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ESTIMATION SLIP

Date : @:// IJCJ

UHID / IP No. :

HINY -Qopitsul

2
Rainbow’ . o oo
Children’s BirthRight
Hospital |\ tiires siesims

Si Ne. 1565

Mr N

Lalive.

Name of Paﬁent 2

Father's / Husband's Name : __ Y'Y

g L o

Corporate / Occupation :

Age: L&%Gender:__L

Address : "'T(L[. (Ci GodAde _Phone: (/. /0) LK D ) Email:
Procedure / Plan : 10 / = EDD/Dos: ‘j Urs £
MODE OF PAYMENT : [_}-SELF [ | TPA: []eIpPsa: OTHER
TARIFF INFORMATION :
Particulars ; Package Amounts (Rs.)
Room Category Normal Delivery LSCS
A~Multi Shared Ward
onared Ward
Twin Shared Ward =5 Lk reb
Private Room o 2t

Super Deluxe Room

WO bk

uite Room + Pl(afwa ¢ q ) ny/ed 'f: 'qﬂ-ft o I VTLQL,
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
starts from th )
(.Package g -fl'Ol‘l S Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
; Length of Stay for : / 'Dﬂtl LengthofStayfor: o 1, iy(
| Pharmacy up to d Pharmacy up to - h
| Investigations up to Investigations up to
Others 1
Neonatologist ¢harges 2 D Covered D Not Covered Epidural / Entonox : D Covered D Not Covered
7 Vial Minimum Deposit : (JO ook Pa f'rf
1. MARKS : :

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

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

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

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

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

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

7. Two attendants 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 1o attendant is
permitted in ICU's ~

8. Tariffs are subject to revision :

9, Kindly check your billing status on day to day basis at IP Billing Department,

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

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 ()Z
J)
L /f)f‘ 4

Mok
Signatory Relationship Signature of the financial Counselor

Signature of the Client
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| Dr. KADIYALA RAMYA THEJA Children’s . Blrth ng ht
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SURGERY DETAILS

Patient Name: ﬁ'ﬁS‘UC‘)k\/lCV&-TC‘J(L“'Y‘q Date of Birth: .\31..Q.b..).L?lﬁ.é............Age: Zﬁl\j

Gender: ... 2 fLQ} ....... Ward: oo LD P UHID No.: 1 10H — Q00| 5 gq)
Date of Surgery: ..... ?\..\..??.l%.{) ................... CLOT-4.C]0T-2 [J0T-3.10T-4 (10BGOT1 [108GOR2 LDF-!

Name of the Surgery (—lﬁP’Z)ffP\mCﬁ:ftJOr) ........... O%?‘/ejf\c“”(j .............. CTOFJ .......................

X J

Time in e B Time 00t 5 LD
NAME AMOUNT
1. Surgeon " ‘WS\R[W\ QTKEE;W .............................................................................
2. Anaesthetist O ... R VO
;‘)u NIKMAT FATHIMA (@29 Y 11 M 27D/
3. ASSISTANE SUTGEON oo eeeeseeseseessessesseessssssssseeesesssenesssssssenns ]I Ill "” Ilm ”l g
4. 0T Technician : Hononzss g
! S e reoson AR 0 .......................................... ilitooaensier £
5. Circulating Nurse : ............ Cili.... P[kwb ......................................................................................
‘ I la
6. ASSiStaNtNUISE .. ) Gt G N O e e
Special Equipment:  [| Laparascopy [_! Broncoscope _1 Harmonic [] Morcelator
| C-ARM [ 1 Cystoscopy __| Versa Point [ Liver Cusa
[] Neuro Cusa MG - e e
Signatur%rgeon Signatur@%ating Nurse
_ 2 0O
order No: 2b-000020SHN [ OFder BY: v.oooovrreee At

Docu. No. : RCH /FRM / GENERAL / 114
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Your Right to a_-Safe Delivery

Name Mrs NIKHAT FATHIMA UHID HNH-00015841
Father/Guardian Mr IBRAHIM MOHAMMED Age/Gender 29Y 11 M 27 D/ Female
Address 13-5-431/A/5/1 TALLAGADDA, Karwan, Hyderabad, Telangana, INDIA, 500006
IP No IP26-00006541 Admission Date 08-06-2026

Ref Doctor Self.

Discharge Date (09.06.2026

o
DISCHARGE SUMMARY
™
Consultant:
Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458
Diagnosis: G2P1L1 WITH 20 WEEKS OF GESTATION WITH ANOMALOUS
FETUS FOR MEDICAL TERMINATION OF PREGNANCY
MEDICAL TERMINATION OF PREGNANCY BY MERPC DONE ON
—_ 09.06.2026
PN History:
LMP: 19.01.2026 Obstetric formula: G2P1L1
EDD: 26.10.2026 Gestation at admission: 20 weeks

A ON LB NA NANAKRAMGUDA
HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD d KONDAPUR L B NACAR BUDA
} ., [y 040 - 4248 220 . 040 - 4248 2 —_— ¥ 369
p40 - 4246 2100 3

¥ 11040 - 48873000

@ 1800 2122 @ www.rainbowhospitals.in




Name ] Mrs NIKHAT FATHIMA UHID HNH-00015841 i

1P No 1 IP26-00006541 Admission Date 08-06-2026 '

a— — e - — o e e —— -t

Obstetric History:
G1 - 2022 - FTNVD, Male, B.wt.: 2.8kgs, Alive and Healthy
G2 - Present pregnancy, spontaneous conception.

Medical History: Nil.

Surgical History: Nil.

Allergies: Nil.

Family History: Mother - Hypertensive.

Antenatal Details:

Mrs NIKHAT FATHIMA was booked to Rainbow hospital at 197> weeks of
gestation. Previous ANC's elsewhere. She had regular antenatal checkups and
investigations as advised. NT scan - showed Increased NT - 4.3mm, nasal bone
present. NIPT at 13+3 weeks - Low risk. Early TIFFA at weeks. Genetic
counselling done. Amniocentesis done at weeks, chromosomal microarray
report awaited. Repeat TIFFA at 19+5 weeks showed Spine - sacral spine (S3&
54) not visualised, sacral tip not ossified, CVS- Peri membranous Ventricular
septal defect, left axis deviation, narrow aorta, Right kidney -
Hydroureteronephrosis - UTD A2-3, Right ureter is grossly dilated and tortuous,
Right renal cortex is thinned out and echogenic. Couple decided to go ahead
with termination of pregnancy in view of multiple anomalies in fetus. She took
tab Mifepristone 400mg on 06.06.2026. She was admitted at 20 weeks for
MTP in view of anomalous fetus.

Investigations: Enclosed
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Name Mrs NIKHAT FATHIMA UHID HNH-00015841
IP No IP26-00006541 Admission Date 08-06-2026

Blood Group: "O" Positive

Management:
On admission her vitals were stable. Routine blood investigations were sent
and traced. Consent taken for medical termination of pregnancy. Antibiotic
prophylaxis Inj Taxim 1 gm was given. MERPC done with 2 doses of PGE1. She
~ was closely monitored. She expelled a still born male fetus at 03:30am of wt
320gm on 09.06.2026 with placenta and membranous in toto weighing 180gm.
P USG done on 09.06.2026 showed heterogenous echogenic areas noted in lower
uterine cavity extending into cervical canal measuring 39x31x44mm-
suggestive of organised blood clots. Gentle curettage done and clots were
removed under USG guidance. Per speculum examination revealed ?genital
warts on cervix ~0.5cm. Lactation suppression given. Couple declined fetal
autopsy. Placenta sent for HPE as per hospital protocol. Baby disposal done as
per hospital protocol. Her general condition was satisfactory and she was found
to be fit for discharge. Medications were explained to the patient
supplemented by written information.

Advice:
1. Tab Taxim O 200mg (Cefixime 200mg ) twice daily after food (9am-9pm)
till 13.06.2026
Y 2. Tab Misoprostol 200 mcg thrice daily (6am-2pm-10pm) for 3 days till |
11.06.2026
3. Tab Pantop 40mg twice daily before food (7am-7pm) till 13.06.2026.

D

. Tab Dolo 650mg SOS (for pain).
Tab Zincovit once daily at 2pm after food for 1 month.

W

KONDAPUR OUTPATIENT CLINIC L SECUNDERARAD M08

||||||| THNAGAR BANJARA HILLS HYDERRAC
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@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs NIKHAT FATHIMA UHID HNH-00015841

IP No IP26-00006541 Admission Date 08-06-2026

Tab Livogen-Z once daily at 7am for 1 month.
RPOC scan on day 4 of next cycle

PAP smear after 4-6 weeks

Collect Placental HPE report

W N o

Report to the emergency in case of heavy bleeding, pain abdomen, fever,
giddiness, foul smelling discharge.

Review with Dr. KADIYALA RAMYA THEJA on day 4 of next cycle with RPOC

scan report at Rainbow Children's Hospital with prior appointment (Review
consultation will be charged).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

explained by doctor .......c.iceieenn. in a language that | can understand and |
acknowledge.

Patient/ Attender
In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at Rainbow

Children's hospital just dial one toll free number - 18002122.

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




Name Mrs NIKHAT FATHIMA
IP No IP26-00006541
website www.rainbowhospitals.in
Consultant:
Dr. Kadiyala Ramya Theja
MBBS, DNB
m TSMC/FMR/01458
~
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2 . Rainbow Childrens Hospital-Himayatnagar

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

RO WEB : https://rainbowhospitals.in

ADMISSION SHEET
UIERLLRREL L LELERCE LR R
Registration Details :
Admission No : IP26-00006541 Admit Date :08-Jun-2026 Admit Time :08:34 PM UHID : HNH-00015841
Patient Details :
Patient Name : Mrs NIKHAT FATHIMA Age :29Y11M26D
Guardian : Mr IBRAHIM MOHAMMED DoB : 13-06-1996
Gender : Female Religion
Occupation

Martial Status
_Qddross (H) - 13-5431/A/5/1 TALLAGADDA Karwan Phone No

1 9618178827/ 7893209787
’| Hydesshad Telangana INDIA 500000 E-mail : mohdibrahim493@gmail.com
,"‘1
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT
Room No : LDR-415 Admission Type : First Visit

Contact Details :

Name : Mr IBRAHIM MOHAMMED Relationship
Contact Address

: Husband
Phone No : 9618178827

) N2

ﬁctor Details :

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

Co-Consultant

Payment Details :

Deposit Amount : 40000.00

Payment Mode : Cash Payor Name . SELFPAY

\ e / Time : 08/06/2026 20:38 Printed By : 020635

Page 1 of 2
\
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ACTIVITY RECORD FOR BILLING (9

HNH-00015841

Mrs NIK 1P26-00006541
Name: 1508 .::T“TH'IIA ___________________

Dr. KADIYALA Y""“D (F)

Rl 11111711

Date of Admission : ==-======mmmmum- T Jischarge : Time: -=-—-------

Room / Bed No : ~~~——senmv Ward : Suggested Billable bed type : ~----=-----=mmmecmmeeeev

WARD TRANSFERS

Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

o
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MEDI(.‘.;AL EQUIPMENT ( WARD & ICU)

Date H

r

Name of
Eguipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

| ESPEPS I

-

pes Y T B




PROCEEDURE

Date Proceedure Quantity Order No. Signature
Rle\1G Y Plale mpod @ U0\ @\L@lﬂ
qlot (2 ¢ 04 c (oospottd K
ql ot 4 Ppac . 2606 océuvrz‘(\
. ;.Ioé/@"f

o

oo ) fz

ANY OTHER INFORMATION

Date :

Prepared By :

Staff Nurse

~ Shift / Ward

Billing Assistant

Billing Supervisor

€

Qe



HNH-00015841 1P26-00006541
Mrs NIKHAT FATHIMA

+ 18-08-19006 asnmnn (F)
' Dr. KADIYALA RAMYA T|

QT Eﬁz?ggﬁs

\\

‘BlrthRight"

ﬂwgsue,'i%! little Your Right to a Safe Delivery
I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : ............... ‘I?.\(o\&ﬂ:. .......................... Time/gf Admission : ......co...... qh\ ,,,,,,,,,,,,,,,,,,,,,,,,,,,
Allergies: ........ccoueeee N\\’ .................................................... /\]Qt know any drug allergies
- PRESENTING COMPLAINTS : === == == === == s oo oo s m s e et s s oo :

e rorat (’\ wew
- Adw\i“/@f& kw’ ‘6& w\,l‘-m'.\‘\fk 2 ({) &‘r W : \_J Vv

& vt
NG »f' o A NY “’(‘3‘""”Eb N8 < / E (EB“TJ% |
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ot VWMA)IAO\ !
NS O, bk ol divoson, Wby Mwwﬂw‘we
- \JW’“ — J\'N’\I\/\_‘,\] P FNJH v T‘Tﬂf"( AAN i

_ dabla S coon @«
e Qv ol prinens \mw \a\&t
MENSTRUAL HISTOHy " OBSTETRIC HISTORY

Year of Marriage ‘S‘JP”’ ' Q Mom Parity : 4&? \\4 .

Previous Periods : : Mode of Delivery :
N e WVD/M d-;g,ql«j_

. \
| LMP: Last Child Birth :
4 : P’T Q"“
— Contraception : (i\ .- 0, Un]\pplrew/\w
‘ 0[\ \ (i)a b
; PAST MEDICAL HISTORY PAST SURGICAL HISTORY
NN g

\ Docu. No. : RCH /FRM / CLINICAL / 086 ' : (PT.0)




HNH-00015841 1P26-00006541
Mrs NIKHAT FATHIMA

13:06-1906 2Y1IM2D (F)
Dr, KADIYALA RAMYA THEJA

11 e

| FAMILY HISTORY: MEDICATION HISTORY: ‘
|
YU RN | _ |
| | |
o B | f | i
7=~ INITIAL ASSESSMENT : - - - - - oo e oo o oo e oo oo oo oo oo :
Date Q'\ ’0\‘”" Breasts Local/Speculum Examination

Ht. \53‘ ‘Wt. QL’;L
mi___ b6\ P - gg\ml

BP__ 03 \D0 maly d&\v
\ i)
Pallor 9 Bimanual Pelvic Examination
CVR JA £y @ Abdominal Examination _
Q\j . CK Q)\l)\g MJ’\/
Respiratory System Bt (? » P
Thyroid /N\] ‘\S &GVJ \ (’ J\Jg hi
yelou o alhpel @ o

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

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
SR by st
0 Qa WE capme ey
_ wc“v c‘i“”f vk (Mkd”’
faw Wl \;(\ed/;
Wb @ P TRES a0
W Lo s W v
AR S AV €90
< W\E akpuiaee
- lowruw Gﬁv e -
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3
D
=4
=
(4]
o
(=]
o
8
.
P
L
r

Signature of Doctor U"\yq/
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
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Hos pital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes

Doctor's Order
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GSF Protein / Sugar
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Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

Qlood] G0 fl= DAV L

w1
wixpeg r N [
B2V g

CHIRITOANE SEDBINITIED & vy i s i i i e A SRR A A e A s e TR T D TSR A

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

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

Radiology : U S G & ettt e a et bt eh e A AR e AR e A A e s A e e ae A et e R e R e et e n e re s

BARE i ssucainininu o s cuina s st 5 LR ST A S SRS AN A s R S SR
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HNH-00015844

Mrs NIKHAT 1P26-00008541
13-08-10p FATHJm

OF. KADIYALA Y"""D "

LT Rainbow’ | @ gk pioht

Hospital . BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM

Drug AlBIGIES: ..ottt e _| Not known any Drug Allergies

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

Shifting FIOM: ....c..oeeeerereeeeee koo SHIfted 10 ..vvveee N e
0| e i) | (e | (r, s | et | SASTOUSE | posion
: 0c Coc
. N Oc Coc
S Oc ooc
. Oc COoc
5 C¢ 0oc
6 Oc 0oe
7 Oc Ooc
8 w0
9 Oc Ooc
10 Jc [CInc

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

DAte & TIMIE & oo e N e,
Docu. No. : RCH/ FRM / GENERAL / 090
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HNH-00015841 IP26-00006541 %
Mrs NIKHAT FATHIMA Rai n b:c-’wg . . y
PV o KArvALA RANYA s Children’s 2 BirthRight
Hos pi tal . BY RAINBOW HOSPITALS
I AN Hospital _ | () ummen o
DRUG CHART
Date of Admission: .3.[.(:.12.4.%.2,(. ...... Drug Allergies: ............ N “ ....................................... T./NA)wn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
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.
nNURSES - 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)
i Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
- Date
DRUG : Tifne
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Time
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




HNH-00015841 1P28-00006541 ——
Mrs NIKHAT FATHIMA

18-08-1906 20Y11M26D ()

Dr, KADIYALA RAMYA THEJA

|||||”| ||||||||"||||”|H|||"|| REGULAR PRESCRIPTIONS  Weight. ....G&‘E.Ewm .......... A

[ DRUG: § /| (B Ao ?,frt,f, Yok

Dose F\g}ute Frequency [Start Date| 8|/ [ | ~
B | V) ey [N ST

Name & Signature of the Doctor = v

Starting the Drugs:
lo  QC %« .
{

(\33

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Dater
DRUG : Tige
Dose Route [ Frequency |Start Date |
| |
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Dater
Dose Route | Frequency |Start Date
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: ]
Daily Doctor’s Endorsement by a Sign s
Dat '
DRUG : Tinel

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Weight. G—")JL@ard ....... \’DL

- DI = e sl s Tme
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor = o - Pass
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: e o i o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TlU'lB T Nurse Sig. I Nurs;Slq. I Numﬂ Nurse Sig.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Foss Do Pews Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose Dose Dose s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: o Dosage & Other ;
Date Time Medication lastrustions Route Signature Nursei
a\C\| (o3upnf Clab nitsbiormt | yoomy o |l (el
1 - —
q\ﬁ\m &‘«TB.V(km Olal idafpodnt l(onmtf P ﬂﬂ“‘“fg %
e | YW/
. ] o [
— —
C : . 4 7 WMMV
v
W | Mo A
o .g 1 s (oV fm (fl“’“
“?\"P o WAL oxy Y
2| pedm G& A6 oA | ofhy K gty | florss A
L4 \ { J 2 [
16 i IJ . A
? WA | RarExAM ’7 S Al
; = f g "
o (€ WS ONOPN SE 1 2ol Qw;r fdJd 0 \f‘hl';f
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L.V. FLUIDS CHART

wuriposition of LV. Fluid

Doctor

Nurse

Date of | Doctor

Nurse

AU B

lfe

©

vae | 1Ime _ uIIpos ‘ Route [1OW Rate
(If infusion, mention mi./nr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
\
o) Q{r‘\ Rang e a0 (D /@
/ W
Q\'O\ N\ |V (Liuv“”{ dJ\\\ [ //

&

P

<

’@P a—
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‘ Rain bow .

"l St | @ right

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ......... . \\ ...............
Baseline Information:
Admission From: JER ] OPD \ EAdes?smﬁesk (] Others, SPECITY ...oeeveeieeiierece e
Primary Language: EJ/TeIUQEF (] English [ Hindi (1 Others, SPECITY .......ovuveeveeeerreseeseeriernnenians
Do yourequire aninterpreter? [Yes [J VB SPBOITY . ... cronsnarramsssnesst Asssmmsamanetin ssas it FRen T3 o SR oA T TR S TR TR P
Source of Information: /J}Pﬁnt LI Family L] Others, SPECITY ..ot
Allergies: [ 1Yes [ [ Medications (] Blood Transfusion [ Food L OEE csainmavmmismmsam
=Y - 11 o e b R ey
Chief Complaints: ..... e e T Doctor Notified on Admission: ~=Y&s ! No
..................................... U)f Name of the Doctor: ... 28, YoeIme G\[V\L
................................................................................................................... TIMeINOHRBL: ..ccvcimemmmmmmanonimmss s
Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record ["] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
il —
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .....ccocoeieieiiiiiiiiis Caesarean Section: £No [ Yes Contraceptives: JANo  [JYes
v
.......................... ?\“\,Lk(l Cervical Cerclage: Zﬁ (1 Yes Vaginal Discharge: .—=fo [ Yes
Onset of Menarche: .........c.coceeveeveririernennas Ectopic Pregnancy: #MNo [ Yes Post-Coital Bleedingzyn [ Yes
Menstrual Cycle: 1 Regular [ Irregular | Myomectomy: No [1Yes Infertility: CiNo™ [ Yes
Last Menstrual Period: ........c.ccoecvevevvinnnne Others: If Yes Type: (] Primary [] Secondary
Obstetric History: G e P \ ...................... i ‘ ...................... N
Prewlousi LSCS: . ......oviicviniiiviiinnisivismiiaisiis covimsssssiiisisiiiss
Current Medication: (| None ‘;/ves’ If Yes, Fill the reconciliation form
Family History: [ normalities Detected
[] Heart Disease [[] Hypertension (] Diabetes [] Stroke [[] Seizures  [] Kidney disease
L] Liver disease (] Other 0 oo
Vital Signs / Measurements: Temp: .qh?;.\f. HR: g‘z}brﬂ‘{/ BB cani %b”’ L
Bp: 1\ QYD Weight: .......... Height: oo BMI: oo
Pain Assessment: Pain: [ Yes A:*NO/(” Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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Mrs NIKHAT FATHIMA
13-08-1906 2ynm2ro (F)

YALA RAMYA THEJA

Ui,

PHYSICAL ASSESSMENT

General Appearance: ){Healthy [Till looking 1 Anxious (] Agitated

FTOterS: o vmnoensmaisssrinssns

Fall Assessment: [ | Yes Q’ﬁo Score fQ (complete the Morse Fall Risk Assessment Sheet)

A

Risk of Pressure Sore: [ Yes {[No Score..... O ......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consu

) Mobility problem "I Walking Problem
O Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

[tant ;

Mormality Detected

NUTRITIONAL SCREENING: ym/ﬂ\bnormality Detected
C10verweight 1 Poor Appetite > 3 Days [] Needs Therapeutic Diet.
[1Under Weight L] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

alm & Cooperative " Restless 1 Depressed [ Agitated
LT OMHETS ottt a bbb se s sa s ea e s ssesase e s esess et enerensaseseseneas

Inform consultant for positive criteria

] Confused

Drug Abuse: "Yes Mo

SOCIAL SCREENING:
1. Marital Status: [ Single };Mirﬁed [Divorced [ Widow
2. Special Habits: Smoker: [ Yes D,No/ Alcohol Abl:se: ClYes [LNo—
4 e
Social History: Lives With ........................AGA) '.‘.‘d ................. P\é‘ ....................
Orientation has been given regarding the following aspects:
Call Bell in Reach : <71 Yes [ No Waste Disposal Explained: [Yes [INo
/
Infusion Pump : 6’&3 [INo Hand Hygiene Explained: [ Yes [I No
o
Above information givento ...................... V ﬂri"*ﬁ" ........................

Name of Person Orientation was givento: ........... mgf QQ*F DJ “(V’ ............

Orientation N0t GIVEN RBASON: ..........ceiiiiereeerceeesetee e es s ssesessssse s snasnnens

(1 Others

vt



HNH-00015841 12600006541
Mrs NIKHAT FATHIMA o
13-08-1906 20Y11M260 i g
Or. KADIYALA RAMYA THEUA ! Rain bow' . . L.
(T T - Sl kit
o Hospltal BY RAINBOW HOSPITALS
sat the littie. Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics
\b\)’b CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
&

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY O‘P,sI‘E TIME
Date

LI U
9&16

Time 101112 11§12

RESP
(write rate in
corresp. box)

> 30

Saturations

s4-100% | | | [ | | | [ | | | [ -l | @gl | | &/ | [ | | |

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37
36
35
<35

ajey Leay

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

50
ST - " 1 s o .2 o P O 0 S 0 3 s T e 0 70 0

VA

anssald poo|g 31103sAs

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

ainssalq poojg Jljoiselq

130
120
110
100
90
80

70

60

50
40

NEURO
RESPONSE
[ ¥

[T 1 ) T

Alert

~

Voice
Pain
Unresponsive

URINE |

mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

|_Clear / Pink
7]

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

)
(o




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
. in 30 minutes

- N | N

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

\ J \_ Y,

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

. J/

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

T ERS %ISF ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

o'\\DE

K]

ot
1011

Date

10|1112] 1

Time 12

RESP

> 30
21-30

(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

40
39

2, dway

a8

ey Heay

A0

190
180
170

160
150

140 L .
130 [ B
120
110

o

O

100

3aNssalg poojg djoisAs

90
80
70
60
50

aInssald poojg Jjoiselq

130
120
110
100
20

80

70

60 i
50
40

YT

NEURO
RESPONSE
v

Alert

Voice
Pain
Unresponsive

URINE

>30

mils / hour

<30

Protein + +

Proteinuria

Protein > + +

Lochia

Normal
Heavy / Foul

Clear / Pink

Liquor

Green

=

AL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology |
Early Warning Signs

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
/
( \ 4 I
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set Of MEOWS Observations
Observations in 30 minutes
\ / N J
4 B
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
- /

* The Modified Early Warning Score (MEOWS)
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Rambow

Children’

It takes a lot to treat the lite. .

Hospital

" 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 across the page to obtain 24 hrs. total of intake and output.

Intake

g Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

=1 Thrombo-

phlebitis
Score

éign. |
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

L —

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

[ —F

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

/

LY

YO

Qyo 11:00 pm %\%‘

12:00 am

oon|

| 0—-__.—-
(e

01:00am |

JoveA

Total Intake :

Total Qutput :

02:00 am g [

03:00 am D\L

100

0400am | ) )

0}\0 05:00 am )|

06:00am [ |

07.00am | P (_

—~—

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Sheet No, : ....c.cuis) Q ..... SivsreEes

Rainbow® i .
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie, Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

&y Rt
iy

Date Time

of Fluid

Nature |

Route

NG

Diarrhoea | Vomit | Drainage | Urine

phiebitis
Score

IV Site

Thrombo- [~

Sign.
Nurse

Y

N.G

08:00 am

09:00 am

b

10:00 am

o\\"t" 11:00 am

12:00 pm

01:00 pm

Total Intake : < 0 (W

Total Output :

03:00 pm

\ 02:00 pm
m\(o

04:00 pm

05:00 pm

P
U

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




HNH-00015841

1P26-00006541 -
Mrs NIKHAT FATHIMA “ ) ) "2
— 13:06-1906 avuuzeo (F) — - Rainb‘3w°
Or, . . ™
(I EAAT Children’s & BirthRight
m HHIMHMIMHIMHIIIIIII Hospital BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM | takes a lot to treat the Mfle Your Right to a Safe Delivery
- Pain Stofe - : Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Eactors Educated _Intervention Sign
] Continuous | [ Acute [] Sharp (] Dull [] Increasing L1 Yes A
@)b I)’b \o?_q') O ) O | — | intermitient | O Chronic [JAching [ Burning | ) Decreasing | [ No (%22 D
1 Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes o @—
Q‘ 6 I%’ QJ)W) 0 ] 0 | — {J Intermittent | [J Chronic [ Aching (1 Burning | (] Decreasing | [ No IV
7
42 Continuous | [ Acute ] Sharp ] Dull L1 Increasing ] Yes
({’(6 (’LB Sﬁ’m A \q @) M AT Intermittent | 5 Chronic ] Aching [ Burning | [J Decreasing | [ No Wy Q
Continuous | [ Acute (] Sharp ] Dull [ Increasing [ Yes
ef l 6, ‘)ﬁ A\ . d hd NM)EJ Intermittent | [ Chronic "1 Aching [71 Burning | (7] Decreasing { [ No een— %V\
[] Continuous | [ Acute (1 Sharp ] Dull 1 Increasing C1 Yes
[] Intermittent | [ Chronic (1 Aching (] Bumning | ] Decreasing | [ No
(] Continuous | [ Acute (1 Sharp 1 Dull 1 Increasing [] Yes
U] Intermittent | [ Chronic (1 Aching (] Burning | ] Decreasing | [ No
] Continuous | [| Acute ("1 Sharp ] Dull [l Increasing [ Yes
[ Intermittent | (! Chronic (1 Aching ([ Burning | [ Decreasing | [ No
] Continuous | [ Acute ("] Sharp (1 Dull [] Increasing [ Yes
(] Intermittent | [ Chronic (1 Aching [0 Burning | ] Decreasing | [ No
[0 Continuous | [ Acute (] Sharp [ Dull [ Increasing O] Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | 1 Decreasing | [] No
[ Continuous | (] Acute 1 Sharp 1 Dull [ Increasing (] Yes
[] Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing | [ No

Re-assessment

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)



I

| o8

~rmmrr—

9

' PAIN ASSESSMENT TOOLS.

re

Humetlcal Paln Scale {Obstetric and Gynecology)

K
1 1 [} 1 1

| i | 1 ] |
1 ] 1 1 | ] 1 I w ] I, 1
0 1 2 3 4 5 8 7 8 )
R ol
oPaln Possis Pain

@@@@@@

Ne Hurt

Hurts Lilﬂe Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Lhﬂa More Even More Huris Whule Lot Hur:s Worsl

FLAGC PAIN ASSESSMENT SCALE (1 Monthto 7 Years}

-

, SCORING o o
CATEGORY
0 ! 1 _ 2
Oceasional Grimace or Frown, Fregquent to constant frown,
Face No Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs ’ Normal Posttion or Relaxed Uneasy, restiess, tense rl{lc]dng, or Ieﬁs'brawn u
’ 1 Laying qulstly normal position, Squirming shifting back and S
Activity moves easlly fortiy,tense Arched, right, or Jerking
i Moans or wiimpers occaslonal Crying steadlly, sereams of sobs,
Cry No Cry (Awake or asleap) complalnt frequent complaints
. Reassured by occasional touching, .
; Cortant, relaxed hugging, or belng talked o, Difficuft 1o console or camfort
Consofabllity Q distractible i ;
Neonatal Pain, Agitalion and Sedation Seale (upto 1 Month)
Assessment Sedation Normal Pah{/ ﬂgllallnn
Gritarla =
-2 -1 L 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Imitable ot crylng at | High-pitched or sllent-
Irritabilicy , Stimull minimally with painful| irritzble intervals consolable | continuous cry
stimull Inconsolabla
Bahavior State | No arousaltoany | Arouses minimally to Appr-épﬁém for Restiess, squirming Archlﬁg, kicking con§Mnﬂy awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontancous Arguses minimally / no movement
movement movement {not sedated)
Faclal ’Moum s lax Minimal expression mRalaxed Kppropriate Any pain e;mression Any pain expression
Expression No expression with stimull intermittent continual
Extremitles | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone . Flaccid tone decreased rmuscls | feet tlenched toes, fists | toss, fists, or finger
tone Normal Tone or finger splay splay
Body is not fense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within haseline or | Increase 10-20% | Inerease greater than 20% from
RR, BR 50, | stimull variability from normal for from baseline baseling, Sa0, lessthanor 1
Hypoventilation or | basefing with simuli | gestational age $a0,76-85% with | equal to 75% with stimulation -
apnea stimuiation - quick | slow recovery Dut of sync or.
recovery, .. .| fighting ventifator

=

T
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BRADEN 'Q' SCALE

1\%

Rainbow”

Children’s
Hospital .

It takes a lot to treat the little.

BirthRight

BY RAINBOW HDSF’!TALS
Your ngm toaSate Ualmry

Date :

Time :

P
b |-

Al 125

)

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

V]

T

Mabili : : % ; o : : - S £
fy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 1,\
without assistance. to completely turn self independently. independently. \P
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Ap gk Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : X : : : 5 A :
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

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski;?s“;r:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to moistpure Dampness is detected every time 8 hours. every 24 hours. \F
patient is moved or turned. L]
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position (f
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down,
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk: 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

A<




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

Rainbow® &

BY RAINBOW HOSPITALS

Hospital

Children’s .BirthRight”

It takes a lot to treat the little.

Your Right to a Safe Delivery

Date /T b ”
Choose Highest Applicable Score from each Category L &—[ﬂ i /6 { Fall Risk Grading
Score (gm,,_‘ %1
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murst; hl;:lsl))Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O %
[ 30 [
_ el Low Risk 0-24 | pandatire
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0
20 @
IV / Heparin Lock or Saline :;es R0 Implement
0 200 Moderate Risk | 25 - 50 froet Rl
Impaired
< il Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 — Risk Fall
Mental Status .g - High Risk = Prevention
Oriented to own ability 0 iarvertion
Total Morse Fall Scale Score:
20 | 2%
Signature @—

Tick (v') whichever precaution taken.

Risk Level and Interventions

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

[] Use chairs with arm rests

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

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

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

1 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.
[ 1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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(] Maintain Airway and Oxygenation

NURSING CARE RECORD

]
Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery ~

{1 Maintain Fluid Balance

1 Improve Activity Tolerance

] Maintain Good Nutritional Status

[ Maintain Skin Integrity

o [l Relieve Pain & Discomfort
E /g)ﬂa‘mtain Personal Hygiene Prevent Infection get Elimination Needs /D/ Early Ambulation Reduce Anxiety w& Family Education
S L1 Identify Potential Complications 1 ANY OtRIS. SPEEIY. ...e.veeeveeeee e e eeeeee e e e ees s et eeee e re e s ernreeresaneeed .
. i Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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|p26-00008541 2z
HNH- onmsu;“mm " Rainbow”® .
M.ﬂKHAT “‘ggo \ ' . . ™
: AR Children’s BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Kﬁ‘\“‘m\“\\“\ \\“\\ NURSING CARE RECORD .
Dates....... Q. Lgf;“\:é

Morning

o | [ Maintain Airway and Oxygenation [C] Relieve Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
—g [CJ Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [l Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications LT R NN SPOOUN. .o s st it e e o S e A s R AR
. Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

- pRaeN —T\\e\l)&u‘ Q@W Aeyed -Hp Q;:&L
opd < 9D)

T\%QQ Al ' ©
“pplon pare =X 1) _,
. Melpledn Ve 3
(?P\W“ ) 11T ediestongivd ,&@ﬁ}% ol P A
p\@ﬂPorfﬁoud ’?:& od AN Tlockef

v

Afternoon
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Night
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Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right to a Safe Delivery

Treating DOCIOr: .o e Department: ..... [/ﬂ ......................... Date of Admission: Q( k & "
Z | Diagnosis: Any Infection: [ Yes'pm/ J Not Known
= g,( <o4 If Yes Specify: ........cccvuve.
= U-J\c'b ..........................
5 Lot ¥°
2 | Area b‘\)c’ \pX\?If’
=2 3 .

g Shift Time A\ Yo
¥ | Medical Condition
= | (Any special condition to be noted):
= | (Anysp ) \3% B
Allergy: O Yes 0 DYes/f}No CYes O No|CYes CNo | Yes ONo|C Yes O No
Tubes/Drains/Catheter: O Yesngnﬁ O Yes ,z’ﬁn. O Yes CJNo [C1Yes CINo | Yes CINo [C1Yes CINo
A iz =
Vital Signs: Temp: 6{'>‘"\(. L AS 0L
= Res: C)S‘Of“( 'tafﬂ.i”Ug
= Sp0: | Gy | opet -
@ Pulse: | \c A |4
(7] BP- -—
2 3
Fall Risk Score: _ -
Pain Score: e -
Safety Needs: | [¢ )
@ Physiotherapy | Yes C1Ne | O Yes CUNo | Yes C1No | O Yes CINo | O Yes CINo | O Yes CINo
g Others Specify: -~ .
=
“E’ Special Diet: | Yes QNB CYes [2No | Yes C1No | D Yes C'No [0 Yes T No | Yes CINo
& |Other Special Orders / Medications:
Post Operative Procedure Special Orders: \\\\}’ —
Handed Over By Name : @\Lb\q? &MQAI‘
Signature : ®/ 5 JG/
Date: \DVo 7 T
Time: o)l o) oS
' >
Taken Over By Name : [mﬂw
Signature : 1@‘__\
Date: o?lfl( 16
Time: lh

Docu. No. : RCH/FRM / CLINICAL / 097
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) * Rainbow® ] o
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINEOW HOSPITALS
Tt takns & ot b freat the Btte. Your Right to a Safe Dslivery
NURSING SHIFT HAND OVER FORM - WARD
Trealing DOCION, ..ccveevrevrirecreererrenesreressesressnssesnans Department: .......ecoecereeneevereeceerneresaens Date of AAMISSION: .oovvvvcessseesmrsecssssn
Z' | Diagnosis: Any Infection: COOYes [COINo [ NotKnown
‘g [F YBS SPECIY: cvvvsveereereemsererserersnsrsercscsssenss
=
[Z3
2 | Area.
2 Shift Time | - 2
% Medica! Condition
= | (Any special condition 1o be noted):
Allergy: OYes ONo|[OYes ONo|OYes ONo|OYes CINo|OYes £E3No | O Yes O No
Tubes/Drains/Catheter: [Yes ONo|OYes ONo|DOYes 0ONo (O Yes ©INo | Yes D No|O Yes ONo
Vita! Signs: Temp:
— Res:
E Spo,:
2 Pulse:
g BP:
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy [OYes ONo|OYes ONo [OYes O No (O Yes ONo | O Yes ONo [0 Yes O No
=
'% Others Specify:
=
B Special Digt; |D Yes ONo O Yes ONo |O Yes E1No [OYes O No |0 Yes ONo |0 Yes O No
E _ )
§ Other Special Orders / Medications:
"
Post Operative Procedure Special Orders:
i
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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¢
Rainbow’ . e
Children’s | @ BirthRight
RMP - FORM | Hospita| . BY RAINBOW HOSPITALS
(See Regulation 3) -y Vour Agh1 12 3 Bale D vers

D0 fhmyn TGN eatiyaia DG ogqrR

(Name and qualifications of the Registered Medical Practitioner in block letters)

BAMHRICAT, HimAAA NG |, HHDEnam AN
(Full address of the Registered Medical Practitioner in block letters)
L Dy MANISHA  MAURYA | My Oecyn
(Name and qualifications of the Registered Medical Practitioner in block letters)
A BRr¥H eigit] , FTimaAauanrn e,AR ]J.f\-{;‘);:poAOOﬁ“"D

(Full address of the Registered Medical Practitioner) hereby certify that * 1/We/am/are of opinion, formed in good
faith, that it is necessary to terminate the pregnancy of
Mvw MNiesaT FATHIMA—

(Full name of pregnant woman in block letters) residentof )2 Y 4 g\\ f\ \ f\l ) (1\ O\LL&_P\AM K oo

T

HUMM ,‘ \3‘\0\30&

(Full address of woman in block letters)

forthe reasons given below**.
*1/We hereby give intimation that *1/We terminated the pregnancy of the woman referred to above who bears the

serial NO. ....cccovveeeivicsneccene s iN the Admission Register of the Hospital /approved place.
H N N - 0vY) { ﬂ l{\ Signature of Registered Medical Practitioner

%

Signatures of Registered Medical Practitioner
Place: Kaiabenn Cholefvenss +€..:)P~I-a.( q S,Mﬂdu
Date: \l, \A b

*Strike out whichever is not applicable.
** of the reasons specified items (i) to (v) write the one which is appropriate:-

n In order to save the life of the pregnant woman.
(i) ~ Inorderto prevent grave injury to the physical or mental health of the pregnant woman.
v(m/ In view of the substantial risk that if the child was born it would suffer from such physical or mental
abnormalities as to be seriously handicapped.
(iv) Asthepregnancyisalleged by pregnant woman to have been caused by rape.
(v)  Asthe pregnancy has occurred as a result of failure of any contraceptive device or methods used by married
woman or her husband for the purpose of limiting the number of children.
Note:-
Account may be taken of the pregnant woman's actual or reasonably foreseeable environment in determining
whether the Continuance of a pregnancy would involve a grave injury Eﬁ her physical or mental health.
1l

: o : .
Signature of the Registered Medical Practitioner

Moot
Signatures of tﬁeR/egistered Medical Practitioner

Place: H M‘J
Date: 4 G\MI
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CONSENT FORM FOR R | @ BirthRight
MEDICAL TERMINATION OF PREGNANCY ~ Fospital_ | @zeemree

O OJ l_])&

r.\Name of the Doctor performing the procedure : ................ ' %* ..... Q e e t

pationt Name : ... [MV2. Nichet Fatbwna, AGE: o T
UHIDNo: ... N 200 1 S84....... Date: ...l Gl2oe ..

i : i ,- \
I, the undersigned, Mrs. / Miss : aoNeher b W/o, D/o, C/o ‘\r@v{“}““\ .......... ‘\ \.:?.!”"V‘WJ

aged.......... 29.....yearsandresidingat..... \31’%9\J;\15?1/Qq@ﬂjﬁc~d&¢ request to terminate my pregnancy.
orwor , Hydswdsrd , JH Q006
Reason for Undergoing Medical Term of Pregnancy : (Tick whichever applicable)

[0 The continuance of the pregnancy would involve a risk to my life due to serious medical disease.
1 Inorderto preventinjury to my physical or mental health.

The continuance of the pregnancy has a substantial risk of the newborn being born with serious physical / mental
handicap.

This pregnancy has resulted from me being raped.

This pregnancy has occurred as a result of failure of contraceptive techniques -Intrauterine Device/ Oral Pills/ Condoms/
Coitus Interruptus/ periodic abstinence/ tubectomy/ vasectomy.

In order to prevent a risk of injury to my physical or mental health by reason of my actual/ reasonably foreseeable
environment.

| have been explained in the language known and understood by me about all the options available, counseled about the
procedure, its risks, and costs & care to be taken after the procedure. Thus, | give my full valid consent as an act of my own free
will to undergo the above-mentioned procedure to terminate my pregnancy.

I have been explained also the risks, benefits and alternatives of the procedure.

The future consequence of infertility has been explained to me in view of the voluntary termination of pregnancy and | am
willing to accept the risk.

| also indemnify the Doctor and Rainbow Hospitals& its staff of any liability arising because of undergoing the above-
mentioned procedure.

Patient :

J{}t{v&rﬁ/
Signature : ...... / ...................................... Signature : .....

Name : ..M. MishetT Farfma........ Name:.....U\L.
Date & Time : %\%\&L@’\Q‘W Reiationshi&.wt .

DatR & TIMB : .....oceedoeedrersmensncrieidinssmmeeline
Doctor (who is taking the consent) : Witness :
Signature : Q“w/ ................................... Signature : Qﬂw ................................
Name: .. Dl b Ao Name ... % A/ Klem e
Date & Time : ....... 68\’“\&5 ....... @ ...... NP”’ ..... Date & Time : .......%.

*Guardian consent & signature needed in case of patient being less than 18 years or mentally unstable.

Docu. No. : RCH /FRM / CLINICAL / 018




-~ & : Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  BirthRgnt TEL NO :040-48873000
wRoiskow WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs NIKHAT FATHIMA Age : 29Y11M26D
IP No: IP26-00006541 Sex: Female
Consultant: Dr. KADIYALA RAMYA THEJA Ward/Bed No: 4F -OT/LDR-415

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

Patient, be deemed advisable or necessary.

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

"l 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 ag per my room category. | understand that | have to return it back at the time of final bill
{ance. In case of failin on, | will pay 200/- Rs.

Seivers Signature:R\N

>

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

/Signature of Patient/Relative:

e [V f&q:/\\

R, 13-5-431/A/5/1 TALLAGADDA Karwan
/Relationship: Hyderabad Telangana INDIA 500006
/ﬂe: )

Wittness Name:

Q,Q) Time: 20! '%ﬂ

Wittness Signature:

Printed Date / Time : 08/06/2026 20:38 Printed By : 020635 Page 2 of 2
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BY RAINBOW HOSPITALS

Children’s .BirthRight'

I

'
Your Right to 3 Safe Delivery #utanoy [T

iy
BILLING POLICY

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

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card

tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be

applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

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

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

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

We follows a “No Discounts Policy” kindly cooperate.

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

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

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

;H: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

A—

(Signature of Admission Desk executive)

|
Name & signat e%t/ﬁ\ﬁendant

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




OP Census Report
From Date : 08-06-2026 To Date : 08-06-2026
Date Caraprovider New Visit Followup PatientsPaid Patlents Total(Follow up+Paid Patients)
0B/06/2026 Y INDIRA RANI 1 0 1 1
Total 18 28 131 159
Grand Total 18 28 131 159
] Print Date/Time ; 0&/06/2026 20:14 PM Printed by: 020635/ KIRAN KUMAR GODISHELA Page 3 of3'




HNH-00015841 1P26-00006541
Mrs NIKHAT FATHIMA

13-08-1908 29Y11M28D (F)
Dr. KADIYALA RAMYA THEJA
UL g *
Rainbow® . Sy
Children's | @ BirthRight
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UNDERTAKING FOR BALANCE DEPOSIT

To
The Management,

Rainbow Children’s Hospital, Himayatnagar
Hyderabad-500029

Sub:- Undertaking Balance Deposit

e :

| Mr./Mrs./Ms._ Tbxohim  Moliammed (Father/

-Mother/ Other Db awd ) of Master/ Baby/ Baby of/
i, chod  fatk

Mrs./ Ms. Miclherd  Falhimg was

bought to your hospitalon __ ¢ % -6 - 26 at o134 _pm

Admittedin 4 ¥ - ©7  Approximate charges deposit details

were explained by the Front office/ Billing executive on duty.
| have to pay the amount of _5© k_ as a caution deposit but for

now I'm depositng __ % ¥ The remaining amount
I'll deposit on at

anking You

WK 2

<Na/rne:— jéf‘v("\/\
prNo Ap[F2727







