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ESTIMATION SLIP A
pate: < I |3 2y UHID/IPNo.:___ AMOGY o siNe. 1336
Name of Patient : E\’ i Q..‘ A ) alaa Ly U Age: \JQ  Gender: E ;

Father's / Husband's Name : f,-(Sarporate / Occupation :

Address : A nvil Al o Phone : 3 9.~ 2 Mmli i 1 Email :

Procedure / Plan : w RS . EDD/Dos:
MODE OF PAYMENT : [ | SELF [ JTPA: AN, @\ \a [_]cIpsa: OTHER
TARIFF INFORMATION :

Particulars Package Amounts (Rs.)

Room Category -Normal-Delivery... 4568
Multi Shared Ward q vk B o

ot &4
Shared Ward : ‘
Twin Shared Ward (.3 A0 AP AOH N
. . Py
Private Room

Super Deluxe Room

Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
(Package starts from the Doctors Fec, Surgeon's Fee and Doctors Fee, Surgeon's Fee | o0 “-/ |
time of aimission) W Labour Ward Charges Anesthetist's Fees and OT Charges © {4
\dd s\ ler % \ Length of Stay for : Length of Stay for : A v?
% (\(\ \ Pharmacy up to Pharmacy up to
' }-’&”{\V = — — i.x} =
e = Investigations up to Investigations up to '1 ~— [ B
Others 3

Neonatologist Charges: [ | Covered [ |Not Covered Epidural / Entonox : [ | Covered | | Not Covered

Initial Minimum Deposit :

REMARKS : el

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

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

-l

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 betveen 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 ifany between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has te be paid by the patient. In case of
denial, cash tariffwould be applicable.

7. Two atfendants are permitted with patieats in SDLX, DLX and PVT rooms and only one attendant is pesmitted in the rest of the categories of rooms and no attendant is
permitted in ICU's

8. Tariffs are subject to revision

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

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

DECLARATION
I : r have attended the Financial counseling desk and understood the expecmd costs and
other conditions applicable. In case the TPA /Insurance Company rejects the claim for whatsoever reasons at any point ot' time
I promise to s\ttt the hospital bill with the hospital without any ambiguity.
) 44 A \ , \( g,
:‘. V‘_u \ { tf .

Signature of the Client Signatory Relationship Signature ofithe financial Counselor
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SURGERY DETAILS

Patient Name: . Mﬁﬁé %ﬂsum Jro,haﬂ,wﬂ Date of Birth: ]Sh‘H‘% ... Age: . \'H\[

cender:.. L0l o Ward: o QT UH|DNo...HNH::.QQQ..[’SS.&.@...
Date of Surgery: lO[H% ........................ [10T-1.=0T-2 []0T-3 [10T-4 [JOBGOT-1 []0BGOT-2

@ Name of the Surgery : .ASRIE2CS R Ve h U\ .... \ Q*&’C\D‘““\ .......... A % SC) ................................
m

Timein :........8.L.5.0. oy erereeen Time Out :..... 1. 2.8 Ay
NAME AMOUNT
1. Surgeon . DY fyeema Q%OJ,Q / m —A'kdh()ﬂ Uﬂaﬂﬂ ..................................................
2. Anaesthetist e DX SO e g TAskSR YONUD
3. Assistant Surgeon : .3 ¥yaveen.. EQCMJV ............................. \“H“\““l\““lm m“ \l

4. 0T Technician B s (\Cl e 26009606UTERS
m™
5. Circulating Nurse . g'f ‘v(oa 1S N Q.'éaéha ..................................................

6. Assistant Nurse ... SV Mlih?a ........................................................................................

_— Ligadane
Special Equipment: [ Laparascopy (] Broncoscope 7~ Harmonic ] Morcelator

. | C-ARM [ | Cystoscopy [ 4 Versa Point [ Liver Cusa

(1 Neuro Cusa 1 Others VW(MJW @é»ﬁo 00 zaj'qq;—/stzq‘

Q
Lo o e e
Signature of the Surgeon Signature of Circulating Nurse
Order No: 96"0090@054(“ Order by: %ﬁﬁ«mﬂx / KM@ i O?PM

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




L st N NE e e e o B A L e -
HNH-00015886 1P26-0000654¢ i

\
Mrs ANJUM TABASSUM s L ®
;:-1‘:1:3 AL LI i A)H, Eﬁwg '%Vr\l:ss #% Birth Right" 1
| 'l ll 7 O P . Lz et
Ilf l"”ﬂll Ml ”I”"" CONSUMABLES OF OT T — |
Circulating staff :......... Y\H o Technician : -MV\OI\ ............... pate: . 1082026 Tme:do
Anaesthesia Dlsposﬂhle T useg{-SUrgical Disposables oot Y Loa| Disposables (Baby Side) | OV
ET tube ‘I 0 Cuﬁﬁ \&7 | Major Pack \ot"| InjVitk
LMA . " | suures 33Yh '+ | Cord Clamp
ECG leads (A ) P/ N 41T 9063 L} Suction Catheter
HME fiter : A/ P/ N ol " | Feeding Tube |
Syringes :10cc )01—, L Vaccum Suction Set
05 cc O] ioves §-G =72 5] 1ty )| Surgical Gloves
02 cc Q Tincove 32 )b et 091 Gauze Pack
1ce e ﬁﬂ(fh(‘ ':l_ 0O ]// Syringe 1ml / 2ml
Cautery plate‘:& P/N _0/!/—:‘5urgical blade 1| A - a@/”Surgicat Blade # 20 |
IV set (O 1 NG tube Koochies (S)
RL e = 6}(82utery pencil Aol . Lc O
NS : 1omi/ 10di / 500mi / 1000mI 0] 2 Koochies Tt [s=12
Mi1Da Zo] o). (| OQintments &_/
O Mal K (A ) Suction Catheter /1 H?D 17 497094 Hc
Fentanyl 0L | Cap, Mask ﬂf% O N ¢ ﬂ-ﬂ'ﬂd [on Q \9,}«/
Morphine 02| GawzePack 4.7y <> |H Hand tav€ o
—etamine [) (00 h0Pare |\of-fHop Pack W0 CKID Haplr ioH— |
Propofol Q/Lk/sﬁzristrip R !
Rocuronium 0" _|-Underpad o B
Glycopyrolate NO-1 | Draw sheet
Myopyrolate R Abgel
Ondansetron \D.f—| Foleys catheter | f v\ | |
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% N feg Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibieties @NS &(»Bandage |
Tegaderm j
& suppositories Heban | .|)- Q, Se4- WOl 1 |
Anamol : 80mg/ 250mg/ 170 mg Double J Stent .
Supridol : 100mg Vaccum Suction set Bdf .
Justin: 125 mg/25mg/ 100mg=—| | @1 Plastic Bed-Sheet -APyUNS o1 |
Tab. Misoprost : 200mg " | Betadine Solution \O)f‘/’
Pmo L e 200 cm o J/rwhcroshleld (2
loo ¢m ExFeRsinn 2+ Cotton Balls o4+
Va com 3 Uc-[o—on- %) 1lg7—| Latex Gloves Lo
afo 0 h U’quol 2. " Ramdione Scrub
(- cos't p)—rsaa— [ ox jethﬁl
Surgeon Anaesthesiologist ) OT Technician
Order No. &JFGOOOW ....... DD G Ordered by : .=/ ¥r1fA ! [2—6 @2... A 35}9.»,
Doc. No. : RCH/ FRM / GENERAL / 125
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= o Rainbow Childrens Hospital-Himayatnagar
Ran'fbow
Ch.id ren's
} Birthfight Rainbow Children’s Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
Hosplta
I ~Ralnbiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
’ Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015886 Name s Mrs ANJUM TABASSUM
Age ! Sex : 47Y 0OM 18 D/ Female Doctor : MEENA UGALE
AdmlR;lag DatefTime : 090612026 09:41 Payor : ADITYA BIRLA HEALTH INSURANCE CO. LTD
Order fjate + 10/06/2026 12:33 Ordernumber  : 26-0000205778
VisitID * 1P26-00006546 Ward/Bed No  : 4F -OT/PRE/POST-420
Patient Addrass h.no 40-B7, Moula Ali, Hyderabad, Telangana, INDIA, 500040
S.No Pescription Generic Name Dosage Route / Frequency Duration Instruction Qty Status
PROXIMATE PLUS MD 3500 |PROXIMATE PLUS MD ;
1 STAPLER(PMW35) 3500 STAPLERPMW3S 1MNos External { Once Daily 1Days 1iNos Ordered
2 ﬁéLSJ)ZE 7.5X7.5 12 PLY (5 SglélZE TEXES12PLY S [, External f Once Dally 1Days ANos Ordered
3 NS 100ML ACCULIFE - EH 1mL External / 10 AM 1 Days 1mL Ordered
4 DSYRINGE SML.(NIPRO) SYRINGE 5ML 1 Nos External  Once Daily 1 Days 4 Nos Ordered
s DSYRINGE 10ML {NIPRO) SYRINGE 10ML 1 Nos Externial § Once Daily 1Days 4 Nos Ordered
[ SURGEON CAP(FEMALE) FEMALE CAP 1 Cap #Once Daily 190 Days 10 Cap Qrdered
7 E.C.G ELECTRODES (ADULT) [ELECTRODES ADULT |1 Nos External f Once Daily 1 Days I Mos Qrderad
8 ! XA TION NITRILE GLOVESM  |1Nos 1 Once Daity 20 Oays 2aNos|  Ordered
g y MYOPYROLATE-INJ-5ML 1 Nos 10Once Daily 1Days 1 Ampule Ordered
MAJOR PACK
10 I (FROTECTCARE) 1MNos F10 AM 1 Days 1 Nos Ordesed
" DSYRINGS 2.5ML{NIPRO) SYRINGE 2ML 1 Nos External / Once Daily 1 Days 3 Nos Ordered
12 1]SGLOVE # 7.0(SUUIRGICARE) [SURGICAL GLOVES?7.0 |1 Nos Extarnal f Once Dally 1 Days 1 Nos Ordered
13§ S ILAYER - FACEMASK3LAYER |1Nos f Once Daily 10 Days 10Nos|  Ordered
il
14 ]; ROCUNIUM INJ 50 MG 5 ML 1Nos { Once Dally 3 Days 3 Vial Orceared
i
15 h BCV-INTRAFIX SAFESET 1 Nos { Once Dally 1 Bays 1 Nos Ordered
18 ' THEMIPYRRNOM 0.2MG INJ 1Nos External / 10 AM 1 Days 1Nos Orcarad
17 I THEMICAINE 30GM JELLY 1 On Application | / Once Daily 1Days 1 Nos Ordered
18 gﬁ??é%;:&s 60X30 1 Nos External / 10 AM 1 Days 2 Nos Qrderad
MEENA UGALE
Reg No : 18967
* This document is just for reference purpose only. Not o be considered as primary report.

Note

. ThQS prescription is valid only for specified duraticn.

* Dcl’l not refill medicines.

Printed DatefTime * 10/06/2026 12:50

Printed By : GUVVALA VIJAYA SUSHEELA Page 1 of 1
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L 4 Rainbow Childrens Hospital-Himayatnagar —
Rainbow . -
Children’s > " -
5 Birth= ::4 Rainbow Children's Hospital, Door no, 3-6-267, opp. Cafe nilaufer, Old MLA -
Hospital -
quariers road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 500029,
040-48873000, Info@rainbowhospitals.in
.
AR
At
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015886 Nams ! Mrs ANJUIM TABASSUM
AgolSex t A7YOM 18D/ Female Doctor MEENA UGALE
AdmvReg Date/TIimo : D9/08/2026 09:41 Payor T ADITYA BIRLA HEALTH INSURANCE CO. LTD
Crder Date 10/06/2026 12:33 Ordemumbaer  : 26-0000205779
Visht D 1 1P26-00006548 Ward/BodNo 1 4F -OT } PRE/POST-420
Patlent Addrass = h.no 40-87, Mouda Afl, Hyderabad, Telangana, INOLA, 500040
S.No Dwacription Genaric Name Dosags Route ! Frequency Duration Ingtruction Qty Status
1 [ X TENTION 1 How Externial f Orca Daly 1Days 1Mos]  Ordennd
2 |vaccumesucnonser  [JACCUMESUCTION |y, Onca Dty 2Days 2Nos|  Ordered
WELTON CATHETER.10
2 POLYMED 1 Mo Eriamnal F Y0 AN tDays 1N Orderad
o Wan Tutng -
M MMR‘;‘“" 1hos External f Once Daly 1Days 1hos|  Orowea
5 |JUSTI SUPPOSITORIES 100 1hos External f Oros Dady 10ap 1Nes|  Oromes
] HAND CARE GLOVE HAND CARE GLOVE 1 Nos 1 Once Dally 1 Days 1 Nos Orderes
7 MCT-ROF 100MG 10ML 1 Nog External f Once Daly 1Cayx 4 Nes Oraaned
UROBAG (ADULT) -
LI it 1Ko Exiomai f 1AM 10 1Noa|  Ovaerss
8 |oexamETrasONE BT 11 OnceTialy 10 tval]  Ordered
w0 CORTIREACH 100 MG INS 1koa Ingnchon / Once Daly 1Days 1N Ordorec
H ET JUBE 7.0 CUFFED RUSCH 1 HNog Exiernal § 13 AM 1Csys 1N Ordored
ENCORE MICROPTIC
LI il 1Roy FCnca Dady 10ap 1Nos Grdarec
10 [onoakna Gz [JHDANSETRONANG |, 1oy t Onc Doty 1 Daps tvid]  ordeesat
1o [JASOPRARYNGEAL FUBES |NASOPHARINGEAL |4 pioy Extemat{ Gocs Daly 10aps INos]  Orderee
FOLEYS CATHETER 16+
15 | 1oy Extemal 1G.AM 1D 1Mos]  Orderes
18 |soLovE # 25esURGICARE) |stmcicaL cLoves 75 [1es 10nca Dady 10 1ros]  Ovawes
CHLORHEXIOING
17 [SACTOPREP SOLUTIONS |5, ionaTE % T 1Orca ety 2Daps 2ha]  Owawes
PREGELLEDSURGICAL  |PREGELLED PLATED :
(LI v oot 1hos Extemat) Orce Daty 10 1Nas Ordared|
13 COTTON BALLS 2 GM 5 NOS. :g?mmmms 1 Noa Extmmat / Once Dady 1Days 1Nos Drdwrect
DNS 500KL BOTTLE (EURD
b I P iy 1 Botte 1 G Dudy 20wns 2Bcita)  Oroeeed
an PDS 1| NW B262 1Nox  Onca Cally 1Dz 1Nos Ordersd
MEZOLAM INJ 5 MG 5 ML 1vial injection | ncs sty 10m tvisl]  Orderee
DISPOSABLE APRONS DISPOSABLE APPRON
STERILE XL STERILE XL 1Hhos | Onca Dady 2D 2Nos Oretorgd
o CANRINIVIAL G25% 1os Extemat! 104N 10w ihos|  Orderes
75 [UENOUME 100k 1hion 100ca Daty 10 thos|  Omaersa
ENCORE MICROPTIC
EL I vt 1Kas 1 Coca Daidy 1Daps thos|  Ovoena
27 SURGICAL BLADE 11 SURGICAL BLADE 1 1hoy £ pmat § Once Dady 1Day3 2 Noa Ordadad
29 [FOVRANZ BOLLTION 10% 1hoe Esterral v Dty 1ban 2Nos|  Orersa
LEGGINGS DISPOSABLE
{PROTECTCARE} BIG 1hos oA 10y 1Nos Oxcernd
VICRYL 1-0 vP 2345 VICRYL1:0VP2M8  [1hos 10ace Dady 1Dyt thes|  Ordema
% |RLs00MLCLOSED SYSTEM %g‘sg;;ﬁ 1 Dotie 1Qnoe Dy 10 ncas|  Ordend
3 [NSS00MLCLOSEDBOTTLE [HOCMAMSALNE SO0 | oo External # Ovea Dty 1. 180ma|  Orcerna
B |Encon Micrmoss glover 5.5 1hos TOnce Dty 10 2has|  Oroes
IRRIGATTO{T.LLR SET) RRIGATTO{T.U.R SET} |1 Nos External f Onca Dady 1Daps 1 Nos| Ordared
MOPS J0X3C BPLY 55 X-RAY |MOPS 30X308 PLYDATT |4 Nos 1 Once Qply 1Days 1Mas Ordwted
NS 1000 M, CLOSED NORMALSAUNE
EUROFLEX 1000ML CLOSED 1 Nos External F Once Daiy 1Days 2 HNaos| Ordarad
MEENA UGALE
Reg No: 18967

* This document is just for reference purpose only. Nat lo be considered as primary report.

Hote

* This prascriptian s valid only for specifisd duratien.

* De not reflll medicines.

Printed Data/Time ¢ 10/06/2026 12:50

Printed By : GUVVALA VIJAYA SUSHEELA

Paca 1 of{
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;\3’1 Children’s Blrtthght
Hospital ‘ BY RAINBOW HOSPITALS
/g [/ Your Right to a Safe Delivery
Name Mrs ANJUM TABASSUM UHID HNH-00015886
Mr MOHAMMED ABDUL
Father/Guardian \WAHEED Age/Gender 47 Y 0 M 18 D/ Female
Address h.no 40-87, Moula Ali, Hyderabad, Telangana, INDIA, 500040
IP No IP26-00006546 Admission Date 09-06-2026
Ref Doctor Self.
Discharge Date ]2 .06.2026
~ DISCHARGE SUMMARY

Consultant:

Dr. MEENA UGALE
MBBS, MD

18967

Diagnosis: P3L3 WITH 3 PREVIOUS LOWER SEGMENT CAESEREAN
SECTION WITH ADENOMYOSIS FOR LAPROSCOPIC HYSTERECTOMY

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
OOPHERECTOMY DONE ON 10.06.2026

History: She came with complaints of lower abdominal pain and frequent
urination since 15 days. USG (10.06.2026) showed Bulky Uterus (92*59*76

m mm), ET - 7mm, Adenomyotic features, IUCD insitu, Bilateral adnexa normal.
She was admitted for Total laproscopic Hysterectomy with Bilateral
salpingoopherectomy

Menstrual History:-

e g (ONDAPUR OUTPATIENT CLIN UNDAPUR L B NAGAR (NAHH Accredited)  NANAKRAMGUDA
BAKJARA HILLS UC1, & & NA edite HYDERNAGAR [HA#: 4] KONDAPUR OUTPATIENT CLINIC o i e aAS R
!

@ 1800 2122 @& www.rainbowhospitals.in

A\




Name ! Mrs ANJUM TABASSUM

L

IP No 1 IP26-00006546

UHID | HNH-00015886

[ B T (T CUrT IV A—

Admission Date  09-06-2026

e e A b -t ————— -~

-

§ o

LMP - 3 years ago
Previous cycles: Regular with menorrhagia and dysmenorrhea,

Obstetric History: P3L3A4, 3 LSCS, LCB-18 years.

Medical History: Infertility treatment taken.

Surgical History: 3 LSCS, laparoscopic right Right Ovarian cystectomy with
partial Oopherectomy with Diagnostic hysteroscopic guided Polypectomy with
LNG IUCD insertion in 2023.

Allergies: Nil

Family History: Mother,Father, Brother - T2DM

Investigations: Enclosed.
Blood group: "AB" Positive

Surgery Notes:
Operation performed: TOTAL LAPAROSCOPIC HYSTERECTOMY +
BILATERAL SALPINGOOPHERECTOMY

Indication: Adenomyosis.

Operative findings:
e Uterus bulky.
* Bladder densely adherent to Anterior uterine wall - History of previous
LSCS
* Bilateral Tubes - post tubectomy status.
» Bilateral Ovaries - normal
* Cervix - Hypertrophied.
* Proceeded with TLH+BSO.

O
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Rainbow® o
c?\li?drm”s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Yaur Right to a Safe Delivery

Name Mrs ANJUM TABASSUM UHID HNH-00015886
IP No IP26-00006546 Admission Date 09-06-2026

e Uterus cutin 2 halves.

e Specimen retrieved vaginally.

¢ Vault closed with vicryl no.1. Hemostasis secured .

e Thorough irrigation and suction done.

e Bladder Patency checked with saline infusion.

e Bilateral ureteric peristalsis noted at the end of procedure.

e Ports closed in layers.

e Procedure uneventful.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and

void

spontaneously. She was shifted to room. 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:

5

2
3

4
5
6

Tab. CEFTUM 500mg (Cefixime 200mg) twice daily till 16.06.2026 (9am -
9pm) after food.
Tab.HIFENAC - P Thrice daily (8am-3pm-10pm) till 14.06.2026 after food.

. Tab.Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food till

16.06.2026

. Tab. Zincovit once daily (2pm) for 1 month after food.

Collect HPE reports.

. Syp. Duphalac 15ml at bed time SOS.

Review with Dr. MEENA UGALE after 2 week on 25.06.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be

wwwwwww HYDERNAGAR i KONDAPUR QUTPATIENT CLINIC (1 Accredited-iv SECUNDERABAD (A k KONCAPUR LB MAGAR (% n NANAKRAMGUDA
£ - MO - 440 22 40 - 4246 2400 mmrgescy 3040 - 7111 1333 Emargency ] 04069

gancy 3 040 - 4246 2100

@ 1800 2122 @ www.rainbowhospitals.in
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Name I Mrs ANJUM TABASSUM ' UHID HNH-00015886 i
IP No IP26-00006546 !Admisslon Date 09-06-2026 J
charged).

Care of the wound:

1.You can bath and shower.

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

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

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

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

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

Patient/ Attender

In case of emergency like bleeding, fever, headache [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
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Children’s | Blrtthght
Hos pit&' BY RAINBOW HOSPITALS
Wn.gm to a Safe Delivery
Name Mrs ANJUM TABASSUM UHID HNH-00015886
IP No IP26-00006546 Admission Date 09-06-2026
L4
Registrar/R nt/C.M.O
Consultant:
Dr. MEENA UGALE
MBBS, MD
18967
~~
3
4
HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR { 1] KONDAPUR OUTPATIENT CLINIC (¢ g1yl \FCUNHERV-'\EAD NONl-‘-\PIIE , B L !-Ntl( Al. eSS e NANA\NAM(.:'ET‘I

® 18002122 & www.rainbowhospitals.in




PATIENT TRANSFER FORM

2

Rainbow® . e
Children’s @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the [ittle. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015888

Mrs ANJUM TABASSUM
23-05-1979 47YOM18D
Dr, MEENA UGALE

1P26-00006546

(F)

Date & Time of Admission

A\|%6 € Al pro

Date & Time of Transfer Order

\olb ["lﬁv@f\%ﬁ[}h

(V\

gni K post

LT Transto Ordered by Reason for Tanster
\ &ﬂ g
001 Mt 0bv)_
From Unit To Unit Information to Attendant

ok

No |

Number of Sheets in Clinical File

Number of Imaging Films

WL

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

™HO YesT NoEt
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. [tem Name Quantity
b D) (1)
2 o L’
3|
4,
5.

Shifting Summary / Notes Written by Doctor :

Yei;/ No[ |

Name & Signature of Person who is Transferring

Vo b han @ Wowiu

Name of Person Ordered Transfer

.Dn - ¥ MW\M@\

Patient & Clinical Records Received by :

0

O\MLO\'

|

Date & Time of Patient Received :

T AV

If the transfer order time & Completion time is more\tﬁ'an 30 minutes, please tick the reason mentioned below :

[ Unavailable Bed

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

.| Nurse not Available

~ | Available Bed not ready
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Rainﬁ‘iw
Children’s
Hospital

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

WEB : https:f/rainbowhospitals.in

il

ADMISSION SHEET

\
I

Registration Details :

NENN I

Admission Nd} : IP26-00006546 Admit Date : 08-Jun-2026 Admit Time :09:41 AM UHID : HNH-00015886
i
0
Patient Details :
|
Patient Name f : Mrs ANJUM TABASSUM Age ATYOMI7D
Guardian : Mr MOHAMMED ABDUL WAHEED DoB : 23-05-1979
Gender : Female Religion
Occupation Martial Status
Address (H} - h.no 40-87 Moula Ali Hyderabad Telangana Phone No 7207746844/ 9347945442
INDIA 500040 . .
E-mail ¢ na@gmail.com

Admission Details :

Bed Type :‘[ TWIN SHARING Bed No :LDR-416 Ward Name :4F-OT
Room No :11 LDR-416 Admisslon Type : First Visit
Contact Details :
Name ¢ Mr MOHAMMED ABDUL WAHEED Relationship : Husband
Contact Addlﬁess : h.no 40-87 Moula All Hyderabad Telangana Phone No 1 7207746844
i INDIA 500040
!4‘
i
Si
)
-5

Doctor Details :

Doctor Name
Referral Doﬁtor
#

Co-Consultant

: Dr. MEENA UGALE
: Self,

Specialisation : OBSTETRICS AND GYNECCOLOGY

Phone No

Payment Details :

Payment Mg:de

Deposit Amount  :20000.00
- DCICC Card Payor Name : ADITYA BIRLA HEALTH INSURANCE
) CO.LTD

vinted Date / Time : 00/06/2026 09:43

Printed By : 020099 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

Name: ==-====-==m=-mmmmm. HNH-00015886 IP26-00006546  ____________

Mrs ANJUM TABASSUM
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INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

—
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
UGt | Tv place meal —FF) 205161 0%
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ANY OTHER INFORMATION
Date : Time: Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




PATIENT TRANSFER FORM

2
Rainbow"” ) e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes a ot to treat the little, Your Right to a Safe Delivery

HNH-00015886
Mrs ANJUM TABASSUM

23-05-1979 4TYOM17D
3
Dr. MEENA UGALE “

IP26-00006546

LT

Date & Time of Admission

QKL }'U. @71 “idA

Date & Time of Transfer Order

'\@lc,)“ (26 A

1 O\

Transfer Ordered by Reason for Transfer
DI st befloetos
From Unit To Unit Information to Attendant

@ PeSpos)

Yegi ™ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[ ] No[ |
-)) © N — B
— If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
" EZ . cxy\g ﬁw
: | -0 il
' D \\')'Q R—O O jT\)
L sl \___/
3. i
4
5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D\S N ]\)az’vtzw

Patient & Clinical Records Received by : N
Modhapnlda @ Mol

Date & Time of Patient Received :

016176 @ 6 M

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

[ ] Unavailable Bed

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

[ ] Nurse not Available

[ ] Available Bed not ready
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Mrs ANJUM TABASSUM
mo st inbiow®
T — Rainbow” | @ bi4r Right
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Mrs ANJUM TABASSUM
23-08-1978 47YOMITD  (F)
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Date Q\ & \ 202 Breasts Local/Speculum Examination
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Rainbow® ®
Children’s
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T takes 5 Jot to treat the lithe,

PROGRESS NOTES AND DOCTOR'S ORDER
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BY RAINBOW HOSPITALS
Your Right io a Sate Delivery

& Time

Progress Notes
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery Hos Ital

‘ BirthRight' Ehildrers

takes a lot to treat the little.

NPFRATION THEATER NOTES

HNH-00015886 1P26-00006546
Mrs ANJUM TABASSUM
Patient's Name  ormemavaae " *" ™% oo AGE oo Gender: ...ocooeevn.e,
ke | T — Weight : e
Surgeon: De M ceree Ugal e Asst. Surgeon :
Anesthetist: ™. Qosmit: OT Nurse :

Surgical Procedure :
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p\ L——G\,o,

Indications for Surgery :

-Qc\e (at=iaat t.\o RO

Date : \Q\og\zo'g_ & Start Time : End Time :

PRE-OPERATIVE PREPARATION : N BT

Bids prepaabion
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Consultant Surgeon's Name

....................................................
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: 11/6/25 Time: .. Loe 0. T.......
Origi: . IOMIH)........  weight [ 10 Weigm;.......730..&7»....... ow:..... 2 1K9./m -
Food Allrgies: ........... N T

§ Blrtthght
BY RAINEOW HOSPITALS
. Your a Safe Delivery

Diagnosis: TZH’f%.SD ..............................................................................................................................
Medical History: ..........cccoovevvieicriennnns PP b0kt s 4304 A s 3 i S R 5 EHNBUAYG W
SurgicaIHistory:.MLU..,QIWW..... A oy ool /501\}70«) MWJDZ/ . TL/

] Vegetarian & Non-Vegetarian ] Vegan QU 7 [7 UCD Gna

Diet AVISEd: ..o - /ZMkﬂM ...................................................................................................

Patient’s / Attendant’s Dietician’s

Signature: .......W 0700 e ——— Signature: ........ S@ﬁyd, ....................................

T S S Name: . %&M 0[@/)—{%“( ,ZJLW]
Date & Time: [}/6/2(5}?'{@1/\0 Date & Time: . / /Z/é T5Cnam
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1P26-00008546

m‘::::x:::msuu i ”? "
S Chitdren's | @ BirthRight
Iy Hospital _ | () eruseomosins
O DRUG CHART
Date of Admission: q‘l"’l@’b ........ Drug ANErgIas: .susssscssisimmsisnssosmissamssmiissvenssinssvisn 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

ANURSES

1) Right Patient

2) Right Drug

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

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

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

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

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

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

‘.‘-a%m-w:-m, ——
1 ' ' '

Date

>

Tir'ne

Dose Route | Frequency

Start Date

Doctor's Signature | Valid Period

i e

Pharm.

Additional Instructions:

e L

_‘l DRUG :

Date

Tigne

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

e o

Pharm.

Additional Instructions:

S

DRUG :

Date

,

Thgle

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

e g et il

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

Daily Doctor's Endorsement by a Sign
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(~€q | v ko | o]k X B,
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Daily Doctor’s Endorsement by a Sign v
DRUG : LW -PARACETAMOL (D2 3
Dose Route Frequencyh Start Date| ‘Q\
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gon | W | @016t \o\oby [ o AT LY
Name & Signature of the Doctdr N
Starting the Drugs: o /]‘P ”
@w\& B At I /
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Daily Doctor’s Endorsement by a Sign
DRUG : Tn- DI LLOFEN AC Date} Nol\k
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Ao [wlhim [op sy toloby o KGR

Name & Signature of the Doctor
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Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the litte. Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS We.gmg}l_._ W s

DRUG : Tn} . EN OXAPARLN

Date

Time

»\\})

—

Dose Route Frequency

fowmq| St | o g

Start Dt.

Name & Signature of the Doctor
Starting the Drugs: )

D O (D]

&

Additional Instructions: —

1A
oy

Daily Doctor’s Endorsement by a Sign

DRUG : Ty PAN 10P2H20\&

Date

Timea\)
Dose Route | Frequency | Start Dt.
Homg | WV 20 | ¢ -
Name & Signature of the Doctor i
Starting the Drugs: A~ o
/
ﬂmw/
Additional Instructions: oyt
i
Daily Dactor’s Endorsement by a Sign
DRUG : Jatey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency | Start Dt.

Ti' e

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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DRUG :

Datas> a

r

REGULAR PRESCRIPTIONS  weitt............

-

- ¥

Dose Route | Frequency { Siart Dt.

Time
L4

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Droctor’s Endorsement by a Sign

DRUG :

Date .

v

Ti' e '

Dose Route | Frequency | Start Dit.

Name & Signature of the Doctor
Starting the Drugs:

Addifional Instructions:

4

Daily Doctor's Endorsement by a Sign

DRUG :

v

Date

Time

Doss Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dactor’s Endarsement by a Sign

DRUG :

Date
Tir'ne

v

Dose Raute {Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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STAT / ONCE ONLY DRUGS
AT L sl i smsennimesonsnns o beonsmaveses sivestons sabao b dohsoua L oS HA LSS S 530 Weight: % ........ kgs
Sheet NO: ...covveeeeree,
DOSAGE & OTHER SIGNATURE
DATE e MEDIGATION INSTRUGTIONS ROUTE  MDoctor | Nurse-1] Nurse-2
\0 I,Cbb W EAN Tnj.0NDAN SETRoN "Vmﬂ W @u\_[ @ Q—'
wlev [lo-asam Jnj HL D0 LO RTLSTN ooy Y QLN @—) _,$»
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LR Date> .
\\“\ “““\\ Time [ Nurse Sig. | nurse sie. l Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
F{OUtB Sta I Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor L froce s pe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - — e Com
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAR'ABLE DDSE TlUle | Nurs‘erSIp. ﬁum&&q. Num&ﬁig. 1 Nurs‘ESiu.
Dose Dose Dose Dose
A DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUTG St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Doss Dese Ross boss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose ke pose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁ;‘igger Route Sig(n;t)ure ;I(u;s
T wy- NETKL Lo P- C 0 ‘ -
C\\G | ! 2opm RomMmape N TP AN L
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LV. FLUIDS CHART

Weight. %O(U\ Ward. .ooooovoev

iosition of V. Fluid Route Flow Rate Do_ctor quse Date of | Doctor | Nurse
s, wi€ntion ml./r = Meg/kg/min, etc) mi/hr Sign Sign [Stopping| Sign Sign
| PANGLER f\)/’, @’
ARERE EACIMTE |t ]Wafﬁ“/@ a\b. ¥ 5
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& (B;@§ RINGER | w a, . "‘\ 74 47;[/
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6¢r3®>- RESULT SHEET
Date 2Lk

Time
Hb . AL
PCV 2
RBC
WBC 6 00
N/L
Platelets 2 ML
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.ﬂipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

It takes & lot to treat the little.

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

gland %/rqptﬂpufJ{ Ao

tev ¢ \9\ 13 prec Kelewve [ dong

{
Hevy] >
NOR—

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

Radiology : L e et e S S D

RE™ om0 eSS b eSS A A R i

Others (ECG, Contrast STUAIES B1C.,) & ..ovovviverieieieieiiei et
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MEDICATION RECONCILIATION FORM

Drug Allergies:

_/Nﬂnown 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)

SHHUNE FIBMN. oo csvvrmmimsnss e msssimmiismpis 51170 [ O,
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pove / Time ?gﬂ:?ﬁ'ﬁg
1 JCc ODC
2 OcC [bC
3 OC [IDbC
4 JC OODC
5 ac Obpe
6 0c ODe
7 OJc JDC
8 C ODC
9 e DG
10 (JC ODC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY !
Doctor Name & Signature : ’DK\\Q”£€‘\C ..................................
' 2o 6
Date & Time : C[Q, ....... D .......... C .......... \ogoam .........................

Date & Time :
Docu. No. : RCH/ FRM / GENERAL / 090
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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

X Time | 8 [f9/l10| 11|12 1|2 3|4 |66 [7) 8|91 1a]r2f1)2[3|a)s5]6]|7

ese | 2
(write rate in -
corresp. box) 11-20
0-10
94 - 100 % 2 . )
Saturations 94 %
Administered 0, (L/min.)
40
39
5 38
3 37 L eyve ] %) =)
= 36 ‘ %I ) § 0 BN
35 ) =
< 35
170
160
150
140
130
?::: 120
3 110
= 100
o 90
80 | P < 4 A 1
70 % T 2524 20 N 2
60 o ‘ Al - L) 1
50
40
190
180
170
A 160
‘ﬁ_ 150 %
=) 140
5 [ ‘J;. Ll = -
@ 130 | \LA \ AN L a
T 8 120 v 3 }:.
= 110 . * = | Z-V
@ 100 i 3 E |
& 90
"’ 80
70
60
50
= 130
§' 120
g 110
o 100
(=]
l g 90 ; .
g 80 [ = ] Pl
> 70 tad i) ) i 2 / X H
2 60 v A~ t ‘Gﬁ GL ]
=
5 50 U
40
NEURO Alert P | . —1 I =
RESPONSE Voice
[v] Pain
Unresponsive
URINE > 30
mils / hour <30
Proteinuria froteln s+
Protein > + +
£ Normal
Lochia Heavy / Foul
L Clear / Pink
Liquor Grean
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

4 N\
1 Yellow Alert :
Repeat Observations
in 30 minutes
- Y,
4 N A
Complete.a Full ~ 2 Yellow Alerts or 1 Orange Alert:
) o Call the Obstetrician and Repeat
Set O.f MEOWS Observations
Observations in 30 minutes
N\ J N Y,
! 2 N A
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
- Repeat Observations
in 15 minutes or continuous
monitoring
AN J
o A9 AYa) *
N N * B

* The Modified ‘Early Warning Score (:\AEOWS)
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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

ol

Date

(72

N
Time|910m 2)[(3 35’}(6? L1011121

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

0, (L/min.)

Administered

3, dwsay

40
39
38
37 ; fr

36 ax MR

7

35 \ i
<35

3leYy Leay

170
160
150
140
130
120
110

100

90

80 " (T

70

60

E%|
L-=1

50
40

anssald poo|g 1j0isAs

190
180

170

160

150 . 7

130

ot
o
pot

120 P

h':ia

110

e
LS
~

100 L]

1A %=}

nun 19D
L
[

g
[~

90

80
70
60
50

ainssald poojg J1|olselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE
[¥])

Alert

Voice

Pain

Unresponsive

URINE
mls / hour

> 30

<30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial
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* The Modified Early Warning Score (MEOWS)

v 4 4 - ﬂ@
LY

7 Obstetrics and Gynaecplogy a
' Early Warning Signs
v TR Wk AN Y
~ Al s T |
f
B | 1 Yellow Alert ;-
' Repeat Observations
in 30 minutes
\ -
™ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
| ' Call thesObstetri¢ian and Repeat
Set of MEOWS ! Observations
Observations in 30 minutes
/ _
LI o
“ .o . ¥ \
} > 2 Yellow:Alerts of= 2 Orange Alerts:
i Immediate Review by Obstetrician and
b Repeat Observations
' in 15 minutes or continuous
: monitoring
\— Y,
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It takes a lot to treat the fittie 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

a\ b\

8 | 9 K10) 11

12

10)]11(12|1|2|3|4]|5|6|7

RESP

(write rate in
corresp. box)

Saturationq

Administered 0, (L/min.)

40
39
38
37

2, dway

36

35
< 35

170
160
150

h [ 140
e 130
120
110

100

ajey Leay

20

80

70

o

60

50
| 40

190
180
170
160
150

140

130

o

120

110

100

—
anssaid poojg 21|o1sAs

90
80
70
60

2 —=

130
120
110

100
90

80

70

NJ

60

50
40

e
aInssaid poojg Jljoiselq

NEURO Alert

I N P

[T

T T

RESPONSE Voice
[ ‘/] Pain
Unresponsive

URINE
mls / hour

> 30 ;
< 30

Proteinuria Erotoin + +
| Protein > + +

. Normal
Lachia Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

17

V.

TOTAL ORANGE SCORES

Vi

P!

Nurse Initial




[ Obstetrics and Gynaecology

Early Warning Signs

- R

Complete a Full

4

Set of MEOWS
Observations

- J

(
1 Yellow Alert : .
Repeat Observations
in 30 minutes
-
- ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
J
4 N

.

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

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART |
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

e T el e 1
Date Time (')“falg;i:.i% Route NG | Diarrhoea | Vomit | Drainage Urine Tgé%?ﬁg- r?::grge
Mouth | LV | NG "
08:00am | o 166 | A2
oo (L | 1 [{bo: & o
M 1 jrovam| Yo | VY |[dor’ )éik"' ) ST
’ QJ/E’ 11:00am | flo @ oo ﬁ} e l ] -
1200m | V¢ | o2 [ [ AT
0100pm| - ,
Total Intake : 'T @,L% Total Output : k lﬂ{(} "
0200pm | 47 & |Qpup | [/, L N
03:00 pm }ﬁ; N [ 11/
\g&’é’mﬂpm Ry [Ceesd] o) 1 L |
ol 05:00pm | R | Wl R0 y N [\'@ :
06:00pm | Q L € bl ] =
07:00pm | 1 oML )
Total Intake : Total Output :
08:00 pm | D N
- woml | [ ol 17 Pl vz R
([l el B Teo Il K 1%
C\ 11:00pm | / N A ) : N g b If\f
wa || [ocil(ocl 7 7 TR
0t00am| | \ oY 5 o
Total Intake : ) Total Output : '
02:00 am \  tee N
\ - [ww0m ford o1 T
C\(f 0400am [ |\ _j“j A soddl o | < & e
" osooam [V [ MY flood] o n s s
06:00am| | . Iz [/
07:00 am Covrl s v ¥
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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[ FLUID CHART |
SheetNo. : .......\....... /z ........
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.

Date Time Nature Route NG | Diarrhoea | Vomit |Drainage | Urine T‘?"r‘rz’m‘g Sign.

of Fluid Score | Nurse
Mouth | LV | NG ot R, T

08:00am | 0.1 | p/ Yoo
00am [PL | o |,;00m/ —

\X@ 10:00 am rﬁ 14 ;'p_QME - /( W o
‘0\' 11:00 am p}, nq. )\ p 2 { 7 \\_‘TJ
Yo [1200m] p) 1bom Som \—A—1—— § *7

01:00 pm T i 1. 50f

Total Intake : Total Output: >y ¢ &' Cot

02:00 pm '0'[4 ‘l_\\ }e"‘,ﬁ 400 ‘1__4—__—;,;7)’2 :
e oo | o1 | ligond y \ ( [ 1'47%7

Q| 0400pm | |2 loga/] / G| "g"\r \%ﬁw
N 70 o 9 R Niea Iy
Q" [ospopm| g1 . P sl 1N |

07:00pm | 9, i A E— 1Y

Total Intake : ) _ Total Output : X W

.-\‘f 08:00pm | © 1 \Dowf / s A 1y -

\ 09:00pm | Q [ wa® \00 / I} d.\/“pl‘//‘ 1 f}O’PW\
\‘Q 10:00pm | Qo ‘@M £ ( 1L v e
\Q 11:00 pm \@(\J '%‘\ %‘/‘ V\ /k____:f

12:00 am \ ‘*\Q / /‘ \ \
01:00 am M \ oM / / | 2650 / v

Total Intake : : . Total Output : v
o 02:00am | A} \® / Wd Lk

\ 0300am | ] \ / / A %/_

N EZEIEY \@?‘ / &

N\ | 05:00am A0 ( =P .y [ 6
\ 06:00 am i )2% / Showd—117 >

07:00 am {u \\[M / / X §

Total Intake : i ) Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the littie.

[ FLUID CHART |

. . \al
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

. s

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

| IV Site
" Thrombo-

phiebitis
Score

Sign. |
Nurse

AN

Mouth

RY

N.G

08:00 am

(Q0pd

JE 7

09:00 am

100nd

ol /

10:00 am

11:00 am

(00

W

" IILO
S0

12:00 pm

U

01:00 pm

CATEIFC

100

TH0m;

Total Intake :

Total Output : |

W

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 Quiput :

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
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Sheet No, : ...ceeee, eveereerevaeraenes

Y
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BY RAINBOW HOSPITALS
Your Right to a Safe Dalivary

Children’s .BirthRight"

Hospital

IXtakes 8 kot to treat the fitle.

( FLUID CHART |

3

1. All measurements ifi ml.

2. Add up each column separately Make additions across the page to obtain 24 hrs. tota! of lntake and output.

@ @5) gp., aﬁ:‘é ;—@ ‘;b c,"ar. 5, wi
i 5 261 LN ’“'1'_“..(

Date | Time | of Fluid

Route

Fhiyaien g@.\% .;'i@rﬁ'w%& & ‘i’é i'.

L YE Gutput Ry

5 ol
Thrombo-

] nlebitls | Sign.
Diarrhoea | Vomit |Drainage | Urine | PEENEE | et

v

N.G

08:00am |

09:00 am

“ e 11000 am

11:00 am

12:00 pm

me o e 0100pm|

Tolal Intake T,

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total ﬁulpu! :

08:00 pm |

09:00 pm

10:00 pm

11:00 jm

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 hirs. Intake

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

Total 24 hrs. Qulput
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CHECKLIST FOR THROMBOPHLEBITIS poepital .ﬁ—"ws
,4;‘['2 [2f !pfﬁﬁw 11 Té /24
D P DAY-2 . DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | m T/E / ( N )) @ CE} /f_; W T E Remarks
. No signs of phiebitis / il i e
1 IV site appears heaithy Observa cannila 0 D ™ @ - 0 ®)
One of the following signs is
2 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula ot
* Slight redness near IV Site /l} A Mo A N f‘J A
3 ;\:éoe?; JEﬁJOIIOWlng Signs Eari_y stage of phlebitis / 9
Pain at IV site Redness i AL N g | PA A Ll
::\IJI“;J;;? e oRowing Sions e Medium stage of phlebitis /
4 P Resite Cannula Consider 3 s
Pain along Path of cannula it ) 2 14 A~
Redness around Site Swelling g INB-
o Fo b
2&3;;? erg"é’,‘('t";':gif;g." R Advanced stage of phlebitis or
‘ ! the start of thrombophlebitis /
5 Pain along Path of cannula , . 4
Redness around Site Re site Cannula Consider ,\)ﬂ 4’& )\)A IJ#\\
Swelling palpable Venous cord Treatment PR | N
| All of the following Signs are
? evident and Extensive : Pain %?;f;‘ggghﬁggg
6 | along Path of cannula Redness i : 5 Jaﬂ\
| around Site Swellng palpaple | {TUts teament Re it M o V% A
! Venous cordpyrexia e Sy -
Signature of the Nurse e/ )(/@ & f@'—ﬂ

\=

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 : ....... @ﬂg, .................... Name : ... 0.,
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Signature of Ward In Charge :
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2
Patient Sticker Rainbow® . S
B Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital o33 oo bty
' DAY-1 DAY2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SGORE ™ E | N M E M E Remarks
. No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
9 gvident ; Possibly first signs of phlebitis ’
* Slight pain near the [V Site / / Observe cannula
* Slight redness near IV Site +
Two Df the following Signs Early stage of phlebitis /
J are evident: Resite Cannula 2
Pain at IV site Redness
;:‘Ijlgég?e following Signs are Mediurn stage of phlebitis /
4 Pain aloﬁg Path of cannula Resite Cannuia Consider 3
Redness around Site Swelling Treatment
':‘lll]gé;? gégllggg:gis;g:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula ge start of thrombophlebitis / 4
Redness around Site g site Cannula Consider
Swelling palpable Venous cord Treatment
Al of the following Signs are
evident and Extensive : Pain fl\ldvanlgedh?t?)gt? of
6 | dong Path of cannula Refiness | _r?m ophlebitis/ 5
around Site Swelling palpable nif ateltreatment Re site
Venous cordpyrexia Cannula
N Signature of the Nurse -

B3

NOTE : Phiebltis 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 t}; detect post infusion phiebitis.

Signature of Shift In Charge :

SIONAMUIE © oeeererrreneererneeresssrerensarearessssies 1111 IOV A

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

i

Signature of Ward In Charge :

SIGNANIE  ueeeeerererennrenenseranesareseesaseenren NAME oo re e st reme s erras e bereasins
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BRADEN 'Q' SCALE

E:lll?(? ren's sBil’th Right’

Hospital BY RAINBOW HOSPITALS

1t takes @ iof t0 treat the itie Your Right to a Safe Delivery

\

Date :

Time :

B il
q bip“"_é_u‘élf’ G/c

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

74 1
S WA k]

a4

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

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

Mobili : 4 % : b 2 - o S 2
y 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. C’( [;( (_,,
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ! /
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : o - : ¢ : Walks outside th t least twi
of physical activity" Corfinad o bsd non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

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.

Z
Y |4 )¢ |4
4

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2.Very moist:

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

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

4. Rarely moist:

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

=
< | ¥
—
-

FRICTION-SHEAR
Friction Occurs when
Skin moves against

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

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potential problem:

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

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely Zr
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.| in chair or bed most of the time but in bed or chair at all times." Lf—-
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

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

N\
*~

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/d!; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk: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

NS g




Support Surfaces

Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

+ Regular Turning Schedule
+ Enable as much activity as possible High density foam matfress
15-18 At Risk + Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces
« Manage moisture, friction and shear

» Advance to a higher level of risk if other major risk
factors are present

Alternating pressure matiress overlay

High density foam maitress
: Use the Same Protocol as for “At Risk” Patients .
1314 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 mattress
10-12 " High Risk + I addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequantly Alternating pressure matiress overiay
« 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
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Date:| g\ P/ b [U [4/
Time:| _( 5 '!1_4 /

1. Completely immobile:

Mobility 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

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.

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l‘/
without assistance. to completely turn self independently. independently. LQ ‘/f
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; 4
o L Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : . : ; A i .
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 ry

1. Completely limited:

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

Sensory Perception

2.Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4, Rarely moist:

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

Friction Occurs when
Skin moves against

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

repositioning with maximum assistance.

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

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

Mon:;u‘::m[()igree Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is accasionally moist, requiring Skin is usually dry, routine diaper
Sk 5 @xoEGd by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing 7
to mois't]ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: '

support surfaces thrashing and friction.
Shear Occurs when
skin and adjacent bony
surface slide across
one another
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
Nutritional Usual 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.

food intake pattern

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
9e < 95%; hemoglobin may be

< 10 ma/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score ; Gategory Action (Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
: « Regular Turning Schedule ] _
: « Enable as much activity as possible High density foam matress
15-18 At Risk » Protect the heeis Gel pads for high-risk areas

« Use pressure redistribution surfaces

« Manage moisture, friction and shear

A « Advance to a higher leve! of risk if other major risk
factors are present :

Alternating pressure mattress overlay

High density foam mattress

R » Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas

» Position patient at 30 d lincli ing foam w
P at 30 degree lateral incline using foam wedges Alternating pressure mattress overlay

» Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to reqular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure mattress overlay
1 . '
» 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
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I”H’ Rainbow" ) o
iy Candrans | @ BirthRight
. Hospital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ARt LN
/’ A I / ”
Date / Time 3
Choose Highest Applicable Score from each Category S - ‘*‘q UQ &f/ é 7/ Fall Risk Grading
core | XA | py A5
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mursir::g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 @ 0 8]
- 30 - F
| Furniture Low Risk 0-24 g'ﬁagdﬁiic{lj nall
Ambulatory Aid Crutches, Cane(S), Walker 15 éca
None /Bed Rest /Nurse Assist 0
Yes 20
IV / Heparin Lock or Saline = : Implement
0 Moderate Risk 25-50 Modera'te Fal
Impaired 20 0 U9 % Prevention
. g Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations ! 15 Hiah Risk > 51 Risk Fall
Mental Status Igh Ris = :
Oriented to own ability 0 Preventhn
Intervention
Total Morse Fall Scale Score: ) o
Signature JA(@ é? ‘e
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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'::o:-':::o“ ™ arYom17D  (F) J ) i
Dr. MEENA UGALE « L= &
. Rainbow ; .« e
m“““mmmml“‘“““ Children’s . B|rthR|g ht
: Hospital . BY RAINBO HOSPITALS
Morse Fall Risk Assessment Form e Lo 8
Date / Ti (2 . b -
Choose Highest Applicable Score from each Category a5/ T W/é ‘O\b ARl I J } L Fall Risk Grading
Score Y ¢ ML

History of Falling Yes 25 =3

(immediately or w/in 3 months) No 0 Risk Level MorsTr::g’Score Schan

Secondary Diagnosis Yes 15

(more than one diagnosis) No 0
Furniture 30 Standard Fall

Low Risk 0-24 .

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 4 . 0

IV / Heparin Lock or Saline \I\:es L w s S Implement

g : Moderate Risk 25-50 Moderalte Fall
Impaired 20 :’rteven‘n?n
ention
H GAIT / Transferring Weak (uses touch for balance) 10 i

Normal /On Bed Rest /Immobile 0 Implement High
F limitations 15 - Risk Fall

Mental Status o.rgets et High Risk 251 P;evention
Oriented to own ability 0 intarvantion

Total Morse Fall Scale Score: w ) 20 B

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 cail 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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r. MEENA UGALE ain ow : P ™
"y Children's | @ BirthRight
HOSpital ] .BYRA.INBOWHOSPITALS
PA'N AssESSMENT FOHM It takes a lot to treat the Mile. Your Right to a Safe Delivery
Date Time Pa:g/‘f;(;fe Location Duration Acuity Character Ihl:zt::ttx::g Paﬂ:;;éa':::m ' Intervention Sign
[J Continuous | [ Acute O Shap  CIDull | [ Increasing | [ Yes Mg Q
qlg[q@ L@MTC‘) lto AMLD Intermittent | [ Chronic ] Aching [ Buming | [J Decreasing | [ No
’ ] Continuous | [] Acute ] Sharp [ Dull 1 Increasing ] Yes 7\3]4}
a“\ G‘% r&p L @'h 0 I\QMP {1 Intermittent | () Chronic ] Aching (] Burning | (] Decreasing | [ No c\
B o "I & continuous | T Acute 1 Sharp [ Dull 1 Increasing | [ Yes NIA
Q\.\Q\W W D l[o m _1 Intermittent | [I Chronic "1 Aching [ Burning | [} Decreasing | [ No L /?ﬂ
A ] Continuous | [ Acute ] Sharp [ Dull I Increasing | [ Yes \Ras @_\
\@\@,\Lb Q,P,ﬂ D‘\O N@ [1 Intermittent | [ Chronic 1 Aching ] Burning | [] Decreasing { [ No
' Vz, 1 Continuous | [ Acute ] Sharp ] Dull 1 Increasing | [ Yes N B
\O [}O 149“") Nﬁ [ Intermittent | [ Chronic (1 Aching (] Burning | [) Decreasing | [ No . p
lj
1 Continuous | [ Acute [ Sharp ] Dull [] Increasing [ Yes N f )
\OI JO 8‘0}“ C@ Nﬁ (] Intermittent | [] Chronic (1 Aching [ Burning | [ Decreasing | [ No 7 @
] Continuous | -=rAcute [LSharp (] Dull [ Increasing | L.Yes /\JA
10 /5 / opm o / (0| A | intermittent | ) Chronic [ Aching (] Burning | [ Becreasing | [ No ﬁ
\ ' [ Continuous | CLAcute [LSharp 1 Dull [ Increasing | [LYes NA ﬁ-
’1 6/‘),(7 20 U/ [0 !\7 A~ | Cintermittent | 1 Chronic (7 Aching () Burning | ] Decreasing | L) No
/ [ Continuous | _LActfe /}Sﬁarp ] Dull [] Increasing Q,Yes L)#
i 6/76| 6amM 9 ) [0 | NA | Citermitent | O Chronic | 1 Aching [ Buming | ©J Deereasing | ) No ‘ éi
1 Continuous | 1 Acute [ Sharp [ Dull 1 Increasing | [ Yes (0,9 Q )
' X *9 1
[ / 6 / 26 Qf m D/ /{) D [ Intermittent | [] Chronic 1 Aching ] Burning | ] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(RT.0)
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4 PAIN ASSESSMENT TOOLS )

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

B} ) SCORING ot
\ L ! CATEGORY - g :
(s - ; 0 i 1 | 2 \
- vt ' C Occasional Grimace or Frown, ' Frequent to éénstém'ﬁu'wn, !
Face . [ Mo Particuter expression or similp withdeaw, Disorignted " quivering chin, clenched jaw
Legs : Normal Position or Ralaxed Uneasy, rastiess, tense o Kicking, or legs brawn up
"~ Laying quietly normal position, Squlrmin shlftia"t bat;k and e '
Activity mgvag gasﬂyy P fa?'m'. lenga ; Arched, sight, or Jerking
Numarlcal Pain Scale (Obstetric and Gynecology) ‘ i : -
L I 1 l 1 | I ! 1 1 I : Moans or whimpers occaslonal +Crylng'steadily, §creamis of sobs,
i i i I 1 1 I | N e 1 c No Cry {Awake or aslesp) AN NP: by
0 : 2 3 i 5 . 7 8 8 w};n ry Fompla!nt _ froquent cumpia?ﬁts |
Ho Pen b Possmlftpaln - Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficutt to console or comfort
Consolability distractible | !
LI
Neonatal Pain, Agitation and Sedation ‘S?ale {upto-1 Month) vy
Assagsmam SBdaﬂUn Numﬂl Pﬂill/ Agllﬂllurl
- Criteria - 0 +
Wang - Baker (Pedlatrics) Abave 7 Yaars 2 - 0 {4 1 2 -
Crylng No Cry with painfl | Moans or cries Appropriate crying Not Imitabla o crylng at | High-pitched or silent-
- Irritability stimuli minimally with painful| Iritable intevals consolable | continuous cry
0 . 2 4 6 3 10 stimull . . 1 Inconsolable . .
No Hort Hurts Litfe Bit Hurts Litle More Even More Hurls Whote Lot Hurts Worst Behavior State | No argusal to any | Arouses minimally o Apphpﬂate for ‘Resﬁass. squirrﬁlnﬁ Arching, Idcking'cunstantiy Fwake N h\
\ stimuti stimul gestational age Awakens frequently | or :
. No spontaneous Liitle spontaneous Arouses minimally / no movement]
movement movement ) sy |.{not sedated) S el
q.u“ 0 ™ o . EN - O g o - RN o -
- Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any paln expresslon { Any pain expression
Expression | N expression with stimu intermitient continual
. » Extremilies | No grasp refiex Weak graspireflex | Relaxed hands and [ |ntermitient | Gonfinual glenched  * \ 4
Tone Flaccrd tone decreased muscle | fest - " tlenched toest fists | toss, fists, or finger
* tone Normal Tene or finger splay splay
" ‘ Bodyisnotlenst | Body.is tense R
} Vital Signs HR | No variablTty with | Less than 10% Witninbaselneor | Increase 10-20% ¢ tncrease greatef than 20% from
AR, BF 820, | stimuli variability from normal for from baseline baseling, Sa0, less thanor ]
Hypoventilation or | baseline with stimull | gestational age SaD, 76-85% with | equalto 75% with stinnilation -
apnea stimulation - quick  { Slow recovery Out of sync or

K *recavery fighting ventilator /
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IM///””/”,MIMM’ Children’s BirthRight
/”/”ll ~ Hospital . S08A PO HOSRILS
: URINARY CATHETER BUNDLE CHECK LIST it et
Date of Insertion: ...} 0. KB [’Vﬁ ....................... Date Of REMOValy ..................... o
© o
Parameters Date Shift Time W T 1% ) b b
E Need for the Catheter \/g\’ﬁs [INo INo Z‘(e; [INo )’ﬁ TJNo | CJYes [INo | [JYes [INo | [lYes [INo
Hand Hygiene {/)es LTNo }#ES/D No |=fes [INo Li¥es~ [INo | ClYes [J No | [IYes CINo | [Yes [INo
Usage of Sterile Equipment \/6% CINo }Xes CINo |_I2¥es [INo Z@ [(ONo | C1Yes [INo | [IYes [INo Yes [1No
<]
Is the Collection bag below the level of bladder ‘éY/e& INo ;YGS/D No |=¥es [INo | Cl¥es  [INo | LlYes [INo | CJYes CINo | [JYes [INo
]
| Check the Tube for Obstruction (Free of Kinking) DéY [INo % CINo | ¥es [INo ;Xe&q: No | ClYes [INo | ClYes [INo | ClYes [CINo
Is Catheter dated as policy \jﬁYes [INo }Yes CINo | ClYes—[INo )ZYes/ [INo IYes CONo | COYes CINo | ClYes [INo
Collecting bag is been emptied regularly? ‘E@ [INo }D(e‘§ [ONo | [1¥es- CINo | [+¥eS [INo | ClYes [INo | ClYes CINo | LJ Yes [1No
Maintenance of closed system for the catheter ,Zﬁes CINo ﬁfes CJNo | [l¥es [INo [ ~Ves [INo | [IYes [INo Yes [INo | [Yes [INo
Dressing clean and dry? r/Zﬁ(es LINo | L*+Yes [INo J~Yes [INo #TYes [INo | ClYes CINo | [JYes [INo | [1Yes [INo
Is the line removed as Policy? “{Yes C1No es [INo |-"Yes [INo #TVes CINo | ClYes CINo | CYes CINo | CiYes CINo
Performance of Perineal Care 4_1/Yes [IN} LIYes [INo | =¥es CINo | C)¥eS CINo | ClYes CINo | [iYes CINo | LlYes LINo
L—
Onset of New Fever 1Yes %No DYes/m [1Yes =No— /EPQ‘YEé No| [lYes C1No 'Yes [INo | [IYes [INo
Asses for the leakage at the site of insertion \m/ O [ O = O] O COYes [CIN ClYes CONo | CIYes CJNo
g Yes [INo XS CINo | C¥es Do D¥es ONo | O 0
Name of the Nurse W ‘\ﬁu Wi @%,éj: ak\%
L [4
Signature of the Nurse /ﬁ’ ( W Q A
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HNH-0001588¢

Mrs ANJUM TABASSy
23.08-1p79
a v
O MEENA UgaLE 70

Il IHMHIIW"M!IHMIMII

IPZI-OMOGSJ-B

ey

i
e =i

2z
Rainbow" . v
Children’s & BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes a lot to treat the lithe. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ....cvevevecriiiriiciececee D710 (11 [+ || OO S Date of AAMISSION: .......ovvvveveerrecrne

Z | Diagnosis: Any Infection: C1Yes CINo [1MNetKmown
= ity
§ LQ,P [—-‘r& i }{j@_@,‘e YBS SPOCHYE . occesosnnssssisemmrmsimmisisisssistinie
w T P \ \V.L : il \ b\ﬂy/b
2 | Area X’ G 0
= Shift Time : Q {r\/ by \0 M S e N)
£ | Medical Condition
= | (Any special condition to be noted): — ) - =
- ¥
Allergy: [ Yes FNo | O Yes Qfﬁg C1Yes @No |0 Yes [1No|C) Yes_;;zrﬂo/ 0 Yes o]
Tubes/Drains/Catheter: O Yes D’G ] Yes E’ﬁo O Yes £7No | O Yes O No‘ yes/ [JNo | &Yes D!I:lo
Vital Signs: Temp: | VT QfY U gy G ¥ q1-h¢
E Res: Lo ‘LQ Lo w3 [ @Sﬁ/"'
= 500 | 160 hoOY. | Noo [T WO] [0 [ oy,
2 Puse: | A1 [qly b6 gh | oz $H) WM
% 8P: | Y1o[f2Ano0 wion | WORB | ol | 1\ ]9
Fall Risk Score: e [ — ~ =
Pain Score: — — ~ il =
Safety Needs: ’\{ ﬁ@,f) . Lo A -
. ! — { — =
2 Physiotherapy |C! Yes No | Yes =No (I Yes /N0 |0 Yes X4 No M No | Yés [1No
E Others Specify: | r il e =) S
é Special Diet: | Yes CILNO| Co.)és CONo [T Yes ,L}NO/)D Yes E"@ OYes CINo | O Yes &=1No
E
S |Other Special Orders / Medications: , e o
[+ — =il /
T Ji
Post Operative Procedure Special Orders: [ [ wf — CW N, -
Handed Over By Name : ,’@ @f (/gﬂ, s u(p
Signature : c—‘}g(b [\@r (’ \ v ( l‘\/h)/ v \
SHECVIrAN TN R 5/ “[15%,
Time: 9&\9{# g‘l’;ﬂ'\/ Q”A—'/\ I ¢ ﬂpn/? g’m
\
Taken Over By Name : ¥ ) W
E.i en Over By Name C‘w s, C\E& 1\/@(/\) /IM\'@}
Sopar T a T Tl T T
Date: &V};\W qlel [ WOWDAIt7  [\D[ b [W[elth
Time: | DN~1 ap L] & by gAM
Docu. No. : RCH/FRM / CLINICAL / 097 | \I P [
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- l Rainbow® . C
Patient Sticker | Children’s ‘ Birth ng ht

Hos pi tal BY RAINBOW HOSPITALS
It takes a lot to freat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCLOT: ........ccveeeeerer oo Department: ..........ccccovveveivecveeninnne Date of AdMISSION: ....covvverrrrersers
Z | Diagnosis: Any Infection: CJYes (JNo [ Not Known
g If Yes Specify: .....ccoevrvereereecieicieeecree
=
w
2 | Area [)\?/b
4
3 Shift Time o) Mo
g Medical Condition
= | (Any special condition to be noted):

Allergy: CYes [HNo (O Yes CINo | Yes CONo | Yes CINo [ Yes TONo | T Yes O No
Tubes/Drains/Catheter: ¥és CINo |0 Yes CINo [ Yes C1No [ Yes C1No | Yes T No | Yes CJNo
. o
Vital Signs: Temp: [AF 3 |
= : Res: | 2.2Hn,
w Sp0.: | (ooh
2 Pulse: |a \
2 BP: |1z (%%
Fall Risk Score: =
Pain Score: | =’/
Safety Needs: YeN
o Physiotherapy | Yes N6 | Yes CINo | Yes CJNo |l Yes CINo | Yes CINo | Yes T No
=]
E Others Specify: -
=
= Special Diet; |[2-YeS T/No |1 Yes CINo [ Yes CNo |1 Yes CINo | I Yes T No |l Yes 1 No
E
S | Other Special Orders / Medications:
2 ==

Post Operative Procedure Special Orders:

Handed Over By Name : :\\q

Signature : DeS—
Date: wi{gl26
Time: Eﬁf’f{)

Taken Over By Name :

Signature :

Date:
Time:
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NURSING CARE RECORD

"2
Rainbow®
Children’s
Hospital

It takes 2 ot to treat the littie.

Bi
.BYRA INBOW Hi
Right to a Safe

rtthght

TALS
Delivery »

[J Relieve Pain & Discomfort

["] Maintain Fluid Balance

] Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: ....... S, [é{”}g ..........

(] Maintain Skin Integrity

o | ] Maintain Airway and Oxygenation
_g ["]Mairttain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs - Ensure-Safety [ Early Ambulation Reduce Anxiety I Patient & Family Education
. . " . /’ "
S | [ Identify Potential Complications AN OENErS. SPRCHY. .. . eeeeeeeieiiiieeseeerer e s e eesesasatraeeresessrasraseseenessannsessssassnsteseseesrrnrnnensere
Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD

Mé
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie,

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: 19“}1% ......................

) p{m bes Hothwt

¢ler,
1o m.ﬂfw'm gl o0huTA

.s}z;éfr

©» [C] Maintain Airway and Oxygenation [} Relieve Pain & Discomfort in--F.luid Balance pmv-e Activity Tolerance = Maintain Good Nutritional Status [] Maintain Skin Integrity
g [ Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications DAY OtHOES: SPBOHY 1o s s o o T A o e e s s SR e e

Time Plan of Care Time Implementation Evaluation Re-Assessment %ugsi;nl:?l?r‘:

¥
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maum T Chitdren's | @ BirthRight
T — NURSING CARE RECORD Fospital - | [)ersuesmesms
oue: MLLE L2 .
v | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fluid Balance 1 Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
E [Z] Maintain Personal Hygiene [ Prevent Infection (] Meet Elimination Needs ] Ensure Safety 1 Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications ] ANY OtNBIS. SPBOIY. ... vvevviereeeseeneeseeessesesssseeassenesseanssemeasseemseeneesseensesseensseenssnnesseeeneeeses
Time Plan of Cgre Time Implementation Evaluation Re-Assessment 'i"é?ﬁn'mg
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D}}ﬁ il b Eﬁ??ﬁ‘?{; @ BirthRight
T - NURSING CARE RECORD Hospital _ | W zramenstrns
NN DRLE: +.ereeresresscseressesesresesssreseen

1 Maintain Airway and Dxygenation [ Relieve Pain & Discomfort

1 Maintain Fluid Balance

3 Improve Activity Tolerance

(71 Maintain Good Nutritional Status IZ7 Maintain Skin Integrity

L)
P 1 Maintain Personal Hygiene 1 Prevent Infection O Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxiely O Pafient & Family Edugation
© | O Identify Potential Complications LAY OIS, SPBOHY . eeuuveierieneesrererrraessreianscreessressessreesaesssstasseranessnensessneastesanesrresnsnssnsssensne
Time Plan of G Time Implementation Evaluation Re-Assessment Hurse Name
_ Plan of Gare . v el .. & Signature
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Mrs ANJUM TABASSUM 2
23-05-1979 4TYOMITD  (F) T

Dr. MEENA UGALE 1 Rainbow ® n S

Children’s BirthRight

o Hospital . BY RAINBOW HOSPITALS

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ...... ff[é/’).@.
Baseline Information:
Admission From: O ER 1 0PD Dfﬁmfnﬁm Desk [ Others, SPECHY ......cccccrvecierreesncrnessenrsnesssons
Primary Language: L] Telugu | English FrHindi [1 Others, SPECIY ...ocvcveeeeicieieeeciciere e
Doyoureqireaninerpreter? C1Yes OO TYBSSPOOHY ...c..oomimimmssiaissnssrsisnimassstsimsssssssinssissrssnsisusasssssssasssss sonsisnsnssseisnasins
Source of Information; _=Patient (] Family (] OHNETS, SPECITY «..vvveeveeeerseeseeesseesesseseesees e esmeesesseeeseeeseeesseeee
Allergies: [ Yes N0 [ Medications (] Blood Transfusion [] Food I 1) s
-~ EYES L ABIITY .o eee s eeee e eees sttt et
Chieot Domplalnis: ... ... ..o cemmmsmmimsmigiissssmariniisms i i s Doctor Notified on Admission: 'Yes [No
.................................... LW%’J&M&"F@W Name of the Doctor: D C-CIC
................................................................................................. L Time Notified:..................C.@..&.g.a..@—.w.......
Past Medical History: Obtained From []Patient [] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
e
- ——
Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .......ccocecevvveivivernenne Caesarean Section: M— Contraceptives: C#HNO [ Yes
hiu\ ................................................................. Cervical Cerclage: =0 %Y% Vaginal Discharge: . Ne []Yes
Onset of Menarche: ........cccccoeeeviveeecreenn, Ectopic Pregnancy: mﬁ Qgg@ Post-Coital Bleeding: [} No [1Yes
Menstrual Cycle: [] Regular ,,i:Hrr@ér Myomectomy: INo @s Infertility: ClNe—T Yes
Last Menstrual Period: .................... (eeeenree | OthErs: i If Yes Type: [ Primary [] Secondary
Obstetric History: G ......ocoevvevveee P..SA e L - u ...................
Provibus L8GS: ..........icvvinmiinnssisisnnaned LA s -
Current Medication: W . D\Qes If Yes, Fill the reconciliation form
Family History: thnamatnies Detected
L] Heart Disease [ Hypertension L] Diabetes [] Stroke [ ] Seizures [ Kidney disease
L1 Liver disease L10ther...ceepesian s s
Vital Signs / Measurements: Temp: th/ HR: %ﬁ ..... RR: M
BP: \%\,\L& L Weight ............ Height: ............ BMI: .........
Pain Assessment: Pain: [ 1Yes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO.
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':;'ai':lif.:‘::::.?‘i”“m )

"

General Appearance: @y il looking [ Anxious [ Agitated 1 Others: .....ooooveveevveveeennnn.
Fall Assessment: Ejes/[hwo SCOre .................. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: ’Wj NO  SCOME ..o (complete the Braden Q Shest) '

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

! Mobility problem "I Walking Problem No Abnormality Detected

" Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: L5 Abnormality Detected
L1 0verweight I Poor Appetite > 3 Days [l Needs Therapeutic Diet.

[1Under Weight L1 Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Merative ! Restless L] Depressed LI Agitated (] Confused

Inform consultant for positive criteria

SOCIAL SCREENING: /
1. Marital Status: [ Single [IMarried [ IDivorced []Widow
2. Special Habits: Smoker: [ Yes~=NG Alcohol Abuse: [1Yes [ Nn/’/ Drug Abuse: [ Yes [ INo— |

Social History: Lives With ...........cccooovvcrevrvveenien p @/W\«Q‘)LS} .............. S ik
U

Orientation has bewaollowing aspects:
Call Bell in Reach ; =2 No aste Disposal Explained; _=¥es [ No

Infusion Pump : ypq’_ﬂo//@:'and;fygiene Explained: L ¥es T No (] Others

Above information given to

Orientation NOLQIVEN RBASOM: ......c.vvveeeeiieiiceercecee e

Nurse Signature: .........\... -




HNH-00015886 IP26-00006546

s U R G | c AL Surgeon : %KB)N\QW ! M".,;'::?:‘ TABA::% M18D  (F) ) M‘W 2
Asst. Surgeon : \Y ;. £¥eM€en & N mma Age .. ;V.l.J. Gender : G/ oW e
s O SQFT CAMIOMNRMN ey .. TLHE A BRS:. | Chilarens | S BirthRight
SAFETY CHECKLIST | Anaesthetist: DX SR YVt (AR - rgery Name : ....... 0L k5T BsS.. | oshita) .w
Scrub Nurse : . Y. LQNALMS . | vaw. \Q.\{DI.ZL... A fssmisssiconss OUE-HME : oo p— Frm—
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:... 6YS oM™ TIME OUT  Time:.. A . VSarY) SIGN OUT  Time:..J\%.2.5am
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity )2/(35 “No introduced themselves by Name and Role iYes T No The Name of the Procedure Recorde Xes [1No
Site 7'Yes T'No Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle
Procedure fes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicablej_—"Yes CINo = NA
Site Marked [IYes [1No 5}«( Correct Site =¥es TINo patient name) E/'Weé INo CJNA
Anaesthesia Safety Check Completed ]‘ﬁs “INo Correct Procedure /YesTINo @al Whether there are any Equipment
Pulse Oximeter on Patient & Functioning /Yes "1No Anticipated Critical Events QGUL )N Problems to be addressed TYes #No TINA
Does Patient have a: Surgeon Reviews: &’O °, ua&gﬁ
N 2 .
Known Allergy? TYes —)10/ What are the Critical or Unexpected );";LCQ Reltindt Ol To Swgon, Aansiimtt ned Uarae:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, ST{1¥S - 0. &\ﬁ AT whatare th ke concems for L g
; ‘ Anticipated Blood Loss? ¢ —SU>Yes' CINo CINA and management of this patient? “TYes C'No
Yes, & Equipment / Assistance . ,
Available /\e/s “INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Wﬁ CINo CINA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned y(e CINo CJNA Been Confirmed? are there Equipment
Blood Units Reserved #Aes CNo CINA | | Tssues or any Concerns? /j?» No LINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? HYes C'No CINA

within the last 60 minutes?

\ S O_ ;
1 RO A A A, o L SUONBITING o issvisadhnsonsshisniicsminsinisrsn s ienpanisicints

- ™
NAME oo 2 YL : ' NAME oo Gt GeNegsna

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

| Chidreys | () Echion
PATIFNT TRANSFER FORM ] 4
:NH-OOMSI“ IP26-00006546
;::ﬁg::;: “ M17D (R Date & Time of Admission Date & Time of Transfer Order
AT al6lab@ 0[4[26@ 1 30am.
Treating Consultant Name Transfer Ordered by Reason for Transfer
DX Lot ¥ opsewation
From Unit To Unit Information to Attendant

av

PYefoﬁlr

Yes— No[]

Number of Sheets in Clinical File

Number of Imaging Films

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

- — Yes[ | NoFF—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1, pL @
=
2
3.
4,
3.

Shifting Summary / Notes Written by Doctor :

Yes it

No[ |

sl

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

gntgmﬁx-

Patient & Clinical Records Received by :

( hoidrekale.

Date & Time of Patient Received :

(9 COp77

(026 D

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

[ ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ | Nurse not Available

[ ] Available Bed not ready




PATIENT TRANSFER FORM

2
Rainbow® 4

Children’s BirthRight
Hos pita| . BY RAINBOW HOSFITALS
It takes a lot to treat the [ittle. Your Right -tu a- Safe Delivery

Patient Name & UHID No.
HNH-00015888 |P28-00006546
Mrs ANJUM TABASSUM

23-05-1979 4aTYOM18D  (F)

s

D“kmeem

Date & Time of Admission Date & Time of Transfer Order
plbbs @ 174 B8 -
Transfer Ordered by Reason for Transfer

i LY

From Unit

pre P

To Unit

oS

Information to Attendant
Yes M/‘ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

A

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

r)) 6 Yes| | Jol L —
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

! Kb Lo

2.

3.

4,

5

Shifting Summary / Notes Written by Doctor:  Yes [~

No[ |

Name & Signature of Person who is Transferring

[ Nwdt bt

Name of Person Ordered Transfer

DNn- mec o

Patient & Clinical Records Received by :

P

Date & Time of Patient Received :

Ap/é/%é &é/‘f f—?ﬁm

If the transfer order time & I:ompleuon tlme is more than 30 minutes, please !lck the reason mentioned below :

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

| Nurse not Available

| Available Bed not ready




PATIENT TRANSFER FORM

2
Rainbow"’ ; 5o
Children’s o BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. m

Patient Name & UHID No.

HNH-00015886
[~ Mrs ANJUM TABASSUM

IP26-00008546

Date & Time of Admission

q\(;llf@q'.%l'ﬂﬁ\

Date & Time of Transfer Order

chb @Y

Micu

23.05-1879 A7YOMITD () Transfer Ordered by Reason for Transfer
U
) - 3\%-\/9&1\@ O M
From Unit To Unit Information to Attendant
Yes [———No|[ |

LS

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

ﬁ /M — over to attendanti
0\ / Yes[ | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
11

2 P\ toe 4:3

4.

5

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Name & Signature of Person who is Transferring

Qg ol | 40

D

Name of Person Ordered Transfer

I\S\w\@_ MO~

Patient & Clinical Records Received by :

5*?”“?\”

Date & Time of Patient Received :

by A gl ]y

If the transfer order time & Completion time is more than 3Dlminutes, please‘l]i'ck 't’lh? reason mentioned below :

[ | Unavailable Bed

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

"] Nurse not Available

| | Available Bed not ready
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Rainbow® Y

Department of Anaesthesiology Childven's Blrtthg ht
PRE-ANAESTHETIC EVALUATION Hospital | () emoncsions
Name:hd.a,l..-.&tdum “lakbosaum age N8g. sex o UHIDNO & oo
Date: ........ Q.ﬁ.l.Q.G.l%.Q ................... Time: .. A 1S=F0on......  Proposed Operation: l—hPﬁROS-LCPlL‘HV&I&P_ECTCW‘
DIAGNOSIS: . D e O I O S o et
B.P/ CRT: ras/qe HR: 86|Mn Weight: SQks.  ASA Physical Status: [ 1 /43 04 05
\5] G’ 2c U Laboratory Data:
Hgb q 8311!/ d Glucose: 1O H’ 10111 TR HIV: e o,
Urea: . ‘Q G ................................ HBS Ag: ..~ M&
WBC: Gc;o@ creat: .0.29. cU TOtal Bill ..o Hov: S :
Plate: 3..91(9\0.“\1 N o '7 ......... DIE Bl e Blood group: BV Stress/Anglo: .............
I 0 - K: oo LOH: woovvissemisemssssssioes LE T Other: .....oovcceereccnen
PTFT:. . 3§ l (0 Al pho8: i T s
INR: ... li B MG+ +7 oo AMYIASE: .oooorroererere.e 1], e 9By araia)
&7 2'Up’ Bl v SBOT/SGPT. s ——— A
cT  3'ay Mlerges: oo Deguarniis
Medical History: ~ CVS:  pyo ;,JO d\a{'mm , Estrccpe Vsa: Co-T [E Si ! 5
ONS : N S MeHO"ﬁOAi')-
Renal : Tuep “initu
Hepatic / GE : Physical Activity: Ao 1R ks
st ‘P% (= / 3 ac . ch.
. ) ¢ Diog IO i
Past Anaesthetic History: ant 00 NSRS e, —+ e
Physical Exam: ( )33
Airway: MP 1 @4 Mouth Opening: -Mcwﬂ\@utohymd Distance: B F& Nec@ku!: Teeth: @%Uﬂqmat
Lungs : Necx
Heart 5,5, () 11!0(&)50&*%@ ) Rdfcvd
CNS: BNPD N Pogpbesal © _ how back adhe
Pregnant: [ Yes :,n{ CINA Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: ZIMAC HEGIDNAL‘;rﬂ-E'IT T LMA

Peri-Operative Plan Explained to the Patient: p\'ﬁ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
Water / ORS 2 Hours

2. NILORAL<( |\ /M,
3. Informed Consent: 2 Standard — High Risk

Post Operative Pain Manageme@/&écussed with Patient

4,
fy. (fjher Instructions:
....... L) PREC.  Yeaedve. T Crouw. ml—dv

Signature: (7R, .....ovvvrvenne. Name: .- RY..&: "‘G\ .........................................................................................................

M/ CLINICAL / 044

Docu. No. :
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I Iﬂﬂ MIIM IIIIM

Pre Induction Assessment: < - SO -NIVY -

ANAESTHESIA CHART

W
Rainbow”
Children’s
Hospital

It takes 3 lot to treat the littie.

I\

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition: CYes &No Fasting Status: .P.(U_,ﬂl[/LAIb i
Physical Status:  Patient Identified 7" Consent Present \"Chart Reviewed
HR. 4G [BP/CRT: WZ A& T6p0,: 447/, [RR. L%

[ Last Feed:7G has

operation: 12328 Lap:+ vyeludd Cloavy  pate Q.

lelog.....

SUrgeon: . Ds ..o Anaesthesmloglst h...&w..[%.ﬁmechmclanﬂm and...

TIME 1B 4 o [ 57X
N.p /Al )-LEMM —> > A
, _HARETSUSEVY AY [— > PN I— — — Antibiotic
1 Drugs: | ~— =
- W\ 0}
E ' Suppository
avy-PELOP mm L OV L : SUp-DIcLo
i Y
A 1 g w
Y CTAM OU (g1
Wi VIORPHING L] Blood Loss
: U
e (%= m%
0, (S A% 09|94 94 _°W 2497
ETCO, 22 1242 'za ag L8| 3 2a |2
ECG NI c AN
Température 36 |26 25 (20 (20| L[ 2020 [RC] 2 it
Urine Output
— i A
RSV Wy —— S (L —
29 "
23
BP Fa
V Systolic 220
A Diastolic
X Mean 200 5
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140 Y
Throat Pack in .
Thioat Pack Out " 120 E=ri M T
100 7 LELEBNE L 44221 :
sd e L Lol o . : n i
60 : i Lo - :
40
20
10
0
ABG 1
LAB Vaiues
[ GRSS
3
\ﬂqulpmem Checked and Temp: Induction Regional:
Functional T HME (] Fluid Warmer | NZTV \FTnhal Extremity SPECIY: ot
] BP ] Cling Film | OH Warmer ¥ Pre 0, CJRSI [ Spinal O Epl ] Caudal
= Cuff Site@V.ﬂm. A Hugger's  ="Cotton Wool [ Others 1| AR R L e
0 [ 51— ] Other S
NPT e Lt i ] Mask 7 SGA POBMIONL covivis s cserssifisniimnasmsiccmsmsuiammieainsrisian
[ Airway ] Oral ] Nasal LR o LR L M RS
Temp Site SK LA :
\C;:Fm ':’mmmr AnaesStart g SOAM e 0. a A8 cm Needie Size: ......../[........... Depth:
- Agent Monltor opsurt . QLS AIN = Oral CINasal [ Cuft Parasthesia [1)6s [ MNo
\;ﬂ Pulse Oximeter OP Ena: . r_l\ Trachg'sg&ampl&a}ll‘um = Catheter at ski'................... cm
77 Capnograph Leave OR:. l M&m ------- PO R i st e Drug NAME &/CONC: oo
.~ Ventilator Anagsthesia: 1 Awake [ Direct Vision TS TR
1 Nerve Stimulator "1 GA Wdeo Laryngoscopy [ Stylette / Bougie Infusion: /..
1 Monitored Anaesthesia Care I Fiberoptic Block Lgvel:
Position: ¥ ] Regional Blade# ... 2..... Attempts: A St
& Pressure Ponts Crecked DICUIY WY ..o oo
Line (Size & Location) . Transportation to
Fye Cuse: CIOVP: o | \ZT Bl = ETPACU  [IICU C] Other
u;]',D:nt TARL...... ] Semi-Closed Circle Relaxant Reversed '\ Yes “INo [INA
Tape. LROUL 1§49 ~~"Tlosed Circle Hr- -
[] Padding Y oth Name of the Doctor :.....%.... S ML M N0 e
[ Awake r o
b DI IV rerressessssenessesmsmssssassurassasanssn Signature of the Doctor :.............

@




|P26-00006548

HNH-00015886 .
Mrs ANJUM TABASSUM
23-05-1979 a7YOM17D  (F)

BT

"%
Rainbow® . L
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a Iot to treat the littie. Your Right to a Safe Delivery

POS. ...c..corrieon vane UNIT RECORD

Received in PACU by : Lok AN .

Time Received : ... {53087

Time Discharged : .....cccooeevvveeninne.

250 250 | \y Cannula Site : ...... XY JASALEEA .
240 240 ‘Z‘
w 230 230 |% ] 0, Mask [J Nasal Prongs
% gf: gfg (] Tracheostomy [ T-Piece
@ 200 200 | [J Oral Airway [J Nasal Airway
cc 190 190 v P ,L
B v
180 180
8 170 170 | Vomiting : [ Yes ‘-ijNo Druqf«lk’/?f”ﬂj’ﬂ -
g 1:3 :g NG Tube : (] Yes ﬁo ° [‘
v ‘;g :g Drain: 1 Yes Y1No
1
A 120 & 120 | Urinary Catheter: = Yes 1 No
110 1 10 . e
&% 100 & 100 | Chest Tube: Yes =TNo
—d
= o 4 O oo | nitoral T¥es ™Mo
- V.
A AT | wruids: B
& 50 50 Oral Feeds: 11)’/3307
e 40 40
=
3p 30
v 20 20
1D 10
0 0
SPO,
MINUTES
Posrm»::ﬁnasdsamifistﬁgﬂﬂﬁ N 5 Te0 Too 10U SCORING INTERPRETATION
Able to mave 4 extremities voluntary or on command =2 ) : s
Able to move 2 extremities vulﬁmary or on command =1 ACTVITY [ 72 9 |2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Dlscharge
Able to deep breathe & cough freely =2 o |
Dyspnea or limited breathing =1 RESPIRATION "L_. . 5 s s
Apneic =0 2 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i H inian:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION n— b PN i space below by the Dischargmg Phy5t01an.
BP + 50 of Pre Anaesthetic leve =0 1
Fully awake b =2 i
Arousable on calling =1 CONSCIOUS!
Not responding =0 |+ [+ |2
Pink =2
Pale, dusky, blofchy, jaundiced, other =1  COLOR *),- Q- | Q—~| 2~
Cyanotic =4
TOTAL q . IO ! D w
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

10 [b1nb| 1120

Iglgﬂb! [ 3Epm

r

pediu

Lludy

p/b [2b

wesu sty

[ Loy

| 36

M«é—-

Pain Tool UsT'd: CINPASS [1FLACC [IWong

Anaesthesiologist Name :
Anaesthesiplogist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

ZINPS

Baker

Reassessment Frequency:

i g ! ! @O[ } With in 30-60 minutes after pain relief intervention
g O‘ﬂ'\,q,\
ey

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
¢.  Prior to pain reliving intervention
d.

Transferred to Unit by (PACU): ... .

Date & Time:

@ 30m
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Rainbow® ) .
Patient Sticker ' ~ Children's | @ BirthRight
. . Hospital BY RAINBOW HOSPITALS
1t tzkes a lot to treat the lttle, Your Right to a Safe Detivery

Department of Anaesthesiology

EPIDURAL ANALGESIA REGORD L e s

Y Y
Date: e TIMe: covvveevveriernveenens? PIOGRAUIE QOME BY oot s e eeeeseseeenensesseresesees S
. GSE/Spinal /Epidural Position : ....... eveenen SPACE &t Technique (LOR/LOS) ......cvvuue...
(D15]1 )1 Catheter at SKin: ......ccccveeeeiecerieresaeresnnen, AHEMPLS & e
Parasthesia : YBS/NO If ¥8S GBLAIIS © .....c.eeeeereeerecreneie st sen s srses e s afrassasbepsssefgsesessasessassnns
SOILON COMPOSILION © ...ovrveecrise et ren e ses e sessr st n s as st anes LT e ereneeans ! O
Any other issues : o "
) et sea et bases b st s s se e ses e Re S A0t et e et et st e e s nee e
D) b e ha AR e S E R4S S 4 AL RS b e bR R R At AR R R r R bR st s e R arens
- Infusien Rate Level Maternal
Time | gnyne) | BoWs ) | yen Right | BP | Puise | FHR Comments
.
T — _ N B N o
A = \
) T - \‘“_
— el e
Delivery Details :  TIME © .o APGAR: .....cceeeevrene SVD / Instrumental / LSGS (if LSGS Details)
Catheter Removed by and Tip INSPECLEA : ....uvecvvveerersnsernsserensesessonsres et st e ene s se e et
PatiENt SAHSTACHON © 1vvvcurerereriserireerererereeersrnrtreafeaeessasensarssasssssussessustsseresssstssesseesasennsssesdsssensnssessassnsssessssssssnsensses rerenrenas
|
Discharge /Shifting ordered by - |
Doctor SIgnature: ..o S . |
Doctor Name: .............. ettt p st - s
R —_—
Date and TIME : e sesessaseeesessivrensenas ~ - a 1
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CONSENT FORM FOR GENERAL/ Chidren's ‘Eﬂi:&ﬁﬁﬂ"
REGIONAL ANAESTHESIA / Hospital | | W e

MONITORED ANESTHESIA CARE

Patient NameMN—PnHum'_rm.me ............ Age’Hs Gender : Male O Femal;Z!/

UHID NO: v Surgeon Name=F.: NMecra........ \aake
Anaesthesiologist : . S RX.:. S;..m:(/ s N p&UCALa ....................................................................................

Operative procedure planned : —ToTaL.. . kAPoRosorC..... HasregecTomy.

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

I.:] Incapacitating Cronic Obstructive Pulmonary Disease

= aD»ﬂ‘[ﬁérs : Wﬁm on.s.... «E:[c.ccinn\:]., ......... N eedl. .flllfmr['\l.uioh ..........................
COMITIBITS & ..ot n e Mos et es et s et s bbb st st b b s s s s s st nss
* Doctor to d;:)cument 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 uponm my patient

Mﬁﬂ'ﬂﬂ.}mlm the above mentioned operafion / Diagnostic / Therapeutic procedures
.TTITE}?TEBL........}s%ﬂaa.nsof.m_...r’fh&T&tEcmo.Mff ................................................................

" | authorize and give consent for anaesthesia ( O Regional / eneral Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




| understand that there are some infrequent complications that can occur due to use of anaésthesia, 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: O Yes O
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

P
Pafient / Patient Atiendant : Witness :
bt
Signature : ..} P it IR Ll e S Signature : ..\..... @’( ...............................

Name : W\r&ﬂn;wm(\“ab"wﬂ Name : mﬁmw%dﬂkﬁaﬂefﬂ
Relationship with Patient: .......G€ 6 Date & Time : %ﬁ;/@ﬂﬁ"-
Date & Time : O\\G’[Q\AQ[OM

Doctor (who is taking the consent) :

Name : .......n.. SR - Sk & \f\t ...............
Date & Time : OOI\OG‘L#/OG‘/W

—

o



in()/%w“ . L.
INFORMED CONSENT FOR SURGERY OR Children's ‘BnrthR-ght

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE st o e Tour it o 5t Dty
Patient Name : Mg A"'\f erfabm'n Gender: [ Male E—Hﬁ‘na;le Age: ..... ”3*1\ ..............

UHDNo: ... ANA-000 1 £8&6G. ... Date : lgff?[% ...........

Instruction:

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

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

L s L s A
............ Mes Brqum_tabassun).  NameoithePatint) e,
I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no

guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any L‘mtoward event theregf.

acesve bleediing , Infechex . (njuegts_edjacont eagans, TGk of adhesion
Nt fon blivd b (... Ned. goeo. Lapdielondt.......
......... EtL&WU’DPWC«h

LY

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ................... (D“ M&MU}&L( ...............
Consentee : Patient Attendant : ; -

4 W
Signature : [V V"nm . OMF D Signature : .ﬂ: (o R

Name : '?}d\’_')u.m Name : /?”c//f/fmff/ﬁéﬁ/////c/ﬂ//”’f/
Date & Time ; \@lb\ﬂatﬂ@&w Relationship with Patient: Tadbaods.....

Date & Time : N@LQ/QBQW

Doctor (who is taking the consent) :
Signature : ................. CD-’ ...............................

Witness :

Signature : ............

Name : dm/\gt:j .......................................
- ame : ............ '—D'*M .....................................
bidle T - fo[éliﬁ@%\ﬁwm gatel Time : )Q{QIWW

Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® . s
INFORMED CONSENT FOR SURGERY OR Children’s \ 4 BirthRight
Hospital .%

SPECIAL PROCEDURE e o e .

om: .
Patient Name :M RS i\ alunm \ABASS Gender: [ Male [J-Female Age: ... AENXRS

UHDNo . FENS. =00 \= 88 6 oate: A 61202.6

Instruction:

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

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

LA PRSP\ C HysTterectomy °

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 resuits of not receiving care or treatment.

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

.............. mowttoge,  Voroan A
Co%xtgmu@;wﬁ lead.

“aea ST e --r-‘lll

My signature on this form indicates that

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

3. Ihavehad a chance to ask my surgeon questions.

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

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

eena U CL\G"

Signature : (e MW""‘

e SO AN E sl e s SRS
Name, A i, Name W CE i

Relationship with Patient: ..............cccooeiiieeieeeeeeeeena,

Date & Time : CH_L/?,Q. ..... @’LW

Doctor (who is taking the consent) :
SIONBNIG & oo BT cmasiossinss s mibsis s s b bimais

) CTLL TR ) T o W
Dol T - O\J\P‘gokalfﬁ N 1})\’1&*"\ gate & Time : %Wmeﬁ%

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

Pacﬁ:\uc‘_“,s ans\usaon \\le\uﬁ
1. Ihave read and understood the information provided in this form S \\\u&‘ﬂ\'c\“( Cpltees
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Rainbow” . S
Children’s ‘Brrtthght

GEDE:-5 of 'r; { L, Hospital BY RAINBOW HOSPITALS

1t tokes 3 kot t treat the iRte. Your Right 10 a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
Patient Name: ' . by ‘ Age: Gender: )
UHIDNo: {84 oo IP No: Date: Time:
Diagnosis: ap -y, & A . /
: PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI Q0 m¢ 4 S & 4l
2 Marphine Sulphate Inj. 15mg/MI f £
‘_3. Remifentanil Hydrochloride Inj. 2MG 7 ./T
B Remifentanil Hydrochloride inj. 1MG ¢
Doctor Name:\ Sy . HYESHA DoclarREgRUAEen W' e loanas
S:gnalur?(’lﬁ}/
\

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

/

IP Registration No: .................. DULe I G s LA B
Aadhaar No. of the Patient (Optional): ..........oovemiimmreiiineninrie e eissiesee aneseens
J,,1 Name: DU K Remarks

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

3. | Brief description of the illness

Whether registered with any other registered medical practioner /

% recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed : g i
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
‘ ;A 5 Al
Dispensed by (Name & ID No.): ............... e Sl 7 LA e o oo R sl A, Signature: ..............co...... e -7
] ] : 67 1O £ /‘ . |

Recefvedibyr {Name BilD NG e o il f s iha s e s ssans ot o o Signature: ...... Jﬁ! ....................
11115 Ao rart o o Bt e SN

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow®
Children’s
) (- 000 8205507 Hospital

- 1t takes 3 kX to traat the File.

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

® BirthRight

BY RAINBOW HOSPITALS

Your Right 10 a Saluf}nﬂn?y

PatientName: My §. Ap u "':_§'<' C U2 Age: + 1Y Gender; [ 7y
UHIDNo: o Li-c0015556  1PNo: _L{26 o0tz Pate: 41 /2 ¢ Time:
Diagnosis:  / ¢/ by le g !;w"‘--‘f 7= Y|
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name ~ Dosage Remarks
1 1. | Fentanyl Citrate Inj. 50mcg/MI % -
2. | Morphine Sulphate Inj. 15mg/Mi LA ‘ "'YH
3. | Remifentanil Hydrochloride Inj. 2MG X .
S 4. | Remifentanil Hydrochloride inj. IMG K L
Doctor Name: O S N SN Doctor Registration No:
A\ I Sha 1{41”/(,.11;)\
Signature :}\3(‘:“/ ¥ '

J

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

’

V1726 00006 L /- f frts
IP Registration No: .............. B et B .~ O e L el o
Aadhaar No. of the Patient (Optional): ..........cocceiviiniiimmmniiiiiennmreeesnssnr e sree e renssnsssess
L1. Name: MyS. A fum  iodscu s 1) Remarks
2. | Complete postal address (with contact number, if any) - e : ]
3. | Brief description of the illness L e H e
4 Whether registered with any other registered medical practioner / 3
" | recognized medical institution ( If yes, details of the recorded) o |
5. | Details of essential Narcotic drug dispensed MEOT -
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
lehb  HMorpht axe [ drtp ] A0
Lo i
Pispensed by (IName &I INOL i uieriapsersii it ol s ane v s byd s vos s dpiens ot sos s I MBUTBE 1 T ey algheicivirvandica oot i
[ e bV, ) [
Received by (Name & ID ND)}""“’fVﬁ(//Slgnature ...... )” ......................
BmEEE s e e

Docu. No: RCH/ FRM/ CLINICAL / 133
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Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes 3 kot to treat the Mtke,

Your m’ohlr 10 a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
PatientName: A 7¢.4 A1Asjuprt TA A4S0 M Age: fs T y Gender. [
UHIDNo:  #/we -0 6a!s™ 264 IPNo: 1) -060065 1 4Date: 0l /2 ¢ Time: §. .7 4w
Diagnosis: lap HULTELCE TOMY wAln' OT
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oo M ¢ o€ AN mf
/2. | Morphine Sulphate Inj. 15mg/MI = B
3. | Remifentanil Hydrochloride Inj. 2MG 5 23
4. | Remifentanil Hydrochloride inj. 1MG o >
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5. | Details of essential Narcotic drug dispensed (ENTANTL
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NARCOTIC PRESCRIPTION FORM
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