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' Length of Stay for : ' Length.of Stay for :
Pharmacy upto - Phiarmacy up to H Moo,
Investigations up to Investigations up tg P} . Q5 )¢

LI Y

I:l Covered 'j[:lNot Covired,  Epidural/ Entomox <+ EI ‘Coyéred’ D Not:Covered
. [ Wi g

R hd

Roomeligibility is purely subject to TRA app;ovai end the Package /Room Tarifl starts from the time of admission. The wﬁmatcdmﬁount may Change agcording to duration
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‘ SURGERY DETAILS
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Patient Name: ............. M\(S\[\?L(a\&wﬁ ....... Date of Birth: {H@]J?@j’ Age: Q%ﬂj
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1. Surgeon S N V%Vaw“%fmﬂf/j;:j)\m‘};l;f“ ..................... O
: ‘ CA O S , . m\JAJ'——M’p cuu VIJAYA RANI (42Y/F)
2. Anaesthetist s Y o0nm "'[BTDW\(?' ...................... g |“| (“‘llll"lllm l“"lmll ,
3. Assistant Surgeon }T»S\A"?S])(MM‘I e, R sUTERS

4. 0T Technician 51f£&¢i,&f&rﬁp§mﬂ.‘f ..................................................
5. Circulating NUrse : .......... &Sm%n{—« ...................................................................................

6. Assistant Nurse :...Q:...-}Cmpmﬁn...,ﬂm.&%amft..,...Qf.,.fAnEHM ..................................................
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IV set NG tube Koochies (S)
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. = @ Rainbow Childrens Hospital-Himayatnagar
Pt Rambow.
ﬁ};isld{g; s Birthghs Rainbow Childrer's Hospital, Door no. 3-6-267, app. Cafa niloufer, Old MLA
i p it quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 500029,
- 040-48873000, in!o@rambowhospllais.ln
"
(AW AT T
ELEGTRONIC MEDICINE PRESCRIPTION
MRN - HNH-00015784 Natne Mrs D VIJAYA RANI
Ago ! Sox : 43 Y /Female Doctor 1 RAJANI KUMARI
Adm/Rog Date/Timo : 04/06/202G 06:33 Payor SELFPAY
Order Dato * 04/06/2028 18:17 Ordarnumber 26-0000204238
VisitID 1 [P26-00006491 WardiBad No @ 4F-OT fPPO-415
Patlent Address : Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.MNo Descriptlon Genetic Name Dosags Raoute { Frequency Ruratlon Instruction aty Status
1 ADULT DIAPERS-XXL 1 Nes External 10 AM 1 Days 1 Nos| Dispensed
HIGH PRESSUR EXTENTION
£ 2 Jo00¢mM PRYMAX 18 Extprnat { Onca Daiy 10an thos|  Daponsea
NS 1uoo=.u. OSED NORMALSALINE
LI A o  |¥ooors crosen 1hos Extornal { Onee Dy [ 10Nos| Ohpensed
[ 4 |psvRINGE 10ML(NIPRO)  |SYRINGH 10ML, 1hos Extarnsl { Once Daiy 10 4Nos| Drpansed
i
NELTON CATHETER-10 .
l 5 |poLvaen 3Nos. Extemalf 10 AM 1Deys 1Nos|  Dispansed
' 6 [vaccumEsucTioNsE?  |VACCUMESUGTION |, y. 70ncw Daly 2 Days 2Hoa|  Dispenaed
7 |corronsarszamsnos [GOLTONBALE2E g oy Extarmal f Orve Dally 1Bays thos|  Dispensad
8 [MCT-ROF 100MG 10ML 1Nes Injaction / Once Daly 1Days 3Nos| Dispensed
9 |Encors Microptic glovas-8.5 1Nes 10nca Dady 1Days 2Mos|  Despenian
10 {SOLOVE #8.5 (SURGICARE) |SURGICAL GLOVES 65 |1 Nes Extamal f Once Daly 108y SMNos| Dispented
11 |DSYRINGS 25MLINIPRO) | SYRINGE 2ML 1Hes Extemal  Once Dady 10 dttes| Dispensed
12 |TOVIANE SOLUTION 1o% 1hos Extemal f Once Daly 1Days 22os|  Dispensea
i
}g 13 |SURGICAL BLADE 11 SURGICALBLADE 11 [1Nos Extomal f Once Daty 1Days 4%os| Dispensed
i
! PROXIMATE PLUS MD 3500  |PROXIMATE PLUS MO ]
4 STAPLER(PMWAS) 3500 STAPLERPMWAS |1 Mot Extatnal { Onca Doty 1Dy 1ha3|  Dispensed
15 |ResoamL cLOSED SYSTEM [FNOCELACTATE 1 Botde 1Onea Daty 3 Days 3Bowe| Dispensed
ry 1B | e O 1408 |ueaction s Once Daty 1 Days 1Nos| Daponsed
i
! 17 |FOLEYS CATHETER 14-URO 1tton |Extmmaiz 10 1Days 1hos| Daosnsed
L
1 ;I:SOPHAR\’NGEAL TUBES W\rmm 1 Hos Extemal  Onca Caly + Cays 10|  Dizpantes
19 SEE'FEEsL{luen? RSUFG'C’“' ‘PAg‘E“-G‘guED PLATED 1Nos Extetnal ! Once Daiy 1 Days 1Nca| Dispensed,
20 |MOPS 30X30 BPLY 56 X-RAY | MOPS 30X308 PLYDATT |1 Mot 1 Once Daily 2 Days 2Nos| Dispensed
BTN vt el 11os Extemal £ 10 AM 10ap 2Nes|  Dispensed
22 |vicRvL 1.0vP 236 VICRYL 1-0vP 2346 |1Mes 1Once Dally 1 Days 1Nes| Drspented
23 [JUSTi SUPPOSITORES 100 108 Extormal f Onca Dady 1Days 150s|  Dapensed
EZ it o Lo 11os Estorial Orica Dialy 1Days 1N0s|  Dispersoa
25  |IRRIGATTO(.LIR SET) IRRIGATTO(TUR SET) |1 Nos | Extemat r Orica Daiy 1 Days 180s|  Dispensed
26 [THEMIPYRRNOM O.2MG INJ 1Ko Ijoction / 10 AM 1 Days 18os| Dupensea
. 27 |ONDOKINDINIAMGZML  [DDANSETRONAMS 1, ppry 10nce Dady 10ays sval|  Dispenses
E.C. ELECTRODES (ADULT} |ELECTRODES ADULT |1 Nos Extamal { Once Cady 1Days SNos| Dispenssd
; DSYRINGE SML(NIPRO) SYRINGE SML 1Nos Extamal  Orice Cady 1bays 4Nos| Dispenssd
;; SGLOVE # 7.0[SURGICARE] |SURGICAL GLOVES 7.0 |1 Nos Exiamal { Onca Daiy 10ays 1Not| Dupensed
STRATAFIX SPIRAL PBO STRATAFIXSPIRALPOO
E1 (SXPDZBAOT) {SXPD2B40T} 1 N £ Once Dally 1 Dayy 1Hca| Dispensad
RAJANI KUMARI
* This document is Just for reference purpese only. Not to be considered as primary report.
Note
* This prescription Is valld only for speciflfed duration.
* Do not refill medicinez.
t
i Printed Date/Time : 0470672026 18:53 Printed By : SUNKARI SANGEETHA Page 1 of1
—\ .
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e Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's . . , . )
Hospital sirniez w  Rainbow Children’s Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
Rainbiw quarters rcad AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015784 Name : Mrs D VIJAYA RANI
Age / Sex : 43Y /Female Doctor : RAJANI KUMARI
Adm/Reg Date/Time : 04/06/2026 06:33 Payor 1 SELFPAY
Order Date : 04/06/2026 18:17 Ordernumber  : 26-0000204239
Visit D : 1P26-00006491 Ward/Bed No : 4F -OT /1 PPC-419
Patient Address : Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE 7.0(POWDER FREE) i 1 Days 5 Nos Dispensed

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

RAJANI KUMARI

¥

Printed Date/Time : 04/06/2026 18:52 O Printed By : SUNKARI SANGEETHA O Page 1 of 1 #
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Rainbow Childrens Hospital-Himayatnagar
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Prilnted DatefTime . 04/06/2026 18:53

Rainb‘ow.
= gl‘gd{&? 5 simmgm  Rainbow Children’s Hospltal, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
S
osp o Raindowe quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
- Telangana, INDIA ,500028,
040-48873000, info@rainbowhospltals.ln
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015784 Name : Mrs D VIJAYA RANI
Age ! Sax . 43Y [Female Doctor : RAJANI KUMARI
Adm/Reg Date/Time 04/06/2026 086:33 Payor © SELFPAY
Order Hate 04/06/2028 18:17 Ordernumber  : 26-0000204237
Visit!D . IP26-00006491 Ward/Bed No  : 4F -O7/PP0O-419
Patient]Address * Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No {f Description Generic Nameo Dosage Route / Froquoncy Duration Instruction Qty Status
4 CORRUGATED
CORRUGATED DRAINAGE . ; o
1 . DRAINAGE SHEET 1 Nos Extarnal { Once Daily 1 Days 1Nos Dispensed
SHEET 25025 MM-D 250925 WM.
O 2 |SURGEON CAP(FEMALE) FEMALE CAP 1Cap 1 Onee Daily 10 Days 10Cap| Dispensad
3 THEMICAINE 30GM JELLY 1 0n Application ) [ Cnce Daily 1 Days 1Nos Dispensed
4 Sgg’zs TSXTS 1ZPLY (S ﬁégza T8XT.E12PLY § 1Nos Extemal f Once Dally 1 Days 12Mos| Dispensed
MAJOR PACK
§ {PROTECTCARE) 1Hos | Extemnal / 10 AM 1Days 1Nos| Dispensed
B8 EESSERSE_;AL?:ROPHC 1Nes I Qnce Daily 1 Days 1Hos Dispensad
7 ;gx;UDOCAIN'SPER PATCH 1Nos External { 10 AM 1 Days 1Hos| Dispensed
n
g | g&s&‘gm (ADULT}1841- 1Nos External 7 10 AM 1 Days 3Nos| Oispensed
LEGGINGS DISPOSABLE ’
9 {FROTECTCARE) BIG 1 Nos 110 AM 1Days 1Nos| Dispensad
[T P CHLORHEXIDINE
10 ?;g&fFREF SOLUTIONS |y CONATE2 1mL 1 Once Daily 2Days 2MNos]|  Dispensed
i " SALCOHOL.80% 500
n 9 géﬁll.CAINE INJVIAL 0.25% 1Nos Extarnal / 10 AM 1 Days 7 Nes Dispensad
12 I ET TUBE 7.0 CUFFED RUSCH 1HNos External / 10 AM 1 Days TNest  Bispensed
13 gfgkﬁsﬁp’(g_""’_’mgg'“ 1 Nos ! Onca Daily 20 Days 20Nos| Dispensed
14 [ |ROCUNIUM INJ 60 MG 5 ML 1Nos { Onca Dally 3 Pays 3vial| UDispensed
O 15 | [FACE MASK 3LAYER - FACE MASK3LAYER  [1Nos 6nce Dally 10 Days i0Nos|  Dispensed
16 | INS 100ML ACCULIFE - EH 1mL External 7 10 AM 1Days 1mbL| Dispensed
17] |SUGMADEX 2ML IN3 1 Ampule Injection / Onca Daily 1 Days 1Ampule| Dispensed
18 gg??g;:&s 60x90 1 Nos External / 10 AM 1Days 1Nos| Dispensed
19] |RYLES TUBE 14 POLYMED 1 Nos 1 Once Daily 1Days tNos| Dispensed
i
I
' RAJANI KUMARI
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* T|h|s p"rescriptlon is valid only for specified duration,
3
* ch not refill medicines,
L
Printed By . SUNKARI SANGEETHA Page 1 of 1




% %

. S ®
™ Rainbow . L
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
‘ Your Right to a Sa!EEleW
Name Mrs D VIJAYA RANI UHID HNH-00015784
Father/Guardian Mr D NARASIMHA SWAMY Age/Gender 43 Y / Female
Address Chikkadpally, Hyderabad, Telangana, INDIA, 500020
IP No IP26-00006491 Admission Date 04-06-2026
Ref Doctor SELF

Discharge Date (7.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)

Diagnosis: P2L2 WITH PREVIOUSLOWER SEGMENT CAESAREAN
SECTION WITH K/C/O HYPOTHYROIDISM WITH ABNORMAL UTERINE
BLEEDING- LEIOMYOMA

TOTAL LAPROSCOPIC HYSTERECTOMY WITH BILATERAL
SALPINGECTOMY DONE ON 04.06.2026

History: She presented with complain of heavy menstural bleeding since 6
months and pain abdomen since 2-3 months.Scan done on 24.04.2026 showed
O Bulky Uterus (143*94*128 mm) anteverted, ET - 5.1 mm,E/o large well defined
hypoechoic lesion measuring 13.5*9.3*14cms noted in left lateral wall of
uterus abutting and displacing the endometrium towards right s/o Large
intramural fibroid. On color doppler internal vascularity noted with in the lesion
, with Bilateral ovaries normal in size and echotexture . Patient admitted for

HIMAYATHNAGAR BANJARA HILLS v 1 HYDERNAGAR 11 KONDAPUR DUTPATIENT CLINIC UC] Accre v SECUNDERASAD KONDAPUR L B NACAR (MAE NANAKRAMGUDA

} 040 - 4746 23

® 18002122 @ www.rainbowhospitals.in
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: Rainbow” . L
N Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
* YT\ur Right |(1TS<"€* D_EL ||||| y
I:Jarl-1e = Mrs D VIJAYA RANI UHID HNH-00015784
IP No IP26-00006491 Admission Date 04-06-2026

Total Laproscopic Hysterectomy with Bilateral Salpingectomy.

Menstrual History:-
LMP- 25.05.2026
Previous cycles: Regular cycles

Obstetric History: P2L2, 2 previous LSCS, LCB -2013
Medical History: Hypothyroidism since 2013 and on T.Thyronorm 125 mcg.

~ Surgical History: LSCS in 2011 and 2013
Allergies: Nil
Family History:Nil

Investigations: Enclosed.
Blood group : " A" Positive

Surgery Notes:
Operation performed:
TOTAL LAPROSCOPIC HYSTERECTOMY WITH BILATERAL

SALPINGECTOMY DONE ON 04.06.2026
Indication: AUB-L

Operative findings:
1. Uterus about 24 weeks in size with large 14x13x12cm fundal fibroid on
') left side extending into Left broad ligament
2. Cervix normal
3. Bilateral fallopian tube normal
4. Bilateral ovaries normal

AAAAAAAAAAAAAA BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC 1 SECUNDERARAD KONDAPUR L B MAGAR NANAKAAMCUDA
3040 - 4466 5335, 91009 25514 [ 71040 - 4246 23 3040 - 4245 2100 ergency 3 040 - 4246 2200 ergeny § 040 - 4246 1400 wncy 3 040 - 7111 1330 . 0406831 1211

® 18002122 @ www.rainbowhospitals.in
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~ Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
™ | ER\ghl to a Safe Delivery
Name Mrs D VIJAYA RANI UHID HNH-00015784
IP No IP26-00006491 Admission Date 04-06-2026

5. Bladder adherant due to previous LSCS

Procedure:
1. Pneumoperitoneum created.
Total Laparoscopic hysterectomy with bilateral salpingectomy done.
Bilateral ovaries preserved.
Specimen cut and removed.
Vault sutured with Vicryl no. 1-0.
Corrugated Drain Sheet left in pelvis through the vault
Haemostasis secured.
Wash given.
Wound closed in layers- sheath closed with Vicryl nol-0 and skin closed
with clips.
10. Post operative period was uneventful.

)
©®ONOUAWN

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate. On
first post operative day Foleys removed and she voided spontaneously. She
was shifted to room. On second post operative day CRD removed.Her general
condition was satisfactory and she was found to be fit for discharge.
Medications were explained to the patient supplemented by written
information.

. Advice:
' 1. T. Ceftum 500mg (Cefuroxime axetil) twice daily (9am-9pm) till

11.06.2026 after food.
2. T. Pantop 40mg(Pantaprazole) once daily at (8am) till 11.06.2026 before

food.

® 18002122 @ www.rainbowhospitals.in
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Rainbow . _—
- Children’s ® BirthRight
- Hospital BY RAINBOW HOSPITALS
. } \Tcur Right to a Safe Dein:a:'
Name : 7 Mrs D VIJAYA RANI UHID HNH-00015784
IP No IP26-00006491 Admission Date 04-06-2026

3. Tab Hifenac P (Aceclofenac 100 mg+Paracetamol 325mg) thrice daily
(8am-3pm- 10pm) till 11.06.2026 after food.

4. Tab Zofer ( Ondansetron) 8mg Twice daily (8am-8pm) before food till

11.06.2026

T. Zincovit once daily at 2 pm for 1 month.

Soft diet for 2 days (till 05.06.2026) and normal diet from 06.05.2026.

Continue T.Thyronorm 100mcg once daily (7am)

Collect HPE report.

ga = ghon

Review consultation with Dr. RAJANI KUMARI,and SURI SRIMATHI after 1 week
on 11.06.2026 in Gynec OPD with HPE reports at rainbow Children's Hospital
(Review consultation will be charged).

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 ..........cc...... in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number -18002122. You can
also take appointments at any time gomg online to our
website www.rainbowhospitals.in

- b
Regi ar/ esident/C.M.O

Consultant:
Dr. RAJANI KUMARI

BANJARA HILLS L HYDERNAGAR . KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR LB NAGAR 4 Accredied)  NANAKRAMGU! DA
s = 040 - 4246 25 100 . 0 - 4248 221 . 04 - 42 ¥ 3040 - 7 ' 5893

® 1800 2122 @ www.rainbowhospitals.in




PATIENT TRANSFER FORM

%
Rainbow’ . .
Children’s ‘Birtthght

Hos pital BY RAINBOMOSPITAL.S

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

Patient Name & UHID No. ~

HNH-00015784 1P26-00008491
Mrs D VIJAYA RANI

01-01+1983 a3y

it

(F)

Date & Time of Admission

ths @

Date & Time of Transfer Order

A

Transfer Ordered by

frVewne

Reason for Transfer

P4

From Unit

V4 /mx‘

To Unit

o7

Information to Attendant
Yes\m/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

%(D Yes| | No|
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
y Kb Lp
2
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring

[ st ot o

Name of Person Ordered Transfer

Patient & Clinical RecTGFds Received by : qj}\\) %6
6LES (K

Date & Time of Patient Received :

Ifélhe 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




z Rainbow Childrens Hospital-Himayatnagar

2 &
Rainbow ' Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ * Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

i TEL NO :040-48873000

Hospital
Ralnbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

(11 R LLRRLEELRY 0 R
Registration Details : IR RN

Admission No : IP26-00006491 Admit Date :04-Jun-2026 Admit Time :06:33 AM UHID : HNH-00015784

Patient Details :

Patient Name : Mrs D VIJAYA RANI Age :43Y

Guardian : Mr D NARASIMHA SWAMY DOB :01-01-1983

Gender : Female Religion

Occupation : Martial Status

Address (H) - Chikkadpally Hyderabad Telangana INDIA Phone No 1 9032688306
G0RKEs E-mall . NO@GMAIL.COM

Admission Details :
Bed Type : TWIN SHARING Bed No : PPO-419 Ward Name :4F -OT

Room No : PPO-419 Admission Type : First Visit

Contact Details :

Name : Mr D NARASIMHA SWAMY Relationship  : Husband
Contact Address : Chikkadpally Hyderabad Telangana INDIA ~ Phone No : 9032688306
500020

ﬁignature

Joctor Details :
Doctor Name - Dr. RAJANI KUMARI Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode : DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 04/06/2026 06:38 Printed By : 016951 Page 1 of 2
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"iii S

ACTIVIN Y RECORD FOR BILLING

Name: -F--=--—-=-—==-=memmmm e e ———
I e e IP No : Consultant : 112 1] G —
Date of Admission : -=========-=nuu- Time : —======mmmmmmm Date of Discharge : --=--=====-==-=-- Timne: ssss—sseess
Room /|Bed No': —~-——c--r-s-n- Ward : -------mmmmmmmeee Suggested Billable bed type : ------=-====mcmmmmcmemuu-
WARD TRANSFERS

Date Time From To Signature of Nurse

aelre | AN~ pieu o @ f "
Llefi | w\oPen| 0T mity Aealg
7.4 o bt 209 V)

a bl Ui | oo 2ge 20 o wadl

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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

Date Eh;i?;;‘;;t Disconnecting —
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WPt odgen wAofey [} 69
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ule e |7\ docement = © 200 | Moua
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204Dé)
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LA | radbedens e dtnn ©) %uw%ﬁt{/
/ss et
O
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ANY OTHER INFORMATION
Date : Time: Prepa’red By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Mrs D VIJAYA RANI
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Br. RAJANI KUMAR|

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Rainbo ; iy
IllIIHIIIIIIIIIIIIIIIIIIIHIIIHIIII Chitdren’s ‘BlrthR-ght

Hospital

It takes @ lot to treat the littie

I.P. ADMISSION SHEET FOR GYNECOLOGY

Date of Admission : ........... YLGf2 e Time Of AAMISSION © .eovovevceeercteess e sssssnssesssensesasacs
Allergies: i NLDH— ......................................... [ ] Not know any drug allergies
fee- II?HESENTING COMPLAINTS : == === == s == m o s m o m s o m o m oo n oo :

;

LiE |

% .
%

E USQ(}J—{)MW) Bodufu—f' C»(o—«?a, infrpmost L0 o
et Ghd wote (V127 k2 iue com) abbhity
© aned wap-wuj e Cnddemnehamn Fowresin rjw-—

: ET  ~Srivom ;
; BN VBD @ w Styu /c el ot/ E
; MENSTRUAL HISTORY OBSTETRIC HISTORY :
| Year of Marriage : olo[O - Parity : 28D
‘ Previous Periods : Q‘_TNQM_ N o !3 0 4 Mode of Delivery :
E LMP : Last Child Birth: =<1 i
: Is|sfoe - ;
; s A !
: Contraception : T why cetenony :
1 g
: PAST MEDICAL HISTORY PAST SURGICAL HISTORY :
: | 2014 :
; g T 201y . CHW :
: Tf 7 < 229 3 E
E (Tats HHuproen [y OO :
: e sl :

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)
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Mrs D VIJAYA RANI

01-01-1983
AJ.

i

ay (F)

T —

ramiLY HISTURY:

|

— :
| MEDICATION HISTORY:

~INITEAL ASSESOMENT : is<nsomicics so fanivekinsasasmiodassaissmnnanasssbnmannsssosnnsnnsmanhsmmenmonmnng

= L)

Date___ & [¢ [ Breasts Local/Speculum Examination :

: Co .

o WL ® Nl ;

| BMI :

| BP : |
t | Pallor Bimanual Pelvic Examination ; b
‘| GWR e Abdominal Examination NeLefon :

’ - S onh— ;

+ | Respiratory System 8 Ff_ﬁﬁ :

i | Thyroid __ "®™ :

PROVISIONAL DIAGNOSIS: P |4 T 02[)4 eogns LSUA 'ﬁ‘: Hzrnwﬂmﬁ & Hbied

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

BAT  pedew

IV ’2
+t
bs\ R

v

VDL

Cip

~GamM
Dl-?d o C@cp-ﬂ"*)
fisianmonae) Ceornaaud—

Inbn  Bpestttnat—
M(fp/ Blowel Asekototy
Sht 4o o om Gla-

Name of the Doctor : _ == ﬂ?w Ecnmpmo~"

4:/(,('14:\1..

Date & Time :

Signature of Doctor_
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HNH-00015784 1P26-00006491 &
Mrs D VIJAYA RANI - = @
Rainbow -
01-01-1983 ay (F I . .
. RAJAN KUMARS ® Children's | @ BirthRight
AL TR tospital_ | ez
It takes a lot to treat the little. \’nur Right to a Salo Dehvery
Date of Admission: ..... ulc/"""‘ .......... Drug Allergies: ............. (AT S [ Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

Date»
Tige

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

S DRUG : Pl

Tirpe

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period] Pharm.

Additional Instructions:

Datey
Tipe

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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— Starting the Drugs:
Do Duy i~ T8
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b I4
Daily Doctor’s Endorsement by a Sign !
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< | DRUG: T TR ReNSRYY TI?;Z g O\ j\k ”

%‘ Dose Route | Frequency Stﬂrt Dt.| o =

5 (oo o | oD EAATALY
~% | Name & Signature of the Doctor

(T | Starting the Drugs:
"g @ D\ N\auvee~o—

l“l

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Dater ]

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

v

Date

DRUG : Tige

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor ‘ ‘} ‘
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG : Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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weight, .. [40...... Ward. ... £Dp.

Date»
"‘ ”’ "I”’ "Ill'l"l'll" 'I,I I‘lll 'sE Tlu]e Nurs&Spg, l Nurs&&g, l Nurssslu, I Nurs‘a’Sig_
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Rose s i aed
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
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NAL 49 —

Platelets

== 1sA |l32

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea \

Creatidine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratia

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR |

‘ APTT |
CSF Protein / Sugar

Cells

N/L |
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»

(PT.0)
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carty warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
\)7/\' TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

-b\v Date =

Time | 8|9 |10]|12|22| 2] 2|3 | 4]5]|6|7]8|9|10]11|12|1]|2]3|4]S

[=3]
~

> 30

RESP 21-30

(write rate in |
corresp. box)

Saturations <94 %
Administered 0, (L/min.)

40
39
38
37 7
36 20
35
< 35

170
160
150
140
130
120
110
100
90 N
50 0
70 [ Jd
60
50
40

190

180

170

160

150 A
140 ¥ 2
130 -~ =

'])(f [V

110

100
90
80
70
60
50

130
120
110
| 100
90
80 |
70 \_a

60 e A
50
40

NEURO Alert ] 1 =1 .

RESPONSE Moee .
[¥] ‘ Pain
.| Unresponsive
URINE > 30
mis / hour <30

2, dwa|

218y LeaH

b—

—>
anssald poo|g 21j01sAg

“+
alnssalg poojg JN|olseIq

Protein + +

|
Proteinuria
Protein > + +

achia | Normal
Heavy / Foul

Clear / Pink
Li
TOTAL YELLOW SCORES

Q
TOTAL ORANGE SCORES RS e
Nurse Initial —




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

s N |

Complete a Full

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

Set of MEOWS
Observations
\ J _
/
\

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

N

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

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

Date e~
\)& Time ['8)| 9 [i—t;) ufizhal 213 6)| 74(e ) 9 )(10)(11 )12

>30

21-30

11 - 20

0-10
94 - 100 %

<94 %
Administered 0, (L/min.) \
| 40

39

38

37 e = _— pate Hn Y

36 = v ﬁ;

35 i
< 35

170
160
150
140
130
120
110
100
20 X

| zg % vq W1 PO ;ﬁ ‘J( - CAN ,'L%rvl—gg:’fn l ac

50
40

190
180
170
160
150
140

130 A A & O A P ~

120 \e‘?;? W WA TAA ’l.]w:—m ) D =%
110 o | N\ =

100 :
90 @
| 80

| 70

60

50

130
120
110
100
90
80
70
60
50 . i
[ 40
RESPONSE | Volce
[v] Pain _
Unresponsive

AT,

ABI@) 9 (7

=

RESP
(write rate in
corresp. box)

Saturations

2, dway

31ey Leay

R s

.
fm
E
N
=g
E
&
=
<

—
anssald poojd 31|03shs

al

&<
L -
3
<
(g 74
BES
™~
[

oy t—
-
|
3
E

-
ainssald poojg d1jolseiq

URINE > 30 —
mils / hour <30

. . Protein + +
Proteinuria
Protein >+ +
. Normal
Lochia Heavy / Foul
L Clear / Pink [~
uer Green

TOTAL YELLOW SCORES { 7] Vi) 2 A Ll 2] & 2 fa) /4
TOTAL ORANGE SCORES # K] O 2 = | R i L —
Nurse Initial ‘g 4 o = B Y1
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[ Obstetrics and Gynaecology J ’

Early Warning Signs

™\
1 Yellow Alert :
Repeat Observations
in 30 minutes
~ y,
e N 4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert: |
Call the Obstetrician and Repeat
Se.t of MEOWS PR Observations l
- " Observations . in 30 minutes |
NG J N\ _
e * N
> 2 Yellow Alerts or =z 2 Orange Alerts:
. Immediate Review by Obstetrician and
‘ R L Repeat Observations
R ‘ : ~in 15.minutes or continuous
i " monitoring
\ )

* The Modified Early Warning Score (MEOWS)
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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

(}\%

Date

Time

Pres,

I,

(€%

’{@‘11 1

RESP
(write rate in
corresp. box)

> 30
21 -30

11-20
0-10

Saturations l

94 - 100 %
<94 %

Administered

0, (L/min.)

.

3T

/0

7)(8)

PN
/9)

(10

s 4 Plam
121\ 2)3)[@a](s

2,dwal

40
39
38
37

36

o

B

35
< 35

2jey ueay

170
160
150
140
130
120
110

100

S0

80

1%

@b

'ga

70

r‘ b
S8

60

50
40

anssald poo|g 1j0IsAs

190
180
170
160
150

140

130

120

WA g v

110
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100

RIroe

L 1]
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90
80
70
60
50

130

120

110

100

90

B s

80

70

60

-
aInssald poojg J1|oiselg

50

40

NEURO |

RESPONSE
[+]

Alert

Voice

Pain

Unresponsive

URINE

mis / hour |

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

L

. = —

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Early Warning Signs

[ Obstetrics and Gynaecoloéy :

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

)

(

\

4 N (

Complete a Full

Set ‘of MEOWS
Observations

\_ J _

(

\

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

\

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

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

Date Il . =
2

Time | () 2)3)| 4| s{®d| 7] 8] 9 f10f11]|12] 1

RESP
(write rate in
corresp. box)

>30
21 - 30
11-20
0-10

Saturations

94 - 100 % [3 ]
<94 %

Administered

0 min.

2, dwag

40
39
38

37 = -] =] - r

=B

k)

36 ] 36,

35
< 35

a1y Weay

170
160
150

140
130
120
110

100

20 2 nv=

70 \.

60

50
20

R
anssalq poojg 21j01sAs

190
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130 e
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120 5 A -
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100 T }l\ ,\' A p 1 > N

30 J (A L S

80

70
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100
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aInssald poojg djolselq
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40

NEURO |
RESPONSE
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Alert [ | I == — T o

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
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i

Proteinuria
I

Protein + +
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Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
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TOTAL ORANGE SCORES 0l pld
2
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=
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L Obstetrics and Gynééyc':brlogy j

Early Warning Signs
Q
-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ ¥
a N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations ' in 30 minutes
\ _/ . J O
4 ' A
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
& in 15 minutes or continuous
monitoring
. /

* The Modified Earl{r Warning Score (MEOWS)
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[ FLUID CHART |

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

Date | Time ;dfagtjuri% Route NG | Diarthoea | Vomit |Drainage | Urine | Phiebitis h?lﬁge
Mouth | LV | NG B
08o0am | ¢ | . |yoo ~ | 1]
o wooam| W™ [/we T 4 ' Y
o o] ke ° ||, &) A5
o 10| gh | )| pe [ /W |
} 1200pm | 4 )y -~ '
oto0pm| QY (g
Total Intake : €| oK @6 Total Output: P4 € Q @ ¢
1 T—gy
02:00pm | 9 |~ ‘O \ w ) -S\N-Q*J
- | 03:00 pm h,\/ \'0040 £ //*-\4‘\0?“
\}o 0400pm | Y~ [ KO , 4 Qoo O |
3 05:00pm | A ‘;’/ \OO(\{;) / ® @l
06:00 pm 5’“ v oo \
07:00 pm B\\/ v {h«\d \
Total Intake : (4100 Total Output: 9 oA
08:00 pm QL_ ‘mﬁo 1
® | [oom[ bl ] i -l
N R \a/ Lot | (\ A
O [rro0pm os] & [ \dos . 2 LA i
I
1200an | ] @O || Gag i N .
01:00 am T A god / gmb&_____—i _PW
Total Intake : CjnM Total Output: |} b An] -
20am| o | | . |90
B300am | P b |igo ! P
Moam| py | g 1100 | N \\ T
05:00 am g LL M 0l ..,U{ @ v[l//
0600am | p (4 . P 20041 ‘
| 0700am | 2 4, \ Ok ! P
Total Intake : /*_ @M Total Output :
| | = 1 il ;
Total 24 hrs. Intake \@O QQ/\/\XJ ) Total 24 hrs. Output g/@ajﬁ'\/ >
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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.

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

, SiaTnEitx . 5 1 ; i 28 omm Tli\rfaﬁirltbau-:
Date | Time (ﬁa}l}tﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I%ngge
Mouth LV N.G T
\G 08:00am | g 100 )
09:00am | g o ¢
12 4 0ol 9, Lo “
\o [100an | DS | & hoon/ P Rooadl — -
b 11:00am [\ A ey \ ! P
12:00 pm [y (O ¢ \00\,0 f _,)
01:00pm [y S [ v |\ Qo]
Total Intake : Total Qutput :
02:00 pm | DRS Y I 22u0
13000 | DRS ho® el ol T = Chf;“
04:00 pm ST Wl A i
g\‘o 500pm | DNYS | Yo [FEml bl s | \
06:00 pm | Rt I Moo \—1 = émpl-
07:00pm | R L ey ) . /
Total Intake : L) /¢ |\ L Total Output : 6“Duo
08:00 pm L Plew i e ) v
w00pm| |30 [ ORp /( <
1000 | ¢ e o atadl 0N Gy
\Q 1:00pm | 0 (E}@;U {‘QE,»/ | ) — f
\Q 20am| g [P | v AR TP
01:00am | L e, 2 |
Total Intake : ) Total Output : OOM VWLJ
2t o) Sl i
00| ) | yye| KL " L
N D Y iy A AT
\\0 t0an | 1) S0 i REdvzi
\Q | %0am] g < u{omﬁ_.’liyL#—‘*%lfJ
07:00 am NE7
Total Intake : e . Total Qutput :
Total 24 hrs. Intake QOoM) | Total 24 hrs. Output \a 50w/
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Rainbow’ . o
Children’s & BirthRight
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It takes 2 lot to treat the little. 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.

G i

Intake

.. om _| _Ivsite

Date Time of Fluid

Nature

Route

NG

Diarrhoea

Vomit |Drainage | Urine | Phlebitis | Sign.

Thrombo-

core 4 Nurse

Mouth LV

N.G

08:00am | DS

o tle ‘JS‘*P

09:00am | L1

o~

1000am | PL-

e

Agl}(

‘o 100am| P

Ho [y

) 12:00 pm Q.L/

PaSu A

01:00pm | PV

D o | et

Total Intake :

Total Output :

3 ',H“nr

02:00pm | p S
\\50 03:00pm |

L A

750

‘ \]O 04:00 pm | DS,
C 05:00 pm -

Y

06:00pm | DA S

Bl

T
e

07:00 pm

vl

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

P

12:00 am

/[

/
il
il {Hx/f

01:00 am

&

Total Intake :

Total Output :

02:00 am

2

03:00 am

T

04:00 am

05:00 am

Pt
6‘6

06:00 am

/ \

& ’é(\fv/

07:00 am

\ \\

L

Total Intake :

Total Output :

Total 24 hrs. Intake
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Total 24 hrs. Output
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[ FLUID CHART |

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

'I“ﬂke ol . OM g

Nature Thrombo-

Date | Time |  ¢Fuid Route NG | Diarrhoga | Vomit |Drainage | Urine | PREDES | o

Mouth LV N.G ‘\

08:00 am
09:00 am

\2}: 10:00 am a4\l
,)‘\B 11:00 am (
1200 pm )
01:00 pm _/
Total Intake : T, W .. Total Output:  \ "M
02:00 pm
03:00 pm
04:00 pm
,)ibvﬁ 05:00 pm =

06:00 pm

i

ap

Total Intake :  —(.(< . Total Output:

01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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Hospital BY RAINBOW HOSPITALS
mmmmm litthe. Your Right to a Safe Delivery +

[J Maintain Airway and Oxygenation

(] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[ Improve Activity Tolerance

Date: cvias: Ll L“’Lg, ........

[J Maintain Good Nutritional Status [] Maintain Skin Integrity

) e B
g aintain Personal Hygiene _L 1 Preventinfection [ Meet Elimination Needs [_EnstreSafety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
O Identify Potential Complications [ ATy OUBTS. SPBEHY: v umis s eme ama s wn s eremesion vassas swshveasui s s s doasen s e sHamauR A K s TSR
. . - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD
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Rambow
Children’s
Hospital

Tt takes a iot to treat the little.

\

[7] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

] Maintain Fluid Balance

[ Improve Activity Tolerance

[] Maintain Good Nutritional Status

] Maintain Skin Integrity

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

s

S

§| pornmaae | Copmue e sl i
Time Plan of Care Time Implementation Evaluation Re-Assessment 'i"é?gn'ﬁ?ﬂ'r'ee
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(=}
@4entﬁy Potential Complications 1 Any Others. Specify.................. /B/ ................................... /Q{ ............................... M
Time Plan of Care Time Implementatlon Evaluation Re-Assessment ﬁ"g?;,.';?.',‘::
rors) CAe
EAoAIe B A fiondiF0) | g oy BCiioe Al Blendr i)

4

{ _,) mOf\HLOY
MNPl

Morning

i

OJCLQG(

Caﬁ. of\ of

- Nyaubu e n }&r‘m
D Pson Deod Ly

|

ﬂ?:v)

o Al (Pl %
Swod ; bk et g
o1t et

LS Ao r\iC’u (\F’Qﬂ QCD
e oG ey,

s wie L e P

P&QS C-/CTQC‘

ARG

R

7 [ unds' 7

Y0 - e

Afternoon

,&?fﬁf’

D S }%Vﬂ{/fww/

Ol mf el
2> flr W Hohwry

i
fo

2 Atk &fff/m%/
( Mﬁm ” 01l 2

=) 17?,7}97 //
Wﬂ/ﬂ/”}/ﬁfw

WALZAL

//{)4%7 A%
Skl

B55¢ess ﬂflﬂd
;Cp/._ag CO”

j Mo ]O% \/f
mgﬁw‘njé
o5 16

.0 Xchos g

gPIp)

o
033

el

g1

Ko

9,455855&[ ﬂ;fz 2

,WMMJwé
) Aol o

{ég,g ijér »

gj;@,af s
Yoy

Docu. No: RCH /FRM / CLINICAL / 148



Patient Sticker

NURSING CARE RECORD

%
Rainbow"® .
c?mli?dr?a‘:'s ‘Blrtthght

\
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It takes & lot to treat the little, Your Right to a Safe Delivery

Date: ..... :]/{,/Z{ ................

¢ | I Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ,E’ﬁaintain Fluid Balance [J Improve Activity Tolerance " Maintain Good Nutritional Status 1 Maintain Skin Integrity
E _[1-Maintain Personal Hygiene [ J-Prevent Infection (] Meet Elimination Needs L) -Ensure Safety [ Early Ambulation Reduce Anxiety Patient & Family Education
S | [ Identify Potential Complications B o
. Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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CHECKLIST FOR THROMBOPHLEBITIS rospital _ | ) eseonsns
L L (} s b [
DARI DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | T(E)( N) (ﬁj E [/ LE)T N Remarks
; No signs of phiebitis / ey |
1 IV site appears healthy Oiaris Gl 0 }{ Dr/o . ) 0 5 0 o
One of the following signs is -
evident : Possibly first signs of phlebitis =~
2 * Slight pain near the IV Site / / Observe cannula 1 T\Uﬁ" = | = a ~ _
* Slight redness near IV Site _ =
Two of the followmg Signs Early stage of phlebitis / — _
3 are evident: Aasits Ganfila 2 — |~ -
Pain at IV site Redness Nep —~ —
Q\Uic?;rw ‘,3 0wt S4ns 86 Medium stage of phlebitis / -
4 | Pain along Path of cannula ?es'}? Catnnula Consider 3 p — i | = =
Redness around Site Swelling FRain e
Il of ing Si
g\viger:r \:ggllgtv:rl]gis;gzns are Advanced stage of phlebitis or 0
5 | Pain along Path of cannula the start of thrombophlebitis / 4 N _ . B
Redness around Site Re site Cannula Consider _ R —
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of - _ ~ .
6 | along Path of cannula Redness | trombophlebitis/ 5 | Ap- - o
around Site Swelling palpable Initiate treatment Re site o
Venous cordpyrexia Cannula
. - \M) /
Signature of the Nurse | &\ 7 (1 |@— & ‘@. | C& g%——f

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of thé site should continue forgﬂ'htﬁflsp/ost'r;mnval to detect post infusion phlebitis.

Signature of Shift In Charge :

SIMAIR s @

Docu. No. : RCH /FRM / CLINICAL / 137
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Morse Fall Risk Assessment Form

"z
Rainbow’ &
Children’s
Hospital
It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delive_ry

]
Date / Time "
Choose Highest Applicable Score from each Category - g/ L (i? \Q 4 1/6 c’{ ! A L Fall Risk Grading
e | "4y ] e | nf,
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Rick Levo) Murst;hl;;lsl')Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 f) &
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
; : Yes 20
IV / Heparin Lock or Saline ¥ 3 Implement
e il Moderate Risk | 25-50 grggggt'itg:a”
. AL £V dL Lol Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 —— Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 ::ggggggn
Total Morse Fall Scale Score: g@ a9 iy
Signature 8 @ f@ )\

Tick (+') whichever precaution taken.

Risk Level and Interventions

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

[ Use chairs with arm rests

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

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

k_’

) E—

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

[ Hourly safety check

L] 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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Morse Fall Risk Assessment Form ity | BRP e bihal

i

[ )y

]
, Date / Time ) 6126 . .
Choose Highest Applicable Score from each Category 516 ‘ § ' 6 7/’ é éyl’e Fall Risk Grading
Score | 29 1ope~,
. . G )
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors&:h::IsI)Scure Ackioii
Secondary Diagnosis Yes 15 ' S
(more than one diagnosis) No 0 o) &
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yes 20
IV / Heparin Lock or Saline : : R0 29 | A0 Implement
0 Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Preventjqn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 (@ %) Implement High
Forgets limitations 15 High Risk > 51 Risk Fall
Mental Status - igh Ris > .
Oriented to own ability 0 Preventhn
Intervention
Total Morse Fall Scale Score: A0 9N <C
Signature L @p A
=T
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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" Mrs D VIJAYA RANI

Rainbow® o
01-01-1983 . . . .
or, mmmum;” Children’s . Blrtthght
| IIIIIIIIHIIIIIIIIIIIIIHIIIHIIH - Hospital | ) sraseorins
Morse Fall Risk Assessment Form e o e e e
: [b(
Date / Time
/oose Highest Applicable Score from each Category Sc/ore k * b 7/5 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MorsTMF:lsl)Score fiction
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 N Precaution
None /Bed Rest /Nurse Assist 0 v
Yi 20
IV / Heparin Lock or Saline Nes ; 7ﬂ Implement
y Moderate Risk | 25 - 50 Moderate Fal
|mpaired 20 Preventhn
. 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 gn Ris 2 :
, ’ ! Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: w
[ Signature Cﬁ

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) [ 1 Hourly safety check
[J 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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T LT — A Al
Date:| |\ A 7 e
B Time : ?).,q;./\ £o2— m“’ﬁ’ Mb
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: !
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in \_f v
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. K‘
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity" Confined to bed

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

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

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

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:

Molsture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skint?s\':’;lcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to mois't:ure Dampness is detected every time 8 hours. every 24 hours. \f L,I
patient is moved or turned. V \p
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: i !

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

1. Extremely compromised:

Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate

Tissue Perfusion &
Oxygenation

position changes.

2. Compromised:

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

< 10 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

s

S




. t Support Surfaces
Risk Score Calegory Action (Please Nete: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referrat for advice
Regular Turning Schedule . '
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher leve! of risk if other major risk
factors are present
High density foam mattress
Use the Same Protoqol as for “At Risk” Patients C
13-14 Moderate Risk (el pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure maitress overlay
Follow the same protocol as for “Maderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protoco! as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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e e ST H 5
Time : 2 yn,’-, i o
1. vompietely immobile: 2. Vlery limited: 3. Slightly limited: 4. No limitations: . L
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in v
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. (\1 Lf/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; r |
i . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;T:%J;Egﬁgig? ::'D:z?:ﬁé bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \7 aj
wheelchair.” shift in bed or chair. 2 hours during walking hours. zr
1. Completely limited: 2.Very limited: 3. Slightly limited: 4. No impairment: | '

Sensory Perception

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

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

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

Responds to verbal commands.

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

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

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

but will usually take a supplement if
offered.

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

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

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

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

S{




C

severe pain or with additional risk factors.

- 4
' t
?‘Ir Vi
Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overta
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk o . Gel pads for high-risk areas
Pasition patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
|ess than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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N Time | PainSeafe [\ g S e = Acum Characts Moditying |Patient/Family| . =
= e | (ofp) | “o%EIN, | Pwretem aractor Factors | Educated |
. : ) (J Continuous | [ Acute [ Sharp 77 Dull (] Increasing | [ Yes /&M
% \ [ Intermittent | [ Chronic [J Aching [ Burning | (1 Decreasing | [ No
Q :
T ' = - - r
\ j% o ’ : QQ_PO"ﬁ"UOUS [ Acute []Sharp 1 Dull ] Increasing | [ Yes [Qcff—
4 ,q \G'P\m O{{’O _ ,OQJ"M,J ) Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No ‘__A%
\u,)% T £ Continuous | I Acute CIShap  CIDUl | O Increasing | [YeS, s uoe arfers e AT
\ﬂ ‘ Z-F )-V\.. D ﬂ{ J?’ 7 Intermittent | I Chronic [ Aching 1 Burning | C3-Decréasing | —=-No—— ! I D R 542—\
' | i ol ) [ Continuous | [ Acute (1 Sharp [ Dull | [} Increasing [ Yes ik
U& b 8@“) L f) ( f'D (\S‘P‘( .1 Intermittent | CJ Chronic’ 1 Aching ' T7'Burning | [J Decreasing { [ No G
st i stsoz nodsio GOMNUOUS |4 Acutegy | ) Sham CIDul | O Increasing | 0 Yes Ao
U'6 \0?.-4 O[[O : MQ,.,: Intermittent [ [ Chroniq [] Aching- [} Burning | (] Decreasing | [ No
= 1 Continuous | 1 Acute j Sharp DDuH [] Increasing Cl Ygs
Skb _QM (0] I\D M L Intermittent 4_ Chromc 1-Aching [ BL_l;ning V_J:Decreagg—a [;I No 5;\ ST ’9 =
\ 6 dodiutiin 02103 v [ Continuous | ‘™7 Acute D'Shafp w1 “'N{ﬂn/creasmg—y Yoo o/ N\
h u’ ‘}. ‘pP”) _(O llo , IOB“ |2 Intermittent .| 3 Chronic | L], Aching.;; (.}, Buning {1} Decreasing | -7l No CZ;
tnsgnavar i 1 O Con{inuous-= “)-Acute “r7Sharp [ Dull [1 Increasing | [ Yes N
9} G S PSP o Y PR = 1AL L ) Chronic | [J Aching [ Burnlng ] Decreasing | [ No N A cﬁl
b | _ : g B = Continuous D‘Acute. s Sharp “D Dull "1 Increasing | [ Yes = //@L/
L Opm | ST V= S Ihfefmiﬁent L} Chronic ") Aching [ Buming | [ Decreasing | 1 No 4 w
W [ ,' g IF- i _ —lllis Contmuous_ [JAcute | I Sharp [JDull | | O Increasing | [ Yes LA
| C\to [W O /TD 01 ek &k il g 1nter}'n|ttent | [1'Chronic ™ mAchinijf;:t;jﬁQEning (] Decreasing | [ No g D

Re-assessment Frequency: ©

1. Every eighit hours for all hospitalized patients.
2. For post-surgical patients) patiénts with chronic pain, paﬁem\m severe pain:
b) ._Then every 4 hours.

a) At least every 2 hours for the first 24 hours

¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

d)  Within 30 - 60 minutes after pain relief Imervetmon

(PT.0)
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PAIN ASSESSMENT TOOLS

Wong ~ Baker (Pedlalrics) Above 7 Years

Ne Hurt Hurts thﬂe Bit Hurts Lm!n Mora Evan Morg

Huris Whols Lot

r
v
Numerlcal Paln Bcals (Dbatatrlo and Gynecology)
l ] l i } T 1 l l [ ]
I 1 I | 3 1 I I = - I 1
. 0 1 2 9 4 3 ] 7 ] WL?: :
oPln Poiaile Pain

@@@@@@

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Monthte 7 Yaars)

— EaarT

, CSCORMD
CATEQORY
0 ‘ .1 2
) " | Occasional Grmacs or Frown, Frequant to constant frown,
Facs No Particular expreasion o smii withdraw, Disarientad quivering chin, clanched jaw
Legs | Normal Postion orﬁalaxed ) ﬁheasy. restless, tense Kicldng. or legs brawn up
" Laying gulstly nofmal position, Squlrming shifting back and N ] '
Activity ;qgvag gas[tyy P -fo‘}m'.- it e Arched, right, or Jorking
. Moans or whimpers occaslonal Crylng steadlly, screams of sobs,
Cry No Cry (Awake or asiasp) gomplalnt . {raquent compraints
. Reassured by ?cciél'énal toushing, ’
hugging, or baing talked to, ( ‘
Gonsolabllity Content, relaxed disactbla i Ditficult to console or comiort
Neonatal Paln, Agitation and Sedation Scale (uplo 1 Month)
A“”'m'm sﬂdﬂnﬂﬂ Nnm'lﬂl Pﬂln/ An"ﬂ“nn
Critarla -
'2 '1 0 ? 1 : 2 1 1 -
Crying No Cry with palnful { Moans or ¢ries Approptiate crylnquot Irr!tiab!a o crylhd at Hluh-pttched or gllent-
Irtliabifity stimull minimally with painful | irifable intervals consolable | continuous cry
stimuli / lncnnsorabla .
“Bihavior Stata’| No arousaltoany | Arouses minimally to | Appropiats for Restiass, squirming | Arching, Kicking constantly awake
stimull stimuli gastational age Awakens fraquently | or
No spontansoug Little spontaneous Arousss minimally / no movement
movemant movement (not sedated)
Fatfal TMouthistx [ Minimal expr'asgln"rf Ra,li.a.xad Appropiriate | Any paln expression Any pain expression
Expragsion | No expression with stimuli Infermitient continual \
Exiromities | No grasp reflex Weak grasp reflax | Relaxedhandsand | Intermittant | | Continual clenched
Toris Flageld tone decreased muscle | feet clenched toas, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyls nottenss | Bodyis tense .
. Vital Blgns HR | No variablity with | Lass than 10% Whin baselinaor " Increase 10-20% | Increase ur&ater than 20% from
RR, BF 8a0, | stimul variabllity from normal for from baseling _basaling, SaD, lessthanor ]
Hypovantllation or | baseling with stimull | gestational age 540, 76-85% with | equalto 75% with stiamulation -
apnea stimulation - quick | slow recovery Qut of sync or
recovery fighting ventllator

=/




00015784 5 .
- :\n;:“”':ﬂ 4 T ) D l';% .
oS L Rainbow I
—" i \\\\\\\“\\\\\\\\\\\“ Children’s Blrtthght
\\\\\\\“\\\\\ Hospital .w
PAIN ASSESSMENT FORM R takes a ot to treat the Mie. Your Right to a Safe Delivery
" Pain Stofe . | " Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Eactuis Educated Vlntervenlmn Sign
] ] Continuous | [ Acute ] Sharp  CJ Dull (] Increasing L] Yes ‘;i% %
é / £ / el g 7] /Q/ /E /]}}ﬂ [0 Intermittent | [ Chronic [J Aching [ Burning | (1 Decreasing | [ No
1 Continuous | [ Acute ] Sharp ] Dull ! Increasing 1 Yes NA
A J JA !26 [ opr|o / [0 VA ] Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | [ No ‘g
[ Continuous | [ Acute ] Sharp (] Dull [] Increasing ] Yes
! Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | ! No
[] Continuous | [ Acute [] Sharp ] Dull ] Increasing ] Yes
[ Intermittent | [J Chronic [] Aching ) Burning | [J Decreasing { [ No
[J Continuous | [] Acute [ Sharp [ Dull [] Increasing ] Yes
[ Intermittent | [ Chronic ("] Aching (] Burning | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull ] Increasing L] Yes
[] Intermittent | [ Chronic (] Aching (1 Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[] Intermittent | 1 Chronic (1 Aching [ Burning | [] Decreasing | [ No
] Continuous | [I Acute [] Sharp (] Dull [1 Increasing L] Yes
[ Intermittent | [J Chronic 1 Aching [ Burning | [] Decreasing | [ No
[J Continuous | [ Acute (1 Sharp [ Dull [] Increasing [ Yes
1 Intermittent | [ Chronic U1 Aching ] Burning | [ Decreasing | [/ No
1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing O] Yes
1 Intermittent | I Chronic (] 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.

9 D

(PT.0)



Numerlgal Pain Scale (Obstetric and Gynecology)
I 1 | 1 1 |

£ s

No Pain

No Huﬂ

T I I 1 ] 1 .
2 3 4 5 ] 7 8 ] 10

Waong - Baker (Pediatrlcs) Above 7 Years

@@@@@@

Hurts uwe Bit Hurts Lmie More Even More Hurts Wha!e Lot Huns Wom

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Yoars)

. SCORING
CATEGORY
0 | 1 2
" | Occaslonal Grimace or Frown, - Frequent to constant frown,
Face No Particutar expression or smila withdeaw, Disorientad (ulvating chin, clanched jaw
Legs ’ Normal Posttion or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
| Laying quietly normal position, Squimming shiffing back and
Activity moves easlly forth, tansa Arched, right, or Jerking
Moans or whimpers occasional Crying steadlly, screams of Sobs,
Cry No Cry (Awake or asleep) complaint P frg;uegnt cumgialnts
- Reassured by occasional touching,
Content, relaxed hugging, or belng talked to, Difficult to console or comfort
Consolabillty distractible to
Neonatal Pain, Agitation and Sedation Scale (upto ¥ Month)
Assessment Sedation Normal Pain / Agltation
Criterla
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Iritable or crying at | High-pitched or sftent-
Iritability stimuli minimally with painful] Irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | Noardusattoany | Arouses minimally to | Appropriats for Restless, squiming 1 Arching, Kicking constantly awake
stimuli stimuli pestational age Awakens frequently | or
No spontaneous Littla spontaneous Arouses minimally / no movement
movement movemant (not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitles No grasp reflex Weak grasp reflex Relaxad hands and | Intermittent Continual clenched
Tone Faccld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyisnotlenss | Bodyis tense
Vital Signs HR | No varfability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuli variability from normal for from baseling baseline, Sa0, less than or y
Hypoventilation or | baseline with stimull | pestational age 5a0,76-85% with  { equalto 75% with stimulation -
apnea stimufation - quick | slow recavery Out of sync or
recovery fighting ventilater

"/

Q

‘i\%w‘.——-{ v
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Rainbow”
Children’s
Hospital

It takes a lot to treat the little,

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: C1Yes [INo ?Nﬂmwn
S ~ Lﬁ_ E YOS SDBEIRE (o imsnism o mesinsing
@ | Surgery / Procedure: : I"\/\Q‘ . Post OP Day: o ‘

R\~ ‘ T X Py

o | Date U\\ IS g1 %

B Shift o o\ L) S ofm =

& | Medical Condition _

> || (Any special condition to be noted): P - o — -

= : £ —

2 it NEPT T ovn | Q6™ [ond | Lo g
Allergy: “1'Yes “TNo |1Yes T1No |t C1No | Yes C1No | O Yes MG |l Yes CLMNd]
Ventilation (RA, NP NIV, VENT): |\ AN— | - e _ = —~
Tubes/Drains/Catheter: ~TYes C1No |1 Yes ©1No |7 Yes ™ No [L1¥e8 7 No |i#Tes [1No | CL¥eS T No

— - -

= | Vital Signs: Temp: | Adel oy | Am - Ak [aKe ag-{

% Res: 20 Ddd| 46 9‘0‘?“41’ 20 e

2 Sp0;: "H' an|- | aut- o) laf-[. | ay-r

2 Pusse: | Q= | ¥ qal~ [ Qiblol 99 | o

BP: \\0\3@) L\ \'(\1’ Ao\ ‘\09(‘,‘?!’0 \0olél .\QO_\I}I:;
LOC: 0 mf—--.—’ i P i e —
Fall Risk Score: B — - - - 3
; —
Pain Score: AN - £ =
Skin Integrity [\0® Do) [ 4008 lgpo D | 7~ 102
Safety Needs: 4=Y&s L1No *Y¥es [1No |C) TNo [?Yes CINo |0 Yes 1No [1Yes T No
Physiotherapy: - ! > e — — il

g Others S.,peci.fy: Yes (No | Yes NG | O Yes | 1 NeC Yes = No DYes “No | [ Yes [ Mo

‘Ea Special Diet: | (O Q;ﬂﬂ ) — Ve /&EL wld

@ |Critical Lab Test / Values: P ~ — e

E |Other Special Orders / Medications: | Yes tNo | Yes<=No | -1 Yes (LMo Yes (+Ne |1 Yes NG| Yes_CLNo

E PU Prophylaxis: ) Yes Vo |1 Yes [LNo-| () Yes LLMG |1 Yes o |0 Yes @ | Yes =No

DVT Prophylaxis: 1) Yes (NG Yes “No |0 Yes £AG | O Yes =AW | 1 Yes o | Yes, NG|
ADL (Dependent / Non Dependent): ‘\OQQ —{ QPJ\,E il 2R \\\Z(),
\'I T - T
Post Operative Procedure Special Orders: h pa/ er ¢
o - NV N
] ;N\ O R
Fayidod Ovar By hiams - K g ,Wj NOARAKWS | Sodle | p,l
Signature /D : ./PSQ& \ d})/‘ TN [ £- / :V
] N F/4 AT
Date: \_Av\uga\’\ﬂ1 N0 % vl t}fg@_ <1bP6 <[4 (26 ?’;74
e LR Tt L | S
U‘ U r ; =k » i

T?ken0verByName. (P&‘NS NI u? d%\ Hoad CASAY

Signature / ID : a7 T e gﬂ | g0

Date: RTRVAY 31 A C N Y P A 2

Time: ‘;L?:J\ e g | Rpm S CHr

Docu. No. : RCH /FRM / CLINICAL / 097 ' 7N N
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HNH-

Mr‘ ovi JAYA 43y 7
01 1983

mKUMAH f{é .
il \“ (A i Childrams | @ BirthRight
Hospital _ | {armuem s

NURSING SHIFT HAND OVER FORM

= Diagnosis: (ﬂ/w Any Infection: [Yes D/Nuzﬁ’fot Known
'5- If YES SPECIfY: ..vovverrerecrrereeecece e,
& Surgery / Procedure: . Post OP Day:
A=}
=) Date \ry /
= Shift 3 Hfo \0\@’1/
& | Medical Condition
§ (Any special condition to be noted): -
= | Diet: (fad V /@{ m/
Allergy: “1Yes ™No | Yes 4o |1 Yes “INo |1 Yes [1No | Yes C1No [ Yes T No
Ventilation (RA, NP NIV, VENTI): NN R
Tubes/Drains/Catheter: ,/‘i@s INo [«rYes ©INo |1 Yes (1No |1 Yes ©/No | Yes £1No | Yes © No
. . ¢ e
E | Vital Signs: Temp: | & \¢ a(rT’
2 Res: [20b" | 0O
2 sp0; [ 2] any
7] . - xC
2 Pulse: |@xbant | @\,
BP: [\oo(d®_|1¥hlyy
1
LOC: L
Fall Risk Score: = —
Pain Score: | o\t [Alcp
Skin Integrity q,oop
Safety Needs: R=-Yes TINo |~Yes /No |1 Yes TNo | Yes ©INo | Yes CINo | Yes 1No
Physiotherapy: | — '
§ Others Specify: | Yes ] Ne{C) Yes C'No | Yes [No |1 Yes C1No | Yes [1No | Yes CJNo
":é Special Diet: | \f4,0'} ) DR
2 Critical Lab Test/ Values: -
g Other Special Orders / Medications: |(1Yes 0 | Yesu’f Ng | ] Yes C1No | I Yes =1 No | CJ Yes ©1No | T Yes C1No
E PU Prophylaxis: 'Yes = No | Yes Vﬁg [ Yes [)No|JYes TINo |7 Yes CJNo | Yes [1No
DVT Prophylaxis: “IYes =0 |l Yes \Alo | Yes [1No |1 Yes [1No |1 Yes C)No |2 Yes £ No
ADL (Dependent / Non Dependent): RN Nk
Post Operative Procedure Special Orders: N\ﬂ ,\}ﬂ
. {
Handed Over By Name : A\ K&LS ﬂW
Signature /1D : do— |~ fyL
Date: tlelb
Time: A
Taken Over By Name : L
Signature / 1D : %)
Date: \n\jo \Lb
Time: b

Vr
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L =
i 55::&51@3?2:
URINARY CATHETER BUNDLE CHECK LIST it | SO beneini S

Date of Insertion: ................ I{\Q:.\Q/Q) ............ \ Date of Removal: é ,//jﬁ / 2/& ..... C{fl B 359/79 . e
Parameters Date Shift Time w\ u\b £y \L ] é L ‘5!& 2Pm K oo £ ) £
Need for the Catheter Yes [CINo ;Hes CNo | C¥es [INo QYés [JNo p | _Yes ONo | O “INo “’l{es C1No
Hand Hygiene ¥6s [INo ,Yes CNo | C¥es CINo 22%3 INo )Zﬁe; CINo | Cl¥es™ [1No »ZY(es “INo
Usage of Sterile Equipment Z¥es DNo | 2¥es DNo | Di¥es DNo | fes CiNo | =¥es CiNo | [Yes [INo | “TVes [INo
Is the Collection bag below the level of bladder [2’%5 CINo | =Yes [CINo 4 Yes [INo /Q/Yes [TNo ,ﬂ"fé's [INo ;%s [JNo /Yes [INo
Check the Tube for Obstruction (Free of Kinking) ¥es CINo | [ [INo /ZTes CJNo //6 Yes CINo | =fYes [INo | [2¥es [INo 7 Yes [INo
Is Catheter dated as policy “Yes [INo | C [CINo ,,D‘P(es [1No ) /T?es C1No /:'/.T(es CINo /I¥es [CINo //Yes I No
Collecting bag is been emptied regularly? ;)ﬂas “INo }Yes CINo | [*¥es [INo | _=Yes [INo /Ef{es “INo ‘;/E'i@s _1No ‘/Yes “1No
Maintenance of closed system for the catheter B’@ ONo | O CINo 'Q/Yes CINo | J+Yes CINo /»é WNOZ/\D{ES “INo (m%s “INo
Dressing clean and dry? MNO “IYes [INo yes [INo L#TYes [INo | L»¥6s [INo | _.*+¥es [INo /V@s INo
Is the line removed as Policy? JYes ?ZNO/ /F_IYes, “INo ,;Xeﬁ “INo | ~"Yes [INo }Yé 1No /\Xa& [INo '/Yes —INo
Performance of Perineal Care TTYes [INo VDY&S CINo /ﬂﬁ CINo | [»¥es [INo ‘lD)(es CINo | ClYes [INo |/L1Yes | 1No/
Onset of New Fever CYes ¥TNo | [Yes Mo | [Yes [iho | CiYes [NO | ClYes <CINo | [lYes 1)0/75 IYe} ;fﬂn
Asses for the leakage at the site of insertion //ErYes [TNo ‘;Ye& 1No E)‘es 1No Zﬁs “INo ) _1Yes C1No J§ [1No _/Yes [1No
Name of the Nurse /‘K@N ,ﬂw? Mou k‘) <A‘lqu9 g{wﬁ% I\/U’)‘/\: /yM M//
Signature of the Nurse &—/ & /@/ C- ,gl, @ m,

i ) e A/ —
Docu. No. : RCH /FRM / CLINICAL / 114 M’W WW / ‘
( hlol
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Children’s
Hospital

It takes a lot to treat the littie.

ﬂ?/

V. FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

t FIOW | poctor | Nurse | Date of | Doctor | N
ORTE | TIME | ST 22800 U o | ROUTE | Pl | S0 | g |tpping| Sion. | i
\9 |77 RANMGER N 5m| @ [M G\Q @ @
\J\b ‘I/y W TR TE ol 9

Docu. No. : RCH /FRM / CLINICAL / 182
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MEDICATION RECONCILIATION FORM

Drug Allergies:

e

Rainbow* . e
Children’s (L BirthRight
Hos pital ' BY RAINBOW HOSPITALS
It takes a fot to treat the littie. Your Right to a Safe Delivery

/ Not known any Drug Allergies

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

Shifting From: ..o 111t [ PR
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | paye /ime | AREISSIOH
ﬁ 1 T ITij‘Bﬁu’Y\’\ !2;4’717 Pl oY ’EC/DDC
2 OcCc CODbC
3 OC ODbc
4 LJC CIDC
5 OOC CODC
6 Oc CJDe
-, 7 LJC JDC
8 JC OJDC
9 JC CODC
10 C1C OJDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ...........AG4....... (D«(D‘\B\ ...............................
Date & TiMe : oo “\b\%%&&m
Nurse Name & Signature: .. &\g&g@ AL Gt
Date & Time : U\,\ b. \'l% C\ LR BT o £

Docu. No. : RCH/ FRM / GENERAL / 090
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OPFRATINN THEATER NOTES

HNH-00015784 1P26-00008491
Mrs D VIJAYA RANI

MARS e, AGE | niirnrs s Gender : ........ccc.c...

Patient's Name : o ¢
l"""l”““"“ ANO —iicasismiiss s RS Weight 3 ....coominsece

bl ] i

Surgeon: PP WAS a1 o fulty @ im)TET Asst. Surgeon :
Anesthetist : M) g;)mr (A OT Nurse : §ig [=d ~—~ )L\'\’LLL /ﬂ\pL

Surgical Procedure : L "‘?”W‘X‘”‘? + B S""—[ﬂg'/(ul;%

01-01-1983

Indications for Surgery : 7“-8 2 O'D U?‘L‘R <
| ! -l

Date : fi }E !25 ‘ Start Time : End Time :
PRE-OPERATIVE PREPARATION :
fossm < >=¢
E ~ - -
e \ < r ’ f_—;

>
3

OPERATIONNOTES: Frd (D Uem. ohd 24 w<ely, iq
v
(7 & &y e 23y (1 G
K”\AL?/’ F\L/\A\J (7AYaN (:_L:/l r\D’L Lr J-f "‘d'rf“-}F l/w‘w

Fray i
SN
X L fF . @

o e diele
& BL&)\-Q.Q/\ ~dle Are fo [9\9»-01_, Cyy

{tr adirme.

\/\)&v. JJ"!’__.—f

— Dol OV, e (/\QaLv\.L_J]

www.rainbowhospitals.in
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POST - OPERATIVE ORDERS : Kﬁ
T
v (D onagm
/’?'" IV,POV‘?(") Glodrv—f/b,__ _ ( QﬂNJ
{ & B
. | & oAy
2 3\‘1"\4)6..&4@,» e s i-(wzu‘zj ( O A
(\,\) /:L\q NE"’\‘DQ\TL S\)Jn/?ﬂ Vo 710
T [ |
6) tij’ PA\N P «a V\'I | ;O
( G L_i ~NEomoa ( ?V-\ [v ‘—17.9
& U e o7 v 9D
@ vl H G,
P ﬂ| Lr\v‘ [2 T
(1) o )
O T e Jym Slefwr
D VoA
........................ \.L(n.nt!u/” ;’:g
Consultant Surgeon's Name Consultant Surgeon's Signature



CONSENT FORM FOR GENERAL / Childran's ‘525&1&1925
REGIONAL ANAESTHESIA / Hospital, | @RS
MONITORED ANESTHESIA CARE

A\

Your Right to a Safe Delivery

Patient Name : Mou Vigays. Kant Age : H344........ Gender : Male O Femalg [+
UHID NO: H’NH’ODDE’:@T Surgeon Name%Swm&!MTﬂl/CQ"\/%%T
LT T oo men ) v I ~ KOOSO
Operative procedure planned : TDTQLLﬁPﬁﬂoscop'CH"sTeRGCTQMY

) 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 O Hypertension O Diabetes mellitus [ Renal failure
: I:I Hepatic disorders [ Shock [J Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
D Incapacitating Cronic Obstructive Pulmonary Disease
L) }wtﬁ'ers I
Comments : -tf VL
* Doctor to dﬁcument in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon _me~7 my patient
Meu: Moo, Lani..... v, the above mentioned o on / Diagnostic / Therapeutlc procedures
o TTOTPL... NORARDSOPIC. M TE BECTOMAY. .o

* | authorize and give consent for anaesthesia ( O Regional / neral Anesthesia / O Monitored Anesthesm Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes }N{
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature ¢f 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.

"
Patient / Patient Attendant : Witness :
Signature _D\Jl ! - [ —— VLT LT v tiY o VT
NAME: oot b et NG sl resnnemprimaievsgrans fiaesuss b desinsrasivisas
Relatlgshlp‘}ujrth s’a?eT HR@ ..................... Date & Time : 4]I°|74’ ....... AP B ol

Date & Time : L\\é}j},ﬂ@@gom,

Doctor (who is taking the consent) :

Signatur
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#

PT—mr— Rai_nb:'(5‘w° ® —
INFORMED CONSENT FOR SURGERY OR ﬁggg{&?’s .glﬁﬂﬁ?f{f
SPECIAL PROCEDURE s o i et e e Tour Right o 3 SafeDelvery
Patient Name : ../ 02 Y age Lone e Gender: O Male _“TFemale  Age: ......... . A
UHIDNO © 1. N 000 | A Date: ... A6 2ene

Instruction:

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

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
4+ BUATERAL. . SALEPIN G 200

| 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 untoward event thereof. _
BCJLL(I /y\ﬂzt:h-/n i /I’U,_My o BowA . dﬁculcﬂd T @{):,c,d u“'va—u—(}

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

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

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

4. 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: ............. et et
Consentee : Patient Attendant :

Signature : /2\/33 ............ quz L ERNE. /o . o A
Name : \/U@W ReA Ao
Date & Time : lf/é/%yﬁ'?gfi;ﬂ‘
Witness :|

Signature : ...... A ¢ AN A e

'\MJ. (J*ek ....... Signature %% ..............................................

Relationship with Patient: .....

Date & Time : 1"/ é’ 7492—4'83{

Doctor (who is taking the consent) :

Name : ........

Date & Time : ...... L4 Uﬁ’%

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

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

@& 5pm, g::::nme.-...z,»}.ﬁ]% c135Am

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

T —

ﬁv—‘\
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Department of Anaesthesiolagy—— Eﬂ'l?(;’r‘;"r‘l’fs i BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .ffufiﬁ?ﬂfgﬁfgﬂs
Name: ........ M‘.SV‘]QH&.QM .................... Age: a%a ..... S o UHID.No ‘HJN'HDOOIS:*%L’
D7 GO .\ Aol Time: l\fm( ................. Proposed Operation: -%Mmhtﬂmwm [TLH
Diagnosis: Q‘mtd\ﬂem ..........................................................................................................

B.P/CRT:; .\.’Q\"zﬂ.‘..‘“l-l\‘.\ﬁ: v Weight:. beq&.- ASA Physical Status: [ 1 5/2 03 04 o5

—BlnqldL Laboratory Data:
yHgb: ‘&-O‘QH' Glucose: L"‘% \d‘— protein: .. 18 . HIV: ot X-Ray: @1 s
POV o ez O0U gl an WS HBS Ag: 3‘3‘% ece:.... (). - o 1‘«1&.\:
wec: ... 6260, lly Creat: . Ds X mﬁd\— Total Bill: 05}\“ - HOV: oo 20 Echor)...... Tde iN V6V -
b -5, Pla.tel ‘L%&%}J Na: \\.\D s DB e Blood group:_.. AV < dlztress/Ang LY. @VALY
0 _aq pr:.. 12408 MY LDH 2\ TSE 1 Hyr0S0d| dloer
O o Be3lu car+: N3G\ “Akphos: SF......... AS’ Tolat). 562 “HOLY RWMA
'Nﬂi‘“\“% ................. T Amylase: ... TSH . Qe b, Bmlml’ CIJMS 36 pﬂl\’\m\. o 154“!)
QT-'20 3 T 29....oroen SGOT/SGPT:. lo'l.B ....... Alorgies:  NVDA W‘_'*RWTG““KH
T edial Hisory: 05 No q‘o w.\me | '

RESP - (o um\emmx attheoc 8T8 Dibeles: NOY 0. Dobedtkc -
ChS Nw\o_cawml e Oupy-

Rondl: | Mo Runal ' Gipoth
Hepatic / GE : H\o W\d{m Ko 2013 Na\o Uth Physical Activity:

Past Anaesthetic History: Py Llo , 2plec \,'90\3 ‘ Iche, iEii i&

Physical Exam:

Airway: MP 1 2@4 Mouth Openingz_w Mentohyoid Distance: @ Neck: @ Teeth: Betoet -
@ Y ae@ Qo : |

Heart: o7&~ (@)

CNS: NaD /

et :
Pregnant: [ Yes Ao CINA Venous Access Site : 00 Spine Exam for regional : Wd,\fm, (&\BM-I fﬂ'f’"
[ L
Anaesthetic Plan: [IMAC (JREGIONAL I GA-ETT [ILMA \X(l - W t’“"t‘d o Q\&e,
\‘t QUXADE el -
Peri-Operative Plan Explained to the Patient: Aes  cNo ‘"‘mﬂL welk dt.&n.d Nd‘;oubwu_, )
i : 10 Cm
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: w.onux\‘ng \3:5x3:3x 140 tamg
o [ 1. DV Prophylaxis - lefi-tatueol el d
X ‘i\«mnﬁmv \a wcg OD . <Water/0RS 2H0urs \.L’tuu
\Y V) 2. NIL ORAL Others & Hours E‘RP\O&"\CA
3. Informed Consent: L#Standard ngh Risk
4. Post Operative Pain Management: iscussed with Patient

Signature: ....... RN &
Docu. No. : RCH /FRM / CLINICAL / 044 -T0 atice fn.ufn,o:d onm jpoOMK
1 - 10 Reresve. 10 PR

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

Pre Induction Assessment:

Change in Patient Condition: 1 Yes ﬂ'No Fasting StatusLemt&de '

Physical Status: | ¢ Patient Identified 7" Consent Présiant ‘-ﬁ Chart heviewed
1
H.R: | B.P/CRT:’ [Sp0,: 497 @ [RR:IS | Last Feed: 4\~
Pre-OP DiagnosiS' .................................................... Operation: TUH .............................. Date : ‘1!"’“" ..............

Surgeon ...... M ...... /@VWNN‘ ................... Anaesthesiologist: UT ............. : oL D"“-;V\ Technician: Tm’“ ................
= PpM=—=T_13p ——lerypn

7 g I —
N, AIR.' S — > —3y

HALOTSOASEVE % | — s bt
‘ Suppository
_ A-[AemE L
Ddesfenr-
¢ e - “ore
D i r AT AADD
5 : L0 8lood Lo
™ ’ | =
FO /a0, RAL AT - gA1e9 [T 2l _ag“?? 24 |23
ETCO, % s 28| 3% 291 2A| 3739 329 [ 7,17
ECG %/- AL Fnf Il sn] S g it i
Temperature —1L —t — <~ A8 F|mw—t— | L ) 4 et
Urine Output = T - ] 3 0TES
8 § %) :
&> —TTHr_T s~ A L s R
ap 240 =
V Systolic 220 x
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet oft Time 199
140
Throat Pack In (AP T .
Throat Pack Out 120 ey i 7 3
100 L Vi 7 ’ v i
80 a F k‘ A F » 3 YEX) 3 ® % ¥ [
60 il e e s i 54 X A AT AAA
40
20 =
10
0
ABG
LAB Values
GRES
v 4 '
1 Equipment Checked and p: Induction Regional:
Functional jE!mHME [ Fluid Warmer \Jﬂ/IV \»‘fnhal Extremity SPBCITY: 1.vvvversvesversnrerrinennenns
\/D BP LUL/ [Z1 Cling Film 1 OH Warmer [ PreQ, 1RSI [ Spinal ] Epidural ] Caudal
\% Cuft Site:d . " Hugg ‘sdilionon Wool ] Others (0717 12O o o
[ ArtSite: ... gem......o AT Other — Position:
¥ EKG Lead ﬂu{i . L] “A"'as“ g gﬁ‘l‘ — S
Temp Site ; O |rway ral ] Nasal S o
\J;; i Monim’r Anaes Start: . ‘)}’V\/\ a’ @0 em Needle Size: s DR i
\',.E/Agém Monitor OP Start: . ‘Q a?bv) ; Grai ; Nagal Bféquﬂ Parasthesia [ Yes _| No <
W~ Pulse Oximeter - OP ENG: v Nt IFI Tra':“'e omy L2 T"F'Cla' Catheter at SKifi ................... cm
Capnograph Leave OR: l'1\fk"\, ]! Drug A Al s Drug Name & Conc:
" Ventilator Anaesthesia: [ Awake ] Direct Vision BolIS: v iovusimsians
[C1 Nerve Stimulator q.:a’ GA 7T Video Laryngoscopy [I- Stylette / Bougie Infusion: .
e—— {JR«P LI Monitored Anaesthesia Care I Fiberoptic A Sk i
] Regional Blade# ...._2..... Attempts: .. C ;
W Pressure Poiis Checkd - Difficuty WhY? ..o ol
Line (Size & Location) Transportation to
Eye Care: FIOVP:ocoscsmssccnn | n AT Bllat= BS e oy 3 Other
L. .?xm 1 ART: ] Semi-Closed Circle p Relaxant Reversed ud Yes CINo  [INA
< _l[ ape. AW T Closed Gircle = ) '
\)éﬁ Padding LI ] Other
[ Awake 1 Signature of the Doctor @L&L
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rudI1-ANAESTHESIA CARE UNIT RECORD
o
Received in PACU by : Q{\ ..... : A’M"‘ ............ TIme: RBCEIVEM & .ouvovsivrusiiesrivesssmsasis Time Discharged : ........cccoeeviviunneee.
gfg ;53 IV Cannula Site : m’ﬁm
w 230 230 ,Z{, Mask [*] Nasal Prongs
= = 220 "1 [ Tracheostomy [ T-Piece
& 2 200 | [J Oral Airway [ Nasal Airway
E 1 180 . 2 @ (Y
180 180
§ 170 170 | Vomiting : [ Yes = No Drugm‘f..... ?‘N\[
2 150 . n o I NeTbe: [ YesCTNo
v :;g N ; VAN, :;g Drain: [0 Yes [INo
A 11':’3 =V \ 7 il :123 Urinary Calhetar;'(r’(es =) No
E 1005 o+ 100 | Chest Tube: ] Yes £1No
H gg Nil Oral JYes [INo
e o | whuids: e RESPVS
o
w 50 50 Oral FERUS: ..o g Py Mg o eerennes
— 40( | PR = 40 “ : p &(ﬂ
v 1 30
20 20
10 10
1] 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
o = V- ) [ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ )— Disch arge
Able to deep breathe & cough freely =2
uy:ptniammrﬁea ma?j?.-‘é% B =1 RESPIRATION i TN B o " ) ) T
Apneic =0 Exceptions to this, are to be explained in the
BP 2 20.50 0 re Ansehese ove =% crouLanon g | ¥ space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0
Fu =
Aroseati on il 2T consciouswess al 21>
Not responding =0
Fal, Gushy, bltchy,Bunticad, o Z% cown -
N 3 [CNy, jaundiced, other =
Cyanu;cs : =0 ’L/—V
TOTAL N \© @
S
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Wb | ute |0t APY )
u\b | S | pllo asl >

ulb

b

010

AP

D~

Pain Tool Used:

Anaesthesiologist Name :

CINPASS [ FLACC

Anaesthesiologist Signature;

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

[_] Wong Baker (_‘? NPS

P

Reassessment Frequency:

a.

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chranic pain, patient with severe pain
Every 2 hours for first 24 hours

b After 24 hours every 4 hours
c.  Prior to pain refiving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .o
Date & TIMe: .




)
Rainbow” . N
Patient Sticker ' Children’s @ BirthRight
- Hospital . BY RAINBOW HOSPITALS
1t takes a kot 1o treat the Ditle, Your Right to a Safs Cellvery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: .o TIME: veeeenreticecneenns Procedure done DY .....ccvcceiviiccininessesnisenrsesessssssssssssssssssssne
CSE /Spinal /Epidural Position : .....ceeeenenee L] 1 - T Technique {LOR/LOS) ..c.covvcuenee..
(D1:] 1)1 WO Catheter at SKIN: ....coeevvereveveeeseserecncnennns AHBMPES © i s
Parasthesia : YES/NO if VES GIAIIS : ...ovv.eeereerereeeisescescesessesesesesssersssessssssssssssssssesssssasssssesssssssssasivessstssantvssssssassaseassss
SOlUtiON COMPOSIION & viviveisreerrerssersssrassraserssersressessssasssssssssssssssssssssssssssssesssseesesnsessen et ristiesssatagesenseensanseessarassensnateasrasaas
Any other issues :
B) crerereerenarn e r s RSSO 4P SRS EALE LR R e e
D) tttrteresriren i s e s e s eSS AR RS SA SRS R RO e R R R E S SO O RS SRS SRR E £ AR A £ AR A Rennh s A nernen R e nes
Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) | [en Right | BP | Pulse FHR Comments
It
Delivery Details : ~ Time : .....cccecervirecnnns APGAR: ...cvviseiiennn.  SVD/ Instrumental / LSGS (if LSCS Details)
Gatheter Removed by and Tip INSPECIEA = ...vernee e issscsssisssssss st rssssssacssiasssssossaase et
PatieNt SAUSTACHON  .uvcrereircrreriieesseveinsessssessereiosssasesesssssssneesssrecrsssesssnesesssesnessessaessasessss sestsestasssessosassensonsasnsanses erevrerss
s
Discharge /Shifting ordered by :
DOCIOr SIGNALUTE: ...vevererrerresnirearirsreeesensseressessssssssressasssssnnes
DOCIOT NAIMIE! ..o cererssnesrsreerssrernrrsersensenessenarsesnannererres

Date AN TIMB & oevveivere e rrererersnrenssssseerressessrssassasseessnasssssases




PATIENT TRANSFER FORM

Rainbow® . -
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

L HNH-00015784

Mrs D VIJAYA RANI
01-01-1983 a3y
Or. RAJANI KUMAR|

III||||III|||||1IIIIII|II|||I|IlIIIII

1P26-000068491

Date & Time of Admission

Y| blok@® 6rpm

Date & Time of Transfer Order

ul B[ a6/ | aP

Transfer Ordered by

D DV R

Reason for Transfer

LY

From Unit

P

To Unit

of

Information to Attendant
Yes | No| |

Number of Sheets in Clinical File

Number of Imaging Films

/’J&A/

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

Yes[ | No[

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
i
2 P caon]—()
3.
4,
5L

Shifting Summary / Notes Written by Doctor :

Yes[ ] No|[ |

Name & Signature of Person who is Transferring

Qs ¢ ooty

Name of Person Ordered Transfer

Pl

Patient & Clinical Records Received by : .

LW‘*/

DR DUp-
‘ e

Date & Time of Patient Received :

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

[ ] Unavailable Bed

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

"] Nurse not Available

[ ] Available Bed not ready




M HNH-00015784

" IP26-00006491
1 ST E— rq)f )‘Jl(%" oy () -
SUHGICAL | Asst. Surgeon : J)x.:.!(mfa.é;.&i .......... | Pat Drﬂﬂﬂﬁﬁm,,,,, AOB: olyih.. GEILIEE: E. Rai-"b%w. ® BirthRight
SAFETY CHECKLIST ‘ Anaesthetst ... D L4AL. ..o UH l ) "m”mm 18 Fibsprial - | () evemooms
b N : o b ‘A AR L B NS J ULl L v P PP S L | P PR Fm— st
Scrub Nurse : SI; R ”,QCq ?i\ Date : . W{, /(,u In-ue . Out-time :
¥ | n
\Slf = ,ﬂ‘_ O
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.. \L Q... TIME OUT Time................ SIGNOUT  Time..........
\
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity / s CNo introduced themselves by Name and Role.~Ys I No The Name of the Procedure Recorded ~ (1Yes ©INo
Site C ; “No :urgeo;, J;n;eséhe:!a Professional and That Instrument, Sponge and Needle
Procedure ZYes CNo urse verbally Lontirm i Counts are Correct (or Not Applicable) ~ [C1Yes 'No C'NA
Consent “Yes [INo /( Correct Patient (Check ID Band) ~ £=7Yes CNo The Specimen is Labelled (including
Site Marked COYes CINo C/NA Correct Site /;j){gs CINo patient name) OYes CINo CNA
Anaesthesia Safetv Check Cnmpleied /—J} CNo Correct Procedure Yes CINo Whether there are any Equipmem
Pulse Oximeter on Patient & Functioning /Yes 'No o Problems to be addressed OYes CNo CINA

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

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

IYes _}r{
[Yes ‘)(0

Anticipated Critical Events

Surgeon Reviews: '
What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

Steps, Operative Duration, What are the key concerns for recovery
Anticipated Blood Loss? OYeg Mo CINA and management of this patient? TYes CINo

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ,?fﬁf No CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed? :-Yes;No CTINA

STV E T S —— 43/ ............................. Signature ............. Q\.,/ ............................................
NGME ..o (A'/(C""j-ﬂ ............ Name - O NS

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




z
Rainbow” R
Children’s ‘Blrtthght

1 BY RAINBOW HOSPITALS
PATIENT TRANSFFR FO)RM Hospital | e s
HNH-00015784 1P26-00006491 :
j— Mrs D VIJAYA RANI
01-01-1983 Date & Time of Admission Date & Time of Transfer Order

MARI

A Blpesmd ol leso

Treating Consultant Name Transfer Ordered by Reason for Transfer
(Reqo™ ) s
N \‘L,UW“‘ D
From Unit To Unit Information to Attendant

o5 (& rad— Yes[]_ No[J

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

Yes[ ] Nor

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Naﬁe Quantity

(3= :

1 @ /

2

3.

4.

5.

Shifting Summary / Notes Written by Doctor: ~ Yes| +—  No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

2 \ ’D’f : :g,,,Q,v
WV

\
. T ; . 0
Patient & Clinical Records Received by : w\\\cg/

Date & Time of Patient Received : A )/Q, @
\bVC Quilaflf

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

[ | Unavailable Bed " | Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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NARCOTIC PRESCRIPTION FORM

(PATlENT COPY)
= &
Patient Name: D V' o / o ’70:\: A UY  Gendern FPMety
UHID No: W% 0‘"*5'7 T!APNO /6 - 0000 6H | pate: Lf,ﬂ/,[ Tme: 7. Y 0
Diagnosis: Hbdf)m;ﬂ erd H I_ﬁ'j}u( mY/ ’J {VH
PRESCRIPTION DETAJLS (Tick only one of the following)
S.No Drug Name ‘ Dosage i Remarks
1. | Fentanyl Citrate Inj. 50mcg/M oo M 4 01 Amp
2. | Morphine Sulphate Inj, 15mg/Mi = -
3. | Remifentanil Hydrochloride Inj. 2MG R -
4. | Remifentanil Hydrochloride inj. 1MG et i

Doctor Name:

Doctor Registration No: é’{—ﬁ Lﬁ

(Details of tlae Patient to éﬂhom Essential Narcotic Drugs Dlspen7ed)

~ /",l
Signature; \\r 4(: l ‘
L] Y l E

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

0000

IPRogistraflion No: ... oo i viigorevamsves s i s ss

H gf){,

Date:

Aadhaar No. of the Patient (Optional): .............cceomrii e

Docu. No: RCH/ FRM / CLINICAL / 133

T

N
] f ¥ ('FJ #
1 [ume: MISD Vi f ., e
2. | Complete postal address (with contact number, if any) LA v {V ad P ‘*U H yoUab vl
3. | Brief description of the illness thfom’ ’ﬂ’ ‘"ﬂ H 4 p[}u fﬂfi 1
4 Whether registered with any other registered medical practioner / N 0
* | recognized medical institution ( If yes, details of the recorded) I /
P ol : , n
5. | Details of essential Narcotic drug dispensed _! N .) by ' Jeh s
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
18 e SR A Patient Attender
# ' ~J oN - ,
U\h 2 N J I: 1 O[ _4" = |
[ 1
Dispensed by (Name & ID No.): ....p....... X bk (30hqu?) ............................. Signature: .
j M XuJinm }-/U(Y‘Cq 0'7_“_. 93
Receivediby (Name & ID No.: ot o o Dii d Bains st snrmading .. Sigrature: .

[ Ay
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yiovoe 20KET Sl | G Binght
1t tokes 3 K2 to treat the it Your Right (0 a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: g1 44 ) | 17 Y ) Age: f1% / Gender: 7
UHDNO:  4)uH -poots 7 1 PNO: 212 b poro 6 4] Date: 044/ 2 Tme:  C¢fa) Him
Diagnoss: 1 ppam/et 1 11veTepecTomy  LAve!
. PRESCRIPTION DETAILS (Tick only one of the following)
SNo | Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI & -
2. | Morphine Sulphate Inj. 15mg/Mi 15 m & Al
_ 3. | Remifentanil Hydrochloride Inj. 2MG >
4. | Remifentanil Hydrochloride inj. IMG "

Doctor Name: m“ﬁ"’mq' T Doctor Registration No: é,%m

L T 4

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

ao L-ppoolit, 7/
IP Registration No: .........L.[.2.0. 0020 H T ... Oate... Lo b 2

AadhagarNo.of the Patlent (OpHonal): v i i i vasiassssiivils s agaiat i ssvsasubsis siaiess

e -—
1. [ Name: Mm24 ) Vigdva Q2Antt Remarks

IR AAPALLY TIT 1)

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

3. | Brief description of the illness ATGDO MmN AL HYSTepeCTTont LAV Y

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

5. | Details of essential Narcotic drug dispensed MypPH IR C

Signature / Thumb

Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
; Patient-Attender,

o8l Morprine ot bmft NPT

T

Dispensed by (Name & IDNo.): ................ > WM"‘(“"‘“ .............................. Signature: ........emeroe. .o /f ..........

p A D () o0 113 /“ i L
Received by (Name & IDNO.): ................... el CEMATR LS oA 3 Signature: B ety e
DEFT Hn . o B T G e

Docu. No: RCH/ FRM/ CLINICAL / 133




