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Dr. @( ’65’ Eﬁm’r‘;fs BirthRight
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ESTIMATION SLIP

Al

Date :

Name of Patient :

0 Coclrrate

) _UHID/IPNo.: _lpispses)) 31 & SINo. 1594

Father's / Husband's Name :

Age: éﬁﬁ; Gender: _y
Corporate / Occupation :

ll “ Phone. :ig;:é !l",!c;‘Em#‘:
l""‘f b

Address : Llgpny =
Procedure / Plan : MDD ) L Cre EDD/Dos: ‘},,,_[, J=3
MODE OF PAYMENT : [_| SELF [ | TPA: [ |cIpsa: “OTHER
i
"‘\\ TARIFF INFORMATION : ‘
1 g |
\ Particulars Nl Package Amounts (Rs.) 2 o
\ Room Category Normal Delivery LSCS
M\‘l‘lﬂ Shared Ward
- —aared Ward il :
Twin Shared Ward ~ Q 29 l'cfl
n Shared War - 2
« | Private Room )
Super Deluxe Room
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
S Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
kage starts fror the » SUTg
('Paé S T Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
g Lengthof Btay for: 7 [~ S Length of Stay for : D e
7 F Pharmacy up to = L X S,Khammcy up to )2 SO P
| Investigationsupto - ] ,{tﬂj Investigations up to e |
Others hiels [y . z Je ) (l(t Pﬁtét{ ]
Neonatologist Charges: [ | Cov?red [_|Not Covered Ep:dural/Entonox : [] Covered |_| Not Covered
J=iiial Minimum Deposit : ‘ LO/ICL_
~~MARKS: 770 jva Ko o

£ avy ¥ }
1. Roomeligibility is purely subject to TRA approval and'the gm%g’-cﬁ;ﬁwg 'I{arfﬂ' starts ffbé th{ lim; of{{dméﬁon. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts t‘or acategory 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 bahy charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.

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

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

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

7. Two anerndanl.s are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 1 atiendant is
permitted inICU's ~ -

8. Tariffs are subject to revision

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

10. Addlt.l?npl Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

; S"U::"‘Uc Mo ddy - DECLARATION

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

g & &iﬂ" \JU‘:»XW J )

Signature of the Client Signatory Relationship

\ Drﬂ“‘

Signature of the financial Counselor

B S







HNH-00012320 |P26-00006587 ‘ ,,pfé
Mrs V SASHIKALA N - = ®
. 20:124905  30YSM26D  (F) | Ral_nbow, & BirthRight
Dr. KADIYALA RAMYA THEJA | Children’s Ir g
a Hosp ital BY RAINBOW HOSPITALS
m II“I || |.||I’I|||I||| ||III“I|II|| It takes a lot to treat the litte. Your Right to a Safe Delivery

SURGERY DETAILS

Date : [76725 ..............
Patient Nam: ............. M. M Date of Birth: ....0.0.7.( (325 Age ....3.0.7..&.5
Gender: ..........ALAMaHL ... Ward - e OF? uHip No.: IR ~000(42 9 o
Date Of SUIGRIY: ............. ./...T../.E:.(Qé.... (0T-1 [J8T2 [10T-3 (]0T-4 (10BGOT-1 (0BG OT-2
Name ofthe Surgery . EVOLUBNYY  00aSE  SGMENS.... HIMEAL.... TN

Y @'r\jclw_ok ohou ! <

Time in 315”5}?71) Time Out 8quPWI

1. Surgeon E'QQM‘ZC(Té}?H ..................................................
2. Anaesthetist s st /D( gw""}' L7 R

o,
3. AsSistant SUMGEON  ovvvvvvvvereerennns! 45*’ O e
(=
4. OTTechnician  : ....ccomvcrvcimnnnne @‘f ..... Qg@k(jﬂmaﬂu .............................................................
5. Circulating Nurse SV‘ ......... 2) i et

6. Assistant NUrse ..o, %V‘%\’C@.@Vﬂﬁ .........................................................................

Special Equipment: [ Laparascopy ] Broncoscope (1 Harmonic 1 Morcelator
| C-ARM (| Cystoscopy [ Versa Point [ Liver Cusa
] Neuro Cusa (] Others ..o
) 9%%—14”’“\
Signature of the Surgeon Signature of Circulating Nurse
. ’ ” ;
Order No: 36’00&)2069’37 Order by: @&Nﬂ#}) ...... ]'G&‘/;%‘@ (0 ((0

Docu. No. : RCH /FRM / GENERAL / 114 COY SQC{M ngﬂﬂcf )
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Rainbow" . .y

Children’s & BirthRight

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

ALl

Circurating staff :.......... okahun......... Technician : ........ QYA (¥ N/ Date: .00 LB LD Time i,
Anaesthesia Disposables oot Y sea | Surgical Disposables woued Y st Disposables (Baby Side) | AV
ET tube MajorPack /)4 p A | Inj Vitk Al
LMA Cord Clamp /
ECG leads :(AY P/ N Suction Catheter -
HME filter : A/P/N =Y ‘ P Feeding Tube
Syringes : 10 cc ‘4/ o Vaccum Suction Set
05 cc Gloves &, ) A’/Q K. ?_/V' Surgical GlovesC, 4 F4 B 4
0200 e by~ ST | et =G0 ol
01 cc 7 o ¥ SyringeAfhl / 2ml o |

Cautery plate@ P/N {o';v LQSu_rgical blade &a\ h Surgical Blade # 20 ®) l

IV set | %f’ NG tube ] Koochies (S) o

RL 8/% Cautery penci o1

S : 10mi / 100mI / 500mi / 1000m | Keuchies ~ Y 90 -0 AbA XY | 227
P (M " | Ointments 4 , R - T 4

i | ) -Siiction Catheter A

Fentanyl ] ( Cap, Mask (1ot ¥

Morphine T~ Teauze Pack 3-C () oF

Ketamine ?4," Mop Pack | Q’Q{

Propofol ‘o2 Steristrip (8

Rocuronium i Underpad [ \/’@’ )

Glycopyrolate | Draw sheet ( /

Myopyrotete 1, {\ pgy | T Rogel O

Ondansetron o p Foleys catheter

Pencan 25g/ Spinal Needle 22 Urobag

Bupivacaine 0.25% Chest Drainage Catheter

Bupivacaine 0.25%(Heavy) n . -Romodrain bag

.m‘ ioties ﬁ x 27 Ef ﬂ ,3%40 -Bandage
o oyl (&) 7 Tegaderm
Suppositories . RS loban

Anamol : 80mg /250mg/ 170 mg

Double J Stent

Supridol : 100mg

"~ Vaccum Suction set

Justin : 12.5 mg/ 25mg / 100fg

{Ptastic Bed Sheet M

Tab. Misoprost : 200mg

TR R

” Betadine Solution

Ay 1@('}' AL ve ~|” Microshield @/«
Cacye -0 5 1 Cotton Balls g
Medlehaliue ¢ | atex Gloves [V

ool A /1 .| Ramdione Scrub
A 3 | sanal
Surgeon Angesthesiologist

-

Order No. ‘Q %

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

malpom . 93)/69‘3?' Ordered by :

Ay 16/chs &5 Fih
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Ra[n(?';w‘
SoIAren's s Rainbow Children's Hospita!, Door no. 3-6-267, opp. Cafe lloufer,
St Old MLA quarters road AP State Housing Board Himayatnagar ,
* Hyderabad ,Telangana, INDIA ,500029.
040-48873000, Info@rainbowhospitals.in

kd % Rainbow Childrens Hospital-Himayatnagar

-

T BT
ELECTRONIC MERICINE PRESCRIPTION

MRN HNH-06012329 Name Mrs V SASHIKALA
Ago ! Sex 1 30YSM27DJiFemalo boector : KACIYALA RAMYA THEJA
AdmiReg Date/Time 1510672026 07,06 M Payor SELFPAY
Order Date 16/06/2026 00;15 Ordernumber 26-0000206931
Visit ID . IP26-00006587 Ward/Bed No 4F -OT I PPO-417
Patient Address Ci zel, Hyderabad, Ch el, Hyderabad, Telang INDIA, 500079
; S.No Descrlption Generic Name Dosage Route | Frequency Duratlon Instruction Qiy Status
CwygonMask With Tuing«
LI F¥H r;ousuns-yc 1 Nos Exlernal { Orica Dady 10ayy 1Noa| Dispensea
2 |IOXAMIC S00 MG INS 1 Amoeie { Externalf Once Dady tDayn 2Ampuis|  Dispenad)
3 |vicRYL 10 NW 2364 VICRYL 10w 2368 |1 Nos 1Onco Dady 1Days 1Nos| Dispensed
a E‘:‘lﬁ?&w (DXYTOCIN)INJ Vil External f Once Daly 1Days Tvial| ODrpensed
5  |VICRYL %.0VP 2348 VICRYL 1.0 VP 2346 1 Nes 10nce Dally 1Days 1Nes| Ompensed
3 ADULT DIAPERS-XXL 3 Nex 130 AM 1Days 1Nos Cispensed
CHLORHEXIDINE
O 7 |BACTOPREP SQLUTIONS 3001 G ycoNaTER% tod JOnea Daiy 10aye RY YT [ w——
£AL COHDLBY% 500
8 |SURGICAL BLADE 22 SURGICAL BLADE 22 |1 Nas Exiamal/ Qnes Dady 1 Dayt 1Nex| Daponsed]
g Encore Mlcroptlc gloves-8.5 1Hos 1 Cnce Qady 1Days 1Nos| Dupensed
10 [DSYRINGE 1ML{MPRO)  |SYRINGE 1ML 1HNos Externatf Once Dady 108y tros]  Dispensed
11 |SGLOVE # 6.5 {SURGICARE} |SURGICAL GLOVES6S |I1No Extemnal f Once Daily 1Days ZNos|  Dispensed|
1z [PEVINANZ BOLUTION 10% tNas External fOrca Daly 1Days 13| Dnpensea
13 [JUSTIN SUPPOSITORIES 100 10es {Extomat  Once Daay 1Days 1nos|  Drpensad
,
ENCORE MICROPTIC
! " |oLovespF 1Nos {Once Daty 1Days 1Ns|  Drsponsed
I
PREGELLED SURGICAL PREGEULED PLATED
15 PLATES{ADULT) ADULT 1Noz External f Onca Dady 1Days TNos{ L
SUR ] .
16 ?C?EGLESLFON] GIPAD(BIG] | ,5ge 1Hos 70nce Daly 1Days tHos]  Dispensod
17 |MISOPROST TAB 200MCG 45 1 Tabs |Extamal £ Onca Daly 1Days 47abs]  Dwsponsod
P: )
1 | aDOL SUPPOSITCRIES 18es Eulemaly Once Dady 1Days 1Nos|  Dipenses
19 |MOPS 30X30 BPLY 5 X-RAY {MOPS J0X308 PLYDATT |1 Nos 1 Once Daily 2Days 2Nos| Dupansed
20 |VACCUME SUCTIONSET  |VACCUME SUCTION SET]1 Hos Extemat{ Once Dady 10uys 1Nos| Dwponsed
21 [corronBALLs2GMSNOS [FOTTONBAE 2G-S gy Extomat/ Once Daiy 1Days tNos|  Dispented
22 | THEMICAINE ADR tNJ 30ML 1t Extomal { Once Bady 1 Qags 1Viat|  Drsoemara
RINGER LACTATE }
O 23 |rusoom crosen system |TINSER LACTA t Botue 1 Orca Daity 108y 3Bome] Drspensea
24 |CATGUT 1-D42¢3 tNos Extoenal { 10 AN 10y 1Nos| Dispenses
25 |mONOCAYL 3-0Nw 1328 |MONOCRYL 1328 tNes 10rca Caly 1 Days 1Nos| Dispensed
 |oMzETSUSRZRYGS  |oAzEiseseAy |, Extoms{OrcaDaty 10w T r—
TRUGUT CHROMIC CATGUT |TRUGUT CHROMIC
27 lsnazea CATGUT SN4242 ! Nos FGnce Daly 10ays Thes| D
DISPOSABLE APRONS STERIBISPOSABLE APPRGN
# s STERRE XL 1 Nes +Once Dady IDars INes|  Disponseg
28 |MCT-ROF 100MG toML 1 Hos External f Onca Dady 104y 2Nos{  Dmpensed
RELIPARAIPARACETAMOL) ] |
o 1000MG 100ML BOTTLE 1 tes Extarnalf Once Daily 1 Days 1Nos| Dispensed|
3t |L5CS DRAPE PACK 1LSCS DRAPE PACK 1 Now 110AM 1 Days 10os|  Dnpensed
KADIYALA RAMYA THEJA
Reg No : TSMCIFMR/D1458
“ This documant is just for reference purpose only, Not 1o be censidered as primary repord.
Nate -
* This prescription is valld anly for specliled duration.
* Do not refill modicinos.
Pnnted DateflTime 16/06/2026 046:47 Printed By GEDDAM SANDHYA PRAMEELA RANI Paget of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow ‘
Children’s bow Children's Hospital 1 |
Hospital B:rthi‘hgh! Rainbow ren's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA ,
o quarters road AP State Housing Board Himayatnagar ,Hyderabad , !
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN » HNH-00012328 Name : Mrs V SASHIKALA
Age ] Sex . : 30Y5M27 D/ Female Doctor 1 KADIYALA RAMYA THEJA i
Adm/Reg DatelTime : 15/06/2026 07:06 Payor : SELFPAY
Order Date : 16/06/2026 00:15 ) Ordernumber  : 26-0000206932 ;
|
VisitID : 1P26-00006587 Ward/Bed No  : 4F -OT/PPO-417 Q ‘
Patient Address : Champapet, Hyderabad, Champapet, Hyderabad, Telangana, INDIA, 500079
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 gfg{%@ff;ﬁ_’“‘;{éﬁﬁ“ NITRILE GLOVES M 1 Nos Exlemal  Once Daily 1Days 10Nos| Dispensed
2 gﬁ%l?g;”f\&s 60X90 1 Nos Extemal f 10 AM 1 Days 1Nos| Dispensed
3 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemnal f Once Daily 1 Days 3 Mos Dispensed
4 BCV-INTRAFIX SAFESET 1 Nos { Once Daily 1 Bays 1 Nas Dispansed
5 ACUGYL 500MG INJ 1 Nos Exlemnal / Once Daily 1 Days * 1Nos| Dispensed
] SURGEONS CAP SURGEONS CAP 1 Cap Oral { Once Daily t Days 10 Cap Dispensed
7 DSYRINGE SML.(NIPRO) SYRINGE 5ML 1 Nos External / Once Daily 1 Days 5Nos| Dispensed
8 |LAeEMASKILAYER- FACE MASK 3LAYER |1 Nos External / Once Dally 1Days 10Nos|  Dispensed
9 DSYRINGS 2.5ML{NIPRO} SYRINGE 2ML 1Nos External / Once Daily 1 Days 3 Nos Disp&
10 E.C.G ELECTRODES (ADULT) | ELECTRODES ADULT 1 Nos External / Once Daily 1 Days 3 Nos Dispensed
KADIYALA RAMYA THEJA

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

Note

" This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 16/06/2026 06:47

Printed By : GEDDAM SANOHYA PRAMEELA RANI

Reg No : TSMC/FMR/01458

Page 1 of 1
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. 2 Rainbow Childrens Hospital-Himayatnagar
Rainbow
H ]
gggg:&? s BIr!tng‘:t Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
w Ralabn Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
LR AR
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015997 Name : Baby Of V SASHIKALA
AgEtSex :0YOMOD 11 H/ Female Doctor 1 SPANDANA PASUPULET]
Adriin{eg Date/Time 1 15/06/2026 20:12 Payor : SELFPAY
Order Date : 16/06/2026 00:32 Ordernumber  ; 26-0000206833
Visit ID : IP26-00006592 Ward/Bed No  : 4F -OT / CRDL-HNPDA-415-1
Patient Address : Champapet, Hyderabad, Champapet, Hyderabad, Telangana, INDIA, 500079
S.No Descfip:icn Generic Name Dosage Route / Frequency Duration Instruction Qty Status
)
1 EEF?F?Aﬁ%ﬁ‘gRRE 1 Nos External / 10 AM 1 Days 1Nos{ Dispensed
. eqsvcmr-mn MG INJ 0.5 1 Nos g:tsmalﬂ-z TIMES A 1 Days inos|  Dispensed
3 SURGICAL BUADE 20 SURGICAL BLADE 20 1Nos External f Once Daily 1Days 1 Nos Dispensed
4 |scLoversd (SURGICARE} |SURGICAL GLOVES .5 |1 Nos Extemal / Once Daily 1 Days 1Nos| Dispensed
5 DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Nos Extamal f Once Daily 1 Days 1 Nos Dispensed
SPANDANA PASUPULETI

* This document is{iust for reference purpose only. Not to be considsred as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time: 16/06/2026 06:48 Printed By : GEDDAM SANDHYA PRAMEELA RANI Page1 of 1







Rainbow’ | , o
C?lli?dlzvr\:’s | ..Blrtthght

Hospital R
| Name | Mrs V SASHIKALA UHID HNH-00012329
Father/Guardian  Mr VINOD REDDY Age/Gender 30Y5 M 27 D/ Female
Addregs Champapet, Hyderabad, Champapet, Hyderabad, Telangana, INDIA, 500079
IP No IP26-00006587 Admission Date 15-06-2026
ARef Dtéctur _ Self.

Discharge Daté .18.06.2026

DISCHARGE SUMMARY

Consultant

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

Diagnosis: PRIMIGRAVIDA WITH 38*! WEEKS PERIOD OF GESTATION
WITH LATENT LABOUR (PREMATURE RUPTURE OF MEMBRANES) WITH
? INTRA HEPATIC CHOLESTATSIS OF PREGNANCY WITH
HYPOTHYROIDISM.

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON
16.06.2026

History:
LMP: 21.09.2025 Obstetric formula: Primigravida.
EDD: 28.06.2026 Gestation at admission: 38*1

040 - 4

Q 1800 2122

@ www.rainbowhospitals.in
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Rainbow | &

Children’s | BirthRight
i | BY RAINBOW HOSPITALS
[ Hospltal it . *‘Djrfl?lighl_;:}_a_ﬁa!;D‘ehveriy
Name Mrs V SASHIKALA UHID HNH-00012329
IP No IP26-00006587 Admission Date 15-06-2026

weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

m Maedical History: .K/C/O Hypothyroidism since 6 years and on T. Thyronorm
100mcg, H/O Pulmonary Kochs 6-7 years ago,received ATT.

Surgical History: Nil
Allergies: Nil
Family History: Father-Hypertensive.

Antenatal Details:
Mrs V SASHIKALA was booked to Rainbow hospital at 10%3 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal. FTS was low risk. TIFFA showed Posterior low lying Placenta,rest
normal. Fetal monitoring was done by serial growth scans.At 36174 weeks
patient came with complaints of generalised itching since 2-3 weeks, LFT done
at 3572 weeks (26.05.2026) SGOT/SGPT - 106/207, Total Bile sides - not done
™ and was started on T.Udiliv 300mg twice daily. On 05.06.2026 Total Bile Acids -
9, SGOT/SGPT - 70/143, On 12.06.2026 SGOT/SGPT - 32/70. Growth scan done
on 04.06.2026 at 367* weeks showed Cephalic Presentation, AFL:20.4cm,
Placenta-posterior and right lateral high 3.8cm away from OS with EFW:

3.017kg (58%), AC: 74% with normal Doppler. She was admitted at 38+l
weeks with Premature rupture of membranes in early labour.

sy 3040 - 4246 23K mrgency 5 04 - 4248 210K

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® | , —
Children’s | ..Blrtthght

i | BY RAINBOW HOSPITALS
| Hosplta| | Yuurzgm_miaéu;ﬁeluzry
Name Mrs V SASHIKALA UHID HNH-00012329

IP No IP26-00006587 Admission Date 15-06-2026

Investigations: Enclosed
Blood group: "B" Positive

Management:

m Course in hospital and Delivery Details:
At admission on clinical examination the vitals were stable, uterus was mild
acting, cervix was partially effaced and 1cm dilated, vetrex -3, pelvis adequate
with Active PV Clear leak. Fetal well being was confirmed by an admission CTG
which was found to be reactive. As per hospital protocol she was started on IV.
Taxim in view of ruptured membranes. Informed consent obtained for
induction of labour and vaginal birth. She was induced with 3 doses of oral
PGE1l.She was Patient opted for epidural analgesia at 2cm dilatation for pain
relief. The same was sited by an anesthetist after informed consent. Further
augmentation was done by oxytocin infusion. She was decided for emergency
C- section in view of Non Progression of Labour and Occipito - posterior position

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 Epidural 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

v . L & NAGA NANAKRAMGUDA
- ’ AR TPA CLINIC Accrnditnd-d SECUNDERABAD (NARH J KONDAPUR L S NNGAR.
nnnnnnnnnnnnn AR BANJARA HILLS HYDERNAGAR KONDAFUR OUTPATIENT CLINIC SR g 1467400 Tmarge a atije 4063

gency 3 04 - 4246 2100

® 1800 2122 @ www.rainbowhospitals.in
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Children’s | ® BirthRight
Hospital BY RAINBOW HOSPITALS
s 2 traat tha et I VO\;F-nghT:].‘_i E_;m E.elwe;\,-
Name Mrs V SASHIKALA UHID HNH-00012329
IP No IP26-00006587 Admission Date 15-06-2026

and cut and cord blood collected for blood grouping and Rh typing. Baby

handed over to pediatrician. Placenta delivered with controlled cord traction.

Uterus closed in layers. Hemostasis secured. Instruments and swab count

checked. Rectus sheath closed. Skin closed with subcuticular sutures. Wound

dressing done. Vagina cleaned with Betadine solution after expelling clots.
@ Misoprostol 400 mcg given per rectum as prophylaxis against Postpartum

hemorrhage. Patient was shifted out of theatre to post operative recovery

room.

* LUS thinned out.

* Bladder drawn up.

* LOP position / deflexed head.

* Endometriotic spots on bilateral adnexa and posterior wall.

* Right sided broad Ligament hematoma: 1x2cm , 2x2cm- hematoma

secured.

* Uterus atonicity noted medically managed.

Delivery Details :
Date : 15.06.2026
Time of Delivery: 07:24pm

a Type of Delivery: Emergency lower segment cesarean section
Indication : NPOL with ? obstructed labour with OP position
Anaesthesia : Spinal

Baby Details:
Date : 15.06.2026
Time : 07:24pm

HIMAYATHNAGAR BARJARA HILLS & MABL Accreditedi  HYDERNA GAR KONDAFUR OUTPATIENT CLINIC (jC1 & eV SECUNE DERABAD i KONDAPUR

O 1800 2122 & www.rainbowhospitals.in







Rainbow® . .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
S b St eo-trabt i ie— Yui?ﬁ;nﬁmaﬁﬂ:@eiwew
| Name Mrs V SASHIKALA UHID HNH-00012329 |
IP No IP26-00006587 Admission Date 15-06-2026
Sex : Female
Weight : 2.9kg
Apgar : 7,9

Gestational Age: 381 weeks
NICU Admission: No

Post-Operative Notes:

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

Advice:

1. Tab. Taxim O 200mg twice daily till 21.06.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
~ 19.06.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 19.06.2026 (9am-

3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 21.06.2026 (7am-7pm) before food.
Tab.Thyronorm 100 mcg once daily(6am) till further orders.
6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)

for three months before breakfast.

w

® 1800 2122 @ www.rainbowhospitals.in
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Rainbow” . .
Children’s | od BirthRight
Hospital .BY RAINBOW HOSPITALS
+ w40 ’ g ‘ \"UurﬁTQM 02 Safe Delivery
Name Mrs V SASHIKALA UHID HNH-00012329
IP No IP26-00006587 Admission Date 15-06-2026

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

8. Follow up with FT3,FT4,TSH reports after 4 weeks.

9. Nebasulf Powder for local application.

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

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

Review with Dr. KADIYALA RAMYA THEJA, after 1 week at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

4BE73000  Eme 3040 - 4466 5553, 91009 25516 erigeacy ] 040

' @ 1800 2122 @ www.rainbowhospitals.in
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IP No IP26-00006587 Admission Date 15-06-2026

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. 't

.
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122.

You can also take appointments at any time by going online to. our

website www.rainbowhospitals.in
@M

Registrar/Resident/C.M.O

Consultant

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

JR DUTPATIENT CLINIC (€1 Accradited Vi) SECUNDERABAD ¢
S mergency 3 040 - 424

O 1800 2122 @ www.rainbowhospitals.in
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A . 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

ADMISSION SHEET
; ) . T HIR e

Registration Details :

Admission No : IP26-00006587 Admit Date : 15-Jun-2026 Admit Time :07:06 AM UHID : HNH-00012329
Patient Details :

Patient Name : Mrs V SASHIKALA Age :30Y5M26D

Guardian : Mr VINOD REDDY DOB : 20-12-1995

Gender : Female Religion

Occupation : Martial Status

Address (H) - Champapet, Hyderabad Champapet Phone No 1 8125584745/ 9346319291

Hysierstiad Falangsind INDIA 500078 E-mail : sasikalaece051@gmail.com

Admission Details :

Bed Type : TWIN SHARING Bed No : PPO-417 Ward Name :4F-OT

Room No : PPO-417 Admission Type : First Visit

Contact Details :

Name : Mr VINOD REDDY Relationship : W/O

Contact Address Phone No : 8125584745

ned‘@,
§ Wno-
%atur@.
~ ;

.\)octor Details :

Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 30000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 15/06/2026 07:12 Printed By : 020099 Page 1 of 2
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Rainbow®

Children’s .BirthRight"
PATIENT TRANSFER FORM Egasnpmietag‘ellm, Your Right to a Safe Delivery

"V

Patient Name & UHID No. Date & Time of Admission \)(\/\thte & Tl;rme of Transfer Order
I R U L G
- :;::::;HKALAao ysm26D  (F) :

Transfer Ordered by o

Reason for Transfer

speeahion

From Unit

P¥e !@1;05‘/

Information to Attendant
Yes| | No| |

—J

Number of Sheets in Clinical File

an”

Number of Imaging Films

ol

Ng’(/ S

Personal belongings including
clinical documents. If any handed

over to attgndant
%/‘ No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
& \DQ A D
2 o - 7
3.
4,
9,

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

Name & Signature of Person who is Transferring

_posfs & dB—

Patient & Clinical Records Received by :
S -
D AN AR

If the transfer order time & Completion time is more IhanI 30 minufes, pleasé iiclz the reason mentioned below :
[ Unavailable Bed "] Nurse not Available

Name of Person Ordered Transfer

DY Noveeino

Date & Time of Patient Received :

[ | Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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.'ig.sue !-Emam! ks Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

HNHK-00012320 1P26-00006587
Mrs V SASHIKALA
Name :_ _ _ 20.12-1008 0YSM26D  (F) -
Dr. KADIYALA RAMYA THEJA
PR S ]f1111111111 Consultant: ___________ Dept:_________
Date of Admission: _ _ _ Time:s . s Date of Discharge: _ _ _ _ _ Times_ - st =
Room/BedNo:__ _______ Ward: __ _ Suggested Billable bedtype: ___
WARD TRANSFERS
Date Time From To Signature of Nurse

[

g | Qo) o, A0~ DNl W
WO \epars | ael AKX Tonte | R //

NeVV T L B T =

S B0A 57 PROMF 07 | G0V 3™

Cross Consultation Visit

Doctors Name | Date Order No. SW/
0 W P A T =
2 3 / % .
: VB o A

1| = eSS

8

9

10
Docu. No. RCH/FRM/GENERAL/145
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MEDICAL EQUIPMENT (WARD & ICU)

s | e | Cecing | Dot orgerto, | signature
= : N /K . k‘%v
Nl ondliesunantls® 2o WO (2
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PROCEDURE

Date ‘ Procedure Quantity Order No. Slgnature

Jo b W pldieoind | L) |00 \/J&mj&/

L /OQNL’JMAN?\JOM (@ L&A

\‘&53’,63 Qﬁ@ @ C,%ﬁ;’i}l«j@f e

i\

/-Ugoii'ﬁw VS

L/l N’éﬁ VAT S

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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20121908 30YsM26D (5 Rainbow )

Dr. KADIYALA RAMYA THEJA Children’s .Blrtthght"

L. ospie | (@t

Your Rlbnt to a Safe Delivery

ET FOR OBSTETRICS
Presenting Complaints \ \ LMP: @ \\OCK\ 2a2sS EDD: 2-8 \ &LZ a2 &
clo O \ealke \V\\Z\’S\\ Corrected EDD: 28\531201@ @ QR {3\%
Obstetric Formula: 'Pf\\m\ Menstrual History: Regular; C3-Yes [J No

™ el Aueen, e Obstetric Examination
Obstetric Hostory:

\5\‘ PP gP@r\ neou-A Coft@{)\"b“ Fundal Height: | es v
Ut. Activity: _[-Relaxed ] Mild [(JMod [ Severe

Present Pregnancy Record: ‘rz Liquor: T Adequate [ Oligo ] Poly
. 3 - S .
NT-Q, S \CU“\ Al Pp: __HCephalic [ Breech  Others
e P’JS)( QMC* S\ yead Fifths Palpable: __ A\S™

P\CLCEY\\"J :
PR \Q%k Q s _ErNormal [ Tachy  [JBrady [JAbsent
'P\ \r\ocﬁ o\en@a\» eeh \Ch_\‘
o _%@L’s Per Speculum Examination

¢, S\O_,}CA on f(&ﬂ‘{“\? - Draining: T Present [ Absent [ Bleeding
2o 3%0 " Colour of Liquor,_=+Clear [ Meconium [ Blood Stained

Vaginal Examination

s ~ Cenvix ~FTLong ] Partially effaced [ Effaced
Height: . 54 cm - ic -
Weight: S5: 2. kg Os: Closed Dilated
Ko Allergies: ........ N \\\ ...................................... Membranss: ._,E’ﬁesent O] Absent
. |
Breast: .~ Normal [ Abnorma Liquor uﬁ]ﬁar  Moconium 1 Blood Stained

General Examination:

Consciousness: C \C- Pallor: k> & Presenting Part: = Vertex [] Breech (] Others

Icterus: ¥o= \ Edema: t\\?\ Sutton: O0-3 22 0100 O+1 O+2
Temp: p‘\e\)“ < PR: gsh() - Pelvis: uﬁ]ﬂequate ] Doubtful
B \oelbo™g  prR( &

ovs: S0 remum’gs L LoR @

Liver/Spleen: Urine Outputa;lectw&l

BUONOSIS. <= o ST D s e

PﬁW\\‘ﬂvau\A& L\ .\\,\ 2% wﬁ-@/\@—“\ 5 PCD(\ o \Jr\f\

W. . LcAev\XY \Q\DQM (ﬁR}OM{)

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)
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Surgical History:

Medication History:
TN ' RN
= Y U SCLAA

Medical History: Q
M\x}\)&u\w O
cD\'\_T - J(\Nk\!c:‘ﬁc}‘- 0
Sy

NS Keehs (s

Pl

Investigations: RGN - 5 Esm\"i o

caplpelsi0
T

Plan of Care:
. ké&\m\‘ss(oﬁ AN

- ?C,\_L S ?‘e?m_-c&‘\“of\'

_ "% M\%OY‘OM,&‘D\ 2Seeq

Po s

,.\csf:\-

Doctor Name:bf.'. \\\m_,eem ........ o ¥ Consultant Na b‘ QQ"“ ..... . jr\\e“\ kA

Signature: ........- @ ..................................... SIGNAUE: ..o Lo reeeeeeeee e
Date & Time: \5057/07’5@’3( = Date & Time: \=\b\2026.. @ ZAM
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: lé}sl% Time: ...... l iA/"\ .....................
,Q{ 26 kg/m’

Origin: Iﬂcﬁﬂ"l Height: 15‘40"‘5 Weight: DSS.2k 1 Bm: O ~28 kg/m’
0 ~ 30 kg/m’

Food Allergies: .................... Nﬂ ......................................................................................................................................

Diagnosis: ...... LSC(,§ .................................................................................................................................................

TypeofDiet: O Liquid ? ONormal O Diabetic
0

U Vegetarian n-Vegetarian ] 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

Name: SV\SL\?Iém}ﬂ\ .................... Name: ....... ﬁﬂl’u"‘akﬂ‘c’ ...........................
Date & Time: lfé[&[%/‘l“é"” ......... Date & Time: [ﬁ!ﬁ[%::]\:d'v-\

Doc. No. : RCH/ FRM / CLINICAL / 195 PT.0)
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CROSS Gunow.....TION FORM

[t takes a lot to treat the i

Doctor Name : DV‘zamJﬂ ............................................... Date : (6[6/,26 Time : 1!;30/4»\
DIAONOSIS : eSS ettt
HOZPITal 2. .ccovevsvsoivin M"H‘N"\'E‘ ....................................................... Type of Referral :

I Emergency

I Urgent
0 Non Urgent

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

Signature:

Findings and Recommendations :

Laclabion can Flom

—————mag

— W) fovmad  banst ¢ N?PPICL’S
- (olostvm Stay
Q

q
S P\(]M\ |
® _ pamand -Caaol?v'j do  n0t woe Hhav 2'/2 hows 2
P aonly hwngar cuas <)
- , 9
— Sﬁ?mnlmﬁ lom%j Cgﬂﬁnm%j while fe0d iy

— malkl ba\b:l 4o SMck s — =20 qu’fk‘ on @ﬁcﬁ

Cposs il .

Consultant :

Name &%hﬂkm Signature : ..... .&‘ ............... Date & Time : .’ﬁ.]ﬁ/%..,f.ﬂé&.qj

Doc. No. : RCH / FRM / CLINICAL / 049
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MEDICATION RECONCILIATION FORM

Drug Allergies: l\\?\ .................................................. _—Not known any Drug Allergies

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

I\

SHHORO IO ..covisnimmeiiimissiessiisinisiniisss <1 T o T
sl (Geuealrﬂrﬁ?:::’;g:r LEETTERS) (mg?:f:u) (PO, :%UE: py) | FREQUENLY lling/qr?;E ?:;ﬂ%:’?g
111 TR At FO oD lq_\é Oc @=c
2 <. CALCLOW 7 1he PO G0 "A% ¢ &=6e
3 T VLWLV Zamj o 20 \ar\é OcC 28C
Pl T eonpen loona|  Po [OD | 1y]6 =€ oo
5 ¢ Ooc
6 ¢ doc
7 (JC JDC
8 (1C [JDC
9 OC CInc
10 Oc doc

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

Date & TIME & oveovveeces s \ - [W
Docu. No. : RCH/ FRM / GENERAL / 090
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It takes 2 lof to tr 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

l% Date . | | ‘
\Y Time 9 wf12] 1 |(2) s |fa) s [ 6 [[7} s [{9) 0[] Dl 3)

iy Chlrar's | (8 BirthRight

> 30
RESP
21-30
(write rate in
corresp. box) | 11-20
0-10
94 - 100 %
Saturations | =93 %
Administered 0, (L/min.)
40
39
g 38
B 37
n o 36
? 35

< 35

o
= 160

21y Ueay

190
180
170
160
150
140
130
120 , 3 v R

110 e y \ 1 1127 | 110 L pblipk 119] , 1o
100 12A% 9 T s b

[0 A & A X A\Y
80

70

60

50

130
120
110
100
90 A
80 [ "

avi [ 7
o b Lo E=
50
40

NEURO Alert T T 1 1

RESPONSE Nijen
(v] Pain
Unresponsive

g —
R
b; r
v
S
>
s

—
anssald poojg |oishs

o0

|

B
N
==
S8,

%-._

‘.-_-.
aInssald Poojg d1joselq
q
-

URINE | >30 — e o P —
mils / hour < 30

: . Protein + +
Proteinuria =
Protein > + +

Normal
Heavy / Foul

Clear / Pink
Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse [nitial

TGRS T e

Lochia

Liquor

“"-q

o |

=P
e
L "b—‘h,
- =)
=
P
A
R




[ “Obstetrics and Gynaecology ] a

Early Warning Signs

%

‘s %

4 )

Complete a Full

A\

1 Yellow Alert :
Repeat Observations
in 30 minutes

-

Set of MEOWS
Observations

- J

\

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

/’

[T
N

Yoot * “ ™

* The Modiﬁed Early Warning Score (MEOWS)

\

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

0Q-
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Early Warning Observation Score Chart - Obstetrics

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

1

1S

YA

Date

Time 10f11]12 11] 12 (6)

©) e ©

P

> 30

RES]

21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (/min.)

40
39
38

37 Ps

2, dwsay

Jre N
=3
~5
3

36

35
< 35

170

160
150
140
130
120
110

100

aley Wesy

]

90

D

“g
QD

80

70

60

50
DT i e 2 e 0 G 7 N P P M e A ) S S 13 |

190
180
170
160
150

140

130

o

—

120

'N\’I'

110

A

B%N

anssald poo|g 21joIshs

¢

N
(= =}

aInssald poojg Jljoiselq

40

NEURO

Alert

RESPONSE
[+

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial _
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Obstetrics'and Gynaecology

] ot

Early Warning Signs
(RS g o
‘ 4 N
) 1Yellow Alert :
Repeat Observations
- in 30 minutes
- Y,
e N ( A
Complete a Full ' 2 Yellow Alerts or 1 Orange Alert:
. Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ / \_ )
~ /,‘ * . \
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 -minutes or continuous
= - monitoring
‘ - /

~
h

'
s s

* The Modified Early Warning Score (MEéWS)

i

Iy
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It takes & Wt to treat the litte ‘'our Right to a Safe Delivery

T

., -——uung Observation Score Chart - Obstetrics

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

Date

r']“;l'l/(:v Time89(&611121?)34567891011121234567

> 30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 % S

Saturations =94 %

Administered 0, (L/min.)

40

39

38

37 -

36 1 \

35
<35

3,dws

1]

170
160
150
140
130
120
110
100 %
20 £ s
i S
60
50
40

3jey Leay

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

2 o

—
anssaid poojg dijoshs

130
120
110
100
20
80 rary
z 35S
o ,

50
40

NEURO Alert ‘ 7 g [T

RESPONSE Voice
[¥] Pain
Unresponsive

1O

<+
aInssald poo|g jolselq

URINE
mils / hour|

> 30
<30

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Lochia

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES UL
Nurse Initial =4

w7$




E Obstetrics and Gynaecology

Early

Warning Signs ]

s
1 Yellow Alert : |
Repeat Observations
in 30 minutes
\ )
4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations ' in 30 minutes
N\ % _
s .

-

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

* The Modified Early Warning Score (MEOWS)

0O
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It takes a lot to treat the littie. Your Right to a Safe Delivery

FLUID CHART
Sheet No @ ..................... [ J

. /
g

o
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.

\ take b TR By
Date Time (ﬁaéﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine T:gr%;q%grgbgrge
Mouth | IV N.G )
08:00am | § [y J7A e /
09.00am | & A ' L~ | X
&b 10:00am | [ _ AV A A,
oV [toan [ BC [T AN v T2
1200m | A | A vk /1)
otoopm| 2L | 7 / Y
Total Intake : Y Ut~ Total Output : )¢ 4/~
0200 pm | A oo/ | [k
0300pm | P Jy ! ’ 1V
0400pm | A4y e Sl
S\b 0500pm | ¢/ 4 ! Vi “ (N
W Tosooom| 74 el 7 TN
o7:00pm | J0fr : o Ly
Total Intake : Total Output :
08:00 pm o 1100m N
09:00 pm ’% lU [gm Wg ‘—-f—%‘?’*
10:00 pm pb o nr’ - I/
\b [ 5 T8 Cloowrl |k 71 7D
LN prrme Db 1T | ben/| ' N\
owwam| Wb 177/ Lioum! Lo ———#1
Total Intake : : Total Output : ’ v/
0z00am | @) (190, tow! )
03:00 am jb tp ot oo s
\O' 0400am | @], o) | I .0
\\)\ 05:00 am wb Y2 wm/ g)(bﬁ f
| 06:00am | 71y i/ P vl X
0700am| p 1, wemh  ~ bomt—t—1—%
Total Intake : " 5 Total Output : ‘
Total 24 hrs. Intake Total 24 hrs. Output

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

-:———— = - N — . = e
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It takes a lot to treat the little.

[ FLUID CHART |

.BirthRight"
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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

Fa

/

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

T wiake 1 e este, |
Date | Time 0"?,5}{[% Diarrhoea | Vomit | Drainage | Urine | Phiebiis | SiOn.
| = \
08:00am| Q- |Q ik /
:?, 0900am | Y / / )
10:00am | P / a /
% 11:00am Ny DO O — il
~N [12:00pm / ( %
01:00pm | ~—| Vi L
Total Intake : * Total Output : g : y
02:00pm | BDOrn\ﬂ__._--—-—"")' 3
0300pm | | <\ -/ ZA w
0400pm| | il 1/ \ I A ‘
© | 05:00pm| ¢ ram - N P &@—
\\\3 wopm| | | 13“}) bl e [
A\ 07:00 pm ' - L
Total Intake : Lt Total Output:  \) -3
08:00 pm ‘ / \ -
0900pm | | / \
& [100pm ) | / N (/ 5 U’ | o
S [110em QR S K __ |5
& 12:00 am y / ] L
0100 am AN |
Total Intake : Total Output :
02:00 am /]
03:00 am Sl e
., [000am| ' i } ,ﬁ
\b\q' 05:00am | L ) \ Y
& [ o600am i
07:00 am /
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output
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[ FLUID CHART )

Sheet NO. & oveeeeeeeeee e,

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.

P 3 i R TN -%'g‘ur
Intake o Rutput 2

IV Site

=1 Thrombo-
Nature it

: . _ . i is | Sign.
Date| | Time | o Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phicbitis Nugse

Mouth | LV | NG \

08:00 am P\ / \

09:00 am 27 Uy b i

)

\ :
k 10:00 am o PN 3¢ A B

1
SO P

1200pm | | - - |}

01:00 pm

Total Intake : Total Outpl.lt . — 2,.— H "ﬁ

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Tt takes 2 lot tn treat the Mttle, Your Right te a Safe Dellvery

( FLUID CHART |

Sheet No. : voecveernns erereisresssaaien

1. Al measurements in ml. .
2. Add up each column separately. Make additions across the page fo obtain 24 hrs. total of mtake and oufput.

S Tt A S EPR g —
i A ﬁ @5@ "‘%“‘% 'ﬁﬁ%% thgk inda eléé» v b on ‘.Eiﬁ%&%ompm‘%& Ay “‘%““' Tswe |

ars b

Namm : . . Thrombo- Sian.
Date | Time | Nae Route NG | Diarhoea | Vomit {Drainage | Urine |Pebiis | Sign.

_ Mouth | LV | NG | . i
08:00am | e ‘ '
09:00 am - : v
10:00am| B ' ‘ Q
11:00 am
1200pm|  ~ . Q
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm ' -
04:00 pm : { :
05:00 pm '
06:00 pm
07:00 pm
Total Intake: . Total Ooiput :

- {osoopm| !

09:00 pm ' ) i . O )
t
i
|

= -y

10:00 pm ] o .o .
11:00 pm i : -
12:00am |
01:.00am .
Total Intake : Total Output
02:00am ;
03:00 am ) '
04:00am
05:00 am
06:00 am
07:00 am .
Total Intake : Tolal Quiput :

Tolal 24 hrs. Iniake Total 24 hrs. OQutput

Docu. No. : RGH /FRM / CLINIGAL / 092
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PAIN AssEssMENT FORM It takes a lot to treat the Mie Your Right to a Safe Delivery
Date Time Pa:sﬁ;n)jfe Location Duration Acuity Character MF;‘:::::!" Patgzdnl:éalt:::ﬂ ly .!mervention Sign
(] Continuous | [ Acute (] Sharp ] Dull [ Increasing L1 Yes
O0/lo |— )
]572/ % Cf‘ﬁ%\ / () Intermittent | [ Chronic [J Aching (7] Burning | [) Decreasing | [ No N @
] Continuous | [] Acute (] Sharp [ Dull [ Increasing | [ Yes MA
15“7[%’ [B,pf) 9{ 0 Nyh | ©) Intermittent | () Chronic [ Aching (1 Burning | [ Decreasing | [ No T ﬁ\
' (] Continuous | [] Acute (] Sharp 1 Dull [] Increasing [] Yes ny\
[gé/ % |})?70 O[U? Jigh | O Intermittent | Chronic [ Aching 1 Burning | [J Decreasing | [ No ' %
"1 Continuous | [ Acute (1 Sharp 1 Dull [ Increasing | [ Yes ) ‘
w!u\ W 4’% 4] [ & M 1 Intermittent | I Chronic [ Aching ] Burning | [ Decreasing { [/ No ' ﬁé
I _ 1 Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes )
Iﬁ MW éﬁﬂ} 0[[/0 M- [ Intermittent | CJ Chronic 1 Aching [] Burning | [ Decreasing | [J No ’ //7\
(] Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes N )
[5[ é / ” 9 W 0 / W N ﬁ (] Intermittent | (] Chronic 1 Aching [T Burning | [ Decreasing | [ No i 2/
] Continuous | [ Acute ] Sharp (] Dull 1 Increasing [] Yes
I6/6/94 | | qu, 0/ 10 | Ni- | ) Intermittent | C) Chronic (1 Aching [) Burning | [ Decreasing | [ No N/
I : [] Continuous | I Acute ] Sharp 1 Dull (1 Increasing | [ Yes
lb | &’UD CJ‘D“\ 0 f VO D%’ () Intermittent | [ Chronic ) Aching [T Burning | [ Decreasing | [ No % ﬂ )
v 5 = -
(] Continuous | [ Acute ] Sharp [ Dull 7 Increasing | [ Yes -
2 /C,QL SAn Ql (o L)Q 1 Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No il @. ‘
| (] Continuous | [ Acute (] Sharp (] Dull Ul Increasing | [ Yes
\ﬂ’ b | Dﬂ‘l’ﬂ OO ND( [J Intermittent | [J Chronic [ Aching [ Burning | (] Decreasing | [ No N 4_ L[‘;é

Re-assessment Frequency: l
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.

c¢) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

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

- FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)
L N,
P SCORING
CATEGORY N .
0 1 1 o 2 '
- No Partioul . . " | ccasional Grimace or Frown, Frequent to constant frown, '
3 Face . | "o Farticular expression or smiig withdraw, Disorignted quivering chin, clenched jaw
] e s _ s X .
- : . Legs Normai Position or Relaxed Uneasy, restless, lense* Kic!tipg. or legs brawn up I
i
‘I Laying quietly normal position, Squirming shiffing back and M
; Activity moves easlly - forth, tense. Asched, right, or ‘Je"k'"g
Numerical Pain Scale {Obstetrlc and Gynecology) . 1 { i
I 1 1 1 ] I 1 ] | | { Moans ar whimpers occasional Crying sleadily; gereams of sobs,
| ] 1 1 1 1 j i 1 1 Cry No Gry (Awake or aslesp} _ i
0 1 2 3 4 5 § 7 H 9 WJEst . coTpImnt . frequent complaints
No Paln PO Possible Pain ! - Reassured by occasional touching, ] .
Consolability Contart, relaxed  egging, or being talked to, Difficut to console-or comfort  \
idistractible \ :
- Neonatal Pain, Apitation and Sedation Scale (uplo 1 Month) J '
_ [} - AL
- Assessment Sedation Normal Pain / Agilaticn .
- Criteria - :
Wong - Baker (Pediatrics) Above 7 Years -2 -1 i 0 1 2 .
Grying No Cry with painful | Moans or cries Appropriate crying Not|- Initahle or crying at High-pitchetf Er:silent-
Irritabliity stimuli minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable,
Mot s Cto HsLtienos  Ewn Voo tsvoeln o o Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, k?ckln'g constartly awake
: stimuli stimuli, gestational age Aiwakens frequently | of
No spontaneous Littie spontaneous Amuses minimally / no movement
mavement mavement {not sedated) | 1
] N j | :
; Faclal Mouth is Jax Minimal expression | Relaxed Appropriate | ‘Any pain expression |,Any painfa)dnrésglun J
Expression No expression with stimuli intermittent continual
- Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
v tone - Normal Teng ar finger splay splay
Body is not tense Bady is tense
Vital Signs HR | No variabilty with | Less than 10% Within baseling or | Increase 10-20% | Increase greater than 20% from
RR, BB 8a0, | stimuti variability from normal for from baseling baseline, 530, less hanar 1
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalfo 75% wrth slimulation -
1 apnea stimulation - quick ] slow recovery Out of sync or
K recovery fighting ventilator
1 1]
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BRADEN 'Q’ SCALE

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

%
Rainbow"® =
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1ol 2 [ p i

owe T/ VPEINE TIEIENd 8o
Tmeil gt ot | ML | aled

4. No limitations:

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. u
without assistance. to completely turn self independently. independently. ér 4 A »
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; L ! "r
A Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : 3 . : . b . c
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair.

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2, Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

N

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

TOTAL SCORE

Mild Risk : 15-18 | Not at Risk: 19-23

Evaluator's Name

X o < <"
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severe pain or with additional risk factors.

Support Surfaces
Risk Score N Categpry Action (Please Note: Only required for children who are deemed at risk due
4 to alterad 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 pressure matiress overla
Manage moisture, friction and shear ® ap y
t ‘ Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
+ Use the Same Protocol as for “At Risk” Patients L
13-14 . Moderate Risk Gel pads for high-risk areas
' « Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure matiress overlay
. + Follow the same protocol as for “Moderate Risk” Patients High density foam 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

Alternating pressure mattress overlay
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Date :
Time :

1G(¢

FlehE
ML

]

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

Mobil , : = : G : L i S :
Ry in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \,/
without assistance. to completely turn self independently. independently. Lf
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
h - B . - . : : ;
gﬂm;&gﬁ&gﬁa :J'um obod non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every Lr
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:

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

Sensory Perception

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

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

Responds to verbal commands.

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

1. Constantly moist:

Mosture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

t°. ViR by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed 2 ¢
B oicts Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

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

Friction Occurs when
Skin moves against

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is nermal.

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

-~

Severe Risk : lessthan9 | High Risk:10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score + Category Action (Please Note: Only required for children who are desmed at risk due
fo altered mobifity, consider occupation therapy referral for advice
Regular Turning Schedule . _
" Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure 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” Patients N
13-14 Moderate Risk (el pads for high-risk areas
Position patient at 30 degrese lateral incline using fgam wedges .
Alternating pressure mattress overlay
. Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
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

TV, Y
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Morse Fall Risk Assessment Form

® ©

"%

Rainbow® L L
Children’s @ BirthRight
Hospital .W
It takes a lot to treat the little. Your Right to a Safe Delivery

£y ; :
Date/ Time |1 /6 /2 6
Choose Highest Applicable Score from each Category di 76/ {Jz{ '57"& {6 l Fall Risk Grading
s | 4, | ) [My
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MorSt:I;:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30
. urnitur Lo Riak 0-24 |:S;tandatrtd Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 O 0 O
Y 20 "
IV / Heparin Lock or Saline NBS ) ) “éﬂ 20 Implement
0 A @ 0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :Jreventlon
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 ¢
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 - Risk Fall
Oriented to own ability 0 = vt
Total Morse Fall Scale Score: y {7 1) 20
Signature @ 7 @&

Tick (v) whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
1 Ensure patients use their prescribed eye glasses if any, in the hospital

1 Use chairs with arm rests

[] Use safety straps on stretchers and wheelchairs while transporting patients

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

Us

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

["] Hourly safety check

[]1 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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I/”M TAMYA g,y - ) Rainbow ® RiihDichi
LT Chindren's | @ BirthRight
= Hos pital . BY RAINBOW HOSPITALS
1 Morse Fall Risk Assessment Form Sams it | o 1 S e
‘ 2%
i t o £
Choose Highest Applicable Score from each Category Date/ Time | i |24 [1€]¢ [2 Fall Risk Grading
Score M ( 4
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morm:r::g)&:ure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Risk 0-24 3
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline :es 2 Implement
0 0 © 0 Moderate Risk | 25 - 50 Mogerate Fall
Impaired 20 Yo |2 :’rteventign
GAIT / Transferring Weak (uses touch for balance) 10 bkl
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 C o Risk Fall
Mental Status High Risk 251 i
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 04D 7o
Signature (\/ﬂ{') @Q/\

Tick (') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[C1 Use chairs with arm rests
[C] 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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CHECKLIST FOR THROMBOPHLEBITIS it R e
islblots  lo)hf2b VL,
DAY-1 " DAY-2 5 Bay-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E ﬂﬂ} M E M E Remarks
. No signs of phiebitis / o = -
1 |V site appears healthy Ohiserya canfuia 0 - S e 0
One of the following signs is
evident : Possibly first signs of phlebitis ~
2 * Slight pain near the IV Site / / Observe cannula 1 g M [\)14 ‘Uq
* Slight redness near IV Site ) N ND(
N 4
Two of the following Signs . ;
ha Early stage of phlebitis /
3 | areevident: : 2 Wa [N
Pain at IV site Redness L DL ] ﬂ# vA b N P‘
AR lihe Tolowig: Siins are Medium stage of phlebitis /
g || SHcen. Resite Cannula Consider 3 < G
Pain along Path of cannula | ste t"n“ LT o ‘m N
Redness around Site Swelling i /'}ﬂ\
A”- 5 the [Dllawing .ng.ns b Advanced stage of phlebitis or
evident and Extensive : h f thromboohlebi
5 Pain along Path of cannula Ee s_ttar(t:o ) rlorrtl: ap de itis / 4 ﬁ-ﬁ\ U h
Redness around Site S8 LIS, b Tneel —| ,{}ﬂ 4
: Treatment
Swelling palpable Venous cord
All of the following Signs are
evident and Extensive : Pain g‘:;?:gggh?;%%}so; 0
6 | along Path of cannula Redness i , 5 | ) Wy N
around Site Swelling palpable g"t'atel“eam‘e“t Re site ~ | M ug\
Venous cordpyrexia anhuia
Signature of the Nurse 7 Cy W/ oL @7 @/
= -\‘_— _—
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 : Signature of Ward In Charge ; P,
Name : /#{{/ . el 2

Signature : @ﬂ/

Docu. No. : RCH /FRM / GLINICAL / 137
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T Patient Sticker Rainbow® . . .
Child!'en’s ‘ Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | ot o3 Sae v
N ' U DAY-1 DAY-2 DAY-3 .
S. No. SITE OBSERVATION STAGE / AGTION. SCORE E | N M E N | M E N Remarks

1 IV site appears healthy h(l)obzgrgse 2;;:232“‘5/ 0
One of the following signs is

5 evident : Possibly first signs of phlebitis ]
* Slight pain near the IV Site / / Observe cannula
* Slight redness near [V Site

3 'zli":goeg?dtggtfollowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness 7« Resite Cannula )
Al of the following Signs are Medium stage of phigbits /
evident | S :

4 Pain along Path of cannula. 1i?emtte Catnnula Consider 3

' Redness around Site Swelling reatmen
! Qyi{(jjér:? ggllg:tgr:gﬁég:ns are Advanced stage of phlebitis or

5 | Pain along Path of cannula, g‘: ;f[grég:]ﬂgrggﬂ';q}g?'t's/ 4
Redness around Site T ! '
Swelling palpable Venous cord reatment
All of the following Signs are
svident and Exiensive : Pain ﬁ;ldvanced Tt?]Q? of

6 | along Path of cannula Redness ]t E(?Tb?phte m?é " 5
around Site Swelfing palpable nilaie tregiment e sile
Venous cordpyrexia Cannula

Signature of the Nurse

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

Signatureg of Shift In Charge Signature of Ward la Charge

-

SIGMALUIE : o.veerversememrenssenreeseessesenessessensenses NBIIB & covertrereeemienecmrestsarsatesesrassssssesessasanes SIONAIULE ¢ covvvereevererssrrersesersasnscesesnenssnens NAINE © oveveerrerrereeressis e emssssersnsessnsens

Docu. No. : RCH /FRM / GLINICAL /137
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NURSING CARE RECORD

"2
Rainbow®
Children’s

It takes a lot to treat the

\

4y
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Goals

(] Identify Potential Complications

("] Any Others. Specify

(] Maintain Airway and Oxygenation ['] Relieve Pain & Discomfort
_=Waintain Personal Hygiene _E-Prevent Infection

[} Maintain Fluid Balance
eet Elimination Needs

] Improve Activity Tolerance

ure Safety

1 Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety /E/Paﬁenl & Family Educaﬁc?n

[1 Maintain Skin Integrity

Time

Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature
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Your Right to a Safe Delivery

! ildren’s @ BirthRight
et ARRARTRTOR A NURSING CARE RECORD Hospital ~ | ) Gl

It takes a lot to treat the littie.

Date: 16/6/2-13 ..................

Morning

P Mﬂntain Airway and Oxygenation }rﬁ lieve Pain & Discomfort meﬂn Fluid Balance 1 Improve Activity Tolerance VEJ/ Maintain Good Nutritional Status G#M’afintain Skin Integrity
"g ‘,Emlaintain Personal Hygiene }"r{evem Infection [J Meet Elimination Needs Ensure Safety [0 Early Ambulation Reduce Anxiety @«PﬁJuZ Family Education
3 | [ Identify Potential Complications L ANY OHNEIS. SPBGIY. ... oveveeeeeeeeeeeeeseee e e ee e e ese s et e e e eesese s et es s e e s et s e et e s ee s e s es e ean s

Time Plan of Care Time Implementation Evaluation Re-Assessment '{“é?;’n';?.f,‘g

+T ablin fffaﬁm&@ *#%aw-&ﬁ.u 2D e g, bl e bod e
% ¢ fﬂf&’t\f" A 2] “QS
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Afternoon
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Night
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Goals

R

xgﬁ;fin Airway and Oxygenation
Maintain Personal Hygiene
[] Identify Potential Complications

NURSING CARE RE

CORD

.:f/é
Rainbow® 1 g
Children’s @ BirthRight
HOS pital . BY RAINBOW HOSPITALS
Tt takes @ ot to treat the fittie.

Your Right to a Sate Delivery

\,Eﬁieve Pain & Discomfort
Prevent Infection

1 Any Others. Specify

*/mtain Fluid Balance

[J Meet Elimination Needs O

Ensure Safety

Date;] ‘—? ;/2—-4; ...................

Mpruve Activity Tolerance m@’moad Nutritional Status ~ —F7 Waintain Skin Integrity

1 Early Ambulation Reduce Anxiety [ J-Patient & Family Education

Morning

Time

Plan of Care

Time

Implementation

Nurse Name

Re-Assessment & Signature
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do

i

i

1

Mo Diem, dud
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Patient Sticker

NURSING CARE RECORD

N

Rainbow® . —
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

T takes & It b treat the filtle, Your Right 10 3 Safe Delivery

v

[ Maintain Airw:;y and Oxygenation

N4

[0 Relieve Pain & Discomfort

O Maintain Fluid Balance

O Improve Activity Talerance

DALB: veoveiiririesrisies i re b sesne

O Maintain Godd Nutritional Status O Maintain Skin Integrity

Uz
& | O Maintain Personal Hygieng O Prevent Infection O Meet Elimination Needs [ Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
‘S | [ Identify Potential Complications LT AY OIS, SPECHY. v everrrirrssasesesssresssesesereesersaeasrereseesstesestansnsassssesessensnsnsseseeeeseseartssenteson
. e . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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[T — Hospial - | g =msmmosms
Tt takes a ot to treat the Iittie, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOT: ..o Department: .......cccoovveeieeiriieeee, Date of AAMISSION: ........ccoovveererrrnnee
Z | Diagnosis: ' Any Infection: T1Yes [INo [JNot Known
E O\ ) I YES SPECITY: vvvveoreveeereeeeeeesseeereseeereeseenees
& by
i \QVQ\—W 3 A1y \ﬁ' ‘l }‘ P
S | Area : 0 \(«W/ b
g Shift Time o M \ }\5 v P
¥ | Medical Condition
= | (Any special condition to be noted): - ; 7 =

o =
Allergy: 0 Yes &flo |0 Yes oMo | O Yes ‘9&)’ 0 Yes 16 |01 Yes=No | O Yes S No |
Tubes/Drains/Catheter: i Yey@ &/Yes %No s/p!g ’D Yes Lo | [ Yes (2No | Yesarmﬁ'
Vital Signs: Temp: | O (-] A% | M8-1°F[9g.2M Jas.f [Qpi~F
e Res: | 90 1 10 |9ebfmt0plw) [ocdn [ 20b]
"g‘ s0; | ALt~ | Q% A9 /| age. | ad/ A9 /.
2 Puse: | 5% %2 [Rehmienblm| s bln | 8ep[n)
2 8P: |\ |y [1Wohe [ | Dolde [t0das [116]F
Fall Risk Score: | -~ _ =t —r — LA
Pain Score: _ \ [ v gV Y X
Safety Needs: ‘{@") \j@; \;U\ Jy Ve \}M
= Physiotherapy | Yes,#No |l Yes +No ‘o Yes\ NG | O YLeS‘E»NO O Yes &40 | I Yes Mo
=
g Others Specify: | — i -~ - o
E Special Diet: | Yes CINo | Yes oNo | #fes O No | D-Yes T No | T Yes -=rNo ({Yes T No
E
E Other Special Orders / Medications: = - o
= ~ -
Post Operative Procedure Special Orders: - o < - — —
Handed Over By Name : W\ LLA)LCW w y -
4 ol r oL (__\g Mg ’\1 w
Signature : &&/ /[, @, @ﬁ‘
Dzte ooV [yplbll bt 8] Bl |nrk/oc [13b]26
Time: %QW\ o p I - R“;’]ﬂ\ 14 m
' W7 | S il | wdbg
Taken Over By Name : [ &_ﬁm na lCL W o
Signature : - \ %) ) %\] A
Date ysLhbp I%ﬁ»w bl6/oo (6424 | flsly o \A-L6 ]
Li 3 2 S | Ypn G AW
Docu. No. : RCH/FRM / CLINICAL / 097 [ I ! il
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NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ........covvveeieeeeceeceeeeee e Department: ........cccciovveveeeereeeine Date of AdmISSION: ...........occcvvirine
Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
g If Yes SPecify: .....cccoveveeeceeereercrenes
-
= {

2 | Area
g Shift Time [\, g]/
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYesT™No|OYes CNo | Yes CONo|CYes C'No|DYes O No| O Yes CONo
Tubes/Drains/Catheter: [Yes -Ne | Yes CINo |0 Yes CJNo | ) Yes CJNo | CJ Yes CJNo | Yes [JNo
. y ’
Vital Signs: Temp: - 8
- Res: | 2 ol
E SpOZ: 4 D
2 Pulse: | 49
o e
2 BP: | y[o/g
Fall Risk Score: _—
Pain Score: | +——
Safety Needs: —
e Physiotherapy | Yes-=No | Yes CONo | Yes ©No | Yes C'No | Yes CJNo | Yes C No
=
=]
E Others Specify: | ——
=
= Special Diet: | T Yes—=-No | Yes CJNo | Yes CJNo | Yes CINo (] Yes CJNo | Yes CINo
=
S |Other Special Orders / Medications:
- = 10 1/3';

Post Operative Procedure Special Orders: | «—

Handed Over By Name : [Y\Nﬂ*—‘( »

Signature : d#—u
Date: -/

Time:

Taken Over By Name :

Signature :

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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DRUG CHART

\

=

. ®
Rainbow .

BY RAINBOW HOSPITALS

Children’s .BirthRight"‘

Hospital

It takes & lot to treat the little.

Your Right to a Safe Delivery

Date of Admission: ...{)M&. R&@
FOR THE SAFETY OF THE PATIENT

.......... Drug Allergies: ............

A’[ known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
' 1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : e
Dose | Route [Frequency [Start Date|
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
| Datey
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : powe
Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4
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red by
hakshayani

1
i
i

Eﬁﬁ?:ﬁi:?:’" ® REGULAR PRESCRIPTIONS ~ Weight. @S\W\ [T [PE—
AR T
Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

oun: U ccho o Bl

Dr. D

Dose @ute Frequency Ftar] Date A 'S
o | v | D S sl b o
Name & Signature of the Doctor ~ | | '
Starting the Drugs:
(o o
.4 | gl -
Additional Instructions: A ) O [ef26
- - - o
X g VS
Daily Doctor’s Endorsement by a Sign
DRUG: ATLACETAMOL.  [Pa%h]
Dose Route | Frequency [Start Date ) /’,
lsm | Plo | 110 |1s7e @i S
Name & Signature of the Doctor ' <
Starting the Drugs:
Dy AV ¢
AP W
Additional Instructions: W
s _,%74.5
/
Daily Doctor’s Endorsement by a Sign
DRUG : T/IAMAD OL TD]?éee \5\. \}\t

Dose Route | Frequency |Start Date|~ axy

106 7o | 79| 16/c PRI

Name & Signature of the Doctgr
Starting the Drugs: M

oYy

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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HNH-00012329 |P26-00006587

:': : m:ﬂmuao YSM26D  (F) Z
nr.1x.;nwALA RAMYA THEJA Rain b:(')W: _ . BirthRight
DD T Hospital - | | eman:
SheetNo: ... : REGULAR PRESCRIPTIONS  weigre S0 waro ...
DRUG: DICLoRENA C AR .
Dose | Route |Frequency |StartDt.| |k il
50”‘6 P/J T1D 16 /6 W UAl
Name & Signature of the Doctor -
Starting the Drugs: W

WL/ : | / tﬁﬂ’?

Additional Instructions;

()

N

1]

W ©7
Daily Doctor’s Endorsement by a Sign -
nnue:gtﬁ N TN thA L6 E-atee'\o\‘o
Dose Réute Frequency | St rl.
6oy W | v 196 B
Name'& Signature of the Doctor ' =
Starting the Drugs: Tﬂ

0 5 ?’{n ] [ ¥
Qo - T _S"D@”“ X
Additional Instructions: £ ] ST
Or A
X Qyb W’ \‘J‘)"n .l

Daily Doctor’s Endorsement by a Sign 9’
DRUG : Q&{ TRAN SaAM L -atixb\“’-

Dose | Robte |Frequency |Start Dt. A b
\fn | N | m‘\cﬁu :

Name & Signature of the Doctor '

E
-
T 9

Vsl
E]
<

Starting the Drugs: . o= g ’IS;"’, 25
- 0]
PR e Bl M
Additional In([;uctions: J A
QQMH/'
— \ ‘ P
Daily Doctor’s Endorsement by a Sign =
Date»,
orUG: (T o (ARG ERuats Time \.\O\L o\
Dose Route | Frequency | Sta ; p—
Yoy fo | @D W\‘a W% W)
Name & Signature of the Doctor
Starting the Drugs: Q o @
/ Ur
Additional Instructions:
'y Doctor’s Endorsement by a Sign &
.- RCH /FRM / CLINICAL / 108 i R
o .0
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oneet No: .............

\

-
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

REGULAR PRESCRIPTIONS  weignd S0\ v

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Dater VU
pRUG: PhesceTamoL oAt W AL ;
Dose | Route |Frequency |Startpt.| i\| /.-
14 .| po e &b Al Z
Nabe & Signature of the Doctor ) 2 P
Starting the Drugs: ‘

A
D Do N %
Additional Instructions: __—" ) |
| O\
Daily Doctor’s Endorsement by a Sign I#:
DRUG : T+ (NETROMIDA-Oe  [DAEF |/ ol
Dose | Route | Frequency |Start Dt. | \//’("X
hoowa | PO | D 166l 6\F
Name & Signature of the Doctor
Starting the Drugs: h&e q/
Additional Instructions/ )

\ ) ()

L4
Daily Doctor’'s Endorsement by a Sign b/ ¥
DRUG: 7. COFEXI™NE T“;:,i;g(‘g

Dose Route | Frequency | Start Dt.

ond o | BD 2 lel26

\0

N

Name & Signature of the Doctor

Starting the Drugs:

: wth
Additional Instructiofis: @‘Q

At 3pm
ek /|
Daily Doctor’s Endorsement by a Sign &
. Dater

DRUG : e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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It tokes a lot to treat the little. Your Right to a Safe Delivery

STAT / ONCE ONLY DRUGS . €

1 v L R S N O

SNEEENO: <.
DATE TIME 5 MEDICATION DO ST | ROUTE oo SE\:;L:RE
15} o || #25, Cato post 250mg | M ( bY
'd’é Qqsl’p, D\cofgNAC loomy - ﬂ\y @(
lf/é &t/;’,.\ AmaoL 100 my Fr— | (M &
] || 73| TS, g~ | W | By

5| ¢ épfi)?w § »6‘ MOTEo Doy Sbony W foae”] 9 o)

Docu. No. : RCH /FRM / CLINICAL / 136
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mr-\f”""”u nmzw ® S]Ca
Mx&‘nu \“ “““ Weight. .& SN Ward.
\\ “\“\“m\““\ Date»
Time | Nurse g [ Burse Sig. [ ﬁis'el Sig. [ nurse sig-
Dose Dose g Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte St a rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e s Dose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e o o
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ]B l Nurs&Slg. I Nurs&Siq. I Nur§§8m. Nu:s;Siq.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign, Dr. Sign, Dr, Sign,
D D D D
Route Staft Date ose ose 0se 0se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor oo Dos il Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
o . D D Do:
Additional Instructions: pose o5 ose s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
- S Dosage & Other Si
] ignature
Date Time Medication InSticHons Route g Nurses

\S\Q’ & 2cam |1 ﬁ\SOPRogTQL QSmcg—j o @ -%%—
\S\Q .q,P‘.m TS - CEfSTRXIME AL Y @ [A

\S\L» Qe | “T- PNASePRESTeL ?Smcf} PO @ %h

Q! 2oAra .
T PR e R, 2me | oo | 4 DY
14;; Jg NN | Loy Bucupan (awp W e /‘;a“%
J ¥
13| 6l qy\@{]\l\/‘% WL ,g% I\/ @r"p M
U v " @(&u/ﬁ 4
by |0 Ifas Yoy — [
/

| 7 T
! X’)C ]W g}i“ LAY \Ony \ @G”’U . :

—

lg]" '?3?’[% M‘Cuﬂéﬂém’ O-?/M)O \v mbn _%Wk
\Q\(v :Ww; PR CEFUTAYME \ 3 W W 3/4 (P.1.0)

Dr. Dim {snayam
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m|m||uun'|i‘|'|'|’ii||’|'|'|'|’|ﬁ|||||| V. FLUIDS GHART

L

W5 S errermorrnr Ward. ........ccoovvnnne

1ime (mm\::nwmrzgﬁsoift]iglr}h ?L Ii‘\‘lc. Flu:‘d Route [Flow Rate Doctor | Nurse | Dateof | Doctor | Nurse
w/kg/min. etc) mi/hr | Sign Sign |Stopping| Sign Sign
(33N 06 | \
\tj\\ﬂ- EAk R\HSW@ ™ oxqu r W , 40
| Al
\ N it : { ‘
{"\vq;% . oit:f(fg v oY N4 g o e g%/
\ it L s &@ r
/\( UNGE L 3 e
R KRS VA O R o | I LR | ﬁ}
—1— By
/A7 Y et v e® O(\i Sk @/L‘
S | UnUTTe 1 & N (154
| oy DXFOUM @/ ﬁg,/
\\)\B\)L , ,Vp(ﬂ\ AN B W Yy &ﬂ VD
; | ot e ] 9V T7
AP fUNG Ee .
\\) 7;7 4 A\%e [w |
\e jp’ Al : r\&jlﬂ Pore \\N0 i aﬁi\
I Il S VR T B o
" gyob
k’q\g 6\%
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It takes a lot to treat the little.

CAESAKEAN SECTION OPERATIVE NOTES

Surgeon’s Name: L, Qorwrya Huga e Date of Delivery: ¥ \ g
Assistant Surgeon: B< M hN\] Time of Delivery: i &q m
Anaesthetist’s Name: Ne Bk Gender of Baby: M

Type of Anaesthesia: E'\ql val Weight of Baby: “&qu
Neonatologist: ’ AGPAR Score: 1,9 )

Scrub Nurse: tlona \ m . NICU Admission: [ Yes )H(E:

1
'l

Pre-Operative Diagnosis: Qy{m\ Q*’Q\M U\HU’ \ ?f-:om

; -
[ Elective /Z/Emergency Indlcg__t_r_on M‘QLL ...... “0""5‘*‘63
Urgency g or [\n(& o Ladeum
y ) Immediate Threat to life of woman or fetus

[_LMaternal or fetal compromise not immediately life threatening
) No maternal or fetal compromise but needs early delivery
(] Delivery timed to suit woman and staff

DECISION tME: .....ovovovrvserveerroenies e ‘-P/{}im ........................... KOET 0 1ECIUS: . COTARY

R T T A O RN E SRR L A e S D LR R I
™ Copeeph
If there was a delay give the reasons: C“Q-"'\aﬁm ......................... ; .........................................................

Surgical Procedure: gm wu ‘5, Q&/

Post Operative Diagnosis: 0-~fo 0

Peri-Operative Complications: N\‘\

Amount of Blood Loss: ' 0 BoanAL Blood Transfused (inML):  Nwo

Name and Number of Surgical Specimen sent for examination:

NN

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

e ee———————————



Examination Findin en Appropriate: §
Presentation: [Cephalic  [] Breech 31 Gervical DIAtaton: . ... gl Sl Srhvassmuamsisng cm

5t PAIPADIE: ....vvvevvv e Fetal Position: ...... ?LWM
Z2 041 00 O+1 O+2 Moulding: JMofE Fi+' Cl++ [ +++

Station: [1-3

Caput. [} O4++ 0O #++ Meconium: ;Noﬁe
Bladder Catheterized : yé 1 No Urine: /LjCIear ?B‘I/

O+ [O++ [O+++
o'oE[Stained

z ~(utpthoy
v \Y4

Skin Incision: Aannensteil L] Transverse LI Midline Y e S —
Uterine Incision: F/Iﬁwer Segmenf [1 Classical O Inverted T 1 J Ipeision
Previous Scar: [ Intact L1 Thinnedout " Ruptured No Scar
Incision Through Placentg> (1 Yes A0
Delivery of head: 1'/rcé:u 1 Forceps
Liquor: [ Ckgar [ Meconium: | al 1 2 Ul Blood L1 Offensive ot Offensive
Delivery of Placenta: 1 Manual 2 /znfT AT LA O Wete ['Incomplete ] Piecemeal

Cord Appearance: ................................ Cord around W 1 Yes ﬁ'N/o/
“TYes

A
Appearance of placenta: .............peeeenennee. Ui oaiad @ .......................... Cavity explored
Uterus, tubes and ovaries: [ Alormal 1 Not Normal Sterilization: 1 Yes

1 No

Uterine Closure: ! One Layer L-Two Layers
Peritoneal Closure: I Pelvic _Abdominal ' None
Sheath Closure:

Fat Closure: [ 1 No

Skin Closure: }Sﬂbcuticular ! Mattress

Vagineal Evacuated ”Yes [ No

Drain: OYes L[ LI Remove in .......cce....... ionn. days

Ctheter | “Aes [1No LCIRemovein Mhy
~Yes

Swap & Instruments count correct? JAes [INo [ Post-op Antibiotics
Intra-Operative Antibiotics Cover: ~ [“Yes [ No I Thromboprophylaxis 1 Yes

Post-Operative Notes: .......=¥...... AV 4 AMenid  oul-

[ Await instructions
1 Await instructions
[TNo

DN

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ....... IS bflo%

Baseline Information:

mion Desk () Others, SPECITY v....vveevvererresreeeersesssessereenes

Admission From: ] ER ] OPD
Primary Language: })’I’eI{gu [ English [ Hindi 1 Others, SPECHV .. ciiviipiisesmmssmms e
Doyourequire aninterpreter? [1Yes [1No IFYBS SPECITY .oeveeeeceeerrceeiere et et sesese e s essae e s essesse e tesntesaseneensssnesseebaereens
Source of Information: L;Pafﬂeﬁt ;/Fa”rﬁily L] Others, SPECITY .......cccviieiriricreeirieeereneirerereressesserssesssensons
Allergies: [ Yes D.No/ [ Medications (] Blood Transfusion ] Food L1 Other: oo
TSI T 01 3OO RPN
Chief Complaints: ..............ccoovvviiieiiiicec st Doctor Notified on Admission: ,}Yeﬂ CINo
................................................................................................................... Name of the Doctor: D’UNGUQG’{Q\‘
................................................................................................................... TMENOTHed: e n e i e tiars
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

Gynecology Assessment: [ ] Not Applicable

Gynecology Surgical History:

Gynecological History:

Menstrual History: ........cccocooveveivicinennene. Caesarean Section: [1No [ Yes Contraceptives: [ONo [JYes
........................................................... Cervical Cerclage: 1No [1Yes Vaginal Discharge: [ INo [ Yes
Onset of Menarche: ... ) "a ......... Ectopic Pregnancy: [INo [ Yes Post-Coital Bleeding: [1No [] Yes
Menstrual Cycle: @Bagmar/D Irregular_{ Myomectomy: CONo [JYes Infertility: (JNo [ Yes
Last Menstrual Period: Q(ch Zu/lj Others: If Yes Type: ] Primary [ Secondary
Obstetric History: G ...\ P 2= S RN 7o WU A i,

Previous LSCS: .................... A

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

Family History:
[] Heart Disease
[ Liver disease

1 Hypertension
B e e e e e e

] No Abnormalities Detected

[_] Diabetes ['] Stroke

[] Seizures

[ Kidney disease

Vital Signs / Measurements:

Temp: A 5. J ﬂp HR: .1,
BP: ut{!?/‘é

:{46
Weight: ....\0..2.. WHEIQN e S

BMI: ...

Pain Assessment:  Pain:

OYes O

No  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PT0)




HNH-00012329

Mrs V SASHIKALA IP26-00008587
20-12-10p5 0YSM26p |
Dr, KADIYALA RAMYA THEJA ® |
AT . PHYSICAL ASSESSHENT
General Appearance: Healthy C1ill looking [] Anxious 1 Agitated [ OthErSE cssisesmsivassimvermvsvases
Fall Assessment: [ | Yes D/I(o Scare ..... O .......... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: 1Yes [No Score ................ (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

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

[ Under Weight L] Diabetes Mellitus CJ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
. "Calm & Cooperative ! Restless [ Depressed 1 Agitated L Confused
L 05SSR O TP

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single E@zd [ Divorced [ Widow

2. Special Habits: Smoker: _ Yes D’( Alcohol Abuse: [ Yes B’I(\ Drug Abuse: [ Yes N0
SOCE PRSIOVYE LIVEE WY s oo uinonsinivessrossiss st i onio Ao s sas ssvi i smmi b w3 e S B i

1

Orientation has been given regarding the following aspects:

Call Bellin Reach: "1Yes [1No Waste Disposal Explained: [IYes [INo
Infusion Pump : [1Yes [INo Hand Hygiene Explained: ] Yes [ No (] Others
Above information given 10 .......... X oo )

Name of Person Orientation was given to: Y TN ottt A

Orientation NOt QIVEN RBASON: ........cvcvcvcieiee ettt

(: [ Y
Nurse Signature: ............. v, S

NUFSE NAME: .o ST e

Date & Time: ............ \‘&b\W\ ......................
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BY RAINBOW HOSPITALS

Dr. KADIYALA RAMYA THEJA | Children’s .Bll’tthghf

T Hosplial

Your Right to a Safe belw;a

UDOICINIV 1NIinuL ASSESSMENT FORM

Date: TE\Mlﬂz’b Time of AVaE occsvasssrismissssiss Time Seen by NUISE! ..o

1)
2)

3)

4)

6)

Level of Consciousness: [! Conscious ] Semi-Conscious [J UnConscious

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

[ Severe Pain / Moderate Pain [ 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

(2] No Fetal Movement L] Other REASON: ...t
Vital Signs: Temperature: C[{Q ‘ f/ Buse: A RR: .70, sp0,: A& /... BP: I.lé./}aé;. Weight: .............
Gestational Criteria:

Gravida: G \ P @, L © A1)

NP o sca s i EDD: Lo ciiemoriiisssssussotivionss Gostational AQE: ...iiweisiresssivsnnsaisioss
Uterine Contraction O Yes CEI/NO CJNA | Onset Time Frequency:
Membrane Rupture ] Yes E/N/O [1NA | Onset Time Fluid Color:

Vaginal bleeding O Yes E]/l‘jo [0 NA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O Yes ‘{No T NA Pain Abdomen / Vomiting
~ If No specify:
Good fetal Movement Yes | CJNo | CJNA
i /A

?Ba»ﬂcreening: Numerical Pain Scale (NPS)
B | | | |

| | ] | ] | |
'/ | | | | I | | | | L
1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
o | LOBAIONT . oo ccrniris s i ivs s i i nihRosas s e s by SR £ A Wy R A ST A A R R e
I O e e ey, Days / Weeks/ Months (Strike out which is got applicable)
« Character: ............\veeuen... MM
2 1 o (1 Lo T
o IV ONHONG S ot i oo b s e R e s S L a Ak e o oA s S vt B e E GRS T s
Past History:
B | SURBIIBS: .covounionsimmnsnnsnin dvusnoonssmes S n i smis s sl i S A 8 S B 5 W
DIl MBBCEL ...uvsvviisinsimsaminunons e s P bsti s sosdinissutappsisin iuiasigho RS dumsaion s vt sioh s VR e el Gom  wM HE

P

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0O.)




BEVES . iiccmucmavinisns suomscncuvmsminsss snsansssinsms s bivost s bt s s e i N o P sm F oM e st
L OBNBIS: ettt ereete e e e e ar e e

[J None

HNH-00012329 IP26-00008587
Mrs V SASHIKALA
20-12-1505 30Y5M26D (F)
Dr. KADIYALA RAMYA THEJA 7} ;
LT T
7) Allergy: LJ Yes I No,
8) Current Medications: [ Prenatal Vitamin
9) Prenatal Medical History:

] None

1 Chronic Hypertension

] Gestational Hypertension
U1 Diabetes

Triage Category: (Please tick on

[ Gestational Diabetes
L] Low placenta
L1 Others if yes, specify

the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
a Catew Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Q,%ﬁgory l1I: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
-0 Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[ Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

Imminent Birth

Suspected Pre-term
Labour/PPROM < 37
Weeks

Level 3
(Urgent)

< 30 minutes

Every 15 Minufes

Signs of Active Labour
> 37 weeks

0BCU Obstetrical Triage Acuity Scale (OTAS)

Signs of Early Labour/
SROM > 37 weeks

Discomforts of
Pregnancy

Active Vaginal bleeding
with/ without abdominal
pain

Bleeding associated with
cramping (<spotting)
<37 weeks

Bleeding associated
with cramping
(>spotting) >37
weeks

Spotting

Seizure activity

Hypertension > 160/110
and / or headache, visual
disturbance, RUQ pain

Mild hypertension
>140/90 with/without
associated signs and
symptoms

| Abnormal FHR tracing
| Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Acute onsite severe
abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress

Suspected sepsis

« Major trauma

« Shortness of breath

= Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

+ Flank pain / hematuria

« Nausea /vomiting and
/or diarrhea with
suspected dehydration

+ Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
/or diarrhea

- Signs of infection (ie
dysuria ,cough, fever,
chills)

= Anything that does not

seem to pose threat to

mother or fetus

Cervical ripening

« Qut patient placenta
previa protocols

« Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

» Rashes

NUFSR NAMG » etk B smsi s s rises Nurse Signature: C’BC/

Date: \g\ﬁo\’y@ ........ Time: ......
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Mrs V SASHIKALA e
20-12.1908 0YSM26D  (F) . s &
Dr. KADIYALA RAMYA THEJA Rainbow .

AT ChldIn | ) masnas

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

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

_—

: j;}fﬁéedmg initiated?
a. Yes ] b.No

2. ITNO; REASON iivicammmunnmmmimim s i i nr s e e e s e T

w

Nipple eondition:
a. Nipple well formed
1 b. Flat nipple
] c. Inverted nipple
C1  d. Short nipple

4. Milk flow:
a. Good
b. Drops of colostrums
0 c.Dry

o

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

8

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




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

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

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

9. AddRIONAINOIES: ciciiimminnmmme it s T e e r T s e S R e s s R SRR R e s sk e P

Continuity of Care: D T

D fsseR fhy  patien’ L s

P>, anted s  Flo o o)

£ Wﬂn/m”ﬂ Ve b Beerey

D PO sl pBE 5%Wyo

ATHIENET DIV DY oiciconniunssmnosimvnibonsesamsmmasbaiasismmaniiisss Handover taken by ........ C% .........................

SIGNALUTE ... nes SIGNALUIE ... Tt

DEE & THME: v Date & Time: lguﬂ% .....................................

—



) 3

z

e URINARY CATHETER BUNDLE CHECK LIST EEE'{%ES ‘ Eiﬂlﬂﬂgﬂf
Date of Insertion: ...... ‘ﬂ\o [W .................. - Date of Removal: %/ /Qd{ Q‘Zf /;Z/M (
Parameters Date Shift Time ] "f)
Need for the Catheter b/:[ CINo es 9 N[o/ ClYes [(INo | ClYes [CINo | ClYes CINo | ClYes CINo | [JYes [INo
Hand Hygiene ‘/EJ Y/e& CONo | C¥6s [CONo | CIYes [INo | ClYes CINo | [1Yes CINo | [lYes [INo | [IYes [INo
Usage of Sterile Equipment \,5 Ye/s/ CINo ,ﬁ; CONo | OYes CONo | CYes CINo | CYes CINo | CIYes CINo | ClYes CINo
Is the Collection bag below the level of bladder \Zﬁ}s INo /ﬁ’(es CINo | ClYes [ONo | TIYes TINo | CIYes [INo | [1Yes [INo | [JYes [INo
Check the Tube for Obstruction (Free of Kinking) “‘ers CINo yés CJNo | [COYes [ONo | CIYes [INo | ClYes CINo | CJYes [INo | [lYes [INo
Is Catheter dated as policy t/El Yes CINo TYes [1No JZiYes [INo | [IYes [INo | ClYes [INo | [1Yes CINo | [IYes [INo
Collecting bag is been emptied regularly? ﬂ?es “INo /E] Yes [JNo | (1Yes [ONo | C!Yes [INo | CJYes [CJNo | [1Yes [INo | [lYes [INo
Maintenance of closed system for the catheter £ S’es [ONo | [#¥es CINo | CiYes CINo | [JYes [INo | ClYes CINo | ClYes CINo | [lYes [INo
Dressing clean and dry? 'é Yes [INo /W(es [CINo | [JYes CONo | [lYes [INo | [IYes [INo | ClYes [INo | CIYes [INo
Is the line removed as Policy? ‘/D/YBS [INo ;ers [INo | [JYes [INo | [lYes [INo | [1Yes [INo | [lYes [INo | [lYes LINo
Performance of Perineal Care “t{Yes O Ny " OYes [UNo | CiYes [INo | [lYes [INo | ClYes CINo | CIYes [JNo | [lYes [INo
Onset of New Fever F'[ﬁs Mo D)‘es CINo | CJYes CINo | [JYes CINo | [JYes [JNo | [lYes [INo | [lYes [INo
Asses for the leakage at the site of insertion "é Yes []“No )_A' Yes (JNo | CIYes [INo | [1Yes [INo | ClYes [INo | [1Yes [INo | [IYes [INo
Name of the Nurse QM , § g 2

Signature of the Nurse ) {I

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



HNH-00012329
Mrs V SASHIKALA

Surgeon:@i' Qﬂ . ;?‘?Amiu 3°Y!unn "
L e Rl 117 7 e e g s

1P26-00006587

\

SAFE I I CHECKLIST AnaeSthetISt i | Hospital il
Scrub Nurse : . Date : oo, In-time —Jﬂ?fm vut-tinfe : &?prn e —
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time.. F...09.pM TIME OUT  Time. Z-5 1001 SIGN OUT  Time:...3.b. B )01
] 7

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

dentity #Yes [1No introduced themselves by Name and Role [TYes [1No The Name of the Procedure Recorded /’@ C1No

Site ~TYes 1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure LAres CINo Nurse Verbally Confirm r\ Counts are Correct (or Not Applicable) es CINo C1NA
Site Marked C1Yes [INo #fA Correct Site _=Yes DNo patient name) [Yes CINo /‘ﬂA
Anaesthesia Safety Check Completed ges L1No Correct Procedure ZYes C1No Whether there are any Equipment y
Pulse Oximeter on Patient & Functioning “"Yes [No Anticipated Critical Events Problems to be addressed Yes [/'( INA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes A0 What are the Critical or Unexpe CL To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, {En WIIk o o ey cncenma for Fecovery '

: . Anticipated Blood Loss? Yes CINo CJNA and management of this patient? OYes O

Yes, & Equipment / Assistance . .

Available fes TINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [J¥8s CINo [ NA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned J#%es TINo CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes &rffo CINA | | issues orany Concerns? FiYes LIt CINA
Has Antibiotic Prophylaxis been given ' Is Essential Imaging Displayed? VY{:J No CONA
within the last 60 minutes? }Xé CINo TJNA Power Supply, Earthing, Power Backup Ul/

and functioning of equipment checked. [1Yes

SIgnature .......cccceevevvevrnrnen et (/’,7 ...... I . Signature c@ ............................................ Signature :........ ’/ ..............................................
NaMe irrrerererererssssvsmmmmmmrerssees / : : g{
Doc. No. : RCH / FRM / CLINICAL / 111 / C (




1/17
Rambow . R
Children’s ‘ BirthRight
PATIENT TRAN'E;:,‘Q FORM LW e e
* HNH 90011:.29
'::1: :::.'. wr .m 260 (F) Date & Time of Admission Date & Time of Transfer Order
i B @ el 1STH M @ 3:0m
Treating Consultant Name Transfer Ordered by Reason for Transfer
Dy Somi Obiensl
From Unit To Unit lnf(ijati}(o Attendant
Yes[ No|[ |
o pe- ok e
Number of Sheets in Clinical File Number of Imaging IEiIms Personal belongings including
clinical documents. If any handed
yendam
— Yes [ No V
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
t RL 0)
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Q&“%b\r\ﬁ\‘% @ a4 I

Name of Person Ordered Transfer

O SV

Patient & Clinical Records Received by :

(udodeen (s

Date & Time of Patient Received : M’- [ E) M/& qﬂ 4 W

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

] Unavailable Bed "] Nurse not Available

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

[ ] Available Bed not ready
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PATIENT TRANSFER FORM

%

Rainbow® . -
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fitte. You fﬁ@hﬂa aSafe 0 D::W

N

DK

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00012328 P28
B 5 bkt | islblob 473,
| Dr. KADIYALA RAMYA THEJA
AT ARt Reason for Transter
W pus Jon b 56
From Unit To Unit

XV

Information to Attendant
Yeg/ | No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
. ¥l 10
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No| |

sujalie

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

kAo

Date & Time of Patient Received :

ff”n (e al ??@M

If the transfer order time & (:omplellon tnme |s more than 30 minutes, please tlck the reason mentioned below :

| | Unavailable Bed

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

|| Nurse not Available

[ | Available Bed not ready
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Rainbow® .

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight’

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a jot to treat the fittle, Your Right to a Safe Delivery
Patient Name : W)'!b\/%a/;\'u ............ N Gender: (1 Male ‘=female  Age: ... 0"5’( ..........
UHID No : HNH"OOO])")’?‘}J .......... Date:..|S.[ 0.6 2’0%

Instruction:

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

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

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

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

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

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

the hospital staff responsible for any untoward Event thereof. \ l
..... Excoxsine. bleeding L Doadpasent

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure.
sl @ék.x <

Patient Attendant :
<-vinod ne,dg’:y ,

Signature : .......0....~

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

Witness : 1 § /
SIgNAtUre : ...\ e

Date & Time : .............. \3 |6 \"&@ ..... 6N

Docu. No. : RCH /FRM / CLINICAL / 027 .
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CONSENT FORM FOR GENERAL / Eﬁ‘i?d'f;"e“,;:fs 55&&@1&3&"
REGIONAL ANAESTHESIA / Hospital " | () eoncrms

MONITORED ANESTHESIA CARE

Patient Name : /W/U[/“V .........

UHID NOQ: i Surgeon Name: .......! BV L i

Anaesthesiologist : .......................20... A AL
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.

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

" [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Puwﬁse

Dot [Dleednmp [r ke d 74v ........................... 2 TR

G OMIIBIIES & .ottt ettt ettt e et et e e st e e e et e e e eaeeee e e e en s ea s e s e eseeneens e aeenees e et e e e ens et esteeseen s e s e eneeeereeaA e et e eneeneete e e e eneerenneeraanes

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

| hereby authorize Rainbow Hospital & its authorized doctors to perform uporL@ my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

* lauthorize and give consent for anaesthesia ¢£1 Regional //JZ’G?neral Anesthesia / O] Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.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 : es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant%’e / Witness :
Signature : ...\ Signature : ......>" vikod ﬂ% ...............

Name :.... M. SeSbade Narme : ... 5. YMO¢  Yeddy. .
Relationship with Patient: ...........ccccocvereeicicccenen DHIB & TN ... corerecsiarssrensasismsior iy eaistoverss
Date & TIME : ..o




e
. o0l Rainbow® ) W
Lt po0? Children's | @ BirthRight
/i e Hospital .mmuaownosgngt_s
It takes 3 kot to treat the Ke. Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName; /vt AA U A4l £ Age:  NO Gender: -
UHIDNo: 4/ wt 800’275 -1 1PNo: Fococks T JDate: 13 670 7 Time: 3
Diagnosis: - il a4
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks .
1. | Fentanyl Citrate Inj, 50mcg/Mi Ive M2 b o b Gt
Jm2. | Morphine Sulphate Inj. 15mg/MI ] .y
7 3. | Remifentanil Hydrochloride Inj. 2MG L -
4. | Remifentanil Hydrochloride inj. 1IMG . >
Doctor Name: Tmr Doctor Registration No: Q":ff )’;I
N I
Signature\\lv AL ]1’ ._ﬂ U/
T X ! 7
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
19 i . f dr r‘ /
IP Registration No: "}‘* Y R 7 - DEte: - ’2 6
Aadhaar No. of the Patient (Optional): .............coiriiieiiiini e
~
1. | Name: MES. v A TEAL 1y Remarks
2. | Complete postal address (with contact number, if any) | TR PET, pa:
3. | Brief description of the illness CACA
4 | Whether registered with any other registered medical practioner / AV
" | recognized medical institution ( If yes, details of the recorded) ;
5. | Details of essential Narcotic drug dispensed [4NThN Y/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
: Patient Attender
< [ L e ong R s
Dispensed by (Name & IDNO.): ......o.ooovivvviniciiiirieenienn, T e S SIGNALUIE: ... rriager...iv. L I
Lo !‘HHI ¥ A '.
Received by (Name & IDNO.): ................. e B ¢ WL ..................... r—g ..... Signature: /MVM
TIE e it o s S

No: RCH/ FRM/ CLINICAL /133
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Rainbow® 3 T
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t tokes 2 kX 1o treat the bte, Your Right (o 3 Sale Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
Patient Name: M3S. ShoSkikal e Age: 307  Gender yeme
UHIDNo:  #\nit 1 =000 9 23 2IP No: VOO C\EDate: ‘STE L Time:
Diagnosis: P}‘.’mi’rﬂgwﬂq with 28 (el N poG 3 ) ! Aploce e - DY |-
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/MI WOM LN
2. | Morphine Sulphate Inj. 15mg/MI
™ 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1IMG =
P R
Doctor Name: “-} "j\"m‘ Y Doctor Registration No: t ;" ?7 /j 7
Signature: \\EK f ;\Er A XC? (Jf

NARCOTIC DISPENSING FORM

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

IP Registration No: ......2.5.. 0008 £ 3 54 DM ettt D
Aadhaar No. of the Patient (Optional): ..............c.coviiiiii i
[
| Name ! Remarks
+ B el
: ; £ V0N !‘(»-"! ! O W 1‘11:]_'05 v
2. | Complete postal address (with contact number, if any) L s )
3. | Brief description of the illness e,
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
] Patient Attender
N I AES \,(:-;ul«, l. f;
A el Y Covbaiim
Dispensed by (Name & IDNo.): ......coovvvennn R AN o e S .- SIgnature: ... ... S, s g
A \h,-'y\;“\ Vo Cén'S X { "5".5.,’{

Received by (Name & IDNo.): ...

[ ][ e BE . e

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rai b:f ® . : }
C?ili?dr%‘:'s ‘BIfthRight

Hospital BY RAINBOW HOSPITALS

1t takes 2 ot to treat the M. Your Right 10 4 Sale Delivery

N\

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
PatientName: y v« b ool L), Age: / Gender: 4
UHID No: ¢ - 00 IPNo: 3¢  (oui ; Date: 1 Time:
Diagnosis: |, -, ] h Aoy Pols , ‘ Lp) .
: PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI O 1 Lx
- 2. | Morphine Sulphate Inj. 15mg/MI
— | 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: Pf My Doctor Registration Nﬁ) 1 7 4
1 £y \ F) i |'
Signature; | N \z () '
e
ALY [
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: .......... 2 bRORES AL DS i Dol
Aadhaar Ne: ofithe Patient (OPHONRIY. vuii. v vevisi ursmsisisivistiitiasr b sessn e stss s dvasss sasn
[
1. | Name: Remarks
2. | Complete postal address (with contact number, if any) ' i §73% Ry

3. | Brief description of the illness

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

5. | Details of essential Narcotic drug dispensed

| Signature / Thumb
| Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
| p deny
Dispensed bY (Name & ID NO.J: .o b L i U i A iisisiss vinnestansinsns smisnnssense SIgnAURe; ...l s
f Received by (Name & ID No.): ............... T 3 oL S T T Signature: st . b bt

TIMRR e ) .

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow® ) L
Childrerll’s . ‘Blrtthght
i BY RAINBOW HOSPITALS
CONSENT FOR SPECIAL PROCEDURES o Tout Rt 10 5ste Oevery
Patient Name : MA:. Vo SASHIKAUAT . e Gender: [Male Female
. a4
UHD No: JHNH- 12220 Department : ... 20V WALY  Dhate: ... ff/.‘fkf ........
LIV SBGHUPURT e SIBIW/0.. M VINOD  TEDDT e
Here by give consent for procedure of : ... 57, ‘OUW%W”’WMW' ........................................................
Formy patient, NAMed: ... 5.5 8.5 o oooooeeoeeeoeeesessesessssssssess s

The doctors have clearly explained to me that the procedure has following possible complications:

HEPONAE . HITENSDE , 0 Y., YT 2000, iposa. rrine,

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

.......... I | ot B e ———

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

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

Name of the Doctor performing the procedure: .. D" W{f s N M"f .....................................................
Patient Attendant :

Signature : ..... s.ymoc toddy-

Name: ....... S"?wd .............. bevvereesesaessssanees

Relationship with Patient: ...... H‘-’”’Cl‘d ............ ) T e Wy e WO et
DO R L i AR

/
I

Docu. No. : RCHBH /FRM / CLINICAL / 019
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Department of Anaesthesiology. Rainbow” | @ o. iaht
Children’ BirthRight

PRE-ANAESTHETIC EVALUATION Hospital | | zmeonsm:

DRGNS A 0 8 e
S | HR: ........ Weight: '7'(" ..... ASA Physical Status: 1 [»Z 03 04 (15
Laboratory Data:

HEDY: 8- diiinion BIUCOSE: ccisaiisisossiinmivionse  PIOBMS S e rennyyinsy BV s YeRAY: cosiimsnemmvessasssis
POV: oot iesisiionias U SO, |« -iJRON M L S g |- 11, N — =
WBE: il CRRAL: ..oiiieisamapsinmnsss.  VOLRD B S vemsasasiins HOV: st 2D EchO: .....orvevveerrrrenen
Plate: .o L 1| <1 ;" LIS Blood gmup:..%.ﬂq‘.‘.f Stress/Anglo: ................
5 R G cernmsemsmimmmanmssransenssnssonnee:  EDHNS | Sevisesivomsassassasiosiricens Other: ......cc.ocovvreeeeenne
PTT: oidiccicsinininnns o L 3L (101 R A

) [ Gt IR SRR MO+ 4+ i AMYIASE ..o

Ol S5y SOOTSBPT it All'ergies: h-l”"’)ﬂ/

Medical History: ~ CVS:  — |

RESP: NO  siumiFILAWT Mibhi Ay i IOV Diabetes: _

CNS: -

Renal:  [lhvipm. MNed- DeNE - GRNEANMUAEN i

Hepatic / GE : - : Physical Activity: c,a'm) .

Others: HMyppriiyfpe ) .

Past Anaesthetic History: ~ D)(n~ ot PML(DUM

Physical Eam:  cwengnr  /Agnr

Airway: MP1@ 4 Mouth Opening: AP%. Mentohyoid Distance: 2075 Neck: @ Teeth: /N 7Bt

CNS:
Pregnant: p‘ﬁs [JNo CINA Venous Access Snmly,,,w‘,spine Exam for 'regional SMIDLING'

Anaesthetic Plan: " MAC j}aatﬁm TIGAETT TILMA

Peri-Operative Plan Explained to the Patient: XS oNo

Pre-Operative Instructions: M P-'/’o-
. DVT Prophylaxis :

CURRENT MEDICATIONS DOSAGE
THY LONO LM /6 OMLL. Water / ORS 2 Hours
- NIL ORAL<:0thers 6 Hours

1
2

/‘,b/ & I/ voiuy_ |200my. 3. Informed Consent: [ Stafidard - High Risk
4
5

. Post Operative Pain Management, —Bifcussed with Patient
. Other Instructions:

1 v Lo/
SIgNALUIE: ... ol ogptivesn Name: ....%..%... FNA*/A‘H»{ _______
Docu. No. : RCH /ERTA / CLINICAL / 044
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Pre Inauction Assessment:

ANAESTHESIA CHART

2z
Rainbow® . S
Children’s ® BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle., Your Right to a Safe Delivery

Change in Patient Condition:

1 Yes _#T No

Fasting Status: &k 2 a.a(g/

Physical Status:

" Patient Identified

-+~ Consent Present

.~ Chart Reviewed

g - v 5
HR: ey/M [BPIT cm mp /h [s00.: 997/ [RR: (& | Last Feed: 7, B--7% i
7 IS /%
Pre-OP Diagnosis: ,?)"W ..................................... Operation: ....... eACR. CA - Hr... Date: £/2." .. .
o ; as CAp~aln
Surgeon: LU S g, AnBSHHeSTOlOGiSt: B L Technician: .=+, SA27T
: | ( |2 J
| ’
HALO /SO /SEVO Antibiotic
e e~
& z £z - )
DKW‘OC—W VT GOV |/ A Suppository
METHEREINT-D- g H— e R
H{MI{A/." (s, '.]0 ’W“'_D‘Z
o = [SOhw = $ om7 Bood Loss’ O 7
. 4 ol o aldaals o b 7 i s ; 4 £
ST TR PN 7™ P4 = W U A 7 e YL A JeOMA
Fi0, / 540 ag |49 1949 “
ETCO L i P =
F0G —t H—1 —
Temperature
Urine Output NOTES
e s e s
£3 #l FluoeyalTD 44 —17
23 e
8P 240
V Systalic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 12{}‘411 e NP
100 ¥
80
[ A AAAN
40
20
10 L
0
| ABG Faws ’F v Ivl,'i =
LAB Values = %z 4
GRES
[ 24
| Others
=7 Equipment Checked and | Temp: Induction Regional:
-~ /)Fncnonaj 1 HME [ Fluid Warmer Ow [ Inhal Extremity
L BP J~ | [ CingFim [ OHWarmer O [ Spinal
[ Cuff Site: .. N="........ [] Hugger's [] Cotton Wool O Others:
i 1A/ ”m,,ff. 0 Posion: ..
[ Temp Site ' / O (] Nasal
| FID, Monitor Anags Start: . 3’ '{ e €M Needle Size: ..
(] Agent Monitor OP Start: . O Cuft Parasthesia [IYes [ No
/ Pulse Oximeter OP End: . Od Gammralsh; -
/ apnograph Leave OH W ....... O
Drug Name & Conc
] Ventilator Anaesﬂmla 0 ] Direct Vision Bi l:s
] Nerve Stimulator O i = ) NS e
’Z_.}& . L Video Laryngoscpy [ Stylette / Bougie Infusion
Z}wmured Anaesthesia Care O] Fiberoptic Bl T“
Regional Blade# . o AMEMPAS: oo ok Lot ...
Line (Size & Location) Tr to
——:;’T" C1 Bilat = BS AU iy 7 Other
= UV 1 Semi-Closed Circle Relaxant Reversed [ ve =
/'W_/ (‘g‘cl @ [ Closed Circle 1 N0 i
o 1 Other Name of the Doctor ... ¥ Y/ NPTVAV
— Signature of the Doctor ..., ZH.
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- POST-ANAESTHESIA CARE UNIT RECORD Hospital BY RAINBOW HOSPITALS

Ittakes a lot to treat the litie. Your Right to a Safe Delivery
Received in PACU by : W
el AASRMCE Tim ived : o
e Received : ww ...... < Time Discharged: ...

250
240 / i
” 24 g:g IV Gannula Site - M Wd
" 20 20 oA (ALAR....
: 20 ‘ o (7] 0, Mask [J Nasal Prongs
% ?gg 210 | & Tracheostomy ] T-Piece
& 0
£ :?g fgg ] Q!al Airway [ Nasal Airway
S 180
S  m ft
g 170 [ Vomitng: ] yes o Drug: .......
v :;g o | e 2{
% :128 1‘;8 Drain: [ Yes_#TNo
§ 1o : 1112(;) Urinary Catheter: 1 Yes []No
3 2 y 100 | ChestTube: [ ves ©rfja.
- 90 -
% i E | go | NilOral 7 Yes {
Iy " E 5 70
gt 6o | WPuids ... u
: : . ¥ |
T T 50 Oral Feeds: i %}7/’7
( o = 20 T = i £ 0 TP
20 o
10 [ ] o
8 I 10
$PO, [ '
POST ANAESTHESIA SCORE MINUTES
! IN
" (Mosited e e 2 30 [ 60 | % ouT SCORING INTERPRETATION
Able to move 4 extremilies voluntary or o7 command p
Able to move 2 exiremities voluntary o 0 command =1 “AcTviry A Mini '
b o wac -l ! 2 2|2 Minimum Total Score of 8 is Required for
Able to deepreaiie & cough sy o RESPIRATION e
Dyspnea of z0 }
Dyspres = L_ 21— pr - . .
B;:”h m" =$ — g;gggtﬂg tob!hlt?], a[r)g tohbe explained in the
g 1 = 4 w e Dischargi ician:
:__,__P:.‘u —~— = i T 3 y arging Physician:
Fully g =
-' =4 CONSCIOUSNESS >
Nt ooy 3 22 7
TT" =1 COLOR
Paie. sy Sty jmenciced, othel = o Bl e
TOTAL q_' (D o [0

PAIN ASSESSMENT AND MANAGEMENT FORM

Signature

an /i V4
NN J
ways! [V
pao w

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

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Priorto pain reliving intervention

d With in 30-60 minutes after pain relief intervention

¢ & Time: (MA/(/\)\ .
ot O RS 15 o A Transferred to Unit by (PACU): . 3 { S

0 FE— im0 [0 5

PACU Nurse Sﬁgﬂa‘u'air.b....[.._ﬁ._

Date & Time:



HNH-00012329 |1P26-00008587
Mrs V SASHIKALA
20-12-1998 30YS5M28D  (F)

YALA RAMYA THEJA

"

wepdi UlignL 01 Anaestnesiology

EPIDURAL ANALGESIA RECORD

e

Rainbow® . L
Children’s sBlrtthght
BY RAINBOW HOSPITALS

Hospital

It takes a ot to treat the litte,

Your Right to a Safe Delivery

/ -
Date; ..... * “/f-f ............... o Time: 2SO Procedure done by ......... (b‘fﬁ]’n/llfl‘f\“‘“{fkﬂ*f ..................
r- ol Ly, - |
CSE /Spinal /Epidural Position:g.lm.’ﬁ{..{:f. SPACE &.vivisnins 27 ................... Technique (LOR @ ..................
Depth: .2 ..., Catheter at Skin: ... J @M - . Attempts:..‘i@..(.....—. .......................................
Parasthesia : YES/NO if YBS GBLAIS < .....0 . .ot es e s n bt s s s b s sa s enesese b e sesessbenesenenesenns

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

| R o, . I L . . W
il B W R
Time Inluzz:%rf)iate Bolus (ml) Leﬂl'e‘;%lgm Bl‘;later:::se FHR Comments

> mm L Ul Ga | 156 | o€ ix cape

Bopm|  Bml o -l B Wns

Delivery Details :  Time - wdidY.... APGAR: ” !0\%
Catheter Removed by and Tip Inspected - . »

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

.....

Patient Satisfaction : . (de' R —

......
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Chitdran's | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH  Hospital_ | @z

‘Fn;:;r Right to a Safe Delivery

Gender: [ Male _“Female Date : LS\C“ZC‘ZQ ........... THME § oo

I hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the procedure: D‘ .......................................................... RTINS

Consentee : Patient Attendant : 5
Signature:...ﬁi..c%ﬁ@gk. 72N = Signature  ....... ngnodﬂ&% ...................
Name : \l. Socsha

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

Witness :

f. Doctor (who is taking the consent) :
SIGNALUNE & ..o e S

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow® . C
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

INDUCTION OF LABOR CONSENT

™\ ; .

Name: \/\KS ..... \ [ ....... Sj‘s\'“\{O\\Q .................. Age: 2YRS  Gonder: Male[] Female
tDNo: SNR—~ O \R22Y pate: ..\ S\l 22 6.
You are scheduled for aninduction of labor on \,S\() Q\ZOLG .......... (date) at....... g 8‘*—’ ﬂé\‘m{ (weeks of gestation).
The reason for your inductionis ...........cccccoeeevenennes ? \[ ....... \QQ\L ..... CSRMB ...............................................................

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

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

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

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

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant:

i e y =]
Signature: ....\/.... %@%&o&g ........... Signature: ........ Viriod.. ;'ijg ...............................
Name\\c\‘{s\[&lb\ ..................... B N ame\[\"‘c‘f—\ ...... ’\3\% ........................

Date & Time: \g\(,\zc,?,f_,@'—_{ﬁob@ o Relationship with Patient: !C\"-‘Jh\)@ ........................
Date & Time: \S\E:\'?,c::? 6 @ dLocoam.

Doctor: Witness

Signature: .......... @ ..................................................... Signature: ............. ettt
Nametb“\\ﬁ\uee“& ........................ NITIE: oot eees e
Date & Time: \S\@E;?_Ql(:@ ..... GACC’CU“ Date & TIME: ..o sanas

Docu. No. : RCH /FRM / CLINICAL / 173




2 . Rainbow Childrens Hospital-Himayatnagar

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

N WESB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs V SASHIKALA Age : 30Y5M26D
IP No: IP26-00006587 Sex: Female
Consultant: Dr. KADIYALA RAMYA THEJA Ward/Bed No:  4F -OT/PPO-417

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.

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

"| 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

(™ clearance. In case of failing the submission, | will pay 200/- Rs.
(Receivers Slgnature..‘...%% ...... ruﬁ

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

S+ vinad
Signature of Patient!Relatw

- Q ()9 4 i
—Name: S WO d déj Patient Address:

i .1, A Champapet, Hyderabad Champapet
—Reigtionship: \JTUS 6“”(:' Hyderabad Telangana INDIA 500079
y '\06[2026- Time: #7704 A -

Wittness Name: \_. NS M{_‘\ _t [\/b‘ur' I\

Wittness SI%

Printed Date / Time : 15/06/2026 07:12 Printed By : 020099 Page 2 of 2
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Rainb‘gw“ )

1P26-00006587 . H H b
Hre v SASHIKALA Children’s BirthRight
20-12+1908 30YSM26D  (F) : Hospital B HARICH HOSPATALS, e B
It takes 2 fof to trast the fitto Your Right ta a Safe Delwvary NorTnig b s Sveing B

YALA RAMYA THEJA

"

® 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.
t 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.

BILLING POLICY

® |If the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
;J TPA processing charges Rs.720 for every TPA route cases.
W ® 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.
‘i ® |CU/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).

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.

’.‘0 All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

T
Svinod eddy: 7 I O l\huc.
\

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

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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Hos pita| . BY RAINEOW HOSPITALS
1t takes @ lot to treat the it Your Right ta a Safe Delivery

UNDERTAKING FOR BALANCE DEPOSIT

Y
307 THEIA

ey e, S byt

To

The Management,

Rainbow Children’s Hospital, Himayatnagar
Hyderabad-500029

Sub:- Undertaking Balance Deposit

=
IMrMrs/Ms,_ \V/ITWeD  reEDPY (Father/,
Mother/ Other_ ) ) of Master/ Baby/ Baby of/
Mrs/Ms._ N/ 4 1) 41 LK\m a was
bought to your hospital on _17 [a¢C |24, at_ 071- 0697 .
Admitted in : ApprO)/(imate charges deposit details

were explained by the Front office/ Billing executive on duty.
| have to pay the amount of _ € 0 ¥ as a caution deposit but for

now I'm depositing _ 0K . The remaining amount
I'll deposit on |O~@F}Y\4j. at

Thanking You

—— Swinad Nedd.
Signature

/I\Tame:- 9‘\;?1/@:! l’hz‘ldjx/
_Ph.No.- 134631424/







