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I‘f»l(l ALK /IISU(‘[,C[?)“ ;{)f_ /‘gt;\ftjh_\/
Rainbow’ . : ,
Rainbow’ | @ girthRight

Hos ital BY RAINBOW HOSPITALS

ESTIMATION SLIP PeDRR A . | O ortiscios st e

pate: _[(//6) lzggc UHID / IP No. : SINe. 1159

Name of Patient : ;ﬂ 4,!L/i M.r;u #add g1 Age: ZLI%LGender: f

Father's / Husband's Name : ¢ Corporate / Occupation :

Address: | . hone : _:ZMQ_LO_Emml
Procedure /Plan: __ N0/, ¢0 P2 Tf FHLEapy? EDD/Dos:_[ltud - 2 o)¢
MODE OF PAYMENT : D SELF D TPA : ,-(;L[ E:IG[PSA : ~ OTHER
TARIFF INFORMATION : 6
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
‘Shared Ward
Twin Shared Ward
Private Room —b |- 25K [.4 Sk
Super Deluxe Room w ]-6ek ). Lok
Suite Room 2. L0k Ly (‘{q«._{f .
Package includes Room Rent, Nursing Charges, J Room Rent, Nursing Charges,
(Package starts from the . Doctors Fee, Surgeon's Fee and Doctors F.'ec, Surgeon's Fee
3 e Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
Length of Stay for : 2 d(l'j { Length of Stay for : 3 6{“"4)
g [
Pharmacy up to 49,0tV Pharm.acy-up to /2 o 157
: Investigationsupto = _{“FP Investigationsupto 5 o
E LAl A F
Others /o ff Aaky foff | Jrk ¢ sadar -
Neonatologist Charges J D Covered E] Not Covered /Epidural / Entonox : D Covered D Not Covered

d nitial Minimum Deposit :

EMARKS : Al ¢ ¢, 4 £ 60 &Y E lVa (tenaleons. LG V»K(&é L E (ol
1. Room eligibility is purely sub_]ec to Aa val and’the acka| oom Jariff starts r.he ume of a.dm&ssnon The estimated amoum rnay Change according to duration
xh

of stay, medical condition, investigations, p rmacy and any of

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,
etc.

4. In Case the patient gets discharged eartier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk betiveen 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 Insarance 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 te be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patieats in SDLX, DLX and PVT rooms and only one attendant is pesmitted 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 Department.

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

| DECLARATION
I { f) W have attended the Financial counseling desk and understood the expected costs and
other condltlons apphcable ln case the TPA /'Insurance Company rejects the claim for whatsoever reasons at any point ot' time

I promise to settle the hospital bill with the hospital with

Signature of the Client ( / s%ﬁmy Relationship Signature of ther*nancia] Counselor
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HNH-00009045 1P26-00008519 Rai gf" ®
~ Mrs MAIMUNA SAFURA ainbow . ~
E 13:08-1991 MUYOIM24D  (F) Children’s . BIfthRight
L Or. PADMAJA YELISETTY H oS plt al . BY RAINBOW HOSPITALS
EREEE 0T TR Sl i

SURGERY DETAILS

Date : ...4. é/élé ................................

Patient Name: mnm@t}’nmm&v&m ........ Date of Birth: 1313}!’19) Age: ... 34y..
Gender: ... S ptole .. Ward : oo T UHID No.: . 4N =0.00.0.4 D40 .
Date of Surgery: ......... j@f}ﬁ ................... 1 0T-1 L].QTZ/ ]0T-3 C10T-4 [10BGOT-1 []OBGOT-2
) Name 0f the SUTGENy < oo oD L LS e
Time in ) ggfm ............ Time Out ... %7 & C L i C—
NAME AMOUNT

1. Surgeon _}{ f)aap ..........................................................................................
2. Anaesthetist J fo.m.f A s $ruj ...

3. Assistant Surgeon : . j)r \Suw;{’m; e Q{ 2N DN

4. 0T Technician armfwm'fu...- ......................................................................................

| ~ 5. Circulating Nurse Sx ’ﬁiﬂm e S ’Aﬁ [\am ...............................................................
| 1 R

6. Assistant Nurse

Special Equipment: [ Laparascopy [ Broncoscope | Harmonic | Morcelator
[ C-ARM _1 Cystoscopy [ Versa Point [ Liver Cusa
| Neuro Cusa L OHhErS .

Sighature of the Surgeon Signature%culating Nurse

Order No: @ﬁg,ﬂmﬁdo?ﬁ%’%? Order by: Q’:ﬂl@lm?) 66&6 @ 6 gDﬂy)
Docu. No.: RCH  /FRM/ GENERAL / 114 ( OY o Q% QMQC{ )
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HNH-00008045

Mrs MAIMUNA SAFURA
15-08-1801 MYOM24D
~ Or. PADMAJA YELISETTY

A

1P26-00006519

(F)

C

Technician : (ng L

Cm- Aes
ONSUMAB

S OF OT

f//

Rambow
Children’s
Hospital

It takes a lot to treat the littie.

\\

Blrtth ht

BY RAINBOW HOSPITALS
Your R ight to a Safe Delivery

O ; ......... D | SO TIME L
Anaesthesia Disposables sued Y seq | Surgical Disposables e 0¥ | Disposables (Baby Side) | OV L
ETtbe < o )00 VLT MeiorPack [ /¢ Inj Vit.K Dy
A agal oy oy D | xTSuures §31) (QRJg L4 |y | Cord Clamp ol
ECG leads {AY P/ N \O /Z{”a")\u T, C] ,QL 4 q '}/ | Suction Catheter
HME fitter : A/ P /N b ﬁDG 5 )4 Feeding Tube § oLt
Syringes : 10 cc M v - Vaccum Suction Set A | -

05 cc 0 51 Gloves 5.0 | &, (,1 lg_ DAY | Sugical Gloves §, 5Th, Y4 o4
02 cc L0 PF 7 3 o [cambagT s | forgl”
01cc Ol/ G ( ot .:2:,9 4_/3, Syringe 1ml / 2l aﬁqhn%

Cautery plate @/ P/N 191 Surgical blade a3 4 01 Surgical Blade # 20 o
IV set ) J//NG tube ' - _~ | Koochies (S)

ﬁL y V ~Cautery pencil
NS : 10mi / 100m / 500mi / 1000mi 7" Koochies y 24 Lo al
0Xydo Gins Qintments OLrige() masfe -
Suctol \o4~| Suction Catheter / (O A bfaf) [N
Fentanyl 0| | Cap, Mask | Duwsodey v 031&-/
Morphine M ., lom Wﬁuze Pack (- ‘4&9{@ [y +
Ketamine g0 000 ~Mop Pack )/
Propofol o 2 Steristrip c 17
Rocuronium O:Qf Underpad I fcl v NO -
Glycopyrolate 0,41 Draw sheet 4 <] g IﬁC)— 00201 & / é Jlee

. — = o

Myopyrotate ¢y 1y eqe o 1bomar| G| Abgel 87°%
Ondansetron B o~ | Foleys catheter [, (- QL1
Penean 288/ Spinal Needle 28 w{‘j’,‘iamt 0 /l//Urobag i '\ A
Bupivacaine 0.25% PN M“Chest Drainage Catheter -

’Quplvacame 0.25%(Heavy) oA~ | Romodrain bag 1J E 0}

-

Avsiolics Cmv‘ﬁnﬂjﬂi‘" g | Bandage
¢ ) oV Tegaderm
Suppesitoies )5 [0 g uicle F5|m Ol/ o § ARSI

Anamet--88mg-/250mg/170-mg— pmdf Double J Stent
Supridel-100mg (® 2. MAS {,’L & //Vaccum Suction set &

Justin : 12,5 mg / 25mg / 100fg Plastic Bed-Steet f\n «mA s
Tab. Misoprost : 200mg 6/ Betadine Solution | >
Q yoammaclea 625 Microshield =

WA & cotongats o
g mm,, <ed 04 Latex Gloves A
_ny'n'ru‘&c Ly 2 0 0 (ﬁamdione Scrub
AR S I T ) oY
Surgeon Fﬂm\t 64 I > Iy Anaesthe iologist OT Technician

Order-fey 2. 9?6 ....... mw&mkf{) 4?6,5 %&mdered DY e

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

el
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Rainbow
Children's

‘Hospital ni”mi" Rain|

Rainbow Childrens Hospital-Himayatnagar

040-48873000, Info@ralnbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

bow Children’s Hospital, Door no. 3-6-267, opp. Cale riloufer, Old MLA
quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA ,500029.

I

MRN + HNH-00009045 Name Mrs MAIMUNA SAFURA
AgofSex 1 MYIM24 D/ Female Doctor PADMAJA YELISETTY
Adm/Reg Date/Tlma + 06/06/2026 12:23 Payar SELFPAY
Qrder Date : 06/06/2026 1B:58 Ordamumber  : 26-0000204862
Visit1D : 1P28-00006519 Ward/Bod No . 4F-OT /LDR-418
IPatienl Addross ¢ Red Hills, Hyderabad, Telangana, INDIA, 500004
S.Ka Descrlptl Ganeric Name Dosage Route | Frequency Duration Instructlon Qly Status
1 |romovac seT 12 ROMOVAG SET 12 Nas Extemal f Dnca tady 0wy 1Hes|  Dispensed
P :\gg_?;gt:{?ﬁl PAD [BIG} ABGEL tNos Once Cely 2Cays ZNog|  Dupansed
DISPOSABLE APRONS DISPOSABLE APPRON
3 STERILE XL STERILE XL tNos 1 Once Cally 5 Days 5 Nos Dispensad
4 |SGLOVE ¥ 6.5 {SURGICARE) [SURGICAL GLOVES 65 [1Nos Extemal f Onca Daly 1Days ados| Dapensed
HIGH PRESSUR EXTENTIGN
5 | 1hNos {Extematr Onca Daty 1Duys 1h01|  Dupensed
RELIPARAPARACETAMOL} )
5 |1o0oma 100ML BOTTLE 1Hos | Extemat f Onco Dy 1Dey= 1Nps| Dispensed
7 |oicLoouick tme s 1hos f10AM 10eys 1bos|  Diapensed
8 MOPS 100 BPLY 55 X-RAY | MOPS 30X308 PLYDATT |1 Nos 1Gnce Dally 3Days 3Nos] Dapemed
g [CABDFROSTINIAMRZSD 1how 10nos Daly 2Days 2Ampds]  Dusensed
10 |wvcavLzovezaz VICRYLZOVP2Z317  [1Nos 7Once Dady 1Days 1Has|  Dispentaa
11 |COFTONBALLS 2GM S NOS gg;‘rcm BALLS2G-5 |y o Extemalf Onco.Daly 1Days 1hos|  Dispensed
12 |Encore Micraptic gloves 6.5 1Nos 7Onca Daly 1Daya 2Nos|  Dispenzed
13 |BUPRIGESICINIAUP 03 MG |BUPRENORFINEDS |, ampuse | xcarnals once Daty 1 Daye 1A o
14 |muscPROST TAB 200MCG 48 1 Tabs Estemalf Onca Daly 10ays 87abs] Dispanted
15 [DEXAMETHASONE INJZ ML T Has Onco Daty 20ays 2visl|  Disponsad
DNS S00ML BOTTLE (EURG
16 HEADF AGUA PULSE 1 Botde FOnce Dady 2 0ays. 2 Bolte Cispensed
17 fﬁ:'c‘"" HEAVY BOMGINS | g soruacame 80MG iNd |1 Nes 10nce Daly 10ays thos|  Disoenses
P
13 |CHCORE MoRaPIC 1Nes Extamal/ Oncs Daly 1 Days 3Nes|  Dwpentes
CHLORHEXIDINE
19 |BACTOPRER SOLUTIONS | GluconaTER% 1mt JOnca Daly 2Days 2Nos|  Ditponsad
BALCOHOL80% 500
20 |MERSIK 1-0 MW 5062 MERSILK 5062 1Hos FOnce Daky 2 Oays 2HNos| Dispensed.
21 |SGLOVE#8(SURGICARE) |SURGICAL GLOVESED [1ivas Extecnal/ Once Dady 1Days 2Nos|  Dispansed
2 |aRwav.asomm ARWAY 3 1hos Eviemat! Once Daly 1Days 18ce]  Disponsed
23 |Posnrwozsz 1hos 10nca Daiy 1Days 1Hes)  Depenses
20 |VACCUME SUCTIONSET  |YATOUMESUBTIGN 1,00, # Grcs Daly 30ays ANos| Dispensed
DWATER 10 ML AMPULE | DISTILWATERIGML |1 Botza Extormal { Once Daly 1Dwys 280me| [, Penlaly
o onE MoRoPTIC 1 Hos 1 Orice Dady 10ays 1Nes|  Dispensed
LSCS DRAPE PACK ‘
21 (PROTECTCARES 1 Hos 1 Once Dady 1Cays TNes| Dispansed
CAUTERY PENGIL CAUTERY PENCIL
2 | (ADVANCE} [ADVANCE) 1Hos Extemnal / Onca Daly 1Days 1Nes| Dispensed
2 |vorvewst veogun |ISRERLUSTVE g, 1 Once Dady 10ays 3nos|  Dupeased
30 |vicrviuse-ovezsts 1Nos Extamal £ 10 A% 108y 1Nca| Duspensea
CxygenMask With Tubmg -
31 | Ul ROMSONS.FC. 1 Nos Extemal f Onca Daly 1Days 1hios| Dapensed
PADMAJA YELISETTY

* This document is just for reference purpcse only, Not to be considerad as privnary report,

Note

* This prescriptlon Is valid only for specifiad duratlon.

* Do not refilt medicines.

Printed Date/Time * (6/06/2026 19:3%

Printed By : SUNKARI SANGEETHA

Reg No : 52427

Page 1 of1







Rainbow Childrens Hospital-Himayatnagar

Ryt 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

i : HNH-00009045

% @
Rainbow
Children’s Biet
Hospital ’n

MRN

Age | Sex i

AdmiReg Dateﬂ'imT

Qrder Date ‘F |
for

Visk .

Patient Address |

b

| :34Y9M24D/Female
: 06/06/2026 12:23
i 06/06/2026 18:58

: 1P26-00006519
: Red Hills, Hyderabad, Telangana, INDIA, 530004

Name

Doctor

Payor
Ordernumber

Ward/Bed No

» Mrs MAIMUNA SAFURA
: PADMAJA YELISETTY

: SELFPAY
1 26-0000204863

: 4F -OT /LDR-415

TR

S.No Desckriptlclm Generic Name Dosage Route { Frequency Duration Instruction Qty Status

FOLEYS CATHETER 16-

1 UROCATH ‘ 1 Nos External / 10 AM 1 Days 2 Nos Ordered
NITRILE EXAMINATION .

2 GLOVES P F- MEDIUM NITRILE GLOVES M 1 Nos !/ Once Daily 20 Days 20 Nos Ordered

3 T&V;RANZ SOLUTION 10% 1 Nos External f Once Daily 1 Days 2 Nos Ordered

4 SURGEON CAP(FEMALE) FEMALE CAP 1 Cap { Once Daily 10 Days 10 Cap Ordered
GAUZ SWAB 10 X 10 CM GAUZE SWABS-510X10

5 12PLY 5S X-RAY ' 12 PLY XRAY STERILE 1 Pkt External / Once Dally 1 Days 2Pkt Ordered

6 |EPCEMASK 3 ’-A\'ER - FACE MASK 3LAYER |1 Nos 1 Once Daily 10 Days 10.Nos Ordered
UROBAG(ADULT .

7 URODYNE | ﬂ 1 Nos External / 1-2 TIMES A DAY |1 Days 1 Nos Ordered
UNDERPADS 60X90

] BUTTERFLY] ! 1 Nos Exlermnal 7 10 AM 1 Days 3 Nos Ordered

Q GAUZE 7.5X7.512 PLY (5 GAUZE 7.5X7.5 12 PLY § 1 Nos Exlernal f Once Daily 1 Days 2 Nos Ordered
NOS) NOS

f
10 |SUGMADEX] 2ML!INJ 1 Ampule External f Once Daily 1 Days 2 Amptle Ordered
f
PADMAJA YELISETTY

|

B

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

Note

§
I

* This prescription is valid only for specified duration,

* Do not refill medicines.

Printed Date/Tin

I
e 06/06/2026 19:34

Printed By : SUNKARI SANGEETHA

Reg No : 52427

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbo

Children’s . L0« Rainbow Children's Hospital, D 3-6-267 Cafe niloufer, Old MLA

Hospital Szt Rainbow Children’s Hospital, Door no. 7, opp. Cafe niloufer,

Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00008045 Name 1 Mrs MAIMUNA SAFURA
Age | Sex :34Y9M24 D/ Female Doctor : PADMAJA YELISETTY
Adm/Reg DatefTime : 06/06/2026 12:23 Payor : SELFPAY
Order Date : 06/06/2026 18:58 Ordernumber  : 26-0000204864
Visit ID : 1P26-00006519 Ward/Bed No  : 4F -OT/LDR4156

Patient Address : Red Hills, Hyderabad, Telangana, INDIA, 500004

S.No Description Generic Name Dosage Route / Freguency Duration Instruction Qty Status

1 SGLOVE 7.0{(POWDER FREE) / 1 Days 3Nos| Dispensed

PADMAJA YELISETTY

Reg No : 52427

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines,

@) O .

Printed Date/Time : 06/06/2026 19:34 Printed By . SUNKARI SANGEETHA - Page1 of1




> i
P ' . . . .
| = @ Rainbow Childrens Hospital-Himayatnagar
Rainbow b
Children’s ; . , . .
: Biefsignt  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital £ . .
witainbize quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
| u AR
o
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015835 Name : Baby Of MAIMUNA SAFURA
Age [ Sex :0YOMODSH/Female Doctor : SPANDANA PASUPULETI
Adm/Reg DatefTime . 06/06/2026 14:52 Payor : SELFPAY
Order Date ! . 06/06/2026 19:03 Ordernumber : 26-0000204865
Visio . IP26-00008521 Ward/Bed No  : 4F -NICU 1/ NICU1-403
Patient Address : H.NO: 20-6-616., Red Hills, Hyderabad, Telangana, INDIA, 500004
S.No Descr:lpliop Generic Name Dosage Route / Frequency Duratlon Instruction Qty Status
1 |DSYRINGS Z5ML(NIPRO) SYRINGE 2ML 1 Nos Exlemnal f Once Daily 1 Days 1Nos| Dispensed
it
2 gng?f\%E%h;‘gARE I 1 Nos External 7 10 AM 1 Days 1 Nos Dispensed
il
3 |SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 (1 Nos Extesnal f Once Datly 1 Days 1Nos| Dispensed
4 D WATER 10 ML AMPULE DISTIL WATER10ML 1 Bollle Extarmal f Onca Daily 1 Days 1 Bottle Dispensed
5  [mFANTFEEDING TupEs | INFANT FEEDING TUBE |4 o Extemnal / Once Dally 1 Days 1Nos|  Bispensed
8 E?SYCLOT‘KTMG;'NJ 0.5 1 Nos Externalf 10 AM 1 Days 1Nos| Dispensed
|
7 |surcicaL BL/:\DE 20 SURGICAL BLADE20 |1 Nos 1 ©nce Daily 1Days 1Nos| Dispensed
{
8 |scLoveEds (4URG'ICARE) SURGICAL GLOVES 6.0 |1 Nos Extema! / Once Dally 1Days 1Nes| Dispensed
9 t ,e:;garbmassgh\gﬁ&ubing B 1 Nos External / Once Daily 1 Days 1Nos| Dispensed
10 INTROCAN 24%; : IV CANULLA 24 1 Nos / Once Dailly 1 Days 1Nos Dispensed
SPANDANA PASUPULETI
n
}!
* This document is just fﬁzr reference purposa only. Not to be conslderad as primary report.
Note ;
]
* This prescription is v:;alid only for specified duration.
* Do not reflll med]ﬂcines.
Printed Date/Time : 06!d612026 19:36 Printed By : SUNKARI SANGEETHA Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbo
Children's . 2« Rainbow Children’s Hospital, D 3.6-267 Cafe niloufer, Old MLA
HOSpital Birihgéwl alNnbow jlaren’'s Hospital, OOT_ no. Ja-o- £y opp. Lale nliocuter,
Rafbina quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015835 ’ Name : Baby Of MAIMUNA SAFURA
Age ! Sex :0YOMODSH/ Female Doctor : SPANDANA PASUPULET!
Adm/Reg Date/Time : 06/06/2026 14:52 Payor : SELFPAY
Order Date : 06/06/2026 19:03 Ordernumber  : 26-0000204866
Visit ID : 1IP26-00006521 Ward/Bed No  : 4F-NICU 1/NICU1-403
Patient Address : H.NO: 20-6-616,, Red Hills, Hyderabad, Telangana, INDIA, 500004
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 2 Nos Ordered
2 Sg\é‘)zﬁ TSX7.532PLY (5 Sg"s"ZE TAX7.512PLY 5 1 Nos External f Once Daily 1 Days 2 Nos Ordered
SPANDANA PASUPULETI

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

O

Printed Date/Time : 06/06/2026 19:36

Printed By * SUNKAR| SANGEETHA

- —Page-1—of-1
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. S
Rons @ BirthRight
Hospital .B*E’?'N‘EOW”OSP'TALS
\ Your Right to a Safe Delivery
Name Mrs MAIMUNA SAFURA UHID HNH-00009045
Father/Guardian Mr MUJTABA Age/Gender 34Y 9 M 25 D/ Female
Address. Red Hills, Hyderabad, Telangana, INDIA, 500004
IP No IP26-00006519 Admission Date 06-06-2026
Ref Do‘ctor Self.

Discharge Date (09,06.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: G2P1lL1 AT 38*% WEEKS WITH MORBID OBESITY WITH
OLIGOHYDRAMNIOS FOR EMERGENCY LOWER SEGMENT CAESAREAN
SECTION

EMERGENCY LOWER SEGMENT CAESAREAN SECTION UNDER GA ON
06.06.2026

History:
LMP:13.09.2025 Obstetric formula:G2P1L1
EDD: 20.06.2026 Gestation at admission:38+6weeks
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Name Mrs MAIMUNA SAFURA UHID HNH-00009045

IP No IP26-00006519 Admission Date 06-06-2026

Obstetric History:
G1 -2018- FT-NVD, Female, 2.4kg, A&H
G2 - Present pregnancy, Ol conception.

Medical History: Nil

Surgical History: H/o perineotomy for vaginismus(2016), Laparoscopic
ovarian cystectomy (2020}, HPE- Dermoid cyst

.Allergies: Nil

Family History:Mother-HTN and DM

Antenatal Details:

Mrs MAIMUNA SAFURA was booked with DR.PADMAJA YELISETTY at 12+% weeks
of gestation. She had regular antenatal checkups and investigations as
advised. NT scan normal. FTS-Low risk, Risk for FGR before 37weeks is 1:6.
Hence, she was started on T.Ecosprin 150mg once daily. Early OGTT normal.

TIFFA normal. Fetal echo normal. OGTT at 2416 weeks normal. Fetal monitoring
done by serial growth scans. Scan done on 29.05.2026 showed single live fetus
with cephalic presentation, AFI- 8.7cms, Placenta-posterior and high, EFW-
3.1kg(61%), AC at 77% with normal dopplers. Serial monitoring done with AFI
scan. Scan done on 06.06.2026 showed single live fetus with cephalic
presentation, AFl- 7.8cms (lower limit of normal), Placenta-posterior and high

with normal dopplers. She was admitted at 38%6 weeks in view of low liqour
for Emergency LSCS.

Investigations: Enclosed
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Name Mrs MAIMUNA SAFURA UHID HNH-00009045

IP No IP26-00006519 Admission Date 06-06-2026

Blood group- "A" Positive"

Management: '
Course in hospital and Delivery Details:
™ At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was uneffaced and os closed. Fetal well being was confirmed by an
admission CTG which was found to be reactive. She was decided for
emergency C- section in view of low ligour and was prepared with indwelling
Foley’s catheter and IV canula under aseptic conditions. Written informed
consent for surgery taken. Preanesthetic check up done. Anesthetic
| premedication (IV Pantop and Perinorm) given. Patient shifted to theatre.

| Surgery Notes:
Under general 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
M to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Subcutaneous fat approximated and Drain tube kept. Skin
closed with Mattress sutures. Wound dressing done. Vagina cleaned with
Betadine solution after expelling clots. Misoprostol 1000 mcg given per rectum
as prophylaxis against Postpartum hemorrhage. Patient was shifted out of
theatre to post operative recovery room.
*LUS thickened

HIMAYATHNAGAR BANJARA HILLS SECUNDERASAD KONDAPUR L B NAGAR (NARM Accredited)  NANAKRAMCUDA
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Name Mrs MAIMUNA SAFURA UHID HNH-00009045

IP No IP26-00006519 Admission Date 06-06-2026

*Mattress sutures for skin
*Subcutaneous drain kept
*Scanty liqour

Delivery Details :

Date : 06.06.2026

Time of Delivery:1:59 PM

Type of Delivery: Emergency lower segment caesarean section
Indication : Low ligour

Anaesthesia : General

Baby Details:

Date : 06.06.2026
Time : 1:59PM

Sex : Female
Weight : 3.38kg
Apgar : 6,10

Gestational Age: 38+6 weeks
NICU Admission: Yes, for RD

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 inspection wound was
healthy. Subcutaneous drain removed. Her general condition was satisfactory
and she was found to be fit for discharge. Wound care ,drain care and
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Name Mrs MAIMUNA SAFURA UHID HNH-00009045

| IP No IP26-00006519 Admission Date 06-06-2026

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 12.06.2026(9am-9pm) after food.
2. Tab.Metrogyl 400mg thrice daily till 15.06.2026 (8am-2pm-8pm) after food
J 3. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till

| 10.06.2026 (8am-2pm-10pm) after food.
‘ 4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 10.06.2026 (9am-
3pm-11pm) after food.
| Tab. Pantop 40mg twice daily till 12.06.2026(7am-7pm) before food.
| 6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
. for three months before breakfast.
7. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
| (2pm) till breast feeding for after food.

8. Inj.Clexane 80mg (Enoxaparin) subcutaneously over thigh once daily till

05.07.2026
9. T.Chymoral forte thrice daily till 16.06.2026 after food.
™ 10. TED stockings for 6 weeks
11. Nebasulf Powder for local application

i

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

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs MAIMUNA SAFURA UHID HNH-00009045
IP No IP26-00006519 Admission Date 06-06-2026

your treating doctor regarding HPV vaccination.

Review with Dr. Padmaja Yelisetty, on Monday (15.06.2026) Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.D0o not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain

emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge. V
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122.
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You can also take appointments at any time by going cmiine'to ONr
website www.rainbowhospitals.in /

~ egistrar/Resident/C.M.O
Consultant:
Dr. Padmaja Yelisetty,

1 MBBS, MD, MRCOG,FRCOG

52427
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“ Rainbow Childrens Hospital-Himayatnagar

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

Hospital  Brhegnt TEL NO :040-48873000

o | WERB : https://rainbowhospitals.in
ADMISSION SHEET
NI T

Registration Details :

Admission No : 1P26-00006519. Admit Date : 06-Jun-2026 Admit Time :12:23 PM UHID : HNH-00009045
Patient Details :
Patient Name : Mrs MAIMUNA SAFURA Age :34Y9M24D
Guardian . Mr MUJTABA DOB : 13-08-1991
Gender : Female Religion
Occupation t Martial Status
Address (H) - Red Hills Hyderabad Telangana INDIA Phone No 1 7893402660/ 7075689043

MI0004 E-mail - MOONASAF.MS@GMAIL.COM
~
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name : 4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr MUJTABA Relationship : W/O
Contact Address : Red Hills Hyderabad Telangana INDIA 500004 Phone No : 7893402660
re
L _

Joctor Details :

Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 114000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 06/06/2026 12:28 Printed By : 016951 Page 1 of 2
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PATIENT TRANSFER FORM
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Tt takes a lot to treat the iittle.

Children’s \ ‘BirthRight'"

Patient Name & UHID No.

Date & Time of Admission

Date & Time of Transfer Order

)

P post

QOon/)

HNH-00009045 IP26-00006519 é \0
B e n | Glibe@binm | #{EhA O A7
T fransterGrcered by reasonforraneter
DR. BT caeiation
From Unit To Unit Information to Attendant

Yesu_‘/- No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No| |
h If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1. A -

ozl

O

N

4,

5.

Shifting Summary / Notes Written by Doctor :

g

No[ |

Yes[ |

S—’QS N MOL?“

Name & Signature of Person who is Transferring

DR

Name of Person Ordered Transfer

V. O0rg

Patient & Clinical Records Rec\eived by :

Sondh) a

Date & Time of Patient Received :

//o’/? Ly,

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

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

| | Nurse not Available

|| Available Bed not ready
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::H;::Im — IP26-00008519

UHDNo.: __ | 13-08-1991 MYOM24D (g Itant:__ Dept:o i e
Dr. PADMAJA YELISETTY

At T ——— Time: ________

Room/BedNo:__ ______ Ward:_____ Suggested Billable bed type: _ _ _ _ _ ________

WARD TRANSFERS

Date Time From To Signature of Nurse

LI6hE [\om | Decitod | of . | WL /Ao
Alel26] (pootm| O Fre Pott— | 27 Anudhon
1008 | 11 1oA  Poeveh-ped—rom | AR/

Cross Consultation Visit

Doctors Name Date Order No. Signature

1 0r G ndhure ?’///Z/ 5,075 i
V/ &W

3 K},@) L\N Qﬁo \\U

8

9

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




INVESTIGATIONS

Date

Investigations

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date | Eﬁﬁ%ﬁgﬁ.t Cor_:fil;(;ting Discc‘;inr;c“ng Order No. Signature
\ ¥ @ , bl o :
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PROCEDURE

Date l5rocedure Quantity Order No. Signature
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Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Ror e"’“j”‘ff ees 3 19fo 0'5\>bﬂmﬁg_[‘rected EDD: Q,Q\E\'Q_oz(a GA: 2R bAanS

Obstetric Formula: Q -~ P Menstrual History: Regular ;/E!/Yes [J No

ML \e H ecus

) Obstetric Examination
Obstetric Hostory:

\5‘ 5 %9\8 T N0, A Bw\ 2 ¢k fundal Height: WY e levnn

o -3 lone= shon Ut. Activity i d
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3 Liquor: [[] Adequate ‘,E'Of/go [] Poly

Present‘Pregnancy Record:

5 %
!n‘@c@\‘fd Cosc @r We s , NT @ PP wauc ] Breech Others
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¢ ol semi _@ Head Fifths Palpable: Ch
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= | W‘ﬂ Per Speculum Examination _ o [p\.
Cow lgpor Draining: (I Present [ Absent [ Bleeding

Colour of Liquor: [ Clear (] Meconium []Blood Stained

Vaginal Examination — N{ A

S J Cervix: ] Long [] Partially effaced [ Effaced
Height: ......|15 3= cm
Weight: 12:2-....kg 0s: Closed Dilated
9 - w r
AUBIGIES: §.. ks B0 i atn T pmamenesisssstamsioss Membranes: (] Present [ Absent
; | Ab |
i gl L Liquor: [] Clear ] Meconium [ Blood Stained
General Examination: .
Consciubress: @ PaIIor:@) Presenting Part: ] Vertex (] Breech (] Others
leterus: | @ Edema: &) Sutton: 0-3 O0-2 O-1 00 O+1 O+2
Temp: 'Pr&ebif@‘ PR * Pelvis: ] Adequate [J*Doubtful
BP: el 4.(:5 oTR: (&) |
CVS: 4,85 RS @Qlcmuasg
Liver/Spleen: N Urine Output®
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Date

Time

Hb

B |

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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(write rate in|
corresp. box)

> 30
21-30

11 -20
0-10
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P
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—
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——
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| Unresponsive
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Green
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[ Obs-iefrics and Gyhaecology ]

Early Warning Signs

4 )

Complete a Full

Yo

Set of MEOWS

Observations

- J

'_10 ' s

(’
1 Yellow Alert : y
Repeat Observations 1
. in 30 minutes ;
~ |
4 N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
I Observations
' 1 in 30 minutes
s
\_ J
4 )

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

©in 15 minutés or’continuous
monitoring

-

* The Modified Early Warning Score (MEOWS)

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

\ Date ; P
ﬁ/ L — - —
Time [ 8)|(9\1d|11]12[(1) 2|3 ]| a |5 |(¢)[ 7|8 |9(10f1a]|12[1}2)3|a|5)6)7

> 30
RESP 3130
(write rate in
corresp. box) 11-20
0-10
" 94 - 100 % L]
Saturations <94 9%
Administered 0, (L/min.)
40
39
= 38
3 37 e LY fa T ] o i
a° 36 : ! | 400 v
35
<35
170
160
150
140
130
% 120
8 110
E 100
® 90 fats s Far . [7]
80 RS 1% I8 & ¥
70 v ~ T
60
50
40
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180
170
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= 150
(=]
= 140 P
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] 120 1]
= ; 19 H A
e 110 [ P 0l 114 I \
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z 90
4 80
70
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50
& 130
g‘ 120
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& 100
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] 80 P b
3 70 —
g 60 & 42 Z )
a3 50 X e ol >
40
NEURO Alert » T J—T T [ . . o P ™
RESPONSE Voice 2
[¥] Pain
Unresponsive
URINE > 30
mis / hour <30
Pioteinirid Prote_zm + +
Protein > + +
: Normal ]
Lachia Heavy / Foul
Clear / Pink
Liquor Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
| Nurse Initial
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Early Warning Signs

[ Obstetrics and Gynaecologyj

}

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

- N
Complete a Full
Set of MEOWS
Observations
\ / "
(
\

> 2 Yellow Alerts or 2 Z Orange Alerts:
Immediate Review by Obstetrician and
Repeat. Obseryations

in 15 minutes or continuous

monitoring

N

* The Modified Early Warning Score (MEOWS)




HNH-00009045 |P26-00006519
Mrs MAIMUNA SAFURA
13-08-1991 saysm2so () o
o A Y Rainbow®
|“ m“mm“mmmm"“ Children’s . Birth R;g ht
Hos p ital . BY RAINBOW HOSPITALS
It takes a fot to treat the Jitt 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

o

11):32

Time ] @ 6) (10} @

RESP
(write rate in
corresp. box)

3/¢/7¢

> 30

21-30

11-20

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

2, dway

40

39

38

37 by

36

35

<35

ajey Heay
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160

150

140

130
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110

100
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70
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NEURO |
RESPONSE
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Alert

Voice
Pain
Unresponsive

> 30
< 30

-— —_—

Proteinuria

Lochia

Protein + +
Protein > + +

S - —

Normal —

Heavy / Foul
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Liquor

Clear / Pink — . ~— =
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Early Warning Signs

[ Obstetrics and Gynaecology J

A

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N (
Complete a Full
Set of MEOWS
Observations

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

Observations
in 30 minutes

N

J/

\_ _ N

\‘T"’

\.

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

Repeat Observations
in 15 minutes or continuous

monitoring

~N

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART |

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

e B v e
Date | Time ga;;:]ri% Route NG | Diarrhoea | Vomit |Drainage | Urine T;'s‘r%;gfzg I\Sllﬂgls]e
Mouth LV N.G A
08:00 am #
09:00 am

G\eb\fa" 10:00 am e (\-( ﬁdﬁ?
11:00 am J \
1200pm | ¥ o oWy < \)
oroopm| LT 7 [\op N

TotalIntake :  €\cwwoN N\po W) | Total Output :
0200om| o) | 100 VS '

B\i\\"b wm| PY | o [(00mlf \ £ e
os00pm | P | D ool KO o Dmv&"i’?g:g
sso0pm| @ || [100 3 [ [

06:00 pm | PA_ \'\ (o6 - ( IQAAQL Z

oopm || \ | (&0

Total Output :

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

08:00pm | Q| 0@ wy |
09:00pm| £ [ \.06”“’# _‘/ l
S9\\0 1(3:00pm o wao \‘Qo_wf _YP( ())OOW“lTi—"] -
11:00pm | R | 1oowp /7 ‘{ /
12:00 am L loo«d ¢ \ -
0100am| R [\3O\D | g b 1T
Total Intake : ‘”TQ\}Q@T\ @b@ 7\,,(7 Total Output : A il
o[ 9| 00! = AT B
0300am [R.) | |og P )

\o [ 0400am [ 9 loond [
W t500am @ 1 g © foowA (\“‘g’( ® \@
06:00am | D | loond] %00 mo -

0700am [ | \0o /
Total Intake : (5 O O At Total Qutput: % QO DA,
Total 24 hrs. Intake .DOO@ Mw Total 24 hrs. Output TQO " '\"/‘—e




HNH-00009045 1P26-00006519
Mrs MAIMUNA SAFURA

13-08-1901 MYSM24D (F)
Dr, PADMAJA YELISETTY

JENAORR

1

I\
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BY RAINBOW HOSPITALS

Hospital

Tt takes a Jot to treat the little.

| FLUID CHART

Children’s .BirthRight”'

Your Right to a Safe Delivery _

1. All measurements in ml.

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

Intake

. s

Nature

Date Time of Fluid Route

NG

Diarrhoea | Vomit |Drainage | Urine | Phlebitis

Thrombo- Sign -
Score Nurse

Mouth LV

P

q

Jj\ N.G
WA

~

DR

09:00 am

&} 0800 am L -33}{)\ 100

¥

|
\
|
9

10:00 am Nk

f—"

,‘/

11:00 am w

12:00 pm

@ |—r
~_/]

01:00 pm

Total jntake:  © | U@

Total Output : P wel IRRT

pd 1\

\Q)OE:UO pm| |
M

Z 1T

&g\ 03:00 pm b o
&\‘ 04:00 pm '

_u: \//

| 05:00pm| 6

o

Phi ¢ Lo X

06:00 pm /

i

07:00 pm

/ oA

Total Intake : T,

0800pm| |, .y

Total Output: U\ .
!

08:00 pm Q\\V

10:00 pm X

N

\\o\ 11:00 pm

P
Z

12:00 am i

~
\._.--—a""""--.__/ o

X
01:00 am

i
K |
£ :

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

™\
~D

=
ad

%‘\V 05:00 am

06:00 am

A—" >

07:00am pd

-1

Total Intake :

/ Total Output :

Total 24 hrs. Intake
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| FLUID CHART |

-
. Birth
Your Right toa

Right

BY RAINBOW HOSPITALS

Safe Delivery

1. All measurements in ml.

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

Intake

| Ivsite

; Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

= Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth 1V

N.G

08:00 am

rd
/

09:00 am AW

v

\L[" 10:00 am D%

I\

12:00 pm

‘Z,\s 11:00am [ ¢ U\M

/

Tt

7

Total Qutput :

ya

A\

%\Q}?}’ 04500 pm

S _—r

/

/

07:00 pm

Total Intake : |,

Total Output :

-\

08:00 pm

09:00 pm

10:00 pm

(&)

12:00 am

‘gléﬁ/ 11:00 pm

/

01:00 am

~ |7/

Total Intake :

Total Output :

02:00 am

03:00 am

/

oy

04:00 am

/

3

DY

N

Y (500
4)‘/} 0500

06:00 am

V

Z

07:00 am

g

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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Total 24 hrs. Output
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Sheet NO. & oo

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
e ;‘L‘ ‘ ‘ — — - S o“tpm _ —_—

Hake Thrombo- [~ o
Nnico ] ) . ' Sign.
Date | Time | ¢ riid Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phlebitis Nugse

Mouth | LV N.G ) 8.3

L Z

/ V4
\lk‘-

08:00 am
09:00 am

Q\LB 10:00 am
ﬁ\ 11:00 am
12:00 pm
ot:00pm| / /
Total Intake :  ~y. Wy Total Output:
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm W
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

]
!
C

%

7 N

Total 24 hrs. Intake Total 24 hrs. Output
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[] Prevent Infection
['] Any Others. Specify
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PAIN ASSESSMENT FORM w2 | W i,
: Pain Stofe Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
| % ﬁ Continuous | 3 Acute ] Sharp [ Dull [] Increasing [ Yes }’@ " Q
A [6 b& La hb Moo Intermittent | T Chronic [JAching [ Burning | ] Decreasing | [ No
L( [ Continuous | [ Acute ] Sharp ] Dull [ ] Increasing [J Yes m - 1
é) g'g "LQ) iD 4’1’) O [lo (\.pr,Q [] Intermittent | [! Chronic 1 Aching (] Burning | [] Decreasing | [/ No "\H /’7
: [1 Continuous | [ Acute 1 Sharp ] Dull [ Increasing | O Yes g
Clshs W PLo" W2 | D pemitent | ocmone | 0 Aching 0 Buring | 2 Dosren At |
ntermittent | [ Chronic 1 Aching [ Burning | ] Decreasing | [ No
] Continuous | [ Acute (7 Sharp (] Dull [1 Increasing | [ Yes [\V2/ 4%
&; f /b ’EZ{B'Y\A & WH 1 Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing{ [ No @
' [] Continuous | [] Acute 1 Sharp (] Dull ["1 Increasing [J Yes N A
z%») /6 ('ieu’”) @ N;} O Intermittent | ) Chronic ] Aching [ Burning | (] Decreasing | [ No i @
[] Continuous | [ Acute (1 Sharp ] Dull ] Increasing (] Yes
M | &Am © it I B . e A7 ©
< NF}~ 1 Intermittent | [J Chronic [/ Aching [ Burning | [ Decreasing | [ No
1 Continuous | [J Acute (1 Sharp 7 Dull ] Increasing | [ Yes ;\l*b#
:f{ﬂ lof o { 1O )J}HW‘-’QU Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No d&
7 Continuous | [ Acute [ Sharp ] Dull I Increasing | [J Yes NR @
E [ é 2 Pn|® I o | NP ] Intermittent | ] Chronic []Aching (1 Burning | (] Decreasing | [ No
7%6 [l Continuous m___ 4~rSharp (] Dull [ Increasing | —Yes }UA
o / i (] Achi Burni O i ’
/ /DM 0 /to Nﬁ f/Euntermlttent ] Chronic [1Ac Vlng C] Burning | [-Decreasing | () No
| Continuous | HAcute =Sharp (] Dull [ Increasing “Yes I/
6 2 m EJ/ 1o | I8 | Soemitent | O chroni "I Aching (] Burning | [J-Decreasing | [ No - Z\

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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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a PAIN ASSESSMENT TOOLS

FLACC-PAIN ASSESSMENT SCALE (1 Month to 7 Years)

v SCORING
! CATEGORY
0 1 1 . . b2
‘ “ | occaslonal Gimace or ﬁnwn. 'Frequent to constant frown,
Face | Ne Partiular expression or smils withdraw, Disoriented quivering chi, clenched faw
% .
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, orlegs'prgvﬂn up
, "['Laying quietly normal postian, ‘Squirming shifting backand -
Activity ‘moves gaslly “forth; tense Arched, right, or Jerking
Rumerlcat Paln Scale {Obstelric and Gynecology) . e
L L | 1 1 1 L 1 L 1 | ; “Moans or whimpars occasional Crying steadily, screams of sobs,
f { ] I I i i 1 1 1 C No Cry (Awake or asleep)
. ; > 3 y : A ] : Y Ty complaint _ _ frequent complalnts
Hobain Posslht[aﬂ Paln - ‘Reas;sured bg‘ occasl;r:jal fouching,
N 1 hugg ng. or elng talke m. nsole or comfort
Consotabliity Content, relaxed dlsiactibla ‘ Dlificult to consols
Neonatal Paln, Agiation and Sedation Scale {(upto 1 Month)
Assessment Sedation Normel Paln / Agitation
Criteria
Wong - Baker (Pediatrlcs) Above 7 Years 2 -1 0 1 2
Ctying No Cry with painful | Moans or cries - Appropriate crying Not| Irmitable or crying at | High-pltched or silent-
teritabliity ~stimuli minimally with painful }* inftable intervals consolable | continuous cry
_ | stimull Inconsolable )
No Hun Hurts Lmla Bt Hurts era Mare Even More Hurts Whole Lot Hurrs Wurst Behavior State { No arjusalto any | Arouses minimally to - Appropriate for Restiess, squirming ¢ Arching, kicking constantly awake '
stimuli stimull ~gestational age Awakens frequently | or
No spontaneous iLittle spontaneaus Arouses minimally / ng movement
movenent movement . .| {not sedated)
Faclal “Mouth is lax Mirimal expression | Relaxed Appropriate | Any pain emresslt;n Any-pain expression
Expression | No expresslon with stimul intermittant continual
Extremities | No grasp reflex Weak grasp feflex | Relaxed hands and | Infermittent Continual clenched
Tone Flaceld tone ‘decreased muscle |-fest . clenched toes, fists | toes, fists, or finger
tone Normal Tone “or finger splay splay
) Body is not terigd _Budy is tense
N “Vital Signs HR | No variability with | bess than 10% Within baseline or | Increase 10-20% | Increasé greater than 20% fram
AR, BR S0, | stimul variability from normal for from baseling -basline, Sa0, less than ar ’
Hypoventilationor | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with Stimulation - ,
apnea stimulation - quick | slow recovery Out of sync or

k ‘recovery fighting ventilator /




1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.
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b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

HNH-00009045 1P26-00006513 )
fMrs MAIMUNA SAFURA ) "
ot ulua:;r’r‘r pe @ Rainb‘ﬁw” )
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i T children's | & BirthRight
m Hospital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM Pt | W i
Pain'Scofe . AR | Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated .Interventlon Sign
‘ [ Continuous | - Acute (1 Sharp [ Dull 1 Increasing Ll¥es A4
816 Ao / 10 |MA | Sontemitient | 0 Chronic [JAching [ Burning | LBecreasing | ) No - -&
"D Continuous | [ Acute [ Sharp [ Dull [ Increasing Yes™ L @
( 142 gm ? { ﬂ' ] ; = . — Achi 1 Burni ; = SN E
? 6 ¢ o0 N {1 Intermittent | [ Chronic [ Aching ] Burning | ] Decreasing | [ No
[l Continuous | [] Acute (1 Sharp (] Dull [ Increasing (] Yes N
o ) . .
3 / é /Z 4 ,Zf 6“D ne L] Intermittent | [ Chronic ("] Aching (1 Burning | [ Decreasing | [ No 0
1 Continuous | L+ACute [-Sharp (] Dull [] Increasing | [=Yes
8’6'/2( Gla"" 0//‘) N¢ ' ' ' Aching [ Burning | = - O e B
~“Intermittent | ] Chronic [] Aching (] Burning | [~ Decreasing { [ No
_1 Continuous | [ Acute ] Sharp (1 Dull (] Increasing | [ Yes NA- é[!
%/ b / )/é‘ \UPW\ D] 10 NA- [ Intermittent | [J Chronic ] Aching ] Burning | [] Decreasing | [ No
[1 Continuous | [ Acute ] Sharp ] Dull [ Increasing [J Yes i
g {6 [Zé %f},{\ 0/[0 P o Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No #’ :
[] Continuous | I Acute (] Sharp 1 Dull [] Increasing (] Yes
[} Intermittent | I Chronic ] Aching [] Burning | [ Decreasing | [ No
(") Continuous | [ Acute (1 Sharp (] Dull ] Increasing ] Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | 71 Decreasing | [ No
] Continuous | [ Acute [ Sharp [ Dull [ Increasing ] Yes
[ Intermittent | I Chronic [ Aching [ Burning | J Decreasing | [ No
(] Continuous | ] Acute [ Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | [] Chronic (] Aching [] Burning | [ Decreasing [ [ No
Re-assessment Frequency:

(PT.0)




——————

T———TT

Q

Q

, PAIN ASSESSMENT TOOLS

* ]
\ .
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
i SCORING
CATEGORY
t . i} 1 ' ' \‘ 2 h
" | Occasional Gfnace or Frowm, \Frequenl 1o constant frown, o
Face No Particular expression or smils withdraw, Disorlented quivaring chin, clenched jaw
Leps Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
‘| Laying quistly normal posttion, Squirming shiffing back and
Activity mgvgg g:s“yy p foe-th' tenge 0 Al'ch‘ed} right, or Jerking
Numerleal Pain Scale (Obstetrlc and Gynecology) : : - — .
1 1 L I L i 1 L 1 1 I Moans or whimpers occaslonal Civing steadily, scraams of sobs,
I ] { [ 1 1 T i 1 1~ 1 G No Cry (Awake or asleep) :
I : ; ) A : ; ) : . ) Ty complaint ' _ frequent complaints
tlo Paln 1 Pos';‘{bol':il’aln .- - Eaassured by occlaasjllfendal touching, \ .
Content, relaxed ugging, or being talked to Diicutt to consol or comfort
Consolability nt, disiracthle g icutt to
Neonatal Pzin, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
- Criteria
Wong - Baker (Pedlatrics) Above 7 Years 2 -1 0 1 2
Crying Na Cry with palnful | Moans or cries Appropriate crylng Not| Inifable or crying at | High-pitched or silent-
Irvitability stimull minimally with painful] iritable intervals consolable | continuous cry
0 2 4 6 8 10 stimui Inconsolable
No Hurt Hurts Litde Bt~ Hurts Litle More HstsWorst | Behavior Stale | No ardusaltoany | Arouses minimally to | Appropriata for Restiess, squirming | Arching, Kicking constantly awake
stimull stimuli qestational age Awakens frequently | or
No spontaneous Little spantaneous Arouses minimally / no movement
maovernent movement 1 {not sedaled)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expresslon
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weoak graspreflex | Relaed hands and | Intermittent Continual ¢lenched
Tane Flaccid tong decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong orfinger splay splay
Body s not tense Baody [s tense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RA, BF. 8a0, | stimuli variability from normal for from baseline baseling, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
aphea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator

~/
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IHHHIIHIIIIM!IIIIIIWHIHIII CHECKLIST FOR THROMBOPHLEBITIS Hospital .?:::f;?:i“:?::fz::‘::z

616/ 8

ST,

SCORE “DAY'T v DAY N [T
S. No. SITE OBSERVATION STAGE / ACTION W[ E ] f} m A @ [((E)] N Remarks
. No signs of phlebitis / O
L IV Sk appears. hoalthy Observe cannula ) ]*C -—) MJ’ Nﬂ 1\94 N Al N& | Pt
One of the following signs is J
evident ; Possibly first signs of phiebitis f| |
2| *slight pain near the IV Site / / Observe cannula 1 ] PR T NP N A He NA QA
* Slight redness near IV Site N"
Two of the following Signs "
3 | are evident: Eaegﬁ:?gﬁnﬂaph[eblnsl 2 | N = NA A) A\ Np| P4
Pain at IV site Redness . Ny (Al
Q\','igérﬂ'? falowiag Signs A Medium stage of phiebitis /
4 | pain aioﬁg Path of cannula Resite Cannula Consider 3 - NA Oal Np [Np PA
—~ /
Redness around Site Swellng | eament N#) . NH A
All of the following Si
-Oft a0 owmg_&gp s are Advanced stage of phlebitis or
CYICHR SN the start of thrombophlebitis / Qﬂ NA
5 | Painalong Path of cannula . : 4 | N = _Na NP | Pd—
Redness around Site ?e site Cannula Consider ~ \ NA
Swelling palpable Venous cord reatment
All of the following Signs are
: o Da Advanced stage of
dent and Extensive : Pai ,
o il thrombophlebitis / \\C B o Ao N (-
6 | along Path of cannula Redness | | . -~ 5 W) Np | R4
around Site Swelling palpable itiate treatment Re site 1 A
Venous cordpyrexia Cannula
VAN / e =
Signature of the Nurse | 9&‘«% (’, & 5 & | @V‘
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observationoohib site should continue for 48 hours post removal to detect post infusion phlebitis.
Signature of Shift In Charge : Signature of Ward In Charge : }
o
Signature : ........... @ Signature : ........ Q3o .......... Name: ... mf«, ............................
| Docu. No. : RCH /FRM / CLINICAL / 137
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patient Sticker Rainbow® . o
‘ Children’s @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospltal | .ﬂ;‘”ﬂl&"ﬁ
! DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION , |- -STAGE / ACTION SCOREm T E | N M | E M E N Remarks
1| Vsite appears healthy %Obgfr';g E;ﬁ',:{ﬁgm” 0
One of the following signs is
5 evid_ent : Possibly first signs of phlebitis ,
* Slight pain near the IV Site / / Observe cannula
* Slight redness nedr IV Site
3 Two of the followmg Signs Early stage of phiebitis /
are evident: Resite Cannula 2
Pain at IV site Redness
AII. gf t{re following Signs are Medium stage of phisbitis /
gvident : : ;
4 1 Pain along Path of cannula _Fr{esﬁ(}atnnula Consider 8
Redness around Site Swelling ~ +| 'Tealmen
All of the following- St
evident and Extgl]ngsiség:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula tlge s.taréof mriorgboppdlebltls/ 4
Redness around Site Te site Cannula Consider
Swelling palpable Venous cord reatment
Al of the following Signs are
evident and Extensive : Pain Advanced stage of
& | along Path of cannula Rediess | Wrombophlebiis/ 5 ‘!
around Site Sweliing palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signatyre of the Nurse

NOTE : Phiebitis 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 :

SIGNAMUIE T ooeeeree s rentenaens NAME I ovrveivrenrvnensirnes ueeeeserrarsestisserensanbes

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

Signature of Ward In Charge :

SIGUALUTE © corerrcrererenrsienssressevesasnsranseners A T 1
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1. Completely immobile:

Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

.

Ll
Mobility ; . & : s : , - i) :
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (1 P
without assistance. to completely turn self independently. independently.
L |
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; ; i i i ide the room at least twice a
of physical activity’ Goitfined to tied non-existent. Cannot bear own weight very short distances, with or without Walks outside the roo i L( \F
T !

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

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

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

=

o

Sensory Perception

1. Completely limited:

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

2.Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

&,.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

patient is moved or turned.

2. Very moist:

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

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

4. Rarely moist:

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

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

1. Significant problem:

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

thrashing and friction.

2. Problem:

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

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein infake 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/d|; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

—

< | —<

D
D

Severe Risk : less than 9

| High Risk : 10-12

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

l

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

o\ Cf\



Support Surfaces
Risk Score Category Action (Please Note: Only reguired for children who are deemed at risk due
to atered mobility, consider occupation therapy referral for advice
] » Regular Turning Schedule _ _
« Enable as much activity as possible High density foam mattress
15-18 At Risk + Protect the heels Gel pads for high-risk areas
+ Use pressure redistribution surfaces Alternating oressure mattress overla
‘ « Manage moisture, friction and shear ap y
« Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Pafients o
13-14 Moderate Risk Gei pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
- -
« Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 « High Risk + In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
‘ « Use same protocol as for “High Risk” Patients High density foam 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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Morse Fall Risk Assessment Form

%

Rainbow’
Children’s .

Hos

pital .

1t takes a lot to treat the little.

-\ )
BirthRight
BY RAINEOW HOSPITALS
Your Right to a Safe Delivery

el afs " x
Choose Highest Applicable Score from each Category at;/ UL {L [ 6 / /6 '6 Fall Risk Grading
core duj A )

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse;;apg)score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 (@) ) ¢

Furniture 30 Standard Fall

Low Risk 0-24 .

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

None /Bed Rest /Nurse Assist 0 @
IV / Heparin Lock or Saline :es 2 X0 ir) &v@ Implement

0 200 @ Moderate Risk 25-50 rrgggﬁits:a“
Impaired
: : Intervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /iImmobile 0 G 7z 9 Implement High

imitati ; \ isk Fall

Mental Status Fo-rgets i = 15 High Risk Bt g:te:tion

Oriented to own ability 0 Q c e i
Total Morse Fall Scale Score: 9 /8 Q@ 30

ek
Signature *——*‘Q(/L @ \JA(%P

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

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

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

["] Hourly safety check

[_] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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HNH-00002045 1P26-00006519 -
MUNA SAFURA - e
T’r""m" Fafid o Rain b;w ' .
et Children’s Bnrtthght
m“m““mmmn“ l | Hos pjtal . BY RAINBOW HOSPITALS
URINARY CATHETER BUNDLE CHECK LIST LR | O i
DABOEISEHION, ... covvvmvnsnnguvimasmn siain it Dataof RemovaL: .....uciuvsvwvasvimmsuonn o
ri fa)
5y
Parameters Date Shift Time b 7 % '
L. 7
Need for the Catheter m No )Z’ﬂ'eé [ONo | ClYes [INo | [JYes [INo | IYes CINo | [IYes [INo | [IYes [INo
Hand Hygiene ¥es CINo E’ﬁs CINo | CYes CINo | CiYes CINo | ClYes [JNo | CJYes [INo | [IYes [INo
Usage of Sterile Equipment s CINo ZJ4es [ONo | ClYes [ONo | ClYes [(INo | [Yes INo | CIYes [INo | [IYes [CINo
Is the Collection bag below the level of bladder Z?g C“1No (l}YeTs CINo | ClYes [ONo | COYes [INo | [lYes [INo | ClYes [INo | [IYes [INo
Check the Tube for Obstruction (Free of Kinking) Yes CINo (BYES CONo | OYes @Q)V&Yes [ONo | CJYes [INo | ClYes CONo | CIYes [INo
Is Catheter dated as policy es [INo /fﬁ(es [ONo | C1Yes "CINo 0[(:?‘ C %\,b@es [INo | [JYes [INo | ClYes [INo
Collecting bag is been emptied regularly? Bs [INo \,H’iés [INo | [lYes [INo }_tl\io J [JYes CINo | C'Yes CINo | ClYes [INo
Maintenance of closed system for the catheter es [INo | L+¥es [INo | [IYes CINo | | lYTzr CONo | C ;st [1No P‘ Yes [INo 'Yes [INo
-
Dressing clean and dry? “TYes [INo ;LYes CINo | CYes [CINo | [lYes CE“N(F DMO l: Yes [INo | [Yes [INo
Is the line removed as Policy? [Yes [4M0 | /}‘fe’s [(INo | COYes [INo | ClYes [INo | [lYes [INo | [lYes [INo | ['Yes [INo
Performance of Perineal Care % [JNo ,a*ré [JNo | [OYes [JNo | [JYes [INo | ClYes [INo | [IYes [INo | [IYes [INo
Onset of New Fever 1Yes [’H_Ng//ﬁ?esxf(hlo (JYes [JNo | [Yes [ONo | ClYes [INo | ClYes [INo | [JYes [INo
Asses for the leakage at the site of insertion (\_,I;){e? [ No fjfes [INo | [CJYes CINo | ['Yes ['No | IYes INo | [I1Yes "INo | [1Yes [INo
Name of the Nurse ‘b&i MM
. "‘ A} G 7
Signature of the Nurse _)QUV @

Docu. No. : RGH /FRM / CLINICAL / 114
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Mra MAIMUNA SAFURA ,_‘ Rainbow®
1&0.;1“”»1 mu’.'m“ ] Children’s . Blrtthght
"""" ' Hos pita | BY RAINBOW HOSPITALS
||||||||||\||||||||||||||||||||||||\| Hospial, | Wt

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: CYes [INo [CINOTKnown
g EM < LSk BB BBRBINE . i e
@ | Surgery/ Procedure; , \ PostOP Day: n} g b
L T\ e
% Date ol L\ W '0_\“1 \ . GN’ \g A,
&% | Medical Condition - L : ==
= | (Any special condition to be noted): — - == ~
= | Diet M8M | W\ | Qo [Scit - -
! Allergy: OYes 0No | O \‘(eé%'ﬂ Yes [ No | CJ Yes Cille-| (7 Yes MO | T Yes ‘<o
| @ Ventilation (RA, NP NIV, VENTI): e — e RP — —
ﬁ Tubes/Drains/Catheter—— &Yes CNo | /Yas// No | 01 Yes [+No | ) Yes [LNe L) Yes (hg| O Yes (—Nor
e | Vital Signs: Temp: | QY6 F [ ey - C’Liif; 9y 1" q98F923' "
'% Res: | 10 21O o ‘WH/" 2 0bwm
2 $p0: | 00+ | (oo |94 193 | 160/n 120 o
2 puse: | T |epn (KT |gSbm | g 224
8P | |10 42] \olag| |82kTS 130(20bw) | 20 /72180 45
LOC: Lok | % | +PL — —~
Fall Risk Score: - — - — e
Pain Score; | — = - —
Skin Integrity | L1oe d ool | W oed Aé 604 B il
Safety Needs: «TYes I No G/Yes C No | Yes T/ No [ CL.¥es DNo«Z’%s u@(ﬁ’ LYes [ No
Physiotherapy: | AU¥- i &b PR - g
o g Others Specify: |0 Yes COflo|C Yes ClNo[T) Yes CTNo | Yes (3-No | () Yes (No L1 Yes =Hto
PN B Special Diet: | AL @ ) | Codd- B - —
. = T r
- Critical Lab Test / Values: . — — — —
E |Other Special Orders / Medications: |7 Yes No | Yes N5 Yes [TNo | O Yes CLNe10 Yes (N0 | O Yes Lo
E PU Pfophylaxis: [ Yes Ciho | O Yes CUNo T Yes Co | O Yes CINo{o1 Yes o |0 Yes C1Ne
DVT Prophylaxis: O Yes C7N0 | Yes CLNoTT Yes €0 | O Yes 4o | O Yes Mo |0 Yes No
ADL (Dependent / Non Dependent): \Je \)Q,Q i — —_—
¥ \
Post Operative Procedure Special Orders: !\B - — - =
4 F
% Handed Over By Name .\“,_i T M W{xw %ﬁ RMA
| Signature /1D : M '@L |adan (e / | ot |
 Date: b 1ChO | =t biHel | F[4J1e | ]61%1 21, (20
| Tie: wh | o8, Mmlafo TP | SAMN2Pm
Taken Over By Name : }LU:/ Bl ‘EIE W Qﬁvaﬁb, Su [ g
"ﬁSignature /1D W _&m @VJ ! = <P |
Dae o =bhA (T ¢ o016 | 5[ el e/gE
| Time: - VKo 220 | Som (2P | 220
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NURSING SHIFT HAND OVER FORM

i fospral

= | Diagnosis: & . Any Infection: CJYes [INo ~rNot Known
E TEYH‘ //SCC7 i
= : H¥es SPELHY: ...
5 Surgery / Procedure: Post OP Day:
2
g o Shift 2, B0,
& | Medical Condition _
:,_‘, (Any special condition to be noted): =
@™ | Diet: - —
Allergy: [ Yes 20 | Yes CNe |0 Yes OO No |CYes CINo [ Yes CINo | Yes CJNo
Ventilation (RA, NP, NIV, VENTI): - —
Tubes/Drains/Catheter: [ Yes [)N0 | ) Yes.=No |0 Yes CJNo | I Yes CINo | Yes CINo [ Yes CNo
£ | Vital Signs: Temp: | 49.6 o 1at6=
g Resz Jobl, | BRbn
Zu: Sp0,: !HD o AP 1 00/
2 Puise: | 32[0), | 83bkn
BP: | 1)8/28 sl 100 /60
oc: | - =
Fall Risk Score: - —
Pain Score: | “0” ["p !
Skin Integrity | 2 pod  |(Gnoo A
Safety Needs: |L-¥es CINo [Li¥es CNo (C)Yes CJNo (CYes CINo (O Yes CJNo | O Yes CINo
Physiotherapy: - -~
§ Others Specify: | Yesi#No | ] Yes =No |0 Yes C1No | Yes CJNo |1 Yes [)No | Yes CI No
E Special Diet: N —
g Critical Lab Test / Values: - -
E |Other Special Orders / Medications: | Yes [No | Yes NG [ Yes [1No | Yes [INo | Yes (1No | Yes CINo
§ PU Prophylaxis: [Yes (ZNo |0 Yes C-No |1 Yes CNo | Yes CINo [T Yes ©JNo | Yes [ No
DVT Prophylaxis: [1Yes (#No | Yes (N0 [ (] Yes C1No | Yes C1No |[C1Yes [JNo | Yes CINo
ADL (Dependent / Non Dependent): = —_
Post Operative Procedure Special Orders: - —
Handed Over By Name : %‘ e ﬁﬂtﬁy\ﬁ\
Signature /D : S A
Date: %k{ o [§ 26
Time: 2 Ao gﬂ 128
Taken Over By Name : ﬁ-ﬂ&_b ha
Signature /ID : -___M_
Date: ¥ 626
Time: gspm




Y ~
Patient Sticker Eﬂ:'l‘é’r%"g; ® Birih Right -
Hospital .vamsowaosprr 3
12 takes & Jot 12 beet the: Rttie. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z Diagnosis: Any Infection: OYes [INo [ Not Known
= 1F YBS SPECHY: 1uvvrereeemeeeeeeesreeneseseseessesennens
5 Surgery / Procedure: Post OP Day:
% ate Shift
é Medical Condition .
] {(Any special condition to be noted):
@ | Diet:
Allergy: OYes ONo|OYes ONo|OYes ONo|OVYes ONo|OYes ONo O Yes ONo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: 1 Yes UiNo |3 Yes [INo |0 Yes ONo |0 Yes ONo O Yes ONo O Yes O No
= | Vital Signs: TBF':;EE :
§ SDO: 12
] x
2 Pulse:
BP: )
LOC: ’ )
Fall Risk Score:
Pain Score:
Skin Integrity ;
Safety Needs: (O Yes ONo|OYes ONo|DYes ONo (O Yes ONo|miYes ONo |OYes E2No
Physiotherapy: ' - T
2 Others Specify: [0 Yes ONo|DYes ONo |t Yes ONo|OYes ONo|DYes ONo [0 Yes ONo
'E Special Diet: '
g Critical Lab Test/ Values:
£ |Other Special Orders / Medications: |3 Yes rINo |1 Yes ONo | O Yes ONo |0 Yes O No |0 Yes ONo|O Yes O No
§ PU Prophylaxis: OYes ONo|DOYes INo|DOYes ONo |3 Yes ONo | Yes ONo|OYes BNo
DVT Prophylaxis: OYes ONo |0 Yes @No |0 Yes ONo | Yes t1No |01 Yes CINo | O Yes O No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name : fy
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 087
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HNH-00008045 IP26-00006519 2
T:o.".':'.'::' " w;:?. M24D  (F) Rainbow” . ) -
r. PADMAJA YELISETTY Children’s Blrtthght
T Hospital _ | zmeonce:
T DRUG CHART
Date of Admission: g\(’\?’ozc ........ Drug AlBIgIES: ....oeoiieieieiieieieeeeeeie e ese e 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

1) Right Patient

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

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

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

>

Tij;ne

Dose Route | Frequency

Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Tijvne

Dose Route | Frequency

Start Date|

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

v

Tirvne

Dose Route | Frequency

Start Date

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:

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

10
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Verifi

ed by

M
-

Verifi

Mre MaIMUN A um "“womu

1!-08-1”1 Sar
Av. <
)ﬁ] /m MIII””I’I/”/ m ” REGULAR PRESCRIPTIONS  Weigh. . \’J"‘\( Ward. D6
\1 \¢ (Datep
DRUG : ~l N C(K TR XD Time L
Dose Route | Frequency |Start Date ) ;
AQA -
Name & Signature of the Doctor / V.l)
Starting the Drugs: d-Ap (——””/,/’
.__) L S -'-.\\\ by Ca \'lé (S V=
Additional Instructions: \ R
I
Daily Doctor’s Endorsement by a Sign
. | DRUG: TXSY - MCTRom oAl B () S Op\ bR\
é Dose | Route |Frequency StaT Date :f v—:; ‘; . = g ™~
>llcomlLf TV | TWD Q;(\ i éé‘ - \ / ~
S y Va = e’
= | Name & Signature of the Doctor [ e U Vo hed ™
V1| Starting the Drugs: Y Al R A N
— : =) b |
S ~ v Mo veero: &56\ “}r\{:?]%,&’} \‘
[ Additional Instructions: )
s Y€y - \
S NN L
4 X -
| REESKZO
Daily Doctor’s Endorsement by a Sign P RQA
— K3 e A € [Dater
= pRrug : L N3 CCFaTh Tir'ne'-\‘oCA \‘\D | L
2, | Dose | Route [Frequency (Start ﬂte RN AR <\ AN
3 | AGM | BNV BO| 60 R { ¥ A \ £
3| Name & Signature of the Doctor ’ V Al | WJbeq T
- | Starting the Drugs o v Y R
C\" ) ‘ eecNO- \5%%- // S(Y\CD \ \
PA (?\ / h L
Additional Instructions: Ny / / \ —
ATD- A
/
Daily Doctor’s Endorsement by a Sign QQ
DRUG: Thy PAnTopeacete At aD o\l
‘| Dose Route | Frequency |Start Date &}\ v, \ \ o~
S [ “omy| tV en | <t -/, W : - ~
s | Name & Signature of the Doctor ’ | # o1 NS
~= | Starting the Drugs: M\ . > B a~
e : ’b"@ f —- 5’5) i = bi k
c NS s
= | Akione! iginioBons: yAv/4 A
\
=) [ -
Daily Doctor’s Endorsement by a Sign (p ™~\
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l’z‘mﬁs'li ,/4,
s MAIMUNA SAFURA up  ® Rainbow® . L
“’”’"m "“ Children’s & BirthRight
““\\ Hos pita| . BY RAINBOW HOSPITALS
“\“\‘I“\“\‘“\‘““ It takes a lot to the fittie j Your Right to a Safe Delivery
o SONG: REGULAR PRESCRIPTIONS weignt {5 Mg 4DE—
; DRUG: N Enoxpeaad  DAERA( o \Bp\L
: Dose Route | Frequency | Start Dt. )
< gomg| s | 0 |g0 S48 I O
& Name & Signature of the Doctor ¢ % % L
o Starting the Drugs: : 1&*
q-) i:‘qi %OQN \ 0
— P o y
0 Additional Instructions:
X aeks
™
Daily Doctor's Endorsement by a Sign 4|
] ' . — . |Dater
| J’!— anus T CIYMORRL Foere Tog AAk
- ose | Route |Frequency |Start Dt.| o\’
- el | Plo | tp | X 10)
N S Name & Signature of the Doctor Tk g
o I3 : _
o o Starting the Drugs: W 5 ’{
g o - N 4
) "» : n) /)
- = Additional Instructions: /4
?;, F.,W =14 LlQ-Q‘J—-C. mwwb ,6\ - h
T CH\-f TRL0S 2 TP“PS-M A %
Dally Doctor’s Endorsement by a Sign Pj /Y
Dat L Lk
DRUG : TAG PARACETAMOL e\ \ 11\\\0
Dose Route |Frequency | Start Dt.| _‘)}- ’
| PO |ebew joHob [, e ?791\ /

Name & Signature of the Doctor
Starting the Drugs:

B v mviwoeeTia

Additional Instructions:

J

; Daily Doctor’s Endorsement by a Sign ‘ /}Q/
2 DRUG :TAB TRAMAD L B QAé

ied by
ut.tYL]“}‘

f

—]
=]
i

i Dose Route | Frequency ' Start Dt. M
Lo \owy| Py (4wt | oghl @ P A
=k Name & Signature of the Doctor g '?'
b Starting the Drugs: TR 7
B Do mvworeTon oo
Additional Instructions: = Vil
/
\’JH’\A / — /'/
Daily Doctor's Endorsement by a Sign b(" s
1S
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HNH-00008045 RS JHROE1E . ,:4 ®
uwuumwu Rainbow ) o
T:nnm " Children’s . Blrtthght
i ogpel_ | @iz
B S REGULAR PRESCRIPTIONS weigr:. \aibgwm o
© . . Date»
> S DRUG : “TA® DILDFEAL g 4&‘0@@{&\5
g Dose Route | Freguency | Start Dt. \
% n| L0 Po |&Herry B;»‘ob I
1T "~ Name & Signature of the Doctor 0P
E = Starting the Drugs: 04 -
g e Q/ De- W VINLe iA—
7 Additional Instructions: Y L }
VY B
N ﬁ/
\—\'V‘ v /1
Daily Doctor’s Endorsement by a Sign ) A
= - Date» 150 L
s | DRUG: [N ONDANSENRoN Time’j\}\ ‘A‘q’\\b i
;‘ %\ Dose | Route |Frequency |StartDt. | A ) O\
e 877\1 Iy an =, Bﬂm L \' -
D ﬂ Name™& Signature of the Doctor YK 1M )
- Starting the Drugs: - {
: ..g B/ (H___, g \D ey
L A & b
= ¢+ | Additional Instructions: ; Y
(- 1

Verified by

My

verineda Dy
Dr. Dhakshayani

Dhakshayan]

4
b
TRy

Daily Doctor’s Endorsement by a Sign
oG | Po | TD-
D - \\[g vee —a.

S

DRUG: . DomM Pe RADGNE
Name & Signature of the Doctor
Additional Instructions:

Dose Route | Frequency Sta{l Dt.
=418
Starting the Drugs:
AfTER ftocD

®

Daily Doctor’s Endorsement by a Sign

DRUG :CAP \ACTARC Dateke oo )} E
Dose | Route |Frequency Sta(t Dt.| | AP
AWB | PO |TUD g6 ST
Name & Signature of the Doctor 4
ing the Drugs: /
D"‘ \\Qouuee e . ‘m
" Additional instructions: i
h fer iuuee ’Q\\D 5@
T ATA® DX A weet

[ Daily Doctor's Endorsement by a Sign
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Sheet No: .............

\

Rainbow® . o
Children’s ® BirthRight
Hos pital . BY RAINBOW HOSPITALS

It takes a lot to treat the litte Your Rl}hl to a Safe Delivery

REGULAR PRESCRIPTIONS  weignt ........... I R—

Date

>

DRUG: "\- CET I ME

Th;ne

Dose Route | Frequency Sta{[ Dt.

2cerd Po | RD alb

Name & Signature of the Doctor

Starting the Drugs:
I)\,biklcgé?éxﬁ‘*'

Additional Instructions:

AFTER foob

Daily Doctor’s Endorsement by a Sign

Date

¥

DRUG: ~\ PRANToPR Aol

Time

Dose Route | Frequency Star{gt.
lergq| Po | BD | Q

Name & Signature of the Doctor

Starting the Drugs;

D Nouee—o-

Additional Instructions:

REfore Qe

Daily Doctor’s Endorsement by a Sign

Date

DRUG :

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

S|tarting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




Sigrature

A

{!1

"z
! T e T - RF:l.ilﬂZ)h?O'Wm . . e
Patient Sticker | Children’s . Birth R|ght
Hospital . BY RAINBOW HOSPITALS
Tt takes 2 Jot to treat the ltte. Your Right to a Safe Delivery
Sheet No: ............. REGULAR PRESCRIPTIONS Weight ............ o Ward
. Datey ) .
DRUG : Tige

Dose Route | Frequency | Start Dt. [.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Dose Route | Frequency | Start Dt.

DRUG : Dater

Dose Route | Frequency | Start Di. .
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: )
Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose Route | Frequency | Start Dt. .

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater .

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dostar’s Endaorsement by a Sign
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HNH-00009045
T:o:fl':r qu M " Weight. .. %’MWard .....................
Dr. PADMAJA Y
\\\ 11 \\\\\l\\\\\\\l\ﬂ\\\\\\\\ T | ,
TiUIE [ Nﬁfig' I Nurse Sig. I Nurse Sig. l E&SIQ‘
Dose Dose Dose Dose
DRUG : o Sion. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
. Name & Signature of the Doctor flass ose e Oone
‘V Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
W‘ Additional Instructions: pose e foss -
"'l Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
» VARIABLE DOSE TEQ’IB I Nurse Sig. l Nurse Sig. Nurs:Sag r Nurs‘ESig.
Dose Dose Dose Dose
a DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr, Sign.
ROU te St art D at e Dose Dose Dose Dose
! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
:! Name & Signature of the Doctor e Dose Duse Dose
i Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: s dow foss L
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Timi Medication D?s:?rﬁ C‘i‘i&tger Route Signature Nurses
Yv) NS TEPRNE ZAY
| L | TS PRNTE - T D |lakl
5 E\ |.30 ole qomMG 1
e & R
| . TAY - METelome- o D TN
'i (:\L) 1120 o b \omG I\ | (Y e
) w| 03 Lo m | |V A <
| b\b |20 4o b_, ]
| Obloe |2 op P IS OXYTRCIN 290 v P e
(ab)
i — A —
’ oLlob [FSCPy [N FaRAtETAMb1 { 1 =
? ‘ ™ —
| M%Q@%“mmwww 1&?7 v n Vo~
‘; Aerd . _M A
1 pblob 90y 199 Lfpeo - lop wAg (v { o2\
”. ; toR TILoN & - VP
| Iy
| objo, [2:6% fm (0O CareoPrROG | SO meg Y% VA
\ -~ i/j'\/s
sbloL | 27 SofM\| M - Dieofeac AL 1M
5 e S,. o
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Dr, PADMAJA YELISETTY e Rainbow . . . -
AT T Chikdrefys |
== Hospital BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie Your Right to a Safe Deh;:r;

MEDICATION RECONCILIATION FO
Drug Allergies: ................. \\\ R u R O

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)

ot known any Drug Allergies

OIMURNGIEINN, - oisueausicnisninmen s ssimisisrings et seuiisrumany Shifted 10: ..c.oeeeieceeecec
S mmemf:"ﬂﬁféﬂ';#ﬁ{“ EETTERS) (mz?ﬁlf:g) (PO, ?u?;u;f: jy) | FREQUENGY E’:tseT/DT{-.},?,ﬁ ?gﬂ:‘%‘gg
—
1 The- (Rom ek Pl oD é&,[gg G 00
2 THh|CHLCIOND \ab elo oD 5("@/26 DC(«E]ﬁJ
9 Oc ooc
4 [0c bc
5 CJC CJDC
6 (JC JDC
7 (JC OJDC
& OC CIDe
9 0¢ OIoc
0 Oc 0IDe

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

Doctor Name & Signature : ../........ XA %QA SNEE D i
DA & Time : ........cconnsen S

Nurse Name & Signature: ....£.)

D R T o e
Docu. No. : RCH/ FRM / GENERAL / 090
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STAT / ONCE ONLY DRUGS T L
B aTTIE ciiveies diosisavesnsssnnannnarsonnaensensanaraansnsnsnssssnsnsssnssasnsnsonnsnnssssasassssssasnesbsash Sheet No: @
| DOSAGE & OTHER SIGNATURE
DATE TME | MEDICATION INSTRUCTIONS ROUTE Doctor | Nurse-1] Nurse-2
o7 P NERBUL CATION | Reepur | naLs N @PSL”
@M% i PM} T _Droun - Dt nA] Pﬁﬂﬁ‘” s \2/ g
v

0bl0L | @l W TalhceramoL | 1o l 6 pA c&

ﬁj\a ]ﬁd\’\ | ™ ondaNsEIZen i W de— MD\JM @

. A3 Lot I

oflob | [A30/m | IKD Do ne  loown v b A k 158l

‘ . L2 U U La=tion { .
e | orlon | [Fo0en BEEL N CoDkook MT"”UM Mektién_ ‘&Qﬁg/ o
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Docu. No. : RCH /FRM / CLINICAL / 136
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v ST Rainbow* ® BirthRiaht
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[

vAcOAREAN SECTION OPERATIVE NOTES

T Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening
\Mtemal or fetal compromise but needs early delivery

1 Delivery timed to suit woman and staff

L1 )

Surgeon’s Name:  DR. Phorfrh Yeusery Date of Delivery: ¢y | 6 \2016

Assistant Surgeon:er%Lm\th] DR RAOY A '\ DRe\JCenp Time of Delivery: g ‘ \ LR PM.

Anaesthetist’s Name: T caronR Gender of Baby: fewpie )

Type of Anaesthesia: 8 GIENERML AEHES| Weight of Baby: 3\'3% Jea

Neonatologist: -' 4 DR- IPARANA AGPAR Score: \ 0

Scrub Nurse: AN Quskeet A NICU Admission:,_+Yes .ﬂ‘ﬁo;

Pre-Operative Diagnosis: &, ®it \33*%:1:5 2 o lquer 3 frodsid o\crs‘ﬂ\j

1 Elective VQ/Eﬁergency Indication: ......... MQ\'U!&D‘QC\S"‘QE ............

~ Urgency . - LowNguor

Decision time: ..........c.occovveenn, NOROIRS s Knief to rectus: .......... 33 mos......
CTG Description: .........0cccvneens -..Q:ec»@.’fﬂ»e..: ....................................................................................

If there Was @ delay GIVE the TEASONS: «.........ooov.ereeeveeeeeeeeeeesseeeeeesesseseeses s ssesssessssssseesssseeessseeeesens

Surgical Procedure: @macm& Lecg

Post Operative Diagnosis: POD -0

Peri-Operative Complications: Nowe-

Amount of Blood Loss: FOON\‘ Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Noee .

Docu. No. RCH/ FRM / CLINICAL / 155

(PT0)
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' D 'qumbo . Pu*;e\mcd\ Su‘r&xg;.w%ob‘j AE‘\‘\,C'C&L\““\%‘Q‘MC._

. y e n&‘\*\rw Lderas ot .
Examination Findings when Appropriate:
Presentatior*j‘ztfﬁhalic ("1 Breech CIOther c.occveeveee Cervical Dilatation: ............... o cm
5th Palpable: .................... ] Fetal PoSItion: ................ S
Staion._&3 -2 0O-1 00 O+1 O+2 Moulding: ' =MNone 1+ [I++ [I+++
Caput O+ O++ COL+++ O Meconiumi—=fone 1+ [1++ [1+++
Bladder Catheterized : VZQ 1 No ~Urine: (Clear’ (7 Blodd Stained
Skin Incision: V’Xﬁannensteil _ L1 Transverse 1 Midline [ Other essnsssanisssesisssnnyssassisarsssaneas
Uterine Incision:vzfowerSegment 1 Classical Clnverted T [JJIncision =¥ LOSthiekened.
Previous Scar: \_)’ﬁact [ Thinnedout ] Ruptured 1 No Scar L |
Incision Through Placenta: [ Yes G
Delivery of head:@Mﬁl [ Forceps :
Liquor: “~Clear [ Meconium: /1 Il Il JBlood (IOffensive [INot Offensive
Delivery of Placenta: 1 Manual \/B’Cﬁ ................. \}Cﬁ'plete - [JIncomplete (] Piecemeal
Cord Appearance: ................... an'\M*QLhWQ\ .......................... Cord around the neck [ Yes =10
Appearance of placenta: .................. Nowend s Cavity explored ‘Z%S C1No — ©S opend
Uterus, tubes and ovariesMal [”JNot Normal Sterilization:  [1Yes VQ’NO/
Uterine Closure: "1 One Layer \//@ Layers e \)\Q\&\NO"‘ ..................... Suture
Peritoneal Closure: ~ * Pelvic 7 Abdominal "~ None VQLQX&,"’O ...................... Suture
Sheath Closure: L 7S Suture
FatCIosure.\/V@- "1 No \fic-:i\&—o Suture
Skin Closure: LI Subcuticular Q?@SS .............. 51\\...: .................................... Suture
Vagineal Evacuated Vz@ C1 No
Drain: L/@ O No DO REMOVE IR wsuneresspenssyusyn . days < AWait instructions
Ctheter -~ Yes [INo [IRemovein ... S O days [ Await instructions
Swap & Instruments count correctA=Yes INo [ Post-op Antibiotics G—*E‘/\Kés “I'No
Intra-Operative Antibiotics Cover: M "1 No T Thromboprophylaxis ._,Z’Ves' I No
Post-Operative NOtes: ............c.......... RN O R S e
........................................................ > __...'.E\I'f.'.s..,..&wn\gs‘acs.....a....‘.‘.?!mho.p@.\rﬂ\axi&....m..pm.rﬁ}.m
.......................................................... “V\\o\mﬁ\’m‘f}j
............................................................. *'Slocfmvf\“j
................................................................ TIRIEN L OONE ..o roescs sl g essontsssees bbb i
e Leevence. A0k sS...QcIi;.‘k. : r@GQD"\QIM ....................
SR ATNY 5,02 CUW =1 ~ » V'~ 1<% > S
..................................................................... T mmwalﬁ‘\"‘rlbylﬂtkoumx
................................................................. =...Clexone.... omé"tgm h*(\‘&on@xqmt:

=z [

Ted stoc "m\cjn b Y

Doctor Name: ........ Wrs Radwoya. Ye e .. Doctor Signature: ... wa’%\ e S e
octor Name w0 :‘f\j ctor Si \/\-Q[ﬂl\ /g(.&tg&%)/&%

Date & Time: .......... &15'1‘3 ......................................

kY



Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

\!,A‘e/!‘.No

Yes U’( CINA

Blood Units Reserved TYes =00 CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? Vm(% JNo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns?

Nursing Team Reviews:
Jm CINA

Has Sterility (including indicator results)
CYes-TINo CINA

Been Confirmed? are there Equipment
4 CINo

C1Yes ONo CJNA

issues or any Concerns?
Is Essential Imaging Displayed?

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

9
S00080A8 |P26-0000651
Cp :.':f MMUNA ‘N'“”' *h o *
u-l
| Surgeon : D( 5@& AL, ) r. PAD u,unluslm - -
SURGICAL | Qa Patient Name “ m m “m ........ Gender: ... | paiot=
Asst. Rainb
! sst. Surgeon : fwayaw £ \“““‘ “\“ \“\ it '%\:,s BirthRight
s AFETY c H Ec KLI ST Anaesthetist : .. Dz, ‘Qw { eego) UHIDNO.:.. W00 e Mosgiical .z"::,":m:.‘f::“::
Scrub Nurse : .0 [IG.(;,{JA .......... Date : ,u [25 T —— Out-time : s i
Before Induction of Anaesthesia » > Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.. |- UL U TIME OUT Time...../-. %2 427 SIGN OUT  Time:........oooo
[ T
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity L=Yes CINo introduced themselves by Name and Role _/Yes (No The Name of the Procedure Recorded ~ [1Yes CINo
Site vrYes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure «~Yes (1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [1Yes LINo [JNA
Consent Jes O NU Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked «=Yes TINo [INA Correct Site I__%s,a[i No patient name) C1Yes CONo CINA
Anaesthesia Safety Check Compleletl “"VE/S O NO Correct Procedure ZYes “INo Whether there are any Equipmem i
Pulse Oximeter on Patient & Functioning &.¥es” C1No Anticipated Critical Events Problems to be addressed CYes CNo CINA
Does Patient have a: Surgeon Reviews }
{ ; ;
Known Allergy? COYes Mo What are the Critical or Unexpecte%\ thurneo:. inaestheﬂst afnd Nurse:
. = Ty iek? Steps, Operative Duration, w}v at are the key concerns for recovery B
Dificuit Alrway / Aspiration Risk? Anticipated Blood Loss? ‘y@ “INo CINA | | and management of this patient? OYes CINo




‘PATIENT TRANSFER FORM

M///

Ralnbow . . .
Children’s e BirthRight
Hospital .W‘E

Your Right to a Safe Delivery

It takes a ot to treat the little.

Patient Name & UHID No.

HNH-00008045 |P26-00006519
| Mrs MAIMUNA SAFURA
13-»-1»1 34YOM24D (F)

PADMAJA YELISETTY

T

Date & Time of Admission

hhoe_1n28Pn i@ 1y 07y

Date & Time of Transfer Order

Transfer Ordered by

Ty Saﬂ:‘ v/

Reason for Transfer

ol esyeSies

From Unit

07

Information to Attendant

Yeg/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

bj‘"// over to attendant
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
,'p L — S
2.
3 —
4,
5.

Shifting Summary / Notes Written by Doctor :

Yese— No[ ]

(b

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D(L jgwif'

Patient & Clinical Records Received by :

Date & Time of Patient Received :

/ 3
(17,\/’@)\‘ g \1;5 \OM

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

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

| Nurse not Available

|| Available Bed not ready
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Or, PADMAIA vaUBETY M0 1 — Rainbow®

i rens (4 BirthRight
i pacer | (S
OBSTETRIC TRIAGE ASSESSMENT FORM

Date: GCEIQQ .................. Time of Arrival: IQ,.@""\ Time Seen by Nurse: ]52,:[50""/\

1) Level of Consciousness: EMUS [1 Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

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

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

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

] No Fetal Movement [0 Other REASOMN: .......ccueieeereceeieeeree e a e ere e

3) Vital Signs: Temperature: ...q%ulse: 8?‘ ..... RR:...220.. Sp0, O['q\ BP: ..L‘[ﬁ.[fgWeight: .............

4) Gestational Criteria:

Gravida: G P : L A
}1’3\0\\3& EDD: e 2@1@‘@@ Gestational Age: %Q'H)U}@Q
Uterine Contraction JYes | CINo | CONA | Onset Time Frequency:
/- . .

Membrane Rupture ClYes | CONo | CJNA | Onset Time Fluid Color:
Vaginal bleeding CYes | €7 No | CINA | Onset Time Amount:

: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes ‘I{No ONA | b Abdomen / Vomiting
Good fetal Movement % C1No | 01 NA | ITNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | |

| | | | | | | | 1 | |

0 1 2 3 4 5 6 7 8 9 10

No Pain Worst
possible pain

o | locaton? usuoeman A G e s R RS T S s T8 R AW o T S T b S S T 0 5 5 AL e o ey e R
L 0T - i | e Days / Weeks/ Months (Strike out which is got applicable)

& | FRROUBIICY: . coe s ghousmnin oo vezinay s b mai v e R R PR R s R v S e S o A s e

=110 T

6) Past History:

a)  Surgeries: .......... [1_98/‘
I
Docu. No. : RCH /FRM / CLINICAL / 098 (PTO))




HNH-000098045

Mrs MAIMUNA SAFURA

1!-0'-1”1
ADMAJA YELISETTY

MYIM24D

1P26-00006519

®

T

8)  Current Medications: ) Pronatar Vitamin

] None

L OBNBIS: et e e e e e s eneese et e eneerseessenseesneas

9) Prenatal Medical History:
one L] Gestational Diabetes
1 Chronic Hypertension C1 Low placenta
[] Gestational Hypertension U1 Others if yes, SPECIY ........coovvveeeieeieiieeeceercce e
L1 Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
) Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
1 Category lll: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
OBCU Obstetrical Trlage Acuity Scale (OTAS)
Level 3
OTAS (Urgent)
(anddl:ﬁa) < 30 minutes .
Re-Assessment Every 15 Minutes -
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour /PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
“ Weeks
o G Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
. Bleeding with/ without abdominal | cramping (<spotting) with cramping
: pain <37 weeks (>spotting) >37
= weeks
: Mild hypertension
i Hypertension > 160/110 e
Hypertension Seizure activity arsllg / or headache, visual | > '40/90 dwszulhudm
e disturbance, RUQ pain | 2ssociated signs an
i symptoms
SRR ) Atypical FHR tracing,
. y Abnormal FHR tracing
Fetal Assessment abnormal dopplers
e = | Non-Fetal Movement Diseased fetal movement
Others « Acute onsite severe + Major trauma « Abdominal/back pain | » Ongoing assessment | « Anything that does not
e abdominal pain » Shortness of breath areater than expected in | from out patient clinic seem to pose threat to
« Altered level of = Unplanned and pregnancy (for hypertension, blood| ~ mother or fetus
consciousness unattended birth « Flank pain / hematuria work) » Cervical ripening
+ Cord prolapse « Nausea /vomiting and | « Minor trauma (minor | » Qut patient placenta
? « Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | « Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
g : « Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
5 chills) « Rashes
Time seen by Doctor: ............. \2:15.
0 %)
NUISEINAMB: ..o T T s sasnsns srmess T s mA T AR AT VTS SIOMAMITES < covivvimeinm oo heata s sexs sHasas iR a3

Date: . fg\ Kl

Time: ... [/Bspm.......
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Ui

_,f//é
Rainbow® . L
Children’s (L BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the ittle Your Right to a Safe Delivery

LABUUR AND DELIVERY NURSING ASSESSMENT

Date of Admission:

Baseline Information:

~ICadmission Desk

Admission From: ] ER [10PD [ Others: SPECHY .......cooveveriereriereeirrese s e reessenas

Primary Language:  «Telugu | English ) Hindi (] Others

Doyourequire aninterpreter? [ Yes [ INo

Source of Information: ~—Pafient L1 Family L] Others

Personal belonging if any: [ Jewelry  [] Nose Ring ‘' Bangles [ Anklets [ Finger Ring [ | Bracelets

DANMTBA OVEI IO ..ot s st R0t e e a et ere e n et r s

Allergies: | |Yes T'.'lo( [ Medications "] Blood Transfusion ] Food COMEBE: sivsinisissesimimsvimisssssminsssiavons '
HEYOS o KB . cccvosviivsmmmsssss siraniassimmasvvsani vivysivosss sasevasania e oo asasitssakns vimssmkin s Shaiss s don fimasi s Ss kS5 e oy Ay R Vv oo VO

Chief Complainds: ............ooooiiiiiccce e Doctor Notified on Admission: [ /Y¥es [/No

..................................... @”‘L*‘LSC:Q Name of the Doctor: ....... .. VENO~

................................................................................................................... Time Notified: {Q, Sopin

Past Medical History: Obtained From [ Patient [ | Family Member [ Medical Record ['] Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

A ANE

Blood Group: ....

.42 \a)akE

24 \G ’):Q)Gestatlonal age during admission: ....... %‘ﬁgb

Contractions: ..........ccc....... fsﬂ.ﬁ .................................. Vaginal Discharge: "SQ— .....................................
Obstetric History: I P\ ........... U A...€.  PreviousLSCS . 4}39/
Height: .............. Weight: ............ BMI ...

Temp: .. HRLEMT RR 20 ep: . LU0 (¥  spo,...C /o

T4

High ;Hisk Factors: (Please select by ticking (v ) the box as applicable)

1 Hypothyroidism 1 Rh Incompatibility [ ] Fertility Treatment
| Hyperthyroidism —1 Previous LSCS Preterm Labour
]| Hypertension [] Gestational Hypertension ~| Others: (Specify)
()| Diabetes | Bad Obstetric History
| Anemia Obesity (BMI)

[] Twins / Multiple Pregnancy

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

(PT0)




HNH-00009045 1P26-00006519
Mrs MAIMUNA SAFURA
13-08-1991 MYSMa40 {F)

Dr, PADMAJA YELISETTY

T T

[l Heart Disease [J Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease

jlities Detected

1 Liver disease N 011 USRS B

Pain Assessment: Pain: “IYes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)
Fall Assessment: [ Yes :iﬂ( SCOMe ....oveeeeranas (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [ 1Yes N0  SCOM€............... (complete the Braden Q Sheet)

FUNCTIONAL SGI}EENING: If a patient needs assistance with any of the following inform consultant
] Mobility problem (1 Walking Problem <TNo Abnormality Detected
(1 Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
_| B¥erweight L] Poor Appetite > 3 Days ] Needs Therapeutic Diet.
(] Under Weight L] Diabetes Mellitus E%normality Detected

Inform consultant for positive criteria

PSYCHOLOGIC REENING:
T1Calm & Cooperative 1 Restless ["]Depressed | Agitated 1 Confused

Inform consultant for positive criteria

L

SOCIAL SCREENING:

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

2. Special Habits:  Smoker: [ | Yes M Alcohol Abuse: [ Yes D‘No/_ Drug Abuse: Yes [TNo |
. 1

Social History: Lives With ........................... ComSh OOl

Orientation has been given regarding the following aspects:

Call Bell in Reach : H@ "1 No Waste Disposal Explained: = Yes [ No

Infusion Pump:  &Yes [INo Hand hygiene Explained:  *FYes [ No ! Others

Above information given to .................... CP aﬁ'@d/ ...................
—— ; m\"/g LN o
Name of Person Orientation was given to: ...\ .2....... oMo

Orientation Ot OIVEN REASON: it i isisssrinissmeississsms asssimasson isrinisnassss

[
Nurse Signature: ........... »(\Q{J* .........................

Nurse Name: ................ ,P(Qa’“ ...........................

Date & Time: ............ b\ & I m




HNH-00009045 1P26-00008519 2z
s g ] |5 Rainbow 19 BirthRight
lll\\\\l||llllll||lll|||l|llll\ll|lll /,//f Hospital i

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: %16[}6 ....... Time: ........... 2}?14 ...............

| 3 0 ~ 26 kg/m’
0rigin: ...ccovve. ;Cnc]\m ........ Height: ... AC2>  weight: 13:}?} BMI: O ~28 kg/m’
0 ~30 kg/m"
FOOGANBIGIES: ... bt hh &z
Diagnosis: .............. B . .
TpeofDiet Cligud D€t CNoma O Diabetc
U Vegetarian /2 Non-Vegetarian U Vegan

Diet Advised:

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 Dietician’s
KW
Signature: ............. A=) Signature: %4

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

Name: Mmﬂmmnq5aﬁ(4

Date & Time: %16/?’\(;2{9’“7

Doc. No. : RCH/ FRM / CLINICAL / 195

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

Name: ............ .SZA—Q»AL”&!*CQ
Date & Time: :1'15/%[/2P"’7

RT.0)




DIETARY NOTES

Date

Time

Notes

-

4],
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HNH-00005045 IP26-00008513
Mrs MAIMUNA SAFURA

13-08-1091 4YIm2sp (R
Dr, PADMAJA YELISETTY

| Rai_nbc;w,'D ® - "
iy 21 S Qe
CROSS CONSULTATION FORM

,‘\'\"%

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

Doctor Name : . &2V - A< Plf"‘qiﬁ’ﬂ ................................... Date : {6 [ 26.......... Time : Q.P"’! ............
Diagnosis : ......... l/géS .............................................................................................................................................

HOSPIal © oo OLt o AN Type of Referal :

O Emergency
O Urgent
O Non Urgent

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

Referred for : [J Opinion ﬂfo-Management O Transfer of care

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

Signature:

Findings and Recommendations :
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-~ [(Lc-an(‘oJ PL'”]Z tova,a&l pup Avdft—PESoSJ

Consultant :

Name : 64{7["/&]@?\ ..................... Signature : ‘g& ........... Date & Time : '}[6‘]%;2,5}1

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




HNH-00008045 |P26-00006513 ) {’? .
Hirs MAIMUNA SAFURA o Rainbow &

13-08-1991 UYIM24D Children’s .Bll’tthghtm

i sl | Qs

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1 e Breastfeeding initiated?

(g/a."{/e? 7 b.No

2. N, RBASOM oo e e e e s e e s e e e e s e s s eeseees e s e s e s ee s et e s s et et ee e s e s enseesess e s e ee s s

3. Nipple condition:
= a. Nipple well formed
Y [ b. Flat nipple
[J  c. Inverted nipple
[J  d. Short nipple

4. Milk flow:
1 a.Good
{ b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
. Baby goes to the breast
1 b. Mother always sits with a back support
1 c. Ear-shoulder-hip should be in a straight line
C1  d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch
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6. Was the position explained:
0 a.Yes
J  b.No

7. For Caesarian mothers:

[0  a. Mother is required sit and feed from the 4th feed
(01 b. Please explain football hold

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

. AGHIONG MOTES: e

Continuity of Care: Date: @{.@(&g

[ o

- At o Podled  Cond %)

7

HANAOVEr GIVEN DY .......ciusisesnensisvisssisisssassisanssssassssssisiiansasis Handover tAKBN DY .........imnssuvisnsssnissssssssssisaisn

SIONRNG .. ..o simns s oy A e e e e

Date & THMIE: et anis DYSE B0 TP ... e ioentien it st ent a st rabn i e 05 el e o
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Rainbow® .

INFORMED CONSENT FOR SURGERY OR ﬁl;uslgirg; s .Bll‘tthght
SPECIAL PROCEDURE e | W
Patient Name : MP\S ...... MP‘\MUMAQQ? Gender: (] Male = Female Age: ... ?’4'\{9‘3
UHID No : H\\\\-\fC:QC‘)(:QLoq_S ................ Date : Q\c{j\‘lqlg

Instruction:

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

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

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

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any unto ard gvent thereof.
Rleediie . RYLIC SN ‘é .nleg ov\ .. kucw\c\ . \Mﬂ\% ; km \’\eeA .....................

\\\lf ..... \D&u\\o\&@\&ﬂ \m‘:& ............ ocA ............................ N,

: aren
My signature on this form i indicatesthat ' S e T e (3\ : / \\2 \N
1. Ihaveread and understood the information provided in this form €x.CCY < gf’e( _@(\’S % o ©

(e,
2. My doctor had adequately explained to me the operation or procedure along with the compllcatlons written above along R
withthe risks, benefits and other information. \acerodhon G J\‘O&*\"i
3. Ihave had a chance to ask my surgeon questions. ,
. . . . . . ‘ - )
4. Ihave received all the information | desire concerning the operation or procedure and f V{t LW{J‘ZS— )

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

. \l e U o
Name of the Doctor who is performing the Surgery/ Procedure: .......27.0...... ' ICL\SGT i

Consentee : \,\\I&% Patient Atten z

Date & Time : \d’ 2026 C \5pr Relationship with atle \LS\D&“A

Date & Time : 60(:2@245 ............. NS
Witness :

Doctor (who is taking the consent) :
C el RS MM&‘ """"""""""""" Signature __..... @ ) ......................................................
Name : [\(]0 flc ‘D \\\ouc e No
Date & Time : ... . éz[l[ﬁ@ fi’/é“}am

e
Docu. No. : RCH /FRM / CLINICAL / 027
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Ref. No.:F/HW/CON/HR/05

= | INFORMED CONSENT FOR HIGH RISK
. L e e Ne- Naynuna § ;

E!I.t.!.‘,,RJE.,ht ﬁgggir&?’s Patient Name : ........... 02 LG ™ .Sa%%m.. A8 L i

st i | Rkmsitiobtte . GOnder : DM D F = [P ND. I v

Ward / Bed NO. : ...ccovecinnnnsnncinnssensnnsnenns D7

e.......5 A‘Smﬂwumg:\x E\m +...have been explained by Dr?odtmj@% [‘\S?\l:)

about the medical condition and the proposed procedure.

I/We have been told that our patient .............ccoeevrvnes AL .r‘:?;...«ftaéﬂ»'\rﬂ.-. has the '
Following Medical Condition / Diagnosis '
........................ A q(,%swfeh'é. P, wcfw‘ﬁimwng’qmé |
.................................................. L RO ) C TR |

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

.................... £m¢.».-jcn 1 LSCS
1/ (We the relative / legal guardian) have been explained in the language understood by me / us,

about the medical condition mentioned above and that our patient has following risks involved

é:;qeggme Lleed '32 fQF-’PR'*F&’—MKPmQWLdDG-A”j%%LQMf Haddec. 2rarmder. 6&?
........ w;aw* R‘aw,wérmé.é ﬁ% DVTJQPQ thl-?"f" P' mc L.tjrene nrﬂ,,
acerto Orc eto Spc

1/ We rréve been explained that our ptgwt'é}rhewgher }lsk an usual and there reason for th Fl'We have een nforme? o “*

that the ongoing treatment in the ICU involves the risk of unsuccessful result, complication, temporary or permanent injury or d’
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me / us r
concerning the results |/ We have understood the consequences of not undergoing the proceed treatment. |/ We hereby give

(my / our) full consent for the above ~mentioned treatment.

Name oft/he Doctor performing the procedure : D'QQMJF‘ S/ t.\.&fﬁ ‘} .................

Patient Attendant : k

Slgnature tessessesasatansananss ..-.........C .................... Slgnature W;{" ................................ ‘
. /VLS' n 1y ‘%;\_m‘_ 1

Name hmmwsﬂ Foarenss Msir g M “/Af oty
Relationship with Patient: oSl

Daind Tkl AL, 46 [L c Date & Time : Q\L\@J@ ................................

Doctor (who is taking.the consent) :
Signature : ..........\. ' /%'j“ .............. peeessnnesesneseeens ‘
NAME : coveevvrricnnn G128 NS e |
Date & Time : ........ é...é(ﬁfzs. ...................... |
CIN : UB5110TG1996PLC020914 www.rainbowhospitals.in |
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CONSENT FORM FOR GENERAL / Children’s .BirthRight"

Hos pital BY RAINBOW HOSPITALS
REGIONAL ANAESTHES'A / Tt takes a lot to treat the fittle. Your Right to a Safe Delivery
MONITORED ANESTHESIA CARE
Patient Namema\‘w‘*w ................................................ AGE oo, Gender: Male 0 FemaleB8—
UHID NO: .o SURDRON BRI, i ssossnsssnssssiies v R STV RS bR s
ANAOSHIBBIRIONISE : ......onmmsicsessinirse B Renen SR AA O, RN T v 5ssncssissos s senpidinssisas s s S

Operative procedure planned :

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.

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

O Incapacitating Cronic Obstructive Pulmonary Di§ease

O Others : . Yoy Okw’yg“ww!w‘:w‘:\“'“ Orivne | BY, “A’TWMW“
Comments : M\!W“”Q}EWAQBWJ ...... e T,

* Doctorto dﬁcument 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
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesig,(,B’H;gionaI/ O General Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant; &Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : ﬂ / Witness : (. S0de - -\ m))
SIONAIIe S v ........................................ Signature : ..7..2. vt
Name : W]m/lw\a&qﬂ&q ............... Name: ..... %M“’MCJE"' .........
Relationship with Patient: .......................... Date & TIMB & .oovveeeeieeeceeecreeee e
DAB R TIME | cocvivssivarssmmisissmusverismsssmsisisspsasasnsesimassarsss

Doctor (who is taking the consent) :



"%

: Rainbow® . C
Department of Anaesthesiology Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () resmeourosinas
It takes a lot to treat the litte. Your Right to a Safe Delivery
Name: .. NMaune) - Sadwed [ ager S sec o K UHIDNO : v
Date: .......... ‘{\5\16 ........................... Time: ...1.».80.0M/ Proposed Operation: ......CEEAReANV *
Diagnosis: ’E]lelL‘?%%wboérﬁl ..... [mg(gdo\,(,“ ' ..... & N ok Kol S
BBJORT: . kot HR: oo Weight: )22 ¥4 AsA physical Status: 01 02 saT4 o5
S \5115 Laboratory Data:
Hab: qq GILICOSE! 2oz PIOIG o nmsmstns HIV v 0 1 T T o
POV: -..2Q:k ;. s A s HBS AQJM&' ECG: Nm { :
wec: ..\03%0. . Ceat: ..o, TOIBIE o HOV: e 20 Echo: EF“’C‘:J I'( g
Plate: ... 351,220 L ciuisssssimmersississisinn, | DN Bl i Blood group; )1V ¢’ Stress/Anglo: ..... €]€ﬂd WIR
PR cnnensdinmseBonnsnspronson S SOOI i £ ¢ Kl e o) e L O 17117 30 R AN,
i LS S Spea— BaYH s DURPROSY s L S,
NRE i o OO 111 1-1: S TOH s ssnsisinasisiiionn
Bl = oot SGOT/SGPT: ..o Allergies: N|L| 8D -

MedicalHistory:  CVS: - \)o WMIO 0 [ 8¢ -Athmo PHYPOTHILOD 7 19y

RESP : ,.“mnﬁr ARty deopnagin gvprie Brouawse Diabetes:  €VGLYLemic
ONS: Matdny  OF “brecthd dole gy —4-50llows 7 HHh mokh of b age -

Renal ; -V (3 10 PP T SL \Some . Bf) s*cuhd - 3dmod
Hepatic/GE: — - Physical Activity: .3 — e e - S RA
Others : Perinccbny W afy (2016) Ve

Past Anaesthetic History: | Ofmﬂ&h wadecbny (o) Wea Ve

Physical Exam: ' Fr-nvo ujléfldufyxb & - 015 ( l\'-rlfﬁ) ¥

Rirway: MP 1 2@5_ Mouth Opening: > 1 ¥ & Mentohyoid Distance: (@' Neck: Short  Teeth: NJLTY

Lungs : @,&?@

Heart: G .0, (1)

L 1 o |

Pregnant. =Yes [JNo [INA Venous Access Site : Spine Exam fofregional@ Deep syonss *
Anaesthetic Plan: [1MAC ;mmmm C1GA-ETT CILMA i A- B i ?

Peri-Operative Plan Explained to the Patient. _—Yes I No Wwendore Spivomey 9

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
, 1. DVT Prophylaxis :
T THYEONOR M Someg O - Water / ORS 2 Hours
2. NILORAL<T] o =] €pplodnel
3. Informed Consent: [=-8fandard ~ High Risk
4. Post Operative Pain Management/ﬁcussed with Patient
5. Other Instructions:
............. M Moo do Offy
: mwirwﬁ ............... e S
Signature: D chrman NamE: A

Docu. No. : RCH /FRM / CLINICAL / 044
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Mrs MAIMUNA SAFURA e

o IR Lo Rai_nb‘-gw" ® - e
LELEE T |||| | ANAESTHESIA CHART ~ hidrem's .B'”RR'EM

Pre Induction Assessment: 1" U L’Pm
Change in Patient Condition: I Yes [LNG Fasting Status: Ml%&ﬂﬁ,
Physical Status: | t_~"Patient Identified t4?/(:onsent Present «=TChart Reviewed
HR: A¢{wris, . [ BP/CRT:I1O]bpWHY [Sp0.: A2T oL BA-[RR: lp[urdn . | LastFeed:
Pre-OP Diagnosis: %2“?1.14 ..... 2. Pravioue NVD - gperation: %ua—wqcawwu%m pate : 00106124,
Surgeon: .. Q% Fad: e g n esrologm&?.dﬂ%ﬂ@' af\"i:)\éf Technician: M&: {@ratwoatthi
TIME Y gh \l )
NOJAIR /O, JPM m > 4'
HALO /SOfSEvO] 1. [l B > Amlhiom:
Drugs: mvw ’
ippository
o ha
; A Blood Loss
20 | L‘.
. = 2< 1 n’q
femperature — T | —F = ——
Urine Dutput NOTES
13- 0 o oo s 1 m.
m§ ALID Lcﬂm
£ 1 = ) et = g =
finhte ove WA o =2
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
luurm:ual oft Time 160 I
140
Throat Pack in
Throat Pack Out 120 e
100 v = P -
80 ba 4 Xl » FY TE
0 AAA— A A
40
20
10
0
ABG
LAB Values
GRBS
Othy
!-Z/Equipmem Checked and Temp: Induction Regional:
unctional ] HME 1 Fluid Warmer Y L final Extremity Specify: .. .
~T BP [ Cling Film [ OH Warmer e 0, I RSI 1 Spinal ] Epidural ] Cauclal
[] Cuff Site: L— ] Hugger's ) Cotton Wool 1 Others OB 1 casensistacssminomsinetnisaiabassnsmbomas nantipiseinosesonsd
LI ArtSite: . o~ Other = L
g Lead g.tww) _ | Mesk LT S6A
Temp Site Times: ‘ ? [] Airway Ora| ] Nasal SHB: ...
£0. Monitor Anaes Start: .\ S DY M.~ erre bt M .om Needle Size: ..........oo..oceunnes DO st
VAQB‘I’“ Monitor 0P Start: ... ;gpﬂ'\/ ..... Vﬁ’fﬂ Nasal IAU" Parasthesia [Yes [ No
o~ Pulse Oximeter OPEnd: . Bl P L) Trachen %Tﬂp'f_', Catheter at SKin ................ cm
wL—Capnagraph LeaveOR \‘ W 1 DO el Dridg NAMB & BONC: ocoiiosivizssssmennsiaiaigissimgsipasamssss
.’,:/Ventilalo: Anaesthesia: [ Awake 1 Direct Vision BoOWS: .occuiins:
] Nerve Stimulator =GA " Video Laryngoscopy o= Stylettefeouges Infusion: ..
] Monitored Anaesthesia Care a Fberom]c Block Level: A tawngol
Position: ww ] Regional Blade# .. . Attempts: .. 01 Commants: .QU“!'O
=" Pressure Points Checked Drfﬁcu;tywr.yv s £5) | ~ A
Line (Size & Location) Transportation to Pla-”" “”U 2 20 Cial-
Eye Care: OOV i || o 3 Giet =198 [ PACU iy [ Other A1
D‘;-A‘/‘?'"‘ (] ART: O Semi-Closed Circle Relaxant Reversed [ Yes [JNo [INA
ape X — .
[l Padding ﬂ Lﬂlﬁ:“ S Name of the Doctor m Vw&&IQA—
- Awake V: ... Signature of the Doctor -..........

Z—-—-—*
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POST-ANAESTHESIA CArE unlIT RECORD

%
Rainbow® . L
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

IR0 L .
Received in PACU %: AnUShW]< Time Received : ..... H* ........... Fm Time Discharged : ........ 6,(%(’)‘(({
VLY . al, .
A I 1 .
250 250 B .
b7 <Y i I GRS SHBS i nvismissosinis ipissussssnsranions
w 230 230 | [ 0, Mask [} Nasal Prongs
% ﬁg gfg [ Tracheostomy ] T-Piece
é 200 200 | O Oral Airway [C] Nasal Airway
: :
=2 170 170 | Vomiting : []Yes Ao Drug: _USJT
o
= S o 150 |NeTwe:  [IYes MG
v 140 140 | Drain; % d?@
A 130 ‘ﬁ 130 ) o )
120 AT — A\ 120 | Urinary Cametm ["] No
(PR o i B | AN 4 1 oo | crestrbe: Dl ves g
= 90 \ 90 ; -
? . : - N - o0 | itoral [0 Yes MG
gg - !" v ;g IV FlUidS: <.oovorereeccs Rk. .........................................
& 50 50 Oral Feedsyﬂgm
s 40 40
30 A 30
¥ 20[ N . 20
10[ 4 s 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouTt SCORING INTERPRETATION
Al 0 v 2 exromies vourtary o on command =1 ACTIVITY ) | 9| 9| AMinimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 l Discharge
Able to deep breathe & cough free! —2
Dy:pnea o lmited bruam% o =1 RESPIRATION y 15 - ) , .
Apneic -0 e B ™ % | Exceptions to this, are to be explained in the
BP = 20 of Pre Anacsthetic love =2 space below by the Discharging Physician:
BP + 20-50 of Pre A thetic I =1 CIRCULATION
BP = 50 of Pore A:aem:uni:;:e“e =0 1 Lot |2
Fully awake =2
Arousable on call =1 CONSCIOUSNESS s s
Nmuresoon:nino = -0 Q— T | 2
Pl ih 23 cowm
Pale, d , blotchy, jaundiced, =
t:\;annrr'il.::Sky i =0 0‘ 2|21 7
1
TOTAL a 0 /a
a1 |1
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
b M| o pNA 2
e [&m | o QA 9,
4 ] & | 7pPm| O N A 3
& N 9 WO |\1 @mmﬁl ~

Pain Tool Used: _ NPASS [ FLACC [ WongBaker —INPS

1.
Anaesthesiologist Name : Df’CA"ﬂA?)/ < ’
Anaesthesiologist Signature: ':
Date & Time: d.
PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Transferred to Unit by (PAC
Date & Time:,..__... ST

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention




Rainbow® . Yy
Patient Sticker ' Children's | @ BirthRight
: Hospital . BY RAINEOW HOSPITALS
It takes & fot to treat the Gtde. Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD T U s
D21 R TiMe: ..ovveeeeea eerenenas Procedure done BY ......cccceeerrseirierc e e vassaaesans
CSE /Spinal /Epidural POSIHION : ..ovevivveees SPACE Luvvierceerrereessenencennas Technique {LOR/LOS) .....ccevvruvene
5] 471 Catheter at SKiN: .c.coeeeeeeeeeevrcecee e ARBMPES © v
ifarasthesia TYES/NO QT YBS UBLAIIS & oo ettt s s st straet s re e sssast s e ssstsasmesneasas e e sannses se s s s e et saesansnatsnssssessnnensnnstrns
SOIUHON COMPOSHION ; vvvvvveevreeeversesesenrecssssssssssessasssnsssssssmmmunssssssesssmssessssssnes et AR st AR RRRS 00
Any other issues : Y
B) woreereesssseeseeessesssessesses s sess s see AR seA PSSttt e enene
D e e eSS R e RSO S4 T YA TR YA AR R R SRR R Rt R RS RE A SRR RS A eR e e e Rt e R e R b et e re s e
. Infusion Rate Level Maternal ‘
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details :  Time : c.cuevevcvenrennee. APGAR: ....ccocevevereene SVD/ Instrumental / LSCS (if LSCS Detalils)
Catheter Removed by and Tip INSPECIEL : ..vvvvrvireeere st s e resesasesssnesessersassassensessessnssasarsessstansaraens bbb
PALIENE SAUSTACTION & ...uvveeieeeeeeeeretereeeriee st s iessstreserasesseesessensresese e aenses e e raden s b E b be AR PO E RS S4 0RO DOERESOORS AR R SRS RS PO R TR RS ROR R R e R 011

Discharge /Shifting ordered by
DOCIOr SIGNALUTE: 1vveeeeeeceeenrsarrenserasnsessarnessasssssssssnssersarassenses
DOCIOr NAIME: ... e sraves

Date aNd TIME & cveceeeirerreresie s sse e sae e sessstsssssssssesassrenes




e %] Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s : Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital “""‘*’g“‘ TEL NO :040-48873000

» WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs MAIMUNA SAFURA Age: 34Y9M24D
IP No: IP26-00006519 Sex: Female
Consultant: Dr. PADMAJA YELISETTY Ward/Bed No: 4F -OT/LDR-415

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
558 consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
.rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care-of the patient.

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

Name: f\'\, )—a‘ﬁ—’\ Patient Address:
matipnship: Hu\\o o _y‘ ] 5%3% (I)-::lls Hyderabad Telangana INDIA
Date: (0 \& 2L, Time: Y . LPF "o

Wittness Name: gcw mC" T }\,l\ouu Y

Wittness Signature: %

——

Printed Date / Time : 06/06/2026 12:28 Printed By : 016951 Page 2 of 2
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® Billing cycle: - With effective from 1 January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

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

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

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

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

We follows a “No Discounts Policy” kindly cooperate.

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

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

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

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

y

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

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

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

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

..._M_ \7/’5___ ‘ <t Mo U\d*« Mm 2Q

ignature of Patient/Attendant (Signature of Admission Desk eL(ecutlve) K

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name; '“ UG Sekon Age: Z/1 v Gender: [ ~/ral e
UHIDNo; HN | - 2000901 PNo: /726 -00000< ( Pate; Time:
Diagnosis: & - L
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100meq S ‘-n’:"‘
2. | Morphine Sulphate Inj. 15mg/MI /
: : T 7 §
(/_\3. Remifentanil Hydrachloride Inj. 2MG / J
. 4. | Remifentanil Hydrochloride inj. 1MG / /
Doctor Name: DYy Doctor Registration No: é :7627
) f}h \
w10 ()4
Signature' , \“{f.-,'\ 4 (_lf

NARCOTIC DISPENSING FORM

Docu. No: RCH/ FRM/ CLINICAL / 133

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
T2 L oAl | G "/ ’.f p ) S
IP Registration No: ..o C.c 002G v Date: ..ol 0l 2B
Aadhaar No. of the Patient (Optional): ..........c.c.ocvoiiiiiiieie i
Jd. Name: ||, Mein iy G Eavo Remarks
~Y Y] V2 2L LG AL

2. | Complete postal address (with contact number, if any) = o 2 J '
3. | Brief description of the illness £

4 Whether registered with any other registered medical practioner / o C

" | recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed F oo TN r"

- Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
T Patient Attender
sk T ol y o
i) ety iy 4( | 7Y

: sasan ( of 4 4 2/ :

Dispensed by (Name & ID NO.): .....cvvoiiiniiiininiogdescc e / ceviernenn Signature: ..., Bt on Bl
Y ‘f'{‘\'rw’:)!' ) - -!’—:r’
Received by (Name & IDNo.): ............ Lo i ’b'o) ........ i Signature: L M T
(.\ i L\

Time: ............ Al S Y
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NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: Age: Gender:
UHID No: : IPNo:~ -, Date: 7 Time:
Diagnosis: |
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG y
4. | Remifentanil Hydrochloride inj. 1MG /

Bodior Name:f-‘r -r}r'l‘rp v Doctor Registration No: L/j% 2&/

Signature: \ . :-*Tl-.-n'\ 4 ¢ | [

I \ ( -
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: |....o...... .0 I L Date: R e Ll i

Aadhiar o, of the Patient {OPHONEAIN . i1 . cimsstis i eiarteteasosseredasdtnsssssss dsisas vasdsasssiss domss

-"\L 1. | Name: : , . Remarks

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

3. | Brief description of the illness

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

5. | Details of essential Narcotic drug dispensed

Signature / Thumb

Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
- S LLAAN /{ 4 § ') .
Dispensed by (Name & ID No.): ......... et 6 ol e e, T v e Lo S e e Signatiite; . . s issie oo
Received by (Mame & ID No.): wesnktbmnttoy.. (OM00E . . i Shgnature; v Yok s ook cicmmnasin s

TIAEEIE L . 00 e e sy mmeron

Docu. No: RCH/ IFRM / CLINICAL / 133
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