Delivery LSC Dmbg:b [
Multi Shared Ward ~+ Mp
Shared Ward —t \ LQOI 000
Twin Shared Ward :%— \ LU oo |

//

Private Room

Super Deluxe Room

Suite Room

Room Rent, Nursing Charges,

Package includes
Doctors Fee, Surgeon's Fee and

(Package starts from the

Wt, Nmsingf?:g\f?,
tors Fee, Surgeow's Fee / é
etist's Fees and OT Charges

: P Labour Ward Charges
time of admission)
Length of Stay for : Length of Stay for: > M :
Pharmacy up to Pharmacy up to L9 \
L CE t 3
Investigations up to Investigations up to « § p~r
Others

[] coverea [ |Not Covered Epidural / Entonox : [ | Covered [_] Not Covered
1, 69 e :

Neonatologist Charges :

Initial Minimum Deposit :

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

. 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 angd may not be
reimbursed by the TPA at later stage.

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

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,

additional payment is applicable for which kindly contact the Financial Coungelling desk betiveen 9am to 6pm

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 Insurance company norms.

6. Difference if any between the final bill amount and amount permitied/approved by TPA or total bilt amount in case of denial from TPA has to be paid by the patient. In case of

denial, cash tariff would be applicable.

Two attendants are permitted with patieats in SDLX, DLX and PVT rooms and only one attendant is pesmitted in ¢he rest of the categeries of rooms and no attendant is

permittedin ICU'’s

8. Tariffs are subject to revision

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

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

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity. :
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Signa{ure of the Client

Signatory Relationship

Signature of the financial Counselor
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(VAR Hospital, [N

SURGERY DETAILS

Date : f//ﬂﬁ L
Patient Name: WG Pl SN Date of Birth: 22.027199¢........ Age: B2 .
cender: .. Fomale........ Ward oo 0 UHID No.: . HALH.Z000I S E..
Date of Surgery: U/Dé/% ...................... [4@T-1 [(]0T-2 [J0T-3 [JOT-4 [JOBGOT-1 []OBG OT-2

@) Name of the Surgery : ém QLO&Q V\CLj \SC S - \\; o pt W \'*\ \’)

Timein :......... lrﬂrfm .............. Time Out :........s os;p oo TR

NAME AMOUNT

1. Surgeon : @«“1 /Q@fa/m/ﬂ.w’m)?j .............................................................................
2. Anaesthetist : &Vemﬁa ...................................................................................................

3. Assistant Surgeon QP:UW ......................................................................................................

4 OTTechnician =Gt LI BM e e,

Special Equipment: [ Laparascopy | Broncoscope [ Harmonic | Morcelator

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

[ Neuro Cusa ] Others (—’)_Mlaﬂ,uaﬂmvlc.&”*’f pd | ~0000206013

\ (ﬂ&
Signature e Surgeon Signature of Circulating Nurse

Order No: .oié..:.aam%é.aﬁl....).ggjg ........ Order by: zﬁé—m&atm.../x.éé{@..ié.{ﬂfzm ]

Docu. No. : RCH /FRM / GENERAL / 114
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Order No. ,%9900296
Doc. No. : RCH / FRM / GENERAL / 125
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HNH-D0015918 IP26-00006556 =
Nirs G.SWAPNA - Rainbow
< 20031004 uyYzMz20  F n I@ Children’s Blrtthght
Dr, RAJANI KUMARI - éﬂﬂ \ M(/i +/Ub@( Hospital . BY RA|NBOW HOSPITAL.S
AR CONSUMABLES OF % e T
Ciretlating Sl .. e rwsssssiiiie TBCHNICIANTS wsscissmssisamimsinsimsiisuisaiass Date:: couvisinins S 1) (OO
Anaesthesia Disposables ,“mm" usea | SUrgical Disposables mu_"' M"ﬁffposables (Baby Side) __ul"’u_. .
ET tube ~Major-Pack Aol ]ﬂr ﬂﬁ V) iviek er]
LMA - Sutures I+ Cord Clamp DH—
ECG leads : X7P/N N LS D‘) MNE . 9 /§/¥ 4//Suation Catheter
HME filter : A /P / N v 2l N (™ N | reeding Tube -
Syringes :10cc ( ﬁf i // / Vaccum Suction Set
05 cc @;@ﬁves bl a7 Surgical Gloves &y 59,? m -
02 cc @Z%UM 4 A . | Gauze Pack
01 ce— ~ A ' Syringe 1ml / 2ml
Cautery plate : A/P /N // OJ/I/S/ ical blade 52;) 4)}/’“ Surgical Blade # 20 ) L
IV set N //I'\IG tube (1 e Koochies (S) )
RL p s T Lol ot | !
&ES - 10mI / 400mI / 500mI / 1000mI ,Q ) X ” Koochies 5(‘\10 .‘O R ﬁém ﬂaf ,y
TC | _Gintments - SR
/ Suction Catheter // 96 080622 bpdd /]
Fentanyl (© || Cap, Mask i S i 74
Morphine | GauzePack . = o
Ketamine Mop Pack %,—
Propofol Steristrip o F
Rocuronium Underpad
Glycopyrolate | Praw sheet o
Myopyrolate / Abgel S
Ondansetro ( gy L+ Foleys catheter %
Pencan 25¢/ Spinal Needle 22 % _Urobiag
Bupivacaine 0.25% T | Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) m//Rf)modrain bag
Antibiotics Bandage
ﬂ Tegaderm
Suppositories " ~Toban -
Anamol : 80mg / 250mg / 170 mg "Double J Stent L~ /
Supridol ; 100mg ~Vaccum Suction set ( U~
Justin : 12.5 mg / 25mg / 100mg (4| Plastic Bed-Sheet f7n ‘,5;/
Tab. Misoprost : 200mg ] /etadme Solution ! ‘ 7/—7
OX oo n “+Microshield ( L
“ i 5 )  Gotton Balls Qf’jﬁﬁ
Cavho pant g_)ﬁm Giaves P
( T | Ramdione Scrub
Saral
Surgeon Anaesthesiologist OT Technician

@('1“3}9@




Rainbo
Children’s .

Rainbow Childrens Hospital-Himayatnagar

Hospital  orR3 * Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Ralnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015918 Name ¢ Mrs G.SWAPNA
Age | Sex :32Y2M22D/Female Doctor : RAJAN| KUMAR!
AdmiReg Date/Time : 11/06/2026 01:18 Payor : SELFPAY
Order Date : 11/06/2026 17:13 Ordernumber  : 2G-0000206056
Visit ID . IP26-00005556 Ward/Bed No ; 4F-OT/ LDR-416
Pa‘@ Address 1-9-129/23/C/51, Ram Nagar, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 ':(%V;RANZ SQLUTION 10% 1 Nos Extemal f Once Daily 1Days 2 Nos Dispensed
2 [ONDERPADS BOXSD 1 Nos Extemal / 10 AM 1Days 1Nos| Dispensed
!
3 SURGEON Ci:{P(FEMALE) FEMALE CAP 1Cap External f Once Daily 1 Days 10 Cap Dispensed
4 o NITRILE GLOVES M 1Nos External f Once Daily 1 Days 10Nos| Dispensed
5 VACCUME SUFTIDN SET \SIE1QCUME SuCTIoN 1 Nog External f Once Daily 1 Days 1Nos| Dispensed
1
6 ﬁ;?&%gu RGICALKIT SE.NERAL SURGICAL 1 Nos f Once Daily 1 Days 1Nos Dispensed
7 EYS?:E_‘N (CiXYTOC:N) INJ 1 Nos { Once Baily 4 Days 4 Vial Dispensed
8 MISOPROST TAB 200MCG 45 1Tabs Extamal / Once Daily 1 Days 4 Tabs Dispensed
9 NS 100ML ACCULIFE - EH 1mbL Extemal / 10 AM 1 Days 1 mbL Dispensed
6 E'EEEETTSSK JLAYER - FACE MASK 3 LAYER 1Nos External / Once Daily 1Days 10 Nos Dispensed
11 sgg)ze TSKTPIZELY G SggZE TSXISIZPLY S 1 Nos External / Once Daily 1 Days 2 Nos Dispensed

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

Note

* This prescription]is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time :

|
|

11/06/2026 1735

Printed By : SUNKARI SANGEETHA

RAJANI KUMARI

Page 1 of 1




z @ Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's - . . )
Hospital  Beorg Ralnbow Children's Hospital, Door no. 3-68-267, opp. Cafe niloufer, Old MLA
P quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
MRN ¢ HNH-G0015918 Name : Mrs G,.SWAPNA B
Age | Sex *32Y2M 220D/ Female Doctor : RAJANI KUMARI
Adm/Reg Date/Time * 11/08/2028 01:18 Payor » SELFPAY
Order Date 11/06/2026 1713 Ordernumber  : 26-0000206057
Visit D - IP26-00006556 Ward/Bod No ¢ AF-OT /LDR-418
Patient Address + 1-9-129/23/C/51, Ram Nagar, Hyderahad, Telzrgana, INDIA, 500020
S.No Description Goneric Name Dosage Routs ] Frequency Duration Instruction Qty Status
i Encere Microptic glaves-6.5 § Nos { Once Daily 1Days 2Nos Ordered
| "
2 |RLS0ML CLOSED SysTem [FINDERLACTATE 1 Botlle 1 Oace Dally 2Days ZBoel  Ordered
3 VICRYL 2-0 NW 2762 VICRYL 2-0 N 2762 ¥ Nos F Once Daily 2 Days 2Nos Ordered
4 ADULT DIAPERS-XX! 1 Nos External f 10 AM 1 Days 1 Nos Ordered
5 g\%tgfr?ép;sucu %L{IﬁgETENCIL 1 Nes Exiernat f Once Daity 1 Days 1Nos. Ordered
& SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVESE.5 |1 Nos External f Once Daily 1Days 4 Nas Ordarey
7 DSYRINGE 5ML.{NIPRO} SYRINGE 5ML, 1 Nos External f Once Daly 3 Days INos Ordered
8 PENCAN 25G°3 1 2 PENCAN 25G*3 12 1 Nos External f Cnce Dailly 1 Days 1Hos Ordered
9 DSYRINGS 2.5ML{NIPRO} SYRINGE 2ML 1 Nos Externat f Once Dally 1 Days 4 Nos Crdared
10 E.C.G ELECTRCODES {ADULT) |ELECTRODES ADULT t Nes Externat f Cnce Daly 1 Days Fhos Ordered
R LLED AL '
11 EL»ETGEES (h%Uf.:.J}RGIC ggﬁf.? LLED PLATED 1 Nos External f Once Daily 1Days 1 Nos Orderad
12 ?éJOP'\RdleD?IéSUPPDSITORIES 1 Nes External f Once Daily 1 Days 1 Nos Ordered
13 DSYRINGE 10ML {NIFRO} SYRINGE 10ML 1 Nes External f Cnce Daily 1 Days 2 Nos Crderad
14 MOPS 30X30 BPLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos { Once Dally 10ays 1 Nos Crdered
15 |VICRYL 1-QVP 2346 VICRYL 1-0 VP 2346 i Nog 1 Onece Dailly 3 Days 3 Nos Crdered
16 BHIXAMIC 500 MG INJ 1 Nos 10nce Dally 2 Days 2Ampula Lrderad
17 |COITONBALLS 2 GM5NOS ﬁg?ou BALLS 2G- 5 t Nos External f Cnce Daily 1 Days 1 Nos Craered
18 SURGICAL BLADE 22 SURGICAL BLADE 22 1 Nos Extaraat f Once Dally 1 Days 1Nos Orgerad
DISFOSABLE APRONS DISPOSABLE AFPRON .
19 STERILE XL, STERILE XL 1 Nos I Once Daily 3Days I Naos Crderad
20 |BHPICAINHEAVY BOMG NI | 5pivaCAINE S0MG TNY |1 Nos 1 Onea Daily 1Days THos|  Ordersd
21 Jugll;i SUPPOSITORIES 100 1 Nes External f Once Dally 1Days 1hos Ordarad
22 hCﬂfé%O‘PhR‘E)ST It AMP 250 1 Nos 1 Qnee Daily 1 Days 1 Ampule Ordered
23 [oncoKNDIIAMGzML  |SHPNSETRONAMG ]y o, { Once Daily 1Days tvall  Onred
CHLORHEXIDINE
2q [BAUTOPRERSCLUTIONS & viconaTER% tml { Once Daly 1Bays 1ros]  Ordersd
SALCOHQLEO% 500
25 gggﬁ%ﬂ?m PAD (BIG) ABGEL 1 HNes 1 Once Daily 20ays 2Nos Ordered
RAJANI KUMARIE

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

Note

* This prescription is valld enly for specifled duration.

* Do not refill medieines.

Printed Date/Time  11/06/2026 17:35 Printed By SUNKARI SANGEETHA Page1 of 1
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Rainbow
Children’s
Hospital

MRPO

Age ]/ Sex
Adm/Reg Date/Tim
Order Date

Visit ID
Patient Address

Rainbow Childrens Hospital-Himayatnagar

Bir:q: +  Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

: HNH-00015926
:0YOMOD4H/ Male
: 11/06/2026 14:59

: 11/06/2026 17:37

*+ 1P26-00006560
: 1-8-129/23/C/51, Ram Nagar, Hyderabad, Telangana, INDIA, 500020

Name

Daoctor

Payor
Ordernumber

Ward/Bed No

: ‘Baby Of G.SWAPNA

: SPANDANA PASUPULETI
: SELFPAY

: 26-0000206065

: 4F -NICU 1/ NICU1-402

U

S.No Description Genetlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 gEFEQI-?A(I\:HIIE%Tg;\RE 1 Nos Extemal / 10 AM 1Days 1 Nos Ordersd
2 SGLOVE # 6.%‘: (SQRGICARE) SURGICAL GLOVES 6.5 |1 Nos Exlernal  Once Dailly 1 Days 1 Nos Ordered

i
3 SURGICAL E%LADE 20 SURGICAL BLADE 20 1 Nos I Once Daily 1 Days 1 Nes Ordered
4 AEA?.SYCLOT-Ft MG INJ 0.5 % Nos Injection § 10 AM 1Days 1 Nos Ordered
SPANDANA PASUPULETI

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

Note

* This prescription is valid only for specified duration.

" Do not refill medicines.

Printed Date/Time : 11/06/2026 17:38 Printed By : SUNKARI SANGEETHA Page1 of1




Z % Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's _ . . , . .
: girthh  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital ; < i )
Ranbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015926 Name : Baby Of G.SWAPNA
Age/ Sex :0YOMODA4H/Male Doctor : SPANDANA PASUPULETI
Adm/Reg Date/Time : 11/06/2026 14:58 Payor : SELFPAY
Order Date 1 11/06/2026 17:37 Ordernumber  : 26-0000206066
Visit ID : 1P26-00006560 Ward/Bed No  : 4F -NICU 1/ NICU1-402
Patient Address : 1-9-129/23/C/51, Ram Nagar, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route f Frequency Duration Instruction Qty Status
1 SGLOVE # 7.0{SURGICARE) {SURGICAL GLOVES7.0 |1 Nos External / Once Daily 1 Days 1 Nos Ordered

SPANDANA PASUPULETI

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

Note

|

|

|

| * This prescription is valid only for specified duration.
|

1 * Do not refill medicines.

|

Printed Date/Time : 11/06/2026 17:38 o Printed By : SUNKARI SANGEETHA @ Page 1 of 1

—
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' Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
1 takes 3 kot to traat the e, Your Right 10 a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: H% (= &_4 L Bt Age: 2 "; 4 Gender;, | ¢ _f.r-.(,;'\T_f
UHDNo: HOF-Oce!S 9 ' IPNo: OOOOLSSE Date: 106156 Time: Y L PY
Diagnosis: P ESES G
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. : Fentanyl Citrate Inj. 50mcg/MI LOMVcq .’_“A
2, | Morphine Sulphate Inj. 15mg/MI i
3. | Remifentanil Hydrochloride Inj. 2MG e
4. | Remifentanil Hydrochloride inj. 1MG z
& Doctor Name: %m‘{ Doctor Registration No: (—)?7
{ i () / %
Slgnature&‘ p (m“A |
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Reéistratlon NG o i UGS e DR ot it bl
SR NO . OE D0 PHUSHE [ODHORBI: ... ...vuvsed i besiiaeobe e ot adas siavaniiss s sasy i aninbnves
1. | Name: /"\Four,. /L. Lo PR Remarks
2. | Complete postal address (with contact number, if any) oy i e =3
3. | Brief description of the illness C oML S
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed on :
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & IDNo.). .......... — , .............................................................. Signature: ..........oooee e
L | 3 P e S
\ LN 13 7o \ I
Received by (Name & IDNo.): ... ... AL s BT, S s SIgNMUE: ... e
S5 Lo s

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow .

iy Children’s | BirthRight
\.> HOSpIta| BY RAINBOW HOSPITALS
")7 Your Right to a Safe Delivery
%Y
Name Mrs G.SWAPNA UHID HNH-00015918
Father/Guardian Mr G.NAGA RAJU Age/Gender 32Y 2 M 22D/ Female
Address 1-9-129/23/C/51, Ram Nagar, Hyderabad, Telangana, INDIA, 500020
IP No IP26-00006556 Admission Date 11-06-2026
Ref Doctor Self.

Discharge Date 13.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)

Diagnosis:

G3P2L1D1 WITH 352 WEEKS PREVIOUS 2 LOWER SEGMENT
CAESAREAN SECTION WITH H/O WITH PREVIOUS UTERINE RUPTURE
WITH RH NEGATIVE PREGNANCY WITH THREATENED PRETERM FOR
OBSERVATION

EMERGENCY PRETERM LOWER SEGMENT CAESAREAN SECTION DONE
ON 11.06.2026

Y History:

LMP: 16.10.2025 Obstetric formula: G3P1L1D1
EDD: 18.07.2025 Gestation at admission:
35%2 weeks

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR (% KONDAPUR OUTPATIENT CLINIC (JC1 SECUNDERABAD | KONDAPUR L B NAGAR HANAKRAMGUDA
- N . . £ 246 Z20C emcy 3 040 - 4244 2400 - 040 - 7111 1333 ¥ '3 Oa

O 1800 2122 & www.rainbowhospitals.in
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Name Mrs G,.SWAPNA UHID HNH-00015918

IP No 1P26-00006556 Admission Date 11-06-2026

Obstetric History:

Gl -2021- Emergency PT-LSCS (Ind:Eclampsia with [UD),BBG- unknown-
received Inj. Anti-D in postoperative period

G2- 2023-Emergency LSCS at 36 weeks(Ind:scar tenderness in labour),Intra op-
Scar dehiscence, Female , 2.8kg, BBG - unknown- received Inj Anti D in
postoperative period.

G3- Present pregnancy, Spontaneous conception

Medical History: Nil

Surgical History: LSCS-2021,2023
Allergies: Nil

Family History: Nil

Antenatal Details:

Mrs G.SWAPNA was booked to Rainbow hospital at 3572 weeks of gestation.
She had regular antenatal checkups and investigations as advised by Dr. Rajani
Kumari. NT scan was normal. FTS low risk. TIFFA was normal with small size
stomach bubble.ICT and Anti-D titre at 15.04.2026(25*%weeks) negative. Fetal
surveillance done by serial growth scans. Scan done on (06.06.2026) at 34-35
weeks. showed single live intrauterine fetus with cephalic presentation,
Placenta -posterior upper segment, EFW: 2.318kg, AF!: 9.0cm, single loop of
cord around neck, Scar thickness 3.8mm. She was admitted at 35%2 weeks
with lower abdomen pain for observation and further management.

Investigations: Enclosed.
Blood group: "O" Negative
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Rainbow” ® - L
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs G.SWAPNA UHID HNH-00015918
IP No IP26-00006556 Admission Date 11-06-2026

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
No scar tenderness, cervix was long and Os closed. Fetal well being was
confirmed by an admission NST which was found to be reactive. Antenatal
steroid coverage was done in view of fetal lung maturity in anticipation of
preterm delivery. CUE sent and traced- Pus cell 10-12 with EC 30-35 with
leucocytes ++. She was decided for emergency C- section in view of Scar
tenderness with Fetal distress with previous 2 LSCS with H/O previous uterine
rupture, prepared with indwelling Foley's catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up
done. Anesthetic premedication (IV Pantop and Perinorm) given. Patient shifted
to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. Scar rupture
identified. Amniotic sac intact -ruptured and Baby delivered. Cord clamped and
cut and cord blood collected for blood grouping and Rh typing. Baby handed
over to pediatrician. Placenta delivered with controlled cord traction. Uterus
closed in layers. Hemostasis secured. Bilateral tubal ligation done by Modified
Pomeroy's technique. Instruments and swab count checked. Rectus sheath
closed. Skin closed with subcuticular sutures. Wound dressing done. Vagina
cleaned with Betadine solution after expelling clots. Misoprostol 600 mcg given

BANJARA HILLS ¥ A HYDERNAGAR [MAS 11 KONDAPUR OUTPATIENT CLINIC Accredited-ivi)  SECUNDERABAD KONDAPUR
P 2 3 246 2 margency 1040 - 4746 2200 wrgemcy 3 040

@ 1800 2122 & www.rainbowhospitals.in
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Name Mrs G.SWAPNA UHID HNH-00015918
IP No IP26-00006556 Admission Date 11-06-2026

per rectum as prophylaxis against Postpartum hemorrhage. Patient was shifted
out of theatre to post operative recovery room.

* Minimal omental adhesions.

* Complete uterine scar rupture.

* Hemoperitoneum noted - Amniotic sac intact.

* Bilateral tubal ligation with modified Pomeroy’s technique.

Delivery Details :

Date : 11.06.2026

Time of Delivery: 01:14pm

Type of Delivery: Emergency preterm lower segment caesarean section
Indication : Previous 2 LSCS with Scar tenderness with Fetal distress
Anaesthesia : Spinal

Baby Details:

Date : 11.06.2026
Time : 01:14pm
Sex : Male
Weight :  2.360kg
Apgar : 3,5

Gestational Age: 3572 weeks

NICU Admission: Yes, for Prematurity, RD
BBG - A2 positive

DCT - negative

Inj AntiD 300mcg IM given.
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Rainbow .

v Children’s Blrtthght
HOSpit&' . BY RAINBOW HOSPITALS
Ynar Right (u a Saf; Delivery
Name Mrs G.SWAPNA UHID HNH-00015918
IP No IP26-00006556 Admission Date 11-06-2026

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum haemorrhage. She was shifted to room. Her
postoperative period following that was uneventful. On first postoperative day
Inj.Anti-D 300mcg given. On second postoperative day dressing was changed.
On inspection wound was healthy. Her general condition was satisfactory and
she was found to be fit for discharge. Wound care and medications were
explained to patient supplemented by written information. She was given the
postpartum book for further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 17.06.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
15.06.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 15.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 16.05.2026 (7am-7pm) before food.

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

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

7. Nebasulf Powder for local application.

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

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR (1 KONDAPUR OUTPATIENT CLINIC redited SECUNMDERABAD (% KONDAPUR L B NAGAR v NANAKRAMGUDA
e 246 3100 Emergancy 1 040 - 4246 2200 nergancy 3 1 - 1 040G

@ 1800 2122 & www.rainbowhospitals.in
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* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. RAJANI KUMARI after 2week on 27.06.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

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

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
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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

egistrar/Resident/C.M.O
Consultant: —
Dr. RAJANI KUMARI

- MD (OBGYN)
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PATIENT TRANSFER FORM

2z
Rainbow” . C
Children’s ® BirthRight
Hospital .

It takes a iot to treat the Iittle.

Paliont Nar~ - qoaatss® Date & Time of Admission Date & Time of Transfer Order
BErey | dibte e | olbsC 0
\\\\\\\\\\\\m\\\\\“\\ Transfer Ordered by Reason for Transfer
oy Sweeth Dhger Voo
From Unit To Unit Information Jp Attendant
Micu foom (18 1Y y/w -

Number of Sheets in Clinical File

~

33

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name

Quantity

! pr ——CY

Looa)

4.

5.

Shifting Summary / Notes Written by Doctor :

Yo ek

Yes| | No[ |

Name & Signature of Person who is Transferring

Ny, Moo ko, DY

Name of Person Ordered Transfer

oo

Patient & Clinical Records Received by :

%W
Date & Time of Patient Received : U %rSQ A,m/ @ 1’1/}’,€,7/ 25

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

[ ] Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




2 . Rainbow Childrens Hospital-Himayatnagar

Ze
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

e WEB : https://rainbowhospitals.in

ADMISSION SHEET
: NEEIR O
Registration Details :
Admission No : IP26-00006556 Admit Date : 11-Jun-2026 Admit Time :01:18 AM UHID : HNH-00015918
Patient Details :
Patient Name : Mrs G.SWAPNA Age :32Y2M22D
Guardian : Mr G.INAGA RAJU DOB : 20-03-1994
Gender : Female Religion
Occupation ! Martial Status
Address (H) - 1-9-129/23/C/51 Ram Nagar Hyderabad Phone No : 7702909536/ 8121663210
Relangan INOIA 50020 E-malil . NAGA7880@GMAIL.COM
#simission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit
Contact Details :
Name : Mr G.NAGA RAJU Relationship : Husband
Contact Address : 1-9-129/23/C/51 Ram Nagar Hyderabad Phone No : 7702909536
Telangana INDIA 500020
vl
A
& /Sigﬂéura

Doctor Details :
L

vuctor Name : Dr. RAJANI KUMARI Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : ' Deposit Amount  : 10000.00

Payment Mode : DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 11/06/2026 01:41 Printed By : 020635 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

Name:__ __ _ _ _ ___
HNH-00015018 1P268-00006556
G.SwW,
UHID No.: _ _ ;‘u:,.1m”m 2Y2M22D0 () . ___ Consultant: _ _ _ ________ Dept:____ _____
DOr. RAJANI KUMARI
oate ot acmiss I (I[NNI~ Date of Discharge: ________ Time: _______
Room/BedNo:__ __ ___ Ward: __ _ Suggested Billable bed type: _ __
WARD TRANSFERS
Date Time From To Signature of Nurse

W] 121 Y% | e ) BT RN %
bt oo | 0T ML) 2

\'}\"w \ﬁLE’ QLAOAN AL JLOOM(Bl (;\ rMoorba

Cross Consultation Visit

Doctors Name Date Order No. Signature

P2 &6’53@“‘, mffe//a/; 8229 | &

8

9

10
Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date |nvestigation§ Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of

Connecting

Disconnecting

Date Equipment Time Time Order No. Signature
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PROCEDURE

Date ) Procedure Quantity Order No. Signature
Wo | yuplocemend | U Jave T &
e /. CFntrda okl G | Aobolks M“““{/
WL/ DEC  &Q) A A 06015 3
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1 Y
R PO o
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ANY OTHER INFORMATION

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

Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Tv Qbstetric  Hostory:
FES ),!Ln

Presenting Complaints LMp: &/ tshuns EDD: 23 ) YMaremr
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oy 5

Obstetric Formula Menstrual History: Regular: (] Yes [ No
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P e 3 e P
Present Pregnancy Record Pet[o*25 | Anh Liquor: [ Adequate

Obstetric Examination

y— S pri EL "““/g’“ " Fundal Height: &~ 23U~ L0t | po Scow Fenadermo

1 Mild [(JMod [ Severe
[] Oligo ] Poly

] Breech Others

[] Tachy  [JBrady []Absent

Per Speculum Examination 11 y S

(] Absent ] Bleeding
(] Meconium [] Blood Stained

P

[] Partially effaced [ Effaced

Dilated
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- ~ Cervix:
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Alergies: ........ [\ e Membranes:
Breast: [ Normal [] Abnormal .
y . Liquor: X
General Examination: =+ ‘
Consciousness: Pallor: 'j) Presenting Part:
Icterus: (=) Edema: Sutton:
Temp: Afcto— PR 99-% 90, Pelvis:
BP: |owle?— DTR: &)
ovs: - RS Bwee

Liver/Spleen: | &BO Urine Output: A<,
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AESAKEAN SECTION OPERATIVE NOTES

] No maternal or fetal compromise but needs early delivery
{1 Delivery timed to suit woman and staff

DBCISION TIMIB: .ottt e et e e eene e KNI 10 FECTUS: ..t

lI\\cj\r\ - Qt_g_of\‘l e
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Surgeon’s Name: D KQJ\ any KK wynaw, | Date of Delivery: \\\@E Lo ad £
Assistant Surgeon: 1) , - Suuct\(!h\ \ - \leena | Time of Delivery: ol (Ypm
Anaesthetist's Name: :b\‘ \/ i'ﬁ_‘l’\‘\'\Ct. Gender of Baby: Mu\e
Type of Anaesthesia® S pg V\oj- Weight of Baby: 2-3C0 kj/
-N'eonafologist: D\ - Dilhoa 2 AGPAR Score: h
scrubNurse: N v oo NICU Admission—"Yes I No
Pre-Operative Diagnosis: (A& P LD, *‘\ 2S - %C\cau{ sy Pol with pre- =
] Elective ./B/E'mergency}U HL“ lr4\I“n\m(t:;t\u':'rﬂl‘_\u\.‘ut ........ \u u‘i “-U\LU ............
“Urgency d\ styess L,L_:\‘H\
", —#TTmmediate Threat to life of woman or fetus &Q_L eLnens
[ Maternal or fetal compromise not immediately life threatening & P.\ escivbun NLBER [

Surgical Procedure:

Qmeﬂe r\&j : Tu\)ec \Pom%

\SC S * wovth B3l d

Post Operative Diagnosis: PB k-Z_D N T ) PoD o rSc_a\\ . € meqi@' i L‘j

\acsS ust T RW —~e naney .
Sc*cuf%\

Peri-Operative Complications: o ( e P\e*ﬁ c

Ff\\"(\\"‘*\ox C)WY?T\\CLL " adherena

Amount of Blood Loss: 2ceem ) Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 s (PT0)
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Examination Findings when Appropriate: ) f
Presentationn = Cephalic 1 Breech Other ... Cervical Dilatation: .......... e cm
DN PAIPADIE: ..o mmsmmieriisstnsassinsssssammassanes Fetal Position: .......... Tl
Staton: -3 [J-2 -1 OO0 O+1 [J+2 Moulding: —=Mbone [1+ [I++ [1+++
Caput OO+ O++ O +++ Ne Meconium:—#TNone [+ [I4++ [ +4++
Bladder Catheterized : \J+Y&s 1 No Urine: —=€fear [ Blood Stained
Skin Incision: \Z’{annensteil U1 Transverse 1 Midline [T OMEE ......consnsreemessosssessansnnsnsansnns
Uterine Incision: [ Lower Segment (] Classical Clinverted T 1 J Incision m“'\\’“ﬂ’@n\ ‘\m
Previous Scar: [ Intact ] Thinnedout \Zﬁjp‘rured ) No Scar R oS
Incision Through Placenta: [ Yes ~=No XK Cc:ﬁ\‘)\e.k\t SCO-'- iiar 7 & '
Delivery of head: 1 Manual 1 Forceps v Hoe e pens doneurn 4 ’*"“"‘?A‘C Soc
Liquor: ~——Clear ] Meconium: L[| 1 LI [CIBlood 1 Offensive 1 Not Offensive Mock
Delivery of Placenta: O Manual BECCT........cecueee ——+€omplete 1 Incomplete 1 Piecemeal
Cord Appearance: MLM"\Q*—!‘ ................................................ Cord around the neck (1Yes [INo Y
#

Appearance of placenta: ......... NDJUV\Q-\ ....................................... Cavity explored <" Yes [ No%twlgc*w
Uterus, tubes and ovariegee*Normal \ O Ngt ormyal Sterilization: [ Yes [INo ( " ;

0210 ) m% . ‘/)( Q}Wm‘i s - \_e
Uterine Closure: T Onelayer Twolayers e Véﬁﬁ*l ................... Suture
Peritoneal Closure: " Pelvic ——Abdominal CINONE e R & %sﬁ.i'. ..................... Suture
Sheath Closure: Nes M?.-:.\i.\..&:.@ ................. Suture
FatClosure: _.¥es [INo DQ{;‘F\“Qj\ Suture
Skin Closure: Xﬁjbcuticular LI Mattress e RQ\ Mﬁb»j\ ........ Suture
Vagineal Evacuated Yes [ No
Drain: "1 Yes N0 [JRemovein ... days [ Await instructions
Ctheter “~#TYes [INo [ REMOVE N ..oovveeereveeeennee. days  [] Await instructions

Swap & Instruments count correct? “TYes [INo [ Post-op Antibiotics —~Yes [INo
Intra-Operative Antibiotics Cover: ~-+Yés [ No [ Thromboprophylaxis COYes ONo

POSE-OPBIALIVE NOTES: ......vvvvveoeeeveoeeeesoseessesssesessseseesss e ssessssesnssssssesssssssseeges s ssss s ssss s ssss s s ssss s st snsssos )

WNRM Loy A-—Ghvs
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) P aippehoaied IP26-00006556 3
‘ Surgeon : ......... A :Kay aML... 20031908 32Y2M220
SURGICAL o B AR ssw, Zoves g5 5
- 7 - |||||||||||||||||||||||||||||||||||

SAFETY CHECKLIST

Scrub Nurse : S 71z

................... | LIALG & sevosnscncssrsccnssss Ill'ullle : aaan

... Surgery Name : 5‘54 LSC8. 7’{
I.lt)gf;,,.,. Out-time : ...... @?Pm
v »

f Gender : F

BY RAINBOW HDSPIY&LS
Your Right to a Safe Delivery

n's . BirthRight

] = .

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning £1¥es [1No
Does Patient have a:

Known Allergy? C1Yes (WMG
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available TYes (N0
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes yNg CINA
Blood Units Reserved [Yes &0 CJNA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

\/?é CNo CINA

Signature ............... 2' ............................................

Name :............. | BN YANRYA L2 5% e

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected ﬂ(‘\ MJ\]\ (]”L&

Steps, Operative Duration,

Anticipated Blood Loss? r.' ‘ C1Yes CINo CINA
Anaesthesia Team Reviews: 06m "
Are There Any Patient-specific Concerns? , #1Yes [INo [ NA
Nursing Team Reviews: ‘VU
Has Sterility (including indicator résults)
Been Confirmed? are there Equipment
issues or any Concerns? § CINo CINA
Is Essential Imaging Displayed? CYes CINo CINA

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

[1Yes L’LNG/

Signature :

Name :......—

SIGNIN  Time:.. |25 %M TIME OUT  Time.... 5. 0.0, SIGN OUT  Time:....<Zpune.....
J

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

Identity Yes CNo introduced themselves by Name and Role =res CNo The Name of the Procedure Recorded —1Yes (INo

Site Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Les [INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) . —<Yes [INo [1NA

Consent t=Yes CNo Correct Patient (Check ID Band) :2{?' CNo The Specimen is Labelled (including
Site Marked ¥es CINo TINA Correct Site es [INo patient name) COYes CINo CINA
Anaesthesia Safety Check Completed o-—+Yes ['No Correct Procedure es [1No Whether there are any Equipment

Problems to be addressed DYesﬂ'ﬁo CINA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? es [1No

SIGNATUME ©..ceee e s

Name Dr

Doc. No. : RCH / FRM / CLINICAL / 111
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1t takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ...ttt e _I Not known any Drug Allergies

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

ShIfting FrOm: ..o ShIfted t0: ..eeeieeeceee e
S.No (GENEHI?E!I:\II\?I:T[I:{;D;#:I{“ LEETrERS) (mg?iig) (PO, ?J%ULE: fv). | FREQUENCY [LrgiT/IJT?:aE ‘?gﬂ?g%'ﬁg
1177, Trm [ ey o on [Dh [(2C [1DC
I B . | tets Flo °p |© /(, £Tc Onc
3 Oc Obc
4 0c CIbc
5 Jc JDC
6 ¢ [ODE
7 (JC JDC
8 CIC IDC
9 COC COJDC
10 JC 0OJDC

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

Doctor Name & Signature : *’QJ*YIW‘& ............... e N
Date & Time : ....... ““(Wé@ ..... N BN

Nurse Name & Signalture: NMM@@MM
Date & Time : \\X”@-\%@ ........ W ...................

Docu. No. : RGH/ FRM / GENERAL / 090



e e~ e e

e

o

—_—

HNH-00015918 1P26-00006556

Mrs G.SWAPNA
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/ Dr. RAJANI KUMAR|

N

Rainbow® . L
C?lli?dr%‘;:’s ‘ BirthRight

AELRE LR Hospital ovtawoon s
Tt takes a fot to treat the fittie. Your Right to a Safe Delivery
DRUG CHART
Date of Admission: ..... i UOGPG‘L ....... Drug Allergies: ............... A«i* ......................................... ~1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
B 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.
n NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
| Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
| Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
] Dater
DRUG : Tie

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)




e
HNH-00015948 1P26-00008556
Mrs G.SWAPNA
20-03-1004 32Y2mM220 (F) \ ’
nl\mﬂiiﬁﬁﬂﬁlllllllll\l\l““ REGULAR PRESCRIPTIONS  Weight. B\\\? ward, .. ADF—
(
o Dater
et || UNDG TR, - P At [Tie \7,35\%?
~ | Dose Route | Frequency |Start Date :
> O / .
S 2P o |etey |ulee PRy
= .= | Name & Signature of the Doctor o
@ Y| Starting the Drugs: AV 0
T o
= 8 B‘ Do - M- VING e TUA- =
kg, 2 [ Additional Instructions. Do
A -
pm" Va
Daily Doctor’s Endorsement by a Sign R
£ Dater
_Z [oRUG: e DICLOFENAC Ty e )
~,| Dose | Route |Frequency |StartDate|, | |\ |,
i | o (eheny | Nlot TN AR
w Name & Signature of the Doctor
e Starting the Drugs:
o p—— I 1 X‘
S| B Demovaeetm ZUUBSEA
> : Additional Instructions:
= 1P\ y/
Daily Doctor’s Endorsement by a Sign 4
-2 | bRUG: TAR TTRAMADTL  [2Aer\L \A\a
B ; Dose Route | Frequency |Start Date ’
- owy | bo |eaey | ov [ A ko
@ v1 | Name & Signature of the Doctor A ky W
= % Starting the Drugs: .
E —é Q__ Pz M-VIN € ETDA— Lot
~ .- | Additional Instructions: =
- )%
Daily Doctor’s Endorsement by a Sign W
L . Date»
oG Ly CEFOTAXINE (Do N0l
vt Dose Route | Frequency |Starj Date 2 P
> © | 19 IV | D nr‘(” >0 \ e
W %" Nar’dg & Signature of the Doctor A ?‘ i%( J\' _— .
~ _— | Starting the Drugs: v Qq" - »\\\ \\\_ =
5 Wl ) . — — \k V\
"T= = | Additional Instructions: - a3 \
L O AN (= —t?
::__’_. Y/ y
B /]
Daily Doctor's Endorsement by a Sign %

Page: 2/4
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03-1994 d2ayam22p (F)
Dr. RAJANI KUMAR Rainbow* . P
Children’s (L BirthRight
,m”llfm"m""mm Hos ital .?:f‘:.';‘;’fl“ﬁ:.‘?fﬁi‘::i
= B L0
o, T SheetNo,..... REGULAR PRESCRIPTIONS  veigni OMCHK wara .. ADF—
> " DateF \%q |6 |
g = | DRUG:T) ) PYNTOPRAFOLE [Tipe el g
O 3 Dose Route | Frequency | Start Dt.
= | v W | OD (N)b
"= .= [ Name ¥ Signature of the Doctor '
@ (2 | Starting the Drugs: ngﬁ
= A DD -5 #
Additional Instructions:
Daily Doctor’s Endorsement by a Sign i
Lt Date-\\‘
™ DRUG : "Ly METRON IDANZOWE [Timel N\ )
Dose | Route |Frequency |Start Dt s T ]
ooy | v | D \\Tba L W l =
Name & Signature of the Doctor ' i g = =
Starting the Drugs: (‘% 5"'(@ ¥ NN
u-Dvs . oL T~ |
Additional Instructions” il \
N - ]
HTD s‘{“m’*’} -
Daily Doctor’s Endorsement by a Sign f Gq‘
DRUG : LN METRE MmidA2elE TD?;Z'\W"AB
Dose Route | Frequency Staf\lﬁE )
\oomgq) T v D e | T
\ Name & Signature of the Doctor
_ Starting the Drugs: o
3 @ D Nowes o 'a;‘ W
Additional Instructions:
fok )%
Daily Doctor's Endorsement by a Sign
pRuG: "\ CE FLX(m & Dater
Dose Route |Frequency |Start Dt.| Ei! oy
P T = lﬁ ( yare
Name & Signature of the Doctor ~—— i
Starting the Drugs: g ‘ L N oo
\
Additional instructions: )8
Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Dr. RAJANI KUMARY Rainbow’ .

AT LR T

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

Sheet No: ............ REGULAR PRESCRIPTIONS weight ... Ward ...... \ Q4.
pRUG: “T- CER\XIM & %?;‘; o ks

Dose Route | Frequency Stal‘@t
acomgl PO | BD

Name & Signature of the Doctor

Starting.the Drugs:

Dv- Noveeno: -

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : bate ¥ Lo 17 3
Dose Route |Frequency |Start Dt.|
]

Name & Signature of the Doctor
Starting the Drugs:

-
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : pater
Dose Route |Frequency |Start Dt. |
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Datey

Dose Route | Frequency ‘ Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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HNH-00015918
G.SWAPNA /
'::ua-ﬂu aayam220 (P Weight. BLL[C& Ward. L‘D ......
Dr. RAJANI KUMARI
T —e |
| Tlg'le | Nursf'lg. [ Nurse Sig. I Nurse Sig
[ ' Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Uaae e o Oose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: o o s o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU‘IE Nursesu:l. Nufs:Slq. I Nurs‘e’Sig I Nurs‘efsm.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dnté Dose ko Deve
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: S 0% s B
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. et Dosage & Other ;
Date Time Medication Etsctons Route Signature Nurses
Dgpe
\%O IVN ,
/¢ \0 Qﬁ BE IPyE ) H asordg 1>y Tag L Wi ki
- g NPTV
o /¢ \Q‘{(\ o ) o A ol
\ TRATACD L 50 mb /I 5 {A\( MAO\
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PG WL
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W6 - g PP et B O NE Qnwp AW Q ) T | a3
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wiche| ! 300 ~ o) Hi '
ajoe [ticpm OOt | —2 Goeg0 Lty b
e fin (7__4,) <
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S 10 T R ows | @ BirthRight
A Hospital _ | ) zrzeonan
STAT / ONCE ONLY DRUGS C
Name: ........ WU}QVO?M .............. ‘5.211)(.’.»@.-. ................ Weight: .. k’{ ...... kgs
SIABE NO: ...oxecmssussesnions
OATE | T oo | POAESONR | RO | e

Nog |FIcPy INJ OoxvTOCN |2V 20U

Cmes) i EL

\I\OG‘ DycPm | LUPP DICLOFENAL oD U e 5
e
v

tlos Putm{Opr Teamabol | oo wy RN

A
/Pﬁ‘“\r
M
)%
L
B

4
;

DN Dhakshayani!

D b

dlog oo Pw | W CarBoPROCT | oW Y. D
\.\b{, ANE ’)'»\ PHRALETHMDHL \oﬂ \V ‘ﬁf/
"‘. |, : N /
A e RIS e | IV [ i

Docu. No. : RCH /FRM / CLINICAL / 136
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L Child Blrtthgh\
LA .@ Fospical ~ | (@ revemosns
RESULT SHEET

Date o) NN
Time " | mew | 9l50f)
Hb 120 | 122
PCV 22.4 | 3YS_
RBC u.1q | M &9
WBC 2\1:06 | 1922
/L gs- ¢
Platelets 23 gy
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
$.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

\\

e
~4

Docu. No. : RCH /FRM / CLINICAL / 0138 (FT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

2100l q20p

=| 0-\e (Neﬁal’lﬁv&

BV
‘(“be-W \ \(l—
HYev T

Culture and Sensitivities :

Radiology : USG :

MRI

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

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

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

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

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

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

Others (ECG, Contrast StUAIES B1C.,) & ...vovvriiiiccccic s
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Hospital ST s iy
Early Warning Observation Score Chart - Obstetrics

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

\Q/\Cﬁ Time | 8 | 9 [10|1af12|[ 2] 2[3]a[s|[6|7][8|9]r0f11|12]|1[2)]3]a]s5s 7

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.

40
39
38
37 0 f Do
36 Gl 2
35 1

< 35

\ .
a 170

160
150
140
130
120
110
100

RESP
(write rate in
corresp. box)

Saturations

3, dway

2ley Ueay

[N
70 T
60 1
50 ¥
40

190
180
170
160
150
140 /
130 i
‘ 120 7
110 L4

100
90

'@ 80
- 70

60
50

130
120
110
100
.0 /
80 f 4
70
60 b L
50
40

=
= L

P is“‘a

—
anssaid poojg ijolshs

-«
ainssalq poojg djolseiq

NEURO Al = -

RESPONSE ‘;’:;‘lc:
[¥]

Unresponsive
URINE | > 30
mils / hour| < 30
Proteinurid |—roteint+
Protein > + +
. Normal
Lachia Heavy / Foul
(i Clear / Pink
q Green

TOTAL YELLOW SCORES g
TOTAL ORANGE SCORES .
Nurse Initial A R4




Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

~ N |

Complete a Full

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

J

Set of MEOWS
Observations
\ Y _
-
\

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

in 15 minutes or continuous

monitoring

™~

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
" \J'\ Ad oh (A

0L

XN

(B [,

QWK N
B[

Date P

1/

¥l D

9

[ ht

1

v

Time 10

€l

RESP
(write rate in
corresp. box)

>30

21 - 30
11-20

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

9, dway

40

39

38

37

36

35

< 35

aley Weay

170

160

150

140

130

120

110

100

90

&

80

70

60

50

40

anssalg poojg M0ishs

190

180

170

160

150

140 12

T

I

130

120 W

110

-
(= ]
P

e e
|

eSS

100 )

90
80
70
60
50

aInssald poojg Jljoiselq

50 &
| 40

130
120
110
100
90

.

\

1

/ ;
80 L R A

T bt v

A 161G A eI A2 425

70

L \
|95 J 4 T T e 4}

60 1

NEURO
RESPONSE
(¥

i

Alert 1 - - ~ |~ | - - T =1 S i) F = 1

Voice
Pain
Unresponsive

URINE
mils / hour

> 30

< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal ] - —
Heavy / Foul

- Clear / Pink —

e e e e e e e e e

| TOTAL YELLOW SCORES T8 o]0 D101 & Ul C1ag) 0T o0 Ll PlOT B Ol o

TTOTAL ORANGE SCORES A2 | O . ) 1 4 Al Al f 1 0] B FIEK4dRdE P
Nurse Initial M\ N % AN P_ fan hdl IR |
S S U AR




[

Early Warning Signs

Obstetrics and Gynaecology ]

-

N

Complete a Full
Set of MEOWS
Observations

~

/

- )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
|
4 N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
_/
4 “ R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Qbservations
g in 15 minutes -6r continuous
monitoring
. J

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

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

6 Date [‘ /\
!
\ Time | 8 | 9 [1d)11]12] 1 @ 3 s|/e|7]8|9f10]11|12]1 @//3 a|sle]7

>30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 % .

Saturations =94 %

Administered 0, (L/min.)

40
39
38
37 & [ L+
36 1L
35
<35

3,dway

Q-Q

170
160
150
140
130
120
110
100 Te

20 X% 2 ‘ 51—
80

70
60
50
40

ajey Ueay

190
180
170
160
150
140
130 -] =
120 bl IR T V4 H}=
110 A : ! f

100 ﬁ‘ X\
90 b
80

70

60

S50

—
anssald poojg 21|03sAs

130
120
110
100
90 %
80
70
60
50
40

NEURO Alert S i A 1T 1] = | o

RESPONSE Volce
8% Pain
| | Unresponsive

~Q |

\3? d
S
Ve
X

\¢3

-
a.nssald poojg dijoiseiq

URINE | > 30
mils / hour < 30

Protein + +

Proteinuria
Protein > + +

Normal

tachis Heavy / Foul

Licuor Clear / Pink =
i Green
i d

TOTAL YELLOW SCORES g 74
/4
ye

& |

TOTAL ORANGE SCORES \ 1
Nurse Initial

Vs,
‘[A
7
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" [ Obstetrics and Gynaecology
Early Warning Signs

) " -
¥ [ .\; { Ty
.

1 Yellow Alert :
Repeat Observations i
., in 30 minutes |

" J

4 N A

Complete a Full 2 Yellow Alerts or 1 Orange Alert:

) Call the Obstetrician and Repeat
Set of MEOWS Observations

ot ad .
g ¥ o iy
Observations "y - in 30 minutes

. / \_ )O

_—

[ r A
-1 > 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and |
' ‘. \ . Repeat'Observations
in 15 minutes or continuous
l monitoring

) - : _/

— ¥

* The Modified Early' Warning Score (MEOWS)

Il L4
3
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Rainbow"® . N
Children’s ‘BlrthRight

Hospital BY RAINBOW HOSPITALS

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

| FLUID CHART |

Sheet No. : ........ @ .............

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

e L I F '1"-_‘;,-7-'}

[wsite |

; Nature
Date Time of Fluid Route

NG

Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

— Thrombo-
Score | Nurse

Mouth 1.V

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 :

08:00 pm

09:00 pm ral

10:00 pm /

11oopm|

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am =~

03.00am| Qomnd

‘\\50 04:00 am JJ Y

0500am| / 2 o

06:00 am | w31 )

07:00 am L9 v

Total Intake :

Total Output: P {5@__@,

Total 24 hrs. Intake

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

Total 24 hrs. Output

AT
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Sheet No. :

...........

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

%
Ralnbow . . e
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

[ FLUID CHART |

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

8200

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

e\ i T T st
Date | Time | Nt Route NG | Diarhosa | Vomit |Drainage | Urine | Pediis | CiOn.
Mouth | 1v | NG P
s00am | RU [\, |l@om\Y o )
0900am | R\ H}’ \oo ml i 0
\;f fooam | O [N | oo wf [ o
< 12:00 pm 'QL 9\7 {OO o v
01:00pm | R | T 1%\

Total Intake : {1V ) v boowl Total Output :

02:00pm | VC_ a0 ) B
’ ' U]
03:00 pm [}2¢ Y. a0 (/

0400 pm | 7 00 " o
§0 05:00pm | Y& N2 ¥ %,ﬂ’
06:00 pm Q '8 9‘(\))\ %b |cD [ }J

07:00pm | "9l 1 SO A

Total Intake : W - B Total Output : pawgw

| T ]
of%0m| PR | / ‘[Dﬂ 2 ’r K0 I
\\~| 09:00 pm 1o . 7 I )

AN [ 10:00pm o t__,QW \w‘ﬁ (W © ( L KD
1oopm| §R  [\n@ | QDN ] ( W
1200am | - \WL \ Ro / \
oto0am | A | A 100 200 14— =5

Total Intake : ({w{] oo Total Output :
200am| P | . [l2owy ) .

\% 300am| WC [W— | lno r;U . // I (

{D 0400am | 1L o 2o LW T 09

= [os0am| U [ Vo [jaowy ! B 0 )
0600am | Q& | . < \z0nd [ [ uoon -
oo0am| e | | \lneP Ry =

Total Intake : (Toy\gg,ﬂ f\i L9 MX Total Output : o "

! n {]
3 |
Total 24 hrs. Intake 3\10 29 W Total 24 hrs. Output |AGPVA
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i (s | @ girhRint

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

| FLUID CHART |

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

Intake

st IV Site
Date | Time | Naure Route NG | Diahoea | Vomit | Dranage | Urine | Phebis Al
Mouth | LV | NG |
0800am | N |10 6
\ko 0900am | | ’Q"l 100w « | 0
\‘} 10:00 am V\L- U In B (o)
11:00am | |, 16 b - &
1200pm| V¥ o T — | o
0100pm —S&g> 0/
Total Intake : [ Total Output: ) =
02:00 pm \&f& y 1 A N
03:00 pm @2 X v i [\
\%- 04:00pm | o oY (/ i 1 4 wé
\\? 05:00 prm x4 3( N e
& [%600pm A\ 4 ’/ v )
07:00 pm o
Total Intake : B L Total Output: \) ~ D
08:00 pm \ W) A 2
09:00 pm \o % yan:
sl 4V} I R 5
_&o 11:00 pm NN N ]
X 1200 am XV | / / |
01:00 am = ¥ TN
Total Intake : Total Qutput :
02:00 am N A [+
03:00 am o / / ) // ] ') .
09l 0400am AoV 174 J |
\0 os00am| O [\ e | ,\\ﬁ %
\(b 06:00 am N / [
07:00 am V' / |
Total Intake : ‘ Total Qutput : '
Total 24 hrs. Intake Total 24 hrs. Output

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




|p26-00008558
(F)

\

unu oms:;;“ o ot A
na nY2M ainbow” . . e
Children’s ‘Blrtthght

’\"i\m\\\\\\\\“\“\“ 1L Hospital | | @ s
[ 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 X o - e

Thrombo-

) . . i hlebi S!gn
NG | Diarrhoea | Vomit |Drainage | Urine pseor'te's..\Nurse

| ; ' Nature
Date Time of Fluid

Mouth | LV | NG /

|
08:00am | | A [

<
™\
O

09:00am | A <1\
\%‘ 1000am| =~ |9}/ V4

\\a 11:00 am v o]

12:00 pm O N

01:00 pm P Vi

5o

l("

Total Intake : 7| Total Qutput : g A

. 02:00 pm

03:00 pm

04:00 pm

+ | 05:00 pm

06:00 pm

07:00 pm ' B

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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CHECKLIST FOR THROMBOPHLEBITIS Hospital i
]
i1 16 DAY-1 1244 DAY DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE 'y E N M %5 N DM E N Remarks
; No signs of phlebitis /

1 | IVsite appears healthy Ohsarva cannila 0 @ | o r\c 4l 0 O | |o

One of the following signs is
; evident : Possibly first signs of phlebitis ; /Oq\ /N4

* Slight pain near the IV Site / / Observe cannula %)

* Slight redness near IV Site Z — | N#B4 NP\ g

Two of the following Signs i

Aoty Early stage of phlebitis /

3 are evident: . 2 Iy

Pain at IV site Redness Fiesiie Gorpaia NA- Y NP( % (A | M

A 3 |

g‘}ig;:? e foflowing oigns & Medium stage of phlebitis / ’Qi
4 ot Resite Cannula Consider 3

Pain along Path of cannula NNV VS

Redness around Site Swelling Treatment d/ﬁ\ e ‘foz‘r f"\ N ﬁ

All of the following Si

evigel:t ?mg E:ég%ii’grs a9 Advanced stage of phlebitis or '2
5 | Pain along Path of cannula JiE R oAb et 4 W NA rA

Rednipss arniind Sita Re site Cannula Consider A Q‘“ Na

Swelling palpable Venous cord Treatment

All of the following Signs are

gvident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redness thr t_ambophlebmsl/q _ 5 4/}?\ M /\)3{ NA. A4

around Site Swelling palpable !(r}lmateltreatment 6 site = ‘

Venous cordpyrexia Ll

Signature of the Nurse @ avegm ¥ ﬂ QL____._

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 :
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HFITHIIA: " Chirdrarys | @ BirthRight
[IHIMIATH R CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g smumenmiccis
e T DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCOREw T E Tn T M T E M1 E Remarks

1 IV site appears healthy n:)obz?rr\:: g;ﬁmﬁgms / 0
One of the following signs is

5 gvident ; Possibly first signs of philebitis 1
* Slight pain near the IV Site / / Observé cannula
* Slight redness near |V Site .

3 Z\rnéoe?;dtgﬁtfollowm Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula
A".g f tf[le following Signs are Medium stagé of phlebitis /
gvident : : .

4 Pain along Path of ¢cannula ?gss:e Catnnulql?pn8|der 8
Redness around Site Swelling reaimen [
ggié);;{] z;g!lg:tvg:‘gi?;gPs are Advanced stage of phiebitis or

5 | Pain along Path of cannula . _tFt;e sittar(t:'of thr]orgbopptllebms/ 4
Redness around Site Te Site Lannuia Lonsider \
Swelling palpable Venous cord reatment
All of the following Signs are
avident and Extensive : Pain ﬁ]dvanced ‘T’t%g‘? of

6 | along Path of cannula Redriess : 'nl)mboph ¢ '“Sé , 5
around Site Swelling palpable nitiate treatme:}l' ),e site '
Venous cordpyrexia Cannula

Signature of the Nurse

NOTE : Phisbitis greater than grade 2 should be reported to physician

Signature of Shift In Charge :

SIQNALUTE © vovevreeeeeecsereereremser e srsssarsnsans NAME © s Eerererensan st n

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

)

-

Signature of Ward In Charge :

s and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.

SIGNALIE I cveveveererrerrsesresesesrmessesearesianes NBIMIE 1 vivteesirecsmsrinssssrsarinssrssesnassssassessreses




HNH-00015918 1P26-00008556 .
Mrs G.SWAPNA ]
ID-N-‘IIM 32yYa2M22D0 (F)

RAJANI KUMARI

T

Morse Fall Risk Assessment Form

%

Rainbow’
Children’s .

Hos

pital .

It takes a ot Lo treat the lite.

BirthRight
BY RAINBOW HOSPITALS
Your Right o a Safe Delivery

. Vi -
Date / Ti i /6
Choose Highest Applicable Score from each Category L l J /;'é -’ ' { 6 / Fall Risk Grading
Scoe | @0y 3AM | Ep )

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

Furniture 30 Standard Fall

Low Risk 0-24 .

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

None /Bed Rest /Nurse Assist 0 VG 0 O
IV / Heparin Lock or Saline :es 2{? qg 2.0 r?g Implement

0 Moderate Risk | 25 -50 Moderate Fall

Impaired 20 rr{eventign
GAIT / Transferring Weak (uses touch for balance) 10 bk

Normal /On Bed Rest /Immobile 0 [ Implement High

Forgets limitations 1 A Risk Fall
Mental Status .rg bl — : High Risk > 51 Brewention

Oriented to own ability 0 © iop o
Total Morse Fall Scale Score: aD nd 7.6

Signature @/ % Q
J

Tick (") whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital
(] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

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
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20-03-1904 32Y2M220  (F) Rainb‘BwG B
L'Ir. m"' KUMM S . .
Ty Chidrer's | & BirthRight
. Hos ita BY RA[NBO_\:! EﬂSPlTALS
Morse Fall Risk Assessment Form o2 for | O ey
\ ’; " -
Date / Time . .
Choose Highest Applicable Score from each Category h \ ’bu Fall Risk Grading
Score e plﬂ
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Muru:p::g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 e
i 30 Fall
_ il Low Risk 0-24 ﬁ:gggﬁ{gna
Ambulatory Aid Crutches, Gane(S), Walker 15
None /Bed Rest /Nurse Assist 0
: Yes 20 ?)
IV / Heparin Lock or Saline : : 5 ”Qi Implement
0 Moderate Risk | 25 - 50 Moderato Fal
Impaired 20 i
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O T
Forgets limitations | 15 P Risk Fall
Mental Status o gnte 310 own abilly 0 High Hisk 23] Prevention
. Intervention
Total Morse Fall Scale Score:
Signature ‘__qu/\_,,
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always cail for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [1 Hourly safety check
(1 Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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BRADEN 'Q' SCALE

2

Rainbow®
Children’s
Hospital

It takes @ lot to treat the te.

BirthRight

BY RAINBOW HOSPITALS

Your Right to  Safe Delivery

I \ A
naie:| /// A [t/ | \d [ 2P Iale
Time : 11— BAOY Me
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4, No limitations: v

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Mobil _ en siigh ha s . gt s maj s Y
1y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (-{ L'
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A ptinsi : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
t‘;\fc;:gig;::lggeg? Eoﬂmﬁo bed non-existent. Cannot bear own weight very short distances, with or without Walks oqlside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every V Lf
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

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

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

Sk;c: \A;Tch sed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
:o I’:OiS{’l?ree Dampness is detected every time 8 hours. every 24 hours. lf
patient is moved or turned. LA
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

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/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

5?752{

JOS R
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severe pain or with additional risk factors.

Suppori Surfaces
Risk Score ( Category Action (Please Note: Only required for children who are deemed at risk dug
to altered mobility, consider occupation therapy referral for advice
« Regular Turning Schedule . .
- Enable as much activity as possible High density foam matress
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 gp y
« Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
| + Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overiay
« Follow the same protocal as for “Moderate Risk” Patients High density foam matress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure mattress overiay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili 3 ; Al ; iy : : = £ : .
fy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L‘I (_(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ‘ ‘ . ) : g 4
) ¥ S i Iks outside the room at least twice a
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at le C l" 'L./

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.

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.

Sensory Perception

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.

1. Constantly moist:

Maistire Desgres Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:(:sv:'llczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
o rnois't)ure Dampness is detected every time 8 hours. every 24 hours. \./\
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:
NPO/or maintained on clear liquids,
or 1Vs 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.

Nutritional Usual
food intake pattern

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.

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

Tissue Perfusion &
Oxygenation

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.

Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18

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

| Not at Risk: 19-23

TOTAL SCORE
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_ Suppori Surfaces
Risk Score Gategory Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
v 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 gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
N Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk y . Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
v Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to ragular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
b Use same protocol as for “High Risk™ Patients High density foam mattress
L.ess than 9 Severe Risk Add a pressure redistribufion surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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I/'/IIIII PA'N ASSESSM ENT FORM It takes a lot to treat the Mie. Your Right to a Safe Delivery
Pain dvure . . . Modifying | Patient / Family : .
Date Time (0/10) Location Duration Acuity Character {cioke Educated _Intervemmn Sign
{7 Continuous | [ Acute (] Sharp  CJ Dull (1 Increasing | [ Yes Ny
/ 2 / /é ?/‘Qm @ % [1 Intermittent | (] Chronic [J Aching [ Burning | [J Decreasing | [ No 7
“[J Continuous | (] Acute (] Sharp [ Dull "1 Increasing | [ Yes ViV 2 >
1{ / /é g ‘B §7) a M@' {1 Intermittent | L[| Chronic [ Aching (] Burning | I Decreasing | [J No
i (1 Continuous | [J Acute (] Sharp ] Dull 1 Increasing O Yes
) 6 % (o ' ] Intermittent | I Chronic (] Aching ] Burning | [J Decreasing | I No
< =
g / /)Lg 0 M [ Continuous | [ Acute O Sha'rp L1 Dull _ [] Increasing fj Yes )
/ 1 Intermittent | [ Chronic [J Aching [ Burning | [J Decreasing { [ No M/ﬁLJ. 2
E Continuous | [ Acute (] Sharp 1 Dull [ Increasing | [ Yes N
L\{é("é P © L\D K(@‘nb—,z | Intermittent | [ Chronic 1 Aching ] Burning | [] Decreasing | [ No ‘ 2{/"\ b
i
[ | Continuous | [ Acute ] Sharp [ Dull L] Increasing (] Yes ,O S ’_(ﬁ,/
l][é)( qg ‘ (1 A0 [m Lf Omﬁ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [/ No
.| Continuous | [ Acute 1 Sharp  [] Dull [ Increasing | [ Yes kLU?L
“\B( \ﬁ? R A1\ 0[{0 ?\\0 @W‘Qﬂ Intermittent | [ Chronic "1 Aching [J Burning | [J Decreasing | [/ No
1 Continuous | [ Acute [] Sharp (] Dull ] Increasing O Yes
| 6}‘),6 [ 04“/ 0/;(5 NA ['] Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No NA ‘@
[ Continuous | [ Acute [] Sharp (1 Dull 1 Increasing [ Yes !
( L[ 4/ % e 41 [ Intermittent | [J Chronic [ Aching 1 Burning | ] Decreasing | [ No \ /M"\
0
[ —
/ (] Continuous | =+Acute _Strarp 1 Dull ] Increasing LYes NA_
/% 0 /9(9”( ry/ /0 fJJ(L [ Intermittent | [ Chronic [ Aching (] Burning | [ Deereasing | (1 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:
b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a)  Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS | A

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
- ] — —_ scumh G = —
CATEGORY § - j
0 1 1 2 '
* | Occasional Grimaca or Frown, Frequent to constant frown, ‘
Face . No Particular expressian or smile withdraw, Disoriented quivering chin, clenched jaw
. Leps ’ Normal Pasition or Relaxed Unsasy, restiess, tense Kicking, or legs brawn up
. ‘| Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tanse Arched, right, or Jerking
Numerlcal Pain Scale (Ohstetric and Gynecology) i .
] l | ] ] l l ] 1 ' Moans or whimpers occasional Crying steadily, screams of sobs,
;' ; J é ] I I | Cry No Cry (Awake or asleep} complaint P frgmgnt comg!alnts
6 7 B 8 ww , i . :
Pusslt?lr:Pajn - Reassured by occasional touching,
Content, relaxed Tugging, or being talked to, Diffleut to consols or comfort
Consolability distractble
Neonalal Pain, Agitation and Sedation Scale {(upto 1 Menth)
Assessmam Sedallol'l Nul'mal Fall'l /ﬂuﬂallllll
Criterla - :
Wong - Baker (Pediatrics) Above 7 Years .2 q ] 1 2 ‘
Crying No Cry with painful  { Moans or cries Appropriate erying Not| Irritable or crylng at HIgh-phchad or silent-
Ircitablility stimull minimally with painful | irritable intervals consolable | continuous cry
5 4 6 8 10 stimuil Inconsolable
Hurts Litie Bit ~ Hurts Littie Moro Even More HursWholg Lot HurtsWorst | Rehavlor State | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimul gestational age Awakens frequently | or
No spontaneous Little spontaneous Arguses minimally / no movement
movement movement , {not sedated) A
i i & Facial Mouth is lax Minimal sxpression | Relaxed Appropriate Any pain expression | Any pain] e;cpressiun )
. Expressian No expression with stimuli intermittent continual
Exremities | No grasp reffex Weak grasp reflex | Relaxed handsand | Intermittent ¢ | Continual clenched ,*
Tone Flaceid tone decreased muscle | feet *| clenched toes, fists | toes, fists? or finger -
tona Normal Tone or finger splay splay .
. Body is not tensd Body is tense
Vital Signs HR | No variabilty with | Less than 10% Within basefine or | Increase 10-20%" | Increase greater than 20% from
- RA, BR §a0, | stimul variability from normal for__ from basaline baseling, Sa0, less thanor
Hypoventlation or | baseline with stimuli | gestational age 5a0, 76-85% with  { equalto 75% with stimulation --
apnea stimulation - quick | slow recovery Out of syng or
recovery fighting ventilator

- — —
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PAIN ASSESSMENT FORM Rm.hmmhm Your Right to a Safe Delivery
B | Pain'Scofe : Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eaclors Educated _Interventmn Sign
| 7 Continuous | +<+Acute <=-Sharp— 3 Dull ] Increasing | =-Yes Nﬁ
[3/4/26 2/m_| 0/LO ]0 A O Intermittent | () Chronic 1 Aching [ Burning | [ Decreasing | [ No ﬂ
/ 1 Continuous | [ Aeute CLSharp [ Dull [ Increasing | [ 1-Yes Y%
) 6/24 6\ 0%0 NA | O intermittent | [ Chronic 1 Aching (1 Buming | [] Decreasing | LI No ' Q :
[ Continuous | [ Acute (] Sharp ] Dull [! Increasing 1 Yes A
[‘Z/é /Zé Joar @ /[a 174 CJ Intermittent | [ Chronic [ Aching ] Burning | [ Decreasing | I No - BJ/,‘_\
[J Continuous | [J Acute (] Sharp ] Dull [ Increasing [J Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing { [ No
[ Continuous | [ Acute ] Sharp 1 Dull 1 Increasing ] Yes
] Intermittent | 1 Chronic (] Aching (7 Burning | (] Decreasing | [ No
[J Continuous | I Acute [ Sharp [ Dull [] Increasing [ Yes
[] Intermittent | [ Chronic [] Aching [ Burning | J Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull ] Increasing (] Yes
[] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ ! No
] Continuous | [ Acute 1 Sharp [ Dull [1 Increasing (] Yes
[l Intermittent | L[| Chronic (] Aching [ Burning | 7 Decreasing | [ No
(] Continuous | [ Acute (] Sharp [ Dull [l Increasing [ Yes
[ Intermittent | (] Chronic (1 Aching [ Burning | [ Decreasing | [J No
] Continuous | [ Acute ] Sharp (] Dull [! Increasing ] Yes
] Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | [ No
’_IIMI'MM

1. Every eight hours for all hosprtalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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

FLACC PAIN ASSESSMENT SCALE (1 Month o 7 Years)

Numerical Pala Scale ((bstetrlc and Gynagology)

£ ——

Ne Pain

No Hurt

Hurts lea Bit

1 i 1 ] 1 ] 1, 1
3 4 5 [ 7 8 9 10
Worst
Possthlg Pain

Weny - Baker (Pediatrics) Above 7 Yoars

@@@@@@

Hurts Lrlﬂe More Even More Huris Whole Lot Hurts Worsl

; SCORING
CAYEGORY
0 | 1 . 2 ..
: 1 L] Bl
) Occastonal Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched [aw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or lags brawn up
' Laying quietly normal posttian, Squirming shifting back and )
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers accasfonal Crying steadily, screams of sobs,
Cry No Cry {Awaks or asleep) complalnt . frequent complaints
. Reassurad by occasional touching,
Consolabilty Content, relaxed hugging, or being tatked to, Difficutt to consote or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale {upto 1 Manth)
Assassmam seda“nn Hormal Pa[n / Anltaﬂl‘m
Criterfa
-2 -1 0 1 2
Cryling No Gry with painful | Moans or cries Appropriate crying Not} Irritable or crying at | High-pitched or sllent-
Irritahility stimuli minimally with painful| irritable intervals consolable | continuous cry
stimull Inconsolabla
Behaviar State | No arousaltoany | Arouses minlmally to | Appropriate for Restiess, squirming | Arching, Kicking constantly awake|
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Litle spantaneous Arpuses minimally / no mmrement
movement movement (not sedated)
Faclal Mouh is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continyal
Extromifies | No grasp reflex Weakgraspreflex | Relaxed hands and | Intermitient Continual elenched
Tone Flaccid tone decreased muscle | fest clenched oes, fists | toes, fists, or finger
tong Normal Tone or finger splay splay
Bodyisnotiense | Body s tense .
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% fror,
RR, BE, 530, | stimuli variability from normal for from baseline baseling, S0, less than or
Hypoventilation or | baseling with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery OQut of sync or
Tecovery fighting ventitator
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1t takes a lot to treat the little. Your Right to a Safe Delivery ~

: [ Relieve Pain & Discomfort
[ Prevent Infection
[ Any Others. Specify

(D— Maintain Fluid Balance
[ Meet Elimination Needs

F1 Improve Activity Tolerance
[1 Ensure Safety

] Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

Date: ///6/26 ............

[J-Maintain Skin Integrity
[1 Patient & Family Education

Nurse Name
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Your Right to a Safe Delivery
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©» (] Maiptair Airway and Oxygenation [C] Relieve Pain & Discomfort [J Maintain Fluid Balance 1 Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
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T Maintain Airway and Oxygenation ;Mﬁelieve Pain & Discomfort
|_+Maintain Personal Hygiene Z‘.]Pﬂwent Infection
(] Identify Potential Complications [ Any Others. Specify

/

[ )/ﬁaintain Fluid Balance
[ Meet Elimination Needs

‘B/r:nprove Activity Tolerance
[ Ensure Safety

Date: Jl,jéflg

Maintain Skin Integrity
ient & Family Education

[ Maintain Good Nutritional Status
[0 Early Ambulation Reduce Anxiety
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Time Implementation

Evaluation
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o | [ Maintain Airway and Oxygenation [T Relieve Pain & Discomfort [J Maintain Fluid Balance ] Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
E [ Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs (] Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
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NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS

ight to a Safe Delivery

Treating DOCtOr: ....ccveeveieiciceeece e Department: ......... }\Dﬂ" .............. Date of Admission: \\\D{’l%
Z | Diagnosis: C\'L?\'I’\m T ictrweely ey Any Infection: (JYes ,C1Ne—TTNot Known
= ( If YEs SPECHY: ..o
= W}Q;
= i é f ff (@) \\:o
2 | Area we~ylb \( ‘L&O AN (\,\S" %
2 Shift Time W /M| T, A o W ?
£ | Medical Condition .
< | (Any special condition to be noted):

Allergy: ‘ O Yes [1NetC) Yes CLNG | O Yes CLNe{T Yes =No | ] Yes &No | Yes E)\I/o
Tubes/Drains/Cath‘é’t?zr: 01 Yes 7o |0 Yes 7o T Yes © No |0 Yes ©1No | O Yes. o | O Yes/pﬂfj
Vital Sians: Temp: | 93° 1(’ f ax [~ O;(&)V/ QF-64F q¢’
g = ) -

= Res: | pob N\ qpbim | onbhf] 70 ) Db a

g $0; | S | gg-l- Cﬂ/ q«H 9% | A9y

3 Puse: | @¥bont| £c) Q5. | &8

3 BP: | o[ Y0 | joulys u(/ 49 \05@ B 1eifeq [sHlbs”

Fall Risk Score: | _ - - i
Pain Score: | py | [O — —~ o0 | ' o)
Safety Needs: | \/cJ el \}v\ N2

“ Physiotherapy | Yes CNet Yes CNoTC Yes &rNo |0 Yes @No | O Yes g | Yes.=No

=

f; Others Specify: — o | - ;D,A/ - o

g Special Diet: | Yes [1NeT™TYes [1No |l Yes CNo | Yes CINo Na*Y6S [ No eYes C1No

§ Other Special Orders / Medications:

Post Operative Procedure Special Orders: 9 =i —

Vst Operative Procedure Special Orders: | ) rA B —

‘ a e
Handed Over By Name : L '

1 ol i Ve W;
Signature : i % i . -X@’ M*’ i
Date: ulel®s \Lh G i L[ WJ{L-{QQ’ lﬁ;]b]% \6 e
0 g 1] e [ T g

O R \ ¥
Taken Over By Name : g/m aﬂh\ L&% W . g e
Signature : A L7 | DX b W/é%:.-
Date: \\YL 106 J]L{, !q@ I\ QL%:U 134414 1215 {fb" 12 Je2.4
Time: QoM | g IR9eP™M N&m,_ﬁw St
Docu, No. : RCH/FRM / CLINICAL / 097 v o Al }
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It takes & lot to treat the little, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

TPEAURG DIOERDT <ooriiimirsssmimmmmtsinmmmsmmmmanmansessesnsnss Department: ..........cccveeereieicenne Date of AAMISSION: .......vvvecescerrrirnns
Z | Diagnosis: Any Infection: TJYes [INo [ Not Known
= ifye
§ L sCe If YBS SPCITY: ..o
7}

2 | Area GV b2

=

3. : Shift Time 1 N ]
& M

% | Medical Condition

= | (Any special condition to be noted):

—

Allergy: O Yes Lo | O Yes L?Nfrm Yes CJNo [ Yes CJNo | Yes CONo | Yes I No
Tubes/Drains/Catheter: 0 Yes A0 | ) Yes 0180 |1 Yes TINo |0 Yes TINo [ Yes ©JNo |0 Yes T No
7 t
Vital Signs: Temp: | 0.C°F |ag 3}
H Res: |12@ bi™ |9 [a{/,_,,
:_-,_; Sp0;: (a9 e/, [gq ,/
% Pulse: | Jqbim |« 2 b!m
2 BP: | 104] 30
Fall Risk Score: — —
Pain Score: O —
Safety Needs: yeb ves
2 Physiotherapy | Yes WO | O Yes CINo [T Yes CINo | Yes T2 No (1 Yes CINo |CJ Yes C No
g Others Specify: _ et
g Special Diet: |Yes C1No [1¥es TINo |0 Yes 0)No |C1Yes CI1No [ Yes C1No | Yes CJNo
E
§ Other Special Orders / Medications:
: —

Post Operative Procedure Special Orders: o —
Harided Over By Name : CS}W o M.
Signature : D‘LZ} M_
Date: 12626 |12]p 2L
Time: ¢ 8 A L

Taken Over By Name : g o M ‘

Signature : C W
Date: \g\v@\ 2k
Time: : Rao:

Docu. No. : RCH /FRM / CLINICAL / 097
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: j@%{j/zﬁ Tme: .. [e.30.10.......

) __BE =26 kgt
Onginjr\JJM Height: ..L.=2.. 4. LS Weughr@;S/lOJ BMI: O ~28 kg/$2

O ~ 30 kg/m*
Food Allergies: ............ Dt v A iR 8 v S e R g S S A

Diagnosis: ..... g/géﬁ .................................................................................................................................................

Typeof Diet: O Liquid E’So/ft I Normal O Diabetic
O Vegetarian on-Vegetarian OJ Vegan

Diet Advised:

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

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

Patient's / Attendant’s Dietician's

Signature: . 4;9@( /ZPL
e 1 %&a(a M% M

Date & Time: /l/’é 20.])/01'.30.0/79 Date & Time: /2’/5/2—5,,/0‘...?00/)7

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)
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20-03-1964 R2Y2M230 () Z1s
Dr. RAJANI KUMAR]

QT
CROSS CONSULTATION FORM

1/7

\\

Rainbo NP
Cﬁll?dr(:avr\:s ‘Blrtthght

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Q9 R
Doctor Name : Py%ﬂh\ILM""lﬂV'

Date : \2}[/?/£ Time : %P"’)

Diagnosis : L(SL.S .............................................................................................................................................

HOSPItal - ovvvvvveere CCH = HYINE o, Type of Referral :

Referred for: (J Opinion _[*Co-Management O Transfer of care

0 Emergency
O Urgent
O 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 :
Lactatlon  cara Flav

_—

~ wal  Sermad

branst ¥ NIpple's

Consultant :

Name : Sﬁ’%hk}kﬂ Signature ﬁ, .................. Date & Time : '2#!%,’:3}7«

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




£

HNH-00015918 1P26-00006556

Mrs G.SWAPNA W
;me i V8D Rainbow® ® - —_
: J BirthRight
W Rosprtal - | )maemssm:

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \

iz]@&éz(ﬂ Time of Arrival: Qﬁm Time Seen by Nurse: Q,,}Oﬁrn"/)

1) Level of Consciousness: rymﬂ:‘mus [} Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
' Severe Pain / rate Pain [ Preterm rupture of Membranes / Leaking Water PV
L1 Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
L] Decreased Fetal Movement (] Spontaneous Rupture of Membrane / Leaking Water PV
L1 No Fetal Movement T 2
3) Vital Signs: Temperature: Q\% P Pulse: . ‘%JL RR: . . / Sp0,: ?Q//’ BP: lé /9 / Weight: ..
4) Gestational Criteria:
Gravida: G/Sf P L L \ A
LMP: 1‘,[5)’/( EDD: ... 2%\ |2k, Gestational Age: ... oG FZwee kg
Uterine Contraction ] Yes \;VNE' [JNA | Onset Time Frequency:
Membrane Rupture ] Yes /{No [0 NA | Onset Time Fluid Color:
Vaginal bleeding [ Yes /&/NO [JNA | Onset Time Amount:
. . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes VO No | TINA Pain Abdomen / Vomiting
Good fetal Movement /L?K?es T No | O NA If No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | 1= | | ] | | | |
4 m | i r | ] | 1 ] | |
0 1 2 3 4 5 6 7 8 9 10
No Pdin ’ Worst
possible pain
i A QCAHION: 2 s vsitcn vin a5 Se i ader iarrnsmasm anars et T4 S P At e R S sl o it e Bt et B e o
= Duration: ............... e Days / Weeks/ Months (Strike out which is got applicable)
8 TOIIRPBCKBE 55 vl o0 Aok o 50 s SHa oo A T A 3.5 v ke Y3 oS R AR A 8 A8 AR 18 B St e
o Frequency: ........N..... N?‘{/(
o IEIVENEIONS: ... e et
6) Past History:
D)8 SHRDBIIBE. i o rins ook i Bl des seR s v s e Ao m i s e 0 e i i B s a8 R A KB A i A
HJS  IVIROICAE o coiiinissnuninn gl v o Rt A s S aE s ih A st fmnm s e s o1y SRR A Rl r W
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)
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Mrs G.SWAPNA

20-03-1004 apyam220 (P

KL

() Allergy:

8) Current Medications:

1 Yes }Vﬂ(

9) Prenatal Medical History:

]
éﬁxnic Hypertension

[ Gestational Hypertension

[ Diabetes

L1 Prenatal Vitamin

U Gestational Diabetes
_I Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

=1 Category llI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
/Zétegory IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)

L1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS % (Urgent)
‘M, < 30 minutes
Re-Assessment Every 15 Minutes Every 30 Mir
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
e Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
prre- pain <37 weeks (>spotting) >37
weeks
] ; Mild hypertension
e i ) » Hypertension > 160/110 it
Hypertension Seizure activity and / or headache, visual | >-140/90 ithvwithout
disturbance, RUQ pain associated signs and
' symptoms
1 ; Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
s Othe rs_ + Acute onsite severe « Major trauma + Abdominal/back pain « Ongoing assessment | « Anything that does not
i abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy _ (for hypertension, blood|  mother o fetus
consciousness unattended birth « Flank pain / hpmatuna work) - Cervical ripening
« Cord prolapse « Nausea /vomitingand | « Minor trauma (minor | « Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress , suspected dehydration | . Nausea/Vomitingand | = Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) + Rashes

\
Nurse Name : ......... \\b O’\Q{LMW\.&C}_O\ Nurse Signature: ........... AL,

Date: ‘\Qy\@\"}/}@ TIME: o
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Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

B :T';\W\i\\\’\i\f\\\\\\\\\\\\\\\\\\\ Chitdren's ‘Birth Right

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: ....... 1\.\..‘9.&31.(4 ...........
Baseline Information:

Primary Language: L Telugu _LEnglish L1 Hindi L] Others
Do you require aninterpreter? [IYes Ao
Source of Information: | Patient 1 Family [] Others

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

Admission From: [1ER 1 OPD dmission Desk 1 Others SPECITY i cnsnmispsismasimssasisnini

=

P TILS L o S pp e A he l L s E  e l ee
Allergies: [ Yes [INo [1Medications [_] Blood Transfusion [] Food [ DN v ssoasminiis s missmnesensssmvasiasiis
HNBS s MBIV s iosinssrionsassimmssmmssitionsdunssn ssssims e goeshssoben vEes Sov s ov 3 oA T e VTSR SR Y A o Y R Vv S
Chief COMPIAINS: ...........cocconiiiasmniibsosprusissiosssiassstisssnismiionsinmussasivissinssissss Doctor Notified on Admission:(ﬁ [ TNo
Name of the Doctor: ... 201 \wAeI S
................................................................................................................... TIME NOUEIET: ... Tt
Past Medical History: Obtained From [ Patient [] Family Member I Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Ny v
Wi
Blood Group: ... ) NE ... LNIP\b\.(\?/(O EDD: ')/7:\)/\7”;" Gestational age during admission: %f'“@*’d
CONMACTHONS: covrrmra macsrovossss spviss sovumesssntsuns sy siabags Vaginal DISCRATHE: vt oaisanseisaiaos v s viiisa i
Obstetric History: G e P e L R — A Previous LSCS ................
Height: ............... Weight: ............ BME ccvoinonins
Temp: GAE..... HR: .22V, RR..IOZoek e el Spo; ...... VIQ‘" ......
High Risk Factors: (Please select by ticking (v ) the box as applicable)
1 Hypothyroidism [] Rh Incompatibility ] Fertility Treatment
[ | Hyperthyroidism [] Previous LSCS (1 Preterm Labour
[l Hypertension [] Gestational Hypertension [] Others: (Specify)
[ 1 Diabetes [] Bad Obstetric History
[ Anemia [ Obesity (BMI)
] Twins / Multiple Pregnancy

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

(PT.0)
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Mre G.SWApIA I1P26-0000655¢
;?m”:luum 2Y2m22p0 (F) .
T —
L) HeartDisease [/ Hypertension [ Diabetes [J Stroke [ Seizures [ Kidney disease

[] Liver disease I ) 1)

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

Fall Assessment: [ ] Yes /I( SCOME ......oniarsmmmeres (complete the Morse Fall Risk Assessment Sheef)
Riskof Pressure Sore: [ ]Yes ;}N{ o) - — (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[_] Mobility problem [ Walking Problem _-NoAbnormality Detected
["] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
] Overweight (] Poor Appetite > 3 Days [] Needs Therapeutic Diet.
I Under Weight L] Diabetes Mellitus wnormality Detected

Inform consuitant for positive criteria

PSYCHOLOGICAL SCREENING:
(+€dm & Cooperative [ Restless [ Depressed ] Agitated [] Confused
[TIOMNBIS . vensvareresnossnseronmmessenpasers seasemeasmsssssssassapassanspes sasemea Redons st £ TSR SR ERRE SRR SRR RE R RO A AT O AR by npo e RN i

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single [ Married (] Divorced ] Widow

2. Special Habits: Smoker: [ Yes Qﬁlﬁ Alcohol Abuse: [ IYes [|Ne— Drug Abuse: [1Yes [INo
SOCIAN HISTOTY: LIVES WD ...ttt ettt s s se e st e e eneneseneas

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes-1 No Waste Disposal Explained: [+Yes T No

Infusion Pump:  [2Yes LINo Hand hygiene Explained: +7TYes ENo L] Others
Above information given to .................. Lﬁ\ ....................

Name of Person Orientation was givento: ............... g\n.Q.Q»\P'Y\Q’\

Orientation not given Reason: \\\Pr ..........................

Date & Time: ..... \pr 1(06 G,LW
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Mrs G.SWAPNA = ainbow - : .

20-03-1904 2v2M220 () Children’s . Bll'tthght

Dr. RAJANI KUMAR| 4 H os pit al . BY RAINBOW HOSPITALS
AN e Sl i

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
_ T a. Yes ] b.No

D RO OB oo i st i o6 oL SRR ks e v B S A A SSRGS cwn ks b Lo b

3. Nippleeondition:
7] a. Nipple well formed

® ¢ o bFat nipple
(1  c. Inverted nipple
[ d. Short nipple

4. W
/1 a Good

[0 b. Drops of colostrums
O c.Dry

5. Steps ositioning and attachment:
a. Baby goes to the breast
[0 b. Mother always sits with a back support

(1 c. Ear-shoulder-hip should be in a straight line
~ (] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
O aYes
O b.No

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

8. NICWadmission:
a. Mother needs fo stimulate her breast for 2 min every 2 hours

L Vi (41110 oL 11 ST O oo v oo

Continuity of Care: V711
HandOVEr GIVEN DY vouveeeevreerernecresnstsssssseresrseresssessserereserenes Handover taKEn DY .....cveeeecerrememsasrsnsaeessassesnserasesssasssnas
SIGNAMUTE v s e rserssrssrsssesssrersorasrsnsss SIONAMUTE ..ovrreereecceeerrcneessemssessssenssssesssmsasasssssssensarsensen

DAt & TIME: ..o eic s ser s sssssesrasssseneessasesanssnsan Date & THNE: oo irnssinsiniirsssssinsranssessisssanassnsssnessan

.




J

D

““*;%‘&’35* m:o:o“’:ﬂ Rainbow®

e mzu ainbow® . .ig s

S Chidrens | (9 BirthRigh

\\\\\\W\\\\'ﬂ\\\\\\ﬁ URINARY CATHETER BUNDLE CHECK LIST IR T

Date of Insertion: ”15/ . 24726 .............. 'Drite‘ oj Hemovall Qe
Parameters Date shiftTime | N b2 ‘EJ/‘ W"Q UpV Itp
Need for the Catheter E"ﬁs CINo | [BYes- E;No OYes CJNo | COYes [(ONo | JYes CINo | [lYes [INo 'Yes [No
Hand Hygiene C1¥es [INo 9%3 INo | T)Yes [INo | ClYes [INo | [1Yes [INo IYes CINo | [IYes [INo
Usage of Sterile Equipment s CINo ' [2fes [INo | CIYes CINo | CIYes [INo | ClYes [INo | [iYes CINo | ClYes [INo
Is the Collection bag below the level of bladder Yes [1No Q’@ [INo | CIYes [INo [1Yes [INo | [1Yes [INo [1Yes [INo IYes [ 1No
Check the Tube for Obstruction (Free of Kinking) Bs [1No Q’@[ﬁ No | CJYes CONo | CIYes [INo | [1Yes [INo | ClYes [INo | [JYes INo
Is Catheter dated as policy B‘@U No ,Er'ie@/ilNo EiYes [INo | CIYes "INo | ClYes [INo | [1Yes [INo | [!Yes [INo
Collecting bag is been emptied regularly? Yes [INo ;JY@J 'No JYes [JNo | (JYes [JNo | [1Yes [INo | [lYes [INo IYes [INo
Maintenance of closed system for the catheter E}‘é [INo | (#Yes [INo | [(1Yes [INo | [1Yes [INo | TlYes "INo | [IYes [INo | [1Yes [INo
Dressing clean and dry? r’{es [ONo | [¥es TINo | ClYes [INo | [IYes [INo | [(IYes [INo | [JYes CINo | [lYes [INo
Is the line removed as Policy? rﬁs CINo | [Yes &0 | k—)L Yes CONo | CJYes CINo | [lYes CINo | [lYes LINo 1Yes [INo
Performance of Perineal Care *‘J/Yes [INo | &Yes (INo | C1Yes CINo | CIYes CINo | ClYes CINo | [1Yes [INo | [IYes [INo
Onset of New Fever C1Yes M0 | [1Yes B‘NO/ ClYes CONo | C1Yes CINo | ClYes [INo | [lYes [INo | [lYes CINo
Asses for the leakage at the site of insertion /Wes C1No //'/.'Yes INo | [Yes TINo | /Yes [INo | [IYes [INo | [I1Yes CINo | CIlYes LINo
Name of the Nurse ’/bﬂ,v\}/’lf" /&g{/
Signature of the Nurse Cad ' o

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

[




PATIENT TRANSFER FORM

2z

Rainbow”® . C
Children's | @ BirthRight
Hospital .NRAWEDWWSP'TAL_%
It takes 3 lot to treat the littie. Your Right to a Safe Del:;ery

Patient Name & UHID No.

HNH-000159128 1P26-00006556

Mre G.SWAPNA

20-03-1994 s2vam220 ()

Date & Time of Admission

e e\ 1 ¥oam

Date & Time of Transfer Order

W\ 6be & 1> o,

i

Transfer Ordered by

Reason for Transfer

LS5

e

| o~
DR - NN e
From Unit To Unit Information to Attendant
O/l’ Yes No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Patient & Clinical Records Received by l:

Yes[ ] No[ |
W
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
1. RU ~ Sogenl ®)
2.
3
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
X
p

Date & Time of Patient Received :

X7

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

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

[ | Nurse not Available

[ ] Available Bed not ready
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Rainbow® . o
Children’s ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your R‘;—ghl to a Safe Delivery

Date & Time of Admission

PATIENT TRANSFER FORM

Dr, RAJANI KUMARI

IIIIIHIIHIIIIIIIIIIIIIIIIIIIIIIIIII

6la6 © 1216hm

Date & Time of Transfer Order

locl26¢D_guspm

Treating Consultant Name

Transfer Ordered by

9’ ¢ Veeuiﬁ&»

Reason for Transfer

From Unit

oT

To Unit

Pe-Posl -

Information to Attendant
Yest~ No [ |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No [ A——

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

ltem Name

Quantity

il ?‘/

4.

5.

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

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

RS

e v

Patient & Clinical Records Received by :

Date & Time of Patient Received : ' } 5 /;Zg@f

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

| Unavailable Bed
Docu. No. : RCH /FRM / GLINICAL / 102

[ | Nurse not Available

[ | Available Bed not ready
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Rainbow” @

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos pital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It tzkes 2 ot to treat the little, Your Right to a Safe Delivery
Patient Name : ...... VIRS ......... SwP‘PNk\C_) Gender: [ Male JZﬁ:maIe Age: ....... z ?\‘1[5 .........
V N @ : = y A5
spno: AN - Cee SR pate:. | L'CC (226
Instruction:

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

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

MRe - GiSwnP NA (Name of the Patient) e
I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

Rk e '.Iiﬁ'ﬁi%f-;ﬁéf.{jé'%}%éfiZZZIIZ%E{ """" Srec el e e e Lag e

.......... Rtsh&{ccﬁaptcpmjr\mwﬂ

My signature on this form indicates that -

1. Ihaveread and understood the information provided in this form

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

3. Ihave had a chance to ask my surgeon questions.

4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: .................... Dy KATANT K.&R!_‘IQRJ'
Consentee : Patient Attendant : ,,(
5 )
Signature : 6‘)(‘5@{9@0& SIGAUIE - ...ooonledee s N e ..
Name: ... ML SWRENAO .. Name : ..... T\ XQALLY ey pe -
Date & Time : n\ﬁ.(%@]:‘?/@Pm Relationship with Pthent: H"S ..... L
Date & Time ; “05[202(’@1\30}3 "

Witness : Doctor (who is takigilge consent) :

DIORRINBY onssiimor i

Date & THNE . pate & Tme:_ 11186 (7026 (&) 1} 22 pm -
Docu. No. : RCH /FRM / CLINICAL / 027 .




i i?w’ . .
INFORMED CONSENT FOR SURGERY OR Children's ‘BirthR-ght

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE e
Patient Name : ““&Q&mpm ............... Gender: [] Maica/Bﬁmate Age : gz:jr&
UHDNO: .............. RANR-O00ICAL Y. Date : *rt[6f26
Instruction:

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

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

.................... ENEROONGT ... LOWLIER. . SComnenT.. . CACSEREM,..... SeCT. IO
T UPOM e e e e e et e e s
SRR ) ) o é‘ﬁgmm ......................... (Name Of e Pt e

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

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

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

........ @%cs.s‘w.@..h‘medﬁﬁ,....v.\q-ﬁ.d..... Q’JY%QLQ&SOM%(A(@CK(@rb(QnAPQ#Qk,
opetpehis Yementiate. . oems dalecSon m...i.quum.fteﬁgﬂ..ﬂ@ ..............

......... bmcfb\a{gqorum’fr

My signature on this form indicates that

1. Ihave read and understood the information provided in this form
o 2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
: with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ..........cveee.. Q"pcjowk**m .............
Consentee : Patient Attendant : %
Signature : @9;5@0@@@6\ .................. Signature : ... ,% ..................... e

Name : ..............] Mis.. \g.qﬂpm\ ................. Name : ......INE=e cxu&a(
Date & Time : ........ ‘l[éf% ................................ Relationship with Patient H%\D&\Q\

Date & Time - .. \\\o&\72 o2 @ \ZLSOPm.

Witness : ®» Doctor (who is taking the consent) :

L L 5‘1})% """""""""" Signature : % d’ .....................................

e '&\7 """"" /2 """ NG § .coocociizasnciarnna .G Neemann.
Nate & Time : ’ﬂlb[‘lﬁ@ 12,200 Date & Time - “/Enflé __________ D'bﬂm ____

~u. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / it s | @ BirthRight

20-03-1904 2Y2M220 (F) t a| BY RAINBOW HOSPITALS

REGIONAL ANAESTHESIA/  a:muitcowan al | (o
moNITORED ANESTHESIA CARE  IIIIINMIIIVIAIR

Patient Name:....%.‘..rg.w ...... Lo Age:g.ﬂ ....... Gender: Male D Femalal
UHID NO: . £200 K =685 S A\ € Surgeon Name: BY RAfANL KUWWMAL e
Anaesthesiologist : Y. - S@Mr l DY A T

Operative procedure planned : &m[&%% .........................................................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[ Heart disease [0 Hypertension [ Diabetes mellitus O Renal failure
" [ Hepatic disorders O Shock [0 Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

COITIIT IS & o eteeeeee ettt see e et e er e e s e eene et e e s e e ene s e e e e e e e e e s e et e ene e en e ee s e et e ene e oAt e te e st e nne e e neeeeeeaeeent e et e eneea e et e et e eneertaenneetns

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

| hereby authorize Rainbow Hospital & its authorized docim}, to perform upon / my patient

QgV\JG\Pf\Q\/ .......................... the above mentioned operation / Diagnostic / Therapeutic procedures
2i] vy - COUMALON CoTai)

-_—

" | authorize and give consent for anaesthesia(.aﬁagional/ OJ General Anesthesia / 1 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant T Ves ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : /Z W

T R et SO DRSTE S

Name : G\WV“JU

Relationship with Patient: gU‘f)’ .............................. Date & Time:.. [ 6126, & am .
pate & Time: .. N\ 6 |26 €00 AM

Doctor (who is taking the consent) :

Signature : ..........! @ [’W"}l .....................................
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e v Rainl?%w” &
Department of Anaesthesiology Dr. RAJANI KUMARS ) i BirthRiaht
PRE-ANAESTHETIC EVALUATION A ﬁggg&;;: .'r'g

Diagnosis:...E\ZRI ...... D\ 35 +awws [ Tharalensd PT. . A | LK I S

B.P/ CRT: l?ﬂ..\.kqﬁ.n: .an

Weight: é‘f“‘r{ ASA Physical Status: 1 W/TS n4 05

Laboratory Data:

gb: ll)” [€1[V70701-T- TR o (1 (|| M ANV eecsnmaicnn KRV inarms
./:cv; ‘Z-Rs; UPRL oo DY osss HBS Ag: ... ECG: oo

wee: . 12:22%.... CrRAL oo Total Bill: oo HOV: g 2D Echo -

Plate; ...\ ...... NE oo eereesision DR, B - ossciacansicismssissacas Blood group: 0.......... Stress/ANgIO: ......coovee..c.

PT: Ml‘ Ko iiiiiisiisesiiienes LDH: e 13. Q’ﬂVE Other: .....oovevveeeniennns

P ihcaben s Cat+! o Al pHOS: wvnmenivng ] - S, KSR e A

1] SR MOF 1 ooorevrrvemssensssenssenes AMYIASE: oo, TSH.

Bl it DOONSBRT Gamsnamins All'ergies: y (:f _

Medical History: Cvs: /

RESP : / Diabetes : A4 ~

CNS : /Nd—ﬁolvvl[g‘tcm/\g L

Renal ;

hepatic/GE:  / PE By 15 v

“Clopud . Physical Activiy: AN L

Others : /

T A o G U o =

Past Anaesthetic History: LS CS 9021 0028 — H[o ne ampinae v 2N delivery

Physical Exam:

~
—

Airway: MP1(2)3 4

Lungs : 2)[_‘,{;@ 1874

Mouth Opening: 2 (B} Mentohyoid Distance: 2{, Necl@ Teeth: @)

Heart: g\{,w @)

CNs:  Uelu

Pregnant. Cl¥es [1No [INA

Venous Access Site :

Spine Exam for regional :

Anaesthetic Plan: I MAC\~"REGIONAL ] GA-ETT [ LMA

QA (UM !

QVASS Sy jaev o

Peri-Operative Plan Explained to the Patient: \7@ o No

CURRENT MEDICATIONS DOSAGE

Signature; @‘\rwﬂ, ........ Name: . ‘AMK

Docu. No. : RCH /FRM / CLINICAL / 044

Pre-Operative Instructions:
1. DVT Prophylaxisr./

Water / ORS 2 Hours
2. NIL URAL<:0ﬂ1ers 6 Hou }

3. Informed Consent: L8fandard ~ High Risk
4. Post Operative Pain Managemenyﬁscussed with Patient
5. Other Instructions: ‘

8Bl B }WMW

.....................................
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;‘o:::mm 32‘!2"220 (F) R f‘
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|ll ||HI|||||II||IIIII||IIII|1I1IIIiI J ANAESTHESIA CHART ~ fhaarens e

Pre Induction Assessment:

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight‘

Change in Patient Condition: T Yes [UNO Fasting Status: .—b;é"[y\m/;'
Physical Status: | [ Patient Identified &—TConsent Present &—Chart Reviewed
HR: (10| Wln . [BP/CRT: UGt 800, L¥p 7 [RR:  [r/tuXC TlLastFeed;

Pre-OP Diagnosis: . LL?,-;PlLl D22 oy

e A b 3%

. Operation: QM.MIM Lk.(g*’qmﬁm Al Dﬁz\)&: .......

AR @~ v mmay Yoo
Surgeon: 1. LA} 4viad JCUM AQAA . - aesthesmloglstgg Vlngetoa - Technician:
TIME Lyol— L s/ =) :
N,O/AIR/O, LPM _©  ~ —
HALO /SO /SEVO Antibiotic
Drugs: Y ﬁktl G’-FOIW V)
\\VARN )4 @ EpUTN -4 UV-BP 17 1h Cdbwd P 1 L/ V-
T Suppository ‘6’
¢ s D U Lvef- VllpfFs vre |
lov
\ . i Dn‘?"ftﬂ']_m_ WPL i-blﬂ[
LBV £ Blood Loss g
1
N BT 120 Tov 10w (od AV A A%
ECG _ o0 | % |27 oG [fq
Urine Output NOTES
Vi m— —t— — 3
£8
[l P
8p 240 ég
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180 g
Tourniquet on Time -l
Tourniguet off Time 160
140
Throat Pack In
Throat Pack Out 120 L
100 b ek B E by
80
oo A T, 5
40
20 P
. &
0
I
LAB Values
GRS
Tihers
c/,/Eqummam Checked and Temp: Induction Regional:
/mctlonal [ HME ("] Fluid Warmer ow ["1 Inhal Extremity Specity: .. SR L
-~ BP \ ] Cling Film 1 OH Warmer O Fe0, CJ RSt hﬁ?."ﬁnal [ Epidural | Caudal
[T Cuff Site: . Z ......... ] Hugger's | Cotton Wool O rs Others: ....
L ArtSite: . Ather - Position: .= LU T "\4
L EKG Lead Qw Mﬂ‘ Chibsacy, L1504 Los
= Airway [~] Oral [7] Nasal Site: .
‘ : :Ie(;ni'liln:lo; Anaes Start "’0& l m ETT# colicanseess - R . | Needle S!ZBd;&T[ﬂ.(W) Dapm
0l Ag;m Monitor OP Start: .. l Dgffn (J Oral _Nasal D Cuff Parasthesia [ ]Yes #To
e Pulse Oximeter e e CJ Tracheostory (] Topical Catheter at SKin ...............
[ Capnograph Leave OR: . V tﬂ U Drug: Drug Name & Conc: .\ Sl A
[ Ventilator Anaesthesia: O Awake [ Direct Vision Bolus: ... N L [ QC M LA )t
w g O Video Laryngoshopy [ Stylette / Bougie INfUSION: ..........q.
o | GA
B Nenye Stimutate B Anaesthesia Care Block Level: .0 M e
{ - G Blade# ............. COMMBILS: ..c....oonecossssssasseressisasssssrensssssstassassssaiessssn
A oty e T ation to
g ’ o
& Pressure Points Checke Line (Size & Location) . - —PACU Icu (] Other )
Eye Care: 1 CVP:... A= % Relaxant Reversed [ Yes [ No =

[ Semi-Closed Circle

[ Closed Circle

Name of the Doctor &.....— :

Signature of the DOCROF Zviaomsesrnees
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Mrs G.SWAPNA ; ,

20-03-1904 2Y2M22D0  (F) Rainbow® )

P Children's | @ BirthRight
~ AROARMIRT Fospital © | () sesanosius
It takes a ot o treat the . Your Right to  Safe Delivery

. POS. sanwr v TR UM UNIT RECORD

\

s’PV{\

T : 3 ) ; :
Received in PAC}J} Time Received : ......Z00....ccoeveeeee Time Discharged : ..........c.cccovvennnnee.
n W AT
250 250 | 1y Ganula St A hod
L 230 230 | [ 0, Mask [ Nasal Prongs
g gfg gfg [ Tracheostomy [ T-Piece
ﬁ fg 3$ O Qsal Airway [ Nasal Airway
o
180 180
§ 170 170 | Vomiting : JYes [J B vocivnciiissisiaissisinosiuiimissasnicadonision
= S o0 | neTbe: mives
v :;g :gg Drain: 1 Yes [1No
A 120 |2 120 Urinary Catheter: _>-Yes -] No
1no= 110
7] 100 s;F 100 | Chest Tube: [ Yes L’mﬁ‘
] I
2 o %0 | wiroral Oes A6
Jod I S o | wrwiss: %"é
% 50 50 | oralFeeds: ... N2
= .3 %
v 20 20
10 10
0 0
SPO,
MINUTES
e Ee i o B N T eo Too] OV SCORING INTERPRETATION
proviapiciony o dsahondheiidoor g , - | A Minimum Total Score of 8 is Required for
Able to mave 0 extremities valuntary or on command =0 M 21 V| v Discharge
Sble 10 deep m‘tjhg & cough freely = ? ‘} 7/
yspnea or i reathing = RESPIRATION 3 1 : .
=0 OU ¥ 7 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 f : fninn,
BP = 20-50 of Pre Anaesthetc leve =1 CIRCULATION 'y 7/ - | ShEe below by the Discharging Physician:
BP + 50 of Pre Anaesthetic levo =0 o V] Y
Fully awake =2
Arousabla on cal =1 DONSCIOUSNESS
e o[ 7]y I
Pink =2
Pale, d , blotchy, diced, oth =1 COLOR
Cy:no#cm y, jaundiced, other = 07/4/ arz Y
TOTAL @6\ 10 110 Lo ¥
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention _ Signature
Y
b| g | 0

Wb apm | O pJo A,

o s | Swo oY)
We - oo™ /o RaN! P 4 gm

Pain Tool Used: ' N PASS [ FLACC [WongBaker "JNPS Fleasgusmem Frequency:
1 Every eight hours for all hospitalized patients.
AnaestheJiologisl NAME | oo ssssssssesessessssssssessoesssmsessmennns &+ TOF POSt Surgical patient, patient with chronic pain, patient with severe pain

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

Anaesthesiologist Signature: B
c.  Priorto pain reliving intervention
d.

Date & Time: With in 30-60 minutes after pain relief intervention

PACU NUISE NAIME © ettt ettt st s Transferred to Unit by (PACU):
PACU Nurse Signature: T et - | (-1 {1, -

DABETINE. | msmimmsomsisasirssiesmesssmsseiasesmisessianesis




Rainbow”® . 4
Patient Sticker Children’s @ Birth nght
: Hospital . BY RAINBOW HOSPITALS
It takes a kot to treat the litde, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(07| O Time: cvreeeenas ORI, Procedure dong DY .....ceceerceecrceinesereesisssssessessssssesssssrasesossaes
CSE /Spinal /Epidural Position : ....... fveaeevee SPACE et Technique {LOR/LOS) ....cccvvvvrrenne
Depih: ..o Catheter at SKIM: ...coceeeverveversrnsererrannns ABEMPLS © e
Parasthesia : YeS/NO if YBS UBIAIIS  ...cccvuereeverrireecstetreinesensrsessesssiss e sesssisssssssstsssesssssstosmssssinssssssnsisssssssastossosssessassnsennentene
SOIEHON COMPOSIHON oo serneramessserrsseerstsesssssessssssssnsssssssassaesssnens OOV UTOTTOROTUUOTOON
Any other issues :
) corurirerrinesa s b h b b bA ek A es e SRR 4RO AS R P e AR e e e et R eeE R T SA S AR e RO R R bbb s s eanren
D) ettt es e saa st g a s e re e ear TR raR TSR R 4R be AR bR RS eR 44RO AR RSO 4S e d e e RE R R EeE R R R et e s aa b tat e s bee s enenen
- Infusion Rate Level Maternal
Time (ml/hr) Belus (ml) Leit Righ! BP Pulse FHR Comments
[ ——
B
Delivery Details : =~ TiMe : coveeerrcinen APGAR: .....ccorrerereee SVD / Instrumental / LSCS (if LSCS Details}
Catheter Removed by and TiP INSPEOIEA 1 vvuevirerererrerserecsarmmmsisiressessarssrmessssssasssssssrassasssssssemssasssassesesaseens eteeeeeeretereraseranen
Patient Satisfaction : .........ccerieevvmeenennesenne e e e esssnens ETReesssresensenstesseneaneeatestatesensens sasssaseseseatsassaesasrcsssnnassonsensasbane

Discharge /Shifting ordered by
DOCLOr SIGNAIUIE: ...vveeeeerreeeeeraereeneeere s enessesseaenssenssnssessasnes
DOGEOE NAITIE +eveverrereeeeemssosemsseesesssemseeseesesmssesseseesesseseessenans

Date and TITIE & cocvereerreee e s s sss e s sbressessssabas




