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- Romyo Rainbow’ | @ BjrthRight

' Children’s g S
ESTIMATION SLIP Hospital |\ ifaio:seoiy

Date : UMH : '§- UHID / IP No. : |'F“‘9€39 “¢,! Sl No. 1618

Name of Patient : Aoy Age:  ~, Gender: -
Father's / Husband's Name : r' ﬂ n I”' C—{I\L{/ Eorporate / Occupa tio:(

I\ r’\
Address : - “lﬂﬁne . }/" o . Email :
Procedure / P&; : : 0 (‘l 55 (et J.CU —) EDD/Dos: ’
MODE OF PAYMENT : [ | SELF [ |TPA: _ > [:J GIPSA : 173 ThER ©
TARIFF INFORMATI

Particulars © Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multl Shared Ward

' dared Ward

Twin Shared Ward

Private Room

il

Super Deluxe Room

Others
Neonatologist Charges : [:] Covered DNot Covered Epidural / Entonox : |:| Covered [:l Not Covered

J=itial Minimum Deposit : _Qf_f_—A?”"Uﬁ?"f?——"W'F_ﬂ‘/—M e
» MARKS : =CUT g 20

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

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

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

4 In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is bcyond the package permitted,
daditional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

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

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

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

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at P Billing Depanmem.

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

DECLARATION

I Pl % \ have attended the Financial counseling desk and understood the expected costs and
other cundmons:épphclaﬂe lﬁ case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settlg the hospital bill with the hospital without any ambiguity. /

gign:atory ﬁeiaé' onship nguatun: of the financial Counselor

Suite Room \ “ s b e ' f
Package includes ~ | Room Reft, Iég éﬁ z </ Room Reft Nursing Carges; 2, (63
(Package starts from the Doctors Fee, Surgeon s Fee and L) Mlj h Doctors Fee, Surgeon's Fee
SnenPasmission Labour Ward Charges Anesthetist's Fees and OT Charges
: ' Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to







= HNH-00011612 IP26-00006606
Mrs PAMMI UJWALA W
12:02-1992 MYAMID S
Dr, KADIYALA RAMYA THEJA Rainbow

. oW
S 1111111111 Hospital -

It takes a lot to treat the 3

SURGERY DETAILS

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight”

. . Date: ....... \ q[ﬁ’(% ........................
Patient Name: MY.S?C{mmI ...... \HWQ&! ............... Date of Birth: \Q‘&lﬂq& Age: 3\4%
Gender: ............ femals ... ward: ... O/ I— UHID No.:J.—J.rle...—....OOQl.l.{;.l.Q.........

Date of Surgery: .....! [ qlﬁtag ................... Jor-1 E{OT -2 [10T-3 (JOT-4 []OBGOT-1 []0BGOT-2

NAME AMOUNT
1. Surgeon @(Pﬁm t‘m‘rﬂkk .........................................................................
2. Anaesthetist @(%AQ . Mrs PAMMI USWALA (34Y 4 M7 D/ F)
3. Assistant Surgeon @K ................. LA oo . §|" "‘ll""l”"l“”"l‘”II"II

NINVO4320

4. 0T Technician : BY\ WL’THJ b (L“Mj ; HN26010014TUBES
5. Circulating Nurse : @(MUH&./!\O& .ZU DK s et eneas
€ 6. AssistantNurse @UXQ‘U[CL ...................................................................................................

Special Equipment: [ Laparascopy __| Broncoscope [ Harmonic [ Morcelator

L1 C-ARM [ | Cystoscopy | Versa Point [ 1 Liver Cusa

] Neuro Cusa (] Others ...ﬂé{.u@:m‘. ...... '5’]1((/1;:1./ e ézg‘w
Q" / : Rl
QQ:L v q@vu\w\
Signature '9fAtie Surgeon Signature of Circulating Nurse

Order No:&ﬁ.:ﬂ.am‘;zgq.&%ﬂ ............................. Order by: —Aﬂﬁwm]"ﬂ&.é?{@[jtjm

Docu. No. : RCH  /FRM/ GENERAL / 114
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Doc. No.: RCH/ FRM / GENERAL / 125

— e e —

:N";mm IP26-00005606 =
M UJWALA s haw®
oy W Ch AKLA Chitdron's | @ BirthRight
i tgspal | @z
[l CONSUMABLES OF 0T ("““"“"“ e
Circulating staff khﬂ ...,....Mhmman .................... Date : [0{ 6 &é i
Anaesthesia Disposables sud Y oo | SUrgical Dlsposables @ useq| Disposables (Baby Side) | 9
ET tube MajerPack Ay | 7| Inj VitK ()| g
LMA L. )| Sutures &)‘)‘\j[‘ , UJua M | Cord Clamp y F}j//
ECG Ieads@ /}P/ N (%4 &’)J 6\1 n (")., g L ﬁ/// Suction Catheter i 0
HME filter : A/P /N N> /y & UY ponet .~ |1 Feeding Tube—] o
Syringes :10cc @ /}“ Vaccum Suction Set
05 cc Qﬂ/ﬁloves B @ (; / 2 L, N=a Surgical Gloves € q/;, Ny
02 cc N il GY 3 W1 | GauzePack  fowio) )
01 cc -~ Syringe 1ny/ 2mi i
Cautery plate f\y P/N W:Surgical blade 19 fﬁ/ " Surgical Blade # 20 Qk’
IV set N Q;J/j NG tube e \ Koochies (S)
RL - J_|-Qautery pencil T s
NS : 10mi/ 100mi / 500mi/ T000m Koochies \/(( LA
T eeon Foinments J PENo-+ o
' Thd Nl Q \g#L7 | Suction Catheter o
Fentanyl 0 ¥/ ‘Cap, Mask Ay /
Morphine— |4 Podw “Gauze Pack _\()YI)(11) | iy
Ketamive— M (T  Mop Pack Qgtd — U
preporol Nafo AMHay " [ Sterstip N L 96-00pp203 LD
foeworm P( D/ o | | underpad N2 s
LGlycopyrolate. “7" | Draw sheet Ay
Myopyrolate /"Abgel A
Ondansetréw @/ Foleys catheter oy 0t ] 4 Jr »a
Pencan 2577 Spinal Needle 22 n Urobag
Bupivacaine 0.25% | Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) 1 0T Romodrain bag
Antibiotics /| Bandage
&b - 00p Mm ( X’Tegaderm
Suppositories | Ioban
Anamol : 80mg / 250mg /170 mg A Double J Stent T
Supridol : 100mg <~ &+ Vaccum Suction set "%
Justin: 12.5 mg / 25mg / 100mg — | |Piastic Bed Sheet | e
Tab. Misoprost : 200mg { dine Solution | e 1
ﬂm ST 0 20) QL Wicroshield N
& RYE| 6 v\"-_ ~Cotton Balls o
Ceuzc J 5K ¢} Tatex Gloves g(\
) | Ramdione Scrub ¢
Saral
Surgeon Anaesthesiologist Nyrse OT Technician
Order No. : %00002’073”14 343/:342 .......... Ordered by %LLMIQ/}’/&[@/@JLG@H
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Rainbow
Children’s
Hospital

MRN }
!

Agtjex
AdmirReg DatefTime

Crder Date
Visit ID
Patient Address

i

Berthe v

Hambow

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,

Hyderabad ,Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

. HNH-00011812

MY 4M7D/Female

. 18/06/2026 21:11
. 18/06/2026 12:20

. 1P26-00006606
* RTC X Road, Hyderabad, Telangana, INDIA, 500020

Name

Doctor

Payor
Ordernumber

Ward/Bed No

; Mrs PAMMI UJWALA
: KADIYALA RAMYA THEJA

: SELFPAY
: 26-0000207393

! 4F -OT /LDR-416

s

S.No Desc?iplioh Generic Name Dosage Route / Frequency Duration Instruction Qty Status
RINGER LACTATE . )
1 RL 500 Ml. CLOSED SYSTEM 500ML CLOSED 1 Botlle / Once Daily 2 Days 2 Bottle Dispensed
2 BCV-INTRAFIX SAFESET 1Nos { Once Daily 1 Days % Nos Rispensed
NITRILE EXAMINATION " i
3 GLOVES P E- MEDIUM 1 Nos External  Once Daily 1 Days 20 Nos Cispensed
4 POVINANZ SOLUTION 10% 1 Nos 1 Once Daily 1 Days 2 Nos Dispensed
100 ML
LSCS DRAPE PACK i d
5 (PROTECTCARE) 1 Nos / Once Dally 1 Days 1 Nos ispensec
L
§
KADIYALA RAMYA THEJA

* 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 :[19/06/2026 12:36

Printed By : SUNKARI SANGEETHA

Reg No : TSMC/FMR/01458

 Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainho @
ﬁglsld{(e? s mag‘s Rainbow Children's Hospltal, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
pita e quarters road AP Stale Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 600029,
040-48873000, info@ralnbowhospitals.ln
NHTEEROETITHO
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-0D011612 Nama Mra PAMMI LILWALA,
Age/Sex : MY4MTD/Femaa Dactor : KADIYALA RAMY A THESA
Adr/Roeg DatefTIme T 18/06/2026 21111 Payor : SELFPAY
Ordar Dato 1 19/06/2026 12:20 Ordernumber 26-0000207394
VisitlD 3 1B26-000065806 Ward/Bad No 4F -OT }LDR-416
Patlont Addross : RTC X Road. Hyderabad. Telangana. INDIA, 500020
8.No Dascriptlon Genraric Name Dosage Route I Fraquency Duration Instruction Qiy Status
U o Ao agger ¥ hios 1000w Daty +Dars 18os|  Dupensed
2 [BPICAINHEAVY BOMADU ¥ Nos 1 nca Dakty L oups thos| Dwpensed
3 [HASOPHARYNGEAL TUSES mgﬂmwsm tNas Extamatf Onca Daly tDays 1Nos|  Drpenicd
4 |SGLOVE # 6.5 {SURGICARE) |SURGICAL GLOVES 6.5 |3 Noa |Exiemai s Onca Daiy A Dars 4nos| Dispansed
5 |MISOPROST TAB 200MCG 43 A Tabs Extornal { Once Dady ¥ Dars 3 Tats
6 |vicRYL 1-0vP 2348 VICRYL 1OVP M6 [1Nos 10008 Dady 10 thos|  Dipansed
7 |DSPOSMREAPRONS DEFOSMLEAPERON |1nos 1 Orce Dady 3bap Stios|  Dapenerd|
[ Encins hecriope gloves-5.5 1 Nag $Ones Dady % Days 1Nos|  Despandaa|
9 |WACCUME SUCTION SET 1 has Extemal § Orice Dady [ 180s]  Disoenseo
10 [ PAD ST-81 B2 1Nos 10nce Daty 10wy 1hos|  Oispomaro
n f,gl'_%s ‘D:’“”ETE“ WeFR 1Hos 10nca Dty 1Dapa YNos| Dispansad
17 [CATPEPACKSIERLE  |CAUIEPACKSTERLE inos |Exvern 4 Onca Dy 103y ahos| Cwpersed
11 |MONQCRYL 20NW 1328 | MONOCRYL 1226 t Nag 10nce Dady 102y 1Nos|  Dimpensad
" :fE:GEESL(%?‘_E%RNCAL ﬁgfstLEDPu:ED 2 Nos Exlamal  Onca Dady \0ays 18|  Drpemeg
I RO AT T | e unes 10mce Oay Y Daps 1hos|  Dpansen
16 |COTTONBALLS 2GM S NOS ¥hoy Eritinat ! Once Dady 1 Dapy 1hos|  Daoansea
17 |DSYRINGS 2.5MLIMFRO) | SYRINGE 24t 1 hos Exinal | Onos Daly \Days 1Nes|  Dvtponted
18 |DSYRWIGE 1BMLIMPRO) | SYRINGE 10k 1ha | Extenat s Once Daty toays 2Nos| Dy
19 |ONDOKIND 34 4 MG 20 t Nos 10nca Dady t Days 1ViW|  Dapensed
20 [UNDER PADBOX80 10s Pack thios Exwmall 1040 tDan 2hos|  Ditpeneed
2 "v"&'.‘gcm — ™ #Onca Dally 1 Daya {Nos| Dispersed
ﬂftr‘sns 12PLY (S :gls.lZE (ETEIFETT Extanah ! Doce Dy 1 Days T
ADULT DLAPERS- XX 1 hos Extornal { 10 AM 1ays thos|  Dpenseo)
24 |SuRGICAL BLADE 22 SURGICAL BLADE 22 {1 Nos Extemat{ Once Dedy 1Deps INos|  Dapenssd)
25 |DSYRINGE SMLINIPRQ) SYRINGE GML 1 Has Ertemal/ Gnca Dady 10w 2Noa| Oupansed
26 [DSYRINGE 1ML (NPRO) SYRINGE 1ML 1Hos Externat { Once Dady 100 1Nos| Ouponsan
2 |SUPRDIOL SUPPOSITORIES 1Nos Extarmal { Onca Daly 108 1hos]  Diapenses
28 [MCT-ROF 100MG 10ML 1Nos 1Once Dally 1Days 2Nos]  Crspenses
VIGRYL 140 W 2364 VICHRYL 10 MW 2364 {1 o 10mea Daly 108 ihoa|  Deapwnsen
LS HIAOCAN- SPER PATCH I os Exomal 1 10 AM 10 2n0s|  Dupensas
39 |BIOXAMIC 600 MG INJ 1 Ampuin Cnce Dady 10ms. dampis|  Dapensaal
2 #’Gs;"; SUPPGSITORIES 30 1 Nos Extamal # Onca Dagy 10ays 1hos|  Dispensad]|
o L GrosED 1 Hos Exlormlf Cricé Dady 1Daps 1ho1|  Diaponses
MOPS 30210 8PLY 58 X-RAY |MOPS 30x308 PLYDATT |1 Moz 7 Once Daity 3bars 3nos|  Crspenaes
36 |ECOELECTRODES (ADULY) [ELECTRODES ADIRT  f1Mos Extamal f Onos Daly 1Dayy 3Nos| Dipensec
1 fﬁmﬂgﬂt&‘m' 1o TOnce Dady 1Days Thas|  Dnepensed
KADIYALA RAMYA THEJA
Reg No : TSMC/IFMRJ/D1458
* This it is just for rah only. Not 1o be considered as primary report.
Hola

* This proscription Is valid only for specified duration,

* Do pot refill medicines.

Pnnlod Dale/Tima  19/06/2026 1236

Printed By  SUNKARI SANGEETHA

Paoe 1 al1
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Oa_inbow Children?Hospital-Hima;@nagar

Rainbow @&
ﬁgggf&? S fuin . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe nitoufer, Old MLA
Rarnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500025.
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00011612 Name : Mrs PAMMI] UJWALA
Age ! Sex 1 34Y4M7D/Female Doctor KADIYALA RAMYA THEJA
Adm/Reg Datef/Time : 18/06/2026 21:11 Payor 1 SELFPAY

AT

Order Date + 19/06/2026 12:20 Ordernumber  ; 26-0000207392
Visit ID : IP26-00006606 Ward/Bed No : 4F -OT/LLDR-418
Patient Address : RTC X Road, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE 7.0(POWDER FREE) ! 1 Days 1 Nos Dispensed
KADIYALA RAMYA THEJA

* This document is just for reference purpose only. Not 1o be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 19/06/2026 12:37

Printed By SUNKARI| SANGEETHA

Reg No : TSMC/FMR/01458

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s _ = . . ) . .
: meit 2 Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital ,, . A
Hasnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016046 Name : Baby Of PAMMI UJWALA
Age / Sex :0YOMODZH/Male Doctor 1 SPANDANA PASUPULETI]
Adm/Reg Date/Time : 19/06/2026 10:28 Payor 1 SELFPAY
Ordsete © 19/06/2026 12:27 Qrdernumber  : 26-0000207400
Visit ID - 1P26-00006609 Ward/Bed No  : 4F -OT / CRDL-HNPDA-415-1
Patient Address * RTC X Road, Hyderabad, Telangana, INDIA, 500020
S.No Descrigtion Generlc Name Dosage Route f Frequency Duration Instruction Qty Status
1 ?&ﬂ%ﬁg‘ﬂg&i ERILE ?&%if;gEYSSTEEg-KE 1 Nos Extemal / Once Daily 1 Days 1 Nos Dispensed,
2 SURGICAL BL}\D“E 20 SURGICAL BLADE 20 1 Nos 1 Cnce Daily 1 Days 1 Nos Dispensed
3 ﬁn‘l\_SYCLOT-K1 1IMG INS 0.5 1 Nos Injection / 10 AM 1 Days 1 Nos Mspensed
4 INFANT FEEDING TUBE-7 ;NFANT FEEDING TUBE 1 Nos External / Once Daily 1 Days 1 Nos Rispensed
5 |SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 {1 Nos Extemal / Once Daily 1 Days 1Nos| Bispensed
6 | RO oARE 1 Nos Extemal / 10 AM 1Days 1Nos| Dispensed
7 DSYRINGE 1ML (NIPROQ} SYRINGE 1ML 1 Nos External / Once Daily 1 Days 1Nos| Dispensed
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 : 19/06/2026 12:39 Printed By : SUNKAR| SANGEETHA Page 1 of 1




Rainbow® | . -
s | @ BirthRight

i BY RAINBOW HOSPITALS
HOS pltal | . V_DU;RIQM l;: agafé D;wary

A
F

Name Mrs PAMMI UJWALA UHID HNH-00011612
Father/Guardian Mr NAGA PRASAD Age/Gender 34Y 4 M7 D/ Female
Address RTC X Road, Hyderabad, Telangana, INDIA, 500020

IP No IP26-00006606 Admission Date 18-06-2026

Ref Doctor Self.

Discharge Date 22 06.2026

DISCHARGE SUMMARY

”~
Consultant:
Dr. Kadiyala Ramya Theja
MBBS/DNB
TSMC/FMR/01458
Diagnosis: G2P1L1 WITH 37 WEEKS WITH GESTATIONAL DIABETES
MELLITUS ON ORAL HYPOGLYCEMIC AGENTS WITH PREVIOUS LOWER
SEGMENT CAESAREAN SECTION WITH LARGE FOR GESTATIONAL AGE
FETUS WITH DECREASED FETAL MOVEMENTS FOR DELIVERY
ELECTIVE LOWER SEGMENT CAESAREAN SECTION + BILATERAL

@  TUBECTOMY DONE ON 19.06.2026

History:
LMP: 15.09.2025 Obstetric formula: G2P1L1
EDD: 09.07.2026 Gestation at admission: 37 weeks

Obstetric History:
G1 - 2023, FT LSCS (Ind:- GDM on insulin), Boy, 3kg: A&H
G2 - Present pregnancy, Spontaneous conception.

Medical History: Nil
Surgical History: LSCS-2023
Family History : Mother-T2DM
Allergies : Nil

HYDERNAGAR

@ www.rainbowhospitals.in

@ 1800 2122




Name Mrs PAMMI UJWALA UHID HNH-00011612
IP No (P26-00006606 Admission Date 18-06-2026

Antenatal Details:

Mrs PAMMI UJWALA was booked to Rainbow hospital at 5%6 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
normal with posterior low covering os placenta & FTS low risk. TIFFA was

normal. She was diagnosed with gestational diabetes at 24*1 weeks (OGTT on
14.03.2026 showed 90/127/190 mg/dl). She was started on diabetic diet.
Regutar home blood sugars monitoring done. She was later started on oral

hypoglycemic agents in view of uncontrolled post meal sugars. At 34%2 weeks,
Physician opinion sought and she was started on T.Metformin 500mg twice
daily . Regular home blood sugars monitoring done. Physician advised
Insulin(inj Lantus 10 units s/c at bed time) in view of uncontrolled post meal
sugars,but she didnot take and continued T.Metformin 500mg twice daily. Fetal
Surveillance done with serial growth scans. Scan done on 10.06.2026 showed
single live intrauterine fetus at 35 weeks with cephalic presentation, AFI:
13.7cms, EFW: 3426gm (96%) with placenta: posterior and right lateral with
normal dopplers. She was admitted at 37 weeks with history reduced fetal
movements,

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospitak:

At admission on clinical examination the vitals were stable, uterus was relaxed,
clinicaily liqour excess. Bedside USG done showed AFl 20-21cm with good
movements. Fetal well being was confirmed by an admission CTG which was
found to be reactive. She was prepared for elective C- section with indwelling
Foley's catheter and IV canula under aseptic conditions. Written informed
consent for surgery taken. Preanesthetic check up done. Anesthetic
premedication (IV Pantop and Rerinorm) given. Antibiotic prophylaxis with Inj.
Taxim 1 gm IV given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over

2/5




%: |
Rainbow” ) .
Children’s | ‘Blrtthght

ital BY RAINBOW HOSPITALS
H os p Ita Your Right to a Safe b;{:ver;
Name Mrs PAMMI UJWALA UHID HNH-00011612
IP No IP26-00006606 Admission Date 18-06-2026

to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Bilateral tubal ligation done by modified Pomeroy's method. Tubal
segments sent for HPE. Hemostasis secured. Instruments and swab count
checked. Rectus sheath closed. Skin closed with subcuticular sutures. Wound
dressing done. Vagina cleaned with Betadine solution after expelling clots.
Misoprostol 800 mcg given per rectum as prophylaxis against Postpartum
hemorrhage. Patient was shifted out of theatre to post operative recovery
P room.
* Bladder drawn up and adherent to previous scar
* Liquor- excess, single loop of cord around neck

Delivery Details:

Date : 19.06.2026

Time of Delivery : 10:01lam

Type of Delivery :Elective lower segment caesarean section + bilateral

tubectomy

Indication . Previous Lower segment caesarean section
A . .

Anaesthesia : Spinal

Baby Details:

Date 0 19.06.2026

~ Time :10:01lam
Sex : Male
Weight :4180gm
Apgar : 8,9

Gestational Age: 3771 weeks
NICU Admission: No

Post-Operative Notes:
She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On second post operative
day FBS/PPBS done 113/109 mg/dl.Physician opinion sought advised only
diabetic diet. On inspection wound was healthy. Her general condition was
satisfactory and she was found to be fit for discharge. Wound care and
3/5

. . NAGA!
KONDAPUR OUTPATIENT CLINIC v SECUNDERABAD KONDAPU R Le
HIMAYATHNAGAR : Eomaruancy. 1/ 040 - 4248 231 Emesgency 3 040 - 4246 2400 Emergunc

BANJARA HILLS (JC1. NABH & N fin HYDERNAGAR
40 - ABSTI000  Emegency 3 04O - 4466 5555, 51008 25515 gy 3 080

emcy 1040 - 4246 2100

@ 1800 2122 & www.rainbowhospitals.in
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Name Mrs PAMME UJWALA UHID HNH-00011612
IP No 1P26-00006606 Admission Date 18-06-2026

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 24.06.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 24.06.2026
{8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 22.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 22.06.2026
(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 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.

7. Nebasulf Powder for local application.

8. FBS, PLBS after 2 weeks

9. Collect HPE report

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

* Suggest PAP smear and HPV Vaccine afier 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. KADIYALA RAMYA THEJA, after 2 weeks on 06.07.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section
Care of the wound:

1.You can bath and shower.

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.
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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
eémergency care etc also have been explained by doctor ............... in a
language that | can understand and | acknowledge.

P Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter I 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

gistrar/Resident/C.M.O
—/

Consultant

Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458
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2 . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's _ ™ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,

Hospital ®™%" TEL NO :040-48873000

b WEB : https://rainbowhospitals.in
ADMISSION SHEET
. ; 2 NEEIHR e

Registration Details :

Admission No : IP26-00006606 Admit Date :18-Jun-2026 Admit Time :09:11 PM UHID : HNH-00011612
Patient Details :

Patient Name : Mrs PAMMI UJWALA Age :3dY4MBD
Guardian : Mr NAGA PRASAD DOB 1 12-02-1992
Gender : Female Religion
Cccupation : Martial Status
Address (H) - RTC X Road Hyderabad Telangana INDIA Phone No : 6304330037/

o020 E-mail . PRASORE3@gmail.com

Admission 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 NAGA PRASAD Relationship : W/O
Contact Address : RTC X Road Hyderabad Telangana INDIA ~ Phone No : 6304330037

500020
&

Doctor Details : 7

Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 170000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

:d Date / Time : 18/06/2026 21:18 Printed By : 016951 Page 1 of 2
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Obstetrics and Gynaecology
~ Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

J

3 K i \ . (
’ Complete a Full
Set. o_f MEOWS
Observations
\_ / \_
o i ‘-l”! \,: Y "f« /

.

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

\

-

. ; ~ -
* The Modified (Eai’ly Warning Score (MEOWS)
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* The Modified Early Warning Score (MEOWS)
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in 15 minutes or continuous
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N\ J
. ta) f:\ .
h v .

.
o




HNH-00011812 |P26-00006606

Mrs PAMMI UJWALA %
12:02-1992 MYAMID  (F)
Dr. KADIYALA RAMYA THEJA Rain bow .

LA Faadns | e

treat th Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

\% Date 5
Time | 8 o) 11|12| 1 f2)[3|afls)e| 7|8 |ofM|11]12|1|f2) 3|4 ]|5([6) 7
RESP 230
. 21-30
(write rate in
corresp. box) 11-20
0-10
: 94 - 100 %
Saturations <94 %
Administered 0, (L/min.)
40
39
& 38
é 37 [ =, 4 4
a° 36 o, (18 LY | , 1Y T
35 b b ]
<35
170
160
150
140
130
?::: 120
8 110
= 100 -
(Y]
w 90 2 \ ey 1|
80 E-H \ o7a; L N
70 225 a\ S -
60 v )
50
40
190
180
170
160
wy
= 150
= 140
= : ==
T g 120 - 0\ UV B
= 110 \\' {
o 100 M B
E 90 F4 -
i 80
70
60
50
130
2 120
a 110
5 100
l = 90
g 50 L \ - / ]
] 70 \ J.
2 60 N il
5 50 v i
3
| [ 40
———
NEURO Alert e B [N (= R A e <t | s,
RESPONSE yoxe
(] Pain
Unresponsive
URINE > 30
mils / hour <30
- Protein + +
Proteinuria -
Protein > + +
Normal ~ |
e Heavy / Foul
quor | Clear PInk o T O O N i 0 [ (O s O
reen
TOTAL YELLOW SCORES =
TOTAL ORANGE SCORES r)
Nurse Initial




E Obstetrics and Gynaecology ]

Early Warning Signs
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Complete a Full
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Set of MEOWS

Observations
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(
1 Yellow Alert :
Repeat Observations
in 30 minutes
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
. Observations
o in 30 minutes
/
\
> 2 Yellow Alerts or =z 2 Orange Alerts:
Immediate Review by Obstetrician and
. Repeat Observations
*yin 15 minutés or continuous
monitoring
A : Y,

* The Modified Early Warning Score (MEOWS)
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1 Yellow Alert :
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2 Yellow Alerts or 1 Orange Alert:
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> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
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Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes
. J

r N A

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

\_ J N Y

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

\. - J

* The Modified Early Warning Score (MEOWS)
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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.
‘‘‘‘‘‘ v Sﬁe

Intake : , S outpm ; 33
Nature "™ Thrombo-

Date Time | of Fluid Route NG | Diarrhoea | Vomit | Drainage Uring | Phiebitis | Sign.

Score Nurse
Mouth 1V N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake : Total E]utpui :

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 T

09:00 pm

\9*¢0:00 pm
(" [ 11:00 pm TUNE] 0

{y ' — -

12:00 am —

01:00 am

Total Intake :  ~<_ A\ | N Total outpm:?aw J

02:00am | a) | = wls

P

g% 03:00am | gl v

\
\-—_Q

& 0400am| - )

N [0500am Qk M| L ail:

06:00am| ~| — + - 3

07:00am |~ !

Total Intake : /f A ley) Total Outpul?a}k(f\-o a

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

Foua WORE - s T MR T e
Date | Time 3%% Route NG | Diarrhoea | Vomit |Drainage | Urine | PHiebitis ﬁﬂ?-;‘g,
Mouth | 1v | NG ‘
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Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake IV Site

=====—" Thrombo- [
Date | Time (ﬁathur]% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phlebitis Sign.

core Nurse
Mouth 1.V N.G
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b \
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Total Intake : <t \ro Total Output : U— ™M—
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oopm| © [TV N ” A 0
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=
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Hospital | ) zzseonss
( FLUID CHART ,
Sheet NO. : ...oceurereereeceererareanaen: )

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.

S v site 2y
*3 Thrambo-
phiebitis | Slgn.
Score | Nurse

i L S

G Imtakel RN CREY U iOutpitiy S
Date | Time | NAWe Route NG, | Diarhoea | Vomiit | Drainage

: Mouth v N.G
08:.00 am
| 09:00 am y
~ " 10:00am “s A T

11:00 am : ) ' -
1200 pm . \
01:00 pm '
Total Infake = t Total Output :
02:00 pm
03:00 pm
04:00 pm -
05:00 pm '
06:00 pm '
07:00 pm
“Total Intake : ) Total Output :
08:00 pm
09:00 pm
10:00 pm ' "
11:00 pm ' ' v
12:00 am
01:00 am
Total Intake : Total Output :
02:00am ‘
03:00 am _
04:00 am ) T
05:00 am ' " o '
-(16:00 am
07:00 am
Total Intake : . Total Quipiﬂ :

L1

Total 24 hys. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / GLINICAL / 092
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" Children’s | o BirthRight
" Hos pit a BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Sfihim, | O ey
LhE Vakn alc b
. . Date / Time 19 6 _
Choose Highest Applicable Score from each Category 1% d h 12 Fall Risk Grading
Score g'rﬂw\ 20— -
History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 Risk Level Morsnth;:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yes 20 20 23| VO
IV / Heparin Lock or Saline m ) Implement
g Moderate Risk 25-50 Modera@e Fall
]mpalred 20 Prevention
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 implement High
Forgets limitations 15 Hiah Ri 1 Risk Fall
Mental Status igh Risk 295 :
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 0N 20 L0
Y (03
Signature -/A’[/\M)%QA\' i
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions ["] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
("] Ensure patients use their prescribed eye glasses if any, in the hospital ["] Assess patient after visitors, leave to ensure safety measures in place
[l Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J 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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HNH-00011812 |P26-00006608 R t‘;//
Mrs PAMMI UJWALA ainbow”
ez seaNed O Children’s & BlrthR'th
yii CHECKLIST FOR THROMBOPHLEBITIS  ~~ ~ Hospital | ke
\ANE  gac)0s
DAY-1 __~ |19/ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E (N[ M| E]N CE)| N Remarks
. No signs of phlebitis / -
1 || Hsivappeais ieaibny Observe cannula 0 O | N | o= M N P A
One of the following signs is
5 gvident : Possibly first signs of phiebitis 1 ’%
* Slight pain near the IV Site / / Observe cannula s \Non l
* Slight redness near IV Site NS My N#- Vay
Two of the following Signs b
3 are evident: ﬁiﬁﬁ;?gﬁnﬂfmebms / 2 - [Jé
Pain at IV site Redness 20 | N N[N WH
Q‘Illigé;? e Taheving agfs 26 Medium stage of phlebitis / /
4 . Resite Cannula Consider 3 .
Pain along Path of caanula N2} Ly | WA
Redness around Site Swelling Treatment / - g (WA Np | A
All of the following Signs are -
evident and Extensive : tﬁ;dvanced fstgge of ph;e:b@s_; ar 42
5 | Pain along Path of cannula Re s}aréo v rlonébop. deb't'S/ 4 {p Al WA
Redness around Site Te S AN SO Ay NG 1\} 1
Swelling palpable Venous cord reatment -
All of the following Signs are
evident and Extensive : Pain ;ﬁ;f;‘ggghﬁzggsoj
6 | along Path of cannula Redness & . 5 NKoa [Ad~ VM
around Site Swelling palpable Initiate treatment Re site '_‘ & W k%? N
Venous cordpyrexia Cannula 5
. b
Signature of the Nurse . _/\\Q,L N @ CRY? @\@)

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 : ...... <. L YWE A

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

ﬂ) | ) — @""’

Signature : .........

Signature of Ward In Charge :
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HNH aaomu I — ;;//g .
AMMI vy, 00008805 Rainbow -
12 'AkA . .
. KA LY 4Meo Children’s ‘BII‘tthght
”/”//”////llllllllllllll/ﬂ/””// CHECKLIST FOR THROMBOPHLEBITIS Hospital | | @ ecomemies
o . DAY-1 DAY-2 DAY-3
S. No. SITE OBSE_RVATION STAGE / ACTION SCORE N E N E N Remarks
E M M
- Np signs of phiebitis /
1 IV site appears healthy . Gbserve cannula ’ 0
One of the following signs is
9 gvident ; Possibly first signs of phlebitis 1
* Slight pain near the IV Slte/ / Observe cannula
* Slight redness near IV Sitg' »
3 l\r"éoeggc}gﬁgonow'"g Signs Early stage of phlebitis / 5
Pain at IV site Redness -, Resite Gannuia
All_ gf tJI:e following Signs are Medium stage of phlebitis /
eviden . ;
4 Pain along Path of cannula ?ees';‘e Catnnu[a Consider 3
Redness around Site Swelhng b reaimen
gyig;;{] géglgﬂgﬁf?s are Advanced stage of phicbitis or
§ | Pain along Path of cannula g‘: sittaréof thrlorgbopl_]cllebltls/ 4
Redness around Site T siie ?““" a onsider
Swelling palpable Venous cotd" reatmen
All of the following Signs are
evident and Extensive : Pain ﬁr\ldvanttl;edhs‘[,t%gg of
6 | along Path of cannula Redriess f r{?T ?pat?n m% i 5
around Site Swejling palpable + é" a el reaiment Re Sie
Venous cordpyrexia annuia
| Signature of the Nurse

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

Signature of Shift In Charge :

SIGNAIUTE © oo Name © ...ooanae P Teererarenenes : S

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

Signature of Ward In Charge :

Signature : .........

]
|

NAME © vvvreriasrassosnsasssemensessassnns RN
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HNH-00011842 - 1P26-00006608 "
Mrs PAMMI UJW. . =~ ®
o2  avameo (P Rainbow ) i e
::,“::m.,_.mmmm Children’s ‘Blrtthght .
IRTHT CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g)rmucorsesms
21 /626 22/8/26
DAY DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE (Y [/ E } W ET NIl MTETN Remarks
. No signs of phiebitis / e -
1 IV site appears healthy Obiservo canhiila 0 0 o @ Y,
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site N D{l}- K AZI.I\
| T DG Early stage of phlebits / . O
Pain at IV site Redness Resite Cannula N @?r h/fL
g:,lig;;? e ToSowing cxwts e Medium stage of phlebitis /
4 o ol Resite Cannula Consider 3
Pain along Path of cannula NB ,O/}\ \
Redness around Site Swelling Treatment Qﬁ 'M\
Al of 10 oloWR SONS B8 | e cage of prts o
5 | Pain along Path of cannula the start of thrombophiebitis / 4 ,[) e
Redness around Site Re site Cannula Consider km\ A 5
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain g?;%‘gggh?ﬁt?so;
6 along Path of cannula Redness 2 , 5 ey
around Site Swelling palpable '(':‘mamltfea““e"t Re site NB- PN np.
Venous cordpyrexia anAuia ‘
Signature of the Nurse (X p@,é \@_f%r_

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 :

-

DT | it MBI § st aases

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

Signature of Ward In Charge :
Signature:...........' A o s
—

NAME: s ,ﬁ»”‘i}M‘
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ety P | Chidran's | @ BirthRight
|‘ 1302&»2 MYaMap . .
° "mﬁﬁnmmmm"”m""” " CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo g0 Sae ey
A ¥ ;‘ * .\ - :\v s i
DAY-1 DAY-Z DAY-3
$. No. SITE OBSERVATION STAGE / ACTION SCORE E | N M E M E N Remarks

1 | IV site appears healthy [\g’b:ﬂf} ?,Lﬁ,','fﬁgms/ 0
One of the following signs is

5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 1
* Slight redness near IV Site Lo '

] Two of dthetfollowing Signs Early stage of phiebitis / )
are evident; )
Pain at IV site Redness Resite Cannula y - W
All é)f the following Signs are Medium stage of phiehitis /
gvident : . .

4 Pain along Path of cannula I;iemtte Catnnuia Consider 3 :
Redness arotnd Site Swelling reatmen L
g\lrlic?;r:? ggg"é]:éﬂiﬁég?s are Advanced stage of phlebitis or

5 | Pain along Path of cannula the sart of rombopiebis / 4
Redness around Site h O 3
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Fxtensive : Pain ,?]dvanced ?t?)g‘? of

6 | along Path of cannula Redriess : ,rt?’?b?phte m% " 5
around Site Swelling palpable nifate treatment ne site Vo
Venous cordpyrexia Gannula ‘

. " Signature of the Nurse

Signature of Shift In Charge :

SIgNAIINE & v serr s sssssssa e ens NAITME © ceeeritee e enssssems e ssrens :

---------------

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

Signature of Ward In Charge :

a

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

SIgNALUME & «oeoveeeerresnenerencerensasesmnsnasenesnens NAMG | oo errecreen e rens e resnsrens
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BRADEN 'Q' SCALE
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Rainbow® . o
Children's | @ BirthRight
Hospital .av RAINBOW HOSPITALS
It takes o ot 1o treat the ftte. Your Right to a Safe Defivery

Date :
Time :

J
[alh 149

AR
MR

WPpanl g

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:

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

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

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf
without assistance. to completely turn self independently. independently. l/\ q
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 : . ) ; . 4 : .
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

Mile | 8|1

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands,

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

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

ski;(;s“::cmgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
® rnoisFt]ure Dampness is detected every time 8 hours. every 24 hours. V \T
patient is moved or turned. ﬁ\
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual
food intake pattern

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.

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.

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.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position \,{ 3 5
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down. \1
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 1012 |

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

Moderate Risk : 13-14 | Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

S| £

;9&\9




- J' |
. Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy refermal for advice
\ 4 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 Alterna i |
, Manage moisture, friction and shear ernaling pressure maliress overiay
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
v Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk In addition to reguiar turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS -
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*

Date:[go/6 [/l 21 /6026 12 (/6 U
Time:| g A "j!‘ ™ME |2
mmobile: 2. Very limited: 3. Slightly limited: 4. No limitations: C2l-
Mobility voes not maxke even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in (1
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. k‘\ \f
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; |
e 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c;::;t:ig:igﬁgg? Ebm(‘] bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

—<

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirﬁs\gcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
% rncis?ura Dampness is detected every time 8 hours. every 24 hours. 2
patient is moved or turned. LN ?,_ (1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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."

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more :)\

food intake pattern

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.

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.

(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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

| Not at Risk: 19-23

TOTAL SCORE

2.0

Evaluator's Name

Ry




severe pain or with additional risk factors.

i y -
Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
’ : Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating bressure matiress overla
Manage moisture, friction and shear gp y
. 1 , 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
P 1314 7 Moderate-Risk . Gel pads for high-risk areas
« Position patient at 30 degree [ateral incline using foam wedges ,
Alternating pressure mattress overlay
» Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
+ Make small shifts in their position frequantly Alternating pressure matress overlay
- Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Date :
Time :

(YR IPAY)

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

N 224724

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Mobility x 4 5 ; ' ; o - =
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \‘r L/
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Badfast: Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: 1_( Lr

Sensory Perception

1. Gompletely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

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 almost constant
thrashing and friction.

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

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

skirioisvg;mgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
XD Dampness is detected every time 8 hours. every 24 hours.
to moisture A
patient is moved or turned. (‘( L{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \ '

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<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
e < 95%; hemoglobin may be

<10 mg/d|; 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 | Not at Risk: 19-23
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Support Surfaces

Risk Score Category Action (Please Note: Only requirad for children who are deemed at risk due
1o altered mability, consider occupation therapy referral for advice
VWV 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 Afternating pressure mattress overtay
. Manage moisture, friction and shear ap
r Advance 1o a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “Al 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 mattress overlay
v Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
o Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay

pe—— e




g b

D 4 ) 2z
HNH-00011812 P26 ) ) Rain bOW . . ™
Hrs PAMMIUwaLa i Children’s (L BirthRight
Or. KADIYALA RaMys 1ot 20 Hospital .Bﬁiﬁ’w
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= : Modifying | Patient / Family .
vaic w0 10) Location Duration Acuity Character Factors Educated 'Inlervention Sign
\b\-ﬁ, () [ Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes VA @/
\Cb }J‘n’\ © Il@ ’ 7 Intermittent | 7 Chronic ] Aching [ Burning | [] Decreasing | ) No VA
T - - < A g
1 Continuous | [ Acute (] Sharp 1 Dull L] Increasing ] Yes =)
\9q \ é‘ 7@ 'S AreY O \'\ 1\ J\((/WL_/]D Intermittent | (1 Chronic (] Aching (] Burning | [] Decreasing | [J No =N
[J Continuous | [ Acute [ Sharp ] Dull [] Increasing [J Yes /LJL4~ | b
lC/ / g hL 1 O'mf” £ )\ o Aﬂ U Intermittent | (7 Chronic ] Aching 71 Burning | [J Decreasing | T No %ﬂéb
‘ g 1 Continuous | [J Acute (] Sharp [ Dull [ Increasing | [J Yes Ka;ﬂ-\
la [ fhdl oo h 9 ]\{ w?u Intermittent | [ Chronic [ Aching [ Burning | (] Decreasing | [ No Q@Q
; j ") Continuous | [ Acute (] Sharp - Dull [0 Increasing | = Yes ERZrE ] '?.
l aLL )% £ p | € I[JD Z\L L Iatermittent | CJ Chronic (] Aching  [-] Burning Wsing [J No Wi C&‘m‘
v [1 Continuous | ] Acute ] Sharp (] Dull "I Increasing | [ Yes e
I‘”LIZ(D IOPTT) o|lo ‘N# | Intermittent | [ Chronic 1 Aching [ Burning | T Decreasing | I No o (@
£ »(CY\‘Q& [ Continuous | ++Acute ] Sharp  +-Bull Ul Increasing | +HYes ol |
19 / 626 | 2R ,5“}3 ¢>§He_ ,Q_mtermittem ) Chronic ] Aching (] Burning | &-Becreasing | I No rab® Qicls %CB'E
] Continuous | [J Acute 1 Sharp (] Dull 1 Increasing | [ Yes Tob ! T¥amadad
. D " :
fo / b /% 9‘*]99 0“ 5"‘\"&’ ] Intermittent | [J Chronic (] Aching (] Burning | [J Decreasing | [ No '
qD (] Continuous | [ Acute [] Sharp (] Dull [ Increasing | [ Yes e
Oréﬁb \'D")u O’ to \c (] Intermittent | [} Chronic (] Aching [ Burning | [J Decreasing | [ No P Q@
o)lb Mz;;p (] Continuous | < Acute ] Sharp  =-Bull () Increasing | [ Yes —tap! -~} 9 Caf—g
2\ }‘ }'36 IU’ IO L= Intermittent | [J Chronic (1 Aching ("] Burning | ~=-Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.
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{ PAIN ASSESSMENT TOOLS \

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

N J SCORING
CATEGORY : 7
. I 0 1 ¢ 2 ! \
-, | __ .
. . Occasional Grimace or Frown, Frequent to constant frown,
Face \ No Particular expression or smile withidraw, Disoriented guivaring chin, clenched jaw
Legs Normal Position or Refaxed Ungasy, restless, tense Kicking, or legs brawn up
| Laying quietly normal position, Squirming shiffing back and .
Activity mgveg gasﬂ; » _foqrm; lengse 9 Arched, right, or Jerking
Numerical Paln Scale (Obstelric and Gynecology) :
I I 1 | 1 L 1 1 1 ! } Moans or whimpers occasional Crying steadily,,screams of sobs,
i 1 i 1 1 i 1 1 1 i ; Cry No Cry (Awake or asleep) i ‘ ik '
o ' > 3 J 8 6 7 s o w1 0 cr?mplaml . frequent complaints
No Paln v Possios Pain . Reassured by occasional toucking, .
Consolabilty Content, relaxed hugglng, or being talked to, Difeuttoconsoleor comrt * 11
distractible N \ :, e
Neanatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal ' Paln / Agltation
- Criterla
Wang - Baker {Pediatrics) Above 7 Years 2 - 0 ' 1 2 { I !
' Crying No Cry with painful | Moans or cries Appropriate crying Not| frritable or crylng at | High-pitched or'silent-
. ‘0 Irritability stimuli minimally with painful| Irritable «| intervals consolable | continuous cry
0 3 o ot 8 3 10 stimull i ¢ ' |sInconsolable - R
NoHut ¢ HurisUtioBft -HunsltleMo  EvenMore  HunsWholelot  HusWorst | Behavior Slate | Noarousaltoany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, Kicking constantly awake
stimuli stimuli gestational age Awakens fraquently | or
No spontaneous Little spontangous Arouses minimally / no movement
1 movement movement (not sedated) f
Facial Mouth I lax Minimal expression | Relaxed Appropriats | Any paln expression | Any pain expression
Expresston No expression with stimull intermittent continual
Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | intermitisnt Gontimzal clenched
Tona Haccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
! tone Normal Tone of finger splay splay
; . « | Bpdy is not tense, gody is tensg | . .
' ! - P * AN AT
' Vital Signs HR | No variabilty with | Less than 10% Within baseline or ~ [ Increase 10-20% | Increase greater than 20% from |
R, BA 8a0, | stimoli variabllity from normal far from baseline baseling, Sa0, less than or y
Hypoventilation or | baseline with stimull | gestational age GaD, 76-85% with | equalto 75% with stimulation -
apnea stimutation - quick | slow recovery Out of sync or
Tecovery fighting ventilator

\ ~/
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Dr. KADIYALA "‘”‘30 ﬂgime‘ah _ BY RAINBOW HOSPITALS
I [l il ”m””” ’”" ”"” __— | PAIN ASSESSMENT FORM

Your Right to a Safe Delivery

Scof . ? Modifying | Patient / Family . .
_10) Location Duration Acuity Character Eactors . Ediicated ‘Interventmn Sign
/ /}0 | '(DJ [ Continuous | [ Acute ] Sharp 7 Dull [J Increasing | [ Yes . /A, W
o2 4 Mﬁ* ] / o bl ‘:&Q | [ Intermittent | 1 Chronic ] Aching [ Burning | (] Decreasing | [ No ’TCLL ATyam défm{]
J Continuous | [ Acute [ Sharp 1 Dull [ Increasing ] Yes /
3&\\,{, ‘ Y,U ]\)PI 0o [ tD — {J Intermittent | [ Chronic [] Aching [ Burning | (] Decreasing | [J No \\)JA’ ' - ‘@ l/
[J Continuous | [ Acute (1 Sharp [ Dull [] Increasing 1 Yes | -
/{/ b o | — [ Intermittent | [ Chroni (1 Aching [ Burning | (] Decreasing | [ N o y
YR vk ‘J-F o ] Intermittent | (I Chronic i) g ecreasing 0
("1 Continuous | [ Acute (1 Sharp [ Dull L] Increasing U Yes
[} Intermittent | [ Chronic (] Aching [] Burning | (] Decreasing { ! No
1 Continuous | [J Acute ('] Sharp [ Dull 1 Increasing 1 Yes
(1 Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing | [ No
{_] Continuous | [] Acute [] Sharp [ Dull (1 Increasing L] Yes
] Intermittent | [J Chronic ("] Aching [] Burning | ) Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes
(| Intermittent | [ | Chronic 1 Aching [ Burning | [ Decreasing [ [ No
] Continuous | [ Acute [ Sharp ] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic "1 Aching [ Burning | [] Decreasing | [ No
[J Continuous | I Acute 1 Sharp 1 Dull [ Increasing [] Yes
[ Intermittent | [} Chronic [ Aching 1 Burning | ] Decreasing | [] No
] Continuous | [ Acute [ Sharp 1 Dull [] Increasing | [ Yes
[J Intermittent | [J Chronic ] Aching 7 Burning | [] Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
" For post-surgical patients, patients with chronic pain, patient with severe pain:
1)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerlcal PalnScato {Obstelric and Gynacology)

O ——

No Pain

L]

No Hurt

Hurls Littie Bit

1
3

l
4

Hurts Litife More

]
5

]
[}

Even More

1
7

] LB 1
B 8 10

Worst
Possiia Pain

Wang - Baker (Pediatrics) Above 7 Years

CO®® @

&

10

Hurts Whole Lot Huris Worst

wu

’ SCORING
CATEGORY N
0 " 1 . 2. [
Ko Paricu ; " | occasionat Grimace or Frown, Frequent to constant frown,
Faco 0 Particuar expressian or smilg withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
' Laying quietly normal position, Squirming shifting back and
Activity mg:feg ggsﬂyy o fncl['ﬂ'l'. tenge 0 Arched, right, or Jerking
Moans or whimpers occasional “u‘Cryinb steadily, scr'eam§ of s’ﬁbs. ',u,
Cry No Gry (Awake or asleep) complaint . requent compiaints
- Heasgured by pccasi&nal touching,
Consolabiliy | Content, refaxed hugging, or being talked to, Difficut to console or comfort
distractible
Neonatal Paln, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 ] 1 2
Crying ) No Gry with painfil | Moans or cres Appropriate crying Not] Irritable or erying at | High-pitched or silent-
[rritability stimuli minimally with painful| irritable intervals conselable | continuous cry
stimuli ) Inconsolable
Behavior State | No arousaltoany | Arouses minimafly to | Appropriate for Reslless, squirming | Arching, Klcking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontansous Littie spontaneous Arouses minimally / no movement
movement maovement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No prasp reflex Weak graspreflex | Relaxed hands and | Intermittent Continual clenched
Tona Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
o Body is not tense Body is tense
Vital Signs HR | po variability with | Less than 10% Within baselineor | Increasa 10-20% | Increase greater than 20% from
RR,BR 8a0, | simuli vayiabllity from normal for from baseline baseling, Sa0, less than or .
Hypoventilatiorl or | baseline with stimull | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator‘
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o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance [] Improve Activity Tolerance (] Maintain Good Nutritional Status [} Maintain Skin Integrity
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nnnnnnn Your Right to a Safe Delivery

[Z1 Maintain Airway and Oxygenation

[*) Relieve Pain & Discomfort

[] Maintain Fluid Balance

] Improve Activity Tolerance
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Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Goals

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

[ Relieve Pain & Discomfort
[ Prevent Infection
L1 ANY OHIBIS. SPBCIHY. ... oo eeee et et ee et e e et e et e e ettt

] Maintain Fluid Balance
[ Meet Elimination Needs

1 Improve Activity Tolerance
1 Ensure Safety

[J Maintain Good Nutritional Status
[J Early Ambulation Reduce Anxiety

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

Time

Plan of Care

Time Implementation Evaluation

Re-Assessment

Nurse Name
& Signature
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NURSING SHIFT HAND OVER FORM - WARD

M

-

TredtingiDOCIOr; cuosmmsmmmnnnrmmnmmnse (81157 1 1]115] || e Date of AMISSION: .....coernsricrrsiecns
Z | Diagnosis: ' Any Infection: C1Yes CINo TTNot Known
g i You SOaeilYy . vicnmnienimunsimtimmis
» ‘\ru ,\ Q \,La .\.\f \{\.(
2 | Area 3 AQ\, A\ e b P
2 st Tme._| V0 - 1 2 1279 Poaen B |7
=} o7 V N G *
% | Medical Condition
= | (Any special condition to be noted): NW ‘ ,p)— (\_N}/ ,

Allergy: I 'Yes @n{ JYes tﬁ\io L1 Yes &TNo | L Yes_No | Yes &=No | O Yes CLNO
Tubes/Drains/Catheter: = Yes #7Rio | Yes T No |0 Yes 2o [1Yes No [T Yes rTNo | O Yes [iNO
Vital Signs: Temp: | 1307 off | G0 | ap.nd by U
= Res:| 20 | o0 22 | Joblm o\ | Pbay
z S00: | 401" [ gy | e/} Qay. | a4t | 49
2 Puse: | 4O | 0y Qo | Qthlnlazhle | €3
2 BP: 1\\0 |90 \WOVI0 | vaden [1H (40 [ydbo ([
Fall Risk Score: 1) o 0 D -
Pain Score: | D ) 0 0 [S) _,,
Safety Needs: "1 % \f ﬁ'}) VA NaY) U ¢ Ve —
i Physiotherapy | Yes £TNo DY\éS gNo O Yes HNo | O uesgﬂ\lo O Yes-=No | O Yes W0 |
é Others Specify: - - A = sl
2 Special Diet: | Yes TG |11 Yes “No | = Yes &0 |0 Yeg-=HNo | [ Yes =0 | LI Yes /=0 |
E
& |Other Special Orders / Medications:
o — _ . x
— e e
Post Operative Procedure Special Orders: — h - o - —
Handed Over By Name : \/‘-QDL\.\QCC © @W ?wﬂPﬁ . Mg\&ggj
PR LT e [ Riwg, _
Signature : 4 g )C ('b Q&U i /';Lf ) K] L@
Date: 9\-‘9 e \‘ﬂfuf 167!6 e ﬁ!érﬂ,l. 120 6% | 2 [0/7/
Tine: a g)\‘ rﬁﬁ[’/\ K | &8 | 29 3P
(2
Taken Over By Name : s \"\0'3({/‘”('? i\ﬂ%{'ﬁ} Q@N Yo M
Signature : ' )KV‘ ) Qﬁ) Ty (d\.if
Date: |AL6IA | hg \sla | 1 [g]% (201626 | 10 ¢ 4 SDII26
Time: SVt A~ | Qo [ Bon [ Qo | Epm
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AURSING SHIFT HAND OVER FORM - WARD
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Your Right to a Safe Delivery

‘BirthRighf

Treating Doctor: - L e Department: - Date of AAMISSION: ...covevrrverrreersrenens
Z | Diagnosis: ' Any Infection: C1Yes [INo [ Not Known
= If Yes SpeCify: ...cooveeriieeciicceeeecveeee
E Leig

. - i §°\ AL | P Q'\AVG
2 | Area. 13 2116 A\
= M Shift Time &(.‘k’ Ny 22 2 I*L\WY,.&%
% Medical C(;ndition e
= (Any special condition to be noted): .
P~ p e
Allergy: O Yes.2No | O Yes-=Ho | O Yes,a’ﬁb 0 Yes [ N}ZYYBS =No | Yes T No
Tubes/Drains/Catheter: O Yes.=No | I Yes ©No | 0 Yes = No | O Yes D‘il-a*ﬁ(es 2No | Yes O No
Vital Signs: Temp: | G -9‘?{ -0k A & A8 Y ladyd—
= Res: | Q0bhpgoble | Foby 220/ | gobin
g Se0: | 1p0Y. | A 4 | 2/ | \eos,
2 Puse: | @0 plog plen | FA4Lny (160> | 2w
2 BP: |11t /22 |1o/fe [0 [ 119]T6 (106l
Fall Risk Score: — — — G —
Pain Score: | — - = =
Safety Needs: | | Ly lre S ) D)
@ Physiotherapy (O Ye':s HNo | Yes LNe | O Yes (No O Yéﬁ D)ur [1Yes (1No | Yes CJNo
g Others Specify: — o - = -
E Special Diet: |& YesLyJo O Yes o | T Yes U‘ﬁo O Yes @/No/ O Yes SNo{O Yes CINo
E
& |Other Special Orders / Medications:
g - o~ | 7
Post Operative Procedure Special Orders: -_ — < . =
i
Handed Over By Name : N ;}“\%/ g& y
AL~ %\‘J"‘,f\ \‘%" 1 (Dv‘/y\
Signature : @ (ﬁ ™ W ( E\( ﬁ
Date: Alphe Q808 | Q1[a)k | ABC | 22/6°
Lt 'Shm| 26 sg«ln b | Ly | Feo
Taken Over By N : : GMJ ! 1 '
aken Over By Name WY N\n [”' ﬁ\l We,
Sonatre Q¥ T M-y DY
Date: \[6n8 gilbl | 206\ 9> (645
Time: Shmn Qe @’lb + )
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Hospital BY RAINBOW HOSPITALS

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

)

Date of Admission: ‘g[B ...... 3‘ b DG ANBIHBS: < ririvmsssiireimretimes mre st inmsnt ._,E'Nm\m any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.
NURSES

1) Right Patient

2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

Date

DRUG: MP Aot

Dose Route | Frequency |Start Date

Tir;oe

=

DoWnature Valid Period F%Sf
/ /

k%

Additional Instructions:

o (we O

T
V)

Date

DRUG :

Dose Route | Frequency |Start Date

Time

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date

DRUG :

Dose Route | Frequency |Start Date

Tige

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

v+ Dhakshayani
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) . -
REGULAR PRESCRIPTIONS  Weight. %A Ward. ... A

DRUG - TN (€ PotRximC

T\ R

- AQ payLIa/

Dose Route | Frequency (Start Date| ’%w
AGM | T | Rp [ a\s ANTTVTRY
Name & Signature of the Doctor ' 5 /
Starting the Drugs: 0 \\_\ ’J\
- N!LD- VE S IO S 4 —

@B' ~ it AP ML VY &

Additional Instructions: o B ¢ N 6
\ f I p B v

ATD

Daily Doctor’s Endorsement by a Sign

DRUG “TAR - PAAC eV DL

Dose Route | Frequency |Start Date

o | W |barvy | 1los

Name & Signature of the Doctor
Starting the Drugs:

B Demvigerua

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG ;" AR “TRAMADE L

Dose Route | Frequency [Start Date

tov o [&yewy | Al

oo n&‘ﬁ\%} U
L AR
NJ

Name & Signature of the Doctor

Starting the Drugs: /":{‘J § r
R TRmywtewa X v

Additional Instructions: L

BN, & /

L y
Daily Doctor’s Endorsement by a Sign \ P
) . Date} ) N \

DRUG : PR - DICAOr g joat Time m\\m\@\\ '

Dose Route | Frequency |Start Date

oy B ey |Alsy

Name & Signature of the Doctor
Starting the Drugs:

K D VINECTHY

5 of
]
a2

3

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

| .Blrtthght
Lov

REGULAR PRESCRIPTIONS i

o

!
(

Dose Route | Frequency Stan\l?
il
Starting the Drugs: a e

Sheet No: .............
 DRUG: I %NTUW\%XDL%\,
W WV [ @D
Name & Signature of the Doctor
a8 YV \jgz/ ‘ :
Additional Instructions: = v

Daily Doctor’s Endorsement by a Sign

Dat
DRUG: TAQ - PARA CeTHrOL T-aeé']‘)\t
=) 73> Dose | Route | Frequency | Start Dt.
19 | flo ™D 9ols 2]

Name & Signature of the Doctor
Starting the Drugs: ﬂ g

Additional Instructions: \

P B

4=

o

Daily Doctor’s Endorsement by a Sign

. Dater
DRUG : 7T « Ppasropppa2 0 Le- Time 2\\/\ )

Dose Route | Frequency | Start Dt.
DR flo oD [l

Name & Signature of the Dogtor
Starting the Drugs: ﬂ i I

Additional Instructions?’

akshayani

—

6 Y
ot
[P

N4

Daily Doctor’s Endorsement by a Sign

. CefCY 1WA - Date

Start Dt. 1

20{e/2

DRUG :
Dose Route | Frequency

oo Plo| BD
Name &)Signature of the Dq{or

Starting the Drugs:

rifted by

| §
' 8

ve
Dr. Dhakshayani

Additional Instructions:

A 2peo

Daily Doctor’s Endorsement by a Sign
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Sheet N ............ REGULAR PRESCRIPTIONS  weigniQA° " warg \Dn’/
prug: SNP: AscoRLL  [Dar A T\

Time[1™)
Dose Route | Frequency StaTEt_ o
\O"‘\ PO | T\D |Qeld hanl||AD

Name & Signature of the Doctor
Starting the Drugs: e N

@D" [ WF

Additional Instructions: ° \

\\Q“W\% /
/

: Date
DRUG : __[Time

= =

Daily Doctor’s Endorsement by a Sign

\ 4

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

v

DRUG : e
Dose Route | Frequency | Start Dt. y

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: A

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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j@e I Nurs‘e' Sig I Nufs:’ Sig. ] Nurs& Sig. | Nursg Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do s Dess e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose = oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu'le [ Nurs:Siu. I Norse Sig L Nurge Sig. Nursg Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor bass e - s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose = pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time | Medication D?,?:gﬁ c%i(glﬂs]er Route Signature Nurses
Q L, Trl PANTOPRA20- . @ /[aﬁ
! \ Q~30Hm = d-om( RN 9
Tl e TolloPRo- i %7/
Q\6 | 4.20m roe lomM§G v | @ /9 T
20 A B
tQ\L’ W3o T DUWLColhx ATHR o @ [P ST
8\(3 V0 o T-PONTOPR pace m e @ . <2
a5 |\ ey oyl
20| Do TER e - i
[81L \\v ?(f‘\ PSERLUS ATLaN —3- PM @ ""’Pl' :\_F;..
10-D2-Pyry M- OXFTDCH N 7 v A Fuz [
M hzj' il == l s £ S |
Alop | IDosAm WITRARCXAME 14 1 v i Lot
| > AUD — | {fate~
Acam NI OND v Ko
Yloe [I0-1cam INCETRN 4wy | 5_ =
cann N3 Ng| 0-2 v o
] 5, 10 1A 00| NI MERERG! W) :
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pats | Time Composition of .V. Fluid Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

Route

(It infusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
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STAT / ONCE ONLY DRUGS . ¢f.qd,.

T e S SheetNo: (1)
ot | W | weoowmor | OSSESOWER[ [ SGWIRE__

=
\os [D;MWP.DWLEUAL 16D g Pe L | @/,5’%
aloe | yp- )oﬁil/IUPPiIQAchDDL 1D g Pe b 3 J@% %
l°l\0(= o?.'QOPH ‘ﬁg-FlJRCLQEMIDG 10 wag IV A\./zl){a CQ‘A:LE*'S
1ale. Cltao;mlhﬁrf’mcemmou 19 d I %ﬂi‘l@ ®/5
O ol AT i s loumg Y Q ; §< \x}(
228 |5 g TN BLfk abon | Anle PN [ (o~ |
24 [ore | PG & P (D @O
91\b 5}@ Tab dHudeelax o lablt PO ﬁ»)ﬁ/ y/
22le | ym @@
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e tuiCATION RECONCILIATION FORM
DG PHOIGIBS. cvssiissiiis o ribivisaavosimass s et iaises s ,‘Z’lﬁ known any Drug Allergies

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

Shifting FIOM: ...oeecece e ShHBAAO: <..ovocinmsenseimmssiimoemimsmssaaingssseis

SNo | (GENERIC NANIE CAPITAL LETTERS) | (g, meg) | (PO, NG, SG, v) | FREQUENCY | D28t TE08 %ﬂ?%l':g

N 1] T PReN ATAR Po oD \Q\Q Oc [2c
2 | T-chLciem ATAR | R oD \8\{3 0Oc [28C

3| T QUOEMET SR I sceg | PO ep | wlé |o /06

4 Oc ODe

> Oc¢ COoc

6 Oc doe

® |7 ¢ Doc
8 ¢ CInc

9 Oc CODc

10 Oc Coc

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

DOCLOr NAME & SIGNALUIE © 1. 7227 ceovmeereerereomeseeneremssssssss Sreresners A
Date & Time : Rlatl2 026

Nurse Name & Signature: ..

Docu. No. : RCH / FRM / GENERAL / 090
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[ Patient Name & UHID No.

HNH-00011812 1P26-00006606
Mrs PAMMI UUJWALA
12:02-1902 34Y4MTD (F)

Dr, KADIYALA RAMYA THEJA

Date & Time of Admission

\8 [5126 s

Date & Time of Transfer Order

\q}e /’}6 “, 3 L3

IO Tansfr Ordred by Reasan for Transter
- Dua plosenvoation
From Unit To Unit Information to Attendant
Yes| | B
L YK Room K 30«:;) >

Number of Sheets in Clinical File

)

Number of Imaging Films

G-

Personal belongings including
clinical documents. If any handed

over to attend
Yes | No| |

If yes, what ?
N -
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
! B wod —— |
2.
3.
4,
8.
Shifting Summary / Notes Written by Doctor . Yes|[ | No[ |

Name & Signature of Person who is Transferring

N8 Mpoddts.

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Py Dwa.
‘.NM "?{6'“"@ 3:'1,0(\\

Date & Time of Patient Received :

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

[ ] Unavailable Bed

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

| | Nurse not Available

|| Available Bed not ready







ey

HNH-00011612 IP26-00006606

Mrs PAMMI UJWALA

12-02-1992 MY4MTD (Fl A
Dr, KADIYALA RAMYA THEJA =

X

R {1 Chitdrans | @ BirthRight
CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: 'D Q&mﬂ& ' Date of Delivery: 19, &6 2@16'
Assistant Surgeon: 1Ny | M Time of Delivery: ~ \ Qs 0 | &)
Anaesthetist's Name:  ){ . U\?’\g_aH\g\ ; Gender of Baby:  MMLE
Type of Anaesthesia: Sp-l‘N,J \ Weight of Baby: L4} &b qm>
Neonatologist: 7% A nuslra. AGPARScore: S, 9V
SorubNurse:~ By Qs Swehacfa - NICU Admission: [ Yes v=G

a1
Pre-Operative Diagnosis: C(zpl LT 2k t Cbm OHA‘TE- |P1w (Kes

\_}‘?\ﬁétive 1 Emergency Indication: IP‘-’/\'L&(.A, .................

Urgency
] Immediate Threat to life of woman or fetus
(1 Maternal or fetal compromise not immediately life threatening
—=+ No maternal or fetal'comp'romise but needs early delivery
(] Delivery timed to suit woman and staff :

G D RS, B Y] PO SR T £ (] S
CTG Description: ..........cccocevveueernes P, e R O e s L e et

If there was a delay GiVe the TBASONS: .........ciieieerieririieier ettt s b st an st ane

Surgical Procedure: ¢ (H\F@ Lowtn C"jﬂ\&b\}‘ C&Mﬁ Cec hom
+ B TukeCTOMY,

Post Operative Diagnosis: Pob-O Vz.la— T C'me

Peri-Operative Complications: -

Amount of Blood Loss: - Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 ! (PT.0)




Examination Findings when Appropriate: -
Presentation',ZC?{)halic [ Breech LI Other ..o, Cervical Dilatation: ....... B cm

5th Palpable: ..oooooocooooeeeeooose NS FEtal POSTHON: .....oovveeeeeeeeree oo
Station: ,Z/S 0-2 O-1 00 O+1 O+42 Moulding: =Hone [+ [++ [+++

Caput O+ O++ O +++ Meconium: == None [+ [I++ [+++

Bladder Catheterized : _L+Yes 1 No Urine: —=€féar [ Blood Stained

Skin Incision: ‘Bﬁr’mensteil . "] Transverse 1 Midline O Other .....- Y. W.oWAS T ...

Uterine Incision: \_-Tower Segment 1 Classical (1 Inverted T 1 J Incision

Previous Scar: \/h‘it/ "Zlynedout L] Ruptured 1 No Scar

Incision Through Placenta: [ Yes L\ — QN CELAA §| am

Delivery of head: Aanual ] Forceps L ’ *K)
Liquor: % L] Meconium: 1| an CHIE CIBlood L Offensive Z/ Not Offensive
Delivery of Placenta; ' O Manual  \ZCCT o, \yfcgﬁlplete 7 Incomplete 1 Piecemeal

Cord Appearance: ............ccccevevevenenes N ...................................................... Cord around the neck [Yes [ No

Appearance of placenta: ..................... o Nowsd Cavity explored E’{D No o
Uterus, tubes and ovaries: " Normal 7 Not Normal Sterilization: \,)r'es/' <INo

17t tzr
—

Uterine Closure: 1 One Layer \.Lxlw/o'Layers \/i Al b~
Peritoneal Closure: P Pelvic ] Abdominal 7 None
Sheath Closure:

Fat Closure: w{ “INo

Skin Closure: %Sﬁ:uticular L] Mattress M,O ...... U"](’] ................. Suture
Vagineal Evacuated \z@ 1 No

Drain: O Yes. \E.—No” CIRemMOVe N .4 ieannitins days -[!Await instructions
Ctheter \_E”KD No, ' CJ/REMOVE il .......ocvveserrvanrenen days “-—=Await instructions

Swap & Instruments count correct? GwYES/ L1 No [ Post-op Antibiotics “=Yes [INo
Intra-Operative Antibiotics Cover: MS No [ Thromboprophylaxis ~ OYes —F1No

POST-OPEIAtIVE NOTES: .....cvcuiiveriirisiitisieiireeteseesess geseseesssnsssssessssesessasesseseseeseseesasessassnsesansesene s sssesessesesssesesesensensesenessanersanans

- NBD, hU bhous.

Doctor Name: . pﬂl/ﬂf\y"( ................. DOCHOF SIGNAUTE: ..ccvvoeeeeiiiveneseenssss s
Date & Time: . /9 é .



SURGICAL

|
l Anaesthetist : ....... &7 .'
SAFETY CHECKLIST | Scrubﬁl:lurse:..qu,k

HNH-00011612 IP26-00006606

Mrs PAMMI UJWALA
12-0:-1»2 MuY4M?D  (F
ALA RAMYA THEJA

"k,
. Date : Icf ﬁt% . In-time :

- Age : 3&1 . Gender : FI -

. Surgery Name :
v QUEEIME e

aN
= -
BirthRiy.t
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s
Hospital

it takes 2 ot to treat the Mk

~h3CA...

' Rainbow’

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time.. A: 24 4m TIME OUT  Time......... /... Ly0P) SIGN OUT  Time: [ 4047,
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ees CINo introduced themselves by Name and “"“’M No The Name of the Procedure Recorded ~ (1Yes [INo
Site aP1es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Neede .
Procedure =Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) \/E‘ﬁs' [INo [JNA
Consent LLEs CINo Correct Patient (Check ID Band) )éfﬁm No The Specimen is Labelled (including
Site Marked tHés CINo CINA Correct Site Cyes CNo patient name) es CINo CINA
Anaesthesia Safety Check Completed verfes C1No Correct Procedure I }fa( CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning £.¥eS ©'No Anticipated Critical Events Problems to be addressed CYes 9‘(0 CINA

Does Patient have a:
Known Allergy? Yes
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available ClYes [iNe™

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

WMo~

CYes [yble”[1NA
C1Yes A0 £ NA

ba’@f_wo CINA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

NAME :...ooooveens DM

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, | v
Anticipated Blood Loss? [

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? }X&éj No CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? “1Yes CINo CINA

Is Essential Imaging Displayed? OYes CINo CINA

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

SIONAMIG ©.iovicsiinisinnins %9‘”7 .............................
NAME oo %wnﬁ@%{j@vﬁm

es CINo CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? CYes CINo

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







HNH-00011812 1P26-00008606 .

Mrs PAMMI UJWALA

I\

1202 -1002 34Y4MED (F) —— Rainb..bw@ .

ADIYALA RAMYA THEJA 1 Children’s .Bil"thRightM

B T — Hospital _ | () Zomentucoms
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: [Q \ é\ 26 -

Baseline Information:

Admission From: CJER [J OPD \mon Desk [ Others, SPECIfY .....cccovvevveeeierecree e
Primary Language: @}eMg( LI English L Hindi (] Others, :SPBCHY ..cvuwsosmnssnmins cssinessasuesnsasiss
Doyourequireaninterpreter? [1YeS [INO  iYES SPOCIHY ..ccvvceivuicsivivisiiiamssiriinnsisassmssivivnssissisivnnssnssiasassassssassntsaennsinsassasss
Source of Information: [ PM L1 Family L] Others, SPECITY ....eoeeriieeeeieceiceeeeet e
Allergies: [1Yes [ No [J Medications (] Blood Transfusion ] Food [} 0ther: o
IEWBS  OBIIEITY ...ttt sae et e eae e e e et st e easeeaeeseens e e e s e esseeseassensensene e s e enseraeessenteeneeenterneense e
r .
Chief Complaints: ................... @bES‘Q’YV\O&%)@ﬁ, ...... Doctor Notified on Admission: J'.Lmo
................................................................................................................... Name of the Doctor: gf;)qa\'\z eMmM....
................................................................................................................... Time Notified: QSOEP
Past Medical History: Obtained From [ Patient [] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Mensirual HIStOry: .........ccocenimemmniiiaesinniis ‘Caesarean Section: LINo [ Yes Contraceptives: [JNo [1Yes
1 \&h‘*“\ .............. Cervical Cerclage: =INo [ Yes Vaginal Discharge: <TJNo [ Yes
/
Onsetof Menarche: ... s Ectopic Pregnancy:-=TNo [ Yes Post-Coital Bleeding: T1No [ Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: ~TNo [ Yes Infertility: “TNo [Yes
Last Menstrual Period: ........cccoeevveveevnenene Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G 3. P \ ...................... RO — A
Previous LSCS: ............cc.o.cco..... .. - SRS

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

Family History: [=-No Abnormalities Detected
L] Heart Disease [] Hypertension [ Diabetes L] Stroke L1 Seizures [ Kidney disease

LI Liver disease CTUOMYBE: 5.55s smmsvssiimusussononminss g ses s soumiosba sy v s SR s TR o N A s A e S B T s s
Vital Signs / Measurements: Temp: ‘Tg‘é F‘ BR: i Cj b RR: ... 2 10...
BP: ...1..\:3...}.?/.”0 Weight: ............... Gl S BMI: ...

Pain Assessment: Pain: [ Yes EW((H Yes, complete the Pain Assessment / Reassessment Forfn)

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




/

HNH-00011812
NMrs PAMMI UJWALA

12-02-1882 unusn
Dr. KADIYALA RAMYA T

I llllllﬂﬂllllllllIHIHHHHIﬂ PHYSICAL ASSESSMENT

General Appearance; hy 11l looking 1 Anxious £] Agitated [0 Ohers: ....ovceeeeeeercnieeennns

IP28-00008608 [

-

Fall Assessment: 7 Yes W ................... {complete the Morse Fall Risk Assessment Sheet)

Al B N &2
Risk of Pressure Sare: [ Yes Mre ................... (complete the Braden Q Sheet) ©

FUNCGTIONAL SGREENING: If apatient needs assistance with?vfny of the following inform consultant
L Mobility problem L Walking Problem QNp’(tmmmality Detected

LN

a Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria -

NUTRITIONAL SBREENINGWrmaIity Detected
£1 Overweight 01 Poor Appetite > 3 Days O Needs Therapeutic Diet.

- " 1]

£1Under Weight [ Diabetes Mellitus . P Hyperemebigfﬁravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
i U1 Restless U Depressed ] Agitated L1 CGonfused

Im &.Cooperative
BIS cu.viteseecececresearinineasaesesabee s s e ossae s oA oAb b b e bbb b e AR AR b b4 1R 8 R b e A RRRARR R RS R AR SR b e eReAEA SRS eSSt e e e e ran

Inform consultant for positive criteria

SOCIAL SGREENING:

1. Marital Status: (1 Single W ClDivorced O Widow

2. Special Habils: Smoker: [t Yes E]Ne/ Alcohol Abuse: [0 Yes I].Nn/ Drug Abuse: (1Yes [1llg~
- 1 O
Social History: Lives With ............ooooooo..abALX 0 M oot eme e e et seene et s R nneRma st enares

Orientation has been given regarding ihe following aspects:

Call Bell in Reach: [JYes CiNo Waste Disposal Explained: [1Yes [INo
Infusion Pump:  OYes {iNo Hand Hygiene Explained: [ Yes [ No 0 Others
Above information Given t0 v.ee..........eeeeee] P ................ nt ..

Name of Person Orientation was givento: ..........[7 Waﬂ .. i

Orientation not given Reason: ......cocovveeveerarnseerer M}E&DT— .....................




e

i Rainbow® .

Department of Anaesthesiology Children’s Blrtthgh t
PRE-ANAESTHETIC EVALUATION Hospital _ .

Date: ...odicicaimas (ﬂé ....................... Time: .......... 6f " Proposed Operation: ....... qu"'%!" ..... T 4 /q‘ )

Diagnosis: ......... 6 N/ W ..... M 0’ ............................... e nserasisssbisipgrisisnissasisprsspiidep bR
BP/CRTIOq/f} 1 Weight: 5’(’7 ASA Physical Status: ' 1 E‘Z/Kj4 05

. (fjw&/ Ny . lenale, . HAH- 11611

\"l\/qnp)s- Laboratory Data:
Hgb: H@ GIUCOSE: ..., Protein: . || A —— )05 |1 .
pov:.. Y2 e | S HBS AG: .o G
WEC: . L}b o Total Bill: .o HCV: oo 2D EChO: oo
Plate: ... \ 27 N 14 | S B!ondgmupz@:‘r.‘” Stress/ANgIO: .............

PT: ... RTINS | o5 o 9 AR T3 (M) OMIOF: ot

PTT: vovedurorssosssermansss Cat 41 crererorreseersn AR esiinr s R S ﬂam - :

1 O M i ITYIBBBI i mgmsaisgivi T8H o ]
- ORI < o 0 (¢! 5 1 ST Allergies: NM(‘

Medical History: CVS: /

RESP : fs],\ W MQ/ MW Diabetes Qo.‘v\ MW
CNS: | ,,.;/7/ 7 :}—NW

Renal ! oy

Hepaic | GE 7 Prysica ctity. Qoo ol, 4 chve

Others : /

o i I : 4
Past Anaesthetic History: ,-[,MU, U ¥ SHA (\MMJ / Derdod M@W y LA

Physical Exam:

Airway: Mﬁ)z 34 Mouth Opening: m/ . Mentohyoid Distance: }% Neck: [»j) Teeth:M_(/r
— 5

Lungs: | ,,AV ) : ' W@,
Heart: /| A7~ T

CNS: " ‘
Pregnant: D)B( CINo [INA Venous Access Sitfﬂ M‘_Mpine Exam for regional :  —~

Anaesthetic Plan: ~1MAC :}ﬁioﬁ CIGA-ETT T LMA /
Peri-Operative Plan Explained to the F"atient:/m‘%s =1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 12xm = FASTING
] 1. DVT Prophylaxis :
é{,(,\{C,OM!e‘r -(;fL g-OOMf X | | b 0RAL<:Water/ORS 2Hows 2 pd - WA TE’L/OKS’
p d %‘J CA’ 3. Informed Consent:_>-Sfandard = High Risk
4
5

Others 6 Hours
. Post Operative Pain Management'_,"/Br cussed with Patient
. Other Instructions:

- AOLD zw&.s{.tfm_.f.,..MEIEQWﬁ! .........




.
Rainbow® ) .y e
Patient Sticker ' ' - Children’s ( BirthRight
: ; Hospital . BY RAINBOW HOSPITALS
It takes a Jot tn treat the Be. Your Right to a Safe Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA RECORD
» e I i,if
D |- O 23— Procedure dong by ....cevcevevvenienen ' ........... .......................
CSE /Spinal /Epidural Position : ....... e SPACE Z.vvvecrerrerserirensersersenseeras Technique {(LOR/LOS) ......ccceenee..
(15311 OO Catheter at SKIM: ....cceeeeervvevreceenserseraenne ARBIMPLS © oo
Parasthesia : Yes/NO if Y8S BLAIIS © ......ccieveureueinrisrenrimsrneisesssisssssessnsesssessnnsssessesssssssfosms desss indponsnsgrasssssassassnssssestons 7
SOTUtON COMPOSHION : vucvvuenrereessssessrressessnsrssssssassssssesesssessasesssnessssasssassssances ST L SN — e
Any other issues : v
B) teeeervarressensranterrasarrvavassesatraa T s ra R E RS TR RET RS RO S AT E AR R AR PSSRSO aE AR SRS PR AR AR e R AR R R 4R SR ARt nA s rgatne s ren s sbasetae
B) e er e eeee e seee et ee e e e et e e et et e e ettt et ettt
, Infusion Rate Level Maternal .
Time (mi/hr) Bolus {ml) Left Right | BP | Pulse FHR Comments

B 4 1 Fl %
' [}

L N

Delivery Details :  Time : ...ovvininneinnnen APGAR: ...ccorvererenrannes SVD / Instrumental / LSCS (if LSCS Details) , . '
Catheter Removed by and Tip InSpected : ....ooveevvcrcrererccnrvceerrcrinne eeeesestee et A bt ee e erenrernens ..........................

Patient SAtSTACHON : ..e.cueee e e ee e nossenesens fereenee s et s re et e et s et e ren s R sen e s anasRere

Discharge /Shifting ordered by
DoCtor SIGRALLTE: ....oveereeseesctrerseserssessemss st seses s !
DOCLOr NAITIE: .oecveeeeriecineisrenssnnsense e rnsnssnessesessssestosesensanens

DAtE AR TIME T oot eesceeeeeeeessmsesserseseseeseses e ses s : ' : ‘ i




\

INFORMED CONSENT FOR SURGERY OR Chitciren's ‘BirthRight"

Hospita| BY RAINBOW HOSPITALS

SPECIAL PROCEDURE R o e e Tour g o3 Ste Dy
Patient Name : |\ R.S; Pt - ot A Gender: (I Male _=Female Age%CE'YRS

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 consentto 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)

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff respopsible for gny untoward gvent there : _
.................. Rk, ol detue of fecedue on Rdvea  Aindcoe
?\LS\‘L@\ ....... QC\D >\ . Preqranegy o N T o

................ m@f\ﬂ;}m\é_ AN )
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. Ihave received all the information | desire concerning the operation or procedure and
5. lautharize the consent to the performance of the operation or procedure
b\ i Q\QJYL Q.

Name of the Doctor who is performing the Surgery / Procedure: ...............c... e eee o os \\ ............................. .

Consentee : u«"*"l’/ Patient Attendant :

Signature © ..o.ccvveevieecie, I S —— SIGNATUE : ... X et oo e eeeennans
Name : ........ U°U—>°A~°‘ ................................... Name: ........ fe=q e, Cress C\ .................
. {
Date & Time : .\ C\\E’\Zo“’@:{m"“ Relationship with Patient: .... *‘9%\”**‘\ ...........
Date & Time : ........ . ﬂ\m\mg@ﬂ\(s s

Witness :

Doctor (who is taking the consent) :
Signature : ... LA,

Name : ....[L.AALLE C&a’fzﬂ' ............................ Narmis Bﬁ <R\ e

Date & Time : {Q(b[/%@bﬂ‘if/ﬂ-m Dato & Time \q\g\ble @ 3 \ooam ¢

e e e e S




I

\

INFORMED CONSENT FOR SURGERY OR s ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE st e e o Rt e Sy

patient Name : YRS PAMMAY | OTWALA - gender: 0 Male Ll Female  Age: ...... 3ATYP\S .......

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)

T | e | | 1 | I
MRSP&W\“\\U}\»&& .......... (N0 R P o

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

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. |have had achance to ask my surgeon questions.

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

Name of the Doctor who is performing the Surgery / Procedure: .......
Consentee :

&)

Signature : ..........ccoccvennn 5, / ...................
vame : [ORS Paenent Ulwalen -
Date & Time : Lq\L\zuLC o) 1 -Coom Relationship with Patient: ..... B\ \L_\\_,c,\é ............

_ Date & Time : ........... \f’.\...\‘.?.'?.. 2602 NS o
s £ Doctor (who is t@t{he consent) :
. Signature : ........! Pt ko XA RSBSOS 35S
Name .................................................................. Name b\‘\\&u(b_@y\& ......................
Date & TIME & oo Date & Time : kC\\%\ZDLE@:':\_Ob&m ‘

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



CONSENT FORM FOR GENERAL / Chitdren's ‘EZEMEET[‘E
GIONAL ANAESTHESIA / Hospital " | () zzmeonor:

MONITORED ANESTHESIA CARE

Patient Name:...Mm:..fmm....u;.mm.; ........................ Age:.ZH M. Gender: Male D FemaldEr”
UHID NO: .. FIN YA 0001161 2. Surgeon Name: ...... 107, - RAMAMAATION b

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease [0 Hypertension O Diabetes mellitus O Renal failure

- [ Hepatic disorders [0 Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
f:l Incapacitating Cronic Obstructive Pulmonary Disease

O Others @ ..............dl}

COTTIIIINIED | uunnoncnr covesais b idberusTyspe cusss oo sy oo EAuks s e A e 3 A i S S A AW S S s
« Doctor to document in medical record also if necessary (Cross-out if not applicable),
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
M'@P&MM\AAU'IWM the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia (—E’ﬁegional/ [0 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, Gentral 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 'VIZ’%S O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : .......oooeo..... - N ,Skpj?/ ....................... SIGNALUTE § ovvvvveoe, oot N e
Name: .......... (70 WQ\O\ P Name : ?"“\“.ﬁ“‘ ..... ewd
Relationship with Patient: ........... _&?\}T ................ Date & Time : .......\.".. %\16@31“—’ ik

Date & Time : ... \S\.\.. dh 12 QQ%D”DM

Doctor (who is taking the consent) :

Signature : .............. @/ ..........................................

NAMe © oo DR MMt U
Date & TiMe : ...covveeeeee. H“i\vl% ....................

o



- PATIENT TRANSFER FORM

Z

Rainbow”’ . L.
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

HNH-00011612 IP26-00006606
e Mrs PAMMI UJWALA
12-02-1992 MY4AMTD (F)

Dr, KADIYALA RAMYA THEJA

IR

Date & Time of Admission

\gblat @ qaupw

Date & Time of Transfer Order

al6R6 @ 1p:5¢f"]

2

o

Treating Consultant Name Transfer Ordered by Reason for Transfer
0% '@@\m 0 D¢ )ﬁlfub\“?\ (Ofoﬁ@?( L@‘TOD
From Unit To Unit Information to Attendant

- ot

Yes g/ No [ ]

Number of Sheets in Clinical File

L

Number of Imaging Films

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

Yes[ | Noﬂ/

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SLNo.

item Name

Quantity

) Py

0

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes}? No|[ |

el

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

A

Patient & Clinical Records Received by :

\)@ \a\ 0

"ﬁb @“[W

Date & Time of Patient Received :

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

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

(] Nurse not Available

[ ] Available Bed not ready




| Children's ‘BirthRight"
PATI E NT TRAN s FER FO RM ngig !rsaﬁml B BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-000118412 1P26-00006606

e w | 18]6 126 Alilob ) 9-30p

Dr KADIYALA RAMYA THE

— g Tanser Orderd by Reason for Tarstr

P 0 LDR- 2 EL- (e

From Unit To Unit Information to Attendant
7 Yes | No| |
pne ~poAT O el hell]
Number o'f Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

“1/5 Yes | ] No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

—_—

] RL ©on $Hoto——7J

4.

B

i

Shifting Summary / Notes Written by Doctor : quj/ No [ ]

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

¢ Loud#age. Dy

Patient & Clinical Records Received by :
4./50‘“" )
19]s) 24
Date & Time of Patient Received : @ q ' E Am

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

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

—



HNH-00011812 IP26-00006606 o
Mrs PAMMI UJWALA =

12:02-1992 MUY4AMID (R Rain!:%w' . s
Dr. KADIYALA RAMYA THEJA ! y/ Children’s . Bll’tthght

A AT | riospital_ | ) mazmomoome:

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: \AZG[% Time: ....... 61307?7‘7 .....

= A9 EJ ~ 26 kg/m’

Origin:........ ,ﬂk;m.cf\.'..\..?}..f) ........... Height:.. 400 0.S  Weight .56 'SIUJ BMI: O ~28 kg/m’
< 30 kg/m*
Food Allergies: ................... L AR .~ - 2
Diagnosis: ....... LS(% .............................................................................................................................................
Type of Diet: /Dauld OSoft  ONomal O Diabeti
[ Vegetarian )2( Non-Vegetarian O Vegan
Diet Advised:
i, g ol,ﬂ "
Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd
Diabetic Diet— Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)
Patient's / Attendant's 3/ Ditician’s
.
Vi g
RIS . 5 b i i inin S S P S PSR T MR s BT stossiine e i ot i
q }

Name: ............ deﬂl“"\ .................................. Name: 5ML1\0‘kﬂ“Q ....................
Date & Time: [c][(/)’6 ............... "?OP“V Date & Time: IQZG/Z’K/é’?O,P’P

Doc. No. : RCH/ FRM / CLINICAL / 195 RT.0)




DIETARY NOTES

Time

Notes




’ HNH-00011612 1P26-00006606

‘ Mrs PAMMI UJWALA
1:021»2 34Y4MTD (F) "2
LA RAMYA THEJA

T o E"':;?tv: ‘ BirthRight
CROSS CONSULTATION FORM

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

Doctor Name : DV\‘} ................................................. Date[qhg/}g ............ Tlmeé:KOP"‘l
Diagnosis : ....... L»S(g .................................................................................................................................................
Hospital : QCH’HMQR ............................................... Type of Referral :

O Emergency

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

Ll O Urgent
Referred for : [ Opinion .,ZJ/Co-Management O Transfer of care

[J 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 :

Lp\c—lm"L‘O"\ (p,»’d/ Ffﬁl v

- wall  formad byaos+ N‘Pl’)fb

= Aclv\ca ﬁoo%ﬁaﬂ\“ Pog\_on»)
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Consultant :

Name : kSm'H/’W'l‘—’ﬁg ................ Signature : ,g» ..................... Date & Time : Mlé/%/ £ 307

Doc. No. : RCH/ FRM / CLINICAL / 049
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: 744 jAamm | L)AL A Age: ;‘?JL' ! Gender 7
UHIDNo: AT 000l §1UpNo: L 0000660 Gate: 17/6/) 6 Time: § 0h G
Diagnosis: €f . (424 watp! OT
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oo M ¢ o€  fwf’
2. | Morphine Sulphate Inj. 15mg/MI 3 )
3. | Remifentanil Hydrochloride Inj. 2MG 2
hc:.- Remifentanil Hydrochloride inj. 1MG k3 5
Doctor Name: ¥ gpr m’ 4 Doctor Registration No: é j[? M
Si nature:. J( @\/\ (5 d\
gnature: \_ | %

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
12 6-00v0 6606 17/6/2 4

IP Registration No: ...... Date: i ciosiian el ot
Aadhaar No. of the Patient (Optional): *
& | Name: MR A ,-?Ammf@j wAl A Rt

APPSR, P N 41
T UK K] R4

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

A
3. | Brief description of the illness L. (44
4 Whether registered with any other registered medical practioner / o
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed f EATH YL
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
- Patient Attender \
f‘j/{/}_ 6 f erwanyl e J‘%Hf A )/
-
AM & -(Cl(uut ) A pame
ieaenned by (NGMESIDNOT .. .covtsrirsron reins Fetiibae AR R M ks ct o0 ey osson 3 ssess iiyansr fiass Signature: ......... 5 / /
A1 ¢Han o215 Sl
Received by (Name & ID NO.): ....o.oovvveerin: ’” ........... ek '9 03 ........... Signature: ......... U"WTL
30 (7 TN T | A

Docu. No: RCH / FRM/ CLINICAL / 133







